
UNGLASSIIID(0
 

COOPERATION AGENCY
UNITED STATES INTEWATIONAL.DEVELOPMENT 

AGENCY FOR INTERNATIONAL DEVELOPMENT 
Washington,. D. C. 205?3 

EL SALVADOR
 

PR JECT PAPER
 

HEALTH SYSTEMS SUPPORT PROJECT
 

AID/LAC/P-338 Project Number:519-0308
 

UNCASSIFIED 



y DOCUMENT1. TRANSACTION CODE 
AGENCY FOR INTERNATIONAL DEVELOPME N COLrAmcndment NumberA - Add 

] D DeCetePROJECT DATA SHEET 

3. PROJECT NUMBER
2. COUNTRY/ENTITY

El Salvador G1.9-0308 i-] 
5. PROJECT TITLE (maxinws,40 characters)

4. BUREAU/OFFICE 

I -0-- ]Iealth Systems Support Project -] 

7. ESTIMATED IATE OF OBUI GATION
6. PROJECT ASSISTANCE COMPLETION DATE (PACD) 

(Under W'blow, enter 1, Z 3. or4) 

MM DD Y

I 1' A, FY B. c. FinalFY La12J 
8. COSTS (000 OR EQUIVALENT $1 

-LIFE OF PROJEO_
A FIRST FY 

A. FUNDING SOURCE B. FX C. LIC D. Total . FX F. L/C G. Total 

AID Appropriated Total 

(Grnt)(Loan) 
(( 

)) (( 

14,900 
) (14,900).( __)(__)( 

( 
45,280 
45,280) ( 

2,720 
2,720 

48,000 
) (48,000 ___ 

_ _ _ 

Other 11. 
_ _ _ 

ULS. 12.__ 

Host County 
_ _ _ _ __ _ _ ___ 

4,911 31,586 31'.,586 

Other Donor(s) 

TOTALS __ 19,811 45,280 34,306 79,586 
9. SCHEDULE OF AID FUNDING ($000) 

SA B. ' Y. C. PPIARY AMOUNT APPROVED F. LIFE OF PROYCT
CODE D. OBLIGATIONS TO DATE HSATOA. APPRO. PRIMARY TECH

P JATf()N PURdPOSE TCLCD 

2. Loan 1. Grant 2. Loan .. Grant 2. Loan 
CODE l.Grantj 2. Loan 1. Grant 

48,000 4,0oo.0D D-
(2) 

48 0 
Sub_TOTALS 

11. SECONDARY PURPOSE CODE 
(maximum fi codesof3 positions each)10. SECONDARY TECHNICALICODES I I 

12. SPECIAL CONCERNS CODE.i (mcwdumm 7 codes of 4 positiora each) 

A. CodeI 
I__B. Amount 

15. PROJECT PURPOSE (m".-um480 characters) 

Health to 
To support and strengthen the capability of the Ministry of Public 

and support basic health care services, including 
preventive and
 

deliver 
to the 14011 child survival progrm.

services importantprimry care 

15. SOURCE/ORIGIN OF GOODS AND SERVICES 
14. SCHED"LED EVALUATIONS CII-designated CACM 

m yy M YYMM YY 
[941 f] Local. [ Oth(Spify)_...­1101 090 [oIntit,r 


, g PPAmendment.)
OF CHANGE PROPOSED (Th isi page 1 of a_

16. AMEN)DMENTSINATURE 

Payment Verification Procedures
 

Ioprov 

S% _-Dav-is1__ 

C0N ~ llh.DATE i)ocumENT RECEIVED 

IN AIIJW, OK 1:O1 AID/W DOWO-

MENTS,IDATE Ok DISTRIBUTION 
' 17. APPROE 

MM DD YY'DAM DD YYRobin Gomz 
"APO D jDirec t or, USM D/El Salvador. Di' 1 i 

AID 13304 (8-79) 



DEVELOPMENTAGENCY FOR INTERNATIONAL 
20523WASHINGTON. D.C. 

PROJECT AUTHORIZATION
 

El Salvador
Name of the Country: 


The Government of El Salvador
 
(GOES)
 

Health Systems Support Project
Name of Project: 


519-0308
Number of Project: 


the Foreign Assistance Act of
1. Pursuant to Section 104 of 


1961, as amended, I hereby authorize the Health Systems Support
 

Project for El Salvador (the "Grantee"), involving planned
 

to exceed Forty Eight Million United States
obligations not 
 over a five
 
Dollars (US$48,000,000) in grant funds ("Grant") 


year period from the date of authorization, subject to the
 
A.I.D.
accordance with the
availability of funds in 


to help in financing foreign exchange
OYB/allotment process, 

and local currency costs for the Project. The planned life of
 

date of initial obligation.
the Project is 61 months from the 


Project consists of technical and financial assistance
2. The 

to support and strengthen the Ministry of Public Health (MOH)
 

services, including

to deliver and support basic health care 


the MOH child
services important to
preventive and primary care 

survival program.
 

be negotiated and
 3. The Project Agreements, which fnay 

whom such authority is delegated in
 

executed by the officer to 


accordance with A.I.D. regulations and Delegations 
of
 

to the following essential terms
Authority, shall be subject 

and covenants and major conditions, together with 

such terms
 

A.I.D. may deem appropriate.
and conditions as 


Source and Origin of Commodities and Nationality 
of
 

a. 

Services 

Project shall have
 Commodities financed by A.I.D. under the 
 or in member
the United States
their source and origin in 

Central American Common Market, except as
 countries of the 


A.I.D. may otherwise agree in writing. Except for ocean
 

shipping, the suppliers of commodities or services shall have
 

the member countries of the Central
or
the United States 

their place of nationality, except as
 as
American Common Market 


Ocean shipping financed
 A.I.D. may otherwise agree in writing. 

as A.I.D. may otherwise
A.I.D. under the Project, except
by 


on flag vessels of the
 
agree in writing, shall L'e financed only 


United States.
 



- 2 ­
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I. PROJECT SUMMARY AND RECOMMENDATIONS
 

A. Recommendation
 

USAID/El Salvador recommends the authorization of a $48 million
 

grant to support and strengthen the Ministry of Public Health (MOH)
 

to aeliver and support basic health care services, including
 

preventive and primary care services important to the MOH child
 

survival program.
 

B. Summary
 

which
El Salvador's public health care system faces many problems, 


in part result from and are exacerbated by the continued erosion of
 

its financial base and the conflictive situation. However, the war
 

and the economy are not the only causes of stagnating health
 

conditions in the count.y. Fundamental institutional problems
 

predated both and continue to impede effective service delivery.
 
Salvadoran population of approximately 5
Between 35/, and 55% of the 


million lack convenient access to basic services, of either a public
 

or private nature, and infant mortality rates remain high, with
 
Also, the MOH
unofficial estimates at 70-80 per 1,000 	live births. 


to provide an adequate
continues to rely heavily on external donors 


supply of drugs and medical supplies.
 

The purpose of this Project is to both support and strengthen the
 
services, specifically
MOH to deliver and support basic health 	care 


of the Salvadoran population
including those which extend the access 


to preventive and basic health care services, such as immunization,
 

rehydration therapy, and selected nutrition interventions.
oral 


The Project will provide targetted commodity assistance to the GOES
 

to partially meet the gap between public health sector needs and the
 

supply which can be provided through the regular GOES budget in
 

order to maintain basic services at all MOH facilitips.
 

Simultaneously, the Project will assist 	the MOH to resolve key
 
health services
impediments to the provision and extension of basic 


and to develop effective and
to under-served and un-served areas 


affordable community-based health service delivery mechanisms.
 
to make institutional
Finally, the Project will assist the MOH 


improvements which will make possible a more rational,
 

cost-effective use of resources (facilities, manpower, arid supplies)
 

and to begin to develop long-term strategies for the health sector's
 

self-sufficiency.
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The Project has three components:
 

I. Logistical Support: Acquisition, Distribution and Management of
 
Drugs, Medical Supplies, Equipment, and Facilities
 

Logistical support systems are 
a vital link in the health services
 
delivery chain; weaknesses in these systems have contributed to drug

and supply shortages and interruptions in service delivery.

Accordingly, this Project will to
assist the MOH improve these
 
support systems, including drug and medical supply, equipment and
 
facilities maintenance, and fleet management, thereby protecting the
 
large capital investment these goods represent. Commodity support

will also be provided under this component to help the MOH partially
 
meet requirements for drugs and medical supplies, to upgrade the MOH
 
vehicle fleet, and to better equip existing laboratory facilities.
 
During the Project, $26.0 million in pharmaceuticals, $2.7 million 
in medical supplies, $2.3 million in insecticides, and $5.3 million
 
in medical equipment, vehicles and spare parts will be purchased

(75% of the total AID contribution). 

2. Improving Basic Health Services Delivery. 

Improvements in the functioning of primary care facilities (i.e.,
health units and posts) and expansion of effective and affordable
 
outreach programs are necessary for increasing service coverage.
Support to improve the t.raining and increase the range of services 
offered by lower level health care providers will be provided under 
the Project. Technical assistance and commodity support to the
 
malaria control program will help to improve its capacity to plan
and execute a full range of anti-malaria activities. The Project

will also support the MOH health education department in preparation 
of materials and audio-visual messages to promote the use of oral 
rehydration salts, immunizations, and other child survival 
interventions. In addition, the Project will the MOHassist to
 
improve the effectiveness of its ongoing outreach programs,
including the controlmalaria program and child survival activities, 
and assess the viability and cost-effectiveness of programs and 
strategies for extending coverage such through theas new MOH
 
Program for Rural Health (PROSAR).
 

3. Strengthenin Policy and Program Planninq and Management 

Long-term strategies for the self-sufficiency of the health sector 
must begin to be implemented, if the MOH is to be prepared for the 
inevitable decline in donor contributions. Implementing these
 
strategies necessarily requires realistic assessments of operational
problems and their resolution by an informed MOH leadership. The 
Project will support the establishment of an automated management
information system (MIS), initiated under the ongoing Health Systems
Vitalization Project, which will provide manayers and 
decision-makers with information to enable them to evaluate the
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functioning of the health system and to ideitify and implement
 
strategies for improving its effectiveness and efficiency. MOH
 
personnel will be trained in the management, analysis, and use of
 
data provided by the MIS, as well as in designing and conducting
 
simple applied health research studies to obtain additional
 
information required to support rational decision making and improve
 
resource allocation.
 

USAID/El Salvador will negotiate a Project Agreement with the GOES,
 
for a total LOP cost for the Project of $79.6 million. A.I.D. will
 
provide $48 million or 60% of total Project costs in grant funds,
 
and the GOES will provide the balance of $31.6 million in local
 
currency in the form of cash and in-kind contributions. The life of
 
the Project is five years, and the PACD is September 30, 1991.
 

II. PROJECT BACKGROUND AND RATIONALE
 

A. Historical Background
 

1. Health Conditions
 

As in many developing countries, morbidity and mortality data are of
 
questionable validity and in El Salvador, this paucity of useful
 
health data has been exacerbated as a result of the conflict.
 
However, the data available indicate that despite the conflict, El
 
Salvador has been able to maintain the comparatively good health
 
conditions in the country and make modest gains since 1979 in areas
 
such as in reducing infectious diseases. For example, the rate per
 
100,000 of reported cases of measles declined from 223 in 1979 to
 
120 in 1984;' and reported cases of polio declined from 52 cases
 
in 1981 to 19 in 1984, with no reported cases during the first six
 

months of 1986." Vaccinations for measles declined between 1979
 
and 1983, from 180,223 to 155,682, but increased significantly
 
during 1985 to 228,503 as a result of the MOH's immunization
 
campaign.' Consistent efforts on the part of the MOH to improve
 
and reorient its innovative malaria control program have also shown
 

results. With a network of more than 2,000 voluntary collaborators
 
serving as the b3sis for case detection and treatment with
 
anti-malarial drugs, the rate of P. falciparum malaria dropped
 
sharply in 1985 to 922 cases per i00,000 population, as compared to
 

1,626 cases per 100,000 in 1979 (See Annex E and Bulk Annex C). In
 

addition, in the January-June 1986 period, malaria cases dropped by
 

over 40%.
 

' 	Salud Publica en Cifras, 1985
 
PAHO, 1985
 
Memoria, 1985
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However, simple diarrheas, typhoid and para-typhoid continue to be

major health problems in El Salvador, reflecting both the level of
 
poverty and the decrease in stability in the country and its health
 
care delivery system. As recently as' 1983 (the 
most recent year for
which data are available), diarrhea was 
the second leading cause of
 
infant deaths, continued to be among the leading causes of death for
 
the country as a whole, and was the most prevalent reported
 
infectious disease." Infant mortality was 
officially reported at
35.5 per 1,000 live births by the MOH, representing a continuation
 
of a gradual decline in official infant mortality rates since

1970' Although the official 
rate is believed to understate the

real infant mortality rate by as much as 
501 (current unofficial
 
estimates of infant mortality are as 
high as 75 per 1,000 live
 
births), the GOES's commitment to child survival interventions has

resulted in 
a generally improving situation with respect to leading

child survival indicators, and more progress is expected as a result
 
of continued MOH commitment to the "Peace Through Health Program"

sponsored by the Pan American Health Organization which places

special emphasis on key child survival interventions. For example,

the annual percentage of children under one 
fully immunized for
 
polio has increased from 20. 
in 1983 to 54., in 1985, with
 
immunization rates 
for measles for children under one showing 
a

similar increase from 46% in 1983 
to 711 in 1985. (See Annex E.)
 

Environmental conditions which 
influence health status have also
 
shown some improvement in the past 
ten years, although the
 
percentage of the ijral population lacking 
access to safe water 
supplies (44%) and waste disposal (44) were still high in 1984 (See
Bulk Annex D). Illiteracy, which is highly correlated with infant
 
and young child mortality in most countries, remains high in El
 
Salvador.
 

2. MOH Organization and Health Services Delivery
 

The MOH is by its mandate responsible for assuring the delivery of

health care services to the entire Salvadoran population, totalling

4.8 million. However, within the Government sector, the Social
 
Security System essentially functions as 
a prepaid health insurance
 
plan for those employees in the upper echelons of the formal labor
 
market (7% of the population); and an additional 8'1, of the
 
population has 
access to other private or quasi-public health care
 

MOH, Salud Publica en Cifras, pp. XII, 13, 11
 
MOH, Memoria, 1984-85, p. 21
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providers, including an extensive network of clinics operated by
 
voluntary charitable organizations throughout the country. As a
 
result, the MOH defines its target population as that 85% of the
 
population without access to services available through such other
 
institutions.' Estimates, however, of actual health services
 
coverage on the part of the MOH range from 30% to 50%. Information 
gathered through interviews support these lower coverage estimates 
and indicates that much of the population practices self-care or 
consults a local private pharmacy before seeking care at the MOH 
facilities, which are chosen over private care only when the 
individuals have limited cash resources. Unfortunately, data are 
not readily available that could support any definitive estimate of 
actual coverage on the part of the MOH, nor preferred patterns of 
health care utilization. 

Organizationally, the MOH has four principal Directorates,
 
responsible for Planning, Regional Health Services (the Office of
 
the Director General), Technical Operations (Technical/Operative),
 
and Administration, and four staff offices, including the newly
 
created Drug and Medical Supply Unit. It is a highly centralized,
 
and predominantly vertical organization, which has recently embarked
 
on a gradual process of decentralizing management functions and
 
delivery of health services. For service delivery purposes, the
 
Ministry of Health has divided the country into five geographic
 
regions. These are the "Occidental" (Western), Central,
 
Paracentral, "Oriental" (Eastern), and "Metropolitana"
 
(Metropolitan). (See Annex F and the Institutional Analysis for
 
more detail on the organizational structure and responsibilities.)
 

With the MOH emphasis on decentralization, the Regional offices are
 
key links in the delivery of basic health services. With the
 
exception of hospitals, all MOH facilities (and thus all MOH health
 
care providers, including rural health aides (ARS) and midwives) are
 
linked to the central office through the regional offices. The
 
hospitals are gradually being more closely linked administratively
 
and in terms of planning and budgeting processes with the MOH's
 
regional offices. Each regional office staff now includes
 
approximately 14 persons as a result of MOH efforts since 1983 to
 

I The displaced population is included in this total, although
 
PVOs, CONADES, and church organizations currently provide health
 
care to some 100,000 displaced persons. As they are re-integrated
 
into the general population and return to their home areas, the MOH
 
will have to resume responsibility for their health care. Assuming
 
that a large portion of the displaced population wishes to return to
 
the increasingly secure areas in which MOH facilities are closed,
 
this will present an additional burden on MOH resources.
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strengthen tiese offices 
in preparation for decentralization to the
regional level. 
 Each region also has a warehuuse for drugs and

medical supplies, and access to a vehicle storage and repair shop

(three of the five regions have their own vehicle repair shop, with
 
a fourth shop shared by the Metropolitan and Central Regions).
 

The delivery system used by the MOH 
is basically the pyramidal

configuration practiced in many developing nations. 
 At the end of
1985 (for which the most recent complete survey data is available)

there were 14 hospitals, 12 health centers, 100 health units, 174
health posts, 
35 community posts, 7 dispensaries, and 30 nutrition
 
centers. 
 However, 50 of these 372 MOH facilities were closed as 
a
result of the conflict, and all 
of these were primary care
 
facilities -- 5 units, posts, 6 community posts, and 2
37 

dispensaries. As a result, 
a fewer number of primary care

facilities were operating in 1985 (266) than 
in 1979 (268). (See
Annex F, pp. 6 and 7, for additional information on number of

facilities, distribution, and service population.)
 

1979 
 1985
Type of Facili-ty 
 Total Total Open Closed
 

Hospi tal s 
 Il 11 14 0
Health Centers 9 12 12 0
 
Health Units* 
 99 100 95 5

Health Posts* 
 159 174 137 37
 
Community Posts* 
 10 35 29 6
 
Community Dispensaries* 0 7 5 2
 
Nutrition Centers 
 0 30 30 0
 

Total facilities 291 372 322 50
 

*Primary care facilities
 

Hospitals and health centers provide medical, surgical, pediatric,

maternity and other specialized services, and have active outpatient

departments. In 1985, hospitals and 
health centers were responsible

for over 50% of all ambulatory care services provided. All 
of the
14 hospitals and 12 health centers are currently functioning, with
 
at least 2 hospitals and I health center 
in each region.
 

The two principal types of facilities that provide primary health
 
care are 
health units and health posts. Units are essentially

ambulatory care facilities, usually having no 
inpatient medical
 
beds. The units usually have a pharmacy and some have space for a
laboratory (although most 
lack laboratory eq,,ipmtt ,nd therefore

have limited capability). The units 
are distributed throughout the
 
country, with a larger concentration of units 
in the Eastern
Region. 
 Health and community poqts conctitute the most basic level
 
of health care facility, in addition 
to the community dispensaries
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and nutrition center: in the limited areas in which these
 
specialized facilities operate. The health posts are permanently
 
staffed (five days per week) by an auxiliary nurse who provides
 
basic emergency care, preventive care focusing on maternal and child
 
health (e.g., growth monitoring and family planning), and referral
 
for other curative care and diagnostic services that cannot be
 
performed at the post. At the end of 1985 137 of the 174 health
 
posts were open. The largest concentration of health posts are in
 
the Eastern region, with only four located in the largely urban
 
Metropolitan region and the rest distributed fairly equally among
 
the other three regions. Community posts are similar to the health
 
posts but located in urban areas and are erved by mobile teams
 
instead of a permanently based auxiliary.
 

Community dispensaries and nutrition centers provide a very limited
 
range of services. Dispensaries provide vaccination and first aid
 
services and conduct health education activities. The 30 nutrition
 
centers operate supplemental feeding prgrams, provide treatment and
 
monitoring of malnourished children, and conduct health and
 
nutrition education activities.
 

As these figures indicate, the physical infrastructure is extensive
 
and relatively evenly distributed in terms of regional population
 
figures. In addition, more than 50% of the facilities are of recent
 
construction having been built since 1974 wvith IDB loans. Expansion
 
undertaken since 1979 has been nmarily at the intermediary and
 
lower levels of the system, with 3 of the 12 health centers and 48
 
of the primary care facilities (units, posts, and dispensaries)
 
built since 1979 with IDB funding and all 30 of the nutrition
 
centers built since 1981 with AID funding.
 

Theoretically, the basis for estaLlishing the tiered system of
 
facilities was to provide for delivery of services at the lowest
 
appropriate level of facility. however, operational norms for
 
service delivery have not reflected this important general precept.
 
Many tasks are reserved for doctors only, rather than being
 
delegated to lesser-trained (and generally lower-cost) individuals
 
such as nurses and auxiliaries who could in many instances provide
 
such services.
 

Physicians account for 251,of the three principle categories of MOH
 

care providers (physicians, graduate nurses and auxiliary nurses);
 
this is a higher proportion than is appropriate given the primary
 
care needs of the population and the MOH's policies of nproving
 
allocation of resources and efficiency of service deli .,ry. The use
 
of doctors to provide primary care is not cost effective, since many
 
of these services could be provided by para-medical personnel or
 
trained community workers. Limitations on hiring new personnel
 
(e.g., nurses and lower level health care providers) who could
 
replace physicians, combined with the current shortage of graduate
 
nurses, however, will continue to result in less than optimal use of
 
doctors by the MOH in the short term.
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Data available regarding the number of outpatiert consultations also
 
show increasing use of secondary and 
tertiary care facilities
 
(hospitals and centers) for primary care. 
 Between 1979 and 1985

outpatient consultations increased at hospitals (by 9%) and centers

(by 310 ), but decreased at units and posts (by 16%). (See Bulk Annex

D.) Whether this shift resulted from the temporary closing of
 
primary level facilities or public perception as to the ability of

primary level facilities to meet patient demand (including supplying

drugs) is unclear. Access to health 
care providers is also a

problem in the eastern and western regions, where the population is
 
primarily rural and more dispersed.
 

Despite a long history of primary care programs and community

participation efforts, outreach and the 
limited use of existing

primary level services are key health service delivery problems in
 
El Salvador. The most successful and sustained attempts by the GOES
 
to expand basic rural service coverage are the Rural Health Aide

(ARS) and Malaria Volunteer Collaborator programs. The Rural Health
 
Aide program began in 1976 with A.I.D. assistance and is still
 
functioning today. Rural health aides 
are paid ccmmunity health

workers who provide simple curative care, make simplP diagnosis of
 
ailments and refer patients to nearby health facilities, and assist
 
in preventive health campaigns. 
 In 1985, 236 rural health aides
 
were included on the MOH's personnel roles. This isa decrease from
 
the 1979 level of 301, with virtually all of the decrease being in

the Paracentral and Eastern regions, which have been 
two of the most

conflictive areas. The Malaria Volunteer Collaborator program (in
which more than 2,000 persons participate) is an innovative one that
 
has functioned since the mid-fifties. These volunteers 
are
 
responsible for passive case 
detection through obtaining blood
 
slides and providing presumptive treatment o7 fever cases. 
 In
 
addition, the MOH has also used mobile medical 
teams (a doctor,
 
nurse, secretary, and occasionally a sanitary inspector) to augment

the range of services offered at posts and dispensaries through once
 
or twice a week visits --
a program considered increasingly

important in the MOH's strategy for delivering hisic health services.
 

The Technical/Operative Directorate of the MOH provides technical
 
support for all MOH programs, with special emphasis having been

given to child survival and malatia control programs. For example,

the MOH's diarrheal disease control 
program has been operating since

1979, with the distribution of ORS packets an integral part of other

MOH services. Immunization is also an "on-demand" service at all

MOH facilities, and in 1985 the MOH introduced the 
use of campaigns

in an effort to increase coverage, particularly in conflict areas
 
(e.g., the northern area of the Eastern departments) and achieved a
 
50% increase in the number of vaccinations.
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B. Project Rationale
 

in 1985, the MOH adopted its second Five Year Plan (1985-1989), with
 
stated policies which reflect renewed attention on primary health
 
care, decentralization, and community participation. The strategy
 

described therein to improve the health of the Salvadoran population
 
is to establish and give direction to the national health system,
 
improve environmental conditions, and increase health services
 

coverage. The policies that were stated as fundamental to the
 
achievement of these objectives included improving the structure of
 

primary health care delivery so as to increase efficiency and meet
 

the health needs of the entire population; decentralizing decision
 
making and administration; improving rational utilization of
 

resources; and establishing mechanisms for achieving the long-term
 

goal of an effective and efficient National Health System.
 

In little more than a year, the MOH has made some progress toward
 
implementing these strategies and policies, particularly with regard
 

to decentralization. A reorganization of the MOH designed to
 

streamline decision making was effected shortly after the Five Year
 

Plan was introduced. At the same time, the MOH began a
 

comprehensive, phased review of the functions and organization of
 

each division and department. As of June 1986, the MOH had prepared
 

analytical reports on the functioning of five central MOH offices,
 
with the recommendations for improved operations in various stages
 
of review and implementation.
 

Efforts to improve the planning, programming, and budgeting
 
processes of the MOFl have also been initiated, with the
 

establishment of a Commission to guide the development of a
 

ministry-wide budget. Renewed priority h a also been given to the
 

decentralization of planning, budgeting and programming decisions.
 

For the first time, regional offices are responsible for preparing
 

and submitting budgets that are linked to their annual plans of
 

activities, and hospitals, which have heretofore operated
 

essentially as independent entities, are now required to coordinate
 

with their respective region in the preparation of annual budgets.
 

The MOH has also spent the past year developing a strategy for
 

extending service coverage. Initially designed as a volunteer
 

effort, the new Programa de Salud Rural (PROSAR) has been
 

re-formulated to incorporate paid staff who will perform a range of
 

community health services focusing on preventive care. PROSAR might
 

best be seen as a more finely tuned version of the rural health aid
 

CARS) program established with AID funding, with PROSAR giving
 

greater emphasis toward community development. In contrast to the
 

ARS program, the PROSAR community health worker will focus on
 

community education, health promotion, and preventive health care,
 

relegating curative treatment to a lesser priority. The key person
 

in PROSAR will be a community health aide, qho will be selected for
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his/her qualities as a leader by the community in which he/she

lives, in conjunction with staff from the regional office of the

MOH. However, responsibilities for successful functioning of the
 
program will 
be divided between the community and the MOH. With the

initiation of PROSAR, community action for the health sector will

mobilized and managed through a Community Health Committee. 

be
 

Experienced ARS workers will 
supervise the PROSAR workers.
 

Also, as noted in Section II.A., in 1984 the MOH joined other
 
Central American countries in the PAHO-sponsored "Peace Through

Health Program" which isaimed at channeling external resources 
to

assist the region in dealing with the critical problems in health
 
care, including child survival, tropical disease control, and the

availability of essential drugs. 
 With PAHO support, El Salvador has
been able to develop a comprehensive Child Survival Program and
initiate 
a set of activities in support of this seven-point child
 
survival strategy which focuses on: 
 child jrowth and development

surveillance, maternal care including prenatal care 
and training of

traditional birth attendants, expanded immunization programs,

control 
of acute respiratory infections, use of oral rehydration

therapy (ORT) for diarrhea, health promotion through the use of mass

media, and child spacing. Support for 1hese programs has come from

UNICEF, the Government of Italy, AID, and PAHO, as 
well as a host of

other Furopean nations. Progress has been made in expanding

immunization coverage, increased use 
of ORI, and maternal care (See

Annex E, p. 5). 
 AID support for expanding mass media activities,

strengthening the cold-chain and transportation systems for vaccines

and medicines, and evaluation and monitoring in 1985 and 1986 should

further assist the GOES inaccomplishing its child survival
 
objectives.
 

The MOH initiatives described above are 
all critical steps in
 
rationalizing the services and decision making processes within the
MOH, and should lead to improvements in the MOH's ability to deliver
 
effective and efficient health services. The commitment and ability

of the MOH to respond to 
longer-term questions of a comprehensive

health care strategy, however, is clearly contingent on its capacity

to provide and manage critical resources needed to deliver basic

health services, particularly drugs, but also essential health care

and laboratory equipment for use at 
the basic health services

level. Moreover, it depends upon the MOH's ability to produce,

analyze and utilize information required to make difficult decisions
 
on resource allocation.
 

The Project rationale is based on the premise that the most
 
cost-effective use of AID health resources 
in El Salvador is to
 
assist the MOH to:
 

resolve key impediments to the provision of basic health
 
services, including the scarcity of drugs, supplies, and

laboratory equipment, particularly at the level of primary
 
care delivery;
 



C. Constraints to Effective Delivery of Health Services
 

1. Economic Decline and Resource Allocation
 

Financial constraints severely impede the effective delivery of
 

basic health services by the MOH. The most significant of these is
 

beyond the control of the MOH; that is, the pressure which has been
 

exerted on social programs in general, including health programs, by
 

the current civil conflict, coupled with an economic depression
 

since 1979. In the years preceding the conflict, the MOH generally
 

enjoyed an increasing absolute level of budqetary support. Between
 

1975 and 1979, the MOH's budget nearly doubled in size, growing 79
 

percent from 82.2 million colones in 1975 to 147.2 million colones
 

in 1979. Since 1979, however, annual changes in the level of the
 

Ministry's funding have been erratic, increasing by more than
 

one-quarter in 1981, but holding about constant in 1981, and
 

to 8% per year in the remaining years.
actually falling up 


share of the total Central Government
Assessed in terms of its 

the impact of the growing
budget allocation and taking into account 


inflation, however, the pattern of recent developments
rate of 

becomes far less ambiguous and far less optimistic. In 1980, the
 

MOH was allocated 10.6% of the total Central Government budget, but
 

by 1986 this proportion had fallen to 7.1%. Moreover, further
 

analysis shows that the MOH has, in fact, suffered a continual
 

decline in its purchasing power gince 1977. Looking at the most
 

recent five year period, between 1980 and 1985 the MOH's level of
 
(See Annex
real expenditures fell by 50% as a result of inflation. 


G for selected financial tables and Bulk Annex A.)
 

the MOH bidget has effectively
During the past five years, as 

the GOES has issued decrees that affect all
plummeted, and as 


a 1979 GOES decree
ministries' budgetary decisions (e.g., 

prohibiting direct purchase of equipment), the MOH has met the
 

to a great extent by relying on
shortfall in its budget 

For example, while the Ministry has
international donor resources. 


expended almost none of its funds for enlargement of the health
 
it has
services network (i.e., construction of facilities), 


from a $27.5 million IDB loan since 1979. The critical
benefitted 

shortfall in drugs has also been met largely through the AID Health
 

Systems Vitalization Project (VISISA), which has provided $23
 

million worth of drugs and medical supplies since 1984. Two loans
 
drugs in 1984 ($2.7 million) and
from the Government of Colombia for 


1985 ($4.3 million) have also eased the MOM's shortfall in funds for
 

drug purchases. The lack of adequately functioning bio-medical
 

a problem. Since 1979, all equipment has
equipment has also been 

some
been either purchased through, or donated by, external
 

the MOH now has an inventory of bio-medical
financial resource, and 

at between $25-30 million, with much of it
equipment valued 


purchased since 980.
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1. Economic Decline and Resource Allocation
 

Financial constraints severely impede the effective delivery of
 
basic health services by the MOH. The most significant of these is
 
beyond the control of the MOH; that is, the pressure which has been
 
exerted on social programs in general, 
including health programs, by

the current civil conflict, coupled with an economic depression

since 1979. In the years preceding the conflict, the MOH generally

enjoyed an increasing absolute level of budgetary support. 
 Between
 
1975 and 1979, the MOH's budget nearly doubled in size, growing 79
 
percent from 82.2 million colones in 1975 to 147.2 million colones
 
in 1979. Since 1979, however, annual changes in the level of the
 
Ministry's funding have been erratic, 
increasing by more than
 
one-quarter in 1981, 
but holdiqg about constant in 1981, and
 
actually falling up 
to 8% per year in the remaining years.
 

Assessed in terms of its 
share of the total Central Government
 
budget allocation and taking into account the impact of the growing

rate of inflation, however, the pattern of recent developments

becomes far less ambiguous and far less optimistic. In 1930, the
 
MOH was allocated 10.6% of the total Central Government budget, but 
by 1986 this proportion had fallen to 7.l>. Moreover, further
 
analysis shows that the MOH has, suffered a continual
in fact, 

decline in its purchasing power nince 1977. Looking at the most
 
recent five year period, between 1980 and 1985 the MOH's level of
 
real expenditures fell by 50% as a result of inflation. (See Annex
 
G for selected financial tables and Bulk Annex A.)
 

During the 
past five years, as the MOH budget has effectively

plummeted, and as the GOES has 
issued decrees that affect all
 
ministries' budgetary decisions (e.g., 
a 1979 GOES decree
 
prohibiting direct purchase of equipment), the MOH has met 
the
 
shortfall 
in its budget to a great extent by relying on
 
international donor resources. For 
example, while the Ministry has
 
expended almost none of its funds for enlargement of the health
 
services network (i.e., construction of facilities), 
it has
 
benefitted from a $27.5 million IDB loan since 1979. The critical
 
shortfall in drugs has also been met largely through 
the AID Health
 
Systems Vitalization Project (VlSIA), which has provided $23
 
million worth of drugs and medical supplies since 1984. Two loans
 
from the Government of Colombia for drugs in 1984 
($2.7 million) and
 
1985 ($4.3 million) have also eased the MOH's 
shortfall in funds for
 
drug purchases. The lack of adequately functioning bio-medical
 
equipment has also been a problem. 
Since 1979, all equipment has
 
been either purchased through, or donated by, external
some 

financial resource, and the MOH now has 
an inventory of bio-medical
 
equipment valued 
at between $25-30 million, with much of it
 
purchased since 1980.
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The infusion of donor funds into the MOH budget, while meeting
 

critical needs, does however, result in unintended negative
 
consequences. The first is dependency. While difficult to measure
 

in quantitative terms, this is an important consideration with
 

respect to the MOH's ability to make difficult resource allocation
 

decisions. If the assumption is made that donor agencies will
 

continue to provide support in substantial amounts for these
 
essential commodities, the Ministry has little incentive to alter
 

its own allocation of resources to meet these needs. The second
 

consequence concerns the recurrent costs that. result from certain
 

categories of funding. The IDB construction loans since 1974, which
 

have built 173 facilities (160 of these posts and units), for
 

example, have also resulted in an increased recurrent cost burden in
 

terms of personnel and maintenance costs (facilities and equipment).
 

The distortion in the MOH budget that has resulted from the
 

combination of the GOES moratorium on equipment purchases,
 
continuation of a relatively large physician workforce level, and
 

availability of external donor funding for non-personnel services
 

costs is reflected in the allocation of MOH resources. For example,
 
the share of personnel costs for the MOH's non-hospital functions
 

has increased from 561 of the MOH's budget in 1977 to 92%/o in 1985.
 

Concurrently, expenditures on materials, supplies, machinery and
 
in the MOH's
equipment have fallen from 44 percent to 8 percent 


budget. This reduced expenditure on materials and supplies has
 

significantly affected tihe regi-,'l health facilities. Since 1977,
 
in real terms the supplies and materials of health centers, units,
 

and posts purchased with MOH budget funds have been contracting at
 

an avetage annual cumulative growth rate of about eleven percent,
 

leaving them in 1985 at a level 61 percent lower than in 1977. To
 

fill this funding gap, MiOH facilities have increasingly turned to
 

funds they individually raise through voluntary contributions of
 

from one to two colones (U.S. $ 0.20 - $ 0.40) per ambulatory visit 

to augment the MOH budget, which together with funds raised by
 

patronato (i.e., community) steering committees, nave been used to
 

buy medicines and other supplies and materials, as well as pay for
 

some staff positions. Generally, health units and posts have been
 

put at a relative disadvantage as drugs have become an increasingly
 

scarce commodity because the magnitude of patronato funds they have
 

to supplement MOH-provided resources is much smaller than the amount
 

of patronato funds raised for centers and hospitals.
 

Additional problems have arisen due to the fact that the MOH's
 

budgeting process has been based on historical allocations, rather
 

than allocations based on programmatic needs and MOH goals and
 
the focus of MOH curative
priorities. For example, resources on 


services has iot changed significantly, as measured by the
 
in 1983
percentage of the total budget allocated to hospitals (40% 


and 43%, in 1985). (Memoria, 1984-85) Resource allocations based on
 

historical trends do not facilitate responsiveness to new priorities
 

and programs, especially when overall budgets are shrinking.
 



-14­

Cost-recovery and cost-reduction are widely-discussed needs, and the
 
MOH has indicated that it is interested in both. Cost reduction
 
measures appear to be feasible and possible for affecting resource
 
savings in the short term. For example, reducing the apparent

over-prescribing practices of physicians and improved tracking of
 
drugs and supplies could reduce the volume of medications required;

decentralizing repair of equipment and training operators and
 
technicians in preventive maintenance could reduce maintenance and
 
replacement costs of vehicles and bio-medical equipment; and
 
providing services such as 
drug quality control testing to other
 
health care agencies for a fee could offset the operating costs of
 
some of these services to the MOH budget. In comparison, cost
 
recovery measures appear to provide a longer-term solution to the
 
MOH's financial problems. Users fees are already charged for lab
 
and x-ray services, with a small contribution requested for each 
outpatient visit. Increasing 
these charges and instituting full
 
cost recovery for pharmaceuticals are two obvious possibilities for
 
augmenting the MOH's budget. However, the 
health care market and

health care services, as a whole, require study inorder to identify
which of these and other possible mechanisms for increasing cost
 
recovery and for improving efficiency are the most viable.
 

2. MOH Manacement Capabilitv
 

In the past five years, the MOH has had five different ministers,

with concomitant shifts in personnel 
in the Central Ministry and
 
regional facilities and administrative offices. This, in addition
 
to the financial difficulties described above, has resulted inan

instability that has affected the implementation of virtually every

MOH program. Further, the management processes of the MOH are
 
highly centralized, and 
as a result of poor internal communication,
 
the heads of directorates are frequently not aware of nor involved
 
in important decisions which impact directly on their programs and
 
on programmatic decisions for which they will have implementing

responsibility. Further, decisionis with regard to 
large purchases

made by donor agencies, acceptance of direct donations of equipment, 
or loans for construction of facilities may be taken without regard
to defined health needs or the ability of the MOH to maintain and
 
meet the recurre, t costs for the personnel, equipment or 
facilities. This occurs in part as a result of the fragmentation of 
information flow and the centralization of MOH decisions. Donors 
are also in part responsible, since each conor follows its 
own
 
priorities which sometimes results in dupiication or serious gaps.

Decentralization of the decision-making process, and 
improvements in
 
the MOH's planning w-, programming, should place the MOH in a better
 
position to be active rather than reactive in its relationship with
 
donor agencies and to improve the management of MOH and donor
 
resources.
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3. Provider Imbalance and Allocation
 

El Salvador faces a health provider "mix" problem (i.e., imbalance)
 
similar to that surfacing as a critical health care issue in many
 
other countries. The problem generally involves over-production of
 

physicians, that is, production of numbers of physicians which
 
exceed the country's ability to pay and support them and to employ
 

them productively. Despite the present shortage of graduate nurses
 
to assume tasks now performed by doctors, in the long run such use
 

of doctors' services is not an optimal use of the MOH's resources.
 
One primary difficulty in El SdIvador lies in the fact that the GOES
 

and MOH have inadequate information on which to base decisions
 
regarding the training and utilization of health providers. For
 
example, much better information is needed regarding health service
 
needs, provider" productivity, and public acceptance and utilization
 
of providers. In addition, non-MOH forces that impact on these
 
complex decisions (e.g., medical schools, physician groups, and the
 

Ministry of Education) render GOES decisions in this area difficult
 
and removes these from the exclusive purview of t-, MOH.
 

Unnecessary and inappropriate limitations on the range of services
 
which nurses, nurse auxiliaries and community workers can provide is
 

yet another constraint to broadening service delivery. Revised
 
treatment norms which permit more services to be delivered at the
 
lowest appropriate facility level and by the lowest appropriate
 
service provider are being devel-wd. A pilot effort is currently
 

region of the country to introduce new
underway in the western 

treatment norms and develop a comprehensive in-service training
 
program, which can be implemented throughout the country to
 

The scarcity of
operationalize the revised treatment norms. 

financial resources and lack of information on which to base both
 

comprehensive plans and specific designs for training of personnel
 
in the MOH's ability to implement
is,however, a limiting factor 


such a program.
 

4. Health Services Infrastructure
 

The physical infrastructure of the MOH is in relatively good
 

condition, and has expanded significantly since 1979 as a result of
 

a IDB health construction Project (the second such project) which
 

built 51 MOH facilities. Although this extensive network provides a
 

basis for provision of health services, the absence of water
 

supplies, sewerage systems, and laboratories at the primary and
 

secondary care levels limits the types and quality of health care
 

services provided at many of those facilities.
 

A 1986 engineering survey of a sample of each type of health
 

facility indicates that although the primary and secondary care
 

facilities surveyed are in relatively good condition and repair,
 

many are in need of banic water ind sewage systems and back-up
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electricity.' 
 For example, of the 34 health posts visited, 66%
had non-functioning toilets and nearly the 
same percentage have no
cistern and an insufficient water supply. 
 In addition, maintenance

of facilities was identified as 
a problem, particularly in the
 
primary care facilities.
 

The MOH hospitals surveyed were, on 
average, built 61 years ago,
with some dating back to 1848. Despite the age of some of the

facilities, the engineering survey indicates 
that the physical

condition of hospitals 
is not a major impediment to delivery of
services at this time. have
All functioning emergency services and
operating rooms, 
with most having new equipment which has been

donated or purchased through 
loans (e.g., IDB and VISISA).
 

A long-term strategy for replacing (or closing) 
the older hospitals,

such as 
Rosales in San Salvador, 
will have to be developed.
However, prior 
to making decisions on the replacement of the older
hospitals, available data on 
bed occupancy rates by facility and

population concentrations and growth projections suggests the need
for a more thorough assessment of 
the adequacy of secondary and
tertiary care 
facilities before undertaking such costly investments.
 

The more pressing "oed of the NOH 
identified in the survey is action
 
to protect the ex 
 ting investment represented by the expanded

network of primary and secondary care 
facilities. Improvements in
maintenance services and infrastructure support systems such 
as
water and waste disposal systems are needed 
to keep these facilities
 
functioning and optimize service delivery.
 

D. Relationship to A.I.D. Policies and 
the Countrv Development
 
Strategy Statement
 

The goal- of U.S. assistance to El Salvador, as defined in the

Mission's Action Plan for 1987, 
are to: (1) stabiliZe and

reactivate the economy, (2) achieve economic recovey and growth

above former levels based on an economically and socially

sustainable base, (3) broaden the 
benefits of growth to increase the
opportunity of the poor, 
and (4) improve democratic institutions and
human rights by involving Salvadorans in decisions affecting the

public 
interest. The goals are responsive to the recommendations of

the National Bipartisan Commission on Central America.
 

The 1986 survey included 66 MOH facilities, including 4
 
hospitals, 6 centers, 22 units, 
and 34 posts.
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El Salvador's economic and social goals are inextricably linked.
 
Factors affecting their long-term achievement are the development of
 
a healthy human and productive resource base and the strengthening
 
of public and private service institutions. This Project will be
 
the centerpiece of the USAID's strategy to enhance health services.
 
Through efforts which build on the management improvements made
 
under VISISA, this Project will assist the GOES in improving the
 
reliability of the MOH's service delivery in both urban and rural
 
areas, particularly at the primary. care level, by providing
 
commodity support, and extending service coverage.
 

The proposed activities respond directly to the Agency's new draft
 

Health Policy, which give emphasis to activities which enhance child
 
survival and which increase the cost effectiveness of health
 
programs through improved program design, management and
 

implementation. Moreover, the support for the MOH's pilot rural
 

outreach program and increased resources devoted to primary care,
 
where child survival activities are mostly delivered, will
 
strengthen the framework in which the MOH's child survival strategy
 
can be better implemented and institutionalized.
 

The MOH receives considerable donor support for its child survival
 
program, particularly for- immunization and ORT. UNICEF, the Italian 
Government and the EEC have taken the lead in financing the 
immunization and ORT components of the MOH's child survival 
initiative; AID has also taken - 'ead role in supporting the MOH's 
child survival program, using VISISA resources and other funding to 

support systems key to the success of MOH and other donor efforts in 

child survival. AID's future focus will be on assisting the MOH to 

develop a sustained capacity within the public health care system to
 

effectively continue to provide ORT and immunizations, as well as
 

other important child survival interventions in nutrition such as
 

growth monitoring and in child spacing to round out the MOH's
 

strategy. For, example, the Project will support the MOH's health
 

education division in prodLcing child survival program operations
 
manuals and growth charts, and use of mass media to promote correct
 

use of ORT and to advertise immunization campaigns and programs.
 

The Project will also continue support provided under the VISISA
 

Project for- logistical systems essential for the success of other
 

donor-funded child survival activities, such as transport and
 

maintenance of cold-chain equipment and laboratories. Continuing
 

support for child spacing and family planning will be provided under
 

the AID-funding Population Dynamics Project (see Secticn II.E.). In
 

addition, AID's regionally funded project with the Pan American
 

Health Organization, Accelerated Immunization, will provide specific
 

support to complement USAID and other donor inputs for immunization. 

E. Relationship_ to Other AID Prorams 

Several ongoing Mission projects provide or support healtn services
 

in El Salvador. Together with this Project, the programs constitute 

a comprehensive response to the major- health problems of the country.
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Pealth and Jobs for Displaced Families (519-0281)
 

This Project, which was originally signed in May, 1982, provides

food, jobs, and preventive and curative health services to the
 
displaced population. The National Commission for Assistance to

Displaced Persons (CONADES) and Project HOPE are 
the implementing

agencies for health services. 
 The preventive health sub-component

focuses on immunization for" pregnant women and children under five
 
years of age and on oral rehydration therapy. The curative health
 
sub-component supplements the MOH's 
coverage by providing primary

health care to some 38,000 displaced persons and their- host
 
communities. 
 An outreach program providing medical services to an
 
additional 30,000 persons dispersed through the country is also
 
being implemented by CONADES.
 

Population Dynamics (519-0210)
 

This $10 million three-year Project signed in August 1985 provides

support (commodities and technical assistance) for family planning

and population activities of the MOH, 
the Social Security Institute,

the Hospital of the National Administration for Telecommunications,

the Ministry of Planning, and the Salvadoran Derogaphic

Association. 
 The principal private sector participant, the
 
Salvadora,, Demographic Association, will carry out mass media and
 
education programs which support family planning practices
 
throughout the countr-y.
 

Salvadoran Demographic Association (519-0275)
 

In addition to the support provided under 
the Population Dynamics

Project, USAID has an 
ongoing project with the Salvadoran
 
Demographic Association which supports their Contraceptive Social
 
Marketing Program, Medical Services, Research and Training, and
 
Information Education and Communications activities.
 

Center for the Promotion of Sreastfeeding (519-0329)
 

In July 1986 USAID signed a three year, $250,000 coope:ative

agreement with the Center for 
the Promotion of Breastfeeding (CALMA)

to continue assisting it in improving maternal and child health
 
through improved nutritional practices of mothers, including but not
limited to, increases in the 
number of mothers who breastfeed their
 
babies. This Project will assist CALMA 
to carry out training

activities for intermediary organizations, including MOH employees,

in improved weaning practices, nutrition education, and early
 
childhood stimulation.
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Save the Children Integrated Rural Development OPG (519-0300)
 

This five year Grant signed in February 1985 with the Save the
 
Children Foundation supports integrated community development
 
activities in four selected impact areas. The health component is
 
targetted at reducing child mortality and morbidity through a
 
comprehensive primary health care program which includes training of
 
community health workers, vaccinations, community wells, small water
 
systems, latrines, communal dispensaries, and environmental
 
sanitation campaigns.
 

Salvadoran Rehabilitation Institute
 

In August 1986 USAID will sign a one-year, $220,000 agreement with
 
the Salvadoran Rehabilitation Institute (ISRI) to expand its
 
production of prosthetic devices and improve physical therapy and
 
other rehabilitation services for civilians who have lost the use of
 
one or more limbs through accidents or debilitating illnesses. This
 
one-year project will provide needed equipment and technical
 
assistance to increase production of prosthetic devices and equip
 
the center, as a precursor to longer-term funding which is planned
 
by the German Government and CARE Germany. In addition, USAID is
 
facilitating the development of a program to obtain private
 
charitable donations of prosthetic devices and the services of U.S.
 
prostheticians to fit the backlog of individuals currently awaiting
 
ISRI's assistance.
 

Local Currency Generations
 

PL 480, HIG, and ESF local currency generations are being used to
 
support potable water projects implemented by the national water
 
company (ANDA) and the MOH's agency responsible for rural potable
 
water systems (PLANSABAR). Water systems were 'n talled in over 100
 
communities during 1985-1986, with an additionl, "16 communities
 
scheduled to receive handpumps in 1986-1987; t' al cost of these
 
projects is $13.1 million. In addition, PL 480 lucal currency funds
 
are supporting the MOH Rural Health Aide and PROSAR Programs, milk
 
banks in hospitals, logistics for maternal child health nutrition
 
supplementation, and decentralization, as well as counterpart for
 
other donor programs.
 

ROCAP Programs
 

Under the regional ROCAP assistance to INCAP (Nutrition Institute
 
for Central America and Panama), two projects are particularly
 
relevant to this Project. Under the AID-assisted ORT, Growth
 

Monitoring and Education Project, a full-time nutritionist is
 
working with the MOH and Ministry of Planning to improve planning
 
and implementation of targetted nutrition interventions, including
 
child growth and surveillance, promotion of breastfeeding and
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improved weaning practices, 
use of ORT, and nutritional

supplementation. 
 lhe 
second project, Food Assistance Support, is
assisting the GOES to 
improve its targetting of food assistance and
to begin development of multi-year plans for food assistance 
to the
 
Salvadoran poor.
 

LAC and CA Regional Programs
 

Under the CA Regional Project, Malaria and Essential Drugs, training
seminars have been conducted for malaria 
staff and the MOH has
received assistance in designing training programs for 
the
rationalization of pharmaceutical usage. 
 Training has also been
provided for a Salvadoran physician under the 
LAC Regional Project
with the Interamerican College of Physicians and Surgeons.
 

F. Other Donor Activities
 

Inter-American Development Bank 
(IDB)
 

In mid-1985, the IDB completed its 
second Health Facilities

Construction Project providing 
a total of over 
$60 million since
1974 in financial assistance to build new MOH health facilities. A
new loan was recently approved to construct a new hospital (areplacement facility) in Sonsonate 
in the Nestein Region. The IDP
has also provided extensive support for 
water and sanitation
projects, and in late 1985 they initiated 
a $21 million rural water
aqueduct and 
latrine project with PLANSABAR. Under 
the Project, 100
aqueducts benefitting 410 communities and 75,000 
latrines will be
 
constructed nationwide.
 

Pan American Health Organization (PAHO)
 

PAHO is the implementing agency for 
the AID-sponsored Malaria and
Essential 
Drugs Project and the Accelerated Immunization Project
which provides support for the entire Central American region inthese two important sectors. In addition, PAHO's program has
provided technical assistance 
to the El Salvador MOH in the 
initial
development of MIS 
sub-systems focussed on 
automated administrative
procedures, financial management and budgeting, and personnel
management, and continued PAHO support for 
these sub-systems is
planned. 
 El Salvador is also pditicipating with other Central
American governments in the PAHO-sponsored "Peace 
in Central America
through Health" program which 
includes assistance in seven areas:
strengthening health services, tropical 
disease control, water and
sanitation, human 
resources development, 
use of essential drugs,
food and nutrition improvements, and child survival. 
 Through this
initiative, non-traditional European donor 
resources are being
brought to bear 
to help develop comprehensive health services such
as the establishment of a revolving fund for drugs by 
the Government
 
of the Netherlands.
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United Nations Children's Education Fund (UNICEF), the Government of
 
Italy, and the European Economic Commission (EEC)
 

The UNICEF program supports El Salvador's eight point Child Survival
 
Program. While providing general assistance to this program, UNICEF
 
has focussed its efforts on the MOH vaccination campaigns in 1985
 
and 1986 drawing on $1.2 million made available through the Italian
 
Government. In total, the EEC has committed $6 million for the
 
1985-90 period to be administered through UNICEF. UNICEF also
 
supports a modest program in early childhood stimulation with the
 
Ministry of Education.
 

United Nations Fund for Population Activities (UNFPA)
 

The UNFPA supports mainly the maternal/child care and nutrition
 
aspects of overall primary health care within the MOH. They also
 
support a population education project with the Ministry of
 
Ediucation. Annually, the support for maternal-child health programs
 
averages $600,000.
 

Other Governments:
 

The MOH has received supporc from many governments, including two
 
loans from the Government of Colombia for pharmaceuticals ($2.7
 
million in 1984 and $4.3 million in 1985). In 1986 the GOES signed
 
a $4.3 million agreement with t!,- Government of Argentina for
 
medical equipment, and a $1.4 million grant from the Government of
 
West Germany for the two year pilot phase of the new PROSAR program.
 

Private Voluntary Organizations (PVOs):
 

Nearly twenty international PVOs provide financial support and
 
donations of medicines and medical supplies to support MOH and
 
private health care programs. Prominent among these PVOs are
 
CARITAS, which provides drugs and medical supplies; the
 
International Rescue Committee, which operates a small community
 
health worker program; the Knights of Malta which assists 168
 
private charitable clinics with medicines; Project HOPE which
 
obtains and distributes donated medicines and supplies largely in
 
displaced persons camps; Rotary International, which supports the
 
immunization program; and the Rotary Club of Miami and the United
 
Schools of America which recently donated over $300,000 in medical
 
supplies, equipment and medicines for the Eastern Region.
 

I1. DETAILED PROJECT DESCRIPTION
 

A. Goal and Purpose
 

The goal of this Project is to assist the MOH to improve access
 
to, and availability of, basic health care services and reduce
 
child and infant mortality.
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The purpose is to support and strengthen the capability of the

Ministry of Public Health to deliver and support basic health
 
care 
services, including preventive and primary care services
 
important to the MOH child survival program.
 

B. Project Beneficiaries
 

The principal beneficiaries of the Project will 
be the under-served
 
and unserved segments of the Salvadoran population, who at the end

of the Project will have greater to basic health care
access 

services. The principal clientele of 
the MOH consists of the
approximately 1.1 million 
women of childbearing age and infants and

children under five years of age (approximately 950,000), who are
also the persons of highest risk of disease and of preventable death

and, appropriately, the 
principal target population of the MOH. The
great majority of MOH patients 
come from the lower economic strata,

given that other persons have 
access to health services from private

physicians, pharmacies and quasi-public sources such as the

Salvadoran Social 
Security Institute. 
 The expansion and improvement

of the MOH's basic he. th services will therefore incredse the
 
extent and adequacy of health services coverage of poor people,

especially women, 
infants, children, and 
the heretofore under-served
 
rural poor populace.
 

C. Pro ect CoLponts 

The three Project components are described below, with summaries of

the Project inputs at 
the end of each section. A comprehensive

technical assistance plan is contained in Annex I.
 

1. Logistical Support: 
 Acquisition, Distribution and Management

of Drugs, Medical Suppl ie1 _fjupnent, and Faci lities
 

a. Description: The objective of this component 
is twofold:
 
(1) to improve the 'capability of the MOH to select, acquire,

distribute and monitor the use of medicines and supplies; and (2) to

strengthen logistical support systems for basic halth care,

particularly vehicle fleet management, bio-medical 
equipment

maintenance, and facilities maintenance. 
 (See Annex K for detailed
 
descriptions of the bio-medical 
equipment, transport, and drug

inventory control systems.)
 

The public health care 
system has suffered periodic shortages and
 
stockouts in medicines and basic medical 
supplies for the past

decade. Logisticai systems for 
inventory control, dis.ribution, and

monitoring usage are 
also weak, although imnrc,,emcts have been made
with the computerization of the drug Wiventory control system and
 
training in supply manage,,cnt provided under VISISA. 
 Added to these

difficulties have been the complications arising from large 
influxes
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of in-kind charitable dont.tions (from foreign governments and
 

private sources) of pharmaceuticals which have interfered with MOH
 

attempts to reduce the range of medicines carried in their
 

inventories to a more manageable and appropriate range for the
 

country's morbidity and mortality conditions, consistent with its
 

newly revised basic drug list (Cuadro Basico).
 

The newly created Drug and Medical Supply Unit, one of the MOH's
 

principal responses to the need for improved supply management, has
 

been given responsibility for determining requirements, making
 

allocation decisions, and managing these resources; the Unit will
 

also oversee the operation of the MOH's new Drug Quality Control
 

laboratory. This Unit reports directly to the Minister of Public
 

Health and will be the office primarily responsible for overseeing
 

the receipt and distribution of Project-funded medicines and
 

supplies. Given current budget estimates and patterns of resource
 

allocation of the MOH, an overriding need of the MOH will continue
 

to be budgetary support for the procurement of medicines and medical
 

supplies. However, donor support for these items since 1983 (in
 

addition to other non-personnei costs discussed throughout this
 

section), while meeting the short-term needs of the Salvadoran
 

population, has resulted unintentionally in a growing dependence on
 

external donors for support for nearly all non-personnel costs of
 

the MOH. Despite a planned doubling of MOH purchases in 1986, the
 

allocated budget for medicines and supplies of $4 million will meet
 

only 30% of the estimated $13 m4l!;on in requirements in 1986,
 

relying on the VISISA Project funding, PL 480 local currency
 

generations, and other donors to meet the shortfall.
 

Project funding of $7.0 million in the first year will be used to
 

meet the projected shortfall in in the MOH's ability to fully meet
 
system for medicines and
the requirements of the public health care 


supplies in 1987. Thereafter, in an effort to help the MOH lessen
 

its dependence on AID for pharmaceutical and medical supply funding,
 

ihe annual level of medicines and medical supplies purchased under
 

the Project will decline by 10% per year. Over the life of ;he
 
supply requirement borne
Project, the burden of the drug and medical 


by the Project will be reduced from 54% tu 28%.' The MOH will,
 

therefore, have to gradually assume a greater share of this
 

financing burden or obtain other donor funding. (See Table 1.)
 

Percentages are calculated using an annual estimate of the MOH's
 

drug requirements for FY 1986 and FY 1987 of $13 million, with an
 

increase of 6% each subsequent year for increased population,
annual 

expanded coverage, and inflation.
 

I 
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As noted earlier, further improvements in supply management will be
 
an important focus of this Project. As part of its responsibility,
 
the Drug and Supply Unit staff will prepare an annual requirements
 
estimate of medicines and supplies, which will be based increasingly
 
on morbidity and mortality statistics and less and less on past
 
consumption patterns (which are influenced both by the availability
 
of pharmaceuticals and by the over-prescribing practices of many
 
physicians). An analysis of donor inputs and of the availability of
 

MOH funding to meet these needs will then be prepared by the Unit in
 
conjunction with the Procurement Committee (consisting of the
 
Director General, the head of Procurement, and the head of the
 

Technical/Normative Directorate) and submitted to the Minister,
 

identifying the anticipated shortfalls and financing needed to meet
 
requirements. Improved estimates and more timely information on
 
projected shortfalls should help to influence resource allocation
 
decisions of the MOH, particularly when coupled with the declining
 
levels of AID funding.
 

The Drug and Medical Supply Unit, working with the Procurement
 
Committee and the head of the bio-medical equipment maintenance
 
unit, is also responsible for bio-medical equipment procurement.
 
Since there has been a government-wide moratorium on procurement of
 

equipment and vehicles since 1979, no coordinating point now exists
 

within the MOH for planning and effecting purchases. All new
 

equipment since 1979 has been obtained through charitable donations
 
or purchased using donor funds, ,lowing the peculiar source and
 

origin requirements of each loan or grant. As a result, minimal
 

effort within the Ministry has been devoted to preparing a
 

comprehensive plan for purchasing and standardization. A first 
priority of the Unit under this Project will be to update the 

computerized inventory of bio-medical equipment in terms of
 

availability and functioning of bio-medical equipment throughout the
 

system. Then, based on standardized equipment lists (revised as
 

appropriate for the revised treatment norms), a standardization plan
 

will be developed, and a system of priorities and criteria
 

established for the acquisition of bio-medical equipment and spare
 

parts. Requirements for new and replacement equipment will be
 

identified, along with other donor commitments for bio-medical
 

equipment such as the recently signed $4.3 million agreement with
 

the Government of Argentina. Project funding will be made available
 

to purchase laboratory equipment for the health units where adequate
 

space for laboratory facilities exists and trained staff are
 
available.
 

Much of the current MOH stock of bio-medical equipment is old and
 

includes an unreasonably large number of different es arid models
 

of items in any given category, thereby complicating maintenance.
 

Under VISISA, a five year plan for the development of a bio-medical
 

maintenance system was developed, which includes the establishment
 

of a central facility providing services for the Metropolitan and
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Central Regions and three regional centers located in each of the
 

more remote regions (Eastern, Western and Paracentral). With VISISA
 

support, a central maintenance center has been established and is
 

providing services for the whole country; in spite of the heavy load
 

and backlog of repairs to be done, the section has managed to focus
 

its attention on prevention to the point that about 10o of the work
 

is already of a preventive nature. Standard preventive maintenance
 

routines for new equipment and high priority medical equipment
 

(e.g., x-ray, anesthesia machines, and aspirators) and training and
 

reference manuals for the use of trainers, technicians, and users
 

are being prepared and will be ready in 1986. Using these
 

materials, the MOH will initiate an extensive in-service training
 

program including courses for users, maintenance technicians, and
 

maintenance managers; this Project will provide support for the
 

development of these competency-based (i.e., skill and task
 

oriented) training programs, as well as tools and equipment for the
 

three new regional repair and maintenance centers.
 

This Project will assist the MOH to become more efficient and assume
 

greater responsibility for purchasing drugs, medical supplies, and
 

equipment by streamlining procurement policies and procedures.
 

Currently, the GOES purchasing process can take anywhere from 3 to
 

12 months, and the MOH has had little experience (or success) with
 

offshore procurement. Given this, virtually all Project procurement
 

will be carried out directly by A.I.D., utilizing the MOH for only
 

limited (non-pharmaceutical) lo-,:-shelf items, and local personal
 

service requirements.
 

to
Improvements in the MOH's forecasting capabilities with regard 


requirement estimates, procurement planning, and inventory control
 

are essential to the effective functioning of MOH facilities.
 
two other critical support
Warehousing and transport systems are 


systems which have been significantly improved under VISISA.
 

Additional in-service training will be provided to improve the
 

functioning of regional warehouses and inventory control. In terms
 

of transport, the vehicle maintenance and management system
 

established under the VISISA Project is well organized and already
 

realizing benefits. With more than half of the MOH's vehicle fleet
 

over 10 years old, the most pressing need of the MOH is replacement
 

vehicles. A replacement strategy and standardization plan have
 

already been developed, which as a result of improved management and
 
number of vehicles in the
maintenance includes reducing the total 


MOH fleet. The Project will provide replacement vehicles so as to
 

reduce the average age of the MOH fleet to 5-7 years.
 

The last link in the logistical chain is the health care facility.
 

Greater attention must be given to facilities maintenance and to
 

ensuring that the primary care facilities have functioning water and
 

sewage facilities. As noted in Section 1I.B., 66/. of the posts
 

included in the 1986 facilities survey had inadequate water supply
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and sewage systems. The MOH General Services Office has

responsibility for facilities maintenance services, and will 
be
assisted under the Project in establishing an efficient system which
places responsibility for the greatest burden of preventive

maintenance and resources 
in the hands of the facilities directors.
 

b. Inputs: A Logistics Manager/Systems Advisor (who will also
 serve as the Deputy Chief of Party of 
the technical assistance team

contracted for this Project) will 
provide technical assistance

throughout the duration of the Project to the Drug and Medical

Supply Unit. Additional technical assistance will 
be provided to
the Unit by advisors in clinical pharmacology/drug formulary

development and drug quality control. 
 Technical advisors in
procurement, bio-medical equipment maintenance, and 
transport will

provide short-term assistance to the MOH in strengthening these
logistical support systems. 
 Finally under his component, the

Project will 
provide $28.7 million in pharmaceuticals and mrdical
supplies, $2.3 million in insecticides and larvacides for 
the

malaria program (described in the next component), $4.6 million in
vehicles and spare parts, anid $700,000 in equipment for the units

and posts and the malaria program (e.g., pumps, cisterns, sprayers,

and laboratory and bio--medical equipment) 
over the five year period.
 

2. Improving Basic Health Service,; D2l ivery'
 

a. Description: This c:rrpnent focuses on 
improving the

functioning of basic care 
~tcilities, particularly health units and
posts w.hich constitUte the lowest principal 
levels of service, and
outreach services. The objectives of this component 
are threefold:

(1) to improve the capacity of the MOH technical support services,
 

For purposes of this Project, basic health services are defined
 
as 
those provided by MOH personnel (including MO1H-recognized

volunteers) in homes and villages and at 
the MOH's most basic levels

of health care facilities -- dispensaries and health posts and

units. Basic services provided at 
those levels of the health care
 
system include both curative care (now emphasized in the fixed

facilities and by the mobile 
teams which serve some of them) and
preventive services such as 
health education and immunization
 
(emphasized in the Minist'y's outreach and health education efforts).
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including health education and training for basic health services
 
providers; (2) to assist the MOH to improve treatment and expand the
 
range of services provided by lower level care providers by
 
operationalizing newly revised treatment norms and improving the
 
quality of supervision; and (3) to improve and expand outreach
 
services, including continued support for the malaria control
 
program and PROSAR.
 

With more reliable drug and supply flow and improved facility
 
maintenance, service providers will be better equipped to meet
 
health care needs. However, treatment norms currently used by the 
MOH unnecessarily limit the range of services offered by lower level 
care providers, thereby contributing to the under-utilization of the 
primary care facilities. With technical assistance provided under 
VISISA, the rechnical/Operative Directorate of the MOH has begun 
revising the treatment norms to provide for greater service delivery
 
by the lowest appropriate service provider. Once finalized, the MOH
 
Training Center will be responsible for developing appropriate
 
training courses and a training plan for upgrading the skills of all
 
MOH basic care providers.
 

This Project component will assist in finalizing the treatment norms
 
and designing competency-based training programs keyed to these 
treatment norms and other specific needs related to improving the 
efficiency and effectiveness of health Qervices delivery. Faculty 
of the MOH Training Center will ":ceive technical assistance in the 
development and evaluation of competency-haed training programs 
covering the full range of job-required skills arid knowledge 
(including health education, preventive and curative services, basic 
management, and specific aspects of support systems) for MOH 
outreach workers, auxiliary nurses, graduate nurses, doctors, and 
technicians, as well as administrative personnel. In addition, this 
training of trainers will include participant training in the U.S. 
for two additional MOH faculty members in designing and evaluating 
competency-oased training programs. The training programs which 
will be improved and designed with Project funding (and implemented 
with other donor funding) will be conducted on a regional basis,
 
with in-service training being short-term (less than one week per 
course or activity) in order to reduce the burden on staff and their 
time away from tasks and delivery of services. A system for 
follow-up to monitor the health care providers in using their new
 
skills will also be es tablished, using supervisors who will 
themselves receive continuing education training in supervisory
 
techniques. Project funding wil1 support the development of 
training materials and operating manu, ls en;,en ialI for improving 
service delivery, including general treatment manuals for care 
providers and facilities and inanjals developed by the MOH 
specifically for child survival interventions. 
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Given the importance of outreach programs for extending coverage and

for sustaining immunization, ORT, and other child survival programs,

this Project component will 
also assist the MOH in developing

sustainable and cost effective outreach programs. 
 The PROSAR
 program, as described in Sec. 
II and Annex G, was approved for

implementation on 
a pilot basis starting by the end of 1986. 
 The

MOH will 
begin by placing 72 workers in the southern part of La

Union (the 
Eastern Region), adding 100 workers the following year in
the northern part of La Union and the 
southern part of Morazan (also
in the Eastern Region). Thereafter, assuming the success of the

PROSAR program, 200 workers would be added each year to fully cover
 
the four departments in the Eastern R lion and bring the total

number of PROSAR workers to 772 
by the end of the project.

Experienced Rural Health Aides (ARS) will PROSAR
be used as 

supervisors, thereby achieving an 
integration of the two programs.
The Project will suppori 
the YOH in achieving its expanded service
 
coverage goals by assisting the YOH to evaluate the
 
cost-effectiveness of the 
PROSAR program, both alone and in

comparison with the cost-effectiveness of other MOH 
interventions,
 
as a basis for modifying program plans and/or making resource
 
allocation decisions.
 

Within this component, special emphasis will also be given 
to the

malaria control program. 
 Malaria is a serious and widespread

problem in El Salvador, especially in the coastal areas, and
 
combattlng it requires effective specialized services at the

community level in additiorn 
to services provided at MOH facilities.

In 1985 and 1986 
the Malaria Division has mode significant progress
in reducing malaria by targetted interventions in high transmission
 
areas, including involving communities in source reduction efforts

(See Section II.A. and Annex E). 
 Project activities will assist the

MOH to develop a long-term plan to 
replace the current ad-hoc
planning and program operations, which will 
reduce the recurrent and
 
foreign exchange costs of anti-malaria activities; 
to more directly
involve health facilities 
in malaria diagnosis and treatment; and to

improve epidemiological surveillance and evaluation of control

methodologies. 
 (See detailed analysis contained in Bulk Annex C.)
 

The Project will also strengthen the MOH's capacity to plan and
 
execute child survival promotion and mass media activities in
 
support of primary care providers and community workers. 
 Support

will be provided for 
selected existing health education programs

(e.g, 
for materials development and printing, communication and mass

media for the MOH's child survival activities) and for the

development and implementation of several 
new foci of health

education to support basic health 
services. These latter foci will
include community-based health education and national 
campaigns

using mass media to promote the 
pumblic image and utilization of

basic health services facilities and providers (including ARS and
 
PROSAR personnel).
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Finally, this Project component will provide support for training in
 
the area of emergency medical services management. Under the VISISA
 
Project, essential emergency medical equipment was purchased and
 
used in upgrading operating and emergency rooms in MOH facilities.
 
Trauma training modules have also been developed and are being
 
evaluated and revised to serve as the basis for future training
 
programs. Building on this work, Project funding will be used to
 
support the training of emergency medical services directors for the
 
hospitals and health centers and to upgrade in-service training
 
programs based on needs identified in the review of emergency
 
medical services being conducted under VISISA.
 

An increasing number of the MOH's trauma patients are civilians who
 
have been wounded by contact mines placed in rural areas throughout
 
the country. In the first six months of 1986 alone, over 170
 
individuals lost one or more limbs as a result of these accidents.
 
For these individuals, the availability of emergency medical
 
services is only the first step in a much longer process of
 
rehabilitation. Unfortunately, the capacity of the one
 
publicly-supported rehabilitation institute, the Salvadoran
 
Rehabilitation Institute, is inadequate to fully meet the greatly
 
increased demand for their services. Given the magnitude of this
 
problem, A.I.D. recently signed a grant with this Institute to
 
expand its prodnction of prosthetic devices and improve
 
rehabilitation services (see Section II.E.).
 

Considerable foreign donor interest exists in this problem, as well
 
as support from several Salvadoran charitable institutions such as
 
the 20/30 Telethon and the Lions Club for the expansion of the
 
rehabilitation services. The A.I.D. project with the Institute is
 
designed to serve as a pre-cursor to longer-term funding planned by
 
CARE Germany and will complement the work of other donors in this
 
field. However, throughout the duration of this Project and in the
 
implementation of the project with the Salvadoran Rehabilitation
 
Institute, A.I.D. will be continually re-evaluating the demand to
 
assist in assuring that the availability and quality of services are
 
adequate to meet the needs of the Salvadoran population.
 

b. Inputs: To assist the HOH in carrying out these
 
activities, the Project will provide the services of a long term
 
training advisor to work with the MOH to improve its
 
competency-based training programs, with short term technical
 
assistance provided by a health educator/communications specialist.
 
Financial support will also be provided to the health education
 
division and for materials development, printing for the health
 
education and child survival activities, and to continue the use of
 
mass media to promote the use of ORT and immunization. Finally, two
 
MOH staff will receive training in the U.S. in the design and
 
evaluation of competency based training programs.
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3. Strengthening Policy and Program Planning and Management
 

a. Description: As was described in Section II of this
 
Project Paper, the MOH has initiated efforts to improve its
 
planning, programming and budgeting procedures and 
to decentralize
 
responsibility for regional operations 
to the regional offices. The
 
focus of this component is on supporting these MOH efforts,

specifically including those relevant to 
resource allocation
 
decisions and primary health care 
support systems of particular

interest to this Project; i.e., 
drug supply management, bio-medical
 
equipment acquisition and maintenance, and transportation. The

particular approach to strengthening the MOH in this regard is
 
two-fold: (1) continued assistance and provision of equipment

necessary to computerize the Ministry's information system; and (2)

technical assistance in health policy and planning to improve MOH

research, program planning, monitoring, and budgeting processes.

This latter focus will include the use of applied health services
 
research to provide critical information for 
the MOH's use in policy

and program planning in areas such as health care financing, private

health care delivery, and health provider mix and 
training.
 

(1) Management Information System for Health Services Planning and
 
Management
 

The development and operation of a computerized management

information system (MIS) is essential 
to improved planning, program

execution, and allocation decisions. 
 The process of developing the

computerized MIS began under the VISISA Project, and computer-based

systems have been developed for drug supplies management and vehicle
 
tracking and maintenance and a bio-statistics sub-system has been
 
partially developed. 
 A new sub-system for bio-medical equipment

inventory management will be completed by November 1986. This
 
Project will assist the MOH in operationalizing these systems and 
in
 
developing new sub-systems for bio-medical 
equipment management and
 
personnel and financial management. The MIS will provide

information that can be used at all 
levels of health service
 
delivery End decision-making with regard to critical 
support systems

such as 
drug management, equipment and vehicle maintenance, and

logistics, and administration, planning and 
service delivery. It
 
will also serve as a critical conmmunications link among the regional

offices and as 
the basis for two-way feedback between the MOH
 
central offices and the regional offices as the decentralization
 
process moves ahead.
 

The MIS component includes design and refinement of systems

software; provision of equipment (including microcomputers and
 
related peripherals); training of MOH personnel in use of
 
microcomputers, design and use of applications software (and in
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design and use of related data collection forms); and analysis and
 
use of reports resulting from the MIS sub-systems. By the end of
 
this Project, the MOH will have in place a mainframe in the central
 
Information Systems Unit and a network of 55 compatible
 
microcomputers. The mainframe and ten of the microcomputers will
 
have been purchased through the VISISA Project.
 

(2) Policy and Program Planning Capabilities
 

Having established a management information system for health
 
services planning, a requisite for its appropriate use is the
 
presence of a sufficient number of MOH personnel trained in the
 
management, analysis, and use of information in the MOH's planning,
 
programming and budgeting procedures. Supervisors, program
 
planners, and policy makers will have to learn to use the new range
 
of planning and monitoring tools available and simple methods for
 
gathering data to supplement that routinely produced by the MIS.
 

The MOH Planning Directorate will be the locus for activities. It
 
has been given the responsibility for coordinating the involvement
 
of all MOH offices in developing integrated plans and budgets. As
 
the Directorate responsible for ensuring that policies and programs
 
are clearly related to the MOH's goals and objectives and that
 
health delivery strategies are coordinated irsofar as possible, it
 
will also coordinate the collection and analysis of comparable data
 
that are useful for decision-makirg purposes.
 

As a first step in implementing this Project component, the Planning
 
Directorate (in cooperation with other MOH offices) will begin
 
development of a detailed design for MOH-wide strengthening of
 
policy and program planning for presentation to the Minister of
 
Public Health by the end of the first Project year. This will be
 
based on existing MOH planning, programming, budgeting and
 
management initiatives, and include a detailed training plan for
 
selected MOH central, regional and facility level staff in planning,
 
management, and problem analysis.
 

While the MIS will be used, insofar as possible, as the basis for
 
planning and program management, additional data will be required in
 
order for the MOH to have adequate information in developing,
 
assessing, implementing and evaluating means for improving the
 
effectiveness and efficiency of the health services delivery
 
system. To respond to these needs, applied health services research
 
studies will be carried out under the aegis of the Planning
 
Directorate at two levels: the central MOH level and the Regional
 
level. National-level studies (i.e., on cost-recovery mechanisms)
 
will be designed and conducted by the central office staff most
 
involved in the study topic, with technical assistance from the 
Planning Directorate and the involvement of personnel at the 
regional and facility levels involved as appropriate. Regional and 
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local facility-based studies will 
be designed and conducted by

trained personnel at those levels, also with technical assistance
 
from the Planning Directorate, which will coordinate these studies
 
to ensure that there is not undue duplication of effort and at the
 
same time to develop comparable data sets wherever possible.
 

Primary areas for applied health research will be:
 

(a) Health Care Financing: Cost Recovery and Cost Reduction
 
Strategies: The lack of systematic knowledge about the health
 
care system of El Salvador is a problem that plagues any effort
 
to develop recommendations about public health care 
financing.

Systematic studies need to be undertaken to provide baseline
 
data and feedback on 
the effects of measures suggested in
 
preliminary investigations of cost recovery potential 
conducted
 
in El Salvador, including the impact of: (i) formalizing and
 
standardizing the present structure of user 
fees and increasing

the level of fees; and (ii) instituting a full cost recovery
 
program for all medicines. A comprehensive study of the health
 
care system as a whole, including quasi-public health care
 
institutions, private hospitals and clinics, pharmacies, and
 
services 
available through charitable organizations will also be
 
carried out to evaluate options for privatization, including the
 
possible leasing or selling of MOH facilities and greater

private sector provision of services. Utilization patterns and
 
the functioning of informal referral 
networks would be important
 
corollary studies.
 

(b) Health Provider Training_aidEmployment: During the 
recent
 
planning and development of the PROSAR program, the MOH has
 
struggled with the trade-offs between use of volunteers and
 
employment of additional rural health workers, including

considering the ethical and recurrent cost 
issues. Clearly, the
 
training and employment of additional rural health personnel is
 
one of the most critical issues facing the MOH today, and one
 
which will become increasingly important unless and until
 
difficult decisions 
are taken by the GOES and the MOH. However,

little information is available that 
can serve as the basis for
 
rational decision-making in this regard. A study of the
 
production and distribution of providers in the public and
 
private sectors 
is critical and will be conducted within the
 
first year of the Project. Information will 
also be needed on
the effectiveness of 
the PROSAR program and the possible use of

volunteers to further expand outreach such as some of the ARS
 
have done.
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(c)Drug Supply and Use: The supply, distribution and use of drugs
 
has been and continues to be an important issue for the MOH and
 
is directly related to its ability to provide adequate basic
 
health services. Under the VISISA Project, a study of
 
prescribing and dispensing practices is being implemented in one
 
region. Bon.ed on the results of this, a larger study is planned
 
involving the other regions to identify areas for improvement
 
and to design strategies for improving drug supply, distribution
 
and use. A comprehensive study will also be conducted of the
 
private .nd public supply, distribution and use of drugs.
 

MOH staff at all levels will require substantial training to help
 
ensure that the Ministry's plans are based on appropriate and
 
adequate information, correctly interpreted, that the recommended
 
strategies are linked to that information, and that the plans are
 
actually used in designing and managing MOH programs and service
 
delivery procedures at all levels. Short-term in-country training
 
will be designed by the Planning Directorate incooperation with the
 
Training Center, the rechnical/Operative and Administrative
 
Directorates, the Office of the Director General, and regional
 
offices. It will be based on the work already underway by the
 
Planning Directorate (e.g., in the Santa Ana Region) and by the
 
Technical/Normative Directorate (e.g., Development of Supervision
 
strategies and preparation of treatment noriIs). The training will 
include use of morbidity and mortality statistics and health
 
services utilization data in pl... iirg, design and use of analytic
 
procedures (including, for example, selection and interpretation of
 
computer-based data), goal setting and design and implementation of
 
program strategies (including for example specific service delivery
 
mechanisms) to meet identified health needs of the general
 
population and of specific population sub-groups, methods for
 
setting priorities among alternative strategies and resource
 
allocation opportunities, preparing program-related budgets, and use
 
of alternative monitoring methods and information sources (e.g., use
 
of the MIS to monitor selected health status indicators).
 

b. Inputs: Two long term technical advisors, a Health Planner
 
who will also serve as the Chief of Party for the technical
 
assistance team and a Management Development/Health Services
 
Research Specialist, will provide assistance to the Planning
 
Directorate and the Office of the Director General for the duration
 
of the Project. A MIS Specialist will also be needed for the first
 
two years of the Project, and then intermittently for the remainder
 
of the Project to assist the MOH in upgrading the computerized MIS.
 
The skills of these technical advisors will be augmented with
 
specialized short-term technical assistance, such as inareas of
 
alternative cost-recovery schemes, patient utilization patterns, and
 
adaptation of special software packages. The Project will purchase
 
approximately $700,000 in computers and related equipment.
 



-34-


IV. FINANCIAL ANALYSIS
 

A. Financial Plan
 

Total Project costs are an 
estimated $79.6 million as 
shown in the
following Financial 
Tables. AID wijl contribute $48 million and 
the
GOES $31.6 million. The largest share of AID funds will 
be for
drugs and medical supplies ($28.7 million or 
60%). Another 12% will
be for vehicles and spare parts, equipment for units and posts and
the malaria program, and computers; and 12% 
of the funding will be
used for short and long-term technical assistance. Remaining funds
will 
be allocated for insecticides (50/, child survival promotion
and support for 
the health education division of the
MOH (2%), training (2%), administrative support personnel (1%),
evaluation (1%), 
and contingencies (5%).
 

The GOES contribution to 
the Project is estimated at $31.6 million,
representing 40% of Project costs. 
 The GOES budget costs include
pharmaceuticals; 
salaries for the PROSAR workers, 
logistical support
personnel and participant trainees; vehicle operating and
maintenance costs; 
labor and other construction costs for 
laboratory
facilities at 
the unit and post level, 
and computer maintenance.
 

B. Financial Analysis
 

Over 75% 
of Project resources are 
being used to meet essential
commodity requirements of the MOH that 
can only be met by off-shore
procurement requiring foreign exchange. 
 Of this, 651 will 
be used
to purchase A.I.D.-funded pharmaceuticals, medical supplies, and
insecticides having their 
source and origin in the U.S.; 
medicines
which are available locally or" can 
be purchased by the MOH offshore
at a lower cost than 
in the U.S., will be purchased by the MOH using

its own resources.
 

In view of the constraints cited earlier with respect 
to the MOH's
budget, the design of the 
Project was conducted with due attention
to the MOH's ability to sustain the operation of administrative,
logistical 
and technical 
support systems strengthened by the
commodity support, computerization of the MOH's management
information system, and establishment of competency-based training
programs. 
 However, the fundamental premise of 
this Project is that
with the establishment of 
more efficient support systems and a
decision-linked management information system, the MOH will 
be in a
position to rationalize its 
budget allocation process and effect
 
shifts as appropriate.
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C. Effects of AID's Project on Recurrent Costs
 

New recurrent costs to the GOES created as a direct result of the
 
AID funding under this Project are minimal -- those associated with
 
maintenance and operation of the computerized management information
 
system (estimated at $15,000 per year during the Project and $50,000
 
per year thereafter), $75,000 in additional personnel costs for
 
additional mechanics and bio-medical technicians, and the operating
 
costs of the motorcycles for the malaria program ($4,500 per year).
 
Maintenance and operation costs associated with the other vehicles
 
should be reduced overall since the vehicles being purchased will
 
replace vehicles of 10 years and older and the MOH will be reducing
 
overall fleet size. Repair costs for bio-medical equipment should
 
also be reduced with the introduction of new equipment and training
 
of laboratory technicians in simple preventive maintenance
 
techniques for the new equipment. In addition, for purposes of the
 
recurrent cost analysis, however, we have also included the salary
 
costs for the 172 PROSAR workers to be added to the MOH personnel
 
roles during the two-year pilot phase ($344,000 per year) using GOES
 
resources. Total recurrent costs added as a result of this Project
 
are $473,500 per annum, or approximately 1% of the total AID Project
 
funding.
 

Conservative estimates of the MOH's budget over the next five years,
 
based on trends in the MOH budget as a percentage of the total GOES
 
budget and GDP, would suggest an 'ncrease of approximately 19.0
 
million colones or $3.8 million (See Annex H tables and Bulk Annex
 
A). Assuming the MOH institutes additional cost-recovery measures
 
to generate resources to increase its purchases of pharmaceuticals
 
(i.e., full cost-recovery for medicines), this budget increment
 
could be used to cover the minimum recurrent costs generated by this
 
Project, as well as the costs for expanding the PROSAR program
 
beginning in the third year if an evaluation of the program supports
 
such a strategy. The recurrent cost associated with an additional
 
600 PROSAR workers during the final three years of the Project would
 
be $1.2 million per year.
 

However, as suggested above, the MOH will have to implement both
 
cost-recovery and cost-containment measures during the Project
 
period if it is to be able to assume a greater share of the burden
 
for medicines and supplies, than it is able to currently. An
 
explicit objective of this Project is to assist the MOH in grappling
 
with issues related to health care financing. Applied health
 
research studies on cost recovery and use of MOH resources will be
 
conducted during the rirst and second years to assist the MOH in
 
identifying viable options and formulating strategies to increase
 
the self-sufficiency of the public health care system.
 



TABLE II
 
SUMMARY COST ESTIMATE AND FINANCIAL PLAN
 

(US $000)
 

A.I.D.
 

PROJECT INPUTS FX LC GOES LC PROJECT TOTAL
 

I. COMMODITIES
 
A. Pharmaceuticals & medical supplies 28,700.0 25,000.0 53,700.6
 
B. Equipment and materials 700.0 0.0 700.0
 

v0.0 2,300.0
C. insect.cides 2,3. 0 

C. qehicles 4,58B,0 .0 4.58E.0
 
D. Compu'er Equipment 667.0 0. &B7. 

ii, INFRASTRUCTURE MAINTENANCE/CONSTRUCTION 0.0 -1,675.0 1,675.0 

!i].PERSONNEL 0.0 550.0 2,930.0 3,480.0 

'V. ChiLD SUMIVAL PROMOTION/HEALTH EDUC. 0.0 950.0 425.0 1,375.0 

V. PARTICIPANT TRAINING 300.0 0.0 40.8 340.8
 

VI. TECHNICAL ASSISTANCE
 
A. Long Term 3,825.0 0.0 0.0 7,825.0
 
B. Short/Medium Term 1,710;0 320.0 0.0 2,030.0
 
C. Triining Program Support 0.0 850.0 110.0 960.0
 

VII. PROGRAM LOGISTIC SUPPORT 0.0 (.0 1,405.0 1,4$5.0
 

VIII. EVALUATION 180.0 50.0 0.0 230.0
 

IX. CONTINGENCY 2,290.0 2,290.0
 

PROJECT TOTAL 45,280.0 2,720.0 31,SB5.8 79,585.8
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V. IMPLEMENTATION PLAN
 

A. Administrative Arrangements
 

The Minister of Health of the Government of El Salvador will
 
assume overall administrative responsibility for this Project.

Minister will delegate responsibility for oversight and Project 

The
 

coordination to the Vice-Minister, who will have a Project-funded

staff assistant to monitor the day-to-day implementation matters for

the Vice Minister. An internal 
Project Steering Committee will be
 
constituted of the heads of the Directorates for Planning,

Administration and Technical/Normative Operations, the head of the
 
Drug and Medical 
Supply Unit, and the Office of the Director General
 
of Health, with responsibility for the overall management and
 
execution of Project activities, with the support of the technical

assistance team. 
 Personnel in each of these Directcrates and Units
 
will also be designated as counterparts for the technical 
assistance
 
team who will be located throughout the centril MOH. (See Annex I

for administrative arrangement; 
between the technical assistance
 
team and MOH personnel.)
 

As a precondition 
to expenditure of funds by the GOES, establishment
 
of the staff position to the Vice-Minister and the Project Steering

Committee will be required. 
 The KOH and USAID wil jointly agree on
 
the responsibilities, scope of work and reporting requirements of
 
the staff assistant and this Project Committee. A detailed Action

Plan, including a budget and schedule of activities, for the first
 
year will be jointly developed and agreed to by the MOH (including

the Project Steering Committee) and USAID and will be a Condition
 
Precedent to disbursement. Progress toward goals established in
 
this plan, and disbursements pursuant thereto, will 
be reviewed
 
periodically with the AID Project manager. 
 Subsequent allocations
 
will be contingent on successful implementation of the activities
 
described in the annual Action Plan.
 

Annual Action Plans (including budgets) for subsequent years will 

prepared and submitted for AID approval at least 30 days prior 

be
 
to
 

the beginning of each year of the Project. 
 AID approval will be

made by Implementation Letters. Once approved, the annual plan and
 
budget will constitute the basis for all 
Project expenditures. For
 
activities identified in the plan, no further AID approval will be
 
required unless the value of a good or service exceeds $25,000.
 

The MOH will prepare its annual pharmaceutical equirements each
 
year inAugust, together with a plan for MOH purchases and projected

donations, and this will be reviewed by A.I.D. 
As is the case now,

the list of needs will be based on an analysis of priority

pharmaceuticals listed in the Ciidro Basico. Only those
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pharmaceuticals which the GOES cannot obtain locally or from
 
non-U.S. sources at lower costs, and which are required for priority
 
health programs will be purchased by AID. PIO/Cs will be prepared
 
and issued by USAID to AID/N for assignment to the GSA or VA.
 

Approximately $5.8 mill ion will be used to finance the technical
 
assistance required under the Project, which will be implemented
 
through direct USAID contracts and buy-ins to regional and
 
centrally-funded projects under authority to be included in the
 
Project Agreement. Short-term technical assistance, including that
 
which is available through AID/N centrally managed projects such as
 
Stonybrook, PRICOR, and the Vector Biology Control Project, will be
 
implemented through work-orders, buy-ins, or direct contracts with 
USAID, under authority to be included in the Project Agreement. 

Implementation of the Project will be monitored by a USAID Project 
Implementation Commmittee, chaired by the Associate Mission Director 
for Operations, which will meet monthly, and at the regularly 
scheduled quarterly Project reviews with the Mission Director, 
Deputy Director, and the Associate Mission Director for Operations. 
The Project Implementation Committee will include representatives 
from the Office of Human Resources and Humanitarian Assistance, the 
Office of Projects, the Controller's Office, the Management Office, 
and the Program Office. The HR/HA Health Officer will be 
responsible for UAID's day-to-day management of the Project. 

B. Disbursement Procedures 

Standard A.I.D. disbursement procedures will be employed, 
appropriate to the complexity and requirements of each of the 
Project activities. A.I.D. direct disbursement mechanisms will be 
handled at the Mission level. All A.I.D. local cost contributions 
will be handled through the GOES's extraordinary budget process. A 
chart showing the methods of implementation and financing which will
 
be used under the Project is included as Annex M. No Project
 
funding is budgeted for independent auditing given the thoroughness 
of the GOES audit process for extraordinary budget expenditures 
which will be used for the $1.6 million in local cost contributions 
to be administered by the GOES. The balance of the Project funding 
will be disbursed through direct AID contracts or direct placement 
of participants by AID; audits by third parties are therefore not 
warranted.
 

C. Procurement Plan 

A detailed procurement plan for pharmaceuticals and medical 
supplies, equipment, vehicles and technical assistance, including a 
schedule for all planned first year procurements, is included as
 
Annex J. The source and origin of pharmaceuticals, medical supplies
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and vehicles will be limited to AID Geographic Code 000 (with the
 
exception of motorcycles). Other equipment and materials purchased

with foreign exchange (U.S. dollars) will have their source and

origin in the United States and the CBI-designated Central American
 
Common Market countries. Local 
shelf items will be purchased in
 
accordance with local cost procurement guidelines in Chapter 18 of
 
AID Handbook 1, Supplement B.
 

D. Naivers
 

Included in the Project authorization will be a request for

waiver of competition for the purchase of AMC vehicles under the
 
Project, in accordance with the MOH's standardization plan. Ninety

125cc Japanese motorcycles will also be purchased; however, 
such
 
motorcycles are 
covered by an AID/N blanket source/origin waiver for

motorcycles with up to 125cc engines. Also included in the Project

authorization will be 
a request for waiver of competition for the

purchase of 100 portable spray pumps from H.D. Hudson Company and
 
12,000 nozzle tips from Spraying Systems Company. Again, the
 
justification is standardization. Other, source/origin waivers may

be required for some 
laboratory equipment, but these will be sought

through the appropriate means at 
a later date when the specific

requirements have been identified. Additional study is underway to
 
determine if a sole 
source waiver- is needed for purchase of the
 
computer equipment required. These will be based on the
 
recommendation of SER/IRM after their 
review of the systems design.
 

E. Schedule of Major Events
 

A chronogram providing an over-all 
picture of Project implementation

with essential activities and timing laid out is included as 
Table
 
VI. Table VII provideq an estimated time schedule for the applied

health research studies on key policy issues.
 

VI. MONITORING PLAN
 

A. AID Project Monitoring Arrangements
 

Project monitoring will be exercised by the Health Officer
 
assigned to the USAID's Human Resources and Humanitarian Affairs
 
Office (HR/HA). The HR/HA Project Manager will 
work closely with
 
the MOH and related GOES implementing entities (for example, the
 
Corte de Cuentas and the Ministry of Planning) to assure that

Project implementation plans and objectives are 
met, and will have
 
the assistance of a full-time personal services 
contractor for
 procurement actions. In accordance with Mission Policy, and 
in
 
particular in view of the 
recent Management Assessment of the VISISA

Project, monthly Project review meetings will 
be held to review and
direct Project implementation. The Associate Mission Director for
 



3 
project Quarter 

PROJECT START UP
 
l'roAg signed 

CBD Ad. for RFTiP 

Cl's met 

VISISA T.A. Extension 

I'SC Contract signed 

T.A. Proposals due 

T.A. selected 

I.A. contract signed 


PSA Selected 


T.A. team arrives 


VISISA T.A. Exten. Exp. 


COMMODITY ORDERS/ARRIVALS
 

PIO/C for drugs/supplies 

!'IO/C for malaria prog. 

Vehicles ordered 

IFB motorcycles issued 
Motor. award made 

Drug/supply arrivals 

Vehicle arrivals 
Mal. equip. arrives 

insecticide arrival; 

MIS specs forwarded IRM 

MIS equip. ordered 


MIS equip. deliv/instal 


Biomed list standardized 
PIO/C [or bio-med 
Biomed arrivals begin
 

TABLE V I 
MAJOR EVENTS 

YEAR FOUR .... YEAR FIVEYA T
YEAR TWO
YEAR ONE 

1 21 2 3 4 1 2 3 4 

1 2 3 4 1 2 3 4 

X 
1 
2
 
3
 
3
 

4
 

5
 
6
 
6
 

7
 
7
 

3
 
3
 
3
 
3
 

5 
6-­
6.................................-----------------------................
 

7
 
8 

4 

6 
. . . ....
.. .. .. .... . .
.. .. .. ......
9 -.. . -----.. 

3
 
5
 



YEAR ONE 
 YEAR TWO YEAR THREE YEAR FOUR YEAR FIVE
Project Quarter 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 1 2 3 4
 

BHS PROVIDER TRAINING:
 
Treatment norms finalized 
 6
 
Comp. training plan developed 9
 
Training of trainers 
 10-----------------------
24
 
BHS Provider Trg 12
 

MIS SYSTEM DEVELOPMENT
 
Training MOH personnel 9--------------------20
 
Equipisupp. in place 
 18--20
 
Systems devel/testing 9 ----------------------------------------
 30 

POLICY AND PROGRAM PLANNING 
Compre. plan developed 3------------- 12 
Training (U.S. - In-cty) 6------------------------------------------------------------------ -48 
Operations Research Stud
 

Drug supply and use 6--------- 12 
Health Care Financing 9----------- 15 
Health Provider Alloc. 
 12----------18
 
Reg'l level studies 
 18------------------------------------------------------------------------


PROJECT EVALUATIONS
 
Baseline study 3--------------12
 
Progress Evaluations 
 20-21 
 36-37

End of Project Eval. 


50-52
 

NOTE: Numbers indicate project months.
 



TABLE VII
 

PROPOSED CHRONOGRAM OF APPLIED HEALTH RESEARCH STUDIES ON SYSTEM-WIDE ISSUES*
 

Year One Year Two
 

Area of Research 1 2 3 4 1 2 3 4
 

I. Health Care Financing:
 

Patient Utilization Patterns
 
San Salvador** X 

Patient Utilization Patterns
 
in Two Regions X 

Patient Utilization Patterns
 
in Other Two Regions X 

Cost recovery for drugs X X 

Formalizing and standardizing
 
user fee structure X X
 

Hospital services financing X X
 

II. Health Provider Training and
 
Employment
 

Provider Availability X X
 

Effectiveness of PROSAR X X
 

III.Drug Supply and Use
 

Evaluate findings of Santa Ana
 
Region on prescribing practices X
 

Revise methodology and conduct
 
study in a second region x 

Study of private pharamaceutical
 
industry x 



20050 

* This is an illustrative chronogram of studies relevant to national health care 
financing and policy questions. Additional regional operational studies will be
 
carried out throughout the Project, beginning in the second year of the Project. 
A
 
plan for these studies will be developed with the Health Policy advisor.
 

** Will be funded with FY 86 PD&S funding.
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Operations will chair these meetings. Representatives from the
 
Offices of Human Resources and Humanitarian Affairs, Projects,
 
Program, Management (Contracts), and the Controller will participate
 
in the reviews.
 

The HR/HA Project Manager will also call upon other Mission Offices
 
and Regional Services as needed throughout Project implementation.
 
These will include:
 

1. The Projects Office (PR.) , which will monitor Project 
implementation to a'sure that the terms and conditions of the 
Project Agreements are met:. 

2. The Mission Controller (CONT), who will review disbursement 
and reimbursement requests for conformity with AID regulations and 
will ensure that adequate financial controls are exercised. 

3. The Program Office (DPPO), which will assist incarrying out
 
AID Project evaluations ard related assessments.
 

4. The Management Office (MO), which will assist in the
 
contracting of personnel and procurement of commodities.
 

5. The Education and [raining Office (OEI), which will assist 
the various implementirg entities in certain AID administrative 
requirements for Partikipdnt Training. 

6. The Regional Commodity Management Specialist (ROCAP), who
 
will assist in periodically assessing the performance of the MOH
 
procurement ffice and the adequacy of the procurement planning and
 
implementation processes.
 

B. Assessment of AID Mui toripCapabiliy 

The recommendations of the recent Management Assessment on the 
VISISA Project have been fully considered in the development of this
 
new Health Project. therefore, a functioning Project Implementation
 
Committee will be estahlished to help ensure close cooperation among
 
the USAID offices stipulated above in the management and monitoring
 
of this Project. Moreover, a procurement plan has been developed
 
and more carefully detailed annual procurement implementation plans
 
will be developed and monitored throughout the Project. Given these
 
efforts and the level of Mission staff, no difficulty is anticipated
 
incarrying out Project Monitoring responsibilities.
 

VII. EVALUATION PLAN
 

AID and the GOES will conduct three Project reviews, utilizing
 
in-house and external resources to be financed under the Project. 
Baseline data will be gathered during the first year, both as input 
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for the MIS and through the applied health research studies
commissioned as 
part of this Project. 
A brief summary is provided
here, with greater detail contained in Annex N.
 

The first evaluation is scheduled for 20 months after signature of
the Project Agreement. This evaluation will 
measure progress in the
delivery of commodities and 
planned improvements in the acquisition
and management of drugs and medical 
supplies; compare efficiency of
the maintenance systems for equipment and facilities before and
during Project implementation; 
measure progress in the 
extension of
health services to rural 
areas; examine progress in implementing
malaria control activities: compare the 
status of the establishment

of the MIS with the Project plan: 
and review the quality of the
training programs and applied health research studies undertaken by
the MOH. A second evaluation will be scheduled for the 36th month,
largely focussed on 
these same outputs.
 

A third and final evaluation is planned for 
the final year of the
Project. This evaluation will measure, 
in addition to output level
indicators measured throughout Project implementation, attainment of
purpose and contribution
the to Project goal. Specifically, the
final evaluation wil1 
 measure 
the increased availability of basic
health services; improvements made 
in the decision-making

capabilities of the MOH as 
demonstrated through 
identifiable changes
in resource allocation, effectiveness of primary 
level facilities

and providers, and 
logistics improvement; and reduction 
in infant
and child and mortality and key morbidities indicated in the 
logical

framework.
 

Each evaluation report will, 
in ar-ition to covering the above
points, identify and discuss major changes in the Project's setting,

including socio-economic conditions.
 

Evaluations will 
be carried out by a team of specialists, including
external consultants. Evaluation services will 
be contracted by
USAID/El 
Salvador utilizing Project funds, under authority contained
 
in t;me Project Agreement.
 

VIII. CONDITIONS AND COVENANTS 

Additional Conditions and Covenants beyond those normally contained
in the 
standard A.I.D. Project Agreement will be as follows:
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A. Conditions Precedent:
 

1. Prior to the disbursement of A.I.D. funds for activities
 
under the Project, or to the issuance of any documentation pursuant
 
to which disbursement will be made, the GOES will establish a staff
 
position reporting to the Vice-Minister and a Project Steering
 
Committee, including but not limited to the heads of the Planning
 
Directorate, the Drug and Supply Unit, the Director General, the
 
Administration Directorate, and the Technical/Operative Directorate,
 
for Project coordination.
 

2. Prior to the disbursement of A.I.D. funds for activities
 
under the Improving Basic Health Services and Strengthening Policy
 
and Program Planning and Management Components, other than for the
 
technical assistance contract personnel, or to the issuance of any
 
documentation pursuant to which disbursement will be made, the GOES
 
shall, except as the Parties may otherwise agree in writing, furnish
 
to A.I.D., in form and substance satisfactory to A.I.D., a detailed,
 
time-phased Action Plan for project activities to be carried out for
 
the first year of the Project.
 

3. Prior to the disbursement of A.I.D. funds for in-country
 
training activities or participant training under the Project, or to
 
the issuance of any documentation pursuant to which disbursement
 
will be made, the GOES will suomit a detailed training plan which
 
identifies GOES training needs and training resources available
 
through Ministry and other donor projects. Such plan will be
 
prepared on an annual basis.
 

B. Covenants:
 

The GOES shall covenant that it will:
 

1. Obtain A.I.D.'s concurrence to the individual to be
 
contracted or assigned as the staff assistant to the Vice-Minister,
 
and to all contract extensions.
 

2. Beginning in the GOES FY 1986, make every reasonable effort
 
to effect the timely procurement of, and to fully disburse its
 
annual appropriated budget for, pharmaceuticals and medical supplies.
 

3. Make every reasonable effort to increase the amount of the
 
MOH's operating budget for pharmaceuticals and to optimize the use
 
of GOES-appropriated resources for these purposes.
 

4. Make every reasonable effort to budget an amount adequate to
 
finance the recurrent costs of the public health care system.
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5. Beginning in the GOES FY 
1987, initiate alplied health
research studies on health care 
financing and use 
the results of
such studies in the development of the detailed action plans

required for this Project.
 

6. Prior 
to the obligation of additional health funds under this
Project, the GOES and A.I.D. will 
jointly review the 
findings of
studies undertaken relevant care financing issues and
to health 

discuss and agree upon actions and/or strategies which will 
increase
the efficiency and self-sufficiency of the public health sector.
 

7. 
 At the end of the second year, participate in a joint

GOES/AID review of Project activities and economic conditions
relevant 
to continuing commodity support requirements of the MOH and
the programming of planned future-year obligations under 
this
 
Project.
 

8. 
 Make availau!2 adequately-trained personnel for anti-malarial
activities, equipment and facilities maintenance, and health

services, to carry out 
the planned activities of this*Project.
 

VII. SUMMARY PROJECT ANALYSES
 

A. Economic Analysis
 

This Project is designed to 
support and strengthen the MOH to

deliver and 
increase the availability of basic health care
services. In economic terms, the Project will invest 
resources in
health care services which aim at 
improving the overall welfare of
the population and 
as a result its productivity. The purpose of
this analysis 
is to attempt to quantify the economic feasibility of
 
carrying out such an investment.
 

1. Methodological Considerations
 

Much of this analysis is based 
on a recently published article by
Ronald J. Vogel 
and Jon B. Christianson 1/, which discusses some of

the problems that economic analysts may find 
in carrying out
orthodox 
cost benefit analyses of health projects in areas where

there is military conflict. Fhe article was 
found to provide a
reasonable framework 
to analyze the economic feasibility of this
Project. The 
reader, however, should not 
assume that every subject
 

(1) Vogel, R. J. and Christianson, J. B., "The Evaluation of
Economic Development Projects Where Military Conflict is Present:
Investing in Health Care in El Salvador", Journal of Policy Analysis

and Management, Vol. 5, 292-310, (1986)
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in the article is covered, or that subjects covered fully reflect
 
the views expressed in the cited article. The analysis will proceed
 
by identifying the benefits and costs associated with the Project,by
 
making an attempt at quantifying these. The net present value of
 
each stream will be estimated using a discount rate, and the
 
difference between both figures will be regarded as the net economic
 
benefits associated with the Project. Since benefits will be
 
estimated on the basis of specific assumptions about the impact of
 
the Project, the analysis will include a section in which net
 
economic benefits will be estimated on the basis of a range of those
 
assumptions.
 

2. Project Benefits
 

There are four types of benefits which are usually identified with
 
health projects: a) the value of avoided expenditures on curative
 
services; b) the value of avoided physical and psychological pain
 
and suffering associated with disease and death; c) the value which
 
U.S. citizens place in achieving improvements in the health of
 
residents of other countries; and, d) the value of avoided
 
productivity losses associated with partial and total disability and
 
early death.
 

The first category of benefits, or the value of avoided expenditures
 
on curative care, can only be estimated if there exists a wealth of
 
health and medical care data. At a minimum, detailed information is
 
necessary on the impact of the program in terms of the composition
 
and likely course of diseases avoided by the population served by
 
the Project, and the future cost of medical services needed to treat
 
each of the diseases avoided. Clearly, this type of information is
 
not available in the Salvadoran setting. The complexity of the
 
information required does not permit the utilization of
 
assumption-generated estimates for this type of costs, and,
 
therefore no attempt will be made to estimate them on that basis.
 
Following what appears to be the standard analytical practice for
 
this type of benefit, its quantitative magnitude is assumed to be
 
sufficiently small not to warrant the effort to obtain an estimate.
 

The second and third categories of benefits, or the value of pain
 
and suffering associated with disease and death, as well as the
 
value which U.S. citizens place on improved health in El Salvador
 
will be ignored. Clearly, there is no empirically sound basis on
 
which to estimate these benefits.
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The fourth category of benefits, the value of avoided productivity
 
losses, is also difficult to estimate. The difficulty lies in
 
defining empirically verifiable linkages between: a) the impact of
 
the project and improved health; and, b) improved health and
 
productivity increases. The first linkage requires defining the
 
impact which Project activities will have on specific segments of
 
the population (sex, age, etc). The second linkage requires an
 
estimate of the productive life of each of the segments of the
 
population served by the Project. There is no available data at
 
that level of detail to permit the definition of either linkage.
 
There is, however, an alternative way to "estimate" nroductivity
 
gains associated with the Project on the basis of assumptions about
 
the average size of the gain, the share of the population, and the
 
impact of the conflict on productivity. If this method of
 
estimating benefits exceeds the discounted stream of costs, the
 
investment could be justified economically, especially when other
 
known, but unquantifiable, benefits have not entered the
 
cost/benefit calculus.
 

For purposes of estimating the value of avoided productivity losses,
 
this analysis will utilize four assumptions which together generate
 
estimates of economic benefits as follows:
 

a) The rate of productivityqrowth associated with the project: 
The Vogel and Christianson paper utilizes a range of four
 
assumptions about productivity growth: 1%, 5%, 10%, and 15%. For
 
the purposes of this analysis the range will be changed to 1%, 3%,
 
5%, and 10%. The 15% was discarded on the basis that it is too high
 
an estimate of potential productivity increases in El Salvador under
 
current circumstances.
 

b) The share of the total population served by the Project: This
 
section also follows the Vogel and Christianson assumptions that the
 
Project can potentially reach 85% of the population. However, this
 
analysis utilizes a less pessimistic range of percentages of the
 
target population actually served by the Project. The range used,
 
which is 15%, 20%, 40%, and 50%, is regarded as more realistic than
 
the range used in their paper, which includes 1%, 5%, and 10%.
 

c) The GDP per capita: This Mission will utilize a GDP per capita
 
of $587, which was registered in 1985. This figure already reflects
 
an exchange rate adjustment implemented in January 1986 which moved
 
the rate to ¢5 to $1. The population figure upon which this
 
figure was estimated is 4.77 million inhabitants, with a 2.7 rate of
 
growth.
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Table VIII presents a range of total economic benefits that would
 
accrue in the first year under various assumnptions. The upper left
 
corner of the table shows the most pessimistic of the outcomes ($3.6
 
million), while the lower right corner shows the most optimistic of
 
outcomes ($118.9 million). In order to estimate the stream of
 
economic benefits under the Project, this analysis will depart from
 
the assumption that reaching 15% of the target population per annum
 
is a realistic and achievable objective. Any incenent beyond 15%
 
would be too optimistic under present circumstances, any fall below
 
that figure would seriously a priori put in question the investment
 
in the sector. This figure is deliberately below estimates made in
 
other sections of the Project paper. The next step is to choose a
 
likely ,;nge of productivity increases per capita associated with
 
the yearly increment in the share of the target population reached
 
by the Project (15%). In this case, this analysis will proceed by
 
choosing three outcomes, the achievement of a 1%, 3%, and a 5%
 
increase in productivity resulting from the services provided by the
 
Project.
 

Once the base year benefits are established, the analysis proceeds
 
to Project these benefits over a period of five years. These
 
projections will take into account a population growth rate of 2.7%
 
per year, and the likelihood that the productivity increases will
 
not be sustained over time because of uncertainties associated with
 
factors such as the armed conflict (optimism bias). The latter
 
element is taken into account by assuming that first year
 
productivity increases will decline by 50% each subsequent year and
 
that such increases will end after the fifth year. The analysis
 
will utilize five years as the time frame to measure benefits as
 
well as costs.
 

3. Project Costs
 

This analysis utilizes all the costs associated with the Project.
 
This includes the resources which A.I.D. and the Government of El
 
Salvador will invest. The figures were obtained from the financial
 
plan portion of the Project Paper.
 

4. Net Economic Benefits
 

Table IX shows an estimate of Net Economic Benefits on the basis of
 
the combination of assumptions which appear to be as the most
 
reasonable. The discount rate adopted is 12%, which is the standard
 
practice for this type of Project. As previously justified, it is
 
assumed that 15% of the population is reached every year. This
 
estimate also adopts the assumption that the population served is
 
able to achieve a 3% increment inproductivity, and that such
 
increments decline 50% each subsequent year. The net results of the
 
discounted stream of benefits and costs shows a net present value of
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$5.0 million. This return suggest that invectment in health has a
 
high return, at least in economic terms. However, estimates which
 
are generated on the basis of assumptions need to be tested for
 
changes in the underlying assumptions which generated such results.
 
The purpose of such testing is to make sure that positive results
 
are not critically dependent on a given assumption.
 

5. Sensitivity Analysis
 

Table X presents a range of six different estimates generated under
 
different sets of assumptions, including the one shown in Table 2.
 
The principal assumptions tested are: i) the discount rate;
 
ii) productivity growth; and, iii) optimism bias.
 

The discount rate was modified from the base case presented in Table
 
2 by raising it from 12% to 14%. As expected in cases where the
 
time frame is short, the net economic benefits were reduced by only
 
$0.7 million. Thus, if the rate of discount were increased to an
 
even higher level the change in the net economic benefits would not
 
be significant.
 

The productivity gain was tested for the values of 1% and 5%. The
 
results show that net economic benefits are very sensitive to this
 
assumption. In the case of the 1% assumption, net economic benefits
 
become minus $36.5 million. This result must be viewed against the
 
fact that other benefits identified above have not been quantified,

and that the value of these benefits may indeed exceed the negative

value obtained under this assumption. Conversely, raising the
 
assumed productivity increase to 5% raises the net economic benefits
 
by about $40 million.
 

The optimism bias correction was changed to 40% and 60%. The use of
 
a 40% assumption reduces net economic benefits by approximately $6
 
million, while raising the correction to 60% increased net economic
 
benefits by an almost similar amount (i.e., $6 million).
 

6. Conclusions
 

The forgoing analysis shows that investment in the health sector in
 
El Salvador is an economically sound proposition, if the principal
 
assumptions of the project analysis prove correct. Much of this
 
will depend on the degree to which the Project is effective in
 
reaching the target population with the intended services. This
 
conclusion is based on the fact that economic benefits 
were only
 
partially measured and that under the strictest of assumptions about
 
the nature and magnitude of those measured benefits, a positive
 
stream of economic benefits resulted.
 

B. Technical Analysis
 

The technical analyses are presented by Project component, as
 
described in Section III of this Project Paper.
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1. Supplies and Equipment Provision and Management
 

All of the pharmaceuticals to be procured through this Project will
 
be ones included in the Cuadro Basico. It is not anticipated at
 
this time that during the course of this Project drugs new to El
 
Salvador will be procured. However, if that is the case, the new
 
Drugs and Medical Supplies Unit will have reviewed the quality of
 
the drug and approved it for introduction to and use in the MOI!
 
system. The same is true for other medical supplies that will be
 
procured through the Project. Nith regard to management procedures,
 
these will be strengthened through refinement of procedures (and the
 
related data-base system) introduced during the VISISA Project.
 

Two aspects of supply management have been addressed during the
 
VISISA Project, but require continued strengthening. The first is
 
forecasting and procurement planning, which will be strengthened
 
through the use of the MIS bio-statistics and inventory control
 
sub-systems and the establishment of the Drug and Supply Unit as the
 
coordinating point for forecasting, procurement planning, and
 
monitoring the distribution and use of drugs. The second is the
 
imbalance of drug distribution to and stock in MOH facilities. The
 
MOH's effort to rationalize distribution is complicated by
 
unforeseen donations and uncoordinated purchases by the patronatos.
 
The aforementioned efforts of the Drug and Supplies Unit,
 
particularly with respect to monitoring distribution and use and the
 
computerized inventory control should facilitate improvements in
 
this area as well.
 

The Project will provide bio-medical and electro-mechanical
 
equipment and vehicles that are deemed by the MOH to be essential to
 
provision of basic health services. Since 1979, the only equipment
 
brought into the MOH has been provided by donors, and it has not
 
been sufficient to bring these facilities' equipment up to the
 
reasonable standards incorporated in MOH equipment lists for each
 
type of basic health service facility. For example, IDB-funding did
 
not provide laboratory equipment for health units. The equipment to
 
be provided under the Project includes laboratory equipment for use
 
at health units and water pumps and sewage connections at units and
 
posts; none of these items represent any new technology for MOH
 
personnel. Moreover, in the process of selecting and obtaining
 
those commodities, the Project will assist the MOH with development
 
and use of criteria for selection of equipment based on clearly
 
defined service needs and likely impact on health outcomes, a
 
standardization policy, recurrent costs, and training needs of
 
providers and maintenance personnel.
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2. Improving Basic Health Services Delivery
 

Success in strengthening basic health services, outreach and

community health services will 
depend, as will efforts under other
 
components of this Project, on assuring that a wide 
range of service
providers and support personnel 
have the knowledge and skills
 
necessary to carry out their 
tasks in accordance with MOH norms and
 
standards. This makes effective training an 
essential element of
the Project and of all of the MOH's efforts to improve its basic

health services and their support. Therefore, the Project will

include support for improvements in the pre-seivice training program

being designed for PROSAR workers and in-service training programs

for providers of basic health services, featuring increased MOH

emphasis on competency-based training in addition to direct
 
counterpart funding of training costs and of salaries of maintenance
 
personnel and PROSAR workers.
 

Competency-based training is based on 
the analysis of skills and
knowledge needed for effective and safe performance of job-required

tasks and designed to ensure 
that trainees acquire and demonstrate
 
their capacity for such performance. Its features usually include

behavioral objectives, initial pre-testing of students' 
relevant

skills and knowledge, a variety of instructional approaches and
materials, focus on the learner more than on the trainer, and
objective testing or rating of each student's performance against
the training objectives. Competency-based training is applicable at
all levels, although analysis of job-,'equired tasks is easier for
jobs involving repetition and regular routines. 
 For more complex

jobs, key tasks can often be isolated and competency-based training
programs developed for them. Competency-based training has a high

potential for assuring that MOH personnel acquire the specific

skills and knowledge required by 
their jobs, as is necessary for
 
successful implementation of MOH programs and 
systems, including

those carried out under this Project.
 

Several constraints must often be 
overcome by competency-based

training programs. One, 
common to many countries, is that both

trainers and trainees are accustomed to learning and to
rote testing
which emphasizes retention rather than understanding, application,

and skills. 
 Another is that trainers (particularly physicians)

sometimes believe that they should be allowed to (attempt to) 
teach
whatever they personally consider appropriate, rather than following
 
a prescribed program or method. 
 A third problem sometimes occurs
when objective testing produces results which are 
at variance with

those which the trainer or program believes or wants. These
constraints are expected .o be surmountable in El Salvador because

MOH leaders and trainers are convinced that systematic, efficient,
 
norm- and task-based training is necessary for the 
attainment of
 
their basic health 
services objectives and that competency-based

training will 
help them meet those training needs.
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3. Strengthening and Decentralizing Planning and Management Systems
 

The MIS will be the framework upon which the system-strengthening
 
aspects of the Project are built. This component includes design
 
and refinement of systems software; provision of equipment
 
(including microcomputers and related peripherals) and training of
 
MOH personnel. Full time (and short-term as necessary) technical
 
assistance will be provided throughout the duration of the Project.
 
While design, implementation and evaluation of a comprehensive MIS
 
for the MOH may appear to be an ambitious undertaking, it is viewed
 
as feasible for several reasons:
 

1) 	available software and computer languages make the
 
development of the individual sub-systems and development
 
of the integration software much easier than would have
 
been the case even two years ago - this is a technology
 
that is advancing rapidly and that has become much more
 
feasible for use in health services management in
 
developing countries;
 

2) 	ample technical assistance is available in the field of
 
microcomputer applications in health care (including
 
applications in El Salvador); and
 

3) 	 the MOH has had experience in designing and implementing
 
data-base management '~tems,virtually all of which were
 
developed on relatively old equipment with old languages,
 
but which nonetheless function. Although the data is in
 
some cases much delayed, this isa result of lack of
 
sufficient and appropriate equipment and software and
 
insufficient personnel. The interest, capacity and
 
groundwork for further implementation warrants further
 
development in this important area.
 

The rapid rate of technological change and the relatively high cost
 
of MIS equipment do not constitute obstacles or major problems for
 
the MOH's development and effective use of the MIS. Maintenance
 
capacity exists in the private sector for ,omputer equipment, and
 
the feasibility and cost-effectiveness of Lontracting the private
 
sector for these services will be examined by the GOES. Given that
 
MOH staff are trained indesign and adaptation of the applications
 

are
software, they should be able to make whatever changes 

necessary over the foreseeable future. The basic hardware systems
 
and the software which the MOH will be using have been carefully
 
selected to permit transfer of the programs and/or data to other
 

systems which may eventually replace the present and currently
 
planned ones.
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Qualified and interested MOH staff must be available at all 
levels

inorder to establish and operate the MIS. Certain staff have been
identified during the 
course of this Project Paper preparation, but
they are 
currently burdened with existing planning, programming and
budgeting initiatives, development of overall 
supervision programs

and specific norms, and conduct of specific pilot projects at 
the
regional levels. It will be 
important to ensure that these

individuals are not overloaded with functions related to 
this
Project. This can be accomplished by integrating the activities
 
that constitute this component with existing related activities of
the MOH, and by identifying other (potentially) capable and
interested individuals and involving them in the proposed new

activities as early as possible.
 

In order to guide the MOH in its efforts to improve resource
 
allocation, technical assistance will 
be provided to develop and
implement planning, programming and budgeting procedures 
at the

central and regional levels (focusing on decentralization), and to
assist the MOH in designing and conducting applied health services

research studies linked to key decisions areas faced by the MOH

(e.g., 
cost recovery, health provider training and employment).

Some of the techniques used in the studies may be 
new to MOH

personnel. They wil 
focus on low-cost, short-term data collection
and analysis that will provide useful 
information at all levels of
 program planning and management. The MOH has individuals at 
the

central and regional levels who hive evidenced interest in and
capacity for planning and applied research techniques. This Project
will build on and expand this already-existing capacity in the MOH.
 

For both the MIS and the strengthened planning and programming
capacity to be fully useful, 
the MOH must be able to act on

recommended (alternative) decisions 
that result from the policy and
 program planning development process. This will 
be particularly

true when these decisions and recommendations have implications for
matters partially or entirely outside the 
pUrview of the MOH
Therefore, it will be 
important to define the framework within which

the MOH can effect decisions with regard to basic health care 
in El
 
Salvador.
 

C. Social Analysis
 

The social analysis for the Project focusses on those aspects of the
Project and of current MOH initiatives which are likely to have the
greatest direct social impact, i.e., 
those expanding the coverage

and acceptability of MOH services among the rural poor. 
 The
sociologist's report, presented in Annex G, provides a much broader
description and analysis of 
the MOH's PROSAR program and was

considered by 
the MOH during the final definition of plans for the
 
PROSAR program in June and July of 1986.
 



-51­

3. Strengthening and Decentralizing Planning and Management Systems
 

The MIS will be the framework upon which the system-strengthening
 

aspects of the Project are built. This component includes design
 

and refinement of systems software; provision of equipment
 

(including microcomputers and related peripherals) and training of
 

MOH personnel. Full time (and short-term as necessary) technical
 

assistance will be provided throughout the duration of the Project.
 

While design, implementation and evaluation of a comprehensive MIS
 

for the MOH may appear to be an ambitious undertaking, it is viewed
 

as feasible for several reasons:
 

1) 	 available software and computer languages make the 

development of the individual sub--systems and development
 

of the integration software much easier than would have
 

been the case even two years ago - this is a technology
 

that is advancing rapidly and that has become much more
 

feasible for use in health services management in
 

developing countries;
 

2) 	 ample technical assiscance is available in the field of
 

microcomputer applications in health care (including
 

applications in El Salvador); and
 

3) 	 the MOH ias had experience in designing and implementing
 

data-base management systems, virtually all of which were
 

developed on relatively old equipment with old languages,
 
but which nonetheless function. Although the data is in
 

some cases much delayed, this is a result of lack of
 

sufficient and appropriate equipment and software and
 

insufficient personnel. The interest, capacity and
 

groundwork for further implementation warrants further
 

development in this important area.
 

The rapid rate of technological change and the relatively high cost
 

of MIS equipment do not constitute obstacles or major problems for
 

the MOH's development and effective use of the MIS. Maintenance
 
sector for computer equipment, and
capacity exists in the private 


the feasibility and cost-effectiveness of contracting the private
 

sector for these services will be examined by the GOES. Given that
 

trained in design and adaptation of the applications
MOH staff are 

able to make whatever changes are
software, they should be 


necessary over the foreseeable future. The basic hardware systems
 
be using have been carefully
and the software which the MOH will 


selected to permit transfer of the programs and/or data to other
 

systems which may eventually replace the present and currently
 

planned ones.
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health in El Salvador in 1978 found that men 
(who tend to have the
 
family's cash) tend to seek health 
care from pharmacies (rather than

from even the young social service year physicians at rural MOH
 
facilities), while women and children, of necessity, have recourse
 
only to MOH facilities and providers which are 
generally free.
 

The costs of using health services 
include, in addition to direct
 
charges, the indirect costs of transportation, time lost from work,

etc. In El Salvador, it appears that in recent years the overall
 
costs 
to patients of using the nearest MOH health facility may be 
no
 
more (or even less) than those of using more distant but larger

facilities. The costs and inconveniences to patients which need to
 
be considered when trying to understand patterns of use of MOH
 
facilities include travel 
and waiting time and the likelihood of not

being served or of receiving incomplete or unacceptable services
 
(e.g., of not receiving desired drugs). These costs and
 
inconveniences, along with other determinants of patient

preferences, must be considered if utilization patterns 
are to shift
 
toward ones which would permit treatment of most cases at the lowest
 
level 
of the MOH system at which they can be effectively and safely

treated, 
a basic principle of health services management.
 

Provision of adequafe supplies of drugs at 
the lower levels of the
 
MOH system is to be continued under the Project through providing

drugs to the MOH and improving its systems for their distribution
 
and use. Availability of drugs in the health units and posts (and

from the PROSAR and ARS community health workers 
on a more limited
 
basis) is expected to increase the utilization of their services.
 
Such a shift in health services utilization should permit use of

higher le,,zl MOH facilities for cases more appropriate to them and

would help the MOH make better use of its resources. The success of
 
the ARS and malaria volunteer collaborators indicate that the
 
communities will 
seek services from lower level providers once their

reliability and competence has 
been established. Association of the
 
new PROSAR strategy with the ARS program will 
assist in building

this confidence between the host communities.
 

There may, however, be some resistance among physicians (and perhaps
 
some nurses) to delegation of certain health 
care tasks to nurses,

auxiliaries and/or ARS and PROSAR workers. 
 Several factors will
 
help to overcome such resistance. One is the fact that
 
non-physicians (and non-nurses) successfully perform the 
tasks in
 
question in other countries. Another is that many of the tasks have
 
already been delegated successfully to non-physicians in El
 
Salvador, sometimes under special circumstances (e.g., "special

care" by auxiliaries when there is 
no physician at their health
 
posts). Yet another is that the delegated tasks will be carefully

defined and delineated in the new MOH norms, and that
 
competency-based training based on 
those norms will assure that the
 
non-physician providers will 
be able to perform them effectively and
 
safely.
 



-53-


Resistance to decentralization of decision making authority and of
 
management theoretically could arise from central MOH officials
 
accustomed to centralized power or from regional officers not
 
anxious to take on the associated responsibilities and work. In
 
fact, there appears to be little detectable resistance to such
 
decentralization. High level central MOH officials, of all ages and
 
lengths of MOH tenure, appear to be very supportive of it and many
 
of them have been involved in preparations for it in recent years.
 
Regional directors and their staffs (augmented in recent years to
 
permit effective decentralization) are in favor of it,seem
 
basically competent for their responsibilities and interested in
 
broadening and deepening their skills, and have already undertaken a
 
series of varied initiatives which bode well for their future
 
performance.
 

If the supply of physicians continues to increase faster than the
 
country's ability to employ them, under- or un-employed physicians
 
may eventually come to see the community health workers as
 
performing some tasks which they might otherwise perform
 
themselves. In many countries, however, it has been found that
 
physicians do not accept the positions and assignments which would
 
permit them to provide services to rural people sufficiently close
 
to their homes.
 

D. Institutional Analysis
 

The institutional development strategy of the Project is feasible
 
within the existing institutional structure of the Ministry of
 
Health. As with any institution, there are institutional
 
deficiencies, and the Project will address those which it is capable
 
of changing. However, none of the deficiencies appear to present a
 
barrier to the achievement of Project objectives.
 

This institutional analysis draws from the reports of the Management
 
Information Specialist, the Rural Sociologist, and the Health
 
Economist, presented as Bulk Annexes to the Project Paper, as well
 

from the report of the Regional Commodity Specialist who reviewed
as 

the MOH's procurement capability. This summary analysis explores
 
the institutional capabilities and needs of the key MOH Directorates
 
and Offices for each of the major Project components.
 

1. Institutional Analysis of the Acquisition and Management of
 
Drugs, Medical Supplies, Irsecticides _Equipment and Facilities
 

The newly-established Drug and Medical Supply Unit, the
 
Administrative Directorate, and the Malaria Division of the MOH are
 

the primary implementing offices under this component. The
 
Administrative Directorate has been the focus of the VISISA Project
 

as it is responsible for procurement of supplies and management,
 
personnel and finance. It has been, and likely will continue to be,
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the Directorate most 
likely to prove difficult to "penetrate" with
improved procedures, 
in part because those procedures currently in
place have been used for 
some 
time and because individuals in these
positions (e.g., 
finance and supply management) commonly resist
change. However, both the VISISA Project and other advisors have
recently noted improved receptivity to change in such 
important
areas as 
finance and personnel management.
 

As a result of the 
innumerable problems encountered in the VISISA
Project as a result of shortcomings in the MOH's forecasting and
procurement planning capabilities, an evaluation of the MOH's
procurement capability was 
performed as 
part of the Project Paper
design. 
 Although the MOH's ability to determine its needs and
inventory control procedures have 
been enhanced considerably by the
technical assistance being provided by the VISISA Project, 
the MOH
procurement office lacks experience with AID host country
contracting procedures for 
imports, has general 
limited capability,
and is saddled with 
its own cumbersome procurement and payment
procedures. 
 Given this, and the requirempnt for U.S. Food and Drug
Administration quality assurance of pharmaceuticals, all 
essential
goods including technical assistance will be purchased by AID
directly, relying on 
the MOH for purchases utilizing AID Project
funds of only limited local 
shelf items and local personal service
requirements. As 
technical assistance efforts at strengthening the
MOH procurement capabilities take effect, more 
local services might
be contracted throuh host country contracting procedures by the MOH
if 
a reevaluation of its procurement capabilities so warrants.
 

The creation of the Drug and Medical Supply Unit (recommended by the
VISISA technical assistance team) is an attempt on the part of the
MOH to improve the coordination of activities related to supply
management (focusing on 
drugs). The Unit has 
been established as a
staff office reporting directly to the Minister of Health, advising
him on all 
matters relating 
to the selection, testing, procurement,
management, distribution, and use of drugs and medical 
supplies.
The drugs and medical supplies financed by the Project will 
be under
the supervision and control of the 
new unit. Although the
responsibilities and degree of authority of the Drugs and Medical
Supply Unit are presently being defined, the Unit will be a
significant link 
in the decision-making process 
in the MOH. To do
so, however, it must be 
be given the authority for all decisions
related to the supply and management of drugs and medical 
supplies
and be staFfed with competent professionals for monitoring drug

quality control.
 

Insecticides purchased with Project funding will 
be under the
control of the Malaria Division of the MOH. 
 The El Salvador Malaria
Program has been applying a number of organophosphorus and carbamate
insecticides 
in its spray operation program since 1973 in limited
areas of the country. Under 
this Project, the GOES is expected 
to
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use the insecticides propoxur and pounce and a larvacide, ABATE, in
 
its field program. Each of these has been used effectively by the
 
GOES under the VISISA Project. Special attention is given to the
 
handling of the insecticide concentrates, both with regard to mixing
 
and indisposing of left-over concentrates, and sprayment each
 
receive up to 15 days' training per year in spray techniques and
 
operational matters prior to the initiation of the major spray
 
cycle. Visits have also been made to the warehouse facilities at
 
the central level and at several outlying storage points, where
 
facilities were found to be secure and constructed in a manner to
 
protect the insecticide from rain and exposure to direct sunlight.
 

2. Institutional Analysis of the Health Services Implementing
 
Offices
 

The major implementing organizations within this component are the
 
Office of the Director General and the Technical/Normative
 
Directorate. Two functions of the Director General are the focus of
 
this Project: the regional offices and tne MOH Training School.
 
Considerable variation exists in the capabilities of the Regional
 
Directors and their staff, most obviously illustrated in the degree
 
to which certain regions have taken control of resources and
 
decisions, using the decentralization strategy as the basis for so
 
doing. However, few of the Physician/Directors and their staff
 
exhibit the administrative and management skills necessary to make
 
the decentralization strategy work well. The regional offices
 
(including the regional warehouses and vehicle maintenance
 
facilities) will be both responsible for undertaking activities, and
 
the beneficiaries of several aspects of the Project. The Santa Ana
 
region is already used as the basis for pilot tests of planning and
 
budgeting procedures, development of norms, and improved supervision
 
of providers. The San Miguel region is most affected by the
 
conflicts, and therefore the most in need of creative approaches to
 
management and delivery of basic services. Training will be
 
required for the Regional Directors and their technical and
 
administrative staff to enable them to effectively execute their
 
responsibilities under the decentralization straLegy.
 

The MOH Training Center (Escuela de Capacitaci~n), which will be
 
responsible for coordinating in-country and participant training
 
activities, must improve its integration with other related MOH
 
offices (e.g., International Cooperation, which keeps track of
 
international scholarships and training opportunities, and the
 
personnel division of the Administrative Directorate, which is
 
responsible for evaluating employee training needs). It also must
 
initiate linkages with the Technical/Normative Directorate, which is
 
currently developing an innovative concept of and approach to
 
supervision, as well as developing norms that will apply to all
 
health providers and technical personnel and with the Administrative
 
Directorate which is responsible for the logistics support for
 
outreach services.
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The 	Technical Operative Directorate is responsible for overseeing

all 	of the MOH health service delivery, through the Director
 
General's direct liaison with the regional offices. While the

reorganization of 1985 improved upon a cumbersome organizational

design, the creation of a single Directorate with this magnitude of

responsibility may prove to have been unwise. 
 Even within the
 
Directorate, there are departments with far 
too 	much responsibility

given their limited staffs. For example, the Department of Medical

Assistance is responsible for community health (the ARS and PROSAR
 
programs) as well as for hospitals; given the extraordinary

historical power of the hospitals, and the fact that they are
 
supposed to increasingly be 
linked to regional offices, this is

probably an inappropriate organizational configuration. 
 The burdens
 
upon this directorate by virtue of its comprehensive

responsibilities could impede successful 
implementation of the
 
planning and budgeting aspects of the proposed Project. This is
 
particularly true given the fact that its current director, who has
 
extensive experience in the MOH, has just been named coordinator of
 
the Drug and Supply Unit (which removes him from his current post).

On a more general level, there 
is a severe shortage of effective
 
administrators within the MOH, who have the depth and breadth of
 
experience to successfully manage this and other directorates and
 
offices. The technical assistance plan and training strategies

have, however, been designed to overcome these institutional
 
weaknesses.
 

3. 	Institutional Analysis of the Policy and Planning Implementing
 
Offices
 

The 	Planning Directorate will be central to implementation of the
 
Project. In addition to having overall 
planning and coordinating

functions within the MOH, the Planning Directorate includes offices
 
directly responsible for Institutional Development, Studies and
 
Evaluations, and Programming and Budgeting.The Planning Directorate
 
has had a key role in several MOH initiatives which provide the main
 
bases for development and success of this Project. It prepared the
 
MOH's Five Year Plan and was 
the 	main actor in development,

refinement, and execution of plans for the April 
1985 reorganization

of the MOH for more effective management. It is a primary actor in

the MOH's ongoing decentralization and management improvement

efforts. 
 Each of the offices within this Directorate, listed
 
heretofore, have demonstrated the capability to carry out activities
 
and functions required for achieving success, and the technical
 
assistance provided to support each office will 
assist in further
 
strengthening the planning, management, and evaluative capabilities

of MOH managers and other personnel.
 

0484b
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FEALTH SYSTEMS SUPPORT PROJECT (519-0308) 
Total U.S. Funding: $48 million 
Life of Project: 5 years, FY 86-90 

NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSUMP'TIONS 

Program or Sector Goal Measures of Achievement 

To assist the MOH to improve the 
access to, and availability of, 
basic health care services and 

Infant mortality reduced to 40/1000. 

80% children under I fully vaccin. 

MOH records and surveys, and 
Project evaluations and 
reports, 

Efforts to expand MOH basic health 
services will not be offset by 
other factors such as increasingreduce child and infant mortality. 85% children under 1 vaccinated for 
 civil violence.
 

measles.
 
Malaria rate reduced to 5/1000 pop.
 
Death rate/lO,000 from diarhhea
 

reduced to 1.5.
 
Larger % of poor population has access
 

to primary care providers.
 

Project Purpose End of Project Status (EOPS)
 

To support and strengthen 
 1. 90% of open MOH care facilities MOH procurement, distribution, Expansion and improvement of the
the MOH to deliver and 
 have at least minimum stock and inventory records; spot 
 primary care services continues
support basic health care 
 levels (appropriate to the level 
 checks; patient records from to be a MOH priority.

services, including preventive of facility) of selected* drugs 
 units, posts, and community
and primary care services and medical supplies. workers; MOH records; and 
 Physicians support MOH efforts
important to the MOH child 
 2. 90% of MOH bio-medical equipment independent review and 
 to increase range of treatment
survival program. 
 (including cold chain equipment) 
 analysis of the MOH planning, which can be provides by lower
functioning. budgeting, and programming sytems. level MOH personnel (e.g.,


3. 25% increase in the number of 
 auxiliaries).

consultations given at the primary
 
level (units, posts, and by 
 Economic conditions do not
community workers); 
 result in reduced MOH budgetary


4. 20% increase in amount of MOH 
 resources.
 
operational budget allocated for
 
regional health services (i.e., 
 MOH continues its commitment to
facilities other than hospitals 
 improvements in management and
and outreach programs). 
 decentralization.
 

5. Improved MOH policy, program plan­
ning and management capabilities.
 

*Drugs and services monitored will be selected on the basis of their
 
importance in relation to key morbidities, such as dehydration from diarrhea,
 
respiratory tract infections, and malaria.
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4AA I±VL 5UMMARY 	 LJJLL I±VLLY VLHII.ABLL INUL)A I URS - tANS OF VLRIF-ICA TION IMPORTANT ASSUMPTIONS 

)utputs: 	 Magnitude: 

1. Improved drug acquisition, la. MIS drug supply and management MOH records and site visits. MOH is able to change public
 
distrib!tion, and management sub-system established and 
 perception as to availability
 
syste as. operational, with computers in use of medicines at primary care
 

by all regional warehouses. facilities.
 
lb. 20% increase in drugs (from the
 

cuadro basico) dispensed by health
 
units, posts, and outreach workers.
 

2. Improved bid-medical equipment 2a. MIS bio-med sub-system established 
 MOH records and site visits. MOH is able to retire it
 
maintenance system. and operational, including inventory. inventory of unusable
 

2b. Standardization policy adopted. equipment and to the
 
2c. Two additional regional bio-med extent possible to ensui
 

shops opened and operating. equipment donations meet
 
2d. In-servlce trg. for 60 nio-med tech. MOH specs.
 
2e. Bio-med maintenance teams have
 

completed regularly scheduled
 
preventive maintenance visits to
 
all open facilities.
 

2f. 100 health tech and lab personnel
 
trained in prey. maintenance.
 

3. Improved use and cost control 3a. Cost control and use monitoring MOH reports.
 
systems operationalized for. procedures instituted.
 
vehicle management. 3b. Maintenance schedule established
 

and followed for all MOH vehicles.
 
3c. Seventy maintenance techs. trained.
 

4. 	Primary care facilities 4a. 90% of primary care facilities MOH reports and surveys.
 
have adequate water and have adequate, functioning water
 
waste disposal systems. and waste disposal systems.
 

4b. Routine maintenance procedures
 
developed and functioning.
 

5. 	Lab facilities improved/ 5a. 60 laboratories built Site visits and MOH reports. MOH can successfully

built and functioning in 5b. 30 unit laboratories renovated. negotiate with a firm.
 
all open health units. 5c. All open units have functioning labs.
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6. 	Improved surveillance of 6a. Blood slide collection from health MOH reports and surveys
 
malaria incidence for case facilities increased to 10% of total
 
detection and targetting no. of slides collected
 
of residual spraying. 6b. Residual spraying operations cover
 

at least 90% of no. of houses pro­
grammed for each of the three cycles.
 

7. 	Facilities management manuals, 7. Manuals developed for all facility Product availability.
 
including treatment norms and levels, which include revised MOH
 
prescription guidelines, formulary, standardized treatment
 
developed for each facility and prescription guidelines,
 
level and distributed, facility-specific drug and supply
 

lists, inventory control guidelines
 
(including reorder points and minimum
 
stock levels), and record-keeping
 
and reporting procedures.
 

8. 	Competency-based training 8a.2 additional trainers trained in MOH records.
 
program established for basic competency-based training methodology.
 

health service (BHS)providers 8b.12 MOH trg. staff trained in curricula
 
and supervisors, development and evaluation of trg.
 

8c.26 emergency medical services mgrs.
 
trained.
 

9. 	Computerized MIS with six 9a.45 new microcomputers operational. Site visits and MOH reports.
 
sub-systems operational. 9b.Software developed/adapted for six
 

sub-systems.
 

10. 	MOH staff trained in use of lOa.79 MOH personnel trained in MOH records. Personnel trained on MIS
 

micro-computers and MIS operation and/or programming. can be retained by MOH.
 

systems use.
 

11. 	MOH capability to conduct lla.Regional applied health services MOH reports. MOH managers are receptive to
 
applied health services research committees established, 	 suggestions for program
 

studies established. llb.20 applied health services studies modification.
 
completed.
 

12. Policy and program 12a.61 participants complete training
 
planning skills upgraded in health program planning,
 
of key decision-makers administration, and applied research.
 

and supervisors.
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-- CommoditiesPIs euticals and supplies 
Insecticides 
Equipment Cbio-medical, pumnps, 
cisterns, sprayers, etc.) 

Vehicles & spare parts 
Computer Equipment 

28,700 
2,300 

700 
4,588 
687 

USAID Controller's records 
and implemertation reports. 

Sufficient funds will be made 
available to USAID. 

2) Technical Assistance 5,855 

3) Local Administrative Support 550 

4) 

5) 

Child Survival Promotion/ 

Health Education 

Participant training 

950 

300 

6) Training Program Support 850 

7) Evaluation 230 

3) Contingency 2,290 

Total AID inputs $48,000 
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NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSLMPTIONS 

GOES 
TT Pharmaceuticals and supplies $25,000 

(2) Infrastructure construction/ 
refurbishment 1,675 

(3) Personnel 2,930 

(4) Child Survival Promotion/ 
Health Education 425 

(5) Participant Training (Salaries) 41 

(6) Training Program Support 110 

(7) Program Logistic Support 1,405 

Total GOES Inputs $31,586 
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5C(2) ROCAECT CEiCKL-ST 

L-Istec -,eicw aze 5-.d u~uy3 

c.'teria alicable to projects. 
ihbs sectaon is divided into two 

parts. a:t A. includes criteria 
app!_cab.le to all projects. part 
Spplies to projects funded
 

£Src&Csc sources only: B.i. 
applies to all projects funded
 
with Develcpment Assstafnce 
:'-tnds, B.2. a 1!es to projects 
funded with Develop-ment 
Assistance loans, and B.3. 
apples to projects funded -Fom
 

CROSS 	 S: isEFENC.S COUNTRY 
CHEECLIST UP
 
TO DATE? AS
 
ST^AND.-R.D ITHM 
CHECKLIST BEEN 
7- EWED FOR 

A. 	 GENIER2? CRITERIA FOP PROECT 

1. 	 Fy 1982ADrotriat;on Act
 
Sec. 523- FA.A Sec. 634A;
 
Sec. 653(b).
 

(a) Describe how 	 (a)A Congressional Notification
 
will 	be submitted to nbers ofauthorizIng and anpro-

pr .ations co.mittees of the Comittees during August 1986. 

Senate and Bouse have 
been or will be notified 
concerning the project; 
(b) is assistance within (b) YES
 
(Operational Year Budget)
 
country or international
 
organization allocation
 
reported to Cbngress (or
 
not more than $i million
 
over that amount)?
 

2. 	 FAA Sec. 61(a)(1). Prior YES
 
to obliaataon In excess
 
of $100,00, will there be 

...}' 

http:app!_cab.le


(a) engineering, finan­
cial or other plans 
necessary to carry out
 
the assistance and (b) a 
reasonably firm estimate 
of the cost to the U.S. 
of the assistance? 

3. 	 ?XA Sec. 611(a)(2). If 
Aurter isiatihve 

whin 
recipient country, what 
is basis for reasonable 

expectation that such 
action will be conpleted 
in time to permit orderly 
accomplishment of purpose
of the assistance? 

4. 	 F..A Sec. 611(b); FY 1982 
SD~o~riation.Act Sec. 

501. if for water or 
water-related land 
resource construction,
 
has project met the
 
stancards and criteria as
 
set 	forth in the 
PrinciDles and Standards
 
for Planning Water and
 
Related Land Resources,
 
dated 	October 25, 1973? 
(See AID Handbook 3 for
 
new guidelines.)
 

5. 	FAA Sec. 612(e-). f 
project is capital 
assistance (e.g., 
construction), and all 
U.S. assistance for it
 
will exceed 51 million,
 
has Mission Director
 
certified and Regional
 
Assistant Administlator 
taken 	into consideration
 
the 	country's capability 
effectively to maintain
 
and utilize the project?
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Approval by the GOES Legislative 
Assembly is required for the 
Project. Approval is expected

within 2-3 weeks of signature

and no problems are anticipated 
due to prior USAID consultation
 
with concerned GOES Ministries.
 

N/A 

N/A 
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.	 FX Sec. 209. Is project No. This Project is designed
 
susceptible to execution to meet the specific needs of 
as part of regional or the GOES Ministry of Public 
iultilateral project? If Health in providing basic health 
so, why is project not so care services to the Salvadoran 
executed? information population, given a range of 
and conclusion whether econcmic and social conditions 
assistance will encouraoe unique to El Salvador. 
regional development
 
programs. 

7 	 F) Sec. 601(a). The Project will increase the flow 
Information and of international trade, foster 
conclusions whether private initiative, and improve 
project will encourage 	 the technical efficiency of the 

health sector.efforts of the country 
to: (a) increase the
 
flow of international
 
trade; (b) foster private
 
initiative and

CDIZ-Zetition; and (c) 
encourage aevelopment and
 
use of cooDeratives, and
 
credit Unions, and.
 
savings and loan
 
associations; (d)
 
discourage monopolistic
 
practices; (e) improve
 
technical efficiency of 
indu _try, agriculture and
 
co nerce; and (f)
 
strengthen free labor
 
unions.
 

8. FxA Sec. 601(b). 	 The Project will directly benefit
 
Infor~zation and 	 U.S. private trade through the 
conclusions on how 	 procurement of medical equipment, 
project will encourage 	 pharmaceuticals, and vehicles 
U.S. private trae and 	 manufactured in the U.S. 

investment abroad and
 
encourage priv.ate U.S.
 
participation in forei'gn 
assistance programs
 
(including use of private
 
trade channels and the
 
services .of U.S. private
 
enterprise).
 

/ 



9. 


10. 


11. 


12. 


13. 


636(h);612(b),
r -FAA Sec. o a i nFY 1982_ A_r 

Act Sec. 507. Describe 
steps taken to assure 
that, to the maximum 
extent possible, the 
country is "contributing
 
local currencies to meet
 
the cost of contractual
 
and other services, and 
foreign currencies ovned 
by the U.S. are utilized 
in lieu of dollars. 

FKA Sec. 612(d). Does 

the U.S. own excess 
foreign currency of the
 
country and, if so, what
 

beenarr'Lncements have 
made for its release'? 

FAA Sec. 601(e). Will 

tbe project utilize
 
competitive selection
 
procedures for the
 
awarding of contracts, 
except where applicable 
procurement rules allow 
otherwise? 

FY 1982 Aorovriation Act 
Sec. 521. It assistance
 
is for the production of 
any commodity for export, 
is the commodity likely 
to be in surplus on world 
markets at the time the 
resulting pro6uctive 
capacity becomes
 
operative, and is such
 
assistance likely to 
cause substantial injury 
to U.S. producers of the
 
same, similar or 
competing commodity?
 

FA.A 118(c) and (d). 

Does tbe project comply
 
with the environmental
 
proced.ures set forth in
 

Does
AID Reculation 1? 
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The GOES is providing counterpart 
contributions to the Project
in local currency which totals 
40% of the total project costs. 

No 

YES
 

N/A 

YES
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the project or program
 
take into consideration
 
the problem of the des­
truction of tropical
 
foLests?
 

K f a Sael N/A
 
project, has a determina­
tion been made that the
 
bost governr-ent has an
 
adequate system for
 
accounting for and
 
controlling receipt and
 
expenditure of project
 
funds (dollars or local
 
currency generated
 

14. F'J 27(d). 


therefrom)? 

B". FUNDING CRITERIA FOR ROJECT 

1. Deve.ovment Assistance 
designedPro~ect Criteria 	 The Project is to 

improve the quality and increase
 

a. FA Sec. 102(b), M, the availability of basic health 
113, 281(a). Extent to care services to the rural 
which activity will (a) 	 populate, as well as the presently 

served urban population.effectively involve t h e 
poor in development, by
 
extending access to
 
economy at local level, 
increasing labor-inten­
sive production and the
 
use of appropriate
 
technology, spreadinig
 
investment out from
 
cities to small towns and
 
rural areas, and insuring 
wide participation of the
 
poor in the benefits of
 
development on a sus­
tained basis, using the
 
appropriate U.S. insti­
tutions; (b) help develop
 
cooperatives, especially
 
by technical assistance,
 
to assist rural and urban
 

poor to help themselves
 
toward better life, and 



Annex B
 page 6 of 15
 

otherwise encourage
 
democratic private and 
local governmental 
institutions; (c) support 
the self-help efforts of 
developing countries; (d) 
promote the participation 
of women in the national 
economies of 6eveloping 
countries and the 
improvement of women's 
status; and (e) utilize 
and encourage regional
 
cooperation by developing 
countries?
 

b. F)2A Sec. 103, 103A, 

104, 105, 106. Does the
 
Prc-Dect fit the criteria 
for the tvpe of funds 
(functional account)
 
being used? 

c. F,2-A Sec. 107. is 

emphasis on use of appro­
priate technology
 
(relatively smaller,
 
cost-saving, labor-using
 
technologies that are 
generally most appro­
priate for the small
 
farms, small businesses, 
and small incQmes of the 
pcor)?
 

d. FAA Sec. 110(a). Will 

the recipient country
 
provide at least 25% of
 
the costs of the program, 
project, or activitiy
 
with respect to which the 
assistance is. to be 
furnished (or is the
 
latter cost-sharing
 
requirement being waived
 
for a 'relatively least 
developed' country)?
 

Yes
 

YES
 

YES
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e. FAA Sec. 110(b). No 
Will grant capital
 
assistance be disbursed
 
for project over more
 
than 3 years? If so, has 
justification satis­
factory to Concress been
 
made, and efforts for 
other financing, or is 
the recipient country

"relatively least
 
developed'? (M.O. 1232.1
 
defined a capital project 
as 'the construction,
 
expansion, equipping or
 
alteration of a physical 
facility or facilities 
financed by AID dollar
 
assistance of not less 
than $100,000, including 
related advisory,

managerial and training 
services, and not under­
-taken as part of a 
project of a predom­
inantly technical
 
assistance character.
 

f. FAA Sec. 122(b). Does YES 
the activity give 
reasonable promise of 
contributing to the 
development of economic 
resources, or to the
 
increase of productive
 
capacities and self-sus­
taining economic growth?
 

g. FAA Sec. 281(b). The Project responds directly 
Describe exten. to which to the needs of the population 
program recognizes the for health services and the 
particular needs1 institutions which serve the. 
desires, and capacities
 
of the people of the
 
country; utilizes the
 
country's intellectual
 
resources to encourage
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institutional development; 
and supports civil 
education and training in 
skills required for 
effective participation-in 
governmental processes 
esential to self-government. 

2. Develo=,nent Assistance 
Criteria (Loans Only) 

Project N/A 

a. FAA Sec. 122(b). 
Information and conclusion 
on capacity of the country 
to repay the loan, at a 
reasonable rate of interest. 

b. FkA-Sec. '620(d). If 
assistance is for any 
productive enterprise which 
will compete with U.S. 
enterprises, is there an 

*agreement by the recipient 
country to prevent export 
to the U.S. of more than 
20% of the enterprise's 
annual productior during 
the life of the loan? 

c. ISDCA of 1981, Sec. 724 
(c) and (d). If for 

Nicaragua, doe's the loan 
agreement require that the 
funds be used to the 
maximum extent possible for 
the private sector? Does 
the project provide for 
monitoring under FAA Sec. 
624(g)? 

3. Economic SupDort 
Project Criteria 

fund N/A 

a. FAA Sec. 531(a). Will 
this assistance promote 
economic or political 
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stability? To the extent
 
possible, does it reflect
 

the policy directions of
 
FKA Section 102?
 

b. 	 -FKA Sec. 531(c). Will 
assistance under this 
chapter be used for 
military, or paramilitary 
activities?
 

c. 	 FAA Sec. 534. Wil ESF 
funds De used to finance
 
the 	construction of the 
operation or maintena-nce
 
of, 	 or the supplying of 
fuel for, a nuclear
 
facility? if so, has the
 
Presid6ent certified that 
such use of funds is
 
indispensable to
 
nonprolife:at..on
 
objectives?
 

d. 	FAA Sec. 609. If
 
com-modities are to be
 
cranted so that sale
 
proceeds will accrue to
 
the recipient country,
 
have Special Account 
(counterpart)
 
arrangements been made?
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5C(3) -- STANDARD ITEM CEECKLIST 

are 	the statutory
Listed below 

items which normally will be
 
covered routinely in those
 
provisions of an assistance
 
agreement dealing with its
 
implementation, or covered in the
 
agreement by imposing limits on
 
certain uses 
of funds.
 

These items are arranged under
 
the 	general headings of (A)
 
Procurement, (B) Construction,
 
and 	(C) Other Restrictions.
 

A. 	Procurement
 

Are 	there
1. 	FAA Sec. 602. 

arrangements tc permit
 
U.S. small business to
 
participate equitably in
 
the furnishing of
 
commodities and services
 
financed?
 

2. 	F-A Sec. 604(a). WilI al) 

procurement be from the
 
U.S. except as otherwise
 
determined by the
 
President or under
 
delegation from him?
 

3. 	FAA Sec. 604(d). If the 

cooperating country
 
discr iminates ecainst
 
marine insurance
 
companies authorized to
 
do business in the U.S.,
 
will commodities be
 
insured in the United
 
States against marine
 
risk with such a company?
 

4. 	FAA Sec. 604(e); ISDCA of 

TR980 Sec. 705(a). Iz
 
offshore procurement of
 

agricultural commodity or
 
product is to be
 

YES
 

YES
 

YES
 

YES
 



Financed, is there
 
provision against such
 
procurement when the
 
domestic price of such
 
commoditY is less than
 
parity? (Exception where
 
cModity financed could
 
not reasonably be
 
procured in U.S.)
 

5 	FAA Sec. 604(c). Will 

construction or
 
engineering services be
 
procured from firzs Of
 
countries otherwise
 
eligible under Code 941,
 
but which have attained a
 
competitive capability in
 
int-ernational markets in
 
one or these areas?
 

6. FJ Sec. 603. Is the 


shipping excluded from
 
compliance with
 
requireent in section
 
901(b) of the'Merchant
 
Mlarine Act of 1936, as
 

at 	least 50
amended, that 

per centum of the gross
 
tonnage of commodities
 
(comput.ed separately for
 
dry bulk carriers, dry
 
cargco liners, and
 
tankers) financed shall
 
be transported on
 
privately owned u.S. flag
 

the
commercial vessels to 

extent that such vessels
 

at fair and
are available 

reasonable rates?
 

7. FTA Sec. 621. If 


technical assistance is
 
financed, will such
 
assistance be furnished
 
by 	private enterprise on
 

a contract basis to the
 
fullest extent
 
practicable? If the
 
facilities of other
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N/A
 

NO
 

YES
 

(<Ij2 

http:comput.ed
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Federal agencies will be 
utilized, are they 
particularly suitable, 
not competitive with 
private enterprise, and 
made available without 
undue interference with 
domestic programs? 

8, International Air YES 
Transport. Fair 
Competitive Practices 
Act, 1974. If air 
transportation of persons 
or property is financad 
on grant basis, will U.S. 
carriers be used to the 
extent such service is 
available? 

9. FY..982 Appropriation Act YES 
Sec. 504. if the U.S. 
Government is a party to 
a contract for 
procurement, does the 
contract contain a 
provision authorizing 
termination of such 
contract for the 
convenience of the United 
States? 

B. Construction 

i. FAA Sec. 601(d). If N/A 
capital (e.g., 
construction) project, 
will U.S. engineering and 
professional services to 
be used? 

2. FAA Sec. 611(c). If N/A 
contracts for 
constructic j are to be 
financed, will they be 
let on a competitive 
basis to maxi>num extent 
practicable? 

o(I
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3. 	 FKA Sec. 620(k). If for N/A 
construction of
 
productive enterprise,
 
will agggregate value of
 

assistance to be
 
futnished by the U.S. n-ot 
exceed Si00 million
 
(except for productive
 
enterprises in IEgypt that 
were described in the CP)?
 

C. 	Other Restrictions
 

1. 	F A Sec. 122(b). If N/A
 
development loan, is
 
interest rate at least 2%
 
per annun during grace
 
period and at least 3%
 
per annum thereafter?
 

2. 	F,7-k STc. 301(d). If fund N/A
 
is established solely by
 
U.S. contributions and
 
administed by an
 
internatioal 
organization, does
 
Comptroller General have
 
audit rights?
 

3. 	FKA Sec. 620(h). Do YES 
arrangements exist to
 
instare that United States
 
fo:eign aid is not used
 
in a manner which,
 
contrary to the best
 
interests of the United
 
States, promotes or 
assists the foreign aid 
projects or activities of
 
the 	 cominunist-bloc 
countries?. 

4. 	Will arrangaments preclude YES
 
use of financing:
 

a. 	FUA Sec. 104(f); FY
 
98 ppropr1atifon Act 
Sec. 525: (1) To pay for
 
performance of abortions
 
as a method of family
 I/ 

(2
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planning or to motivate 
or coerce persons to 
practice abortions; (2)
to pay for performance of 
involuntary sterilization 
as method of family
planning, or to coerce or 
provide financial 
incentive to any person 
to undergo sterilization; 
(3) to pay for any 
biomedical research which 
relates, in whole or 
part, to methods or the 
perfoirmance of abortions 
or involuntary 
sterilizations as a means 
of family planning; (4) 
to lobby for abortion? 

b. FAA Sec. 620(). To 
compensate owners for 
expropriated nationalized 
property? 

N/A 

C. FA Sec. 660. 70 
provide training or 
advice or provide any 
financial support for 
police, prisons, or other 
law enforcement forces, 
except for narcotics 
programs? 

N/A 

d. Fkk Sec. 662. 
CIA activities? 

For N/A 

e. FAA Sec. 636(i). For 
purchase, sale, long-term 
lease, exchange or 
guaranty of the sale of 
motor vehicles 
manufactured outside 
U.S., unless a waiver is 
obtained? 

YES 

f. FY 1982 At:nooriation 
A.ct, Sec. 503. To pay 
pensions, annuities, 
retirement pay, or 

YES 
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adjusted service
 
compensation for military
 
personnel?
 

g. FY 1962 Appropriation 

Act, Sec. 505. To pay
 
U.N. assessmients,
 
arrearages or dues?
 

h. FY 1982 Appropriation 

Act, Sec. 506. To cazrv
 
out provisions of FAA
 
section 209(d) (Transfer
 
of FKA funds to
 
multilateral
 
organizations for
 
lending)?
 
i. FY 1982 Aotropriation 


Act-, Sec. 510. To
 
finance tbe export of
 
nuclear eauipment, fuel,
 
or technology or to train
 
foreign nationals in
 
nuclear fields?
 

j. FY 1982 Apropriation 

Act, Sec. 511. Will
 
assistance be provided
 
for the purpose of aiding
 
the efforts of the
 
government of such
 
country to repress the
 
legitimate rights of the
 
population of such
 
country contrary to the
 
Universal Declaration of
 
Buman Rights?
 

k. FY 1982 Arpropriation 

Act, Sec. 515.. To be
 
used for publicity or
 
propaganda purposes
 
within U.S. not
 
authorized by Congress?
 

N/A
 

N/A
 

N/A
 

N/A
 

N/A
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Sr. Robin G6mez ACTION T 
Director USAID/El Salvador 
C ludad. 

DATE
 

INITIALS
 

En nombre del Gohierno de El Salvador por este medlo
 
me permito solicitarle formalmente asistencla financiera,
 
en concepto de donaci6n, hasta por la suma de aproxln'ada-


DE DOLA
 .	 mente US $48,000,000.00 (CUARE14TA Y OCHO MILLONES 

z 	 RES) durante los pr6xlros cinco afios nara el Proyecto -­

"Apoyo a los Sistemas de Salud", cuyo objetivo es apoyar 
y reforzar el Ministerlo de Salud Piblica y tsistencla So 

556 cial a dar los servicios bsicos de Cuidados de Salud, es 
acceso de la pobla­pecrficamente aquellos que amplian el 


ci6n Salvadorefia a los serviclos de salud preventiva y b_

sica.
o 


" Las necesidades requerldas a aportar por el GOES en 
J concepto de contrapartida son del equivalente a una suna 
{00 de US $31,585,80.C0O a ser (ener;,,Jas con fondos pro ios 

13.j 	 y del PL-4,O.
 

0 

Esperando contar con su valinso apoyo y cooperaci6n
 
a la presente solicitud, me es nrato reiterarle las mues­

,., tras de ml distinguido aprecio y consideraci6n.
 
z
 

I i" '" 	 %e4 
*Dr. 	 Benj'arT n VaLdz­

• " r , , .I S T R 0 

/eb
 

V 

http:48,000,000.00
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Annex E 

SM~r-MED REALTH IMOICAORS 

1. 	 rbrtalitv: Deaths Per 1,000 

2. 	 Leading Causes )f Death 

3. 	 Mrrbidity: Ten Most Common Transmissible Diseases 

4. 	 Selectpd I citors of Health Services Availability, 
By Regim(n: 1979 and 1985 

in El Salvador5. 	 Vaccinations of Children Less than One Year 
1980-1985
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FIGURE 

DEATHS PER 1,000 
El Salvador, 1978-1984 
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YEAR 

1g82 183 ii,64 

Sources: MSPAS. Salud Publica on Cifras, various years 

Alens, A. Socio-demographic Nspects Related With 
Health Services. El Salvador, 1986, p. 10 
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TABLE 2
 

SELECTED REPORJED LFADTNG AIMJSES OF DEATH 

Cause 	 1982 1983 1984
 

Various Perinatal 
causes 2898 3552 2898 

Homicides & other 
intentional.
 
:leaths 	 2576 2266* 1929 

Intestinal
 
infections 2645 ?206 .702
 

Other violence 	 2302* N/R
 

Motor vehicle
 
accidents 677 724* 713
 

Sources: For 1982 aryl 1983: MSPAS. Salud Publica 

en Cifras, No. 16, p. -I1,12
 

For 1984: M3PAS. Menoria, p. 7 

* The 	 source for these data is an unpublished 
table from the Tealth Statistics Unit, MOH.
 

Note: 	 These causes of death wie-re those that were 
consistently in the too ten (with the exception 
of "other violence"). 
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'lEN MO.Tc tt4-W TRANSMISSIBLE DISEASES 
(Expressed in Rate per 100,000) 

1983 1984 1985
Disease 1979 1982 


2218 2482
Diarrheal diseases 3397 	 2897 2882 


Intestinal 
parasites 3018 2831 2304 2574 2348
 

Inf luenza and 
1591 	 2140
qrippe 2328 1660 	 2111 


1690 1399 	 922Malaria 1626 1251 

Amoebic dysenterV 260 298 263 182 165 

* 	 179Gnorrhea 120 11.4 92 

120 lIIMeasles 223 	 97 82 


95 77 119 80
Syphiflis 143 


Decnie 499 	 101 73 114 * 

Hemorrhaqic
 
56 100conjunctivitis * 87 

Epidemic
 
*
Parotiditis 70 97 * * 

* 96Scahies , 	 * * 

* * * 70Typhoid fever * 

• 	 Did not appear in the "top ten" list far that year. (For 
in view of trends.)qonorrhea, 1982 this is probably an orror 

Sources: WP3. Menoria. 198--85, o. 21 any 1935-86, p. 8
 
MSPAS. SabUd Publica en Cifras. Anuario No. 16,
 

pp. 14-15
 



Selected Irdicators of Health Services Availability by Region in 1979 and 1985 
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Selected Indicators El Salvador Western 
 Central1979 1985 1 .tropo1979 . Paracetral1985 1979 Easter1985 1979 1985 1979 1985 1979 1985Per 00 inhabitants)1. Medical Consults 54 47 41 45 60 48 80 68 46 39 45 32 

2. Rural He"Ilth Aides(Per 10,000 (AM)inhabitants) 1.2 0.9 1.0 1.0 1.6 1.6 ­ 0.4 1.5 
 1.1 1.2 
 0.6
 
3. Rair'il Heailth Kidwives(Per 10,000 inhabitants) 
 N/A
4. Buae alh 2.9 N/A 2.4 N/A 3.6 N/A3iwie 

3.8 N/A 
 3.3 N/A 
 2.5
 
(Per 10,000 inhabitantq) 14.4 12.9 15.6 13.9 6.2 6.3 30.2 21.3 9.9 9.4 6.6 8.4Source: Alens, A. 
Socio-Deongraphic Aspects Related to Health Services, 1986. 

LQ 
O, 



Year in El Salvador
Vaccinations of 	Children Less than One 


OPV, OPT, Measles, and BCG
 

Population Polio - 3 doses 


Year Less Than 1 Number % 


1980 188,033 78,455 42 


1981 193,751 73,072 38 


1982 199,708 84,372 42 


1983 204,308 40,936 20 


1984 210,322 64,151 31 


1985 170,581 92,507 54 


Source: PAHO. 	 Based on estimates of 


20120
 

1980-1985
 

DPT - 3 doses 


Number % 

81,713 43 

80,731 42 

84,416 42 

A9,481 21 

65,321 31 

92,438 54 

population less 


Measles 


Number % 


84,048 45 


84,635 44 


85,538 43 


92,998 46 


85,609 41 


120,667 71 


than one year of 


BCG
 

Number 


105,272 


90,227 


91,003 


97,248 


45,669 


84,860 


age.
 

%
 

56
 

47
 

46
 

48
 

22
 

50
 

U, 

LI 



Annex F 

ORGANIZNTION OF TdE PUJLIC REAPAUEM CARE SYSTEM 

The Ministry of Public Health was reorganized in April 1985 as part of an 
effort to decentralize authority and decision making (see organizational 
chart). Choosing to work with the existing mix of deoartments an]
 

divisions, the reorganization was essentially a chanqe in retorting 
relationships, reducing the ni..nber of directorates and operational 

offices reporting directly to the Minister from seven to two: Planning 
and the Director General. Regional Offices and the remaining two 
Directorates, Technical/Operative ant Administrative, now theoretically
 
report to the Minister through the Director General. Four staff offices 
operate as autonamons units, reporting directly to the Minister and 
Vice-Minister, incldiinq the newly created Druq and Medical Supply Unit. 
The responsibilities of these Directorates, the Drug and Medical Supply
 
Unit, and the Regional Offices are as follows: 

Directorate for Planning: The Planning Directorate consists of five 

units and has responsibility for reviewing MI programs, monitoring 
coverage of services, managing the decentralization process, and 
preoaring long term MCH plans. Three Units under this Directorate are 
particularly important to this Project. The Health Statistics Unit is
 

responsible for the biostatistics component of the information system,
 

receiving and analyzing all health service and status data. le
 

Progrmmining and Institutional Development Units are the focal points for
 

the decentralization of planning and Imidgeting processes. 

isDirector GCneral for Hiealth: The Office of the Director General 

responsible for operation of all health services. The five regional 
anrof Fices, the Technical/Operative and Aminis:cive Directorates, 

four separate units incluling the Training Center report to this Office. 

'Technical!Operative Directorate: This Directorate is the heart of the 
Its two Divisions are
health services delivery system of the MOH. 


responsible for virtually all asoects of public and personal h..alth 

service programming, as follows: Envirmnental lealth, including 
siuply, and malaria; aryi Integrated Individualsanitation, rural water 

Health Services, irncluiing inaternal child health, nutrition, dentistry, 

mental health and personal health services. J.1 NM1 care facilities 
(including hospitals) and rural outreach progr-ims are overseen by the 

Inteqrat(d Individual Health Services Division, as well. 

irclnues DivisionsAdministrative Directorate: This directorate four 
(Finance ari Accountinq, Personnel, Purc~hvsing, 3nl General services), a 

ccxputer unit, and a technical unit responsible [or the administrative 
General services is currently responsible fordiecentralization process. 


vehicle, facilities and bio-rewiical equipment management ,nd aintenance,
 

although maintenance of vehicles and biomin']ical equipment is being
 

decentralized to the reqiorl3.
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Drug and Medical Sup.V Unit: The Drug and Medical Supply Unit waS of ficially
established in June 1986 by Ministerial Decree, with responsibility formanary'ment of medicalIn-jqs and supplies, including determination of req, cements and allocation of s, mlies through the system. The Unit's fullrange of responsihilities aryl priorities are currently being revised, but: will
include direction of the new Druq hirility Control Unit as part of its supply
management funct ion. 

Reqional Offices: For service. lelivery ourposes, the Ministry of Health has
divided the country into five geographic 
 regions. These are the "Occidental"(Western), Central, Paracentral., "Oriental." (Eaqtern), and "Metropolitana"
(Metropolitan). (See maD of the regions.) The lirgest region in t-rins of areais the Oriental, consistinq of four provinces ani repreqenting 26% of theom l.ation. The smllest region, but most densely pqrulated havinq 27% of
total opulation is the Metronolitan Reqion, consisting of San Salvador 
 ardlsurronnIinq territory. Thve other three rgiqns, Centril, Paracentral., andl3ccil ntal corv!r 12%, 1'%, and 20% of the ' ,1]-tion respectivi,. Altho,yjlthe conflictive initu tion af fects hea[i services throughout the country, tlhe3">ntra!, Paracentral and Oriental. hive hc'.n particularly raffected theyasincluder he northern and eistern parts of the count vy. 

The fiv0e regional offices a- rosponsible for coordinating M(Xi activities intheir respective areas. with the '"xception of hospitals, all MOH facilitiesiryl all. MNJ- health providers (incluilinq rural he-ilth aides and midlwives) arelinked to the central office throuqh the reqinnal offices. Ehch regionaloffice staff nnw includes aoproxlmatelv 14 p.rsons as a result of .MCI effortssince 1983 to strengthen these offices in preparation for decentralizationthe regional level. 'his staff 
to

includes as key staff a physician-director,
denoitv director, ;upervisor o . physicians, supervisor of nurses,eoidlemiolmist, statistician, nutritionist, sanitary
workers/speivisors. 

av 
Each reqion also has a warehnuse for dngs and me-dical 

9msoli-s, ad a vehicle stor-ie anl ropair sh). 

El Salvador's current public infrastructure of 342 facilities, over 50% ofwhich have been constructed sinc? 178 with the isTDB, impre:ssive. Moreover,
the exoansion that has taken pl-ce has been at the intermediary an-] l]werlevels of the system, with I of the 12 health centers and 50% of the Unitsand '-lailth Posts being new. In addition, the emergency services areas of many.f the hospitals have been refirbi;he.I with VIZIqA funling, as have thefacil.ities in centers where needls w-q.re identified. (The support servicesnetwork of facilities (warehouses -n- vehicle repair shoos) have also been
upqra.led within the last three years with VISISA funlirq.) 
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The delivery system used by the WCI is basically th pyramidal confiquration 
practiced in many develmoinq nations. In 1985 there were ].4 hospitals, 12 
health centers, 100 health units, 174 health posts, 35 community posts, and 7 
Jisoensaries. A table chowinq the distribution of these facilities by region 
anI the relationship between open facilities and the population follows. Fbr 
purposes of uiderstanding how- the system functions, brief summaries of the 
nuirber, geographic distribution, and operation of each level of facility 
follow: 

Hospitals: Fourteen MCH hospitiLs are currently functioninq, with five 
located in the Mptrcnoolitan arra and the remaining nine distributed fairly
evenl v throuqhout the four outlying region,. 5ervices are predominantly OP)
visits or consultas, although limited preventive services are available. 

Health Centers: The 12 centers, with 40-80 beds, function principally as 
small hospitals with active oitpatient departments. There is at least one 
center in eacl region and five in the Eistern region. TypicaIly, they are 
staffed by 4 to 10 p]hysicians, 10-15 nurses, 2-3 laboratory technicians, 1-2 
dentists, 15-20 auxiliaries, 3-5 sanitary insoectors ani 3 clerks. In 
essence, they are small hospitals which iiy have operatories, specialized care 
units ani health-related progrun functions. .Inetheless, their chief focus is 
on primiry and backuo seconirv cire. 

Health Units: The Units are es:;entia-lly ambulatory care facilities, ,isually 
havinq no inpatient beds. Thr units u:-ually !lave a pharmacy and a l'X)r-ltory
with limiteJ caoabilitv. 'Bipici ly, they are staffed bY a full-time ohysician 
assisted by ale to two other ful1-time d-octors, 5-10 graduate nurses, 10-12 
auxiliary nurses, 1. lab technician,. 2-3 sanitary inspectors, a lentist, and a 
secretary/recentionist. Where possible, health units are used to help
coordinate the malaria control, proqram ari other specialized efforts of the 
MOH. Currently there are 100 health units (95 functioning), broadly 
digtribute:d throughout the country, with a larger concentration of units in 
the Eastern Re -ion. 

Health Posts: These facilities crnstitute the most basic level of health care 
facility. They are perminently staffed by an auxiliary nurse, and offer
 
services 5 days a week, from erirlv morning to mid-afterncon. Notably, they 
are not open qaturday or Sunday. A mi.eical team consisting of a doctor, 
nurse, clerk, and occasionally a sanitary inspector, are supposed to visit 
once or twice weekly on a regular schedule. Currently 137 of the 174 health 
posts are open, with the largest concentration (45) in the East a-l the rest 
distributed fairly equally amonq the other three rural regions. Only four 
posts operate in the largely urban,Metropolitan region. 
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A newer concept is the communty post which is similar to the health post but 
in an urban area. owever, inile health posts they are not staffed by a 

a mobile team oEpermanent auxiliary nurse, but are serviced entirely bi' 

health personnel (doctor, nurse auxiliary and sanitary inspector). Thirty-five 

comunity posts operate throughout the country. 

A few scattered dis ensaries, staffed by an auxiliary nurse, also operate in 

the Eastern region (4) and in the Metropolitan region (1), and provide first 

aid and health education. 

Authough services are available to anyone, in an attempt to partially cover 

system of user fees (circa 1947) for services.costs, the MOH established a 
one or two colones (at the currentfor those able to pay. A donation of 

exchange rate 02 is equilavent to 10.40) is requested for services provided 
These revenues are intended to
at hospitals, centers, units, and posts. 


s. pplement the operating budgets of facilities and are under the control of 

comunity health hoards (patronatos). These fees are augmented by the 

proceeds of various fund-raising activities sponsored by, and philanthropic 
The combined totalscontributions made to, the community health boards. 

annually raised in the health centers, units, and posts constitute 
scven
 

percent of the arual general-budget-funIde expenditures for services. It is 
and hLat has actually comeclear, however, that what has been decreed by law, 

quite different in the case of the patronatos. Many units amdto be, are 
a commwiity health board, or at least do not have 

posts do not have a fun.ds ;-ill befunctioning board. In many fi-ilities, ircisions regarding how 
the director of the facility, with the patronato providingused are made by 

more of a clearinghouse arnd monitoring service. 



REGION/
TYPE OF FACILITY 

EL SALVADOR - TIrA . 

Health Facilities and Population, by 1P-gion, 1979 and 1985 

T O T A L U R B A N R U R A L 1985 rIMPUATION 
1979 1985 1979 1985 1979 1985 (in thousands)Total Total O-en Total Total Open Total" Total Ooen Total Urban Rtiral 

291 342 292 271 284 245 20 58 47 4,806 2,275 2,531 

ON FACILIES 
PER POPULATION 
IN RURAL AREAS 

1:54,000 

Hospital 
qealth Center 
Health Lbit 
ieal th Post 
Cor'Lnitv Post 
Dispensary 

14 
9 

99 
159 
10 
-

14 
12 

100 
174 
35 

7 

14 
12 
95 
137 
29 

5 

14 
9 

97 
145 

6 
-

14 
12 
98 
153 

6 
1 

14 
12 
94 
118 

6 
I 

--
--

2 
14 
4 

--

--
-

2 
21 
29 

6 

-
-­

1 
19 
23 
4 

WESTERN REGION 

Hospital 
Health Center 
Health Unit 
Health Post 
Comnity Post 
Dispensary 

51 

3 
2 

20 
26 
--
-

67 

3 
2 

21 
31 
10 
--

64 

3 
2 

21 
31 

7 
-

47 

3 
2 

20 
22 
-
--

50 

3 
2 

21 
23 
1 

--

50 

3 
2 

21 
23 

1 
--

z 

.. 

.. 
. 
4 

-

17 

. 
.. 
. 
8 
9 

--

14 

.. 

.. 

.. 
8 
6 

-­

960 375 585 1:42,000 

CNTRAL FGION 

Hosotal 
Heal.th Center 
Heatth Unit 
Health Post 

Community Post 
Dispensary 

55 

2 
-
15 
38 

-
.. 

63 

2 
1 

14 
39 

7 

47 

2 
1 

14 
24 

6 

55 

2 
-
15 
38 

--

57 

2 
1 

14 
39 

1 
-

42 

2 
1 

14 
24 

1 
-

.. 
. 

.. 

-

6-

. 
.. 
.. 

6 
--

6 

.---­
. 
.. 
.. 

5 
-

587 222 365 1:73,000 



REGION,/ 
TYPE OF FACILITY 

T O T A L 
1979 1985 

Total Total Ooen 

U R B A N 
1979 1985 

Total Total Open 

R U R A L 
1979 1985 

Total Total Cpen 

1985 POPLATION 
(in thousands) 

Total Urban iral 

OP FACILITIES 
PER POPULATION 
IN RURAL ARES 

METrI' ANREGION 43 42 42 39 38 38 4 4 4 1,286 1,055 231 1:58,000 

Hosoital 
Health Center 
Health Unit 
Health Post 
Ccrrnmunity Post 
Dispensary 

5 
1 

23 
4 

10 
-

5 
1 

23 
4 
8 
1 

5 
1 

23 
4 
8 
1 

5 
1 

23 
4 
6 

-

5 
1 

23 
4 
4 
1 

5 
1 

23 
4 
4 

1 

--

. 
.. 
.. 
4 

-

-

.. 
. 

. 
4 

-

-­

. 

. 

4 
-

PAR-AMTRL REGION 52 58 54 52 53 50 -- 5 4 736 216 520 1:130,000 

Hospital 

Health Center 
Health Uhit 
Health Post 
Con imity Post 
Disoeisary 

2 

3 
13 
34 
-

. 

2 

3 
14 
37 

2 
.. 

2 

3 
14 
33 

2 
.. 

2 

3 
13 
34 
--

.. 

2 

3 
14 
34 
-

.. 

2 

3 
14 
31 
-

.. 

. 
-
-

.. 

.. 
-
3 
2 

.. 

.--­

. 
-
2 
2 

. 

EASMN" REGION 90 112 85 78 86 65 12 26 20 1,237 407 830 1:41,500 

Hospital 
Health Center 
Health Uhit 
Health Post 
Comm..uity Post 
Dispensary 

2 
3 

28 
57 
-
-

2 
5 

28 
63 

8 
6 

2 
5 

23 
45 

6 
4 

2 
3 

26 
47 
--

.-

2 
5 

26 
53 
-

2 
5 

22 
36 
-

-
--

2 
10 

-

-
--

2 
10 

8 
6 

-
-

1 
9 
6 
4 

Source: Alens, A. Socio-Demographic Aspects 
Ea Salvador, 1986, pp. 22, 23, 76. 

ielated Uith Health Services. 
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ANNEX G
 

I;.t -oductlon:. 

This report attempts to describe and take a critical look 

z% -he Programa de Salud Rural (PROSAR), a rural health 

A,,t cac'h program whichi s presently being designed within the 

,i. .. stry of Public Health and Social Assistance (1O11). At this 

d: t. , the operati onal lines of the program have not yet been 

f 	 i y defined and approved in the MO 11; several alternatives and 

for action are now being debatedp.,s ,ibile strategies 
irt. rnally , in the department of Asistencia M16dica. This 

rep .rt will therefore portray the program as it is coming 

tc;,,.th&r within the MOIl and examine the appropriatcne ss and 

sci ;dness of the different options that are being discussed. 

In :.o way should what Is written here be construed as an 
for the rural health 	 program.at, mpt to impose a design 

several key issues ielated to the feasibility ofThere are 
PRO:AR, Its relationship to other MOl programs (and its fit 

wit. in the general health care panorama), and. its social and 

cco.cmic justification, especially at a time when there are 

nuni rous rumors over the need for drastic cuts within the MO Ii. 

T.e matter of the technical feasibility is intimately tied up 

wit . }'ROSAR' s intimate conceptual relationship to the Programa 

d, ,..ytdantes Ru rales 	de Salud (ARS), which has been part of the 
- . Fr this reason, the second sectionmOBl since th-mid-i-'s 

of :.his report describas the ARS program so that the close 

els with PP.OSAR can be seen and inferences may be made aspar; 1 
to Pow the tw:o might be welded together so that they can draw 

str, ngth from each other. 
S cond, because of budgetary shortages, it has been 

us ied that either (1) the community pay a salary to the 
sug 

worker, the Ayyidante Co-nunitario de
ful_-time PROSAR community 


can be convinced to work on a
Sal,.d (ACS), or (2) the ACS 
with only limited remune,7ation. Thesevolvntary basis, 


sug, estions will be explored through an examination of the
 

nat-.re of traditional community organization in El Salvador and 

from the history of volunteer social 
a nmber of examples taken 

sercice in rural areas .
 

Fieldwork for this report was carried out during four
 
mid-J une , 1986. It


weel s in 	 El Salvador from mid -May through 

trips to the Eastern, Western , and Pare-Centrali -iv 1ved 

R". ons, where interviews were held with residents of cantones
 

a'd municipal towns; Auxiliary Nurses and Doctors in Health
 

Po:; s, Units, and Centers ; Ayudantes Rxirales de Salud (ARS ) and 

Re gi onal and Specific); and Regionalt'.e r Supervisors (b oth 

In the Central ,!1l1 Offices, 1 was
H.:-i th Office staff. 


be invlt ed to part i cipate in the _planning
f r unate enough to 

s ions for the PROSAR proram, which were held in the
 

othcr people
r 	. rtnent of As istencla H., ica. Among 

voluntary organizations
in', rviewed were members of private 

of health, as well as officials of A. I.D.%.:,.c.ing In the field 


-ist be noted that systc;iatLic fjeldwork at the community
 

limited by the present conditions of unrest

I.-, .1 was severely 


most of tLhe country.
Frc. ent throughout 
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The Programa de Salud Rural PPROSAR). 

In March of 1986, the P anning Division of the Ministry of 
Health presented a document ntitled Proyecto de Salud Rural 
Comunitaria, commonly referr. d to as IROSAR. As 
conceptualized, it fits wiLh n the broad framework set forth in 
the recently elaborated E C mino Hacia la Paz, a position

document which outlines tiL uvernment's socl and economic
 
development plan for the nex few years. 
 On a more specific
 
level, it constitutes part o the MOH 's contribution to the
 
deepest rural penetration in a publicized cam .,ign to
 
administratively decentrai,1z. government agencies and place 
strong emphasis at the lev .l of the municipalitles, which are 
described as "an efficient s-cial body for the identification
 
arid solution of many problcm., since the municipalities and
 
their cantones and caserVos ,,nderstand more clearly the needs
 
and preferences of their inh.bitant 
 s and, for this reason, they 
are able to meet more adeqai ,ly their needs.'' 

PROSAR is an attempt by the MOHt to continue the process of 
regionalization of the prirar y health care system and ext end 
its coverage by reaching It. . the cantones and caserios. With 
this program the MOH propose: to work closely with rural 
communities in the select ion of community leaders who will 
devote themselves, either cn a voluntary or a paid basis, to 
curative and preventive health care, with a strong commiritment
 
to com:.:unity developpment act Yvities. Key to the present
 
approach is the notion, whic!, has been 
 pushed to the
 
foreground, that the commu 
 i.it y must be the principal actor in
 
its own well-being.
 

Responsibility for the execution of the program rests 
with the community; the Ministry of P ublic lI ' 1th and 
Social Assistance a. d other institutions will be 
elements of technic.I and administrative support. 

The primary agent of change in this process will be either a
 
paid MOH employee working fu" 1-time (called an Ayodante
 
Comunitarlo de SalIud - ACS ) c r a volunteer who works 
 15 hours 
per week (called a Lider Comt nitario de Salud - LCS). At 
present, these two alter nati es are being discussed within the 

MO H, although it appears clerr that the job entailed 
necessitates a full work day ind requires a salary, for reasons 
which will be discussed bclay. For this reason, well as fores 
consistency, the term Alud;,:2 e Comunitarlo de Salud (ACS) will 
be used throughout this rePr, t unless a more precise 
distinction needs to be made 

The ACS is conceived e! as a catalyst, a person who 
orients and collaborates wit k the community In which he lives 
and works, lie participate- . ith the community in generating 
activities, making contacto a:ith government and private 
agencies providing financial ind technical assistance, and 
providing health education. Whereas the Ayudante Rural de 
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Salud (ARS) program, which is essentially the model cn which 
PROSAR has been conceived and designed, began with !a premise 
that the ARS was the primary actor in a largely pat 1; :e and 
formless community which needed to be helped along .i d 
educated, PROSAR stresses the active parti cipation a n.I primary 
role of the community in the process. Beyond this, Y ile the 
ARS program's priorities were theoretically headed b.' 
preventive health care and education, in fact curat i'.,w health 
care came to absorb, through the years, a good port c , of the 
ARSs' time and energy (the ARS program is discussed )ater in 
this report). PROSAR, by contrast, focuses strongly n 
community development and education, relegating cui... tve 
treatment to the, lower shelves. The ptiorlties for I' OSAR are 

laid out as follows,
 

(1) Health promotion, taking into account aspects such 
asL health education (literacy), housing, .;o :k, 
recreation, household gardens, n mall animal raising, 
and others, according to the needs of the co i:munity. 

(2) Preventive health care, Immunization, baLsic 

sanitation, nutrition, etc. 

(3) Curative he alth careL s iml, e medicines, referral, 

detection of illness. 

The key person In PROSAR is the ACS , who will bc selected 
for his qualities as a leader by the c, ,unity in whi _h he 
lives, in conjunction with staff from the regional office of 
the MOHl. ie will be surrounded by a numher of Colnho :adores 
Voluntarios de Salud ( CVS) who vill be unpaid "sAMteie" -ealth 
promoters living in the caseros of the canton in Mh. Q the ACS 
lives. Tois group will be supervised by a upervisotj Team 
composed of an Auxiliary Nurse, a Sanliary Inspector, and a 
driver. A Coordinating Team, made up of . Doctor, a 'ntrse, a 
Sanitary Inspector , and a Hlealth Educator , will in _u in manage 
the entire operation from the regional level of the E111. 

Ctomunitie, c hos; en for Iyclusion in IPROSAR -- 10 In the 
Initial pilot stage -- must (1) be 90 milnutes or mere from the 
nearest health facility; (2) be without any sort of 

nun-t raditional hualth service; (3) have a populatior of 
approX:imaItely 1 500 to 2,000 inhabitants; and (4) h.v interest 
in and willingness to participate in the program. i t ACS must 
(1) be a resident of the community; (2) he accepted b the 
cotmmunity; (3) have par t i ipatory leader:hi p qualit e i ( 4) 
know how to read a.d wvrite; and (5) be wI l Ing to u c -'rgo 
training and comoiL him:'elf to the program for at 1,.axt two 
years 

Responsib lites for successful functIoning of t e program 

are divided between the community and tle MOH . With .he 
initiation of PROSAR, community actIon for the healt h sector 
will be managed through Coilit s de Salud, which are rde up of 
the ACSs and the CVSs, as well as other interested ic al 
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citizens. Specific objectives to be reached by tle community,
 
embodied in the Comit[ de Salud, aret
 

(1) Identify the probl ems of health through the A CS, 
organized clubs, and other change agents. 

(2) Take care of the community's health through the 
preventive and curative activities developed by the 
ACSs and CVSs, orgauized clubs, and other change 
agents . 

(3) Identify the case:; which cannot be resolved in the 
community and refer them to the nearest, most 
appropriate health establishment. 

(4) Participate in the solution of the problems which 
deal with health through Intersectoral coordination. 

The MO11 is responsible for the following objectives of the 
program:. 

(1) Provide technical and administrative a.-sistance to 
the ACS,' in preventive and curative activities. 

(2) ):iplc. nt preventive and curative activities, to 
be developed by the A( S;, CVSs , and organized 
Com11munity groups. 

(3) Complement edLm cat ional activities of the ACSs , the 
CVSs , the organi ed c I ubs , and the comriunity in 
general, thrcugh collective com1unications media. 

(4) Train health staff working in development of the 
program at the central, regional, and local levels. 

( 5) Train the ACSs , th e CVSs, and organized clubs so 
that they share tue responsibil ity for health care!. 

(6) Train, at the regional and local level, the ACSs 
in the methodologies of community devc.lopment and 
group dynamics . 

(7) Promote actions which contribute to the 
improvement of the environment that will diminish 
h&&lt h risk f-ac-,r . 

(L,) At tend regiI arly to cases referred by the ACSs to 
health facili tic.;. 

(9) Strengthen the health facilities, especially those 
associated with PROSAR. 
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(10) Coordinate activities with different
 
institutional and private 
sectors for solutions of
 
health-related problems.
 

The ACS and the CVSs in his radius will be supervised by a 
motorized Supervisory Team made up of an Auxiliary Nurse, a
Sanitary Inspector, and a Driver who will ideally visit. them at 
least once a month in the villages in which they work. 
 Their
 
responsibilities include:.
 

(1) Orientation of the ACSs in outcarrying activities. 

(2) Support and strengthening the training of the ACSs 
(follow-up).
 

(3) Assistance in running community meetings. 

(4) Education at the community level.
 

(5) Support of the ACS and the community in planning
 
appropriate activities.
 

(6) Supervision of the technical aspects of 
the ACSs'
 
work: e.g. vaccination, first aid, referrals, 
etc.
 

(7) Review and analysis of reports and informational
 
documents.
 

(8) Analysis and assistance In control of materials,
 
medicines , etc.
 

(9) Review and analysis of progress of the program and
 
necessary readjustments.
 

The primary differences between 
the program carried out by

the volunteer "leader" (L1/der) 
 and that executed by the paid"aide" (Ayudante) 
are tied to the amount of work and the
 
complexity of tasks expec ted.
the Obviously, more can be done

during a complete eight-hour day than In a loosely organized 
three-hour period fitted around otheT 
more substantive
 
activities. The ACS onpaid takes a structured full--time job,
and his involvement in other productive activities Is virtually
precluded. The volunteer works with health-related 
responsibililues in his off hours, after he has finished the 
tasks which bring in his livelihood. 7he volunteer worker uill 
not be expected spend much his withto of time community
developmcnt activities and 
health education. Uis range of
 
responsihilities will be circumscribed to 
cover curative and
 
preventive health care referrals to the nearest appropriate
health 'dcility, with a minimal armount of "promotional " work 
that ii some 
way involves education and community development.
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The volunteer, for ex 
mple, will only be held accountable for
approximately one-thir d of the 
tasks assigned to the paid ACS.
Furthermore, duties 
p.rformed at the 
nearest health facility

will be more infrequenit and less demanding.


As presently e:*visioned, 
lROSAR will be implemented on a
pilot basis, with A,.S: placed in 10 
communities (cantones) in
the Eastern Region of 
the country. This 
is an interesting

place to begin. The iepartments of San Miguel, La 
Unio'n,
Usulutgn, and 
Morazln have traditionally been among the most
conflictive areas 
of 
-he country, but concentrated and steady
military action in 
th.a region has, according to official
estimate, "recuperacei" large chunks of 
formerly 'rebel-held

territory during the first half of this year. FROSAR would bepart of a campaign -f consolidation through "civic action,"
which would be in eff. ct a combined effort of a variety ofgovernment ministries. Health agents °>e seen as perhaps theleast controversial g.vernment worker.s 
-- and the record bearsthis out -- and for ttiis reason they are being pushed to thefront of the social s-:rvices initiative in recently recovered 
zones. 

It has already been n,'te that ]'ROSAR is clearly modelled afterthe Prograina de Ayuda tes Rurales de Sa]ud (ARS), a rural
health outreach pro r.m which )resently exists in El SalvadorIndeed, PP.OSAR, altl,oigh it has been announced as an innovationof sorts , is conceptu;a.Lly very similar to the ARS program. FLrthis reason, it would be useful to describe this program insome detail before en'.aring into discussion of the advisability
of the different aspe.ts of PROSAR.
 

The Programa de Ayuda'tes Rurales de Salud (ARS) . 

The P rograma do ",yudantes R1rales de Sa Iud (ARS) was begunin 1976 in an attempt to extend the nation s health care systemin to t.h.e rural areas, in what was then referred to as a policy
of "rural penetration. " The 
 program, which received initialsupport from AID, was based on the premise that until then thehealth care system ha. . been skewed overwhelmingly toward the
urban areas, with lIt-le more 
 than thin tendrils spreading outinto the countryside 1o the level of the municipal
headquarters, where a scatter of health posts had been
established beginni.g 
 in the early-1950's. The ARS program was -o take movement into the rural areas one step farther, intothe cantones, where mt:dern health care, was virtually
non-existent. ARS ,.'e.e (and still are, by and large) chosen by
M1,011 cfficials at the ,egional level from among three or fourcandidates proposed b.. the cantones in which fhey live.Although they are cmployees of the MO11, and report directly tothe 1OH regional otfi;res, they are generally pcrcei -'d asmembers of the community who are, to a significant extent, at 
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the service of the community as a whole. The ;rogram began
 

and infant c re, family
with a heavy emphasis on prenatal 

potable water),
planning, sanitation (latrines , waste disposaI 


given first ail kits and
the ARS were
and nutrition; and 

with basic remedies s, ch as aspirin,
limited medicine chests, 


Thu-., the bulk of
de-worming medicine.
calamine 	lotion, and 

to be educative, preventarie, with 
the ARS's work was 

a
 

minimal stock of curative medicines for treati.g simple
 

to be re'erred to the

More serious cases were
afflictions. 
 of
 

nearest health f.cility. Although the availib liLy 

medicines has always been significant and impottant, the 

the ARS was clear..y secondary. In 
limited curative function of 


as a bait to ittract and gain
to some degree
fact, it 	was used 

that th, 	more
 

tie confidence of community members so 

could be 	carried out.
 substantive educative activities 


was initially
It should also be pointed out that the AR.z 


as a change agent, a community develL.pment worker, a 
perceived 


who was to aid in "coordinating and ade,.uately

person 

programs 	 of rural jenetration, with
the differentstrengthening 

from the 	human potential (,f the
 
strong participation 


d' Salud, MOH,communities." (Programa de Ayudantes Rurales 
the most 	part lip


1980, pg. 1) However, this function was for 


initial position tapers as a 
service. it was mentioned in 

policy, but no 6trategy for making it operatio, al was 

articulated.
 
to be stationed

original 	 projections for the number of AP.S 
tious, runningEl Salvador were a:biin communities throughout 


from 2,000 to 3,000. To date, approximately 4'0 ARS have been
 

rcmali in the
estimated 200-260trained by the MOH, and an 
The program
include the ARS supervisori.).
system (some counts 

began well, with 340 ARS trained from 1976 thrcugh 1978, and 

from among Evaliators working on supervisors were recruited
ARS 	
the ARS program became bogged
the Malaria program. However, 


the civil disturbances cf 1979, the 
down with the onset of 

cuts within
 
arrival of general confusion, and subsequent budget 


1984.
trained from 1979 tl rough
MOH. Only 80 ARS were
the 	
of 29 ARS, all selected from the 

Finally, 	 in 1985, a group 

Reform Sector, was trained.
Agrarian 

ranks of 	trained ARS. h s occurred for a 
Attrition from the 


ha_ e risen to become 
number of reasons. A small number of ARS 

fact a considerable
their colleagues; and in
supervisors of 

present supervisors are formi r ARS. A 

percentage of the 
go, but mt st have resigned

of ARSs have been letlimited number 
they ha'.e found 

either for personal reasons or because 
In someA .Ss in conflictive -ones Iive,

something better. 
ta, Ing a 	 variety of

left their communities,cases, resigned and 
More
not been systematically tiacked.


directions that have 
have kept their positions and been
 

often, however, they 
 threatenedwhere their villages hiv.: been
in casestransferred, 


the regio,,a offices, to 
or abandnned altogether, to either 


or other cantones.
health facilities,nearby 
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PayAis presently around 650 colones per month
 
(approximately $130), a sum judged sufficient, especially in
 
the current context of high unemployment. However in the past
 
years payment has been irregular, tardy, and often involving
 
travel to San Salvador and other inconvenient places, a
 
situation which has inspired a good measure of discontent.
 

The central MOH office in San Salvador exercises little
 
control over the ARS program, and its involvement with and 
committment to it has been fragmented and lethargic since 1978,
 
when its role changed from that of technical backstop to little 
more than distant administrative and accounting functions. --

Since the program began, it has been under four distinct 
divisions first Materno Infantil (from 1976 to 1981), then 
Servicios Operativos (from-l9 i1-to May of 1985), then Educacion 
Para la Salud (from May of 1985 until apprximately April of 
1986) , and finally As istencia 16d ica. The remoteness of the 
Cent ral Office to the ARS program is underscored by the fact 
that in at least two regional offices news of the recent switch
 
to AsIstencia (dica ha., (as of May, 1986) only arrived in the
 
form of rumor, and not through official notification. One 
regional ARS coordinat.or was stil holding documents because he 
didn't know to which department in San Salvador he should send 
them; and a small group in Or ente thought that something 
called "Atenci6n M6dI ca" might now be in charge of the ARS 
program . 

The ARSs are theoretically responsible directly to the 
regional office; and indeed, on 1Oi organizational charts they 
are connected by a long line that exteuds from the regional
 
office to the cant6n, independent of the health posts and 
units. In fact, however, the ARS have been connected to the 
health facilities neares t them from the beginning, and this 
relationship has become clo.F;er with time. They presently spend 
one day per week helpJng out at the health facilities in their 
area, and most of their logistical support cones from the posts 
and units. The services they perform at the facilities are not 
systematically structured according to a general- plan. Scme of 
them learn a good deal about curative and preventive medical 
techniques from the resident nurses and doctors, and this 
Information enables them to work more effectively in their
 
communities. Others are used in large part to handle odd jobs 
such as cleaning equipatent or sorting out medicines and what 
they learn is negligible. In any cz)se, this requirement 
removes four work days in the community from their monthly 
schedules . 

The ARSs are supervised, at least in theory, by a team 
consisting of a doctor, an ouxillary nurse, a health educator, 
and a sanitary inspector (with some var la tion, but off che same 
theme). This team visits the ARSs themselves on occasion, but 
most of their contact in the field is wi th the Regional or 
General Supervisor and his Specific Supervisors. The Regional 
Super 'isor oversees a group of between six and 12 Specific 
Supervisors, who in turn have charge over be ween eight and 12 

http:coordinat.or
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The most important and constant supervision and moral
ARSs. 

place at this level. Nany of the
and logistical support takes 


supervisors have been with the program from the first years,
 

and a significant number are fo rmer ARSs. It is significailt
 

that their salaries are just a fraction above that of the ARS,
 

and they are both caught in the same pay schedule. 

The task of the supervisor is to visit the ARSs In their 

their work, assist them during community
cantones, evaluate 


net-Lings and talks, comply with administrative tasks
 

While the Supervisors are one cut
 

above the ARS in status and in breadth of experience, both
 

from the same pond and the relationship between
groups are fish 

them, observed on a variety of occasions and in different
 

social and work situations, is perhaps best described as
 

the ARS program gains its
collegial. It is at this level that 


vitality and cohesion. From this point up communications begin
 

to fray and linkages become more and more uncertain and unclear.
 
12 weeks,
The ARSs received initial training of from 8 to 


the regions through the Escuela de Capacitacio6ncarried out in 
vil t ually abandoned.Saniitaria. Since then, they have been 

From time to time they have been gathered together for one-day 

these sessions are apparently
discussions on this or that, but 

improvised, disorganized, largely Irrelevant, and of little 

value or interest to the ARSs. The Supervisors have been given 

several more substantial courses lasting a week or two and 

covering subjects such as administration and community 

development. These sessions, which have excluded the ARSs 

because of tight budgets, are accompanied by the d' ous 
ARSs.premise that what is learned will be passed on to 


Missing from the program is a steady, coherent, ar. litarian 

program which satisfies the needs of the ARSs to learn new
 

in their communities, brings
techniques and methods for working 


them together to discuss, in organized fashion, their 

individual experlcnces and ailows them to reflect on what they
 

are doing, and reinforces their sense of being an integral and
 

the health care community that makes up
worthwhile part of the 


the 1.Ol. The ARSs are seldom asked their opinions on their 

work, their frustrations, and their needs. (A while back in 

the Eastern Region, the ARSs and their Supervisors wore asked, 

in an improvised session, what they needed in terms of 

training. A list was apparently composed of their respcnses
 
the San Salvador
and sent to some department or person at 


office; but none of the ARSs or Supervisors ev(:r heard anything
 
since the initial
 more about the matter.) In other words, 

training and refresher
orientation follow-up with additional 


courses has been virtually non-existcnt.
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The method ( f payment of the ARSs has been problematic
 
from the beginnt'g, although it has become even more
 
frustrating and cetrimental to productive work since the
 
conflict began i 1979. Virtually all of the ARS and the 
Supervisors find themselves in the administrative category 
called Ley de lo'nal (or Contrato por Planilla). This 
category, in curLt.ast to Ley de Salario, places them apart from
 
the roster of pe: manent employees of the MOI, for they are 
essentially working on a contract basis. They can easily be 
dismissed bureauc ratically if it is decided that budget cuts 
must be made -- c situation which has been oppressi.vely nearby 
during the past f w years and is the source of constant 
insecurity. 

However, thc most onerous burden of their inclusion In the 
Ley de Journal bracket involves the monthly contortions they 
are forced to suffer to receive their checks. The prescn t 
system, it must be said, is due to the war. During their first 
years they were 1.aid cash in envelopes which were dropped off 
at the nearest hcalth facility. After a few payroll messangers 
were robbed and/.r wounded, the Ministry of the Treasury began 
sending payment f-r all, workers employed by various mnistries 
under the Ley de Jornal to a single locale. At the present 
time, both the .\3s and the Supervisors must journey to the 
regional office to pick up a document which they in turn take 
to another place to receive either checks or money, where they 
must stand in I ire with hundreds of employees from other 
ministries and gorerament offices . In order to confound 
robbery attempts, the place of payment Is per iodically changed 
and the more reno-el.y located ARSs miss their checks. It Is 
not uncouinon for confusion to occur In this system ana the ARSs 
are forced to travel all the way to San Salvador to receive 
payment. In short, the mon thly quest for the paycheck is 
time-consuming, o ten costly (some ARSs routinely spend more 
than 20 colones ca transportation alone), and occasionally 
fruitless. Betwe.2n two and four days are lost each month as a 
matter of course due to administrative blockage. Aside from 
the inconveniercc this cau.,es the ARSs , it digs into their 
working time and decreases considerably their 
efficiency. Unfert inately, no current evaluation of the ARS 
program exists, Pnd it is therefore necessary to rely heavily 
circumstantial an.! impressionistic clues to piece together a-d 
assessment of itE effectiveness (a systematic evaluation t*as 
apparently done w thin the MO! in 1.978 or 1979, but it would 
have offered no u re than.old data if it could have been 
unearthed). IL c in be said with certainty, however, that the 
ARSs -have gener.-Iy served to educate the people in their 
communities on a oasic and useful range of topics related to 
health, sanitatic -, and nutrition; they have brought simple 
curative medici,,e; into the villages and assisted in preventive 
health campaigns; they have made simple diagnoses of ailments 
and referred pati..ants to nearby health facilities; and some of 
them have oaken oi a larger community role by ino-ing into the 
sphere of villa - organization and development. n other 
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words, they have, to a remarkable degr -e , lived up to the 

description of the work they were pr=.:ammed to carry out, and 
thcse initial duties have been suppler,.nted by other tasks over 

the years. . 
The ARS program constitutes the vital link between the 

rural outback of El Salvador and the f %rmalizedhealth system 

embcdied in the facilities .tatffed by iurses and doctors. 

Without the intervention of the ARS ov !r the last 10 years, the 

cantones and their caserios would be v.rtually outside the 

reach of modern health care. Most of :he ARS have been with 

the system for more than five years, a id many from the original 

three groups, trained through 1978, ..r - still working. When 

they first began, their place within t e system was either 

ignored or looked down upon, since tl:e were campesinos with no 

formal training in health care. Durn; the first years, the 

ARSs note, doctors (especially) almost refused to acknowledge 

their existence as employees of the MO '. But now that they 

have had a chance to work closely with the nurses and doctors 

they have gradually shown their worth ind demonstrated their 

value at the community and the health facility level, they are 

accepted. Patients they refer to the :health facilities are 

and each year the A",S, are given a greater
given attention, 

-- a sign thit their abilities are
range of responsibilities 


valued .
 

program-
Similarities and differenc- between P21OSAR and the ARS 


Both programs work at the level o: the cant6n with a paid
 

leader (at least in the most reasonabl,' form of PROSAR) who 

works in community development and pre" entive and curative 

health care. The list of activities f)r both Ayudantes is 

virtually the same, although the ACS i- scheduled to 

concentrate more heavily on community iction than the ARS,
 

whose original job description was mcr,. narrowly focused on
 

preventive and curative health care. .'oth the ARS and the ACS
 

are chosen by the community and representatives of the regional
 

office of the MOH. 
be seen as a mo'e finely tuned versionPROSAR might best 

of the ARS program, It is built squarely on the experience 

gained in the ARS program, and in trut7! it is this experience 

which gives sense to PROSAR (after all. PROSAR did not spring 

formed out of a void). The c~.n,,e in emphasis towardfully 
coiimunity development is the end resjl' of a logical process 

been unfolding empirically. -hrough experimentationwhich has 
It has been notedand self-questloning, in the ARS progr;,m. 


ARS program design began with cursory discussion ofthat tine 

stematic methodology for
 coumur,ity development but ofiered on s 


making it operational. In fact, howevt.r, many of the ARS have
 

come to realize that community devece,.ent action is necessary
 

in their cantones, that health educati,,n and care must go hand
 

in hand ',,ith local organization acrus sectors in order to be
 

effective. Concretely, they have reanlzed that there is a 
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necessary relationship between health and nutrition (which 
involves agricultural production and contact with the Ministry 
of Agriculture) and literacy training (which involves contact 
with representatives of the Ministry of Ed ucation and other 
agencies working in adult education). On a more general level 
it is much easier to work on health issues in a co.amunity that 
is organized than one that is no more than a geographically 
defined scatter of houses. Those ARS who have worked in 
community development activities across sectors -- a trend thai 
has become more prominent in recent years 

In the matter of supervision, PROSAR is presently 
structured differently from the ARS program. While the ARSs 
are supervised at the community level by roving Specific 
Supervisors, each of whom covers the activities of between 7 
and 10 ARSs, the ACS of P1ROSAR are to be supervised by a team 
made up of an Auxiliary Nurse, a Sanitary Inspactor, and a 
Driver. According to the present design of PROSAR, the 
Supervisory Team will be trained in the art of supervision, 
then it will be set loose to cover all of the 10 ACS who will 
make up the pilut phase of the program. It would be worthwhil( 
to examine more closely the differences I these twobetween 
systems 


In the pilot phase, the PROSAR supervisory system will 
involve three people, all of whom will receive a salary, and a 
vehicle, which will in turn consume fuel and, if it Is similar 
in nature to other vehicles travelling country roads in El 
S-Ilvador, will need periodic repairs. It is highly likely that 
it will occ asionally be out of commission or sequestered for 
some -)ther, m ore pressing task of the regional 1O1 1 office. 
1-,lhen this happens, it is probable that the team will, be unable 
to p ,ke its supervisory rounds. Now, if this scenario is 
multiplied by 17 -- taking a total of 171 ACSs as the goal for 
PROSAR over the next few years -- the possibilities for 
breakdown in the system also mutltiply. And so doe, the cost of 
the program, which would have under its wing 51 supLrvisory 
team members and 17 vehicles . 

By contrast, the system of having a Specific Supervisor 
who carries out most of his work by hitching rides and 
travelo ,ng on foot is simpler (it precludes the need for 
coerdinaLton cf memb,2rs of a team), more reliable (it is not 
dependent on a MOH vehicle), and far less expensive. If by any 
chance -here is any weakness in the support system at the level 
of the regional 11011 office, the team-with-vehicle system will 
jail while the single supervisor system will function, as it 
has done with the ARS program, 

A word or two should also be said about the difficultics 
of supervising, with a team, the work of a volunteer commmity 
worker (as an alternative to the paid ACS), since this option 
is still being considered by the PROSAR design team. Because 
the volunteer will be doing virtually all of his work during 
the afternoon and evening, the Supervisory Team, if it is to 
.ctively collaborate with him in his work r.edv dvo yuiiazedt% 
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account.
 
will have to arrange a schedule that takes this into 


the afternoons and be prepared to
 
It will have to 	travel during 


isolated communities (which

spend the night in some of the more 


the bulk of those communities selected, since

would make up 


from the closest
least 90 minutes
they will be located at 

how all of thisvisualize

health facility). It is difficult to 

would take place in any coherent fashion.
 

The Potential for Community-level Economic Support for PROSAR
 

iI alth Workers
 

-- from
tradition, all health facilities
According to MOI 
on down to the level of the health post -- arehospitals 

committees made 
supported by patronatos, which are in essence 

are at the service of 
up of local leaders. These patronatos 


and assist them in raising and spending

the health facilities 


money in benefit of the facilities. In fact, they have been
 

MOH and are subject to a code of
 
formally set up 	by the 


Ley de Patronatos, which
 
regulations subsumed under the 


the health
 use of the money to purposes related to

restrict 


the pzatronatos alreadyfacilities they 	 represent. Some of 
(usually comit 	 or directliva) before

existed under another name 
on the scene and had traditionally worked

the MO1 appeared 	
on a 

or may not have
wide variety of 	 community projects, which may 


care. The : ge majority have apparently been
 
included health 

spot, out of what amounts t-o an 
formed more or less on the 


organizaLional void.
 
a fee offacilities are chargedPatients who use health 

two colones for each consultation; at the hospitals and the
 
the lower


this fee is usually collected, while at 
centers 

is common for patients
the posts, it 	 to
 

levels, the units and 

they are able, which is often nothing. This money 
pay whatever 

staff of the healthwhich is managed by theis placed in a fund 
to as the patronato fund. 

facility, although it is referred 

Extra moncy may be raised through various activities staged by 

or both (as is often the 
the patronato or facility staff 

all of this money is pooled and spent in 
case). And in theory 

of the 
accordance to mutual agreenent reached betweea the head 

are commonly used to 
health facility 	and the patronato. Funds 

101, to coversupplied by the
buy medicines which have not been 

to purchase needed equipment.staff salaries, 	 or 
a good deal

In practice, however, the patronato scheme is 

more complex and less reliable than its ideal
 

As a genexaJ .rIe, the Dzatronatos

characterization. 


to he stronger and more
centers tend
surronldIng hospitals and 

their
activities than


capable of raising money Lhrough 
even here their

at the lower levels, althoughcounterparts 
of some of the
 at best. ThIe y.atronatos
record is spotty 


"only in name;" 	and
 centers apparently existhospitals and 

money available
the case virtually all of the 


where this is 

comes from patients' visits and is 

through the "pjatronato fund" 
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managed ty health facility staff. In a few cases, the
 
patron t takes an active role and actually works to raise
 
money :--c collaborates closely with the health facility
 
direct r and his staff in planning allocations. But the rule
 
appearz t) be a largely passive or rubber stamp association of
 
people, and the fund is simply used for purposes outlined by
 
the facility's director.
 

At the unit and post levels the number of functioning
 
patronatc drops off sharply. In fact , at the level of the
 
municipal headquarters, where these facilities are usually
 
located, -here are very few local participatory organizations 
that cx for any purpose. The interaction of patronatos with 
units and posts, while not entirely absent, is tenuous and 
usually I arfunctory, more symbolic than functional. 

At tie cant6n level, where the (ARS) work, the local 
community group, if it exists, is generally called either a 
directiva or a comit6. Again, the canton-level directiva 
should ac be seen as a functioning institution that is 
regularly found throughout the rural areas of El Salvador. In 
some com- anities it exists to carry out village projects such 
as consti iction of a school or repair of a bridge or a 
washed-ou" road. But even this is infrequent. The MtSs have 
tried to /ork with those which are operating or help form them 
when they don't exist, but work in this direction has been, by 
all accou ts, slow and difficult. 

One initial version of the ( PROSAR) propo sal suggests that 
these loc il directivas can use their energies to gather 
together ioney (and perhaps food) within the cant6n to pay a 
monthly s .lary to the Ayudante Comunitario de Salud (ACS), who 
would wor.: full-time, thus ass-uming a burden akin to that which 
the MOH hiis carried in the ARS program. The feasibility of 
this scbeie is doubtful for several reascn s. 

Firs-, virtually everyone interviewed noted that the 
cantonec ire far too poor to assume this expense, especially in 
the prcse it climate of drammatic unemployment and the rising 
cost of I -ving . Given an average community of 150 families, 
each fami'.y would be required to produce two colones per month 
to pay th! Community Leader 300 colones (J 60) a month, a salary 
which is .ess than half of that which an ARS presently earns. 
If the sa'.ary were to be lifted to that of the ARS, community 
members w )uld have to gather together four colones each month 
• an at 'onomically high figure for people living on the 
borderl 1:2 of subsistence. 

Sezu ,d. it is clear that the Community Leader vould be 
doing v-r ually the same things presently expected of an ARS, 
with pc'! ;ps a few additional tasz. added on. While early 
plans az., med that this set of responsib.ilities coulE De 
carried cit in a 15 hour week, working after the clote of a 
regular rk schedule, realistic assessment of the situation 
shows tha the projected work plan comprises a full-tine job. 
(The pri. 3-down version of what would be expected of the 
PROSAR , unteer is so skimpy as to represent an emaciated 
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of the program.) This being
distortion of the original concept 

the case, it is difficult *o see how the Community Leader is to 

and the ARS by the 101. Thisbe paid by the comuititysomehow 
will continue supporting

is assuming, of course, that the MOl 

the ARS program.
 
that the directiva

Third, there is overw.&(.ming evidenc.e 


the comlter), which would presumably be the local

(or 


with ran-iging the contract with the

institution charged 

:ounted on to function on a general
Community Leader, cannot be 

itcases (if not most)
basis throughout the country. In many 

an operationalthe -ant6n level assimply doesn't exist at 
exist and serves *to undertake


entity. And even where it c-es 
in no case does co mnunity projects,and successfully complete 

salary of anyone renderingand pay the n:)nthlyit manage cash 
In other words, if such 

services to the community. 

the institution would were to be :ontemplated,responsibilities 

st .engthened, and an.
have to be created and/or 

to implanted.mechraism would have be 
administrative/ banking 

in thecases in which cooperativesThere do exist some 
sector have used already existing mechanisms of 

agrarian reform 
and s.hool teachers. This sort of 

this sort to hire ARSs 
by the government, and 

has been conscicusly soughtarrangement ARSs and 
several cooperatives have attempted to lure needed 

common arrangement is

for them. The most to 

teachers to work 
set fee, usu:illy one col6n, from the 

automatically subtract a 
In Easterneach cooperative men er. the

monthly wages of 
stopped footing his 

Region, one. cooperative took in an ARS but 
400 colonesmonths. A teacher, who received

salary after three 
lasted seven months. Two 

from another cooperative,per month 
per month, have been 

teachers, both receiving 350 colones 
for about three months and 

at another cooperativeworking 
among members to the effect 

are growing murmursalready there 

that they should not be covering costs that the Ministry of
 

are someWestern Region there
Education should assume. Ir! the 

with relatively complexcooperazivesrather sophisticated 

that are apparently supporting ARSs,


administrative structures 
this point is weak).

and perhaps teachers (but information on 
that the attempt to have the 

However, it is apparently tl-e case 
.e - cost of ARSs working 

agrarian reform cooperati o pick up the 
expected.far less ,iccessful that initially

for them has been 

where the mechanism exists, the record is poor.
 

Thus, even 
that cant6n-levelthe assL.mptionIn conclusion, 

Cr can easily be organized to 
are organize(,associations 

money were available (which
money, exen ifcollect and manage 

pa'? regular wages (however minimal)
it is not), and use it to 

wl' -h thisNo cases inis u.i!.unded.to a Community Leader 
been found, . nd our 

sort of arrangement has functioned have 
of El Salvador

of the nature of the rural areas
understanding for
on directivas
that reliance
to the beliefleads squarely 

Even whereresult S.n frustration.this purpose will 
are carrying out arecant6n-level directivas organized and 

have the capacity to administer
they do notcommunity projects, 

to ocver salariesflow of moneya steady 
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Although it is not entirely certain that agrariao eform 

cooperatives are incapable of collecting and man.. ing money to 

pay the salaries of ARSs (and teachers), there i. -nough 

evidence to show that this strategy is not very r, I.iable. It 

is hypothesized that it will have the best chanc, ,)f working on 

the larger, more cconomically sophisticated coop-.i :tives, which 

only comprise a small fraction of those within vhc agrarian 

reform sector. By no means can it be counted on Liroughout the 

sector. It must be realized that the agrarian ref.-rm 

cooperatives are already deeply in debt, and assar )ti on of 

still another expense, especially when the servicc being paid 

for is rot apparently productive in the short ru*-, is perhaps 

unrealistic. At least, this reasoning has been of~ered by 

community organizers familiar with failures on coojeratives in 

the Eastern Region.
 

Volunteers and Other Variations:.
 

An alternative to the notion that communities could pay 

regular salaries for PROSAR health workers was thpt the health 

workers would simply be unpaid volunteers. This s'heme removes 
the burden fromr. both the M0i1 and the community an 7 re lies on 
the altruistic spirit of the PROSAR worker. It ha3 already 

been noted that if the health worker, called a 1.06,.r 

Comunitarlo de Salud (L CS), were to work on a volu itary basis 

his schedule would be cut down to fit within a 15 nour week.
 

However, even with a greatly reduced work load, cha
 

characteristics of voluntarism would make PROSAR a much more
 

ineffective and shaky beast than the one being fasitioned with 

the full-time paid ACS. 
There are several volunteer programs in the rural areas, 

and designers of the PROSAR proposal apparently fi.,ured that 

the tradition of donating one's services free of charge was 

sufficiently well-established to allow the unpait .CS concept 

to take root and flourish. However, closer inspec-ion of a few 
of the volunteer or seemingly volunteer programs that do exist 

makes this assumption more problematic and tenuous. 
The volunteers with the Malaria Program are often brought 

forward as an example of how the incentive of helping the 

community is sufficient to extract volunteer work.. In fact,
 

however, the malaria volunteers have a small, closely-defined
 

list of tasks -- taking blood smears and passing cit pills and
 
writing down minimal information-- that does not e.ncroach
 

substantially on the time they need for productive activities
 

and does not take them far from their homes.
 

The traditional midwives deliver the vast _.,.jrity of the
 

babies in the rural areas and they receive payme.t (however 

small) for their services. Most of them are wozcn over the age 

of 50, are illiterate, and are in a real sense eq-erienced 

specialists in all aspects of pregnancy and childh;rth. Beyond 

this, and most important, they fill a culturally p-estigeous 

position in society, one which carries a heavy lua=i of 
tradition with it. As with the malarial volu "e.'rs, their 
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it involvesalthough
is narrowly circumscribed,profession and time. 

more responsibilityconsiderably withhas been working since 1979
the ChildrenSave 

(as well as promoters in education 
Health Promotersvolunteer Salvador (Ilobasco in 

in four towns of El 
and agriculture) in Laand two communitiesSan Salvador,Cabalias, San Hart~n in 

located in each 
Two or three volunteer promoters are 

Uni 6 n). 
(ave rage 23 yr s . of age) and they 

. They are youngc ommunity not for their services;
They are paid

work in their free time. thecomes from 
to work without remuneration 

instead, incentive They arefellow villagers.
from their

recognition they gain theand moral support by .Save 
given continuous technical 

the program is 
and in its limited functions 

Children staff, 

succes sful .
apparently in out-lyinghealth promoters

The Catholic Church has 
vendors. They

who serve as ambulatory medicine 
communities time through atheir 
are remumerated for 

work part-time and of 

they sell at a price just under that 
of the drugspercentage a to theservice
comprises
While this
nearby pharmacies. 

to large extent
the same time is a 

community and at entirely to
it is limited almost

self-sufficient,economically scheme were tothis
If combination of 

curative medicine. some 

the focusto moveit would be necessaryin PROSAR,be attempted it 
away from community development or eliminate 


of the ACS 
sle of medicines. Clearly,


on theconcentrateentirely, and the core(if not eliminate)
this would dillute considerbly legality
Beyond this, the 

concept of PROSAR's original design. 

have to be reviewed. 
of such a scheme within the MO would 

the ruralused throughouthave beenIn sum, volunteers intosignificantlythat do not cut
for limited tasksareas idea of utilizingThus, theof production.their schedules o s where they will work

in the ca ser ,
volunteer collaborators should beACS, a

the work of the
that complementas satelites worka full-scaleto squeezeAttemptsproductive arrangement. a complex of 

peasant volunteers carrying out 
schedule out of on rural 

fail; and thoughts of relying
tasks will surely 

even these do exist, forwherecommunity organizations, thebe put aside. lf
ACSs shouldof theeconomic support to kept intact,workers is be

of PROSAR health
original concept be 

pay them a salary. The salary should 
the NOR will need to 

an APS.to that earned byidenticalsimilar or 
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Conclusions and Issues 

(1) The Programa do Salud Rural (PROSAR), as it is now being
 
developed within the mO H, shows obvious parentage with the
 
Programa de Ayudantes Rurales de Salud (ARS), a rural health

"penetration" initiative launched in the mid-1970's with support 
from AID. In fact, although PROSAR is being presented in some 
quarters as an innovation of sorts, it differs little from its 
parent except in its explicit call for stronger emphasis on 
community action and participation. However, it should be noted 
that even this change in philosophy -- toward a broader, more 
Integrated view of health -- is a result of experience gained from 
the ARS program. 

PROSAR should not be dealt with separately from the ARS 
program. It Is clear that the strength in the proposed PROSAR is 
derived from the collective experience gained from the ARS 
program, and that the ARS program is presently alive and well. In 
fact, it appears to be flourishing, despite the chronic absence of 
support in the form of training (on a continuous basis) and 
resources in general from the higher levels of theMOHl. In other 
words, there presently exists In the 1Oll a large body of rural 
health outreach agents with considerable experience and talent. 
This experience is valuable and should not be lost. 

(2) The proposed design of PROSAR is perhaps best seen as a
 
methodology which would be used, 
 with substantial effectiveness, 
to fine-tune the ARS program. If used with committment, it could 
build upon the solid foundation already laid by the ARS program
and strengthen the MOll's rural health outreach capability. The 
closer PROSAR follows the ARS program model, the greater chance It 
will have of functioning. This is to say that while the pilot 
phase of PROSAR Is being run in the Eastern Region, it should be 
fed by the experience of the ARS presently working there and the 
two programs should, as soon as possible, be combined as one. if 
they are allowed to run parallel to each other without touching, 
it is probable that PROSAR will shrivel up and fail within a short 
time . 

(3) It is unthinkable that the ARS program could be cut and iii 
some fashion be replaced by PROSAR. First, the MOH would find 
itself in the somewhat awkward position of having to deal with 
approximately 250 laid-off employees who possess the skills needed 
in a band of newly-hired employees for an "innovative" program 
which is a virtual copy of the defunct program. 

(4) The MO1 has considered two alternative strategies which would 
relieve the Ministry's necessity of paying salaries to the PROSAR 
health workers. The first alternative places the community in 
charge of collecting moihey and paying a regular salary to the 
ACS. This is not feasible for several reasons: (a) rural 
communities, which at the present time are (desperately poor, do 
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not have the incentive to pay the salary of a person who does not 
and (b) El

bring immediate productive returns to the community; 

Salvador's rural communities are not generally cohesively
 

for communal tasks, especially those that involveorganized 
Beyond this, similar arrangements
collecting and managing money. 

with ARS and teachers have been attempted within a number of the 

--- where managementcooperatives of the agrarian reform sector 
-- with very little success.mechanisms exist 

the PROSAR healthThe second alternative involves enlisting 

workers as volunteers. While vol,,nreprism is fairly common in 
a very limited
rural El Salvador, it is almost exclusively done on 

basis, with specific, well-defined tasks; and it does not cut 

into the time vol,,nteers need for productivesignificantly 
a community developmentactivities. If the PPOSAR worker is to be 

efforts with other government ministries
 agent who coordinates his 


and private agencies, volunteerism cannot be counted on. If his 

duties are sharply circumscribed and restricted to a minimal range 

of tasks, then unremunerated collaboration may be expected. 

this lost option would mean simplifyingHowever, the adoption of 
to the point where it would cancel out its own 

the program 

stimulate community participation.
objectives, which are to 


work the PROSAR health
In conclusion, if the program is to 

(probably equivalent to that which

workers must be paid a salary 


an ARS currently receives).
 

continued, and strengthened through

(5) The ARS program should be 


of for is vital link between the formal 
the efforts PROSAR, it a 

and the rural outback of El Salvador. At the 
health establishment 

be confronted
certain economic realities must 
same time, however, 

the ARS program consunes more than 2 

and pondered. At present, 
and their
 

million colones in salaries per year for tha ARSs 


PROSAR launched as something separate, with 
supervisors. If is 


its projected 171 ACS, in place within the next five years (who
 
ARS 

would presumably earn a salary similar to the ARS), and the 
another 1.5 million
 program were to continue, this would add 

colones just in salaries to the MOH's rural outreach program. In 
years, an
 

total, this would represent, within t!e next five 


estimated 3.5 million colones (without accounting for inflation,
 
the two
 

which is presently racing forward), in salaries to cover 
are to be merged).programs (or the one program, if they 

for the it, may add the apprximately
fun of we
(To this, just 


100 ARS pres ently working for Project HOPE, since it is rumored
 

that they will eventually be absorbed by the MOH. At the salary 
standards), this 

of the MOH ARS (which is apparently low by HOPE 
total to


another 900,000 colones, raising the just

would represent 


in salaries alone.)

short of 4.5 million colones per year 


PROSAR do not represent a major
The pilot phase salaries for 

can be test the new methodology.used toexpenditure, and they 
done with ARSs, will 

Expansi on of the program, unless it is 


probably be too expensive.
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(6) The supervisory system proposed for PROSAR would add another 
51 paid employees to the roster, 17 vehicles, and fuel and 
maintenance expenses. These costs can easily be eliminated by
using the supervisory system presently employed in 
the ARS
 
program. Utilization of the Specific Supervisor strategy would
 
also be 
more reliable and efficient.
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MOH BUDGET AND ALLOCATION OF RESOUFMEE 

Figure 1: Evolution of the MCH Share of Total Central Government 
Budget Allocations ard Expenditures 

Figure 2: Evolution of MOH Real 
( MPI-Adjusted) 

Per Capita Expenditures 

Figire 3: Changing Composition of Operatinq Costs 

Figure 4: Growth of MOH egional Positions 

Table 1: MCH Budget as Percent of Total GOES Budget 1976 - 1986 

Table 2: MOH Budget as Percent of GNP 1975 - 1985 

Table 3: MCH Budqet Allocations 1975 - 1986 

Table 4: MOH Budget Alloc-tions and Projections 1979 - 1991 

Table 5: MCH Expenditures 1975 - 1985 

Table 6: MOH Expenditures in Real Terms 1975 - 1985 

Tabl^e 7: Allocation of MCH Expenditures for Personnel and Materials 

1977 - 1986 

Table 8: Pharmaceutical Purchases 1982 - 1986 
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FIGURE 3
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EVOLUTION OF THE MOH SHARE OF THE
 
TOTAL CENTRAL GOVERNMENT BUDGET ALLOCATION
 

ND EXPENDITURES 

SHARE OF BUDGET 
YEAR ALLOCATION 

1975 

1976 10.6% 

197.7 10.1% 

1978 10.7% 

1979 9.7% 

1980 10.6% 

1981 8.6% 

1982 8.1% 

1983 8.1% 

1984 7.2% 

1985 7.6% 

1986 7.1% 

SHARE OF EXPENDITURES
 

10.7%
 

10.2%
 

10.7%
 

9.8%
 

10.8.
 

8.7%
 

8.5%
 

9.2%
 

7.0%
 

7.5%
 

Source: informe Complementario Constitucional 
sobre la
 
Hacienda P~blica, Ejercicio Fiscal, various years.
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EVOLUTION OF THE MOH BUDGET ALLOCATION
 
AS A PERCENT OF GROSS NATIONAL PRODUCT
 

YEAR PERCENT
 

1975 1.80%
 

1976 1.75% 

1977 1.79% 

1978 1.93% 

1979 1.71% 

1980 2.09% 

1981 2.17% 

1982 2.01% 

1983 1.76% 

1984 1.87% 

1985 1.41% 

ANNUAL AVERAGES: 	 1975-1979: 1.796
 

1980-1982: 2.09
 

1983-1985: 1.68
 

Source: 	 Informe Complementario Constitucional,
 
Ministerio de Hacienda, various years.
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MINISTRY OF HEALTH BUDGET ALLOCATIONS 
(INCURRENT COLONES) 

YEARS TOTAL (FINAL) BUDGET ALLOCATIONS OPERATIONS BUDGET CAPITAL BUDGET 

1975 82.196.160 68.684.710 13.511.450 

1976 111.269.600 84.547.000 26.722.600 

1977 128.287.862 98.731.400 29.556.500 

1978 148.504.300 112.879.300 35.625.000 

1979 147.155.000 125.695.000 21.460.000 

1980 186.396.000 151.479.000 34.917.000 

1981 187.972.900 160.360.000 27.612.900 

1982 180.546.400 151.846.400 28.700.000 

1933 177.822.600 145.821.600 32.001.000 

1984 213.891.500 157.965.000 55.926.500 

1985 197.F32.900 164.601.700 32.931.200 

1986 186.888.160 170.876.750 16.011.430 

Source: Informe Complementario Constitucional sobre la Hacienda Pblica, 
Ejercicio Fiscal, various years; Diario Oficial Tomo No.289, No.243, 
Dic. 21, 1985. 

izi 
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MINISTRY OF HEALTH BD(r ALLOCATIONS AND PROMhX.Mo IONS 

AS % OF AS % OFALLOCATION 

YEAR (Col. 000) GOES BUDGET GDP
 

1979 147,155.0 9.7 1.71 

1980 186,396.0 10.6 2.09 

1981 187,972.9 8.6 2.17 

1982 180,546.4 8.1 2.01 

1.76
1983 177,822.6 0.1 


1984 213,891.5 7.2 1.87
 

1.41
1985 197,532.9 7.6 

1986 1S6,8W. 2 7.1 1.398 

1.386
1987 197,852.9 7.14 


1.375
1988 199,779.0 7.07 


6.99 1.363
1989 201,705.9 


6.91 1.351
1990 203,632.4 


6.83 1.339
1991 205,558.9 


http:PROMhX.Mo
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MINISTRY OF HEALTH EXPENDITURES
 
(INCURRENT COLONES). 

YEAR TOTAL EXPENDITURES OPERATING EXPENDITURES CAPITAL EXPENDITURES 

1975 86.465.425 

1976 110.829.200 84.251.800 26.577.400 

1977 127.060.800 98.192.400 28.868.400 

1978 143.278.800 108.755.300 34.523.500 

1979 142.090.500 123.169.000 18.921.500 

1980 178.435.700 147.491.100 30.944.600 

1981 167.025.900 152.184.100 14.841.800 

1982 165.677.100 149.823.100 15.854.000 

1983 170.395,900 143.515.300 26,880.600 

1984 191.551.200 157,288.500 34.262.700 

1985 176.522.700 164.445.400 12.077.300 

Source: Informe Conmplementario Constitucional sobre la Hacienda Poblica, 
Ejercicio Fiscal, various years. 

/
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TABLE 6 

MINISTRY OF HEALTH EXPENDITURES
 
IN REAL TERMS/CONSTANT COLONES
 

BASE: CPI 1978'
 

OPERATING EXPENDITURES CAPITAL EXPENDITURES
YEAR TOTAL EXPENDITURES 


18,897,100 (1))1975 114,959,700 (1) 96,062,500 (1) 

34.696.345
1976 144.685.640 109.989.295 


33.724.766
1977 148.435.514 114.710.748 


35.591.237
1978 147.710.103 112.118.866 


17.407.083
1979 130.718.031 113.310.948 


24.251.254
1980 139.839.890 115.588.636 


10.137.842
1981 114.088.730 103.950.888 


9.690.709
1982 101.269.621 91.578.912 


14,522.204
1983 92.056.132 77.533.928 


16.576.052
1984 92.671.118 76.095.065 


4.784.984
1985 69.937.678 65.152.694 


(1) Allocated
 

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

Source: 	 Computed from data contained in various issues of the
 

Informe Comlementario sobre la Hacienda Pdblica,
 
Ejercicio Fiscal.
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DISTRIBUTION OF THE MAJOR OPERATIONS
 
EXPENDITURES OF MOH's NON-HOSPITAL FUNCTIONS
 

YEAR 

1977 
PERSONNEL 

24.836.8 
(56%) 

1978 30.216.8 
(70%) 

1979 36.444.7 
(78%) 

1980 46.184.7 
(79%) 

1981 47.422.5 
(77%) 

1982 47.260.6 
(85%) 

1983 49.164.4 
(87%) 

1984 55.879.7 
(93%) 

1985 59.772.1 
(92%) 

1986 53.453.3 
(77%) 

(INTHOUSANDS OF COLONES)
 

MATERIALS, SUPPLIES 

MACHINERY & EQUIPMENT 


19.577 

(44%)
 

12.946.7 

(30%)
 

10.079 

(22%)
 

12.537 

(21%)
 

14.558 

(23%)
 

8.175.2 

(15%)
 

7.173.6 

(13%)
 

3.970.7 

( 7%)
 

5.350.3 

(8%)
 

19.010.4 

(23%)
 

THESE OPERATIONS
 
EXPENDITURES AS A
 
% OF TOTAL OPERATIONS
 
EXPENDITURES
 

98.6 %
 

98.2 %
 

98.2 %
 

98.3 %
 

98.8 %
 

98.3 %
 

98.6 %
 

98.6 %
 

97.5 %
 

98.8 %
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THE GROWTH OF MATERIALS AND SUPPLIES COMPONENT 
OF THE REGIONAL HEALTH SERVICES PROGRAM EXPENDITURES 

1977 1978 1979 1980 

Nominal colones 1.251.347 1.354.407 1.320.670 1.883.233 

Real colones* 1.461.854 1.396.296 1.214.968 1.475.888 

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

Annual % change 
in real terms (-4.5%) (-13.0%) (21.5%) 

1982 1983 1984 1985 

Nominal colones 1.322.983 1.235.175 1.509.777 1.450.894 

Real colones 808.669 667.301 730.419 574.839 

Annual %change 
in nominal 
tens (- 3.4%) (- 6.6%) (22.2%) (- 3.9%) 

Annual % change 
in real terms (-40.8%) (-17.5Z) (9.5%) (-21.3%) 

1981
 

1.998.585
 

1.365.154
 

(6.1%)
 

(-7.5%)
 

1986
 
(orifinal
 

all ocal t ion) 

1.875.910
 

(29.3%)
 

1977-85 Averages: 	 Average annual growth rate of nominal expenditures: 2.0% 
Average annual growth rate of real expenditures: - 1 

Cumulative annual growth rate of nominal expenditures: 1.85% 

Overall changes
 
1977-1985 : Nominal expenditures: 15.9%
 

Real expenditures: -61.0%
 

* CPI-based adjustment. Base is 1978. 

Source: Informe Complementario Constitucional, various years. 
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ANNEK I
 

Technical Assistance Plan 

Technical assistance will be provided to the MOH in each component area 
of the Project. In view of the extent of technical assistance required, 
it will be contracted directly by A.I.D. through authority to .be 
contained in the Project Agreement. The following plans will be reviewed 
aqainst the new ceiling requirements being developed for U.S. personnel 
in El Salvador, any modified if a ceiling problem arises. However, given 

the qualifications and experience required for the three long term 
advisors, it is believed that third country nationals will be the likely 
candidates.
 

I 

The MNH will be involved in finalizing the scopes of work for the
 
technical assistance team to ensure that they feel their needs have been 
adequately reflected. Three long-term technical assistance advisors will 

be provided for the duration of the project; these are: Chief of Party 

any Health Planner; Systems Advisor/Deputy Chief of Party; ar Management 
Development/Health Services Research lvisor. Seven additional technical 
advisors will be provided for the first 12-24 months of the project, and 

then on an intermittent basis as the MOH's needs for assistance have been 

reduced. These include advi qrvs in management information systems, 
clinical pharmacology and formulary development, training, malaria 
control, transport, bio-medical. equipment maintenance and procurement. 
The technical assistance team will also obtain the services of expert
 

short-term consultants, as recuired, in the development of specific MIS 

sub-systems, to assist the M3H personnel conduct applied health research 
studies, establishing the drug quality control lab, and preparation of 

health education materials and technical course development, etc. The 

MOH's annual implementation plan will identify any additional technical 
of the project andassistance, including those which are within the scope 

met from other funding sources. il technicalothers which must be 
to jointlyassistance to be provided through the Project will be agreed 

by the MC- arri USAID. 

A summarv of these technical assistance requirements, and brief statement 

of duties for each follow. 
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SUMARY OF PROJFT TECHNICAL ASS ISTAh.E 

Area Person months Counterpart Units
 

Project Management/Health Policy and Planning
 
C.O.P./MD and Health Planner 57 pm Planning Directorate 

and Vice Minister 

Management Development/ 
Health Svcs. Rsch. dvisor 57 pm 

Director 
Planning 

General and 
Directorate 

M.I.S. Advisor 21 pm plus 9 inter. Information Unit 

Logistical Support: Acquisition, Distribution, and Management of Drugs 
Medical Supplies, Fauipment and Racilities 

Dep. Chief of Party/Ifgqistics 	 Supply Unit 
tanaqer and Systems Advisor 57 pm 	 and Vice Minister 

Procurement Advisor 21. pm plus 12 inter. Admin. Dir/Procurement 
Clin. Pharm./Fnrmulary* 18 pm plus 18 inter. Suply Unit* 
Biomed. Fquip. Maint. Spec. 18 pm plus 18 inter. Admin. Dir/CGn. Svcs. 
Transvort/Vehicles Advisor 12 Dm plus 15 inter. Pilmin. Dir/Gen. Svcs. 

Improving Basic Health Services Delivery 
Training Advisor 24 pM.plus 18 inter. Dir. General/Trng.Cntz 
Malaria Control Officer 24 pm plus 1.8 inter. Malaria Division 

5'hort Terrm Consultants to be provided umder Project 

Health cSvcr. Rich. Alvisors Rotal 15 pm Planning Directorate 
MIS 	 Sub-system experts qbtal 18 pm Information Unit 
DC 	Aivisors* Total 24 pm Supply Unit/DQC 
Health Educ. Advisors Total 14 om Technical Oper. Dir 
E0idemiolgi~st/h 1-omol-gist btal 4 pm Malaria Division 

* 	 This advisor will provide on-the-job training for the Salvadoran staff. 
However, MOH officials report that there are only two .&ivadorans 
specifically trained in pharmcoloqy (me in ISSS and one at the 
university), so that furthe.r training may he required for those who will 
be on the staff of the Dnq and Medical Supplies Unit. Short-term 
training will he needed after the first Near, and is available (in 
Spanish) in Spain, Costa Rici, Guatem,1.a, Panimra, and Mexico. 

** Drua Quality Control advisors are expected to be nee'dd in several 
necialties, for 6 person-months oach: Analytic, 1io..-- ailability, 
Pharmakinetics, and Microbio'x)y.
 



TECHNICAl. ASSISTANCE - SCOPES OF WORK 

Field of 
Expertise Timing Duties 

(A) Lon&_Term 

C.O.P./Health Planner 57 person 
months The Chief of Party will be a health 

planner/physician who vill work with the the 
Director of the Hll Planning Directorate as 
his/her principal counterpart, but will also 
relate to the Vice Minister. The Chief of Party 
will coordinate and supervise the activities of 
the other members of the technical assistance 
team. le/she will be the principal contact 
between the team (and the contracting company) 
and the KOH, GOES, and AID. He/she vill review 
their scopes of work and periodic work plans 
with them and HOH colleagues to assure 
relevance, appropriatenesz, aad feasibility, 
especially with regard to MOH policies, plans, 
programs, and activities. As necessary and 
appropriate he/she will assist the MOH and the 
other consultants to revise the consultants' 
scopes of work and work pians in keeping with 
those criteria. He/she, with MOH counterparts, 
will also coordinate the overall efforts of the 
team and of the individual consultants with 
those of other technical assistance personnel. 

The COP/Health Planning Advisor will assist 
his/her technical counterpart, the Director of 
the KOH Planning Directorate, in all areas of 
health planning, with emphasis on those health 
planning areas and tasks specifically noted in o 
the Project Paper and on those activities of the 
Planning DirecLorate directly related to the 
Project's purposes, outputs, and activities. 



He/she will work both in San Salvador and in the 
Regions to help the MOH to augment the health 
planning and health services management capacity 
of the central MOH and regional offices staffs 
and 
all 

to assist in application of that capacity at 
levels. He/she will also work with 

counterparts, other MOH staff and other MOH 
advisors (including those from other projects 
and supported by ther donors) to coordinate 
planning and implementation of health sector 
programs and activities. 

Deputy C.O.P./Logistic s 
Manager and Systems 

57 person 
months 

The Project's Manager/Systems Advisor will have 
as his/her chief counterpart the Director of the 

Advisor MOH! Drug and Supply Unit. He/she will also 
serve as the Deputy Chief of Party, and will be 
an experienced supply systems manager, with 
appropriate oversea;: experience, who will also 
need to have relevant experience in both 
technical assistance team and development 
project management. 

He/she will work under the direction of the 
Chief of Party and assist the COP by taking 
responsibility for for personnel, equipment, and 
financial management matters within the team and 
the project. As the Systems Advisor, he/she
will work closely with other TA team members and 
offices within the MOH. Primary areas of 
concern will be development of the Unit and of 
the capacity and wovk of its own staff and of 
other HOH units and staff members in the areas 
directly relevant to supply systems. Those 
areas will include (but not be limited to):
determination of needs, demand and requirements; 
priority determinations; setting of 
specifications; local and international 
procurement procedures, including advertising, 
tenders, qualification, and evaluation of offers W 
and offerors; procurement contracting; receipt 0 
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and evaluation oF goods supplied; follow-up on 
deficiencies; record keeping and inventory 
control; warehousing and storage; transport; 
ordering, order processing, and distribution 
within the KOH system; supervision; stock level 
systems, criteria and controls; financial, stock 
control, and performance monitoring systems; and 
supply program monitoring and evaluation. 

Management Development 57 person The Project's Management Development and Health 
and Hlth. Svcs. Rsch. months Services Research Advisor will be a Health 
Advisor Services Management expert with appropriate 

overseas experience and with knowledge, skills 
and experience in applied health services 
research in developing countries. He/she will 
work closely with a cnunterpart in the HOH 
Planning Directorar:-, and will have the 
responsibility of assi sting the Planning 
Directorate an! MOH managers to develop and 
strengthen management sdpport systems; 
especia]iy as indicated in the Project Paper and 
with regard to management systems and problems 
directly relevant to the Project's purpose(s), 
outputs, and activities. 

The advisor's work will involve: systematic
analysis and description of support and 
management systems and of their objectives, 
strengths, weaknesses, and problems; 
determination of priority problems and issues; 
specification of problems for solution; 
operational uefinition of criteria for useful 
solutions to system problems; development and 
initial feafibility assessment of alternative 
approaches to solving problems and improving 
systems; furthe-' development, assessment, 
specification and testing of promising solutions 
and approaches; and ranking or comparison and 
selection of solutions or changes for wider or 
permanent application. In all aspects of 

0 
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his/her
develop 

work, the advisor will help the KOH to
and improve its support and management 

systems and to augment and apply its capacity
for problem solving approaches and health 
services research (as outlined above). This 
will include development with MOH colleagues of
relevant training programs and applied health 
services research programs. It will also
involve development of a net:ork of MOH (and
other Salvadoran) colleagues with interests and 
capacities in those areas, in contact with 
international r'source instituLions and with
other groups and individuals involved in similar 
efforts. 

(B). Short Term 

X.I.S. Advisor Zl person 
months, plus 
9 intermittent 

The MIS Advisor will be experienced in the 
deiign and implemon tat ion of comprehensive
computer-based management information systems in 
national, regional and local level health 
agencies and at the health facility level. This 
experience should include the design and 
implementation of systems utilizing
microcomputers, and including as least three ofthe following sub-system categories:
biostatistics, drug supply management, vehicle 
maintenance, biomedical equipment maintenance, 
pe;sonnel and finance. He/she will also have 
demonstrated experience in identifying,
selecting and adapting existing software as 
appropriate, and in coordinating (or conducting)
training programs for information systems users 
(technical personnel an health services 
providers). The MIS advisor will have the head
of the Information Systems Unit as his/her
counterpart, and work closely with the 
newly-established Information System Users 
Commi ttee.D 

0 
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M.I.S. Sub-systems 

Adviors 

Procurement Advisor 


18 person
 
months 


21 person 

months, plus 

12 intermittent 


The MIS Sub-systems advisors will work on a
 
short-term basis, depending on the need for
 
specific assistance in the design and
 
implementation of specific MIS sub-systems that
 
will be part of the MOH/MIS. These include
 
biostatistics, drug supply management, vehicle
 
maintenance, biomedical equipment maiintenance,
 
personnel and finance. The MOH will work with
 
the MIS Advisor (see above) in determining when
 
sub-systems technical assistance is necessary,
 
and defining the scopes of work for the
 
short-term advisors. The short-term advisors
 
will have as their counterpart the head of the
 
Information System Unit, and will also work
 
closely with the relevant MOH office(s),
 
according to their sub-system specialty (e.g.,
 
personnel).
 

The Project's Procurement Advisor will be a
 
person with extensive experience, including
 
international experience, in procurement systems
 
development and management, with substantial
 
experience in drug procurement systems. The
 
Procurement Advisor will work closely with his
 
or her principal counterpart, an HOH official
 
within the Procurement Division of the
 
Administrative Directorate. The Procurement
 
Advisor's principal responsibilities will
 
include assisting MOH procurement personnel and
 
other concerned MOH officials (including the
 
Drug and Medical Supplies Unit) to strengthen
 
the capacity and effectiveness of the MOH
 
procurement system. Initially, the advisor will
 
focus on helping the HOH to assure that
 
Project-provided connodities are selected,
 
adequately specified, put out for bid, subjected
 
to correct and effective bid evaluation and (D
 
contracting procedures, documented, tracked
 
through shipping and port procedures, received 
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shipped to appropriate storage or forwarding
 
points, checked (with appropriate follow-up as
 
needed for deficiencies), temporarily stored as
 
necessary, and released against receipt to users
 
or others as appropriate.
 

Clinical Pharmaco-
Jogist/Formulary/ 
Drug Surveillance 
Advisor 

38 person 
months, plus 
18 intermittent 

The Projct's Clinical Pharmacology, Formulary, 
and Drug Surveillance Advisor (hereinafter 
referred tW as the Clinical Pharmacologist) will 
work closely with colleagues in the MOH Drug and 
Medical Supplies Unit, with a specific 
counterpart co be assigned within the unit by 
its Director. The Clinical Pharmacologist will 
work with MOH colleagues and other TA team 
members to: strengthen and effectively apply MOH 
capacity to evaluate treatment needs, especially 
those involving drugs and medications; determine 
treatment regimens most suitable and effective 
under the prevailing circumstances in El 
Salvador (with alternate regimans for 
significant special conditions as necessary);
develop standards, treatment plans, and 
training, reference and clinical record 
documents incorporating those plans and 
standards; develop and help to implement 
training programs for MOH drug system personnel, 
health care providers, and managers (at all 
appropriate levels); and help develop and 
implement (in collaboration with MIS personnel 
and others) systems to monitor and evaluate 
progress and attainment of objectives in all of 
these areas. 

The clinical pharmacologist will also work with 
HOH colleagues (and other colleagues and short 
term consultants, as appropriate) to develop,
adeguaLely staff, and operate the Drug Quality 
Control Laboratory within the Drug and Medical 
Supplies Unit. This will involve systems and 
procedures design, equipment selection and 
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specification, equipment calibration and 
procedural standardization, personnel training, 
and development of internal and external quality 
control systems for the laboratory itself. The 
advisor will supervise the Project's short term 
consultants and advisors involved in development 
and operation of the Drug Quality Control 
Laboratory and in other efforts related to his 
or her work. 

DQC Advisors 24 person Several short term Drug Quality Control Advisors 
months, intermittent will be needed during the Project for specific 

assignments related to development and 
standardization of the Dcug Quality Control 
Laboratory within the MOH Drug and Medical 
Supplies Unit. They are expected to include six 
months of services of technical specialists in 
each of the following areas of testing and 
quality control: Analytic, Bio-availability, 
Pharmacokinetics and Microbiology. They will 
work under the supervision and direction of the 
Clinical Pharmacologist and of the Directors of 
the Drugs and Medical Supplies Unit and the Drug 
Quality Control Laboratory. 

Biomedical Equip- 18 person The Project's Biomedical Eguipment Maintenance 
ment Maintenance months, plus Advisor will be an engineer (preferably a 
Advisor 18 intermittent biomedical engineer) with appropriate training

and experience in biomedical equipment 
maintenance, repair and management and with 
experience in the development, operation and 
management of biomedical equipment maintenance 
systems. The Biomedical Equipment Maintenance 
Advisor will work closely with a counterpart, 
the Director of the MOH Biomedical Equipment 
Repair and Maintenance Section (under the 
Maintenance Division of the General Services 
Department, within the Administrative 
Directorate). He/she will be responsible for 
assisting KOH personnel to further develop and 0 
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Transport/Vehicles 12 person 
Advisor months, plus 

.5 intermittent 

~jre 

institutionalize the Biomedical Equipment 
flaintenance and Repair System which was 
strengthened under the VISISA Project. In 
addition to relatively routine engineering and 
operations development work related to the 
Biomedical Equipment Maintnance and Repair 
Section, the advisor's work will include:
 
systematic management analysis; problem 
analysis; priority setting; solution development
 
and testing; systems design and analysis;
 
development of training programs and training 
and reference materials; operation of
 
computer--based management information systems 
related to the section's work; personnel and
 
performance evaluation; and further development 
and operation of systems for monitoring and
 
evaluating the section's performance and its 
progress toward and achievement of its 
objecti ,es. 

The Vehicle Maintenance Advisor will have as 
his/her MOH counterpart the head of the Vehicle 
Maintenance Department in the General Services 
Division of the Administration Directorate. 
He/she will also work closely with all of the
 
heads of the regional repair shops. lie/she will 
have at least five years of experience in 
designing, implementing and managing tLransport 
systems at the national, regional and local
 
levels for governmental agencies in developing
 
countries, preferably for health systems.
 

1e/she will be primarily responsible for
 
effecting additional improvements to the present
Vehicle Maintenance System and for promoting 
institutionalization of these improvements, 
particularly a- the regional level. The 
specific focus of activity will be on 
identifying and correcting obstacles to L 
efficient and appropriate ube of MOH vehicles; (D 
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refining and institutionalizing the KASCI 
information system; improving the system for 
reordering and distributing spare parts; 
improving existing administrative and monitoring 
systems; and continuing the design and conduct 
of training programs for mechanics and drivers. 

Training Advisor(s) 24 person 
months, plus 
18 intermittent 

The Project's Training Advisor will be a health 
or training professional with adequate and 
appropriate experience in task analysis and in 
the design, development and implementation of 
competency-based training programs for auxiliary 
or paramedical health workers. He or she will 
work closely with an assigned principal
counterpart in the Ministry of Health's Training
Unit (Centro de Capacitacion), with other staff 
of the unit, with persons who have training
responsibilities at central and regional levels, 
and with KOH and T.A. personnel who are 
developing norms and standards for job
performance within the basic health care 
services and support systems. 

The Training Advisor will help KOH colleagues
(and other T.A. personnel) to define specific 
knowledge and skill reguirements and to develop
and implement appropriate competency-based 
training (and evaluation) programs and materials 
for selected MOH jobs in basic heaith services 
delivery and support. Both pre-service and 
in-service training will be included, with a 
focus on implementation of MOH norms and 
standards which are currently being reviewed and 
revised. The basic health services positions
for which training programs will be developed 
are expected to include rural health aides,
auxiliaries, graduate nurses, social service 
year physicians, regional supervisory personnel, (D I 
sanitary inspectors, and nutritionists. 
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Malaria Control 24 person There will be three short-term Malaria 
Officer and months, plus advisors: Malaria Control Officer, Medical 
Advisors 28 intermittent Entomologist, and Epidemiologist (with malaria 

specialty). The duties of each of these are 
briefly described. All three will have as their 
counterpart the head of the Malaria Department 
in the Environmental Division of the 
Technica]/Operative Directorate of the MOH. 

The Malaria Advisor will have an MSc degree in 
medical entomology (Ph.D. or DSc. degree 
desirable but not mandatory). Completion of a 
senior malariology course is desirable. He/she 
must have a minimum of four years' experience 
with malaria eradication or control programs, of 
which at least two years must have specifically 
involved the execution and management of all 
entomology aspects of such a program, including 
design of headquarters and field operations 
covering anopheline bionomics and vectorial 
significance. "Hands-on" experience must 
include optional anopheline collection methods, 
rearing (colonization techniques), use of WHO 
standard test equipment and protocols for a) 
susceptibility to ir.ecticides of adults and 
larvae; b) bioabsay determination of duration of 
effectiveness of insecticidal residues on 
various types of sprayed surfaces; and c) 
bioassay evaluation of effectiveness of 
ultra-low volume (ULV) applications of 
insecticides. 

The Malaria control officer will be a senior 
grade local hire with at least a master's degree 
in the biological or engineering scien--es, with 
a degree in medical entomology or parasitology 
preferred. He/she will have no less than five 
years' experience in mosquito control or malaria 
control, and will be familiar with the proper CD 

application and use of pesticides in a malaria r 
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control or mosquito control operations and be
 
able to train personel in these subjects with
 
special emphasis on health safeguards. He/she
 
should have at least three years' experinece in
 
an international organization, U.S. agency or a
 
country program which has as its main activity
 
the control of malaria or other vector-borne
 
diseases.
 

He/she will act as ahe part-time specialist in
 
the Malaria Department, assisting the KOH in
 
planning, operation, monitoring and evaluation
 
of the department's program and specific
 
activities. This will include monitoring of
 
field operations, establishment of a viable
 
training program, evaluation of MOH training
 
procedures and assisting in the procurement
 
process for malaria commodities.
 

The Medical entomologist will review and upgrade
 
the operations of the Malaria Department,
 
focusing on the Entomology Section, focusing on
 
a) verification of duration of effectiveness of
 
propoxur (or other insecticides, as required) on
 
constractin materials cornnonly used in rural
 
housing, and b) field techniques for density
 
measurements of anopheline larvae and adults in
 
an area in which efforts are being made to alter
 
and/or control the salinity of coastal estuarine
 
waters.
 

The Malaria Epidemiologist will have an MD,
 
Ph.D. or D.Sc. degree; an MPH is desirable but
 
not necessary. He/she will have a minimum of
 
four years' experience in malaria eradication or
 
control programs of which at least two years
 
must have specifically involved the collection
 
of (or supervision of collection of)
 
malarioietric data, analysis of such data, and 
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the translation of such analyses 
operational strategies. 

into 

This advisor will be primarily concerned with 
the short-term, intensive orientation of the
chief of the Epidemiology Section with regard to
policy formulation concerning operation of the 
malaria surveillance systems and with review and 
analysis of qualitative and quantitative aspects
of the networks of Voluntary Collaborator Posts. 

Health Education 
Advisor(s) 

]4 person 
months 

The Health Education advisor(s) will have at 
least an HPH or MA with a specialty in health 
education in developing countries, and will haveat least three years' experience in designing
and implementing health education awd mass 
conmmunications programs at the national, 
regional and local levels in developing
countries. The specific expertise and training
requiroernrs and scopes of work for the health 
education advisors will be determined by the MOH 
based on their particular needs throughout the 
course of the project. 

Health Services 
Research Advisor(s) 

15 person 
months 

Short-term health services research advisors 
will be called upon as necessary by the MOH to 
assist the MOH in designing and implementing
health services research projects. One 
individual could be selected to provide
assistance on an as-needed basis throughout the 
project, or several individuals selected for
particular areas of emphasis. In any case, thespecific experience and training and scopes of
work will be determnined by the MOH based on 
particular needs throughout the course of the 
project. He/she will work with the head of the 
Planning Directorate as primary counterpart, andwith other offices (including regional offices 

1W 

and facilities) as appropriate. He/she shouldhave at least five years' experience in 
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designing and implementing health services
 
research projects at the national, regional and
 
local level, with at least three years'
 
experience in doing so in developing countries.
 
He/she should have also have experience in
 
training health personnel at all levels of the
 
system in design and implementation of health
 
services research projects.
 

0467b/0468b
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Annex J 

DETIPAIIGD PROC1REMIPN PLAN
 

I. ASsmEsmM3 OF HOST (JIJNTRY WPrRACrING C-APABILITIE 

Throqhont the implementation of the on-3oinq Health Systems Vitalization 

(VSISA) Project, irinzuimersable prob]ems have been encountered as a result 

of short-cominqs in desiqn and moqt elfments of implementation, including 
wasprocurement. A very hasic limitation of the Ministry of Health their 

inability to develqo i timely and accurate determiration of needs. With 

that hasic limitation, procurement probleg were destined to occir. 

Host country contractinq For the importation of pharmaceuticals was 
That tender was eventuallyattempted at one point in the VISISA Project. 

cancelled, as only a few bids were received (reflecting the U.S.
 

pharmaceutical industry's 	laclh of cornfidence in procurement procedures 
used to), an] th-e few bidIs received did notother than those they are 

meet the A.I.D. and ,XOES requirements. 

The aoproval process for local procurement: inder the VISISA Project is as 

follows:
 

care facilities send lists of requirementsI. Hiospitals and other health 

to the f1i Procurement Office. The Mc Procurement Office forwards
 

those which GOES funling is not available to the VISISAreqiirements for 
k]ministrative Unit. 

fun'ds are2. If the. items are allowahle ,under the VI:3ISA Project and 

available, the Nlmini.!trative Uhit wi].l reserve funds. 

3. An alloc.ation of Project funris is then requested From the Ministry of 

Planning Office responsible for the control and, adlit' )fall funds in the 
"extraordinary" budget, the Secretaria Tecnica del Financiamento Externo 

(SPITEFE). 

4. bon receipt of the allcation (which may take anywin:re from two 
toweeks to three months, the Alministrative Uhit forwirls a reqisition 

the MII procurement office. 

5. Derpenlinq ucn the value of the orocureinat, the followinq approvals
 

are required:
 

than 'q,oo: An inforymal 	 sol.icitation ofa. Procirements levv 
are evaluated by a YJ- bid evaluationoffer is maide; offers 

is is~u.c to the awardee. If thecommitt-e; and a Purchase 	Ordrer 
less t-.an 2OO, the Procurement Director mayThirchase Order is for 


siqn it; othen,rise it must he signrl hy, the Mirister of Public Health.
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b. Procurements between t5,000 and t20,00: Solicitations are 
prepared ard forwarled to USALI) for aoprovil. Upon receipt of 
approval, the solicitation can then be provie]- to several suppliers; 
offers are received ar evaluatell b/ . committee. These eluations 
and d]raft contracts must be approved by UKID le fore signing. 
.ontracts over >lsoforwad to hxth SLTIr- thelO,onO mslt e - and 
GPOF Court of Accounts for :ipproval of funds. 

c . ofc. Procurement-s over t20,OOf: Noti. tender is puhlished in 
local. oaoers; sol icitation document preaired and forwirded for UJr"[D 
prior approv--71. The ' cit tion is t-hen i andFsui1offers are 
opener] pul icly. 'lhe pr,s then cont iu-ts wi ill th, same arroval
a'; vequ] red in h -h ov.. 

The Ministry s abil it\. to 'lr~t,rmine its needs has }_,eo- enhanced 
conider,:hl'r by the treir,>l ,)s-sitance h-inq provided !by the VISISA 
Project. DifficulticAs c5aiws" by inventory orohlum,; should Ih miniwml for 
this Project because of the technmical ass istrnce th-at has lheen prvovided 
in this reqar~d and the estuh]ishuent of -:ho n'-w Driq am Mr.ical. Supplv 
Unit and the MIS control system. 'lavever, even with these improve.ments 
in the ove-ll s;,stem, the ':)Hproculrement off.ric lacks e )erien-e with 
AID host country contractiiq pr--)ucdures for im;rts, ha oneral limited 
capabilitv, nrl is sad-lied wita t:hellE r.1IlwI5(yn- pr('cu-ement 
procedires which under VIS ISA Ihuve been cmi pli.c.itd evon m)re with the 
n mber of 7iorcvils reqir.d. Given !le -v-, -n'l the reqcuireme'it for 
U.S. FDA qintlit assurance of rrmace.itica s, th,, %11 :ill ,prchaseonly 
limited local. shelf-i tems and local perona1 service requirements for 
this Project. As te-lnical assistance efforts it. st retritheaing the M(11 
procurement ca!)hi i ties take effect, qrrre local servinces might be 
contracted by the ho-st coiuntrv if a -wil-.tinn nf tlhir procurement so 
warrants. 

IT. CY4,DDI'PIES 
a. Pharmnceuticals and Mdical :;uplies. 

Planninq the otocuirement of phariamceuticals an.] medical su)plies for this 
Project is facilitated by the experience that has lbeen qained by USAID 
and ATD/W, as w,-ll as the N43'l under the VISISA oroje.ct. In addition to 
this e:xperience_, any procurement: procedulre must -iiso [aci:or in the 
recently heightened sensitivii-, to Cality a-ssuranc,! of dr i and mn-eical. 
devices. 

As notd earlier, the pharmaceutical procurement problems encountered 
durinc the VISISA project were caused by a variety of factors, but minly 
related to f:he,.ntimely determiiation of nees. If the phatne--etical 
requirements ire known suifficiontiy in advance, stand ird procedures can 
be fo.l.lmc;:e that- will help to ensure the cnst-effective proorement of 
tnatmacemticals that meet !the qulity stanrdrds required by 7ID. Host 
country contract:ing was uns1cC(Y13sftLl in the VIST"A pr:)j(eci:, anl liven the 
bhrden.-3ore proxurement approval procedures, it will, not he used for 
Drocrrements for this project. 

http:oroje.ct
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The 	U.S. General Services Mlministration has cyisiderable experience in 

these type.s of procurements, but has been faulted for not providing 

timely and thorouqh status rep:rting. Procurement Services .Agents are 

unproven at l.arqe pharmaceutical procurements and their ability to 
with FDA and assure quality requirements is unknown. Incoordinate 

comparison, the USAID's experience with the Veterans Alministration (VA) 
is positive, and are the 1ISAID's preferred pr,-,-urement channel for 

Pharmaceuticals. If arrangements cannot h> made with the VA to provide 
procurement services for this project, UFAID will request AID/W assign 
the procuirement responsibility to GSA, and try to develop -asystem for 

more timely status reoortinq. 

Onqoinq AID-financed and GOES-funled procurements of pharmIceuticals are 
1987. The MCOH has stated thatexpected to satisfy needs through March, 

the pharmceutical requirements for the Iperiod beyond that time-frame 
will be known by Au.igust, 1986. PIO/Cs will be prepared and forwarded to 

AID/W in October/November, 1986, which should allow sufficient time for 

the VA or MSA to make awards bV Febriary, 1987, for product arrivals 

beqinninq Mrch/April, 1-987. qoqever, given the possibility that 

disbursements ire delayed or other possible unforeseen delays ;affect the 
additionalschedule olitlinei above, USAID will. assist the NIH to make an 

procurement of ph-rmaceuticals with PL 480 local currency funds, such 

that thede livery of proect-funded pharmace'iticals is less critical until 

Jun/Jly, 1987. 

into play only when GSA orThe issue of Maximum Order !Limitations (MW,) comes 
VA is nurchasinq from the Federal Supol.y Schedule (FISS), which would not be 

anticipt-, in the above-described scenari-o. The large volume of proorements 

under this prolect would normally not be cost--effective if ourchased under the 
ire neqotiated based on sm-ller qunatities. Much betterFS9S 	 agreements that 

prices w-uLd be ext-ected as a result of th,- VA or GSA tendering process for 
in order the best prices,the larqe ;4-I requirements. 'Therefore, to obtain it 

is essential that the N4I requirements be i lentified early enough to allow for 

prooer tenderinq by VA or GSA. Given the improved MCH inventory system al] 

forecastirn ability, timely processing of PIO/Cs is anticipated.requirements 

b. 	 Riomfical, Scientific andl Sraying Fuipment, MI 'larlware and Software, 

and Insecticides anl 1arvacides 

a list ofThe W31 has deve.!)edx equipment lists t7/ facility type-_ anl prepared 
qiven the complications ariiing inbio-mreical equipment. However, 

as a result of the wide vari.ety inbiro-melicAl equipment ,aaintn~sc- caused 
toe and brand, the final development of soecificAtions will beequi ment 

develoned harsed on a M(1 standardization policy Ahich will be developed in the 

early months of this Project. The requirements for the fludson Sprayers and 

spare parts for the malaria proqram have been identified ary specifications 

develcped, and are irluded -is an Annex to the malarioloqist's report. The
alsorequiremens and specificitions for the insecticides an, larvacides have 

should be timed so that the materialbeen completed, I-At the procurement 
arrives as neoessarv to ensure its availability for the spray cycles. 

.!
 

N-"
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A~plic-tion of the insecticides is made during the rainy season (March -October). Current aryd rriving stock-, of insecticides will be sufficient forneeded aplication untiA Time, 1987. Therefore, insecticides and sprayingecpipment purchased under this willProject be ordered for arrival before
June, 1987. The larvacide api i>cation 
 is during the dry season (November -April), so its prooirement will he timed so that arrival of product is
 
Septernber/Octcber, 
 187. 

The Management Inforrwition Syst-m (MIS) hariware and softwaro requirementshave been identified, bit soecificat~-ns can be finalized only after thecurrent technical assistance contractor completes the ongoing orocurement ofthe MIS for the VISISA project. Cconpatability between The new e-quipmentobviously mist be assured. Whei the system configuration and specif.[cationhas been finalizrd, they wil l he Eorwarded to U[D/W for review prior to theissuance of a PIO/C to AID/iw or j Procirement Services NrAqot o)ntrcy] under
the .[QC media, ism. 

Host ournty c2trctinq for tie-se :-xor1s will not be 1one [or re,is(xis rotel inthe A7ssessment of Host Countr v 2ontractinn C rabilitis, directWNAIDcontractinq is possible, but 0nl-i requiire the is u--nce of severl tenrdocuments an] the corrdination ,-). purchases from several sum.].iers. ,c~qever,as stated abDve, this mechanism will b- tuse] when it is feasible an!d willresult in more cost-effective purchasing. TPhe PSA [QC iehaniim will allowfor the issnance of one or two -wor.,k orders for the initial pro ectrequirements. A Mission contra.-ted PRiS will be responsible for the remainingpro-ject reclirenet's som thit the project manaers are working with -)nl.y r)n..firm throughout the project (unle{'s AID/W can Irrare for the is ,;uinte of RiAI'Y work orders to the same PSA). Working with a limi tyd numlber of PSAsthroughrt the life of the project will have the advantage of eagiercoordination. If the Mission c)n:racts for the services of a PSA, will 1eit 
an AID -Iirect contract, to avoil host country contracting delays lat m-ty
occur as exolir-ied e arlier. 

c. Vehicles
 

Approximately 50 utility vehiclas are to be purcha!:ai eacl ofyear the projectas replacement vehicles, and will be used primarily for distribmition of drugs
ar i medical supplies. In alition, the anti-malaria component requires a
total of 90 light-weight motorcycles and aluminumtwo v-hulled boats.Specifications for these vehici ,!' have been devebcoed. 'Tie USAID ContractsOffice can handle this relatively striqht-E-rwir,1 nurchase (each year) ,
the rebv avoiding the PSA fee that would otherwise I-> charqed. In r](lition to
the cost savings, the tracking of the procirement status will be easier within
the mission. 

Al eqiipment and materials imported under the project will b:e purchased onthe basis of CIF, San Salvador for surface freight (via Santo Tomas), and CLF
Comalapa for air freight. Receipt, distribution andby MOH. from ,use of goods will behand-Le Finding this Project may be used to finance thecontracting of two additional i.ort recept:ion personn-l to clear customs andinitiate receiving reports, base,] on a review of USAID's experience under the
VISISA project. 
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d. Tx)cal S.helf-items 

It is expected that smfwl.l 	 qlantities of s, pnlis -ivailable locally will be 

The MKH required to provide USAID with an
required W the Project. will be 

detai[-1 budget covering these anticipated procurements .
action plan and] 	 the 4-B will be provided a localLbon approva. I' 	 US UD of the action plan, 

to the proposet] purchases. USAID approval ,.-f tender 
currency advance cover 

for exceeding the
doc1iments and contracts will be required only contracts 

cursory carterly audits and
equ'ivalent of WI00,000. USAID will perform 

files -issure canpliance with ID
detailed annual audits of 	MO-1 to 

Any transaction not meetinq MID requirements will be disallwed.require-m-tts. 

III. Soirce and O-iqin 

The soirce and origin of: pharmaceuticals, melical supplies and v,!hicte3 will 

be limited to k.ID CG-eographic Code 000. The im)torcycles, which are 125cc, are 
will have Code 935 origin

covered ly an AID/W-isgued blanket wiver, ard 	
willwith foreign exchange

(.Taan). Other equipment 	 and materials plrchased 
in the Tn~t,e ,._ttes and the CBI-desiqrvitedhave their source and origin 


Cntral American CYnm(on Market countries.
 

IV. Waivers 

'he project proposes to findnce tle purchas3e of 100 each portable spray puops
 

L2,000 nozzle tips for on-hand3 'ludson sprayers

from H.D. 'ludson 	Conpany arri 
from Spray-r Systems Com any. WA-I has xeen stan-dardized on ,Ihtson sprayers
 

rom the manufacturer is

for several years. Procurement of the noz.zle tips 

on req irod to insur =! their compatahility with the equipment hand. 

The project also 	calls for the procurement- of tility vehiiles and pick-Ops, 

from A4C in acor-]nce with the MCJ'-s standardi7ationwhich will be purchased 
q-s. 242 of- Sept. 8, 1983, and 85 

olan for vehicles (Ministerial Resolution; 
of March 1.3, 1985. Thie current inventory of vehicles of the Mo, -q)portsthe 

AM utility vehicles (Cherokees) and pick-upsjustification to purchase 
298 utility vehicles ard pick-tms, 197 are 

(Comanches). Of 	 a total fleet of 
these AMC. Because of the

of American manufacture, with 	187 or 95% of 

proqr-im aid given thn requireneqt for large


justified MC] standardization 
with warranty c)veraqe in 	El Salvador, the only

ntumlbers of e)ort models 

r)ossible source is AMC.
 

"When the s1cpliQ ar services I/ the. agency
FA\R 6.302.l states thit 	 -re 

or services willavailahle from only me scurce and no othor type of suplies 
not be proviled

satiqfy aqencv requirements, fuill -in crx i -.ompetition ne.d 

for." rised on the foreqoin, authority is re,-uest-l in the Project 
portib1 le inscticile spra-yers from 

Autl-tri'zation to purchase 	100 each Hu-lon 
tins from Sprayer Systems 	Company,

H.D. flu.-son Cx~qoarv,; 12,000 sprayer nozzle 
Ot her 

ari 255 AMC utilit, vehicle .7 and Aick-ups from American Motors Corp. 
for sone latxratry c<.uipment 	 (e.g.,

soirce and origin waivers Pay be required 

t be
microscpes anrdibalances) -ut 	the . iverg will soiht thrDtxjh the 

has develcoed standardizationat latar date when the 1131 	 a
appropriate means a 
policy ;1nd the specific reTirements are identified. 
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The Mission is also requesting a waiver of the requirement for U.S. or Central
 
American Common Market country nationality of suppliers of services in order
 
to permit participant training inMexico or Venezuela. 
 The cost of third
 
country training in not expected to exceed $100,000. Pursuant to Handbook 1B,

Ch. 
5B4c(l) and Ch. 5C, the AA/LAC has the authority to approve the requested

waiver for inrvices valued at less than $5 million.
 

V. Schedule for Procurements
 

A chart showing the chronology for the first year procurements is
 
attached. 
 The Regional Commodity Specialist will periodically review the
 
status of procurements and assist USAID in the development of carefully

detailed annual procurement plans throughout the Project.
 

4706B and 2368T
 



2nd. Month 3rd. ?tnth 
precedent met 

CCIfeDITIES ionditicns 1st %bnth 

Pharmaceuticals 	 PIO/C prepared AID/W VA 
and Medical Supplies and forwarded assigns to VA advertises 
(first tranche) to AID/W 

Bio Medical equip. PIO/C prepared AID/w issues 
insecticides, sprz*y- and forwarded wor- order 

to PSA IQCers (first tranche) 	 to AID/W 

Vehicles 	 PIO/C prepared USAID/CD IFB for 
and issued 	 advertises for motorcycles(first tranche) 
to tMAID/CO 	 the motorcycles issued 

& places order 
w/AMC for the 
utility vehicles 
& pick-ups _/ 

MIS hardware and Specs.fcward- IRM provides 
software ed to AID/W C(K to move 
(first trancbe) IRM for review forward

I 	 ~PSA 

**l1 is standardized on M, for utility vehicles and pick-ups. 

4th Mnth 	 5th Mxnth 

VA issues 	 VA receives 
tenders 	 bids, 


evaluaLes
 
and awards
 

PSA advertises 

for biomedical 

equip & insect., 

places order for 

sprayers 


Bids for 
motorcycles 
received, 
evaluated & 
awarded 

PIO/C prepared 

and forwarded 

to AID/W for


IQrC 

6th YMnth 

Air shipments 
begin to arrive 

PSA receives 7th munth-shipment 
bids, evaluates of sprayers begin 

8th month-shipment 
of equip & insect. 
begins
 

9th month 
motorcycles begin 
arriving 

10th/llth montbs 
equipment deliver­
ed and installed 

MJ 

and awards 

Utility 
vehicles & 
pick-ups begin 
arriving 

AID/W issues 
wDrk order 

0 
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Biomedical Equipment ind Maintenance System
 

of the Ministry of Health and Social Assistance
 
of El Salvador
 

Ing. Luis Oliva*
 

Lcdo. Carlos Pereira*
 

Eugene R. Boostrom, MD, DrPH*
 

Introduction
 

The Ministry of Health and Social Assistance of El Salvador
 

with technical assistance from Health Information Design
(MOH), 

on a
(MID) under the AID-sponsored VISISA Project, has embarked 


for the selection,
program to strengthen its system 


acquisition, distribution, operation and maintenance of
 

The purpose of this report, prepared in
biomedical equipment. 

the course of development of a Project Paper proposing further
 

to briefly describe that system and
AID support for the MOH, is 


the efforts and plans to strengthen it.
 

of the MOH in this area, like those to improve
The efforts 

by MOH and technical
the MOH transport system, are carried out 


assistance (TA) personnel working at appropriate levels of the
 

approvals and authorizations
system, but with "p2cific 

from high level MOH officials. They


(decrees, in some cases) 

to decentralize
provide examples of concrete MOH efforts its
 

and effective MOH/TA

management supPort systems of 


the framework
collaboration to accomplish MOH objectives within 


of the Five Year Plan of the MOH.
 

and Strategies of the Biomedical Equipment
Objectives 

Maintenance and Repair System
 

Equipment Maintenance
The objectives of the MOH Biomedical 

that the MOH has full use of
 are assure
and Repair System to 


least the normal
its biomedical equipment throughout at 


* 	 Ing. Oliva and Lcdo. Pereira are both advisors to the
 

the contract of qealth

Ministry of lealth under VISISA 


Dr. Boostrom is Team Leader 	for the
 
Information Design, Tnc. 


Project Paper Design for the Health Systems Support 
Project.
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expected useful life of the equipment, that neither the time
 
during which that equipment is out of use for repairs and
 
maintenance nor the costs of repairs and maintenance are
 
excessive.
 

The principal strategies whiclh the MOH seeks to follow in
 

strengthening its biomedical equipment repair and maintenance 
system are standar,lization, regionalization (decentralization), 
and development of an effective program o f preventive 
maintenance. The TA team cnsiders that these strategies are
 
more likely to be effective, if the additional MOH positions
 
needed and the three smal1l (165-260 square meters) regional
 
workshops are available.
 

Background of the MOH Biomedical Equipment System 

In the mi--1 9 7 0 s, when 'l Salvador in general ;.nd the MOH 
in particular were functioning better than at present, the T4011 
had a biomeical equipme-nt maintenance system which is reported 
to have been able to maintain and repair some of the equipment 
at reasonable cost and to obtain local services for maintenance 
and repair of other equipment. In the late 1970s and early 
1980s, the disturbed conditions in the country and diminishing 
MOH budgets and expenditures (especially operating 
expenditures), had practilrly halted such activities. Much 
MOH equipment fell into a state of disrenair, some items for 
lack of attention and maintenance an,- others for want of spare 
parts which were not being imported or could not be purchased. 
By 1983, the situation had become grave, as it had in the MO-H 
drugs an3 me.ical supplies systems. It was clear that new 
equipment would be needed to replace irreparable or antiquated 
equipment. It was also clear that effective and efficient use 
and maintenance of tUrn new equipment would require 
standardization, training of users and repair/maintenance
 
personnel, and upgradling of repair and maintenance facilaities
 
through the regionalization.
 

VISI.TA Technical Assistance
 

Biome.ical equipment repair and maintenance is a key part 
of the VISISA project, both because of the existing needs of 
the MOH and because of the needs to track, maintain and repair 
equipment provided under the project. (An estimated 18 million 
of biomedical. equipment will. have been provided to the MOHd 
through VISISA by the end of the project in December 1986.) 
The present Transport Advisor, Lcdo. Carlos Pereira (who had 
worked in El Salvador for several years previously) was in El 
Salvador for three weeks in May/June 1183 with regard to the 
Biomeical Equipment and Transport Ma intenance --ispects of a 
VISI A project planning mission. Recognizing the gravity of 
the biomedical 
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two trips of
 
equipment problem, he recommended and 

arranged for 

out analyses
 

an equipment maintenance specialist, who carried 


tasks and developed specifications

and initial systems design 


etc., to be provided under VISISA.
 
for parts, equipment tools, 


as a long termserveadvisor was expected to
short termThis 

year delay in the projectto one
advisor to VISISA, but due a 
was sentcandidateand a substituteTA he was unavailable 

and evaluation
Some maintenance
TA contractor.
instead by the 

only partially implemented


but these were
forms were developed, 
 of the biomedical year plan for developnent
by the MOH. A five a one
although only
also prepared, and
system was 


year plan had been requested the five year 


the present TA contract under 
VISISA.
 

maintenance plan was appended to
 

of Biomedicaland tandardi-nationSelection, Acquisition 
Equipment 

stock of 
the case with its vehicle fleet, the MOH 

As is 

includes an unreasonably large

is old andbiomedical equipment given
makes and models of items in any 

number of different little
there has been 

The
category. equipment is old because 


or criteria
includes nethods 

It includesmoney or a replacement 

life 
policy 
expectn,-:.' 

that 
of equipment. a 

used to determine 
had been little

models because there
variety of makes and 

in the past, because items were
 
attempt at standardization 


years, and because 
over period- of manv

purchased piecemeal 
own choosinq.


various donors orovided equipment 
of their 


of each year, requirement estimates 
In January rr February 

to the MOH Director General
 
for biomedical equipment sent 

on 
are 

base them 
of Health by the Reqional Health offices, which 

Ahealth facilities. 

which they receive from 


information 

facilities to verify the rneeds
 

medical, supervisor visits the 

is based partly
The verification
requested equipment.
for the 
 of facility 

on standard lists of equipment for various types 
Development Bank
Inter-American


(developed in relation with 
the 

also given to
but with consideration

facilities development), inneeds
sich as increaSe'i surgical

special circumstances inthen reviewedregion-31 requests .ire 
areas. Theconfllict 

and the 9iomedical Maintenance 
meetings involving Medical Care 
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engineers, in order to determine what type of equipment would
 
best meet those needs and to develop specifications for the
 
equipment. Orders for equipment are normally placed in the
 
month of March, and equipment -arrives in approximately six
 
months. If foreign exchange is neeled for a purchase, a delay
 
of three months is ent iled to obttin the exchange
 
authorization from the GOES.
 

Standardization of equipment is underway, facilitated by
 
VISISA through direct 1)u rcha, i.
ng in the U.S. Setting of 
sp-cifications and comp;risn of -qilipment -available is being 
facilitate] by the -acquisition of new equipmnnt catal ogues,
which had not been oht.vine-] whi(n the MOI was purchasing little 
equipment and in any case wv,7 doing so ies systematically than
 
at present.
 

k system of priorities an]i criteria for the acquisition of 
biomedical equipment has hen established. However, the TA 
team notes as a problem the ract that the system is sometimes 
by-passed when hospital diroctors or others petition directly 
to hiqh MOH officials, vi--iting U.S. diqnitaries, or local 
USAID officials for equipment for their own facilities. A 
similar problem persists in the area of donate] equipment. 

The TA team for maintenance has noted increased 
rational.ization and appropriateness of equipment orders since 
approximately December of 1985, which they associate with 
increased involvement of senior MOH officials in the 
decisions. 

Organizati onal Location of the Biomedical Equipment
 
Maintenance Unit
 

The Biomedical Equipment Maintenance Unit is located within
 
the MOH Maintenance Unit, under the Administrative Directorate,
 
as shown below:
 

Director General
 
of Health
 

Admini strative
 
Di rectorate
 

General
 
services
 
Division
 

Maintenance
 
Den rtment
 

Biomedical. Equipment
 
Maintenance Section
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of the Siomedical EquipmentStaff and Staff Needs 
Maintenance Unit
 

Unit now has a staffThe Biomedical Equipment Maintenance 
two engineers and 14 technicians. Thirteen

of 16, including 
during 1.986 (positionsadditional. technicians are to be added 

furtherapproved by the MOH, now to be fil!,od). The plan for 
for 17 addition31 positions for


development of the unit calls 


regions (to serve mainly centers, units and posts) and 80 
directly in hospitals and healthadditional positions to serve 

have much more complex equipoment).centers (which 

for the

plan for the selection of technical personnel 


and for
unit 

A 
has been developed (including criteria plans 

testing) and is awaiting MOH approval.
 

Decentralization of Biomedical Equipment Maintenance
 

for one central
Development plans for the unit call 

the newly re-equipped
San Esteban, where
maintenance center, at 

come to provide
the entire country, would 


center, now serving 
whole country while continuing to

specialized services for the 

provide regular regional services only for the Metropolitan and
 

Central Regions. In addition, three regioanl centers would be 

established, in the Eastern, Western, and Paracentral Regions.
 
the
the technicians serving at 


The working relationships among 

level and those serving units and posts will be
 

reqional 

effortq continue to place the
 

developed as decentralization 

the regional health offices.
hospitals under the control of 


Shift to Preventive Maintenance
 

a thorough program of preventive maintenance will
 
Only 


its objectives in hiome-lical
MOOH accomplish
enable the to 

of the heavy load
 

equipment maintenance and repair. In spite 

done, the section has already
to
and backlog of repairs be 


to the poinit that

focus its attention on prevention
managed to 
 They


about 10% of the work is already of a preventive nature. 

three years. This
to over
hone to raise that 50% the next 

require regionalization; a shift in the 
improvement will 
 and repairmaintenance
attitudes and approaches of the 

for certain routine
shift responsibilitiespersonnel; a of 

to the users or to the operators .ho will be
 
maintenance tasks 


for those tasks; continued good manigenient and 
trained toand sufficient fundingcareful monitoring;leadership; mode of
 an urgent-repairs-only
prevent regression to 

operation.
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Standard preventive maintenance routines are b'einq prepared 
and will be ready in 1986 for new equipm nt and hiqh priority 
me.lical equipment (e.g., x-rZav, anesthesi, macbiines, thoracic 
aspirators. Priorities have' been set on the basis of service 
needs, costs of equipment, and ease of obtaining sparp narts. 
The priority setting of oreven1t ive mainterance was very 
systematic in accordance wit!- a standard technical procedure. 

Manuals and Reference Materials for Biomedical Equipment 
Use, Repair, and Maintenance
 

Under VI:SI'3A, training -inl reference manu ls have been 
develooed in S3pan i sh for the use of tra ir s, eng ineers, 
technicians, and users of equipment. In addition, a large 
number -f equipment manuals -ire being translated into Spanish 
for use by the game groups. 

Training Proqram Plans and1 Activities for Biomedical.
 
Equipment Use, RepaiFand Maintenance
 

The MOH and T.A. teams "'mve orepared an extensive training 
program plan, which has noow been approved by the MOH and i-­
currently being reviewed by the MOH Traininq Unit for 
coorlination with other training activities. In 1.986, 17 
courses and seminars are to be given for persons involved with 
biomedical equipment (usiers, maintenance technicians and 
maintenance managers) . Eight courses will. be given for 
maintenalce technicians, nine seminars for equipment users, and 
two courses will be hell in mainten;ince alministration. There 
will, also be 37 on-the-job traininq activities for users of 
specific equipment, focussing on their inm.-1ia te priority 
needs. 

Development of a Regularl.y Updated lomputerized Biomedical
 
Equipment Inventory
 

Partly to support the equipment selection/acquisition and
 
preventive maintenance programs mentioned above, the section is
 
devreloping a computerized inventory system for all hioinedical
 
equipment. S-me of the apperoaches and progra]ms used are ones
 
which are al.so used in a similar MOH system for vehicle
 
tracking and maintenance, in operation since January of 1985.
 
The initial lata to be input consist of updated data from a 
1985 nationwide MOH biomelical equipment survey sucvev carried 
out by George Kras Int-ernational in order to determine 
estimated repair needs and cost of repair, but also containing 
other information useful. to the MOTI Biomelical Maintenance
 
Section.
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of 1986, the MOH Biomedical Maintenance SectionBy the end 
25% of all facilities


(BEM) and the T.A. advisors expect that 


(including approximate proportional ropresentation of all types 
be includedl in the inventory system.


of facilities) will 

take place after each visit to a facilityUpdating of data will 

by a member of the biomedical equipment maintenance staff. 

take place on a regularly scheduled basis,

Such visits will 


upon the
with frequency depending upon specific needs and 

The range of
 
types of equipment present.
amounts and 

will extend from monthly visits to hospitals to
frequencies 
six-monthly visits to health posts.
 

Five Year Plan for Development of Biomedical Equipment 

Services
Maintenance 


TA team and their MOH counterparts consider

The present 


year plan, which was developed in 1985, with some 
that a five 

in view of progress and experience to date, would
 
adjustments 


a solid basis for further development of Biomedical
provide 
Equipment Maintenance Services.
 

the Biomedical Equipment Maintenance
for
Evaluation Plans 

and Repair System
 

The BEM section and the TA adivisors are currently testing
 
ongoing monitoring
 

an administrative system which will permit 

to which the system is 

and periolic evaluation of the degree 
In some ways,achieving objectives.functioning and is its 

the one which is already in use 
that system will be simil.-r to 

Both sistems are designed
regard to vehicle Taaintenance.with of respective

so as to permit managers at various levels the 
specific
their superiors, to retrieve 


systems, as well as 

show accomplishmentsreports which will, the

computer-generated 
liqht their objectives and 

and records of their units in the of 
of other units, in addition to providing :data 

the oerformance 
example of specificneeded for maintenance, forand refarences 

equipment. 

Specific Subsstem Problms :ientionel by
Some Ad'itional 
the T.A. Team
 

several. additional, problems, not 
This section reports 


of this summary reoort, which were 
in other partsincluded of the MOH
team. Where specific actions 
mentioned by the T.A. 
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or IJSAID were mentioned which may or could resolve those 
problems ha, also been mentioned (not necessarily directly in 
connection with t:he problem), they are noted]. 

1. 	 Improper operaticn an.d maintenance of basic services
 
(e.g., steam in hm-uitals) means that some equipment 
(e.g., sterilizers) cannot he operaiterl permanently. 

2. 	 Delays in obtaining spare parts (sometillv.s because of 
lack of foreign exihange or of 7 cre-dit Line in the 
U.S.) cause long delays in repai ring easily reparable, 
sometimes crucial equipment. 

3. 	 Lack of continuity of T.A. provided to the 3EM section 
(includinq botlh temporal and persontif continuity) has 
causel unnecess-ary dIellys in tho orogress oE 
improvements w1ich were underway. 

4. 	 Damage to equipment by users and untraine.] 
(unofficial) repairers. 

The section has carried out -i census of those who use 
(and those who sometimes attempt to repair) various 
types of equipmrn L, and will. pr ovi -Ied training to 
users and others as necessary to reduce these damages 
and to improve uti tization of equipment. Reference 
materials an-M translated m1nu .s (and systems to 
encourage their immeiate accessibility and use) will 
also 	help to overcome such problems. 

5. 	 Lack of per liem (expense payments for travel and 
especially for overnight stays). 

Regionalization of the repair and maintenance systems 
will help to reduce the problem posed by lack of 
payments for overnight stays. At present, technicians 
are somet imes reoorted to soend most of a day 
traveling to and from a work site, leaving only an 
hour or two at mi--lay for work at the site. 

&. 	 Basic equipment (boilers, laundry, machinery, 
generators, etc.) is not included in the maintenance 
component of VISI:A, and delays of six months are 
common while awaiting authorization of foreign 
exchange. 

The T.A. team suggested an AID-backed line of credit 
in the U. S. for these purchases, as well. as for 
biomz!-ica I andl veh cle purchases and spare/repair 
parts.
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orders for spare parts (e.g., 10%) placed7. Standard 
(and vehil ies) are sometimes filledwith equipment 


with inappropriate p;trts.
 

The T.A. team suqqested that such problems may be due 
of un-neededto ..anufacturers tryinq to rid themselves 

parts. Detailed specifications in MOR orders for 

spare parts should help eliminate thisappropriate 
problem, as shoul-] follow-up on clearly 

inappropriately filled orders. 

8. Low MOH salaries for maintenance ind repair personnel.
 

MOI salaries for technicians in biomedical equipment 
( 150) per
repair and maintenance average 750 colones 

of the averaqe private sectormouth, or about half 
the salary levels are outside of theearnings. While 


some extent
control of the section's leaders (and to 

the MOH), they belinve that at least for the next few 

years, the lack of private -ector jobs in their field 

desire for steady employment will
and the workers' 

from loss of workers to the private
protect them 


a policy ofsector. In addition, they have adopted 
at a time,giving the tech,-,L(ians training a little 

so that they will have
according to priorities, partly 

which to look foward.something to 

0 2281 
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SUMMARY DESCRIPTION OF THE TRANSPORT .SYSTEM
 
IN THE
 

MINISTRY OF PUBI'IC HEArJT9 AND SOCIAL ASS srANCE
 

Prepared by Carlos Pereira and Irene BooItrom*
 

Introduction. The Ministry uf Health and Social. Assistance oF. 
El qllvador (MOI{) has in place an impressive transportation 

support system t-it has manage,- to function and inprove in 
spite of the -irmed conflict. Over the past two years, the 

transportation specialist funded throuqh the VI'3ISA project has 
4orked closely with the MOH to improve the vehicle maintenance 
system at the central aind regional levels. The pucoose of thi' 
report, oreoared in the course of the ,]evel.-pment of a project: 

paper proposing further AID support for the HMOH, is to briefl.V' 
describe the MOH Trainsoort Evstei a-i the ef[forts andl olans to 
strfenqthen it. 

Overview of Organizational Arrangements 

The MOH transport svstem is iai example o[ the Ministry's 
effecting the decentralization of -idministrativt- services. At 
the central lovel, the Autori ): iveTDepIrtinnt is within the 
Division of Ge erail Servicers. which in turn is nart of the 
Aiministrative Director-ite. The Department has - staff of more 

than 100 persons, 36 of wlon are mechanics who work at the 
Matazano central repair center located in San Salvador and 51 
of uwhom are drivers. 

*Carlos Pereira is the Transoort Advisor to the Ministry of 

Health under the lID, Inc. contract for the VISISA Project, 
Irene Boostrorn is the Management Information System Consultant 
for the Project Paper team.
 

Each of the regions is ,esponsible for maintenance of 
vehicles assigned to it. At:he reqional level, the Automotive 
Section is also within Generl. 'ervices, although a proposal to 
make the Automotive Shop function as a separate department 
withi-I reqionl. administriti-on is likely to be -Tpproved in the 
next few month.. At the re.-,lonal level, there are 
approximately 24 mechanics inl 199 drivers, rel.atively evenly 
distributed across the reqins. 

Phe MOH presently has 459 vehicles. Since ..January, 1985 
the number of vehicles hais rluctuatel as now vehicles have been 
added to the fleet and old.ones have been deleted. Notably, as 
of April., 1986, 56% of the 1011 vehicles were more than 10 years 
oid. At present, the minte-nance of vehicles assigned to 

regional offices and hospital.s is supported through MOH aid 
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The regional offices track expenditures
patronato funds. 

In 1985, the patronato
separately for MOH and patronato funds. 


expenditures accounted for approximately 15% of the vehicle
 

operating costs.
 

The VISISA Transoort Advisor has helped to ensure
 

institutionalization of improvements in the MOH's vehicle 
by closely with the responsible MOH

maintenance system working 
by securing support at
 central and reqional office staffs and 

the highest level in the Ministry (i.e., the Minister,
 
The latter support has
Director General).
Vice-Minister and 


been manifested in terms of soecific Ministerial decrees
 

regar-oing the vehicle maintenance system (for example,
 

Resolution 85).
 

Vehicle Maintenance System
 

The vehicle maintenance system
Organization and Reporting. 


is well organize,1 and improvements in its operation have been
 

two years. A systematic reporting
significant in the past 


system (the MASCI System), based at the regional level, tracks
 

use and maintenance of the Miniitry's vehicles (including gas
 

and is used to identify vehicles
 and oil consumption and cost), 

each vehicle in the 

in need of replicement. T,., reports track 
to ensuire that both preventive and 

system and are designed 
This is
 

corrective maintenance are adequately performed. 
- No. 103)a summary report

accomplished by hiqhlighring (in 


the percentage of operational and dowi--time by central office, 
based on

region and hosoital. This report in turn is 

vehicles in these fleets.


compilation of lata for ill 

In 1985 the MASCI system was computerized by the MOi Dat;)
 

Center (now i-he Information System Unit) with

Processinq 

france the transport specialist, an-dfrom VISISAtechnical assi: 
was installed on cThe Ohio Scientific Computers availahl at the 

'has been adapted
Ministry. Thi.q cmVpnpter-based system recently 

of the excessive 
to D-BASE III. Unfortunately, because 

Unit, computer printouts
workload at the Information System the 


infnrmation system

six-months del ave;l. However, the has 

are 
to be functional manually, notwithstanding the 

been designed 

delavs in the computer-based in-Formation.
 

realized the benefit of this reporting
The MOH has already 

tracking the uise of
For exanple, as a result ofsystem. purchase of gas, the MOH- had a surplusindividual vehicles .nd 

the end of 1985, rather than a deficit in the Fall,
of gas at 

case. This is a rare occurence 
as was historically the for
 

most countries.
 

1)
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Maintenance schedules and operation. Specific maintenance 
schediles (Preventive Ma intenarice ScheInle Program) nave been 
develope3 for all types of vhicle!3 in Lhe MOH fleet. :hese 
guide the mechanic in the proper service to 1e performed for 
each vehicle (forms 120 to lGO) . A "Schodule,] Confirmation 
System" -Is been dev:eloped and implemented to determine -- on a 
monthly basis -- if the Prov,,ntive Maintenance is being 
performed in an accentahl.e mann, r (form ll1.). 

Maintenance of central office vehicles is carried out =It a 
work'shop at Mat-izano, which vis heen :eftirbishei through the 
VISI'3\ project. For the na] iri- Department (which has 54 
vehicles), mainten;,nce is hailed.- both at the regional level 
and in Mata-ano, accor-linq to their issignel location. The 
regional office vehicle renair shops -in? ilso being re-furbished 
throuqh VISISA. The tim,. taKn to appre)ve construction 
(refurbishment) of repair shoos has been i detriment to 
maintenance of vehicles. Te,;nver, as two of the region:li 
offices (Santa Ana and San Vincente) w Il ha ,z hav.e adequate 
repair shoos -aiof the en] of July 1.986, this problmn is 
diminishing in importance. An important advance has been the 
assignment oE Petty Cash fun Is to the regional transport office 
for use in purchasing vehiclrs parts and supplies as needed. 
This has significantly r,:educ,d the l]owrtlime of vehicles. 
However, it >-is been rec:-)me, led tliat a simple accounting 
system and guidelines shoul.1 be introiluce1, as we-,I a3 
unscheduled external audits twice a year. rhe petty cash fun(:' 
should- also be increase,]. 

The MOH has experienc ,e i problm.n with reqari to servicing 
of vehicles by the manufacturers local representatives. Uror 
examplc!, wMi.e it is the policy of the For] Motor Company to 
guarantee its vehicles, the }'ical. represontatie hs refused to 
service the For] vehicl s tJhat0 have h-en pulrchased uhrcnmgh
VISISA. Furthermore, U.,. atomobi le manu-fcturers have 
ignored repeated requests Fr:jm the MOtl (and the VISISA 
transport specialist) for information regarling cat-ilognes for 
spare parts, annd in fact have iqnored reques:t. for spare parts 
that are urgently needed for the MOH ve!-,icles. 

A recently-introduce] reonort is beLng use-] to identify 
apparently inappropriate "h)reakdowns" of the vehicles; this is 
allegedly a method used1 by drivers to have Lime off. The 
planned iritroduction of "st;nd-b1y" vehicles is intended to 
correct thiq prohl.emn. 

Training. Training of mochantcs is conucted :-t the 
central level (it the Ma tazatro repair center) in.] at the 
regional level. Tr;ininq manuails have been develope.] by the 
VISISA Transport Advisor, arri a number ')f training courses an­
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seminars have been conducted, including training of mechanics 

and administrative training for MOH central and regional office 

personnel. The training (including the manuals) is both 

non-specific (for the older vehicles, which are of 18 different 

makes) and specific, for the recentlv-purchased vehicles for
 

which manuals have been requested and obtained. On-the-job 

training courses in vehicle maintenance are provided at lea3t 

twice each month. In addition, formal training has been given 

in administration of transport (incluling the MASCI system),
 

diesel fuel systems, coding systems, engine rebuilding and 

tune-lp (including oscilloscope use). Driver training has been 

on-site it the central repair and storage facility and atgiven 
every region and hospital.. qhis training has included 

procedures for daily inspection of the vehicles and general
 

responsibilities of the drivers. Drivers' manuals have also
 

been provided.
 

PRIORITY PROBJEMS.
 

In designing technical assistance for the new A.T.D. Health
 

Systems support Project, specific problem areas should be 

targeted. Importantly, as a result of the fact that the
 

current transportation -visor has work]ed closely with the MOH
 

at all levels to iastitutionalize improvements and personnel 
technical assistance
capacity in the system, it is ilkely t:hat 


can be phased-down luring the lifetime of the project. Key
 

problems that should be addressed during the froject are:
 

1. 	 Securing replacement parts from U..3. manufacturers;
 

Ensuring servicing of U.S.-manufict'red vehicles by local
 

Salvadoran company representitives;
 
2. 


to
3. 	 Reducing the length of time for the Corte de Cuentas 


approve removal of non-functioning vehicles from fleet, and
 

improved guidelines on methods -F disposal (e.g., sale of
 

vehicles, with use of proceels possibl.y to pay for 

replacement vehicles/parts);
 

4. 	 Facilitating ;dministrative procciures within MOH; and 

5. 	 Institutionalizing and improving upon petty cash system at
 

regional level.
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DRUG PROCUREMENT, WAREHOUSING AND DISTRIBUTION
 
IN EL SALVADOR'S MINISTRY OF PUBLIC HEALTH
 

Introduction
 

The MOH's drug supply management system has been 
extraordinarily burdened as a result of the conflict (and the
 
resulting need for emergency medical supplies), in addition to
 
the serious financial limitations tinder which the MOH has
 
operated since 1979. Moreover, the tremendous influx of
 
charitable donations which are for all intents and purposes
 
beyond the control of the MOH have strained the system, 
exacerbating the problems in purchasing and invent-or, cont-rol 
which had resulted from weaknesses in the MOH's proce-dures for 
estimating pharmaceutical and medical supply requirements. The 
VISISA Project was designed to provide support to MOH efforts 
to improve these drug procurement and inventory control 
systems, and the MOH's capabilities have been strengthened
 
significantly as a result of the computerization of the drug
 
inventory control system arid 
training provided to MOH personnel
in warehousing and inventory control. The recent creation of a 
Drug and Medical Supply Unit in the MOH, responsible for all
 
determining pharmaceutical and medical supply procurement
 
needs, warehousing, and distribution systems should result in
 
continued improvement in these systems, particularly with the
 
additional support to be provided tinder this Project.
 

Overview of MOH Organizational Arrangements 

On June 2, 1986, a Ministerial Decree established a Drug and
 
Medical Supplies Unit within the MOH in order to:
 

1. Rationalize the use, storage and distribution of drugs and
 
medical supplies;
 

2. Improve the purchases of drugs and medical supplies;
 

3. Ensure the quality of medications and medical supplies
 
throughout the administrative process;
 

4. Train personnel involved in the administrative and 
technical processes with iegard to drugs .ind medical supplies; 

5. Create an effective technical and administrative system
 
that optimally integrates both functions; and
 

6. Establish an operative system ot pharmacological
 
surveillance and prescription and use of driigs based on
 
morbidity.
 



Annex K
 
Page 15 of 19
 

The centralization of responsibility for determining
 

pharmaceutical and medical supply procurement needs,
 
this Unit, where
warehousing, and distribution of the MOH in 


the new Drug Quality Control laboratory is also located, at the
 

level of the Minister represents a siqnificant elevation of
 

the hands of personnel better
responsibility and places it in 


qualified to determine annual requirements and make allocation
 

Prior to the establishment
decisions based on morbidity data. 


of the Unit, decisions with regard to the commodities which
 

limited budget resources
would be purchased using the MOH's 


were 
made by the Procurement Department, which also had
 

the orders, negotiating contracts,
responsibility for placing 


and distributing pharmaceuticals and supplies among the various
 

MOH facilities.
 

Medical Supply Committee has also been
A Pharmaceutical 	and 

all offices directly involved in
established, composed of 


supply management, which is chaired
pharmaceutical and medical 


by the Minister with the Director of the Drug and Medical
 

advisory committee coordinates
Stipply Unit as Secretary. This 

drugs and medical
the acquisition, 	supply, and distribution of 


the Drug and Supply Unit. In addition, a

supplies through 


the
Therapeutic Committee was established, coordinated by 


including representatives
Technical/Operative Directorate, and 

four basic medical specialties, and


of that Directorate, the 


the Chemistry, Pharmacy ,.id Medical faculties of the College of
 

Medicine and Pharmacy.
 

The Procurement Process
 

begin with a determination of
Any procurement process 	must 

list (Cuadro
requirements. A recent 	revision of the basic drug 


serves as Lhe starting point for making
Basico) used by the MOH 

use contains some 395


these estimates. The list currently in 

800 preparations
preparations -- less than half the over 


items grouped according 	to the
included in 1983 	-- with the 

use each drug. For example, level


facility level authorized to 

use by rural health aides, and


1 includes some 20 drugs for 


level 4 preparations (125 items) aie reserved only for
 

in referral hospitals.
specialized services 
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Using this basic drug list, each Regional Office submits its
 

annual estimate of needs for pharmaceuticals and medical
 

supplies for the centers, units and posts in the region in
 

August; each of the 14 hospitals prepares a separate request
 

which is submitted at the same time as the Regional Office
 

requests. Currently, estimates are based on prior year
 

consumption statistics, whch have been influenced by the
 

availability of pharmacLdticais, rather than morbidity and
 

service utilization statist ics. (The establishment of the
 

bio-statistics and inventory control sub-systems Linder the
 

VISISA Project and upgrading planned under this Project will,
 

however, enable the MOH to increasingly base these estimates on
 

morbidity, rather than prior year consumption.)
 

are submi:ted to the MOH central Procurement 
Department in August of each year, which calculates total 

quantities and estimated costs. These totals are then 
submitted to a Procurement Committee consisting of the Director 
General, the head of Procuremetit, and the head of the 
Technical/Operative Directorate, whi.ch determines which
 
products need to be reduced in quantity or eliminated based on
 

available MOH budget resources. The resultant recommendations
 
are submitted to the Minister for approval. The 1982 Ley de
 

Proveeduria de Salud governs the procurement process, which 


These estimates 


can
 

last for more than six months, with delivery of products
 
sometimes taking as long as twelve months after the contract
 
signing date for products when foreign exchange resources are
 
required.
 

Inventory Control and Drug -Tracking
 

Once the products arrive in country, the MC"H must retrieve the
 
drugs and medical supplies from customs and inspect and count
 
each individual unit of the product at the central w3rehouse.
 
These receiving processes, which require the counting of each
 
individual unit rather than a sampling process, can delay the
 
distribution of commodities as long as several weeks if several
 
large shipments arrive at the same time.
 

Under the VISISA Project, a new central warehou::,e in San
 
Salvador was built and a computerized inventory management
 
system has been established for drug supply management. As it
 
now exists, the basic control units are the central warehouse
 
and the four regional warehouses (also built or refurbished
 
under the VISISA Project). All drugs received at the
 
warehouses are recorded onl the system, which includes generic
 
name, preparation, units, cost and expiration date.
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The filling of orders begins with a review by the chief of the
 

warehouse, who evaluates the quantities requested and
 

authorizes the quantities to be distributed. This evaluation
 

is based on existing stocks and a Master Distribution List,
 

which is based on budgetary considerations and prior year's
 

consumption statistics. Data on the specific distribution of
 

health facilities is entered into the
medicines and supplies to 

the central warehouse, although
inventory control system at 


input will be handled by the regional warehouses as
this data 

regional
soon as the new computers are installed in the four 


warehouses. This information has been collected from the
 

level for distribution of
regions and inputted at the central 


all drugs registered through the Central MOH warehouse which
 

have arrived since May 1986.
 

the VISISA Project to
VerificatioTL procedures established under 

are
 

ensure that the stocks required/requested were shipped 


being modified to reflect the availability of the computerized
 

flow data. In June 1986, MIS technicians within the MOH began
 

computer tabulation of the semi-annual audit requiLed by the
 
all expendables
Salvadoran audit agency (Corte de Cuentas) of 


items procured or
and equipment. Because this includes all 


othe:,ise received locally (e.g., charitable donations and
 

medicines and medical supplies purchased by the patronatos),
 
verify total
the inventory will assist the Ministry to 


the future, improve estimates of total

availabilities and, in 


usage. The new verification procedures for distribution
 

reports prepared by the warehouses and

involve: comparison of 


facilities 
on planned distribution and receipts; spot checking
 

during field visits arranged for other purposes and in response
 

complaints; and a proportionate 10% random sample of
 to local 

accuracy of
inventories in all facilities to verify the 


reports. Once the computerized system is fully

computerized 


it is anticipated that a
operational at the regional levels, 

for monitoring purposes.
smaller sample size could be used 


Distribution Process
 

from the central warehouse to regional warehouses
Distribution 

and facilities is dependent on transport. Lack of reliable
 

is a major problem in El Salvador, as it is in
 
transportation 

other developing countries; moreover, the conflict further
 

impedes the routine transport of drugs some rural health
to 


facilities.
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At the facility level, the distribution of products from health
 
care provider to patients 
is impeded by the lack of trained
 
staff. It has been estimated that each MOH patient 
receives an
 
average of four prescriptions per visit to 
a MOH facility. If
 
one considers the actual need for drugs basi-d on medical
indications and appropriate prescribing practices, 
it is
 
probable that 
this represents a signlilficant over-prescribing

pattern, although there is inadequate data at present to make

definitive statements il this reqard. 

Priority Problems in the Dru g1 Procureilment, Warehousinq, and 
Distribution Process 

1. The procurement process is not based morbidityon and 
mortality data, but 
rather on historical consumption.
 

2. The procuremett process is cumbersome and lengthy. 

3. There is virtually no coordinat~ion il purchdsing of drugs
among the public and qUasi-public agenicies. 

4. The process of intake of drugs and medical supplies is
unnecessarily cumbersome, and should be based aon sampling
rather than a complete count of items received.
 

5. 
The Corte de Cuentas is excessively slow in visiting

warehouses to examine and approve of 
disposal of old or inutile
 
drugs.
 

6. Some warehouses and facilities have no 
signs or labels on
 
storage bins and boxes indicating the contents or the
 
expiration dates of The contents. 
This, combined with the fact
that some facilities and warehouses follow a "last-in,

first-out" inventory procedure results 
in drugs being wasted
 
because their expiration date has passed.
 

7. At some facilities, the Kardex Systems ar2 not used be.:-ause 
of a shortage of personnel.
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8. At some facilities, there is no clear separation of duties
 

with regard to warehousing and dispensing of medications.
 

9. Physicians excessively and inappropriately prescribe and
 

dispense medications.
 

20150
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INITIAt ENVIRONMNTAL EDANINATTON 

T. PROJEC7IT AND SIB-(flMPONENT DESCRIDIONS 

The purno.e of the Heal.th Sv.tems Suoport Project is to support and strengthen
the capabilities oF tie Ministry of& Public Hea[th (MOH) to deliver basic 
health care services, particul]arly those which extend the access of th-. 
Salvadoran or)ulation to preventive and prin-iry healtfn care services such as 
immunization, oral rehv'lraition -hrrpv, and health/nutrition education. TheProject is coimo)osed of 1r, cco;nooents: (]) supplies and equipment 
acq isition and management, i' cbdinq suppor: to strengthen the capacity of 
the M(YI to select, acqiir,, di.l-.il:e an, mvitaqe such comirrlities ba.se on 
nee-is and pr-iorities; (2) strengthening lisic healt-h servic,s delivery(includinq child s-urvival ;7,r--1 malaria control activi ies), particularly by 
improvi nq the fuoti01i a- f has c care an'] tr-each programs; and (3)
strengtheninq the p!...llainq a1i management cnahilties of the MOTI, 
particula-rly t!-ose systems ssentia to hasic health services (e.g., drugs arnd 
slply manaqement, transport, and e-i[ 1t and facility im-iintenance). The
anprnaTh will focrus on inreasinc the utilization of existing facilities by 
improvi.nq servicr pro4rins and ontreach activities. 'The Project ui1 I also 
emnhsize iniriroving t-he Flo, of i nformfiion necssary to ensure the 
availability of drugs and supplies at all. facility levels and tn facilitate 
decision makinQ an] rational al.lo-ttioan aryi use of resources. 

Malariai control activi ties i nlurl-] in the ! e fl , Services SupJar-t co m onent
will assist the GOTS to contain or further redlince tlio inci,-]eunce of malaria, 
through -supoort for a resoonsive, efficient and efective nationwide malaria
control oroqtram. Project Support will assist the AMY' s Malaria Department to 
imolement targetod intimal aria al:t vities in areas whi.ch historically have 
eoxerienc0d or are anxp:erening hith rates of malari- transmission. The 
malaria control proqram will )nhisizea selective mix of vector control 
mpasures y)led with a httr Vrfl ance between the passive case detection and 

,treatment by vol.anteer llaix-rator and treatmient and diagnosis by the 
nation's privaite and public healtlh facilitios. Progressive reduction of 
malaria transmission by vencor c) ntrol and ralical : ug treat:ment for humans 
are expected to continue to reluce the qeographical area requiiring active 
intensive control measures, tl: r,,Iy reducing the administrative and financial 
costs of the prog,ram. Successful execution will depend on a number of key
variables, includinq vector resistance to the insecticides used,
epileioloqicollv-accra-te tarqel-ing of spray operations, cooperation and 
participation of the public and health service staff, continued reduction in 
the P. Falciparum malaria, and exparned use of feasibl- alternative control 
measures. Although the [i-plement-ition of large scale vector control measures 
such as oermanen,: drainage and canalization are not included within the scope
of this Project, support for "operationsl research activities" will include 
evaluative studies of the effectiveness of source reduction through salinity 
and water in estuaries lagoons, well studies thecontrol and as as on residual
effectiveness of the synthetic pyrothroid (Pronoxur) currently being used and 
benr9iocarb which will. be field-tosted f.olowing WHO/PAHO testing protocols. 

http:improvi.nq
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Malaria control activities sL4morted by project funds will consist of three 
elements: 

1) 	 Technical Assistance for program monitorinq, .pgrading control 

methodologies currently in use (and/or .eveloping alternatives to these 
methodologies) iynd traininq of personnel in operation ar] maintenance of 

US-supplied equipment and c.nidities; 

2) 	 Participant aryl/or in-country, in-service training in anti-malarial 
coperational research and entomological and epidemiologial surveillance; and 

3) 	Comnoitv support for insecticides, spraying equipment, vehicles, and
 

various other lab.;ratory and entomological equipment and supplies. 

The 	 implementing agency will be the Malaria Division of the M(H. 

Using malria prevalence data from 1979-83, which was collected by the network 
oF neirly 2,500 volunteer collaborators located through out rural El Salvador, 

the Malaria Division stratified the country into areas of high, low, and 
medium endemicity in 1994. Poughly 25%of El Salvador has a malaria 

prevalence rate of 60 or more "es per 1,000 population annually. Another 

25% of t-he country has rates between 20 and 60 cases annually and the rest. of 
the country has a lesser prevalence. Malaria Division activities are 

concentrated in the area of highest malaria prevalence and endemicity. By 

targeting activities (inter-domiciliary spraying, larvicidinq and active drug 

distribution) in these areas of greatest transmissions it will e possible to 

brinq (own high transmission rates eventually to low levels in these areas and 
since the resourcesto practically zero in the rest of the country. However, 

orrently available allow only partial coverage of the most endemic areas this
 

is expyected to be a long term process beyondy the scope of this project. 

The anti-malarial drngs being used in the program (to be purchased Iocally 

by the GOES) are: chloroquine and primaquine. The use of Fansidar is 
yet indescouraqed because there are no indications of chloroquine resistence 

the. malaria parasite. TD)ring project implementation, the Malaria Division 

will continue to monitor malaria parasite susceptibility as well as the
 

efficacitv of the insecticides being used to control larvae and adult farmes 
of the malaria mosquito vector. 
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Il. Evaluation of Environmental Imoacts 

'The general N. 1.D. EnvIronmental Impact Statemlent (EIS) for malaria 
on theprograums inclurdel an in--depth 	 review of the impact of malaria programns 

of the EIP wcero 1H-Lt t:he major insecticides usedenvironment. The cnncl,i-dons 
in Tmalaria control )rocr-ims have a aw-vorahle risk-benefit impact on the 

environment Inie to their :,ethol of apolication in pbillic health rr.g-r.. In 
1977, -1 ccnnprehensive Enviromnntal N.slsim.:nt ulnderta]ken in Sri Wuka 
concluded tlhat: resilu-l j asecticides ivei i-i rnla- i[control (.fforts .re not 

ratio.detrinental to the ntvi.;:" ninont acd linve a vry fvorable risk benefit 
In May, l.")30, an 2rivironion':al 1k.essir ,t carried out on the use of similir 

actlvitiesresidu-al insecticide. anv 1irvi cides in Inli i' ! mal.ari. ctntrol 
reachei sim.il.r c. lsicie. 

One of the pu ::-: of :h- compra1iens iv , - E[: subLnittedl hy A.I.D. an( 

the Er]nvi., , i- ft Protection Nynry (1i]PA) wls to avoid duplicatingaccepted by 
envirounnta!,it eview afforts for projects oF a similakr nai..ure in ountries 
with c3noaraale c~blitnn. Envircnmental sluiesi ha-ve been wi-le on imlaria 

control programs in tly, laLst Four years in Tndi, Thilani, Ne2pal., 1-laiti anid 

Sri Latnka with a imi!_nrly Fa,:able risk-hbnefit conel usion. h'lle points of 

simil.,-[ritv between thi.s o-rject all nrev.ous ,r-vi ronient. 1 studie, both of 
iso ind other methls rJ -. ria control should obviateresidual irvecticidc 

the ne', for a,.iothJ-pr a ;r l.ysis. T\1_ th' ai v_ reports are available in 
nTD/WaSh i.ngt,-;n. 

Chemica.l. Control s]rct: s 

The El. c:.lJva-i) Malaria Proxram lhas bcen plyiaq a number of 
organlOphosprnis and c-ir'lwit i nsin-cti:J:r in its : priy .eration program 

since 1973 ii limitel area- od c Under this Project, the GOES doest country. 
not plan to use the in ectici12 inalathion, INL' or M-C, hit is e:xpected to 

aoplv propo~vr and pocnce (ornethrin) on a limited an:. selected scale, aal 

continue conluctim limi.il-el j-')tf y-nli )carb as a reqi-dual. insecticide if 

._ooh.eles ai.birrnnis beoo; ,-;-)mlte.ly r.facto, to p)rOXL. The GOES 
malria program will also be l ,ying a llarvicide, . AI, in its field program. 

and'nhe insecticide Pronoxur is a 	carlbmnte which has both corntact 

fumigant action. This inso--ct icide is al.polied -s a residual spray at two 

grams/square meter and is efIl'ct:ive up to three monlths. Pro)oxur is 

reqistered 1), the EPA in the U-ii<<d States for re,irtual control. of adult 

mosquitoes; I,: is also bin-lqradahla. The Mflaria Divi sion has used this 
without incidentsconp-uin] successful l/ over the last ton years in EL SE]v-idor 

to eit-er soray personnel,. )r village pqmulations. Precautions are taken by 

the Malaria Division in applying Prcoxur, including intensi"-- trairing in the 
harriling a-d application by spr-iy porsonnel, provision of protective clothing, 

rigid srpaervision, and e,-lcation]_ efforts in tle villaqes. Spraymen are 

required to wash after a day's work and before siakinq or eating. NT) 

appliedcholinesterase mani torinq i s inlicatol when c-rmvanite insecticides are 

since tle inhibited enzyne is deactivated tco uuickly for this to be a useful 

preventive or ioni tori.rx measure of intoxict tiotn. 
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The A'-.nte,appliod as a larvicide on mosquito hreedinq siteq and the 
"po nce,' used for ultra low volume spraying (foqgirng), are among the safest 

organohosphate,hiodegradable pesticides available. 'he larvicide Abate, an 

is to be used as a supolementarv larvicidal control. measure during the life of 

the oroj-ct in scne locations minly -luring the drier portions :f the year. 

to have low toxicity even if taken orally and
This comlound has been shown 
applied l*-rna.lly. Normal applications of Abate as a larvicide in water is 

were to drink the water treated directly ar
abolt 0.5 ppm. Even if an adullt 

daily would be
if 2 liters were consumed, the. maximum amount of Abate inhibed 

I mq. This compares with a dosage of 256 mq./,nan/day fed to human volunteers 

for four weeks without clinical sYmotoms or
for 9 d.vq and 64 g./arVdavs 
side effects. Throuqh the dermal route, Abate was found to be even less 

toxic. Abate has a short hal f life, is not storedN in the bodly and produces no 
in malaria and mosquito

known chronic or residual effect. Abate has been ised 
and is a safe pro,-uct which is

control. programs for aoproxi,%it-Iy twenty years 

registered without restriction as a mosquito larvicide in 
the U.S. by the
 

Environmental Protection Aqency (EPA).
 

T)ae to its expense, the application of pounce (perrethrin) in 
ultra low
 

voliue fo qing will be on a selective focal basis and limited to times 
of
 

unuv.oally high vector mosquito densities. The (FlES malaria service has used
 
This


sN/nthetic nyrethroils over the 	last 9-1.0 years without incidents. 

residual or limited 

insecticide is a knock-down chemical and has no 	 very 

The oral LD50 of Permethrin (Ponce), a synthetic pyrethroid,
residual effect. 

It is applied at 5-10
 

is 4000 mg./kq., which indicates a very safe product. 


qrams of actual material to a :iectare of land and at this (3osa(7e rate there
 

are no adverse environmental implications. It biodeqrades rapidly. 'T"he
 

that serious healthavailabl: indicates noto-i.colmiral information 
this material, but care in 

environmnt9l problems should arise from use of 
are to be carried out by the Malaria Division through

handling a.nd application 
proper traiinq of concerned personnel, adequate supervision, and provision of 

the EPA for
protective clothing. Pounce (permethrin) is also reqistered by 

Adult mosquito control in the U.S. using UJLV or Cold Fr)qger 
techniques, as it 

would used unrder the Project. 

Envi rcnmenta l Management 

ben taken by th- fW3i to-ward an engineering project
Preliminary steos have 

reqion which would in effect 
in Estero Ticuiziapa near the Ta rUbertad beach 
improve. on a practice ,qsed for years by ranchers to control mosquito breeding 

flooling of pastures bordering 	 the 
in that area, bv avo dinq the excessive 


sea water to the ooint of
 
estuary w0hich produces a mixture of fresh ar 

larvae tolerate
favoring anoheline development. The anopheline cannot high 

mildly-brackish water.
sal.initieq (sea water) but do well in fresl and 

sucoeed in 
Control of 9nonheline breeding 	by installation of tide gates 


malaria in the early 1940's, but
 
controlling Trinidad's coastal vector 

attempts to exploit this weakness of anopheline biology 
have not yet been
 

inveqtigated in Central America.
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Although this engineering project will.be outside the scope of this
 
Project, the Malaria Division will supervise and monitor its execution. The
 
Malaria Division is particularly interested in oiserving the anopheline 
reqoonse in terms of the densities of An. albimanus larvae and adults, and to 
monitor any sulsequent effects on the malaria situation in the adjacent
communities. The Division will, therefore, carry out studies on anopheline
biology and malaria incidence reduiction associated with the source reduction
procedures. Kithough the estuary tidal control oroject's outside the scope of 
the Project, no adverse envirximntal effects of this GOES engineering project
is foreseen since it will involve only a mechanical. iction to obtain results 
commonly achieved by manual meratiens of the local ranichers and locai. 
cesidents of th..e area. 

9ealth education designed to increase the understanding, cooperation aai 
participation in the program at the community level is as important as the 
teclhnical opprations of vect-or control, case finding arid treatment. B3ecause 
it is relativelv difficAt to achieve and measure results in this area, health 
edulication is often neqlected inl mlaria programs. T- Malaria Division 
reo-qnizes the importance of health education and is ai-empting to strengthen 
this component of their program, including village elucational programs on 
positive small scale environment-l mo]ifications such as draining, filling, or 
saline regulation by/ flushing to reduce breedlinq areas, aiyl reducing
Man-vector contact though the design andI siting of viilages and promotirg the 
l.se oP bed nets. It is expected that implementatinn of any of these 
environmental manaqement actions will leai to an improvement of the 
environment ary will not create ,nvironmental haz-irds or problems. 

Mealth Safegquards 

Special attention isgiven to the har-iling of the insecticide concentrates 
(oth tater -ispersible powders and emulsion concentrates) by the Malaria 
Division. In the case of Propoxor, the Project will procure aryl provide this 
insecticide in seoarate pre-measuirci packets which will fill one spray pump
(pre-weiqhed). This pre-packaginq of insecticide packets el.iminates personnel 
exposure which would be required In packaging and weighing from a bulk 
product. In preparinq susp-nsion or emulsion of the insecticides, use is made 
of long-handl.A mixers to protect the operator from spl.ashing and to allow
stirrinq from ti standinq position to further reduic- possible intoxication of 
spravilra1 

Insecticilde concentrates lefit over from the operation (unused packets or 
unused mixed concentrates) and the empty containers are returned from the 
field aril either stored or ,ispos of safely in a manner designed not to 
contaminate water souirces or create any other environmental hazard. The 
washinq of spray ecipment is also done in a manner which will not allow thu 
washing waste water to enter wells, strem.,s, lagcons, swimming pools or any
other water source which could he used by persons )r animals for drinking or 
washing. 
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It should be noted that each sprayman receives up to 15 days' training 

each year in spray techniques arnd operational matters prior to the initiation 

of the major spray cycle. Approximately 15% of their training time is spent 
kt the
 on health safeguards for protection of both personnel adl villages. 


start of the spraying cycle each spraymen is issued 3 sets of protective
 

uniforms, which include a long-sleeved shirt, a metal helmet, rubber gloves 

which extend about half way to the elbow, ruhifer boots, a gauze face mask (if 

scne belladona drops in case of a sudden emergency. Spraymenrequired) ard 

are supervised and required to change uniforms on a tegular nasis.
 

Fach sprayman is also issued a persoral instruction booklet lescribing the
 

proper techniques and precautions to take when employed as a malaria program
 

spray operator. There are series of instructions issued by the malaria 

program for spraymen, team leaders, Chiefs of Zones, and villages in the
 

application of insecticides. Copies of tw-e instructions are on file at
 

USAID/El Salvador. 

The "Manual de Operaciones de Rociado,I issued by the MiS Division of 
the progr:un contains instructions on healthMalaria, and used as a guide by 

safeguards which are to be followed by field personnel in applying 
There are specific instructicns for
insecticides and in trainirq. 


A copy is available at USAID/EI
fenitrothion and prpoxur in rh-, manual. 

Salvador.
 

Visits have been made to the warehouse facilities at the Central Level and
 
was fotr'd to beat several (titlying storage points. The Central Warehouse 

ser-ire, constructed in a manner to protect the insecticide from rain and 

with solid floor and in qood housekeepingexoo3Sure to direct sunlight, 
conition.
 

Ofricial documentation on the application and storage of insecticides
 

I-y the Division of Malaria are on file at USAD/El Salvador. Thes?
issuoi 
suitable and adeucate for this proq:am.instructions are consid-ered 

Project Monitoring
 

The project will employ a contract malaria control officer to insure that 

training in health safequards is carried out andI to observe actual field 

very toxic ccrpourdsactivities which include many 

operations at the time of sprayinq. A report on each site visit will be made. 

Other Factors 

E). qalvador uses a larqe a-ount of insecticides in its agricLlture 
which have far more human 

health hazards than the insecticidles used in the malaria progrn. There is 

very little control on the use and storage of these agriculture chemicals.
 

The Malaria Program will co)ntinue to mike every effort to protect th. 
any of its workingand the poouLation from mis-cse ofenvironment, its workers 

limitedinsecticides, hut their overall environment~al effect is already quite 

when compared to insecticides used in other ongoing in-country activities. 
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I II. Recommendation 

In view of the above examination of the environmental issues of this 
project, it is recommended that a negative determination be made for this 
orolect.
 

Trials with benliocarb (to 1e purchased with MOH funding) are scheduled 
for September, 1.986 to test as a possible T-.ckup insecticide for propoxur if 
ananhel.ine suscetibility to propovcur should deteriorate. The trials will he 
carried oit in selected areas in accordance with WHO/PTAHO guidelines and 
protocols for Field trial; A PARO malarioloqist an the AID contract 
malariologist will supervise the field trials as well as the evaluation of the 
use ani effectiveness of the other plinned anti-malarial activities. Prior to 
anv broadscale field use of ben]iocarb, an IEE will be made and submitted. 
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F/ViOMNTA DIPNL'V (iwEcisr 

IMPACt ID IFICvPION AND EVALU xION 

N - Nb environmental impact
 

1, - Little environmental impact 

M - Moderate enviraxmental impact 

H - -g environmental impact 

U - Unknown environmental impact 

+ - Positive impact 

- - Negative impact 

Impact Areas and Sub-areas 

A. 1. L-and Use 

N
a. Increasinq the population 

Nh. Extractin natural. resources 

T,+
c. Tandl cleaning 

d. Changing soil cdhracter 	 N 

kltering natural defenses 	
N


2. 


uses3. 	 Foreclosing important N 

N4. Jeopardizing man or hig works 

5. Other factors
 
(e.g., increase agricultural productivity) 	 N 
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B. Water Quality 

1. PhNsical state of water N 

2. Chemical and bioloqical stites N 

3. Bioloqical. Balance N 

4. Other factors N
 



___ 
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IMPACT IDEWrIFICUION AND EVAUJTION FORM 

C. Atmosphere 

N
i. Air adlitives 

N
2. Air pollution 

N3. Noise pollution 

N
4. Other factors 

D. 	Natural Resources
 

N
1. 	 Diversion, altered use of water 


N
2. Irreversible, inefficient, commitments 


N
3. Other factors 


E. Cul.tura I. 

1. Altering nhysical symbols 

N2. Dilution of cultural traditions 

N3. Other factors 

F. Socioeconomic 

_+
1. International impactq 

2. Change in population 

3. Changes in ol.tural. patterns 

G. qealth 

1. Chanqinq a natural envirorunentL+ 

2. Eliminating an ecosystem element 	 N 

M­3. Risk of intoxication of staff 

N
4. Other factors 
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H. General 

1. Interntional. impacts 1+ 

2. Controversial impacts N 

3. Tirgor proqrim impicts N 

1. Other factors N 

1. Other Possible Impicts. (not listed abx)ve) N 
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METHODS OF IMPLEMENTATION AND FINANCING
 

Method of Financing Approximate Amount
Method of Implementation 

($ 000)
 

Pharmaceuticals and Medical
 
Supplies
 

Direct reimbursement $28,700
AID/W thru VA 


Insecticides
 
2,300
Direct pay
PSA 


1,400
Equipment and Computers Direct pay 


4,600
Direct pay
Vehicles 


Technical Assistance
 
Direct Contracts with
 
Firms and Individuals,
 

5,800
and Buy-Ins Direct pay 


Local support costs
 1,400
(Admin. & Training) Direct pay 


Child Survival Promotion/
 1,000
Direct pay
Health Education 


Direct pay
Participant Training 300
 

200
Direct pay
Evaluation 


Direct pay ,.hrrughContingency 
one of the ab,'ve 
methods of implement. 21300 

$48,000

Project Total 


20110
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DETAILED EV/dJJtION PF.AN 

Project is to be jointlyEvaluationi and related monitoring of this 

the M(1 and USAID, with the intent of in the long-term
conducte] by 

for policywithin the Ministry an improved capacityinstitutionalizing 
approach to be

and prcgram evaluation and monitoring. 'iLe conceptual 
and inaplpmented so as

used assumes that the Qvaluation will be',esigr 
(as defined by

to determine the acccanplishments and iimiot of the Project 
in goals and objectivesthe Tjoqical Pram-work), ani to respond to changes 

to ensure that the Project continues to meet the he(-.Is
of the NWY-Hso as 
of the MOH and its tarqet population. To this end, within USAID tOY 

Committee will be responsible for mnitoring
Project Implemf.ntdio n 

the Project Stoerinq Committee will be 
progress. Within 	 the VjOH, 

process
responsible for monitoring progress. In -iddition, the evaluation 

conduct of
will consist of: 	 develcpment of an overall evaluation design, 

on-going project moaitorinq and evaluation, and conduct 
a baseline study, 
of external evaluations.
 

Because1. Development of overall mrnitoring ria evaluation design. of 

the project, an overall monitoring and
the comprehensive 	 nature of 

in tb- first six months of it­
evaluation plan will be develcxp 

includ. further specification of priority
iTOlementation. This will 

issues and -., tm probleln related to the threedecision-linked 

components of the Project; refinement -and further definition of the
 

'logical framework 	 (including definition of
iiicators specified in the 
specific outcome measures and description of external variables likely to 

impact on each measure); ard- identification of specific met WAolcqies 
to those inuic'itors.

appropriate to cc,, Lect and analyze data with regard 

At this same timn, specific roles and resoonsibilities of W-11, UID ani
 
idientified and agreer-Lon and


technical assistance personnel will be 

to project monitoring -an] evaluation will be


training needs with regard 

identified.
 

as inmportant
The monitoring ani evalulition of the project will serve an 


training vehicle for MOH personnel at all levels. The %1 will be
 
dsign activities 	 in conjunctionevaluationresponsible for irvertakinq 
provided by the E)P/!Iealtlhthe MID, with technical assistancewith 

Nivisor arl t-p MIagemeit r-e].oment/tlealth Services Research
Planning 

program planning
Adlvisor. In ilddition to the training in pol icy and 

in the use
under the third compcnent, NM) personinel will receive training 

results by
of tedihniques desiqned to ensure utili'.tion of eva-nhition 

11t- anl in
decision-makers at all appropriate levlri (both within the 


re].atod governmental and private agencies), and by health providers in
 

service delivery.
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2. Conduct of the '.Iseline study. klt-iough baseline data exists for
 
measurinq achievement of the EOPs, additional 
cdta will. be developed durinothe first year to more fully assess the range of impacts of the. Projoct.
The collection of this additional baseline data should be cnmplieted by the end 
of the twelth month of the project. 

3. External evaluations. Diring this five-year project, AID and the 30ES 
will crnduct fon-r project reviews, in the Project' s 20th, 36th, and 50th
months, utilizing in-house arvi extenvni resources to be. financed urnder the
Project. The 'M has expresse] a narticular interest in having fre-quent
-xterrmil r-riluations to ensure that t}he Project is meet ig its nee]s and is
 
Te.soonci - to AID repuirements. 'Tieevai.uation tens should 
bXe in countrv Cor.

11s,:mouth 
month) )!,] final. ev-il ntions. Thle tuns will be coutr;.icted by UISID 'itilizing
royect fun is. The 'JR/IA Project Manvr, in e x)r liial: ion with offices 

repr,?sentel 

It ! one for eacl evaluation, arv longe"r for tlv. mid-term (36th 

on ti( Project Imp l,menta tion C.nmit te, will be responsible for
coe-rdinatinq -11 evaluation activities with regard tot i-isproject, including
selec':iu a- co-)rtiniation of extrnil ev--l.itIion te mms ind approval of their

re}orts. Te teams shoull be comprised of irlivi-n,1;9 expert in e..ach
 
C.'mn~> .,t of the project (e.g., drug upplies )man-ement, MIS, plan in,- and
 
aiminis;':rition of health t)rcgrirns) In a,]dition, ,int:
tf eva iou team .;1011l

in-l.u~i ; t 1est ,le ]ot--cntry public health e'Xoert.
 

The ,ext,rnal. eva limations will f[ocus on, the ;peifin EO-; ari output inlicat-)rs 
,.cifi -i i Tgich! Fr-mevork, wel.l the objectives of t:he'n the -i; as stated 


i with re-ga-rd to 
the project, ni r .lrtd objectives included in long-r-1119,-!
olans -)F th, Iinistrv. T'he evaliuation:; will alr: ai,"iress m-ijor charxqes in the
Pioject'set:ing, iniuding scio-ec ic or. >-tions that miqht have had an 

rmmathe Aton Project. the concivion of each ev-.alition, the team will. 
m.et w 1 ')l offici ls (including r.-, s ntahives of all levels of service 
provi - ,.nd manaqeme.nt) and with te IJS.XD Project Implementation Committee 
to 
 0ssthe results and.-1 t7o r m']ni:l m oansof overcxming gry cnYnstr.i:irlts 
that '-ive Yee.?n identifind with reqar-l to aichievement of project objective-. 

The first ev&ilitiont is schjeduled for 20 n-onths after siqnature of th- Project
Agreerment. This evaluation will meaIre proqress in the delivery of 
conrmvwli ies an i 'pl-ned ivaorovements in t-h acquisition ark] managementh of 
•lrns and n-lical. s,.pplies; comp-irofricie,.y of the maintenance systms for
equipmont- qad f iilit if-!. hefore, v 1l'],)r inq .)r-) j(i: i mplem-ntat ion; measure t4
status of the extension of health ,ervi,-,s to rural areas; c(oiup)re the s:atu!3 

http:manaqeme.nt
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of the establishment of the Kf S with the project plan; and review the quality 

of the traininq programs and applied health research studies undertaken by the 

MD1,. The mid-term evaluation will Ibe schedule-l to be:gin in the 36th month and 

will be an intensive evaluation, focussing on the same indicators as the first 

evaluation, as well. as the efficiency arn1 appropriateness of project 
intervent ions. 

A final rvaluation will e uon)iict-,d near tly. ,'d of the Project, in FY 1991. 

This evalluation will assess, in :ddition to oyitput level indicators measured 
throuirhout project: implementation, attainment of tho purpose ani cnntribution 
to the project goal. It will also assess the development impact of the 
project, identify lessons learned for future projects, ari evaluate the 
project's7 sustainability and replicability. Secifically, the final 
evaluation will measure the increased availability of basic health services 
amonq rural pc)puiations rind imprrovements made in the decision-making 
c-apabiliti5s of the NMC as dem)nstrated throiqh identifiable changes in 

resource allocation, increased access to health care and utilization of MO:-I 

primary leve]. facilities, increased leve.s of .rug stocks, improved treatment 
procedures, and m:)re efficient loqistics. 

,N
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TRAINING PLAN 


The availability of an adequate supply of qualified and
 
motivated health care personnel is a decisive factor in any
 
program which seeks to maintain and improve the quality of
 
basic health care services. Currently, the GOES public health
 
system includes approximately 1,500 physicians, 1,350 nurses,
 
2,850 nurse auxiliaries, and an additional 2,000 trained
 
medical personnel (e.g., rural health aides, health educators,
 
sanitation workers, nutritionists, therapists, and medical and
 
laboratory technicians). Prior to 1983, the MOH was
 
responsible for overseeing the tiaining of all medical and
 
paramedical personnel. However, two years ago responsibility
 
for physician and nurse pre-service training was given to the 
Ministry of Education, which operates a national nursing school
 
and oversees public and private university training for
 
physicians and the private nursing institute in San Salvador.
 

In-service training continues to be the responsibility of the 
HOH, as well as all training for lower-level health workers 
such as sanitarians, rural health aides (ARS) and the new
 
PROSAR workers. These pre-service and in-service training 
programs ace operated by the MOH's Training School. However, 
due to financial constraints, no pre-scyvicc training has oeun 
conducted since 1983 and in-service training programs have been 
focussed largely on skills required to implement the MOH's 
child survival program, whi., is largely supported by UNICEF
 
with Italian Government funding. In addition, technician
 
training in bio-medical equipment maintenance, vehicle 
maintenance and repair, and supply management and warehousing 
has been provided under the ongoing VISISA Project with 
external consultants, and the assistance of the responsible 
administrative divisions of the MOH, and the publicly-supported
 
Institute for Applied Technical Training, which receives 
support from the Pan Amer ican Development Foundation. 

The analysis condicted as parL of the ,eve.1opment of this 
Project identified the inappropriate use of medical, nur-.ing 
and paramedical nersonnol as a major inefficiency in thu MOH's 
health care delivery system and a limiting factor in terms of 
expanding service avalability. Moreover, these analybs 
suggested that the increased use of secondary arid trti:,ry care 
facilities was at. least in part attributable to th relatively
 

narrow range of services offered by the nurses and nurse 
auxiliaries who staff primary care facilities. Accordingly, 
the focus of the Project component, Strengthening Basic Health 
Services, is on expanding the range of services offered by 
lower level care providers and improving th,. quality of 
services offered. The objective is to ensure that quality 
services are delivered at the lowest appripriate care facility 

by the lowest-level, care provider possihe. 
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The Project will assist the MOH in finalizing revised treatment
 
norms and in designing and implementing competency-based
 
training keyed to these treatment norms and other specific
 
needs related to improving the efficiency and effectiveness of
 
health services delivery. A training advisor will assist the
 
MOH's Training Center in upgrading in-service training programs
 
for medical, nursing and paramedical personnel and the
 
pre-service training program for the new PROSAR workers, with
 
special emphasis on skills related to key child survival
 
interventions (e.g., immunization, use of ORS, and growth
 
surveillance). In addition, ongoing work in the development of
 
trauma training modules will be revir-qed and additional
 
training programs in emergency medical services will be
 
ceveloped where needs are identified.
 

The MOH Training school has a twelve-person faculty, and has
 
conducted training for the rural health aides, traditional
 
birth attendants, health inspectors, and statistical
 
assistants. Four center staff have already participated in
 
competency based training of trainers courses and form a core
 
staff of trained trainers; two additional members of the
 
Center's faculty will receive this type of training in the U.S. 
under the Project. In addition, the basic skills of the 
Center's staff in curriculum design and evaluation of training 
will be strengthened through Project-funded technical 
assistance and snort. courses funded by MOH counterpart. 

Training for the PROSAR community health workers and the rural
 
health aides who will supervise them will be funded and
 
implemented by the GOES with German Government assistance.
 
Similarly, training costs for the orientation and skills
 
jnhancement of doctors, nurses, auxiliaries, and community
 
health workers and leaders involved in implementing the child
 
survival programs will continue to be financed by UNICEF with
 
Government of Italy funds; technical assistance from PAHO and
 
the sub-regional health institutes (INCAP and PASCAP) in
 
support of these programs will also continue. Given the
 
support of other donor resources for these training activities,
 
the AID Project-funded inputs are designed to complement these
 
resources by improving trainer skills, the curricula used, and
 
evaluation of the training programs.
 

The Project-funded training advisor will also assist the MOH in
 
upgrading in-service training programs in two distinct areas -­
logistics and planning. In logistics, we include short
 
seminars, workshops and on-the-job training of mechanics,
 
repair and maintenance technicians, health technicians and
 
laboratory personnel using bio-medical equipment, and warehouse
 
and supply
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management personnel at the various levels. While this will be
 

coordinated through the MOH Training Center, additional
 

assistance will be provited through the Institute for Applied
 

Technical Training to continue support in technical 
course
 

design and implementation iritiated under VISISA. Planning
 

skills training to be supported by this Project will include
 

workshops and on-the-job training aimed at improved regional
 

and local level program planning and monitoring. Using the 
improved data bases developed by the MIS, and the planning
 

skills, improved targeting of resources will be possible.
 

Specific on-tih-job training in computer use and data analysis
 

is planned, buiiding on the pilot regional planning training
 

activities initiated under VISISA.
 

support the
A total of $850,000 has been budgeted to 

training
in-country, local currency costs of the short term 


activities. This amount includes in-country costs of the
 
the MIS, data analysis, and logistics
training in the use of 


support, as well as the costs of developing, finalizing and/or
 

printing a range of training materials. Major outputs will
 

include: finalization of the Provider Treatment Norms;
 

development of Facility Operations Manuals, MIS Systems Users 

Manuals, Bio-medica! Equipment Maintenance Manuals, and 

material for the competency-based training programs; and
 

printing of Child Survival Manuals.
 

The Project will also provide support for participant training 

in the U.S. and third countries in health planning,
 
epidemiology, operations research, and primary health care
 

designed
management. The U.S. participant training program is 

improve
to infuse up-to-date concepts and skills required to 


health services planning and delivery. Illustrative training
 

plans for these two distinct types of training follow.
 

However, since all training activities are intended to 

complement N;OH training programs and scholarships provided hv 
PAHO, and other governments, thethe Government of Spain, 

Project will require the development of annual training plans 
are
by the MOH to ensure that the resources from various donors 


complementary and used effectively.
 

20060
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SHORT TERM TRAINING*
 

TYPE OF PERSONNEL/SKILL AREA 
 NO. OF PERSONNEL 
 TYPE OF TRAINING
 

Component I: Logistical Support Systems

Warehouse and Supply Management 15 
 In-service, on-the-job training in
 

supply manage. and use of MIS
 
inventory control system
 

Bio-medical equipment technicians 
 60 	 In-service, on-the-job training.
 

Health Technicians and Lab Personnel
 
and other users of bio-med equip. 
 100 In-service training in use and
 

preventive maintenance.
 
Vehicle repair mechanics 
 70 	 In-service, on-the-job training.
 

DQC lab technicians 
 5 	 Short seminars by technical advisors;
 
on-the-job training.
 

Component 	Ii. Strengthening Basic Health Services
 
MOH Faculty in Curricula Development
 

ano Training Evaluation 
 12 	 Seminars by T.A.
 

Emergency 	Medical Services Managers 
 26 	 Seminiars/workshops based on VISISA
 
work.
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TYPE OF PERSONNEL/SKILL AREA NO. OF PERSONNEL TYPE OF TRAINING 

Component III. Policy and Program Planning 
MOH Central and Regional Statisticians 

and Epidemiologists 12 Use of MIS; regional workshops in data 
analysis 

Regional Services Directors and
 
20 Use of MIS; workshops on program
Fiscal Officers 


budgeting.
 

12 Use of -IS inventory contrrl.
Warehouse managers and supply clerks 


Health planv.ers and technical services
 
Use of MIS; workshops on applied
unit managers 15 

health research
 

20 Use of MIS sub-systems.
Other computer users 


training plan includes only those individuals who will be trained directly by Project.
 

During the life of the Project, MOH care providers will receive training in the revised treatment
 

norms and child survival skills using Project-funded materials, but with the training costs being
 

paid for largely through other donor contributions.
 

*This 
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PRCPOSED PARTICIPANT TRAINING 

Type oF Training 
Year I 

Nos. Cost 
Year 2 

Nns. Cost 
Year 3 

Nos. Cost 
Year 4 

Nos. Cost 
Year 5 

Nos. Cost 
TOTAL 

Nos. Cost 

I. U.S. Long Term 
(0 $25,000/year) 

Health Economics 
(18 mnnths x 2 persons) - - 1 25.0 i 37.5 - 12.5 2 75.0 

Bio-stat./Epidemiology
(1 year x 2 persons) - - 1 25 1 25.0 2 50.0 

Hearth Planning 
tU year x I person) - - 1 25.0 1 25.0 

Sub-Total U.S. Lnng Term - - 2 50.0 2 62.5 1 37.3 - 5 150.0 
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Type of Training 
Year I 

Nos. Cost 
Year 2 

Nos. Tost 
Year 3 

Nos. ost 
Year 4 

Nos. Cost 
Year 5 

Nos. Cost 
TOTAL 

Nus. Cost 

II. U.S./Third Country Short Term 
(3 $5,000/month) 

Health Planning
(2 mos. x 2 persons) 2 20.0 2 20.0 

Operations
(2 mos. 

Research 
x 5 persons) 2 20.0 3 30.0 5 50.0 

Statistics/Epidemiology
(3 mos. x 2 persons) 1 15.0 1 15.0 2 30.0 

Primary Health Care Mgmt.
(2 ros. x 2 persons) 1 10.0 1 10.0 2 20.0 

Training of Trainers Skills 
(2 nn-s. x 2 persons) 

Sub-Tota! U.S./Third Country 
St.ort Term 

2 

6 

20.0 

60.0 2 25.0 5 55.0 

2 

13 

20.0 

140.0 

III. Third Country 

CA Regional Seminar/Workshops: 
Essential Drugs, Child Survival, 
Ops. Research (0 1,000 per participant) 

SLb-Total Third Country 

5 

5 

5.0 

5.0 

2 

2 

2.0 

2.0 

3 

3 

3.0 

3.0 

10 

10 

10.0 

10.0 

Total All Participant TraJntng 6 60.0 9 80.0 a 119.5 4 40.5 28 300.0 

2301Q 


