* Private Health Care Providers
* Employer-Provided Services
* Innavative Investments and Transfers

Promoting Financial Investments and Transfers

PROJECT PERFORMED FOR

U.S. Agency for International
Development (Office of Popuiation)

-
Deloitte &
Touche
A
Delo.tte Touchn Tohmatsyu international
In assocation with

Boston University Center tor Internat:onai Health Multinational Strategies, Inc Development Associates, Inc Farmily Health International



PRCFIT

Promoting Financial Investments and Transfers Suite 601

1925 N. Lynn Sireet
Adington, Virginia 22209

|

ASSESSMENT OF
COMMERCIAL SECTOR
OPPORTUNITIES FOR FAMILY
PLANNING AND BASIC HEALTH
CARE IN EL SALVADOR

Conducted by the PROFIT and Initiatives Projects

December 1994

W. Timothy Farrell, Ph.D., (PROFIT)
Lisa Hare, MPH, (Iniatives)

James Rosen, M.A. (Developmert Associates)
Mario Ganuza, MBA

Patricio Mugueytio, M.D., Ph.D.

Deloitte Touche
Tohmatsu

A

Doloitte Touche Tohmatsu Intemational
in association with:

Boston University Center for Intermational Health Multinationat Strategies, Inc.

Development Associates, Inc.

Telephone: (703) 276-0220
Facsimile: (703) 276-8213

Farnily Health Intemational

(\



TABLE OF CONTENTS

ACRONYMS

EXECUTIVE SUMMARY ..................... ettt

VI.

PRINCIPAL FINDINGS and RECOMMENDATIONS ..................

A FINDINGS . . ... e e e e

INTRODUCTION .. e e e et e et e
A. MAIN PURPOSES OF THE ASSESSMENT . .................
B. METHODOLOGY EMPLOYED . ..... ...ttty

PROVISION OF FAMILY PLANNING AND HEALTH CARE SERVICES IN

ELSALVADOR .. ... ... . . . e e
A. OVERVIEW .. . e e e i e
B. INDIVIDUALPROVIDERS .. ... ... .. i iy

THE MARKET FOR FAMILY PLANNING AND BASIC HEALTH
SERVICES INEL SALVADOR . . . ... ... .. . i it

LEVEL . . o e e e

ASSESSMENT OF THE POTENTIAL FOR INCREASING THE
INVOLVEMENT OF THE COMMERCIAL SECTOR IN BASIC HEALTH
AND FAMILY PLANNING SERVICES . .. ... ...................

A. EMPLOYERS .. ... . e
B. AGRICULTURAL COOPERATIVES . ... ... ... i

EL SALVADOR’s ECONOMY :AN OVERVIEW OF THE COMMERCIAL

SECTOR AND BASIC HEALTH AND FAMILY PLANNING ACTIVITIES ..
A. BUSINESS CLIMATE ... . . . ittt e e e e
B. LEGAL ISSUES AND CONSIDERATIONS  ................
C. SPECIFIC FAMILY PLANNING IEGAL AND REGULATORY ISSUES .

49
49
50
51

\)



VIl. PRODUCTIVITY: THE MOTIVATION FOR THE COMMERCIAL
SECTOR TO PARTICIPATE IN THE RESTRUCTURING OF THE
NATIONAL HEALTH SYSTEM ... ........ .. ... ... ... .......
A. BASICISSUES . .. ...
B. COMMERCIAL SECTOR RELATIONS WITH THEISSS ..........
C. POTENTIAL AREAS OF PARTICIPATION FOR THE COMMERCIAL
SECTOR. .. e e
D. OPPORTUNITIES IDENTIFIED IN SPECIFIC ACTIVITIES WITHIN
THE COMMERCIAL SECTOR . . ... .. ittt
APPENDICES
A REFERENCES CONSULTED
B CONTACTS
C GRAPHS
D TABLES
E SCOPE OF WORK - PROFIT

SCOPE OF WORK - INITIATIVES

v



ADS

AMSE

ANEP

ANES

ANSAL

ANTEL

ASI

CEL

CLUSA

CsSsp

GIDRHUS

GOES

HMO

HPN

IDB

ISSS

ACRONYMS
Asociacion Demografica Salvadorena (Demographic Association
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EXECUTIVE SUMMARY

Background

This assessment was undertaken in respense to a request from USAID/ES/HPN in
order to fortify its understanding of the commercial sector and potential
opportunities for commercial involvement in both Family Planning and Basic Health
Care activities in El Salvador. Two requests were made: one to the PROFIT Project
and another to the Initiatives Project. Since the scopes of activities overlapped to
a considerable degree, it was decided to form an integrated team from both
projects.

Main Purposes
This assessment has five mair. purposes:

® Describe and assess the provision of family planning and basic health care
services provided by the private, commercial sector in El Salvador

® Assess the potentia!l foi increasing the incorporation of family planning
and basic health services in the private commercial sector

® Determine the financial (and other) vehicles by which such incorporation
might be enhanced

® Describe the policies of government entities with respect to service
provision and decentralization

® Provide findings and recommendations related to enhancing the
commercial sector’s potential in providing family planning and basic health
services

Assessment Activities

The team fielded consisted of five professionals with skills in family planning, basic
health care, management, finance and economics. Field work was conducted
during the period 26 September - 6 October, 1984. Face-to-face interviews were
conducted with 54 entities principally in the commercial sector, but also including
senior representatives from relevant agencies and ministries in the public sector in
order to establish the environment in which family planning and basic health care
currently takes place. In addition thorough reviews of available statistical literature



were conducted to understand present health-seeking behavior and project future
possibilities.

Principal Findings - Brief Summary

1

The economic climate in El Salvador is good. Growth estimates run from
5%-8% over the next five years.

Family Planning and Basic Health Care is predominantly provided by the
public sector (including the Social Security Institute).

Considerable numbers of "middle"- and "upper”-class women use public
sector health and family planning services.

There is wide recognition by employers of the relation between productivity
and a healthy work force.

Some large employers are duplicating Social Security services due to
perceived loss in productivity due to delays in patient attention and related
factors.

There is an apparent over-supply of physicians and ar over-concentration in
the San Salvador Metropolitan Area.

There is an under-supply of nurses and their legal ability to act as family
planning and basic health providers is very limited.

The concept of managed care facilities is poorly understood.

Insurance companies are providing (limited) group health insurance coverage.

Principal Recommendations - Brief Summary

1

2

Encourage the establishment of managed care organizations
Encourage continued linkage of employers with Social Security

Consider "pooling" of mid- and small- enterprises to qualify them for group
insurance

Identify credit resources or establish "guarantees” for young physicians who
practice in under-served areas of the country



5 Strive to enhance the training and roles of nurses as family planning and
basic health providers and permit them to establish private services

6 Encourage the establishment of a "business" or health management
curriculum within medical schools.

7 "Free Zones" should be exposed to various modalities, including on site
clinics, group health insurance, etc.

8 Information needs to be obtained on the "informal" sector as they are not
covered by Social Security

Conclusions

In general the climate for increasing private investment and involvement in basic
health care and family planning service is good. The economy is on the rise;
employers recognize the relationship between health and productivity; some
insurance companies are less risk aversive and are writing group health policies;
some collaboration is under negotiation between the government and the private
sector with respect to health issues.

On the other hand, the process is bound to be slow. As noted below, in the
detailed list of Principal Findings, there are numerous obstacles that will need to be
overcome before the private commercial sector absorbs a substantial portion of
basic healthh care and family planning. Nevertheless the analyses and findings of
this assessmen* tend toward an optimistic point of view.



I. PRINCIPAL FINDINGS and RECOMMENDATIONS

The assessment examined both the supply and demand aspects of commercial
delivery of family planning and basic health services as well as the general

environment in which the commercial sector operates.

The findings highlight the

opportunities and obstacles to expanding the commercial sector’s role in providing
these services. The findings are outlined in the following tables.

A. FINDINGS

PRINCIPAL FINDINGS

OPPORTUNITIES

OBSTACLES

ENVIRONMENT

Favorable Policy Environment
(Both MOH and ISSS support private
sector involvement)

Limited role for non-physicians,
especially nurses

Lack of coordination in health sector
between public and private
commercial sectors

Economy is growing by 5% plus each
year, with much of the growth in the
formal sector

Limitation on percentage of overall
population who can be covered
through employers

Banks have excess liquidity in the
short-term (money to lend)

Medical cooperative has experience
lending money to pnysicians and has
about 1% default rate

Perception among lenders that
physicians are high risk borrowers
because of lack of business-like
orientation and business experience

IDB will be funding social sector
reform efforts which may be mean
availability of funds for private sector

Possible difficulty of donor
coordination between USAID, PAHO,
IDB and WB.

National business associations exist
with technical capability to carry out
studies and promote the idea of family
planning and basic health services, and
develop awareness among employers

Low participation of commercial health
providers in business associations and
dialogue

Lack of common language between
providers and business community




PRINCIPAL FINDINGS

OPPORTUNITIES

OBSTACLES

Good local technical assistance
capability to carry out studies (e.g.
FUSADES, FUNUNGO)

Lack of demand information on
willingness to pay, etc.

Inability or unwillingness of
government to act on issues raised

Lack of Regulation in both the health
sector and insurance industry (open
market)

Lack of Regulation (no quality
standards enforced)

ISSS reform efforts (potential of 1ISSS
clinics in factories, sharing burden of
providing health services to
employees; contracting with privata
providers)

Perception by employers that they are
paying twice for health benefits
(through ISSS and private insurance)

Resistance from ISSS employees and
physicians to reform efforts




PRINCIPAL FINDINGS

OPPORTUNITIES

OBSTACLES

SUPPLY

Existing institutions within the
commercial sector (providers and
insurance)

Curativ. orientation, specialty focus

Target higher income groups

Perceived low quality of services

Lack of management experience
among private providers, ISSS, MOH

Large number of new physicians
graduated each year

Lack of information on alternative
organizational structures: HMO, PPO,
group practice, etc.

Focus on specialization; individual
practice

Over supply of physicians in
metropolitan areas

Lack of incentive to establish practices
in rural or under-served areas

Nurses qualified to provide family
planning and basic health services

Under-supply of nurses

Inadequate training facilities

Lack of autonomy, e.g. no nurse-
practitioners

Pay and advancement limitation

Younger physicians appear more
responsive to market pressures

More established physicians less
responsive to market pressures

Well developed pharmaceutical
industry, distribution networks

Low import tariffs

Employers and private providers may
be more willing to provide family
planning services if they can have
access to subsidized contraceptives
through the social marketing program

Social marketing program makes
contraceptive market uncompetitive,
pharmaceutical industry unwilling to
enter market




PRINCIPAL

FINDINGS

OPPORTUNITIES

OBSTACLES

DEM

AND

Majority of employers contacted were
providing some health benefits (either
through group insurance or private

provider contracts) in addition to 1SSS

Most benefits focus on curative
services

Low wage earners often not covered

Majority of employers contacted
understood the importance of
preventive and family planning
services as a means to address issues
of absenteeism, etc.

Lack of options and incentives for
developing preventive and family
planning programs for employers, e.g.
HMO, PPO

Existence of well organized agricultural
cooperatives and cooperative
associations with existing
infrastructure

Limited existing health delivery
systems which target cooperatives,
especially rural cooperatives




B. RECOMMENDATIONS

The assessment team has tried to organize the recommendations around common
concepts or themes. Nevertheless, it is recognized that there is overlap in many
cases. While we believe there is considerable fertile ground for involvement of the
commercial private sector in both family planning and basic health care the
recommendations will not be easy to implement, as noted by the obstacles
articulated in the preceding tables.

In addition, while we have tried to ensure that the analytical framework in the
pieceding table has been incorporated into the recommendations, the
recommendations themselves are at a higher level of generalization.

A..  EXPANDING COMMERCIAL DELIVERY OF BASIC HEALTH AND FAMILY
PLANNING SERVICES

1. Identify and contact young physicians or physician groups who may be
interested in providing basic health and family planning services. Target
dissemination of aiternative delivery models. Encourage linkages with
potential clients (e.g. employers, cooperatives) and private insurance
companies.

2. Work with employers to add basic health and family planning services to
current employee benefits. Consider low-cost health insurance and/or well
managed provider groups tc expand coverage to low-wage earners.

3. Work with insurance companies to provide lower cost packages which focus
on basic health and family planning services, and target appropriate markets.
Encourage linkages with employers, cooperatives, and well managed
providers.

4, Encourage and monitor linkages between private providers and MOHY/ISSS,
under decentralization/deconcentration models.

5. Encourage and lobby for increased role of nurses, especially in the provision
of family planning and selected basic health services.

B. PROMOTING ACCESS TO EQUIPMENT AND PHARMACEUTICAL

6. Identify credit sources or establish guarantees for providers who do establish
managed care facilities to purchase medical equipment and pharmaceutical
This could serve as an incentive for physicians to engage in this activity,
especially those who are younger and have no access to major sources of
credit. Private physicians and hospitals often are not provided credit through

8



10.

11.

13.

14.

15.

importers and therefore must pay cash up front for medial equipment. Thus,
must of the private sector purchases used equipment with limited service
and guarantees.

Encourage local pharmaceutical manufacturing industry to respond to private
sector family planning needs:

a. identify opportunities for private distribution of selected biologicals
(i.e. vaccines);

b. as noted above, SOMARC success has inhibited the industry from
engaging in the manufacturing or importing of contraceptive products.

Consider dissemination and utilization of generics. Imported generics are
generally suspect due to lack of labeling and packaging.

IMPROVING COORDINATION

Improve coordination between private and public health and family planning
efforts. Coordination forum should include private sector (under MOH
decentralization plan, this modality is contemplated at departmental levels).

Maintain close coordination among donor organizations.

Encourage development of a human resource manager association as a
vehicle to create awareness about preventive care and disseminate
information on basic health and family planning services within their
companies

TRAINING AND DISSEMINATICN OPPORTUNITIES

Dissemination of available, actual or potential, information on alternative
health care delivery schemes, e.g. managed care (HMOs, PPOs, etc.).

Increase managerial capacity among private health sector providers (no
School of Public Health or health care management training exists in El
Salvador at present).

Encourage improved and expanded training for the nursing frofession.

Encourage improved rationalization of numbers of individuals admitted to
medical schools.



16.

17.

18.

19.

20.

21.

FILLING INFORMATION GAPS

Increase knowledge 2Lout demand for private health care services in general;
willingness and ability to pay, etc. Additional cata is needed to explore
potential response to managed care systems, etc. This can be done through
market studies, etc.

Statistically assess needs and demands; care seeking behzvior, etc., of the
informal sector

Increase utilization of local consulting capability to carry out research and
other analytical activities.

Identify role of voluntary service groups as an information
exchange/cnordination/networking mechanism, e.g.Lions Club, Rotary Club

Investigate and identify critical incentives to increase private sector
participation.

Investigate with insurance companies the possibility of "pooling” groups of
small and mid-size employers to qualify for group insurance schemes

10



I. INTRODUCTION

The main purposz of the assessment is to describe the economic climate in El
Salvador (i.e. factors relevant to private commercial investment) with respect to
family planning services and product distribution, and basic health services
provision through the commercial sector.

USAID/EI Salvador (USAID/ES), Office of Health, Population and Nutrition (HPN)
requested technical assistance from the PROFIT and Initiatives Projects to provide
an assessment of the commercial sector potential in Family Planning and Basic
Health Services, respectively. Because the tasks had considerable overlap, it was
determined that a joint effort would be the most efficient means of obtaining and
collating the requisite information.

Family planning is defined as the use of methods designed to space or limit the
number of births by women, based on their reproductive intentions and provided
through competent providers with appropriate information. Neither abortion, nor
abortion counselling are considered in this document.

Basic health services are those often defined as "primary health" care, including
pre-natal attention, appropriate immunizations for women and children, and other
early care services related to preserving healthy status of children and mothers.

Due to the conceptual and operational similarities of the requests,, a joint team
was assembled from both PROFIT and Initiatives representing expertise in basic
health services, family planning, management and finance.

This assessment provides an overview analysis of both the public and the private
health systems in El Salvador, and places them within the context of the
contemporary Salvadoran commercial economic sector.

Recommendations made reflect the opinions of both the medical and financial
communities. While there are differences, these opinions tend to suggest that
there are significant opportunities for integration of medical and financial expertise.
It should be noted at the outset, that private, commercial resources are generally
under-utilized. Similarly, public resources are stretched and limited. This report
strives to explicate this under utilization and provide suggestions for change.

It 1s important {0 note that cormmercial enterprises are already taking some
initiative for this, and are incurring "double" expenditures for employee health plans
in the formal sector. Contrary to previous studies in which cost-benefit analyses
were employed to "convince" employers of decreased productivity due to basic
health and family planning issues, the individuals interviewed in El Salvador have
identified this issue and are working to overcome it.

11



Part of the impetus for this assessment stems from the recent Health Sector
Analysis (ANSAL) which recommended significant reform of the public health
sector (1994). In addition it is part of a larger trend in USAID/Washington to
encourage commercial investment in basic health and family planning sectors on an
international scale.

The Scopes of Work (SOW) submitted by PROFIT and Initiatives are detailed in
Appendices E and F. The similarities between the two are obvious. One change
should be noted, however. The Initiatives SOW, paragraph 2(a), indicated that
NGOs/PVOs would form a significant part of their activities. At the initial briefing
with USAID/ES/HPN, it was stated that the main thrust of this team’s activities
was to be directed solely to the commercial sector!

A. MAIN PURPOSES OF THE ASSESSMENT

The main purposes of the assessment are:

L Describe and assess the provision of family planning and basic health
services in El Salvador, focussing on the private commercial activities
and

° Assess the potential of incorporating family planning services and

products, and basic health services, into the commercial sector

L Determine the kinds of financial vehicles by which incorporation of
such activities might be facilitated

L Describe legal and regulatory restrictions and opportunities to the
incorporation of these services into the commercial sector

° Describe the policies of the Ministries of Health and Planning with
respect to decentralization policies and plans

L Provide findings and recommendations related to commercial sector
potential in family planning and basic health services

In addition, at the debriefing with USAID/ES/HPN on Thursday, October 6,
the team was requested to include a Follow-on Work Plan for an incoming
design team which will be responsible for the Social Sector Reform Project
Design (SSRP) which encompasses both the health and education sectors.

1 It should be noted that a separate technical assistance team is working parallel to the PROFIT/Initiatives team with
the specific mandate to evaluate the PROSAMI Project, an umbrella organization which provides assistance to local

NGOs.

12



USAID/ES indicated that this $15 million project will emphasize the Ministry
of Health (MOH) decentralization plan, and will work in collaboration with
major funding from both the World Bank and International Development Bank
(IDB).

B. METHODOLOGY EMPLOYED

The assessment focused on the commercial sector, only interviewing other
entities and sectors: (the Ministries of Health and Planning, the Social
Security Institute (ISSS), a major NGO, university schools of medicine and
professional associations)) as appropriate, to determine the environment in
which the commercial sector operates. The team broke down the
assessment into twelve broad groups including associations, employers,
insurance companies, pharmaceutical companies and public sector
organizations. A complete list with specific contacts within each group is
outlined in Table I.

Groups that could provide a broad picture of their specific sector and
potential additional contacts were interviewed as early-on as possible.

These included the Ministry of Health, commercial associations, professional
groups, and key individuals. While the interviews were unstructured,
interview guidelines were developed for the more specific groups such as
employers, providers, insurance companies and pharmaceutical cormpanies.
The guidelines provided a tool to ensure that similar types of information
were collected at each interview.

Typically a two-person team, comprised of different skill areas (e.g.
health/family planning professional and, commercial
sector/management/financial expert), interviewed each contact. This
provided a dual perspective for the interview. Detailed notes were taken at
each interview, reviewed and revised by each person who attended the
meeting and then disseminated to the other team members. These notes
formed the database for the assessment, and were analyzed to form the
major findings and recommendations.

A total of fifty-four (54) entities or individuals were interviewed. Only four
entities were unable to meet with the assessment team. Table | provides
the categories of entities represented and the names of the organizations
represented by the individuals interviewed.

It is important to note that the content of this document is based principally
on triangulation of qualitative interviews, rather than survey or statistical
data. While this type of data collection and analysis is basically subjective,
it is substantiated by the qualifications and experience of the team members.

13



Team Leader: W. Timothy Farrell, Ph.D., Director of Evaluation, The
PROFIT Project

Lisa Hare, MPH, Program Director, The Initiatives Project, John Snow,
Inc

Mario Gainuca, MBA, Independent Consultant
Patricio Murgueytio, MD, Ph.D., St Louis University Medical School.
James Rosen, MA, Development Associates, Inc, Arlington, VA
Daily meetings were held among team members. Information was cross validated
and challenged. Thus, while this effort is based on qualitative information,
satisfactory cross-checking and analysis was performed by the team members to
provide confidence in the findings and interpretations.
Further, as can be determined from Table |, the variability of interviewees cross-cut

the medical, economic, insurance and financial spectrum of the current Salvadoran
environment.
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TABLE I LIST OF CONTACTS BY CATEGORY OF ENTITY

LIST OF CONTACTS BY GROUP "
ASSOCIATIONS BANKS AND COOPERATIVES EMPLOYERS

FINANCIAL
Associacion Banco Salvadoreno | URCAPROBEX Compania
National de {(Union de Cafe) Azucarera
Empresas Privada Salvadorena
(ANEP) (CASSA)
Camera de Banco Central Cooperative HILASAL
Comercio League of USA
(CLUSA)
Assn. Salvadorena Multi Sectorial* FINCA (credit TACA
de Industriales association)
Assn. de DIDEA
Aseguradores
Assn. de Sigma
Farmacueticos
Commision de CIDEMA
Desarrollo
Azucarero
Prieto, S.A.
El Pedregral* *
El Progreso**
Constancia
Bon Apetit
Shell
* Banco Multisectorial de Inversiones (a new division of the National Bank)

* % Free Zones

15




TABLE | (Continued)

LIST OF CONTACTS BY GROUP ||
rﬁ__—'—T_“’_"——_
HOSPITALS INSURANCE NGOS PHARMACUETICAL
PRIVATE COMPANIES PRODUCERS &
DISTRIBUTERS
Centro de Ase Suiza Assn. DADA
Diagnostico Demografica
de
Salvadorna
Hospital de la Centro Americana | Fundacion Lab. VIJOSA
Mujer Masquilihuat
ADS-Profamilia Pan-American Life | Fundacion Lab. ANCALMO
Insurance Co. UNGO
(PALIC)
Medicard FUSADES Codifarma
Salud Total C. Imberton
Stadler

16




TABLE | (Continued)

“ LIST OF CONTACTS BY GROUP ’

PROFESSIONAL PUBLIC UNIVERSITIES OTHER

GROUPS

SECTOR

Colegio Medico

Ministerio de
Salud Publica y
Asistencia Social
(MSPAS)

Univ. de El
Salvador

INCAE

Assn. Nacional de

Instituto

Univ. Evangelica

Organizacion

Enfermeras Salvadoreno del Panamericana de
Salvadorna Seguro Social la Salud (PAHO)
(ISSS)
Ministerio de Univ. Nueva San Banco
Coordination del Salvador Interamericano de
Desarrollo Desarrollo (IDB)
Economico y
Social (MIPLAN)
USAID*
Clapp & Mayne
* Personal and telephone interviews and informal conversations with:

Health, Population and Nutrition
Office of Planning and Economic Affairs

17




.  PROVISION OF FAMILY PLANNING AND HEALTH CARE SERVICES IN EL
SALVADOR

A. OVERVIEW

The purpose of this section is to characterize the supply of health and family
planning providers in El Salvador, and to discuss several issues affecting current
and potential expanded patterns of service delivery, principally in the private
commercial sector. This section builds upon information available in previous
reports and on the qualitative assessment carried out under the terms of this
assignment.

There are a number of individual and institutional providers of health care and
family planning services in E! Salvador.

L In the private, commercial sector, the most important individual providers are
physicians. Physician supply is increasing rapidly, well above the increase in
population growth rates. Medical schools have proliferated and there is litile
effort to coordinate training activities. Physicians, particularly those trained
in private universities, have a strong specialty care orientation. Most
physicians practice in the San Salvador Metropolitan Area {AMSS), resulting
in areas of effective undersupply elsewhere.

] Nurses play a secondary, but increasingly significant role. Nursing personnel
shortage is a critical problem in service delivery at present. Private hospitals
and clinics are the most common settings for delivery of inpatient care,
whereas doctors’ offices are the most common setting for delivery of
curative, ambulatory care. In general, quality of privately delivered health
care is high, as are its costs. Hence, natural customers of this type of care
are generally the economically advantaged.

] Private pharmacies are important providers of medical advice and play an
influential role in care seeking behavior and drug utilization. Although the
role of traditional providers, e.g. traditional birth attendants, has not been
explored in this analysis, further examination is necessary given their
ascendancy among the urban poor and rural populations.

18



B. INDIVIDUAL PROVIDERS
1. Physicians
a. Supply

The current estimate is that there are about 5,000 doctors in El Salvador today,
equivalent to 9.2 doctors per 10,000 population. There are seven medical schools
in the country and another is being established at the time of this analysis. About
350 new doctors graduate every year from all medical schools combined.

The largest and most important medical school is the Universidad Nacional de El
Salvador (UES), a government-run university. This institution trains the majority of
health personnel in about 10 different areas, including medicine and nursing.
About 5,000 students are presently enrolled in all areas, with about half in
medicine. In the early 1970s the university adopted an "open door" policy. This
resulted in a significant increase in student enrollment over a short period of time,
with no expansion in infrastructure and other resources.

Although increased enrollment and output are not seen as problems by the current
UES leadership because "the country requires more physicians and nurses,” the
medical school is moving towards rationalizing student enroliment. An annual
entry quota of 300-400 new students was established over the last 2 years, with
graduating classes of about 250 per year. These quotas were defined in terms of
perceived needs at the national and departmental levels; the public sector’s ability
to provide employment; the university’s ability to offer reasonable training (i.e.
availability of equipment and faculty); and appropriate budget levels. To be sure,
this effort to rationalize physician output is unique to UES, but it is not clear how
the public or private sectors play any role in determining needs or future
employment levels.

UES’ budget basically comes from national resources, and the allocation has not
increased since 1979. It is only recently that symbolic fees have been introduced
to partially support the operating budget. Initially a fixed c¢/.40 monthly fee (US$5)
was introduced, but currently there is a sliding scale fee ranging from c/.0 to
¢/.150 per month (US$17), based on the student’s ability to pay. This symbolic
fee makes up a very small proportion of the medical school's operating budget (no
actual figure was cited).

Universidad Evangelica (UE) was founded in 1980 in response to the temporary
shut-down of UES. It was the first private medical school established in the
country. Universidad Evangelica is a not-for-profit organization offering
professional training in medicine, nutrition, and dentistry. Although all of the
university's trustees must be Evangelicals, the church does not formally support

19



the university. The medical school supports itself largely from students’ fees.
Enroliment costs about ¢/.200/year (US$23) and tuition is about ¢/.400/month
(US$46). Most faculty are young and salaries are kept low. Public facilities are
used to offer clinical training. After seven years of training, including the year of
social service, Universidad Evangelica graduates about 50 doctnrs per year. Many
pursue specialty training, and this is seen as a measure of success by the medical
school.

Another private university is Universidad Nueva San Salvador (UNSS). Its medical
school was established in 1983. UNSS has about 500 medical students, and
graduates about 50-60 doctors per year. It has about 70 part time faculty and
uses a public, 300-bed hospital in Santa Tecla for clinical training. The medical
school charges about c¢/.300/year (US$35) for tuition. This medical school also
has a clear orientation towards specialization.

b. Distribution

Although a first hand, comprehensive analysis of physician distribution was not
possible, simple observation made evident a significant concentration of physicians
in metropolitan San Salvador (about 3,900). The city has a few established hubs
for medical services, where most specialists render services. Other information
indicates that smaller urban areas outside AMSS are slowly attracting physician
practices, as long as they are seen as profit making locations.

c. Types of Physicians

UES emphasizes training on basic and preventive health care, particularly after the
curricular reform adopted about 6 years ago. UES believes new graduates are
demonstrating interest in practicing primary care and may be choosing practice
locations away from urban areas. Nevertheless, as indicated above, most private
universities emphasize specialty training. Most physicians are established in
individual practices. Although some doctors are oryanized in groups, these are not
true group practices in the sense that they may provide one-stop shopping to
customers. Doctors may work together in a location to minimize overhead
expenses, but rarely do referrals within the group, for example.

d. Efficiency

As in many other Latin American countries, a large majority of doctors in San
Salvador, particularly older specialists, have multiple employment sites with a
combination of public sector assignments and private practice. Frequently
physicians may have two or more part-time institutional appointments (a typical
appointment is 2 hours/day), thus they shuttle across the city to meet their
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schedules. Because of this model of high medical mobility productivity and quality
are often perceived as less than satisfactory.

Part-time duties in the public sector, e.g. MOH or ISSS, are often inadequately
satisfied (i.e. a two-hour appointment is supposedly fulfilled in half an hour), with
the ensuing decay in quality of care (i.e. rushed physicians seeing 8-10 patients
per hour). In contrast, the same physicians may spend much more time
establishing rapport and evaluating patients in their private office.

Fees for an office visit to a private specialist may range between c¢/.80-110 (US$9-
13). In comparison, outpatient charges in the public sector (mainly the MOH)
range between c¢/.10-25 (US$1.15-3.0). Private office charges do not necessarily
reflect practice costs of doing business. Rather, they are often established based
¢n the competition or on a subjective assessment of ability to pay by selected
individuals. This assessment allows for some cost shifting. Fee for service is by
ana large the most frequent payment modality. Few doctors provide services on a
capitaicd or on a salary basis. 1SSS has experienced with subcontracting of
specialty, ambulatory services under a capped fee-for service mode. CEL, ANTEL,
and Bienestar Magisterial are examples of other cases where medical services are
purchased for a fee or under a capitation scheme. In some instances, physicians
are salaried employees. CEL functions as an insurance company, negotiating
discounted fee schedules for professional services. With the advent of private
health insurance, some doctors accept discounted fee schedules in exchange for
patient volume. This approach is fairly new and has created some resistance
among older, established doctors.

According to some anecdotal accounts, infrastructure for ambulatory care may be
significantly under-utilized, by as much as fifty percent in some cases. Given the
large number of doctors in AMSS, the relatively limited size of their potential
clientele, and doctors’ attitudes to "maximize income during their productive
years” (38-60 years of age), costs for private medical care seem to be soaring well
above inflation. This makes private medical services increasingly inaccessible to
many.

e. Discussion of current issues
1. Oversupply and Training

From the foregoing, it is clear that production of physicians in El Salvador
occurs in a vacuum with little or no coordination by a responsible agency,
such as MOH or Ministry of Education. This liberal environment is causing
an oversupply of physician of questionable quality, according to some
observers. The public sector is unable to absorb an output of about 300
new doctors per year. In addition, since the predominant orientation in
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private practice is specialty care, graduate training in this area is effectively
limited to those able to travel overseas to get it or to those with influence to
enter into any of the local programs. Doctors are ill prepared to enter the
highly competitive environment of private practice. Medical schools provide
no business training and the country has no local capacity to educate
professional health care administrators.

The majority of graduating physicians face an uncertain future, including un-
or underemployment, particularly in urban areas. These consequences of
oversupply are not readily perceived in El Salvador as in other Latin American
countries. Most of newly established medical practices may be best
characterized as store front operations. These services often suffer from
inadequate infrastructure and equipment, conditions which, added to the
doctors’ poor quality of training, may result in greater risks to consumers.

2 Quality Oversight

Although there are at least two entities responsible for monitoring supply and
quality of professionals (Consejo Superior de Salud Publica and Junta de Vigilancia
de la Profesion Medica), their activities are generally perceived as ineffective.
Existing health codes are very often by-passed or simply not applied.

3 Organization and Efficiency

Private-for-profit physician services are generaliy considered to be poorly organized
and often under-utilized. Most doctors are in individual practice, the least efficient
mode of medical practice. This results from the highly competitive environment as
well as from the limited knowledge about alternative delivery schemes, e.g. group
practice. Inherent inefficiencies, physician attitudes to maximize income, and tend
to drive costs and prices up, making private physician services inaccessible to
many.

An organization with potential to influence medical practice is the Salvadoran
Medical Association (Colegio Medico de Ei Salvador). Its active membership is
about 3,300 physicians, or about 75% of all doctors in the country. Although
representatives interviewed recognize the important role of private practice, they
state reservations about efforts to expand this sub-sector due to the following:

@ A significant proportion of the population (maybe 60%) lives under
conditions of poverty and severe poverty. Thus these people have no
purchasing power to buy privately-produced services;

® |SSS covers about 12-15% of the total population, mostly workers in the
formal sector of the economy. Thus, demand for health services by the
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working class is already being satisfied, albeit with many problems. An
effort was made by past leadership to get physicians involved in the policy
debate. The problem is that few doctors apparently understand issues
related to health care economics, such as effectiveness or efficiency. They
consider these "political” rather than "technical” issues, and are thus
reluctant to participate in any debate.

4, Health Insurance

Health insurance, world-wide, generally is not a basic insurance line. It is
considered a "loss-leader” in that it tends to be made available to companies with
other profitable more profitable lines with the companies. Exceptions, of course
are HMOs (Health Maintenance Organizations), PPOs (Preferred Provider
Organization), etc. where health maintenance is emphasized, and co-payment by
patients enhance profitability schemes and spread risk.

The availability of private health insurance, nevertheless, has become an important
force in the organization of medical practice in El Salvador. Health insurance
appears in response to many of the problems in ISSS (e.g. lack of medicines, long
waiting time, and unavailability of certain treatments) and in the MOH, as well as a
mechanism to finance medical and hospital care offered through private providers.
Other factors which favor insurance development are physician oversupply and
employer interest. As to physician supply, insurance companies enjoy a buyer's
market, negotiating fee schedules, coverage, etc. from a position of relative
strength. Employers see private insurance as a mechanism to develop and fortify
emplcyee loyalty and productivity.

Physicians, although reluctant to accept lower reimbursement rates, see insurance
coverage as a mechanism to make medical services accessible tc more people,
beyond the traditional market for private services (i.e. those well off). It is no
coincidence that representatives from the medical association indicate that “private
heaith insurance is here to stay...thus doctors will have to accommodate and learn
to negotiate with them.”

2. Nurses

a. Supply, distribution, and work settings

Many perceive that El Salvador faces a critical shortage of nurses. Service delivery
organizations are enticing nurses to come out of retirement to fill some crucial
posts. This shortage is the result of the closure some years ago of training

facilities run by the MOH. Today the ministry is about to re-initiate baccalaureate-
level training of nurses through several modalities. The first is to open three
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training centers in different areas of the country. The second is to offer off-site
training to chosen nurse aides. Finally, a work-student program, also sponsored by
the MOH, will be developed for selected individuals. These strategies should begin
to produce about 180 new registered nurses within the next three to four years.

There are approximately 20 private schools of nursing and other allied health
personnel in the country, according to the Nurses' Association of El Salvador
(ANES), a professional association of about 5,000 members. UES has no
undergraduate training program in nursing, although they run a master’s level
program with emphasis on service administration (licenciatura). Graduates of this
program may not help address the need for basic care ("floor") nurses, as they are
more likely to occupy managerial or bureaucratic posts. Universidad Evangelica
offers no professional training in nursing and does not intend to pursue one.
Available training institutions are sometimes perceived as money-making diploma
mills.

There is scant data about distribution and work settings for nurses. In all likelihood
nurses follow physicians in staying where most resources are established, i.e. in
urban areas. Work settings in the private sector are mostly acute, short term
hospitals and clinics. Few nurses work in physicians’ offices. Most nurses are
employed in the public sector, MOH or ISSS, on a full time basis.

b. Current Issues in Nursing Supply

It is clear that El Salvador suffers a nurse shortage. Cuirently there is roughly one
nurse per practicing doctor, while international standards recommend about four
nurses per doctor. Lack of appropriate training facilities is partly to blame.
Another factor is inadequate incentives: salaries and promotions.

® Despite a nurse advancement law was recently passed (ley de escalafon),
and established career paths for nurses in the public sector, salary
improvements are yet to come. This may be the single most important
problem associated with shortages, according to the Asociacion Nacional de
Enfermeras Salvadorenas (ANES).

® Another factor is a lack of autonomy in the nursing profession. Although
traditional nursing curricula has a heavy orientation towards disease
prevention and health promotion, nurses cannot work independently offering
theses services. At most they are allowed to administer prescribed
injectables or solutions, or to provide basic emergency care
(cleaning/management of mild wounds and injuries, for example). Unlike
other Latin American countries where autonomous, professional nurse
midwives are allowed, El Salvador has no functional equivalent. Changes in
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this direction may be difficult to come, especially due to physician
opposition.

3. Pharmacists and other health personnel

Due to time constraints, very little information was gathered on other health
personnel such as nutritionists, nurse aides, physical therapists, etc. A key group
of providers are pharmacists. Although required by law to be degreed
professionals (doctors in chemistry and pharmacy), many pharmacists operate
without this requisite. Establishing a pharmacy is an easy affair in El Salvador, no
more difficult than opening a corner grocery store. These providers are important
in the formal delivery system because they are often the only contact a patient
may have with it.

People may turn to help from a pharmacist out of simple convenience and/or in
order to avoid the relatively higher costs of physicians office visits, including
diagnostic workup and full treatment. Some of the problems with this type of care
is that it is often inappropriate, and can lend itself to irrational use of multiple and
ineffective drugs (antibiotic resistance is associated with this practice).

q, Traditional Providers

Although traditional providers were not examined as part of this assessment, they
undoubtedly play an important role in the provision of basic health care.
Traditional birth attendants are particularly important in the management of
uncomplicated pregnancies, including labor and delivery. As made evident from
the most recent DHS survey, traditional birth attendants are responsible for a
substantial proportion of maternal care, especially in rural areas. These providers
enjoy community support and are readily accessible. With additional training and
appropriate incentives, these providers may constitute a major resource to expand
basic health care coverage. Further examination of their supply, distribution,
practice characteristics, and financing is clearly in order.

C. INSTITUTIONAL PROVIDERS

1. Private Hospitals

The majority of private hospitals are located in the AIVISS. A recently created
Association of Private Hospitals currently groups 16 institutions. The association
is developing membership criteria and bylaws, in order to achieve full GOES

recognition as a legal entity. Interestingly, the hospital run by Asociacion
Demografica Salvadorefia (ADS) is not part of the association.
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In an interview with the president of the hospital association we learned that, on
average, private providers have about 50% occupancy or utilization rates. In his
opinion, this is valid for hospitals, laboratory services, diagnostic services, and
doctors’ offices. The conclusion is that the private sector has enough reserves to
satisfy unmet demand in the country. Hospitals in this category are
heterogeneous. Size, medical technology, professional expertise, resource use,
and case mix var, significantly. Thus, in case the GOES would decide to use these
hospitals to expand access to inpatient care, agreements would have to take into
account these inter-institutional differences. Private hospitals are almost
exclusively acute, short term facilities for inpatient care. Apparently none of them
offers ambulatory care or any other vertically integrated services.

This model may run opposite to modern hospital management. Technological and
managerial progress, changes in reimbursement for hospital care, and different
consumer expectations make the free standing hospital an outmoded model,
particularly in the US.

In developing countries, hospitals may face a similar future, although at a different
scale. Since the late 1970s, the emphasic has been on primary care. While this
does not imply that hospitals are no longer needed, the implication is that hospital
rasources ought to reflect sound investment decisions from a societal and
economic standpoint. This is where the regulatory function of the state may come
into play in order to rationalize the availability of this costly resource.

2. Asociacion Demografica Salvadorena (ADS) Hospital

The ADS hospital was opened in June, 1994. The decision to organize hospital
services was made as a strategy to increase revenues which, in turn, might be
used to subsidize family planning services. Although it is too early to reach final
conclusions, the hospital is currently not generating resources as anticipated.

In fact, it is losing money, and it is expected to do so for the next five years in all
likelihood, or until it reaches an occupancy rate of 55%. The current occupancy
rate is between 30-40% with 36 beds at present (a daily census of 14 patients),
with a potential for expansion to up to 100 beds within the next 3 years. No
ambulatory care is provided, except for emergency care. Preventive care includes
sterilization services, and biosafety training to hospital staff against AIDS, hospital
infections, and disasters. The hospital has a pharmacy, and projected expenditures
for FYS5 are 1.6 million colones (about US$184,000), plus ¢/.500,000
(US$568,000) for disposable supplies.

The hospital has open admitting privileges, providing services in up to 23 medical

specialties, plus diagnostic and laboratory services. There are 180 associated
physicians, but other physicians in the community may also admit patients as
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needed. These physicians are not salaried by the hospital. The medical staff is
composed of 8 physicians by shift (total of about 32), with 2 doctors serving in
the emergency room. There are 45 nurses, 18 nurses’ aides, 4 x-ray technicians,
5 clinical laboratory technicians, 15 people in support functions, and 5
administrative staff. It is evident that the hospital is overstaffed, and this is one of
the causes for financial concern.

ADS Hospital charges are on average 30-40% lower than the competition. These
charges are estimated based on projected costs and revenue. Lower charges and
thus potential savings are passed on to patients. These prices have created
uneasiness among other private providers of hospital services. They are trying to
pressure physicians not to use ADS Hospital, unless they are willing to risk
admitting privileges in other private hospitals. The hospital is marketing its
services mainly to physicians in the community, not to patients. Administrators
are confident that the hospital is a viable enterprise, although they acknowledge
the fact that the process will not be easy at the beginning. If nothing else, the
hospital is already serving as an image enhancer for ADS, and that is worth the
investment, according to hospital principals.

3. Clinics

No direct observation of clinics was possible during this assessment. Other
evidence suggests that these are the most common settings for acute, curative
services (there may be around 60 clinics in the country). They differ from
hospitals in that clinics are smaller, minimally out-fitted, and with questionable
standards of care. They may well be classified as primary level facilities with
limited inpatient support capability. The bulk of their service mix is pregnancy
care, including labor and delivery, and basic emergency care.

Younger physicians tend to organize small clinics and reports were received of a
few located in marginal urban areas. This type of health care facility requires
further first hand information.

4, Current Issues of Institutional Facilities

Private hospitals and clinics are the major providers of acute, inpatient care in El
Salvador. This is a heterogeneous group. A recently established association of
private hospitals is trying to introduce criteria for classification of private facilities.
Although their primary interest is to get organized in order to gain influence and
power, it is clear that their interest is also to establish differences with competing,
but lower quality, organizations, such as store front clinics, where medicine may
be practiced more as a craft than as a scientific and technological endeavor.
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® Larger private hospitals, including the ADS hospital, offer no direct
ambulatory care. This may be interpreted as a liability which has the
potential to jeopardize the very survival of hospitals. Private hospitals do not
express interest in establishing linkages with providers in the community, i.e.
joint ventures, although the situation may be evolving.

®Private hospitals are underutilized and some may suffer from severe
inefficiencies, such as ADS hospital. The cost of these inefficiencies is
carried over to the customer, resulting in higher charges, or is absorbed as
losses. Lack of hospital management expertise and business skills are
clearly a problem. Little evidence of institutional strategic planning was
found in our limited assessment.

®The hospitals’ interest in expanding basic health and family planning
services, is not seen as their natural function. The prevailing orientation is
towards acute, curative care, using intensive, high tech, and costly
interventions. Due to this circumstance, private hospitals may not be
suitable partners in efforts to expand family planning and basic health
services at least at the present time.

D. SUMMARY OF PROVIDER SYSTEMS

1. A trend towards physician oversupply is clear. This implies a buyer’s
market environment in favor of insurance companies, employers purchasing
physician services, and other potential buyers. Physicians see their
bargaining power decline as numbers increase. This may be creating
uneasiness particularly among older doctors. No systematic effort is being
made to curb physician supply, although some mechanisms seem to be
available. The fact that doctors’ demographics are changing (i.e. younger,
more women) implies opportunities for development of alternative service
delivery schemes in the private, commercial sector, such as managed care
and greater emphasis on preventive care.

2. Managed care includes alternative organizational settings such as HMOs,
PPOs, etc., along with cost and utilization controls. The concept of
manaqed care, however, is very little known, by providers, employers, and
insurance companies.

In the private market of physician services quality of providers and quality of

care are key issues. Quality of providers is not being monitored, despite

existence of control entities (CSSP, Junta de Vigilancia). The role of the
Consejo de Proteccion del Consumidor is unclear as to r, 2dical services oversight.
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3. Quality of care is not well monitored, despite control mechanisms. The
relevance of this issue rests in the fact that consumers will be willing to pay
for services perceived to be of acceptable, if not of good, quality.
Productivity in the ambulatory level appears low. Ambulatory care providers
would benefit from management training in order to maximize productivity
and efficiency. Prices of ambulatory care reflect competitive pressures or
physician attitudes more tiian real cost structures.

4. There is a significant shortage of nurses, but some measures are being
taken to remedy this problem in the mid-term. Nurses claim for greater
autonomy and salaries and are slowly making gains, e.g. ley de escalafon.
Their role in expanding access to basic health and family planning as
independent providers is yet to be defined, but may run into physician
opposition.

5. Although there is a significant number of private hospitals and clinics,
particularly in the AMSS, there is a paucity of data on their principal
characteristics and dynamics. Quality of infrastructure, equipment,
technology, and providers vary. In general, there is evidence of about 50%
occupancy rate. There is underutilized capacity. Costs are high. There may
be an issue with efficiency of some organizations, e.g. ADS hospital
(overstaffed).

6. There is a major need to incorporate business skills to hospital
management. There may be a need to make hospitals understand the
concept of vertical integration, where they link up with primary care
providers as sources of referral, or with less expensive institutional settings
(long term care or skilled nursing facility) for the chronically ill. Referrals
from community providers may be critical for hospital survival. Another
issue is for hospitals to explore innovative delivery models, such as
outpatient surgery centers. These are effective alternatives to costly
inpatient care.

7. The policy environment for private provider growth and expansion needs
serious re-examination. The fact that little control and requlation exists is a
clear incentive for a laissez faire approach. This may be counterproductive
for consumers. For a an ideal market of medical services to exist,
consumers need to be more sophisticated; thus the importance of education
in general, and of relevant information about provider quality and price, in
particular. Government will have to play a stronger regulatory role, to
protect consumers against provider abuse, poor quality, and excess price
(mainly through encouraging competition, not price controls). Government
needs to strengthen its institutional capability to play this new role, in lieu of
direct service delivery.
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8. The role for AID should be to catalyze the modernization process in the
private sector. It should support and effectively disseminate relevant
information available (dissemination of managed care concept and delivery
models; hospital vertical integration, etc.). It should continue to support the
development of information systems at the government level to improve
monitoring function, and to assess efficiency and effectiveness (through
targeted technical assistance. There is a need for greater information on
health care economics and management within the private sector: cost
structure, purchasing, efficient siaifing, price imgact, practice variation, the
role of high technology, etc.

A private, independent policy analysis and research capability would be a an
important feature in a policy reform project (to carry out health
services/systems research at the public/private levels and inform policy
makers of relevant choices).

30



IV.  THE MARKET FOR FAMILY PLANNING AND BASIC HEALTH SERVICES IN
EL SALVADOR

A. INTRODUCTION

Many factors influence the relative family planning and basic health market shares
of the public and private sector (commercial and non-for-profit). Government
policy, method preference, income and poverty levels, and supply of health
infrastructure and human resources all play a role in determining market share.

Comparing family planning market segmentation (measured by source of modern
contraception methods) in El Salvador with an average of nine countries in Latin
America shows that the country’s profile differs significantly from the regional
norm (see Graph 1). The public sector {MSPAS and {SSS) share is 69% in El
Salvador, almost twice the regional average of 38%. The percent of Salvadoran
women using non-subsidized, commercial sources (pharmacies & private practice)
is 14%, less than one-third the regional average of 42%. The NGO market share
in El Salvador is 16%, equal to the regional average.

Another indication of the relatively small role of the private sector in El Salvador’s
family planning market is found in comparing the private sector’s family planning
market share to the private sector’s share of overall health spending. In four
countries in Latin America for which data are available, private sector family
planning coverage exceeds private health expenditure {(or is about equal, in the
case of Peru) (See Graph 2). In contrast, in El Salvador, the private sector’s share
as a source of modern contraception (31%) is significantly lower than its share of
overall health expenditure (53%]).

In basic health, the public sector similarly dominates service provision. El Salvador
has relatively low infant and child mortality rates in comparison to other Central
American countries (52/1000 live births). Only Mexico and Costa Rica have lower
rates (FESAL 93). Assuming a correlation between the use of basic health services
and childhood mortality rates, El Salvador’s rate indicates that people are using the
services related to child health. Data from FESAL-93 show that the MSPAS bears
the greatest burden for the provision of basic health services. For example,
MSPAS facilities provide 70.9% of prenatal care services, 38.1% of all deliveries
{75% of hospital or clinic deliveries), and 80.8% of the weli-baby check-ups. In
comparison, the private sector (for and not-for-profit) only provides 12.2% of
prenatal care, 3.2% of the deliveries (6% of hospital or clinic deliveries), and 6.8%
of the well-baby check-ups (FESAL 93).

A number of reasons may explain why the current market profile in El Salvador so
heavily favors the public sector, including:
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Long-term and continuing strong government support for family
planning and basic health programs;

The traditionally large role of the public sector in provision of low-cost
basic health services, including family planning;

A large percentage (about 60%) of the population living in relative or
extreme poverty, with limited or no ability to pay for market-priced
services;

A marked preference for female sterilization (about 60% of overall
prevalence);

The traditionally strong curative focus of the private, commercial
sector providers (physicians, clinics, hospitals and insurance
companies); and

A reluctance among certain private providers to provide some family
planning methods, out of religious conviction.

Despite the current i.eavy orientation towards the subsidized sector, several
factors point towards an expansion of the market share of the private, commercial
sector in the near future. Indeed, there has already been some shift, although
limited. Between 1988 and 1993 the subsidized (MSPAS and NGO) sector’s role
as a source of contraception dropped slightly, from 70% to 65%), while the
commercial sector’s share increased slightly, from 13% to 14% (FESAL-93, p. 84).
Recent factors which favor a greater role for the commercial sector include:

An upturn in the economy in the last two years and projections of
sustained real growth in wages and per capita GDF. Health
consumers will have greater disposable income, use less public
services (considered an inferior good) and more private services.

Government resolve to downsize its service provision role, shift overall
health burden to the private sector, and target the poor.

A trend towards greater flexibility of private providers (physicians,
insurance companies) to respond to demand for preventive care, and
greater competition among providers, resulting in lower cost
commercial sector services.

A trend in the ISSS towards contracting out some family planning and
basic health services to private providers.
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B. ANALYSIS OF SERVICE USE BY SOURCE AND SOCIOECONOMIC LEVEL

One way of measuring the commercial sector’s potential for family planning and
basic health service provision is to examine current use by method, source and
user’s socioeconomic level. [f the analysis finds many women from higher
socioeconomic levels using subsidized services, governments and donors working
with limited resources and with a mission to serve the poor may want to
reconsider current pricing and incentive structures in the services being provided by
the public sector and subsidized NGOs. Options include charging higher-income
women more for services or actively pursuing policies which encourage these
women to use commercial sources at market prices. On the other hand, a
government may rightly feel that some of these services, such as child
immunization, are public goods which justify the continued subsidy. The analyses
that follow give a broad view of how the markets for family planning and basic
health are working in El Salvador.

We use the variable for socioeconomic level constructed by FESAL-93 in the
market structure analysis. FESAL-93 constructed an independent variable for
socioeconomic level combining indicators of household possession of 12 goods
and services (e.g., ownership of a television, electricity hookup, etc.) (FESAL-93,
p. 301). Of the women surveyed in FESAL-93, the study classified 30.7% as low
socioeconomic status, 37.7% middle, and 31.6% high.? Note that this variable

is a rough proxy for income levels and that the survey sample may not be
representative of socioeconomic level. Nevertheless, it does provide some guide to
the relative economic condition of the households of the women surveyed.

1 Analysis of Family Planning Market

a. Female sterilization is by far the preferred contraceptive method in El Salvador.
Of the 53.3% of women in union aged 15-44 using a contraceptive method almost
60% are sterilized. The subsidized sector (MSPAS and ADS) provides a large part
(80%) of female sterilizations (see Graph 3). The rest are provide by private
doctors {4%) and ISSS (16%) An analysis of the socioeconomic status of users by
source {see Graph 4) reveals that more than one-fifth (21%) of the women
sterilized in subsidized facilities are from the high socioeconomic group. 21.5% of
women sterilized in the MSPAS and 20.5% of women sterilized in ADS fall in the
high status group. Many of these women could conceivably pay for sterilization at
commercial sector prices, although the high up-front cost of the procedure in a
private clinic (around ¢/ 1000% may discourage some women.

2 Bv comparison MIPLAN classifies 27% of Salvadorean households in extreme poverty, 30.5% in relative poverty,
and 42.5% above the poverty line. MIPLAN, "Encuesta de Hogares de Propositos Multiples Urbano y Rural”.
Octubre 1992 - Marzo 1993.

3 Exchange rate: c/ 8.7 = 1 $U.S.

33



To better approximate the current market for sterilization services, we narrowed
the scope of analysis to those women who were sterilized in the last five years
(1988-93). The analysis shows that the subsidized sector’s share during the five-
year period was 74% vs. 6% for private doctors, and 20% for ISSS. 16% of
women sterilized in subsidized facilities fall in the high income group (see Graphs 5
and 6). For the group of women sterilized in the past five years, we also looked at
the breakdown between postpartum and interval sterilizations®. Overall, 55% of
sterilizations were done postpartum; 70% of MSPAS sterilizations, 59% of ISSS
sterilizations, and 59% of private practice sterilizations were done postpartum.
ADS only provides interval sterilizations.In the MSPAS, over three-quarters (76 %)
of high-income women who were sterilized received the service in the postpartum
period (see Graph?7).

How can we interpret the finding that many high-income women use MSPAS
sterilization services and a large majority receive sterilization in the postpartum
period? One explanation may be that high-income women use MSPAS birth
services to receive postpartum sterilization. Postpartum sterilization in the public
sector is no-cost or low-cost and widespread. The commercial sector currently
does few postpartum sterilizations and charges market rates. Thus, a high-income
woman who wants a postpartum sterilization may decide to use MSPAS birth and
sterilization services for reasons of cost and availability. What this interpretation
also points out is that just because many high-income women are getting sterilized
in the MSPAS, this does not necessarily mean that the commercial sector can or
should assume the service burden for these women. While the MSPAS already has
considerable infrastructure in place, whereas it may not be readily available in the
commercial sector without significant investment in training and equipment.
Rather than trying to shift clients from one sector to another, the MSPAS may
consider instituting sliding scale fees for sterilizations services. ADS has already
started such a plan, setting a two-tiered price for sterilization--50 colones for low-
income women and 300 colones for higher-income women.

b. Oral contraceptives are the second most popular method in El Salvador,
accounting for 16% of contraceptive use. The subsidized sector provides more
than half (54%) of the supply of orals, with pharmacies providing slightly more
than one-quarter (27%)°, ISSS 13%, and private practice 2% (see Graph 8). An

4 FESAL-93 asked women the month and year of sterilization and the day, month, and year of last live
birth. Women whose month and year of sterilization matched the month and year of last live birth wers
assigned to the postpartum sterilization group.

ADS's social marketing oral contraceptive, Perla, sold through pharmacies makes up a large percentage
of pharmacy sales. Overall pharmacy oral sales are not available. Also, FESAL-93 did not question oral
users on the brand they use. However, we can indirectly calculate Perla’s share using prevalence data.
The 292,580 Perla cycles sold in 1993 are adequate to cover the annual contraceptive needs of 22,500
users. This represents over one-third of the roughly 60,000 orals users in the country. Comparing this
coverage rate with the FESAL-93 finding that pharmacy’s oral market share is 26.7% demonstrates the
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examination of socioeconomic status of orals users by source (see Graph 9) shows
that 13% of women using subsidized outlets (MSPAS and ADS) are in the high
status group. 11% of MSPAS oral users and 23% of ADS oral users fall in the
high status group. As with sterilization, the high-income group is a significant user
of subsidized services. This situation again raises policy questions regarding the
fairness of continuing to provide subsidized services to this group of women. The
data also raise a question about the efficiency of providing a relatively large
percentage cf a supply method through clinical outlets. A more aggressive
campaign to distribute through commercial channels could result in cost savings for
consumers, the public sector and donors. However this needs to be evaluated vis
a vis national family planning policy.

c. Injectable contraceptives are a fast-growing portion of contraceptive use in the
country. Of the 7% of contracepting womer. who use injectables, 42% are
supplied from subsidized outlets. Another 40% get their injectables from
pharmacies and 6% are supplied from private physicians (see Graph 10). 18% of
women receiving supplies from MSPAS or ADS are in the high socioeconomic
status group (see Graph 11).

d. Condoms and lUDs are used by relatively few Salvadoran women. Each
account for only about 4% of total prevalence. The number of cases for analysis
by source and socioeconomic level are small and therefore should be interpreted
with caution.

Most condom users (66%) are supplied through the commercial sector, with 17%
receiving supplies from subsidized outlets and another 17% using ISSS as a
source. One-quarter of subsidized condom users fall in the high-income group (see
Graphs 12 and 13) The MSPAS and ADS provide the bulk of IUD services (62%),
with another 30% provided by ISSS and 7% by private physicians. Twenty-three
percent 23%) of MSPAS and ADS users are women of high socioeconomic status
(see Graphs 14 and 15).

e. Combining all modern methods, the data show that 69% of women use a
subsidized source, 15% use the commercial sector, and 16% are ISSS users (see
Graphs 16 and 17). Of women using a subsidized source, one-fifth (20%) belong
to the high-status group. These findings underscore the extent to which
subsidized family planning services are supporting women who, in theory, have the
ability to pay some or all the cost of their contraceptive decisions and behavior.

f. Market Realignment. We can examine the effect on the current market for
family planning resulting from shifting high-income women from subsidized to
unsubsidized services. Graph 18 shows that currently 79% of women use a

dominance of the social marketing product on the market.
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subsidized source for clinical methods (sterilization, 1UD) and that 21% of
subsidized users are high-income women. Graph 19 shows the effect of shifting
all high-income women from subsidized to commercial services. The commercial
sector’s market share increases from 4% to 19%, while the subsidized sector’s
share drops from 79% to 62%. Graph 20 shows source of supply methods (oral,
injectable, condom). Currently 46% of women use subsidized services. Of
subsidized users, 15% are high-income women. Graph 21 shows the effect of
shifting all high-income women to nonsubsidized sources. The commercial sector’s
share increases from 41% to 47%, while the subsidized sector’s share drops from
46% to 39%.

g. Unmet Need for Family Planning. It is important to examine both the current
and potential market for family planning. Women with unmet need represent
potential consumers of family planning services® . Here we analyze birth-spacing
preferences by socioeconomic level and potential source for women with unmet
need. The results indicate how the market--private and public--mignt respond to
the needs of these women, and what types of policies may be pursued in El
Salvador.

Overall, 9.2 percent of women age 15-44 have unmet need, representing about
109,000 individuals. In the analyses we have further limited the potential market
to those women with unmet need who expressed a desire to use a family planning
method. This group consists of slightly more than one-half (51.8%) of all women
with unmet need, or about 56,000 women. [f the family planning needs of this
group were met, it would mean an increase of 18% in the number of women
contracepting.

Appendix table 37 shows that most of the unmet need (84%) is concentrated in
the low and medium socioeconomic groups. The women with unmet need who
prefer spacing their next birth (62%) outnumber those who desire no more children
(38%). Using this information on birth preference and socioeconomic level, we
can assign women with unmet need to the method and source which
hypothetically reflects their birth preference and ability to pay. Those women who
are limiters are assigned to a clinical method (sterilization or IUD); those who are
spacers are assigned to a supply method (oral, injectable, or condom). Women in
the low and middle-income groups are assigned to either a subsidized source or
ISSS’

6 We use the following definition of unmet need, taken from FESAL-93, p. 111, "Women are defined as being in
need of family planning services if they: Did not report infertility, are not pregnant, do not currently desire a
pregnancy, are sexually active, and are not using a contraceptive method.”

! Women are assigned to ISSS based on the percentage of women in the socioeconomic group that currently name
ISSS as their source of services. Currently, 2.2% of low-income women use ISSS as a source for clinical methods;
4.9% use ISSS as a source for supply methods. Currently, 14.3% of middle-income women use |SSS as a source
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We can now examine two scenarios. In the first, unmet need is distributed among
sectors accordiiig to birth preferences and ability to pay and we hold current
market share unchanged. Graph 22 shows that addirig services to women with
unmet need leaves current market segmentation between subsidized and
unsubsidized sources of clinical contraception almost unchanged. This result
reflects the relatively small numbers of high-income women with unmet need. In
terms of absolute numbers of women served, subsidized sources increase their
services 10% and unsubsidized sources by 18% (see appendix tables 11 and 40).
Looking at supply methods, Graph 23 shows that the addition of services to
women with unmet need results in an increase in market share for subsidized
sources, from 46% to 53%, and a decrease in share for unsubsidized sources,
from 41% to 35%. Again, this finding follows from the large number of low and
middle-income women with unmet need relative to the number of high-income
women. However, in terms of numbers of women served, both sectors increase
their markets (42% for the subsidized sector and 4% for the commercial sector--
see appendix tables 11 and 42).

In the second scenario, unmet need is distributed among sectors according to birth
preferences and ability to pay and current market shifts high-income women to
unsubsidized services (as shown in the market realignment exercise above). Graph
24 shows the clear effect of the market realignment of current users. Users of
subsidized services fall from 79% to 64%, with a corresponding increase in use of
commercial sources from 4% to 18%. These shifts translate into an drop of
almost 20,000 in the number of women served by subsidized sector and a rise of
34,000 women served by commercial sources (see appendix tables 11 and 44).
The examination of the effect of these changes on supply method source tells a
different story, as shown in Graph 25. Market share remains relatively unchanged;
all sectors increase services in terms of absolute numbers (see appendix tables 11

and 45).

Attempts to reorient the market should be accompanied by greater coordination
among institutions supplying contraception, including joint strategic planning
exercises, and coordination among donors providing resources for family planning
service provision and promotion. As Lininger’s report points out, their is currently
little or no coordination between the major providers of family planning services.
This type of market analysis, combined with strategic planning exercises may be a
good way of encouraging dialogue and communication among institutions.

for clinical methods; 14.1 use ISSS as a source for supply methods. See appendix table 11,
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2. Analysis of the Basic Health Market

As with family planning services, the potential market for basic health services can
be measured by examining place of service by socioeconomic levels. It is assumed
that higher socioeconomic levels have the means to purchase basic health services
through the commercial sector. If the services were made accessib'e and were of

higher quality, consumers with the financial means could be shifted from the public
sector to the private sector,

a. Prenatal services are being used by 68.7% of women, with 58.2% of the low
socioeconomic level, 71.3% of the medium socioeconomic level, and 87.9% of the
high socioeconomic level receiving prenatal care. The MSPAS provides the largest
percentage cf the care (71%), followed by ISSS (14%) then the private sector
(12%) (see Graph 26). Graph 27 breaks down the use of MSPAS, ISSS, private
sectcr and other prenatal services by socioeconomic level. The graph illustrates
that 12% of the services provided by MSPAS are used by the high social economic
level women. This segment could potentially purchase services from the
commercial sector, freeing up MSPAS resources to target the poor, and the large
percentage (43%) of low-income women who currently are not receiving prenatal
care. In addition to shifting some of the MSPAS burden to the private sector, the
private sector could also expand its market by targeting women of mid and high
socioeconomic level who currently do not receive prenatal health care.

b. Hospital Deliveries: 51% of the deliveries in El Salvador occurred in hospitals.
Of these, 75% were in MSPAS facilities. Only 6% of in-hospital deliveries took
place in a private hospital {see graph 28). Graph 29 illustrates that 18% of
MSPAS deliveries were to women of high socioecoriomic level.

c. Well-baby Check-up: 81% of all live births were taken for well-baby care at
least once. Of those who received services, 81% were seen at MSPAS facilities.
Only 7% received well-baby check-ups through private sector facilities (see Graph
30). Graph 31 delineates point of service by socioeconomic level, showing the
potential market for the private sector. 12% of MSPAS well-baby clients were in
the high socioeconomic level group.

C. CONCLUSIONS

This analysis is limited in its characterization of the complex workings of the family
planning and basic health markets. Nevertheless, it clearly shows that potential
exists to either shift a significant number of family planning and basic health users
from the subsidized to the commercial sector or institute policies which reduce the
subsidy for high-income women and families.
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The analysis has considered the impact of shifting only high-inccme women from
subsidized to unsubsidized services. When taking into account the large numbers
of middle-income women also receive subsidized services, the potential for
changes in relative market shares is even greater. These findings, together with
the factors favoring a greater role for the commercial sector outlined above, point
towards ample opportunities for an expansion of the commercial sector’s coverage.

More in-depth analysis of the market for sterilization services should look at
variables not covered in this report, including parity. Also, more analysis is needed
of alternative market scenarios and market response to women with unmet need.
This analysis should be coordinated closely with relevant authorities at the MSPAS,
ADS, and iSSS. More analysis is also needed of the commercial sector’s likely
capacity to absorb a greater share of the market, especially for interval and
postpartum sterilization. Additional analysis of FESAL-93 data on basic health
services, not available in the published report, are also needed.

Preliminary conversations with RAPID project staff indicate a willingness on their
part to coordinate their current work and continue some of the analyses begun in
this study. The Mission may want to consider using ‘he services of RAPID staff to

this end.
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V. ASSESSMENT OF THE POTENTIAL FOR INCREASING THE INVOLVEMENT
OF THE COMMERCIAL SECTOR IN BASIC HEALTH AND FAMILY PLANNING
SERVICES

This section presents the findings of the assessment in the area of provision of
basic health and family planning services through the commercial sector. The
opportunities identified apply equally to family planning and basic health services,
so no separate analysis was made by type of service. For the purposes of this
report, basic health services are defined as first level health care including
preventive, promotional, and basic curative care.

The assessment team examined both the supply and demand sides of the market.
Demand was mainly comprised of employers, cooperatives and insurance
companies, and supply was comprised of providers. It proved difficult to
categorize all groups into either demand or supply as some, such as employers and
insurance companies, both demanded and provided services. As such this section
breaks down the major findings by the key groups rather than by supply or demand
categories.

As described below, the commercial sentor offers key opportunities for providing
family planning and basic health services, which can supplement the services
currently provided through Ministry of Health and ISSS.

A. EMPLOYERS

The assessment team interviewed representatives of three employer associaticns
and twelve employers. Specific contacts are listed in Table I, "Methodology"
Section. The employers were large to mid-sized, with a range of 90 to 3000
employees. The types of industries represented in the sample include textile,
financial, services (airlines), processing (sugar), and manufacturing. Due to time
limitations, the assessment team did not interview any small empioyers.
Opportunities with small employers should be examined such as organizing them to
jointly procure services (pooling).

Of note is the positive reaction the assessment team received from the employers.
The team typically spoke with the President or CEO of the company, with a only a
few meetings with Directors of Personnel or Human Resources. Their willingness
to spend their time discussing issues pertaining to health and family planning and
their understanding of the relationship to commercial productivity, demonstrates
their strong interest in the area.
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1. Current provision of health benefits

All of the employers interviewed are providing some health benefits to their
employees in addition to their contribution to ISSS. The type of benefit varies
greatly between the employers. At a minimum, employers offer group health
insurance to their executive level employees. Some of the employers include
spouses and dependents in the coverage, while others offer their employees the
option to purchase additional coverage for their families at the group rate. In
addition to group insurance, many employers provide lower level employees health
services either through company run clinics or through contracts with private
providers. As with health insurance, some employers allow spouses and
dependents to use the company clinics/contracted providers and others restrict it
to employees.

Most of the employers’ health benefits only cover curative care. The insurance
plans typically cover catastrophic care with a 80/20 split in payment between the
insurer and the insured. The clinic services provided are typically basic curative up
to the level of minor surgery. Employees that need additional care are referred to
the ISSS facilities. Only three of the employers interviewed are activity providing
and promoting preventative and family planning services. The services provided
include immunization campaigns, peri-natal care, and free family planning
commodities. Other employers may provide some health promotion/prevention
such as occupational safety, personal hygiene, or a free breakfast and discounted
cafeteria. However, these activities are limited in scope.

The employers reported a uniform reason for providing health benefits in addition
to their contribution to ISSS --- dissatisfaction with ISSS services. The driving
force behind their dissatisfaction is ISSS’ inability to provide sufficient services at
the primary care level, and the lack of facilities near the worksite. This leads to
significant travel time and then long waits at the ISSS facility. In addition, there is
blanket 3-day paid leave given to ISSS patients diagnosed with an illness. From
the employers’ perspective, these factors translate into significant employee
absenteeism. Another concern expressed by several employers was the perceived
poor quality of the ISSS services, with one employer mentioning sending some of
his employees to his own private physician because ISSS did not provide them
with adequate services. It is for these reasons that employers find it in their best
interest to provide additional health benefits, even though they must pay twice for
employee health care -- through the required ISSS payments and their own health
benefits. Besides the dissatisfaction with ISSS, employers also mentioned that
liberal benefits made their companies more competitive in the labor market and
encouraged employee loyalty.

All employers interviewed believe that ISSS needs major reforms. Suggested
reforms include separation of the pension and health activities, and contracting
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with the private sector. However, few employers believed that any reform efforts
would be successful in the short-term. Instead of developing a parallel system to
ISSS, several employers are actively negotiating with ISSS to develop services
which would better serve their needs. Examples include TACA, who is negotiating
to have an ISSS administrator placed at their company clinic. TACA would
continue to pay the salaries of the clinic providers. The ISSS administrator would
certify prescriptions and lab specimens, and would forward them to an ISSS facility
via messenger for processing. Filled prescriptions and lab results would then be
sent back to the TACA clinic via return messenger. This system would allow
TACA employees to receive all the services on site, limiting employee absenteeism,
while relieving ISSS of the burden of supporting the actual providers. Other
employers have requested that ISSS open a satellite clinic within their facilities, in
a space the employers would provide.

The existence of health benefits of some level at all the employers interviewed
offers a clear opportunity to build upon the existing structure. By encouraging
employers to expand coverage to include low wage earners and to include basic
health and family planning services, the commercial sector’s role could be
significantly expanded.

2. Interest in providing family planning and basic health services

Almost all employers interviewed understand the importance of providing
preventive and family planning services to their employees. They see it as an
investment in their labor force leading to lower absenteeism, better performance
and higher productivity. For example, one employer reported that none of his
employees contracted cholera in a recent epidemic, citing their preventive program
as the reason. Employers who have a large number of women employees
expressed a particular interest in the provision of family planning services. As one
employer reported, 60% of his quality control department was pregnant and would
be on maternity leave (three months by law) around the same time. These
situations highlight the potential benefits to be gained by employers if they provide
preventive and family planning services.

The only resistance encountered was in relation to the provision of family planning
services. The few employers who expressed any reservations tied it to the moral
and religious beliefs in El Salvador, stating that they did not see it as an employer’s
role to become involved in a moral issue. Several employers mentioned that family
planning has become highly politicized due to the Cairc conference, and warned
that any program associated with abortion would receive stiff opposition. One
made the suggestion that any promotion be done through personal managers and
supervisors who have received the appropriate training, as the workers would have
more confidence in them ihan in outsiders.
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The greatest constraint faced by employers in adding preventive and family
services to their benefit package is not having access to these services. Most
available insurance plans either do not cover these services or only provide limited
coverage, and most of the private providers focus on curative services. Several
employers have had conversations with ADS concerning the provision of family
planning and basic health services, but have not been successful in developing an
ongoing relationship with them. ADS did provide family planning and MCH
services for one employer in return for ‘donations.” However, the relationship
ended when ADS reported that the cost of the services was too high to covered by
the donations and the company did not respond accordingly. The employers
interviewed would be interested in either a health insurance plan or a group of
providers that could provide low priced, basic health and family planning services.

3. lLimitations of providing basic health and family planning services through
employers

When designing an employer-based program, two potential limitations should be
taken into consideration. The first pertains to the limited population that would be
covered by employer-based services. Large employers only employ a small
proportion of the population in El Salvador. Any employer-based program would
only provide coverage to that limited population plus a potential number of
employee spouses and dependents. This translates into absolute numbers ranging
from 500 to 12,000 per employer. The numbers reached would have to be
weighed against the costs of implementing an employer-based program.

The second potential limitation of pursuing an employer-based program in El
Salvador is the possible ISSS reform. If ISSS were to undergo drastic reform, and
meet the needs of employers, employers’ demand for additional health benefits
would diminish. Employers are currently willing to pay twice for health coverage
of their employees as the 1SSS-provided health services are inadequate to meet
their needs. However, with successful reform, the need for employers to provide
additional coverage for employees to address issues such as absenteeism would
lessen. The consensus among employers is that ISSS will not be able to make the
necessary reforms to address employers’ needs in the foreseeable future.
However, the potential of future ISSS reform and how it would effect employer-
based services must be taken into consideration when developing an employer-
based program.

4, Future options for employer-based services
The potential for expanding employers role in providing basic health and family
planning services is considerable, even within the confines of the limitations

outlined above. Employers are concerned about health issues, and understand the
benefits of preventive and family planning services. Thus, it is not necessary to
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conduct cost-benefit analyses in order to convenience employers about the
benefits of basic health and family planning services. Instead, the focus should be
on making these services available at a reasonable price for employers. This would
require working with both insurance companies and private providers to develop
low cost, well managed services that focus on basic health and family planning.
One example would be to develop a managed care model with a group of young
physicians, linked with a local insurance company. Specific opportunities for
expanding the role of both health insurance companies and private providers in the
provision of family planning and basic health services is detailed below.

For those companies that already have a clinic, their services should be expanded
to include basic health and family planning. The assessment team did not have the
opportunity to visit any of company clinics, so it is difficult to determine the level
and type of assistance required. It may be possible to work with the clinics to
make their services more efficient and less costly, thereby freeing funds to provide
additional services or expand the services to the employees’ families. It may also
be more cost effective for the employer to contract out for the services rather than
provide them directly.

Of the employers interviewed, several offer interesting opportunities which should
be explored more thoroughly. Both Sigma and Hilasal provide generous health
benefits to their employees and their families, including preventive and family
planning services. Their clinics should be assessed to determine whether they
could serve as a model for other company based clinics. [will they agree to this or
will it be considered a competitive advantage])

Another opportunity lies with Grupo Aristos, a holding company for several other
ventures including fast food franchises, and a free zone. Grupo Aristos is run by a
young, progressive entrepreneur. Currently no health benefits are provided to blue
collar staff, however this entrepreneur strongly believes in enhancing his
employee’s well-being. He would be interested in options for providing basic
health and family planning services. Another benefit of working with this group
would be the opportunity to work in a free zone. The free zones employ large
numbers of workers most of whom are women, making them logical points of
entry for family planning and basic health services.

Finally, Bon Apetit, which is managed under the Costa Rican concept of solidaridad
offers a third option. In the solidaridad system, labor and management work
together to direct the polices of the company. They formed an association which
manages an employee fund which drawing on both company and employee
payments. The association is interested in providing health benefits to members
with some of the income generated from the fund, and would be interested in any
low cost options that are developed. Several other companies in El Salvador use
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the solidarity system, so it offers the potential to develop a model that could be
replicated elsewhere.

B. AGRICULTURAL COOPERATIVES

The assessment team met with representatives of the Cooperative League of the
U.S.A. (CLUSA), a U.S. PVO, and UCRAPROBEX, a union of coffee cooperatives.
Specific contact information is located in Attachment ##. CLUSA assists
agricultural cooperatives develop the appropriate management and organizational
skills to support the production of non-traditional export products. They are
currently working with 52 cooperatives and 3 or 4 associations of cooperatives.
CLUSA is an excellent resource because of their extensive experience with the
cooperatives. They can provide key insights into individual cooperatives’
management capabilities, which would be essential for developing any health
programs.

UCRAPROBEX has 67 member coffee cooperatives who grow, process and export
coffee. The cooperatives range in size from 90 to 2500 members, with small
cooperatives forming between 60 and 70% of UCRAPROBEX's membership. The
General Manager estimated that the cooperatives have 14,000 workers forming a
total potential beneficiary group of 90,000 when including their family members.
UCRAPROBEX offers an existing structure and network which could organize and
manage the provision of basic health and family planning services to member
cooperatives, whether through health insurance or development of a health system
similar to the GUATESALUD model®.

The assessment team was not able to visit any individual cooperatives due to time
constraints. Further investigation needs to be conducted to determine the level of
assistance and the specific options for the development of basic health and family
planning programs. Attachment ## contains fact sheets on the cooperatives
CLUSA staff thought would be good starting points. UCRPROBEX could provide
additional direction.

1. Current provision of family planning and health services

CLUSA and UCRAPROBEX both stated that several of the larger cooperatives are
providing some services to their members and surrounding communities. The
services are provided either through cooperative-run clinics or contracts with
private providers, and cover first level curative care. in addition to the
cooperatives currently providing health services, many others have an existing

® GUATESALUD is a not-for-profit organization that provides health and family planning services to finca workers in
Guatemala. By training health promoters to provide the first line of care, GUATESALUD keeps the price of services
affordable by the finca workers, allowing them to cover a population of 40,000 on a sustainable basis.
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infrastructure upon which to build. Prior to the armed conflict, more cooperatives
provided health care to their members. However, the services, which collapsed
during the armed conflict, have not been re-established since the peace accords.

CLUSA has actually discouraged some of their cooperatives from continuing to
provide health services, because they were subsidizing the services through their
production credit. The clients who were receiving the services only paid 1 to 2
colones per visit, and the remainder was paid by the cooperative. CLUSA believes
that the clients can afford to pay more for the services, and that higher fees along
with better management would allow the health services to be provided on a
sustainable basis.

As the assessment team did not have sufficient time to visit any cooperatives, no
specifics on the services (such as type, fee schedules, and clinic management) is
available. Site visits to several cooperatives should be made to collect the
necessary data for planning.

2. Interest in providing family planning and basic health services

CLUSA and UCRAPROBEX are extremely enthusiastic about the potential of
developing a sustainable program of delivering basic health and family planning
services through the cooperatives. Both described the need to provide preventive
and family planning services to the cooperative population, stating that many did
not have access to even basic services. Because of the lack of access, health
problems are not addressed until they worsen to a critical condition. The person
must then be rushed to the nearest hospital to receive high cost care, which
frequently could have been prevented if detected and treated in a more timely
manner.

Based on the interviews with CLUSA and UCRPROBEX, there is sufficient demand
and ability to pay to support the provision of family planning and basic health
services on a sustainable basis. Many cooperative members have the discretionary
income necessary to pay for basic health services if they were made available.
Cooperatives have demonstrated their interest through their attempts to provide
some type of services to their members. UCRAPROBEX has also investigated the
possibility of purchasing health insurance to provide coverage to their members.
However, the currently available plans are too expensive.

As with the employers, the cooperatives are interested in providing the services,
they just lack access to low cost family planning and basic health options.
Cooperatives offer an already organized demand that could support a low cost
health insurance and/or a managed care model of service delivery. Because of the
basic health needs of the cooperative population, non-prysicians supervised and
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supported by a physician may be an appropriate means for providing the services.
This could ensure that the cost can be afforded by cooperative members.

3. Limitations of providing basic health and family planning services through
cooperatives

Cooperatives and their members earn their income through the sale of the
agricultural products. The market for these products can vary considerably from
year to year which is reflected in the amount of income earned. An example of
this is the coffee market. Prices for coffee have increased 2 to 3 times in the last
year, because much of the Brazilian coffee crop was destroyed through frosts.
While this is good for the Fl Salvadoran coffee growers in the immediate future,
coffee prices will eventually drop. For the members, this translates into varying
amounts of discretionary income which can be used to purchase health and family
planning services. Any program working through the cooperatives would need to
develop a mechanism to ensure that services can still be piovided even when
income levels fall. One option could be developing a fund where money could be
saved when incomes are higher and used when incomes are lower.

A limitation for commercial (for-profit) involvement is the marginal nature of the
cooperatives. While having some discretionary income, most of the cooperative
members still fall into a low socio-economic level. Any program would have to be
well managed, in order to keep the prices affordable. While it may generate
enough income to be self-sustaining, it may not generate significant profits and,
therefore, not be an attractive venture for a commercial firm. It may be more
appropriate to provide the services through a not-for-profit rather than a
commercial organization.

4, Future options for cooperative-based services

Cooperatives provide the opportunity to reach a large number (90,000

potential beneficiaries through UCRAPROBEX alone) of the underserved rural
population. Through the sale of their products, many cooperative members have
the ability to pay for low cost family planning and basic health services. Even with
the limitations outlined above, this is an attractive option for expanding the private
sector’s role in delivering basic health and family planning services.

Further meetings should be held with UCRPROBEX to discuss options for
increasing the access of member cooperatives to family planning and basic health
services. They are very interested in participating in the development of a program
directed toward cooperatives. UCRAPROBEX offers the advantage of a pre-
existing organization which encompasses 67 individual cooperatives.
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One potential option is linking them with MEDICARD (described below).
MEDICARD, who is willing to provide coverage for low income earners, is
interested in meeting with UCRPROBEX to introduce their services. Further
examination is necessary before it can be determined whether MEDICARD is
appropriate for the cooperatives. MEDICARD would need to develop a means to
control utilization. As MEDICARD works similar to a credit card, there is the risk of
overutilization. By restricting the services covered to family planning and basic
health, utilization may somewhat limited. Another potential issue is that
MEDICARD is only a payment mechanism, not a provider of services. Due to their
rural nature, some of the cooperatives may not have access to private clinics or
providers who would accept payment with MEDICARD.

Another option to examine is developing a model similar to GUATESALUD.
GUATESA.LUD provides basic health and family planning services to finca workers
and the surrounding community in Guateala. GUATESALUD trains health
promoters to provide the first line of care. The promoters are supervised and
supported by physicians to ensure that the quality of care remains high. By using
the promoters, the cost of the care is made affordable for the finca workers. They
also receive a discount on the services they receive, if they referred to a physician
by a health promoter rather than going directly tc the physician. The finca owners
contribute by providing clinic space and paying for medications. In the case of the
cooperatives, this role could be filled directly by the cooperative.
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VI.  EL SALVADOR’s ECONOMY :AN OVERVIEW OF THE COMMERCIAL
SECTOR AND BASIC HEALTH AND FAMILY PLANNING ACTIVITIES

A. BUSINESS CLIMATE

The country’s economy is experiencing a sustained and accelerated growth since
the signing of the "Peace Agreements” in early 1993. These agreements led to
the end of the declared civil conflict, with regional and international overtones, that
lasted over a decade. Confidence has grown on the part of the productive and
commercial forces regarding the seriousness of the agreements. This confidence
has been reinforced by the commitment between the parties in conflict (the
government and the "Frente del Movimiento de Liberacion Nacional (FMLN) to
collaborate. The FMLN is now a legitimate political party. Additionally, conditions
favorable to an open market and free competition for local and imported goods are
being promoted by the government. All this has generated an intensive activity in
identifiable industries and economic sectors.

Another factor contributing to the current economic "boom" period is an unusually
high degree of liquidity both in the banking system and the population. Higher
prices in coffee and other exports, international support concentrated in
development activities, and a massive influx of dollars (estimated between $800 to
$1,200 Million per year) that Salvadoran refugees send from the US to relatives
who principally comprise the low income population.

Among the most active sectors are housing/commercial construction and real
estate, due to the deficit/shortfall resulting after years of restriction and availability
of credit; commerce on imported goods which pay moderate duties; restaurants,
leisure and entertainment due to increases of discretionary income in the
population.

Inflation is moderate ({reported 12 percent by Central Bank) and projected growth in
the next years is five percent of the Gross Domestic Product (GDP) per annum or
higher. However, the industrial sector and production of export goods, is not
expanding proportionately, due to an intense competition from imported goods and
lack of expanded capacity of existing facilities. This formula for growth will not be
sustained in the medium term because it is based on short term f¢ tors. Coffee
prices will eventually drop, international help will decline, and the condition of the
Salvadoran refugees may change in different ways (since the conflict is over a
condition of "refugee” no longer applies), some may return voluntarily and others
may be deported.

The Commercial Sector, or "Sector Empresarial”, even though participating in the

on-going economic recovery, is fully aware of the situation described above (which
summarizes the opinions gathered in this assessment). This sector recognizes that
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a true restructuring of the national strategy in social, legal and economic terms is
required to provide the climate for sustainablz growth.

B. LEGAL ISSUES AND CONSIDERATIONS

The team identified several economic activities and industries that are
experimenting with changes in the laws that regulate their operatiors. These
changes will affect the rules of the game in these particular businesses, and may
or may not, change the potential for commercial sector participation in the
provision of basic health and family planning services.

1. The law that regulates the Salvadoran Institute of Socia! Security (ISSS)
in currently under revision. The core idea is to foster conditions that will facilitate
a more active participation of the "Sector Empresarial" in policy making and
direction of the institution. Also, as a result of a local exposure to Chilean
experiences, the revised law would allow structural changes, such as the
separation between the management of pension funds and health services,
traditionally under the same governmental management.

2. The Central Bank has just spiit its operations into two separate functions.
As Central Bank, it will (1) concentrate on monetary policies and regulations, and
(2) function as the ultimate financing resouice to stabilize the national financial
system. A new entity has been created, "Banco Multisectorial de Inversiones"
(BMI). This will be the source of financing for medium-long term investments to
the private and public sectors, acting as a second instance resource through the
commercial banking system. BMI has taken responsibility for the portfolio of all
the unilateral, bilateral and multilateral financing contracted by the country. Its
operational targets and procedures have yet to be defined, but it will include
guarantee funds that will be available to final borrowers when the lack of collateral
of the loans may require it. Among other interests, BMI will facilitate the financing
of business ventures in the health sector.

3. The insurance industry has been operating during the last few years
without a defined law. Traditionally, the industry had been regulated by
governmental decrees following criteria from the government officers responsible
for the supervision of this industry. These practices were discontinued and in the
last few years, the industry has been working practically without any restriction;
virtually under a total mercantile basis. A law is being developed but the process
is moving slowly and in the short term this lack of regulation (or self-regulation
only) will prevail in this incustry.

4. A new "Family Code" has been approved. This will provide more equal
conditions and rights to women and men in the family nucleus. Children will also
have more irdependence and will be considered as adult upon reaching 18 years of
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age instead of 21. Judges of Family will be established to administer justice for
this code. Lawyers are studying this new law as to identify its social and
economic implications.

C. SPECIFIC FAMILY "LANNING LEGAL AND REGULATORY ISSUES

As described above,the commercial sector in El Salvador plays a relatively small
role in provision of family planning services. This circumstance, coupled with our
finding of a large potential for switching middie- and high-income health consumers
from subsidized to unsubsidized services, points toward the importance of
examining how the country’s legal and regulatory framework may influence current
conditions in the health market. The analysis that follows looks at whether
existing laws and regulations inhibit or encourage the commercial provision of
family planning services.

To organize this section, we use four groupings suggested by Kenney (1993):
1. Regulations that Constrain Contraceptive Options.
2. Tax and Import Policies.
3. Advertising and Promotion Regulations.
4, Other Regulations Affecting the Commercial Sector.
1. Regulations that Constrain Contraceptive Options
a. Restrictions on Specific Methods
® Prohibitions on provision of certain methods
No methods are currently prohibited. Abortion, which is not
considered a family planning method, is illegal in El Salvador.

Norplant implants are in trial stage.

® Restrictions on who may receive a method and under what
circumstances

See Table Ii
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Table I Restrictions on Who may Receive a Method and Under What

Circumstances®,°
Method Restrictions
Female Sterilization MSPAS norms limit sterilization to women 30 or

older with at least one child; 25-29 with two or
more children; of any age with 3 or more
children® No spousal permission is required®.
ISSS norms do not involve age or parity. No
spousal permission is required®.

Oral Contraceptive No restrictions contained in MSPAS norms.
Injection No restrictions contained in MSPAS norms.
Condom No restrictions contained in MSPAS norms.
IUD Medical restrictions only in MSPAS norms.
Vasectomy No restrictions contained in MSPAS norms.
Norplant

Vaginal Tablets No restrictiviis contained in MSPAS norms.
Rhythm/Billings No restrictions contained in MSPAS norms.

b.Restrictions on Service Delivery and Distribution
® Prescription requirements

By law, pharmacies can only provide drugs to a customer who

presents a doctor’s prescription. In practice, as in many other Latin
American countries, prescription drugs--including contraceptives--are
widely available in pharmacies without a prescription. Condoms and
vaginal tablets are available over-the-counter without a prescription.

® Regulations on sale, distribution, or delivery of services (See Table
i

9 MSPAS, Direccion General de Salud, Normas Integradas de la Atencion Materno (afantil, 1990

1% | ininger, Charles A., ANSAL Family Planning Report. Draft, 23 Feb, 1994,
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Table 1lI Regulation on Sale, Distribution, or Delivery of Family Planning

Methods’

Method

Restrictions

Female Sterilization

Only physician may provide®.

Oral Contraceptive

In clinical setting, all levels of health worker can
provide orals, including community health
agents®. In commercial sector, can only be sold
in pharmacies.

Injection In clinical setting, can be provided by all
providers except community health workers®. In
commercial secter, can only be sold in
pharmacies.

Condom All levels of health workers can provide®. Can be
sold without prescription in nonpharmacy
commercial setting (store, motel, etc.)

IUD Can be inserted by physician, nurse, or riaternal-
child technologist®.

Vasectomy Only physician may provide®.

Norplant Not clear

Vaginal Tablets

All levels of health workers can provide®. Can be
sold without prescription in nonpharmacy
commercial setting (store, motel, etc.)

Rhythm/Billings

No restrictions.

c. Registration, Licensing, and Certification Policies

® Approval and registration of contraceptive products, formulations,

or packaging

No special regulations exist for the approval, registration, formulation,
or packaging of contraceptive products.

1 MSPAS, Direccion General de Salud, "Normas Integradas de la Atencion Materno-Infantil, 1990.
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® Certification of family planning providers and clinics

Quality oversight in the certification of family planning providers and
clinics by regulating authorities is minimal (see Quality Oversight
discussion in section on Individual Providers).

c. Limitations on Private Practice
® Barring private practice

Few restrictions exist for certified physicians to set up private practice
(see section on Individual Providers for more detail).

® Who can practice and where

Physicians can locate their practice anywhere, once they have
completed their year of post-graduate social service. Nurses and
other nonphysician health professionals are barred from private
practice.

Tax and Import Policies
a. Tax Policies
© Sales taxes/value added taxes

Condoms and vaginal tablets are subject to sales taxes (IVA).
Prescription medicines are not subject to sales tax.

b.Import Policies
® |mport tariffs

Importers pay a 5% tariff on contraceptives, the same as with other
medicines. Condoms are considered a rubber product, therefore a
10% value-added tax is charged on their sale. As a resuit of low
tariffs and a vigorous local drug manufacturing industry, institutions in
El Salvador can purchase drugs at prices which are reasonable rclative
to international standards. The percent of the average international
price paid for a group of essential medicines was 114% in the
MSPAS, 111% in the ISSS, and 99% in ADS'2

12 ANSAL, Administracién de Productos Farmacéuticos, p. 10.
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® Import quotas
Do not exist to our knowledge.
@ Exchange Controls
Not a factor to our knowledge. The colon is considered by some to
overvalued, a circumstance which favors imported pharmaceuticals
over those produced locally.
Advertising and Promotion Regulations
® On prescription drugs
Advertising for any prescription medicine is prohibited.
® On family planning products
The general ban on prescription drug advertising extends to family planning
products. Condoms and vaginal tablets are exempt from this ban. General
advertising on the benefits of family planning is allowed, without mention of
specific brand names.
® On use of point of purchase materials or mass media
Point of purchase promotional materials are allowed. ADS has designed and
used a set of these materials for its social marketing and commercial
products, but they are not widely used.

Other Regulations Affecting the Commercial Sector

® Patent and trademark laws can restrict local manufacture of medicines and
contraceptive methods, except under specific license from the owner

This restricts the local production of "generic" or local brand name drugs
® Discouragement of foreign investment

Government policy encourages foreign investment

® Statutory price controls

Pharmacies are legally allowed to add a maximum of 25% above cost of
drug. In practice, this regulation is rarely enforced.
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Summary of Findings

A positive legal and regulatory climate exists in El Salvador for the commercial
provision of family planning services. There are few restrictions on specific
methods, who may receive a method, and provision of services. An important
impediment to commercial service delivery is the prohibition on private practice by
nonphysicians. Of note is the fact that, within a clinic or hospital, nurses can
provide all methods, except for sterilization. Another barrier is the prohibition on
advertising for prescription contraception, condoms are an exception. As noted,
this ban applies to all medicines equally.
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Vil.  PRODUCTIVITY: THE MOTIVATION FOR THE COMMERCIAL SECTOR TO
PARTICIPATE IN THE RESTRUCTURING OF THE NATIONAL HEALTH
SYSTEM

A. BASIC ISSUES

Virtually all members of the commercial sector interviewed shared the opinion that
good health status for their employees and family members plays a key role in
worker productivity and hence profitability and company growth. They also
realized that the current systems in place tend to mitigate against productivity.
Consequently, some of these employers have put parallel systems in place to
enhance productivity. Our key findings are:

1. The importance of a healthy labor force as a key factor for the productivity
in_the commercial sector is fully understood by representatives, entrepreneurs,
managers and technicians. Large employers recognize health, and to a certain
extent family planning services, as a competitive advantage in their business
strategies. In many instances, preventive medicine, basic health care and family
planning are considered as important as curative services, not only to the
employees but also to their dependents.

2. A consensus exists among all people interviewed in the sector, that the
structures, mechanisms, procedures and funding of the ISSS and "Servicio
Integrado de Salud" in the Ministry of Health, are inefficient and work in detriment
to both employers and employees.

3. To overcome these deficiencies, emplovers ana employees incur additional
and even duplicate costs to procure the services through private sector

mechanisms.  For example:

® A large industrial plant has setup a fully equipped clinic and an intensive
program of preventive care, including credit to employees for medicines
bought in participating pharmacies.

® A bank has a plan that reimburses employees up to 15,000 colones a
year in medical expenses.

® A progressive employer in the packaging industry provides health care
services that includes provision of generic medicines bought and
conveniently packaged in individual doses by the company.

Companies that cannot afford to cover these duplicate costs have to contend with
less motivated workers, absenteeism, turnover, and therefore low productivity.
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B. COMMERCIAL SECTOR RELATIONS WITH THE ISSS

The motivation to participate and work out alternatives to a better, efficient service
is virtually unanimous among those interviewed. Some are positive about the
possibilities while others are skeptical about the real opportunities to make changes
in the existing system particularly in the ISSS. Many representatives from the
commercial sector have participated in the direction and supervision of the ISSS
with minimal results and high frustration. These individuals emphasize the lack of
motivation, objectivity, and professionalism in the decision-making process and
management of the core operations and service provision.

The financial capacity and well equipped facilities in the ISSS are inconsistent with
the low quality service provided to the average user.'® Those interviewed believe
that the unit cost of medical treatment in hospital facilities in the 1SSS is
significantly higher than the potential price for the same service in a private clinic.
For users, the worst bottlenecks are at the entry process for the ambulatory and
emergency services, laboratory and pharmaceutical services.

The most difficult constraint to potentially viable solutions is the mercantile way of
doing business with the ISSS of certain physicians related to the institution.
Stories abound about doctors receiving full time paychecks who barely work two
hours a day, or doctors who prescribe permits for three-day disability ("notas de
incapzcidad”) too liberally, further hampering business and industrial productivity.

Employers report that most permits of disability given to their employees are for
three days, the period that the salary of the employee incapacitated is paid by the
employer. ISSS payments for incapacity (similar to workman’'s compensation)
activate after three days if disability continues.

The "Servicio Integrado de Salud", the branch of the MOH that provides services
to the population who does not belong to the ISSS (and cannot afford private
services) is also reported to be inefficient. The commercial sector has no direct
relation with this population and the effects of such an inefficiency are not in direct
relationship to the conduct of normal business activities, except with respect to
casual laborers and seasonal agricultural workers. The participation of the
commercial sector in this area is only in the provision of services and supplies to
the MOH system.

" This sentiment was expressed by virtually every interviewee in the study.
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C. POTENTIAL AREAS OF PARTICIPATION FOR THE COMMERCIAL SECTOR.

As a result of the analysis, the team found that there are three principal ways in
which the commercial sector could participate more actively and directly in basic
health care and family planning activities. Some opportunities could be developed
more easily than others that require major legal and structural changes in the
existing government institutons.

1) Direction, management and supervision o the provision of the services to
the labor force and their dependents. Large employers consider that a combination
of

(a) a portion of the contributions by the companies and workers to the
ISSS,

(b} the costs for additional health services and health insurance
covered bythe companies, and

(c) the funds spent by employees in private doctors and medicines,
could allow better or more extended services under a well coordinated
and managed plan between the companies and the I1SSS. Smaller
companies may pool together to achieve the economies of scale that
large companies achieve individually.

2) Provision of financial, management, logistic, maintenance and
procurement services to the ISSS and "Servicio Integrado de Salud" and to the
medical practice. There is a vast array of services that the commercial sector can
provide efficiently and at lower costs instead of the current practices of in-house
provision. This concept can he applied to small vendors and service providers, to
large financing and technical services. People in the health sector interviewed
agree that there is a substantial amount of under utilized health facilities, and
medical equipment, whether in the public sector or private practice, that could be
put to work more efficiently if organized by function instead of around self-
supported units.

These services run the gamut from service use charges for such high technology
equipment such as MRIs {Magnetic Resonance Imaging) to increase utilization and
decrease fees, to more modest service provision: laundry, security, meal services,
and so forth. Contracting of such services could result in reduced overhead to
both public and private sector activities as well as stimulation to the commercial
sector.

3) Provision of businesslike strategic and organizational techniques for the
realignment of both health government institutions. The "Sector Empresarial” has
much to offer in terms of system analysis, strategic and business planning,
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organizational design and development, control and accountability mechanisms,
technical supervision, etc. This could boost the planning and implementing of the
intended realignment, and the "Sector Empresarial” is highly motivated to make
this type of contribution. Nevertheless, it is important to note that this
participation can only be sought under commercial agreements with profit potential
to the participants.

The "Sector Empresarial" is accustomed to work in a highly competitive
environment that emphasizes productivity. Competition is the mechanism in the
commercial sector that promotes efficiency in the use of capital, financial,
technical and human resources. Companies strive for competitive pricing and
quality products/services to develop, maintain and expand market share. Since
governmental institutions neither receive pressure from competition nor have
incentives to make efficient use of resources, cost containment is difficult to
achieve. Therefore, if health service provision is opened to the commercial sector
and competition is promoted (based on quality, timely delivery and completion of
services), the overall results will be beneficial for the government and the
population.

D. OPPORTUNITIES IDENTIFIED IN SPECIFIC ACTIVITIES WITHIN THE
COMMERCIAL SECTOR

Business people normally express their views and perceptions with tangible facts
and specific issues, instead of sectorial or programmatic concepts. This pragmatic
attitude was the norm during the interviewing process. The team took advantage
of this to collect information about interests, ideas and on-going initiatives, that
can be transformed into specific opportunities to connect business managers,
investors and entrepreneurs, with heaith institutions and service providers. These
connections could be mutually beneficial while providing better services in health
and family planning services to wider population sectors.

1) Einancial opportunities: The above normal liquidity experienced in the
short term by the commercial banks makes them more willing to take higher risks
in the lending operation.

® A commercial bank agreed to finance the acquisition of a hospital facility
by the Asociacion Demografica Salvadorena (ADS).

® The Hospital de Diagnostico has been offered unsolicited financing by
financial ir:stitutions.

® The Hospital Central is from a bank standpoint a better risk. This hospital
has a very desirable formula where a manager and a doctor have joined
expertise to run the hospital facility.
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® Nevertheless, banks credit analysis remains focused on business viability
and managerial competence. A board member in a bank mentioned a
discussion over a loan request introduced by a successful hospital to buy
additional high-tech equipment. Financial capacity and high respect for the
medical competence existed. And yet, the interest in the new equipment
was for better service, without regard to the hospital’s under-utilization rates
or cost benefit analysis. Analysts concluded that additional investments in
expensive equipment could push the hospital to raise prices and reduce its
market share.

This banking approach to the financing of medical ventures has to be viewed
objectively, since it in no way implies disrespect or impugns the qualifications of
the medical profession. It is important to look deeper into the commercial banking
sector to find other experiences and motivations that could allow a fluid
communication and business connection with health care activities. As
decentralization or privatization of MOH’s facilities and services proceeds, investors
and management technicians would be interested in doing business with MOH.
Commercial banks can play a role of paramount importance in the process.

BMI will open additional opportunities for long term investment and guarantee
funds in the health area, but the commercial banks will do the credit analysis. The
local stock exchar.qe was not investigated. This could be an alternative in the long
term, when the health sector might project a sound business image. Stock
exchanges only deal with healthy companies based on highly rigorous structural
and financial analyses of the business.

Restrictions to financial opportunities are principally seen in the limited business
and commercial experience existing in private health services. Exposure and
training in business management and management of health activities and
organization will contribute greatly to potentiate a consummation of these
opportunities. Business plans need to be developed prior to any &attempt to apply
for or negotiate a loan from a bank. Financial viability to pay commercial interest
rates and principal as a result of the operational cash flow must be demonstrable.
The interest rate would be determined by the credit committee of the bank
(currently between 14 and 22 percent) depending on the level of the qualification
of risk in each particular case by the bank.

2) Insurance opportunities: Potential linkages between health services and
commercial insurers should be studied at length with coordinated participation of
both sides. The international trend in health security is moving in this direction,
since the financial conditions intrinsic in the securing of these services are typical
of the conditions that give existence and life to the insurance business.
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The desirability of larger participation of commercial insurers is based on
expectations of reasonable improvements in cost containment and quality of
service per beneficiary. Insurers have experience in cash/financial management
and access to catastrophic protection through international reinsurers. However,
possibilities for a rapid expansion of health coverage in the country seems very low
in the short term.

In the opinion of a conservative insurer, ways and means traditionally used to
procure-provide these health services in the country disallow the possibility for a
wide connection between both activities. The portion of population with enough
resources to pay for private insurance is very small, as it is the portion who
belongs to organizations with economic power to pay for group insurance {(i.e.
companies, cooperatives). A preventive health care culture is still to be introduced
among the vast majority of Salvadorans, which also is in detriment of the
introduction of health insurance.

Nevertheless, a few insurers (Medicard, PALIC) are taking the initiative to make
inroads into population strata of lower levels of income. They are taking the risk to
offer types of health insurance in the lower levels of the current market expecting
to attract enough volume to spread the risk and generate a prudent return on the
investment at risk.

These experiences suggest that advice from commercial consultants in insurance
and reinsurance would be beneficial to analyze alternatives for the realignment of
the health services. This may open opportunities to financially secure health
services to larger sectors of population and significant savings to MOH and ISSS.
Such commercial relationships should be established cautiously and protected with
strict regulations as to promote balanced benefits to both sides.

3) Pharmaceutical opportunities: The local pharmaceutical industry is
considered the most developed in Central America. This represents a national
strength that can support the desired improvement/exgcansion of basic health
services.

Strict quality control standards and commercial incentives, like larger purchase
orders from institutions, could induce the expansion/availability of low cost
medicines (those no longer protected under patent laws internationally) produced
and packaged under local brands. The standards should be extensive to the
quality/purity of the raw materials imported. Packaging materials and products
bought for pharmaceutical use should be exempt of IVA, as package components
of imported medicines are also exempt.

As pharmaceutical companies further develop and their local and regional markets
expand, competition and economies of scale would result in better quality, broader
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product variety and lower cost of supply to MOH and ISSS as well as the
commercial sector.

Nevertheless, at least with recpect to contraceptives, the pharmaceutical
companies and associations interviewed indicated that they could not compete
successfully with the ADS. One company manufactures one month injectables,
and only one company imports condoms.

4) Large employers: Companies with sizable labor force (e.i. TACA, Hilasal,
Compania Azucarera Salvadorena, Sigma, La Constancia) have invested time and
resources to provide their employees with more efficient and effective services
than ISSS, despite the employer-employee contributions to the institution.
Employers have recognized the importance of a healthy labor force as a
competitive factor and are willing to pay extra for it.

The traditional managerial efficiency in the commercial sector has resulted in
imaginative and no-nonsense procedures in the delivery of this services. The
results are, effective mechanisms that satisfy the needs in health services that the
relationship employee-eniployer requires.

A mix of alternatives: in-house medical facility/capacity, referral to private
physicians, private insurance, purchase of generic medicines in bulk, are among the
most frequent alternatives reported by the interviewees. Companies have defined
their means according to the best options to each one’s particular conditions.
Location, gender, activity, are some of the conditions normally included in the
formula to create a suitable medical plan.

These company managers (particularly personnel managers) have improved their
undersianding of the importance of health care for their companies. The pattern is
similar in all the commercial activities contacted: industrial/commerce, free zones,
agriculture, food, automobile, oil byproducts. Each company has come up with its
plan independently and finance/manage without any connections with other
companies.

An aggregation of the financial and human resources involved in these services
plus the employer-employee contributions to ISSS are considerably high. These
resources can finance more extended services to the employees and their
dependents. The use of these resources can be planned and managed by
employers, employees and ISSS proportionately to the investment made. Each
partner can provide the expertise in their particular domains and supervise the
component of the service that more affects their particular interest.

Pilot tests with some of these large companies would help to gain experience and
learn about the best ways to expand these experiences to other companies. Some
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initiatives are already underway. TACA and Hilasal reported that they are
negotiating ISSS direct participation in their in-house health programs with different
formulas and ISSS is responding positively.

These initiatives should be followed and evaluated. Important clues could be
identified which could be useful in the design of viable mechanisms that can be
systematized and extend to other large companies with similar interests.
Representative associations like National Association of the Private Enterprise
(ANEP), Association of Salvadoran Industrialists {ASl), and Chamber of Commerce,
would be very cooperative and could pick up the leadership after a project initiative
might show to them potential benefits for their members.

5) Mid-sized companies: Companies in this category (Shell, Banco
Salvadoreno, CIDEMA, Ommiplastics) reported the same interest and motivation to
provide the health services that their workers need in similar terms as larger
employers did. However, their economic potential does not allow them
commensurate levels of involvement. Their managerial and financial experience
restrains them from a comprehensive provision of services paid 100 percent by the
companies, and they provide as much as possible without jeopardizing their
financial stability.

Some mid-sized employers indicated that perhaps the ideal solution would be a
coordination of several companies in the same neighborhood to pool resources and
negotiation power to facilitate similar solutions like the one< identified as suitable
to large employers.

6) Production cooperatives: Through an American PVO (CLUSA), the team
learned about a group of 67 production cooperatives engaged in export crops, who
are very well organized in a union type of organization (UCRAPROBEX). The union
represents a population base of 14,000 members, and several of the coop
members already have reached financial sustainability.

The manager of the union was interviewed. He reported that one of his major
concerns is the need of basic health care services among the member farmers and
their dependents. A few of these coops have contributed to the operation of
clinics in their locations, but these were later closed because the coops did not
have experience or funding to sustain the clinics’ operations. Still, the possibility is
to assist in developing a mechanism to reinstall and expand these medical services,
with financial contributions by the coops and the union. A possibility is an
insurance policy with coverage limited to basic and preventive care, with
UCRAPROBEX acting as underwriter.
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7) Informal economy: The assessment could not include interviews with
informal employers {those who do not have legal status). These companies do not
register with ISSS. Owners and employees fill their needs for medical services in
pharmacies, private clinics and in MOH hospital facilities for emergencies and
surgical services.

Nevertheless, AS| reported that this sector in the Salvadoran economy is growing
at a considerable pace. Those who grow with financial success find themselves
impelled to legalize the status of their companies so as to have access to banks
(which means larger loans and lower interest rates) and better business relations to
boost their growth. This group represents an important target for the expansion of
private medical services. But their current non-registered legal status makes them
difficult to identify and cvaluate, except for those who receive credit or training
from institutions and NC Js.

Project resources could be dedicated to make contact with these ins:itutions and
evaluate all relevant information available, so as to identify subsectors (percentiles)
in the group with payment capacity at different levels of coverage (from full to zero
payment) for medical services. These conclusions would facilitate the design of
MOH programs to provide them with decentralized/private medical services under
which the beneficiaries would assume a fair share of the

financial burden and concomitant benefits.

In the final analysis, it is in the commercial sector’s best interest to encourage and
participate in the maintenance of a healthy and productive work force. As
menticned in various parts of this paper, the understanding of this relationship is
universal among those interviewed. To maintain productivity, some are already
providing parallel systems to ISSS. Others would, given the resources.
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GRAPH 1

Source of Modern Contraception

As a Fercentage of Overall Modern Method Use
Data from Various LAC Countries and El Salvador
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i



GRAPH 2

Private Sector Coverage of Family Planning
vs. Private Share of Health Care Expenditure
Comparison of Five LAC Countries, Including El Salvador

Percentage Market Share

= Private FP Share
Private Health Share

Brazil Colombia Ecuador Peru El Salvador

Sources: Foreit, 1992, p. 9; Calculation from FESAL-93 Data:
ANSAL, Informe Final, p. 58; Lininger, p. 1.
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GRAPH 3

Source of Female Sterilization

& Socioeconomic Levei of Subsidized Clients
El Salvador, 1993
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Source: FESAL-93, p. 86 and further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.
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GRAPH 4

Source of Female Sterilization

By Socioeconomic Level
El Salvador, 1993
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GRAPH 5

Source of Female Sterilization

& Socioeconoinic Level of Subsidized Clients
El Salvador (Women Sterilized Between 1988-1993)
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Source: FESAL-93, p. 86 and further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.
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GRAPH 6

Source of Female Sterilization

By Socioeconomic Level
El Salvador (Women Sterilized between 1988-1993)
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GRAPH 7

Postpartum Sterilization

By Socioeconomic Level and Source
El Salvadoi (Women Sterilized between 1988-1993)
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GRAPH 8

Source of Orals

& Socioeconomic Level of Subsidized Clients
E! Salvador, 1993
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Source: FESAL-93, p. 86 and further analysis of FESAL-93 data.
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4



GRAPH 9

Source of Orals

By Socioeconomic Level
El Salvador, 1993
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GRAPH 10

Source of Injectables

& Socioeconomic Level of Subsidized Clients
El Salvador, 1993
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Source: FESAL-93, p. 86 and further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.
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GRAPH 11

Source of Injectables

By Socioeconomic Level

El Salvador, 1993
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Source of Condoms

& Socioeconomic Level of Subsidized Clients
El Salvador, 1993

Nonsubsidized
66%

4!'%

>
T
1V g

-———/

ISSS
17%

Source of Condoms

Subsidized
17%

\\\N

High 25%

Medium 44°%

Low 31 %

Socioeconomic Level

Source: FESAL-93, p. 86 and further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.
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GRAPH 13

Source of Condoms

By Socioeconomic Leve,
El Salvador, 1993
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GRAPH 14

Source of IUDs

& Socioeconomic Level of Subsidized Clients

El Salvador, 1993
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Source: FESAL-93, p. 86 and further analysis of FESAL-93 data.
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GRAPH 15

Source of IUDs
By Socioeconomic Level
El Salvador, 1993
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GRAPH 16

Source of Modern Methods

& Socioeconomic Level of Subsidized Clients
E| Salvador, 1993
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Source: FESAL-93, p. 86 and further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.
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GRAPH 17

Source of Modern Methods

By Socioeconomic Level
=l Salvador, 1993
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GRAPH 18

Current Source of Clinical Methods

& Sccioeconomic Level of Subsidized Clients

El Salvador, 1993
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Source: Further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.

Clinical methods include female sterilization and 1UD.
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GRAPH 19

Current & Adjusted Source of Clinical Methods
Adjusted for Ability to Pay
=l Salvador, 1993
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Source: Further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.
Clinical methods include female sterilization and 1UD.
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SRAPH 20

Current Source of Supply Methods

& Socioeconomic Level of Subsidized Clients
El Salvador, 1993
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Source: Further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.

Supply methods include oral, injectable, and condom.
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GRAPH 21

Current & Adjusted Source of Supply Methods
Adjusted for Ability to Pay
El Salvador, 1993
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Source: Further analysis of FESAL-93 dsta.
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Supply methods include orals, injectables and |UDs.
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Source of Clinical Methods
Including Unmet Need
El Salvador, 1993
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Source: Further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.
Clinical methods include female sterilization and IUD.
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GRAPH 23

Source of Supply Methods
Including Unmet Need
El Salvador, 1993
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Source: Further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.

Supply methods include orals, injectables and 1UDs.
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GRAPH 24

Source of Clinical Methods
Adjusted for Ability to Pay & Including Unmet Need
El Salvador, 1993
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Source: Further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.

Clinieal methods include female sterilization and 1UD.
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GRAPH 25

Source of Supply Methods
Adjusted for Ability to Pay & Including Unmet Need
El Salvador, 1993
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Source: Further analysis of FESAL-93 data.
Subsidized includes MSPAS and ADS clients.

Supply methods include orals, injectables and IUDs.
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GRAPH 26

Place of Prenatal Care

& Socioeconomic Level of MSPAS Clients
El Salvador, 1993
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Source: FESAL-93, p. 148 and authors’ calculations.
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GRAPH 27

Place of Prenatal Care

By Socioeconomic Lavel
El Salvador, 1993
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GRAPH 28

Place of Delivery (In-Hospital)

& Socioeconomic Level of MSPAS Clients
El Salvador, 1993
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GRAPH Q9

Place of Delivery (In-Hospital)
By Socioeconomic Level
El Salvador, 1993
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GRAPH 30

Place of Well-baby Checkup

& Socioeconomic Level of MSPAS Clients
El Salvador, 1993
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Source: FESAL-93, p. 164 and further analysis of FESAL-93 data.
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GRAPH 31
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LEVEUNUMBER OF CASES

PLACE OF PRENATAL CARE BY SOCIO-ECONOMIC
LEVEL/PERCENT OF TOTAL BY PLACE OF CARE

PLACE OF DELIVERY BY SOCIO-ECONOMIC
LEVEL/PERCENT OF TOTAL BY SOCIO-ECONOMIC LEVEL

PLACE OF DELIVERY BY SOCIO-ECONOMIC
LEVELNUMBER OF CASES

PLACE OF DELIVERY BY SOCIO-ECONOMIC
LEVEL/PERCENT OF TOTAL BY PLACE OF DELIVERY

PLACE OF WELL-BABY CHECKUP BY SOCIO-ECONOMIC
LEVEL/PERCENT OF TOTAL BY SOCIO-ECONOMIC LEVEL

PLACE OF WELL-BABY CHECKUP BY SOCIO-ECONOMIC

)



TABLE 30

TABLE 31

TABLE 32

TABLE 33

TABLE 34

TABLE 35

TABLE 36

TABLE 37

TABLE 38

TABLE 39

TABLE 40

LEVEL/NUMBER OF CASES

PLACE OF WELL-BABY CHECKUP BY SOCIO-ECONOMIC
LEVEL/PERCENT OF TOTAL BY PLACE OF DELIVERY

FAMILY PLANNING MARKET REALIGNMENT/SHIFTING ALL
HIGH-INCOME USERS OF CLINICAL METHODS FROM
SUBSIDIZED TO NONSUBSIDIZED SOURCES

FAMILY PLANNING MARKET REALIGNMENT/SHIFTING ALL
HIGH-INCOME USERS OF CLINICAL METHODS FROM
SUBSIDIZED TO NONSUBSIDIZED SOURCES

FAMILY PLANNING MARKET REALIGNMENT/SHIFTING ALL
HIGH-INCOME USERS OF CLINICAL METHODS FROM
SUBSIDIZED TO NONSUBSIDIZED SOURCES

FAMILY PLANNING MARKET REALIGNMENT/SHIFTING ALL
HIGH-INCOME USERS OF CLINICAL METHODS FROM
SUBSIDIZED TO NONSUBSIDIZED SOURCES

WOMEN 15-44 WITH UNMET NEED FOR FAMILY PLANNING/
SOCIOECONOMIC LEVEL BY BIRTH PREFERENCE (NUMBER OF
WEIGHTED CASES)

WOMEN 15-44 WITH UNMET NEED FOR FAMILY PLANNING/
SOCIOECONOMIC LEVEL BY BIRTH PREFERENCE
(PERCENTAGES)

WOMEN 15-44 WITH UNMET NEED FOR FAMILY PLANNING/
SOCIOECONOMIC LEVEL BY BIRTH PREFERENCE (NUMBER OF

WOMEN)

UNMET NEED FOR FAMILY PLANNING/ASSIGNMENT OF
WOMEN WITH UNMET NEED FOR CLINICAL METHOD TO

SOURCE

UNMET NEED FOR FAMILY PLANNING/ASSIGNMENT OF
WOMEN WITH UNMET NEED FOR SUPPLY METHOD TO
SOURCE

COMBINING CURRENT USE WITH UNMET NEED FOR FAMILY
PLANNING/CLINICAL METHODS (NUMBER OF WOMEN)

L



TABLE 41

TABLE 42

TABLE 43

TABLE 44

TABLE 45

TABLE 46

TABLE 47

COMBINING CURRENT USE WITH UNMET NEED FOR FAMILY
PLANNING/SUPPLY METHODS (NUMBER OF WOMEN)

COMBINING CURRENT USE WITH UNMET NEED FOR FAMILY
PLANNING/CLINICAL METHODS (PERCENT)

COMBINING CURRENT USE WITH UNMET NEED FOR FAMILY
PLANNING/SUPPLY METHODS (PERCENT)

COMBINING MARKET REALIGNMENT WITH UNMET NEED FOR
FAMILY PLANNING/CLINICAL METHODS (NUMBERS OF
WOMEN)

COMBINING MARKET REALIGNMENT WITH UNMET NEED FOR
FAMILY PLANNING/SUPPLY METHODS (NUMBERS OF WOMEN)

COMBINING MARKET REALIGNMENT WITH UNMET NEED FOR
FAMILY PLANNING/CLINICAL METHODS (PERCENT)

COMBINING MARKET REALIGNMENT WITH UNMET NEED FOR
FAMILY PLANNING/SUPPLY METHODS (PERCENT)

N3



- Table 1
Distribution of Spending on Health
El Salvador, 1993

Source % of Total
Households 53.1%
MSPAS 22.0%
ISSS 19.6%
Other Public 5.3%

Total 100.0%

Source: ANSAL, Informe Final, p. 58.

Table 2

Waiting Time for Health Services

El Salvador, 1989

Establishment Average Wait
(minutes)
Hospital 148.56
Health Post 146.29
NGO 101.56
ISSS 89.47
Private Doctor 61.08
Pharmacy 9.35

Source: REACH 1989 cited in ANSAL Informe Final.

Table 3

Diswribution of Household Health Spending

El Salvador, 1991

Type Percent

Dental Care 1.0%
Doctor Visit 18.0%
Eye Care 5.0%
Medicines 47.0%
Other 30.0%

Source: MIPLAN, 1991, citedin

ANSAL, Informe Final, p. 65

N4



Table 4

Source of Contraception Among Users of Modern Methods

As a Percentage of Overall Modern Method Use

Data from Various LAC Countries, Including El Salvador

Country

Bolivia (89)
Brazil (86)
Colombia {90)
DR (86)
Ecuador (87)
Guatemala (87)
Honduras (87)
Mexico (87)
Peru (86)

Average LAC
El Salvador (93)

Source: K. Foreit, 1992, p. 6 and authors’ calculations using FESAL-S3 data

Overall

Modern
Prevalence

12
56
55
47
36
19
33
45
23

36
48

Source

Public Pharmacy Private

Sector

34
28
25
42
42
32
19
63
54

38
69

Practice

54
23
.M
44
35
18
10
14
31

27
4

NGOs

3

17
40
52
0
2

16 .

16

Other

—d

== hWOoOWWMNN

- n

Total

100
100
100
100
100
100
100
100
100

100
100



Table 5

Private Sector Coverage of Family Planning
vs. Private Share of Health Care Expenditure
Comparison of Five LAC Countries, Including El Salvador

Country

Brazil
Colombia
Ecuador
Peru

El Salvador

Sources:

Family Planning Health Expenditure
Modern  Private PerCapit  Private
Prevalence Sector Share Spending Sector Share

Rate (%) (%) ($u.s.) (%)
56 72 n.a. 50

55 75 69.60 33

3o 58 46.11 39

23 46 62.12 47

48 31 46.22 53

Foreit, 1992, p. 9 (other countries);

Author's calculation from FESAL-93 (non-public sector share);

ANSAL, Informe Final, p. 58 (total health spending and percent private);
Lininger, p. 1 (total population for per capita calculation).

o



Table 6

Source of Contraceptive by Socio-economic level

El Salvador, 1993
Method:
Socioeconomic Level
Low

Medium
High

Method: Orals
Socioeconomic Level

Low
Medum
High

Method: Injectable
Socioeconomic Level
Low

Medium
High

Method: Condom
Socioeconomic Level
Low

Medium
High

Method: 1UD
Socioeconomic Level
Low

Medium
High

Sterlization

Source
MSPAS ISSS Pharmacy  Private ADS Other
Practice
744 2.1 0 0.8 228 0
70.3 13.8 0 0.7 15.1 0.2
46.5 31 0 10.3 11 1.2
Source
MSPAS ISSS Phammacy  Private ADS Other
Practice
64.3 4.1 14.3 1 143 2
511 129 225 23 84 3
16.8 21.2 443 2.6 8 71
Source
MSPAS ISSS Phamacy Private ADS Other
) Practice
114 57 14.3 29 65.7 0
55 20 23.6 3.6 455 1.8
0 8.5 64.8 9.9 16.9 0
Source
MSPAS ISSS Phammacy Private ADS Other
Practice
455 9.1 455 0 0 0
24.1 10.3 55.2 0 0 10.5
3.8 226 60.4 1.9 38 75
Source
MSPAS ISSS Phammacy Private ADS Other
Practice
85.7 48 0 48 49 0
57.1 229 0 57 14.3 0
1.1 52.8 0 111 25 0

Source: Further analysis of FESAL-93 data.

HL-

Total

100.1
100.1
100

Total

100
100.2
100

Total

100
100
100.1

Total

100.1
100.1
100

Total

100.2
100
100

No. Cases
(weighted)

386
602
419

1407

No. Cases
(weighted)
98
178
113

389

No. Cases

(weighted)
35
55
71

161
No. Cases
(weighted)
11
29
53
93
No. Cases
(weighted)
21
35
36

92



Table 7

Sourca of Contracepve by Soco-economic level (NUMBER OF CASES)

El Salvador, 1993
Method'  Stenhzabon
Socoeconomic Level
Low

Medum

High

Tolal

Method:  Orals
Socioorvnomic Level

Low
Medium

High
Tota

Method:  Injectable
Socioecoromic Level

High
Total

Method:  Condom
Socioeconomic Level
Medium

High

Total

Method:  IUD
Socoeconomic Level

Low
Medum
High

Total

Method: Al Modern
Soaoeuﬁmmac Level
Low

Medium

High

fotal

Source
MSPAS ISSS Phamacy Private ADS Other
Pracice
287 8 [} 3 88 0
423 83 0 4 9 1
195 130 0 a3 46 5
905 221 o] 50 225 6
Source
MSPAS ISSS Phamacy Private ADS Other
Practice
& 4 14 1 14 2
91 23 40 4 15 5
19 24 50 3 9 8
173 51 104 8 38 15
Source
MSPAS ISSS Phamacy Private ADS Other
Practice
4 2 5 1 2 0
3 11 13 2 25 1
0 8 46 7 12 0
7 19 64 10 60 1
Source
MSPAS ISSS Phamacy Privats ADS Other
Practce
5 1 5 0 0 0
7 3 16 0 0 3
2 12 32 1 2 4
14 16 53 1 2 7
Source
MSPAS ISSS Phamacy Private ADS Other
Pracice
18 1 0 1 1 0
20 8 0 2 5 0
4 19 0 4 9 0
42 28 0 7 15 0
Source
MSPAS ISSS  Phamacy Private ADS Other
Pracice
37 16 24 6 126 2
544 128 69 12 136 1
220 19 128 58 78 17
1141 335 221 bard 340 30

Sourcs: Further analysis of FESAL-93 data.

ARY

Tolad

386

419

1408

Total

178
13

Total

2ae

161

Total

&3

Towl

21
35

Total

551

2143


http:FESAL.93

Table 8

Source of Contraceptive by Soco-economic level (NUMBER OF CASES)

El Salvador, 1933
Method:  Stenlization Source

Subsiozed Non- ISSS Toal
Socoeconomc Level Subsithzed
Low 375 3 8 366
Medium 514 5 83 603
High 241 48 130 314
Total 1130 57 221 1408
Method:  Orals Source

Subsidized Non- ISSS Toal
Socioeconomic Level Subsidzed
Low m” 17 4 %8
Medium 106 49 23 178
High p:) 61 24 113
Total 211 127 51 389
Method:  Injectable Source

Subsichized Non- ISSS Total
Socioeconomic Level Subsidzed
Low ri4 6 2 35
Medium 28 16 1 55
High 12 53 6 n
Total 67 75 19 161
Method:  Condom Source

Subsidized Non. ISSS Tow
Socioeconomic Level Subsidized
Low 5 5 1 1
Medium 7 19 3 29
High 4 37 12 53
Total 16 61 16
Method:  IUD Source

Subsidized Non. ISSS Toal
Sociosconomic Level Subsidized
Low 19 1 1 21
Medium 25 2 8 35
High 13 4 19 36
Total 57 7 28 92
Method: Al Modemn Source

Subsidized Non- ISSS Total
Socioaconomic Level Subsidized
Low 503 32 16 551
Medium 680 92 128 900
High 208 203 191 692
Total 1481 327 335 2143

Note: Subsidzed includes MSPAS ang ADS.

Unsubsidized indudes Pharmacy Pavate Practice & Other
Source: Funher analysis of FESAL-93 vata



Table 8, cont.

Source of Contraceptive by Socio-economic level (NUMBER OF CASES)

El Salvador, 1993

Method: Clinical (Steril. + IUD)_ Source

Subsidize Non- ISSS Total
Socioeconomic Level Subsidized
Low 394 4 9 407
Medium 539 7 91 638
High 254 52 149 455
Total 1187 64 249 1500
Method: Supply (Oral, Injectable, Condom) Source

Subsidize Non- ISSS Total
Socioeconomic Level Subsidized
Low 109 28 7 144
Medium 141 84 37 262
High 44 151 42 237
Total 294 264 86 643

Note: Subsidized includes MSPAS and ADS:;

Unsubsidized includes Pharmacy, Private Practice &

Source: Further analysis of FESAL-93 data.
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Tatie 9

Source ol Contraceptive by Soao-economic level (Percentages)

El Salvador, 1933
Method:  Stenikzahon
Socoeconomic Level
Low

Medum

Hgh

Tow

Sourcs of Gterdizanon
Method:  Orals
Socoeconomc Level

Low
Medwm

High

Toal

Sourcs of Orals
Method:  Injectable
Socioeconamic Level
Low

Medium

High

Towl

Saurce of Injectables
Method:  Condom
Sociveconomic Level

High

Totad

Source of Condoms:
Method:  1UD
Sociogconomic Level
Low

Medium

High

Toud

Sourcs of IUDs;

Method:  All Modern
Socoeconomic Lavel

Low
Medwm

High
Towad

Source
MSPAS ISSS Phrmacy  Prvate ADS Other
Pracice
3N.7% 3.7% 0.0% 6.1% 39.1% 0.0%
468%  316% 00% B4%  40.4% 19.3%
21.5% 58.8% IU% 855% 20.5% 80.7%
1000% 100.0% Hren 1000P% 100 0% 100.0%
643 15.7 0 36 16 05
Source
MSPAS ISSS Pharmacy  Privale ADS Other
Pracice
36.4% 7.9% 13.5% 12.2% 36.9% 12.8%
52.6% 451% 38.5% 51.1% 39.3% 34.8%
11.0% 47.0% 48.1% Ki% 23.8% 52.4%
100.0% 100.0% 100.0% 100.0°% 100.0%  100.0%
445 13.1 267 21 98 38
Source
MSPAS ISSS Phamary  Pnvate ADS Other
Practce
569% 10.5% 78% 101%  383% 0.0%
43.1% 578%  203% 198%  41.7%  100.0%
00% N 719% 701%  20.0% 0.0%
100.0% 100.0% 100.0% 100.0% 100.0%  100.0%
4.4 118 387 6.2 373 0.6
Source
MSPAS ISSS Pharmacy  Privale ADS Other
Practice
35.7% 6.3% 9.4% 0.0% 00% 0.0%
435% 18.7% 30.2% 0.0% 0.0% 43.4%
14,4% 75.0% 60.4% 100.0% 100.0% 56.6%
100.0% 100.0% 100.0% 1000% 100.0% 100.0%
151 17.2 57 11 2.2 7.4
Source
MSPAS ISSS Pharmacy  Prvale ADS Other
Practce
42.9% 6% 0.0% 144% 68% 0.0%
476%  286% 00% 285%  33.3% 0.0%
9.5% 67.8% 0.0% 57.1% 59.9% 0.0%
1000% 100.0% 00% 100.0% 100.0% 0.0%
45.7 304 o} 76 163 0
Source
MSPAS ISSS Pharmacy  Prvate ADS Other
Practce
33.1% 4.8% 10.9% B.0% 37.1% 6.6%
47 7% 38.2% 31.2% 16.1% 40.0% 358%
19.3% 57.0% 57 9% 76.0% 23.0% 57.6%
1000% 100.0% 100.0% 1000% 100.0% 100.0%

Source: Further analysis of FESAL-33 data.

Towal

Total

100

Total

100

Total

100

Toal

Total



Table 10

Source of Contraceplive by Socio-economic lavel {Percentages)

El Salvador, 1993
Method;  Starlization
Socioeconomic Level
Low

Medum

High

Total

Source of Stertization
Method: Orals
Sodoeconomic Level
Low

Mediv.n

High

Total

Sourcs of Orals
Injectables

Sodocaconomic Level

Meathod!.

Low

Medium

High

Total

Source of Injectable
Method:  Condoms
Socioaconomic Level
Low

Medium

High

Total

Source of Condom
Method:  {UD
Socioeconomic Level
Low

Medium

High

Total

Source ot IUD

Source
Subsidized Non-
Subsidized ISSS
33.2% 54% 3 7%
45 5% 96% 37.6%
213% 850% 58 8%
100.0% 100.0% 100.0%
80.3 41 15.7
Source
Subsidized Non-
Subsidized I1SSS
36.5% 13.3% 7.9%
50.2% 38.8% 45.1%
13.3% 47.9% 47.0%
100.0%  100.0%  100.0%
543 326 13.i
Source
Subsidized Non-
Subsidized ISSS
40.3% 8.0% 10.5%
41.8% 21.3% 57.8%
17.9% 70.7% 31.7%
100.0%  1000%  100.0%
417 465 11.8
Source
Subsidized Non-
Subsidized ISSS
31.2% 8.2% 6.3%
43.6% 31.2% 18.7%
25.1% 60.6% 75.0%
100.0% 100.0% 100.0%
173 655 17.2
Source
Subsidized Non-
Subsidized !
334% 14 4% 3.6%
438% 28.5% 28.6%
22.8% 57 1% 67.8%
100.0% 100.0% 100.0%
620 76 304



Table 11

Source of Cor aptve by Socxo-ec {Percertages)
El Salvador, 1933
Method A Modem Souma Method AN Mog s (% ol all LUapes)
Subsdaed Nor- Subsidaed Non-
Socoeconorme Level Subsidzed [ Soaoeconomc Level Subsiized ISSS
Low M 0% 98% 48% Low 235% 1% 08%
Medurm 459% 28.1% 2% Medum N.7% 43% 6.0%
Hgh 201% 621% 570% High 139% 5% 82%
Total 100 0% 100.0% 1000% Total 68.1% 15.9% 156%
Method Curccal (Sterd + JD) —Source Method:  Chrcal (Sterk + IUD) —ource (%ol 3 Users)
Subsdzed Non- Subsidized Non-
Socoecnormc L evel Subsidzed ISSS Sodosconormic Level Subsidzed 1SSS
Low B2% 64% I™ Low B3I% 0% 06%
Mexinsm 454% 11.6% 6% Medium BI% 0% 61%
Hgh 21 4% 819% 53 8% High 16 9% I 99%
Tatal 100 0% 100 0% 100.0% Total 91% 42% 16 6%
Method Supoly (Orake ing+Condom) Source Method.  Supply (Ovaleing-Condom) Source {% ol al Usars)
Subsdzed Noer Subsided Non-
Socosconomc L evel Subsdzed ISSS Soaoeconormsc Level Subskized ISSS
Low 371% 106% 82% Low 169% 4% 11%
Medrum 47 9% R1% 430% Medum 21.9% 131% 5™
Hgh 150% 57 3% 48 8% High 68% 5% 65%
Towa 100 0% 100 0% 100.0% Totad 457™% 410% 134%

Note Subsxdized inchudes MSPAS and ADS,
Unsubsidzed nciudes Phamacy, Private Practce & Other.

Source Further analyss of FESAL-93 data.

Total

272%
425%
303%

1000%

Subsdzed Norr
Sodiosconomic Level Subsdzed ISSS Tatal
Low nrne 4571 2298 78581
Medm 96908 13096 18246 128250
Hgh 42462 28961 27199 96622
Total 211082 46628 47743 305453
Method Clnical (Stenl « UD) —— Souros ___{number of users)

Susdzed Norr
Socioeconomic Level Subsdaed ISSS Total
Low 56193 S84 1299 58076
Medwm 76844 1057 12984 90885
Haah 36194 7438 21224 64857
Total 163231 Q078 35508 213817
Method Supply (Orale lnge Condom) Sourca (number o users)

Susdgzed Non-
Soaoeconome Lovel Subsdzed ISSS Total
Low 15525 39684 939 20509
Medsm 20072 12032 5262 37366
Hgh 2] 21511 5977 1761
Tota! 41871 37527 12208 91636



Tabie 12
Source of Female Stenkzaton
By Socoeconomc Level
Stenhzahons Perlormed 1988- 1950
Wosghted Number ol Cases
—Source
MSPAS ISSS Phamacy  Piwvate ADS Other
Socoesconom: Level Practce
Low 124 3 0 1 4 0
Medrum 145 49 0 3 45 0
Hgh 54 65 0 2 14 5
Total 3 1?7 0 27 102 5
Table 14
Source of Fernale Stenlzabon
By Socoeconamsc Level
Stenkzabons Pardormed 1968- 1993
Percont o Total by Source
Souce
MSPAS ISSS Pharmacy Prvate ADS Other
Soaosconome: Level Practos
Low 384% 26% 0.0% 3™ 22% 00%
Medwsm 4.9% 41.9% 0.0% 11.1% 41% 00%
Hgh 16.7% 55.6% 00% 852% 137%  1000%
Total 100 0% 100 0% 00% 1000% 100.0% 100.0%
Sourcs o Stenkzaton 56.3 204 00 47 178 09
Source: Further analyss of FESAL-90 data.
Tabie 18
Souroe of Postpartumn Female Sterikzation
By Socxeconorms Level
Postpartum Stenizabons Pedormed 1968-1933
Wesghted Nurnber of Cases
Source
MSPAS ISSS Pharmacy  Private ADS Cther
Soaoeconormec Level Practos
Low [: 3 1] o] 0 1]
Mecwm 104 k<) 0 3 4] 0
Hgh 41 <] 4] 12 0 5
Total 2?7 69 0 16 0 5
Tabie 18
Source of Postpartum Female Sterizanon
By Socoeconomec Level
Postoartum Stenkzabons Perdormed 1988-1993
Percsnt of Total by Source
Souroe
MSPAS ISSS Phammacy  Private ADS Cther
Soaoeconoms: Level Practioe
Low 36 1% 43% 00% 00% 0% 0%
Medum 458% 47 8% 00% 18 8% 00% 00%
Hgh 18.1% 478% 00% 81.3% 00%  1000%
Total 100 0% 100 0% 00% 1000% 0.0% 100.0%
Source of PP Stenkzabon ne 218 00 50 00 16
Table 20
Scuroe of Postp Formale Slerk
By Socomeconom: Level
Pastpartum Sterizations Performed 1968-1993
Percent of Total Sterizations
_Source
MSPAS ISSS Pharmacy  Prvate ADS Other
Soooeconomc Level Praction
Low 66 1% 10007 00% 00% 0% 00%
Medum nm 67 3% 00% 1000% 00% 00%
Hgh 759%  508%  00% 565%  00%  1000%
Total 703% 53 0% 00% 59 3% 00% 100 0%

Scurce  Further analysis of FESAL-93 data

Total

m
242
161

574

Total

Totsl

140

nz

Toa

1000

Total

49 7%
579%
57 1%

552%

Table 13

Source of Fernale Stenizaton
By Socoeconomc Level
Stenizabons Performed 1988- 1933
Wowghted Nurmber o Cases
S()URQ
Subsaed Non- SSS
Socoeconom: Level Subsiized
Low 167 1 3
Medwsm 190 3 49
Hagh 8 - 65
Total 425 r 117
Tabie 15
Source ol Fermale Stenizaton
By Socoeconomc Lavel
Stenizabons Perdormed 1988-1933
Peroert ol Total by Source
—Source
Subsxdzed Non-
Socsoeconomee Level Subsdaed IS8S
Low 3B.3% 31% 26%
Mechun “m™ 94% 419%
High 18.0% 87 5% 556%
Totsd 100.0% 1000%  1000%
Source of Steriizaton 40 56 204
Source: Further analysis of FESAL-9G data.
Table 17
Souroe o Postpertum Female Stenkzation
8y Socioeconormic Level
Postpartum Stenkzations Periormad 1988- 1990
Weighted Number of Cases
Souroe
Subsidzed Non- 58S
Socioeconomso Level Subsxized
Low [:~4 0 3
Medm 104 3 )
Hgh 4 18 ]
Totsd 27 21 [ <]
Table 19
Source of Postpartumn Female Stenkzaton
By Socioeconomsc Level
Postpartum Stenizabons Performed 1968- 1990
Perosnt of Total by Source
Souroe
Subsxized Non-
Sociosconormc Level Subsidaed ISSS
Low 36.1% 00% 43%
Medwum 458% 14.3% 478%
High 18.1% 8™  478%
Total 1000% 1000% 1000%
Source of PP Sterizabon ne 66 218
Table 21
Source of Postpartum Female Sterkzabion
By Socoeconomyc Level
Postpartum Sterkzabons Perdormed 1988- 1990
Perment ol Total Stenkzations
Subsidaed Non-
Socoeconomc Level Subsidged ISSS
Low 49 1% 00% 100 0™
Mecinan 54 7% 100 0% 67 3%
Hgh 603%  643%  508%
Total 534% 65 6% 00%
Note Subsdeed ncudes MSPAS and ADS,

Unsubsideed includes Pharmacy. Prvale Pradics & Other

Source Furiher analysrs of FESAL-3 data



Table 22

Place of Prenatal Care

By Socioeconomic Level

Percent of total by Socioeconomic Level
El Salvador, 1993

Place of Prenatal Care

Socioeconomic Level MSPAS ISSS  Private Other
Doctor
Low 914 5.1 24 1.1
Medum 719 15.2 10.5 2.4
High 385 26.8 29.6 5.1
Total 709 14.3 12.2 26
Source: FESAL-93, p. 148.
Table 23
Place of Prenatal Care
By Socioeconomic Level
Number of Cases
El Salvador, 1993
Place of Prenatal Care
Socioeconomic Level MSPAS ISSS  Private Other
Doctor
Low 1029 57 27 12
Medium 816 173 119 27
High 258 179 193 34
Total 2103 409 344 74
Source: FESAL-93, p. 148.
Table 24
Place of Prenatal Care
By Socioeconomic Level
Percent of Total by Place of Care
El Salvador, 1993
Place of Prenatal Care
Socioeconomic Level MSPAS ISSS  Private Other
Doctor
Low 48.9% 14.0% 79%  16.8%
Medum 38.8% 422% 346% 369%
High 12.2% 438% 575% 463%
Total 100.0% 100.0% 100.0% 100.0%

Source: FESAL-93, p. 148.

\2)—
AN

Total No.Case
100 1126
100 1135
100 669

100.0 2930

Total

1126

1135
669

2930



Table 25

Place of Delivery

By Socioeconomic Level

Percent of total by Socioeconomic Level
El Salvador, 1993

Place of Delivery

In Hospital Outside
Socioeconomic Level MSPAS ISSS  Private Hospital
Hospital
Low 295 1.5 0.2 68.9
Medium 481 1.1 0.9 39.9
High 39.6 25.6 143 20.5
Total 38.1 9.7 3.2 49,0
Total (In-Hospital) 747 19.0 6.3
Source: FESAL-93, p. 154
Table 26
Place of Delivery
By Sociosconomic Level
Number of Cases
El Salvador, 1393
Place of Delivery
In Hospital Outside
Socioeconomic Level MSPAS ISSS  Private Hospital
Hospital
Low 576 29 4 1346
Medium 757 175 14 628
High 300 194 108 155
Total 1634 398 126 2130
Table 27
Place of Delivery
By Socioeconomic Level
Percent of Total by Flace of Delivery
El Salvador, 1993
Place of Delivery
In Hospital Outside
Socioeconomic Level MSPAS ISSS Private Hospital
Hospital
Low 35.3% 7.4% 3.1% 63.2%
Medium 46.3% 43.9% 11.2% 205
High 18.4% 48.7% 85.7% 71.3%
Total 100.0% 100.0% 100.0% 100.0%

Source: FESAL-93, p. 154

1o

Total No. Casos

100.1
100.0
100.0

100.0

Total

1956
1574
758

4288

1954
1674
758

4286



Table 28

Place of Well-baby Checkup

By Socioeconomic Level

Percent of total by Socioeconomic Level
E! Salvador, 1993

Place of Checkup

Socioeconomic Level MSPAS ISSS Private Other Total No. Casos
Hospital

Low 96.5 2.2 1.0 0.3 100.0 1430

Medum 83.2 12.4 3.0 14 100.0 1336

High 479 246 23.7 38 100.0 689

Total 80.8 10.9 6.8 15 100.0 3455

Source: FESAL-93, p. 164

Table 29

Pilace of Wellbaby Checkup
By Socioeconomic Level
Number of cases

El Salvador, 1993

Place of Checkup
Socioeconomic Level . MSPAS ISSS Private Other Total
Hospital
Low 1380 31 14 4 1430
Medium 1112 166 40 19 1336
High 330 169 163 26 689
Total 2822 367 218 49 3455
Teble 30
{Place of Welkbaby Checkup
By Socioeconomic Level
Percent of Total by Place of Checkup
El Salvador, 1993
Place of Checkup
Socioeconomic Level MSPAS ISSS Private Other
Hospital
Low 48.9% 8.6% 6.6% 8.7%
Medium 39.4% 45.2% 18.4% 38.0%
High 11.7% 46.2% 75.0% 53.2%
Total 100.0% 100.0% 100.0% 100.0%

Source: FESAL-93,p. 164
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Table 31
Famdy Planning Market Realignment

Shiting All High-income Users of Clinical Methods

From Subsidzed to NonSubsidizod Sowrces

Source __ {no, ol users)
Subsidzed Non-
Socoeaxnomc Level Subsduzed ISSS Total
Low 6190 584 1299 58076
Meckurm 76844 1057 12984 90885
High 0 39732 25125 64857
Towd 133037 41372 39408 213817
note: % of subsidized dinical users eigible for ISSS benefits =
Source: Further analysis of FESAL-93 data,
Table 32
Famiy Planning Market Reafignment
Shifsng Al High-Income Users of Supply Methods
From Subsidized lo NonSubsidized Sources
Sourea  {no. of users)
Subsihzed Non-
Sacioaconomic Levs! Subsidized ISSS Tol
Low 15525 3984 999 20509
Medium 20072 12002 5262 37366
High 0 27420 6341 33761
Total 35598 43436 12602 91636

note: % of subsidized supply users shgible for ISSS benefits =
Sourca: Further analysis of FESAL-S3 data.

Table 33
Famidy Planning Market Realignment

Shiting All High-Income Users of Ciinical Methods

From Subsidized to NonSubsidized Sources

Source {Percent of total)
Subsidized Non-
Sacioeconom: Level Subsdized ISSS Tota)
Low 26.3% 0.3% 06% 27.2%
Medium 359% 0.5% 6.1% 42.5%
High 00% 186%  11.8%  303%
Total 62.2% 19.3% 18.4% 100.0%
Source: Further analysis o FESAL-80 dala.
Table 34
Famniy Planning Market Realignment
Shiting Al High-income Users of Supply Methods
From Subsidized to NonSubsidized Sources
Souice {Percent of total)
Subsidy ed Non-
Socioeconomic Level Subsiduzed ISSS Total
Low 16.9% 43% 1.1% 22.4%
Medum 21.9% 13.1% 57%  40.8%
High 00% 2% 69%  368%
Tota 38.8% 47 4% 13.8% 100.0%

Source: Further analysis ol FESAL-93 data

|,

18.08%

11.90%


http:FESAL.93

Table 35

Women 15-44 with Unmet Need lor Family Planning

Socioeconomic Level by Birth Preference
(No. of Weighted Cases)
El Salvador, 1993

Birth Preference

Lima Space

Socioeconomic Level
Low 68 B9
Medium 50 B4
High 15 45
Total 133 218
Source:  Furher Analysis of FESAL-93 data.

Table 36

Women 15-44 with Unmet Need for Family Planning

Socioeconomic Level by Birth Preference
{Percentages)
El Salvador, 1993

Birth Preference

Limn Space
Sociceconomic Level
Low 51.'% 40.8%
Medium 37.6% 38.5%
High 11.3% 20.6%
Total 100.0% 100.0%
Source;  Funher Analysis of FESAL-93 data,
Table 37

Women 15-44 with Unmet Need for Family Planning

Socioeconomic Level by Birth Preference

{Number of Women)
El Salvador, 1993

Birth Preference

Limit

Socioeconomic Level
Low 10903
Medium 8017
High 2405
Total 21326

Source:
Lininger, 1994

Space

14271
13469
7215

34955

Further Analysis of FESAL-93 data.

Total

157
134

351

Total
25174
21486

9621

567280

124



Table 38
Unmet Need for Family Planning

Assignment of Women with Unmet Need for Clinical Method to Source

Numbers of Women
£l Salvador, 1993

Socioeconomic Level

Low
Medium
High

Total

Table 39
Unmet Need for Family Planning

Sourcs
Subsidized Non-
Subsidized ISSS
10659 0 244
6872 0 1145
0 1618 787
17531 1618 2176

Assignment of Woman with Unmet Need for Supply Method to Source

Numbers ot Women

E! Salvador, 1993
Source
Subsidized Non-
Sodoeconomic Level Subsidized ISSS
Low 13951 0 319
Medium 11545 0 1924
High 0 4854 2361
Total 2549 4854 4605
Table 40
Combining Current Use With Unmet Need for Family Planning
Clinical Methods
Numbers of Wormen
El Salvador, 1993
Source
Subsidized Non-
Sacioeconomic Level Subsidized ISSS
Low 66852 584 1543
Medium 83716 1057 14130
High 36194 9056 22011
Total 186762 10697 37684
Table 41
Combining Current Use With Unmet Need for Family Planning
Supply Methods
Numbers of Women
El Salvador, 1993
Source
Subsidized Non-
Sodoeconomic Level Subsidized ISSS
Low 26185 3984 1243
Medium 26944 12032 6407
High 6273 23129 6764
Total 59402 39145 14414

—~
7

Total
10903
8017
2405

21326

Total
14271

13469
7215

Total
68979

98902
67262

Totat

31412
45383
36166

112961 .



Table 42

Combining Current Use With Unmet Need for Family Planning
Clinical Methods

Percent

El Salvador, 1993

Source
Subsidize Non-
Socioeconomic Level Subsidize ISSS
Low 28.4% 0.2% 0.7%
Medium 35.6% 0.4% 6.0%
High 15.4% 3.9% 9.4%
Total 79.4°/o 4.5% 16.0%
Table 43
Combining Current Use With Unmet Need for Family Planning
Supply Methods
Percent
El Salvador, 1993
Source
Subsidize Non-
Socioeconomic Level Subsidize ISSS
Low 23.2% 3.5% 1.1%
Medium 23.9% 10.7% 5.7%
High 5.6% 20.5% 6.0%
Total 52.6% 34.7% 12.8%

13

Total

29.3%
421%
28.6%

100.0%

Total

27.8%
40.2%
32.0%

100.0%



Table 44

Combining Market Realignment with Unmet Need for Family Planning
Chnical Methods

Numbers ot Women

El Salvador, 1993
Soyrce

Subsidized Non-
Socioeconomic Lavel Subsidized ISSS
Low 66852 584 1543
Medium 83716 1057 14130
High 0 41350 25912
Total 150568 42990 41585
Table 45
Combining Markst Realignment with Unmet Need for Family Planning
Supply Methods
Numbers of Women
El Salvador, 1993

Sourbe

Subsidized Non-
Socioeconomic Level Subsidized ISSS
Low 20477 3984 1318
Medium 31617 12032 7185
High 0 32274 8703
Total 61094 48290 17207
Table 46

Combining Market Realignment with Unmet Need for Family Planning
Clinical Methods

Percant
El Salvador, 1993
Source

Subsidized Non.-
Socioeconomic Level Subsidized ISSS
Low 28 4% 0 2% 0.7%
Medium 356% 04% 6.0%
High 00% 176%  110%
Total 64 0% 18.3% 17.7%
Table 47
Combining Market Realignment with Unmet Need for Family Planning
Supply Mathods
Percant
El Salvador. 1993

Source

Subsidized Non.
Socioeconomic Level Subsidized ISSS
Low 23 3% 3 1% 10%
Medium 250% 9 5% 5 7%
High 00% 25 5% 69%
Tolal 48 3% 38 1% 13 6%

2.7

\._) T

Total
68979
98902
67262

235145

Total
34779
40977

126591

Total

29.3%
42.1%
28.6%

100.0%

Total

27 5%
J0 2%
32 4%

100 0%
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THE PROFIT PROJECT
SCOPE OF WORK
ASSESSMENT OF COMMERCIAL FAMILY PLANNING POTENTIAL
EL SALVADOR

I ion Backgroun

The PROFIT Project has been requested to undertake an assessment of the potential for
expanding commercial sector participation in family planning activities in El Salvador. Such
an assessment comes at a particularly important time in the country’s evolution, following
nearly three decades of change and uncertainty created through regional instability.
Available information indicates that El Salvador has a strong and capable public health
sector, and family planning activities are reinforced by robust NGOs such as the Salvadoran
Demographic Agency (Agencia Demografica Salvadorena), an affiliate of IPPF.

The purpose of the proposed assessment, in keeping with USAID’s interest in expanding the
role of the private sector in family planning services, is to identify areas where commercial
sector participation could significantly expand the availability or quality of family planning
services and products in El Salvador.

The principal avenues for expanded commercial sector participation in family planning are:
marketing and distribution of contraceptives; service provision by private health care
provisers, including the financing of such services through health insurance schemes; and
through the participation of employers in providing family planning services or coverage to
their employees. Accordingly, the assessment will examine:

1. Marketing and distribution of family planning products through commercial
channels. This will include an analysis of legal and regulatory issues affecting the
importation and licensing of contraceptives, and any Government policies constraining
the distribution or availability of contraceptives. The analysis will include commercial
sector participation in distribution of contraceptives through wholesale channels and
retail outlets such as pharmacies, stores, supermarkets, etc. Opportunities for
expanding the commercial sector’s role will be addressed, including regulatory,

business, media and financial activities.

2. Provision of family planning services through the private sector. This would .
include, but not be limited to significant private health providers (hospitals, clinics,
HMOs) who are currently providing reproductive health related services on a
commercial basis. In addition, the analysis would extend to the role of the insurance
industry in covering family planning related services, and potential mechanisms for

expanding such coverage.

| 2L
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3. Employer-supported family planning service provision. Potential opportunities to
expand family planning services through the support of large employer groups will be
explored. Such groups would include:

a. Agricultural enterprises (coffee) with large stationary labor forces;

b. Major industrial enterprises, such as industrial parks and processing zones,
partcularly in or near San Salvador (e.g., Hilasal)

c. Cooperatives and other independent associations

Proposed Tasks

The assessment will be conducted in two phases:
Phase I: Literature review and development of contacts

1. The assessment team will conduct a detailed review of the substantial current
documentation cf the Salvadoran health sector, with a focus on family planning
activities, such as the "Analisis del Sector de Salud de El Salvador”. These studies

shall provide PROFIT with the background necessary to plan and conduct the
assessment.

2. identify specific organizations and commercial entities (and individuals if possible) for
field interviews, including:

° Pharmaceutical companies, importers and distributors of contraceptives, major
retail outlets, large pharmacies.

e Medical Associations (to understand the range of family services being
provided)

o University Schools of Medicine (identification of physicians who provide
family planning services)

L Regional health organizations, such PAHO, INCAP, Center for Disease
Control, etc., to identify regional family planning networks

] Family planning providers, including private physicians, midwives, etc.

o Commercial associations (national coffee growers association, fabric industry,
dairy industry, etc);

o Health insurance companies (what services are covered and under what types
of policies; who are the major insurers; how does the coverage work?)

° Large employers, such as industrial parks, processing zones, etc.



Phase II: Field Work and Interviews in El Salvador

The team will conduct a detailed assessment of potential opportunities to expand private
sector participation in family planning and maternal health in El Salvador. The team will
utilize field interviews with organizations and private sector firms to determine appropriate
areas for commercial sector intervention. In addition, the team will identify specific projects

for funding by PROFIT or other funding sources.

Field activities will consist of 20 person days. A team of two professionals will conduct
interviews with selected individuals, organizations and commercial entities. While it is
premature to develop a specific assessment format, the following areas will be explored:

Lega: and regulatory barriers to the importation, distribution or sale of contraceptive

a.
products,

b. Distributors and wholesalers’ present and potential involvement in family planning
commodities.

c. The role of commercial marketing/distribution outlets for contraceptive products:

pharmacies, non-medical retail outlets, supermarkets, convenience stores, etc.

d. Integration of family planning products with other health and personal hygiene sales
and distribution .

e. Activities, current and projected, of donor agencies in commercial sector family
planning activities.

f. The role of market-based providers in the delivery of family planning services:
current involvement, constraints and opportunities for expansion.

g. Health professionals’ attitude towards commercial, private family planning services
provision.

h. Legal and/or medical barriers impacting private providers: regulations regarding
facilities, medical procedures, etc., that may limit service provision.

i. Involvement of the insurance industry in covering family planning related services:
key financial issues affecting coverage, policies, insured population. Legal and
regulatory issues affecting the role of the insurance industry in family planing.

j- Cpportunities and constraints within various industries for employer based family
planning services.

k. General financial, credit and business issues in the Salvadorean economy affecting
private sector provision of family planning services or products.

el¥2



Identfication of specific opportunities, both in the commercial and the NGO sector
where PROFIT's assistance (financial and technical) could support expansion of

sustainable family planning activities.

vel of Effo

One week (5 person days) preparation time at PROFIT's headquarters to review the
presently collected literature for purposes of identifying field interviews, contacts,

information resources, etc.

Two weeks (20 person days) in El Salvador to conduct field interviews and to

2.
perform the proposed technical assessment, as detailed above. A written draft of
major findings and recommendations will be left with the Mission prior to completion
of field work.

3. Three person weeks (15 person days), to organize the field and preparation material
and prepare an assessment report. The final report will be delivered within 15 days
of receiving Mission comments on the draft.

Staffing

PROFIT proposes that a bi-lingual senior health finance or family planning specialist be
retained to conduct the assessment. He/she will address the marketing/distibution
components of the assessment, along with the analysis of service delivery opportunities.

In addition, a senior business/finance consultant with experience in health and/or family
planning issues will be identified who is bi-lingual in Spanish and English. His/her role will
be to conduct interviews with commercial companies and financial institutions with respect to
the business climate and potential commercial opportunities for family planning ventures.

Proposed Schedule

1.

Preparation. Review of documents and development of contacts: 12 - 16 September,
1994

Field Activities: 19 - 30 September, 1994. A debriefing would be made to
USAID/EI Salvador of the major findings anc recommendations, to be detailed in a
report. A written draft of major findings and recommendations will be left with the

Mission prior to completion of field work.

Report preparation. A draft report would be produced and submitted to USAID/EI
Salvador by October 21. The final report will be delivered within 15 days of
receiving Mission comments on the draft.

1%
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Initiatives
Scope of Work
for
Assessment of Private Sector Potential

to Provide Basic Healthcare Services to Low-Income Urban Populations in
El Salvador '

PURPOSE:  Assess the potential for providing basic health chs to low income urban
and periurban populations through the private sector in El Salvador

SPECIFIC TASKS:

The asscssment team will;

1. Review existing information on the Salvadoran health beator, with a focus on private
sector health and family planning activities. '

2. Identify and meet with specific organizations and individuals whose participation could
contribute to a fundamental change in the delivery of basic health and family planning
services to low-income populations in urban and petinthan areas, such as:

*  PVO«NGOs (e.g. PROSAMI)

*  medical associations ,

*  health and family planning providers — physicians, nurses, midwives
*  health insurance companies !

*  large employers

* commercial associations

*  schools of medicine

*  regional health organizations

*  medical and pharmaceutical supply companies

3. Assess the potential opportunitics to expand private sedtor participation in basic health
and family planning services delivery through the cxplii:raﬁon of:

*  the curent and potential role of market-based poviders of health and family
planning services, and the constraints and oppoxrxmitics for its expansion

* legal and medical barriers impacting private health providers: regulations
regarding facilities, medical and family planning supplies, medical procedures,
marketing, that may limit service provision [ -

e BEST AVAILABLE DOCUMENT
| 24
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El Salvador Scope of Work: 18 Sept - | Oct 1994
Page 2.

¢ client perceptions of private providers of health and fﬁmﬂy planning services

*  health professionals’ attitude towards private sector provision of basic health
and family planning services

* involvement of the insurance industry in covering basic healtl and family
planning services: coverage, policies, cost to consumer or company

*  opportunitics and constraints for employer-based provision of basic heaith and
family planning services

*  genoral financial, credit and business issues in the Salvadorean economy
affecting private sector provision of basic health and family planning services

BEST AVAILABLE DOCUMENT
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