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INTRODUCTION 

This technical report attempts to address all maternal-child health concerns within the 1-ealth Sector Analysis 
of El Salvador (ANSAL), including social aspects. Maternal-child care in El Salvador status is presented as 
thoroughly as possible through the analysis of available infonnation to propose alternative sointions in 
accordance with the country's reality. 

Characteristics, of the Salvadoran population demand that maternal-child health be given priority. According 
to the last l)opulation census, 52 percent of all inhabitants arc women and 12.9 percent of the total population
is under 5 years. Of the total female population, 44.97 percent arc women of fertile age (15 to 44 years)
(1,181,068), If children under 5 years of age are added, 36.3 percent of the Salvadoran population are in this 
group. 

Maternal-child health indicators highlight the importance of increased attcntion toward this group. The Ministry 
of Ilealth (MOI-) reports an intrainstitutional maternal mortality rate (if 13.8/10,000 live births. Deliveries 
aticnded in hospitals arc 5 1% nationwide. Prenatal care does not exceed 25%. infnt mortality is estimated at 
45-55/1.000 live births (UNICEF reports 52/1,000 li'e births in the first months of 1904); about half of those 
deaths occur in the perinatal period. Peiinatal deaths arc significantly undcrstated. 

According to ANSAL's data', approximately half the population is und r the poverty line, thus affecting the 
health status of groups who live in urban marginal or remote ruaH area'; with little access to health services 
aud who depend on tho services provided by the MOH or NGOs a-, they cannot afford private services. 
Providers of maternal-child care services face the challenge of rendering quality and timely services to this 
group. 

OI.IEC7TVES
 

"llic objectives of the maternal-child health analysis are framed within the health sector Assessment of El 
'S'alvador Iro/ect's general objectives and guidelines. 

General Obtechive 
Deterinine the status of maternal-child health in El Salvador through the ;ualysis of available information and 
to propose alternative solutions according to the country's situation and reality. 

,1;pec!fic Objectives 

* Identify strengths, weaknesses, inconsistencies and vacuums in regulations and policies regarding 
maternal-child care.
 

Identifv logistic benefits and problems within the different maternal-child components.
 

Identilf' strengths, weaknesses or vacuums insupervision, trainirg. health education and infornmtion 
areas regarding maternal-child care. 
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Stralegies 
* Coordinate data collection, interviews and visits with ANSAL consultants. 

Include complementary studies rclevant to maternal-child health into the Mlaternal-Child Health 
technical report. 

Interview various public sector institutional counterparts. 

lntcrview representatives of international agencies, NGOs, and other entities involved in the areas of 
interest. 

Review epidemiological data, statistics, regulations and policies regarding 'iealth. 

Visit the different health regions and the various levels of care of organizations interviewed. 

AlETHI1 )OLOGY 

The first stage was carried out from October 4 to November 19, 1993 and included the research and the 
writing of the draft report. Methods used included: field visits, document reviews and interviews. 

A review of documents provided by the MOH; MIPLAN; USAID/El Salvador: and NGOs and others provided 
by health advisors in the country. 

Persons interviewed included officials of the MOH. ISSS, JSPM, and representatives of PAHO/INCAP, EEC, 
UNICEF, ADS, PROSANI, CISI. Knapp Foundation, CARITAS, FUSAL, and Save the Children (see Annex 
9J). 

lic following MOH's facilities were visited: Ilobasco Health Center; the Santa Gertrudis Hospital, San 
Vicente: Francisco Menndez Hospital, Ahuachapdn; Chalchuapa Health Center; Atiquizaya Health Unit; Berlin 
Health Unit: Eastern Rcgion in San Miguel; the Benjamnin Bloom National Children's Hospital: and the 
Maternity Hospital. 

Commnities with NGO projects were visited as follows: La Palna, San lgnacio and Los Planes de Citali in 
the Departments of Chalatenango and La Libertad with the Knapp Foundation; El Triunfo in San Salvador with 
the Salvadoran Demographic Association and Save the Children: and San Martin and Las Lomas with Save 
the Children. 

Given the enormous amount of recent inforniation available on maternal-child health in El Salvador, it was 
not deemed necessary to carry out a special study to collect data from primary sources. 

This report was complemented with five studies on: breast-feeding, family planning, nutrition, water and 
sanitation, and HIV/A1DS/STDs. ­

2.vesL.smnt' of lii IIMDS and SMI') Paulu I lolletbach etal; El Salvador's Breast.feding Status ,ssesUment. Ilerberth 13etancouri 
et al.; Faili P'lanning,..As.essnent, Charles A. Lininer; Nutrition Assessment, Fernando Vic; Wate'r and Sanitation Status, Eladio Prado 
ct al.For further inh1irnation refer to iles complementary reports. These documents ire avilable at the ANSAL's offices in E'ISalvador. 
Air) Mission in El Salvador or funding agencies. 
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The second consulting stage was developed from Febrnar, I to 25, 1994. A highly participato-y consultation 
program was developed through a series of meetings in which the contents of the draft report werc revised. 
Representatives of the health sector and the Salvadoram community (public and private sectors, NGOs, 
politicians, etc.) attended, enriching the contents of the final report with valuable suggestions and comments. 
A summary of these meetings is presented in Annex S. 

Five Priority Topic Areas regarding maternal-child health were defined during these meetings and the critical 
issues and recommendations which resulted are presented in Chapter Xl. 
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EXECUTIVE SUMMARY 

Th.zre is a wide variety of providers within El Salvador's naternal-child health area. Fie most important ones 
are the Ministry of Health (MOH). the Salvadoran Social Security Institute (ISSS). and non-governmental 
organizations (NGOs). 

There are many NGOs working in health care. Several of them are grouned into two umbrella institutions: the 
Child Survival Intersectorial Committee (CISI) and the Maternal H-lealth and Child Survival Project 
(PROSAM I). 

lic maternal-child group accounts for 36.3% of the Salvadoran population. 

It is recommended that the MOH strengthen maternal-child care pclicies by making twen specific and 
disseminating them widcly. In order to establish aid achieve comuencii objectives, the participation of all 
institutions and organizations working actively in the health sector is recessarv. To this end, it is necessary 
that the MOUI assume the ole of thc coordinating body to enlbrce stanidards an(] criteria. 

The 1972 regulatory scheme was updated in 1991 by the MOH but it is only applied within this Ministry. 
Ncvcrthlcss, the majority of scrv ice providers are currently using it aid the MOH is recommending the 
regulatory schcmc be to updated. This effort could be strengthened wilh the creation of an interinstitutional 
commission under the superior council of public health to adapt the scheme with the participation of various 
health sector representatives. 

Vital statistics are generally unreliable; the MOH parallel data sx stems have not been standaidLZed. 
Ilfpidemiological information must be strengthened to be useful in nmagement decision making. The whole 
national statistics and MO-l systems must be strengthened. Better coordination vithin the MOH is basic for 
achieving greater efficiency. 

Inpatient maternal mortality at the MOH reached 11.9/10,000 in 1993, and 1.5/10,000 at the ISSS. Tl:e count' 
lacks recent maternal mortality data, nevertheless, in a study covering the 1983-1987 period, maternal mortality 
was estimated at 14.8/10,000. The major causes of maternal mortality .rc bleeding, cclampsia and sepsis. In 
addition, intoxication due to organoplhosphatcs is reported as one of the main external causes of mortality. 

A large number of women who deliver in health facilities never receivc prenatal care. The first contact vith 
a health facility or provider is during deliver,. Few domestic data exist is fhr as morbidity during pregnancy. 
Important efforts are being made to impIcncnt a simplified perinatal m2dical history. 

According to FESAL-93, delivery rates are: inpatient (51%); midwife assisted (36.4%): and inadequate or no 
care (12.6%). About 30 percent of pregnancies are of women under 20 years of age, i.e. high-risk pregi-ancies. 

Tie MOII has 3,268 registered birth attendants. but not all of them r-port their job aativitics. Continuing 
education is not universally available and, thercfore, their actions are rest ictcd to care aid ,fllow-up of normal 
pregnancies. delivery and postpartum care. A multiple finding plan tr, strengthen this care is available. In 
general, comprehensive activities for the care of pregnancies, deliveries z.nd postpartun care lack the coverage 
and actions required to positively impact on morbidity and mortality rales. 
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El Salvador has the r.ghest cervical cancer rate in Latin America (84/100,000 women from 35 to 65 years of 
age). This rate is still high despite an increase in pap smear coveiage, especially anong women that request 
this test for the first time. Efforts towards this end should be maintained. 

Breast cancer rate is 26/100,000 women at risk. Preventive actions stress self breast exan. 

The global fertile rate has declined from 4.6 in 1988 to 3.9 in 1993, with the greatest decline in the rural area, 
where it continues being high (5.0%). Popul.tion growth could be affected in the future due to several reasons 
such as die return of emigrants and the fact that women outnumber men, especially in fertile age groups. 

Contraception prevalence anong women from 15 to 44 years of age was 53 percent in 1993; female 
sterilization accounted for 60% of this figure. The efficient use of pregnancy spacing methods has not 
increased significantly since 1973. 

This type of fumily planning does not allow pregnancy spacing, especially anong young women. 
Conseqaently, maternal health problems worsen due to consecutive pregnancies in young women, with little 
total care of pregnancies, deliveries and postpartum, accompanied by significant maternal malnutrition levels. 

As far as sexually transmitted diseases, HIV and AIDS havc increased significantly. In a six-year period, the 
transmission pattern changed from homosexual to heterosexual mostly among persons of fertile age. Sexually 
transmitted diseases are increasing as well as neonatal syphilis. Tcenagers lack coverage and must be included 
in preventive and sexual education. Women need infornation regarding pregnancy spacing and STD 
prevention. 

The country has only one clinic that attents battered or raped women; it has assisted 700 women since 1990. 
The 'Yational Family Secretariat has established three similar clinics at MOH's regional hospitals. 

Inant health indicators have been significantly understated. At the beginning of 1994, UNICEF estimated 

infant mortality at 52/1,00() live births: a large proportion of infant dcaths occur before reaching 28 days of 
age, mostly caused by low birth weight. Diarrhea and acute respiratory infections account for the majority of 
postanatal and inftnt deaths, associated with a significant level of malnutrition. 

Neonatal and well child care actions do not meet the objectives. Early problem :.;tection, mainly related to 
nutrition, is not possible due to inadequate ecordination at the operational level 

Oral rehydration therapy (ORT) rate is 84%; oral rehydration salts (ORS) use ,-a.,tges from 45 to 51%. Diarrhea 

episode rate per child per annum reaches 4.1%. Prevalence is estimated at 30 and 42 percent. 

NGOs promote tl.c use of ORT and actively detect cases. These efforts, together with the implementation of 

Community Oral Rehydration Units (CORUs), will have a positive impact especially on runal areas. 

There are vacuums and duplicity in MOH's current standards regarding diarrhea. Standards must be updated 

and strengthened with a clear national policy including preventive components. 

ARIs are the second cause of infant mortality in children age 1 to 5 years (FESAL-93). ARIs accounted for 
24.6% of MOH's reported pathology in 1992. 
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Vaccination covcrage has improved; neither polio nor pertussis cases have been reported for several years. 
Neonatal tetanus has declined significantly. 

Due to the nature of thc thcse problems, efforts should be targeted to t>le following priority issucs: 

* Total prenatal, delivery and postpartum care, with a risk approach. 

• ~Multiparity among women (under 20 years). 

• Infant and child mortality. mainly due to diarrhea and acutc respiratory infections. 

* Mother and child malnutrition. 

QTFl/A I1l 
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MA TERNAL-CIHLD HEALTH IN EL SAL VADOR 

I Ministry of Health 

Ilie Ministry of Health (MOH) is the largest provider of maternal-chilzi health care services in El Salvador 
Its two modalities of inpatient and outpatient care allow a greater population coverage. The MOH's estimate! 
that 80% of the country's population is tinder its care. 

Inpatient services, through a network of 362 health flacilities, include three different levels of care. Th 
Pediatrics and gynecological-obstetric third level services are provided at the Ben.janin Bloom Hospital aid 
at the Nlaternity Hospit,1, respectively. 

Outpatient care is carried out by 1.442 rural health promoters and 2,948 empirical midwives trained by the 
Ministry. 

A'aternal-( 'hicl l)epartment 
The Matcrnal-Child Department (MCD), is in charge of coordinating and planning maternal-child care 
activities. Maternal care includes: prenatal. delivery and postpartum carw: famunily planning; cervical and breast 
cancer care: and empirical midwives training. Child care includes: diarrhea and acute respiratory infection 
prevention and care, breast-feeding, and well child care. 

"he Expanded Immunizations Program (EIP) is tnder the coordination of the Epidemiological Unit, while the 
Nutrition Department is in charge of the food program. 

hle standards of care manual (Normas infegradas de la atencvin materno-inffinti) was published in 1991. 1nis 
manual is generally followed although standards are not legally binding for the whole sector, as the%, are 
intended for internal use at the MOH's facilities. The Maternal-Child Department has foreseen the need to 
evaluate and adapt those standards. 

Tie MOH Statistics Department processes the data which originates with the MOH's preventive and assistance 
programs. Iluis information is delayed, consequently, the persons responsible for the maternal-child health 
programs at the central level lack timely information necessary fipr epicemiological surveillance and actions. 
This situation creates an information vacuum that hinders the efficient program management. 

The central office supervises the regional levels which superise the local levels. The central level supervises 
the local level only whein problems so require. Supervision is carried out through multiprogran or 
multidisciplinarv teams of 8 to 10 persons of the different departments -ild one or more persons of the MCD. 
Not all of them go to the field at the sane time and, although they abide by the MOi's supervision manual 
(A,anual de siqwrvisihn), they do not always follow the supervision guidelincs which allows a uniforn strategy 
for supervisory visits tc the facilities and the detection of critical operational issues. Also, supervision 
compliance varies among the different teams. The World Bank is supporting an enhancclent of the 
supervisory system which is currently under evaluation. 

The need to reinforce the management capability of program directors has resulted in the creation of short, 
part time, continuing education (not nore than three months) to cover maniagement (i.e., planning, use of 
indicators, etc.). 
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('onmunity Health Department 
The Community Health Department (CHD) was created in 1989 to serve as an integrating body of groups that 
execute primary care programs. 

The health promoter has more direct contact with the community when developing primary care programs is 
since he/she perforns his/hcr duties within the community. The first step he/she takes is to prepare a 

preliminary diagnosis with the participation of community members who identify their own problems and 
propose solutions. The data resulting from the diagnosis are submitted before the community and used by the 
promoter to prepare his annual work plan. Once priorities have been established, the educational and promotion 
work is focussed mainly on those problems, including activities aimed at timely disease prevention and 
detection to expedite referral of cases. 

Each promoter visits an average of 250 houses or 1,500 persons (3.t% are infants under one year, 12% 
children age I to 5 years, 20.3% women age 15 to 44 years, and 64.5% of other ages). 

The promoter's infonnation system is handled independently from MOH's other systems. Monthly activities 
arc reported to the corresponding health unit where the promoters' activities are summarized and sent to the 
regional and central levels. 

Each promoter cams 1,300 colones a month which is part of the MOH's ordinary budget. Not all promoters 
aue elected by the community and not all of them arc natives of those communities. 

Health Education (Unit 
This unit supports heialth promotion, social marketing and health education for all the Ministry's programs. 
The central office has 11 technical and 3 support employees. There ate 52 health educators at the national 
level. The MOI- pays salaries but depends on donations or special agrecments with international agencies for 
support material. This unit's participation within the MOH is steadily increasing. 

The unit prepares educational messages that can be disseminated through mass media; however, these efforts 
are halpcred by budgetary constraints. Free spots have been granted by broadcasters on many occasions, but 
the time has been too short to fully achieve educational objectives. It has been suggested that the Ministry 
make arrangements through the Central Government in order to obtain free spots for educational messages, 
especially those regarding maternal-child issues. 

One of the unit's greatest achievements, which has been commended by the international community,. is the 
preparation of a series of documents for distant education called SILOGUIAS. These documents are used to 
train health staff and community leaders to participate in the SILOS. 

The Maternal Health and Child Survival Project (PROSAMI), through a cooperative agreement with the MOH-, 
reproduces the materials prepared by the unit which are used by NGOs affiliated to the project. 

Some programs and projects receive assistance from international organizations and are channelled through 
a MOH department or unit. Consequently, there is little coordination between departments and units of the 
MOH, although steps to overcome this situation have been implemented. 
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h"Iecreation of an internal, interagcncy or intersectorial, technical committee is recommended to strengthen
health education programs; this committee would coordinate all MOH's educational activities and enhance the 
technical contents of the programs. 

2 Salvadoran Social Security Institute (ISSS) 

The Salvadoran Social Security Institute (ISSS), which covers 11.5'% of the Sa!vadoran population, at first 
covered only workers, but its coverage has been expanded. The incorporation of children began in 1993 and 
is being gradually expanded until reaching 6 years of age. This expansion would be suitable for a study among 
children, since they arc included in the system from their registration up to their sixth birthday. 

Maternal-Child health actions arc coordinated by the Preventive Medicine Department which manages seven 
programs. One of these prograns is reproductive health and infant car: which is subdivided into three sub­
programs: int'nt care, maternal care. and family planning. These sub-programs arc aimed at discase prevention
and health protection of women and children, activities that arc iml)lcmentcd by the different affiliated 
cntcrprises through Health Educators as far as promotion and prev ention are concerned. Medical and 
paramedical staff carry out these actions at the Care Centers. 

At health centers, each program's activities are developed by hospital directors and regional offices. The staff 
is trained. supervised and evaluated by 1SSS. 

The Epidemiology Program lists major morbidities which include an interesting mix of infectious/contagious

diseases typical of the working population, as well as chronic/degenerativc diseases. The ISSS's universe
 
presents an interesting phenomenon of epidemiological transition.
 

The standards and procedures manuals are being prepared by adjusti ig MOH's standards to the specific
 
characteristics and needs of the ISSS,
 

The ISSS has a computerized information system w\hich receives information from all the health care centers 
within the first ten days of each month. 

3 Non-governmental Organizations 

NGOs have developed rapidly in El Salvador. Most health oriented NGOs are grouped under two umbrella 
organizations: the Child Survival lnterscctorial Committee (CISI) and the Maternal Health and Child Survival 
Project (PROSAMI). 

3.1 Child Survival Intersectorial Committee (CISI) 

CISI was created with 8 NGOs at MOH's initiative and with the supprt of UNICEF in 1988. It currently 
shelters more than 30 organizations and has achieved independent legal status. 

CIS1 is governed by a general assembly consistd of all members who clect a seven-member ad honorem board 
of directors- this board makes the decisions of the Organization. 

Its major source of finding are donations from international organizations, the MOH,and a monthly fee of 
100 colones that each affiliated NGO must pay. 
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Tlhe strategy of CISI, and of many of its affiliates, is to create community health houses for oral rehydmtion 
therapy (ORT). This strategy consists four phases and in each phase 150 community health houses are 
established. Bcsides, the best 150 promoters from the 600 Health Community Houses have been selected to 
receive training in other child survival actions (ARIs, immunization, breast-feeding and well child care). 

The organization's health promoters are volunteers. Nevertheless, when they complete their job with NGOs 
thcy receive an in-kind incentive. CISI covers transportation, food and educational material, and also provides 
equipment for the health house with donated funds. 

3.2 Maternal Health and Child Survival Project (PROSAMI) 

This project was born as a response to the nccd for access to health service that a significant part of the rural 
population lacks as a consequence of the civil war. USAID/E1 Salvador hired the services of Medical Service 
Corporation International (MSCI) in 1990 to implement a program that would come to satisfy this need. 

The Maternal Health and Child Survival Project's objective is to improve the health status of 350,000 
inhabitants in rural and urban marginal areas through financial and technical support to 36 NGOs. 

PROSAMI divides its support actions into three inter-related areas: maternal-child health services; institutional 
strengthening of participating NGOs: and coordination, policy development and research. 

The project is also divided into 7 technical strategies: (1) diarrheal diseases and parasitosis; (2) respiratory 
infections; (3) nutrition, including growth and development, (4) maternal health, including prenatal care, 
delivery, postpartum care and funily planning; (5) immunizations; (6) perinatal and neonatal health; and (7) 
community participation. 

All 14 departments of El Salvador have an NGO fron PROSAMI's financing and coordination, reaching and 
working with various sectors that include oiganizations related to the FMLN and the church. 

PROSAMI has unified data gathering md reporting, standardized the use of specific indicators for activity and 
work scheduling and has also created an essential drug list for the health promoter as part of its NGO 
institutional strengthening efforts. 

During PROSAN1I's first ycar of activities, it allocated 44.6% of its expenses to training, 45.6% to goods 
procurement, and only 7.3% to salaries and 2.5% to office expenses. Every participating NGO is inforned 
about PROSAMI's expenses and their application. The cost of activities during the 1990-1991 period amounted 
to I1,257,538.01 colones, covering 148,000 persons during that period at a per capita cost of 76.06 colones. 

4 General Indicators 

4.1 Maternal and Woman Mortality 

Aiaternal mortality 
Table I shows national data on maternal mortality for the 1987-1990 period. Table 2 shows the MOH's 
institutional maternal mortality data. 

http:1,257,538.01
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Table I 

MATERNAL MORTALITY IN EL SALVADOR 
1987-1990 

Year Deaths Rate per 
10,000 LB 

1987 68 4.6 

1988 71 4.8 

1989 59 3.9 

1990 55 3,7 

Source: lealth Facilitv Statistics, 1991. 

Table 2 

INSTITUTIONAL MATERNAL MORTALITY. MOH 
1990-1993 

Year Rate per 

10,000 LB 

1990 10.9 

1991 12.0 

1992 8.9 

1993 13.8 

Source: Health Facility Statistics, Materm-

Child Department, MOIl. 

The difference between the mortality data collected nationwide and the MOI-I's internal statistics show that 
there is a significant understatement and classification failure- the MOH's statistics are more reliable since they 
are based on hospital records. 

Table 3 presents MOH's maternal mortality per age group in 1990-1992. The high percentages in 1990 and 
1991 are highlighted in the group age 15 to 19 years, since by 1992 it was significantly reduced except for 
an increase in the past few years in the 35 year-old group. 

The MOH's Maternal-Child Department reported uterine bleeding (34.04%) and pregnancy toxemia (34.0%), 
followed by postpartum or postmiscarniage sepsis (10.63%) and other cau 3es, such as embolism of the aliotic 
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fluid as main causes of maternal mortality in 1992.' Intoxication due to organophosphatcs is ranked first 
among causes of maternal mortality unrelated to pregnancy 

The majority of hospital deaths occur anong women delivering outside a hospital and that due to serious 
complications had to go to the hospital where many of them die within the first 24 hours, as shown in the 
following table. 

Table 3 

INSTITUTIONAL MATERNAL MORTALITY' PER AGE GROUP, 1990-1992 
Rate per 10,000 Live Births 

Age Group 1990 1991 1992 

< 19 31.4 17.9 9.8 

20-24 21.6 20.9 29.4 

25-29 19.6 19.4 15.7 

30-34 17.6 15.9 19.6 

35 and older 9.8 22.4 25.4 

Unknown 0 4.5 0 

Source: Unpublished documents, Maternal-Child Department, MOll. 

In 1992, the Maternity Hospital reported 15 maternal deaths. A total of 11 women died before 48 hours of 
hospitalization. These women were originally taken care of in other facilities or in their homes and that due 
to complications were taken to the hospital where they died. Most maternal deaths (93.5%) maternal deaths 
occur in women who never used a family planning and almost two thirds of them (72.1%) had no prenatal 
care.' 

Mortality data for the January-October 1993 period in the Maternity Hospital show 28 maternal deaths, 6 of 
which occurred within the first hour of hospitalization in the emergency room, 7 before 15 hours of 
hospitalization, 13 with one day of hospitalization, and two with two days of hospitalization. The time elapsed 
between admission and maternal death in other of MOH's facilities is unknown. 

Maternal mortality at ISSS facilities in 1993 was 1.5/10,000 live births; this figure is lowrer than the tile MOH. 

Pregnancy spacing has the greatest impact on the reduction of maternal mortality, because it allows the mother 
to recover from the nutritional and physical wear caused by pregnancies. 

3 Jarquin (-orzflcs. Douglas, Mortalidad materna institucional en El Sahvador, 1983-1987, Revista de I Federacidn Centroamericana 
de Obstetria y Ginecologin. 

4 Idemn. 
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Woman !vfortlity 
National statistics separate mortality by age group but not by gender. Therefore, the behavior of the pathology 
conducing to death among the female age groups is unknown. 

Cervical cancer rate is 84/100,00 of women at risk5 (35 to 60 years) ind the majority die within five years 
after diagnosis. Breast cmcer, on the other huld, has a rate of 26/100,000 women at risk. Little is known about 
post-diagnosis survival. 

4.2 Maternal Morbidity 

Maternal morbidity is directly related to pregnancy problems. It is known that approximately 30 percent of 
deliveries occur in girls under 20 years of age, which makes them high-risk pregnancies. The morbidity type 
presented by mothers during pregnancy is well known at the Maternity Hospital where they have been using 
a perinatal medical histor', for five years. Table 4 shows data on morbdity reported for the January-October 
1993 period. 

5 This rate was obtained thiough the joint cfbrt.; of the MOII, ISSS anti the Cancer League. 
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Table 4
 

MATERNAL MORBIDITY AT THE MATERNITY HOSPITAL
 
January-October 1993
 

Pathology % 
Without tetanus immunization 6,720 46.8 

Other pathologies (unspecified) 1,306 9.0 

Blecding-First Quarter 946 6.5 

Cephalo/Pelvis Disproportion 739 5.1 

Early rpture of bag of waters 698 4.8 

Precclampsia 416 2.9 
Potential premature delivery 381 2.6 

Multiple pregnancy 220 1.5 

Other infections 199 1.4 

Slow Fetal growti 177 1.2 
Urinary infection 128 0.9 

Blceding-Third Quarter 59 0.4 

Bleeding-Second Quarter 51 0.4 

Postpartum infection 35 0.2
 

Previous hypertension 27 0.2
 
Cardiopathy 24 0.2
 

Eclampsia 23 0.2
 

Postpartum blecding 17 0.1
 
Chronic anaemia 14 0.1
 

Diabetes 14 0.1
 
VDRL positive 12 0.1
 

Parasitosis 10 0.1
 

Source: Pern.'.' Afedical tfistorv, Maternity Hospital. 

The Matemit Hospital's etiologic data could be representative of general maternal morbidity due to the 
number of women attended there. What could seem to be an adapt referral system for high-risk pathologies 
is shadowed by the fact that 75% of women assisted either for delivery or other problems had never undergone 
a prenatal care visit. The Maternity Hospital morbidity rate was 50.6% while the ISSS to. de Mayo Hospital 
wa,,s 34.4'.' 

6 Jarquin G. Douglas, Estldio AXfulticntrico Centroamericano, presented at the L.atin American Gynecology Congress, Panama, 

November 1993. 
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4.3 Infant Mortality 

El Salvador reduced by two thirds (150.4 to 55/1,000 live births) its jifanmt mortality rate (IMR) during the 
1950-1993 period. In comparison, other countries such as Nicaragua reduced their IMR by only one half. 

Many sources report infanlt mortality but their data vary significantly. Some times this variation is import'nt; 
Table 5 shows the sources and data corresponding to the 1985-1992 period. 

Table 5 

IMR BY SOURCE AND SELECTED '(EAR 

Source Year 1.M.R. 

MIPLAN Projection 1985/90 57.4 

FESAL-88 1987 55.0 

Vital Statistics 1988 25.8 

MIPLAN Prior Child 1989 60.2 

MOH/UNICEF/INCAP 1992 55.0 

Source: Several, quoted. 

The three surveys conducted by the Ministry of Planning (MIPLAN), uSing the previous methodology (1989, 
1991 and 1992) vith the support of the Latin American Demographic Center (CELADE) and the United 
Nations Fund for Population Activities (UNFPA), have found that infant mortality has declined progressively.. 
The first survey found an IMR of 60.2/1,000 live births; the second rcpo-tcd an IMR of 55.5/1,000 live births. 
and the third one reportcd an IMR of 44/1000 live births. The data in this last survey have not been pLiblished 
yet. 

MIPLAN reports that the majority of deaths occur in children whose mother's age ianees between 15 and 19 
years. In MIPLAN's latest survey, this group showed a mortality rate of 54.4/1,000 live births. 

UNICEF's study on infant mortality (January 1994) reports a national infant mortality of 52/1,000 live births. 
This organization's latest data on Latin American infant mortality average 52/1,000 live births in 1990. El 
Salvador shows al IMR of 56/1,000 live births in that same report.I 

FI-SAL-93 results, the most common causes of infant mortality are: dehydration due to diarrhea (11%), low 
birth weight or prematurity (18. 1%), and ARIs (16.3%). 

7 Los Nilos en his Aindricas, IJNICEF, 1992. 
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PerinatalA'ortaliti, 
Approximately half of infant mortality cases occur within 28 days after birth.' 

According to FESAL-93, the main infant mortality causes arc: low birth weight or prematurity (34.2%), birth 
trauma or asphyxia (17.9'%), and congenital anomalies (14.5%). 

At the Maternity Hospital, of the total deliveries attended during the January-October 1993 period (n=14,571), 
10.8% were low birth weights (<2,500 g) which affects neonatal mortality. 

PostnatalAortalii, 
Concerning postnatal deaths (more than 29 days and less than 12 months old), the first three causes reported 
by FESAL-93 are: dehydration due to diarrhea (35.6%), AIRs (32.7%), and sepsis or failure of multiple organs 
(10. 6%). 

Deaths due to diarrhea and acute respiratory infections account for 67 9% of all deaths in this group. Many 
of these deaths could be due to unsufficient breast-feeding, hygiene problems, and unsafe water. 

Under.s'tatemcnt 

If the infant mortality rate of 52/1,000 li'Ce births is applied to the number of births in the country in 1991 
(151,210). the number of deaths is 7,862. Applying the number of deaths reported by DIGESTYC for that 
same period (3,702), it is found that 4,160 deaths in .;hildren under one year were not reported. 

This understatement could be due to the little legal and social importance given to children's death certification 
in rural areas. 

4.4 Child Mortality 

Child mortality (tinder 5 years) has dropped significantly. In 1950 a 224.9 rate was reported, while in 1990 
it was estimated at 54.6. 

a19Q] Inal liblica en ('ifras only reports the proportional mortality in children under 5 years for the 1987­
19t0 period. The proportion varies between 17.5% (1990) and 19.7% (1987 and 1988). 

FESAL-93 reports that the three main mortality causes in this group (age I to 4 years) are ARts with 27.8% 
followed by dehydration due to diarrhea with 24.1%, and measles with 13% (Annex I). 

Table 6 shows the main causes of mortality in 1991 in children under I years and from I to 4 years of age. 

8 Research on Infant Vortality App'ing M/e Previous Child Procedure, MIPLAN, Population Directorate, 1990 and 199 1. 
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Table 6
 

MAIN CAUSES OF DEATH IN CHILDREN UNDER 5 YEARS. 1990
 

Cause Under I Year From I to 4 
of Age Years of Age 

Undefined intestinal infection 17.2% 20. 1% 

Hypoxia, asphyxia ,and other 9.1% --­
resp.aftections 

Fetal malnutrition and 7.6% --­
inimattitv 

Pncumlonia 6.8% 9.1% 

Bronchitis 5.1% 7.2% 

Malnutrition --- 5.5% 

Measles 2.4% 

Souce: Sallul /'iblica en C(fras, M() I, 199 I. 

This table shows that diarrhea and ARIs are the cause of death ot 36.4% of children age I to 4 years and 
29. 1% in children under one year, despite having the necessary techrology to reduce the impact of these 
diseases. 

Currt activities including MOH staffs training in ARIs management. the CISI's strategy of Community Oral 
Rchvdration Units (CORUs) as well as diarrhea and ARI malagemert with an active search of cases bv 
PROSAM I NGO's promoters. all should have a great impact in the icar futuc. 

A g'. :tral ad ci'fectiv'e system should be set up to document progress so as to register child and maternal 
niortality data. NGOs can actively participate in these activities by applying the verbal autopsy system. 
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If MATERNAL HEALTH 

I Program components of maternal health 

Matcrnal care includes pregnancy. delivcry and postpartun total care, cervical and breast cancer care, the 
training of empirical midwives, and family planning. The Salvadoran Social Security Institute d., s not 
participate in the empirical midN\i;ves programi; NGOs do train them aid the number of empirical midwives 
who work in coordination with the different MOI-I regions increases every day. 

1.1 Prenatal care 

Prcnatal care reduces the risk of both maternal and fctal death and favor, the patient's rcfirral to an adapt level 
of care when risk is detected.' In addition, it increases the numbcr of opportunities to educate mothers on 
issues such as nutrition, broast-fceding. weaning, iiitimunization and prlLgnlncv' spacing. 

A prenatal and dci' cry care guide has been issued for the care of \ omen at risk. but this guide was not 
available in several health facilities. Physicians should use the Simplified Perinatal Medical I listory which is 
discussed -dirther in this document. 

The participation of' empirical midwives and promoters in prenatal care is essential since they arc the ones who 
caln detect problems at carly pregnancy staLes. One of the methods that can help promoters and midwives work 
inoe efficientlh in the detection of risk signals linked to mortality is the use of graphics. The use of graphics 
showing risk signals by promoters and midwives and helps reduce associated mortality. 

Some NGO promoters are already using this type of material, therefore falcilitating rcfcrr.ls. It is advisable 
that all promoters and midwives use this type of material to facilitate ri-fcrrals to all MCOH1 facilitics (it must 
not be forgotten that most niral and marginal populations use these fac lities). 

Food supplements and nutrition education are key elements of perinatal care. Food supplicnents are provided 
through the WF/EI Salvador's food programns, whose characteristics a-e discussed in Chapter X. 

Breast-'ediingu education must be an essential component of' pre- and pzrinatal care. 

1.1.1 Coverage 

It is imlortant to comment on the indicators used to determine coverage. The MOH applies an indicator of 
5% of expected pregnancies to the female population at risk. This is a high indicator if compared to the 
national total fertile rate of 3.9, If the 5% indicator is used, the result is artificialy increased by 20%. An 
adjustment and review by the MCD is recommended. 

Prenatal coverage reported by the MCD/MOII has decreased gradually during the last three years. In 1991. 
24.1% of' pregnant women were assisted, while in 1992, coverage was rc,duced to 22. 1% and to 20.6% in 1993. 

According to the M)101's standards, prcnalal control must include: one registration consultation r,-. four control consultitions Imo 

nirmal pregnancies. Should a risk arise, all necessary consultations must he given. 

http:rcfcrr.ls
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The cause for this reduction is not known; however, this low coverage could be due to the cultural perception 
of prenatal care among pregnant women.10 

The MOH's yearbook (Anvario no. 23) reports that in 1991 midwives attended a total of 86.097 pregnant 
womcn: however, it does not specify how mamy wele first time visits nor how man, subsequent consultations 
were offered. The midwife's and promoter's actions in this regard should be increased stressing health problem 
prevention more than the environment, which is the current pattern. 1 

Prenatal care program actions at the ISSS have increased to an average of 15% of all intenentions a year. In 
1091. a total of 242.912 female beneficiaries were torollcd, of which 230,766 were of fertile age. A total of 
P). 122 (6.98% of \women of fertile age) pregnant women were registered and 15,954 deliveries (98.95% of 
the enrollmeints) were assisted In 1992, 18,109 pregn.itit women were registered (Annex 2). Every pregnmt 
woman avcraged ,1prenatal visits. 

ISSS provides more prenatal care than the MOH does. These high rates are partly due to the fact that female 
enrollees have the right to maternity can direct expenses for hospital care.leave -:mid save 

1.1.2 Tetanus immunization 

In i9)0 the MOH set 1995 as the deadline to eradicate neonatal tetanus (NNT). Consequently, NNT incidence 
has decreased significantly in the past ycars (Annex 3). From 1988 to date, 91 municipalities have been, ranked 
-it risk (35'%, of total), where 70% of women of fertile age are found. 

Aks of October 1993 the coverage of municipalities at risk and the whole country r:achcd 62% (Annex 4). 
However, 6,720 (46.4%) pregnant women that requested care at the Matemit'' Hospital lacked tetanus 
immunization. 

The ISSS reports a coverage of 80% of pregnant women that register for prenatal care. 

Actions aimed at vaccinating women of fertile age should be reinforced especially for women at risk. This 
:Jciands immediate implementation as 49% of deliveries are attended outside hospitals. 

1.1.3 A Simplified Perinatal Medical History Form 

4\ simplified perinatal medical history form was designed to identify high-risk pregnancies and to establish 
:riteria according to pregnancy risk. These criteria are based on the appropriate !evcl of care required for a 
;afe pregnancy. Its development was a major step in recognizing the importance of prenatal care -jid for 
-educing maternal mortality. 

-lieimplementation of the simplified perinatal medical history at the MOH is being supported by PAHO. The 
Vlaternity Hospital, where approximately 20,000 annual deliveries are attended and where outpatient pregnancy 

l F-or more inloruMition Oi the 10w use of preventive services by the populatiin, refer to the technical report lealth Senice 

nomnmmip Perceplion (aid Demand prepared by Susan Kolodin for ANSAL'94. 

MOll's health promoters implemented 407,950 environmental activities and only 118,268 hcalth care activities in 1993, according 

' .. ...... : L...( . 11101] WAIXlT 

http:women.10
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care and follow-up is broader than in any othcr place in El Salvador, has achicved a 100% use of the sane 
ina five years. 

This simplified history has not been totally inipleicented at the MOH's primary-level clinics, and this impedes 
the detection of obstetric risk ad a timely referral. The simplification of the system could allow an increase 
iniuse by general practitioners. 

1.2 Delivery care 

The place of delivery and attendant are decisive factors in the outcome of the delivery. 

According to FESAL-93, in El Salvador 5 1% of deliveries are attended in a hospital, 36.4% by a midwife, uld 
12.6% arc not attended by trained persons (Table 7), buy at home attended only by a relative and in some 

cases with no assistance at all. 

Table 7 

TYPE OF CARE AT DELIVERY, 1988-1993 

Type of care 1988 1993 

Hospital 52.5 51.0 

Midwife 37.7 36.4 

Without or other 9.8 12.6 

Source: FF.SAL-88 and FISAL-93. 

1.2.1 Inpatient care 

According to FESAL-93. the MOH is the institution that attends most ho5pital deliveries (38.1 %). Almost two­
thirds of the total 33.000 annual discharges correspond to deliveries at th,, Maternity Hospital in San Salvador. 
Of the total number of deliveries attended at the MOH' countrywide, 50. 1% were in the Metropolitan area: and 
29.9% were inpatients, from niral areas, at MOH fhcilities. 

In 19Q1 the MOI attended a total of 56,862 deliveries (19.05% were .'cesareals). From Jaiuar to October 
1993. the Maternity Hospital averaged 22.5% (3,260) cesarean deliveries. Thle MOH (Anuario no. 23, 1991) 
reports that 08.7% of the deliveries at MOH's facilities were eutocias. 

The ISSS attends 9.7% of all pregnancics in the country. A total of 23.6% of deliveries are attended in the 
Metropolitan Area of San Salvador (MASS). The number of deliveries attended has increased from 12,652 in 
1989 to 17,5(6 in 1992 (Reporti amnal de actividadcs. ISSS, 1992). Ccsar,, sections performed at the ISSS 
in 1992 reach 24.5% and 25.5% during the first half of 1993. The percent of miscarriages at ISSS was 7.3% 
in 1992, and between January-Jinc. 1993. was 7.9%. 

Private hospitals attended 3.2% of all births, (7.9% of deliveries in MASS). Private delivery care in the rural 
areas only reaches 0.4%. 
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Delivery is the main cause of hospital discharge at MOH hospitals. Unspecified miscarriages without mention 
of the degree of complication is tie third cause of discharge. Potential premature deliver, is ranked fifth 
among causes of hospital discharge, and delivery obstruction ranked sixth.12 

1.2.2 Outpatient care 

Delivery assistance is mainly provided by midwives who attend 36.4% of all deliveries (Table 7). At the rural 
level, midwives attend 49% of total deliveries. A significant proportion (12.6%) of total deliveries are not 
attended by midwives; some are attended at the midwife's house, and others are attended at the woman's house 
assisted by a relative or friend and even by herself (Annex 5). 

1-he MOH has trained 3,268 midwives who report, inconsistently, to the MOH. 

NGOs are playing an increasingly important role in midwife training: using the Ministry's training programs. 
Their activities are coordinated by the MOH's regional personnel. This work strategy is adapt since it allows 
the standardization of training and care. 

Once trained, midwives work independently. As far as service fees, they sometimes receive in kind payments 
or charge a fee ranging from 10 to 100 colones per delivery. The MOH gives the midwives who are part of 
the system, supplies for delivery care. 

The empirical midwives' role is vital; however, they are presently underused. Their preventive care activities 
could be expanded through better training and supervision. The number of deliveries attended without the 
assistance of trained personnel calls for an increase of this staff in rural areas. 

Another alternative is the incorporation of maternal-child technologists into matemal/child care; they should 
live in the community they work in (this type of resource is also being underused). Technologists could 
supervise a predetennined number of midwives within the scope of their .job. This strategy would reinforce 
the referral system based on obstetric risk. In this way, midwives would cover pregnancies without risk, and 
the technologists would cover mid-risk cases, refer high-risk cases. 

1.3 Pos-partum care 

MOH's registered midwives have reported that the number ofpostpartums attended has increased from 40,136 
in 1987 to 67,079 in 1991 (Table 8). 

12 Public lfealit in Figures, MOH, 1991, Yearbook No. 23. 

http:sixth.12


17 Maternal-Cnld Health 

Table 8
 

CASES ATTENDED BY MIDWIVES
 

Year Pregnanicies Deliveries Newbcnis Postpart'ims 

1987 46.659 16,678 40,136 40,136 

1988 57,433 21,119 50,224 41,875 

1989 65,229 24,094 47,394 52,882 

1990 76,732 28,344 55,501 55,979 

1991 86,097 32,471 61,0!9 67,079 

Source: Sahtd pthlica en cifra.. MOI I, 1991. 

The demand for postparturn care is lower than thL demand for prenatal care. The yearbook (,Inuatrio no. 23) 
does not report the number of registrations for number of prenatal, postnatal aid newborn visits. 

The Maternal-Child Department reports an institutional postpartum coverage of 37%, representing an increase 
of almost 8 perzentage points compared to 1991 (29.3% in 1991). 

ISSS reported the reception of 18,109 pregnant womnc for prenatal carc and the provision of 9,482 first-time 
postpartum visits (52.36%) in 1992. out of which 51.9% were attended in the MASS. Consultations for 
pregnancy, delivery or postpartum complications miount to 4,244. 

Low postparltum care. especially in rural areas, does not allow early problem detection; therefore, many 
maternal aid newborn deaths occur in this period; thus, it is important 1.o strengthen coverage in those areas. 
Promotcrs can play an important role in those areas lacking midwvives. If the recommendation of incorporating 
maternal-child technologists into the care network is implemented, postpartum coverage would also be 
incrcased. 
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ill WOMANS HEALTH 

1 Cervical and breast cancer detection 

The cerical cancer rate in El Salvador is the highest in Latin America reaching 84/100,000 women at risk 
(35 to 60 years). The Metropolitan Region reports the highest rate (126/100,000). Fifty percent of diagnosed 
women die wvithin 5 years of diagnosis. The specific mortality rate duc to this nosologic entity has not been 
dctennined vet. 

Major causes of high cervical cancer incidence include repeated vaginal infections, early sexual contact, and 
multiple partners. 

The MOH is implementing the Bethesda S)'fcm for the study, flow and decision making regarding vaginal 
cytology. To this end, the MOJI Cytology Unit has been decentralized ald the Colposcopy and Cryotheraphy 
Unit has been created at the national level. 

The MOH has established a quality control system withi: tie institution 11e Ministry has participated in the 
training of cytotechnologists that work in other institutions; thus increasing coverage. 

The Interinstitutional Committee of Gynecological Cancer (COINCA) has been created as part of coordinating 
actions. this committee is made up of MOH and ISSS personnel. 

The MOlt's first-time cytology coverage has increased from 15.4% in 1991 to 19.4% in 1993 and to 22.4% 
in 1993. fhe ratio of subsequent and first-time tests has reverted. The subsequent test rate was 70% and first­
time test rate 30% in 1991. Tie first-time test rate was 60% and the subsequent test rate 30% in 1993. The 
efficient Filfillment of this task is hindered by delays on cytology results which at the time delay treatment. 

ISSS reports that 35.796 cytological tests were carried out during the firt half of 1992, but such infonation 
has not broken down so far. Nc'ertheless, a low coverage is acknowledged mostly due to the undefined 
programi structure whichl has not been located in the institution's organi2ation tabl,:: yet. 

Ilie Salvadoran Demographic Association (ADS) has attempted to incr-ase early cervical cancer detection. 
The ADS cytotechnologists in regional clinics were trained and licensed by the MOH. Specialists performed 
23.000 cytnlogics in 1992. and as of September 1993, they had made 22,830 diagnosis. 

The Cancer hisltitle 
The Cancer Institute's services include detection, diagnosis, treatment. and prevention. In fle second half of 
1992 and the first 5 months of 1993. the Institute gave 15,285 consultattons, of which 2,894 were first-time 
and 12,391 follow-up visits. A total of 31,169 cobalt applications wer carried out and 367 patients were 
treated with ambulatory chemotherapy. A total of 24,956 cytological test:; were taken during the sane period, 
but their results are unknown. 

13 Cumbined data from the MOH, [SSS and the Cmicer I.eague in an cflbrt to know the dimension of this problem. 
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Breast cancer 
The breast cancer rate in El Salvador is 26/100,000 women at risk. The MOH's only preventive action is the 
promotion of self breast exam. To this end, handouts with pictures and texts explaining how to perform a self 
breast exam are given out. The printing of these handouts was possible with the assistance of ICI's 
Phannaceutical Division. 

All institutions promote selftests to a greater or lesser degree. At the Maternity Hospital, for example, there 
is a breast clinic with five oncologists; the protocol states that once a nodule is detected, a biopsy by aspiration 
must be perforned. During the first 8 months in 1993, a total of 126 biopsies had been performed. Specific 
actions in the remaining MOH's facilities and other institutions are unknown. 

2 Sexually transmitted diseases" 

Sexually transmitted diseases (STD), including AIDS, have shown a steady increase. The main factors affecting 
this problem are the social pattern in relation to sexual life; age at which sexual contact starts; number of 
sexual partners' and especially the lack of health and sexual education. 

Due to cultural factors, the population is reluctant to talk about these diseases; and the only opportunity for 
diagnosis is during prenatal care. Lack of prenatal care limits detection. 

2.1 HIV/AIDS 

Since the appearance of the first case of AIDS in El Salvador in 1984, the number of reported AIDS and HIV 
cases has increased. According to the MOH, 286 HIV cases were reported in 1992 and in 1993, 176 AIDS 
and 155 HIV(+) cases were reported, making a total of 1,220 cases: 605 AIDS cases and 615 HIV (+) cases. 
The rate of AIDS cases was 3.27/100,000 inhabitants in 1993. 

A total of 71% of all cases have been reported since 1991. The majority of them are found at the MASS, but 
all departments of the country have reported some cases. The 1992 rate of HTV was 3.2/100,000 inhabitants 
and an AIDS incidence of 2.12/100,000 inhabitants. 

Although the majority of AIDS and HIV (+) cases have been reported among males (n=952), the most frequent 
transmission modality is heterosexual (59%) as evidenced by the progressive reduction of the male/female ratio 
that was of 15/1 at the onset of the epidemic (1985-1987), and changed to 3/I in 1992, and to 3.4/1 as of 
October 1993. The most affected ages are between 15 and 24 years (28%), 25-34 years (43%), and 35-39 years 
(II I%). Out of the total AIDS cases, 25% have resulted in death. 

Two studies have been carried out at the Maternity Hospital in San Salvador. The first one was carried out 
in 1992 when serologics were perfonned on 770 women without finding any positive cases. The second one 
was carried out in 1993 when out of the 754 women under study, only two cases resulted positive. 

The group with the largest number of HIV/AIDS cases is women of fertile age. If the problem continues 
increasing at the same pace, an increase in the number of pregnant women infected as well as maternal 

14 For lIurther information refer to the complementary report on ST), WilV and AIDS p-epared by Paula Hlollerbach ct al., AIDSCAP 
sponsored by AIDWashington. 
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seropositivity in newborns could be expected. To date, 1% of l]IV positive cases (12 cases) have been 
perinatal. The MOH has established an information hot line to answer questions about HIV/AIDS. The 
National STD/AIDS Program coordinates this as well as social marketing and education addressed to 
adolescents. 

These effbrts should be reinforced, since the number oF itifectd pop!, iii he counti, could increase rapidly, 
with devastating repercussions in the country's health and economy. 

2.2 Other sexually transmitted diseases 

Sexually transmitted diseases in women is probably one of the main problems and, at the same time, one of 
tile most neglected. as far as population served is concerned. With the exception of a couple of STD clinics 
mainly targeted to prostitutes, systematic care geared towards the detection and care of STDs in women are 
not carried out. 

A total of 9,680 cytologies were exanincd at die Maternity -lospital du:'ing the first half of 1993; pathogenic 
agents which cause vaginal infections were reportcd in 5,493 (56.7%) cf those cases. 

Table 9 

CYTOLOGY 	 DISTRIBUTION BY TYPE OF PATHOGENIC AGENT 
January-June, 1993 

Agent Number % 

Bacterial 2,537 46.19 

Unspecified 2,114 38.48 

Trichomonas 521 9.48 

Candida 157 2.86 

Gardenella 91 1.66 

Toxoplasmosis 69 1.26 

[IV simplex 3 0.05 

Chlamydia J 0.02 

Total 5,493 100.00 

Source: Pathholgy )Departnent. 	 Maternity Hospital, 1993. 

2.3 Associated problems 

A significant increase in neonatal syphilis has been observed. The impact of other venereal diseases on 
neonatal health is unknown due to the unavailability of relevant reports (i.e. blindness cases due to 
gonococcus); usually, these diseases arc not detected in time. 
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The social and health cost of HIV/AIDS and STDs is bom mainly by the most economically productive ages. 

If radical actions aimed at sexual education and STD and AIDS prevention are not taken, this problem could 
escalate. It is recommended that national authorities. 

3 Women abuse 

Salvadoran women are acknowledged to be the backbone of the fmnily structure by all population sectors. For 
man women, their active participation during the civil war opened a new dimension, completely different 
from stereotyped patterns, which many traditional and conservative sectors would rather have them follow. 

In spite of this, Salvadoran women are abused in many ways, including: battery, sexual abuse, rape, and 
psychological abuse. 

Non-Governmental Sector 
In the country there is one private organization dealing with this problem and which started to operate in 
November 1996. This is the National Coordinator of Salvadoran Women (CONAMUS). It has assisted about 
70) cases of abuse among women of all social strata since I)90. 

'This organization's clinic provides women with varied assistance, including psychological, legal, medical and 
economical support (if necessary), and even finds a place for women to live if they request so. 

Public Sector 
Tihe National Funily Secretariat (NFS), in coordination with the MIOH, set up three clinics for raped women 
some years ago. These clinics are located at the hospitals of San Miguel, Santa Ana and the Maternity Hospital 
in San Salvador. The statistical data on care provided and the clinics' operations are not available. 

Currently, efforts to abolish women abuse are few. These efforts should be reinforced with total actions 
involving all sectois dealing with women's legal protection, health and education. 
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5IV FAMILY PLANNING 

I Basic population data 

Preliminary data from the 1992 population census' reports that El Salvador has a population of 5,047,925 
inhabitants. It is also reported that female population exceeds male population by 204,833 inhabitants. More 
than half of this difference is in the fertile age groups, where women of 20-34 .,ears outnumbcr males by 
100,000. 

Emigration is estimated to be between one and two million people. Deaths due to the civil war (75,000) have 
significantly reduced the natural wnual growth rate. 

I.1 Fertile 

Fertile rate is still high in El Salvador, although it declined one third cliring 1978-1993. The total fertile rate 
(TFR) is the average number of children that a woman has at the end of her fertile years. Fertility data showed 
an average number of 6.3 children per woma in 1978, which fell to 3.) children in 1993. Surveys show this 

decline has not been constant, since it was of 4.5 in 1985, the avcrag: remained steady between 1985 and 
1988, but fell again in recent years (Table 10). 

Table 10 

TOTAL FERTILIY BY AREA OF RESIDENCE, 1978-1993
 
Women 15-44 years of age
 

Area of residence 1978 1985 1988 1993 

Mctropolitan area 2.6 3.3 3.0 2.7 

Other urban areas 4. I 3.7 3.7 3.5 

Rural area 8.4 5.8 5.9 5.0 

All areas 6.3 4.5 4.6 3.9 

Source: Ulninger, ANSAI.. 

Surveys show that rates declined both in rural and urban areas in recent years. However, the fertile rate in the 
rural areas is still high with an average of 5.0 children per woman which is 85 percent higher than the average 
in the Metropolitun Area (5.0/2.7). 

Is For further inlormation see Famili, Planning, Charles Lininger. ANSAL, 1994. 
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The most significant actual declines occurred between 1978 and 1993 in the MASS (both other urban areas 6 

as well as in the rural areas). Although differences among areas of residence are broad, fertile rates are high 
enough in all areas so as to produce a very high annual populition growth if net migration is restrained. 

Specific fertile rates show that in every area, 20-25 year-old women give birth more frequently; at the national 
level and on an annual basis, every 1,000 women between 20 and 24 years of age give birth to 221 children. 
In the Metropolitan Area this group gives birth to 177 children whercas in the rural area, this group gives birth 
to 263 children (Table 11). 

Table 11 

SPECIFIC FERTILITY RATES AND TOTAL FERTILITY RATES BY AGE AND AREA OF 
RESIDENCE, 1993 

per 1000 women 

Age M amtropolitin Urban Rural Total 

15-19 101 102 158 124 

20-24 177 218 263 221 

25-29 123 164 210 168
 

30-39 87 112 166 126
 

35-39 35 78 126 86
 

40-44 13 28 64 39
 

45-49 0 2 5 3
 

Source: FESAL-93, Preliminary Report. 

The data in this table are affected by two factors. First, the number of"women ineach age group that are 
sexually active ard their low use of family planning methods to space pregnancies. Second, the proportion of 
women that are no longer fertile due to sterilization or sickness. 

Two observations are extremely important here. First, fertile rates inwomen age 15-19 years are very high 
taking into account that manvy of thom do not have a fomial partner; many of them become sexually active 
at a very early age and do not use fanily planning or adapt pregnancy spacing nethods. This is a great public 
health problem because the lack of planning negatively affects the health of women and children. 

The second observation is that voluntary sterilizations account for the decline in fertile rates in all age groups. 
The number of children added to the fact that these women arc young When they undergo sterilization suggest 
that effective temporary family planning methods are not accepted either by the medical community or by the 
population ingeneral, as is the case in other countries. 

16 "Other urban areas" is used in FESAL to define urban zones other than the Metropolitan Area of San Salvador. 
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Summarizing, the early age of the first pregnancy as well as the short space between subsequent pregnanicies 
constitute problems to be faced by maternal-child health and family planning sen,ice providers. 

Table 12 shows that fertile has declined slightly ip vomen age 15-19 and 20-24 years in 10 and 13 percent, 
respectively, from 1985 to 1993. Reductions have been obsen,ed in rural areas aid the MASS, but not in other 
urban areas. 

Table 12 

FERTILITY RATES BY AGE AND PLACE OF RESIDENCE, 1988-1993 
per 1000 women 

15-19 years of age 2,3-24 years of age 

1985 1988 1993 1985 1988 1993 

MASS 115 098 101 210 190 177 

Other Urban 101 106 102 225 218 218 

Rural 180 179 158 297 289 263 

Total 139 138 124 254 246 221 

Source. FESA!-88 & 93. 

1.2 Population projections 

Annual population growth for the 1990-1995 period is estimated at 2.2 prcent (MIPLAN-CELADE-UNFPA, 
January 1992). Growth is projectcd with basis on individual estimates ofaninual crude rates of births, deaths 
and net migration in selected periods (Table 13). The declines in growth rates per every five years up to 2025 
could be optimistic since they are based on significant birth reductions, while the country enters a period of 
stability and economic growth. 

Table 13 

ANNUAL BIRTH, DEATH AND GROWT-1 RATES 
Rates per 1.000 inhabitants 

Period Births Deaths Emigration Increase 

1990-1995 33.4 7.05 -4.57 21.85 

2000-2005 28.4 5.88 -2.60 20.01 

2010)-1015 23.2 5.32 -1.48 16.41 

2020-2025 19.8 5.39 -0.85 13.61 

Source: MIILAN-CFLAI)I'-JNPA. 
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2 The use of family planning 

The use of family planning has spread in El Salvador. At the beginning of 1993, 53.3% of married women 
or with a common-law companion, of fctile age (15-44 years old), were using some kind of funily planning 
method (Table 14). Taking into account only thosc methods deemed effective, the rate declined to 45.9 percent. 

However. the annual rate of' use has decreased. In 1975 the use was of 2!1.6 percent, but it increased by 8% 
year after year until reaching 46.3% in 1985. There was almost no increase (0.7%) in the 1985-1988 period. 
Prevalence has increased by 2.5 percent annually since then reaching 53.3%. 

Although sterilization is not a reversible method, but rather a definitive end to a fulfilled parenthood, in El 
Salvador, it is considered a funily planning method. Most of ie increase in contraceptive prevalence in the 
countrN is nImainly due to female sterilization: 9.7% of married women in 1975 compared to 31.5 percent 
reported in the most recent survey. 

In 1975, 9.3 percent of married women were using effective temporary methods (oral and IUD); this rate 
increased to only 10.8% for both methods in 1993. Some years ago injections were introduced as a funily 
planning option: this method lks been well accepted by the population to the extent that at present it is being 
used by 3.6% of married women. In 1993 the use of all efficient temporary methods was of 14.4%. 

Table 14 

PREVALENCE OF FAMILY PLANNING 

Use Year of Study 
and Method 1975 1978 1985 1988 1993 

Using a method 21.6 34.4 46.3 47.1 53,3 

Fern. Ster. 9.7 18.0 30.0 29.6 31,5 

Oral 7.3 8.7 6.8 7.6 8,7 

Injections --- --- --- 2.0 2,1 

IUD 2.0 3.3 3.3 2.0 2,1 

Condoms 0.6 1,5 1.2 2.4 2,1 

Rhythm/billings -.--- --- 2.4 3,0 

Withdrawal --- --- --- 1.0 2,0 

Other 2.0 2.9 4.2 1.0 0,4 

Not using 78.4 65.6 53.7 52.9 46,7 

Noie: Married women/with conirnoi-law partner of 15-44 years of age.
 
Source: Com piled bv Lininger, ANSAL.
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If the pattern of' low temporary method utilization is not corrected, family planning vill continue to depend 
on female sterilization. Problems inherent to repetitive maternity with short pregnancy spacing, especially 
among young women, creating an environment that fosters current mz.ternal and infant mortality rates. This 
is a critical issue that should be given the necessary attention. 

Reproductive health education programs should be strengthened as soon as possible, especially targeted at 
adolescents and the rural population in general. Efforts must be made to change adolescent belavioral patterns 
and the way of thinking, so that the use of fiunily plalninb methods is improved. lie high fertility rates 
among the rural population is due to cultural patterns. 

A tthodt 
Although in jections are used by a relativel' small group of maried wnien, their use has increased rapidly. 
Several fonnulas are available for female users at the market. The private commercial sector has contributed 
to the increase in injection use due to its availability and popularity. 

The l)epoProvera which could be donated by USAID is not used in El Salvador because it is not accepted by 
the Salvadoran Demographic Association nor by the ISSS: both these i,stitutions use other financing sources 
to acquire the different formulas they use. 

The use of ord cOntraceptives and intrauterine devices (IUD) has not shown an upward trend for a long time. 
Several informants reported that physicians are reluctant to apply IUDs maybe due to the lack of adapt training 
which should be strengthened. 

The MO1 offers pills of one sole fornula. It would be advisable for this Ministry to have several fornulas 
available so that physicians could offer different alternatives to users. 

FESAL-93 reports that condom use is low; only 2 percent of women rel:orted it as their contraceptive method. 
Neither FESAL-93 nor previous surveys looked into the use of condoms as a method to prevent diseases, such 
as STDs and HIV/AIDS. 

Summarizing, approximately 46 percent of women from 15 to 44 years of age who have a partner are currently 
using some type of effcctivc contraceptive method. More than two thirds of these womei have already been 
sterilized and less than one third use an cffective temporary methods (oral cycles, IUDs, injections). The use 
of Norplant is still in its introductor' phase. 

Differences in use per area of' residence are significant. The rates of usz per method for women living in the 
MASS are significaitly higher than in the rural areas (Table 15). There are more than one million women 
(1.181,068) of feitilc age (15-44 years old). Women under 20 years are accountable for almost 30)% of 
pregnancies. The number of pregnancies in women under 15 y'cars is inc-easing and constitutes a public health. 
moral and social problem. 
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Table 15 

CONTRACEPTION BY AREA OF RESIDENCE
 
Women of 15-44 years of age with a partner
 

Contraception Method MASS Urban Rural Total 

Utilization 66.4 56.7 42.8 53.3
 

Female Sterilization 35.7 32.5 28.1 31.5
 

Other Effective Methods" 29.5 15.7 10.7 14.8 

Condoms 3.7 2.6 0.8 2.1 

Less Effective Methods" 6.6 6.0 3.3 5.0 

Without Contraceptives Method 33.6 43.3 57.2 46.7 

Total 100.0 100.0 100.0 100.0 

* ()rai, injection, ItJI), Norplm t, vasectonly. 

* * lhythm/i!illin wifhdrawai, etc.s, loamn, 

total due to approximations. 
Source: I ininger. ANSAL, 1)94. 
Note: 'Ihle varies 

The trend is for a woman to have from three to four children iija short period of time and then seek 
sterilization at the hospital of her last deliver'. Fanily planning is not achieving and adapt prcgnancy spacing, 
with negative repercussions on both the mother and the child. 

It is necessary to promote the use of effective temporary nethods (oral cycles, IUDs and injections) which are 
the ones adapt for pregnanicy spacing. Target populations should be young women anid women with low parity 
living in rural areas. 

Abortion is illegal. but it is believed that it is performed at all levels of society. Women who lack access to 
family plaiming methods for anly reason whatsoever or who have used them unsuccessfully, have only two 
options: an unexpected and maybe an undesired pregniancy or an abortion. Intenationally, 200,000 \ouien die 
due to abortion every year." In El Salvador, abortion is the third cause of MOH hospital morbidity." 
Although the number of the deaths due to abortion in El Salvador is unknown, it represents a high social and 
economic cost for the country. It would be worthwhile to study this issue in depth so as to know the impact 
of abortion in El Salvador. 

17IJNFPA data, 1992.
 

18 Public 1!ealth in Iigures, Churt No. 13, Yearbook No. 23. 1991.
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2.1 Unsatisfied needs 

Family planning needs unong women of fertile age have been estimated by FESAL, but the investigation
studied women in general without separating the ones living in common-law marriages. 

lle ratio of women living in rural areas whose family planning need!. had not been satisfied in 1993 was 
double that of MASS" women (12.7 compared to 5.9 percent, respectively), and was lower than the nceds flelt 
in other urban areas (7.8%). 

The st"tcd nceds in 1988 was 10.0% of women of fertile age compared to 9.2% in 1993. In rural areas tile 
ratio of vomen in need of ftmily planning services decreased by 2.3 percent and at the MASS and other urban 
arcas it increased by 1.0 percent. This represents a greater demand by women in urban areas. 

2.2 Family planning service providers 

hlc MOH is the largest provider. In 1993, 48.9 percent of all female users of fertile age, married or with a 
common-la\ companion, reported tile MOH as their source of services. ADS and the ISSS covered 15.3 aid 
14.5 percent. respectively. Pharmacies were mentioned 9.3 percent of cases, while private clinicsin or 
physicians \ycre mentioned only by 4.2 percent. 

The MIOl 's coverage in 1993 compared to its coverage in 1988 showed a decrease of 8 percentage points.
while ADS' and ISSS' coverages increased by 2.3% and 3%. rcspctively. Phannacies increased their 
participation by 1.I percent during the same period. Tihe greatest decline at the MOHI in otherwas experienced 

urban areas (12.4%), followed by rural areas (5.5%) and tle MASS (4%).
 

The ISSS has decreased its coverage in the MASS (1.0%) and increased it in other urban (5.3%) and niral 
3. I%) areas. ADS increased its coverage in rural areas by 1.1%: by 3.2% in other urban areas, and by 4.2% 

at the MASS. 

S7'1?,4 7' (; S 

Ainisirv f/-ealth 
The MO11 provides services through its health facilities, mainly those altended by physicians. Some MOH's 
facilities are not observing the national sterilization standard: they are applying unwritten standards or internal 
policies. The general criteria is that women have at least two children or that they be older than 25 years of 
age. 

Family planning (FP) services usually do not require an appointment, although appointments are made for 
follow-up visits. De,,nding on the method chosen by the user, she is immediately provided with a 
contraceptive or a temporary barrier method while she waits for the adapt moment to start with the selected 
method. 

Drugs and supplies for the Family Planning Programn are donated by several international agencies, such as 
the World Bank, UNFPA, the Dutch Govcrnment/PAHO/WHO, the EEC ard USUSAID. In this way, the 
diversity of pregnancy spacing methods and the resourcs for strengthening surgical procedures are 
complemented. 
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Post-delivery sterilization is generally carried out at regional hospitals and health centers. The Maternity 
1lospital contributes by increasing the numbers of sterilizations. Services vary from one place to another within 
the MOI-I depending on the available staff, surgical supplies, etc. The main obstacle is the lack of medical 
staff. 

The intervention of MOH's promoters in the IP program varies significantly depending on the coordination 
with physicians in the different facilities to which their patients are referred. In places visited, sonie promoters 
were providing family planning methods, and others were not. 

lIlealth education regarding family planning when offered is individual and at the moment of consultation, and 
only related to the method the potential user is interested in. Usually, the need to space pregnancies is not 
discussed. Interviewees pointed out the lack of materials and supervision in this area. 

hlie family planning program data system, is a vertical system, designed separately and not integrated into the 
MO I's current infornation system. To achieve better results, the progran's data should be integrated to the 
MOI-l's to optimize management decision making regarding fanily planning. 

The promoter is an ideal rcsource for family planning activities in rurai areas. His/her presence and potential 
should be increased. The empirical midwife is other important resource being underused as far as funily 
planning. The expansion and strengthening of their activities should be analyzed. 

Salvadoran 1)enographic Association (ADS,) 
The ADS works through clinics and promoters who sell fanily planning products to complement his/her 
monthly salary. 

Promoters sell and deliver oral contraceptives to women who request them by using a checklist to determine 
if the potential user meets the established requirements of the program and for the initial prescription. If the 
woman does not meet the requirements or if she develops a problem she is referred to the closest medical 
facility. ADS promotes female sterilization and provides transportation to the hospital and back home. 

The FP program has a good monitoring system and provides good-quality services. It also provides users a 
variety of options. At present, ADS is being supported by USAID. 

Salvadoran 1Social Security Institute (ISSS) 
T[he ISSS procures monthly contraceptive injections that have been well accepted and have worked almost 
without failure. They have been able to reduce IUD's failure rates from 41.8/1,000 users in 1.989 to 3.5 in 
1993, thanks to training in the placement of this device. There are no standards on parity and/or age;, nor is 
the spouse's permission required for sterilization. The surgery is carried out upon the woman's request. 

ISSS educational activities include visits to factories to promote fatmily planning methods and the use of 
condoms to prevent STDs. 

Maternal-CiildHealth Program (1'ROSA MI) 
Not all PROSAMI's NGOs develop a total FP progran. The ones who do (34) provide oral cycles (Lo-
Fcminal, 35 mag) and condoms, only. Catholic NGOs (2) do not distribute contraceptive methods for religious 
reasons. Some NGOs give guidance on the use of the rhythm method. 
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V NEWBORN CARE 

I Newborn care 

Newborn care is closely linked to delivery. The quality and type of care that the new born receives during its 
first hours of life depends where the latter takes place. 

The MO-1 is governed by a manual of maternal-child health norms (Noriias integradas de Ia.tencidn materno-inlinil). 
This manual regulates educational aspects which are used to guide mothers on the newborn's care during the 
first 28 days of life (vaccination, early stimulation, etc.). Tle ISSS' guiancc on standards and procedures is 
similar to that of the MOI-l. 

As previously mentioned. the main causes of neonatal mortality are low birth weight. birth trauma or asphyxia, 
and congenital anomalics. The first two causes are directly affected by prenatal care and malnutrition. 

The second cause of neonatal mortality which would be reduced signifcantly if deliveries were attended by 
trained personnel, especially in rural areas. Midwife training should be strengthened as well as the role of 
MO1's and NGOs" health promoters, as they are vital for reducing neonatal mortality and improving delivery 
conditions. 

I.1 Perinatal care 

The manual states that all nevboms must be vaccinated (BCG and polio) before being discharged from a 
health fhcility; except for cases of low birth weight. Vaccination coverage of newborns prior to discharge 
depends upon several factors such as availability of resources (vacci .c and vaccinator) 24 hours a day, 
including weekends and holidays. The MOFi's visited facilities infonncd having coverages ranging from 80% 
to 9)%. 11c ISSS reports a coverage of 80%X/. 

Delivery conditions and difficult access to health services in the rural area influence vaccination rates of
 
newborns. The lack of guidance, especially for the primipara, is an important factor for neonatal deaths among
 
other.
 

The MCD/MOU reports 29% coverage in children under one year in 1993. This rate is far below 1991 (42.8%) 
and 1992 (44%). It seems that the low coverage is due to the fact that most visits to health care facilities are 
motivated by sickness--little importance is given to preventive care. 

Kangaroo l'oUtch 
This program is aimed at low-birth-weight and premature newborns di:;chargcd from hospitals. The mother 
learns to place her newborn on her chest, under her clothes, to maintain the baby's temperature stable, and near 
her nipple so that the newborn LAI have constant access to milk. 

lw MOH thought of including this program as part of the Maternal-Chi d Department's strategies, but it N-as 
not found feasible due to the complex logistics this progran requires. 

This strategy is being promoted by some NGOs, especially those involved in brcast-feding. Unfortunately. 
the number of staff trained in this technique as well as coverage are unknown. 
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2 Breast-feeding'9 

The advantages of breast-feeding are well known; the protection it provides against diarrheal diseases has been 
proven as well as its nutritional benefits. On the other hand, mothers who feed their children exclusively with
their milk are protecting themselves against getting pregnant. The lack of mother's milk or of a suitable 
substitute results in the newborn's early malnutrition and gastroenteric diseases due to eating utensil 
contain ination. 

Malnutrition affects children even before reaching 6 months of age in El Salvador; 14.4% of children between 
12 and 36 months old have a low weight for their age. The low-weight rate starts to decline after this stage. 
Infant morbidity due to diarrhea and acute respiratory infections is also highcr during the first years of life. 
The two principal causes of these infanit health problems ate the low rates of children who are breast-fed 
exclusivelv2' during the first months of life and a poor supplementary diet. 

2.1 Infant and child feeding practices 

In El Salvador 91% of women breast-feed their babies for an average of 15 months. However, the meanl time 
of mother's milk as the exclusive food source is v'ery low, since only 26% of them breast-feed their children 
from 0 to 2 months of age and only 6% of mothers breast-feed their children exclusively within three to five 
months after delivery. The standard established by the MOH is that all infaints should be fed exclusi%,ely with 
mother's milk during their first 4 to 6 months of life. 

Supplementary food practices particularly aniong rural children are generally poor in calories and low in 
nutrients such as Vitamin A. The caloric and nutient input of food provided is vcry low (contains much water 
or an inadapt amount of fats); besides, feeding frequency is lower than required for infanrts and children. 

2.2 Promotion and training 

There are programs that pursue baby feeding improvement. TIlc MOI-s Maternal-Child Health Department 
has been very committed to the promotion of breast-feeding. The Initiative o/!'hildren FriendHospitals and 
the drafting of a law.' for Breasi-fieding Support, Promotion and Protection are exanples of such efforts. 
However, this bill has not been passed by the Legislative Assembly. 

The Maternal-Child Health Department is the coordinator of the Breast-feeding Technical Committee, which 
consists representatives of UNICEF, PAHO/INCAP as well as of the Breast-feeding Support Center (CALMA). 

The MOH's Nutrition Department has a wide experience in the promotion of improved supplementary food. 
A recent study conducted by the Manoff Group, as part of the World Bank project, provides detailed 
infornation on feeding practices. 'Tiis project's first stage includes the carrying marketingout of a social 
campaign to improve infant food. 

19 For fiurther dethils on Breast Feeding refer to the complementary report on Breast Feeding Aslssmieni prepared by Sandra 
lo lfman et al. Wellsiart, sponsored bv AIDiWashington. 

2.) Exclusive breast-feeding is when a mother leeds her child during the 4-6 months of life only with her milk without no other tbod 
in the infant's diet. 
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Health staff has received training in breast-feeding thanks to joint efforts by CALMA, UNICEF and the MOH. 
It has been reported that 80% of the Ministry's hospital staff has been trained. A selected group of physicians 
and nurses have received a 2-4 week training in breast-feeding managerlent sponsored by Wellstart2 ' (special 
breast-feeding program for health professionals). 

Since 191)2 the MCD has been promoting midwife training programs developing breast-feeding concepts in 
more detail. However, these training programns are not enough to solve the daily problems they encounter. 

There are 36 NGOs working in breast-feeding and/or infint grolih and development. CIS] and PROSAMI 
provide NGOs with training programis, educational materials, etc., to help them in their efforts to improve
infant survival activities. 

2.3 Hospital policies 

As a result of health personnel training, practices at the MOH hospitals are good but they have not been 
standardized throughout the institution. For examnple, the time elapsee between delivery and the mother s 
reception of her baby varies among facilities; besides, the routine procedrre of administering glucomtcd scrun 
to the newhorn is less followed. 

In contrast, at the ISSS lo. de Mayo Hospital in San Salvador and at private hospitals, the baby is separated 
from his/her mother for 6 to 12 hours after dL'very. During that time, babies are given glucomted serum and 
fonm.la and they are kept in separate rooms. At the private hospitals visited, mothers receive a free samnple 
of fonnula upon discharge. 

'fhe findings of' the audit conducted at the Children's Friend Hospilals in November 1993 will show the 
MOH's achievements at its hospitals and health centers. 

The Children's Friend Hospitals' regulatory and strategic actions should be strengthened and applied 
throughout the health sector, including private hospitals. On the other hand, baby fonnula producers and 
dealers must abide by the regulations on maternal milk succedaneous management. 

2.4 Community practices 

In nral areas 46.4% of deliveries at the woman's home are attended by empirical midwives. One of the 
practices midwives reconmmend is that although the baby can be breast-fed after birth, other liquids cant be 
administered such as sugar'd water or rice \water until milk starts coming out. The early use of other liquids 
requiring nipples is a potential source of contamlination for tha baby, which could result in diarrhea. 

2.5 Infant feeding policies 

rhe MOHI issued the Breasi-f/eding I'rotection, Iromotion and Supjo-t Oeclaration in April 1992 clearly 
stating the Ministry's breast-fiecding policies. This is ant example to be fbllowcd )y other priority programs. 

21 Wellslart i:an inLrntionl progran that supports breast-feeding promotion, invesigation and training. Its headquarters are located 

in Washington. D.C., IJ.S.A. 
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The draft of the Breast-feeding Support, Promotion and Protection Law proposes the creation of a Breast­
feeding Commission consistd of members from other Ministries. This law restricts the commercialization of 
maternal milk succedaneous. The Commission is an entity necessary for the design of long-tern breast-feeding 
policies. 

There are laws that provide for maternity leave in the formal sector. Nevertheless, more than 50% of working 
women do so in the informal sector. The law allows public sector workers to take a leave of four weeks before 
and eight weeks after deliver). 

3 Well child care 

Child growth and development monitoring is of vital importance. This component becomes the integrating axis 
around which all child care actions must rotate. A sound coordination and regularization of activities and 
strategies in this field will allow the strengthening of the target group's health, thus reducing infant mortality. 

3.1 Institutional status 

Ainistry Qf Health 
Standards are not unifornly applied throughout health facilities. Materials for care, supervision and education 
are not always available (for examp~c, the Child's Card). The MOH's maternal and child information system 
does not receive data on actions ca-ried out by promoters because they are reported through a parallel system 
(,he Community Health Department's system), which is supported by APSISA. Consequently, this information 
is not shared with other MOH's entities. 

Slvadoran ,Social Security Institute 
The ISSS is assisting children under 3 years of age. However, less than 50% of eligible children were assisted. 
lhe 1SSS administrative system is extremely bureaucratic and discourages people from enrolling their children. 

Therefore, mothers do not take their children to well-child monitoring consultations, unless they are sick. 
Monitoring visits for well children are not actively promoted by the staff. 

Other Organizations 
In gene, ' NGOs follow the sane standards and use the same basic materials as the MOH. The difference 
lies in the different degrees of commitment to growth monitoring aniong organizations; however, many of them 
are fully committed and have developed additional educational materials. Supervision is under the 
responsibility of physicians/maternal-child technologists who are also in charge of other projccts and activities 
within their corresponding areas. 

3.2 Coverage 

MOH's coverage is estimated according to the assumed percentage of open population it must serve. From 
1991 to 1993, coverage for all groups has declined (Table 16). 
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Table 16
 

WELL CHILD CARE PROGRAM COVERAGE
 

Age/years 1991 1992 1991 

- I year 42.8% 44.0 29.0% 

I to 2 28.0% 28.0% 23.0% 

2 to 4 13. 1% 14.0% 11.4% 

Source: MvlIterrlal-Child )epartmcnt, MO1 I 

According to the MOH's Statistics Unit, grovth mid development moritoring activities during the first half 
of 1992 covered 35.5% ofconsultation demand due to morbidity. A total 11,170 children (27.15%) were under 
28 days of age. Table 17 shows the risk classification. 

Table 17 

RE'JISTRATIONS iN THE WELL CHILD REGULAR Care PROGRAM 
January-June 1993 

Age Without Risk Low Risk Mid and High 'Zisk Total 

I year 10.695 29,140 1,465 41,300 

I year 637 2.284 27') 3,191 

Totai 11.332 31,424 1,733 44.491 

Source. Statistics I)e arm ent. Moil. 

Table 18 presents target population data per age groups (population as t:cr the 1992 Census); MOH coverage 
estimated at 40%: consultation indicators as per the standard; and the number of consultations that should have 
been given. In flict. coverage is well below the ideal number of consultations. Assuming that the same number 
of consultations given in the first half of 1993 (44.491) wcre given in the July-December period, consultations 
would add to 88.982. Comparing this figure to the ideal number shown in Table 18. only 10.6% would have 
been covered. NGOs should do this exercise to verif , their own achicv ments. 
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Table 18
 

TARGET POPULATION AND NUMBER OF CONSULTATIONS AS PER WELL CHILD GROWTH
 
AND DEVELOPMENT INDICATORS
 

Age Population per Estimated coverage Indicators or Ideal of 

age group 40% cxy consultations 

<1 y)ear 132,566 53,022 6 318,132 

1year 129,115 51,646 4 206,584 

2 years 127,951 51,036 2 102,072 

3 year 128,591 51.436 2 102,872 

4 years 133,025 53,210 2 106,420 

Total 651,238 260,350 - - 836,080 

* cxy: Number ol consultations regulated per 'ear. 

Source: I)I(99SYC, 192 Census; Integratcd Standards Manual MCJ)/MOI I. 

Tho ISSS beneficiary population from 0 to 2 years of age totalled 42,154, of which only 3,294 minors or 11% 
had been registered. It is estimated that the ISSS covers from 70% to 80% of beneficiaries registered for 
growth and development monitoring. In 1991 coverage was of 77.4% and in 1992 of 83%. 

Integration with other programs 
The integration between nutrition, immunization and food education programs and growth and development 
monitoring actions allows a greater impact on infant health. In view of the decline in the achievements of the 
child growth and developncnt monitoring component, alternatives must be sought to strengthen such 
component. The coordination and integration of all elffrts -- both at the central and regional levels, but mainly 
at the operational level -- are essential. Consequently. strategies that will come to satisfy the stated need should 
be proposed. To this end, the. need to integrate promoters and midwives in the implementation of major actions 
regarding growth and development monitoring actions must be taken into consideration. 

In fact, this interrelationship would have to be improved first within the MOH, where prograns are carried 
out by different administrative units, and later outside the MOH involving NGOs that have physical and human 
infiastructure to support growth and development monitoring as well as food supplement actions. 

('uliural pel'rcLption 
Community perception of preventive actions can be a factor causing a low demand of services. Other factors 
could be service accessibility and the underestimation by the community of the importance of care visits. 

work carried out by lDr. Susan Kolodin, whose report is purt22 Community perception has been captured in the findings of the lield 

of ANSAL'94 technical reports. 
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Health cducation stressing the importance of disease prevention to have healthy children are of" vital 
importance to break the population's inertia in relation to its perceptioi of a health unit and of the services 
and benefits it can offer. 
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VI DIARRHEAL DISEASE CARE PROGRAM 

The Diarrheal Disease Care and Oral Rchydration Program (CEDRO) started operations in 1978 and is 
managed by the Maternal-Child Department (MCD) as far as care for children under 5 years. Cholera care 
from the regulatory and epidemiologic point of view is carried out by the MOH Epidemiological Unit. 

At the ISSS, the use of Oral Rchydration Therapy (ORT), although regulated, is very low. Given the ISSS' 
type of scheme, where many patients are assisted by subrogated specialists, a standard application care cannot 
be executed. 

Almost all NGOs working in the health area have implemented strategies for diarrheal care and oral 
rehydration therapy. The use of ORT by promoters or trained members of communities around the world has 
proved the effectiveness of this method for many years. 

I Problems 

A'ortaliIv 
In 1990, diarrhea was the first cause of death in children under I y'ear (17.2% of all deaths). Deaths inthis 
group represented 49.3% of the deaths due to diarrhea for all ages. Lik.wisc, diarrhea was the first cause of 
death for the group age I to 4 years and represented 19.25% of total deaths due to this cause. Consequently, 
mortalitv due to diarrhea in the group age 0 to 4 years accounted for 68.55%, of total deaths due to said cause 
inEl Salvador during 1990. 

FESAL-93 reports that diarrhea accounts for 20% of the deaths in children under 5. Table 19 shows 
distribution per age group mid place of residence. 

TFable 19 

MORTALITY DUE TO DIARRHEA 

Age Group Pcrcentage 

Under 1 year of age 
Urban Area 
Rural Area 

20.2 
18.0 

From I to 4 years 24.1 

From 0 to 4 years 20.0 

Somce.L; ESAL- 3. 

Yearbook 23, Salud I'tblica en (Cifias,which includes data from the DIGESTYC, reports that the total number 
of deaths due to diarrhea in children under I year is 635 (350.5/100,000 ratio). Applying the infant mortality 
rate of 52/1,000 live births, deaths total 7,862 in children under one year (52 x 151,210/1,00023) in 1992. If 

23 151,210 hirths nccurcd in El Salvadcr in 1992. 
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the percentage of the deaths due to diarrhea reported by FESAL-93 for the sane group (19%) is applied to 
the projected number of the deaths in children under one year, the result is 1,494 deaths. The diflbrence 
between projectcd deaths in children under one year and deaths reported for the sane group is of 859 cases. 
This exercise is useful to highlight the significant understatement existing as far as infanit mortality. 

AMorbiditv 
In a 1992 investigation developed at 80 sentry posts, the diarrhcal disease prevalence for each region was 
st-udied. The results are summarized in Table , 1.As it can be observed, the Central Region is the one showing 
the highest prevalence with 41.2%. The Metropolitan Area, perhaps due to a better access to sanitation and 
educational services, shows 29.9% only. However, at the ISSS, diarrhea is the second cause of general 
morbidity despite the fact that the majority of beneficiaries live in urban areas. 

Table 20 

ACUTE DIARRHEAL DISEASE PREVALENCE (ADD) PER SENTRY POST, 1992 

Region % Prevalence 

Central 42.2 

Paracentral 41.2 

Eastern 40.0 

Western 30.9 

Metropolitan 29.9 

Source: Matcrnal-Child Department, MOI. 

The National Integrated Maternal-Child Health Program estimated that in 1990 every child presented 5 
diarrheal episodes a year. representing a morbidity rate of 190/1,000, and an average of 4.1 diarrheal episodes 
a year in 1993. 

PROSAMI's NGOs have applied this indicator of proiccted cases of diarrhea to their progranming, which 
becomes a goal to be achieved (diarrhea cases to be treated). However, this is a difficult goal to achieve since 
many are mild diarrhea and dehydration cases which are treated at home and which do not require the 
promoter's or health facility's assistance; even though the indicator is correct, it must not be expected that 
treatment be sought for each episode. 

Efforts to educate mothers on the application of treatment plan A can also be accountable for the fact that 
assistance is not recLuested in many cases, which would indicate that health education efforts are attaining the 
expected impact. 

2 Impact indicators 

The MCD's estimates of access and use rates of Oral Rehydration Therapy (ORT) and Oral Rehydration Salts 
(ORS) are obtained with basis on the data gathered by said Department at the sentry posts. The ORT is the 
application of any treatment plan (A, B, C). Therapy with ORS is achieved through treatment plans B and C. 
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USAID Mission in El Salvador imports approximately 3 to 5 million Oral Rehydration Salt envelopes (ORS) 
for the MOH arid PROSAMI's NGOs. There are also envelopes inlpo.ted through UNICEF. By the cnd of 
1993 there was a stock of 3,173,000 Oral Rehydration units.2 " Tie ISS. has a surplus of such envelopes. 

ORN auccess rate 
This is the proportion of the population that has reasonable access to i trained provider (promoter. nurse or 
physician) that has a continuous stock of ORS." El Salvador's rate is 84%. High access may be due to the 
efforts made during the cholera prevention campaign. 

()11A ItV ItC 

iis rate shows the proportion of all diarrhea cases in children undor 5 'ears treated with ORS and/or liquid 
home remedies2" (plani A, B and C for diarrhea treatment). El Salvador's rate is 45%. 

ORS use rate 
'This represents the percentage of diarrhea cases treated with ORS in children under 5 years."2 El Salvador's 
rate is 15% as per sentry post reports. 5' 

If we compare the results obtained in the FESAL-93 Survey to the \IOH's findings regarding treatment 
impact. wc see that they are y'er similar. Out of the number of children suffering from diarrhea reported by 
FESAL-93, 92.7% were treated; at least one third received treatmctr: by a doctor or a nurse; while the 
remainder was cared at home by fiends, family members or at a phamiacy. ORS were used in 50.8% of cases; 
home prepared serur was used in 23.1% of reported cases; md only 1.7% received intravenous treatment. 
Commercial drugs were used in 85.6% of all cases, which indicates that children received other medication 
besides ORT. 

"ilt above mcntioned findings are important since they show the importance given by communities to the use 
of ORT and ORS in diarrhea treatment. 

CIS! carried out a stud' in May I()3 icasuring the level of ORS and ORT use in several coimunities which, 
as per the report, are benefitted by its prevention (Community Health Houses). A total of 37.2% of mothers 
reported having increased the amount of liquid intake for their childrer.. while 60% reported a reduction in 
food intake. This situation cannot be overlooked since this practice fosters malnutrition. This problem may be 
due to two reasons: (1) it is possible that not all mothers are aware of Plan A for diarrhea treatment mid (2) 

2.1Ftor dai in drug ainagement refer to the lechnicid report I'hartn-acenticaI i'roihct Ahnage,tinI prepared by J. Hates alnd I). lee 
for ANSAL'91. 

: 5 ,\tqaneemenf ('ottrsefor tiActiviy ('oordinauors a)1X'), Maternal-Child Heaith P'rogran, I)iarrheal Disease Control, PAHiO/WI10, 
1998.
 

hIid. 

"7 Ibid. 

"H M 0)I inlerviewees claimed that the rate was 100% since ORS were provided for every case ol'diarrhea. This datn is not accordant 

with the definition given by PAIIO/WHO. 
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it may be that health personnel provide mothers with little education on the importance of feeding the child 
even during a diarrhea cpisode. 

This sanc study reports that 33.44% of patients were prescribed ORS. Tlis is a very low percentage if taken 
as the only parameter, since it does not specify what type of diarrhea was treated nor if diarrhea was 
accompanied by simple dehydration or shock dehydration. Data on how many mothers were indicated to 
manage diarrhea cases at home following treatment plan A, in which ORS are not used, is also missing. 

As far as prescription standards for arute diarrheal diseases (ADD), they were observed in 39.4% of cases with 
a pa-tial failure in 31.5% of cases, while in 8.3% of cases children received contraindicated dngs. Thcre are 

' reports on the lack of adherence to standards and poor diagnosis recording by physicians. 2

It is worth mentioning that despite previously mentioned problems, the number of diarrhea cases treated with 
ORT and ORS has increased. The lack of a clear and explicit policy on diarrhea nmuaagenient with ORT for 
both children and adults"0 explains the insufficient use of this type of treatment at all public and private care 
levels. 

Stanldard duplicity (Cholem and MCD), as well as the physical absence of said standards at health facilities, 
create confusion and cause the inadapt management of diarrhea cases. 

hlle definition of a national policy for diarrhea treatment, including cholera, is recommended; this policy 
should be reinforced with a sole ticatment regulation to allow fbr a unified and effective application. 

Exclusive breast-feeding rates are extremel low in children under 6 months and diarrhea rates are high. 
Therefore, the promotion of mother's milk as the sole food for babies should be an total part of diarrhea care 
activities. Th1iis is very important in view of the high contanination of drinkable water. 

3 ADD hospital care 

Diarrheal diseases ranked fourth as hospital discharge cause in 1991 (Salud Piblica en Cifras, 1991), after 
deliveries, bronchopneumonia od miscarriages. 

'The Bloom Hospital's monthly statistical report does not clearly specify the number of minors requiring ORT 
at the CEDRO room. This report does not classify case types nor specifies whether they are new or subsequent 
cases, nor how many constitute diarrhea cases needing treatment plan C, nor how many failed requiring 
hospitalization. Also, it does not specify if used envelopes (an average of' 2.05 per each diarrhea case) were 
for inpatient rchydration or if the envelopes were given to mothers with instnictions for their use accompanied 
by the corresponding educational message. 

29 Drng I'rescription and Use in ARis and AJ)Ds, Consultoras e Investigaciones en Servicios dc Salud, S.A. de CV.. El Salvador, 

19'13. 

30 The M Hl policy since the use ul O1CT is regulated by the Integrated Standards. These standards are not appliedl assures there is a 

by allinstitutions providing infant care. 
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It is recommended that this report bc reviewed to clearly indicate the number of treated cases, their 
dehydration status, and prescribed treatment plan. To this end, it is very important that cases that have required 
hospitalization as well as the ones presenting complications be taken irto account. 

4 Prevention and training 

'r'venlionl 
It is reported that 54.8% of the country's population has access to public water supply (Table 21). Ilthe rural 
area 83.9% of the population lacks potable water ard 13.6% in the periurban areas." 

Table 21 

ACCESS TO AQUEDUCT SERVICES COMPARED TO TOTAL FOPIJLATION DECEMBER, 1992 

Access to water Public System Without public system 

With house connections With public basins 

Urban and Periurban 82.4% 4.0% 13.;, 

Rural 15.4% 0.7% 83.9% 

Source: 1'ro-Water I'ruject/MASICAIPAII'WIO10. 

It is acknowledged that the integiation of water and sanitation componerts within infant survival actions have 
a greater impact in the long run, especially if they are coordinated and L:xccutcd with the community's active 
participation. It has also been acknowledged that besides the impact this integration might have on health, the 
water and sanitation component also affects the )roductivity and dcvelcpment of the communities. 32 

A large number of pro jects financed by different sources to guaranlce potable water supply have been 
implemented at the rural level. Community participation is vital for these types of projects; however, it has 
been lacking in many occasions. 

Latrinization projects are carried out by various entities without homogeneous technical criteria. Many 
problems arise. For example. no consideration is given to the type of latrine, soil and aquifer characteristics, 
or to the latrine design that would be suitable for the concerned population's habits anid attitudes; these facts 
question the validity of the sanitation and environmental latrinization piocess. 

Regarding ihc population's educatiom on sanitation, programs vary signifi,-antly in El Salvador. These programs 
range from canpaigns targeted at specific goals with a deadline to open programs and large- scope community 
development programs. 

11 'echnical report on lealth and E'rnvironment, ANSAL, prepared by Engineer Rol:erto Argiiello. 

32 Straiegies lo hitegrate h'after andSanitationI'rognv with Infant Survival technical report No. 65, September 1990, WASI I/All) 

Project. 
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An important link for all these programs are health promoters who must foster community participation as part 
of their duties; however, not all hanilcts have been assigned health plomoters. Despite this situation, the 
Comnmunity Health Department has progressed a lot in a relatively short period of time regarding the number 
of promoters (from 579 in 1991 to 1,442 in 1993). Still more than 30% of hamlets in the nral area lack a local 
promoter. Even with an expected coverage of 80% by the end of 1994. the number of promoters at hamlet 
level \will only represent the minimum coverage required. 

A specific strategy to reduce morbidity due to diarrhea has not been developed- the current practice is to give 
mothers a series of instructions which many times are difficult to follow. If only one strategy were used, such 
as washing hands, actions would be simplified and impact would be greater. Let us not forget that thi3 single 
general instruction has had a great impact to reduce diarrhea morbidity. 

Sraining 
There is a nationwide training progran for the management of diarrhea cases which is being implemented 

through continued education prograns. ARI and ADD Training Units vill be incorporated in the three 
Regional lospital, starting from 1994. 

NGOs are promoting treatment plan A anong promoters and providing them with the necessary training so 
that they can train mothers in the management of said treatment. Training within NGOs has made treatments 
and salts available in such a way that the ORS use rate by PROSAMI's NGO promoters is of' 83%. 

lhe strengthening of training programs in both the mother participation component and the health component 
addressed to promoters and midwives is recommended. The active participation of health staff in the total 
management of diarrhea cases will help to reduce one of the principal causes of death in children under 5 
years. 
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VII ACUTE RESPIRATORY INFECTION CARE 

I Problems 

A4ortalify 
FESAL-93 reports ARIs as the second cause of infant mortality. Table 22 shows its distributioa per place of 
residence. ARls are the first cause of mortality in children age I to 4 years, and the second cause in children 
from 0 to 4 years after diarrhea. This information coincides with die data reported in Yearbook 23, Salud 
i'zblica en (ifras, 1991, for the whole country. 

Table 22 

MORTALITY DUE TO ARIs PER AGE GROUP, ACCORDING TO FESAL-93 

Age Group Percentage 

Under I year 
Urban 16.2% 
Area 16.4% 
Rural Area 

From I to 4 years 27.8% 

From 0 to 4 years 18.6% 

Source: FESAL-93. 

The number of child deaths due to ARls at the national level seems veiy low and does not represent reality. 
The DIGESTYC (Yearbook 23) reports a total of 638 deaths due to ARls in children tinder 5 years. If the 
infant mortality rate of 55/1.000 live births is applied, a total of 7,862 deaths in children under 1 year is 
obtained (52 x 151.210/1.000T). If the percentage of the deaths due to ARIs in children under one year 
reported by FESAL-93 (16.2%) is applied to the projected number of the deaths in children under one year, 
the result is 1,.74 deaths. The difference between projected deaths in children utrler one year and deaths 
reported in children under 5 years is 636 cases. Again this exercise highlights the significant undersatement 
of the country's general data, a problem that must be solved in order to h.ve accurate statistical data available. 

A4lorhidi, 
Morbidity data indicate a high percentage of ARIs such as rhinopharyngitis, bronchopneumonia, flue and 
pharyngitis. FESAL'93 reports an overall prevalence of 68.6%, slightly higher in the rural arca than in the 
urban area. Regarding treatment, FESAL-93 reports that 93.6% of total cases received some kind of treatment: 
43.7% was assisted by a doctor or a nurse. Antibiotics were prescribed in 62.4% of cases at the MASS, while 

in 47.9% of cases in the rural area. 

As far as antipyretics, these were prescribed in 63.2% of all treated cases. At the MASS, they were prescribed 
in 58.5% of cases and in 66% of cases in the ruml area. 

33 151,210 is the number of births registered in El Salvador in 1992. 
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Thcse data show differences regarding ARIs management in urban and rural areas. In the former more 
antibiotics arc prescribcd than in the rural area, where the trend is to manage symptomatic treatments. FESAL­
93 data do not break down promoters' activities. 

2 Access to treatment 

The fact that ARIs start mildly ad evolve into severe cases is why mothers do not pay the necessary attention 
at tho onset of these diseases. The effects of repeated colds or pharyngoamygdalitis on child development are 
evident: A vicious circle of sickness-malnutrition-sickness is establisheo which eventually ends in the minor's 
premature death. 

Promoters' training in ARIs (anid diarrhea) management has contributed to reduce mortality due to these 
diseases. Due to their direct contact vith the communities, health promoters have the opportunity to detect 
health problems at an early stage. This MOH's staff receives training to diagnose ARIs and assist with 
asymptomatic treatments in mild cases, referring difficult cases. 

Referrals by the Ministry's promoters during the first 9 months of 1993 anounted to 2.809 (the seriousness 
of the 	 disease is not specified), of which only 1,827 (63.4%) wer. fulfilled. The reasons for referral 
nonffilfillment (40%) are many and varied, for examnple, the funily does not deem convenient to take the minor 
to the healt facility because they think it is not necessary; they cannot afford travel expenses; or because they 
were not received at the health facility due to any reason whatsoever. These problems leave a large percentage 
of children without the adapt care for their illness. 

PROSANIl finnced NGOs have incorporated into their training curricula basic antibiotic management to treat 
diseases, referring severe or very severe cases. 

The MOH has expressed its disagreement with the previous practice due to two reasons: First, the standard 
establishes who and how should manage mild cases (promoters and auxiliaries), but does not specify if the 
persons trained in antibiotic management are able to provide total care. Second, the MOH has a weak 
operational supervision capacity; therefore, the institution's concern about the promoter prescribing antibiotics 
in all cases upon the community's request is understandable. 

PROSAMI '-qevaluated regarding the total managcment of ARls by its promoters. This consultation allowed 
the detection of two aspects that show the impact this type of ARI management has (active detection): 

a) 	 The early diagnosis by promoters in many cases of severe pneumonia and severe illness which were 
referred for treatment. 

b) 	 'The early diagnosis and treatment with antibiotics by promoters in numerous cases with signs of 
pneumonia, These cases evolved favorably. 

The same consultation points out that the scheme used by PROSAMI's NGOs allows to strengthen the viability 
of the participation of community members with a low level of fornal education within the ARI care program 
structure, including antibiotic management for the treatment of pneumonia in remote places and the timely 
referral of scv,!re cases. 
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The report also states that ARI total management should be strengthened in several aspects, such as a more 
homogeneous training to promoters and supervision aimed at solving promoters' problems regarding 
knowledge and evaluations. 

It is also pointed out that PROSAMI has proven that it is possible to establish activity coordination structures 
between and among NGOs to unify specific technical criteria and to slrengthen actions aimed at a common 
goal.3. 

Th issues highlighted in the report must be taken into account to reduce infant and child mortality rates, 
whose two major causes arc diarrheas and ARIs. Total case management by promoters is ani option to increase 
real coverage by NGOs and the MOH in order to solve community problems. 

AII hospital management 
A large number of ARI cases are hospitalized and constitute the second cause of hospital discharge after 
deliveries. Hospital Bloom in San Salvador ranks first in hospital discharges (Table 23). At this hospital, ARIs 
ranked third as cause of inpatient deaths in 1992 with a total of 58 deaths. Hospital lethality rate of ARIs at 
the Bloom Hospital is of 3.7%. Per age group, the group of children under 28 days of age presents a lethality 
rate of 7.05%, while the group of children under one year presents 6.4%, being these the two most affected 
groups. 

Trable 23 

DISCHARGES AND DEATHS DUE TO ARIs BLOOMWl HOSPITAL, 1992 

Deaths and Hospital < 28 < I year 1-5 > 5 Total 
Discharges days years years 

Hospital Discharges 85 512 588 392 1,577 

Deaths 6 33 16 3 58 

Source: Statistics 1)epariment, Bloom Hospitd. 

Data on the type of pathology for outpatients were not available, but it was reported that 11,348 consultations 
due to ARIs were demanded at the emergency room. 

The non observance of standards for treatment at the Bloom Hospit.l's emergency room causes service 
saturation with cases that do not require hospitalization. 

Pediatrics resident training should be reinforced so that AR? management is carried out according to 
established standards. It is acknowledged that doctors resist this type of simplified treatment. 

It is expected that training actions being carried out revert the current treatment pattern. 

31ssessmneit of Acute Resjpiratory Infection Control Activities in Children Unler 5 Years of Age in El Salvador prepared for 
PROSAMI, REACH, John Snow, Inc., 1993. 
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3 Prevention and training 

IPrevention 
The importance of basic sanitation actions for the prevention of ARts is widely known, mainly rcgarding the 
care of smoke and high temperatures generated inside the niral home. 1here are programs for the constnrction 
of kitchen ranges on platfonis or outdoor stoves with the purpose of preventing bums, an accident which is 
very common in areas where charcoal or firewood is used to cook. 

It is important that these prograns go hand in hand with the corresponding educational component while 

promoting community participation in order to assure the programs's success. 

Many NGOs reach target populations through educational prograns that transmit ARI prevention messages. 
Nevertheless, not all of them have the technical or financial support necessary to produce adapt materials. 
Action coordination and educational material sharing could favor the cdacational impact of these programs. 

"'Tr ing 
During the second half of 1993, the MCD trained health staff in ARI management. This training was supported 
by PAHO and started at the Ben janin Bloom Hospital in San Salvador. According to the standards provided 
in this training, mild ARIs inchde colds, cough and those processes that do not reach the level of pneumonia. 
Moderate and/or severe cases are pneumonia and complex processes. Mild cases are treated with symptomatic 
medicines at home and can be treated by promoters and auxiliaryv pcsonnel. Severe cases are treated with 
antibiotics at health facilities where a physician is available. A total of 260 persons (physicians and 
paramedics) had been trained up to November 1993. 
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VIII EXPANDED IMMUNIZATIONS PROGRAM 

In the past, measles, whooping cough, tetanus, polio, diphtheria and tuberculosis were the main causes of death 
in children. Problems such as diarrhea and ARIs for this group were less frequent (or less reported) than now. 
The actions of the Expanded Immunizations Program (EIP) have come to adaptly care those diseases that can 
be prevented through immunization. Consequently, mortality in children from 0 to 4 years has declined. 

Siqy)ort and.filancing 
Thc support of the Panamerican Health Organization (PAHO) to the Elf' in El Salvador has helped to improve 
epidemiological surveillance of diseases that can be prevented through vaccination, especially poliomyelitis. 

The GOES contributed 66% ($1,026,138.00) of EPI's 1993 budget, while the remaining 34% ($531,634.00) 
was covered with external financing provided by the Rotary Foundation (40% mainly in vaccines), UNICEF 
(Il1Y%), USAID (38%), and PAI-1O (11%). 

"I7he domestic resource allocation is as follows: 86% for biologics, 5% for promotion, 4%) for supplies; 2% for 
training, and 3% for social mobilization. Salaries are covered with domestic resources. 

Foreign contribution is earmarked as follows: 79% for supplies, 13% for promotion, 2% for epidemiological 
sun,cillancc, and the remainder for training and social mobilization. 

The Spanish Cooperation has committed a total of $20),000.0) for 1994 to reinforce the refrigeration network, 
which includes the constnction of refrigerated rooms at the regional level. A total of $20,000.00 will be 
contributed by the EEC to strengthen supervisory actions. 

The EIP is under the coordination of the MOIH's Epidemiological Unit. lhanks to resources provided by the 
GOES. the EIP has gained a higher level of independence than other )rograms. This allows it to carr out,

supervisory, activities and epidemiological research of flaccid paralysis cases and other diseases that can be
 
prevented through immunization, fbllowing them tip until their epidemiological solution. 

The MOH coordinates with NGOs to provide their areas of action wit) vaccination coverage. Training and 
biologics are provided by the Ministry; NGOs are in charge of operational supcrvision. 

The ISSS procures its biologics with its own resources and, according to our interviewees, no problems exist 
as far as procurement nor with their refrigeration network. 

I Coverage 

The MOH reports an immunization coverage of 61%-62% nationwide in 1992. During the 1990-93 period, Il1 
municipalities had polio and DPT coverages over 80%, 118 over 80% measles coverage, and 98 over 80% 
BCG coverage. 

http:20,000.00
http:531,634.00
http:1,026,138.00
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Table 24 

IMMUNIZATION COVERAGE PER AGE GROUP AND HEALTH REGION,
 
OCTOBER 1992- JULY 1993
 

Region < 15 years 5 to 14 ,ears I to 4 years < Iyear 

Metropolitan 90% 100% 80% 83% 

Central 85% 100% 60% 71% 

Eastern 78% 85% 60% 79% 

Paracentral 60% 78% 40% 80% 

Western 59% 70% 40% 83% 

Note: Approximate percentages.
 
Souitce: I.ll', Repoi. M011. Presented ala, A agstsi 199.
R'ountry in (Latet . 

"ihe group of children under 5 years,3" shows the lovest coverage levels. Only the Metropolitan Area 
maintains coverages over 80% for all groups. The other Regions, which consist important niral and remote 
areas, have not been so successfiul (Table 24). 

Afeas/es
 
Measles coverages per age groups are: 86% in children under I year; 80% in children 1-4 )ears, and 100% 
in children 5-14 years. 

Epidemiological surveillance actions have allowed the analysis of 80% of cases reported as measles, of which 
53% resulted negative and 43% resulted positive. Of the cases studied, 65% had no vaccination history. 

l'oliomyelitis
 

In order to fulfill the American Region's commitment to eradicate poliomyelitis, annual actions to strengthen 
the regular immunization program are being carried out. The wild poliovirus has not been isolated since 1988. 

A negative reporting system is still kept, although its effectiveness has declined and currently it only reports 
822% of the facilities. 

DtIT
 

Pertussis shows a downward trend; no diphtheria cases have been reported since 1988. Neonatal tetanus is also 
dropping thanks to coverage actions aimed at women of fertile age with tetanus toxoid which was of 72% in 
[1993. 

BCG vaccination shows the lowest coverage. At the municipal level, oiily 98 municipalities have a coverage 
:)fmore thai 80%; 87 from 50% to 79%: and 77 have coverages under 50%. 

MOIL: A coverage of 890% inthe 1-5year-old group. 3 
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El Salvador has attained significanit achievements regarding immunization actions and this momentum should 
be maintained. Immunization coverage must be kept high. The ISSS )rovides 12.5% of total coverage and 
NGOs 2.5%. Coordination with NGOs would provide a higher coverage in rural areas than the one currently 
reached by the national programn. 

The promoters' active participation in immunization actions must be broadly encouraged to achieve better 
coverages and be able to stay within the safety protection limits. 

2 Vaccination strategies 

ilhe main strategy is penn,'lent vaccination in which biologics are applied at health facilities during office 
hours. During our visits we were able to attest the existence of sufficient biologic stock adaptly refrigerated, 
all of them had temperature care devices and vaccine inventory. 

At hospitals and health centers, vaccination actions tend to be passive; the mother is expected to request the 
vaccine for her children, thus wasting the great opportunity that waiting rooms provide to increase coverage 
and fulfill schemes. 

The effectiveness of this strategy is measured by demand and service access in general, as well as by the 
importance that the vaccine concept has as a means to prevent and prolect children's health. 

Since pennmaent immunization actions have not achieved anl acceptable coverage, the MOH has established 
intensive phases that include national vaccination campaigns and special eradication phases. 

Two national vaccination campaigns as well as the second phase of measlcs eradication wcre implemented in 
19(93. National vaccination campaigns last 15 days each and are devcloped simultaneously throughout the 
country. Measles eradication actions are carried out through home to hme visits and the setting up of fixed 
vaccination posts. in high concentration and transited sites. The Epideriological Unit coordinates regulatory 
aid national operation actions, while each Region is responsible for its area of competence. The programnming 
unit of this program is the municipality.' 

The application of BCG and polio vaccines to newborns at hospitals -ind health centers has been stressed, 
leaving out most or all deliveries assisted by midwives at the community level as well as those who are not 
attended by trained personnel. 

Coordination vith other institutions and NGOs is quite good. NGOs apply the biologics supplied by the MOH, 
covering in this way the areas not easily accessed by the MOH. The N01- sees to the training needs of the 
NGOs. 

Within its action plan, the progran allows each Region to decide on the: implementation of necessary actions 
to achieve better coverages, for which it has strengthened the analysis of local level data. It has also 
strengthened epidemiological surveillance to search and care cases. The MOH intends to implement intensive 

16 Operations A-a,,ual, Second Stage of the Aleastes Elimination Phase, EIP, MOI I, 1993. 
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actions in those municipalities with coverages under 80%. Special attention must bc paid to the rehabilitation 
of the refrigeration network in fomier conflictive and high risk areas. 

Promoters play an important role in complementing the strategy by participating in vaccine inoculation, which 
can be applied on a rCgular basis in the community when carrying out community minicumpaigns. The 
participation of promoters, mainly from NGOs, should be encouraged and strengthencd, since they could help 
attain a greater cover-ge by being available in the nural areas. 
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IX VULNERABLE GROUP PROTECTION 

I Salvadoran institute for the protection of minors 

In order to strengthen the actions of the National Funily Secretariat, tae Government of El Salvador issued 
the National Policy ofhinors Assistwice in March 1993. 

Thc Executive Branch passed the Salvadoran Institute for the Protectio:i of Minors Law on March 22, 1992, 
to provide legal support to the above mentioned policy, by which tile Institute is granted legal status as well 
as technical, financial and administrative autonomy. This institution is 'sponsiblc fbr the enforcement of the 

National Policy of Minors Assistance with basis on the 71 articles included in the corresponding law. 

Th1e Salvadoran Institute for the Protection of Minors's main goal is to protect minors who are in trouble or 
who suffer fiom any type of abuse, to see to the readaptation of minor offenders, and, in general, to pursue 
minors" well being through the Minors Solicitorship. 

Most part of ISPM budgetary cxpct3es are assigned to salaries, and it:; food allocation for boarding minors 
is of 3.25 colones per child a day, an anount that does not allow for a balanced diet. This lack of resources 
to cover operational expenses must be given priority. 

The ISPM has not developed a census of its facilities; therefore, the condition of its facilities, number of 
boarding minors, and their health and psychological status are unknow.i. Besides, the Institute lacks a, total 
information system to meet all n:cds. 

Internee turnover is high in all cenrters due to daily admissions, discharges and flights. It is estimated that the 
ISPM shelters a total of 2,500-3,000 minors. 

During the few months of this Instituie's operations, the Admission, Evaluation and Diagnosis Division has 
received denounces or has intervened in a total of 428 cases (Table 25). 

Several of the categories established by the ISPM are related to family problems in which the Institute must 
intervene, such as minors who are taken from their house to protect them from their parents. There are cases 
when minors are taken from their house because their parents or the cormunity cannot stand the minors' bad 
behavior. Minors in transit are the ones whose adoption is being processed and have to wait in the Institute's 
facilities until the corresponding resolution is issued. 

*Sreet ('hildh'n 

Tie reference table shows that street children rank first in the Institute's priorities. Due to their living 
conditions, many join gangs (maras). This problem worsens every d.iy, since, besides commiting violent 
actions, mzny become glue sniffers, (called like this because they inhale the vapors of contact glue). 

The city of San Salvador is not free from this international social proolen1 which attacks the world's great 
cities. It is not known for sure whether the majority are orphans or not, if they have fled their homes or if they 
separated from their families when immigrating to the cities from the rural areas and wyere forced to support 
themselves. 
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Trable 25
 

CASES ASSISTED BY ISPM
 
May-October 1993
 

Cases % 

Addicted Street Children 117 27.3 

Children in Transit 21 4.9 

Sexual Abuse 42 9.8 

Physical Abuse 86 20. I 

Minors Taken from their Parents' Care 4 3.3 

Behavioral Problems 48 11.2 

Abandoned Children (Hospital/other) 22 5.1 

Children Escaping from Honic 35 8.2 

Other (Povcrty. Malnutrition) 43 10.1 

Total 428 100.0 

Source: Salvadoran Institute for the Protection ot Minors. 

Child abuse 
This is the second cause of action by the ISPM; manty denounces are received directly from hospital 
emergency rooms. Upon receiving these types of dlounces, a medical chcck-up is performed by one of the 
institution's physiciams or by the reporting nosocornium. Usually, the cooperation of the Legal Medicine 
Institute is requested and the latter notifies the ISPM and the competent judge proceeding the case. 

It is acknowledged that the number of abuses assisted is not the actual number and that this is just the tip of 
the iceberg. 'ille magnitude of this problem in the rural area is unknown as well as the global status of the 
prolblcm. 

If we add to this group the one who suffers from sexuml abuse (9.8%), including rapes, then this becomes the 
first problem grup. Trhe majority of sexual abuse cases assisted by the Institute are in children under 10 years 
of age. 

It has becn reported that there are female teenagers in prostitution center;, especially in the Metropolitan area; 
this group does not receive any support to abandon this life style. 

Orphans and ahandoned chihhen 
The civil war left a large number of orphans whose exact number is unknown. The ISPM lacks estimates of 
this group. It is believd that manly of them have become street children. Fortunately, due to the close family 
relationship structure prevailing in the country, many children who have lost their parents are taken care of 
by close relatives. 
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Nevertheless, a current phenomenon is children who are abandoned in 3latemity hospitals or health facilities, 
mostly at the MASS, to such an extent that there have been 22 cases (5.1%) in five months. There is no 
stereotype of mothers who abandon their children with the exception th+t the majority are humble women who 
work as maid servants. Mothers' age range from teenagers to women over thirty. According to our infomrants, 
some are married women whose husbands have been working abroad for a significant period of time, but it 
seems that most of them are single women. It is believed that women wo abandon their children have set their 
mind to do so and it has been proven that theN provide false data wvhcr being admitted. 

2 Adolescent health 

This group has been neglected by many sectors including the health sector, since there is no specific program 
for adolescent health. If we analyze population data, the importance of this group is evident since it consists 
1,294.287 people, representing 25.6% of the total population, who will become the future economic force of 
the country. 

If we analyze age group composition in the country, we can see that the cohort that falls out of this group (15­
19) is lower than the one that enters it ((5-9) (Table 26). The possibility that this phenomenon might be 
repeated in the following cohorts is high due to the country's pyrunid type population. These phenomena will 
make this group become the largest population group. and given adolescent behavior, the one that could 
present a great amount of health problems. 

Table 26 

POPULATION PER AGE GROUPS AND GENDER, 1992 

Age Male Female Total 

0-4 328,624 322,614 651.238 

5-9 333,887 329,727 663,614 

10-14 331,060 330,634 661,694 

15-19 287,782 300.452 588,239 

20-24 210,257 250,423 460,680 

Source: ANSAI., population per age group, di,1ribution, taken from the 
Household Survey. Table AOL 

At present time, mortality causes for this group in order of importance are: (I) violence, (2) poorly defined 
or diagnosed causes, (3) suicides, (4) accidents, and (5) maternity causcs. 

According to a recent study by Dr. de Ferrer presented during a conferen.ze sponsored by PROCADES (Annex 
6), gynecological problems among sexually active teenagers are anuenorrhoca (it is not specified whether it 
is primary or secondary); uterine bleeding due to abortion or due to eclopic pregnancy: sexually transmitted 
diseases. infertile due to infections or early sterilization; fistulas and cervical cancer (teenagers have 4 times 
more risk of ccical cancer due to early sexual contact and multiple si.xuil partners). 

http:conferen.ze
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The mean age of sexual activity starting is 14 years of age. Eighty-one percent of 15 year-old gifls int'-,viewed 
by Dr. Ferrer reported having had sexual experience already. From 13 to 17 years of age, 17% have ,llready 
had 2 to 3 pregnancies. 

Steps should be taken to include this population group in activities aimed at sexual education and prevention, 
funily planning and health in general. AIDS has worsened the adolescent health problcni, since it is in this 
group that an epidemics could break out and the results would be devastating. 
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Maternal-Child Health 

NUTRITIONAL STATUS OFMATERNAL-CHILD POPULATION" 

I Low birth weight and nutritional status of mothers 

The Low Birth Weight (LBW) indicator is a sound approximate indicator of the mothcr's nutritional status aad 
at the samc time it is an indicator of the future heald and nutritional siatus of the child: A child born with a 
weight under 2,5(10 grams has more probability of getting sick and dying during his first year of life, and if 
he survives, he will under worse conditions than a child born weighing 3.000 grains. 

There are no national LBW data available, mainly because a high percentage of deliveries take place at home 
and the child's birth weight is not recorded. Current data given by the Infant Survival Action Plani (1991) are 
isolated and partial: the rate is 16'Y,:, in the case of home deliveriesAt the Maternity Ilospita LBW and 

reported by trained midwives it is 21%. which makes one assume that there is an understatement. At the 
national level, the Kangaroo Pouch workshop held in February 1992 reported a global rate of 10.3%. In 1993, 
10.8% of deliveries at the Maternity Hospital resulted in low birth weights. 

There is no information on the mother's nutritional status at the national level in El Salvador, although records 
of weight increase in mothers who undergo prenatal care visits are kept. TIhc last infornation available 
regarding women nutritional status dates from 1978, reporting that 12.3% of pregnant women were suffering 
from anemia of different degrees as well as 14% of lactating women." 

2 Anthropometry 

2.1 Nutritional status of children under 5 years 

The clos.. relationship among infant mortality, morbidity in the first years of life, and the nutritional status of 
children under 5 years is known. 

ESANES-88 and FESAL-93 surveys provide information on the nutritional status of a representati-ve sanple 
of children under 5 at the national level. Both surveys showed signiticant deficiencies in all nutritional status 
indicators, growth delay (Weight/Age). chronic malnutrition (He ght/Agc), and severe malnutrition 
(Weight/Heiglit) in El Salvador. In nural areas, malnutrition is mote thian double than in urban areas. 
Nevertheless, a decline in malnutrition has been experienced from 9P; to 1993, as shown in Table 27. 

lhe decline in malnutrition in children tinder 5 years of age in El Salvador from 1988 t3 1993 can be 
explained by the improvement in the targeting of preventive health and nutrition programs on the maternal­
child group, thmks to efforts made by the GOES to enhance social polic,,'q. 

37 For further infbrmation on nutrition refer to the complementary report Alimentary andNttritional Policy in ElSalvador prepared 

by Fernatdo Vio. San Salvador. Oclober 1993. 

38 Chihlren National Plan, 1991 - 2000, Ministry of Planning and Coordination of Economic and Social Development. 
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Table 27
 

TOTAL MALNUTRITION PERCENTAGE AS PER WEIGHT/AGE AND HEIGHT/AGE
 
INDICATORS*, PER AREA OF RESIDENCE AND AGE GROUPS
 

ESANES-88 AND FESAL-93.
 

Survey ESANES-88 FESAL-93 

Indicators 	 Weight/Age Weight/,Age 
Height/Age Height/Age 

Area of residence 
MASS 10.0 24.2 7.2 13.6 
Remaining Urbn 14.7 25.3 9.1 20.1 
Rural 17.5 34.5 14.0 28.1 

Age Groups 
0-1 I months 8.6 11.9 4.8 8.3 

12-23 months 23.0 33.0 14.5 22.5 
24-35 montls 18.8 42.3 14.4 22.5 
36-47 months 13.9 30.9 10.7 27.0 
48-56 months 12.9 34.1 105 32.4 

Country Total 15.2 30.0 11.2 22.8 

Source: F.SAN'S-88. FESAL-93 (preliminary dtW still not offizily ihblished) 

The First IHeight Census u/Basic lEducation Students (between 6 and Qyears of age) developed in 1988 shows 
that about 30% of children are affected by chronic undernutrition, data that coincide with ESANES-88's 
findings which also reported a 30% deficit in the Height/Age indicator." Tle prevalence of growth delay is 
greater as basic education students' age increases. 

The first height census helped to identif, geographical zones that were very depressed in nutritional tenns. 
Sixty-seven municipalities showed a very high growth delay prevalence (37. 1% to 75%). this finding resulted 
in a better targeting of social prograns aimed ,at fighting poverty in those municipalities, whose number has 
increased to 133, with basis on the Ministry of Health's cpidemio!ogical and risk criteria. Primar'y actions to 
fight poverty include: provision of basic infrastructure, employment generation, credit to microenterprises, and 
especially primar, health programs. and food and nutrition projects. 

39 Ministry ofFdtication, First height census of havic edhtcation Students of EllSah'ador 1988, final report. El Salvudor, October, 
1989. 



59 Maternal-Chlnd Healtb 

3 Micro-nutrients 

3.1 Iodine deficiency 

Iodine deficiency affects mental capacity, motor coordination and neuromuscular abilitics and development. 
From 1965-67 (INCAP's studies) to 1990 (national survey on endemic 3oitre prevalence in El Salvador), the 
iodine deficiency rate has been reduced from 48% to 24%, and goitre prevalence has been reduced from 54.0% 
to almost 25.0%. Despite this reduction, these percentages are still greater than the 10% cap established by 
the PAHO. Regional differences are significant and the problem increases with age. Despite a law passed in 
1961 enforcing salt fortification, less than 5% of salt was being fortified with iodine in 1988, because 100% 
of salt factories and 80% of iodizing plants were located in conflictive areas. This problem has been reduced 
during the last years through a program directly implemented by the Ministry of Health. 

3.2 Vitamin A deficiency 

There is an important correlation between the level of Vitamin A and high mortality rates, particularly deaths 
caused by diarr-heal diseases and measles. Vitamin A deficiency is the major cause of blindness, especially in 
children. 

The level of Vitamin A in children under 5 years has not been improv,.,d after the development of the first 
studies in El Salvador. In the 1960s vitamin A deficiency was of 31%, in the 1970s it was 33%, and in 1988 
it was 36%. This deficiency is higher in rural than in urban areas. 

A total of 46% of children between 12 and 17 months old were suffering from vitamin A deficiency. This rate 
is high when compared to the ones of other Central American countries. Vitamin A deficiency is caused by 
the lack of food with a high vitanin A content in the Salvadoran diet, such as fruit, vegetables, fortified cereals 
and dairy products. Plans are to fortify, sugar with vitamin A through UJNICEF's support. 

3.3 Iron deficiency 

Anemia and iron deficiency reduce children's physical productivity and their ability to learn at school. These 
problems also cause chronic tiredness and increase the risk of bleeding in pregnant women and of low birth 
weights. According to ESANES-88 anemia measured by hemoglobin deficit was of 23% in children under 5 
years, having the greatest negative impact on those between 12 and 23 months of age. 

These indicators prove the lack of an adatt prenatal nutrition as well as the inadapt feeding of children under 
5 years. which is the direct result of inadapt ablactation practices, early weaning, and the lack of adapt food 
for the subsequent period. 

4 Current nutritional programs 

4.1 Food delivery programs 

Maternal-child projects are mainly executed by the Ministries of Health und of Education. Current nutritional 
programs can be grouped into five different types of projects: (1) Supplementary food, (2) Micro-nutrients, 
(3) Food and nutrition education, (4) Nutritional surveillance, and (5) Food production, processing and 
consumption in primary health care. 
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MINISTRY Oh' HIJLIH 

The Ministry of Hcalth has three basic food delivery projects: (1) Food ration, (2) Intant food supplementation 
with a high-nutritional-valuc mix (Nutricereal), and (3) Nutrition Rural Centers. 

I'ood ration 
Food ration delivery started in the 1980s targeted at pregnant and lactating women as well as children at risk 
vith some degree of malnutrition in rural areas, together with the educational, growth and development 

monitoring components. 

This program's objectives are: (1) increase family food intake; (2) provide institutional support to pregnant 
and lactating women and children suffering from malnutrition, improving their access to health services, 
especially to maternal-child preventive actions; (3) improve food-nutntion habits through practical teaching 
on health care and nutrition; and (4) provide allowances to low-income fumilies. 

Afrinily ration consists four individual rations, whose market cost was estimated in 250 colones in 1B93; these 
rations are financed by the WFP and will be sponsored by the EEC in the near future. Initially, mothers pay 
5 colone,, to cover costs of transportation, packaging materials, storage equipment, training, and educational 
activities. Food is delivered once a month. 

Children's health care and mothers' prenatal care are prerequisites to be bcnefittcd with the food ration. These 
cares are recorded in the child's growth and development card and table and in the mother's medical history. 
Unfortunately, food is delivered on a day other than the one when cares are taken, thus loosing the educational 
impact that the close lhealth-nutrition relationship has when food is delivered immediately after the care. 

11wc goal is to have 74,200 direct beneficiaries of the health component per year. During the last three years, 
the goal achievement has gradually improved for pregnant and lactating women from 80% in 1990 to 103.4% 
in 1992. Coverage has been better in children under 5 years and have even surpassed goals in the last three 
years, fulfilling 125% of the progran. Nevertheless, the implementation of educational activities that should 
accompany the progan is very' low and the average attendance is of 2.4 mothers per talk.'' 

The Ministry of Planning and Coordination of Social and Economic l)evelopment (MIPLAN), through the 
Economic and Social Advisory Group (GAES), serves as a liaison between the Government and the WFP. The 
coordination of the Ministries of Health and Education is accomplished by a committee composed of the Basic 
Education Director General, the lalth Director General, and MIPLAN's Tcchnical Cooperation Director. 
There is a cooidinating committee at the regional and local levels madc up of project managers of each 
executing institution. 

Logistics management is the direct responsibility of the Directorate General for Food Logistics (DGLA), a unit 
under the National Family Secretariat (SNF). The DGLA has been taking the food directly to health facilities 
since the beginning of 1993. 

40 WFP, Report of (he Technical Assessment Mission of the El Salvador 38o Projecl - Basic education development and preventive 
health care with coinmunity parlicipation. San Salvador, March 1-24, 1993. 
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Quality care is carried out by the DGL at its warehouses by sending samnples to a laboratory that was set up 
with UNDP/WFP funds. Nevertheless, once food leaves central warehouses no more systematic sampling is 
carried out. Health facilities are visited by sanitary inspectors and national and regional nutrition supervisors; 
if there are indications that food is spoiled, samples are taken and sent for analysis to the MOH's central 
laboratory. If the results confinn that the food is spoiled, a report is prepared and the food is destroyed. When 
the amount of food to be destroyed surpasses the established limit, a WFP representative must be present 
during its destruction. Some facilities lack adapt warehouses and this sometimes is the cause for the spoiling 
of food delivered by the DGLA on a quarterly basis. 

There is an operational manual for health staff containing recipes to be tsed when training mothers. However, 
due to the heavy burden of responsibilities that health post and unit staff have to bear, it is difficult for them 
to devote more time to food and nutrition educational tasks. Besides, ile program's supervision is poor due 
to the lack of transportation. 

Infant food supplementation with a high-nutritional-value mix (Nutricereal) 
The Social Sector Rehabilitation Project (PRSS), financed by the World Bank to support the Ministries of 
Health and of Education, is being implemented to improve health and education services especially in rural 
areas. A High-Nutritional-Value Mix (Nutricereal) was developed through this project with the purpose of 
providing children between 6 and 36 months of age with a nutritional supplement that would help prevent 
malnutrition upon weaning. This mix is prepared with a special formula that uses local products (70% corn 
flour and 30% soybean flour) and is produced by a private enterprise (FAMOSSA). This production is 
currently being financed with nationad funds but, starting in 1994, it wll be supported by the WFP. 

The Nutricereal is distributed in the 78 priority municipalities at a rate of 6 pounds per child a month, in three 
two-pound bags, equivalent to a daily ration of 90 grams that provide 371 calories and 19 grains of protein 
a day. These bags are delivered immediately after the child's health care visit. The MOH's Nutrition 
Department is in charge of educating beneficiaries in the correct use of the nutritious mix and providing them 
with instructions to prepare it. To this end, there is a Nutricereal Manual containing recipes for its preparation 
and an educational guide that is used by both the food and nutrition collaborator and promotei. This is a pilot 
program that covers 6,500 children approximately; the goal is to cover 50,000 children in the first year, 90,000 
in the second year, until covering 110,000 children in the third year of project life. Education is carried out 
with the participation of nutrition collaborators who use manuals and other educational materials prepared to 
this end by the Nutrition Department with INCAP's technical support. 

Benefitted children receive all services included in the MOH's matemal-child program. Simultaneously, 
mothers receive instruction aimed at encouraging them to feed their children exclusively with their milk during 
their first six months of age. At this age, the supplementation of the child's food with Nutricereal is promoted, 
so that the child will gradually pass to a solid diet that meets all caloric and protein requirements that mother's 
milk cannot meet after the child's sixth month of life. 

Regaiding the quality care of the product, plans are to implement a systematic care of critical issues from raw 
material to the beneficiary. Currently, the proximate and bacteriological analysis of the samples is carried out 
at the laboratories of the Central American University, FUSADES and MOH, and sometimes at the INCAP. 

Rural Nutrition Centers 
There are 29 rural nutrition centers in the country. These are community houses where children under 5 are 
taken care of by volunteers who have a part-time salary that is complemented with a family ration. Children 
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stay at those houscs from 4 to 6 hours a day and receive breakfast and lunch covering about 60% of the daily 
caloric requirements. Educational, recreational and health care activities are developed, including the 
monitoring of the children's nutritional status. These centers are financed with national funds and the WFP 
provides the food; three centers have been built with the support of the FIS and PRODERE. 

At present time, 1,500 pre-school children are being attendcd at the Rural Nutrition Centers (CRN), 7,100 
children are assisted by the Child's Total Feeding Program (PAIN) financed by UNICEF, 4,200 are attended 
at municipal daily care centers and receivc assistance from the Salvadoran Institute for the Protection of 
Minors (ISPM), and 1,400 are taken care of by volunteers. 

Nutritional programs mnust be seen as regular programs totally integrated into all the MOH's activities. 
Nutrition must be one of the activities of the MOH's maternal-child component in the sane manner as 
immunizations, ADDs, ARls, mothers' pre- and postnatal care, and child's growth and development 
monitoring 

A4NISTRY OP'EDUCA TION 

The Ministry of Education has also two basic food delivery programs: (I) School lunch and (2) School 
between-meal snack. 

School hnch 
This consists in the distribution of food at schools so that students can cat lunch. 

This progran's objectives arc educational ralier than nutritional: (I) Increase attendance at primary schools 
and improve school perfonnance in the raral areas; (2) contribute to decrease dropout rates at schools 
participating in the project; (3) increase co-nmunity participation in school activities and in selflelp initiatives 
related to the schools; (4) promote food and nutrition educational activities; and (5) promote the use of health 
services through schools. 

This project's goal is to benefit 200,000 children and 1,000 schools in the first year, covering up to 220,000 
children and 1,100 children in the third year. Plans are also to start 100 new school vegetable gardens and to 
build 100 storerooms and kitchens during the three years of project life. 

Food provided by the WFP and EEC is cooked and distributed on a daily basis during the 160 school days. 
Each student's ration includes the following: rice (65 grams), skimmed milk (40 grans), canned meat (20 
grans), and vegetal oil (15 gramiis). This ration has an approximate nutritional value of 500 calories and 22.7 
grans of proteins. Its monetary value is about 2.13 colones per child/day (341 colones per 'ear), equivalent 
to US$40 per child per year. 

Food is distributed by the DGLA by means of Armed Forces undcrused trucks now that the conflict is over. 
Food is delivered at a distribution post in each benefitted municipality on a quarterly basis, where school 
principals together with parent associations go to receive their food allocation and transport it to the school's 
storeroom. 

The Ministry of Education has regional supervisors who visit such schools to verify food quality; if there are 
indications that the food is spoiled, they must call a sanitary inspector who takes sanples and follows a process 
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similar to the MOH's system. However, there is no preventive quality care system: once food leaves the DGLA 
varchouses. actions are taken only when food is already spoiled. 

Parents provide vegetables, fruit, tortillas, salt, sugar and other types of food. In those schools that have 
vegetable gardens, parents prepare the soil, provide seeds and participate in the cultivation. Sometimes students 
also participate in vegetable garden activities. Usually, groups of motheis take turns to prepare and serve food 
and do the dishes. In some cases, the community agrees to hire maids :o fuilfil these tasks. The program has 
provided cooking and eating utensils, but these are not enough and sontetimes children must carry their own 
utensils. Tie community keeps record of the goods and of the produce of some project's activities. 

Regarding goals, coverage was of 82.8% in 1990 and of more than 100% in 1991 and 1992. Nevertheless, as 
far as the number of tons distributed, the rates were low in 1990 and I1)91 (43.8% and 41.9%, respectively). 

Tihe goals regarding participatory education, measured by the number of educational talks to parents and the 
existence of vegetable gaidens, show low achievements, especially if avrage parent participation in talks (10
in 1990 and 6 in 1991) as well as the percentage of v'egetable gardens started (36.6% in 1990 and 24.4% in 
1991) are applied. Health goals show also low achievements, with low :ercentages of children who received 
food being assisted by the oral health programns (48.1% in 1990 and 6.0% in 1991); deworniing (54.3% and 
4.4%, respectively) and, vaccination (43.4% and 2.0% in 1990 and 1991). 

In some places there is coordination between schools and health units or posts to assess the nutritional status 
of children, mainly pre-schoolers. There are mobile health units that pay scheduled visits to isolated 
conmunities and provide health care to the population in general and to local schools. 

The project has shown positive results: food encourages school attendanc,, helps improve school performance, 
mid is an instrument to promote parent participation, especially of moth~rs in small schools. 

In general, this project has been regarded as merely a school food program rather than as an educational 
instrument; consequently, it is not deemed important nor adaptly linkcd to other health programns. 

School Betwcen-Aeal snack 
Also, as part of the Social Sector Rehabilitation Project (PRSS), which supports the Ministries of Health and 
Education especially in rural areas, there is a school between-meal snack progran which provides each child 
vith two 28-gram cookies a day in those schools of the 78 municipalities assisted by EDUCO where school 

lunch is not provided. Plans are also to include a 20-grain flavored bcverage based on cereals and natural 
flavoring essences, which will be supplcniented with 10 grans of sugar to be provided by parents. '11e total 
content of' the snack is estimated at 380 calories. The cookie is being produced by a domestic factory
(Agroindustrias del Valle). Currently, the project benefits 30,940 child-en, but will be expanded to 39,970 
children in 1994, 60,165 in 1995 and 75,950 in 1996 when the WFP financing is available. Children receive 
the snack around 10 a.m. 

Quality care is perfonned by the Bromatological and Chemical-Proximatc Analysis Laborator, of the Catholic 
University. 

Starting from 1994, both the Nutricercal and the School Snack will be financed by the WFP with alimentary
assistance from cereal monetization. To this end, an Operational Plan was established and agreed upon by the 
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Government of El Salvador and the WFP regarding the Social Compensation .br Pre-School Children 
P'rogram, which would cover the costs of the cookie, beverage, nutritious mix mad educational activities. 

The following is proposed to increase the coverage of the food-nutrition programs: 

I) 	 Improve the regular functioning of the Ministries of Health and Education. 

2) 	 Institutionalize the tood delivers logistics so that food arrives at schools, health units !"-d posts on a 
regular basis. 

3) 	 Start food deliver' progruns with NGOs in those places that are not covered by the above mentioned 
Ministries. 

Food delivery continuity is essential to increase coverage and achieve a greater impact of the programns. It is 
worthless to implement programs that are to function irregularly, such as the case of the Ministry of Education 
that provides school lunches only half of the scheduled time, or the Ministry of Health that delivers food with 
delay. 

Logistics has been simplified in the case of the school cookie and Nutricereal. In the case of the MOH's food 
ration, food should be packed in plastic bags in the tbni of family packages at the DGLA central warehouses, 
thus facilitating distribution and achieving better coverages. 

Regarding information systems, the Ministries of Health aid Education are currently working to define process 
indicators and impact on form preparation as well as indicator and forn field tests. At least quarterly reports 
containing basic data on the pro ject's status will be required. It is necessary to urgently reinforce the 
information systems of each food-nutrition project. 
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X1 CRITICAL ISSUES AND RECOMMENDATIONS 

Maternal-child population in El Salvador (children under 5 years and women from 15 to 44 years) represents 
36.3% of the total population; the Sector's efforts are mainly aimed, to , significant extent, to overcome health 
deficiencies in those population groups. 

Important achievements havc been made in some maternal-child health a~pects and components, although some 
of them present problems of different nature that have hindered goal fulfil'ment. 

Throughout this report, the various maternal-child health components have been described, as well as the 
different problems, achievements and current status. Recommendations have been provided throughout the text 
with the purpose of overcoming them. This chapter addresses those aspects relevant to the maternal-child 
health area that present problems and that deserve special attention, 

The following paragraphs will highlight major problems in the maternal-child health area in El Salvador, to 
illustrate the raison d'etre of the priority topic issues on maternal-child health. 

Despite the strategy to expand coverage to the rural areas, actions aimed at prenatal care have declined during 
the last three years. Currently, for a large proportion of pregnant women assisted at the MOH, die first contact 
with medical or parunedical staff is during deliver-Y, since they never underwent prenatal care. 

hlie MOH's and NGO's efforts to increase the number of trained midwives in the rural areas have been 
successful: however still 12.6% of deliveries are not assisted by trained personnel. Most of the MOH's 
inpatient maternal deaths occur becat.se mothers are taken to the hospii:al when complications arise at home. 

Men participation as recipients of family planning actions is insignificant, mainly due to cultural reasons; 
family planning achievements mostly depend on women sterilization. There has been little increase in the use 
oftemporary family planning methods in the past 10 years. There is almast no pregnancy spacing, and women 
have consecutive pregnancies at a very early age. Thirty percent of prcgnancies correspond to women under 
20 years of age. 

Although the infant mortality rate has significantly declined, UNICEF reports a rate of 52/1,000 live births, 
xhich was the average ratio for Latin America in 1990. The two princ pal causes of death in children under 
5 are diarrhea and ARIs. Almost two thirds of the deaths due to these diseases happen in this age group. 

rood programns have been effective since they have focussed actions on priority areas. Nevertheless, not all 
;roups have been reached vet. Malnutrition is accountable for severe iealth problems in tie maternal-child 
,roup, starting in childhood and having repercussions when women reach their fertile age. Not detecting 
uttritional deviations in childhood causes early malnutrition which kads to chronic malnutrition and low 
ntellectual development. 

http:becat.se
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Table 28 

CRITICAL ISSUES AND RECOMMENDATIONS 

Critical Issues Recommendations 

I Lack of legitimization and 1.1 Prepare Maternal-Child lealth policies flocussing resources on high-risk groups as 
acceptanCe of policies on Maternal- far as maternal and child health is conecied. 
Child lealth is .ell i as of basic 
operational standards for their program 1.2 /dapt standards and prepare hills aimed a strengthening sectorial operations in the 
cotiilnents. Maternal-Child I lealth field through the Superior Council ot Puhlic I lealth and with 

the participation of the various health sector entities. 

2 Need to focus services on those 2.1 Estahlish and use maternal-child risk vssessment criteria giving priority to those 
arcas that present tie highest risks as services that vili henefit rural areas that rick such services by oftering a basi service 
l'r as maternal aid child health, package. 

2.2 Create tile Food and Nutrition Policy rnd Program Unit (UPPAN) as an 
autonom ous body to facilitate interaction between donors and national institutions and 
to provide national funds in tie future lor the sell'suficicncy of food programs. 

2.3 Direct all education actions with basis on priorities coherent with estahlished 
goals. 

3 Lack of coordination between 3.A Integrate the different prograirs and dpartments that carry out nmternal arind child 
projects of the Maternal-Child health actions into one sole structure at the Mill's central level. 
I)cpartment and other MOIl 

Departiicnt programs related to 3.2 Strengthen supervisory structure arid aotians so that supervision provides support 
Maternal-Child I lealth. and solutions to operational prohlems. 

3.3 Integrate bodies for the coordination of efforts in the 5 maternal-child health topic 
areas It tie local level under the SILOS concept, involving the different Hlealth Units 
or Posts in planning as well its the different local service providers so as to carry out 
coordinated actions irs part of a nfininnir service package. 

4 Promoters' and midwives' inadapt 4.1 Increase the number of promoters and midwives trained by the MI and NGOs.
 
decision making capacity hoth
 
regarding crverage arind actions tie, 4.2 Increase the level of active paiticipatimnry pronomters anid nidwives in total
 
are authorized it carry out. prevention care, early detection and treatiincnt of priority diseases.
 

5 Need to inteeiate tile dillent 5.1 Establish it standard antid expedite epidenliologicaIl and admrinistrative infolrirition
 
technical aidluanriaigelneirt information syslen allowing iniargencint decision niaking hv the health sector actors so as to
 
svstiieils used bv tile Moll rind tie assess nchievcments irll total manner.
 

whole health sector.
 
5.2 Irrpiove the records of infectious diseases, especially IIlV/AIDS. 

6 Improve national vital statisties 6.1 Strengthen/restructure training actions on vital statistics data at the Civil Registry 
reception. Offices. 

Sexually transmittcd diseases, including AIDS, are steadily increasing, mainly affecting young population 
groups. The HIV/AIDS transmission pattern is of a heterosexual type, thus increasing the risk of a serious 
problem in the country's economically active groups and in adolescents in the near future. 

For all the above mentioned, the Priority Topic Areas of the niatenal-child component listed below are 
recommendcd. Those areas that are having the expected itnptct shall be maintained at such level, avoiding 
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their deterioration. For areas that are proving deficient, its programmatic and operational continuity shall be
assessed in order to strengthen the ones being proposed: the concentration oJ'e[jirts and resources as we/I as 
the total planning ofactions will attain a sv'stantialimpact on the reduction of maternal and inf/rmt mortality 
and v/their precedent morbidity 

Topic areas to be given priorit, by the State 
* Pregnancy, delivery and postpartum total care, with a risk approach. 

Multiparity in young women (under 20 years). 

Infant and child mortality, mainly due to diarrhea; acute respiratory infections, and diseases that can 
be prevented through immunization. 

Mother and child malnutrition. 

STD epidemic situation, including AIDS. 

Ilicse topic areas show at the same time critical issues that, to a great extent, are bottle necks that hinder the 
development of strategies that should be implemented at a regulatory, policy and operational level. These 
critical issues, identified by ANSAL. could be the axis around which all priority topic areas rotate through the 
implementation of the general recommendations given for each critical issue. 

Table 27 shows these critical issues with their corresponding recommendations; this table is followed by the 
expansion of some aspects related to the contents of said table. Critical issues are deemed common to the 
priority topic areas, and the successful implementation of actions shall depend on the solution of such issues. 
Proposals will allow a better and focussed planning, that is, aimed at zones, areas or groups that show serious 
maternal-child health problems. 

Some of the recommendations are geared towards the strengthening of the health sector's normative and policy 
environment regarding matemal-chi!d health, and other recommendations aimed at reinforcing general concerns 
that affect the sector. Likewise, the planning aspects (supervision and evaluation) of all actions implemented 
should be reinforced or improved, as tie case may require. 
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ANNEXE S
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ANNEX 1
 

Distribuci6n Porcentual de las Defunciones Ocurridas Durante Ia rnfcacia o 	InNificz ,
scgfn Causa Prnaria y Sccundaria de Muerte, Establecidas Conjumtamente par Dos Pediatras, 

por Edad del Niiia al Morit
Encuesta Nacional de Salud Familiar El Salvador, 1993 

(FESAL-93) 

Eda.: dtl Niflo al Morir 
Total Infantilcs (0 - I I mesn) En la Niiicz 

0-4 Allas Total Nearatal Pos'-Ncgnnal (I - 4AMo0 
Pr2ims Iwi Se21L. g~nPrfma Pr!"M a U1 a 91 - a OW- 'IdMA LfMmkn- a d 

DiarrcawDj7shidraaci6n 	 20.0 7.6 19.0 7.2 4.3 0.0 35.6 15.4 24.1 9.. 
Infcccioncs Rcsp. AGuda 18.6 "'9.5 16.3 8.6 1.7 5.1 32.7 12.5 27.8 13.0 
Bajo pcso/Pr'cmaiturcz 14.6 18.1 34.Z4.7 5.9 8.5 0.0 2.9 0.0 0.0 
Anomalias Concnitas 9.5 0.7 11.3 0.9 14.5 0.9 7.7 1.0 1.9 0.0 
Trauma del Na"cmJAsrjxia 7.6 9.57.6 9.5 17.9 17.9 0.0 0.0 0.0 0.0 
Scpsis/Falla 	da Orpanos
 

Mc)iipiks 7.6 2.5 9.0 3.2 
 7.7 0.9 10.6 5.8 1.9 0.0 
Sindramc de Oistrcz Rcsp. 4.4 4.0 5.4 5.0 10.3 9.4 0.0 0.0 0.0 0.0 
Sarampidn 2.6 0.4' 0.0 0.5 0.0 0.0 0.0 1.0 13.0 0.0 
Accidcntcs 2.2 0.0 0.0 0.0 0.00.0 0.C 0.0 11.1 0.0 
O1ras Complic. Perinatalcs 1.8 2.5 2.2 3.2 4.3 6.0 0.0 0.0 0.0 0.0 
Dcznutrici6n 1.8 3.6 1.8 2.3 0.0 0.0 3.8 4.8 1.9 9.3 
Mcningitis 1.5 0.7 0.9 0.9 0.9 0.0 1.0 1.9 3.7 0.0 
TMLano Neonatal 0.4 0.5 0.90.4 0.5 0.9 0.0 0.0 0.0 0.0 
01ras 2.9 2.9 1.8 3.6 0.0 3.4 3.8 3.8 7.4 0.0 
No Espccificadas 4.7 4.1 - 3.4 - 4.8 . 7.4 
Sin causa sccundaria 52.3 48.9 47.0 51.0 - 68,5 

Total 
 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 

No. dc Casos 	 (221) (175) (89) (86) (46) 

(NoPondrndos) 

't 	D,'funioncz ocunnda dsdv cncro dc 1988. 
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ANNEX 2 

SUBROG1u11 11EICION 1ITIL.. 

MISULTJ 

CIMIRO Dl ATTICION NIDICA 
IMBIlIADAS ISCIIITIS CONTROL C01R1 IP01 CINPLI-

CACIMIS Dt _ 

CUSIF1CICIOI pol 3lSG0 
__kiu-

IISCIITAS 
AIS OIL 

41 His 

FlIIATIL lIJEEFEIlS 

II Vin 

INIEIAZO. 
FmTO r 

f11191114 
lff111OMIlU) ALTO 

10 
UlAS11I-
CAbMO 

CIAS 

r atI L 18.1I9 11,552 67,148 9,1452 4,244 31.311 11,353 4.15 4.634 1.291 

IEGIDI HEIROPOLITIII 9.870 1.113 37,251 4,831 3.226 15.293 8,715 2,111 2,918 195 

HOSPITAL I'DI 11110 91 53 1,111 8 113 216 2"95 599 265 1 
ZACIHIL 1.619 I,231 5,311 1,116 233 1,131 373 116 626 16 
ATLICITL 1,433 1,194 5,11 619 262 45714 1.756 315 95 111 
SAiJA9i8TO 1.739. 1.122 5,811 551 191 3 1.819 385 3 I 
SHIA IIIT 
ILOPANGO 

1.131 
3,523 

131 
1,831 

5,181 
120158 

514 
.,663 

182 
2,215 

3,153 
.5,851 

1,363 
3,191 

213 936 
416 1,155 

19 
415 

IIG10I CIITRAL 3,914 2.211 H,11 2,141 219 12.591 4,191 119 612 316 

JFOPA 11 513 4,115 616 9 2,181 1,953 111 232 125 
IEJAPA 51 28 116 41 4 215 11 6 0 21 
AUILRIES 214 122 111 111 31 652 161 28 If 23 
QUIILTIPIQUI 119 111 111 Its 61 133 156 19 2 59 
ILOBASCO 11 68 299 51 1 8 9 1 1 1 
Uli1 SIN 

SICACOTO 
SILIDWl .151 

I53 
191 
92 

5,838 
Sol 

61l 
91 

71 
2 

5,956 
3 

1,123 
1 

231 
1 

2 
1 

21 
I1 

LI LIBIRTAD 1133 46 293 52 11 25 113 0 A 23 
CDIILIIIIIIGO "'4149 III 416 51 13 391 II 3 16 2 
COJUTIPIQUE 231 I58 313 1 1 2M 391 111 I 11 13 
SIlIICIIII 198 131 819 16 31 531 191 2? 116 9 
IAPITICOLUCI 213 119 117 III 13 523 III 44 11 3 
IIE'UMIIQU1 12 35 215 10 II III 12 5 1 I 
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ANNEX 3 

CAOS Y TASA DE TNN 
EL SALVADOR 1987 - 1993".. 

No. CASOS tA5A :!.000 NV35 ...... __,___-__- .! 

30 -. 

2520 

S\ 

1987 1988 1989 19 119rE 1992 .093 

.CASOS 26 33 281 26 1,4 25 7 
TA.ALS - , 0.52 0.66 0.54 0.5 0.-.2 CL46 0.2 

FUrurM LINIDAD DE EPTDEMIOLOGIA 
' HAA -E. 27 
CASOS 57 - a9 POR IIOJA DE REPOFRTE 

GIIAF'ICA No.1.3t • 

CASOS DE TNN POIR EDAD AL INICIO
 
DE SINTOMAS., EL SALVADQ, 1990 - 1993"
 

No. CASOS 
16. 

14 

12 

8 

4 

,U... ......... 2 


0lENE -f' 'A V ,.l L G-- -­

•IIAS TA S.E. 27 GqF %N.1 
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ANNEX 4 

CAT '' " = CUl".ACION CON TT-2 E.-'AE T';[ ' 


LAS MEF EN LOS MUNICIPIOS DE RIESGO
 
EL SALVADOR, 1988 - 1993w
 

% TT2 No. CASS0 

100 ­

- 20 

40
 
10
 

ANOS 88 89 90 91 92 93
 

No. M.R. 62 59 76 79 88 91
 
CASCS I,88Sg. ]3 so C92 

FUENTE: EPIDEMIOLOGIA MSPAS 
UINIClpisOS RIESGO; -3.hENE-JUNM.R. - RE GRAFZCA o. 37 

VACUNACION CON TT2 EN LAS MEF 
TOTAL PAIS, EL SALVADOR 1988 - 1993­

% TT2
 

100 

a 89 .90 
AlqOS 

91 92 93 

Iaa -252M .Jc zzA 

PtiJENr1- eP~inEMIOLoGIA I~~ 
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ANNEX 5
 

TALLA 26 

Distribucidn Parccntual dc los Hijos Nacidos Vivos desda Mn.rz dc 1988 a Fcbrcr dc 1993, 
scgun Lugar dc Atcnci6n cn cl Paro,
 

par Arca de Residcncia y Nivel Educivo do a Madrc
 
Encucsta Nacional dc Salud Familiar. El Salvador, 1993
 

(FESAL-93)
 

Arcn dc Rcsicdncia {,eI tivo (aflosl 

Rcsto
jivir dc Alcnci6n, Tc't~i AMS 1r~n' ~nin .3 .-9z. 0Vm 

Estab. MSPAS 38.1 50.1 43.0 29.9 29.4 32.2 45.3 53.0 37.3 
Estab. ISSS 9.7 23.6 9.5 3.2 1.1 3.4 7.9 17.3 31.8 
Hospital Privado 3.2 7.9 4.1 0.4 0.2 0.4 1.2 3.8 16.4 
Cain do Poarz-a 1.7 0.8 1.4 Z3 2.0 3.1 1.0 1.2 0.3 
Casa Prapia con Parcra 34.7 12.1 32.5 46.4 46.7 ,.'5.4 33.7 20.6 9.1 
Casa Propia con Otras 5.9 2.0 4.6 8.5 95 7.0 6.6 1.8 0.8 

"a Propia con Nadic 5.3 1.0 3.6 8.2 9.8 7.6 3.1 1.1 0.7 
ulrm 1.4 2.4 1.2 1.1 1.3 0.9 1.0 1.2 3.6 

"ozal 100.0 100.0 10O.0 100.0 100.0 100.0 I00.0 100.0 100.0 
Io. dc Cazns (4286) (971) (112!) (2194) (1097) (1076) (952) (610) (551) 
No Pandcr.) 
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ANNEX 6 

San Salvador, September 16, 1993. 

CONFERENCE ON TEENAGE PREGNANCIES SPONSORED BY PROCADES 
(SYNTHESIS) 

Teenage Pregnancy (Dr. de Ferrer) 

FESAL-88 : DIGESTYC 86 

16 Years Average age of 1st Sexual Contact 

18 Years 71% have already had sexual contacts 

15-19 Years : 30% Married 

15-19 Years 22% have at least one child alive 

14-19 Years 22% of births 

Study Data (Dr. de Ferrer) 

14 Years Average age of sexual life initiation 

15 Years : 8 1% have sexual contact 

13-17 Years : 17% have had from 2 to 3 pregnancies 

Teenager Mortality - Principal causes of death nationwide: 

I - Violence
 
2 - Not Diagnosed
 
3 - Suicide
 
4 - Accidents
 
5 - Maternity
 

Different studies: It has been found that the younger the woman, the higher maternal mortality is. 
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ANNEX 7
 

SPECIFIC RECOMMENDATIONS FOR FOOD PROGRAMS
 

The creation of a Unit to coordinate food program execution is proposed. This entity would: 

I) Deternine the country's food-nutrition policies. 

2) Act as a counterpart in negotiations with international organizations. 

3) Coordinate the different actors related to food-nutrition policies: Ministry of Planning, Ministry of 
Agriculture and Livestock, National F'mily Secretariat, National Reconstruction Secretariat, Ministry 
of Health and MEC. NGOs and donors (WFP, EEC and others). 

4) Supervise the fulfihment of nutritional programs. 

5) Monitor prograin activities. 

6) Have a system for distribution logistics care and food quality care. 

7) Evaluate programs or projects periodically. 

8) Perforn periodic audits. 

The Food Policy and Program Unit (UPPAN) should be an autonomous entity with legal status and 
administrative and financial autonomy to be able to function as a private enterprise. This would facilitate 
relationships with donors (food providers) on the one hand, and on the other, with Ministries and NGOs 
(executors). 

Later. when donors begin to leave and the State undertakes the funding of nutrition programns and projects, this 
Unit should be in charge of collccting public funds :rd donations by private enterprises and international 
institutions for the programis: it would also be in charge of bidding both at the national and international levels. 
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ANNEX 8 

PRELIMINARY REPORT REVIEW PROCESS 

Introduction 
The health sector Assessment of El Salvador (ANSAL) was conceived as part of efforts aimed at accelerating 
the economic and social development of the country. The analysis of the organization and functioning of the 
sector's institutions must result in the identification of obstacles that, if overcome, will allow the improvement 
of the sector and of the populations' health status and well being. 

Usually. any project aimed at accelerating social and economic development is conceived and designed by 
experts in the relevant field. They provide their professional knowledge and experience to identify the problem, 
choose potential solutions, and design project components. In this kind of process, opinion exchange is usually 
limited to leaders of the sector and of the society in general. The potential user and the persons directly 
involved in the production of goods or service:. being analyzed are frequently excluded in the consultation 
process. Thus, resulting projects are not enriched with the cultural perceptions and accrued experience of those 
who arc in the front line, and in the end, the latter are regarded as foreigners by the benefitted community. 

Procedure 
ANSAL 's terms of reference established a broad consultation process to avoid the restriction pointed out in 
the introduction. Those terms establish that the participator), process is of equal importance as the contents of 
the analysis. In order to achieve this goal, instructions were given that ANSAL's preliminary outcomes, 
included in nine draft Technical Reports, should be widely distributed among health sector institutions and 
persons for their revision and comments. This is a participative approach of development efforts. To comply 
with the mandate, a strategy including the following components was designed: 

I) Written comments. A total of 100 institutions and persons experienced in the functioning of health 
services were invited to submit written comments on: 
" the veracity and integrity of submitted data; 
" the logic of the analysis being used; 
* the feasibility of the proposed recommendations; 

2) 	 Meetings with health staffand community members. Ten meetings were held in several areas of the 
country to cover as much territory as possible; larticipants included health staff with different levels 
of training (promoters, empirical midwives, physicians and pharmacists), leaders of served communities 
(Mayors, members of Support Conimittees of MOH facilities or Community Health Boards, members 
of Community Education Associations or EDUCO schools, and local community leaders), and MOH 
regional and local officials and authorities. 

3) 	 Working days with Sector leaders. Two working days were programmed with leaders of public 
institutions linked to the social and health sectors (M01H, MIPLAN and ISSS). board of directors of 
NGOs actively involved in health activities, Medical Association, and persons in charge of the health 
area from different political parties. The Dean of the Schools of Medicine of the University of El 
Salvador was invited but did not attend. 
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Outlcomes 

Participation was intense and useful to validate or eliminate ANSAL's preliminary results. 

Thirty (30) institutions, including major public sector organizations (MOH and MIPLAN) and major NGOS, 
sent recommendations. 

Com uni meet ings were attended by approximately 250 persons representatives of the three previously 

mentioned components. Of the three groups, community leaders showed the lowest rate of participation. 

Twelve out of the thirteen leaders invited to the working days attended and stayed from beginning to end of 
the exercise. 

With the exception of MOH central technical hierarchies (Program and Department Directors as well as 
Regional Directors), who objected some of ANSAL's findings, comments coincided as far as the major 
problems of the sector and the most effective ways of overcoming thtem. Each Technical Report presents a 
summary of specific comments. 

l1ritt'n comments received 
As mentioned in the paragraph on procedure, the drIfts of this rcpot and of all other ANSAL technical 
reports," were widely distributed to receive reactions by Febnmarv 18, 1994, the deadline; written comments 
weore received from public and private persons and institutions. Of all communications received by ANSAL, 
the folloving are more directly related to the Maternal-Child Status issue: 

Official Letter 94-6510-159/Feb. 15, 1994 signed by the MOH Planning Director.
 
Regarding MOH's comments, these were discussed in depth with persons responsible for the different
 
programs, who gave their opinion on the draft contents. Their comments were taken into account for
 
the revision mad final version of the Technical Report.
 

Summary of Observationms made by the different Health Regions
 
o 	 18 observations on executive summaries (the compendium included 9 summaries); it is not clear 

which summary each comment refers to; 
o 	 Highlight that infant mortality ratcs have improved and that this is true; IMR was 150 x 1000 live 

births in 1950 and declined to one third, while in Nicaragua, for exanple. it only declined to half, 
but tile current rate (52 x 1,000 live births) is still high ifconipared with other American countries; 

o 	Comment 12 indicates that the current total fertile rate (TFR) is of 4.6 children per woman, quoting 
FESAL; these data correspond to 1980. According to the preliminary report of the National Family 
Health Survey. FESAL-93. page 5. the TFR is an average of 3.85 children per woman. lere are 
variations between the MASS with 2.61) and the nml area with 4.96 children per woman (alm:;st 
double). 

o 	Eleven (HI) observations are made regarding the text of the draft technical report; some will be 
mentioned as examples, but all of them were taken into account. 

. are: Status; Epidemiological Prolile; Phurmaceultical Products; and Functioning ofthliIlealthlhese reports H eledth ()rgilnizalion 
System- H ealth Services Financing; I ealth H uman Resources; Ilealth Sector Infrastructure and Investment; I lealth Demund and 
Community Perception; and Environmental I alth. 
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Iten 4. It is mentioned that there are other more reliable sources than FESAL-93, but they do not
 
spccif, which ones;
 
Item 7. (pp. 32 § 7) NGO participation does not demerit the good work being performed by the
 
MOH regarding immunization.
 

Official Letter 94-6500-0248/984/March Ii1, 1994, signed by the MOH Planning Director 
Present 31 observations on the report and three on food programs. All of them were taken into 
account. Some are mentioned as examples. 
o 	Item 2 FESAL 93 reports a hospital delivery care rate of 51% because it includes deliveries 

assisted by private hospitals. 
o 	 Item 6 The promoters' management infomiation system is handled parallely to the other MOH 

information systems, but is not integrated to them. 
o 	 Item 10 One of the objectives of providing rates and percentages is to make data comparable in 

statistical terms. 

WFP/ELS/ORG/30 MINISTRY OF HtEALTH-1 10, February 24: signed by the Director of the World 
Food Program 
They present 6 valuable contributions to the Maternal-Child Health Report and 3 to the 
Epidemiological Profile. lhcy arrived later than February 8, but will be taken into consideration for 
the preparation of the final report. 

Observations by the Director of the Knapp Foundation 
o 	Makes several positive comments on the advanced draft. 
o 	 Mentions inconsistencies and contradictions, but unfortunately he does not provide data to locate 

them in the report. 

Communit. Promoter Association of El Salvador (APROCSAL)
 
Center for the Consumer's Defense (CDC)
 
National Development Foundation (FUNDE)
 
Salvadoran Humanitarian Assistance Association (PROVIDA)
 
Santa Maria Clinic
 
o 	 Recommend that international efforts with the health gender approach be resumed. Unfortunately, 

they do not mention the names of such organizations. 
o 	Point out that sexist raping must be avoided. This has been taken into account in the new version 

of the report. 
o 	Assert the practice of unnecessary surgical interventions which the author was not able to prove. 

Child Survival Intersectorial Committee (CISI) 
o Provide 	valuable observations that were incorporated in the report. 

Breast-feeding Support Center (CALMA) 
o Express 	congratulations for the quality of the information provided in the various reports. 
o 	 Make valuable observations which have been included in the report. 

Center for Technological and Scientific Investigations (CENITEC) 
o Mention 	some data inconsistencies and editing mistakes that have already been corrected. 
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Salvadoran Demographic Association (ADS) 
o 	 Make five general obscrvations corresponding to different reports (they only malyzed 4 out of the 

9 reports) and ten observations to the Maternal-Child Report. 
o 	All observations arc deemed valuable and have been included in the report. 

Head of the Family Planning Program - ANTEL Hospital 
o 	Congratulates the authors of the various reports. 

Salvadoran Foundation for Woman and Child Development (FUNDEMUN) 
o 	Point out that the report lacks conclusions and recommendatioils. whose inclusion had been foreseen 

foi- the final report. 
o 	 Request that NGOs" role be analyzed in depth. The request was fulfilled. 
o 	 The remaining observations were taken into account. 

Head of Reproductive and Maternal-Child Icalth Programs of dhe ISSS 
o 	 Several observations are made and the majority of them have been included in the report. 

Unfortunately, the author did not have access to the FECASOG magazine. 

Concha v. de Escal6n 2 Unified Urban School/District Supervisor 
Comments arrived after the deadline, but they will be taken into account as possible. We appreciate 
their effort. 

T'c, author is gratcfl fhr the comments received which were usefil to correct the text, broaden or update
 
infonnation, ad in general to review the report contents in ANSAL internal meetings. Comments ard
 
suggestions were also taken into account during a Seminar/Workshop. 

It was not possible to include all suggestions that implied a radical change of structure and investigations 
aimed at obtaining primary information due to time constraints and the lack of resources. 

Findings, conclusions and recommendations were discussed with the participation of leaders of the sector at 
the national level. following the procedures previously described. 

Meetings with health stall and commlnily rLpresentati'les 
ANSAL preliminary findings, conclusions and recommendations were presented at these meetings regardiaig 
the three main areas: health status, health services and human and finacial resources. 

By means of individual communications, ANSAL invited the following groups to participate: Majors of the 
corresponding geographical area: EDUCO: Ilealth Promoters and Empirical Midwives (NOllI and NGOs), 
physicians working in the area (MOH, NGOs ad private physicians): MOlt authorities (1lealth Regional
Directorates. H-ospitals and Health Centers located in the area): authorities of NGOs that provide health 
services: rcpr''scntativcs of churches that develop health activities: community health board mcmibers; 
community leaders; and other professionals (pharmacists). 
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ilie following comments stand out among all comments received during community meetings: 

0 	 ARIs and ADDs and their association with malnutrition arc acknowlcdgcd as the major infant health 
problems. In several instances people mentioned that food assistance programs should be adjusted to 
the population's culture. 

0 	 As far as maternal health, it is acknowledged -- and this coincides with die repon-t -- that the lack of 
pregnancy, delivery and postpartum care is a major problem. This was followed by maternal 
malnutrition which affects pregnancy outcomes, and if pregnancies are not spaced, it affects the 
fonier. 

It was 	mentioned that the training of pregnant women by poses some problems. referralnIci The 
system proves deficient, especially when these are generated by NGO promoters. 

Midwife coverage at the rural areas is inadapt. The need to increase the number of both MOH and 
NGO promoters was expressed as well as the need to provide empirical midwives with additional 
training. 

Community representatives and promoters (both fron, NGOs and the MOIH) agree upon the expansion 
of promoters' duties regarding total care. These actions should be accompanied by training in the 
correct use of drugs when treating priority diseases. They highlight the difficult access to health 
facilities and problems existing in their communities. 

The order of priorities varied slightly among groups as expected, depending on the geographical area of origin, 
professional profile and institutional link of attendants. Nevertheless, a common denominator was observed: 
in all consultation meetings with health staff and community representatives, the first five priority critical 
issues were acute diarrheal diseases (ADDs), acutc respiratory infections (ARis), safe water, and en\,ironnienta] 
sanitation. 

critical 	 issues selected and the DepartmentsThe tet: 	 where they were given higher priority are the following: 

Vorking days wit/ih Sector leadcLw 
The working days with Sector leaders, described in the paragraph on procedure, were February 21 and 22, 
1994. It shOuld be highlighted that regarding the Health Status topic, there was consensus on the presentation 
of Priority lTopic Areas identified by ANSAL with basis on the revision of the epidemiological profile and 
consultations with health personnel and community representatives. Priority Topic Areas arc presented under 
Conclusions. These areas include, but are not limited to, t.; critical issues identified during community 
meetings. 

It was explained that the identification of those topics that will be assigned more resources does not mean that 
current successful efforts, such as the expanded immunizations program, will be abandoned. It was made clear 
that although critical issues were discussed in community meetings, ANSAL's proposal has to do with topic 
areas with various related components to cover them through an total approach. 
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The ten (10) topic areas sel,:cted were: 

• Pregnancy, delivery and postpartum total care, with a risk approach 
* Multipaity in young women (under 20 years) 
* Infant and, child moitality, mainly due to diarrhea and acute respiratory infections 
* Mother and child malnutrition 
* STD epidemic situation. including AIDS 
* Low coverage of safe water in rural and marginal areas 
* Insufficient treatment of sewage 
* Lack of capacity for adapt solid waste disposal (municipal. hospital, toxic and dangerous) 
* Iligh mortality due to external causes (violence. accidents) 
* War wounded and disabled (physically,. mentally) 

Consensus was reached on the sclection of priority areas. and during discussions the participants also 
recommended to take into consideration related or complementary issues, especially: 

* Cervical cancer within the STD/AIDS topic 
* immunizations within the infant and child mortality topic 
* Lack of micro-nutrients within the malnutrition topic 
* Drug addiction within the mortality due to external causes topic 
* Air contalnination within the ARI context 
* Mental health within the violence and disabled topics 
* Drug addiction within the violence and disabled topics 

Participants stated that these 10 pathology blocks gather more than 80% of the country's health problems. 
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