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EXECOTIVE SUMMARY 

AN OVERVIEW C? THE CAUSES OF THE MOH FINANCIAL CRUS 

Since it peaked in 1977, the Ministry of Health's real per capita expenditure level 
has dropped by 28 percent (MCP-based adjustment*). With the exception of two 
temporary lulls (1980 and 1984) the erosion of the MOH's command over resources
has been both monotonic and fairly constant. The impact of this trend has clearly
left ite mark on the public health care delivery system of El Salvador. The 20­
year secular trend of the generally improving health status of the Salvadoran
people was broken in 1980, most prominently by war, but also because of a less 
effectively functioning public health care system-the result, turn, ofin an 
increasingly financially constrained Ministry of Health. 

Government reallocations of appropriated monies to fund the costly war coupled
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 ield 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 wculd 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. They were evident even a decade ago, well before the war 
and the economic crisis developed. The war and the faltering economy only
served to expedite and exacerbate trends and tendencies that already existed. 
The more fundamental source of the problems-one that predates both the war and
the devastated economy-has been of an institutional nature. More specifically,
the sources of problems have be rn the historical mode of organization and the 
resource alloc&tion and decision-making processes within the Ministry of Health. 

The Ministry of Health has two, largely unrelated health care delivery
constellations: one comprises the so-called Centralized Agencies-the health 
centers, units, and posts; the other consists of the so-called Decentralized (or
Autonomous) Agencies, overwhelmingly dominated by the 14 hospitals. Composed, 
as it were, of two separate systems with physically, administratively, and
procedurally independent oudgetary processes, the Ministry of Health was not in a 
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, let alone to 
rationalize the allocation of its falling absolute level of resources. Saddled with 
two different systems with very different needs, and suffering continual and 

The MCPI is a Ministry of Health-specific Medical Care "Price" Index. See
Section III for a detailed discussion of the motivation for and construction of the 
MCPI. 



significant reductions in its level of real resource availability, the Ministry
simultaneously was being confronted with the ever-increasing recurrent costsgenerated 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 severelimitation. More facilities meant that more personnel were needed. And, as boththe war and the economic crisis persisted, the implications of these fundamentalinstitutional qhortcomigs manifested themselves in the structural-lock of budget
extrapolations: in the growing percentage of recurrent costs being spent onpersonnel at the expense of the growing shortage of supplies, materials, and drugs
in the regional health services' facilities. 

With these major trends and their causative factors-i.e., the "big picture"-in
mind, let us investigate in greater detail the evolution of the current crisis and its
implications for public health services delivery in El Salvador. 

THE MOH BUDGET 1975-1986 

In the years preceding the civil war, El Salvador's Ministry of Public Health andSocial Assistance (MOH) generally enjoyed a climbing absolute level of budgetarysupport from the Central Government. Between 1975 and 1979, the Ministry'sbudget nearly doubled in size, growing 79 percent from 82,116,160 colones in 1975 
to 147,155,000 colons in 1979. Since 1979, however, annual changes in the current
col6n level of the Ministry's funding have been erratic, increasing by more thanone-quarter in 1980 and by 20 percent in 1984, but holding about constant in 1981and actually falling in the remaining years-by 1 percent in 1981, by 4 percent in1982, 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 impact the growing ratethe of of inflation, however, thepattern of recent developments becomes far less ambiguous and tar lessoptimistic. 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, theMCPI, the Ministry's level of real expenditures fell by 37 percent over the course 
of this six-year period. 

Each December the Le de Presupuesto-the prospective annual budget of theCentral Government of El Salvador-is published. Throughout tho course of theyear the Ministry of Hacienda "fine tunes" these initial allocations (a) to adjust forrelatively minor changes in individual ministerial-level program designs and
implementatidrs, but also (and with far more significant and global impacts) toadjust for (b) discrepancies in estimated government revenues and (c) changes ingovernment program priorities. Between 1978 and 1985, such changes resulted inthe Central Government's final budget allocations being, on average, 9.6 percentgreater than its final allocations. Looking specifically at the Ministry of Health over the last decade, on average this process has augmented the annual MOH 
allocation by 3.4 percent. 

The fluctuation of budgetary allocations over the course of the year is one of theprimary factors explaining why most government agencies do not spend all of their 



(final) allocations. Another, it appears, is administrative inefficiencies. Between 
1976. and 1985, the Ministry of Health consistently outperformed the Central
Government of El Salvador (as a whole). Over the course of this 10-year period,
the Central Government on average annually spent 92.6 percent of its (ultimately)
appropriated monies; while the MOH, on average, spent 94.3 percent of its final 
allocation. 

The Ministry's performance, however, has been inconsistent. It has, on the one
hand, a solid anual L.verage record of expending 98.3 percent of its final allocated 
operating costs budget. On the other hand, however, its capital budget
expenditures annually averaged only 76.2 percent. 

THE MOlarS APPROACH TO OPLANNING" 1IDTORICAL-BASED BUDGETING 

The Ministry of Health's approach to planning and budgeting has been to follow
what is referred to a3 historical-based budgeting. In this process, the previous
year'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 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. 

This approach is status quo oriented, and largely inert. 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 is that the
MOH's finance/budget department comes to be and remains Little mor,) than an
accounting department. Planning, to the extent it is undertaken, be themust
charge of another section of the Ministry. Put planners without budgets 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 
progra nming 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.fIt 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. 

At present, the changes that occur in the structure of relative allocations across 
programs and consequently across even functional categories (e.g., personnel
costs, material r are largely responses and/or accommodations to initiatives
introddced by international donor agencies. Given the level of donor-sponsored
activitves in El Salvador, such an approach constitutes the wholesale abdication of
control of the budget, and concomitanty control of the direction and structural 
nature of the public health care delivery 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 
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project, which will be described in the context of other more generally occurring 

changes in MOH operations. 

CHANGING HEALTH FACILITY wPRODUCTIVrIY, 

Designed and underwritten by i-long-term, 1DB-sponsored infrastructure
development project, the number of MOH facilities has grown significantly in thelast 10 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 resource­
intensive and more geographically dispersed health units and health posts. 

Since 1977, despite the growing numbers of posts 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 accounred for an annual average of 54.6 percent of all visits to an MOH
facility. Between 1980 and 1982, this proportion fell to 51.5 percent; and mostrecently, between 1903 and 1985, this downward trend continued, falling to 47.8 
percent.
 

There is no definitive evidence about 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 onbudgetary analyses) that are consistent with this eight-year trend. It appeal's 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 reducedthe materials and supplies-intensity of the average medica! care visit, that the
quality of care provided has fallen. Most or many of the people, it is generally
believed, who frequent these "lower" levels of care do so primarily to obtain
medicines. The single most important maniffestation of the growing financialconstraint of the MOH for most Salvadorans is the significantly reduced
availability of medicines in MOH facilities in general, and particularly in the
health units and posts. Having learned firsthand or by word-of-mouth that there 
are few materials and supplies-and especially drugs-in these facilities, many
people (it is hypothesized) are bypassing the lower levels of care, going directly tothe centers, or even more commonly to the hospitals. Others, it is speculated, 
may be opting out of the public system altogether, turning to private providers,
or-what seems more likely because of falling income levels-turning to
pharmacies, pharmacists, and self-medication.* 

* Although the total number of visits to all MOH facilities has not consistentlyfallen in recent years, there are a number of factors that would suggest that had
the quality of services remained unchanged, their utilization would have been
expected to have increased rather substantially. See Section V, pages 3-5, for a 
discussion of these considerations. 
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These longer-term trends of falling utilization of the posts and (to a lesser extethe units, have been both expedited and exacerbated by the war and the economThe war has disrupted life throughout the country, but particularly in relativeremote areas-the sites of most of the units and posts. It has made travel madangerous for both consumers/would-be patients and for providers trying tugetthese facilities. It has disrupted schedules and supply lines. It has generated mo"business" in the form of war-related casualties, which has meant that less tinand materials have been available for "regular" clients. All of these factors--boltheir actual occurrence and the mere perception of their having likely occurredwould discourage prospective MOH patients from seeking care as often as the 
otherwise would have done. 

CHAKGING PATTERNS OF PERSONNEL EXPENDITURES: POSlION1. 
SALARIES, AND "PRODUCTIVrfYw 

Since 1977 there hp.s been a sustained increase in the proportion of the MOCentralized Agency budget expended on personnel. This growth has occurred athe expense of the share of the budget allocated to machinery and equipment, anmost recently, materials and supplies. In 1977 the relative shares of the totsCentralized Agency operating costs spent on personnel vis-a-vis materials ansupplies was 55:43. Thereafter through 1984, with only one exception-1981- thtrade-off of materials and supplies for personnel was continuous. By 1984, thratio of these two categories' funding levels grew to about 92:7. 

The growth in personnel expenditures can be caused by an increase in the salarlevels, an increase in the number of personnel, or some combination thereof. Athe start of this period, much of the increase in the personnel costs of the MOH'
Centralized Agencies was generated by increases in the number of personnel. Thirapidiy expanding infrastructure alone has been estimated to have accounted foan increase of Centralized Agency personnel (and more specifically, of Regiona
Health Services personnel) of slightly more than 2,000. 

The rate of increase in the number of Centralized Agency personnel (i.e., all MOFemployees with the exception of the Decentralized Agencies-which consis!primarily of the 14 hospitals) peaked at an annual rate of 6.9 percent in 1977Thereafter, it followed a generally constant rate of decline, becoming negative ii1982, and has since remained about constant (at about -0.3 percent).* Thfabsolute number of total Centralized Agency personnel (the Regional Healtt
Services and the MOH Central Office-Secretaria de Estado) grew from 9,046 ir1975 to peak in 1981 at 12,716. Focusing specifically on only the Regional HealttServices component, personnel grew from 8,517 in 1975 to 11,934 in 1981, and fell
slightly to 11,827 in 1984. 

These figures do not include contracted labor or health board (Patronato)­funded positions, and thus actually understate the totals. 
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Over the course of the last 10 years, both the absolute and the relative rates oreal remuneration of the major types of MOH medical care providers havchanged dramatically-especially since 1978.0 Physicians, nurses, nL':siauxiliaries, and sanitary inspectors have all suffered substantial erosion in the rea
purchasing power of their MOH-derived incomes. Doctors have fared the worstSince 1978 part-time physicians, hired exclusively to provide medical care for tw(
hours per day, five days per week (this class constitutes the bulk of MOEphysicians), experienced an average annual reduction in their real salary of aboul 
11 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 slowedand occasionally (much more frequently earlier in the decade) the downward trendhas been temporarily reversed. Considered as three individual categories ofworkers, in no year have nurses, nurse auxiliaries, or sanitary inspectorsexperienced as large a drop in their MOH-derived income as have physicians. Thecumulative effect of these trends has been least serious 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 1975 to 1986 period. 

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

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

Analyzing changes in the "productivity" of each of these personnel categories (andbearing 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. 

0 There is an increasing delegation to both auxiliaries and nurses of 
some duties previously performed only or primarily by doctors. These
activities primarily include well-baby clinics, family planning, and
other maternal and child health (MCH) services. 

o There is a growth in the number of physicians in administrative 
p~iitions, as (generally part-time) directors of health centers andunits. 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 eight to 12. 

* The Consumer Price Index (CPO, developed by the Central Reserve Bank ofEl Salvador, was used in the adjustment process. See Appendix A for the CPI. 
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o There has been an approximately twofold increase over this time
period in the number of personnel composing 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 a large proportion of their time is spent in
"unproductive" travel. This would reduce overall medical personnel
productivity and would suggest that especially relativenurses todoctors had even greater "productivity" gains elsewhere in the MOH 
system. 

0 elative levels of real remuneration are changing. Fromn 1975 to 
1985, the cumulative fall in physicians' real purchasing power totaled
63 percent. Nurse auxiliaries lost the least, about 12 percent. Nurseshave 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
auiliaries 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 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 inexplaining changes in the relative "productivity" levels of these different MOH
provider-types requires additional data and further study. 

EASING THE MINISTRY OF HEALTHS FINANCIAL CONSTRAINT 

What is to be done? The development of a new, more flexible und decentralized
administrative structure, combined with the adoption of epidemiologically-based
and budget-tied health planning capability, both to be facilitated, expedited, andfortified by the adoption of a computer-based management information system,holds great promise. Any one of these measures alone would, if successfully
implemented, constitute a major institutional reform. Together they hold thepotential for revolutionary improvements in the performance of the public healthsector. It is imperative to note that each of these elements is, for the most part,
an initiative that the Ministry of Health itself has developed. 

Effective implementation of these various measures can do much to make better, 
more efficient use of available resources. Still, the problem of the level of resources available remains. Given the present level of funding that exists, and
the less than.pvory economic forecasts for the country, the Ministry of Healthmust investignte, identify, and adopt mechanisms for extending its effectivecontrol over resources. Since (as is demonstrated repeatedly throughout thispaper) there is little reason to expect predictable and/or increasing absolute levels
of resources to be forthcoming from the Central Government, the MOH must look 
elsewhere. 
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Particularly given the level of international attention and aid being focused on El
Salvador at this time (due to the civi! war), donor agencies do hold some promise
in this regard--but only in the short term. Given the implicit costs that have beenassociated with the reliance on donor agencies to date (in terms of their having
often and significantly compromised the decision-making authority andinstitutional cohesiveness of the MOH) and the critical and historical crossroads at
which the Ministry presently stands, cultivating further dependence on donor
agencies needs to be avoided-at least in the "business as usual" mode. To the 
extent that the past holds lessons for the future, increasing reliance on donor
agencies at this time would heighten the potential that the decision-making
authority and/or institutional cohesiveness of the Ministry (such as it presently is)would be (further) compromised. Because these are two of the key institutional
problems that the Ministry of Health is presently coming to grips with on its own,the most useful role for donor agencies now and in the near future is to provide
the wherewithal to facilitate and expedite the implementation of the various MOH 
initiatives that have been noted. 

But even apart from the need to insulate the institutional redefirition presently
underway within the Ministry of Health, it is c!ear that long-term solutions cannot 
be built on the expectation that donor agency monies will always be available andforthcoming. Such monies are driven by political considerations, and as such are
volatile. Therefore, in the long run public health care in El Salvador must be
predicated on a better managed, more fiscally sound, aad more financially
independent national system. But how to construct one? 

In the course of the analysis of the MOHS operations over the past decade a
number of efficiency-related issues were raised. (1) Is the division of laborbetween physicians, nurses, and auxiliaries optimal? If not, how might it be
improved? What are the political considerations and implications? What are the
health manpower considerations and implications? (2) Is the bypass phenomenon
widespread? (3) What factors contribute to bypass? And, more generally, (4) what 
types of factors enter in Salvadorans' decisions to seek care from a particular typeof provider or facility? flow important is the money price? The time price
associated with obtaining care (the time to travel to the facility, the time waiting
at the facility before receiving care)? The availability of drugs? (5) Drug-related
issues: Are there too few drugs in the MOH system? When drugs are available do 
too many get prescribed to the typical patient? How much of the MOH budget
should be allocated to drugs vis-a-vis personnel? (6) Does the MOH have too many
facilities? (7) What role do donor agency activities play? How do they perceive
themselves and the MOH? How do they affect the provision of §ervices by the
MOH?- (8) What can be done to enhance the effective implementation of health 
planning in the process of decentralization? (9) How do MOH providers view theirrole? What are their most troubling problems as MOH employees and providers?
What are the md positive points of being an MOH employee/provider? How do
they think their effectiveness could be enhanced? Are their patients generally
satisfied with the care they receive? What are the most common service-related 
complaints they hear? 

Although the findings related to these issues were not definitive, they served toindicate specific informational voids that need to be addressed. Before
adequately informed policy decisions can be made concerning these efficiency
issues, studies designed to gather this critical but missing data must be
conducted. Several surveys in order: a health Interviewbasic are household 
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survey, a provider opinion survey, a survey of PVO and donor agency activities,
and a time-motion study in each type of MOH facility. 

The lack of systematic knowledge about the health care system of El Salvador is a 
problem that plagues any effort to develop recommendations about public health
financing. To forestall the further deterioration in the quality of its services, its 
physical facilities, and, consequently, its reputation, the Ministry of Health needs 
to act now-even on the basis of only partial information. Systematic studies 
must be undertaken now to provide baseline data as well as feedback on the
effects of some of the measures suggested below that cannot be postponed. 

Salvadorans are already paying substantial user fees for the services they receive 
from the MOH. The combined totals annually raised in the health centers, units,
and po3ts, constitute 7 percent of the annual general-budget-funded expenditures
for these services. At present, these revenues are under local control. The 
community health boards (patronatos), established by law (in ca. 1947), oversee 
and direct the control of these funds. Each individual health facility-each 
center, unit, and post-is mandated by law to have a patronato 

It is clear, however, that what has been decreed by law, and what has actually 
come to be, are quite different in the case of the patronatos. Many units and 
posts do not have a community health board, or at least do not have a functioning
board. In addition, from interviews with the directors of health facilities, it is 
evident that the lirector of the local health facility enjoys considerable discretion 
in determining how to spend the money. The atronsto provides more of a 
clearinghouse and monitoring service. 

The monies raised from user fees are augmented by the proceeds of various fund­
raising activities sponsored by, and philanthropic contributions made to, the
community health boards. From 1982 through 1985, user fee revenues on average
constituted about 80 percent of the total of the patronato-directed funds, the 
other two sources making up the remaining 20 percent. The trend over the last 10 
years has been for the level of revenues generated from the "voluntary" one- to 
two-col6n user fee contribution to increase. Between 1978 and 1985, the 
expenditures of patronato-directed funds doubled. 

Historically these monies have been used primarily tc, pay for additional workers 
and drugs. Since 1983, however, a rapidly increasing proportion of the
expenditures has been shifted to medicines. As the share expended on medicines 
has expanded, both the absolute and relative number of additional workers hired 
with the patronato-directed funds has fallen, indicating the local provider
perception of both the importance of medicines and the scarcity of MO-provided
medicines at the regional health services levels. From interviews with hedlth 
center directwsg it was learned that about 80 percent of the patronato-directed
funds are presently beiig used to purchase medicines. 

The hospitais too are required by law to have patronatos. The hospitals also have 
a "voluntary" contribution. In addition, they harge for a wider variety of goods
and services, including the provision of pensiones-higher-quality room and board 
services. From the combination of these two revenue sources the hospitals
together generate additional monies that are approximately equal to 2 percent of 
their annual general-budget-funded expenditures. 

ix 



Despite these major local initiatives to accommodate to financial constraints, 
MOH services remain severely crippled by the lack of resources. It Ls therefore 
recommended that the structure of user fees be formalized, standardized, and the 
level increased to three colones. It is imperative that the (additional) revenues 
generated remain under local control in order to retain incentives of consumers to 
pay the fees and to retain the incentives of providers to collect the fees. The 
pensiones user fee rates should be Increased, as welL 

Given the importance of medicines and drugs to the provision of modern medical 
care in general-and specifically to Salvadorans-on the one hand, and their 
increasing scarcity at MOH facilities on the other, it is recommended that the 
MOH institute a drug-specific, full cost recovery program. Where they are 
effectively functioning, the patronatos could serve as the institutional mechanisn 
for implementing this scheme. The specific logistics whereby the MOH Central 
Office, or alternatively the Regional Offlce3, could serve as clearinghouse-single
purchase agents (to enable exploiting quantity discounts) still need to be 
exami,. -d. This is a priority. 

Another priority study is to determine whether or not there are any private sector 
management corporations that might be hired to oversee the operations of one of 
the hospitals. If some interest is indicated, it is recommended that one of the 
MOH hospitals be so managed on a multiple year, pilot study basis. 

An additional study of the Social Security Institute-Ministry of Health working 
agreement is warranted. Methods to expedite the planned increase in coordination 
and cooperation must be sought. In addition, more fundamental restructuring and 
integration of these two public entities (as well as those of ANTEL and Bienestar 
Magisterial) should be explored. 

Finally, there should be a moratorium on all new facility construction. The 
Ministry's inability to meet the recurrent operating costs of the present
infrasftucture has meant that both the quality of MOH services and the integrity
of its present facilities have been compromised. The lack of funds for adequate 
supplies of drugs, materials, and equipment has debased the quality of MOH 
medical care services. The shortage of maintenance and repair funds has 
contributed to the premature depreciation of capital investments--buildings, 
machinery, and equipment alike. Continued infrastructural development will only 
serve to exacerbate these problems, and undermine the effectivenss, the long­
term financial viability, and the credibility of the Ministry of Health. New 
facility construction--regardless of the source of funds or terms of financing­
should not be pursued. 



SECTION ONE
 

THE ECONOMIC CONTEXT: A BRIEF OVERVIEW
 



L THE ECONOMIC CONTEXT: A BRIEF OVERVIEW
 

A. A THUMBNAIL SKETCH OF THE POST-WORLD WAR IHECONOMIC 
DEVELOPMENT OF EL SALVADOR 

(1) Economic Growth And Transformation 

From 1950 until 1979, El Salvador enjoyed an unprecedented period of high and 
relatively uninterrupted economic growth. Its annual rate of Gross Domestic 
Product (GDP)growth averaged more than 5 percent, the highest of the Central 
American Republics (l-erez-Brignoll 1983, p.366). 

Until the 1970s, a significant portion of this performance was attributable to 
propitious international economic conditions (viz., increased foreign demand for 
the country's traditional exports, coupled with relatively high and stable prices­
especially for coffee). But other factors, including substantial structural changes, 
were important as well. The tendency toward the expansion and modernization of 
agriculture started in the 1950s and gained strength throughout the 1960s. The 
agro-export sector became increasingly diversified as first cotton and sugar, and 
later (with a less pronounced impact) cattle production boomed. 

In addition, starting in 1962, and fostered by the formation of the Central 
American Common Market (CACM) that year, there was a surge in industrializa­
tion in El Salvador. From 1945 to 1978, the share of manufacturing in GDP grew
from 11.4 percent to 18.7 percent (ECLA 1980, p.70). The incentives provided by
the structure of the CACM, however, encouraged the proliferation of industry
that generally was not able to compete internationally beyond the confines of that 
union (Cline and Delgado 1978). Hence, the initial rapid rate of growth in 
manufacturing output peaked and began to fall even before the end of the 1960s 
(Rosenthal 1978, p.51). 

Moreover, in part because the Government directly subsidized the adoption of 
highly capital-intensive techniques of production, the growth of manufacturing 
output did not contribute commensurately to the growth in employment. 
Manufacturing employment grew from 11.4 percent of the economically active 
population in 1950 to 12.8 percent in 1961, and then fell to 9.8 percent in 1971 
(Perez-BrignoU 1983, p.385). Nevertheless, El Salvador's industrial sector 
continued to record significant advances: the absolute levels of manufacturing
conti"'* A to increase, and the fundamental nature of the manufacturing sector 
becam increasingly characterized more by large, modern, automated plants, and 
less by smal-ale, artisanal-handicraft enterprises. 

A rapid population growth rate, exceeding the rate of manufacturing employment
generation, meant larger absolute and relative numbers of persons were, perforce,
entering the ag" icultural and services sectors. While El Salvador has developed
substantial industry in the last 25 years, much of the sectors activities remain 
ultimately in agriculture; for instance, in the processing of agricultural products­
such as the drying, roasting, grinding, and packaging of coffee. By 1970, 26.4 
percent of the GDP was still based on agriculture. As of 1980, this share had not 
changed appreciably (see, for example, various issues of the Banco Central de 
Reserva's Revista Trimestrial). 
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(2) The Distributo Of hm=ome 

The dishibutlon of income in El Salvador has historically been determined
primarily by its distribution of wealth; most importantly the distribution of land. 
From the end of World War II until the Agrarian Reform of 1980, the distribution 
of landholding was highly skewed, bnd relatively unchanging. In 1971, 86.7 percent
of all landholdings consisted of holdings less than seven hectares In size, which
together accounted for only 19.F percent of all agricultural land (Ruhl 1984,
p.,42). By 1975, such holdings accounted for 93.7 percent of the total (Samaniego
1980, p.135). On the other end of the spectrum, in 1971, a mere 0.7 percent of all 
farms owned 38.7 percent of all agricultural land. 

Cognizanace of the marked degree of inequality In pre-1979 El Salvador is 
essential to understanding the economic and social roots of the hostilities that
developed into a full-scale civil war in 1979. Looking more closely at the dynamic
of the agricultural sector in the pre-1979 era provides valuable insights into the 
economic roots of El Salvador's current imbroglio. The portrait herein developed
will be painted with a broad brtsh. 

We start with a relatively small and only slowly growing industrial sector, with 
relatively little job generation. To this we add a rapidly growing population on a 
relatively small and fixed amount of inequitably distributed land. Finally, we add 
the process of agricultural modernization (primarily in cotton, but also in 
sugarcane and coffee), a process that generated growing amounts of both output
and income, but that we.s increasingly oriented toward the external sector. 

Agricultural modernization led to increasing land values and prompted a more 
economic use (i.e., the rationalization of the use) of land. As this process
proceeded in the 1960s and 1970s, the theretofore still widespread traditional 
sharecropping and colono arrangements were increasingly abandoned as
uneconomic. As wage labor replaced these more traditional forms of
remuneration, access to land was increasingly restricted to landowners. 

By the early 1970s rural families were estimated to be roughly 40 percent of the 
national population. The re.,ult of agricultural modernization and the increasing
reliance on wage labor was to rapidly transform a growing absolute and relative 
number of them into cahrpesinos without any land and increasingly without any 
access to land. Dating from the early 1960s, and accelerating over time until the 
outbreak of war in 1979, the rate of growth of landless rural families verywas 
rapid; from 15.6 percent in 1961, to 26 percent in 1970, to 40.9 percent in 1975,
and reaching about 60 percent in 1980 (Baloyra 1983, pp. 302-303; World Bank 
1978, p.175; Samaniego 1980, p.135; Deere 1982, p.3). 

We have then approximately 40 percent of the entire Salvadoran population living
in rural areai about 60 percent of whom (i.e., about one-quarter of the entire 
population of El Salvador) consisted of landless rural families. 

As the process of agricultural modernization proceeded, the amount of land 
planted to food crops as opposed to agro-export/cash crops (coffee, sugarcane, and 
cotton) fell. Between 1948 and 1952 the average amount of land planted to food 
crops in El Salvador was 58 percent. By 1974-1976, that average had fallen to 
slightly less than 50 percent. As cattle production grew by about 1 percent per 
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year between 1960-1964 and 1970-1974, per capita beef consumption fell by 37.5percent; from eight kilograms per person per year to about five kilograms (Valdes
and Nores 1978, p.6). 

The end result of following the agro-export model of growth within thestructural/institutional limits set by El Salvador's distribution of wealth meant thegrowing disenfranchisement of a large segment of Salvadoran society. This wasmade most clearly evident by the health status of Salvadoran children. Nearly 75percent of all Salvadorans les. than five years of age were estimated to bemalnourished by the early 1970s, and the situation was rapidly deteriorating. Thenumber of malnourished children had doubled between the mid 1960s and the mid
1970s (PAHO 1976, p.34; PAHO 1978, p.). 

In short, despite a very respectable macroeconomic performance, the economy ofEl Salvador was increasingly geared to producing for export, and increasingly atthe direct expense of the rural population. The persistently rapid rate ofpopulation growth, the slow rate of growth of relatively well-paying jobs, and thegrowing economic disenfranchisement of a large fraction of the population
resulted in spiraling political violence throughout the 1970s.0 

B. THE IMPACT OF THE CIVI WAR** 

The war and the reforms it prompted Salvadorans to make, and the reforms itprompted the United States to urge Salvadorans to make, have permanentlyaltered the economic landscape of El Salvador.*** In the industrial sector, theoutput of the manufacturing sector fell by 30 percent between 1979 and 1982.Manufacturing employment fell dramatically, but by somewhat less--about 18percent. In part this was the result of destroyed and sabotaged manufacturing
establishments, but it was also demand related. The war sounded what appears tohave been the death knell of the CACM-which was already reeling from therevolution in Nicaragua. The CACM (as already noted) spawned the growth ofindustry in El Salvador, much of which was uncompetitive internationally, butwhich could flourish within the limited confines of the CACM. The de':1ise of theCACM has eliminated the largest market, especially for these segments ofSalvadoran manufacturing. This sharp fall in demand has triggered a sharpreduction in the need to produce goods, which in turn has resulted in layoffs,which further reduce already lower income levels. Lower ifcDome levels have 

See the post-1975 issues of Estudios Centroamericanos, Jose Simeon CanasCentral American University, San Salvador, for sound and specific documentation. 

This section is not intended to be an accounting of the economy'sperformance, nor of the economic reforms instituted since 1979. It is intended tosimply provide a basic feel for the magnitude of the major structural changes thathave been implemented, and the economic uncertainties that remain. It is basedalmost exclusively on the World Bank November 15, 1985, document, El Salvador: 
Country Economic Memorandum. 
*** Probably the most conspicuous of the U.S.'initiatives has been Phase III ofthe Agrarian Reform, the so-called "Land to the Tiller" program. 
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further depressed demand and have thereby completed a vicious, self-reinforcing,
low-level "equilibrium" cycle. 

More importantly, both now and for El Salvador's future, many businesses fearing
desructlon, lower demand, increasing unavailability of input supplies (especially
impotted ones), and in some cases nationalization, have liquidated what they could
and have taken whatever possible out of the country to safer havens. In an effort 
to stem capital flight, the Government nationalized the banks. Here too isanother vicious cycle. One reason businesses will not Invest is that they fear
nationalization and/or other increased government interferences in the market.On the other hand, inadequate private investment has prompted the Government 
to become more "active" (interventionist) in the economy. 

The prognosis for increased private investment and particularly for increased
foreign direct investment is for the most part dismal. The political situation
remains unstable and the public infrastructure has been devastated to the tune of 
nearly 1.5 billion colones. 

The agricultural sector too has changed markedly. It has witnessed the
implementation of Phase I of the Agrarian Reform. This resulted in thenationalization of all farms larger than 350 hectares; a total of 469 properties,
incorporating 220,000 hectares (approximately 15 percent of total agricultural
land). Agricultural cooperatives were organized on these properties. The 317
cooperatives consist of 31,500 members (households), or roughly 185,000
individuals-about 8 percent of the entire rural population, who had previously
worked the land as hired wage laborers, sharecroppers, or renters. 

Phase II of the Agrarian Reform remains unimplemented as of July 1986. Phase
III, too, has been only partially implemented to date, and was bogged down in
administrative procedures (The Agrarian Reform Financing Project Paper, 519­
0307m 1986). 

Much of the war has been fought in the former cotton growing regions. Cotton
production, not surprisingly, has fallen markedly. But so too have the production
levels of the other traditional agro-exports, coffee and sugar. The output levels
of these crops are not expected to regain their pre-1979 levels in the nearfuture. For its part, the Government has attempted to bring both stability and
predictability to the agricultural sector, as well as to direct the crop mix byestablishing an agricultural (monopoly) marketing board. The board, known by its 
acronym IRA, sets the prices of agricultural output and has exclusive rights to 
purchasing large farms' outputs. 

The Government has also established a state monopoly on foreign trade. This, like
the natlonalizt1ion of the banks, is intended to stem capital flight. It is also
intended, however, to give the Government more power to effectively deal with
the foreign debt and foreign exchange problems, which are (and will remain by all
accounts) problems of crisis proportions throughout the near future. 

The economic decline bottomed out in 1982. Economic growth resumed (at a 0.8 
percent rate) in 1983, and has been slowly picking up since then. AID/ES
economists are predicting a 2 percent real growth rate for 1986. Growing levels
of per capita consumption, however, are not expected (according to World Bank
estimates) to be achieved until at least the 1990s. 
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IL THE MINITRY OF HEALTH: PRELIMINARY CONSIDERATIONS 

Me physic.al structure of the Ministry of Public Health and Social Assistance isadequately described elsewhere--both In the reports of other team members, aswell as in the numerous project papers, pre-project papers, and evaluation reportsthat have been conducted in the past five years in El Salvador. The description ofthat system, therefore, will be limited in this paper to those segments relevant forunderstanding the MOH's resource allocation process and its implicationspublic health service delivery. It is useful 
for 

to begin this discussion with a briefdescriptiot of that pqrtion of the administrative apparatus that is charged with
carrying out the budget-related duties of the Ministry. 

The Ministry of Health is divided into two unintegrated organizational entities.The State Secretariat (or Central Office) and the Regional Health Servicestogether constitute what is referred to as the Centralized Agencies. The 14hospitals and a handful of other (financially less important) agencies are groupedinto the other major category, the Decentralized (or Autonomous) Agencies. 

The Autonomous Agencies' label is an accurate one: these organizations
independently plan their own activities, independently submit and execute theirown budgets, and independently compile and submit their program statistics. Theyare creatures of the MOH in name only, although their annual budgetary requests,the so-called "Anteproyectos Presupuestarios de los Hospitales," are submitted tothe Ministry of Health's Financial Accounting Office so that their requests may be"integrated" (arithmetically summed would morebe accurate) with those of the
"other half" of the MOH. 

Even the program categories of the hospitals are different from those of the restof the 14OH, and in most documents that itemize the MOH budget, the hospitals'budgets are generally not disaggregated. Instead, their entire budget--on aninstitution-specific basis-is reported under the budgetary rubric "current
transfers." It is nott5ossible to obtain current information on the individual-hospitals' budgetary expenditures at the MOH Central Office. The most recentthat may be had are the '.wo-year data presented in the aforementioned"Anteproyectos Presupuestarios de los Hospitales." The only place to acquirecurrent (or even the previous year's) data about the hospitals beyond their total"current transfer" is from each of the separate institutions. The unavailability ofsuch basic information about the hospitals is a manifestation of their
independence, underscoring the fact that they are part of the MOH only for 
purposes of the general budgetary allocation process.* 

There is one exception however, which is generally overlooked. Thehospitals receive not only their total current transfers "off the top" of the MOHbudget, but, in addition, receive a substantial portion (about one-half) of all of theMinistry's supplies and materials (budget program code 1.029). This commonoversight means that the estimates have been underestimated. The issue of therelative funding levels of the hospitals vis-oi-vis all other MOH facilities (i.e.,versus the Regional Health Services-the health centers, units, and posts) is animportant efficiency dtscussed in Appendix F. 
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Historically, the hospitals existed as independent entities totally apart from theMOH structure until the mid 1960s. That "union," however, was to be only a 
temporary one. In (approximately) 1969, they became independent organizationalentities in their own right again; only to be "re-merged" with the Ministry in theearly 1970&. This on again-off again policy reflects the organizational problem
that the hospitals have long been and still are for the Ministry of Health. Nobody,it seems, has been able to figure out what to do with the hospitals. Even inorganograms of the Ministry, the hospitals, which are regularly allocated and
spend somewhat more than half of the entire Ministry of Health's budget, arenowhere to be found, or are entered with nondescript hashed lines connecting
them directly to the Minister's office. 
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IL. THE MINISTRY OF HEALTH'S BUDGET: 1975-1986
 

There is no single best measure to indicate the Ministry of Health's financial well­being. It is appropriate, therefore, to develop several indicators and to explicitly
discuss the advantages, insights, and shortcomings of each. In addition, fullyto
appreciate and understand both Central Government and MOH policies, as well as
the evolving institutional structures and changing programmatic emphases, it is
essential to establish some reference points and be aware of major trends. This
requires reviewing MOH activities over a relatively long period of time. Taking ahistorical view has the added advantage of (simultaneously) enabling detection of
major but temporary swings in the behavior of particuiar measures. The
"smoothing out" of such aberrations provides a more accurate and balanced view 
of the nature and workings of the system. 

A. THE MOH BUDGET ALLOCATION RECORD-IN NOMINAL COLONES 

Measured in current colones, the absolute level of the MOH budget allocation
increased almost continuously between 1975 and 1981 (see Exhibit I) at an average
of 32.7 percent. Since 1981, its magnitude has been less predictable. After
faliing slightly in 1982 and 1983, it increased dramatically but only temporarily(by 20 percent) in 1984, only to resume its steady decline at about a 6 percent
annual rate in the last two years (W085 and 1986). 

On a theoretical level, the level of funding of any government agency is likely to
be affected by a variety of factors; some social, some political, some economic.
For now, the discussion will focus on the influence of the latter. The general level
of both expected and actual government revenues is likely to affect the amount of
funding government officials are likely to regard as appropriate and affordable.
Hence, the level of the Central Government's total tax revenues is a relevant
relative examine. effect, anmeasure to In it serves as indicator of the
Government's income, or what may be viewed as its ability to pay for health 
services.* 

Viewed within this framework, the MOH's evolving financial situation looks 
significantly different than mere inspection of the absolute numbers of colones
leads one to believe. The Ministry's budget as a percent of the total Central
Government's budget between 1976 and 1986 is presented in Exhibit IL While
marked by periodic reversals, there is a distinctly decreasing secular trend. 

Initially this finding is disturbing. However, this negative trend need not
necessarily be cause for distress. It is possible, for instance, if the Government's 
total participation in the economy is either growing or remaining constant, that a 

• This obviously is an oversimplification. It ignores the possibility of deficit
financing. Nevertheless, given El Salvador's long record of "fiscal conservation" 
or "fiscal restraint," and its present relatively low capacity for financing (further)
financial deficits, the degree of oversimplification is not as great as might at first 
appear to be the case. 
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EXHIBIT I
 

MINISTRY OF HEALTH BUDGET ALLOCATIONS
 
(INCURRENT COLONES)
 

YEARS TOTAL (FINAL) BUDGET ALLOCATIONS OPERATIONS BUDGET CAPITAL BUDGET
 

1975 	 82.196.160 68.684.710 
 13.511.450
 

1976 111.269.600 
 84.547.000 26.722.600
 

1977 128.287.862 98.731.400 
 29.556.500
 

1978 148.504.300 112.879.300 
 35.625.000
 

1979 147.155.000 125.695.000 
 21.460.000
 

1980 186.396.000 151.479.000 
 34.917.000
 

1981 	 187.972.900 
 160.360.000 27.612.900
 

1982 	 180.546.400 
 151.846.400 28.700.000
 

1983 177;822.600 145.821.600 
 32.001.000
 

1984 213.891.500 
 157.965.000 55.926.500
 

1985 197.532.900 164.601.700 
 32.931.200
 

1986 186.888.160 170.876.750 16.011.430
 

Source: 	Informe-Complementario Constitucional sobre la Hacienda PNblica,

Ejercicio Fiscal, various years; Diario Oficial 
Tomo No.289, No.243,
 
Dic. 21, 1985.
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negative trend in the MOH's share of the Central Government pie might still be 
accompanied by an increasing absolute number of colones flowing to the MOH. 
This in fact is the case in El Salvador, as Exhibit I indicates. 

A second factor complicates the relationship between an economy's level of 
output and the Government's level of revenues. This second complication stems 
from how the economy's performance is measured. A growing economy is 

.characterized by generally increasing levels o? output of a wide variety of goods
land services that have individually growing (and some may even be experiencing
'falling) output levels. A common denominator must be selected to permit
comparisons of the differential rates of incrtease in output, in order to be able to 
arrive at a generalization about the economy's overall or general level of output 
or performance. Money is the common denominator used. 

Money, however, has a (frequently serious) shortcoming in this regard. Over time, 
the value of money is subject to change; in effect, the yard:tick we are using to 
calibrate economic performance is changing in length. To the extent that the 
value of money is changing, it systematically biases the measure of the changing 
level of real output, i.e., of the volume of goods and services being produced. If 
over time the value of money--that is, its purchasing power-is increasing, a single
col6n will be able to purchase more goods and services. Unadjusted, the colon­
measured output level would then be underestimated over time: more goods and 
services could be produced, even though the col6n value of ail of those goods and 
services together (aggregated) could be constant, or even decreasing. 

Turning .he relationship around and looking at the more commonly experienced 
and hence more intuitive situation, when the value of the colin continually falls 
over time, the same level of goods and services (i.e., the same real output level)
requires more colones to purchase. In this instance, the unadjusted col6n-valued 
output overstates the rue level of output, because it takes more colones to 
purchase the same amount of goods and services. The additional colones required 
suggest an increase in value, and therefore in output. But, in fact, such, may not 
be the case. What has changed, instead, is the value of the currency. 

To accurately assess the performance of the economy, therefore, and simul­
taneously to accurately assess changes in the ability of the Government's changing
levels of tax revenues to purchase goods and services, it is necessary to take into 
account the changing value of the monetary unit. This requires accounting for 
changes in its purchasing power, and this, in turn, requires constructing a price 
index. 

A variety of price indices can be computed. Which is the "best" one depends on 
the purpose of the analysis being conducted. The most common price index is the 
so-called "consMer price index," or CPI. It is usually used as a measure of the 
general level of inflation as it affects the average consumer. The CPI is 
developed from pricing a set bundle of goods and services that are selected as 
representative of the "average" bundle of goods and services purchased by the 
"average" individual consumer, and weighted by their level of importance in the 
consumer's budget or annual expenditures. By measuring the monetary value of 
the same goods and services over time, it is possible to identify the extent to 
which the prices of these particular goods and services-and, by simple extension, 
the change in the general price level (i.e., the general inflation rate)-is inferred. 
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Price indices in general have numerous shortcomings. For example, they 
erroneously overstate the cost of living because of the tendency of consumers tosubstitute away from goods and services with the most rapidly rising prices (i.e., 
to buy cheaper goods and services in their place). Another problem, which is 
particularly relevant to medical care, is that price indices generally tend to 
understate price changes because they do not (without modification) reflect 
quality changes or new products.* 

For the average consumer, the CPI is the appropriate index by which to adjust 
money prices to determine changes in the real purchasing power of his or her 
income. The prices of goods and services that are not adjusted over time are 
referred to as "money prices," or as being measured in "nominal" or "current" 
colones. Prices that are adjusted so as to take into account the changing v'Iue of 
money over time are referred to as being measured in "constant" or "real" 
colones. In making the actual adjustment, a particular year-termed the base 
year-must be selected to serve as the benchmark year to which the value of the 
monetary unit (the col6n) in all other years is adjusted. The greater the level of 
inflation (or deflation) in an economy, the greater the disparities between real and 
nominal colones. 

Exhibit III presents the nominal colones. Exhibit IV contains the real or constant 
colones level of expenditures of the Ministry of Health over the course of the last 
decade, based on the CPI adjustment.** 

Relative to the current-colones picture of Exhibit I, a strikingly different account 
emerges in Exhibit IV. Rather than the initial, generally consistent six-year climb 
in the MOH's budget between 1975 and 1981, the CPI adjustment reveals that the 
MOH's real command over resources (i.e., its ability to buy goods and services)
peaked in 1977. With the exceptions of a 7 percent increase in 1980 and a tiny 0.7 
percent increase in 1984, the real purchasing power of the MOH's budget has 
suffered continual and significant erosion throughout the last decade. 

B. 	 ACCOUNTING FOR THE IMPACT OF INFLATION: CONSTRUCTION OF 
AN MOH CENTRALIZED AGENCY EXPENDITURES MEDICAL CARE 
"PRICE" INDEX 

In 1985, if we judge by the CPI, the Ministry was able to purchase only half of the 
goods and services it did in 1980, despite the fact that its budget stood at more 
than 11 million (nominal) colones greater in 1985 than in 1980. This probably 
exaggerates the reduction in the buying power of the MOH. While the CPI is 
clearly the appropriate measure to use in the adjustment computation when one is 

* The interested reader is referred to Paul J. Feldstein's excellent discussion 
in Chapter 4 of his book Health Care Economics, second edition, John Wiley Inc., 
New York, 1983. 

** Note that we are no longer looking only at allocations, but rather the actual 
execution of allocated monies. Appendix A contains the CPI values that were 
used in the adjustment computation. 
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EXHIBIT III
 

MINISTRY OF HEALTH EXPENDITURES
 
(IN CURRENT COLONES)
 

YEAR TOTAL EXPENDITURES 

1975 86.465.425 

1976 110.829.200 

1977 127.060.800 

1978 143.278.800 

1979 142.090.500 

1980 178.435.700 

1981 167.025.900 

1982 165.677.100 

1983 170.395.900 

1984 191.551.200 

1985 176.522.700 

OPERATING EXPENDITURES 


84.251.800 


98.192.400 


108.755.300 


123.169.000 


147.491.100 


152.184.100 


149.823.100 


143.515.300 


157.288.500 


164.445.400 


CAPITAL EXPENDITURES
 

26.577.400
 

28.868.400
 

34.523.500
 

18.921.500
 

30.944.600
 

14.841.800
 

15.854.000
 

26.880.600
 

34.262.700
 

12.077.300
 

Source: Informne Complementario Constitucional sobre la Hacienda Pablica,
 
Ejerctcio Fiscal, various years. 



MINISTRY 
IN REAL 

YEAR TOTAL EXPENDITURES 


1975 114,959,700 (1) 

1976 144.685.640 

1977 148.435.514 


1978 147.710.103 


1979 130.718.031 


1980 139.839.890 


1981 114.088.730 


1982 101.269.621 


1983 92.056.132 


1984 92.671.118 


1985 69.937.678 


(1) Allocated
 

EXHIBIT IV 

OF HEALTH EXPENDITURES 
TERMS/CONSTANT COLONES 
BASE: CPI 1971 

OPERATING EXPENDITURES CAPITAL EXIENDITURE!
 

96,062,500 	(1) 18,897,100 (1)) 

109.989.295 	 34.696.345
 

114.710.748 	 33.724.766
 

112.118.866 	 35.591.237
 

113.310.948 	 17.407.083
 

115.588.636 	 24.251.254
 

103.950.888 	 10.137.842
 

91.578.912 	 9.690.709
 

77.533.928 	 14.522.204
 

76.095.065 	 16.576.052
 

65.152.694 	 4.784.984
 

* See Appendix A for the CPI values used in the adjustment. 

Source: 	 Computed from data contained in various issues of the
 
Informne Complementarlo sobre la Hacienda Pablica,
 
Ejercicio Fiscal.
 



concerned with the impact of changing prices on the purchasing power of the 
average consumer, it is at best only a rough approximation when employed for the 
Ministry of Health of El Salvadk. 

Unlike the average consumer, the Government of El 3a!vador is not without 
influence in the market for all of the various medical care inputs (e.g., doctors, 
nurses, drugs, bandages). Its Ministry of Health purchases for the provision of its 
medical care services (i.e., it is not a price-taker in all of these various 
markets). Most significantly the Government of El Salvador has control over the 
prices it pays to purchase the services of doctors, nurses, nurse auxiliaries, and all 
of the other personnel it hires to work for it in the MOH. 

Each year the Ley de Salarios is published in the last December issue of the Diario 
Oficial. The Ley de Salarios (which is subsequently also published separately 
under the same title) lists every Central Government position in every program in 
every institution in El Salvador, the amount of effort each position is contracted 
for (e.g., two hours per day), and the associated monthly salary. 

The average monthly salaries (in nominal terms) of the four key types of 
Centralized Agency medical care providers of the MOH (obtained from the various 
annual editions of the Ley de Salarios) between 1976 and 19R5 are presented in 
Exhibit V. Exhibit VI presents the annual rates of increase in their (nominal) 
levels, along with the annual changes in the CPI. For most of the individual types 
of personnel in most of the years from 1976 to 1985, and for all of them in the 
period from 19e2 through 1985, the rate of increase in the CPI exceeds that of the 
MOH's personnel costs incurred by purchasing the services of these medical care 
professionals. This information, coupled with the observation that a very high and 
persistently increasing portion of the MOH's budget comprises personnel costs (to 
be discussed in detail below), together suggest that the CPI adjustment is 
overstating the rate of deterioration in the real purchasing power of the MOH 
budget over the course of the last decade. 

To better gauge the impact of inflation on the MOH budget, therefore, it would be 
preferable to use a medical care-specific price index in the adjustment process. 

To our knowledge such an index has not been used in El Salvador. However, a 
crude but nevertheless insightful medical care "price" index has now been 
constructed, using only the Centralized Agency component of MOH "prices." (The 
short length of time available for conducting this study precluded the development 
of a precise medical care index. The limited time available restricted the level of 
disaggregation of relevant data, and consequently the level of detail, as well as 
the scope of the analysis.) The construction and attendant shortcomings of the 
index, and especially the appropriateness of 'ts applicability to the entire MOH 
budget (i.e., CLtrtralized and Decentralized Agencies, alike) are important to 
examine in detail While the index developed is specific to the Ministry of 
Health's medical care prices, and is only a rough approximation, the order of 
magnitude by which it varies from the CPI demonstrates the need for developing a 
more refined and accurate index. This, in turn, is essential to the Ministry's 
gaining full appreciation and cognizance of the implications of changes in its 
"mix" of inputs and of changing prices on its operations. Such an appreciation is 
an indispensable ingredient of the health planning process now being 'institu­
tionalized in the Ministry (see team member Irene Boostrom's report). The 
process of developing an MOH Price index is already underway within the Ministry 
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of Health, having been initiated recently by HID consultant Dr. Reinaldo Grueso. 
This is an important undertaking that merits recognition, encouragement, and full 
support, and must be brought to fruition. 

The medical care "price" index (MCPI) that was constructed for this report
consists of a simple weighted average of the three largest components of the 
operations expenditures of the Ministry of Health's Centralized Agencies: (a)
personnel costs, (b) supplies and materials, and (c) machinery and equipment.,
Together, these three categories constitute slightly*more than 98 percent of the 
Centralized Agencies' expenditures during the 1976-1985 er&. (See Appendix B,
Exhibits B-1 through B-10 for a breakdown by functional category of th'. total 
Centralized Agencies' expenditures for each year during this period.) The latter 
two components (i.e., (b) and (c)) were combined into a single "goods" category.
Exhibit VII breaks out the individual totals for the "goods" and the "personnel"
categories from the total operating costs of the Centralized Agencies' expendi­
tures for 1977 to 1986, and presents the percent that their sum constitutes of the 
total of such costs. It was assumed that changes in the prices of these goods are 
adequately represented by the CPI. The derivation of the MCPI is presented in 
Exhibit VILL * * 

The remaining category of MOH Centralized Agency expenditures-personnel 
costs-was not disaggregated by type of personnel Rather, a single average
monthly salary was assumed. This simplifying assumption greatly eased the 
computational burden and, concomitantly, the time constraint. 

Specifically, it was assumed that the average monthly salary of an MOH employee
in 1977 was 700 colones. A salary index was developed using 1977 as the base 
year. Data on the level of salary adjustments-there have been five such 
adjustments since 1978 for Central Government employees-are those developed
by a technician from the Ministry of Hacienda (Treasury) personnel department.
and reported in Eduardo Pena and J. Curry's Department of State, El Salvador, 
Message Reference Number A-014 of March 23, 1986. The figures were further 
refined to take into account the timing of the actual implementation of the 
adjustments. 

As is reflected in Exhibits V and VI, the percent of most of the five adjustments
that were decreed varied by salary level Generally, they were intended to have, 
and in fact had, an income-equalizing impact. The technique most frequently used 
to accomplish the goal of increased egalitarianism was the granting of lump sum 
raises to all employees. This consisted (more or less-though this is something of 

* Although Sis index is referred to as a "price" index, in reality i. is a "cost of 
care provision" index. 

To the (likely) extent that the prices of medical care-related materials and 
supplies increase at a more rapid rate than those of general consumer goods and 
services, the use of the CPI as a proxy understates the level of price increases. In 
that event the contribution of the "goods" category to the MCPI will be biased 
downward from what it is in reality. This should be borne in mind in analyzing the 
index and in the discussions based on its application. 

111-5
 



EXHIBIT V
 

MEDICAL PERSONNEL MONTHLY SALARIES
 
(INCURRENT COLONES)
 

1975 1976 1977 1978 1979 
Doctor 440 480 Goo 520 520 

(2 hrs/day) 

Nurse 380 440 465 515 775 

Nurse 
Auxiliary 250 290 325 365 525 

Sanitary 
Inspector 310 375 390 455 505 

1980 	 1981 1982 1983 1984 1985 1986
 
Doctor 	 540 540 540 540 540 
 570 	 720
 

(2hrs/day)
 

Nurse 	 775 835 835 835 
 835 	 965 1115
 

Nurse
 
Auxiliary 525 650 650 650 650 780 
 930
 

Sanitary
 
Inspector 535 
 575 575 575 575 705 950
 

ARS Supervisor N/A N/A 570 570 570 700 
 850
 

Source: 	 Ley de Salarios, various years, 1986 numbers are base on two
 
adjustments: one onnounced inNovember 1985 and one decreed
 
inMarch and applied retroactively to Jan.1986. The magnitudes

of the changes were personally communicated by an AID Economist.
 



EXHIBIT VI
 

RATE OF INCREASE IN PERSONNEL COSTS 
(CURRENT COLONES) 

1976 1977 1978 1979 1980 1981 

Doctors 9.1% 4.2% 4' % 0 % 3.8% 0 % 
(2 hrs/day) 

Nurse 15.8% 5.7% 10.8% 50.5% 0 % 7.7% 

Nurse Aux. 16.0% 12.1% 12.3% 43.8% 0 % 23z8% 

San. Insp. 21.0% 4.0% 16.7% 11.0% 5.9% 7.5% 

CPI 7.1% 11.7% 13.3% 12.1% 17.4% 14.7% 

1982 1983 1984 1985 1986 

Doctors 0 % 0 % 0 % 5.6% 0 ' 

(2 hrs/day) 

Nurse 0 % 0 % 0 % 15.6% 0 
Nurse Aux. 0 % 0 0O 20% 0 

San. Insp. 0 0 % 0 % 5.2% 13.9% 

CPI 11.7 % 13.1 % 11.7 * 22.1% 



EXHIBIT VII
 

DISTRIBUTION OF THE MAJOR OPERATIONS

EXPENDITURES OF MOH' NON-HOSPITAL 


YEAR PERSONNEL 

1977 24.836.8 
(56%) 

1978 30.216.8 
(70%) 

1979 36.444.7 
(78%) 

1980 46.184.7 
(79%) 

1981 47.422.5 
(77%) 

1982 47.260.6 
(85%) 

1983 49.164.4 
(87%) 

1984 55.879.7 
(93%) 

1985 59.772.1 
(92%) 

1986 53.453.3 
(77%) 

(IN THOUSANDS OF COLONES) 

MATERIALS, SUPPLIES 

MACHINERY & EQUIPMENT 


19.577 

(44%)
 

12.946.7 

(30%)
 

10.079 

(22%)
 

12.537 

(21%)
 

14.558 

(23%)
 

8.175.2 

(15%)
 

7.173.6 

(13%)
 

3.970.7 

(7%)
 

5.350.3 

( 8%)
 

19.010.4 

(23%)
 

FUNCTIONS 

THESE OPERATIONS
 
EXPENDITURES AS A
 
% OF TOTAL OPERATIONS
 
EXPENDITURES
 

98.6 %
 

98.2 %
 

98.2 %
 

98.3 %
 

98.8 %
 

98.3 %
 

98.6 %
 

98.6 %
 

97.5 %
 

98.8 %
 



X 

EXHIBIT VIII 

THE MOH MEDICAL CARE "PRICE" INDEX (MCPI) 

(Percent of Personnel Costs (Average MoH Salary in seMCPI -in "total" operating expenditure Average MoH Salary in Yea 

andIEqimn in ets)l eareoperatingMo bay i 

+PercentEquipmentof Materials,"total"Supplies,operatingMachinery (,in year X)+ and in expenditures) (The CPI x 

YEAR COMPUTATION MCPI 

1977 (.56)( 90.9) + (.44)( 85.6) - 88.6 

1978 (.70)(100.0) + (.30)( 97.0) - 99.1 

1979 (.78)(105 ) + (.22)(108.7) - 105.8 

1980 (.79)(117 ) + (.21)(127.6) - 119.2 

1981 (.77)(125 ) + (.23)(146.4) • 129.9 

1982 (.85)(125 ) + (.15)(163.6) - 130.8 

1983 (.87)(125 ) + (.13)(185.1) - 132.8 

1984 (.93)(136 ) + (.07)(206.7) * 140,9 

1985 (.92)(142 )+ (.08)(252.4) • 150.8 

1986 (.77)(162 ) + (.23)(315.5) * 197.3 



a simplification) of granting the same number of additional colones to all salary 
levels. An increase of the same number of colones to all levels constitutes a 
proportionately larger increase in the lowest levels. The percentage changes in 
personnel costs embodied in the MCPI, therefore, were not universally applied. 
Hence, the process of developing a more accurate account of the personnel costs 
component of the index would require identifying all of the different salary levels 
paid by the MOH to its coughly 10,000 employees in 1977, computing the decreed 
increases for each, and weighting each salary level by its respective share in the 
total MOH budget: an awesomely tedious and time-consuming task. 

It should be noted that the 700 colones monthly salary figure is likely to be 
something of an overstatement of the 1977 MOH average. Refer again to Exhibit 
V, which contains the salaries of the major medical personnel types. With the 
exception of the full-time doctors, these positions constitute most of the bette.­
paid ones within the MOH, and all are well below 700 colones. It is possibl%., 
therefore, that the salary component of the MCPI understates the true relative 
rate of growth in MOH Centralized Agency personnel costs. While this is not 
transparently the case (because of the exclusion of the better-paid physicians), to 
the extent that the personnel component of the MCPI varies systematically from 
what a more detailed analysis might ascertain, it seems plausible that the bias 
would be in the direction of an underestimation of the rate of increase. This, as 
noted above, is also the likely direction of the bias-again, to the extent that one 
exists-in the "tangibles" component of the index. Hence it would probably be 
best to regard this MCPI as capturing the minimum aniount of change in MOH 
Centralized Agency costs. 

Time constraints did not allow obtaining enough (available) data from the 
Decentralized Agencies to enable undertaking a similar investigation of their 
changing real expenditures. By examining the limited data contained in the Kraus 
study, however, it is evident that using a CPI-based adjustment to assess the 
impact of inflation on the real purchasing power of their budgets would greatly 
(and similarly) overcom-npensate for increasing price levels (see Exhibits IX and 
X). Again, this is primarily because of the large proportion of total expenditures 
devoted to "controlledr personnel costs. 

In light of the limited data and time available, the relevant question becomes: is 
it legitimate to use the MCPI just constructed and based solely on Centralized 
Agency data to represent the total MOH's expenditures? How might the MCP[ 
differ from one that might be constructed using decentralized-and especialy 
hospital-cost data? The same changes in the average wage levels by personnel 
type would be identical, but clearly the mix of personnel is very different. The 
reletively larger proportion of full-time physicians in the hospitals is certain to 
ptall up the average wage, probably to a level greater than the 700 colones level 
assumed the personnel-rate-of-increase component. The progressive 3tructure of 
the salary increes that were decreed suggests that hospital wages increased at a 
slower pace than is captured in the personnel component of the MCPI. 

Turning to the "goods" component, it may be reasonably assumed that hospital 
materials and supplies, and especially hospital machinery and equipment, are 
together more specialized and relatively more expensive than those of the 
Centralized Agencies. However, given the total absence of reported expenditures 
on machinery and equipment from 1980 to 1984, and the dramatic (41 percent) 
drop in the share of materials and supplies, both the distribution between 

UII-6
 



EXHIBIT IX 

OPERATING EXPENSES BY PROGRAMS AND 
FUNCTIONAL CLASSES OF THE 14 HOSPITALS 

(Colones) 

GENERAL 

YEARS & 
PROGRAMS 

CLAAS fiS 
TOTALS 

PERSONAL 
SERVICES 

NON-PERSONAL 
SERVICES 

MATERIALS 
SUPPLIES 

& MACHINERY & 
EQUIPMENT 

REGULAR 
TRANSFERS 

1980: 
General Admin. 
Health S!rvices 

Services 13.885.902 
56.391.480 

10.691.215 
41.736.556 

1.551.805 
328.715 

1.640.902 
14.323.002 

--

--
1.980 
3.225 

1981: TOTALS 70.277.400 52.427.771 1.880.520 15.963.904 -- 5.205 

General Acknin. 
Health Services 

Services 13.701.861 
55.230.807 

10.970.278 
43.545.428 

1.500.648 
211.455 

1.230.055 
11.470.174 

--

--
880 

3.750 
TOTALS 68.932.668 54.515.706 1.712.103 -2.700.229 -- 4.630 

1982: 
neral Admin. 
alth Services 

Services 13.416.109 
53.947.128 

10.731.833 
43.642.358 

1.637.711 
186.645 

1.072.585 
10.113.710 

--

--

980 
4.415 

TOTALS 67.363.237 54.374.191 1.824.356 11.186.295 -- 5.395 

1983: 
neral Admin. 
alth Services 

Services 13.779.991 
55.260.700 

10.975.278 
44.761.407 

1.723.374 
120.241 

1.080.349 
10.721.972 

--

--
990 

1.250 
TOTALS 69.040.691 55.736.685 1.843.615 11.802.321 -- 2.240 

1984: * 
General Admin. 'ervices 13.408.790 11.210.570 1.376.980 815.740 -- 5.500 
Health Services 54.781.980 46.086.780 154.310 8.530.390 -- 10.500 

TOTALS 68.190.770 57.297.350 1.531.290 9.346.130 -- 16.000 

* As reported in Exhibit No.7 of the Kraus International Inc. study of recurrent costs.
 

Source: Budget Preliminary Projects of the Hospitals, 1981-1985. Financial Accounting Division. MOH.
 



EXHIBIT X 

OPERATIONS EXPENDITURES BY PROGRAMS AND 
FUNCTIONAL CLASSES OF THE MOH HOSPITALS 

GENERAL 
CLASSES PERSONNEL NON-PERSONNEL MATERIALS

AND MACHINERY
AND REGULAR 

YEARS TOTALS SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS 

1980 100% 74.6% 2.7% 22.7% 0% 0% 

1981 100% 79.1% 2.5% 18.4% 0% 0% 

1982 100% 80.7% 2.7% 16.6% 0% 0% 

1983 100% 80.7% 2.6% 17.1% 0% 0% 

1984 100% 84.0% 2.2% 13.7% 0% 0% 

Source: Computed from Exhibit 9. 



materials and supplies versus machinery and equipment, and their combined 
relatively small and falling weight in total hospital expenditures, together suggest 
that the MCPI probably overstates the actual increase in the impact of changing 
price levels on the Decentralized Agencies' abilities '.o buy goods and services (see 
Exhibits IX and X). 

Moreover, given (1) L, the way in which have analyzed the Centralized andrt we 
Decentralized Agencie expenditures results in about a 50:50 split in total MOH 
expenditures during thk years analyzed, and (2) that the likely biases of the MCPI 
adjustment of the expenditures of these two institutional entities are in opposite 
directions and (though admittedly unquantified-for obvious reasons) are likely to 
be largely offsetting, it is concluded that extension of the use of the MCPI to the 
entire 	MOH budget will not result in any major discernible systematic bias. 

Exhibit XI contains the MOH's real expenditures level from 1977 to 1985, using the 
MCPI adjustment. Exhibit XII presents the associated annual growth rates. 
Juxtaposing the annual growth rates developed by the CPI as opposed to the MCPI 
index uncovers three noteworthy observations: 

0 	 As anticipated, the MCPI-derived growth rates are, in general, 
greater in absolute terms (i.e., more positive or more negative) than 
their CPI-derived counterparts. 

* 	 Between 1978 and 1981 the annual spread between the two rates 
(based on total expenditures) is a near uniform 4 percent. 

* 	 After 1981 (and through 1985) the spread increases dramatically to 
about 10 percent per annum. 

The rapid increase in the spread of the two series-that of post-1981 more than 
doubling the earlier spread-is primarily a result of the generally frozen salary 
levels of MOH personnel, following the July 1, 1980, increase, until the May 1, 
1984, adjustment. It is imperative to recognize and fully appreciate that the 
impact of this decline in real purchasing power has very real practical 
implications for MOH operations. To exemplify its significance, let us walk 
through a counterfactual (i.e., a "what if.. .) exercise. 

If salaries had been allowed to advance upward at the same pace as consumer 
prices between 1980 and 1984, the MOH would have suffered an erosion in its 
putichasing power of more than twice the amount that it did. Had this occurred, 
and had MOH staffing patterns still followed the course that they subsequently in 
fact did, the MOH would have experienced an average annual shortfall of 
25,854,441 colones, and accumulated a debt of 129, 272,205 colones over this five­
year period. Azuming the MOH did not alter its staffing levels or patterns (in 
either the Centralized or the Decentralized Agencies), it could only have carried 
on functioning by obtaining these additional monies either by (a) somehow 
persuading the Ministry of Hacienda to give it (the MOH) all of them, or 
alternatively by (b) totally eliminating (at both the Centralized and Decentralized 
Agency levels-i.e., throughout the Ministry) its purchases of supplies and 
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EXHIBIT XI 

MINISTRY OF HEALTH REAL EXPENDITURES: 

THE MCPI-BASED ADJUSTMENT 

TOTAL OPERATING CAPITAL
 
YEAR EXPENDITURES EXPENDITURES EXPENDITURES
 

1977 143.409.481 110.826.637 32.582.844
 

1978 144.580.020 109.742.987 
 34.837.033
 

1979 134.301.040 116.416.824 
 17.884.216
 

1980 149.694.379 123.734.144 
 25.960.235
 

1981 1?2.580.370 117.154.811 
 11.425.558
 

1982 126.664.A50 114.543.654 
 12.120.795
 

1983 128.310.166 108.068.750 
 20.241.416
 

1984 135.948.332 111.631.299 24.317.033
 

1985 117.057.493 109.048.674 
 8.008.820
 

1977-198. -18.4% 1.6%
- -85.8%
 

(CPI based
 
adjustment) (-52.9%) (-43.2%) (-85.8%)
 

1980-1985: -21.8% 
 -11.9% -69.1%
 

(CPI based
 
adjustment) (-50.0%) (-43.6%) (-80.3%)
 



EXHIBIT XII 

ANNUAL RATES OF GROWTH IN THE MOH'S 
REAL EXPENDITURES MCPI ADJUSTMENT 

YEAR TOTAL OPERATING CAPITAL 
EXPENDITURES EXPENDITURES EXPENDITURES 

1977-78 0.8% -1.0% 6.9% 

1978-79 - 7.1% 6.1% -48.7% 

1979-80 11.5% 6.3% 45.2% 

1980-81 -14.1% -5.3% -56.0% 

1981-82 - 1.5% -2.2% 6.1% 

1982-83 1.3% -5.7% 67.0% 

1983-84. 6.0% 3.3% 20.1% 

1984-85 -13.9% -2.3% -67.1% 



materials, machinery and equipment, and then, still needing an additional 
11,841,792 colones, also eliminating that sum of additional expenditures (for
instance, eliminating three-quarters of the MOH's capital expenditures in 1984).* 

In effect an unconscious but nevertheless very real tradeoff was made by the 
Government of El Salvador: given the level of MOH expenditures between 1981 
and 1984, the Government's holding constant the nominal level of MOH (and all 
other public sector) employees' remuneration enabled the MOH to continue 
purchasing materials, supplies, machinery, and equipment, albeit in significantly
smaller and continually shrinking quantities. 

This counterfactua). example was based on 1980 and 1984 data, rather than the 
more recent and more immediately relevant 1981-1985 period, because
Aisaggregated hospital cost data were not available for the more recent period, as 
noted earlier. Since the CPI increased more in 1980 than in 1985, and wages
increased more in 1985 than in 1980, basing the analysis on the more recent period
would have revealed an even more urgent and troubling picture. 

Taking into account the rising general price level, the impact of the five salary
increases that have been decreed since 1978 are clearly discernible in the 
changing distribution of the MOH budget. This is particularly evident in the post­
1980 era, when so few pay hikes have been granted. If the analysis is limited to 
the Regional Health Services component-the most personnel-intensive program of 
the Centralized Agency-since 1981 when the number of personnel peaked, the 
entire increase in personnel costs has been the result of increasing salaries (not 
more MOH employees). It is here, in the Regional Health Services-in the health 
centers, the units, and posts-that the tradeoff between wages and personnel on 
the one hand and supplies, materials, machinery, and equipment on the other has
been most stark, in terms of colones (and some would maintain, but only by the 
combination of inference and implication, in terms of the quality and utilization 
of services). The discussion will return to this point below. 

* The impact of this liberal wage policy is computed as follows: First take the
difference between the MCPI- and the CPI-based adjustments for each year. The 
five resulting annual figures are presently measured in colones valued by the CPI­
base year (i.e., tJ78) colones. To make our measure of the purchases of materials 
and supplies and of machinery and equipment comparable, expenditures on these 
items that were actually made must be measured in the same dollar values. 
Hence the year total of the sum of hospitals' and the Centralized Agencies'
materials, supplies, machinery, and equipment must be adjusted by the CPI. This 
must be done for each of the five years from 1980 to 1984. Finally, these figures 
are summed. They may now be directly compared -o the additional MOH expendi­
tures (measured in 1978-valued colones), which is the sum of the five individual 
annual differences between the CPI and the MCPI total expenditure figures
between 1980 and 1984. 
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C. BUDGETARY PROCES: APPROPRIATIONS VERSUS EXECUTION 

The topic of discussion to this point has gone from considerations of budgetary
appropriations to actual expenditures. A concern that has been repeatedly voiced 
within the USAID/ES Mission is that throughout the last decade-without 
exception-the Ministry of Health's annual budgetary allocation has been greater
than its actual expenditures. This has been construed by many as evidence of the 
relative inefficiency of the MOH. This is an important allegation, which merits 
evaluating. 

(1) An Important Distinctiou "Initial" Versw "Final, Appropriations 

The budgetary allocation figures that are generally cited on an ex poste basis are 
what the Ministry of Hacienda carefully labels "final allocations" ("asignaeiones
finales," or in earlier years, "asignaciones definitivas") in its comprehensive annual 
Informe Complementario Constitucional, Ejercieio Fiscal. These, for example, 
are the figures that are contained in Exhibit I of this paper. These are not,
however, the same totals that were originally allocated in the initial budgetary
exercise and allocations as reported in the Ley de Presupuesto (which is published
jointly with the Ley de Salarios in the final December edition of the Diario Oficial 
annually, and that is also subsequently published under separate cover). 

Each year the Ministry of Hacienda "fine tunes" the initial budget allocations to
adjust for relatively minor changes in individua, ministerial-level program designs
and implementations, but also (and with far more significant and global impacts) 
to adjust for discrepancies in estimated government revenues and changes in 
government program priorities. 

(2) A Relevant Benchmark: The Central Government's Pertorrmance 

Exhibit XIII contains the original and the final budgetary allocations of the 
Central Government of El Salvador. The initial budget allocations over this 
seven-year period are on average 9.6 percent less than the final allocations. 
Through the course of the year the budget is adjusted via two mechanisms. 
Certain classes of expenditures are automatically increased or decreased as 
stipulated in various specific articles of the Disposiciones Generales de 
Presupuestos. Others are altered by specific legislative decrees enacted during
the course of the year. Hence, when the final budget allocation differs from its 
original level-which is the norm-it is usually increased (which, from an 
administrative perspective, is of course much easier to adapt to than a 
contracting allo'.ation). 

Exhibit XIV presents the initial and final budget allocations for the MOH. Over 
the course of UM last decade, on average, the annual allocation of the MOH has 
been altered by 3.6 percent (in absolute terms). In the few years when the final 
allocation was less than originally planned, the discrepancies were-without 
exception-proportionately small, never exceeding one-half of 1 percent in any
single year. On the other hand, in those years when the original allocation was 
augmented, the magnitude by which it was added to was relatively substantial In 
half of the years of the past decade the addition to the original budgetary
allocation for the MOH exceeded 5 percent. In the six years in which it increased,
it did so by nearly 6 percent per annum. The overall average annual increase was 
3.4 percent. On only one of the seven years for which there are comparable data 
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EXHIBIT XIII
 

TOTAL CENTRAL GOVERNMENT GENERAL
 
BUDGET 


1979
 

Initial 

Final 

Percent Change 


1980
 

Initial 

Final 

Percent Change 


1981
 

Initial 

Final 

Percent Change 


1982
 

Initial 

Final 

Percent Change 


1983
 

Initial 

Final 

Percent Change 


1984
 

Initial 

Final 

Percent Change 


1985
 

Initial 

Final 

Percent Change 


1986
 

Initial 


ALLOCATIONS: INITIAL VERSUS FINAL
 
(Thousands of Current 

TOTAL 


1.451.925 

1.511.606 


4.1% 


1.676.064 

1.763.767 


5.2% 


1.988.518 

2.191.022 


10.2% 


2.111.069 

2.239.564 


6.1% 


2.058.803 

2.187.627 


6.3% 


2.298.442 

2.957.460 


28.7% 


2.427.467 

2.583.114 


6.4% 


2.631.318 


Colones) 

OPERATIONS CAPITAL 

1.075.635 376.290 
1.129.180 382.425 

5.0% 1.6% 

1.122.964 553.100 
1.201.505 562.262 

7.0% 1.7% 

1.408.707 579.811 
1.479.367 711.655 

5.0% 22.7% 

1.411.397 699.672 
1.586.254 653.310 

12.4% -6.6% 

1.472.374 586.429 
1.522.476 665.152 

3.4% 13.4% 

1.611.465 686.977 
1.849.834 1.107.626 

14.8% 61.2% 

1.885.047 542.420 
1.988.264 594.850 

5.5% 9.7% 

2.076.140 555.178
 

Source: 	 Informe Complementarlo Constitucional, Ejercicio Fiscal,
 
variour years, "Cuadro No.3: Modificaciones a los Ingre­
sos Estimados".
 



EXHiliT XIV 

CHANGES IN THE MOH BUDGETARY APPROPRIATION: 
ORIGINAL VS. FINAL ALLOCATIONS 

(CURRENT COLONES)
 

FINAL-ORIGINAt 

YEAR 
ORIGINAL BUDGETARY 

APPROPRIATION 
FINAL BUDGETARY 
APPROPRITAION 

(AS A % OF 
THE ORIGINALI 

1976 104.105.740 111.269.600 7.163.860 

(6.9%) 
1977 120.590.720 128.287.862 7.697.142 

(6.4%) 
1978 148.775.910 148.504.300 - 271.610 

(-0.2%) 
1979 147.617.960 174.155.000 - 462.910 

(-0.3%) 
1980 171.167.680 186.396.000 15.228.320 

(8.9%) 

1981 178.839.270 187.972.900 9.133.630 

(5.1%) 
1982 179.168.670 180.546.400 1.377.730 

(0.8%) 
1983 178.694.550 177.822.600 - 871.950 

(-0.5%) 

1984 200.245.840 213.891.500 12.645.660 
(6.8%) 

1985 197.534.280 197.532.900 - 1.380 

(-0.0%) 
1986 186.888.180 

Sources:.Qrlginal Bugetary Appropriations figures are from the
 
tey de Presupuesto, the final budgetary appropriations
 
are from the Inforne Complementarlo Constitucional 
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(in Exhibits XII and XIV) was the increase in the funding of the MOH greater than 
that of the total Central Government. 

How much of Its final allocation did the MOH actually spend? Given the dynamics
of the Central Government's budgetary process, a relevant benchmark against
which to gauge the performance of the MOH is the percentage of the (final)
allocated budget actually expended by the entire Central Government (i.e.,
considered as a whole). Exhibit XV contains the percent for both the Central 
Government and MOH totals, as well as for their operations and capital
investment activities. The third column heading in the exhibit is a ratio of the 
percent of the final allocations expended by the MOH to the percpnt of the 
Central Government. If, in any given year, they expended exactly the same 
percent of their total allocation, the ratio would be equal to 1.000. If the MOH 
expended a relatively larger proportion of its budget, the ratio would exceed 
1.000. 

With the exceptions of 1984 and 1985, the MOH expended a larger fraction of its 
total final allocated budget than did the Central Government of El Salvador. And,
without exception, in every year from 1976 to 1985 the MOH outperformed the 
Central Government in terms of spending its allocated operations budget. When it 
comes to capital expenditures, however, the story is very different. In every year
during this period, the Central Government has utilized relatively more of its 
allocated capital budget. Especially since 1980, the MOH's execution of its 
appropriated capital budget has lagged significantly, on average spending only
about half of its allocated budget. Thus a larger share of the MOH's total 
expenditures, as opposed to its total final allocations, consists of operating costs 
(see Exhibit XVI). Appendix C contains exhibits of the total fund allocations 
versus the expended budgeted monies for 1981-1985 (a) for the Decentralized 
Agencies by institution, (b) for the Centralized Agencies' operating costs by 
program, (c) for the Ministry's capital costs by program, and (d) for the operating 
expenses derived from the Ministry's investment programs. 

In sum, there are two countervailing tendencies. Although the MOH generally
spends a larger proportion of its final allotted sum of monies, it may have a 
somewhat easier task of doing so because its budget is generally less subject to 
change over the course of the fiscal year. 

There are two additional noteworthy points about the budgetary process in El 
Salvador. First, although the MOH has a relatively long record of proportionately
large underexpenditure of its capital budget, this has not been motivated-as some 
might suspect-by the desire to use any unspent capital (or any other category of)
allocated monies as a type of contingency fund. The Ministry of Hacienda does 
not allow the discretionary transferring of funds across budgetary programs or 
subprograms. though it is possible to petition the Ministry of Hacienda for the 
right to do so, the administrative process involved is reportedly so onerous as to 
effectively proscribe doing so. 

What accounts for the relatively large fraction of the MOH's capital budget that 
goes unspent-particularly since 1979-was not ascertained. Many of the monies 
were allocated for rural water supply systems that may have been subject to a 
great deal of disruption by the civil war; and/or, it may be that the MOH 
implementing unit is poorly managed and generally inefficient. The issue requires
further analysis. 
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EXHIBIT XV
 

PERCENT OF ALLOCATED BUDGET EXPENDED
 

CENTRAL GOVERNMENT BUDGET MINISTRY OF HEALTH BUDGET RATIO OF MOH % TO OVERALL CENTRAL GOVERNMENT % 
TOTAL OPERATIONS CAPITAL TOTAL OPERATIONS CAPITAL TOTAL OPERATIONS CAPITAL 

1976 97.8 96.6 99.5 99.6 99.7 99.5 1.018 1.032 1.000 

1977 99.7 97.0 98.8 99.0 99.4 97.7 1.013 1.025 0.989 

1978 96.3 95.6 97.7 96.5 96.3 96.9 1.002 1.007 0.992 
1979 96.3 96.5 95.8 96.6 98.0 88.2 1.003 1.016 0.921 

1980 93.2 93.8 92.0 95.7 97.4 88.6 1.027 1.038 0.963 

1981 87.6 94.2 73.9 88.8 94.9 53.7 1.014 1.007 0.727 

1982 86.9 94.2 69.3 91.8 98.7 55.2 1.056 1.048 0.797 

1983 84.6 92.0 67.8 95.8 98.4 84.0 1.132 1.070 1.239 

1984 92.4 96.6 85.3 89.6 99.6 61.3 0.970 1.031 0.719 

1985 91.4 98.4 75.0 89.4 99.9 36.7 0.978 1.015 0.489 

Source: Informe Complementario Constitucional 
sobre la Hacienda Pdblica,

Ejercicio Fiscal, various years.
 



Finally, until Fiscal Year 1985 there was no "carry over" provision. That is, anyfunds unspent or unobligated at the end fiscalof the year redounded to theNational Treasury. In Fiscal Year 1985, however, for the first time, a limited"carry over" policy was initiated. In effect the fiscal year was extended for aquarter: government agencies were given an additional three months (throughMarch 1986) in which to spend or contractually commit their Fiscal Year 	1985 
budgeted monies. 

D. 	 SOME OTHER NON-ECONOMIC BUT NOT INCONSEQUENTIAL
 
CONS[DERATIONS
 

We have already indirectly examined of changes thesome the in relative
expenditure levels by different types of functional categories. What promptedthese changes? Were they results of a redefinition of the direction of the MOH'sbasic programmatic thrust? Are they a manisfestation of a change inprogrammatic emphasis? The answer to these questions is no. 

More to the point, the questions are largely moot. They presume that therecurrently exist specific criteria by which the allocation of resources within MOH 
is guided. Such is not the case. 

Essentially three factors affect the resource allocation process of the MOH; twoare national (or domestic) factors, and one is foreign. Domestically the chiefdeterminant of the 	 qualitative allocation of resources-i.e., the relativecombination of what the MOH spends its money on-is the previous year's budget.Quantitatively the domesticprimary determinant is the number of colonesbudgeted to the Ministry in the general budgetary process that are actually
disbursed and monitored by the Ministry of Hacienda. 

The foreign component, on the other hand, consists of donor agencies-providingboth in-kind and monetary assistance (the latter In the form of both loans andgrants). Far more flexible, dynamic, and focused, the donor agencies' activitiescrosscut both the quantitative and qualitative dimensions of the MOH resource
allocation process, with significant direct and indirect impacts on the nature and
 
role of the domestic influences.
 

The general budgetary process of the Government of El Selvador, and how itaffects the MOH, in terms of the levels of available monie has been discussed.
The actual process of determining the size of the Ministry of Health's budgetaryappropriation, and the rules governing its use, are ultimately the outcome of aninteractive process involving two complex, conceptually distinct, yet overlappingsets of actors and processes. One of these may be referred to as "national health
politics"; the other "national politics." Both operate within parametersestablished by national economic considerations and international politico­economic con''derations. It is exceedingly difficult to gain a full appreciation andunderstanding of this set of factors. These are not abstract theoretical notions or"black boxes" that may be summarily dismissed as non-existent, inconsequential,or too complex to understand. They are the considerations that too often get leftbehind as projects and donors and foreigners in general focus on difficult technicalproblems. Nevertheless, they are the considerations that, probably more oftenthan 	 technical shortcomings, account for success failure anthe or of effort.These are the much more elusive considerations of the personalities involved, thepersonal politics involved, and the resultant configuration of the (often informal, 
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but nevertheless very real) 	 power structure; the unwritten, but established 
institutional modes of functioning that affect the capabilities and the 
expectations of the MOH and of its employees and its public. Together, they
largely determine the degree to which the Ministry of Health can change its mode 
of operations so that it will be able to effectively address the ongoing
responsibilities and crisis that is at hand. It is difficult to gain a full appreciation
and understanding of these sets of factors, yet they must be considered. 

Tt.ese political considerations are indispensable considerations in designing and
implementing a project in El Salvador. The AID Mission does 	 not appear to be
adequately aware of or sufficiently sensitive to Salvadoran health politics.

Particularly in a project such as the one being proposed-one that aims to improve

the management of the public health sector-this is a major shortcoming that may

predispose the project to failure. Altering the management 
 of the Ministry of
 
Health inevitably means delving into Salvadoran health care politics; "improving

health management practices" necessarily means changing the ways things are

done in and by the MOH. This, in turn, unavoidably means shifting the distribution
 
of power. 

Those who perceive that they stand to gain from such changes, will obviously be
 
more inclined to endorse and work with the project in accomplishing its stated

goals. On the other hand, those who perceive that they stand to lose, are likely to

be disruptive and obstructive. Clearly, other factors crosscut these two
 
motivations (e.g., professional commitment, personal or departmental allegiance,

nationalism, and so on), 
 but 	 health care politics is a vitally important
consideration that must not be ignored or taken lightly. 

Probably the foremost considerations essential to the sudcessful implementation

of this project involve two individuals. If one or both of these individuals leaves
 
the MOH or has hi! base of power significantly eroded in the next few years, the
 
likelihood of the project ac'ieving its goals will be severely compromised.
 

(1) 	 Historical Budget-Based Resource Allocation And Economic Decline: An
 
Organizational Perspective
 

The Ministry of Health uses historical-based budgeting to allocate its resources. Ok
This is a very common approach to managing large organizations. The approach is
useful for avoiding or at least minimizing direct politicl confrontations that the 
resource allocation decisions unavoidably involved in the development of annual 
budgets would otherwise make more blatant, explicit, and disruptive. 

One of the implications of relying on such a resource allocation mechanism is that
everything changes at about the pace.same This is vividly portrayed in Exhibit 
PNI, which pulls out the two budget categories that support the hospitals on the 
one hand, and all of the other public health care facilities (the health centers,
units, and posts) on the other. The percentage share of each of these classes of 
facilities is computed using the sum the two individual as the base.of totals 
While the entire MOH expenditure level varied a great deal over this eight-yea.
period, one can see from the exhibit, that the split between hospitals and the rest
of the public care system remained remarkably constant. This is one of the facts
of life of historical budget-based resource allocation and planning. 
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EXHIBIT XVI 

THE SHARE OF OPERATIMG COSTS WITHIN THE
 
MOH ALLOCATED AND EXECUTED BUDGETS
 

SHARE OF OPERATING COSTS 
YEAR IN TOTAL MOH ALLOCATION 

1975 83.6 % 

1976 76.0 % 

1977 77.0 % 

1978 76.0 % 

1979 85.4 % 

1980 81.3 % 

1981 85.3 % 

1982 84.1 % 

1983 82.0 % 

1984 73.9 % 

1985 83.3 % 

1986 91.4 % 

Source: Computed from Tables.
 

SHARE OF OPERATING COSTS
 
IN TOTAL MOH EXPENDITURES
 

76.0 %
 

77.3 %
 

75.9 %
 

86.7 %
 

82.7 %
 

91.1 %
 

90.4 %
 

84.2 %
 

82.1 %
 

93.2 %
 



The approach, however, while well suited and easily applied in periods of growing
budgets, generally runs amok when the size of the economic pie begins to shrink. 
Particularly in situations where the magnitude of the economic contraction is
marked, frequently, continLed reliance on historical-based budgeting results in the 
agency that is employing the technique becoming unable to do much of anything
welL 

One reason is that this is an inherently conservative approach. The avoidance of
political battles is a comfort, but one that in times of falling budgets is not
purchased cheaply. Reliance on historical-based budgeting and planning means 
that the system is largely inert; its ability tc introduce new initiatives is largely a
function of the rate of increase in the budget. It is easier to avoid political
battles when budgets are increasing a little bit slower than had been anticipated,
rather than if they are falling a little faster than anticipated. 

While once again the entire political calculus must be considered, let us first try
to reason through the process by which-from an internal organizational
perspective-an agency (particularly a public or non-profit one) adhering to
historical-based budgeting might try to deal with a falling budget. It is important
to note that the following discussion deals more directly with public
bureaucracies, because of the relatively greater ability of their employees to a
avoid being held accountable for their actions. This is in large part because they
do not have a bottom line-a profit-loss statement or any other universally
acceptable and easily measured performance criteria. 

As the size of th )udget starts to decliie, the first categories of expenditure
"casualties" are likely to be those things that do not directly damage the 
organization or its personnel, at least as it is currently configured. Building
construction is likely to be the first thing sacrificed, followed shortly by
acquisitions of new capital equipment. These are relatively easy political
sacrifices, as well. They constitute only the giving up of aspirations and dreams, 
as opposed to a direct sacrifice of a visible source of power and control over 
resources (both personnel and material). 

If the economic slide continues, the items most likely to be sacrificed next are 
those that do not ostensibly hurt the organization, at least in the short run.
Building maintenance and repair are probably the candidates slated to go first,
followed by machinery and equipment repair. If, after making these cuts, the
budget continues to fall, it becomes necessary to make the more painful
decisions: those that do direct and immediate harm to both people and empires.
The only remaining budgetary categories are materials and supplies, and
personnel. In most cases, it is probably materials and supplies that will be the 
first to go-at least up to a point. Beyond some threshold level, it is likely thatfurther reductlons in materials and supplies will effectively bring the functioning
of the organization to a halt. But, depending on the organization's activity and 
purpose, materials and supplies will probably be the first sacrificed because of a
combination of factors. These factors may include: (1) the hope that the crisis
will soon abate, and that the shortages will only be a temporary (and soon-to-end)
inconvenience; (2) the desire to avoid throwing people out of work, both because
of the desire to eschew responsibility for imposing the personal hardship of
unemployment on anyone as well as for the less admirable reason that the number
of people under the direction of a manager is-particularly in lieu of the budget­
the only measure of personal ro.er of an individual manager within the agency 
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(both managers and their subordinates can, tlierefore, be counted on to fight); (3)
the time it takes to hire, orient, and train people to perform a job (and to work 
within a particular organization) constitutes an investment that it is reasonable 
and rational to try to protect (up to the point'where the potential savings of
dropping the individual from the payroll no longer offset the costs that would have 
to be incurred for the sum of the training costs and the foregone value of output
resulting from the relatively lower productivity of the prospective recruit during
his learning-by-doing/break-in period, although these may also be offset by the 
managers' opportunity to selectively dismiss personnel and to influence later 
hiring). 

The response of the Ministry of Health to its long-term budgetary crisis has 
followed the very same sequence of our fictitious organization. The procession of
the sacrifices, functional category by functional category, is readily apparent­
especially from 1978 to 1985 in the annual budgetary breakdown of the 
Centralized Agency expenditure patterns (presented in Appendix B). The only
variation from the scenario depicted here is that El Salvador's Ministry of Health 
has had donor agencies (in particular the Interamerican Development Bank) that 
have bankrolled-through a variety of loans and grants-the continued expansion of 
the health infrastructure. What this has meant, however, is that it has been 
necessary to expand personnel expenditures to staff these facilities, which in turn 
has meant that all other categories have had to contract that much faster. 
Referring back to Exhibit VII, 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 over the same 
period. The Ministry of Health in El Salvador is experiencing a financial crisis of
such great magnitude that, given its continued reliance on its present mechanism 

operations. What 

of resource allocation, it is threatened with becoming little more than an 
employment agency. 

There is no question that the donor agencies have an impact on the MOH's 
types of motivating factors direct their activities? Let us'back 

up from the case of El Salvador and look at this from a less country-specific 
perspective. 

A number of major donor agencies around the world provide in-kind assistance and 
monies-both loans and grants for health care delivery-but do not get directly
involved in service delivery. For a variety of reasons, many of them find the 
financing of facility construction a particularly appealing endeavor. It enables
them (1) to provide assistance (whatever the motivation for doing so), (2) to avoid 
becoming "too" involved in internal politics, and (3) to have an identifiable product 
once the monies have been spent. Simultaneously, facility construction provides
the agency Wjth a unique combination of having a clearly defined end-of-project
status by which to measure and evaluate the effort, as well as a more easily
defined point at which to end fNnding (if so desired), or to simply maintain a more
viable and gracious future exit point. These are all very attractive institutional 
considerations. Furthermore, upon completion of the project, both the host 
country (i.e., the beneficiary) and the donor agency have what may be referred to 
as an "inaugurable"-something that makes a highly visible and clearly positive
mark on one's political scorecard. 
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The major donor agencies of this type active in El Salvador (i.e., those that do notget directly involved in service delivery, but choose instead to provide monies orin-kind goods and srvices) are the Pan American Health Organization (PAHO),USAID, and the IDB. From a long-term, recurrent cost/budgetary perspective, themost important donor activity has been the IDB's health infrastructureconstruction project. The project dates from 1974. From 1980 through 1985 alonethe IDB channeled $27 million Into new construction. At the same time, theMOH's budget squeeze prompted it to emasculate its building maintenance and
repair budget, cutting it by 40 percent (in nominal terms). 

Exhibit XVII shows the evolution of the MOH infrastructure since 1975. What elsehas the rapid growth in the numbr of facilities done to the MOH budget?
Assuming that the average health center has five physicians, five nurses, onedentist, 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 averagepost has a single auxiliary; and that the ratio of medical care to non-medical carepersonnel is three to one (a very conservative estimate, as it is likely to behigher), the increases in the numbers of these facilities (not including the severalmajor hospital renovations and construction projects with their attendantincreases in personnel requirements), in addition to the Regional Health Services
personnel, totals more than 2,000. 

Growtt, in the public health care infrastructure, coupled with continued relianceon historical-based budget line-item resource allocation in the face of decliningmonies, are the major causal factors underlying the shifting composition of MOHexpenditures over the past 10 years, shifting resources from virtually all other
categories into personnel. 

Important questions remain. Has the level of wages had an important role aswell? What have the implications been of these trends on quantitative andqualitative dimensions of health care delivery? Has the impact of these budgetchanges been equitably distributed by medical care site, or have some types offacilities fared worse than others? What has happened to the average
"productivity" of the different facility types? 
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EXHIBIT XVII 

EVOLUTION OF THE MOH's INTRASTRUCTURE • 

1_97 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 11 12 12 12 12 12
 

Units 72 94 
 85 103 108 107 97 
 98 98 100 100
 

Posts 115 124 135 159
143 161 198 202 208 215 
 218
 

Total: 209 240 242 
 268 290 293 321 
 332 341 344 

• Units: 
 Includes: "Unidades de Salud", "Unidades M6viles Comunitarias"
 
Posts: 
 Includes: "Puestos de Salud", "Puestos de Vacumncl6n", "Puestos Comunitarios" and
 

"Dispensarios de Salud".
 

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



SECTION FOUR
 

CHANGING MOH HEALTH FACILITIES' "PRODUCTIVITY,
 



IV. CHANGING MOH HEALTH FACILITI' *PRODUCTIVrrYN 

A. INTRODUCTION: THE EFFICIENCY COEFFICIENT 

The efficiency coefficient for any activity is the amount of output per unit of 
input. Measuring efficiency or productivity in a universally acceptable yet
practical manner has long been a conundrum for health services researchers. The 
root of the problem lies in the heterogeneous nature of both the inputs and the 
outputs of health services. 

Inputs, for instance, may consist of different types of medical care specialists,
their particular armamentarium of drugs and devices, and so on. Output types, on 
the other hand, are not only heterogeneous, but they can be measured and 
evaluated along very different dimensions, depending on the skills and discipline of 
the analyst and the purpose of the study. For example, from a strictly medical 
perspective, health service outputs may range from the prevention of a disease to 
the reduction of muscular pain, to well-mended broken bones, to the successful 
extirpation of a malignant tumor. Alternatively, and just as legitimately, the 
analysis may be more concerned with the output of health services as measured by
the restoration or improvement in the level of physical and/or mental functioning
of the individual. Something of an intermediate measure might call for focusing
instead on the level of social functioning of the individual; in this instance, an 
appropriate measure might be the reduced number of restricted activity days. A 
precise measure of efficiency or productivity must select from among these or 
other alternative measures of both inputs and output. 

Confronted with this doubled-hbaded problem of heterogeneity in the process of 
defining the particular research issue at hand and the methodological approach to 
be employed, the analyst is forced to choose between accuracy (which requires
analyzing only a very limited number of identical inputs, all to be used to generate 
a uniform type of output) and the scope and breadth of the work. Oftentimes, as 
in this study, a combination of the context and the pugpose of the investigation
largely dictates the exact nature of the tradeoff or compromise that is ultimately 
struck between these two important considerations. 

The limited time available for undertaking this analysis did not afford the luxury
of developing refined measures of productivity. In the discussion that follows, 
only the most rudimentary indicator (as opposed to measure) of proeuctivity is 
developed and discussed: output per facility. It is imperative to bear in mind 
throughout the ensuing discussion that such an indicator ignores a host of factors 
that undermine 11s accuracy as a measure of productivity. Because such factors 
are left unanalyzed, the reader may infer trat these factors are inconsequential in 
their impact on the number of service units provided. This emphatically and 
indubitably is not the case. 

In this study, the measure of productivity adopted is the number of medical care 
visits. This actually is not an output or outcome measure at all, but rather is a 
process indicator. Justification for its selection i;based on an assumption (one
that is generally made only implicitly-and hence is too often overlooked or 
subsequently lost sight of); viz., that a medical care visit is an important input
into the production (output) of "improved health.' But just what "improved 
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health" is, and what the threshold necessary to qualify as an "improvement" is, is 
clearly a function of a number of factors. 

Perhaps most important among these factors is the particular health problem (or
the constellation of symptoms or problems) that has prompted the individual to 
enter the medical care market. Hence the health status of the individual is an
important element on both sides of the efficiency/productivity equation. It is 
both an input and an output consideration. 

The hospitals, health centers, health units, and health posts of El Salvador were
designed, and are equipped, to deal with different types of health problems. The
public, perceiving them as such (and motivated by a host of additional considera­
tions-such as travel time-which need not concern us here), utilizes the different
available health facilities differently for different health problems. Moreover, tothe extent that it functions, the referral network concept of the MOH health care
delivery system reinforces this pattern of different types of healti problems. It
refers, for example, "up" to generally more resource- and skill-intensive levels of
care-from the post to the unit to the center to the hospital-as the degree of
complexity of the illness or the degree of complexity of the treatment perceived 
necessary and appropriate increases. 

In short, different facility types will have different disease mixes or patient-case
mixes. This suggests that in the interest of controlling for variations in disease
profiles (albeit still at only the most fundamental level), it would be best to limit
comparative analysis to facilities of the same type, and the same general type ol
activity (e.g., particular types of outpatient care) provided by a particular type of 
medical care personnel 

However, that comparability is not the only factor to be considered in developing
an efficiency measure. The discussion has already touched on the other general
category: differences in the inputs. At one level, no two health care facilities
have the same inputs into medical care provision. Even if their physical facilities
and equipment are identical, and they have the same number and types of
personnel mix, differences in the education, professional experiences, and
motivational levels of the staff of any two facilities may produce significant
differences in the quality and quantity of services (or health output) they 
generate. 

Beyond training and educational curriculum design considerations, most of these
micro-agent variations-while vitally important micro-level management con­
cerns-are not amenable to direct control or manipulation by public policy, and 
therefore need not distract us in this discussion. 

Focusing instead, on the more practicable and macro-aggregative level--the
physical facilities, equipment, and staffing-it is clear that these factors alone 
account for large variations in the quantitr and quality of medical care provided
in El Salvador. Again, unfortunately, this analysis makes no effort to investigate
the qualitative dimension, and only cursorily assesses the quantitative aspects of 
MOH medical care provision. 

One half of the efficiency equation deals with inputs. The oftentimes vast
differences in equipment and staffing numbers, as vwell as staff/personnel types,
suggest that, in the interest of developing more meaningful efficiency measures, 
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it is essential to somehow control for these differences. This (again) suggests that 
the crude efficiency meksure used here be developed on a particular facility-type
basis and that analyses of changes in "productivity" be limited to changes within
the same facility-type category over time. Exhibit XV4 presents the absolute
numbers and percentages of ambulatory visits to physicians by type of facility and
region for 1977-1985. Complicating the productivity picture, however, is the fact 
that this period witnessed substantial growth in the public health infrastructure 
(refer back to Exhibit XVII). 

B. RECENT FACILITY PRODUCrIVIY PATTERNS 

(1) Hospitals 

Looking only at ambulatory care provision from 1977 to 1981, the general level of
utilization of the average hospital (what we will term its "productivity") followed 
a more or less steady climb (see Exhibit XVIU). By the end of this period, the
number of ambulatory visits per hospital per year stood 11 percent above its
initial level. After remaining relatively constant from 1981 through 1983, average
hospital productivity resumed its upward trend, at roughly the same 3 percent per
year pace that had characterized its 1977-1981 record. By 1985, average hospital
productivity had improved 6.5 percent since 1983, and 18 percent since 1977. 

Some factors that contributed to this trend were the growth of hospital personnel,
physical structure improvements, and the construction of several new facilities. 
The temporary fall in the upward trend of hospital productivity between 1981 and
1983 may be a reflection of the bringing online of new facilities and newly
constructed or upgraded units. Generally they can be expected to have high initial 
(or start-up) costs. Subsequently these "costs" fall as labor productivity
increases-a result of learning-by-doing-and as work routines and expectations
become established. 

Another factor probably contributing to this increased use of hospitals was the
economy's increasingly poor. performance. Around the developing world, health 
services researchers have found that the income elasticity of demand for public
health services is less than that "For private health services. From what evidence
is available (only anecdotal), this appears to also be true of El Salvador. That is, 
as income increases, people become better able to afford relatively more 
expensive private medicai care, and generally increase their use of it relative to
public services. On the other hand, when income is falling, the tendency is for
people to forgo their preferred, more expensive, and now less affordable, private
medical care-and instead use less expensive, MOH-provided services. 

The magnitude of the fall in income lavels in El Salvador has been great: GDP fell
by 30 percent between 1979 and 1982 alone; per capita levels are still falling, and 
are expected to continue doing so in the near future. Thus, one would anticipate a
fairly substantial increase in the utilization of MOH facilities. This substantial 
increase has not occurred. 

Note: Income 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 change in quantity of the good. If this ratio is equal to 
one, the share uf income spent on the good in question remains constant-and
since income is increasing, this means increasing absolute expenditures on the 
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EXHIBIT XVIII 

THE GROWTH OF MATERIALS AND SUPPLIES COMPONENT 
OF THE REGIONAL HEALTH SERVICES PROGRAM EXPENDITURES 

1977 1978 1979 1980 1981
 

Nominal colones 1.251.347 1.354.407 1.320.670 1.883.233 1.998.585
 

Real colones* 1.461.854 1.396.296 1.214.968 1.475.888 1.365.154
 

Annual % change
 
in nominal
 
terms (8.2%) (-2.5%) (42.6%) (6.1%)
 

Annual % change

in real terms (-4.5%) (-13.0%) (21.5%) (-7.5%)
 

1986
 
(orilinal


1982 198i 1984 1985 alloeltion)
 

Nominal colones 1.322.983 1.235.175 1.509.777 1.450.894 1.875.910
 

Real colones 808.669 667.301 730.419 574.839
 

Annual % change
 
in nominal
 
terms 
 (-3.4%) (-6.6%) (22.2%) C- 3.9%) (29.3%)
 

Annual % change

in real terms (-40.8%) (-17.5%) (9.5%) (-21.3%)
 

1977-85 Averages: Average annual growth rate of nominal expenditures: 2.0%
 
_ 
 Average annual growth rate of real expenditures: - 9.g,7 

Cumulative annual growth rate of nominal expenditures: 1.85%
 

Overall changes

1977-1985 : Nominal expenditures: 15.9%
 

Real expenditures: -61.0%
 

* CPI-based adjustment. Base is 1978.
 

Source: Informe Complementario Constitucional, various years.
 



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. In this case-medical care is generally thought to be so
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) spent on them, however, could be increasing or decreasing. All of these 
relationships can be turned around as well If income is falling, the share 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 services, one would anticipate a shifting of demand and
utilization from the private to the public sector when income falls. 

Although it seems unlikely, another possible explanation is that the relative
income elasticity differential between public and private health sector services is 
not as great as has been found elsewhere in the world. Other possibilities, which 
simultaneously could be true, and are more plausible, are (1) that the quality of
services in the hospitals has decreased, or (2) that the hospital outpatient
departments are operating at their maximum capacity levels, or (3) that other
(non-monetary) prices associated with obtaining care have increased to such an 
extent that they have discouraged enough would-be users so as to ofiset the
expected increase in utilization. Such prices might include the increased hazards
of travel due to the war, the increased unreliability of transportation due to the 
war, increased waiting times necessary to see providers at the (now mr')e
crowded) hospitals (including what may be termed appointment-time delays­
having to come back the next day or in three days), and the possibility of 
increased likelihood of being subjected to (more?) brusque, less personal treatment 
because of the increased workload of health care personnel The dearth of
information about the various factors involved in these possible scenarios
precludes being able to definitively determine which are in fact accurate, which 
are the most important, and how changes in health policy might be designed and 
implemented to affect them. 

The absence of information of this type is characteristic not only of hospital
outpatient services, it is common to the entire health care delivery system­
private and public alike. This information is important to increasing the
efficiency of service delivery, to being able to predict both levels and changes in
utilization, and thus to health planning. Obtaining such information should be a 
priority. 

(2) Health Center, Units, And Posts 

During the past 10 years, while the number of health centers has grown from eight
to 12, the average productivity of a health center has remained essentially
constant (see Exhibit XIX). Given the expansion in the number of such facilities,
this means, of course, that the share of MOH ambulatory "customers" treated at 
health centers has increased. 

The greatest expansion of the public health care delivery system infrastructure 
has been at the "lowest" levels of care. From 1977 to 1985, the number of health 
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1984
 
Hospitals 


% 

Centers 


%(10.8%)

Units 


%(38.3%)

Posts 


% 

T 0 T A L 


1983
 
Hospitals 


%(41.5%)

Centers 


% 

Units 


% 

Posts 


%(10.1%)

T 0 T A L 


1985
 
Hospitals 


% 

Centers 


% 

Units 


% 

Posts 


%

T 0 T A L 


COUNTRY 

WIDE 


949.342 


(38.8%)

264.156 


937.872 


294.176 


(12.0%)

2.449.614 


912.341 


241.400 

(.0%)

819.379 


(37.3%)

221.740 


2.195.945 


971.942 


(42.8%)

258.E67 


(11.4%)

833.836 


(36.7%)

205.776 


(9.1%)

2.271.978 


EXHIBIT XIX 

AMBULATORY VISITS TO DOCTORS 
BY TYPE OF FACILITY AND REGION 

OCCIDENTAL CENTRAL METROPOLITAN 


150.674 123.417 407.361 


49.435 17.872 
 26.847 


182.126 119.762 448.857 


63.326 68.678 37.572 


445.651 329.729 923.531 


149.026 122.709 
 388.045 


47.658 23.403 25.040 


167.586 105.615 436.991 


46.804 50.188 38.266 


411.074 301.915 888.342 


174.892 118.302' 401.589 


49.856 19.590 
 29.200 


168.283 98.459 403.782 


37.992 96.975 
 35.014 


431.023 283.326 
 869.585 


PARACENTRAL ORIENTAL 

116.975 150.915 

63.383 106.619 

78.843 108.284 

56.938 67.662 

316.769 434.024 

106.908 145.653 

55.850 89.449 

49.790 59.397 

47.569 38.913 

260.746 333.868 

120.657 156.502 

63.886 96.035 

60.912 102.400 

39.814 45.981 

287.033 401.011 

Source: Cumplimiento de Metas de los Programas de Salud, Various years.
 



units increased 18 percent, and the number of health posts increased 61 percent.
In 1985 these facilities numbered 100 and 218, respectively. 

MOH data, unfortunately, aggregates consultas provided by these two types of
facilities, until 1982. Hence, longitudinal analysis of the pre- versus post-1980productivity of these facilities can only be performed on an aggregated basis.Subsequent to this analysis, the facilities' individual records will be assessed from 
1982 to 1985. 

There are three distinct chronological phases in the average productivity level of
health units and posts over the 1977-1985 era. Each of these phases is three years
long. During the first, from 1977 tr, 179, health posts and units on average
accounted for 54.6 percent of the tot.:) annual number of ambulatory consultations
provided by physicians at all MOH facilities. Together they averaged 5,028
consultations per facility. 

During the second three-year period, from 1980 to 1982, their contribution to
total MOH facility-based ambulatory physician encounters dropped to an annual 
average of 51.5 percent. Simultaneously, as their share of total MOH facility­
based doctor visits dropped, so too did their average annual productivity. It fell16 percent from the previous three-year period, to average 4,248 per facility per 
year during the 1980-1982 era. 

This was due at least in part to the changing relative and absolute numbers ofcenters, units, and posts. From 1979 to 1982, three new health centers and 43 new 
posts were opened. The number of units however, actually declined from 108 to98. It may be deduced, therefore, that the share of health units is the sum of
units and posts decreased. While their proportions had remained relatively
constant from 1977 to 1980-with about 40 percent of the total number of posts
and units. consisting of units-in 1981 this share dropped sharply to one-third (33
percent), and remained in the 31 to 33 percent range thereafter (through 1985). 

The weighting of the units and posts productivity measure, therefore,
concomitantly fell in 1981. Since posts are much termssmaller in of physical
space, equipment, and physician and total staff time, one would expect-as is
indeed the case-that the change in the relative numbers of these facilities would 
generate a drop in the average annual productivity per facility. 

In addition to the relatively greater rate of growth of centers, another reason the
share of units and posts fell in total MOH facility-based, ambulatory doctor visitsis the far greater probability that the civil war-which erupted full scale in 1979­
disrupted the operations of the units and posts as opposed to the hospitals andhealth centers. The latter two types of establishments are located in the principal
cities of the euntry, areas that have never fallen under the direct control of theguerrillas. Units and posts, by contrast, are sprinkled throughout the country and 
many are located in the so-called "conflict zones." 

Although available evidence (including the Klassen Committee Report, 1984, andthe "Trauma Study" of Faich and Coppedge, June 1983) suggests that guerrillas
have with few exceptions recognized and respected the neutrality of MOH medicalpersonnel, it is nevertheless clear that the war has been disruptive of some
Ministry service provision. In addition care(on the other side of the medical 
market), it is likely that the demand for MOH medical services has been adversely 
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affected by the war as welL The fighting--especially in rural areas-has probably
reduced the use of services by inhibiting individuals from traveling (particularly on
foot) to facilities. In effect, the war has reduced access to MOH care by
increasing the costs (viz., the potential physical and associated mental costs)
associated with traveling to care sites. 

There are some data available on the numbers and locations of the (generally
temporary) closings and of the delayed openings of new MOH facilities. This 
information, however, is spotty: an accurate, ongoing portrayal of the public
health system's status is elusive. The information that is available has generally
been derived from one-time investigations. As such, it affords only a snapshot of
the system's status at a particular moment in time. This is certainly
understandable: the dynamic nature of guerrilla warfare renders it unavoidable. 

Absent crucial information concerning the time dimension, foundation existedno 
for developing even rudimentary estimates of the extent (i.e., the number of
facilities) or the duration of MOH facility closures. Consequently, no effort was
made to correct the productivity measures for these occurrences. This, of course,
results in a downward bias in those measures that are reported. That is, because 
they assume that all health units and posts were fully functional throughout the
entire year, the reported measures are the minimum productivity levels of these 
facilities. 

The health unit and health post trends that were established in the 1980-1982 
period relative to the 1977-1979 period, however, carry through into and continue 
throughout the 1983-1985 era. The share of units and posts in total MOH facility­
based, physician-provided ambulatory care visits continues to decline. It falls by
another 2 percent, leaving it at just less than 48 percent on average in 1983-1985, 
as compared with nearly 55 percent in 1977-1979. Moreover, this latter period is
 
one 
in which the number of centers remains constant, while the number of units 
increases slightly (by two), and the posts increase in number by 16. Furthermore,
the intensity of the war-while not to be underestimated, and while certainly not 
inconsequential-had decreased somewhat, especially from the 1981-1982 period. 

Similarly, the productivity of posts and units continued its slide, falling another 16 
percent, to 3,550 physician visits per facility per year. Thus, from the 1977-1979 
period to the 1983-1985 period, the average annual productivity of posts and units
fell by nearly 30 percent, while their share of doctor visits dropped nearly 7 
percent.
 

Before commenting on the possible causes of these trends, it would be useful to
first analyze the disaggregated behavior of the units and posts between 1982 and 
1985. Here the picture that emerges is more ambiguous. If 1984 may be regarded 
as an aberratior,-it may be seen that in the remaining years both health units and 
posts experience monotonically declining productivity levels, as well as shares to 
total consultations. 

Alternatively, led by the parallel "behavioral" pattern of hospitals, it might be
that after experiencing declines in 1982 and 1983, 1984 marked the advent of a
restoration of earlier recorded productivity and share of physician consultation 
levels, which (for both the units and the posts-but not for the hospitals) were 
(inexplicably) reversed in 1985. 
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In light of there not having occurred any major change in MOH policies, and with
the aid of the longer time-period trends just analyzed, it would that theseem
former interpretation (i.e., that 1984 is an aberrant year) is the more plausible
explanation. 

What other types of considerations might cast light on the causes of the relative
deterioration in the productivity and the share of ?hysician visits being provided
by the health posts and units? Possible explanatio'is may ba, conveniently divided
into two general categories: (1) factors explainin, a reduction in the demand for
these physician services, and (2) factors explaining a reduction in their supply. 

Turning first to the demand influences, in studies conducted throughout the world,
the variable that has been found to be the single best predictor of medical care
utilization is "need." As is widely recognized, the need for medical care services
is not to be equated with either demand or utilization. "Need" for medical care is
determined by the simultaneous consideration of some culturally appropriate
masure of health status and the perception of the role and capabilities of
accessible and acceptable meaical care services to alter health status. 0 

Demand, on the other hand, is the translation of perceived need into an indication
of the intensity of willingness (or desire) and the ability to incur psychosocial,
emotional, time, and monetary costs to obtain medicalthose care services.
Finally, utilization is realized demand: it reflects an adequate level of both
willingnmss and ability to obtain the desired care from a source that is
simultaneously perceived as relevant (acceptable) and construed as accessible. 

How i,igght these multifaceted factors help account for the decreased use of
health units and health posts over the past six years? The changing general level
of health of the average Salvadoran presents something of an enigma at first
glance. But, looking to the general "need," and the highly correlated and more
directly relevant measure, viz., demand for medical care services, after marked 
upsurges in 1980 and 1981 in the theretofore downward secular trends of the 

,incidence of most (espec,9.iiy communicable) diseases, the incidence levels of most
of the more commonly occurring illnesses were again brought "under control" (at

least by historical standards in El Salvador-i.e., the secular trends were largely

re-established).
 

At least two relevant points may be associated with this observation about trends
in the general health status of the people of El Salvador. First, the fact that the
general health status of Salvadorans worsened so dramatically during 1980 and
1981 may be construed as an indicator of both the ferocity and the intensity of the
war-the level of social, economic, and physical disruption it caused. From 1979 
to 1985 it is estimated that approximately 60,000 Salvadorans (more than 1 
percent of the fMtional population) were killed in the war. While no estimates of 

* It is imperative that health status measures be recognized as being culturally
specific, and accordingly measured in a "culturally appropriate" manner. It serves
little purpose to plan and provide for the treatment of an illness if people do not
define its symptoms or do not regard its manifestations as an "illness." 
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the number of non-fatal casualties exist, the number is unquestionably many time 
larger. 

Second, it may be inferred that concurrently and consequently the activities a
the MOH, and particularly (for reasons already noted) its posts and units, wer 
very probably subject to significant disruption. 

Another supply consideration is also worth noting. The hostilities certainl1 
resulted in a change in the mix of cases treated by the MOH facilities. Traum
and other effects of war have probably displaced the generally less acute ailment 
that would otherwise have been treated in the posts and units. The relativi 
paucity of medical care resources available at posts probably meant that the. 
served more as front-line first aid stations before transporting such cases on t
better-equipped facilities. This is similarly true-though to a lesser degree--e
health units. It is likely, however, that relatively greater shifts in case mi)
occurred in the hospitals and centers, particularly for their inpatient care. 

The treatment of more war-releted injuries necessarily meant that there wer 
fewer resources (both personnel time and medicines and supplies) to be used tc 
treat "regular" ailments. In addition, to the extent that the facilities remainec 
open, their clientele's knowledge, or their mere perception that their regulai
service sites were being used to provide such treatment, probably discouragec
people from seeking the treatment that in other circumstances they might hav(
felt more strongly about needing. 

Another supply-side consideration consistent with the reduced use of the healtt 
posts in particular is that the schedules of the physician-headed mobile healtt 
units (unidades moviles) that provide services at posts were certainly subject to a
much greater degree of uncertainly by the general disruptions, dislocations, and 
dangers associated with the war. The ever-dynamic war certainly forced 
cancellations of usual rounds in the interest of physical safety. In addition, the 
general deterioration in the MOH vehicle fleet and the growing length of time 
required to repair vehicles (documented by Kraus International and Westinghouse)
have further complicated matters. 

Finally, less-motivated physicians (and rural mobile health units in general) may
have found the revolutionary war a convenient excuse to reduce their level of 
effort in fulfilling their normal duties and obligations. 

To the extent that the war disrupted the arrival of the physician and supplies,
and/or to the extent that would-be post utilizers perceived this to be a common, 
or even a potentially likely occurrence, prospective clientele were probably
discouraged from seeking care as often as they might otherwise have done. To the 
extent that the-Ttilizers of posts, and to a lesser extent the utilizers of health
units, came to expect the more frequent disruption of medical personnel
(especially physician) services, as well as drug and supply availabilities, people
would tend to make the trip to the facility less often. In effect, this was another 
way in which the war altered the public's perception of its access to, and the 
availability of, The added yet another dimension to ofcare. war the decision 
whether or not to seek care; viz., after incurring the direct costs of travel and 
time, and the indirect (or opportunity) costs of having to disrupt regular scheduled 
activity (to the extent that tile illness and/or the war had not already obliterated 
such routines), what was the probability that the effort would be for naught? That 
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upon arriving at the facility, the person would find it closed, or without essential 
supplies? Working hand-in-hand with the war-heightened apprehension of
traveling to an MOH facility, this specter is likely to have been another partial
explanation of the reduced use of health units and posts in the past six years. 

Yet another demand factor that might underlie the relative decline of the use and
productivity of health units and posts iSalso-like the preceding scenario-related 
to several supply considerations. it is and has been a growing problem, however,
independent of the war. As already noted, since 1973 a growing proportion of the 
Ministry of Health's Regional Health Services budget has been spent on
personnel. This has meant that a shrinking supply of resources has been left for
supplies and materials, and, perhaps most important from the average Salvadoran's 
perspective, drugs. 

With the exceptions of 1980 and 1981 (which saw average outlays of about
1,950,000 colones per year), between 1977 and 1985, the absolute amount of 
money spent on materials and supplies for the Regional Health Services-i.e., for 
the centers, units, posts, and regional offices-has remainet relatively constant:
between 1,250,000 and 1,500,000 colones (in nominal terms). In nominal terms,
this amounts to an average cumulative annual growth rate of 1.85 percent (see
Exhibit XX). In real terms, however, it means that the supplies and materials of
health centers, units, and posts purchased with MOH budget funds have been 
contracting at an average annual cumulative growth rate of about 11 percent,
leaving them in 1985 at a level 61 percent lower than in 1977. This has resulted in 
MOH outpatients frequently not receiving medications, as documented by the
Klassen Committee Report and the Management Evaluation Study of Kraus 
International. 

Anecdotal and anthropological evidence suggests that one of the primary reasons
Salvadorans seek care either at units or (especially) at posts is to obtain medicines 
(e.g., see Polly Harrison's 1978 study, Annex A of the 1978 Health Sector
Assessment). The decreasing amount of drugs and other materials and supplies,
therefore, has probably reduced the demand for the services of these MOH
facilities. This is also likely to be true of centers. It was learned at one of the 
centers visited that the norm was for only about half of the ordered drug supply to
be obtained. To fill this funding gap, centers have increasingly been turning to 
funds they individually raise through "voluntary" contributions of (it varies by
center) from one to two colones per curative ambulatory visit to augment their 
budgets in general and their supplies of medicines in particular. 

These same sources of funds, together with other patronato-raised funds (to be
discussed in greater detail below), also possibleare sources of revenues for the 
health units and posts to augment their budgets--speci'ically to buy medicines and 
other supplies Aid materials, or to hire more personnel. These mechanisms,
however, have not been as important a generator of monies for these facilities as 
a whole, as opposed to the centers and hospitals, for a variety of reasons 
(discussed below). 

Aggregated Regional Health Services data reveal that these revolving patronato
accounts, which have traditionally been used in large part to finance additional 
personnel (generally unskilled general laborers), are increasingly being used to
purchase additional drugs. Between 1983 and 1984 alone, for example, the number 
of patronato-funded positions fell 56.5 percent. 
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EXHIBIT XX
 

OUTPUT PER FACILITY BY FACILITY TYPE:
 
THE NUMBER OF DOCTOR PROVIDED CONSULTATIONS PER FACILITY
 

1979 


60.989 


21.955 


5.017 


1984 


67.810 


20.013 


3.911 


9.379 


1.368 


1980 1981 

61.102 65.464 

17.275 23.982 

4.438 4.448 

1985 

69.424 

21.547 

3.269 

8.338 

944 

Hospitals 


Centers 


Units and
 
Posts 


Hospitals 


Centers 


Units and
 
Posts 


Units 


Posts 


1977 


58.737 


20.745 


5.177 


1982 


65.335 


21.794 


3.857 


9.183 


1.273 


1978 


60.240 


21.453 


4.891 


1983 


65.167 


20.117 


3.470 


8.361 


1.066 


Source: Computed from Tables.
 



Generally not having as large a similar pool of resources to draw upon, healthunits and posts have been put at a relative disadvantage as drugs have become anincreasingly scarce commodity. As a result, the relative attractiveness ofobtaining/receiving physician services at the unidades and puestos even thoughthey might be more readily accessible, has decreased. 

Again, Polly Harrison's study has relevant findings for interpreting thesedevelopments. She found that the clientele of posts, and to a somewhat lesserextent of unidades, are overwhelmingly (over 80 percent) women and children.She attributed this, in part, to the general preference for pharmacies, drugs, andprivate physicians, coupled with the fact that generally only males have cash.Moreover, there ais general preference for treatment by physicians, which (forreasons already cited) has probably been less possible to obtain at units and postsduring this period. These twin considerations, together with the falling level ofavailable medicines in the posts and units, probably encouraged women andchildren to seek care at the nearest facility where they could hope to obtain freemedicines. Once the decision has been made to travel to a different, more distantfacility, however, the center would be the likely first stop. Because El Salvadorhas such an excellent road network aad a generally very good public transportation
system, to pay the additional incremental price of bypassing the center to go tothe hospital, where one can be more certain of obtaining free medicines, may be a
perfectly rational decision. 

There may be another cultural-sociological factor at work here as well (suggestedby Jain1 a Benavente and Reinaldo Grueso). Many of the posts and units arestaffed by young physicians and nurses doing their year of national service duty.While it might be a%!ceptable to take one's children to see such a provider, personswho are older than the recent graduate may feel that the care provided by aninexperienced young provider is of questionable quality and that to seek their helpand advice is too socially awkward; it may be viewed as socially degrading to be
told by a "kid" what you have been doing wrong, and/or how to take better care of
or improve yourself. The extent that either of these considerations is animportant determinant of post and/or unit utilization is unknown. This again, is aserious information gap that needs to be addressed. If the age of the provider isan important factor discouraging the use of the '.iese facilities, alternative usesfor national ;.,,;ice duty, and requirements (e.g., higher pay) for obtainingadequate coverage of these facilities by older and more experienced physicians,
need to be examined. 

Yet another demand factor that contributes to an explanation of the relativedecline in the snare of and productivity of the health units and posts since 1979 isthat there has been a significant increase in the level of international agencies'activities-in both voluntaryprivate organizatioi (PVO) and donor agencycapacities-throughot/. El Salvador. Project HOPE, for instance, has trained andsupports (sometimes with a salary) about 100 community health workers similarto the MOH's Ayudates de Salud Rural. Various efforts of these agencies includethe provision of ambulatory primary health services.care As such, they have come into direct competition with the MOH's health units and posts: theygenerally serve as substitutes for these MOH primary care facilities. Like muchof the general health care delivery system of El Salvador (public and privatecomponents alike), little is known about the role or impact of these additions tothe system as a whole. This is an area crying out for further systematic research. 
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V. ANALYSDS OF T9- CHANGING PATTERNS OF PERSONNEL
EXPENDITURES: POSITIONS, SALARES, AND "PRODUCTIVITYu 

The increasing absolute and relative levels of expenditurgs of the Ministry ofHealth, in general, and in particular on the portion of the Regional HealthServices budget on personnel, has been a major problematin concern expressed
repeatedly by various members of the USAID/ES Mission. 

The growth in personnel expenditures can be caused by an increase in the salarylevels, an increase in the number of personnel, or some combination thereof. The very different implications of the source of the increase in outlays for personnel
for medical care service delivery and for public policy options underscores theimportance of disentangling its cause(s). First, the discussion will focus on the
changing numbers of staff. 

A. CHANGING NUMBERS OF POSITIONS 

The rate of increase in the number of Centralized Agency personnel (i.e., all IVOHemployees with the exception of the Decentralized Agencies-which consistprimarily 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 in1982, since when it has remained about constant (at about -0.3 percent). The
absolute number of total Centralized Agency personnel (the Regional Health
Services and the MOH Central Of fice-Secretaria de Estado) grew from 9,046 in
1975 to peak in 1981 at 12,716. 

Focusing specifically on the Regional Health Services, personnel grew from 8,517in 1975 to li,934 in 1981, falling slightly to 11,827 in 1984. It should be noted
that these figures do not include contracted labor and health board (patronato)
positions, and thus actually understate the totals. There is considerable confusion
about the total number of positions and employees of the MOH. 3ni; source ofthis confusion is the failure to distinguish between whether one is discussing
Centralized or Decentralized Agencies, or only the Regional Health Services (i.e.,thvt units, posts, and centers), or only the hospitals. Generally the numberdiscussed is the Centralized Agency-only figure, which, by not including thehospitals' personnel, understates the total The number discussed here is only the
Centralized Agency personnel (i.e., Regional Health Services and Central Office 
personnel). 

In the (only) two years for which contracted labor and health board (patronato­
funded) positions are reported in either the Salud Publica en Cifras or Memorias­
1983 and 1984-be drop in the number of these types of positions alone in theregions was 56.5 percent. Hence, if the number of positions in the regions
includes these types of positions, the percentage change between the two years
for which there is such data (1983 and 1984) becomes much more pronounced, fall­
ing from -0.3 percent to -6.4 percent. 

The second trend that may be identified is that the individual rates of change inthe numbers of doctors, nurses, and nurse auxiliaries-while each following
essentially the same general pattern-experienced oftentimes radical annualfluctuations in both absolute and relative terms between 1975 and 1984 (seeExhibits XXI and XXII). The most marked of these swings occurred in 1979 and 
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EXHIBIT XXI 

ANNUAL PERCENTAGE
 
CHANGE IN REGIONAL PERSONNEL, 1975-1984 
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EXHIBIT XXII 
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1980. At the beginning of that period-in both 1977 and 1978-the annual rate of 
increase in the combined numbers of doctors, nurses, and auxiliaries exceeded 10 
percent. In 1979 the rate of expansion fell precipitously; the absolute number of
such personnel actually contracted in 1979. The following year, 1980, another
dramatic about-face occurred. A general growth rate of nearly 7 percent was 
recorded for these three types of providers, with the number of doctors expanding
at about 10 times the rate of nurses, and more than two-and-one-half times the 
rate of auxiliaries. 

The third identifiable trend deals with the changing mix of personnel Umbat 
occurred over this decade. These are numerically detailed in Exhibit XXII!.L.The
relative weight of what will hereafter be referred to as the "medical care team,"
which consists of doctors, nurseq, and nurse auxiliaries, has remained relatively
constant over the decade. That is, direct health care servicethe delivery
capability (as measured by the share of the medical ieam incare total regional
health positions) did not change appreciably over the past decade. The
composition of the team, however, did chanWg..iwidely fluctuating relative annual 
rates of growth of different types of medical care providers obviously generates
changes in the relative skill-intensity mix and concomitantly produces changes in 
the relative costs of the services provided. 

From the start of the period, 1975, the doctor-intensity of medical care providers­
(i.e., the ratio of the number of doctors to the combined number of doctors, 
nurses, and nurse auxiliaries) continually increased through 1980. Since then,
after falling slightly in 1981, it has remained relatively constant, and substantially
above its 1975-1979 level 

Other things being equal-most importantly the division of labor within the
medical care team, the MOH clientele-4o-provider ratio, and the productivity of 
MOH providers-this would suggest that the average skill intensity of the care 
provided by MOH personnel as a whole has increased, and concurrently that the 
MOH's average (personnel-derived only) cost of providing a medical consultation 
has increased. 

The situation with respect to nurses is more ambiguous. After initially increasing
slowly but steadily from 1975 to 1979, the nurse-intensity of the pool of potential
MOH medical care providers (measured, again, as the ratio of the number of 
nurses to the combined number of doctors, nurses, and auxiliaries) followed a near
mirror-image path of slow but steady decline. By 1984, it stood slightly below its 
1975 level, and at its lowest level for the decade. 

Finally, the auxiliary-intensity of the MOH provider pool has changed very little
during the past 10 years. In large part this is because it comprises nearly one-half
of the sum of these three types of potential providers: a larger number of changes
in the absolute numbers of auxiliaries is necessary to change the auxiliary­
intensity ratio. The relatively constant level of this measure is also partly
attributable to the generally counteracting and offsetting tendencies of the 
fluctuations in the number of doctors vis-a-vis nurses. 

In 1975, the auxiliary-;ntensity measure was at its highest level for tho' decade. It 
reached its low point in 1980, the same year that the doctor-intensity measure
peaked, and only one year after the nurse-intensity measure peiked. Thereafter 
the auxiliary measure slowly climbed upward to slightly less than its initial level 
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EXHIBIT XXIII
 

REGIONAL POSITIONS 1975-1984* 

1975 1976 1977 1978 1979 1980
 

M6dicos 1.007 	 1.215
1.097 1.325 1.327 1.562
 
(%of the 3) 24% 26% 26%
27% 	 26% 29%
 

Enfermeras 1.005 1.010 
 1.176 1.313 1.307 1.328
 
(%of the 3) 24% 25%
24% 25% 25% 24%
 

Aux. Enf. 2.178 2.016 2.265 2.513 2.496 2.584
 
(%of the 3) 52% 49% 49% 
 49% 49% 47%
 

Los Tres 4.190 4.123 4.656 5.130
5.151 5.474
 
(%of total) 49.2% 45.5% 46.2% 
 47.8% 45.7% 46.7%
 

Total 8.517 
 9.052 10.071 10.778 11.220 11.717
 
(%change) (6.3%) (11.3%) (7.0%) (4.1%) (4.4%)
 

1981 1982 1983 1984
 

M~dicos 	 1.537 1.541 1.541 1.523
 
(%of the 3) 28% 28% 28% 28%
 

Enfermeras 1.341 	 1.281
1.295 1.261
 
(%of the 3) 24% 24%
24% 	 23%
 

Aux. Enf. 2.617 2.636 2.635 2.635
 
(%of the 3) 48% 48% 48% 
 48%
 

Los Tres 5.495 5.472 5.457 5.419
 
(%of total) 46.0% 46.0% 46.0% 
 45.8%
 

Total 11.934 11.891 11.867 11.827
 
(/change) (1.9%) (-0.4%) (-0.2%) (-0.3%)
 

* Does not include contracted labor or health board positions.
 

Sources: 	Salud Pablica en Cifras and Memorias, various years,

computed from Cuadro: Recursos de Personal...
 



If the division of labor within the medical team had remained constant over the
1975 to 1984 period, and the MOH clientele-to-provider ratio, as well as the 
productivity of the MOH prcviders, had remained constant, then the skill-intensity
and hence personnel-related costs of the average MOH-provided medical care 
consultation would have increased. These conditions, however, were not met,-as-is­

-- eadi~i-evidentfw=Ju3Map - ts__,X. The population of El 
Salvador has grown more rapidly in the past 10 years than has the number of these 
three provider-types. Moreover, the distribution of the increases in the population
and in the three provider-types has been uneven. This has, in turn, encouraged an 
app.rent change in the division of labor between these three personnel types. This 
is evidenced by (1) the marked increase in the number of "medical" care visits 
provided by nurses and auxiliaries and (2) the marked inter-regional disparities in 
the activities of these three classes of personnel, in both qualitative and 
quantitative terms. 

Looking first to variations by health region,_rom-Exhi v" 
the type of medical care personnel who attend most births in any particular
region varies widely by region. This is probably primarily due to the variations in 
the distribution of personnel types. Perhaps related to this finding of (de facto or 
deliberate) delegation is the finding that nurses and auxiliaries are now carrying 
out a significantly increasi umber of additional-primarily maternal and child 
health-related-activities. Jt is possible that thi is (at least , part) a st4istical 
artl act-a -hange that tkin fact " a change in the way he numbe are 
repo ted to the"-MQH Deparlment of Statistics. This oes not, ho ever, appear to 
be the ase. * 

* The way in which the reporting forms used by the centers, units, and posts (there
is one for the units and posts, and another for the centers) have been changed,
however, is such as to make it more difficult to note these new developments.
The facilities and the Department of Statistics have both followed a pattern of 
increasing the level of aggregation of these data, so that only by tracing back to 
original documents (to the regional reports and in some cases to the individual 
facilities) can the full extent of the changing distribution of these types of health 
care activities being performed by different personnel types be fully ascertained. 

In an interview, the Director of the Department of Statistics in MOH explained
that the Ministry's publications on health care provision and utilization (viz., Salud 
Publica en Cifras and Memorias) had to be careful to label the medical care 
provided by nurses and auxiliaries as something different from that which was 
attributed to physicians, because "the doctors" objected strenuously to having the 
services they provided comp ,red directly to those provided by non-physicians. 

Another very important point he made during the interview was that the data sent 
to the Department were provided to them by each of the Regional Health Services 
offices. He maintained that he could not be absolutely certain how good or how 
bad the information was, but left the distinct impression that he did not have a 
great deal of confidence in its quality. This must be borne in mind throughout this
discussion, and was another factor encouraging the development of a relatively
long time seies of the various statistics used. It is hoped that the biases,
inconsistencies, and inaccuracies, which indubitably exist, will have more of a 
tendency to "wash out" over a longer period of time. 
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EXHIBIT XXIV
 

CHANGES IN THE NUMBER OF

PARTICULAR MEDICAL CARE PROVIDER TYPE AND THE 
TOTAL REGIONAL SERVICES PERSONNEL POSITIONS 

(IN PERCENTAGES) 

RELATIVE
 

YEAR TOTAL DOCTORS NURSES AUXILIARIES ARS 
GROWTH 

(1)+(2)+(3)* RATES ** 

1975-76 6.3 8.9 0.5 (-7.4) (-1.6) (-.3) 

1976-77 11.3 10.8 16.4 12.4 12.9 1.1 

1977-78 7.0 9.1 11.S 10.9 10.6 1.5 

1978-79 4.1 0.2 (-0.5) (-0.7) (-0.4) (-.1) 

1979-80 4.4 17.7 1.6 3.5 6.7 1.5 

1980-81 1.9 (-1.6) 1.0 1.3 (-36.6) 0.4 0.2 

1981-82 (-0.4) 0.3 (-3.4) 0.7 52.1 (-0.4) 1.0 

1982-83 (-0.2) 0.8 (-1.1) 0.1 (- 6.5) (-.3) 0.7 

1983-84 (-0.3) (-1.9) (-1.6) (-0.2) 0.4 (-0.7) 0.4 

1984-85 6.4 

This percentage is derived from changes in the sum of the number of each 
of these personnel tpes, and is not a simple average (mean) of the three 
individual rates. 

** This is a msasure of the relative rates of increase in the numbers of 
doctors, nurses and nurse auxiliaries compared to all regional services
 
personnel. If the rates of increase are identical 
the value in the column
 
is equal to one. If doctors, nurses and auxillares' expanded at a slower
 
than the total staff the value is less than one.
 

Source: Computed from Tables.
 



EXHIBIT XXV 

THE POPULATION OF EL 

YEAR 


1975 


1976 


1977 


1978 


1979 


1980 


1981 


1982 


1983 


1984 


1985 


SALVADOR' 

POPULATION
 

3.924.000
 

4.068.000
 

4.217.000
 

4.372.000
 

4.444.000
 

4.514.000
 

4.568.000
 

4.623.000
 

4.678.000
 

4.730.000
 

4.787.000
 

Source: 	 Encuesta Nactonal de Salud Familiar (FESAL-1985)
 
Informe Final Asociacl6n DemogrAfica Salvadorefia,
 
Institute for Resource Development of Westinghouge,
 
Investigaciones de Poblaci6n y Mercado, Mayo 1986.
 



EXHIBIT XXVI 
Page 1 03 2 

BIRTH ATTENDANTS BY TYPE OF PERSONNEL & REGION 

1981
 

Doctor 


11/0 Nctro 
Nurse 


W/O Metro 


Ncrse Auxiliary 


W/O Metro 


Total 


1982
 
Doctor 


W/O Metro 

Nurse 


W/O Metro 

Nurse Auxiliary 


W/O Metro 


Total 


COUNTRY 


35.262 

69% 


49%
 
7.2C5 

14% 

23%
 

8.711 

17% 

28%
 

51.178 


34.472 

67% 


45%
 
7.824 

15% 

25%
 

9.212 

18% 

30%
 

51.508 


OCCIDENTAL 


5.859 

52% 


2.511 

22% 


2.828 

25% 


11.198 


6.084 

52% 


2.547 

22% 


3.091 

26% 


11.722 


CENTRAL 


3.150 

82% 


589 

15% 


96 

3% 


3.835 


2.992 

79% 


501 

13% 


293 

8% 


3.786 


METROPOLITAN 


20.243 

99.5% 


105 

0.5% 


1 

0.0% 


20.349 


2a.675 

99.6% 


73 

0.4% 


5 

0.0% 


20.753 


PARA CENTRAL ORIENTAL
 

2.969 3.041
 
45% 33%
 

1.170 2.830
 
18% 31%
 

2.518 3.268
 
38% 36%
 

6.65' 9.139
 

2.018 2.703
 
32% 30%
 

1.739 2.964
 
28% 33%
 

2.541 3.282
 
40% 37%
 

6.298 8.949
 

Source: infonnes de las Actividades Mcnsuales, MSPAS, 1981-1985.
 



EXHIBIT XXVI
 page 2 Of 2 

BIRTH ATTENDANTS BY TYPE OF PERSONNEL & REGION 

1983 
COUNTRY OCCIDENTAL CENTRAL METROPOLITAN PARACENTRAL ORIENTAL 

Doctor 

W/O Metro 

33.964 
68% 
45% 

5.901 
52% 

2.815 
81% 

20.771 
99.5% 

1.853 
33% 

2.624 
31% 

Nurse 

W/O Metro 

8.118 
16% 
28% 

2.613 
23% 

452 
13% 

82 
0.4% 

2.001 
35% 

2.970 
35% 

Nurse Auxiliary 

W/O Metro 

7.884 
16% 
27% 

2.856 
25% 

192 
6% 

13 
0.1% 

1.832 
32% 

2.991 
35% 

T 0 T A L 49.966 11.370 3.459 20.866 5.686 8.585 

1984 

Doctor 

W/O Metro 

33.858 
69% 
46% 

5.483 
50% 

2.933 
81% 

20.542 
99.8% 

2.032 
36% 

2.868 
34% 

Nurse 

W/O Metro 

7.753 
16% 
27% 

2.452 
22% 

595 
16% 

44 
0.2% 

1.969 
35% 

2.693 
32% 

Nurse Auxiliary 

W/O Metro 

7.649 
26% 
27% 

3.026 
28% 

98 
3% 

6 
0.03% 

1.600 
29% 

2.919 
34% 

T 0 T A L 49.260 10.961 3.626 20.592 5.601 8.480 

1985 

Doctor 35.233 

Nurse 

Nurse Auxiliary 

69% 
8.135 
16% 

7.356 
15% 

T 0 T A L 50.724 



B. EVOLUTION OF THE REGIONAL OFFICE S'TAFF PERSONNEL AND 
SALARIES 

Exhibit XXVII presents information on the changing regional office staff 
personnel and salaries from 1975 until 1986. At the beginning of the period of 
study, 1975, each of *the five regional health offices' staffs consisted of six 
positions: (1) a regional director, (2) a regional sub-director, (3) a regional
medical supervisor, (4) an epidemiological supervisor, (5) a regional health 
engineer, and (6) a regional dentistry supervisor. While the size of the staff 
remained constant (at six) from 1975 until 1982, their combined salaries grew 32 
percent (in nominal terms). 

In 1983, thi first change (since the start of this period, 1975) in regional office 
staffing patterns was implemented. This consisted, in all five regions, of the 
addition of a second medical supervisor. In the foUcwing year, 1984, further 
changes occurred. Four more positions were added in each region. These were 
designed and intended to begin the implementation of the decentralization scheme 
(see team member Irene Boostrom's report for details of the plan). With the
exception of the Metropolitan Region, all five regions added an administrative 
manager, a chief of human resources, a chief of financial accounting, and a 
regional medical supervisor for the maternal and family planning programs. These 
changes increased the number of regional office staff positions from seven to 11,
and increased salary outlays of the offices by 45 percent, each of which now 
totaled 21,145 colones per month (274,885 annually, including routine bonuses). 

In early 1986, the decentralization design prompted further additions to the 
regional offices' staffs. The 1986 changes were less uniform across regions than 
any of the others introduced up until tUiat time. As in 1984, the Metropolitan
Region changed the least: it introduced a regional chief for social pediatrics and 
nutrition (the first alteration in its regional office employment structure since the 
start of the period). All of the other regions likewise added such a position to 
their central offices, and created two additional positions as well: a chief and an 
assistant for regional accounting. Two regions, Oriente and Occidente, also added 
two additional accounting assistants. As of January 1986, the "average" regional
office staff consisted of 14 positions, with an annual payroll of 369,525 colones. 

C. CHANGING LEVELS OF REh&UNERATION 

As already noted, there is a need for two different perspectives on the relation­
ship of salaries to prices and costs. From the medical personnel perspective the
relevant consideration is what is hacpening to the general level of consumer 
prices; i.e., to the purchasing power of their income. Here the relevant index to 
analyze is the consumer price index (CPI). This is what may be termed the labor 
supply consideration, or the worker-motivation/effort consideration. On the other 
side of the labor market is the MOH, which hires (demands) a variety of different 
types of personnel, in different quantities, to perform a variety of tasks. These 
are what will be termed the labor demand considerations. 

Turning first to labor supply considerations, the general trend of the level of real
remuneration is clearly a downward one (see Exhibit XXIX). Doctors have fared 
the worst with regard to the degree of erosion of the real level of remuneration. 
MOH physicians (specifically those who are contracted to work two hours per day
solely for the purpose of providing medical care services, as opposed to 
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EXHIBIT XXVIII
 

EVOLUTION OF REGIONAL OFFICE STAFF
 
PERSONNEL AND MONTHLY SALARIES
 

REGIONAL OFFICg STAFF POSITION 1975 1976 977 1978 1979 1980 1981 

1. Director Regional de Salud 
2. Sub-director Regional de Salud 
3. Mddico Superviscr Regional 
4. Mdlico Epidemi6logo Supervisor 
5. Ingeniero Regional de Salud 
6. Odont6logo Supervisor Regional de Salud 

Total Regional Office Salary 

1.750 
1.650 
1.500 
1.500 
1.500 
1.500 

9.400 

1950 
1.850 
1.850 
1.850 
1.690 
1.690 

10.880 

2.050 
1.945 
1.945 
19.45 
1.175 
1.775 

11.435 

2.140 
2.035 
2.035 
2.035 
1.865 
1.865 

11.975 

2.140 
2.035 
2.035 
2.035 
1.855 
1.865 

11.975 

2215 
2110 
2110 
2110 
1940 
1940 

12425 

2215 
2110 
2110 
2100 
1940 
1940 

12425 

1982 1983 1984 1985 1986 

1. 
2. 
3. 
4. 
5. 
6. 

2.215 
2.110 
2.110 
2.110 
1.940 
1.940 

2.215 
2.110 
2.110 
2.110 
1.940 
1.940 

2.215 
2.110 
2.110 
2.110 
1.940 
1.940 

2.345 
2.240 
2.240 
2.240 
2.070 
2.070 

2.445 
2.340 
2.340 
2.340 
2.170 
2.170 

7. M6dico Supervisor Regional NE 2.110 2.110 2.240 2.340 

8. Medico Supervisor Regional del 
Programa Materno y Planificaci6n 
Familiar 

9. Gerente Adinistrativo 
10. Jefe de Recursos Humanos 
11. Jefe Financiero Contable 
12. Jefe Regional de Pediatrfa Social 

y Nutrlci6n 
13. Jefe de Auditorfa Regional 
14. Auxillar de Auditorfa Regional 

NE 
NE 
NE 
NE 

NE 
NE 
NE 

NE 
NE 
NE 
NE 

NE 
NE 
ME 

2.110 
1.800 
1.500 
1.200 

NE 
NE 
NE 

2.240 
1.930 
1.630 
1.330 

NE 
NE 
NE 

2.340 
1.030 
1.730 
1.480 

2.340 
1.2W 
1.08L 

Total Regional Office Salaries 12.425 14.535 21.145 22.575 28.425 

The 1984 addition of 4 regional office positions was common to all 5 regional offices, with the exception
 
of the Metropolitan Region, which did not add any.
 
NE = Non-existent, i.e.. subseuuentlv developed/created position.
 



EXHIBIT XXIX 

REGIONAL HEALTH SERVICES PERSONNEL REMUNERATION: 
MONTHLY 

(IN CONSTANT 
SALARIES 

1978 COLONES)' 

1975 1976 1977 1978 1979 1980 

Doctors 
(2 hrs/day) 

Nurse 

615.4 

531.5 

626.6 

574.4 

584.1 

543.2 

536.1 

530.9 

478.4 

713.0 

423.2 

607.4 

Nurse 
Auxiliary 

Sanitary 
Inspector 

349.7 

433.6 

378.6 

489.6 

379.7 

455.6 

376.3 

469.1 

483.0 

464.6 

411.4 

419.3 

Doctors 

1981 

368.9 

1982 

330.1 

1983 

291.7 

1984 

261.2 

1985 

225.8 

(2 hrs/day) 

Nurse 570.4 510.4 451.1 404.0 382.3 

Nurse 
Auxiliary 358.6 397.3 351.2 314.5 309.0 

Sanitary 
Inspector 

ARS Supervisor 

365.4 

N/A 

348.4 

348.4 

307.9 

307.9 

275.8 

275.8 

277.3 

277.3 

* These a.re CPI based adjustments. 



--

administrative duties) experienced a fall in their purchasing power of nearly two
thirds between 1975 and 1985. 

The pattern of the movement of their salary has been the most consistent of thosm~Xof-fnedica* personnel in generaL A-eur-ot1
Prented-in Bf hb i, part-time physicians, nurses, nurse auxiliaries, an(sanitary inspectors, experiened increases in their real remuneration level in 197Erelative to 1975 the doctors experiencing by far the smallest. In subsequent years,the doctors' position eroded at about the same or-more commonly-at a faster
rate than that of the other personnel types in each year. 

Since 1978 part-time MOH physicians have suffered an average annual reductionin their real salary of about 11 percent. The levels of real income for the otherthree types of personnel are not nearly as consistent. Their general e',sion hasbeen periodically slowed, and occasionally-much more frequently earlier in thedecade-the downward trend was temporarily reversed. VQonsidered as threeindividual categories of workers, in no year have nurses, nurse auxiliaries, 4psaritry-tmpzten experienced largeas a drop in their MOH-derived income as 
have physicians. 

The cumulative Mfect of these trends has been least for nurse auxiliaries. As agroup, they have experienced a rate of decrease in their real income of about one­fiL th the level of doctors. The ratio of doctor to auxiliary salaries has fallenmarkedly from 1.76 to 0.81 over the 1975 to 1985 period. 

From a labor market perspective, how might these data be interpreted? What arethe likely causes and eifect* of these trends on the labor supply side, i.e., on thewillingness and ability of physicians, and auxiliaries to seek employmentnurses,
with the MOH, and, having obtained or retained such a position, what might betheir causes and effects for the level of effort put forth by the physicians, nurses,

and auxiliaries?
 

First lo)king at the supply side of the market, the market signals being sent tophysicians are unambivalent. Physicians have been increasingly discouraged fromentering MOH service (at least aon in.,dical service/consultsition provision-onlybasis). Unfortunately, it is impossible to ascertain what the actual impact of
these signals has been, without additional information about (a) physicianknowledge, a.ttitudes, and practi-e ioncerning their job market (present andfuture, public and private); (b) the size and nature of the private medical caresector; and (c) a consideration that overlaps with both of the preceding points, theactivities r:gd plans of international donor agencies in El Salvador. 

These are three exceedingly important topics about which there is virtually nosystematic infoReation. This void precludes a full understanding of how the entire(public and private) medical care system in El Salvador functions: what its variousagents are doing, what they believe their own and other actors' responsibilities tobe, the extent to which their activities overlap, and how they interact and affect one another-consciously and unconsciously. With only a partial picture, it isimpossible to fully understand the health care delivery "system" of El Salvador, or+o tie able to model it with any significant degree of accuracy. Hence, healthsector planning, in particular, is se-verely crippled; and, on a more general level,the quality of public health policy analysis and decision-making remains far belowits potential. Analysis, by default, must be based on partial and anecdotal 
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EXHIBIT XXX 

CHANGES IN REAL SALARIES, 1975-1985
 

Doctors 

(2 hrs/day)
 
Nurse 


Nurse Auxiliary 


Sanitary
 
Inspector 


Doctors 

(2 hrs/day)
 
Nurse 


Nurse Auxiliary 


Sanitary
 
Inspector 


ARS Sup. 


Doctors 


Nurse 


Nurse Auxiliary 


San. Insp. 


ARS Sup.
 

(CPI-base adjustment)
 

1975-1976 1976-1977 1977-1978 


1.3% -6.8% - 8.2% 


8.1% -5.4% - 2.3% 


8.3% 0.3% - 0.9% 


12.9% -6.9% 3.0% 


1980-1981 1981-1982. 1982-1983 


-11.6% 


-11.6% 


-11.6% 


-11.6% 

-11.6% 


1975-1979 1975-1980 1980-1985 


-22.3% 


+34.1% 


+38.1% 


+ 7.1% 


1978-1979 1979-1980 

-10.8% 

34 % 

28.4% 

- 0.1% 

1983-1984 1984-1985 

-10.5% -13.6% 

-10.4% - 5.4% 

-10.4% - 1.7% 

-10.4% 0.5% 
-10.4% 0.5% 

1979-1985 1975-1985 

-52.8% -63.3% 

-46.4% -28.1% 

-36.0% -11.6% 

-40.3% -36.0% 



evidence, in combination with social science theory, common sense, and intuition 
all screened through an appreciation and understanding of the socioeconomic,
cultural, and general institutional milieu. As such, it is unavoi(able thal
differences in interpretation are oftentimes substaritial and can have significani
(wide-ranging and long-lasting) implications. This, obviously, is an area that is in
dire need of a great deal of additional attention. 

Although there is not adequate information to support a definitive analysis,
because tLis is a vitally important public policy issue it is imperative to detailwhat is known and what may be reasoned through based on partial information
(and explicitly recognizing this limitation). The effect of the absolute andrelative erosion the position of MOHof financial physicians vis-a-vis other
medical team members (both nurses, and especially auxiliaries) has, in alllikelihood, dulled the motivation of physicians. This has probably undermined therelative attractiveness for physicians of seeking employment with the MOH. 

From the demand-side perspective: what might b-3 the causes and effects of these
trends on the willingness and ability of the Ministry of Health to seek the services
of these different types of medical care personnel? It is likely that the absolute
and relative erosion of the financial position of physicians has vitiated the
incentives of those physicians already working for the Ministry. This is likely tobe one of the considerations that prompted introduction effectivethe and
enforcement of minimum work effort norms/requirements for MOH-employed
physicians: they are required to provide an average of six consultas per hour. 

The degree of impact of the physicians' relatively greater financial slide is in
large part a question of the Ministry of Health's dynamic and transactional
relationship with the private sector. Unfortunately, the doarth of information
about the private sector in general, and specifically the private physician market,
effectively occludes even an initial estimate of the magnitude of that impact.
One fact that is known is that the Government has (for at least the past six years)
established maximum prices physicians can charge. A two-tiered pricing policy
set a ceiling price on a visit to a generalist at 20 colones, and to a specialist at 30
colones. These rates were revised in January 1986 to 30 and 40 colones,
respectively. 

In informal dicussions with Salvadorans from a variety of backgrounds and
economic statuses it was learned that not only was the maximum price not the
effective price (i.e., the one that is actually charged), but that the intended eitectof this legislation has iargely gone unrealized because of a variety of tactical
devices private physicians have adopted. Most commonly mentioned theis
practice of labeling each individual procedure the physician performs a separate
consulta, and charging the patient accordingly. 

At first glance, the fact that the establishment of a ceiling price would give riseto an innovative permuttion of a seem that theblack market would to suggest
good or service in que!tion is in short supply relative to demand, and thusunderpriced-presumably because of the Government's interference in the market. 

This, however, is not the case in the physician services mar!: tof El Salvador, or any other country where the market is allowed to function to any significant
degree in determining th'e prices that are paid to physicians on a fee-for-service
basis. It is well known that the medical care market has a number of distinct, and 
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in many cases unique, characteristics. Most relevant to this discussion are thehigh level of consumer (patient) ignorance about the appropriate treatmentprocedures, the availability of alternative providers/facilities, and the relativeprices of both alternative procedures and providerst; the ability of physicians tomanipulate (increase) demand (via what economists would label "changing tastes")by, for instance, scheduling an unnecessary but patient-reassuring follow-up visit"to see how you are doing"; the practice of judging quality by price; and thedistortions in behavioral patterns resulting from distorted (non-efficiency-related)
pricing policies (i.e., setting prices for goods or services at levels that have littleor no relationship to the costs of producing or delivering those goods or services).
Becaue of these characteristics* it is possible that even in a market with arelatie oversupply of physicians, the price of physician services can continue to 
increase.
 

The market price for physician services can continue to increase because theaforomentioned market abnormalities allow/enable physicians increaseto themarket demand. This scenario presumes that at least some physicians, acting ontheir own as individual agents (motivated, for example, by the desire to achievesome targeted income level), are continuously involved in an ever-dynamic,assessment-adjustment process. Through the processes of their "price leadership"effect and the aggregation of the individual physician behavioral patterns, theirassessment-adjustment process comes affect entireto the physician services 
market. 

The conventional wisdom in El Salvador holds that there is an excess of physicians,particularly in the capital. That physicians turn at all to the Ministry of Healthfor employment, it is said, is (1) to develop a clientele upon graduation frommedical school, (2) to augment their private practice-derived income with a moresecure, albeit relatively low-paying "regular" job, and, less frequently mentioned,(3) because of a personal commitment to public service. 

Since a large (but unknown) proltortion of all practicing physicians in El Salvador
works on at least a part-time basis for the Ministry of Health (Shuftan and Correa
1985), it is possible that the absolute and relative decline in the real purchasingpower of physicians' MOH-derived income has (via the mechanisms describedabove) contributed to upward pressure on their private practice prices. 

It is also possible that declining physi.ian compensation has contributed to both
the absolute and relative declines in their productivity levels. Despite the factthat the relative position share of physicians vis-a-vis nurses and auxiliaries hasincreased a small amount in recent years, tfe share of total medical careconsultations provided by physicians has fallen (see Exhibit XXXI). Moreover, theaverage number of man-hours worked per physician increased by 7 percentbetween 197L..and 1985 (data from Alens 1986, pp. 49-50). Thus the decline inphysician productivity has been eien greater than suggested by the output perposition data. Furthermore, despite the fact that the last decade has witnessed asignificant expansion in the number of health eenters and especially health units,which have traditionally been directed by a part-time physician (for two to fourhours per day), the number of physicianr, serving as directors of centers and unitshas remained relatively constant. It may be deduced that non-physicians are
increasingly serving es directors of such facilities. By implication, it may beinferred that the percent of MOH physicians in Regional Health Services who areproviding medical care services (as oppo.-ed to filling administrative positions) has 



EXHIBIT XXXI
 
Page I Of 2
 

TOTAL MEDICAL CARE VISITS BY
 

TYPE OF MEDICAL CARE PROVIDER
 

1971 1972 1973 1974 1975
 

Doctors 1.594.089 1.712.490 	 1.846.938
1.818.214 1.928.898
 
(% of total) (85.2%) (88.8%) (92.7%) (88.1%) (85.6%)
 

Nurse 	 178.134 
 94.861 77.082 116.438 159.679 
(% of total) ( 9.5%) ( 4.9%) ( 3.9%) (5.6%) (7.1%) 

Nurse
 
Auxiliaries 98.782 93.533
121.122 133.926 163.868 
(% of total) ( 5.3%) ( 6.3%) ( 4.8%) (6.4%) 7.3%) 

Total 1.871.005 1.928.473 	 2.095.774
1.962.311 	 2.252.445
 

(% annual growth) 	 3.1% 1.8% 6.8% 7.5%
 

* Includes emergency visits/treatment. 

Source: 	 Salud POblica en Cifras, various years; Memorids, various years,
 
MSPAS.
 



EXHIBIT XXXI
 
Page 2 Of 2
 

TOTAL MEDICAL CARE VISITS BY TYPE OF MEDICAL CARE PROVIDER' 

1976 1977 1978 1979 1980 1981 1982 1983 1984 

Doctor 2.129.545 2.470.927 2.494.986 2.853.442 2.531.492 2.860.890 2.620.628 2.600.991 2.883.818 
(% of total) (79.6%) (80.1%) (74.8%) (70.3%) (72.5%) (77.3%) (76.3%) (70.2%) (74.2%) 

Nurse 342.210 394.740 459.912 485.484 489.802 494.682 360.241 642.297 602.804 
(% of total) (12.8%) ' (12.8%) (13.8%) (12.0%) (14.0%) (13.4%) (10.5%) (17.3%) (15.5%) 

Nurse Auxiliary 183.901 142.911 135.677 141.770 160.100 157.054 226.138 231.181 178.327 
(% of total) (6.9%) ( 4.6%) ( 4.1%) (3.5%) ( 4.6%) ( 4.2%) ( 6.6%) ( 6.2%) ( 4.6%) 

ARS 20.800 76.696 243.233 435.039 311.619 188.400 226.263 229.975 222.044 
(% of total) (0.78%) ( 2.5%) ( 7.3%) (10.7%) ( 8.9%) ( 5.1%) ( 6.6%) ( 6.2%) ( 5.7%) 

Total 2.676.456 3.085.274 3.333.808 4.057.505 3.493.013 3.701.026 3.433.270 3.704.444 3.886.993 
[% growth] 

With ARS: 18.8% 15.3% 8.1% 21.7% -16.2% 6.0% -7.2% ?.9% 4.9% 
Excluding ARS: 17.9% 13.3% 2.7% 17.2% -12.2% 10.4% -8.7% 8.3% 5.5% 

* Includes Emergency visits/treatments. 

Sources: 
 Computed from "Cuadro: Cobertura de la Asistencia Ambulatorla", Salud Pdblica en Cifras, various years,

Memorias, various years, MSPAS.
 



increased concomitantly as the number of MOH Regional Health Service physi­
cians has increased. in turn, one to expect thatThis, would lead the average
productivity of physicians is increasing because as a group they are health care
provision-intensive. But, as has been pointed out, this, in fact, has not been the 
case. 

A very legitimate question that may be raised with regard to this entire discussion
is whether the chicken or the egg came first. That is, was it in fact productivity
that first fell off, and was it falling physician productivity that prompted the 
Ministry to withhold the reward (or levy the penalty) of relatively constant 
nominel wage levels? Or, alternatively, is the ordering of the scenario as has been
described here more accurate? That is, did falling real wage levels prompt
(through the various mechanisms that have been suggested here) a drop in 
productivity? 

There are two levels of response3 to this question. First, tracing the time paths of 
the productivity series and the real nominal wage series leadsand one fairly
unambiguously to the conclusion that the fall in productivity was a response (an
effect), and that the fall in real wages was the cause. 

But the question may also be answered on a very different level. The question
implicitly makes two assumptions: if falling physician productivity was the cause
of the fall in wages, it assumes first that the MOH would have to be cognizant of
that fall, and second, that it would then act on that information in such a way as 
to very demonstrably reprimand the physicians financially. Neither of these 
assumptions is warranted. To date, with the exception of a study conducted on 
the Ayudantes Rurales en Salud ( NRS) with the assistance of USAID/ES (Rubin et 
al., 1983), to our knowledge the MOH has not used its database to analyze the 
productivity or efficiency of its services. Second, given the political clout of
physicians in El Salvador and their prevalence in powerful administrative positions
in the Ministry of Health itself, it is unlikely that the MOH would take such a 
deliberate and antagonistic swipe at the profession. 

D. "PRODUCTIVrrY" ANALYSIS: CHANGING LEVELS OF VISITS PER 
PROVIDER 

Let us take a closer look at the changing levels of productivity by personnel type 
over the last decade. We can improve on some of the basic measures that have
been discussed up to this point. To control for one of the variations that has
complicated the picture to this point-the increased number of work hours per
position-the number of FTE physicians was computed from 1975 to 1985. A type
of productivity measure-an average number of consultations per physician FTE­
was computeL Similar measures were computed for all non-physicians, non­
nurses, and for non-auxiliaries; and for (a) nurses, (b) auxii-iries, and, (c) all
remaining regional position types (considered together) as well. These daita are
presented in Exhibit XXXII. To be better able to discern what has been happen!rg
to the changing relative numbers of physicians, nurses, and auxiliaries, the shares
of each of these three personnel types in the medical care team is presented in
Exhibit XXXIII for 1975 to 1984. Exhibits XXXIV through XXXVI present the 
average annual productivity levels for physicians, nurses, and nurse auxiliaries by
health region from 1975 to 1984. Juxtaposing Exhibits XXXIV and XXXV, reveals
that as the average productivity of physicians has fallen off markedly and fairly 
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EXHIBIT XXXII
 

TOTAL FTE REGIONAL POSITIONS, 1975-84"
 

1975 1976 1977 1978 1979 

(1)
Doctors 819.4 899.4 1.009.5 1.065.25 1.103.8 

(2)
Nurses 927 937.5 1.054.5 1.227 1.307 

(3)
Nurse 
Au'liaries 2.115 1.998 1.998 2.466 2.496 

(1)+(2)+(3) 3.861.4 3.834.9 4.062 4.758.3 4.911.5 

All Others 4.320.5 4.893.75 5.415 5.627 6.090 

Total 8.181.9 8.728.7 9.477 10..!.3 11.001.5 

1980 1981 1982 1983 1984 

(1) 
Doctors 1.333.2 1.336.8 1.305 1.317.5 1.302 

(2)
Nurses 1.328 1.341 1.295 1.281 1.261 

(3)
Nurses 
Auxiliaries 2,584 2.617 2.636 2.639 2.635 

(1)+(2)+(3) 5.245.3 5.295 5.236 5.237.5 5.198 

All Others 6.192 6.385 6.366 6.359 6.357 

Total 11.437 11,680 11.602 11.596.5 11.555 

* Does not include limited contract labor or health board positions
 
Source: 	Cxputed from data on positions in Salud POblica en Cifras
 

and Memorias and from data on hours by position from Ley

de Salarios, vaiours years. 



EXHIBIT XXXIII
 

PERCENT OF FTE DOCITORS, NURSES AND NURSE AUXILIARIES
 

Doctors 

Nurses 

Nurse 
Auxiliaries 

Total: 

1975 

21% 

24% 

55% 

100% 

1976 

23% 

24% 

52% 

99% 

1977 

25% 

26% 

49% 

100% 

1978 

22% 

26% 

52% 

100% 

1979 

23% 

27% 

51% 

101% 

1980 

25% 

25% 

49% 

49% 

Doctors 

Nurses 

Nurse 
Auxiliaries 

Total: 

1981 

25% 

25% 

49% 

99% 

1982 

25% 

25% 

50% 

100% 

1983 

25% 

24% 

50% 

99% 

1984 

25% 

24% 

51% 

100% 

CorfTted Fmm EXH-IBIT 32 



EXHIBIT XXXIV 

OUTPUT/PRODUCTIVITY OF DOCTORS, BY REGION, 1975-1984 

Year Coun.ry 

1975 2,064 

1976 2,090 

1977 2.181 

1978 2,082 

1979 2.157 

1980 1.676 

1981 1.892 

1982 1,792 

1983 1,667 

1984 1,881 

(FTE DOCTORS) 

Occidental Central Metropolitan 

1.598 2.690 1,874 

1,553 2.407 1,912 

1.644 2.358 2,153 

1,615- 2,660 1.988 

1.F-;)1 2.934 1,845 

1.319 2.326 1,580 

1.376 2.549 1,620 

1.670 2,450 1.604 

1.609 2,130 1,66"1 

1,765 2.359 '.738 

Paracentral Oriental 

2,304 2,9Y6 

2.635 2.806 

2,377 2,625 

2,150 2.455 

2.471 2.704 

1.944 2.197 

2,159 2.577 

2.043 1.801 

1,688 1.442 

2.16,3 1.871 



EXHIBIT XXXV 

NURSE OUTPUTi- :IJ4DUCTIVITY, BY REGION, 1975-1984 
(FTE NURSES) 

Yeaj County C!:idental Central Metropolitap Paracentral Oriental 

1975 165 215 543 33 81 358 

1976 358 416 767 174 319 607 

1977 369 387 585 213 339 583 

1978 369 358 528 206 392 556 

1979 367 377 541 195 383 535 

1980 366 364 466 194 421 568 

1981 342 339 420 237 358 464 

1982 354 339 437 239 392 502 

1983 420 365 570 249 596 578 

1984 487 421 693 252 721 719 



EXHIBIT XXXVI 

NURSE AUXILIARY PRODUCTIVITY/OUTPUT BY REGION. 1975-1984 
(FTE AUXILIARIES) 

YEAR COUNTRY OCCIDENTAL CENTRAL METROPOLITANA PARACENTRAL ORIENTAL 

1975 73 16 217 7 112 263 

1976 88 24 253 6 133 310 

1977 61 37 116 3 88 176 

1978 52 36 85 2 82 147 

1979 55 37 65 2 76 171 

1980 60 27 64 3 93 193 

1981 59 29 51 6 90 179 

1982 84 32 93 5 95 284 

1983 87 33 103 7 135 263 



steadily, that of nurses has increased markedly, although not quite as steadily.
Differential roles of these three factors may be observed over space (region by
region) and over time (they have been slowly evolving). But what this 
development portrays in terms of our crude measure of "productivity" is that
physicians as a group are becoming less "productive," which may or may not be the 
case. Recognizing that they may be appropriately dvlegating some duties to 
subordinates, the falling number of consultas per physician (see Exhibit XXXIV) 
may mean that physicians are spending more time on relatively more difficult and
complex cases. Hence this development may reflect an improvement in the
quality of care being delivered. The "productivity" measure we have developed
does not take into account the quality of care provided or the changing case mix,
and thus is useless in trying to sort through these possibilities. 

Again, we have identified an important information void that hampers
understanding of the possible causes and consequences of some of the changes that 
have been occurring in MOH service delivery patterns. What has prompted this
change in the division of labor of the medical care team? Because the relative 
number of consultas per individual physician, nurse, and auxiliary has been
changing (as shown in Exhibits XXXIV, XXXV, and XXXVI) this is an important
question to be able to answer accurately. Given the low levels of nurse-to­
physician and auxiliary-to-physician staffing patterns, these developments are 
hard to explain. The relative scarcity of these less-skilled provider types would 
suggest that they are already burdened with a disproportionately large amount of 
work just trying to carry out their "normal" duties. One would not expect them,
therefore, to be performing new tasks. If, after accounting for changes in the 
delegation of duties and the case mix, a substantial differential.productivity
growth remains, a detailed analysis would be in order. The reason for the relative 
improvement in the "productivity" of nurses and auxiliaries, and the fall of that of
physicians, has important policy implications for improving the efficiency of the 
composition of the Ministry's health manpower team. The almost inverse relation­
ship between the cost of these provider types and their productivity trends 
underscores the potential efriciency gains to be realized. Still, as the rnncitudos 
involved are unknown, they will require detailed analysis. 
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SECTION SIX
 

THE MINISTRY OF HEALTH'S FINANCIAL FUTURE
 



VL THE MINISTRY OF HEALTHS FINANCIAL FUTURE 

A. BUDGETARY PROJECTIONS THROUGH 1991 

(1) R,levant Data 

The decade-long trend of che MOH share of the Central Government budget,
graphically portrayed in Exhibit I, and presented in tabular form in Exhibit
XXXVII, suggests that the MOHts share has been on the decline, and at a fairly
constant rate. In and of itself, this finding does not provide Prima facie evidence 
of an MOH financial crisis. The measure is useful only as a partial indicator. It is 
also useful for purposes of m!king MOH funding projections. Given estimates of 
future levels of the total government budget, the development of some first 
estimates of concurrent MOH funding levels is a relatively straightforwa d 
procedure.
 

Yet often, and certainly in the volatile situation that currently exists inEl
Salvador, this may not be adequate. To estimate the Central Government's budget
for some relatively near future year may simply be prone to too great a degree of 
error to be of much value. 

There is, however, an intermediate step that would be useful to take first, before 
proceeding with the MOH budget estimate. This :terrnediate step consists of 
developing another series of another partial indicator of MOH funding: the MOH 
level of funding relative to GDP. As a percentage of GDP, the Ministry's budget
is not likely to constitute a very large portion, nor is it likely to vary a gtrn-at deal,
since GDP is such a large number relative to the MOH budget; chatnges in the 
absolute level of the MOH budget are likely to be dwarfed in this relative 
measure. Exhibit XXXVIII presents this information covering the 1976 to 1986 
period, and attests to this fundamental mathematical relationship. 

I 

In the development of an estimate of the future MOH budget allocation it would 
be best to use both of these measures: that is, both the MOH budget aas 
percentage of GDP and as a percentage of the Central Government budget, each 
based on an analysis of its long-term trends. It is most unlikely that these two 
approaches will provide identical forecasts. Yet, because each focusec ,ncre
closely on a different relevant indicator, each has its own merits. As noted
earlier, GDP is important to take into account because it is a measure of the 
country's income and/or or the ability to pay, considered as an economic unit. The
Central Government's share in the economy is important to take into account both 
quantitatively and qualitatively because it is a more immediate indicator of the 
level of monies-that it has at its disposal to allocate to health (and all other
Ministries), and because it serves as a proxy measure, simultaneously for both the 
Government's commitment to health and the relative political power of the MOH 
and its advocates and allies. 

An estimate embodying information from both of these measures, therefore, is
likely to be a more accurate and more robust measure than an estimate based on 
only one of them. 
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EXHIBIT XXXVII
 

EVOLUATION OF THE MOH SHARE OF THE

TOTAL CENTRAL GOVERNMENT BUDGET ALLOCATION
 

ND EXPENDITURES
 

SHARE OF 	 BUDGET 
YEAR ALLOCATION SHARE OF EXPENDITURES
 

1975
 

1976 10.6% 	 10.7%
 

1977 10.1% 	 10.2%
 

1978 10.7% 	 .10.7%
 

1979 	 9.7% 
 9.8%
 

1980 10.6% 	 10.8%
 

1981 8.6% 8.7%
 

1982 8.1% 8.5%
 

1983 8.1% 9.2%
 

1984 7.2% 
 7.0%
 

1985 7.6% 	 7.5%
 

1986 	 -7.1%
 

Source: 	 Informe Complementario Constitucional sobre la 
Hacienda Pblica, Ejercicio Fiscal, various years. 



EXHIBIT XXXVIII
 

EVOLUATION OF THE MOH BUDGET ALLOCATION
 
AS A PERCENT OF GROSS NATIONAL PRODUCT
 

YEAR PERCENT
 

1975 1.80%
 

1976 1.75% 

1977 1.79% 

1978 1.93% 

1979 1.71% 

1980 2.09% 

1981 2.17% 

1982 2.01% 

1983 1.76% 

1984 1.87% 

1985 1.41% 

ANNUAL AVERAGES: 1975-1979: 1.796
 

1980-1982: 2.09
 

1983-1985: 1.68
 

Surce: Informe Complementario Constitucional,
 
Ministerio de Hacienda, various years.
 



In addition, because the Central Government budget of El Salvador is primarily
developed by line item extrapolations, looking directly at the level of the MOH's
budget allocation trends over time is also likely to provide useful information
about what the future may bring. After obtaining their individual estimates, th. 
measures may be examined simu!taneously, and a type of rudimentary sensitivity
analysis performed to gauge the extent of their overlap. 

(2) Analytical Techniques 

The most commonly used forecasting techniques (e.g., trend analysis or linear
extrapolations) are based on a key assumption: that the structure of the world has 
not changed, or if it has, it has not done so appreciably or in any discernible,
systematic fashion. Clearly this assumption has been violated. In El Salvador,
both the economy and the Central Government's role in Salvadoran society have 
changed markedly in the Ilst six years. Specifically: 

o 	 The war has generated abrupt increases in the levels of funding for 
the Ministry of Defense and the Ministry of Interior, often at the 
price of decreasing absolute and relative shares for other Ministries. 

o 	 The base of the economy-agro-export-has been permanently altered
by both war and agrarian reform. The output levels of the traditional 
major crops-coffee, cotton, and sugar-are not expected to regain
their pre-1979 levels in the near future. 

o 	 Capital flight, universally acknowledged to be of prodigious, though
unquantified, proportions, coupled with continuing industrial and 
infrastructural sabotage (unofficially estimated to have totaled 1.45
billion colones at the end of 1985), have both drained the country of 
much of what otherwise would have been its innate
reconstruction/investment potential, simultaneouslywhile creating
the need for more. 

o The manufacturing sector's output fell by 30 percent and its
employment level tby nearly 20 percent between 1979 and 1982. Both 
are only very slowly starting to recover. By late 1985, idle industrial 
capacity still hovered near 70 percent. 

o 	 The tax structure has changed dramatically, becoming more onerous 
for the average low-income Salvadoran as sales taxes have increased 
from 8 perce'it of total taxes to more than one-quarter in the space
of seven years (see Exhibit XXXIX). 

o 	 The Government has nationalized the banks and established 
agricultural marketing boards and a monopoly on foreign trade. 

Given the magnitude of these structural cihanges, it should hardly be surprising
that some of the chief economic ir.,icators have oftentimes fluctuated wildly in
the recent past. For instance, Central Government expenditures andcommitments increased 47.6 percent from 1983 to 1984 (computed from data on 
page 36, Informe Complementario Constitucional, Ejercicio Fiscal, 1985, Ministry
of Hacienda, 1986). The simple extrapolation of past trends in such cases is likely 
to produce serious forecasting errors. 
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EXHIBIT XXXIX 
THE CHANGING TAX STRUCTURE: 

TOTAL TAX REVENUES BY TYPE OF TAX, 1979-1985 
(AS PERCENTAGES)
 

1979 	 1980 1981 1982 1983 1984 1985
 

DIRECT TAXES 	 31.5 23.9 30.0 30.9 28.3 25.2 23.2
 
A. Income 
 23.8 	 16.6 22.8 23.6 21.7 19.8 17.9
 
B. Property/Land 
 7.7 7.3 7.2 7.3 6.6 5.4 5.3
 

INDIRECT TAXES 68.5 76.1 
 70.0 	 69.1 71.7 74.8 76.8
 
A. On Foreign Trade 
 37.9 	 49.1 32.6 29.3 25.8 27.6 32.1
 

1. Imports 	 10.0 15.3 8.8 8.3 8.3 9.6 
 10.2
 
2. Exports 	 27.9 
 33.8 	 23.8 21.0 17.5 18.3 21.9
 

B. On Consumption 	 21.0 18.3 21.9 
 22.9 	 21.3 18.7 17.6

1. Goods 
 18.8 	 16.5 19.1 20.4 19.0 16.6 15.5
 
2. Services 	 2.2 1.8 /2.7 2.5 2.3 2.1 2.1
 

C. Levies on Productive
 
and Commercial Activities 
 0.5 	 0.4 0.5 0.5 0.5 0.4 0.4
 

D. Sales Taxes 	 8.2 7.6 
 14.3 	 15.6 23.3 27.4 26.1
 

E. Others 
 0.8 	 0.7 0.7 0.7 0.8 0.6 0.6
 

Sources: 	 Computed from Informe Complementario Constitucional, Ejerciclo Fiscal, 1981-1985,

Ministerio de Hacienda, Direcci6n de Contabilidad Central, 1982-1986.
 



Fortunately there is a sophisticated, recent study performed by the World Bank
that develops estimates for the real rate of growth of GDP (which is the single
most important measure necessary to develop some projections of the MOH's
budget allocation). These are the estimates used in the development of the
projections presented in Exhibit XL. 

The key assumptions in the World Bank's "Base Case Scenario" are: (1) that the 
war continues indefinitely at its preseni level, (2) that the Central American 
Common Market (CACM) is not revived,* (3) that El Salvador's terms of trade
improve moderately to reach 86 percent of their 1980 level, (4) the financial aid
provided by the United States will continue at its present levels through 1988;
declining from (all figures are U.S. dollars) $320 million in 1988, to $140 million in 
1990, and to $70 million in 1995.** 

In the developmer.t of the other figures necessary to make projections for the 
MOH budget-i.e., MOH budget share of GDP and MOH budget share of Central
Government budget, and the extrapolation based on past MOH trends-a technique
was adopted in the interest of smoothing out whet would otherwise have been
unrealistically large discontinuities in each of these series. The technique
consisted of a two-step process. First a three-year moving average for each data 

* The CACM was formerly a major source of demand for El Salvador's exports,
and especially its manufactured goods-which are largely uncompetitive elsewhere 
internationally. The improvement in external terms of trade is assumed to be
attributable chiefly to increases in the prices of sugar, cotton, and coffee. In
fact, coffee prices soared much higher last year, and resulted in a windfall fo the
Salvadoran economy, and especially the Central Government. In 1985, the
Government established a "temporary" 30 percent ad valorem tax to enable it to
claim much of the price differential. The tax was increased another 15 percent in
January 1986. The substantial windfalls so earned have enabled the Government 
to ease the degree of severity of the austerity package it Implemented in January1986, by allowing it to temporarily postpone some of the already planned tax 
hikes. World Bank estimates, however, predict coffee prices to fall significantly
in the next 18 months. Still, this temporary breathing space has certainly been
good news for El Salvador: it means that the picture developed here is somewhat 
overly conservative or pessimistic. 

** In an alternative scenario that is developed in the report, Scenario 4, the 
only change in the assumption underlying the model are that the level of U.S.
assistance decreases more rapidly: going from $320 million in 1985 to $160
million in 19M, and to $40 million in 1990. The projections developed through
1995 (i.e., covering the next nine years) predict that the country will not be able 
to generate an increase in per capita income and consumption growth at any time
during this period. In fact, by the very early 1990s-which is what makes this
consideration relevant to the present analysis-because of the mounting foreign
debt and foreign exchange problems the country will be forced to intentionally
slow economic expansion. This would consist of reductions in aggregate demand­
including reducing public sector, and presumably also Ministry of Health,
expenditures. In that event the scenario developed here would overpredict what 
would transpire. 



EXHIBIT XL 
(PAGE 1 Of 2) 

COMPUTING MOH BUDGETARY PROJECTIONS 
(In Thousands of 1985 Colones) 

YEAR GDP GOES BUDGET 

1986 14.310.233.9 2,633.083.0 
1987 14.610.748.8 2.805.263.8 
1988 14.932.185.3 2,837.115.2 

1989 15.260.693.4 2.869.010.4 
1990 15.611.689.3 2.903.774.2 

1991 15.870.758.2 2,938.619.5 



EXHIBIT XL 
(Page 2 Of 2) 

Estimateca MOH Rudget Allocations
 
in Thousand of Real Colones Base 1985
 

YEAR I MOH BUDGET 

As % GDP As % GOES 

1987 1,386 7.41 
1988 1.375 7.07 

1989 1.363 6.99 
1990 1.351 6.91 
1991 1,339 6.83 

1987 

1988 

1989 

1990 

1991 
Assumesi 

Calculated Calculated 
from GDP(bl from GOES(a) 

202,505.0 200,295.8 
205,317.5 200,584.0 

208,003.3 200,543.8 

210,913.9 200,650.8 
213,848.5 200,707.7 

Calculated 

from MOH Trends(ci 

199,542.4 

202,487.5 

205,429.5 

208,371.5 

211,313.5 

GDP real growth rates as estimated imthe Base Case Scenario of the World Bank Study and applied to the 1985 GDP level. 

GOES share *asprojected by a linear regression based on three-year moving averages of the GOES expendiures as a share of 
GOP form 1989 to 1986. 

MOH share as projected by a linear regression based on three-year moving aveages Of (a) the MOH share of GOES expenditures
from 1980 to 1986. (b) the MOH share of GDP expenditures from 1980 to 1986. and (c) the toal MOl alocations 1980 to 1986. 



point of each of the series was substituted in the place of the original data. The 
second step then consisted of estimating a simple linear regression. Finally, the 
projections were developed from these regression equations. 

The estimates obtained from each of the three techniques are encouragingly
similar. It was thought that in the interest of incorporating the advantages of
each of these three measures an average (the simple mean) of the three individual 
series projections for each year would provide the single best point estimate. 
These projections are presented in Exhibit XLL 

B. ESTIMATING THE MINITRY'S FUTURE FINANCIAL NEEDS 

One theme common to the preceding segments of this paper is that MOH resource 
allocation over the past decade has been less than optimal, that growing resource 
constraints are exacerbating the situation, and that this state of affairs is 
attributable to a complex constellation of factors, some within the control of the 
MOH, but with others lying outside of its control Given that (1) large components
of the public health care system have long been dysfunctional, (2) portions of the 
functioning system have been all but (at least financially) eliminated, (3) some 
aspects of the Ministry-namely the hospitals-have not been circumspectly
analyzed, (4) the Five Year National Health Plan offers little in terms of detailing
the resource requirements to implement the new programs envi3ioned, and (5) the 
dynamic and still evolving decentralization scheme has no definitive blueprint (not 
even a single descriptive paper has yet been written), any effort to identify MOH 
program "needs" over the next five years is so subject to errors of judgment
(concerning, for instance, each of the points just identified) that the time and 
energy that might be devoted to the matter would be better spent on the 
development of a better understanding of where the MOH system is now, and 
where it has been. This, it is hoped, will enable a better understanding of the 
MOH as an operating entity-a system-which is the firvt, most important step in 
beginning the process of reconciling the persistent and marked discrepancies
between goals and objectives as opposed to capabilities and accomplishments. 

The level of detail in the analysis of what the MOH is now, and what it has been 
and done in the last 10 years contained in the first segmeni of this paper reflects 
this resource allocation decision. Given the abysmally low level of system
analysis and system knowledge of the Ministry, coupled with the length of time 
since the MOH program has been functioning in anything approaching an 
acceptable manner in terms of the mix of, on the one hand, drugs, supplies,
materials, equipment, and machinery, and, on the other hand, personnel, gaining
better understanding of where we have been and where we are now is warranted. 
Developing estimates of MOH "needs" is a planning activity: it deals with 
mapping out where we want to go. To successfully plan, which in this particular 
case is to deVelop acceptably or usefully accurate estimates of future MOH 
program needs, clearly requires a knowledge of what the MOH programs presently
consist of ad have consisted of in the recent past, and presumes that those 
programs functioned at an acceptable It'el. These conditions do not exist. 
Resources spent mapping out a trail from an unknown point of embarkation to a
destination point that is not known, but rather is only conceptualized, and even 
then in only a vague, undelineated manner, is doomed to waste and frustration. 
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EXHIBIT XLI 

SINGLE BEST MOH BUDGET PROJECTIONS BY YEAR: 
MEAN OF THE THREE TECHNIQUES OF PROJECTING THE MOH BUDGET 

YEAR TOTAL BUDGET 
ALLOCATIONS (I000's of 195 colnes) 

1987 200,781.1
 

1988 202.796.3
 

1989 204.658.9
 

1990 206.645.4
 

1991 208.623.2
 



We know that over the last decade, and especially since 1980, the MOH "program"
has suffered from a serious shortage of funding. We also know that the intensity
of the resource constraint is not likely to abate in the near future. Thus it can
and should be readily recognized that there exists a substantial financing gap; thatis, the level of resources the MOH has and will have available to it in the next five 
years is significantly less than what is needed to fully and effectively implement
its "program." The relevant questions are: (1) How can more effective use be
made of those resources that are available to the MOH? (2) How can the Ministry
of Health increase the amount of resources that are available to it on a 
permanent, sustainable basis? 
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SECTION SEVEN 

AN EXPLORATORY INVESTIGATION
 
OF EFFECTIVE RESOURCE ENHANCEMENT POTENTIALS
 



VII. 	 AN EXPLORATORY INVESTIGATION OF EFFECTIVE 
RESOURCE ENHANCEMENT POTENTIALS 

A. RATIONALE 

The entire analysis to this point, serving to exemplify the need for seeking cost 
recovery mechanisms, merits distilling, integrating, and summarizing. 

Since it peaked in 1976, the Ministry of Health's real pee capita expenditure level 
has dropped by 28 percent (MCPI-based adjustment). With the exception of a 
single, 	 one-year hiatus (which occurred in 1980), the erosion 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
El Salvador. The 20-year secular trend of the generally improving health status of 
the Salvadoran people was broken in 1980; most prominently by war, but also
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, coupled
with general austerity measures forced on it by a faltering economy were then (in
1979) and remain today primary causes of the fall'ng 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
that 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, 	as we lave seen, did not begin in 1979. They were evident even a decade 
ago, well before the war and the economic crisis developed. The war and the
faltering economy only served to 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-has been of an institutional 
nat,;re. Specifically, the problems derive from the historical mode of organization
and the resource allocation and decision-making processes within the Ministry of 
Health. 

The Ministry has two largely unrelated health care delivery constellations: one Is
composed of the so-called Centralized Agencies-the health centers, units, arid 
posts; 	 the other consists of the so-called autonomous agencies, overwhelmingly
dominated by-the 14 hospitals. Composed, as it were, of two separate systems
with physically, administratively, and procedurally independent budgetary 
processes, the Ministry of Health was not in a position to (i.e., was not 
institutionally configured in a manner that was conducive to) be able to 
effectively take control over its own destiny, let alone to rationalize the
allocation of its falling absolute level of resources. Saddled with two different 
systems with very different needs, and suffering continual and significant
reductions in its level of real resourco availability, the Ministry simultaneously 
was being confronted with the ever-increasing recurrent costs generated by the
coming online of a (still) rapidly expanding, donor-funded health infrastructure. 
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Giver 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
extrapoations: 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. 

What is to be done? The development of a new, more flexible and decentralized 
administrative structure, combined w.th the adoption of epidemiologically-based
and budget-tied health planning, both to be facilitated, expedited, and fortified by
the adoption of a computer-based management information system, holds great
promise. Any single one of these measures alone would, if successfully
implemented, constitute a major institutional reform. Together they hold the
potential for revolutionary improvements in thp performance of the public health 
sector. It is imperative to note that each of these elements is, for the most part, 
an initiative that the Ministry of Health itself has developed. 

Effective implementation of these various measures can do much to make better, 
more efficient use of available resources. Still, the problem of the level ofavailable resources remains. Given the present level of funding that exists, and 
the less-than-savory economic forecasts for the country, short of a radical de
facto abdication of its role as the provider of care for 85 percent of the people of
El Salvador, the Ministry of Health must investigate, identify, and adopt
mechanisms for extending its effective control over resources. The key word here
is "effecive."i Since (as has been repeatedly demonstrated throughout this paper)
there seems to be little reason to expect predictable and/or increasing absolute 
levels of resources to be forthcoming from the Central Government, the MOH 
must look elsewhere. 

Given the level of international attention and aid being focused on El Salvador at
this time (due to the civil war), donor agencies do hold some promise in this
regard--but only ia the short term. Given the implicit costs that have been 
associated with the reliance on donor agencies to date (in terms of their having
often arid significantly compromised the decision-making authority and institu­
tional cohesiveness of the MOH), and the critical and historical crossroads at
which the Ministry presently stands, cultivating further dependence on donor
agencies needs to be avolded-at least in the "business as usual" mode. To the 
extent that the past holds lessons for the future, increasing reliance on donor
agencies at this time would heighten the potential that the decision-making
authority and/or the institutional cohesiveness of the Ministry (such as it presently
is) would be (further) compromised. Because these are two of the key institutional 
problems that-The Ministry of Health is presently coming to grips with on its own,
the most useful role for donor agencies. now and n the near future is to provide 
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the wherewithal to facilitate and expedite the implementation of the various MOH 
initiatives that have been noted. * 

But even apart from the need to insulate the institutional redefinition presently
underway within the MOH, it is 	clear that long-term solutions cannot be built on
the 	 expectation that donor agency monies will always be available andforthcoming. Such monies are driven by political considerations, and as such are
volatile. Therefore, in the long run, public health care 	in El Salvador must bepredicated on a better managed, more fiscally sound, and more financially
independent national system. 

The 	 current financial crisis of the attests to theMOH 	 veracity of thiscontention. But the development of such a system will not be easy, pairies or a
short time in coming. And, the structure of such a system may be ver', differentthan the present one. The Ministry of Health, and on a higher level, the
Government of El Salvador, may oncefind that it cannot do all of the things itthought or hoped it could. Moreover, stuck with the near universal agreement
that the future holds naught but more of the recent past, the time to begin acareful winnowing evaluation of possible avenues to both decreasing the Mlnistry's
expenditures and to increasing the level of the Ministry's available, effective 
resources is at hand. 

What 	are the alternative possibilities that might be considered, and how are they
to be 	compared? What are the relevant criteria to use in their evaluation? Let us 
start first with the criteria. We offer essentially three; one of which is primarily
economic in character-efficiency; one of which is essentially political in nature­
acceptability; and one of which spans these two categories-the equity
consideration. 

B. 	 A FRAMEWORK FOR ASSESSING ALTERNAIIlVE EFFECTIVE RESOURCE 
ENHANCEMENT SCHEMES 00 

(1) 	 Efficiency Consideratiowi 

There are two fundamentally different dimensions to efficiency: technological, oroperational, efficiency, and Rllocatlve efficiency. Technological efficiency is the use of the least cost combination of inputs to produce a given level of a particular 

* Donor agencies, with their own needs and priorities, have been something of a 
double-edged sword for the public health sector of Fl Salvador. They 	have been of 
great assistance in addressing a number of major issues and problems in the publichealth sector, but not often without concomitantly creating others. Most evident
perhaps is the continued development of the referral system infrastructure, with
its inevitable subsequently increased recurrent costs of personnel and materials,
at the same time that the operations budget of the MOH was being increasingly
consumed by these fixed, recurrent costs. For additional discussion of the role of
donor agencies see team mem'er Irene Boostrom's report. 

• * This evaluative framework, in a slightly different form, was suggested by
James R. Jeffers. 
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type of output (good or service). Technological efficiency requires that the prices 
of the individual inputs used in the production of the good or service in question be 
known, and that the best (most efficient) production technologies available be
used. The least cost combination is dependent on the simultaneous consideration 
of the relative prices of inputs and the alternative available technologies. The 
cost that on average is incurred in producing the good or service (the so-called 
average cost) is the single best measure of technological efficiency. 

Whereas technological efficiency deals with the best combination of inputs to 
produce a given level of output of a particular good or service, allocative. 
efficiency deals with efficiency on a different level. It considers what is the most 
desirable mix of aU i ..ods and services. 

Administrative feasibility may be viewed as an additional component of the more 
general efficiency consideration that deals more specifically with the institutional 
capacity of the organizational units that are to be involved in carrying out the 
proposed reforms. These types of considerations deal with assessing whether the 
quantitative and qualitative personnel resources are adequate in themselves, and 
whether they are complemented by adequate physical/material resources to 
enable them to bring the proposed changes to fruition. Training, experience,
evidence of past performance, and the more difficult to measure notions cf 
attitude and professional commitment, are key indicators of the qualitative
dimension of those who are to be involved in and responsible for the proposed
changes that are critical to evaluate. 

(2) Equity 

Equity is an elusive, unscientific concept. As such, subjective assessments are 
inevitable and issues of degree become of vital importance. What constitutes an 
acceptable level of equity is in large part a function of one's socialization 
process. Hence, the notion of equity varies with culture, and, even more so, with 
the individual. 

In health care delivery what generally is recognized to be the goal is not perfect
equity in the use of services, but rather relative equity in access to care. This 
takes into account the differential "need" individuals have for services-which is 
an obvious, important consideration. 

Although there is at present almost no data on the distribution of income or 
wealth of public health care users in El Salvador, equity in access to care has been 
both a concern and a recognized problem. The effort to enhance equity has been,
for example, one of the chief factors motivating the MOH in obtaining funding for 
the expansion of its infrastructure. Ironically, it is in part the effort to achieve 
equity in accass that now threatens the existence of the entire system as an 
effectively operating entity, and could make all Salvadorans more equal (vis-a-vis
the public health care system), but without care. 

It has become self-evident in the course of this study that the future financing of 
the public health services of El Salvador must be changed, and this is one of the 
key determinants as to whether or not Salvadoran society will view proposed and 
implemented changes as acceptable and feasible in the long term, but there are 
others that need to be examined as well. They are collectively labeled 
"acceptability." 
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(3) Acceptability 

Consmer acceptability-The ultimate aim of health policy and of the Ministry of 
Health Is the improvement of the health of the people of El Salvador. For any
proposed change to be meaningful, therefore, it must be perceived by the 
bonsumer-the average Salvadoran dependent on the MOH for health care--as 
being acceptable. Again, questions of degree are important. If consumers &. not 
approve of a change in the way in which scrvices are delivei-ed because they feel 
the quality is being compromised, or if the financing mechanism makes the MOH 
too expensive for them, it creates the risk that they will not fulfill their role as 
consumers, undermining the legitimacy of the MOH. Consumer attitudes and 
perceptions, however, do change. With the difficult choices the MOH has to 
make, it would do well for it to beer in mind the role of consumer education. 
Consumer education can help turn what initially looks like an unacceptable change
in practice into something the MOH-public comes to better understand and 
appreciate, and in due time, accept. In implementing change, it will be Important
to both predict and monitor consumer acceptability; it constitutes an important
feedback mechanism and information source. 

Provider Acceptability-The providers of particular relevance here are obviously
those working for the MOH. In part, we have already addressed some of the 
changes for which it would be important to view the relevant provider community 
as the entire profession-private and public providers, alike. For instance, in 
addressing the issue of whether or not maternal-child health care and family 
planning activities might be further, more uniformly, and formally delegated to 
nurses and auxiliaries in order to enhance efficiency, it would be necessary to 
assess the degree of support or opposition that might be forthcoming from the 
professional medical associations. 

Political Acceptability-Health is a central concern of people everywhere. When 
there is talk of changing the role and/or functions of the primary government 
agency involved in the development of health affecting policies and the direct 
delivery of care to the overwhelming majority of the population, as in El Salvador,
it is a political issue. Here again, we are interested in the two sets of actors 
discussed briefly in the overview of the budgetary process. Whether or not a 
particular measure is viewed as politically acceptable will be based on the 
perspectives of the principal actors involved in national politics, in general, and in 
particular those who are more specifically active in national health care politics.
They are likely to be motivated largely by their own final solution to the calculus 
of political gains and losses, which are, in turn, functions of what the public's
attitude and response are expected to be. 

A brief stay.4 El Salvador did not enable development of enough data to assess 
the potential role of many of these criteria. What is offered here is a partial
picture and a planning tool, a framework to be increasingly ope.'ationalized and 
refined as more data become available so that a well-balanced evaluation of the 
primary considerations is developed in the interest of more carefully and 
objectively thinking through these multifaceted issues and their multifarious 
implications for Salvadoran society. 

VII-5
 



C. 	 I PROVING THE EFFCIENCY OF MX STRY OF HEALTH SERVICES 

In the course of the analysis of the MOH's operations over the past decade, anumber of efficiency-related issues have been raised. These are itemized here forthe sake of convenience, but will not be discussed in detail. 

1. 	 Are relatively better paid physicians providing services that could be equallywell or adequately performed by nurses and/or auxiliaries? This Ls anefficiency issue that will i'equire further detailed analysis of particular typesof services. The obvious cand!dates for assessment are the type3 ofactivities it was learned nurses and auxiliaries are already doing: NCH andfamily planning services. The effort to develop formal standards (whichcould be incorporated into the norms presently being developed by theOperative Norms Division of the MOH) would almost certainly be subject topolitical opposition from prominent physicians and peofessional physiciangroups. In the event that the possibility of establishing such formal
standards looks promising, the manpower implicadions of probable changes
need to be investigated promptly. 

2. 	 Are the higher levels of care in the referral network providing the same 
types of services that centers, units, and posts could be, or are centers doingthings that units and posts could be doing, and units things that posts coulddo? In other words, is th! bypass phenomenon widespread? If so, what is the cause of it? Is the iimited availability of physicians at posts the problem atthat level? Is the relatively more limited availability of drugs and materialsat the lower levels of care an explanatory factor? This too Is an efficiency
issue. 

3. 	 When drugs are available, do too many get prescribed on average to the 
typical patient? 

4. 	 Is the MOH devoting tro much of its budget to hospitals? 

5. 	 And, the closely related issue: Is the MOH producing too much curative care
relative to preventive care? 

6. 	 How much of the MOH should be allocated to drugs vis-a-vis personnel? 

7. 	 Does the MOH system have too many facilities? 

These are important efficiency-related questions that the preceding analysis hasraised, but has not been able to answer definitively. They have major, self­evident efficiency implications, and need to be investigated in detail. 

D. 	 THE SPECIAL TAX APPROACH 

One of the most obvious approaches to increasing the MOH's purse would be eitherto establish a new tax or to earmark revenues from an existing tax for the use ofthe Ministry of Health. Many countries around the world have special "for theMOH" taxes. One of the most common practices is to tag alcohol and cigarette
taxes. 
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(1) AlcOhl And Cigaette Taxes 

Frequently the official ju.tification for earmarking revenues from alcohol andcigarette taxes is the recognition that consumption of these productl isdetrimental to health and is responsible for the MOH expenditures being greateethan they would be oi.herwis. Thus a type of "benefits received" tax phUcsophywould suggest that smokers and drinkers should contribute more for tho provisionof MOH ervices. ti addition, the tax"i serve to increase the prices of these"goods," and thereby reduce the level of their*cornsumption, which in turn reducesthe magnitude of their adverse impact i!, the aggregate. 

Alcohol and cigarette tax revenues fron 1975 ,o 1985 are presented in ExhibitXLT. The level of these revenues is very hgh in bot.?i andabsolute relativeterms. Together they have accounted for roughly 10 percent cf total taxrevenues. In 1985, they amounted to about 80 percent of the MOH budget. Thetax on alcohol was increased in both 1983 and 1984, and is 1.50 colones per liter.The cigarette tax is ant ad valorem tax (its level varies according to the sales price
of the cigarettes). 

Given that alcoholism is described as a major health problem in El Salvador, audthat cigarette taxes have not been raised in more than a decade, it would seem wehave found an attractive source of new revenues for the MOH. However, thereare several other worthy considerations. First, given the fact that the Ministry ofHacienda is currently preparing a major revision of taxes, it would seempremature to urge a change (their total diversion to the MOH, or the diversion ofthe incremental proceeds acquired through an increase in the rates) at this time. 

Second, in view of the magnitude of the economic crisis currently wracking ElSalvador, and the austerity package that this crisis has forced the Government toenact, this would bemaneuver probably inadvisable, at least at present. The"paquete" triggered widespread and large-scale protests ranging from streetdemonstrations (cf., "Comentarios, El Paquete Economicoi; pp. 90-92, and "Unidad
de Los Trabajadores Ante El Paquete," 
 pp. 93-95, Estudios Centronericanos,Universidad Centroamericano, Jose Simeon Canas, enero-febrero, L986), to theformal denunciation of President Duarte by business associations (e.g., ANEP; see
El Diario de Hoy, p. 1, 12 de junio, 1986). 

To seek to tie or earmark particular taxes to particular government agencies, withor without increases in their general levels, would be ill-advised in El Salvador inthe near future. Doing so reduces the degree of freedom of economicpolicymakers who for the foreseeable future have an extremely complex andpolitically no-win situation with which to deal. Moreover, in light of theseconditions, it is highly improbable that hiy such effort would succeed. 

(2) National Lottery 

Probably the second tomost popular approach increasing MOH revenues (outsideof increasing user fees) is to start a national lottery, and to use all of the netproceeds to support the activities of the MOH. While such an arrangement has theattraction of constituting a "voluntary , contr!butlon, its impact on Incomedistribution is regressive (i.e., among those electing to participate, purchasing aticket requires a larger proportion of the income of poor individuals as opposed towealthier individuals). A second drawback is that the lottery scheme has not been 
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EXNIRIT XLII 

ALCOHOL AND CIGARETTE TAXES, 1975-1985 

ALCOHOL TAX REVENUES CIGARETTE TAX REVENUES 
YEAR ABSOLUTE 

AMOUNT 
AS A PERCENT OF 
TOTAL TAXES 

ABSOLUTE 
AMOUNT 

AS A PERCENT OF 
TOTALI TAXES 

1975 50.249.249 9.28% 20.190.696 3.73% 

1976 60.901.983 7.93% 24.583.695 3.20% 

1977 73.275.213 6.48% 27.818.956 2.46% 

1978 73.746.966 7.18% 30.517.736 2.97% 

1979 76.626.163 6.30% 38.142.065 3.14% 

1980 77.537.876 7.84% 43.988.461 4.45% 

1981 82.691.786 8.35% 45.399.998 4.58% 

1982 78.894.707 8.29% 48.694.575 5.11% 

1983 81.608.180 7.56% 51.744.044 4.79% 

1984 87.175.756 6.45% 55.065.201 4.08% 

1985 97.917.928 5.90% 62.591.397 3.77% 

Source: 
 Informe Comolementario Constitucional, Ministerio de Hacienda,
 
Varios aflos.
 



found to be a particularly efficient way to raise monies; lotteries have relatively 
high administrative costs. 

A national lottery already exists in El Salvador. In 1985 it gererated income of 
11,952,400 colone. Since this sum constitut , only 6.8 percent uf the 1985 level 
of MOH expenditures, and proevscis have been relatively constant since 1977 (see
Exhibit XLI!), the potential of th.s method of raising money has been largely
exhausted in El Salvador. At best, it could provide a supplementary source of 
funds; it would be a relatively minor, but not unimportant, source. In the context 
of El Salvador's economic crisis, however, it would be difficult to gain exclusive 
access to these funds. Furthermore, any effort by the MOH to try to establish a 
second lottery would probably be unsuccessful, as it would most likely be
construed as simply providing competition for the limited amount of lottery 
colones. (In effect, this would indeed to be the case.) The MOH it seems will 
have to look to mechanisms other than special taxes to generate additional 
revenues. 

E. PIUVATIZA1ION 

Privatization has been a popular word of late-a word that means so many
different things to so many different people that it now has a very diluted 
meaning. To discuss the privatization options systematically, therefore, requires 
a brief digression. 

The notion of privatization has been simplistically condemned by some as a way
for governments (motivated by financial considerations) to eviscerate their 
ministries of health, to abrogate their public health responsibilities, and to wash 
their hands of their health service provision, leaving health care a private sector 
activity. At the other end of the spectrum are those who herald privatization as a 
penacea, a way to rationalize the division of labor between the public and the 
private sector and thereby to develop a true "system" of health care. 

Apart from these extreme views, which impart concealed motives and ultimate 
goals to actors in the health arena, it is useful to recognize that aside from the 
possibilities that (1) governments-El Salvador's included-might allocate more 
rezources to health care than they have historically done; and (2) the savings that 
can be generated by increasing the efficiency of uperations, the plethora of 
alternative approaches designed to ease the financial duress of Ministries of 
Health in developing countries all constitute examples of privatizatlon. 

Privatization may be viewed from both sides of the market: from the demand side 
(taking into account the consumers' persective and role), and the supply side 
(taking into .account the producers' perspective and roP). The privatization
option(s) has generally been oblivious to the demand side, and viewed only in terms 
of the supply side. The time has come to realize that the demand side of the 
market is worthy of consideration as well. Even the incremental change
introduced by simply establishing user fees is in fact a form of privatization.
Recognizing that for the public health sector of most countries the prospect of 
being allocated significantly increased funding levels in the near future is highly
unlikely, the alternative solutions available boil down to two general categories: 
increasing efficiency and privatization. 
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EXHIBIT XLIII 

NATIONAL LOTTERY REVENUES 

YEAR 
 REVENUES
 

1975 
 6.770.492
 

1976 
 8.401.500
 

1977 10.973.492
 

1978 
 12.137.944
 

1979 11.071.994
 

1980 [1.000.000
 

1981 
 L0.495.461
 

1982 
 L1.332.770
 

1983 .2.429.162
 

1984 .0.592.193
 

1985 	 1.952.400
 

Source: 	 Informe Complementario Constitucional,
 

Ministerio de Hacienda, Varios afos.
 



To assist decision-makers in the evaluation of proposed alternatives an evalufation 
matrix will be developed. The matrix will contain seven summary evaluative 
statements for each proposed, potentially effective resource enhancement 
scheme: one for each of the seven criteria just discussed. Since it summarizes 
the discussion of this section, the matrix is presented on the last page of this 
section, in Exhibit LIIL 

Clearly the possibilities other than improved efficiency for increasing cost 
recovery in the public health sector span a very wide range of choices. Which 
ones are likely to be most appealing is determined by the relative feasibility for 
achieving their goals, criteria to andstated the used evaluate them, the value 
system of the judge (which is reflected in the relative weights he or she assigns to 
the various criteria). 

Hence it is important to bear in mind the criteria that have been established for 
evaluating the alternatives proposed here. The final determination of which of 
the alternatives is most appealing will depend on the relative weights assigned to
these criteria. Moreover, it may be that these weights change from one context 
to another. The purpose of developing the evaluation niatrix, therefore, is simply
to provide a summary of the general discussion: to enable disentangling several 
key and generally overlapping considerations. The matrix not should not be 
perceived as, is not intended to be, and should not be construed as providing
"scientific" solutions to these difficult choices. The final solutions-the final 
selections-will be the result not of the simple sum of several artificially
compartmentalized dissections of the components of each of these possibilities,
but of their simultaneous consideration. The matrix is a decision-making tool for 
issues clarification and values clarification; nothing more, nothing less. 

Perhaps the primary reason that privatization has been looked to by so many as 
holding the "key to salvation" for public health is that it has been slen as the 
vehicle to introduce the market mechanism into the public health sector. It is 
thought that this approach will effectively (and simultaneously) introduce what is 
generally presumed to be a "better" incentive structure into public health care 
delivery. 

Financing mechanisms are key to understanding differences in incentive 
structures, and concurrently, differences in patterns of service provision in health 
care delivery structures. Until recently, most private health care was provided on 
a fee-for-service basis. This particular method of financing has resulted in a 
particular set of incentives that, when considered as a whole around the world, has 
generated an ambiguous record. Although there is general agreement that private
fee-for-service-especially where (some would say only because) there has been 
substantial third-party insurance coverage--has amassed an impressive record in 
terms of beinjgable to effectively control or eliminate a host of diseases and (in
general) to provide high quality health care, it has not proven particularly
efficient in doing so. In particular, there has been an inefficient allocation of 
resources between curative and preventive care. The record of private care 
providers providing adequate preventive services has not been a good one. This 
has started to change, but only as financing mechanisms (and concomitant 
incentive structures) have started to change; only as the more traditional fee-for­
service approach has been displaced by the fee-for-coverage approach. The 
ensuing discussion turns first to assess the implications of full-scale or total 
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privatization of the public health sector-not a very realistic possiillity, but 
nevertheless a useful benchmark against which to measure other, more likely,
partial schemes. 

(1) Total Privatization Of The PubUc Health Sector: An Unlikely Policy
Alternative, But A Relevant Benchmark 

The private sector does not have the social mandate to be concerned about the
health of the general population. The private sector is characteristically made upof a large number of individual physicians who generally keep very busy in their
private practices-too busy to regularly step bqck and take in the "big picture,"the country-wide system view. As a result, there are likely to be holes In that 
system; for example, segments of the population-in particular, the poor and thechronically ill-who are unable to obtain adequate care; or for another example,
inadequate provision of preventive services. Historically these are service itemsthat have been largely neglected by the private sector. They generally have not
been well covered, unless the public sector has provided them. 

Recognizing that there is general agreement mostthat preventive services are
cost-effective, it may be inferred that total reliance on the private sector­
assuming that it does in the future what it hos generally done in the past-will
result in both technical and allocative inefficiencies. Rather than producing ahealthy baby through prenatal visits and counseling, the private-sector system
more frequently produces one requiring an incubator and intravenous feeding (thetechnical efficiency consideration); rather than allocating more toresources
preventive services, it allocates to curativemore care (the allocative efficiency
consideration). 

Contrary to much of the conventional "wisdom," concerns about efficiency shouldnot prompt the wholesale embracing of the privatization option, but instead should 
prompt careful scrutiny of exactly what should be privatized. As Russell and
Zschock (1986, p. 44) have noted, "private for-profit firms are likely to have a
slightly different view than donor agencies or ministries of health as to whatmakes a privatization option attractive. Businesses want their risks indemnified,
their development costs subsidized, and they want a share of the savings. Acareful project appraisal from the government's point of view is needed toascertain whether this arrangement will yield significant savings once all these 
costs are calculated." 

Specifically, in the case of El Salvador, the total privatization of health care
would likely lead to increased concenteation of services in the capital-where
there is the greatest ability to purchase care, although the willingness and "need" 
may be the same or even less than throughout the rest of the country. Thus, morethan a decac" of organizational and infrastructural effort to turn back the
private-sector-led pattern (and the ongoing process) of growing concentration andcentralization, and to try to increase acces to and utilization of health care
services throughout the country, would be jeopardized. Concerns of equity andefficiency, therefore, militate against wholesale privatization of the public health 
sector.
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(2) Total Privatization Of Curative Care 

What about privatizing only some of the health cave services? The obvious 
candidate would be curative care services. The equity shortcomings of this 
intermediate approach do not differ greatly from those of the preceding
scenario. The poor would now be subject to relatively greater deprivation with 
respect to "only" curative care services. 

What about the efficiency considerations? The aUocative efficiency of the total 
health system would probably suffer. By losing its curative care functions, the 
public system providers would lose most of their access to the curative care 
network. Both of these losses would reduce the public system's access to 
patients. Eliminating this contact-an important, free, and probably very
effective, direct communication channel-would undercut the support for and 
participation in, and therefore likely reduce the impact of, many prevention and
health promotion activities. The public health system's only clientele would be 
individuals actively seeking out the services of preventive programs. Because the 
intensity of the need for such services is far less is for curativethan it care 
services in general, it is likely that preventive care would suffer vis-a-vis curative 
care (and, thus, so would allocative ef iciency). 

To the extent that the Government wanted to increase revenue generation from 
user fees, any effort providing only preventive services would probably be far less 
likely to succeed. Although there is no empirical evidence, it is probable that the 
price elasticity of demand for preventive care is greater than that for curative 
care. Hence any effort to increase the price of preventive health care services 
would result in a greater relative reduction in patient flow than in increased 
revenues. Given that most preventive services are thought to be cost-effective, 
instituting and/or increasing user fees for preventive services would be a myopic
policy from a social perspective, though not necessarily from the Government's 
perspective (now that preventive and curative care service provision responsibi­
lities have been split). 

Although increasing the price of preventive services might generate some 
revenues for the Government in the short run, in the long run the social costs of 
the consequently greater outlays for curative care would more than offset these 
revenues. But, again, if the general responsibilities for curative care now rest 
with ,he private sector and the financial responsibility for curative csre now rests 
with the patient, from a purely financial perspective-though not a social 
perspective-it may make sense to the Government to charge for the preventive
services. The result, however, is a change in the relative volume of curative 
versus preventive care, which is allocatively inefficient. 

(3) User Fees 

Establishing some sort of user fee schedule is probably the most immediately
appealing and obvious choice for stretching the MOH's health colones. It would 
simultaneously enable increasing revenues, reducing unnecessary utilization and, if 
the monies raised were poured directly back into service improvements, it could 
enhance the quality of the services supplied. Moreover, the improved quality of 
services might encourage people to substitute (back to?) MOH providers/facilities
for pharmacists and private physicians (to the extent that they use these alter­
native sources of care because of the perception of a substantial quality
difference). 
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We have already discussed the importance of drugs to Salvadorans' perception of 
quality health care in general, and the role of the pharmacists as a substitute for 
posts (and to a lesser extent the units), especially by males. The reduction in 
unnecessary utilization might also mean reductionr in the time expense associated 
with the use of care-waiting time and appointm-nt ,ine delay-vwhich di3courage
utilization. The greater the fall in unnecessary utillzation (encouraged by the user 
fee charge) the greater the reduction in the time expense of care. This would 
enable providers to feel les pressed to "get them in-get them out," which in turn 
could result in another round of improved quality of care. 

But how can one be certain that the reductions in health care use prompted by
increased user fees result in reductions in unnecessary utilization? This
ultimately begs the question: what is the appropriate level at which to aet user 
fees? The lack of knowledge about the true economic costs of providing MOH 
care or of the prices paid -n obtaining the care render any effort to set 
"appropriate fees" pure gue:work. We can hope to rec.gniz what an 
"appropriate fee" is, but we will oriy be able to identify the "appropriate fee" 57 
chance. An "appropriate fee" is a fee set at a level that does not drive consumers 
who really need care out of the MOH market and maybe out of the medical 
marketplace entirely; or into the private physicians' sector; or into substituting
pharmacy-obtained drugs and self-medication alone for MOH services; or that 
does not so reduce useral income as to adversely affect health by forcing a choice 
between health core and soime other basic good (e.g., food). These levels can be 
fairly easily identified after the fac:--afte- the damage has been done. The trick 
is to be able to identify them a priori. 

A Framework For Setting "Appropriate Prices" 

How high is too high? It depends on several factors that must be considered 
simultaneously. It must be borne in mind that prices are a rationing mechanism 
that provide information and incentives; therefore interfering with the market 
mechanism, i.e., w,ith price, alters the information and incentives that otherwise 
would have existed. Prices are the result :f the interactien of suppliers
(providers) and demanders (consumers/patients)-two sets cf people with very
different goals and motivations. It follows that if one is interested in establishing
prices by fiat-as opposed to allowing the market to determine them-that one 
should be aware of both the supply and the dema=id implications of doing so. From 
a demand perseetive2 the basic rul: of thumb guiding the establishment of -ufe 
fee levels should be: the greater the level of positive externalities, the lower the 
price. * 

* The level of positive externalities associated with any particular good or 
service is a function of the place and time-i.e., the country.-specific context is 
important. For a brief discussion of positive externalities see Appendix D. Of 
course, good economics is not the only consideration when deciding when, where,
if, and how much health care to provide. Clearly it is good politics too. Health 
care is a valued and highly visible service, which can also play an important
government-legitimizing role as well, 
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The supply side of the market, in contrast, is concerned with the cost of providing 
goods and services. The more expensive it. is to produce a good or service, the 
greater the price must be before suppliers in a free market are willing and able to 
provide it (other things being equal). Hence, from the Government's perspective-. 
the Government is the supplier here-the higher the cost of providing a prticular 
medical care good or service, the more pressing the need for cost-sharing (or from 
the consumer's point of view, the more likely a user fee will be charged). 

There i. at least one argument, however, against the simple, uniform application 
of this basic rule of thumb. The patient who is forced to bear a portion of the 
costs-perhaps an increasing relative amount as well as an increasing absolute 
amount of the costs of providing the care he isreceiving-risks going broke. In 
almost all countries, this possibility is recognized by governments as a very real 
possibility, and individuals are protected from financial devastation by cata­
strophic illness through some sort of risk-sharing mechanism. 

Hence we have a qualification for our general rule of thumb concerning the 
supply-side consideration of the "correct" level of user fees: as the cost of 
providing a particular medical care good or service increase.s, other things being 
equal, the individual should be expected to c.ntribute more for his treatment, i.e., 
pay a higher user fee; but only to the extent that he does not face "financial ruin" 
as a result.* 

Given this theoretical framework, how do we proceed? How can we go about 
assessing people's willingness and ability to purchase medical care? Since people 
in developing countries in particular have not had the "opportunilty" to purchase 
public health services, we have to dovelop a proxy measure of their willingness 
and ability to purchase public health services by looking at the private sector. In 
the last few years in many developing countries around the world empirical 
evidence has been accumulating that reveals Chat private spending on health is 
considerably greater than previously thought. 

What is the evidence in El Salvador? Thin. No systematic studies of the private 
sector have been done. Still there are a few interesting pieces of insightful 
information, There is a sizable national drug/pharmaceutical industry in El 
Salvador (see Appendix E for a brief, piecemeal description). In 1984, drug and 
pharmaceutical imports into El Salvador totaled 152.5 million colones-6.2 percent 
of the total value of imports (see Lhibit XLIV). 

The value of imported drugs and pharmaceuticals alone-i.e., not even including 
the domestic sales of national producers--comes to an average of more than three 
colones per Salvadoran per year. The only other information obtained about the 
size of the naljonal drug market was gathered at the MOH. In interviews with the 
Director of the MOH Purchasing Department and the chief drug procurement 

*' Generally, however, payment for a treatment-that is, the provision of a 
single medical care good or service-does not put the individual at risk of financial 
disaster. What does is a particular illness, disease, or accident that requires a 
series or battery of medical goods or services if treatment is to be deemed 
socially "adequate" or "acceptable." 
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EXHIBIT XLIV 

THE VALUE OF MEDICINAL AND PHARMACEUTICAL IMPORTS 
(THOUSANDS OF COLONES)
 

Jan. 
Jurte 

1980 1981 1982 1983 1984 _185w 

Total Value 115.794 141.231 122.006 126.561 152.509 77.869
 

Percent of Total
 
Import Value 4.8% 5.7% 
 5.7% 5.7% 6.2% 6.7%
 

Growth Rate 
 22.0% -13.6% 3.7% 20.5% 2.1%
 

* Extrapolated for an annualized measure.
 

Source: Revista Trimestral, Julio/Septlernbre-1984,

Octubre/Diciembre-1985, Banco Central de Reserva de El Salvador.
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clerk, it was learned that MOH purchases from Salvadoran drug firms totaled 7.3 
million colones in 1984 (see Exhibit XLV).* 

That gives us (with a still incomplete picture) an average per capita annual
expenditure of 4.5 colones. Lacking data on what is likely to be by far the largest
volume of drug expenditures in El Salvador, namely private purchases 3f domesti­
cally produced products, ,t is clear the anecdotalthat evidence suggesting that
Salvadorans like drugs was accurate. 

The only other evidence about the private health sector is discussed in Section V 
on physician productivity (which also deals with the Government-fixed prices in 
the private sector). 

Local Needs and Local Response: Patrocatos and Voluntary Contributions-The 
careful reader wil note that from the outset of this discussion of user f'-es there
is no discussion about establishing user fees in the public health care sector, only
about increasing them. An informal schedule of "voluntary" contributions for 
MOH-provided services already exists. It was not ascertained when the system
was first instituted, but it exists In the Centralizedboth Agencies and the
hospitals. On average, the centers, and to a lesser extent the units, and to an 
even lesser extent the posts, request that their users contribute two colones per
visit. Generally, this contribution is perceived as also being for whatever 
medicines might be provided by the facility (to the extent that they are available). 

These monies are pu.t in a fund that is managed (at least formally) by the
community health board, or patronato. The [patronato was established circa 1947by law. Its makeup, duties, responsibilities, and functions, both de jure and de
facto are documented and detailed in the August 1985 Kraus InternationaT 
Report, "Premises for the Formulation of Cofinancing Options for Public Health
Services." The patronato-controlled funds are revolving accounts used by thecenters, units, and posts to augment their annual Central Government-provided
budgets. An estimated 80 percent of their revenues come from patient user fee 
payments. The remainder is raised by the health board through the solicitation of
philanthropic contributions and, more quantitatively important, the hosting ofvarious community activities and fund-raising events. Although legally the 
patronato is charged with the responsibility of overseeing the fund and its
disbursement, in most cases the head of the facility associated with a particular 

* Particularly in 1984 and 1985 the sums contained in the MOH-supplied data­
both their sizes and their distributions betwen domestic and foreig'n purchases­
suggest a vety different picture from that depicted by AID/ES. While it does 
appear that there was a relative shortage of drugs in 1983, most of the shortage
appears to be related not to imported pharmaceuticals (as AID/ES -.. : ntained),
but rather to purchases of domestically produced ones. This is difficult to
reconcile with the AID/ES stated justification for the VISISA emergency drug drop
as being princi;ally motivated by a foreign exchange shortage of crisis
proportions. Clcnrly the MOH has had a drug shortage problem (and a growing
one) for several years, but the data from MOH's Purchasing Department does not
suggest that it was not already a relatively long time in coming, or of a foreign­
exhange-related, emergency nature. 
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EXHIBIT XLV 

MINISTRY OF HEALTH PURCHASES OF PHARMACEUTICAL PRODUCTS 

I VII 
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board generally decides (with considerable latitude) how the monies will be 
spent. It was reported that there is some oversight on the part of the Regional
Health Services. This consisted of what generally was described as a largely
perfunctory signing off for (only) sizable expenditures (which were reported in oneregion to be required for expenditures larger than 600 colones, and in another for
expenditures exceeding 20 percent of the total fund). 

These funds are spent on personnel-general labor-as well as on drugs, supplies,
and materials. the two years for whichBetween only jatronato fund-contract 
labor data were reported in either of the MOH annual publications (Memoria orSalud Public en Cifras)-1982 and 1983--there was a marked reduction (6 percent)
in the number of such positions. Since the level of expenditure.s of these funds didnot change much in these two years, it may be deduced that they were spending a 
larger absolute and relative amount of their monies on drugs and materials and
supplies. Directors of centers and units (in interviews with team members)
reported that they were spending most of these funds on drugs andpharmaceuticals. To the extent that the share was quantified, 80 percent w, the
number usually cited. Having seen what was happening to the MOH's allocation 
for Regional Health Services for these items in the past six years in particular,
this is not surprising. 

Exhibit XLVI presents data collected on the size of thg patronato­
directed/controlled funds income and expenditures for the regional health 
facilities for 1976-1979 and for 1982-1985.* 

As already noted, it is not certain when the practice of requesting contributions 
from patients began. Nor was it ascertained how the level of "suggested
contribution" may have changed over time (if it did); nor how the level of need for 
these funds may have changed the methods by which contributions were solicited
(if, in fact, they did); but from the record (as depicted in Exhibit XLVI) it is
obvious that the MOH has responded to the increasing shortage of drugs, mate­
rials, and supplies in their local facilities by increasing their participation in the
financing of their health services. Between 1978 and 1985, the andrevenues 
outlays of the patroato-directed funds for all health posts, units, and centers
throughout the country more than doubled, Also reflected in this data is another
recurring theme: the local MOH providers have been innovative and resourceful intheir approaches to matching up low levels of resources and high levels of need. 

Exhibit XLVII presents the patronato-directed fund receipts per physician visit in1983-1985, by region. Caution is urged in interpreting these figures. First, the 
patronatos obtain from other the ofincome sources than provision physician
services: as already noted, they obtain them through various fund-raising
activities they sponsor, and from contributions/donations from the community
(i.e., indepenc'e'nt of service provision). In addition, according to the Kraus study,
the centers, units, and posts generate revenues by charging for other types of 

* Recently, some of the Regional Health Services offices, all five of which 
keep records of the total patronato-controlled funds in their territories, have
begun to report the =evels oU"hexpenditure of these funds by type of item
purchased (see team member Irene Boostrom's report). 
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YEAR 

1976:
 
Receipts 

Outlays 


1977:
 
Receipts 

Outlays 


1978:
 
Receipts 

Outlays 


1979:
 
Receipts 

Outlays 


1982:
 
Receipts 

Outlays 


1983:
 
Receipts 

Outlays 


1984:
 
Receipts 

Outlays 


1985:
 
Receipts 

outlays 


TOTAL 

1.535!831 

1.524.857 


1.453.840 

1.486.026 


1.407.406 

1.395.300 


1.667.906 

1.613.604 


2.610.400 

2.577.953 


3.351.688 

2.804.893 


3.249.424 

3.133.000 


3.244.865 

3.010.972 


EXHIBIT XLVI 
(Pae 1 Of 2) 

PATRONATO FUNDS OF THE CENTRALIZED AGENCIES 
(HEALTH CENTERS, UNITS AND POSTS) 

(IN COLONES) 

OCCIDENTAL CENTRAL* METROPOLITANA PARACENTRAL** ORIENTAL 

275.589 230.613 343.350 219.254 467.025 
270.355 238.507 344.018 204.052 467.925 

143.070 286.156 308.300 258.934 457.380 
130.124 283.689 315.448 251.871 504.894 

159.802 222.211 320.662 298.013 
154.916 215.583 332.692 295.298 

354.843 310.9i 300.912 140.289 560.961 
297.636 299.339 296.351 165.578 554.700 

669.771 181.120 663.551 271.448 824.510 
638.146 169.357 647.228 259.052 864.170 

824.631 178.480 802.757 298.703 1.247.306 
830.304 174.291 799.002 309.892 691.404 

932.382 164.994 813.707 404.582 933.759 
944.613 176.274 758.331 382.816 870.966 

933.750 154.493 011.895 351.643 893.084 
907.774 142.575 851.931 346.354 762.338 



EXHIBIT XLVI 
(Page 2 Of 2) 

* Salud PdblicaenCifras 1982, p.24: Ingresos - 314,768; 

Egresos - 314.157
Salud Piblica en Cifras 1983,p.24: 	Ingresos - 404.842;
 
Egresos - 395.059
 

These amounts appear to be more consistent with earlier data for
 
the region, yet the telephone survey reported data fo 1981-1985
 
for the region is remarkably consistent as well. Itmaybe that
 
although they indicated otherwise the earlier data may have included
 
the two hospital inthe regions patronatos too.
 

Similarly the 1982 and 1983 data for Oriental are reported to be
 
significantly less inMemorias: The 1982-1983 issue reports (p.108)
 
Oriental 
receipts to be 9547.981 and outlays as 9570.140. The
 
1983-1984 Memorias (p.126) reports receipt of 9786.155 for the
 
region and outlays of 9776.427. These data appear to be more
 
consistent with those reported for 	the 1976-1979 period.
 

Yet, seiora de Leiva was aware uf the need to distinguish between
 
the facility source of the funds and assured me that the numbers
 
she obtained - those reported in the Exhibit - are only from
 
centers, units and posts.
 

1985 data for the Paracentral Eegion were unavailable. To provide
 
a more up date analysis a conservative technique was used to
 
estimate the figures which are contained in the table. They are
 
the simple average of the two preceeding years. Note these are
 
also contained in the total column. A major discrepancy exists in
 
whatWas reported in the telephone survey and data contained inthe
 
Salud P~blica en Cifras.
 

Sources: Salud Pablica en Cifras, 	1976, 1977, 1978, "Cuadro 23: Movi­
miento Anual de los Ingresos y Egresos en Colones que custodian los Pa­
tronatos de los Establecimientos de Salud", Departamento de Estadfsticas
 
de Salud, MSPAS, 1977, 1978, 1979. The 1982..1985 data were obtained
 
expressly for this study ina telephone survey of the region conducted
 
by Sra. Dolores de Leiva, Jefe del 	Departamento Financlero Contable, MSPAS.
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EXHIBIT XLVII 

PATRONATO FUND RECEIPTS PER
PHYSICIAN-PROVIDED VISIT BY REGION 

(IN CURRENT COLONES)
 

YR COUNTRY-WIDEI
 

YEAR AVERAGE OCCIDENTAL CENTRAL 
 METROPOLITANA PARACENTRAL ORIENTAL 

1983 2.61 3.15 1.00 1.60 1.94 6.63 
1984 2.17 3.16 0.83 1.58 2.02 ;.30 
1985 2.50 3.65 0.94 1.95 2.11 3.65 

Source: Computed from data in Exhibits XVIII and XLVI. 



services-in addition to the physician-provided outpatient visit-for x-rays,
laboratory examinations, nursing services, etc. (Kraus 1985, pp. 9-13) Whether or 
not this is universally true of all such facilities was not ascertained. Kraus, by not 
stating otherwise, certainly implies that it is, but that does not appear to be the 
case (see team member N. Macpherson Chapin's report). 

Another reason for interpreting Exhibit XLVII conservatively is that (recall) the 
number of medical care visits provided by physicians vis-a-vis nurses and
auxiliaries, has been falling. Thus the findings in Exhibit XLVII are not to be 
interpreted as the actual revenues collected per physician visit: clearlyf they
overstate that amount. The purpose of dividing the patronato receipts Is simply to 

standaidize by sorttry to them region by some of relevant indicator of the 
amount of medical service provision in each region. Bearing these caveats in 
mind--being sensitive to the potential problems of trying to read too much into
these figures-the data show that there is considerable variation fron region to 
region in the collection of patronato-directed funds. It was learned (in various 
team interviews) that there is some variation in the size of the "standard"
contribution. In the Metropolitana Regicn, for example, it was reported that the 
user fee was two colones pet, outpatient visit. This was reported to also be the 
charge in Occidente Region (in both cases at health centers). But in a center in 
San Miguel (Oriente Region), the contribution was reported to be only one colone. 

Knowing that Salvadorans are already paying user fees for MOH-provided services,
the question L whether they can and will pay more. If it is the relatively lower
quality of care-s measured by drug availability-that has encouraged the 
apparent growth in the bypass phenomenon, and that has caused the absolute and 
relative failing levels of both (1) output per facility and (2) share of total
physician visits at the posts and units, and to a lesser extent the centers, vis-a-vis 
the hospitals, user fees may be just what the doctor ordered (with the proviso that 
the generated revenues be retained at the local fac!lity level in a manner 
commensurate with the a~tronato-directed funds, i.e., be used to purchase drugs
and other supplies). 

A 1985 PRICOR prospective study of rural Honduras campesinos found that 96 
percent of 1,017 households (6,353 individuals) interviewed said that they would be
willing to pay the full price of curative care and drugs if the money stayed in the
community. While no similar data are available for rural El Salvador, a Kraus 
International study of cofinancing options conducted on-site at MOH facilities 
found largely the same attitude (Kraus 1985). 

The Kraus sample, however, is biased, rendering his coitclusions, at best,
questionable. His predictions should be construed as the maximum willingness to 
pay on the part of the general Salvadoran population. Since this is the only
analysis done-to date on this important topic, it is important to evaluate the 

MOH facilities waiting to be treated. By virtue of the interviews 

source of the bias, and try to assess its likely magnitude. Let us assess each of 
these sources of bias. 

The Kraus Study (1985) consisted of interviewing patients who were already at 
having been 

performed on only those who had already decided to seek medical care, and had
decided to obtain it at an MOH facility, and further, who had already paid the 
travel time and transportation prices and at least part of the waiting time price
associated with their MOH care, the respowses of these individuals were likely to 
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be systematically different from others-from what the "average" Salvadoran's 
would likely be. 

For example, an individual in need of medical care has a different degree of
willingness to than who is well. Thepay one magnitude of the difference in
degree will be a function of his perceived need !or care, which itself is related to
the particular illness the individual has and the stage it is in. The case mix of the
particular individuals who were interviewed, therefore, is an important factor 
influencing their ability and willingness to pay, and is not controlled for in the
Kraus work. Moreover, since only 120 individuals were interviewed, the amount of
weight given any single illness type in terms of the number of Salvadorans it is
being (implicitly) construed as representing, is very large, underscoring the
relevance of this consideration. We simply do not know if we should charge just
for curative care services, or for preventive services too, or for some subset of
either of these, or both; and this may be an important question. 

The PRICOR-Honduras project researchers, for example, concluded from their 
interview survey work that the preventive, and especially MCH ser,. ices should be
provided free of charge. Kraus blurs the very important question of whether ornot there should be differential charges for diferential services based on what 
types of services the MOH is most interested in encouraging the use of, and what 
types it wants to provide fewer of. In economi.. terms, Kraus is implicitly
assuming that the price elasticity of demand for all medical goods andcare
services is identical (or "close enough" to being equai). Although there is no basic
medical care demand data available for El Salvador with which to estimate price
elasticities, evidence collected in a variety of countries suggests that Kraus's
implicit contention is untenable. This is an important allocative efficiency issue. 

While directly controlling for case mix may have been difficult (and expensive-in
terms of sample size), it could at least have been proxied by controlling for the 
type of facility in which the interview occurred. Although the Kraus study reports
some of these data, their implications are not explored. Moreover, their
examination suggests that this is another likely (and probably serious) bi.ss of the
 
study.
 

Significant for purposes of addressing the multitude of unanswer-ed questions
raised in this study about the falling utilization levels at health posts and units is
the fact that over half of the interviews took place in the Metropclitana Health 
Region, and that not a single one was held in a health post. It is implied that theutilizers of puestos nave the same willingness and ability to pay monetary prices
for MOH services that hospital users do. This is most unlikely, and is almost
certain to produce a upward bia3 in Kraus's estimates of the williigneis and ability
of MOH service users to pay user fees. 

But that is not the only bias in the report. The individuals spoken with had already
selected an MOH facility. How might such a person's characteristics differ from 
other Salvadorans' in general? Do they have the same degree of access to other
providers? No. It is likely that those persons who are visiting an MOH facility at 
any particular moment in time have relatively greater access to that facility than
the average Salvadoran has to one. If a person lives closer to & facility, forexample, other things being equal, he is more likely to go to it. Therefore, he is 
more likely to be there when an Interviewer pops in. Moreover, if an individual
lives closer to a facility, how does his lower travel time price relate to his 
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willingness to pay a monetary fee? He is likely to be able to afford to pey more,
because he is paying less, for instance, for bus transportation, or taking less time 
off work to visit the facility.* 

If an individual has already decided to seek care, is already at the facility and in
the process of purchasing that care, he is more apt to speak relatively highly of
it. Humans consciously and unconsciously tend to alter their perceptions and
views to rationalize decisions they make after they have made them. This is only
natural-it is a survival and stress-reduction strategy, a coping mechanism to
downplay potential sources of troublesome cognitive dissonance. What does this 
mean for the Kraus estimates? Again, it suggests that they are systematically
biased-and too high. 

Kraus's contention that 80 percent of all MOH clientele can tobe expected
for services is also overly optimistic. 

pay
This estimate is based on the simple

extrapolation of his sample to the general population. His sample in this regard,
too, is biased. Those persons who have already decided to seek care and are in 
fact already in the process of receiving if from an MOH facility/provider, on 
average are likely to have greater access to care. This has already been noted,
but another dimension of access that is directly pertinent to illustrating the 
inappropriateness of Kraus's extrapolation is that of income. 

The individual who is already at the facility has not been deterred from receiving
treatment by the various prices he must pay before he is able to obtain it. Other
things being equal, the poorer individual who cannot afford to pay the price of
transportation to get to the facility, or the opportunity cost (or price) of having to
forgo working in order to receive care, or who is deterred by the humbling
experience of being asked to make a "voluntary" contribution when he cannot
afford it, is not to be found in the facility; the poor do not go there. One or more 
of these prices effectively deterred them from seeking out and obtaining care 
from the MOH. Thus, because the sample is biased toward the relatively more
well-to-do, this estimate that 80 percent of Salvadorans turning to MOH providers
can pay and do pay is overly optimistic. It overstates the willingness and ability
of the average person to pay user fees. 

In his 1985 narrative of on-site visits to two units and a center, Andrew Nicholls 
reported that the directors of these facilities reported that roughly half of their
patients made a contribution for services received. This was the proportion also 
cited in interviews by members of the present team at health centers in the 
Metropolitana, Occidente, and Oriente Regions. 

* The relative time and monetary prices that people are willing to pay are 
important to distinguish. Who, in general, are the persons most willing to trade 
off a money price for a time price (i.e., who would like to see an increase in the 
monetary user fee charge so as to increase the speed-reduce the time, because it
is less crowded-with which he gets to actually see the provider)? Generally, it is 
not the unemployed or the chronically ill whose poor health interferes with being
able to earn a livelihood. 
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We are left then with little faith in the representativeness of the Kraus sample,
and hence little faith in his extrapolations therefrom of the total revenues that 
might be generated by the higher fees that his interviewees have said they would 
pay. But, given tha. most peopl, are likely to (accurately--t least in this case)
second-guess the [urpcse of such a line of questioning, they are likely to be
reluctant to fully reveal their willingness and ability to pay user fees at MOH 
facilities. Kraus's approach to obtaining this data undermines its validity. 

In sum, i'he methodology employed by Kraus is seriou:;ly flawed, and results in 
several biases. The biases, however, are probably in opposite directions with the
end results, and (while unknown for certain) are perhaps not too wide of the 
mark. It nevertheless is important to note because there remain substantial and
important issues related to medical care demand. And, since being able to 
identify the determinants of demand influencing Salvadoran,s' willingness and
ability to purchase medical care in general is a prerequisite to accurate MOH 
planning, there remains an urgent need for medical care demand studies in which 
these same methodological mistakes are avoided. 

Over the past three years, expenditures of patronato-directed funds-raised
primarily (and increasingly so) from user fees-have been on average slightly less 
than 7 percent of the total general budget-funded expenditures of the health 
posts, units, and centers. It may be concluded that user fees are presently playing 
an important, supplementing role in these facilties. Given the prospect of the 
continuing financial plight of the MOH, it would be advisable to try to formalize,
standardize, and raise the "voluntary contribution"/user fee. Standardization and
formalization mill likely lead to greater contribution levels. Moreover, if the 
MOH-Central Government decrees higher fee levels it will facilitate the effort at 
the local level to both raise the level and to collect the chargo, because it will 
relieve the local provider of the onus of having to bear direct responsibility for 
the increase. However, it is imperative that control of the user fees remain in 
local hands to maintain the incentive structures-both for paying and for 
collecting the fees, 

The consumers' motivation for paying for services is that they see that thecan 
monies are used to directly improve the quality of the services they rEceive. The 
MOH-providers' motivation for conscientiously collecting the fees is that' the
monies directly give them the wherewithal to provide better seirvices, ar.d thus 
improve their job-satisfaction and self-satisfaction (which in light of what has
been happening to their real levels of remuneration, must not be underestimated 
in terms of impact on morale). 

How much should user fees be increased? At this point, without any information
about the factors that influence Salvadorans' selection of physician/facility, the 
types of serv4ees they seek, or the level of care they want (i.e., without any data 
on the determinants of demand for medical care in El Salvador), the answer to this 
important question is necessarily speculative. The MOH is almost certainly going
to remain financially strapped throughout the foreseeable future. If the bulk of 
the people of El Salvador are to continue to have access to any medical care, it 
would appear that they are, perforce, going to have to begin contributing more 
financially for MOH-provided care. Thus, it is time to begin the slow,
evolutionary process of getting people to realize this and getting them 
accustomed to it. For now, a four colfn figure would seem to be as good a guess 
as any. But this increase need not be the only change enacted. The area of drug 
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charge revenues is particularly appealing, and could be introduced in lieu of, orsimultaneously with, the increase in the user fee. It might be decided that if the 
two measures are in introduced concurrently, the user fee hike could be less;
maybe only to three colones. 

Specific User Fee Charge: Full Recivery Of Drug Costs-As explained in
Appendix E, the maximum markup prices for imported drugs and pharmaceuticals 
are set by the Government. Whenever the MOH is going to make a large drugpurchase, it is iequired by law to run advertisements inat least two of the largest
newspapers to announce their intention, and to solicit bids. By so doing, the MOP,
is able to buy directly from wholesalers, and save at least a portion of the 25 
percent markup on the wholesale price that is allowed retailers. To the extent
that there is competition for the contracts, the Ministry may be able to further save a portion of the (additional) 25 percent markup that is allowed wholesalers
above the legally recognized costs of production (see Appendix E for details of the
marking-up process). This means that the MOH can purchase imported drugs andpharmaceuticals at prices considerably less than the health centers, units, andposts can purchase them at the pharmacies. To get an idea of what a savings ofconceivably 20 to 45 percent could translate into given the volume of drug
purchases in El Salvador, let us digress a bit, and look at an innovative program
operated by the Catholic Church in the Western Region of the country. 

In an interview with a priest in Sonsonate it was leared that his church has
organized and sponsors 52 health promoters throughout the surrounding area.There are on average roughly three promoters assigned to each canton. The
church funds the initial purchase of a drug supply, consisting of a few si" to 10)
essential drugs for each promoter. The church purchases them at pricesdiscounted by 10 to 15 percent. The promoters sell the drugs to their clientele,
who get not only medical advice, but elso medicines at the same price they wouldhave paid at the local pharmacy, but with the aJded advantage of not having had 
to actually travel to the nearest pharmacy. With the revenues from these salesthe promoters are able to refurbish their supply of drugs, and they are allowed
keep the 300 to 350 colones per month that the 10 to 15 percent markup price

to 

differential generates. 

That the price discount the Ministry of Health could obtain might be considerably
greater on domestically produced drugs and pharmaceuticals than that obtained bythe church, and that it could probably land a discount two to four times as large
on imported pharmaceuticals; suggests that this may be a substantial sou:.ce of revenue for the MOH. There are several potenial problems, however. First, there
is a basic conflict of wanting to move the MOH more into the area of prevention
and promotion, as opposed to "pushing" drugs. Depending on the incentive
structure actually developed, however, this problem could be obviated. If, for
instance, the-only salary to be "paid" to, for example an ARS, was to be thatacquired proportion of drug sales, then there wouldas a be potential for serious 
abuse. * 

* This type of abuse is likely to be less of a problem in the Sonsonate-basedchurch project because the promoters are also working for "God." The potential
for the development of avarice is not precluded, of course, but the "spiritual"
component of their mission is certainly a tempering force. 
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But with the Regional Health Services offices gearing up for the implementatior
of the decentralization initiative, this might be a perfect time to set them up a.4 
the regionel clearing house for patronato fund-based purchase orders of drugs thai
the health centers, units, and posts are already making from local pharmacies, Si
considerably higher prices. Since the regional health facilities are alread3 
purchasing significant amounts of these drugs, using the MOHWs aggregate
purchasing power to acquire and distribute these considerable price reductions
would in and of itself be incentive to explore this possibility. Coupling this cost
savings with Salvadorans' attraction to pharmaceuticals, the undeniable need for 
medicines in the deliver.y of modern health care, and (finally) the high probability
that it is the lack of medicines in especially the posts, but also the units and 
centers, that has likely prormpted many prospective MOH clients to bypass these 
facilities and turn instead to private physicians, to pharmacies, or to proceed to
the higher levels of MOH-care-especialy hospitals-this possibility looks very
appealing--certainly worthy of a detailed investigatory analysis. Moreover, given
the preceding considerations, and the MOH's poor financial health, this may be the 
avenue for undertaking some positive revenue raising (as opposed to simply cost­
recovery) activities. 

The strongest opposition to this approach is likely to come from the pharmacies­
for this would be 
a scheme enabling development of some keen competitors for
them. Most of the pharmacies, in fact, have probably enjoyed (though maybe only
unconsciously) the last few years of MOH financial woes. These problems have 
almost certainly meant a gr( ater volume of business and higher profits for 
pharmacies than they would otherwise have enjoyed. 

The MOH public would probably prefer doing one-stop shopping rather than getting
their prescription from the MOH providev and then having to go to a pharmacist to 
get it filled (as they have increasingly had to do). 

Hospital User Fees And Patronato Fumd3--Like the health centers, units, and 
posts, the hospitals are already levying fees.too user Exhibits XLVIII, XLIX, and
 
L present 
 the amount of user fees collected by each of the 14 MOH hospitals for
 
four categories of good and services for 1982 through 1984.
 

The totals and trends vary markedly by hospital. The two largest revenue 
generators are Rosales Hospitat in San Salvador and San Juan de Dios in Santa
Ana. They alone accounted for 31 percent of all hospital revenues in 1982, and by
1984 had increased their share to 45 percent. Both the absolute and relative 
incomes of Rosales and 3an Juan de Dios, Santa Ana, have increased; Rosales by
68 percent between 1982 and 1984, and San Juan de Dios by 25 percent. Most of
the smaller hospitals in the meantime had suffered not only falling relative 
incomes but also falling absolute incomes. No hypothetical explanations for these 
very different patterns wes developed. 

Each of the hospitals, just like each of the centralized institutions, is mandated by
law to have a Datronato, or community health board, which is charged with rais­
ing, and managig rnontes for The data were onit. only that assembled the
hospitals' patronato funds were for 1976, and 1979.1977, The trends for the
hospital funds (in the aggregate) follow a distinctly upward path, similar to that of
the Centralized Agencies. 1975 1979, outlays of theBetween and 'he hospital
patronato funds increased 68 percent. What the share of the user fees in the total 
patronato funds is was not learned. Unfortunately, most of the data gathered on 
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EXHIBIT LVIII 

(Page 1 Of 2) 

HOSPITAL REVENUES FROM OTHERSOURCES OF 
THAN CENTRAL 

HOSPITAL 


Hospital Rosales, San Salvador 


Hospital Benjamin Bloom, San Salvador 


Hospital de Maternidad, San Salvador
 

hospital PsiquiAtrico, San Salvador 


Hospital de Neumologia, San Salvador 


Hospital "San Juan de Dios", Santa Ana 


Hospital "Francisco Men6ndez,
 
Ahuachap~n 


Hospital de Sonsonate 


Hospital "Dr. Luis Edrundo VAsquez",
 
Chalatenango 


Hospital "San Rafael', Nueva San
 
Salvador 


HGspital "Santa Gertrudis", San Vicente 


Hospital "Santa Teresa", Zacatecoluca 


Hospital "San Juan de Dios", San Miguel 


Hospital "San Pedro", UsulutAn 


T 0 T A L S 


GOVERNMENT 

SALE OF OTHER 

PRODUCTS AND 

MATERIALS 


80.895 


46.119 


25.000 


10.214 


96.314 


23.070 


32.356 


1.000 


19.441 


45.379 


14.887 


394.675 


BUDGET ALLOCATION
 
2 

OTHER AND CHANGES 
FOR SERVICES TOTALS 

57.250 228.240 

29.532 138.918 

5.000 104.000 

29.750 50.560 

20.985 180.669 

16.736 105.626 

8.066 69.218 

5.000 18.400 

2.897 3.299 

18.068 84.798 

13.976 95.589 

89.985 137.335 

30.349 90.777 

327.594 1.307.429 

_ 1 

HOSPITAL
 
SERVICES 

(PENSIONS) 


78.101 


53.868 


72.000 


5.630 


43.115 


57.021 


22.989 


3.400 


21.950 


30.292 


26.616 


30.671 


445.653 


9.8 


LABORATORY 

SERVICES 


11.994 


9.399 


2.000 


4.966 


20.255 


8.799 


5.807 


9.000 


402 


25.339 


5.942 


20.734 


14.870 


139.507 




EXHIBIT LVIII 
(PAGE 2 OF 2) 

Footnote to Hospital Receipt Exhibit
 

In addition, the two lirgest hospitals had these additional revenues:
 

Hospital Rosales:
 

1982 0 56.549 410 

6.050 201 

7.684 215 

1983 
 1
14.849 
 410
 

8.980 
 201
 

11.853 
 215
 

1984 
 5.358 
 410
 

3.500 
 201
 

6.192 
 215
 

Hospital Bloom:
 

1983 
 3.185 
 40
 

1984 
 48.424
 

Where: 410 is unobligated funds carried over from the previous year.
 
201 is rental of undeveloped property.
 

215"1s dividends, interest and public agency discount
 

from other state organizations.
 



EXHIBIT XLIX 

SOURCES OF HOSPITAL REVENUES FROM OTHER THAN 
CENTRAL GOVERNMENT BUDGET ALLOCATION 

1 9 8 3 
SALE OF OTHER HOSPITAL 

HOSPITAL 
PRODUCTS AND 
MATERIALS 

SERVICES 
(PENSIONS) 

LABORATORY 
SERVICES 

OTHER AND CHANGES 
FOR SERVICES TOTALS 

Hospital Rosales, San Salvador 94.920 88.105 15.881 57.843 256.749 
Hospital Benjamin Bloom, San Salvador 55.539 64.873 14.665 34.878 169.955 
Hospital de Maternidad, San Salvador 
Hospital Psiquihtrico, San Salvador 25.000 72.000 2.000 5.000 104.000 
Hospital de Neumologla, San Salvador 11.580 8.620 5.897 19.234 44.531 
Hospital "San Juan de Wos", Santa Ana 

Hospital "Francisco Men6ndez, 
Ahuachap~n 25.513 50.951 5.024 9.781 91.269 
Hospital de Sonsonate 40.129 27.046 6.190 9.622 82.987 
Hospital "Dr. Luis Edmundo Vdsquez", 
Chalatenango 2.591 2.424 6.620 3.559 15.194 
Hospital "San Rafael", Nueva San 
Salvador -- - -
Hospital "Santa Gertrudis", San Vicente 25.969 15.205 16.671 17.105 74.950 
Hospital "Santa Teresa", Zacatecoluca 62.169 32.526 10.440 17.769 122.904 
Hospital "San Juan de Dios", San Miguel 31.092 14.792 89.388 135.272 
Hospital "San Pedro", Usulutgn 18.702 28.626 10.140 32331 89799 

T 0 T A L S 362.112 421.468 107.520 296.510 1.187.610 



EXHIBIT L 

SOURCES OF HOSPITAL REVENUES FROM OTHER THAN 
CENTRAL GOVERNMENT BUDGET ALLOCATION 

1 .9 8 4 
SALE OF OTHER HOSPITAL 

HOSPITAL 
PRODUCTS AND 
MATERIALS 

SERVICES 
(PENSIONS) 

LABORATORY 
SERVICES 

OTHER AND CHANGES 
FOR SERVICES TOTALS 

Hospital Rosales, San Salvador 168.724 126.591 25.342 62.238 382.895 
Hospital Benjamin Bloom, San Salvador 38.243 51.435 8.965 37.149 135.792 
Hospital de Maternidad, San Salvador 
Hospital Psiui6trico, San Salvador 23.713 79.880 527 3.387 107.507 
Hospital de Neumologi, San Salvador 15.341 10.520 6.567 23.500 55.928 
Hospital "San Juan de Dios", Santa Ana 109.279 54.632 37.649 24.595 226.155 
Hospital "Francisco Mendndez, 
AhuachapAn 

Hospital de Sonsonate 36.606 29.060 7.441 10.273 83.380 
Hospital "Dr. L.uis Edmundo Vdsquez", 
Chalatenango 2.187 1.924 2.861 3.360 10.332 
Hospital "San Rafael", Nueva San 
Salvador 

Hospital "Santa Gertrudis", San Vicente 20.242 16.386 12.011 14.537 63.176 
Hospital "Santa Teresa", Zacatecoluca 44.829 22.008 11.130 10.185 88.152 
Hospital "San Juan de Dios", San Miguel 27.828 7.518 93.841 129.187 
Hospital "San Pedro", UsulutAn 22.492 5.627 33.077 20.874 82.070 

T 0 T A L S 481.156 425.891 153.088 303.939 1.364.574 



the hospitals remain unanalyzed because of the time constraint. It nevertheless is 
presented here and in annexes to facilitate the work of future analysts. 

Between 1982 and 1984, the hospitals on average raised only 1.9 percent of the 
value of their total general budget-funded expenditures through user fees. This 
compares to the roughly 7 percent that the Centralized Agencies expended from
their patronato funds. These figures, however, are not directly comparable. The 
The hospitals' share does not include the patronato funds not derived from user
fees. Recall that it was estimated that abouti percent of the Centralized 
Agencies' patronato funds are derived from other than user fee sources. If the 20 
percent is netted out of the Centralized Agencies' total it leaves about 5.5 
percent. This 5.5 percent is still considerably more than the 1.9 percent of the
hospitals. Part of this differential is attributable to the different case mixes and 
service types of the these two classes of institutions; namely the inpatient care of 
the hospitals (though the centers do provide these services as well). The hospitals,
in addition, generally treat the more complex and patient-intensive cases. This 
mea. that on average they incur greater costs per patient, which makes cost 
recovery through user fees more difficult; to charge the same proportion of costs 
per person treated, they would have to charge each individual patient, on average,
a significantly greater amount of money. In view of the differences, it is
unrealistic to expect hospitals to be able to collect the same proportion of their 
costs as do the Centralized Agencies. An important but unanswered question
remains: Are the hospitals charging enough? 

The hospitals earn between one-quarter and one-third of their user fee income 
from the sale of relatively higher-quality room and board services, known as
pensiones (see Exhibit LI). Based on a cursory review of the history of charges for 
pensiones and their low levels, it would appear that the level of these charges
could be raised. Although the fee structures (presented in Appendix G) were just
increased in January 1986-the first change in 10 years-their still very low levels 
suggest that the Government is still subsidizing these services. In fact, the
charges are so low that it is possible that the cost of the quality differential may
be greater than the fee charged for the pension. If this is indeed the case it would 
mean that the net subsidy provided to the users o: these higher-quality nervices is 
greater than that provided to the general population through its free use of
"standard" services. Ibis L an important equity and efficiency issue and merits 
analysis. Whether or not a cross-subsidy of the type described exists, the low 
levels of these charges suggest that they could be increased, and by a fairly
sizable proportion. Again, without further analysis the magnitude of any proposed
hike would be only a guess. If, in light of the current MOH budgetary crisis, a 
number were to be suggested, one response might be to conduct a type of natural
experiment: hike thu; rates for one or two of the hospitals in San Salvador (there
because the clientele are likely to be relatively well-to-do) by 50 percent, and
closely monitor what happens to utilization rates. In the event that the utilization 
rates of such facilities and services fall considerably, the increase in charges 
could be tempered. 

(4) Leasing Or Selling The MOH Hospitals To The laivate Sector 

Another privatization option would be to lease or sell the MOH hospitals to the
private sector. These possibilities have several att-active features, although
because the feasibility of actually implementing either of them in El Salvador was 
not assessed, these options can only be evaluated on their theoretical merits. 
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EXHIBIT LI 

PATRONATO FUNDS OF THE HOSPITALS, 1976, 1977, 1979' 
(DOES NOT INCLUDE THE FIVE HOSPITALS IN SAN SALVADOR) 

1976 1977 1979
 
HOSPITAL, CITY 
 RECEIPTS OUTLAYS RECEIPTS 
 OUTLAYS RECEIPTS OUTLAYS
I 
1. Hospital Francisco Mendndez,
 

Ahuachapfn 
 19.140 6.812 23.407 16.226 
 38.834 41.184
 
2. Hospital San Juani de Dios, Santa Ana 
 60.005 65.070 102.756 95.443 103.691 107.288
 
3. Hospital San Juan de Dios, Sonsenate 34.404 43.381 40.014 
 34.681 63.253 69.365
 
4. Hospital San Rafael, Santa Tecla 
 72.174 73.095 115.494 100.701 127.059 130.575
 
5. Hospital Dr. Luis Edundo Vhsquez,


Chalatenango 
 46.454 44.555 55.103 53.868 
 68.142 66.085
 
6. Hospital Santa Gertrudis,
 

San Vicente 
 42.938 46.758 56.545 
 53.240 69.872 73.099
 
7. Hospital Santa Teresa,


Zacatecoluca 
 67.173 66.876 65.849 75.923 94.078 78.725
 
8. Hospital San Juan de Dios,
 

San Miguel 
 76.395 74.656 88.307 
 80.533 133.708 162.219

9. Hospital San Pedro, Usulutgn 43.396 50.960 77.849 
 77.599 61.094 63.139
 

T 0 T A L S 462.078 472.162 625.323 588.214 
 759.730 791.679
 

* Unfortunately these were the only figures available. Since 1979 the hospitals patronato funds have not

been reported (as they once were) in Salud Pdblica en Cifras. 
 These deta are available from the Ofici­na de Patronato of each of the 14. hospitals. Time constraints did not permit contacting them to update

the information presented here.
 

Source: Salud Pdblica en Cifras 1976, p.56; 1978, p.27; 1979, p.26
 .
 



It is generally assumed that the private sector is far mere efficient than the 
public sector; driven by the fear of (even potential) competition and lured by 
profits, private management is likely to behave in a more technologically (or
operationally) efficient manner (although as already discussed, it may not be 
allocatively efficient). So motivated, private sector management attempts to 
create an environment-and specifically an incentive structure-that more closely
ties rewards to level of effort. Such an organizational structure at least 
theoretically is conducive to maintaining morale and professional commitment. 

In terms of the functioning of the MOH hospitals, private sector management
would provide incentive to reduce excess capacity (i.e., to increase occupancy
rates), which might be accomplished by the more conscious cultivation of private
sector patients. In addition, there would be incentives to maintain the physical 
plant and equipment in good working order to maintain the quality of services so 
as to be able to market a differentiated product-high quality services. 

The continued public ownership of the hospitals might be seen as desirable because 
the hospitals receive considerable support in terms of equipment and materials 
from international donor agencies, which would probably not be provided as 
readily or at as great a level as from private entities. It might be argued,
however, that this would reduce the intensity of private management's ability to 
operate the hospitals as efficiently as they might otherwise, and that it might
deter them from entering into a lease. 

A more difficult issue to address would be that the continued public ownership of 
the institutions would mean that management would have far less freedom to 
maneuver in terms of its personnel. The relative security provided by the Ley de 
Salarios-although unanalyzed--s likely to compromise the urgency with which 
workers feel compelled to perform. Moreover, if the Central Government, and 
specifically the Ministry of Health, is still bankrolling the staff of the hospitals,
the ability of management to reduce operating costs and/or to increase operating
efficiency may inhibit any private management candidates from coming forward 
and "giving it a crack." On the other hand, to turn the hospitals over to the 
private sector would be difficult politically. 

(5) Hiring Private Sector Management To Rum T1 Hospitals 

The appeal of hiring private sector management, and the difficult decisions and 
problems likely to be encountered in doing so would be very similar to those just
discussed in the leasing option. The major difference would be that, depending on 
the price offered for the management services, this option would be easier to 
implement. 

The issues of-ow much discretion to give the hirees, particularly with respect to 
personnel, would be a crucial consideration for determining both the potential
efficiency gains to be realized and the political difficulties of implementation. It 
would be very difficult politically to simply grant the management corporation 
carte blanche with respect to personnel. After all, It was only a year ago that the 
public hospital workers strike occurred. The storming of Rosales by armed forces 
and the killing of several people-including a pregnant and about-to-deliver 
woman-is something that the public, and certainly the hospital workers, are not 
likely to have already forgotten. 
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Such a limitation of management prerogatives, it might be argued, would
discourage any private managers from even considering the MOH offer. That neednot be the case, however. It would be a relatively easy matter to construct sometype of a "profit-sharing" scheme that would thisobviate concern. Tooperationalize sch a scheme, some sort of efficiency measures of the hospitals'past performance could be developed to serve as the benchmark against which theprivate management corporation's performance would be evaluated, and on which 
to base the "profit-sharing" scheme. 

It is not clear, however, that there would be any takers-that any private sector
entity would be interested in managing the MOH hospitals. Moreover, if theinterested parties were current members of the private hospital sector of ElSalvador, it is not at all self-evident that they would in fact improve the MOHhospital performance record. It would be reassuring to have some type of clausein a management lease agreement that would put the leasee at risk for at leastpartial payment in the event of a particularly poor performance. That, however,
might simply guarantee that no private sector entitles would be forthcoming,especially in light of the high start-up costs; i.e., the difficulties of getting
initially acquainted with the system(s). 

Given these various, oftentime cross-cutting considerations, it would seem best tofirst e:plore whether or not there would be any parties interested In themanagement option. In the event that there are, a pilot study/quasi-experiment
involving a single hospital, for a fixed but multi-year contract, would seem to be
the most reasonable approach. 

(6) Contractirg The Private Sector For Support Services 

As has been noted inthe discussion of the declining utilization of the public health care system, and particularly the health units and posts, there has been a history
of poor performance 
 in the areas of drug procurement and distribution as well asin vehicle maintenance and repair. In part, the latter problem has seen the result
of a relatively old vehicle fleet. Both of these problems have been recognized asbottlenecks to the provision of MOH services, and have topicsboth been
intensive study in the past three years. 

of 

There are essentially three possiule contracting out options to be considered in the case of vehicles. The first is to hire a private sector firm to provide all of the
MOH transportation services required for both medical supplies and medicalpersonnel (the latter being particularly essential to continuing service provision bythe mobile health units, which alone would require a substantial outlay). 

The second possibility is to secure private sector services only to fulfll asupplementary role; to ensure the capability of being able to meet the infrequentand difficult-to-predict periods of unplanned increased transportation demands.
The appeal of this alternative is that it would reduce vehicle requirements frompeak-voiume-ccommodation levels to the (probably significantly lower) level necessary to be able to meet normal, regularly scheduled transportation needs. 

The third option is to maintain the present system. If the MOH's present effortsto institutionalize effective, decentralized planning come fruition,to one of theproducts will be the enhanced efficiency of transportation services. This might beexemplified by the coordination of the delivery of medicines and other supplies to 
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the health posts (arid other facilities along the way) with the weekly visit of the
mobile health unit. Such a system could potentially be considerably more flexible
and more cost-effective than the total contracting-out option. 

There are several factors that would urge a wait-and-see approach at this time.
First, it must be recognized that the future, with respect to both the vehicle anddrug services records, is likely to be different from what it has been in even the 
very recent past. The efforts of Health Improvement Designs (HID), and the fruits
of those efforts, are not to be overlooked. HID has already made significant
strides of both procedural and substantive natures in both of these areas (see team 
member Barton Burkhalter's report for details). 

In light of the considerable progress currently being made, coupled with the long
history of AID commitment to enhancing the effectiveness of both of these vital 
support services, it would be best to continue supporting the work of HID on an 
ongoing basis. 

Let us look a bit more closely at these two considerations. The HID team has
developed an intimate working relationship with the Ministry, which has taken
time to cultivate, arid is only now starting to bear fruit. Moreover, its efforts
have not focused narrowly on "only" improving the effectiveness and efficiency of
these two types of services. HID, instead, has in essence defined the problem as 
an administrative/management bottleneck, which portions of the preceding
discussion testify to as an accurate assessment. Furthermore, HID (specifically,
Dr. Reinaldo Grueso) is currently involved in some vital and very creative training
exercises on a pilot study basis in the Occidente Health Region to prepare regional
health personnel for their new and considerably expanded responsibilities
associated with the proposed decentralization scheme. If the Ministry's plan to
implement effective health planning is to be successful, efforts such as this are
essential. We cannot and should not expect that a major institutional change such 
as decentralization can just happen; to be successful, it will require training and
technical assistance. HID is currently providing that assistance, and providing it
effectively. To prematurely withdraw support of the HID project, therefore, 
would be a mistake. 

The second consideration is AID's long history of trying to improve the MOH's
capabilities in drug procurement and distribution in the maintenanceand and
repair of MOH vehicles. To abandon these efforts when they are just beginning to 
pay off would be a waste of money, and far more seriously, a squandering of
"political capital." Such an abandonment would constitute a major AID policy
reversal, and would manifest a lack of communication with, understanding of, and 
respect for the Ministry of Health. It could only serve to alienate AID/ES from 
the Ministry of Health. 

(7) Private Fee-For-Coverage 

As alreacdy noted, the particular mechanism used to finance health servicecare
provision gives rise to a particular incentive structure. Another possible financing
mechanism that might be explored in El Salvador is that of fee-for-coverage; i.e.,
the payment by individuals for guaranteed access to care when and if they become
ill or desire preventive services. This system could be adopted as an alternative 
to relying on MOH-provided services. 
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In such a scheme the medical care providers are hired on a full. lme basis by an
easily identifiable group of people (e.g., a community). Each 	 member of the
community contributes a predetermined amount, which together becomes the
income paid to retain the medical care provider. The size of the contribution is a
function of two factors: (1) the number of people who are to be covered and (2)the number and type of medical personnel to be retained. The medical personnel
then provide care either free of charge or for a nominal additional fee (if thecommunity decides that it would be more appropriate-e.g., to deter unnecessary
utilization). 

Such a scheme ciould be introduced into a community that currently does not have
what it perceives to be "adequate" access to care. The most obvious candidate
would be the agricultural cooperatives formed as a result of Phase I of the
Agrarian Reform. The are clearly identifiable and self-contained entities thatwould facilitate the administration process. Member contributions could be
extracted from the cooperative's collective income before it is divided up and
distributed to members. Since, according to the Salvadoran Institute of Agrarian
Transformation (ISTA), as of July 1985 there existed 317 cooperatives with
approximately 15 percent of the total rural population (64,000 families, or 382,000
individuals), if successfully implemented, this approach could fundamentally
restructure the delivery of health in El Salvador.care 	 The individual health care
providers on the cooperatives might be interested in maintaining a liaison with the
MOH, or they might want to develop their own professional camaraderie; tofacilitate the sharing of ideas and methods; and perhaps to purchase supplies more
cheaply (by obtaining volume discounts). 

It was learned from the team anthropologist/social analyst, N. Macpherson
Chapin, that one such effort on an agricultural cooperative had been attempted,but had failed. A similar effort to fund teacher on anothera cooperative also
failed. In both instances, the members of the cooperative slowly began to resist
the docking of their income shares to cover the costs of the salaries of these
professionals, until before long (about six months) they, in union, cut off their
 
support.
 

The question is, Why did they do so? Did they feel that the services they were
receiving should have been provided by the Government "free" of charge? Did
they feel that the services of the particular individuais serving them wereinferior? Or, was it that they simply could not financially .fford the services? 
may also be that other factors entered into the decision. Moreever, it is not clear

It 

if these were isolated incidents, or if similar efforts would meet with the same
result. Further analysis is necessary to adequately answer these questions. 

F. 	 BACK TO EFFICIENCY CONSIDERATIONS: SOCIAL SECURITY 
INSTFLFE-RELATED ISSUES 

A current topic of particular relevance and great visibility in Salvadoran national
health politics is the discussion of the increased coopration, coordination, and
possible eventual merging of the Ministry of Health and the Salvadoran Social
Security Institute (ISSS). Apparently this has been a topic of discourse in El
Salvador for nearly a decade. As present however, progress toward this end isbeing recorded, suggesting that the time and the personalities are right. A three­
part agreement between the Ministry of Health and the Social Security Institute is 
due to be signed in mid-July. 
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The three-part document establishes (1) a general agreement in principle to work
toward greater cooperation and coordination between the ISSS and the MOH, (2) u
specific worklng agreemeni between the two agencies with regard to the 
particular types of services and equipment they are to share and their respective
reimbursement rates for each, and (3) listinga of the specific drugs and
pharmaceuticals that the two agencies' basic drug lists (cuadro basicos) have in 
common, with an agreement to purchase them jointly so as to be able to obtain 
greater quantity discounts. According to ISSS Director Jorge Bustamante, this is
the first step toward the eventual merging of the two hospital systems, a complex
political, administrative, and technical process that he expects to take at least 10 
years just to begin to realize.* 

Since 1954, ISSS has had two basic funds: one a health services fund, the other a
retirement/pension fund. Since its inception, the health services fund, or General
Health Regime, has been funded by contributions from the employee, the
employer, and the state (specifically, the Ministry of Hacienda). The funding
scheme for underwriting the Health Regime has been altered twice. The present
contribution levels, which were instituted in 1978, are 2.5 percent of the 
employee's salary contributed by the employee, an additional 6.25 percent is
contributed by the employer, anu the state-which prior to 1978 likewise paid In a 
set fraction of the employee's salary--now contributes approximately 5 million
colones per year (a figure that was intended to be adjusted every five years), Bothpercentage contributions are paid only on the first 700 colones per month of
income. Thus, those whose income is less than or equal to 700 colones per month 
pay 2.5 percent of their income into the fund. Those whose income is greater than
this amount, however, pay less of their income as a percent. For Instance, if an
individual has an income of 1,400 colones per month, he still pays at most 2.5 
percent on his 700 colones monthly income, or a maximum amount of 1.925
colones per month. For the person who earns 1,400 colones monthly this repre­
sents 1.25 percent of his income. Hence the social security tax is, overall,
regressive, while for incomes up to the cap of 700 colones per month the tax is
proportional, taking the -,ame 2.5 percent of every covered worker's income. For 
those Salvadorans fortunate enough to earn more than 700 colones a month, as
income increases beyond this level, the tax takes a smaller percentage of their 
total income, and hence is, overall, a regressive tax. 

The General Health Regime has always had only very limited coverage of the
general population, never exceeding 8 percent. Starting in 1979, a Special Regime
of Health was established. It extended ISSS coverag: to workers in the Western
and Eastern zones of the country. According to Bustamante, the coverage was not
extended to government workers country-wide because the Central Government
could not afford to make the contributions for all of the many government
workers who are concentrated in San Salvador. 

* Bustamante further reported in the same interview that ISSS is in the 
process of developing similar working agreements (including joint purchases) with
ANTEL and Bienestar Magisterial, the Government Telecommunications Workers,
and the public school teachers' health services agencies. 
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The Special Regime of Health increased cotferage by about 14 percent (see Exhibit 
LIIM. Requlived contributions from both employee and employer are less for the 
Special Regime than for the General Regime. Employees contribute 2.23 percent;
the employer (the state) contributes 5.57 percent. As under the General Regime,
these percentages are paid on only the first 700 colones of monthly income. 

Under both Regimes the coverage is the same: the worker (i.e., the active dues 
payer), his/her spouse, and children up to the age of six months are covered. It 
may be the very limited ccverage of children that has prompted some of the 
members to also purchase and/or to obtain as a fringe benefit additional insurance 
coverage. There are at least businesses (overwhelmingly made up of banks) that, 
together with their worker3, simultaneously pay into the ISSS Health Fund and 
enjoy coverage from some other source--generally it Is a couple of permanently
hired medical care providers (see Appendix H for a listing). 

Since 1979, the war, decapitalization, and falling income levels have together
destroyed much of the industrial base employing the type of labor that constituted 
the backbone of ISSS contributors. Manufacturing employment fell about 18 
percent between 1979 snd 1.982 (World Bank 1985, p.26). As a result, ISSS has 
suffered from a fall in dues-paying members. Its coverage of the general
population has fallen by about 1.5 percent, despite the fact that the addition to its 
ranks in the form of the Special Regime added about the same fraction. Without 
that extension, ISSS's coverage of the population would have fallen much more 
ma'kedly. As it is, ISSS now provides health services for less than 7 percent of 
the Salvadoran people. 

Director Bustamante eport-d in an interview that although prior to 1979 the 
Health Regime was in good financial shape, it has since accumulated a debt of 
about 50 million colones. The fund has been squeezed between falling dues 
payments and rapidly rising health care costs. Bustamante noted that the total 
health program's costs have increased tenfold in the past five years. The Central 
Government (again, specifically the Minist'y of Hacienda) has provided ISSS with a
22 million col6n subsidy, ii addition to the Government's regular annual 
contribution of 5 million colcnes, for servicing and (partial) repayment of the debt 
the Institute accumulated between June 1934 and April 1986. 

There are five dimensions to the equity issue that merit attention in any analysis
of the operations of ISSS vis-a-vis the Ministry of Health: 

• The total Central Government contribution per person covered by
ISSS Health Regimes (both the General and the Special) in 1985 was 
approximately 86 colones. This figure is 2.2 times the Central 
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1985 

EXHIBIT LII 

ISSS: POPULATION COVERAGE OF THE 
REGIME OF HEALTH, 1981-1985 

A. Population Coverage of the ISSS General Regime of Health 

TYPE OF INSURED 1981 1982 1983 1984 

Active Dues Payers 182,115 184,576 200,210 194,832 198,514 
Other Beneficiaries 2 78,127 79,183 85.890 83,583 87,722 
Retirees 3 4,280 4.700 4,948 5,636 5,965 

Total 264,522 268459 291,048 284,051 292,202 

B. Covered Population Of The ISSS Special Regime 01 Health 1 

TYPE OF INSURED 1981 1982 1983 1984 1985 

Active Dues Payers 27,829 24,819 27,642 24,227 27,726 
Other Beneficiaries 11,939 10,647 11,858 10,393 11,894 

Total 39,768 35,466 39,500 34,620 39,620 

C. Overall Regime of Health Covered Population 

TYPE OF INSURED 1981 1982 1983 1984 1985 
Active Dues Payers 209,944 209,395 227,852 219,059 226,240 
Other Beneficiaries 90,066 89,830 97,748 93,976 99,616 
Retireez 4,280 4,700 4,948 5,636 5,966 

Grand Total 304,290 303,925 330,548 318,671 331,822 

This system was started in 1979 and cove.s workers in state (Government) sorvice in the Western and Eastern Zones. 
2 Other Beneficiaries: spouses or "significant others" (lifetime companions i.e., unidos) of the active dues-paying insured 

and of the retirees. 

Retirees: Those receiving adis.,bility or old age pension who pay dues to the Regime o! Health
 
Source: Informe de Labores del Institute diva ore~o del Seguro Social. 1985; Direccion General del ISSS, 26 de
 
febrero de 1986.
 

3 



Government per capita contribution to the Ministry of Health (see
Exhibit LIV for the ISS computation).* 

o 	 The 331,822 ISSS beneficiaries had 136,859,300 colones "worth" of
health services in 1985 for a per capita expenditure of 412.45 colones 
reiative to Ministry Health's 39.64 colones perthe of capita
expenditure that year.** 

o 	 The ISSS increased its per capita expenditures by 11.3 percent from
1984 to 1985, while the MOH experienced a 5 percent drop in its 
expenditures (both are based on total nominal expenditure figures). 

o In 1985, ISSS's hospitals and centers had an average occupancy rate of
56.8 percent. Although neither 1984 nor 1985 data were obtained for 
MOH hospitals, their 1979-1983 average occupancy rate averaged 67.8 
percent.** 

0 	 The basic tax structure of El Salvador, which raises the government 
revenues used to subsidize the relatively wel-to-do ISSS workers, 1s
regressive (see Exhibit . further heightening the absolute level 
of the subsidy from thelrelatively poor to the relatively rich. 

The implications of these considerations for the efficiency of public health care
delivery, for the preservation of a two-class system of public health care with
markedly different levels of quality, and for income distribution, together make it
exceedingly difficult to justify the further subsidization of ISSS. 

Without question, the fact that ISSS has started to work with the Ministry of
Health is welcome news. Yet, in light of the preceding analysis, which
unambiguously demonstrates the astonishingly marked degree of inequality in the
Central Government's support of this tiny fractiorn of the population relative tothe MOH's clientele, one can hardly help but speculate as to whether or not the 
current efforts of ISS1to work with the Ministry are not intended to distractand/or co-opt critics. That the timetable involved is such a protracted one only
serves to generate further aspersions. To ask the general population to sacrifice,and to continue to sacrifice more (for there is no foreseeable turnaround in ISSS'spredicament) so that a tiny proportion of the relatively well-to-do can sustain 

Based 	on data contained in the Informe de Labores del ISSS, 1985: p. 9,
Direccion General del ISSS, 28 de febrero de 1986; the MOH figure is computed
from Exhibits- and XXV, and is ,based on the total population of E! Salvador net of 
those covered by ISSS. 

** Based on figures contained in the Informe de Labores del ISSS, 1985, 1986,
pp.2 and 9. The MOH figure is based on computations from data contained in 
Exhibits I and XXV. 

* Based on data in Cuadro IV, Estadisticas de Salud 1985 Unidad de
Planificacion, Dept. de Actuariado y Estadistica, 15SS, 1986, The MOH data come
from Salud Publica en Cifraa, 1979-1983, MSPAS, 1980-1984. 

VII-29
 



their claim to a disproportionate amount of the health resources of El Salvador
(however implicit, Indirect, or veiled that request) is to invite continued social 
unrest. While the rest of Salvadorans may not be aware of or privy to the budget
allocation process that maintains these vast social inequities, they are unlikely tobe as blind to its conspicuously inequitable outcome: the maintenance of two very
different levels of public health care. 

Obviously there are several major, relevant political considerstions. First, it is 
not at all clear that squashing the ISSS13 extraordinary subsidy would mean
anything more for the MOH. In fact, it most likely would not, although that might
depend-at least in the future-on how the two agencies' budgets might be linked.
Second, ISSS is an important, powerful, and vociferous political force. The smalland embattled middle class of Salvadorens is becoming increasingly disaffected 
with the Government and its various austerity measures. Any government attack 
on or lack of support for ISSS could risk (further) alienating this segment of the
Salvadoran population. It would seem that this is (another) no-win situation for 
the Government. 

It is very difficult to say what might become of the effort to "give" the MOH
hospitals to ISSS or to merge the two organizations more wholistically. They have
such different clientele in terms of income, tastes, and disease profiles, and, as a
result, great disparities in terms of their case mixes. Given the magnitude of the 
rescurces involved, however, further explorations and analyses are in order. 
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CONSUMER PRICE INDEX 
(BASE: 1978) 

YEAR CPI ANNUAL RATE OF CPI INCREASE 

1975 71.5 19.1 

1976 76.6 7.1 

1977 85.6 11.7 

1978 97.0 13.3 

1979 108.7 12.1 

1980 127.6 17.4 

1981 146.4 14.7 

1982 163.6 11.7 

1983 185.1 13.1 

1984 206.7 11.7 

1985 252.4 22.1 

Source: Unpublished memo, Banco Central de Reserva de El Salvador. 
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EXHIBIT B-l 

OPERATIONS ALLOCATIONS BY PROGRAMS AND
GENERAL CLASSES AT THE MOH'S CENTRALIZED AGENCIES, 1986 

(COLONES) 

GENERAL 
PR0GWS CLASSES: 
AND SUBPROGRAMS: TOTALES 

PERSONNEL 
SERVICES 

NON-PERSONNEL 
SERVICES 

MATERIALS 
AND 

SUPPLIES 

MACHINERY 
AND 

EQUIPMENT 
REGULAR 

TRANSFERS 

101 Top Administration 

102 General Administrative 
Services 

019 Central Administration 

778.880 

21.728.650 

5.651.680 

737.070 

4.740.040 

4.740.040 

26.070 

413.000 

413.000 

13.320 

16.573.670 

496.700 

2.420 

1.940 

1.940 

029 Departm.mental supplies 
and materials 

103 Health Services Planning 

104 Health Engineering 

105 Normative Technical Services 

106 Operative Health Services 

!6.076.970 

785.350 

725.510 

1.619.780 

55.436.400 

--

711.660 

690.810 

1.550.700 

52.736.220 

--

22.730 

5.680 

56.380 

451.830 

16.076.970 

50.960 

27.160 

12.700 

2.236.560 

__ 

1.860 

_­

11.790 

019 Regional HealthServices 

029 Malariology 

039 Laboratory Services 
107 

T 0 T A L S 

49.793.060 

4.846.210 

797.130 

2.439.670 

83.514.240 

47.506.590 

4.446.220 

783.410 

2.286.140 

63.452.640 

401.370 

41.540 

8.920 

57.600 

1.033.290 

1.875.910 

356.450 

4.200 

95.930 

19.010.300 

--

-­

0.0 

9.190 

2.000 

600 

18.010 
Source:

Source: Ley de Presupuesto, Diario Oficial, 21 de Diciembre dE 1985, Tomo No.289, Ndmero 243, pp.162-168.
 



EXHIBIT B-2 
OPERATIONS EXPENDITURES BY PROGRAMS AND

GENERAL CLASSES AT THE MJH'S CENTRALIZED AGENCIES, 1985
 
( COLONES )
 

GENERAL 
PROGRAMS CLASSES: 
AND SUBPROGRAMS: TOTALES 

PERSONNEL 
SERVICES 

NON-PERSONNEL 
SERVICES 

MATERIALS 
AND 

SUPPLIES 

MACHINERY 
AND 

EQUIPMENT 
REGULAR 

TRAIMSFERS 

101 

102 

Top Administration 

General Administrative 
Services 

019 Central Administration 

689.142 

8.743.521 

5.404.952 

657.702 

4.506.023 

4.506.023 

20.180 

538.600 

538.600 

11.259 

3.696.057 

359.064 

1.576 

--

1.265 

1.265 

029 Departamental supplies 
and materials 

103 Health Services Planning 

104 Health Engineering 

105 Normative Technical Services 

106 Operative Health Services 

3.338.569 

2.646.627 

738.048 

1.405.758 

52.595.611 

--

2.500.536 

726.946 

1.371.422 

50.009.520 

--

63.153 

4.055 

25.339 

1.030.965 

3.336.993 

82.638 

7.048 

7.417 

1.544.318 

1.576 

.... 

--

-­

300 

1.580 

10.808 

019 Regional Health 
Services 

029 Malariology 

47.775.987 

4.101.910 

45.329.606 

3.977.955 

984.979 

33.118 

1.450.894 

90.836 

--

.... 

10.508 

039 Laboratory Services 

T 0 T A L S 

717.714 

66.818.707 

701.958 

59.772.149 

12.867 

1.682.293 

2.588 

5.348.736 

--

1.576 

300 

13.952 

Source: 
Informe Complementario Constitucional, 1985. 
 Ministerio de Hacienda, Direcci6n de Contabilidad Central,1986
 



__ 

EXHIBIT B-3
 

OPERATIONS EXPENDITURES BY PROGRAMS AND
GENERAL CLASSES AT THE MCH'S CENTRALIZED AGENCIES, 1984 
( COLONES ) 

GENERAL
-. 	

MATERIALS MACHINERYPROGRAMS ~~LASSES: 
 PERSONNEL NON-PERSONNEL 
 AND
AND SUBPROGRAMS: 	 AND REGULAR
TOTALES SERVICES SERVICES SUPPLIES 
 EQUIPMENT TRANSFERS
 

101 	 Top Administration 
 635.331 607.539 17.925 
 9.268 
 600
 
102 	 General Administrative
 

Services 
 6.324.933 3.809.975 
 355.562 2.152.832 3.150 3.414
 
019 	Central Administration 4.560.062 3.809.975 
 355.562 -.391.110 
 --	 3.414 

029 	Departamental supplies
 
and materials 
 1.764.872 -- -- 1.761.722 3.150
 

103 Health Services Planning 2.116.895 1.990.125 
 41.500 
 85.270
 
104 Health Engineering 
 693.939 678.153 
 4.049 11.737
 
105 Normative Technical Services 
 1.293.554 1.272.171 
 824 18.559 

106 Operative Health Services 
 49.651.766 47.519.755 
 431.553 1.689.849 
 10.609
 

019 	Regional Health
 
ServiLes 
 44.336.837 42.424.240 
 394.336 1.509.777 
 8.484


029 	Malariology 4.549.867 
 4.33.837 31.516 
 177.690 
 1.825
 
039 	Laboratory Services 
 765.062 756.678 5.702 
 2382 -. 
 300
 

T 0 T A L S 
 60.716.418 55.879.718 
 851.412 3.967.515 
 3.150 14.623
 

Source: Informe Compleirentario Constitucional, 1984. 
 Ministerlo de Hacienda, Direcci6n de Centabilidad Central,1985
 



__ 

__ 

EXHIBIT B-4 

OPERATIONS EXPENDITURES BY PROGPAP1S AND
 
GENERAL CLASSES AT THE MOHS CEN;TRALIZED IAGENCiES. 1983 

( COLONES ) 

GENERAL 
 MATERIALS MACHINERY
PROGRAMS 	 CLASSES: 
 PERSONNEL NON-PERSONNEL AND AND 
 REGULAR
AND SUBPROGRAMS: 
 f=-.... TOTALES SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS 

101 Top Administration 557.981 530.635 16.663 10.451 	 230 
102 	General Administrative
 

Services 
 9.698.069 3.803.183 
 270.904 5.621.533 
 2.449
 

019 C-entral Administration 4.254.838 3.595.624 
 270.904 385.861 
 2.449
 

029 Departamental supplies

and materials 
 5.443.231 207.559 
 -- 5.225.672 

103 Health Services Planning 1.964.714 1.830.373 67.447 66.894 


104 Health Engineering 713.767 658.512 
 3.897 51.058 
 300
 

105 Normative Technical Services 1.233.347 1.228.845 2.219 2.283 


106 Operative Health Sen,ices 42.953.223 41.112.867 409.102 
 1.421.350 
 9.905
 

019 Regional Health
 
Services 
 38.315.613 36.683.288 388.756 
 1.235.175 
 -- 8.395 

029 Malariology 3.907.712 3.711.805 
 11.654 183.041 
 -- 1.210 

039 Laboratory Services 729.898 717.771 9.893 3.134 -- 300
 

T 0 T A L S 
 57.121.100 49.164.414 
 770.222 7.172.569 
 0 12.884
 

Source: Informe Complementario Constitucional, 1983. 
 Ministerio de Hacienda, Oirecci6n de Contabilidad Central, 1984.
 



-- 

-- 

-- 

--

--

__ 

__ 

--

EXHIBIT B-5 
OPERATIONS EXPENDITRzi gY PRUjGRAM;s AIDGENERAL CLASSES Af THE MOW'S CE'iTRALiZED AGENCIES, 1982( OLO.IES ) 

GENERAL 
PROGRAMS CLASSES: 	 MATERIALS MACHINERYPERSONNEL
i4ND SUBPROGRAMS: 	 NON-PERSONNEL AND AND
TOTALES SERVICES 	 REGULAR
SERVICES 
 SUPPLIES 
 EQUIPMENT 
 TRANSFERS
 

101 Tcp Administration 
 479.L54 
 454.740 
 14.065 
 9.038
102 	 General-Administrative 1.210
 

Services 
 10.320.310 
 3.475.299 
 287.015 
 6.549.332 
 6.285 
 2.378
 
019 
Cental Administration 
 4.137.177 
 3.459.671 
 287.015 
 388.113 
 2.378
 
029 	Departamental supplies
 

and materials 
 6.183.133 
 15.628 
 6.161.219
103 	 Health Services Planning 6.285 -­1.858.979 
 1.684.871 
 71.565 
 101.176 
 1.367
 
104 	 Health Engineering 

--

704.977 
 622.109 
 3.333 
 79.535 

105 	Normative Technical Services 
 1.160.636 
 1.129.299 
 20.522 
 10.816 

106 	 Operative Health Services 
 41.844.025 
 39.894.317 
 518.212 
 1.419.027
019 	Regional Health 12.469
 

Services 
 37.415.095 
 35.604.285 
 480.390 
 1.322.983 
 7.431
029 	Malariology 
 3.755.985 
 3.629.431 
 27.801 
 93.721 
 5.032
 
039 	Laboratory Services 
 672.945 
 660.600 
 10.021 
 2.323 


T 0 T A L S 
 56.367.981 
 47.260.635 
 914.712 
 8.168.924 
 6.285 
 17.425
 
Source: 
Informe Complementario Constitucional, 198Z 
Ministerio de Hacieida, Dlrecci6n de Contabilidad Central, 
1983.
 



EXHIBIT B-6
 

OPERATIGNS EXPENKITURES BY PRGRA.!S AND

GENERAL CLASSES AT THE MOH'S CENTRALIZED AGENCIES, 1981
 

( COLONES ) 

PGENERAL 
PROGP. S 
ND SUBPROGRAM4S: 

CLASSES: 
TOTALES 

PERSONNEL 
SERVICES 

NON-PERSONNEL 
SERVICES 

MATERIALS 
AND 

SUPPLIES 

MACHINERY 
AND 

EQUIPMENT 
REGULAR 
TRANSFERS 

101 Top Administration 420.548 393.330 15.904 11.813 

102 General AdministrativeServices 

019 Central Administration 

15.845.249 

4.139.112 

3.500.789 

3.500.789 

226.371 

225.858 

12.113.453 

409.002 

1.588 3.050 

3.O5i 

029 Departamental supplies 
and materials 

103 Health Services Planning 

104 Health Engineering 

105 Normative Technical Services 

106 Operative Health Services 

11.706.037 

1.822.794 

1.050.140 

1.051.251 

42.571.690 

--

1.668.120 

917.734 

1.027.738 

39.914.764 

513 

68.117 

12.696 

16.707 

513.509 

11.704.450 

86.557 

119.716 

6.506 

2.117.974 

1.588 

-­

__ 

300 

25.442 

019 Regional Health 
Services 

029 Malariology 

039 Laboratory Services 

T 0 T A L S 

37.917.379 

3.960.966 

693.345 

62.761.678 

35.410.417 

3.827.088 

677.259 

47.422.474 

489.:16 

5.522 

8.876 

853.305 

1.998.585 

112.478 

6.911 

14.455.520 1.588 

19.265 

5.878 

300 

28.795 

Source: 
Informe Compleientario Constitucional, 1981. 
 Ministerio de Hacienda, Dfrecci6n de Contabijidad Central, 1982.
 



EXHIBIT 8-7 

OPERATIONS EXPENDITURES BY PROGRAMS AND 
GENERAL CLASSES AT THE MOH'S CENTRALIZED AGENCIES, 1980
 

( COLONES ) 

GENERAL 
PROGRAMS CLASSES: 
AND SUBPROGRAMS: TOTALES 

PERSONNEL 
SERVICES 

NON-PERSONNEL 
SERVICES 

MATERIALS 
AND 

SUPPL!ES 

MACHINERY 
AND 

EQUIPMENT 
REGULAR 

TRANSFERS 

101 Top Administration 454.206 424.867 21.909 7.180 -- 250 

102 General Administrative
Services 13.764.927 3.314.918 260.982 10.068.174 117.861 2.992 

019 Central Administration 3.995.892 3.314.918 260.982 416.999 -- 2.992 

029 Departamental supplies 
and materials 9.769.035 .... 9.651.175 117.861 

103 Health Services Planning 1.825.324 1.589.283 81.778 151.749 -- 2.515 
104 Health Engineering 1.174.213 950.562 5.880 177.470 -- 300 
105 Nomative Technical Services 995.074 937.902 44.780 11.831 -- 560 
106 Operative Health Services 41.505.600 38.927.212 562.701 2.002.745 -- 12.941 

019 Regional Health
Services 35.512.841 33.089.969 524.405 1.883.233 -- 10.233 

029 Malariology 5.301.936 5.167.101 24.360 108.068 -- 2.408 

039 Laboratory Services 690.822 670.142 13.937 6.444 -- 300 
T 0 T A L S 59.719.344 46.184.744 978.031 12.419.149 117.861 19.559 

Source: Informe Complementario Constitucional, 1980. 
Ministerio de Hacienda, Direcci6n de Contabilidad Central, 1981•
 



EXHIBIT B-8 

OPERATIONS EXPENDITURES BY PROGRAMS AND
 
GENERAL CLASSES AT THE MOH'S CENTRALIZED AGENCIES, 1979
 

( COLONES )
 

GENERAL MATERIALS MACHINERY
 
PROGRAMS CLASSES: PERSONNEL NON-PERSONNEL AND AND REGULAR
 
AND SUBPROGRAMS: TOTALES SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
 

101 Top Administration 443.435 402.278 29.169 11.688 -- 300 

102 General Administrative 

Services 11.400.993 2-689.295 256.416 8.440.629 13.268 1.385 

019 Central Administration 3.338.259 2.689.295 256.416 391.163 -- 1.385 

029 	Departamental supplies
 
and materials 8.062.734 8.049.466 13.268
 

103 Health Services Planning 1.490.173 1.331.062 65.605 9).606 -- 900 

104 Health Engineering 892.770 771.987 7.875 112.908 .... 

105 Normative Technical Services 803.947 791.596 7.097 4.656 -- 598 

106 Operative Health Services 32.356.453 30.458.519 485.022 1.403.255 -- 9.657 

019 Regional Health 
Services 27.247.779 25.459.688 458.063 1.320.670 -- 9.357 

029 Malariology 4.556.535 4.457.772 21.016 77.448 -- 300 

039 Laboratory Services 552.139 541.060 5.943 5.136 .... 

T 0 T A L S 47.387.770 36.444.738 851.183 10.065.741 13.268 12.840 

Source: Inforu Complementario Constitucional, 1979. Ministerio de Hacienda, Direcci6n de Contabilidad Centra!, 1980•
 



EXHIBIT B-9 
OPERATIONS EXPENDITURES BY PROGRAM9S AND

GENERAL CLASSES A" THE MOH'S CEKNTRALIZEO AGENCIES. 1978 
( COLONES ) 

GENERAL 
PROGRAMS SCLASSES: 
iNdD SUBPROGRAMS: TOTALES 

PERSONNEL 
SERVICES 

SON-PERSONNEL 
SERVICES 

MATERIALS 
AND 

SUPPLIES 

MACHINERY 
AND 

EQUIPMENT 
REGULAR 

TRANSFERS 

101 Top Administration 403.692 381.786 17.450 4.156 300 

102 General Administrative
Services 

019 Central Administration 

13.960.870 

3.098.020 

2.482.890 

2.482.890 

222.233 

222.233 

11.249.019 

390.139 

3.970 

--

2.759 

2.759 

029 Departamental supplies 
and materials 

103 Health Services Planning 

104 Health Engineering 

105 Normative Technica) Services 

106 Operative Health Services 

10.862.850 

1.312.674 

837.207 

698.468 

26.729.615 

--

1.154.496 

706.961 

698.456 

24.792.259 

--

76.719 

9.018 

12 

437.470 

10.858.880 

81.159 

119.417 

-­

1.488.942 

3.970 

300 

1.812 

10.944 

019 Regional Health 
Services 

029 Malarlology 

039 Laboratory Zervices 

0 T A L S 

22.441.179 

3.812.167 

476.269 

43.942.525 

20.680.284 

3.646.214 

465.761 

30.216.847 

396.376 

34.447 

6.647 

762.90? 

1.354.407 

130.934 

3.601 

12.942.E92 

--

--

--

3.970 

10.111 

573 

260 

16.114 

Source: 
Informe Complementario Constitucional, 1978. 
Ministerio de Hacienda, Direcci6n de Contabilidad Central, 1979.
 



EXHIBIT B-10 

OPERATIONS EXPENDITURES BY PROGRAMS AND
GENERAL CLASSES AT TE MOH'S CENTRALIZED AGENCIES, 1977
( COLONES ) 

GENERALPROGRAMS CLASSES: 
AND SUBPROGRAMS: TOTALES 

PERSONNEL 
SERVICES 

NON-PERSONNEL 
SERVICES 

MATERIALS
AND 

SUPPLIES 

MACHINERY 
AND 

EQUIPMENT 
REGULAR 

TRANSFERS 

101 Top Administration 324.218 300.589 17.052 6.106 -- 470 
102 General

ServicesAdministrative 20.556.549 2.302.729 176.496 18.037.739 38.880 705 
019 Central Administration 2.858.748 2.302.729 176.496 378.818 -- 705 

029 Departamental suppliesand materials 

103 Healtn Services Planning 

17.697.801 

1.040.433 

-1 

878.523 

--

88.185 

17.658.921 

72.885 

38.880 

--

._ 

840 
104 Health Engineerirg 

105 Normative Technical Services 

549.326 

690.108 

477.859 

685.940 

13.743 

3.868 

57.424 

-30 

-- 300 

106 Operative Health Services 21.904.279 20.191.168 339,031 1.363.937 .. 10.092 

019 
ServicesRegional Health 

18.065.125 16.501.256 303.467 1.251.347 -_ 9.054 
029 Malarlology 3.449.063 3.310.318 29.602 108.105 -- 1.038 
039 Laboratory Services 390.091 379.594 5.962 4.535 --

TOTA L S 45.064.913 24.836.809 638.375 19.538.142 38.880 12.707 
Source: 
Informe Cornplementario Constitucional, 
1977. 
 Ministerio de Hacienda, Direcci6n de Contabilidad Central, 
1978.
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APPENDIX C 

Allocated versus Expended MOH Budgeted Monies 

Exhibit C-i: Total Appropriated vs. Expended Budgeted Monies Of The 
Decentralized Agencies, 1981-85 

Exhibit C-2: Total Appropriated vs. Expended Budgeted Monies of the 
MOH Centralized Agencies, 19f 1-84 Operating Costs 

Exhibit C-3: Total Appropriated vs. Expended Bud';eted Monies of the MOH 
Capital Costs, 1981-35 

Exhibit C-4: Total Appropriated vs. Expended Budgeted Monies for MOH 
Operating Expenses Derived from Lvestrnent Programs, 1981­
85 

Exhibit C-5: MOH Capital Expenditures: Allocations vs. Expenditures by
MOH Program and Source of Financing, 1981-85 



EXHIBIT C-1 
(Page 1 O 2) 

TOTAL OPERATING EXPENDITURES
AUTONOMOUS INSTITUTIQNS AND OTHER 

(In thousands of Coornes) 

OF THE 
ENTITIES, 1981-85 

YEAR APPRO-1 9 8 1 9 8 2 1 9FACILITY 
PR1ATEDAPPRO- EXPENDEDAPO-AR-APPRO- APPRO-FACILITY 
 PRIATED EXPENDED PRIATED EXPENDED
 

Hospital Rosales, San Salvador 
 13.359.7 13.047.5 
 12.991.7 12.782.7
Hospital Benjamin Blow, San Salvador 12.953.9 12.873.7
8.930.5 8.484.0 8.684.0
Hospital de Maternidad, San Salvador 8.548.3 8.484.0 8.429.9
7.065.3 6.978.2 7.053.4
Hospital Psiqui~trico, San Salvador 6.948.6 7.067.4 6.643.4
4.719.6 4.483.6 
 4.462.7
Hospital de Neumologia, San Salvador 4.386.9 4.462.2 4.433.1
 
Hospital San Juan de Dios, Santa Ana 

1.94.0 3.186.4 3 184.3 3.133.0 3.224.1 3.202.4
8.170.4 8.157.2 7.848.8 
 7.715.8 7.876.9
Hospital Francisco Mendndez, Ahuachap~n 3.120.1 3.095.0 7.823.2

2.964.1 2.915.4
Hospital de Sonsonate 2.992.0 2.972.0
 

Hospital Dr. Luis Edmundo V2squez: 
2.771.3 2.773.2 2.726.9 2.786.5 2.712.8
2.803.6 


2.337.0 2.315.9 2.220.2

Chalatenango 


Hospital San Rafael, Nueva San Salvador 2.184.3 2.220.2 2.206.2
3.228.4 3.067.0 3,]]7.0 3.065.4
Hospital Santa Gertrudis, San Vicente 3.067.0 3.046.0
3.117.6 3.117.6 2c831.3 
 2.783.9
Hospital Santa Teresa, Zacatecoluca 2.872.6 2.853.4
3.056.0 2.903.2
Hospital San Juan de Dios, San Miguel 
2.897.9 2.848.2 2.998.0 
 2.878.6
4.545.6 4.476.1 4.254.4
Hospital San Pedro, 4.182.5
UsulutAn 4.282.1 4.253.1
3.281.0 3.116.6 
 3.116.6
Cruz Roja Salvadorefa 3.013.6 3.124.1 3.102.7
321.8 287.7 
 287.7 279.5
Consejo Superior de Salud Pdblica 287.7 285.0
421.1 413.4 402.2 
 397.3 376.9 374.5Instituto Salvadorehio de Rehabilitaci6n4.
de InvAlidos 


4.110.9 3.884.7 4.039.6 
 3.961.3 4.038.7
Hogar de Ancianos Narcisa Castillo 4.006.3
192.5 1.92.5 282.9 180.2
Other Entities 182.4 181.9
390.1 390.1I 237.6 
 237.6
 

T 0 TA L 
 76.364.9 74.356.1 
 .49.8 72.277.5 73.392.2 72.513.0
 
Source: 
 Informe Complementario Constitucional sobre la Hacienda POblica, 1981-1935,
Ministerio de Hacienda, 1982-1986.
 



EXHIBIT C-1 
(Page 2 Of 2) 

TOTAL OPERATING AND EXPENDITURES OF THE
 

AUTONOMOUS INSTITUTIONS AND OTHER ENTITIES, 1981-85
 

(In thousands of Colones)
 

1YEGENERAL FUND 
APPRO- i 

198 
MiNTERNAL LOANS 

APPRO-

19 

APPRO­

8 5 

PRIATED EXPENDED PRIATED EXPENDED PRIATED EXPENDED 

Hospital Rosales, San SalvadorHospital Benjamin Bloom, San Salvador 
Hospital de Maternidad, San Salvador 
Hospital PsiquiAtrico, San Salvador 
Hospital de Neumologia, San Salvador 
Hospital San Juan de Dios. Santa Aria 
Hospital Francisco Henrndez, Ahuachap~n 
Hospital de Sonsonate 
Hospital Dr. Luis Edmundo VAsquez,
Chalatenango 

Hospital San Rafael, Nueva San Salvador 
Hospital Santa Gertrudis, San Vicente 
Hospital Santa Teresa, Zacatecoluca 
Hospital San Juan de Dios, San Miguel
Hospital San Pedro, UsulutAn 
Cruz Roja Salvadereha 

Consejo Superior de Salud PblicaInstituto Salvadorcjo de Rehabilitaci6n 
de Inv~lidos 

Hogar de Ancianos Narcisa Castillo 
Other Entities 

12.691.7 
8.484.0 
7.053.4 
4.462.7 
3.034.4 
7.761.8 
2.964.1 
2.658.3 

2.220.2 
3.067.0 
2.831.3 
2.898.0 
4.335.6 
3.116.6 
295.4 
396.3 

4.039.7 
182.9 
227.5 

12.691.7 
8484.0 
7.053.4 
4.462.7 
3.034.4 
7.761,8 
2.964.1 
2.6ES.3 

2.220.2 
3.067.0 
2.831.3 
2.898.0 
4.335.6 
3.116.6 
287.7 
396.3 

9 
4.039.7 

182.9 
227.5 

1.682.4 
746.4 
666.1 
466.7 
488.1 
891.5 
303.7 
412.2 

240.3 
278.3 
318.5 
315.0 

I 303.5 
307.1 
55.3 
36.2 

406.6 
21.1 

0 

1.682.4 15.015.8 
746.4 9.839.3 
666.1 8.193.9 
466.7 5.293.4 
488.1 3.562.2 
891.51 9.23.6 
303.7 3.596.0 
412.2 3.173.5 

240.3 2.584.1 
278.3 3.583.6 
318.5 3.318.7 
315.0 3.414.1 
303.5 5.341.3 
307.1 3.705.8 
55.3 919.9 
36.2 456.0 

406.6 5.010.9 
21.1 217.7 

0 444.3 

15.015.8 
9.839.3 
8.193.9 
5.293.4 
3.582.2 
9.237.6 
3.596.0 
3.173.5 

2.584.1 
3.583.6 
3.318.7 
3.414.1 
5.341.3 
3.705.8 

912.3 
456.0 

5.010.9 
217.7 
444.3 

TOTAL 72.723.0 72.715.4 7.939.0 7.939.0 86.928.0 86.920.4 

Total Appropriated Total Expended 
80.662.0 80.654.4 

Source: 
 Informe Conplementario Constitucional sobre id Hacienda Pdbica, 1981-1985

Ministerio de Hacienda, 1982-1986.
 



EXHIBIT C-2 

CURRENT OR OPERATING EXPENSES OF THE 
MINISTRY OF PUBLIC HEALTH
 
AND SOCIAL WELFARE


BY YEARS AND PROGRAMS 1981-j985
 

(Thousands of Colones)
 

s
._YEARS ALLOCATIONS
AL_
LOCIOSS i~ 961 921 	 1983
1982 
 18 	 1984
9418	 1i985

A~ND SUBPROGRAS ALLOCATED USED ALLOCATED USED 
 ALLOCATEDj USED ALLOCATED 
I USED- ALOCATED US1.1RopRM ngmn 9XPE0SE885.2 526.7 J2.
634.8 614,81 6907 677.0 702.0 1D6i. 
-1.02 	 General Adm.Services 28.902.8 23.593.9 
 26.121.4 25.975.7 20.841.7 20.227.5 19.587.5
019 Central Adn. 5.581.6 5.443.2 4.504.3 	 19.496.3 16.588.0 16.560.4
3.336.1 4.764.7 4.604.6 
 5.024.8 4.939,3 5.580.0
029 Department's Supply 23.321.2 18.150.7 	 5.569.7
21.617.1 21.629.6 16.077.0 
 16.623.0 14.562.6 14.557.6 
 11.008.0 10.990.7
 
1.03 	 Health Services
 

Planning 	 2.303.9 2.217.8 
 2.4.2.4 2.123.2 
 2.135.2 2.049.7 
 2.291.4 2.230.9 2.808.9 
 2.783.4
1.04 	 Health Engineering 1.272.6 1.246.6 
 779.0 771.6 774.8 
 015.0 825.3 803.6 
 768.1 764.0
 
1.05 	 Normative Technical
 

Services 
 1.689.0 1.639.9 1.335.2 
 1.319.4 1.351.7 1.279.4 1.417.' 
 1.400.8 1 .415.8 
 1.415.6
1.06 	 Health Operative
 
Services 
 48.906.3 48.244.4 
 47.392.1 - 46.825.5 46.691.5 46.086.1 52.490.8 
 52.024.9 55.391.0
Services 
 43.598.4 43.083.0 42.220.7 
 41.829.2 41.522.8 41.053.2 
 46.269.5
029 Malariology 4.549.8 	 46.207.9 49.825.9 49.743.91
4.406.4 4.431.7 
 4.272.7 4.431.7 4.292.1
039 Laboratory Services 758.1 755.0 	 5.062.8 5.001.5 4.768.1 4.762.6
739.7 723.6 737.0 
 730.9 817.6 815.5 
 796.9 796.4
 
SUBTOTALS 
 b3.994.6 77.827.8 
 78.296.6 77.535.4 72.619.6 
 71.002.4 77.303.1 76.534.3 
 77.673.8 77.525.0 

Current Transfers 76.365.0 74.356.2 1 73.S49.9 72.277.5 73.392.2 72.513.0 80.662.0 
 80.654.2 86.928.0 86.920.4
 
TOTALS 
 160.359.6 152.184.0 1151.846.5 149.812.9 146.021.8 
143.515.4 .157.965.0157.288.5 164.60.8 
164.445.4
 

Source: Constitutional Complementary Report. 
Ministry of Finance. 1981-1985.
 

http:49.743.91


EXHIBIT C-3 

CAPITAL OR INVESThENT EXPENSES. AMOUNTS ALLOCATED AND USED 
BY YEARS AND PROGRAMS 1981-1985 

(Thousands of Colones) 

PROGRAMS 
E PSLLALV 1 9 8 1 

Allocated Used 
1 9 8 2 

Allocated jUsed 
1 9 8 3 

AllocatedJ Used 
1 9 8 4 

Allocated Used 
1 9 8 5 

Allocated Used 

3.01 Enlargement of 
the Health Ser­
vices Network 9.775.3 4.846.6 18.050.0 6.059.4 25.521.0 21.308.6 44.393.5 24.507.6 27.888.3 7.266.6 

3.02 Const., Enlarg­
ment to Dept.
Bldgs. 2.876.0 2.669.0 2.020.0 2.013.5 1.365.0 945.5 2.991.5 1.675 100.0 69.8 

3.03 Rural Basic 
Sanitation 10.255.4 5.866.4 6.734.5 6.012.5 3.250.0 2.841.2 5.316.2 5.235 3.128.9 2.979.2 

3.04 Latrinlzation 600.0 221.2 400.0 317.7 350.0 346.4 403.0 401 448.0 434.6 

3.05 Investment Pro­
grams Operation 

3.06 Nutrition 

894.1 

528.9 

963.2 

375.4 

1.165.0 

330.4 

i.120.3 

330.4 

1.215.0 

300.4 

1.139.0 

300.0 

1.356.8 

530.0 

1.315 

350 

1.366.0 

0 

1.327.0 

0 

14.01 Capital Transfers 2.683.3 

S27.613.0 

0 
14.841.8 

0 
28.699.9 

0 0 
1.854.0 132.001.0 

0 0 
26.888.83 55.926.5 

0 
34.262 

0 
32.931.3 

0 
12.077.3 

Source: Constitutional Complementary Report. 
Ministry of Finance. 1981-1985.
 



EXHIBIT C-4
 

CURREN.r OR OPERATING EXPENSES DERIVED FROM THE INVESTMENT PROGRAMS OF THE
 
MINISTRY OF PUBLIC HEALTH AND SOCIAL WELFARE 1981-1985
 

(Thousand Colones)
 

TOTAL 1 
ALLOCATION 1 9 8 1 1 9 8 2 1 9 8 3 1984 985 

PROGRAMS ILLOCATED USED ALLOCATED USED ALLOCATED USED ALLOCATED USED ALLOCATED USED 

1.04 Health
Engineering 1.272.6 	 1.246.6 779.0 771.6 774.8 744.9 825.3 803.6 768.1 764.0
 

(98.0%) (99.1%) (96.2%) (97.4%) 
 (99.5%) 

3.05 Investment
 
Program
 
Operation 894.1 863.2 1.120.3 1.120.3 1.215.0 1-.39.0 1.356.8 1.315.0 
 1.366.0 1 327.1
 

(96.5%) (100%) (93.7%) (96.9%) (97.2%)
 

TOTAL 2.166.7 	 2.109.8 1.944.0 1.989.8 1.989.8 1.884.0 2.182.1 2.118.6 2.134.1 
 2.091.1
(97.4%) (102.4%) (94.7%) 	 (97.1%)(98.0%)
 

Source: Constitutional 	Complementary Report 1981-1985. Ministry of Finance.
 



EXHIBIT C-5 
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CAPITAL OR INVESTMENT EXPENDITURES. AMOUNT ALLOCATED AND USED BY PROGRAMS AND 

FINANCISG SOURCES. MOH. 1981 

(Colones) 

PROGRAMS 

ALLOCATIONS & EXPNS. 
E 

TOTALS 

A L L 0 C A T 1 0 N S 
GENEPAL DOMESTIC 

FUND LOANS 
FOREIGN 

LOANS TOTALS 

U S 
GENERAL 

FUN 

E D 
DONiSTIC 
LOr"IS 

FOREIGN 
LOANM 

Services etwork 9.575.257 5.175.257 4.600.000 4.846.510 4.745.560 101.000 

3.02 

3.03 

3.04 

3.05 

3.06 

Dept. Bidg. Constrct., 
Enlargement & Imprvmt. 

Basic Rural Sanitation 

Latrinization 

Investment Programs 
Operation 

Nutrition 

2.876.025 

10.255.370 

600.000 

98 
894.100 

528.850 

_. 

--

--

r 

2.876.025 

4.502.490 

600,000 

894.100 

334.290 

5.752.880 

--

194.560 

2.668.960 

5.866.437 

221.175 

863.1841 

375.444 

--

--

--

--

--

2.668.960 

1.896.357 

221.175 

863.184 

180.884 

-­

3.970.08 

-­

-­

194.56 

4.01 Capital Transfers 2.683.318 ............ 

T 0 T A L S 24.929.602 14.382.162 10.547.440 14.841.760 10.576.120 4.265.64 

Source: Constitutional Complementary Report, 1981. Ministry of Finance. 1982. 



EXHIBIT C-5 
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CAPITAL OR INVESTMENT EXPENDITURES. AMOUNT ALLOCATED AND USED BY PROGRAMS AND 

FINANCING SOURCES. MOH. 1982 

(Colones) 

PROGRAMS 

ALLOCATIONS & EXPNS. 
BY OURCE 

TOTALS 

A L L 0 C A T I 0 N S 
GENERAL DOMESTIC 
FUND LOA1S 

FOREIGN 
LOANS TOTALS 

U S 
GENERAL 
FUND 

E V 
DOMESTIC 
LOANS 

FOREIGN 
LOANS 

3.01 

3.02 

Enlargement of Health 
Services Network 

Dept. Bldg. Construct., 

Enlargement & Imprvmts. 

18.050.000 

2.020.000 

5.550.000 

2.020.000 

12.500.000 

--

6.059.412 

2.013.513 

3.580.412 

2.013.513 

2.478.000 

-­

3.03 Basic Rural Sanitation 6.734.470 -- 3.234.470 3.500.000 6.012.589 -- 2.556.703 3.455.886 

3.04 Latrinization 400.000 -- 400.000 -- 317.750 -- 317.750 -­

3.05 Investment Programs 
Operation 1.165.010 1.165.010 -- 1.120.275 1.120.275 -­

3.06 Nutrition 330.440 -- 300.000 30.440 330.440 -- 300.000 30.440 

4.01 Capital Transfers -- -- -- ...---

T 0 T A L S 28.699.920 -- 12.669.480 16.030.440 15.853.979 -- 9.888.653 5.965.326 

Source: Constitutional Complementary Report, 1982. Ministry of Finance. 1983. 



EXHIBIT C-5 
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APITAL OR INVESTMENT EXPENDITURES. AMOUNT ALLOCATED AND USED BY PROGRAMS AND 

FINANCING SOURCES. HOH. 1983 

(Colones) 

PROGRAMS 

ALLOCATuONS & XPNS. 
BY SOURCE 

TOTALS 
GENERAL 
FUND 

DOMESTIC 
LOANS 

FOREIGN 
LOANS TOTALS 

GENERAL 
FUND 

DOMESIIC 
L NS 

FOREIGN 
LOANS 

3.01 

3.02 

3.03 

3.04 

Enlargement of Health 
Services Network 

Dept. Bldg. Construct., 
Enlargement & Imprvmts. 

Basic Rural Sanitation 

Latrinization 

25.521.000 

1.365.000 

3.250.000 

350.000 

--

--

--

--

4.000.000 

1.365.000 

3.250.000 

350.000 

21.521,000 

--

--

--

21.308.567 

945.466 

2.841.156 

346.384 

--

--

2.687.567 

945.466 

2.841.156 

346.384 

18.621.000 

-­

-­

-­

3.05 

3.06 

4.01 

Investment Programs
Operation 

Nutrition 

Capital Transfers 

1.215.000 

300.000 

--

--

--

1.215.000 

300.000 

-. 

--

--

--

1.139.008 

300.000 

--

--

--

1.139.008 

300.000 

-­

-­

--

T 0 T A L S 32.001.000 -- 10.480.000 21.521.000 26.880.581 8.259.581 18.621.000 

Source: Constitutional Complementary Repor, 1983. Ministry of Finance. 1984, 



EXHIBIT C-S 

CJPITAL OR INVESTMENT 

Page 4 Of 5 

EXPENDITURES. AMOUNT ALLOCAIED AND 
FINANCING SOURCES. MOH. 1984 

USED BY PROGRAMS AND 

(Colones) 

3.01 

3.02 

3.vi 

3.04 

ALIOCATIONS & EXPNS.BY SOURCE 

Enlargement a. HealthServices Network 

Dept. Bldg. Construct., 
Enlargement & imprvmts. 

Basic Rural Sanitation 

Latrinization 

TOTALS 

44.393.531 

3.927.080 

5.315.175 

403.000 

GENERAL 

FUND 

--

--

--

--

DOMESTIC 

LOANS 

13.470.631 

2.991.530 

3.656.845 

403.000 

FOREIGN 

LOANS 

30.922.900 

935.550 

1.659.330 

-4 

TOTAL$ 

24.507.702 

2.452.919 

5.235.098 

01.355 

GENERAL 

FUND 

--

--

--

--

DOMESTIC 

LOANS 

5.141.306 

1.615.100 

3.591.584 

401.355 

FOREIGN 

LOANS 

19.366,396 

777.819 

1;643.51 

3.05 

3.06 

4.01 

Investment ProgramsOperation 

Nutrition 

Capital Transfers 

1.356.754 

530.000 

...... 

--

--

1.356.?54 

530.000 

--

--

1.314.962 

350.658 

--

--

1.314.962 

350.658 

_­

._ 

T 0 T A L S 55.926.540 __ 22.408.760 33.517.780 34.262.694 12.474.965 21.787.729 

Source: Constitutio,l Complementary Report, 1984. Ministry of Finance. 1985. 



EXHIBIT C-5 

Poe 5 0 S 

kAPIIAL OR INVESTMENT EXPENDITURES. AMOUNT ALLOCATED AND USED BY PROGRAMS AND 

FINANCING SOURCES. 110H. 1985 

(Colons) 

P____RA 

ALLOCATIONS & EXPNS. 
BY SOURCE 

___.OTALS 

GENERAL 

FlND 
DOMESTIC 

LOANS 

FOREIGN 

LOANS TOTALS 

GENERAL 

FUND 

DOMESTIC 

LOANS 
FOREIGN 

LOANS 

3.01 Enlargement of Health 
Services Network 27.888.310 -- i.312.060 23.576.250 7.265.61i 1.213.452 6.053.159 

3.02 Dept. Bldg. Construct., 
Enlargement & Imprvmts. 100.000 -- 100.000 -- 69.845 69.845 -­

3.03 Basic Rural Sanitation 3.128.920 -- 3.128.920 -- 2.979.188 -- 2.979.188 -­

3.04 Latrinization 447.980 -- 447.980 -- 434.585 -- 434.585 -­

3.05 Investment Prograns 
Operation 1.366.040 -- 1.366.040 -- 1.327.094 -- 1.327.094 

T 0 T A L S 32.931.250 -- 9.355.000 23.576.250 12.077.322 6.024.164 6.053.159 

Source: Constitutional Complementary Report. 1985. Ministry of Finance. 1986. 
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APPENDIX 0: 

POSITIVE EXTERNALITIES 

A positive externality exists whenever the benefits received
from cor'uuming a particular good 
are greater than those whichare reaped by the individual who actually purchases andconsumes the good or service. When this condition is met,soething good (hence the adjective "positive") is reaped bysomeone who is not in the market; that is, by someone who is"external" to the market transaction- -meaning he has not boughtor sold the good or service.
 
An example of a 
 positive externality is a vaccination. It notonly does the individual who has 
to purchase it good because he
avoids developing, for instance, measles, but it doea hisneighbors good too, because nuw one more possible transmi3sionsource of measles 'has been "eliminated". Societies as a wholechoose to subsidize the purchase of goods with
externalities--like vaccinations, because they benefit theentire community (society) as a whole, moro than they benefit
the single individual who might 

own 
choose to purchase it for hisgood (oblivious to or indifferent to the possibility thatit might be beneficial to others). From society's vantagepoint because some who do not purchase the good with posit iveexternalities will benefit from it, and becausQ more of the
community will benefit from it than will purchase it if themarket is allowed to function on its own, it is in the interestof the society (as a whol;) to encourage the production and
consumption of such goods. 
 Going back to our vaccination
example, it is in society's best interest to have morevaccinations because society becomer lems vulnerable to
epidemics and their attendant disruptions (which can be very
costly in terms of disrupted business and government schedules
and the increased need for medical care).
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APPENDIX E: 

NOTES ON THE DRUG AND PHARMACEUTICAL INDUSTRY IN EL SALVADO] 

The modern-day drug and pharmaceutical industry's origins datefrom the early days of the Central American Common Market(CACi), the mid-1960. Much of the irdustry consists of theimportation of primary materials with only the "final touches"being added in the country. A. such the value-added is
relatively low. Nevertheless, relative to most of the otherindustries spawned by the CAQI, the drug industry wan, and is,a big successe 
(though to a lesser extent today)--.it exports

substantial volumes of drugs and pharmaceuticals not onlythroughout the CA. (being its major supplier), but toVenezuela and Colombia, as well. The dmestic industry hassufferred both from the civil war in El Salvador, and from tiie
disintegration of the CACM. theIn past year, it has reporteda drop in exports of 25 percent. Concurrently there has been
25 percent increase in imports. 

Drug and pharmaceutical imports into El Salvador in 1984

totaled 152.5 million colones, or 6.2 percent of the totalvalue of imports. Imports until January 1986 entered the 
country at the parallel rate of exchangeL With the eliminatioiof the parallel rate of exchange in January (one eleQnt of thf"Paquete") the prices of imported drugs and pharmaceuticalshave essentially doubles. This did not happen instantaneously,
however. The Minister of Economy and the Ministry of Healthhave a commission which controls the price. of imported drugs.Ebreign manufacturers, who wish to market drugs orpharmaceuticals in El Salvador must submit a cost of productior
report. The commission reviews the report and establishes amaximum wolevale price ma'kup of 25 percent above the
manufacturer's claimed coots of production. The maximum retailprice is the wholesale mayimum plus arno-hor 25 percent of the 
cost of production. In an interview, Salvadoran aconomist,Eduardo Pefia, who works for the U.S. State Department'sCommercial/Economic Section reported that the only
establiahments in the entire country that sell imported drugsand pharmaceuticals at prices less than the legal maximums werea handful of very large drugstores located downtownin San
Salvador. 
 Following the eliminaticn of the dualparallel

exchange rate in January 1986, the Government froze drug andpharmaceutical prices for a two month period in order to beable to und3ertake the necessary studies to establish the new 
maximum price ceilings.
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ISSUE: ALLOCATIVE 
THE HEALTH 

EFFICIENCY THE 
CENTERS, UNITS 

HOSPITALS VERSUS 
AND POSTS 

Exhibit F-i 
contains the regional health services expenditures
for the centers, units and posts, as well as regional office
staff (some of whom are 
loc.ited in the five regional offices,
and sorne 
in the Central MOH Office in San Salvador) from 1931
to 1985. 
 This figure consits of only the Miniaterio de Salud
Publica y Asistencia Social s budget program code 1.06,
subprogram 019 s Total Expenditures ("Total Utilizado")
reported annually in "Estado 1-4: Ectado de Gastos por Clases
Generales del Presupuesto General de 
(afo), Resumen por
Categoria de Programas, 
Unidades Primarias de Organiza:ion y
Detalle por Programas", contained in the Ministerio de Hacienda
s annual publication the Informe Comp ementario Constitucional.
The exhibit also contains individual hospital expenditure data
during these years. The individual hospital totals presented
are their Total Expenditure3 ("Total Utilizado") 
listed under
the MSPAS budget code 201, Current Transfers ("Transferencias
corrientes") 
in the same table referred to above (Estado 1-4 of
the Informe Complementario.
 

These, however, are not tht full budgetary expenditurer of
either of 
these entities. 
 Within the same table of the Informe
Complementario is the MSPAS budget program 1.02 Peneral
Administrative Services t"Servicios Generales
Administrativos"). 
 This budget program contains two
subprograms; 
the one which is of which is of interest here is
0.9 Departmental 6upplies of Materials and Equipment in General
(VbuministrDs de Materiales y Equipo General del Ramo").
its 
 As
label suggests. the materials and supplies purchased with
these monies are for 
the entire deparment or Ministry. It is
divided among the MOH Qentral Office (Secretaria del Estado),
the regional hcalth services 
(i.e.. 
the health centers units,
posts and the 
five regional offices), the hospitals and the
other so-called "decentralized agencies".
 

According to the chief of the Financial Accounting Department
of the MON (who has held that position since 1979),
approximately-75 percent of this fund goes 
to the houpitals.
In an interview with the head of the MOH's Purchasing
Department, however, it was maintained that since 1982 these
monies have been a]located by a formula devised by the
Operative Norms Division of the Ministry. 
The formula calls
for allocating those funds which are not expended for CentralOffice supplies and materials (it was not determined how thissum is arrived at). 
to be divided between the hospitals on the 
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one hand, ands the rest of the health care facilities on the
other, in equal proportion to their share of total outpatimzit

care visits provided (by physicians only) in the previous year.
 

FOOTNOTE:This allocation procedure establishes incentives for

health service facilities to overreport the amount of

ambulatory care they are providing. Yhe magnitude of tho
potential distortion in utili:ation reported data (submitted to
the Statistics Section of the MOH) 
this may have given rise to
is obviously a function of the, extent to which MOH service

providers. and especially facility directors, are cognizdnt of
this allocation process. Timet constraints did not permit

investigating the degree to which such distortions may have
 
developed.
 

The numbers cited in the various reports I ha\a reviewed which
address this allocative efficiency related issue uniformly

overlook this additional source of funds allocated to the.
hospitals. The picture they paint of the share of total MOH
 resources ailocatea to the regions and especially to the

hospitals, therefore, is erroneous, it understates the
 
proportionate share of the hospitals.
 

Absent the actual percentage splits of this additional pot of
 
money (i.e., subprogram 029), 
to take a first crack at the
"full" hospital share 
.t the MiOH purse, it is necessary to make
 
an assumption abo the magnitude of that split. Exhibit 
F-2
presents the proportion of the MOH budget expended for hoepital

services from 1979 to 1985 based on the assumption that the

share of Departmental Materials and Supplies (budget subprogram

029) allocated to the fourteen hospitals is one half.
 

FOOTNOTLGiven that the share of hospitals in total ambulatory

care provided by physicians has been about 40 percct during
this period, and that 
if the pre-1982 hospital share of this
fund was 75 percent, this ia 
a reasonable first assumption.
 

Inclusive of these monies, the 14 hospitals on average together

spend 56 percent of the MOW operations budget.
 

But this still is 
not the full picture. Hospitals also have
 access 
to monies from two additional sources. First, like the
health centers (and less commonly. the units and posts, as well)
 

FOC.LNO'.E:See team member N. Macpherson Chapin's report for a

discussion of the frequency of patronatos by facility type.
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the hospitals have health boards, or patronatos, which raise
 
monies tor them. The pattonatos also "anage funds obtained 
from "voluntary" contributions for health services provided at
 
the particular health facility they "oversee". It s genrally
 
acknowledged that the receipts and expenditures of the
 
hospitals' pEtronato funds are significantly larger than those
 
of tre other health establihment--both in tho aggregate, as
 
ell as on a regional-specific basis.
 

Again, time ccastraints frustrated efforts to obtain an
 
adequate account of the level of the patronato fund, and the
 
cnanging levels of the'r funds and the uses of those funds over
 
the last decaae. The information about the amount of theae
 
monies whicn was obtained ror hospitalp ia precented in Exhibit
 
52 of the text. That which was ob:ained for the other health
 
facilities is presented in Exhibit 49, and consists of the regional
 
agqregations of the um of the funds of all of the health centers,
 
unitsand posts.
 

The second additional source of funds which all MOH hospitals
 
(with the exception of the Maternity Hospital) have is what is
 
somewhat misleadingly referred to as simply "pensiones".
 
Pensiones are a source of additional monies which are unique to
 
hospitals and is limited to their inpatient care services.
 
Exhibits 49-51 contain the revenues generated by the sale of
 
pensiones and other goods and services by each of the hospitals
 
in the 1982-84 era.
 

Pensiones funds consist of the revenuer realized by th. sale of 
exclusive, higher quality room and board (inpatient) servicest 
general inpatient services, by contrast, ara provided free of 
charge. Also associated with the pensiones are a sit of
 
established charges for the use of particular types of
 
facilities (e.g., the operating room), equipment, and
 

services. A new price structure for 2 e'siones and
 
pensionea-related goods and services wi developed last fall,
 

published in tte December 23, 1985 edition of the Diario
 
Oticial, and implemented beginning January 1, 1986. This was
 

tne first reviston in these prices in ten years--since January
 

1976. Appendix E contains copies of the both of these decrees
 

tincluding a itemized accounting of their price schedules) as
 

they appeared in the Diario Oficial.
 



EXHIBIT F-1 

ACTUAL GENERAL BUDGET-FUNDED EXPENDITURES:
 
RELATIVE SHARES OF THE REGIONAL HEALTH
 

SERVICES AND THE HOSPITALS *
 
(InColones and relative share of their combined totals)
 

THE REGIONAL HEALTH SERVICES
 
YEAR (CENTERS, UNITS, 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's" Budget Subprogram Code 019.
 
"Servicios Regionales de Salud" arid hospitals' are the sume 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 (afio), Resumen por Categorfa de Programas,
 
Unidades Primarias de Orginizaci6n y Detalle de Programas", of the
 
Ministry of Hacienda's Informe Complementario Constitucional, Ejercicio
 

Fiscal.
 



EXHIBIT F-2 

THE PROPORTION OF MOH GENERAL 
BUDGET-FUNDED EXPENDITURES MADE BY THE 14 HOSPITALS* 

TOTAL MOH OPERATIONS TOTAL HOSPITAL
 
YEAR EXPENDITURES EXPENDITURES
 

1979 123.168.952 70.395.374
 
(57.2%)
 

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 60.324.454
 
(56.0%)
 

1984 157.288.512 87.933.232
 
(55.9%)
 

1985 164.445.381 92.415.713
 
(56.2%)
 

1986 
 95.400.995
 
(Initial allocation) (55.8%)
 

* 	 As detailed in the text Total Hospital Expenditures a,-e the sum 
of tkeir total transfers received from the MoH plus half of 
Budget Program Code 1.02 Gen2ral Administrative Services' 
Subprogram 029 Departamental Supplies of Materials and
 
Equipment.
 

Source: Informe Complementario Cons~itucional, various years.
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GOVERNMENT DECREES ESTABLISHING
 
PENEMNU PRICE LEVELS
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Dnomgnad6n 	 flubro ArlncelairoMAQUW(NA Y MU P0 

Exoneracl6n del 100"1. por cliUl­eacl6n y 40% por el Impuestodo~illzci~nEcon~nmtcaE~Jaade retalg Ercin6n apEL 
Ecqpoa de refrigeraci6n paa I&conservacl6a de emtbutidoa y 
carnes 716-12---02-. 
MAquina para el amarre de em­
butidos 716--13--0 
-Charola y recipiente3 de piatl-
co para ,arne3 y embutidos 69--13--02 


ierra electricas pare. ca"ndoeria,

repuesto. y acceorioa 721-12--04 

59- goce de los antertores beneficlos que-d. 	 aujeto al cumplim ento do I&s ob4acionea 
que Lnrpone el citado Convenlo - au ega-me.to, y especialmente a las a:gulentex: 

aL) La act.vdad Industrlal a quo de reflereestO Acuerdo deberi realzarse de conformldadalo expueso en I&sollctud, en el eatud o t~o-nco econ6mlco y demis documentod pesedta-
dos; Las .odiflcacon en as planes y proyec-
too inI es oue se realicen, deberin comuni. care i ML-vsterlo de Economia dentro do los 
30 dias calendarlo sub6'guentes a la fecha enque ocurran y At rueren austanclales podrin mo-
ttvar Ia reforma o derogacl6n de es Acuerdo; 

b) La Soc!edad beneflclaris debert comu-
lear par escxto nm let.tamente al Mln'sterlo

de Economla el inlc~o de su produccion en es­cqWa 'Cdutrxial, a eftcto de no autorizar fran-
qu.cla a produtos qtbo deseen Importrse y que
ela ore I&aempresa. en condiclones adecuadas; 

c) ?roporcionar a laa autor.dudes compeo
tentes los datos e informea que It solIciten par&ejercer ci regimen de control que esfablece 61Convenlo: 

d) Lievar en Libros y regi.vros epeclale., 
que ostaram sujetoas a lnspcc.6a de parte de las 
autor dades admJn~trativu y flscales, informa­cac detallada do 1&3 mercancias que e Impor-ten 	con franquicta aduanera at ampazo de ebte
Acuerdo, asi como del ubo y destino que se dd a dchas =ercancias; 

e) Adlestrar o cooperar para. au adiestra-
nmento durante la vlgencla de este Acuerdo ma-

no do obra y tWcnicox nac'onales isuulclenbes pa-

ra el desempefio, dentro de Ia mn ma empresa.

de oa puestos admlnlatrativos y directivo.Iabricaclamn
so 	 requleran par• Ia adecuada quo 
dlstrlbuo!6n d. los producto; 

f) Observar lus dlapwlc'onea legales y Busreglamento. sobre normu de calldad, peso 7 
meddW vigentes; y 

g) La emnre a deberi Ilevar registros ea-
pic I.y par separado para cda una de lasactvWd e objeto do los boueficlus flscales
otorgaLo ; 

60-De conforuildad con las Articulos 33 delColivunlo y ,9 de au Regianiento deber, expre-
6arse por escrito la aceptac.on de los presentes
benef'cios, denrto de un periodo de 10 dia.s, h. ­
bils, cunt-ados djsde el siguene at de 1u noti­ficacl6n respetva;

79-El presepte Acuerdo podriA er modiflca-
do 	o dejado sin efecto si fuere necesario, pura
dar cuplJmiento a algian Conveno o Protocolo 
que etablewa un nuevo Rkglmen Un'forme de
Incent.vol li:scales al Deaarrollo Industrial de
Centroaw erica;. 

89-E presnte Acuerdo entrari en vigen-
cla el dia de su publlcacion en el Diarlo Oficial.
Transcrlba e a la SIEC -Comuniquese. (Ru-
bricado por el iefior Presidente de la Republica).E.i Min'stro do Econia. GONZ.A., CA.MACO.-.- t Ministro do Hadenda. WIPE2.metcndou 

MINISTERIO DE SALUD PUBLICAY ASISTENCIA SOCIAL 

DECRETO NQ 87. 

ORbANO -JECUTIVO DE LA 	 REPUBLIC
DR 	EL SALVADOR,

CONSIDERA.NO: 

I-Que loa codtos actuales de operacl6n y martenlmlento de los Servicls de Salud, hosufrido un incremento considerable en tc
dos los rubro. 
do lo rueros. 

1IQ 0 Ia demanda de alstcncla mdica de h
servicloa do salud, se ha incrementado cor
forme al creclmiento de Ia poblacl6n yls 	 condIclones econ6micas, po!lUcau y .(crates. 

I 	 Que los presupuewstos de fufcionamlento d103 Serviclos do Bud del Milzsterio de Slud 	Nbl.a y AMsitencla Social, lejas de se
incrementadoa confurme a u demanda y
los coma intes menclonados, han aufrid un 	decrementu en su asagnacidn anuA 

IV-.Por las r.onas erpuestu, Ica Bervicios d
Salud qpcran con p6rdldas en Is pre~tacl6 
do aervwio do pezslonado.

POR TANTO, 

en 	 uso de Bus facultades legales, y en CoL
seJo do Ministros cebrado el 14 de agoeto di
corriente aio,
 
DECRETA:
 

) Derdgae el Acuerdo EJecutivo No 2408 dfeoha. 8 de septlembre de 1978, pubilcado el 
el Dlarlo Oflclal NQ 174, Toro 252 de fech 
22 del mismo me y abo. 

2) 	 Modlflcae el InsLructlvo NQ 1-070 del 15 dabril de 1975, emtido par el Ministerlo d
Hacienda y la Corte de Cuentas de la Repablica, en el U1terl c) del romano I, en e 
dentldo de que todos loa ingresoe percibldo
por 	Servicios de Pen.lonado, pasar.n a for 
mar parts del rondo do actividades especia,
IC.
 

3) 	 E&stbleccr las turlfaa. generates para 1a
distinto- serviclod de penslonados de lus esableclentoa do Salud, dependenes do 
MinIsterlo de Jud P .blicay Ad tencla Soat rlasd: 

PENSIONADOS 
Pcn.l.in £~pecial, cuuta diara por en­
form ................................................................. .C 5u.0t 

Pen.s16n Genera, cuota darlo or en­fermo ............ .. 1 
En Hospitale de Neumologia 

y Plquial: 
Pern6n General, cuota diaria por en­
fermo .................. 25.u( 

En Hospital BenJamin Bloom:
Pensi6n Esparal, cuota dtaria por en­
fermo .............................................................. 40.011
 
Pensl6n. General, cuota diaria por en­
fermo........................ 20U 

En 	 cualqulcr estabboclmtmnto por ali­acm nuieya 

http:Pcn.l.in
http:CONSIDERA.NO
http:aceptac.on
http:lnspcc.6a
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Almuerzo 0 cona c/u............... 
 6.00
Cama par acomptuftnt, cuota diazia. 10.00 
Para Ingresa a. ervlclo"pecla., de penalonadoe,.631to enbay que hacer previanmeneefecttvo de C 250.00 uy de.tlaC 150.00 para Pensionado general. El de-end fotioC25.00y 

P68to 
se renovarA cada 8 dias o antes 
c.nado. haya agotado la 
 depoI. ..uma
Cada y .. 


SALA DEAntObloRram
W DE . cIoNM
Cirugia Mayor, por cada opcrae6u ........
Clrugia Menor, 60.00por cada operacl6n ........
40.00 
Estoa precis, fincamente cubrcn dere-cho de sala, ropa eaterilizadaaparatos e LUstrumentos; y uso de no Incluyeanrlsptlco. g sa, torundas, algod6n, hi-los para ,suttura.i, vndajes, aneste~cos,guante y medcinas, ni tranfusJonesque se u.5en durante la intervencl6n 
qulrfirgica. todo o cual ee cobrarA, doacuerdomsun recargo del 
Lo su erici o, del 

&lconsumo 

Los serviclo 
 del
trazm.nusionlsta, asi 
rin contratadoe y
teresados. 

0% 


5ne.d 


y at preclo de costo 

ailesteeifogo 
y del 
como la sangre se-
pagados por Joe in-

ASI3E.NCIA DE PARTO 
Por el uso de la Pala de partow e Ins-trumental quirfirgico por cada parto. 40.00Ete precto, unlcainente cubre derechode 6.la, ropa esterillzada, yratos e lisrrunmentcs; no 

uso do apa-
Incluye antl-saptlcos, gasa, torundas, algod6n, hilospara suturas, vendaJes, anesteslcos,guantes y mediclna, nL tran.fuslones que se usen durante la intervencifnquirlirgca, todo cualto se cabrard& deacuerdo al coi~sumo 

niL 
y al prcio de cotitoun r:ecargo del 50%. 

Los serviclos del anesteal logo ,erim 

contratdo.s y por lospagados intere. 

TRANSFUSIONES S.NOUINEAS 


Por ci.da tra t ln ............
. . .. 25.00 
mael.esEritro"-te preclo incluye el uso del equlpom a erl e,, y 

La sangreaa yy el transfmj.Sontta,oftrtadc. stere-r los serisapagados 

OXIGENOTERAPIA 

Cuota dlarla por el tso de una tlenda deoxigeno 

LABORATORIO CLINICOAdenograma ........
......................
...................
 
Antgenouerptts 
 Antpa
AnticuerPo. e.t.l....t... ( u~ iioo 40,00..Anti en 

.. ...... 50.00

Y ......T.r-
riio ..........
fe .1. . "'o.0AgltinaCj~ . ............
por Anttcuerpoz 5.00He'tcro" .00 

en OrIna 
10.00 . eno 
 ..... ...... ...........
Bacterlol6glco 00de Hece (Coprecutlvoa) 0

acteriologico de UroAntiblogram a) ................................................
Capacidael de Pijaci6n de o .............
C6ulas 30.0025.00Concentrado de Strout paradeo Lupua Eritematoso.Chaga ..... 00:........... 
 35.00 
iilti.o con Antibiograma .............
CuI-CuantUativ, 25.00(liemograma.6 ;'
pieto) ..........................
 

1500
Cultivo de amzlb3 . .......
Calclo-Ftsforo 2 5.00 
. . . . ... . . . . 10.00
deng easad c doLecuc ......... 
....40.00
Dieuro dn BaetCrala 1hi
Fcd Rgen .. 
 00
Directo do Bn.ria AcidoDlrect(B.A.R.) deBc0.a00oAcd...............
 

(No Bar) .............
......
Dilucitn y concentraclon enDos11cacl6a de Acido Urico
Doslficact6n de Amila.1IDtsilf .
cactdnDoLflcaci6n dede B~lirrub inaBarbltfirico. 

Re0t.no 
izet10.0 

....................
W00
Orina ........
20.00 en Sangre. 15.00 
.0...
 

..........
Dosificacidn 20.00do F6foros en SangreDoific~c6n de Glucosa 15.00 
en Sangre ..........
Dosificacl6n 

12.uOde Inmugobulinas ................
125.00DosIficacIdn de Lipasa ..............-
Doslfiracln do 10.00N.N.P. en Sanare .....
Dosiflcacl6n 12.00de Proteinas (Bloret) 20.00
Dosifticact6n de Protewas} ................as(E.e.rof r ..
 
Dosificac6n -1-1-1-1-1 .e
e0.0017 K toeDoslficacidn rcd ...................
de Urobilingeno 0.00en Ile2e 20.00Dosiflcacln de Urobtlidgeno en OrLnaotIflcaci6n 20.00de Urea en Sangre ................
15.00Electrolital (Cl-Na-K) ..................................
15.00
 

Sedl.xnestacdi..............................1.00
 
EzpermogranE~ ermo ram .......
Esputo (KCoh) dlrecto. ~i~ ........ '....10.00
 ........... 00


30.00
Estudlo Cltol6gicoExamen Secrecldn'Pros'ticaGeneral 12.00
Fluoreo.eenclaExamen General de Heces ............ 10.00
de Orina ..........................
para treponema 10.00 
(PTA. abs.) PA~ldo .........
 40.00 
Grasas de 24astroscopia horas eIccz. ... 3000 

*......................
...... . 20.00
1 .00 
Dosfilacldn de Calclo en Sangre .........

15.00
Dositlcacifn 15.00
de Cloruro 0...
Dolflcaci6n en Sangre. ...do Colesterol 15.00en SangreDoitficact6n 15.00de CreatIn fofoquna 12.00D a-4f1cac16n ae Creatinlna .....................
150
Doifucacl6n de Plbria6geno .............
Dos:flcacld6n 2 5.00de Iosfatasa Acida ...............
Dosificacidn do 20.00Fasfatasa Alealina 

..............................................................
15 .00 1..........

Cuota Guta Gruesa (a. .00
dora .. diarla por el. usodora. . .. de una Incuba-............................
.d..............................15.00.....
diunOrupo Sanguineo ..y Rh .............. 


15.0 
g . Banco .. ,,*............
.10................................................. do San- .0.00
 

Was cuotas rel.....o.......
........................................
no Lnc.uyen el oxigeno, el 80
cual se cobrarl Hematcrlo ............
gan el caso, por cilindro o libras se- ...........12.00
al preclo vigente en plaza Hemoglobjna .................
Hematdcrlto y Hemoglobin& 8.00......................
mis un eag de 0.00recargo m u 0% 1del 50% em. 

.rt. .". '":"8.00
Hierro Skrico ib~ ':i: : ..Gasometria ...............
.......................................................
...........
MEDICINAS 40.00 25.00Y OTROS ARTICULOS IfvstIg icin de Anticuerpos Aglutinan­te..... . .. 35.00
Las medlcinas y otros articuloi que el en Heces ...........
ablecimlento oroorelnn^ a IJos Kariotypo ................... ..........25.00
pa. Lenena~rnm. 


. 125.00 

http:d..............................15.00
http:30.0025.00


8 DIARIO GFICZAL.-TOMO N9 289 

Llpopotelnas por E.ectroforoaL3 .............. V 50.00 T6rax Ap.. 1 30.0
 
Liq Ascitco (Cto-Quim co. . 40.00 Abdomen Simple.. 30.0(
Llquldos: Articular (Cito-Quimico) ....... 40.00 Abdomen Agudo (trej placas) .................. 50.0(
 
Liquido C6falo Raquideo ........................... 30.00 Plelogram a I . ................................................ 63.01
 
Liquldo: pleural (Clto-Quimico) ............. .-40.00 Plelograma Retr6grado ................................ 75.0(

Mlb ogram a ....................................................... 70.00 Ciatogram a ........................................................ 75.0

Magnouio (Bicarbonato) .............................. 10.00 Uretroirram a ...................................................... 75.D(

Nltr6geno ur6lco ............................................ 15.00 A amografla Bili.eral (Maztogratla) ...... 6.0c
 
Pertirina en Orin de 24 horas (PBG- Anticuerpos Antinualeares ............ 80.0(
 
Copro y Uroperfirmna ALA) ........................ 80.00 Enema Barltado .............................................. 70.0(

Proteina C Reactiva ..................................... 25.00 Slalografla ......................................................... 50.0i
 
Proteina de Bence Jones en Orina ........ 15.00 Pelvlmetria ........................................................ 50.0c
 
Prueba de Bromo fenolsulftaleina ............ 30.00 E5fago. ..st6Mago y Duodeno ................. 600c
 
Prueba de concentrac16n-Diluclon .......... 15.00 Intestino Delgado .................... GO.C
 
PruebL de Coomb .................. 25.00 Colon .0............................ .
 
Prueba C zada ........................................... 30.00 Or l ................................... 5 .00
 
Prueba de Depuracl6n Ur61ca .................... 30.00 Cotesclatografla IV...................................... eao.00
 
Prueba de Embarazo ................. 15.00 Colanglogracia Operatorio ................. 5u.00
 
Prueba de Fenulaultataleina ...................... 20.00 Coiangiograma Post-Operatcrlo (Coltn-

Prueba do Hauger .................. 15.00 glograma Tubo T) .................... 50.0,u

Prueba de LUtex .................... 15.00 Colangiograma Percut(.-& Trans. ........ 50.00
 
Prueba de Lazo ................................................ 12.00 Pancreatografia .................. 100.(A
... ........................

Prueba de Reastencia Globular .............. 15 00 Arterlogralta de Miembrc a.,. Inf...... 100.00
 
Prueba Dirmlca do Histoplaamina ........ 25.00 Venografla de M mbroo &E." ........ 1o.n0
 
Prueba de Timel ............................................. 15.00 Aortogra"la . ........ o0.00
 
Prueba de Tolerancla a la Olucoaa Cavografla ...... ..... .. 150.w 
(Exton-Rose) ...................... 40.00 . ..... ..... 0.00
.nfang.ografla..
Prueba de Toleancla a la Glucoas Arterlografia Cerebral ................. ,"u0
 
(Standard) ..................................................... 50.00 Ventrlculografla ................................................ ju0.01

Punci6n Mddula Osea ................. MOO Neurnaencefalografia ................. 15.Ou
 
Recuento do Eoain6fllo ................................ 10.00 Mle!)grafiz ....................................................... 150,00

Recuento de Plaquetas ................................. IU.00 Arterlografia Arco A6rtico .......................... 150.00
 
Reacci6n de Paul-Bunell .............. 20.00 Arterlografla Selectlva Visceral ........ ..o c
 
Retlculocitoa ...................................................... 8.00 ClneangllocardlografLa .................................. 750(

Sangre oculta ............................................... 8.00 Anglocardlografia ................. ll...(
 
Sangre Periterica (Anormalldades de Fsplenoportogrzma ....................................... 17i 0c
 
Leucocitos) ........................ 12.00 Broncograma .................................................... 75.OC
 
Tlem po de Protrom bina ................................ 15.00 Laringogram a ............ ...................................... 75 0u
 
T.P.P. Activada ..................... 25.00 Tomograma (por seccln) ........................... 30.00
 
Tlempo de Sangramiento y Coagulaci6n. 15.00 Retroneumoperltoneo ................................... 100.00
 
Titulo de Antlestreptolislna ....................... 25.00 Carboanglografia ......... . 10000
 
Transamina as ................................................ 20.00 Rectoscopia ................................................. 10.00
 
Trlgllc6rldas ..................................................... 30.00 Esotagogram a .................................................. 50.00
 
Tubaje Duedenal ................... 40.00 Lordotlca ........................................................... uo0
 
Tubaje G&strico (Quiilco) ....................... 30.00 Neunoencefa!ograma ................ 1500u
 
V.D.R .L. ............................................................... 15.00 Alquller aparato de Firula ...................... 3.
 

RADIOLOGIA 
Dentarla por Placa ...................................... 5.00 RADIOTERAPIA 
Oc!Wusiva Dentarla ........................................... 10.0'J AplicacionesSuperflcLales, par cada irej. .uu
 
Mano Ap. y Lat ............................................... 25.00 Terapta Convenclonal, aplic"d6n de 400
 
Mufieca Ap. y Lat.................. 25.00 Rads. c/u ...................................................... 100
 
Brazo Ap. y Lat............................................ 25.00 Ap~lcaclones de Cobulto, 400 Rads. c'u. 10 U0
 
Antebrazo Ap. y Lat. .................................. 25.00 Por cada aplicacioa de Radium (60 mg
 
Codo Ap. y Lat..................... 25.00 x 100 horas) .................................................... 15 (0o

Hfimero Ap. y Lat......................................... 25.00 No lncluye derecho a Bala de Operaclo-

Hombro Ap. ........................................................ 30.00 ues ni anestesia, ni transfuslones, ni
 
(Ilavicula Ap. .................................................. 25.00 pensionado.

C adera Ap. ..................................................... 40.00 Lum hnoterapia .................................................. 6.00
 
Pelvis Ap. ......................................................... Fototerapia u.00
40.00 ......................... 

Fdmur"Ap. y Lat ............................................ 30.00
 
Rodil'a Ap. y Lat ........................................... 25.00 MEDICINA NUCLEAR
 
Pierna Ap. y Lat . .......................................... 25.00
 
Tobltlo Ap. y Lat......................................... 25.00 C4ptici~n de 1-131 a !as 2 h. y lna 24 h. 1OJ
 
Pie Ap. y Lat................................................ 20.00 T3. T4, 6 E.T.R. (indlce de Tlroxhi.
 
Crineo Ap. Lat. Occipital ............. 45.00 ,lbre) c,'u ................................................ 4u-UU
 
C. Cervical Ap. y Lat ................. 40.00 Centellograma de Tiroides ........................ u 00
 
C. Dorsal Ap. y Lat...................................... 40.00 Vo'umen Sanguineo y Plamiitico .......... 4000
 
C. Lumbar Ap. y Lat. y Spot SI (Ltwnbo- Determnacl6n de la Masa Celu!ar Roja. 50.00
 
Sacra) .................................................................. 45.00 Supervlvlencia G'obular con Cromluu 51. ' O
 
Sacrococclx Ap. y Lat .................................... 45.00 Estudlo de la Regeneracidn de los Old-

Extern6n Ap. y Lat ...................................... 40.00 bulos RoJos ....................................................... 75.00
 
CosilIa Ap ..................................................... 3n.00 Prueba do Schilling (anemia pernicto-

Mastoldes 2 Vstas Bilaterales .................. 50.00 aa con Cobalto 60) ........................................ 75.00
 
Senos Paran a!esa .................. 40.00 Centellograma ..HepatoespInlco ..(hepa-

Aguleros Opticos .................... 45.00 tico) ..................................................................... 175.00
 
Cora Wter y Lat ...................... 4A (10 Centel'ograma Cerebral ................ .. 1,00
 
Maxilar Interior Pa. Ob'icua .............. 30.00 Centealograma Renal ................. . :.00
 
Huesos Nasame ............................................. 30.00 Cente'ograms Pu'monr ............. 1,5.00
 
Articulaci6n Temporamaxilar ................. At1) Cente'lograma del Paratiroldes ............... 125.00
 

A A n.% i'",tJlA,.nna 1e'tIMItn 1750 
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Contedograma 	 do P ,ceu....................... cada ..
T225.00 Ultravioleta, aein ............................ 

........
Hormonas Hputinarlsa (TSH-LIIFSH- InfrarroJos, cad& seiton ...................


Gonodogropu%'-) .........................................
1U0.90 Indutotermla. cada aol6n ....... 8.00

Renograma isotdplco ....... .
........ 1%5.00

Placentogratia 	 .................................................ODONTOLOGIA
80.00 

...................................... 5.00
 
Estudlo de (hierro 59) en el Purn y Extracclon ............................. ' 10.0.3
 
Oenwdlogram a 	 Oseo 175.00 Consult. ........................................................ 


Oldbulos RoJcs) ..................... fl Dental 	 25.00
...................75.0Pr xi ............................................ 

Prueba de tuficienc ~creatica y 
 Obturaclonm 	 de Ama!gama de Plataintestinal 	 100.00Mal Abeorcl6n ............................
R.streu Corpcral 175.00 e) : 	 30.00.............................................
turalop.......................................................... 


20............................ Plata
hpertrodLsmo 	.................. 225.0 Obturaclont4(Com p'eja,) do Amalgama.......de .0 I0.00
.............
......

1. 	do!Tiroldes con 1.131 ............400.00 Obturaclones do"'ilcato. .. "........... 25.00
 

HEMODIALSIB Obturaclones do Comp6sitos 40.00
..................... 

Tratamlento PerlodentMl Simple (De-


Pot cada sesl6n de hemodilliss ...............75.00 tarraje) ................................ 30.00

Este preclo sDlament-e Incluye el servi- Tratamiento Periodental Comp~cjo

cio del thenlo y el u.o del aparato de (CueetaJe) .......................... 50.00
hemodlWL-i. Todo. Js materi!es nece­
lanoe corren a cuenta del interesudo. DISPOSICIONF E0 U
Sc cobrarin ,lcosto, ini. un recargo
del 50%. Servido do Pensionado 

CAI-ZIOLOUIA L.-Loa Servicios Nacionales do galud del M. 
nistrlo de Salud Ptblica qua dLsponga de 

Por cnda Eh ctrocardlograma 30.t0 .nsta-laclones adecuada proporclunar-in.................... 

Por cuda Fonocard.iograma 	 u0.U0 A.stencla mddtca en Pen.slonados izpecia­........................

Por cada Angiocurdkograma ................... lea y Oenera's.
175.00 
Por ada Prueba de Esfuero ......................
60.00 2.-El MnLterlo de 8alud Nbllca determInanrit
Por cada Catttcrkmo litrcaruiaco con los locales y su numero, que uedan dar 
cine ......................................................................serviclo de Penionado EspeclaF y Penslo­700.00 

Por cida CatetLrismo Intracardiaco sin 	 nado General en cada etablecimlento de 
,:?e3......................................................................acuerdo instalaclones y
30U.00 	 cou sus recuro .
Por cada Cardlovcr-ion 	 125.00.............................


3.-Todos os midicos que tengan nombramien-NEUMOLOGIA 	 to como mlembro del Cuerpo Mddlco Ac­tlvo, Cuerpo 	 M dlco Consultlvo, Cuerpo
onc pia (rigldo)......................75.00 Mddloo de Cortesia y Cuerpo M-dioo Ho,


Fibro.copia (flexible) ....................................100.00 norarlo de los Hosplta'es y Centro doSalud

Fibrobroncoscopia ...........................................(Artlculos No. 41 y 74 del Reg.ameno Oe­100.00 
Broncograma ....................................................
150.00 nera. de Hospitales del Mlnisterlo de Sa'udP'eurocopia ............................................NbUca AsLtencia Social), podrn aten­135.00 y
Ete preclo lncuye: El uso de~ In Su~a der a sus pacientea prlvados n el servlco 
y del aparato. 	Los materla'es necesaril de pensidn, excepto los mlembras del Cuer­se cobrar n al cosw mns el 50% dl r- p Mddlco Residente que por la natura'eza 
Pruba de In uncln Pu'monr........d5.00 de su.s cargoe, 	estdn lrnibCiosLde ejercer laAlquller aparato do Bennet........... 15.00 profesdn en forma prlvada (Art. 49 de'
 ........................
Reg'amento arriba ciLtado y ls que po' fal-ELECTRODIAGNO 'VCO 	 tas cometidas en el ejercicio de 3u prof0-Tidn hayan sido auspendidas como tales) 
E!ectroencefalograma ...........................75.00 	 Todos los Odont'ogo quo tengan noa-
Ecoencefalograma ................................bramlento mlembroe facu'tatlvos de
75.00 	 como
Audlometria Simple, Adaptac'An y Re-	 los hosplta'es y centros de sa'ud, podrin
c'utamlento SISI .......... 20.00 atender a sus paclentes prIvados en el ser-
Nlgtagmagrafia ...................... . 125.00 vlclo de pensl6n, excepto los nxiembras fa. 
Impedaclometria ................ 25.00 cultativus quo por fa tas cometidas en e,
Estigmanometria Nasal.. 25.00 ejerciclo de su profesl6n hayan sido sus­

p coma 	 te!s.ANATOMIA PATOLOGICA 
Clopslas cualquier 6rgano ..........................4.-Todo paciente de pcnsl6n tendri su m1dco
75.00 
Blopsia de congelacin ..................................
50.00 privado. Los aslstentes de reidentes me­
Estud!o do Piezas Op!ralorlas Medlanas. 50.00 dicos resldente.a o Jefes de resldentes aten-
Estudio de Piezas Operatortas Grandes. 75.00 derin a los pacientes del .erviclo de pen-
Autopsias sin Fines Mddlcos- lega'es 	 slonado tnlcamente en casos de urgencia
adulto ..................................................................y sin 	 3u
000.00 	 remuneracion, para mlentras ilega
Autopslas sin Fines M~dIco3 - lcga'o m~dco privado.
nifioS ....................................................................5-Los qu practi­500.00 prfesona'es epecilstas
Embalsamamlento de un Cadaver, por 5.-O poLlones epeclat upractt­
sino.c Lnyecc16n ............................................iuen 	 u aplcc onesC
300.00 	 osealmenes, dgudo,
Emblsamamlento de uil CadAver, con 	 intCrpretaclonea quo figuren en l aecclo-
EvlsceraclnCitoagia ......................................................CLE do
Erfafo'stlva 	 500.00 RADIOTERAPIA, NEUMOLOOJA,"en general.....20.00 CLEAR. CARDTOLOOTA, MEDICINA NU­

.............. ELECTRODIAGNOSTICO. ANATOMIA. PA-FISIOTERAPIA TOLOOrA, ODONTOLOGIA Y RADILOGIA,
Mecanoterapia. cada .......................cobrarin honorarios el
.sesl6n 8.00 	 como profesionales
Corrlentes Galvinicas, ........ 40% de esta tarifa.
cada sesi6n 8.00 
Corriente Atematvas de Baja Fra­
cuencia. cada 3rsl6n .................. 8.00 El serviclo de pensionado corwtstlrA bA. 
Corriente Sinooldale.s. cada sesidn ........8.C0 icsmente en: alolamiento, serviclas gene-
Corriente de Alta recuencla, cgda se- rae3 do enfermer'a. almentacl6n a los pa.
.IAn ....--.- .........................8.00 clentes y ropa de cama.
......... .. ............ 


http:general.....20
http:Pu'monr........d5
http:rigldo)......................75
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..- 'ara lax efectoa de &ptlcacI6n de tarifas, el INSTITUCIONES AUTONOMAS 
dia en los hospitales y centros do salud me ­
computarh deie las doco horLs y cualquler 
fraccl6n mayor de doce horas se contara COIITE DE CUENTAS DE LA REIPUBL 
como un dia. 

*.-At efectuar In liquidaci6n de La cuenta, se Acnerdo N9 269.--lresidonei& do L Cr 
devolveri al interesado el excedente det Cuentax de la Republica: San Salvador 
dinero dejado en dep6sito. octubre do 1W. 

EL Presidenito de I. Ina#Wc6n. en u 
9.-Se permits la permanencia de un acompa- 1a fa ta-de quo a L afee e Artculo 

fian e y la contrataci6n por cuenta del pa- teral cl de Ia L-y OrginIca de 1 Corte de 
clente de una enfermera especial, sin de- tas de I,, RebUoa y el Articulo 8*2 literal 
rechw a cama y alimentacton quo aerl.n Ley de T43oieria, ACUERDA: Desigar a 
pagadaa segu cWs tarla. del d~a de de so3ptiembre interin mena 

SALA DE OFERACIONES do&mWes. 	 Initerventorl de Mandamicnjos
nil!vos de Gasto. Pw16ddca, de it Direcci& 

10.-Para lus efectos de ezta Reglamentacl6n ae neral do Esta4lsUca y Cun.soa, A la sezora 
cstablecen Iu siguientes definiciones: Ci- Irma Yolbnnd Alvarenga do 'vvsrenga, quie
rugia Mayor: se considemr como cirugia s-mpeei et CarVo de Ofk.al do 49 Clue, Ps 
mayor aquella en In que 6i paciente ea io- 21, Subnumro 13, cn sutuftci6n d. is a 
metido a un trataniento cruento quo au- E Ma rrlt.a Onzc,i de Urrutia. quo & 
pone riesgo para su vida y que requiere ha- ouelitra can 1lcecla .Comwliquese. . W. N 
bitualmente atencion post-operatorla. En PREIp. 
estos caoa con frecucneia &e penetra ea 
ias grandes cavidades del organismo (cri- Acucrdo N9 270.-prftk1=cta do 14 Coi 
neo, t~rax o abdomen): e extirpan orga- Cuentasdo Is Repaiblca: San Silvador 
nos. se corrigen lesiones o defectos o se octubre de IN&s. 

Lntervicne sabre miembro. o parte de ke 
miasmos (amputacionca, correc- pr dolao el uresecciono, 	 El quodwt Atucli,
ctorne3 o reparacioneb). 	 Im faoultadexs quo le confiere el Articulo

teral c) de La Lay ",rSLM.a do a&Corte de 
Cirugia Manor: Se cousidera cirugia me- tas do laRopublica yelArtkculo 82Lteral d: 

nor, aquella en Ia que el paclente es isome- Ley do Teooeria, ACUERDA: Dtsigar a 
tido a un tratamiento cruento que no im. del tuo del pr.'aente mos, Interventor de 
plica un riesgo limportante para .su vida, damientos Diftnitivoas de Oajs. PeridU 
y que habituamente no requlere intern- Ia DLrocckin General de Bducaclon Flica 
cion posterior, salvo razones ajenas a l4 portes a ia Proflsoru An& Maria Colocho,
operacl6n, (residencha rural). necesidad dc desempeia !I cargo deAseswr DOcente, Par 
curaciones reptrldas. etc.). EJemplo de ci- i ssttuclin dtl seihor MutLuel do Jt." h, 
rugia menor: abertura y drenaje de abce- cuin. Comuniqueso. B. W. NAVARRET 
,os, extirpaciones de lipomas o quistes su­
.perflciaes, suturaLs de la pie! y tejido ce- Acuerdo N9 271.-Pr tdia da La Cor 
lular. aplicacl6n de neumot6rax, punciones C'uentaa do La Rtsp(alica: Sin Salvaior 
raquideas, pleura'ec o abaomina!e, endo,- octubre die 1985. 
copias y extraccl6n do cuLrpos extrahos. 

El Prestdcnte do La Lnrbt!LlC.VA1, ell U 
11.-Los paclentes sometidox a tratamlentow l. facultades qut' le coiiiere ei Artacu)o

quirfirgicas en las .aa del hospital o cen- teral c) do La L "Oc~oL ca de la Corte de 
tro de salud, que posteriormene sean tras- ta deiaRtpublcayelArticulob,-.Uterad
ladacos a los pdnesonado, pagarin Los de- Ley de Te"reria, ACUEHRDA: Dsignar a 
rechos do salm de operacones conforme La de 21 de ptumbre at 31 de diclelire de 
dtspostcn anterior. sente aho intarnamea:, Interven,or di 

0 T R 0 8 damlentos D finitlivos de Oastos Periodicc 
Juzgado Segundo de hIcienda a In 6eikora 

12.-El personal que trabaJc en el Ministerio de Ceclia Donis de Martlwz, quhen d!.;Mpe
Salud Pfb'ica y Aststencia Social y en to- carg do Oliclal de 4 Clase, Partida 35. .S 
da sta. dependenclas. gozaran de la asls- mero 20, del Progrwma tO3-==OLU, en -u.,tU 
tencla midico hospitalaria, conforme lo re- de La uora Maria ELUzabeth Vidaurre Mc 

" 	 gu!an !as Disposiclones GOnera'e-s de Pre- que se encuentra con Lcencia. Comhuidiu 
supue3tos. con un descuento del chncucotti B. W. NAVA-JLLTZ 
por clento de estas tarifas. 

todas lam tarlfa; nte- Acuerdo N% 272.-Psiencia de la Curl13.--Quedan derogadas San 	Salvadorrioros de los establecimientos dependlentes Cue1taI de la Rep~b ica: 

del MInLsterio do Sa'ud Pfib!lca y Asisten- octubre de 1W9.
 
cia Social y aque'las regulaconeS que se E Pr-cidete de I& L144tucil, el t
 
opongan a ln'pnente, 	 las facultades quo It conriere el Articuto 

14. 	- El prosente Decreto entrarA en vlgencia teral c) de la Ley Orginica d a Corte de 
ocho dias despues de su publicacl6n ell el Las de Ia RepiblicI y el Articuto 82 literal d) 
el Diarlo Oficial. Ley de Tesreriu, ACULRDA: Deignar a 

DADO EN CASA PRESLDENCIAL: Sau Sa'- del dia 21 de aeptiembve a 19 de dlclemb 
vador, a los nueve dias de.'r es de dicembre do 	 In'esjltot ao interlnamente, Lutervejtor dt 

damlentos Deflitivlic de Gasato Perildic
mil novecieutos ociIenta y cinco. 	 Juzgldo &ptizo de lo Penal dia San Salva 

la seftora Amada Libertad Infanto=JOSE NAPOLEON DUARTE, 
Presidente Contituclonal de Ia Repdblica Qtdion d6selpcAa el cLrgo de Oficill de 49, 

Purtida 35, Subn4amero 121, en suitituclun 
Riedamin Valdz h.. aftora Mmrgarlti Yolarxt2a L'pieh d.."As.­

I 



blIiNisTIdc( DEi SAIijI) 111J111.10: 
Y ASINTFNCIA S(ICIA. ANEKO No. 2 

T ASlXIlV'NCIA SUCIAL 

Sull SIIV.aCur, a &h, .w4P1i'i,1i1ia..: tic i1d. r~nsm e' ifnstrunaivoitos; a 11Iliiye uah. 

E1 Poijur jE)Cutlyuo ACUFrRDA: loi I-v [WPicas pIrt luurdS*l'ti.3AC. ailat.*U4.'.ijai. 

Jos Ez9Ltb1eci~n1enLo3 de S.Ilud d, plldIrnIe'. Glui 
MInIsk'rio do. Salud iPublia y Asa~lctii !.uCIAI. 

a~:quirica. 

P±N$IONA DOS 

iuailtes y fllddIlimQJ fl tr~Awl'uslonw. 
ilds useU f urunLe Ia liuikrvuwidn 

todo iu cual sc coIruLri do 
ac.uerdo al cons.ufillo y al preclo &cCos. 
to nis Last rcargj dul*50%. 

lilleml uaa ium ar el-C010fi.s Lux~m rvieui uls-i zaaec.tesl *Iui:o sor.An con. 
J'giiMIV .. N..J. . '..... . :....... . 25*. U0 Jr.11:1ius y jiugaihu. jwjr lull i1hi;~~ Ad" 

Pensi.ioni 
furio 

Geeal.~ri iuuLt diaria jur . 
................. 12.00 

P 
Por 

TRANSFUSIONES SANG WHEAS 
cada gra.fsi ii .......... 15.00 

En HuspIltls de Neum.olugi2 y Psiquia- Ue.d preolo inchoe el uso del tqtuipo y 

Ponsi6n General. cuuti diariai por ell- La satigre y ci trinstkiloniNsa suerin con. 
furil ...................... ....... 10.00 tra~luvi y pJapdos por ios InUarr~vdus. 

Eli Jlu.spitai jufljpiain !iluII: OXJCNOTL'RAPJ., , 

PcnsIuii EspiwcIal. cuuta da&ri:t por on- CiioLi diarla Por ei "' do unhA ienda do
[crim)............................0 oxielu .......................... 8.00
 

I'm.m6n Clencraj, cuol.1 tiars'a por vii. CuuL3 diiraa par el U30 do una incuba­
ti.rizio..............50...................................1.0 (07 10.00 

En Cuiiquie.r v*%Iablimhlinco por iliiC'ii. F .1a- Cui0lm no inciuy&'n el uxigenfo. e' 
l~L.l L1e ull acowIIpiiilL y/L) t~iae- 1111 si' cobr~ara. ijor cilildro U libris 

DCS3Y'inu c/u...........................2,00 Zv uais fai rtmirpu del 50%.
 

Aiiiwt act'a C~.4biic'Irin 	 3u.00cil.............3.111 	 .......................... 


nip. 11111 Y oTrOS 41JTICUI.OSCmLim~ pira wom I' cin la&aa. 5.110 AICI)WINAS7
Lm. midrifll. y otro.' articuo.i quo ci Lis. 

Para Ingrc.s.ir al servICiu cll' IpflnVaiow Wit-gC'gnauoLn priguirerine a iles ipaiIei. 

tall (Jcpal tu 1I L1 (I'if, C yU 	 . fil del Su-7..eni Ci VU ai rcil:L mus recuair' 
ic ir A-wl pfa.l)O nvja.~lsjiwrm. LdD1 4 R IO,1CUiNICO 

El dcpi.~u NI' rii~ri vatli H1(.i-S U 411 
Les Cualadu ci v;tiur L U ~levlietw; proi. Aiiogranin............................ 4000o
 

j..~i iil.Agim-iiltii 	 ell F'riu ............... If..04
 
Althilinliiin pur Cirpos flotere(i0ls. i5 ftn 

SALA DE' OPEAtIJONK Aliilim: eng Ora .................. .dlii 
Aiivenflt Febrii......................... 110.U0

Dirugia Mayur. por cada operaii.... 40.0All UI.-Iara.i o do' fiuc4l (Cupr~cuillVO Y 
'Wirgi2 enor AtliiluirmaIn........................ 20.00porCadaoperci~i 211011~iruia Mnor~potada puralan 11.OI Urivriiuluuiwu doC OrlnA tUrucultive y An-

Low preclus'. iIieC;1ufit~il iLIbieL' t 1itifi iu llIUViraiiia...i:....:... ............... 0.110t
 
do salu. rupa c~i.iizada y w tic Up. Cipacibd dc PJaciton de Mlerro ....... 101
 
Titos v limtrumt1Intu2N; lit imiiIlIay :Ili- C1.1iil.'i deI 1.LUU. r'ii-la(.ia..........30101~
 
Liwl'i)(CIW. psa turkilidi. .1)11 l. 0Ciiiiti.ot-i.............J .......... Cl 
icw~ pnra .sii~mlis, V1.'iL-~iA. amii..~ia... i Citnii.Cuanliltallvo J icsuoiranin Cant­
guantes y iflruIiimis iI radivf~umlitiLs C1iilvto .............................. 15. 0 
quco i l en LIfle A~ iiiIII! £!tV n iCll(ff Cifio (ltAil.L ........... 50 

rierglcea, it. lu cual -, cobr;ira diu Cutivio tic' HIieiiu Acido ftcist,0ii1,9 . ... 211.00 
acurdaal aonumuvprewdivo.LoCull 	 ivo tie LL.clermL No Acidu flcaWC119"m 20 (A) 

asuL'realgcoulWvI O'L viitt ~roliq 3'..ringro............23.00
 LIIO(LtieC~ Fi 
uiu U tc~.io at, caalodraquidcO .... :113.OAla1~quitivo 	 m.qilt 

Lai Servwicos del aiic.tc'.si6Iuio yvdi traius- iDehilirfl"Pff.if die Acid'. L:'ac.........2h. (A
 
fawanisin. n.ii CrismI i .%niestte wruina Mfl.tcuricn din Cre.Lina EniflS.......30.lI
 
cunlralidos y piag.iWas pur lol.., ' ii gran v rmir.8entra'lmi3 ell OrIna III All 
adus. 	 1n.fU~~iim Aaiai ~i~L ... 1~'oe41 

ASISTR'NCIA DE' PRT.wOS 	 iDuifivacit'sio (It- Mailli= ................ 10.0')
 
f)oiicaeidil do. Darbituricn. ........... 41OUI
 

l'or el uso civ. 1,1sala tic p'.trto.% v inmru- Do.maiacician tie' Wliirrbana............. .110o 
inflhil tjuirurglcu pot Cau.1 pariu .... 1.1.011 DoziLucacion do Calcio ell Sang(r ...... Ia10 

http:EniflS.......30
http:c.........2h
http:iDehilirfl"Pff.if
http:3'..ringro............23
http:r'ii-la(.ia
http:Ingrc.s.ir
http:41JTICUI.OS
http:111J111.10
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8.tIU il. ri1idJ . ............................ .
LA ll'l:;i th 	do,'y LU LrU| €a ..... ... U.UU 'lr~~rdIsul.aisculo Crv-'.t;Laniaa j 	 2 
D ua...j ....................... . .eeolee:6;
Tlubajoli OuUtidoil| e(14: 14,,/,,,,iIldal)U.m vli;l,;nml 	 AuI Aa.L........ IU.UU 


''uli Gtrivu 1Quinlac ............. .
I L..4LIf n; U.&U 

Du-Milg ituacliJs , vgl S Si.Uae i.UU V.L).It. . ..............................
 
L)"ii:iuLnlrot i t A Ii .	 

L 
Mi urui .... 

Li.t1li 
cgm 

Elii41 .iull dl luc' o l ialluri: ..... N..U0Orvku 
V.-alicLaion doI IIM ulliUiIlOIUbfliJU ........ UU'U01 

IoilviL'vatji(II di; N.N.P. cia -. ilaa' ...... i.UU
 
bow I S.*lli: kj.ldaill| ... 12.us) R DIOLOJA
ivavil 	 Pruwivi.iu 

l l ­
u vau.. hi.UULU.A I ai.l.ilUll Ic. i'auLaau ji (L iUlt.u 

........... 2-011 1.
IY.oUU 1 liria pur Pluv€a ........... s.m 2I.
).. lliav Iuai 	 lie lvrv a Alcuiilii ....... 4u. Ou Ovl'LmV;I" licilllasil
jlli ia .gi~ iun 17 Kv.'u..-acluideaJ ........... 


ell emic .. 10.UU Mlllu Ali. 	 y LL .1.............. 11.010 4.
 
I)wIllclu'll 	 tic UrOU1~LJii-

1U.UU M1iILv"a Ap. y Li ........... 1 .1) 4.

Li.uli'"cimus 	doi Urubihiu6'?.tiiO on OI1i. 

.. 1 I.UUAlLtbirli Ap. y t . .........
j.ka i '.ia'illl i la Ur:& Ia -viiSanre ........ M.Iu 	 4.
 
y " L. .............. II .uU 4.


LI'llri .dulllvillclUlI .................... U.u LCut.u Ali. 

2U.ijD Iluilla'lu Ap. y L. I . ........... II11.U 4.
 

.lpe.j i.llluI'Ilia: .... 
5Utlullia0)....... ru A .i. .................. 1 .0 5.1
 

i.1 Ilia. .. ...............
f.lJll. lu ai 5.1
(Kul dl .U.U 	 Iu C.Iviul Al ........... *..... 15.O 


1III.Uu Cad. A ................... 00 10.1

EaLtiiliu CiLuluIILU S:Vlul j'ru.LLli. ,U.0W 10.1 

.Xa-ll ll G lasaI Lit iev.. ............. 0.UU P lv i A ... 

10.1PCIlaur Ap. y Lat . ............ 	 I1. 1U 


e:x llili Citli'aa l d c li. .... ........ d.UU 

Kflidu A . iludilla Ap. y LaiL . ............ 1&.u 10.1
 

k1iuuir.l.L'ci;.& pai-a 'Trripultrcaa 
:10 00 PI;'I'II;4 i . y L L. ............ 15.00 6.{


.ur.ia ................................ 

Tuaillu Ll............
Gr';sas d 2 I2uras; .................... TU.aUU iy. 15. .
 

G.,lru...:ul1 ........................... M O.O M e Ap. y Li, .L............... I.U 4.1,
 

C;ut;l Gruv-.-a (11 illal O ;I4JIiaO).......... Uoj ruwllcu I'; L;It. Oca:ail ....... 15.U Is.(
 

y 101liWaucu de --	 C. Cervicaul Ap. y La. ......... 10.00 . 0U.

GI(liii S4l;l 	 uI'1LU w111.00 C. Dursall Ap. y La I. .. 50.0 10.& 

l,'r) ................................. 

... 10 uU C. Lutnbar Ap. y LaL r SPo*s SI. 3u.uO IU.L

liv'li;.tlwUi4aU y )FurulaL LuuvUl.wria 
I0.L


IIrma.,lu ''iLLU............................ 4.UO S;1vaica.X li. y LAi . ......... :0.00 

t'IE Ali. y L1 . ............ LIU lU.C
U.,u uuriii1 	 00

ri,.,iu .,LIVu ............................ 

5.01 Loixt.1illI Ap . .................. .0.04 I0.1
 

lIII'll,. -l- a ............................ 

BL;ILeirlsus. 25.0u 15 j

HIll I, 'ills y 11cllulul ,Iioa ............ 1.7U M;azilUiUe 2 Vi.,Las 

15...U. 	 llus p arall l. el . ........... . 20.00 1 .
 

IiI,. I. , 'lt:u ........................... 

h .'.- a * Uc Ai u pu ~ita Ajia rl-u" Oliiius
ll~,.,,i.,i.d 	 fii CAII' L.at . .... 20i.llW j .i,i Aili~uupul Al~i~ I 1 i W-airr y ................. 20.1 I iu. iJ
 

h .. ,,........................... -a"1"10'".
 
lalhaulur 11A O.blicuIlwl. 15.11U 	 5.0liai.U r1 I...... ................................ 


6.10 i1ur-3. ................ 15.0D S.0
 
I. ,e, rI.0 .. ............................... 
 20. 04 20.00 

l A.lh 1'1111Ui .......... .......... A (ArtivuaiollO 'VaollipOcoilitar. . . . . .. . . 220.Uli i0.uI
it fW'" . . . . l. . 0 
l l'11-	 ....................... 


I ..... .. 11:,lh...u.........................GPu.00
.151-I.I1Ii~i' * S 'llrli.i (('i. Qaai-illlll'a. ... .:|0 Ilal OrI)Iici 

I ielii. eil:,. A Lii ar II '*il. iilllliitl . . .1 lliiiitlLiUjii I,'l~i url&g ........ IU.UU IU.Ui
 

Lt. 4 .ilu I-I.llu lCilu'di'.o ............. 2U.1 ' Tur:ix Ap...................... 5.0U IU.U(
 
l l Abd. li. 'i SiliitSiple .............. 15.00 IU,0(


i. 4 ivJi' i'uia gCllu-Quinilul 	 ....... .. 0. ui 2 U.Ui
 . i) ileii A1lud&. (lrcS pl aNs). O.Uo 
L.Ii,'a .l1.e. 	 IG lubuu . {f(0J 0 ) ........... 0. A0ilu 

IN , . . . . 0.. , 20. 

. P10it. 9C-Iil11 4

wi*'luI~I~a~l ..................................... 


liLruag-iLou U i,iLu ....................... . 410 114I,0AUI4 itLLr~j d ......... 61J.00 2U.UC
 
6U.Ut Iu .01U.. Cv~ii.l lUAiila ....................
'u)i i1r1il1 .... .......................... 


I.ilU U1-4i ru r:ina .................. U U 10.0J
 . ......................... 

J lcs* 1m.1 ol0. S.410 &M111sau,Aait lilaiuLraj......... ..... U.UU w0 AM


Ill.LVI..&I il Ui . .......... 2.00 $%lalOU(lit .................... 3o.00 M00
 

... . . i.uu Pelk'Ivelllaaiic . ................... 30.00 2O.uO
 
'i'ale.'L.~a Ils: LIl'..lllah'II~u1&L'l.l 

'ialIjLb d.. t'uIaL'e.li'i' u -i.)ailu ca.la 
friv.iio D UOdual o. 	 40.00 20.00 

1i'lla'1)n do C ioul.i .... .................... . .U 1 . , t.1I ii gO y 

iau DeliaUdo ............. 4).UO 20.00
 

l tilel I )'pcli';lavalill U i;1 .......... 2U.UU 11tv. 	
0.00 20..Ub
11x Culc 	li........................ 

. 
ditl*- l lii i/t. l(C'dviaid.?X).......au 


t'utU.1 Ll 1, .gI*a.ll.La2llta ............ 16.UU 	 Or ........... 3U.11) "1.U)
 
.. U 30.101
110 0aI1c -'$lul1.'.Mla I V. .. .......


'11i'L de.lii.. .....................
 
.i o Vu ;Illlili ig I Ora ru,4JJol ..... 3 . 3i.U 

rii lil.h l .. ....................... 	 a 

G.hl Culail p],l';aal~ Pul-urpe;L4Oru. 0.00 15.00 

di! Lam1 ........ ...............
1rUtb., i l wjiil i iS.a111.1111 Liae.al iii' 
ril Ni, IlI l(i.. hir l;t Il.,Ljibir .. ..... i bdiil 

o.il 5i11;......................

iatit'U Ia . lIt '.! i'i.a At . 4 r,4Lv'il.: ... 40. 00l 

.U0 11"I ICreaL ul (lg4 iil ................ . 60.00 50.00
 
iiilU1 tic Tn1iOI ....................... 


li¢Uliwaa (E'x- Arivrivgr'lif dc MlIeLrLa 3.9 
U LI. Lo T'ulcanci a 60 .00J20.00 lilt . .........................
i .i1,j0ti............................ 	 S.E.
VeuaitraIia 	 de Mlembtos 

(Ieiba Jd {Irlv'ilLii it 1A GhiaCu.A (S[;Ln-	 50.00 60,00In . ..................

Aid. .............................. 	 ILK.UO
125.00AorL grafia 	 ....................

,,cwal Wdid. oIzc .................. 45.00 	 140. 00
125.00lfi .... ................

vuai'l 6 de 	 1uI 01 0 . . . . . . .......... 5.43 C v{r; 


vi-alIull fir 	 iai..................... .DO Luai alUg raIja....... ju
708 
150 0.00WA
 

Cetvbral 7........ 54004

-ilaiCilu tic Plawiras ................. . O.l Arherlogaijl 


......... 0v Ve. Iriculoarlfi ............ 16.00 J.00
 
*act-iI)I tie P:.MSuiBl5 

. Moiil-411&(00 NeiUlOviivitilulrafit.............. 25.430 100.10
 
":imlndo Vluiil. Weill y . 510.00M liugIrllik ...................
,li ulSAi A-s .................... ....... 3. 00 


3.0 ArIt'rigaeaai Arru AdrIlCO .U 15l 1. 
1i6i.i4 0)riaii ........................ 


Ariqiie ajj:i:' S Irlivn Vl icrl. 125.00 10'i.iil
,igi I'.ll -ica;I Alzlralidtil.,. tc INU. 
• ,wI~ ............ .....	 g L .iiir~liif~I .......... IL .UU
I5ti.ii a 

li A IIiw,i ,ird ,0i r;A I ........... 1ns'.il0 l0. m
r................ ..
................... 

i Cl.hrui 	 fiunbiii ...... . ........ 0.1111 I.jiivilopglla us;raliia ............. 110.00 1U.1
 

ll 00 U.40iii llI liincogii lllai .................. l ... 
do 

A. l ifii
,ili, ail- ,ii r.0.u11iii il y Cu-ih&gk11iCnial .•.. . .. 

http:Pruwivi.iu


r,pcio Ls.wCCel-..I ANA TOhIJA PATOLOGICA 

TornOgraLmA (por 5auccli i ..... 15.00 5.00 
IlaLrueCuinupurlLonuO............ U0.uU OU. u 
Carbual lograla ................. 10..00 GU..00 

RADIOTERAPIA 
clOoneg 

ApliCAkC1OflrS SUPerilcuiae par c ad a 
Ar& ................................ 5.00 


Terapla Convcnclonal, aplicaclon d&400 
Rads c/u ........................... 


Aplicaclones do Cobalto, 400 Tads cda11 
uno ................................. 


Pot cada Apllcacidn de Radium (00 

mg. x 100 ICras) .................... 


No incluyu derecho a Sala do Opraclo. 

ncs. ni Aileni . -trans' aoiet,Cnnc , 
ni pcnilonatI,.


lfEDICINA NUCLE/AR 


C;apticl6n do 1-131 a l..s 2 h. y lu. 24 h 
T'3. T,4. 0 IT!..................... 


a dcl Tlroldcs ............
C rriLcIlogrmini 

Volumen Sanguinoo y PlIn~aLco ...... ..
 
DeterniminniOn do Ia Mua Cvlular RoJ .
 

Sumwrlvenc Globular con Cromaun i. 

EVstiallo de lIRceincrac6la de lus 016.
bulo= lojos ....................... 

Prblhu RO Schiha ................... 


8.00 

8.00 

100.00 

25.00 
25.00 
110.00 
5.00 

25.00 

110
110. 


50.00 

50.00 


Cogtit~I~raa Hcpasi e 150.00.................
 
Ceti lctiOrania C[epasplenl o .......... 150.00 


CelhiltranaCcbrl...........150.00
Centellograma Renal ................ 150.00
Centellog~ramit Rehnna . .............. 150.00 

C n tllohj!r na l lamonar. ............ 100.00 


.Ct-aiIoram a rdiac4 ........................ 00 

ConLclIan i lo" pgaalnc,%............. 2,0.0 

fteaograina J-oL6plco ................ 100.00 
placenturaias ......................... G0.00 
Cent~l-o.0rg afll. O.seu ................... 150.00 
k~stLidlo C12 (llierro 59) en el Plavrna y

0,rbuloi foJOs ...................... 50.00 
Pru,:ba de linuli'hncln I'avacrcaLtca y 
Mal Ab '"cin IntosLInal ............. '5.41n 

a-Li'Lo Corpural ................... 150.00 


HEMODIALISIS 
Par cncda sosadn de 1h,mnodlls.........50.00 


....... 


kite prcclo solaniunLe 1Icluye cl scrviclo 

dcl t6ccnco v cl u:;o del aparato de: hI-


-nrdall.s.. 'T'uilos los namlcriale.s n eo 
.uro.s corrai u Cucnta dhl- luicresVIO. 
S,, cobrarAn at cusiLo. n11s un rccaruo 
dil 50%. 

CA[CDIOLOGIA 
Par cahla Electrocardograma, ......... 20.00 

Pnr c:ila F(lociIlOcn oLai.;fn ............ .75.00 

Por cada Angiocirllulraina ........... 150.010 

Pur cada Princb, Ic iue> ro ......... 411.0l 

Par cada Cate,;erLimnn Intrica'diaco ... .Gi)ll.10 

Pir cacl C1rdiuv rsln ............... 100.1)0 

NJ:UMOLOGIA 
Brnnl,itp,'Aflp (rk.id.Ll.................35.01)


Flbraoncopia ( lixiblo) ................. 35.00
Fib~M s opi . ... .. ... .. . 75.0x~ e 

E~Ae nrcelo Incluvc: Fl uO dn In anla 
rtlL, . 50%lhi
,%eCl~b';IrNC~k IOII| ,
y del aparatl. Lo lia terlale ncctsa-

rIl. qc cobrar, n at 1Is el 5 
di' h ni:1r 


ELCTRODIAGNOSTICO 
.
Elcc roc cncLtnlogra)tl; .................. 


Ec ,l.erisfalograina .................. 50.i1U 

Audauaetraa 1nic,...........................dlcio 


clu .3aillrlaio S1 I ....... j........... 12,.I0 

Nigtagniogratia ...................... 100.00 


ANATPMIA PATOLOGICA 
40.00
31opSias ............................. 

E4Ludho do Piczas 'Opralorlas Medlanas. 5.00 

, Coiu.. 
AtLiilu Cie Plus OperaLrrla.s Or.mnde. 5U.uu 

AulopSOn.s sin Flau.2 MdWco-IC.-1el ..... Ii1. UO 
Ellalsalaalielto Joe wl Cadavers par 
.pj!o InlyecclOrn...................300.00
 

Em LIa. amanno do uan Cadaver can 
Evscnracl6n ......................... 500.0O
 

C'lo1ugia Exallatla Yaglal ......... 10.00
 
F!SITERAPIA 

Mocnnolerapla. ada SOsidZi . ...... 6.00 
Corrientes GaIvinlcas, cada sesl6n ..... 5.00 
Corrientes Alternativas do Baja Pre. 
cuencl,. cadi sesl6n ................ 6.00
 

. cd. sc..6n ... 5.00o nes S inu.oldn 
Corrintes de AIla PrecuOncln. cVCla 3e­

sion ................................. 


cada sesiin ............. 

Irarrojos, cadn su. n ............. 


..........
 

!raviollas, 


ODON7OLOOIA 
Conulm ..........................
 
CXnrr ln s. ... ....................... 

I~xtr;il.llhqn lnl: Ia....................................
l~r'nl 
Obturiciones dce Amalgama do Plata 

(Sillipes) .......................... 
Obturaciones de Amnlgania dc Plata 

...(Coamplelns) .... ....................... .2n 0
Obtu'aclonlo= do SIIlcaLo ........... 15.40 
Tr tai iento PerlodenL t!sim ple (dctnr­

5.00 

5.00 
5.00
 

S.0 
5.111 

.5.h11it 

15.00 
20 00
 

Ct.IelhOLranmi Cnrdiaco.. 1.........150.00traje) .............................. 21 00
 
T",rataiiento Perlodental CompleJo ("­

..... ............................ 25.w 

DISPOSICIONES OXnL'RALS-

Servlclo de Pensinraado 
1 o ~v(1;Ncooe i a1. Los SIrvhdon Naclonales di:Se.,nd del MI . 

listerih ,IpBalud P,'blica que dlpu iga r, I,.S­
l.Ilacio, Odreaidt.i propOirif ll-1qsto-oila 
ncdlca on Pcnsloaaados Ebpcchales .1yGsaurak%. 

2. 1-lMltilsk, cide Salud P'blica deternlaa­
riA1o Incales y51 llsilfltni. quL l)cdcnii dnr ser. 
viio de Pclnslulnado Esipecial y I'lenitunudo (.Ja­

d& ljcral InI cali mLableclIIlinL ccuLrUo cult 
si. l.alaciune. y rccur.Ns.
 

3
 
3. Todoi I. aidlco. qu,' tingan noabra-

Iulciitn Co'irJ luillOn.orns djt:l (Cucrro Mdlcn Ac. 
Ilvo Cuerrwo M.dico Cran:milltiv Cucrpo Modci, 
de Curl{ia y (oit-rlv Millett lunorarlo no lose 
ho.slla'le.i y cv'I)Lru.s e .allted lArliculon Nai. 41 
v 74 (I1RcUp~iaiaain ritflit-Ii'l dc lihplL;W'lc. dul 
Kllriii ur d Salud P ibl .iray A.l.,ncl, SuclI1). 
podr~n ;ittidPr 1 ar;a'ilnt c I en clprivudos 

cV IlclIa d 'IouN.le ,x'llecpla lo. nilunbro. dI 

MW diri nls'ailda'ih, tile' par Ia iLtura,zaoi , : IliI­(hCueIpoit.it c.'lrllls. l 'lilliolo..; l rel aJlC'i 

furnin (Art. 49 dcl ReW-'Iancl.I-
In arai vvladIee.. "ll(, ,alt.a, 4:0nelhlais 
Ie.sikn I'll Ilr-vad(l:' 

nor 

i ell i rl,:cit'.in it,%.,pr.('.$l-s il lIty;ll sldu su.i­ievndhlus coin o!IliA 

Teduilox 01,UlAingim nne tongnn nombr­
m iU~J , i.lrn.s de los ho.­giai*l| fnculla.Iv.Tiedo. lnu miiiiIA Ilia1.Icnj.cni noanNis­
)lL:i"lI dl ;nalt(I. paodr.tn a'Iile'r .1 sits 

llhh rl .vrviclu i; 1,ig.,o.11l. 
t'XIe f:cuII;Uvu. (lue por faiLai 

Ito Y ciltriI, 

l)lu hLs itiiiih.siliii 

colil-id1s (,i tl cjerlciu do iu pruc..lu h12yAn 

.1ido.ia.il)wIdid-,X r'n~l tdlc.u 
4. Todn r..ienle di

t ionsl n tndr' su nik­
i)rlvnal'j Loj , s.ivnien de, rexideaita. nikal­

co)S rt,'idociiiel a lyresiAl.td 0 rasld,:IaLL x trsn
 
lOs pxcientes del serviclo de pl~hI' ,iu uflca­
. .t'nh Ceiurgcncla y siln remuncruclun,ten casos 

para niltilris lhega ., medico privado.
 

5. Lo.s priiesionalCs speclalLsLs quo practil­

quCn los cxAmCnlts, CStudilOs, apl"clcioll"lC In­

http:paodr.tn
http:fnculla.Iv
http:l,:cit'.in
http:rccur.Ns
http:rk.id.Ll.................35
http:mnodlls.........50


____ 

1j,. ILI4 flt.~ iIurL sb ~1 lL e LIU11I IL Id 

MAIT~. NUUCLALC 'QSANLIWNA 
D)IOOG IA. NE:UMO.)GIA. LLU.)U~IAGNOS

Y uwuwoNT-ITWO ANATOMLA JATOILOGLA 
&wiu I1411ualu pfuIg~tfl:4LDi CUAin 


'ins~ dr t-ta 
 w'ila. 

d1± pcnsi~fl1&iU CuinisLifi b
a.El servicia UrICIS galrulsglualllelia 

obpcii.e y(I1
cii: MI111±1sicalinczil 

''~~~~dL* C111011IM. 

,fctIus do apla.icui)I de~LLarl(O.S.'I. Para 105 

Jiu&ri y ULUI4UILf
colipuLLuri C1LidJ lab du&le 

do nr"L a~ CUIlktar( 1cflLw UII
traccloll muyur Li 

ecocluar ILL liquidixelon de Ila cucflla. m. Ali al Int5 c tXUI1czLLeIIW diei djItc .
devulvcrQ. ia~ 01 

UcjiLUo efl dvpw1~W. 
do~ un acorn-

V. So perinie la pormaneclaC~ 
por ci'lII3 dl PLccli. 

pnhni(± y luACuntr.Laalull a Ca-iL1 dLrtUiiu 
I.*L: I n cie(3 l 4I~ufl1 

eziscelit~±El ' P;16u"' ~VbaIALCina y a31111W 
lL&s 

OPECA CIONESSALA DEA 

de i±.a rmlamenlcfl3i~fl
IQ, Para Jos t~IOcw4s 

cirulpa niayursec ua%idracumu a unRi4a tMayut: 	 es zumult~do
aqulia o01. Ii(luc elci .LeL 

-.Lw 
srtldliLo~~IV Cruct)LU 4uc± suplai ricbiu JJliar 

Y (Jue requiLrem hatiltua3eiItt: aCtiILluI 
be 

0 
pc-

Ll 
VIld& 	 cuts rectiencia'±: Lus c~.uoperatCria. ElI 	

dl UJlk~al"ILIIIgradebJL LLLV1IaLLU'%m~cLa. enfl Ls 
Ne iLAiliLo)rUX. It ULIIIILEI); 

fiI. 
fLrI14LI. 	 u %t inter.W.XlIS 0 doIle-Aa
ZiLw. be cort11C11 

de lul, mism~osl r&4Jp A­
(3II ~cciu C U n cs,.~ cc~r 

cutIIcr 

V~icim iubre IIIleIIUrw. fl0 .pul%:I i u nc1U 0 

Ie(3 riUirLL 

ruL'ionczl) Ciruigia McaLol iL' 


r ulIiciidU!:it lu (4u l~&I jici vsIL 
Ullmlenor. uMqUUL 

P.011p!Iaw mtou.11(Ju' l: )IFLLIII1a un lraam y qjuo ULDILUal.I
flebgoC ii11prJr~ILL: P;Al"a *u lIULL. 

pubL~U(u slIvo
requicre intLcroacil1l1clite no 

I~(LILrur&il.a I"a UIXrI.LAUII.(U.zimels Lujc±~iiu 
f(LpL~dA. CIC.. Ljtu-

at! e.LittcloiIILlIICecJIUldd 	 Y 9I(v5i'i sitI~~Cl4~
mcIiiur. ALIIA'LUI.tpIO~j dec iruglkL 

1	 111wr.~ 
eXl U11 tli.Ipuill.' 0 L~'( 

tiic:46. cul 
Lic I"L p'lu y cj'do cclIUIlr. .lpI-

filu3es. sul~utw 
CAdI dcl&.r41r&x. punctnude i~cls:1WcLIciIX y cac-

PIL-UGAa 0 abaujilillujU.N. ellauwUpI1L 
cudo (CcuiL(pw~ exiIIL 

a tratalentusLLLos pLaente somncldus11. 
lab±saa del liu.Ijital 0 evittro dIc 

enqu~lirkII:us 

Vcium:ldsiLCtlUpurill.-jullusitiL kill.dhiU.IL~JII35U)J1M1UIIb IIIIILIIC 

MiL11 N111-A
t o

t1110 trab3ajo12. El personl. hts dvp cvld%:lLI3s.y cmi !.Ajdde Salud P aLLica fla.nwdIoulc -ia)IJkUL4
fl do 12 lisLswL1ilclguzar 	 U L I4 l.4jtius. I ijuxelu e 

u reg UIJII 1;%coform s:i 	 Cull i (13 ­
d k Ilii LA 'y d L' Prentipu t'3w ia l. . l S1 

1,30133~. 
Iu&oiLa 4:1 CJilcUIIII-" [Jul' CIUIIUlludc A.L., 

13. 	 £.-IMs Wif~ y I iici('ie Cclal":i 09-

Ocllu w~ UL.luos at: sU Pit 


Itril ell ylilliumLC 

el al £liLrio OgIu4id.bIac&%cI~lL 
TiO~c L~eI ~ tic

Il0IllillllLU~d~vrldm~ILL'. 

ia-I~. rmP-1UL:1I0ZiiL1.1IU blel y
Mrires l l 

CO ICIU liII 
a l L.sp IL L'aI(LS. ­

i i u4 ut: e u pne s 	 re arllolr-.1Isliteur irI sflrs . (rclll.1cg1dU 
~Li '11 S,ililU IubiJL'a y MA~I......	

.--

coublivill. 

Aicue& O N Y 1440. 

Ba &I-dr 711de beLivilbuI1 doi IWJ. 

Mtfrodu S~i~lhmiaWll vI~AL dc V4u 	 W 1,19. 
£rIiCOS AdJiaI1bLrUWL­A~utsuu Lir=W do 4S tW 

S.Uud PuJIIle y IU.LI
vu3 del1 MIIatria de 

uliceicitL rcilluiulLi,IC Ila cuiC-ddoSUcil.I so 	 ALUL.L1r el C±IA144. CullSd4 U 2dI~IAdit.C 	 l Ac&Lr.
do ui 28sm ficjlw CII LAuj, ze£ McLI~l 

2310 dc 3 41ei curi wal&1, c1 PWu4;r £jccuwovUu NIY 

ACUERDA: 

Cl'us V1311ui,bilddu ArIsL~desuL'1Z~t Ill Lk. 
~azIU car&Cc du DirmLor JA1 111)iLIU

114M4 

e 11r~uuIrk.
Wrula1111±cA' 	 ,iLaIIlU4L illa-Lr. 

rilO.I t M.udLumauto IIL5(ui IWittlAJ IIILIW 


)yac1.lLgo J.14I11V1LUI 10,

bdIlleU11±3 de 1lIucl~uh 

dtk vuiII'UIIs y tAI4L"­
da iluiriuIU.bIIlicLu1's u-i. 4.Ujjjj rs­1;ULULJVU2..WCUVI'UScripcaurics de 	 au1L&*j'sI)LuvilieLLPruviduIICIIs 	 LiewluIIclIv a iniz~O y buC~II.; Lg4IU

OLL r scaurt1w ICIUCcu. 	 -. UIIinui1Iuoy A~IaLtII1Im SuILi.
luISaa..A iUUwa 

UA
1U0dlHM.AU-1 

VE1 O1AS 1J'UICAShUN1ST1L1O 

UMO OUUIAS IUIILCA
" NO LW 

Pa&luci UJWL: 
Acildo NW 310. 

Bilv.Ldor, 9 dA. septiewbriLs de im2.
Sa 

UstJi. 6Ccoil los ComItr3LODuconCw1rllidud y N4 v5 il.. G.. Itc­
(L. 0. lbi±milcion NY 

~diU~dst 
UL;I1d) 

11ur lu IF'IuvIidWjil
sltIiciCII NQ W161U 

lax da" "LlU y
o& 1-u iulic.d.SpCC111cu 	 cs~LVIICII

de Julio Pa.Aovulitibclewi uuto.rixS .L ILL L)I­
k'udtr frjierUivu 	ACULZ(DA: 

4u&:. CuUll ;%~.j 
Getuial d%, '1c.-w~fuClu P;

fL4XIUII 

Vil Uc&as"141 (60aUILI)~j-l I ftug5aIIL 	 urlt5 Jul-U111y 7iUI-&1-JUL-2 I~illccro htLcU(los "-lll krutpui­
vluconi 	 xiscu4VLII1 i, firAIVA- s'1' Eu

V~I~lIILL.to) GC1k&lLhJ c
S A. (11±C. V. aLil~IL~Ldo: U 53 vmw. 	 I&L .~ 

jma Ci :aIio ScUUbflUj~CalmolI4" 	 Y till CuIW1LcszcLCIILLlaoveelva11.iCl.II~MddL~w Ix~r ml"U41IW911ILauVs (C~ Oi 5
V.I111ICUICW 

j IIIIU Ul IlLtaIN.I'LLIJU dJlJICI111L(U dl 
de cit L. 1,val&ue del arrm.1­
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APPENDIX H: 
ISSS-COVERED FIRMS THAT ALSO PURCHASE 
ADDITIONAL HEALTH SERVICES/COVERAGE 

Page 1 Of 2 

INSTITUCION COTIZA ISSS OTRO PROGRAMA POB. CUBIERTA COSTOS (COL.) PROMEDIO/PERSC. 

(A)BANCOS 
Cenral si Si 1,600.00 96,000.00 60.00 

Hipolecaio Si Si 1.000.00 229,877.00 229.88 

Derarrollo Si Si 260.00 25,000.00 96.15 

Capitalizador Si Si 609.00 240.000.0'o 394.09 

Salvadoreno Si Si 2,000.00 ,50-C].00 750.00 

Financiero Si No 0.00 0.00 0.00 

Credito Popular Si Si 2,600.00 644,390.00 247.84 

Comarcio Si Si 700.00 72.000.00 102.86 

Agricola Si Si 900.00 387,498.70 430.55 

Fomenzo Industria Si Si No dala 215.346.88 

Mercantil Si Si 219.00 48,677.00 222.27 

Cuscallan Si Si 2,246.00 210,000.00 93.50 



APPENDIX H: 

Page 2 Of 2 

INSTITUCION COTIZA ISSS OTRO PROGRAMA POO. CUBIERTA COSTOS (COL.) PROMEDIOIPERSC. 

(B)M-IORRO Y PRE. 
Central Ahorros Si Si 225.00 22.000.00 97.78 

Allacall Si $i 280.00 12,000.00 42.86 

Aprisa Si No 

Crece Si Si 94.00 51.931.43 552.46 

??? Si Si 258.00 80,000.00 310.08 
Ahodromet Si Si 526.00 48.984.00 93.13 

(C) GUBERNAMENTALES 

Bienestar Magist. No Si 125,000.00 18,000.000.00 144.00 

M. do Hacienda Parcial Si 2,100.00+ 100,800.00 

CEL Parcial Si 10,000.00 9.000.000.00 900.00 
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Capitalizador Si Si 609.00 240.000.00 394.09 
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Mercantil Si Si 219.00 48,677.00 222.27 
Cuscallan Si Si 2.246.00 210,000.00 93.50 
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