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UNITED STATES INTERKATIONAL DEVELOPMENT COQOMLCRATION AGENCY
AGEMCY FOR INTERNATIONAL DEVELOPMENT

WL RCTON DT 0N

PROJECT AUTHORIZATION

Name of Country: Peru
Name of Project: Integrated Health/Family Planning
Number of Project: 527-0230
Number of Loan: 527-U-076
L Pursuant to Section 104 of the Foreign Assistance Act of 1961, as amended,

hereby authorize the Integrated Health/Family Planning project for Peru (the "Co-
operating Country") involving planned obligations of not to exceed Four Miilion United
States Dollars ($4,000,000) in loan funds ("Loan") and Six Million Eight Hundred Thousand
United States Doilars (3$6.500,000) in grant funds ("Grant") over a five vear period from
date of authorization, subject to the availability of funds in accordance with the A.LD.
OYB/allotment process, to help in financing f’orelon exchange and local currency costs
for the project.

2. The projeet ("Project™) consists of: (i) strengthening basic primary health services
in marginal urban areas and reinforeing the service delivery capabilities of the health
centers of the Peruvien Ministry of Health and; (ii) expanding and integrating family
planning services in Peru into the public and private health sector amg Tziniorcing
national population poliecy formulation and research analysis.

3. The Project Agreement which may be negotiated and excecuted by the officer
to whom such authority is delegated in accordance with A.LD. regulations and Delcga-
tions of Authority, shall be subject to the following essential terms and covenants and
major conditions together with sueh other terms and conditions as A.LD. may deem
appropriate.

a. Intorost RBate and Terms of Repavment

The Cooperating Country shall repay the loan to A.LD. in U.S. Dollars within
twenty-five (25) vears from the date of the first disbursement of the Loan,
including a grace period of not to exceced ten (10) vears. The Cooperating
Country shall pav to AJLD. in U.S. Dollars interest from the datn of first
disbursement of the Loan at the rate of (i) two percent (375) mer annum curing
the first ten (10) vears, and (ii) three percent (3%) per annnm thercaiter, on
the outstanding disbursed balance of the Loan aiid on any due and unpaid interest
accrued thereon.

b. Source of Orizin of Goods and Services (Loan)

Goods and services, except for ocenn shippine, financed by A.LD. under the
Loan shall have their source and oriTin in the Coopecrating Couniry or in countries
included in A.LD. Gecgraphic Cede 911, exeept as AJLD. may otherwise agree
in writing. Ocean shippine financed by A.LD. under the Loan shall, excent as
A.LD. may otherwise agree in writing, be financed onlv on Ilag vcs~oLx of the
Cooperating Country or of countries ineluded in A.LD. Guo*mpmc Code 941,
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c. Source and Origzin of Goods and Services (Grant)

Goods and services, except for ocean shipping, financed by A.LD. under the
Grant shall have their source and origin in the Cooperating Country or the
United States, except as A.L.D. may otherwise agree in writing. Ocean shipping
financed by A.I.D. under tne Grant shall, except as A.I.D. may otherwise agree
in writing, be financed only on flag vessels of the United States.

d. Conditicn Precedent to Initial Disbursement (Loan and Grant)

Prior to any disbursement, or the issuance of any commitment documents under
the Project Agreement, the Cooperating Country shall, except as A.L.D. may
otherwise agree in writing, furnish to A.L.D. in form and substance satisfactory
to A.I.D., evidence that an official Project Representative has been designated.

e. Condition Precedent to Disbursement for the Activities of snv Imnle-
menting Organization Except the Glinistrv of ticalth (Loan and Grant)

T
Ll

Prior to any disbursement, or the issuance of any commitment documents under
the Project Agreement to finance the activities of any Implementing Organization
under the Proje=ct, except the iiinistry of Health, the Cooperating Country shal,
except as A.I.D. may otherwise agree in writing, furnish to A.LD. in form and
substance satisfactory to A.LD., the agreement between the Ministry of Health
and each Implementing Organization which describes their mutual responsibilities
under the Project.

f. Condition Precedent to Disbursement for Project Activities other than
Initial Teehnieal Assistinee Activities (Lean ana Grant)

Prior to any disbursement, or the issuance of any commitment documents under
the Projest Aoreement, to finance any Projeat activity otiver than initial technieal
assistance, the Cocperating Country and each Implementing Organization: shnll,
except as' A.I.LD. may otherwise acree in writing, furnish to A.LD. in form and
substance satisfactory to A.LD., an Opecrational Plan for TFamily Planninz and
Primary Health. Each Operational Plan shall include a Staifing Plan, a Supervision
Plan, a Technical Assistance Plan, a Procurement and Distribution Plan, -
Financial Plan, and a Training Plan. The Onerational Plan of the )iinistry of
Health mayv be submitted in parts, by health regions. Dishursement may be
made for activities in a speeific health rezion or for a specific Implementing
Organization once the Opzratiena] Plan for that region or for the particular
Implementing Organizaticn has been approved by A.LD.

(g)  Condition Precedent to Disbursement for Project Activities for Calendar
Year 1983 and 1984 (Loan and Grant)

Prior to any dizbursement, or the issuance of any commitment doctiments ‘inder
the Project Azrcement, for any Project activity in Calendar Year 1933 op
Calendar Year 1231, resocctively, the Cooperating Ceuntiv and exen implamenting
Organizaticn shall, exeept as A.ILD. may otherwise agree in writing, furnish to
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A.LD. in form and substance satisfactory to A.LD., an Oncrational Plan for such
year. Each Opecrational Plan shall include a Staffing Plan, a Supcrvision Plan,
a Technical Assistance Plan, a Procurcment and Distribution Plan, a Financial
Plan, and a Training Plan. Operational Plans shall reflect the recommendations
of the anrual evaluntions condueted under the Projeect. The Operational Plan
of the Ministry of ilealth may be submitted in parts, by health region. Disburse-~
ment may be made f{or activities in a spceifie health region or for a specifie
Implementation Organization once the Or)m’tloml Plan for that rexicn cr for
the particular Implementation Organization has been approved by A.LD.

h. Covenants

Tne Cooperating Country shall covenant that, unless A.L.D. otherwise agrees in
writing, it will:

0); Es:ablish a community distribution system for health and family
planning services before the completion of Project activities.

2) Not carry out any Project activities or use Loan or Grant funds
to support the performance of abortions as a method of family planning,
motivate or coerce any person to practice abortions, perform involuntary
sterilizations as a method of family planning or coerce or provide any
finaneial incentive to any person to undergo sterilizations.

(3) Provide sufficient annual budget allocations following completion
of A.LD. financing to ensure:

(a) continuity of Project activities, including maintcnance of
Project funded equipment;

(b) supervision hy health personnel of the activities which were
funded unccr the Project; and

(e) continuance of the ineentive preoram for health personnel
assigned to rural areas during the life ot the Project.
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. MICROFILMED FROM BEST
PART I. PROJECT SUMMARY AND' RECOMMENDATIONS E\WMM[LE @@Pw

A. Face Sheet (Attached)
B. Fecommendaticns

It is recommended that a loan of $4,000,000 and 4 grant of
$6,800,000 be authorized to the Government of Peru to assist in the
development of the project for Integrated Healkh/Family Planning with
disbursement over a four and one-half vear period, beginning in FY 81
and terminating in FY 86.

(ks Summary Project Background

In recent years, Peru's most serious health problems--—-extremely
anigh rates of infant, child, and maternal mortality--have been exacerbated
by an unstable economy, rapid population growth, and increasing rates of
migration from rural to urban areas. Faced with these problems, the GOP
has been unable to expand government services quickly enough to keep pace
with the rapid population growth that is occurring nationwide and espe-
cially in the cities. The result has been an overburdening of the health,
education, and other governmental service infrastructure and increasing
pressure on resources (food, energy, cultivable land, and water) and urban
job creetion.

Both public and private sector efforts to meet Peru's over-
whelming health needs have proved inadequate. Most of the urban services
provided are curative hospital services, such as emergency, maternity,
and out-patient care, which in addition to being costly, reach just a
fraction of the population. Only a few public health facilities in Peru
currently offer routine integrated health and family planning services,

and even fewer of theses focus on the community level using paraprofes-
sionals.

While seome Peruvizn officials have long expressed their con-
cernifori the publZconasichiaicl lencgranniciconsequences 'off Peruisirapid
population growtn, roiuctancs to take any concrete action reflected the

belief that Peru possessed large arsas of fertile, unsettled lands in the
Amazon watershed and that the settlement of these lands and general eco-
nomic and social development would eventually resolve the population prob-

lem. This wview pt=deninated until 1976, when the GOP, recognizing the
opulation problem aid réversing its previous policy of non-involvement in
;Eﬁoﬂ“" T =stablishied population jolicy guidelines as part of

“Then the present government came into power in July 1980, con-
crete commitment to implementing this policy was expressed in the public
speeches of the Peruvian President, Prime Minister, and Minister of Health.
Through the proposed Project, AID is respending to this high-level ccmmit-
ment to implement a naticnwide family planning program within the framework
of the national primary health system and, at the same time, to expand its
ongoing primary health project to include selected urban areas.
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D. Summary Project Strategy

The proposed Project is an integral component of the AID-
supported health and population sector program in Peru. The strategy
of the Project i1s to support the GOP's initiative to strengthen primary
health care in marginal urban areas and to integrate family planning
into the public and private health delivery systems. The Project com—
plements the Mission sector strategy which, as stated in the FY 1983
CDSS, is to support the expansion of government services using low-cost
models for the delivery of health and family planning as well as other
social services. With this Project, the Mission will strengthen the
overall health sector system—--data collection and analysis, policy
formulation, and the tiered system of health and family planning service
delivery.

Responding to the underutilization and/or lack of basic pre-
ventive health services in pueblos jovenes and building on the experience
of the AlD-financed rural Primary Health Project, the proposed Project
will support a communityv-based health service delivery system
in pueblos jovehnes in three cities (Lima, Chimbote, and Arequipa), ad-
ministered by prcmoters and traditional midwives. The Project will
demonstrate the feasibility and cost~effectiveness of providing pre-
ventive health care at the health center level and below, in contrast
to high-cost curative services in hospitals.

In response to the lack of access to contraceptives nationwide,
the proposed Project is designed to integrate a new service activity,
family planning, into the current activities in the health sector. The
Project will bhuild upon and complement the ongoing private sector activ-
ities, supported by AID central funds and other donors. In addition, the
Project will provide technical assistance and financial resources to help
to strengthen the institutional caracity of the MOH to implément its
health and population programs effectively; it will support both public
and priwvate research activities in an effort to coordinate data collec-
“i2n and analvsis for policy formulaticn at the naticnal level.

E. Summarv Project Descricticn

The proposed four and one-half year Project, Integrated Health/
Family Planning, will cost an estimated $14,400,000. AID will oprovide
$10,800,000--34,300,0CC in health loan funds and $6,300,0CC in zcculation
grant funds; the GOP will centribute £3,600,000 in countargart funds. The
ccal of the Project is to assist the GCP to improve the nezlth and well-
teing of the Peruvian poor. The purpose of “he Project i3z two-fold:
1) to strengthen basic primary health services in marginal urban areas and
reinforce the service delivery capapility of MCH health centers, and Z2) to
expand and integrate family planning scrvices into the public and private
health sector and reinforce national pcrzulaticn pelicy Zormulacion andé
research analysis.
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AVAILABLE GUPY S5

At the end of the Project, the following conditions will indicate
that the Project purpose has Lbeen achieved:

1% The MOH will be operating an integrated health/family planning
delivery system in both rural and marginal urban areas, providing basic health
care as well as family planning services to a large segment of the Peruvian
population, including approximately 50% of the marginal urban population in
the target areas.

2. Both public and private institutions will have increased their
capacity to provide family planning services so that the prevalence of effect-
ive contraceptive methods will double from 15% to 30% among women at risk.
Natioral population policy formulation and population research will be coor-
dinated through the National Population Council.

The Project will be implemented through the Directorate of Maternal-
Child Health and Population (MCHP) of the Ministry of Health. This unit is
also currently responsible for implementing the Mission's "Extension of
Primary Health Care" Project. Building upon the experience gained under that
Project, the proposed Project will expand and reinforce urban primary health
services and will support a nationwide family planning effort. As in the
previous Project, both activities will be implemented through a decentralized,
tiered referral system, beginning with a community-based health promoter and
leading to regional hospitals. The Project will finance US and local tech-
nical assistance, in-country training, supervision, and evaluation to insure
that the different levels of the delivery system are equipped to provide
the required services.

The Project will focus on two activities: 1) the streangthening of
urban primary health service delivery and reinforcement of health centers,
and 2) the integration and expansion of family planning services.

1L, Strenythaning of Urban Primary Health Service Delivery and
Reinforcement of Health Centers
Health-focused activitcies incilude the strengthening of primaxry
health services in 32 cctea B g AT ;2as and the rainforcement of exist-
ing health centevs. Approximatals 200 rur=l nealth centers and 50 urban health
centers will receive eguipiienc for basic primary health.. In addition, the

Project will finance training for nrofessional and paraprofessionals in public
health and management; provision of basic medicines; supervision and logistics
management; and the training of urban health promoters who will distribute

Basic healunt supnlios ana recoe racicnts £o healch centers or hospitals wnen
further medical attention is nesdad.
23 Intencaticon and Expansion i Family Planning Services
The pepulation activities of the Project will promote the effort
to institutionalize family plaaning by uroviding contraceptive services within

the public health structure, including family planning eguipment for the health
centers mentionad above as well as 50 nospitals and a phased-in program of
community-level delivery by paraprofessional promoters. The Project will
provide family planning information and aducation throuch community-based
activities well as mass media promotion. It will also support the expansion

of private sector family planning programs and will stimulate and coordinate
national popula‘icn policy and research analysis.
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F. Summary Financial Plan

The total cost of the Project is estimated to be $14,400,000.
AID will contribute $10,800,000, or 75% of total Project costs, in loan
and grant funds. Loan funds ($4,000,000) will finance the health com-
ponent of the Project, including equipment, vehicles, medicines, train-
ing, administrative support, information and education, and supervision.
Grant funds ($6,800,000) will finance the ronulation ccmponent of the
Project, including contraceptives, technical assistance, training, re-
zearch and evaluation, cguipment, and administrative support. The GOP
will provide $3,800,730, or 25% of total Preoject costs, for meilicines,
equipment and maintenance, training, administrative support, supervision
information and education, and research.

SUMMARY BUDGET

(US $000)
A. I. D. GOP
Total Loan Grant Total Grand Total

Investment Category (1) (2) (1) + (2)
I. Equipment, Vehicles and 1,110 825 285 710 1,820

Maintenance
II. Medicines & Contraceptives 4,600 600 4,000 950 5,550
III. Training 1,140 480 660 580 1,720
Iv. Logistic System/Admin- 480 395 85 400 880

istrative Support
v. Information & Education 500 500 - 200 700
VI.  Suserviion 700 700 - 500 1,200
VII. Techni~2l Assicstance & 680 - 680 170 850

T.oe o ornert
VIII. Fesedan .. s pooaonation 480 - 480 an 570

odu-Total: 9,690 3,500 6,190 3,600 13,290

IX. Contingencies & Inflation 1,110 500 610 - 1,110

{Average = 12%)

L LTAL: 10,800 4,000 6,300 3,500 14,409
75% 255 1005%

Projected Grant obligations by fiscal vear are as Snllows:

FY 81 $1,593,000
BFY 82: 2,307,000
FY 23: S1,390,200
F? 34: $1,400,000

TOTAL: $6,800,000



G. Summary Findings

The Project Develorment Committee has concluded that the
Project is administratiwvely, technically, and economically feasible
and consistent with the development objectives of the GOP and those

objectives set forth in USAID's CDSS document.

These Project analyses

are found in Section IV of the Project Paper.
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II. PROJECT BACKGROUND

A. Country Setting

Peru, with a population of over 17 million, has the third
largest land area in Sourth America. However, since much of this land is
not arable, the population density per arable square kilometer is 472.
The Andean mountains <ress the country from north to south, separating it
into three distinct regions which differ from each other in flora, fauna,
climate, and socio-cultural characteristics. The coastal region repre-
sents 11% of the total area, with approximately 46% of the population.
The mountain and jungle regions represent 27% and 62% of the area and 44%
and 10% of the population, respectively.

Peru's domographic growth shows increasing urbanization with a
tendency for the ropulation to concentrate in the Lima metropolitan area
and a few other urban arecas. TFrom 1961 to 1972, the average urban growth
rate was 5.6% a year while nationwide the growth rate was 2.9%. Thus, an
ever-increasing percentage of the population is urban. In 1940, for exam-
ple, 73% of the total population was rural and 27$ was urban; in 1972, the
rural-urban split was 47%-53%. Since that time, urban growth--particular-
ly the growth of an c¢nter urban ring of slums called pueblos jovenes--has
continued to be dramatic, with services such as health, education, water,
electricity, and transportation not keeping up with the significant urban
migration.

B. Current Status of Primary Health Care and Family Planning

Health problems Lo Peru have boen exacerbated in recent years by
rapid population growth and a national economy in crisis, characterized by

declining GDP ay~wth vato-. a chvonic fiscal deficit, accelerating rates
AT inflazicn. o8 Gimres o vl dngsen, Thoese factors niuz maldistribu-
tion And ‘'neLs ooolve use L2 bubole health resources nave rosulted in a
health Zolives sezrem ooan i Dorh-=cest and inaccessible to the majority

of the population. Thus, mortality rates have continued at high levels:
the infant mortality is 120 deaths per 1,000; approximately one-half of
all deaths in Peoru occur among children under five years of age; anc mater-

nalonouealioo L s vy D Tl LSt pear UUar. meng ohildren, two
prinoioal cauee s of detts are infections and erasitic dlbcau”S, which can

: ontod ;f caccinstion and improved environmental sanitation; gastro-
Lincozcoinal and reospiracoos diseases are the major causes of illness and
deach in the centire por:ilacion.

Faced with these serious health problems, the GOP has been unable
to expand government health services quickly 2nough to keep pace with the
rapid popula-ion growth that is occurring nationwide and ospeciallyv in the
cities. Botih this porulation growth and the alarming rates of migracion
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to urban centers have overburdened the health, education, and other govern-
ment service infrastructure, in addition to putting pressure on resources
(food, energy, cultivable land, and water) and urban job creation. Rapidly
increasing numbers of migrants settling in the pueblos jovenes are not
being adequately served by existing health facilities. Most of the serv-
ices provided in the pueblos jovenes are curative hospital services, such
as emergency, maternity, and out-patient care, which in addition to being
costly, reach only a fraction of the population. Little or no preventive
care is normally available at the community level in pueblos jovenes or
rural areas.

Both public and private sector efforts to meet Peru's overwhelm-
ing health needs have proved inadequate. The Ministry of Health, with an
infrastructure of 107 hospitals, 500 health centers, and 1200 health posts,
is officially responsible for serving two-thirds of the entire population;
in practice, the staffing levels, equipment, and supplies for these facil-
ities vary greatly from region to region so that only a fraction of the
poor receive even minimal health care. The Social Security Institute pro-
vides preventive and curative services to insured workers and their fami-
lies, an additional 12% of the population; the Armed Forces cover their

members (7% of the population); and the remaining 15% are served by pri-
vate institutions. Most of these services are hospital-based and costly

to both the user and the provider. Only a few public health facilities

in Peru currently offer routine integrated health and family planning
services, and even fewer of these focus on the community level using para-
professionals. AID is currently providing $7,150,000 in loan and grant
support for the national rural primary health program, which emphasizes
health delivery through health posts, community agents, and traditicnal
midwives; this support, however, is designed to provide assistance to rural
communities while marginal urban areas remain largely unattended.

The provision of family planning sarwvices has al:so heen inzde-
gquate throughout the country. Because a iiluan-level commltin-nt was itack-
ing in the past, the provision of family rclanning sexvicas has been spo-

radic. Opposition by the Catholic Church and past governments, as well
as criticism in the press, has impeded the implementation of a compre-
hensive population policy coordinating public and private efforts natiun-

widatS SPvivatatactivities, Sthoughigenasallyisiicoase sl anidisna 10 cal e,
nave nad limited impact. The only enticy in Paru with tche mandate and
the potential capacity to develop and implomznc a nationwide population
policy is the MOH. However, due to the lach of commitment to family
planning and the low priority traditionally acccrded health care, the MOH
has not received adequate technical, financial and administrative support

to implement its health programs much less to embark upon a program to
integrate family planning services into the ongoing system.

Lack of coordination of rescarch and data collaction has con-
tributed to the inability of the GOP to implement its population policy.
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Baseline data on fertility, migration, health, and demographic trends are
needed to implement, as well as to evaluate, the effectiveness oi the
GOP's health and population programs. At present, the National Institute
of Statistics (INE) is responsible for data collection and analysis, and
does in fact carry out these functions, but generally not in response to
specific needs enunciated by policy-making entities. Thus, while INE's
technical competence is excellent, the data which it generates are not
always useful for the purposes of policy-making. In addition, a number
of private organizations and international agencies carry out research
and data collection, but gaps in information often result because research
efforts are not coordinated.

While some Peruvian officials had long expressed their concexrn
for the public health and demographic consequences of Peru's rapid popula-
tion growth, reluctance to take any concrete action reflected the belief
that Peru possessed large areas of fertile, unsettled lands in the Amazon
watershed and that the settlement or these lands and general economic and
social development would eventually resolve the population problem. This
stance was taken by the Peruvian government at the 1974 World Population
Conference. In fact, the first phase of the military govemmment (1968-74)
adopted a decidedly pro-natalist position on family planning. In August
1976, however, the GOP, officially recognizing the populalion problem and
reversing the previous policy of non-involvement in demographic matters,
established population policy guidelines as part of a national development
plan. While the document did not enumerate precise fertility reduction
goals, it cited three objectives: the achievement of a "free and respon-
sible" decision regarding paternity by each couple, the reduction of mor-
bidity and mortality levals, and an improved geographical distribution of
the population. (See Annex II Exhibit J for chronology of population
policy changes.)

There was o) colcysts copmicnant ©o implemencing chisi policy;,
however, until the prasznt sovaimnment assumed power in July 1980. Shortly
thereafter, in a televised =psech outlining che development program and
priorities of the new government, Prime Minister Manuel Ulloa cited, for
the first time, the GOP's decision to provide voluntary methods of fertil-
ity control as part of a nationwide maternal-child health program. This

speech was supsecently followed by addresses by the Minister of Health

as well as other sigh-lewvel crfficials, re-emphasizing the GOP's new com-
mitment to familw planning. The govainmment has thus recognized that a
decline in fertilizy cannot ke achievad without a specific nationwicde pro-

gram which includes family education and the availability of a range of
family planning methods and that without a reduction in population growth,
Peru's development efforts will suffer. As evidence of this commitment,
the GOP recently published and distributed nationwide an updated population
policy statement. (For the full text, =ee AnnexIII ©xhibit B.) The AID
Mission now has a unidgue opportunity to fortify this GOP commitment by re-
sponding to its request for assistance to implement its population policy.
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C. Project Strategy

The AID-supported health and population program in Peru is Leing
implemented in stages in response to GOP priorities in the deve! 'ment of
one comprehensive sactor program. The proposed Project is an integral
component of that sector program and will be essential to the achievement
of GOP health and population goals. The strategy of the proposed Project
is to support the GOP's initiative to strengthen primary health care in
marginal urban areas, and to integrate family planning into the public and
private health delivery systems.

Although initially contemplated for inclusion in the Mission's

Primary Health Project, familv planning activities could not form part of
that project, due to the hesitancy of the former government to implement

a nationwide family planning program. Moreover, the previous government
emphasized the development of rural primary health infrastructure over that
of marginal urban areas. Therefore, the emphasis of this new bilateral
health and population loan/grant Project will be to respond to the nriori-
ties announced by the GOP in order to fill the gaps in the existing program
and thereby assure integrated service delivery in both rural and marginal
urban areas.

The three fundamental GOP goals for improving the health status
of Peruvians are to reduce infant morbidity and mortality, protect maternmal
and child health, and reinforce the existing health infrastructure. The
AID sector program focuses on overcoming the fiscal, technical, adminis-
trative, and managerial constraints which have prevented these goals from
being achieved in the past.

Thus, the Mission is supporting three important activities. The
firstis primary health care, including the extension of basic hazalth

services, relving largely upon paraprofessional workaxs, and
preventive rather than curative care. These services are kein
primarily toward the maternal and child populaticn. Sacond is

struction of potable water systems in rural communities, along with the
provision of sanitary education and latrines. Third is the implementation
of the GOP population policy.

RFesvonding to the underutilization and/ox lack of kasic praven-—
tive health services in pueblos jovenes and building on che ceperience or
the rural Primary Health Project (Extension of Integrated Primary Health),
the Project will support a communityv-basad health service service delivery
system in pueblos jovenes administered by promoters and traditional mid-
wives. The Project will demonstrate the feasibility and cost effective-
ness of providing preventive health care at this level in contrast to
hospital-based curative services. Project activities under this component
will include community education and seli-help actiwvities, such as basic




preventive health and sanitation, family planning, and responsible parent-
hood information; and simple, low-cost medicines, including oral rehydra-
tion salts, vitamins, and iron tablets.

In response to the lack of access to contraceptives nationwide,
the proposed Project is designed tc integrate a new service activity, fam-
ily planning, into the current activities in primary health and environ-
mental sanitation. The Project will build upon and complement the ongoing
private sector activities, supported both by AID central funds and other
donors, and is not designed to replace these activities.

By providing technical assistance in addition to financial re-
sources, the Project will help to strengthen the institutional capacity
of the MOH to implement its health and population programs effectively; it
will support both public and private research activities in an effort to
coordinate data collection and analysis for peolicy formulation at the
national level.

D. USAID Assistance Strategy

1. Relationship to Mission CDSS Strategy

The FY 1983 CDSS emphasizes the need for AID, in cooperation
with other donors, to £ill the gap between Peru's commitment to the poor
and its still-weak fiscal position. The CDSS assistance strategy includes
emphasis on social programs, concentrated in the sierra, and on urban basic
human needs. Specifically with regard to social programs, the USAID goal
is to support the expansion of covernment services using low=-cost models
for the delivery of health, family planning, éducaticn, and nutrition serv-
ices to rural inhabitants of the nation's poorest sierra communities. In

response to the severs problem of urban poverty in Foru, the Mission stra-
tagy, ig to provide 'basic social sexwilt ; infypetsuctury, food assist-
ance, and programs that foster a pat:izrn of kalancad urban-zural growth.

By expanding coverage cf the ongoing Primazy Heal:thh Projéct and integrating

family planning services into the health delivery system through the pro-
posed Integrated Family Planning/Health Project, the Mission is assuring
that basic health care is made available to the marginal urban population
and that the serious sroblem of rapid population mrowth is addressed.

-
<

. Relaticnsihip to current Mission Programs

The AID health sector program includes two major projects
which address health sector needs, "Extension of Integrated Primary Health"
($7,150,000) focuses on the development of a health delivery system using
health paraprofessionals at the community level and includes the complemen-
tary support activities of training, supervision, community education, and
information system regquired to institutionalize this new public hwealth
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model. The Project provides loan and grant support for a nationwide rural
primary health program, including health post equipment, training for com-
munity agents and traditional midwives, medicines, community education,

and simple environmental sanitation services. While Primary Health focuses
major support on the community and health post levels in rural areas, the
Integrated Health Family Planning Project will expand coverage to selected
marginal urban areas and will reinriorce the rural health center level, in-
cluding clinical and community=-level supervision, services, and referrals.

The second major component of the overall sector program is
the "Rural Water Systems and Environmental Sanitation" Project ($5,500,000)
which uses loan and grant funds to provide integrated water systems and
environmental sanitation--potable water, latrines, and sanitation educa-
tion~-to rural communities in up to siry department of the sierra. Within
the context of the MOH primary health program, project technicians in koth
primary health and environmental sanitation will design and implement inte-
grated primary health services and water systems in designated communities.
Thus, the activities of the Primary Health Project and those of the Environ-
mental Sanitation Project complement and enhance each other.

Other components of the sector program include both bilateral
grants and OPGs. "Sur Medio Maternal Child Health and Population"
($1,800,000) finances a model integrated delivery system for primary health
and family planning with a health and population grant. This project was
intended as a demonstration program to foster the implementation of family
planning services in Peru. (See summary evaluation of this project below.)

A $7°90,000 OPG with CARE has, as one of its activi.ties, the
construction of 25 health posts in pueblos jovenes in the Lima area. Ap-
proximately $4.0 million in Title T resources annually are programmed for
this project. An OPG with the Instituto Marcelino (5150,0C0) is building

upon the successiul family planning model of that Institute to aucned serv-
ices to two additicnal regions, Arequipa and Chiclawvo. Smaller projects,
funded by AID, c:lier internacional donors, and lo;al private ocrganizations,

have over the years, initiated a wide variety of innovative community-level
delivery systems and/or model family planning population projects. For
example, ALAFARPE (National Association of Pharmaceutical Lakoratories) has

coordinated communicy, covarament, and private entersrises to ==tablish a
social and health sexrvice nrogram in four pueblos jove )2 gefren
four health centers and providing community-based hezalth servicss, inclac-
ing family planning. ADIFAM (association for the Integrated Cawvelomment
of the Family), a private, nen-profit Catholic organization, cperates 20

clinics in the pueblos jovenes in the Lima area and in Chosica and provides
community-based distribution of family planning services. (See Annex II
Exhibit L for further information on other projects.) Thus, the conceptual
and technical elements of the proposed Project have been implemented at the
operational lewvel, albeit using a smaller population base.
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3. Lessons Learned from the Sur Medio Project

The proposed Project reflects current Mission strategy to
consolidate AID efforts in primary health care, maternal/child health, and
family planning in Peru. The design, as presented in this Project Paper,
has been influenced by a number ol major factors, including: (a) Mission
and MOH management capacity; (b) current GOP strategies which place mater-
nal/child and family planning under the general rubric of primary health;
and (c) a careful analysis of past programs, to determine which program
stratagies and interventions have proven successful and which have not. In
the last of these, Mission and GOP experience with the Sur Medio Maternal/
Child Health and Population project (527-0224) was useful in arriving at
the final design for the present Project.

The Mission recently completed an evaluation of the Sur Medio
program, using the services of a health management consultant as well as
Mission and MOH staff. The results are contained in the final evaluation
report, copies of which are available in LAC/DP and LAC/DR. Annex II
Exhibit H contains a summary of major findings.

The evaluation identified both strengths and weaknesses in
the Sur Medio model. The Project was successful in expanding the delivery
of maternal-child health and population services to rural areas previously
not served or insufficently served by the GOP. However, several problems
adversely affected Project implementation: lack of effective central con-
trol over the Project; insufficient management and logistics system to
inglement the Project; and conflict between contract personnel and perma-
nent MOH- scaff.

Under the proposed Project, implementation will be decentral-
ized but one entity, MCHP, is responsible for the overall managzment of

the Project. MNCHP and AID will review and appove rénifnsl imclanshtaticr
plans and will monitor Project activities in the regicns. As ourlined in
the Technical Analysis (IV.C.), the management and legiscics svetem of the

Primary Health Project will be used for this Project and additional tech-
nical assistance will be provided to improve the efficiency of the system.
In addition, supexrvision will be carried out at frequent intervals to in-
sure the proper functioning of the svscuom.

4., Other Donor Activities

AID is currently the major international donor agency in pri-
mary health and family planning. A number of other major donors are, how-
ever, exploring the possibility of extending financial assistance to the
COP's primary health programs. Eoth the World Bank and Inter-American
Development Bonk are currently carrying out assessmentswhich could lead to
loans in 1982. 1In order to insuce complaamentarity and donor consistency,
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all major donors and potential donors are meeting on a regular basis.
(See Annex II, Exhibit L for other donor listing.)

Other major international donor groups include the follow-
ing:

a. Pan American Health Organization (PAHO) offers technical
assistance in all specialty areas of public health and sanitation engineer-
ing and exerts considerable impact upon Ministry policy and program con-
tent.

b. United Nations Fund for Population Activities (UNFPA)
supports five priority health regions in the delivery of maternal child
health and family planning services including budget support for salaries,
information, education and communication, training, equipment and medi-
cines. UNFPA support for calendary year 1980 totalled $499,000. The pro-
posed AID project will complement UNFPA activities; AID will not work in
hospitals and health centers designated for UN support. UNFPA financial
support will probably continue at the same level during the life of the
proposed AID-funded Project.

c. Inter-American Development Bank (IDB) has concentrated
its efforts on potable water and sewage programs. In the fifteen-year
period from 1960-1975, loans totalling $9.5 million have been disbursed
for rural water projects in communities of 500-2000 inhabitants. The IDB
is currently considering a fourth potable water loan of $6.5 million and
is working with MOH to develop a program to support primary health activi-
ties, including hospital construction, in two departments.

d. World Bank (IBRD) has financed urban water services and
is currently exploring the feasibility of providing a large health sector
loan for facility construction in support of primary health. USAID and
IBRD representatives are coordinating their project development plans to
avoid duplication and assure cocmplementaritv of project inputs.

e. Governments of West Germany and Holland have provided
health sector support and are coordinating their program planning with
USAID kol finance primary health activities, pspeciallv. in the arez of
feeding programs and community development.

f. Church World Serwvice, CARE, Catholic Relief Sexvice and
other private agencies fund small#r projects related to both food distribu-
tion, health care and potable water.

g. UNICEF is currently implementing an integrated prcdram

which includas primary health zervices as well as education and other activ-
ities in Zima and thirse other daparments. The UNICEF project is carrying
out basic primary liealch activities and training of paraprofessionals. How-

ever, the Project does not provide routine family planning services or basic
medicines such as oral rehydration salts.
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h. A number of AID centrally funded grantees, including
Family Planning International Assistance (F.P.I.A.), Pathfinder Fund,
International Project, John Hopkins University, and Development Associates,
are providing family planning program support for private sector agencies
and limited support to the public sector. As stated earlier, the Mission
anticipates the continuation of these centrally funded activities. The
proposed Project will complement, not replace, these important sources of
support for family planning.
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IITI. PROJECT DESCRIPTION

A. Project Goal and Purpose

The goal of ths proposed Project is to assist the GOP to
improve the health and well=being of the Peruvian poor.

The purpose of the Project is two-fold: 1) to strengthen
basic primary health services in marginal urban areas and reinforce the
service delivery capability of MOH health centers and 2) to expand and
integrate family planning services into the public and private health
sector and reinforce national population policy formulation and
research analysis.

The proposed four and one-~half year Project will provide $4
million in loan funds, $6.8 million in grant funds, and $3.6 million in
GOP counterpart funds. The Project builds upon the planning and
implementation experience as well as the public health infrastructure
of current AID programs=-both Mission-funded and centrally funded-=-in
primary health, maternal child health and family planning, and
environmental sanitation. The Project will foster an integrated health
and family planning delivery system by expanding primary health sexvices,
including family planning, into selected marginal urban areas and
integrating family planning services into the existing MOH health care
system for rural areas. :

Health=focused activities include the strengthening of
primary health services in marginal urban areas and the reinforcement of
existing health centers. Approximately 200 rural health centers and 50
urban centers will receive equipment for basic primary health. In
addition, the Project will finance training for professional and para-
professionals in public health ard management; provision of basic
medicines; supervision and logistics management; and the training of
urban health promoters who will distribute baszic health supplies and
refexr patients to health centexs or hospitals for further medical
attention when necessary.

The population activities of the Project will promote the
effort to institutionalize family planning by providing contraceptive
services through the public health structure, including familv planning
equipment for the health centers mentioned abowe as well as a phased-
in program of communitv-lcvel delivery by paraprofessional promoters.
The Project will provids family planning information and education
through community-based activities and mass media promotion. It will
also expand private sector familv planning programs and will stimulate
and coordinate national population policy and research analysis.
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The proposed Project will be implemented through the Directorate
of Maternal-Child Health and Population (MCHP) of the Ministry of Health.
(S~e Table 1.) This unit within the MOH is also currently responsible for
implementing the Mission's "Extension of Primary Health Care" Project.
Building upon the experience gained under that Project, the proposed Pro-
ject will expand and reinforce urban primary health services and will sup-
port a nationwide family planning effort. As in the previous project, both
activities will be implemented through a decentralized, tiered referral
system, beginning with a community-based health promoter and leading to
regional hospitals. The Project will finance US and local technical assist-
ance, in-country training, supervision, and evaluation to ensure that the
different levels of the delivery system are equipped to provide the requir-
ed services.

Given the existing health infrastructure and the outreach mecha-
nism established under the Primary Health Project, the MOH can absorb the
additional resources made available by this Project. Demand for new per-
sonnel for the Project will be minimal, with the exception of urban pro-
moters who are volunteers. Additional training in family planning service
delivery will permit health personnel already i place to expand their
range of services to include distribution of contraceptives.

B. End-of-Project Status

At the end of the Project, the following conditions will indicate
that the Project purpose has been achieved:

1. The MOH will be operating cn integrated health/family plan-
ning delivery system in both rural and marginal urban areas, providing
basic health care as well as family planning services to a large segment
of the Peruvian population, including approximately 50% of the marginal
urban populaticn in the target areas.

2. Both public and private institutions will have increased their
capacity to provide family planning services so that the prevalence of ef-
fective contraceptive methods will double from 15% to 30% among women at
risk, who desire no more children. MNational population policv formulation
and population research will be coordinated through the Maticnal Bopulation
Council.

C. Project Inputs

Project loan funds will be used to support urban primary health
activities and will finance the purchase of equipment, vehicles, and basic
madicines (oral rehydraticn salts, iron tablets, and vitamins) for health
centers and for the strengthening of services in marginal urban areas.

The loan will also finance the training of professionals and paraprofes-
sionals, administration, information and education activities, and super-
vision of primary health paraprofessionals.
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Grant funds will be used in support of family planning as well
as policy formulation and research activities to provide equipment, con-
traceptives, and administrative support for the integration of family
planning into the public and private sector health delivery systems. The
grant will finance technical assistance, training for professionals and
paraprofessionals, policy seminars, research, and evaluation within the
MOH, IPSS, and INE. In addition, grant suvport will be prowvided for tech-
nical assistance, rescarch, and evaluation for several private sector and
semi-autonomous entities, including ASPEFAM, AMIDEP and the Natiecnal Popu-
lation Council.

The GOP will provide funds for salaries, transportation costs,
equipment, materials, and supplies.

D. Project Outputs

At the end of the Project, the following outputs will have been
produced:

1. 250 health centers will be fully equipped.

2. Use of community-level health and family planning services
in pueblos jovenes will increase, with approximately 1,000,000 persons
sexrved each vear.

3. Nationwide, approximately 700,000 persons will be using ef-
fective family planning methods. (See Project Coverage, Tables
in the Technical Analysis.) .

4., Basic medicines will have been provided to approximately
800,000 persons.

5. Aprroximatelw 1,080 professionals and 2,000 raraprofessionals
will have been trained.

6. The information and education campaign will have reached
about 7,000,000 persons.

E. Projecct Activitics

1. Strengthening »f rhan Prirary Health Service Delivsry and
Reinforcement of Health Cernters

Accecsibility, availability of personnel and supplies, and
quality and cost of care vary greatly in Peru's urban health facilities,
ranging tfrom hiohls zrecialirssd YOH hosritals and expensive private clinics
to poorliy starffod and unacrsusclied health centers. As explained in more
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detail in the Social Soundness Analysis (IV.D), most pueblo joven dwellers
cannot afford private health care and are generally not eligible for
Social Security health benefits. Thus, two formal health service options
ara available: MOH hospitals and health centers.

MOH hospitals generally lack in-patient facilities and fi-
nancial resources to provide adequate out-ratient care. High rates of
staff absenteelism, overcrowded wards, lack of equipment or malfunctioning
equipment, and lack of supplies and medicines are common conditions in
most hospitals. Yet, due largely to traditional reliance on the hospital
pueblo joven dwellers, when they seek medical attention, tend co go to the
hospital, oftentimes with illnesses that do not require hospitalization or
hospital-based care. As a result, the current government has declared a
state of emergency in the health sector and has asked for international
donor assistance in order to improve hospital care, and to relieve pressure
on the overburdened urban hospitals by strengthenirg health center capabi-
lity to provide basic health services. However, many health centers lack
sufficiently trained staff as well as adeguate physical facilities, equip-
ment, supplies, and supervision. In addition, the local population is
often either unaware of the services being offered, or discouraged by the
long waits and the poor quality of attention received. Consecquently, they
do not attend existing clinics and either forego medical attention or use
the services of the traditional healer or local pharmacy.

The proposed Project, through this first component of strength-
ened primary health care and health center reinforcement, will undertake
activities designed to change the current vattern of service underutiliza-
tion and reliance orn hospital snrvices. The Project is designed to suprnort
urban primary nealth services in Arequipa, Chimbote, and parts of Lima by
providing basic equipment and medicines and by funding extensive training
for nrvogram managars and for varaprofessicnal promoters. The objectiw: of
this comnonent 1o 20 oreate a voirable Toosbe o
capacity

3 T R IR s 1 N o~ .
voln the ouckzlos jovencs of these ayvsas.
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Volunteer urban health promoters, trained under the Project,
will provide information on the health services to be offered in order to
stimulate incrcased Adomand. These nromotnrs will function

somownat as Lthoe nyroorosory ddocs unily bthe Pricacs 7 alan Dyadoct in il
settings, but wich o wooe linited role.  Dus oo o payoizal ico-
latic.a, the rural pyoroter is obhliged to tak. & 1o rol

actual delivery cf health cara. In the arkan oooting whoeys oco

to the health infrastructurs iz 2asicr, <ie rol-. 7 che urkan WX
will be simplified to include only case identificartion and referral, health
education, and distribution of family vlanning surrlics and three basic
medicines. The urkban promocoer will Lo wrimavily an -xten.olon agont Lo

the health contor, divocting »envle o

distributicn of a fow spocific

thes
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numbers of urban health promoters can be trained to provide servicesto
the heavy population concentrations served by the participating
marginal urban health centers.

To achieve the objectives of this component, $4 million
in loan funds will be provided for the following inputs:

a. Eaguipment and Vehicles (5$535,000)

Under the Project, 250 health centers will be provided
with basic medical equipment for primary health to complement the minimal
resources they already have. This loan-funded equipment will strengthen
the serxvice delivery component at health centers which provide profession-
al clinical services and serve as the community referral point for medical
care. In addition to basic =quipment required in routine medical examina=
tions, family planning cquipment, such as IUD insertion kits, will be
provided. (See Cost by Project Component and Equipment List, Annex II
Exhibits E and F, for details.)

Educational equipme..t, such as simple slide projectors
and other audiovisual aids, will be provided to promote integrated primary
health and family planning activities. Low=cost radio equipment will be
provided to five remaining hospital areas which currently have no radio
access to their health facilities and regional offices. Minimum office
equipment including calculators and typewriters will also be f£inanced.

In addition, the Project will provide 8 vehicles in selected hospital
areas to facilitate supervisory and education activities as well as to
reinforce community-level service delivery. :

b. Training ($480,000)

Cxooroa adkdnooiratdon ol managemont is o pricrity
training cbjective £ iz Proi-ect, The 2! has sponsored seminars,
workshops, aid courscs i speclfic healtis Locvices, ¢.y., tuberculosis,
malaria, vaccinations, maternal and child health. However, due to less
than optimal use of human and physical rescurces, lack of program and
logistics control, and iradecuate fiswal maracement, these proarams of
service delivers oo oo less erfecuise oo nore cosonly ochan nocessaxv.
The training an' oo i:al asszistance vsrovi b oin the Projnet will focus
upon one of the Crovealmesses of the YOH bureanucracy, c7aLoms manages=
ment and ion, in an 2ffort to irpr-ove doth the Tiality and
cost=effcctivaness of the service ieliverv inrrascructure. The Project
will provide up to 375 weeks of training in approximately 125 courses
over a four-ycar periocd, to be carriced out with the asszistance of U.S.
and local tecimical o itvisors., It will crplincize management by ohjec=
tives and will include coe use of a canaceneat information system for
proyram, <ost, and Loovoooooo Lo Uororsors agrailed information on
types of courses, sece Arnex LI ikxhibit E.
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y The training component will also focus on imnroving the
gk:l}s of the hpalth versonnel located in marginal uxban areas,éne:ifica]lv
in those areas not covered in the routine continuing cducation uLoﬂram. >
Professional staff will receive a basic orientation to integrat&d Health and
faml}y planning; epidemiology of specific diseases which are common in uxkar
settings; and seminars focusing on management and supervision, including '
program planning, legistics control, and financial management. Train‘q% fon
paraprofcssional healtnh workers will include basic informaticn on Duﬁiic i
health, case identitficaticn and referral, and family planning. ;

c. Information HQHCaticn, and Communication (8540,000)

Project funds will be available for the devclopment of
health/family planning educational materials for use by urban hceith Dromoccrs
and health center staff. Thesc materials will be developed at the Mi;iqéalzal
level, with the participation of operational level staff. The major funéi;;
for’health mgtorials for rural arecas is already included in the Frimary ealth
Project. Building upon the successful mass media campaign of the AID;quEJdbl
EX-INPROMY project, the proposed project will fund radio and TV spots in supp-
?rt of health and population activities. Audio-visual equipment hucussary 1;
implement existing MOH equipment will be purchased with project funds.

d. iedicines ($600,000)

Health promoters will distribute Project-financed iron
tablets and multivitamins for pregnant and lactating women as well as cral
rehydration salts for children, and, under a phased-in program, will distrilute
contraceptives. Particular attention will be given to the distribution and
use of oral rehydration salts, coinciding with the current, well-publicized
campaigns by the MOH to alekt the general public to the effect and treatmenl
of infectious gastrointestipal diseases in infante and children. RAdditional
medicines will be provided by the GOP and distributed by pr fessionals in the
health centers.

e. Supgivision (5700, 000)

Successful primary care delivery recuires cotinuous ssunat=
vision. An active and regular supervisory system will enhance brogram aguality
and facilitate an effective system for information:.collection and distribution
of supplies. Support includes per diem and funds for gasoline to insure that
supervision will be constant and czfective, especially during bie earlylstages
of the Project. Also included under the supervision coiBonent Gro
incentives for doctors and nurses So as to encourase profassiciuls
remote areas and to supcervise promoter activities at the community
GOP will submit a plan detailing the use of tnese incentives to
Condition Prccedent to disbursament of the funds for supervision. It isicritical
that, followina completion of the Project, these supervisory costs be adezuately

supported by the MOH. In oxder to insure that this occurs, AID funds will jc
provided on a declining basis, SO that by the end of the Project, the COU sl
have assumed the full cost of supervision to  the frojoct aAgrocucns, Ene

will covenant to support supervisory activities once the Project ends.

£, Ioaistics System  ($395,000)

Building upon the.logistics system initiated under the
Primary Health Froject, this Project will provide additional support to
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improve the capacity of the MOH to distribute basic health equipment and
medicines and to provide supervision and evaluation services. Project
technical assistance will provide for a full-time management and logistics
specialist at the central level. See the Technical Analysis (IV.C) for
more detail on the logistics system.

g. Technical Assistance ($580,000)

A major objective of the technical assistance component
of the Project is to strengthen the institutional management and adminis-
trative capability of the MOH to implement this Project. As a result of
this component, the MOH will have an improved capability to plan and exe-
cute future primary health programs.

Major donors have emphasized the need for technical as-
sistance to improve the effectiveness of MOH health service delivery.
They cite inadequate MOH institutional infrastructure and bureaucratic
redtape as major reasons for the Ministry's inability to use resources ef-
fectively. Along with inadequate GOP support for the health sector (less
than 4% of total GOP budget in recent years), these factors have prompted
many international groups to focus their support in specific health regions
or communities, while simultaneously working to strengthen central-level
administration and coordination.

Prior AID technical assistance has supported decentral-
ized regional programs in primary health, environmental sanitation, and

family planning. At the same time, AID has worked to established protocols

for the national primary health plan, including system designs for program
support, fiscal management, data collection, logistics and inventory con-
trol, supervision, training course design, and personnel requirements.

Under this Project, grant funds will ko utilized to pro-
vide both long- and short-term tzchnical assistance foxr a total of 148
months. The iMission envisions an institutional contract for U.S. and local
technical advisors to provide both management assistance and support for
a series of training courses at various levels within the health delivery
system. Specifically, the Proiect will provide technical assistance to
improve the institutional capability of the sector to use limited national
and international resources mcre cififectively. Under the technical assist-
ance component, emphasis will be placed upon institution building, system=—
atic problem-solving, and management controls, including the development of
an adequate logistics and inventory control system. The long-term advisors
will provide program, fiscal, and information management assistance and
will assure Project continuity. Short-term advisors will provide special-
ized assistance at koth the central and regional levels and will coordinate
their activities with long-term advisors to assist them in supervision and
follow-up in the field. Aannex II Exnhipic D ouclines the majcr technical
assistance requirements.




NG ROENNER FRON BEST

x .
= -

by

2. Integration and Expansion of Family Planning Sexrvices

The integration and expansion of family planning services
into the ongoing hzalth and population activities will be carried out by
the MOIH through its own outreach capacity, as well as through that of the
Peruvian Social Scewrity Institute and several privats and quasi-private
sector organizations. Within the MOH, the coordinating unit will b2 the
Directorate of Maternal Child Health and Population, During the first
year of the Project, primary health promotexs at the community level in
selected recions will ke trained to provide family planning services.
Promoters in 10 of the 17 health regions in Peru are being trainad in
basic health techniques under the Primary Health Loan. The proposed
Project will support the additional training necessarw to enable these
promoters to provide family planning services as well.

As Project implementation begins, thes2 promoters will par-
ticipate in the fomily planning education and promotion campaign by distri-
buting written materials on family planning, calling community meetincs at |
the health post with the auxiliary and visiting doctcxr or nurse, and
making referrals to the nhealth post or center for the provision of family
planning services. Initial distribution of contraceptive methods will
take place at the health post or center, following consultation with the
attendant 'doctor, nurse, or trained auxiliary. A comnunity-based
distribution systewm will gradually be implemented, such that by the end

~of the Project, oral contraceptives, condoms, and vaginal tablets will be
supplied either by the auxiliary or the ‘promoter. Health centers will also
provide these methods as well as IUD insertion performed by doctors and
nurses. At the hospital level, all methods will genexrally be available.

A fce structure will be developed for these services and
will take into account supply and transportation costs and ability to
pay. Thel formula for sctting this fee will be estahlished byw the MOE din
its operaticnal plan to fulfill a Condition Rrecedent to disbursenent.
Money from the sale of contraceptives will bz placed in a sund to be uscd
to continue family planning sexrvices.

a. Deliverv of Family Planning Sexvices through the MOH

Duplic Health ImErasixructure

aalalh

Family planning will be intxoduceé as a routine serwvice
in health centers and clinics in pueblos jovenes and in the primary health
care nctwvork throughout the country. T1liis network iricludes reguonal hospi-
tals, health centers, health posts, and cormunity-iewal promoters. &ID
will provide $4,535,000 in grant funds to finance this activity.

Contraceptives will be provided with Project arant funds (84,000,000
+«The methods to be introduced will vary by the servica level and type of
health personnel available at each level. At the hospital level, oral con-
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traceptives, IUDs, and direct contact methods will be available. Selected
hospitals will have the capacity to carry out surgical methods. Health
centers will also provide oral contraceptives, condoms, vaginal tablets,
and IUDs. Health posts and, under a phased-in process, both urban and
rural community-level promoters will supply oral contraceptives, condoms,
and vaginal tablets, and will make referrals to health centers for addi-
tional services. Funds for supplies, training, equipment, and supervision
will be provided to assure that the quality of care is maintained.

Trainine ($660,000y will be provided to all staff handling contra-
ceptive supplies and will include a basic orientation to family planning
with specific information about each method. This information will include
contraindications, possible complications, and determination of the need
to refer patients to a higher level in the system. Training will also
emphasize the administrative and managerial upgrading of personnel. Course
content for these activities will include program planning and project mana-
gement with additional focus on management of the logistics system. These
courses will be aimed primarily at those responsible for actual program
planning and delivery at each level, but will include briefings for other
related health personnel on their roles in promoting family plannind educa-
tion and referral for services. The training will be carried out by train-
ers in participating institutions with the assistance of US and local tech-
nical advisors.

rquipment ($285,000) Both urban and rural health centers will re-
ceive grant-funded family planning equipment, including minor surgerv kits
and IUD insertion kits. Project funds will equip or complement existing
equipment in 200 rural health centers, 50 urban health centers, and 50
hospitals. Eauirment for the latter includes minilap and combination mini-
lap and vasectomy kits. (See Cost by Project Component and Equipment List,
Anne:x II Exhibits E and F.)

Supervision activities are essential to insure the aual-
ity of care, continued staff training, technical monitoring of community
sexrvices, support for information, education and communicatinn activities;
and distribution of supplies. These activities are particularly important
in the proposed Project given the relative newness of family p'anning serv-

ices and the MOH'S inexperienceé in using comnunicy-level person. el for

service delivery. Supervision will be carriad ont by the primary health
supervisory personnel and funded under that cemponent. Supervisors will monitor
the initial activities of these paraprofessionals to see that referrals

are prorerly made to the appropriate health referral facility. Supervisory

functions will be emphasized at all levels providing family planning serv-
ices. AID will finance per diem and transportation costs of health center
professionals, including physicians, nurse-midwiwves, and nurses.

Logistics ($85,000) Technical assiztancse I3 Luing provided undex
the Primary Health Project to implement the basic logistics systems for the
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rural primary health care network. The proposed Project will provide ad-
ditional technical assistance at the central level to augment the supply,
distribution, and inventory control systems at the regional level. Addi-
tional resources will be made available for transportation, maintenance

of vehicles, and travel and per diem for logistics system staff. Training
in supply management will also be provided for a.l logistics system person-
nel.

Information, Education, and Communication. The Project
will help to strengychen the capacity of the MOH to develop and disseminate
educational and informational materials, particularly those related to fam-
ily planning. Project funds will pay for educational materials and tech-
nical assistance to apply specific family planning delivery technologies
developed under the Sur Medio Project and other family planning projects in
the private sector. 1In addition, each participating health center will be
provided with a small slide projector for use in the clinic and for commu-
nity outreach work. Funds will be provided to develop television and radio
campaigns introducing population education, general family vlanning infor-
mation, and responsible parenthood/sex education themes.

b. Integration of Public and Private Institutions into the
National Family Planning Network

The MOH will coordinate the population activities of va-
rious public and private entities which are currently working independently
to provide family planning services. These activities will complement those
of the MOH by expanding family planning services and training. Specific
programs will be developed by the individual institutions and submitted to
the MOH for approval to assure their consistency with overall GOP policies.
Included in the operational plan for each institution will be a working
agreement signed by the MOH and the participating institutions and describ-
ing the responsibilities of k- th entities, The MOH will also assist in the
evaluation of these programs during the life of the Project. The partici-
pating institutions will be th¢ 2eruvian Scocial Security Institute, ASPEF:M,
and several semi-autonomous organizations.

(1) The Peruvian Social Sacurity Institute (TPSS)

Under the proposed Proiject, the Peruvian Social Secu-
rity Institute will introduce family planning activities into 1its regular
maternal and child health program. The IPSS and the MOH will enter into a
working agreement which outlines the responsibilities of each entity. The
four activities to be carried out by the IPSS ares: services, information
and education, training and supervision, and research. Up to US$900,000
will be provided to finance this activity,

Family planning services will be offered in all IPSS
establishments. Both temporary and permanent contraceptive methods will be
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marle available in accordance with the norms established by the IPSS
Central Committee. Hospitals will offer clinical and surgical methods;
polyclinics and health centers will offer all the clinical methods; and
health posts will provide oral contraceptives, condoms, foam, and infor-
mation on natural methods. Before these services are offered, personnel
at all levels will be trained as appropriate in contraceptive techniques,
surgical methods, program administration, and educational methodology.

With the support of this Project, about 20% of the
total IPSS fertile female population at risk will receive services during
the first year. This percentage will increase progressively to reach a
50% coverage of that population by the end of the fourth year, or approxi-
mately 103,000 women. (For a detailed examination of the Project coverage,
see Technical Analysis.)

IPSS will provide the physical infrastructure, per-
sonnel, and supplies necessary for the implementation, supervision, and
evaluation of the program. Project grant funds will pay for equipment,
supplies, and training. Medical eguipment for Social Security hospitals
and health centers will include IUD insertion kits and minilap kits. Sup-
plies financed by the Project will include oral contraceptives, condoms,
foam, and IUDs.

Information and Education. The Project will also
support family planning education and the dissemination of population infor-
mation by IPSS establishments. Educational equipment will include film
and slide projectors for use in. both staff training and inpatient and out-
patient client education. For educational purposes, the hospitals and
health centers will receive films, slides, pamphlets, and other educational
materials.

Training and Supervision. Projzct funds will train
maternal child health and family planning staff of hospitals and health
centers throughout the country. In addition, follow-up visits will deter-
mine the effectiveness of training activities in reclation to service deliv-
ery, staff knowledge, attitudes toward contraception, and accuracy of infor-
mation provided to the client population.

Several of the training courses will pe held in Lima,
including one for management personnel and another for health care providers,
including doctors, nurses, and nurse-midwives. One representative from each
IPSS region as well as a national IPSS program coordinator will participate
in the five-day management course, which will emphasize program management
rather than clinical instructions. Since physicians throughout the country
will be trained in surgical procedures through the centrally funded AID/W
International Project, this training will not be included in the bresent
program. However, Project funds will support two=-cay mini-courses in Lima
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for health providers who require refresher training in family planning
techniques.

A team of health care providers from each region
will also be trained in Lima for a period of two weeks. These teams will
consist of a physician or facility director, nurse or nurse-midwife, and
social worker. The training course will emphasize the administrative,
medical, operational, statistical, and educational aspects of family
planning program management with specific information for each type of
health care provider. These regional teams will then return to their re-
gions and train local personnel in family planning. Three pexsons from
each hospital and polyclinic and one person from each medical center, sani-
tary post, and factory post will also be trained. Thus, a total of 220
persons will be trained outside of Lima.

An initial phase of supervision will insure that
personnel are adhering to established norms and procedures in the delivery
of family planning services. Follow-up evaluations will be carried out
bi-annually to measure the performance of the personnel in achieving Pro-
ject objectives. Quality of care and compliance with standards will be
evaluated. In case of deficient performance, additional in-service train-
ing will be provided to reorient personnel.

Research. IPSS staff will undertake a series of
research activities, including periodic quality control assessments; eva-
luations of the participation of the doctors, nurse-midwives, and nurses
in the program, and assessment of the acceptability and continuation rate
of each contraceptive method. This evaluation process will foster improv-
ed program data collection and management,

In addition, funds will ke mAde available for an an-
nual IPSS-sponscred peopulation conference, This conference will provide
a forum for any interested health providers to exchange ideas, interact
with other conference participants, and learn about the meost recent ad-
vances in the field of population and family planning. Since an entrance
fee will be charged, program operational expenses will be covered and
funds will be made available for transportation and per diem expenses of

sclected guest speakers.,
(2) ASPEFAM

With this Project, ASPEFAM (Peruvian Association of
Medical Schools) will expand and capitalize on its experience in deliver-
ing family planning services. The activities under the proposed Project
will focus on three areas: service delivery, professinnal training, and
program management. Up to $260,000 has been earmarked to support this ac-
Eivity.




Grant support for service delivery will assist in
the expansion of services in hospitals already in the ASPEFAM delivery
system, including the Maternity Hospital of Lima, Belen Hospital of Tru-
jillo, Goyeneche of Arequipa, and the Villarreal University Hospital in
Lima. As a result of this expansion, an additional 3,000 women per month
will receive services.

RSPEFAM will also provide professional training
designed to improve the technical knowledge and ability of medical students
and graduates in family planning service delivery, program management, and
administration. Instructors from the university centers will provide on-
site program development assistance and training to approximately one-
third of the major area MOH hospital centers outside Lima. The others will
be included in the ongoing MOH implementation schedule.

The third activity, program management, is designed
to assist the MOH administrators to improve their supervisory, management
information, and evaluation systems. Technical advisors from ASPEFAM will
work with MOH hospital and clinic administrators to institutionalize im-
proved operational systems for program management. Specific components
include information retrieval, patient tracking system, quality-of-care
assessments, and logistics control.

(3) Semi-Autonomous Organizations

A minimum of $175,000 will be made available with
MOH approval to support the family planning activities of quasi-public
authorities, such as CENTROMIN, as well as cooperative organizations, such
as CECOAAP (Center of Agrarian Cooperatives for Sugar Production). Although
these semi-autonomous organizations have, in many cases, already undertaken
limited family planning activities, they have not received adequate funding
to purchase the necessary equipment and supplies or to train their person-
nel in family planning technigues. The Project will help these orxganiza-
tions to develop their population policies and will provide funding for
training, equipment, contraceptive supplies, technical assistance, and ad-
ministrative support.

In conversations with iission represenftatives,
CECOAAP and other organizations have expressed a desire to participate in
this activity and the MOH is also interested in encouraging the partici-
pation of these groups. The MOH will advise potential participants regard-
ing the availability of support for their program. The MOH will solicit
proposals and will submit to AID for approval proposals that it wishes to
support under this Project component.
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c. Support for Population Policy Formulation and Research
Analysis

The family planning component also includes activities
designed to foster population policy formulation and implementation as
well as policy research. AID assistance will reinforce the GOP capabi-
lity to collect and analyze ongoing population data, including census
information, wvital registration of births and deaths, surveys on contra-
ceptive prevalence (such as the World Fertility Survey), and analysis and
dissemination of population information as it relates to policy issues.
The National Population Council, a policy-making body, and MCHP, the Pro-
ject implementing agency, will carry out this activity. The Council will
provide a public forum for discussion and debate on the issue of popula-
tion and its impact on development.

In the past, AID and AID-supported grantees have worked
with a variety of individuals and institutions to support population policy
objectives by providing information, materials, con.’erence assistance,
training, and observation trips to encourage public acd government aware-
ness of population issues. Press releases, publications, television and
radio interviews, and meetings with Church and public officials have brought
the population debate to the public and fostered a change in attitudcs re-
garding the acceptability and need for government support for family plan-
ning activities. Under the proposed Project, these efforts will be coor-
dinated through one central institution, the National Population Council,
the resulting policy will then be carried out by MCHP.

Three major Peruvian institutions involved in population
research, policy, and demography will ‘be supported under this Project--
The National IPopulation Council, INE, and AMIDEP.

(1) The National Population Council

The lMational Population Council, @stablishkad in He-
vember 1980, has been designated as the principal population policy-making
body in Peru. It is responsible for coordinating all population research
activities as well as for establishing population guidelines and policy
at the national level. The Council is composed of repraosontati=rs Ziom
the President's Office and the Prime Minister's Office as well as trom the
Ministries of Health, Education, Economy, Finance and Commerce, Housing,
and Security; Joint Chiefs of the Armed Forces:; Peruvian Social Zacurity
Institute; National Planning Institute; Peruvian Medical School; ‘lational
University of Peru; anl the Catholic Church.

Under the proposed Project, the Council will coor-
dinate the estabklisinment of technical norms for the national family plan-
ning program and the dissemination of research and policy publications,
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management data reports, and other policy directives. Demographic data
and policy research will be analyzed in the Council. From this research
and analysis will emerge a national population policy which encompasses
both public and private sector activities. In support of its activities
the National Population Council will receive $100,000 in Project grant
funds.

(2) MNational Institute of Statistics

The National Institute of Statistics (INE) has four
divisions (Census and Demographic Surveys, Social and Economic Indices,
National Accounts and Data Processing), an Office for Technical Coopera-
tion and Training, and ten regional offices. INE has been the major popu-
lation policy research institute in Peru; it has implemented the field
work for the AID-supported World Fertility Survey, conducted the Popula-
tion and Economics Seminar Series, and is currently responsible for the
Vital Registration Project (VISTIM).

Under this Project, INE will receive support for
its population policy and research initiatives which are vital to the im-
plementation of the GOP population policy and family planning program.
The Project will include funding for the collection and analysis of base-
line data on fertility, migration, health, and demographic trends needed
to evaluate and analyze the effectiveness of the GOP's health and popula-
tion programs. In addition, the demographic technical unit of INE will
provide technical papers on population issues and problems which can be
used by both the GOP planning offices and the newly formed Population
Council to plan and implement policy directives., INE will receive $120,000
to implement this component.

(3) AMIDCP

The Multidisciplinary Association for Population Re-
search and Training, AMIDEP, is a private population policy research insti-
tute which will receive Project support for two years to continue its popu-
lation policy conferences and seminars, publications, and population policy
and research activities. AMIDEP is a private, non-profit organization,
which was founded in HMay 1277, by a aroup of university professors in Lima
and the regions. The objective of the Association is to promote research
and training in the population field in Peru and the Andcan Region. AMIDEP
has increased its membership from nine founding members to thirty, all
from universities in Lima, Arequipa, Ayacucho, Cajamarca, Cuzco and Truji-
llo. Since its founding, AMIDEP has concentrated its cfforts on consoli-
dating and promoting the Association, training through seminars and confe-
rences, and promoting population policy and rescarch activities. AMIDEP
will receive up to $100,000 in Project funds o carry out its activities.
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Iv. PROJECT ANALYSES

A, Financial Analysis

1. Financial Plan

The total cost of this four and one-half year Project is
estimated to be US$14,400,000, of which un to US$10,800,000 will ke
contributed by A.I.D. through a loan of US$4,000,000 and a grant of
UsS$6,800,000. The GOP will finance 25% of the total cost (UsS$3,600,000),
with cash and in-kind contributions. Tables 2, 3, 4, and 5 show Sources
and Applications of Funds, Requirements of Foreign Exchange and Local
Currency, Expected Disbursements by Year, and Summary Budget by Project
Component. Approximately 44% of total Project resources have been
allocated to finance inputs for the strengthening of primary health in
marginal urban areas and reinforcement of health centers; 56% has been
assigned to integration of family planning.

Project loan and grant funds will finance the acquisition
of medical and communication equipment, wvehicles, medicines, and
contraceptives and will also defray the costs of training, research,
logistics and technical assistance. Approximately 50 work/months of
foreign technical assistance and 140 work/months of local technical
assistance will be required in the areas of fiscal management, logistics
and inventory control, training and supervision, family planning service
delivery, and health education. The cost of technical assistance per
month has been estimated at US$8,000 for US tachnical assistance and
US$2,000 for domestic advisors.

GOP funds will provide for the purchase of spare parts
and maintenance for medical ecquipment and vehicles, as well as medicine
and contraceptives, logistics and administrative support, and supervision

toaining, logistics and alnsciistrative suppert, informaticn equipment
and cormunication, supervisicn, and techmical assistance support costs,

2. Recurren. 1sts

Peru is now antering into an economic reccvery phase
and, to a certain extent, thoe national budget has becn Irzed from the

harsh fiscal austerityv of previous ycars. Increazed zllocations, in
real tcrms, have occurred in 1981l and are expected to occur in the
future, although the demand for funds for all sectors far exceeds the
supply, at least for the present. Total budgetary allocations for the
Ministry of Health (iOH) reflect the upward trend. Specifically,
allocations to defray MOH operational costs have increased dramatically
in 1980 and 1981 as compared to 1979. The rtercentage increments were 635
and 112%, raspectivelr.



- 3] -

Table 6 shows the recurrent operational costs of the MOH
with and without the major AID-financed health projects. The MOH
budget does not include substantial health sector investments by each
of the 13 regions which, while forming part of the MOH health system
do not receive their operating budgets from the MOH. Thus, actual health
expenditures are substantially higher than is indicated by the MOH
budget alone. For the purposes of this analysis, the 1931 budgetary
allocation of the MOH, amounting to US$72,000,000, was extrapolated for
the period 1982 to 1986 using a growth rate of 10% compounded annually.
Given the substantial increases in the MOH operational budgets in the
past two years (63% and 112%) and given the GOP commitment to increasing
the social services budget (in part by reducing military expenditures
as a percentage of total government expenditures), this 10% growth rate
estimate is very conservative. Assuming that, in 1986, the GOP would
provide an operational budget for the continuation of the Project equal
to the total AID-GOP contribution in the final Project year, approximately
$2,370,000 (a reasonable assumption since some of the contraceptive
supply will be replenished through the rotating fund and additional per-
sonnel will not generally be required even in areas of family planning
service expansion), the additional GOP funds required to maintain Project
activities of all three health sector Projec. s (Extension of Integrated
Primary Health, Rural Water Systems and Environmental Sanitation, and
the proposed Integrated Health/Family Planning) will represent only 2.2%
of the entire MOH operating budget. Moreover, other international donors
including the World Bank and IDB, have expressed their intentions to pro-
vide support for health sector activities, so it is likely that the MOH
will not bear the full burden of these recurrent costs.



SOURCES AND APPLICATIONS OF FUNDS

(Us$000)

A.I.D. Proj.
Project Component/Investment Categories ioan Grant GOP Total Funds
I. Strengthening of Primary Health in
Marginal Urban Areas and Rein-
forcement of Health Centers 44%
A. Equipment and Vehicles
- Medical Equipment 685 - 400 1085
- Education & Communication
Equipment 20 - 30 50
- Office Equipment 20 - 30 50
- Vehicles & Maintenance Costs 100 - 100 200
B. Medicines 600 - 500 1100
C. Training 480 - 250 730
D. Logistics & Administrative Support 395 - 300 695
E. Information, Education &
Communications 500 - 200 700
F. Supervision 700 - 500 1200
II. Integration of Family Planning 56%
A. Equipment
- Medical - 125 100 225
- Education & Communication - 160 50 210
B. Contraceptives - 4000 450 4450
C. Training & Educational Materials - 660 330 990
D. Logistics & Administrative Support - 85 100 185
E. Research & Evaluation - 480 20 570
F. Technical Assistance/Support Costs - 680 170 850
Sub-Total 3500 6190 3600 13290 100%
Inflation & Contingencies (Average = 12%) 500 610 - 1110
Total 4000 6800 3600 14400
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TABLE 3

REQUIREMENTS OF FOREIGN EXCHANGE AND LOCAL CURRENCY

(US$000)
A. I. D.
Loan Grant GOP
Project Component/Investment Categories FX LC FX. LC LC TOTAL
I. Strengthening of Primary Health in
Marginal Urban Areas and Reinfor-
cement of Health Centers
A. Equipment and Vehicles
- Medical Equipment 685 - - - 400 1085
- Education & Communication
Equipment 20 - - - 30 50
- Office Equipment - 20 - - 30 50
- Vehicles 100 - - - 100 200
B. Medicines 600 - - - 500 1100
C. Training - 480 - - 250 730
D. Logistics and Administrative
Support - 395 - - 300 695
E. Information, Education &
Communication - 500 - - 200 700
F. Supervision - 700 - - 500 1200
II. Integration of Family Flanning
A. Equipment
- Medical - - 125 - 100 225
- Education & Communication - - 160 - 50 210
B. Contraceptives - - 4000 - 450 4450
C. Training & Educational Materials - - - 660 330 990
D. Logistics and Administrative
Support - - - 85 100 185
E. Research & Evaluation - - - 480 90 570
F. Technical Assistance/Support Costs - - 400 280 170 850
Sub-Total 1405 2095 4685 1505 3600 13290
Inflation & Contingencies (Average = 12%) 200 300 460 150 - 1110
Total 1605 2395 5145 1655 3600 14400
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TABLE ¢4
EXPECTED DISBURSEMENTS BY YEAR
(UsS$000)
Project Component Yr. 1 Yr. 2 Yr. 3 Yr. 4 Total
I. Strengthening of Primary Health
in Marginal Urban Areas and
Reinforcement of Health Centers
AID Loan: A. Equipment and Vehicles 825 - - - 825
B. Medicines 335 175 90 600
C. Training 120 120 120 120 480
D. Logistics & Administration 95 100 100 100 395
E. IEC 125 125 125 125 500
F. Supervision 200 200 195 105 700
Sub-total 1700 720 630 450 3500
GOP: G. Equipment and Maintenance 100 100 180 180 560
H. Medicines 50 100 150 200 500
I. Training 25 75 80 70 250
J. Logistics & Administration 50 75 75 106G 300
K. IEC 50 50 50 50 200
L. Supervision 25 50 175 250 500
Sub-total 300 450 710 850 2310
II. Integration of Family Planning
AID Grant: A. Equ :ment
B. Czntraceptives ;gg 115; 1 50 20 oo
Lre 450 620 4000
C. Tra}nlng & Educational Materials 165 165 165 165 660
D. Logistics & Administration 25 20 20 20 85
E. Resea?ch & Evaluation 120 120 120 120 480
F. Technical Assistance. 180 200 200 100 680
Suthotal 1600 1610 1955 1025 6190
GOP: G. Equipment 75 75 —— - 150
H. Contraceptives 25 70 155 200 450
I. Training & Educational Material 40 99 100 100 330
J. Logistics & Administration 20 25 25 30 100
K. Research & Evaluation 20 20 20 30 a0
L. Technical Assistance Support Costs _40 40 _40 0 170
Sub-Total 220 320 340 410 1290
SUB-TOTAL 3820 3100 3635 2735 13290
INFLATION & CONTINGENCIES 250 460 200 200 1110
TOTAL 4070 3560 3835 2935 14400
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TABLE 5

SUMMARY BUDGET BY PROJECT COMPONENT

(Us$000)
A.I.D.
Project Component Loan Grant GOP TOTAL
Strengthening of Primary Health in
Marginal Urban Areas and Reinforce-
ment of Health Centers 3500 - 2310 5810
A, Ministry of Health 3500 -
Integration of Family Planning - 6190 1290 7480
A, Ministry of Health - 4535 1150
B. Public and Private Institutions - 1655 140
1. 1IPssS - 900
2. ASPEFAM - 260
3. Semi-autonomous
Organizations - 175
4. National Population Council - 100
5. INE - 120
6. AMIDEP - 100
Sub-Total 3500 6190 3600 13290
Contingency & Inflation
(Average = 12%) 500 610 1110
TOTAL 4000 6800 3600 14400
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TABLE 6

MOH - RECURRENT OPERATIONAL COSTS

(Millions of Soles) *

Without Projects

MOH total operational costs

With Projects

MOH additional operational
costs:

527-0-072
527-U-074

New Project
Total AID Projects

Percentage Increase due to AID
Projects Operational Costs

(*) s/ 400 Soles = USS 1.00

(**) Assumes that recurrent costs in the first year after the PACD are equal

Base
Year
1981 1982 1983 1984 1985 1986
58800 64680 71148 78263 86089 94698
123 260 470 559 727 945
57 80 118 137 159 191
- 208 368 380 484 94 8%
180 548 956 1076 1370 2036
0.31% 0.85%2 1.34% 1.37% 1.59% 2.2%

to the AID-GOP contributions in year five of the Project.
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B. Institutional Analysis

The organizations which will have implementation responsibili-
ties under the Project are the Ministry of Health, the Peruvian Social
Security Institute, the National Population Council, ASPEFAM, INE, and
AMIDEP. Maps, organizational charts, and supplemental organizational
information appear in Annex II Exhibits B and C.

One of the objectives of this Project is to make the MOH
primary health care system administratively feasible. The Project seeks
to deal with, and provide assistance to, those systems or organizational
units in the MOH which are involved in the operation of the primary
health care system. In most instances, the Project will help to improve
the administrative capabilities of a system or unit, and in a few, the
Project will help establish the policy and procedural frameworks needed
to enable a unit or system to take an active and effective part in
extending primary health care and family planning services.

USAID/Peru is familiar with the ongoing operations of the
other implementing agencies and has chosen to work with them based on
their excellent track records. The Mission has supported and mcnitored
centrally-funded assistance to both AMIDEP and ASPEFAM, and has worked
closely with the demographic unit of INE. The IPSS has not received
direct assistance from AID to date, but 5 in-depth analysis of IPSS
was carried out during PP preparation, and the Mission is confident of
its ability to carry out projected activities.

1. Ministry of.ﬁééliﬁ‘

Approximately 3% of the GNP (down from 4.1% in 1964) is
allocated to the MOH. Of this amount, 85% to 90% is used to cover
personnel costs, leaving approximately 15% for program operations. The

" MOH is responsible for providing health care to approximately 68% of the
total population, that portion which is uncovered by any other health
insurance or medical program.

) At the central level, the MOH is comprised of executive
and managerial branches as well as technical offices. Central adminis-
trators, directed by the Minister and Vice-Minister, design the national
health policies with the advice and national support of a variety of
national health and medical advisory groups. The technical offices are
responsible for the development and supervision of specific health
programs and activities which correspond to national health priorities.
These offices establish the national technical norms and procedures for
the entire public health sector.

The technical office designated to implement the proposed
Project is the Directorate of Maternal Child Health and Population (MCHP)
Its main function is to establish norms and supervise the maternal and
child health care and population activities throughout the country.
Recently, responsibility for primary care in general has been added to
MCHP's activities, so it is currently responsible for implementing the
ongoing AID Project, "Extension of Integrated Primary Health", as well
as other donor efforts. Responsibility for implementation, however, has
been channeled to the regional level, so that, at the central level, MCHP
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can carry out its normative and monitoring responsibilities. As the
current Project is essentially an expansion of activities in already
existing health delivery units, the additional workload can be absorbed
without requiring significant personnel increases. It should be noted
that a technical assistance management expert is presently working in
the MCHP, and his principal objective is to help establish a management
reporting system for control purposes. Two other MOH divisions will be
involved in Project implementation, the Directorate General of adminis-
tration (DIGA), responsible for accounting, maintenance, and logistics;
and the Directorate of Information, which stores and analyzes health
data throughout the country.

Management of public health services is highly decentral-
ized in the 17 health regions. (See Table 7.) Each regional office is
staffed by a director and subdirector with various technical support
personnel, and is responsible for the overall planning and management of
public health services throughout the respective regions. The immediate
administrative responsibility of the regions is not, in most cases, to
the central level MOH, but rather to the local regional planning body,
the ORDE. This structural arrangement automatically ensures a large
degree of decentralization.

Each health region is further subdivided into one to four
areas which are directly responsible for implementing regional and central
programs and which have recently begun to participate in the planning
process. FEach area is headed by a director who is simultaneously the
director of the largest hospital in the area, normally designated as the
base hospital. The area director has full operative responsibility for
all of the health delivery units in the area as well as the area hospital
In addition, he gives support to the regional director.

The area level is the highest level of actual service
delivery. The service delivery units consist primarily of the CH hospitals
which provide the specialized curative care for the arca. Relatively
little preventive care actually occurs in the hospitals, although at
present, most family planning in the country is carried out through the
hospitals. 1Indeed, one of the objectives of this Project is to facilitate
the delivery of family planning services to the other tiers in the
hierarchy .

In terms of public health, the first critical level of the
health delivery system is level III, the health center, of which there
are about 500 in the country. These centers are relatively large clinics
situated in urban and peripherally urban areas serving reasonably large
population concentrations, frequently 20,000 - 50,000 people. They are
staffed by a full- or part-time doctor, one or more nurses oOr nurse-
midwives, and several auxiliary staff, including nurses, statisticians,
laboratory technicians, and others. 1In some cases, dental services are



TABLE 7

PUBLIC HEALTH CARE DELIVERY SYSTEM: Ministry of Health and Social Security

Includes the Central Ministry and specialized centers and research institutes. The central
level is concerned with program development. management, coordination, evaluation,and

LEVELS: other support activities for the other levels.
CENTRAL
v Responsible for the overall management and planning of defined geographical health
regions (17). Each regional office has a director and support staff reporting to
RFCIONAL the local ORDE.
Geopraphical subdivision of the health regions, each of which has 1 to 4 areas.
v Principally responsible for implementation. By tradition, area director is also
director of the largest hospital in the area, with other hospital reporting
AREA to him.
/ Large clinics staffed with part-time and full-time MD's, dentists, and other
111 staff. Located in urban and semi-rural areas. Frequently, health centers
serve as the link between the hospitals and the lower levels.
HEALTH CENTERS
// IT j\\ Small health delivery unit normally staffed by an auxiliary nurse.
Located in semi-rural to rural communities. This is the link between
HEALTH  POSTS the comnunity and the rest of the system.

Smallest communities served by prosotors and other community based
health workers. Preventive services and some emergency care.
Distribution of limited supplies.

1

COMMUNITY

1
(%]
0

1
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The primary focus of the health center is to provide
curative servicas to the immediately surrounding population. Family
planning services are being initiated at the health center level, with
methods limited to whatever the training of staff permits. Some ocutreach
is carried out, at times in conjunction with PI, 480 Title II programs
which are frequently administered by staff of the centers.

The centers themselves are rot always well-equipped,
limiting the effectiveness of staff. Although a laboratory technician
may be present, for example, tie laboratory facilities and supplies are
often inadequate. No equipment was provided to this level under the
Primary Health Project, and complementary equipment will be essential
to attract clientele to the centers where the family planning services
will be distributed. For this reason, basic health equipment has been
included in this Project.

Level III health centers serve as the direct supervisory
and supply link with the level II health posts. In part, inadequate
supe-vision in the past was due to lack of transportation, but equally
important was the lack of emphasis on carrying out this aspect of the
work. Under the Project, a normative change, placing more emphasis on
supervision, will be stimulated from the central level. This change will
be critical to assuring an exchange of information, material and psycholog=-
ical support for the lower delivery levels, and continuing provision of
family planning and other supplies.

Level II health posts are generally situated in rural
areas in towns of 500-2000 population. They are simply equipped and
staffed by an auxiliary nurse or sanitarian. The training of this person
is basic, about six months in duration, but he/she is capable of carrying
out simple curative procedures, some emergency care, and health education
A primary channel for dissemination of family planning information and
supplies will be througn the health post level., The auxiliary will also
be respon:ible for supervising promoters at the community level, and in
many cases acting as the supply link.

The lowest and most pervasive level of the delivery system
will be the community level., The primary provider at this level will be
the promoter, a local inhabitant, trained in basic public health. Carc
at this level will consist of a few simple procedures, distribution of
some basic drugs and family planning supplies, referrals, and some health
education.

A major problem wnich currently confronts the MOH in 1its
efforts to extend primary health to rural arecas is the lack of qualified
personnel who are w: lling to work outside of the major urban arcas. The
"Secigrista" program, which compels graduating students in health fieclds



(medicine, nursing, and dental students who have completed all course work)
to spend one year working in either rural or marginal urban areas, has, to
some extent, alleviated this problem, but there is little evidence that the
program is working to attract qualified personnel to these areas on a
permanent basis. The pattern appears to be that the Secigrista spends one
year serving in his/her designated area, then returns to the urban
atmosphere which has traditionally attracted medical personnel.

The MOH plans to experiment with new methods of attracting
personnel to peripheral areas, by offering incentives~-which increase
according to the amount of time spent in rural or marginal urban areas=—-
to those persomnel who are willing to serve up to five years outside of
the urban centers. Although not yet fully defined, these incentiveswill
include salary supplements, low interest or no interest loans to purchase
equipment needed for private practices, and scholarships for studies out-
side of Peru leading to specialization for those spending a full five years
in a rural or pueblo joven enviromment. Under this long-range plan,the MOH
is attempting to bring qualified medical personnel to the health center
level on an "as needed"” basis. In fulfillment of a Condition Precedent to
disbursement under the supervision component, the MOH will submit for AID
approval a staffing plan for all levels of Prcject activities and a format
for yyreements between the MOH and the supervisory persomnel serving in
remote areas and receiving salary supplements. AID will provide up to
$700,000 in loan funds for supervision activities, including incentives to
attract doctors and nurses to serve at the community level.

At present, in the urban and marginal urban areas, many of
the delivery points, mainly level III health centers, are underutilized.
By improving the quality of services and making the public aware of those
sexrvices, utilization and, hence, the general state of health will improve.

2. Peruvian Social Security Institute

The Peruvian Institute of Social Security (IPSS) is
composed of a central management office, which dictates policy, and eight
regional executive offices, which are responsible for developing and
implementing health programs in their respective geographical areas. Within
the central level, there are seven General Directorate support offices, of
which two will be directly involved in the IPSS family planning programs
the Directorate General of Training and the Directorate General of lealth
Care Services. The IPSS has approximately 19,500 employees of which 31.3%
are professional, 6.5% are technicians, 35.4% are health auxiliaries, and
26.6% provide administrative and maintenance support. These human re—
sources arc distributed among the eight IPSS Health Regions, with about 64%
in Lima and the remaining 36% throughout the rest of the country.

Health care services are delivered to IPSS beneficiaries
through a multi-level system as shown in Table 7. The Social Security
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Institute has a total of 18 hospitals, 17 medical centers, 6 polyclinics,
40 sanitary posts and 91 factory posts distributed throughout the eight
IPSS Health Regions. The most specialized care is provided at the national
hospital level. Each national hospital has a minimum of 800 beds as well
as the most advanced and specialized equipment in the IPSS System. Less
specialized hospitals include the central hospital with at least 400 beds,
the regional hospitals with at least 150 beds, and zonal hospital with at
least 80 beds. At the present time, three new hospitals in Cuzco, Huancayo,
and Pucallpa, are under construction and scheduled for completion in the
next few years. 1In addition, a 100-bed obstetrical hospital for Lima as
well as two hospitals in the northern region are in the planning stages.

Outpatient care is provided in a number of different
facilities, including polyclinics, medical centers, factory health posts,
and sanitary posts. Polyclinics offer a complete range of speciality
sexvices on an outpatient basis in urban areas. Medical centers are much
smaller facilities which offer general medical care. The factory post
offers first aid as well as follow-up care at the factory site while the
sanitary post provides simple medicine administered by a nurse's aid.

As of January 1, 1980 (D.L. 22482), Social Security
benefits were made available not only to the insured employee but to this
entire family, with childhood benefits extending to the age of eighteen.
Implementation plans for servicing this additional population group are
currently underway, but due to severely limited resources as well as
facility constraints, it will be some time until these added health care
benefits are made available. Health services are available to the IPSS
population at any Social Security facility, or at any facility contracted
by the IPSS (Ministry of Health, Air Fofce, mining companies, and private
. clinics). If the IPSS beneficiary wishes to visit his own private
physician or receive private health care sexrvices in a non-contracted
facility, the IPSS will reimburse a small portion of the cocst.

IPSS Family Planning Experience. The IPSS has not formally
initiated a nationwide family planning program, but it does offer a pilot
program in Lima at two facilities, Hospital No. 1 and Hospital No. 2.

Both hospitals employ ob/gyn physicians, nurses, nurse-midwives and social
workers and have received initial supplies of contraceptives from the
Pathfinder rund. The IPSS has also been actively involved in organizing
educational activities. In August 1979, it introduced a course on
responsible parenthocd and, in September, sponsored the First IPSS
Conference on Health and Population.

The proposed AID Project is designed to support the IPSS
in its efforts to provide family planning services and training programs
throughout the Social Security System. All Social Security hospitals, as
well as all outpatient facilities, including Zfactory and sanitary posts,
will be involved in this prcgram.
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Because the Social Security population is economically
active and tends to be better educated, the potential for the widespread
acceptance of its family planning program is high. It is important to
note that similar programs have been successfully instituted in other
Latin American countries such as Mexico. Furthermore, the existing IPSS
infrastructure provides a low-cost distribution system for allocation of
family planning resources.

Project Implementation. The IPSS Directorate of Training
and of Health Care Services will be jointly responsible for coordinating,
directing, controlling, and evaluating the Project. Implementation will
be coordinated by the management of each IPSS region, while operations
will be carried out by IPSS hospitals, health centers, posts, and
factories.

The program will be introduced progressively into all
IPSS facilities, beginning with the two national hospitals in Lima. During
th2 second stage, all hospitals nationwide will offer family planning
services.. Finally, all outpatient facilities will introduce services.
Supplies will be stored in the central IPSS warehouse and distributed
throughout the IPSS regions to all hospitals and outpatient facilities.
The first shipment should be sufficient for two years and thereafter
supplies will be reorderedas needed.

3. National Population Council

The National Population Council was established in November
1980, as the principal organization responsible for promoting, coordinating,
and regulating the population policy activities of the public and private
sectors; for promoting and carrying out research on population; and for
disseminating scientific knowledge and statistical information related to
popitlation. The organization, whose creation was one of the central
recommendations of the National Population Conference organized by AMIDEP
in Tarma in mid-1979, is dependent upon the office of the Prime Minister.
Represented on the Council are all government ministries, as well as the
Social Security Institute, the Armed Forces, the National Institute of
Planning, the Medical society, the Peruvian Universities, and the Catholic
Church.

One of the major functions of the Council is to support the
implementation of the 1976 "Population Policy Guidelines for Peru", the GOP
strategy for an integrated family planning program. The Council will be
the official GOP representative in the Government's relations with foreign
or international organizations which are involved in population policy
activities. It will analyze technical norms, management data reports, and
other policy and program directives, and disseminate research and policy
publications. The Council will have as its primary function that of
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promoting coordinated and effective national action in response to the
serious demograrhic problems facing the country.

Project Implementation. The National Population Council
will direct data collection and research efforts and will use the resulting
studies to establish national population policy. Working closely with
MCHP, the Council will also oversee policy implementation. In additioen,
it will coordinate research efforts by the various institutions involved
in population activities in order to disseminate this information.

4, ASPEFAM

The Peruvian Association of Medical Schools (ASPEFAM), a
private, non-profit organization, was founded in January 1964. Membership
in the Association includes the University medical programs at San Marcos,
Federico villarreal, Cayetano Heredia, Arequipa, Ica, Trujillo, and the
School of Public Health. ASPEFAM serves as a technical and financial
resource to each of the participating medical faculties and supports
teaching, services, and research programs related to the medical and public
health curricula of the various institutions.

ASPEFAM is governed by a general assenbly of delegates
from the six medical schools. The Assembly sets policy and handles
administrative issues. The ASPEFAM Executive Council reports directly
to the Assembly and is responsible for directing the operations of the
Association, while the Executive Director coordinates and oversees the
daily operations of the organization. Advisory services are provided by
a Consulting Council as well as an Advisory Committee.

Support from the Pan American Federation of Associations
of Medical schools (FEPAFEM) and the International Population Council has
enabled ASPEFAM to develop population and family planning curricula in the
medical schools through the integration into the academic progyram of
courses in demography, maternal and child health, and family planning,
ASPEFAM has also expanded the libraries, created nursing and midwifery
training programs, and produced audio-visual teaching aids.

Project Implementation. The central office of ASPEFAM will
coordinate the Project activities of the medical faculties. These activities
will focus on applied operational research. ASPEFAM will maintain contact
with MCHP as well as with the teaching institutions and area hospitals
where the ASPEFAM program activities will be implemented.

During the development of the operational plan, the design
team will be composed of representatives from both institutions (MOH and
ASPEFAM) and will include both central-and regional-level participants,
The Obstetrics and Gynecology denartments of the University-affiliated
hospitals will administer the training and the technical assistance. The
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training participants and service providers include the hospital ob/gyn
staff, physicians, nurse-midwives, and nurses from the designated area

hospitals and participating health centers.

5. INE

———

The National Institute of Statistics (INE) is the governing
body of the National statistical System, which has sectorial units in
various ministries. The Institute has four divisions (Census and
Demographic Surveys, Social and Economic Indices, National Accounts, and
Data Processing), an Office for Technical Cooperation and Training, and
ten regional offices. INE receives both GOP and international donor
support for its population programs. The most important ones are the
Seminars on Population and Economics and the vital Registration Project
(VISTIM).

To date, the Population and Economics seminars have been
carried out in the major regions of t .2 country. The seminars have been
organized for approximately forty hi n-level government officials, in
collaboration with regional development and planning entities. The
contents of the seminar include: planning for social and economic develop-
ment, population analysis as a planning instrument, demographic factors
in social and economic planning, and Peru's population policy and service
programs.

The goal of the VISTIM Project is to develop a totally
new vital registration system for Peru and it is supported by the Mational
Center for Health Statistics (NCHS) as a part of the VISTIM Program to
improv» vital registration systems in developing countries throughout the
world. Wwith the help of VISTIM, in collaboration with UNDP-Lima, INE
has obtained a medium-sized computer and additional data-entry facilities
and, as a result, is self-sufficient in data mangement, not only in vital
statistics, but in its other statistical activities as well.

INE is now prcducing annual vital statistics (including
detailed tabulations with estimates of coverage) for the first time.
Previously, the birth and death data were only .published in the annual
report of general statistics. The annual report on birth statistics
for 1975-76 is ready for publication, and the 1977 report will be recady
shortly. Death statistics were published during 1980.

A draft Law, now under consideration in the National
Planning Institute, will establish within INE a national vital registra-
tion system reflecting the innovations and reforms developed under the
VISTIM project. INE will also be responsible for the executicn of the
Health and Contraceptive Prevalence Survey under a tripartite contract
with the MOH and the tiestinghouse Corporation and will implement the
Rapid Group Demographic Analysis in Peru.
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Project Implementation. INE will be responsible for
collecting demographic data to be used by the National Population Council
in the formulation of population policy and its director will be a member
of the Council. Wwithin its central headquarters, INE will establish a
technical unit to implement its program research and policy analyses.

The multidisciplinary professional staff will coordinate its research
activities with both the Population Council and the private sector
research groups, including AMIDEP.

6. AMIDEP

The Multidisciplinary Association for Population Research
and Training (AMIDEP) is a private, non-profit organi. aition, founded in
May 1977, by a national group of university professors. The objective
of the Association is to promote population research wnd training in Peru
and the Andean Region. '

The AMIDEP program is administered through an Assembly,
a Board of Directors and an Executive Committee. The Assembly, composed
of all members, is responsible for modifying the by-laws and electing
the Board of Directors. The Board of Directors defines policy for the
Association, admits new members, and approves research projects. The
functions of the Executive Committee are to promote research activities
to assure the quality of the Association's publications, to secure
financial support for their activities, and to coordinate the teaching

program.

The major objectives of AMIDEP are to promote population
research, foster population policy development and implementstion, and
to stimulate the coordination of population-related research, service,
and policy analysis. Since its formation, AMIDEP has been considered as
an active national institution and is well-respected rfor the quality of
its research and policy activitics., At present, LIDEP has a total number
of forty-five members, thirty in Lina and the rest outside the capital.
By profession, they are economists, physicians, demographers, anthropolo-
gists, psychologists, sociologists, and professors. AMIDEP initially
received funds from G.E. TEMPO and is now supported by Battelle and the
Ford roundation.

Since November 1277, AMIDEP has organized a variety of
activities including conferences, workshops, seminars, courses, lectures
and research, AMIDEP sponscored the lational Population Confecrence, held
in Tarma in June 1979. GOP officials, university professors, politicians
church clergy, and laymen attended this conference and addressed eight of
the most important population problems in Peru. The five-day meeting
brovght nationwide attention to the population issue and was influential
in promoting the astablishment of the National Population Council,
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In June 1980, AMIDEP held a workshop on public policies
and their effect on population. The main objectives of this workshop
were to assess whether public policies adequately addressed the population
problems of the country; to sensitize GOP policy-makers to the impact of
their sector policies on population and development issues; and to
promote an exchange of ideas and foster a better understanding of Peruvian
population problems among politicians, officials, and researchers. The
Seminar included thirty persons, twenty of them experts in population.
The others were delegates from the newly elected Government, including
two Ministers and two Senators.

AMIDEP has organized several postgraduate population
seminars and research courses. The seminars, held in Lima and the
provinces, dealt with topics such as the interrelationship between
population and economic development, studies about fertility determinants
in Peru, social analysis on women and development, employment and
population, internal migrations, and social demography. The research
courses, held in Arequipa, Ayacucho, Cuzco, Cajamarca, Hudnuco, Piura,
and Puno, have stimulated interest in the study of population problems
in these universities. Three of them == Arequipa, Cuzco and Cajamarca
have established centers for interdisciolinary research in population,

In addition, AMIDEP has prepared research projects on
population and publishes a population newsletter which id distributed
to 2,000 people in leadership positions in Peru. AMIDEP has sponsored
some twenty lectures on population, one of which was given at the Center
for Higher Education of the Armed Forces (CAEM) and another at a conference
of Peruvian priests and nuns in January 1980. Finally, the organization
has compiled information on population with emphasis on data for Peru and
the Andéan region.

Project Implementation. AMIDEP will expand its program
of population policy advocacy, analysis, and research, using its existing
organizational structure and its formal and informal relationships with
other research groups and academic institutions. The same procedures
will be used for research design and review by members of both the
executive staff and the board of AMIDEP. Under the Project, AMIDEP will
expand the public dissemination of population information and research
by increasing the number of affiliated members, advisors, and population
specialists working within AMIDEP.
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C. Technical Analysis

1. Adequacy of Outreach/Delivery System

One out of every three persons in Peru resides in rural
areas with little access to health care “_cilities. Likewise, the need
for services is considerable in tlie ever-increasing urban population,
especially in the marginal areas of the coastal cities. The GOP is
presently taking action to reach out to both the underserved urban and
rural populations to deliver health care services, including family
planning.

Project activities to be carried out by the various
executing agencies should mutually reinforce the effort to achieve the
Project purpose. As a result of the Project, low-income groups, including
adolescents and men, will be provided with increasingly easy access to
high quality family planning services. - Small, widely dispersed rural
settlements, many of which normally do not have a resident physician and
possess only a rudimentary pharmacy, will be served.

The principsal means of extending services to the vast,
underserved populations in a reasonably rapid and cost-effective manner
has been through the training of various types of community-based outreach
workers, and the inclusion and upgrading of existing traditional practi-
tioners and midwives into the national health care system. This approach
has demonstrated success in a number of Latin American settings, and 1is
currently being developed in Peru with assistance from the Primary Health
Project.

These community health workers, or promoters, are generally
responsible for representing the health interests in their communities.
They act as a point of reference, provide emergency care and treatment for
certain common illnesses, and are responsible for dispensing a limited
stock of drugs. The distribution of family planning materials along with
other pharmaceuticals is both logical and feasible.

The training of these outreach workers represents a
compromise: normally, with limited basic education, the information they
are able to absorb and subseguently disseminate is limited. As unpaid
health workers, they cannot leave their primary source of income, usually
agriculture, to undergo extensive training. Moreover, funds are not
normally available to support extensive training. Thus, training should
be relatively short and consist of basics.

Promoters have been trained from time to time in Peru
during the past twenty years. Most of that training was carried out in
an ad hoc fashion by doctors and nurses doing resident fieldwork. 1In the



- 49 -

absence of an established primary health system, complete with functional
norms and a related training curricula, the training was basically
community health education. With recent attempts to create an integral
primary health system, efforts to define the functions of promoters, the
selection criteria, and hence the requisite training curricula, have
commenced.

As relatively few promoters have been trained to date,
the model is still in its development stage, and modifications in terms
of selection, functions, and training may still be expected. Nevertheless
curricula have been developed under existing projects, and model programs
have been implemented in departments such as Puno and in other similar
projects throughout the world. The basics of population, human reproduc-
tion, and family planning can easily be incorporated into the training of
these community health workers. The initial level will not lead to true
expertise, given the limitations mentioned above, but will provide for
the basic knowledge necessary for promoters to carry out their
responsibility of disseminating family planning information and supplies.

The normal cycle of- continuous in-sexrvice education will
provide both additional knowledge and incentive for carrying out community=-
level service delivery. In the case of urban promoters, whose responsibil-
ities are limited in comparison with their rural counterparts, training
will focus on some very basic health concepts as well as family planning
In no case will the promoters be providing services without adequate
training: contraindications of family planning methods will be stressed,
and the more sophisticated techniques, such as IUD-insertion, will be
pexrformed by personnel specially trained in those procedures. To support
the ability of these community workers to carry the family planning
message to their communities, considerable backup will be provided, including
supervision by trained personnel and distribution of prepared family
planning information.

Under the Sur Medio Project, a series of training manuals
for promoters have been developed, including one for family planning. The
family planning manual may be used nationwide, possibly in an adapted and
abridged format for actual presentation in the communities.

The community-hased distribution (CBD) system which will
be gradually implemented by means of promoters has been tested in numerous
settings. While CBD models vary from.place to place, several character~
istics have been found to be common to successful programs: establishment
of a pricing system which makes the contraceptives affordable to the
clients; dissemination techniques which reach the clients in their
communities; efficient systems of resupply; distribution of simple
indigenous education and information materials; and a continuous program
supervision and evaluation.
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As noted above, the logistics, supervision, and evaluation
of an effective family planning component will be greatly enhanced by
incorporating that component into the overall primary care package, thus
creating access to the various support mechanisms currently being developed.
The promoters will reach the clients in their communities, and through the
use of family planning materials subsidized through this Project, the
population will be afforded economic as well as physical access to the
services, In short, all of the requirements for a successful community-
based distribution system either exist at the present time or will be
implemented.

Estimated coverage under the Project is summarized in
Tables 8, 9 and 10.

2. Proposed Contraceptive Technologies

The Project will emphasize contraceptive methods which
will make appropriate contraceptive technology available to a greater
proportion of the target group. '

a. Female sterilization

The Project will seek to make simpler techniques of
voluntary sterilization more widely available to meet the existing backlog
of requests and the increased demand expected to be generated by the
Project. If the proportion of women who stated in the World Fertility
Survey that they did not want any more children is taken as one index of
the demand for sterilization, then it is clear that there is a significant
unsatisfied demand for this method of contraception.

vVoluntary sterilization will continue to be available
exclusively at hospitals. The Project will provide the sterilization
equipment required and training for some personnel so that laparoscopy
and mini-laparotomy can be performed on a widespread basis, replacing the
more common -- as well as more costly and more time-consuming -- tubal
ligation procedure. Simplification of the female sterilization procedure
will make it possible to perform a greater number of sterilizations
reducing the demand on operating facilities and personnel.1

b. Wider varietv of reversible methods

Secondly, the Project will offer greater variety of
effective, reversible contraceptive methods. Curraently, the most widely
known and available methods in Peru are oral contraceptives and female
sterilization. However, with negative characteristics assigned by many
women to the pill, and sterilization appropriate only for those women who
definitely desire no additicnal pregnancies, the availabilityvy of methods

I. The Project will finance training of medical doctors in
sterilization techniques, as well as equipment, but will not finance
sterilization procedures per se. The GOP does not currently, and will
not under this Project, offer any monetary or inp- kind of incentives for
persons seeking sterilization as a family planning option.



TABLE 8

PROJECT COVERAGE

(in thousands)

1982 1983 1984 /85
Total Population 18,278.5 18,790.3 19,314.8
Women of Fertile Age 4,252.3 4,390.9 4,534.3
(15-49 years)
Women , at Risk 2,798.0 2,889.2 2,983.6
(65.8% of the Women
of Fertile Age)
Women who want no more
children 1,718 1,774 1,832
(61.4% of the women
at risk)
Coverage 1/ Percentage 2/ 28% 39% 50%
Number 481 692 916
MOH (66%) 317 457 605
Social Security
Institute (12%) 58 83 110
Armed Forces ( 7%) 34 48 64
Private and Others (15%) 72 104 137
Total Coverage: 100%
Notes

1/ The coverage is calculated on the following basis:
According to Peruvian Fertility Survey, 17% of the women who want no more
children are already using effective methods. Therefore, the first year
the program will continue to provide methods to these women, and expand
coverage to include an additional 1l1% of the women who state that they
want no more children, but who are not currently using effective methods.

2/ Coverage: Percentage of women who want no more children.

Sources: Peru's World Fertility Survey, 1977-78 and ONE's Demographic Projections.
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CONTRACEPTIVE USERS :

TABLE 9

NUMBER OF UNITS AND TOTAL COST

(in thousands),

Total
1982 1983 1984/85 1Inventory Cost
ORAL CONTRACEPTIVES
No. of users 133 191.4 253.4
No. of units 1,596 2,296.8 3,040.8
Estimated cost
($000) $ 319.2 459.4 608.2 $ 300 $1,686.8
IUD
- Lippes Loops
No. of users 152 218.7 289.6
No. of units 153.5 73.4 78
Estimated cost ‘
($000) $ 46.1 22 23.4 $ 12 $ 103.5
- Copper T's
No. of users 38 54.7 72.5
No. of units 41.8 18.1 19.6
Estimated cost
($000) $ 41.8 18.4 19.6 S 10 S 89.8
Condoms
No. of users 19 27.3 36.2
No. of units 1,900 2,730 3,620
Estimated cost
($000) $ 85 122.8 162.9 S 80 $ 450.7
Surgical
No. of users 7.6 11 14.5
Estimated cost
($000) $ 152 220 290 $ 145 $ 807
Neosampoon and Foam
No. of users 30.2 43 .8 57.9
No. of units 90.6 131.4 173.7
Estimated cost
($000) $ 181.2 262.8 347.4 $ 70.8 $ 862.2
TOTAL COST (s$000) $ 825.3 1,105.4 1,451.5 $ 617.8 $4,000




TABLE 10

ESTIMATED PROJECT CONTRACEPTIVE USERS BY METHODS AND BY YEARS

(in thousands)

Percent of

all 1982 1983 1984/85

Total Population (users) methods 379.8 546.9 724.1
Oral contraceptives 35% 133 191.4 253.4
IUD's

- Lippes Loops 40% 152 218.7 289.6

- Copper T's 10% 38 54.7 72,5
Condoms 5% 19 27.3 36.2
Surgical 2% 7.6 11 14.5

Others 8% 30.2 43.8 57.9
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TABLE 10-a

ESTIMATED PROJECT COVERAGE (MEDICINES)

1. Oral Rehydration Salts

Total Number of doses (envelops) 2,000,000
Number envelops per treatment (ave.) 3.3
Number of users 600,000

2. Iron Tablets
Total number of tablets 9,000,000
Number of tablets per treatment(ave.)
Number of users(high risk
pregnancy & malnourished mothers) 100,000

3. Multivitamins

Total number of tablets 4,500,000
Number of tablets per treatment(ave.) 45
Number of users(malnourished

mothers & - hildren) 100,000

ESTIMATED MEDICINE USERS, BY YEAR OF PROJECT

1982 1983 1984 1985
Oral Rehydration 150,000 150,000 150, 000 150,000
Iron Tablets 20,000 20, 000 30,000 30,000

Multivitamins 20,000 20,000 30,000 30,000
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such as the IUD, the diaphragm, spermacides, and condoms offersadditional
options to women whose concern is postponing or spacing pregnancies.

These alternatives are especially desirable in the case of adolescents,
particularly those who, not yet having entered a stable relationship, will
nonetheless want protection for their sexual contacts. With the exception
of the IUD, these methods can be readily distributed without medical
supervision, making contraception more accessible to this group. Health
personnel, including promoters, will be instructed in the use and prescrip-
tion of these methods as part of the training in family planning they will
receive under the Project, and promotion and explanation of these methods
directed towards the target population will be effected through the
Project's training and technical assistance component.

c. Male contraception

Finally, the Project will offer contraceptive
technology with a new emphasis on male contraception. Unfortunately,
there are few reliable data on male contraception in Peru. Despite the
lack of prevalence data oa men, informal queries of physicians and nurses
indicate that there is interest 1 the part of men in using contraception
and private pharmacies, essentially the only source of condom supplies
independent of the MOH, sell a large volume of condoms-~but at high prices.
The strategy of making condoms widely available at low cost offers a
simple, effective, and low-cost means of preventing unwanted pregnancy.

The more significant technical issue in male contracep-
tion involves (a) increasing the availability of the vasectomy which is
now limited by a lack of adequate operating facilities, equipment, and
trained personnel, and (b) increasing its adoption which is irhibited by
ignorance and psychological and other concerns about male sterilization.
These constraints will be addressed during Project implementation through
AID assistance to provide adequately equipped operating rfacilities,
better trained personncl, and vascctomy kits.

In conclusion, while there are a number of tecinical
feasibility issues involve” in the Project, Project activities have been
designed to take these issues into account, and funds are provided for a
wide variety of supporting inputs which should help to quarantee the
technical feasibility ol the Project.

3. Institutional Experience

As discussed in the Institutional Analysis (IV.B), all of
the organizations involved in this Project have had experience in family
planning. Certain aspects of their overall delivery systems, such as
logistics, are weak but are being improved,
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4, Logistics System

One of the sigunificant problems which has affected the
development of family planning programs elsewhere has been the inability
to plan the procurement of and to distribute supplies in an orderly and
timely fashion to service delivery points. Although an administrative
hierarchy for government services exists, responsibilities for management
and service delivery at each level have not been defined in the majority
of regions, and therefore the supply linkages are weak. The absence of
an adequate administrative infrastructure also weakens supervisory and
evaluation efforts in all aspects of service delivery. These activities
are critical to estimating and promoting demand for family planning
services, as well as insuring quality services.

The strategy for improvement of the logistics system will
include three basic components:

- The establishment of administrative hierarchies in
each of the regions, with general supervisory
responsibilities defined for each level.

- The design and implementation of a nationwide logistics
systems capable of ordering, receiving, storing,
distributing, and controlling supplies, including
contraceptive supplies.

- The design and implementation of an information com-
ponent capable of reporting utilization patterns of
contraceptive materials for control and planning
purposes.

a, Establishment of Administrative Hierarchies

Successful completion of this activity will be crucial
to the establishment of an adecuate logictics system; in most cases, the
supervisory linkages between service delivery points will also serve as the
channels for supplies distribution and control. These linkages will also
form the basis for the information system required to project contraceptive
material demand.

Each health region will examine its own administrative
structure in terms of geographical proximity, span of control, and existing
and/or projected transportation capabilities, and will adopt a realistic
and suitable administrative structure for providing support at each level
in the area: .1 supervision, logistics, supplies, evaluation, and
specifically defined service delivery components such as vector control,
tuberculosis control, etc. The responsibilities for each hierarchical
level will be clearly defined. This process has already begun in some of
the regions.
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b. Design of the Logistics System

A general blueprint for a workable logistics system
was designed under the Extension of Integrated Primary Health Project
(527-0209) . This blueprint is described in a manual entitled, "Normative
Guide for lLogistics in .the Primary Health Plan." It includes a general
description of procedures for the entire supply system, encompassing
purchasing, storage and inventory control, distribution, related information
retrieval, and a description of the functioning of a rotating drug fund.

Each of the health regions will establish a logistics
system based on this general model, Technical assistance is now being
provided through the Primary Health Project to assist the regions in adapt-
ing the system to their own requirements. 1In the process, certain refine-
ments in the general model based on experience are anticipated.

Rather than establish parallel supply systems, the
regions will store and distribute contraceptive materials along with all
other drugs and supplies. Thus, family planning delivery will be integrated
into the overall package of service delivery at each delivery point.

Under this Project, vehicles will be provided for the
selected health regions to facilitate service delivery, supervision, and
information flow. To insure proper vehicle maintenance, technical assist-
ance will be provided to complement the maintenance assistance begun under
the Primary Health Project.

c. Design and Implementation of the Information Components

The manual described above also lays out a series of
formats for information retrieval, each serving defined managerial require-
ments. The minimal logistical information components will be:

- DPersonnel Record Ccard

- Patient Register

- Community Drug Requisition
- Supervisor's Checklist

- Supervisor's Monthly Report

Use of these forms is described in detail in the
manual.

One basic objective of the information system is to
limit the work involved at the lower administrative levels, while still
providing the information required for planning and control purposes.
Again, adaptation of the basic design in each region will be carried out
according to the design of its administrative infrastructure, and technical
assistance will be provided to facilitate successful implementation.



- 57 =

d. Other Institutions

Under this Project, the other primary distributor of
family planning supplies will be the Social Security Institute (IPSS).
As previously des~ribed, IPSS has its own administrative structure which
varies from region to region, but which generally consists of three to
four levels, extending in most cases to the health post level. The
logistical problems faced by IPSS are similar to those experienced by
the MOH with the exception that the system is considerably smaller and
does not include the community level.

The experience of the MOH is developing its infra-
structure and logistical system will be carried over to the Social Security
system. Specifically, the general system design and the manual mentioned
above will be made available to the IPSS. This technology transfer should
be relatively easy as the objectives of a logistics system and the
procedures involved in successful functioning are generally the same.
Implementation will in fact be greatly simplified by the smaller size
of the system and the absence of the promoter level. Technical assistance
will be provided either through the Project or through Institute funds
to help in the adaptation and implementation process.

Training for operative personnel in logistics planning
and control is contemplated under the Primary Health Project. One of the
consistent problems of the MOH has been high attrition among trained staff
most of whom enter into the IPSS system where the pay is better and job
security is higher. 1In this case, the inevitable movement of staff will
enhance the transfer of technology and experience between the two systems.

The other private institutions involved in the Project
will focus primarily or research activities and, in the absence of extensive
health delivery networks, will not experience the same logistical obstacles
faced by the MCH ancd the IPSS. !Most materials will be used in one or more
sites with few cof the acccmpanying problems of large systems., Edited
versions of supply manuals will be provided in an effort to enhance
necessary functions such as inventory control.

5. Family Planning as a Strategy for Limiting Fertility

Of the four variables making the greatest contribution to
changes in fertility -- age at marriage, lactation, induced abortion, and
contraception -- the latter has been shown to be the most zffective in
reducing fertility. The gap between the desired family size and actual
fertility performance in Peru was highlighted in the World Fertility Survey
in which a large proportion of women stated that they did not want any more
children. The Project will augment the services already provided in Peru
in order to respond to the unmet demand for all methods, by providing oral
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contraceptives, IUDs, foams, and tablets. Surgical methods will be
available as well, but will be restricted to the hospital level.

None of the male/female contraceptive technologies to be
provided under this Project is new to Peru. Oral contraceptives and
condoms are readily available through the commercial sector, black market
stre " sales, and some clinical and community-level activities in the MOH
and private sector. The IUD, previcusly available only through the public
sector and organized private programs, became legally available to the
private physicians in 1980 when commercial importation was legalized.
Foams and jellies are widely available as are condoms, including locally
produced lines.

6. Opposition to Family Planning

While the present government has made it clear, on several
opportunities, that it intends to go forward with an accelerated program
which will offer family planning services to couples desirihg to space
their children or limit family size, there are organized groups in Peru --
specifically, certain elements within the Catholic Church, certain political
groups, and some doctors -- who actively oppose this decision. While these
groups have been relatively quiet in recent months, limiting themselves to
occasional newspaper attacks on the GOP's family planning policy, no one
within the government doubts that a well-orchestrated anti-family planning
campaign undertaken by either the Church or leftist political groups could
seriously hinder the GOP's efforts. Recognizing the potential consequences
of an all-out attack by either the Church or organized political groups,
the MOH has adopted a policy of moving as quickly as possible in the area
of family planning, expanding services with a minimum of publicity, on the
theory that once services are in place, it will be extremely difficult to
take them away, no matter how vocal or organized the attempt, because they
fulfill a need.

In keeping with this "low profile" position, the MOH has
rejected, for the time being, a program in commercial retail sales (CRS)
for pPeru, feeling that it would raise the visibility of family planning
and encourage organized opposition. However, since CRS strategies have
proved effective in distributing contraceptives in many areas, the MOH
will reexamine CRS options in the future once the basic GOP infrastructure
is in place and demand for services increases.

Simultaneously, the GOP is trying to breach the differences
of opinion with the Catholic Church by including it, wherever possible,
within MOH-sponsored programs. For this reason, support of the National
Population Council, which las a member designated by the Church, is important.
Church-approved methods of family planning will be included in basic
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curricula given to nurse-midwives and promoters, and clergy are encouraged
to participate in local health committees, which provide the community
support to local health facilities.
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D. Social Soundness Analysis

1., Primary Health Activities

a. The Impact of Urbanilzation

Urbanization in Peru has three principal features:
movement to coastal areas, increased concentrations of population in the
larger cities, and the overwhelming primacy of Lima. In the period
1961-1972, the most recent intercensal period, Peru's total population
grew at a rate of 2.9% per annum with rural population growing at 0.7%
and urban population at 5.0%. Urbanization trends suggest that, by 1990,
18 million of Peru's projected 27.2 million will reside in cities, that
Lima will have doubled its population, and that the poor inner city
areas and pueblos jovenes will have to absorb the bulk of the projected
increases in population.

The urbanization process has been fed by permanent
rural sector emigrants. There is sufficient evidence to make the
following statements about the migratory process:

(1) The direction has been from rural to urban areas
although a portion of this occurs in two or more stages, going first from
rural to small urban centers and from these to larger urban centers.

(2) The largest flow of migrants has been from the
sierra region to the coastal region and over two=-thirds of this movement
has been to Lima.

(3) By 1972 emigrants from the sierra accounted for
almost two-fifths of Lima's population. Similar trends are noted in
major secondary cities such as Chiclayo, Trujillo, and Chimbote on the
noxrth coast and Arequipa and Tacna in the south.

Common observation and various studies indicate that
the massive migration outpaces the industrialization process and that an
increasingly large share or urban labor is employed in low productivity
service actiities, resulting in high levels of low~income employment in
urban areas.

b. Existing Urban Health Facilities

Existing health facilities in major urban arcas vary
widely with respect to geographic dispcrsion, availability of essential
sexrvices and medicines, availability of medical personnel, and cost of
servces. Lima presents a panorema of health care facilities that
represents the extreme in contrasts —- with highly specialized MOH
hospitals and expensive and prestigious private clinics existing only a
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few kilometers from poorly managed and relatively unstocked health centers
in the peripheral pueblos jovenes. In Lima, as in other urban centers,
the average marginal urban dweller is generally not given much of a choice
when it comes to obtaining health services. The high costs associated
with private health care, including both professional and laboratory fees,
as well as time and transport costs, preclude this alternative E?r that
segment of the population existing -n precariously low incomes.

Marginal urban dwellers are also, for the most part,
excluded from Social Security benefits. To qualify for these benefitg,
employees must be actively working in the "modern" sector = i.e.,
factories, offices, government entities, etc. Domestic workers, while
eligible, are vary rarely signed up, since most middle to upper socio=
economic class employers do not encourage Social Security participation.

The two viable alternativesz/for the vast majority
of marginal urban dwellers are the health centers, located in their own
commnities, or specialized MOH hospitals genexally located in the inner
urban area convenient to "modern" sector employment and middle and upper
socio~economic class housing. Each of these has its own distinct set of
problems, descrilbed below:

(1) MOH hospitals: The MOH operates and maintains
a series of hospitals throughout the country. In Lima, there are a series
of "specialized" hospitals (neoplastic diseases, childrens' hospital,
mental illness, etc.), as well as a major hospital for each of Lima's
hospital regions. In major urban areas outside of Lima, there is usually
only one regional hospital, serving the entire non-insured population.
Each hospital has a full-time staff and offers both in-patient and out-
patient care. The major problems, inherited by the present government
and currently the subject of a National Health Emergency Plan, include:
lack of even minimal in-patient facilities, such as sheets, blankets,
sterilizers, boilers, X~ray equipment, incubators, etc.; insufficient
medical staff, including doctors, nurses and technicians, to oversee
operations; and insufficient resources to adeguately attend the burgeoning
out=patient population.

1/ A private pediatric conzultation in a clinic located in a middle class
area of Lima, for cxample, costs approximately $8.00. PRound trip
transportation from the villa E1 Salvador pueblo joven complex, south
of Lima, would cost an additional $1.20 per person, and the entire
crip plus consultation would take about four hours, representing
wbout $2.00 in lost income.

2/ There are a very few low cost health facilities located in pueblos
jovenes run by local or international PVOs; while health care is
considered excellent, coverage is too minimal to consider as a true
alternative.
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While the MOH has labored intensively to bring
about needed changes in the government-run hospital facilities, even the
most optimistic GOP observers concede that it will take at least five
years to bring hospital care to even minimally acceptable levels, and
even then only with major international donor assistance or long—~term
credit.

(2) Community-ILevel Health Centers: In theory
the health center 1Ls the lowest rung on the health-delivery pyramid
where professional medical care is available. In fact, even this is
problematic, because physical facilities are poor and over-crowded,
pharmaceutical stocks are inadequate, and basic equipment is frequently
non-existent or out~of=service (including sterilizers, dental equipment
refrigeration facilities, and laboratory equipment). Outside of Lima
the situation is even more dismal, since communications through the
geographical hierarchy (center to area hospital to health region to
the MOH in Lima) are slow and replacement of a single piece of equip~
ment may take up to two years.

The result of this situation is that the great
majority of marginal urban dwellers have simply lost confidence in the
local health center. The combination of long waits, marginal services,
and lack of medicines have led to a mounting frustration and concomitant
decision to bypass the health center level and go directly to the near-
est hospital (where frustrations remain high, but competent medical
attention is ultimately available) or to simply forego modern attention
altogether. The result has thus been, £first, an artificial overloading
of the hospitals system, and, second, an underutilization of the health
centexr system.

c. Benefit Incidence: Primary Health

The strengthening of ongoing primary health
activities in major urban areas will have a number of major benefits.

First, by focussing on providing a full range of
preventive health services combined with reinforcing community education
programs, the social barriers to marginal urban client acceptance will
be loweved. The majority of adult pueblo joven residents are migrants
from the sierra, wherce limited physical and financial access to adequate
health facilities has been the traditional pattern. Long distances to
provincial capitals, where professional medical assistance is available,
combined with the high costs associated with such trips, made preventive
health care an unaffordable luxury prior to migration, and once migration
occu ‘s the tradition patterns are difficult to break. In such areas, the
concept of seecking health assistance in cases other than severe illness
is simply not an accepted custom, and even in an urban setting, there is
resistance., The Project strategy of upgrading health centers so that
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needed services will be available and affordable to this largelv migrant
population will thus be accompanied by an intensive program of community
education which, in turn, will be reinforced by mass media campaigns.

Second, Project components designed to strengthen
primary health services in marginal urban areas will reinforce family
planning objectives. By providing health care services and well=baby
clinical care as well as assuring maternal protection through pregnancy
delivery, and into the first year after birth, couples will receive
positive reinforcement in their decisions to space or limit their
families. Demographic patterns clearly show a high correlation between
health service availability, reduction in infant mortality, and
contraception.

Third, urban health centers are generally located
in geographically discrete neighborhoods, and MOH policy is to create
public support of health activities by actively involving the community
in its operations and outreach activities through "health committees."
The committee then works with the community in determining priorities,
such as promotion of school nutrition, construction of community
latrines, or bringing pressure on local authorities for construction of
basic health=related infrastructure. The health center then beccmes an
important community resource for a wide variety of activities which
affect the population it serves.

2. Family Planning

The proposed integration of health and family planning in
Peru has taken account of the widespread acceptability of the delivery of
family planning services through the existing integrated health infra-
structure of the MOH and Social Security. This rodel follows the
experience of past AID support in Latin America for family planning,
particularly during the nascent stage of development of a countxry's
family planning program. The Project focuses cn 1) the -:ntansion and
integration of family planning sexvices into the sximary health and
private sector activities already underway; and (2) the coordination of
national population policy and research analysis. Two key factors in
understanding the proposed Project from a socio-cultural standpoint are:
(1) that family planning is an accepted technolcg- for which there is a
large unmet demand; and (2) that integrating Zamily planning within
primary health care can improve and increase the inpact of both services.

In the AID Population Task Force lkeport issued in
June 1980, Peru appears among thosc priority countries worldwide which
have an annual population increase of 400,000 or more. From the findings
of that report, Prru now emerges as a country in which a wvoluntary family
program should mect with positive results, due both to the great need
for services which exists and to the positive government commitment




toward family planning under the Belaunde administration.

The 1977=79 World Fertility Studyl/carried out in Peru
showed that knowledge of fertility control measures was high, with 82%
of ever=married women having heard of some contraceptive methods. Yet
the same study showed that usage of modern methods was low because of
the lack of widespread availability of modern contraceptives: 49% of
ever-married women had used a method at some time, but only 23% had
ever used an effective method. There is a clear demand for services in
the public and private sectors, and limited service delivery systems to
date in both sectors have met with a high level of acceptance.

a. Estimate of Unmet Need

As discussed above, knowledge of contraceptives does
not necessarily promote their use. In Peru, the proportion of women who
are at risk, but not currently using any method of contraception is an
outstanding 59% (See Table 1ll). Eighty=five percent of those using
contraception are not using an efficient method. There is also a vexry
high unmet need of 27% for women at risk who do not want more children.
Those at the upper end of the age spectrum might benefit from voluntary
sterilization services, if available. (See Table 12).

The estimate of unmet demand for contraception is that
27% of the women "at risk" desire some contraception and 50% of the women
"at risk" desire efficient or modern methods. The substan:ial unmet
demand in Peru suggests that it is feasible to reduce fertility levels by
increasing the availability of services, especially in rural and marginal
urban areas and in areas where the average educational level is low.
Additional emphasis should be placed upon increasing the accessibility
of efficient methods to women who do not want more children.

Although knowledge of contraceptive methods is fairly
high, it should be noted that this knowledge is often both incomplete and
inaccurate. The greatest number of women have familiarity with oral
contraceptives (63%), injection (613), female sterilization (59%). Only
half of the women reported knowing about the IUD. Male sterilization is
recognized by the fewest women, only 19%. Knowledge of all methods is
less than in other countries in Latin America.

1/ Recent sources, mostly of Peruvian authorship, were consulted in
undertaking this analysis. The primary data source on fertility
knowledge, practice,and unmet demand was the World Fertility Suxvey
carried out by INE in 1977-78, Peruvian Population Problems, a major
report of AMIDEP, Lima 1980 (410 p.), and "Diagnosis of the Social
and Economic Situation of the Peruvian Woman," CEPD, Lima 1975.
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TABLE 11

PERCENTAGE OF EXPOSED WOMEN = ESTIMATES OF UNMET NEED

TYPE PERCENT

l. Exposed women

a. Not using any method 59%
b. Not using efficient method 85%

2. &Alil exposed women who want no more children
a. Not using any method 27%
b, Not using efficient method 50%

SOURCE: World Fertility Survey
First Country Reports,
Tables 5.2.3 and 5.2.3.B
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b. Current Use of Contraception

As indicated in Table 13, Peru has a relatively low
level of contraceptive use when compared to other countries, especially
other Latin American countries. According to the World Fertility Survey,
the following percentages of exposed women#* in Peru are current users of
some form of contraception:

Total 41.2%

Current age
15-19 24%
20=24 38
25=29 46
30=-34 50
35=39 42
40=-44 39
45=4¢ 31

*Sample = 3,851 women

c. Current Services

At present, family planning services cover only a
small portion uf the Peruvian population. Of the total number of women
at risk, only 330,471 or 14% are currently using effective methods of con=-
traception, according to the World Fertility Survey. Thus, a full 85% of
the female population at risk is not reached with family planning sexvices
by the existing health structure. It is estimated that of those 330,471
women using effective methods, approximately 80% or 264,376 are currently
receiving contraceptives through commercial and sitxcet sales and private
medical facilities. Approximately 10%, or 33,047 women, are receiving
services in organized private sector programs including ADIFAM, Hospital
Loayza, Instituto Marcelino, ALAFARPE and others. An additional 10% are
receiving services from the public health infrastructure of the Ministry
of Health, Social Security Institute and the Armed Forces.

d. Benefit Incidence: Family Planning

Potential benefits, of a successful population
program which results in progrcssive reductions in family size as well as
in the overall population growth rate are numerous.

First, major health benefits will be fostered by this
Project. (1) Fewer pregnancies, accompanied by increased spacing between
births, will reduce the incidence of complications during pregnancy that
often result in adverse health effects for both the mother and the fetus.
(2) with increased spacing between pregnancies, low=-income mothers will
have a longer period in which to breastfeced their infants, a distinct
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TABLE 12

KNOWLEDGE OF CONTRACEPTIVE METHODS:
PERCENTAGE OF EVERY MARRIED WOMEN WHO HAVE EVER HEARD
OF SPECIFIC METHODS, PERU, 1969 AND 1977-1.78

METHOD ENAF (1977-78)%* PECFAL (1969)**
Any method 82 36
Pill 63 28
Injection 61 6
Female Sterilization 59 13
Rhythm 55 16
IUD 49 5
Douche 47 14
Condom 40 15
Withdrawal 40 8
Diaphragm Spermicides 31 8
Male Sterilization 19 4
Other 11 3

SOURCE: World Fertility Survey of Peru 1977-1978

* Table 4.1 and 4.2
**% Table 4.2 (Comparative Suxvey of Fexrtility in
Latin America, 1969)



TABLE 13

PERCENTAGE OF CURRENTLY MARRIED WOMEN AGE 15=-44 USING CONTRACEPTION BY METHOD,

SELECTED AREAS IN LATIN AMERICA AND THE UNITED STATES OF AMERICA

United Sao Paulo Costa El
Ov.rrent Use and Method States State, Brazil Rica Panama* Mexico Paraguay Peru Salvador
(1976) (1978) (1978) (1976) (1978) (1977) (77-78) (1975)
Currently Using 67.8 63.9 63.9 53.9 41.0 25.7 25.4 21.8
Orals 22.3 27.8 23.2 17.0 14.0 10.1 4.2 7.4
Sterilizacion 19.3 16.1 14.6 21.6 7.0 2.9 2.7 9.8
IUD 6.1 0.4 5.1 3.7 7.0 3.4 1.4 2.0
Condom 7.2 6.6 8.4 1.2 1.0 1.8 1.1 0.6
Other Methods 12.9 13.0 12.6 10.4 12.0 7.4 16.0 2.0
Not Currently Using 32.2 36.1 36.1 46.1 59.0 74.3 74.6 78.2
Number of Women (in sample) 8,611 1,880 2,037 2,723 2,663 1,208 5,076 1,351
Feported or Estimated
Ccrude Birt! Rate (per
14.8 23.9 29.8 30.8 38.0 46.0 42.0 43.0

1,000 pogulation)

e

* Includes only women 20-49.
currently using contraception.

SOURCE:

It is estimated that 47% of currently married women age 15-44 were

Morris, Leo "The Usc of Contraceptive Prevalence Surveys to Evaluate the Family PLanning Program

in El Salvador

and Other Countries in Latin America".

Conference, Atlanta, Georgia, 1979.

Paper presented at EIS
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advantage especially in low~income target areas where parents cannot
afford to purchase food supplements of the same nutritional value as
maternal milk. (3) Improved infant nutrition as well as birth of fewexr
children due to increased spacing will have a positive impact on family
nutrition in general. One result should be a decline in the incidence
of second and third-degree malnutrition in children under five years
old.

Second, a variety of economic and social benefits will
result from family plamning: (1) Low=income families, as a result of
having fewer children, will be able to enjoy a higher standard of living
(2) By the year 2000, fewer workers than currently estimated should be
entering the workforce. (3) Yearly savings to the GOP in social and
welfare programs (e.g. health and education cervices, subsidies) should
be significant. (4) Crowding should be significantly lowexr, especially
in low=income urban arcas where existing housing is more adequate fox
smallexr familiz=s. (5) Many children, who might otherwise lack the
financial means to couplete their academic/vocational training, should
be able to continue 1.th their scnooling.

Finally, family planning has a high and positive
impact on the role of women. With fewer pregnancies and increased
spacing between pregnancies, adverse effects on maternmal health can be
significantly reduced. Freedom from childbearing and the ability to
space and plan numbers of births will also free target group women to
devote more time to roles other than those of wife and mother. In
particular, a significant number of women living in low-income urban
areas, many of whom are heads of household, will be able to work in full=-
time, salaried jobs. Finally, 2s wives_and mothers, women with fewer
children should also have the time to be more effective in these roles
as well as pursue other social and economic opportunities.

With a fertility rate in Peru of 6.4 children per
woman, the potential impact of a well-organized, nationwide family
planning program is great. The number of pregnancics a woman has, her
age, the interval ketween pregnancies, and socio-economic wonditions
are primary determinants of the health impact of childbearing. Maternal
and infant mortality and morbidity are higher among adolescent mothers
and women in their thirtiecs and older. With the delivery of a fourth
child, the incidence of ratcrnal death, stillbirth, and infant mortality
also rises and increases with cach subsequent delivery. A reduced number
of pregnancies and grcater spacing of births improves the nutritional
status of women, as well as the health of her offspring. IFinally,
abortion complications are also cie of the lecading causes of death among
women of reproductive agoi/. Clearly, the general health of women would

1/ Sce Commlicaticns of Abortion in Developing Countries, Population
Reports, July, 1980.
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improve dramatically if family planning measures were more widely avail-
able and used, especially since at present only 22.1% of Peruvian women
receive pre-natal care, only 26% receive medical attention at the time
of birth, and only 6.6% receive post-natal care.

Access to family planning services also offexrs
psychological security for women to the extent that they may perceive
themselves as having morxe control over their lives. The economic
benefits should not be under emphasized either, since the family can be
limited to the number of children that are desired and that can be
supported. Finally, limiting the size of the family may offer
opportunities for women to seek employment outside the home or for
educational advancement, By drawing women outside their homes and
families, education may bring about changes in self~image, further
developing independent values and aspirations.

A substantial number of women (36%) practice both
modern and less effective methods of contraception, even though they
would like to have more children--~and thus are using contraceptives for
the purpose of spacing their children.

Despite the opposition of the Velasco Government to
all efforts to provide either family planning information or sexrvices,
the knowledge acquired by Peruvian women during that period was relatively
high. In 1969, only 36% of the married females had some knowledge of
specific contraceptive methods. This percentage rose to 82% by 1977-78,
when the World Fertility Study was completed. This increase can only be
explained by the significant motivation and interest of the women themselves
to search for information to reduce their own fertility even through the
inefficient means available at that time.

E. Economic Analysis

1. Benefits of Improved !lealth Care

Health care is a basic human need, one which until very
recently has been effectively denied to a significant portion of Peru's
lowest economic strats population. Traditionally in Perv, health care
has been almost exclusively associated with the modern urban sector; the
high cost of establishing adequate health infrastructure in outlying
rural areas, combined with a reluctance on the part of trained
professionals to leave the conveniences of the major cities, hags resulted
in a concentration of medical facilities in a handful of urban arcas
leaving a majority of the population either unserved or drastically
underserved.

The present government, cognizant of the developmental
implications of extending adequate health services to these unserved and
underserved areas, has cmbarked upon an ambitious program of primary
health coverage. The long-range economic benefits which will accrue as a
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result of such coverage cannot be quantified with any degree of precision,
but there exists a substantial body of evidence that suggests a strong
correlation een improved health care in developing countries and
productivity. Productivity, measured in terms of increased work units
as a result of better human health and longer lives, is, however, only
one of the economic benefits which results from investments in this
sector. There are also significant savings which accrue to society:

-= By focussing on preventative and non-institutional
health care, costs associated with institutional curative care will be
lowered (macro~economic, or societal, saving); similar levels of improved
health will be achieved at lower cost.

~- Improved health is associated with increased nutrient
absorptive capacity, as well as a reduced incidence of intestinal
parasites; the combined effect is equivalent to a larger supply of food
(macro—-economic, or societal, saving).

=-=- Decreased family expenditures result from time and
transportation costs saved as a consequence of peripherally located
primary health services (micro~economic, or family, savings)

- Fewer work days are lost as a result of worker illness
or family iliness requiring principal wage=earners to be absent (micro-
economic, or family, savings).

The above list is, of course, not inclursive, but rather
represents some of the quantifiable bengits which improved peripheral
health care provides. (See Annex II Exhibit G for health and population
sector data and Annex II Exhibit K for demographlc, economic and socio-
cultural data.)

2. Benefits of Family Planning

The Population Policy Guidelines, approved by the GOP in
August 1976, discussed Peru's population problem in terms of two basic
economic factors: production and employment.

a. Production

The annual growth rate in national product was
estimated at approximately 5.7% for the perbd from 1950 to 1962; this

1/ See U.S. World Development Agenda 1977, which compares data on
per capita income, . infant mortality and life expectancy for all
developing countries.
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only result in further deterioration of the quality of life in Peru. The
proposed Project is an important first step in responding to the GOP's
increasing concern of equating population growth with the country's eco-
nomic potential.

C. Cost Effectiveness of Primary Health Approach

The proposed Project will result in measureable savings to
users of the primary health system. At preser*:, as outlined in the
social soundness analysis, there are few options open to the poor in terms
of securing health care, and until such time that adequate services are
extendzd to 1ural and marginal urban areas these existing options are
costly, both in terms of cash outlay and time expended. An average
health consultation, in either a State-run facility or in a private clinic.
will generally have a real user cost of from US $4 to US $12, as shown in
the following table:

Consultation Time Lost lucnme Transporta-
Type Facility 1/ Fee(Meuian) Expended (at 50¢/hr.) tion Costs Total
MOH Hospital .50 6 hrs. $3.00 $1.20 $4.70
Clinic "A" 2.80 2 hrs, $1.00 .60 $4.40
Clinic "B" 5.00 3 hrs. $1.50 .80 $7.30
Clinic "C" 8.00 4 hrs. $2.00 $§1.20 $§11.20

The "average' cost of a consultation, excluding medication, is thus about
$6.90 -- the approximate amount of money needed to feed a family of six
for one day, in a typical marginal urban pueblo joven.

The primary health system supported by the present Project
is designed to increase coverage as well as reduce user costs., While the
real costs to users differ from region to region, the following figures are
represcentative (figures in US 8):

Region Facility Consultation Time Lost Income Transporta-
Fee (Median) Expended (at 50¢/hr.) tion Costs Total
Ica: Health Center .25 1 hr. .50 .50 1.25
(semi~-urban)
Ica: Health Center
(semi-rural) .25 30 rin. .25 .25 .75
Lima: Health Center
(urban) 1.00 " hr. .50 .50 2.00
Liwma: Health Post
(semi-urban) .50 30 min, .25 .25 1.00
Trnjillo: Health Center
(nrban) .50 L hr. .50 .25 1.25
Trujillo: Health Post
(rural) .25 1 hr. .50 .25 1.0
1/CLinics "A", "0", & "C" reflect the actual consultation fee scales at three Lima facilities;
"A" is located in Comas, a largely puehlo jeven area to the north of Lima; "B" is located in
the center ot Limaj "C" is located in San Tsidro, a larpels apper class suburb to the south
of Limal While all these figures are from the Lima detropolitan area, thev are not atvpical
>f health care costs in other urban arcas. Level of subsidy is higher in MOH facilitics.

2/ MOH estimates.
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Using the above figures, we can calculate the "average" cost
of a typical health consultation to be $1.20, or a savings of approximately
$5.70 per beneficiary when compared to the existing formal health care
system.

The project proposes extending primary health assistance to
an estimated 250 health centers, with an intended target group of bene-
ficiaries of over a million persons per year. Total yearly user sav-
ings as a result of strengthening the primary health systems, will be
on the magnitude of USS$5.7 million.

In addition to user savings, the Project is also cost eff-
ective from the point of view of societal allocation of resources. If
the GOP is to achieve its nationwide health objectives over the next
five years, there are three basic alternative courses of action which
it can follow: (1) a massive upgrading and expansion of existing '"for-
mal" facilities, including MOH hospitals and private sector clinics;

(2) immediately embarking upon an ambitious program of relocating med-
ical personnel out of Lima and other major urban areas into the sierra
and jungle; or (3) following the primary health model as outlined in
the current national plans for health improvement. While it is not
possible, given available data, to preciselv quantify the costs assoc-
iated with the first two alternatives, we can estimate the magnitudes
to be close to one billion dollars in the first case, and at least
USS$30 million in the second alternative over a five year period. These
figures have been calculated on the following basis:

Alternative 1l: Upgrading/Expanding Existing Formal Facilities.l/
~~-Construction of five new hospitals in
Lima (240 beds) ? $80 million each $400,C00, 000
-—~-Construction of 20 regional hospitals
(80 beds) in currently unserved areas
4 520 million cach

400,000,000

T Construct lon of 150 Communice eailtl Conters

2500, 000 cach PR e Centers 75,000,000
---Annual maintenance/operation costs for
all new facilities: $20 million a year

for 5 years 100,000,000

$975,000,000

Alternative 2: Pelocation of Medical Personnel

-=--200 medical personnel 4 $S20,000/vr.

for five vyears $20,000,000
---Transpor:t costs 3,000,000
---Separate maintenance for families:

$5,000 % 200 x 5 5,000,000
=-=Ungrading 200 health centers 3

310,000 ea. (hew oquipment) 2,000,900

520,000,500

1/ Based on MOH# figures fecr planned expansion.
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The first alternative is clearly beyond the GOP's capacity
to mobilize financial resources, and the second represents little more
than a costly interim measure. At the same time, neither shows any
guarantee that it would promote a system designed to reach down to the
community level where health problems can be treated--and prevented--
in a cost-effective manner.

The GOP's decision to promote primary health, then, is ob-
viously based in large part upon the very finite resources that it is
capable of mobilizing--but, also it is a positive response to health
care needs within Peru.

In terms of the populacion component, the Mission feels
that the proposed technology represents a proven cost-efficient way
A commercial retail sales program has been rejected at this time,
as discussed in the social analysis section.

F. Environmental Impact

An Initial Environmental Examination was carried out
during preparation of the PID and a negative determination was recomm-
ended by the Mission Director. The IEE was reviewed and approved by
the LAC Bureau's Environmental Advisor on January 30, 198l. A copy
of the IEE is attached as Annex I Exhibit F.
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v. IMPLEMENTATION

A. Project Schedule

The Project will be implemented over a four and one-half
year period. (See Project Implementation Schedule, Table 14 and First
Year Implementation Plan, Table 15.) Project negotiations and signing
will take place in July 198l and Conditions Precedent will be met by
December 198l. This period will be used by the Ministry for the
purpose of Project plamning and for the procurement of commodities and
technical assistance needed for initial Project implementation, in
addition to meeting CPs. Project activities will begin in January 1982
and continue through December 1985.

Primary Conditions Precedent will be met by September 1981,
at which time the MOH will submit to AID a list of commodities to be
procured for the first year of Project activities. These will be
ordered so as to be able to start training and the delivery of services
as soon after Janumary 1982 as possible. Shortly, after the primary
Conditions are met, the secondary Conditions Precedent will be fulfilled.
To meet the secondary Conditions, each of the participating institutions
will develop a time-phased operational plan for the life of the Project.
This plan will be submitted to the MOH for review and then forwarded by
the Ministry to USAID for approval. Initial Project-funded short-term
technical assistance may be used to assist the institutions in the
preparation of these plans, once initial Conditions Precedent have been
met. The plans will provide detsiled information for the first year,
including a quarterly schedule of activities; a detailed financial plan
a plan for suparvision of Project activities at regional and community
levels, with projected persomnel requirements; and a local purchase
procurement plan. Information for subsequent years will be more genera’
with plans being updated on a yearly basis. The plans will be reviewed
by USAID and the MOH each year, and approved by the Mission prior to
beginning disbursements for each Project year.

During the first year of Project activities, primary health
sexvices will be expanded to approximately 25% of the estimated target
population of one million, located in pueblos jovenes of Arequipa, Lima
and Chimbote. iuch of the training and foreign procurement of equipment
and medicines will take place in the first two years of the Project.

A total of 250 health centers will receive equipment and 500 promoters
will be trained. TFamily planning services will be initiated through
the rural primary health care delivery system in 17 health regions. 1In
each of the three succeeding years of the Project, 250,000 additional
persons in pueblos jovenes will receive community level health services
and an additional 500 promoters will be trained. Family planning
activities will be gradually expanded each year in each of the health
regions.
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B. Disbursement Procedures

Of the $10,800,000 grant and loan amount, $6,750,000 is
budgeted for the foreign currency cost of technical assistance and
procurement of equipment and materials as shown in Table 3 of the
Financial Analysis. Grant funds in the amount of $1,608,000 will be
obligated in FY-8l in order to fund initial requirements in technical
assistance, contraceptive supplies, training, supervision and research.
Additional grant funds will be required in each subsequent fiscal year,
as detailed in Table 4 of the ¥Financial Analysis for the purchase of
contraceptive supplies and support of training and supervision
activities. Loan funds will also tbe disbursed in each subsequent year.

For local currency costs ($4,050,000), AID will make
disbursements directly to each institution with prior approval of both
the institution's yearly operational plans and b:dgets by AID and the
MOH. Disbursements will be made on an advance basis with liquidation
of previous advances required prior to the issuance of a subsequent
advance. This procedure has been used under the Integrated Primary
Health and the Rural Water Systems Projects and has proved successful.
Exact’ details of the advance and liquidation procedures will be worked
out with personnel of the MOH and other participating institutions
after the signing of the Agreement, and will be subsequently confirmed
in Implementation Letter N° 1

C. Procurement and Contracting Procedures

l. Procurement and Contracting Mode

Under the previous two health sector projects financed by
AID, Mission procurement mode has been utilized. This decision was made
based on the limited staff resources which the Ministry had to implement
the Projects and the lack of foreign procurement experience in obtaining
large amounts of medical supplies, equipment and foreign technical
assistance. -During the implementation of the Integrated Primaxy Health
Project, project-=funded technical assistance was available to assist
the Ministry in developing a detailed logistics plan for the distrxibution
and control of the commodities provided under the Project. This plan
also served as a basis for the logistics requirements under the Rural
Water Systems Project.

While this assistance has been helpful in providing the
MOH with the beginnings of a workable logistics system, it has also
highlighted the limited staff resources and institutional cvapability
of the Ministry to carry out local and international procurement for
both commodities and technical assistance. Given these limitations and
the large volume (both in dollar amount and the number of pieces) of
supplies to be procured, the lission believes that an exception to the
country contracting pdicy as set forth in PD 68 is justified.



PROJECT IMPLEMENTATION SCHEDULE

PROJECT ACTIVITY 1981 1982

1983

1984

JFMAMJJA SOND JFMAMJJASOND JFMAMJJASOND

JFMAMJJASOND

JFMAMIJASOND

1Q.

11.
12.

13.

15.
16.

17.

Project Approval X

Project Signed X

Initial Conditions Precedent Met x
Preparation of Operational Plans ——
Coordination/Orientation Seminarx —_
Preparation of Vehicle Procurement -

vehicle Procurement = e
Secondary Conditions Precedent Met b4

Initial Procurement of Contraceptive
Supplies & Equipment  cmeeeee

Subsequent Procurement of Contra- »
ceptives & Equipment ~ cee——

Local Procurement  e;mmmeee e
Medical Equipment Procurement =00 ' @——me——ee———o
Drug Procurz2ment  eeme—eca————

Initiation of Family Planning
Services at Project Sites ———

Research e
Evaluation & Monitoring -

Project Assistance Completion Date

_9L—



TABLE 15

FIRST YEAR IMPLEMENTATION PLAN
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addition, with regard to the contraceptive supplies and equipment,
extensive AID experience and existing contractual arrangements with
U.S. suppliers will greatly facilitate procurement of these items.
Since the rapid availability of these commodities will be critical
to assuring a favorable Project impact, all procurement of foreign
currency purchased goods and services will be performed by USAIDN,
During the implementation of this and the other Mission-funded
projects with the MOH, the Mission will continue to work with MOH
staff to develop the contracting capabilities required for the
Ministry to administer the procurement required for projects of this
type. By the end of this Project, the MOH will have the
institutional capability to carxry out intermational procurement for
the types and quantities of the commodities required to continue a
national family planning program.

2. Procurement Plan

The sources and origin of grant-financed goods undexr
the Project will be the United States and Peru. The nationality of
suppliers of grant-financed goods and services under the Project will
be the United States or Peru. The source and origin of loan-financed
goods under the Project will be countries included in AID Geographic
Code 941 or Peru. The nationality of suppliers of loan-financed goods
and services under the Project will be countries included in AID
Geographic Code 941 or Peru.

Project-funded technical assistance will be obtained
through one or more institutional contracts. Standard AID contracting
procedures will be utilized. Procurement of medicines, vehicles, equip-
ment and commodities will also follow standard AID procurement procedures.
Off-shore procurement will be carried out by AID. Local procurement will
be effected by the Ministry utilizing procedures acceptable to AID.

A waiver is being requested for procurement of a locally
produced oral rehydration salts in order to speed procurement and delivery
as well as to support local production. Until recently, the MOH was
unable to interest any local pharmaceutical manufacturer in producing
this item, and the lack of local production capability hindered Ministry
programs which were aimed at reducing the effects of infant dehydration
as a result of diarrheal disease. Now that locally produced supplies
are available, the MOH has begun a national campaign to combat this
important health problem and the Mission wishes to support the MOH effort.

Procurement of vehicles, medical equipment, and medicines
and contraceptives will be effected as soon as the Conditions Precedent
have been met. Local procurement as well as additional procurement
of contraceptives will take place each year.
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D. USAID Monitoring Requirements

The USAID Project committee will monitor this Project and
will have the following responsibilities:

1. Project Management

The Project Manager will be assigned from the Mission's
Health, Education, and Nutrition Office. The Project Manager will work
closely with the MOH General Directorate of Maternal-Child Health and
Population, representatives of other participating agencies, and
technical advisors to ensure that the provisions of the AID Project
Agreement and Implementation Letters are met. The Project Manager will
be assited by the Mission Project Committee and will work closely with
the Project Manager of the Primary Health Loan so as to assure
complementary implementation and close coordination of both Mission-
funded projects.

2. Joint Reviews

Joint reviews, undertaken by AID and GOP representatives,
will be held periodically and will be an essential feature of Project
implementation.

3. Evaluation

The Mission Evaluation Officer will coordinate periodic
evaluations.

4., Disbursement

The Mission Controller will review disbursement requests
and disbursements to ensure conformity with AID regulations and adequate
financial control.

5. Additional Mission offices, such as Development Resources,
the Executive Office and the Regional Legal Adviser, will be called upon
as appropriate.

MCHP will submit to AID the following reports to assist the
Mission in monitoring the Project:

1. A quarterly report of activities and counterpart
expenditures completed as well as projections for the following quarter.

2. An annual implementation plan, including a projection
of Project activities for the coming year and an annual operating
kudget with GOP counterpart allocation and AID local currency
requirements.
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E. Evaluation Plan

In addition to pariodic reviews and continual monitoring,
two major evaluations will be undertaken. Approximately one yeaxr after
Project implementation activities begin or when it is considered
technically feasible by representatives of the institutions involved
and/or AID, a comprehensive evaluation will be undertaken. : The
evaluation will:

1. Summarize and review the monitoring activities of the
institutions involved and examine data collection management.

2. Assess overall Project management and supervision with
emphasis on the logistics/support system, e.g., the distribution of
basic health equipment, medicines, family planning, commodities, and
other inputs. If problems are detected, the evaluation will recommend
specific steps to remedy the identified problems.

3. Analyze technical assistance provided under the Project
and make recommendations if necessary.

4. DAssess integratlon. of public and-privatr i4gt¥eutions
participating in Project activities.

The final evaluation, to be wdertaken shortly before Project
completion, will concentrate on Project impact.

The evaluation will determine the attainment of Project
goals and puxpose as described in Sections III, A and B of the PP and
in the Project Logical Framework (Aunex II Exhibit A).



ANNEX I
EXHIBIT A
Page 1 of 1

CERTIFICATION PURSUANT TO SECTION 611(e) OF THE

FOREIGN ASSISTANCE ACT OF 1961, AS AMENDED

I, Leonard Yaeger, the principal officer of the Agency for
International Development in Peru, having taken into account
among other factors, the maintenance and utilization of projects
in Peru previously financed or assisted by the United States, do
hereby certify that in my judgement Peru has both the financial
capability and human resources capability to effectively maintain

and utilize the pruposed Project: INTEGRATED HEALTH/FAMILY PLANNING.

i

—t 7
Leonard Yaegef, Dinﬁétor
USAID/Peru
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EXHIBIT B
Page 1 of 1

MINISTERIO DE SALUD

BEST AVAILABLE DOCUMENI

Lima,

320
Sefior
LEONARD YAEGER
Director de la Agencia para
el Desarrollo Internacional
CIUDAD

Estimado Sefior Yaeger :

Tengo el agrado de dirigirme a Ud. en relacidn a nuestyo. Proyecto
"Extensidn de Cobertura de Servicios de Salud Integral Materno -
Infantil", con el propdsito de solicitar oficialmente a la Agen -
cia para el Desarrollo Internacional - AID de los Estados Unidos

de Norte América, el otorgamiento de un préstamo de US$ 4'000,000
en las condiciones mds favorables que concede AID, asi como tam -
bién una donacién de US$ 6'800,000. Lla contrapartida nacional pa
ra este monto ascenderd a US$3'600,000. -

Los fondos del préstamo solicitado serdn utilizados para brindar

apoyo a la expansidn de servicios de salud primaria en las dreas

marginales urbanas, v lc: fondos de la doreciln se utilizardn pa-
ra apoyar ia polltica del Goblerno Peruano de proveer servicios -
de planificacién familiar, a fin de que las personas puedan imple
mentar su decisidn voluntaria e informaca sobre la dimensidn de

su familia.

Hago propicia la oportunidad para expresar a Ud. Senor Director,
mi mayor.consideracion.

Atentamente,

Uikied Grrveia
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DRAFT PROJECT AUTHORIZATION
Name of Country: Peru
Name of Project: Integrated Health/Family Planning
Number of Loan: 527-U-076

1. Pursuant to Section 104 of the Foreign Assistance Act of 1961,

as amended, I hereby authorize the Integrated Health/Pamily Planning
Project for Peru involving planned obligations of not to excc d
$4,000,000 in Loan funds and $6,800,000 in grant funds over a 4 1/2 year
period from date of authorization, subject to the availability of

funds in accordance with the A.I.D. OYB/allotment process, to help

in financing foreign exchange and local currency costs for the project.

2. The project consists of (1) strengthening basic primary health
services in marginal urban areas and reinforcing the service delivery
capabilities of the health centers of the Peruvian Ministry of Health
and (2) expanding and integrating family planning services in Peru into
the public and private health sector and reinforcing national population

policy formulation and research analysis.

3. The Project Agreement(s) which may be negotiated and executed by

the officer(s) to whom such authority is delegated in accordance with
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AID regulations and Delegatinns of Authority, shall be subject to
the following essential terms and covenants and major conditions
together with such other terms and conditions as A.I.D. may deem

appropriate,

4, a. Interest Rate and Terms of Repayment

The Cooperating Country shall repay the loan to A.I.D, in
U.S. Dollars within twenty-five (25) years from the date of first
disbursement of the Loan, including a grace period of not to exceed
ten (10) years. The Cooperating Country shall pay to A.I.D. in U.S.
Dollars interest from .he date of first disbursement of the Loan at
the rate of (a) two percent (2%) per annum during the first 10 (10)
years, and (b) three percent (3%) per annum thereafter, on the out-
Standing disbursed balance of the Loan and on any due and unpaid

interest accrued thereon.

b. Source of Origin of Goods and Services (Loan)

Goods and services, except for ocean shipping, financed by A.I.D.
under the Loan shall have their source and origin in Peru or in countries
included in A.I.D. Geographic Code 941, except as A.I.D. may otherwise
agree in writing. Ocean s .pping financed by A.I.D. under the Loan shall,
except as A.I.D. may otherwise agree in writing, be financed only on flag

vessels of Peru or countries included in A.I.D. Geographic Code 941.
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¢. Source and Origin of Goods and Services (Grant)

Goods and services, except for ocean shipping, financed by
A.I.D. under the Grant shall have their source and origin in Peru or
the United States, except as A.I.D. may otherwise agree in writing.
Ocean shipping financed by A.I.D. under the Grant shall, except as A.I.D.
may otherwise agree in writing, be financed only on flag vessels of the

United States.

d. Conditions Precedent to Disbursement

(1) Condition Precedent to Initial Disbursement (Loan and Grant)

Prior to any disbursement, or the issuance of any commitment
documents under the Project Agreement, the Cooperating Country
shall furnish, in form and substance satisfactory to A.I.D.,
evidence that a Project Representative has been officially des-
ignated by the Ministry of Health.

(2) Condition Precedent to Disbursement for the Activities of

Any Imnlementing Organization Under the Project, Except the Ministry

of Health (Loan and Grant)

Prior to any disbursement, or the issuance of anv commitment
documents uﬁder the Project Agreement for the activities of any
Implementing Organization under the Project. the Cooperating
Country shall furnish, in form and substance satisfactory to A.T.D
an agreement between that Ministrv of Health and such Implementing
Organization describing the mutual respousibilitices of the Ministry

of Health and the Implementing Organization under the Project.
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(3) Condition Precedent to Disbursement for Project Activities

other than Initial Technical Assistance Activities (Loan and Grant )

Prior to any disbursement, or the issuance of any commitment
documents under the Project Agreement, to finance any project activities
other than such technical assistance as necessary for the first year of
project activities, the Cooperating Country and each Implementing
Organization shall furnish, in form and substance satisfactory to A.I.D.
an Operational Plan for Family Planning and Primary Health. Each
Operational Plan shall include a Staffing Plan, a Supervision Plan and a
Technical. Assistance Plan, a Procurement and Distribution Plan, a Financial
Plan, and a Training Plan. The Staffing Plan should describe the personnel
to be provided by the MOH and each pérticipating institution at each level
of activity, as well as the name and qualifications of the individuals
holding such positions and evidence that they have been assigned to the
position. The Supervision Plan should describe the institutional and
financial. arrangements made by the MOH and each participating institution
to assure adequate levels of supervision during Project implementation. In
addition, the MOH plan should describe the system under which incentives for
health professionals assigned to rural areas will be paid. A copy of the
agreement to be entered into between the MOH and each health professional
should be included for AID approval. The Operational Plan of the Ministry
of Health may be submitted in parts, by health regions. Disbursement may
be made for activities in a given health region or for a given Implementing
Organization once the Operational Plan for that region or Implementing

Organization has been approved by A.I.D.
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(4) Condition Precedent to Disbursement for Project Activities in

Each Project Subsequent to the First Project Year

Prior to any disbursement, or the issuance of any commitment
documents under the Project Agreement, for any project activities in
each Project Year subsequent to the First Project Year, the Coopgrating
Country and each Implementing Organization shall furnish, in form and
substance satisfactory to A.I.D., an Operational Plan for such year.
Each Operational Plan shall include a Staffing Plan a Supervision Plan
a Technical Assistance Plan, a Procurement and Distribution Plan, a
Financial Plan, and a Training Plan. Operational Plans shall reflect the
recommendations of the annual evaluations conducted under the Project
prior to the beginning of each subsequent Project Year. The Operational
Plan of the Ministry of Health may be submitted in parts, by health region.
Disbursement may be made for activities in a given region or for a given
Implementing Organization once the Operational Plan for that region or
organization has been approved by A.I.D.
Covenants
(1) Peru shall covenant that it will establish a community distribution
system for hea Xh and family planning services.
(2) Peru shall covenant that it will carry out Project activities in accordance
with relevant United 3tates legislation on family planning, as from time to
time may be explained in Project Implementation Letters. In accordance with
the preceding, Peru covenants that no Project activities or funds shall

support the performance of abortions as a method of family planning or the
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motivation of coercion of any person to practice abortions, nor the
performance of involuntary sterilizations as a method of family planning
or the coercion or provision of any financial incentive to any person to
undergo sterilizations.

(3) Peru shall covenant that it will continue to provide sufficient annual
budget allocations following completion of A.I.D. financing so as to assure
continuity of the Project activities, including maintenance of Project
funded equipment; supervision by health personnel of the activities which
were funded under the Project; and incentives paid to health personnel

assigned to rural areas for the life of the Project.

The following waivers to 2.I.D. regulations are hereby approved. The rule
that A.I.D.-financed pharmaceuticals must be of U.S. source is hereby

waived to permit the procurement in Pexru of oral rehydration salts.
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5C(1) - COUNTRY CHECKLIST

Listed bebow are, first, statutory criteria applicable generally to FAA funds, and then criteria
applicable to individual fund sources: Development Asistance and Econiomic Support Fund.

A, GENEk  “RITERIA FOR COUNTRY ELIGIBILITY

1. FA~  :. 716. Can it be demonstrated that Yes
contempiuced assistance will directly benefit

the needy? If not, has the Department of

State determined that this guvernment has

engaged in a - ~sistent pattern of gross

violatiuns o1 ‘ernationally recognized

human rights?

2. FAA Sec. 481. s it been determined that No

the government of ‘nient country has failed

to take adequate st. ‘o prevent narcotics
drugs and other cont 1 substances (as
defined by the Compreh. ‘e Drug Abuse
Prevention and Control A € 1970) produced
or processed, in whole or art, in such
country, or transported thr. such country,
from being sold {1legally wit the jurts-
diction of such country to U.S. ‘ernment
personnel or their dependents, o. n
entering the United States unlawfu. °

3. FAA Sec. 620(b). If assistance 1. Yes

a government, has the Secretary of State
determined that {t i{s not controlled by tu
international Communist movement?

4. FAA Sec. 620(c). If assistance is to No
govermment, 1s the government liable as

debtor or unconditional guarantor on any

debt to a U.S. citizen for goods or services

furnished or ordered where (a) such citizen

has exhausted available legal remedies and

(b) debt is not denied or contested bv such

government? ‘

5. FAA Sec. 620(e)(1). If assistance is to

a govenment, has 1% !{ncluding government No
agencies or subdivisions) taken any action

which has the effect of nationalizing,

expropriating, or otherwise seizing owner-

ship or control of property of U.S. citizens

or'entities beneficially owned by them with-

out taking steps to discharge its obligations

toward such citizens or entities?
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6. FAA Sec. 5205a!! 620(f); FY 79 App. Act,
Sec. 108 an . Is recipient country
a Ccnmun‘sk country? Will assistance be pro-
vided to the Socialist Republic of Vietnam,

Cambodia, Laos, Cuba, Uganda, Mozambique, or
Angola?

7. FAA Sec, 620§1!. Is recipient country

in any way involved in (a) subversion of, or
military aggression against, the United States
or any country receiving U.S. assistance, or

(b) the planning of such subversion or
aggression?

8. FAA Sec, 620 (f). Has the ountry permitted

or failed to take adequate measures to preveng
the damage or destruction, by mob action, of
U.S. property?

9, FAA Sec. 620()). If the country has failed
to institufe the Investment guaranty program
for the specific risks of expropriation, incon-
vertibility or confiscation, has the AID
Administrator within the past year considered
denying assistance to such government for this
reason?

10, FAA Sec, 620(0); Fishermen's Protective
Act of 1967, as amended, Sec. b. [t country
has seized, or imposed any penalty or sanction
against, any U.3. fishing activities in
international waters:

a. has any deduction required by the
Fishermen's Protective Act been made?

b. has complete denial of assistance
been considered by AID Administrator?

11, FAA Seg, 62Q; FY 79 App. Act,Sec. 603.
(a) Is the government of the recipient countey
in default for more than 6 months on interest
or principal of any AID loanto the country?
(b) Is country in default exceeding one year
on interest or pringipal on U.S. loan under
grogr?m for which App. Act appropriates

unds

12. FAA Sec, 620(s). If contemplated
assistance is development loan or from
Economic Support Fund, has the Administrator
taken into account the percentage of the
country's budget which is for military
expenditures, the amount of foreign exchange
spent on military equipment and the

No

No

No

Yes

No

Yes

. Yes, as reported in annual

report on implementation of
Sec. 620(s)

ANNEX I
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b. FAA Sec. 104(d)(1). If appropriate, is
this development {1ncluding Sahe]? activity designed
to build motivation for smaller families through
modification of economic and social conditions
supportive of the desire for large families in
programs such as education in and out of schoc),
nutrition, disease control, maternal and child
health services, agricultural production, rura!
development, and assistance to urban poor?

2. Economic Support Fund Country Criteria

a. FAA Sec. 5028. Has the country engaged
in a consistent patfern of gross violations of
internationally recognized human rights?

b. FAA Sec. 533(b). Will assistance under
the Southern Africa program be provided to
Mozambique, Angola, Tanzania, or Zambia? If so,
has President determined (and reported to the

Congress) that such assistance will furcher U.S.
foreian policy interests?

c. FAA Sec. 609, If commodities are to be
granted ;0 that sale proceeds will accrue to the
recipient country, have Special Account (counter-
part) arrangements been wade?

d. FY 79 App. Act,Sec. 113. HWill assistance
be provided for the purpose of aiding directly the
efforts of the governmant of such country to
repress the legitimate rights of the population
of such country contrary to the Universal
Declaration of Human Rights?

e, FAA Sec. 6208, W{ill security supporting
assistance be furnished to Argentina after
September 30, 1978?

Yes

N.A.

N.A.

N.A.

N.A.

N.A.

ANNEX I
Exhibit D
Page 4 of 12
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5C(2) -~ PROJECT CHECKLIST

Listed below are statutory criteria applicable generally to projects with FAA funds and project

criteria applicable to individual fund sources:

Development Assistance (with a subcategory for

criteria applicable only to loans); and Economic Support Fund.

CROSS REFERENCES: IS COUNTRY CHECKLIST UP TO DATE?
HAS STANDGARD ITEM CHECKLIST BEEN REVIEWED FOR THIS PRODUCT?

A.

GENERAL CRITERIA FOR PROJECT

1, FEY 79 App. Act Unnumbered; FAA Sec. 653 (b);
Sec. 634A, (a) Describe how Comm{ttees on
Tppropriations of Senate and House have been or
will be notified concerning the project;

(b) 1s assistance within (Operational Year
Budget) country or {nternational organization
allocation reported to Con?ress (or not more
than $1 million over that Tigure)?

2. FAA Sec. Glléag!l[. Prior to obligation

{n excess o ,000, will there be (a) engi-
neering, financial, and other plans necessary

to carry out the assistance and (b) a reasonably

firm estimate of the cost to the U.S. of the
assistance?

3. FAA Sec. 61]5a[§2). If further legislative
action 1s required within recipient country,
what 1s basis for reasonable expectation that
such action will be completed in time to permit
orderly accomplishment of purpose of the
assistance?

4. FAA Sec. 611(b); FY 79 App. Act Sec. 101,

If for water or water-relatad land resource
construction, has project met the standards

and criteria as per the Principles and Standards
for Planning Water and Related Land Resources
dated October 25, 19737

5. FAA Sec. 611(e). If project is capital
assistance (e.g., construction), and all

U.S. assistance for 1t will exceed $1 million,
has Mission Director certified and Regional
Assistant Administrator taken into consideration
the country's capability effectively to maintain

and utilize the project?

6. FAA Sec. 209. Is project susceptible of
execution as part of regional or multilateral
project? If so why is project no* so executed?

Information and conclusion whether assistance
will encourage regional development programs.

A notification will be sent to the
Congress concerning this project.

Yes.

Yes

Yes

N.A.

N.A.

N.A.

In theory, if its purpose were only

.to distribute commodities, the Project
might be executed as part of a regional

or multilateral project. However, the '
Project seeks to have more impact than mere
distribution of commodities by attempting
to help Peri develop its population policy
and extending an outreach effort in heaigf
and family planning services tied in to a

-prior hilateral Mission laan
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7. FAA sec. 601(a). Information and conclusions
whether project w]'l encourage efforts of the
country to: (a) increase the flow of internationa}
trade; (b) foster private initiative and competi-
tion; (c) encourage development and use of
cooperatives, credit unions, and savings and loan

associations; (d) discourage monopolistic practices;

(e} improve technical efficiency of industry, agri-
culture and commerce; and (f) strengthen free
labor unions.

8. FAA Sec. 601§b'. Information and conclusion
on how project w 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)

9. FAA Sec. 612(b); Sec. 636(h). ODescribe steps
taken to assure that, to the maximumn extent possi-
ble, the country is contributing local currencies
to meet the cost of contractual and other services
and foreign currencies owned by the U.S. are
utilized to meet the cost of contractual and
other services.

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

11. FAA Sec. 601(e). Will the project utilize
competitive selection procedures for the awarding
of contracts, except where applicable procurement
rules allow otherwise?

12. FY 79 App. Act Sec. 508. If assistance is
for the production of any commodity for export,

1s the commodity likely to be in surplus on world
markets at the time the resulting productive
capacity becomes .perative, and 1s such assistance
1ikely to cause substantial injury to U.S,
producers of the same, similar, or competing
commodity?

FUNDING CRITERIA FOR PROJECT
¢

1. Development Assistance Project Criteria

- a, FAA Sec. 102(b); 111; 113: ?81a,
Extent to ch activity w a) eftectively
involve the poor in development, by extending
access to economy at local level, increasing
labor-intensive production and the use of
appropriate technology, spreading investment
out from cities to small towns and rural areas,
and insuring wide participation of the poor in
the benefits of development on a sustained

Much of the' goods and services
ander the Project will be .purchased
from private U.S. sources

Peru will provide counterpart to

~ meet the cost of many services ~

required by the Project. Local
goods and services will be paid
for with local currency.

No

Yes

N.A,

The Project will promote theparticipati
of women in the national economy of Per
and improve their status by giving them
greater control over family planning
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asis, using the appropriate U.S. institutions; ) .
(b) help develop cooperatives, especially by tech- Page 7 of 12
nical assistance, to assist rural and urban poor to
help themselves toward better 1ife, and otherwise
enco'rage democratic private and local governmental
institutions; (c) support the self-help efforts of
developing countries; (d) promote the participation of
women in the national economies of developing countries
and the improvement of women's status; and (e) utilize
and encourage regional cooperation by developing
countries?

b. FAA Sec. 103, 103A, 104, 105, 106, 107. The Project is designed explicitly to
appYicanTe paragrah aich. corresgonds to source emphasize: low cost,integrated delivery
of funds used. If more than one fund source is systems for health and family planning
used for project, include relevant paragraph for for the poorest people with particular
each fund source.) attention to the needs of mothers and

(1) [103] for agriculture, rural development you?g.chlldrenz using paramed;gg} ?nd
or nutritfon; if so, extent to which activity {is auxiliary, medical personnel, clinics
specifically designed to increase productivity and and health posts, and community

income of rural poor; [103A] if for agricultural
cesearch, 1s full account taken of needs of small
farmers;

distribution systems.

{2) [104] for population planning under sec.
104(b) or health under sec. 104(cg; {f so, extent
to which activity emphasizes low-cost, integrated
delivery systems for health, nutrition and family
planning for the poorest people, with particular
attention to the needs of mothers and young
children, using paramedical and auxiliary medical
personnel, clinfcs and health posts, commercial
distribution systems and other modes of community
research.

(3) [105] for education, public admini-
stration, or human resources development; {f so,
extent to which activity strenqathens nonformal
education, makes formal education more relevant,
especially for rural families and urban poor, or
strengthens management capability of institutions
enabling the poor to participate in development;

(4) [106] for technica) assistance, energy,
research, reconstruction, and selected development
problems; 1f so, extent activity is:

' (1) technical cooperation and develop-
ment, especially with U.S. private and voluntary,
or regional and international development,
organizations;

(1) to help alleviate energy problems;

(111) research into, and evaluation of
economic development processes and techniques;

(iv) reconstruction after natural or
manmade disaster;
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(v) for special development problem,
and to enable proper utilization of earlier U.S.
infrastructure, etc., assistance;

(vi) for programs of urban development,

especially small labor-intensive enterprises,
marketing systems, and financial or other insti-

tutions. to help urban poor participate in economic

and social development.

c. [107] Is appropriate effort placed on use
of appropriate technology?

d. FAA Sec. 110(a). W11l the recipient
country provide at least 25% of the costs of the
program, project, or activity with respect to,
which the assistance 1s to be furnished (or has

the latter cost-sharing requirement been waived
for a "relatively least-developed" country)?

e. FAA Sec. llogb!. Will grant capital
assistance sbursed for project over more
than 3 years? If so, has justification satis-
factory to the Congress been made, and efforts

for other financing, or is the recipient country
“relatively least developed"?

f. FAA Sec. 2811b). Describe extent to
which program 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 civil education and training in
skills required for effective participatfon in
governmental and political processes essential
to self-government.

9. FAA Sec. 122$b). Does the activity
give reasonable promise of contributing to the
development of economic resources, or to the

increase or productive capacities and self-
sustaining economic growth?

2. Development Assistance Project Criteria
[Loans Only]

[l

a. FAA Sec. 122(b). Information and
conclusion on capacity of the country to repay
the loan, including reasonableness of
repayment prospects.

b. FAA Sec. szogal. If assistance is for
any productive enterprise which will compete in
the U.S. with U.S. enterprise, is there an
agreement by the recipient country to prevent
export to the U.S. of more than 20% of the

enterprise's annual production during the life
of the loan?

Page 8 of 12

Yes

Yes

N.A.

there is tremendous demand in Peru for
the services to be provided by the
Project. An essential component of i h¢
Project is the involvement of Peruvian
leaders in family planning policy.

Yes, by helping to limit excessive
population 'growth

In the Mission's judgement, Peru has
the capacity to repay the loan. Based

upon events of the past few years,Peru
ability and will to repay the loan make
it reasonable to expect repayment.

N.A.
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a, FAA Sec. 531§af. Will this assistance N.A.
suppaort promote economic or political stability?
To the extent possible, does it reflect the
policy directions of section 1027
N.A.

b. FAA Sec. 533. Will assistance under
this chapter be used for military, or

paramilitary activities?
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Listed below are statutory items which normally will be covered routinely in those provisions
of an assistance agreement dealing with its implenentation, or covered in the agreement by

imposing limits on certain uses of funds.

These 1tems are arranged unger the general headitgs ot (A) Procuresent, (B) Construction, and

(C) Uther Restrictions.

A. Procurement

1. FAA Sec. 602. Are there drrangements to
permit U,S. small business to participate
equitably in the furnishing ot qoods and
services financed?

2. FAA Sec. 604(a). Will 41! cumnudity
procurement financed be trom the U.h. vacepl
as otherwise determined by the President or
under delegation from him?

3. FAA Sec. 604(d). It the cooperating
country discriminates against U.S. marine
insurance companies, will agreement require

that marine insurance be placed in the
United States on commodities financed?

4. FAA Sec. 604(e). If oftshure procurement
of agricultural commodity or product is to be
financed, is there provision against such pro-

curement when the domestic price ot such
comnodity is less than parity?

5. FAA Sec. 608(a). Will U... Luverument
excess personal property be utilized wherever
practicable in lieu of the procurement ot new
items?

6. FAA Sec. 603. (a) Compiiance with require-
ment” Tn section 901(b) of the Merchant Marine
Act of 1936, as amended, that at least 50 per
centun of the gross tonnage of commodities
(computed separately for dry bulk carriers,

dry cargo liners, and tankers) financed shall
be transported on privately owned U.S.-flag
comercial vessels to the extent that such
vessels are available at fair and reasonable
rates.

7. FAA Sec. 62). If technical assistance is
financed, will such assistance be furnished to
the fullest extent practicable as goods and
professional and other services from private
enterprise on a contract basis? [f the

Such arrangements will be written into
the Loan/Grant Agreement

Yes

N.A.

N.A.

Yes

Compliance will be required in the
Loan/Grant Agreement

Yes.
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facilities of other Federal agencies will be
utilized, are they paritcularly suitable, not
competitive with private enterprise, and made
available without undue interference with
domestic programs?

8. lnternational Alr Transport. iair
Competitive Practices Act, 1974, [T air
transportation of persons or property is
financed on grant basis, will provision be
made that U.S.-flag carriers will be utilized
to the extent such service is available?

9. FY 79 App. Act Sec. 105. Does the contract
for pracurement contain a provision authorizing
the termination of such contract for the
convenience of the United States?

Construction

1. FAA ‘ec. 601(d). If a capital {v.g.,
construction) project, are enyincering and
professional services of U.S. tinns and therr
atfilidtes to ve used to the maximum extent
Cunaistent with the ndational interest:

2. FAA Sec. 611(c). If contracts for
construction are to be financed, will they e
let on a competitive basis to maximum extent
practicable?

3. FAA Sec. 620{k). If for construction of

productive enterprise, will aggregate value
of assistance to be furnished by the United
States not exceed $100 million?

Other Kestrictions

1. FAA %ec. 122 {e). It development loan, is

interest rate at lTeast 2% per annum during
grace period and at least 3% per annum
thereatter?

2. FAA Sec. 301(d). If fund 1s established
solely by U.S. contributions and administered
by an international organization, does
Comptroller General have audit rignts?

3. FAA Sec. 620£h). Do arrangements preclude
promoting or assisting the foriegn avd projects
or activities of Commmunist-bloc countries,
contrary to the best interests of the

United States?

Page 11 of 12

Yes

Contracts to which this provision is
applicable will contain such- a provision.

NlAl

N.A.

N.A.

Yes

N.A.

Yes, the Loan/Grant Agreement will
contain this restriction.

A, FAA Sec. 63611). 1s financing not permitied Yes, this restriction will be incorporated

0 be used, without waiver, for purchase, ooy

hicle
term lease, or exchange of motor ve
manufactured outside the United States, ov

guaranty of such transaction?

-

/

GRIAURE

in the Loan/Agreement.
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lmms. MEMO MO,

5. Will arrangements preclude use ot financing:

a. FAA Sec, 104(f). To pay for pertormance of
abortions or to motivate or coerce persuns to
practice abortions, to pay for performance of
involuntary sterilization, or to coerce or
provide financial incentive to any person to
undergo sterilization?

b. FAA Sec. 620§Ql. To cumpensdate owners
for expropriated natfonalized property?

c. FAA Sec. 6€0. To finance police training
or other Taw enforcenent assistance, except for
narcotics programs?

d. FAA Sec. 662. For CIA activities?

e. FY 79 App. Act Sec. 104. To pay pensions
etc., for military personnel?

f. FY 79 App. Act Sec, lUb. 1y pay U.N.
assessments?

g. FY 79 App. Act Sec. 107. To corry out
provisions of FAA sections 203{d) and 251(h}?
(Transfer of FAA funds to multilateral
organizations for lending.)

h. FY 79 App. Act Sec. 112. To finance the
export ot nuclear equipment, fuel, or technology
or to train foreign nations in nuclear fields?

1. FY 79 App. Act Sec. 601. To be used fur
publicity on propaganda purposes within United
States not authorized by the Congress?

LFFECTIVE GAYE PAGE NO,
ANNEX I
Exhibit D

Page 12 of 12

Yes, the Loan/Grant Agreement will reflect
this restriction.

Yes

Yes

Yes
Yes
Yes

Yes

Yes

Yes

EICROFILRED i
SRR

PR
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ACTION: HEN , , Pﬁ%f 1 of 2
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SUBRJECT: NAEC REVIEAN - INTEG<ATEOD FAMILY PLANNING/HEALTH =

PID

1, THE DAFC REVIENED AND APPRIVED SU3JECT 1) IV =E3RUARY
A, 1991. THE MISSION MAY PFRJICEE) ~NITH DEVELIPMENT JF THE

PP WHICH SHAULD 3E SJIMITTED F2R AID/A REVIEAN AND APPROVAL
-—- PLEA&SE H3TE THAT PRITR T3 AJTHIRIZATION AN

ADVICE OF PFOGRAM CHAN3E wILL 2E VEGUIRED,
2. THE FNLLDWING ISSUES SHOULW 3F ADDRESSED IN TH4r PP:
&, MOH INSTITUTIONAL CZAPACITY:

THE PP SH2ULD FULLY DESCRI3E THE ADMIMISTRATIVE/YANAGERTAL
AND QOTHER CONSTRATINTS WHITH TMPEIF THe EFFEZTTIVE DELIVERY
AND EXPANSIION OF PRIMARY HEALTH SFRVIZES 3Y THE MINISTRY
JF HEALTH. RECNYMENDATITNS =713 IMPRIVING vMOH MANAGEMENT
CAPACITY SHOULD 3E DISTUSSED-AND THE MEANS BY AHIZH
IMPROVEMENTS WILL 3E INTRIODJCYI IN THE SeRVICE DeclLIVERY
SYSTEM, ESPECIALLY AT THE CANTRAL LEVEL, SHOJLD 3% INCIR-
PORATED IN THE PRUJECT DESIGN.  SUCH MEANS ~AY INZLUDE MORE
THAN THE PROVISION CF TECHNICAL aSSTISTANCS. FATTORS SUCH
AS THE PRSSENCE OF GIVERNMENT COMMITMENT AND WILL SHIULN

38 CAREFULLY EXAMINED IN THE PP BECAUSE THEY ALST IMPACT ON
MOH'S ABSORPTIVE CAPACITY.

See Institu-
tional Analys'

3, FINANCTAL ANALYSIS:

3ECAJSE THE PROPOSED PROJECT WILL FINANCE A LARGE PRO-
PORTLON OF ECURRENT COSTS SUTH AS SUPERVISIAN, MEDICINES
LOGISTICS SUPPGRT ETC., IN AIDITIO TJ THISE RECIIRENT
SOSTS ALRFADY FINANCED JUNJER THE FRIMARY AEBALTA FRUJECT
AND WNILL, IN FACT, INCREASE THc 47H'S DOPERATING 5JDGET FOK

THESE TTEMS SEVERALFIL), ~E A2E CONCERNE) Juf T4F~ THE see
MOH NILL 3F A3LE TO ASSUMI ALL TF THE CPEXATING 23STS 3€ Financial
THE PRIMARY CARE SYSTRM 3Y THE 24D OF THt PROJECT. Tde Analysis.

PE SHOULD TINCLUDE A-DETAILED ANALYSIS TF THE RECTURRIENT
COSTS 3ASED NN THE CPERATING wEJJTIREMENTS TF THE FIIMARY
CARE SYSTEM AND STATE W~HETHEXR THE GOP, GLVEN T4t CJINTINY-
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ING 3UOGET CONSTRAINTS, CAN SUPPORT, AT A MINIMUM, THE age 2o

PROJECT 'S RECURRENT COSTS. THE MISSION SHOULD CONSIDER

REQUIRING INCREASING GOP COUNTERPART CONTRIBUTIONG FOR

THESE COSTS EACH YEAR DURING THE PROJECT SO THAT 3Y THE

LAST YEAR COUNTERPART IS FINANCING ALL THEZ RECURREINT COSTS

OF THE SYSTEM. OURING INTENSIVE REVIEW TAE MISSIIN SHIULD

ALSO EXAMINE EACH PROJECT COMPINENT, E.G. MO3ILE HEALTH

UNETS. TO INSURE IT IS THE M3ST COST EFFECTIVE MEANS T2

NELIVER HEALTH/FAMILY PLANNING CARE IN VIEN JF MDA

RESOJRCE CONSTRAINTS. WE NITE THF FINANCIAL ANALYSIS

PLANNED UNDER THE PRIMARY HEALTH FRLJECT ~JJLD BE VERY

USEFUL IN IDENTIFYING 3JDGETARY TrewDS IN THAZ MOH AND FOR

CARRYING 7UT THE RECURIENT Z2ST AWALYSIS. IN THE

FINANCIAL PLAN, WE WERE CINCEQNED AITH THE LEVEL JF FUNDS

JUDGETED FOR THE IEC COMPONENT AND FOR INFLATION AND

CONTINGENCIES GIVEN THE CONTIMJIW. HIGH INFLATION RATES IN

PERU AND IN THE U.S. THE MISSIIN SHIULD ALSD EXAMINE THE ,
NEED TO I'CLUDE FUNDS FNP THT 3ILATERAL COMPONENT OF A See Technical
COMMERCIAL RETAIL SALES PROGRAM. Analysis.

Ce EXPERIENCE TJ DATE:

THE 3ACKGRNUND SECTION CF THZ PP SHAULD SUMMARIZE THE

RESULTS OF THE IN=DEPTH SVALJATION JF THE SJUR YEDID _
PROJECT SCHEDULED FOR FERRUARY, 19%1, AS WNELL AS ANY See Project
IMPORTANT LESSONS LEARNED FRIM INITIAL IMPLEMENTATION Background &
ACTIVITIES FUNDED UNDER THE PKRIMARY HEALTH FROJECT. ANY Annex II
PRO3ILEMS ARISING FRCUM THE DELIVERY OF CONTRAZEPTIVES 3Y Exhibit H
COMMUNITY AGENTS OR MIDAIVES SHIJLD 3E OISCUSSED

Jd. TARGET GRIUP:

THE PP SHOULD INCLUDE A COMPREH:ZINSIVE DESCRIPTION JF THE
CHARACTERISTICS OF THE CLIENT 2JPULATION T3 3& SERVED

UNDER THE FROJECT INCLUDING A DISCUSSION 37 THE MIX OF See Social
CONTRACEPTIVES TO BE USED. ALL THE 2ENEFICIARIES SHJULD  Soundness

3 ENUMERATED,INCLUDING MEN. FJPTHERMORE, RECENT DATA  Analysis.

AHICH SUPPCRTS THE DEMAND FJ2 FAMILY PLANNING SERVICES

SHOULD BE CITED IN THE PP,

£. IMPLEMENTATIIN ARRANGEMENTS:

THE RELATISNSHIP CF THE 94 T° THE PRIVATE SEZTOR ASENCIES

SHOULD 3F ZLEARLY DESCRIBED IN THE PP AND THE FRJIZEDJURES

TO 3€ USED FOR APPROVING [UPERATINFG PLANS AND EOR PAYMENTS See Institu-
TC THE PRIVATE ORSANIZATIONS SA4TJLD 4F OFLINCATED. 3E- tional Analy-
CAUSE OF THE LARGE NJMIER GF CTWMIDITIES T2 3 PRICUXED, sis & Imple-
1.E. CONTRACEPTIVES, MEDIZINES, AND EQUIFMENT, A JITAILESD  mentation Plar
TIME=-PHASED PROCUREYMENT PLAN SHIJLD 35 INCLJDED TN THE PF

3, A NEGATIVE DETERMINATION FJ? THE TEE A5 LECSy
APPROVED FOP THE PROJECT Y THZ 23UREAU'S ENVISONMINTAL
ADVISNR,

HAIG

UNCLASSIFIED
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Exhibit F
INITIAL ENVIRONMENTAL EXAMINATION Page 2 of
Project Location: Peru
Project Title: Integrated Family Planning/Health
Project Number:
Funding; First FY:
Life of Project:
IEE Proparod byi Bnrlque Schroth USAID/Paeru

Acting knrironmente' Coordilatcor

The USAID/Peru project comittee for the Integrated llamily Planning/
Health Projéct has undertaken a complete I[nitial Environmental
Examination (IEE) of the project envirommental impacts and has
arrived at a recommendation for a lLicyative Letermination as
indicated in the Threshold Decision Section.

Concurrence: Date:

I have reviewed the Initial Environmental Examinstion prepared by
the Project Comnittee for the bnteyrated Fawlly Wlaawdng,Heelth
Project and concur il wne Vo wla becision Loevossesaainicle Tor o
Nugative Detexrmination,

7 . s
. ,'/“ i // [P 4
.‘;r.IVLly///ﬂ /41"45
Howurd . Lusk, Acting B}ruccor
/

.. USALb/Peru )
AA/LA Decision: - ’

Based upon the Development Assistance Executive Committee review
of the Project Identification bucument, including the Initiol
Environmental Examination for ti. Integrated Pamily Planning/
Health, 1 approve the Threshold becision for a Negative
Determination.

———— —— e ot 020 7 < s s

Ausivtunt  Adwdinigloealor
fur Latin Amnerica

6
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Attachment to Annex
Initial Environmental
Examination (IEL)

IMPACT IDENTIFICATION AND EVALUATION FORM

Impact Identification

Inpact Areas and Sub-areas

A, LAND USE

1.

Changing the character of the land through:

a, Increasing the population =m=—=em—ece—e-
b. Extracting natural resources—=—==——=mwo—~-
c. Land cleuaring ————— —_—

d, Changing soil praductivity capacity=---

Altering natural defenscs --
Forecloging important uses —===——cm—aeean—~—
Jeopardizing man or hiig works ~=-—-=—ec—wm—-—

Other faclors —==——eremmccccmcrccce i m e — e ———

B. WATER QUALITY

1.

2.

3.

4.

Physical state of water -—=----=—-m-—ecceme-

Chemical and biological states ~—-=m———maea-

Ecological balance ==~memmmmmccce e ———— :

Other factorsg ~==reo—ceecem~ —— —

and 1/
Evaluation

Zz2zZ=2=

|4

None

None

1/ Use the following symbols: N - No envirommental impact

L - Little envirommental impact
M -~ Moderate environmental impact
H - High environmental impact

U = Unknown enviromuental impact



IMPACT IDENTIFICATION AND EVALUATION FORM

Cc

ATHOSPHERIC

1. Air addtives

ANNEX I
Exhibit F
Page4 of 6

2, Air pollution

3. Noise pollution

4, Other factors

NATURAL RESOURCES

1, Diversion, altered use of water

2., Ixreversible, inefficicent conmudtments

3. Other fact.ors

CULTURRL

1., Altering plysical symbols

2. Dilution of cultural traditions

3, Other factors

SOCIOECONOMIC
1. Chanyges in economic/ecmployment patterns

2. Changes in population

3. Changes in cultural patteruns

4. Other factors
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Y. Examination of Nature, Scope and Magnitude of Environmental

Impacts:

a) Project Description:

This project will support the Ministry of Health efforts to
extend primary health care to the marginal urban areas and integrate
.fanily planning services into the health service system.

Project funds will ke used to provide training to health
professionals and workers, to purchase minimal equipment, materials
and basic medicines for health centers, to purchase mobile vans ror
public health community level programs and to develop lhealth data
collection and loyistics systems. There will also be a component
of technical assistance in several aspects of tyraining and management:
and for general project evaluation,

b) Identification and Evaluation of Envirommwntal Tupactg;

The project's possible envirvomaental effects huve Leen care-
fully reviewed following the order established in the Impact Identi-
fication and Evaluation l'oxr.

It has been concluded that the project will not have any
significant impact with reyard to changing the charuacter oxr use of
fhe land or couvsing irrevorsible or ineificient comwdtuents cf
natural resources. The project interventious will not adversely
affect Lho quildicy or ecolonical balance of *Se woler, nox Will
produce undesiraeble atwospieric dpacts, On the contrary, tney
will support comunity efforts to protect water sources. The
proiect's impacts on health and on cultural and socio-econowic
patterns will be very positive. In general, the wvroject will
improve the health of the people by providing preventive nealth
and family planning services specially focused on the health of
mothers and inrants. Community participation will be strenythened
and cleanliness and health car2 havits will be substantially
improved. The reductiun of mortality and disease rates will in
turn produce beneficial econowic eifects by reducing expenditures
on medicines and generally increasing the productivity.

II. Reconmendation for Environmenfal Actions:

Based on the careful review and assessiient of the possible
envirommental impacts, the project comnittee recoimends a
Threshold Decision for a Negative Detexrmination,
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Project Ticle & Number:

PROJCLT DESICN SUTDWRY

LOGLCAL, FRAMEKORK

Integrated Health/Family Planning

ANNEX 1T
EXHIBIT &

Life Projece:
From FY Bl to FY 84
Total U.S, Funding _$10,800,-00

Date Preparcd:

15/481

NARRATIVE SURARY

OBJECTIVELY VERIFIABLE INDICATORS

MEANS OF VLRIFICATION

TMPORTANT ASSUMPTIONS

Program or Sector Coal: The broader
objeccive to which this project contribuces
Healch and well-being of Peruvian poor
improved.

Measures of Goal Achievement:

Infant mortalicty reduced to 90 deaths per
1000 by 1990. ’
Maternal mortality rate reduced to 30 per
10,000 by 1990,

National health and contracep-
tive prevalence surveys.

!
H

Assumptions for achicving
gonl tarpets:

Government of Peru will con-
tinue suppott of health ser-
vices to rural and matgiaal
urban areas. Governaent of
Peru will centinue ro iople-
ment its family planning
proyram.

Project Furpose:

1. Basic primary health gervices in rar-
ginal urban areas strengthened and service
delivery capability of MO health centers
reintforced,

J. Fanmily planuing services expanded end
iategrated into the public and private
health sector and ratlonral popilaticn
policy formulation and research analysis
reinforced,

Conditions that will indicate purpose has
been achieved: Eud of projcet status,

1. 502 of marginal urban arca population will

have access to primary health and family
planning services.

2, Among vozen at risk, prevalence of effect-

ive contraceptive methods will double from
15% to 10X.

National heelth and contra-
ceptive prevalunce surveys,
Policy statements issued by
Natioual Population Council

Assumptions for achicving
purpose:

Conmunity participation comne
nents of existing heaith pro-
grams will continue to faster
community involvement ir
health activities. Peruvian
women will accept and u=e
effective family planning
methods.

Natienal Population Councril
takes the lead and plays an
active role in policy formu-
lation.

Out.puts:

1. Health centers fully equipped.

2. Use of community-level health and

fanily planning services by pueblo joven

¢velless increased.

3. Nunher of persons using effective fa-

zilv planning srthods increased,

4. Basic medicines provided.

5. Professinnals truined,

5. Paraprofessiorals trained.

7. Per3ont receiving family planning and

health information via community

““education and masy media,

Magnitude of Outputs:
1. 250
2. 1,000,000 each year

3. 700,C00
4. 800,000
5. 1,800
6., 2,0Uy

7. 7,000,000

End ~ of-project avaluation
report.

Ascunptions for achieving
outpurs:

Comnodities are ordered and
arrive in a timely nanner.

Invuts:
1. AlD
a. Equipment
b, Medicines
c. Traininy
d. Information/Fducation/Coermunication
v. Logistics System Suppurt
f. Supvrvision
g. Technical Assistaunce, Stulivs
h. Kescarch and Evaluation
i. Cantingeneies and Inflation
Sub=-Total
1. 6er
a. Equinmert and Maintenance
b, Mediciaes
c. Traininy
d. Information/Elucation/Comnuniration
c. Logistics and Administrative Support
f. Supervinion
k. Teehoica! Assistance
he Research and Bvaluation
Suh-Total

Implementation Target

I. LOAN GPART TOTAL
a. 825 285 1,110
b. 600 4,000 4,600
c. 480 660 1,140
d. 500 - 500
c. 395 85 Len
f. 700 - 700
Re - 470 640
h. - L 480
i. L300 Iy Lo
4,0uU0 6,900 10,500
11,
a. 710
b. 950
c. 5en
d. 200
. ann
. S0n
e 170
h. an

3,600

(Type & Quantitv) (USSOGO)

ATD disbursement records, GOP

records.

Assunptions for providing
inputs:
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ORGANIZATIONAL INFORMATI®

C.l Ministry of Health

C.2 Peruvian Institute of Social Security
C.3 National Population Council

C.4 ASPEFAM

C.5 National Institute of Statistics
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1979 Page 2 of 3
DEPARTMENTS TOTAL No.OF NUMBER OF INHABI'TANTS RATIO OF PHYSICIANS
PHYSICIANS PER PHYSICIAN 'PER 10,000 INHABIT.
Peru 10,246 (1) 1,687 5.9
Amazonas 19 15, 347 0.65
Ancash 178 4,962 2.00
Apurimac 21 15,984 0.62
Arequipa 526 1,320 7.58
Ayacucho 42 12,4577 0.79
Cajamarca 81 13,47¢ 0.74
Callao 312 1,354 7.38
Cuzco 149 5,662 1l.76
Huancavelica 24 15,434 0.64
Hudnuco 73 6,802 1.47
Ica 255 1,830 5.47%
Junin 19% 4,457 2.24
La Libertad 498 1,958 5.11
Lambayeque 272 2,532 3.95
Lima (Provincia) 216 1,530 L.53
Lima Metropolitanal 6,588 6Y3 14.42
Loreto . 131 5,01 1.99
Madre de Dios 5 5,025 1.98
Moquegua 68 1,473 6.79
Pasco 37 5,660 1.77
Piura 286 3,639 2.74
Puno 87 lu,21v 0.97
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DEPARTMENTS

TOTAL No. OF

NUMBER OF INHABITANTS

RATIO OF PHYSICIANS

PHYS1CIANS PER PHYSICIAN PER 10,000 INHABIT.
San Martin 45 0,440 1.55
Tacna 94 1, 345 7.44
Tumbes 43 2,23% 4.47
No Ubicados 861 | @ meee- _———

(*) Source:

Colegio Mé&dico del Perd

(1) Does not include 861 physicians whoss location is uunknown




ANNEX II
EXHIBIT C.2

Page 1 of 5
PERUVIAN SOCIAL SECURITY SYSTEM ORGANIZATIONAL CHART
Board of Directors | ------------ 1 Control Committee
President I
Advisory Committea
General Manager
Assistant Manager
General Inspector
Support Unit Technical Norms Unit
General General General Management of Management of Management of Management
Directorate Directorate Dicectorate Health care Pension Social of
of of Data of Beneficiary
Administration Processing Training Services Services Serxvices Accounts
N OPERATIONAL UNITS
|
I Regional Health
Reci | . X . Care Management . ]
egion Region Region Region (eight regions) Region Region

|

]

Health Care Facilities:
Hospitals and Clinics
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I.P.S.S. Health Care Service System

Level

I. National Hospital =800 + beds
-Specialization of Services
-Diagnosis and treatment
=Hospitalization and OQutpatient care
-Ancillary Services
~Preventive and Promotional
-Family Planning

1X. Central Hospital =400 + beds
-Less Specialized services
=Diagnosis and treatment
~Hogpitalization and Qutpatient care
=Ancillary Services
~Preventive and Promotional
-Wil. .ly Planning

III. Regional Hospital =150 + heds
~-Same as Central Hospital

IV. Zonal Hospital -8C + beds
-Only general specialities available
-Same as Central Hospital

v. Polyclinic -Qutpatient services
-Basic Ancillaxy services
-18 to 80 physicians
-All specialties available

VI. Medical Center ~Outpatient Services
-Minimal ancillary services
-1 to 2 physicians
~General Practitioner only
-Refarral

VII. Factory Post ~-First Aid
-Follow-up and referral
-1 Physician with agsistant

VIII. Sanitary Post -First Aid and simple medicine
~llurses Aid
-Referral
=-Rural Areas



Region
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INFRASTRUCTURE AND TERRITORIAL JURRISTICTION OF THE I.P.S.S.

Tergitorial
Jugxisdiction

Hosp.

Medical
Center

sani
Policlinic_m Post

tary Factory
Post

North

Tumbes

Piura

Lambayeque

Cajamarca '‘except Prov.
Cajabamba

Amazonas

Uchiza & Tocache
Loreto, only the Dist.
Yurimaguas § Balsa Pto.

San Martin, excep. thao Diut,

East

Loreto, except the Dist.
Yurimagﬁas & Balsa Pto.
Ucayali

Hudnuco, only the Dist.
Honoria & Pto. Inca

Mid North

Cajamarca, only Prov.
Cajabamba

La Libertad

Ancash

Lima

Lima
Callao

Central

Tocache § Uchiza
Hudnuco, except the Dist.
Honoria & Pto. Inca
Pasco

Junin

Castrovirreyna
Ayacucho, except Prov.
Lucanas § Parinacochas

san Martin, only the Dist,.

Huancavelica, except Prov.

Mid South

Castraovirreyna

Ica ‘

Ayacucho, only Prov.
Lucanas § Parinacochas
Arequipa, only the Dist.

Huancavelica, except Prov.

Acari, Bella Unibn & Lomas

South
East

Apurimac
Cuzco
Madre de Dios

South

uno
Mogquegua
Tacna.

Arequipa, except the Dist.
Acari, Bella Uni6n & Lomas

10 9

18

17

40 9l
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I.P.S.S. HUMAN RESOURCES
NORTH SOUTH
REGIONS LIMA & MID . & MID CENTRAL EAST SOUTH  qopar
LEVELS NORTH  SOUTH EAST
I PROFESSIONAL
l.Physician Directoxs 42 20 11 11 04 - 88 0.4¢
Physician Agsistant: 161y 455 293 116 19 29 2531 12,9¢
TQTAL PHYSICIANS 1661 475 304 127 23 29 2619 - 13.4¢
2.Dentists i 43 33 18 7 4 222 1.1
3.Nurses 1638 427 244 101 1 11 2422 12,3¢
4 .Nurse Mid-wives 255 38 22 6 - - 321 1,6
£.50cial Workers 78 23 11 7 3 - 122 0.6
6.Pharmacists 74 19 o8 09 0l - 111 0,5
7.Dieticians_ 117 3y 09 11 - - 173 0.8t
8.gsyggglgg;$g§_ 12 02 ol - - - 15 0.0t
9.Accountants a3 18 o]} 09 01 0l 70 0.3¢
10.Engineers 04 02 - - - - 06 0.0.
11.0thers 29 05 06 03 - - 43 0.2:
TOTAL PROFESSIONALS 4015 1091 646 391 36 45 6l24 31.3:
II TECHNICIANS
1.7edh.Laboratory 186 41 11 09 02 03 252 1.2¢
2 ,Tech.X~Ray 112 17 07 05 - 03 144 0.7
3.Tech.Rehabilitation 96 30 04 10 - - 140 0.7:
4.Tech.Statistics 17 06 04 03 - - 30 0,1!
5.Tech.Maintenance 160 75 70 38 04 11 358 l.8.
6.0thers 321 19 10 09 02 - 26l l.,8!
TOTAL TECHNICIANS 892 188 106 74 08 17 1285 6.5
III ASSISTANTS
1l.Nurses Aid 2469 775 3uy 141 16 57 3856 19.7
2.Laboratory Assistant 141 54 35 14 04 - 1 248 1.2
3.X-Ray Assistant 69 20 27 04 - - 120 0.6
4.Statistics Assistant 43 ul 06 02 0l - 59 0.3¢
5.Pharmacy Assistant 217 i 45 12 10 0l 347 1.7
6.Rehabilitation Assistant 47 oy 06 02 - - 64 0.3:.
7.0thers 1468 410 S 1yl 117 39 03 2228 11.4¢
TOTAL ASSISTANTS 4454 1337 708 292 70. 6l 6922 35.4
IV ADMINISTRATIVE SUPPORT
1 .Accounting 3a3 93 57 51 03 - 587 3.0
2 .Supplies 231 93 45 37 04 - 410 2.1
3.Personnel 175 38 20 il 01 - 265 1.3
4.0thars 1002 227 208 9l 16 14 1558 7.8
TOTAL ADMINISTRATIVE SUPPORT 4454 451 330 2}0 24 14 2820 14.4
V' PERSONNEL
Maintenance 1791 436 312 193 ‘a8 i8 2394 12 .2
ALL EMPLOYEES 12579 3503 2102 1060 146 155 19545 100

NOTE: The geographical division of IPSS into d regions is recent, therefore, there is
no separate irformation available for the 2 new regions that were added.



FLOW OF CONTRACEPTIVE SUPPLIES -- IPSS

GENERAL DIRECTORATE OF
TRAINING AND RESEARCH
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NATIONAL & CENTRAL

DIRECTORATEQF ADMINISTRATION

REGIONAL MANAGEMENT

HOSPITAL

REGIONAL HOSPITAL

OB/GYN DEPARTMENT

ZONAL HOSPITAL

OB/GYN

SERVICE

MEDICAL CENTER

OB/GYN

SERVICE

PHYSICIAN

POLYCLINIC

RESPONSIBLE

PHYSICIAN

SANITARY POST

RESPONSIBLE

PERSON

FACTORY 20ST

RESPONSIBLE

PERSON

RESPONSIBLE




ORGANIZATIONAL CHART - NATIONAL POPULATION COUNCIL

PRESIDENT OF
THE REPUBLIC

PRIME MINISTER

NATIONAL POPULATION
COUNCIL (President)

Ministry of
Health Repres.

Ministry of Econ.
F & C Repres,

Ministry of Edu-

cation Repres.

Ministry of
Labor Repres.

Ministry of Agri-
culture Repres.

Ministry of the
Interior Repres.

Ministry of
Housing Repres.

Peruvian Inst.of
Soc. Sec. Repres.

Joint Command of
Armed Forces Rep.

Peruvian Medical
College Repres.

National Planning
Inst. Repres.

Catholic Church
Representative

National Univ. of
Peru Reprasent.
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November 21, 1980 - "EL PERUANO"

YESTERDAY THE GOVERNMENT ESTABLISHED THE NATIONAL
POPULATION COUNCIL

Supreme Decree No. 049-80-PCM

The President of the Republic
Considering:

The Supreme Decree No0.244/64-DGS which is dated December 4, 1964
established the Center for Population and Development Studies. The principle
objectives of this center are to serve as coordinating agency to study and
investigate population growth, collect and disseminate all information related
to population and development, evaluate the population problems in the country
and study the requirements for feasibility of establishing a population
policy at the national level.

The Supreme Decree No.00625-76-SA dated August 31, 1976 provided
guidelines for the establishment of a Population Policy in order to focus the
population policy toward an integral view of the population problem and to
promote development and national security objectives. The policy will have
a multisectorial approach as the essential element for its'implementation.

Thus for this purpose, it is necessary to establish an organism
which provides both technical orientation,and coordinates and reviews all
actions to be developed at the national level in the field of population:

With the approval of the Council of Ministers, the President
decrees:

Article 1.~ The National Population Council is to be established as the
central and ruling organism to promote, coordinate and direct the population
activities to be carried out by the Public Sector agencies, as well as those
actions performed by individuals from the private sector, promoting and

executing to that end, research and studies on population in the country,
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disseminating the scientific findings and statistical information related to
population dynamics.

The National Population Council will be the official representative of
the Peruvian Government when dealing with foreign or international delegations
regarding population issues.

Article 2.- The National Population Council will report directly to the
President of the Council of Ministers and consist of a representative of the
President of the Republic who will preside over all meetings, and representatives
from the following Ministries and agencies:

Ministry of Health, whose representative will act as Vice-President

Ministry of Education

Ministry of Economy and Finance

Ministry of Agriculture and Food

Ministry of Labor

Ministry of Housing

The Joint Command of the Armed Forces

Ministry of Interior

Peruvian Institute of Social Security

National Planning Institute

Peruvian Medical College

Peruvian University

Peruvian Catholic Church

The President of the Council will be assigned by Supreme Resolution and
all other representatives will be named by Resolution of the appropriate
Ministry or by agreement of the Board of Directors. Their functions will be
ad~honorem for a period of two renewable vears.

Article 3.- The National Population Council will have an Executive Office
in order to provide administrative support and to coordinate the fulfillment

AF +ha rfAaincil Aiaenneition and aagreements.
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Article 4.- The National Population Council will be substituted
for the Center for Population and Development Studies in all agreements
contracts and commitments entered into of being negotiated.

Article 5.- Within a 90 day period from the establishment of the
Council, a by-laws proposal will be submitted to the President of the
Council of Ministers which will be approved by Supreme Resolution.

Article 6.- S.D. No. 244/64 dated December 4, 1964 creating the
Center for Population and Development Studies will be terminated. All
personnel, financial resources, materials, and goods will be transferred
to the National Population Council.

Article 7.~ This Supreme Decree will be signed by the President of

the Council of Ministers.
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ASPEFAM ORGANIZATIONAL CHART

ASSEMBLY

EXECUTLVE COUNCIL

Consulting Council

EXECUTIVE DIRECTOR

Advisory Committee

I

Secretary Auditor l

Medical Simplified Health Demographic and

Education Service Model Population _
Related Education




[nspector General

CRGANIZATIONAL CHART - NATIONAL INSTITUTE OF STATISTICS

OFFICE OF THE
DIRECTOR

Office

General Adminis-

tration Office

[ Training and Re-

= Sectoral Coordinat-

i L ing Committee |

—_—————— — — — -} Statisticrl Consult-
| ing Commictee

National Informatioi
Commission

Legal Assistance
Office

i search Office
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Technical Assist-
ance Office
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Census & Survey Demography Information Nat. Accoun Tntegration Soc. Tndicator
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MINISTRY OF HEALTH.

Type of Assistance

Fiscal Management

Management Information
System/Evaluation

Logistics and Inventory
Control

Training and Supervision

Family Planning Service
Delivery and Education

Total No.

of Months

36

18

33

28

28

FOREIGN ADVISORS#*

TECHNICAL ASSISTANCE PILAN

No. of Cost per
Months Month
6 $10, 000
6 $10,000
9 $10,000
$10,000
4 $10, 000
29 at $10,000

NATIONAL ADVISORS
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IPSS: jealth Planner (local technical assistance: 40 months at $1500/mo)

Semi~Autonomocus Organizations:

ASPEFAM: Local Technical Assistance (apprecximately 13 work mos. at $1500/mo.)

Mational Population Council:

TOTAL

* It is planned that one long~term foreign advisor will provide21 months of
assistance covering several of these areas under an institutidnal contract for

No. of Cost per Total

Months Month _Cost_
30 $1500 §105,000
12 $1500 $ 78,000
24 $1500 $125,000
24 $1500 $ 76,000
24 $1500 $ 76,000
114 at $1500 $460,000
$ 60,000

Short term local technical assistance, up to 4o mos. at $1500/mo. 60,000

all foreign and local technical assistance.-

Technical Advisor (8 mos. Foreign Advisors at $10,000/mo)

20,000

80, 000

$680, 000



COST BY RROJECT ELEMENT

I. Ministry of Health

A, Equipment and Vehicles *
1. Medical Equipment

a. Medical sets for health centers
(250 at $2,500 each)

b. Minor surgery kits, 250 for health
centers and 50 for hospitals
(300 at $200 each)

c. IUD kits for 250 health centers and
50 hospitals (300 at $120 each)

d. Mini-lap kits for hospitals
(50 at $300 each)

e. Minilap and vasectomy kits for
hospitals (50 at $400 each)

2. Education and Communication Equipment

a. Slide projectors for 250 health
centers (250 at $500 each)

b. Radio units for hospitals areas
(5 ats4,000)

3. Office Equipment.
a. Typewriters 3 at $1,000 each)
b. Calculators (25 at $200 each)
c. Card and file systems (20 at $350)
d. cher

4. Vehicles (8 at $12,500)

(*) Includes transportation costs.

ANNEX II
Exhibit E

Page 1 of

Loan Grant

$3,500,000 $4,535,000

$420, 000 $196, 000
$625,000
60,000

36,000

15,000

20,000

125,000
20,000
3,000
5,000
7,000
5,000
100,000
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B. Medicines and Contraceptives

1. Medicines (2,000,000 oral rehydration salts
envelops; 9,000,000 iron tablets, and
4,500,000 multivitamins)

2. Contraceptives (6,951,500 oral contraceptive
cycles; 9,712,500 condoms; 193,333 Lippes
Loops IUDs, and 60,200 Copper Ts IUDs)

Training

1. Integrated Maternal-Child Health and Family
Planning for nurses and midwives (10 five-
week courses at a cost of $8,000 each)

-30 participants per course
=330 total number trained

2. Integrated Maternal-Child Health and Family
Planning for health auxiliaries (30 two-week
courses at $3,000 each)

-20 participants per course
=600 total number trained

3. Integrated Maternal-Child Health and Family
Planning for Neighborhood yealth Advocates
(100 three-week courses at $2,000 each)

-20 participants per course
-2,000 total number trained

4. Epidemiology for Health Center Directors
(25 five-day courses at $1,600 each)
=20 participants per course
-500 total number trained

5. Mass Media Communications Course for Educators

(10 two~week courses at $3,000 each)
~-15 participants per course
-150 total number trained

6. Logistic/Management Course (10 two-week
courses at $2,000 each)
-15 participants per course
-150 total number trained

7. Management/Administration (20 three-week
courses at $3,000 each)
-1l5 participants per course
-300 total number trained

Loan

$ 600,000

Grant

$3,319,000

600,000

480,000

3,319,000

220,000

200,000

40,000

60,000

80,000

90,000

30,000

20,000



H.

8. Training in Supervision (20 two-week
courses at $3,000 each)
~15 participants per course
-300 total number tiained

9. Coordination Workshop (60 four-day
courses at $2,000 each)

-30 participants per course
-1800 total number trained

Logistic System/Administration Support
Information/Education/Communicafion
Supervision

Technical Assistance

Research

II. Social Security

A.

Equipment
1. Medical Equipment

a. JUD Kits for 18 hospitals and 63
health centers (100 at $120 each)

b. Mini-lap Kits for 18 hospitals
(40 at $300 each)

c. Mini-lap and Vasectomy Kits for 18
hospitals (40 at $400 each)

2. Education and Communication Equipment

a. Slide projectors for 18 hospitals
(20 at $500 each)

b. Film projectors for 18 hospitals
(20 at $1,000 each)
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Loan Grant
60,000
120,000
395,000 42,000
500,000
700,000
460,009
258,000
900,000
e
70,000
12,000
12,000
16,000
10,000
20,000
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B. Medicines and Contraceptives
1. Contraceptives (1,054,800 oral contraceptive 610,000
cycles; 1,160,000 condoms; 110,400 Lippes
Loops IUDs; 27,500 Coppex-Ts IUDs; other
methods for 25,100 users)
C. Training __160,000

1. Program Management Course for Regional
directors and national coordinator
(1 five-day course at a cost of $2,250 each) 2,250
-9 participants per course
-9 total number trained

2. Physician Refresher Course 1,250
(1 two-day course at a cost of $1,250 each)
-10 participants per course
=10 total number trained

3. Family Planning Trainer Course 12,000
(1 ten-day course at a cost of $12,000 each)
=24 participants per course
=24 total number trained

4, Family Planning Provider Course 79,500
(11 ten-day courses at a cost of $7,227 each)
-20 participants per course
=220 total number trained

5. Annual Population Policy Conference 9,000

6. Evaluation and Follow-up Supervision 16,000

7 . Pamphlets, posters, paper, printing

(in house) and distribution 25,000

8. Films and other audio-visual materials 15,000

D. Technical Assistance 60, 000

III. Semi-Autonomous Organizations 175,000
L. Equipment _—?CIEC-J-S

1. Medical Equipment

a. IUD Insertion kits (50 at $120 each) 6,000
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Loan Grant
2. Education/Communication Equipment
a. Slide Projector (2 at $SOO each) 1,000
b. Film Projector (2 at $1,000 each) 2,000
3. Other Equipment 1,000
B. Training 90,000
C. Logistics System/Administrative Support 10,000
D. Technical Assistance 60,000
ASPEFAM 260,000
A. Equipment 10,000
1. IUD Insertion kits (20 at $120 each) 2,400
2. Mini-lap kit (12 at $300 each) 3,600
3. Mini-lap/Vasectomy kit (10 at $400 each) 4,000
B. Training 130,000
(20 two-week courses at $6,500 each)
- 15 participants per course
- 300 total number trained
C. Administrative Support 20,000
D. Contraceptives (Pills & IUD's) 33,000
E. Research 47,000
F. Technical Assistance 20,000



Loan

AMTDEP

A. Training, Seminars, Materials

B. Research (Studies, publications)

INE

A. Training, Seminars, Materials

B. Research/Evaluation

National Population Council

A. Technical Assistance (us advisor, 8 mos. at $10,000/Mo. )

B. Research/Evaluation
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Grant

100,000
=]

60, 000
40,000

120,000

S e e et oese

65,000

55,000

100,000

80,000

20,000



II

III

VII

SUMMARY

MOH

I.P.S.S.

Semi-Autonomous Organizations
ASPEFAM

AMIDEP

INE

National Population Council
Sub~Total
Contingencies and Inflatiaqn

TOTAL

TOTAL

$ 8,035
900
175
260
100
120

100
9,690
_1,110

10,800
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EQUIPMENT LIST

Medical Equipment for Health Centers

Item

U.S. Purchase

Gynecological table
Examining stool (Taboret)
Foot stool

Utility stand

Gooseneck examining lamp
Scale physician adult metric
Mercurial Sphymomanometer
Stethoscope biﬁuricular
Fetoscope (Pinard)
Dressing jar

Emesia basin

Instrument tray w/c
Instrument tray

Medium size speculum
Large size speculum
Small size speculum
Sterilizer Instrument - Boiling type
Sound uterine

Forceps uterine tenaculum
Hammer reflex testing
Thermometers

Sub-Total (estimate cost)

Unit Price

238,50

66.50

25.90

105.00

35.80

l6l.15

70.00

6.65

35.00

25.50

6.50

25.92

8.73

9.15

10.80

8.70

800.00

9.10

19.00

15.70

0.50

ANNEX 1II

%ﬁgi?ﬁTo% 2
No. Cost
1 $'238.50
1 | 66.50
1l 25.90
1 105.00
1l 35.80
1 lel.1l5
1l ' 70.00
1 6.65
1 35.00
2 51.00
2 13.00
2 51.84
1 8.73
6 54.90
3 32.40
2 17.40
1l : 800.00
2 18.20
2 38.00
1 15.70
6 3.00

$ 1,850.00
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Examining table 1
InstrumenthkCabinet 1
Small desk 1
Slides 1
400.00
TOTAL (estimate cost) 2,250.00
>
Unit
GSA Contract Price No. Cost
II. Minor Surgery kit GS-00S-22006 $200.00 300 $60, 000
III. IUD Insertion kit GS~005~22006 120.00 470 56,400
IV. Minilap kit GS-005-22006 300.00 102 30, 600

V. Combined Minilap
and Vasectomy GS-005-22006 400.00 100 40,000



AID HEALTH AKND POPULATION SECTOR PROGRAM

Maternal Child

Health and Popu-

COMPLEMENTARY PROJECTS

Extension of

Rural Water Systems

ANNEX
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Integrated Family

lation-Health Integrated and Environmental
Implementation Level Region - Ica Primary Health Sanitation Planning/Health TOTALS

1. Eguipment 524,594 1'8G0,000 3*190,000 1°011,000 6'525,594
2. Transportation 220,000 283,000 100,000 502,000
3. Medicirnes 341,119 1'600,000 4'600,000* 6'541,119
4. Training 146,590 1'150,000 90,000 1'070,000 2'456,590
5. Supervisicn 161,136 720,000 43,000 700,000 .1'654,136
6. Technical Assistance/Studies/Evaluation 43,000 880,000 360,000 1+232,000 2'515,000
7. Information/Education/Communication 540,000 500,000 1'040,000
8. Logis;ics System/Support 133,000 478,000 611,000
9. Environmental Sanitation 240,000 240,000
10. Goods and Services 255,596 255,596
11. Salaries 297,965 600,000 897,965
Inflation and Contingencies 801,000 1,109,000 1'910,000
TOTALS: 1'800,000 7+150,000 5'500,000 10'800,000 25'250,000

* Includes contraceptives




Coordination of AID Health and
Population Assistance - MOH

I. Equipment

1. Medical equipment

a) Health Posts

b) Health Centers/Hospitals
c) Promoters

d) Traditional midwives

Education/communication equipment

Audiovisual /Regions/Areas
Audiovisual/Health Centers

3. Data processing and office
supplies

II, Transportation

1. Vvehicles
2. Bicycles
3. Mules
4. Small boats and wagons
III. Medicines
1. Medicines
2. Contraceptives
IV. Training
Courses for promoters
Courses for midwives
Courses for health auxiliaries
Continuing education courses
for promoters/traditional
midwives
Family planning courses
a. Service delivery (nurses/
nursemidwives/auxiliaries)
b. Mass media/communication
c. Management/administration/
logistics
Epidemiology for Health Center staff
7. Coordination workshops
(Central and Regional)

W N
. »

[}
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Extension of Integrated
Integrated Health/Family
Primary Health Planning Total

(In thousands of U.S. Dollars)

830 -

756
510
390
70

145

20

100
150
50
20

1,600 600

3,319

500 200
280
50
320

230

30

80

40

120



Coordination of AID Health and
Population Assistance - MOH
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Extension of Integrated
Integrated Health/Family
Primary Health Planning Total

(In thousands of U.S. Dollars)

v. Supervision
1. Medical 500
2. Nurse/auxiliaries 200
3. Community level 260
4, Health Post level 240
5. Health Centers level 150
6. Hospital area level 50
7. Regional level 20
VI. Technical Assistance/Studies
1. Technical Assistance 210 500
2. Studies/Research 670 258
VII. Inform/Educ/Communication
1. Mass media materials
slides & Pamphlets 130 250
2. Community education materials 280 200
3o Information system 130 50
VIII.Logistic System/Administrative Support
1. Warehouse & repairs 30
2. Transportation/services/per diem 150
3. Logistics services/administration 143
4. Maintenance of medical equipment
and vehicles 115
6910 8036
1)
IX. Environmental Sanitation 240
2
Total 7150 8036 )
1) Maintenance and repair of existing water and latrine systems.
For detailed budget of bilateral "Rural Water Systems and
Environmental Sanitation" ($5,500,000) see Annex.
2)  MOH only.
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The AID Population and Health Sector Program
1981
Type of Assistance
Institutions Funding Services Training & Policy & Sharing of
and Projects ** Mechanism Urban Rural Education Research Teigngl?gy
Ministry of Health
-Extension of Bilateral
Integrated Primary
Health X X X
-Rural Water Systems Bilateral
and Environmental
Sanitation X X X
Integrated Health/ Bilateral
Family Planning
MOH X X X X X
Social Security X X X X
INE ) X X
ASPEFAM X X X X X
AMIDEP X X
National Population
Council X X
Instituto Marcelino oPG X CBD* X
Pathfinder
I.P.
ALAFARPE OPG X CBD X X
Pathfinder
ADIFAM FPIA X CBD X
PALF
PALF FPIA X CBRD
Hospital Loayza FPIA X CBD X
JPIEGO
Majson Sante I.P. X X

*  Community Based Distribution

**  Other innovative private sector projects include:
~Marketing Women's Project (Pathfinder)
-Limoncarroc Cooperative (Pathfinder)

-Chimbote Project

(Pathfinder)

~-Cuzco CBD (Patnfinder)

-Drug Store Project (Pathfinder)

-Villareal (Pathfinder)
-chosica CBD (Pathfinder)

-carmen de la Legua CBD

(FPIA, USAID Special Project)
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SUMMARY OF SUR MEDIO PROJECT EVALUATION

In July 1979, a US$ 1.8 million Project was signed between the
Government of Peru and AID to develop MCH/Pop services in the Sur Medio
Region (Ica) over a period of three years. The basic objectives were to
deliver services through a network of some 100 health posts and up to
2000 promoters at the community level, and to develop logistics, information,
and educational support components.

The Project was originally funded out of AID/W, using Operations Research
Funds from the Populdion Office of the Develop. ant Support Bureau; managemenc
responsibility was divided between DS/POP and USAID/Lima. 1In 1980, the
Project was transferred to the USAID bilateral program, directly managed
by the Mission.

To date, some 21 months and $ 500,000 into Project implementation, the
Sur Medio MCH/family planning Project can only be qualified as a partial
success., In essence, all of the elements are present to put the entire
system into operation, but the administrative structure and leadership to
put all of the pieces together in a balanced, coherent package has been
missing.

A. Evaluation Methodology

Three principal elements went into the present evaluation. First,
a health management consultant, affiliated with APHA, was contracted to
conduct an in-depth management assessment of the Project; the consultant
spent a total of seven waeks in the Sur Medio region, examining management,
logistic support, supervision, service delivery, and personnel systems.
Second, following the management assessment, a team composed of two central-
level MOH professionals (a public health physician and nurse/supervisor
from the Directorate of Maternal/child Health and Population) and two USAID
officials visited the region in order to make an on-site inspection of
services being offered at a series of health centers and sanitary posts.
Eight such centers and posts were visited, without grior notice, in order
to assess the following: 1level and quantity ofpersonnel assigned to center
or post; equipment in use; average number of consultations per day; and,
availability of both health and family planning services. Finally, the
supplementary feeding prcgram, using PL 480 Title II commodities, was
assessed in terms of its effectivenass and project complementarity.

B. Executive Summary of Evaluation Results

1. Management

a. An overwhelming volume of norms fcr task and job description
has been developed, but the norms are overly ambitious and complicated. An
information system is only marginally functional due to the low quality of
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data and the delays in compilation.

b. No logistics or supervisory system exists at present.
The latter' is described in detail on paper and is in the beginning stages
of immplementation.

c. 2 series of manuals for promoter tiraining has been de-
veloped, and will be distributed soon. These materials are costly, but
well prepared, and may serve as a national model. To date, little effort
has been made to prepare materials for use by the sanitarians and promoters
at the community level, but the material in the manuals might be adapted
for that purpose.

d. Only 12 promoters have been trained, with 9 working as
paid full-time employees of cooperatives (thus not conforming to the
anticipated model). This is far below the target, but in the absence
of the support subsystams mentioned above, expansion should be further
delayed.

e. Until very recently, the Project was supposedly managed
at the area level by the area director with technical support from a
project coordinator. This arrangement was complicated by the existence
of the Primary Care Project with a separate coordinator. Neither coordinator
has any executive authority. The area directors, with the equivalent of
three full-time jobs, were unable to provide sufficient attention to any
of them, and consequently, pressure to effect necassary changes in the
peripheral services has been noticeably absent.

f. BArea 3 in the sierra has egsentially been cut off from
the Project since July 1980, when its administrative responsikility was
passed from Sur Medio to the Ayacucho Health Region for political reasons.
This was an administratively unsound decision, and efforts are underway to
return administration of the area to the sur Medio region.

2. Delivery of Services

a. Most MCH/family planning gervices are being offered through
the hospitals with a very graduzl shift toward the peripheral services.
Thus, the Project has had relatively little impact on the delivery of these
services to date, as the hospital services already existed for the most
part. On the other hand, services are being delivered from about 100 health
posts, 45 of which are new. The number of monthly consultations at this
level is very low, however, when compared to the number of professional and
para~-professional staff.

b. Family planning activities have gained increased acceptance,
although to date about 80% of acceptors have entered through one of the
hospitals. Materials have only recently been distributed to the health
post lewel, and a gradual expansion of the program to the more rural areas
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can be expected. In certain geographical areas, the advancement of services
has been curtailed by resistance from the Church.

¢. Congiderable training has been carried out, principally
for professional staff. Unfortunately, a large percentage of this staff
was contracted, and has left the Project subsequent to training, primarily
for higher pay and job security.

d. Equipment has been purchased and delivered to the 45 new
health posts, allowing them to provide basic MCH/family planning services.
The rationale behind equipment distxibution is shaky, however, and site
visits to the health posts and centers showed that much of the electrical
equipment cannot be used because of lack of day-time electricity, whereas
other posts with electricity lack the same equipment. Professional skills
available at the center or post do not appear to be a criteria for equip-
ment distribution.

e. Professional absenteeism at post and center levels was
high during on-site visits.

3. Supplementary Feeding Program

The supplementary feeding program as currently designed,
functions satisfactorily in the urban and semi-urban areas, but is primarily
a short-range food subsidy program with no real long-range benefits. Modi-
fications in terms orf utilization of rations to encourage broader develop-
ment activities are, however, possible and feasible.

C. Conclusions

The present Project seeks to minimize the types of problems which
have plagued sur Medio.

First, while the Sur Medio project can point to a number of successes
(above all, the expansion and delivexry of MCH and population services to
rural areas previously not served or insufficiently served by the GOP), it
is obvious that these successes occurred within the context of a management

vacuum, in isolation from other on~going primary health and maternal/child
programs in the country. The original strategy was faulty in that the

region was given financial resources that led to a great deal of autonomy
vis-ad-vis the Central-level MOH. Since the central MOH was not in a position
to monitor Project activities closely, and since the Sur Medio region had

the resources to contract its own personnel, carxy out its own research, and
guide its own training activities, there wasnever any effective central contr
over the Project. As a result of growing MOH concern over this point, which
was clearly confirmed by the evaluation, the Sur Medio Project will be brough
under the overall management of the central-level Ministry and funds re-pro-
grammed under the FY 8l Project Agreement Amendment to assist not only the
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Department of Ica, but at least one other region.

Sacond, the Sur Medio project points out very clearly the need to
concentrate attention on the development of management and logistics systems
early on in the implementation of health-related programs. Also critical
to program success is the development of an affective system of supervision
which is able to track on a regularly scheduled basis all operations under
health-related programs.

Third, the evaluation points out the danger of relying too greatly
on contract personnel. While this will be necessary to some extent, to
overcome the lack of full-time qualified personnel in peripheral areas,
the present -roject will avoid setting up a situation similar to that in
Ica, where contract and permanent MOH personnel come into active conflict.
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January-August, 1979: Some educational programs initiated in mass media,
inflammatory articles on family planning appear in

July, 1979

September, 1979

November, 1979

December, 1979

January 1980-
ongoing

May, 1980

August, 1980

October, 1980

press, Church opposition.

: Sur Medio MCH and Population agreement signed.

: Ministerial resolution prohibits family planning

services within the Ministry of Health.

Primary Health Project Agreement signed, but
contraceptive distribution is restricted within

Primary

Health Project.

N new resolution circulates permitting family planning
services for medical indication in cases of health

risk.

Conference for organization of Primary Health

Project with Ministry of Health (MOH)

Planning, program design and implementation of
. Primary

Election of Fernando Belaiinde Terry, Accidn

Popular.

serious development problem.

Health Project.

In his campaign, Belalinde cited the
alarming population growth as the country's most

: The Prime Minister/Minister of Economy and Finance,
Ulloa, in a speech to Congress outlined the three
fundamental goals of this government for the health
1. Reduction of infant mortality and
morbidity; 2. Protection of maternal child health;
3. Reorganization of hospital centers to achieve an
improved utilization of existing new infrastructure.

sector:

The Minister of Health in a speech commemorating the
Day of Peruvian Medicine repeated Minister Ulloa's

goals but stated that the population component will
foster a decrease in the exploding population growth

rate.

The Minister of External Affairs in a speech to a
national convention of physicians from the Popular
Action party expressed his concern for population

control.



November,

December,

January,

February,

1980

1980

1981

1981

: National Population Council established with direct

responsibility to the Office of the Prime Minister.

: The Minister of Health in a speech given to a "National

Seminar of Basic Integrated Service in the Urban Marginal
Areas" said that instruction would be offered to mothers
who voluntarily wished to control their fertility.

Integrated Health/Family Planning T'ID reviewed and
approved.

: The Minister of Health announces a national campaign

for voluntary birth control.



TABLE 1

COUNTRY DATA-~ PERU

POPULATION

DENSITY

AREA
’ 2
1285.2 K ,thousand 16.5 million (mid

1977)

13 per km2
54 per Xm? of arable land

Rate of Growth: 2.9 (from 1970 to 1977)

POPULATION CHARACTERISTICS(1,977)

HEALTH (1977)

Ccrude Birth Rate (per 1,000) 41.0 Population per physician 1760
crude Death Rate (per 1,000) 11.9 Population per hospital bea 500 3/
Infant Mortality (per 1,000) - 65.1
INCOME DISTRIBUTIOR (1971-1972) DISTRIBUTICY OF 1AND OWNERSHIP
% of national income, highest quintile 58.6 % owned by top 10% cf owners .o

’ lowest quintile 3.1 % owned by smallest 10% of owners ..
ACCESS TO PIPED WATER (1975) ACCESS TO ELECTRICITY (1972)
% of population - urban 72.0 % of population - urban )

- 34.9

- rural. 15.0 - rural J
NUTRITION 1974 EDUCATION (1976)
Calorie intake as ¥ of requirements 100.0 Adult literacy rate % 72.0
Per Capita protein intake 61.7 Primary School enrxollment % 111.0

SOURCE: From World Bank

GNP PER CAPITA IN 1977:

US$ 830

Peru: Long-Term Development
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City

Lima-Metropclitan Ar=za-
Arequipa
Trujillo
chidayo
Chimbote
Huancayo
Piura
Cuzco
Igquitos
Pucallpa
Tacna
Ica
Ryacucho
Hué&nuco

A. Total Population In cities

TABLE 2

MA JOR PERUVIAN CITIES BY SIZE OF FOPULATION, 1975,1978 & 1979

Estimated Mid-Year Population

(1975)

3,941,713
379,245
3C4,542
230,163
206,264
160,387
1£1,415
122,955
13€,163

72,386
€9, 388
€7,751
53,102
<9,544

with Estimated Pcculation fer

1979 in excess of 2{,000

B. Proporticr of Totzl
Peruvian Pocpulati:=n

represented by A. (I

Percent)

38.6

(1978)

4,536,131
440,896
363,274
267,126
247,866
182,130
172,540
158,762
158,077

83,561
£1,239
71,397
61,604
56,08¢

6,88¢€.688

40.9

(1979)

4,746,226
462,773
384,155
280,181
262,615
145,224
179,978
164,302
165,864

90,049
85,441
72,621
64,639
58,392

7,212,460

41.7

Average Annual Growth

in Percent 1975-79

S U UBULLWLLBLLO LY LD
. LI T B ]
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TAFLT 4

FRe £ TED RURAL POPUILATION BY GROUPS (12/9-n1)

R - § — S -

19709 1980 PR 1982 183
Total Population 51762.8 5'800.0 51830, 2 5'871.5 519057
infants
{less than one year)|285.2 (4. 95%) 270.13 (4. 60,7 |272.0 (4. 6h6T) 273, 1. (4. 66To) | 275.2 (4. (%)
[IChildren under
school age
(1 to 4 years old)  [856.6 (14.86%)] 879.0 (15. 167%)|877.8  (15.047)|876.9 (M4.94%) B75.6 (14.83%)
Students
(5 1o 14 years ki) |1662.2  (28.85%) | 1679.1 (28.95%) |1698.6 (29.10%)} 1716.3 (29.B%)| 175.5 (29. 38%)
Aduits
(15 © 64 years old)  |2717.9  (47.16%) | 2728.0 (47.03%) |2741.2 (46.98%] 27552 (46.R%)] 2767.5 (46.86)
Peop'e over 65 240.9 (4. 18%) 243.6  (4.20%) [246.6  (4.22%) |249.5  (4.25%)]| 251.9  (4.27%)
Fertile age warnen
(15 to 49 ymrs old) [1127.8  (19.57%) | 1131.1 (19.50%) |1136.4 (19.47%)|1142.2 (1%.4%) | 1147.2 (124%)
Pregrent wonen  {335.5 (5.82%) 317.9  (5.48%) [319.9  (5.48%) [321.9  (5.48%)1323.8  (5.487%)]

+ hased on birth rate with 15% increase
naling some pregnancies are not completed)

(ratis

XHINNY

¥ 3TqTUXE
II

8 3o v 8bed



AGE GROUPS

PERCENTAGE

Infants (1 year) 30.9
48.4
Children under school age
(1 to 4 years) 17.5 53.1
Students»(S to 14 years) 4.7 4.7
15 to 19 years 2.0
25.6 25.6
20 to &4 years 23.6
More than 65 years 21.3 21.3 21.3
TOTAL 100.0 100.0 100.0
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An Index of Conditjoning Factors in Health Condition

Rural and Urban Areas

Peru 1972
NATIONAL
INDEX RURAL URBAN AVERAGE
Number of Inhabitants 4.7 5.1 4.9
per house

Percentage of Houses

98.7 40.7 70.1
without water supply
Percentage of Houses

98.4 53.4 72.9
without sanitary systems
Perccntage of illitcratc

51.4 l2.5 27.5

people over 15 yecars old

CENSUS 1 9 7 2



Cause Number

Enteritis . 6,247
Pneumonia 2,584
Other causes of stillborn births 1,766
Symptoms of disease condition, not clearly i

defined 1,239
Congenital lesions/anomalies at birth 1,387
Anemias 482
Meningitis ' 390
Fractures, burns, etc, : 349
Measles ' 345
Tuberculosis . ‘ 141

SQURCE: Monthly Statistical Bulletins - Statistical Department
Ministry of Health (January to October 1977).

NOTE: Data for November and December, 1977 furnished by
Statistical 0ffice :

* Hospital only, does not include centers, posts or unreported
incidence.



TABLE §

Ten Primary Causes of Morbidity in Infants from 1 to 5 Years 0ld

According to Haspital Records - Peru 1977

Cuuse Number
Enteritis and other diaz."rheic conditions 2,829

Fractures, burns, adverse effects from

chemical substance and other traumatisms 2,414
Pneumonia, bronchitis and influenza _ 1,910
All other infectious and pgrasitical diseases 875
Anemias 753
Measles Gé3
Systems of diseases not clearly defined 663
Appendicitis, intestinal obstruction, hernias 343
Tuberculosis 332
Congenital anomalies 327

SOURCE: Statistical Department - Ministry of Health
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OTHER INTERNATIONAL DONORS IN THE HEALTH SECTOR
FINANCIAL AGENCY NAME OF PROJECT PLACE
A.I.D. School Feeding Program (PAE) PERU
AMAZONIC MEDICAL Yarinacocha Hospital PUCALPA
SOCIAL FOUNDATION
DENMARK Medical Care Extension ORDELORETO
EYE INTERNATIONAL Ophtalmological Training ORDESO
FOUNDATION
GERMAN FEDERAL Lupinos Project INS (NATIONAL HEALTH
REPUBLIC INSTITUTIONS)
GERMAN FEDERAL Applied Nutrition ORDEPUNO
REPUBLIC
HOLLAND Extension of Health Services ORDESO
Program
HOSPICE INTERNATIONAL Small Hospitals' Construction R.S.C. MEDIO
INTERNATIONAL FOSTER Protection and Medical Care R.S.C.CENTRO MEDIO
PLAN
INTERNATIONAL Development/Health Services R.S.C. ORIENTAL
PHYSICIAN in Central Huallaga
PAHO Special Health Projects PERU-Ongoing +
Chagas disease, environmental
health, vaccines, etc., more
than 100 projects; technical
assistance
POPULATION COUNCIL Project support for Health ASPEFAM
Professionals in Maternal
Health, Family Planning, and
Responsible Parenthood
Project Support for Informa-ica INFORMATICA
-Information System
SWEDISH ASSOCIATION Survey on Family Farticipation RSLM (Lima)
FOR DEVELOIMENT in Multiple Problems
TRAINING
SWISS EVANGELIC Voluntary Services

MISSION




FINANCIAL AGENCY

SWISS TECHNICAL
COOPERATION

TERRE DES HOMES

UNDP

UN FUNDS FOR DRUG
ABUSE CONTROL
UNEPA

UNICEF

WORLD BANK

WORLD FOOD PROGRAM

NAME OF PROJECT

Extension of Medical Services

Voluntary Services

Development and Extension
Health of Sexrvices Program

Epidemiology Studies on Drug
Abuse

Maternal-Child Health
Population

Development and Extension of
Health Services Programs

Construction of Health
facilities and Frimary Health
Services and Equipment

Food Assistance Program for
Mothers and Infants
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PLACE

ORDEPUNO

ORDEPUNO

ORDELORETO

PERU

PERU

ORDEPUNO

To be decided
(seven regions)

PERU





