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PROJEX::T AUfflORIZATlOO 

Name of the Cbunt.ry: E1 Salvador 

Name of Project: Family Health Services 

Number of Project: ~19-o363 

1. Pursuant to Section 104 of the Fbreign AssistancE~ Act of 1961, as ameu:1ed, 
I hereby authorize the Family Health Services Project: for El Salvador. 
encompassing a grant to the Salvadoran DeIrographic Association am involvin:j 
planned obliC?-:.lons not to exceed Th.renty '!Wo Million United States IX:>llars 
(05$22,000,000) in grant funds over a five year period from the date of 
authorization, subject to the availability of funis in accordance \-.n.th the 
A. I .D. OYB/allotment process, to help in financ"ing foreign exchange am local 
currency costs for the Project. '!be planned life of the Project is 
approximately five years from the datE! of obligation. 

2. The Project consists of technical and financial assistaoce to the 
Salvadoran I)gnographic Asscx::iation to continue am to e..'q)afrl the delivery of 
birth spacing arxi maternal/child health services to high risk populations in. 
rural curl marginal urban areas am inprove the qu3.li ty arrl efficiency of these 
services. 

3. 'The Project Agreement (s), which IDCty be negotiated and executed by the 
officer co whom such authority is delE~ted in acoorc11nce with A.I.D. 
regulations arrl Delegations of Authori.ty, shall re subject to the follo ... -il.ng 
essential terms, covenants and majoi"' corriitions, tcget.hf>-r wit..'l such terms am 
comi tions as A. LD. may deem appropri.ate. 

a. Source and Origin of Comm::x::lities an::] Nationality of Services 

Conm::x:1ities financed by A.I.D. urrler the Project shall have their 
source arrl origin in the United States or in member countries of the 
Central American CbmIoc>n Market, except as A. LD. may otherwise agree in 
wri ting. Ex-::ept for ocean shipping, the suppliers of commcrli ties or 
services shall have the United States or the men:ioer countries of the 
Central American Cammon Market as their place of nationality, except as~ 
A.!, D. may otrerwise agree in ~Jri t ing. Ocean Shipping financed by 
A.LD. under the Project, except as h.LD. may otherwise agree in 
wri ting, shall be financed only on flag vessels of the Uni te.1 States. 



b. Conditions Precedent to Disbursement 

Prior to the disbursement of A. I. D. funds, or to the issuance of any 
documentation pur~uant to which disrursement will be made, the 
Balvadoran Oe.!ro:3rapluc Association shall provide evidence that it has 
established an adequate system of financial management and controls to 
aco.:>unt for an:l manage A. I. D. -provided resources 0 

c. (bvena.'1ts 

The SUA shall comply with A. LD. restrict~oos on proItDtion of ahJrtion 
as a family plal'lning methoj, as stipulated In the Standard PrOVl.sions 
for Grants wIth N:m-D.S. Private Voluntary Orgf'..l1.l.zations. 

CLearances: 
• ;0" 
ill ~" , P..ThoI":1to:1 (draft; 
CJ!.-ll', DFran.:~l ::.n (drait 
OJ, lH::~Gnee (drait) 
DPP, 'J:}t:Kee (d.ratt) 
A:'ill, JHeard (draft) 

D".ca:;:ted: PRJ, DKen.:1eJy 
53043 

Date 7-17-90 
Da.te 7-19-90 
rate 7-20-90 
mr.e 7-20-90 
Late 7-20-90 



b. Comitions Precedent to Disburseront 

Prior to the disbursement of A.I.D. funds, or to the i ssuance of arrj 
documentation purSuant to which disbu.rsem2nt will be made, . the 
Salvadoran Deruoglaphic Association shall provide evidence that it has 
established an adequate system ()£ financial management and controls to 
account for and manage A. I .0. -provided resources. 

c. O:::7Venants 

'lbe sm shall comply \;n th A. I . D.. restrictions on prom::>tion of ab::>rtion 
as a family planning method, as stiupl.ated in t:.l1e Standard Provisions 
for Grants with Non-U.S. Private Voluntary Orgar..izations. 
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SUB]: Authorization of the Family Health Services Project (519-0363) 

May 23, 1990 

Problem: Your approV'cil is required to authorize the F'ami1y Health Services 
Project, No. 519-0363, with U.S. $22,000,000 Section 104 OA Life of Project 
furrling. 

Discussion: '!he Family Health Services Project is a five year eifort with 
. estimated life of project funding of $22 million in Sect.ion 104 (Health am 
Population), to be obligated by means of a Handlxlok 13 acJreement with the 
Salvadoran Deno3raphic Association. The Project is a follaN-on to the 
Mission's thO on:Joing family planning projects (Population Dynamics, 519-0210 
and the cperational Program Grant wi th the Salvadoran Demcx3raphic Association, 

. 519-0275) which will errl in late FY 90. 'fhe purpose of the ne\"l Family P.ealth 
Services Project is to improve aril expand the delivery of family planning am 
maternal child health services to high risk populations in rural and rrarginal 
urban areas. As indicated by the Project purpose, anel consistent with the 
recently approved USAID Country Develcpment Strategy Slatement, the Family 
Health Services Project will integrate selected materr..al child r..ea1t.l) 
interventions with the proootion of mo1ern family planning methods. '!he 
Salvadoran Dem::qraphic Association (sm) \'rill be the inplemanting agency for 
Project activities. 

The Project CCX1tains three conponents: (1) Family Hecllth Service Delivery, 
which will provide support to continue and expand the ongoing family planning 
service program of the SDA and to add s,elect rraternal child health services 
(e.g., immunization, prenatal care, oral rehydratiorl t~apy, and nutrition 
e1ocation) to the range of services provided by the SDA; (2) Insti tutional 
Development, which will finance trte development and implementation of new 
products am services (eogo, cpa:.ung a central t"eferrall clinic) that will 
strengthen the S01\'s ability to sustain its program in rural and marginal 
urban areas and concurrently expand the availability of l1ealth care; ~nd (3) 
Policy Development and Research, which .. .fill financ:e studies and 
information/education programs to increase contraceptive prevalence and 
inprove the policy fr~rk in which the public and private sectors work. 
Project inputs \-rill include technical assistance in communications, training, 
and family planning services management, operational support for trainin:J and 
i~formation/education programs; ard· COlIlIIlDdi ties. 

As a direct result of Project activiti€!s, the total number of families usi'X) 
IOC:dern family planning methods provided by tIte SDA \,flll increase from 120,OOV 
to 200,000. An additional 1,550 rural communities wiJ~ have access to SDA 
provided family planning and maternal child health services. And, by the end 
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of the Project, the sm will be more financially self-reliant, alth::>ugh 
service Programs at the current level will continue to require A. I.D. or other 
donor support. 

The l-tission Review, chaired by the N·mp, \OJaS held on February 22. '!he pdnary 
issue was that of sustainability: the degree to ~thich sm \",ould be capable of 
maintaining Project level service delivery at the errl of the Project. It viaS 

agreed by the meeting's participants that, although the SOb. \iOUld not be 
capable by the PAC]) to self-finance delivery of services at the Project level, 
earnings from the planned Central Referral Clinic should provide the sm ~1i th 
a new funding source which will permit the in.<rt.itution to finance a larger 
portion of its pr03TaID than at present. The current fee structure, which is 
based on con:mon accept:ilile practice, \villingness and ability to pay, am the 
availability and ooat of corrparable he.::llth care for the beneficiary population 
will also be studied during Project ilIplernentat ion wi th a view towards 
revising the fee structure upwards to cover Jrore of the actual cost of 
providing services. It was agreed that, although de~pite these efforts, the 
SDA will continue to require A. J.D. assistance to carry out its current level 
of program activities. tbnetheless, it \"?as also agreed that the Project 
activities were of sufficient importaDC~e to merit approval, giving, of OOlrse 
high priority to the issue of financial irrlependence during Project 
implementation. 

Procurement, which is an inportant arrl corrplex element of the Project \<as also 
discussed. Of specific exmcem \v'aS the question of USAlD staff time arrl 
resources that wocld be required for the various foreign am local procurement 
actions. O::msistent with recent Mission Policy guidance, it IlJaS agreed that 
A.LD. v.ould only be responsible for procurement of t.he tec'..hnical assistance, 
to be carried out using 8(a) procedures1 contraceptives and ORS; a US PSC 
Procurement Specialist; and contracting Project audit.s a.rrl evaluations. All 
other Procurement ynll be done by the SIA1\ or the Technical Assistance 
Contractor, \!aw \'fill use a pr~ement expert on i t5 team. The technical 
assistance contemplated in the Project also includes a procurement specialist 
who will reside at ~ headquarters. lUI procurement over $25, OeD will be 
approved b¥ A.I.D. in \~iting. 

'!he SDA's financial and management cap:lbilities "!ere examined during the 
field-work phase of a recent Regional Inspector General audit. Vlhile no 
written results have been presented to date, preliminary indications are that 
same deficiencies \. .. >ere found relating to sm' 8 financial management and 
procurement capauili ties. The Proj~t 0 s designers took the :inpending audit 
findings into consideration during the Project's analyses and design phase. 
The technical assistance that \.nll be provided by the Project wi 11 assist the 
SOA to modi fy and improve i ts ~rent operating systems where needed, whether 
in fina'1Cial management, procurement OJ:' other areas of administration. 

'!he Project design team also caITl.ed out an independent analysis of the sm' s 
system of financial controls arrl pI'Ocureme...l1t capabilities am fourrl: l} tJ-.a.t 
the SDA accounting system c:onplies wi tJ1 ge.'1erally accepted accounting 
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principals; 2) the sm system for issuing checks requires appropriate 
signatures am approvals am is controHe1 by the intern.':ll atrlit d~Itmentl 
3) the accounting an1 treasury functions are well defined, arrl segregate'll 4) 
internal cash controls and disbursement procedures exist with adequate 
standards in place to account for disbtrrsementsl 5) routine p~ure for 
payments of over 300 colones are made by check and petty cash controls are 
ad~tel an:l 6) a current list of signa.tures and initials required for 
disOOrseIOOnts is maintained. In addition, the analysis determined that 
adequate controls to safeguard arrl aC<X>Unt for Project: resources are in place 
and that each SlY\. prcgram has its separate bank account. Also, periodic 
internal control ami ts are corrlucted elt all levels to ensure that all 
safeguards am oontrols are strictly adhered to by the SDA's Administrative 
Department. Fbwever, to further ensurE~ adequate controls, fhe Project calls 
for nonthly financial uon.i toring of the! revenues and experrli tures of the 
program (the report format wi 11 be jointly designed by S))1\ arii t.he USAlD 
Project Manager according to U.S. sta.nclard disrursement procedures). In 
addition, arrl in view of the pr0p)Sed expansion in SDl~'s activities as a 
result of this project, the teclmical assistance will include a finance am 
accounting advisor. M:>reover, Project fun::is have been budgeted for annual 
external audit~to be carried out by a u.s. CPA affiliate using GN) starrlards. 

In sum, the a1x>ve measures related to inprovements in SDA' s finarx::ial 
management an:l controls system shJu) d prove adequate to address all 
deficiencies, reported by the RIG in informal debriefings, in SUl\' s internal 
financial controls system or procurement procedures. 

Rea:mnerrlation: I recarrmerrl t.hat you sign this mem:::>ri:mdum am the Project 
Auth:::>rization for the five year Family Health Services Project No. 519-0363 
for a total ~fe of Project funding amount of u.s. $22 million. 

Authority: '!he att'3ched State Cable No. 047722 from the LAC Bureau confirms 
oelegation of aut.~rity to you to apprC)ve arrl authori?..e this Project for a 
revised total WP of U.S.$22 miilion. 
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I • Pro:m::l' SlM1ARY _I\ND RBXMv1.ENIl1\TI CNS 

A. Project Sunmary 

Inadequate birth spacing am poor maternal health cQf}tinue to 
result in high infant wrtali ty rates, particularlYaIDOD3 rural ~ in 
El Salvador. Despite an inpressive family planning program, the 
population grOHth rate remains hic;:th, at a1:::.x:>ut 2.5%. While nost 
Salvadoran \IoOmen in fertile age lmt::7.tl about methods of m:x:1ern 
contraception, only a third of these women now use them, and IiOSt of the 
\\OlDen usirg nx:rlern meth:::rls 1 i ve in urbcm areas. 'Ihl:3 d i spari ty in rural 

• arrl url::an use can be seen in fertility rates; \4hlle the national average 
is 4.6 children per women, among rural ~~n the fertility rate (average 
number of births) )9 5.9. The result is not only continuing high birth 
rates, rut poor infant arrl child health stemning fran inadequate maternal 
health. As a result, El Salvador also has high perinatal nnrtality rates 
(deaths in the first nnnth after birth) e 

'The Family Health Services Project (519-0363) directly supports 
the sffired tsAID arrl OOES ~jective of broadening the benefits of grC>Wt'1 
through the expansion of errployment cpportunities and basic services, 
such as health care. Financial a.rrl t.echnical support provided urrler the 
Project will enable the Salvadoran Dem:::qraphic Association (SDA), a 
private national family planning agency, to increase its service coverage 
and provide child survival and maternal health care to over I, S50 rural 
villages an:] urban areas where srn clinics operate. By the em of the 
Project, '"'he numbers of Salvadoran cclUples using birth spacing methods 
'..nIl have incr('..asea fran 120,000 (1988) to 200,000 and maternal arrl child 
heal th will hav~ inproved, as demonstrated by an increase in the usage of 
ORS package and service statistics. In addition, th.e SDA will have 
improved its operational efficiency Clnd developed new sources of income 
t.o p:u-tially ~port the family planni:1g programs offered to the px>r. 

'the Project goal is twofold: to improve gene~l reproductive 
health services in El Salvador, arrl to inprove the quality of life and 
health of the Salvadoran population through the r.eduction of infant and 
child oortality/mcrbidityo The Project purpose is to cnntinue arrl to 
expand the delivery of birth spacing and maternal child health services 
(MCH) to high risk populations in rural and marginal urban areas and 
improve the quality and efficiency of these services. The Project 
includes three carponents: (1) £'amily Health Servi.ce Del~.~~E~> "Jhich will 
provide support to continue and to e:npand the ongoing family planning 
s&vice p:rogram of ~ and provide sel~ interventions in maternal/chi ld 
survival services7 (2) Institutional '--evelC?pl!lent, which will researc.'1 tilld 
finance the develq>ment arrl irrplenentation of new products am services 
that will strengthen the Salvadoran DeIOClgraphic Associationls ability to 
sustain its programs, am provide select quali"~YI io'I.:ffordable health 
services to urbm and uargina.l pcpulatioos; and, (3j fbliC"i Develcpment 
and Research, which includes support for denographic studies, health 
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smveys, ltOrbidi ty and mortality studies and ocx>rdina t ion wi th other 
donors I p{~lfidere ani in::rt:itutions. Project irputs wb.l incltrle 
tech.nica.J. h9Sistance in ccmmunicaticns, training, research, financial 
managero' . r.::1 family planning services mnagement (inclooing l~istics 
am mat 'it information systems), operational sUfPort for training and 
info~ .. /education programs, am como:odities. 

'lhree groups are targeted as major beneficiaries. '!be priority 
scaling of these 9I'O\4>s presented belc.w reflects the rural, high-risk 
ent>hasis of the Project: 

a} women of fertile ~e and Children under the age of five years 
Ii ving in 1,550 of the country I s poorest and smallest rural 
COlIIIlUn.i ties 1 

b) WC;f'-I. of fertil;.:; age arrl children urrlar the age of five years 
living in sane 100 of the country's rural tCMns; and 

c) the general IXPulation of t:hose marginal urban areas with 
pcpulations of nore than 5,000. 

'!he total cost of this five year Project (spanning six fiscal 
years) is $35,826,120. A.I.D. will provide $22,000,000, or 61% of the 
furrls required, with the sm providing $13,826,120 (39%) through fees arrl 
voluntary contriooticns. A.1.D. funds will be obligated as follows: 

FY90 FY 91 IT 92 FY 93 F'{94 F'{ 95 rorAL --
HE 1,500 1,000 1,300 3,200 0 0 7,000 
PN 4,250 7,000 3,750 0 0 0 15,000 

rrorAL 5,750 8,000 5,050 3, ~>oo 0 0 22,000 

'!he 8m IS CCintributions to the Project will be as follows: 

1,449 2,590 ~,619 2,748 2,875 1,545 13,826 

B. Reo:mtmerdat ion 

'!he Family Health Services Project will make an inportant 
contriootion to reducing pcpulation 91~owth and iq>rovi.ng maternal arrl 
child health, as well as redocing pref:JSures on the already overloaded 
public sector to provide health care cmd other services for a burgeoning 
pcpulation. As such, the Project is (X>llSistent with the Missioo ISS year 
OJuntry Develcpnent Strategy Staten:ent, 1990-94 A '!'he Project Develq>ment 
am Review O:mnittees, therefore, rG<:Xmneoo aut.:Jvrizcltion of the Family 
Health Services Project for a $22 Million grant to support the efforts of 
the Salvadoran DeJrographic Association pursuant to the authority 
red.elegated to the Mission Director USAID/El Salvador by the AA/UtC 
(State 258688) arrl reconfirmed on February 13, 1990 (State 47722). 

jmenustik
Best Available
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II. Pro.:rECl' BACl<GR:XJND, RATICW\LE: AND ProBLEM DESCRIPI'ION 

A. Cbuntry Setting 

OYer the past decade, civil c~lict, global recession, and a 
devastatio:J earthquake have battered the eo:>I"IaIJc and social fabric of El 
Salvador. '!he civil conflict that l:Egan in 1979 has caused extensive 
damage to infrastructure am disrupted prc.rluction. On the eoonomic 
front, the prosperous era of the 1910's, with its 5.4% annual average 
grCMth in GOP, was quickly br~ht to an end, and the country entered a 
prolC>03ed ecorauic slllIl'p fran which it has yet to fully recover. Faa 1 
GOP fell ~ 22% between 1979 an:} 1983, and per capi ta GDP fell further, 
by 29%. Substantial aid flows beginniD3 in 1983 have provided SClIre 

re li ef , and the e<XlflCXrJY has ncIfi begun a m::rlest recovery pJst i ng annual 
average real growth rates of arout 1.5% from 1983 to 1988. lbwever, 
pq>Ulati0n grOrlth, despite emigration, exceeded these rates and per 
capi ta GOP fell further. According to ar. 100 report, per capita GDP was 
the same in 1988 as in 1964. 

N.:>twi thstariiing the economic decline resulting from the ci vi! 
conflict and further exacerbated by the 1986 earthquake and a major 
of fensi ve in the capi tal in November arrl December 1989, El Sal vader has 
made progress. M:>st notable is the fact that demxrat ic precesses have a 
strorg footh::>ld, with Salvadorans turning out in signi ficant numbers to 
vote four tines in the past five yec"U"s. And, in June 1989, Salvadorans 
wi tnessed the first transi tian in pc)l(.;er between t\vo dennerat ically 
elected Presidents. '!he newly elected government has expressed its firm 
commitment to bring an end to the decade of civil conflict and to restore 
economic arii social stability to thE! country, and as evidence of this 
camri tment, has irJ. t iated peace discussions wi th the insurgent forces and 
launcriiSd a structural reform and adjustment program accompanied by a 
program of special assistance target.ed to tl-.e poorest segments of the 
Salvadora~ population. 

B. Project Backgrourrl and Setting 

E1 Sal vader, the JIOSt densely populated country in oont inental 
Latin America, has lorg been concerned with birth spacing and 
contraceptive use. Much of the early support in this area came from 
private voluntary organizations. Birth spacing services were first 
provided by the Sllvadoran De!oographic Association, an affiliate of 
Internat ional Planned Parenth:xx1 Federation (IPFF). I-b.rt'ever, the 
Salvadoran g:>vernment quickly becamE! involved and roth private aOO public 
sector providers have been active ill this area since the early sixties. 
In 1967, in resp::nse to the interest of the Ministry of Health (ME), the 
Sl:lr\ turned over web of its clinical services to the Ministry, \thich OCM 

has major resp:msibility for providing such services in the ca.mtry 
throU;h a system of b:>spitals, health centers, units, posts a.rrl rural 
health prcm::>ters. Cbncurrently, the Sna. shifted its fOC"J.s to tenporary 
family planning methcds. 
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This general division of responsibility still holds tcday. 
SeIvice statistics collected in the 1988 National Derrographic Health 
Survey looicate that of all users of cliniml methods, 6~ obtained 
assistance from the M:>Ii, while only 14% of all Userl3 were assisted by the 
SOA, other providers (including the Social Security Institute, ISSS) 
accounted for the other 17%. ~ver, the M:>H has dem:>nstrated little 
recEptivity to new family planning initiatives. Thus, any real expansion 
in service coverage will likely 'be achieved only ~h the private 
sector, as demonstrated by the following statistics: 

Oral Contraceptives 
COmoms 

51% 
26% 

SD~ 

23% 
41% 

ISSS 

8% 
7% 

l::>ri vate 
Clinics Pharmacies 

6% 
6% 

12% 
20% 

Qrrrently I there are four sources of bi rth spacing services 
available to high risk rural families in El Salvador: 1) traditional 
birth atterrlants (TBAs), 2) MOH clinical arrl outreach services supp:>rted 
by USAID, 3) 8m canmunity-based distributors (CBDs) s\JfPOrted by US.zUD, 
am, 4' private voluntary agencies (PVC). Each provides different 
services to rural families, and each provides only partial geographical 
coverage. 

TBAls are the traditional source of obstetric and gynecological 
care, providing prenatal and postpartum care and attention during births 
in rural ccmnun.i ties. In recent years, the MOB has reo::qnized the 
in:port.~ of these \\Orkers and has trained a large prcportion of these 
rural TPA 16 in lIOdern nedical techniques. Ib...ever I 'I'B1\ I S do not now 
provide arrj in~ormation on modern methods of pregnancy prevention. 

M:E Rervices to rural areas h:tve been exparrled since 1985, 
currently oonsisting of nearly 600 rmal health promoters. These 
prorroters make household visits in Which they provide same preventive and 
curative care, and refer oases needing advanced cliniali care and those 
interested in modern contraception to the nearest l-i..DH facility. For 
many, the fact that rural health praroters are not c~ipped to advise 
~n on the benefits and risks assodated with modern family planning 
metb:xis means that t.hese rural \<Iomen will not be motivated to seek out 
birth spacing services from a nearby MJH clinice Those who do go to a 
M)H clinic for assis~, h:Jwever, obtain contraceptives for a small 
service fee. 

'!he rural outreach program of the Salvadoran Denographlc 
Association oonsists of 800 Ccmnun.i. ty Based DistribJtors who sell 
oontrace.ptives (condoms and pills), provide contraceptive education and 
refer cases needing clinical care to one of foor urren SOA clinics, or to 
an M)H facility. LiKe their counterparts in the public sector, these 
front line health care \'lUrkers (Le., the 8m distrib.'tors) need to 
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inprove training to better respond to questions concerning benefi te and 
risks of IOOdern family planning. One of the main reasons why yourl9 
Salvadoran women in union do not use contraceptives is the desire to 
become pregnant. 'lbe teriiency to pronatalism has negatively impacted 
maternal and chi ld health in El Salvador. Thi s, coupled wi th the fact 
that fears regarding the negative effects of modern met.hods of family 
planniP.g accounts for two important reasons \>/hy women are not using 
JIOdern met.h:xls (Denographic Health Surveyf 1988), and explains to some 
extent the disparity in the number of \..omal1 who know about modern methods 
and those that use them. 

A few oilier nor.-gDverrur.ental organizat ions also provide health arrl 
fami ly planning services in El Salvador. I-btJever, the overwhelming focus 
of these programs is on health care! with only limited resources devoted 
to birth spacing pr03rarns due to religious or other policy reasons of the 
organizations. Nonetheless, there are several organizations that could 
expand service coverage (e.g., CAl.MA, Pro-Life Ministries, Save the 
Children, International ReScue Committee) if given technical assistance 
and camrodity supp:>rt. 

c. Project Rationale 

1. Dem?graphic Trerrls*: El Salvador is ab:>ut the size of the 
state of Massachusetts. It has a population of over 5.1 million and a 
p:pulation densi ty estiIIBted to be 250 inhabitants per square kilometer, 
the highest in Cbntinental latin Ame!rica. '!he population growth rate 
decreased slightly in the early 80's;, but since 1985 has remained fairly 
steady at an estimated 2.5 percent per year. Fertility rates and average 
family size have not changed over tr.le past three years. 'Iha Total 
Fertility Rate (TFR) is 4.6 Chdldrer! per ~~ (probable number of live 
births to a woman during her reproductive years), and rates are even 
higher in rural areas where the TFR is 5.9 per. woman as of 1988. 

From 1985 to 1988, use of contraceptives for birth spacing and to 
end childbearing increased only slisrhtly am::mg WOlI1f!l1 in union, at a rate 
of one percent per year. Urban use increased by about 6.1% ~mle rural 
use increased by only 4.1%. Alt.hou<;;rh nearly ninety-nine percent of women 
(and nine,ty-seven percent of rural women) 10101 ... / ab:>L1t at least one method 
of modern contraception, in 1988 only forty-seven percent of women in 
union aged 15-44 were found to be using modern cont.raception. 'Ihls 
compared to an even lower rate of thirty-four percent in rural areas. 

'!he reasons reported for using contraception vary according to 
residence. Seventy-seven percent of rural woman using contraception 
reported using it to suspend fertili.ty while only twenty-three percent 
used 

*D:1ta in this section is based on the results of the 1988 Demographic 
Health Survey carried out by the SDA and the Center for Disease O:>ntrol, 
2/89. 



- 6 -

contraception for birth spacing. Although urban ~'iOIren also used 
contraception primarily to limit childbearing, a higher percentage (30%) 
used contraception to space births. In general, llB4~ v.as found to be most 
prevalent am:>ng \'JOmen over 24 years of a<Je with over three chi ldren, 
highest in urban areas and strongly correlated with educational level and 
female labor force participation. 1>..ccording to the 1900 survey, eighty 
percent of last births \1/ere desired while twenty percent \'rere unplanned. 
The percent unplanned increased vii th the ag~ and pad ty of the woman and 
was hi9hest among women of 10.-: educational status. 

In summary, the recent derrographic and health survey revealed 
several areas of concern related to contraceptive m;e and maternal child 
health: (a) the low rate of contraceptive use in rural areas; (b) heavy 
use of surgical contraception for terminating fertility rather than use 
of methods for birth spacing; and (cj the high rate of fertility and l~v 
use of contraceptives anong adolescents arrl young ~"i'O!Ilen. 

2. Treoos in Health curl Nutrition: Since the late seventies and 
the onset of socia-political conflict and the ecoromic crisis, 
international donors have provided substantial aid to the public sector. 
As a result of this assj stance and in spite of major internal problems, 
key indicators taken from nat ional surveys show gradual inprovement in 
the health and nutritional status of the Salvadoran population. 

It is important to note that although overall inprovements were 
recorded by key indicators over the pant ten years, these same indicators 
also experienced short-term increasel3 during the w:>rsl of the economic 
and political crisis in the early eighties. Crude mortality, infant 
rortali ty aIrl life expectancy all worsened in the early eighties before 
resuming their pattern of gradual improvement betwetm 1983-1985. 

Despite the rate of progress, El Salvador continues to have major 
health problems. Perinatal mortalitx, or death among children in the 
first month of life, claims the h.i9h!~t number of lives in the country 
among all age groups. Diarrheal disease and acute ]~iratory infe<.'tions 
(ARl) cent inue to be among the principal causes of sickness and death. 
Also of particular concern is the nutritional status of young children. 
Weight for age measurements among children under five years have sronn 
only slight inprovement since the latter part of the seventies. 

Improved maternal health and better child spacing could 
significantly reduce the number of infant and child deaths, which in 1988 
totalled 23,000. Perinatal nortality is most probably related to early 
and continuous childbearing and lact<ltion, lack of adequate prenatal 
care, repeated bouts of acute infectious disease, and poverty aoong women 
all of which result in low birth weights and lack of resistance to acute 
infectious diseases. 

3. Socia-Pol: tical run Econom.:ic Trends: Fraoo the 1 ate seventies 
until the mid-eighties, t.he regional eo::momic crisis and oocio-political 
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conflict in the countryside combined to cause a steep eo:>nomic decline in 
El Salvador. Although employment increased in the informal sector during 
this time, the eoonomic decline resulted in a doubling of unemployment in 
the formal sector. 'Ihis was acccmpanied by an increase in agricultural 
production oosts, a drop in real fann prices and a alecrease in the 
prodoction of staples as well as export crops. 'lbta~ food supplies per 
capita decreased twenty percent during this period. O::lnflict in both 
rural and urban areas caused widespread population displacement, placing 
great strain on public sector institutions already constrained by 
\'lidespread destruction of infrastructure when these institutions were 
forced to take budget cuts in pr~tion to the tota~ public sector 
budget reduction (ani in real terms due to inflation). 

Since 1984 there 'has been a slight improvement in per capita 
agricultural production, although farm prices remain 10'..... As a result, 
the purchasing p0\-rer of farm families continues to be constricted. Since 
1984 the unen:ployment picture has also inproved slightly, although when 
current wages are adjusted for inflation, real wages can be ceen to have 
fallen since 1978. '!he purchasing pov.;er of the annUlru wage in 1988 is 
estimated to be little more than half of its 1978 valUe. 'filese ecx:>nomic 
trends have obviously inhibitoo greater inprovements in health status. 

In 1989, however, the GOES began to carry out macro-economic 
adjustment measures designed to stiIWlate pr0:3uctioo and inprove economic 
growth in the next decade. While th(~re may be short-term negative 
inpacts on some fami lies' income despi te OOF.S e.rtployment generat ion 
pr03rams, these reforms are cd tical to long-term sustainable economic 
growth. Until the country moves onto this growth p:ith, expanded social 
service programs particularly in health care, \"flll Le needed. 

D. Problem Statement 

Inadequate birth spacing and l~r maternal health continues to 
result in high infant mortality rates, particularly a.uong the rural poor 
in El Salvador. Alt.hough birth spacing and maternal-chlld health 
services are available throughout El Salvador. service delivery has been 
concentrated in urban areas ~i"nile rural care is lirni ted both in SCXJPe and 
geographic coverage. The current network of health care providers does 
not have the technical nor financial means to expand low-oost service and 
educational prograJIlS to areas m::>st in neee!, and, the public sector 
programs are further hampered by pol:tcies which give inadequate priority 
to family planning services. l'breover, the eoonomic situation of rural 
and marginal urban families continuel3 to be difficult, reducing access to 
adequate medical care and increasing the risk of maternal and child 
urrlernutrition. Thus, there is a cll~ need for sUf,port to birth spacing 
and tl.Qi service programs in El Salvador, particularl.y in rural areas. 

E. Constraints to Improving Fami.ly Health and Birth Sp3cing 

1. Financial and Economic Cbnstraints: Financial constraints to 
the expansion of birth spacing and l'ICH services exist at two levels: 
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that of the provider, \,/hether the MOH, the SDA or other public or private 
agency I and that of the user. From the point of view of the provider, 
inflation, eoonomic adjustment (e.g. I increases in gasoline and 
electricity rates), and the direct inpacts of the wa:r (e.g., burned 
vehicles, pc:Mer outages resulting in product spoilage, etc.) have 
resulted in significantly higher service costs. Between 1980 am 1985, 
for example, the cumulative effect of inflation resQlted in a 50 percent 
reduct ion in the tim's budget in real terms. As a n~sul t, the rural 
service expansion plans of the MOH have been implemented only partially 
arrl equipment am medical supplies purchaoos have fallen; the 
availabi li ty of significant external donor resources, notably those from 
the U.S., have, therefore, been key to the stability of the system. 
Public and private sector programs have been equally affected, although 
the pri vate sector has been able to recoup a minimal share of the service 
cost through fees for servi ces 0 

At the user level, as noted in the previous section, family 
incorres have remained low, while prices for b3.sic fcods and medicines 
have increased. '!he devaluations of 1986 and 1989, combined with high 
irrport taxes on pharmaceuticals, have resulted in a doubling of the price 
of most medicines in the past two years. Because of these factors, roth 
the public and private sector health agencies have been reluctant to 
increase user fees. 

2. Institutional Constraints: 

As noted in the backgrourrl section of this Project Paper, first 
line health care workers (i. e., MJH rural promoters and sm' s 
distributors) do not provide trained advice to rural women and men on the 
benefits and risks associated with mo:lern family planning/birth spacing 
metho1s. The HOH rural health promotE~S' are not permitted to prescribe 
cliniml contraceptives, while the S[)}\' s 800 distribllters could be better 
trained in explaining the benefits and oonnection of birth spacing and 
maternal/child health. Both the sm and r·m have launched efforts to 
inprove the training and supervision of their rural \11Orkers, but further 
reinforcement and, in the case of the SDf\, a revised strategy for rural 
health services, are needed. 

In addition, although the SDA has extensive ~rience in family 
planning and a good reputation, leading the way by introducing rle\c1 family 
planning methods, such as injectablesr it has severe organizational 
problems. '!he organization' 8 program has gr.~m rapidly and the 
management systems and structure need revision to e.nable SDA to maintain 
its excellent reputation and still meet the challenges of a large and 
dynamic program. Specifically, decision making is highly centralized. 
While this may be convenient for fiscal oontrol and I'apid decision 
making, it means that decisions often do not adjust to the specific 
conditions of the clinics, and that the SDJ\ at times fails to achieve an 
optirral use of personnel and may, therefore, incur higher costs. 
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Physicians in key nanagement pJsitions need to be repl3.ced by full-time 
administrators (who may ha~ .. :>pen to be MoDos), who are willing to devote 
more time to addressing personnel and infrastructure problems that have 
develcped with the growth of the SDA o Moreover, S[\!\ managers at all 
levels need better, more reliable sources of information on which to tase 
decisions. such as \<;Quld be provided through the automation of the 
aco::>unting and budgeting systems and automation and expansion of the 
patient record system. 

Finally r throughout the health care system, there exists a lack of 
coordination among providers, resulting in a costly duplication of 
services or programs. Reccqnizing thi!!l, the MOH established an 
Inter-Sectoral Health Committee to principally coordinate donor efforts 
in chi ld survival. I-bwever, at the present time, no forum exists for the 
discussion of family planning p::>licy and pr03ramming issues. Therefore, 
either expansion of the Gommittee's role, or creation of another forum 
for the discussion of issues related to family planning, for example, 
oonefi ts arrl side-effects of injectables arrl whether they should be 
widely offeroo, the impact of tariffs on pharmaceuticals on health and 
f.3...rnily planning gools of the GOES, etc., sh::>uld be proiOClted. 

3. Socio-PoliticalO:mstraints: Over the last ten years, health 
service delivery to the rural population has been restricted in the 
northern and eastern sections of the nation due to the conflict. In Lhe 
north eastern department of Morazan, for example, the Internati0nal 
Committee of the Red Cross provides the only source for reliable medical 
attention. Transportation stoppages have interruptoo the regular 
delivery of pharTIBceLlticals to hospitals an1 health centers in nearly all 
areas of the country at one time or another, a.rrl in the rrost recent 
offensive, one of the ccuntry's fourteen oospitals ... ./as significantly 
,jamagedwhen armed insurgents took over the building am located bombs 
thrOU:Jhout it. This situation has exacerbated the already ION coverage 
of these rural fq)Ulat ions. 

4. General Infrastructure: Access to potable water is a 
constraint to inproving health status a,s diarrheal disease caused by lack 
of hygiene is a factor in the high rate of morbidity and IlOrtality anong 
children. Rates are p3Tticularly high in rural areas where access to 
potable vater has dropped alarmingly, from 30% in 1984 to an estiIlBted 
16% in 1989. The internal conflict, high natural grO'Nth rates, and lack 
of lOaintenarce of existing systems caused the precipitous drop in 
access. The GOES and A. 1. D. have, howE!ver, recently agreed up:>n a 
program to expand potable water and associated health education programs 
in 2,000 rural villages, which will contribute to reversing the trend and 
improving family health. 

5. Educational Levels: Women I SI educational status is directly 
related to the nutritional status of children as \#ell as to the use of 
;no:jer n cent r acept ion. The 1988 DeIr.ographi c and Rea lth SUrvey ( FESA.L-88) 
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fourrl formal education to have a positive inpact on use of te1IpOrary 
methods. According to a recent nutriti.on survey, women ~rit.l1 higher 
levels of education were also found to have fev.rer children I:nth severe or 
lOClderate levels of. umemutrition. Fortunately, \'J'OIU8n in El Salvador are 
becoming oore educated. t>bst young women between 15-24 years of age have 
between 4-9 years of formal education canpar.ed to 0-3 years for older 
women. 

6. Socio-Cultural Cbnstraints t.o Use of MJdern O:mtra~tion: 
Those constraints identified by the DerrlO3raphic Health Survey FESAL) 
\vhich influence \;.romen's attitudes tOllard modern family planning may be 
conceptually grouped into seven categories: 1) female pronatalist 
attitudes, 2) fears, 2) the desire anong yonDg adults to have children, 
4) religion, 5) access, 6) laCK of ~~ledge about fertility, and 7) male 
attitudes toward the control of their OVID fertility. 

When those unable to get pregnant or currently sexually inactive 
were rerroved from the sanple, the category of fears was foun1 to have 
accounted for seventy-five percent of the reasons why w.:mlen were not 
using modern contraception. All were fears arout the negative impact of 
modem methods on the well-being of the woman, future or existing child, 
or the dynamics of the family. The most important of these was the 
negative association between modern contraception and the early 
postpartllIil period or breastfeeding. hxording to SDA outreach personnel, 
women believe that birth control pills are detrimental and therefore will 
pass through the breast milk and cause diarrhea in the newborn. FbI' this 
reason they may not be taken after pregnancy or when lactating (which for 
ninety-six percent of rural ~oman in El Salva~ lasts for over eighteen 
months) • 

WJmen also fear side effects of modern methods. Acoxding to SDA 
rural promoters, women most commonly be!lieve that modern methods will 
cause cancer, that pi 118 will fom a '~llt in the al:domen, that a chi ld 
will 00 born deformed or with an IUD stuck in its body, or that fuBy will 
be left permanently sterile. ~.ren reportedly fear that contraception wi 11 
change their par tner 'SI personali ty, making her irr i table and 
promiscuous. Fears related to previousl experiences with contraception 
were also a barrier to current use of contraception. !lJbst women cited 
problems with the pill, IUD and injections. Fifty-six percent of rural 
\;'OIIlen not using contraception believe that pills are harmful, while 
forty-seven percent believe that IUD's are harmful. 

The second most important barrier \\,~ the young couple's desire to 
have children as soon as possible afte!" union. 'fuis reason formed eight 
percent of reasons given for not using modern oontraC€jption. Young \\OlOOn 
in rural El Salvador begin sexual activity and fom their first union in 
late adolescence. Eighteen percent of girls 15-19 years of age admitted 
having had at least one sexual encotmte!l" before forming a union. Average 
age at union in rural areas is 19. Twe.nty-seven percent of adolescents 
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15-19 years of age were in union and pregnant at the time of the survey. 
A \\Ol1\an' s abi li ty to have chi Idren is bportant for the oont inuance of 
the union itself. However, there is demand among this age group for 
contraceptiom CNer half of the adolescents 15-19 inteJrVie\16d in the 
recent survey did not "lant to 'bacone pregnant. 

The third most important barrier was religious beliefs (6.4%). 
This belief is not restricted to those of the Catholic fai t"h but includes 
some Evangelical churches as \"v<ell. Religious beliefs which are shared in 
the community often restrict a woman's ability to openly seek birth 
spacing services. 'lhis is particularly true if the source of m::x3ern 
oontraception is clearly identified as such tlithin the community. 

'!he fourth reason for not using contraception .... ras distance to the 
source. This was mentioned by less than one percent of wcmen in spite of 
the fact that it takes over half an hour of travel by foot arrl on buses 
for most rural \r-JOmen to get to the nearest source of cnntracept ion. 

Perhaps the most subtle, rut another important barrier to the use 
of contraception is the Salvadoran woman's lack of un.:Iersta.rrling of her 
own fertility cycle. Even among \\romen with over ten years of education, 
nearly seventy-fi \Ie percent do not know when they are 1OC>St likely to 
become pregnant. This lack of 1rnavlledge makes a woman po.;erless in 
decisions about her own bcdy. She cannot understand how each method 
v.orks or make reasonable decisions al::out the numerous options opened to 
her. 'I'hose women who for reI igioos or other reasons rely on rhythm 
(which is as common as the use of corrloms) or ... lithdrawal cannot possibly 
do so effectively. It is no wonder that these met.ho:1s ~'ere associated in 
the survey with a fatalistic outloOk on life. 

t~e attitudes to~d their own fertility also constrain use of 
modern contraception. Men feel that ccntr('ll of fertility is the h!OIDan I S 

responsibility; only three percent of contraception in the nation is due 
to vasectamiesor the use of CO'l"ldoms. Ho:rever I there is some indication 
that male awareness has increased: frem 1985 to 1988 the use of corrlams 
tripled. 

7. Policy Cbnstraints: Article 118 of the Cbnstitution adopted 
in 1983 states that ~ ~dlt mll. ~ population policioo tli th 
the object! ve of inmlring tM ~ =ooing of ~ :lnbabi t.ants of t:.'lw 
Republic. 

'!he existence of this mUter broad and posi tive statement 
regarding population policies and family planning programs have enabled 
organizations such as the SOh to operat.e their programs generally without 
any government intervention, unlike otlher developing nations. However, 
in the application of this policy, the government has not denonstrated 
the leadership and support for family planning programs which the 
continuing high population growth rate merits in terms of El Salvador's 
economic and social development. As an illustration, continuing high 
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tariffs on contraceptives place these beyond the reach of more than one 
quarter of III Salvador's population (c~.g., the price of a one-month C"jcle 
of birth control pills averages 30-40 colones, which exceeds the miniftlllll 
wage for a full day of \'JOrk in the urban area and several days in rural 
areas). In a similar vein, an aggressive family planning program would 
be characterized by efforts by the goIJernmant to brcr.~en the range of 
J!.'01ern family planning methods available. Instead, the MOH continues to 
refuse to introduce injectables into its product lill1:~, and devotes a 
greater percentage of its resources to clinical contraception (i .e., 
sterilization) \'Jhich, is used to stop childbearing, rath& to other. 
means for birth-spacing. 

F. Project Strategy 

As noted arove 6 high rates of infant rrortali ty can be directly 
linked to inadequate birth spacing. Yet, there are a host of 
oonstraints, notably socio-cultural and ea::momic, Mlich have irrpeded 
\;CIIDefl from accessing mcrlern methcrls of family planning and maternal and 
child health care services. In reviewing USAID's strategy for prorroting 
voluntary family planning against the findings of the 1988 National 
Health Survey, particularly those which provide insight as to the large 
difference between women wi t.h kno.rIledge of mc:rlern family planning meth::rls 
(98%) a.rrl \oKJlTIen who practice lOCdern family planning (47%), the Mission 
has reached the conclusion that an i~tegration of maternal child health 
services vii th family planning proroc>tional efforts \1.'Ou1d result in 
increased contraceptive prevalence. 'The reason for this is a belief that 
the positive benefits of family planning, particularly as they regard the 
health of an existing child (e.g., dissuading nursing mothers of the 
belief that oral contraceptives will somehow result in illnesses in 
nursing infants, or demonstrating the linkage between birth_pacing and 
higher birth-weights and better neWborn health) can be IIDre easily 
oommunicated in a non-threatening setting, such as that provided in a 
program that offers birth spacing counseling as an integral part of a 
maternal child hsalth program. 

Accordingly, the Mission has adjusted its strategy to focus on 
support for integrated MCH and birth spacing progra.ms, and reduce 
significantly the levels for vertical programs. Given the success of the 
SD1\' s family planning program and geographic coverage, and in view of the 
public sector 'E limited COIDmitment for birth spacing programs, USAID ~1ill 
focus this Project's resources on the pr i vate sector. Cbncurrent wi th 
the initiation of this Project, the Mission will undertake discussions 
with leadership in i:!"1e Ministry of Health to integrate family planning 
services more fully into the HOB's rural health program. COntingent upon 
a commitment by the t-m to a rore aggressive and balanced family planning 
program, the Mission \"n.ll a.merii the Health Systems Support Project 
(519-0308) in FY 1991 to provide additional support to implement such a 
program. 
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The Family Health Services Project (519-0363) \vill continue to 
supp:xt current efforts in birth spacing an:1 will exp-:md <XNerage of 
birth spacing and maternal-child health preventive services to rural arrl 
narginal urban areas. 'Ihis will be accorrplished in the marginal uroo.n 
areas by: 1) expanding the array of clinical services rDtl offered in the 
four sm clinics, am creating at least four addi tionell rural sateHi te 
clinics, 2) creating several new urban satellite clinics serving the 8m 
San Salvador clinic, arrl 3) develcping urb:in distri1::ution sites (puestos) 
in commercial areas of San Salvador. ~ra1 expansion will consist of: 1) 
decentralizing the service delivery of the SOA, 2) integrating MCH 
preventive services into SDA. birth spacing activities, 3) exparrling the 
sccpe arrl geographical coverage of the SDA' s rural car:llIlI.1ni ty-based 
distributor prcgram, 4) developing a physician referrcu systelC for 

. reproouctive health nee1s, am, 5) strengthening training of rural 
providers to insure services reduce socio-cultural constraints such as 
fears, religious barriers, lack of basic knowlejge, etc. 

USAlD will also support institutional deve10pmEmt activities under 
this Project designed to address insti tutional constraints am increase 
the finallCial sustainabi 1 i ty of the S~ and provide a range of 
corrplerrentary r-rn a.Jrl other clinical services. This will ioclude: 1) 
development of a Central Referral Center and Day-care Surgirel Unit, 2) 
expansion of the social rerketil'l3 program, arrl 3) testing of other 
service expansion schemes to bo~~ generate an income and broaden service 
coverage. 

Finally, the strategy of this Project also inclu1es suppxt for 
policy jevelopment and research and coordination efforts. Research 
activities will address policy constraints and provide ned information 
a.bJut specific contraceptive reth:xis, and national-level data on the f1Dst 
ir.portant issues in naternal-child health arii birth spacing. '!he results 
of these studies will enhance Project implementation, identity 
significant policy issues for further USAID, f'.m Wid SDA attention, and 
provide data for evaluation of impact. 

G. Relat ionship to Other USAID Projects 

Three other USAID Projects rlill directly complement the Family 
Health Services Project. First, on the public sector side, and as noted 
earlier, the Mission plans to amend the Health Systems Support Project, 
No. 519-0308, to add stpp:>rt for birthspacing/family planning programs to 
the second Project component, Inproving Basic Health Services Delivery, 
which focuses on the exte.'1Sian of MOB rural outreach programs. O:>mmcrlity 
as well as technical sUJ?fX)rt would be provided to the M:JH under the 
a.I:lE!rrled Health Systems SUpport Project. 

'!he Mission I s Public Services Restoration Project, No. 519-0320, 
provides support for health education and the construction of rural water 
systems (typically \'Jater points) to expand access in rural areas to 
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potable \\eter. Under this Project, approxinately 2,000 rural villages 
will gain access to potable \-iater. To the extent appropriate, activities 
wrler the Family Health Services Project ".rill be ooordinated to enh:ince 
the inpact of roth projects. For eXcllllple, the SDA Pro-Family Health 
PrO!ll:)ters will be used to identify p.:>ssible target communities for the 
water points to be <x>nstructed under Project 519-0320. 

lastly, USAID is f'lG;1 developi~J a 00\,., PVO Mate-rnal Health arrl 
auld 5UIVi val Program, No. 519-0367, Which will 8trE~-l1 am expan:l 
the MCH activities of primarily local PVO'a. As now envisioned, this 
Project \..otlld be focussed an areas nC1\II unserved by the f.Oi or by the SDA, 
a.rrl thus broaden overall ~ ooverage., 

The SDl\ \. ... ill continue receivinsJ fir.a.n;::ial arrl technical suppxt 
from other sources, specifically: 

technical assist~e, <X>ntraceptive o::::nnocxji ties, arrl 
adrrdnistrative support from the International Planned Parenthood 
Federation, Western Hemisphere Region (IPPF/WHR) 1 

support for the voluntary strrgical oontraception program from the 
Association for Voluntary Surgical O:mtraception (AVSC) I arrl, 

from Family Health International, FHl, for supporting research 
activities, such as the Ofl3Oin:J study of OORPLANT (an injectable 
contracepti ve). 

The AVSC project is funjed by A. I.O., through S&T/POP. TI1e Flil research 
project is fumed by the USAID thrO-Jgh project 519-0210, Pq:>u1ation 
Djnami.cs • 

H. Consisten::y with OOES arrl Au 1.0. Strategie~1 

'!he recently-approved GOES Population Policy (1900) clearly 
reo::::qnizes the need for achieving out.reach in birth s~cing and child 
survival service delivery. As noted (lOOve, the MOB has taken the lead in 
establishing C01IiIli t tees to ccordinate donx resources provided far child 
survival and maternal health. '!'he l-Oi is also o:mmritted to the expansion 
of rural health services, albeit with limited attention to the issue of 
family p1ann.i.ng. It has doubled the number of rural health pronnters 
since 1985 am regional health officel3 continue to str6D3then preventive 
and curative health services. Moreov(~, the OOES' draft Five Year Plan 
discusses the need to coordinate publ:ic arrl private nectar efforts to 
maximize the use of public funds spent on health care programs, focussir13 
on the problen5 of malnutrition an:l infant uortality through prevention. 

The Mission strategy for the ruruth, population and nutrition 
sect.or, as articulated in the crss for the 1990-1994 period, 1) shifts 
resources from curative to preventive services and from url:an to rural 
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populations and, 2) increases the utilization curl coordination of private 
sectcc health delivery ~istea3. 

'!his Project is fully consisten~ with both GOES and Mission 
strategies as it will support new arrl expanded private sector birth 
spacing am maternal-child health services to high risk populations in 
rural and marginal url:an areas. 

A. Goal and Pur'p?se 

The Project goal is tW)fold: to inprove general reprOOuctive 
heAlth services in El Salvador and to improve the quality of life and 
health of the Salvadoran p:JpUlation. 

'The Project purpose is to continue arrl to ex-pand the delivery of 
birth spacing and maternal child health services (MCH) to high risk 
fOPUlat ions in rural ard marginal urban areas and improve the quali ty and 
efficiency of these services. 

By exparrling the delivery of birth spacing services, and in turn, 
contraceptive prevalence, the Project will contribute to a direct impact 
on infant am child Jrortality. The introdu:::tion of select maternal child 
health care interventions, such as the use of oral rehydration salts, 
will caxrplem::nt the birthspaC'ing services, by maJ<ing family planning more 
aO-"essible. M::>reover, the addition C't select. maternal child health care 
interventions is valuable in and of itself, given the gaps in the current 
health care system. While important, the select.. MCH interventions are 
seoxriary, the major focus of the Project will be on e.xpansion of birth 
spacing services. 

B. End of Project Status 

By the en:1 of the Project its. inplementation will have achieved 
the fOllowing: 

a) increased the number of SaLlvadoran couples using birth spacing 
metho:ls fram 120,000 in 1988 to 200,000 in 1995, 

b) incorporated child survivaLl nodalities (vaccination, ORS 
distribution, grGlth monitoring, breast feeding promotion, hygiene 
education, vitamin A distribution, ARl treatment, etc.) in the 
routine of birth spacing services offered by SOA rural pronotersT 

c) increased the number of cases tre.ated for diarrhea (via ORS 
packets distribution) in selected rural areas from 10% to 50%; and 
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d) increased rural oontraceptive prevalence from 34% to 40%. 

C. Project Beneficiaries 

'!he principal beneficiaries of Project activities "rill be \,1OiIlen in 
fertile age and children under age five in 1,500 of the country's poorest 
arrl smallest rural communi ties, where SDA I S pro-family health prr)fOC)ters 
(PHP) will provide birthspacing and maternal/child health counseling and 
services. In addition, SDl\'s Pro:JraIn will provide assi!:ltance to women 
and children under age five in approximately 100 additional rural tOIinS 
arrl marginal urban areas close to SDA's regional facilities (e.g., San 
Salvado~ .... "1nta Ana, etc.) and to men in fertile age frc;m marginal urban 
ani rural .... reas. \vithin this beneficiary population, the Project will 
devote special attention to the follo.-rincj sub-groups, who Here identified 
as priority audi~nces for birthspacing pDOgraIDS through the analyses of 
the 1988 tational Health Survey: 

a) Youths, living in rural and ma.rginal urban areas, between the 
a.ges of 15-24 years of age wi th low levels of fornal education am 
t...ho are act i ve sexually; a.n.:1 

b) Pregnant ~~n. 

c) Children under the age of five years 

In the long tenn, Project activities in birth spelcing, may 
influence maternal, infa'1t and child mortality, errplC>ylIliEmt rates, scrool 
atterrlance, educational levels cm:l ecorunic status. The selected 
inter·.;entions in IIBternal child health will also contribute to reductions 
in maternal, infant and child IIDrtality rates and malnutrition, as well 
as morbidity and mortality rates due to diarrhea, acute respiratory 
infections a..'1d i.mmunizable illnesses anong children undEU" five years of 
age. 'Ihese benefits are described in IIOX"e detail in Annex G. 

D. Project Cbmp:>nents 

The main objective of the Project is to expand family planning 
services offerej to rural areas and extern services to ~~lected marginal 
urb:m populations. In addition, in order to stimulate expansion ard 
iocrease the effectiveness of birth spacing rrograms of the SDA, 
maternal/child health care activities will De added to available 
services. 'lhis O:Jmponent will deal with activities in l:oth rural and 
marginal urb:m areas of the oountry, as well as maintain and .• if 
possible, increase current service del::'vc;ry in the urban areas of El 
Sal vador. '!he activi ties of this Cbn'pof1lmt will help to O'IIercome 
socio-cultural constraints to the use of modern contraception through 
information, education and communication programs pri.marily of an 
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interpersonal nature, de-en:phasizing the use of mass media, and financial 
and institutional constraints through improvements in the efficiency and 
effecti veness of clinical and outreach programs of the SJl!\. The Project 
irclu::les the following in! concerns: 

i) Diarrheal disease - cause~J and methods of prevention (e.g., 
washing veget.ables, roiling ~!Qter, etc.), provision of parasite 
medicine, preparation artl use ()f oral rehydration salts and home 
electrolyte solutions; 

ii) lIrmunizable illnesses - \-hdch illnesses are preventable, hot" 
vaccines \;~rk, and where to refer mothers and childrel17 

iii} Respiratory infections - identification of individuals at 
risk, detection of infection, simple treatment and knowing Where 
am when to go to obtain medical attention; and 

iv) Nutrition - prenatal diet, children's diet, distribution of 
prenatal vitamins arrl vitamin }\ supplements, pronotion of 
breastfeeding, starting a home garden, and gra.!t.h monitoring. 

a. Reorganization arrl. Expansion of Rural Services: 'Ib expand 
rural services requires reorganization and extension of the current rural 
outreach program. 'Ihe Community Based Distribution (CBD) program will be 
oontinuad throughout the life of the Project, but on a reduced scale 
(Le., the nurriber of oontraceptive distributors will be reduced from 800 
to 400). This le'.rel of CBD \'yorkers, coupled with the increased numbers 
of new health prom:::>ters (PHP), will enable SDA to sustain the levels of 
o:>ntraceptive sales realized in 1989. Complementing this prQ3TaID, the 
SUl\ will initiate a ne\'i Pro-Familia H1;~lth Proiroter program. To begin, 
the 8m will select 400 o::mwunity voltmteers to serve as Pro-Family 
Health Prom:>ters arrl train these imividuals in contraception and birth 
spacing methods and o:mplications~ thE~ in:p::lrtance of integrating birth 
spacing am exterrling rural service delivery, am the ab::>ve mentioned 
mat6L=nal-drlld health problems and interventions. 

Training will also focus on irrproving information arrl education 
skills of the CBDs and PHPs. These prCl!lThJters will be trained at the 
b:ginning of the secoril year of the Project using select ian procedures as 
described in Annex G. 'the new name (Le., Pro-Family Health Promoter) 
will signal the conmruni.ty UKit the SD1\ provider no longer only 
distributes contraceptives, but also provides basic maternal and child 
health care assistancel the intent is to pvovide a nco-threatening 
environment in which \'fOJOOI1 will be more likely to seek out information on 
birth spacing met.hods. 

Over the life of the Project an additional 750 COImllUJ1i ty 
volunteers will be added in three phal;es (of 250 each) 0 By the end of 
the Project, the SDA' s rural outreach network ""ill have been expllrled to 
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inclooe 400 CBD's and 1,150 Pro-Family Health PrO!OC>ters (PHP). 
~urrently, SDA will inprove the supervision of these workers by adding 
additional supervisory teams (consisting of a nurse and a driver). '!he 
current rat.l.O of 1 supervisor per 250 CBDs will be reduced to 
approximately 1 supervisory nurse per every 85 healtll promoters/COOs. 
'lhese stt>ervisory teams will also receive training in the areas described 
above, as well as supervision and motivation techniques (see Annex H for 
further details). 

b. '!he Soci al Market. ing ProgJram (SMP): '!he SDA' s soci al 
marketing program, which consists of the sale of prooucts donated by 
A.LO. to retail outlets (e.g., pharmacies curl llnon and pop" stores), 
will be exparrled to include addition:il outlets, thereby making low cost 
contraceptives accessible to a wider segment of the population. 'I'hese 
outlets currently provide oral contraceptives to 18% of all users of oral 
contraceptives am to 26% of cordaro users. In 3.ddition, as described in 
O:lirp:>nent II of the Project., the range of products sold in these outlets 
",lill be increased, as a means for inc~reasing the availability of ORS am 
other medical supplies, as well as iuproving S~ revenues and, in turn, 
the fir2mCial ~iability of the ~. 

c. Expansion of SDA Clinical Services Systen!= TI1e SDA Clinic 
system will be significantly expanded during the life of the Project, 
through: a) the expansion of services offered in existing SDA Clinics; 
b) opening of twelve marketplace clinics and six ne" marginal urban 
satellite clinics, and c) addition o:f fifty private physicians to the 
rural referral networK of the sm. Details of theSE! act i vi ties follO';l: 

i) SDA Clinics. SDA now ha:s four clinics located in Santa 
Tecla, Santa Ana, San Miguel, and San Salvador. 'The four SDA. clinics 
accept referrals from the CBDs for clinical service!:1 and provide the full 
range of contraceptive methods including natural family plannil1'3 to 
walk-in patients. These clinics also identify a.rrl treat problems relat.ed 
to the use of modern contraception, :sexually t.ransm.itted diseases, 
infertility and cancer. '!hese services will ba continued under the 
Project, and others, such as general medicine, pediatrics and wider 
gynecological services, will be introduced. Evidence collected by the 
SDA suggests that considerable derr..a.n1 exists for general medical care and 
pediatric services from pri vate care faci 1i ties such as the SD.\ which 
charge reasonable fees. Technical assistance financed under the Project 
will assist the sm in further analyzing t.'w demand for such services and 
developing a viable plan for their initiation on a financially sound 
basis (Le., with appropriate cost-recovery mechanisms). Upon completion 
of this feasibility study, the Project will finance equipment and 
technical assistance related to this service expansion. In addition, if 
beooficiaries need an increased level of care or services not available 
in the local SDA clinic, they will be referred to the SD1\ Central 
Referral Clinic, which will be financed under the Project (see Cbmp:>nent 
II) • 
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ii) Marketplace Clinics. To E~terrl marginal urban area coverage, 
sm will establish new service outlets (llstations ll ) in 12 of the 
municipal mrkets in El Salvador. 'fhese stations ~li 11 be in the heavily 
populated ~-I'cial markets and designed to serve high-density, 10vi 
inccme areas. A previous SDA ef tort of this type in the 1970s indicates 
that the exposure afforded hy ~ marketplace location should generate a 
significant increase in the dene.rrl for birth spacing arrl mternal-child 
health services. 

'!hese stations will be staffed by a trained health prorroter and 
. consist of one room in a store front location provided by the 

municipality at little or no cost. These market-based health prorroters 
will provide services which are similar to tOOse of their rural 
counterparts discussed in detail above (i.e., the distribution of 
contraceptives and MeR commodities and health education activilies), and 
receive the same types of training aM supervision. As with the CBDs an::1 
PHPs, complex birthspacing or Hal problems will be referred to the SIYi 
clinics or other private providers. 

iii) New Satellite Clinics. 'The Project will create up to six new 
"satellite ll clinics located in areas of the country not nt::J;I adequately 
served by the SDA, including mrginal urban areas of San Salvador arrl 
pJssibly San Francisco Gotera, La Union, Chalatenango, or Metapan. These 
will serve as additional entry points for the marginal urban am rural 
population, and provide resic health prom:>ter services. Staffed by an 
auxiliary nurse with periodic physician back-up, these satellite clinics 
will be able to provide a slightly higher level of services than t.'11e PHPs 
or marketplace clinics, particularly related to l"tCli services. However, 
ooroplex problems will still be referred to the nearest full-service sm 
clinic or other health care provider. 

Birth spacing and maternal child health care services will be 
provided at the 10'H'est possible cnst to tIte recipient. Fees \rill re 
based on a sliding scale depending on the nature of the services provided 
and the recipients I abi li ty to paY1 the scale \1ill be reviewed and, if 
necessary, revised annually to reflect oosts and the changing economic 
8i tuation of the poor •. 

Prior to ini Hating all six clinics, the SDA will test the 
viability and cost-effectiveness of satellite clinics for urban 
pcpulation. This testing will be carried out in San Salvador, which has 
the highest population density and i9 most accessible to the SDA Medical 
Di rector. 1\ six l'iDnth lease of sui table 8i tes and the assignment of two 
auxiliary nurses for 20 hours per month each will te~c the feasibility of 
these clinics. The six nonth period will also allow testing of demand 
and desirability. The satellite clinics must demonstrate that they can 
create a higher denand than a CBO who has no fixed operating costs and is 
performing many of the same services as the satellite clinics. '!he 
difference is that the point of entry will be an a'lXiliary nurse rather 
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than a CED, and therefore referrals \rill ba directly to the physician or 
the SOA. clinic. 'Ihis may also help to increase the demand for birth 
spacing services. 

iv) Physicians Network. '!'he expansion of SD.1\' s rur.al arrl 
marginal urban area outreach programs, throogh CaDs and rural heal th 
prom:>ters, will result in greater demand for more COIlPlicated medical 
services in birth-spacing. While the SDf\ now operates referral clinics 
in four majcr Salvadoran cities to handle same of these cases, it is 
expected that the demand for services will outstrip SDA's current 
capacity. fvbreover, it will be more cost-effective if patients having 
complex problems see physicians in sites closer to Where the patients 
live. Accordingly, under this Project, SDA will establish a physicians 
referral network, <X>nSisting of fifty physicians. '!hese doctors will be 
selected from rural to\'JnS or close-by urban areas to serve the highest 
risk and most urrlerserved areas of El Salvador. '!hey will be trained in 
the Maternity Hospital and will be supervised by the SD1\ Medical 
Department. A standard below-market fee schedule will be developed by 
SDA which doctors will use for patients referred by SDA. Patiente wiu 
pay a p.:>rtion of the fee, with SDA making up tI"-le remaiooer. 

d. lrrproved IE}: Supper t Sys tern: Data concerning soc i o-cul tur al 
oonstraints to the use of modern contraception identified by the 1988 
DeI1D3raphic Health Survey, as s1..tlI!IDarized in the oonstraints section of 
Uus Project Paper, places information, education and communication (IEX:) 
activities alongside those activities. designed to expand service coverage 
in terms of importance to Project success. Therefore, significant levels 
of Project resources will be devoted to these supportive activities, as 
follows: 

i) Informat ion. 'Ihe term Bplfl i e:d to those j:\ct i vi t ies which 
convey printed messages to the client. is information. The preparation 
am distribution of posters and pamphlets can:prise nost Project 
activities of this type. '!hese materials convey information to the rural 
and marginal urban participants, as \-)'ell as to CBDs and PHPs. SDA 
currently produces and distributes a wide variety of suCh materials an 
birth spacing and family planning. 'Ihese materialf:: lrn.ll be modified 
under the Project to reflect firrlingsl of IRS 88, for example, to dispel 
illogical fears about possible side effects fvom use of IUDs and oral 
contraceptives. 

New materials for target populations, particularly in 
maternal-chi ld haal th and child· survi val topics will also be developed 
arrl distributed. As Child Survival has been a focus in the region over 
the past five years, it will probably not be necessary to develop 
entirely new materials for t."'lese tcpic areas. However, modifications 
will probably be necessary in some Q3,seSI this, unfortunately, will 
require lengthy efforts in design, field testing, re-design and often 
re-testing before materials are finally available for r~roduction and 
distribution. 
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ii) Wocation. Fducation is interpersonal commtmiC3tion which 
takes place on an irrlividual level or in groups. PHPs, CBDs, and 
Referral Physicians are actively involved in educating their clientele. 
'Ihese activities may make use of printed mat-arial or other educational 
aids. t.hjer the Project, technical assistance will help SOA to expand 
and make more effective its pubHc education program. USAID will fund 
t\oO edocat ianal projects proposed by SDA. One tn 11 increase derrand for 
nale metl'OOs by using male "satisfied users" in rural and marginal urban 
areas. In rural activities, the educator/drivers whl:> are a part of the 
supervisory network will coordinate this activity. '-file second, medical 
sector training, will provide private practitioners s~ing rural arrl 
marginal urbln populations with education in family planning. A recent 
study found sixty-five percent of private practitioners have had no 
courses in family planning since attending medical sch::x::>l. 

iii) Communication. '!he communications section of public 
edlY'-ation consists of the use of mass communications Iredia, speci fically 
radio and television. Although the Project will foclls primarily on 
increasing education via methods of personal interaction, some television 
and radio messages are essential for reinforcement. The emphasis on such 
anncuncements \'"rill, ~ver, be significantly reduced from prior years 
am a greater prop:>rtion of the <X>mmUnications bu:lget ~.fi 11 be used for 
radio (i.e., 70% of the budget, versus 30% for television). 

SDA will select arrl contract a new publici ty agency to manage 
television and radio coverage and other mass media promotions (folloding 
procedures of Handl:x:x:>X 11, Host Country Contracts). '!he spots will 
enphasize the new SDA image (Le., Family Health, highlighting sp.rvices 
such as men's cUni c am the wider range of pediatric care ava Hable) . 
New media spots will be designed to be culturally sensitive and directed 
priIIBrily tCl\\5.rd the most important mll'ket segments. 

Radio ooverage will follow the strategy of television coverage. 
Airing of existing spots will continue. Some new spots will be developed 
in the same topic areas as those selected for television. These media 
spots will be coordinated not only with 1V messages, but also wi th the 
inter-personal education which is taking place throogh the rural outreach 
activities of this Project. 

e. Inputs: A.I.D. Project funds totalling $15,546,900 will be 
used to finance technical assistance, training, IEl: clctivities, equipment 
arrl materials and contraceptives . Counterpart resources equivalent to 
$3,040,260 ,,-lill be used to finance sm counterpart for rural/urb:in 
expansion activities, expansion of clinical services am part of the 
Infonnation, Education and O:mmnmications campaign. 



- 22 -

'lhis caIpOnent of the Project If/ill enhance the financial viabi lity 
of the Salvadoran Derio3raphic Association through inprovements in the 
SDA's organiz:ltional efficiency (e.g., re-organization of SDA's cliniCi'll 
services and referral mechanism to inprove efficiency, and nevI 
cost-recovery schemes) and the addition of new servic~..s Which, in 
addition to generating income, will provide quality affordable clinic3.1 
servi ces to a slightly higher iocome SEgrOent of the urban p::pulat ion. 
'nUs Cbmp:ment directly addresses the existing institutional c:>nstraints 
of SDA, through develcpment of the fo11oo119 activitiE!s: 

1) expansion of the Social Marketing Proqram (~), 2) 
establishnent of a new Central Referral Cl inic (CRC); 3) market. ing anj 

feasibility studies rel3.tro to additional snr-. medical services eXp:L'1sion; 
and 4) improvements to operational efficiency. 

a) ExpIDsion of the Social Marketing Program. As discussed 
eazlier, the Social Marketing Program (SMP) involves the &31e of no.jern 
cxmtr3.cepti ves (provided free of charge to the SDA) thr~Jgh local retai 1 
outlets. Prices are significantly below prevailing market rates. During 
the last three years, sales have increased significantly: 

Year 
1987 
1988 
1989 
1990 (projected) 

Revenues in U.S. $ 
1391 000. 
205 1 000. 
233,000. 
243 1 000. 

In spite of thi 5 impressive increase in sales, the pr~rarn is not 
able to cover its costs. NevJ prOOucts or ot...'1er \l"JaYS to increase revenues 
or to decrease costs mLlst be implemented to inprove the cost 
effectiveness of this program, ~·tnich constitutes an inportant 
contri but ion to increasing contr acept i ve prevalence. Therefore, duri ng 
the Project, technical assistance personnel vn 11 help SDA to explore new 
products to add to SQl\' B social marketing program' s sales. One of t.ne 
problems in selling new products i s thelt they will neej to be 
"oon-registered" i. e ., not taxable. This limits the number of potential 
new prooucts. If further investigation concludes that the nnge of 
ron-registered prooucts which could be sold is inadeq..1:lte, the option of 
crec.t ing a subsidiary of the SDA to sel:. "registered" prOOucts vii 11 be 
explored. Expansion of tha product line must also proceed cautiously, 80 

as not to diminish the vigor of the contraceptive sales program which 
must remain a priority. 

b) Establishment of a Central Fteferral Clinic (CRC~. This will 
be one of the key elements tor enhancing the self-sufficiency of the SDA 
program. The prinary function of the Central Referral Cl inic is to 
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provide a more cauple.K technical le'{€!\ and array of serv\ces to 
participants, centralizing services In one location fOlC the low income 
population, and, thereby achieving OClSt savings. Hc;wever, in addition to 
these coot savings, the CRC will include a "private medical center'" \'Jhich 
will offer gp--Ileral and speciality doctOI'B I servic-eg (e.g- I pediatrics, 
outpatient S:JI'get)1 unit, dental ~ceB) to a slightly higher in-oome 
segment of the pcpulati~n Who can afford to pay for a private physician. 
Income trill be generated through t.he rental of offic~ space arrl/or 
cost/risk-sharing arrangements tlith the resident physicians. 

U:Jw iI'lCC!l1e patients referred t.O this Clinic \dll receive advanced 
family and maternal child healUl services. For t:lw oi:.bar services of the 
Central Referral Clinic, SDA '(lill efrt.ablish a fee to Ciarge the patients 
based on the medioal/surgical specialty provided. SDA \'rill share this 
fee with the provider. The purp:>se of these officesl is to provide SDA 
.. 'Ii th the maximum income possible whil.e providing services wi thin the 
sccpe of its mission. For more details about the installation arrl 
~ration of diverse services of the Central Referrall Clinic, see Annex 
G., section G.S. 

If the projected revenue schedule described in the financial 
section of this paper is achieved, it. will generate $718,700 in 
additional net income for SDA during Project life. This income will then 
partially subsidize the rural extensi.on and marginal. urban services 
described in O:Jmponent One. The Central Referral C.enter is therefore a 
financial. and pr03nUllmatic linK to tile othat:" servioe:s offered by SDA. 

c) Marketing a..ro feasibility Studies. In adldition to tIle t\'1Q 

activities described arove~ the SDA t.rill carry out fjltudies to determine 
whether other service expansion options would be viable. Jl.JIlOng the 
q:>tions that will be studied are the following: 

1) Mditional Medical ServiCE!S in Existing S::Dh Clinics. In 
addi tian to the establishment of a private medical center in the 
Central Referral Clinic, tl'le SiDA will also as~ss the demand and 
potential ClO3t--effectiv~-$s of introducL'19 eit.heI genernl or 
specialty BerVices to other SttA c1iniC13. 'lhe addition of more 
servicem iJruC'...h as general medicine, pediatrics, and possibly 
dentitrtry, nay provide SD.l\ .. 1ith additional revenues, and may 
enable S~ to offer this care at prices apprc~riate for families 
who cannot. afford private physdcians at regular prices but are 
\'Ii lUng to pay more than foy what t~ will receive at the r.m 
clinics. 

A market analysis ~Jill det.ermine if sufficient demand exists 
for these additional lOiJ-cost medical services and \'I'hlch SDA. 
clinics are most likely to succeed. Improwments in 
infrastructure for each clinic will offer t1w. public a service 
viewed as equal in qual i ty to those provided by private 
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physicians. These renovations will also providE! additional 
<XmSulting offices for the new physicians and separate the.m 
physically from the birth spacing activities. 'lhe pilot test may 
require nine months including an active promotional campaign to 
establish actual existence of demrurl. 

2) Medical Insurance ~o Acoording to a preliminary study 
recently carried out for U5AID/El Salvador, the sm, in order to 
diversify its services and attain more financial self-sufficiency 
could consider starting a medioal insurance company. This option 
has the potential advantage of generating additional income 
through the expansion of Sm-serviced putmlatioo to include 
individuals without insurance (e.g., domestic employees) or 
employees of firms who \;rant an option to Social Security. f.1any 
carpanies in El Salvador already have arrangements with private 
physicians which they use in lieu of Social Security for minor 
medical problems. An e.nployee/e.zqployer plan which offers their 
employees and families a higher level of medical service ltn th 
redoced loss of \'JOrk-time may be an at tractive qptian. 

Although starting a mroical insurance company may be 
desirable, it will not be considered for the next trJO years as SDA 
1;lil1 need to devote its energies to adding new services required 
in the :rural am marginal urban areas, and improving 5nl\ IS 

efficiency in delivering those services it nod offers. Starting a 
medical insurance or a prepaid program poses mon~ risks than 
advantages. Further i sm I s management does ootno';l have the time 
or expertise to start such a sophisticated program, and there are 
financial risks in starting an insurance company that SDA cannot 
now afford to as!3\..IIDe. After a perioo of b10 years, if SDt\ is in a 
better operational and financial position and has the financial 
reserves that would be necessary to start-up W:!} subsidiary 
company, its feasibility will be studied. 

The combination of the Central Referral Clinic and the expansion 
of the Social Marketing Program, oombine:s wi til other SDA income 
(excluding aIr.f estiIlBtes from activities to bg 3tudied), will allar! 
significant increase in SDA contributiorus to its own SUlstainability. The 
current growth rate of the Social f.arketing Program will allO';I it to 
generate $1.925,600 during the life of the Project. 'l'h.l:! medical clinics, 
including the Central Refer-cal Clinic, ~'{.ill generate $L 713, 100, .. toile 
other sources will contribute $714,300 in the same period. As a result, 
the SDA ... lill became increasingly self reliant during t:ha life of the 
Project. See Table 1, Projected Revenue:3 for a Four- Year Period on page 
26, arrl Tables 2, Cost per Cbntraceptive User by Year arrl 3, Sources of 
Project Financing by Year on page 27. 
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d. lnprovements to cperational Effi:::iency: The service expansioi1 
plans outlined in Camfx:>nent I must be carried out in concert with ch3.nges 
to SDA I S organization, staffing, curl operating procedures if t.'1e prograt!lS 
are to be effective and achieve some degree of financial 
self-suffici~. Thus, activities u.rii& this Cbu:ponent will include 
technical assistance and operational support for decentralization and 
improved supervision of SDA programs; irrprovements to management 
information and financial accountability systems1 and modification of 
personnel policies, such as training and payment plans. 'Ihese activities 
re~ directly to institutional and admdnistrative constraints 
identified in the Institutional Analysis conducted as ;part of Project 
Development. 

One major goal of SUh. will be to decentralize its administrative 
systems to place supervision and decisi~j-making as close as possible to 
operational levels, thereby improving efficiency. Fbr example: a) the 
SDA Clinics \1.'1.11 have greater autonomy; b) a business manager "Iill direct 
the Central Referral Cliroiq arrl c) each new or exparrled SDA program 'frill 
have sufficient supervision and independence to carry out its objectives. 

Technical assistance personnel vnll ccoperate with the Board of 
Directors, the Executive Director and the ~"1t/Clinic Chiefs to 
develcp arrl inplement a t-1anagement by Cbjectives system follo.n.ng the 
principles developed by the American r·1.:-3nagement Association. 'l'raining 
am programs \flill also be provided to the Board of Directors and the 
Executive Director to facilitate mastery and Ll£e of strategic plannin;; 
procedures. Broad goal setting, needs assessment, discrepancy analysis 
and related techniques .>Jill be used to help ensure t..hat available 
reSOJrces are focussed on priority goals and objectives. The adoption of 
MOO and training in strategic planning will help increase efficiency of 
cperation, establishing systematic IDile.>Stones against \Chich to evaluate 
processes and progress. Each depart.ment. t'"nll create annual, semester and 
quarterly objectives for its activit.ies, sales, training, etc. Quart.erly 
meetings "lill evaluate progress to'.:"rard established objectives, resourcas 
req.lired, progress and problems and other issues related t.o improving 
performance • 

~finement and modernization of the existing accounting, 
remmeration and inventory syste:ns, 1rn. th help from teehni cal assi stance 
and other me.a.ns should achieve the best results consistent \On th t.ha goals 
arrl objectives of SnA. These efforts •• rill be closely coordinated wi th 
the strateg ic planning, management by' Clbjectives and human resource 
develq::ml€'.nt adi vi ties of this conponent' s training strategy 0 

An Improved SDA Management Information System (t-US) will be 
established in the San Salvador Clinic to encode medical records of all 
SIY\ clients and to create a medical dat.a bank which will assist the 
physicians and mu:ses in providing bett.er diagnostics and services. The 
MIS \-'lill also include a canplete invent.ory a.rrl accountability of the 
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'mBLE 1 

REVENUES GENERATED BY SDA - PRI)JECI'ID REVENUES 1990=94 
(OOO's US$) 

Reva~ue Generating Appr. Proj. 'Ibtal 
Activities 1990 1991 1992 1993 190A 1995 5 Years 

Social Marketing 243.0 300.0 359.1 390.4 410.3 222.8 1,925.60 
Pr03'ram 

Scte1lite Clinics 77 .4 162.2 199.8 211.7 224.4 118.9 994.40 
Cen. Ref. Clinic (CRC) 0.0 0.0 158.8 195.8 229.7 134.4 718.70 

~-1edica1 Clinics 
Subtotal 77 .4 162.2 358.6 407.5 454.1 253.3 1,713.10 

Education & Trainirg 1.8 3.13 4.5 4.8 5.1 2.7 22.70 

Administration 9.8 19.5 19.5 20.7 21.9 11.6 103.00 

Public Relations & 
ResearCh/Development 35.2 107.7 118.0 125.0 132.5 70.2 588.60 

TaI'AL REVENUES 367.2 593.2 859.7 948.4 1,023.9 560.6 4,353.00 

Note: SDA revenue pr'OjectiOl')g for 1995 cover a ~ix oonth period up to Pl',co. 
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TABLE 2 
ESTIMATED COST PER COtirrAACEPTIVE USER 

BY YFJ.\.R AND PKlGlW<1 
(IN us.i;) 

PRCGRAM 7 1990 7 1991 7 1992 7 r~13 7 1994 r 1995 

Cbmmuni ty-Based 
Distribution 

Social Marketing 

Clinic 

INSTlTUI'ION 

A. 1. D. 

I.P.P.F. 

Other AID 

SDt\ 

PERCENI' AID 

PERCENT sm 

10.00 12.00 15.00 

8.00 10.00 10.00 

10.00 20.00 10.00 

TABLE 3 
s:::uRCE OF FI.NAN::ING 

BY YE'AR 
(IN OOO's US$) 

7 1990 7 1991 7 1992 7 

5.750 6.250 4.000 

.500 .500 .500 

.050 .050 .050 

.270 .600 .900 

6.570 7.400 5.450 

85.9U 85.99% 73.39% 

4.64% 7.36% 16.51% 

10.00 8.00 6.00 

8.00 6.00 4.00 

15.00 12.00 10.00 

1993 I 1994 7 1995 

3.000 2.000 1.000 

.500 .500 .500 

.050 .05D .050 

.970 1.050 L1Li.o 

4.520 3.600 2.690 

66.37'~ 55.56% 37.17% 

21.46% 29.17% 42.38% 
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Santa Tecla warehouse. '!his t.us ~n.ll iuprOV6 the procurement system of 
Sl).l\. It will be established by the tEK1mical assistance team utilizing 
Cl.Xrent sm computer equipment and SOD.le additiOl1i':il equipment as needed. 
'!he propose."'i systen. will oontrib.lte to the achieveIJlent of goals by: 1) 
providing a valuable tool for research, monitoring and better 
accountability of the interaction of SDA mtl, its patients; am 2) 
allowing immediate access to patient elata, preparir~ statistical 
tabulations am reports as nerooo CYn c~c'O:)Uflting an:] l"'lBalth variables 
gathered daily i. e., reports on the number of patients served, revenues 
collected from patients, revenues collected by the rll:!vl exparrled rural 
health clinical services. Overall financial data and specific 
information on the \'lareln.ls-e c:perations will also be mre easily prepared. 

FiJ1Cllly! this Project will al::,.() assist SDA in iIliProving its 
personnel management pol icies. Ca -.t:-. -, analysis of ski 115, kn<::Jl.."ledge ard 
attitudes required for cptimal functl<JOing in each position in sm vn.ll 
be carried out, leading to developme;rt: of internal selection, training I 
retraining and motiva.tion procedures. Systematic implementation arrl 
rroni toring by the Execut i ve Director and Board of Directors wi 11 advance 
the staff efficiency to the highest pt-:>ssible levels consi stent ~·ri th 
organizational goals. 

As a result of activities a:mtE~rrplated urrler Cbl1ponent II, average 
cost per user \cn.ll decrease over the life of the Project. Over the first 
three years of the Project, costs per user per progra . .l1l will increase I due 
to the costs asscciated with launchinq all the nav programs (e.g., 
training arrl purchase of equipment). Tnese aooitionll costs will be 
largely paid for with grant resources J giver. that Ircdifications to WE 
fee schedule can only be un.:1ertaken gradually. As observed in Table 2 on 
the previous page I the cost per user increases fram :~10 per user ir. 1990 
to $15 per user in 1992. However I upon completion of start-up costs for 
system expansion, outlays begL1 to decrease until the cost per user by 
the em of program reaches an estimat(:rl $6 per year. 

e. Inputs~ International and national long ;;md short-term 
tet:"'..hnical assistance, as ...rell as coillIDcldities and ope:rational SlIp-port \·'111 
be financ-ed t'r.i th $3,838,100 in AID dollar resources. Counterpart funding 
for thi s O::l-.rp:ment vii 11 total $4,239 / 1370 and be used for some local 
currency costs associated tlith the ex;pansion of clinirel services, tP.,e 
Social Marketing PrograJIl and participant training. See Annex J. 
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a:::MPC.'.NENT I I I r POLIC'i J:.lEVEWPMENI' AND RESPARCH 

a. Research am PoliS)' Dial~le: As noted in t..'le backgrourrl ard 
Cbnstraints sections of this Project Paper, national policies which place 
contracept ives arrl other med icines out. of the reach of the pcx>r 
population, as well as institutional policies \'''Ihich result in inadequate 
resources being devoted to rraternal arrl child health problems, have 
inhibited greater strides in birth-spacing and improvirY;} child health. 
Acoordingly, research activities arrl. concomitant efforts to dissemin.ate 
findings and inprove targeting of scarce resources (E~.g., donor 
COJrdination) are an irrportant part of this Project. 'The findings of 
research studies ~rill be used to roth enhance SDA 1 s project 
inplementation, as h~11 as to stren;Jthen the policy framev.ork of the 
ca.mtry by nnre accurately identifyiOSJ and targeting vulner-:ilile 
populat ion groups, increasing t.he aW3.l'enedS and acceptabi li ty of 
available m::xJern birth spaciIl3 tech.iques, and inprovlng urrlerstaruinj of 
the role of commtm~_cation and edu::at ion in fami ly plan.'Li~ 3.n:l health 
care pr~rams. 

'The Project will fin.an::=e the follO' .. ling research activities: 

Dem::graphic Health Survey {FlliAL}I The ~raphic and Healt.1-t 
Survey, the single most inp::>rtant sr.:>urce of information atout nati()[Bl 
derrOJrClt")hic and health trerrls in El Salvador, 'has beEm c.on:jucted t..i~C'': jon 

t...'1e past. In both instances irrplerrentat ion an::'l a'1alysis was done by (.h~ 
SQIl. with technical assistance fran thE! Center for Disease Cbntrol (CIX'). 
Firrlings have been instrumental in t..'"l€! design of this project, as well as 
FOliey level discussions with the ~ni.stry of Health on the need for a 
m.:xe aggressive family planning prograllll. '!his Project wi 11 furrl a tr.irj 
F'ESAL planned for 1993. Outside technical assistanc-E! w:i.ll be neo=ssa.:y 
in all stages of study design, inplememtation a.rrl analysis. 'The results 
of the FESAL will be available in 1994 and will be disseminated through ~ 
national seminar. L'1 addition, tl1.e Projo.....--t will fincLnC-e additional 
analysis of data collected in the firSlt two FESALs. on topics such as 
perinatal rrortali ty. 

Mal Morbidity arrl Mortality St\:~: Perinatal mortality is the 
major cause of death in El Salvador. Although the recent FESAL surveys 
have provided much information arout i.nfant n:ortality, little to nothing 
is kna.m about the causes of perinatal death. For this ::-eaSC'n, USlUD 
will furd. a prospective study of perinatal lIDrtality as a part of this 
Project (AID buy-in). 'the stOOy, to be done in 1993--95, will utilize the 
nationa.l sarrplin:l frame develc:ped by tbe FESAL. 1ts a prospective 
epidemiological study, it will require! careful design and intensive field 
work. Outside technical assistance wi.ll be necessary in all stages of 
stuc.y design, implemgntatio.'1 arrl analysis. '!he results of the P'!Cl1 Survey 
will be available in 1995, arrl used to focus health Clgency attention on 
this pressing health care issue affect.ing drildren. 

Studies and Research in Q:mtraception: furin:J the life of this 
Project several studies may inprave understarrling of contraceptive 
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methods or services. A stLrly of the irrpact of the Norplant 5-year 
contraceptive i9 ClD:rently umen-ay in a joint effort [,lith Family Pealth 
International (FHI) and SD\. '!his Projc~ \'Jill assUI!:!e re~sibi lily for 
the remairrler of the Norplant Study (AI]) buy-in). Other studies may 
include anthroro103ica1 research on mo....n's attitudes tOt!aId the use of 
IOCrlern contraception, and the effectiveness of utilizilt19 "satisfied 
users" groups for service delivery. 

IUD Postp:1rtum St~: '!his study is also currently umen .. !ay as a 
joint project bet\<.J6en the Materni ty Ibspital, the Salvc:idoran Social 
Security Institute (ISSS), am SJA!\. ThH study \'nll evaluate the 
acceptance of It.,1) use by the lI!.Edical ca:rmunity and users in order to 
define problems inhibi tin:;J broad acceptance a.'1d design methcds and solve 
them. The study will be near <XXIpletion at t.he beginning of this Project 
(June, 1990). The Project will fund an addi tic'Dal year. - through June, 
1991 - to allan for the IUD Postpartum StOOy to be completed (AID 
buy--in). Dissemination of the results of the study will be accomplished. 
through a national seminar. 

SDA Pr03raJIl Design and Effectiveness: To obtain mP...asures of 
effectiveness of service ('ho¥1 h'ell services are deliveJ:-ed), SDA \'nll 
coriiuct three studies during tJ'1e life of the Project. 'Il1ese will take 
place in 1991, 1993 and 1995. Studies on the effect.ivE:mess of SDl\ 
clinirnl services will also be corrlucted. These will take pla~ during 
the first several years of the Proj€>.ct and wi 11 be used to inprove 
service delivery. The results of these studies will b~ used to evaluate 
and m:xUfy SQ?>. training am education activities, as ~~ll as to evaluate 
Project activities during the midterm and final Project evaluations. 

The results of all of the studiea listed atove will be 
disseminated am discussed, as appropriate, an a nat ional level. 'fi',e 
PrOj6ct wi 11 provide furrling to the SI»\ to faci li tate regular meet ings of 
all th(~ health care agencies and donors, to inform ~~ of Cln3oL>19 
reseal"ch efforts and to faci li tate the E~change of information on program 
plans a.rrl successes, thus avoiding ~..xha~p9 costly dl.pHcation or 
contradiction of efforts. Donor coordination efforts \lnll be carried out 
at two levels: national a."rl COl!JiIiUl1ity. 

The nat ienal level context of th;:! SDA' s Fam.i ly Health Services 
Project includes all Hose agencl€~s providing services for birth spacing 
and maternal-child health in El Salvad01C'. Major dorAOnl arrl providers in 
these fields include the Hinistry of HeaLlth (with Projects furrled by 
USAID, UNFPA, and PARO) I and private voluntary organizcltiOl'lS 
participating in the USAID PVC Maternal Health auld Survival Project, 
519-0367. 

On t.he local com:nunity level, hea~th p:rom:>ters c)f the MOll and 
private vol_~tary organizations, pha..."'1Ilacies and traditiOOt:ll sources of 
care, including traditional birth atteri!:ants (parteras enpiricas) am 
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traditional practitioners (curanderas), all provide birth spacing and 
other P-il-l service s • 

b. .!gputSI '!hi s O:mponent includes short -term i nternat ional 
technical assistance, training in rese;,xch methOOologies (enphasizing 
recent develcpments in data gathering and analysis techniques), 
operational s~rt and limited commodities totallirq $3,260,800, of 
which sa, 793, 800 \'lill be financed by AID and $1,881,900 "rill be financed 
by SDA. 

IV • FINANCIAL PIAN 

A. Project Budget 

'The cost associated with the Fami 1y P1Balth Service Delivery 
Proje."::t is $35,826,120, of which "'.LD. will finance 't22,OOO,OOO and the 
Salvadoran DenDgraphic Asso:iation will C!Ontribule $13,826,120 in 
counterpart f'JIrls and gener~ted revenues. A.1.D. reeources ~1ill be used. 
to finance technical assistance and tra.ining ($5,573,300) i l03istics and 
CCJiIIIOCrlities ($4,575,600), prO:Jram administration ($6,390,200), the I.E.C. 
carrpaign arrl research ($3,395,OOOL program audits ani evaluations 
($821,200) and provide for contingenciE~s and inflation ($1,244,700). SDA 
will contribute $13,826,120 in counterpart funds and 9enerated revenues, 
Q:,..mterpart resources irVIn the Salvadoran Dem::graphic Association will 
finance local currency costs asscciated \1l.th the rural/urban outreach 
program ($885 t 450), expansion of clinical services ($3,845,200)' the 
I,E.C. campaign ($22,670), the Social l12rketing Program ($2,513,250), 
p:rogram ccx:>rdination with other donors ($1,781,920), research and 
participant training ($1l3,540) and program administration and overhead 
($2,637,840). Other contributions acoJUnt for $2,026,230. 

See Tables 4 t.hrough 7 on the following pages for more detail on 
the Project I s financial plan. 

B. Recurrent Cost Analysis 

Recurrent Costs to SDA created ,:is a result of this Project total 
approximately $750,000, of \'tnich nearly $700,000 repr1esents annual salary 
costs. 'Ibeee additional annual e:osts axe essential if SOA is to reach 
its expanded service targets. Moreover, over the long te.rm, too 
operational efficiencies and service expansion financed lJy the Proja.~ 
wi 11 resul t in reduced average cost per user (from $10 in 1990 to $6 by 
IDP). I..ower service CX)Sts wi.11 place family planning within the reaC'.h of 
thousands more Salvadora.ns thm no'.4 enjoy access to this service. 

Ibwever, SDA \'Jill nt:.'t 6 during t.he life of this Project, attain 
financial self-sufficiency. t'lhile this is a long-term objective, the 
ratio...sale of the Project must be based 00 the greater oocial and eo:momic 
goo:l to be derived from making birth-spacing and maternal-chi1d health 



SOURCE 

FAM. HEALTH SERVo 

INST. DE.VELDFMENT 

POLl C'i DEVELOFMENr 
AND RESFARQi 

AlJDIT/EJAL. 

arHER o:::NTRIB. 
AND OVERHEAD 

'IUl'AL 
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'meLE 4 .. ------,,-
Sl..M>1ARY (X)ST ESTll>FdE AND FL.~IAL PI)\1~ 

(US $ 000) 

AID SDA 
'lUI'AL 

I.e LC 

6,680.05 13,866.85 3,040.26 18,587.16 

2,854.65 983.45 4,239.89 8,077.99 

998.50 795.30 1,881. 90 3,675.70 

821. 20 821.20 

4,664.07 4,664.07 

11,354.40 10,645.60 0.00 13,826.12 35,826.12 

A. 1. D. SDA p~ 

22,000.00 13,826.12 35,826.12 
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'lll\BLE: 5 
~ COST ESTIMATE ErY INPUI' JI...ND CX}JIPaID1l' 

AID Budget by CO.wr. I 0l'-1PT. n W·1PT III 
ConponentjJ:tem FAM. HE.l\LTH ~. DEV. POLlCY DIN. Jl..JJDIT AM) 

(lB&OOO) SERVICES RESE'J\FICH JNAIJ.JNrI CN 

Tech. ABet. 2,519.20 1,805.00 675.00 4,999.20 

Training 380.70 193.40 0.00 574.10 

I..ogistics & 
Conm:xH ties 3,883.40 692.20 0.00 4,575.60 

Pr03ram Adm. & 
Coordination 5,597.60 732.60 60.00 6,390.20 

1. E. c. 2, 751.10 0.00 0.00 2,751.10 

Research 0.00 0.00 643.90 643.90 

Audits & 
EValuations 821.20 B21b20 

Cbntingencies 
am Inflat ion 414.90 414.90 414.90 1,244.70 

15,546.90 3,838.10 1, 793.80 821. 20 22,000.00 
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TABLE 6 

PROJECTION OF EXPENDITURES BY FISCAL YEAR (SUMMARY) 
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T1~ 7 

P]U}'lLNT VERIFlCATIQ.~ MATRIX 
(SUS 000) 

MErnOD OF t1E:ffiOU -CR APl?RJX. 
IMPLEMENrATICN FINANCING Al-1{)UNT AID 

1. TfOfNI CAL ASSIsrnNCE 
(Cbrrp:ments I, II Gt III) 
Di r ect AI 0 Proc. Oir. P"dyment 4,999.20 4,9. 20 

2. TRAINIt'n 
(O:::lnponents I &: II) 
Local: 
He Procurement Oil' • Reil!b. :354.10 
Participant: 
Dir. AID Placement Oir. P"dyment 220.00 

574.10 

3. r..cx.; I S1' I CS &: 

a:M-1OD ITl ES 
(Components I &: II) 
Direct AID/GSA Proc. Dir. Payment L 371.80 
HC/lnst. Cbntractar Oir. Th:!i.mb. 3,203.80 4,575.60 

4. PI03. AIJl.UNISTRATION 
& a:JJRDINATICN 
(CbHpts. I, II &: III) 
He/Procurement Oir. Reimb. 6, ()43.30 
Dir. AID/GSA ?roc. Oir. Payment 346.90 6,390.20 

5. INFORMATlOO, EDUCATICN 
&: <n1MlNl CM'!(i\.1S (IE: ) 
(O::mrponent I) 
HC Procurement Dir. ~~imb. 2,751.10 2,751.10 

6. RESEARai 
(O:mponent I I I ) 
AlO Dil'. (Buy-in) Oil' • ~~i.mb. 323.50 
He Procurement Dir. R!~imb. 320.40 643.90 

7. EVALUATIQNS7AlJDI'l~ 
Oil'. AID Proc. Dir. Payment 821.20 821.20 

8. a:NrINGENCIES/INFLATlOO 'lb be determined 1,244.70 1, 244.70 

T01'AL 22,000.00 22,000.00 
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services more ~ndely available. Given this g the issue at hand is whether the 
SDA is an efficient provider of such nervices and whl~ther <x>st recovery 
mechanisms are being developed which, over tlw long-term, will enable the sm 
to attain financial self-sufficiency. Bot..'h factors are explicit o:mcerns 
being addressed by the Project. 

v. pROJEX:.'T IMPLEMENI'ATION PlA.J\J 

Several major activities are involved in the SUCcel3SttJ. inplementation of 
this Project. The relations among the components have to be designed to 
facilitate rational use of SDA's available ~r ,.,;}ule providing it with 
extensi ve training and technical assi stance to improve 1. ts internal 
capabilities. 

The follolling chart sh:>ws the se:;[Uence and duration of major activities 
as well as prop:>sing which entity( ies) should be responsible for each action: 
~, USAID, Institutional Contractor (Ie) and/or combinations thereof. 

Implementation 

Event Responsible 
Institution 

General Activities: 
PP Aut...'1orized 
Agreement Signed 
PlO/T prepared 
CPs to Disbursement 
Contract TA 

Jmplementat ion By ~ne~ 

I Fami ly Heal til Servi cc Deli very: 

i. Initiate procurement of 
vehicles, contraceptives 
medical equipment I etc. 

i i. CBD Rural ootreaC!."'l 
inpleroentation schedule for 
training and public education: 

a) Hire directoc, supe..r.-vising 
nurses, auxiliary nur~, 
etc. in all 4 clinics1 

b) Field Or ientat ion 1 

AID 
AlD-Sn\ 
AID 
S[~ 

AlD/SDA 

Ie/AID 

SD1\. 

D:ite 

5/90 
6/go 
6/90 
7/90 
9/90 

7/90 

8/90-12/90 

11-12/90 
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c) Training 1 SDA/CENCl\P 
l~:l term t y lbsp. 11-12/90 

d) Screening and select ion 
of CBDs and 250 PHP'sT SlD1\ 9/90=7/91 

e) PHP Training, 8M 9/90-6/91 

f) PHP public education in 
all B.S. areas 7 Si"JA! CENCAP 11/91=6/95 

9) Selection of addi tiooaJ. 
PHP's (250), SDA 3/92-4/92 

h) Training of new PHP' 51 SDA/CENCAP 5/92-8/92 

i) Selection of new PHP's(250), SDA. 6/93-8/93 

j) Training of New PHP' 81 sDAj C»JCAP 9/93-11/93 

k) Medical Training 1 SDA/Maternity 6-7/91 

1) Admin/Mgmt Training; SDA/IC/FEPADE 9/90-6/94 

m) Public Education; SDA 9/90-6/95 

n) Information/Communications; S))A/IC 3/91--6/95 

iii. Organi ze marg inal urban 
servi ce centers and 
supervision: SUli 8/90-6/95 

a) Pilot test of c1inicsl S])J\ 1/91-9/91 

b) Start more satellite centers 
of other SDA ciinics1 SDA. 12/91-6/92 

c) Pilot test addition of 
general pediatric & dental 
services in one SDA clinic 1 SDA 8/90-12/90 

d) Duplicate process at 
another SIl'\ clinic if 
pilot is successful, SoDA 12/92-5/93 

e) Start program at 2 
remaining sm clinicsI SI:lA. 1/93-6/95 

iv. Plan decentralization of 
referral providers; SlAlV'IC 1/91-3/92 



v. Selection arrl training of 
referral providers1 

vi. Training: 

a) Revise, re-design and 
cont inue internal 
training prograillST 

b) Participant Training; 

II Institut ianal Develq:>ment: 
€I 

i. O:>OOuct strat'3gie 
plan'1i!lg sessions for Bo:ir.j; 

i i. 0::>00 uet 9 roU9 dyn::uni cs 
and eorrrnunicat ions sessions; 

iii. Develc:p llE..T1agement by 
objectives (NBO) system 
and provide training; 

iv. M:::rlify an:j inprove 
per sonne 1 system; 

v. Develc:p human resource 
ma~ageme~t system; 

vi. O:>rrluet market i ng and 
rC 3sibility studies; 

vi i. Develop CRCs. 
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SDAjIC 

SDAjIC 

SDA/IC 

SDA/IC 

IC 

IC 

SDA/IC 

SDJ.../IC 

SDA 

SDA. 

III Policy Development and Research: 

i. Join and attend 
Inter-Sectoral Cbmmittee 
on au ld Survi val ; 

ii. Sample Frame elaboration 
of FESAL, 93: 

iii. FESAL, 1993; 

SDA 

SD.lVrc 

SDA,lIC 

iv. l-1aternal/Orild l-'l.:Jrtality Study; SDA/IC 

v. IUD Study; SDA/IC 

1/91-3/92 

11/90-6/95 

1/91-6/93 

8/90 

9/90 

9/90 

9/9(}-12/91 

9/90-12/91. 

9/90-12/91 

8/90-6/95 

8/90-6/95 

8/91-6/92 

6/91-6/93 

1/93-3/95 

9/90-12/90 



vi. Evaluation of Clinical 
Servi ces 1 

vii. Evaluation of sm's 
Education a.rrl Trainingr 

viii. Yearly Audit. 
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SDA/IC 

SDA/IC 

~rternal 

Auditors 

A. Aspects of Inplementat ion t.o be l>1oni tared 

9/90-12/92 

12/90--12/95 

11--12/90-95 

S(Aa. arrl USAlD Project managers ~Ii 11 monitor two broadly defined aspects 
of the Project - inputs arrl outputs. ~ts consist of TA and training (long 
term, short term, and in-country), logistics (rem:xieling costs, office 
sLPplies, vehicles, contraceptives, mEdical supplies, pharmaceuticals), public 
education prcgram oJats, research cost.s and audits. Outputs are defined as 
services delivered. These inclLrle (but are not limi ted to) number of. rural 
distribution pJints established, number and type of health \;'Orker8 and mothers 
recruited arrl trained, increase in cliniCi'll services providoo and number of 
research studies completed. 

In order for moni toring to occur I current report i09 forms and £101,"1 of 
infonnatio:1 must be reviewed by the technical assistance staff and mo::H fied 
where necessary. Monitoring !;fill be facilitat.ed by the development. of the 
management information system (MIS) under this Project. Supervisory person.nel 
will visit the community-level provide!l"s fr~'Uently, once every month (or a 
total of twelve times per year) at th€: 'beginning, dropping back to once every 
six weeks (or eight times a year) once the program is urrlerway. 

B. Tier Desi9!} of t.:he r·bnitoring Plan and Relationshi,e to the 
Evaluation Plan 

A project' a mom toring system must be designed from the outset not only 
to provide current information al:x::rut projec'-c activities, but also information 
that is needed to conduct the midterm and final project evaluat ions. The bo'O 
evaluations planned for tr.is Project are based on a tiered m:mi toring and 
evaluation design develcped over the past severn.l years by USAlD;u.c/S&T/H for 
the auld SurYi val program. In this design, Tier I oorrespo~ to evaluation 
of the in,puts a.r.d outputs discussed above. 'lier II evaluates the 
effectiveness level, wlhile Tier III coer-responds to measurements of overall 
inpact. f-.bre details regarding the Tier design are presented in the 
Evaluation Arrangements Section IX of this paper. The Project monitoring 
system will serve as the principal source of infornation during evaluations of 
Tier I. At a minimum it will provide data on the inputs, outputs and 
objectively veri fi IDle indicators 1 istOO in the log frame of this paper. 
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C. Financial MonJtoring, Accountability and Audit 

Financial monitoring of the revenues am experrlitures of the program 
shall be done on a monthly basis through a series of reports which shall be 
d~elqped jointly by ~ and the pvoject officer in charge at USAlD follaNing 
US standard disbursement procedures. 

On a yecrrly b3sis, a canplete financial au:1it will be oonducted by 
external auditors. The aud.it will be contracted at the beginning or prior to 
the start of the fiscal year being audited, thereby allowing the aooitors to 
perform such specified procedures as petty cash COW1ts, observe physical 
inventory counts, r~it~ payroll distributions, assess internal controls and 
accounting procedures, revi~~ accounting ledgers and doc~nts for adeqLV3CY, 
or perform other interum tests which they deem necessary. USAID will approve 
the statement of work before SDA contracts the external auditors and USAlD, at 
its discretion, may supervise the audit and revie"J the draft reports. ~ 
exc.ernal auditors will be be affiliated with US CPA finns using GNJ stamards. 

In a1dltion, U&~D/El Salvador, at its discretion will contract for 
fina1Cial I~~geoent services to include financial monitoring of transactions 
carried out by SJ)!'l. or concurrent aLldi ts. 

During the third year of the project. a complete evaluation of the 
financial status am 90315 srall be conducted by external project evaluators 
arrl ooncurrently wi th the external auditors. At the end of the project a 
c6rrplete financial audit shall be con:Jucted of the results of the prCl<jram. 
All audits shall 'be conducted with US CPA and GN) standards. 

D. Assessment of A.I.D. ~1itori~Ca~bility 

Primary USAlD IlOnitoring resp:msibility for the Project rests \"rith a 
personal service contract (PSC/FSN) to be contracted un::'ler this project \'/00 

wi 11 be the Project Manager. This person ",Jill \lOrk on a day-to-day 'basi s 
reporting directly to the Population Officer and/or his AssistaO!t, located in 
the USltiD/EL Salvador Office of Health, Population and Nutrition (HPN). These 
three persons ",lill be supervise:] by a U.S. direct hir,e, who is the Deputy 
Dir~~or of the HPN Office. '!he Project Mal1ager \-lill be c.ssisted by a US/PSC 
Procurement Specialist, who \rill provide advice on lo;istics and commodity 
procurement requireI!JeI1ts and procedures for the Project, depending on the need 
once the Project is underway. Omsidering that lIDst of the procurement effort 
tmder this proj€'::t \¥ill be during the first b-fO years of implementation and 
from then on only nom toring of shipments and/or minor procurement actions 
"Jill be taken, the procurement specialist will not be fully contracted by the 
Family Health Services Project but be split funded 'rllth other health projects 
rronitored by the HPN office. To help ensure the smcoth implementation of 
Project activities, the r~ssion Project Implementation Cbmrndttee (PIC), 
mentioned previously I ",rill periodically revievJ Project status. 

VI 1. SlJr.tv1ARIES OF ANALYSES 

A. Techni cal Anal ysi s Surrnnary 

~ major technical interventions this project promotes relate to: (1) 
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birth spaciN,;J/family planningl (2) selected diseases oontrol (diarrhea and 
acute respiratory diseases, parasites OJOtrol i.mmurlq:>reventable diseases), (3) 
nutri Hon interventions (growth moni. tarin'), breastfeeding and Vi tarnin A arrl 
other nutritional interventions). 

'!hese problem areas are chosen ber..ause they are the nost critical ones in 
the ca.mtry. '!he methcrlDlogies are chosen because they offer optimal chances 
for effective results. For example, birth spacing appears to have the single 
greatest ef feet on child survival as well as in maternal morbidi ty and 
rortali ty. Sex Education for younger 'r.omen is a clear priori tYe Pregnancy is 
especially dangerous to ~ in their teen years because of malnourishment. 
Moo the general structure of their pelvic gro¥lth is not corrplete. Recent 
statistics deIronStrate that 15% of all E1 Salvador's Maternity I-bspital 
entrants are from aoortion related causes. Also, hemorrhage arrl toxemia are 
other irrportant muses for maternal deaths in El Salvador. Hemorrhage is rrore 
likely to occur ano~ \'XJmen t'/ith a high pari ty. When family pla,nning programs 
are widely available, the need for al:ortion decreases sharply. 

Diarrhea is a corrm:::m childhood disease. In El Salvador, deaths due to 
intestinal infections are the second cause of death in all ages forming 6.4 % 
of all deaths. The reliable supply of oral reh¥dration salts (ORS) of good 
quality to mothers and health workers is a cornerstone of pr03rams to Cbntrol. 
of Dia:-rheal Disease. 

Acute re~iratory infections (ARll affect approximately the 67.3% of all 
children under five in El Salvador. In rural areas of the country the 
percentage is an even higher -- 73.6%. ARl, if not treated, leads to more 
serious illnesses, contributing to higher rates of child rortality in this 
country. Thus, interventions un::ier this Project targeted at prevention and 
early detection and treat.ment will contriOOte to averting deaths due to acute 
respiratory infections. 

Poor nutrition underlies more than ralf of early childhoOd rrortality, 
accounts for I!OSt of the immunological deficiency in the we>rld, reduces 
learning potential and performa.nce, limits work capacity and increases 
reproductive wastage. 'the 1988 nutrition survey sho\rJed that 30% of the 
children in El Salvador suffer from a certain degree of malnutrition. Growth 
noni toring is one technique for alerting parents to the problem and it can be 
easily taught and monitored by rural health workers of the level pla..rmed u.rrler 
this Project. It is a key tool to measure nutritional improvements arrong 
chi ldren urrler the age of two. ~l2asuring growth through anthropometric 
measures is a useful practice and a good health status indicator. 'lhe Project 
will reach mothers through growth promotion campaigns to prevent nutri tiOP..al 
deterioration during pregnancy I increase birth-weight, and provide treatment 
for health risks. D~ ..i8tfeeding trill continue to be actively promoted urrler 
the Project. 

Emphasis wi 11 ala<) be given in the health education activi ties of the 
health promoters to ~sitic infestations and vi::=unin A deficiencies. Lack 
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of adequate hygienic conditions in the community make parasitic infestations 
CClI'IllJ.:)f} aIIOTJ3 rural children. 'Ihi.s Project. will att.:lCK pru:asites in selected 
o:mrunities nationwide thrc:ugh education as well as through distribution of 
antiparasitics via the Social Marketing Program of the SDA. "1'apev.orm medicine 
made available to rural mothers will also be distributed under the Project. 
lack of vitamin A causes 10s9 of vision, gl"O'ii'th retardation arrl increments 
respiratory illness. '!he Project will continue implementing vita.min A 
treatrrents in selected areas of the country. 

'!he success of the SDA IS CBD pro;:rram demonstrates the technical and 
cultural feasibility of privately sqJPQrted efforts using rural health 
pranoters. 'fitus, the Project's errph:lsis on expansion of S[).1\' s rural outreach, 
including related clinical services, is appr~riate and technically feasible. 

The Project will use three major methcds for achieving its goals: 

local O::>mmunity Volunteers, usually village \toren, can be effective 
service and proouct diatributers. This requires education and supervision. 
To meet the goals of the rural outreach program arrl exparrl narginal urban 
coverage this technical ~pproach is awrcpriate and necessary. 

SDA's social market~ of contraceptives will continue to receive s~rt 
because it 'has sh.o.m effectiveness. It has 900 p:1I"ticipating pharmacies and 
1,000 small stores throughout the OOJUntry 1 ilrrl has KlDre than doubled t..."1e 
number of contraceptive users in the last five years. 

Clinic based services, \.mile requiting travel to them, have the advantage 
of offering broader ra.'lges of n:nre o::lIIlplex birth sp:tcing and maternal chi 1d 
hea 1 th servi Cf~ • 

B. &:onorni c Analys i s Summary 

1. General Cbnsidexations: t~suring project benefits in nonetary terms 
with any reliable degree of accuracy requires an expensive .:md time consuming 
research effort, a den:rud and coirt. eff~iveness an:tlysis has been used to 
justify the project from an economic perspectiveo 

'the project will correct two basic ",<eaknes~ in the health system of El 
Salvador which have major economic impacts. First, it shifts resources fram 
curative to preventive services_ There is anple evidence that eq:>hasizing 
prev'entive rather than curative medicine as a more cost effective method for 
inproving health status. 

Second, the project concent rates resources on rural an:l marginal urban 
areas. 'Ihis modifies the current eIllphasis of providing scarce resources to 
urban hospitals (tertiary care) :cather than to dispersed primary care 
facilities in areas of rural population. Health problems, including the 
highest rates of fertility, IOC>rbidity am nortality and the lowest use of 
modern contraception, are l'lOst acute in rural areas. 'lhe earlier problems are 
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detected, the less <x>stly the treatment. '!hus, expa.-iling efforts in rural 
areas wi 11 help to avert higher treatmfmt costs. 

In addition, through the various project inte.rventions several eo:>nanic 
benefi ts will result over the life of project (LOP): 

a) For female adolescents, who aco::unt fot" some 40 pp..rcent of all 
Salvadoran fertility, a delay in childbearing gives her IDre time to 
mature including enhanced opportunities for scheol atterrlaoce and 
proooctive enpl~nt to augment family income1 

b) For young women in union, birth spacing gives the b:dy a chance to 
reoover between births allowing time to spero on the existing family or 
seek outside employment. Moreover, lOTBer time perio1s ootween 
preJnaocies greatly reJuces the like" iho:xl of O':lrplic3t ions requiring 
ITDre costly medical attention; 

c) For older Vtanen it allows benefi ts similar to those descrited for 
Yo..ln3 waren if she chx>ses birth s~cing or allOto's her to terminate 
childbe::uing once she has obtained her preferred nll.C"ber of children; 

d) Ibspital costs shJuld decline due to reduced treat.rnent for al::ortion 
related causes (Recent statistics sh:Jv.r that 15% of llaternity mspital 
entrants are from abortion related causes). 

'lTIe principal fOL"'US of the Project wi 11 be on birth spacing, especially 
for yotlIl3er v.anen (between ages 15 to 24). The number of couples using birth 
spacing meth:rls will increase from 120,000 in 1988 up to 200,000 in 1995, an 
increase of eo,ooo couples. Project activities in birth spacing will 
posi tively influeoce maternal, infant arrl child nortali ty as well as 
employment rates, scho::>l attendance, educational status and h:>spi tal costs. 
Project actions will also result in reduced consurrption costs when a red~tion 
in IXJPUlation grOdth rate occurs in future years. 'Ihls \<rill result in a srott 
run increase in per c-apita incane as current p::pulatiarn levels arrl grov/th 
rates are high in relation to the cou..f1try's pr.oduction capacity arrl current 
prOOoct ion trends. 

Project activities in MCH will also influence maternal, infant arrl child 
mortality rates and nutritional status. These actions ~nll reduce ~bidity 
and mortality rates due to diarrhea, acute respiratory infections and 
ilIl!tUIli zable illness among chi ldren urrler five years of age. 

Project activities in MCH will also influence maternal, infant am child 
Irortality rates and nutritional status. '!hese actions will reduce morbidity 
and mortality rates due to diarrhea, acute respiratory infections and 
immunizable illness among children under five years of age. 

An A.LD. project with similar characteristics approved by RXAP in 1984 
provides iooicators \.mich are useful in judging the MCH activities, especially 
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ORS, urrler this Project. It f'Oints OOIt that interventions have fairly well 
defined costs but benefits arise indirectly fr.om averting cases of illness am 
death. 'lbe rnn quantifiable benefits of the program include the pure utility 
gain from averting deaths from, and le!ssening the ooverity of, diarrhea, 
malnutrition and the conditions aggravated by them. There are possible 
productivity gains fran the postponing of young children's deaths and from the 
future school and \"JOrk performarJOes of vrell-nourished children. 

c. (bat Effectiveness Analysis SUiIlI1la!'Y 

'!he purpose of the cost effectiveness analysis is to provide a rational 
basis for the selection of specific interventions and strategies which will 
serve the purp:>se of the Project. The analysis discusses the costs and 
effectiveness of each intervention used to address the problems discussej 
atove: high rates of fertility, diarrheal disease and un::1ernutrition a.rrong the 
high risk population in rural am marginal urban areas. 

The method used in the analysis folla~3 the description of 
cost/effectiveness analysis described in Delp. P. (i977) "Cost Effectiveness 
Analysis," System Tools for Project Planni1,l6I' Indiana University. 
Effectiveness is the product of the reliability of the intervention (in 
preventing births or dehydration during diarrheal episcrles, for example) and 
its rate of acceptance am:mg the p:pul at ion. Spec if i c sources used for the 
calculation of effectiveness of each intervention are cited below the tables 
in Annex F. Estinates of acceptance are based on national survey data \i1ere 
pJSsible" Cbst estimates are based on the life of project (LOP) rosts and 
estill'Btes from the Bloom Orildren'a lbspital for each intErvention. 

1. Contraception: '!he most cost/effective teIIporary contraceptive 
method is the pi 11. Its cost per year of protection is higher than that of 
the IUD, however it is popular and highly reliable. Therefore, the Project 
shJuld make this contraceptive available arrl promote its use am::>ng }'OUn3 

couples interpsted in tenp:>rary methods. 

TIle most o:.:>St/effective method of all is 'lemale sterilization. The OJSt 
of this method is highly reliable and it is the most .[X)pUlar form of 
a:xrt:raception in El Salvador. We method should therefore also continue to 
be provided to high risk \\'Omel1 through this Project. 

The IUD is the second. most oost effective ten:porary mef-.hod, due primarily 
to its low level of acceptance rathe.rthan cost. '!he cost per year of 
protection for a'1 IUD is lower than that of oral contraceptives. '!his is also 
true for condoms. The cost/effectiveness rat.ios for 't>.7'..h corrloms and the IUD 
would be inproved if acceptance levels w'ere increased. '!he Project s1uuld, 
therefore, make these alternatives available and promote increased levels of 
acceptance ~ the highest risk. 

Cbrrloms are the least post oost/effective tenporary met.hod of modern 
contraception. As a result of previous SM efforts, the use of corrloms has 
increased dramatically in El Salvador over the pa.st three years. The Project 
should therefore also make condoms available to the highest riSK population. 
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Vasectomy cost/effectiveness rates are the 10'rlest of all methcds of 
modem contraception due to their low levels of acceptance and use. ?owever, 
since vasectomies are less costly to perform than female sterilizations, are 
as reliable, and their CYP is nearly as long, increasing their u<..'ceptance 
\<'.OUld improve the cost/effectiveness ratio accordingly. Indeed, if 
vasectomies \-Jere to be as acceptable as female steri li zat ion, they \;ould 
beoome the most cost/effective permanent method. '!be Project sluuld increase 
both the availability of vaeect.omies and their acceptance as a method. 

2. Diarrheal Disease: Diarrheal disease is the principal direct cause 
of illness arr death amOng children under five in El salvador. tbst diarrhea 
relatErl death results from the dehydration \,Jhich accoupanies it. Therefore, 
interventions which prevent or cure dehydration during episodes of diarrhea 
are effective in preventing diarrhea related deaths. Analyses, indicate that 
the most effective method is oral rehydration salts (ORB). In recent years, 
the enphasis on child survival has raised the use of ORS to ten percent of 
diarrheal episo:'les am::mg children under five. '!he seOJnd most effective 
method is the h:Jme remedy, an electrolyte solution made \.nth c:arn:ron household 
iIl3rooients (letIOn, sugar, salt). Although this method is as reliable as ORB 
~en used properly, its use durirg diarrhea episodes is low. Inpatient 
hospital rehydration is the most reliable alternative for rehydration where 
chi ldren are at terrled am IIDm tared by trained medical pe.rsor.nel. ~.'ever , 
acceptance of internship of children is 10\", among the highest risk pc¢ation. 

The home electrolyte solution is slightly Irore cost/effective than oral 
rehydration salts. Therefore, this Project \1\'111 offer both of these methois 
to risk populations in El Salvador, financing public education to prOlIDte 
their increased acceptance and use. Given its low (X)St, an increase in the 
o:xrect use of home solution during childhood diarrhea \'vould be a particularly 
cost/effective intervention. 

3. P1alnutrition: There are four interventions designed to inprove the 
nutdt:,onal status of pregnant women elf children under five; prenatal 
vi t.anri. ns I multi vi tami. rw , vi tami 1'1 A, and ha!rle gardens. All four methoc'is are 
via.-!8d favorably by the high riSK population. The reliability of these 
intervent ions in the prevent ion or treatment of the most irrportant vi tami n 
def iciencies, ha#ever, vary Ifrldely. 

The mat. cost/effectivE; intervention by far is that of vitamin A 
capsules. Their effectiveness is high and their cost is low. Although 
multivit.am:ins also contain vitamin A, the dosage is not sufficient for 
treatment of severe vitamin A deficiency. Home gardens also provide vit.amins 
am iron to the family. Fb ... rever, the dosages \'nll again be small and benefits 
divided among family members. 
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The secorrl most <x>st/effective intervention is prenatal vi tamins. '!he 
IIOst iDportant nutritional deficiency among pregnant ~!OJ:en is that of ironr 
prenatal vitamins are fOrmulated to remedy this deficiency. Alth:JL:gh their 
cost of delivery is high, effectiveness is also high. 'Ihese t,lill, therefore 
be provided to high risk pregnant \r~n through the Project. 

The b.'O interventions which are least cost/effective are home gardens and 
multivitamins. Although their cost per year of protection is relatively low, 
their acceptability is high. These interventions ~'rill receive minimal 
attention urrler the project. 

4. Conclusion: Five major contraceptive lllP...asures all S'l1o.<l posi tive 
cost/effectiveness ratios. The contraceptive pill, feuEle sterilization, the 
<..'()f):lom arrl the IUD merit cont inued prorot ion through this Project. 
Furthermore, male vasectomy should receives educat ion and promot ion because it 
is a highly effective approach, but is not widely accepted. 

The distribution of oral rehydration salts and education and prorrotion of 
the preparation of home solutions for rehydration are cost/effective 
interventions which should receive heavy support under this Project. T'he 
analysis Sro.1S that vi tamin A for children and prenat...:ll vitamins for n:others 
are cost effective measures to irrprove maternal and c.hild health and therefore 
irrportant inclusions in the Project. t1ultivi tamins for children and seeds for 
family gardens do not demonstrate high levels of cost/effectiveness and ~~ll 
receive minimal support. 

Annex F. 2.1. am r'. 2. 2. provide greater detail atout the cost 
effectiveness and sensitivity analyses. 

D. Social Sourdness Analysi s Su:m~ 

The Project Social Soundness report discusses the feasibility of the 
Project in rural areas. ObviO'..wly, the national context (Le., the continuing 
conflict, economic adjustment and '..varying degrees of :service availability and 
continuity of service) tnll affect the success of the Project. tJ'.ore 
importantly, ~:ever, are issues related to the rural context in \'fhich the 
project wi 11 be irrplemented. 

General issues which effect the Project in the rural context include the 
economic and enployment status of the rural family, Sl:JUrces of division within 
communi ties including eo::momic status, poE tics and religion, the fear and 
mistrust caused by living in an atrrosPhere of violenoe, and the poor hsalth 
and nutritional status of rural women .:un children. More specifically, 
~:ever, the social ooundness analysis identifies attitudinal and other 
socio-cultural constraints that will h:ive an effect on t~ acceptance ar:d use 
of birth-spacing and t-iCH services. Chief among these are beliefs and behavior 
of women am men related to control of their o'Y..'n fertility. fur example, 
sexual encounters begin and unions form during adolescence, and men take 
little responsibility for controlling pregnancy. \bnen's lack of kna';lledge 
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al::out their own ferti lity cycle is also an inportant factor underlying the 
lack of use or ineffective use of mcdern contraception. Reaul to of a recent 
survey 81"0\.1 that only sixteen percent of women in El Sal vader urrlerat.and when 
they are most likely to beo::me pregnant. 

there are dlso several irrportant variables which are iuportant 
detenuinants of fertility behavior, but are exogenous to the Project. 'I'hese 
include the educational level, employment and economic status of the \'.anan, 
and socio-political oonflict in rural areas. 

'Ihe Project design was based on, and is, therefoZ"t't thoroughly consistent 
with the findings of the Social Soundness Analysis. For exaniple, tll.e major 
socio-cultural barriers to use of modern contraceptioo have not been a prior 
focus of sm training, education or mass medja. These ~ri.ll flO:1 bec:cme a major 
coherent focus of interver.tiorl in order to increase use rates. v1hile ali 
barriers identified -..:ere being adclressed, albeit some more tl>.oroughly than 
others, the a~eas of male and adolescent fertility need to be strengthened. 

The Social Soundness Analysis also addresses the issue of CC1m!IiUni ty 
involvement. According to this analysis, by the end of the Project, there 
r41.11 be a total of 75,312 participants in the rural outreach project during 
the last year alone. Thi 8 is a conservative astiliBte based on 35-75 
participants per outreach ~iOrl<er per year. Possibilities of diffusi~ of 
Project concepts am behaviors beyorrl Project participants vary acrordir.-g to 
the sUbject matte~, and a series of factors involving the community and 
outreach worker. lliucaticn messages am strategies will be designed to take 
into account these factors. 

E. Mministrative Analysis Summ~ 

1. ~zation: '!he Salvadoran Deuographic l1tSsociation is a nonprofit 
organization formed in 1962. It is an affiliate of the IPPF. Sources of 
financing include donations from individuals, fiIlOO, ~s and divel."'Be 
international organizations including IPW, FHl, USAID and others. Over the 
last six years SDA has received major grants fl'Q'!l USJUD; in 1988--89 al~ , 
A.1.D. sup'f'O["t totalled $3,800,000. 

The organization is gove~ by a Board of Directors, selected 'by a 
General Assembly I t.mich designates primary operational responsibility to an 
Executive Direct.CI!" who oversees six depart.!!:ent.~. M, noted in the background 
section of this Paper, the OI'gcnizatioo is highly centralized. In addition, 
there is a tendency for Board Members to became dire.ctly involved in t~cal 
issues and operating affairs \'.Jhich inhibits or disturoo the noma! function.ing 
of the depart.rrents. 'lb address this cc:mstraint, th~ Project will fina.nce 
training programs for Board r4embers to improve Boardl!tJlimagement interaction 
and thus facilitate Project implementation. Global or strategic planning 
concepts will be introouced to the Beard of Directors and the Executive 
Director: and principles of Management by Objectives (lJiEO) to the Depart.ment 
Managers. 
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2. l')anagement: Because of the nature of its evolut ion, the SDA program 
is highly centralized. '!his may be convenient for fiscal o:>ntrol and rapid 
decision making, 'hovJever I the drav/bacK to this S'ystem is that decisions do not 
always respond to local conditions in t:t1e clinics and .ruLdl programs. Given 
euphasis on rural service delivery and conmnmi ty participation, 
decentralization ~nll be introduced to facilitate expansion of activities, one 
of the major SDA objectives for the next five years. 'Ihe specific nature of 
the departments currently included in the SOA management system is nt::M beiIl3 
re-organized to strengthen coordination and clarity of responsibility. Tn 
addi t ion, the general e:xperience of the department managers and the staff has 
00ei1 operation on a program basis. Short-term perspectives clominate in 
scheduling am canpleting activities. Therefore, h'Orkshops in strategic 
planning an::i MOO will be offered under the P'"toject. 

3. Staffing: As noted :hroughout the Paper, staff training is required 
to upgrade skills in technical areas, as \<lell as mcmagement skills. While the 
staff, in general, has the skills required to implement the Project, formal 
academic training of the key SDA. n:anagers a.rrl technicians hlill be required to 
sustain Project activities once TA persJnnel leave. 

A thorough and systematic human resource I!\3J1agement SY3tem Irlill be 
developed. Technical assistance will begin Irfith an an.3.1ysis of existing 
procedures. Strategic planning seminars, revision of present training 
programs, personnel selection systems, development of supervision systems, 
just arrl reasonable pay scales, arrl related issues \.n.ll also be required 

4. SDA Procurement Capcpili ty= Existing capabilities are a.1equate for 
local procurement and contracting of local consultants. PO".'ever, the Project 
\..fl.ll finance a resident Procurement Specialist working at S[\1\ headquarters to 
carry out all procurements for the SIAl\. All transactions over $25,000 .-fill 
require A. loD. approval. AID l;-Jill continue to purchase contraceptives and 
equipment as well as contract international technical ;:lssistance. 

5. Accounting and Financial Control Systems: The first draft of aV) 
audit of the Mission's family planning program, carried out by t::he Office of 
the Regional Inspector General in October 1989, 'ha.s not as yet boon presented 
to the Mission. Ho.~ver I indications are that the findings lenll aha ... sane 
deficiencies in SDA I S financial controls systeID. Adequate provision has, 
therefore, been made in the Technical Assistance arrl Training Plans of this 
Project for correcting arrj weaknesses identified by the audite Project 
resources \--rill also be used to iD:prove accounting an::1 financial control 
systems and to make financial information more accessi'b1e to SDA management 
anj USAID/El Salvador. 

VIII. CONDITIONS PRFCEDENr AND CllVENANTS 

In addition to the standard conditions precedent to disbursement 
regarding designation of authorized representatives, opening a separatel::ank 
account an1 suhnission of annual action plans, the following Corrli tions 
Precedent and Special (bvenants \..Jill be included in the Grant Agreement. 
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1. Prior to initial disrursernent, the USAlD Cbntroller wi 11 review the 
SDA.'s financial management system to ensure that any previously identified 
deficiencies have been corrected a.rrl C€~tify that the SI:lf'\ has adequate 
financial controls in place to account for Project turtle. 

2. All procurement of goods and services over $ 25,000 '<lill be approved 
in \-rri ting by AlD. 

3. Project activities am progra.ms developed wrler this Agreement by the 
SDA ... Jill fo110'.4 the policy guidelines aoo objectives of the National Family 
PLuming Program. 

4. '!he Salvadoran DenK:Jgraphic AsslOCiatioo \·ri.ll conply with the A.LO . 
. restrictions on prClIOC>tion of aJ:ortion as a family planning methcd, which will 

be specified in the Q)cperative Grant Agreement with the SDA. 

5. Participant trainin:3 elements of this Project "rill be accanplished 6n 
ac:..."COrdance with the polices, allo...ances, guidance am reporting requirements 
of AID Handl:x:ok lo-Participant Trainins/. 

IX. EVAUlATI ~ ARRANGD1ENTS 

The Family Health Services Project. will begin on June 30, 1990 an:1 errl on 
June 30, 1995. 'l\.JO evaluations are scheduled for this; Project. The first 
will be a midterm evaluation t-/nich "rill take place in the spring of 1993. The 
midterm evaluation should fo110'.-J the cx:>mpletion of t.h£~ DeItographic a.rrl Health 
Su.rvey (FESAL) to be carried out in 1993. 'The final results of this survey 
may then be used during the midterm evaluation to determine impact to date. 
The secorrl and final evaluation should take pla.ce froIl! April to May of 1995, 
as the Project is scheduled to errl on • .:rune 30, of that. year. 

Poth must consider three levels cf program evaluat ion. '!he 
monitoring/supervision plan for the Project also follows the Tier mcrlel. 
Although these levels have been given various names, for purposes of 
discussion in this project paper t.he lE!vels are: 

TIER I TIER II TIER III 
-rnpu--t --~ ---- Effectiveness ----- Project. Impact 

A. Tier I: Input-output Level Measures: 

1. Input Level ~leasuret3: The input level of eva.luation inclOOea 
consideration of the adequacy and lllOV'ell:tent of all inputs to the project. 
Major input categories are logistics (E..>qUipment and supplies), technioal 
assistance, training arrl education. Information for the input level will be 
avai lable from Sn\ and USAID Project manage.rn2nt. 

2. Output Level Measures: '!he output level of evaluation involves 
measurement of the services and activities of the project. Key outputs for 
this Project include: 1) expansion and strengthening of the family planning 



- 50 .. 

distribution net~Qrk, 2) integration of birth spacing and MCH services, 3) 
expansion and improvement of the public education prO)TaIll and 4) enhancement 
of the sm management capacity. Information for the output level I:'nll also 'be 
available from SDA and USAlD Project management and reports. Objectively 
verifiable irrlicators are listed in the log Frame of this project ~--r. 

B. Tier II: Effectiveness Level Measures 

The effoctiveness level of evaluation is less easily measured since it 
involves the results of service delivery. For instance, this level measures 
h:Jw ItJell the community hf..alth ItlOrkers understand their traini03 and are :lble 
to teach community members atout birth spacing or the mixing of ORS. 
InfoI1ndtion for this level of evaluation normally is not avallable from 
project management reports. RaLner, data is taken frem srpecial provider 
surveys iJIplemented at the beginning, middle arrl end of projects. An 
effectiveness-level study on social marketing is being conducted by Johns 
I-bpkins. This will provide the Project with baseline information on the 
extent to which mass media is reaching the target populat.ion. This project 
will also f\..lrrl a study of the effectiveness of the o:Jli1fITtunity-level outreach 
workers which wi 11 take place at the end of the project and be avai lable for 
the final project evaluation. 

c. Tier III: Impact level Heasures 

'!he irrpact of the ?-roject in its broadest sense is mea.sured on thi s Ie-lie 1 
of evaluation. What \>JaS the impact of the Project on the use of 
contraception? vJhat changes occurred in child spacing, maternal arrl infant 
IOC>rtality over the period of the Project? Data for thl2 impact. level \Olill be 
available for the midterm evaluation from the Demographic and P.ealth Survey 
(FESAL) to be conducted in 1992. Impact level data for the final eWl1uation 
will be available fro:n projections of earlier trends based on 6ervice~level 
output and effectiveness information. 

0955B 
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urban areas. 

15. IUSOURCI.S lU.Q l1IR&D F On. PROJ E.CT D&ViJ.OJ'ME.NT 

S~: Family Planning Management Specialist 
Health Services Specialist 

fWldll 

Financial Analyst/Economist 
Communications Specialist 

PDEaS - $140,000 

---
~ 

7 ~eel<.S 

5 ueeks 
3 weeks 
4 ueeks 

-,------~~----~----------~----~~-~----------14. I!), DAn DOCUMU-IT R.ECEIVED IN 
o ruG IN Al11\.'\i AIDfW. OR rom. AIDfW DOCV. 

ornCE ~~~~d~~~~~~~~UC~~~~ ______ I ______________ ~ ~DA1EOFD~l~N 

~ Associate Mission Director for 
Program and Project Development 

20. Ac:nON DATE 



Project Goal g 

To improve general rep
roducti ve health services 
in El Sal vadar 1 and to 
improve the quality of 
life and health of the 
Sa 1 vaaora..l"l p"....p..ll.at.:ion 
tlu:'o:ugh the reduct ion 
of infant and child 
mortality/morbidity. 

Project Purpose: 
To improve and expand 
'delivery of birth 
spacing and ifir:rl/FP 
Sarvioss to high rielk 
populatiOZ".5 in rural/ 
marginal urban areas 
and to implOVle their 
quality & efficiency. 

.:::.:- ' 

Outputs: 
1) Family Haalth Ssrvioss 
Delivery; 

- Increase the use of chi Id 
spacing practices by 30%. 

-Decrease the rate of 
infant mortality from 48 
in 1.000 live births to 40 
in 1.000. 

-Active ~ of SOA contraceptive 
users increElsOO from 120,000 in 
1ges to 200,000 in 1994. 

-Rw:al oantr~i Wl prevalence 
incr~ssd f~ 34% to 40%. 

-oRS and hali!s electrolyte 
tre&tment for diarrhea 
increased by 50%. 

Establishment/Availability of: 
-Dietribution Out:lets in rural 
villages increased. by 750. 

-1 4 150 PiHlPs selected and 
trained in m:odern FP methods. 

-Physician referral system of 
50 M.D.s eetabliehed. 

-Expanded services in SUi\ clinics. 
-6 New satellite clinics opened • 

~ OF VERIFICATION 

SDA.. data research 
and FffiAL Survey-. 

FESAL Survey am 
SUA.. data. 

T.A. reports, S~ 
evaluations, site 
visits and Quar

terly Reports. 

Int.ern.a.l conflict subsides 
to permit. promotion of the 
availability/accessibility 
of Family Health Services. 

Cllrrent Level of delivery 
of public health services 
is maintained. 

Appropriate Sites can 
be ident i Had. Internal 
conflict will not affect 
rural expansion. 

I ..-
I 



"./"' ...,. .. ..) 

2) Institutional Dev
elopment/sm Ma~ 
capaci ty Enhanced. 

3) PoUcy Development & 
:R3sea.rch. 

);nputs (US$ 000): 
A.I.D. 
Technical Assistance 
Training 
LogistiCSl/Cbmmcdi tiee 
Prog. Admn. & Coord. 
I. E. C. 
""eeearch 
Audit & Evaluation 
Cbntingencies/rnflation 
Total. A.I.D. 
SDA .& Other (bntribut ions 

PROJECT TOTAL 

4005B 

OBJ'ECTI'VEL1t \l'ERIF'il.li%BLE IND=-=I..:::~-=,,~=-! :.::~_--.:~:..:' =-=-..:::O=-F_VERI:.=.=::.F.::.I CAT=-:::.:I:.:ON=.' =--_____ -.:AS.SUMPT:.:::::' :.:::..=..::~I:.::ON=-=-___ _ 

-1,600 outreach personnel trained/ 
carrying out education/O::mmrunicat ion 
programs on modern FP methods 
and offering MCH services. and 

-Education in f:IiDd/FP reaches 
1;550 ruLral villages, 

.....Qmtral i!llefsrral Clinic opsned. 
-SOCial Mi&Jdteting Program expanded. 
--i:\iass msOi.i<'l campaign carrien out, 

-7 Res:ea.rch ~udieSl cantlplet.edl 
with ext.en.sive natl.onal dis
E'l€!l!rinatioo of of data and 
policy ~tiona. 

$4,999.20 
574.10 

4,575.60 
6.390.20 
2,751.10 

643.9Q 
821.20 

1,244.70 
22,000.00 
13,826.12 
35,826.12 

Site visits, 
Quarterly Reports, 
Airing of 1'1, Radio 
anno:urteeWISnts and 
distribution of 
printed materials. 

Copies of 8t.udi'8s; 
Reports produced on 
semip~rs/meeting9. 

SUfficient demand fiDr 
3ervices exists. 

Researc..h t.<eal:mr.:t are abi e 
to travel to all of the 
Project areas. 

aoroitions Precedent to 
Project Implementation: 
-I?rocurement Plan from SD.Ji\. 
- Inventory Q:)ntrol System 
outlined. 

-Project. Manager hired. 
-T.A. contr&cted. 
-Referral l?"!li!y's iciane and 

Sup. nurses contracted. 
-750 new PiHl!'?s screened. 
selected and deployed. 

-600 CBDs screened. selec
ted and trained as PHPs. 

-.'3atellite Clinic sites 
qell3Cted. 

-C,ntral Referral Clinic 
(CM~) remodeled. 

D 
N 
I 



ANNEX C - A. I . D. PROJECT STATUTORY CHECKLI ST 

1llt roducli.Qn 

The statutory checklist is divided into three parts: 
SC(l) - Country Checklist; 5C(2) - Project Checklist; and 
SC(3) - Standard Item Checklist. 

The Country Checklist, composed of items affecting the 
eligibility for foreign assistance of the country as a whole, 
is to be reviewed and completed by AID/W at the beginning of 
each fiscal year. In most cases responsibility fur preparation 
of responses to the country checklist is assigned to the desk 
officers, who would work with the Assistant General Counsel for 
their region. The responsible officer should ensure that this 
part of the checklist is updated periodically. The checklist 
should be attached to the first PP of the fiscal year and then 
referenced in subsequent PPs. 

The Project Checklist focuses on statutory items that directly 
concern the project. Although the project checklist should be 
reviewed and completed in the field, information should be 
requested from Washington whenever necessary. A completed 
project checklist should be included with each PP; however, the 
list should also be reviewed at the time a PID is prepared so 
that legal issues that may bear on project design are 
identified early. 

The Standard Item Checklist is intended as a working tool, 
rather than for inclusion in a project paper. It provides 
condensed coverage, in checklist form, of statutory matters 
routinely covered in the project agreement (!LJL..., SO/50 
shipping). Items from this list should be noted in the PP or 
added to the project checklist when they warrant special 
treatment or concern. 

The country and project checklists are organized according to 
categories of items relating to Development Assistance, the 
Economic Support Fund, or both. 

These Checklists include the applicable statutory criteria from 
the Foreign Assistance Act of 1961, as amended ("FAA"); the 
International Security and Development Cooperation Act of 1981 
("ISDCA of 1981~); the International Security and Development 
Cooperation Act of 1985 ("ISDCA of 1985"); the Anti-Drug Abuse 
Act of 1986 ("1986 Drug Act"); the FY 1990 Foreign Assistance 
Appropriations Act ("FY 1990 Appropriations Act"); the Omnibus 
Trade and Competitiveness Act of 1988 ("Trade Act"); the 
Foreign Relatio~s Authorization Act, Fiscal Years 1988 and 1989 
("State Authorization"); and miscellaneous provision!3 from 
various otner Acts. 
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These Checklists do not list every statutory provision that 
might be relevant. For example, the Chec)~list5 do not include 
country-specific limitations that are enacted, usually for a 
single year, in foreign assistance appropriations legislation. 
Instead, the Checklists are intended to provide a convenient 
reference for provisions of relatively great importance and 
general applicability. 

Prior to an actual obligation of funds, Missions are encouraged 
to review any Checklist completed at an earlier phase in a 
project or program cycle to determine whether more recently 
enacted provisions of law included on the most recent Checklist 
may now apply. 

Space has been provided at the right of the Checklist questions 
for responses and notes. 



- 1 - "Country' Checklist for Fl :'"'4(1" 

5C(1) - COUNTRY CHECKLIST 

Listed belo\v are statutory criteria applicable to~ (A) FAA 
funds generally; (8)(1) Development A.ssistance funds only: or 
(B)(2) the Economic Support Fund only. 

A. GENERAL CRITERIA FOR COUNTRY ELIGIB~LITY 

1. FY 1990 Appropriations Act 
Sec. 569(b). ~e President 
certified to the Cvngr2ss that the 
government of the recipient country 
is failing to take adequate measures 
to prevent narcotic drugs or other 
controlled substances which are 
cultivated, produced or processed 
illicitly, in whole or in part, in 
such country or transported through 
such country, from being sold 
illegally within the jurisdiction of 
such country to United States 
Government personnel or their 
dependents or from entering the 
United States unlawfully? 

2. FAA Sec, 481(h); FY 1990 
Appropriations Act Sec. 569(b). 
(These provisions apply to 
assistance of any kind provided by 
grant, sale, loan, lease, credit, 
guaranty, or insurance, except 
assistance from the Child Survival 
Fund or relating to international 
narcotics control, disaster and 
refugee relief, narcotics education 
and awareness, or the provision of 
food 0 r me d i c i n e • ) 1ft h €' r etC i pie n t 
is a °major illicit drug producing 
countryO (defined as a country 
producing during a fiscal year at 
least five metric tons of opium or 
500 metric tons of coca or 
marijuana) or a °major drug=transit 
country ° (defined as a country that 
is a significant direct source of 
illicit drugs significantly 
affecting the United States, through 
which such drug:-

No. 

N/A 
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are transported, or through which 
significant sums of drug-related 
profits are laundered with the 
knowledge or complicity of the 
government): (€A) Does the country 
have in place a bilateral narcotics 
agreement with the United States, or 
a multilateral narcotics agreement? 
and (b) Has the President in the 
March 1 International Narcotics 
Control Strategy Report (INSCR) 
determined and certified to the 
Congress (without Congressional 
enactment, within 45 days of 
continuous session, of a resolution 
disapproving such a certification), 
or has the President determined and 
certified to the Congress on any 
other date (with enactment by 
Congress of a resolution approving 
such certification), that (1) during 
the previous year the country has 
cooperated fully with the united 
States or taken adequate steps on 
its own to satisfy the goals agreed 
to in a bilateral narcotics 
agreement with the United States or 
in a multilateral agreement. to 
prevent illicit drugs produced or 
processed in or transported through 
such country from being transported 
into the United States, to prevent 
and punish drug profit laundering in 
the country, and to prevent and 
punish bribery and other forms of 
public corruption which facilitate 
production or shipment of illicit 
drugs or discourage prosecution of 
such acts, or that (2) the vitll 
national interests of the united 
States require the provision of such 
assi stance? 

3. ]. 9 8 6 D rug }\ c t Sa c. 2 0 1. 3 • ( '1' h ~. £) 

section applTes to the srune 
categories of assistance subject to 
the restrictions in FAA Sec. 401(h), 
a bo ve.) I f l: ec i pie n teo u n try :l s (~ 
"major illicit drug producing 
countryD or Rmajor drug-transit 
countryU (as defined for the purpose 
of FAA Sec 481(h»), has the 
President s~'mitted a report to 

"Country Checklist for FY 1990" 
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Congress listing such country as 
o ne : ( a) w h i c h, a sam a t t e r 0 f 
government policy, encourages or 
facilitates the production or 
distribution of illicit drugs; (b) 
in which any senior official of the 
government engages in, encourages, 
or facilitates the production or 
distribution of illel;Jal drugs; (c) 
in which any member of a U.s. 
Government agency has suffered or 
been threatened with violence 
inflicted by or with the complicity 
of any gf)vernment officer; or (d) 
which fails to provide reasonable 
cooperation to lawful activities of 
u.s. drug enforcement agents, unless 
the President has provided the 
required certification to Congress 
pertaining to U.S. national 
interests and the drug control and 
criminal prosecution efforts of that 
country? 

4. FAA Sec. 620(c). If assistance is 
to a government, is the government 
indebted to any D.S. citizen for 
goods or services furnished or 
ordered where: (a) such cltizen has 
exhausted available legal remedies, 
(b) the debt is not denied or 
contested by such government, or (c) 
the indebtedness arises under an 
unconditional guaranty of payment 
giv~n by such government or 
controlled entity? 

5. FAA Sec. 620 (e)( 1). If assi stance 
is to a government, has it 
(including any government agencies 
or subdivisions) taken any action 
which has the effect of 
nationalizing, expropriating, or 
otherwise seizing ownership or 
control of property of u.s. citizens 
or entities beneficially owned by 
them without taking steps to 
discharge its obligations toward 
such citizens or entities? 

"Country Checklist for Fl 1'1':10" 

No. 

Uno (The GOES has made delOOo
litr.able progress toward compen
Bation in the CAESS case.) 
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6. FAA Sec s. 620 ( a ) I 620 ( f ), 620 D; F Y No. 
1990 Appropriations Aet Sees. 5I27 
5 4 8 . I s r ec i p i e n teo u n try a 
Communist country? If so, has the 
President: (a) determined that 
assistance tv the country is vital 
to the security of the United 
states, that the recipient country 
is not controlled by the 
international Communist conspiracy, 
and that such assistance will' 
further promote the independence of 
the recipient country from 
international communism, or (b) 
removed a country from applicable 
restrictions on assistance to 
communist countries upon a 
determination and report to Congress 
that such action is important to the 
national interest of the united 
states? Will assistance be provided 
either directly or indirectly to 
Angola, cambodia, Cuba, Iraq, Libya, 
Vietnam, South Yemen, Iran or 
Syria? will assistance be provided 
to Afghanistan without a 
certification, or will bssistance be 
provided inside Afghanistan through 
the Soviet-controlled government of 
Afghanistan? 

7. FAA Sec. 620(j). Has the country No. 
permitted, or failed to take 
adequate measures to prevent, damage 
or destruction by mob action of U.s. 
property? 

8. F.~A Sec. 620 (1 ). Has the country iJo. 
failed to enter into an investment 
guaranty agreement with OPIC? 

9. FAA Sec. 620(0)3 Fisher.men's 
protective Act of 1967 (as amended) 
sec. 5. la) Has the country seized, 
or imposed any penalty or sanction 
against, any u.s. fishing vessel 
because of fishing activities in 
international waters? (b) If so, 
has any deduction required by the 
Fishermen's protectivE Act been made? 

llo. 
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10. FAA Sec. 620(9); FY 1990 
Appropriations Act Sec. 518 (Brooke 
Amendment). (a) Has the government 
'OT"'the ree ipient count ry been ifl 
default for more than six months on 
interest or principal of any loan to 
the country under the FAA? (b) Has 
the country been in default for more 
than one year on interest or 
principal on any u.s. loan under a 
program for which the FY 1990 
Appropriations Act appropriates 
funds? 

11. FAA Sec. 620(5). If contemplated 
assistance is development loan or to 
come from Economic Support Fund, has 
the Administrator taken into account 
the percentage of 'the country's 
budget ann amount of the country's 
foreign exchange or other resources 
spent on military equipment? 
(Reference may be made to the annual 
BTaking Into Consideration 6 memo: 
AYes, taken into account by the 
Administrator at time of approval of 
Agency OYB. c This approval by the 
Administrator of the Operational 
Year Budget can be the basis for an 
affirmative answer during the fiscal 
year unless significant changes in 
circumstances occur.) 

12. FAA Sec. 620(t). Has the country 
severed diplomatic relations with 
the United States? If so, have 
relations been resumed and have new 
bilateral assistance agreements been 
negotiated and entered into since 
such resumption? 

13. FAA Sec. 620(u). What is the 
payment status of the country's U.N. 
obligations? If the country is in 
arrears, were such arrearages taken 
into account by the A.I.D. 
Administrator in determining the 
current A.I.D. Operational Year 
Buaget? (Reference may be made to 
the QTaking into ConsiderationQ 

memo. ) 

"Countr~1 Checklist for FY 1990" 

lFrOOi t ltm~ to t irn~ t tbe GOES has 
beetl iu def&ult under both pro
viaioDB. ~hicb bag reBulted in 
probl'bHiou of obligation of nev 
fund~; ho~~eri ouch periods bav~ 
'bee!!:l of very short dm"&ltion. Cur
rently (as of April 2), the GOES 
10 not in def&ult under either pro
vilill[cm. 

Yes. t~ken into account by Admin
htlUltOY at: the ti~ of approval 
of Agency on. 

No. 

'\ 

This iseue ~,g5 addre8B~d in regard 
t9 tbe FY 1990 progr~ i~ the 
uo..cllkifi, into CoIUI ideraUonti ~ 
dated Deeetlber 20 e 19890 
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14. FAA Sec. 620A. Has the President No. 
determined that the recipient 
country 9rants sanctuary from 
prosecution to any individual or 
group which has committed an act of 
internationa2 terrorism or otherwise 
supports international terrorism? 

15. FY 1990 Appropriations Act Sec. 
564. Ras the country been 
aetermined by the President to: (a) 
9rant sanctuary from prosecution to 
any individual or group which has 
committed an act of international 
terrorism, or (b) otherwise support 
international terrorism, unless the 
President has waived this 
restriction on grounds of national 
security or for humanitarian reasons? 

16. ISDCAof 1985 Sec. 552(b). Has the 
Secretary of State determined that 
the country is a high terrorist 
threat country after the Secretary 
of Transportation has determined, 
pursuant to section 1115(e)(2) of 
the Federal Aviation Act of 1958, 
that an airport in the country does 
not maintain and administer 
effective security measures? 

17. FAA Sec. 666(b). Does the country 
object, on the basis of race, 
religion, national origin or sex, to 
the presence of any officer or , 
employee of the u.s. \-Jho is present 
in such country to carry out 
economic development programs under 
the FAA? 

18. FAA Sees. 669, 670. Has the 
country, after August 3, 1977, 
delivered to any other country or 
received nuclear enrichment or 
reprocessi ng equipment, mater ialls, 
o~ technology, without specified 
arrangements or safeguards, and 
without special certification by the 
President? Has it transferred a 
nuclear explosive device to a 
non-nuclear weapon state, or if such 
a state; either received or 

rio. 

No. 

No. 
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detonated a nuclear explosive 
device? (FAA Sec. 620E permits a 
special vaiver of Sec. 669 for 
Pakistan.) 

19. FAA Sec. 670. If the country is a 
non-nuclear weapon state, has it, on· 
or after August 8, 1985, exported 
(or attempted to export) illegally 
from the United States any material, 
equipment, or technology which would 
contribute significantly to the 
ability of a country to manufacture 
a nuclear explosive device? 

20. ISDCA of 1981 Sec. 720. Was the 
country represented at the Meeting 
of Ministers of Foreign Affairs and 
Heads of Delegations of the 
Non-Aligned Countries to the 36th 
General Assembly of the U.N. on 
Sept. 25 and 28, 1981, and did it 
fail to disassociate itself from the 
communique issued? If so, has the 
President taken it into account? 
(Reference may be made to the 
RTaking into Consideration° memo.) 

21. FY 1990 Appropriations Act Sec. 
513. Has the duly elected Head of 
GOVernment of the country been 
deposed by military coup or decree? 
If assistance has been terminated, 
has the President notified Congress 
that a democratically elected 
government has taken office prior to 
the resumption of assistance? 

22. FY 1990 App~riations Act Sec. 
539. Does the recipient country 
1UTly cooperate with the 
international refugee assistance 
organizations, the United States, 
and other governments in 
facilitating lasting solutions to 
refugee situations, including 
resettlement 'tJithout respect tC) 
race, sex, religion, or national 
origin? 

"Country Checklist for FY 1990" 

lio. 

No, it vas not represented; 
EL Salvador is not a membe, or 
the Non-Aligned Movement. 

No. 

Iii· 
I, Iv 
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B. FUt:)ING SOURCE CRITERIA FOR COUNTRY 
ELIGIBILITY 

1. Develoement Assistance Country 
cdterul 

a. FAA Sec. 116. Has the 
~epartment of State determined that 
tr.is government has engaged in a 
consistent pattern of gross 
violations of internationally 
recognized human rights? If so, can 
it be demonstrated that contemplated 
assistance will directly benefit the 
:Jeedy? 

"Country Checklist for FY 1990" 

Uto. 

:). FY 1990 Appropriations Act Sec. No. 
535. Has the President certified 
that use of DA funds by this country 
would violate any of the 
?rohibitions against use of funds to 
?ay for the performance of abortions 
as a method of family planning, to 
notivate or coerce any person to 
oractice abortions, to pay for the 
~erformance of involuntary 
sterilization as a method of family 
?lanning, to coerce or provide any 
:inancial incentive to any person to 
~ndergo sterilizations t to pay for 
any biomedical research which 
relates, in whole or in part, to 
~ethods of, or the performance of, 
abortions or involuntary 
sterilization as a means of fw~ily 
?lanfling? 

2. ~conomic Support Fund Country 
:riteria 

a. FAA Sec. 5028. Has it been 
determined that the country has 
engaged in a consistent pattern of 
gross violations of internationally 
recognized human rightsl If so, has 
the President found that the country 
made such significant improvement in 
its human rights record that 
:urnishing such assistance is in the 
u.s. national interest? 

YeDo The Pr00ident bas certi
fied tbat 11 Salvador continues 
to ~ke 6ignificant progress to
tll'Brd lrnproviug ita Dlm1l:ln righttl 
r"ecord. 
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b. FY 1990 Appropriations Act Sec. 
569 (d). Has thls country met its 
orug eradication targets or 
otherwise taken significant steps to 
halt illicit drug production or 
trafficking? 

c. FY 1990 Approeriations Act Title 
II. Has the Presldent reported to 
the Congress on the extent to \vhich 
the Government of El Salvador has 
made demonstrable progress in 
settling outstanding expropriation 
claims of American citizens in 
compliance with the judgement of the 
Salvadoran Supreme Court. 

"Country Chekc1ist for rY 1990" 

While the country does not have 
drug eradication targets, it has 
taken Bteps to halt illicit drug 
trafficking and fully cooperates 
with relevant international 
author-it ien. 

\ '\ 
\(( \ 



Clearances: ~ 
LAC/CEN: L. Simard 
LAC/SA: S. Olds (Dr, t 

LAC/DR: L. OdIe (Draft) 
ARA/CEN: P. B ute ni s (x>raft) 
RLA/USAID/El Salvador: 1. Smyer (Draft> 
State/lOSB: T. Hobgood (Draft) 
LAC /GC: K. H anse n (Draft) 

"Country Checklist for FY 1990" 
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5C(2) - PROJECT CHECKLIST 

Listed below are statutory criteria applicable 
to projects. This section is divided into two 
parts. Part A includes criteria applicable to 
all projects. Part B applies to projects funded 
from specific sources only: B(1) applies to all 
projects funded with Development Assistance; 
B(2) applies to projects funded with Development 
Assistance loans; and B(3) applies to projects 
funded from ESF. 

CROSS REFERENCES: IS COUNTRY CHECKLIST UP TO 
DATE? HAS STANDARD ITEM 
CHECKLIST BEEN REVIID~D FOR 
THIS PROJECT? 

A. GENERAL CRITERIA FOR PROJECT 

1. FY 1990 Appropriations Act Sec. S21U 
fAA Sec. 634A. If money is. to be 
obligated for an activity not previously 
justified to Congress, or for au amount 
in excess of amount previously justified 
to Congress, has Congress been properly 
notified? 

2. FAA Sec. 611{a). Prior to an oblig~tion 
in excess of $500,000, will th0r8 be: 
(a) engineering, financial or other pl~n~ 
necessary to carry out the assistance; 
and (b) a reasonably firm estimate of the 
cost to the U.S. of the assistance? . 

3. fAA Sec. 611((\) (2).. If le9 is1 ative 
action is required within recipient 
country with respect to an obligation in 
excess of $500,000, what is the basis for 
a reasonable expectation that such action 
will be completed in time to permit 
orderly accomplishment of the purpose of 
the assistance? 

YES. SUBHITTED AND 
APPROVED WITH PROJECT 
519-0356. 

YES. IN MAY 1990 THE 
eN FOR THE FAl~nLY HU..LTi 
SERVICES PROJECT WAS 
PRESENTED TO CONGR£SS. 

NIl. 

N/A 
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4. FM Sec. 611lb); FY 1990 ApprQP[iatiQn~i. N/A 
Act Sec, 5(1J,.. If proj ect :is for "1atar or 
water-related land resource construction, 
have benefits and costs been comput~d to 
the extent practicable in accordance with 
the principles, standards, and procedures 
established pursuant to the Water 
Resources Planning Act (42 U.S.C. 1962, 
~ ~.)? (See A.I.D. Handbook 3 for 
guidelines,) 

5. FAA Sec. 6Ille). If project is capital N/A 
assistance (~, construction), and 
total U.S. assistance for it will exceed 
$1 million, has Mission Director 
certified and Regional Assistant 
Administrator taken into consideration 
the country's capability to maintain and 
utilize the project effectively? 

6. FAA Sec! 209. Is project :susceptible to N/A 
execution as part of regional or 
multilateral project? If so, why is 
project not so executed? Information and 
conclusion whether assistance will 
encourage regional development programs . 

. 7. FAA Sec. 601 (a)! Information and N/A 
conclusions on whether projects will 
encourage efforts of the country to: 
(a) increase the flow of international 
trade; (b) foster private initiative and 
competition; (c) encourage development 
and use of cooperative~, credit unions, 
and savings and loan ~ssoci8tion~; 
(d) discourage monopolistic practices; 
(e) improve technical efficiency of 
i ndust IY I ag r leu 1 tur.e and commerce; . and 
(f) strengthen free labor unions. 

8. FAA Sec. 601 (b) . Information and N/A 
conclusions on how project will encourage 
U.S. private trade and investment abroad 
and encourage private U.S. participation 
in foreign assistance programs (including 
use of private trade channels and the 
services of U.S. private enterprise). 
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9. FAA Sees. 612(bL 6J6(hl. Describe steps 
taken to assure that. to the maximum 
extent possible, the country i~ 
contributing local currencies to meet the 
cost of contractual and other services, 
and foreign currencies owned by the U.S. 
are utilized in lieu of dollars. 

10. FAA Sec. 612(dl. Does the U.S. own 
excess foreign currency of the country 
and, if 50, what arrangements have been 
made for its release? 

11. FY 1990 Appropriations Act Sec. 521. If 
assistance is for the production of any 
commodity for export, is thE~ commodity 
likely to be in surplus on world markets 
at the time the resulting productive 
capacity becomes operative, and is such 
assistance likely to cause SUbstantial 
injury to U.S. producers of the same, 
similar or competing commodity? 

12. EX 1990 Appropriations A~Sec. ~1. 
Will the assistance (eKcept for programs. 
in Caribbean Basin Initiative countries 
under U.S. Tariff Schedule ·Section 807,° 
which allows reduced tariffs on article~ 
assembled abroad from U.S.-made 
components) be used ~irBctly to procure 
feasibility studies, prefeasibility 
studies, or project p[ofile~ of potenti~l 
investment in, or to assist the . 
establishment of facilities specificalllP 

designed for, the manufacture for e~port 
to the United States or to third country 
markets in direct competition with U.s. 
exports, of textiles, apparel, footwear, 
handbags, flat goods (such IS wBlle~s or 
coin purses worn on the person), work 
gloves or leather wearing apparel? 

13. 'fM Sec. 11.9(g)(4}-(6) 6> (HU. t'Jill the 
assistance: (8) support training and 
education efforts which improve the 
capacity of recipient countries to 
prevent loss of biological diversity; 
(b) be provided under a long-term 
agreement in which the recipient country 
agrees to protect ecosystems or other 

THIS PROJECT WILL BE 
I}WLEMENTED BY A PRIVATE 
NON-PROFIT INSTITUTION, 
~mICH WILL CONTRIBUTE 
THE EQUIVALENT OF US 
$13,826 J OOO. IN LOCAL 
CURRENCY. 

NO. 

NO 

NO 

NO 
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wildlife habitats; (c) support efforts 
to identify and survey ecosystems in 
recipient countries worthy of 
protection; or (d) by sny direct or 
indirect means significantly degrade 
national parks or similar protected areBS 
or introduce exotic plants or animals 
into such areas? 

14. fAA Sec. lUlJU. If a Sahel project, h(!IS N/A 
a determination been made that the host 
government hds an adequate system for 
accounting for and controlling receipt 
and expenditure of project funds (either 
dollars or local currency generated 
therefrom)? 

15. EX 1990 Appropriations Act, Title IIA N/A 
under heading nAgency for International 
Development," If assistance is to be 
made to a United States PVO (other than a 
cooperative development organization)f 
does it obtain at least 20 percent of its 
total annual funding for international 
activities from sources oth~r than the 
United States Government? 

16. n.J.990 Appropriations Act JSec, 537. If YES. 
assistance is being made available to R 
PVO, has that o[9anization provided upon 
timely request any document, file, or 
record necessary to the auditing 
requirements of A.I.D., and is the PVO 
registered tdth A.I.D.? YES. 

17. fX 19~~.iQn~ Act Jaec. S.M.. If' NIp. 
funds are being obligated under an 
appropriation account to which they were 
not appropriated, has the Pre~ident 
consulted with and provided a written 
justification to the House ~nd Senate 
Appropriations Cornmittees cHid has such 
obligation been subject to regular 
notification procedures? 
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18. State Authori&atiQn Sec. 139 (as N/A 
interpreted by conference report). Has 
confirmation of the date of signing of 
the project agreement, including the 
amount invclved, been cabled to State LIT 
and A.I.D. LEG within 60 days of the 
agreement's entry into force with respect 
to the United States, and has the full 
text of the agreement been pouched to 
those same office~? (See Handbook 3, 
Appendix 6G for agreements covered by 
this provision). 

19. Trade Act Sec. 5164 (as interpreted by N/A 
conference report), ~~,~L~ 
Conversion Act of 1975 Se~~. Does the 
project use the metric system of 
measurement in its procurements, grants, 
and other business-related activities, 
except to the extent that such use is 
impractical or is likely to cause 
significant inefficiencies or loss of 
markets to United States firms? Are bulk 
purchases usually to be made in metric, 
and are components, subassembli~s, and 
semi-fabricated materials to be specified 
in metric units when economically 
available and technically adequate? 

20. IT 1990 Am2topriatiQos Act.L_...I.itle XL 
~r beading nwomen ~~~lQRmen~o 
Will assistance be designed so that tbe 
percentage of women participants will be 
demonstrably incr~ased7 

21. FY 1990 Aru,V':QJ).xiatiQns l!Ct--Aiee. ill..J.Al. 
If assistance i~ furnished to a foreign 
government under arrangements which . 
result in the generation of local 
currencies, has A.I.D. <_> required that 
local currencies be deposited in I 
separate account established by the 
recipient government, (b) eltltered into (In 

agreement with that government providing 
the amount of local currencies to be 
generated and the terms and conditions 
under which the currenci~s so deposited 
may be utilized f and (c) established by 
agreement the responsibilities of A.I.D. 
and that 90veI~ment to monitor and 
pccount for deposits into and 
disbursements from the separate account? 

THE PRH1ARY PARTlCIPAt4TS/ 
BENEFICIARIES OF THE 
PROJECT ARE HOMEN AND 
CHILDREN L~ER 5 YEARS. 

N/A 



- 14 -

Will such local currencies, or an 
equivalent .mount of local currencies, be 
used only to c~r[y out the purposes of 
the DA or ESF chapters of the FAA 
(depending on which chapter is the source 
of the assistance) or for the 
administrative requirements of the United 
States Government? 

Has A.I.D. taken all appropriate steps to 
ensure that the e~uivalent. of local 
currencies disbursed from the separate 
account are used for the agreed purposes? 

If assistance is terminated to a country, 
will any unencumbered balances of funds 
remaining in a separate account be 
disposed of for purposes agreed to by the 
recipient government and the United 
States Government? 

MIA 

N/A 

N/A 

/\' ~ 
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B. FUNDING CRITERIA FOR PRQJEC~ 

1. Development .Assistance Pro:UtGt Cxiteri..a 

a. EX 1990 Appropriations Jlk.t.Jiflc.~5slfl 
(as interpreted by conference report for 
original enactment). If assistance is 
for agricultural development activities 
(specifically, any testing or breeding 
feasibility study, variety improvement or 
introduction, consultancy, publication, 
conference, or training), are such 
activities: (1) specifically and 
principally designed to increase 
agricultural exports by the host country 
to a country other ttHln the United 
States, where the export would lead to 
direct competition in that third country 
with exports of a similar commodity grown 
or produced in the United States, and can 
the activities reasonably be e~pectea to 
cause substanti~l injury to U.S. 
exporters ot a similar agricultur~l 
commodity; or (2) in support. of r~~earch 
that is intended primarily to lY~nefit 
U.S. producers? 

b. 'f.AA Sec. :un. Is speci ell emphasis 
placed on use of appropriate technology 
(defined as relatively smaller, 
cost-saving, lAbor-using technologies 
that ~re gener~lly most @ppI'opri~t~ fOli: 
the small farms, small busin~sse~D and 
small incomes of the poor)? 

c. U~. Describe extent to 
which the activity recognizes the 
particular needs, desires, and capacities 
of the people of the country; utili~es 
the country's intellectual resources to 
encourage institutional development; an~ 
supports civic education and training in 
skills required for effective 
participation in governmentall and 
political processes essential to 
self-government. 

N/A 

t~/A 

THE PROJECT WILL BE 
IHPLEHENTED BY A 
NATIONAL 1''410. 
INSTITUTIONAL DEVELOPt{E~ 
OF THE IMPLEMENTING 
ORGANIZATION IS Al~ 

UfPORTANT PROJECT GOAL. 



d. FAA Sec. lOlla.). Does the activity 
give reasonable promise of contributing 
to the development of economic resources, 
or to the increase of productive 
capacities and self-sus~aining economic 
growth? 

e. fAA Sees .... 102 CD). Ill. B ;1.1.3 ... {L8IW. 
Describe extent to which activity will: 
(1) effectively involve the poor in 
development by extending ~cceS5 to 
economy at local level, increasing 
labor-intensive production (and the use of· 
appropriate technology, dispersing 
investment from cities to small towns and 
rural areas, and insuring wide 
participation of the poor in the benefits 
of development on a sustained"basis, 
using appropriate U.S. institutions; 
(2) help develop cooperatives, especially 
by technical assistance, to assist rural 
and urban poor to help themselves toward 
a better life, ~nd otherwise encourage 
democratic private i'Hld local governmental 
institutions; (3) ~upport the self-help 
efforts of developing count~ie.; (4) 
promote the particip~tion of women in the 
national economies of developing 
countries and the improvement ~f woman's 
status; and (5) utiliEe ~nd ~ncourage 
rEgional cooperation by devoloping 
countries. 

f . UA S.ft.cs. JJ1il. l03Au xl1Jl!ll n lOS. lJlL. 
120-21 : fX 19,9 fJ AJiru:..ru;U:JJlj;Jl.onA...AcJ:., 
lllle XJ A uonex .heaging . f> SUI~M 
Africa. Pl4" Does the P[oj~~ct fit the 
criteX'ia for the souX'es of fund~ 
(functional account) being used? 

g. fX ;1,990 Aru2K.ru.u;iRtion~ 1,ct« Title U~ 
under heJ):jing 6>Sub-llsbarJUl l~uisal ... DA .. 0 

Have local currencies generated by the 
sale of imports or foreign exchange by 
the government of a country in 
Sub-Saharan Africa from funds 
appropriated under Sub-Sahanrm Africa, 0.1\ 
been deposited in a special account 
established by that government, and are 
these local currencies available only for 

N/A 

THE FAMILY HEALTH 
SERVICES PROJECT WILL 
SPREAD THE BENEFITS OF 
HEALTH DELIVERY SER~ 

VICES TO RURAL AND 
HARGINAL POOR. \-lOMEN 
ESPECIALLY ARE TARGETED 
AS PRINCIPAL PARTICIP~ 

'N/A 
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Se{l) - COUNTRY CHECKLIST 

Listed below are statutory criteria applicable to: OU FAA 
funds generally; (D){1) Development Assistanct:' funds only; or 
(8)(2) the Economic Support Fund only. 

A. GENERAL CRITERIA FOR COUNTRY ELIGIBILITY 

1. FY 1990 Appropriations Act 
Sec. 569 (b). Has the Pre sident 
certified to the Congress that the 
government of the recipient country 
is failing to take adequate measures 
to prevent narcotic drugs or other 
controlled substances which are 
cultivated, produced or processed 
illicitly, in whole or in part, in 
such country or transported through 
such country, from being sold 
illegally within the jurisdiction of 
such country t~ United States 
Government personnel or their 
dependents or from entering the 
United States unlawfully? 

2. FAA Sec, 48l{h): FY 1990 
Appropriations Act Sec. 569{b). 
(These provisi ons apply -to 
assistance of any kind provided by 
grant, sale, loan, lease, credit, 
guaranty, or insurance, except 
assistance from the Child Survival 
Fund or relating to international 
narcotics control, disaster and 
refugee relief, narcotics education 
and awareness, or the provi:siol'l of 
food or medicine.) If the Irecipient 
is a' ~major illicit drug producing 
countryO (defined as a country 
producing during a fiscal year at 
least five metric tons of opium or 
500 metric tons of coca or 
marijuana) or a °major drug-transit 
countrym (defined as a country that 
is a significant direct source of 
illicit drugs significantly 
affecting the united States, through 
which such drug: 

No. 

NIA 
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are transported, or through which 
significant sums of drug-related 
profits are laundered with the 
knowledge or comp~icity of the 
government): (a) Does the country 
have in place a bilateral narcotics 
agreement with the United States, or 
a multilateral narcotics agre~meDt? 
and (b) Has the President in the 
March 1 International Narcotics 
Control Strategy Report (INSCR) 
determined and certified to the 
Congress (without Congressional 
enactment, within 45 days of 
continuous session, of a resolution 
disapproving such a certification), 
or has the President determined and 
certified to the Congress on any 
other date (with enactment by 
Congress of a resolution approving 
such certification), that (1) during 
the previous year the country has 
cooperated fully with the United 
States or taken adequate steps on 
its own to satisfy the goals agreed 
to in a bilateral narcotics 
agreement with the United States or 
in a multilateral agreement, to 
prevent illicit drugs produced or 
processed in or transported through 
such country from being transport ed 
into the United States, to prevent 
and punish drug profit l aundering in 
the country, and to prevent a nd 
punish bribery and other forms of 
public corruption which facilit a te 
production or shipment of illicit 
drugs or discourage prosecution of 
such acts, or that (2) the vital 
national interests of the United 
State6 require the prOVision of such 
assi stance? 

3. 1986 Drug Act Sec. 2013 0 ('l~his 
section applies to the same 
categories of assistance subject to 
the restrictions in FAA Sec~ 481(h), 
above.) If recipient country is a 
Rmajor illicit drug producing 
countrya or °major drug-transit 
countryO (as defined for the purpose 
of FAA Sec 481(h», has the 
President submitted a report. to 

"Country Checklist for FY 1990" 

n/A 
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Congress listing such country as 
one: ( a) w hie h, a sam a t t e r 0 f 
government policy, encourages or 
facilitates the production or 
distribution of illicit drugs; (b) 
in which any senior official of the 
government engag~s in, encourages, 
or facilitates the production or 
distribution of illegal drugs; (c) 
in which any member of a u.s. 
Government agency has suffered or 
been threatened with violence 
inflicted by or with the complicity 
of any government officer; or (d) 
which fails to provide reasonable 
cooperation to lawful activities of 
u.s. drug enforcement agents, unless 
the President has provided the 
required certification to Congress 
pertaining to U.S. national 
interests and the drug control and 
criminal prosecution efforts of that 
country? 

4. FAA Sec. 620(c). If assistance is 
to a government, is the gover ilment 
indebted to any u.s. citizen for 
goods or services furnished or 
ordered where: (a) such citizen has 
exhausted available legal remedies, 
(b) the debt is not denied or 
contested by such government, or (c) 
the indebtedness arises under an 
uncondition~l guaranty of payment 
given by such government or 
controlled entity? 

5. FAA Sec. 620(e)(l). If assistance 
15 to a governm:nt, has it 
(including any government agencies 
or subdivisions) taken any action 
which has the effect of 
nationalizing, expropriating, or 
otherwise seizing ownership or 
control of property of u.S. citizens 
or entities benefic~ally owned by 
them without taking steps to 
discharge its obligations toward 
such citizens or entities? 

"CountrLChecklist for Fi lY'10" 

Ho. 

No. (The GOES has made dernon-
8t~3ble progress toward compen
aation 1~ the CAESS case.) 
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6. FAA Sees. 620(a), 620(£), 620D; FY No. 
1990 Appropriations Act Sees. 512, 
548. Is reci?ient country a 
Communist country? If so, has the 
President: (a) determined that 
assistance to the country is vital 
to the security of the united 
States, that the recipient country 
is not controlled by the 
international Communist conspiracy, 
and that such assistance will 
further promote the independence of 
the recipient country from 
inte:naFional communism, 0: (b) 
removed a country from applicable 
restrictions on assistance to 
communist countries upon a 
determination and report to Congress 
that such action is important to the 
national interest of the United 
States? Will assistance be provided 
either directly or indirectly to 
Angola, Cambodia, Cuba, Iraq, Libya, 
vietnam, South Yemen, Iran or 
Syria? Will assistance be provided 
to Afghanistan without a 
certification, or will assistance be 
provided inside Afghanistan through 
the Soviet-controlled government of 
Afghanistan? 

7. FAA Sec. 620(j). Has the country No. 
permitted, or failed to take 
adequate measures to prevent, damage 
or destruction by mob action of U.S. 
property? 

8. FAA Sec. 620 (l ) 0 Has the country No. 
failed to enter into an investment 
guaranty agreement with OPIC? 

9. FAA Sec. 620{o); Fishermen's 
protective Act of 1967 (is'arnended) 
Sec. 5. (a) Has the country seizea, 
or imposed any penalty or sanction 
against, any U.S. fishing vessel 
because of fishing activities in 
international waters? (b) If so, 
has any deduction required by the 
Fishermen's ProtectiVE Act been made? 

No. 
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10. FAA Sec, 620(q); FY 1990 
ApproEriatlons Act Sec. 518 (Brooke 
Amendment). (a) Has the govE~rnment 
of the reci~ient country been in 
default fo~ more than six months on 
interest or principal of any loan to 
the country under the FAA? (b) Has 
the country been in default for more 
than one year on interest or 
principal on any U.S. loan under a 
program for which the FY 1990 
Appropriations Act appropriates 
fu nds? 

11 . FAA Sec. 6 20 ( s ). If con t e m p J. ate cJ 
assistance is development loan or to 
come from Economic Support Funa, has 
the Administrator taken into account 
the percentage of the country's 
budget and amount of the country's 
foreign exchange or other resources 
spent on military equipment? 
(Reference may be made to the annual 
BTaking Into Consideration D memo: 
aYeS, taken into account by the 
Administrator at time of approval of 
Agency OYB. n This approval by the 
Administrator of the Operational 
Year Budget can be the basis for an 
affirmative answer during the fiscal 
year unless significant changes in 
ci(cumstances occur.) 

12. FAA Sec. 620(t). Has the country 
severed diplomatic relations with 
the United States? If so, have 
relations been resumed and have new 
bilateral assistance agreements been 
negotiated and entered into since 
such resumption? 

13. FAA Sec. 620(u). What is the
payment status of the country's U.N. 
obligations? If the country is in 
arrears, were such arrearage. taken 
into account by the A.I.D. 
Administrator in determining the 
current A.I.D. Operational Year 
Budget? (Reference may be made to 
the "Taking into Consideration Q 

memo. ) 

"Country Checklist for FY 1990" 

IPrO':l1 t iae to t i~. tbe GOES btls 
been in dehult under both pro6 
,,1a1cJDS I ,,'bleb haa ..:eauited in 
l.rohlb1tlon of obligation of ~u 
j:unds; bo'ti01!ver. ouch periods bav!2 
been of very abort durntio'il. Cur~ 

rently (a6 of April 2). the GOES 
h not in default under either pll"O'~ 

'I1i31oo. 

Ye6. taken into account by Adain
i.3tutor .at the t i~ of approval 
clf Agency OYB. 

I~o. 

1bia ie~ue WQ@ addrg6~~d in regard 
to the FY 1990 pro3r~ 1~ th~ 
nTakin8 into Coneide::-aticm" ~ 
dated Dec~~~r 20. 1989. 

\ " 
\ } 
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14. FAA Sec. 620A. Has the President No. 
aetermined that the recipient 
country grants sanctuary from 
prosecution to any individual or 
group which has committed an ~ct of 
international terrorism or otherwise 
supports international terrorism? 

15. FY 1990 Appropriations Act Sec. 
564. Bas the country been 
aetermined by the President tlO! (a) 
grant sanctuary from prosecution to 
any individual or group which has 
committed an act of international 
terrorism, or (b) otherwise support 
international terrorism, unless the 
President has waived this 
restriction on grounds of national 
security or for humanitarian reasons? 

16. ISDCA of 1985 Sec, 552(b). H,as the 
Secretary of State determined that 
the country is a high terrorist 
threat country after the Secr,etary 
of Transportation has determined, 
pursuant to section 1115(e)(2) of 
the Federal Aviation Act of 1958, 
that an airport in the country does 
not maintain and administer 
effective security measures? 

17. FAA Sec. 666(b). Does the country 
object, on the basis of race, 
religion, national origin or sex, to 
the presence of any officer Og . 
employee of the u.s. \.;ho is present 
in such country to carry out 
economic development programs under 
the FM? 

18. FAA Secs. 669, 670. Has the 
country, after August 3, 1977, 
delivered to any other country or 
recp.ivea nuclear enrichment or 
reproCeSSii}9 equipment, materials, 
or technology, without specified 
arrangements or safeguards, and 
without special certification by the 
President? Has it transferred a 
nuclear explosive device to a 
non-nuclear weapon state, or if such 
a state, either received or 

No. 

No. 

!\~\ 
J ' 
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detonated a nuclear explosive 
device? (FAA Sec. 620E permits a 
special waiver of Sec. 669 for 
Paki stan. ) 

19. FAA Sec. 670. If the country is a 
non-nuclear weapon state, has it, 6n 
ora f t erA u 9 us t 8, 19 85, e x po r ted 
(or attempted to export) illegally 
from the United States any material, 
equipment, or technology Which would 
contribute significantly to the 
ability of a country to manufacture 
a nuclear explosive device? 

20. ISDCA of 1981 Sec. 720. y~as the 
country represented at the Meeting 
of Ministers of Foreign Affairs and 
Heads of Delegations of the 
Non-Aligned Countries to the 36th 
General Assembly of the U.N. on 
Sept. 25 and 28,1981, and did it 
fail to disassociate itself from the 
communique issued? If so, has the 
President ta~en it into account? 
(Reference may be made to the 
BTaking into ConsiderationS memo.) 

21. FY 1990 Appropriations Act Sec. 
513. Has the duly elected Heaa of 
'G'O'Vernment of the country be€~n 
deposed by military coup or decree? 
If assistance has been terminated, 
has the President notified congress 
that a democratically elected 
government has taken office prior to 
the resumption of assistance? 

22. FY 1990 Appropriations Act Sec. 
539. Does the recipient country 
ruIly cooperate \eli th the 
international refugee assistance 
organizations, the United States, 
and other governments in 
facilitating lasting solutions to 
refugee situations, including 
resettlement without respect to 
race, sex, religion, or national 
origin? 

"Country C~ecklist for n 1990" 

IJo. 

Ho, it vas not represented; 
EL Salvador is not a membcr of 
the Non-Aligncd Movement. 

No. 
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B. FUr:)ING SOURCE CRITERIA FOR COUN'A"'RY 
ELIGIBILITY 

1. Develoement Assistance countrl 
Critenfl 

a. FAA Sec. 116. Has the 
::>epartment of State determined that 
:his government has engaged in B 
consistent pattern of gross 
violations of internationally 
recogni zed h :.lman right s? If 60, can 
it be demonstrated that contemplated 
assistance will directly benefit the 
1eedy? 

"Country Checklist for FY b;~" 

:). FY 1990 Appropriations Act. Sec. No. 
535. Has the President certified 
that use of DA funds by this country 
would violate any of the 
?rohibitions against use of funds to 
?ay for the performance of abortions 
as a method of family planning, to 
Motivate or coerce any person to 
oractice abortions, to pay for the 
~erformance of involuntary 
sterilization as a method of family 
?lanning, to coerce or provide any 
:inancial incentive to any person to 
Jndergo sterilizations, to pay for 
any biomedical research which 
rp.lates, in whole or in part, to 
~ethods of, or the performance of, 
abortions or involuntary 
sterilization as a means of f~mily 
planning? 

2. ~conomic Support Fund Count~ 
:riteria 

a. FAA Sec, 502B. Has it been 
determined that the country has 
engaged in a consistent pattern of 
gross violations of internationally 
recognized human rights? If so, has 
the President found that the country 
made such significant improvement in 
its human rights r~cord that 
:urnishing such assistance is in the 
u.s. national interest? 

Yen. The President bas certi
fied tbat El Salv~dor continues 
to ~ke significant progress to
uard lBproving its hUDaD rigbt~ 
record. 

rl· 
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b. FY 1990 Appro,eriations Act Sec. 
569(a). Has this country met Its 
drug eradication targets or 
otherwise taken significant steps to 
halt illicit drug production or 
trafficking? 

c. FY 1990 Approeriations Act Titl! 
II. Has the Presldent reported to 
'E11e" Congress on the extent to \;lhich 
the Government of El Salvador has 
made demonstrable progress in 
settling outstanding expropriation 
claims of American citizens in 
compliance with the judgement of the 
Salvadoran Supreme Court. 

"Count~Chekclist for F'Y 1990" 

While the country does not have 
drug eradication targets. it has 
taken steps to halt illicit drug 
trafficking and fully cooperates 
uith relevant intel~ational 
authorities, 

Yes. 



"Country Checklist for FY 1990" 

clearances: ~ 
LAc/eEi,l: L. Simard ... 
LAC/SA. S.Olds Dr~t 
LAC/DR: L. OdIe (J)raft) 
ARA/CEN: P. Bute ni s (Draft> 
RLA/USAID!El Salvador: I. Smyer (D:rdt) 
State/IOSB: T. Hobgood (Draft) ---
LAC/GC: K. Hansen (D~t~ 

L 
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5C(2) - PROJECT CHECKLIST 

Listed below are statutory criteria applicable 
to projects. This section is divided into two 
parts. Part A includes criteria applicable to 
all projects. Part B applies to projects funded 
from specific sources only: B(l) ~pplies to all 
projects funded with Development Assistance; 

. B(2} applies to projects funded with Development 
Assistance loans; and B(3) applies to projects 
funded from ESF. 

CROSS REFERENCES: IS COUNTRY CHECKLIST UP TO 
DATE? HAS STANDARD ITEM 
CHECKLIST BEEN REVIIDtED FOR 
THIS PROJECT? 

A. G.ENERAL CRITERIA FOR PROJECT 

1. FY 1990 Appropriations AhtJ~ec. ~ 
fAA Sec. 6348. If money is to be 
obli~ated for an activity not ~reviously 
justified to Congress, or for an amount 
in excess of amount previously justified 
to Congress, has Congress been proparly 
notified? 

2. FAA Sec. 61~. Prior to an obligation 
in excess of $500,000, will there b~: 
(a) engineering, financial or other plans 
necessary to carry out the as.i&tD~ce; 
and (b) a reasonably firm estimate of the 
cost to the U.S. of the assistance? 

3. fAA Se~11(i'!) (2l. If le!gislutive 
action is required within recipient 
country with respect to an obligation in 
excess of $500,000, what is the basis for 
a reasonable expectation that such action 
will be completed in time to permit 
orderly accomplishment of the purpose of 
the assistance? 

YES. SuBMITTED AND 
APPROVED WITH PROJECT 
519-0356. 

YES. IN HAY 1990 THE 
eN FOR THE FAMILY BI.ALTi 
SERVICES PROJECT HAS 
PRESENTED TO CONGRESS. 

NIt. 

W/A 

, , 
\J 
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4. FAA Sec. 611(b); EX 1990 AQQLCL~tiQ1~ N/A 
Act Sec. 501. If project is for water or 
water-related land resource construction, 
have benefits and ~ost5 been computed to 
the extent practicable in accordance with 
the principles, standards, and procedures 
established pursuant to the Water 
Resources Planning Act (42 U.S.C. 1962, 
~ ~.)? (See A.I.D. Handbook 3 for 
guidelines. ) 

5. FAA S!ti;. 611(e}. If project is capitell N/A 
assistance (~, construction), and 
total U.S. assistance for it will exceed 
$1 million, has Mission Director 
certified and Regional Assistant 
Administrator taken into consideration 
the country's capability to maintai~ and 
utilize the project effectively? 

6. FAA Sec. 209. Is project susceptible to N/A 
execution as part of regional or 
multilateral project? If so, why is 
project not so executed? Information and 
conclusion whether assistance will 
encourage regional development programs . 

. 7. FM Sec. 601(a). Information and N/A 
conclusions on whether projects will 
encourage efforts of the country to: 
(a) increase the flow of international 
trade; (b) foster private initiative and 
compelition; (c) encourage development 
and use of cooperatives, credit unions, 
and savings and loan DBBociationB; 
(d) discourage monopoliatic practices; 
(e) improve technical efficiency of 
indust ry f Clg r icu 1 ture and: com.merce; and. 
(f) strengthen free labor unions. 

8. fAA Sec .. 6QlilU.. Information and N/A 
conclusions on how project will encourage 
U.S. private trade and investment abroad 
and encourage private u.s. participation 
in foreign assistance programs (including 
use of private trade channels and the 
services of U.S. private enterprise). 
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9. FAA Sees. 612(b), 636(h.l. Describe st~~ps 
taken to assure that, to the maximum 
extent possible, the country iB 
contributing local currencies to meet the 
cost of contractual and other services. 
and foreign currencies owned by the U.S. 
are utilized in lieu of dol18[5. 

10. ~c •. 6l?J..dl. Does the! U.S. own 
excess foreign currency of the country 
and, if so, what arrangements have been 
made for its release? 

11. FY 1990 Appropri~ion5 Acl~~il. If 
assistance is for the production of any 
commodity for export, is the commodity 
likely to be in surplus on world markets 
at the time the resulting productive 
capacity becomes oper~tive, and is such 
assistance likely to cause substantial 
injury to U.S. producers of the same, 
similar or competing commodity? 

12. FY 1990 Arw.ropriatiQoL&j; Sec. ;;47. 
Will the assistance (eX'cept for programs 
in Caribbean Basin Initiative countries 
under U.S. Tariff Schedule ~Section 807," 
which allows raduced tariffs on articles 
assembled abroad from U.So-made 
components) be used directly to procure 
feasibility studies, prefeasibility 
stuf "5 I or project profiJles of potential 
inv~~~ment in, or to aBBi~t the . 
e&tablishment of facilitius specificBl1y 
designed for, the manufacture for export 
to the United States or to third country 
markets in direct competition with U.S. 
exports, of textiles, .pp~[.l, footwear, 
handbags, flat goods (such as wallets or 
coin purses l"wrn 00 the pE~rson), t'lork 
gloves or leather wearing apparel? 

13. FAA Sec. ;J,19(g)(4}~(6) hlJ:.JJU. "Hll the 
assistance: (a) support training and 
education efforts ~hich improve the 
capacity of recipient countries to 
prevent loss of biological diversity; 
(b) be provided under a long-term 
agreement in which the recipient country 
agrees to protect ecosystems or other 

THIS PROJECT WILL BE 
If4PLEMENTED BY A PRIVATE 
NON-PROFIT INSTITUTION, 
b~ICH WILL CONTRIBUTE 
THE EQUIVALENT OF US 
$13,826,000. IN LOCAL 
CURRENCY, 

NO. 

NO 

NO 

!<. ' 
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wildlife habit~ts;· (c) support effort::; 
to identify and survey ecosystems in 
recipient countries worthy of 
protection; or (d) by any direct or 
indirect means significantly degrade 
national parks 0: similar protected areas 
or introduce exotic plants. or animals 
into such areas? 

14. fAA Sec. 121(dl. If a Sahel project, has NtA 
a determination been mad~ that thG host 
government has an adequate system for 
accounting for and controlling receipt 
and expenditure of project funds (either 
dollars or local currency generated 
therefrom)? 

15. EX 1990 Appropriati~, Title XL N/A 
under headinq "ruumcy for . .lnter.natiooal 
Developmen~n If assistance is to be 
made to a United States PVO (other than a 
cooperative development organiz~tion), 
does it obtain at least 20 percent of its 
total annual funding for intern§tional 
activities from sources other th~n the 
United States Government? 

16. EX 1990 ApPJ:"QpriatigXlS Ac.t Ser:. 2.31.. If YES. 
assistance is being made available to ~ 
PVO, has that organization provided upon 
timely request any document, file, or 
record necessary to the auditing 
requirements of A.I.D., ana i~ the PVO 
registered with A. X .D. 'I YES. 

17. 1lX 1990 .ApPH)pl'iniQn~-.-Acj; Sec. ~U,!,i. If tJ/A 
funds are being obligated under an 
appropriation account to which they were 
not appropriated, has the President 
consulted with and provided a written 
justification to the House and Senate 
Appropriations Committees and has such 
obligation been subject to regular 
notification procedures? 

\ 
~\ 
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18. State Authorization Sec. J~ (as 
interpreted by conference report). Has 
confirmation of the date of signing of 
the project agreement, including the 
amount involved, been cabled to State LIT 
and A.I.D. LEG within 60 days of the 
agreement's entry into force with respect 
to the United States, and has the full 
text of the agreement been pouched to 
those same offices? (See Handbook 3, 
Appendix 6G for agreements covered by 
this provision). 

19. Trade Act Sec. 5164 (as interpreted by 
conference report), amending j'letx:i.h 
Conversion Act of 1975 Se(~. Does the 
project use the metric system of 
measurement in its procurements, grants, 
and other business-related activities, 
except to the extent that such use is 
impractical or is likely to cause 
significant inefficiencies or loss of 
markets to United States firms? Are bulk 
purchases usually to be made in metric, 
and are components, subassemblies, and 
semi-fabricated materials to be specified 
in metric units when economically 
available and technically adequate? 

20. EX 1990 Apo[opriatiQDS Act. TitJL~L 
under heading "Women in Dc~velQJ)ment. ro 

will assistance be deEigned so that the 
percentage of women participants will be 
demonst~ably increased? 

21. :eX 1990 ARP.-XWh:i~tiQn~ A~t Sec. 5Ji2J.al. 
If assistance i~ furnished to a foreign 
government under arrangements whicb. 
result in the generation of local 
currencies, has A.I.D. (8) [0quired that 
local currencies be deposited in a 
separate account established by the 
recipient government, (b) entered into an 
agreement with that government providing 
the amount of local currencies to be 
generated and the terms and conditions 
under which the currencies so deposited 
may be utilized, and (c) established by 
agreement the responsibilities of A.I.D. 
and that government to monitor and 
pccount for deposits ir , and 
disbursements from the ~eparate account? 

N/A 

N/A 

THE PR!~~Y PARTICIPANTS/ 
BENEFICIARIES OF THE 
PROJECT ARE ~]OMEN AND 
CHILDREN UNDER 5 YEARS. 

NIP.. 



Will such local currencies, or an 
equivalent amount of local currencies, be 
used only to carry out the purposes of 
the DA or ESF chapters of the FAA 
(depending on which chapter is the soucce 
of the assistance) or for the 
administrative r.equirements of the United 
States GoveLnment? 

Has A.I.D. taken all appropriate steps to 
ensure that the equivalent of local 
currencies disbursed from the separate 
account are used for the agreed purposes? 

If assistance is terminated to a country, 
will any unencumbered balances of funds 
remaining in a separate account be 
disposed of for purposes agreed to by the 
recipient government and the United 
States Gover~ment? 

N/A 

N/A 

N/A 
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B. EUNDING CRITERIA FOR PROJECT 

1. Development Assistanc~ject CxiteLiB 

a. EX 1990 Appropriations Act Sec. 54~ 
(as interpreted by conference report for 
original enactment). If assistance is 
for agricultural development activities 
(specifically, any testing or breeding 
feasibility study, variety improvement or 
introduction, consultancy, publication, 
conference, or training), are such 
activities: (1) specifically and 
principally designed to increase 
agricultur~l exports by the host country 
to a country other than the United 
States, ~here the export would lead to 
direct competition in that third country 
with exports of a similar commodity grown 
or produced in the United States, and can 
the activities reasonably be expected to 
cause SUbstantial injury to U~S. 
exporters of a similar agricultural 
commodity; or (2) in support of research 
that is int~nded primarily to benefit 
U.S. producers? 

b. FAA Sec. 107. Is special emphasis 
placed on use of appropriate technology 
(defined as relatively smaller, 
cost-saving, labor-using technologies 
that are generally most appropri~t~ for 
the small f~rms, small businesse~, Gna 
small incomes of the poor)? 

c. fAA Sgc. 281Cbl. Describe e~tent to 
which the activity recognizes the 
particular needs, desires, and capacities 
of the people of the country; utilizes 
the country's intellectual resources to 
encourage institutional development; and 
supports civic education ~nd training in 
skills required for effective 
participation in governmental and 
political processes essential to 
self-government. 

N/A 

N/A 

THE PROJECT WILL BE 
IMPLEMENTED BY A 
NATIONAL PVO. 
INSTITUTIONAL DEVELOPt{E~ 
OF THE !}~LE¥ffiNTING 

ORGANIZATION IS AN 
IMPORTANT PROJECT GOAL. 
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d. [AA Sec. lO!{a). Does the activity 
give reasonable promise of contributing 
to the development of economic resources, 
or to the increase of productive 
capacities and self-sustaining economic 
growth? 

e. fAA Sees! 102 02)« lJ.L.._ Al.3 ... · 28.l..W. 
Describe extent to which activity will: 
(1) effectively involve the poor in 
development by extending access to 
economy at local level, increasing 
labor-intensive production and the use of 
appropriate technology, dispersing 
investment from cities to small towns and 
rural areas, and insuring wide 
participation af the poor in the benefits 
of developm2nt on a sustained"basis, 
using appropriate U.S. institutions; 
(2) help develop cooperatives, especially 
by technical assistance, to assist rural 
and urban poor to help themselves toward 
a better life, and otherwise encourage 
democratic private and local 90vernment~l 
institutions; (3) support the self-help 
efforts of developing countries; (4) 
promote the participation of women in the 
national economies of developing 
countries and the improvement of women's 
status; and (5) utilize and encour~ge 
regional cooperation by developing 
countries. 

f • TU1A ~CA JI ..1, 0.3. lJ> 3~Ils1. lJl.S. 1. P.JL 
120-.21: IT 1990 Apptmu:WUOIDLAct., 
Iitle n: I _under h~iding P.s~birAn 
Africa. DA," Does the project fit the 
criteria for the sou~ce of funds 
(functional account) being used? 

g. EX 1990 Al?.RIQpriat.igD:s..1}.ct. Title IJ~ 
under heading RSub-Sahaxmn AfIj~B. DA"P 
Have local currencies generated by the 
sale of imports or foreign exchdnge by 
the government of a country in 
Sub-Saharan Africa from funds 
appropriated under Sub-Saharan Africa, DA 
been deposited in a special account 
established by that government, and are 
these local currencies available only for 

N/A 

THE FAMILY HEALTH 
SERVICES PROJECT WILL 
SPREAD THE BENEFITS OF 
HEALTH DELIVERY SER
VICES TO RURAL AND 
MARGINAL POOR. WOMEN 
ESPECIALLY ARE TARGETE8 
AS PRINCIPAL PARTICIP~ 

YES 

N/A 

; \'\ ' 
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,(5) [120-21] for the Sahelian region; 
if so, (a) extent to which there is 
international coordination in planning 
and implementation; participation and 
su~~ort by African countries and 
organizations in determining 
development priorities; and a 
long-term, multidono[ development plan 
which calls for equitable 
burden~sharin9 with other donors; (b) 
has a determination been made that the 
host government has an adequate system 
for accounting for and controlling 
receipt and expenditure of projects 
funds (dollars or local currency 
generated therefrom)? 

DRAFTER:GC/LP:EHonnold:3/20/90:2169J 



PRO-FAMILIA 

ASOCIACION DEMO(~RAFICA SAlVADORENA 
APART ADO FOSTAL 1l3S CABLE: DEMOSAL - SAN S~.LVADOA. £1. SALVADOR. C. A. 

21 de febrcro de 1990 

!;r . lJ~nry U. H~:3f.'ffoE'd 
Dj I"octor 
USl\ID/El Salvador, 
Gun Salvador. 

E~timado Sr. Ba5~ford: 

Por es~e medio me place $aludarlo y hace~ referencia a la 
c:ont.inu{1 3sistencia que 13 Jigencia para el Desarrollo 
111 ternflcional del Gobierno d.e los Estado5 Onido3 de Amel'i os ha 
v~nido brindando a nUG~tra Asociaci6n desde 1964. 

E~ 01 objoti vo do la Asocia<ci6u De:mogr&flo3\ 5alvadorefia ~eguir 
cnntrlbuyendo a qu@ la :lamili~ goi'l\lv~do.r~:fit;;l @lclmce @l blenestar 
t.;.m nceesario par~ ~ll~ p m~~1IDe @I!} ~~to3 mom~nt()~ <Je tant.a 
tlravcuad POl' 105 qu@ atravi~s~ nu~~txo p~iao Par~ 81CfiD~a~ este 
nbjetivo, el Gobiorno d® 10$ E~~ado~ Unido$ d~ Arn~r!c~ a trav~~ 
de la Misi6n de 1~ A.X.D. P~E3 ~1 S~lv~do~ 3~6CEib16 dos 
convenion, ®l Proy0Cl;,o Din~ica cl.@ 1Pobl~@.i~n~'PlS$il\!d Re~k"od\.'ictiva 
No. 519-0210 y ~l PEOy~cto ~~joE~i~n~o @~ 10$ S0rvicio5 de 
Pl~nific~ci6n Famili~ ~o. 619-0276. 

ro •• mo es de su conociJl3ianw, m.!'ibcO§ ]pl"oJj7@ct.oa ~lEtiHl p1"6xiIDC'lS a 
expirui.". Sin (,!';mbar~o, cre~~O$ qU0 ~UI})5t.le~ Ed .. sibn no fin 
c(mc luldo. Recientes enr.mestes (}omo l~ nSAL-80 'F la ESANES-88, 
comprucban cl<!ra.IDeD~ q\!~ ~&ih . tiiluooa ffiUOnhO ~l? haoeS? tanto t)!ll 

l>l~nificGci6n familiar como 0n ~~~oio~~~t~~a ® .ifif~ntil ~~ el 
m~nor de cinco ~fios. ~s ~sl ~~0 1~ A.D.S. b~ planiflcade 
~~xp;mdir StAS l3oX'Vicios IDiH~ all' de la~ 'tYlMUcionales Gctividades 
d" pI anif icac1.6n familiar, il1ook"Poraln(io atenciones on 
~l:pervivenci a infantil y control d l<i:} iE!~Hh3 ~mbaxazada, con e1 
mayor ~nfa$i8 hncia las poblacloneg) rurales de lIluestro pai:>. 
Centimos que un enfoque integral de s~lud, ~Bl como 10 necesita 
nue::;tro pais. debe seX' implemE'lnt.31do per 1& A.D.S., sin buscar 
corregil" tod05 105 problemas de nue~:tl'1\) pueblo, pero 51 

contribuir dentro de nuestraa posibilldades, a mitigar sus 
pn:.carias condiciones de salud, conti."ibuyrendo Ii 103 esftAerzos que 
~~u cstc Gentido verifican tanto el Ministel"io de 5alud PUblica 
Gnmo o~ra5 oreanizaciones priv~das a nivel nacional. 

GRANTEE REQUEST ron ASSISTANCE ANNEX D 



PRO·FAMIUA 

ASOCIACION DEM~:>GRAF!CA SAlVADORENA 
APARTADO POSTAl. 1336 CABLE: OEMO:iAL·$AN SALV~,OOft. a ~LVADOR. C. A. 

POI' 10 tanto, solicitamos a \!~ted. que ~e continta0 Is fAsintencir\ U la A.D.S., sU5cribiendo un nuevo Conv~~lo d@ Donacion nS8ta POl" un monto de v0intid6s ffiillo~ea ~e d61~res ~ p~~ una duraci6n mlninla de cinco afios. ~k"\ Ell cual Ba i.noor~lten todos aquelltui actividades de Superviv0nci~, in..fantil 'J! ~:~1tlci6il a IE» madro, que comp1E.;menten nuestras tzoadicionl£103 ~ctividades do plauificaci6n familiar, en una forma totalmcnt.e !ntegrada. Por nuer.tra pa.rte. 1a A. D. S. aportar ia aproximadamente catorce E!\illonc5 de d61aH~:} tanto en efectivo como 0D servicios y 65peci0G, como foodos de contrapartida, para LillplernentaE la~ ~ctividades mencionadus anteriorment.6. 

Sabemos nosotros que la expansi6n de Duestxlls ~ctlvidadc5 en una forma tan ~bicio5a Eeq"erir~ @1 que l~ A.D.S. rnejore ~u actual 6!tuaci6n f1nanci6r~ de tal ~~eKa que pueda dlsminuirse paulatin~ente l~ cont~ibuci6n qus ~o~ ~~ A.I.D. y que C008 costos puedu s~r absoX'bldo3 ~ la lllU"~~ ~to POl' ~si5tencia generada localmente como por ~tr~s fU@D~S ll1ternscionalcs diferent0s a Is A.I.D. ~$ POE @30 ~U~ Bolicitamos que sea lncluldo un componente @!l fJste ~Ko:vecto ~U(~ ~m.f()Qu~ dlxectrune-ntc esta $1tuacl~n y ~o~ ~~t~ deB~7~oll~~ Due3tE~ capncldad de generar EecUZ~OS en bu d@ aC0EC~~03 @ tUl~ ~uto~tdlcicncia. 

J, 

/rrdet 
up c:solconv~.~id 

UNA INSTITUCION "RIVADA SIN FINES DIE LUr.r.·:. 



Background 

ANNEX E 

CERTIFlCA1'ION PURSUltNT TO Sl!X:TICN 611 (e) 
OF THE FOREIGN ASSISTANCE Jl~, AS AMENDED 

El Salvador, the most densely populated country in the oontinental Latin 
America, has long been concerned with birth spacing and contraceptive useD 
Much of the early support in this area came frvJm private voluntary 
organizations. The Salvadoran Demographic Association (SDA.), an affiliate of 
IPPF, was the first of these organizettions to provide birth spacing serviceso 
The Family Health Services Project will provide assistance to the sm to 

. improve and expand its delivery of family planning aId maternal child health 
services to high risk populations in rural and marginal ur'tan al, ,;3. The 
Project \nll integrate selected maternal child health interventions ... lith the 
promotion of modern family planning methOOs through three components: (1) 
Family Health Service Delivery I ... ruch trill provide support to oontinue arrl 
expand the ongoing family planning service pro:Jram of the SOA and to add 
select maternal child health services (e.g., immunization, prenatal care, oral 
rehydration therapy, and nutrition education) to the range of sexvices 
provided by the SJ).l\; (2) Institutional Development, ~1hich \-flll finance trle 
development and implementation of nei" products and services (e.g., cpening a 
central referral clinic) that ... rill strengthen the SDt1\'s ability to sustain its 
program in rural and warginal uroon areas ;md concurrently exp'lJrl ~~ 
availability of health carel and (3) Policy Development and Research, ~nich 
will finance sttrlies and information/education programs to increa~ 
contracrpti ve prevalence aril inprove the poliC'.1 fra.mevJOrk in t.fILich the public 
and private sectors work. 

Certification 

I, Henry H. Bassford, Principal Officer of the Agency for International 
Development in El Salvador, having taken into account, among other things, the 
maintenance arrl utilization of projects in El Salvador previously financed or 
assisted by t.l'l2 United Stdtes, do rurreby certify pursuant to Section 611 (e) 
of the Foreign Assistance kt of 1961, as amended, that in my judg'IDant the 
Salvadoran Demographic Association has both the financial capability and the 
human resources capability to effect:ively implementf utilize and Il:aintain the 
Family Health Services Project 519-0363. 

This judg rent is based upon the PIioject analysis as detailed in the Family 
Health Sernces Project Paper and is ::rubject to the oonditiaw imposed therein. 

/' 



F .1. TEXliN1CAL ANALYSIS 

'lhe teclmical analysis for this Project assesses the 
appropriateness of technologies that will be employed, and aer;:rJMtrates 
that methods selected are the rom suitable and cost-effective. 'file 
reader is urged to read this peace in conjunction \-lith the economic 
analysis which addresses the issue of cost. 

"'fIhe major technical interventions ~-1hich thl B project promotes 
relate to (I) birth spacing/family planning, (2) selected diseases 
control, a) diarrhea and acute respiratory diseases, b) parasite control 
and immuno-preventable diseases; (3) nutrition interventions: a) growth 
m:mitoring, b) breast-feeding, and c) vitamin Po and other nutrient 
interventions. 1he selection of thefJe interventions and the design of 
the delivery system for them is based on experience gained in similar 
projects throughout the ~~rld wnich have demonstrated their effectiveness. 

A. Analysis of Technical Interventions 

A.I. BIRI'H SPACING/FAMILY PLANNING 

Birth spacing appears to have the single greatest effect on chi 1d 
survival as well as in maternal morbidity and mortality. Many children 
die each year because of the hazards associated with rapid c.ltild 
bearing. We should keep in mirrl that a child triples his birili-weight in 
his first year, am this could be jeopardized vihen the mother becDmes 
pregnant too soon after giving birth. 

Pregna.ncies are most dangerou.'3 for t-;omen 1;1'110: 

a) are less t.l-tan 18 years of age, 
b) have had too many births (more than four); 
c) have had an inappropriate inter pregnancy interval, 
d) have medical histories that place them at ris)q and 
e) do not "Ii sh another chi Id and resort to unsafe means to 
terminate their pregnancies. 

'!he Project will address each of these high-riSK factors, as 
follovrs: 

E'duca Hen for younger V,,'O!Ilen \1:i 11 be 9i ven a pri or i ty . 'Iha 1988 El 
Salvador Demcgraphlc Health Survey clearly s'ho.-JS that 90% of respondents 
agreed with the statement that sex education should be taught in 
secondary schools and 66.4% stated that it should be thought in primary 
scho::>l!J. Most of the women in this age group can not correctly identify 
the. time during their menstrual cycifa \"Jhen they are IlDSt likely tv become 
pregnant. '!his is not surprising "Rum one analyzes the birth statistics 
for El Salvador and finds that adolescents account for approximat.ely 40% 
of all Salvadoran fertility. '!hese:(Otmg mothers are also at higher risk 
of oomplications such as eclanpsia, f::nngenital malformations and 
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hemorrhagic cauplications associated loTi th pregnancy. In addition to 
this, younger h'Oruen generally suffer jErom poor prenatal and postnatal 
care which results in higher morbidit~r and mortality ~ this age 
group. Pregnancy is egpacially dangerous to \'JOIDen in t:hei.r teen yeal'S 
because they are rore malnourished as a group and thE! gE'.neral structure 
of their pelvic gro...rth is not ocmplet.~o Therefore, educational efforts, 
under the Project should be directed, as proposed, to this age group. 

Higher parity also increases a woman's risk in pregnancy. \'--bmen 
who, have more than four births are lIDre likely to require deli very by 
caesarean Section or fo::ceps because the higher the parity the higher 
incidence of anomalous fetal positions such as breecll presentations, 
etc. High parity ... .omen are at higher risk of antepartum and post partum 
a:>rrplications such as uterine prolapsE~, cervical erosion, placenta 
previa, abrupto placentae anj the appearance of otl-.er diseases such as 
diabetes. 

vbmen \.vho already suffer poor health and beo:)me pregnant too soon, 
are particularly prone to spontaneous abortions, stillbirths or low 
birth-weight babies \tIne are much less likely to survive. Babies rom 
less than 2 years after their next oldest sibling are twice as likely to 
die as babies oorn after a 2 year intErrval. 

Preexisting medical problems and a history of complications during 
pregnancy can place a women at high risk for obstetrical proble.ms. Such 
... ,!Omen need to space their pregnancies by using family planning services 
to avoid the severe consequences \':Jruch may eP..5ue from pregnancy. 
Moreover ,'ldequate prenatal and p<OStr.atal control is vital for bot:1 the 
m:>ther and the baby. CUrrently, prenatal care is used on a limited basis 
in El Sal vader 1 the 1988 Heal t11 Surve;j sho~;oo that only 67. 5% of 
resporrlents had experienced the benefit of prenatal carel ooh'ever, only 
56.9% had experienced "adequate" (beth,-een 5 and 8 vis.its) prenatal care. 

Finally, pregnancies SOinStiIreS end in arortion. vJhen \,,'QN;fm do not 
have access to fa.mily planning services, and they do not "'~t. tr~ 
pregnancy, they nay opt for illegal al:ortionso Fbt..~v&, as other 1a.tin 
Ameriam studies have 800m), \'ihen family planning programs are t'lidely 
available, too need for abortion decreases sharply. The .... ,orldvJide 
estimate is 20-30% of all pregnancies e.nd in induced abortion. F..ecent 
statistics denonstrate that 15% of all l".faternity Hoop-ital ent.rant.s are 
fram abortion related causes. '!he tl(~gic reality of these statistics 
test Hy to the fact that Salvadoran ..,.'(xnen cant inue to obtain abort ions 
I;/hich are costly to their health and the hospital system ... fnich i'llUSt pay 
for their cure, rest and recuperationu Also, arorticn is responsible for 
a high incidence of maternal mortality rates in El Sal vader I as shown in 
a ~1aternal l>brtality Survey (January JL989), Which analyzed maternal 
deaths occurring from 1983 to 1987 0 ~Chis study clearly ~vs abortion 
related deaths to be the fourth leading cause of mate-rnal deaths in El 
Sal vador • The study also showed that hemorrhage and toxemia are other 
inportant causes of maternal. deaths in El Sal vader 1 and as explainee 
acove, hemorrhage is more likely to oec:ur anong women with a high parity. 

" " \ 
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: __ ~~ .::.': .. '~:>J " -~J~ < :_ '>::_ ~;4~::; _ ..t(i ;~: 111 addi ti~ to eX! 9i: ' :"'; urban progxa~ 
and cl £ ~)1,}_ ·::eS6 of -c.tre ROCia1.:'ark&tin.~, p,:,,("q-xam, ' ~~ .:t.\l1hy participat ioYl 
is th? next l~: :a1 step t.o i·lC)~e~~ f-' ~- ~- aI\f'iLJ CO'\"erage a.rrl .n~uce 
problems associated with access al'1.C1 ;) ty o f contrace.pti \FeB 

especially to those .,'·.:mel: ir. h'SJ- L . )·'r.. -.; :risk. Qf-eration,B research 
for. the Ministry 0: Health lu9 &'I~{,:in "'_:'\~ " -:i.,,,diveness of de:i.iverirq 
OJ}lIIlJl.lni ty based Servl.L'eS 3.rrl :cea':-'l\in-; t~ J iants U~ir OWl) homes. 'the c:x:)St 
of performing EillCh activity has h~) ::E)"l::.of\;IDle by development e:ost 
otan::lards. Data obtailloo from pri vc1te sect.o'=" asseSSfoents have shYrm th.al 
CCiI1fiIUn.ity based efforts in El s.. ... lw.rlor have been costi~ $6.00 per user. 
'Itlerefore, the O:>Imnmi ty Based DifJtritution (CBD) app:. :Jach is appropriate 
for the Project ~::) ~ver this ha=d t.o reach audience. 

BP.nefi ts accrued from use of birth spacing methods are four-fold: 

a) Children's lives are saved through prop.~ spacing, as existing 
children are allO'.,.oo time to devel~ before an:)ther arrives. 

b) t-bther I s li ves are sa vee through proper use of the.LI 
reprcxloctive availability by avoiding pregnancy too soon after 
gi ving birth, thereby allOv.'ing the nDthcr to r egain her strefBth 
arrl a better nutrition status between pregnancies. 

c) Higher nutrition status for the entire family is achieved due 
to the availatdlity of more calcoci~s for existing family members. 

d) Yamg couples are provided more time to plan t.ha ir future, by 
carpleting their education, fulfilling their children' s basic 
nee:1s, being able to spend theil' savings on a permanent shelter, 
etc. 

'Therefore, investments in farirlly planning strategies are \-rorthy 
C'Ol.sidering all the factors that jeopaLI'dize roiliers and children' 8 lives. 

~le years of protection {crp}, is a ~lidely accepted indicator by 
AID, as "''ell as by other international donors and by providers of family 
planning in E1 Salvador. 'this c:mcept. is the basis for the current 
Family Planning Supplies Management System, which has been established by 
the major FP provider!1:.l on t11e Salvadoran scene. The CYP, l;Jhich converts 
distribution data to user data, appliE~ factors to a:.:ntraceptive usage 
da,ta (Le. units of oral contraceptiVE!S, corrlams arrl IUDs) needed to 
CXNe.I one couple for one year . Voluntary surgical CX:ll1traception also 
provides a standard number of couple years of protection \'/hich is another 
calculation in estimating the number of users in one year. 

Efforts in delivering contraceptives to ne'l potential u;:;ers are 
~thwhile. 'Iherefore, this Project \lnll provide them \rdtJ1 integrated 
family planning/MCH services. 

i ", 
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a. Diarrrear 

This is a common childhood disease 'tinich moth!E!rs and other fa"".ily 
caretakers have been treating since the beginning of the human race. 'The 
home treatment is generally successful, as evidenced. by t.he fact that 
only 1-2% of children tre...~t:ed with this remedy die from any acute 
diarrlnal. disease episode. Ib,.Jev.::r I therapy for diarrhea must begin 
promptly ~nth appropriate feeding and fluids at horne. 

In El SalvaJar I deaths due to intestinal infect.ions are ilie second 
cause of death in all ages fornJ.ng 6.4 % of all deaths. Diarrheal 
disease (including intestina:i. r.elminths, a..rroebiasis arri dysentery) is the 
first cause of infection in El Salvador, comprising S7. 6% of all 
infectious disease. The 1988 Denographic Health Survey data SrodS that 
29.1% of children under five l'lere repxted to have had diarrhea during 
t.he tv.o W6€ks prior to the interview; this percentage increased to 33.2% 
for rural children. lb:Jever, only 10.8% of children Hi th diarrhea 
recei ved ORS packets as treatment. 

Malnutri Han ar:d diarrhea interact in several vJaYs detrimental to 
children's health. First, diarrhea. produces seriou.s nutritional 
deficits. Second, malnourished children suffer diarrheal episodes of 
longer duration and of increased severity. Diarrhea can be defined as 
acute or chronic deperrling on the dun-ition of tr.e sickness. Chronic 
diarrheas are more likely to be present in malnourished children, vIne in 
turn are more severely malnourished by the diarrhea and so on. Acute 
diarrheal episodes can be attac~ed by ('raJ. rehydration which has proven 
to ll€. an effecti'Je deterrent to extended morbidi ty axrl even rnortali ty 
from those acute episodes . 

.1\ reliable supply of oral rehydration salts (ORS) of gooj quality 
made available to mothers and health ",iorkers is a cornerstone for Cbntrol 
of Diarrheal Disease Progra.ms. 'The a.lJPIDach to supply management .l11Cl 
distrirution in ORr pr~rams rITlWt be pragmatic and creative, identifying, 
stirwlating, arrl mald.ng effective all those supply channels \'lhich. can put 
Knot/ledge of ORr, and packets of ORS, in the hands of mothers ar:.d health 
vJOrkers. 

In order to assure provision of a reliable supply of ORS to the 
':beneficiaries and ensure correct use of OPS f sane conditions should be 
fulfilled: l) Mothers must modify their behavior and health practices; 
2) Providers of healt."1 services must prescribe ORS \';hen needed, a.f1d 
actively pron:ote the prevention of disease; and 3) rIhe private sector 
must contribute to the supply and demand fol" r..lRS. 

b. Respiratory Diseases: 

'!he decline in death rates from 1l.R1 in industr .ba1~ >.cd countries at 
t..he beginning of this century occurred fo!' a variety of reasons, prol:::',3bly 
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due as much to better livin;} cc.>rrlitions and inp:covements in nutrition as 
to 5 uproved medical care. The main respiratory inh~ctions that ki 11 
children are acute 10'ft ... :r respiratory infections: prtl?UJronia, 
bror)Chioli tls. arrl croup. 

In E.l Salv .. ",,:;r, acute respiratory infections (1\RI) affect 
appr:UCim.ately 6'7 ',. "){ children urrler five nationvnde and 73.6% of 
chi Idren 1i vi nq ,'cal areas of the COillltry. 'Ihe:se data SID>'! that ART 
is one of the 1, g causes of child mrtality in El Salvador. '!hus, a 
sl:-ategy shall be folla...;ed by this Project to avert deaths due to acute 
ref;piratory infections. In this sense, prevention continues to be the 
ros+: p:.:actical approach, including chenq>rophylaxis, vaccines, measles 
vaccines, pertussis vaccines, 803, etc. '!'he Project will deal with 
edocat. :i.enal intervent ions in trying to rooLce the high incidence of these 
(U~ses and examination of patients against a specifically developed ARI 
C'hecklist for p:>ssible referral. 

c. Parasite control: 

lack of adequate hygi errk cordi tions in t.,'!e communi ty lead to 
parasites, and if contracted by an already malnourished child ... !ill \'~'Orsen 
hie; nutritional status. In addition, parasitic infections could proch .. lCe 

an increment of ARI anong persons wi th nematode or trernatooe infections. 
It has been suggested that the a'3S02iated local inflammation arrl damage 
to lung parenrJ1yrna may predispose an individual to bacterial 
super-infection. This Project will attacK these problems in selected 
communities nationwide through educcllion, as \-.-ell as through distribution 
of antiparasi tics via the Social t-1arketing Program in the Communi ty Based 
Distribution Prcgram implemented by the SO'\. Educational messages are 
slnple arrl can easily be conveyed through Project activities1 &.e 
distribution of antiparasitics can also be done effectively and safely 
throU3h this level of health care h'orker. 

d. I.mmuI1(cpre1lentable dineases: 

As an integration of all of the aforementioned diseases prevention 
strategies, specific interventions to increase the immunization program 
wi~ 1. become an integral part of thiH Project. HO',,:ever I specific 
inte.l ventions ",rill include health education and referral to the fJrivate 
arrl public sectoc health clinics. Vaccination coverage in E.l Salvador is 
"1<Jt 10.>11 the 1 S88 J:HS ShaNS that 68.8% of \;'OIDen in fertile age \1ere 
vaccinated against tetarms during tileir last pregnancy. In the case of 
children under five, the following (X)verage has reported in the 1988 rES: 

B03 
Polio 
DPI' 
Measles 

77.3% 
61.5% 
61.4% 
81.0% 

We srould keep in mind that 130% coverage of children is generally 
considered suificient to protect a l~ation from epidemic outbreaks. 

jmenustik
Best Available



N:>netheless, educational support is needed in El Salvador to incrmse 
current vaccination coverage. Families \<IOrldwide fail to use 
immunization services for a variety of reasons. Clinics are often far 
away arrl open on a aporadic basis or at inconvenient tiroesl clinic 
\\Or'kers rar61y go out to the surrourning communities, often for lack of 
transportation or per diem costs. '!his project \'lill bring intensive 
education to the communities to generate a demand to be satisfied by the 
public and private he.a~.th sectors nebr:arks. 

Econonrlc growth arrl increased food production are not sufficient 
to reduce malnutrition in developing countries. Ecornmic development 
itself is retarded by urrlemutrition. Poor nutrition urrlerlies llOre than 
half of early Childhood mortality, aO)JUnts for most of the acquired 
immune deficiency in the t<.'Orld, reduces learning pot.E~ntia1 and 
performance, limits worl< capacity, and increases reproductive wastage. 
For I:.he very Y0t.lI19 people, malnutri'tion is lethal. It is .~ major 
oontributor to the alarmingly high in.:Eant and child mort.ality rates in 
developing countries. This Project will, therefore, Stf.>pOrt three 
primary nutrition interventions 1 grOd1:h roni toring, breast feeding, and 
the reduction of vitamin A deficiency. 

In El Salvador, a 1988 nutritional su...rvey sro"ed that 
approxillBtely 50% of chi Idren in this country mlffer from a certain 
degree of malnutrition, and that 15% iITe rroderate to s-everely 
ualrourish.ed. As a consequence of malnutrition, gronrth development is 
gei. iously affected in approxim3tely 60% of. malnourished children of E1 
Salvador • 

Growth retardation starts beinsJ identified during the first year 
of life, but it will ~.orSE'n during the second year arrl \trill ch.ange only 
slightly th.ereafter. GrO'.'t't.h m:mi tocir!i, therefore constitutes a key tool 
to measure improvements in nutritional status among c:hildren under the 
age of two khen conpared against pre-establishsd patterns. By \.'ileasuring 
growth we measure heal th. '.I\.'O of the most important measurement 
indicators of a healthy child are that he should be gI'O'.ving and that he 
should be about the right \'Jeight for his agel 0.100, a child should sha.~ 
adequate development for his age. ' 

'!he cammunity plays an inportant role in establishing nutrition 
interventi<::lnS. Nothing can be achieVErl if the proble.ID. is not attacked at 
community levels. "Community nutrition" is therefore the "role of the 
nutritional sciences applied to the ~.J: as groups or as 
irrlividuals< It is the interface bet\t;een food and people and probably 
some 90% of all nutrition takes place in the home. 

Growth moni taring, then, become!s an inportant element in <XJrlm\..lJl.i ty 
nutriti.on interventions as delineated in this Project, and will be 
achieved only if oot.'1 health workers clI'rl families receive the adequate 
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training and nutrition education tr) measure child development. 1his 
project will also reach '>JOi1len ')f childbearing age through g.u:/th 
pr<.:m:>tion prcqrams in ordez to prevent their nu~ritional deteI:loration 
during pregnancy, increase their child's birth~i'ei9hl:, and provi.de 
scr'3eI1ing and treatment for healtn ribk.~. 

The adv-c:L'1tages of breast-fexting for the t'Jelfare of motl'lers and 
children are "/ell K:nc:Iwn. This is the best forro c..·f nutrition for the 
young infant and an inportant ~!lS of spacing births. Breast milk and 
breast-feeding benefits include: 

a) Breast mi}k prov~_des BO!11e i.mmun"logical prctection for the 
infant 1 

1::) Breast wilk best satisfiem the infant's nutri tional nee:"isl 
c} Breast-feediI1!j costs less than feed.ing v-lith substit'.Jtes; 
d} Beca'lse of the immuno1cgical arrl nut.:d tional ar!!vantages of 

breast. milk and because preparing substi :.utes properly is 
diffirult in much of the developing world; breast-fed infants 
are less likely to develop infections or malnutrition1 and 

e) breast-feeding protects a<;rainst pr~, although the 1err;Jth 
of this contraceptive effE..ct is not predictable. For 
instance, ~ six months a)::out :W to 50 percent of 
breast~(eeding "'.'Omen are menstruating ancl need contr'aception 
just c~3 much as if they WEU"e not brea9t~feeding. 

'!he 1900 Demcqrapruc Health Survey Sho..1S that 17 months is the 
me-m duration for breast-feeding in jn Salvador and that, in 1')88 1 95.3% 
of mothers breast-fed their most r~mtly bo..'11 child. '!here h'aS a slight 
increase in this ~v"?r::tge when the rate ".as cor..!!paroo to the 16-rn:mth-mean 
duration period of 1985. There are !;tatistiCXi.l differences \'Jru;..n this 
average is co:npared in rural versus urban populatiOlll3 (17.9 VB. 14.7) 
s.hcHIing that breast-feeding is more likely to be accepted t;y ru.ra.l \'..'OIDeD 

than by urb:m women in EJ. Salvadoc. ~'Jhen ~'e comparE~ these statistics t.o 
other Latin American countries, El &livador is within the high range of 
breast-feedin;Jl e.g.: in Venezuela, 3 months is ~ mean for 
breast-feeding; similarly, Cbsta Rim has an averag~~ of 1.8, Dominican 
Republic of 7.2 and r·texico of 6.7 .'L1US, in achieving all of ~ 
advantages breast-feeding can provid,e to children, Jtldc.hers and health 
workers shall be educated in the beflJefi ts t.he breast milk providea. 
Besides, it is largely pro"re,n that a ""''Oman ",1.'10 breast-feeds frequently 
day and night, providir.g the baby with little supplE~mentat.ion and is not 
menstruating might reasonably wait 12 or 18 trtJrlths to start ~ined 
contraceptive pills or lright start progest.ogen only methods earlier. 
rWle breast-feeding is ~ in E[.. Salvador I edt..-:cational efforts 
nonetheless need to continue to ensure that use doosn' t. decline due to 
changing economic and social factoJ.:'t3. '!his project. has a twofold goa.1 in 
thi s respect: 

a) To prese-IVe breast~feeding for its value in terms of infant 
nutrition and health, toth where it is now comm:m and to 
encourage and facilitate breast-feeding in t.hose regions of 
the country ",here the practice is declining, as \>-'ell aS7 



b) 'It> provide a safe aw e';;fective means of C'0!1traceptiGf'& to 
b~east-feeding ~~ at the: appropriate time to pr~vent 
unvi9.nted pregnane ies 0 

Vi tamin A: It has long been kna.1fl that lack of vi tamin A causes 
loss of vision in small children. Xeropht.a.l..mia, the medical term for 
this condition, begins with an inability to S-.oe in lr.:r,;l light. .1\.1.90, 
vitamin }\ deficiency has proven to proouce grO'l/th ret.aTclatioo in youn:J 

children and to increase regpirate-ry i lineases becaus~ of damage to 
respiratory tissues. VH.amin A defici~ iB a public health problem in 
an ·~stirre.ted 73 eotmtries arrl terdtocies around the \;X)rld. 

Project interventions to addres.s prevent ion/reduct. ion in the 
incidence of vitamin A deficiencies ".nIl include cont iOlled distribJt ioo 
of vi tamin A capsules I nutri t ion educa.t ion, and pro""Ot ion of ro"'OO gardeP..5 
in selected comrounities. It is accepted that malnutrition is not the 
lack of a single nutrient 'but of a combination of them. Raising home 
gardens through community education \'orill provide the basis and the 
opportunity for residents of the community to get an adequate nutrient 
ration. Hcu--~ gardens, thuo, \-D 11 beo:::me an integral part of th:..s Project 
in order to provide participants !.'lith other nutrients such as iron. Iron 
requirements during pregnancy beoJme elevated and h::lme gardens could, to 
some degI'ee, provide the additional iron requirements of pregnant v}Qill2O. 

B. MEIHOIX>I.OOICAL APProACH/DELIVERY SYSTEMS 

The SalvaG.orarl I:!eIno3raphic Association ~n.ll use three t~hnical 
approaches to deliver family health Servlces. These approaches include: 
a) Community Based Distribution, b) Sccial Marketing; and c) delivery of 
Clinical Based S~rvices. 

a. Community Ba~ Distribution: 

Local volunteers, usually village "101uen, are recruited t.o educate 
their neighbors in family planning, prenatal., inter-gestationnl, 
postnatal care arrl maternal child health mcdalities. 'I'he C8D tJOrker is 
also responsible for distributing rnate!rnal.=ch.ild health and family 
planning methods (t!'tCHjFP) to his/her neighbors. 'Therefore, the C8D 
worker must kno'.'l the indications and contraindicatiu'n'3 of each of the 
methods. caD workers are sLpervi sed 1:¥ trained nurs€.s who assure the 
quality of service delivery and screen patients for referrals. 

'Ihere are specific advantages t.o using C8D \..;orkers. First, rural 
and marginal urban users can obtain ccntracept i ve methOOs from their 
neighbors ",ruch iocr-ease access and ~vailability of the contraceptive and 
M\.l1 methois. Second, most of the CBD workers are from the canmuni tiAS in 
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which they ofi\.!r di9tr~r'Ution servi~!3. In the majority of cases this 
means that the CBD distributer i.nstills llDre confidenc:e in the user. 
'Ihird, CBD \\'Ork&o through thi:: Project, tnll be ~lEl to identify, treat 
arrl/or refer high reproductive risk cases to the neare~t SDA private 
physician or clinic. Finally, the CBD \'JOrker mll bE! a resource pe .. 'oon 
for tr,(· ~ty motivating and educa.ting his/her neighbors arrl sharing 
educational materials which will be helpful in improving FPtr!CH. practices 
in the communi ty. 

Some disadvantages to using ca;:) ",!orkers are: t.he cost per user may 
be high; many COO lr"lOrkers have been specialized in fami ly planning 
services (as C'J?POsed to combined FP/tJa-I) 1 aYS-.l, finally, ~ potential 
users may lad<; confidence in the CI:ID h'Orker since, to some users, a local 
person nay not be perceived as rel iable or as trustvlorthy as the doctor 
or nurse in t!"\.~ neighlx>ring village. 

In order to meet the goa Is of rural outreach a.rrl expanded urban 
marginal coverage, the Project. will Ilse CBD h'Orkers as 3. major means to 
e.xpa.oo and increase contraceptive coverage to the rural areas. 

b. Social Marketing: 

The Salvadoran Delrograpruc As~iation has been actively involved 
in the commercial retail sale of contraceptives thrOLlgh ap~roximately 300 
participating p"ha.rIn-... cies and 1000 small stores locatEd in urban centers 
throughout El Salvador. The Social ~1a.rketing Program takes advantage of 
the exist ing network of pharmacies an::! stores to increase the sale of 
contraceptives by sell -Lng them Cit l~ll" pri~s \mile maintaining 
sufficient profit margin to generate income for the sm. Through this 
approach, the SDA has more than doubled the number of contraceptive users 
in the last 5 years. 

An advantage of the SDA Social Marketing Program is to make use of 
existing in"l:rastructure to increases user access. Many users ltiho do rot 
wish to pay for a medical consultation &i:illor \oho ~.1IDlt to refi 11 their 
prescription can go to the nearest SI)J\. participating pharmacy to obtain 
ten:porary contraceptives at 10'.-.>ar prices. Many times: women or men who 
~WUlt to use family planning are prevented from doiIl3 so because they feel 
required go to a clinic \>ihere they IDl..wt Viai t for hours to see public 
service practitioners .-me the user may perceive do not ensure 
confidentiality. Receiving contraCEptives from a p"ha.rmacy is far more 
convenient for these people. 'TIw cost to maintain gove.rnment subsidized 
FP programs is enormous1 social marketing is a cost effective \"ay of. 
reaching a portion of t.he target. audiEmce since the distribution nebvork 
and eales network are already in place. 

The disadvantages of the Social ~v1arketing approach is that 
patients who may have <X:!lliPlications mayor may not. be! i.nstructed to go to 
a clinic for follow-up. Because of the natur~ of the pharmacies, they do 
not provide the full range of contraCEptive options that a clinic can. 
Some pharmacies realize that the government cannot enforce regulations 
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and sowetimes provide the general public tnth expire~ medicil1i:!9. Also, 
under skilled pharmacy perso!'111-el can decrease the effectiven8SB of the 
pharmaciea as a service delivery mechanifml. Jli.lucati,Oll&l prograrll8 in 
cx:mmumtiea can, "hot-:ever, help to pt\i~vent these problel1~. 

'Ihls project l?ri.U continue to m.xpport the SDJl\ in contraceptive 
social marketing a"rl \"rill expand the product lif'l:e to include g1.nple 1I.cH 
products that can be sold at 10;1 cost to iEiProve t.lw hsalth of Salvadoran 
mothers and chi Idren. 

c. Clinic Based ServiceSH 

'!he clinic based health deliveuy systera provi.des a brcdder range 
of services and a higher degree of eJtpertise for recipients of family 
plarming services. Trained nurses and physicians aroe much more qualified 
at providing care to clients than midvlives or CBD vlork.:rrs. Due to e"l€! 

level of expert.ise of the clinic penKin.I1aJ it is ahsya a preferred 
approach to the delivery of arry health service when it can be made 
readily affordable and available. 

The disadvantages of the clinic eystem are: i'lt) it cuters to those, 
lOC)stly urban participants, \-ittO are close by and haVE! greater a<XeSs; and 
b) client follc\f,f up under ~ clinical system d6pal"""lCls on user motivation 
(health professionals rarely make roue visits). Th€!se disadvantages are 
nonethp.less for outvJeicjhOO by t.he OOlmd medical reaslOnS for ensuring 
clinical family planning services are available. 

\ 



F.2.1. 

The purp.ose of this cost-effectiveness analysis is to provide a 
rational basis for the selection of specific interventions and strategies 
,,{nich will serve the purpooe of tl~ Project. '!he purpose of the Project 
is to imprcfte the r:ealth t:ell be.ing of the Salvadoran population. In 
order to achieve this puI'pC)8e, the Project will address the lllOst 
impvrtant health problems in El Salvador. ~se are p~:oblems related to 

· maternal-child health. tthey are birili spacing, diarrheal disease, poor 
nutritional status, immunizable illnesses and respiraltory infections. As 
this Project is to be inplemented by the SJ.lvadoran I:'tem:Jgraphic 
Association, the principal focus of the Project !;n.ll be birth spacing, 
although MCH preventive services wiil also be provided. All services 
will be targeted to.4aIcls the portion of the population \,ffiich has the 
highest rates of fertility, lIOrbidity and mortality em the lo .. Jest use of 
mcrlern contraception. This analysis discusses the costs and 
effectiveness of each intervention used to address the problems of high 
rates of fertility, diarrheal disease and undernutrition among the high 
ri sk p:pulat ion. 

I I. ME"THOOOLOGY 

'!he method used is based on the dE:scription of cost/effectiveness 
analysis described in Dell', P. (1977) "Cbet EffectivE:!ness J\.nalysis" I 
Systems '1'OOls for Projoct Plannl.rlg, lxrliana Uni versi ty. Effoctiveness is 
defined as the prodlo'C't of the reliabi li ty ot the interv:!'!'~f1t ion (in 
preventing births or dehy~tioo during diarrheal epi sOOes , for ey.ample) 
and its rate of acceptance among the population. Sp,~i fie rources used 
for: the calculation of effectiveness of each intervention are cited belO'>17 
&3ch table, Estimat~ of a~ iU'e based on national survey data 
Where possible. Q;:)st est~te.ii!l are baOOid on tOO lif4~ of Project (LOP) 
costs and est imates frem El Sal wOOr • 13 Bloom Chi Idren • 9 F.Dgpi tal I?ihi ch 
are associated tnth each intervention. 'Ihe co~t of each int&vention 
includes the cost of service deli very for each. 

I I I. <XlST EFFEX:'TIVENESS OF PIDJECl' ~Q\'!S 

Table 1, next page, sro>'!S effectiveness of modern met.hods of 
contraception in El Salvador to be hi<;Jhest for female sterilization, 
follO't1e(] by contraceptive pills, condoms and the IUD. Vasectomy has t..l)e 

lowest effectiveness due to its low acceptance. Femue sterilization is 
fully reliable and (as a high rate of acceptance among " .. romen. 
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'mBLI~ 1 
EFF"l'rI'IVENESS ES'Tn~ FOR MODER!.': M8'lHODS OF cc:NI'AACEPTICN 

EL SAiNADOR 

t.mTiiOD Reliabi li ty J\Dcept.anoe Ef fC:-d i venesi;. 

Vasectomy 98 0.01 0.60 

Cbndom 90 0~O2 1.80 

Pl.ll 95~ b.oa 7.60 

IUD 90 0.02 1.80 

Sterilization 98 0.30 29.40 

(\\) 

Note: Reliability is based on the ability of the met:r1Od to prevent 
contraception. Acceptance is based on actual usage of the methOO (FESAL 
1988) 

TI\BLE ~ 
(»ST ANALYSIS OF M)OERN :'IETHODS OF ClJLWF.:ACE?!'Io..'1 

EL SALVADOR 
(in US$) 

MErnOD CYP Cbst7Unit Chst/Year 

Vasectomy 14.00 68.061 4.86 

Corrlom ~unid 0.01 '0.059 ~.~ 

Pill (cycle) 0.00 0.289 3.76 

IUD {unit} 2.50 2.500 l.00 

Female 
Sterilization 14.00 70.718 5.05 

SOurces: crP from SDA and USAID (personal COlil'JlItunicatiOl'lS)' 
Sterilization CYP based on the FESAL, 1988 (Table 6.1) 1 Q:)st ir; based on 
the medical/..::linica1 bLtdget and 6Qrtl of the rural health delivery OOdget 
(totaling 19.6 million us$) J"ll1ocatoo according to SDA use-rates for 1988 
from the FESAL1 1988, plus the lDP ~~ of each type of contraception, 
di vi ded by the n1llllbs;r of un:i ts of each type. 

According to the analysis of cc)St in Table 2 al::ove, surgical 
methods are the rrost costly for the Project. However, because surgical 
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A...'"'COrding to the analysio of <:XY.!lt in Table 2 on tl~ previous page, 
surgical methods are the ~t cootly for the Project. H<:1.4ever I be<".auoo 
s'ocgioa1 m.eth:)da provide the lon;Je1t pI'Otection and, in the case of 
female sterilization, has a higl1 degreE! of accept.ance, it~ cost per y~a.r 
of protection is l~r than CC>i'"rlams. }l~ datai led brea11i!o\lfl of attribution 
of costs by mthod is provided in the tables of this cmalysis. .~ the 
t..hree terqporuy methods t tJ'1e coat per year of protect i.on is 10';Jest for 
the IUD. The next lO ..... 'errt. cost for a te.mporary method is the pi 11 0 

TABLE 3 
OOST-EFF~q RATIOS FOR MODERN METHODS OF ~ION 

IN EI.. SALVAOOR 
(in US!~) 

ME'lliOO O:lst/Year Effectiveness Ratio 
Protection (% ) 

Vasectomy 4.86 0.60 0.12 

Cbndom 5.90 1.80 0.31 

Pill 3.76 7.60 2.02 

IUD 1.00 1.80 1.80 

Female 5.05 29.40 5.82 
Ster il i za t ion 

Table 3 above, sha"s the oost~ffectiveness ratios per method. 'A 
high cost-effectiveness ratio indicates that the method has 8 higher C()§t 
effectiveness. "I'l'lus female sterilization is the ll"lOSt cnst effective 
met.hod, follO\.~ by th~ pill, IUD and~. Vassctanies are the least 
oost--effecti ve method. This is inportant as the Project purpose torill 
also be serve.rl !!lOSt by increasing the use of t~cuy met.hods and 
promoting birth spacing among younger couplefjl. Female ert:erilization is 
currently the most popular forN of rr.'Odern contraception in El Salvador. 
'Iherefore, its high a~ provides a high o::>st-effec.'tiveneBs ratio. 
Ho\...ever, ste.riMzatio.?)S al~ are unable to significantly reduce ~ 
dependency ratio or fertility rate in ro.. Salvador beaaWle couples see'l, 
sterilization at older a~ t>ihen they have already completed their 
families, and this does not affect. fertility rates for younger aged 
couples. Sterilization is not an appropriate method for younger· oouples 
\'Iho are sti 11 interested in proouci ng children, nor does it provide the 
spacing of births n~ to inprove maternal health, family \"i.ell being 
and viability of future off~ring. 

'!he factors mentioned al:ove underscore the importance of tenporary 
methods, as the most appropriate and ~£fective met.hods for this Project. 
The pill has the highest ClOSt/effectiveness ratio of temporary methods, 
therefore, the Project should xnake this oontraceptive available and 
promote its use aIDOI13 young couples interested in teqlorcuy methods. 

\ . 

\ '-



'me secom most cost -ef feet i ve tenp.orary method i Cj the IUD. 
Reliability ifil excellent, howev-:y;:, with bet.ter accept.anc€ it could become 
the most cost-effective temporary met.hcd. Therefore~ this method ahould 
oontinue to be prOICOted and distribute1. 

O::>ndoms are the least most ooat·--effective ten:porary methOd of 
modern oontraception. M a result of previous SOA efforts, the use of 
corrloms has increased d.rrllnatically in JlU Sa1.vadar over the past three 
years. The Project should, therefore, also maK@. conckms available to the 
rugh risk p.JPUlation. 

Vasectomy cost -effect i veness rates are the lo.~st of all methods 
of modern contraception due to their 10'.;1 levels of acceptance and use. 
Since vasectomies are similar in cost to female sterilizations, are as 
reliable and. their CYP is nearly as long, increasing their acceptance 
would improve the cost-effectiveness ratio accordingly. Indeed, if 
vasectomies w[;!re to be as acceptable a:s female sterilization, they ~'\IOUld 

"become the most cost/effective permanent method. TIre Project sfould 
therefore also increase roth the availabi Ii ty of vasectomies and their 
acceptance as a met..hDdo 

Bo Diarrheal Disease 

Diarrheal disease is t.he principal direct cause of illness and 
death aIIDng children un:1er five in El Salv-cdc.r. r-bst of the death 
related to diarrhea is actuaEy caused by the dehydration which 
accoropanies it. Therefore, interventions tfrUch pre~nt or 0Jre 
dehydration during episodes of diarrhe.:t are effective in preventing 
diarrhea-related deaths. 

Thble 4 next page, comparee the effectiveness of the three most 
important interventions for dehydration during diarrheal epi~es. 
AccordL'l9 to this analysis, the ~ effective met.hvd i81 oral rehydration 
salts (OPS). In recent years, the e&Phasi~ on Child Survival in III 
Salvadoc "ha.s raigeCi the use of QRS to ten percent of diarrheal episodes 
among children under five. 'Ihe escond most effective method is the hCi1lle 
solution, an electrolyte solution made ",lith common hOI.Laehold ingrooients 
(le.wa.."l/ sugar, salt). Although this method is as reliable af:J a..~ \".loon 
used properly, its use during childhood diarrhea. episooes is 10';-1. 
Inpatient hospital rehydration is t.h2 most reliable alternative for 
rehydration as children are monitored and attended by trained medical 
personnel; l'lovJever, a.cceptance of internship of chi Idren is 10';1 am::mg the 
highast risk population. Only I;/nen a child is severely undernourished or 
dehydrated will a family bring him in to ths hospital and leave him there. 
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TAB.LE 4 
EFFEX::TIVENESS ESTIMM'ES FOR DIAnRHE~L DISEASE lCNl'ZRVENrION"S 

EL SAINJillOR 

ME'IHOD Reliability Acceptance Effecti venas8 

oas 65 .1 6.5 

tbme FJ.ectr. 65 .02 1.3 
Solution 
Ibspital 95 .. 003 0.3 
Rehydrat ion 

Note: Reliability is the ability of the interv~mtion to prevent 
diarrhea mortality among children under five by curi~J or preventing 
dehydration during diarrhea episodes. 

Sources: Reliability based on estimates f~ B100ffi Children's 
Cbspi taJ., Acceptance for ORS and home 1301 ut ion based on the FESAL I 1988 
(table 12.4), Acceptance for hospital rehydration based on the percent of 
children under five years with severe "''eight for height deficiency. 

'T'A13LE 5 
CDST ESTIMA.TES FOR DI.ARRliEAL DISEASE INrERVENI'IOt"JS 

EL SALV1\OOR 
(in 00$) 

Protection O-:>st/ -- Q:)st per 
MEIHOD per Episode Unit Treatment 

ORS . 33!packet .27 0.82 

Home .33/1it& .05 0.15 
solution 
Hospital 1. 00/ trca t.ment 46.88 46.88 
Rehydrat ion 

Table 5 above, presents the cost of each of th-ese intervent ions 
per protected diarrheal episode. Therl~ are three episodes of diarrhea 
among children under five in El Sal vaaor eac."1 year. 

According to this analysis, tJw most expensive method is inpatient 
oospital rehydration. Both alternatiV1e methods are much less exp<='J1Sive 
by episode. Since ORS packets must be purchased, they are more costly 
than the home electrolyte·solution. 
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Note: Cost per unit for nutrition, diarrheal and ascaris 
interventions was calculated by dividhlg 4QJ of t.."'::a rural outreacr, 
project 'brlget LDP by the eight tJ'tCB interventions (pre--natal vit.."..mins., 
multivitamins, vitamin A, gar.dens, vaccinations grO'iJth monitoring, ORS 
and ll1lti-pa,rasite Eb"'nicatioos), a.dding the total unit cost of the 
int~1t.ion itself ard dividing that l¥ the nlrell:ler of muts !.{)P, coot 
estimates therefore include ooUC'....ationli and dc.her sr:,rvice o2li very costs 
related to each intervent iu ...... 

TABL'P.o 
rosT-EFF'EX:TI\TENES AATIQ3 FOR DL~ DISFJlSE INrER''';Eh>rla.~ 

FL SALVAOOR 
(in US$) 

t1ElliOD Cost! g£ feet i veness Ratio 
Treatment ~& Protect ion 

ORS .82 6.S 7.9 

Home .15 1:3 8.7 
Solution 
Hospital 46.88 0.3 0.006 
Rehydr. 

Table 6 presents the cost/effective.ness latioo for €aCh of these 
interventions. The home electrolyte !solutioo is shcMn to be slightly 
more cost/effective than oral rehydr:<ltion &alts. Both of the~ iYet.hod!; 
should be n.rade availabll:! through this Proje.c'r. to risk populations in El 
Salvador. ~Le Project sOOuld also include public education t.o promote 
their increasOO acceptance and use. Giv-en its 10'."1 cost, an increase in 
the correct use of the home solution during childhood diarrhea ~:ould be a 
particularly cost/effective intervention. 

Inpatient hoopital rehydration is by far ~ least CO<Jt!effective 
intervention for diarrhroJ. diseaseso This is due to a COlIlbinaticm of its 
high cost and lad acceptance. It is preoontoo here for compariso.'1 and ia 
not as a priori~y Project activity. 

c. Rourih·Y'O~ (Ascaries) L'1festations 

Table 7 next page, presents effectiveness estimates for 
alternative methcds of treating ascarl.f!'I infestations in children urrler 
five years of age. Although :rore reUC'ible, ho$pital trea~..nt of ascaris 
(like that of dehydration) is considered to be tha lE~st effective when 
corum.m:ity acceptance axid access are Ullken into account.. 

\ \ 
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'.maLE: 7 
~ ESTn-iATES FCIR ASCA .. Rl~ INr'EHVulI'ICNS 

EL SAlN].\.DOR 

METHOD Relidbility l'coeptance l~ffect. i veness 

Ascaris 
Medicat:on 80 .80 64 

Hospital 
Treatment 95 .15 14 

Note: Reliability is based on the ability of tJ-~ interv'ention to 
cure ascaris infection SourcefH ReliClhility and Acceptance estimates 
from Blo:::m Oril-:.ren I s I-bEPita::' -(p.~rsonal COfil!ll\.ln.icat.iCfl). 

Table 8 below, c:onpa.ces the cost per protect.ed episode of ead1 
intervention llsed in the trec.t.ment of ascaris. According to this 
analysis, ascaris medicine delivered through the rural outreach ccrrr.,conent 
of the Project costs less than hospital t reatJl1eI1'<:. 

YrABLE 8 
CC6;r E&"J:'IMATES FOR J\E{'7UUS IN'l'ERVENTYCl.\lS 

FL SALVADOR 
(in lJS$) 

MF.THCD Protect. ian Coot coofJ 
pE;r EPisode per Unit 'l'reat .mam:. 

Ascaris 
Hedicaticn 0.16/pil1 L01 ~.30 

Hospital 
Treatment 1.00 20.00 2'0&00 

\ ., 
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'J9\BLE ~ 
a::s'l'-~ RATIOS FOR ASCARIS TREA'lMENr rN'l'ERVEN.i.ICNS 

EL ~m~l't 

HosPftir-'~~ 

TreatfMnt 20.0 

(i~ l~$) 

----- --< .. -.~~~ 
10.2 

14 .7 

Table 9 compares t~e cost/effect~veIess ra~io3 of ~~~~ of these 
interventiChl.s. As exf--ectoo fram th~ i:IDo"e diz.C"BSioll , t:,l--,t; most 
cost/effective method of treating ascaris ir.fections iLl cr.ildren urrler 
ii'/e is with !l'9dicine deli v':: roo thI0Li:3h the rur;;;l outreach component 0: 
the Project. Outpatitmt clinical tre<;ir.ment is mucr, less cost/effective 
and is not l:ecammended for the Project. It is presented hare pl'iJrarily 
for ~ison. 

D. Malnutrition 

Table 10 next page, present'J t]w effectiveness of four 
intervenu.ons designed to inprcwe t.he nutritional st.atus of pregr.ant 
\\.<DI!:Bn 01. children llrrl~r five. All fCilr methai-; are looked IIp--:>n favo!'ably 
by Li-te high risk populat.ion1 'ritorrins are pcp..uar and garden seeds are 
expect~ to be in demand. 'the reliabilh;.y of :':'1BS€! intervention.."l in th.e 
pre'iention or treat.l!Jent of the ll103t iuporUmt vit':lmin deficiencies in E:l 
Salvador, m ... 'ever, varies "ridely. ThH most iUFOrtant:. ~jutriticfi1al 
deficiency am:mg pregn?lnt 11,'OIDen is UI;.:"lt of iron, while \"itamin li is tr.e 
llD3t serious vit.al.rin deficie-cY¥ aruong children u..lider five. 'lr.erefore, 
pre."1atal <litamins and vitmn 16 capeu..1.es haV'F! the highest effect:ive.ness 
levels. They directly irrpcct upon r.he ~ ~io..s <leficienci(;:s •. 
Although multivitaITi.ns also Q-;ntain ViL~mifl A, the dosage is not 
sufficient for t.x~t:ment of Bevere vit.amin ,i! deficiency. HomE! gardens 
also provide vit.amir,g tu1!l iron to ~ fatilYI 'i1Olf?aveJ:', the dosages \'lill 
again be snnll and banefi ts \-till be d5lVided alIlDng family ~s. 
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TABLE 10 
~ ~'1'IMM'ES FOR NUrRITION 

lNT'~IOt.~ 
EX, SALVAOOR 

Reliability Acceptance 

95 .80 

Muldvi tamins 25 .SO 

Vitamin A 95 .00 

GardertS 15 .so 

Ef feet. i veness 

'16 

20 

76 

12 

NOte: Reliability is based on the ability of the intervention to irrprove 
the UiOst significant nutritional problems of the indiviJual (pregnant 
woman or chi ld under fi w } . Souro:!S: Reliabi li ty and J.-cceptance meed 
on technical assistance estimtes. 

Table 11 next page, compares the cost per year of protection for 
each of these same interventions. The lOClSt expensive interventions are 
prenat.al vi tamins, ~ gardens a..rrl mult i vi tamins. AI though the cost per 
unit for prenatal and multivitamins is low, th..oy mll."t be given in large 
quant i ties in order to achieve full coverage. Seeds are more expensive 
per unit, but they must also be given i.n large quantitie~l if full 
coverage is to be achieved. In contraslt, the estimterl cost per year of 
protection for vitamin A capsules is 10'T;'. This is because the coat per 
unit for delivery of vitamin A is high, but only two capsules are given 
each year for full ocverage. 

\ ,\) 
\' 
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TABU!!: 11 
cnsT ESTIMATES FOR WOOTtCN n~mCNS 

EL SALVAOOR 
(in tJf;$) 

MEnIOD Protec:t ion Cost (bstj 
/year /unit Year 

Prenatal .000/pill .06 1.5.0 
Vitamins 

row t i vi tamins .oo37pill .02 6.7 

Vitamin A .S/capsule .67 1.3 

Gardens .OS7seed pkt. .36 1.2 

TAilll~ 12 
a:sT-~ RATIOS FOR NL'I'RITIClN nrrERVENI'ICNS 

EL SALm\OOR 
(in US$) 

Cost! Effectiveness. Ratio 
Episode (%) 

Prenatal vi ts. 15.0 76 5.1 

Mul ti vi tamins 6.7 20 3.0 

Vitamin A 1.3 76 58.5 

Gardens 7.2 12 1.7 

Table 12 presents a comparison of ~;e cost/effectiveness ratio of 
these nutrition interventions. The most coat/effective intervention by 
far is that of vitamin A capsules. Their effect:.ive.'1ess is high and their 
cost is low. '1hese should, therefore, be provided to the high risk 
through the Project. The second most cost/effective intervention is 
prenatal vitnmns. Although their cost of delivery is high, 
effec..ti veness is also high. These should also be provic:led to high risk 
pregnant \<IOmen through the Project. 

i 
\\~ 
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'!he two interventi.ons tlhich were least cost/effective \flare 
multivitamins arrl home gardens. Alt.hough, their cost per year of 
protection was relatively low and their acceptability high, nei~~ 
irrpact dir.f>'.:tly upT1 the moot serious vi tamin deficiencies in El 
Salvador. fb.Iever, since 'home gardens and multivit:.aminB are both 
intervei-ltions which are popular among the high risk pcpulation, proo:otion 
of them might serve as inportant incentives to Project participation. 

IV. <XNCLUSION 

Five major contrace,ptive measures all s~ positive 
cost-effectiveness ratios. The contraceptive pill, female sterilization, 
the corrlom arrl the IUD merit continued prorotion through this Project. 
further, educat ion and prarot ion should be 9i ven to male vasectany 
because it is a highly effective approach, but is not \,.n.dely accepted. 

The distribution of oral r~hydration salts, and education and 
promotion of the preparation of heme solutions for rehydration are 
oost-effact.ive interventions which should receive support from this 
project. Tapev.orm medicine made avai lable to rural rrothers ~/i 11 also be 
cost-effective and should be supported by the project. 

'Ihis analysis sh:>\-JS that vi tam.in A for c.lli ldren arrl prenatal 
vitamins for mothers will be cost-effective measures to improve maternal 
am child health. '!hey sh::>uld be included in this Project. 

Multivitamins for children and seeds for family gardens do not 
deronstrate high levels of cost-effectiveness, hcYMever, as stated arove, 
both interventions have a goOO degree of acceptance among tI,.e high risk 
population ard, therefore, should be included in the Project. 

4865£> 
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F.2.2. SENSITIVITY ANALYSIS 

'Ihe Sensitivity Analysis is based on the Jmotdledc;e that sufficient 
uncertainties exist on most, if not all, projections or estimates of 
project cost and benefits to warrant an examination of tp2 effects of 
changes in the mst irrportant estimates and assumptions on the 
profitabilityarrl financial stabilit.y of the Pcojoct, (AID Handbook 3, 
App. 3D, Page 30-20, Sensitivity Test). In the case of this Project, the 
sensitivity analysis is based on the ~~ffect of such changes on the 
Project's "cost effectiveness," as tha benefits are not measured in 

. mnetary or "profi tahili ty" terms. 

'!he first point is that the PI-oject should not have as many 
uncertainties in its projections of costs and benefits as projects in 
such fields as agribusiness, industry ar.J infrastructure a.rrl tho..<re that 
are export oriented. For example, in an agribusiness :>roject weai.:'h.er 
changes or disease can serve to change project output.s drdIt\3.tically from 
year to year. Likewise foreign competition or exchange rate swings and 
anomalies can have major inpacts on prc.ject revenues arrl costs1 arrl 
intrcduction of new technology packa91~s can have high degree of 
uncertai~ty regarding rates of acceptance. 

That is oot to say that the Family Health Services Project is not 
subject to uncertainties Which could altar its cost effectiveness. 
fV..;ever, the uncertainties endogenous to the Project appear to be ft!\'!er, 
arrl less subject to unforeseen events ~Atich could prove dramatic with a 
conse<--,:uent substantial loss in Project benefits or a substantial rise in 
Project costs. '!he same cannot be said for exogerlOUS factors. 

The mat likely risk to achieving Project benefits is the current 
insurrection in the country which, while iIi:pact ing on urban areas and 
especially its·- marginal zones, is most severe in the countryside. As the 
project focuses on rural areas and ma:cginal urban zones, an e~calation in 
fighting could have very negati va impacts on achieving Project outputs 
and purposes. In a \'JOrse case scenario Project. activiti(ss \;'ould ne8d to 
be substantially cut back in rural arlaas and ref~ on maxginal 
urban areas and clinical services. 'lhis \v'OUld entail (l down scaling of 
yearly budgetary allocations wi th a likely transference of funds to otlaer 
t.JSA.ID projects and t..oI--tard general eoo!l1Omic stabilization goals. 

On the other hand, if the insurgeIiC'.! gradually dimimshes and 
terminates, the achievement of proje'.:!t outputs and purposes \;.'OUld be more 
easily lliS:t. and likely exceeded. Because irlghly contested zones are 
excluded from the current project, a :reduction am gradual elimination of 
the insurgency \'JOUld allow e..~ outreach and necessitate additional 
fums for goods and services to be provided in villa,(Jes a.rrl hamlets in 
addition to those currently planned. 
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'the other p::>ssible events which lJlI.lot be r.aken int() account are 
economic gro.-lth, \-mether positive or ru~tive, and itl» impact 00 

l1l"lE'm:plO)'Inel'1t rates lin other words tru, relative economic health of the 
oountry. This is also related to the insurgency although cause and 
effect can be argued. If the economy improves ~ of the Projec~ 
interventiOl'l.'s will become more affordable and there \"nll be less of a 
need for subsides. This would make thE~ Project more llM!llf sustaining '-ri th 
a consequent reduced donor role in the future. Furthermore, it is likely 
that a greater demand for project goods and ~rvices Nould result. 

Alternatively, if there is a further eoonorndc deterioration and 
unenployment rises, the subsidy portion of the Project.. \,,'OUld need to 
increase and the least codly met.hcrls f such as home solutions for 
diarrhea, would need to be emphas~zed. 'The greater the economic decline, 
the less likely it is that the Project will meet its anticipated outyuts 
arrl pU!p:'Se. 

'!he atov~ factors are exogenous to the Project but could have a major 
impact on its results. \flith reqard to endogenous factors, a 
determination of sensitivity should focus on the parameters ~ch, when 
cornbiood, make up the internal dynamiCG of tJ'1e Project and from the cost 
effective analysis. The parameters are: l~ the reliability of the 
intervention; 2) the rate of accept..ance of the intervent;.on anong the 
population: and 3) the cost of each intervention i.ncluding the cost of 
service deli very for each. 

Uncertainty regarding each of the parameters is m:l.ramal in view of 
extension survey (:!nd analysis work alrlXtrly \.ll10,ertaken in III Salvador. 
The 1988 Family Health SUrvey (F'&SAL'8B) is tlw fourth national survey 
since 1975, and the second survey sinct~ 1985 to examine the use of 
maternal and child health services and immunization l4:Nels for children 
less than five years of age. Ra.n.:ian e.amples \"-Jere taken of 3,579 women 
between 15 arrl 44 years of age \.Jho wem~ inter.riewsd during the FESAL' 88, 
\-J1 th the part icipation of the United States Gov~nt' a Center for 
Disease Control, and reErults are highly reliable f~ a statistical point 
of view. '!he survey \-rcw especially uS<Slful in judging the rate of 
acceptance of ~ interventicn af!lOng the popu.lation. 

The other parameters malting up the cost effectiveness, Le. the 
rcliabi.lity of the intervention amorg the popt:lation and the cost of the 
intervention, are further verified by studies in the United States and 
other I.DCs in which 1\1D has long experience. 

It is likely that the hi9h~st of Ul'lCertainty lies in the rate of 
acceptance of the intervention among the population. It would appea.r far 
nore likely that the rat~ of accept.a.Il.Oe \-nll increase, rather than 
decline, ~xrl the Project inpact will be greater than projected, all other 
factors being equal, Le. the insurgem::y and economic situation. 

'Ib increase the chances for greater acceptance the Project should 
maximize, consistent with the absorptive capacity of the S1)\\, educational 
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arrl outreach programs. The analysis el~s that am::>~J contraception 
techniques, the strorgest impacts could be made in the use of tenporary 
metl-o.is (IUDs and pills). 

Corrloms, although not aIlDng t.he mc>St c:ost effective, o::JnStitute an 
in,.:oortant method of temporary birth spacing since thE~y are effect! ~ wi th 
few perceived side effects and studies SWd that their use has increased 
draruatically over the past three years. Intensification of ooU\'Ational 
programs am an increase of distribution channels would further 
accelerate cordom use, and thereby ~~ cost effectiveness of this method. 

There also appears~o be substantial potential for hproving the cost 
effectiveness of vasectomies. The ClnCllysis shows that if vasectomies 
were to be as acceptable as female sterilization, tht:~ It.'OUld become tl1e 
IJX)st cost effective permanent method. The key problE=m, is their leAA' 
level of acceptance am use. Although results \;'OUld be highly uncertain 
and riskj in terms of achieving acceptable output levels in o:mparison to 
cost, it ilBy be worthwhile to consider an expanded educat lon, media, arrl 
incentive pr03ram because of the potential for achieviIl3 much inproved 
cost effectiveness. 

Finally, it is pointed out that the pill is also highly popular and 
one of the IIlOSt cost effective temporary methods, but there are certain 
persisting fears related to side effects. lliucation a.rrl availability 
should be maximized to decrease these fE:,ars and encourage this family 
planning option. 

Acceptance rate~ are based e"n a mlJltitude of individual perceptions 
and that the COilr..osite is moving toward greater acceptance. It is 
difficult to imagine circu:mstances th-at could lead in trte direction of 
less acceptance. Perceptions, of course, are changed by education and 
pronnUon and uncertainties can be removed by intensifying those efforts 
as ~f relate to programs of oontra~tion. 

The Project activities, relating to maternal and child health, ~r.ill 
also require an element of persuasion. Families will accept the MCH 
interventions if convinced that they are reliable and affordable. 

Regarding diarrheal disease, the principal cause of illness and death 
am::>rI3 children uriier five in El Salvador, oral dehydration salts (ORS) 
and a home solution using oommon household ingredients (leuon, sugar, and 
salt) are highly reliable and the later is extremely 10:1 coat. However, 
ORS is currently used in only ten percent of diarrheal episodes an:ong 
children under five and the home solution is used even less. 

It is difficult, if not inpossible, to imagine a situation in which 
acceptance of these remedies \-'Y'OUl.d decline fram current levels. 
Therefore, a sensitivity analysis should view factors which are likely to 
increase utilization. It would appear that an intensification of 
educational, promotional and outreach prcqrams would have a measurable 

•. -\ 
\\ \ 
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impact on p.;"U"ticipant usage of the reccmmeoooo remediElS. The greatest 
uncertainty limittng application would appear to be tlle level of the 
rural insurrection. Tile principal limiting factor an the expansion side 
is the absorptive capacity of the sm rather than fundiifl{). 

One can make similar judgments for the recommended interventions for 
malnutrition a.rrl treatment of ascaris infestativns. 

In conclusion, the highest risk to the Project. achieving its goals is 
a possible escalation of the country--wide insurrection. A second level 
of risk can be attril::::JUt.ed to negative e.conomic gro.1t.h rates and increased 
unerrployment am urrlererrployment, in other \'.'Ords the country's relative 
ecorDmic health. The third level of risk p€!rtains to whether or not 
aCC€ptance levels wi 11 ri se or f~ll an:1 the cost of the intervention. 
Finally, the least risk pertains to the reliability of the intervention 
in view of the fact that all of them have been tested arrl app] ied in a 
'~iety of settings. 

A number of calculat ions have been made to comparE! cost ef feet i veness 
of the various family planning arrl mother child health interventions by 
c11a..~ing the parameters, speci fically t.he cost per uni t am acceptance 
levels. Cost p->r unit has been chanCJed by a factor of: plus and minus 
twenty percent. Acceptance levels have been increaged by tv.'enty percent 
for contraceptive meth:::lds and for diarrheal lnterventions in view of the 
increasing effectiveness of ooucational and promotion programs. It is 
inoonceivable that acceptance levels v.'()uld decline. 

TABLE 1 
EFFB2TT:VENESS TO CDST RATIOS FOR l-1ODERN METHODS OF CONI'AA.cEPrION 

(- 20% cost per year) 
(in u&t) 

MEl'HOD Cbst/Year Effecti veness Ratio 
Protection (~ ) 

VasectClilly 3.00 0.7 0.180 

Q:>ndam 4.72 2.1 0.444 

Pill 3.010 9.1 3.023 

IUD 0.80 2.1 2.625 

Sterilize 4.04 3:5.3 8.737 

Tables 1 and 2 5ho'. ... the effectiveness cost ra::ios for the five 
contraceptive methcd5. In both tables the effectiveness asst.tllptions have 
been increased by twenty percent to take into account the probable· 
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effects of educational and outreach pn~rams. Finally, the cost per year 
has been decreased by b..renty percent in table 1 a.rrl increased by twenty 
percent in table 2. 

'!he resultti. of the sengi tivi ty analysis Sra.1 that ~.mether cost pel

unit is increased or decreased t1j twenty percent, the comparative cost 
effectiveness does not change. 'Ihe male interventions renuin the least 
cost effective. Although female sterilization i& by far the IOC>St 
effective method of contraception, it is necessary to reiterate t.:he 
caveat that it is not a birth ~ciny :!iOlu':.i~n and ~t :;.:; .:llifOSt always 
cOOsen by women \.Jho already have the desired number of children. 

TABLE 2 
EF'F'El::'rIVENESS 'TO a:::t,'T RArIOS FUR ~OOERN t1E'IHOOS OF CXNI'AACEPTION 

(+ 20% cost l~r year) 
(in US$) 

METHOD Cost/Year Ef feet i veness Rcttio 
Protection (% ) 

Vasectany 5.83 0.7 0.12 

Q:)n.:Iom 7.08 2.1 0.29 

Pill 4.51 9.1 2.02 

IUD 1.20 2.1 1. 75 

Sted lize. 6.06 35.3 5.83 

With regard to maternal child health, tables have been prepared 
varying the cost per uni t by plus and minus twenty percent for 
interventions relating to nutrition and to diarrheal disease. No table 
was prepared for ascaris intervention because the difference in cost 
effect~'Jeness bebrecn the b-lO treatments is so vast. 

Table 3 shows the cost ef feet i veness rat ios \'Ji th an increase of 
tl.-Jenty percent in the cost per unit, while table 4 sho.-Is it with a 
reduction of blenty percent. 

~4hether the cost per uni t is increased or decreaSBd by b'lenty 
percent, the oost effectiveness OOiIpClI'isons do not change. The vitamin A 
intervention is by far the lIOst cost effective methcrl. 

, f} , 

~ 



'l1\Bl.1~ 3 
~IVENfSS 'ro OO:i'T RATIO FOR h.VI'RITION HrrERVENrIl)?'>lS 

(4o 20% cost per uni t) 
(in u5$) 

MElliOD OJst ?:~ Ef feet i veness Ratio 
Treatment 

Prenatal vitamins 18.0 76 4.2 

Mul t i vi tami ns 8.0 20 2.5 

Vitamin A 1.6 76 47.5 

G:trd~ns 8.6 12 1.4 

TABLE 4 
EFFEX::TIVENESS TO CXlST RATIO FUR NIJI'RlTICN DYI'ERVENI'IQ"JS 

(- 20% cost par unit) 
(ir. U&$) 

Cost per Effectiveness Ratio 
Treatment 

Prenatal vitamins 12.0 76 6.3 

Mul ti vi tami ns 5.3 20 3.8 

Vitamin A 1.1 76 69.1 

Gardens 5.8 12 2.1 

Finally, cost effectiveness conpadsons h>ere recalculated fm 
diarrheal disease interventions. In alddition Q accept.ance levelS' vlere 
increased by b/anty percent to take into account the lilcely effects of 
edocationa1 and outreach programs. Table 5 5110.15 the OJSt effectiveness 
ratios with an increcl.sed cost per unit. of b:enty percent vJhile table 6 
sho'>/s it wi th a reduction of t-,.;enty pE!rcent. 
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TABLE 5 
EFFECl'IVrNESS 'IQ cnsT RATIO FOR ny.ARRHFAr.l DISFJlSE INrERVEN1'IQ'lS 

(+ 20% cost per uni t) 
(in us.$) 

Cost pel' Effectiveness Ratio 
Treatment 

ORS 0.98 7.8 7.96 

fbme Electrolyte .18 1.5 8.33 
Solutior! 

J-bspi tal Rehydration 56.25- 0.34 0.006 

TABLE 6 
EF'FEX:"rIVENESS TO CXl3T RAT! 0 FOR DIARRHEAL 01 SEASE INrERVENI'I CNS 

(- 20% cost per uni t ) 
(in us:t) 

MErHOO O:>st per Effect i venE:ss Ratio 
Treatment 

ORS 0.65 7.8 12.00 

Home Electrolyte 0.12 1.5 12.5 
Solution 

Hospital Rehydration 38.51 0.34 0.009 

The tables indicate that regardless of adjustments made in 
acceptance levels or costs, the cost effectiveness ratios do not alter 
the ranking of the preferroo solutions. Clearly, the ORS and Home 
Electrolyte Solution remedies, vihich ralfl1< very closely, far outweigh the 
Hospital Rehydration Treatment in cost effectiveness. 

4948B 
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F. 2.3. SHAIXlW PRIClOO 

Project results ",,'OUld not changl~ significantly \f adjusted by 
"shadow pricing" or "opportunity costs. M Furthermore, shadov-! pricing 
does not allow this Project to be compared to others .::AS benefits cannot 
be quantified in terms of monetary values thus negating internal rate of 
return or cost/benefit analysis. For this reason the econc:mic analysis 
uses the alternative of cost effectivru1ess analysis. 

As stated in A.1.0. Harrlboo'.< 3, it is "an app~:Jach to project 
oppraiaal in which p!X>ject benefits or costs are identified, but only the 
<x>sts are monetizied. Unlike the procedures used in the traoitional 
cost~nefit analysis, no attempt is ~3de to place a lnonetary estimate on 
project benefits because project benefits are difficult or irrpossible to 
quantify ... or difficult to express in monetary terms (e.g. health 
effects from a prirrary health care project. .. ) . " 

Considering the Project parameters, the most significant factor 
to shadow pYi<..:e is foreign exchange, as the A. I.D. grant 22.0 millier 
dollars \.'lill either be used to import IjO(XlS and services or to purch3.se 
local currency for the local currency costs of the project. 

Q.lrrently, El Sal vader over-values the colon when oompared to its 
true eo:momic relationship to foreign I~change. Al th::xJgh t,~ current 
inter-bank rate (March 1990) is ¢6.9 to US$1, the true market or shadOd 
rate, is calculated at approximately ¢9.0 to $1. Because of current 
policy dialogue between international donors, especially the U.S., arrl 
the relatively ne\'>' Cristiani administration which is much prone to allo __ '1 

the free play of market forces than the previous adroinistratiorl, it is 
expected that the divergenc!e between tj"le t\',.'O rates "'lill narrow over the 
five year life of project. 

Thus, ingt.~d cf a current gpre.'9.d of SOlli~ 23.3~\\ bebreen the 
inter-bank and shada:J rate, it may reasonably be expected that the spread 
will nearly halve t.o approximteiy 14%, if not 10'#er. 

If the figure of 14% is utilized, it \.'OUld mean th':llt all 1003.1 
costs for tr!e Project funded by Ao! .D. dollar grants should be reduced by 
14% to obtain their true economic oosts. (23.3% if t..oc current di spari ty 
is utilized). 

As a portion of the 22.0 million dollar A.LD. grant will be 
converted to local currency, we can conclude that tha same locally 
produced goods and services should oogt 14%, or currently 23.3%, less 
than they do in financial tet1!1S. In other \'JOrdB the ,1\. I .1,). grant \;'()U).d 

be reduced by beb.,reen 2.4 m.i 11 ion ~ in rourrl n\.l!Ill:)ers using the 14-% figure) 
or 4.5 million dollars (using the currlEmt 23.3%) to purchase the same 
am::runt of gocx:'ls and servi ces • 
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It is iItpOftant to l'1Ot.e that the Salvadoran €JCXJnOrn.Y is subsi dizing 
the imported goods and services by simii.ar amounts. fJ..n A.1.D. is paying 
for all Project imports, the amount of: the A. I.D. dollars 9ran~ uoed for 
foreign irrport.s \vould not change regaxdle;ss of the di frerential between 
Uw exchan:]e rates. 

Thus in eoonom:ic terms, during the life of the Project El Salvador 
and t.he U.S. will pay beb'leen 14% (projected) arrl 23.3% (current) oore 
for local currency costs than if such cost \4e>:"e valued at their true 
economic price. 

'!he conclusion is that the same level of out[Alts could be reached 
with a lo .... -er level of inputs. Thus, the use of shadO'# pricing only 
irrproves the re~l eo:>norni02 return from the project \rihen foreign exchange 
rate affects are taken into account. 

The secorrl factor usually take') into C\co::>U1lt in such an analysis 
is the adjustment for LnSki lled laro:!:'. As El Sal vader suffers fran 
significant under-utilization of its unskilled labor, its society does 
not really give up any goods or servi.ces by using otl1en.n.se unemployed 
laror in the proouctive activities the project makes possible. '!he 
opportunity ccst of unskilled laoor is generally taker, as 85 ;>ercent of 
the wages paid to such v.urkers. 

'!he U3e of unskilled laror in the current project will not be 
5i911i ficant stat i gt ically. 'Ibe lQ¥Jeslt lev-el project input-s, other than 
v.>arehoi.lse lab:>rers an1 rovers of goo..b, are the vi llage level PHPs ard 
CBDs. Ha .. lever, the training provided them to carry out their functio,"1s 
arrl their O' ... Kl entrepreneurial skill i.n selling prooL!cts related to the 
Project, excludes them from being defined, as unskilled wage labor. 

The best conclusion appears to be tP.at project results \-;ould not 
change significantly if cost2 are adjusted by the e:::onomic costs of 
unski lied laror and foreign exchange. 

4919B 



ANNEX F 

F.3 SOCIAL saJNCNFSS ANALYSIS 

I • INrPDDUCrI eN 

The purpose of a project social sourrlness analysis is to provide 
the donor anJ implementing insti tutio!'. \·,i th a discussion of the 
sociocultural feasibility of the projl;;ct, the probable extent of 
di ffusion of the knO#ledge a':1d practices it will introouce, and the 
probable extent of its social impact arrong different groups. 

II. rorrEXT 0F 'THE ProJECT AND IDEl.'1I'IFlCATIQN OF CONSTRAINTS ---------------

A. Socio;ultural Oontex~ the Project 

An analysis of the sociocultural feasibility of the project must 
begin with an ll.Tl.10rsta,-ding of the bread nati')nal-level context. 

1 0 ~~t lonal-level context 

a) De!103raphic 1Terrls: El Salvador is arout the size of the state 
of Massachusetts. It has a pq)ulation of over 5.1 million and a 
IX¥-...llat ion densi ty est imatoo to be 250 inhabitants per square 
kilometer. The populatior. gro.1th rate has rema.ined relati veiy 
steady at an est irrated 2.5 percent peI year. Ji..ccording to tr.e 
rrost recent national survey, ff?rtility rates and average family 
size have decreased over the past t\yenty years. HO'v',rever, rates 
co'1tinue to be high. The Total Ferti lity Ratl", (TFR) had remai;)<...~ 

at 4.6 dur ing the last three yl~ period in which data Vias 
collected (1985-1988). 

From 1985 to 1088, use of cont lCZlcepti ves for 1:>i r.th spac:ng and 
tem.ination of chi ldbea:.::ing increased among "!Omen in union at a 
rate of one percent per year. In 1988, forty seven perc",mt of 
women :-lOt warlting to get pregnant \-Jere found to be using i'3Ol1le form 
of rro:lern contraceptiOii. Sine!: 1975, female sterilizat ion has 
triploo; ro.-rever, the use of pills and the IUD r.a.e remained 
constant, \,Jnile cordorn use has quadrupled arrl other meth::ds have 
nearly tripled. Overall use of contracepti v€s 'i~s m:::>re than 
doubloo since 1975. 

The recent deII03raphic arrl health survey reveale1 several areas of 
concern alx>ut contri::tceptive USt=: the low rate of contraceptive use 
in rural areas, use of contracepdves for termination of 
childbearing rather than for birth spacing. and the high rate of 
fertility arrl low use of contnceptives dl1On9 adolescent3 am 
young wvmen. The recAnt survey found the average age at union to 
re 20 years. Ibwever. twenty-four percent of women 15-19 years of 
age ~ere found to re in union, and twenty-seven percent were 
pregnant at the time of the sw:vey. '!his group is at high risk of 
maternal undernutrition. Their children are at risk of fetal 
urriernutri tion, low birth weight an::1 early de~th. 
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b) 'herds in Health ard Nutri tion: Since the late seventies arrl 
the onset of exio poatical conflict and the economic crisis, 
international dCJrO.rs have flocx:led the public sector with 
assistance. As ~ result of this assistance, key indicators taken 
from national surveys sh::Y.."1 gra.dual improvement in the health and 
nutdtional status of the Salvadoran population. 

Alth:>ugh overall inprove.lilents were recorded by key indicators over 
the past ten years, some deterioration occurred during the worst 
of the eo.:momic ard poli tical crisis in the ~~ly eighUes. Crude 
nnrtality, infant rortality and life expectancy all ~ .. 'Orsel:ed in 
the early eighties before res~ng their pattern of gradual 
inprovement in 1983-1985. 

A recent :1at ional nutrition survey s~.ved thE? nutn tianal status 
of young children to be of p3rticular OJncern. 'f1eight for age 
measureruents a..T!Dr13 chi ldren w-rler five have s:nwn only slight 
improvement to date since the latter part of the seventies. 

Perinatal IIDcal i ty, or death am::mg children in the first rn:::>nth of 
li fe, is also a major concern, claiming the highest n'mt.l:ler of 
lives every year in in El Salv.::tdor. Diarrheal disease and acute 
respiratory infections continue to be the principai causes of 
sickness ard ceath anong all ages. 'Ire high rates of periretal 
IIDrtality are relate:! to early and continucus childbt...~.ri..:-J:J a..11d 
lactation, lack of adequate prenatal care, repeated bouts of acute 
infectirus disease, and PJverty arrong women. A large ptoportioIi 
of children oorn to high-risk \',anen die ""i thin the first m:mth of 
life as they are undernourish~ at birth and lack resistance to 
acute infectious diseases. 

c} Socicpolitical arrl Economic Trend.s: From the late seventies 
UJ1til the mid eighties, the regional ~ani<: crisis ann and 
socic:poli tical conflict in tl1e countryside combined to cause a 
steep economic decline in El Salvador. This resulted in a 
doubling of unerrployment, an increase in agricultural producti01'. 
costs, a drop in real farm prices and a decr~:xsse in the proouction 
of stc..ples as well as export crops. 'IOtal iocrl supplies per 
capita decreased twenty percent during this par-iod. O:>nflict in 
roth rural and urban ar~s caused widespread populat ion 
displacement I placing OJnsiderable presSill:c on public sector 
insti tutions already canstraitied by \'iidespre.:ld destruct ion c 'E 
infrastructure, and public sul::>-S€:(.tor b..ldget redUt..~ions 
proportionate to across the b::ard public sector budget cuts, arrl 
in real terms due to inflation. 

Since 1984 there has been a slight improvemant in per capita 
agricultura11 production, however farm prices remain 1011> As a 
result, the purchasing po.<Jer of farm families oontinues to be 
constricted, agricultural production ar.d the demand foY' farm laror 
are depressed, lack of foreign exchange arrl ir.fl03tion continue to 
make production expensive, and food prices remain high. 
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f:ince 1984 the tmelIployment picture has also irrproved slightly; 
however, wTIeD current ~~ges are adjusten for inflaticAl, real wages 
can 00 seen to have fallen since 1978. 'The pwchasing po..1er of 
the annual wage in 1988 \c,:as estimated to be little fOC>re than mlf 
of its 1978 valu€'. 

The GOES is inplementing macroaconomic adjustment measures 
desi~ad to stimulate production and improve eoononcic grovlth. 
tb.·Jever, this will entail a short run ixrease in the 
vuLnerability of oome population c;roups due to reroval of food 
subsidies, increased unenp10Yhlent among loti income unski l1ed or 
semi-skilled workers, and an increas~ in the prices of basic 
CCl"IllnX!ities. The irrpact of these measures is already being felt 
in urb3.n areas. 

d) Institutions arrl2roviders: El Salvador, the IlOst densely 
populated CCAlIltry in o::mtinental Latin America, has long been 
o:mcerned with birth sp3cing an::l oontraceptiw~ URe. t-ruch of the. 
2arly support in this area came from private voluntary 
organizations. Birth sracing services were first provided by the 
Salvadoran Dem:::graphic Association (SDl\~. H:,),.:ever, the Salvad:::ran 
government quickly became involved and both private and public 
sector providers have been active in this are~ since the early 
sixties. L'1 1967, the SIll!, turned over much of its clinical 
services to the Ministry of Health (r-'a-I), vlhich currently has 
major re~nsibllity for providing such services in the country 
through a system of hospitals, health centers, units, posts arrl 
rural health prom::>ters. I-bwevler, as mentioned earlier, the seo/ere 
b.ldget restrictions facing tha public sector limit the HOB's 
ability to resporrl t.o all of the health ('.are needs of the total 
population. 

B. Benef~ciary context: rural areas 

The S6--'X)oo step in a so::iocultural aP.alysis involves a description 
of the beneficiary CC'n-cext. '!he Family Health Services Project is 
designed to Herve all men and woroE:n in fertile age in El Salvador. 
Ibwever, it is specifically targeted 'tOiarcIs the rural popLilation. 

1. General issues 

a) ~al/urban distriwtion of the ~ati0l2: L'i the late 
seventies El Salvador's population ~~ seventy-five percent 
rural. Since that time, sociq?Olitical conflict has caused 
\.ndespread displace!'li'}r.t, particularly in the northern N1d eastern 
section3 of the COillltry. k--cording tu a national study of the 
displaced conducted in 1985, most moved from thAir rural 
comnuni ties to the nearest urban area. A. large percentage also 
l10ved to San Salvador. Unlike previou~ urban migrants fueled by 
economic am other concerns, the displaced were not single 
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irrlividuals or YOlll1CJ adults with small families. '!he aver-age 
family displaced by I'JOnflict \oTclS found to be rr.ade up olCi& adults 
with four children, two of whom were under five years of age. 
1-1o@t 0III1ed lam in the village they had left. By 1985, ten 
percent of the population had been displaced by the conflict. As 
a result of this massive internal shift ;,n pcpulation 
distribution, half of the Salvadoran p:1pUlation norl lives in urban 
areas. 

b) Sizes and types of rural communi ties: Rural ccmnuni ties in El 
Salvador are divided politically into types based on population 
size.llie largest are IIWni<..:ipios" of up to 2,000 population. 
Next in size are the "cantones," with 500-2000 inhabitants, 
foliCMlSd by "caserios" the sma.lle~t comm'llnity unit. This Project, 
is aimed primarily at iooividt;als and <XXJf'les vloo live in the two 
smallest oc:mrruni t Y types. 

c) Economic divisions: Rural cormnunities in El Salvador have 
traditionally c:msisted of a snall number of exteooed families 
vhose members have knc:><".n each other for generations, have 
intennanied and maintain a shared social and cultural conc~tion 
of the world. Although some fami lieS O'Nn a store, ar~ carpent@.Is 
or do sewi03, the principal occupation of all has traditic..IOally 
been agriculture. 

fh.lever, these rural corrmuni tieR were ne·,'er E!COl1Offii.cally 
~enecus. Most agricultural activity is on a subsistence or 
less than subsisten~e level and most families cannot afford to 
purchase or s'-lpPOrt large animals such as ~lS or horses. Some 
famj lies in rural communities have more laro and, therefore, may 
also grow cash crops and s:.1PFort large ani.I:aa.lg. 'l:he differences 
i:1 economic status may seem small to outsiders, but are inportant 
within the village. The wealthier farmert', for inBtance, harvest 
t.~ir corn alorg wi til their r.eigh1::ors btTt, lat~ in -the season 
when many families have run out of supplies, they sell their 
surplus to their neighbors in the village for a profit. 

d) Thployment and migration: Over the past fiity years, 
macro-level socioeconomic forces have accentuated this division of 
wealth in rural villages. Population growth combined with uneven 
larrl distribJt ion a.r:rl centuries of use have caused nany rural 
families to ~-xceed the agricultural capacity of their land. '!he 
wealthier families have becoiru:! en:ployers, hiring their neighl:ors 
on a sharecropping resis. EvEm before t.he conflict began, these 
same economic arrl dem:.graphic forces intensified the relationship 
l:ebveen rural and urban areas, thus changing the nature of rural 
vi llages foreVf~r. As an incrE~sing number cf individuals from 
rural ca:mnunities had to seek sources of income outE:lide of tl'.eir 
comnunity, t...he supply of seas(,~Ml migratory laror in export crops 
(cotton, coffee) increased, sometimes (as non) outstripping 
del1l3J"rl. "!hose who <X>Uld not f)upport themselves in the village 
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ei ther IOC>ved permanent ly to nearby urban areas or sent a meIT'oor 
(older child or husband) to lrJOrk in tne urbam area during the week 
or for 1003& periods. 'Ihis urbanizat i.on \>laS further inte.lSi fied 
by the cor .. flict, which at its highest result.ed in an estimated 
500,000 person internal migration, arrl an equal number of 
emigrunts to the u.s, and to other naighOOring countries. 

e} Fear?J'rl mistrustr For those rural families in conflictive 
areas \fro stayed behind, the violence and political polarization 
have caused incr~sed wariness. Where irrlividuals Vlere relati'lely 
secure arout their relationships \-'lith the5r nej.ghbors before the 
war they are now less secure, ~lre of their neighbo~s political 
involvement and afraid of being unjustly p::>inted out. As a 
result, GBI1Y are reloctant to involve themselves in ccrnmunity 
acti vi ties (or fear they \'Ii 11 be suspected of \</rol.gdoi ng by 
r~presentatives of one side or the other. This has had a 
significant impact on all interpersonal education, particul~ly 
that which is designed to taKe place in groups. 

f) Econ:>mic status: '!he economic status of the rural 
agricultural family has also deLeriorated since the early 
eighties. From 1980-1985 an increase in agrtcllltural proouction 
costs arii a drop in real farm prices caused a decrease in the 
production of corn and beans. Total fcxx'l supplies per capita fell 
twenty percent during this period. Since 1984 t.here has been a 
slight inprovement in per capita agr icultural product ion; hodever I 
farm prices remain low. As a result, ~.he purchasing power of farm 
families rontinues to be <x>nstricted, arrl agricultural proouction 
is depressej. Food prices remain high. This situation is 
par~icularly difficult for the increasing number of farm fomilies 
\<ohose size is greater than their 131ld I S ability to provide a 
subsis':.ence li vi 119. 'these families do not proooce en:::>Ugh food for 
the entire year much less a surplus for sale, and are, therefore, 
af:ected by food prices primarily as rural const..rmers. '!he wage 
la1:or situation is also difficult. From the lat~ seventies until 
the mid eighties, there lrJaS a steep ecnnom.i.c decline in El 
Salvador. 'Ihi s resulted in a doubl ing of uneIlFloyment, and the 
demand for farm la1:x>r \'.'as depressed. '!he unemployment pi.cture has 
irrproved slightly since 1924, however real \<dages have fallen since 
1978. The purchasing power of the annual wage in 1988 is 
estimated to be little more than half of its 1978 value. 

c. Health and nutrition 

1. l\\Jtrition: '!he nutritional status of children under five 
yec.rs of age improved from 1%5 to 1978, however since that tiIr.e little 
inprovemant has been made. Rates are highest in rural areas am anong 
children 12-24 Ironths of age. One out of every blO ru~al children urrler 
five years of age is malnourished. to some degree. Seven out of every 
hundred are mJderately or severely undernourished (weight for age). 
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Uooernutrition in children has been fOt.lI'rl to be associated with low 
~'<X)IUm.ic am eclucational status arrl recent displacement. 'lhere is no 
direct measure of the nutritional status of women in rural area.s. 
fb...ever, a 1978 study found fourteen percent of pn~nt women to have 
lOOderate or severe anemia, ;md a recent study on maternal mortality found 
anemia to be the Ii10St inportant associated factor. Iron deficiency is 
particularly high anong pregnant rural \~ where nearly half receive no 
prenatal care arrl over half deliver at lnna with a midwife. Maternal 
nutritional status is also associated with 10:1 birth weight a..rYI increase1 
risk of perinatal mortality. 

Vitrunin A deficiencies among young children also continue to be of 
cnncern. Recent studies of schcolchildren have shown twe~ty-fi ve percent 
to have iOCrlerate or severe serum deficiencies, fl)3)t::i!'lg .1\ deficiency the 
mst inportant cause of bilat'S:ral bHrrlness arong young d"li11ren. Even 
mild 1eficiencies of vitamin A have been fourrl to ir.crease vulnerability 
to inf~tious disease (di~rrhea and respiratory infections). 

2. Diarrheal di~ase arrl acute respiratory infect ions (AR!): 
Childhood undernutrition is related to diarrheal disease, as foods are 
not properly:illsorbed 3.rrl foed intake is comm.:>nly restricted by parents 
during a diarrheal episode. Childhood undernutrition is also associ3ted 
~lit.h ARI, particularly p..'1et.IllDnia, pertussis arrl bronc'1itis. Diarrhe-3 ~nj 
ARI are the leading causes of illness and death am:>03 young rural 
chi ldren. Rural women fear these illnesses am go to great lengths to 
prevent and cure them. Indeed, the first reason \~ give for not using 
contraception is that tJ1e}' are breast-feeding am t.he ''hot'' quality of 
the pill will cause harm to their. child. 'lhls feared harm is IIDSt 
probably diarrheal disease. 

3. Fertility beliefs am beh:wior: 

a) E3.rly sexual encounters: Y0\ID3 \<.'Qffien in rural El Salvador 
begin sexual activity in late adolesce-:.:-e. Eight.een petc.-ent of 
girls 15-19 years of age a.rrl bv'enty-eight percent of youn;J '<'.anen 
20-24 years of age in the rwal ar~ have at least one sexual 
encounter befoLe marrying or forming a permanent union. These 
first experiences occur Il!Oat often between the ages of 15 and 17 
and are not influenced by the educational status of the woman. 
Only 2% of these encounters incltrled the use of contraception. By 
the age ('of 15-19, t"''eIlty four percent of girls are married or in 
union. '!he average age at maLrri~e or union in rural areas is 20. 

b) Control of fertility: ~uthough a variety of traditional 
methods are used for these purposes including a tree bark said to 
prevent pregnancy, herbal teas and behaviors (carrying heavy 
loads, washing clothes with vigor, ju.'1lping from a chair 3 et.-::.) 
thought to cause miscarriage, arrl herbal as well as wit.chcraft 
remedies thought to promote pregnancy, women in the target group 
are not controlling their fertility effectively. FEf~ 88 
derronstrated that a large percentage of young \1Otnen do not know 
What time in their menstrual cycle that they are nnst likely to 
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0:...""COme pregnant. vbmen seek advice arout meth::x1s of fertility 
control from relatives, friends, traditional practitioners, 
midwives, \.'1itches, pharmacists and rocrlern medical personnel. 'Ihey 
also seek help from illegal and poorly trained rural 
al:x:>rtionists. Much of this activity takes place witr.out the 
oonsent or Knot/ledge of thei r partner or hustand. 

c) Knowledge and use of nodern meth:x1s: Precisely because v.anen 
are so involved in their a..m fertility, knowledge of modern 
meth:ds of contraception among rural women is high. OVer ninety 
percent knoll of sterilization and pills, over eighty percent }c-~ 
of corrlar.s a.r.d IUDs, ':NE:r se'!enty per~1t kncx" atout injections 
a.ril vasectomies, am over sixty percent 'i<rlorl al:out vaginal 
methods. Less known are t.he rhythm method., withdravJal, and other 
such natural metlms. 

Rural v.umen kno\.v a1::out rrodern methcrls of contraception but only 
thirty-four percent use them. '!his rate is 10W'er than the overall 
contraceptive use rate for E1 SalWl.1or which was estimatErl at 
iorty-seven percel1t. In spite of programminJ efforts, rural use 
only increaS-3d by 4.1% in the last three year perioo for \<lhich 
data was oollected; the rural Total Fertility Rate (TFR) has 
remained 5.9 since 1985. Fertility is highest in ~~ral areas 
where an average ~ has had 7.4 live births by the time she 
reaches the end of her chi ldbearing period (44 years of age). 

Seventy~seven percent of all rural vJQmen using oontraception to 
terminate childbearing, while only twenty-three percent use 
contracf.)?tion for birth ~cing. Use of t~porary IIl1'=tho.:1s (mainly 
pills) is most prevalent among young rurai ~~n 15-24 with 0-2 
children, while woman 24 years or older .... 11. th three or more 
children favor sterilization and termination of fertility. Except 
for the IUD, the US8 of tenporary met.hcds has incre.ase1 slightly 
over the past three years. H:;t/Jever, in rural areas the main 
reason for using modern metho::is overall is still to tenninate 
fertility rather than to ~oe births. There is a dramatic jump 
in sterilization from 3% to 2B% once a woman has 2 livirg 
children. 'the avera.ge age at wt.ich rural women first use 
contraception is 32, \'ihen they already have had at least four 
living children. One of the principal reasons \\Omen decide to 
terminate childbearing is that they have the desired number of 
childrel1. Another is the health of tr~ nother and her advanced 
age 0 The woman I s health is a. concern especially am::>ng \-.'01ne.'1 wi th 
over four living children. M:>st sterilizations are done during 
the month follo"Jring delivery, mainly during the delivery itself. 
Ninety percent of rural women viho have been sterili zed say they 
are satisfied with their decision. 

In 1987, during the nost recent national survey, seventy-three 
percent of rural women of ferti le age in union did not want to get 
pregnant. MJst of these were older women wi th three or more 
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li ·"ing chi Idren. However, most women in all 2lge groups did not 
want to get pregnnnt, including fiftY-3ix percent of women 15-19 
years of age. Forty-three perc~t of the totall were using nodern 
methods of contraception: thirty ~cent ~~re sterilized, while 
thirteen percent were using temr~ary methods (primarily pills). 
Fifty-seven percent of all rural \'.'Olllen not \<laIlting to get pregnant 
were not using uodern contraception of any kind. According to 
aoother estimate, twenty-eight percert of rural women are 
considerErl to be in need for family planning e~ces, howevl!r 
only eighteen percent of these have eve:r used mcrlern oontraception 
arrl only forty percent of theSE! sa.y they want to do so in the 
future. 

d) Barriers to the use of m:::xjE~rn methcrls: \'-Jhen those rrently 
pregnant, in meOClpause, sub-fecund or Ot"":>erated, and tmoe not 
sextlally active were omitted from the sarrple, the reasons given by 
v.omen for not using rocrlem contraception were the following: 
being postp3rtum or breast-feeding (49%), fear of side effects 
(14%), because their spouse was against it (9%), bccc:.use they 
wanted to get pregnant (8.6%)' religious reasons (6.4%), because 
tr~y had side effects the last time they used a rocrlern meth:)j 
(3.6%), because of their advanced ~ge (3.6%), or b6cause the 
source was too far away (-1 % ) • Other bar ri ers; to use of 
contraception or participation in the program were not listed by 
\\QIOOn, but were associated with the use of contrac€!!")tion by the 
survey itself. Same of these may be potentially influenced by the 
Project, while others may impact l.lpOn the Project but. are 
excgenous to the Project i tse 1£ • These may be groupej into larger 
categories as follows: 

4. Constraints/Barriers which M:iy be r.o,.Jer~l by the Project: 

a) Fears: Fears form seventy· -seven percent of the reasons why 
women are not using modern contraception. 'lh.£: first reason for 
not u.c;ing IOCrlern met.h.ods of birth spacing is because the woman is 
either recently postpartum or breast-feeding (49%) 0 During the 
fOStpartum period and throughout lactation, which in Ki Salvador's 
rural areas lasts an average 01: eighteen I!lOi1ths am is practiced 
by ninety-six percent of women, many rural \>JOrueI1 observe dietary 
restrictions vIDich are believec1 to strengthen the mother and 
prevent the child from getting sic.l<. 'Ihese restrictions are part 
of a binary COJni tive system in which foods and i llnesses (~ 
other things) are categorized along a continuum between ''hot'' and 
"cold. II '!heir cat€90rization has little to do with their actual 
tenperatun.~, but rather with their origin and perceived effect. 
In thi s case, it i 9 t.he pi 11, t.he IIOSt cOIfillionl y used temporary 
method, ~1hi(:h is restricted. l\ccording to rural belief, the pill 
is ''hot.'' (as is much medicine) arrl, therefore, too strong to take 
during lactation. If it is consumed, its Ithot" qualities will be 
transferred to the child thr~Jh the rrother' s mi 11< and cause 
diarrhea in the child. 
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'Ihe second reason for not usi1"l3 modern methxis of o.:>ntraception is 
fear of side effects (14%). tJJany rural vJOmen believe that rrodern 
~th:rls will cause cancer or that it is rod t.o take to) many pills 
because they will graduallj form a ball in the al::dOt1~n. Some also 
fear that the pill will make them thin or cause skin 
discolorations on their far;e, or that a child might be born in 
spite of the oontraceptive with an IUD stuck in its head or lxrly. 
Sane fear that use of a tenporary method might cause them to 
bf:come permanently infertile. Cbrrloms, also, are not popular 
am::ng ".;omen as they are said t.o be '11ot" am to irritate the 
vaginal \'lalls. According to the recent SUYVE!y, fifty-six percent 
of rural women not using contraception believe that pills are 
harmful, If/hile forty-seven percent believe that IUDs are harmful. 

These fears are related to the third reason 'v/rry v-lomen do not use 
rrojern contrace?tion which is that their spouse or partner is 
opposaj (9%). Men frequently express the same fears as women 
concerning the well-being of t.heir wife or futw-e child. Another 
fear which is specific to men is that mo:1em contracer::tive meth::ds 
wi 11 cause a c'ha.n:;e in the personali ty of their wife. 'They fear 
that she will become angry an) difficult to live with or, even 
llOre canm::mly, that she ~vHl become promiscuous. This concern has 
increased as rore arrl IIOre men must leave the village for pericds 
to seek outside employrrent. 

Previous negative experien~es vith modern contraception vrere also 
barriers to current use. Problems were parti~~arly associated 
with previous use of the pill, IUD arrl injection. Vbmen also 
stepped using rocden1 contraceptives because they were not 
effective. This was especially tr..le for V3.ginal methcrls, 
withirawal, natural metho:1s C'J'Y.~ the IUD. ~~ women also found 
condoms a.rrl the injection ~ifficu1t to use. Interestingly, belief 
in the negative effect of the pill and IUD increases yrith ~ 
educaticnal leVel of the woman. 

b) Young couples desire to helve children: The fourth reason 
given for not using mcricrn contraception vJaS the vlO!Den I s desire to 
be<xxne pregnant (8.6%). 'The desire for pregnancy is particularly 
prevalent a1OCJn9 young v.omen and t.h:>se \1l. til less than blO 

children. Most rural women enter union at- an early age arrl begin 
childbearing as scon as possible. A wc:man's ability to have 
chlldren is important for the continuance of the union itself, a 
hanan \'iho is unable to providE~ a child may b~ aban10ned or her 
partner may begin another concurrent family 'llhich will. Among 
male reasons for opposing cont:.racept ion are also concepts of 
ownership an:] "maleness ll associated with having many children. 
"\bmen who are chi ldless are to be pi t ied as chi ldren are a source 
not only of lab:>r or support during old age but also of joy. 
Although young couples do want children, there is demand in this 
age group for contraception. Over half of the yoLUl3 \>.O!1len in 
union intervieWE:"1 in the recent survey did not yet want to become 
pregnant. 
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c) Religious beliefs: The next flOSt inportant reasons fOL not 
using JIOlern methods of cnntrdception \tJere religious concerns 
(6.4%). To awreciate this constraint, one must urrlerstand that 
the religious structure of rural El Salvador (and the rest of 
Central America) has changed dramatic:illy over the past decade. 
~ until a few years age, nearly all of ~ rural population 
belonged to the Catholic church. In recent years, a variety of 
Evangel ical Protestant groups have made tremerrlous inroads in 
rural areas. 'Ihie increase in religious pluralism has caused . 
sometimes bitter divisions \tlithin small rurall COImDUnities. We do 
not k:na'/ how much change lus occurred in rural attitudes to.vard 
contraception as a result of the Protestantism of rural 
camnmities. According to the recent survey, nany rural women 
feel that it is up to God to decide how many children they \trill 
h~ve. Fatalism \'etaS especially associated with wit.h:lra\'..al, vagina1 
arrl natural methcd~. Fatal ism is not restrictoo to those of the 
Catholic faith but inclLrles some Evangel ical churches as well and 
in many cases, Evangelical. fatalism is stronger than Catholic 
f~talisrn. Both churches are opposed to any mo.:lern metho:'i but 
abstinence, \'flthdrawal, rhythm or other "nataral" means. On the 
other ham, the social di~approval of rontrace?tion which is 
COITDlDn in other parts of Central America and is related to 
religiOlls belief is less of a barrier in rural E1 Salvador. Most 
r.lral V./omen in all age groups, including the very young, said they 
would prefer to get modern oontr~ception in a clinic where they 
are lmown than go to one where they are not known. 

d) Access The last feYJ reasons i'Jere given by only a few 
resp:>rrlents. Orle of these was the dist..ance to a source (under 
1%). According to the recent national survey, it takes over ha.lf 
an hour of travel (by foot and on buses) for most rural women to 
get to the nearest source of contraceptives. The averagg time to 
teuporary methods is 42 minutes, while the average time to 
permanent metho:ls is 86 minutes. Public sector facilities are the 
llBin source of contraceptiol'l1 however, SDA. is second, followed by 
pharmacies. Urban access, in contrast, was much better. It is a 
positive camnent on t.~ir desire to use contraception tl1at only a 
SIllt:lll percentage of rurnl ... ~n cited access as a a:mstraint@ 

e} lack of Kno.'lledge arout her C»Kl fertility: Perhaps the most 
subtle but greatest underlying barrier to use of mcrlern 
contracept ion \..as not specifically listed by women as a 
(X)n.str~int. That is the Salvadoran women's lack of ~ledge 
about her OVID fertility cycle. Only sixteen percent of Salvadoran 
women (twelve percent of rural ... ~) understand their fertility 
cycle arrl can correctly identify the ~ve<=>j; in "Jhich they are most 
likely to become pregnanto EVen among ~n with over ten years 
of education, nearly seventy-five percent do not urrlerstand their 
IJdn fertility eycJ e. This lack of information makes a wam:m 
powerless in decisions about her body. If women do not "krlcwl there 
is a fert i 1i ty cycle, much less its t imi ng, they may ~.. abJut 
the exi stence of nodern contracept i ve met.ho::ls but they cannot 
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urrlerstarrl ho..., each works or decide aro.ut fh.e nuroerouq q:>tions 
avai lable to tht:m!. Ttose ~..al:ten who for religious or other reasons 
reJ.y on rhythm (which is as COITJIron as the use of condoms) or 
~lithdrawal (the fifth IIOst COllm:>n metho1) oannot possibly do so 
effectively. It is no wonder that vv'Oil1en have l""10 confidence in 
these methods and that they are associated \lnth a fatalistic 
CUt.lodh on Ii fe • 

f) Male attitudes to'vard the! oontro1 of t.he~ir ry:Kl ferti li ty: l-1en 
feel that control of fertility is the ~JOInanIS responsibility. For 
this reason as well as others discussed above, malt':! use of 
contracepti.on is lONI only four percent of cnntraception is 
provided by vasectomies. Ho.<rever, there is some indication that 
male awareness of contrdception has increased in recent years. 
From 1985 to 1988, the use of withdrawal increased, arrl the u~.e of 
cordane; tripled. vbren also share the idea that contrace?tion is 
the \\QnCL,;'S responsibility. Only a snall percentage c.f rural 
WJr.1lel1 in union who ~uld like to use m::dern contraception in the 
future would urge their pax"tner to seek male steri lizat ion. 
Cbrrloms are still unpopular am::>ng v..'OiIlen as Hell as IT'.Bn. 

5. Th::>se which are eX?3e!1OUs to the Project:. 

a) Vbwn IS eduC3.tional status: ~'bme.n I s educational status is 
also directly related tc the use of rnc:rlern ccntracept ion. The 
recent survey showed f"::>rmal education to have a positive impact on 
the use of terrporary met.ho:1s a.rrl a negative impact on the use of 
sterilization. Although this variable is outside the so:pe of 
this Project, studies h3.ve sro.'m that women (including rural 
vJCrn?.n) are beo:ming more educated. Young .. ..'C>l:!len in El Salvador 
between 15-24 years of age r..,we had on the average between 4~9 
years of formal educat ion, compared wi t.h older v,'Offien v-mo have had 
0-3 years. According to the recent survey, most of th..e ~..omen not 
using modern o::>ntraception who vlant to do s-o in the future are 
yotln3 homen, 15-29 yea.! s of age. Desire for contraception 
incr~ses wi t.h the sducat ion.:ll level of the you.'"1g h'Ontan. 

b) Economic and eI!J?loyment Sltatus of \""Oilleru '!'he economic and 
employment status of a ItJC!llla.l1 also affects h<:!.r reproductive 
behavior. One of t:.l"1e reasorul given by rural \,.;omen for r.ot using 
rocrlern contraception VIas the cost of the met:hod, vlhile the 
principal reason given for errling childbea.rinq has economic 
difficulty (64%). Interestingly, this reason 1rlaS not associated 
wi th greater numbers of chi ld ren . '1'hose ci t ing eo::xlOun c 
difficulty most frequently \.'I€'.re younger \'v'C1Ifli€m l7nth bJO or three. 
t'-Wern cont.raception is also used. rrost oft6.1 by \';omen wi t.'1 
ernplo.rment outside of the home (64%). Empl<JY6d women used all 
methods more frequently than unenployed yl(mlSn, but the greatest 
increase \-cJaS in the rate of steri lization. although these 
variables are also outside of the scope of this Project, a 
p:::>sitive note is the awareness }'O'ng \-'"IOll1eIl have of eo:>nornic 
pressures ar:d tJ1e nee.j for contracept ion. 
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c) Cbnflict and mistrust in rural areas: '!he amount of 
sociqpolitiaal conflict in El Salvador will affect the rate of 
{Brticip3tion in the Project, not only of community meJnl:Jers who 
are potential beneficiaries but also of SOh health promoters. 
Violence in a ocm.nunity will oause both promct.ers and community 
InelIIl::>ars to resist i!'!teraction, particularly in groups. This is an 
iiipOrtant variable which is also exogenous tOt the Project. 

d) Providers of birth spacing am health carer There are four 
sources of birth spacing services currently available to high risK 
rural families in E1 Salvador, 1) traditional birth atten:iants 
(TBA IS), 2) MOH clinical and outreach services supported by 
lNlCEF, USAID, curl PAHO, 3) SD1\ communi ty-based distributors 
(CBDs) supported by USAID and IPPF, and 4) some private voluntary 
organizations (Save the OJildren am others). Each provides 
different services to rural families, and each provides only 
partial geographical coverage. 

TEAs are the traditional source of obstetric and gynecological 
care in rural canmunities. Th~y have long provided women with 
he roo 1 meth:xis for controlling fertility, prenatal am p::>stpartum 
care and attention during births. In recent years, the MJH has 
trained a large proportion of these rural TBf\ I S in m:x'lern medical 
techniques. M)H services to rural areas also ronsist of nearly 
600 rural health prorroters G These prom:>ters make household visi ts 
in which they provide same preventive and curative care. They 
also refer cases needing advanced clinical care and those 
interested in modern contraception to the nP~est MOH facility. 
Contraceptives provided by the MOH are currently distriblted in 
the clinics free of charge. The rural outreach program of the 
Salvadoran Delro3raphic Association consists of 800 Cbmmuni ty BaS€d 
Distributors Who sell contraceptives (condoms and pills), provide 
contraceptive education arrl refer cz.ses nee:hng clinical care to 
one of four urb:m Sl}1\ clinics, or to an "'101 facility. 

I 11. ANALYSIS OF PID.JEl:T DESCRIPTlOt'l AND ELEMENTS 

A. Brief Project Description 

'!he Family Health Services Project (519-0363) of the Salvadoran 
~raphic Association (SDA) tn.ll continue to support current efforts in 
birth spacing a!'rl will expand coverag1e of family planning and 
maternal-child health preventive services to rural and lMI'ginal urban 
areas areas through the priv;:.te sector. 'Ihis will be accomplished in the 
marginal urbm areas by: 1) expanding the array of clinio:il services 
currently offered in the four outlying clinics, 2) creating four new 
urban satellite clinics serving the San Salvador clinic, and 3} creating 
urban distribution sites (puestos) in C'OlI!mCrcial areas of San Salvador. 
Rural expansion will oonsist of 1) decentralizing the service delivery of 
the Salvadoran Demographic Association, 2) integrating preventive 
services in MOl into sm birth sf"':"lcing activities, 3) exp:mding the so::pe 
an:] gecqraphical coverage of the ~ I S rural communi ty-based distributor 
program, and 3) developing a physician referral system. 
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'!he str3tegy of this Project al30 includes <:;upport to research 
activit5.es which will provide new information nbout ~JPeCific 
contraceptive methcds, and national-level data on fu~ IlOst irrport:;mt 
issues in maternal-ch.ild health am b:i.rth spacing. 'Xhe results of these 
stooies will inform the development of the project, identify significant 
policy issues, and provide data for evaluation of impact. 

LISAID will also support institutional development activities urrler 
this Project which are designed to iOC':':'fl,.ase the financial sustairubili ty 
of sm. 'Ihis will include: 1) development of a Central Referral Center 
arrl Day-care Surgical Unit, 2) expansion of the socia.l mar'l<eting progra;n, 
and 3) testing of a variety of pricin<;:! strategies and SDA employee arrl 
physician payment mec.hani sms. 

The COtmlunicati,)OS strategy of thi;; Project is ji vided 
oonceptually by sm into four parts: L \ format ion, exmnunicat ions I 
training am education. Infonnat i.on consists of printed naterials which 
are distributed throughout the SM system. The rural health promoters 
wi 11 have these avai l.'lble to use as tE~ching aides. 

Communication oonsists of mass media spots using television and 
radio. The stratey in communication will involve the develcpment of six 
new spots for both media, and increased contr0ls over when the spots are 
ai red. Training will take place with SDA staff am wi tJ'I other 
institutions and providers. 

The training strategy is to improve SDA functioning, staff 
kn:Jwledge about the new rural errphasis and the integration of birth 
spacing with other MCH interventions, and proficiency in the 
implementation of new teaching and clinical t~iques. It will also 
strengthen SDA I S comnitment to rural E!xpansion of services by providing 
rural prom:>ters from ot...'l)er institutions with training in birth sp3cing 
education, am by training men to forIll "satisfied users" groups in rural 
and urban areas. 

'!he strategy in public education is to strengthen am reorganiz,e 
SDA ruraJ outreach staff, train them in educational techniques, and 
increase the nwnbers of rural promoter'3 (I1O'FI C3l1ed CBD.s ). 'fuis 
increase will be C(X)!'dinated with othE~r private and public institutions 
providing rural outreach services, an:::l will be desiguoo not only to 
ilIiProve access in rural areas but also to diversify services by 
integrating birL~ spacing into MCH. 

B. Beneficiaries 

1. Determimtion of need 

'!he neil enphasi~ on exterrling .rural cove:cage \\laS determined by 01e 
rE:sults of the recent national d~Clphic and health survey (FESAL, 
1988)' which showed knowledge of nodern contraception to be nearly 
universal in rural areas, but use to be lCl't'l. '!he decreased errpmsis 
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placed on female sterilization was also the rp.sult of this survey which 
fourrl the use of tenporary meth:x:b to be very low curl the fertili ty of 
yeung rural \cKIOOn to be high. The decision to re-coocaptualize fami ly 
planning by focusing on birth spacing am integrating it into broader MCH 
services was one which \-.TaS taken by SDA and USAID personnel, oose-1 on a 
desire to place modern contraception in a more realistic context for 
~n. 

2. ~ participator profiles 

'!he new project is defligned. to serve all \;anen in fertile age arrl 
all men in El Salvador. Special errphasis is placed on rural and marginal 
urlY-m populat ions. 

In rur&l areas, the female participator is expected to seek L'1e 
rural prorn::>ter or be sought out by the rural health prorroter for ei ther 
birth spacing or f'lCH services. If seeking birth spacing, s~ will be a 
w:man in union or active sexually beh.'t.>en L'I)e age of 15-44. She will at 
first be a woman ov~r 24 y~'s of age, with two children, who wants 
iPtormation or referral ~lt female sterilization or the pill. However, 
it is h::>ped that this Project will increase the number of young rural 
women (15-24 years) who will demand information and referral for 
temporary methods. 

'!he male participator in rural areas is also expected to be sou:Jht 
out or St.--ek the rural heal th pr-omoter for ei ther bi rth spacing or .M::J1 
services. As the project has not focused on men until OCM, most will 
prorebly have to at fi cst be sought out. '!he male p.3Xticipator \Vi 11 be 
of a.'1Y age, in union or active sexually. As with the ferrale 
participator, it is hoped that an increasing number of young men will 
seek tenporary methcrls. It is also hoped that an increasing number of 
men will seek vasectomies. 

Penale arrl male part i cipators are also expected to seek SDA nrral 
pr~ers for preventive services in nutrition, diarrheal disease, 
respiratory infectiong, arrl inmrunization. These will be families \.n. th 
young chl.ldren W1der five years of age. M::>st will be provided \.'Il.th 
education, while soma will be given oral rehydration salts or vitamins, 
and some \vill be referred to sm clini~ or other providers. 

3. Participation am Cbordination 

SDA. personnel on all levels \"lere integrally involved in the design 
of the Family Health Services Project. Rural families were not directly 
invol ved, l'tow-ever the information they provided to interviewers during a 
series of national de7rographic a.rrl health surveys fonood the basis for 
the project strategy. '!be ir.formation they cnntinu€! to provide in 
subsequent studies am as ?coject pazticipants or b?.neficiaries vlill 
cnntinue to be the rose] ~~ for Project evalu,3tion and future direction. 
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4. :-1otivation and incentives 

IQrral \>.Omen arrl men are expected to continue to VBl1t birth spacing 
and l-Oi services because the majority in all gecqraphica.l areas and am:mg 
all ages do not ~~t to get pregnar~, and becauoc their children continue 
to have high rates of infectiot1S disease and Uliiemutrition. 
Contraceptive methods provided by SDA rural prorolers are lee!} expensive 
than toose of the I-tinistry of Health when the oost of :.ill r-o-I consultation 
is taken into account. SDA services arc also rrore accessible sinc-e L'1e 
SOA rural promoters are members of arrl live in the rural area, rather 
than caning in for a visit periodically. SDA also provides private 
transportation for rural patients going to and from its clinics for 
steL'ilization. The addition of other !-iOi services and decreased enphasis 
on sterilization is also expected to increase the contact SD,i\ prOlIOters 

• lMke wi th rural families, thus increasing the cpportuni t.y for d~.scussions 
about birth spacing. Families are expected to like nutrition services 
such as growth rroni tor ing, free vi tamins for chi ldren and pregnant 
~n. 'fuey are also expected to like education on respiratory 
infections and diarrheal disease, and the provision of free oral 
rehydration salts. 

IV.· sec I OOJL TUAAL F'F..AS I B I LI TY 

A. Relationship of Soci<X'-Altural O:mstraints to the Project 

1. Molescent curl YOlf!3 Adult Fertilit:l 

The are3 of adolescem. am young adult fertility has been weaker 
than it sfould be given the tremerrlouSi need in this area, During the 
design of. this Projl3Ct, snr.. educat ion and training st.aff suggested 
several pro:Jrams aimed at adolescents arrl yoong adult.51 however, these 
were token efforts (TV's in public places, lectures) directed at i:.he lo.v 
risk population (~lo'joo urban adultEJ, adolescents aver 14 years of age 
still in school) whose impact ~.JOUld bE~ negligible. Under tl'tis P"roject, 
materials and spots will be ..ieveloped specifically for these groups. 
lbwever I the delivery mechanism c": thE~ Project deals with 3dolescents c.n::l 
}/':JUl19 adults only as members of ~~ male and female population in 
general, rather than as a priorhy group. Focusing effol:ts on this group 
would irrprove the impact. of Project activities on reducing fertility. 
Tlus will be addressOO by the technical assistance tt.~. 

2. 1-1en 

The s~r~ addressed m:>st thoroughly by the Project is that of 
men. 'Ihe Project will ofter not only materio.:s and 8p)ts developed 
especially for men, but also clinical services for Jru,m arrl a rural 
outreach program implemented by men which will reach men through groups 
of "satisfied users." 
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3. FeaTs 

Fears ab::>ut contracept ion and ignorance abJut ferti li ty are an:ong 
the nost serious barriers to the use ()f mcdern oontr.~ception arrong all 
dge groups arrl arrong men arrl v.anen alike. Acti.vities designed to la .. Jer 
these barriers \.nll be provided to an increasing number of rural men and 
v.oro.en in fertile age thrOLJghout the life of the project. One cann::>t 
stress the importance of strong progrcumning dealing with these barriers. 
Lowerir.g them will require intensive effor1'5 in interpertronal ed\.lC!at ion 
reinforced by printed and broadcast wi.lterial. A f~~ pamphlets and a 
sirrple negation of. fears will not do the trick. Thus, this area too rust 
be continuously rroni tored bj the ProjE..:.ct implernenters. 

B. Identification and Discussion of Project aS9~tians relaterl 
to Svciocultural Feasibility 

The following discussion is b3sed on three aSS'..lIT!ptions which 
urrlerlie the Project description in the fim 1 Project Implementat ion 
Dx.ument: 

1. ~ct of the Pr0natalist Constraint 

'lh.is hal der can be decreased 'by increasing w"rlerstariiing of the 
economic am health benefi ts of family planning. J\lt.hough this is true, 
it clearly is not sufficient. Salvadoran vJOmen increasingly uOOersta.rrl 
the relationship bet ..... een fertility ard eooronics. Most of the hanen who 
decided to terminate their fertility did so for ecxm::mic re::lsorlS, and 
outside enployment was fourrl to be strongly co,-·rclat83. w"i th use of rIlJd~n 
contraception. Nevertheless, this uJ):1erstarrling does not in itself 
override otJ'1er proMtalist concerns involving religious beliefs anj 
individual value withir the o::mmunity., 'ITluS, the reason for a major 
Project focus on a combination of intt:~rated family planning, fvKl1 a.Irl lEe 
activities. 

2. Integration of ~ Service~; with. Birth '?e1cing 

It is true in a sense that the integration of these services will 
make family planning rrore attractive to potential users1 'ha,..>ever, the 
incorpcn.tion of other-tffin-<XXltracept:ive servlces into SUA rural 
Olltreach SIDuld inprove the accessibility of SIll\. o::ml:raceptive services 
in several I1'Ore inportant ways. First, tn rural 'areas, SQ1\ is perceived 
by sane as only interestej in pushing sterilizat ion. Incorporation of 
IlDre MCli selvices will p=esenting a more acceptable, humanistic iInClge of 
SDA to the community. Seo:::>rrl, it \Oflll also allO' .. l \\D[!len (arrl men) to 
visit the SOA. representative for a range ~f HOi activities rather than 
for C0ntraception alone. '!he w.:man who does not \<..PCUll: her neighbors to 
krDW sr..e is see'i<ir19 contraception can say she .,..~t to the SOA 
representative for other services, ~Jhile the \\al'lan who 90Gs to the SDA. 
representative for Mal services \"lill eLlso be exposed to information and 
edlra t ion a.b:>ut n:o:3.ern contracept ion. 
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v. ESTIMATES OF RUAAI... IMPACI': ACH1 EVEMENr OF BfOlill SFrroAAL GOALS 

A. ~al Cbmmuni ty Invel vemont 

1. Determinants of Involvement 

llie degree of rural OJrnmUnity involvement affected by the Project 
will vary according to several factors i.n i ls implementat.ion and location: 

a) Olaracteristics of the SDA outreach worker: One of the most 
irrportant potential determinants to community involvement ;;'S the 
irrlividual selected as the SDA cammuni ty prowter. '!his 
individual's religious affiliacion, economic status, time 
availability, marital status, educational level, ~,rillingness to 
v.Drk, resic aptitude as an educator a.rrl leadershlp starrlir)!) in the 
conmunity will all aff~t the level of community participatiOf' in 
the Project. Thus, it is of the utmost i~tance that the S~ 
ch:::Dse these outre.a.ch personr~l carefully. MaxiITUIn particip.:1t ion 
will OCL~ where the S~ pr~er: 

i.) is female; 
i i) is of no particular (or so:ially marked) religious persuasion, 
(particularly in those communities where religious division among 
Catholic/Evangelical lines is a source of tension) 1 
iii) is from the mid-level ecDn:Jffiic strata in t.he cOl1lnunity; 
iv) is ideally between 30 to 50 years of age with groHn children; 
v) is excited about the Project activities (and receives 
suf ficient supervi sion atrl training); 
vi) has at least three years of formal educatiof1; 
vi i) has a previous reputat ion as an upstarrling illember of the 
cammmi ty and sante apt i tme for teadung; arrl 
vi i i) has no fear, or shame a::xnmon am:::>ng rural WQIDen, arout 
speal<ing to irrlividuals or groups. 

b. The deJree of viol~ in the area: OVer the life of this 
Project, sm plans on ext~nding rural coverage to 750 new villages 
in areas which are. llI"rler-served and at high rlSlK. 'Ihese villages 
are usually located in semi·~conflictive or formerly conflictive 
areas. If the violence does not decrease over this five year 
perico, or indeed increases, Project expansion will be seriously 
constrained. Not only might SI).l\ personnel not be allowed into 
t..l-tese area; even if they are admitted, few villagers in these 
areas wi 11 Vlant to act as SDA ccmmuni ty organizers or even group 
participants for fear of being labeled subversive by one side or 
the other. 

c. 0:Jtmmnity characteristics: Several characteristics of the 
rural ccmmunities themselves will also affect participation. If 
the o:.::mnunity is divided strongly along r~ligi()usl eo::>nomic or 
other lines, the chance that pa.rticipation will be negatively 
affected increases. If the SDA comnru!""..ity outreach person is 

\ ; 
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allied with one factic.'1 or the other, the Project will also be 
associated with that faction, limiting ~ticip;ttion in the 
Project by members of the other group(s). Un for turnte ly, 
di visions such as these are very earm:>n in rural areas. '!hey 
often follow kinship lines and are lOJ"19~starrling feuds over many 
generations. They are also not readily apparent to un-trai.nerl 
outside observers, am may be unreo:Jgl1ized during ccmnuni ty curl 
outreach ~orker selection. 

2. Probable D:egree of O::mnuni ty Involvement 

Those ca~ities expa-l"iencing little political violence Who have 
few internal divisions am a gocx:'i (and well trained) SDA outreach \\Orker, 
may be expected to have maximum community involvement. Of the total 
1,550 SDA communities projected by the end of thA Project, 400 will only 
have a CBD (contraceptive distributor), as many as 400 will be retrairJSj 
exist.i.ng COOs arrl 750 will be new. 'Therefore, at its best the Proje<'t 
will have 1,150 rural o:xnmunities with maximum involvement. As internal 
divisions are corrmon, perfect SDJ\ outreach vlOrkers h2.!'d to find, arrl lIDS': 

new villages will be in semi-oonflictive areas, a more realistic esti~~te 
is th.:lt a third of these, or a total of 384, will be such that m3.xirrum 
involvement is possible. 

TO estimate the probable nuffiba~ of ~ty participants, let us 
assume then that the number of Project villages is divided by level of 
involverent into thirds (384 on each level). According to SDA outreach 
personnel, the average number of participants for an existing CBD 
(community distributor providing no MOl services) is 35. 'The addidon of 
MCH services should increase participation by at least a third. 'This is 
~ cor...::ervative estimte. Therefore, the minirrum participant level for 
the new outreach worker would be roughly 40. At a lMXimum, p:lrticipation 
\\QUId double to 75. Let us say that 55 is the medium participation 
level. This would yield a total of 13,400 partiCipants from minimum 
level vill~3es, 21,112 from medium level villages, and 28,800 from 
maxiIlltlIn level village. This is a tote'll of 63,312 nrral participmts from 
clle birth sp:lcing/MCH workers of the rural c~utreach program. To these \.'Ie 

then must add the 30 participdIlts of €~ch of the 400 rural promoters 
which remain only CEDe. 'lhis adds 126 000 participants, bringing the 
conservative total to 75,312 by the end of the five years. 'Ine Proj~~t 
goal is an additioflal 80,000, which i!J entirely feasible. 

\,,Je should keep in mind that not: all of these part icipa'1ts wi H be 
using SDA services for oontraception. Most of the inl tial increase in 
participants vlill be due to t...he additional array of services in Mai, 
especially those which are irrmediately nost attractive such as seeds for 
gardens, ORS packet9, arrl vitamins. In those CQim[illnities where group 
educational sessions are possible, these sh:>uld also increase the number 
of participants. 
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3. Possibilities for Diffusion 

Urrlerstanding new concepts delivered lJj the Project takes tine. 
Just because someone pi:1i"ticipates in the Project does not mean that she 
grasps the COl-x::epts, much le!=!s incorporates them into her behavior. 
'Itose \Ollen seeking birth spacing from the outset can be expected to 
listen to oonceptual information am incorporate this into their behavior 
rapidly. '!hose seeking MCH services can be expected to listen to t.he 
information related to What they seek and \i£ it is presented ooocrectly 
and in line with What they believe) i~porate these ~~es into their 
behavior. L'1COrporation of birth spacL'19 information by the new 
part icipants to !-...he rural outreach project \.Jho are seeking PIal services 
is more proble>..IDaticnl. In contrast to those seeking birth spacing, this 
ne'i group may be against mcrlern contraception or urrlecided. '!hey will 
nero time to be approached arout this subject arrl persuaded (if they ever 
are) • 

Diffusion of these new concepts a.rrl behaviors into the rest of the 
'XmllUIlity and from ccmnunity to community also proceeds slowly_ 
Divisions within arrl between communities in:pede this process as those not 
associating with participants wi 11 not be exposed to the new ideas. Even 
in camnunities vme!'e few serious divisions exist, diffusion generally 
proceeds along exterrled kinship lines and these irrlividuals see mst of 
each other, seek each other I s advice arrl speak mst frankly wi th each 
oilier arout intiID3te subjects such as health and fertility. 

Acceptance of idees a.rrl diffusion also varies by subject matter. 
Easi ly urrlerstocrl concepts which fi t vii. thin local conceptual structures 
spread rapidly. One might expect rapid diffusion of infomation aix>ut 
gardens and vitamins, for example. On the other hard, those v/hich 
require nejar behavior cl1a.n3e arrl/or do not fit within loc.a1 concepts 
will be much slCMer. 'lhese will include changing attitudes ta-Jard using 
pills d~ing lactation and male demarri for sterilization. 

For thi s reason, the way in \'ihich new ideas are introouced has a 
huge inpact on the rapidity of acceptance arrl diffuEI::'on. f'c\r exarrple, if 
\\'Omen are convinced that. the pill is too ''hot'' to use during lactation, 
one sIDuld not try to convince them that it is not, tackling the whole 
'~t "/IIcx::>ld" humoral theory of diseasle is a losing battle. It would be 
better to enphasize the other methoos of contraception are available arid 
are not too ''not II for the baby. 

4. Probable Inpact on t.he Hi9h RisJc Pcpulation arrl Major 
Indicators 

a) Impact of birth soacing ac:'.;.ivities: Use of modern 
o::mtraception has a direct po~;itive impact on the vJOmal1. If she 
is an adolescent, she delays childbearing and is given rore time 
to mature (including attend school if poc3~ible). If she is a 
yotlI)1 WC!ffiaJ1 in union, it allov.e her to space births, giving her 
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b::dy a chance to re<x>ver between births, and giving her time to 
spend on her existing family or seek outside emplO'jfllent. If she 
is <1l1 older waren, it allows her the benefits of use Uj a younger 
~ if she chooses birth spacing, or it aHalls her to termirv.l.te 
childbearing once her ideal number of children has been obtained. 

Use of modem contraception has an indirect !X)sitive impact on her 
partner, her children an:] others. If she is an adolescent, her 
partner is given mor.e time to mature (including attend schcol), 
one possibly low birth v-o.eight birth has been avoiderl, and her 
parents are spared the burden (as well as the joy) of caring for 
an infant. If she is a young ~ in union, the oouple is given 
rore time to spend ~ri th existirq children and less ecunomic atress 
is placed on the family unit. If she is an older woman, the 
benefits to the couple are similar to thJse of the }ounger couple. 

Project activities in birth spacing, then, may be expectErl to 
influence maternal, infant and ~~ld mortdlity, as well as 
errployment rates, sch::x>l atterrlance am edL.'Cational levels, and 
economic status. 

b) lnpact of materrk1.l-child health activities: The HCH services 
in diarrheal disease, acute respiratory infections, nutrition and 
irrmuniz.3.tion which will be added to birth spacing services in 
rural areas will have a direct impact on the participating 
family. The average .. 'Ural participant family will probably be 
made up of two adults and two to three children, tvlO of whom are 
urrler five years of age. All members will benefit from an 
understan:ling of oral rehydration Ralt (ORS) use, and educati'.)D 
al::o.1t hygiene am diet during diarrheal disease. All will also 
ber.efi t from education which teaches them to recognize the danger 
signs associated with acute respiratory infections (pneunonia anJ 
bronchitis). Activit:i.es promoting irrurunization should benefit 
children urrler five. Those associated with nutri tion (home 
gardens, prenatal nutrition and promotion of lactation, child 
nutrition, grodth monitoring, vitamiriS) will primarily benefit 
pregnant and lact:lting women and children under five, though the 
whole family will benefit from home gardens. Project. activities 
in PiCH, then, \tnll also influence maternal, infant a.nc1 child 
nortality rates an::1 nutritional status, as vJell as morbidity and 
IlOrtality rates due to diarrhea, IRA and immunizable illnesses 
among children under five years of age. 



ANNEX F 

F.4 AI.:MINI srAATIVE ANALYS IS 

The purpose of this analysis is to assess the administrative 
capabilities of the salvadoran Dem::qraphic ksociation (Sm) as 
inplementor of the Project an] to determine \nether t.he speci fie 
irrplexoontation plan, Section V of this Pap=>..r is likely to be workable. 

Strong administration requires capable hum:m resources and 
efficient systems. The review of these incltrles sm's legal status, 
organization pattern, management arrl staffing, financial status, 
administrative an.l financial systems, planning, lIDnit.oring aril eva::"'u~ting 
systems arrl human resource management. 

SDA -nas been providing a broad range of fami ly planning s.~rvices 
for ffiCL'1y yells. It has successfully develope1 volunt.eer groups to help 
prolIOte an:j provi1e fc;mily planning services. It is well Kno.4!1 ar:d 
res[,)eCted in the country through the name "Pro-Familia." It has 
organiz~ rural oJtreach programs anj its success rates (e.g., CYP) are 
a.nnng the best in this region. 

A. Legal Status 

'The Salvadoran Derrographic Association is a rY .. m-profit 
organi~tion formed in 1962. It is an affiliate of the IPPF. 

B. Financial Status 

SDA receives donations from irrlividuals, firms, sponsc-rs an:] 

jiverse international organizations including IPPF, l~, USALry ani 
others. Over the last six years SDA. has received ma:ior graT1ts from 
USAID, specifically t~ough Projects 021U and 0275. In 1982 and 1983 the 
organization received al::out $1, 200, COO. From 1984 to :987 the average 
anount \fIas approximately $l,800,COO p€~ year. Between 1988-89 the a.ITOUT1t 
W':iS $3,800, 000. SD1\ 's past abi li ty to manage these t=t1..rrls has been 
acceptable, although the increase in 1988, and that currei,tly Pl'OP::>sOO in 
this Project will require technical as~istance in order for the Sl)A to 
improve its absorptive capacity. 

c. Pattern of OrganiZ3tian 

The General As~~ly elects a Board of Directors Which designates 
primary operational responsibility to an Executive Director Who oversees 
four departments. 'Ihese are: 

a) Planning, Evaluation and Researc.'1; 
b) Administration and Financef 

\ 0,-{' 



-2-

c) I.E.e (Training, lEX:!, Research and SMP), and 
d) Medical Clinics • 

. 'n1e Board Members change frequently (i. e. I every b..'O years), :l11 
the current members ~-'ere elected in the last election. This suggests 
t.hat the specific knowledges and skills \'mich these leaders bring to 
their new responsibilities may be heterogeneous. Systematic orientation 
and training programs do not exist for new Bc3.rd Members. 

The Board of Directors delegates operating responsibility to the 
Executive Director who supervises Department M:magers. The Ibard's role 
is active and participatory, it pays close attention to the operation of 
the organization. Board members establish policy arrl presumably leave 
implementation to the Executive Dire~tor and Staff. However, in S~ a 
chronic problem is the terrlency of the Board Members to become directly 
involved in technical issues and operating affairs and thereby inhibit or 
distllI"b the normal functioning of the departments. 'They also become 
involvo.1 in procurement and hiring, atte!Ipting to influence choice of 
sources of suppl ies arrl services. 

Because of the nature of its evolution, the SDA organizat ion is 
clear a.'i<1 simple although highly centralized. M::>st irrportant decisions 
occur in the main office in San Salvador Where all information is stored 
(except patient records). For example, the Director of the Rural 
Distrihltion ProgrQID does not have control over t.1!at department's 
budget. This may be oonvenient for fiscal centrol and rapid decision 
making, but it means that many decis,ions often do not respor.d to the 
speciflc conditions of the clinics and other dependencies, particularly 
in rural areas. Centralization is not conducive to e>Cpansion of 
act.ivities, one of the major SDA objectives for the next five years. 
This restricts delegation of authority limiting <:::p?ortunitiea to incraase 
pDDductivity and improve staff morale. 

The specific nature of the depa.rt.ments curr~ntly included in the 
sm management system "lay be improved througli a recent suggest ion to 
reorganize theM. For example, the differences between the financial, 
administrdtive and accounting functions should be more clearly specified 
because management by objectives currently is not feasible ani the 
budgeting approach being usOO is ant.iquated and establishing fixed and 
recurrent costs difficult. '!he functions assigned to the information and 
communication departments are not aCleqtlately differentiated from tl'loe..2 
which should l(J3ically pertain to education and training. t~ of what 
is community information involves training, and many training activities 
involve sinple dissemination of information. 

The nature of the general experience of the managers and the staff 
contriootes to cperation on a progra.m basis rather than by strategic 
planning wi"""" a clear understanding of the specified goals and objecti-ves 
arrl the methodol03i.es for achieving them. Slnrt-te.rm perspectives 
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prooominate in scheduling and completing acti vi tiesl programs are not 
evaluated against the yardst ick of strategic plans. f!oreover, the lack 
of clear procedures, jOb descriptions, monitoring systems and 
administrative guidelines inpedes the ooat eff~tive eJrpansion of 
services. Thus, '!he Project includes technical assist..ance to enable SDA. 
to rrake needed organizational changes .• 

In sunmary, the existing organizational structure inhibits 
coordination of activities between the four depart.t.nE!nts, four clinics and 
the rural distribution office. Therefore, this projE..ct will incltrle 
support for cha.r'l<3es to this structure. 

D. Administrative arrl Financ:ial ~st~ 

Financial Cbntrols: snr-. has atdequate financial and nanagement 
capabilities to plan and budget for the proposed activitie~ of the 
Project, particularly if provided the technical assistance proposed to 
rrodify current operating systems to meet the demands of thE! expanded 
program. Adequate controls to safeguard am account for Project 
resources are also in place. A cash control system exists \,fl th standard 
operating procedures to account for disbursements (i.e., required 
signatures and initials). Each program has its separate bank account. 
Issuing checks requi res approvals arrl si.gnatures from appropriate Sl}h 

personnel, wh::>se signatures are controlled by the InternaJ. Auditing 
department. '!he cashiers office issues checks only if documentation is 
correctly certified and includes the ~rect initials and signatures. 
Internal accounting operating procedures are strictly enforced by the 
Interro.al Auditing Department. Perio::lic internal control auai ts are 
cx:n:1ucted at all levels to ensure that all safeguards and controls are 
strictly adhered to by the enployees of 8m IS Admin:istration Department. 

The £0110;..[i03 key controls \v'ere evaluated to determine o:::mplia.nce 
with sound management practices: 

a) An organization chart is d~ed and up to date! 

b) '!he SDA aco::JUnting system COiiplies with generally accepted 
accounting principles and with the local gov~~rronent I s legal 
requirementst 

c) '!he account i09 manual conforms with the chart of accounts, and 
adequa tely explains c..ll CiCCOl1l'lting applica lions. ifue manual has 
been legalized by the appropriate government of El Salvador 
Offices; 

d) Internal cash controls ar:d disbursement proceduref; exist with 
adequate standards in place to account for disbursements1 

e) A current list of signatures and initials required for 
disburs0IDents is maintainedr 
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f) 'llle sm system for issuing checks requiresl appropriate 
signatures and appvovals and iSI controlled by the Internal 
Atrli ting Department1 

g) 'the accounting and treasury functions are well defined, and 
segregated; 

h) 1'he routim procedure for disbursements of over ¢3oo is by 
check; 

i) Petty cash controls are adequate with a limit of ¢299.99 
wi th the account reconciled on a regular basis; and 

j) Personnel atterrlance is Yv'€!ll documente1; however, not 
segregated from payroll preparations. 

SDA has irrproved its capacity for aCCC'Alllting control by installing 
a data processing package provided by TECAPRO which contains the modules 
required to keep records and provide reports on progra.n costs. The 
Project provides a long term national logistic and international 
financial advisor to ensure SD.l\ systems are apprapriate for expanded 
program initiatives. 

'The existing accounting system complies with generally accepted 
accounting principles and standards of the accrual method. '!he follO!r.n.ng 
key applications were reviewed in deta.il: 

a) cash payment jou~1 
b) liabilities, i.e., accounts payable journal1 
c) general ledger reo::mciliations to sub aOXluntsl 
d} bank reconci liations; and 
e} journal entries. 

FiMOCial statements are produced on a regular monthly basis 

Procurement and Inventory Cbnt.!~: USAID or an institutional 
contractor \,nll procure services and commodities including technical 
assistance, vehicles, contraceptives, vitamins and other commodities. 
Limited local procurement will be conducted by sm. Procurement is ~ 
by the purchasing department at centrru. headquart'~rs. Depart.ment 
direct0rs make requests for products Olr oorvices. If the products are not 
available at the warehouse, three bide are rolicited and a purchase order 
is issued and sent to the lowest bidder. When the merchandise and 
invoice are recei vea, the goods are checked against the purchase order. 
If the material is accepted the a~anying invoice is sent to the 
aco::>Ul1ting depa.rtment for coding and payment. '!he cashier' s office 
issues payments directly to the supplier. SDA aooitol"s manage internal 
purchasing controls in ~ration with external auditors. For local 
procurements the necessary canvassing of potential bidders ("an be done by 
SDA since they have the mechanism to advertise, selec..t and monitor 
oontractooc performance. 
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Inventory controls are adequate. Periodic physical inventories 
are performed by the Internal Audit Department and the resulting data 
recx:>rCiled with the accounting record.9. 

Audi t: Audit is \1/ell structured in three levelfH 1) internal, 2) 
external arrl 3) USAID. Adequate audit ooverage e.'"(ists wi thin sm. 'me 
organization en:ployees a full time time internal auditor whose function 
is to ensure that the internal oontrols are ·observed and strictly adhere>d 
to. An internal auditing team exists vlhose function is to corrluct 
impromptu audits of different sections ~rlthin the Department of 
Mministration. 'lliese internal checks ensure that the stan::'iard ~rating 
procedures are being fullowed. 

Cocpers arrl Lybrand are SDA I S external audi tors arrl carry out an 
audit o~ a year. 

At present, a non-federal aLrlit is in progress. Preliminary 
findings inclLrled in management letters on internal controls have been 
thor01J3hly analyzed, arrl specific Project TA designed to correct the 
wea.knesses pointed out. A chart showing key actions and timing will be 
prepared for the arrival of the TA team to assure that all weaknesses are 
addressed in a timely fashio~. 

E. !:,llllll'1i. ng , ~ni tor i ng an) Eva 1 ua t ion 

Global or strategic planrdng is the primary responsibility of the 
Board arrl Directors. The Board must redefine i te functions, rights ard 
respJrlsibilities, and the scope of its actions. It must specify rrore 
cle3Ily, and respect the role of the Executive Director, Who rust define 
the roles of the Department managers and their employees. 

Technical assistance will facilitate these efforts. '!he Board and 
Executive Director will receive training in Needs AsseRsment and 
Strategic Planning. TI1e development of SDA's goals and objectives !trill 
be done by the Board of -Directors. '1he Executive Director and his 
Department Managers !;Ii 11 receive extensive training in t.fanagement by 
Objectives (MOO). Implementation, monitoring anc1 smpervision will be the 
responsibility of the Executive Directoc. 

With the 'belp of technical assistance, sm celT. install Management 
by Objectives (MBO) planning, moni toring and ~ision procedures (0\00 
systems to improve operations. Development of such procedures will focus 
efforts arrl solve several of the problems of administration and. human 
resource managell'Bnt. 

F. Human Resource Managemen.t 

A systenatic human resource mcmageroent function includes all the 
major processes and controls requirecl for efficient management of the 
personnel of an organization. Typiccllly, procedures are established for 
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defini tioo of the required fW'lCtion (jcb descriptions), which includes 
the precise specification of the nature of t.r~ skills, lcncMledges and 
attitudes the employee should have to carry out his responsibilities 
suxe5sfully. The combination of fu.TlCtions and requirements, correlated 
with local labJr availability, establishes a basis for remuneration of 
each enployee in a given job. Expectatio..1')S and starrlards of performance 
are: 1) the basis for evaluation of eq:.loyee compliarce and fulfill.ment 
of the requirements, 2) considerations for promotion, demotion, training, 
arrl, 3) as elements in a systematic monitoring and supervision function. 
~es in the goals and objectives of t..l)e organization or the specific 
characteristics of the job, fluctuations in the availability of required 
h1.lnan resources, an::1 other factors contribute to the specification of 
training and development needs which the organization I1D.lSt provide either 
from within or through :relations with other organizations (Le., 
oospitals, universities, training centers, schools, etc). 

sm does l10t rlO;l 'have a CClnlprehensi ve human resource management 
system as described in the preceding paragraph. ThiS):3 'because it 'has 
grO\<-Jn rapidly in recent years and has devoted IIDSt of its efforts to 
project operat ions and has not had .3dequate t iDle or resources to irrprove 
internal mechanisms. Some ini Hal elements exist \<Jhich may be 
transformed into a systeiil, given commit.ment from the Board of Directors 
am provision of technical assistance. 

SDA has four departments. About 190 pecple VK)rk at SDA, inclooing 
20 pal·t-time doctors. AmJng large categories of people are 16 
secretaries, 26 cleani.ng peq>le (ordenanzas), 20 auxiliary nurses, 8 
sales persons and 7 drivers. Some 124 person work directly in projects, 
twenty in project support, an::] 45 in administration, maintenance and 
general services. sm is the third largest IPPF affiliate in the \"JOrld, 
but its staff per CYP ratio is high. 

'!he spirit and dedication of the department managers are 
laudable. '!hey are hard \<v'OX'king profes(jionals \'Iho devote large amounts 
of time to their If.sork. The majority of them have learned tr~ir primarily 
jobs through direct experienceo They cilo not have extensive specific 
training nor the theoretical background normally associated with their 
responsibilities. The mnagers sro .... dEdication am positive attitudes 
toward their \'IOrK. Several of them have various Y.3a.rS of experience wi th 
SQ.\\, but their direct qualifications merit scrutiny. For e.xaI!l?le, the 
Administrative Manager is an accountant., not a financial analyst. The 
person in c'!-;arge of Social t-1arketing mls had no major training in the 
subject. 'the person in charge of educeltion and training is a social 
worker with no specific training in iS~lUes such as i.n.structi~.J. design 
and developmant or educational technology for health. Similar situations 
exist for other major managers within SM, including the Medical/Clinical 
manager who has no t:.-:=tining in Public Health Administration. 

'these deficiencies need to be identified to the extent that they 
impede SOA's mission, and a strategy for reducing skill shortages 
developed a.rii inplemented. Some of the aepartment hP.ads have excessive 
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WQrk loads, partially because of sm's organization and partially because 
of the lack of adequate training. rfhese people sro"J signs of :3tress arrl 
overwork. 'Ihe key posi tiCA"'1 in 5m' s outreach prC9ram, the 
O:::lmwnity-BaBed Distributer (CBD) does not have clearly specified 
functions, oor an adequate definition of his/her role. Historically, 
her f'ulrtion has been siuple arrl uncomplicated. It may not be possible 
for him/her to take on the role of faci li tator, conmruni ty developer, and 
leader inplicit in the Family Health Services Projectl this will need to 
be evaluated as the Project is ilXplemented. 

AlthJugh there is an internal program for personnel training, 
(8S/lS, Strengthening SDA Personnel) it falls short of the expectatIons 
of a systematic training p~ram for all levels of p€rsonnel in the 
organization. ~ purpose of the existing program is to provide basic 
knowledge, skills, and attitudes to the ~ricus participants in the SDA 
pro;rams. It is too general, its curriculum highly repetitive and its 
sccpe limited.. As an example of the latter, within SUA there is little 
evide~ of awareness and use of newer approaches lo education an:j 

training such as needs assessment, instructional design and development, 
systematic formative evaluation am follOtl-up, and many other subjects. 

In addition to the above, tr~ long-term viability of SDA requires 
that -cr..e issues of pay scale and job definitions be a:idressed. There is 
00 persol1.I1el departJrent 1 only one person is in charge of payroll. No 
personnel manual, ccrle or guide for personnel responsibilities and 
related issues exists. Job descript.ions are available for only a few 
positions. Sys~ematic interrelation of functions and responsibilities is 
not ahays clear. FUrthermore, irrlividua11<:novJledge of responsibilities, 
goals and objectives are difficult to establish. It is unclear ha.-.J staff 
members are evaluated an:i held responsible for complying with their 
functions (p3.rticularly difficult ~rithout job descriptions). Providing 
pay inc::-eases or prom::>tions may not be systematically ba&ed on 
performance standards. 

'!he existing pay scale has been develc:ped on an ad 'hoc basis. 
There is no evid.:!nce that a careful labor market survey was conducted to 
establish the basis for existing oalaries. Since few job descriptions 
exist it would not be possible to conduct a systematic ar.a.lysis of 
requirements am local lab:>r supply. 

In sum, sm should have a thorough and \'lYSte!Ietic human resource 
management system. Its development lr"lill require use of tecl>J1ical 
assistance which could begin \vl tn an analysis of existing procedures, a 
systematic \iOrk study, strategic planning seminars, an MOO system, 
revision of training, personnel selection, development of supervision 
systems, just and reason."\ble pay scales, and related issues. 

G. ~i.cal P.esource Management 

SDA sh:>uld develop a systenatic inventory procedure to identify, 
label, value and categvrize all of its physical assets. It should also 
chx>se those which should be depreciated and include the depreciation in 
the overall planning of the institution. 
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l>J'lliEX G. 

SUPPOP'I'ING INrlJH1ATION FOR Pm:rFX:'T DfSCR1?nON 

The sections of this Annex provide additional information to 
define L~e specific programs and activities envisio~l in the project, 
rut which the main l:x::iiy of the Project description did not present in 
detail. This Annex provides more detailed infort:ration concerning: 

G.l selection arrl supervision of ili~ Pro-Farai lia Health Provirjers 
(PHP) ; 

G.2 Possible payment mechanisms for the various Health Providers; 
G.3 The Physician Referral System; 
G.4 Equipment arrl organization of SI~' s t-1an..:. Jament Information System 

(MIS) 1 

G.S cperati~ details concerning thE~ Central Referral Clinic (CRC); 
G.6 Details about Project Beneficiaries, Comrnuni~y Involvement, 

Diffusion, a'1d Irrpact on l'","jor l.rrlicators; am 
G.7 The Patient flow System of the Project. 

G.l Selection am supervision of the PHI's: 

The selection of the new PHPs will be done in a manner tha.t 
requires minimal disruption to the existing CBD network. The'existing 
CBDs who wish to may apply for this new POSl tion. Those who meet the 
select.ion criteria will receive tBining to l...ork as a Pro-Familia Health 
PrClflDter (DHP). 1'h.Jse who do not meet these criteria or do not wish to 
~""oiile 'ill PHP, may continue as CBDs working in their c"Urr~nt capacity. 

At th€ m::>rnent, each of the SUl\ clinics ~s one COO supervisory 
tearn. Each consists of a driver and an auxi1i~ nurse, serving its 
respective group of CBDs (between 150 arrl 250). The prinurl' objectiv~ of' 
the supervisory nurse is to visit each CBD distribution p;:,int, slJ?ply the 
CBD with the necessary contraceptives, collect infonnatLm aJ::out 
activities the CBD has undertaken during the past three nDnt~, arrl rold 
group meetings with community members em birth spacirYj education. 'I'1e 
dr i ver 's primary funct ion is to providE~ the nurse wi th transp:>rtat ion and 
to maintain the vehicle. 

'Ine i?atient Recruiting Team also serves t'P.e rural area am 
consists of a driver and an a'..lXiliary nurse. The team's function is to 
int reduce rural area residents to ten:pc)ra...vy contraceptive methods arrl to 
make referrale to the sm clinics where t~ hlho choose may receive 
permanent contraceptive methcds. 'They do this by making house visit.:;. 
This t.eam is under CliniCCll Services and is not part of tr.e COO network. 

'!his existing field service infrastructure requires changes to 
increase recruiting in the rural areas and to establis~ retter traimTB 
curl supervision rrocooures to increase CBD proouctivity. The current 
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ratio of oae supervisor per 150-250 CBDs results in t<x> infrequent 
contact to ensure quality of service. Urrler the Project, there will be 
four teams for each 8m clinic. Three will have one auxiliary nurse and 
one driver each. One will sinply be a car with driver? '!he drivers trill 
provide education aOO information and distriblte oootraceptives as well 
as provide transportation. The eight dri vera rKJfl 'WOrking at the SDA 
clinics, if selected, will receive a higher salary once they successfully 
coq>lete the trainiD3 required for this job. 

'!he prop:::>sed rn.lIIi::ler of teams will result in '7le auxi liary nurse for 
every 85 PHP am CBD (current ratio is approxinately 1 to 250). '!be 
nurses will be responsible for the oontinuing training and supervision of 
the PHPs am Q3Ds to ensure higher pra:1uctivity levels. 

'lWo graduate nurses and the Prcgram Director Supervisory Nurse wi 11 
report to the sm Director. Each wi 11 be responsible for overall 
supervision of two clinics and will devote 60 to 70 percent of their time 
to continuing education of the PHPs:. The rural outreacn program 'f'li 11 
have 12 nurses (instead of the current 8) available to offer group 
education classes to the coumuni ties. They will also make home visits 
arrl insure that the PHPs and CBDs have educational materials aM 
contraceptives. The driver/educator of the fourth team at each clinic 
will provide supplies to the PHPs and transportadon for ratients who 
nee1 to see a physician at the SDA clinics for either per1lBnent 
aJrltraceptlve methods, or insertion of an IUD. 

G.2 Payment Mechanisms for Health Providers: 

Attention will be given in the Project t.) ilIProving sm's financial 
viability, given that ~laries coru!lti tute a large percentage of the SDA' s 
recurT~t <x>sts, and the quality of service is critiool to higher service 
statistics. The ?roject will support S1).1\ in testing different payment 
mechanisms to inprove quality and increase cost sharing by patlents. 

Pa~nts for Pro-Familia Health Providers (PHF~~ 

Establishing the method of payment for these new providers (PliP) 
requires pilet studies. SDA. does not wish to establish art:! salary that 
CCJ.lld only be sustained while AID l.Wrling suwort is providoo and then 
disappear when the i\ID funding is (:!\It off. SIY\ prefers paying the PUPs 
thrOJqh an incentive system. Whil~! nonpeamiary incentives such as 
shirts, hats, cor.tinuHJg education programs, etc. I have a positive effect 
on u:otivating PHPs, studies have demonstrated that. even a small basic 
salary provides strong nntivation for both prcductivity arrl lc:>rJ1evity 
with the program. It may be most E~ffective to offer an attractive 
program of bonuses 0.>: priz..es that would establish tangible six ronth 
goals for the PHPs to aca::xnplish. This WOlld act as an incentive, but 
not have the carry-over effect of Ct. salary. fur exanple, offering a PHP 
a new Jd tchen stove may be at least as inpelling as a straight salary. 
SDA. will teet various i~entive payments to £ioo the llOSt effective. 
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Selectioo am incentive payment med1arJ.sms for PHPs could inclu::1e: 

a) a screening process in ',mich th:! in:Uvidual must apply for the PHP 
jcb, am pass a test to enter the training program, 

b) a training pr03ram that explain:s the health education information 
PHPs will neErl, how the patient referral process \<K)rks arrl what are 
their basic job respalSibilitip.s. IdeaJ).y, this training program 
\'tOUld be outside of the conmuni ty from which the PHP is recrui ted to 
provide her/him an initial incentive. They woold also receive a 
certifimte or diploma upon graduation; and 

c) a commission for selling contraceptives, since this is one of the 
prin:ary goals of the p.:-o:;rCllli. J-b,..!t,wer I ini t ially cer tai n grCUf>s wi 11 
have to purcffise the contraceptives as they are currently doin::J, 
while otllers will receive them for free to test for any difference in 
PHP productivity. 

'I\tK:> fayment types of incentive programs that will be tested are: 

1. Different types of 'OOnuses for services delivered and costs (such 
as travel) associated with delivering, will be tested. For exanple, a 
group of individuals might receive a set of goals which inchrle an 
expected number of halse visi ts, contraceptives sold, health education 
pr03rams, and referrals to auxiliary nurses and sr-a. clinics. 'fuel' would 
have to atterrl a certain number of training sessions wi thin a six n:onth 
pedal, have a prooete.nnined nun:ber of meetings with their nurse 
St.perviSOL, am proouce refQrts. Meeting established goals would make 
the PHP eligible for a bonus. It may lJe cash or a nonpecuniary payment 
such as a scoolarship for them or a merrber of their family to attend a 
university or a trip for them to attend a seminar in ar.,?ther country. 

2. PHPs \\OUl.d receive a miniImlIn monthly stipend to cover traveling 
expenses to encoura9~ them to reach pat.ients who live further out in the 
rural areas. In addition, they would have the same incentive system as 
Type 1, with annual instead of semiannual goals established. 

Pa)'ment to Physicians am Other Professional~ 

Payment to all new physicians and surgeons at SDA clinics will be 
ei ther on a risk-sharing or incentive basis. In the risk slariny plan 
sm and the physician or surgeon divide the fee charged to the patient. 
In an incentive system the provider receives a base salary (60% of his or 
her total salary), and receives a bonus for the number ot patients seen 
ooYOrrl those necessary to cover the base salary. 

SpP.cialists who will work at the Sl~ clinics (pediatricians, 
obstetricians, gynecologists) also will participate on a risk-sharing 
basis. '!hey will have well equipped offices, and will accept. 'Xlly paying 
patients. fbt.Iever I the fees charged will be less than charged by private 
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physicians in the area. This will provide more acceBs to medical 
services to the middle class patients who em afford a m:x1est fee. The 
pediatricians will \'fOrk a minimum of cl 20 hD'z \'Ieek, thereby assuring 
achievement of a higher q'.lality of service than \'menu as sometimes occurs 
at sm. a pediatrician is only available at the clinic for four hours a 
week. 

The obstetricians/gynecologists ~.ll receive a risk-sharing payment 
for office consultations. They also \Ifill COllPrise groups of 3 to 4 
colleagues to provide 24-hour covera9E~ for atterrling lo>,]-risk 
pregnancies. Payment \'lill be per delivery. 

Payment to Non-Professional Employees 

Non-professional employees will ~..nefit from an incentive system th:it 
guarantees a minifll.nn base salary. Tru.s minirrum risk is often desirable 
when recruiting to fill certain fOSitj.ons, as when hiring employees at. 
the lower em of the pay scalt;, who can not afford or are not willing to 
work on a strictly risk sharing basis. TIle justifi~~tion for thig is: 

a) All errployees can affect the m.mber of patients who come to use 
the SOP. clinics; 
b) An enf'loyee paid a base salary as well as a bonus or incentive is 
often more prcductive than an individual who receives an automatic 
pay raise or a guaranteed base salaryr and. 
c} SDA will incur leES risk and eJcpense than wi th a system that pays 
everyone an automatic raise. In addition, SDA will not pay benefi ts 
on the portion of the salary that is a bonUs. Also an automatic 
raise carries fcrvv'ard while a bonus does not (important when derrand 
ueclines). In this incentive system employees will continue to 
receive their current base salaries, but will receive a bonus every 
three months if th8ir heal t.h center exceeds a previously agreed up::m 
threstold oi revenues generated from na'i patient visits. ThifJ 

threshold will be determined by wlculating the level at l<'fnich the 
clinic will l:ie financially better than it curren1:ly is, \'Jhlle 
providing employees with the possibility of earning as much as they 
\..ould through a 1.0 percent annual rai se. 

Only revenues generated from 00'« patient visits ,tJill be used to fund 
payment of bonuses1 cash bonuses will not draw from gross revenues. 'Ihis 
diSCCIurages inappropriate demand for services such al3 laboratory fees, 
X-'harmaceuticals, or unnecessary follOirup visits. The enployees will 
receive their current regular salariel3. HQv.;ever, any future salery 
increments will be on the basis of either a quarterly or annual bonus. 
sm will study whether to include an <lI1nual inflation adjustment ~ '!he 
enployees will be informed of the min:iIWm level of revenue required to be 
eligible for a quarterly tonus. '!hare:! is a variety of possible 
COili:>inations. One exanple would be o:E a clinic e..xceeds its established 
goal level; at the end of the quarter employees would receive 40% of 

. 
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excess revenues in proportion to their individual salaries. In this 
manner, eveI)'Ooo wi 11 receive the same percentage increase, and the 
result for each will be the samP-, eVE:ln though sane receive more tha.'1 
others in absolute arrounts. Unlike a riak-sharing plan, if the revenues 
for the particular quarter do not re.Jlch the minimum t.'u:esllold, the 
enployees' salaries are not red~. However, this hag the potential of 
freezing employee salaries if the aVEu-age patient volume of the clinic 
decreases over time. 

Payments in Relation to Pat ient Costs 

A fee will be t1stablished for all services provided t:Jj SDA clinics, 
although often at only naninal levels, so that rural arrl urban lllarginal 
pJOr can take full advantage of the cl inic'S. Bemuse sm IS services are 
subsidized, their costs are less than alrrost any other private service 
delivery organization. Since the prices are 10#, there is no difference 
between the urban clinics ard the rural clinics. Each patient IIUst pay 
two oolones to enter the cUnic. While they pay additional charges 
deperiiing on the service received, every effort is made to insure that 
tlY~ OOSl3 dIe accessible to the poorest patients. 

Even with these low prices, the real cost to many rural patients is 
still more than they cs.n afford. 'Ihe main reason is that many live far 
from the SDA clinic aril cannot afford the cost of the transportation or 
lost time. The sm physician referI<ll system combined with the increased 
transp:>rtation through the new driver/educators will help solve this 
problem. The patient \>t111 have the c~tion of going to the sm clinic or 
to the private physiCian if she/he il3 closer than the clinic. Both 
services will charge the same price. '!he private physician will contract 
a fee for eervice directly with the SD.\. The fee ~'f.ill be less e-Jan 
normal charges for private patients because SDA will provide the 
necessary contraceptives. When the patients see the private physicians, 
they will pay the basic SOA charge for the service. SOA will cc.V'er the 
dif.ference between this charge and the physicians negotiated fee for 
services. The physician will receivI3 the full negotiated fee for service 
rendered, and the pati~ will pay only w!1at he/she would pay at the SDA 
clinic. Th::>se patients who are unwilling ar unable to pay the basic SOA 
charge may go to the MC.>t!. 1hls policy dem::mstrates to the patients that 
S~ will not offer free services. 

G.3 ~ician Referral §ystem: 

low-income family planning needs vtUch require a physician wi 11 be 
referred to the SOA. clinic if it is ~rithin a reasonable distance for the 
patient. If the patient does not live trithin a reasonable distance of 
the SOA clinic, then she/he will haVE' b{('l options. The first option will 
be access to transportation provided by an SDA car and driver. 'lbree 
drlvers from each of the marginal urban SDA clinics will mcKe routine 
trips to rural areas. Tr..e drivers will notify the CBDs of these 
scheduled visits so any referred patients can get a ride to the SUA 
clinic. 
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It will not be £~siblG for SD\ to provide transportation to all 
patients needi~ to see a physician for family planning attention and 
many of the patients live too far from the SeA clinic to be able to reach 
them.. 'lherefore, a secord option will 'be explored for. patients who need 
to see a physici:m. A pilot study t"nll determine the desirability of 
establishing a network of physicians to \<R'1Om t.he patients can be 
referred. '!be advantage ~f a referral syste.!l will 00 that the client who 
wants family pla.-ming services which require a doctor will have much 
better access, and there will ae almost no maintenance oc.~st for having 
these sioce physicians will be using their 0'.P.in offices. iUso, SDA will 
be able to maintain high quality services by insisti:l9I that petients go 
to an sm-approved physician if they wish to receive the service at the 
minimum SDA subsidized fee. This network of referral physicians will be 
avai lable for the rural patient who wants access to the full ran;Je of 
reproductive health care services. 

Tne reiubursement mechanism for this referral service is discussed in 
the Patient Fee for Service Mechanisms section. The COO \>-n.ll prepare a 
referral slip in the same manner as when refen ing the patient to the SDA 
clinic. Once the patient receives this service from t.he authorized 
physician, she/he signs a receipt that the physician \"Irill sutmi t to S'("1!\ 

for reimbtlISement at a previously agreed upon rate. 'this rate will be 
uniform and negotiatoo bebreen the physicians and ~, arrl will be less 
than th~ doctor ~QUld charge for private patients. It is safe to assume 
b'1e.re are several qualified physicians who will accept. tllis arrangement 
since the physician supply is greater than the demarrl. 

GA. &juipment an:] ~z.ation of the t:1anagement Information System: 

'Ihe development of the management informat ion system in the San 
Salvador Clinic will require that the follQ\oting existing equipment be 
transferred from the SOA Office of Research arrl Evaluation to the clinic: 

I-PC AT(386) with its display monitor, hard and floppy disks and a 
printer. 

All of the equipment ~rill include its corresponding st.abilizer and flO#er 
converter. In addi Hen, the followill9 supplies or services and 
acces-~ies will need to be procured lccally: 

Installation of a polarized electrical line. 
80 M-byte hard disk internal or 
external cartridge as backup unit. 
Suppl i es for one year. 
6 l:oxes of 9-1/2"xll" continuous paper. 
6 Ribbons for the chosen printer. 
6 boxes 5 1/2" diskettes OO/CS. 
1 wall tYpe Air Corrlitioning unit. 
Total Cost 

4,000 

10,000 

1,200 
780 
600 

4,500 
21,080 
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sm is now develcping and testing oofblare provided by TlCAPro in San 
Jose Costa Rica under IPPF spc:r..sorship.. A software packaged developed by 
Oint>ridge Consulting C:>rp:>ration for the Ministry of Health IS Family 
Planning Supply M=\nagdnent System (~) also could be implemented if 
necessary and fea~ible. 

The chosen MIS option will not be able to transmit the records via 
telephone link. Therefore, diskettes with the required information am 
be transfeI'l"ed to S!)A.! S central office. Eventually t.his HIS opt ion could 
be equipped to perform data transfer via telephone lines if desiroo.. 

System location, Operation an:] F\mction 

The central data b3.nk will be lOCBted and operated from the SDA I s San 
Salvador clinic. The q:>eration will consist of encoding arrl loading 
existing and new mediml records and inventory control records, as well 
as maintaining the qata up to date on a daily basis. The inventory 
<nntrol system will function pari-pass~ with the medical records 
operation. While these two activities \.n.ll occur in the same conputer, 
they will be internally separated in sllb-directories. 'l\,1() internal RAM 
parti tions vlill be made to irrprove retrieval time. 

As stated above, medical re<Xl!'ds \<fill be updated daily at the 
cl inic. Each clinic (San Salvador, Sarta Ma, San t-tiguel, Santa 'f-ecla 
and the new clinics) will send written records via messenger once a week 
for direct encodinq into the data bank. Inventory r€CX}Lds mIl be 
updated on a weekly basis or as needed. Records will be avai lable to the 
entire SDA clinic netv.'Ork and to the central SDA office. Reoords will be 
transferred from the medical data b3.nk and the inventory OJntrol system 
to the SDA Office of Administration, Research and/or any other user by 
existing messenger service using diSKettes. 

'Ihe number of reports, frequency and formats shall be decided by the 
Medical, Administration and Planning and Research Directors of SDA with 
t..'"!.c officer in charge of MIS. 'I"h!e inventory control ~tem reports illse 
will be designed by the Director of the Office of h:l1ninistration and the 
officer in charge of ~us. 

The staff meIIber currently maintaining the records at the San 
Salvador clinic will continue performing this bSK except t.hat he/she 
,<Jill be trained by SDA to enter all records collected from different 
locations into the central data bank. SOA may aloo provide training to 
women volunteers to assist in data entry. Written rElCOrds will continue 
to be gathered from the patient as is being done now. 

G.5 Central Referral Clinic (CRC): 

Each na'l c!.inical procedure or service offeroo by SDA will be 
directed towards making a profit. 'Ihe accounting system will assess the 
fi~ial status of each activity offered at. the CRC to ensure that it is 
generating a surplus, or at lecst breaking even. sm will specify 

\ 
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evaluation periods. If a."l activity is genenting a profit, it will move 
into the secord growth step to allO'$l it to expand to l~et the deFLU'ld. If 
the activity doe~ not meet its projectEd target after an established 
period, staff roouctions or other adjWltments will talce place. Each ne"J 
CRC activity will start with definsd financial expectations, periodic 
evaluations, enployees on fixed contracts, and providers on either a risk 
sharing or incentive payment basis. The folloong is a proposed list of 
clinical procedures and lal:oratary serviceR with suggestions for staffing. 

Q?y Care Surgery Ooi t 

The Day Care Surgery Unit will be an expansion of the existi~ 
service in the San Salvador Clinic, which noN provides only 
sterilizations and vasectomies. This mrrgical unit will nove to the 
Central Referral Clinic, and add one more operating room to acoommodate 
I::ay Care Surgeries requiring local anesthesia am no hospi talization, 
such as: 

a) extirpation of a mammary cystt 
b) extirpation of lipomaS1 
c) conesectomy 1 
d) drainage of abscesses; 
e) suturing of minor injuries; and 
f) skin biopsies. 

The f01100 n:J staff will be required to open this unit eight hours a 
day: 

EMPLOYEE FTE NE~ HOUR5 

Nurse (RN) 1.0 1/2 4 
Nurse (Awe) 1.5 1/2 4 
Recovery Nurse (aux) 1.0 no 0 
Central Supply 1.0 no 0 
laundry ~rker 1.0 no 0 
Housekeeper 2.0 1 nc"W 8 
Guard/~sekeeper 1.0 ye;, 8 
Sxial Worker 1.0 no 0 

'lhis represents t.he staff n-~sa.ry to run the Day Care Surgery wi th 
the assUlIption of using one operating room in the rrornings for 
sterilizationB, and the other for elective surgery. Ibpefully, the 
den:and \tlill increase to enable the staff to operate in the afterncx:ms and 
p:>Ssib1y on Saturdays. 

Stugeons will be p:tid lit procedure. Teclmical a.ssistance will 
insure that fee-sharing is equitable and that SD.\ earns a surplus from 
thi s depar tment . 
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Pharmacy 

The p'harmcy will be on the first noor of the Central Referral 
Clinic, and available only to patients of 8m as OP!ID:lng to the general 
public \O.lld require a license. lb..revEtr, offel"i~ service to the general 
public is desirable since it provides clC09SS to a \,/ider market. '!he 
disadva.,tage is that it requires for-profi t tax statUl!J, and the 
pha.rma.ceutiCXil association could perceive it as direct competitic'l"l. This 
cption will be explored further during inplementation of the Project as 
the advantages probably outweigh the disadvantages. 

Initially, the pharmacy will be ~..n 12 hours a day, from 8 A.t·1. to B 
P.M. Morrlay through Friday, arrl four hours on Saturday mornings on order 
to provide service to all patients rea:!iving care at the Center. The 
staff will consist of: 

Pharm3.cist 1.5 yes 64/week 

'file alx>ve staffing \;QUld represent ne\1 addi tions since the pharTracy 
flCJtV operating at the San Salvador Clinic will remain open. 

laOOr' a tory 

The primry laboratory fK:k-J lccated ill the san Salvador clinic will be 
moved to the Central Referral Clinic as the majority of o:::.mplicated cases 
will be referred there. I-b\;lever, since a high percentage of the current 
users of the san Salvador la'boratory use this laborat.ory because of its 
geographical proximity, it will be necessary to maintain a phlebJtomist 
there who can take the necessary samples and fon'RU"d them to the Central 
Referral Clinic for analysis. 

The primary lalJoratory will continue to provide all of the services 
it now offers, plus other analyses wCh as bact.eriology, tmich will be 
added when new laboratory equipment is installed. Staffing for the 
Central Referral and San Salvador laboratories will be: 

El-1PLO'/EE FTE Nni HOURS ---
Phlebotomist LO yes 8 
Lie. Lab TeCh 2.0 1 New 8 
Secretary 1.0 no 0 

Clinic for Men 

CUrrently, men arrl women are both treated surgically in the ~ 
areas in the San Salvador Clinic. This creates tension for roth sexes 
when they are receiving steril ization. Since the surgical department 
will IDf)Ve to the CRC, separating the two operating areas will cost 
little. In addition, there is no clinic for men in San Salvador, so 
there will be significant demand for one. 
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A clinic for men will offer private consultations to offer family 
plannifJ3 advice, ~ access to medical consultations for sexually 
transmit.ted Jiseases, fertility, impotence, etc. 

'Ihis service \fnll be open eight hours a dzAy, ty10nday through Friday. 
It ~"lill consist of a basic operating room, dressing rooms, a waiting 
l"OC.(!l, ;;n office for the social \CiOrker D and an a.:ea for the receptionist 
ani nurse. '!he mediCBl records for these patients will be stored with 
the other medical records in the central record room. The staff will 
consifit of I 

NurSf~ (awe) 
Social Worker 
Physlician 
(urolOJlst or 
general M. D. ) 

FTE NEW 

1.0 yes 
0.5 no 
0.25 yes 

BeuRS 

8 
o 
2 

A urolcgist (if recruited) or a general physician also vrill be 
aV:iilable for consultations 2 hours a day. As demanj for this service 
increases the hours vlill also increa~~. 

Diagnostic Services 

To be a high quality referral ceI"'ter, other diagnostic services will 
be made available. The follCkling diagnostic services, which oould be 
placed in two rOOIDS, will be added to the CRC: 

a) Ul trasound 
b) Cryosurgery 
c) Colposcopy 

Initially, these services will be made available al::out two hours a 
day each, and \ri 11 be eta f fed by: 

~ FTE NEW HOURS ---
Nurse (awe) 1.0 yes 8 

~rt Staff 

The support staff required for t}\..e new Central Referral Clinic will 
include: 

EMPLOYEE FTE NFloJ IKlJRS ---
Mad Records Spec. 1.0 no 8 
Night Guard/housekeep 1.0 yes 8 
Receptionists 1.0 yes 8 
Housekeeping 2.0 yes 16 
Driver 1.0 no 8 
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E:xpenditures Estimation Methcx:l.o~: 

Costs estirretes associated wi th each c:::arponent category of the 
Proje<..t, which represent e~..ndi tures for goods or servicea pr~ntly 
usOO by SOA, were based on financial r'=POr~ provided by SDA' s Department 
of Administration am Accounting. The per~ntages by each Project 
category were appl ied to the Pi"ojected 1990 expendi tures associated \,/i th 
each of the Project Components. 

Project costs \'rere estirrated as follo .. 1S for each indb; idual 
category: 

a) \'lages, salaries am other personnel related experrli tures were 
provided by SDA's Department of Mmini.stration using its personnel 
salary chart, 

b) Vehicle costs were estirrated utilizing the starilard value of a 
Ford Bron<x> FWD; 

c) Office Supplies, utilities, uniforms rental and office 
equipment values were provided by sm' s Department of 
Administratiom 

d) Warehouse equipment pric.'es were provided by SDA' s Depart..rrent of 
Administration using three quotes previously obtained; 

e) Building re.l1ovation costs \'iere provide1 by SDA's Administration 
Department based on three bids from Salvadoran A&E finns1 

f) Mejical supplies arrl equipment prices \o'rere estimated jointly by 
the Medical and Administration Departmentsl arrl 

g) Training, seminars, audits, vitamins, contraceptives and other 
research and monitoring activities were provided by l.JSA.ID/HPN. 

Revenues l-iet.hodclq;JY' 

Revenues associated with the Project for the next five years ~'I8re 
est.imated by ~ SM's Department of Administration through actual 
revenues for the 1988 and 1989 until Septe:r.ber 30, 1989, and projected 
revenues for year 1990. A six percent rate increa...qe was applied to each 
revenue category to obtain revenue estimates for the subsequent ye3I. 

G.6 Details alx>ut. Project. Beneficiaries, Community Involvement, 
Diffusion, and Impact on Major Indicators: 

Beneficiary Groups 

The primry beneficiary group (\\'Ol:OOn in fertile age arrl children 
under the age of five years living in 1500 of the COtmUy's poorest and 
sIDClllest rural COiIII1l.lI1i ties) 1 ives in areas wi t'1 weak or nonexistent 
services. They ".nll receive selected intervedtions in birth spacing and 
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maternal child health. In gp.neral terna, the interventions will include 
maternal health arrl child survival (f-Oi) education, bclsic preventive 
services and referrnl to cl inical care \c/nen necessary & 

'!be secarl beneficiary group (~men of fertile ages and children 
under the age of five years living in some 100 of the country's rural 
tCWlS) lives in areas which are rural but have more services. '!hey \'lill 
receive sane additional assist.anct. to compliment theSE! services. SDA 
services will include c..linical care in family planning, am M:li 
educatioo, prevention and referral in birth spacing and lIlaternal-child 
health. 

The third beneficiary group (the general popu~at ion of those urban 
and marginal areas \-.ith populations of more than 5,000) lives in marginal 
urban areas arrl so has some access \.:0 public and private sectac health 
care services. These include MJH services supported throogh AID's Health 
Systems Supp:>rt Project, a.rrl services provided by a va.riety of private 
voluntary organizations. This Project \-nll provide the selected marginal 
urban populations wi th clinical care in family planning an:l pediatrics. 
To a lesser extent the Project will also provide f'!.Di education, 
prevention arrl referral in maternal-child health. 

Special Popllation Sub;1roups Targeted by the Project 

As a result of the recent dem::qraphlc and health survey, discussed 
in detai 1 in a previoos sect ion of this paper, the follo.ving subgroups 
a.JlOI'l3 the high risk rural am marginal populations are also targeted by 
the Project: 

a) rural or marginal urban adolescents from 15-24 yP-ars of age 
with low levels of formal education Who are active sexually or 
in lU'llon \<rill receive special enphasis due t.o infoI1'!!atioo from 
demographic and health survey., (presented in the oocial 
constraints and bacX.ground section), 

b) pregnant women from marginal urban and rural areas 1 

c) children c..etween 0-5 years of age living in rural or marginal 
urban areas (about 35,000 directly targeted by the project) 1 and 

d) men in fertile age from marginal urban and rural areas. 

Rural and Semi -rural Beneficiaries 

'!he principal focus of this Froject is the rural arrl semi-rural 
area. The folla.-Jing section describes the rural beneficiaries of this 
Project in detail. In rural areas, a teJ:::Jman beneficiary of the Project 
will contact the SOA rural promoter (PHP) for either birth spacing or HCH 
services. If seeking birth spacing, she trill most likely be a woman in 
un.i.on PI' active sexually between the age of 15-44 years. l-bst 
participators will at first be .. ..omen over 24 years of age, with t\\'O or 
more children, who \-Jant information or referral for fE!IDale sterilization 

I 
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or the pill. Ibwever, this Project will increase the number of younger 
rural \\!Q[OOn 15-24 years of age who \"nll de.marrl information and referral 
for te.uporary methods. As the image of the SDi\ program ch3.ngas in the 
comnuni ty, an irv::reasing number of families are expected to aloo secl< SlAl\ 
services for issues related to maternal-child health. 

~ in rural areas are expected to use SDl\ rural health prom:>ters 
for family planning services. Men participatL'l9 in the Project vlill be 
of any age Who are active s~~ally. It is hoped that, as a result of the 
Project, an increasi~ number of YOUI19 men will seek temporary met.hods . 

Cbtples seeking lvOi services will be those vnth young children 
urrler five years of age. They will rE>Ceive education relatoo to diarrheal 
disease, irrmunization, nutrition arrl acute respiratory infections. They 
will also receive seeds for heme gardens, oral rehydration salts, 
prenatal vitamins, arrl vitamin A. 

Cotples requiring rrore complex birth spacing services will ~ 
referred to S~ clinics or SDA-trained ref~rral physicians. If t~ey 
require mre conplex services in dicu.:rreal disease, respiratory 
infections, immunization, or malnutrition, referrals ~rill be made to 
pediatric services of SDA. clinics, or t.o other sources of care including 
private providers or the MJH. 

Determinants of Community Involvement 

The degree ot rural ccmmmity involvement in the Project will vary 
according to several variables in its inplementation and location. 
Cha;.:-acteristics of the rural carmunities themselves ",UI affect 
participation. If L~e community is divided strongly along religious, 
EX..."OnOmic or other lines, the chance that participation \"nll be negatively 
affected increases. If the SDA communi ty outreach person allies with one 
faction or the other, the Project will also be associated with that 
faction, limiting participation in the P!"Oject by ~s of the other 
group(s). Therefore, the individuals selected as SDA praroters, PHPs and 
CBDa alike, are an inportant variable. "!'he religious affiliation, 
economic status, time availability, ~it.al status, educational level, 
\I'rillingness to work, basic aptitude as an educator and leadership 
standing in the community of these individuals will all affect the level 
of COlllIlUni ty participation in the Proje<.::'t. 

Another determinant will be the degree of violence in the area. 
Over the life of this Project, 8m \1ill extend rural coverage to 750 nf'lW 
high risk villages that are currently wi th:rut adequate service. Those 
which roost fit this category are located in semi-conflictive or 
conflictive areas. If the violence increases in rural areas of III 
Salvador during this period, Project expansion \'lill be constrained. Even 
if 80A supervisory personnel may enter t.hese areas, few villagers will 
v.rant to act as SDA caumuni ty organizers or even group participants fo;: 
fear of being label~ subversive by one side or the other. 
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SIY\ Prcm:>ter Involvement and Supervisory Rates 

Of trae total 1,550 sm conmuni t ie!S projected by th~ end of the 
Project, 400 will only have a caD (contraceptive distributor) I 41)0 \f:ill 
be retrained prcm:>ters (PHP) chosen fram anong existing CBDs arr:l 750 
will be new prcmot.ers. Therefore, by the end of the five year period the 
Project will have 1150 rural o:mmuni ties with SDA health promoters (PHP) 
providing birth spacing and other MCH prevent i ve services, and 400 ::ural 
con:muni ties with distributors (c:eo). This is a total of 96 PHPs am 33 
CBDs for each of the 12 supervisory tea.ms from the four' SM clinics. If 
each stp&vi aery outreach team can vi sit three rural pI'emoter s a day, the 
'rate of supervisory visits per rural premoter trill be once every eight 
and a half weeks. f'o..Jever, high rates of attrition are COffilllOl1 in rural 
promoter projects. If vie calculate a bJenty percent attrition rate, this 
\.;il1 leave 920 M:H health pronoters in rural areas by the eoo of the 
Project and 320 CBDs 'x ccmmunity distributors. This \,rill increase the 
frequency of st.pervisory visits per promoter to once every seven weeks. 
It will also lower the total number of sm communities involved in the 
Project to 1,240. 

EstilIBtes of Communi. ty Participation 

'!hose communities experiencing little p.:>litical violence ~iho have 
feW internal divisions curl a good (and \-,;ell trained) ~ outreach worker 
may be expected to have maximum corrmunity involvement. As internal 
divisions in rural COimtuni ties are common, perfect SDA outreach workers 
hard to find, and new villages may be in the highest risk and, therefore, 
semi-conflictive areas, a more reali3tic estimate is that a third of the 
11S0 communities to be served tnJ health prQ1iX)terf:), or a total of 384, 
will be such that maxinum involvement is possible. 

To estimate the probable nu.mbar of ~ity participants, let us 
assume then that the m.mber of Project villages is divided by level of 
involvement into thirds (3A4 on each leVIel of high,ma6ium and low 
involvement). J\..co::xrding to sm outreach personnel, the averaga mrniber of 
participants for an existing CBD (community dietributor providing no Mai 
services) is 35. The addition of tfCH services should increase 
participation by at least a third. This is a conservative estimate. 
Therefore, the minilIlllm partici£ant level ~or the new outreach \'JOlker 
would be roughly tW. At a maximum, ~~icipat.ion would double to 75. 
Let us say then that 55 is the medium participation level. This ""'QUId 
yield a total of 15,400 participants frOiD minllm.mi level villages, 21,112 
from wsrlium level villages; and 28,800 from maximm!l level villages. 'lhis 
is a total of 65,312 rural ~ticipants from the birth spaci~ -
\vorkers of the rural outreach program. 

To those, we then must add the 30 part icipants of each of the 400 
rural pranoters which remain only CBDs. 'Ihis adds 12,000 participants. 
Participation will gradually increase ch!l:"ing the life of the project to 
reach a total of 75,300 by the fifth yea..JC' of the Project. 

\ ,~, 
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Behavior Olange and PossiLilitieel for Diffusion 

We sh:>uld k~ in mind that not eLll of these participants \f/ill be 
using SOA services for contraception. f"lost of the initial increase in 
participants will be due to the additional array of services in ~.1CH, 
especially th:>se which are most attractive such as see::1s for gardens, ORS 
packets, a.rrl vitamins. Understan::Ung nt:M concepts delivered by the 
Project. takes time. JUst becau~ someone participates in the Project 
does not mean that she grasps the concE!l;)ts, much less incorporates them 
into her behavior. 'Ih:>se "'aDen actively seeking birth !i:ipacing from the 
outset probably will listen to conceptual infocnBtion cl.!'rl incorporate 
thi s into their behavior rapidly. Simi larly, th:::>se seeking tJ'm services 
will listen to the information related t.o what they s~~ am. (if it is 
presented correctly and in line wi th \,~lt they be lieve) incorporate these 
char~es into their behavior 0 Utilization of birth spacing information by 
the '-lew participants of the rural outreach program \<k.o are rot seeking 
birth spacing services is rore problematiml. In contrast to those 
seeking birth spacing, this new grCAlp may be against rno:lern contraception 
or wrlecided. They will need time to be approached ard persuaded arout 
thi s subject. 

Di ffusion of these new coocepts and behaviors into the rest of the 
canmuni ty and from ccmnuni ty to communi ty also proceeds slowly. 
Divisions within am between communities irrpede this process as those not 
associating with participants will not be exposed to the new ideas. Even 
in conmuni ties where few serious divisions exist, diffusion generally 
proceeds along exterrled kinship lines.1 as these individuals see most of 
each other I seek each other' s advice anl speak most frankly wi th each 
other about intiuate subjects such as hruth and fertility. Acceptance 
of ideas am diffusion also varies by subject matter 0 Easily understocrl 
corlCepts \"~hich fit \,fl thin local conceptual structures :;pread rapidly 0 W€ 
expect rapid diffusion of information a):out gardens and vitamins, for 
example. On the other hand, t'hclse Which require major behavior change 
and do not fit within local concepts will he much a10A"el". These tnll 
include changing attit'wdes tOY.'CU'd using pills during li~ctation and male 
demand for sterilization. 

For this reason, the 'riaY of introducing new ,ideas has a great 
impact on the rapidity of acceptance and diffusion. For example, if 
\!JOtilen believe that the pill is too detrimental to use during lactation, 
one should not try to col'''1vince them tha't. it is not. It would be better 
to enphasize other tenporary methods of contraception that are available 
and are not considered to have a negative impact upon the baby. 

G.7 Patient Flow System: 

Rural Participants 

l-bst rural participants will first come in contact witll this 
Project either by seeking or being sought out by the sm (Pro-Familia 
Health Proroter-PHP) or the Communi ty Based Distributor (CEO) in their 

r, 
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comnunity (See the Patient Flo.1 Chart, next page). A perron from each of 
four hllrrlred smll rural camrunities ~lill serve as a CBD in his/her 
carmunity, while one from each of 1150 small rural oor.!imUIlitie9 will 
receive training in birth spacing and LI1CH interventions arrl serve the 
ccmnunity as a PdP for SOA. The Project will expand this netvJOrk by 
adding 1150 PHPs and retraining 400 CBI)S to provide a broader array of 
services. 

All entry persons provide primaJry health care arrl/or bi rth spacing 
services in their communities and make referrals. Referrals in family 
planllillg will be mde to SDA clinics OlC private providers, while 
referrals in maternal-child health \'lill be made to private voluntary 
organizations arrl others. 'Ihe Central Referral Clinic \'#i11 be the errl 
point prov~ding the \'lidest variety of IllOSt complex levels of servi .... 'es 
(s~ ConpJuent II). Those part icipant:3 coming into o::>ntact Vii th COOs 
will receive information and edu~~tion on birth spacing and termination 
of fertility am will be able to purchase oral contraceptives or corrloms 
at ION cost. They \rill also be refern;d to S~ clinical services for 
insertion of an IUD, for female or malt! ste.ri lizat ion, or for 
corrplications related to use of modern contra.ception. 

'!hose rural participants coming into contact ';lith a Pro-Familia 
health pronx:>ter (PHP) will receive education not only related to birth 
spacing, but also ab:>ut t:hoae topics most. inportant in iuproving 
materP..al/chlld health. In the area of diarrheal disea.se, health 
promoters will educate irrlividuals and groops al:out transmission of 
disease and the inportance of hygiene, children's diet during diarrhea 
episcrles, preparation arrl use of oral rehydration salts anj home 
electrolyte solution. In acute respiratory infectiool" promoters vlill 
teach women to recognize acute signs and synptoms. In nutri t ion, 
promoters ~~ll teach about prenatal diet, children's diet, intra-faRcilial 
food distribution, role of vitamin A, and the use of \,,-eight-for-age 
growth charts. SDA PHPs \'Ii 11 also adV()Cate i.mmuni zat:ion of chi Idren 
under five years of age. 

MecUoal or other supplies \'fill 2lce<>mpany many of these educational 
interv~ntions. Pro!rDters will provide oral rehydration salts (ORS), 
prenatal vitaminB, vitamin A capsule9, ascaris (tapewc>m) treatments, and 
garden seeds to rural participants at 10':1 cost. 'I'i1ey also will 
periodically w-eigh children under five years and use the record of their 
gro.;lth as a teaching tool. 

Some participants, attended by elither d. CBD or a health promoter I 
will need IIOre than oral contraception, COI'rlams or basJic preventive 
services in t/CH. If tJ"1eir problem is minor I the patiE:nt may 'ilai t for the 
periodic visit of an SDA auxiliary nursl.e. '!he frequency of these visits 
will vary over the life of the Project. 

1 \ _ ~ } 
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If the problem C()O;erns birth spacing or termination of childbeari.ng, 
toose requir·ing lOre immediate or technical attention \'r111 be referred to the 
nearest SD1\ clinic. '!hese participants ,rlll receive trcmgportation fro-Jl an 
sm driver and car. 50.\ will subsidize :ipeCific e.ervice.~ related to family 
p1anr'.ing to keep the cost to the rural patient as 10'.'1 as possible. but will 
recover at least some portion of the cost of the serviCl~. If an SM clinic is 
too far away, the rural participant needing I..!OliPlex care if! family planning 
will be referred to the neare9t SOA Referral Physician. The Project will 
choose fifty Referral Phy8icians and train them in sterilization and IUD 
insertion. Referral Pily"Sicians will use their own offices in rural tOt'ffiS in 
the highest risk areas of the country. Participants S~:m by Referral 
Physicians will be referred in turn to Sti\ clinics il they require e'v-en IlDre 
COliPlex services. If the problem concenw naternal/child health an::1 requires 
rrore oomplex and i.mmediate medica! attention than the supervisory nurse may 
provide, tOOse participants will be referred t.o thb nEXlTest tlQ1 provider. In 
addition to the SOh net~~rk of RIP and satellite cliuics, the range of 
providers in r.oi includes the Ministry of Health, private voluntary 
orgru1izations, and private nurses or physicians. 

Urrler a p,.ew PVO Maternal Heal t h/ Qu ld Survi val P:ro ject, USAID ~1i 11 turrl 
an expansion of privat.e voluntary o!:ganization activities in maternal/child 
health ovet" thf'; next five years. 'Ihis nevI Project will complement the birth 
spa~ing services of t~ SDA in lural areas by providing the t>1CH clinical 
backup which \"-1i11 be so essential to irrproving the h~alth status of high risk 
Salvadoran families. O:x>rdination of the sm health promoter, distribution 
system with this new initiative lrrill be of IJtmJst inportance and is discussed 
in Component III of this paper. In time then, through the PVU inHiative, it 
w-ill be possible for those recipients requiring complex l<tcH care to trOve into 
the flav of services offered through the PVO network; while th:>se needing 
corrplex services in family planning \-Iill have the option of going either to an 
sm clinic or a Referral Physician provided through this Project. 

Marginal-Urban Participant 

'!he participa.'1t from the warginal urban CO!m!Unity ",Jill first enter this 
Project through: a) contact with market-based health pI'1OillOters, b) one of the 
six satellite clinics of tha San Salvador clinic, or c) atterrling one of the 
four SDA clinics. 

4850B 
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'lhls annex provide1J details a.l:ot.1t training to be provided through 
the Project. '!\rio major areas of training Jl'lU8t be covered. 'Ihe first is 
that provided to the service perSOtmel itl SDA in ordex" for t.l1etn to 
successfully fulfill their functions. The second is train:Jig for the SOA 
~ers ard directcxcs in order that they nB.y fully dlscharge those 
funct iens directly related to planning and managing SI~ I t3 structures to 
achieve the organization's goals and objectives. 

'Ihe wid-a-ranging changes which wi 11 be made in ~ I s servic~ 
delivery over the next five years "lill require training efforts on all 
pro'lider levels of the organization. Often refresher training will also 
be required. For instance,. the community distributors received their 
ini tial training during a three day period in 1983, and since then have 
only recently received a one day refreslher course. This is not enough 
training for Project purposes. 

Service levels in the SOA are broken down into the follalling groups: 

a) Medical/clinical personnel, includin<j nurses, physicians and 
technicians at all facilities; 

b) f.tiddle-level managars, incltrling fiscal management l clinical 
management and the director of the rural outreach program; 

c) Supervisors, including all SIq>erv1sorS of ()utlying clinic 
activities and rural outreach nurse supervisors1 

d) Cbmmuni ty-level provioers, who are the ne\'i PHP community 
workers and the existing CBDS 1 and 

e) Private: referral providers, physicians doing refE:!rral for S'I)f\ 

in areas not covered by SD\ clirdcs (pilot project). 

Training "rill alec be provided for Board Members arrl Department 
Directors. In 1991, the Board ~.embers and Exec'.Jtive Director will 
receive intensive short-term training in Needs Assessment'" and Strategic 
Planning. Shortly after that training the Executi va Director and 
Department t4ana9ers ~lill receive intensive training in Management by 
Objecti ves (MOO) procedures for use in SnA. 

'!he following is a list of the rniniIWm traini~J requirements for 
each service level for the successful i.mplementation of Ute Family Health 
Service Delivery component of thia project: 
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'!he Medical/clinical personnel, including nurses and physicians an:] 
t,ecl-.nicians will receive training in: 

~ contracept ion and birth spac ing lll3L1ods and cc.'Impl ieat ions 
including the iuportance of teI!'{:JOrat)' methods, l'-U"ticularly arrong 
YCAlll9 wanem 
- the iIrportance of integrating birth spacing em exteriting rural 
service delivery, 
- r.DI preventive medicine, use of ORS for diarrheal disease, 
treatment for acute re~iratary inf~tions, nutrition 
interventions am vitamin ~upplemlentation7 
- administration and management in resource allCJCcition and the use 
of the MIS, project evaluation and the reporting systems for the 
ne!fI integrated services and the) r relationship to the MIS, and the 
use of the referral system; and 
- community education issues including: materials selection, 
lOCldif ication development arrl tes:t ing arrl inter-personal 
~cation techniques. 

This training will be designed to respond to trle backgrol.1Irl am 
future functions of these highly qualified people and will use the forms 
arrl media most appropriate for them. 

'!he Middle-level managers, including fiscal management, clinical 
management and the director of the ru.J' al outreach prOJIdlll wi 11 rece i \Ie 

trainirg ing 

- contraception and birth spacing meth:x1s and cGdplications 
including the imp::>rtance of teIr{Jorary methcrls, particularly aIIDng 
young l;v'Omen; 
- the iIllfortance of integl"at ing birth spacing and r.oi and 
extending rural service deli very; 
- MCH preventive medicine, use of ORS for diarrheal disease, 
treatment for acute re~iratory infections, nutrition 
interventions and vitamin supplementatiol'l1 
., administrati.Oi1 and management in planning and the use of the 
t·lIS, national survey data art! the 1"esults of other studies, 
resource allocation, project -:valuation and the inport.ance and 
role of the MIS, reporting systems for the nel'i integrated services 
and their relationship to the r4IS, and the use of the referral 
systeml and 
- ~ty education issues including: materials selection, 
modification development and testing, and inter-personal 
commun:icat ion techniques e 

'Ihe Supervisors, including all stpervisors of outlying clinic 
activities and rural outreach nurse supervisors will receive training in: 

- contraception and birth spaCID;J methods and complications 
including the inportance of te.11p::>rary methods, particularly anong 
young women, 
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.. the inportance f)f integrating birt.h spacing and extending rural 
service deli very, 
- M:li preventive medicine, use ()f ORS for diarrheal diseaoo t 

treatment f~ acute re~iratory infections, nutrition 
interventions am vitamin supplementatioo, 
- administration and management in planning and the use of th'! 
MIS, national survey data and the results of other studies, 
resoorce allocation project evaluation reporting t:J}'8tems for the 
new integrated services am their relationship to the t-lIS, am the 
use of the referral system1 and 
- ccmnunit.y education issues including materials selection, 
modifioaticn development and teating, inter,personal 
cc:mm.mi.cation, group dynamics and education techniques. 

The Canmuni ty-level providers, \.mo are the new PHP ccmmuni ty 
worKers ar:rl the existing CBDS will receive training in: 

- contraception and birth spacing met.hcrls and complications 
including the inportance of teIqx:>rary met.ho:is, particularly annng 
young women; 
- the in:portance of integrat.ing birth spacing arrl exterrhng rurai 
service delivery; 
- M:H preventive medici!1e, use of DRS for diarrheal disease 
treatment for acute respiratory iufections, nutrition 
interventions arrl vitamin supplementation; 
- admir.istration and management in reporting syste!!lS for the new 
integrated services a.nj their relatior.ship to the r.us, and the use 
of the referral system; and 
- community edu::ation issues including materials selection, 
IOCrlification development and te!;ting, inter--personal 
communi cat ion, group dynamics a.rrl educat ion ter.Jmiques. 

'!he Private referral providers, physicians doing referral for SD1\ 
in areas not covered by SDA clinics (pilot project) wi.ll receive training 
in: 

- contraception arrl birth spacing methods and caqplioations 
including the inport.ance of temporary met.hcrls, particularly among 
young womenJ 
- the inportance of integrating birth spacing im:l extending rural 
service deli very, 
- tJ'CH preventive medicine, use of ORS for diarrheal disease, 
treatment for acute respiratory infections, nutrition 
intervent:i ons and vi tamin sq>plementat i0111 
- administration and management in reporting systems for the new 
integrated services, their relationship to the MIS, and the use of 
the referral system; and 
- ccm:m.mity education issues including inter-personal 
coromunicat ions tc-chniques. 
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This Training Plan is s\.lIIiID.aIized in the follO'.1/ing chart: 

1. Contraception and birth spacing 
methods and conplica t ions. 

2. Issues in contraception arrl birth 
spacing including the i~tance of 
tert{X)rary methods, partiC'ulMly anDng 
YOU!l3 ~-.'Omen. 

3. Importance of integrating birth 
spacing an:] VCH arrl exterrling rural 
servi ce del i very . 

4. MCH preventive medicine, use of ORS 
for diarrheal disease, treatment for 
acute respiratory infections, nutrition 
interventions arrl vitamin st{>plementatia.71. 

5. Administration and management: 

a. Planning ar.d use of the lons, 
national slJIVey data and 
the results of other stl.!diesi 

b. Resource allocation and the 
use of the MIS, 

c. Project. evaluation and the 
inportance and C!Se of tl1e r-US1 

d. Reporting sy&tem.s for the ne;l 
integrated servi~es and their 
relationshl.p to the r-US, Cll'lCl 

e. use of the referral Sy-sterne 

6. Community education issues incllrlingl! 

a. Materials review, IOCrlification 
and test ing 1 

b. f>1aterials deT..,elopment an::'! 
testing1 

c. Inter-personal communication 
techniques 1 ar.d 

d. Group dynamics and education 
techniques. 

Levels 

x 

j{ 

Yo 

x x 
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Training Revision: Training for &"Ch of theSt= groups of service 
personnel in each topic area will be !>lannoo, desigru~ and supervised by 
the SDA education and training divisi()n. Training delivery \'1i.ll be done 
by the SDA staff, technical aS8i8~~ epecialil3ts, use of ne'.J curricular 
materials and assistance fro-ill outside institutionso '!he iMtitutiOi"!.tJ 
which may provide training include tht~ t~temity Cbspi tal in 3an Salvador 
(part icularly for training doctors), a un.i. versi ty teiiching hospi tal ~1i th 
the capacity to train referral physicians in contra~;ptive techniques, 
FEPJ\DE, a private organization "Jhlch DilaY offer training in management 
trubjectSl CENCAP, a f.tinistry of Agric\llture organization vJhich has 
training capacity in rural education C'm outreach. (:Er-."CAP trainers cue 
currently receiving instruction in fcJ!uly planning from Johns I-bpkirul 
University in a pilot project funded hy USAID/ru. Salvadora 

The trC\ining and eOucation depart.n:ent of SDA, wit."1 technical 
assistance provided through tJ-.e PI·0j~Ct, will take rE~sponsibility for 
development of training materials, ~~ial courses (for example, in lim 
subjects). 'lliey will also prepare materials to be distributed to the 
end-users (for example, photo comic lx:lOks dJ1d pa.r.rphlets on BS and 1-'.aI 
subjects: see belav'!). 

B. Part icipant Trainif!9.: 

'!his traininq will take place in the UniteCi States or a third 
COW1Uy in Intin America. Training \-r.i.ll be provided in those subjects in 
~ihich technical assistance is being provided, It-lith the objective of 
preparing a Salvadoran national to fulfill the functions covered by 'me 

.L':-:tining directly related to the first carnporumt is: 

a) One person ~-lill receive post'"'<jraduate training in Rural 
Population arrl Health Oevelo;?IiK'!..'1tl and 
b) One person ,,"lill receive post'"'<jroouate training in Quality 
Assurance procedures for Clinic t~t.o:ring. 

In the area of inst i tut ionu dE!ve.lopment (C'cJIponent 1 I), certain 
s:DA personnel \'li11 rec-eive medium and long-tenn trainirr~ in those areas 
in v/hich SOh \'n.ll receive foreign teehniml assistance. The objective 
wi 11 be: to provide high quali ty training to nat iop.al pertronnel in the 
epec::'ali tics ::'n \;'hich 'JJ\ i& being provided in order to 1)2 able to rc:place 
foreign aesistance by national pe.rsor.J~l by the end of tlw Project. 

Mvanced training is planned in the following area.s: 

a) One person will receive ~rt=graduate training in Health 
Systems Management (12 to 18 JOCmths in 1992 h 
b) 'lW;:) persons wi 11 recei ve t~LSter I B level training in 
Instructional Design and Develcpment fut' Health, probably at the 
Catholic Uni versi ty of ('.nile, Santiago (18 months in 1991h 
c) '1\<-.'0 perSOfl.B will receive post-grar.1uate training in Social 
Harketing 'Iheory ari'i Practice (12 to 18 !rOnth.~; in 1993) I 

\ 
'I', 
\ '-

, \ 
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d) 'tWo persons will receive post-graduate training in 
administration and financial analysis and planning, probably at 
INCAE, in San Jose, <:beta Rica (12 to 21 wonths in 1992) f 
e) ~ person will receive long·-term training in Rural Population 
arrl Health Dewlopment during 191n, 
f) One~son will receive trail"ing in Quality Asmrrance for 
clinic taring during 1991, 
g) Pour persons will receive sh)rt-term training bebJeeI1 1991 and 
1~2 in administration of educational efforts in similar programs 
in other eotmtries in the region (APFOFJ\M, ASHCNPIAFA, etc.) (one 
rronth) , 
h) 'lhrae ~sons t'Ji11 receive srort-=term and o:rientation in 
Social Marketing efforts in similar programs in other countries 10 
the region (AProI<W·l, ASHCNPI.AFA, E"tc., during a one month p1"rioo 
between 1991 and 1992, and 
i) A number (approximately 10) of SDA personnel will participate 
in observational travel, oonferences a.nd seminars. Approximately 
$ 220,000 has been budgeted for these activities over l.DP. 

Training Desj~ Development: 

'!he organization of both service and participant training efforts 
will require a series of design and de~elopment steps, all of ~ch will 
be wi thin the existing skills of the 5a\ personnel and technical 
assistance provide by the institutional contractors. These will include: 

1. Problem analysis am specification (including bibli03raphic 
review). Thlt; step requires basic analysis of the difference 
reb/seD the existing situation, target groups required knowledges 
and attitudes (current abilities) and the desired ~end stateR 
(bette-I health indiCE:s) am the specification of the discrepancies 
bebleen the two states 1 

2. Establish!:ilent of specific objectives, ck.lne on the basis of the 
examiuation of the discrepancy list (:tl), developing one or more 
objectives for each of the discl1epancioo, 

3. Learner Entry Behavior analysis is required ~ n order to have a 
clear idea of ~t are the probable existing levels of education, 
literacy, motivation, etc., ''Ihich will establish the beginning 
points for the educative efforts7 

4. Behavim by Cont~ analysis, the study of ",.nat lo1o.'iledqes and 
skills are required to lead the user to those final behav10rs 
whicil ,"rill inprove her ability to direct and manage her (Y'.ID am 
her family's health situation. Specification 01£ required 
behaviors of 'l'BAs I nurses, doctorn and other faci.litators, is Q 

critiCB.l step, because it is inportant to be able to provide them 
with the training which they will nero to be able to s\lXessfully 
stimulat~ participation, i!1Sure adequate attention and effort. to 
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learn, facilitate ~rehension through pvovision of extra 
exanples fran the real-wor1d life of the user, ev-dhlate mastery by 
the users, etc., 

5. Establishment of evaluative criteria for training success, 
i.e. hari do we kn:>YJ that the tar'get groups learned and applied the 
~{;"edge, and that the application had some positive effect on 
somecne' s health? 7 

6. Media selection is the Bt~ j,n \;hich the de'Signers decide 
which specific medium or group of media will halve the best 
possibility of effectively ccmrm.:micating the information and 
changing the krodedge a~ skills of the u...aer within the existing 
<x>st, environmental ard social cx::nstraints. Media selection is 
influenced by its availability within a ~ific target area 
(rural or urban) arrl by the trainee's E'.xperience \iith the media as 
forms of information delivery1 

7. Media develcpment requires mate:.ial frvm first drafts arrl 
contents of the intervention under c:on.sideration, and its 
translation to the chosen media. 'nle a.nount of \'K)rk involved is 
related to the sqphistication of the medial 

8. Field testing of media drafts is critical in order :'0 insure 
that they have the planned effect 0 These tests gather informat ion 
from users al:out \'"IDat they understand arrl do not urrlerstand, atout 
their affective reactions to the! information \'ihich they are 
learning arrl their probable disposi tio., to use the knowledge ard 
SKills which they are acqui.ring. 'Ihis step may be repeated more 
than orce, a~ required and useful; 

9. Revision and inproveme:nt of materials following the field 
tests is the lcgical activity of incorporating feedbaclq 

10. Final production follows the last revisione once the required 
level of tested effectiveness 18 achieved, 

11. Distribution of the J"iaterials takes place, ao:x>rding to the 
trainiI'r3 plcn; 

12. Field i.nplementation is the point at which the materials a!;e 
distributed to a broad array of potenti~l cli~lts (users), through 
those mechanisms ,,~.ich have been previously desi(jl16d, ard 

13. Follow-up and effect.ivene9s evaluation uti1i7..e the same 
criteria (16) previously established to measuI4;! the effect of the 
mater ials in mass use. 



1. Doct.crs 11 MOOiC"6l1 
Person.nsl 

2. Middle-Mana.aers 
3. Suoervis.ora 
4. ooZY!? 
"S'. Referral Doctors 
6. Strategic Planning 
7. MBO 

1. Rural Pop. & Health 

3. &alth Systems Mgt. 
4. Instructional Dev. 
5. Social Marketing 

7. Admin. of lEe >OOOOC 
8. Soc. Mirt. Or len. >0000{ 



ANNEX I 

I. ASSESS4F.Nl' OF Ha3T CXlJNTRY <XN1'lw::TING CAPABIU.TlES 

'lhroug'OOut the implementation of the on-going I.nproved Delivery of 
Fami ly Planning Servi ces (519-0275) anl the Pq:>u.l.at ion Dynamics 
(519-0210) projects, host country procurement activities have been 
wrlerlaken by the Salvadoran De.n:ographic Association L1sing host OJUntry 
contractirg follO'lling USAID Handbook 11 procerlures and SDA procedures 
accepted cry USAlD. Most of these activities \r"rere limited to the 
procurement of services for evaluation and research ptrrpoS0S and 
office/medical supplies anj equipment. Purchases over $25,000 were 
approved by USAID through Project Impl~...mentation LettE!rs. 

SDA's O'tJrl procurement process i~3 done by the purchasing department 
at central headquarters. Department directors make requests for prooucts 
or services arrl if the products are not available at the wareh:>use, three 
bids are re.1Uested to decide which supplier will provide the product. A 
purchase order is issued arrl sent to the 10','lest bidder. tI>on receipt of 
the merchandise and invoice the 9000S received are verified against the 
purcffise order. If the goods are c..ccepted the accorrpanying invoice is 
sent to the accounting department for c..."clifr3 and payment 0 The cashier IS 

office issues paYJOCnts directly '::0 the supplier. S[k\ atrli tors manage 
internal purchasing controls in C<XJperation with external auditors. Fbr 
local purchases, the necessary canvassing of potential bidders can be 
done by sm, since they h-'ive the mechanism to advert iSle, select and 
nom tor cont'.,lctor performance. 

Under the Family Health Services project, the SDA "rill continue 
wi th local procurement for supplies and semces. 'It-.e prccurement 
mechani SInS wi 11 be supervi sed/moni tared by the PSC procurement spec iali at 
at USAlD's HPN office. 

This project will include both foreign arrl lClCCll procurement of 
supplies and services. Host Country pr0CUI'ement vlill be carried out by 
8m follo..n.ng its O .. Kl procurement mechanisms, which conform to AID 
procurement regulations. h.l.D. direct procurement \flll ei t.her be 
carried out bj an Institutional O:>ntractor!Procurement Services Agent 
(?SA) under the guidance of the PSC procurement Speciallist in USAID/El 
Salvador I or by sr/POP/CPSD through the General Services Mministration 
(GSA) and Veterans Adminii3tl'ation. 

u.s. Pcc ..... "'U[ement: 'Ihis type will include USAlD/El Salvador's 
procurement of services I the procurement of foreign supplies and services 
t..1rr0U3h an Institutional Cbntractor Purchasing Services Agent, anl 
procurem-ent carried out by AID/W. 

{ \, 
\:0 __ \' 
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USAID Procurements: USAID direct procurements will be limited to 
services am certain coomodities coverEd by GSA or ot.her governmental 
agencies. An institutional contractor will act as procurement specialist 
for the Project. In oonformance with recent policy standards, an 8(a) 
firm will be selected as the IC/PUrchasling Services k;,ent. In addition, 
the USAlD will initiate buy-ins against AlD/W centrally funded contracts 
to C/JIry out selected surveys and resealXch activities as \'.'ell as project 
audits am evaluations during the life of the project, and the final 
project evalllation. 

General Services ~.dministration (GSA) Procurememts: Cbntenplated 
procurements carried out by the GSA Wiler this Project an::1 G&\ contract 
wooers will include contraceptives, following \.:he current centrally 
managed procurement system implemented an,j IrDnitored by sr/POP/CPSD. 
Contraceptive requirements will be detEmnined by ST/POP/CPSD arrl ere in 
conformance with the Standard Contraceptive Procurement Tables (CP'rs) 
deve1q:>ed by AlD/W. 'Ihese tables ".nIl be updated yearly with 
corresponding projections for the following four years. Contraceptives 
purchased urrler thl s project wi 11 cover roth SI1l\ needs arrl those of the 
Salvadoran Social Security Institute. 

Purchasing Services Agent (pc'...A) Procurements: As stated al::ove, 
USAID will contract an Institutional Q:>ntractor (IC), that will provide 
purchasing services besides the techn.i<:zl assistance services descri~ 
in Annex J. These services will be defined in the PlO/T to be issued by 
USAlD/El Salvador. Specific Federal a.l'rl USAID Procurerrent Regulations 
shall be follO' .. red by the IC/PSA in cha:rge of tr~se services. '!he IC/PSA 
\'Ji 11 urrlertake procurement of Comm:rli ties arrl of Services: 

1. <XM-1OOITIES 

a. Pharmaceuticals: The type of pharmaceuticals required u.rrler 
tr.e Project axe basic drugs which do n:k have restricted acquisi Han 
reg...tlations, i.e., antiparasitics, vit,amins, Oral Rehydration Salts 
(ORS) 0 Their procurement will be coordinated through the US/PSC 
Procurement Specialist in the HPN Office of USAlD/El Salvador. t-VOp/OO.JS 
and the VA \'lill provide necessary procurement support for procurement of 
pharmaceuticals arrl related 1 tems, i.e. ORS (to be acquired through a 
buy-in using ST/H). 

b. t-1edical, office an1 hareh.>llse eq.Jipment and suppli~: 
Addi tiona! medical equipment required in t.'1e SDJ'~ clinics and the Central 
Referral Clinic will be listed by the Association and the specifications 
revie\'.~ 17f the tecPdl1cal assist.ance team. '!his equipm8nt will be 
obtained through the IC/PSA in confornance wi th AID/P'ooeral Acqui 81 t ion 

r 
~. 
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Regulations. The IC/PSA mechanism \rill also be used to prcalre large 
office equipment required urrler the Project to implement an €:Jfficient 
management informtion system. 

c. Vehicles: '!he present rot\. fleet will be m::::rlernized and 
standardized to avoid maintenar~e problems faced due to the array of 
illC\Xes arrl no:1els currently 0'#1100 by the irrplernent ing agency. 'the ne\-I 

vehicles will be of U.S. origL'l, procl.ll"oo via the IC/PSA mechanism. 

Delivery of all equipment and materials purC'nasec urrler the 
Project will specify CIF, San Salvador or a U.S. DiSpatC}l Agent in t.fiami 
for surface freight (via Santo TOmas), and elF Cbmalapa for air frelght 
and the 70% U.S. Flag Carrier requireme."1t will be observed.. Receipt, 
distribution arrl use of gocx1s \vill be handled by the SDA. FUnding from 
this Project rna:' finance the contracting of one aCrli tional port reception 
person to clear customs and initiate receiving reports. 

'The foreign procurement mechanism "rill also utilize the Fedstrip 
system which wi 11 expedite the acquisi tion an) reception of goods to 
avoid delays in proje...~ irrpleuoentation, as well as the GSA 
pre-cantracting system. 

2 • SERV1 (.E$ : 

The IC/PSA will manage Project participant training according to 
Handbo::>k 10, Participant Training regulatioru.. In addition, the IC/PSA 
will contract 5rort-term technical assistance as needed urrler the 
Project. Likewi se, the IC/PSA. and SDA. wi 11 coordinate the procurement of 
necessary publicity services, which are not already included in the 
advertising agenC'j services to be contracted by SOA follOt.-ri.ng the AID 
Ibst Country Contracting procedur~s (See belax). This procurement may 
include services offered by US based firms \'Ji th experience in l&:/Mass 
Media campaigns. 

a. Ibst. Country Procurement: '!he SDA will ixrplement these 
activities under the guida'1C~ of HPN's PSC Procurement Specialist 
follo.1irg AID regulations a.rrl established SDA. procedures described 
earlier in the Procurement Plan. Project inplementation may require 
:mall quantities of supplies available locally; most of them limited to 
office supplies. The sm \'rill provide U8.J\.ID with an action plan and 
detailed budget to cover these anticipated procurements. Upon \-1ritten 
approval by USAID of the action plan, SD1\ will receive a local currency 
advance to cover the proposed purchases. USAID a..oproval of terrler 
d.ocumentn arrl contract~ \crill be required only for contracts exceeding the 
equivalent of $25,000. A"1Y transaction not meeting AID reqtlireIr2nts \"1111 
be disallowed. 

b. L::>cal contracti~ \'/i11 inclooe: (a) training sessions, (b) 
<....:>ntracting of pa"sonnel, ~) sane lEe service contracts, (d) restoration 
of clinics and for renovation of t1le su:\ building for the Central 
feferral Clinic. 

f 
\ ~~__ d 
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'!he nr. service contract may be the lar:;.est Host Cbuntry 
contract. SIll\ has experience in "his type of procurE:ment having 
successfully contracted two qualified local agai~ies during 
irrplerrentation of Project 519-0210. The SDA will uti.lize sim.ilar public 
bidding arrl selection mechanisms for the Family Healt.h Services Project. 
Prior writtenlPProva1 from USAID/El Salvador \rill be required for any 
procurement of goOOs a:m./or services over the $25,000 limit established. 
In addition, in coupliance with AID Y"Jgulations, the SDA will also adhere 
to the requirement to ar .. JOUnCe procurements exceeding $25,000 in the 
Commerce Business Daily. 

Restoration ani remJdeUng of clinics am of the SDA OOi IdinJ wi 11 
follow the guidelines provided in standard AID regulations for 
contracting these types of ~ific services. 

A sec.:md large host country procurement wi 11 be the contract for 
services to carry out the Family Health Services Survey planned for 1993 
(F&5AL-93). This survey \.nll be carried out \'1ith the techniCCil advise of 
the COC, simi lar to FESAL-88. There wi 11 be no charges incurred unler 
this i?roject for the CDC services. 

'Ine SDA will contract local firms to carry out ether research as 
well as internal and programm.~tic evaluations during the life of the 
project. 

I I I. saJRCE AND ORI GIN: 

The source arrl origin for procurement of vehicles, contraceptives, 
me.1ical, office a'1d warehouse equipment, Irost pharmaceuticals and some 
medical instruments ~ supplies trill be lim ted to AID Geo;Jraphic O::rle 
000. Oth..er equipment, IDdterials, participant training, and SBrvices 
purchased with foreign exchange will inciude source and origL'1 in the 
Uni ted States, CBI designated Central .~rioan ('~ t-ruket countries 
am Geographic Code 9356 

IV. WAIVERS to be requi red: 

1. A Source and Origin Waiver may be required for Vehicles. 

2. Fo:c speci fie training b'] non....1,JS or CACM 80U.:fC€H3. 



IC/PSA 
Contract 

Contraceptives 
(First shipment) 

Oral Rehydration 
Salts (Buy-in) 

Pharmaceut i cal s 

Supplies, Equipment 
arrl Vehicles 
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srnEDULE FOR P~ 
(First year of th~ project) 

Action 

PlO/T issued by USAID/ES 
(Sa firm) 

Negotiations 

Cbntracting 

TA team arr i ves 

PIo/e issued by U9JD/e; 

Estimated Date 

.. ltme 1990 

l~ugust 1990 

September 1990 

CCtober 1990 

July 1990 

AlD/H gets the request August 1990 

AID/v..' procures (D!lLrucepti ves October 1990 

Shipments begin to arrive January 1991 

PIO/C issued by TJSAID/ES 

AlD/W receives the request 

AID/H procures the ORS 

ORS shi?ments bE~in arriving 

Plole issued by D:::iAlD/ES 

J'l..ID/W receives, reviews 

V.A. receives requests 
Issues terilers 
Receives/evaluates/awards 

Shipments begin arriving 

PIO/Cs issued by USAID/E3 

IC/PSA issues tE~rrlers 

IC/PSA receives bids 
erv.aluates and avards 

Shipments begin arriving 

January 1991, 

Janu<rry 1991 

M:llch 1991 

fuy 1991 

Decem'oer 1. 990 

January 1991 

January 1991 
February 1991 
Hay 1991 

July 1991 

December 1990/ 
January 1991 

January/ 
February 1991 

t-arch 1991 

M3y 1991 



A..'mEX J 
'I'EXl-iN1 CAL ASS I STANCE PlAN 

Technical assistance will be provided to the SDA under each 
component of the Project. In view of the extent of lC9Chnical aSBistance 
requiroo, it will be contracted directly by AID ~~h authority to be 
contained in the Cboperative Agreement.. Given the qUilli£ications arrl 
experience required for the lorg term advisors, it is believed that third 
country nationals, as \'lell as U.S. penJOnnel will be likely candidates, 
with the exception of one 1~-term LocJistics Coordinator, arrl one 
short-term Promotion Specialist local hire positions. 

'!he SDA will be involved in fin2ilizing th~ scopes of \-...orl< for the 
technical assistance team to ensure thclt they feel \:heir needs have been 
adequately reflected. long-term techn.ic~l assistance advisors will be 
proVlded for the duration of the project, as specified belO¥l. 

A.Tedhnical Assistance ~irements: 

International long-Term Technical Assistance 

Title 
Health Hanagement Advisor/COP 
Finance arrl Account ing Mvi sor 
Rural Health Education Mvisor 
fdocational Materials Advisor 
Procurement Assistant 

Sub-'lbtal 

Person M:mths-Yr. 

90 91 92 93 94 95 
3 12 12 12 12 3 
3 12 12 12 12 3 
3 12 12 12 12 3 
3 12 12 12 12 0 
o 12 12 11 6 0 

12 60 60 60 54 9 

Total 

54 
54 
54 
51 
42 

255 

International Short-Term Technical Assistance 

Specialty 
Social Marketing and Advertising 
Personnel Specialist 
Mad i cal Quali ty Assurance 
Logisti<.:s 
Research 

Sub-'1btal 

National Ipng-term Assistance 

Title 
Logistics Coordinator 
MIS Specialist 
Monitors (4 persons) 

Sub-'1btal 

National Short-Term Assistance 

Title 
Advertising and Promotion 

Sub-'Ibtal 

90 91 92 93 94 95 
333 3 

4 4 3 2 
64422 
332 
3 12 12 12 6 

3 19 26 24 16 8 

90 91 92 93 94 95 

12 
13 
18 

8 
45 
% 

3 12 12 12 12 6 57 
3 12 12 12 12 6 57 

16 48 48 48 48 24 232 
22 72 72 72 72 3G 346 

90 91 92 ~3 94 95 
02222 2 10 

10 
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SDA Cbunterpart Personnel for Technical Assi stance: 

Techni cal Ass i stance 

Health Management Advisor/COP 
Finance arrl Accounting Advisor 
Rural Health Fduca.tion Advisor 
Educational Materials Advisor 
Procurement Assistant 
Social Mar~eting and Advertising 
Personnel/Reimbursements 
HeJical Quality Assurance Specialist 
l..o:Jistics 
Resenrch 
Logistics Coordinator (local hire) 
MIS Specialist. 
ibni tors (4 local hi res) 
Advertising am Prornotio!1 (local hire) 

SDl\ (bunt erpart 

Executive Director 
Chief, Dept. of Admin. 
Medical Director 
IFr Di rect0r 
Department of Admi n . 
IOC Director 
Chief, Dept. of Admin. 
Medical Director 
Chief, Dept. of Admin. 
Chief, Research Dept. 
Chief, Dept. of Adml!1. 
Research Department 

lEe Director 

B. General Scones of \\1:>rk for Technical Assi stance Persormel: . 
1. '!he Health Management Advisor/Olief of Party (COP) who will be 

contracted for the duration of t.l)e ProjE~t, Le. fifty-four man rnonths 
will dedicate appro.dnately one-half of his/her time to efforts in Family 
Health Service Delivery and one-half to efforts in Institutio~l 
Dev'? lcpment . 

'I'l1e Chief of Party (COP) will be a he-:l.lth planner Who wi 11 work 
wi th the Executive Director of SUA. as his princip3l coW1terpa.rt. The O)P 

will coordinate and supervise t.1)e activities of the ot.her merrt>ers of the 
t~hnical assistance team. He/she will be the principal contact between 
the tpa..u. \a.rU the CDntracting coopany), SDA am AID. He/she wi 11 review'J 
their scopes of work and pericrlic \-.JQrk plans wi th them and S1)1'l. colleagues 
to assure relevance, appropriateness, and feasibility, especially with 
regard to sm policies, plans, programs J and activities. As necess.:uy 
arrl appropriate, he/she will assist SD1\ am the other consultants to 
revise the scopes of v.'Ork and work plans in keeping vn.th thc:..se criteria. 
He/she, with SDA counterparts, will also coordinate the overall efforts 
of the team and of the individual consultants with those of short-term 
t~hnical assistance personnel. 

The OOP/Health r'lanning Advisor \,nll assist his/her technical 
counterpart in all areas of fandly plaruling, birth spacing and 
maternal/Child care with emphasis on th~ areas and tasks specifically 
noted i:1 the Project Paper anG on those sm activities directly relatoo 
to the Project I s purpose, outputs, and activities. 

The COP v~': also help organize sessions in strategic planning for 
BYird Members aI:u the Executive Director, and will assist Board Members 
and the Executive Director to reevaluate existing goals and objectives on 
a continuing basis. 
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He/she will organize training in a.rrl installation of a Management 
by Objectives (MOO) prC)3ram for the Rxecutive Director and the Division 
arrl Departme:nt Chiefs of SIY\. Develq?ment of such procedures wi 11 focus 
efforts to orient all activities toward stated objectives with assigned 
resources am wi thin establi shed time lim ts 0 The Health M3.nagement 
Mvisor will provide sufficient s~rt to this program to insure 
achievement of the cptiml level of success. 

'lbe OJP/P.ealth Management Advisor will assist SM in arrarJ3ing 
procEdures for defining the role of the Pro-Familia Health Providers, arrl 
the criteria for their selection. He/she will assist SM in the 
organization of the new satellite Clinics, the Central Referral Clinic, 
and the market place distribution posts, including their planning, 
preparation, implementation and the evaluation of their effectiveness. 

2. '!he Finance arrl Accounting Advisor will be contracted for the 
duration of the Project (fifty four months). '!his P&son will dedicate 
one hundred percent of his/her time to Institutional Development, 
partirularly develcping the procedures needed to ad'llinister and nanage 
the sm programs at an optimal level. He/she will I;K)rk urrler the 
direction of the Chief of Party. As the Financial arrl Accounting 
Advisor, he/She \\111 work closely with the Director of the SDA 
Administration Depart.nent for development of the Unit. 

The Mvisor' S \'iOrk will involve a systematic analysis arrl 
description of 8m's finarx::ial am aca::>unting system3 and of their 
cbjectives, strengths, weaknesses, and problems; determination of 
priority problems and issues; definition of ~ific p~blems requiring 
solutions; definition of criteria tor user.Jl solutions to problems; 
develcpment arrl em initial feasibility assessment of alternative 
appr03ches to solving problems and iuproving financial systems; and 
further development, assessment, specification and testing of promising 
sol'1tions an:1 approaches to improve t.he~' s fip..anci~l and audit 
mect'1ani sma • 

He/she will assist the SDA to iuprove financial and manage..m~mt 
capabilities to plan and budget for the Project activities. He/She will 
assi st SIll\ to inprove controls to saf'€quard ar:d account for Project 
furrls, establish standard operating procedures to account for and 
properly liquidate A. I.D. disbursements am to carry out periodic 
internal CXXltrol audits. further, he/she wi 11 assi st in insuring the SDA 
accounting systew ccnplies with generally accepted accounting principals 
and with the Salvadoran government's legal requirements, and will assist 
the SDA to nodify and refine its present aco:>Ul1ting manual to conform 
wi t.h accn:.al ace<::m1ting procedures a~'Ceptable to A. I . D. and in oompliance 
with Salvadoran accounti.n:J/auditing autOOritiess 

'!he Finance and Accounting Advisor will assist the SDA to develop 
a fi~ia1 data processing system which cor.forms to the accounting 
standards mentioned al:x>ve. sm' s systems for the following key functions 
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will be studied in detail: 

- Cash payment journal, 
- Liabilities Le. acco.mts payable journal, 
- General ledger reconciliations to Sub-account131 
- Bank recx>nciliations; am. 
- App~val of journal entries ~ appropriately relevant officialso 

'Ihe Finance am Accoonting MviS<)l" will help SIA\ to rore clearly 
define the differences between the financial, administrative and 
accounting functions, so that management by objectives will be a feasible 
goal am the accounting system will facilitate establisment of fixed and 
recurrent costs. 

3. '!he Rural Health Fdocation Advisor, will be contracted for the 
entire leIl3th of Project ( fifty four months). One hundred percent of 
his/her ti~ will be dedicated to Family Health Service Delivery, 
particularly developiO'j rural service expansion, as well as assisting in 
inproverrent of information, edocation and communications. 

'1he Project's Rural Health Education Advisor will be a health or 
training professional with adequate and appro.priate experience in task 
analysis am in design, development and implementation of ~tency
basel trainin;J programs for volunteer health distributers. He or she 
will 'nQrk closely with the Director of the SOA's IFr Department, with 
other merrbers of the unit, with persons who have training 
re5p)nsibilities at central and regional levels, and with SDA and TA 
personnel who are develcping norms a.rrl utandards for job performance 
wi thin the basic health care se}~Jices and support systems. 

'!he Advisor will help SDA colleagues (and other T.A. personnel) to 
define specific knowledge and skill requirements and to develop and 
inplenent appropriate conpetency-based trainirq arrl tr .. ~ining evaluation 
programs arrl materials for the CBDs, PHl)g, referral physicians, 
auxiliaries, graduate nurses, regional m:pervisory pereonnel and with 
.::.Jt.her selected jobs in basic health services delivery a.rrl support. 

4. 'Ihe Educational Materials Advisor will be contracted for 
thirty person months and dedicate one hundred per cent of his/her time to 
develcping all forms of instructional materials such as panphlets, 
manuals, guidel:ooks, atrlio arrl video cassettes, posters etc., as well as 
participate in develq;>ment of effective small g~ educatioo techniques. 

He/she will have at leas\:. five years of experience in the latest 
principals arrl procErlures for the design, development and use of 
instructional materials, with at least three year,] experience in lesser 
develcped CCAmtries, preferably in Central America. She/he will be 
knoNledgeable about specification of lecuning goals and objectives, media 
selection, methcx:1s of presentatio.l a.rrl evaluation procOOures including 
field testing and resource techniques. 

' .. 
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She/he sh:.>uld be conversant with hLIItan learnint;J theory as ~ c 
applies to rural am narginal urban pcpulatioo an:i to devel~I,i: 'f 
educational materials. She/he sb:luld ~lso 00 }m:)wledt;,eable ab:>ut '...ltest 
techniques for insuri03 learning through the use of instructi01al 
matelials such as panphlets, manua.ls, posters, plnto-rx>vels arrl ot.her 
media/forms in order to identify and develop models which will be most 
useful in this Project taking into aco.'Junt the s<xio cultural context. 

She /he wi 11, wi th the lEI:: Director am members of the staf f , 
evaluate existing materials, collect materials fran similar projects in 
other ccml1:ries arrl from the r-ni. Existing materials will be undified 
arrl revised and new materials prodl.JCe('l. The Advisor will assist the SDA 
to evaluate and \~lidate the effectiveness of all instructional methods 
on a o:::>n.stant basis. 

The Advisor ~.rill train appropriate SDA personnel in procooures for 
the develcpment of educational materials through structured sessions and 
by means of practical, on the job training. She/he will ensure that a 
sufficient number of SUl\ personnel acquire cptimal levels of skills aM 
1<nJwledge in this area by the em of hisiher contract perio:l. 

5 'llle Social Marketing and Mvertising Mviso~ will be contracted 
on a soort-term basis for twelve person months. 'the Advisor will train 
S~ staff in social marketing principles and procedures and assist in 
developing advertising campaigns. 

6. The Personnel Specialist will assist SDA to develop an 
efficient Personnel ~tment and Personnel Manual. 'lhe manual will 
establish a clear personnel code arrl con:prehensive job descriptions to 
define S~ personnel positions/re~sibilities and deal with related 
personnel issues. The job descriptions for all positi.ons will reflect a 
systanatic interrelation of functions and responsibilities. Tty.~ Advisor 
will develcp techniques to ensure that enployees have a clear 
un::lerst.arrling of their individual responsibilities and develop techniques 
to assure that sm' s enployees are evaluated and held responsible for 
conplying with their specific job functions. The advisor will assist SDA 
to develop, arrl put into practice, procedures which will ensure that 
prQlOC)tions arrl salary increases are systematically based on performance 
starrlards • 

She/he will develcp a laror market survey to established the basis 
for salaries, and will develop clear personnel evaluation, monitoring and 
sq:>ervi sien mechani SInS. 

7. The Medical O-tality Assurance Specialist will be oontracted for 
a total of eighteen months on short-term assignments spaced over LOP to 
develcp arrl. irrple~nt <pality assurance procedures. 'lbe term quality 
assur~ can be defined as "assuring an acceptable a.rrl constant level of 
high quality in the delivery of medical services offered by the &lA. 
clinic network." '!he Medical ().lality Assurance Specialist will dedicate 
at least 50% of pis/her time to Family Health Service Delivery arrl 50% to 
the Institutional Development OJup:>nent. She/he will work \'lith the 
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Medioa.l Director to develcp arrl install quality assurance st.aIrlards for 
all SDA. Clinics, Satellite Clinics ani the Referral Cli.nic. 

8. The International logistics specialist will be COl1tracted for 
eight nonths in tlle first, aecorrl am third years of the Project to 
assist the sm in logistics related tasks ard issues such as 
determination of priccities1 drafting procurenent specificatioosl 
urrlerstaOOi~ lOCBl an::} internaticn3.l procurement procedures, inclooing 
advertising, terilers, qual if icat iCl'lS, curl evaluation of offers C:ll"rl 
offerors. '!he Specialist will assist the SI1\ in such t.asl{s as: 
procurerrent contractiD}1 receipt am evaluation of goods1 follCM-Up 
procedures for deficienciesl record lce~ing and inventory a:ntrol, 

. warehousing an] storagel transportation; ordering am processing am 
distriootion of 9=JCrls anj CUImoiities within the sm system1 supply 
program IrOni tori03 am evaluat ion etc .• 

9. ResearCh §Pecialists, will be contracted for forty-five person 
m:mths of soort-term technical assistance. '!he speci fi.c requirements of 
each research project will determine the specific qualifications for the 
individual short-term specialist to be contracted. 

Sh:>rt -term Health Servi c~ Research Advisors wi 11 be calied upon 
as necessary by the 8m to assist in designing am implenenting heal th 
services research projects. One irxHvidual could be selected to provide 
assist.aIre on an as-needed basis throughout the project, or several 
irrlividuals selected for particular areas of euphasis. '!he specific 
experieoce and training and sccpes of worK will be determined by the sm 
ba~ on particular needs throI..g'OOut the course of the project. The 
Research Advisors will work wi th the c~lief of the SDA Reooarcn 
Depar~-l1t, am with ot..'l1er offices (inclu::ling regional offices) as 
apprcpriate. 'Ihe Specialists will have awropriate experience in design 
arrl iuplementation of health services research projects at the national, 
regiona.l and local level, wi th related experience in developing countries 
arrl have experience in training health personnel at all levels of the 
system in design and implementation of llea1 th services research projects. 

10. A National l.o3istics Specialist "rill be contracted for 
thirty-six nonths during years cne through fow: of the project to 
facilitate inventory am distril:ution of: the Family Health S€tVice 
Delivery. She/he will work in such areas as: receipt and evaluation of 
goc:d; received, follow-up procedures for deficiencies1 record keeping and 
inventory control, warehousing am stoI'Clgel transportation1 ordering and 
processing a.rrl distriwtion of orders within the ME system, supervising 
stoclc level systems, criteria and controls, fi!la.'lCial, etock oontrol, and 
performance m::>ni taring systemsl an:i slpply program JOC>'n:i taring and 
evaluation. '!his person will be assisted by four uonitors. 

11. A National Specialist in Advertising an:l Promotion will be 
contracted for t\ttO IOCI1ths per year during 1DP to assist in the planning, 
design, organization aId develcpment of Social Marketing Programs, 
r>articularly in relation to media campaigns. 

4928B 
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K.l 
---._--------------------- -- -----

I Family Health Servo Delivery 
I Proposed Budget AID 

I 
I in ooo's USS 

1 
1 ------------------------------
I I-FAMIL Y HEALTH SERVICES 

1 
I A-Rural-Urban Expansion 

1 Salaries 

I Office Supplies 

I MedIcal Supplies 

I UtilitIes 

I Uniforms 

I Equlpment{incl.Veh)Maintenance 

I Miscellaneous 

I Office Equipment 

I Contraceptives 
Consulting 
Antlparasite 
Seeds 
Vitamins 
ORS Kits 
Staff Training 
PHP TrainIng 

I Total I-A 

I 
8-CI;nical ServIces 
SalarIes 
Rent 
OffIce Supplies 
UtilitIes 
Miscellaneous 
Uniforms 
MedIcal Equipment 
OffIce EQUIpment 
RenovatIon 4-chnics 
Warehouse equipment 

I Total :-8 

I 
I 
1 C-Patient Referral System 

I Salaries 

I Medical Supplies 

I Training 

I 
I Totall-C 

I 
I o Participants Training 

I 
I E Infor., Comm. 3. PubliC Edc. 

I 
I F Technical Assistance 

I 
I G Vehicles 

·1 
1 H Contingencies 

1 
I TOTAL I 

1 ---------------------------------

ANNEX K 

PROJECTION OF EXPENDITURE BY FISCAL YEA R 
------- ------- ------- ------- ------- ------- --------

FY'90 FY'91 FY'92 FY'93 FY'94 FY'95 Total 

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

219.9 5003 611.5 814.3 714.2 431.3 3,2915 

13.1 26.1 26.1 26.1 26.1 13.1 1306 

10.9 23.4 269 31.0 35.6 19.0 1468 

6.5 13.1 13.1 13.1 13.1 66 655 

0.6 1.2 '2 1.2 1.2 0.6 6.0 

'09 ~3.4 2€.9 31.0 35.6 19.0 '468 
65 '3. , 13. , , 3.1 13.1 6.6 655 

104.5 209.0 209.0 2090 2090 :04.5 1,045.0 

147.5 2025 120.3 145.7 179.2 989 894.1 
43.5 93.6 107.7 1238 142.4 762 5872 

.., ,. , . .: 15. I 284 472 53.4 26.7 178.0 

0.0 195 27.0 345 34.5 00 1155 

00 18.7 446 590 66.2 33.1 221.6 
27.0 40.5 67.5 1080 1350 00 3780 

09 10.0 0.0 10.0 00 00 209 
0.0 150 0 60.0 60.0 00 00 2700 

599.0 1,359.5 1,383.3 1,727.0 1.6586 8356 7,563.0 

1235 261.1 305.0 392.9 353.5 206.7 1,642.7 

Ei.4 9.7 6.9 7.6 300 260 866 

14.7 31.1 346 386 433 229 1852 

4.4 88 8.8 88 8.8 4.4 44.0 

1.7 34 3.4 34 34 1.7 170 
2.4 28 09 0.9 09 0.4 83 
61 81 00 0.0 00 00 162 

44.8 S44 80.9 850 896 461 4308 
0.0 2' .9 21.9 00 00 00 438 

7.8 78 0.0 0.0 00 00 '56 

2' :18 4391 462.4 537.2 529.5 3013 2 2,4902 

1.6 3.1 :.1 2.3 0.8 0.0 10.9 

17.5 17.5 0.0 0.0 0.0 0.0 35.0 

0.0 9.8 5.0 4.0 , .0 0.0 19.8 

19.1 30.4 8.1 6.3 1.8 0.0 65.7 

0.0 30.0 20.0 1".0 10.0 0.0 70.0 

270.1 540.3 545.3 553.7 560.1 281.6 2.751.' 

0.0 541.5 526.5 429.0 285.0 150.0 1.932.0 

2SC).0 0.0 0.0 0.0 0.0 0.0 260.0 

69.15 69.15 69.15 69.15 69.115 69.15 414.9 

=======;; ======== ====-=== ======= ======= ::;.===== =::::=:::=::::3 

1,431.2 3,010.0 3,014.8 3,332.4 3,114.2 1,644.6 '5,546.9 
------- ------- ------- ------- ------- ------- --------
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(ConI.) PROJECTION OF EXPENDITURE BY FISCAL YEA R 
--------------------------------- ------- ------- ------- ---.~ --- ------- ------- --------

I Family Health Serv. Delivery 
I Proposeo Budget AID 

in OOO's USS FY'90 FY'91 FY'92 FY'93 FY'94 FY'95 Total 

------~------------------------- ------- -_ ... _--- ------- ------- ------- ------- --------
II-INSTITUTIONAL DEVELOPMENT 

A-Clinical Services 
Salaries 36.5 44.6 23.1 44.1 19.0 15.1 182.4 
Office Maintenance 0.2 0.3 0.1 0.1 0.1 0.3 1.1 
Office Supplies 6.5 7.8 4.0 32 2.5 7.1 31.1 
Utilities 3.6 4.3 2.2 1.7 1.4 3.9 17.1 
Uniforms 0.2 0.3 0.1 0.1 0.1 0.2 10 
Office Equipment 40.1 48.4 24.6 4S.5 19.6 15.2 191.4 
Miscellaneous 3.1 3.7 1.9 1.5 1.1 3.3 14.6 
Med EquIp. lor RelP.rral Cli,ic 6.6 4.0 0.0 0.0 0.0 0.0 106 
Medical Suppl.-2-0per.Rms. 7.8 4.7 00 00 0.0 00 12.5 
SDA Buoijl~g RenovalJon 62.0 37.5 00 00 00 0.0 395 
Personnel Training 14.8 10.9 6.8 5.9 5.0 0.0 434 

: Total II-A 181.4 1665 62 B 100 1 48.8 45.1 604.7 

I 
I 8-Soc;a! Mktng Expansion 

I Saia~.es 34.8 52.9 14 1 42.1 727 40.7 257.3 
Contr"ceptlves 110.9 109.5 16.0 57.6 1164 67.3 477.7 
ComlSSIQns '7.4 26.4 70 21.C 36.3 20.4 1285 

I Totaill-B 163.1 188.S 37.1 120.7 225.4 128.4 8635 

I 
C-Par1icipant Tralnmg 0.0 30.0 30.0 300 30.0 300 1500 

D-Technical ASSistance 0.0 491.5 4315 4090 3190 154.0 1.8050 

E-ContJngencies 69.15 6915 6915 69.15 69.15 6915 414.9 

I ====::== ==::==== :::=::::==== ======= ===-==== ======= ======= 
I TOTAL II 413.7 946.0 6306 7290 692.4 426.7 3,838.1 

I --------------------------------- ------- ------- ------<~ ------_. ------- ------- --------
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(Cont.) PROJECTION OF EXPENDITURE BY FISCAL YEA R 

1--------------------------------- ------- ------- ------- ------- ------- -------
I Family Health Servo Delivery 
I Proposed Budget AID 

I 
I in OOO's US$ F'('90 FY'91 FY'92 FY'93 FY'94 FY'95 Total 
I 
I -------------------------------- ------- ------- ------- ------- ------- ------- --------
I 11/- POllC'! DEVELOPMENT & RESEARCH 

I 
I A-Program Coordination-Donors 

I 
I Total III-A 

I 
I B-Prog. Coord. Research 
I FESAL 93 
I MCH 
I IUD STUDY 

I Studies & Resrch in Contracep. 

I Further Anal. 01 Prevo FESAL's 

I 
I TOlallll-8 

I 
I C-Technical Assistance 

I 
I O-Contlngencies 

I 
I TOTAL III 

I ---------------------------------
I IV- EVALUATIONS 

I 
I A-Evaluation SDA Clinical Services 

8-Evaluation SOA Training & Edc. 

C-Audits / PrOject Evaluation 

I 
I TOTAL IV 

I ---------------------------------
I TOTALAI!:' 

I 

+---------------------------------

10.0 10.0 10.0 10.0 10.0 10.0 60.0 

10.0 10.0 10.0 100 10.0 10.0 600 

0.0 11.2 132.6 134.0 12.6 0.0 290.4 
20.6 20.6 24.0 39.7 39.7 24.0 168.6 

5.1 5.1 0.0 0.0 0.0 0.0 102 
13.1 26,4 27.2 291 32.1 16.8 144.7 
15.0 15.0 0.0 0.0 0.0 0.0 30.0 

53.8 783 183.8 202.8 84.4 408 643.9 

00 45.0 180.0 180.0 1800 90.0 6750 

69.' 5 6915 6915 6915 69.15 69.15 4i49 
=====:::;= ======= ===;.:::=-== ======= ======= ======= ======= 

1330 

46 
2.4 

75.0 

202.5 

103 
5.5 

150.0 

443.0 

12.9 
6.9 

150.0 

462.0 

;.2 
8.0 

1500 

343.6 

IJ oj 

88 
75.0 

210.0 1,7938 

0.0 
4.6 

150.0 

350 
36.2 

7500 
======= ======= ======= ======= :====== ======= =====:.:: 

82.0 165.8 169.8 165.2 83.8 154.6 821.2 

2,059.8 4,324.2 4.258.1 4,688.5 4,233.9 2,435.8 22.0000 
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~ 519-0363 
Fh..tvU IX Hf:AL'rH SERVI CES 

CUfPCNENr I 
Med ica1 Suppli es 
Office Equipment 
O:mt racept i ves 
Antiparasite 
Seeds 
Vitamins 
()R3 Kits 
~lca1 Equipment 
'.-hreoouse Equipment 
Vehicles 

<Xl-1PCNEN1' I I 
Office Equipment 
Mea. Fquip. for Ref. Clinic 
:-1eiical Suppli8S <:per. Rms 
Contraceptives 

TOI'AL CXH1)DITI ES 

LCx:n srI CS 

~I 

Salaries 
Office Supplies 
Utilities 
Unifonns 
Equipment Maintenance 
Mi scellaneous 
Rent 

CC'MPCNF.Nl' I I 
Salaries 
Office Mainter~e 
Office Supplies 
Utilities 
Uniforms 
0:Jmmi. ss ions 
Mi scellaneous 

'IQ1'AL LD3I srI CS 

181.80 
1,475.80 

894.10 
178.00 
115.50 
221.60 
378.00 
16.20 
15.60 

260.00 

191.40 
10.60 
12.50 

477.70 

4,428.80 

4,945.10 
315.80 
109.50 
14.30 

146.80 
82.50 
86.60 

439.80 
1.]0 

31.10 
17.00 
1.00 

128.50 
14.60 

6,333.70 

A..~K 

Ml::IH)D OF 
LMPUMENI'ATIOO 

H. / C/ INST. <XJNT. 
H./C/INST. CONT. 
AID/GSA 
INS!'. CXNI'. 
INST. a:Nr. 
INST. mNI'. 
INST. CXNI'. 
INST. CXNI'. 
INS'll. <XN!'. 
INST. a:NI'. 

H. C • / INST • CXNI' • 
INST. com'. 
INST. CXN1'. 
AID/GSA 

H::X3T a:LNrRY 
:1OST COJNTRY 
HOST ccum'RY 
HOST cnJNrRY 
HCb"T o:uNI'RY 
HOST COUNTRY 
HOST CCiJNTRY 

HOST roJNTRY 
HOST COUl:'1I'RY 
fOST COJNI'RY 
HOST OOUNrRY 
HOST~ 

HOST COUNl'RY 
HOST o::uNTRY 

DIRFX..~ HEIMB 
01 REC1' REIMB 
DI~ PAYMENr 
DI RECI' pAYM£l:n' 
DI RFL'T P~!: 1ENT 
DIRECT' PAYMENl' 
DIREX:!' PAYMENI' 
DI RECr REIMB 
D1 RECT REIMB 
DI REL'T R.F:n-m 

DIRn:T REH.f8 
DI REel' REL"1B 
D1 RIrl' REU1B 
DIrurI' PAYMENT 

DI PJ:X::T REIMB 
DI~ REIMB 
DI REX:!' HEIMB 
DI HFrl' ~IHB 
01 REX:'!' REIMB 
01 ROCT REIMB 
DlREX:T REU-m 

DI REX:T PAYMENT 
DI REl:T PAYMENr 
DI~ PAYMENr 
OIREl:T PAYMEl\'l' 
DIRreI' PAYMENt' 
DIRECT PAYMENr 
D1 REX:T PAYZ-1ENI' 



--- -----
TEn-P. .. l~ >:;" ~ I;3T.>~:¥. ; ; - _ ._ - -- ---.- ... , -. 

~l 

Tedmical Assistc:nce 1,932.00 OIR. AI D PRX."R1l'II' 01 REX:"l' PAYMrNr 
Cbnsul t i i'g 587.20 DIR. AID PROCIMff DI rurr P AYIwfrNr 

o.JviPCNFNI' I I 
7ed mi.cal Assistance 1,805.00 DIR. AlDP~ Dr REc-wr PAY'1ENI' 

a::MPCI"4tN r I II 
Technical Asuistance 675.00 DIR. AID PRX:R-NI' 01 RECr PAX71fN!' 

'!UrAL 1'FXli. ASSISTANCE 4,999.20 

TAAl~N3 (~) 

CXJvtPCNl-...NI' 1 
Staff l'rainifB 20.90 I-KST caJNrRY DIRECT REIMB 
FlIP Training 270.00 HOST cn.m.~ DI REer RED1B 
Training 19.80 a:sr CCUN1'RY Dl REX.'1' REIMB 

~t:-lI' II 
Pers:>nnel Training 43.40 H:ST CXVN1'RY DIRErI' REIMB 

'rol'AL I..D:AL TAAIN1N:i 354.10 

PARrI Cl PANT TAAINIt-l3 

CXMPCNENr 1 
Participant Trainirg -19.00 AID/IC DI~ RElMB 

CCMPCNENI' I I 
Participant Trainir):J 150.00 PJ.D/IC DI~ REIMB 

'IOI'AL PARI'ICIPANr 'rRNIN3 220.00 

CLI me RENOVATICN 

CCMPCNENI' I 
Rerxwation 4--clinics 43.80 HC6T CCUNrRY 01 RfCI' REIMB 

CCMPCNENI' I I 
~ Building Renovation 99.50 HCST <XlJNI'RY DIRFrI' RED1B 

'l'OI'AL CLINIC RENJVATICN 143.30 

-6- . ~X~~ , 



P.f03RAM OX>RDlNATIOO 
JX)N)R; 

o:::MPCNFNr I I I 60.00 HOST o:::tNI'RY 01 RB:T RElMB 

'roTAL P~. <.mRD. IXNORS 60.00 

RFSFAJOl 

CXMP<:NF.Nr I I I 
FESAL 93 290.40 HCST caJNTRY D1 REX:T RElMB 
MCll 168.60 AID DIREr.[' BUY-ru 
IUD Study 10.20 AID DlRa'T BUY-IN 
Studies and Reseu-ch 
Contracept. 144.70 AID DlROCT FlJY-IN 
Anal. of ?rev. FESAL I S 30.00 HOST CUlNI'RY D! RfX."r REIJ-8 

'roTAL RESFARQi 643.90 

INFD./C£M./PUB./& ED. 

o::MPC1ID.-1I' I 2,751.10 H.C./I.C. D! RECr REI11B 

'IDI'AL- INro. CCM. / PUB. / ED. 2,751.10 

FNruJJKrIONS/ AUDITS 

Eval. sm Clinical Srvcs 108.39 HC6T a:l.JN1'RY DI RECI' REIt-m 
Eval. sm TrI13 & Educ. 112.81 HOST (X)lA'frRY' DI REX:;l' REIMB 
Audits/Prj. Evaluation 600.00 AID 01 RFl:'T D1 Ra.-vr PAYMFNI' 

rroI'AL FNlillJATICNS/ AUDI TS 8?'_.20 

'IOl'AL CCNl' & INFlATlOO 1,244.70 To be Determined 

22,000.00 

4776B 
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