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" AGENCY FOR INTERNATIONAL DEVELOPMENT
WASHINGTON, D.C. 20523

PROJECT AUTHORIZATION

Name of the Country: £l Salvador
The Government of El Salvador
(GOES)
Name of Project: Health Systems Support Project
Number of Project: 519-0308

1. Pursuant to Section 104 of the Foreign Assistance Act of
1961, as amended, I hereby authorize the Health Systems Support
Project for E1l Salvador (the "Grantee"), involving planned
obligations not to exceed Forty Eight Million United States
Dollars (US$48,000,000) in grant funds ("Grant") over a five
year period from the date of authorization, subject to the
availability of funds in accordance with the A.I.D.
0YB/allotment process, tc help in financing foreign exchange
and local currency costs for the Project. The planned life of
the Project is 61 months from the date of initial obligation.

2. The Project consists of technical and financial assistance
to support and strengthen the Ministry of Public Health (MOH)
to deliver and support basic health care services, including
preventive and primary care services important to the MOH child
survival program.

3. The Project Agreements, which may be negotiated and
executed by the officer to whom such authority is delegated in
accordance with A.I.D. regulations and Delegations of
Authority, shall be subject to the following essential terms
and covenants and major conditions, together with such terms
and conditions as A.I.D. may deem appropriate.

2. Source and Origin of Commodities and Nationality of
Services -

Commodities financed by A.I.D. under the Project shall have
their source and origin in the United States or in member
countries of the Central American Common Market, except as
A.I.D. may otherwise agree in writing. Except for ocean
shipping, the suppliers of commodities or services shall have
the United States or the member countries of the Central
American Common Market as their place of nationality, except as
A.I.D. may otherwise agree in writing. Ocean shipping financed
by A.I.D. under the Project, except as A.I.D. may otherwise
agree in writing, shall re financed only on flag vessels of the
United States.
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b. Conditions Precedent to Disbursement

(1) Prior to the disbursement of A.I.D. funds, or to the issuance of
any documentation pursuant to which disbursement will be made, the
Government of El Salvador (GOES) shall, except as A.I.D. may
otherwise agree in writing, 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 Dire~torate, for Project coordination.

(2) (a) Prior to the dishursement of A.I.D. funds, or to the
issuance of any documentation pursuant to which disbursement will be
made, for activities under the Improving Basic Health Services and
the Strengthening Policy and Program Planning and Management
Components, other than for the technical assistance contract
personnel, the GOES shall, except as A.I.D. may otherwise agree in
writing, furnish to A.I.D., in form and substance satisfactory to
A.I.0., a detailed, time-phased Action Plan for Project activities
to be carried out for the first year of the Project.

(b) Prior to the disbursement of A.I.D. funds, or to the
issuance of any documentation pursuant to which disbursement will be
made, for activities under the Improving Basic Health Services and
the Strengthening Policy and Program Planning and Management
Components, other than for technical assistance, for each subseguent
year of the Project, the GOES shall furnish to A.I1.D., in form and
substance satsifactory to A.I.D., a detailed time-phased Action Plan
for Project activities to be carried out during that subsequent year.

(3) Prior to the disbursement of A.I.D. funds, or to the issuance
of any documentation pursuant to which disbursement will be made,
for training activities under the Project, the GOES shall, except as
A.I.D. may otherwise agree in writing, submit a detailed training
plan which identifies GOES training needs and training resources
available through Ministry and other donor projects.

c. Covenants

The Government of El Salvador shall covenant that, except as A.1.D.
may otherwise agree in writing, it will:

(1) Obtain A.I.D.'s concurrence on 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 1987, make every reasonable effort to
effect the timely procurement of, and to fully disburse its annual
appropriated budget for, pharmaceuticals and medical supplies.
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(3) Beginning in the GOES FY 1987, initiate applied health
research studies on health care fipancing and use such studies
in the development of the detailed annual action plans for this
Project.

(4) Jointly review with AID, annually, the findings of studies
undertaken relevant to health care financing issues, and
furnish a time-phased Action Plan to implement recommendations
of the studies with the objective of increasing the efficiency
and self-sufficiency of the public health sector.

(5) Make available adequately-trained personnel for
anti-malarial activities, equipment and facilities maintenance,
and health services, to carry out the planned activities of
this Project.

d. Waivers

(1) The.requirement for U.S. or Central American Common Market
country nationality of suppliers of services is hereby waived
in order to permit participant training in Mexico and Venezuela

in an amount not to exceed $100,000.
YA

Ink
Assistant/Administrator
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I. PROJECT SUMMARY AND RECOMMENDATIONS

A. Recommendation

USAID/E1 Salvador recommends the authorization of a $48 million
grant to support and strengthen the Ministry of Public Health (MOH)
to ageliver and support basic health care services, including
preventive and primary care services important to the MOH child
survival program.

B. Summary

E1 Salvador's public health care system faces many problems, which
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.
Between 35% and 55% of the Salvadoran population of approximately 5
million lack convenient access to basic services, of either a public
or private nature, and infant mortality rates remain high, with
unofficial estimates at 70-8C per 1,000 live births. Also, the MOH
continues to rely heavily on external donors to provide an adequate
supply of drugs and medical supplies.

The purpose of this Project is to both support and strengthen the
MOH to deliver and support basic nealth care services, specifically
including those which extend the access of the Salvadoran population
to preventive and basic health care services, such as immunization,
oral rehydration therapy, and selected nutrition interventions.

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 facilities.
Simultaneously, the Project will assist the MGH to resolve key
impediments to the provision and extension of basic health services
to under-served and un-served areas and to develop effective and
affordable community-based health service delivery mechanisms.
Finally, the Project will assist the MOH to make institutional
improvements which will make possible a more rational,
cost-effective use of resources (facilities, manpower, and supplies)
and to begin to develop long-term strategies for the heilth sector's
self-sufficiency.



The Project has three components:

1. 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 assist the MOH to improve these
support systems, inciuding 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 training 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 a'so 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 assist the MOH to
improve the effectiveness of its ongoing outreach programs,
including the malaria control program and child survival activities,
and assess the viability and cost-effectiveness of programs and
strategies for extending coverage such as through the new MOH
Program for Rural Health (PROSAR).

3. Strengthening Policy and Program Planning 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 identify 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/E] 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 measies 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 measies 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 basis for case detection and treatment with
anti-malarial drugs, the rate of P. falciparum malaria dropped
sharply in 1985 to 922 cases per 100,000 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 E1 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 50% (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 207 in 1983 to 547 in 1985, with
immunization rates for measles for children under one showing a
similar increase from 46% in 1983 to 71% in 1985, (See Annex E.)

Environmental conditions which influence health status have also
shown some improvement in the past ten yvears, although the
percentage of the vural population lacking access to safe water
supplies (44%) and waste disposal (44%) were sti]l high in 1984 (See
Bulk Annex D). Illiteracy, which is highly correlated with infant
and young child movtality in most countries, remains high in E)
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% 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 tavget 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 Divector 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” (KWestern), Central,
Paracentral, "Oviental” (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. HWith 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 ciosely linked administrativeiy
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

1

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 responsibilitv 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 warehouse for drugs and
medical supplies, and access to & 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 ;3 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, 37 posts, 6 community posts, and 2
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 Facility Total Total Open Closed
Hospitals 14 14 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 al) ambutatory cave services provided. All of the
14 hospitals and 12 health centers are currently functioning, with
at least 2 hospitals and 1 health center in earh 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 equipnent and therefore
have limited capability). The units are distributed throughout the
country, with a larger concentration of units in the Eastern
Region. Health and community posts conctitute the most basic leve]
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 with IDB loans. Expansion
undertaken since 1973 has been nrimarily 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 estatiishing 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 254 of the three principnle 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 31%), but decreased at units and posts (by 16%). (See Bulk Annex
D.) MWhether 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 orimary care programs and community
participation efforts, outreach and the limited use of existing
primary level services are key health service delivery problems in
E1 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.1.D. assistance and is still
runctioning today. Rural health aides are paid ccmmunity health
workers who provide simple curative care, make simple 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 is a decrease from
the 1979 level of 301, with virtually all of the decrease being in
the Paracentral and Eastern vegions, 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 o 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 hasic 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 malaria 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 Fastern departments) and achieved a
50% increase in the number of vaccinations.



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,
imorove 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 littie 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 MOH have also been initiated, with the
establishment of a Commission to guide the development of a
ministry-wide budget. Renewed priority has 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
bect be seen as a more finely tuned version of the rural health aid
(ARS) program established with AID funding, with PROSAR giving
greater emphasis toward community development. In contrast to the
ARS program, the PROSAR community health wovker 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, who 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
MOil. 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 be
mobilized and managed tihrough a Community Health Committee.
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 is aimed 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 these programs has come from
UNICEF, the Government of [taly, AID, and PAHO, as well as a host of
other Furopean nations. Progress has been made in expanding
immunization coverage, increased use of ORT, and maternal care (See
Annex €, 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 in accomplishing 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 uti'lize 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:
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C. Constraints tc Effective Delivery of Health Services

1. Economic Deciine 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
oxerted 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 ervatic, increasing by move than
one-quarter in 1981, but holding 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. 1In 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 since 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
plunmeted, and as the GOES has issued decrees that affect all
ministries' budgetary decisions (e.g., a 1979 GOES decree
prohibiting divect 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 ihe 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 (VISISA), 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, some external
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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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 holding 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 1980, the
MOH was allocated 10.6% of the total Central Government budget, but
by 1986 this proportion had fallen to 7.1%. Moreaver, further
analysis shows that the MOH has. in fact, suffered a continual
decline in its purchasing power since 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. Ffor esample, 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 miilion IDB loan since 1979. The critical
shortfall in drugs has also been met lavgely through the AID Health
Systems Vitalization Project (VISISA), 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, some external
financial resource, and the MOH now has an inventory of bio-medical
equipment valued at between $25-30 mitlion, 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 recurvent costs thar 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 56% of the MOH's budget in 1977 to 92% in 1985.
Concurrently, expenditures on materials, supplies, machinery and
equipment have fallen from 44 percent to 8 percent in the MOH's
budget. This reduced expenditure on materials and supplies has
significantly affected the reginr>1 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 average annual cumuiative growth rate of about eleven percent,
leaving them in 1985 at a level G1 percent lower than in 1977. To
£i11 this funding gap. MOH 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
priorities. For example, the focus of MOH resources on curative
services has not changed significantly, as measured by the
percentage of the total budget allocated to hospitals (40% in 1983
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.
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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. 1In comparison, cost
recovery measures appear to provide a longer-term soluticn 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 in order to identify
which of these and other possible mechanisms for increasing cost
recovery and for improving efficiency are the most viable.

2. MOH Management Capability

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 in an
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, decisions 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 recurreit 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 ¢nd 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

E1 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 Salvador 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 tra 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 deve'-rad. A pilot effort is currently
underway in the western vegion of the country to introduce new
treatment norms and develop a comprehensive in-service training
program, which can be implemented throughout the country to
operationalize the revised treatment norms. The scarcity of
fFinancial resources and lack of information on which to base both
comprehensive plans and specific designs for training of personnel
is. however, a limiting factor in the MOH's ability to implement
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
secondarv 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 basic water and sewage cystems 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. All have 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 strateqy 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 “eed of the MOH identified in the survey is action
to protect the exi,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.T1.D. Policies and the Country Development
Strategy Statement

The goals of U.S. assistance to EI Salvador, as defined in the
Mission's Action Plan for 1987, are to: (1) stabilize and
reactivate the economy, (2) achieve economic recovery 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.

1

The 1986 survey included 66 MOH facilities, including 4
hospitals, 6 centers, 22 units. and 34 posts.
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E1 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 producing 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 Programs

Several ongoing Mission projects provide or support healtn services
in E1 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 Demographic
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 country.

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 Breastfeeding (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
[SRI'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). HWater systems were ‘r talled in over 100
communities during 1985-1986, with an additione 6 communities
scheduled to receive handpumps in 1986-1987; t al cost of these
projects is $13.1 million. In addition, PL 480 lccal 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. 1he 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 (a
replacement facility) in Sonsonate in the Western Region. The IDF
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 /merican region in
these two important sectors. In addition, PAHO's program has
provided technical assistance to the F| 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. E1 Salvador is also participating 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
[taly, and the European Economic Commission (EEC)

The UNICEF program supports El Salvador's eight point Child Survival
Program. MWhile 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 throuah 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
Education. 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). 1In 1986 the GOES signed
a $4.3 million agreement with th: Government of Arcentina 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 (PVQOs):

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.

ITI. 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 .ervices 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 access to basic health care
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 heclth services will therefore increase the
extent and adequacy of health services coverage of poor people,
especially women, infants, children, and the heretofore under-served
rural poor populace.

C. Project Components

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. Logisticai Support: Acquisition, Distribution, and Management
of Drugs, Medical supplies, Equipment, and Facilities

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 health care,
particuiarly 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, distribution, and
monitoring usage are also weak, although improvemcits have been made
with the computerization of the drug inventory control system and
training in supply managencni provided under VISISA. Added to these
difficulties have been the complications arising from large influxes
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of in-kind charitable don.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 morbiditv 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 million 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
the requirements of the public health care system for medicines and
supplies in 1987. Thereafter, in an effort to help the MOH lessen
its dependence on AID for pharmaceutical and medical supply funding,
ihe annua' level of medicines and medical supplies purchased under
the Project will decline by 10% per year. Over the life of the
Project, the burden of the drug and medical supply requirement borne
by the Project will be reduced from 54% to 28%.' The MOH will,
therefore, have to gradually assume a greater share of this
financing burden or obtain other donor funding. (See Table 1.)

' pPercentages are calculated using an annual estimate of the MOH's
drug requirements for FY 1986 and FY 1987 of $13 miilion, with an
annual increase of 6% each subsequent year for incrveased population,
expanded coverage, and inflation.
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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 move timely information on
projected shortfalls should help to influence vesource 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

Commi ttee 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, “_ilowing 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 equipmert throughout the
system. Then, based on standardized equipment 1ists (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 2s and 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 10% 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 veady 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.1.D., utilizing the MOH for only
limited (non-pharmaceutical) lo..i-shelf items, and local personal
service requirements.

Improvements in the MOH's forecasting capabilities with regard to
requirement estimates, procurement planning, and inventory control
are essential to the effective functioning of MOH facilities.
Warehousing and transport systems are two other critical support
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
establicshed 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 standavdization plan have
already been developed, which as a result of improved management and
maintenance includes reducing the tota! number of vehicles in the
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 IL.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 lnit. Additional technical assistance will be providerd 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 ihis component. the
Project will provide $28.7 million in pharmaceuticals and mrdical
supplies, $2.3 million in insecticides and larvacides tor the
malaria program (described in the next component), $4.6 million in
vehicles and spare parts, and $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 Services Dalivery'

a. Description: This component focuses on improving the
functioning of basic care facilities, particularly health units and
posts which constitute the lowest principal levels of service, and
outreach services. The objectives of this component are threefold:
(1) to improve the capacity of the MOM technical support services,

For purposes of this Project, basic health services are defined

as those provided by MOH personnel (including MOH-recognized
volunteers) in homes and villages and at the MOH's most basic levels
of health care facilities -- dispensaries and health posts and

units. Bacic services provided at those levels of the health care
system incliude 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 Ministry'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 curvently used by the
MOH unnecessarily timit the range of services offered by lower level
care providers, thereby contributing to the under-utilization of the
primary care racilities. With technical assistance provided under
VISISA, the Technical/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 heyed to these
treatment norms ard other specific needs velated to improving the
efficiency and effectiveness of health zervices delivery. Faculty
of the MOH Training Center will ~:ceive techinical assistance in the
development and evaluation of competency-ba-ed training programs
covering the full range of job-required skills and 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-based 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 tor
follow-up to monitor the health cave providers in using their new
skills will also be ectablished, using supervisors who will
themselves receive continuing education tiaining in supervisory
techniques. Project funding will support the development of
training materials and operating manuals essential for improving
service delivery, including general treatment manuals for care
providers and facilities and manuals 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 Reaion and hring the total
number of PROSAR workers to 772 by the end of the project.
Experienced Rural Health Aides (ARS) will be used as PROSAR
supervisors, thereby achieving an integration of the two programs.
The Project will suppor: the MOH in achieving its expanded service
coverage goals by assisting the MOH 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 £l Salvador, especially in the coastal areas, and
combatting it requires effective specialized services at the
community level in addition to services provided at MOH facilities.
In 1985 and 1986 the Malaria Division has made significant progress
in reducing malaria by targetted interventions in high transmission
areas, including involving communities in source rveduction efforts
(See Section I1.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 public image and utilization of
basic health services facilities and providers Cincluding 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
Rehabititation Institute, is inadequate to fully meet the greatly
increased demand for their services. Given the magnitude of this
problem, A.1.D. recently signed a grant with this Institute to
expand its production of prosthetic devices and improve
rehabilitation services (see Section IT.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.1.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.1.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 MOH 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 ORI 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 ¢nd 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 communications 1ink 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 heaith
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 MCH 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 cavried 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)

(b)

Health Care Financing: Cost Recovery and Cost Reduction
Strategies: The lack of systematic knowledge about the health
care system of E1 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 E1 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 s2lling of MOH facilities and greater
private sector provision of services. Utilization natterns and
the functioning of informal veferral networks would be important
corollary studies.

Health Provider Training and Employment: 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
Tirst 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. Based 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 and 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 Divectorate in cooperation with the
Training Center, the Technical/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.qg., Development of Supervision
strategies and preparation of treatment norms). The training will
include use of morbidity and mortality statistics and health
services utilization data in pl..ing, 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 proyram-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 in areas 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.
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IV. FINANCIAL ANALYSIS

A. Financial Plan

Total Project costs are an estimated $79.6 million as shown in the
following Financial Tables. AID will 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 127% of the funding will be
used for short and long-term technical assistance. Remaining funds
will be allocated for insecticides (5%), child survival promotion
and support for the health education division of the

MOH (2%}, training (2%), administrative support personne] 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 te met by off-shore
procurement requiring foreign exchange. Of this, 657 will be used
to purchase A.1.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
a: 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, angd 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 MOKH 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 increase 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 implemeni 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
SUHKARY CDST ESTIMATE AND FINANCIAL PLAN

(US $000)
A LD,
PROJECT INPUTS FX LC BOES LC PROJECT TOTAL

I.  COMMODITIES

h. Pharmaceuticals & medical supplies 28,700.0 25,000.0 93,700,0

B, Equipnent and materials 700.0 : 0,0 700,0

L. insect:cides 2,300,0 0.0 €y300.0

C. vehicles 4,58E.0 el 4.5BE.0

G, Compuier Equipsznt 667.0 (URY RL: Y
il INFRASTRUCTURE NAINTENANCE /CONSTRUCTION 0.0 1,675, 1,673.0
1i], FEZRBONNEL 0,0 550.0 2,930.0 3,420,0
W, CkILD SURVIVAL PROKDTIDN/HEALTH EDUT. 0.0 930.0 23,0 1,373.0
V., PARTICIPANT TRAINING 300,40 ¢.0 40.8 340,86
Vi,  TECHNICAL ASSISTANCE

A. Long Tera 3,825,0 0.0 0.0 1,825.0

B. Short/Nediue Tera 1,710:0  320.0 0.0 2,030.0

C. Training Progras Support 0,0 B30.0 110,0 96,0
Vi1, FROGRAM LDBISTIC SUPFORT 0.0 0.0 1,405.0 1,405,0
VIII, EVALUATION 180,0 36,0 0.0 230.0
1¥,  CONTINGENCY 2,290.0 2,290,0

PROJECT TOTAL 45,280.0 2,72(.0 31,585.8 79,583.8



Components

I, Lepsticai Systams Support
Pharsaceulicals & Supplies
insecticiges
Equipment
Vahicles
Lopistic Support
Fazility maintensnca/renain
Constructicn/reiurbishment
Fersonnel
Long iere Toa,
anort teras 1,4,

Comad bemam lpetmiomn
cflafL LETR WIAaINING

fub-iotal Conoonent

i, ‘zoroving Basic Health Sves,
cnillosurvival promction
sport Lern teaining
Fersonnel
Long iene T.A,

Short tera T.A.

Suo-tolal Component

itl.Policy and Progras Planning
vateriale & Equipaent
Logistic Support
Participant trainig
Short ters Lraining
Long Tera T.A.
Short ters T.A.

Sub-total Component
iv. Other Costs
Personnel
Lagistic Support

evaluation

Sub-tolal Other Costs

FROJECT SUB-10TAL
vontingency

FRGJECT TOTAL
(A2 a Percant of Tolal)

TABLE TIII
SUMMARY BUDGET ~ OF PROJECT INPUTS AND OUTPUTS

(US$C00)
A 1.0,
Dutputs FX LC Total
$26 mil. drugs, $2.7 sup 28,700.0 28,700,0
Froposur, abatz 2,300, 0 2,300, 0
Varicus 760, 0 700,0
Varicus 4,588, 0 4,588.0
Gas, oil, supplise
Water, sewer, other 0.0
60 new labs, 30 laoe pefur, 0,0
8l bioged tech, 70 gsch 0.0
125 op 1,537.5 1,837, 8
foprox g4 oa 84v.0 B4, ¢
heieriaiz, workznogs 150, 0 150,0
33,6050 50,6 35,815,5
Haterials/gass media 950, 0 950.0
Nelerials, workshes: 500, 0 360,0
7ROSAR & ARS siipervisors G, 0
4 pe 600,0 600,0
Approx, 34 pm 340.,0 340,0
940,0 1,450,0 2,390,0
Computers 687, 0 667.0
Computer main. contract 0.0
Heallh policy, ops, rsrch = 300.0 3000
Haterials, workshops 200,0 200,0
134 pa 1,687.5 1,687.5
Approx. 53 pn 530.0 320,0 850, 0
3,204, 5 520,0  3,724.5
T.A. Adain, support 290, 0 530, 0
Rent ado'l MOH offices 6,0
3 in-depih studies 180, 0 90,0 230.0
180, 0 600,0 780,0
42,990,0  2,720,0° 45,710.0

2] 29‘3| ':j

48,000, 0
807,

GOES
Total

25,000, 0
0.0

0.0

0.0
1,250,0
150, ¢
{,528.0
1,230.0

e

o U

23,180, 0

25.0
60.0
1,700.0

2,185.0

b0.0
40,8
23,0

31,565.8

31,5856
40

Project
Total

53,700, 0
2,300,0
7600
4,588, 0
1,250,0
150, 0
1,525, 0
1,236.0

I ;D."."l
£40,
175, ¢

%

67,933,&

1,375.0
360, 0
L7060
£00.0
340, G

4,575, 0
687.0
60,0
340,8
225, 0
1,687.5
850.0

3,163.3

76,408, 8

79,585.5
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: " TABLE IV -
b e FPIJECTION OF EXPERDITURES 51 FISCAL JEAR
b C 18U5900) 1 LHILD 8 THILD
= SOHECEUSE 1586 1967 1336 1989 13§ 15§91 TATAC StRViAL SURVIVAL
T
| A.1.0.
= 1.  COWGRITIES
A. Fharsaceulicals t Suppliizs 7,000.0 5,300.00 5,7C30 51000 4,609,022, 700,0 PLTL LA
4, [Insecticides 420.0  520.0  420.0  420.0  420.0 2,300.0 2 4b0.9
8 {. Ecunipeent ang materizls e 130.0 B0.0 20.0 8.0 o) 4 z8le
D. WVehicies 1,131.0 1,302.C 1,065.0  400.C  A40.0 §,533.0 £y 21528
E. Cceputer Equipsent 537.0  25.0  S0.0  S50.0  25.0  667.0 b 4122
= i1. FERSORHEL 1.0 11,0 11.0  118.0  110.0 5500 2 1)
O 7o 111. CHILG SURVIVAL PROMOTION/HEALTH EDUCATION 256.0  25(.0  Z00.0  150.0  1G2.C  950.¢ 90 §50.0
- iV. PARTICIPANT TRAINING §0.0  BO.O  120.9  40.0 £.0  300.0 3t 90.0
= Y.  TECHYICAL ASSISTANMIE
teng term 1,050.0 1,312.5 562.5 A50.6  450.¢ 3,825.0 23 1530.9
£ Shorl Lerm 260.0  335.0. 485.0  4B0.0  450.0 2,030.0 L I [
: Training Progeas Support 95.00 150.00 210,00 225.00 130.00  850.0 % 45.0
2 15 ‘. VI. EVALUATION 80.0  70.0 100.0  230.0 8¢ 138.0
§ o
- YI1. CONTINSENCY 100.0  600.0  700.0  500.0  390.0 2,290.0
357 .
P2 = A.1.D. T0TAL 11,413.0 11,314.5 9,772.5 B,205.0 7,295.0 48,000.0 13254.0 2.1 OF TGTAL
S r— FUNDS PROBRAKNED
e G
it 5.0.t.5.
3 C 1. PHIRMACEUTICALS AND NEDICAL SUPPLIES 2,000.0 4,500.0 5,000.0 5,500.0 5,000.0 25,000.0 0 500,93
11. INFRASTRUCTURE MATNTERANCE/CONSTRUCTION 260.0  485.0 3100 310,0  310.0 1,675.0 8 700
C
: T11. PERSGHNEL 3140 605.0  59.0  6b%.0  86%.0 2,330.0 30 2637.0
st C Iv. CHILD SURVIVAL PROMOTION/HEALTH EDUCATION 50.00  75.0 . 100.0 00,0 100.0  425.0 106 425.0
v 1
Al
3 -
2 (] V. FARTICIPANT TRAIKING (SALARIES OF PART.) 9.6 12,0 15.b 3.6 0.0 40.8 0 122
a2 .
1 - TR "
=8 @ Vi. TRAINING PROGRAN SUPPORT 125 225 21,5 30.0  17.5  110.0 60  B8.0
X
j VII. PROGAAM LOGISTIC SUPPORT 265.0  282.0  284.0  286.0  28A.0 1,405.0 5 702.5
.'11 C 6.0.E.5. TOTAL 4,911.1 5,985.5 &,406.1 &,898.6 7,384.3 31,585.8 §574.7  30.2% OF TOTAL
} . TGTAL PROJECT 16,324.1 17,300.0 16,1785 15,10%.6 14,579.5 75,565.6
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TABLE IV (page 2)
RELATICUSHIF T0 CHILD SURVIVAL OBJECTIVES

D)
FROJEST FURFISE: To sgpporl and strengthen the capabilily of Lhe Rinistry of Public Heallh tc deliver and supporl basic heaith care services,
1acluding prevantive and prisary care services isporlanl ‘- the %0 child survival prograa.
D)
FROJECT COMFONENT/INFUT IREIHTZATIONS ORI CHILD MONITORING  OTHER [NTERVEMTIONS/COMMEN:S
)
Leqistics] Syelzas Sepozct :
Fhareatsulizafs Project-funded drugs will include antibiolics, anti-parasiles, and other drugs used 1n treataent of co2son childhcod 11lnecess.,
{Vaccines are being purchased by NOH and other donors.) )
Hedical Supplies mny ny Projeci-funded sedical supplies will te used in 188unizatiza pregiaas sad =t ORT referral facilities. (ORS packels
being purchasec by BOES and other donore. i
Vehicles 1nx XXt 1y Project-funded vehicles will be used in Lransporl of drugs, care presaders, and for SUPErY15107. (D)
Inszchyridas Reduce incidence of salaria in chaldren =hich contrioules Lo aneais, szinulrition, and vulnersbility ta other childhood illnesses.
Ejuipzsal and Facilities ¥ain. it X (24 Irprovesents in facililies [waler, colo chzin maintenance, and !aboratcrize) whera reutine, prevaniive, and BOE[JENCY
child survival activilies are based. (D]
Sireagihening Fisic Health Syce, z
Cospetzncy-baced training I 117 ox Care providers will be betler Lrained \hrcugh 1mprovesanls 1n coepeteacy-tazed traiming,
FRU3A% - Fijct phass 1 1y I FROSAR workers will be preaoling issunizstion, teaching sothers in use of ORT, and adentifying Largel childran for chilg 5roath ecartoring. D)
fiasclicn l=ase meg)3, aaterjalsl 11X 111 I Mass media and other salerials will suppost child zarvivz]l pregrazs,
Fclicy and Frograa Flaaniag 1 411 I This cosponent will isprave Lhe NOH's eonilering and evaluation of chiid survival prograss s Lo coversge, cost-efiectiveness, and inpacl. (D)
linciuding Studiec)
()
0
(p )
)
(* )
1
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FrROJEDT COGRLAENT /INFET
Legistical Sysless Suppore
Fraczacealizals

Yehicies

Equipsent
Faciitlv iwale; fsewage sysiess)

insezbicides

Strenglhening Basic Health Svee
Child survival prosclional activ,

PROSAR werkers

Coepatency-bazed training

Folicy and Frograe Planning
Cosputer eeinlenance

TETi

71 37

0,4

6.3

144.0
C.0

6.0

220, %

TABLE V
SUMMARY GF RECURRENT CUSTS

ANURL RECURRENT COSTS BEMWERATED ($004)

FY 23

60.0

M40
¢.0

FY 87

44,0
0.9

15.9

Ff 30

0.0

19.5

60,0
0.0

4.0

0.0

15.0

438.5

FY 31

344.0
0.0

Ff 52

0.0

19.5

VALY
¢.0

0,0

344.0
0.0

0.0

473.5

WOTES

O-zrall securreaes.. chould nol 1ocr23ace zoe Lo splimizing MGA purchasisg.

Operation a1 nex aolorcycles for malariz service; 10 addilicnal auto-sechanics.

A1l cther vehicles are replaceaenl vedicles.

Salaries for 30 hio-agd tech. being Kired in Fi 1968 by HOH.

Project finances repairs of exisling waler/sawage systens and will nol
1acrease recorrecl cosls of these faciiilies.

Prosech provides coasodity supporl fer ongoing MOH prograr.  Spraying

cperalions should nol be neeced after Lhe five yeas Project period.

frojecl will suppesl mass media c2spaiqns and ealerials develepeent, Mo
recurrent costs will be generzied.

Salaries lor lwo-year pilct phase; 172 workers.

Technical assiclance and supporl for salerials developsent and printing
will be provided under ihe Project.

Mainter nce contract wilh local fire

Dther dowers are funding aclual Lraing prograss.
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V. IMPLEMENTATION PLAN

A. Administrative Arrangements

The Minister of Health of the Government of E1 Salvador will
assume overall administrative responsibility for this Project. The
Minister will delegate responsibility for oversight and Project
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 centrul MOH. (See Annex I
for administrative arrangements 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 MOH and USAID will jointly agree on
the responsibilities, scope of work and reporting requirements of
the staff assistant and this Project Conmittee. 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 te 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 be
prepared and submitted for AID approval at least 30 days prior 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 requirements each
year in August, together with a plan for MOH purchases and projected
donations, and this will be reviewed by A.1.D. 5 15 the case now,
the 1ist of needs will be based on an analysis of priority
pharmaceuticals listed in the Cuadro Basico. Only those

\J
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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/W for assignment to the GSA or VA.

Approximately $5.8 million 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/W 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 ULAID's day-to-day management of *the Project.

B. Disbursement Procedures

Standard A.1.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.1.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 espenditures
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. MHWaivers

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/W 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 overall picture of Project implamentation
with essential activities and timing laid out is included as Table
VI. Table VIT provides an estimated time schedule for the applied
nealth 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



TABLE VI
MAJOR EVENTS

____YEAR_UNE L YEAR TWO _ __ YEAR THREE _ ___YEAR FOUR YEA

Pruject Quarler T 2 3 & 1 2 3 1 2z 3 1 2 3 a 1

PROJECT START -UF
ProAg signed X
CBY Ad. for KFTP 1
CPs metl 2
ViSISA T.A. Extension 3
I’'SC Contract signed 3
T.A. Proposals due A
T.A. selected S
T.A. contract signed 6
PSA Selected 6
T.A. team arrives 7
VISISA T.A. Exten. Exp. 7

COMMUDITY_ UKDERS/ARRLVALS

v10/C for drugs/supplies
'10/C for malsria prog.
Vehicles ordercd

1FB motorcycles issued
Motor. award made 5

Drug/supply arrivals APPSR S it bl

W W Wi

Vehicle arrvivals G = cme s mmemeiemm s etms s o s e es - eoCm—emmes oS e e et e e e m ammiam amme it m e m cmm mam— ame =i
Mal. equip. artives 7

insecticide arrivals B s: cmmmeme mmemeeemmime= mes e = ssmsemiioommsomos cSsnsemmcnss T T
MIS specs forwsrded IRM 4

MiS equip. ordered [

MiS equip. deliv/instal Qe i ccimmamm e s e mm e esieSaim mem oS ss o s mmmmes So s  mmet e ieeesimeme eommmme memm - cem=
Biomed list standardized 3

PI0/C tor bio-med 5

Biomed arrivals begin Qs m e mm mmmam o e mmemamemmmmm DS e s Smiin S T me S mSn s IS SSS ST SsmmoomT o m oo oEs



_ YEAR_ONE YEAR TwWO YEAR THREE YEAR FOUR YEAR FIVE
Project Quarter 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4 1 2 3 4

BHS PROVIDER TRAINING:

Treatment norms finalized 6

Comp. training plan developed 9

Training of trainers 10 - e 24

BHS Provider Trg L oo e e e e

MIS SYSTEM DEVELOPMENT
Training MOH personnel L U 20
Equip/supp. in place 18 --20
Systems devel/testing G m e e e eciccceaea 30

POLICY AND PROGRAM PLANNING

Compre. plan developed . 12

Training (U.S. + In-cty) B - m e e e e ..--48

Operations Research Stud
Drug, supply and use 6--nee-..-12
Health Care Financing [ JpR 3
Health Provider Alloc. 12--ccmemo 18
Reg'l level studies I8 o o m e e e e e e e e e e

PROJECT EVALUATIONS
Baseline study K et T T 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

II1I.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



* 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.
20050
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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 wili also call upon other Mission Offices
and Regional Services as needed throughout Project implementation.
These will include:

1. The Projects Office (PRJ), which will monitor Project
implementation to ausure that the terms and conditions of the
Project Agreements arve met.

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

3. The Program Office (DPPO), which will assist in carrying out
AID Project evaluations and related assessments.

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

5. The Education and Training Office (OET), which will assist
the various implemeniing entities in certain AID administrative
requirements for Participent Training.

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

B. Assessment of AID Monitoring Capability

The recommendations of the recent Management Assessment on the
VISISA Project have been fully considered in the development of this
new Health Project. Thervefore, 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
in carrying 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 gatheved 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
the purpose and contribution to Project goal. Specifically, the
final evaluation will 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 veport will, in ardition to covering the above
points, identify and discuss liaJor changes in the Project's setting,
including socio-economic conditions.

Evaluations will be carried out by a team of specialists, including
exterral consultants. Evaluation services will be contracted by
USAID/E1 Salvador utilizing Project funds, under authority contained
in the 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:

Wy
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A. Conditions Precedent:

1. Prior to the disbursement of A.1.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.I1.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.1.D., in form and substance satisfactory to A.1.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 wili supbmit 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 tc budget an amount adequate to
finance the recurrent costs of the public health care system.



—42-

5. Beginning in the GOES FY 1987, initiate arplied 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 to health care f'inancing issues and
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 thig
Project.

8. Make availav!a adequately-trained personnel for anti-malarial
activities, equipment and facilitiecs 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. The 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 £l Salvador", Journal of Policy Analysis
and Management, Vol. 5, 292-310. (1986)

7\
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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; <) 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 <econd 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 E1 Salvador
will be ignored. Clearly, there is no empirically sound basis on
which to estimate these benefits.

hv
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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 vailue of avoided productivity losses,
this analysis will utilize four assumptions which together generate
estimates of economic benefits as foliows:

a) The rate of productivity growth 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%.

¢) 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.

57
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Table VIII presents a range of total economic benefits that would
accrue in the first year under various assuaptions. 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 inciement 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 is5 deliberately below estimates made in
other sections of the Project paper. The next step is to choose a
likely range 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.

Orce 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 bv 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.1.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 alco adopts the assumption that the population served is
able to achieve a 3% increment in productivity, and that such
increments decline 50% each subsequent year. The net results of the
discounted stream of bencfits and costs shows a net present value of

{



TABLE VIII
ECONOMIC BENETFITS

(mitlions LIS$}

Fercent

uf target

papulation Fercenl Improvenent in Productivity

vith feproved  —rmmmmrere s s e e

productivity 14 Y4 al 107
15,04 3.6 10,7 17.4 35.7
20,01 7.9 14,3 23.8 4.5
40.0% 9.5 A 47.% 5.1
Y. 0 1.9 35,7 uld 118,94

Fi nﬁ'z!tli\’i'ly [A1p ~ewmmmmrm e me i mcam e ————— -

pei coptta 0.9 17.4 29.4 7

Hersrendan:

Totel Tepulitica: 4,77 r1llien
Tarce! Fopeiatiom S.00 rithon
Per Lapita GLigon LN

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

Source: Ceatral Eznk iod Ninistey of Flanning Rala



Table IX
Cost Benefit Analysis - Health Systees Project
(Millions of US$)

-—-—--‘——m"-———--——-m--—-_-———-n— ...........................................
o e e e 4 o o B 4 0 0 O O e b B8 e G 0

---------

............ | comccremanans
Discount Rate: 12,0% ! Benefits h2.8
Papulation Reached: 15.0% ! Costs 57.8
Productivity Gain: eny e
Optimisn Rias Currection: 50.0% ! Het %.0
fccucu)ated Productivily Increaces {Oplinice Bias Lorrected)
per year
"""""""""""""""""""""""""""""""""""""""""""" Tatal
YEAR 1 2 3 4 9 Beaefits
1 10.7 10,7
2 11.0 S 16.4
3 1.3 2.9 a7 19,5
4 it.é 5.7 2.8 1.3 21.3
S 11.9 5.8 2.8 1.4 0.7 22.4
Table /X
Cost Benefil fnalysis - Heoilh Gysteas Project
flternative Srenarice
fssaeplicns Bace Case  Hodel 1 Baed 2 Eadel 3 Hodel 4
Discoont Rate 12 4 12 %4 12 4 147 121
Populetion Rrached 154 5 151 15 151
froguctivity Gain 30 5% 30 31 3%
Optisise Bias Correction 50 % 50 % Lo % 50 % 4 1
{Hillicens of USH)
5 47.3 12 4.3 -0.9

Hel Lenefits

PR SR L

07-hug-8b HE

-_--_--_-m-------_—_-—--_-u-__-"—---_----_-_-N---—--_nn-



-46-

$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;:

i1) 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
E1 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

A1l 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 MO!
system. The same is true for other medical supplies that will be
procured through the Project. HWith regard to management procedures,
these will be strengthened through refinement of procedures (and the
related data-bhase 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 1ists 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-service 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 Tevels, although analysis of job-required 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 rote learning and to 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 Teaders 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 heaith 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 <vstams, virtually all of which were
developed on relatively cld equipment with old Tanguages,
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
capacity exists in the private sector for «omputer equipment, and
the feasibility and cost-effectiveness of contracting the private
sector for these services will be examined by the GOES. Given that
MOH staff are trained in design and adaptation of the applications
software, they should be able to make whatever changes are
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
in order 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 will focus on low-cost, short-term data collection
and analysis that will provide useful information at all levels of
program planning and management. The MOM has individuals at the
central and regional levels who have 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 ang 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 pltans for the
PROSAR program in June and July of 1986.

\s
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3. Strengthening and Decentraiizing 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 “as 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
capacity exists in the private sector for computer equipment, and
the feasibility and cost-effectiveness of contracting the private
sector for these services will be examined by the GOES. Given that
MOH staff are trained in design and adaptation of the applications
software, they should be able to make whatever changes are
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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health in E1 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 adequate 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 leve] MOM 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.

7
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Resis*ance 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
as from the report of the Regional Commodity Specialist who reviewed
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 hac been the focus of the VISISA Project
as it is responsible for procurement of supplies and management,
perscnnel and finance. It has been, and Tikely will continue to be,

ul
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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 requirement 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 throuah 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 E1 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 e 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 in disposing 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 outiying 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 skilils 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 straiegy.

The MOH Training Center (Escuela de Capacitacion), 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.

W
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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.
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Total U.S. Funding: $48 million
Life of Project: 5 years, FY 86-90

NARRATIVE SUMMARY

OBXECTIVELY VERIFIABLE INDICATORS

MLANS OF VERIFICATION

IMPORTANT ASSUMPTIONS

Program or Sector Goal

To assist the MOH to improve the
access to, and availability of,
basic health care services and
reduce child and infant mortality.

Project Purpose

To support and strengthen

the MOH to deliver and

support basic health care
services, including preventive
and primary care services
important to the MOH child
survival program.

*Drugs and services monitored will be selected on the basis of their

Measures of Achievement

Infant mortality reduced to 40/1000.

80% children under 1 fully vaccin.

85% children under 1 vaccinated for
measles.

Malaria rate reduced to 5/1000 pop.

Death rate/10,000 from diarhhea
reduced to 1.5.

MOH records and surveys, and
Project evaluations and
reports.

Larger ¥ of poor population has access

to primary care providers.

End of Project Status (EOPS)

1. 90% of open MCH care facilities
have at least minimum stock
levels (appropriate to the level
of facility) of selected* drugs
and medical supplies.

9% of MOH bio-medical equipment
(including cold chain equipment)
functioning.

25% increase in the number of

consultations given at the primary

level (units, posts, and by

community workers);

20% increase in amount of MOH

operational budget allocated for

regional health services (i.e.,

facilities other than hospitals

and outreach programs).

S.
ning and management capabilities.

Improved MCH policy, program plan-

MOH procurement, distribution,

and inventory records; spot
checks; patient records from
units, posts, and community
workers; MOH records; and
independent review and

analysis of the MOH planning,
budgeting, and programming sytems.

importance in relation to key morbidities, such as dehydration from diarrhea,

respiratory tract infections,

and malaria.

Efforts to expand MOH basic health
services will not be offset by
other factors such as increasing
civil violence.

Expansion and improvement of the
primary care services continues
to be a MOH priority.

Physicians support MOH efforts
to increase range of treatment
which can be provides by lower
level MOH personnel (e.g.,
auxiliaries).

Economic conditions do not
result in reduced MOH budgetary
resources.

MCH continues its commitment to
improvements in management and
decentralization.
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HAHHATIVE  SUMMARY

UBJECTIVELY VERIFIRBLE INDICATORS

MEANS OF VERIFICATION

JTMPORTANT ASSUMPTIONS

Jutputs:

1. Improved drug acquisition,
distribe:tion, and management
systems.

2. Improved bic-medical equipment
maintenance system.

3. Improved use and cost control
systems operationalized for.
vehicle management.

4, Primary care facilities
have adequate water and
waste disposal systems.

5. Lab facilities improved/
built and functioning in
all cpen health units.

\\

1a.

1b.

2a.

2b.

3a.
3b.
3c.
4a.

4b.

5a.
Sb.

Magnitude:

MIS drug supply and management MOH records and site visits.
sub-system established and

operational, with computers in use

by all regional warehouses.

20% increase in drugs (from the

cuadro basico) dispensed by health

units, posts, and ocutreach workers.

MIS bio-med sub-system established
and operational, including inventory.
Standardization policy adopted.

Two additional regional bio-med
shops opened and operating.
In-service trg. for 80 bic-med tech.
Bio-med maintenance teams have
completed regularly scheduled
preventive maintenance visits to
all open facilities.

100 health tech and lab personnel
trained in prev. maintenance.

MOH records and site visits.

Cost control and use monitoring
procedures instituted.

Maintenance schedule established
and followed for all MOH vehicles.
Seventy maintenance techs. trained.

MOH reports.

90% of primary care facilities
have adequate, functioning water
and waste disposal systems.
Routine maintenance procedures
developec and functioning.

MOH reports and surveys.

60 laboratories built
30 unit laboratories renovated.
All open units have functioning labs.

Site visits and MOH reports.

MCH is able to change public
perception as to availability
of medicines at primary care
facilities.

MOH is able to retire it
inventory of unusable
equipment and to the
extent possible to ensur
equipment donations meet
MOH specs.

MOH can successfully
negotiate with a firmm.



10.

1n.

12.

Improved surveillance of
malaria incidence for case
detection and targetting
of residual spraying.

Facilities management manuals, 7

including treatment norms and
prescription guidelines,
developed for each facility
level ang distributed.

Competency-based training
program established for basic
health service (BHS)providers
and supervisors.

Computerized MIS with six
sub-systems operational.

MOH staf’ trained in use of
micro-computers and MIS
systems use.

MOH capability to conduct
applied health services
studies established.

Policy and program
planning skills upgraded
of key decision-makers
and supervisors.

6a. Blood slide collection from health
facilities increased to 10% of total

no. of slides collected

6b. Residual spraying operations cover
at least 90% of no. of houses pro-
grammed for each of the three cycles.

Manuals developed for all facility
levels, which include revised MOH
formulary, standardized treatment

and prescription guidelines,

facility-specific drug and supply
lists, inventory control guidelines
(including reorder points and minimum
stock levels), and record-keeping

and reporting procedures.

8a.2 additional trainers trained in
competency-based training methodology.
80.12 MOH trg. staff trained in curricula
development and evaluation of trg.
8c.26 emergency medical services mgrs.

trained.

9a.45 new microcomputers operational.
9b.Software developed/adapted for six

sub-systems.

10a.79 MOH personnel trained in

operation and/or programming.

1lla.Regional applied health services
research committees established.
11b.20 applied health services studies

completed.

12a.61 participants complete training

in health program planning,

administration, and applied research.

MOH reports and surveys

Product availability.

MOH records.

Site visits and MOH reports.

MOH records.

MOH reports.

Ammex A-
Page 3 of 5

Personnel trained on MIS
can be retained by MOH.

MOH managers are receptive to

suggestions for program
modification.
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A\RRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS
Jputs: Implementation Targets:
($ Q00s)

.I.D.
1) Commodities

Pharmaceuticals and supplies 28,700 USAID Controller's records Sufficient funds will be made

Insecticides 2,300 and implemertation reports. available to USAID.

Equipment (bio-medical, pumps,

cisterns, sprayers, etc.) 700

Vehicles & spare parts 4,588

Computer Equipment 687
2) Technical Assistance 5,855
3) Local Administrative Support 550
4) Child Survival Promotion/

Health Education 950

5) Participant training 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 ASSUMPTIONS
GOES
{I) 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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Ty 1982 pporooriztion ict
Sec, 523; Fax Sec. 6342;
Sec. 653(b).

(2) Describe bhow
avthorizing &anc appro-
prieztions committees ol
Senzte and Zouse have
been or will be notified
concerning the project;
(b) is assistance within
{Operational Year Budget)
country or international
orcanization allocation
reported to Concress (or
not more tban &1 million
over that &mount)?

FaA Sec. 611(a)(l). >Prior
to opblacation 1n excess
of €100,00, will there be

(a) A Congressional Notification
will be submitted to members of
the Comnittees during August 1986.

(b) YES

YES


http:app!_cab.le

‘(a) engineering, finan-
cial or other plans
necessary to carry out
the assistance and (b) a
reasonebly firm estinmzate
of the cost to the U,S.
of the a2ssistance?

PAX Sec. 61l1(a)(2). 1If
furcher lecgaisiative
action is recuired within
recipient country, what
is basis for reasonzble
expectation that such
action will be completed
in time to permit orderly
accomplichment of purpose
of the assistance?

FrA Sec. 6l1(b); PY 1982
Appropriation.Act Sec.
01l. If for water or

watecr~relzted land
rescurce construction,
bas project met the
standards and criteria as
set forth in the
Principles and Standards
for Planning Weter and
Relzted Land Resources,
dated October 25, 19732
(See AID Bandbook 3 for
new guidelines,)

TAA Sec. 6ll(e). zIf
project 1is capaital
assistance (e.g.,
construction), and all
U.S. assistance for it
will exceed S$1 million,
has Micssion Director
certified and Regional
Assistant Acéministtator
taken into consideration
the country's capability
effectively to maintain
and utilize the project?

~Annex B
page 2 of 15

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



F»A Sec. 208. 1Is project
susceptible to execution
as part of regional or
multilateral project? If
so, why is project not so
executed? Information
and conclusion whether
assistance will encourage
regiosal development
programs.

FrA Sec. 601(a).

Information and
conclusions whether
project will encourage .
efforts of the country
to: (a) increase the
flow of international
trade; (b) foster private
initiative and
competition; and (c)
encourage develocment and
use of cooperatives, and
credit uwnions, and
savings and loan
associations; (d)
discourace monopolistic
practices; (e) improve
technical efficiency of
induxtry, egricnlture and
cormnerce; and (£f)
strengthen free labor
unions.

PAA Sec. 601(b).

Information and
conclusions on how
project will encourage
U.S. private trade and
investment abroad and
encourage private U.S.
participation in foreign
assistance programs
(inclvding uvse of private
trade channels and the
services .0f U.S. private
enterprise).

© . Amnex B
page 3 of 15

No. This Project is designed

to meet the specific needs of
the GOLS Ministry of Public
Health in providing basic health
care services to the Salvadoran
population, given a range of
econamic and social conditions
unique to El Salvador.

The Project will increase the flow
of international trade, foster
private initiative, and improve
the technical efficiency of the
health sector.

The Project will directly benefit
U.S. private trade through the
procurement of medical equipment,
phammaceuticals, and vehicles
manufactured in the U.S.

<O



10.

11.

12.

13.

F2A Sec. 612(b), 636(h);
FY 1982 ADDLODI12TiON
2ct Sec. 507. Describe
steps taken to assure
that, to the maximum
extent possible, the
country is contributing
locz)l currencies to meet
+he cost of contractual
and other services, and
foreign currencies ovned
by the D.S. are utilized
in lieu of cdollars.

Fry Sec. 612(d). poes

" ¢+he U.S. oWwn excess

foreign currency of the
country and, if so, what
arréncements have been
made for its release?

Tah Sec. 601 (e). Will

*The project btilize.

competitive selection
procecdures for the
awardiny of contracts,
except where applicable
procurement rules allow
otherwise?

FY 1982 2ppropriation act

Sec., 521, If assistance
is for the production of
any commodity for export,
js the commodity likely
to be in surplus on world
markets at the time tbhe
resulting productive
capacity becomes
operative, and is such
assistance likely to
cause substantial injury
to U.S. procducers of the
same, similar or
competing commodity?

F22 118(c) and (4d).

Does the project comply
with the environmental
procecures set forth in
AID Reculation 1l¢? Does

"Annex B
page 4.0f 15

The GOES is providing counterpart
ocontributions to the Project

in local currency which totals
40% of the total project costs.

YES

N/A

YES



14.

the project or program
take into consideration
the problem of the des-
truction of tropical

"forests?

FAax 122(&). " If a Sabel
project, has a determina-
+ion been made that the
host coveranment has an
adeguate system for
accounting for and
controlling receipt and
exmencditure of project
£unds (Gollars or local
currency cenerated
therelirom)?

B,. FUKDING CRITERIA FOR PROJECT

1.

pevelopment Aissistance

Prolject Craiteria
L SUEY

a. TFAA Sec. 102(b), 111,
113, 281l(a). ZExtent to
whech ec-ivity will (a)
effectively involve the
poor in development, by
extending access Lo
economy a2t local level,
increasing labor-inten-
sive production and the.
use of appropriate
technolocy, spreading
investment out from
cities to small towns and
rural areas, and insuring
wide participation of the
poor in the benefits of
development on & Ssubs-
tained basis, using the
appropriate U.S. insti-
tutions; (b) help develop
cooperatives, especially
by technical assistance,
to assist rural ancé urban
poor to help themselves
toward better life, and

Annex B
page 5 of 15

N/A

The Project is designed to
improve the quality and increase
the availability of basic health
care services to the rural

populate, as well as the presently
served urban population.



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

b. FrA Sec. 103, 1033,
104, 105, 106. Does the
project f£it the criteria
for the type of funds
(functional account)
beinc uvsed?

c. F2x Sec. 107. 1Is
empbasis on use of appro—
priate technology
(relatively smaller,
cost-saving, labor-using
technolocies that are
generally most aprro-
priate for the small
farms, small businesses,
and small incames of the
pcor)?

8, FaA Sec. 110(2). 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

Annex B |
page 6 of 15
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e. TFAA Sec. 110(b).

Will grant capital
assistance be éisbursegd
for project over more
than 3 years? If so, has
justification satis-
factory to Concgress beenp
made, and efforts for
other financing, or is
the recipient country
*relatively least
developed®? (M.0. 1232.1
defined a capital project
as "the constructiony
expansion, eguipping or
alteration of a physical
facility or facilities
financed by AID ccllar
assistance of not less
than $100,000, including
related advisory,
managerial and trainin
services, znd not under-
‘teken as part of a
‘project of a predom-
inantly technical
assistance character.

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

g. FAA Sec. 281(b).
Describe exten. to which
program recognizes the
particular neecds,
desires, and capacities
of the people of the
country; utilizes the
country's intellectual
resources to encourage

Annex B .
page 7 of 15

No

YES

The Project responds directly
to the needs of the population
for health services and the

institutions which sexve them.



institutional development;
and supports civil
education and training in
skills recuired for
effective participation-in
governmental processes
esential to self-covernment.

pevelcoment 2csistance Project
- B

Criteria (Loans 0Onlv)

de.

FAXA Sec. 122(b).

Inzcrmation and conclusion
on capecity of the country

‘to repay the lo&n, at a

reasqnable rate of interest.

FAA" Sec. 620(d). If

assistance 1is Ior any
productive enterprise which
will ccmpete with U.S.
enterprises, is there an

_agreement by the recipient

country to prevent export
to the U.S5. of more than
20% of the enterprise's
annual productior during
the life of the loan?

1spca of 1981, Sec. 724

(c) ana (d). 1If Zfor
Nicaragua, does the loan
agreement recuire that the
funds be used to the
maximum extent possible for
the private sector? Does
the project proviée for
monitoring under FAA Sec,
624(a)?

Economic Support fund

Project Criteria

2.

TAX Sec. 531(a). Will
this assistance promote
economic or political

N/A

N/A

Annex B
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stability? To the extent
possible, does it reflect
the policy directions of
FAX Section 10272

"PAA Sec. S531(c). Will

assisctance under this
chapter be used for
military, or peramilitary
activities?

PAA Sec. 534, will zsp

funas oe used to finance
the construction of the
operztion or meintenance
of, or the supplying of
fuel for, a nuclear
facility? If so, bhas the
Presicdent certified that
such vse of funds is
indispensable to
nonprolifecation
objectives?

F22 Sec. 608, 1If

commodicxes are to be
cranted so that sale
proceeds will accrue to
the recipient country,
have Special Account
(counterpart)
arrangements been made?

Annex B’ ‘
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5C(3) -~ STANDARD ITZM CEECKRLIST

Listed below are the statutory
items which normally will be
covered routinely in those
provisions of an assistance
agreenent dealing with its
implementation, or covered in tle
agreenent by imposing limits on
certain uses of fundés.

These items are arranged under
the ceneral headings of (A)
procurement, (B) Comstruction,
and (C) Other Restrictions.

A. Procurement

1. TF22x Sec. 602. are there
arrancenents tc permit
U.S. small business to
participate ecuitably in
the furnishing of
commodities znd services
financead?

2. TFAA Sec. 604(a). Will all
procurement be from the
U.S. except as otherwise
determined by the
President or under
delecation from him?

3, PMA Sec. 604(d). If the
cooperacang country
discriminates <against
marine insurance
companies authorized to
o business in the U.S.,
will commodities be
insured in the United

tztes acainst marine
risk with such 2 company?

4. ©Fax Sec. 604(e); ISDCA of
J¢80 Sec. /05(a). II
oi-snore procurement of
agricultural commodity or
product is to be

YES

YES

YES

Annex B
page 10 of 15
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£inanced, is there
provision acgainst such
procurement,wben the
domestic price of such
cormodity is less than
parity? (Zxception where
commodity financed could
not reasonably be
procured in 0.S.)

FAR Sec. 604(g). Will N/A
construction oOr

engineering services be

procyred from fZirms of

countries otherwise «

eligible under Code 941,

but which bhave attained a

competitive capability in

international markets in

one or these areas?

FAh Sec. 603.. Is the NO
shipping excluced from
compliance with
recuirement in section
9pi(b) of the Merchant
Marine act of 1936, es
amended, that at least 50
per centun of the gross
tonnage of commodities
(compu'.ed separately for
dry bulk carriers, ary
cargc liners, and
tankers) financed shall
be transported on
privately owned U.S. £lag
commercial vessels to the
extent that such vessels
are available at fair and
reasonable rates?

FAA Sec. 621. 1If YES
technical assistance is

financed, will such

assistance be furnished

by private enterprise on

a contract basis to the

fullest extent

practicable? I1£ the

facilities of other



http:comput.ed

8.

9.

Pederal agencies will be
vtilized, are they
particularly suitable,
not conpetitive with
private enterprise, and
made available without
undue interference with
domestic programs?

International Air
Trensport, rair
Competitive Practices
ACt, 1074, 1f air
transportation of persons
or property is finazncad
on grant basis, will U.S.
carriers be used to .the
extent such service is
available?

FY 1982 Approvoriation Act

Sec. 50D4. if the D.S.
Government is a party to
a2 contract for
procurement, does the
contract contain a
provision authorizing
termination of such
contract for the
convenience of the United
tates?

Construction

1

2.

TAA Sec. 601(d). 1If
capital (e.g.,
construction) project,
will U.S. engineering and
professional services to
be used?

FTAA Sec. 61ll(c). 1I1f
contracts Ior
constructiecn are to be
financed, will they be
let on a conmpetitive
basis to maxi.aum extent
practicable?

YES

YES

N/A

N/A

Annex B
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PAA Sec. 620(k). If for
construction of

productive enterprise,
will acggrecate value of
assistance to be

furniched by the U.S. not
exceed S$100 million
(except for procuctive
enterprises in Zcypt that
were described in the C?)?

O:her Restrictions

1.

P2x Sec., 122(b). 1If

cevelopment lcan, is
interest rate at least 2%
per annum during grace
period and at least 3%
per annum thereafter?

Fay SEc. 301(8). If fund

i5 establishea solely by
D.S. contributions and
adninisted by an
internatioal
organization, does
comptroller General have
audit richts?

TAA Sec, 620(h). Do
arrangements exist to
instvr-e that Dnited States
foreign 2id is not used

in a manner which,

contrary to the best
interests of the United
States, promotes oOr
assists the foreign aid
projects or activities of
the Communist-bloc
countries?.

Will arrancements preclude
use of financing:

a. Far Sec. 104(f); 7Y
1982 pppropraation Act
cec. 525: (1) To pay Zo:
perzormance of abortions
as a method of family

N/A

N/A

N/A

YES

YES -

Annex B.
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Planning or to motivate
oI coerce persons to
practice zbortions; (2)
to pay for performance of
involuntary sterilization
as metbod of family
pPlanning, 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
perormance of abortions
or involuntary “
sterilizations as a means
of family planning; (4)
to lobby for abortion?

b, FAA Sec. 620(c). To
compens&ate owners ror
expropriated netionalized
property?

¢c. F2Ax Sec. 660. 7To
provice training or
advice or provide any
financial support for
police, prisons, or cther
law enforcenent forces,
except for narcotics
programs?

d. TFAX Sec. 662. ¥For
CIA activities?

€. TAA Sec. €36(i). rFor
purchase, sale, long-term
lease, exchange or
guaranty of the sale of
motor vehicles
manufactured outside
U.S., unless a waiver is
obtainegd?

£. FY 1882 2oorovpriation
rct, Sec. 503. 7To pay
pensions, annuities,
retirement pay, or

N/A

N/A

N/A

YES

Annex B
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adjusted service
compensation for military
personnel?

g. FY 1982 2porooriation

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

h, FY¥ 1882 xovorooriation
hct, Sec. 506. To ca:iry
out provisions o FAR
section 209(4) (Trazsfer
of FaA funds to
multilateral
organizations for
lending)?

i. FY 1982 ipprovriation
Act, Sec. 510. To
finance the export of
nuclear eguicment, fuel,

© or technolocgy or to train
foreign nationals in
nuclear fields?

j. FY 1982 »pprovoriation
act, Sec. 511, Will
assistance be provided
for the purpose of aiding
the efforts of the
government of such
country to repress the
legitimate richts of the
population of such
country contrary to the
Dniversal Declaration of
Buman Rights?

k. FY 1982 2porovoriation
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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ANNEX C 230U
A\_] G 8 1986 Oficio No._______

~Extracto No.

ACTION COPY

AlNG ) Exp.
5«7) -%/:f«aa/oa 8 de agosto deMTHHY .DUi;f —
Info; Iy _, w"s:QISA |
MINISTERIO DE SALUD PUBLICA % . CORRESPOMDENCIA pir | Fe e
Y ASISTENCIA SOCIAL —_ :

REPUBLICA DE EL SALVADOR, C. A. _DDIR 2 _H_{H-/ _‘:TBT—_
TELEX 20704 MSPAS=-SAL Ahcerndo: solicitud de Donac |oMO CONf| GSO |
DPPO/Z| OET_ | PRE

C&R Sfbiect: Rg%mﬁi\%____

015672 -

Sr. Robln Gémez ACTION T .

Director USAID/El Salvador

Ciudad. .
DATE
INITIALS ___

En nombre del fGohierno de £1 Salvador por este medio
me permito solicitarle formalmente asistencla financiera,
en concepto de donacibén, hasta por la suma de aproximada-
mente US $48,000,000,00 (CUARENTA Y OCHO MILLONES DE DOLA
RES) durante los préximos cinco afios para el Proyecto ==
""Apoyo a los Sistemas de Salud'", cuyc objetivo es apoyar
y reforzar a2l Ministerio de Salud Pdblica y Asistencla So
cfal a dar los servicios basicos de Cuidados de Salud, es
peclflicamente aquellos que amplian el acceso de la pobla-
cién Salvadorefia a los servicios de salud preventiva y ba
sica,

Las necesidades requeridas a aportar por el GCES en
concepto de contrapartida son del equivalente a una suna
de US $31,565,800.00 a ser ceneradas con fondos propios
y del PL-4ED,

[Lsperando contar con su valioso apoyo y cooperacion
a la presente solicitud, me es arato reiterarle las mues-
tras de ml distinguido aprecio y consideracidn.

AL CONTESTAR ESTE OFICIO, CITENSE LOS DATOS CONTENIDOS EN EL
CUADRO DEL ANGULO SUPERIOR DERECHO.
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SUSSECT: FEALTE ZYSTERS MINACIRENT FRCJECT (33§-8:0%):

CUIDANCE FOR FF CEVELCPNENT

REFS.: &) STATE @38708 ) STAYE 231978

f.  Tdf SUBJECT P10 WAS REVIEWED CN TRUPIDAY, JENuLRY 23,
1986, PID IS APFROVED CONTINGENT ON SATISFACTORY
RESOLUTICN WITH CCHGRESS GF 1CSUES ON THE AEALTH LYSTENS
VITALIZATI0N PROJECT WHICK AFFECT AID INVCLVEREWT IN
PUBLIC SECTCR BEALTH &CTAVITIES. IN THIS RIGRRC, EUFEAU
IS KOW EZGINHIRG & REVIEV OF RID KANAGEMEMT G° HIALTH
PRUJECTS.  THIS REVIEW WILL INCLUCE ALALYSIS G (CLTS
ASSCOIATED WITH THT DILIVERY OF rfALTM SERVICES. THE
MISSION 1S BUTHCRIZED TO PROCEED WITH INTENIIVE FivIfW
FOR THE NIV PFOJTCT VITH THE URDIRITANLING THAT
AZDITIONAL GUITALAE rmAY BE FCATHOCMING PENDING THE
CUTCORE CF THE VIZISL FathGERENT ASSELIHENT (2EF RY 2ND
DISCUSIICIS WITH CONGRESS CH OUR CONTINUED £2215760CT TC
EL SALVAJCR FOA HEALTA, A3 A PESULT CF THE DAEC REVIEV
OF THE P1D, THE FOLLOWING GUIDRKCE FOR PP LEVELO*NMINT IS
PRIVIDED.

2. PRCJECT PRPLR PEVILV RND &FPROVAL,
SIRSITIVITY OF 133UES ON THIS FRCJEZCT,
FUST BE REVIEVED AKD RFFRCVEC EY AlOD/Y.

IN VIEV CF THE
THE FRIJICT PAPER

3. FRCIECT STRATEGY. CJICZNGE FROVISIO I REF )
PERTAINING 1D THE Y ob/87 ALTION PLEN PRCJECT REIVIEV IS
STILL VELID: TH: EUPSAU SONCLY ADVISES THAT TRE FaJOR

__JMRUAT_GE_IEE PRAMECT SHOULD EE STE{KGIMENING HOW
——LAFREILITHES P CR D[Ll\[ﬂwn\ CEKE EavICES. INI.A

L 2TLS.NOT PELCLLTL, FOLI4ER, USE OF PRUVETC LICiva i 1RRS
10 FFC\'IU[ CIAVICIS #CR HH”‘ ]"'\-D‘ﬁ\.' L ::"'" -l”\'

Jﬂ NV EGE, TPL PCLCIBILITIES FOR PRIVATE J!C’Dn
PERTACIPATICN VILL BL TABHINED 1M THT &iGoiiHTIOMED
FRCJECT £ZSESLNENT AKRD SHELLD EL FURTHFIR [27PLCA{D CUTING
INTENGIVE REVIEV,
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 UNCLASSIFIED  meaxo
Deparinient of State®™**

LG PCUR2Y  AICTELS
VILL IhSLUSE A RLGUEST TOP A VAIVIR of Z0JRCL ruD OFIGIN
FLOYIRIEENIS SO LIRIT PECZURLAI KT OF CCNSTFUCTIGH AKD
SUPLRYIZORT SLEVICES T0 SALVIDEREN SUPELIERS,

PrGl £: OF 03 STATE  #U1I2S

3) PURAL CUIRLRCH, IF THt missioy [LIC1S 1€ PRCCCLU
VITH Ak ACTIVITY FCR RUREL FPIrSRY WEALTN CEFi CUIRFACH,
17 Rusl BE KE3[ CLEAR 10 1hY MCH THAT THIZ MCDEL 1S BLING
FUSSED OK AN EXPLRINEMIEL ERGIS GNLY, TRLRE 15 ND
ASSURRLCE ThAT AID WILL FLND RLPLICRTICH of 1HC TLSTCOD
FCDFL, TPAINING R{QUIRE=INTS FOR MEALH DUTRERCH
PLPSEANEL RMD SUREFVISERY MUSE 6 CLEARLY DFLIKEATED 1N A

TEI‘.'HIHG FLEN GKD FUNDIRC FROVILID SHOULD Ef ZUilICIENT

10 PLLY CLE~ALY [372ELES%ED NEEDS, TNt [avintfsct IN L
SALVISIE CF THD #10 FURRL KEALIN AIDES FRIJECT iLye-g119l
D TKAT OF Clrid ©on0RS LIRE LKICET KHD LZ=FIRENCED PVOS
CUCH A5 “FOJICT ROPL “ACULD BE ENALYTED,

4)  PINACLELAT SUiPORT SYSTERI,  mLReN FISTJRCE
DiVLLCPRENT RLOUIRENINIS PRE SLESTANTIEL FOR InFROVERENT
OF 1N MENLGEFENT SUPFCRI SYSTEMS, EVERT ATTERPT nusT ol
MANE 10 EKSURE TRAT PRSJLCT FUSDING FO3 LCNG END SHORT
TEKM TRATKING 1S SUFFICIENT Tn BEET THESL hEEDS, IF
SUFFICIENT ALSCUISES RPL NOT RUAILAELE FO2
waqACIRINT-FELATES TRAIEING UKIER THE FROJICT, 1RLR THE
F1£SICK SHOULD CONSIDLR CCNPLERENTARY FUNDING iRCH OTHIR

FROGRANS, SUCH AZ CAPS, RND <40ULD SPECIFY THIS IN THE PP,

L, PROSECT RENFCEHENT,

A, GCES.  CUICE TRANSHITTED IN RCF (8] ON

| HPLEREMIATICh PECAZNISH FOR FFCIECT 12 cTIlL VALID.

THAT 1S, THE EALCUTIVE rmitegEin] GROUF lEnG) CHOULD HAVE
REXIE FLEXIEILITY AKD INDEFEMIEHT ALAINISTRATIVE
AUTHIRITEZE 1C ERSURE PiZIONSINEVESS TO FROJCCET
IRPLLEINTATICN FEQUIRIRENTS, TRE FP LUMINISTRRTIVE
ANALYSIS TRHEUID TalACUCRLY BSLELS CURRENT LKG S1RENGTHS,
VEENNESEES, 118 FLAfOFMANCE UNDER MISICA END bhkT CHRNGES
AR RECUIACD IN THL GROUP'S CUMPOSITION 10 REFLECT
IEPLERINTATION AECUIRERENTS FCR NiW PROJICT ELERLNTS,
FIKALLY, THE PP SHCULL DESCRIEL REQUIRLRINTS FOR
INTERACY 1N £EONG THE ERG, USAID PROJECT HANALEHENT AND
THE FROJZCT TECHNICAL ASSISTANCE 10 STRENGTHEK THE ENnG's
CaPARILITICS 10 RaHAGE EFFECTIVELY. 'ANALYSIS RESULTING
FROM TEL ASSEZSRENT DISCUSIED IN REF (A) SHOULD BE OF
MELP K THIS REGAARD.

{. &IC. HKICRUITNENT OF A NIW HEALTH CTFICER FOR THE
M1%10h REEAINS A T0P LEC EUREAU PRICRITY, SEPTEL
FOLLLYS

€. TiCh.,"AL RZLIZIGNCEL, THE PP CHOULD CILERRLY STATE
LONG N2 SHGAT-TERR TECRNICAL RI3ISTAKCE 20cUIALRENTS FOR
Thi FACJECT, RELATING TELK TC LACK PROJLCT COSPONTHT AND
£LS0 PELEINTING £ CONSOLIDATED SURMARY OF SKILLS,
FEASCHTAYS, TUNGING RESUIRED EWD CONTRACIING RODE

CNVISIC LD,

. HINUDAIC ZAALYZIS, TRD PID DID HOT INCLUDE AN
LCONMIC CUNSICERRATIGNS SECTICK FLR SL, GIVEN THE

[MAL TaNTE OF 155005 FLLATED 10 FECURAKLKI COZ1S END
ALLLCEILON IF RELGUASES, THE PF PUST InElucE & DETAILED
ECCHA=IS SN Y515 OIRCAITRATING THAT THL APFROZCH
FaCitsth IS CPTIFAL FRHEH AN ECOHEAIC L1ENUPOINIT,

7. (ZiLCT CLSIGN TEAR,  THE DESIGN FECUIKERCNIS FOR
THIS (SRALEA FRCIECT EPE SHESTENTIAL,  ERSID Ch TLCHNICAL
PIETIEY LETVLEh RISSI0N A40 LAC/DR STAHE SUESICLENT 10
Tul pofr, 1HE RIZSICH 15 AOVICED 10 PRCVIOL FOR THE
FOLLC IS £itiLs TC CERRY OUT THE IKTLNSIVE REVIEM:

OUTGO [ HG
TELEGRAM!

SIATL A7 tLvr 2

A, PUBLIC HPALTH SPECIALISTZ00AR LERDER 11§
PLRLCHMLIRE)

B, MANAGEPEND Syalims ZPECIALIST (6 WEERZ)
FROZURLFENT FLANALE () TO 4 WLERS
KEEL W FCCHINIGT 11 WIEKS)
FRCILITIES INVINIGRY SELCIALIST (6 WEERS)
BAINTEWGNCE PLANNLR (2 WLERS)
ARCHITLCTURAL C[HGINEER It WiEW3)
. RALBRIA SPECIALIZT () VEERS)

I, KOALTH PLANKER/CHILD SURVIVAL/ZEPIDINICIOGIST (B
VIEKS)

J, CVELURTICN/OPERATIONS FESCRRCH SPICIALIST (B
VILKS)

K., SOCIOLOGIST U3 WIERS)

= &H Mmoo

AS DISCUZELD WITH HISSION FLPRCSENTATIVES 10 DAEC, 1CITAL
[STIRATED COST OF DESICH CFFCRY 1S ROSE TRAN DCLS JQ0, F20
If ALL CAFCRTISE 1S CChTARETCD FACA TWL CUTSIDE, IF
MISS10% OYB OF DOLS 39B,008 FCR KCALTH PD L S MEDS 70 BL
RUGKCKTED, ASSUKE RISSION CAN TRANSTER FUADZ FROM
ELSEWEERE IN FEALTH OY6, [ESTIREIED TURATICH CF TERA'S
VORK 1S 3.9 HONIHS, WE ESTINATE LATEST FOCCIELE STRRTING
CATE, 70 ALLOV CELIGATICN THIS TISCAL YEAR, IS AFRIL 1.
THIS 1S OF PARTICULAR CONELFN AL FusDs RESIFLIC FCR THIS
FAOJECT REPRESENT CVER 23 FERCEMT CF LAC FY ac rLaLTH
ACCOUNT, HMISSICK MAY WaNT TO UTILIZE Ih-AOUSE FEZZURCES
10 FILL SORE OF THESE MLEDS OF IT CAN BL RISUARLD THAT ALL
DISICN RICUIRCHLINIS CEN BL FULFILLED CN A TiMELY E2SIS
AMD THAT A KIGH CUALITY PRCOUCT MILL RESULT, FRIZSION hAS
INDICATED THAT IT Cik hAnCLE INM-COUNTRY PRIFERATIZNS FOR
COMRACTING OF CESIGN TEaM BNC THRT RSSISTANCE FOR THIS
PURFCSE GiFLRLD BY LAC/DR 15 hOT RECUIRED. LAL/OR
REITERATES MILLINGHESS TO ASSIST IN ANY WAY PCISIBLE TO
[KSURE THAT THE PROJECT ENALYSIS AND DESICN 1S Ci VERY
NIGH QUALITY.

8, PROJECT EUGGET COSTS FOR ALL ACTIVITIES LIECHNICAL
ASSISTANCE, CORNODITIES, TrAINING &NO LOTAL EIFENIES)
SHOULD BE PRESENTED IN THE PP IN £ UKIFC?n RENGER ST IHAT
THEY CAN BE EASILY DISCERNED., THERE SrCulD EL A SLERRATL
LIKE ITEN FOR EVRLUATIONS,

9, PAYNINT VERIFICATION, MISSICON 1S FERINOLD THAT AlLL
PROJECT PAPERS HUST FOLLCM THE GUICZNCE FFTVICIZ S
PAYRENT VERIFICATION BY A&/H TO HISIICH DIFECICRS ON
DECERMEER 38, 1983 [~) FCIRENSHITIED BY BEiLES CN FEEELARY
3, 1986, PLERSE REFER 1C PEGES & 1FFU § WaiCk CCAL
SPECIFICALLY WITH PP CCNSIDLRATIONS,

19. EVALUATION PLAN, THE PP SHOULD INSILDL AK
EVALUATION PLAN WITH WILL-ARTICULATED ELhis=rzRed 10
ACHIEVED DURING THE PROJECT,

11, IEE, WHILE PCRHANDNT RALARIA SCURCE REDUSTION
ACTIVITIES WILL NOT BE FUKGED BY RID UNDER Thi FRo2LCE,
THE 1EE SKOULD BE REVISED 10 KORL ACCURATELY REFLLCT THE
POLSIBLE IASRCT OF THESE ACTIVITIES.

12, LOGICAL FFRLM[VORK, BURLKU ASZURES 1ral LCSERENE
WiLL EC [XPENDED, 10 INZIUDE MORL DETAIL Ch 1ESCT
SUPUTS, GCOAL AND PURPOZE STATEAENTS COULD EL REVISIOD 1€
ACD CLARITY AND TO BEIILR PLARNIT FOASUREMENT OF
ACHIEVERENT,  ESPCCIALLY IFPORIBNT 15 THL FECFELED
LKD-OF-FROJECT STATUS (LORSI EXPICTED,

17, DLSCRIPTION OF FREVIOUS PEOJICTS, PP SEOULD INCIUVD!
DISCUsSIOF OF ALL (LORENTS OF VISISA, [EHUEILY
CORrONENTS 1B, 1-C AKD |V, WMICK RRL KOT CLZTFIEED IN
piD,
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Annex E

SELWCTED HEALTH IMDICATORS

Mortality: Deaths Per 1,000
Teading Causes Hf Death
Morbidity: Ten Most Common Transmissible Diseases

Selected Inlicators of Health Services Availability,
By Region: 1979 and 1985

Vaccinations of Children less than One Year in El Salvador
1980-1985
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TABLE 2

SELECTED REPCRIED LEADING CAUSES OF NDEATH

(Cause 1982 1983 1984
Varicus Perinatal

cAauses 2898 3552 2898
Homicides & other

intentional.

dAeaths 2576 2266% 1929
Intestinal

infections 2645 2206 1702
Other violence 2302% N/R

Motor vehicle
accidents a77 T724% 713

Sources: For 1982 and 1983: MSPAS. Salud Publica
en Cifras, Mo. 16, o. 11, 12

For 1984: MS3PAS. Memoria, p. 7

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

MNote: These causes of death were those that were
consistentlv in the top ten (with the exception
of "other violence").



Disease
Diarrheal Aiseases

Intestinal
parasites

Influenza and
qrippe

Malaria

Amoebic dysentery

Gonorrhea
Measles
Syphillis
Dengue

Hemorrhaqgic
conjunctivitis

Epidemic
Parotiditis

Scahies

Typhoid fever

TEN MOST ONMMON TRANSMISSIBLE DISEASES

TARLE 3

(Expressed in Rate per 100,000)

1979 1982
3397 2897
3018 2831
2328 15A0
1626 1690
260 298
120 *
223 97
143 95
499 101
* 87
70 97
* *
* *

1983

2218

2304

1591
1251

263

114
82
77

73

56

1984

2882

2574

2111
1399

182

179
120
119

114

100

* Did not appear in the "top ten" list for that year.
gonorrhea, 1982 this is probably an error in view of trends.)

Sources: MSPAS.
MSPAS.

Memoria. 1984-85, n. 21 and 1935-86, p. B
Salud Publica en Cifras. Anuario No. 16,
po. 14-15
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1985

2482

2348

2140
922

165

92
111

80

96

70

(For
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Selected Irdicators of Health Services Availability by Region in 1979 and 1085

R EGI ONSs

El Salvador Western Central Metr litan Paracentral Eastern

Selected Indicators 1979 1985 1979 1985 1979 19835 1979 1985 1979 1985 1979 1985
1. Medical Consults

{Per 100 inhabitantg) 54 47 41 45 60 48 80 68 46 39 45 32
2. Rural Health Aides (ARS)

(Per 10,000 inhabitants) 1.2 0.9 1.0 1.0 1.6 1.6 - 0.4 1.5 1.1 1.2 0.6
3. Rural Health Midwives

{Per 10,000 inhahitants) N/A 2.9 N/A 2.4 N/A 3.6 N/a 3.8 N/A 3.3 N/A 2.5
4. Beds :

(Per 10,000 inhahitantg) 14.4 12.9 15.6 13,9 6.2 6.3 30.2 21.3 9.9 9.4 6.6 8.4

Source: Alens, A. Socio~-Demographic Aspects Related to Health Services, 1986,

Jo p abeq
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Vaccinations of Children Less than One Year in E1l Salvador
DPT, Measles,
1980-1985

OPV,

DPT - 3 doses

Population Polioc - 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:

20120

Number i3
81,713 43
80,731 42
84,416 42
47,481 21
65,321 31
92,438 54

and BCG

Measles
Number %
84,048 45
84,635 44
85,538 43
92,998 46
85,609 41

120,667 71

BCG
Number %
105,272 56
90,227 47
91,003 46
97,248 48
45,669 22
84,860 50

PAHO. Based on estimates of population less than one vear of age.

d Xsuuy
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Annex F

ORGANIZATION OF TAE PUBLIC HFALT 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 devartments ani
divisions, the reorganization was essentially a change in reporting
relationships, reducing the number 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 and Administrative, now theoretically
report to the Minister through the Director General. Four staff offices
operate as autanomous units, reporting dirvectly to the Minister and
Vice-Minister, including the newly created Drug and Medical Svpply 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 anl has responsibility for reviewing MOH programs, monitoring
coverage of services, managing the decentralization process, and
preparing long term MOH plans. Three Units under this Directorate are
particiularly important to this Project. The Health Statistics Unit is
responsible for the biostatistics component of the information system,
recaiving and analyzing all health service and status data. The
Programming and Institutional Development Units are the focal points for
the 4decentralization of planning and budgeting processes.

Director General for Health: The Office of the Director General is
responsible for operation of all health services. The five regional
offices, the Technical/Operative and Administiicive Divectorates, and
four separate units including the Training Center report to this Office.

Technical/Operative Directorate: This Directorate is the heart of the
health services delivery system of the MOH. Its two Divisions are
responsible for virtually all aspects of public and personal hcalth
service vrograming, as follows: Environmental “lealth, including
sanitation, rural water sipply, and malaria; and Integrated Individual
Health Services, including maternal child health, mutrition, dentistry,
mental health and personal health services. All MO care facilities
(inrluding hospitals) and rural outreach programs are overseen by the
Integrated Individual Health Services Division, as well.

Administrative Directorate: This directorate includes four Divisions
TFnance and Accounting, Personnel, Purchasing, ani General Services), a
camuter mit, and a technical unit responsible Eor the administrative
decentralization process. feneral services is currently responsibla for
vehicle, facilities and hio-medical equipment management and maintenance,
although maintenance of vehicles and biomadical equipment is being
Aecentralized to the regions.
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Drug and Medical Supply Unit: The drug and Medical Supply Unit was officially
established in June 1986 hy Ministerial Decree, with responsihility for
manacement of Anigs and medical supplies, including determination of

requ’ cements and allocation of supplies through the system. The Unit's full
range of responsibilities and priorities are currently being revised, but will
include direction of the new Dnig MAality Control Unit as part of its supply
management.  finct ion,

Regional Offices: For service A2livery pnrposes, the Ministry of Health has
Aivided the country into five qgeogravhic tegions.  These are the "Occidental"
(western), Central, Paracentral, "Oriental" (Fastern), and "Matropolitana"
(Matropolitan). (See map of the regions.)  The largest region in terms of area
is the Oriental, consisting of four provinces and reprasenting 26% of the
opnlation.  The smallest region, but most densely populated having 273 of
total poonlation is the Metropolitan Region, consisting of San Salvador and
surronniing territory. Tha other three regions, Central, Paracentral, and
Jecidental aovar 12%, 153, and 20% H~f the npoolation respectively,  Althoirgh
the conflictive sitmation affects health services throughout the country, the
Zentral, Paracentral and Qrinntal have bean partioilarly affected as they
include the northarn and eastern piarts of the contry,

The fiva regional offices are rosponsible for coordinating MOH activities in
theiv respective areas. With the 2xception of hospitals, all MOH facilities
3 all MOT health providers (including raral health aides and mi‘wives) are
linkel to the central office through the regional offices. Fach regional
office staff now inaludes aoproximitely 14 parsons as a result of MOH efforts
since 1983 to strengthen these nffices in preparation for decentralization to
the regional level. This staff includes as key staff a physician-director,
deontv Airector, supervisor of phvsicians, suparvisor of nurses,
eoidemislonist, statistician, nutritionist, and sanitary

wdrkers/sipervisors. Fach region also has a warchouse for Arugs and medical
sionlics, and a vehicle storaqe and repair shop,

El Salvador's current public infrastriucture of 342 facilities, over 50% of
which have benrn constriucted sinae 1978 with the I, is impressive. Moreover,
the axnansion that has taken place has been at the intermediary and lower
lavels of the system, with 11 of the 12 health centers and 50% of the Units
and "1ealth Posts being new. In addition, the emergency services areas of many
of the hospitals have heen refnurbished with VISISA funiing, as have the
facilities in centers where needs ware identified. (The support services
network of facilities (warehonses /i vehicle rapair shons) have also been
ograied within the last three years with VISISA funlimg.)
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The delivery system used by the M is basically the pyramidal configuration
practiced in many developing nmations. In 1985 there were 14 hospitals, 12

health centers, 100 health units, 174 health posts, 35 community posts, and 7
 Jisvensaries. A table showing the distribution of these facilities by region
ani the relationship between open facilities and the population follows. For
purposes of understanding haow the system functions, brief summaries of the
nurber, geographic distribution, and operation of each level of facility
follow:

Hospitals: Fourteen M(H hospitils are currently functioning, with Eive
located in the Metronolitan area and the remaining nine distributed fairly
2venly throaghout the four mutlving regions. Services are predominantly OPD
visits or consnltas, although limited preventive services are available.

Health Centers: The 12 centers, with 40-80 beds, function principally as
small hospitals with active outpatient departments. There is at least one
center in each ragion ard five in the Fastern rsgion. Typically, they are
staffed by 4 to 10 phiysicians, 10-15 nurses, 2-3 laboratory technicians, 1-2
dentists, 15-20 auxiliaries, 3-5 sanitarv insoectors and 3 clerks. I[n
essence, they are small hospitals which may have operatories, specialized care
units and health-related program functions. Monetheless, their chief foms is
on primary and backup secondarv care,

dealth Units: The Units are essentially ambulatory care facilities, usually
having no inpatient beds. The nnits usually have a pharmacy and a laboratory
with limited capability. Typically, they are staffed hy a full-time ohysician
assisted by one to two other full-time doctors, 5-10 gradmte nurses, 10-12
auxiliary nurses, 1 lab technician,. 2-3 sanitary inspectors, a -lentist, and a
secretary/recentionist. Where possible, health mnits are used to halp
coordinate the malaria control program and other specialized efforts of the
MOH. Currently there are 100 health units (95 functioning), broadly
distributed throughout the country, with a larger concentration of units in
the Eastern Region.

Health Posts: These facilities constitute the most basic level of health care
facility. They are permanently staffed by an auxiliary nurse, and offer
services 5 days a week, from early worning to mid-afternoon. Notably, they
are not open Saturday or Sunday. A medical 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 anl the rest
distributed fairly equally among the other three rural vegions. Only four
posts operate in the largely urban Metropolitan region.
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A newer concept is the community post, which is similar to the health post but
in an urban area. HJoweVer, unlite health posts they are not staffed by a
pemmanent auxiliary nurse, but are serviced entirely by a mobile team of
health persomel (doctor, nurse auxiliary and sanitary inspector) . Thirty-five

commmnity posts operate throughont the country.

A few scattered dispensaries, staffed by an auxiliary nurse, also cperate in
the Eastern region i45 and in the Metropolitan region (1), and provide first
aid and health education.

Although services are available to anyone, in an attempt to partially cover
costs, the MOH established a system of user fees (circa 1947) for services.
for those able to pay. A donation of one or two colones (at the current
excharge rate ¢2 is equilavent to 40.40) is requested for services provided
at hospitals, centers, units, and posts. These revenues are intended to
supplement the operating budgets of facilities and are under the control of
community health boards (patronatos). These fees are augmented by the
proceeds of various fund-raising activities sponsored by, and philanthropic
contributions made to, the community health hoards. The combined totals
annually raised in the health centers, units, and posts constitute scve
percent of the annual general-budget-funiad expenditures for services. 1t is
olear, however, that what has been decreed by law, and what has actually come
to be, are quite different in the case of the patronatos. May units and
post.s do not have a coammmity health board, or at least do not have a
functioning hoard. In many fi-ilities, Jacisions regarding how funds will be
used are made by the director of the facility, with the patronato providing
more of a clearinghouse and monitoring service.
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T O TAL U RBAN R URATL 1985 POPULATION

Health Facilities and Population, by Region, 1979 and 1985

OPEN FACILITIES

PER POFULATION
IN RURAL AREAS

EL SALVADOR - TOTAL

Hespital
Yealth Center
Health nit
"ealth Post
Commmity Post
Dispensary

WESTERN RBEGION

Hospital
Health Center
Health Unit
Health Post
Community Post
Dispensary

CENTRAL FEGION

Hospital
Health Center
Health Dnit
Health Post
Commnity Post
Dispensary

1979 1985 1979 1985 1279 1285 (in thousands)
TYPE OF FACILITY Total Total Ooen Total Total Open Total Total Ooen Total Urban Rural
291 342 292 271 284 245 20 58 47 4,806 2,275 2,531
14 14 14 14 14 14 -- - —
9 12 12 9 12 12 - - -
a9 100 95 97 98 94 2 2 1
159 174 137 145 153 118 14 21 19
10 35 29 6 6 6 4 29 23
—_— 7 S -— 1 1 - 6 4
51 67 64 47 50 g0 4 17 14 960
3 3 3 3 3 3 - —_— -
2 2 2 2 2 2 - - -
20 21 21 20 21 21 - - -
26 31 31 22 23 23 4 8 8
- 10 7 —_— 1 1 -_ 9 6
55 63 47 55 57 42 - 6 6 587 222
2 2 2 2 2 2 - - -
_— 1 1 — 1 1 - —_ -
15 14 14 15 14 14 - - -
38 39 24 38 39 24 - -— -
— 7 6 - 1 1 -— 6 5
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URBAN

R URAL

1985 POPULATION OPEN FACILITIES

PER FORULATION
IN RURAL AREAS

(in thousands)
Total Urban Rural

REGION/ 1979 1985
TYPE OF FACILITY Total Tobtal Open
METROOLITAN REGION 43 42 42
Hospital S S S
Health Center 1 1 1
Health Unit 23 23 23
Yealth Post 4 4 4
Community Post 0 8 8
Dispensary _— 1 1
PARACENTRAL REGION 52 58 54
Hospital 2 2 2
Health Center 3 3 3
Health Unit 13 14 14
Health Post 34 37 33
Cormmunity Post _ 2 2
Dispensary —_— - -
EASTERN REGION 90 112 85
Hospital 2 2 2
Health Center 3 5 5
Health hit 28 28 23
Health Post 57 63 45
Cormmity Post _ 8 6
Dispensary —_ 6 4

Source:
El Salvador, 1986, pp. 22, 23, 76.

45998

1979 1985
Total Total Ooen
39 38 38
5 5 5
1 1 1
23 23 23
4 4 4
6 4 4
_ 1 1
52 53 50
2 2 2
3 3 3
13 14 14
3 34 3
78 86 65
2 2 2
3 5 s
26 26 22
47 53 36

1979 1385
Total Total Open
4 4 4
4 4 4
- 5 4
- 3 2
- 2 2
12 26 20
2 2 1
10 10 9
- 8 6
— 6 4

Alens, A. Socio-Demographic Aspects Related With Health Services.

1,286 1,055 231 1:58,000
736 216 520 1:130,000
1,237 407 830 1:41,500
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ANNEX G

Comments on the feasibility of the
Ministry c¢f Public Health and Social Assistance's
Proprama de Salud Rural ( PROSAR)

San Salvador, El Salvador

Mac Chapin
June, 1986
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1

1.t -oductions

This report attempts to describe and take a critical look
z+ 'he Programa de Salud Rural ( PROSAR), a rural health
vul ‘cach program which is presently being designed within the
hin.stry of Public Health and Social Assistance (MOH)., At this
d:t., the operati onal lines of the program have not yet been
fuli y defined and approved in the MOH, several alternatives and
pos .ibile strategies for action are now being debated
int.rnally, in the department of Asistcncia Médica. This
rep.rt will thercfore portray the program as it is coming
tog.cthér within the MOH and cxawmine the appropriatcencss and
scu :dness of the different options that are being discussed.
In o way should what is written here be construed as an
att mpt to impose a design for the rural health program.

There are scveral key issucs related to the feasibility of
PLOTAR, 1ts relationship to other MON programs (and its fit
wit in the general health care panorama), and 1its social and
cco.cmic justification, especially at a time when there are
num. rous rumors over the nced for drastic cuts within the MO H.
Tne matter of the technical feasibility 1s intimately tied up

de ryudantes Rurales de Salud (ARS), which has been part of the
MAOH since the mid-1970's . For this rcason, the sccond section
of +his report describes the ARS program so that the close
par:llels with PROSAR can be scen and infercnces may be made as
to low the two might be welded together so that they can dray
strongth from cach other,

S cond, because of budgetary shortages, it has been
sugyested that either (1) the community pay a salary to the
frl .~time PROSAR community worker, the Ayudante Comunitario de

Salid (ACS), or (2) the ACS can be convinced to work on a
Vol.:nmtary basis, with only limited remunecation. These
sug,estions will be explored through an exawination of the
nat-re of traditional community organization in E1 Salvador and
a nrmber of examples taken from the history of volunteer socilal
service in rural arveas.

Ficldwork for this report was carried out during four
weols in El Salvador from mid-May through mid-June, 1986, It
iav .lved trips to the Eastern, Western , and Para-Central
Rueg.ons, where interviews were held with residents of cantones
ard municipal towns; Auxiliary Nurses and Doctors in Health
Pos:s, Units, and Centers; Ayudantes Rurales de Salud (ARS) and
t“e r Supervisors (both Repional and Specific); and Regional
Hoa'th Office staff. In the Central MOU Offices, 1 was
f:r unate enough to be invited to participate in the planning
s - 1ons for the PROSAR program, which were lield in the
[.p rtnent of Asistencia Midica. Awmong other people

int. rvicvved were members of private voluntary organizations
wer .ing in the field of health, as well as officials of A.L.D.
1+ . ast be noted that systematic fieldwork at the conmunity
Jov.l was severely limited by the prescent conditions of unrest
gro-ent throughout most of the country.
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The Programa de Salud Rural : PROSAR):

In March of 1986, the P anning Division of the Ministry of
Health presented a documenut antitled Proyecto de Salud Rural
Comunitaria, commonly referr.d to as TROSAR. As

conceptualized, it fits with'n the broad framework set forth 1in
the recently elaborated E! € wino Hacfa la Paz, a position

document which outlines the . overnment's social and economic
development plan for the nex fecw years, On a more specific
level, it constitutes part o the MOH's contribution to the
deepest rural penetration in a publicized cam;oign to
administratively decentraliz. government agencies and place
strong cmphasis at the level of the municipalities, which are
described as "an efficient srcial body for the identificacion
aud solution of many problcm.., since the municipalities and
their cantones and caser fog nndcrstand more cleariy the neceds
and preferences of their inh.bitants and, for this reason, they
are able to meet more adeqguately their nccds."

PROSAR 1s an attempt by the MOH to continue the process of
regionalization of the prirary health care system and extend
its coverage by recaching int> the cantones and cascrios. With
this program the MOH propose: to work closely with rural
communities in the selection of community lcaders who will
devote themselves, efther c¢n a voluntary or a paid basis, to
curative and preventive health care, with a strong commitment
to coumnunity development activities. Key to the present
approach 1s the notion, whic! has been pushed to the
foreground, that the community must be the principal actor f{n
its own well-beingy

Responsibility for the execution of the program rests
with the community; the Ministry of Public He~1th and
Social Assistance ard other institutions will bhe
elements of technic«) and administrative support ,

The primary agent of change in this process will be either a
paid MOH employce working full-time (called an Aysdante
Comunitario de Salud = ACS) «r a volunteer who werks 15 hours

per week (cal1ed a lecr (Oﬂfni}dliO de Salud - L{S). At
present, these two alternati - cs are being discussed within the
MOH, although it appears ciesr that the job entailed
necessitates a full work day and requires a salary, for reasons
which will be discussed belov. For this reason, 2s well as for
consistency, the term Ayudonte Comunitario de Salud (ACS) will
be used throughout this report unless a more precise
distinction needs to be malde.

The ACS is conceived ef as a catalyst, a person who
orients and collaborates witi. the community in which he lives
and works, MHe participates - ith the community in generating
activities, making contacts with government and private
agencies providing financial and technical assistznce, and

providing health education. Whereas the Ayudante R Rural de
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Salud (ARS) program, which is e¢ssentially the model «
FROSAR has been coaceived and designed, began with *!
that the ARS was the primary actor imn a largely pa: 3.
formless comnunity which needed to be helped along a:
cducated, PROSAR stresses the active participation au
role of the comnmunity Iin the process, Beyond this,
ARS program's prioritics were theoretically headed b
preventive health care and education, in fact curati:
care came to absorb, through the years, a good portic
ARSs' time and cnergy (the ARS program is discussed )
this report), PROSAR, by contrast, focuscs strongl:y

community development and education, relegating cur.:
treatment to the lower shelves. The priorities for 1
laid out as followsi

(1) Health promotion, taking into account as
as { health cducation (literacy), housing, vec
recreation, household gardens, small animal

and others, according to the needs of the co

(2) Preventive health carel fwmunization, b
sanlitation, nutrition, etc.

(3) Curative health carci siaple medicines,
detection of 1lluness.

The key person in PROSAR is the ACS, who will be
for his qualities as a leader by the conmunity in whi
lives, in conjunction with staff from the regiconal of
the MOH., He will be surrcunded by a nuwmber of Colabo
Voluntarjos de Salud (CVS) who will be unpaid "sateli
promoters living in the caserfos of the cantén in wai
lives.

Tais group will be supervised by a Supervisor
composed of an Auxiliary Nurse, a Sanliary Inspector,
driver. A Coordinating Team, made up of 2 Doctor, a
Sanftary Inspector, and a Health Fducator, will in tu
the entire operation from the regfonal level of the N
Cummunities choesen for inclusion in FROSAR -- 10
fnitial pilot stage —- must (1) be 90 nwinutes or mere
nearest health facilityy; (2) be without any sort of

neon-traditional health servicey (3) have a populatisn
approximately 1,500 to 2,000 inhabitantsy and (4) h.v
in and willingness to participate 1n the program, ot

(1) be a resident of the community; (2) be accepted b
coummunityy (3) have participatory leadership qualir.e
know how to read and writey and (5) be willing to urc
training and cormit himoelf to the program for at lea
years . .
Responsibilitices for successful functioning of t
are divided between the cowmmunity and the MOH., With

initfation of PROSAR, coummunity action for the heaith
will be managed through Comit ds de Salud, which are =«

the ACSs and the CVSs as well as other interested ic
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Specific objectives to be reached by the community,
in the Comité de Salud, ares

(1) Identify the problems of health through the ACS,
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, orgaufzed clubs, and other change

agents,

(3) Identify the cases which cannot be resolved in the
community and refer them to the ncarest, most
appropriate hecalth establishment,

(4) Participate in the solution of the problems which
deal with health through intersectoral coordination.

The MOH is responsible for the following objectives of the

program:,

(1) Provide technical and administrative assi{stance to
the ACSs in preventive and curative activities .

(2) Taplement preventive and curative activities, to
be developed by the AUSs, CVSs, and organized
community groups,

(3) Complement educational activitics of the ACSs, the
CVSs, the organized clubs, and the coummunity in
general, through collective communications media .

(4) Train health staff working in development of the
program at the central, regional, and local levels.,

(5) Train the ACSs, the CVSs, and organized clubs so
that they share tne responsibility for health care.

(6) Train, at the regional and local level, the ACSs
i1n the methodologies of community development and
group dynawmics.

(7) Promote actions which contribute to the
improvement of the environment that will diminish
health risk Jactove.

(&) Attend regularly to cases referred by the ACSs to
health facilitics.

(9) Strengthea the health facilities, espacially those
associated with TROFAR.,
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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 carrying out activities,

(2) Support and strengthening the training of the ACSs
(follow-up).

(3) Assistance in running community meetings,
(4) Education at the coumunity level,

(5) Support of the ACS and the community in planning
appropriate activities.

(6) Supervision of the technical aspects of the ACSs'!
worki e.g. vaccination, first ald, referrals, etc.

(7) Review and analysis of reports and informational
documents ,

(8) Analysis and assistance in control of materials,
medicines, etc.

(%) Review and analysis of progress of the program and
necessary readjustments .

The primary differences between the program carried out by
the volunteer “leader" (L%#der) and that executed by the paid
"alde " (Ayudantc) are tied to the amount of work and the
complexify of the tasks expec ted., Obviously, moTe can be done
during a complete efght-hour day than in a loosely organized
three-hour period fitted around other more substantive
activities. The paid ACS takes on a etructured fall-t ime job,
and his involvement in other productive activities is virtually
precluded. The volunteer works with health-rel ated :
responsibilities in his off hours, after he bhas finished the
tasks which bring in his livelihood. The volunteer worker will
not be expected to spend much of his time with comnunity
development actjivities and health education. Uis range of
responsthilities will be circumscribed to cover curative and
preventive health care referrals to the neatest appropriate
health facility, with a minimal amount cf “promotional " work
that {u some way involves education and community development,

\L
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The volunteer, for eximple, will only be held accountable for
approximately one-thisd of the tasks assigned to the pald ACS,
Furthermore, duties ; .rformed at the nearest health facility
will be more infrequcat and less demanding.

As presently euvisioned, PROSAR will be implemented on a
pilot basis, with AS: placed in 10 communities (cantones) in
the Eastern Region of the country., This 1s an interesting
place to begin. The jepartments of San Miguel, La Unidn,
Usulutdn, and Morazdn have traditionally been among the most
conflictive areas of :he country, but concentrated and steady
military action in th2 region has, according to official
estimate, “"recuperacei” large chunks of formerly ‘rebel-held
territory during the first half of this year., FROSAR would be
part of a campaign of consolidat ion through “"civic action,"”
which would be in eff.ct a combined effort of a variety of
government ministries. Health agents =2:e secen as perhaps the
least controversial g.vernment workers =-- and the record bears
this out -~ and for tuls rcason they are being pushed to the
front of the social s-rvices inftiative in recently recovered
zones,

It has already been notey that FROSAR 1s clearly modelled after
the Programa de Ayudaites Rurales de Salud (ARS), a rural

health outreach progr.un which presZ;tly exlsts in El Salvador .
Indeed, PROSAR, altuoigh it has been announced as an innovation
of sorts, is conceptually very similar to the ARS program, For
this reason, it would be useful to describe this program in
some detail before enworing into discussion of the advisability
of the different aspe-ts of PROSAR,

The Programa de Ayuda-tes Rurales de Salud (ARS) s

The Programa dc¢ yudantes Rurales de Salud (ARS) was begun
in 1976 in an attempt fto extend the nation's health care system
into the rural arcas, in what was then referred to as a policy
of "rural penetration.” The program, which received initial
support from AID, was based on the premise that until then the
health care system ha. been skewed overwhelmingly toward the
urban arcas, with l:it-lc more than thin tendrils spreading out
into the countryside ‘o the level of the municipal
headquarters, where a scatter of health posts had been
established beginnizg in the carly-1950's., The ARS program was
-0 take movement into the rural areas one step farther, into
the cantones, where medern health care was virtually
non-existent. ARS ve.e (and still are, by and large) chosecn by
MOH officials at the repgional level from among three or four
candidates proposed b. the cantones in which they live,
Although they are czpioyces of the MO H, and report directly te
the MOH regional otfires, they are generally percefved as

members of the commua:ty who are, to a signfificant eitent, at
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the service of the community as a whole, The ;rogram began
with a heavy emphasis on prenatal and infant ¢ re, family
planning, canitation (latrines, waste disposal, potable water),
and nutritionj; and the ARS were given first aiu kits and
1imited medicine chests, with basic rcmedies sv+h as aspirin,
calamine lotion, and de-worming medicine. Thu-, the bulk of
the ARS's work was to be educative, preventari-e, with a
minimal stock of curative medicines for treati.g simple
afflictions., More serious cases were (o be re‘erred to the
nearest health f.cility., Although the availuab. lity of
medicines has always been significant and impo:tant, the
l1imited curative function of the ARS was clezr.y sccondary. In
fact, it was used to some degree as a bait to :ttract and gain
the confidence of community members so that th. more
substantive educative activities could be carrjed out.

it should also be pointed out that the ARI was initially
perceived as a change agent, a community develcepment worker, a
person who was to aid in "coordinating and adevuately
strengthening the different programs of rural jenetration, with
strong participation from the human potential «f the
communities."” (Programa de Ayudantes Rurales d¢ Salud, MO H,
1980, pg. 1) However, this function was for tle most part lip
services it was mentioned in initial position papers as a
"policy, but no strategy for making it operatioral was
articulated.

original projections for the number of APS to be stationed
in communities throughout El Salvador were awubitious, running
from 2,000 to 3,000. To date, approximately 420 ARS have been
trained by the MOH, and an estimated 200-260 rc¢main in the
gystem (some counts include the ARS supervisorus). The program
began well, with 340 ARS troined from 1976 thrcugh 1978, and
ARS supervisors were recruited from among Evaluiatoers working on
the Malaria program. However, the ARS program became bogged
down with the onset of the civil disturbances ¢f 1979, the
arrival of general confusion, and subsequent budget cuts within
the MOH., Only 80 ARS were trained from 1979 t}rough 1984,
Finally, in 1985, a group of 29 ARS, all selected from the
Agrarian Reform Sector, was trained,

Attrition from the ranks of trained ARS h:s occurred for a
number of recasons. A small number of ARS have risen to become
supervisors of thelr colleaguesy and in fact a considerable
percentage of the present supervisors are former ARS. A
limited number of ARSs have been let go, but mcst have resigned
efther for personal reasons or because they have found
something better. A¥Ss in conflictive zones h:ve, in some
cases, rcsigned and left their communities, ta.ing a variety of
directions that have not been systematically tiacked, Move
often, however, they have kept their positions and been
transferred, in cases where their villages hav.e been threatened
or abandaned altogether, to cither the regiona. offices, to
nearby hezlth facilities, or other cantones.
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Pay is presently around 650 colones per month
(approximately $130), a sum judged sufficicent, 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 mecasure 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 1its 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 1981 to May of &985), then Educacicn

Para la Salud (from May of 1985 until apprximately April of
1986), and finally Asistencia Médica. Thé remoteness of the
Central Of{fice to the ARS program is underscored by the fact
that in at least two regional offices news of the recent switch
to Asistencia Hédicg_hdsi(as of May, 1986) only arrived in the
form of rumor, and not through official notification. One
reglional ARS coordinator was still holding documents because he
didn't know to which department in San Salvador he should send
them) and a small group JIn Ortents thought that something
called "/tencidn Médica™ might now be in charge of the ARS
program,

The ARSc are theorctically responsible directly to the
regional officej and indced, on MON organizational charts they
are connected by a long 1JDU that extends from the regional
office to the cantdn, independent of the health posts and
units., In fact, however, the ARS have becen connccted to the
health facilities nearest them from the beginning, and this
relationship has become closer with time. They presently spend
one day per week helping out at the health facilities 1in their
area, and most of their logistical support comes from the posts
and units. The services they perform at the facilities are not
systematically structurcd 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
fnformation enables them to work more effectively in thedir
communitfes. Others are used in large part to handle odd jobs
such as clecaning equipment or sorting out medicines and what
they learn 1s neglipgible, 1In any case, this requirement
removes four work days in the community from their monthly
scheduvles.

The ARSs are supervised, at least in theory, by a teau
consisting of a doctor, an 2uxillary nurse, a health educator,
and a sanitary finspecvor (with some variation, but off the same
thewe ). This team visits the ARSs themseclves on occasion, but
most of thelr contact in the field is with the Regional or
General Supervisor and his Specific Supervisors, The Regional
Supervisor oversces a group of between six and 12 Specific
Supervisors, who in turn have charge over becween eight and 12
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ARSs. The most important and constant supervision and moral
and logistical support takes place at this level, Many of the
supervisors have been with the program from the first years,
and a signiffcant number are former ARSs. It is significant
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 thelir
cantones, evaluate their work, assist them during community

mect ings and talks, comply with administrative tasks

While the Supervisors are one cut
above the ARS in status and in breadth of experience, both
groups are fish from the same pond and the relationship between
them, observed on a variety of occasios and in differvent
social and work situations, 1s perhaps best described as
collegial, It is at this level that the ARS program gains its
vitality and cohesion. From this point up communications begin
to fray and linkages become more and more uncertain and unclear.

The ARSs received fnitial training of from 8 to 12 weeks,
carried out Jin the regions through the Escuela de Capacitacidn

Sanitaria. Since then, they have been virtuallyﬂhiandoned.
From time to time they have been gathered together for one-day
discussions on this or that, but these sessions are apperently
improvised, disorganized, largely irrelevant, and of little
value or interest to the AKSs. 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 budgrets, are accompanied by the d "~ ous
premise that what is learned will be passed on to ARSs .
Missing from the program is a steady, coherent, an. litarian

program which satis fies the needs of the ARSs to lea.n new
techniques and methods for working in their communities, brings
them togcther to discuss, in organized fashion, their
individual expericnces and allows them to reflect on vhat they
are doing, and reinforces their sense of being an Integral and
worthwhile part of the the health care community that makes up
the MOH. The ARSs are sclidom asked rtlheir opinions on their
work, their frustratlons, and their neceds. (A whilec back in
_the Fastern Region, the ARSs and their Supervisors were asked,
in an improvised session, what they nceded in tetrms of
training. A lift was apparently couposed of thelr respenses
and sent tc soue department or person at the San Salvador
officey but nonc of the ARSs or Supervisors cver heard anything
more about the matter.) In other words, since the inftial
orientation follow-up with additional training and refresher
courses has been virtually non-existent.
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The method ¢ payment of the ARSs has been problematic
from the beginni-z, although it has become even more
frustrating and cetrimental to productive work since the
conflict began {1 1979, Virtually all of the ARS and the
Supervisors find themselves in the administrative category
called Ley de .!o'nal (or Conﬁfgﬁg_ﬂor Planilla). This
category, in ccntrast to Ley de Salario, places them apart from
the roster of pe:manent cmployees of the MOH, for they are
essentially working on a contract basis They can easily be
dismissed bureauccatically {f 1t {is decidcd that budget cuts
must be made -- ¢ situation which has been oppressively ncarby
during the past faw yecars and i{is the source of constant
insecurity,

However, th¢ most onerous burden of their inclusion in the
Ley de Journal bracket involves the monthly contortions they
are forced to suifer to receive their checks. The present
system, 1t must ba saild, is due to the war. During their first
years they were paid cash in cenvelopes which were dropped off
at the nearest hcalth facility. After a few payroll messangers
were robbed and/c¢r wounded, the Ministry of the Treasury began
sending payment for all workers employed by various ministrics
under the Ley de Jornal to a single locale. At the present
time, both the ARSs and the Supervisors must journey to the
reglonal 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 livce with hundrceds of employees from other
ministries and goverament offices, In order to confound
robbery attempts, the place of payment is periodically changed
and the more reunotely located ARSs miss theilr checks. It is
not unconmon fer confusion to occur in this system and the ARSs
are forced to travel all the way to San Salvador to receive
payment. In short, the monthly quest for the paychee' is
time-consuming, oiten costly (some ARSs routinely spond more
than 20 colones ca transportation alene), and occasionally
fruitless. Betwe2n two and four days avre lost each month as a
matter of course due to administrative blockage. Aside {rom
the inconvenience this causes the ARSs, 1t digs into their
worklng time and decreases considerably their
efficiency.Unfert inately, no current evaluation of the ARS
program exists, zad ir is therefore necessary to rely heavily
circumstantial and impressionistic clues to plece together and
asscssment of ite effectiveness (a systematic evaluation wvas
apparently done within the MOH 1in 1978 or 1979, but it would
have offered no rore than.old data 1f it could have been
unearthed), It ¢cin be said with certainty, however, that the
ARSs ‘have generally served to educate the people in their
communities on a nasic and useful range of topics related to
health, sanitat{c:, and nutrition; they have brought simple
curative medlciues into the villages and assisted in preventive
health cawmpalgus; they have made simple diagnoses of afluwents
and referred pationts to nearby health facilities; and some of
them have -aken oy a larger community role by moving inte the
sphere of villagv 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 prag-ammed to carry out, and
thcse initial duties have been supplem .nted by other tasks over
the years. .

The ARS program constitutes the vital link between the
rural outback of El Salvador and the frmalized health system
embcecdied in the facilities rtuffed bv i1urses and doctors,
Without the intervention of the ARS ov:r the last 10 years, the
cantoncs 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, aid many from the original
three groups, trained through 1978, sr: still working. When
they first began, their place within tnhe system was efther
ignored or looked down upon, since thke were campesinos with no
formal training in hezalth care. Durin; the filrst 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 :nd demonstrated thelr
value at the community and the health Facility level, they are
accepted, Patients they refer to the health facilities are
given attention, and each year the ARS: are given a greater
range of responsibilities -=- a sign that their abilitics are
valued.

Similarities and differencc, between PPOSAR and the ARS program?i

Both programs work at the level o: the cantén with a pald
lcader (at least in the most reasonzble form of PROSAR) who
works in community development and pre-entive aud curative
health care. The list of activities forr both Ayudantes 1is
virtually the same, although the ACS is scheduled to
concentrate more heavily on community sction than the ARS,
whose original job description was mcr: narrowly focused on
preventive and curative health care,. 2oth the ARS and the AGCS
are chosen by the community and represcntatives of the regional
of fice of the MOH,

PROSAR might best be seen as a mo e finely tuned version
of the ARS program, It is built squarcly on the experience
gained in the ARS preogram, and In trut: it is this experience
which gives sense to PROSAR (after all. PROSAR did not spring
fully formed out of a void). The chanse 1o emphasis toward
cowmunity development 1is the end resul: of a logical process
which has becen unfolding empirically, -~hrough experimentation
and seli-questloning, in the ARS progrim. It hus been noted
that the ARS program design began with cursory discussion of
comnunlty development but offeved on s stematic methodology for
making it operational. In fact, however, many of the ARS have
come to realize that ccmmunity develcprnent action 1Is necessary
{n Lheir cantones, that health education and care must go hand
in hand with local organization across sectors in orler to be
cifective. Concretely, they have rezl - zed 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 4involves contact
with representatives of the Ministry of Education and other
agencies working in adult education), On a more general level
it is much easier to work on hecalth issues in a couamunity 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 scectors -- a trend thai
has become more prominent in reccent years

In the matter of supervision, PROSAR 1is presently
structured differently from the ARS program, While the ARSs
are supervised at the community level by roving Speccific
Supervisors, cach of whom covers the activities of betwecen 7
and 10 ARSs, the ACS of PROSAR are to be supervised by a teanmn
made up of an Auxiliary Nurse, a Sanitary Inspector, and a
Driver . According to the present design of PROSAR, the
Supervisory Team will be trained in the art of supervision,
then 1t will be set loosec to cover all of the 10 ACS who will
make up the pilot phase of the program., It would be worthwhile
to examine more closely the differences between these two
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 1t is similar
in mature to other vehicles travelling country roads in El
Salvador, will need periodic repairs, It is highly likely that
it will occasionally be out of commission or scquestered for
some other, more pressing task of the regional MOH of fice.

When this happens, 1t {is probable that the team will be unable
to n.ke its supervisory rounds. Now, 1f this scenario is
multiplied by 17 == taklng a total of 171 ACSs as the goal for
PROSAR over the next f{ew ycars —-- the possibilities for
breakdown in the system also multiply. And so doet the cost of
the program, which would have under its wing 51 supcrvisory
team mcembers and 17 vehicles,

By countrast, the system of having a Specific Supervisor
who carries out most of his work by hitching rides and
tvavel:ing on foot {s simpler (it precludes the need for
coerdinat.on ¢f meubers of a tcam), more reliable (it is not
dependent on a MOHM vehicle), and far less expensive., If by any
chance there is any weakness in the support system at the level
of the regional MOH office, the team-with-vehicle system will
iail while the single supervisor system will function, as 1t
bes done with the ARS program,

4 word or two should also be said about the difficultics
6f supervising, with a team, the work of a voluntcer community
worker (as an alternative to the paid ACS), since this option
is still being considered by the FROSAR design team. Because
the volunteer will be doing virtually all of his work during
the afternoon and evening, the Supervisory Team, 1f 1t 1is to
#ctively collaborate with him in his work cedv dvo yuilazedt¥%

%
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will have to arrange a gschedule that takes this into account,
It will have to travel during the afternoons and be prepared to
spend the night in some of the more isolated communities {(which
would make up the bulk of those communities selected, since
they will be located at least 90 minutes from the closest
health facility). It 1is difficult to visualize how all of this
would take place in any coherent fashion.

Ehe Potential for Community-level Economic Support for PROSAR
Hea}th Workers &

According to MOH tradition, all health facilities -~ from
hospitals on down to the level of the health post == are
supported by patronatos, which are in essence conmmittees made
up of Jocal leaders. These patronatos are at the service of
the health facilities and assist them in raising and spending
money in benefit of the facilities. In fact, they have been
formally set up by the MOH and are subject to a code of
regulations subsumed under the Ley de Patronatos, which
restrict use of the momey to purposes rclated to the health
facilities they represent. Some of the patronatos already

existed under another name (usually comité or directiva) before
the MOHN appeared on the scene and had traditionally worked on a
wide variety of community projects, which may or may not have
{ncluded health care. The Y2rpge majority have apparently been
formed more or less on the spot, out of what amounts to an
organizational void.,

Paticnts who use health facilities are charged a fee of
two colones for each consultationj at the hospitals and the
centers this fee 1s usually collected, while at the lower
levels, the units and the posts, it is common fol patients to
pay whatever they are able, which 1is often nothing. This money
is placed in a fund which is managed by the staff of the health
facility, although 1t 1is referred to as the patronato fund.
Extra moncy may be raised through various activities staged by
the patronato or facility staff or both (as is often the
case). And in theory all of this moncy is pooled and spent in
accordance to mutual agreecment recached betweea the head of the
health facility and the patrounato. Funds are commonly used to
buy medicines which have not becn supplied by the MOH, to cover
staflf salaries, or to purchase needed ecquipment.,

In practice, howvever, the Pg}gggﬁﬁg_scheme 1s a good deal
more complex and less reliable than its ideal
characterization. As a generxa) rule, the patronatos
currounding hospltals and centers tend to be stronger and more
capable of raising money through activities than thelr
counterparts at the lower levels, although even here thedr
record is spotty at best. The ﬂatronaigi_of.some of the
hospitals and centers apparently exist “only in name;” and
where this is the case virtually all of the money available

through the “patronato fund " comes from patients' visits and 1s

iqp
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managed ty health facility staff. In a few cases, the
patronatc takes an active role and actually works to raise
money ::{ 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 tae unit and post levels the number of functioning
patronatc: drops off sharply. 1In fact, at the level of the
municipal headquarters, where these fncilitica are usually

located, :here are very few local participatory organizations
that exis: for any purpose. The Interaction of patronatos with

units aad posts, while not entirely absent, is tenuous and
usually j2rfunctory, more symbolic than funcLional.

At tie cantén level, where the (ARS) work, the local
community group, if it exists, 1s penerally called either a
directiva or a comité, Again, the cantonlevel directiva
should nc: be scen as a functioning Iinstitution that 1s
regularly found throughout the rural areas of El Salvador. In
soae comranities it exists to carry out village projects such
as constiiction of a school or repair of a bridge or a
washed-ou: road. But even this is infrequent. The ARSs have
tried to /ork with those which are operating or help form them
when they don't exist, but work fn this direction has been, by
all accou:ts, slow and difficult, '

One initial versicen of the (IROSAR) proposal suggests that
these locil directivas can usc their cnergies to gather
together aoney (and perhaps food) within Lhn cuntdn to pay a
monthly s:lary to the Ayudnnte Comunitario de Salud (AGS), who
would vor. full-time, thus assuming a burden akin to that which
the MO i h\s carried in the ARS program, The fcasibility of
this s;hene 1s doubtful for scveral reasocs,

Firs:, virtually everyonec interviewed noted that the
cantone< ire far too poor to assume this expense, especially in
the precse.t climate of drammatic uncmployment and the rising
cost of living. Given an average community of 150 families,
cach fami.y would be required to produce two colones per month
to pay Lh: Community Leader 300 colones (§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 wi uld have to gather together four colones each month
== an 2act 'onomically high figure for pecople living on the
borderlin: of subsisience.

Secced, it is clear that the Community Leader would be
doing v-c¢ ually the same things presently expected of an ARS,
with pertips a few additional tasks added on. VWhile early
plans a:, .med that this set of responsibilities coulé te
carried cit In a 15 hour week, working after the close of a
regulavr « rk schedule, realistic asscssment of the situztion
shows tia the projected work plan comprices a full-rime job.
(The pran J-down version of what would be expected of the
PROSAR vo .unteer is so skimpy as to represent an emaciated
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distortion of the original concept of the program.) This being
the case, it is difficult o see how the Communlity Lecader is to
somehow be paid by the cocauity and the ARS by the MOH, This
is assuming, of course, that the MON will continue supporting
the ARS program.

Third, there 1s overwhe.ming evidence that the directiva
(or the comite), which would presumably be the local T
{nstitution charged with raniging the contract with the
Community Leader, cannot be :ounted on to functlion on a general
basis throughout the country. In many cases (if not most) 1t
simply doesn't exist at the ~antén level as an operational
entity. And even where 1t ¢éres exist and serves to undertake
and successfully complete coasmunity projects, in no case does
it manage cash and pay the monthly salary of anyone rendering
services to the community. .n other words, if such
responsibilities were to te ~ontemplated, the institution would
have to be created and/or st.engthened, and an.
administrative/banking mechealsm would have to be implanted.

There do exist some casz2s in which cooperatives in the
agrarian reform scctor have used already existing mechanisms of
this sort to hire ARSs and s:hool tcachers. This sort of
arrangement has becen conscicusly sought by the government, and
several cooperatives have attempted to lure needed ARSs and
teachers to work for them. The most common arrangement is to
automatically subtract a set fee, usually one coldén, from the
monthly wages of each cooperative mer er., In the Eastern
Regilon, one cooperative took in an ARS but stopped footing his
salary after three months. A teacher, who received 400 colenes
per month from another cocpecative, lasted seven months . Two
teachers, both receiving 35C colones per month, have been
working at anotherx cooperative for about three months and
alrcady there are growing murmurs among members to the effect
that they should not be covering costs that the Ministry of
Fducation should assume. i the Western Reglon there are some
rather sophisticated coopeta:zives with relatively complex
administrative structures that are apparently supperting ARSs,
and perhaps teachers (but Iniormation cn this point is weak).
However, 1t 1s apparently the case that the attempt to have the
agrarian reform cooperatives pick up the cost of ARSs working
for them has been far less « uccessful that initially expected.
Thus, even where the mechanism exists, the record is poor.

In conclusion, the assumption that Santén—level
associations are organizea cf can easily be organized to
collect and manage money, even 1f money were available (which
{t is not), and use it to pay regular wages (however minimal )
to 2 Community Leader is uaisunded. No cases in wb’-h this
sort of arrangement has func-ioned have been found, und our
understanding of the nature of the rural areas of El Salvador
leads squarely to the belief that rellance on directivas for
this purpose will result §n frustration. Even where
cantén-level directivas are oarganized and are carrying out

comnunity projects, they do not have the capacity to administerl
a steady flow of money to ccverl salaries.

L
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Although it is not entirely certainm that agrarian eform
cooperatives are incapable of collecting and mani?ing money to
pay the salaries of ARSs (and tcachers), there is -rough
evidence to show that this strategy is not very re'diable, Ir
fs hypothesized that it will have the best chance of working on
the larger, more cconomically sophisticated coop=t:tives, which
only comprise a small fraction of those within vhe agrarian
reform scctor, By no means can 1t be counted or tiroughout the
sector. It must be realized that the agrarian ref:rm
cooperatives are already deeply in debt, and assurostion of
still another expense, especially when the servicc being pald
for is rot apparently productive in the short run, is perhaps
unrealistic, At lcast, this rcasoning has been eofiered by
community organizers familiar with failures on covojeratives in
the Eastern Region,

!olm1tecrs and Other Variationss

An alternative to the notion that communitics could pay
regular salaries for PROSAR health workers was th#t the health
workers would simply be unpaid voluntecers. This s-heme removes
the burden from both the MOH and the community zn¢ relies on
the altruistic spirit of the PROSAR worker, It has already
been noted that 1f the health worker, called a L¥der
Comunitario de gilgg_(LCS), were to work on a VHlUitary baslis
his schedule would be cut down to fit within a 15 aour week,
However, even with a greatly rcduced work load, thz
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 PROGAR proposal apparently fiyured that
the tradition of donaling one's scrvices free of charge was
sufficiently well-established to allow the unpaié .CS concept
to take root and flouvrish., However, closer Inspec:lon of a few
of the volunteer or scemingly voluntecer programs tiat do exist
makes this assumpticn more problematic and tenuous.

The volunteers with the Malaria Program are olten brought
forward as an example of how the incentive of helping the
community 1s sufficient to extract volunteer work. 1In fact,
however, the malaria volunteers have a small, closely-defined
list of tasks -- taking blood smears and passing cat pills and
writing down minimal information -~ that does not 2ncroach
substantially on the time they need for productive activities
and does not take them far from theidr homes.

The traditional midwives deliver the vast =2.iurity of the
babies in the rural arcas and they receive paymeat (however
small) for their services. Most of them are wozcn over the age
of 50, are 1lliterate, and are in a real sensc exyerienced
specialists in all aspects of pregnancy and chilctirth., Beyond
this, and most important, they fill a culturally p-estigeous
position in society, one which carries a heavy luvzi of
tradition with it, As with the malarial volu te~rs, thelr
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profession 18 narrowly circumscribed, although it {nvolves
considerably more responsibility and time,

Save the Children has been working since 1979 with
voluntcer Health Promoters (as well as premoters in education
and agriculture) in four towns of El Salvador (Llobasco in
Cabathas, San Martfn in San Salvador, and two communities in La
Unién). Two or thrce volunteer promoters are located in each
community. They are young (average 23 yrs. of age) and they
work in their free time. They are not paid for their services
instead, incentive to work without remuncration comes from the
recognition they gain from their fellow villagers. They are
given continuous technical and moral support by .Save the
Children staff, and in {ts limited functions the program is
apparently succes sful.

The Catholic Church has health promoters in out-lying
communities who serve as ambulatory medicine vendors. They
work part-time and are remumerated for their time through a
percentage of the drugs they sell at a price just under that of
nearby pharmacies. While this comprises a service to the
community and at the same time is to a large extent
economically self-sulfficlient, {t is limited almost entirely to
curative medicine. 1f some combination of this scheme were to
be attempted in PROSAR, 1t would be necessary to move the focus
of the ACS away from conmunity development or eliminate it
entirely, and concentrate on the sale of medicines. Clearly,
this would dillute considercbly (if oot climinate) the core
concept of PROSAR's original design. Beyond this, the legallity
of such a scheme within the MOH would have to be reviewed.

In sum, voluntcers have been used throughout the rural
areas for llmited trasks that do not cut significantly into
their schedules of production. Thus, the idea of utilizing
volunteer collaborators in the caser®os, where they will work
as satelites that complement the work of the ACS, should be a
productive arrangement ., Attempts to squeecze a full-scale work
schedule out of peasant volunteers carrying out a complex of
tasks will surely faily and thoughts of relying on rural
community organizations, where even these do exist, for
cconomic support of the ACSs should be put aside. 1f the
original concept of PROSAR health workers {s to be kept intact,
the MOH will nced to pay them a salary. The salary should be
similar or identical to that earned by an APS.
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Conclusions and Issues s

(1) The Programa de Salud Rural (PROSAR), as it is now being
developed within EFEwMOH, shows obvious parentage with the
Programa de Ayudantes Rurales de Salud (ARS), a rural hecalth
“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 ecxcept in its explicit call for stronger cuwphasis 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 expericnce 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., 1In
fact, 1t 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 theMOH, In other
words, there presently exists in the MOH a large body of rural
health outrcach agents with considerable experience and talent.
This experience 15 valuable and should not be lost.

(2) The proposed desigu of PROSAR is perhaps best secn as a
methodology which would be used, with substantial effectiveness,
to fine-tune the ARS program. 1If used with committment, it could
build upon the solid foundation already laid by the ARS program
and strengthen the MOH's rural health outreach capability. The
closer PROSAR follows the ARS program model, the greater chance it
will have of functioning. This i1s to say that while the pllot
phase of PROSAR is being rum 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. 1f
they are allowed to run parallel to cach other without touching,
it 1is probable that PROSAR will shrivel up and fail within a short
time.

(3) It is unthinkable that the ARS program could be cut and iu
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 nceded
in a band of newly~hired employees for an "innovative" program
which 1s a virtual copy of the defunct program,

(4) The MOH has consicered 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 money 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
bring immediate productive returns to the community: and (b) El
Salvador's rural communities are not generally cohesively
corganized for communal tasks, especially those that involve
collecting and managing money. Beyond this, similar arrangements
with ARS and teachers have been attempted within a number of the
cooperatives of the agrarian reform sector -- where management
mechanisms exist -= with very little success.

The second alternative involves cnlisting the PROSAR health
workers as volunteers. While volunteerism is fairly common in
rural El Salvador, it 1is almost exclusively done on a very limited
basis, with specific, well-defined tasks; and it does not cut
significantly into the time volunteers need for productive
activities. 1f the PROSAR worker is to be a community development
agent who coordinates his efforts with other government ministries
and private agencles, volunteerism cannot be counted on. If his
dutics are sharply circumscribed and restricted to a minimal range
of tasks, then unremunerated collaboration may be expected.
However , the adoption of this lost option would mecan simplifying
the program to the point where it would cancel out its own
objectives, which are to stimulate community participation.

in conclusion, 1f the program is to work the PROSAR health
workers must be paid a salary (probably equivalent to that which
an ARS currently receives).

(5) The ARS program should be continued, and strengthened through
the efforts of PROSAR, for it is a vital link between the formal
health establishment and the rural outback of El Salvador. At the
same time, however, certain cconomic recalities must be confronted
and pondered. At present, the ARS program consufmes more than 2
million colones In salaries per year for the ARSs and their
supervisors, If PROSAR is launched as something separate, with
{ts projected 171 ACSs in place within the next five years (who
would presumably carn a salary similar to the ARS), and the ARS
program were to continue, this would add another 1.5 million
colones just in salaries to the MOH's rural outreach program. In
total, this would represent, within t*e next five years, an
estimated 3.5 million colones (without accounting for inflation,
which is presently racing forward), in salaries to cover the twvwo
programs (or the one program, 1f they are to be merged).

(To this, just for the fun of it, we may add the apprximately
100 ARS presently working for Project HOPE, since it 1s rumored
that they will eventually be absorbed by the MOH. At the salary
of the MOH ARS (which is apparently low by HOPE standards), this
would represent another 900,000 colones, raising the total to just
short of 4.5 million colones per year in salaries alone.)

The pilot phase salaries for PROSAR do not represaent a major
expenditure, and they can be used to test the new methodology.
Expansion of the program, unless it is done with ARSs, will

probably be too expensive,



ANNEX G
20

(6) The supervisory system proposed for PROSAR would add another
51 paid cmployees to the roster, 17 vehiicles, 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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EVOLUTION OF THE MOH SHARE OF THE
TOTAL CENTRAL GOVERNMENT BUDGET ALLOCATION
ND EXPENDITURES

SHARE OF BUDGET

YEAR ALLOCATION SHARE OF EXPEMDITURES
1975

1976 10.6% 10.7%
1977 10.1% 10.2%
1978 10.7% 10.7%
1979 9.7% 9.8%
1980 10.6% 10.8%
1981 8.6% A 8.7%
1982 8.1% 8.5%
1983 8.1% 9.2%
1984 7.2% 7.0%
1985 7.6% 7.5%
1986 7.1%

Source: Informe Complementario Constitucional sobre la
Hacienda Piblica, 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
(IN CURRENT COLONES)
YEARS TOTAL (FINAL) BUDGET ALLOCATIONS  OPERATIONS BUDGET _ CAPITAL BUDGET
1975 82.196.160 68.684.710 13.511.450
1976 111.269.600 84.547.000 26.722.600
1977 128.287.862 98.731.400 29.556.500
1978 148.504.300 112.879.300 35.625.000
1979 147.155.000 125.695.000 21.460.000
1980 186.396.000 151.479.000 34.917.000
1981 187.972.900 160.360.000 27.612.900
1982 180.546.400 151.846.400 28.700.000
1983 177.822.600 145.821.0600 32.001.000
1984 213.891.500 157.965.000 55.926.500
1685 197.532.900 164.601.700 32.931.200
1986 186.886.160 170.876.750 16.011.430

Source: Informe Complementario Constitucional sobre la Hacienda Pdblica,

Ejercicio Fiscal, various years; Diario Oficial Tomo No.289, No.243,
Dic. 21, 1985.



1979
1980
1981
1982
1083
1984
1985
1986
1987
1988
1989
1990

1991

TASLE 4

ALLOCATION
(Col. 000)

147,155.0
186,396.0
187,572.9
180,546.4
177,822.6
213,891.5
197,532.9
186,885,2
197,852.9
199,779.0
201,705.9
203,632.4

205,558.9

AS % OF
GOES BUDGET

9.7
10.6
3.6
8.1
8.1
7.2
7.6
7.1
7.14
7.07
6.99
6.91

6.83
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MINISTKY OF HEALTH BUDGET ALLOCATIONS AND PROJECTIONS

AS % OF
GDP

1.71
2.09
2.17
2.01
1.76
1.87
1.41
1.393
1.386
1.375
1.363
1.351

1.339
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YEAR TOTAL EXPENDITURES _ OPERATING EXPENDITURES  CAPITAL EXPENDITURES

1975
1976
1977
1978
1979
1980
1981
1982
1983
1984

11985

Source:

86.465.425
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100
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700

84.251.800

98.192.400

108.755.300

123.169.000

147.491.100

152.184.100

149.823.100

143.515.300

167.288.500

164.445,400

26.577.400

28.868.400

34.523.500

18.921.500

30.944.600

14.841.800

15.854.

26.880.

000

600

34.262.7C0

12.077.300

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

Piblica,



ANNEX H
P
TABLE 6 age 9 of 13

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

YEAR TOTAL EXPENDITURES  OPERATING EXPENDITURES  CAPITAL EXPENDITURES

1975 114,959,700 (1) 96,062,500 (1) 18,897,100 (1))
1976 144.685.640 109.989.295 34.696.345
1977 148.435.514 114.710.748 33.724.766
1978 147.710.103 112.118.866 35.591.237
1979 130.718.031 113.310.948 17.407.083
1980 139.839.890 115.588.636 24.251.254
1981 114.088.730 103.950.888 10.137.842
1982 101.269.621 91.578.912 | 9:690.709
1983 92.056.132 ?7.533.928 14.522.204
1984 92.671.118 76.095.065 16.576.052
1985 69.937.678 65.152.694 4.784.984

(1) Allocated

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

Source: Computed from data contained in various issues of the
Informe Complementario sobre la lacienda Piblica,
Ejercicio Fiscal.

\1') )
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DISTRIBUTION OF THE MAJOR OPERATIONS
EXPENDITURES OF MOH's NON-HOSPITAL FUNCTIONS

(IN THOUSANDS OF COLONES)

THESE OPERATIONS
EXPENDITURES AS A

MATERIALS, SUPPLIES % OF TOTAL OPERATIONS

YEAR PERSONNEL MACHINERY & EQUIPMENT  EXPENDITURES

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

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

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

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

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

1982 47.260.6 8.175.2 98.3 4
(85%) (15%)

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

1984 55.879.7 3.970.7 98.6 %
(93%) ( 74)

1985 59.,772.1 5.350.3 97.5 ¢
(92%) ( 8%)

1936 53.453.3 19.010.4 98.8 %

(77%) (23%)
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THE GROWTH OF MATERIALS AND SUPPLIES COMPONENT
OF THE REGIONAL HEALTH SERVICES PROGRAM EXPENDITURES -

Nominal colones

Real colones*

Annual % change
in nominal
terms

Annual % change
in real terms

Nominal colones

Real colones

Annual % change
in nominal
temns

Annual % change
in real terms

1977-85 Averages:

Overall changes
1977-1985

1977 1978 1979 1980 1981

1.251.347 1.354.407 1.320.670 1.883.233 1.998.585

1.461.854 1.3§6.296 1.214.968 1.475.888 1.365.154

* CPJ-based adjustment.

( 8.22) (- 2.5%) (42.6%) ( 6.1%)
(-4.5%) (~13.0%) (21.5%) (-7.5%)
1986
(original
1982 1983 1984 1985 allocation)
1.322.983 1.235.175 1.509.777 1.450.894 1.875.910
808.669 667.301 730.419 574.839
(- 3.4%) (- 6.6%) (22.2%) (- 3.9%) (29.3%)
(-40.8%) (-17.5%) ( 9.5%) (-21.3%)

Average annual growth ratc of noiminal expenditures: 2.0%
Average annual growth rate of real expenditures: — g e

Ccumvelative annual growth rate of nominal expenditures: 1.85%

15.9%
-61.0%

Nominal expenditures:
Real expenditures:

Base is 1978,

Source: Informe Complementario Constitucional, various years.
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ANNEX 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.J.D. through authority to he
contained in the Project Agreement. The following plans will be reviewed
against the new ceiling requirements being developed for U.S. personnel
in El Salvador, and 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
candildates.

The MCH will be involved in finalizing the scopes cf work for the
technical assistance team to ensure that they feel their neads have been
adequately reflected. Three long-term technical assistance advisors will
be provided for the duration of the project; these are: Chief of Party
armd Health Planner; Systems Advisor/Deputy Chief of Party; and Management
Development/Health Services Research Advisor. 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 heen
reduced. Thege include advisors 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 required, in the development of specific MIS
sub-systems, to assist the MOH persomel conduct applied health research
gtndies, 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
assistance, including those which are within the scope of the project and
others which must be met from other funding sources. All technical
assistance to be provided through the Project will be agreed to jointly
by the MOH and USAID.

A summary of these technical assistance requirements, and hrief statement
of duties for each follow.
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SUMMARY OF PROJECT TECGINICAL ASSISTANCE

Area Person months Counterpart Units

Project Management/Health Policy and Planning

C.0.P./MD and Health Plamer 57 pm Planning Directorate
and Vice Minister
Management Development/ Directcr General and
Henlth Sves. Rsch. Alvisor 57 om Planning Directorate
M.I.5. Aldvisor 21 pm plus 9 inter. Information Unit

Logistical Support: Acquisition, Distribution, and Management of Drugs

Medical Supplies, Fquipment and Facilities

Dep. Chief of Party/lngistics Supply Unit

Manager and Systems Advisor 57 pm and Vice Minister
Procurement Advisor 2l pm plus 12 inter. Admin. Dir/Procurement
Clin. Pharm./Formulary* 18 pm plus 18 inter. Supply Unit**

Biomed. Equip. Maint. Spec. 18 pm plus 18 inter. Admin. Dir/Gen. Svcs.
Transport/Vehicles Alvisor 12 pm plus 15 inter. Admin. Dir/Gen. Svcs.

Improving Basic Health Services Delivery

Training Advisor 24 rm plus 18 inter. Dir. General/Trng.Cntt
Malaria Control Officer 24 pm plus 18 inter. Malaria Division

Short Term Consultants to he provided under Project

Health Sves. Rech. Advisors  Total 15 pm Planning Directorate
MIS Sub-system experts Total 18 pm Information Unit

DAC Advisors** Total 24 pm Supply Unit/DQC
Yealth Educ. Advisors ™Htal 14 pm Technical Oper. Dir
Eoidemiologist/Entomolagist  Total 4 pm Malaria Division

*k

This advisor will provide on-the-job training for the Salvadoran staff.
However, MH officials report that there are cnly two Salvadorans
specifically trained in pharmicology (one in ISSS and one at the
university), so that further training may be required for those who will
be on the staff of the Drug and Medical Supplies Unit. Short-term
training will be needed after the first year, and is available (in
Spanish) in Spain, Costa Rica, Guatemala, Panama, and Mexico.

Drua Quality Control advisors are expected to be needsd in several
spacialties, for 6 person-months each: Analytic, Bio- railability,

Pharmakinetics, amd Microbiology.



TECIINYCAL ASSISTANCE - SCOPES OF WORK

Field of
Expertise Timing

(A) Long Term

C.0.P./Health Planner 57 person
months

The Chief of Party will be a health
planner/physician who will work with the the
Directotr of the MON Planning Directorate as
his/her principal counterpart, but will also
relate to the Vice Kinister. The Chief of Party
will coordinate and supervise the sctivities of
the other members of the technical assistance
team. He/she will be the principal contact
between the team (and the contracting company)
and the MOH, GOES, and AfID. He/she will review
their scopes of work and periodic work plars
with them and MOH colleagues to assure
relevance, appropriatenescs, aad feasibility,
especially with regard to MOH policies, plans,
programs, and activities. As necessary and
approprizte 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 HOH Planning Directorate, in all areas of
health planning, with emphasis on those health
planning areas and tasks specifically noted in
the Project Paper and on tnose activities of the
Planning Direc.orete directly related to the
Project's purposes, outputs, and activities.

GT JO ¢ =beg
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Deputy C-O-P-/Logistics
Manager zng Systems
Advisor

57 person
months

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 to assist in applicatior of that capacitcy at
all levels. He/she will also work with
counterparts, other HMOH staff and other MOH
advisors (including those from other projects
and supported by cther donors) to coordinate
planning and implementation of health sector
programs and activities.

The Project's Marager/Systems Advisor will have
as his/her chief counterpart the Director of the
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 overseas experience, who will alsc
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 tesm 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 work 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
and offerors; procurement contracting; receipt
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Management Development
and Hlth. Sves. Rsch.
Adviscr

57 person
months

and evaluation ol goods supplied; follow-up on
deficiencies; record keeping and inventory
control; warehousing and storage; transport;
ordering, order processing, and distribution
within the MOH system; supervision; stock level
systems, criteria and controls; financial, stock
control, and performance monitoring systems; and
supply program monitoring and evaluation.

The Project's Management Development and Health
Services Research Advisor will be a Health
Services Managament eypert with appropriate
overseas experience and with knowledge, skills
and experience in applied hesith services
research in developing countries. He/she will
wurk closely with a counterpart in the HOH
Planning Directorat:, and will have the
responsibility of assisting the Planning
Directorate an< MOH managers to develop and
strengthen management support systems,
especizli:y as indicated in the Project Paper and
with regard to management systems and problens
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 objeztives,
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; develepment and
initial fearibility assessment of alternative
approaches tc 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

GI JO g obeq
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(B). Short Term

K.I.S. Advisor

21 person
months, plus
9 intermittent

his/her work, the advisor will help the HOH to
develop and improve its support and management
systems snd to augment and apply its capacity
for problem solving approaches and health
services research {as outlined above). This
will include development with HOH colieagues of
relevant training programs and applied health
services research programs. It will also
involve development of a network of MOH {and
other Salvadoran) colleagues with interests and
capacities in those areas, in contact with
international rnsource instituiions and with
other groups and individuals involved in similar
efforts.

The KIS Advisor will be experienced in the
design and implementation of comprehensive
ctomputer-based msnagement information systems in
natienal, regional and local lavel 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 of
the following sub-system categories:
biostatistics, drug supply managenent, vehicle
Raintenance, biomedical equipment maintenance,
pesonnel 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 KIS advisor will have the head
of the Information Systems Unit as his/her
counterpart, and work closely with the
newly-established Information System Users
Committee.

GT Jo 9 obeq
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M.I.S. Sub-systems
Advisors

Procurement Advisor

18 person
months

21 person
nonths, plus
12 iatermittent

The MIS Sub-systems adviscrs 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 egquipment maiintenance,
personnel and finance. The KHOB will work with
the HIS 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),
accerding 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, wWith substantial
experience in drug procurement systems. The
Procurement Advisor will work closely with his
or her principal counterpart, an MOH official
within the Procurement Division of the
Administrative Directorate. The Procurement
Advisor's principal responsibilities will
include assisting MCH procurement personnel and
other concerned MOH officials (including the
Prug and Medical Supplies Unit) to strengthen
the capacity and effectiveness of the MOH
procurement system. Initially, the advisor will
fecus on helping the MOH to assure that
Project-provided commodities are selected,
acequately specified, put out for bid, subjected
to correct and effective bid evaluation and
contracting procedures, documented, tracked
through shipping and port procedures, received,
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Clinical Pharmaco-
Jogist/Formulary/

Drug Surveillance

Advisor

18 person
months, plus
18 intermittent

shipped to appropriate storage or forwarding
points, checked (with eppropriate follow-up as
needed for deficiencies), temporarily stored as
necessary, and released against receipt £t~ users
or others as sppropriate.

The Project's Clinical Pharmacology, Formulary,
and Drug Surveillance Advisor (hereinafter
referred t» as the Clinical Pharmacologist) will
work closely with colleagues in the MOH Drug and
Medica! Supplies Unit, with a specific
counterpart to 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 E)
Salvador (with alternate regimens 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, eguipment selection and

I XUINNY
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DQC Advisors

Biomedical Equip-
ment Maintenance
Advisor

24 person
months, intermittent

18 person
months, plus
18 intermittent

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.

Several short term Drug Quality Control Advisors
will be needed during the Project for specific
assignments related to development and
standardization of the Drug Quality Control
Laboratory within tne 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.

The Project's Biomedical Equipment Maintenance
Advisor will be an engineer (preferably a
biomedical engineer) with appropriate training
and experience in biomedical eguipment
maintenance, repair and management and with
experience in the development, operation and
management of biomedical equipment maintenance
systems. The Biomedical Eguipment Maintenance
Advisor will work closely with a counterpart,
the Director of the HOH Biomedical Equipment
kepair and Haintenance Secticn (under the
Haiutenance Division of the General Services
Department, within the Administrative
Directorate). He/she will be responsible for
assisting HOH personnel to further develop and
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Transport/Vehicles
Advisor

12 person
tmonths, plus
15 intermittent

institutionalize the Biomedical Egquipment
Maintenance and Repair System which was
strengthened under the VISISA Project. In
addition to relatively routine engineering and
operations development work related to the
Biomedical Egquipment Maintrnance and Repair
Section, Lhe 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 informalion systems
related to the section's work; personnel and
verformance evaluation; and further development
and operation of systems for monitoring and
evaluating tLhe section's performance and its
progress toward and achievemenl of its
objectives.

The Vehicle Maintenance Advisor will have as
his/her HOH counterpart the head of the Vehicle
Maintenance Department in the Ceneral Services
Division of the Administration Directorate.
He/she will also work closely with all of the
heads of the regional repair shops. He/she will
have at least five years of experience in
designing, implementing and managing transport
systems at the national, regional and local
levels for governmental agencies in developing
countries, preferably for health systems.

fle/she will be primarily responsible for
effecting additional improvements to Lhe present
Vehicle Maintenance System and for promoting
institutionalization of Lhese improvemoents,
particularly a. the regional level., The
specific focus of activity will be on
identifying and correcting obstacles to
efficient and appropriate use of HMOH vehicles;

I XINNY

ST Jo 01 @begq



Training Advisor(s)

24 person
months, plus
18 intermittent

refining and institutionalizing the MASCI
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 pregrams for mechanics and drivers.

The Project's Training Advisor will be a health
or training professional with adequate and
appropriate experience in task anaiysis and in
the desipn, development and implementation of
competency-based training programs for auriliary
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 MOH and T.A. personnel who arse
developing norms and standards for job
performance within the basic health care
services and support systems.

The Training Advisor will help MCH colieagues
(and other T.A. personnel) to define specific
knowledge and skill requirements 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, graduste nurses, social service
year physicians, regional supervisory personnel,
sanitary inspecters, and nutritionists.

I XEONNY
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Malaria Control
Officer and
Advisors

24 person
months, plus
18 intermittent

There will be three short-term Malaria

advisors: Malaria Control Officer, Hedical
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
Technical/Operative Dirvectorate 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
entemology aspects of such a program, including
design of headguarters and field operations
covering anopheline bionomic¢s 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 insecticides of adults and
larvae; b) bioassay determination of duration of
effectiveness of insecticidal residues on
various types of sprayed surfaces; and c¢)
bicassay evaluation of effectiveness of
ultra-low volume (ULV) applications of
insecticides.

The Malaria control officer will be a senior
prade local hire with at least a master's degree
in the biological or engineering scienres, with
a degree in medical entomology or parasitology
preferred. He/she will have no less than five
years' experience in mosguito control or malaria
control, and will be familiar with the proper
application and use of pesticides in a malaria
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control or mosquito control operations and be
able to train personel in these subjects with
speciel smphasis on health safeguards. He/she
should have at least three years' experinece in
an international organization, UU.S. agency or s
country program which has as its main activity
the control of malaria or other vector-borne
diseases.

He/she will act as she part-time specialist in
the ¥alaria Department, assisting the MOH in
lanning, operation, monitoring and evaluation
of the department's program snd 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.

Tiie 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
constructin materials commonly used in rural
housing, and b) field technigues 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)
malariometric data, analysis of such data, and
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Health Education
Advisor(s)

Health Services
Research Advisor(s)

14 person
months

1S person
months

the translation of such analyses into
operational strategies.

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 gqualitative and quantitative aspects
of the networks of Voluntary Collaborator Posts.

The Health Education advisor(s) will have at
Jeast an HPH or MA with a specialty in health
education in developing countries, and will have
at least three years' experience in designing
and implementing health education aud mass
communications programs at the national,
regional and local levels in developing
countries. The specific expertise and training
requirements 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.

Short-term health services research advisors
will be called upon as necessary by the MOH to
assist the HOH in designing and implementing
health services research projects. One
individual could be selected to provide
assistance un an as-needed basis throughout the
project, or several individuals selected for
particular areas of emphasis. In any case, the
specific experience and training and scopes of
work will be deterained by the MOH based on
particular needs throughout the course of the
project. He/she will work with the head of the
Planning Directoerate as primary counterpart, and
with other offices (including regional offices
and facilities) as appropriate. He/she should
have at least five years' experience in

GT 3O p1 abe.

I XENNY



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.
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Annex J

DETATLED PROCUREMENT PLAN

1. ASSESSMENT OF HOST (DINTRY (ONTRACPING CAPABILITIES

Throghout the implementation of the on-joing Health Systems Vitalization
(VISISA) Project, inmumerable problems have been encountered as a result
of short-comings in design and most elements of implementation, including
procurement. A very hasic limitation of the Ministry of Health was their
inabilitv to develop a timelv and accurate Aetermination of needs. with
that hasic limitation, procurement problems were destined to occur.

Host conntry contracting for the importation of pharmaceuticals was
attempted at one point in the VISISA Project. That tender was eventually
cancelled, as onlv a few bids were received {reflecting the U.S.
pharmaceutical industry's lack of confidence in procurement proceduras
other than those they are used to), and the few bids received Aid not
meet the A.I.D. and GOES requirements.

The anproval process for local procurement nder the VISISA Project is as
follows:

1. Hospitals and other health care facilities send lists of requirements
to the MO Procurement Dffice. The MOH Procurement Office forwards
reqiirements for those which GOES funding is not available to the VISISA
Aiministrative Unit.

5. If the items are allowable under the VISISA Project and funis are
available, the Administrative Unit will reserve funds.

3. an allocation of Project funis is then requasted from the Ministry of
Planning D€fice respmsible for the control and andit »f all funds in the

"axtraordinary" budget, the Secretaria Tecnica del Financiamento Externo
(SETEFE) .

4. Upon receipt of the allocation (which may take anywnere from two
weeks to three months, the Aministrative Unit forwards a raqisition to
the MOH procurement office.

5. Depending upcn the value of the nrommramant, the following approvals
3re required:

a. Promrements less than $5,000: An informal solicitation of
offars is made; offars are evaluated by a Ml bid evaluation
committee; and a Purchase Order is issurd to the awardee, If the
Pirchase Ordar is for less than $200, the Procurement Director may
sign it; otherwise it must be signed by the Minister of Public Health.
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h. Procuremerts between $5,000 and $20,000: Solicitations are
prepared ard forwarded to USAID for approval. Upon receipt of
approval, the solicitation can then be provi‘ied to several suppliers;
offars are received and evaluated iy a committer. These evaluations
and Araft contracts must be approved by USAID b2fore signimg.
Tontracts over 10,000 miust also he forwarded tn both SITEFE and the
GOES Court of Accounts for approval of funds.

2. Procurements over $20,000: Notioe of tender is published in
1local papers; solicikation “document prepared and forwardesd for USAID
prior approval. Thae solicitation is then issuerl and offers arn
opened publinly.  The process then continuns with the same anprovals
33 requivred in h above.

The Ministry's ability to Jdeternine its neads has bemn enhancod
considersbly bw the tachrical assitance being provided by the VISISA
Project., Diffimltics cansed by inventory oroblams should be minimal for
this Projact because of the technical assistance that has hoen provided
in this reqgard and the establishment of the new Dong and Medical Snoply
Unit and the MIS contrnl system. ‘lovever, even with these improvements
in the overall system, the "¥ nrocarament »ffice lacks experience with
AID host country contracting procedures for imorts, has general limited
capabilityv, and is saddled with the GOES cnmbersome prooivement
procednres which mder VISISA have been complicited even more with the
nmher of anravials regoirad.  Given the abowve, and the recuirement for
U.S. FDA quality assurance of rharmacenticals, the MY will pnrchiase only
limited local shelf-items and local personal sorvice requivements for
this Project. As technical assistance efforts at strengthening the MO
nrocuremant capabilities take affect, more looal services might he
contracted by the host country if a revevaluation »nf theiv procurement so
warrants.

IT. COMMODITIES

a. Pharmaceuticals and Medical Supplies.

Planning the procurement of pharmaceuticals and mxiical supplies for this
Project is facilitated by the evperience that has boen gained by USAID
and AID/W, as well as the MOH undar the VISISA project.  In addition to
this experience, any promrenent procedire mist alsn factor in the
recently heightanad sensitivity to quality assuranee of drugs and medical
Aevices,

As noted earlier, the pharmaceutical procurement problems encountererd
durina the VISISA project wzre caused by a variety »f factors, but mainly
related to the nntimely determination of needs. If the phamaceutical
requirements are kiown sufficiently in advance, standard procedures can
be followed that will help to onsure the cost-effective proourement of
pharmacenticals that meet the quality standards required by AID.  Host
country contracting was unsuceessful in the VISTSA proaject, and given the
hurdensome procurement approval procedures, it will not be used for
procurements for this project.
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The U.S. General Services Administration has considerable axperience in
these types of proourements, hut has been faulted for not providing
timely and thorough status reporting. Proourement Services Agents are
unproven at large pharmmaceutical procurements and their ability to
coordinite with FDA and assure quality requirements is unknown. In
comparison, the USAID's experience with the Veterans Mministration (VA)
is positive, and are the USAID's preferred procurement charnel for
pharmacenticals. If arrangements cannot he made with the VA to provide
procurement services for this project, USAID will request AID/w assign
the procurement responsibility to GSA, ani try to develop a system for
more timely status reporting.

Ongoing AID-financed and GDES-funded procurements of phamaceuticals are
axpected to satisfy needs through March, 1987. The MOH has stated that
the pharmaceutical requirements for the period beyoi that time-frame
will be known by Auqust, 1986, PIO/Cs will be prepared and forwarded to
AID/W in October/Novemher, 1986, which should allow sufficient time for
the VA or (BA to make awards by February, 1987, for product arrivals
heginning March/April, 1987. However, given the possibility that
Aisbursements are delayed or other possihle unforescen delays affect the
schedule mtlined ahove, USAID will assist the MOH to make an additional
procurement. of pharmacenticals with PL 480 local currency furrls, such
that thedelivery of proect-finded pharmacenticals is less critical until
June/Tuly, 1987,

The issie of Maximum Order Limitarions (MOL) comes into play only when GSA or
VA is nmurchasing from the Federal Supply Schedule (Fss), which wonld not be
anticipated in the above—described scenarin. The large volume of procurements
under this prodect would normally not be cost-effective if purchased under the
FSS aqreements that are neqotiated based on smller qunatities. Much better
prices uoild be expected as a result of the VA or (SA tendering process for
the large MOH requirements. Therefore, in order to ohtain the best prices, it
is essential that the MJIl requirements be ilentified early enough to allow for
proner tendering hy VA or GSA. Given the improved MOH inventory system and
requirements forecasting ability, timely processing of PIO/Cs is anticinated.

h. Biomedical, Scientific and Soraying Fquipment, MI° Hariware and Software,
and Insecticides and Larvacides

The M has deweloned equipment lists by facility type Aand prepared a list of
nio-medical equipment. However, given the camplications arising in
hio-medical equipment waintensnce caused as a result nf the wide variety in
equipment tyne and brand, the final Jdevelopment: of specifications will be
develoned based on a M standardization policy which will be developed in the
early months of this Project. The requirements for the Hudson Sprayers and
spara parts for the malaria program have been identifird and specifications
developed, and are included as an Annex to the malariologist's report. The
requirements and specifimtions for the insecticides and larvacides have also
heen completed, but the procurement should be timed so that the material
arrives as necessary to ensure its availability for the spray cycles.
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Application of the insecticides is made during the rainy season (March -
Octobar). Current and arriving stocks of insecticides will he sufficient for
needed application until Jime, 1987. Therefore, insecticides and spraying
aquinment: purchased undar this Project will be ordered for arrival bhefore
Jume, 1987. The larvacide application is during the dry season (November -
April), so its procurement. will b2 timed so that arrival of prodiuct is
September/Octcbar, 1987.

The Management Tnformation Systom (MI5) hariware and software reculirements
have heen identified, but specificatons can be finalized only after the
curtent technical assistance contractor oomlates the ongoing orocurement. of
the MIS for the VISISA project. Compatability between the new cquipment
ohviously mist he assurad. When the system configuration and specification
has been finalized, they will he forwarded to AID/W for reviow prior to the
issuince nf 4 PIO/C tn AID/W or 5 Procirement Services Agent oontracted under
the IQ7 mecha ism.

Host country contracting for those 7918 will not be done for reasons notead in
the Assessment of ‘inst Country Zontracting Capabilities. HSATD direct
contracting is possible, bt wold vequire the issuance of several tender
dociments and the coordination oFf purchases from several suppliers. However,
15 stated above, this mechanism will be used when it is feasihlo and will
result in more cost—effective purchasing., The PSA [ mechanism will Allow
for the issnance of one ot twn wark orders for the initial project
requirements. A Mission contracted PSA will be responsible for the romaining
pPrijact requirements so that the project managers are working wirh only e
firm throughout the project (imless AID/W can arramge for the issiance of P3A
I work orders to the same PSA). Working with a limited number of PSAs
throughout the life of the project will have the advantage of easier
coordination. If the Mission conkracts for the services of a PSA, it will jn
an AID direct contract, to avoid host country contracting delays that may
oocenr Aas exnlained earlier.

<. Vehicles

Approximately 50 utility vehiclas are to be purchased each year of the projact
as replacement vehicles, and will he used primarily for distribution of drugs
and medical supplies. In addition, the anti-malarin component requires A
total of 90 light-weight mtorcv=les and two aluminum v-Imlled bmats.
Specifications for these vehicles have been devaloped.  The USAID Contracts
Office can handle this relatively straight-f>rward purchase (mach year) ,
thereby avoiding the PSA fee that wonld otherwise be charged. In addition to
the cost savirgs, the tracking of the procirement status will bhe easier within
the mission.

All equipment and materials imported under the project will bhe purchased on
the basis of CI¥, San Salvador for surface freight (via Santo Tomas), and CLF
Comalapa for air freight. Receipt, Adistribution and nse of goodls will be
handled by MOH. Tmnding from this Project may be used to finance the
contracting of two additional POTt reception parsonnel to clear ~ustoms and
initiate receiving reports, hase1 on a review of USAID's experience under the
VISISA project.,
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A. Iocal Snelf-items

It is expected that small quantities of s'mplies available locally will be
required by the Project. The MO will be required to provide USAID with an
action plan anl Aetailed budget covering these anticipated procurements .

Uoon approval by USAID of the action plan, the MM will be provided a local
currency advance to cover the proposed purchases. USAID approval of tender
dnciment s and contracts will he required only for contracts exceeding the
equivalent of $100,000. USAID will perform cursory quarterly audits and
detailed anmmal audits of MO files to assure campliance with AID
requirem~nts. Any transaction not meeting AID requirements will be disallowed.

I1IT. Souvce and Ozigin

The source and origin of pharmaceuticals, medical supplies and vehicles will
be limited to AID Geographic Code 000. The motorcycles, which are 125cc, are
covered by an AID/w-issued blanket waiver, and will have Code 935 origin
(Japan). Other equipment and materials purchased with foreign exchange will
have their source and origin in the Un‘ted ..oites and the (Bl-designated
Central American Common Market countries.

IV. Wwalvers

The proiect proposes to finance the purrhase »f 100 each portable spray pumps
from H.D. "ludson Company anai 12,000 nozzle tips for on~hand 'udson sprayers
from Sprayer Systems Company. MH has been standardized on Hwlson sprayers
for several years. Procurement of the novzle tips from the manufacturer is
required to insur= their compatability with the equipmant on haid.

The project also calls for the procurement nf ntility vehizles and pick-ups,
which will he purchased from A4C in acodriance with the MOH's standardization
plan for vehicles (Ministerial Resolutions Nos. 242 of Sept. 8, 1983, and 85
of March 13, 1985. The current inventory of vehicles of the MOH supports the
justification to purchase AMD utility vehicles (Cherckees) and pick-ups
(Comanches). Of a total fleet of 298 utility vehicles and pick-wps, 197 are
of American manufacture, with 187 or 95% of these AMC. Because of the
justifi=si MO stamdardization program and given the requirement for large
mmbers of exort models with warranty cohverage in Fl Salvador, the only
nossible source is AMC.

FAR 6.302.1 states that “When the sipplies oF sarvices by the agenay are
availahle from only ane scurce ani no other type of supolies or services will
satisfy agencv requirements, £111 and ooen competition neel not be provi led
for." Based on the foregning, anthority is requested in the Project
Authorization to purchase 100 each Hudson portable insecticide sprayers from
H.D. fludson Campary; 12,000 spraver nozzle tina from Sprayer Systems Campany,
and 255 AMC utility vehicles and pick-ups from American Motors Corp. AOther
gource and origin waivers pay he requirad for some laboratory equipment (e.g.,
microscopes and balances) Hdut the vAivers will ba sought through the
appropriate means at a lat2r Aate when the 1431 has develcoed 2 standardization
policy and the specific reqirements are identifiad.
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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 in Mexico or Venezuela. The cost of third
country training in not expected to exceed $100.000. Pursuant to Handbook 18,
Ch. 5B4c(1) and Ch. 5C, the AA/LAC has the authority to approve the requested
waiver for services 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 Froject.

47068 and 23687



COMMODITIES Corditions

lst onth 2rd. Momth 3rd. Month 4th Month 5th tonth 6th Month
precedent met
Pharmaceuticals PIO/C prepared AID/W va VA issues VA reczives Air shipments
and Medical Supplies ard forwarded assigns to VA  advertises tarders bids, begin to arrive
(first tranche) to AID/W evaluates
and awards

Bio Medical equip.
insecticides, spray-
ers (first tranche)

PIO/C prepared
and forwarded
to AID/M

AID/W issues
wory crder

PSA advertises
for biomedical

PSA receives 7th morth-shipment

bids, evaluates of sprayers begin

to P3A ICC equip & insect., and awards 8th month-shipment
places order for of equip & insect.
sprayers begins
Vehicles PIO/C prepared USAID/CO IFB for Bids for Utility 9th month
(first tranche) ard issued zdvertises for motorcycles motorcycles whicles & motorcycles begin
to USAID/CO the motorcycles issued received, pick-ups begin arriving
& places order evaluated & arriving
w/AMC for the awarded
utility vehicles
& pick-ups **/
MIS hardware amd Specs. foward- IRM provides PI10/C preparec AID/W issues 10th/11th months
software ed to AID/W X to move ard forwarded work order equipment deliver--
(first tranche) IRM for review forward to AID/W for ed ard installed
\ PSA IQC

**/ MH is standardized on NC for utility vehicles and pick-ups.
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Biomedical Equibment and Maintenance System
of the Ministry of Health and Social Assigtance
of El Salvador

Ing. Luis Oliva*
Lcdo. Carlos Pereira*
Eugene R. Boostrom, MD, DrPu*

Introduction

The Ministry of Health and Social Assistance of il Salvador
(MOH), with technical assistance from Health Information Design
(4ID) under the AID-sponsored VISISA Project, has embarked on a
program to strengthen its system for the selection,
acquisitinn, distribution, operation and maintenance of
biomedical equipment. The purpose of this report, prepared in
the course of development of a Project Paper proposing further
AID support for the MOH, is to briefly describe that system and
the efforts and plans to strengthen it.

The efforts of the MOH in this area, like those to improve
the MOH transport system, are cacried out by MOH and technical
assistance (TA) personnel working at appropriate levels of the
system, hut with =nacific Aapprovals and authorizations
(decrees, in some cases) from high level MOH officials. They
provide examples of concrete MOH efforts to decentralize its
management snpport systems and of effective Mod/TA
aollahoration to accomplish MOH objectives within the framework
of the Five Year Plan of the MOH.

Objectives and Strategies of the Biomedical Equipment
Maintenance and Repair System

The objectives of the MOH Binmedical Equipment Maintenance
and Repair System are to assure that the MOH has full use of
its hiomedical equipment throughout at least the normal

* ing. Oliva and Lcdo. Pereira are both advisors to the
Ministry of lealth under the VISISA contract of Health
Information DNDesign, Tnc. Dr. Boostrom is Team Leader for the
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 which the MOH seeks to follow in
strengthening its biomedical equipment repair and maintenance
system are standardization, regionalization (decentralization),
and development  of an eoffective program of preventive
maintenance. The TA team considers that these strategies are
nmore likelv to be effective, if the additional MOH positions
needed and the three small (165-260 sqguare meters) regional
workshops are available.

Background of the MOH Biomedical Equipment System

In the mii-1%70s, when Tl Salvador in general :@nd the MOH
in particular were functioning better than at present, the MOH
had a biomedical equipment 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 »f other equipnent. In the late 1%70s and early
1980s, the disturbed conditions in the country and diminishing
MOH hudgets and expenditures (especially operating
expenditures), had practically halted such activities. Much
MOH equipment fell into a state of disrepair, some items for
lack of attention and maintanance and others for want of spare
parts which were not being iwmported or could not be purchased.
By 1983, the situnation had become grave, as it had in the MOH
Arugs and wedical 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 Lhn new equiopment would require
standardization, training of users and repair/maintenance
personnel, and upgrading of repair and maintenance facilaities
through the regionalization.

VISISA Technical Assistance

Biomadical equipment repair and maintenance is a key part
of the VISISA project, hoth because of the existing nerds of
the MOH and because of the needs to track, maintain and repair
equipment provided under the project. (An estimated $8 million
of biomadical equipment will have bheen provided to the MOH
through VISISA by the end of the project in Dacember 1986.)
The present Transport Advisor, Ledo. Carlos Pereira (who had
worked in El Salvador for several years previously) was in El
Salvador for three weeks in May/June 1983 with regard to the
Biomedical Equipment and Transport Maintenance aspects of a
VISISA project planning mission. Rececgnizing the gravity of
the biomedical

\\Qd\
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equipment problem, he recommended and arranged for two trips of
an equipment maintenance specialist, who carvied out analyses
and 1initial gystems design tasks and developed specifications
for parts, equipment tools, =atc., to he provided under VISISA.
This short term advisor was axpected to serve as 2 long term
advisor to VISISA, but Adue to a one year delay in the project
TA he was unavailable and a substitute candidate was sent
instead by the TA contractor. Some maintenance and evaluation
forms were devzloped, buk these were only partially implemented
by the MOH. A five year olan for development of the biomedical
maintenance system was also prepared, and although only a one
year plan had been requested the five year plan was appended to
the present TA contract under VISTISA.

Selection, Acquisition and Standardization of Biomedical
Equipmant

As is the case with its vehicle fleet, the MOH stock of
biomedical equipment is old and includes an unreasonably large
number of different makes and nodels of items in any given
category. The equipment is old hecause there has been little
money or A replacement policy that includes methods or criteria
used to determine life expectar:/ of equipment. It includes a
variety of makes and models hecause there had been little
Aattempt At standardization in the past, hecatuse items were
purchased piecemeal over periods of manv years, and because

-

various donnrs nrovided equipment of their own choosing.

In Jannary or February of each year, requirement estimates
for biomedical equipment Aare sent to the MOH Director General
of Health hy the Reginnal Health Offices, which base them on
information which they receive from health facilities. A
medical supervisor visits the facilities to verify the needis
for the requested equipment. The verification is based partly
on standard 1lists of equipment for vavious types of facility
(develnped in relation with the Inter-American Development Bank
facilities Aavelopment), bhut Wwith consideration also given to
special circumstances such as increased surgical needs in
conflict aAareas. The regionil requests are then reviewed in
meetings involving Medical Care and the 3iomedical Maintenance
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engineers, in order to determine what type of equipment would
best meet those needs and tno develop specifications for the
equipment. Orders for equipment are normally placed in the
month of March, and equipment arrives in approximately six
months. T1f foreign =xchange is needed for a purchase, a delay
nf three  months is entailed to obtain the exchange
authorization from the GOES,

Standardization of equipment is underway, facilitated by
VISISA through direct purchasing in the U.S. Setting of
spacifications and compariscn of equipment available is being
facilitated hy the acquisition »f new equipment catalogues,
which had not been obtained when the MOH was purchasing little
aquipment and in any case was dning s0 less systematically than
at present.

A svstem of priorities and criteria for the acquisition of
biomedical equipment has been established. tlowever, Ltha TA
team nntes as a problem the Ffact that the system is sometimes
by-passed whenn hospital directors or others petition directly
to high MOH officials, visiting U.S. Adignitaries, ot local
USAID officials for equipment for their own facilities. A
gimilar problem persists in the area of donated equipment.

The TA team for miintenance has noted increased
rationalization and appropriateness of =quipment orders since
approximately December of 1985, which they associate with
increased involvement of senior MOH officials in the
decisions.

Organizational Location of the Biomedical Equipment

Maintenance Unit

The Biomedical Equipment Maintenance Unit is located within

the MOH Maintenance Unit, wnider the Administrative Directorate,
as shown helow:

Director General
of Health
[}
Adminjistrative

Directorate

General
Services
Division

]

Maintenance

Department
[

Biomedical Equipment
Maintenance Section
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Staff and Staff Needs of the %iocmedical Equipment

Maintenance unit

The Biomedical Equipment Maintenance Unit now has a staff
of 16, including two engineers and 14 technicians. Thirteen
additional technicians ate to be added during 1986 (positions
approved hy the MOH, now to be filled). The plan for further
development of the unit calls for 17 additional positions for
regions (to serve mainly centers, units and posts) and 80
additional positions to serve directly in hospitals and health
centers (which have much more complax equipoment) .

A plan for the selection of technical personnel for the
unit has been developed (including criteria and plans for
tecting) and is awaiting MOH approval.

Decentralization of Biomedical Equipment Maintenance

Dzvelopment plans for the wnit call for one central
maintenance center, at San Esteban, where the newly re-equipped
center, now serving the entire country, would come to provide
specialized services for the whole country while coatinuing to
provide regular regional services only for the Metronolitan and
Central Regions. In addition, three regional centers would be
established, in the Eastern, Western, and Paracentral Regions.
The working relationships among the technicians serving at the
regional level aund those serving units and posts will De
developed as jecentralization efforts continue to place the
hospitals under the control of the regional health offices.

Shift to Preventive Maintenance

Only a thorongh program of preventive maintenance will
enable the MOH to accomplish its objectives in biomelical
aquipment maintenance and repair. In spite of the heavy load
and backlog of repairs to be done, the section has already
managed to focus its attention on prevention to the point that
about 10% of the work is already of a preventive nature. They
hope to raise that to 50% over the next three years. This
improvement will require regionalization; a shift in the
attitudes and approaches of the maintenance and repair
personnel; a shift of responsibilities for certain routine
maintenance tasks to the users or to the operators who will be
trained for those tasks; continued good management and
leadership; careful monitoring; and sufficient funding to
prevent regression t.o an urgeat-repairs-only mode of
operation.
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Standard preventive maintenance voutines are b=2ing prepared
and will be ready in 19856 for new equinm=2nt and high priority
medical equipment (e.q., x-ray, anesthesia machines, thoracic
aspirators. Priorities have bheern set on the basis of service
needs, costs of equipment, and ease of obtaining spare parts.
The prioritv setting of oreventive maintenance was verv
systematic in accordance with a standard technical procedure.

Manuals and Ref=arence Materials for Biomedical Equipmant
Use, Repair, and Maintenance

Under VISISA, training and reference manuals have theen
devalopedl in Spanish for the use of trainers, engineers,
technicians, and users of eguipment. In addition, a large

number »f equipment manuals are being translated into S3panish
for use by the same groups.

Training Program Plans and Activities for Biomedical

Equipment Use, Repair and Maintenance

The MOH and T.A. kteams Have wnrepared an extensive training
program plan, which has now been approved by the MO and is
currently bheing reviewed by the MOH 'fraining Unit  for
cooriination with other training activities. In 1986, 17
courses and seminars are to be given for persons involved with
biomedical equipment (usars, maintenance tachnicians and
maintenance managers). Eight courses will be given for
maintenance technicians, nine seminars for equipment users, and
two courses will be held in maintenance administration. There
will Aalso bhe 37 on-the-job training activities for users of
specific equipment, focussing on their imm2diate priority
needs.

Development of a Reqularly Updated Computerized Biomedical

Equipment Inventory

Partlv to support the =quipment selection/acquisition and
preventive maintenance programs mentioned above, the section is
developing a computerized inventory system for all biomedical
equipment. Some of the approaches and programs used are ones
which are also used in a similar MOH system Ffor vehicle
tracking and maintenance, in operation since January of 1985,
The initial 3Jata to bhe input consist of uplated data from a
1985 nationwide MOH biomedical equipment survey sucvey carried
out hy George Krans International in order to determine
estimated repair needs and cost of repair, but also containing
other information wuseful to the MOH Biomedical Maintenance
Section.

gt
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By the end of 1986, the MOH Biomredical Maintenance Section
(BEM) and the T.A. advisors expect that 259 of all facilities
(including approximate proportional representation ot all types
of facilities) will be 1included in the inventory system.
Updating of data will take place after 2ach visit to a facility
by a member of the biomedical equipwment maintenance statf.
Such vigits will take pliace on a regularly scheduled bhasis,
with frequency depending upon specific needs and upon the
amounts and types of equipment present. The range of
frequencies will extend from monthly visits to hospitals to
six-monthly visits to health posts.

Five Year Plan for Development of Binmedical Equipment
Maintenance Services

The present TA team and their MOH counterparts consider
that a five year plan, which was developed in 1985, with some
adjustments in view of progress and experience to date, would
provide a solid basis for Ffurther development of Biomedical
Equipment Maintenance Services.

myaluation Plans for the Biomedical Equipment Maintenance
and Repair System

The BEM section and the TA advisors Aare currently testing
an administrative system which will permit ongoing monitoring
and periodic evaluation of the degree to which the system is
functioning and 1is achieving its objectives. In some ways,
that svstem will be similzr to the one which is already in use
with regard to vehicle maintenance. Both cystems are designed
so as to permit managers at various levels of the respective
systems, as well as their superiors, to retrieve specific
computer—-ganerated reports which will show the accomplishments
and records of their units in the light of their objectives and
the performance of other units, in addition to providing -data
and references needed for maintenance, £or example of specific

equipmant.

Some Additional Specific Subsystem Problams !lentioned by

the T.A. Team

This sectinn reports several addjtional prohlems, not
innluded in other parts of this summary report, which were
mentinned by the T.A. team. where specific actions of the MOH
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were mentioned which may or could resolve those

problams had also heen mentioned (not necessarily directly in
connection with the problem), they are noted,

1.

Improper operaticon and maintanance of basic services
(e.g., steam in hnspitals) means that some equipment
(e.g., sterilizers) cannot bhe operated permanently.

Delays in obiaining spare partrts (sometimns because of
lack of foreign exchange or »f 2 credit line in the
U.S.) cause long delays in repairing easily reparable,
sometimes crucial squipment.

Lack of continuity of T.A. provided to the BEM section
(including both temporal and personal continuity) has
caused unnecessary delays in the nragress of
improvaments which were undetway.

Damage to equipment by usars and untrained
(unofficial) repairers.

The section has carried out a census of those who use
(and those who sometimes attempt to repair) various
types of equipment, and will provided training to
users and others as n2acessary to reduce these damages
and to improva utilization of n~gquipment. Reference
materials and translated manuals (and systems to
encourage their immadiate accessibility and use) will
also help to ovarcome such probhlems.

Lack of per diem (expense payments for travel and
especially for overniqght 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 sometimes remorted to spend most of a day
traveling to and from a work site, 1leaving only an
hour or two at mid-day €£or wnrk at the site.

Basic equipment (boilers, laundry, machinery,
generators, etc.) 1is not included in the maintenance
component of VISISA, and Adelays of six months are
common while awaiting Authorization of foreign
axchange.

The T.A. team suggasted an AID-backed 1line of credit
in the U.S. for these purchases, as well as for
biomadical and vehicle purchases and spare/repair
parts.
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Standard orders for spare parts (e.g., 10%) placed
with equipmant (and vehinles) are sometimes filled
with inappropriate paits.

The T.A. team suqgested that such problems may be due
to aanufacturers trying to rid themselves of un-needead

parts. Detailed specifications in MOH orders for
appropriate spare parts should h2lp eliminate this
problem, as should follow-up on clearly

inappropriatelv filled orders.
Low MOH salaries for maintenance and repair personnel.

Mol salaries for technicians in biomedical equipment
repair and maintenance average 750 colones ($150) per
month, or abont half of the average private sector
earnings. While the salary levels are outside of the
control of the section's leaders (and to some extent
the MOH), they bheliave that at least for the next few
years, the lack ot private sector jobs in their field
and the workers' desire for steady employment will
protect them from 1loss of workers to the private
sactor. In addition, they have adopted a policy of
giving the techsiicians training a little at a time,
according to priorities, partly so that they will nave
something to which to look foward.
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SUMMARY DESCRIPTIDN OF THE 'RANSPORT SYSTEM
IN THE
MINISTRY OF PUBLIC HEALTH AND SOCIAL ASSISTANCE

Preparad hv Carlos Pereira and Irene Boostrom*

Introduction. The Ministry »f Health and Social Assistance of
E1l Salvador (MOHM) has in place an impressive transportatinn
support system that has managed to function and iaprove in
spite of the armed conflict. Over the vast two years, the
transportation specialist funded through the VISISA project has
worked closaly with the MOH to improve the vehicle maintenance
system at the central and regional levels., The purnose of this
report, nrevared in the course of the develospmant of a projact
nap2r proposing further AID support for the MOH, is to briefly
describe the MOH Transport System and the cfforts and nlans to
strengthen it.

Overview of Organizatinnal Arrangements

The MOH transport system is an cxample of the Ministry's
affecting the decentralization nf administrative services. At
tha central level, the Automntive Department is within the
Division of General Services, which in turn is nart of the
Administrative Directorate. The Department has a staff of more
an 100 persons, 36 of whom are mechanics who work at che
Matazano central repair center located in San Salvador and 51
of whom are drivers.

*Carlos Pereira is the Transvort Advisor to the Ministry of
Health under the HID, Inc. contract for the VISISA Project,
Irene Bonstrom is the Management Information System Consultant
for the Project Paper tean.

Each of the ragions is ressonsible for maintenance of
vehicles assigned to it. At the regional level, the Automotive
Section is also within General Services, although a proposal to
make the Automotive Shop function s a separate department
withia regionil administration is likely to be approved in the
next Ffew months. At the reagional level, there are
approximately 24 mechanics and 199 drivers, relatively evenly
distributed across the regions.

The MOH presentlyv has 459 vehicles. Since January, 1985
the numbar of vehicles has fluctuatedl a3 new vehicles have been
added to the fleet and old ones hava heen deleted. Notably, as
nf April, 1936, 56% of the MO vehicles wa2re more than 10 years
old. At present, the maintenance of vehicles assigned to
regional offices and hospitals is support~d through MOH aad
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patronato funds. The regional offices track expenditures
separately for MOH and patronato funds. In 1985, the patronato
axpenditures 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
maintenance system hy working closely with the tesponsible MOH
central and regional office staffs and by securing support at
the highest levei in the Ministry (i.»., the Minister,
Vice-Minister and Director General). The latter supporrt has
been manifested in terms of snecific Ministerial decrees
regariing the vehicle maintenance system (for example,

Resolution 85).

Vehicle Maintenance System

Organizatinn _and Reporting. The vehicle maintenance system
is well organized, and improvements in its operation have been
significant in the past two years. A systematic reporting
system {(the MASCI System), based at the regional level, tracks
use and maintenance of the Ministry's vehicles (including gas
and oil consumption and cast), and is used to identify vehicles
in need of replacement. Th. reports track each vehicle in the
system and are designed to ensure that both preventive and
corrective maintenance are adequataly performed. This is
accomplished by highlighring (in a summary report - No. 103)
the percentage of operational and down-time YWy central office,
region and hosnital. This report in turn is bhased on
compilation of data for all vehicles in these fleets.

In 19285 the MASCI svstem was computerized by the MOfl Data
Processing Center (now the Information System Unit) with
technical assi-tance from the VISISA transport specialist, an-
was installed on the Ohio Scientific Computers availablz at the
Ministry. 'This coaputar-based system has recently heen adapted
tn ND-BASE III. Unfortunately, hecaussa of the excessive
workload at the Information System Unit, the cowputar printouts
are six-months delaved, ﬁowever, the information system has

been designed to be functional manually, notwithstanding the
delavs in the computer-based information.

The MOH has alraady realized the henefit of this reporting
system. For example, as A result of tracking the us2 of
individual vehicles and purchase of gas, the MOH had a surplus

of gas at the end nf 1985, rather than A deficit in the Fall,
as was historically the case. This is a rare occurence for

most countries.
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Maintenance schedules and operation. Swnecific maintenance
schedules (Preventive Maintenance sSchedule Program) nave hzen
developel for all types of vohicles in the MOH fleet. These

vwide the mechanic in the proper service to be performed for
each vehicle (forms 120 to 1%0), A "Scheduled Confirmation
System" has been devaloped and iwplemented to detarmine -- on a
monthly basis -- if the Preventive Maintenance is being
performed in an accentable mann>r (form 111).

Maintenance of central nffice vehicles is carried out =at a
workshon at Matazano, which 115 been refurbished throuvgh the
VISISA project. For the Malaria Department (which has 54
vehicles), maintenince i3 hanaled both at the regicual level
and in Matazano, according to their assigned location. The
regional office vehicle repair shons are also heing refurbished
throuah VISISA. The time taka:n to approve construction
(refurtishment) of repair shops has been a detriment to
maintenance of vehicles. Howaver, as two of the regional
offices (Santa Ana and San Vincente) will havs have adequatae
rapair shons 314 of the 2nd of July 19856, this problam is
diminishing in importance. An important advance has becen the
assignment of Petty Cash funlis to the reginnal transport office
for use in purchasing vehiclss parts and supplies as needed.
This has significantly radaced the Jdowntime of vehicles.
Jowever, it Mas been recommenied that a simple Aaccounting
system and gnidelines shoull bhe introiucad, as weil as
unscheduled external audits twice a year. The petty cash fund
should also be increased.

The MOH has experienced 1 nroblam with regard to servicing
of vehicles by the manufacturers local reopresentatives. For
exampl=, while it is the policy of the Forl Motor Company to
guarantee its vehicles, the l2acal representative has refused to
sexrvice the Fordl vehicles that have been pnrohased chroagh
VISISA. Furthermore, Y.5. nutomobhile manufacturers have
ignored repeated requests from the MO (and the VISISA
transport specialist) for information regariing catalogues for
spara parts, and in fact have iqgnored requests for spare parts
that are urgently needed for the MOH vehicles.

A recently-introducei revnort is being used to identify
apparently inappropriate "breakdowns" of the vehicles; this is
allegedly a method used by drivers to have Lime off. The
planned introduction of "stand-by" vehicles is intended to
correct this prohlam.

Training. Training of mechanics is conducted at the
central level (at the Matazano repair center) and at the
regional level. Training mannals have bean developed by the
VISISA Transpnrt Advisor, anil a number of training courses and
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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 venicles for
which manuals have been requested and obtained. On-the-job
training courses in vehicle maintenance are provided at least
twice esach month. In addition, formal training has been given
in administration of transport {including the MASCI system),
diesel fuel systems, coding systems, =ngine rebuilding and
tune-np (including oscilloscope use). Driver training has been
given on-site 3t the central repair and storage facility and at
every region and hospital. This training has included
procedurass for daily inspection of the vehicles and general
resgponsibilities of the drivers. Driverc<' manuals have also
heen orovided.

PRIDRITY PROBLEMS.

In designing technical assistance for the new A.T.D. Health
Systems Support Project, specific problem areas should be
targeted. JImportantly, as a result of the fact that the
cnrrent transportation advisor has worked closely with the MOH
at all lavels to iastitutionalize improvements and personnel
capacity in the system, it is likely that technical assistanc?
can be phased-down Jduring the lifetime nf the project. Key
problems that should he addressed during the Troject are:

1. Securing replacement parts from U.35. manufacturers;

2. Ensuring servicing of U.S.-manufactured vehicles by lecal
salvadoran company representatives;

3. Reducing the length of time for the Corte de Cuentas to
approve removal of non-functioning vehicles from fleet, and
improved guidelines on methods ot Aisposal (e.g., sale of
vehicles, with use of proceeds pnssibly to pay for
replacement vehicles/parts) ;

4. Facilitating administrative proceiures within MOH; and

5. Institutionalizing and improving upon petty cash system at
ragional level.
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DRUG PROCUREMENT, WAREHOUSTING 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 nced for emergency medical supplies), in addition to
the serious ftinancial liwmitations under which the MOH has
operated since 1979. Morcover, 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 inventorv control
which had resulted from weaknesses in the MOH's procedures 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 and training provided to MOH personnel
in warehcusing 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 under this Project.

Overview of MOH Organizational Arrangemenls

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 1egard to drugs and 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 druys based on
morbidity.
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The centralization of responsibility for determining
pharmaceutical and medical supply procurement needs,
warehousing, and distribution of the MOH in this Unit, where
the new Drug Quality Control laboratory is also located, at the
level of the Minister represents a significant elevation of
responsibility and places it in the hands of personnel better
qualified to determine annual requirements and make allocation
decisions based on morbidity data. Prior to the establishment
of the Unit, decisions with regard to the commodities which
would be purchased using the MOH's limited budget resources
were made by the Procurement Department, which also had
responsibility for placing the orders, negotiating contracts,
and distributing pharmaceuticals and supplies among the various
MOH facilities.

A Pharmaceutical and Medical Supply Committee has also been
established, composed of all offices directly invclved in
pharmaceutical and medical supply management, which is chaired
by the Minister with the Director of the Drug and Medical
Supply Unit as Secretary. This advisory committee coordinates
the acquisition, supply, and distribution of drugs and medical
supplies through the Drug and Supply Unit. In addition, a
Therapeutic Committee was established, coordinated by the
Technical/Operative Directorate, and including representatives
of that Directorate, the four basic medical specialties, and
the Chemistry, Pharmacy a.d Medical faculties of the College of
Medicine and Pharmacy.

The Procurement Process

Any procurement process must begin with a determination of
requirements. A recent revision of the basic drug list (Cuadro
Basico) used by the MOH serves as the starting point for making
these estimates. The list currently in use contains some 395
preparations -- less than half the over 800 preparations
included in 1983 -- with the items grouped according to the
facility level authorized to use each drug. For example, level
1 includes some 20 drugs for use by rural health aides, and
level 4 preparations (125 items) are reserved only for
specialized services in referral hospitals.
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Using this basic drug list, each Regional Office submites its
annual estimate of needs for pharmaceuticals and mecical
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, which have been influenced by the
availability of pharmaceaticals, rather than morbidity and
service utilization statistics. (The establishment of the
bio-statistics and inventory control sub-systems under 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.)

These estimates are submitted 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 Procurement, and the head of the
Technical/Operative Directorate, which deltermines 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 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 MCH must retrieve the
drugs and medical supplies from customs and inspect and count
each individual unit of the product 4t the central warehouse.
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 warehouse 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 on 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
medicines and supplies to health facilities is entered into the
inventory control system at the central warehouse, although
this data input will be handled by the regional warehouses as
soon as the new computers are installed in the four regional
warehouses. This information has been collected from the
regions and inputted at the central level for distribution of
all drugs registered through the Central MOH warehouse which
have arrived since May 1986,

Verification procedures established under the VISISA Project to
ensure that the stocks required/requested were shipped are
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 requiied by the
calvadoran audit agency (Corte de Cuentas) of all expendables
anu equipment. Because this includes all items procured or
otherwise received locally (e.g., charitable donations and
medicines and medical supplies purchased by the patronatos),
the inventory will assist the Ministry to verify total
availabilities and, in the future, improve estimates of total
usage. The new verification procedures for distribution
involve: comparison of reports prepared by the warehouses and
facilities on planned distribution and receipts; spot checking
during field visits arranged for other purposes and in response
to local complaints; and a proportionate 10% random sample of
inventories in all facilities to verify the accuracy of
computerized reports. Once the computerized system is fully
operational at the regional levels, it is anticipated that a
smaller sample size could be used for monitoring purposes.

Distribution Process

Distribution from the central warehouse to regional warehouses
and facilities is dependent on transport. Lack of reliable
transportation is a major problem in El Salvador, as it is in
other developing countries; moreover, the conflict further
impedes the routine transport of drugs to some rural health

facilities.



Annex K
Page 18 of 19

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 facitity. IF
one considers the actual need for drugs bLas+d on medical
indications and appropriate prescribina practices, it is
probable that this represents a signitficant over-prescribing
pattern, although there is inadequate data at present to make
definitive statements in this regard.

Priority Problems in_ﬁﬁgijgguggggg;gmggglwWarehousingLvand
Distribution Proncess

1. The procurement process is not based on morbidity and
mortality data, bui rather on historical consumption.

2. The procurement process is cumbersome and lengthy.

3. There is virtually no coordination in purchasing of drugs
among the public and quasi-public agencies.

4. The process of intake of drugs and medical supplies is
unnecessarily cumbersome, and should be based on a 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 *he 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 Syslkems ar2 not used because
of a shortage of personnel.
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8. At some facilities, there is no clear separatiorn of duties
with regard to warehousing and dispensing of medications.

9. Physicians excessively and inappropriately prescribe and
dispense medications.

20150
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INITIAL ENVIRONMENTAL EXAMINATTON

T. PROJECT AND SUB-(OMPONENT DESCRIPTIONS

The purposn of the Health Svstems Supmport Proiject is to support and strengthen
the capabilities of the Ministry of Public Health (MOH) to deliver basic
health care services, nartionlarly those which extend the access of the
Salvadoran neoulation to praventive nd primary health care services such as
imminization, oral rehviration therapv, and health/nutrition education. The
Project is composad of threo comoonents: (1) supplies and equipment
acqisition and management., including support to strenqthen the capacity of
tha M¥ to select, acquive, Adistribute and manage such commodities based on
needs and priovities; (2) strengthening busic health servicoes delivery
(including child survival anl malaria control activities), particularly by
improving the finctioning of hasis care and ontveach programs; and (3)
strengthening the planiing anl management canabilitios of the MOH,
particularly those systems essentinl to basic health services (r.g., drugs amd
s'polv management:, transport, and equipment and facility maintenance). The
approach will foous on incrensing the utilization of existing facilities by
improving service programs and outreach activities. The Project will also
emphasize {wroving the flow of infonmtion necessary to ensure the
availability of Arugs and supplies at all facility lavels and to facilitate
decision makina and rational allocation and use of resources.

Malaria control activities included in the Health Services Support component
will assist the GMS to contiin or further rednee the incidence of malaria,
through sipoort for a resoonsive, efficient and effective rationwide malaria
control orogqram.  Projact support will assist the MIY's Malaria Department to
imolerent targeted antimalavia activities in areas which historically have
axparienced or are cxporiening high rates of malaria transmission. The
malaria contrn] program will enphasize a selective mix of vector control
measuras coupled with a hektbsr balance between the passive case detection and
treatment by volanteer cnllaivovators and treatment and diagnosis by the
nation's private and publis health facilities. Progressive reduction of
malaria transmission by vector control and radical drug treatment for humans
Are expactaed to continue to reduce the geographical area requiring active
intensive control measures, tharely reducing the administrative and financial
costs of the program. Successful axecution will depend on a number of key
variables, inclnling vector resistance to the insecticides used,
epidemiolagicallv-accurate targeting of spray operations, cooperation and
participation of the public and health service staff, continued reduction in
the P, Falcipa{gg malaria, and axpanded use of feasible alternative control
measures, Although the implementation of latge scale vector control measures
such as permanen: 4rainage and canalization are not included within the scope
of this Project, support for "operationsl research activities" will include
evaluative stndies of the effectiveness of source veduction through salinity
and water control in estuaries and lagoons, as well as studies on the residual
effectiveness of the synthetic pyrethroid (Propoxur) currently being used amd
beniiocarb which will he field-tested following WHO/PAHO testing protocols.
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Malaria control activities supported by project funds will consist of three
alements:

1) Technical Assistance for program monitoring, upgrading control
methodologies currontly in use (and/or leveloping alternatives to these

methodologies) armd training of personnel in operation and maintenance of
US-supplied equipment and cammodities;

2) Participant and/or in-country, in-service training in anti-malarial

ooerational research and entomological and epidemiologial surveillance; and

3) Commodity support for insecticides, spraying equipment, vehicles, and
varions other lszbsratory and entomological equipment and supplies.

The implementing agency will be the Malaria Division of the MGH.

Using malaria prevalence data from 1979-83, which was collected by the network
of nearly 2,500 volunteer collaborators located through out rural El Salvador,
the Malaria Division stratified the country into areas of high, low, and
medi'm endemicity in 1984, Roughly 25% of Bl Salvador has a malaria
prevalence rate of 60 or mre ~=ses per 1,000 pooulation annually. Another
25% »f the country has rates between 20 amd 60 cases annuallv 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 sprayirg, larviciding and active drug
distribution) in these areas of greatest transmissinns it will he possibla to
bring doWn high transmission rates eventually to low levels in these areas and
o practically zero in the rest of the country. However, since the resources
currently available allow only partial coverage of the most endemic areas this
is expected to he a long term process beyond the scope of this project.

The anti-malarial drugs being used in the program (to be purchased lncally
by the GOES) are: chloroquine and primaquine. The use of Fansidar is
Aesconraged because there are no indications of chloroquine resistence yet in
the malaria parasite. During project implementation, the Malaria Division
will continue to monitor malaria parasite susceptibility as well as the
afficacitv of the insecticides heing used to control larvae and adult farmes
of the malaria mosquito vector.

AN
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I1. Bvaluation of Fnvironmental Impacts

The general A.I.D. Environmental Tmpact Statemant (EIS) for malaria
programs inzluded an in—depth review of the impact of malaria prograas on the
enviromment. The conclusions of the EIS were that the major insecticides used
in malaria control progrms have a favorable risk-benefit impact on tne
environment Iue to their methnd of apnlication in prblic health prograns.  In
1977, A camprehensive Envirowental Assessment wndertaken in &ri Lhnka
canelinded that residual insecticides used i1 malavia control efforts arne not
Aetrimental to the envicnment and have a very favorable risk benefit ratio.
In May, 1930, an imvironwstal Assesswont carvied our on the use of similav
vesidual insecticides and lavvicides in India's malaria control activities
readhad similar conalusions.

(na of the pumoses of the comprohansive BIS submitted hv A.I.D. and
anceptad Ly the Fnviroamental Protection Agenoy fEPA) was to avoid duplicating
anviremmental review afforts for projects of a similar nature in countries
with comparable cemditions.  Environmental stuidies nave been myile on malaria
control programs in thy last fonr years in Indin, Thailand, Nepal, Haiti and
3ri Lanka with a similarly Favorable risk-henefit conclusion.  The points of
similarityv Between this project and previous cnvironwental studies, hoth of
residual insecticide nse and other methols of milaria control should obviate
the neod for another mijor analysis. ALL the above reports ave available in
AID/ivashington.

Chemical Contral Aspacts

The W Salvador Malaria Program has been applying a number of
organophosphoris and carbamate insneticidrs in its spray cperation program
since 1973 i1 limited aveas of the country. Under this Project, the GOES does
not plan to use the insecticiles walathion, DUT or BiC, bat is ewpected to
apply propoxiar and pomee (permethrin) on A limited and salected scale, and
continue conlucking limirol tosting »f bdenliocarb as a residual insecticide if
Anogheles albiminus beconas cumpletaly veliracloly to propoxur. The GOES
mAlaria proqram will also be asdlying a larvicide, ABATE, in its field program.

The insscticide Pronoxur is a carbamate which has hoth contact and
fumigant action. This insecticide is applied as a residual gpray at two
gra.ms/ square meter and i effi»ctive up to three months.  Propoxur is
registered b the BEPA in the Uhited States for residual control of adult
mosquitoes; 1t is also bio-legradahla. The Malaria Division has used this
camound successfully over the last ten years in ElL Salvador without incidents
£a either soray personnel or village populations. Precautions are taken by
the Malaria Division in applying Eropoxur, including intensi—. training in the
handling and application by spray personnel, provision of protective clothing,
rigid swervision, and edncational efforts in the villages. Spraymen are
requirad to wash after a day's work anl before swoking or eating. No
cholinesterase mmitoring is indicated when caramte insecticides are applied
since the inhibited enzyme is deactivated too (uickly for this to be a useful
preventive or monitoring measure of intoxication.
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The Abate,applied as a larvicide on mosquito breeding sites and the
"ponnca) used for ultra low volume spraying (foqging) are among the safest
himdegradable pesticides available. The larvicide Abate, an organoohosphate,
is to he used as a supplementary larvicidal control measure during the life of
the project in some locations mainly Anring the drier portions >f the y=ar.
This compound has heen shown to have low toxicity even if taken orally and
applied Aarmally. Normal applications of Abate as a larvicide in water is
ahout 0.5 ppu.  Even if an adult were to drink the water treated directly and
if 2 liters ware consumed, the maximim Aamont of Abate inhibed daily would he
1 my. This compares with a dosaqe of 256 mq./man/day fed to human volunteers
far & Aayva and 64 mg./man/days for four wenks without clinical symptoms or
side affects. Through the dermal route, Ahate was found to he eaven less
toxic. Abate has a short half life, is not stored in the body and produces no
known chronic or residual effect. Abate has been used in malaria and mosquito
contrnl programs for anproximately twenty years and is a safe proiuct which is
ragistered without restriction as 2 mosquito larvicide in the U.S. by the
Environmental Protection Agsncy (EPA).

Nie to its expense, the application of pounce (permethrin) in ultra low
volime fogging will he on a selective focal basis and limited to times of
wueaally high vector mosquito densities. The GOES malaria service has used
synthetic nyrethroids over the last 8-10 years without incidents. This
insecticide is a knock-down chemical and has no residual or very limited
residnal effect. The oral LDS0 of Permethrin (Ponce), a synthetic pyrethroid,
is 4000 mg./kq., which indicates a very safe product. It is applied at 5-10
grams of actual material to a azctare of land and at this dosage rate there
are no adverse environmental implications. Tt hiodegrades rapidly. The
toxicolagical information availablz indicates that no serious health
envirmmental vroblams should arise from use of this material, hut care in
handling and application are to be carried ont hy the Malaria Division through
proper training of concerned personnel, adequate supervision, and provision of
protective clothing. Pounce (permethrin) is also registered by the EPA for
adult mosquito control in the U.S. nsing ULV or Cold Fogger techniques, as it
would b2 nsed under the Project.

Environmental Management

Preliminary steos have been taken hy the MH toward an engineering project
in Estero Ticuiziapa near the Ta Libertad heach ragion which would in effect
improve on a practice nsed for years hy ranchers to contrnl mosquitn breeding
in that area, bv avoiding the excessive flooiing of pastures bordering the
estuary which proiices a mixture of fresh and sea water to the ooint of
favoring anaoheline development. The anopheline larvae cannot tolerate high
salinitias (sea water) but do well in fresh and mildly-brackish water.
fontrol nf anopheline breeding by installation of tide gates sucoeaded in
controlling Trinidad's coastal malaria vector in the early 1940's, but
attempts to exploit this weakness of anopheline biology have not yet heen
investigated in Central America.
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Although this engineering project will be outside the scope of this
Project, the Malaria Division will swpervise and monitor its execution. The
Malaria Division is particularly interested in ohserving the anopheline
response in terms of the densities of An. albimanus larvae and adnlts, and to
monitor any subsequent effects on the malaria situation in the ardjacent
communities. The Division will, therefors, carry out studies on angpheline
hiologqy and malaria incidence rediuction associated with the source reduction
procadures.  Although the estuary tidal control project's outside the scope of

the Project, no adverse environmental effects of this GOES engineering project
is foreseean since it will involve only a mechanisal action to obtain results

commonly achieved by manual operakions of the local ranchers and local
cesidents of the area.

Health education designed to innreasne the wnderstanding, cooperation and
participation in the program at the community level is as important as the
tachnical operations of vector control, case finding and treatment. Becanse
it is relatively difficult to achieve and measure results in this aresa, health
aducation is often neqlected in malaria programs. The Malaria Division
raongnizes the importance of health education and is atvempting to strengthon
this component of their program, including village educational programs on
positive small scale envirmmental modifications such as draining, filling, or
saline regulation hy flushing to reduce breeding areas, and reducing
Man-vector contact though the design and siting of villages and promdting the
nse of had nets. It is expected that implomentation of any of these
environmental management actions will lead to an improvement of the
anvironment and will not create environmental hazards or problems.

Yealth Safegnards

Sperial attention is given to the haniling of the insecticide concentrates
(hoth water Aispersihle powders and emulsion concentrates) by the Malaria
Division. 1In the case of Propoxnr, the Project will procure and provide this
insecticide in separate pre-measirel packets which will fill one spray pump
(pro-weighed). This pre-packaging of insecticide packets eliminates personnel
axposure which would be required in packaging and weighing from a bulk
product. In preparing suspension or emulsion of the insecticides, use is made
of long-handled mixers to protect the operator from splashing and to allow
stirring from a standing position to further rediuc» possible intoxication of
spraymai

Insecticide concentratas left over from the operatinon (unused packets or
imused mixed concentrates) and the smpty containers are returned from tha
field and either stored or Aisposed of safely in a manner designed not to
contaminate water sonrces or create any other environmental hazard. The
washing of spray equipment is also done in a manner which will not allow the
washing waste water to enter wells, streams, lagcons, swimming pools or any
other water source which could b2 used hy persons or animals for Arinking or
washing.
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It should be noted that each sprayman receives up to 15 days' training
each vear in spray techniques ani operational matters prior to the initiation
of the major spray cycle. Approximataly 15% of their training time is spent
on health safeguards for protaction of both perscnnel ani villages. At the
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, rubber boots, a gauze face mask (if
required) ard some helladona Arops in case of a sudden emergency. Spraymen
are swervised and required to change uni forms on a regular bhasis.

Fach sprayman is also issued a personal instriction bhooklet Jescribing 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 these instructions are on file at
JSAID/F1 Salvador.

The "Manual de Operaciones de Rociado," issued by the GOES Division of
Malaria, and used as a gquide by the program contAains instructions on health
safequards which are to be followed by field personnel in applving
insecticides and in trainirmg. There are specific instructions for
fenitrnthion and propoxur in rhic manual. A copy is available at USAID/EL
Salvador.

Vigits have heen made to the warehouse facilities at the Central Level and
at several outlying storage points. The Central Warehouse was fourd to be
semire, constructed in a manner to protect the insecticide from rain and
axosiure to direct sunlight, with solid floor and in good housekeeping
corlition.

0fficial Ancumentation on the application amd storage of insecticides
issued hy the Division of Malaria are on file at USAID/El Salvador. Thesa
instoictions are considered suitable and adequate for this progsam.

Project Monitoring

The project will employ a contract malaria onntrol officer to insure that
training in health safequards is carried out and to observe actual field
operations at the time of spraying. A report on each site visit will be made.

Other Factors

El Salvador uses a large amount of insecticides in its agriculture
activities which include many very toxic compounds which have far more human
health hazards than the insecticides used in the malaria program. There is
very little control on the use and storage of these agriculture chemicals.

The Malaria Prngram will continue to make every ef fort to protect th:
environment, its workers and the population from mis-use of any of its working
insecticides, it their overall environmental effect is already quite limited
when camared to insecticides used in other ongoing in-country activities.
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ITI. Recommendation

In view of the above examination of the envirommental issues of this
project, it is vrecommended that a negative determination be made for this
proiect.

Trials with benlincarb (to be purchased with MOH funding) are scheduled
for September, 1986 to test as a possible hackup insecticide for provoxur if
anoohaline susceotibility to propoxiur should deteriorate. The trials will he
carried out in selected areas in accordance with WHO/PAHO quidelines and
nrotncools for Field trial; A PAHD malariologist and the AID contract
malariologist will supervise the field trials as well as the evaluation of the
use and effectiveness of the other planned anti-malarial activities. Prior to
any hroadscale field use of bendiocarb, an IEE will be made and submitted.
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FENVIRONMENTAL IMPACT CHECKLIST

IMPACT IDENTIFICATION AND EVALUATION

2
I

No environmental impact

I, = Little environmental impact
M - Moderate environmental impact
H - High environmental impact

U - Unknown environmental impact
+ - Positive impact

- - Negative impact

Impact Areas and Sub-areas

A.

1.

Land Use

a. Increasing the population
h. PExtracting natural resources

c. TLand cleaning

= I |- |-

4. Changing soil character

Altering natural defanses

Moreclosing important uses

lz |z Iz

Jeopardizing man or his works

Other factors
(e.q., increase agricultural productivity)

|=



B.

Water Quality

1. Phvsical state of water
2. Chemical and hiological states
3. Binlogical Balance

4, Other factors
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Page -10' of

= |= |= |=



C.
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IMPACT IDENTIFICATION AND EVALUATION FORM

At:mos[_igere

1. Air additives
2. Air pollution
3. Noise pollution
4, Other factors

Natural Resources

1. Diversion, altered use nf water

2. Irreversible, inefficient, commitments

3. Other factors

Cultural

1. Altering physical symbols

2. Dilution of cultural traditions
3. Othevr factors

socioeconomic

1. International impacts

2. Change in population

3. Changes in cultural patterns
“ealth

1. Changing a natural environment
2. FEliminating an ecosystem element
3. Risk of intoxication of staff

4, Other factors

12
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General

1. International impacts
2. Controversial impacts
3.  Tlarger program impacts
1. Other factors

Dther Possibla Impacts (not Listed ahove)
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METHODS OF IMPLEMENTATION AND FINANCING

Method of Implementation

Pharmaceuticals and Medical
Supplies
AID/W thru VA

Insecticides
PSA

Equipment and Computers

Vehicles

Technical Assistance
Direct Contracts with
Firms and Individuals,

and Buy-Ins

Local support costs
(Admin. & Training)

Child Survival Promotion/
Health Education

Participant Training
Evaluation

Contingency

Project Total

20110

Method of Financing Approximate Amount
($ 000)
Direct reimbursement $28,700
Direct pay 2,300
Direct pay 1,400
Direct pay 4,600
Direct pay 5,800
Direct pay 1,400
Direct pay 1,000
Direct pay 300
Direct pay 200

Direct pay uvhrough
one of the above
methods of implement. __2,300

$48,000
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DETATLED EVALUATION PLAN

Fvaluation and related monitoring of this Project is to be jointly
conducted hy the MO1 and USAID, with the intent of in the long-tern
institnutionalizing within the Ministry an improved capacity for policy
and program evaluation and monitoring. 'The conceptual approach to bhe
used assumes that the e~valuation will be designed amd implamented so as
to determine the accamplishments and impact of the Project (as defined by
the Tngical kFramawork), ani to respod to changes in goals and objectives
of the MX¥ so as to ensure that the Project continues to meet the neexis
of the MM and its target population. ™ this end, within U3AID the
Project Implementation Committee will be responsible for monitoring
progress.  Within the MOH, the Project Steering Committee will be
responsible for monitoring progress. In addition, the eavaluation process
will consist of: Adevelcoment of an overall evaluation design, coniuct of
a baseline stixly, on-going project monitoring and evaluation, and conduct
of external evaluations.

1. Development of overall monitoring ani avaluation design. Because of
the crmprehensive nature of the project, an overall monitoring and
avaluation plan will be Jeveloped in the first six months of its
implementation. This will include further specification of puiority
decision-linked issues and < tem problens related to the three
camponents of the Project; refirement and further definition of the
iylicators specified in the logical framework (including Jdefinition of
specific outcome measures and description of external variables likely to
impact on each measure); and identification of specific methodologies
appropriate to corlect and analyze dAata with regard to those indicators.
At this same tim:, specific roles ani resoonsibilities of M1, AID and
technical assistance personnel will be identified and agreed-won and
training needs with regard to project monitoring ani evaluation will bhe
identified.

The monitoring and evaluation of the project will serve as an important.
training vehicle for MOH persomel at all levels. The MOH will be
responsihle for undertaking evaluation design activities in conjunction
with the AID, with technical assistance provided by the OP/Health
Planning Advisor and tie Munagement Nevelopment/Health Services Research
Advisor. In addition to the training in nol icy and program planning
under the third compmnent, MOH personnel will receive training in the use
of techniques designed to ensure utilization of evaluition results by
Arcisionmakers at all appropriate levels (both within the Ml and in
related governmental and private agencies), and by health providers in
service delivery.



Annex N
Page 2 of 3

2. Coniuct of the Baseline study. Although haseline data exiats for
measiring achievement of thz EOPs, adlitional data will he developed during
the first vear to more fully assess the range of impacts of the Project.

The collection of this additional baseline data should be completed by the end
of the tw2lth month of the project.

~

3. External avaluations. Duaring this Five-year project, AID and the GOES
will conduct four project reviews, in the Project's 20th, 36th, and 50th
months, ntilizing in-house and external resources to be financed under the
Project. The M¥ has axpressed a marticular interest in having frequent
exEamal evaluations to ensure that the Project is meeting its needs and is
responsive to AID requirements.  The evaluation teams shoild be in country for
it least one month for =ach avaluation, and longer for tha mid-term (36th
month) Ard finil evalmations.  The teams will be contracted by USAID utilizing
Projact Funds.  The HMR/HA Project Manger, in coordination with offices
representad on the Project Implomentation Committee, will be responsibdle for
conridinating all evaluation activities with regard to this project, including
selection and conriimtion of external avalmation teams and approval of their
reports.  The teams should be comprisad of individnals expert in each
comonmt of the project (e.q., drug siupplies management, MIS, planiing and
administrition of health orxyrams)  In aldition, the evaluation toam should
innlude At least Ane host-conntry public health exoort.

Tha ~xternal avaluations will focus on the specific EOPS and output indicators
ecified in the Togical Framework, as well as the stated objectives of the
MO with regard to the project, and rolated objectives included in long-rango
olans of the Ministrv., The evalimations will als: adiress mijor charges in the
Projact's setring, inclnding socio-aconomic o . tions that might have had an
lmwact on the Project. At the contlusion of each evalnation, the team will
mect wikh MY officials (including ropresentatives of all levels of service
Provision 1A management) and with the USAID Project Implementation Committee
ta discnss the rasults and to recommend means of ovaercoming any owmstraints
that ave been identified with regard to achievement of project objectives,

The first evaluation is scheduled for 20 months after sigqnature of the Project
Agreement.  This evaluation will measure progress in the delivery of
commyiities ani olanned improvements in the acquisition and management. of
Inys and medical supplies; compare officiency of the maintenance systams for
equioment and facilities before a4l Aduring project implementation; measure the
status of the extension of health services to rural areas; comiare the s:atus
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of the establishment of the M(S with the project plan; and review the quality
of the training programs and applied health research stulies undertaken by the
MOH., The mid-term evaluation will be scheduled to hegin in the 36th month and
Wwill be an intensive evaliation, focussing on the same indicators as the first
evaluation, as well as the efficiency and appropriateness of project
interventions.

A final avaluaticn will be mniucted near the ol of the Project, in FY 1991.
This evaluation will assess, in addition to output level indicators measured
throughout project jmplementation, attainment of the purpose and contribution
to the project goal. It will also assess the development impact of the
projact, identify lessons learned for future projects, and evaluate the
project’s sustainability and replicability. Sorcifically, the final
evaluation will measure the increased availability of basic health services
among rural populations and improvements made in the decision-making
cAapabilities of the MOH as demonstrated through identifiable changes in
resource allocation, increased access to health care and utilization of MO
primry level facilities, increased levels of drug stocks, improved treatment
procedures, and more efficient logistiecs.

Nel \
\

T



Annex 0

P "
TRAINING PLAN age 1 of 7

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 additicnal 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 training 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 resnonsibility of the
MOH, 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 are operated by the MOH's Training School. However,
due to financial constraints, no pre-service training has oeen
conducted since 1983 and in-service training programs have been
focussed largely on skills required to implement the MOH's
child survival program, whiua 1s larygely supported by UNMICEF
with Italian Government funding. In addition, technician
training in bio-medical equipment maintenance, vehicle
maintenance and repair, and supply management and warehousirg
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 American Development Foundation.

The analysis conducted as part of the development of this
Project identifiecd the inappropriate use of medical, nur-ing
and paramedical personnel as a major inefficiency in the MOH's
health care delivery system and a limiting factor in terms of
expanding service svaiiability. Moreover, these analyses
suggested that the increased use of secondary and toertiary care
facilities was at ieast in part attributable to the relatively
narrow range of services offered by the nurses and nurse
auxiliaries who ctaff primary care fucilities. Accordingly,
the focus of the Project component, Strengthening Basic Health
Services, is on expanding the range of services of feved by
lower level care providers and improving the quality of
services offered. The objective is to ensare that quality
cervices are delivered at the lowest appropriate care facility
by the lowest-level care provider possib.e.
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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 paramecdical 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 0ORS, and growth
surveillance). In addition, ongoing work in the development of
trauma training modules will be reviewed 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 snori 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
znhancement 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 proviued 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-tiie-job training in computer use and data analysis
is planned, building on the pilot regional planning training
activities initiated under YISISA,

A total of $850,000 has been budgeted to support the
in-country, local currency costs of the short term training
activities. This amount includes in-country costs of the
training in the use of the MIS, data analysis, and logistics
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-medical 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
management. The U.S. participant training program 1is designed
to infuse up-to-date concepts and skills required to improve
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 MOH training programs and scholarships provided by
the Government of Spain, PAHO, and other governments, the
Project will require the development of annual training plans
by the MOH to ensure that the resources from various donors are
complementary and used effectively.
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SHORT TERM TRAINING*

TYPE OF PERSONNEL/SKILL AREA NO. OF PERSONNEL

Component I: Logistical Support Systems
Warehouse and Supply Management 15

Bio-medical equipment technicians 60

Health Technicians and Lab Personnel

and other users of biog-med equip. 100
Vehicle repair mechanics 70
DRC 1lab technicians 5

Component I1. Strengthening Basic Health Services
MOH Faculty in Curricula Development
ang Training Evaluation 12

Emergency Medical Services Managers 26
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TYPE OF TRAINING

In-service, on-the-job training in
supply manage. and use of MIS
inventory control system
In-service, on-the-job training.
In-service training in use and
preventive maintenarce.

In-service, on-the-job training.

Short seminars by technicsl advisors;
on-the-job training.

Seminars by T.A.

Seminars/workshops based on VISISA
work,



TYPE OF PERSONNEL/SKILL AREA NO. OF PERSONNEL

Component III. Policy and Program Planning

MOH Central and Regional Statisticians
and Epidemiologists 12

Regional Services Directors and
Fiscal Officers 20

Warehouse managers and supply clerks 12
Hezlth planners and technical services

unit managers i5

Other computer users 20

g N
w3
1 e}
m @
d
U
O
O
a]
-3

TYPE OF TRAINING

Use of MIS; regional workshops in data
analysis

Use of MIS; workshops on program
budgeting.

Use of ™IS inventory contrrl.
Use of MIS; workshops on applied
health research

Use of MIS sub-systems.

¥This training plan includes only those individuals who will be trained directly by Project.
During the life of the Project, MCOH care providers will receive training in the revised treatment
norms and child survival skills using Project-funded materials, but with the training cests being

paid for largely through other donor contributions.
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Type of Training

I. U.S. Long Term
(@ $25,000/year)

Health Economics
(18 mnnths x 2 persons)

Bio-stat./Epidemiology
(1 year x 2 persons)

Hea®th Planning
(1 year x 1 person)

Sub-Total U.S. Long Term

PRCPOSED PARTICIPANT TRAINING

Annex 0
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Year 1 Year 2 Year 3 Year 4 Year 5 TOTAL
Nos. Cost Mis. Cost Hos. Cost Nos. Cost Nos. Cost Nos. Cost
- - 1 25.0 i 37.5 - 12.5 2 75.0
- - 1 25 1 25.0 2 50.0
- - 1 25.0 1 25.0
- - 2 50.0 2 62.5 1 37.3 - - 5 150.0
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Year 1 Year 2 Year 3 Year 4 Year 5 TOTAL
Type of Training Nos. _Oost Nos. _Cost Nos. _Cost  Nos. _Cost Nos. Cost Nos. Cost
II. U.5./7hird Country Short Term
(@ $5,000/month)
Health Planning
(2 mos. x 2 persons) 2 20.0 2 20.0
Operations Research
(2 mos. x 5 persons) 2 20.0 3 30.0 5 50.0
Statistics/Epidemiology
(3 mos. x 2 persons) 1l 15.0 1 15.0 2 30.0
Primary Health Care Mgnt.
{2 mos. x 2 persons) 1 10.0 1 10.0 2 20.0
Training of Trainers Skills
(2 mos. x 2 persons) 2 20.0 . 2 20.0
Sub-Total U.S./Third Country 6 60.0 2 25.0 5 55.0 13 140.0
Short Term
III. Third Country
CA Regional Seminar/Workshops:
Essential Drugs, Child Survival,
Ops. Research (2 1,000 per participant) 5 5.0 2 2.0 3 3.0 10 10.0
Sub-Total Third Country 5 5.0 2 2.0 3 3.0 10 10.0
Total All Participant Training 6 60.0 g 80.0 8 119.5 4 40.5 28 300.0
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