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EXECUTIVE SUMMARY

AN OVERVIEW G¥ THE CAUSES OF THE MOH FINANCIAL CRISES

Since it peaked in 1977, the Ministry of Health's real per capita expenditure level
has dropped by 28 percent (MCPI-based adjustment®), With the exception of two
temporary lulls (1980 and 1984) tha erosion of the MOH's command over resources
has been both monotonic and fairly constant. The impact of this trend has clearly
left it 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 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
;ac'i‘l_ities from what their levels wculd otherwise be, in a cumulative and spiraling
ashion.

But the war and the economy were not and are not the only culprits. These trends
did not begin in 1979, They were evident evan 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 been the historical mode of organization and the
resource allocution 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. Compcsed,
. 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 IIl for a detailed discussion of the motivation for and construction of the
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significant reductions in its level of real resource 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,

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

With these major trends and their causatjve factors—i.e., the ™ig picture”—in
mind, let us investigate in greater detail the evolution of the curreat 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 and
Social Assistance (MOH) generally enjoyed a climbing absolute leve] of budgetary
support from the Central Government, Between 1975 and 1979, the Ministry's
budget nearly doubled in size, growing 79 percent from 82,196,160 colones in 1975
to 147,155,000 colons in 1979. Since 1979, however, annual changes in the current
col6n level of the Ministry's funding have been erratic, increasing by more than
one-quarter in 1980 and by 20 percent in 1984, but holding about constant in 1981
and actually falling in the remaining years—by 1 percent in 1981, by 4 percent in
1982, by 2 percent in 1983, by 8 percent in 1985, and by 5 percent in 1986.

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

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

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



(final) allocations. Another, it appears, is administrative inefiiciencies., Between

1976 and 1985, the Ministry of Health consistently outperformed the Central

Government of El Salvador (as & whole). Over the course of this 10-year period,

the Central Government on average annually spent 92.6 percent of its (ultimately)

:ﬂpropriated monies; while the MOH, on average, spent 94.3 percent of its final
ocation.

The Ministry's performance, however, has been inconsistent. It has, on the one
hand, a solid anriual tverage 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 MOH'S APPROACH TO "PLANNING"™ HISTORICAL-BASED BUDGETING

The Ministry of Health's approach to planning and budgeting has been to follow
what is referred to a3 historicel-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 tlis is that the
MOH's finance/budget department comes to be and remains little more than an
accounting department. Planning, to the extent it is undertaken, must be the
charge of another section of the Ministry., But 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
prograinming and planring sections. Remedying this dysfunctional state of affairs
will require changing the instituticnal structure or, at the very least, effectively
altering the distribution of power within the Ministry of Health. flt is possible that
the decentralization process currently underway wiil 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, materialSy are largely responses and/or accommodations to initiatives
introduced by international donor agencies. Given the level of donor-sponsored
activities in El Salvador, such an approach constitutes the wholesale abdication of
control of the budget, and concomitantly control of the direction and structural
nature of the public health care 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 tt]e
changing composition of the Centralized Agencies' budget are clearly evident in
the Interamerican Development Bank (IDB)-sponsored public infrastructure

iii
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project, which will be described in the context of other more generally occurring
changes in MOH operations.

CHANGING HEALTH FACILITY "PRODUCTIVITY"

Designed and underwritten by %_ leng-term, IDB-sponsored infrastructure
development project, the number nf MOH facilities has grown significantly in the
last 10 years. The number of total MON 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 utjlization 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 accounied for an annual average of 54.8 percent of all visits to an MOH
facility. Between 1980 and 1982, this proportion fell to 51.5 percent; and most
recently, between 1983 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 on
budgetary analyses) that are consistent with this eight-year trend. It appears that
the MOH's relatively constant absolute levels of (nominal) outlays for materials
and supplies—in the face of rising prices of materials and supplies, growing
numbers of facilities, medical personnel (for the most part, required to staff the
expanding infrastructure), and medical care visits—has so significantly reduced
the materials and 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 manigfestation of the growing financial
constraint 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 to
the 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 consistently
fallen 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 exter
the units, have been both expedited and exacerbated by the war and the econom
The war has disrupted life throughout the country, but particularly in relstive
remote areas—the sites of most of the units and posts, It has made travel mo
dangerous for both consumers/would-be patients and for providers trying to get

these 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 tir
and materials have been available for "regular” clients, All of these factors—bof
their actual occurrence and the mere perception of their having likely occurred.
would discourage prospective MOH patients from seeking care as often as the
otherwise would have done.

CHAKGING PATTERNS OF PERSONNEL EXPENDITURES;: POSITION!
SALARIES, AND "PRODUCTIVITY"

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

The growth in personnel expenditures can be caused by an increase in the salar
levels, an increase in the number of personnel, or some combination thereof, A
the 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, Th
rapidiy expanding infrastructure alone has been estimated to have accounted fo
an 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 MOF
employees with the exception of the Decentralized Agencies—which consis
primarily of the 14 hospitals) peaked at an annual rate of 6.9 percent in 1977
Thereafter, it followed a generally constant rate of decline, becoming negative ir
1982, and has since remained about constant (at about -0.3 percent).* The
absolute number of total Centralized Agency personnel (the Regional Healtt
Services and the MOH Central Office—Secretaria de Estado) grew from 9,046 in
1975 to peak in 1981 at 12,716, Focusing specifically on only the Regional Healtt
Services component, personnel grew from 8,517 in 1975 to 11,934 in 1981, end 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 o
real remuneration of the major types of MOH medical care providers hav:
changed dramatically—especially since 1978, Physicians, nurses, nu:s
auxiliaries, and sanitary inspectors have all suffered substantial erosion in the rea
purchasing power of their MOH-derived incomes. Doctors have fared the worst
Since 1978 part-time physicians, hired exclusively to provide medical care for twc
hours per day, five days per week (this class constitutes the bulk of MO

physicians), experienced an average annual reduction in their real salary of abou
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 slowed
and ocrasionally (much more frequently earlier in the decade) the downward trend
has been temporarily reversed. Considered as three individual categories of
workers, in no year have nurses, nurse auxiliaries, or sanitary inspectors
experienced as large a drop in their MOH-derived income as have physicians, The
cumulative effect of these trends has been least 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) of
doctors, nurses, and nurse 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 in
the medical care team division of labor, differences in the quality of care
received, or the possibility of changes in the levels of other inputs, the
"productivity" of doctors, nurses, and nurse auxiliaries together (as measured by
the "output” of medical visits per FTE) fell by 1.8 percent between 1975 and 1984,

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

o 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 elinics, family planning, and
other maternal and child health (MCH) services.

0 There is a growth in the number of physicians in administrative
positions, as (generally part-time) directors of health centers and
units, Befween 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 (CPD, developed by the Central Reserve Bank of

El 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 nurses relative to
docttora had even greater "productivity" gains elsewhere in the MOH
system,

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

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

EASING THE MINSTRY OF HEALTH'S 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, and
fortified 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 the
potential for revolutionary improvements in the 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 of
resources available remains. Given the present level of funding that exists, and
the less than _gavory economic forecasts for the country, the Ministry of Health
must investigfite, identify, and adopt mechanisms for extending its effective
control over resources. Since (as is demonstrated repeatedly throughout this
" paper) 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 civil war), donor agencies do hold some promise
in this regard—but only in 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 and significantly compromised the decision-making authority and
institutional 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 redefinition presently
underway within the Ministry of Health, it is clear that long-term solutions cannot
be built on the expectation that donor agency monies will always be available and
forthcoming. 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, &ad more financially
independent national system. But how to construct one?

In the course of the analysis of the MOH's operations over the past decade a
number of efficiency-related issues were raised. (1) Is the division of labor
between 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 type
of provider or facility? How 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 Services by the
MOH? (8) What can be done to enhance the effective implementation of health
planning in the process of decentralization? (3) How do IMOH providers view their
role? What are their most troubling problems as MOH employees and providers?
What are the moet 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 to
indicate 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 basic surveys are in order: a household health interview
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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 nseds
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 eannot 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 posts, constitute 7 percent of the annual general-budget-funded expenditures
for these services. At present, these revenues are under local control., The
community health toards (patronatos), established by law (in ca. 1247), 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 Jirector of the local health facility enjoys considerable discretion
in determining how to spend the money, The patronato 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-cdirected funds, the
other two sources .naking 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-coldn user fee contribution to increase, Between 1978 and 1985, the
expenditures of patronato~directed funds doubled.

Historically these monies have been used primarily to 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 tronato-directed funds has fallen, indicating the local provider
perception o;‘ both the importance of medicines and the scarcity of MOH-provided
medicines at the regional health services levels, From interviews with health
center directars, it was iearned that about 80 percent of the patronato-directed
funds are presently beiag used to purchase medicines.

The hospitais too are required by law to have patronatos. The hospitals also have
a "voluntary" contribution. In addition, they charge for a wider variety of goods

and services, including the provision of pensiones—higher-quality room and bgard
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.
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Despite these major local initiatives to accommodate to financial constraints,
MOH services remain severely crippled by the lack of resources. It is therefore
recommended that the structure of user fees be formalized, standardized, and the
level increased to three colones, It is imperative that he (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 gereral—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 thev are
effectively functioning, the patronatos could serve as the institutional mechanism
for implementing this scheme. The specific logistics whereby the MOH Central
Office, or alternatively the Regional Offices, could serve as clearinghouse-single
purchase agents (to enable exploiting gquantity discounts) still need to be
examincd, 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) sho:ld 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
infrastructure 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 prematur? depreciation of capital investments--buildings,
machinery, and equipment aiike. 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——tregardless of the source of funds or terms of financing—
should not be pursued.
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L THE ECONOMIC CONTEXT: A BRIEF OVERVIEW

A. A THUMBNAIL SKETCH OF THE POST-WORLD WAR I ECONOMIC
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 (Ferez-Brignoli 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 proiiferation 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-Brignoli 1983, p.385). Nevertheless, El Salvador's industrial sector
continued to record significant advances: the absolute levels of manufacturing
conti~. :d to increase, and the fundamental nature of the manufacturing sector
becam: increasingly characterized more by large, modern, automated plants, and
less by small-scale, 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 sector's 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 Distribution Of lncome

The distribution 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, and 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 (Ruhi 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 spectrunt, 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 brush, f

We start with a relatively small and only slowly growing industrial sector, with
velatively 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 was increasingly oriented toward the external sector.

Agricultural modernjzation 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 o
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 result of agricultural modernization and the increasing
reliance on wage labor was to rapidly transform a growing absolute and relative
number of them into campesinos without any land and increasingly without any
access to land. Dating from the early 19603, and accelerating over time until the
outbreak of war in 1979, the rate of growth of landless rural families was very
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 areasy 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

I-2



year between 1960-1964 and 1970-1974, per capita beef consumption fell by 37.5
percent; 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 the
structural/institutional limits set by El Salvador's distribution of wealth meant the
growing disenfranchisement of a large segment of Salvadoran society., This was
made most clearly evident by the health status of Salvadoran children, Nearly 75
percent of all Salvadorans less than five years of age were estimated to be
malnourished by the early 1970s, and the situation was rapidly deteriorating, The
number of malnourished children had doubled between the mid 1960s and the mid
1970s (PAHO 1976, p.34; PAHO 1978, p.8).

In short, despite a very respectable macroeconomic performance, the economy of
El Salvador was increasingly geared to producing for export, and increasingly at
the direct expense of the rural population, The persistently rapid rate of
population growth, the slow rate of growth of relatively well-paying jobs, and the
growing economic disenfranchisement of a large fraction of the population
resulted in spiraling political violence throughout the 1970s.2

B. THE INPACT OF THE CIVII, WAR®*

The war and the reforms it prompted Salvadorans to make, and the reforms it
prompted the United States to urge Salvadorans to make, have permanently
altered the economic landscape of El Salvador.**® [n the industrial sector, the
output of the manufacturing sector fell by 30 percent between 1979 and 1982,
Manufacturing employment fell dramatically, but by somewhat less—about 18
percent. In part this was the result of destroyed and sabotaged manufacturing
establishments, but it was also demand related. The war sounded what appears to
have been the death knell of the CACM—which was already reeling from the
revolution in Nicaragua. The CACM (as already noted) spawned the growth of
industry in El Salvador, much of which was uncompetitive internationally, but
which could flourish within the limited confines of the CACM. The de:uise of the
CACM has eliminated the largest market, especially for these segments of
Salvadoran manufacturing, This sharp fall in demand has triggered a sharp
reduction in the need to produce goods, which in turn has resulted in layoffs,
which further reduce already lower income levels. Lower incame levels have

* See the post-1975 issues of Estudios Centroamericanos, Jose Simeon Canas

Central American University, San Salvador, for sound and specific documentation,

i This se'c=f-ion is not intended to bLe an accounting of the economy's

performance, nor of the economic reforms instituted since 1979. It is intended to
simply provide a basic feel for the magnitude of the major structural changes that
have been implemented, and the economic uncertainties that remain. It is baged

almost 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 of
the Agrarian Reform, the so-called "Land to the Tiller" program.

1-3



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
desiruction, 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 is
another 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 Agrarien Reform. This resulted in the
nationalization 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 Il of the Agrarian Reform remains unimplemented as of July 1986. Phase
Ill, 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 near
future. 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 by
establishing an agricultural (monopoly) marketing board. The board, known by its
acronym I[RA, 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 nationalizgtion 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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. THE MINISTRY OF HEALTH: PRELIMINARY CONSIDERATIONS

The physical structure of the Ministry of Public Health and Social Assistance is
adequately described elsewhere—both in the reports of other team members, as
well as in the numerous project papers, pre-project papers, and evaluation reports
that have been conducted in the past five years in El Salvador. The description of
that system, therefore, will be limited in this paper to those segments relevant for
understanding the MOH's resource allocation process and its implications for
public health service delivery, It is useful to begin this discussion with a brief
descriptior. 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 Services
together constitute what is referred to as the Centralized Agencies, The 14
hospitals and a handful of other (financially less important) agencies are grouped
into 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 their
own budgets, and independently compile and submit their program statistics, They
are creatures of the MOH in name only, although their annual budgetary requests,
the so-called "Anteproyectos Presupuestarios de los Hospitales," are submitted to
the Ministry of Health's Financial Accounting Office so that their requests may be
"integrated" (arithmetically summed would be more accurate) with those of the
"other half" of the MOH.

Even the program categories of the hospitals are different from those of the rest
of the MOH, and in most documents that itemize the MOH budget, the hospitals'
budgets are generally not disaggregated. Instead, their entire budget—on an
institution-specific basis—is reported under the budgetary rubric "current
transfers." It is not*bossible to obtain current information on the individual
hospitals' budgetary expenditures at the MOH Central Office. The most recent
that may be had are the .wo-year data presented in the aforementioned
"Anteproyectos Presupuestarios de los Hospitales." The only place to acquire
current (or even the previous year's) data about the hospitals beyond their total
"current transfer” is from each of the separate institutions. The unavailability of
such 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. The
hospitals receive not only their total current transfers "off the top" of the MOH
budget, but, in addition, receive a substantial portion (about one-half) of all of the
Ministry's supplies and materials (budget program code 1.029). This common
oversight means that the estimates have been underestimated. The issue of the
relative funding levels of the hospitals vis-i-vis all other MOH facilities (i.e.,
versus the Regional Health Services—the health centers, units, and posts) is an
important efficiency discussed in Appendix F.

II-1


http:physic.al

Historicaily, the hospitals existed as independent entitjes totally apart from the
MOH structure until the mid 1360s. That "union,” however, was to be only a
temporary one. In (approximately) 1969, they became independent organizational
entities in their own right again; only to be "re-merged" with the Ministry in the
early 19702, 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 in
organograms of the Ministry, the hospitals, which are regularly allocated and
spend somewhat more than half of the entire Ministry of Health's budget, are
nowhere to be found, or are entered with nondescript hashed lines connecting
them directly to the Minister's office.
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0L THE MINISTRY OF HEALTH'S BUDGET: 1975-1986

There is no single best measure to indicate the Ministry of Health's financial well-
being. It is appropriate, therefore, to develop several indicators and to explicitly
discuss the advantages, insights, and shortcomings of each. In addition, to fully
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 a
historical 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
falling 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 (1385 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 measure to examine. In effect, it serves as an 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 participatien in the economy is either growing or remaining constant, that a

. This obviously is an oversimplification. It ignores the possibility of det:icit
financing. Nevertheless, given El Salvador's long record of "fiscal conservation"
or "fiscal restraint,” and its present relatively low capacity for financing (furtl}er)
financial deficits, the degree of oversimplification is not 1s great as might at first
appear to be the case.
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EXHIBIT |

MINISTRY OF HEALTH BUDGET ALLOCATIONS
(IN CURRENT 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: Infonne-Complementarid Constitucional sobre la Hacienda Pidblica,
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 of output of a wide variety of goods
;and 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 increase 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 yardstick 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 singlc
coldn will be able to purchase more goods and services. Unadjusted, the coldon-
measured output level would then be underestimated over time: more goods and
services could be produced, even though the col6n value of ali 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 coldn 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 colSn-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 uvnit. 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 "constfier price index," or CPL 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 to
substitute 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 whicn 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-lue of
money over time are refefred 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 coln) in all other years is adjusted. The greater the lavel 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 Il

MINISTRY OF HEALTH EXPENDITURES
(IN CURRENT COLONES)

YEAR TOTAL EXPENDITURES  OPERATING EXPENDITURES  CAPITAL EXPENDITURES

1975 86.465.425

1976 110.829.200 84.251.800 26.577.400
1977 127.060.800 98.192.400 28.868.400
1978 143.278.800 108.755.300 34.523.500
1979 142.090.500 123.169.000 18.921.500
1§80 178.435.700 147.491.100 30.944.600
1981 167.025.900 152.184.100 14.841.800
1982 165.677.100 149.823.100 15.854.000
1983 170.395.900. 143.515,300 26.880.600
1984 191.551.200 157.288.500 34.262.700
1985 176.522.700 164.445.400 12.077.300
Source; Informe Complementario Constitucional sobre la Hacienda Piublica,

Ejerctcio Fiscal, various years.



EXHIBIT IV

MINISTRY OF HEALTH EXPENDITURES
IN REAL TERMS/CONSTANT COLONES
BASE: CPI 1978

YEAR TOTAL EXPENDITURES  OPERATING EXPENDITURES  CAPITAL EXPENDITURE!

1975 114,959,700 (1) 96,062,500 (1) 18,897,100 (1))
1976 144.685.640 109.989.295 34.696.345
1977 148.435.514 114.710.748 33.724.766
1978 147.710.103 112.118.866 35.591.237
1979 130.718.031 113.310.948 17.407.083
1980 139.839.890 115.588.636 24.251.254
1981 114.088.730 103.950.888 10.137.842
1982 101.269.621 91.578.912 9.690.709
1983 92.056.132 77.533.928 14.522.204
1984 92.671.118 76.095.065 16.576.052
1985 69.937.678 65.152.694 4.784.984

(1) Allocated

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

Source: Computed from data contained in various 1s§ues of the
Informe Complementario sobre la Hacienda Piblica,
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 Salvadcyi.

Unlike the average consumer, the Governmert of El Sal!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 monthlv 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 1985 are presented in
Exhibit V. Exhibit VI presents the annual rates of increase in their (nominal)
levels, along with the annual changes in the CPL. 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 19€2 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 adjustinent 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 its applicability to the entire MOH
budget (i.e., C®ntralized 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 Mini;:try's
gaining full appreciation and cognizance of tbe 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
operaticns expenditures of the Ministry of Health's Centralized Agencies: (a)
personnel costs, (b) supplies and materials, and (¢) machinery and equipment.®
Together, these three categories constitute slightly' more than 98 percent of the
Centralized Agencies' expenditures during the 1976-1985 ere. (See Appendix B,
Exhibits B-1 through B-10 for a breakdown by functional category of the 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 CPL. The derivation of the MCPI is presented in
Exhibit VIIL®**

The remaining category of MOH Centralized Agency expenditures—personnel
costs—was not disaggregated by type of personnelL. 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 ®Ris 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.
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EXHIBIT V
MEDICAL PERSONNEL MONTHLY SALARIES

(IN CURRENT COLONES)

1975 1976 1977 1978 1979
Doctor 440 480 500 520 520
(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
Doctor 540 540 540 540 540 570
(2 hrs/day)
Nurse 775 835 835 835 835 965
Nurse
Auxiliary 525 650 650 650 650 780
Sanitary
Inspector 535 575 575 575 575 705
ARS Supervisor N/A N/A 570 570 570 700
Source: Ley'ae Salarios, various years, 1986 numbers are base on two

adjustments: one announced in November 1985 and one decreed

in March and applied retroactively to Jan.1986.
of the changes were personally communicated by an AID Economist.

The magnitudes

950
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Doctors
(2 hrs/day)

Nurse
Nurse Aux.
San. Insp.

CPI

Doctors
(2 hrs/day)

Nurse
Nurse Aux.

San. Insp.
CPI

EXHIBIT VI

RATE OF INCREASE IN PERSONNEL COSTS

(CURRENT COLONES)

1976 1977

9.1% 4.2%
15.8% 5.7%
16.0% 12.1%
21.0% 4.0%

7.1% 11.7%
1982 1983
0 % 0 %
0 ¢ 0 %
0 ¢ 0 %
0o 3 0O ¢
11.7 %  13.1 %

1978 1979 1980
4’ % 0 % 3.8%
10.8% 50.5% 0 %
12.3% 43.8% 0 %
16.7% 11.0% 5.9%
13.3% 12.1%  17.4%
1984 1985 1986
0 % 5.6% 0o %
0 % 15.6% 0o =
0o % 20 % 0o %
0o % 5.2% 13.9%

11.7 % 22.1%



EXHIBIT vii

'DISTRIBUTION OF THE MAJOR OPERATIONS
EXPENDITURES OF MOH's NON-HOSPITAL FUNCTIONS
(IN THOUSANDS OF COLONES})

THESE OPERATIONS
EXPENDITURES AS A

MATERIALS, SUPPLIES % OF TOTAL OPERATIONS

YEAR PERSONNEL MACHINERY & EQUIPMENT EXPENDITURES

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

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

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

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

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

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

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

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

1985 59.772.1 5.350.3 97.5 %
(92%) ( 8%)

1986 53.453.3 19.010.4 98.8 %

(77%) (23%)



EXHIBIT Vil
THE MOH MEDICAL CARE "PRICE"™ INDEX (MCPI)

(Percent of Personnel Costs ) (Avera e MoH Salary in year X
MCPI =\ in "total" operating expenditures verage MoH >alary in Base Ye:

(Percent of Materials, Supplies, Machinery ) (The CPI )

and Equipment in “total" operating expenditures in year 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)(103.7) = 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) = 1409

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 cf 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: &n 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 better-
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 persocnnel compenent 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 amount 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 CPl-based adjustment to assess the
impact of inflation on the real purchasing power of their budgets would greatly
(and similariy) overcompensate {or increasing price levels (see Exhibits IX and
X). Again, this is primarily because of the large proportion of total expenditures
devoted to "controlled” personnel costs.

In light of the limited data end 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 MCPI
differ from one that might be constructed using decentralized—and especia‘ly
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
pull up the average wage, probably to a level greater than the 700 colones level
assumed the personnel-rate-of-increase component. The progressive structure of
the salary increases that were decreed suggests that hospital wages increased at a
slower pace than is captured in the personnel component of the MCPIL

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
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EXHIBIT IX

OPERATING EXPENSES BY PROGRAMS AND

FUNCTIONAL CLASSES OF THE 14 HOSPITALS

(Colones)
GENERAL
EARS & CLASQ@P PERSONAL NON-PERSONAL MATERIALS & MACHINERY & REGULAR
ROGRAMS TOTALS SEXVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
1980:
neral Admin. Services 13.885.902 10.691.215 1.551.805 1.640.902 -- 1.980
alth Scvvices 56.391.480 41.736.556 328.715 ' 14.323.002 - 3.225
TOTALS 70.277.400 52.427.771 1.880.520 15.963.904 - 5.205
1981:
neral! Admin. Services 13.701.861 10.970.278 1.500.648 1.230.055 - 880
ﬁ:alth Services 55.230.807 43.545.428 211.455 11.470.174 - 3.750
TOTALS 68.932.668 54.515.706 1.712.103 12.700.229 - 4.630
1982: '
General Admin. Services 13.416.109 10.731.833 1.637.711 1.072.585 - 980
Health Services 53.947.128 43.642.358 186.645 10.113.710 -- 4.415
TOTALS 67.363.237 54.374.191 1.824.356 11.186.295 -- 5.395
1983:
General Admin. Services 13.779.991 10.975.278 1.723.374 1.080.349 -- 990
Health Services 55.260.700 44.761.407 120.241 10.721.972 - 1.250
TOTALS 69.040.691 55.736.685 1.843.615 11.802.321 - 2.240
1984: *
Peneral 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

Source: Budget Preliminary Projects

Kraus International Inc. study of recurrent costs.

of the Hospitals, 1981-1985. Financial Accounting Division. MOH.




EXHIBIT X

OPERATIONS EXPENDITURES BY PROGRAMS AND
FUNCTIONAL CLASSES OF THE MOH HOSPITALS

CLACRAL MATERIALS  MACHINERY
PERSONNEL  NON-PERSONNEL AND AND REGULAR
YEARS TOTALS  SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
1980 1002 74.6% 2.72 22.7% 02 0z
1981 1002 79.1% 2.5% 18.4 02 0
1982 1002 80.7% 2.7% 16.63 0 0
1983 100 80.73 2.6% 17.1 02 0
1984 1003 84.0% 2.2% 13.72 0z 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 to buy goods and services (see
Exhibits IX and X).

Moreover, given (1) .. °t the way in which we have analyzed the Centralized and
Decentralized Agencie expenditures results in about a 50:50 split in total NOH
expenditures during thy 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:

e 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 fvily 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
purchasing 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. ASsuming 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 if ‘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 EXPENDI TURES EXPENDI TURES 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 179.580.370 117.154.811 11.425.558
1982 126.664.450 114.543.654 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
1977-19857  -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%)



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

EXHIBIT XlI

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%

v
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materials, machinery and equipment, and then, stiil 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 quentities.

This counterfactua! example was based on 1980 and 1984 data, rather than the
more recent and more immediately relevant 1981-1985 period, because
isaggregated 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 betwean wages and personnel on
the one hand and supplies, materiels, 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., £378) 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 PROCESS: APPROPRIATIONS YERSUS 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 Distinction: "nitial® Versus "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” ("asignaciones
finales," or in earlier years, "asignaciones definitivas") in its comprehensive annual
Informe Complementario Constitucional, Ejercicio 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 individual, ministerial-level program designs
and implementations, but also (and with far more significant and global impacts)
to adjust for discrepancies in estimated goverament revenues and changes in
government program priorities.

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

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 allocation). ‘

Exhibit XIV presents the initial and final budget allocations for the MOH. Over
the course of t&® last decade, on average, the arnual 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 Xl

TOTAL CENTRAL GOVERNMENT GENERAL
BUDGET ALLOCATIONS: INITIAL VERSUS FINAL
(Thousands of Current Colones)

TOTAL OPERATIONS CAPITAL
1979
Initial 1.451.925 1.075.635 376.290
Final 1.511.606 1.129.180 382.425
Percent Change 4.1% 5.0% 1.6%
1980
Initial 1.676.064 1.122.964 553.100
Final 1.763.767 1.201.505 562.262
Percent Change 5.2% 7.0% 1.7%
1981
Initial 1.988.518 1.408.707 §79.811
Final 2.191.022 1.479.367 711.655
Percent Change 10.2% 5.0% 22.7%
1982
Initial 2.111.069 1.411.397 699.672
Final 2.239.564 1.586.254 653.310
Percent Change 6.1% 12.4% -6.6%
1983
Initial 2.058.803 1.472.374 586.429
Final 2.187.627 1.522.476 665.152
Percent Change 6.3% 3.4% 13.4%
1984
[nitial 2.298.442 1.611.465 686.977
Final 2.957.460 1.849.834 1.107.626
Percent Change 28.7% 14.8% 61.2%
1985
Initial 2.427.467 1.885.047 542.420
Final 2.583.114 1.988.264 594.850
Percent Change 6.4% 5.5% 9.7%
1986
Initial ' 2.631.318 2.076.140 555.178

Source: Informe Complementario Constitucional, Ejercicio Fiscal,
variour years, "Cuadro No.3: Modificaciones a los Ingre-

sos Estimados". A



EXHIBIT XV

ORIGINAL VS. FINAL ALLOCATIONS
(CURRENT COLONES)

CHANGES IN THE MOH BUDGETARY APPROPRIATION:

FINAL-ORIGINAL

ORIGINAL BUDGETARY FINAL BUDGETARY (AS A % OF
YEAR APPROPRIATION APPROPRITAION THE ORIGINAL)
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 13.645.660
(6.8%)
1985 197.534.280 197.532.900 - 1.380
(-0.0%)
1986 186.888.180

Sources: Qriginal Bugetary Appropriations figures are from the
Tey de Presupuesto, the final budgetary appropriations
are from the Informe Complementario Constitucional
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(in Exhibits XIII 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 percent 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
:x&e;ded a relatively larger proportion of its budget, the ratio would exceed

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, &dthough 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
1877  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, any
funds unspent or unobligated at the end of the fiscal year redounded to the
National 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 a
quarter: government agencies were given an additional three months (through
March 1986) in which to spend or contractually commit their Fiscal Year 1985
budgeted monies.

D. SOME OTHER NON-ECONOMIC BUT NOT INCONSEQUENTIAL
CONSIDERATIONS

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

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

Essentially three factors affect the resource allocation process of the MOH; two
are national (or domestic) factors, and one is foreign. Domestically the chief
determinant of the qualitative allocation of resources—i.e., the relative
combination of what the MOH spends its money on—is the previous year's budget,
Quantitatively the primary domestic determinant is the number of colones
budgeted 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—providing
both in-kind and monetary assistance (the latter in the form of both loans and
grants). Far more flexible, dynamic, and focused, the donor agencies' activities
crosscut 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 it
affects the MOH, in terms of the levels of available monies has been discussed.
The actual process of determining the size of the Ministry of Health's budgetary
appropriation, and the rules governing its use, are ultimately the outcome of an
interactive process involving two complex, conceptually distinct, yet overlapping
sets of actors and processes. One of these may be referred to as "national health
politics"; the other "national politics." Both operate within parameters
established by national economic considerations and international politico-
economic considerations, It is exceedingly difficult to gain a full appreciation and
understanding 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 left
behind as projects and donors and foreigners in general focus on difficult technical
problems. Nevertheless, they are the considerations that, probably more often
than technical shortcomings, account for the success or failure of an effort.
These are the much more elusive considerations of the personalities involved, the
personal politics involved, and the resultant conf iguration 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.

Th.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 te
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 successful implementation
of this project involve two individuals. If one or both of these individuals leaves
the MOH or has his 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.
This is a very common approach to managing large organizations, The approach is
useful for avoiding or at least minimizing direct politier]l 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 same pace. This is vividly portrayed in Exhibit
}XI, 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 of the two individual totals as the base,
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,

i1-12

N



EXHIBIT Xvi|

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

YER [N TOTAL HOW ALLOCATION i TorAL MOh EXbeabsoumes
1975 83.6 % -- |
1976 76.0 % 76.0 %

1977 77.C % 77.3 %

1978 76.0 % 75.9 %

1979 85.4 % 86.7 %

1980 81.3 % 82.7 %

1981 85.3 % 91.1 %

1982 84.1 % 90.4 %

1983 82.0 % 84.2 %

1984 73.9 % 82.1 %

1985 | 83.3 % 93.2 %

1986 91.4 %

Source: Computed from Tables.



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 thet 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 failling budget. It is ‘mportant
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 the judget starts to decline, the first categories of experditure
"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 that
further reductions 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 anyornie 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 persoinal poiver of an individual manager within the agency
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(both managers and their subordinates can, tuerefore, 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 ineurred 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
manag)ers’ opportunity to selectively dismiss personnel anc¢ 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,
mechinery, 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
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
operations. What 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 finding (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 not
get directly involved in service delivery, but choose instead to provide monies or
in-kind goods and sarvices) are the Pan American Health Organization (PAHO),
USAID, and the IDB. From a long-term, recurrent cost/budgetary perspective, the
most important donor activity has been the IDB'S health infrastructure
construction project. The project dates from 1974. From 1980 through 1985 alone
the IDB channeled $27 million into new construction. At the same time, the
MOH's budget squeeze prompted it to emasculate jts 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 else
has the rapid growth in the numbr of facilities done to the MOH budget?
Assuming that the average health center has five physicians, five nurses, one
dentist, and 12 auxiliaries; that the average health unit is staffed by two or three
(2.5) physicians, two nurses, one dentist, and five auxiliaries and that the average
post has a single auxiliary; and that the ratio of medical care to non-medical care
personnel is three to one (a very conservative estimate, as it is likely to be
higher), the increases in the numbers of these facilities (not including the several
major hospital renovations and construction projects with their atteridant
increases in personnel requirements), in addition to the Regional Health Services
personnel, totals more than 2,000,

Growth in the public health care infrastructure, coupled with continued reliance
on historical-based budget line-item resource allocation in the face of declining
monies, are the major causal factors underlying the shifting composition of MOH
expenditures 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 as
well? What have the implications been of these trends on quantitative and
Qualitative dimensions of health care delivery? Has the impact of these budget
changes been equitably distributed by medical care site, or have some types of
facilities 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?75 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 115 124 135 143 159 161 198 202 208 215 218

Total: 209 240 242 268 290 293 321 325 332 341 344

* Units: Includes: "Unidades de Salud", "Unidades Méviles Comunitarias®
Posts: Includes: "Puestos de Salud", “Puestos de Vacunicién*, “Puestos Comunitarios" and
"Dispensarios de Salud".

Source: Salud Piblica en Cifras and Memorias, various years.
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IV. CHANGING MOH HEALTH FACILITIES' "PRODUCTIVITY"

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 tvpes, 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 malignent tumor. Alternatively, and just as leg'timately, 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-htaded 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 thc work. Oftentimes, as
in this study, a combination of the context and the purpose 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 procuctivity 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 jts accuracy as a measure of productivity. Because such factors
are left unanalyzed, the reader may infer tkat 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 ix based on an assumption (one
that is generally made only implicitly—and hence is too often overlookgd 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, to
the extent that it functions, the referral network concept of the MOH health care
delivery system reinforces this pattern of different types of healtri 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 (zlbeit 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 of
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 quantity 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 well 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 efficieney messure 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 XV 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 PRODUCTIVITY PATTERNS
(1) Hospitals

Looking only at ambulatory care provision from 1977 to 1981, the general level of
utilization of the average hospital (what we wili term its "productivity") followed
& more or less steady climb (see Exhibit XVIII). 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. Generaily 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 thet 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 levels 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 Xvill

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
(oriqinal
1982 1982 1984 1985 allocation)

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%) (- 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 e

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 Constituc1ona1; various years.



good. If the income elasticity of demand is greater than one the good s
characterized as a "uxury"; 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 thcught 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 monijes
(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 2s 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 more
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 Centers, 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

4
Centers

y 4
Units

4
Posts

)4
TOTAL

1983

Hospitals

%
Centers

%
Units

4
Posts

%
TOTAL

1985

Hospitals
y 4
Centers
4
Units
4
Posts
)4
TOTAL

EXHIBIT XiIX

AMBULATORY VISITS TO DOCTORS
BY TYPE OF FACILITY AND REGION

e OCCIDENTAL ~ CENTRAL ~ METROPOLITAN  PARACENTRAL  ORIENTAL

949.342  150.674 123.417 407.361 116.975 150.915
(ggi?fgs 49.435 17.872 26.847 63.383 106.619
(10.8%)

937.872  182.126 119.762 448.857 78.843 108.284
(ggi?fge 63.326 68.678 37.572 56.938 67.662
(12.0%)

2.449.614  445.65] 329.729 923.531 316.769 434.024

912.341  149.026 122.709 388.045 106.908 145.653
‘Qii?féo 47.658 23.403 25.040 56.850 89.449
(é%§?§;9 167.586 105.615 436.991 49.790 59.397
(g;i?;zo 46 .804 50.188 38.266 47.569 38.913

2?%85?335 411.074 301.915 888.342 260.746 333.868

971.942  174.892 118.302°  401.589 120.657 156.502
(ggé?§%7 49.856 19.590 29.200 63.886 96.035
(égé?égs 168.283 98.459 403.782 60.912 102.400
(ggé?;gs 37.992 96.975 35.014 39.814 45.981

2?2?i%§;8 431.023 283.326 869.585 287.033 401.011

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-1980
productivity of these facilities can only be performed on an aggregated basis.
Sul;;equent 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 te 1579, 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 fscilities. 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 fell
16 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 of
centers, 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 to
98. It may be deduced, therefore, that the share of health units is the sum of
units and posts decreased., Wiiile 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 smaller in terms 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 visits
is 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 and
health centers. The latter two types of establishments are located in the principal
cities of the ¢ountry, areas that have never fallen under the direct control of the
guerrillas. 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, and
the "Trauma Study" of Faich and Coppedge, June 1983) suggests that guerrillas
have with few exceptions recognized and respected the neutrality of MOH medical
personnel, it is nevertheless clear ‘hat the war has been disruptive of some
Ministry service provision. In addition (on the other side of the medical care
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, no foundation existed
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 produetivity 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 monotanically 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 seem that the
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 dhysician visits being provided
Dy the health posts and units? Possible explanaticis may be conveniently divided
into two general categories: (1) factors explaining a reduction in the demand for
these physician services, and (2) factors explaining a reduction in their supply.

Turring 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
mzasure of health status and the perception of the role and capabilities of
accessible and acceptable meaical care services to alter health status. *

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 those medical care services.
Finally, utilization is realized demand: it reflects an adequate level of both
willingness and ability to obtain the desired care from a source that is
simultaneously perceived as relevant (acceptable) and construed as accessible,

How iught 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 (especisily 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 mitional 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 regardi 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 ¢
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 hostilitie\ss certainl
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—o.
health units. It is likely, however, that relatively greater shifts in case mij
occurred in the hospitals and centers, particularly for their inpatient care.

The treatment of more war-releted injuries necessarily meant that there were¢
fewer resources (both personnel time and medicines and supplies) to be used t¢
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 have
felt more strongly about needing.

Another supply-side consideration consistent with the reduced use of the healt}
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 &
much greater degree of uncertainly by the general disruptions, dislocations, anc
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 o? 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 TUtilizers 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, care. The war added yet another dimension to the decision of
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 tie 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, cr 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 ic also—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 of fices—has remainec 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 [ill 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), are also possible sources of revenues for the
health units and posts to augment their budgets—specifically to buy medicines and
other supplies &hd 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

Hospitals
Centers

Units and
Posts

Hospitals
Qenters

Units and
Posts

Units

Posts

Source:

1977 1978
58.737 60.240
20.745 21.453

5.177 4.891

1982 1983
65.335 65.167
21.794 20.117

3.857 3.470

9.183 8.361

1.273 1.066

Computed from Tables.

197

60.989

21.955

5.017

67.810

20.013

3.911

9.379

1.368

61.102

17.275

4.438

1985

69.424

21.547

3.269
8.338

944

65.464

23.982

4.448



Generally not having as large a similar pool of resources to draw upon, health
units and posts have been put at a rela‘ive disadvantage as drugs have become an
increasingly scarce commodity. As a result, the relative attractiveness of
obtaining/receiving physician services at the unidades and puestos, even though
they might be more readily accessible, has decreased,

Again, Polly Harrison's study has relevant findings for interpreting these
developments, She found that the clientele of posts, and to a somewhat lesser
extent of unidades, are overwhelmingly (over 80 percent) women and children.
She attributed this, in part, to the general preference for pharmacies, drugs, and
private physicians, ccupled with the fact that generally only males have cash,
Moreover, there is & general preference for treatment by physicians, which (for
reasons already cited) has probably been less possible to obtain at units and posts
during this period. These twin considerations, together with the falling level of
available medicines in the posts and units, probably encouraged women and
children to seek care ¢t the nearest facility where they could hope to obtain free
medicines. Once the decision has been made to travel to a different, more distant
facility, however, the center would be the likely first stop. Because El Salvador
has such an excellent road network aid a generally very good publice transportation
system, to pay the additional incremental price of bypassing the center to go to
the 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 (suggasted
by Jain.2 Benavente and Reinaldo Grueso). Many of the posts and units are
staffed by young physiciars and nurses doing their year of national service duty.
While it might be acceptable to take one's children to see such a provider, persons
who are older than the recent graduate may feel that the care provided by an
inexperienced young provider is of questionable quality and that to seek their help
and advice is too socially awkward; it may be viewed as socizlly 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 an
important determinant of post and/or unit utilization is unknown. This again, is a
serious information gap that needs to be addressed. If the age of the provider is
an important factor discouraging the use of the *nese facilities, alternative uses
for national ...vice duty, and requirements (e.g., higher pay) for obtaining
adequate 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 relative
decline in the share of and productivity of the health units nnd posts since 1979 is
that there has been a significant increase in the level of international agancies'
activities—in both private voluntary organizatioin (PVO) and donor agency
capacities—throughoyt El Salvador. Project HOPE, for instance, has trained and
supports (sometimes with a salary) about 100 community health workers similar
to the MOH's Ayudates de Salud Rural. Various efforts of these agencies include
the provision of ambulatory primary health care services. As such, they have
come into direct competition with the MOHK's health uniis and posts: they
generally serve as substitutes for these MOH primary care facilities. Like much
of the general health care delivery system of El Salvador (public and private
components alike), little is known about the role or impact of these additions to
the system as a whole. This is an area crying out for further systematic research,
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V. ANALYSIS OF TEX CHANGING PATTERNS OF PERSONNEL
EXPENDITURES: POSITIONS, SALARIES, AND "PRODUCTIVITY"

The increasing absolute and relative levels of expenditures of the Ministry of
Health, in general, and in particular on the portion of the Regional Health
Services 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 salary
levels, 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 the
importance 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 perscnnel (i.e., all MOH
employees with the exception of the Decentralized Agencies—which consist
primarily of the 14 hospitals) peaked at an annual rate of 6.9 percent in 1977.
Thereafter, it followed a generally constant rate of decline, becoming negative in
1982, 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 Office—Secretaria de Estado) grew from 9,046 in
1975 to peak in 1981 at 12,7186,

Focusing specifically on the Regional Health Services, personnel grew from 8,517
in 1975 to 11,334 in 1981, [alling 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. OJnu source of
this confusion is the failure to distinguish between whether one is discussing
Centralized or Decentralized Agencies, or only the Regional Health Services (i.e.,
the units, posts, and centers), or only the hospitals. Generaliy the number
discussed is the Centralized Agency-only figure, which, by not including the
hospitals' 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—the drop in the number of these types of positions alone in the
regions 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 in
the numbers of doctors, nurses, and nurse auxiliaries—while each following
essentially the same general pattern—experienced oftentimes radical annual
fluctuations in both absolute and relative terms between 1975 and 1984 (see
Exhibits XXI and XXII). The most marked of these swings occurred in 1979 and
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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 t
occurred over this decade. These are numerically detailed in Exhibit XXIL lThe
relative weight of what will hereafter be referred to as the "medica! care team,"
which consists of doctors, nurses, and nurse auxiliaries, has remained relatively
constant over the decade. That is, the direct health care delivery service
capability (as measured by the share of the medical care team in total regional
health positions) did not change appreciably over the past decade. The
composition of the team, however, did chan Widely fluctuating relative annual
rates of growth of different types of medical care providers obviously zenerates
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~to-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 medicul 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-intensity measure was at its highest level for th: 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 peaked. Thereafter
the auxiliary measure slowly climbed upward to slightly less than its initial level.
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Médicos
(% of the 3)

Enfermeras
(%2 of the 3)

Aux. Enf.
(% of the 3)

Los Tres
(% of total)

Total
(% change)

Médicos
(% of the 3)

Enfermeras
(% of the 3)

Aux. Enf.
(% of the 3)

Los Tres
(% of total)

Total
% change)

REGIONAL POSITIONS 1975-1984¢

EXHIBIT XXl

1975 1976 1977
1.007  1.097  1.215
24% 27% 26%
1.005  1.010  1.176
24% 24% 25%
2.178  2.016  2.265
52% 49% 49%
4.190  4.123  4.656
49.2%  45.5%  46.2%
8.517  9.052  10.071

(6.3%)  (11.3%)
1981 1982 1983
1.537  1.541  1.541
28% 28% 28%
1.341  1.295  1.281
24% 24% 24%
2.617  2.636  2.635
48% 48% 48%
5.495  5.472  5.457
46.0%  46.03  46.0%
11.934  11.891  11.867
(1.9%)  (-0.4%) (-0.2%)

2.513
49%

5.151
47.8%

10.778

(7.0%)

5.419
45.3%

11.827

(-0.3%)

1.327
26%

1.307
25%

2.496
49%

5.130
45.7%

11.220

(4.1%)

* Does not include contracted labor or health board positions.

Sources: Salud Pdblica en Cifras and Memorias, various years,
computed from Cuadro: Recursos de Personal...

1980

1.562
29%

1.328
24%

2.584
47%

5.474
46.7%

11.717
(4.4%)



If the divisior 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,-&9-is-
Jaaduy—eﬁdent:vheﬁumw\g_m—XM. 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

appurent 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, from-Exhibi i i hat
the type of inedical 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 this_is (at least part) a statistical
arﬂ{act—a change that N{ac% a change\_in the wig\g::vnumbe are
ho

reponted to the\NLO\H Department of Statistics. This does not, er, appear to
be the\case. * ~

* 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
thet the Minisiry's publications on health care provision and utilization (viz., Salud
Publica_en Cifras and Memorias) had to be careful to label the med cal 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-physicianz.

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 series of the various statistics used. It is hoped that the biases,
inconsistencies, and inaccuracies, which indubitably exist, will have more of a
tendency to "wasit 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

GROWTH
YEAR TOTAL  DOCTORS NURSES AUXILIARIES ARS (1)+(2)+(3)* RATES **

*te

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  11.4 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)  (-0.3) 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 spes, and is not a simple average (mean) of the three

individual rates.

This is a measure 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 auxiliares' expanded at a slower
than the total staff the value is less than one.

Source: Computed from Tables.



EXHIBIT XXV
THE POPULATION OF EL SALVADOR*

YEAR POPULATION
1975 3.924.000
1976 4.068.000
1977 4.217.000
1978 4.372.000
1979 4.444.000
1980 4.514.000
1981 4.568.000
1982 4.623.000
1983 4.678.000
1984 4.730.000
1985 4.787.000

Source: Encuesta Nacional de Salud Familiar (FESAL-1985)
Informe Final Asociacién Demogréfica Salvadorefia,
Institute for Resource Development of Westinghou<e,
Investigaciones de Poblacién y Mercado, Mayo 1986.



1981

Doctor

H/0 Metro
Nurse

W/0 Metro
Nurse Auxiliary

W/0 Metro
Total

1982
Doctor

W/0 Hetro
Nurse

w/0 Metro
Nurse Auxiliary

W/0 Metro

Total

EXHIBIT XXVI
Page 1 Of 2

BIRTH ATTENDANTS BY TYPE OF PERSONNEL & REGION

COUNTRY ~ OCCIDENTAL  CENTRAL METROPOLITAN  PARA CENTRAL ORIENTAL
35.262 5.859 3.150 20.243 2.969 3.041
69% 52% 82% 99.5% 45% 332

49%

7.2C5 2.511 589 105 1.170 2.830
14% 22% 15% 0.5% 18% 312
23%

8.711 2.828 96 1 2.518 3.268
17% 25% 3% 0.0% 38% 36%
28%

51.178 11.198 3.835 20.349 6.65” 9.139
34.472 6.084 2.992 2G.675 2.018 2.703
67% 52% 79% 99.6% 322 30%

45%

7.824 2.547 501 73 1.739 2.964
15% 22% 13% 0.42 28% 332
25%

9.212 3.091 293 5 2.541 3.282
18% 26% 8% 0.0% 40% 37%
30%

51.508 11.722 3.786 20.753 6.298 8.949

Source: informes de las Actividades Mensuales, MSPAS, 1981-1985.



1983

Doctor

W/0 Metro
Nurse

W/0 Metro
Nurse Auxiliary

W/0 Metro
TOTAL

1984
Doctor

W/0 Metro
Nurse

W/0 Metro
Nurse Auxiliary

W/0 Metro
TOTAL
1985
Doctor

Nurse

Nurse Auxiliary

TOTAL

EXHIBIT XXVI
rage 2 Of 2

BIRTH ATTENDANTS BY TYPE OF PERSONNEL & REGION

COUNTRY  OCCIDENTAL  CENTRAL  METROPOLITAN  PARACENTRAL  ORIENTAL
33.964 5.901 2.815 20.771 1.853 2.624
68% 52% 81% 99.5% 33% 312

452

8.118 2.613 452 82 2.001 2.970
16% 23% 13% 0.4% 35% 35%
28%

7.884 2.856 192 13 1.832 2.991
162 25% 6% 0.1% 32% 35%
27%

49.966 11.370 3.459 20.866 5.686 8.585
33.858 5.483 2.933 20.542 2.032 2.868
692 50% 81% 99.8% 36% 34%

46%

7.753 2.452 595 44 1.969 2.693
16% 22% 162 0.2% 35% 32%
27%

7.649 3.026 98 6 1.600 2.919
26% 28% 3% 0.032 291 342
27%

49.260 "10.961 3.626 20.592 5.601 8.480
35.233
69%

8.135
16%

7.356
15%

50.724



B. EVOLUTION OF THE REGIONAL OFFICE S™AFF PERSONNEL AND
SALARIES

Exhibit XXVIIl 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, the= 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 follewing 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 that 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 r2gional 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 REMUNERATION

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 hagpening 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 8 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 XXVIill

EVOLUTION OF REGIONAL OFFICE STAFF
PERSONNEL AND MONTHLY SALARIES

REGIONAL OFFICE STAFF POSITION 1975 1976 4977 1978 1979 1980 1981
L

1. Director Regional de Salud 1.750 1950 2.050 2.140 2.140 2215 2215
2. Sub-director Regional de Salud 1.650 1.850 1.945 2.035 2.035 2110 2110
3. Médico Superviscr Regional 1.500 1.850 1.945 2.035 2.035 2110 2110
4. MEgdice Epidemiblogo Supervisor 1.500 1.850 19.45 2.035 2.035 2110 2100
5. Ingeniero Regional de Salud 1.500 1.690 1.775 1.865 1.855 1940 1940
6. 0dont6logo Supervisor Regional de Salud _1.500 1.690 1.775 1.865 1.865 1940 1940
Total Regional Office Salary $.400 10.880 11.435 11.975 11.975 12425 12425

1982 1983 1984 1985 1986

1. 2.215 2.215 2.215 2.345 2.445
2. 2.110 2.110 2.110 2.240 2.240
3. 2.110 2.110 2.110 2.240 2.340
4. 2.110 2.110 2.110 2.290 2.340
5. 1.940 1.940 1.940 2.070 2.170
6. 1.940 1.940 1.940 2.070 2.170
7. Médico Supervisor Regional NE 2.110 2.110 2.240 2.340
8. Mé&dico Supervisor Regional del

Programa Materno y Planificacioén

Familiar NE NE 2.110 2.240 2.340
9. Gerente Adrninistrativo NE NE 1.800 1.930 1.030
10. Jefe de Recursos Humanos NE NE 1.500 1.630 1.730
11. Jefe Financiero Contable NE NE 1.200 1.330 1.480
12. Jefe Regional de Pediatria Social

y Nutricibn NE NE NE NE 2.340
13. Jefe de Auditorfa Regional NE NE NE NE 1.280
14. Auxiliar de Auditorfia Regional ___NE HE NE NE 1.08C
Jotal Regional Office Salaries 12.475 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., subseauently developed/created position.



EXHIBIT XXiX
REGIONAL HEALTH SERVICES PERSOMNEL REMUNERATION:

MONTHLY SALARIES
(IN CONSTANT 1978 COLONES)*

1975 1976 1977 1978 1979 1980

Doctors 615.4 626.6 584.1 536.1 478.4 423.2
(2 hrs/day)

Nurse 531.5 574.4 543.2 530.9 713.0 607.4
Nurse :

Auxiliary 349.7 378.6 379.7 376.3 483.0 411.4
Sanitary

Inspector 433.6 489.6 455.6 469.1 464.6 419.3

1981 1982 1983 1984 1985

Doctors 368.9 330.1 291.7 261.2 225.8
(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 365.4 348.4 307.9 275.8 277.3
ARS Supervisor N/A 348.4 307.9 275.8 277.3

* These ¢re CPI based adjustments.



administrative duties) experienced a fall in thejp purchasing power of nearly two
thirds between 1375 and 1985.

The pattern of the movement of their salary has been the most consistent of thos
icat personnel in general. it i
Tpresented—in—Exhibit—XX3%; part-time physicians, nurses, nurse auxiliaries, anc
sanitary inspectors, experiendéd increases in their real remuneration level in 197¢
relative 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 reduction
in their real salary of about 11 percent. The levels of real income for the other
three types of personnel are not nearly as consistent. Their general eznsion has
been periodically slowed, and occasionally—-muech more frequently earlier in the
decade—the downward trend was temporarily reversed. 0/c:onsidered as three
individual categories of workers, in no year have nurses, nurse auxiliaries, op

Sanitary tnspecters experienced as large a drop in their MOH-derived income as
have physicians.

The cumulative cifect of these trends has been least for nurse auxiliaries. As a
group, they have experienced a rate of decrease in their real income of about one-
fisth the level of doctors. The ratio of doctor to auxiliary salaries has fallen
markedly from 1.76 to 0.81 over the 1975 to 1985 period.

From a labor market perspective, how might these data be interpreted? What are
the likely causes and eifects of these trends on the labor supply side, i.e., on the
willingness and ability of physicians, nurses, and auxiliaries to seek employment
with the MOH, and, having obtained or retained such a position, what might be
their 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 to
physicians are unambivalent. Physicians have been increasingly discouraged from
entering MOH service (at least on a medical service/consultation provision-only
basis). Unfortunately, it is impossible to ascertain what the actual impact of
these signals has been, without additional information aoout (a) physician
knowledge, attitudes, and practices 2oncerning their job market (present and
future, public and private); (b) the size and nature of the private medical care
sector; and (c) a consideration that overiaps with both of the preceding points, the
activities r..d plans of international donor agencies in El Salvader.

These are three exceedingly important topics about which there is virtually no
systematic information. This void precludes a full understanding of how the entire
(public and private) medical care system in El Salvador functions: what its various
agents are doing, what they believe their own and other actors’ responsibilities to
be, the extent to which their activities overlap, and how they interact and affect
one another—consciously and unconsciously. With only a partial picture, it is
impassible to fully understand the health care delivery "system" of El Salvador, or
‘0 l'e able to model it with any significant degree of accuracy. Hence, health
sector planning, in particular, is saverely crippled; and, on a more gencral level,
the quality of public health policy analysis and decision-making remains far below
its potential. Analysis, by default, must be based on partial and anecdotal
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EXHIBIT XXX

CHANGES IN REAL SALARIES, 1975-1985
(CPI-base adjustment)

1975-1976 1976-1977 1977-1978 1978-1979 1979-1980

Doctors 1.3% -6.8% - 8.2% -10.8%
(2 hrs/day)
Nurse 8.1% -5.4% -2.3% 34 9
Nurse Auxiliary 8.3% 0.3% - 0.9% 28.4%
Sanitary '

Inspector 12.9% -6.9% 3.0% - 0.1%

1980-1981 1981-1982. 1982-1933 1983-1984 1984-1985

Doctors -11.6% -10.5% -13.6%
(2 hrs/day)
Nurse -11.6% -10.4% - 5.4%
Nurse Auxiliary -11.6% -10.4% - 1.7%
Sanjtary

Inspector -11.6% -10.4% 0.5%
ARS Sup. -11.6% -10.4% 0.5%

1975-1979 1975-1980 1980-1985 1979-1985 1975-1985

Doctors =22.3% -52.8% -63.3%
Nurse +34.1% -46.4%  -28.1%
Nurse Auxiliary +38.1% -36.0% -11.6%
San. Insp. +7.1% -40.3% -36.0%

ARS Sup.



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 unavoicable that
differences in interpretation are oftentimes substs.itial and can have significant
(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 tiiis is a vitally important public policy issue it is imperative to detail
what is known and what may be reasoned through based on partial information
(and explieitly recognizing this limitation). The effect of the absolute and
relative erosion of the financial position of MOH physicians vis-a-vis other
medical team members (both nurses, and especially auxiliaries) has, in all
likelihood, dulled the motivation of physicians. This has probably undermined the
relative attractiveness for physicians of seeking employment with the MOH,

From the demand-side perspective: what might b2 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 to
be one of the considerations that prompted the introduction and effective
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 dearth 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 ertect
of this legislation has largely gone unrealized because of a variety of tactical
devices private physicians have adopted. Most commonly mentioned is the
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 rise
to an innovative permutcation of a black market would seem to suggest that the
good or service in question is in short supply relative to demand, and thus
underpriced—presumably Lecause of the Government's interference in the market.

This, however, is not the case in the physician services mar! ¢t of El Salvador, or
any other country where the market is allowed to function to any significant
degree in determining the 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 distinet, and
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in many cases unique, characteristics. Most relevant to this discussion are the
high level of consumer (patient) ignorance about the appropriate treatment
procedures, the availability of alternative providers/facilities, and the relative
prices of both alternative procedures and providers; the ability of physicians to
manipulate (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 the
distortions in behavioral patterns resulting from distorted (non-efficiency-related)
pricing policies (i.e., setting prices for goods or services at levels that have little
or no relationship to the costs of producing or delivering those goods or services).
Becayse of these characteristics” it is possible thet even in a market with a
relative oversupply of physicians, the price of physician services can continue to
increase,

The market price for physician services can continue to increase because the
aforomentioned market abnormalities allow/enable physicians to increase the
market demand. This scenario presumes that at least some physicians, acting on
their own as individual agents (motivated, for example, by the desire to achjeve
some targeted income level), are continuously involved in an ever-dynamic,
assessment-adjustment process. Through the processes of their "price leadership"
effect ang the aggregation of the individual physician behavioral patterns, their
assessment-adjustment process comes to affect the entire 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 Health
for employment, it is said, is (1) to develop a clientele upon graduation from
medical school, (2) to augment their private practice-derived income with a more
secure, albeit relatively low-paying "regular” job, and, less frequently mentioned,
(3) because of a personal commitment to public service.

Since a large (but unknown) proportion 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 purchasing
power of physicians' MOH-derived income has (via the mechanisms described
above) contributed to upward pressure on their private practice prices.

It is also possible that declining physician compensation has contributed to both
the absolute and relative declines in their productivity levels. Despite the fact
that the relative position share of physicians vis-a-vis nurses and auxiliaries has
increased a small amount in recent years, the share of total medical care
consultations provided by physicians has fallen (see Exhibit XXXI). Moreover, the
average number of man-hours worked per physician increased by 7 percent
between 1979 and 1985 (data from Alens 1986, pp. 49-50). Thus the decline in
physician productivity has been even greater than suggested by the output per
position data, Furthermore, despite the fact that the last decade has witnessed a
significant expansioa in the number of hesalth centers and especially health units,
which have traditionally been directed by a part-time physician (for two to four
hours per day), the number of physician-. serving as directors of centers and units
has remained relatively constant. It may be deduced that non-physicians are
increasingly serving sz directors of such facilities. By implication, it may be
inferred that the percent of MOH physicians in Regional Health Services who are
providing medical care services (as opposzd to filling administrative positions) has



Doctors
(% of total)

Nurse
(% of total)

Nurse
Auxiliaries

(% of total)

Total

(% annual growth)

EXHIBIT XXXi
Page 1 Of 2

TOTAL MEDICAL CARE VISITS BY

TYPE OF MEDICAL CARE PROVIDER *

1971

1.554.089
(85.2%)

178.134
( 9.5%)

98.782
( 5.3%)

1.871.005

1972

1.712.490
(88.8%)

94.861
( 4.9%)

121.122
( 6.3%)

1.928.473
3.1%

* Includes emergency visits/treatment.

197

1.815.214
(92.7%)

77.082
( 3.9%)

93.533
( 4.8%)

1.962.311
1.8%

1.846.938
(88.1%)

116.438
( 5.6%)

133.926
( 6.4%)

2.095.774
6.8%

1975

1.928.898
(85.6%)

159.679
( 7.1%)

163.868
(7.3%)

2.252.445
7.5%

Source: Salud Piblica en Cifras, various years; Memorias, various years,

MSPAS.
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—

1976
Doctor 2.129.545
(% of total) (79.6%)
Nurse 342.210
(2 of total) (12.8%)
Nurse Auxiliary 183.901
(% of total) ( 6.92)
ARS 20.800
(% of total) ( 0.78%)
Total 2.676.456
[¥ growth]
With ARS: 18.8%
Excluding ARS: 17.9%

* Includes Emergency visits/treatments.

Sources:

EXHIBIT XXXI
Page 2 Of 2

TOTAL MEDICAL CARE VISITS BY TYPE OF MEDICAL CARE PROVIDER®*

Memorias, various years, MSPAS.

1977 1978 1979
2.470.927 2.494.986 2.853.442
(80.1%) (74.82) (70.32)
394.740 459.912 4385.484

* (12.8%) (13.8%2) (12.0%)
142.911 135.677 141.770

( 4.6%) ( 4.1%) ( 3.5%)
76.696 243.233 435.039

( 2.5%) (7.32) (10.72)
3.085.274 3.333.808 4.057.505

15.3% 8.1% 21.7%

13.32 2.7% 17.2%

1980 1981

2.531.492 2.860.890

(72.5%) (77.3%)
489.802 494.682
(14.0%) (13.4%)
160.100 157.054
( 4.62) ( 4.22)
311.619 188.400
( 8.9%) ( 5.1%)
3.493.013

-16.2% 6.0%2
-12.2% 10.4%

1982

2.620.628
(76.3%)

360.241
(10.5%)

226.138
( 6.6%)

226.263
( 6.6%)

3.701.026 3.433.270

-7.2%
-8.7%

Computed from "Cuadro: Cobertura de la Asistencia Ambulatoria"”, Salud Piblica en Cifras

1983

2.600.991
(70.2x)

642.297
(17.3%)

231.181
( 6.23)

229.975
( 6.2%)

3.704.444

7.9%
8.3%

1984

2.883.818
(74.2%)

602.804
(15.5%)

178.327
( 4.6%)

222.044
(5.72)

3.886.9493

4.9%
5.5%

» Various years;,



increased concomitantly as the number of MOH Regional Health Service physi-
cians has increasec. This, in turn, would iead one to expect that 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 cff, and was it falling physician productivity that prompted the
Ministry to withhold the reward (or levy the penalty) of relatively constant
nominxl 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 responses to this question. First, tracing the time paths of
the productivity series and the real and nominal wage series leads 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 csuse.

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 \ ARS) 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 tnlikely that the MOH would take such a
deliberate and =ntagonistic swipe at the profession.

D. T"PRODUCTIVITY" 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 rhis 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 computed, Similar measures were computed for all non-physicians, non-
nurses, and for non-auxiliaries; and for (a) nurses, (b) auxiiiaries, and, (c) all
remaining regional position types (considered together) as well. These data are
presented in Exhibit XXXII. To be better able to discern what has been happening
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 XXXI

TOTAL FTE REGIONAL POSITIONS, 1975-84°

(1)

Doctors

(2)

Nurses

(3)
Nursz
Auxiliaries
(1)+(2)+(3)
A11 Others

Total

(1)

Doctors

(2)

Nurses

(3)
Nurses
Auxiliaries

(1)+(2)4(3)
A1l Others
Total

2.115
.861.4

W

.320.5
.181.9

o &»n

1980

1.328

2.584

5.245.3

6.192
11.437

1976 197
899.4  1.009
937.5 1.054.
1.998 1.998
3.834.9  4.062
4.893.75 5.415
8.728.7 9.477
1981 1982
1.336.8  1.305
1.341 1.295
2.617 2.636
5.295 5.236
6. 385 6.366
11.680  11.602

5

1.065.25 1.103.8

1.227

2.466
4.758.3
5.627

1.307

2.496
4.911.5
6.090

10..7%.3 11.001.5

1983

1.317.5
1.281
2.639

5.237.5
6.359

1984

1.302
1.261
2.635

5.198
6.357

11.596.5 11.555

* Does not include limited contract labor or health board positions

Source: Computed from data on positions in Salud Piblica en Cifras
and Memorias and from data on hours by position from Ley
de Salarios, vaiours years.



PERCENT OF FTE DOCITORS, HURSES AND NURSE AUXILIARIES

Doctors

Nurses

Nurse
Auxiliaries

Total:

Doctors

Nurses

Nurse
Auxiliaries

Total:

197

21%

24%

55%

100%

49%

99%

Computed From EXHIBIT 32

EXHIBIT XXXl

1976 1977
23% 25%
24% 26%
52% 49%
99% 100%

1982 1983
25% 25%
25% 24%
50% 50%

100% 99%

1978

22%

26%

52%

100%

1984

25%

51%

100%

——

51%

101%

1980

25%

25%

49%

49%



OUTPUT/PRODUCTIVITY OF DOCTORS, BY REGION, 1975-198&

EXHIBIT XXXIV

(FTE DOCTORS)

Year . Coun'ry Occidenta! Central Metropolitan Paracentral Oriental
1
1975 2,064 1,598 2,690 1,874 2,304 2,97¢
1976 2,090 1,552 2,407 1,912 2,635 2,806
1977 2,181 1,644 2,358 2,153 2,377 2,625
1978 2,082 1,615 2,660 1,988 2,150 2,455
1979 2,157 1,EN1 2,934 1,845 2.471 2,704
1980 1,676 1,319 2,326 1,580 1,944 2,197
1981 1,892 1,376 2,549 1,620 2,159 2,577
1982 1,792 1,670 2,450 1,604 2,043 1,801
1983 1,667 1,609 2,130 1,660 1,688 1,442
1984 1,881 1,765 2,359 %.738 2,1€5 1,871



NURSE OUTPUT/- .ODUCTIVITY, BY REGION, 1975-1984

EXHIBIT XXXV

(FTE NURSES)

) Yea! Countiy C=cidental Central  Metropolitar 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 367 377 541 165 383 535
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. METROPOL ITANA 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 85 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 delegating 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 {nto account the quality of care providecd or the changing case mix,
and thus is useless in trying to sort through these possibilities.

Again, we have identified an important inforination 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 XXXVD this is an important
question to be able to answer accurately. Given the low levels of nurge-to-
physician und 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 chanzes 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 efficiency gains to be realized. Still, as the magnitudes
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 HEALTH'S FINANCIAL PU‘l‘UkB

A. BUDGETARY PROJECTIONS THROUGH 1991
(1) Pelevant Data

The decade-long trend of the MOH share of the Central Government budget,
graphically portrayed in Exhibit II, and presented in tabular form in Exhibit
XXXVII, suggests that the MOH's share has baen on the decline, and at a fairly
constant rate. In and of itcelf, this finding does not provide primna 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 in El
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 :ntermediate 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 jrzat dea),
since GDP is such a large number relative to the MOH budget; changes 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.

: f

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 as a
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 focuse: more
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 acecount 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% 9.5%
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 7a
Hacienda PGblica, 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

Source: 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, tn..
measures may be examined simultaneously, 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
nnt 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 lust 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, while simultaneously creating
the need for more,

o The manufacturing sector's output fell by 30 percent and its
employment level by 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 percent 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 ci.anges, it should hardly be surprising
that some of the chief economic ir.dicators have oftentimes fluctuated wildly in
the recent past. For instance, Central Government expenditures and
commitments 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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1979

DIRECT TAXES 31.5
A. Income 23.8
B. Property/Land 7.7
INDIRECT TAXES 68.5
A. On Foreign Trade 37.9
1. Imports 10.0

2. Exports 27.9

B. On Consumption 21.0
1. Goods 18.8

2. Services 2.2

C. Levies on Productive
and Commercial Activities 0.5

D. Sales Taxes 8.2
E. Others 0.8

THE CHANGING TAX STRUCTURE:
TOTAL TAX REVENUES BY TYPE OF TAX, 1979-1985
(AS PERCENTAGES)

198

o
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EXHIBIT XXXIX
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Sources: Computed from Informe Complementario Constitucional, Ejercicio Fiscal, 1981-1985,

Ministerio de Hacienda, Direcci6n de Contabilidad Central, 1982-1986.
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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 developmen: 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 present level, (2) that the Central American
Common Market (CACM) is not revived,® (3) that El Salvador's terms of trade
improve moderately to reach 8¢ 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 1938, to $140 million in
1990, and to $70 million in 1995,%¢

In the development 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, coffec prices soared much higher last year, and resulted in a windfall for 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 January
1986, 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 1988, 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 inientionally
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 Colonas)

YEAR GDP GOES BUDGET
1986 14,310,233.9 2,633,083.0
1987 14,610,748.8 2,605,263.8
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 15,670,758.2 2,938,6195




EXHIBIT XL
{(Page 2 Of 2}

Estimatea MOH Eudget Allocations
in Thousand of Real Colones Base 1985

YEAR | MOH BUDGET
Calculated Calculated
As % GDP As % GOES from GDP{b) from GOES(a)
1987 1,386 7.41 202,505.0 200,295.8
1988 1,375 7.07 205,317.5 200,584.0
1989 1,363 6.99 208,003.3 200,543.8
1930 1,351 6.91 210,913.9 200,650.8
1991 1,339 6.83 213,848.5 200,707.7
Calculated
Jrom MOH Trends (c)

1987 199,542 4

1988 202,487.5

1589 205,429.5

1990 208,371.5

1991 211,3135

Assumes

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

GOES share as projected by a linear regression based on three-year moving averages of the GOES expenditwres as a share of

GDP form 1989 1o 1986.

MOH share as projected by a linear regression based on three-year moving averages of (a) the MOH share of GOES expenditures
from 1580 to 1986, (b) the MOH share of GDP expenditures from 1980 1o 1986, and (c) the total MOH alpcalbns 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 enccuragingly
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 MINISTRY'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 & 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 tc¢ implement the new programs envisioned, 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 firet, 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 deéVelop acceptably or usefully accurate estimates of future MOH
program needs, clearly requires a knowledge of what the MOH programs presently
consist of and have consisted of in the recent past, and presumes that those
programs functioned at an acceptable le.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 (1000's of 195 colones)

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; that
is, 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 ean 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 EXPLORATCRY INVESTIGATION
OF EFFECTIVE RESOURCE ENHANCEMENT POTENTIALS



VIL 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 sum marizing.

Since it peaked in 1976, the Ministry of Health's real per capita expenditure level
has dropped by 28 percent (MCPl-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 (ia
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 have seen, did not begin in 1979, They wera 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 tendenciss
that already existed. The more fundamental source of the problems—ones thut
predate Doth the war and the devestated economy--has been of an institutional
nature. Specifically, the probiems 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, and
posts; the other consists of the so-called autonomous agencies, overwhelmingly
dominated by-the 14 hospitals. Composed, es it were, of two separate systems
with physically, administratively, and procedurally independent budgetary
processes, the Ministry of Health was not in a positicn to (i.e.,, was not
institutionally configured in a manner that was conducive to) be able to
effectively take control over ite 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 resource 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 fundementa]
institutional shortcomings manifested themselves in the structural lock of budget
extrepo.ations: in the growing percentage of recurrent costs being spent on
personnel at the expense of the growinrg shortage of supplies, materials, and drugs
in the Regional Health Services facilities,

What is to be done? The development of o new, more flexible and decentralized
administrative structure, ccmbined with the adoption of epidemiologically-based
and budget-tied health planning, both to be facilitated, expedited, and fortified by
the adoption of a ccmputer-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
pctential for revolutionary improvements in the 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 of
available resources remains. Given the present level of funding that exists, and
the less-than-savory economic forecasts for the couniry, 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 "elfective.” Since (as has been repeatedly demonstrated throughout this paper)
there seems to be little reason to expect predictable and/or increasing absclute
levels of resources tc be forthcoming from the Central Government, the MOH
must look elsewhere.

Given the level of internaticnal 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 in 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 and significantly compromised the decision-making authority and institu=-
tional cohesiveness of the MOH), and the critical and historical erossroads at
which the Ministry presently stands, cultivaiing further dependence on donor
agencies needs to be avoided—at least in the "business as usuzl" 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 doner agencies now and :in “he 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 buijlt on
the expectation that donor agency monies will always be available and
forthcoming. Such monies are driven by political considerations, and as such are
volatile. Therefore, in the long run, putlic health care in El Salvador must be
predicated on a better managed, more fiscally sound, and more financially
independent national system.

The current financial crisis of the MOH attests to the veracity of this
contention. But the development of such a system will not be easy, pairiess, or &
short time in coming. And, the structure of such a system may be very; different
than the present one., The Ministry of Health, and on a higher level, the
Government of El Salvador, may find that it cannot do all of the things it once
thought 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 a
careful winnowing evaluation of possible avenues to both decreasing the Ministry'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 ALTERNATIVE EFFECTIVE RESOURCE

ENHANCEMENT SCHEMES s*

(1) Efficiency Considerations
There are two fundamentally different dimensions to efficiency: technological, or

operational, efficiency, und allocative efficiency, Technological efficiency is the
use of the least cost combination of inputs to produce & given leve} 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 E] Salvador. They have been of
great assistance in addressing & number of major issues and problems in the public
health sector, but not cften 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, allcecative.
efficiency deals with efficiency on a different level. It considers what is the most
desirable mix of all ; ©.ods and services.

Administrative feasibility may be viewed as an edditional component of the more
general efficiency consideration that deals more specifically with the institutiona}
capacity of the organrizational units that are to be involved in carrying out the
proposed reforms. These types of consideraticns deal with assessing whether the
quantitative and qualitative personnel resources are adequate in themselves, and
whether they are complemented by adequate physical/naterial resources to
enable them to bring the propcsed changes to fruition. Training, experience,
evidence of past performance, and the more difficult to measure notions cf
attitude and prcfessional 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 bean
both & 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
2quity in accass that now threatens the existence of the entire system as an
effectively operating entity, and could make all Salvadorans more equsl (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) Aceceptability

Consumes acceptability—The ultimate aim of health policy and of the Ministry of
Health is the improvement of the heelth of the people of El Salvador. For any
proposed change to be meaningful, therefore, it must be perceived by the
tonsumer—tie average Salvadoren dependent on the MOH for health care--as
peing acceptable. Again, questions of degree are important. If consumers ¢-; not
approve of a change in the way in which services are delivered 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 legitimeey of the MOH. Consumer sttitudes and
perceptions, however, do change. With the difficult choices the MOE has to
make, it would do well for it to bear in mind the role of consumer education.
Consumer education can help turn what initielly looks like an unacceptable change
in practice into something the MOH-public comes to better understand and
appreciate, and in due fime, 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 elready 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, i? would be necessary to
assess the degree of support or opposition that might be forthcoming from the
professional medical associations.

Political Acceptsability—Health is a central concern of people everywhere. When
there is talk of changing the role end/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 i3 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-n 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 opevationalized and
refined as more data become available so that 2 well-balanced evaluation of the
primary consicerations is developed in the interest of more carefully and
objectively thinking through these multifaceted issues and their multifarious
implications for Salvadoran society.
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C. [HPROVING THE EFFICIENCY OF MINSBTRY OF HEALTH SERVICES

In the ccurse of the analysis of the MOH's cperations over the past decade, &
number of efficiency-related issues have been raised, These are itemized here for
the sake of convenience, but will not be discussed in detail.

1. Are relatively better paid physicians providing services that could ba equally
well or adequately performed by nurses and/or auxiliaries? This i3 an
efficiency issue that will require further detailed analysis of particular types
of services. The obvious candidates for assessment are the types of
activities it was learned nurses and auxiliaries are already doing: MCH and
family planning services, The effor to develop formal standards (which
could be incorporated into the norms presentiy being developed by the
Operative Norms Division of the MOH) would almost certainly be subject to
political cpposition from prominent physicians and prafessions: physician
groups. In the event that the possibility of establishing such formal
standards looks promising, the manpower implications of peehable 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 doing
things that units and posts could be doing, and units things that posts could
Go? In other words, is the bypass phenormerion widespread? If so, what is the
cause of it? Is the iimited availability of physicians at posts the problem at
that level? Is the relatively more limited availability of drugs and materials
at 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 cevoting tr> much of its budget to hospitals?

3. 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 has
raised, but has not been able to answer definitively. They have major, self-
evident 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 either
to establish a new tax or to earmark revenues from an existing tax for the use of
the Ministry of Health. Many countries around the world have special "for the
MOH" taxes. One of the most ecommon practices is to tag alcohol and cigarette
taxes,
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(1)  Alcobol And Cigerelte Taxzes

Frequently the official justification fop eermarking revenues from aleohol and
cigarette taxes is the recognition that consumption of these products ig
detrimentai to health and is respensible for the MOH expenditures being greates
than they would ba oiherwiss. Thus a type of "benefits received” tax philesophy
would suggest that smokers and drinkers shiould conteibute more for the provision
of MOH services. In addition, the taxes serve to increase the prices of these
"goods," and thereby reduce the levej of their consumption, which in turn reduces
the magnitude of their adverse impact i the aggregate,

Alcoliol and cigarette tax revenues froin 1975 %0 1985 ara presented in Exhibit
XLL. The level of thess revenues is very high in both absolute and reiative
terms. Together they have accounted for roughly 10 percent cf total tax
revenues, In 1985, they amounted to about 80 percent of the MOH budget. The
tax on aleohol was increased in both 1983 and 1984, and is 1.59 colones per liter,
The cigarette tax is an 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, aud
that cigarette taxes have not been raised in more than a decade, it would seem we
have found an attractive source of new revenues for the MOH. However, there
are several other worthy considerations. First, given the fact that the Ministry of
Hacienda is currently preparing a major revision of taxes, it would seem
premature to urge a change (their total diversion to the MGH, or the diversion of
the incremental proceeds acquired through an increase in the rates) at this time,

Second, in view of the magnitude of the economic crisis currently wracking El
Salvador, and the austerity package that this crisis has forced the Government to
enact, this maneuver would probably be inadvisable, at least at present, The
"paquete" triggered widespread and large-scale protests ranging from street
demonstrations (cf., "Comentarios, El Paqueie Economico,” pp. 90-92, and "Unidad
de los Trabajadores Ante El Paquete," pp. 93-95, Estudios Centroumericanos,
Universidad Centroamericano, Jose Simeon Canas, enero-febrero, L986), to the
formal denunciation of President Dusrte Dy business associations (e.g., ANEP; see
El Diario de Hoy, p. 1, 12 de junio, 1986).

To seek to tie or earmark particular taxeg to particular government agencies, with
or without increases in thieir general levels, would be ill-advised in El Salvador in
the near future. Doing so reduces the degree of freedom of economic
policymakers who for the foreseeabie future have &n extremely complex and
politicaily no-win situation with which to deal. Moreover, in light of these
conditions, it is highly improbable that any such 2ffort would succeed.

(2) National Lottery

Probably the second most popular approach to increasing MOH revenues (outside
of increasing user fees) is to start a national lottery, and to use all of the net
proceeds to support the activities of the MOH. While such an arrangement has the
attraction of constituting a "voluntary” contribution, its impact on income
distribution is regressive (i.e., among those electing to participate, purchasing a
ticket requires a larger proportion of the income of poor individuals as opposed to
wealthier individuals). A second drawback is that the lottery scheme has not been
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EXNIBIT Xil

ALCOHOL AKRD CIGARETTE TAXES, 1975-1985

ALCOHOL TAX_REVEMUES CIGARETTE TAX REVENUES
VEAR ABSOLUTE AS A PERCENT OF ABSOLUTE. AS A PERCENT OF

AMOUNT TOTAL _TAXES AMOUNT TOTALE TAXES
1975  50.249.243 9.28% 20.190.896 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 3.35% 45,399,998 4.58%
1982  73.894.707 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% 62,591.392 3.77%

Source: Informe Complementario Constitucional, Ministerio de Hacienda,
Varios afios.




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

A naticnal lottery already exists in El Salvador. In 1985 it genc~rated income of
11,952,400 coloniea. Since this sum constitutes only 6.8 percerni uf the 1985 level
of MOH expenditures, and procesds have been relatively constant since 1977 (see
Exhibit XLIY), the potential of this method of raising money has been largely
exhausted in El Salvador. At besi, it could provide a supplementary source of
funds; it would be a relatively minor, but not unimportant, source. in the context
of El Salvadoer's economic crisis, hows=ver, it would be difficult to gain exclusive
accesc to these funds. Furthermore, any effort by the MOH to try to establish a
second locttery would probably be unsuccessiul, as it would most likely be
construed as simply nproviding competition for the limited amount of lottery
colones, (In effect; this would indeed to be the case.) The MOH it seems wiil
have to look to miechanisms other than special taxes to generate additional
revenues,

E. PRIVATIZATION

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 tc 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
pussibilities that (1) governments—El Salvador's included—might allocate more
resources to health care than they have historically done; and {2) the savings that
can be generated Dy increasing the efficiency of uperations, the plethora of
alternative approaches designed to ease the financial duress of Ministries of
Health in develcping countries all constitute #xamples of privatization,

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 role). The privatization
option(s) has generally been oblivious to thie 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 XL
NATIONAL LOTTERY HEVENOES

YEAR REVENUES
1975 6.770.492
1976 8.401.500
1977 10.973.492
1978 12.137.944
1979 11.071.994
1930 11.000.000
1981 10.495.461
1982 11.332.770
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 evaluation
matrix will be developed. The matrix will contain seven summary evaluative
statements for each proposed, potentially effective resource enhancement
scheme: one for each of thie 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 spen a very wide range of choices. Which
ones are likely to be most appealing is determined by the relative feasibility for
achieving their stated goals, the criteria used to evaluate them, and 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 chenge from one context
to another. The purpose of developing the evaluation miatrix, 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 looied to by so many as
holding the "key to calvation” for public health is that it has been s2en as the
vehicle {o 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 being able 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 sc. In particular, there has been an inefficient aliocation 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 [{inancing 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 heaith: sector—not a very realistic possilility, but
nevertheless a useful benchmark against which to measure other, more likely,
- partial schemes. '

{1) Total Privatization Of The Public 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 up
of a large number of individual thysicians who generally keep very busy in their
private practices—too busy to regularly step back 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 the
chronijcally ill—-who are unable to obtain adequate care; or for another example,
inadequate provision of preventive services, Historically these are service items
that 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 that most preventive services are
cost-effective, it may be inferrad that total reliance on the private sectcr—
assuming that it does in the future what it hag generally done in the past—will
result in both technical and allocative inefficiencies. Rather than producing a
healthy baby through prenatal visits and counseling, the private-sector system
more frequently produces one requiring an incubator and intravenous feeding (the
technical efficiency consideration); rather than allocating more resources to
preventive services, it allocates more to curative care (the allocative efficiency
consideration),

Contrary to rauch of the conventional "wisdom," concerns about efficiency should
not prompt the wholesale embracing of the privatization option, but instead should
prompt careful scrutiny of exactly what should be privatized. As Russell and
Zschoek (1986, p. 44) have noted, "private for-profit firms are likely to have a
slightly different view than donor agencies or miinistries of health as to what
makes a privatization option attractive. Businesses want their rigks indemnified,
their development costs subsidized, and they want a share of the savings., A
careful project appraisal from tha government's point of view is needed to
ascertain whether this arrangement wili yield significant savings once all these
costs are calculated,”

Specifically, in the case of El Salvador, the total privatizaticn of health care
would likely lead to increased concentration of cervices in the cagital—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, more
than a decade of organizational and infrastructural effort to turn back the
private-sector-led pattern (and the ongoing process) of growing concentration and
centralization, and to try to increase access to and utilization of healin care
services throughout the country, would be jeopardized. Concerns cf equity and
efficiency, 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 care 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 cGeprivation with
respect to "only" curative care services,

What about the efficiency considerations? The allocative 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 than it is for curative 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 elgsticity 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 carc now rest
with the private sector and the financial responsibility for curative care 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 Feas

Establishing some sort of user fee schedule is probably the most immediately
appealing and obvious choice for stretching the MCOH's health colones. It would
simultaneously enable increasing revenues, reducing unnecessary utilizaticn 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 perceptica of a substantial quality
difference).
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We have already discugsed the importance of druge to Salvadorans' perception of
quality health care in general, and the role of the pharmacists as a substitute for
posts (and to a lesser 2xtent the units), especially by males. The reduction in
unnecessary utilization might also mean reductions in the time expense associated
with the use of care--waiting time and appointment time delay--which discourage
utilization. The greater the {all in unnecessary utilization (encouraged by the user
fee charge) the greater the reduction in the time expense of care. This would
enable providers to feel less 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
increesed user fees result in reductions in unnecessary utilization? This
ultimately begs the question: what is the appropriate level at which to et user
fees? The lack of knowledge about the true cconomic costs of providing MOH
care or of the prices paid in obtaining the care render any eifort te set
"appropriate fees" pure guesswork, We can hope to recognize what an
"appropriate fee" is, but we will only be able tc identily the "appropriate faeh Fy‘
chance. An "zppropriate fee" is a fee set at a ievel that does not drive consumers
“who really need care out of the MOH market ang maybe cut of the medical
marketplace entirely; or into the private physiciana' sector; or into substituting
pharmacy-obtained drugs and self-medication alcne for MOH services; or that
does not so reduce users’ income as to adversely affect health by forcing a choice
between health care and soine other basic good (e.g., food). These leveis can be
fairly easily identified after the fsz:—after 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 mus: be considered
simultaneously. It must be borne in mind that prices are a raticning mechanism
that provide information and incentives; therefore interfering with the market
rechanism, i.e,, with price, alters the information and incentives that otherwise
would have existed, Prices are the result sf the intzraction of supgliers
(providers) and demanders (consumers/patients)—two sets ¢f people with very
different goals and motivations. It follows that if one is interested in establizhing
prices by fiat—as opposad to allowing the market to determine them—that one
should be aware of both the supply and the demaiid implications of doing so. From
& demand perspective, the basie ruie of thumb guiding the establishment of user
fee levels should be: the greater the level of positive externalities, the lower (he
orice.*

» 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. Tor a brief discussion of positive externalities see Appendix D. Of
course, good economies i5 not the only consideration when deciding when, where,
if, and how much h2alth 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 equel). Hence, from the Governmenti's perspective-—
the Government is the supplier here—the higher the cost of providing a particular
medical care good or service, the more pressing the necd for cost-sharing {or from
the consumer's point of view, the more likely & user fee will be charged),

There is at least one argument, however, against the simple, uniform application
of this basic rule of thumb, The patient whe is forced to bear a portion cf the
costs—perhaps an increasing relative amount &5 well as an increasing absolute
amount of the costs cf providing the care he iz receiving—risks going broke. In
almost ali countries, this possibility is recognized by governments as a very real
possibility, and individuals are protected from finsncial devastation by cata-
strophie illness through some sort of risk-sharing mechanism.

Hence we have & qualification for our general rule of thumb csncerning the
supply-side consideration of the "correct" level of user fees: as the cost of
providing a perticular medical care good or service increases, other things being
equal, the individual should be expected to cantribute 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 cere? Since people
in developing countries in particular have not had the "opportunity" to purchase
public health services, we have to develop a proxy measure of their willingness
and ability to purchese public health services by looking at the private sector. In
the last few years in many developing countriez around the world empirical
evidence has besn accumuisting that reveals ‘hat private spending on health is
considerably greater than previously thought.

What is the evidence in El Salvador? Thin, Mo systematic studies of the private
sector have been done, Still there are a few interesting pieces of insightful
informetion. There is a sizable national drug/pharmaceutical industry in El
Salvador {see Appendix E fcr a brief, piecemeal description). In 1984, drug and
pharmaceutical imports inte El Salvador totaled 152.5 million colones—6.2 percent
of the total value of imports (see Exhibit XLIV),

The value sf imported drugs and pharmaceuticais 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 ngtjonal drug market was gathered at the MOH. In interviews with the
Director of the MOH Purchasing Department and the chief drug procurement

. Generally, however, pavment for a treatment-~that is, the provision of a
single madical 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.
June
1980 1881 1982 1983 1984 10857

Total Vaiue 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/Septiembre-1984, :
Octubre/Diciembre-1985, Banco Central de Reserva de E1 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 E1 Salvador, namely private purchases sf domesti-
cally produced products, it is clear that the anecdotal evicence suggesting that
Saivadorans 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), '

Locil Needs and Local Response: Patronatos and Voluntary Contributions—The
careful reader will note that from the outset of this discussion of user fzes there
is no discussion about establishing user fees in the public health care sector, only
about increasing them. An infcrmal schedule of "voluntary" contributions for
MOH-provided services already exists. It was not ascartained when the system
was first instituted, but it exists in both the Centralized Agencies and the
hospitals. On average, the centers, and to a lesser extent the units, and tc 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 put in a fund that is managed (at least formally) by the
community health board, or patronato. The patronato was established circa 1947
by law. Its makeup, duties, responsibilities, and functions, both de jure and de
facto, are documented and detailed in the August 1985 Kraus International
Report, "Premises for the Formulation of Cofinancing Options for Public Health
Services." The patronato-controlled funds are revolving accounts used by the
centers, units, and posts to augment their annual Central Government-provided
budgets. An estimated 80 percent of their revenues come from patient user fee
paymerts. The remainder is raised by the health board through the solicitation of
philanthropic contributions and, more quantitatively important, the hosting of
various 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 between domestic and foreign purchases—
suggest a vefy 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 maintained),
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 principally motivated by a foreign exchange shortage of crisis
proportions. Clcarly the MOH has had a drug shortage problem (and a growing
one) for severai years, but the data from MOH's Purchasing Department does not
suggest that it wes 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

| H
ANDS 1982 ! 1983 1984 1985

Naciongslze £8,158,821.00 J€ 4,430,935.30 | £ 7,320,149 00| ¢ 1,183,693, 85

Extranjerss

Fecha de comprs ) 28 noviesbre/B4 § A<julio - 1685,

Colosbia 3 ] €12,175,167,50 $¢  &,76.832.50

Fecha de compra 26-0ctubre=1984 1 15-300tbre. 1985,

VISISA £ 9,066,685.00 3¢ 5,623,8400.00

GOES £3,950.60.30 {2 3,088,563.32 § € 2,191,117.30 |© 3,965.090,00

TOTALES £12,11,022.30 1€ 7,919,098.62 § £32,313.419.60 {8 21,937.015.35
Ao, Sen Sslvsdoz, sbril 1% ds 1986,



http:21.,9,7.o1.35
http:3Z,13.419.6o
http:4,430,935.30
http:8158,82.oo

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 one
region to be required for expenditures larger than 600 colones, and in another for
expenditures exceeding 20 percent of the total fund),

These {unds are spent on personiiel--geiieral labor—as well as on drugs, supplies,
and materials. Detween the only two years for which patronato fund-contract
labor data were reported in either of the MOH annual pubiications (Memoria or
Salud Public en Cifras)—1982 and 1983—there was a marked reduction (56 percent)
in the number of such positions. Since the level of expenditures of these funds did
not 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 and
pharmaceuticals, To the extent that the share was quantified, 80 percent wes 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 zize of the patronato-
directed/controlled funds income and expenditures for the regiornal 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 bas 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 revenues and
outlays of the patrouato-directed funds for all health posts, units, and centers
throughout the country more than doubled. Also reflected in this data is enother
recurring theme: the local MOH providers have been innovative and resourceful in
their approaches to matching up low levels of resources and high levels of need.

Exhibit XLVII presents the patronato-directed fund receipts per physician visit in
1983-1985, by region. Cuution is urged in interpreting these figures. First, the
patronatos obtain income from sources other than the provision of physician
services: as already noted, they obtain them through various fund-raising
activities they sponsor, and from contributions/donations from the community
(i.e., independent 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 Heslth Services offices, all five of which
keep records of the total atronate-controlled funds in their territories, have
begun to report the ievels of the expenditure of these funds by type cf item
purchased (see team member Irene Boostrom's report).
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YEAR

1976:

Receipts
Outiays

1977:

Receipts
Outlays

1978:

Receipts
Outlays

1979:

Receipts
Outiays

1982:

Receipts
Outlays

1983:

Receipts
Qutlavs

1984:

Receipts
Gutlays

1985;

Receipts
OQutiays

AN ]

TOTAL

.535.831
.524.857

.453.840
.486.026

.407.406
.395.300

.667.906
.613.604

.610.400
.577.953

.351.688
.804.893

.249.424
.133.900

.244.865
.010.972

EXHIBIT XLVI
(Page 1 Of 2}

OCCiDENTAL CENTRAL*
275.589 230.613
270.355 233.507
143.079 286.156
130.124 283.689
159.802 222.211
154.61¢ 215.583
354.843 310.9C1
297.636 299.339
669.771 181.120
638.146 169.357
£24.631 178.480
830.304 174.291
932.382 164.994
944.613 176.274
933.750 154.493
507.774 142.575 -

PATRONATO FUNDS OF THE CENTRALIZED AGENCIES
(HEALTH CENTERS, UMITS AND POSTS)
(IN COLONES)

METROPOL I TANA PARACENTRAL**  QRIENTAL
343.350 219.254 467.025
344.018 204.052 467.925
308.300 258.934 457.380
315.448 251.871 504.894
329.662 298.013
332.692 295.238
300.912 140.289 560.9¢1
296.351 165.578 554.700
663.551 271.448 824.510
647.228 259.052 864.1790
802.757 298.703 .247.306
799.062 309.892 691.404
813.707 404.582 933.759
758.331 382.818 870.566
011.895 351.643 893.084
851.932 346.354 762.338



EXHIBIT XLVi
(Poge 2 Of 2)

* Salud PGblicaenCifras 1982, p.24: Ingresos = 314,768;
Egresos = 314.157

Salud Pdblica 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 for 1981-1985
for the region is remarkably consistent as well. It maybe that
although they indicated otherwise the earlier data may have inciuded
the two hospital in the regions patronatos too.

Similarly the 1982 and 1983 data fcr Oriental are reported to e
significantly less in Memorias: The 1982-1983 issue reports (p.108)
Oriental receipts to be £547.981 and cutlays as £570.140. The
1983-1984 Memorias (p.126) reports raceipt of £786.155 for the
region and outlays of £776.427. These data appear to be more
consistent with those reported for the 1376-1979 period.

Yet, sefiora de Leiva was aware of 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 fegion were unavailable. To provide
a more up date anaiysis 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 _
what_was reported in the telephone survey and data contained in the
Salud Piblica en Cifras.

Sources: Salud Pdblica en Cifras, 1976, 1977, 1978, "Cuadro 23: Movi-
miento Anual de los Ingresos y Egresos en Cclones que custodian los Pa-
tronatos de los Establecimientos de Salud", Departamento de Estadfsticas
de Salud, MSPAS, 1977, 1978, 1979. The 1982-1985 data wera obtained
expressly for this study in a telephone survey cf the region conducted

by Sra. Uolores de Leiva, Jefe del Departamento Financiero Contable, MSPAS.


http:1983,p.24

EXAIBIT XLVl

PATRONATO FUND RECEIPTS PER
PHYSICIAN-FROVIDED ViSIT BY REGION
(IN CURRENT COLONES)

|
YEAR COU\;‘S;I‘(‘;’EDE OCCIDENTAL| CENTRAL | METROPOLITANA| PARACENTRAL| ORIENTAL
y
1983 2.61 3.15 1.00 1.60 1.94 6.63
1984 217 3.16 0.89 1.58 202 .30
1985 2,50 365 0.94 1.95 2.11 3.65

Source: Computed from data in Exhibits XVIl} 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 ic 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 reveaues collected per physician visit: clearly they
overstate that amount. The purpose of dividing the patronato receipts is simply to
try to standardize them by region by some sort of relevant indicatcr 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 snow that there is considerable variation from 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 per 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 7or MOH-provided services,
the question is whether they can and will pay more, If it is the relatively lower
quality of care——as measured by drug availability—thst 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 locel facility level in a manner
commensurate with the patronato-directed funds, i.e., be used to purchase drugs
and other supplies). :

A 1985 PRICCR prospective study of rural Honduras campesinos found that 96
percent of 1,017 households (8,353 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 conducied on-site at MOH facilities
found largely the same attitude {Kraus 1985).

The Kraus sample, however, is biased, rendering his couciusions, 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 {s important to evaluate the
source of the bias, and try to assess its iikely magnitude. Let us assess each of
these sources of bias.

The Kraus Study (1985) consisted of interviewing patients who were already at
MOH facilities waiting to be treated. By virtue of the interviews 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 respoiises 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 pay than one who is well. The 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 services should ba
provided free of charge. Kraus blurs the very important question ol whether or
not there should be differential charges for differential 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 economiz terms, Krausis implicitly
assuming that the price elasticity of demand for all medical care goods and
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 difficuit (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) bias of the
study,

Significant for purposes of addressing the multitude of unanswered 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 & single one was held in a health post. It is implied that the
utilizers of puestos have 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 bias in Kraus's estimates of the willingness 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 characteristins differ from
other Salvadorans' in general? Do they have the same degree of ancess to other
providers? NWo. 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, for
exampie, 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 reiate to his

VII-17



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 dissorance. 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 be expected to pay
for services is also overly optimistic. 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
avecage are likely to have greater access to care. This has already been noted,
but znother 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
treatinent 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.

N 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 interferzs 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 pecpl> are likely to (accurately—et least in this case)
second-guess the purpcse 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, ke methodology employed by Kraus is seriously flawed, and results in
several bieses. 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 Salvadorans' 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 methodelogical 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 vser fees are presently playing
an important, supplementing role in these facilities, Given the prospect of the
continuing financial plight of the MOH, it wculd be advisable to try to formalize,
standardize, and raise the "voluntary contribution"/user fee. Standardization and
formalication will likely lead to greater contribution levels. Moreover, if the
VIOH-Central Government decrees higher fee levels it will facilitate the effort at
the local level to both raise the level and to collect the charge, 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 tha: they can see tha! the
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 services, ard 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 silould user fees be increased? At this point, without any information
gbout the factors that influence Salvadorans' selection of physician/facility, the
types of serviees 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 recessarily 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 huve access tc 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 coldn 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 couid be introduced in lieu of, or
simultaneously 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;
mayoe only to three colones,

Specific User Fee Charges: Full Recovery 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 drug
purchase, it is required by law to run advertisements in at least two of the largest
newspapers to announce their intentior, and to solicit bids. By so doing, the MOH
is able tc 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 rnarkup that is allowed wholesalers
above the legally recognized costs of production (see Apperdix E for details of the
marking-up process). This means that the MOH can purchase imported drugs and
pharmaceuticals at prices considerably less than the health centers, units, end
posts can purchase them at the pharmacies. To get an idea of what & savings of
conceivably 20 to 45 percent could translate into given the velume of drug
purchases in El Salvador, let us digress a bit, and iook at an innovative program
operated by the Catholic Church in the Western Region cf the country,

In an interview with a priest in Sensonate it was learred that his chureh has
organized and sponsors 52 health promoters throughout the surrounding area.
There are on average roughly three promoters assigned to each cantén., The
church funds the initial purchase of a drug supply, consisting of a few (six to 10)
essential drugs for each promoter. The church purchases them at prices
discounted by 10 to 15 percent. The promoters sell the drugs to their clientele,
who get not only medical advice, but £1so medicines at the same price they would
have paid at the local pharmacy, but with the aJdded adventage of not having had
to actually travel to the nearest pharmacy. With the revenues from these sales
the promoters are able to refurbish their supply of drugs, and they are allowed to
keep the 300 to 350 colones per month that the 10 to 15 percent markup price
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 by
the 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 source of
revenue for the MOH. There are several potenial problems, however. First, there
is a basic conflict of wanting to mcve 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, wss to be that
acquired as a proportion of drug sales, then there would be potential for serious
abuse.*

. This type of abuse is likely to be less of a problem in the Sonsonate-based
church 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 Yealth Services offices gearing up for the implementatior
of the decentralization initiative, this might be & perfect time to set them up at
the regionel clearing house for patronato fund-based purchase orders of drugs that
the hesalth centers, units, and posts are aiready meking from local pharmacies, af
considerably higher prices. Since the regional heslth facilities are already
purchasing significant amounts of these drugs, using the MOH's aggregatec
purchasing power tc acquire and distribute these considerable price reductions
would in and of itself be incentive to explore this possibility. Coupling this cost
sevings with Salvadorans' attraction to bharmaceuticals, the undeniable need for
medicines in the delivery of modern health care, and (finally) the high probability
that it is the lack of medicines in especially the posts, but slso the units and
centers, that has likely prompted many prospective MOH clients tc bypass these
facilities and turn instead to private physiciane, to pharmacies, or to proceed to
the higher levels of MOH-care-~especially hospitals—this pessibility looks very
appealing—certainly worthy of a detailed investigatory analysis. Morcover, given
the preceding considerations, and the MOH's poor financial health, this may ba the
avenue for undertaking some positive revenue raising (as opposed to simply cost-
recovery) activities,

The strongest opposition to this apprcach is likely to come from the pharmacies—
for this would be a scheme enabling cevelopment 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 cerfainly meant a greater 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 providei and then having to go to a pharmacist to
get it filled (as they have increasingly had to do).

Hospital User Fees Ard Patromato Funcds--Like the health centers, units, and
posts, the hospitals too are already levying user fees, Exhibits XLVII, XLIX, and
L present the amount of user fees collected by each of the i4 MOH hospitals for
four categories of good and services for 1982 throuch 1984,

The totals and trends vary markedly by hospital. The two largest revenue
generators are Rosales Hospitai in San Salvador and Sen 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 Ans, have increased; Rosales by
68 percent hetween 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 difterent_pattern_s wes developed.,

Each of the hospitals, just like each of the centralized institutions, is mandated by
law to have s patronato, or community health board, which is charged with rais-
ing, and managing raonies for it, The only data that were assembled on the
hospitals' patronato funds were for 1976, 1977, and 1979, The trends for the
hospital funds (in the aggregate) follow a distinctly upward path, similar to that of
the Centralized Agencies. Between 1975 and 1979, the outlaye of the hospital
patronato funds increased 68 percent. What the share of the user fees in the total
patrcnato funds is was not learned. Unfortunately, most of the dsta gathered on
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EXHIBIT LVIll
{(Page 1 Ot 2)

SCURCES OF HOSPITAL REVENUES FROM OTHER
THAN CENTRAL GOVERNMENT BUDGET ALLCCATION

1 9 .- 8 2

SALE OF OTHER  HOSPITAL
PRODUCTS AND  SERVICES LABORATORY OTHER AND CHANGES

HOSPITAL MATERIALS {PENSIONS) SERVICES FOR SERVICES TOTALS
Hospital Rosales, San Salvador 80.895 768.101 11.994 57.250 228.240
Hospital Benjamin Bicom, San Salvador 46.119 53.868 9.399 29.532 138.918
Hospital de Maternidad, San Salvador
Hospital Psiquidtrico, San Salvador 25.000 72.000 2.000 5.000 104.000
Hospital de Neumologia, San Saivador 10.214 5.630 4.566 29.750 50.560
Hospital “San Juan de Dios", Santa Ana 96.314 43.115 20.255 20.985 180.669
Hospital "Francisco Menéndez,
Ahuachapan 23.070 57.621 8.799 16.736 105.626
Hospital de Sonsonate 32.356 22.989 5.807 8.065 69.218
Hospital "Dr. Luis Edmundo Vasquez",
Chalatenango 1.060 3.400 $.000 5.000 18.400
Hospital "San Rafael’, Nueva San
Salvador - - 402 2.897 3.299
Hospital “"Santa Gertrudis”, San Vicente 19.441 21.950 25.339 18.068 84.798
Hospital "Santa Teresa", Zacatecoluca 45.379 30.292 5.942 13.976 95.589
Hospital "San Juan de Dios", San Miguel _-— 26.616 20.734 89.985 137.335
Hospital "San Pedro", Usulutan 14.887 30.671 14.870 30.349 50.777

TOTALS 394.675 445.653 139.507 327.594 1.307.429



EXHIBIT LVii|
(PAGE 2 OF 2)

Footnote to Hospital Receipt Exhibit

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

Hospital Rosales:

1982 g 56.549 410
6.050 201
7.684 215
1983 £ 14.849 410
8.980 201
11.853 215
1984 g 5.358 410
3.800 201
6.192 215

Hospital Bloom:

1983 g 3.185 40

1984 48.424

Where: 410 is unobligated funds carried over from the previous year.
201 is rental of undeveloped property.
21571s 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 3 3

SALE OF OTHER  HOSPITAL
PRODUCTS AND  SERVICES LABORATORY OTHER AND CHANGES

HOSPITAL MATERIALS (PENSIONS) SERVICES 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 34.878 169.95%
Hospital de Maternidad, San Salvador
Hospital Psiquidtrico, San Salvador 25.000 72.000 2.000 5.000 104.060
Hospital de Neumologia, San Salvador 11.580 8.620 5.897 19.234 44.531

Hospital "S2n Juan de Dios", Santa Ana
Hospital "Francisco Menéndez,

Ahuachapén 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 Vasquez",

Chalatenango 2.551 2.424 6.620 3.559 15.194
Hospital "San Ratael", 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 i9.440 17.769 122.904
Hospital "San Juan de Dios", San Miguel 31.092 14.792 89.388 135.272
Hospital "San Pedro", Usulutén _18.702 28.626 1C.140 32.331 89.799

TOTALS 362.112 421.468  107.520 296.510 1.187.610

=== === ======= == s====== ===
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EXHIBIT L

SOURCES OF HOSPITAL REVENUES FROM OVTHER THAN
CENTRAL GOVERNMENT BUDGET ALLOCATICN

1 .9 8 4
SALE OF OTHER  HOSPITAL
PRODUCTS AND  SERVICES LABORATORY GTHER AND CHANGES
HOSPITAL MATERIALS (PENSIONS) SERVICES 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 Psiyuidtrico, San Salvador 23.713 79.880 g27 3.387 107.507
Hospital de Neumologiz, 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 Menéndez,
Ahuachapdn
Hospital de Soasonate 36.606 29.060 7.441 10.273 83.380
Hospital "Dr. Luis Edmundo Vasquez",
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", Usulutdn 22.492 5.627 33.077 20.874 82.070

TOTALS 481.156 £25.891 153.088 303.939 1.364.574
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the hospitals remain unanalyzed because of the time constraint. It neveriheless 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 patronatc funds not derived from user
fees. Recall that it was estimated that about 80 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 secvices as well). The hospitals,
in addition, generally treat the more complex and patient-intensive cases. This
means 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 individuai 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 inccme
from the sale of relatively higher-quality room &nd board services, known as
pensiones (see Exhibit LD). 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 firet 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 differentia) 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 of these higher-quality services is
greater than that provided to the general population through its free use of
"standard" services. This is an important equity and efficiency issue and merits
anelysis. 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 fairiy
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 tc be suggested, one response might be to conduct a type of natural
experiment: hike the: rates for one or two of the hospitals in Sen Selvador (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 tempcred.

(4) Leasing Or Selling The MOH Hoespitals To The Private Sector

Another privatization option would be to lease or sell the MOH hospitals tc the
private sector. These possibilities have several attractive features, although
because the feasibility of actually implementing either of the:n in El Salvador was
not assessed, these options can only be evaluated on theair 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 197¢9¢
HOSPITAL, CITYT RECEIPTS  OQUTLAYS RECEIPTS OUTLAYS RECEIPTS OUTLAYS
1. Hospital Francisco Menéndez,
Ahuachapdn 19.140 6.812 23.407 16.226 38.834 41.184
2. Hospital San Juan de Dios, Santa Ana 60.005 65.070 102.756 95.443 103.691 107.288
3. Hospital San Juan de Dios, Sonscnate 34.404 43.381 §0.014 34.€581 63.253 69.365
4. Hospitai San Rafael, Santa Tecla 72.174 73.095 115.494 100.701 127.059 130.575
5. Hospital Dr. Luis Edmunde Visquez,
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 €9.872 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 74.655 88.307 80.533 133.708 162.219
9. Hospital San Pedro, Usulutédn 43.396 50.960 77.849 77.599 61.894 63.139
TOTALS 462.078 472.162 625.323 588.214 759.730 791.679

* Unfortunately these were the caly figures available. Since 1979 the hospitals patronatc funds have not
been reported (as they once were) in Salud Piblica en Cifras. These dzta are available from the Ofici-
na de Patronato of each of the 14 hospitals. Time constraints did not permit contacting them to update
the information presented hers.

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



It is generally assumed that the private sector is far mcre 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). 5o motivated, private sector management attempts to
create an environment—and specifically an incentive structure—that more closely
ties rewards to levei 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 mignt be eccomplished by the more conscious cultivation of private
sector patients. In addition, there would be incantives 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 guality 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 wculd 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 hcspitals 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 ireedom to
maneuver in terms of its personnel. The relative security provided by the Ley de
Salarios—-although unanalyzed—is 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 difficuit politically.

(5) Hiring Private Sector Managemeat To Run The 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_bow much discretion to give the hirees, particularly with respact to
perscnnel, 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 tiat the
public hospital workers strike occurred. The storming of Rosales by armed forces
and the Killing of several people—including a pregnant and about-tc=deliver
woman—is sometning that the publi¢, 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 MOY offer, That need
not be the case, however. It would be a relatively easy matter to construct some
type of a "profit-sharing" scheme that would obviste this concern. To
operationalize such a scheme, some sort of efficiency measures of the hospitals'
past performance could be developed to serve as the benchmark against which the
private 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 gector
entity would be interested in managing the MOH hospitals. Moreover, if the
interested parties were current members of the private hospital sector of El
Salvador, it is not at ali self-evident that they would in fact improve the MOH
hospital performance record. It would be reassuring to have some type of clause
in a management lease agreement that would put the leasee at risk for at least
partial payment in the avent of a particularly poor performance. That, however,
might simply guarantee that no private sector entities would be forthcoming,
especially in light of the high start-up costs; l.e., the difficulties of getting
initially acquainted with the system(s).

Given these various, oftentime cross—cutting considerations, it would seem best to
first explore whether or not there would be any parties interested in the
management 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 in the discussion of the declining utilization of the public health
care system, and perticularly the health units and posts, there has been a history
of poor performance in the areas of drug procurement and distribution as well as
in 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 as
bottlenecks to the provision of MOH services, and both have been topics of
intensive study in the past three vears,

There are essentially three possivle 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 medical
personnel (the latter being particularly essential to continuing service provision by
the mobile heaith units, which alone would require a substantial outlay).

The second possibility is to secure private sector services only to fulfill a
supplementarl role; to ensure the capability of being able to meet the infrequent
and difficult-to-predict periods of unplanned increased transportation demands.
The appeal of this alternative is that it would reduce vehicle requirements from
peak-voiume-accommodation levels to the (probably significantly lower) level
necessary o be able to meet normal, regularly scheduled transportation needs.

The third option is to maintain the present system. If the MOH's preseat efforts
to institutionalize effective, decentralizad planning come to fruition, one of the
products will be the enhanced efficiency of transportation services, This might be
exemplified by the coordination of the delivery of medicines and other supplies to
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the health posts (and 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 and
drug services records, is likely to be different from what it hag 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 hag
developed an intimate working relationship with the Ministry, which has taken
time to cultivate, and is only now starting to bear fruit. Moreover, its efforts
have not focused narrcwly 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 porticns 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 prcposed decentralization scheme. If the Ministry's plan to
implement effective health planning is to be successfui, efforts such as this are
essential. We cannot and should not expect that a major institutional change such
as decentralization can just happen; te 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 and in the maintenance and
repair of MOH vehicles. To ebandon these efforts when they are just beginning to
pay off would be a waste of money, and far more seriously, a squandering of
"pelitical capital.,” Such an abandonment would constitute a major AID policy
reversal, and would manifest a lack of communication with, understarding of, and
respect for the Ministry of Health. It could only serve to alienate AID/ES from
the Ministry of iealth.

(7)  Private Fee-For-Coverage

As alreacy noted, the particular mechanism used to finance health care service
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; li.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-lime 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 medics] rare 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 the
community; decides tihat it would be more appropriate—e.g., to deter unnecessary
utilization).

Such a scheme could 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 that
would facilitate the administration process. Member centributions 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 care in El Salvador. The individus! health care
providers on the cooperatives might be interested in maintaining a liaison with the
MGOH, or they might want to develop their own professional cameraderie; to
facilitate 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 ccoperative had been attempted,
but had failed. A similar effort to fund a teacher on &nother 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 unjon, cut cff 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 Goverrment "free" of charge? Did
they feel that the services of the particular individuais serving them were
inferior? Or, was it that they simply could not financially a.fford the services? It
may also be that other factors entered into the decision. mlorecver, it is not clear
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
INSTITUTE-RELATED ISSUES

A current topic of particular relevance and great visibility in Salvadoran national
health politics is the discussion of the increased cooperation, 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 is
being recorded, suggesting that the time and the personalities are right. A three-
part agre=ment 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 generai agreement in principle to work
toward greater cooperation and coordination between the ISSS and the MOH, (2) u
specific working agreement between the two agencies with regard to the
particular types of serviczs and equipment they are to share and their respective
reimbursement rates for each, and (3) a listing 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 sc 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 1934, ISSS has hed two basic funds: one a liealth services fund, the cther a
retirement/pension fund. Since its inception, the health services fund, or Ceneral
Heelth Regime, has been funded by contributions from the employee, the
employer, and the state (specifically, the Ministry of Hecienda). 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), Both
percentage 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 1,460 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 rmonth., For the person who earns 1,400 colones monthly this repre-~
sents 1.25 percent of his income. Hence the social security tax is, overell,
regressive, while for incomes up te the cap of 700 colones per month the tax is
proportional, taking the same 2.5 percent of every covered worker's income, For
those Salvadorans fortunate erough to earn more than 700 cclones 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 coatributions for all of the many government
workers who are concentrated in San Salvador.

e 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 coverage by about 14 percent (see Exhibit
LID. Required 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 ara paid on only the first 700 ecolones 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 workers, 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 1879, the war, decapitalization, and falling income levels have together
destroyed much of tihe industrial base employing the type of labor that constituted
the backbone of ISSS contributors. Manufacturing empioyment fell about 18
percent between 1979 snd 1982 (World Bank 1985, p.26). As a result, ISSS has
suffered from a fall in dues-psying 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 wouid have fallen much more
markedly. As it is, ISSS now provides health services for less than 7 percent of
the Salvadoran people.

Director Bustamante teported 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 nave increesed tenfold in the past five years. The Central
Government (again, specifically the Ministry of Hacienda) has provided ISSS with &
22 million coldn subsidy, i addition to the Government's regular annual
contribution of 5 million colcnes, for servicing and (partial) repayment of the debt
the Institute accurnulated 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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EXHIBIT LI

ISSS: POPULATION COVERAGE OF THE
REGIME OF HEALTH, 1981-19g5

A. Population Coverage of the ISSS General Regime of i{ealh

2 Other Beneficiaries: spouses or "significant others" (lifetime companions i.o., unidos) of the active dues-paying insured

3

TYPE OF INSURED 1981 1982 1983 1984 1985
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
Ratirees 3 4,280 4,760 4,948 5,636 5,965
Total 264,522 268,459 291,048 284,051 292,202

B. Covered Population Ot The ISSS Special Reagime Of Hcsanh1

TYPE OF INSURED 1981 1982 1983 1984 1985
Active Dues Payers 27,829 24,819 27,642 24,227 27,726
Other Beneficiarios 11,938 10,647 11,858 10,393 11,894
Total 39,768 3€,468 39,500 34,620 39,620

C. Overall Regime of Health Covered Population
TYPE OF INSURED 1981 1982 1983 1984 1985
Active Duas Payers 209,944 209,335 227,852 219,059 226,240
Other Beneficiaries 90,068 89,830 97,748 93,976 99,616
Retiress 4,280 4,700 4,048 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.

and of the retirees,

Retirees: Those receiving a diszbility or old age pension who pay duas to the Regime of Health

Source: Informe de Labores de! Institute Satvadareno del Sequro Social, 1985; Direccion General del ISSS, 26 Je

{abrero de 1986.




Government per capita contribution to the Ministry of Health (see
Exhibit LiV for the ISSS 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 the Minisiry of Health's 39.64 colones per capita
expenditure that year,*»

o The ISSS increased its per capita expenditures by 11.3 percent from
1984 to 1985, while the MOH experienced & 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 cccupancy 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,s*#

) The basic tax structure of El Salvador, which raises the government
revenues used to subsidize the relatively well-to-do ISSS workers, iy
regressive (see Exhibit,s . further heightening the absolute level
of the subsidy from the/relatively 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 (¢
exceedingly difflcult 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 astcnishingly marked degree of inequality in the
Central Government's support of this tiny fraction of the population relative to
the MOH's clientele, one can hardly help but speculate as to whether or not the
current efforts of ISSS to work with the Ministry are not intended to distract
and/or co-opt critics. That the timetable involved is such a protracted one only
serves (o generate further aspersions. To ask the general population to sacrifice,
and to continue to sacrifice more (for there is no foreseeable turnaround in ISSS's
predicament) so that a tiny proportion of the relatively well-to~do can sustain

= Based on data contained in the Informe de Labores del [SSS, 1985: p. 9,
Direccion General del ISSS, 28 de febrero de 1986; the MOH figure is computed
from Exhibitstand 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.

*29 Bagsed on data in Cuadro IV, Estadisticas de Salud, 1985, Unidad de
Planificacion, Dept, de Actuariado y Estadistica, ISSS, 1986, The MOH data come
from Salud Publica en Cifraa, 1979-1983, MSPAS, 1980-1984.
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their claim to a disproportionate amount of the heaith resources of El Salvador
(however implicit, indirect, or veiled that request) is to invite continued soclal
unrest. While the rest of Salvadorans may not be aware of or privy to the budget
allocation process that maintains these vest socijal inequities, they are unlikely to
be as blind to its conspicuously inequitable outcome: the maintenance of two very
different levels of publie health care.

Obviously there are several major, relevant political considerations. First, it is
not at all clear that squashing the ISSS's extraordinary sutsidy would mean
anything more for the MOH. In fact, it most likely would not, aithough 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 small
and 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 fo say what might become of the effort to "give™ the MOH
hospitals to ISSS or to merge the two crganizations 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 aneglyses are in order.



EXHIBIT Lil

EVALUATION MATRIX FOR
ALTERNATIVE EFFECTIVE RESOUQCE
ENHANCEMENT SCHEMES

ALLPCATIVE | TECHNOLOGY | ADMINISTRATION EQUITY CONSUNMER PROVIDER POLITICAL
EFFICIENCY EFFICIENCY FEASIBILITY : ACCEFTANCE ACCEPTANCE ACCEPTANCE

Jaxes

a. Cigarette and o o + + o o -

Tobacco

b. Lottery o ] + + L] ) -
(V=514 - H

a. Prics of visit + + + +/- +/- + +-

b. Drugs 4/ +l- +- + +- + -

¢. Pansions + + + + +- + +
Tolal Privatization . + - - - ° .
Sell-Lease Hospitals - + + - - + .
To Privals Seclor
Hire Private Hospital + + + - + + -
Mag
Contract Qul For
Supeeit Services

a. Vehicles + + - o o + -

b. Drugs + + - o o + .
Eea-For-Coverage + + + . +- - s N o
Hospiials-1SSS + + - + +- +i- -

KEY

+ Positive viaw of/impact on
- Megalive viaw ol/imgaci on
0 Undstermined or neutral view olimpact on
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1975

1976

1977

1978

1979

1980

1981

1982

1983

1984

1985

Source:

APPENDIX A

CONSUMER PRICE INDEX

(BASE: 1978)

_EBL; ANNUAL RATE OF CPI INCREASE
71.5 19.1
76.6 7.1
85.6 11.7
97.0 13.3

108.7 12.1

127.6 17.4

146.4 14.7

163.6 11.7

185.1 13.1

206.7 11.7

252.4 22.1

Unpublished memo, Banco Central de Reserva de E1 Salvador.
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EXHIBIT B-1

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

(COLONES)
GENERAL MATERIALS MACHINERY

PROGRAMS CLASSES: PERSONNEL NON-PERSONNEL AND AND REGULAR
AND SUBPROGRAMS: TOTALES SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
101 Top Administration 178.880 737.070 26.070 13.320 - 2.420
102 General Administrative

Services 21.728.650 4.740.040 413.000 16.573.670 - 1.940

019 Central Administration 5.651.680 4.740.040 413.000 496.700 - 1.940

029 Depart=>mental supplies

and materials 16.076.970 - - 16.076.970 . -

103 Health Services Planning 785.350 711.660 22.730 50.960 - -
104 Health Engineering 725.510 690.810 5.680 27.160 - i.860
105 Normative Technical Services 1.619.780 1.550.700 56.380 12.700 - -
106 Operative Health Services 55.436.400 52.736.220 451.830 2.236.560 - 11.790

012 Regional Health

Services 49.793.060 47 .506.590 401.37G 1.875.910 - 9.190

029 Malariolcgy 4.846.210 4.446.220 41.540 356.450 - 2.900

039 Laboratory Services 797.130 733.410 8.920 4.200 - 600
107 2.439.679 2.286.140 57.600 95.9230 - -
TOTALS 83.514.240 63.452.640 1.033.290 19.010.300 c.0 18.010
Source: '

Source: iey de Presupuesto, Diario Oficial, 21 de Diciembre dc 1985

» Tomo No.289, Nimero 243, pp.162-168.



EXHIBIT B-2

OPERATIONS EXPENDITURES BY PRCGRAMS AND
GENERAL CLASSES AT THE MOH'S CENTRALIZED AGENCIES, 1985

( COLGNES )
\\\\\\\“-\\‘ GENERAL MATERIALS MACHINERY
PROGRAMS CLASSES: PERSONNEL NGM-PERSONNEL AND AND REGULAR
AND SUBPROGRAMS: i TOTALES SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
101 Top Administration 689.142 657.702 20.180 11.259 -- --
102 Generai Administrative
Services 8.743.521 4.506.023 538.600 3.696.057 1.576 1.265
019 Central Administration 5.404.952 4.506.023 538.600 359.054 - 1.265
029 Departamental supplies
and materials 3.338.569 - - 3.336.993 1.576 -
103 Health Services Planning 2.646.627 2.500.536 63.153 §2.638 -- 300
104 Health Engineering 738.048 726.946 4.055 7.048 - -
105 Nommative Technical Services 1.405.758 1.371.422 25.339 7.417 - 1.580
106 Operative Health Services 52.595.611 50.009.520 1.030.965 1.544.318 -- 10.808
019 Regional Health |
Services 47.775.987 45.329.606 984.979 1.450.894 - - 10.508
029 Malarislogy 4.101.910 3.977.955 33.118 90.836 -- -
039 Laboratory Services 717.714 701.958 12.867 2.588 - 300
TOTALS 66.818.707 59.772.149 1.662.293 5.348.736 1.576 13.952

Source: Informe Complementario Constitucional, 1985.

Ministerio de Hacienda, Direccién de Contabilidad Central, 1986 .



EXHIBIT B-2

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

( COLONES )
T memaL | MATZRIALS  MACHINERY
PROGRAMS  ~~__ CLASSES: PERSONNEL ~ NON-PERSONNEL AND AND REGULAR
KND SUBPROGRAMS: '\\ TOTALES SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
101 Top Administration 635.331 607.53¢6 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 - —-291.110 - 3.414
029 DDepartamental 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 .515.755 431.553 1.689.849 -- 10.609
019 Regional Health
Services 44.336.837 42.424.240 394.336 1.509.777 —- 8.484
029 Malariology 4.549.867 4.338.837 31.516 177.690 -- 1.825
039 Laboratory Services 765.062 756.678 5.702 2.382 - 300
TOTALS 50.716.4138 55.879.718 851.412 3.967.51%5 3.150 14.623

Source: Informe Complementario Constitucional, 1984 .

Ministerio de Hacienda, Direccién de Contabilidad Central, 1985 .



EXHIBIT B-4

OPERATIONS -EXPENDITURES 3Y PROGPAMS AND
GENERAL CLASSES AT THE MOH'S CENHTRALIZED AGENCIES, 1983

( COLONES )
GENERAL : MATERIALS MACHINERY
PROGRAMS CLASSES: . PERSONNEL NGN-PERSONNEL AND AND RSGyLAR
AND SUBPROGRAMS: 1~,~~\ TOTALES SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
\

101 Top Administration 557.981 530.635 16.663 10.451 - 230
102 Genereal Administrative .

Services 9.698.069 3.803.182 270.904 5.621.533 - 2.449

019 <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 Ergineering 713.767 658.512 3.897 51.058 - 300
105 Nomative Technical Services 1.233.347 1.226.845 2.219 2.283 -— -
106 Onerative Health Services 42.953.223 41.112.867 409.102 1.421.350 - 9.905%

019 Regionai 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 taboratory Services 729.898 717.771 9.893 3.134 -- 300
TOTALS 57.121.100 49.164.414 770.222 7.172.569 0 12.884

Source: Informe Complementario Consiitucional, 1983. Ministerio de Hacienda, Direccidon de Contabilidad Central, 1584 .



EXHIBIT B-5

OPERATIGNS EXPENDITRZS 2y PRUGRAMS A:ID
GENERAL CLASSES AT THE M0r'S CENTRALIZED AGEMCIES, 1982
( coLeuiEs )

\\\\\\“\\\\ GENERAL MATERIALS MACHINERY
~0GRAMS CLASSES: PERSONNEL NON-PERSONNEL AND AND REGULAR
~ND SUBPRCGRAMS : ' TOTALES SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
1801 Tcp Administration 479.0624 454.740 14.065 5.038 -- 1.210
102 General Administrative

Services 10.320.310 3.475.299 287.015 6.549.332 6.285 2.378

019 Central Administration 4.137.177 3.45%8.671 287.015 388.113 -- 2.378

029 Departamental supplies

and materials 6.183.133 15.628 -- 6.1€1.219 6.285 -

103 Health Services Pianning 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 1.129.29¢ 20.522 10.8i16 -- -
106 Operative Health Services 41.844.025 39.894.317 518.212 1.419.027 -~ 12.469

019 Regional Health

Services 37.415.095 35.604.285 480.390 1.322.983 - 7.437

029 Malariology 3.755.985 3.629.431 27.801 83.721 -- 5.032

039 Laboratory Services 672.945 660.6C0 10.021 2.323 - -
TOTALS 56.367.981 47.260.635 914.712 8.168.924 6.285 17.425

Source: Informe Compiementario Constitucional,

1982 Ministerio de Hacieida, Direccién de Contabilidad Central, 1983,



GPERATIGNS EXPENCITURES 8Y PROG
GENERAL CLASSES AT THE MOH'S CE

EXHIBIT B-§

RAMS AND
NTRALIZED AGENCIES, 198i1

( COLONES )
GENERAL MATERIALS MACHINERY
PROGRAMS PERSONNEL NON-PERSONNEL AND AND REGULAR
AND SUBPROGRAMS: TOTALES SERVICES: SERVICES SUPPLIES EGUIPMENT TRANSFERS
101 Top Administration 420.548 393.330 15.904 11.813 - -
102 General Administrative
Services 15.845.249 3.500.789 226.371 12.113.453 1.588 3.050
019 Central Administration 4.139.112 3.500.789 225.858 409.002 - 3.650
029 Departamental supplies
and materiais 11.706.G37 - 513 11.764.450 1.588 -~
103 Health Services Planning 1.822.794 1.668.120 68.117 86.557 - --
104 Health Engineering 1.050.140 917.734 12.696 119.716 - -
105 Normative Technical Services 1.051.251 1.027.738 16.707 6.506 -- 300
106 Operative Health Services 42.571.690 39.914.764 513.509 2.117.974 -- 25.442
019 Regional Health
Seryvices 37.917.37¢ 35.410.417 439 _:16 1.598.58% -- 16.265
029 Malariology 3.950.966 3.827.088 5.522 112.478 - 5.878
039 Laboratory Services 693.345 677.259 8.876 6.911 - 300
TOTALS 62.761.678 47.422.474 853.305 14.455.520 1.588 28.795

Source: Informe Complementario Constitucional, 1981,

Ministerio de Hacienda, Direccién de Contabiiidad Central, 1982 .



EXHIBIT B-7

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

( COLONES )
T~
GENERAL MATERIALS MACHINERY

PROGRAMS CLASSES: PERSONMEL NON-PERSONNEL AND AND REGULAR
AND SUBPROGRAMS: TOTALES SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
101 Top Administration 454.206 424 .867 21.999 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 3.314.9i8 260.982 416.999 - 2.952

029 Departamental supplies

and materials - 9.769.036 - -- 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 NKommative 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 -- 16.233

029 Malariology 5.301.936 5.167.101 24,366 108.068 - 2.408

039 Laboratory Services €90.822 670.142 13.937 6.444 - - 300
TOTALS 59.719.344 §6.184.744 978.031 12.419.149 117.861 19.559

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



EXHIBIT B-8

OPERATICNS EXPENDITURES BY PROGRAMS AND
GENERAL CLASSES AT THE MOH'S CENTKALIZED 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 25.169 11.688 -- 309
102 General Administrative
Services 11.400.993 2.689,295 256.416 8.440.629 13.268 1.385
019 Centrai Administraticn 3.338.259 2.589.295 256.416 391.163 -- 1.385
029 Departamental supplies
and ma;erials 8.062.734 -- - 8.049.466 15.268 -—
103 Health Services Planning 1.490.173 1.331.062 65.605 92.5806 - 900
104 Health Engineering §92.770 771.987 7.875 112.908 - .-
105 Normative Technical Services 803.947 791.5956 7.057 4.656 - 598
106 Operative Health Services 32.356.453 30.458.519 485.022 1.403.255 -- 9.657
019 Regional Health
Services 27.247.179 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 - -
TOTALS 47.387.770 36.444.738 851.183 10.065.741 13.268 12.840

Source: Inform2 Complementario Constitucional, 1979. Ministerio de Hacienda, Direccién de Contabilidad Central, 1980 -



EXHIBIT B-9

OPERATIONS EXPEADITURES BY PROGRAMS AND
GENERAL CLASSES A™ THE MOH'S CEMTRALIZED AGENCIES, 1978
( COLONES )

GENERAL MATERIALS MACHINERY

PROGRAMS CLASSES: PERSONNEL NON-PERSONNEL AND AND REGULAR
KND SUBPROGRAMS: TOTALES SERVICES SERVICES SUPPLIES EQUIPMENT TRANSFERS
101 Top Administration 403.692 381.786 17.450 4.156 -- 300
102 General Administrative :
Services 13.€60.870 2.482.890 222.233 11.249.019 3.970 2.759
019 Central Administration 3.098.020 2.482.890 222.233 390.139 - 2.759
029 Departamental supplies
and materials 10.862.850 -- -- 10.858.880 3.970 -~
103 Health Services Planning 1.312.674 1.154.496 76.719 81.159 -- | 300
104 Health Engineering 837.207 706.963 9.018 119.417 -- 1.812
105 Normative Technical Services 698.468 698.456 12 -~ - --
106 Operative Health Services 26.729.615 24.792.259 437.470 1.488.942 - 10.944
019 Regionai Health
Services 22.441.179 20.680.284 396,376 1.354.407 -- 10.111
029 Malariology 3.e12.167 3.646.214 34.447 130.934 -~ 573
039 Laboratory Zervices 476.269 465.761 6.647 3.601 -- 260
TOTALS 43.942.,525 30.216.847 762.902 12.942.£92 3.970 16.114

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



EXHIBIT B-10

OPERATIONS EXPENDITUR
GENERAL CLASSES AT THE MOH'S
( COLGNES )

£S BY PROGRAMS AND
CENTRALIZED AGENCIES, 1977

\\.
— GENERAL MATERIALS MACHINERY
PROGRAMS CLASSES: PERSONNEL NON-PERSONNEL AND AND REGULAR
AND SUBPROGRAMS: TOTALES SERVICES SERVICES SUPPLIES EQUIPMERT TRANSFERS
101 Top Administration 324.218 300.589 17.052 6.106 -- 470
102 Generai Administrative
Services 20.556.549 2.302.729 176.496 18.037.739 38.880 705
019 Central Administration 2.858.748 2.302.729 176.49¢6 378.818 -- 705
C29 Departamentai supplies
and materials 17.697.801 -~ -- 17.658.921 38.880 --
103 Healin Services Planning 1.040.433 878.523 88.185 72.885 -- 840
104 Health Engineerinrg 549.32¢ 477.859 13.743 57.424 -- 300
105 Normative Technical Services 690.108 685.940 3.868 -- -- 300
106 Operative Health Services 21.904.279 20.191.168 339.031 1.363.987 -- 10.092
019 Regional Heaith
Services 18.065.125 16.501.256 303.467 1.251.347 -- 9.054
029 Malariology 3.449.063 3.310.318 29.602 108.105 -- 1.038
039 Laboratory Services 390.091 375.594 5.962 4.535 -- --
TOTALS 45.064.913 24.836.809 638.375 19.538.142 38.880 12.707

Source: Infcrme Complementario Constitucional,

1377. Ministerio de Kacienda, Direccién de Contabiiidad Central, 197s.
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TOTAL OPERATING EXPE
AUTONOMOUS INSTITUTIQNS

EXHIBIV C-1
(Page 1 O1 2)

NDITURES OF THE
AND OTHER ENTITIES, 1981-85
(In thousands of Coilones)

1

° ]

——]  YEAR 1 9 8 1 1 9.8 2 1 3 8 3
APPRO- APPRO- APPRO-

FACILITY \ PRIATED | EXPENDEDI  posatep | EXPENDED | priaten | EXPENDED
Hospital Rosales, San Salvador 13.359.7 | 13.047.5] 12.991.7 12.782.7 112.953.9 12.873.7]
Hospital Benjamin Bloom, San Salvador 8.930.5 8.484.0| 8.684.0 8.548.3 | 8.484.0 8.429.9
Hospital de Maternidad, San Salvador 7.065.3 6.978.2| 7.053.4 6.948.6 | 7.067.4 6.643.4
Hospital Psiquistrico, San Salvador 4.719.6 4.483.6 | 4.462.7 4.386.9 | 4.462.2 4.433.1
Hospital de Neumologfia, San Salvador 2.194.0 3.186.4| 3.i84.3 3.133.0 | 3.224.1 3.202.4
Hospital San Juan de Dios, Santa Ana 8.170.4 8.157.21 7.848.8 7.715.8 | 7.876.9 7.823.2
Hospital Francisco Menéndez, Ahuachapén 3.120.1 3.095.0( 2.964.1 2.915.4 | 2.992.0 2.972.0
Hospital de Sonsonate 2.803.6 2.771.3| 2.773.2 2.726.9 | 2.786.5 2.712.8
Hospital Dr. Luis Edmundo Vasquez,

Chalatenango 2.337.0 2.315.9}1 2.220.2 2.184.3 | 2.220.2 2.206.2
Hospital San Rafael, Nueva San Salvador 3.228.4 3.067.01 3.117.0 3.065.4 | 3.067.0 3.046.0
Hospital Santa Gertrudis, San Yicente 3.117.86 3.117.6 ; 2.831.3 2.783.9 | 2.872.6 2.853.4
Hospital Santa Teresa, Zacatecoluca 3.056.0 2.903.2| 2.897.9 2.848.2 | 2.998.0 2.878.5
Hospital San Juan de Dios, San Miguel 4.545.6 4.476.1| 4.254.4 4.182.5 | 4.282.1 4.253.1
Hospital San Pedro, Usulutdn 3.281.0 3.116.6 | 3.116.6 3.013.6 | 3.124.1 3.102.7
Cruz Roja Salvadoreiia 321.8 287.7 287.7 279.8 287.7 285.0
Consejo Superior de Salud Fiblica 421.1 413.4 402.2 397.3 376.9 374.5
Instituto Salvadoreiio de Rehabilitacién

de Invalidos 4.110.9 3.884.7 | 4.039.6 3.961.3 | 4.038.7 4.006.3
Hogar de Ancianos Narcisa Castiilo 192.5 192.5 i82.9 180.2 182.4 181.9
Otner Entities 390.1 390.1 237.6 237.6

TOTAL 76.364.9 | 74.356.11{ 73.549.8 72.277.5 173.392.2 72.513.0

Informe Complementario
Ministerio de Hacienda,

Source:

Constitucional sobre 1
1982-1986.

a Hacienda Piblica, 1581-1935,



EXHIBIT C-1
(Page 2 Of 2)

TOTAL OPERATING AND EXPENDITURES OF THE
AUTONGMOUS INSTITUTIGNS AND OTHER ENTITIES, 1981-85

{In thousands of Cclones)

YEAR 1 9 8 4 1 9 8 5
| _GENERAL FUND INTERNAL LOANS
APPRO- APPRO- APPRO-

FACILITY B PRIATED | EXPENDED | PRIATER | EXPENDED PRIATED | EXPENDED
Hospital Rosales, San Salvador 12.691.7 | 12.651.7 | 1.682.4 1.682.4 115.015.8 | 15.015.8
Hospitel Benjamin Bloom, Sar Salvador 8.484.0 8.484.0 746.48 746.4 ; 5.839.3 9.839.3
Hospital de Maternidad, San Salvador 7.053.4 7.053.4 666.1 666.1 7 8.193.9 5.193.9
Hospital Psiquidtrico, San Salvador 4.462.7 4.462.7 466.7 466.7 | 5.293.4 5.293.4
Hospitai de Neumologia, San Salvador 3.035.4 3.034.4 488.1 488.1 | 3.562.2 3.582.2
Hospital San Juan de Dios. Santa Ana 7.761.8 71.761.8 831.5 891.51 9.237.5 9.237.6
Hospital Francisco Menéndez, Ahuachapin 2.964.1 2.964.1 303.7 303.7 | 3.596.0 3.596.0
Hospital de Sonsonate 2.658.3 2.658.3 412.2 412.2 ! 3.173.5 3.173.5
Hospital Dr. Luis Edmundo Vasquez,

Chalatenango 2.220.2 2.220.2 240.3 240.3 | 2.584.1 2.584.1
Hospital San Rafael, Nueva San Salvador 3.067.0 3.067.0 278.3 278.3 1 3.583.6 3.583.6
Hospitai Santa Gerirudis, San Vicente 2.831.3 2.831.3 3i8.5 3i8.5 7 3.318.7 3.318.7
Hospital Santa Teresa, Zacatecoluca 2.898.0 2.896.0 315.0 315.0] 3.414.1 3.414.1
Hospital San Juan de Dios, San Miguel 4.335.6 4.335.6 303.5 303.5 | 5.341.3 5.341.3
Hospital San Pedro, Usulutdn 3.116.6 3.116.6 367.1 307.1} 3.705.8 3.705.8
Cruz Roja Salvaderena 295.4 287.7 55.3 55.3 91G6.9 9]12.3
Consejo Superior de Salud Pablica 396.3 396.3 36.2 36.2 456.0 456.0
Instituto Salvadoreiio de Rekabilitacién

de Invé&lidos 4.039.7 4.039.7 406.6 406.6 | 5.010.9 5.019.9
Hegar de Ancianos Narcisa Castillo 182.9 182.9 21.1 21.1 217.7 217.7
Other Entities 227.5 227.5 0 0 444.3 444.3

TOTAL 72.723.0 | 72.715.4 | 7.939.9 7.939.0 1 86.928.0 | 86.920.4
Total Appropriated Total Expended
80.652.0 80.654.4

Source:

Informe Complementario Constitucional

Ministeric de Hacienda, 1982-1986.

sobre 14 Hacienda Piblica, 1981-1585




EXHIBIT C-2

CURRENT CR OPERATING EXPENSES OF THE MINISTRY OF PUBLIC HEALTH
AND SCCIAL WELFARE
BY YEARS AND PROGRAMS 1981-i985

(Thousands of Colones)

' YEARS ALLOCATIONS 198 1982 1982 1984 1985
P’ ROGRAMS & EXPENSES
AND SUBPROGRAMS ALLOCATED USED | ALLOCATED USED | ALLOCATED USED | ALLOCATED USED  JALLOCATED USED
1.01 Top Management 920.5 885.2 525.7 520.3 634.8 614.8 690.7 677.0 702.0 698.8
1.02  General Adm.Services| 28.902.8] 23.593.9 26.121.4 | 25.975.7| 20.84)1.7 20.227.5§ 19.587.5 | 19.496.3 16.588.0 ; 16.560.3
0i9 Central Adm. 5.581.6] 5.443.2 4.504.3 3.336.1 4.764.7 4.604.6 5.024.8 4.939.3 5.580.0 5.569.7
029  UDepartment's Supply | 23.321.2) 18.150.7 €1.617.1 ] 21.629.6| 16.077.0 ! 16.623.0 14.562.6 | 14.557.6 | 11.008.0 10.590.7
1.03  Health Services
Planning 2.303.9| 2.217.3 £.142.4 2.123.2 2.135.2 2.049.7 2.291.4 2.230.9 2.208.9 2.783.4
1.04 Health Engineering 1.272.6| 1.246.6 779.0 771.6 774.8 745.0 825.3 803.6 768.1 754.0
1.05 Normative Yechnical )
Services 1.689.0] 1.635.9 1.335.2 1.319.4 }.351.7 1.279.4 1.417. 1.400.8 1.415.8 1.415.6
1.06 Health Gperative N
Services 48.906.3] 48.254.4 | 47.392.1: 46.825.5 46.691.5 | 46.085.1 | 52.490.8 | 52.024.9 55.391.0 | 55.302.8
0i9 Regional Health
Services 43.598.41 43.083.0 ) 42.220.7 | 41.325.2 41.522.8 | 41.053.2 7 46.269.5 | 46.207.9 49.825.9 | 49.733.9
029 Malariology 4.549.8] 4.406.4 4.431.7 4.272.7 4.431.7 4.292.1 5.062.8 5.001.5 4.768.1 4.762.6
039 Laboratory Services 758.1 755.0 739.7 723.6 737.0 730.9 817.6 815.5 796.9 796.4
SUSTOTALS 83.994.6( 77.827.8 | 78.296.6 ! 77.535.4] 7z.619.6 71.002.4 | 77.303.1 ; 76.534.3 77.672.81 77.525.0
Current Transfers 76.365.0f 74.356.2 | 73.549.9| 72.277.5 73.392.2 | 72.513.0{ 80.662.0 ! 80.654.2 86.928.0 | 86.920.4
TOTALS 160.359.61152.184.0 | 151.846.5 | 149.812.9 146.021.8 | 143.515.4 1-157.965.0 157.288.5 | 164.601.8 164.445 .4
Source: Constitutional Complementary Report. Ministry of Finance. 1981-1985.


http:49.743.91

CAPITAL OR INVESTMENT EXPENSES.

EXHI3IT C-3

BY YEARS AND PROGRAMS 1981-1985

{Thousands of Colones)

AMOUNTS ALLOCATED AMD USED

vms&.m&gc&?g 1981 1982 1983 1084 1985
PROGRAMS Allocated Used Allocated Used Allocated Uced Allocated Used 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- R I

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 5.856.4 | 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 Latrinization 600.0 221.2 400.0 317.7 350.0 346.4 403.6 401 448.0 434.6
3.05 Investment Pro-

grams Operation 893.1 963.2 | 1.165.0 i.120.31 1.215.0 1.139.0 f1.356.8 1.315 1.366.0 1.327.0
3.06 Nutrition 528.9 375.4 330.4 '330.4 300.4 300.0 530.0 350 0 0
4.0]1 Capital Transfers 2.683.3 0 0 0 0 0 0 (1] e 0

TOTALS 27.613.6 | 14.841.8 |28.699.9 15.854.0 1 32.001.0 | 26.888.83 [55.926.5 | 34.262 32.931.3 |12.077.3

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




EXHIBIT C-4

CURRENT OR OPERATING EXPENSES DERIVED FRCM THE INVESTMENT PROGRAMS OF THE
MINISTRY OF PUBLIC HEALTH AND SOCIAL WELFARE 1981-1985

(Thousand Colones)

TOTAL
ALLOCATION 1981 1982 1983 19814 1985
rROGRAMS ALLOCATED USED | ALLOCATED USED |ALLOCATED USED | ALLOCATED USED |ALLOCATED USED
1.04 Health
Engineering |1.272.6 | 1.246.6 776.9Q 771.6 774.8 745.9 825.3 803.6 768.1 764.0
(98.G%) (99.1%) (96.2%) (97.4%} (92.5%)
3.05 Investment
Program
Oreration 394.1 863.2| 1.120.3 | 1.i20.3 } 1.215.0 | 1.133.0) 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.i82.1 | 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.




CAPITAL OR INVESTMENT EXPENDITURLS.

EXHIBIT C-§
Pepe 1 Ot S

AMOUNT ALLOCATED AND USED BY PROGRAMS AND

FINANCING S0URCES. MOH. 1981
(Colones)
ALLOCATIONS & EXPNS. ALLOCATIONS u S E D
PROGRAHS GENERAL | DOMESTIC FOREIGN GENERAL T DOMESTIC FOREIGN
TOTALS FUND LOARS LOANS - JOTALS FUNG LOANS 10

3.01 Enlargement of Health

Services tetwork 9.575.257 -- 5.175.257 4.600.000 4.846.510 -- 4.745.560 101.000
3.02 Uept. Bidg. Constrct.,

Enlargement & Imprvmt. 2.876.025 -- 2.876.025 -- 2.668.960 ~- 2.668.960 --
3.03 Basic Rural Samitation ;10.255.370 - 4.502.490 5.752.880 5.866.437 -- 1.896.357 3.970.08
3.08 Latrinization 600.000 -- 600.000 - 221.175 -- 221.175 --
3.05 Investment Programs

Operation 894.100 -- 894.100 -- 863.184 -- 863.184 --
3.06 Nutrition 528.850 -- 334.290 194.560 375.444 -- 180.8584 194.56
4.01 Capital Transfers 2.683.318 -- -- -- -- -- -- --

TOTALS C4.929.602 -- 14.382.162 | 10.547.440 14.641.760 -- 10.576.120 4.265.64

source: Constitutional Complementary Report. 1981. Ministry of Finance. 1982.




C‘\PITAL CR INVESTMENT EXPENDITURES. AMOUNT ALLOCATED AND USED BY PROGRAMS AND

EXHIBIT C-5
Page 2 OI §

+ INANCING SOURCES. MOH. 1982
(Colones)
ALLOCATIONS & EXPNS. ALLOCATIONS u E D
PROGRANS BY SOURCE GENERAL  DOMESTIC  FOREIGN GENERAL  DOMESTIC  FOREIGN
TOTALS FUND LOANS LOANS TOTALS FUND LOANS LOANS

3.01 Enlargement of Health

Services Network 18.050.000 -- 5.550.000 12.500.000 6.059.412 3.580.412 2.478,000
3.02 ODept. Bldg. Construct.,

Enlargement & Imprvmts. 2.020.000 -- 2.020.000 -- 2.013.513 -~ 2.013.513 -
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 3C.440 330.440 -- 300.000 30.440
4.01 Capitai Transfers -- - -- - -- -- -- -—

TOTALS 28.695.920 -- 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-§
Page 3 01 &

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

FINANCING SOURCES. HMOH. 1983
(Colones)
ALLOCATIONS & EXPNS.
BY SOURCE GENERAL  DOMESTIE  FOREIG G S
PROGRAMS c REIGN ENERAL DOMESTIC FOREICN
TOTALS FUND LOANS LDANS - JOTALS FUND LOANS LOANS
3.01 Enlargement of Mealth
Services Network 25.521.000 -- 4,000,000 21,521,000 21.308,567 - 2,587.567 18.621.000
3.02 Dept. Bldg. Construct.,
Enlargement & Imprvmts. 1.365.000 -- 1.365.000 -- 945.466 - 945.466 -
3.03 easic Rural Sanitation 3.250.000 -- 3.250.000 -- 2.841.156 -- 2.841.156 -
3.04 Latrinization 350.000 -- 350.000 -- 346.384 - 46.384 -
3.05 Iinvestment Programs
Operation 1.215.000 -- 1.215.000 - 1.139.008 -- 1.132.008 -
3.06 Mutrition 300.000 -- 300.000 -- 300.000 -- 300.000 -
4.01 Capital Transfers -- -- - -- -- -- - --
TOTALS 32.091.000 -- 10.480.000 21.521.000 26.830.581 -- 8.259.581 18.621.000
Source: Constitutional Complementary Repor, 1983. Ministry of Finance. 1984,
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CAPITAL OR INVESTMENT EXPENDITURES. AMOUNT ALLOCATED AND USED BY PROGRAMS AND
FINANCING SOURCES. MOH. 1984
{Colones)
ALLOCATIONS & EXPNS.
PROGRANS BY source GENERAL  DOMESTIC  FOREIGH GENERAL  DOMESTIC  FOREIGN
sans TOTALS FUND LOANS L OANS T0TALS FUND LQANS _LOANS
3.01 Enlargement o7 Health -
Services Network 44.393.531 -- 13.470.631 30.522.900 25.507.702 -- 5.141.306 19.366.396
3.02 Dept. Bldg. Construct.,
Enlargement & Imprvmts. 3.927.080 -~ 2.991.530 935.550 2.452.919 -- 1.675.100 777.819
53.w% Basic Rural Sanitation 5.315.175 -- 3.656.845 1.659.330 5.235.098 ~- 3.591.584 1.643.514
3.04 Latrinizeticn 403.000 -- 403.000 - 401.355 -- 401.355 -
3.05 Investment Programs
Cperation 1.356.754 -- 1.356.254 -- 1.324.962 -- 1.314.962 -
3.06 Nutrition 530.000 -- 530.000 -- 350.658 -- 350.658 -
4.01 Capital Transfers -~ -- -- -- -- - -- -
TOTALS 55.926.54¢ £2.408.760 33.517.780 34.262.694 -- 12.474.565 21.787.729
Source: Constitutior il Complemeatary Report, 1984. Ministry of Finance. 1985.



EXHIBIT C-§

Pege S O S
LAPITAL OR INVESTMENT EXPENDITURES. AMOUNT ALLOCATED AND USED BY PROGRAMS AND
FINANCING SOURCES. EGH. 1985
(Colonas)
ALLOCATIONS & EXPNS.
BY SOURCE GENERAL  DOMESTIC GER ' &
PPOGRAMS . t FOREIGN ENERAL  DOMESTIC FOREIGN
JOTALS FUND LOANS LOANS - TOTALS FUND LOANS _LOARS
3.01 Enlargement of Health
Services Network 27.888.310 -- 4.312.060 23.576.250 7.265.611 -~ 1.213.452 6.053.159
3.02 Dept. Bldg. Construct.,
Enjargement & Imprvmts. 10G.000 -- 100.000 -- 69.845 - 69.845 -
3.03 Basic Rural Sanitation 3.128.526 -- 3.128.920 -~ 2.979.188 .- 2.979.i83 -
3.04 tatrinization 447.980 - 447.380 -- 434,585 -- 434.585 -
3.05 Investment Prograns
Operation 1.366.040 -- 1.366.040 -- 1.327.094 -- 1.327.632 -
TOTALS 32.931.250 -- 9.355.000 23.576.2%0 12.077.322 -~ 6.024.164 65.053.159
Source: Comstitutional Complementary Report, 1985. Ministry of Finance. 1986.



APPENDIX D:
POSITIVE EXTERNALITIES



APPENDIX D:
FOSITIVE EXTERNALITIES

A positive externality exists whenever the benefits received
from cor.suming a particular good ars greater than those which
are reaped by the individual who actually purchases and
Consumes the good or service. When this condition is mat,
samething good (hence the adjective “positive") ig veaped by
Someone who is not in the market; that is, by someone who is
"external” to the market transaction--meaning he has not bought
or sold the good or service.

An example of a positive externality is a vaccination. It nct
only does the individual whe haz to purchase it good because he
avoids developing, for instance, neasles, but i: doea his
neighbors good t0o, because nuw one more pogaible transmisgion
source of measles has been "eliminated". Societies as a whole
choose to subsidize the Purchase of goods with
externalities--like vaccinations, bacause they benefit the
entire commwmity (society) as s whole, mora than they benefit
the single individual who might choose to purchase it for his
own good (oblivious to or indifferent to the possibility that
it might be beneficial to others). From society's vantage
point bacause some who do not purchase the good with positive
externalities will benefit from it, and becauss more of thae
Community will benefit from it than will purchase it if the
market is allowed to function on its own, it is in the interest
of the society (as a whole) to encourage the production and
consumption of such coods. Going back to owr vaccination
example, it is in society's best interest to hava more
vaccinations because society becomes less 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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APPENDI)X E:

NOTES ON THE DRUG AND PHARMACEUTICAL INDUSTRY IN EL SAI,VADO!

The modern-day drug and pharmaceutical industry’s origins date
from the early days of the Central American Common Market
(CAQM), the mid~1960s. Much of the irdustry consists of the
importation of primary materials with only the "final touchas"
being added in thas country. As such the value-added ig
Telatively low. Nevertheless, ralative to moat of the other
indust¢ries spawned by tha CAQM, the drug industry was, and is,
a big successs (though to a lesser extent today)--it exports
substantial volumes of drugs and pharmaceuticals not only
throughout the CAM (being its ma jor supplier ), but to
Venezuela and Colombia, as well. The domestic industry has
suf ferred both from the civil war in El Salvador, and from the
disintegration of the CAM. In the past year, it has reported
a drop in exports of 25 percent. Concurrently there has heen
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 total
value of imports. Imports until January 1986 antered the
country at the parallel rata of exchanga. With the elinminatiol
of the parallel rate of exchange in January (cne element of thq
"Paquete”) the prices of imported drugas and pharmaceuticals
have essentially decublee. This did not happen instantaneously,
however. The Minister of Economy and the Ministry of Health
have a commission which controls the prices of imported drugs.
Foreign manufacturers who wish to market drugs or
pharmaceuticals in El Salvador must submit a cost of productior
report.. The commission reviews the report and establishes a
maximum wholesale price mavkup of 25 percent abova the
manufacturer 's claimed coste of prcduction. The masgimum retail
price is the wholesale marimm plus arother 25 percent of the
cost of production. In an interview, Salvadoran sconomist ,
Fduardo Pefia, who works for the U.S5. State Department ‘s
Conmpercial/Econoaic Section reported that the only
establighments in thec entire country that sell imported drugs
and pharmaceuticals at prices less than the legal naxiaums were
a handful of very large drugstores located in downtowr San
Salvador. Following the elimination of the dualparallel
exchange rate in January 1986, the Government froze drug and
pharmaceutical prices for a two month period in crder to be
abla to undertake the necessary studies to establish the new

maximum price ceilings.
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ISSUE: ALLOCATIVE EFFICIENCY THE HOSPITALS VERSUS
THE HEALTH CENTERS, UNITS AND POSTS

Exhibit F-1 contains the regional health services expenditures
for the centers, units and poets, as well as regional office
staff (some of whom are located in the five regional offices,
and some in the Central MOH Qffice in San Salvador) from 1931
to 1985. %his figure consists of only the Ministerio de Salud
Publica y Asistencia Social g budget program code 1.06,
subprogram 019 g Total Expenditures ("Total Utilizado")
reported annvally in "Estado I-4: Egtado de Gastos por Clases
Generales del Pregsupuesto General de (afio), Resumen por
Categoria de Programas, Unidades Primarias de Organizazion y
Detalle por Programas”, contained in the Ministerio de Hacienda
S annual publication the Informe Complementario Conatitucional.
“he exhibit also contains individual hospital expenditure data
during these years. The individual hospitasl totals Presented
are their Total Expenditures (“retal Utilizado") listed uynder
the MSPAS budget code 201, Current Transfars ("Transferencias
Corrientes") in the same table referred to above (Estado 1-4 of
the Informe Complementzrio.

“hese, however, are not th=a full budgetary expenditures of
either of these entities. Within the same table of the Informe
Complementario is the MSPAS budget program 1.02 General
Administrative Services ("Servicios Generales
Administrativos"). 7his budget program contains two
subprograms; the one which is of which is of interest here is
049 Departmental Supplies of Materials and Fquipment in General
("Suministros de Materiales Y Equipo General del Ramo"). As
its label suggests, the materialg and supplies purchased with
these monies are for the entire deparment or Ministry. It is
divided among the MOH Central Office (Secretar{a del Estado),
the regional hcalth services (i.e. the health centers units,
posts and the five regional offices), the hospitals and the
other sgo-called "decentralized agencies".

According to the chief of the Financial Accounting Department
of the MOH (who has held that position since 1979),
approximately 75 percent of this fund goes to the hospitals.
In an interview with the hesad of the MOH's Purchaeing
Department, however, it was maintained that since 1982 these
ronies have been allocated by 2 formula devised by the
Operative Norms Division of the Ministry. 71lhe formula calls
for allocating these funds which are not expended for Central
Office supplies and materials (it was not determined how this
sum is arrived at). to be divided between the hospitals on the
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One hanq, ands the rest of the hezlth care facilitiea on the
other,'1p equal pProportion to their share of total outpatient
care visits provided (by physicians only) in the previous year.

FOOTNOYE:This allocation procedure establishes incentives for
health service facilities to overreport the amount of
ambulatory care they are providing. The magnitude of tha
potential distortion in utilization reported data (submitted to
the Statistics Section of the MOH) this may have given rise to
is obviously a functicn of the oxtent to which MOH service
providers. and especially facility directors, are cognizant of
this allocation process. Time constrainta did not permit
investigating the degree to which such distortions may have
develcped.

“he numbers cited in the varicus reports I havi reviewed which
address this allocative efficiency related issue uniformly
overlook this additional source of funds allocated to the
hospitais. The picture they paint of the share of total MOH
resources ailocatza to the regions and especially to the
hospitalsg, therefore, is erroneous; it understates the
proportionate share of the hospitals.

Absent the actual percentage splits of this acditional pot of
money (i.e., subprogram 02%), to take a first crack at the
“full" hospital share 2t the MOH purse, it is necessary to make
an assumption aboui the magnitude of that split. Exhibit F-2
presents the proportion cof the MOH budget expended for hogpital
services from 1979 tc 1985 based on the assumption that the
share of Departmental HMaterials and Supplies {budget subprogram
029) allocated to the fourteen hospitals is one half. .

FOOTNOTE:Given that the share of hospitals in total ambulatory
care provided by physicians has been about 40 perceat during
this peried, and that if the pre-1982 hospital share of this
fund was 75 percent, this is a creasonable first assumption.

Inclusive of these monies, the 14 hospitals on average together
spend 56 percent of the MOM operations budget.

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

FOO.NOLE:See team member N. Macpheraon Chapin's report for a
discussion of the frequency of patronatos by f;cility type.
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the hospitals have health boards. or pa i
. N | . tronatos, which ra
:?2;egvé§§n::§n5 the patronatos also 'manage" funds obtai;:d
fro a:cicui yh contrzbu§19ns for health services provided at
acknowledged that the recerpts and exoenmtcarcs Lt ineto /PRIy
: ' t 8 and expenditures
h?spltals patronato funds ara significantly 1a:;:zt2;an th
Ot the other health establishments--both in the aggr an
well as on a regional-specific baais. Jgregate. as

Again, time ccastraints frustrated eff
2ﬁ:g;¢te iccornt 2£ the level of the Egt:;n§:o°2§:3: a:nd the

ing levels of the r funds and the usmes of th ' i
the last decaade. 7The information about ¢t ot thome e
:gn1;z ;nxcn was obtained ror hospitals isepszzzgtegti:h;:;ibit
: gl.t;e tgxt. That wh}ch was obrained for the other health
acilities 1is presented in Exhibit 49, and consists of th :
aggregations of the sum of the funds of all of the he ® comsocat
o e health centers,

‘“he second additional source of funds which all MOH hospitals
(with the exception of the Maternity Hospital) have is what ie
somewhat misleadingly referred to as simply "pensiones”.
Pensiones are a source of additional monies which are uniqus to
hospitals and is liaited to their inpatient care sezvices.
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 the sale of
exclusive, higher quality room and board (inpatient) services:
general inpatient servicas, by contrast, ara provided free of
charge. Also associated with the pensiones are a sst of
establishad charges for the use of particular types (v} 4
facilities (e.g., the operating room), equipment, and
services. A new price structure for pe~siones and
ensiones-related goods and services w.s developed last fall,
published in the Deceaber 23, 1985 edition of the Diario
Oticial, and implemanted beginning January 1, 1986. This was
tne first revision in these prices in ten years--since January
1976. Appendix E contains copies of the both of thesc decrees
(including a itemized accounting of their price schedules) as
they appeared in the Diario Cficial.




EXHIBIT F-1

ACTUAL GENERAL BUDGET-FUNDED EXPENDITURES:
RELATIVE SHARES OF THE REGIONAL HEALTH
SERVICES AND THE HOSPITALS *

(In Colones 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 Heait: Services Expenditures are the "total utilizado" reported
in Budget Program Code 1.06.
"Servicios Operativos de Salud's" Budget Subprogram Code 019.
"Servicios Regionaies de 5alud" and 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 Proyramas,
Unidades Primarias de Orgunizacidn 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 BV THE 14 HOSPITALS®

TOTAL MOH OPERATIONS TOTAL HOSPITAL

YEAR EXPENDITURES ~XPENDITURES

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 £0.324.454
) (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 their total transfers received froin the MoH plus half of
Budget Program Code 1.02 Gen2ral Administrative Services'
Subprogram 029 Departamental Supplies of Materials and
Equipment.

Saurce: Informe Complementario Cons.itucional, various years.
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Dsnominacién

MAQUINARIA Y EQUIPO
Exoneraclon del 100% por clasl-
ticaclén y 40¢% por el Impuesto
de Eatabllizaclon Econdmica

Equlpos de refrigeracién para la
conservaciéon de embutidos
carnes

Maquinas para el amarre de em-
butidos

Rubro Arancelario
(NAUCA)

716—12—-02—02

718—-13—08
Charolus y reciplentes de plaati-
€O para ~arnes y embutidos 698—13—-03
Blerras eléctricas para carnlceria,
T21—12—04

repuestos y accesorios

#—El goce de las anteriores benefliclos que-
da sujeto al cumplim ento de las ob-gaciones
que impone el cltado Convenio - su Reglamen-
to, y especlalmente a 1as s:quientes:

#) La actividad Industrial a que se retlers
este Acuerde duberd pealizarse ds conformidad
& lo expuesto en la solicitud, en e] estud o téc-
aico econémico y demis documentos preserita-
doa; las modificaclonzs en los lanes y proyec-
tos ‘alesa que se realicen, deberin” comuni.
carse Ministerio de Economia dentro de loa
30 dias calendarlo subs'gu.entes a la fecha en
que ocurran y sl fueren sustanciales E)d.rtn mo-
tivar la reforma o derogacion de es Acuerdo;

b) La Bocledad beneficiarla debBerd comu-
alcar por cscrito nmediutamente al Min'sterio
de Economia el iniclo de su produccion en es-
cala ‘mdustrial, a efecto de no autorizar frane
qu.cla & productos que deseen Importarse y que
elabore la empresa en condlctones adecuadas;

¢) Proporcionar a las autoridudes compe-
tentes los datos e tnformes que le sollciten para
ejeroer ¢] régimen de control que esfablece el
Convenlo;

d) Llevar en libros y regivtros especiales,
que estaran sujetos a Inspecc.6n de parte de las
dutor dades admintstrativas y fiscales, informa-
cion detallada de las mercancias que se impor-
ten con franquicla aduanera al ampero de este
Acuerdo, asi como del uso y destino que se dé
4 dichas mercancias;

€) Adlestrar o cooperar para su adiestra-
miento durante la .vigencla de este Acu=rdo ma-
0o de obra y técnicos nacionales suficlentes pa-
ta el desempeido, dentro de la m'sma empresa,
de 'os pucstos administrativos y directivos que
6¢ requieran para la adecuada fabricaclién y
distribuoion de los productos:

f) Observar las dlsposic’ones legales y sus
reglamentos sobre normas de culidad, peso y
medidas vigentes; y

g€) 1s empresa deberd Uevar registros es-
pec! por separado para cadu una de los
actividgces objeto de los beneficluos fiscales
ey los iculos 33 del

—De conforinidad con Articulos : e
(.:ongzmo y 9 de su Reglamento, deberd expre-
sarse por escrito la aceptac.on de loa presentes
benef’'clos, dentro de un ?enodo de 10 dias, hi-
blles, contados desde el siguiente al de la noti-
ficaclén respectiva;

T9—El presente Acuerdo podré ser modifica-
do o dejado sin efecto si fuere necesario, pura
dar cuplimlento a algin Convenio o Protocolo
que establezca un nuevo Régimen Un'forme de
Incent.vos Fiscales al Desarrollo Industrial de
Centroamerica;.

8°—E] presvnte Acuerdo entrard en vigen-
cia el dia de su publicacion en el Diario Oficlal.
Transcribuse a la SIECA.—Comuniquese. (Ru-
bricado por el sefior Eresiggkté- de la ge&xg% .
' de Econoiz, ALFZ .
Ezwl;ﬁm doe Haclendsn. LOPEZ.

MINISTERIO DE SALUD PUBLICA
Y ASISTENCIA SOCIAL

DECRETO Nv¢ 87.

EL ORGANO EJECUTIVO DE LA REPUBLIC
DE EL S8ALVADOR,

CONSIDERANDO:

I--Que loa codtos actuales de operacion y mat
tenimlento de los Serviclos de Salud, ha
sufrido un Incremento considerable en t
dos los rubros.

[I—Que la demanda de asistencla médica de X
serviclaa de salud, se ha Incrementado cor
forme al crecimiento de la poblacién y
lx;:l condiclones econémicas, politicas y
clales.

III Que los presupuestos de funcionamiento d
los Berviclos de Salud del Ministerio de &
lud Publlca y Asistencia Social, lejos de s¢
mcremenuu%a confurme a su demanda y
los coaos antes menciomados, han sufrid
un decremcntyv en su asignacidn anual

IV—Por las r.zones expuestas, los Serviclos d
8alud apcran con pérdidas en ls prestacio
de servicto de pensionado,

POR TANTO,

en uso de sus facultades legales y en Con
sejo de Ministros celebrado el 14 de agosto d:
corriente ano,

DECRKTA:

1) Derogase el Acuerdo Ejecutivo NO 2408 d
feona 8 de septiembre de 1978, publlcado ¢
¢l Dlario Oficial N9 174, Tomo 252 de fech:
22 del mismo mes y ano.

2) Modificase el Instructivo N9 1-070 del 15 d
abril de 1975, emlitldo por el Ministsrio d
Hactenda y la Corte de Cuentas de la Re
publica, en el Uteral ¢) del romano Lene
dentldo de que todvs los ingresos percibldo
por Serviclos de Penslonado, pasaran a foc

g:r parte del! fendo de actividades especia-

3) Estublecer las turlfus yenerales para lo
distintos serviclos de penslonados de los es
tablecimlentos de Salud, dependientes de
Lgxlusbeglo de 8adud Publica y Aswstencla 8o
cial, asi:

PENSIONADQS

Penslin Especial, cuuta diaria por en-
[OTING  .ececvesrernecrrstsesnssrererissnsesnesssesesssnssersaes . € 5u.0(

Pensién General, cuota diarlo por en-
fermo 20.0(

En Hospitales de Neumologia
y Bsiquiatria:

Penston General, cuota diariu por en-

fermo 25.u(
En Hospltal Benjamin Bloom:

Pensién Espacisi, cuota dlaria por en-

fermo ... 10.0u

Penslén General, cuota dlaria por en- .

LEIMO ...ttt bsesss et csmasbonens 25.00

En cualquler establecimlento por ull- \

mentaclén de un acompanunte yo \\


http:Pcn.l.in
http:CONSIDERA.NO
http:aceptac.on
http:lnspcc.6a

DIARIO OFICIAL—SAN SALVADOR, 10 DE DICIEMBRE DE 1985. 7

Almuerzo o cena 7 DR
Cama pars acompaiiante, cuota diaria,

Para ingresar al serviclo de pensionado
especial, hay que hacer previamente un
depdsito en” efectivo de ¢ 25000 y de
¢ 150.00 para pensionado general. E] de-
POsito se renovard cada 8 dias 0 antss
cuando el valor de log servicios propor-
gténados haya agotado {a suma deposi-
a,

S8ALA DE OPFRACIONES
Cirugia Mayor, por cada operacién ...
Clrugia Mcnor, por cada operacidn ...

Estos precias, unicamente cubren dere-
cho de sala, ropa esterlizada y uso de
aparatos o Instrumentas: no incluye
antiséptico, gasa, torundas, algodén, hi.
los para suturas, vendajes, anestésicos,
guantes y medicinas, ni transfusiones
que se usen durante |a intervencién
‘quirurglca, todo lo cual ae cobrars, de
acuerdo al consumo y al preclo de costo
mAS un recargo del 50c%.

Los serviclos de] ancstesiologo y del
transfusionista, asi como la sangre se-
rin contratados y pagados por jos in-
teresadod,

ASISTENCIA DE PARTO

Por el uso de la saln de partos e Ins-
trumental quirargico por cada parto,
Este preclo, inicamente cubre derecho
de sula, ropa esterilizada, y uso de apa-
ratos e h)srrunmentos; no Incluye antf-
séptlcos, gasa, torundas, algodén, hiles
suturas, vendajes, anestésicos,
guantes y medicinas, ni transfusliones
que se usen durante la Intervencién
quirirgica, todo lo cual sc cobrard de
ucuerdo al consumo y al precio de costo
mas un recargo del 504,

Los serviclos de] anestesiélogo  serdn
contratados y pagados por los intere-
sadas,

TRANSFUSIONES SANGUINEAS

Por cada transtuslén ...

iite preclo Incluye el uso del equipo y
materiales

La sangre y el transfusionista serin
cogtratadcs Y pagados por los Intere-
sados.

OXIGENOTERAPIA

Cuota dlarla por el uso de unua tlenda de
OXIBERO oovvoeotetveevenensnese oo

...................................................................

Estas cuotas no Incluyen el oxigeno, el
cual se cobrara por cllindro o ilbras se-
gin el caso, al preclo vigente en plaza
mAs un recargo del 507,

GasSOMELria ...ovvovveevvmsrerceseon
MEDICINAS Y OTROS ARTICULOS

Las medicinas y otros articulos que el
ablecimiento “proborclona los pa.

60.00
40.00

40.00

235.00

15.00

15.00

40.00

LABORATORIO CLINICO

Adenogramg ...
Anticuerpos Antlﬂlnquetmoa
Antigeno Hepatit B (Ag. Aust
Aglutinacién ep Fr:fn .......................
awtmacwn por ticuerpos Heterg-

Antigeno Febril
Bacteriologleo de Heces
g Antiblogramg) .................
acterloldgico de Urlna (Urocultivo y

Antiblograma) ... .. costvennres 30.00
Capacidac de Fljacion de Hierro ......7°" 25.00
Célulus de Lupus Eritematoso ...~ 35.00
Concentrado de 8trout para Chagas ... 75.00
Cultlvas con Antlblograma ............... 25.00
Cuali-Cuantitatiyy (liemograma Com-;
plew) ... cbreesnitomeninreanes 15.00
Cultlvo de amibas ettty 25.00
Calcio-Féstoro ......... e 10.00
Dehldrogenasa de Actdo Lictlco (DHL) 30700
Depuracion de Creatinina Endégena ... 40.00
Directo de Bacterlas  Acido Resistente
(BAR) et 10.00
Directo de Bacterlas no Acido Resislente
(No Bar) e 10.90
Dilucién y concentracién en Orina ... 20.00
Doslticacién de Acldo Urico en Sangre. 15.00
Dositicacién de Amllasa ... =™ 20.60
Dositicacién de Barbituricas ... 80.00
flcacion de Billrrubing . 15.00
Doslficaclon de Calclo en Sangre ... 15.00
Doslificaclén de Cloruro en Sangre ... 15.00
Itlicacién de Colestero] en Sangre ...... 15.00
Doslficacién de Creatin fosfoquinasa ) 1209
Dcsitlcacton de Creatininga ... beresterenenenns 15,60
Dositleacién de Fibrinégeno ... """ 25.00
Dosificaclén de fosfatasa Acida ... 20.00
lflcac;(m de Fosfatasa Alcaling ... 20.00
lt;cacxgn de Fésforos ¢n Sangre .. . 15.00
Ificacion de Glucosa en Sangre ... 12.40
Dosmcnlen de Inmuglobulinas ., """ 125.00
Doslficaclon de Lipasa ... .~ 10.00
Dosiflcacion de N.N.P. ¢n Sanyre ... 12.00

Dosiflcacién de Proteinas (Bloret) .. 20.00
?Ig)smcncldn de Protemas (Electrofore-

nmxri'é'zi'é’ib'ii”'&'é"'iiéé’é’r"v‘ia’"')ii’é’iiii’ii;i """"""""
Daslficactén 17 Ketostercides .. . "
Dasificacion de Urobllinégeno en leces. 2090

Doslficacién de Urobllinégene tn Orina.  20.09
Daslificacién de Urea en Sangre ... . 15.00
Electrolitos (Cl-Na-K) ... " 15.00
Eritrosedimestacién ... 7" 10.00
Espermograma ... .~ 30.00
Esputo (Koch) dlrecto 77 15.00
Estudio Citologlco Secrecion Prostatica. 12.00
Examen General de Heces .. . .~ """ 10.00
Examen General de Orina ..o 10.00
Fluorescencia Para  treponcma  Pilidy

A BDS.) e 40.00
Grasas de 24 horas en Heees ..., 30.00
QuSLraSCOpia ..., 15.00
Gota Qruesa (Hematozoarlg o Piasmo-
dium ... 10.00
Grupv Sanguineo
re), ... rtrenneraerone 12.00
Hematécerito | 8.00
Hemocultivo 30.00
Hemoglobina 8.00
Hematécerito y Hem 10.00
Hierro Sérico 25.00

Investigacion
tes

.........................

en Heces ..o,
Karlotypo ...

Leucoorasma
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Lipoproteinas por Electroforoais ... . @ 50.00 TEEAX AD. ..ottt ¢ 30.0¢
UQuPcfg Asciticos (Clto-Quimico) . ..........  40.00 Abdomen Stmple .........rvmerceeecrrvenrrinnnnn. 30.0(
Liquidos: Articular (Clto-Quimlico) 40.00 Abdomen Agudo (tres placas) ... 50.0t
Liquido Céfalo Raquideo ... . 30.00 Plelograma ILV. ... 63.01
Liquido: pleural (Cito-Quimico) ............. "30.00 Plelograma Retrogrado ................. 75.0(
Miolograma ..., 70.00 CLBLOBLAINA .occvvrirecrecnnincsnnrsenireansrsnssnsssssesneen. 75.0(
Magnesio (Bicarbonato) ... 10.00 Uretrograma ........ rrererrerensrenesesnsarses 75.0(
NItTOENno UTEICO ....ccvverivrecrrecrisseniasersenansnee . 1500 ) amografia Bilileral (Mastografin) ... 60.0(
Perfirina en Orina de 24 horas (PBG- Anticuerpos Antinuocleares ................... 80.0¢
Copro y Uroperfirlna ALA) .......cccovuvenenn. 80.00 Enema Baritado ... 70.0¢
Proteina C ReactlVa ....ccevecvcevernnenne 25.00 SLRIOBIALIR vt 50.0¢
Proteina de Bence Jones en Orina ... 15.00 Pelvimetria . . 50.0¢
Prueba de Bromo fenolsulftuleina ... 0.00 Esofage, £stomago y Duodeno ... ... 60.0(
Prueba de concentracion-Diluclon ... 15.00 Intestino Delgado .........veniennncecnnnenenes G0.0¢
Prusba de Coombs ........veeivmnnicreccssonnen 25.00 Colon . . 60.0¢
Prueba Cruzada ..., 30.00 Colescistografia Oral .........ccmrvemvnnnn.. 50.60
Prueba de Depuraclén Urélea ......cooeeee.  30.00 Colesclatogratia LV. ..., . 6000
Prueba de Embarazo ... s tasansaes sorsens ©15.00 Colanglograma Operatorio ... 50.00
Prueba de Fenulsulfataleina ... 20.00 Colanglograma Poat-Operaterio (Coltn-
Prueba de Hanger 15.00 glograma Tubo T) .....ccvrconrcncrccrennnnn. 50.0y
Prueba de Latex 15.00 Colanglograma Percut{nesa Transh ..... 50.00
Prueba de Lazo v 12.00 Pancreatografis .. ..o, 100.64
Prueba de Resistencia Globwlar ... 1500 Arteriogratia de Miembre 8.7, Inf. ... 100.00
Prueba Dérmlica de Histoplasmina ... 25.00 Venogratia de M :mbros S.E. Inf, ........... . 100.00
Prueba de TIMel .......cieveerriivcirevesecserorenns 15.00 Aortogralla .. 120.00
Prueba de Tolerancia a la GQlucosa . CavOBIalla ....icoceerences seecenneeneeessrsnes 150.00
(EXLODROSE) .oooverriirrirennnisinsrisseraers s esessssiaons 40.00 Linfanglografia . . 20000
Prueba de Tolecancla 8 la  Glucosa Arteriografia Cerebral ..........covvennnn, 1900
(SLRRAALA)  covvercerenierirererns s enesessreennss s 50.00 Ventriculogratis .......eccemeomnvceeroreeeeeeeensinne 10.00
Puncion Meédula Osed ... £0,00 Neumoencofalogratia 156.00
Recuento de Eoalnéfilos ... 10.00 Mleligratin 150.00
Recuento de Plaquetas ... 11.00 Arterlografia Arco AOrtico ... 150.00
Reaccién de Paul-Bunell 20.00 Arteriografia Selectiva Visceral ... 150.0¢
Reticulucitos ..o, 8.00 Clneangllocardiografia ..........cvvrneenne.. 175.0(
Sangre OCWd .. 8.00 ANROCArCIOgratia ......iieiiiiserccnrienrris 175.0(
Bangre Periférica (Anormalidades de Esplenoportograma ..........coeevrnnnee.. 17500
Leucocltos) ..oceiciieiisnnninnens cevenernns 12.00 Broncograma ................ s assasren st 75.00
Tiempo de Protrombina 15.00 Laringograma ............covvemererececerennnnn. 750U
T.P.P. Activada .., 23.00 Tomograma (por secchin) ... 30.00
Tiempo de Bangramiento y Coagulacion.  15.00 Retroneumoperitoned ..., 100.00
Titulo de Antlestreptollsina ..., 25.00 Carboanglogradif ..wereenvvoverronsleernn, 190.00
TTANSAMINABAS ....oocorerererrreirerereranres e sinseseens 20.00 Rectoscopia ... bt rsrs et antosrebstesnen 10.00
Trlglicéridas ... .......... 30.00 Esofagograma 50.00
Tubaje Duedenal . 40.00 LOTAOUCR ...ooooveveer e, 2300
Tubaje Gastrico (Quinico) ... 3n.00 Neumoencetalograma 150 (v
VIDRL, .ot sassssionss 15.00 Alquller aparato de‘ Férula 3.1
RADIOLOGIA
&e'ntairll Dpor Pllacn ...................................... 13.80 RADIOTERAPIA

-USIVE DeRLATIA .oovcvreniricicsssesssniniiniress Ll Aplicaciones Superticlales, por cada area b
MANO Ap. ¥ Lot it 23.00  Terapla Convenl::elounl. apll?::f.‘.lén de 400
Muiieca Ap. y Lat. ., . 23.00 RAAS. C/U ciecvvenrsvcnnnennns sonnrcosrnsessessssonene 10 0y
Brazo Ap. y Lab. .mniiinn.. 2500 aplicaclones de Cobulto, 400 Kads, c-u. 1600
Antebrazdo Ap. ¥y Lat. .....cciinrenr cvivvenene. 25.00 Por cada aplicacion de Radium (60 mg
C0do AP. ¥ Lab: wocrrirnnmnissinnssssisines 2900 5t 100 hOFAS) .oocovcosrser e 125 GO
Humero Ap. y Lat. ......minnnnrvnsin 25.00 No Incluye derecho & Saia de Operacio-
Hombro Ap. e — 3000 yes ni anestesla, ni transfusiones, ni
(‘Jnvicula Ap- .................................................. 25.00 penslonldO.
Cadera Ap. . 40.00 Luminoterapla ... 6.00
Pelvis Ap. ... 4000 POLOLETADPLA ....ooonoovsosroosssorsremeroeesomeeni 10.00
Fémur ap. y Lat. .. 30.00
g?dil‘a A\p. y II:“' gggg MEDICINA NUCLEAR

ernu Ap. At e . )
Tobllo A‘;. ¥ Y SO 2500  Cuptacion de 1-131 o las 2 h. y las 24 b Ju.dv
Ple AP, ¥ LEL ccricereinennnensscseesienees ©20.00 T T4, 6 ET.R. (indice de Tiroxiuu
Crineo Ap. Lat. Occlpitul .. 45.00 LIDEe) C/U ecresse e JU.bY
C. Cervical Ap. ¥ Lat. i 40.00 Centellogruma de Tiroides ...... 3U 60
C. Dorsal Ap. ¥ Lab. erneeecrrrenssssenssssnsns 40.00 Vo'umen Sanguineo y Plasmati 10 00
C. Lumbar Ap. ¥y Lat. y Spots 8l (Lumbo- Determinacion de la Mosa Celu'ar Roja.  50.00
BACTR) oo recerecrnstancenssenssorsostssssssesssssssansonssns 45.00 Superviviencia G'obular con Cromiun 51. 7540
Bacrococelx Ap. ¥ Lab. i . 45.00 Estudio de la Regeneraclon de los Glo-
Externén Ap. ¥y LAt werncnccernsissnnen 4000  bulos Rojos e 75.00
COSUMA AD. ..o eresesnrssesseee s 30.00 Prueba de 8chilling (anemla perniclo- .
Mastoldes 2 Vistas Bilaterales ............ 50.00 8a con Cobalto 80) ..eviieivnmisiiinnins o 15.00
8enos Paranasales 40.00 Centellograma ..Hepatoesplénico ..(hepa-
Aguferos Opticos ... eeverveeveneereennns 45.00 tlco) L BRI N .
Carn Wter y Lat. .vcienrsirenvenssnsenns 4000 Centel'ograma Cerebral :
Maxilar Inferior Pa. Oblicuas ... 30.00 Centetlograma Renal ...
HULS08 NaSUleA ....o..cccooermrrivcrmnermnessnsnsesssnsresses 30.00 Cenle:lotflml é’ul‘tgm;aam s 12200

an e ama del Paratiroides ... .

’A\ﬁiﬁlpﬂcmn 'remporamn)dlar """""""""" an A.Q Ef&fingﬁnm. Cardizen 175.00
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Centeilograma de Pancreas .............. s § 223,00
Hormonas Hipotlsiarias (TSH-LHFSH-

GGonodogropin=") ... 100.00
Henograma lsotdplco 125.00
Placentogratil .....c.ccvveeniseremsssasmmeneermsasenns 80.00
QeNte.lograma OS8O ......owwiriiesssssmsnssinnns 175.00
Estudio de (hlerro 59) en el Pusma y

GlObuloS ROJOS) ...cvcevrerevrenrccsreesienirensssersses 75.00

Prueba de insuficlencla Pancredtica y
Mal Absorclén intestinal ...
Ruastreo Corperal
ilipertiroidisino
1. del Tiroides con 1.131

HEMODIALISIS

Por cada sesidén de hemodialisis ... 15.00
Este preclo solamente Incluye el servi-

clo del téenleo y el uso del aparato de
hemodiallsts. Todos Jos materiales nece-

sarios corren a cuento del interesudo.

Sc cobrarin al costo, ImA&s un recargo

del 50%,

CARLCIGLOGQIA

Por cada Electrocardlograma 30.00
Por cuda Fonocardiogruma .. W.UQ
Por cnda Anglocardwgrama 175.00
Por cada Prueba de Esfuerzo 60.00
Por cada Catiterlsmo lutracardiaco con

CLAR e cirinssaesressesioresassne s sessosssssessassans 700.00
Pur cuda Cateterlsmo Intracardiaco sin

UL rreecrerrserrenaeerersecsarersesressossssesssesssresssssssares 300.00
Por cada Cardioversion ...........eecceoee 125.00

NEUMOLOGIA

Broncoscopia (rigido) 75.00
Fibroscopia (flexible) 100.00
Fibrobroncoscopia .............. 100.00
Broncograma ..., w 150.00
P'euroscopia .....cceveveneiienmrinnnesisemssessseneese 135.00
Este preclo Inc'uye: El uso de la Su.a

y del aparato. Los materia'es necesariw

s¢ cobrarin al costo mis el 50¢% del re-

cargo. . .
Prucba de !a Funcién Pu'monar ........ 65.00
Alquller aparato de Bennet ... 15.00

ELECTRODIAGNOSTICO
Llectroencefalograna . 75.00
Ecoencefalograma 75.00
Audlometria Simple, Adaptec'dn y Re-
c'utamlento SISI .. . 20,00
Nigtagmografia 125.00
Impedaclometria 25.90
Estigmanometria Nasal 25.00
ANATOMIA PATOLOQGICA

Slopsias cualquier Organo ... 75.00
Blopsia de congelacion .........cimeivennenees 50.00

Estudio de Piczas Operalorias Medlanas, 5090
Estudlo de Piezas Operatorias Qrandes, 75.00
Autopslas sin  Fines Médicos - lega'es

AAUILO et eeebereesne e reene 800.00
Autopsias sin  Fines Médicos-luga'es

TUROS oeeereecrensrsensstsssessessesssensissssarsssrsssmsensisosers 500.00
Embalsamamiento de un Cadaver, por
Simo’e [Nyecelon .. 300.90
Embalsamamlento de un Cadaver, con
EVIBLETACION e rinrerctiiereere v senssessasereres 500.00
Citologia Exfo'lstlva en general ... 20.00

FISTIOTERAPIA

Jecanoterapla, cada sesion ......oveveeiee, 8.00
gc:xt"rlentes galvdnlca,s. cada sesién ... 8.00
Corriente A'termativas de Baja Fre-
cuencia, cads 3810 ...c.vvrviniiinnniennens 8.00
Cotriente Sinotoldales. cada sesion ... 8.0
Corriente de Alta Frecuencla, cyda se- C.00
sldn . .

Uitravioleta, cada sesion

Infrarrojos, cada sesion ... . 8.0
Indutotermia, cada sesién 8.00
ODONTOLOGIA
Consulta Srereseeratessmonsronesineessosnsins . 5.00
Extraccloues wers 10.09
Profiiaxis Dental 25.00

Obturaciones de Amalgama de Plata
(Simp'e) tousesseststersasrsessmanebernreas e asnrennesaantas 30.00
.Obturuclonvs de Amalgauma de Plata
(Comp'ejas) ... 40.00
Obturaciones de Siiicato ... eeristsneesanens 25.00
Obturaciones de Compésitos .................. 40.00
Tratamiento Periodentai Simple (De-
tariraje) . 30.00
Tratamiento Perlodental Comp!cjo

({o111217. 373 R §0.00

DISPOSICIONES GENERALEa
Serviclo de DPensionado

1.—Los B8ervicios Naclonales de Salud del Mi-
nisterlo de Salud Publica que disponga de
Instalaciones adecuadas proporelunarin
Asistencie médica en Pencianados Especia-
les y Qenerea'es.

3.—El Minlsterlo de Salud Publica determinurii
los locales y su numero, que puedan dar
serviclo de Peaslonado Especia y Peuslo-
nado General en cada estableclmlento de
acuerdo con sus instalaclones y recurso:;.

3.—Todaos los médicos que tengan nombramien-

) o como mlembro del Cuerpo Médico Ac-
tivo, Cuerpo Mdico Consultlve, Cuerpo
Médloco de Cortesia y Cuerpo Médico Ho-
norario de las Hospita'es y Centro de Salud
(Articules Nos. 41 y 74 del Reg'amento Ge-
nera! de Hospitales del Minlsterio de Ba'ud
Piblica y Aslstencla Soclal), podrin aten-
der a sus paclentes privados ¢n el serviclo
de pensién, excepto los miembros del Cuar-
po Médlco Resideute que por la natura'eza
de sus cargos, estén Inhibidoswde ejercer la
prolesién en lorma vrivada (Art. 49 de!
Reglamento arriba cltado y los que por fa'-
tas cometidas en el ejerciclo de su profu-
slon hayan sldo suspendidos como tales)
Todos log Odonitd'ogos que tengan nowi-
bramiento como mlembros facu'tativos de
los hospitales y centros de sa'ud, podrin
atender a sus paclentes privados en el ser-
viclo de pension, excepto los miembros fa-
cultativus que por fatas cometidas en e:
¢jerciclo de su profesién hayan sldo sus-
pendidos como iales.

4.—Todo paclente de pensién tendri su médico
privaGo. Los asistentes de resldentes, mé-
dicos resldentes o Jefes de resldentes aten-
deran a los paclentes del servicio de pen-
slonado Gnlcamente en catos de urgencia
y sin remuneracion, para mientras lUega su
médico privado,

3.—Los profesiona’es especlalistas que practi-
quen o3 examenes, estudios, aplicaciones ¢
interpretacliones que figuren en las geccin-
nes de RADIOTERAPIA, MEDICINA NU-
CLEAR, CARDIOLOQGIA, NEUMOLOGIA,
ELECTRODIAGNOSTICO. ANATOMIA, PA-
TOLOGIA, ODONTOLOGIA Y RADILOGIA,
cobrardn como honorarlos profesionales el
405, de esta tarifa,

El serviclo de pensionado consistird bi-
sicamente en: aloiamlento, servicios gene-
ra’'es de enfermer’a. elimentacion a los pa-
clentes y ropa de cama.
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. 7.—Para los ofectos de aplicacidn de tarifas, el
dia en los hospitales y centros de salud se
computars desde las doce horay y cualquler
fraccién mayor de doce horas se coutara
como un dis.

8.—Al efectuar la liquidacion de la cuenta, se
devolverd al Interesado el excedente del
dinero dejado en deposito.

9.—B8e permite la permanencia de un acompa-
nante y la cantratacién por cuenta del pa-
ciente d¢ uns enfermers cspecial, ain de-
recho a cama y allmentacion que serdn
pagadas segun estas tarifas,

SALA DE OPERACIONES

10. —Para los efectos de esta Reglnmentaclon se
cstablecen las sigulentes definiclones: Ci-
rugia Mayor; se considera como cirugia
mayor aquel'a en !a que ¢l paclente es so-
metido a un tratamiento cruento que su-
pone riesgo para su vida y que requiere ha-
bitualmente atencion post-operatoria. En
estos casos con frecucncia se penetra ea
las grandes cavidades del organlsmo (cré-
neo, térax o abdomen): se extirpan orga-
nos, se corrigen lesiones o defectos o se
Intervicne sobre miembros o0 parte de s
mismos (amputaciones, resecciones, correc-
ciones o reparaciones).

Clrugia Mcnor: Se cousldera cirugia me-
nor, aquella en la que el paciente es some-
tldo a un tratamiento cruento que no lm-
plica un rlesgo Importante para su vida,
y que habitua/mente no requiere interna-
cion posterior, salvo razones ajenas a l4
operaclén, (residencls rural), necesidad de
curaclones repctidas, cte.). Efemplo de ci-
rugia menor: abertura y drenaje de ubce-
508, extirpaclones de lipomas o quistes su-
perticla'es, suturas de la pile! y tejido ce-
lular, aplicaclén de neumotérax, punclones
raquideas, pleura'es o zbaomina'es, endos-
vopias y extraccion de cucrpos extranos.

11. —Los pacientes sometidos a tratamlentos
quirurgicos en las sa'as del hospital o cen-
tro de salud, que posteriormente sean tras-
ladados a los pensionados, pagardn los de-
rechos dc sala de operaclones conforme la
disposicidn anterior.

OTROS

13. —E! personal que trabaje en el Ministerio de
Salud Pub'ica X Aslstencin Socla! y en to-
das sus dependenclas, gozaran de la asis-
tenclia médico hospitalaria, conferme lo re-

= gu'an 'as Dispasiciones Gcenera'es de Pre-
supuestos. con un descuento del clicucota
por ciento de cstay tarifas,

. uedan derogadas todas las tarlfas unte-

13 —rQlorcs de los establecimientos dependientes

del Ministerio de Sa'ud Publca y Asisten-

cla Bocial ir ague'las regulaciones que se
opongan a la presente,

14, — E! presente Decreto entraria en vigencia
ocho dias después de su publicaclén en el
el Diario Oficlal.

DADO EN CASA PRESIDENCIAL: San Sal-
vador, a los nueve dius de! mes de diclembre de
mil noveclentos ochienta y cinco.

JOSE NAPOLEON DUARTE, .
Presidente Constituclonal de la Republica

Beniamin Valdez M.,

INSTITUCIONES AUTONOMAS

CORTE DE CUENTAS DE LA REPUBL

Acaerdo N9 2680.—Presidoncly de B‘.El Cort
Cuentas de la Republica: Ssan Sualvador
oclubre de 1885.

E]l Presidente de lv Institucion, en o
las facultades que Lo confiere ol Articulo
teral c) de la Ley Organica de |, Cozte de
tas de la Repibloa y el Articulo 82 literal
Ley de T:soreria, ACUERDA: Designar a |
del dia dos c¢e soptiembre interinement
dos meees, Inlerveatorp de Mandamientos
nit'vos de Gastoa Periddicos, de lr Direcelds
neral dc Estadistica y Cunsos, a lu sefiora |
Irma Yolendg Alvarenga de Alvarenga, qule
s:mpeia el cargo de Oficial ds 4% Clase, Ps
Zl, Subnumsero 13, ¢n sustitucion de ia 8
Ena Margarita Garcia de Urrutia, Que s
g;:ggga con lcencla .Comuniquese, 8. W. N

Acucerdo N9 270.—Presidencia de Sh Corl
Cuentas do la Repiblica: San vador
octubre de 1983, .

El Presldente de la Institucidn, en u
las facultades que e z:nﬂere al Articulo
teral ¢) de la Lay “rginica de ig Corte de
tas do la Republica y el Articulo 82 literal d
Ley de Tesoreria, ACUERDA: Designar a
del uno del prasente mas, Interventor de
damientos Dafinitivos de Qastos Periddic
la Direccion General de ‘Bducacion Fislcy
portes a lo Profvsors Ana Maria Colecho,
desempena ¢l cargo de Ascsur ente, Par!
cen sustituclon dul sefior Mutiuel de Jesis M
quin. Comuniquese. B. W. NAVARRETE.

Acuerdo NO 271.—Presidoucin de la Coc
Cuentas d¢» la Republica: Sun Saivador
octubre de ‘1985,

[}

El Presldcnte de la [nat:tucion, en u
las facultades que le coudiere ol Articuo
teral ¢) de la Loy Orpanica de 1y Corte de
tas de la Republlica y el Articulo b2 literal d)
Loy de Teasoreria, ACUERDA: Dusignar a
del 21 de septdombre al 31 de diclemibre de
sente afdo interinamewte, Interventor da
damicntos Deafhultivos de Qastos Pericdice
Juzgado Segundo de Hucienda p la senora
Ceci'la Donls de Martinez, gquben desompu
cargo de Oficlal de 4* Clase, Purtlda 33, S
mero 20, del Programa 103—02U0, en sustu
de la saiore Muaria Elzabeth Vidaurre M
que ss engcuentra cun Ucenciu. Comuniqu
B. W. NAVARRETE
Acuerdo N9V 272.—Presidenciu de la Curl

Cuuntas de la Repiblica: San Salvador

octubte de 1835.

El Presidente de la Institucic, en
las facultades que le confiere & Arlicwo
teral ¢) de la Ley Organica de Ly Curte de
tas de lo Republica y el Articulo 82 litetal d)
Ley de Tesoreriu, ACUERDA: Deilgnar a
del dia 21 de septiembre al 19 de diclemb
Lresente afio interinamente, Interventor de
domientos Definitives de Gastos Periodic.
Juzgudo Séptimo de lo Penal da San Salva
la sedorg Amada Libertad Infantozz: ¥
(uien desempeiia el cargo de Oficlul de 4%
Purtida 3%, Subnumero 121, en sustituclin
gafiora Murgarita Yolanda Lopez de Atwe



MINISTEIIO DE SALUD PUBLIO:

YV OANINTENCIA SOCHALL

KAMO DE SALUD PURBLICA
Y ANINTENCIA SULIAL

Acurfin N9 40,
San Salvadur,
F! Poder Ejeculivo ACUERDA:

8 Je seplieare Je
aprabar lax

1970,

tarlfus gencrales para fos distintus seevicios de
los Estuablectinientos de Salud dependientes del
Ministerio de Sulud Publica y Asntenuia Svesal,

4sis
PLNSIONADOS
Culones
Fenslan  Espechd, cunta dhcia por e
[ (% £ 11 7 R N oo 25,00
Pension  Qeneral, cuola duivng pur m-
feemo oo 12.00

En Hospltales de Neumolugia y P;:quu-
triu:

Pension Ganr.xI cuuvld diaria por eiy-
ferino

En Huwspila) genjanun Mluom:

e cess e seraer e tes st e T

Penston  Especial, cuota diaria por en-
] 7T
Pension Qencral, cuola diafia por ene
£ o T T e

En cualquice establecimtento por alimen-
facion de un acompanante y/o enfer-
meea:

Desayuno ¢/u

Alinuerzo o cena c/u,

Ciia  para acampanante. caia  diaria,

Para tngresar al serviclo de peaminnada
espeelal, iy que Jueer previ e
ui depualtu en electivo de ¢ 26y y
e € 15000 para praatonade penseesl,

Ei depastty se renoviere cada B dias o anie
tes cuando el vildur de fus acrvicios pros
porclunidos haya agotado la suma de-
pastliada,

SALA DE OPERACIONES

Clrugia Mayor, por cada operaciin
Cirugia Menor, por cada opuracion

Sstas preclas, anicamente cubren derecho
de sala, ropa eslerihizada y use de api-
ratos e lnstrumientos:; no incluye ane
tseplicas, pasa, turundas, algadon, u-
lus para suturas, vendiges, anesteésicos,
guantes y inedicinas, s s fusiones
que 3¢ wsen duanie I tervencion qui-
rirgled, tody 1o cual se courard, de
acuerdo al consumuo y Al preciv de ¢osto
g un recargo del 505

Las serviclos del anestesinlugo v del trans-
fuswnista, asi como b salaue seran
cuntratados y pagidas pur 10y -
cados.

ASISTENCIA DE PALTOS

Por el uso dv la sala de purlos ¢ inafru.
mentul quirurgico por cada parte ...

0.0

30.00

15.00

2.00

.00
5.00

40.00
2,00

20,00

Feide prechel” alenments eabre  dereeho
e it vopa estectileadn y w de gpu .
ralns o Instrunmientos; no lm.luyc Y
tlieplicos, K:aa, lurundn: alpudun, nt.
los pivra suturas, vcuu.xjc; unestéaleos,
guaniey y mcdulnu ol transfuslones
que  se usen durunte 1o Intervencion
quirurgica, todo lu cual se cobruri de
acuerdo al consumo y al preclo de cose
10 mis wn recasgo del 50%.

Lux sesviclus i)l anestesidlugo serdn cone
tratadoy y pigados por us luleresadus,
TRANSFUSIONES SANGUINEAS

Por cada transfusion .........

Este preelo lnc!uyc el uso del equipo y
materaley

La sangre y el transfusionista serin con-
lrutiaduxs y pagados por los Inleresadus,

OXIGENOTERAPLY,

Cuota diarla por ¢l usa de una tiends de
DT TR

Cunta dlaria por el uso de una lncuba-
dora .....cvivnsn..

Estas  euolas no Incluyen el oxipeno, ¢l
el see cobrura, par cillndro o Lbras
Segnn ¢l easo, al precio vigeale en pla.
23 dy un reeargo del 5005,

..... L R N N N N N N N N N ]

CGasometria
AEDICINAS ¥ OTROS ALRTICULOS

Las medicinas y otras articulos que ¢ -
tablecinuentla propareione a 1oy packn-
e en bes pencdomdos, se rabriatin ol
CalO, N WL recaryn Ucl 507

LABORATORIO CLINICO

AUrnoEramn
Antivtorramn pars No Audu nr.:l.m-nko
Aplubrioaesnt en Prio .
Aglutinacion pue Cucrpu; Heter6lllos ...
Atbunitna en Ocina erereens
Antigeno  Febri)
Bacterinlogico de’ Heeey (Cuprocultlvo Y
ANBIIOREAMAY ..o e iiei i s
Dacterivlueicu de Orind (Urocultive y An-
Liblogrima .
Capacidad de Fijaclon de Mierro .......
Celulas de Lupus Eoilemaloso o.o.eene,
Cluro-tota) teaserresediresnrestrene
Cnali-Cuantitativa (Hcmoxnmn Coni-
picto) .. cesssrnas
Cultivg de Anmibiw ......
Cullivo de Hucilus Acido Hc:.l;tcnl.u
Cultiva e Uacteriay No Acldo Resbitentes,
Cultive e Frolie !-‘au:mm-o eereenes
Cullivo d¢ Liquide Célalo-raquideo ....
Dehideournosa de Actdn Laclica ........
Depuracion de Creatina EndOgend oaees
Ditueinn v Coneentracion an Orina ...,
Dostheacion ¢ge Actdn Urico ¢n Sangre ...
Dosificacion de Amllasa . cevssnee
Dosilicacion de Darblturicns

Doslicacian de $ilierubina ........ creoe
Doatlicacion de Cultio ¢n Sangre ...

----------------

......... esesae e

ANEXO No, 2
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e Clarusus v dangile
Lamssdteaciun dues Luleaterul en dangre ..
pusticacion de Crealining
Doasticacion Qe Pustulasa Acida
Uoailivacion de Muadal an Alcabing
Dusthicivion de Musluus o Saagre ...
Dusllicacion de Gluewsy en Sangse
puantitavion de lmanunoglobinay

Pathicieton dg N.NP. e Salgre
buasatweicion d.. Protemnsa  (k)eldahil)
Dl ivativi
Dustlicavion e Meserva Alcaliia
Ll icaciun 17 Kelusteruidey
Lraathieacion de Urobtiingene en Heces ..
Duathitacion e Urubiindeeno en Orlaa,

Ineatb i aviveg

Pasthicacion de Ure vy Saugle oo
Eritruscditnenliacial . ooiiiiens cevesns
Eaperinupgldild cooeriviaiaeasearoane teresas
EAPICHUBEAIIA o0 i einienneans o
Espulo (Kuehr duteto oo ceeennnn
Ealutho Citulugicn Secreectun ) rualuativa,
Exaiien Guovral du Heeeg coeoiennnnn
Exawen General d¢ Onna o.oooovnen
Fluviestencia para Trepunieina Palido Ab-
SUFLIIUG - vvres s vtanmessosansoonsanss
Grasuy de 24 horas Lo Cerreees
G lfusuUPld v ia i eraanares enn
Gotit Gruest (Hematouano) ..........
Grupa Sangwnew y Ith WWaneo de Sulle
IO T R R
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TLIITILITIN L T RSP esasseeerseans ceue
Hetoebive coeee teereetsesreaees teene
N LS LT TR TR 1 1 S e e I I
Hen agy Sty Hemuglobiaa ..ooeenn
O R R T T I I I I
Lveqoar @i He Alticuvi poy Apiclian-
W . TR R
IN IRy Pecers st e ee R L
'uuuuhfdll‘ ---------------------- ceaae

v 33 ap U“\Lu
A theng (Crto=Quuniva)

Asvbeulive (Cita-tgnen)

lotiu ftaguideo

Liganly €
Laguidos phoviil 1ClHu-Quinileu)
Linea. Boga ( Glubulus ROjJua)

............................

sedtfitle
llllu DY
IROUIRUER

.............
-------

...........

Micluprittng
Nitrugthy Uraiey

-----------------------

POLIMEMEG o vve cnvosoennnars Cheetrerbeans
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aeba de Coums eeiiias ceserraas
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wvucbn de Lazg oo lien cereres
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Tramsansinasd
Trigleceridas
Tubuje Duudrnagg
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Tubaje Gaalficy (QUilIcE ..cvvivvrisne
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KADIOLOGIA

DL‘IIIJI’IJ pUl‘ Pl-“.‘ stsevverssa
Ovlwaiviy Denlaflds .ovvecennas
Munu Ap. y Lat.
Muncta Ap. y Lat,

Aulebra Ap. y Lat.
Cwlu Ap. y Lul,
tumery Ap. y Lalb, ...
Humbru Ap.
Chivicula Ap. ...
Cadera Ap.
Pelvis Ap.
Femur Ap. y Lit,
Rudilly Ap. y Lat,
Picrua Ap. y Lal,
CPobitle Ap. y Lol c.eeiieneess
Rie Ap. y Lut, Cieeecceesens
Crunco Pa Lut. OLupll-al cscens
C. Cervical Ap. y LaL. ........
C. Dursal Ap. y Lut. .
C. Lumbur Ap. y Lat y Spoels Sl.
Siterocelx Ap. y Lat,
Eaternon Ap. y Lal, cocveeennns
Cwlillas Ap.
Masludes 2 YVistag Uu:ller.xlu
Senus Pavanasales ...,
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‘Purax Ap. .......
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Pclograma LV, . ieeieneese
Pretugraing l(t.lm;.ulu crenerons
CisbUgranla ooovivenccaanens ceve
Usselrograma ... ...

Mo ratia BHAEAl . oieennes
Sudogranin
Pelvanetria
Eaotuen, Eitomako y Duodet:o.
Intesting Delgado
Culvn
Clulescistogratid Oral L.eceecees
Cotee'stugvalia 1 V.,
Cotinpiugrima O;uruwuo
Colangioprin  los-uperalorlo,
Cotangopringt Fercutaney
‘Traoah
TN\seredtogralin
Am.-uu;ullu de Mluumox SE
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Int., .......
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Servicio Espccinlista

Cutvues Culunivn
Tormogrnma (por secclon) ..... 15.00 5.00
Retruncuminoperitoneg ...... 0.0 60.W
Carbuangiogralia .............. 80.00 00.00
’ RADIOTERAPIA
colones
_ Aplicaclones Superficlules, por cada
Y 2 S 5.00
Terapla Convenclonal, aplicacion di 400
Rads C/U ..vvvvvrvinerronnnnenns 8.00
Aplicaclones de¢ Cobalto, 400 Tads cada
(173 [+ J eeseeeaes fereeeans §8.00
Por cada Aplleaclon de Radlumm (00
me. x 100 hCras) .......ocveiiiniinnnn 100.00
No Incluye derecho a Sala de Operaclo-
nes, ni anestesia, n) . transfusiones,
nl pensionade,
MEDICINA NUCLEAR .
Captaclon de I-131 a las 2 h. y lus 24 h, 25,00
T3 T4, 0 ITL ......0c.iu vesseensaes  25.00
Centellograma del Tirodes ..., ve.  40.00
Volumen Sanguingo y Pliemidtleo .. ..., 35.00
. 25.00

Determinacion de fa Musa Celular Roja, .2
Supervivenc!a Giobular con Cromiun 51, L0.00
Estudio de Ia Regencracion de los Qld-

hulog Rojos ........... Ceriesreraes .. 50,00
Pruebha de Schilllng ... ... ...t ... 50.00
Centellograma Hepacesplenleo ......... . 150,00
Centetlograma Cerebral ... .. ferieeaes . 150.00
Centellogramn Renal o.oovviivennnen ee. 150,00
Centellograma Palmonar .............. 150.00
centellugrama del Paratlroides ........ 100.00
Centellograma Cardiaco ....o.vvvveanne 150. 00
Cenfellograma Bazn .. .. ooieiieeaes . 150.00
Centellograing de Pancicas .......oevie 200,00
Jtenograma Ja0lopleo vvveeiiiiiiiiien 100.00
Placentografias ......... Ceereaes Cevene . 60,00
Centellograma OSCO ...vvvevvetvinnnn 150.00
Estudio d2 (ltierro 59) en ¢l Plaxma y

Glabuloy ROJOS . ..vri e 50.00
Prucba de [nsuficiencia Funcredlica y

Mal Absorcidn Intestindl oo aeeeen 75.00
Rastreo Corpural oooeveenerines Ceeenas 150.00

HEMODIALISIS
Por cada sesion de Hemodidllsls ... ... 50.00
Este preclo solamente tncluye ¢l serviclo

del téenico v el uso del aparito de he-

modialisls. Pudos los maderiales necee

suriox corren u cucnta det Interesado.

Se cobraran al costo, nids un recargo

del 50%.

' CARDIOLOGIA
Por catla Elcctrocardioerama ........ . 20.00
Por cadia Fonoeardiograma oooeeeee vee 15.00
Por cadit Angrocardlograma c....... ... 150.00
Pur cada Prucba de Esfucro ......... 4000
Por cada Citeterismn Intracardiace ... 600, 110
Pur cada Cardwoversin ............ ... lUNL00

NEUMOLOGIA
Rronenscopia  (rinfdQ) oo ... 35,00
Fibrescupia (flexible) ooovevenannenn . 175.00
Eate precio Incluve: El uso de In saln

y del aparatn. Los materlales necvst-

tas ce cnbrirdn al conto mas el 50

del reenrfio,

Prucha de la Funclin Pulmonar ... 50,10
ELECTRODIAGNOSTICO
Elcclroencefalngrantis ...oovveneniines . 0u.0n
EcorneclalOgram ..o i iainesae 50.00

Audiometria Shinnle, Adaptacion y Re-

clutamiento SISI ....... deveeneinnns 12,00

NIglagniogralid . ..o.ooceveiiveansniions 100.00
ANATDMM PATOLOGICA

Dlopsins .....oiiiieinn e eaeesaanes “.. 40.00

orlas Medlanas. 35.00

Estutho de Plcezas ‘Operal

ANATOMIA PATOLOGICA

Estudlo de Mezay Operatorias O:'.mdu. cq;:)":m
Autopsing sin Fines Medico-legales ... 80,00
Embalsamamiento de un Cadaver, por

simiple Inyecelon ............... evess 300.00
Embalsamamento de un Cadaver con

Evisceracion ... ceaven eesaes cesess. 500,00
Cilowgia Exfollatlva Vaginal ......... 10.00

FISIOTERAPIA
Mecanoterapia, cada SeSian ..a....... §.00
Corrientes Gulvénicas, cada sesion ..., 5.00
Corricntes Alternativas dn Daja  PFre-
cuencla, cade sesidn ... ..ovee., £.00
Corcientes Sinusoldnics, cada scsion ... 5.00
Corricntes de Alta Frecuencla, cnda se-

SIOn ... iieeieieneen 5.00
Ultraviolclas, cada sesidn ............. 5.00
Iufrarrojos, ecadn seslén .....oovvenne 5.00
Inductatermia, coda sestdn ........... 6.0

ODONTOLOGIA
Consultas ....... 3.
EXLFACeIOnNes . .ovvievroevonnasnersonanns 5.up
Profadaxts Denbal .. onieiiiiniiie e 15.1K)
Outuraciones de Amalgama de Plala

(SUNPIES) tuiiviiiiiiienens Cieeaeians 15.00
Outuraciones de Amalgama de Plata

(COMPICIAY) vt dinreannsnnsneenees 4000
Onturaclones de Stldeato ............. . 15.7
Tratamicnto Perlodental slmple (detars.

14+ 113 I e rreenenene aun 20 00
Tratamiento Periodental Complejo (u-

25.00

K Teeeesneserion

DISPOSICIONES GENERALI:g
Serviclo de Pensiouudo

retajc)

1. Los Scrviclos Naclonales de Sejyd del M-
nisterin e Salud Pabbica que dlspugpa de fns-
talaciony,  adecuadits proporeinnira gy aslstencia
medica cn Penslonados Especlules y Generals,

2. Kl Minlsterio de Salud Pablica deteeminga
rd los Incales v su numern, que pueden dar sere
vicio de Pensionado Especial y ensionudo Ue-
neral en cadde establechulentn de ncucrdo cop

sus lostalaciones y recursos,

3. Todos los medicos que tengan rombra-
wilentn camo milembras del Querpo Médlen Ace
tivo Cuerpe Mdédico Consultive Cucrpo Mdédican
de Curlysia y Cuerpn Méihivo Honorarlo de o
hosutates v centrus de salud (Arhicuatuos Nas, 41
v 14 ) Replamenta General de Hospilabes del
Minister de Satud Piibhiea vy Aslslencla Soclal),
podran atender a suy paelentes privades ca el
servicln  de penstim excepto los mitmbreos  del
Cucrpn Mddien Residenle que por la naturalcea
fhe sus crios, exbivn taldbnlos de ejercer 1 proe
fesion en forma privada (Arl, 49 del Reelamen-
to arriba eitado v lug que por fallas cametldas
en o eercitio de su prolesidn hayan sldo Sus-
pendidus como Lales,

Tedas 10os Otnntdlogny que engan nombrue
miento coma mi-mbras (acullatlves de los hos-
pitales y conbrns de salud, podedn alender a sus
partentes  prvich en ol seeviclo de pension,
exeeply las miemibros facullatlvos que por (allas
comelidas en o) gjereleio de su profesion hayan
sido suspendidig eomn talos,

4. Todn raciente do penslén tendrd su nié.

dicn privada. Loy axistentes de resldentes, médl-
vs ulenderin a

"cag revidentes o jvfes go resident

los pacientes del serviclo de penslonido unica-
mente en €asos de urgencla y sin remuncraclion,
para mlentras lega su médico prlvado.

5. Lus profesionales ospeclalistas que practl.
quen los examenes, cstudiod, aplicaciones ¢ Ine
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terpretiiciones yue liguran las secctunea de
IOTERAPIA, MEDICINA NUCLEAL, CAlle
DIOLOGIA, NEUMOLOGIA, PLECTRODIAGNGS-
TICO, ANATOMIA PATOLOGICA ¥ QUONTO-
LOGIA tubrardn coiny hunuranes  proleawnae.
les &l 40% de estas Larias.

8. El acrvicia av punsionidu consistird bl
sicamente en; alujamiento, servicius generales
de enlerineria, Juncntacion 8 1o pacicutes y
fupu de cauma.

9, Para los cfe
¢l dig vn (o3 hwp
compulard  duade
gracclon muyur de 4o

dia,

n. Al efectuar lu lquidacion de la cuenta, 38
. devalverd ul Intereaado ¢l excedents del dinero
dejudo en deplol.

b Se permmite 1o permancncla de un acome
pananate y 4 cuntratacion por cucita ael pacien.
le de ulld vnfermeéry capeetal, sin derecho a ca-
na y alinentacion que Serugl papadaa stgull e

(us tarifas.
SALA DL OPLRACIONES

10. Para los eféctos de et reglamentacion
s¢ oestablecen las alpulentes dehaiciones: Cirue
pi1a  Mayur: se conaidera cumo Cirugia nayor
aquella en lu que el paciente ol sutetido 2 un
seatanientd Cruenly Quu supvibc rlcagy par »d
vida y que requitfe habitualimente atentioi (usle
operatona. kEn =atus Cas0s tun frecucneid se pe-
nelra en tus grandea cavidaduea del otgunuing
{¢cranco, torux, o abduiien); ¢ vatirpian Ory -
us, ok coragen ltalunus o delestos v s Inter-
vicus subre nueibres o pafle de 1oy Mmianos
(ampulaciones, resteciunes, correeciunes 0 repide
ruciones) Cirugia Menor: st considera civupets
menor, nguela =i lu que vl pdaente vs 0eddu
aun teatanuenw cructo que 00 Jmphed  un
plesgs hinpurtante para su vida, ¥y Gue ubitual-
mente no requicre internacion pusterir, salvo
fazines ajends 4 lu pperacion, (Fesdenctd rural,
aeceatdiad de curncidhes fepetidas, €lc). Ejeni-
plos de clrugiu tcnod: Abtitura Yy Ufenye de
flieaca, extirpacion de Bpuintaa O Gusles uper-
ficiales, sulufas Gt la piel y Wepdo celular, apli-
caclon de neumflorax, punuioies ruguideds,
pleuraica 0 abaousnales, enduscupidy y uxirac-

clun U0 cucrpus extrusius.

clug de aplicacion de tanfas,
Wiles y centrus de aalud se
lus duce horias Y vuulyuler
nulds o cuntarh como ull

clidus a tratanientus

13, Los pacientes s0in
{ huapital 0 centro de

quirurgicus en lus salas de
silud, que posteriormente, i Wiasladadny 3
lug penslunudus, pagiiug s durechus do skt do
vperacivies confurine ln dispwicion anberiut,

orhos

§2. El pevsonnl que trabaje tu tl Minnalerio
de Salud Publica y cn Wuds aus dependentns,
gozarin de 1 msutencid medico-hopitalarid,
confurme o rexulan Ly Divpusciviies sunerales
de lu ley de Preanpuesio Guneral, cun un des-
cuenlo dul cincuvithy pur cleaty (e valiny banifas.

13, Estas tardas y l)ianq.ucimu-s Generdlt'y o8-
turian en vigenvis ocbu dis dieapuse de U pu-
plicaclén en- ¢l Dlarw Otlelul,

) Quedan  devagadis todas b lerifis ante-
riores (e ljmcnmuh-cumcmus deprendicntes del
Mintenio dieSalud pubhicit y agueilas rriulacio-
fus que de spongan a 133 presuaies. — Coumuni-
guise. (Rtubricdde rur el svnor Fresdente ae Ia
Republicn). EF Minkstro i Silud Publica y Asls-

Acuciuo NY 2310.
San Satvadur, 7 de septicinbee de 1970,

En vista de quu ¢l lng. Alfredo Swoie
Aquinu, Cirector de 103 Scrvicios lmnulm:.trznl‘;l
v_usluel Minsicrio de Sidud Publicd y Aaiateticia
Sutiul, :.c le ha cuoncsdido licelicid cemusicruda
del ¢ al 28 de seplicimbre en culan, cuil inlive
de una Mzl olicial enl ¢l exlenior, segull Acucl. '
do NY 2470 de 3 aul corncnle, ¢l Podr Elsculive

ACUERDA:

autorlzar ol Lle. 1sidve Anistides Canus Vianu
pari yuv ¢n Su caracter de Director 1nterlno du
jus serviclos Adminbstrativos del cltado blnlstes
fio, Hone en ol duacnipen de U Cufygu, dutulity
¢l lupmo Indizado, cucreapondenciy de iera brbe
nilte, guednpay Wwmblen wutuflzade paru fHrinuf
soflcitudes ge fuciusion y Guacuasc0 de Laventurto,
solicitudes e matneulus de veluculos y truta-
cripaunes de wCuLlbs pjtcubivua, usi Lol fue
suluciones o pruvidencis previsiieliie autuiia-
aus pOr lus seorea Minbuo y dSubacerelaniv de
Salud Publies y Aslatencla Suclid . —Lusiiutigues
st. (ftubricado por &l acnor Presidentel . ko dU-
wstro del lamwo, AGULLAR OLIVA.,

T—

MINISTERIO DE OURAS PULLICAS

o—

KAMO DE OLItAS IFULLICAS

Acuuido Ne 314, Pulucio Nactonuld:

Sas Salvudor, g de septicmbre do iv14.

De coamraudad con 103 Contratos Nos. 80
(L. Q. Reswucion NY 86/700 Y N ud L. G Hte-
sotucion N® 807760 dictadus pur lu Provevduaia
Lapecilicu ¢ ODIk3 Publicas, ua diy vchiv y
vetisiete 4o julio pisaado, gespectivaiiiente,
Fuder Ejecaiivd ACUERDA: uutonizas 2 la DI-
receton Gemsral de Teaoretia para yue, Cull Cifgu
a4 las  Clday 'lo—uuo—-zs—.wz—zu-:suu—uw—
yil=—1d), fugraul Vias Urbunuld tGuea-uid}
y 1= UU—d—3U | —33= JUl—U11 =131, Progiama
Evaluncion du flecuraos punerales del Presupuca-
(0 General sugente, pdpus B u floana Xerox
de 1 Sulvisdur, 3 A. dc C. V., repreacitada le-
galinente  pud el schor Scpuisinuiilg Brett, lux
cantidades &el noveiciibos actiliba ¥ MIL culolies
yeibicuics entavos (¢ PIL.25) (RE Ichiauall-
dades yeheuds de cientu tieinla y ocho colunes
sebentis y couw cenbiyu W 10 5) cadn wi tae
fante el perwdo ded prhiery do Jumu ul bl

y ul de digganbise de cale anv, valur dol arceus
danento de s Muaguliu Cupuaduin warea Xee
. mudelo God, para cl Prugraing Viaa Urbaiikd
(Goea-id) ue la Duceclun General dJu Uibaula-
e y Arguitecturu, ¥ dus 1l actecientiey coluties
W 2.0 Nnichaushdades vencidus de dua-
cientos Quinee colones W 215,00 cuddi uil, du-
Fante €l periede del wrinery Jde cueso uwl 31 de
Wicibie del wno ci cursv, valur ael arrenidae
micnto de uid Maguiua Cupiudurd Xerux Y14,
para servicio &l Conlro de Jnveatipuclones Geu-
Leciicas, Para dir complhmiento d estus cutliro-
nusos da Diregaion de Conlabiidad Central del
Minterio de fiaciendu conatituyo con  fuchi
yveinhiatis de me febisiv Uu cale
ann  lia Ressrved de Credila Nus. J-34-A/183/
v/ llld y N V0730620318, yeapectivainvuie,
scpun consta «n jas suliciides pard Cuipiouiiae
av Pondus del catuiee du iy y veints de enciu
de usbie (lane uio. ~_Cusswinguear. {lubiicady
por el senor Presidente de W lepublicad. Bl Mis

. y Hews ‘it;M“\N. -
piabey de Obrd Pullivad, & ' e




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

Central Si Si 1.600.00 96,000.00 60.00
Hipotecaric Si Si 1,0600.00 229,877.00 229.88
Decarrolio Si- Si 260.00 25,000.00 96.15
Capitalizador Si Si 609.00 240,000.07 394.09
Salvadoreno Si Si 2,000.00 +.500 ,500.00 750.00
Financiero Si No 0.00 0.00 0.00
Credito Popular Si Si 2,600.00 644,390.00 247.84
Comstcio Si Si 700.00 72,000.00 102.86
Agricola Si Si 900.00 387,498.70 430.55
Fomento Industrial Si Si No data 215,346.88

Mercantil Si - Si 219.00 48,677.00 22227
Cuscallan Si Si 2,246.00 210,000.00 93.50




APPENDIX H:

Page 2 Of 2
INSTITUCION COTIZA ISSS OTRO PROGRAMA PCB. CUBIERTA COSTOS (coL.) PROMEDIO/PERSC.
(B) AHORRO Y PRE.
Central Ahorros Si Si 225.00 22,000.00 97.78
Atlacatl Si Si 280.00 12,000.00 42.86
Aprisa Si No
Crece Si Si 94.00 51,931.43 55246
7?7 Si Si 258.00 80,000.00 310.08
Ahorromet si Si 526.00 ' 48,984.00 93.13
{C) GUBERNAMENTALES
Bienestar Magis!. No Si 125,000.00 18,000,000.00 144.00
M. de Hacienda Parcial Si 2,100.00+ 100,800.00
CEL A Parcial Si 10,000.00 9,000,000.00 900.00




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

Central Si Si 1,600.00 96,000.00 60.00
Hipotecario Si Si 1,000.00 229,877.00 22988
Desarrolio Si Si | 260.00 25,000.00 96.15
Capitalizador Si Si 609.00 ' 240,000.00 _ 394.09
Salvadoreno Si Si 2,000.00 1,500,000.00 750.00
Financiero Si No 0.00 0.00 0.00
Credito Popular Si Si 2,600.00 644,390.00 247.84
Comaercio Si Si 700.00 72,000.00 102.86
Agricola Si Si 900.00 387,498.70 43055
Fomentlo Indusirial Si Si No data 215,346.88

Mercantil Si Si 219.00 48,677.00 22227
Cuscatlan Si Si_ 2,246.00 210,000.00 93.50




APPENDIX H:

Page 2 Of 2
INSTITUCION COTIZA ISSS OTRO PROGRAMA POB. CUBIERTA COSTOS (COL.) |PROMEDIO/PERSC.
(B) AHORRO Y PRE.
Central Ahorros Si Si 225.00 22,000.00 97.78
Allacatl Si Si 280.00 12,000.00 42.86
Aprisa Si No
Crece Si Si 94.00 51,931.43 552.456
M Si Si 258.00 80,000.00 310.08
Ahorromet Si Si 526.00 ' 48,984.00 93.13
(C) GUBERNAMENTALES
Bienestar Magisl. No Si 125,000.00 18,000,000.00 144.00
M. de Hacienda Parcial Si 2,100.00+ 100,800.00
CEL Parcial Si 10,000.00 9,000,000.00 900.00




