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UNITeD STA'·E~, INT(P~;;'TI(_"jI,L DEV~_L'.)I··1.1F.NT COO~·Cr.~'\"-;ION AC:::NCY 

AGr::~Ir::Y FCR Ir~T:·:~"!J\TI""),,!,\I_ Dr.VELOP:-'~ENT 

PROJECT AUTHORIZATION 

Name of Country: Peru 

Name of Project: Integra ted Health/Family Planning 

Number of Project: 527-0230 

Number of Loan: S27-lJ-076 

1. Pursu9.nt to Section 104 of the Foreign Assistance Act of 19G1, as amended, 
hereby authorize the Integrated Health/Family Planning project for Peru (the "Co­
operating Country") involving planned obligations of not to exceed Four Million United 
States Dollars ($11,000,000) in loan funds ("Loan") and Six Million Eiv,ht Hundl'ed Thousand 
United States Dollars ($G~800,OOO) in grant funds ("Grant") over a five yel1r pedod from 
date of D.uthol'izution, subject to the availability of funds in accordance with the A.I.D. 
OYB/allotment process, to help in financing foreign exchange and l<X!al currency costs 
for the project. 

2. The project ("Project") consists of: (i) strengthening basic primary health services 
in marginal urban areas and reinforcing the service delivery capabilities of the health 
centers of the Peruvilm IVIinistry of Health and; (ii) exoanding- and integ-r'ating' family 
planning services in Peru into the public and private health sector ali.j !'8lnioI'cmg 
national population policy formulation and research analysis. 

3. The Project Agreement which may be negotiated and executed by the officer 
to whom such authority is delegated in accordance with A.I.D. regulations and Delco,:a­
tions of Authority, shall be Sl1~.iect to the following essential terms and covenants und 
major conditions together with such other terms and conditi~ns as A.I.D. may deem 
appropria teo 

a. Intol'C':it Rr:.te 2nd Terrns of Ref)n.\'mr~l1t 

The CooperatinG' Country shall repay the loan to A.I.D. in U.S. Dollars within 
twenty-five (25) ypars from the date of the first disbursement of the LOfl..l1, 
including a grace period of not to exceed ten (10) years. The Cooperating 
Count!'v sr.~ll Dn.V to :\.J.D. in U.S. DO]].'1r.s interest fr'om tl10 (l~t.~ 0:' first 
disbursement oi the Lo:m at the rate of (i) t',,;o per'cent C':.',) ~)cr' tdlr,U:11 dl!!'in~ 
the first ten (0) ye[H's~ and (ii) Cit'ce percent (30.,)) per tUll~l!in tl1'~l"::-:;'~8;', en 
the outstanding disbursed balru1ce of the Loan !lild on any due and unpaid interest 
accrued thereon. 

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

Goods and services~ except for ocer..n shippin<!" financed by A.I.D. under the 
Loan shD.lI h,'1'/c t!;;.:ir source ,1ncl ori,,;i:1 in the Cooperating Country OJ' in COUilt:-ic3 
included in A.J.D, Gec~rt"'..[)hic Ce:-je fin, except ns _\.I.D. mo.:! otherwise 2gree 
in writing. Ocean shippim finil!lced by A.J.D. tlncel' the Loan shnll, e:,,:ccDt as 
A.I.D, may otherwise n;:rrec in wl'iting, be finnnced only on rb:; vesseLs of the 
Cooperating Countr~· or of countries included in .... \.I.D. Gcog-rn[)hic Code U-H. 
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c. Source and Ori~in of Goods and Services (Grant) 

Goods and services, except for ocean shipping, financed by A.LD. under the 
Grnnt sh311 have their source tlnd origin in the Coopernting Country or the 
United States, except as A.I.D. may otherwise agree in writing. Occan shipping 
financed by A.I.D. under t Ile Grant shall, except as A.I.D. may othc:rwise agree 
in writing, be financed only on flag vessels of the United States. 

d. Condition Precedent to Init ial Disbursement (Loo.n and Grant) 

Prior to any disbursement, or the issuance of any commitment documents under 
the Project Agreement, the Cooperating Country shall, except as A.I.D. may 
otherwise agree in writing, furnish to A.I.D. in form and substance satisfactol'Y 
to A.I.D., evidence that an official Project Representative ha5 bean C]csi~no ted. 

e. Condition Precedent to DL'5bllr~ement for the Activit ies of nnv I~.,h­
menting Oriw.nizHUon Exccot tile :dinistrv of !Iealtll (Lo::m and Urunt) 

Prior to any disbursement, or the issuance of any commitmcnt documents under 
the Project Agreement to finance the activities of any Implementing Orrrfll1ization 
under the Proj.2c t, except the ;Viinistry of Hcalth, the Coopet'nting Country sholl, 
except as A.I.D. may otherwise agree in writing, furnish to A.LD. in fOL'm and 
substance satisfactory to A.I.D., the agreement between the Ministry of Healtl1 
and each Implementing Orga.'1ization which describes theil' mutual r~spcnsib ilitie.:; 
under the Project. 

f. Condition Precedent to Disbursement for Project Activities other than 
Initial Tectmica.l Assl.:;tqncc Activitic~l \Lcun ana Gl'Un t} , 

Prior to any disbursement, or the issuance of any commitment documents under 
the Proje~ t Agreement , to finance :my Projt;)~t nctivity other thr:n initi r.l teC'h:;ic '1 ! 
.os,'stane'" 'I, ,,, Coop"r •• ,' n" "'l'n~"' " ",-,j C" I"'" Im -l c ·""' ·' nti r.~ Ol'rcn ; ·' ''' ~·,on - ', ,11 ".., "' ! ~H "' .. "" ". 'U -'v •• ~ ... I h . ~ . 1' , •• 1 • • • I S " I . ~. '" , ::'1 ~' ••• 

except llS A. l.D. may oth c!, ':.'j~e aC;!'e~ in '.'.'!'iring, fUJ'nish to A.J.D. ::1 fo:'m nr.d 
substance satisfnc tory to ;\.1.0., !l11 Opera.tional PLm fat' Pnr;li1y Plnnniiig and 
Primary Health. Each Operational Pilln shull include a Staffing Plan, n Supervision 
Plan, a Technical Assistance Plan, a Procurement and Distribution Plan, ~ 
Financial Plnn, and n Trninin!! Plnn. The Ol)erationRI PJ.'2n of the ~linistrv or' 
Health mny be submitt8d in -po t'ts, by ll crllth [·cgions . Disbul'sement may be 
mo.(k~ for cct ivitics in U SD12c ific he:tltl1 l' cr;ion or fO!' u spec ific Implementing 
Organization once the Opc l'ntio:lal P1:1I1 for that region or for the particulat' 
Implementing Organization has been approved ~)y A.T.D. 

(g) Condition Precedent to Disbursement for Pro 'ect Activities for Calendar 
Ycar 198 3 and 1984 {Loon and Grant 

Prior to any dt:;bUl'3cment , or tile issuance of any com:nitm ~!1 t docu rnents 'lnCCi 

the Project .-\ ~ rC'('m e nt, for 1111Y Project activity ill Ca h~nrit.l!' Ycm' H~3 ~ f)i' 
Calel1cbr Year 19[; ·! 1 t'espcc tively! the Cooper£!. t ing' CCtlil ti' y ~lnd c,:ch 1m pI ?!1lcn ti n'1 
Ol'gnnization sl1all, cxct'pt as A.I.D. may otherwise agree in i'.'i'iU;l~· .. fu!'nish to 

• 
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A.I.D. in form and substance satisfactory to A.I.D., an Of)crational Plan for such 
year. Each Operational Plan shall inclue::? a Staffinr,- Plan, a SUDcrvision Plan, 
a Technical Assistnnce Plan, a Procurcment and DLstribution Plan, a Finnncial 
Plan, and a Training Plan. Operational P11:l1s shall reflect the rccommendations 
of the anroual 0vnlun.tions conducted undo!' the Pl'ojf.ct. The Operational Plan 
of the ~,Jini5try of iI(,,~1lth may be submittc-:.J in f)nrt::;, by health region. Disbursc­
ment may be mo1de for activities in a specific heulth l'egion 0[' for a specific 
Implementation Ol'::,):1i7.~ticn O:1ce th8 ODcr'1'_tion~1 Pl:JJ1 for that rc-sicn or fOl' 
the pnrticulat' Implementation Organization has been apPl'ovcd by A.I.D. 

h. Covenarlts 

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

Clearances: 

(1) Es~ablish a community distribution system for health and family 
planning services before the completion of Project activitics. 

(2) Not carry out any Project activities or lise Loan or Grant funds 
to support the performance of abortions as a method of family planning, 
motivate or coerce any iJcrson to practice abortions, perform involunt11'y 
sterilizations as a method of family planning or coerce or provide any 
financial incentive to any person to undergo sterilizations. 

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

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

(b) supervlslon by health personnel of the activities \vhich were 
funded unde-I' the Project; and 

(c) con tinuancc of thc incen tive P:'O:-;T:.1 m for hcnlth pe:'sollllel 
assignecl to ruml areas during the lifc ot' the Project. 

GC/LAC:BVeret: 

t ])[1te 

~ ~ iff1'd~ te ,- ~. ~'1 
LAC/Dn:~~Pllrker: .. " I d:l te - -'---
AM/L~,C:L.'X::..::r':: ;"~ (;;112 '-I' " 1 

LAC/DR::,II3I'~\',l1: (, '1 chtq, ( _~_ I 
AAA/PPC:C Paoliilo: -', -.dn t~ ,- " 
GC:JRBolton: -~J'l';~)1) elet te ~. 1-7/-; I 
tAC/S;\:\:l:l!C",:\j~ I r- date 
GC/LAC:Dlt\'dams:c]~g:(l!2/81:x"2~1S3 
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PART 1. PROJECT SUMt1ARY AND' RECOHr.1ENDATIONS 

A. Face Sheet (Attached) 

B. Peco~endaticns 

1tll~®Iil®~~il.!l'Al~® ~1il®1tll1lJ~~'ii' 
ill\I'Jill~l!.lMfillill ®IDIJlW 

It is r ecommended that a loan of $4,000,000 and .:1 grant of 
$6 , 800 ,000 be authorized to the Government of Peru to assist in the 
development of the project for Integrated Heal t h/Family Planning with 
disbursement over a four and one-half year period, beginning in FY 81 
~ld terminating in FY 86. 

C. Summary Project Backgrounu 

In recent years, Peru I 5 most serious health problems"-extremely 
.ligh rates of infant, child, and maternal mortality- -have been exacerbated 
by an unstable economy, ra9id 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 ~nough to keep pace 
with the rapid population growth that is occurring nationwide and espp. ­
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 creation. 

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 f~cilities in Peru 
currently offer routine integrated health and family planning services, 
and even fe'der of these focus or. the ccmmunity level using paraprofes­
sionals. 

I,roile seme ~c ru'lia:: offici als have long exp ressed thei~ con ­
,:ern for the :;'.l.bl :" c ,!·· _l:: ;' :' .. : ,',1 :n::'; :: ~phic consequences of Peru',3 rapid 
!?opulation gro\'J~j;. r ::.i.:lct.a"1. c:': ':0 take any concrete action reflected the 
belief that Peru posse ssed large areas of fertile . unsettled lands in the 
Amazon watershed and ~hat the sett l ement of these lands and general eco­
nomic and social development would eventually resolve the popUlation prob­
lem. Thi s V i~' .. 1 ?::" ':'~;;'1 in t'.t ed t.:ntil 1976 , ',:hen the GOP, recognizing the 
Fop'Jlatio~ i.n··:::blr;;r.\ .1.! .11 !:'<=v~l",;ing its previous policy o f non-invol vement in 
demog :: alJh~c r.\att:e!:'s , e stabl:l 5h'2a population :?olicy guidelines as pClrt of 
a. nati ona.l develo~:.men t plan . 

Hhen 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 t-tinister of Health. 
Through the proposed Project. AID is responding to this high- level cc~it­
men t to imp lement a naticO'.'Jide family planning program , .... ithin the f!'o2f:':e',:ork 
of the national primary health system and, at the same time . to e xpand its 
ongoing primarj health project to include selected urban areas . 

http:h.--i.th
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D. Sununary 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 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 deliver] systems. The Project com- . 
plements the Hission sector strategy which, as stated in the FY 1983 
CDSS, is to support the expansion of government services using low-cost 
models for the deliverj of health and fa~ily planning as well as other 
social services. ~vith this Project, the Hission '.vill strengthen the 
overall health sector system--datd collection 2nd 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 AID-financed rural Primary Health Project, the proposed Project 
will support a community-based health service delivery system 
in pueblos jovenesiri three cities (Lima, c..1U.rnbote, and Arequipa), ad­
ministered by promoters and traditional midwives. The Project will 
demonstrate the feasibility and cost-effectiveness of providing pre­
~entive 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 huild upon and complement the ongoing private sector act iv-
i ties, supported by AID central funds and other donors. In addition, the 
Project will provide technical assistance and financial res?urces to help 
to strengl:.hen t:'e institutional capacity of the HOH to implement its 
health and population programs effectively; it will support both public 
2.!1d pri·,ate research activities in an effort to coordi.:1ate data collec­
J-.:'~n a.'1,i 3..r..2.l~·.si3 for ?olic:! forrrn.:.lJ.-:.i(:n at the :1aticnal le~_rel. 

E. SUI':'.:nar! Proj ect Description 

The proposed four and one-half year Project, Integrated Health/ 
Family Planning, will cost an estimated $14,400,000. AID will nrovide 
SlO,800,:JOO--3~,JOO,OCC in health loan funds and S6,800,000 in popUlation 
grant funds; :he GOP will contribute S3,600,000 in count2~art funds. The 
goal of the Project is to assist the GOP to improve the he2.1t~ a!1d ',oIe11-
ceing of the Peruvian poor. The purpose of t.he Project i.s t·...:o-fold: 
1) to strengt~en basic primarj health serlices in marginal urban areas and 
reinforce the service delivery capabili ,-y of :10H health cenl:.ers, and 2) to 
expand and integrate family planning sLrvicGs into the public and private 
health sector and reinforce national pcpula::ion poli::i' :::o:r:7\ula ... ion and 
research analysis. 
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At the end of the Project . the following conditions will indicate 
that the Project purpose has been achieved : 

1. The C·10H will be operating an integrated health/family planning 
delivery system in both rural and marginal urban areas, providing basic health 
care as well as £a~ily planning services t o a large segment of the Peruvian 
population, including approximately 50% of the marginal urban population in 
the target areas. 

2 . Both public ~,d private institutions will have increasec their 
capacity to i?rovide family planning :services so that the prevalence of ef=ect­
ive cC'ntraceptive methods will double from 15\ to 30\ among ' .... omen at risk. 
Natior.al population policy fel'mulation 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 (M~HP) of the ~inistry of Health. This unit is 
also currently responsible for implem~nting till::: Iolission I s "Extension of 
Primary Health Care" Project. 9uilding upon the e~:!?erience gained uncer that 
project, the proposed Project will expand and reinforce urhan primary health 
services and will support a natiomlide family planning effc:.rt . As in the 
previous Project, both activities will be i mplemented through a decentralized, 
tiered referral system, beg i nning ~·li th a cOr.'_'llunity - based health promoter and 
leading to regional hospitals . The Project \-li11 finance US and local tech­
nical assistance, in-country training, supervision, and evaluation to i nsure 
that the different levels of the delivery sj'stem are equipped to provide 
the requirp.d services . 

The Project · .... ill focus on two activities : 1) the stre:agthening of 
urban primary health service delivery and reinforcement of health centers , 
and 2) the integ:ration and expansion of fa .. :lily planning services . 

1. StrenlJ th~!ling of L'!.-ba.n ?rimar',' Health Se rvice Delivery and 
Reinforcement of Health Cen~crs 
Health - focus ed ilcti.';ides ir. ':- ! 'jd~ the strengthen ing of primary 

:,e alth ;;o r"'i-=r:-s i:,. 3r.'!' .::ct lori. 7:'_ ~: !. "!l:~" _' ~",:::; '.:::: :: he :,~ inforcer.te ."\t of e:·::. s ~­

ing healt.h ccnter3 , l\:?pro:·::':;1:~': ( . .!.:· "'')0 r l.:!.·..,l hea l'::: cente!:'s and 50 urban health 
ce nters 'dill ::ec c i'le ~qtiip~.1~n :. :..;..:; r.-as io: i:r:mdr y :'lCollth . In addi tion, the 
Project will finance training fo.r !,roi..:ssional .::Inc paraprofe s:: sionals in public 
health and mil~agement; provision of basic medicines; supp.rvision and logistics 
management; and the training of urban health promoters ~"ho will distribute 
cas ie iletll c:l ~::;q~pl :' Q:::; u· .. " re : _~' , . d ... nt:3 r:o ;1eal.~h ce nt-e rs or nos!Jl.tals " .. hen 
:urther medical at.t~ !~ "'i"n is nc~r:,;;.d . 

2, Inte r: ,:.:!tL):"\ and Expc1.nsion of. Famil'l Planning Services 
Til,,; o'~:'ulat ion a.ctivities of t.he Proj '~ct '."i ll promote the e ffort 

to institutionali::e f.amily pla :1ning by ~ 1 L'oviding contraceptive services within 
the public health structure, ~ncluding fami ly pl?~ning equipment for the health 
centers mentioned abo'/e as '-'lell a.s 50 hospital!> and a l)hased-in program of 
community- level delivery by paraprofessional promoters . The Projec t will 
provide famil~' planning info~ation and cciuc.Jtion throur,:h com.':luni ty-based 
activities well as mass media promotion . It \"ill also support the expansion 
of private sector family planning progr<lms and \"i ll stimulate and coordinate 
national popula~;ion policy and research anal?sis, 

http:Natioi.al
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F. Summary Financial Plan 

The total cost of the Project is estimated to be 514,400,000. 
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 -.:om­
ponent of the Project, including equipment, vehicles, medicines, train­
ing, administrative SUPPOLt, informat.ion and education, and supervision. 
Grant funds ($6,800,000) ',.;ill finance the [,opulation compone;nt of t11'2 
Project, incl'..lding contraceptives, technical assistance, training, re­
search ilnd 8valuat.ion, ,,,c.iuipment, and administrative support. T~I\~ GOP 
',d.ll provid,.: $3,600, ",)0, or 25'0 of total Project costs, for ;rll~ .:i ci:103, 
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. Equipme:1 t , Vehicles and 1,110 825 285 710 1,820 
r·l.:l.intenanc:e 

II. ~·Ied ic ines & Contracel2tives 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 

·v·I. Sl..:~:2r":j.~ .: ;_ .... :n 700 700 500 1,200 

VII. Techni.-:c> 1 AssiC'tance & 680 680 170 850 
m 
~:.._...:.~~ c::-: 

'i::::'i.~ . ~~..e ~t~ d _. _: . . " L': ',. 'lilcion 480 48D 90 570 --- ---
.~u;..;- Ioc, • .i : 9,690 3,500 6,190 3,600 13 ,290 

IX. Contingencies & Inflation 1,110 500 610 1,110 
(,\ 'T'-, r 2ge = l2?; ) 

.·L:l.L: 10,800 4,000 G,3Q0 3,600 14, 'to':) 

75 93 2Sr',j 100% 

ProJ'ccted Grant obliG<.~-\..l'O.·,S by fl',gcal ' ~ .~ ~ !0ar arc ~s :01low~: 

FY 81: $1,593,000 
FY n, 

0.:-: $':::,307,000 
~" 1: 1 ~) : S l, S')(), ')00 
FY o~: Sl,4lJU,:)()0 

TOTAL: $6,800,000 
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G. S~~~ary Finding3 

The Project De'felopfi'.ent Committee has concluded that the 
P!:"oject is ad:ninistrilti vel!', tecl.nically, and economically feasibJ e 
and consistent with the deve lopment obje cti ves of the GOP and those 
objecti ves set forth in lISAID I s CDSS docur..ent. These Project analyses 
are found in Section IV of the Project Puper. 

H. US.n.ID/Poru PcG~ 0Cl:: r:-ccvo lo!:Crnent Cor.;ni tt·?e 

1. USAID Staff 

George Wachtenheim 
Mary Likar 
Edward Kadunc 
Cesar Espino 
Janet Ballantyne 

He lene !<aufman 
Michae 1 Rogal 
Danilo Cruz-DePaula 
steve I'lhi tman 
Gloria Nichtawitz 
Ellen Alderman 
John Holley 

2. TDY Assistance 

Maura Brackett 

Capital Development 
Capital Development 
Capital Development 
Capi tal De 'I,::: lopIT'.ent 
Healt:1, Ecucation c~d 

Uutr:'tion 
r.::unil~' Health Office 
Assistant Controller 
Program 
Regional Legal Advisor 
Consultant 
Consultant 
Consultant 

AID/Washington 

[tJ]U@OO®~~[rDJ~fID ~fJJ®~ m~~lf 
~\\ijR\rlD,@G)IL~ @@!Y'( 
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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 '::~oss the country from north to south, separating it 
into three distinct regions ' . ."hich differ from each other in flora, fauna, 
clima te, and socio-cul tural characteristics. The coastal region repre­
sents 11 % of the total area, with approximately 46 9.; of the population. 
The mountain and jungle regions represent 27% and 62% of the area and 44% 
and 10% of the population, respectively. 

Peru IS d:crr.ographic growth shows increasing urbanization ... ,ith a 
tendency for the ~.opulation to concentrate in the Lima metropolitan area 
and a few other urban areas. From 1961 to 1972, the average urban growth 
rate was 5.6% a year while nationwide the grmvth 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 4rj-53"o. Since that time, urban growth--particular­
ly the growth of (In G'lter 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 \."ith the significant urban 
migration. 

B. Current Status of Primary Health Care and Family Planning 

H,~al t~1 ~~r()blems ~.1 Peru haVe! b.::(:n e:wcerbated in recent years by 
rapid population growth .:.lI~d a national economy in crisis, characterized by 
declining GOP (!r':"::+:!1 ro+:···.·. a c:l":'')nic fiscal deficit, acceh'Lating rates 

: "r : .. :~ ~ 1 ~.~'::'-''''''':. ~l::."",:;'~ r .. 1ctors :)~_,~.~ r:121 t1istribu-
. .:: )Jl~i)_ l.r:: i11~al:::il resources have n~!,;ulted in a 

i:ealth ::::...,l.'.y' ...... "'-'" <:.c,!n ::'.::: L; >~:.;:1-r.:C:;,: .)!1'.1 inaccc:'isible to tlw ::1ujori1:,/ 
of the POpuLltion. Thu:;, mortality ra tes have continued at high levels: 
the infant mortality is 120 deaths per 1,000; apIJroximately one-half of 
all deaths in pr.:ru occur among children under five years of age; anC: mater'-

- ~. .- - ~ ; .. • I 

~:"c:'::'"'!',)l ',:;,·tlL.:: r,f ;i,',-. ,lrr~ Lnf'')cti,)'1:c; ",nct !<lr3:;itic cli:~ea::;C's, ',.;hieh can 
;": ,:.:::,t'..:·,::· .•. " "lc:::i:: .. ,:· ,:.:J ,:111<1 ir.1L~l.·()·:·.>l l!nvironmt~nt,),l s.:lnit.J.tion; gLlstro­

i;,': <;:i.nal :lIl-:.! l.··:·.3Ejirzl::: ,:'.: disc:!:)sl!S ,:11:'::: the major causes of illness and 
('.~ai:.:l in the: entire [l<:': ·:~:1cion. 

Faced with these serious health problems, the GOP has been unable 
to expand gO"Jcrnment heul th services quickly ·~nough to keep pace \·,i t.h the 
rapid pop~la:ion growt.h th~t is occurring n.J.tionwidc o.nJ cspcciall~ in the 
cities. Eot;~ chis ~xJ~'\llation growth ,).",1 the alClrminCj ri1tc~3 of r.1iC:::'-.:lcion 
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to urban cente rs 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 . !·bst of the serv­
ices provided in t he pueblos ~venes are curative hospital services, such 
as emergency , rnaterni ty, and out-pati~nt care . \.,.hich in addition to being 
costly, reach only a fraction of the population . Littl e o r no preventive 
care is normally available at the community l eve l in pueblos j ovenes or 
rural areas. 

Both public and private sector efforts to mee t 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 popula~ion; 
in practice, the staffing levels, equipment , and supplies for these faci l ­
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 prev~ntive 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\ a r e 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 fac ilities 
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 pr imary health program, which emphasizes 
health del~very through health posts, community agents, and t radition~l 
midwives; this support, h o',~'ever , is designed to fJ rovide ass i:st:ance t o rurul 
communities while marginal urban a reas r emain largely unattended. 

The p~ovision o f famil y planning s,~:!::'vices hilS :1 1 ::0 been in;:..:'e ­
quate throughout: the co:.t."ltry, B~C'ause a higil -l~w;l commict;!t" !lt was l.:.: ck­
ing in the 9ast, the pr ovi s ion of famil y planning s r~rviC' ~_, s !l~ S been 590 -

radic. opposition by the Catholic Church a nd past gove rnments , as 'Nell 
as criticism in t he press, has impeded the implementation of a compre­
hensive population policy coordinating public and private efforts nation­
,;,:'ce. P:ri<.':lte <l.c -.: i viti l.< '3 , :ho~gh gC'~: ~r:::. ! li' :'': : ::::-2:> :'.11 :;:: . 3::u':11 3c:l l -.: , 
have had limited im!?act. 'The only ..:!1H.: i t.y in ?<:- ru ' .. lith r.:he manda t.e ~ ncl 

the potential car.acity tQ ~1e t;clop and i :'.91<2;;"...;n :: .l :.,J.tion' .. li dl; POPUlilt.ion 
poi i cy is tJ:e I-IOH , HO\"e'.'0r. due to l.:ile lad~ of commitment: to family 
planning and t he l ow prio L"ity tradi ticnul l:: acco rded health care, t:he f,lOH 

has not received adequate t echnical . financbl and adr:dnistrat ivc 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 resea rch <lnd data collection has con ­
tributed to the inability of the GOP to implement its population policy . 

http:commfitm.nt
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Baseline data on fertility , migration, health, and demographic trends are 
needed to implement, as well as to evaluate, the effectiveness at the 
GOP ' s health and population programs. At present, the National Institute 
of Statistics (INE) is responsible for data collectio n and analysis, and 
does in fact carry out these functions, but generally not in r esponse to 
speci:ic needs enunciated by policy-making entities. Thus, while INE's 
technical competence is excellent, the data \vhich it generates are not 
al\o/ays useful for the purposes of policy - making. In addition, a number 
of private organizations and internationa l age ncie s carry out r esearch 
and data co llection , but gaps in information often result because research 
efforts are not coordinated. 

~~hlle some Peruvian official s had long expressed their concern 
for the public health and dell".ogl-aphic consequences of Per.u I s rapid popula­
tion growth , reluctance to take any concrete accion r eflected the belief 
that Peru possessed la:!::"ge areas of flOortile, Wlsettled l ands in t he Amazon 
watershed and that the settlement ot" these lands and general economic and 
social development woul d eventually r esol ve the population problem. This 
s tance was taken by the Peruvian government at the 1974 World Population 
Conference. In fact, the fi~st phase of the military government (1968-74) 
adopte d a deci dedly pro-natalist position on family planning. In August 
1976 , however , the GOP, officially recognizing the population problem and 
reversing the previous policy of non- invo lvement 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 e ach coupl e, the reduction of mor­
bidity and mortality leve l s, ~~d an improved geographi ca l distribution of 
the population. (See Annex II Ex.hibit J for chronology of populat ion 
pol icy changes.) 

'7h.;r~ -_-la." no ':Ol~ ~ : ,: . co:r.r.,;, -: :It ::O i ::t!? l~mF.!nting th i s policy, 
ho-,:ever, until the pr'!!:; ';: i~t ~· :-. ·: :o rnt.l'3li1.:. :.asur:lcd DO\.Jer in July 1980 _ S;lortly 
thereafter , in a televi sed sr '; ':=l,;h ouclining c.he developmant program and 
priorities of the ne' .... government , Prime Ninister l-1clOuel Ulloa cited, for 
the first time , the GOP ' s decision to provide voluntary methods of fertil ­
ity control as part of a natiom.Jide maternal - child health program. This 
speech "1as s uDs..:oc!, o..':i :.l'J f011t"'~d by .:' c4d resses by t l~e J.linis t e r of Health 
uS \'.'ell a.s o i:!i~ r _ ·.l 'jh- l '~ \"~ ! officia.ls. rc -cmphasizing the GOP ' s ne' .... com­
mitmem: to f :l.':li ly r !.anning _ The gov~ rni.!en t has thus recognized that a 
decline in fe rti!':' ty can:1.ot I::e achie v'!! c \.Ji t hout a specific nationwide pro­
gram which includes f ar:tily educat ion and the avai l ability 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 upda ted population 
policy stat ement. (For the full t ext, see AnnexlII r:xhibit B. ) The AID 
1>li ss i on now has a unique opportunicy to fortify this GOP commitmen t by re ­
sponding to its request f o r assis tance to imp l ement its popUl ation policy. 

http:subseoq,.nt
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C. Project Strategy 

The AID-supported health and population program in Peru is ~eing 
implemented in stages in response to GOP priorities in t he deve' lment of 
one comprehensive s~ctor 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 ' 5 initiative to strengthen primarl' health care in 
marginal urban areas , and to integrate family planning into the public and 
private health delivery systems. 

Although initially contemplated fo r incl usion in the Mission's 
Primary Health pr oject , f~ily planning activities could not form part of 
that project , due to the hesitancy of the fonner government to implement 
a nationwide family planning program. Noreover , the previous government 
emphasized the development of rural primary health infrastructure over that 
o f marginal urban areas . Therefore, the emphasis of this new bilateral 
health and population loan/grant Project will be to respond to the ~riori­

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 margina l 
urban areas . 

The three fundamental GOP goals for improving the health status 
of Peruvians are to reduce infant morbidity and mortality , protect maternal 
and chil d heal th, and reinforce the existing heal t h infra::;tructure . The 
AID sector program focuses on overcoming the fiscal, technical , adminis ­
trative, and managerial constraints · .... hich have prevented these goals from 
being achieved in the past. 

Thus , the Nission is supporting three important activities. The 
first is primary health care, induding the eX1:ension of basic :-.~alth 

sen'ices, r elyi ng largely up:m p,J,ra~roO£essionu2. I,' a !:};::;;,:; , ~l!lC €:r..z.:~.;.,s':'::i.. '1 
p:!'e 'lcntive rathe r than curative care. These services are J:::e i ng c ir!;c'; ::::' 
pri::,~rily t o'.'!ard the maternal and chi! d popUlation. Suconc is t h,,;, c:.n ­
struction of potable water systems in rural commWlities , along \'lith the 
provision of sanitary education and latrines. Third is the implementation 
of the GOP population policy . 

RCS: londina to the underutil iz::ltion anci!'? !.' lack of i::lsi c pre vm! ­
t ive health servic(;:s in pueblos jovencs and building Qn til .. '::\p~~dence o f 
the ruz::al Primary Health Project (Extension of Ir. t~gratcd Primary Health), 
to!:! Pr.oj ect ·..till support a commWl ity-bas~d heal th st;:!t' ..... i ce s.? t''lice delivery 
system in pueblos jovenes administered by promoters and traditional mid­
wives. The Project will demonstrate the feasibility and cost effective ­
ness of providing p reventive health care a t this l evel i n contrast to 
hospital-based curative services, Project activiti~s unde r this component 
'.-Jill include community education and self- help ~cti ';ities , such a s basic 
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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 natiom-lide, 
the proposed project is designed t~ 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 heal.th and population programs effectively; it 
will support both public and private research activities in an effort to 
coordinate data collection and analysis for policy fomulation at the 
national level. 

D. USAID Assistance Strategy 

1. Relationship to Hission COSS Strategy 

The FY 1983 COSS emphasizes the need for AID, in cooperation 
with other donors, to fill the gap between Peru's conunitment to the poor 
~ld its still -weak fiscal position. The CDSS assistance strategy includes 
emphasis on social p r ogr ams, concentrated in the sierra , and on urban basic 
human needs . Specificall, with regard to social programs , the USAID goal 
is to support the expansion of government s e r vice s us ing low- cost models 
for the delivery of health, f~~ily planning, e ducatior. , and nutrition serv­
ices to rura l inhabitants of the nation's poorest sierra communities. In 
respons~ to the se 'Jere problem of urban 90':e !:'ty in r _' ru , the rHssion stra­
t'2gy i s ':0 !?rovid~ bas i c :;o~i:ll ;;e:.-vi,:-, : 1 ~ .:1£ r :\ .. ::'!ct.u:; _, : ood ass i s t­
ance, and ?rograms t hat fost e r a !,,J ': t~ rr. 0: bal a::c~r1 ur ba!""J - rl.: ral gro\'lth. 
By expanding coverage of the ongoing ? :-:'::;a .:~· Hcal:h Pro j ec: and incegroting 
family planning services into the health deliver} system through the pro­
posed Integrated Family Planning/Health Project, the Hission is assuring 
that basic health care is made available to the marginal urban population 
and t ha t the: sedam; _' l."Ol:.lcm ot ~'.li- iu F~lp'"!1 _1 t:ion r; -:o\·rth is addr·~ssed . 

2. Relat ionship 1:0 I.u t"r ent ;.\i55 ion Proqr ;::tms 

The A:LD health sector program inclu d(: . ."s two major projects 
which address health sector n-=eds. "Extension of Inte grated Primary Health" 
($7,150,000) focuses on the deve lopment of a health de livery system using 
health paraprofessionals at the community level and includes the complemen­
tary support activities of tra ining , s upervision, community education, and 
infonnation s:Js tem required t.o instit.utionalize this new public r.1.' ,:.lth 
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model. The Proj ect provides loan and grant support for a natiomolide rural 
primary health program, including health post equipment, training for com­
munity agents and traditional midwives, medicines, community education, 
and simple environr:lental sanitation services. Hhile Primary Health focuses 
major support on the corranunity and health post l <!vels in rural areas, the 
Integrate d Health Family Planning Project will expand coverage to selected 
marginal urban areas and will r e inforce the rural health center level, in­
cluding cli nical and commwlity-level supervision, service s, and referrals. 

The second major component of the overall sector program is 
the "Rural ~later Systems and Environmental Sanitation" Project ($5,500 , 000) 
which uses loan and grant funds to provide integrated water system5 and 
environmental sanitation--potable water, latrines, and sanitation educa­
tion--to rural communities in up to siy department of the sierra . Nithin 
the context of the !·lOH primary health program, project technicians in both 
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 irl.=lude both bilateral 
grants and OPGs. "Sur Medio Maternal Child Health and Population li 

($1 , 800,000) finances a model integrated de livery system for primary health 
and family planning with a health and population grant. This project was 
fntended as a denonstration program to foster the implementation of family 
planning services in Peru. (See summary evaluation of this project below.) 

A $790,000 OPG I·,ith CARE has, as one of its activ:..ties, the 
construction of 25 health posts in puebl os jovenes in the Lima area. Ap­
proximately $4.0 million in Title: resources annually are programmed for 
this project. An OPG \oIith the Instituto Narcclino (5 150, 000 ) is building 
upon the success :"':;' fa-nily p lanning rrod-:; l o f tha t In .'J ::itut:i'! to r :·::: r . .:::a :'ic r v­
ic~s to t\~'O adciHc:1al regions, Arequipa and Chiclayo " Snalle!:" pro j e c t s . 
funded by AID, o :. !:~r interr:'udonal donors, and l ocu.l private or;;j.::.nizations , 
have over the years, initiated a wide varie~y of innovative community-level 
delivery systems and/or model family planning population projects. For 
example, ALAFARPE (National Association of Pharmaceutical Laboratories) has 
coordin3.ted corr.rnu.l1ity. go .. "c !::m:cnt, and pri w.t e cnclO'::."?r ises t o ·,:." ": .:tbl i sh "! 

social and he a lth se ~vicc 9 rogru..11 in fou r l .. u('blos i ~: \·e ncs. or- ':: l:£.:: i;h": f ::c~ 

four health ce nters amI providing conununicy- based healt:h sC!rvi c-=s . .!.nc! Jd ­
ing family p l anning .. ADIFAH (.:l.s sociation for the Inca grated C,n'? lo; ::1cn ~ 

of the Famly), a private, non-profit catholic organi=a t.ion , operate s :::J 
clinics in the !)ueblos jovenes in the Lima area and in Chosica und provicies 
community- based distribution of family planning services. (See Annex II 
Ey.hibit L f o r furt!:c r information on other proj ects .) ThUS, the c:onceptual 
and technical e l err.ents of the proposed Project have been implemented at the 
orer.:l.ti ;:mal I f..:! '\"e l , albeit using a sm;:!.ller population base " 
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3. Lessons Learned from the Sur ~ledio Projec!:, 

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 o~ major factors, including: (a) ~tission 
and NOH management capacity; (b) current GOP strategies which place mater­
nal/child and family planning under the gene ral rubric of primary health; 
and (c) a careful analysis of past programs, to determine ~oJhich program 
stratagies and interventions have proven successful and which ~Iave 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 Hedio 
pr..Jgram, using the services of a health management consultant as \'Iell 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 ~mplementation: lack of effective central con­
trol over the Project; insufficient management and logistics system to 
i mr:lement the Project; and conflict between contract personnel and perma­
nent M,lH· ~caff. 

Under the proposed Project, implementation will be decentral­
ized but one entity, HeHP, is responsible for the ove r al l manager.t.:'I"'! t of 
the Proj ect . :,!CHP ar.d AID · .. :i ll r e vi "-'t! aor] :ll:P" .::J ·; r. :."c;:; : ! i~r:i. -:n tation 
plans and ',>'ill monitor Project activities in the t:~g,iCrl;' , As o':c..!. ined !!'I 
the Technical Analysi s (IV.C.), the managemen t and lc o;;i.~ i:ic s 5 :' s ~ ,::m of tho; 
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, supervision will be carried out at frequent intervals to in­
sure the r,roper functioning of t:l'; sysL.t~m . 

4. Othf~ r tonor Activitie s 

AID is currently the majo r inti? rnational donor agency in pri­
mary health and family planning. A numbe r of other major donors are, how­
ever, exploring the possibility of extending financial assistance to the 
GOP 's primary health programs. Eoth the \'lo rld Bank and Inter-American 
Development E~nk are currently carrying OUt assessments which could lead to 
loans in 1982. In order co insu.cc comp l c' jl\l:mtarity and donor consisc.ency, 
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all major donors and potential donors are meeting on a regular busis. 
(See Annex II, Exhibit L for other donor listing.) 

Other major international donor groups include the follow-
ing: 

a. Pan American Health Orgunization (FMO) offers technical 
assistance in all specialty areas of public hea l th and sanitation engineer­
ing and exerts considerable impact upon Hinistry policy and program con ­
t ent. 

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 ..... ill not \o/Ork 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 (lOB) has concentrated 
its efforts on potable water and sel;,age programs. In the fifteen-year 
period from 1960-1 975 , loans totalling $9.5 million have been disbursed 
for rural wate~ projects in communities of 500-2000 inhabitants. The lOB 
is currently considering a fourth potable \~ater loan of $6.5 million and 
is working with MOH to develop a program to support primary health activi ­
ties , inclUding hospi tal construction, in bID departments . 

d. Horld Bank (IElRD) has financed urban water services and 
is currently exploring the feasibility of providing a large health sector 
10M for facility construction in s upport C)f primary health. IJSAID and 
IBRD representatives are coordinating tileir project developmenc plans to 
avoid duplication and assure complementarity of project inputs. 

e. Governments of ~'1est Germany and Holland have provided 
health sector support and are coordinating their 9rogram planning with 
USi\!D to :inance primary h"alth .:!ctiviti r::!s , I~sp'::!c i a ll:t in the a!"ea of 
fe.:!mng programs and community development . 

f. Church ~·'orld service, Ci\P.E. Clc.holic Helie f Se ~'v'ice and 
other private agencies fun d sm:tll'1 r projects r c luted to both food distribu­
tion, health care and potable · .... at0r. 

g. UNICEF is currently implementing an integrated prcgram 
which includes pr imar';" hea lth ;: e r-.... ices as ' .. :0311 as education and othe r activ­
itio.:.!s in :"!.;n ,1 , nll ::'~' "J-: o ~hc r d~r- ar~ilcn t s , The UN ICEF project is carr:!ing 
out basic pri:r.arj' i.~ alt.h activities and training of paraprofessionals . How­
eve r, the project ~oes 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 ~lanning program support for private sector agencies 
and limited support to the public sector. As stated earlier, the t-1ission 
anticipates the continuation of these centrally funded activities. The 
proposed Project • .... ill complement, not replace, these important sources of 
support for family planning. 
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III. PROJECT DESCRIPTION 

A. Project Goal and Purpose 

The goal of the proposed project is to assist the GOP to 
improve the health and well-being of the Pe:ruvian poor. 

The purpose of the Project is two-fold: 1) to s txengthen 
basic primary health services in marginal urban areas and reinforce the 
service delivery capability of ~DH health centers and 2) to p.xpand 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 services, 
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 ",ill finance trainL'lg for professional and para­
profess ionals i n 9ub1ic health nr.rl !:'.anage'-\en t. : pr ovision of bOos ic 
medicines; supe=vision and logistics ma-~age~ent; and t~e training of 
urban health promot e rs '.-Iho ~Y'i11 distribute basic health supplies and 
refer patients to health centel.·S or hospitals for further medical 
attention when necessary. 

The popul a tion activitie s o f the ?ro j ect will pro'lote the 
effort to institutionali:::e family planning by providing c ontraceptive 
services through t he puhlic health struc ture , i ncluding family planning 
equipment for the health centers mentioned above as \,lell a s a phased­
in program of communit.~·- lcvel delivery by paraprofessional p r omoters , 
The project ~'li11 provi de £u.mily planning i nformation and e ducation 
through comrmmity-based activities and mass media pr omotion. It \Y'i11 
also expand private sector family planning programs and ~·1il1 stimulate 
and coordinate national i~opulation policy and research analysis. 
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['he proposed Project will be implerr:oC!nted through the Directorate 
of Maternal- Child Health and Population (HeHP) of thn Ministry of Health. 
(~r .e Table 1.) This unit within the MeR is also currently responsible for 
implementing the Hission's "E:...tension of Primary Health Care" Project. 
Building upon the experience gained unde r 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 ','Ii11 be implemented through a decentralized, tiered referral 
system, beginning with a community-bdsed 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 t he existing health infrastructure and the outreach mecha­
nism established Wlder the Primary Health. Project, the HOH 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
ITOters who are volunteers. Additional training in family planning service 
delivery will permit health personnel already LI place to expand their 
range of services to include distribution of contraceptives. 

B. End-oi- Project Status 

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

,. The 1·10H will be opera'ting .:.n integrated health/family !,lan -
ning delivery system in both rural and marginal urban areas , providing 
basic health care as well as family planning servi ces to ~ large segment 
of the Peruvian population, including approxil!lat t:! ly 50'.1 of the marginal 
urban populaci ..,tl in the target areas. 

2 . 50tn public and private institutions I.,.ill have increased their 
capacity to provide family planning services so that the prevalence of ef­
fective con traceptive methods will double from 'S~ to 30' among women at 
risk, who desire no more children, National population policy formul "tion 
and po(?ulation rcs ~~a :rch ',">'i ll be coordinated t h rol!~h the Nclt:i C>ll a.!. Popul 'Jdvn 
emmcil. 

C. Project .Inputs 

Project loan funds \.,.i11 be used to support urban primary health 
activities and will finance the purchase of equipment, vehicles, and basic 
;redicines (oral rehydration salts , iron tablets, ancl vitamins) for heal th 
c~ntcrs and for the strengthening of services in marginal urban areas, 
The loan '.'Jill a lso 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 int.egration of family 
planning into the public and private sector health delivery systems. The 
grant will finance technical assistance, training for profc:ssior.als and 
paraprofessionals, policy seminars, research, and evo.luation \·,ithin the 
MOH, IPSS, and lIm. In addition, grant su!c)~~ort ~oJill bl'::: pro'li,~cd ::or tech­
nical assistu.nc'2, rcsc:o.rch, and eVClluation for sevoral pri"J'at'2 sector and 
semi-autonomous entities, including ;\SPEFMI, k'HDEP and the N2ti0nal Popu­
la tion 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 
served each :'car. 

3. Nationwide, approximately 700,000 persons will be using ef­
fective family planning methods. (See Project Coverage, Tables 
in the Technical A;-,2.1ysis.) 

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

5. Ap!,Jroximatel '," ,r)80 prof·;s sionals and :2, ClOn ~~J r:l~'FJfess ionals 
':Jill hav.J been t.r::tined. 

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

E. Project Activities 

1. Strenqthcni::. r:: '_,t ::::.-bcln Pri;;-a:c.: Health Service 
Reinforccmt:!l;: of !;e:alth CCl:t,, __ rs 

ACCC[;'sibility, availability of personnel and supplies, and 
quality and cost CiT. CClrc: VClr',' :jl"l2Cltli' in Feru's urbo.l1 hco.lth fac:'litics, 
ranging trC'm ~i::ri:l'! :":',,ciaE~ ,.: :10H ho:-:-·itCtls awl o:-:.r:'.'l1sive pri'1a.tc> clinics 
to poorl·!3::.l'::::,:(; c1:11 ~:;1i.iC!.·':;~1~~~:li'2d iwalth CC!1t~rs. i\s '2xplaincd in more 

http:Deli-:.ry
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detail in the Social Soundness Analysis (IV. D), most pueblo jo'/Cn dwellers 
cannot afford private health care and are generally not eligible for 
social Security health benefits. Thus, two formal health service options 
are available: NOH hospitals and health cente~s. 

:·lOH hospitals generally lack in-patient facilities and fi­
nancial resources to provide adequate out-ratient care. High rates of 
staff absenteeism, overcrO'.'!ded '."lards, lack of equipment or r.'.Lllfwlctioning 
equipment, and lack of supplies and medicines arc 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 as}~cd for international 
donor assistance in order to improve hospital care, and to relieve pressure 
on the overburdened urban hospitals by strengtheniLg health center capabi­
lity to provide ba'sic health se:rvices. HOldever, rnany health centc'rs lack 
sufficiently trained staff as well as adequate physical facilities, equip­
ment, supplies, and supervision. In addition, the local popUlation is 
often either unLl\'lare of the services being offered, or discouraged by the 
long waits and the poor quality of attention received. Consequently, 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 curn,nt 9attern of service lmc.erutiliza­
tion and reliance or. hospital sr:rvices. T:~·.:: ?l.'ojcct is clesi':;ncd to su~:~~ort 

urball primary h.:::alth services in ArequiL~a, Chir.lliote, and pares of Lima iYj 

providing basic equipment and medicines and by funding extensive training 

Volwlteer urban health promoters, trained under the Project, 
will provide infour.ation on the health services to be offered in order to 
stimulate incl.'c:os,:rj rJn!:l:md. Tbcsr:' ::-ror.1ot"Y"s ' .. '1 II :·~;.ction 

setti:1(P, but ' .. :it::: 1 ;~,-)J..-' ll.::\it(;d rDle:. ::;,;, .J 

lat il".l, the r~,lr(ll ~~':'-::~0tt:r i '3 ohl i7: d ':0 t':l!:: ,:. 

!~'.::l,ltit.;\~ r:(/.~i-=.]l i~.;)­

,~C~: i "/(-' rol,=· i;~ .,:,~-.,_. 

actual deli veri' of h'';Cll th (:"'::::"A.~. 1:1 t~:,~ ;lr;:~1n .; - : 1_ -~;-.{3 .:i ... · . ..!r{_~ C'c:::Jc-,l ~1C:>'::3~=-

to the hC31th infrLlstruct~::-~ i3 '-=:::l~i·~r, "':;~'2 r'")l,_ ~).~ ::;1(; l~rta,n :~l~S'GO;_· .. r 
'dill be simplificd to incluclc only CCl;3'~ idl:ntificCl~ion llnd rcf,:::rrLll, ;1calth 
education, i1l1d distribution of family ~;lClnninq :;u:~lic:::; .:mel thr'>.' basic 
medicinc:~. T;,o url;ct:1 !)l:O;:~.Jt:2r '..:':11 L,_, '".ri;:urilJ :dl ':';C:'31..l0:1 ,1'] cnt ~:;r 

the healt:-~ cf,;nt'~l·, diY'c\r:.~tinrJ '-'-.r"I:~lf~ tc t-:.:~.-' :.;"r:~"··r, 

distriLuticn of .J f{...;','.' .~! .. ·_;ci:i,: -;~JPFl ~c~:·.. :':';\':0 to -- ~-';l·_', ~.lrsrr~ 
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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 cC'nters. 

To achieve the objectives of this component, $4 l:1illion 
in loan funds will be provided for the following inputs: 

a. Equipment and Vehicles (~;')o5, 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 service 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 rou·tine medical examina­
tions, family planning equipment, such as IUD insertion kits, will be 
provided. (See Cost by ProjeGt Component and Equipment List, AlU1ex 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 financed. 
In addition, the Project will provide 8 vehicles in selected hospital 
areas to facilitate supervisory and education activities as well as to 
reinforce corr~w1ity-level service delivery. 

b. Training ($480,000) 

tr~i!ling cbjccti~;'c )£ ':2::'s Pr:Jj~~c"!:. T!1C ::::: 1:.J.s sp0:1::orcd semi;;Clr:-3, 
\'lor}~3hops, a .. J ;:.;uu:.:.:;~.c; i;: .sp8ciiic heillt: •. __ .ciicc:3, <..:.0., t:.ubcrcu:'u~i3, 

malaria, vaccinations, maternal ~l;1d chilJ hCillth. HOi'leVer, due to less 
than optimal use of ht.llThJ.n and physical resources, lack of program and 
loc;istics controL a.ne! i!·arlr;quo.te fis,;al P.1Upo.n0ment, these pr')r.rrams of 
sOl.. .... vict~ (t(~li\rl~l_-':- ~ .~.': 1: ' .. :~ .LC!:'~..3 '.:£i'~c:"',:.:l'.: : .... )~.,~ (~)~~';:,1~1 1::l':L. I.cc·':'~>~~::Cll..4!. 

The trCl.ini:;g 0.:1,: ~.:.-_ ... >:11 Cl.;j:; i;:;to.:;cc ;,r::'~'li:· : ~:: ':;, -' Pc '"3 ',d: · .. ,ill f~cus 
upon one of t.hc : '.'.J" ~ ·J·;Cl!:ll'~::;::;C:S of t~,·~ "():1 b1.1r·~·l.'.lci:acy) ,·!';t:'~ms lfu.masC­
ment o.nd o.l: . .'u.ni:3t:::·:::· "~:_'!" in ,l.:, ·::£fort t.') ~.:"~;l: -:"'; ;:0 th I:h,.:> '?l.l.li ty an.l 
cost-effC!c~i'!('l1ess .: i: '.:::'.; '~cl."'/icc .l,.~liv'."r:! iLL:.J.:·~ o:uci:ur .. ," The Projcc·t 
will proviLic up to :;7:) '.JC!l:!k:5 of t:raininCj in o.~)proxir:1L.l:cely 125 courses 
over a four-year period. to De carried out ':li·til the o.ssistance of U" S. 
t:l.l1d 10Co.l t..~c2mical c, ;":':";'Jr:;. It ·,.-ill Cl;.L::~.J.::i:::c m.:m.J.Cj.,!::'.::!.t by :-;bjcc­
tives anJ i'liJl i:lclul:" ,:.lcc U~;(, .:'J: Cl. ;.:oJ.I1o.. : '.'Lk.,t illfOl:1;tation 3yst<;m for 
prolJri1l11, ,::o.~t, oJ.J:cl i.·, .... , . )r ::~r -' ,~,-,'-.oJ.il--"l ij:£u;.::::~u:iun en 
types of courses, see '\f'~'1r.!:-,: II E:d1iliit E. 

http:equipme.nt
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The training component wi 11 also focus on h r.!?rovi ng the 
7ki~~s o f . t~' 1! :l .. ".) lt~' !JC~S~lU.\t'! 1 .locC! t C:d. i n tn.J.rg ina l Ut;l?1 :l arc<:s, sp::dfic., 11y 
.ln tnose tLr<::as no t co'!crco .ln t: ne r out lone continuinq edu:::atio:l o r ca rilm. 
pro~cl;;si ol\a l staff .... ·il l receive u basic orientation ' to integritt:~d !~·eall:.h ilnd 
fa.'tIl~:t p1.1.Il:ling ; cpidem..:. ology of specifi c d i seases ',·:h ich arc :::o;::,:;on in ur;; :lII 
sett.longs; and . seminur~ f~cu~iny on manngE:ment and supervision, including 
progr<lr.l plt\~lun<;.:, lC'g"lstloCS c(Jntrol, and financ i al management. Train!.n\') f:ol.· 

par.aprofes~ loJ\al heillth ..... orkers '.-'i ll inclucu basic informaticon on public 
health, Cu&e icientiLi.ca ticn and rc[erral, and farni l i' p lanning . 

c. ~onnati_9_1!.-ii.~~cat ion , a nd Cotnme.oi:::ation ($500 ,000i 

. :y.oject funds will be available for the dcv..:: l opr.lcnt of 
health/faJuly plil:mlnCj edl!cational materia l s for use b~' urban IlC.llth n l"UmotC: l 's 
and heal~h eente'C staff. 'l'nese materials wi l l be developed at the Ni~i5terial 
level, Hl;h the ~arti:ipation of operational level staff . The major funding 
for . hcaItn m~tQ~.lals lO~ ~uri' l areas is already included in the: ?ri:n=. ::v !:,.;<'. lth 
pro).::!ct: •. au.ll~.lng upon the succeszful mas~ media ca.!~paign of the .\ID-fund""d 
EX- lNPRQ.U p~o)ect, the p roposed project \.;ill fund r adio and TV spot::. in E:.l,r.,p­
~rt of hcalt~ a~d population activities. i\udio- visual equipment IH'!CCSSi'l.ry to 
lomplement CXl.stlong NOH equipment will be purchased with project fu nds . 

d . t-:edicines ($600 ,000) 

Health promoters wil l di s tribute! Project- fin anced iron 
tablets and mUltivitamins for pregnClnt Clnd l actating women as vlell a!'\ cral 
rehydration s alts for children, and, under a phas ed- i n progr .. m, '-:ill di~b:ih:tt= 
contraceptives . Particular. attention will be given to the distribution anCi 
use of oral rehydration salts, coinciding with the current, well- publicizeo 
cc:unpaigns b,/ the NOH to alert the general public to the:: effect and treatm,,= ;,l: 
of infectious gaztrointestinal disc~ses in infants: and children. i\clditio:Hll '. 

medicines ... li11 be provic.ed by the GOP and dhitributcd by ? :.·oies!'iiu:lolls in '.:i:c 

hea lth c~nters . 

e. ,Suyc:rvisio:1 ($ 700 , 000) 

Successful pl.·imary CClrc deli .... ery rcquil."CS cOIli. i nuous ':; I :; "~' !: ­
vision. An active and r egular supervisory :iystcm .,;ill e nhance l) :·Qgr.ilm qUillity 
and facilit a te an effective system for information ·collection and di~trib\1tion 
of supplies. Supp?rt includes per cHern and funds fo r gasoline t o insure th<.Lt 
supervisio n '"ill be co:~::tant .:l.!. ~~ c :~··.::ct i·/e . !! si?~c i £! ll! (l '.:~-i:1 " t:.· e •• ::1,/ !::t:.~cs 
of the Proj ec t . IUSO included ulld~ !." the s Ui'cr'lision co:.::.;onc!,,1; "l.·C ;.:or.c::t;il:Y 
incentives for doctors .::.nd nurses so as to encou::'il .,: e rt·of~~s si c'l.:!S to ..... 0::;: in 
remote arcas and to supervise p romoter act:.ivit.i~s at the cor.mulli t.. :,' l ev,; l. 1':~t,;; 
GOP will Sllbmi t a p Ia:-. detailing the usc of these incc nt:ivcs ~ o ::: ::l£i11 a 
Condition Precedent to ~i$burs C: l r.cnt of t he !'uncls for su~:cr ·/i si oll . I t is cri':..ic ... :' 
th13.t, follmdng completion of the project. t:lcse s:.:pc r'lisory Costl : be acc:_:ui'ltcly 
suppor ted by the ~IOI! . In oreer to insur e that this occurs , AID flll~(:s ' . .;il) jJ ;! 

provided on a declining oasis, so t hut oy the end of t~c Pr oj oc t·, .;;jt~ GO! ' :.:: tl 
pclve ilssum~c1 t he full cost of s \J: ~ C!."'1i 5 ion:.o t he ?:-oject ;.g ru~·- .·:t , the ;' 
will covenant to !,;upport supt=rvisory activlti~s or.ce tho.:: ?roj u(;::; I;!::.:s . 

f. .T.J:lqistics System ($395 , 000) 

3uilding upon tll':! .1uf)iDtics system i nitiated unde r the 
Primarj' !lc v. lth P::ojcct , this Project will provide addi tional ~upport 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 \"i11 provide for a full - time management and logistics 
specialist at the central l evel. See the Technical Analysis (IV . C) for 
more detail on the logistics system. 

g. Technical Assistance (S6S0,OOO) 

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 NOH health service delivery. 
They cite inadequate MOH institutional infrastructure and bureaucratic 
redtape as major reasons for the Ministry ! s inability to use resources p.f­
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 primar] health plan, including syst em designs for program 
support , fiscal management, data collection, logistics ~ld inventory con­
trol, supervision, training course design, and personnel requirements. 

Under thi:o: P:!"Oj0ct. grant tunds will b ,~ utilized to p:!"o ­
vide both long- and short - t c I7.'l t ~ ch :1i ca l assistance fo:!" u total of 148 
months. The ,-lission envisions an illstitutional contracc 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 Pro;ect ~"ill provide technical assistance to 
imp!"ove the institutional ca!?ability o f the sector to us(~ limited national 
and international resou=ces mot-e e ffo:c tivcly. Unde r the t echnica l assist ­
ance component, emphasis \-lill be placed upon institut ion building, sy£.t cm­
atic problem-solving, and managcm~nt controls, including the de .... e l o!?ment of 
an adequate logistics and invento!"y control syste~. The long- tem advisors 
will ~rovide program, fiscal, and information management assistance and 
will assure Project continuity . Short- term advisors will provide special­
ized assistance at l::oth chc central and regional levels and \-/ill coo rdinate 
their activities with long-term advi so :!"s to assist t hf'm in supe rvision and 
follow-up in the field. Annex II S ::dbic D oucli:1es t he major technical 
assistance requirements. 
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'- .: , 
'2 . Int,~gr.:l.t ion and E:.:p.;msi on of Fil..~ly !?~L!..I'.nil)g SC1-viccs 

The i •• tegration and expansion of family plannillcJ services 
into the ongoing h~;alth .:lnd popul ation ilctivitio:!s Hill be carried out by 
the 1-101I through its 0\'.11 out.r:?ach capaci ty, as \,;c11 as throagh that 0;'; t he 

Peruvian Social S(';'c1.:.!."it::' Instit.ute and several privJ.t,::,! and quc.si- prh'a .. e 
sect'Jr organizations . ~'!it:d,n the !-!OH, the! coo17di:1f1,ti~~g 1.U'lit Hill D:;! t.l,~; 

Directorate of ;-!at~:.:na l Chilt.l Hr;:alth and Poyulatio!'!. DU2:L"'9 th~ first 
year of the projt::cc, pl:ir..ary hea lth pro:~ters at the COl:o:llWlity l-Z!ve l i ll 
selected regions · .. '~"1_ 1 he tr~,illcd to provide family pl~nning sen',1,ces. 
Promoters in 10 of the 17 health regions in Peru arc being trained in 
basic health techniques wldcr the Primary Health Loun.. The proposed 
Project will support the additional training necessarJ to enable these 
promoters to provide fo.rnily planning services as \-lell. 

As Project. imple:mentation begi ns , the£-~ promoters ,-!ill par­
ticipa te in the f.:ur.ily planning education and p romotion campaign by distri­
buting '~ritten materials on family planning, call1..'1g conununity meetings at 
the health post ,-,ith the auxiliary and vis iting doctor or nur!Je, and 
making r eferrals to the health post or cente!: for the provision of f:.:troi l y 
planning serviceD. Init ial distribution of contraceptive methods ,dll 
take place at t he health post or center, following consultation with the 
attendant -doctor, m~se, or trained auxilia.ry. A connunity-based 
distribution systcm ,'lill gr",dually be i mplemented, s~::h that by the end 
of the Project, oral contraceptives, condoms, and vaginal table'ts ,,,ill be 
supplied either by the aw.iliary or the -promoter. Health cent ers ,-lill also 
provide these methods as ~tcll as IUD insertion perfor:ned by doctors and 
nurses. fit the ho~pi tal l evel, all methods \-,ill generally klc. av-:ilClble. 

A fee struct1.lre ",ill be developed for these £:crvices Cl..''ld 
will take into account 5U!?9J.y o.nd transporto.tion costs and ability to -
pay. Tl!e fo~'_~ulu. inr ~e ttin; th:Ls 1:ee Hil! be est.e;'Il.i,slK:d ;;y tb::. :-:O!~ b_ 
its operation~l pli:m to fulfill a Condition Precc:.6.en t. to disb<.ll,'E.:r"cnt. 
Noney from ,the sale of contrac~pti .... es ,,-,ill D:: pl.::!ced .in a j:u..'ld to be. usee 
to continue family planning services. 

a. Delivery of Familv Planninq Se:vic e s throunh the l-OH 
Publ; c !!e,~lt~ !n::!.';'l :; truct:.:!:c 

Family planair!.g Nil! be int= oC:'.lc~c. as a routil'l<? ser·;:i.cc 
in health cCllters and clinics in nueblos jovenes ru~d ;in tile prin'.ary hcal-th 
care nel'work throughout t,,'1e count!."".! . 1'his nCO-lor}: i::.::luc!cs rc ~p.on.J.l l:ospi­
tals, health centers, healt~ posts , a",d cor:rnunity-le':c l promot ers . :"I!) 

will -provide $4 ,535,000 in grant funds to i~uance this activiv.!. 

Contrtlceptive~ will be provided ' .... ith Project grant funds ($ 1\, 000 , 000 ) , 
-The methods t o br;! incroduced ,,,ill ';ar'j by the ser',ic<.:! le'!el and ty p'.:! of 
health personnel availilble at each l~ve l. At the: hospital level, oral c'.m -
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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 aL;;;o pro""ide oral contracept':'ves, condoms, vaginal tablets, 
and IUDs. Health posts and, under a phased-in process , both urban and 
rural community- level prorroters will supply oral contraceptives, condoms, 
and vaginal tablets, and will t~ke referrals to health centers for addi­
tional services . Funds for supplies, training, equipment, and supervision 
\'li11 be provided to assure that the quality of ca r e is maintained. 

Training ($660 , 000) 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 ac1Jninistrative 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 role s 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. 

Both urban and rural health cer.ters will re-
ceive ~DGPl~'n:~i~~ equipment, including minor surgery kits 
and IUD insertion kits. Project funds will equip or complement existing 
equipment in 200 rural health centers, 50 urban health centers, and 50 
ho:;;pitals . Er:.ui~· ment for the latter inclucle s minilap and combination mini ­
lap and vasectomy kits . (See Cost by Project Component and Equipment List, 
Anne x II Exhibi ts E and F.) 

supe rvision activities are '3 s sen t ial to insur~ the qual-
ity o f care, continued st aff training. tcchnic~l moni toring of community 
selvices, support for information, education and communication activities; 
and distribution of supplies. These activities are particulQ~ly important 
ir. the proposed Project given the relative newness of family ~'anning serv-
ices and the :·:Oii ' :3 in,;: xp~ riencl:: in using c:;m;nu: ) i:.:r -l '~ '/e l ! .. erson. e l t o r 
se r'/ice delivery . Su!?ervision \.,.i11 be car~ .1.e ri Oll t by t he p rimary health 
supervisor y pe r sonne l and funded unde r thdt comf.-o:l!';n t. Supervisors ·."1ill monitor 
the initial activities of th<;!se paraprofessionals to see that referrals 
are pror;:erly made to the appropriate health r€: to t'ral facility. Su!?e rvisory 
ftulctions will be emphasized at all l evels pr ovi ding family planning serv­
ices. AID will finance per diem and transportation costs of health center 
professionals, including physicians, nur se -mid"'JivQs, and nurses . 

Logistics (S3 5, 000) Technica l ans':' !3 t ,:l!:c'; 1...; :~ ' ~:lq p l:'o';id~d uncle:r 
the Primary Health ProJect to implement t he basic l ogistl.cS 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 avai lable for transportation , maintenance 
o f vehicles, and travel a nd per diem for l ogi s tics system staff. Training 
in supply management will also be provided for a.1 logis tics system pe rson­
nel. 

Informa~ion, Educat ion. and Communication. The Project 
will help to stre:-.ychen the ~apacity of the />K)H 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 technologie s 
deve loped under the Sur ~1edio Project and otr.er family planning projects in 
the private sector. In addition. each participating health center wil l 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 .9lanning infor­
mation, and responsible parenthood/sex education themes. 

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

The MOH will coordinate the popul ation activities of va­
rious public and private entities which are currentl~ working independently 
to provide family planning services . These activities will complement those 
of the ~~H by expanding family planning servic~s and training. Specific 
programs will be develop~d by the individual institutions and submitted to 
t he 1·10H for 2pproval to as:sure their consistency \-lith overall GOP policies. 
Included in the operational plan for each institution will be a working 
a greement signed by the {'!OH :md the participating ins titution s and describ­
ing the rcsponsibilii:i E. s of i,: · th ~ntities. ':~e :·!'JH \-lil l al$o .:lss ist in che 
evaluat ion o f these !)rog r ams d\l:-!ng the life o f the Proj e ct . The partici­
pa';ing institutions '.-lill !:Ie th, ?eruvian Social S.:curity Instituce, ASPEf.:2·1, 
and several semi-autonomous o rganizations , 

(1) The Peruvian Social S.;!curity Institute (:!:PSS) 

Under the proposed proj ect, the Pe ruvian Social Secu­
rity Institute will introduce family p lanninq uctivitics into its regular 
maternal and child health prog r am, The IPSS and the 1'!OH will enter in t o a 
M:>rking agreement '.-Ihich out lines the responsibilit.ies of each e ntity . The 
four activities to be carri.:d out by the IPSS are : se rvices , info !.ination 
and education, training and supervision, ilnd re search. Up to USS900, 000 
'.-lill be provided to finance this activity. 

Family pl clnning servic,"s ':Jill be o ffered in all I?SS 
establishments. Both t e mpo rary and pe rmane nt contraceptive rret:hods will be 
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m:J rle available in accordance with the norms established by the IPSS 
Central Committee. Hospitals wil l offer clinical and surgical methods; 
polyclinics and health centers will offer all the clinical methods; and 
health posts \.,.U l provide oral contraceptives , condoms, foam, and Llfor­
l'I'ation 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. 

Nith the support of this Project , about 20% of the 
total IPSS fertile female population at risk will receive services during 
the first year. Thi s percentage wil l increase progressively to reach a 
50% coverage of that population by the end of the fourth year, or approxi­
mat.ely 103,000 women . (For a det ailed examination of the Project coverage, 
see Technical Analysis.) 

IPSS will provide the physical infrastructure , per­
sonnel, and suppl ies necessary'for the implementation, supervision , and 
evaluation of the program. Project grant funds will pay for equipment, 
supplies, and training. Medical equipment for SOcial Security hospitals 
and health centers will include IUD insertion kits and minilap kits. Sup­
plies financed by the Project will incl ude oral contraceptives , condoms, 
foam, and I UDs. 

Information and Education. The project will also 
support family planning ~ducation and the dissemination of population i n for­
mation by IPSS establ ishments. Educational equipment will i nclude fi l m 
and slide projectors for use if. both staff training and inpatient and out­
patient client education. For educational purr~ses, the hospitals and 
health centers will receive films , slides, pamphlets, and other educational 
materials . 

Training ~d Supervi si on . Pro joct funds · .... ill train 
maternal child health and family planning starf of hosp itals .:md health 
centers throughout the country. In addition, follow-uE? visits l'Iill deter­
mine the effectiveness of training activities in r~lation to service deliv­
ery, staff knowledge, attitudes toward contraception. and accuracy of infor­
mation provided to the client ropulation . 

Seve ral of the training courses '.'Iill b~ held in Lima, 
including one fnr management per sonne l and another for healt:l ::a::-c pro ... iders , 
including doctors, nurses, and nurse - mid'Ilives. One repr esentacive from each 
IPSS region as we ll as a national IPSS program coordinator ' . ..-ill participate 
in the five - clay management course, which will emphasize program management 
rather than clinical instructions . Since physicians throughout the country 
will be trained in surgical procedures through the ccnt:rally funded AID/I" 
International Project, this training ... ,ill not be incluced in tl ... ~ t1 r~sC!nt 
program. lio'."eve r, project f·.mds \dll support tHo - day rnini-cotl r s<2;:; i'" Lir:'.:l 

~----------------------------------------------- --- ------------------~ 
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for health providers who require refresher training in family planning 
techniques. 

A team of health care providers from each region 
~ ... il1 also be trained in Lima for a period of t~,'O \.;eeks. These teams \"i11 
consist of a phy~ician or facility director, nurse or nurse-midwife. and 
social \"orker. The training course will emphas ize tile 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 p l anning. Three persons from 
each hospital and polyclinic and one per son 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 superv~s~on will insure that 
personnel are adhering to establ ished 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 o f 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 manageme nt. 

In addition, funds will be mAde available for an an­
nual IPSS-sponsored copulation conference, This conferf'!OC C> ·.dll provide 
a forum for any interested health providers to exchange idl"as, interact 
with other conference participants. and l earn about the most recent ad­
vances in the field of population and family planning. Since an entrance 
fee will be charged, program operational expenses wil l be covered and 
funds will be made available for transportation and per diem expenses of 
selectee guest speake rs . 

(2) i\SPEFAM 

~'1ith this project, ASPEFAM (Peruvian Association of 
Nedical 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
tivity. 
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Grant support for service delivery will assist in 
tne expansion of services in nospitals already in the ASPEFMI 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 \vomen per rronth 
will receive services, 

,',SPEFAN · .... ill 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 outs ide Lima. The others will 
be included in the ongoing HOH 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 
assessm~nts, 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 activitie s, they have not rece i ved adeqm.te funding 
to purchase tho;: necessary equii~rr:e nt and suppli t'! s or to trair, their t-"cr son ­
nel in family planning techniques, The Project \.,.i11 ;le lp these organiz:a­
tions to develop their population policies and '.'Iill provide funding for 
training, equipment, contraceptive supplies, technical assistance, and ad­
ministrative support. 

In cOllvcrs,Jo.tions ~.,.ith :.Jission reprl~s en1;atives. 

CECOAAP and other organizations have expressed il desire to participate in 
this activity and the ~10H is also interested in encouraging t he partl.ci ­
pation of these groups. The HOH will advise potential participants regard­
ing the availability of s upport for their program. The 1>10H ',.,.ill solicit 
proposals and will submit to AID for approval proposal s 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 ongoi ng population data, i ncluding census 
information, vital rcgistrat.ion of births and deaths, surveys on contra­
ceptive prevalence (such as the Horld 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 .... ,orked 
with a variety of individuals and institutions to support population policy 
objectives by providing information, materials, con.:erence a ssistance, 
training, and observation trips to encourage public &~d government aware­
ness of population issues. Press releases, publications, television and 
radio interviel"'s, and meetings with Church and public officials have brought 
the population debate to the public and fostered a change in attitudes re­
garding the acceptability and need for governmp.nt 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 Fopulation 
research, poli cy, and demography will-be supported under this Project-­
The National =,opulation ColUlcil, INE, and AroUDEP. 

(1) The Nationul Popula t i.on Council 

The National Popul ation Council. ~stabli s l".ed i!' !-lr ­
vember 1980 , has been designatod as the principal population policy-making 
body in Peru . It is responsible for coordinating all population research 
activities as well as for establishing population guide lines and policy 
at the national l ave l_ The Council i s com:.;osed of r r:p!;'os .:Jrz =ac:' -: ~.j :: :: ,m 
the President's Office and the Prime Hillister's Office as ·.··011 fl.:; trom the 
!-1inistries of Haa l th, Educcltion, Economy, Finance and Commerce , :·;<.)us ing. 
and Security; Joint Chiefs of the Armed Forces; Peruvian soci~l 3 ~curity 

Institute; National Planning Institute i Peruvian l>lec1ical School; :lational 
University of Peru; un1 the Ca~holic Church. 

Unde r the proposed Project, the Council wil l coor­
dinate the establi s it.!nent of ccchnical norms for che national family plan ­
ning program and r.he dis"emi nacion o f research and policy plJolicacions, 
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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) National 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 ~ill 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) Ar-lIDCP 

The 11ultidisciplinary Association for Population Re­
search and Training, Ar-lIDEP, 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, 
,,;hich ',vas founc':c:d in :,1",'/1,)77. by:J. 0!~Clt;F C)f univcl."sity profc"sors in Lima 
and the regions. The objective of the Association is to promote research 
and training in the population field in Poru and the i'\ndean Region. AHIDEP 
has increased its membership from nine founding members to thirty, all 
from universities in Lirra, l\requipa, Ayacucho, caj ama.rca , Cuzco and Truji­
llo. Since its founding, NHDEP has concontrated its efforts on consoli­
dating and promoting the Association, training through seminars and confe­
rences, and promoting population policy and rosearch activities. AHIDEP 
will receive up to $100,000 in Project funds 1:0 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 
esti.t:lated to be US$14, 400,000, of which u:.., to US$10, 800,000 \.,ill be 
contributed by A.I.D. tlu:ough a loan of U5$4,000,000 and a grant of 
U5$6,800,000. The GOP \dll finance 25~o of the total cost (U5$3,600,000), 
'o'1ith cash and in-kind contributions. Tables 2, 3, 4, ,:md 5 shm., Sources 
and Applications of Funds, Requirements of Foreign Exchange and Local 
Currency, Expected Disbursements by Year, and 5ummary 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, vehicles, medicines, and 
contraceptives and will also defray the costs of training, research, 
logis·tics 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 
deliveryg and health education. The cost of technical assistance per 
month has been estimated at US$8,000 for US technical assistance and 
US$2,000 for domestic advisors. 

GOP funds ','lill provide for the purchase of spare parts 
and maintenance for medical equipment and vehicles, as well as medicine 
and contraceptives, logistics and acUninistrative support, and supervision 
In-kind contributions \.,ill ~:::'''::lvide for vehicle ilnd equiprc.'3!'.t ::1ainte'1anc:; 
':::::.in.i::g, logistics an:: ",~~ . .:....::ist::=r,tive s'..!l:pc:c::, i.niorr: .... :.t".ic·r., :,::c.D1ipmcnt 
Clud cOI:1;:'.unication, supervi.:;i':m, ~d teclmical assistance: supgort cos·ts. 

2. Recurren.. )sts 

Peru is now ·:!ntering i.'1to an econornic ::CC:8':erv nhdse 
and, to a certCli.'1 c:·:tc:;.t, tl:e; l;'3.tiol1Ql budget has :Gc:_:: ":;:.:::,:::c1 from the 
harsh fiscal austerity of pr~vious years. IncreCl:::e:ct ~ll(jcations, in 
real terms, have occurred in 1981 ,:mcl U2:e e:·:pect:.::J tJ occur in the 
future, although the domand for fund;:; for all s8ctors far exceeds the 
supply, at least for ~1e present. Total budgetary allocations for the 
Ministry of Health (i'!OH) reflect the upward trend. Specifically, 
allocations to defray ;·lOH operational costs have incrcased drama·tically 
in 1980 and 1981 as cOT:'.pared to 1979. The :.~ercem:ag':! increments ·\·1ere 63rs 
and 112%, r3spective1:,;'. 
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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 1031 budgetary 
allocation of the ~OH, 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 famlly planning 
service expansion), the additional GOP funds required to maintain Project 
activities of all three health sector Proje,. 3 (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 lOB, 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. 
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TABLE 2 

SOURCES AND APPLICATIONS OF FUNDS 
(US$OOO) 

A.LD. 
Project Component/Investment Categories Loan Grant 

I. Strengthening of Primary Health in 
Marginal Urban Areas and Rein­
forcement of Health Centers 

A. Equipment and Vehicles 
- Medical Equipment 
- Education & Communication 

Equipment 
- Office Equipment 
- Vehicles & Maintenance Costs 

B. Medicines 
C. Training 
D. Logistics & Administrative Support 
E. Information, Education & 

Communications 
F. Supervision 

II. Integration of Family Planning 
A. Equipment 

- Medical 
- Education & Communication 

B. Contraceptives 
C. Training & Educational Materials 
D. Logistics & Admi:1istrativc Support 
E. Research & Eval~ation 
F. Technical Assistance/Support Costs 

Sub-Total 

Inflation & Contingencies (Average = 12%) 

Total 

685 

20 
20 

100 
600 
480 
395 

500 
700 

3500 

500 

125 
160 

4000 
660 

85 
480 
680 

6190 

610 

GOP Total 

400 

30 
30 

100 
500 
250 
300 

200 
500 

100 
50 

450 
330 
100 
90 

170 

1085 

50 
50 

200 
1100 

730 
695 

700 
1200 

225 
210 

4450 
990 
185 
570 
850 

3600 13290 

1110 

Proj. 
Funds 

44% 

56% 

100% 
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TABLE 3 

REQUIREMENTS OF FOREIGN EXCHANGE AND LOCAL CURRENCY 
(US$OOO) 

A. I. D. 

Loan Grant 
Project Component/Investment Cate.gories FX LC FX. LC 

I. Strengthening of Primary Health in 
Mar~inal Urban Areas and Reinfor-
cement of Health Centers 

A. Equipment and Vehicles 
- Medical Equipment 685 
- Education & Communication 

Equipment 20 
- Office Equipmer.t 20 
- Vehicles 100 

B. Medicines 600 
C. Training 480 
D. Logistics and Administrative 

Support 395 
E. Information, Education & 

Communication 500 
F. Supervision 700 

II. Integration of Family Planning 

A. Equipment 
- Medical 125 
- Education & Communication 160 

B. Contrnceptives - 4000 
C. Training & Educational Materials 660 
D. Logistics and Administrative 

Support 85 
E. Research & Evaluation 480 
F. Technical Assistance/Support Costs 400 280 

Sub-Total 1405 2095 4685 1505 

Inflation & Contingencies (Average = 12 %) 200 300 460 150 

Total 1605 2395 5145 1655 

GOP 
LC TOTAL 

400 1085 

30 50 
30 50 

100 200 
500 1100 
250 730 

300 695 

200 700 
500 1200 

100 225 
50 210 

450 4450 
330 990 

100 185 
90 570 

170 850 

3600 13290 

1110 

3600 14400 
=============================================: 
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TABLE lJ. 
EXPECTED DISBURSEMENTS BY YEAR 

(US$OOO) 

Project ComEonent 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 5CJO 

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 lOG 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 ,. '1Ien t 285 285 

B. Contra~eptives 825 1105 1450 620 4000 
C. Training & Educational Materials 165 165 165 165 660 
D. Logistics & Administration 25 20 20 20 85 
E. Research & Evaluation 120 120 120 120 480 
F. Technical Assistance. 180 200 200 100 680 

Sub-total 1600 1610 1955 1025 6190 
GOP: G. Equipment 75 75 150 

H. Contraceptives 25 70 155 200 450 
I. Training & Educational ~aterial 40 2~ 100 100 330 
J. Logistics & Administration 20 25 25 30 100 
K. Research & Evaluation 20 40 20 30 90 
L. Technical Assistance Support Costs 40 . 4Q 40 50 170 

Sub-Total 220 320 340 410 1290 

SUB-TOTAL 3820 3100 %35 2735 l3290 

INFLATION & CONTINGENCIES 250 460 200 200 lllO 

TOTAL 4070 3560 3835 2935 l4400 
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TABLE 5 

SUMMARY BUD3ET BY PROJECT COMPONENT 
(US$OOO) 

A.I.D. 
Project Component Loan Grant GOP TOTAL 

I. Strengthening of Primary Health in 
Mar~inal Urban Areas and Reinforce-
ment of Health Centers 3500 2310 5810 

A. Ministry of Health 3500 

II. Integration of Family Planning 6190 1290 7480 

A. Ministry of Health 4535 1150 
B. Public and Private Institutions 1655 140 

1. IPSS 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) * 

Base 
Year 
1981 1982 

Without Projects 

MOH total operational costs 58800 64(i80 

With Projects 

MOH additional operational 
costs: 

527-U-072 123 260 

527-U~74 57 80 

New Project 208 

Total AID Projects 180 548 

Percentage Increase due to AID 
Projects Operational Costs 0.31% 0.85% 

(*) S/ 400 Soles = US$ 1.00 

1~83 1984 1985 

71148 78263 86089 

470 559 727 

118 137 159 

368 380 484 

956 1076 1370 

1.34% 1.377. 1.59% 

(**) Assumes that recurrent costs in the first year after the PACD are equal 
to the AID-GOP contributions in year five of the Project. 

1986 

94698 

945 

191 

948*~': 

2036 

2.2% 
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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 socl~l 
Security Institute, the National population Council, ASPEFAM, INE, and 
AMIDEP. Maps, organizational charts, and s?pplemental organizational 
information appear in Annex II Exhibits Band 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 ta~~ 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 bas~d on 
their excellent track records. The Mission has supported and mG~itored 
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 an 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 Health 

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 MOrt is compr:i.sed 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. 

Tpe 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 tbe 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 technica.l 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. Each 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 \:.0 the regional director. 

The area level is the highest level of actual service 
delivery. Tbe se!"vice delivery units con.sist primaril:.,' of tl;.c ::Si! hospitals 
which provide the specialized curative care for the areca. Relatively 
little preventive care actually occurs in the hospitals, although at 
present, most family planning in the country is carried out through the 
hospitals. Indeed, 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 
heal th delivery system is level III, the health center, of ·"hich there 
are about 500 in the ~ountry. 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 or nurse­
midwives, and several auxiliary staff, including nurses, statisticians, 
laboratory technicians, and other;L In some cases, dental services are 



LEVELS: 

/ 

V 

RF.r.I mTAL 

IV 

AREA 

III 

TABLE 7 

PUBLIC HEALTH C:AP.E 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 
other support activities for the other levels. 

Responsible for the overall management and planning of defined geographical health 
regions (17). Each regional office has a director and support staff reporting to 

the local ORDE. 

Geo~raphical subdivision of the health regions, each of which has 1 to 4 areas. 
Principally responsible for implementation. By tradition, area director is also 
direct~r of the largest hospital in the area, with other hospital reporting 

to him. 

Large clinics staffed with part-time and full-time HD's, dentists, and other 
staff. Located jn urban and semi-rural areas. Frequently, health centers 
serve as the link between the hospitals and the lower levels. 

HEALTH CENTERS 

II 

HEALTH POSTS 

I 

C:O~~fUNITY 

8mall health delivery unit normally staffed by an auxiliary nurse. 
Located in semi-rural to rural communities. This is the link between 

the community and the rest of the system. 

Smallest communities served by proillotors and other community based 
health workers. Preventive services and some emergency care. 
Distribution of limited supplies. 
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The primary focus of the health center is to provide 
curative services to the immediately surrounding population. Family 
planning services are being initiated at t"he health center level, with 
methods limited to whatever the training of staff permits. Some outreach 
is carried out, at times in conjunction with PL 480 Title II programs 
which are frequently administered by staff of the centers. 

The centers themselves are not always well-equipped, 
limiting the effectiveness of staff. Although a laboratory technician 
may be present, f)r exanlple, tl~e 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 ~llpply 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 s~.mple curative procedures, some emergency care, and health education 
A primary channel for dissemination of family planning in ::ormation and 
supplies '.-Jill be lhrou(Ji1 the health PO:3t level. ThcJ.u:-:iliary 'llill also 
be respol1".;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 '.'Jill be 
the promoter, a local inhabitant, trained in ba!J.ic public health. C.J.i"C 

at this level will consi~t of a few simple procedures, distribution of 
some basic drugs and family planning supplies, referrals, and some health 
education. 

A major problem which currently confronts the lo10H in its 
efforts to extend primary health to rural areas is the lack of qualified 
personnel who are ~~lling to ~ork outside of the major urban areas. The 
"S ecigrista" program, ·,.;hich compels grClc!uating students in health fields 
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(medicine, nursing, and dental students who have cOlTq:>l~ted 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 ~s traditionally attracted medical personnel. 

The M:>H 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 personnel who are willing to serve up to five years outside of 
the urban centers. Although not yet fully defined, these incentives will 
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 enviromnent. Under this long-range plan, the M:>H 
is attempting to bring qualified medical personnel to the health center 
level on an lias needed" basis. In fulfillment of a Condition Precedent to 
disbursement under the supervision cOlTq:>onent, the IDH will submit for AID 
approval a staffing plan for all levels of Project activities and a format 
for CJ]reernents between the M:>H and the supervisory personnel serving in 
remote areas and receiving Sdlary supplements. AID will provide up to 
$700,000 in loan funds for SUperv1s10n activities, including incentives to 
attract doctors and nurses to serve at the corrnnunity level. 

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

2. Peruvian Social Security Institute 

~1e Peruvian Institute of social Security (IPSS) is 
composed of a central management office, which dictates policy, and eight 
regional a~cutive 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 program: 
the Directorate General of Training and the Directorate General of !Iealth 
Care Services. The IPSS l~s 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 1l.lld 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 Tabl0. 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, thxee ne\~ hospitals in Cuzco, HUancayo, 
and pucallpa, are under construction and scbeduled for completion in the 
next few years. In addition, a lOa-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 
services on an ~utpatient 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 nurs~ls 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 Se~urity facility, or at any facility contracted 
by the IPSS (Ministry of Health, Air Force, mining companies, and private 
clinics). If the IPSS beneficiary wishes to visit his own private 
physician or receive private health care services in a non-contracted 
facility, the IPSS will reimburse a small portion of the cost. 

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 FUnd. The IPSS has also been actively involved in organi~ing 
educational activities. In August 1979, it introduced a course on 
responsible parenthood and, in september, sponsoxed the ~irst 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, L,cluding factory and sanitary posts, 
will be involved in this program. 
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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 Dnportant 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 
ti,,;! 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 
throughol1t 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 
popnlation. The organization, \-lhose creation was one of the central 
recommendations of the National population Con.terence organized by AHIDEP 
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 
puhlications. 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 demogranhic problems facing the country. 

project Implementation. The National population Council 
will direct data collection and research efforts and will use tl1e resulting 
studies to establish national population policy. Working closely with 
MCHP, the Council will' also oversee policy implementation. In addition, 
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 (ASPEFAl1), 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 
r.esource 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 asserribly of delegates 
from the six medical schools. The Assembly sets policy and handles 
administrative issues. The ASPEFAM Executive Council report.s directly 
to the Assembly and is res20nsible 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 Amr:!rican Federation of Associations 
of Medical schools (FEPAFEM) and the International population Council has 
enabled ASPEFAl·l to develop population o.nd family planning curricula in the 
medical schools through the integration into the aco.demic proljri:lI11 oz 
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 I:npl'"mentation. The central office of ASPEFM1 will 
coordlllate the project o.ctivities of ~1e mcdico.l faculties. These o.ctivities 
",lill focus on applied operational research. ASPEFAH will maintain contact 
with MCIIP as well as · .... i~1 the teaching institutions and area hospitals 
where the ASPEFAH progro.m activities will be implemented. 

During the development of the operational plan, the design 
team will be composed of representatives from both institutions (HOH and 
ASPEFA11) and will include botl1 central- and regional-level participants. 
The obstetrics and Gynecology de;?o.rtmcnts of the University-ctffiliated 
hospitals will administer the traininlj and me technical assisto.nce. 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 (INB) is the governing 
body of the National statistical System, which has sectorial units in 
various ministries. The Institute has four divi:~ions (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 ll1ternational 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 .~ 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 National 
Center for Health Statistics (NCHS) as a part of the VISTIM Program to 
improv~ vital registration systems in developing countries throughout the 
world. with 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 v;tal statistics (including 
detailed tabulations with estimates of coverage) for the first time. 
previously, the birth and death data were only.published in the annu~l 
report of general statistics. The annual report on birth statistics 
for 1975-76 is ready for publication, and the 1977 report Hill be ready 
shortly. Death st[l:tistics 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 executi0n of the 
Health and Contraceptive Prevalence Survey under a tripartite contract 
with the HOB and the \'lestinghouse 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. Within 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 CAMIDEP) is a private, non-profit organi. -ltion, founded in 
May 1977, by a national group of university professors. The objective 
of the Association is to promote population research i...nd 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 activitie~ 
to assure the quality of the Association's publications, to secure 
financial support for their activities, and to coordinate tl1e teaching 
program. 

The major objectives of AMIDEP are to promote population 
research, foster population policy development and impler.1ent;ltion, and 
to stimulate the coordin.ation of population-related research, service, 
and policy analysis. Since its formation, AMIDEP has been considered as 
an active national institution and is · .. ,ell-respected tor the ':ruality of 
its research and policy "lct:i'.·iti·..:,~. ,\C present, .-·.'I:::;::·:::P has a tot:ll :mr;\bcr 
of forty-five members, thirty in Li:.\Cl ,:ll1d the rcc;t (jutsicle the capital. 
By profession, they are ec;onoffiists, physicians, dernoyraphers, anthropolo­
gists, psychologists, sociologist.s, and professors. iVHDEP initially 
received funds from G.E. TEMPO and is now supported by Battelle and the 
Ford Foundation. 

since (Jovc:r.bcr 1)77, 1\:nDEP ha:3 orCJani:.:ec1 a variety of 
activities including conference::;, ':lorkshops, seminars, courses, lecture!: 
and research. AIHDEP sponsored the ::ational Population Conference, held 
in Tarma in J'Une 1979. GOP officials, university profc:..;sors, politicians 
church clergy, and laymen attended this conference anc. aJdressed eiyht of 
the most important popUlation problems in Peru. The five-day meeting 
brot'ght natiomvic1c Clttention to the population i;~sue cmd ':las influential 
in promoting the estClblishment of the ~ICltionCll PopulCltion r:cuncil. 
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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, illcluding 
two Min;sters and two Senators. 

AMIDEP has organized several postgraduate population 
seminars and research courses. The seminars, he~d 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, Cajarnarca, Huanuco, 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 in~erdisciolinary 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 h~s 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 Andean region. 

project Implementation. AHIDEP will expand its program 
of population policy advocCl.cy, 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 wi thin AMIDEP. 
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c. Technical Analysis 

1. Adequacy of OUtreach/Delivery system 

One out of every th~Ae persons in Peru resides in rural 
areas with little access to health carp ~_~~iities. Likewise, the need 
for services is considerable in tile 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 u~derserved 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 principel 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 nunilier of Latin American settings, and is 
currently being develop~d in Peru with assistance from the primary Health 
project. 

These community health Vlorkers, or promoters, are generally 
responsible for representing the health interests in their communities. 
They act as a point of reference, provide emergency care and treaG~ent for 
certain common illnesses, and are responsible =or dispensing a li~ited 
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 subsequently disseminate is limited. As unpaid 
health workers, they cannot leave their prL'11ary source of income, usually 
agriculture, to undergo extensive training. ;·Ioreover, funds are not 
normally a,'ailable 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 blenty years. l-Iost of that training was carried out in 
an ad hoc fashion by doctors and nurses doing resident fieldwork. In the 
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absence of an established primary health system, complete with fl.Ulctional 
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 fl.Ulctions of promoters, the 
selection criteria, and hence the requisite training curricula, have 
corranenced. 

As relatively few promoters have been trained to date, 
the model is still in its development stage, and modifications in terms 
of selection, fl.Ulctions, and training may still be expected. Nevertheless 
curricula have been developed l.Ulder existing projects, and model programs 
have been implemented in departments such as Pl.UlO 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-service education will 
provide both additional knowledge and incentive for carrying out conunl.Ulity­
level service delivery. In the case of urban promoters, whose responsibil­
ities are limited in comparison with their rural cOl.Ulterparts, 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 
performed 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-based distribution (CED) 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 chara~ter­
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 t~at they did not want any more children is taken as one index of 
the d~nand for sterilization, then it is clear that there is a significant 
unsatisfied demand for this method of contraception. 

Voluntary sterilization will continue to be available 
exclusively at hospitals. The project ·,.,ill 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. l'lider variety of reversible met..'-lOds 

Secondly, the project will offer greater variety of 
effective, reversible contraceptive methods. currently, the most widely 
known and available methods in Peru are oral contraceptives and female 
sterili:~ation. However, with negative characteristics assigned by many 
women to the pill, and sterilization appropriate only for those women who 
definitely desire no additional pregnancies, the availability of methods 

1. The Project will finance training of medical doctors in 
sterilization techniques, as well as equipment, but will not finance 
sterilizLltion procedures per se. The GOP does not currentl.y, Llnd \o7ill 
not under this Project, offer Llny monetary or in- kind of incentives for 
persons seeking sterilization as a family planning option. 



Total Population 

Women of Fertile Age 
(15-49 years) 

Women,at Risk 
(65.8% of the Women 

of Fertile Age) 

Women who want no more 
children 

(61.4% of the women 
at risk) 

Coverage 1/ Percentage 2/ 

Number 

MOH 

Social Security 
Institute 

Armed Forces 

Private and others 

(66%) 

(12%) 

( 7%) 

(15%) 

Total Coverage: 100% 

Notes 

TABLE 8 

PROJECT COVERAGE 

(in thousands) 

1982 

18,278.5 

4,252.3 

2,798.0 

1,718 

28% 

481 

317 

58 

34 

72 

1983 

18,790.3 

4,390.9 

2,889.2 

1,774 

39% 

692 

457 

83 

48 

104 

!I The coverage is calculated on the following basis: 

1984/85 

19,314.8 

4,534.3 

2,983.6 

1,832 

50% 

916 

605 

110 

64 

137 

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 11% of the women who state that they 
want no more children, but who are not currently using effective methods. 

~ 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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TABLE 9 

CONTRACEPTIVE USERS NUMBER OF UNITS AND TOTAL COST 
(in thousands), 

1982 1983 1984/85 Inventory 

ORAL CONTRACEPTIVES 

No. of users 133 191.4 253.4 
No. of units 1,596 2,2~6.8 3,040.8 
Estimated cost 
($000) $ 319.2 459.4 608.2 $ 300 

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 

- Copper T's 
NO. of users 38 54.7 72.5 
No. of units 41.8 18.4 19.6 
Estimated cost 
($000) $ 41.8 18.4 19.6 $ 10 

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 $ 80 

Surgical 

No. of users 7.6 11 14.5 
Estimated cost 
($000) $ 152 220 290 $ 145 

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 

TOTAL COST ($1100) $ 825.3 1,105.4 1,451.5 $ 617.8 

Total 
Cost 

$1,686.8 

$ 103.5 

$ 89.8 

$ 450.7 

$ 807 

$ 862.2 

$4,000 

============================================================================ 



TABLE 10 

ESTIMATED PROJECT CONTRACEPTIVE USERS BY METHODS AND BY YEARS 

(in thousands) 

Percent of 
198 ·2 1983 1984/85 all 

Total Popul.ation (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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TARLE lO-a 

ESTIHATED PROJECT COVERAGE (MEDICINES) 

1. Oral Rehydration Salts 
Total Number of doses (envelops) 
Number envelops per treatment (ave.) 
Number of users 

2. Iron Tablets 
Total number of tablets 
Number of tablets per treatrnent(ave.) 
Number of users(high risk 

pregnancy & malnourished mothers) 

3. Multivitamins 
Total number of tablets 
Number of tablets per treatment(ave.) 
Number of users(malnourished 

mothers & ,hildren) 

2,000,000 
3.3 

600,000 

9,000,000 

100,000 

4,500,000 
45 

100,000 

ESTIMATED MEDICn!E 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 offe:rsadditional 
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 e1e 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 ne' .... emphasis on male contraception. Un fortuna tely, 
there are few reliable data on male contraception in Peru. Despite the 
lack of prevalence data 011 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 significw,t 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, ana (b) increasing its adoption which is ir.hibited by 
ignorance and psychological and o~~er concerns about male sterilization. 
These constraints Hill be addressed during project implementation through 
AID assistance to provide o.r1equat..'21y equipped operating facilities, 
better trained peI'sonJwl" and V3.:3txtomy kits. 

In conclusion, , .... hile there are a number of tel. ~mical 
feasibility issues involv~n 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 'dhich should help to guari::ntee the 
technical feasibilit~· 0:: the project. 

1. Institutional Experience 

As discussed jl: the Institutional Anal:;sis (IV .B), all of 
the organizations involveu 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 si~lificant probla~s 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 f0r 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 estimatinq and promoting demand for family planning 
s~Tices, 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 adec~ate logistics 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 ~e information system required to project contraceptive 
material demand. 

Each health region ,t/ill 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 tldministrative structure for providing support at each level 
in the area:; -,I :jupervision, logistics, supplies, evaluation, and 
specifically defined service delivery components such cJ.S 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. 



- 56 -

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 Logistics in .the primary Health plan." It includes i'l. 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. In 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 'Nill be: 

manual. 

Personnel Record Card 
Patient Register 
Community Drug Requisition 
Supervisor's Checklist 
Supervisor's Monthly Report 

Use of these forms is described in detail in the 

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 ',viII be carried out 
according to the design of its administrative infrastructure, and technical 
assistance will be provided to facilitate successful implementation. 
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d. Other Insti tu tions 

Under this project, the other primary distributor of 
family planning supplies vTill 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 III 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. In 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 net',.;orks, ·,.,ill not experience the same logistical obstacles 
faced by t;1e :·IOH anc. ::11e IPSS. '·lost materials will be used in one or more 
sites ...,it..~ f.ew of the accompanying 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 affective 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 ':1ant any more 
children. The Project will augment the seL~ices already provided in Peru 
in order to respond to the unmet demand for all methods, by providing oral 



- 58 -

contraceptives, TIJDs, foams, and tablets. surgical methods \·lill .. 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 ,-:ommunity-level activities in the MOH 
and private sector. The IUD, previously available only through the public 
sector and organized private program~,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 otfer family planning services to couples desiring to space 
their children or limit fru~ily size, there are organized groups in Peru -­
specifically, certain elements within the Catholic Church, certain political 
gro~ps, and som~ 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 ~e GOP's efforts. Recognizing the.potential consequences 
of an all-out attack by either the Church qr 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 t~at 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 vii th this "low profile" posi'~ion, the MOH has 
rejected, for the time being, a program in commercial ret~il sales (CRS) 
for Peru, feeling that it would raise the visibility of f:amily planning 
and encourage organized opposition. However, since CRS strategies have 
proved effective in distributing contraceptives in many areas, the MOH 
will reexaloine 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 Chul.'<..:h by inclUding it, wherever possible, 
within HOH-sponsored programs. For this reason, support of the National 
Population Council, which ras 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 urbanization 

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.C%. 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 ~eblos 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 su~h as Chiclayo, Trujillo, and ~~ote on the 
north coast and Arequipa and Tacna in thE' south. 

Common observation and various studies indicate that 
the massive migration outpaces the indl.4strialization process and that an 
increasingly large share or urban labor is employed in low productivi~y 
service actizi.ties, resulting in high levels of lm-.·-income employment in 
urban areas. 

b. Existing Urban Ilealth Facilities 

Existing healt21 facilities in major urban areas var~ 
widely with respect to geographic disFtrsion, availability of essential 
services and medicines, availability of medical personnel, and cost of 
se~es. Lima presents a panor2ma of health care facilities that 
represents the extreme in contrasts -- with highly specialized HOIl 
hospitals and expensive and prestigious private clinics existing only a 
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few kilometers from poorly managed and relatively unstocked health centers 
m the peripheral pueblos jovenes. In Lima, as m 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, mcluding both professional and laboratory fees, 
as well as time and transport costs, preclude this alternative ttr that 
segment of the population exist~ In precariously low mcomes. 

Marginal urban dwellers are also, for the most part, 
excluded from Social Security benefits. To qualify for these benefits, 
enployees must be actively working m the tlmodern" sector - i.e., 
factories, offices, government entities, etc. Domestic workers, while 
eligible, are v;ry rarely signed up, since most middle to upper socio­
economic class enployers do not encourage Social Security participation. 

The two 7iable alternative~for the vast majority 
of marginal urban dwellers are the health centers, located in their own 
communities, or specialized MOH hospitals generally located in the :inner 
urban area convenient to tlmodern" sector employrrent and middle and upper 
socio-economic class housing. Each of these has its own distmct set of 
problems, described below: 

(1) MOH hospitals: The MOH operates and maintams 
a series of hospitals throughout the country. In Lima, there are a series 
of "specializedtl 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 m-patient facilities, such as sheets, blankets, 
sterilizers, boilers, X-ray equipment, incubators, etc.; insufficient 
medical staff, including doctor:::;, r~tt1::::;es une.: -t.:,:,clmici.:ms, to oversee 
operations; and insufficient resources to adcs~ately attend the burgeoning 
out-patient population. 

1:1 i\ private pediatric consultation in a cl.inic located m a middle class 
.::u-ea of Lirna., for c;-:.:!.I:'Vle, costs appro:d::l.:ttely $8. vO. Round trip 
transportation fron the Villa El Salvador pueblo joven complex, south 
of Lima, would cost un .:ldditional $1.20 per person, and the entire 
CJ:ip plus consultation \'lOuld t.:J.ke about four hours, representing 
~lQut $ 2 • 00 m lost income. 

Y There are a very £e\,l low cost health f.:lcilities located in pueblos 
jovenes run by local or international PVOs; \'lhile health care is 
considered excellent, coverage is too minirna.l to consider as a true 
alternative. 
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While the MOH has labored intensively to bring 
about needed changes in the goverrunent-run hospital facilities, even the 
most optimistic GOP observers concede that it will take at least five 
years to bring hospital car~ to everl minimally acceptable levels, and 
even then only with major international donor assistance or long-term 
credit. 

(2) Community-Level Health Centers: In theory 
the health cenb3r .is 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-crm'lded, 
pharmaceutical stocks are inadequate, and basic equipment is frequently 
non-existent or oub-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 t-DH 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 s~ly lost confidence in the 
local health center. The combination of long waits, marginal services, 
and lack of medicines have led to a IOOUllting 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 s~ly forego modern attention 
altogether. The result has thus been, first, an arti£icial overloading 
of the hospitals system, and, second, an underutilization of the health 
center system. 

c. Benefit Incidence: Primary Health 

The strengthening of ongoing prima.:t:y health 
activities in Il'.ajor urban areas will have a nwnber of major be~efits. 

First, by focussing on providir~ a full range of 
preventive health services combined with reinforcing community education 
programs, the socj~ barriers to marginal urban client acceptance ,will 
be lowe~ed. The majority of adult pueblo joven residents nre migrants 
from the sierra, where 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 seeking 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 upgradinCJ health centers so that 
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needed services will be available and affordable to this largely migrant 
population will thus be accompanied by an intensive program of comnumity 
education which, in turn, ,qill 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 be~'leen 
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 comnumity 
in its operations end outreach activities through "health conunittees." 
The committee then works with the community in determining priorities, 
such as promotion of school nutrition, construction of comnumity 
latrines, or bringing pressure on local authorities for construction of 
basic health-related infrastructure. The health center then beccmes an 
important comnumity resource for a wide variety of activities which 
affect the population it ser.ves. 

2. Family Plann:Ulg 

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 henlth infra­
structure of the MOH and Social Security. This r.Ddel follows the 
experience of past AID support in Latin America for family planning, 
particularly during t..~e nascent stage of development of il count...ry' s 
family plarming progran. Ti.le Project focuses en ·l)till: .~:::.:ansiun and 
integration of family pl~ing services into -.:ill.! ;:rir:ury ;:8alth Cilld 
private sector activities already undervlaYi and (2) the coordination of 
national population policy ;;md research analysis. Two key factors in 
understanding the proposed Project from a socia-cultural standpoint are: 
(1) that family planning is an accepted technolog::: for Hhich there is a 
large unrnet delCilndi ;;md (:2) tl:.J.t L'1tc.:grating ::o.nil:z plalming within 
primary health c~e can i.-::provc .:mLl .lll::;:reasC! the L"':!pact of both services. 

In the AID Ponul.:ltion Tasl~ Force hcport i::;:med in 
June 1980, Peru appears among t\lOS(: priority countries '!lorldwide which 
have an annual population increusc of 40U, 000 or more. From the findings 
of that report, P(~ru now emer.ges ;]s ;] country in which a voluntary family 
program should meet with positive results, due both to the great need 
for services which exists and to the positive government commitment 
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toward family planning Wlder the Belaunde administration. 

The 1977-79 World Fertility study!lcarried 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 11). Eighty-five percent of those using 
contraception are not using an efficient method. There is also a very 
high umnet 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 volWltary 
sterilization services, if available. (See Table 12). 

The estimate of unrnet demand for contraception is that 
27% of the women lIat riskll desire some contraception and 50% of the women 
"at riskll desire efficient or modern methods. The substaIl ':ial unrnet 
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 eIlq?hasis 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 \'/omen have familiarity with oral 
contraceptives (63%), injection (61%), female sterilization (59%). Only 
hall 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 cOWltries in Latin America. 

Y Recent sources, mostly of Peruvian authorship, were consulted in 
Wldertaking this analysis. The primary data source on fertility 
knowledge, practice,and unmet demand was the World Fertility survey 
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 l'eruvian Homan," CEPD, Lima 1975. 
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TABLE 11 

PERCENTAGE OF EXPOSED WOMEN - ESTIMATES OF UNMET NEED 

TYPE 

1. Exposed women 

a. Not US:Ulg any method 
b. Not using efficient method 

2. l.lJ. exposed women who want no more children 

a. Not using any method 
b. Not using efficient method 

SOURCE: World Fertility Survey 
First Country Reports, 
Tables 5.2.3 and 5.2.3.B 

PERCENT 

59% 
85% 

2'7% 
50% 
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b. Cur.rent 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 contzaception: 

Total 

Cur.rent age 
15-19 
20-24 
25-29 
30-34 
35-39 
40-44 
45-4~ 

41.2% 

24% 
38 
46 
50 
42 
39 
31 

*Sample = 3,851 women 

c. Cur.rent Services 

At present, family planning servicee cover only a 
small portion vf 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 services 
by the existing health structure. It is estimated that of those 330,471 
women using effective meti1ods, approximately 80% or 264,376 are currently 
receiving contraceptives tl1rough commercial and street sales and private 
medicaJ. facilities. Approximately 10%, or 33,047 women, are receiving 
sE'.rvices in orgam.zed private sector programs including ADIFAH, Hospital 
Loayza, Instituto Harcelino, AU"\PARPE und others. An additional 10% are 
receiving services from the public health infrastructure of the :·wu.stry 
of Health, Social Security Institute and the Arrred Forces. 

d. Benefit Incidence: Family Planning 

Potential benefits, of u successful population 
program which results in progressive reductions in fumily size as well as 
in the overall population growti1 rute are nUlnerous. 

F:iIst, major healti1 benefits will be fostered by tilis 
Project. (1) Fewer pregnancies, accompanied by increased spacing be~deen 
births, will reduce the incidence of complicutions during pregnancy that 
often result in adverse health effects for both the rrot.her and tl1e fetus. 
(2) With increased spac:ing bctHeen pregnancies, 10\'1-income mothers will 
have a longer period in which to breastfeed thc:iI infants, a distinct 
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TABLE 12 

l\NOWLEL'GE OF CONTRACEPTIVE METHODS: 
PERCENTAGE OF EVERY MARRIED WOMEN WHO HAVE EVER HEARD 

OF SPECIFIC METHODS, PERU, 1969 AND 1977-l~,78 

METHOD ENAF (1977-78)* PECFAL (1969)** 

Any method 82 

pill 63 

Injection 61 

Female Sterilization 59 

Rhythm 55 

IUD 49 

Douche 47 

Condom 40 

Withdrawal 40 

Diaphragm Spermicides 31 

Male Sterilization 19 

Other 11 

SOURCE: World Fertility Survey of Peru 1977-1978 

* Table 4.1 and 4.2 
** Table 4.2 (Comparative Survey of Fertility in 

Latin Arr~rica, 1969) 

36 

28 

6 

13 

16 

5 

14 

15 

8 

8 

4 

3 



TABLE 13 

PERCENTAGE OF CURRENTLY MARRIED WOMEN AGE 15-44 usnx; CONTRACEPTION BY METHOD, 

SELECTED AREAS IN LATIN AMERICA AND THE UNITED STATES OF AMERICA 

United Sao Paulo Costa 

Clrl"ent USE: and Method States State, Brazil Rica Panama* Mexico Paraguay Peru 
(1976) (1978) (1978) (1976) (1978) (1977) (77-78) 

CUrrently Using 67.8 63.9 63.9 53.9 41.0 25.7 25.4 

Orals 22.3 27.8 23.2 17.0 14.0 10.1 4.2 
Steri lizc.::ion 19.3 16.1 14.6 21.6 7.0 2.9 2.7 

IUD 6.1 0.4 5.1 3.7 7.0 3.4 1.4 

ConcoIT. 7.2 6.6 8.4 1.2 1.0 1.8 1.1 

Other ~lethods 12.9 13.0 12.6 10.4 12.0 7.4 16.0 

Not currently U~in9 32.2 36.1 36.1 46.1 59.0 74.3 74.6 

Number of \vom<:::n (in samplf') 8,611 1,880 2,037 2,723 2,663 1,208 5,076 

Reported or Estimated 

Crude BirtL Rat", (per 

1,000 popul at i or.) 14.B 23.9 29.8 30.8 38.0 46.0 42.0 

* Includ02::: all 1 ':" \:0men 20-4<). It is estimated that 47% of currently married women age 15-44 were 
currently U=>iI.y contraception. 

El 
Salvador 

(1975) 

21.8 

7.4 
9.8 
2.0 
0.6 
2.0 

78.2 

1,351 

43.0 

SOURCE: r·1orri 5, Leo "The Us..: of contraceptive Prevalence Surveys to Evaluate the Family PLanning Program 

in El Salvador and Ot~er Countries in Latin America". Paper presented at EIS 

Conf(-;-ence, A.tlanta, Georgia, 1979. 
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advantage especially in low-income target areas 'Ilhere parents cannot 
afford to purchase food supplements of the same nutritional value as 
maternal milk. (3) Improved infant nutrition as well as birth of fewer 
children due to incr8ased spacing will have a positive impact on family 
nutrition in general. One resuJ.t 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 
resuJ.t from family planning: (1) Low-income families, as a result of 
having fe\ver children, will be able to enjoy a higher standard of living 
(2) By the year 2000, fewer workers than currently estimated shouJ.d be 
entering the workforce. (3) Yearly savings to the GOP in social and 
welfare programs (e.g. health and education services, subsidies) should 
be significa.r..t. (4) CrO\vding should be significantly lower, especially 
in low-income urban arnas where existing housing is more adequate for 
smaller farnili·~s. (5) Nany children, who might otherwise lack the 
financial means to cOLplete their academic/vocational training, should 
be able to continue ,;.~.t:h their scnooling. 

Finally, family planning has a high and positive 
iIrq;lact on the role of women. With fewer pregnancies and increased 
spacing between pregnancies, adverse effects on maternal 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 nore tiIre 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, w..ll be able to work in full­
time, salaried jobs. Finally,:ls \,lives.and :nothers, women with fewer 
children should also have the time to be more effec·tive in these roles 
as well as pursue 0~1er social and economic opportunities. 

i'lith a fertility rate in Peru of G. 4 children per 
''loman, the potential :L.::1pact of a "lell-organized, n .. l.tiom'lide farllly 
planning program is great. The number of pregnancies a woman has, her 
age, ~1e interval b'.3b.,een pregnancies, and socio-economic ~.:..nditions 

are primary determinants of the health impact of childbearing. Hate rna 1 
and infant nortality and norbidity are higher among adolescent mothers 
and ,",omen in their thll:ties and older. I'lith the delivery of .J. fourth 
child, the incidence of lL.atornal JCcJ.th, sti1lli:i.r~1, Ll.nd infa.nt :;lortcJ.lity 
also rises cJ.nd increases \·lith each subsequent delivery. A reduced muabcr 
of pregnancies and grccJ.ter SPcJ.C:U1g of births :i.mproves the nutritioncJ.l 
status of ",olOOn, cJ.S well as the hecJ.l th of her offspr:U1g. Finally, 
abortion complications arc cJ.lso G::e of the lecJ.ding causes of death among 
women of reproductive agcJJ. Clearly, ~1e general health of WOloon would 

~ See Comnlications of AboLtion 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 22.190 of Peruvian women 
receive pre-natal care, only 26% receive medical attention d.t the ti;ne 
of b:ix+..h, and only 6.6% receive post-natal care. 

Access to family planning services also offers 
psychological security for ,."omen to the extent that they may perceive 
themselves as having more control over their lives. The economic 
benefits should not be under emphasized either, since the family can be 
limited to tbe number of children that are desired and that can be 
supported. .l!'~nally, limiting the size of the family may offer 
oppo:ttunitie'; for women to seek employment outside the home or for 
educational advancement. By draw:Ulg women outside their homes and 
families, education may bring about changes in self-image, further 
developing independent values and asp.ll'ations. 

A substantial nwnber of women (36%) practice both 
m:>dern and less effective methods of contraception, even though they 
would like to have m:>re children-and thus are us~ contraceptives for 
the purpose of spacing their children. 

Despite the opposition of the Velasco Goverrunent to 
all efforts to provide either family plann:Ulg information or services, 
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 m:>tivation 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 Health Care 

Health care is a basic hu:::'i'lIl need, one which until very 
recently has been effectively denied to a ~ignificant portion of Peru's 
lowest economic strats population. Traditionally in Peru, health care 
has been alm:>st exclusively associated with the rrodern urban sector~ the 
high cost of establishing adequate health infrnstructure in outlying 
rural areas, combined with a reluctance on the part of trained 
professionals to leave the conveniences of the major cities, has resulted 
in a concentration of medical facilities in .1 handful of urb"m .:lrcas 
leaving a majority of the population ei~ler un::;e~~ed or drastically 
under served • 

The present government, cognizant of the developmentill 
implications of extending adequate heal~l services to these unserved and 
underscrved areas, 11.:15 embarJr..cc1 upon an ambitious program of primary 
health coverage. The long-range economic benefits "lhich will accrue as a 
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result of such coverage cannot be quantified with any degree of precl.sl.on, 
but there exists a substantial body of evidence that suggests a strong 
correlation ~tween improved health care in deve~oping countries and 
productivity.~ Productivity, measured in terms of increased work units 
as a result of better hunw1. health and ~onger lives, is, however, oruy 
one of the economic benefits which results from inves'bnent.s 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 wi~l be achieved at lower cost. 

- Improved health is associated with increased nutrient 
absorptive capacity, as wel~ as a reduced incidence of intestinal 
parasites; the combined effect is equivalent to a larger supply of food 
(macro-economic, or socie~, 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 ~lness 
or family ~lness requiring principal wage-earners to be absent (micro­
economic, or family, savings). 

The above list is, of course, not inclur:ive, but ra.ther 
represents. some of the quantifiable :benI;fi.ts which improved peripheral 
health care provides. (See Annex II Exhibit G for health and population 
sector data and Armex II Exhibit K for demographic, economic and socio­
cultural data.) 

2. Benefits of Family Plarming 

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 aJmual growth rate in national product was 
estimated at approximately 5.7% for the peDbd from 1950 to 1962; this 

Y See U. S. World Development Agenda 1977, which compares data on 
per capita incorne" 'infant mortality and ~ife expectuncy 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 ootential. 

C. Cost Effectiveness of Primary Healt~ Approach 

The proposed Project will result in measureable savings to 
users of the primary health system. At preseT~, as outlined in the 
social soundness analysis, there are few options open to the poor in terms 
of securing health care, and untU such time that adequate services are 
extenc~d to lural 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 us~r cost of from US $4 to US S12, as shown in 
the following table: 

Consultation Time Lost In.:.')me Transporl"a-
Type Facility 1/ Fee (Mec.;ian) Expended (at 50¢/hr.) tion Cost~ Total 

MOH Hosp ital • 50 6 hrs . $3.00 $1. 20 $4.70 
Cl inic 
Clinic 
Clinic 

Region 

IC:1 : 

Ica: 

Lim.:!: 

Lima: 

"A" 2.80 2 hrs. $1.00 .60 $4.40 
"B" 5.00 3 hrs. $1. 50 .80 57.30 
" C" 8.00 4 hrs. $2.00 $1.20 ~11. 20 

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

The primary health system supported by the present Project 
is designed to increase covernge as well :1S reduce user costs. ';Jhile the 
real costs to users differ from region to re~ ion, the follO\ ... in~ f jr~\lrcs ;lrc 
representative (figures in US S): 

Facility Consultation Time Lost Income Transporta-
Fee (~ledian) Expended (at 50¢/hr.) tion Costs Tot;:}l --

Ilealth Center .25 1 hr. .50 .sn 1. 25 
(scm i -li r hem) 
Health Center 
(semi-rur,:Jl) .25 30 trine .25 .25 .75 
Health Ccnter 

(urban) 1. 00 hr. .50 .50 2.00 
Health Post 

(semi-urban) .50 30 min. .25 ,? 'i l.OO 
Truj i.llo: lIc.:11th r:en I' or 

(urban) .50 1 hr. .50 .25 l. 25 
1ruj i11o: IICell t h Post 

(rur,lI) . 25 hr . .50 .2 'j I . "'1 
-----
lJCli.nic:,; ".\", ":~", [, "e" rf>fIL'C't the actual ':llnslIlt::1tion rep scales ,1t tl~rl'e [,imn r,lcilltil's; 
"A" i:~ lOr::ltl'c! in Comas, ,1 l.1rgl·I:: Jllwhlojr.'IJI'n nrc'a to tIll' llorth I)f Lima; "JI" i,; 10c,ltl'd in 
the cent(~r 01 Limn; "c" is locntL'cl in S,lll lsidr(l, a lar;jl'l:' 'Ippl'r C};ISS sllhllrh lp llll' ~;oIILh 

:J[ Limal \.Jhile i111 these figures ilr(~ from thl' Lima \lelrnpulitan arl';] , 1·111".' ;lrf' nol ;1~~/pic:Il 
)f health c'arc costs in other urban nreas. Ll'vel of sl:bsidy is higllCl' ill :1011 f;\(~il itil's. 
U ~IOIl est Lma t e s . 
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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 pro~oses 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 ye~rly user sav­
ings as a result of strengthening the primary health systems, will be 
on the magnitude of US$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 existinq "for­
mal" facilities r including ;·101-1 hospitals and private sector clinics; 
(2) irrmediately 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 precisely 4uantify ~he 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 
US$30 million in the second alternative over a five year period. These 
figures have been calculated on the following basis: 

Alternative 1: Upgrading/Expanding Existing Formal Facilities.l/ 
---Construction of five new hospitals in 

Lima (240 beds) ~ $80 million each $400,000,000 
---Construction of 20 regional hospitals 

(80 beds) in currently unserved areas 
~ 520 million eilch 100,000,000 

--- C,)l1sLLtil't ion l)j' ; ')0 i:ummlln iL': :IL·<t:.tl: Conters 
75,000,000 ~~)()()J)()O L~dC:l . 

---Annual maintenance/operation costs for 
all new facilities: $20 million a year 
for 5 years 

Alternative~: Relocation of ~edical Personnel 
---200 medical personnel ~ S20,000/yr. 

for f i v'~ 'Ieelrs 
---Transpor~ costs 
---Separate maintenance for families: 

$5,000 x 200 x 5 
---Upgrading 200 health centers J 

SlO,()I)O eel. (:1<".'.' l'r]lliprr.L'IlL) 

1:/ Based on :-:Ul! figures for ]J l:1nlll~d expansion. 

100,000,000 
5975,000,000 

$20,000,000 
3,000,000 

5,000,000 

:2 , 000, lH)O 

::;20,001), 'jOO 
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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 population component, the Mission feels 
that the proposed technology represents a proven cost-efficient way 
A commercial retail sales program has been rej ected at this tirne, 
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 lEE was reviewed ~nd approved by 
the LAC Bureau's Environmental Advisor on January 30, 1981. A copy 
of the lEE is attached as Annex I Exhibit F. 
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v. IMPLEMENTATION 

A. Project Schedule 

The Project will be :i.nplemented 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 1981 and conditions Precedent will be met by 
December 1981. This period will be used by the Hinistry for the 
purpose of Project planning 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 IDH 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 January 1982 as possible. Shortly, after the pr:i.mary 
conditions are met, the secon~j! Conditions Precedent will be fulfilled. 
To meet the secondary Conditions, each of the participating institutions 
will develop a time-phased operational plan for the li£e of the Project. 
This plan will be submitted to the MDH 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 
lOOt. The plans will provide detciiled information for the first year, 
including a quarterly schedule of activities; a detailed financial plan 
a plan for sup=rvision of Project activities at regional and community 
levels, with projected personnel requirements; and a local purchase 
procurement plan. In£ormation for subsequent years will be more genera,' 
with plans being updated on a yearly basis. The plans will be reviewed 
by USAID and the HOH each year, and approved by the Hission prior to 
beginning disbursG.'1'.ents for each Proj ect year. 

During the first year of Project activities, primary heal~~ 
services will be expanded to approximately 25% of the estimated target 
population of one million, located in pueblos jovenes of Arequipa, Lima 
and Chirnbote. ,'!uch of i:he 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 \'lill receive equipment and 500 promoters 
will be trained. Family plarming services \'lill be initiated through 
the rural primary health care delivery system in 17 health regions. In 
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 plarming 
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 as~istance and 
procurement of equipment and materials as shown in Table 3 of the 
Financial Analysis. Grant funds in the arrount 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 Analysi~ for the purchase of 
contraceptive supplies and support of training and supe~vision 
activities. Loan funds will also.the 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 lJ1.ldgcts by AID and the 
MOH. Disbw:sements will be made on an aCJ:vance 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 RuraJ. water Systems projects and has proved successful. 
Exact· details of the advance and liquidation procedures will be worked 
out with personnel of the MJH and other participating institutions 
a£ter the signing of the Agreement, and will be subsequently confirmed 
in Implementation Letter N° 1 

C. Procurement and Contracting Procedures 

1. Procurement and Contracting Hode 

Under the previous two health sector projects financed by 
AID, Mission procurement l1'Ode has been utilized. This decision was made 
based on the limited staff resources which ihe 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 Primary Health 
Project, project-funded technical assistance was available to assist 
the Ministry in developing a detailed logistics plan for the distribution 
and control of the conunoditie::: provided under the Project. This plan 
also served as a basis for the logistics requirements under the Rural 
~'later Systems project. 

~'l1rile this assistance has been helpful in providing t.he 
HJH with the beginnings of a workable logistics system, it has also 
highlighted the limited staff resources and institut:i.oni3.l l.lc:l.pability 
of the Hinistry to carry out local and international procurement for 
both conunodities 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 Hission believes that an exception to the 
country contracting pdicy as set forth in PD 68 is justified. 
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PROJECT ACTIVITY 1981 1982 
______________________ -.::JFNAMJJASOND JFMAMJJASOND 

1. project Approval 

2. project signed 

3. Initial conditions Precedent Met 

4. preparation of operational plans 

5. Coordination/Orientation Seminar 

6. preparation of Vehicle procurement 

7. Vehicle Procurement 

8. Secondary Conditions precedent Met 

9. Initial Procurement of contraceptive 
Supplies & Equipment 

10. subsequent Procurement of Contra­
ceptives & Equipment 

11. Local Procurement 

12. NedicCil Equipment Procurement 

13. Drug Procur3ment 

14. Initiation of Family Planning 
Services at project Sites 

15. Research 

16. Evaluatioll & i1onitoring 

17. project Assistance Completion Date 

x 

x 

x 

x 

1983 1984 1985 
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x 
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addition, with regard to the contraceptive sllpplies 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 USAIJ"'I. 
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 MJH will have the 
institutional capability to carry out international procurement for 
the types and quantities of the corranodities required to contin'ue a 
national family planning program. 

2. Procurement Plan 

The sources ar~ origin of grant-financed goods under 
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 commoclities will also follow standard AID procurement procedures. 
Off-shore procurement will be carried out by AID. Local procurement will 
be effected by the Hinistry utilizing procedures acceptable to AID. 

A waiver is being requested for procurement of a locally 
produced oral rehydration salts in order to speed procuren~nt and delive~J 
as well as to support local production. until recently, the H)H was 
unable to interest any local pharmaceutical manufacturer in producing 
this item, and the lack of local production capability hindered ~llnistry 
programs which were aimed at reducing the effects of infant dehydra'tion 
as a Y."esult of diarrheal disease. Now that locally produced supplies 
are available, the l-lOH has begun a national campaign to combat this 
important health problem and the i-lission wishes to support the !·lOB 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 Projec·t:. cozmnittee will monitor this Project and 
will have the following responsibilities: 

1. Proj ect Management 

The Project Manager will be assigned from the Mission's 
Health, Education, and Nutrition Office. The Project l-lanager will work 
closely with the l-K>H General Directorate of Maternal-child Health and 
Population, representatives of other participating ug~ncies, 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 Cozmnittee and will work closely with 
the Project !<f.anager of the Primary Health Loan so as to assure 
c0nt>lementary implementation and close coordination of both Mission­
fWlded 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. ~ation 

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. 

HCHP 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 ~1e coming year and an annual operating 
budget with GOP cOWlterpart allocation and AID local currency 
requirements. 
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E. Evaluation Plan 

In additior. to periodic reviews and continual monitoring, 
two major evaluations \'lill be undertaken. Appro::-d.mately one year after 
Project implementation activities begin or when it is considered 
teclmically feasible by representatives of the ,W..stitut.ions involved 
and/or AID, a comprehensive evaluation will be undertaken ... The 
evaluation "'ill: 

1. summarize and review the m::mitoring activities of the 
institutions involved and examine data collection manage.rrent. 

2. Assess overall project management and supervision with 
emphasis on the logistics/support system, e.g., the distribu°tion of 
basic heal. th equipment, medicines, family pl.ann.ing, cornmodi ties, and 
othP-r inputs. If problems are detected, tlw evaluation will reconunend 
specific steps to remeuy the identified problems. 

3. Analyze teclmical assistance provided under the Project 
and make recommendations:if necessaxy. 

4. Assess integrat..::.Ql'I_of public and---pri'Vau :i.:t:~"'tions 
participating in Project activities. 

The final evaluation, to be mdertaken shortly J::efore Project 
completion, will concentrate on Project impact. 

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



CERTIFICATION PURSUANT TO SECTION 611(e) OF THE 

FOREIGN ASSISTANCE ACT OF 1961, AS A}lliNDED 

ANNEX I 

EXHIBIT A 

Page 1 of 1 

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. 

:L!rIJ/ 
Leonard Yaege~, Di~tor 

USAID/Peru 



MINISTERIO DE SALUD 

ANNEX I 
EXHIBIT B 
page 1 of 1 

Lirra, 
BEST AVAILABLE DOCUMENT 

Sefior 
LEONARD YAEGER 
Di... '3ctor de 1a Agencia para 
el DesarTOllo Internacional 
CIUDAD 

Estimado Seiior Yaeger : 

Tengo el agredo de diriginne a ill. en relacion a nuestro Proyecto 
"ExtensiOn de Coberture de Servicios de Salud Integral Materno -
Infantil", con el prop5sito de solicitar ofic:i.a.J..lrente a la Agen -
cia para el Desarrollo Internacional - AID de los Estados Unidos 
de Norte America, el otorgamiento de un prestano de US$ 4' 000,000 
en las condiciones m3.S favorebles que concede AID, as! COJIO tam -
bien una. donacion de US$ 6' 800 ,000. La contrapartida nacional pa 
ra este monto asca~dera a US$3'600,000. -

Los fondos del pres"tamJ solicitado seran L4tilizados para bI'inc:l.ar 
aPJYO a la expansion de servicios de salud prirraria en las areas 

, al \ 1 - --' ,. '.. '1'" rrargm es l...:r02f12S, 'J C2 :'::n~.os c':e .i.a:lCT':.2Clcn .:;e utl lzaran r..a-
ra aPJyar 1a r:ol.i "tica del l:JJbierno Pen..larl0 de proveer servicios -
de planificacion famiJ.iar, a. fin ~::e q\.le las l=ersonas puedan imple 
mentar su decision volun"taria e infOD1Bda sobre La dimension de­
su familia. 

!!a.go prop':.cia la oINr'tunidad Dara 02;"'1JrcSdr a Ud. Senor Direc"tor, 
mi rrayoI'.considera.ci6n. 

Atentamente, 

UM,d~~ 



DRAFT PROJECT AUTHORIZATION 

Name of Country: Peru 

ANNEX I 
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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 Hea1th/Pami1y 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 b~sic primary health 

services in marginal urban areas and reinforcing the service delivery 

capabilities of the health cent.ers of the Peruvian Ministry 0f 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 off1cer(s) to whom such authority is delegated in accordance with 



AID regulations and Delegations 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 Ori;~in of Goods and Sec/ices (LO[l11) 

ANNEX I 
Exhibit C 
Page 2 of 6 

Goods and services, except for ocean shipping, financed by A.I.D. 

under the Loan shall have their source and origin in Peru or 1n countries 

included in A. LD. Geographic Code 941, except as A. LD. may otiIenoJise 

agree in writing. Ocean s'J~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. 



c. Source and Origin of Goods and S~rvices (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.1.D. may othen.rise agree in writing. 

ANNEX I 
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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 ~inistry of Health. 

(2) Condition Precedent to 9isbursement for the Activities of 

Any Imnlementinl!, Ori;Clnization Under the Project, Except the ~1inistry_ 

of Health (Loan and Grant) 

Prior to Clny disbursement, or the issuance of any commitment 

documents under the Project Agreement for the activities of Clny 

Implementing Organization urtder the Project. the Cooper;]ting 

Country shall furnish, in form and substance satisfactory to A.I.D 

an agreement between that ~1inistry of lIe,llth ,md such Lmrlementing 

Organization describing the mutual resp0li!,;ibi lit iL'S t)f the :"-linistry 

of Health and the Implementing Organization l1l1der the Project. 
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(3) Condition Precedent to Disbursement for Project Activities 

other than Initial Technical Assistan~e 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 Count~~ 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 :)lan, a Financial 

Plan, and a Training Plan. The Staffing Plan should describe the personnel 

to be provided by the MOH and each participating 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 lmder 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. 



(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 

ANNEX I 
Exhibit C 
Page 5 Of 6 

each Project Year subsequent to the First Project Year, the Cooperating 

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 heakh and family planning services. 

(2) Peru shall covenant that it will car~J out Project activities in accordance 

with relevant united States 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 A.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 Peru of oral rehydration salts. 
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Listed betow are, first, statutory criteria applicable generally to FAA funds. and then criteria 
applicable to individual fund sources: Development Asistance and Economic Support Fund. 

A. ~ ~RITERIA FOR COUNTRY ELIGIBILITY 

1. FAf ~. ~ 16. Can it be demonstrated that Yes 
contemplq~ea-assistance will directly benefit 
the needy? If not, has the Department of 
State determined that this gLvernment has 
engaged in a ~sistent pattern of gross 
violations 01 'ernation~lly recognized 
hLJnan rights? 

2. FAA Sec. 481. 's it been determined that No 
the government of ~ient country has failed 
to take adequate st, '0 prevent narcotics 
drugs and other contI 'I substances (as 
defi ned by the Compreh, 'e Drug Abuse 
Prevention and Control k ~ 1970) produced 
or processed, in whole or ~rt. in such 
country, or transported thr, such country, 
from being sold illegally wit ~he juris-
diction of such country to U.S. 'ernment 
personne 1 or thei r dependents. o. ~ 
entering the United States unlawfL ' 

3. FAA Sec. 620(b). If assistance L Yes 
a government, has the Secretary of StatL 
detenni ned that it I s not contro 11 ed by tl. 
international Communist movement? 

4. FAA Sec. 620(c). If assistance is to No 
government. 1s the goverrment liable as 
debtor or unconditional guarantor on any 
debt to a U.S. citizen for ~oods 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(et(1~. If assistance is to 
a govenment, has f (ncluding government No 
agencies or subdiv1sions) taken any action 
which has the effect of nationalizing, . 
expropriating. or otherwise seizing owner-
ship or ~ontrol of property cif 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. 620~a~ 620(f)j FY 79 Ape. Act, 
Sec. 108

f 
114 an 66. [s recipient country 

a Commun st country? Will assistance be pro­
vided to the Socialist Republic of Vietnam, 
cambodia. Laos. Cuba. Uganda, Mozambique. or 
Angola? 

7. FAA Sp.c. 620(1~. [s recipient country 
in any-;&y involve 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 (j). Has the ,~ountry pennitted 
or failed to take adequate measures to prevent 
the damage or destruction, by mob action, of 
U.S. property? 

9. FAA Sec. 620()). [f the country has failed 
to institute the investment guaranty program 
for the specific risks of expropriation, incon­
vertibility or confiscation, has the A[D 
Administrator within the past year cons1dered 
denying assistance to such government for this 
reason? 

10. FAA Sec. 620(0); Fishermen's Protective 
Act ot 1967, as amended. Sec. ~. If country 
has seized, or imposed any penalty or sanction 
against, !ny U.i. fishfng activities in 
international waters: 

a. h.lS an.v deduction required by the 
Fishermen's P~otect1ve Act been made? 

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

11. FAA Sec. 620j FY 79 ApD. Act,Sec. 603. 
(a) [s the government of the recipient country 
in default for more than 6 months on interest 
or princip'al of any AID loanto the country? 
(b) [s country in default exceed1ng one year 
On interest or prinGipal on U.S. loan under 
program for which App. Act appropriates 
funds? 

12~ FAA Sec. 620(s). [f 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 mi11tary 
expenditures, the amount of foreign exchange 
spent on military equipment and the 

AID HANDBOOt: 3, App 5C(l) 

No 

No 

No 

Yes 

No 

Yes 

No 

Yes, as reported in annual 
report on implementation of 
Sec. 620(s) 
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b. FAA Sec. 104 d 1. If appropdate, is 
this deve oprnent nc u ng Sahel) activ'ity designed 
to build motivation for smaller families through 
modification of economic and social condition5 
supportive of the desire for large families in 
programs such as education in and out of schoel, 
nutrition, disease control, maternal and child 
health services, agricultural production, rural 
development, and assistance to urb~n poor? 

2. Econ~nic Support Fund Country Criteria 

a. FAA Sec. 502B. Has the country engaged 
in a consistent pattern of gross violations of 
internationally recognized human rights? 

b. FAA Sec. 533(b). '.1111 assistance under 
the Southern Africa program be provided to 
Mozambique. Angola. Tanzania. or Zambia? If so, 
has President determined (and repnrted to the 
Congress) that such a5sistance will fur~her U.S. 
foreign policy interests? 

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

d. FY 79 App. Act,Sec. 113. Will assistance 
be provided for the purpose of aiding directly the 
efforts of the goverrwn:~nt of Sl!ch country to 
repress the legitimate r'lghts of the population 
of such country contrary to the Universal 
Declaration of Human Rights? 

e. FAA Sec. 620B. Will security supporting 
assistance be furn1shed to Argentina ~fter 
September 30, 19781 

AID HANDBOOK 3, App 5C(l) 

Yt::s 

N.A. 

N.A. 

N.A. 

N.A. 

N.A. 
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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 STANDARD ITEM CHECKLIST BEEN ~EVIEWEP FOR THIS PRODUCT? 

A. GENERAb CRITERIA FOR PROJECT 

2. FAA Sec. 61 63a666 ). Prior to obligation 
1n excess of $1 • I 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 
ass is tance? 

3. FAA Sec. 611~)(2). If further legislative 
action fs requfr wfthin recipient country, 
what is basis for reasonable expectation that 
such action will be completed In time to permit 
orderly accomplishment of purpose of the 
4sslstance? 

4. FAA Sec. 611 b . FY 79 A . Act Sec. 101. 
If or water or water-rc,~t~ an resource 
construction. hiS project met the standards 
and criteria as per the Principles and Standards 
for Planning Water and Related Land Resources 
dated Oct~ber 25. 1973? 

5. FAA Sec. 611 e. If project Is capitdl 
as~istance e.g., construction), and all 
U.S. assistance for It will exceed Sl million, 
has Mission Director certified and Regional 
Assistant Administrator taken Into consideration 
the country's capability effectively to malnt41n 
and utilize the project? 

6. FAA Sec. 209. Is project susceptible of 
execution as part of regional or multilateral 
project? If so why is proje~t no~ so executed? 
Information and conclusion whether assistance 
will encourage regional development programs. 

A notification will be sent ro 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 o~ commodities by attempting 
to help PerG develop ~ts popUlation policy 
and extending an outreach effort in hea~i! 
and family planning services tied in to a· 
prior bilateral Mission loan 
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7. Information and conclusions 
whether pro ect w 1 encourage efforts of the 
country to: (a) increase the flow of international 
trade; (b) foster private initiative and cOlllileti­
tion; (c) encourage development and use of 
cooperatives. creJit 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. Infonllcltion and conclusion 
on how pro ec w encourage U.S. private trade 
and investment abroad and encourage private U.S. 
partiCipation in foreign assistance programs 
(including use of private trade channpls and the 
services of U.S. private enterprise) 

9. FAA Sec. 612(b); Sec. 6J6(h). Describe stt!ps 
taken ~o assure tha t, to the max Imum ex ten t pos s j­
ble, the country is contributing local currencies 
to meet the cost of contractual and other service~ 
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? 

AID HAND800K 3. App 5C(2) 
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Much of the, goods and services 
~nder the Proj ect 'viII be.purchased 
from private U.S. sources 

Peru will provide counterpart to 
meet the cost of many services ~ 
required by the Project. Local 
~oods and services wil: be paid 
for with local currency. 

No 

Yes 

12. FY 79 App. Act S~c. 60lL If assistance lS N A 
for the production of any CamlOdlty for export, •• 
is the commodity likely to be in surplus on world 
markets at the time the resulting productive 
capacity becomes Jperatlve, and is such assistance 
likely to cause substantial injury to U.S. 
producers of the sam~, similar. or competing 
caIIIlOdity? 

B. FUNDING CRITERIA FOR PROJECT 

1. Development Assistance Project Criteria 

. a. FAA Sec. 102(b)j 111' 113; 2ala. 
Extent to Which activity wil' (a) effectively 
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 

The Project will promote theparticipati 
~f women in the national economy of Perl 
and improve their status by giving thf:n 
greater control over fami~ planning 
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B.l.l. 

basis. using the appropriate U.S. Institutions; 
(b) help develop cooperatives. especially by tech­
nical assistance. to assist rural and urban poor to 
help themselves toward better life, and otherwise 
enco'!rage dSllocratlc private and local goverrvnental 
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
1

107. 
Is assistance being made available: (inc ude only 
applicable paragraph which corresponds to source 
of funds used. If more than one fund source Is 
used for project, include relevant paraqraph for 
each fund source.) 

(1) (103] for agriculture, rural development 
or nutrition; If so, extent to which activity Is 
specifically designed to Incrpase productivity and 
Income of rural poor; [103AJ If for ag1'1cul tural 
,'esearch, Is full account taken of needs of small 
fAnners; 

(2) (104J for populat10n planning under sec. 
104(b) or health under sec. 104(c); If 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, clinics and health posts. cOlilnerclal 
distribution systems and other modes of community 
research. 

(3) (105] for education, public admini­
stration, or human resources development; If so, 
extent to which activity strenQthens nonfonnal 
education. maKes formal education more relevant. 
especially for rural families ~nd ~rban poor. or 
strengthens management capability of Institutions 
enabling the poor to participate In development; 

(4) [I06J for technical assistance, energy. 
research, reconstruction, and selected development 
problems; If so. extent activity Is: 

, (I) technical cooperation and develop-
ment, especially with U.S. private and voluntary, 
or regional and International development., 
orgAnlzatlonsj 

(il) to help alleviate energy problems; 

(III) research Into. and evaluation of 
economic development processes and techniques. 

(Iv) reconstruction after natural or 
manmade disaster; 

I"ICTIVI DATI 

June 7. 1979 

ANNEX I 
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The Project is designed explicitly to 
emphasize. low cost,integrated delivery 
systems for health and family planning 
for the poorest people with particular 
attention to the needs of mothers and 
young children, using paramedical and 
auxiliary, medical personnel, 'clinics 
and health posts, and community 
distribution systems. 
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B.l.b.(4). 

(v) for spec1al development problem, 
and to enable proper ut111zat10n of ear11er U.S. 
infrastructure, etc., ass1stancei 

(v1) for programs of urban development, 
espec1ally small labor-intens1ve enterpr1ses, 
market1ng systems, and f1nanc1al or other inst1-
tut10ns·to help urban poor part1cipate in econom1c 
and soc1al development. 

c. [107] Is appropr1ate effort placed on use 
of appropriate technology? 

d. FAA Sec. 110(a). W1ll the rec1pient 
country provide at least 251 of the costs of the 
program, project, or act1v1ty with respect to. 
wh1ch the assistance 1s to be furn1shed (or has 
the latter cost-shar1ng requirement been waived 
for a "relatively least-developed" country)? 

e. FAA Sec. 110(b~. W111 grant cap1tal 
assistance be disburse for project over more 
than 3 years? If so, has justif1cation satis­
factory to the Congress been made, dnd efforts 
for other financ1ng, or 1s the rec1p1ent country 
Mrelatively least developed U? 

f. FAA Sec. 281~b). Descr1be extent to 
which program recogn zes the part1cular needs, 
des1res, and capac1t1es of the people of the 
countrYi utilizes the country's intellectual 
resources to encourage 1nst1tut10nal development; 
and supports c1v11 educat10n and tra1ning 1n 
skills requ1red for effect1ve partic1pation 1n 
governmental and political processes essent1al 
to self-governnent. 

g. FAA Sec. 122~b). Does the activity 
give reasonable prom se of contribut1ng to the 
development of econom1c resources, or to the 
increase or product1ve capacit1es and self­
sustaining econom1c growth? 

2. 

a. ~ Sec. 122(b}. [nformat10n and 
conclusion on capacity of the country to repay 
the loan, 1ncluding reasonableness of 
repayment prospects. 

b. FAA Sec. 620(d~. If ass1stance 1s for 
any productive enterpr se wh1ch w111 compete in 
the U.S. w1th U.S. enterpr1se, is there an 
agreement by tht rec1p1ent country to prevent 
export to the U.S. of more than 201 of the 
enterpr1se's annual production during the 11fe 
of the loan? 

AID HAHPIOOK 3, App 5C ( 2 ) 

Yes 

Yes 

N.A. 
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l'here is tremendous demand in Peru for 
the services to be provided by the ' 
Project. An essential component of tht 
Project is the involvement of Peruvian 
laaders in family planning policy. 

Yes, by helping to lim.it excessive 
population 'growth 

In the Mission's judgement, Peru has 
the capacity to repay the loan. Based 
upon events of th~ past few year9,P~ru 
ability and will to repay the loan :('3k1' 
it reasonable to expect repayment. 

N.P.. 
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8. 

3. Project Criteria Solely for Economic 
Support Fund 

a. FAA Sec. 531(al' Will this assistance 
support promote econom c or political stability? 
To the extent possible, does It reflect the 
policy directions of section 1027 

under 

3:32 

N.A. 

N.A. 

.".CTIV. OAT. 

June 7, 1979 
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Listed Dl!low clre sta~utory itl!ms whIch nOl1llally will Ill! COVHell routinely in those provisions 
of an ilssistance agreement dealinq with its impl~l1ientation, or covered in the agreement by 
imposiny limits on certa1n uses of funds, 

Thl!se ItCIII~ eire arrclnged unll~r lhl·yellcr..,1 1i~'IlIIIo"~ ut (Al f'rIlLurement, (13) Construction, and 
(C) utile r Restrict ions. 

A. Procurement 

1. FAA Sec. 602. Are thl!re drl'dllYl!llIl!nl) to 
pennit U.S. small business to )Jdrticipate 
equitably in the furnishing of qoods <.Illd 
servicps financed? 

2. FAA SI!C. 604(a). Will Jll IUllillUdllJ 

procurement financed bt: trOIli tlw U.~., t:Hc~1 
as otherwise determined Ily ltlt: I'I'~sldenl ur 
under delegation from him? 

3. FAA Sec. 604(d). II the coop~rdt1ny 
country discriminates against U.S, llIarine 
insurance companies, will agreement require 
that marine insurance be placed in the 
United States on conrnodities financed? 

4. FAA Sec_ 604(e). If oftshurl! procur~lII~llt 
of agricultural cOlllllodity or pr'oduct is to ilL' 
financed. is there provis10n against such pro­
curt:ment when the don-est ic pr'ice ot su(.h 
COIIIIIOd1ty is less than pdrity? 

5. FAA Sec. 608(a). lIill U.'., l'UVt:f'lIIIIt:lIl 
exce~s personal property be utililed wllerever 
prdcticable in 1 ieu of the pruLur'~III'mt ot lIew 
items? 

6. FAA Sec. 603. (a) Compliance with require­
ment In section 901(b) of the Merchant Marine 
Act of 1936. as amended, that at least 50 per 
centum of the gross tonnage of cOllvnodit ies 
(computed separat~ly for dry bulk carrier~, 
dry cargo liners, and tankers) financed Shdll 
bE transported on privately owned U.S.-fldY 
COlflnercial vessels to the extent thclt such 
vessels are available at fair and reasonable 
ra tes. 

7. FAA Sec. 621. If technical assistance is 
financed, will such assistance Ile furnished to 
the fullest extent practicable as goods and 
profl!ssional and other :.ervices from private 
enterprise on a contract ba~is? If 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 dgenci~~ will be 
utilized, are they paritcularly suitable, not 
competitive with private enterlJris~. dlld mdl.le 
available without undue interference with 
domestic programs? 

8. IlIterndtlUlli11 Air TI·dn~p(Jr_t._I~ 
Competitive Practices Act, 1974. If air 
transportation of persons or property is 
financed on grant basis, will IJrovision be 
made that U.S.-flag carriers will be utilized 
to the extent such service is available? 

9. FY 79 App. Act s~c. 105. Does the ~ontrdct 
for prJcurement contain a provision authorizinq 
the termillation of such contrdct for the 
convenience of the United States? 

B. Constructiun 

I. fAA ~~c. 601(~J. If d CdJ,Jllol (I·.y" 
cOllstructioril proJect. arc eWJIIII~er'III(1 dlld 
profe~~lulidl servlce~ of u.~). I inll\ dllt! ltll!I" 
dtfllidtes to u<: used to the IIldxlllllJlIl (!xtellt 
CUII~I~tent with the ndtiundl illlcr~~t~ 

2. FAA Sec. 611(c). If cOlltrdct!> for 
construction are to be flnaflced, will they be 
let on a ~ollllJetitlve bdSis to miu:imUir. extent 
pr'actlcable? 

J. FAA "cc. 620(kl. If tur constructIon of 
productive enterprise. will aygrcgate value 
of assistance to be furllished by the United 
States not exceed $100 mIllion? 

C. Qther k~5trlctl0llS 

1. FAA ".I!C. 122 jel. It develupmcllt 10011. is 
interest rate at least 21 per dnnum during 
grdce period and at led~t 31 per dnllum 
therea rter? 

2. FAA Sec. 301(d). If fUlid IS eHdbll~tled 
501elyby U.S. contributIOns drll.J illJrllililstere<l 
by In lnterndtiOIlJl orgdnizdtion, doe\ 
Curllptl'ullt!r Genera I hdve Julll t r1l)lit~'! 

l. fAA ~c. b20~h). 00 arra~nl~ ~reclude 
pruaodnq or cl\Slst,1'IIJ the fw\~qn .\11 pr()ll!.C.l'. 
or ~ctl~lt\~S of Ca..un,sl-b'~ countr'~. 
cootr.ry to lM best 'nt.ere~ls of the 
Un\ted 'l14U!s? 

,. fAA <..ce.. b'l6ill. \c;. hoooc.1fll.j not pen.it~d 
to be u~, "hhout .... h~r. for \lUrclw\~. \~ 
te.nl \e~.,.e. or e~ o( ~t\)r nMc\e 
~hc.tur~ ou\.c;.'~ tile \Jnl~ '::>tole ... Of' 

quoranty of suc.h transae.tlon. 

AID HANDBOOK 3, App 5C (3) 
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Contracts to which this prov~s~on is 
applicable will contain such· a provision. 

N.A. 

N.A. 

N.A. 

Yes 

N.A. 

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

Yes, this restriction will be incorporated 
in the Loan/Agreement. 
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5. Will drrangen~nts preclude use ot findnciny: 

a. FAA Sec. l04(f). To pay for pcrfonlldlll;l' of 
abortions or to motivate or coerCe per~ullS t.o 
practice dbortions, to pay for perfOrilldnCe of 
involuntary sterilization, or to coerce or 
provide financial incentive to any person to 
undergo sterilization? 

b. FAA ')ec. 620W. 10 CUIIIJ.lt!II~dll· uwllt~r~ 
for expropriated natfollallzed property? 

c. FAA Sec. 660. To filldnce polIce tr<llflirllJ 
or other law enforcen~nt dS5i5tdllce, except for 
narcotics programs? 

d. FAA Sec. 662. For CIA LlCtlvitles'! 

IF'EClIVE OATE 

June 7, 1979 
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Yes, the Loan/Grant Agreement will reflect 
this restriction. 

Yes 

Yes 

Yes 

e. FY-!9 App. Act Set. lU4. Til Pdy PI:II~IIJII' 
etc., for Ill1litary personnel? Yes 

f. FY 79 Apr>. Act SCI;. lUll. lu P<lY U.N, 
'assessments ? 

g. FY 79 A~t Act Sec. 107. fa C<lITY oul 
provisions of F sections 2~d) and 251(h)? 
(Transfer of FAA funds to multilateral 
organizations for lending.) 

h. f Y 79 App. Ac t Sec. 112. To f i nam.1! the 
export of nuclear equipment. fuel. or technology 
or to train foreign nations in nuclear fields? 

1. FY"9 App. Act Sec. 6UI. fa be u~l!d fur' 
publicity all propaganda purpOSC5 withill Unitl:d 
States not authorized by the Congress? 

Yes 

Yes 

Yes 

Yes 
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TAGS: 

CONT 
(~D 

'\1 40 

SUBJECT: f)AEC REI/lEN - I"IT~G'<ATEj FAMILY 
PIO 

, 

1. THE DA~C REVIE~ED AND APPRj~~O SU3JECT ~IJ l~ :E3RUARY 
~,1991. THE MISSI~'J MAY pqJC~E') -iITH UEv'ELClPMENT :JF THE 
PP WYICH SHQULD 3E SJ~MITTE9 F~~ AI~/N ~~~ItN AN~ APPR~v'AL 

PLEl\SE 'DTE TH.\T PRI'!P TJ l\JT-IJRUATIClN AN 
ADVICE [IF PFc)GRAM SYAN3E ,JILL 3E ilE~UloEI) • 

. 
2. THE FnLLOWIN~ ISSU~S SHDJL1 ~r AD1RESSEJ l~ T-I~ PP: 

A. ~OH INSTITUTIONAL :APACITV: 

THE P P S H: U L D F lJ L L Y 0 ESC =? I -3 E T -1 ~ A') M H' 1ST K A TI v'r: I .., A \j AGE K I A L 
AND OTHER CO~STRAINTS ~HI:~ IMPE)~ rYe E~~E:TIVE ~ELI~ERY 

AND EXPANSI~N ~F PRIMARY ~EALTH )r~VI:ES 3Y T-1E ~I~ISTRY 
JF HEALTH. REcn~ME~DATln~5 :]; I~PRJVIN~ ~DY MA'JA3EMENT 

.. 
co 

-,' r,. 
c: 

I.." •• 

-Q 

CAPA::ITY SHOULD 3E DI5:USSED· At>,j') THE- MEANS p,y ~HI:H See Institu-
IMPROVEMENTS WILL dE I'JT'(JOJC:::J !\I TH!.7 SU~v'I:E DeLIVERY tional Analys', 
SYSTEM, ESPECIALLY AT THE C~~T~AL LEVEL, SHOJLJ ~~ INCJR-
PORATEO IN THE PRGJECT DESI~~. SUCH ~EAN5 ~AY I~:LUDE ~D~E 
THAN THE PROVISI~N CF TECH~I:AL 6SSIST~N:~. FA:TORS SUCH 
AS T~E PR~5ENCE QF GJVE~N~ENT :~M~ITMENT A~J ~ILL SHJUL8 
qE CAREFULLY EXA~INED I~ THE PP ~ECAUSE THEY ALSJ IMPACT ON 
~OH'S A~S~RPTIV~ CAPACITY. 

3. FINANCIAL ANALYSIS: 

3E(AJSE THE PROP~S~J PROJECT ~ILL FI~A~CE A LARS~ P~O­
PORTlON OF ECURRENT COSTS S0:H AS SUPE~VISl~N, ~E)ICINES 
LOGISTICS SUPPORT ETC., IN AJOITI~N TJ THJS~ RECJ~~E~T 
:05TS ALRF60Y FI'JANCED J~JER TrlE ~RIMA~Y ~EALTrl pq~JE:T 
ANI) ~.JlLI_, IN FACT, I'-lC~rASE Tl1c "1iH'S [1PERATI~G ~nGET FQR 
THESE TTEI>IS SEVERAL~JLJ, f'jE t,,<t C"jI~CC:~NC) .J.,i=HF~ TrlE 
"IIJH ,JILL H A3LE' TO ASSIj~: ALL 1~1t= Toil ~i'E,H .. Tl\jr. ::::'ST5 jl: 

T 11 E P R 111 A f.< Y CAR E S Y S T ~..., . -) Y T:4 E : ~ t.) ~l F T H t P f,~ CJ J t r:: T • T ri c 
PP S~QULQ !NCLUOE A')ETAILED ANALYSIS IF T~E ~~:J~~E~T 
COSTS ~ASE) nN TrlE DP(~ATI~G ~E1JTREME~TS ~F THE F~IMARY 
:ARE SYSTEM AND STATE .JH~THE~ THE GOP, Gl~E\j T-Il :J~TI\jU-

See 
Financial 
Analysis, 



ING ,UOGET CONSTRAINTS, :AN SUP?ORT, AT A ~I~IMU~t THE 
PROJECT'S ~ECURRENT COSTS. THE MISSION SHOUL) C8NSIDER 
REQUIRING INCREASING GOP :OUNTERPART CONTRIgJTIO~S FOR 
THESE COSTS EACH YEAR ~UQING THE P~OJECT SO THAT 3Y THE 
LAST YEAR CO~NTERPART IS FINAN:ING ALL THE qECUR~~NT COSTS 
OF THE SYSTEM. DURING INTENSI~E REVIE~ T~E ~ISSIJN SHJULD 
ALSO EX4MINE ~ACH PROJECT CO~PJ~~NT, E.G. ~03ILE ~EALTH 
UNITS. TO INSURE IT IS THE MOST COST EFFE:TI~E M~ANS T8 
~ElIVER HEALTH/FAMILY PLAN~I~G CARE I~ VIE~ JF MO~ 
RESOJRCE CONSTRAINTS. ~E NJTf T~~ FI~ANCIAL ANALYSIS 
PLANNED UNDER THE PRIMARY HEALT,., P~GJECT ~JJLD HE ~ERY 
JSEFUL IN IDENTIFYI~G 3J03ETARY Tr~~os I~ T~E ~OH ~ND FOR 
CARRYI~G :lUT THE RECUR~E\H ::JST A'~ALYSIS. I'~ THE 
FINANCIAL PLAN, ~E WERE CJ~CE~~EO ~[TH THE LEVEL JF FUNDS 
~UDGETED FOR THE IEC CO~PO~E~T AND FOQ INFLATION AND 
CONTINGE~CI~S GIVEN THE CJ~TI~JI~~ HIJH I~FLATI~~ ~ATES IN 
PERU AND IN THE U.S. TYE ~ISSIJ~ SH:ULJ ALS] EXAMINE THE 
'IIEED Tel I'ICLUDE FUNDS F0r TH: ,ILATERAL :O"1PONcNT OF A 
COMME~CIAL qETAIL SALES PKGJ~A"1. 

,. .... EXPEPIENCE TJ DATE: 

THE 3ACKGR~UND SECTION OF TH= ?P SHnULD SJMMARIZE THE 
RESULTS OF THE IN-DEPT~ ~V4LJATIJ~ JF THE SJR ~E)IJ 
PROJECT SCHED'jLED FOR :E3RUARY, l!.jl-:,l, AS .-JELL AS ANY 
IMPORTANT LESSONS LEAR~ED FRJ~ I~ITIAL I~PLcMENTATION 
~CTI~ITIES FUNDED UNDER TH~ PkIMA~Y ~EALT~ FROJECT. ANY 
?RO~LEMS ARISING FRO~ THE DELIVERY OF CONTqA:EPTIJES ay 
:OMMUNITY AGENTS OR MIJ~I~ES SHJJLO 3E OISCJSSED 

Q. TARGET GRJUP: 

THE PP SHOULD IN:LUDE A COMPREH~NSIVE OES:RIPTIO~ JF THE 
CHARACTERISTICS OF THE CLI~~T ?JPULATI1N T:l 3E SERVED 

UNOEQ THE PROJECT INCLUDING A )ISCUSSI~~ J= T~E ~IX OF 
CONTRACEPTIVES TO BE USE). ALL THE 3E~EFI:IA~IES SHOULD 
~E ENUMERATEO,INCL~DING MEN. FJPTHERMORE, RECE~T DATA 
~HICH SUPPCRTS T~E DEMA~D FO~ F~M!LY PLAN~I~3 SERJICES 
S H 0 U LOB E t: I TED I "'J T,H E P P • 

~. IHPLEMENTATIJN ARRANGEME~TS: 

THE RELATIJNSHIP CF THE ~~Y T~ THE PRIVAT~ SE:TOQ A~ENCIES 
SHOULD 3F ~LEARLY DESCRIBED I~ THE PP AND THE F~J:EJURES 
TO ~~ USE~ F~R APPRQVI~G DPE~ATI~r PLANS ~~) FD~ PAYME~TS 
TO T~r. PRIVATE ORJA'III1ATlJ:IS S,-tJJLJ:'r i)~LI,"I~AT=O). jE­
:AUSE OF TH~ LAR~E ~JM~ER OF ::~MCDITIES TJ 3E P~JSU'~ED, 
I.E. CONTRACEPTIVES, MEDI:I~ES, A~D E~UIP~~~T, A )~T4IL~O 
TIM E - P HAS = ~ r'q 0 CU R E '1 t In P L A,~ S rl J J L ,) j E I ~ ':. L J) E [) T 'J THE ;J F 

J. A NEGATIvE DE'TERMI·~ATI:l,-.J ~J? THe !~E -1AS .:.E~1j 
~PPROvED ~rp THE ?ROJE:T 3Y Trl: 3U~E~U'S ~~vI~ON~:~T~L 
AOVISIJR. 

HAIG 
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Projoct Location: 

Project Ti-:':le: 

l''uncling : 

lEE p~cparfJd bYI 

Peru 

rn~gra.ted Fall\ily PlallllincJ/liC::illt.h 

Project Number: 

Life of p;r.o~i £;:(! t.: 

~~I'rLqul! Schroth [IS1\ID/Pnru 

Iktll1g Enl"i.ronmL'nt ... ' Coordilial:ur 

The USAID/Peru project colltmittet: to:c the Integrated Family Plarmil1.g1 
Health Projbct has w1.dertaken a complete Initial r:;nvironmental 
Examination (lEE) of the project envirolUllental. impacts ancl has 
arrived at Q recommendation for a 1'(:l3a. tive lJetermiuation as 
indicated in the Threshold Decislon Sectiorl. 

Concurrence: Date: 

I h~ve :revip.".:~~ the Initj a:L r::nv.i.l.'0'lllientaJ. Fxa!!L1.n:. L:ion P)·0PClJ.';~ by 
tlit:; Froject COflunittc:e fl.)): WIl:! LJd f.!lJ I'cl Lr::u j·uwi.l, l:,l:J..ll,.lIl.:t//Iu,:ltJl 
Vl7uject: and CC.)rll,'lIJ: ill 1':':1:;: ·'·!Ln.;;1 ·.i.l\.l :'u'.:.~:,.ilJj' .lUo..:'''';''i'llt.:llU.l~~.j.~l' .:.:..: :~ 

Nt!gative Detex.111ination. 

. .//. /' 1/ /:/ 
~~rr • I'll. I~" /(; ,t'-L" J I( 

MILA Decision· 

--------r(----------------J~---
Howurd 6. Lusk, Acting ~ructor 
USJ\lu/Pel'u ./ 

Based upon the Development Assi~tancc EXl:!c;utive conaui. ttet::: review 
of the Proj ect I dent.if ica tion UUC\.llI\I.!1l t lint: 1 ullin,:) the: 1 n i ti.:- 1 
Environlllf.!ntal Bxamilvl.ti')n ful' tJ.',:' Inte'Jrut.ed l'a.r.lily Plalll'linC)/ 
Health, I approve the 'l'hresholc.l u(:cision fur a ~Jativc 
DC!termination. 

i\unii.11:ullt A,jmLJli!Jl..rLd.ul 
fur Latin AJlre.cici.\ 

http:Nuqgati.ve
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Attachment to Annex 
Initial Environmental 
Examination (lEE) 

IMPACT IDENTIFICATION AND EVALUATION FOHM 

In~act Areas arid Sub-areas 

Impact Identification 
and 1:./ 

Evaluatinn 

A. LAND USE 

1. Changing the character of the land through: 

ft. Increasing the pop,ulution ------------
b. Extracting natural rcsources----------
c. Land cleuring--------------------------
d. Changing soil productivity capacity----

2. Altering natural defellSU:3 -----------------

3. Foreclosing ilnportunt uses ----------------

4. Jeopardizing man or his \'-Iorks -.:.-----------

5. Other factors ------------------.----------

B. WATEl< QUALITY 

1. Physical statc of water -------------------

2. Chemical and biological states ------------

3. Ecological balance ------------------------

4. OtlJ.er factors -----------------------------

Y Use the following symbols: N - No ellvironmental impact 

N 
N 
N 
N 

N 

N 

N 

None 

N 

N 

N 

None 

L - Little envirorunt::lltal impact 
M - r-loderate envirolUlIental impact 
11 - lIicr,12 enviromn.cntaJ. impact 
U - UJlJulown t;!l1Vil~OIl'llt!llt:al impac.;t 



IMPACT rDENTH'ICA'fION AND EVALUA'l'ION rom! 

C. ATI·J.)SPHERIC 

1. Air addtives ________________ _ 

2. Air pollutiun ________________ _ 

3. Noise pollution _______________________ ___ 

4. Other factors 

D. tlA'fURAL RESOUl{CES 

1. Diversiull, alt~red use of water _________ _ 

2. Irreversible, inefficient conlIni UIIi;lIts -----
3. Other fact.ors 

r:. '~lJr.'l'Ul<~.!. 

1. AJ.t(:rin<j j;lhy::;i(;al sYll\bu1:3 ____________ _ 

2. Dilution of cultural traditions -----------
3. Other factors 

F. ' SOCIOECONOtIlC 

1. Chanycs ill cconomic!e:;mpluyment patterns 

2. Changes ill population 

3. Changes in cultural pat.t.~rlls 

4. Other ~actors 

ANNEX I 
Exhibit F 
Page4 of 6 

N 

N 

~1 

N 

N 

N 

L 

L 

___ L ___ _ 
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"t. Ex~uninatiun of Nature, Scop~ and ~lagnitude of EnvirOlUlIl:!nt •. d 
Impacts: 

a) Project Description: 

ANNEX 
Exhibit f' 

Page 6 ,,:I 6 

This project will support the Ministry of Health efforts to 
extend primary health care to the marginal urban areas and in~egrat~ 

. fanlily plwming services into the hcal·th service system. 

Project funds will bc u£ed to pl;ovide trD.ining to health 
professionals und workers, to purchase minimal equipmellt, materials 
and basic m(~dicines £"01:: lmulth centers, to J;>urchus£;: mobile vans ior 
public health cOllnnwlity level pl.ocjr.;ull~ a.nd to develop heal"t-..h Jat:.;;. 
collection and lO'jint.ics syst.em::;. 'l'herc will also be a component 
oJ: technical iw::;i:;;til.nt:c in sevc::! al aspec ts of tJ..uining unu. lIIallagcnlcn1~ 

wId for general project evaluation. 

'l'htl P.L"ojl:ct'!:l pu::;:;;iLle c.:nvi.L"oIlllV,,!lItal etfo..,cts huve Lecn C.:l!'e­
fully reviewed following the order established in the Impact Identi­
fication and Evaluation 1:'01'11. 

It has been concluded that t.he project \vill not have any 
siljllificant impact willI retjard t.o ch~n9j.n'J the chnrt.ict.t!r 0:'7 use of 
1:1le ] ilnd <.'r r:<ltlsillg irrt:ve:rsj.ble or ineiiicient. c:o!l:uu.b.\t!nt:, cf 
na-":LU;i;i.l reSOLU:ces. ')'he pr,)·jt!ct. inl:t.:::r.v<.;!lit.irJi,:3 will 110t iJ.dv<.:.l.scly 
6f::!:t~.:;i·. "_1::; '.lU~ ... J. i .. ~'::i :)':: ef~oJ,,0~i.\.·r.1J !.ltj,:~~·~[~~r'. ,:.f ~:.: .. (. ":':I"'-~J.·, J\.:Ji: \.:i:'l 
p)';odnce und(:llil'r:~ble atlllc.n.ph(.!ri~ impi.wts. On the cOJlt'xurj, t.nl~y 

will support ~""nliunit.y ef£oI'ts Lo pl'otec.:t. wate/: :;;Ollrces. 'l'he 
proj ect IS ilnpucts on heal t.h und OIl cul t:ural and !Joclo -oc.:onuutic 
patterns \-/ill. be Vf:;ry positive. In gent:ral, th(: !Jl"oiuct. will 
improve the ht:~l th of th£;: P(!Oplt.:: by pI'oviding prl!vlmtiv~ i1u~lth 
wld family planning services spt.:cially focused on the health of 
mothers and in.l:all1:'s. Conullunity pCll.·tic.:iJ:lation will bt: ~trellyt.hened 
and cleanlill(~SS and health c.ctl.;~ hU0its will be 8uD!;tanti.ally 
llllproved. The reducti.Jll of mortality .:md diseaSE: :rate:;; \,/111 in 
turll produce beneficial economic eift:cts by reducillCj expemlitures 
on l~ledicil1es .and rjel1Gl.ally increasing the productivity. 

II. RcconIDlcndation for EnvirOlIJH::ntal Action: 

Based on the .:::areful n:vicw and as~,;csslr,ent of the possihle 
enviroruncntal impacts, the proj~~ct r.:umHtit·t:ec rccOiiUllends a 
Threshold Decision for a N~gutive Dc:t~;t"1l1ination. 

http:proi.-.ct


I 
BEST AVAILABLE DOCUMENT 

Project Titl~ ~ ~1I,"ber: Int~~rdt"1l IIl·~lth/r""'iJy Planning 

Life Prujc('c: 

...... mt:x II 
EXIIlBIT " 

From F'I 81 tu FY e4 
Total U. S. Fund ing S10, ",'Il, 'lllll 
Dnte Pr~parcd: Is/"4'si------

------~------------:-----------
NAI\I'.Al'IVt: Sl'tL'LlllY 

rrogr.\a'I or SC't'tOI' COill: The brc.1nder 
ot-jeet ive Co whit. .. h this project eCtnt ributcs 
IIcdlth "nil ,",cl L-L·eing of P~ru"i.ll poor 
ir:pruv~J. 

rroject PUrrC'l9U: 
I. Basic ~rim.lry hC:11th Fervicl's in ~.]r­

gindl urh:1n rlr~as stren~thenCll Jnd ~crviee 
Jcliv~ry c.,pahilily of .'lOll h~alth ce~tcr" 
r\!lniC'lrccd. 

OUJECTI\,ELY HRIt'(,\ilLt: I~OlC""TORS 

~I~asur,~o of Goal Ach icvcm"'tlt': 
Infant Dortality !cduccJ tu 90 Ilcath5 per 
1000 by 19')0. 
tLllernll ""Htllity ratc rcJlh,",1 to )0 pr.r 
10,000 by 19?O. 

C,lnditions th.1t ""ill indicate puq)OSC has 
been .1rhic\'ec: [lid oe pro;C'ct Sl.ltUq. 
1. SO: of mnr~in.,l urbJn arl.'" popul.ltitlo .... i!l 
have ~cceS5 to prim~ry Ilcaltl, ~t,J family 
plnnninb 5crviccs. 

2. t.:loily planning servirt~s cxpand~d end 
~ntcgratcd into the pllt:.1 it and pri·:ato 
hC51~.h sc~tor ar.d r.atior:al poPJlntic~ 
policy formulation anu rc~earch ana.lysis 
reinforced. 

2. k:.ong \o'O!I:l.ll at risk, prcvalence of I!fCt:et- i 
ivc cot1tr.:tc~ptive methodli ""ill duuble fr.,m I 

I
I IS. to )0:. 

1 

I 
I 

j 
Outputs: I Hngnitudu of Out?ut.: 
I. Hc,lth .enters fully equipped. I. 250 
, ",e of cor.:nunity-Icvel hCdllh ,I~d 12. 1,000,000 each year 
fl~ily planning services by !u~hll' iov~n 
~~~llc:~ incre~sed. 

4. 5."ic mcdicillC5 provided. 81)0,000 

Mt:.\NS OF I'CKI nCO\TlON 

NaLional hc"lth snd cOlltrdcl'p­
tive prevalent&! surveys. 

~aciul\.ll hC.llth ~md COl1tra­
rept ive pr£'v.l) ellce ~urvcy5. 
rolicy slate~rllt~ i5su~d by 
:-:.JLloual ropulation Council. 

End - of-project c\'aJudtion 
r"port. 

3. ~unhcr of pHson. u~ing eff.ct iv~ (n- 14)'. 700,000 
~.j)!, rlonnine r.'l"'thnd:l inert'aser" 

5. ~rotes.,.,nl1s trained. 5. 1,AOO L 
7. Pe';lOn£ recci\'ing f.lmLly pIAlln;.nq and 7. 7,OOO,OUO 

hE:-alt.h inronn,,~ion via cO~lJn1ty 
·-cJ\,;catio:1 a:H.i' Clan~ ~C.h,1. 

A,su~r'tio"s for aCI\l~vil\~ 
gunl tnq·.P<fi: 
Govemmt'nt I]f P,'ru \Jill ":"1'1-

tinu~ suPPOtt of 111'.11L~1 ser­
Vh.l!9 to rurJl .lUd r:' .. H~l.,al 
urb.1n art!.l9. Gtl ... ·ern::l\1nt L'( 

Peru will cC'ntinul"' '., i:lIt!t::­
~nt its fnmily r).H\l\ir.~· 
progrilm. 

A~~u~ption~ for "cllifvi~~ 
pUrptlge: 
Ctln~unitv pdrlicir:1tl.ln co~~~ 
nents of c!<iscinr, he.1~lh i'r·.'­
gr~~s will c~ntinuc ttl fa~t~r 

community involvement in 
hcalth activiti~s. P~ru~ian 
woltcn 'Jill accept .1nt! u~~ 
e!fectivp e~mily pl~nnill~ 
method •• 
~ational Porulation Cou~ril 
takcs the le~d and l,ld¥> dn 
activc role in policy for.:u­
lHtion. 

A9&u~rtion3 for aclliev!11t 
OULf'u:,: 
COlT\Jllodit ics nre ordcfI'!J atirl 
arrive in a ti~eJy ~~nner. 

~' __ ~_._r_._p_r_O_f_~_"_S_io __ r.a __ ls __ tr __ a_i_n_e_~_. _____________ :_6_. ___ 2_,_0_U_U ________________________ . __________ ._. . _________ -+ 

(Type ~ Quantitv)(USSOr.u) I A1U disbursement record", GOP AS"'.L'Ilptions (01' pru"i,lilll Inuuts: 
I. ,\10 

lI. E'luipr.l~nt 
h. ~rl!JicirH'!' 

c. Trainil'l~ 

lelplcl!lenlilt il)n tilr~ct 
GP.Ai\T TOtAL rp.cords. input s: 
-'iil~; 1,110 

1. LO.\N 
a. ""BD 
h. 600 1,,0110 4,600 

J. In f u rrr.a t iOIl/F.duc:1 t ion ICC>r.Tr.HIO i rat ion 
J.0t:i ~a ir~ Sy~t(:Cl Suppurt 

f. !'iupt:rvi!-.i\':l 
g. Technical /\SSi!ltt.ltlCC, Sl~·ljl' . ., 
h. J.(c~cdrl'h .HII! l: ... ~lll"tion 
i. Coru ini~I'fF· i.-'!) Jnt! lnt l"'.1011 

5uh-l'uli,1 
; l. r,op 

·1. !qlli~,::l('rl .11:<1 H,]inr('nar:c'~ 

b. Mcdit:illl:!'I 
c. lrajn ini' 
J. Il1forr.I.1t ion/F.I!ar:J.tion/r.~'::'i:~lnir~tiOIl 

c. 4Hll 
d. SOO 
e. 3?S 
(. 700 
1;. 
h. 
i. soo 

;,e,o,'-ri 
II. 

., . 710 
h. qSO 
c. seo 
J. 2UO 

c. LO~~l!alrf, .Iud .,d;"lliaifit:,lll\"· .:'lIpport ,1. ~nn 

~ .. , tl. ('I'n i\.. II .'~5j"ltL1·lrt! ,,' 170 
h. nC~l':\rC!l .1;1,1 lviJu.Hll'l\ h. 111) 

~lIh-T()t.l\ ):~(' 

6&0 I,J4b 
SOO 

8, 4PO 
700 

~~n ~KtJ 

~lil) ~eo 
(.If) ..lLD.!.! 

i;;~u 10, .,1)0 

r. Super'II""'" 1 f. ~(HJ 

._. __ .. __ ._-------- --- -----_.--------- ______ .l. ___________ ••• ____ _ 
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D'~fI ~r hJr:1.~:I·'C''j 

Hcbs.I':·:O 17'7'19,500 

318 

Centros de Sa!ud 562 

Pu:;los Sanitcrios 1,320 

Prc~rcrna ~.::::,~cb para 
AI:;)c::'n Pr:rncri·] C~ SC!:Jj 

c"" CoopClJ.i~n I..:(;rnc:icnal 

t,:: ~~: 
!II 
::: '1 
:r I~ 

~ '.0 
I... r",:..;,',p 

n.·..,:,'.!.:» ~~ LA :.' f":'4 ',': -:"i.!l :£ ,\t!'.: :', ;lr. "-;:'4 C.E S4l!JO 11)81 
c:.'C L .,£~~U r ... ~l.:'£:i t! ",:'>.!roI.lCiCN 
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ANNEX II 

EXHIBIT C 

ORGANIZATIONAL INFORMA TI' 

C.l Ministry of Health 
C.2 Peruvian Institute of Social Security 
C.3 National population Council 
C.4 ASPEFAM 
C.S National Institute of statistics 
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DEPARTMENTS 

Peru 

Amazonas 

Ancash 

Apurimac 

Arequipa 

Ayacucho 

Cajarnarca 

Callao 

Cuzco 

Huancave1ica 

Hu~nuco 

Ica 

Jun1n 

La Libertad 

Lambayeque 

Lima (provincia) 

Lima Metropolitana 

Loreto 

Madre de Dios 

Moquegua 

Pasco 

Piura 

Puno 

MOH PHYSICIANS 
1979 _ .. 

TOTAL No.OF NUMf)ER Ol~ INIIABI'rANTS 

PHYSICIA."I S PER PHYSICIAN 

0,246 (1) 1,687 

19 15,347 

178 4,962 

21 15,984 

526 1,320 

42 12,'JTI 

81 13,470 

312 1,354 

149 5,662 

24 15,434 

73 6,802 

255 1,830 
I 

196 4,457 

498 1,958 

272 2,532 

216 1,r.,30 

6,588 tllJ3 

131 5, U1' 

5 5,025 

68 1,473 

37 5,6GO 

286 3,03':1 

87 1u,21U 
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RATIO OF PHYSICIANS 
'PER 10,000 INIIABI'r. 

5.9 

0.65 

2.00 

0.G2 

7.58 

0.7') 

0.74 I 

7.38 

1.76 

0.64 

1.47 

5.4::-

2.24 

5.11 

3.95 

l •• 53 

14.42 

1.')9 

1.98 

6.79 

1.77 

2.74 

0.97 

-- ---+---------------,----------+ 



DEPARTMENTS TOTAL NO. OF NUMBER OF' INHAI3ITAN'rS 
PHYS1CIANS PER PHYSICIAN 

San Martin 45 [.,441) 

Tacna 94 1,345 

Tumbes 43 2,23"J 

No Ubicaaos 861 -----

I 
I 

(*) Source: Co1egio M~dico del Peru 
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----
RATIO 
PER 1 

-

OF PHYSICIANS 
0,000 INHABIT. 

1.55 

7.44 

4.47 

(1) Does not include 861 physiclans 'llhO;3~ location is ullknown 



1 General Inspector I 

Support unit 

I I 
General General 

Directorate Directorate 
of of Data 

Administration processing 

I I 
! 
I 

PERUVIAN SOCIAL SECURITY SYSTEM ORGANIZATIONAL CHARr 

I 

I Board of Directors I -------------i control Committee I 
I 
I 
I 

I President I I 
I 
I 
I 

I Advisory Committee I 
I General Manager 1----------·· --------------! 

I 
I 
I 

I~sistant Manager I -------------------------I 

I I 
General Management 

Di.cectorate Health Care 
of 

Training Services 

OPERATIONAL UNITS 

Regional Health 

Care Management 
(eight regions) 

Health C~re Facilities. 
Hospitals and Clinics 

Technical Norms Unit 

I 
of Management of 

Pension 

Services 

I 

I 
Management 

social 

Services 

of 
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I 
Manage:nent 

of 
Beneficiary 
Accounts 

I Region I 

ffi 
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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 outpatient care 
-Ancillary Services 
-Preventi~e and Promotional 
-Family Planning 

II. Central Hospital -400 + beds 
-Less Specialized services 
-Diagnosis and treatment 
-Hospitalization and outpatient care 
-Ancillary Services 
-Preventive and Promotional 
-Wil_ .ly Planning 

III. Regional Hospital -150 + beds 
-Same as Central Hospital 

IV. Zonal Hospital -80 + beds 
-Only general specialities available 
-Same as Central Hospital 

V. Polyclinic -Outpatient services 
-Basic Ancillary services 
-18 to 80 physicians 
-All specialties available 

VI. Medical Center -outpatient Services 
-Minimal ancillary services 
-1 to 2 physicians 
-General Practitioner only 
-Referral 

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

VIII. Sanitary Post -First Aid and simple medicine 
-tlurses Aid 
-Referral 
-Rural Areas 



Region 

North 

East 

Mid North 

Lima 

Central 

Mid South 

South 
East 

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

Territorial Medical sanitary Factory 
Ju1isaiction Hosp. Center Policlinic Post Post -. 
Twnbes 
Piura 
Lambayeque 
cajamarca'except Provo 

cr.-jabamba 2 3 4 7 
Amazonas 
S iln Mil: Un , QXCUp. tho Diu t. 

Uchha .&' Tocache 
Loreto, only the Dist. 

Yurimaguas & Balsa Pta. 

Loreto, except the Dist. 
Yurimaguas & Balsa Pto. 2 3 -

U'cayali 
Huanuco, only the Dist. 

Honor ia & Pto. Inca 

Cajamarca, only Provo 
Cajabamba 

LA Li.bertaa 
AncAsh :3 J 4 1 

Lima , 
Callao 6 1 3 8 65 

san Mart1n, only the Dist •• 
Tocache & Uchiza 

Hu~nuco, except the Dist. 
Honoria & Pto. Inc<l 

Pasco ~ - - 2 5 
Jun!n 
Huancavelica, except Provo 
Castrovirreyna 

Ayacucho, except Provo 
Lucanas 6. parinacochal:i 

Huancavelica, except Provo 
Castrovirreyna 

Ica 2 - 1 3 2 
Ayacucho, only Provo 

Lucanas & Parinacochas 
Arequipa, only the Dist. 

Acari, Bella Uni6n 6. Lomas 

Apurimac 
Cuzco - 3 - G 2 
Maare ae Dios 

Arequipa, except the Dist. 
Acari, Bella Uni6n &. Lomas 2 7 - 10 9 

Puna 
Moquegua 
Tacna. 

TO'rALES, lU 17 6 40 91 

- - . 
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I.P.S.S. HUMAN RESOURCES 

NORTH SOUTH 
LIMA & MID & MID CENTRAL EAST SOUTH TOTAL . 

LEVELS NORTH SOUTH EAST 

I PROFESSIONAL 
l.fhysician Director"! 42 20 II II 04 88 0.4! 

Physician Assistantr; 1619 455 293 116 19 29 2531 12.9! 

TOTAL PHYSICIANS ·1661 475 304 127 23 29 2619 . IJ. 4( 

2.Dentists 117 43 33 18 7 4 222 1.l l, 

3.Nurses 1638 427 244 101 1 11 2422 12. 3~ 
4.~urse Mid~wives 255 38 22 6 321 1.6-
5.Social Workers 78 23 11 7 3 122 o.~ 

6. Pharmacists 74 19 08 09 01 111 0.5' 
7 .Diet~c:i.ans_ . 117 39 09 11 173 0.81 
a.~SY9M.~!.~tE. 12 02 01 15 O. O! 
9.Accountants 33 18 08 09 01 01 70 0.31 

10.Engineers 04 02 06 O.O~ 

11.0thers 29 05 06 03 .- 43 0.2; 

TOTAL fROFESSIONALS 4015 1091 G4G 391 36 45 6124 31.3: 
II TECHNICIANS 

1.Tedh.Laboratory 186 41 11 09 02 03 252 1.2~ 

2.Tech.X-Ray ll2 17 07 as 03 144 0.7l 
3.Tech.Rehabi1itation 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 1.8: 
6.0thers 321 19 10 09 02 261 1.8! 

TOTAL TECHNICIANS 892 188 106 74 08 17 1285 6.5' 
III ASS.ISTANTS 

I.Nurses Aid 246~ 775 3'j~ 141 16 57 3856 19.7: 
2.Laboratory Assistant 141 54 35 14 04 , 248 1.2' 
3.X-Ray Assistant 69 20 27 04 120 O. G: 
4.Statistics Assistant 43 ~(l 06 02 01 59 0.3( 
5.Pharmacy Assistant 217 ~~ 45 12 10 01 347 1.71 
6.Rehabilitation Assistant 47 0':) 06 02 64 0.3: 
7.0thers 1468 410 1~1 117 39 03 2228 11.41 

TOTAL ASSISTANTS 4454 1337 708 292 70 61 6922 35.4: 
IV ADMIN 1ST RATIVE SUPPORT 

1.Accounting 383 93 57 51 03 587 3.0 
,2 .Supplies 231 93, 45 37 04 410 2.1 
3. Personnel 175 38 20 31 Ol 265 1.3 
4.0thors 1002 2';.7 2U8 91 l6 14 l558 7.~ 

TOTAL ADMINISTRATIVE SUPPORT 4454 451 330 210 24 14 2820 14.'-: 

V PERSONNEL 
Maintenance 1791 436 312 193 as 18 2394 12 .~ 

ALL EMPLOYEES 12579 3503 2102 1060 146 155 19545 100 

NOTE: The geograpQical division of IPSS into ~ regions is recent, therefore, there is 

no separate i rformation available tor the 2 new regions that wer~ added. 
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FIJ:1N OF CONTRACEPTIVE SUPPLIES -- IPSS 

GENERAL DIRECTORATE OF 
TRAINING AND RESEARCH 

-
NATIONM. & CENTRAL 

HOSPITAL 

REGIONAL HOSPITAL I 

ZONAL HOSPITAL 

MEDICAL CENTER 

POLYCLINIC 

SANITARY POST 

FACTORY ?OST 

-

DIRECTORATE OF ADMIN~STRATION 

I REGIONAL MANAGEMENT I -
I OB/GYN DEPARTMENT I 

IO}3/GYN SERVIC 

[OB/GYN SERVIC 

I PHYSIC 
RESPO 

IAN 
NSIBLE 

I PHYS 
RES PO 

ICIAN 
NSIBLE 

I RE~O RSON 
NSIBLE 

I PE RES PO 
RSON 

NSIBLE 



ORGANIZATIONAL CHART - NATIONAL POPULATION COUNCIL 

-
Ministry of 
Health Repres. 

Ministry of Econ. 
F & C Repres. 

Ministry of 
Labor Repres. 

Ministry of the 
Interior Repres. 

Peruvian Inst.of 
Soc. Sec. Repres. 

Peruvian Medical 
College Repres. 

Catholic Church 
Representative 

r-------.-
PRESIDENT OF 
TIlE REPUBLIC 

I 
PRIME ?-fINISTER 

NATIONAL POPULATION 
COUNCIL (President) 

--

Ministry of EdU-] 
cation Repres. 

Ministry of Agri-
culture Repres. 

Ministry of 
Housing Repres. 

Joint Command of 
Armed Forces Rep. 

National Planning 
Inst. Repres. 

National Univ. of 
Peru Repr~sent. 
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November 21, 1980 - ttEL PERIJANO tt 

YESTERDAY THE GOVERNMENT ESTABLISHED THE NATIONAL 
POPULATION COUNCIL 

Supreme Decree No. 049-80-PCM 

The President of the Republic 

Considering: 

The Supreme Decree No.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 faasibility 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 ci1is purpose, it is necessary to establish an organism 

which provides both technical orientation, and coordinates and reviews all 

actions to be developed at the nati0nal 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 direc~ the population 

activities to be carried out by the Public Sector agencies, as · .... ell 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 Goverrunent ~lhen 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 represelltative 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 Educa.tion 

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 years. 

Article 3.- The National population Council will have an Executive Office 

in order to provide administrative support and to coordinate the fulfillment 



ANNEX II 
EXHIBIT C.3 
Page 4 of 4 

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 or 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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Related Ed ucation 



CRGANIZATIONAL CHART - NATIONAL INSTITUTE OF STATISTICS 

Inspector General 
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General Adminis-
tration Office ! . 

r Training 
I and Re-

search Office i 
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I formation and 
: Printing Office 
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MINISTRY OF HEALTH; 
Total No. 

Type of Assistance of Mortths 

Fiscal Hanagement 36 

Hanagement Information 
System/Evaluation 18 

Logistics and Inventory 
Control 33 

Training and Supervision 
28 

Family Planning Service 
28 Delivery and Education 

TECHNICAL ASSISTANCE PIAN 

FOREIGN ADVISORS* 
No. of Cost per 
Months Month 

6 $10,000 

6 $10,000 

9 $10,000 

$10,000 

4 $10,000 

29 at $10,000 
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NATIONAL ADVISORS 
No. of Cost per 
Months Month 

30 $1500 

12 $1500 

24 $1500 

24 $1500 

24 $1500 

114 at $1500 

IPSS: Health plar.ner (Local technical assistance: 40 months at $1500/mo) 

Total 
Cost 

SI05,OI)O 

$ 78,000 

$125,900 

$ 76,000 

$ 76,000 

$460,000 

$ 60,000 

Semi-Autonomous organizations: Short term local technical assistance, up to 40 mos. at $1500/mo. 60,000 

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

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

TOTIl.L 

* It is planned that one long-term foreign advisor will provide 21 IlDnths of 
assistance covering several of these areas under an instituti6nal contract for 
all foreign and local technical assistar~e-

20,000 

80,000 

$680,000 



I. 

COST BY ~RDJECT ELEMENT 

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. Mini1ap 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 at$4,000l 

3. Office Equipment 

a. Typewriturs 3 at $1,000 each) 

b. Calculators (25 at $200 each) 

c. Card and file systems (20 at $350) 

d. Other 

4. Vehicles (8 at $12,500) 

(*) Includes transportation costs. 
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Loan Grant 

$3,500,000 $4 ,-5-35 ,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 



B. Medicines and Contraceptives 

1. Medicines (2,000,000 oral rehyd~ation 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) 

C. 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 Health 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. LogisticjManagement Course (10 two-week 
courses at $2,000 each) 
-15 participants per course 
-150 total nwnber trained 

7. Management/Administration (20 three-week 
course~ at $3,000 each) 
-15 participants per course 
-300 total number trained 

Loan 

$ 600,000 

600,000 

480,000 

200,000 

40,000 

60,000 

Grant 

ANNEX II 
Exhibit E 
Page 2 of 7 

$3,319,000 

3,319,000 

220,000 

80,000 

90,000 

30,000 

20,000 



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

9. Coordination Workshop (60 four-day 
courses at $2,000 each) 
-30 participants per course 
-1800 total number trained 

D. Logistic System/Administration Support 

E. Information/Education/Communication 

F. supervision 

G. Technical Assistance 

H. Research 

II. Social Security 

A. Equipment 

1. Medical Equipment 

a. rUD 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 

460,000 

258,000 

900,000 
== 

70,000 

12,000 

12,000 

16,000 

10,000 

20,000 



B. Medicines and Contraceptives 

1. Contr~ceptives (1,054,800 oral contraceptive 
cycles; 1,160,000 condoms; 110,400 Lippes 
LOOps IUDs; 27,500 Copper-Ts IUDs, other 
methods for 25,100 users) 

C. Training 

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

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

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

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

5. Annual Population policy Conference 

6. Evaluation and Follow-up Supervision 

7. Pamphlets, posters, paper, printing 
(in house) and distribution 

8. Films and other audio-visual materials 
D.. Technical Assistance 

III. Semi-Autonomous organizations 

A. Equipment 

1. Medical Equipment 

a. IUD Insertion kits (50 at $120 each) 
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Loan Grant 

610,000 

_1,60,000 

2,250 

1,250 

12,000 

79,500 

9,000 

16,000 

25,000 

15,000 
60,000 

175,000 

10,000 

6,000 



IV. 

2. Education/Communication Equipment 

a. Slide Projector (2 at $500 each) 

b. Film Projector (2 at $1,000 each) 

'3. other Equipment 

B. Training 

C. Logistics System/Administrative Support 

D. Technical Assistance 

ASPEFAM 

A. Equipment 

1. IUD Insertion kits (20 at $120 each) 

2. Mini-lap kit (12 at $300 each) 

3. Mini-lap/Vasectomy kit (10 at $400 each) 

B. Training 

(20 two-week courses at $6,500 ench) 

- 15 participants per course 

- 300 total number trained 

C. Administrative Support 

D. Contraceptives (Pills & IUD's) 

E. Research 

F. Technical Assistance 

Loan 
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Grant 

1,000 

2,000 

1,000 

90,000 

10,000 

60,000 

10,000 

2,400 

3,600 

4,000 

130,000 

20,000 

33,000 

47,000 

20,000 
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Loan Grant 

v. ~.MIDEP 100,000 

A. Training, Seminars, Materials 60,000 

B. Research (Studies, publications) 40,000 

VI. lNE 120,000 
==== 

A. Training, Seminars, Materials 65,000 

B. Resea~ch/Evaluation 55,000 

VII. National population Council 100,000 

A. Technical Assistance (US advisor 8 , mos. at $10,OOO/Mo.) 80,000 

B. Research/Evaluation 20,000 



SUMMARY 

I MOH 

II I.P.S.S. 

III Semi-Autonomous organizations 

IV ASPEFAM 

V AMIDEP 

VI lNE 

VII National population council 

Sub-Total 

Contingencies and Inflation 

TOTAL 

'lrO'lrAL 

$ 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 exwnining lamp 

Scale physician adult metric 

Mercurial Sphym~anometer 

Stethoscope biauricular 

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 

25.9J 

105.00 

35.80 

161.15 

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 
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No. 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

2 

1 

6 

3 

2 

1 

2 

2 

1 

6 

Cost 

$ 238.50 

66.50 

25.90 

105.00 

35.80 

161.15 

70.00 

6.65 

35.00 

51.00 

13.00 

51.84 

8.73 

54.90 

32.40 

17.40 

800.00 

18.20 

38.00 

15.70 

3.00 

$ 1,850.00 



Local Purchase 

Examining table 

Instrument~abinet 

Small desk 

Slides 

TOTAL (estimate cost) 

GSA Contract 

II. Minor Surgery kit GS-OOS-22006 

III. IUD Insertion kit GS-00S-22006 

IV. Minilap kit GS-oOS-22006 

V. Combined Minilap 
and Vasectomy GS-OOS-22006 

1 

1 

1 

1 

Unit 
Price No. 

$200.00 300 

120.00 470 

300.00 102 

400.00 100 
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400.00 

2,250.00 
======= 

Cost 

$60,000 

56,400 

30,600 

40,000 



Irr.pleme~lation Level 

1. Equipment 

2. Transportation 

3. Hcdicines 

4. Trair.ing 

5. S .. pervisicn 

o. Technical Assistance/Studies/evaluation 

7. Information/gducation/Communication 

8. Logistics System/Support 

9. Enviro~~ental sanitation 

10. Goods and Services 

11. Salaries 

Inflation and Contingencies 

TOTALS: 

* Includes contraceptives 

AID HEALTH Ar;o POPULATION SEC'roR PROGRAM 

Maternal Child 
Health and Popu-
lation-Health 
Re2ion - Ica 

524,594 

341,119 

146,590 

1!1l,136 

';3,000 

255,596 

297,965 

l'SOO,OOO 

C~~PL&~ENTARY PROJECTS 

Extension of 

Integrated 

Primary Health 

l'8GO,OOO 

220,000 

1'600,000 

1'150,000 

720,000 

S80,000 

540,000 

240,000 

7'150,000 

Rural Water Systems 

and Environmental 

Sanitation 

3'190,000 

283,000 

90,000 

43,000 

360,000 

133,000 

600,000 

801,000 

5'500,000 
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Integrated Family 

Planning/Health 

1'011,000 

100,000 

4'600,000* 

1'070,000 

700,000 

1'232,000 

500,000 

478,000 

1,109,000 

10'800,000 

TOTALS 

6'525,"94 

003,000 

6'5~1,119 

2'456,590 

1'654,136 

2'515,000 

1'040,000 

611,000 

240,000 

255,596 

897,965 

1'910,000 

25'250,000 



Coordination of AID Health .and 
Population Assistance - MOH 

I • Equipmen t 

1. Medical equipment 

a) Health Posts 
b) Health Centers/Hospita1s 
c) Promoters 
d) Traditional midwives 

2. Education/~ommunication equipment 

Audiovisual/Regions/Areas 
Audiovisual/Health Centers 

3. Data processing and office 
supplies 

II. Transportation 

1. Vehicles 
2. Bicycles 
3. Mules 
4. Small boats and wagons 

III. Medicines 

1. Medicines 
2. Contraceptives 

IV. Training 

1. Courses for promoters 
2. Courses for midwives 
3. Courses for health auxiliaries 
4. Continuing education courses 

for promoters/traditional 
midwives 

5. Family planning courses 
a. Service delivery (nurses/ 

nursemidwives/auxiliaries) 
b. Mass media/communication 
c. Management/administration/ 

logistics 
6. Epidemiology for Health center staff 
7. Coordination worksho~s 

(Central and Regional) 
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Extension of Integrated 
Integ.rated Health/Family 
primary Health Planning Total 

830 

510 
390 

70 

150 
50 
20 

1,600 

500 
280 

50 

320 

-
(In thousands of U.S. Dollars) 

756 

145 

20 

;LOO 

600 
3,319 

200 

230 
30 

80 
40 

120 



Coordination of AID Health and 
Population Assistance -MOH 

V. Supervision 

1. Medical 
2. Nurse/auxiliaries 
3. Community level 
4. Health Post level 
5. Health Centers level 
6. Hospital area level 
7. Regional level 

VI. Technical Assistance/Studies 

1. Technical Assistance 
2. Studies/Research 

VII. Inforrn/Educ/Communication 

1. Mass media materials , 
slides & pamphlets 

2. Community education materi~ls 
3. Information system 

VIII.Logistic System/Administrative Support 

IX. 

1. Warehouse & repairs 
2. Transportation/services/per diem 
3. Logistics services/administration 
4. Maintenance of medical equipment 

and vehicles 

Environmental Sanitation 
1) 

Total 
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Extension of Integrated 
Integrated Health/Family 

primary Health Planning Total 

(In thousands of U.S. Dollars) 

260 
240 
150 

50 
20 

210 
670 

130 
280 
130 

6910 

240 

7150 

500 
200 

500 
258 

250 
200 

50 

30 
150 
143 

HI) 

8036 

8036 
2) 

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. 



The AID Population and Health sector Program 

1981 

Type of Assistance 

Institutions 
and Projects ** 

Funding 
Mechanism 

Services Training & Policy & 
Urban Rural Education Research 

Ministry of Health 

-Extension of Bilateral 
Integrated Primary 
Health X 

-Rural water Systems Bilateral 
and Environmental 
Sanitation X 

Integrated Health/ Bilateral 
Family Planning 

MOH X X 
Social Security X X 

INE 
ASPEFAM X X 
AMIDEP 
National Population 
Council 

Instituto Marcelino oro X CBD* 
Pathfinder 
I.P. 

AL..~ARPE oro X CBD 
Pathfinder 

ADIFAM FPIA XCBD 
PALF 
PALF FPIA XCBD 

Hospital Loayza FPIA X CBD 
JPIEGO 

MaLson Sante I.P. X 

* Community Based Distribution 
** Other innovative private sector projects include: 

-Marketing ~'1omen' s Project (pathfinder) 
-Limoncarro Cooperative (Pathfinder) 
-ChL~ote Project (pathfinder) 

-cuzco cnD (Pathfinder) 
-Drug store Proje~t (pathfinder) 
-Villareal (Pathfinder) 

X 

X 
X 

X 

X 

X 

X 

X 

X 

-chosica CSD (pathfinder) 
-carmen de la Legua CSD (FPIA, USAID Special project) 

X 

X 

X 
X 
X 

X 
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Sharing of 
Technology 

(T .A. ) 

X 

X 

X 
X 

X 
X 
X 

X 

X 



SUMMARY OF SUR MEDIO PROJECT EVALUATION 
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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 (lea) 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 popu~ion Office of the Develop. 3nt Support Bureau; managemenc 
responsibility was divided between DS/pOP and USAID/Lima. In 1980, the 
P~oject 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 weeks 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 ~ealth 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 centors and posts were visited, without ~~ior notice, in order 
to assess the following: levol and quantity of personnel assi~ned 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 program, using PL 480 Title II commodities, was 
assessed in terms of its effectiveness and project complementarity. 

B. Executive Summary of Evaluation Results 

1. Management 

a. An overwhelming volume of norms fo~ Lask and job description 
has been developed, but the norms are overly ambiLious 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 im~lementation. 

c. ~ series of manuals for promoter ~aining has been de­
veloped, and will he 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 subsystems mentioned above, expansion should be furthe~ 
delayed. 

e. Until very recently, the project was supposedly managej 
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 necessary changes in the 
peripheral services has been noticeably absent. 

f. Area 3 in the sierra has essentially been cut off from 
the project since JUly 1980, when its administrative responsibLUty 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 services are being offet'ed through 
the hospitals with a very gradud 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. 

although to 
hospitals. 
post level, 

b. Family planning activities have gained increased acceptance, 
date about 80% of acceptors have entered through one of the 
Materials have only recently been distributed to the health 
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 hx resistance from the Church. 

c. Considerdble traL~ing 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 ?igher 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 r~tionale behind equipment distribution 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 sl.lbsidy program with no real long-range benefits. Hodi­
fications in terms ot 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 delivery 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-ii-vis the Contral-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, c~y out its olm research, and 
guide its own training activities, there was never any effective central contrl 
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 81 project Agreement Amendment to assist not only the 



Department of rca, but at least one other region. 
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Second, 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 rroject will avoid setting up a situation similar to that in 
lea, where contract and permanent MOH personnel come into active conflict. 



August, 1976 

BRIEF CHRONOLOGY OF POPULATION POLICY 

CHANGES IN PERU 

Populatic~ Policy approved 
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January-August, 1979: Some educational programs initiated in mass media, 
inflammatory articles on family planning appear in 
press, Church opposition. 

July, 1979 

September, 1979 

November, 1979 

December, 1979 

January 1980-
ongoing 

May, 1980 

August, 1980 

October, 1980 

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. 

A 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 Health Project. 

Election of Fernando Belaunde Terry, Accion 
Popular. In his campaign, Belaunde cited the 
alarming population growth as the country's most 
serious development problem. 

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 
sector: 1. Reduction of infant mortalfty and 
morbidity; 2. Protection of maternal child health; 
3. Reorganization of hospital centers to achieve an 
improved utilization of existing new infrastructure. 

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 de~rease 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, 1980 

December, 1980 

January, 1981 

February, 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 rIO reviewed and 
approved. 

The Minister of Health announces a national campaign 
for voluntary birth control. 



TABLE 1 

COUNTRY DATA- PERU 

ARFA POPULATION DENSITY 

2 13 per km2 
1285.2 K ,thousand 16.5 million (mid 1977) 54 per Km2 of arable land 

Rate of Growth: 2.9 (from 1970 to 1977) 

POPULATION CHARACTERISTICS(1,977) 

crude Birth Rate (per 1,000) 
crude Death Rate (per 1,000) 
Infant Hortality (per 1,000) 

INCa.1E DISTRIBUTIDr, (1971-1972) 

~ of national income, highest quintile 
lowest quintile 

ACCESS TO PIPED ~~TER (1975) 
% of population - urban 

- rural. 

lWTRITION 1974 

Calorie intake as ~ of requirements 
Per Capita protein intake 

SOURCE: From World Bank 

41.0 
11.9 
65.1 

HEALTH (1977) 

Population per physician 
Population per hospital be~ 

DISTRIBUTIm: OF lAND OWNERSHIP 

% owned by top 10% cfowners 

1760 
500-2,1 

58.6 
3.1 % owned by smallest 10% of owners 

72.0 
15.0 

100.0 
61.7 

ACCESS TO ELECTRICITY (1972) 
% of population - urban ) 

- rural j 

EDUCATION (1976) 

Adult literacy rate % 
primary School enrollment % 

GNP PER CAPITA IN 1977: US$ 830 

Peru: Long-Term Development 

34.9 

72.0 
111.0 

'0 t'l ~ 

~&~ 
It) .... t'l 

b">: ......... 
rtH o H 

HI 7': 

CD 



TABLE 2 

HAJOR PE...~UVIAN CITIES BY SIZE OF FOPUlrlTION, 1975,1978 & 1979 

City Estimated 
(1975) 

Lirna-Hetropo1itan Ar:a- 3,941,713 

Arequipa 379,245 

Trujillo 3C4,542 

Chidayo 230,163 

Chimbote 206,264 

Huancayo 160,387 

piura 151,415 

Cuzco 1~2,955 

Iquitos 13E,163 

pucallpa 72,386 

Tacna E9,388 

Ica E7,751 

Ayacucho 53,105 

Hu~nuco ';9,544 

A. Total population ~~ c~ties 
with Estimated pc;~lation fer 
1979 in excess o~ 5C,000 

B. Proporticr. of Total 
Peruvian populati:~ 
represented by A. ; I:-, 
Percent) 

5,965,021 

3B.6 

Mid-Year Population 
(1978) (1979) 

4,536,131 4,746,226 
440,896 462,773 
363,274 384,155 
267,12 9 280,181 
2~7,86E? 262,615. 
16E,130 1!15,224 
1,2,540 179,978 
15:3,762 164,302 
EE,071 165,864 

8:;,561 90,049 
61,239 85,441 
,1,397 72,621 
61,6Q'; 64,639 
56,08:- 58,392 

6,8BE.68B 7,212,460 

40.9 41. 7 

Average Annual Growth 
in Percent 1975-79 

4.8 
5.1 
6.0 
5.0 
6.2 
5.0 
4.4 
3.5 
5.1 
5.6 
5.3 
1.7 
5.0 
4.2 

4.9 
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fR( E':TED RURAL POPULATION BY (;nUUPS 119i'~-'1l1 

------- -- ---- - ------------ ---------- - -.- - _. -- - - - - - . 

1 Q 7 f) I 9 ~ f) I '.' H I I q 8 l 
-- -- ------ ----- - - ---_._-_. 

Total Population 5'762.8 5'800.0 5 't{ 1(J. ?. ') IH 7 I. Ii 

-- -- ------->------ - --- --- -----

Infants 
(less tI,;\n one year) 285.2 (4. 9'>%) no. J (4. 1,(,'70) 27l.0 (4. /,(''!'o) In, I, (4. (,(/70) 

----- !-- -- --- ------ - - --- -- .. ------

!children wlder 
school age 
( 1 to 4 yt"ars old) 8 56. (, (14.86"/0) 879.0 (15. Ih'7o) 877.8 ( 15.04%) 87f..Q (14.94701 

.'-'hlll f' n t 5 

(.?_~r~ ~i'~aro; __ ~:) 1 (.62.2 (l8.850/0) 1679. I (28. 95'70) 1698.6 (29. 10'70' 17 I 6. 3 (29. 13,oJ 
-

I\d .. lts 
(15b64~old) 2717.9 (47. 16'70) 2728.0 
1-'---

(47.03'70) 2741.2 (46. 9B'7~ 275~ 2 (46.~'70) 

Peop' e over 65 240.9 (4. 18'70) 243.6 (4. 20°/.) 246.6 (4. 22%) 249.5 (4. 25%) 

~ertile age IMITDl 

(15 to 4'J ymrs old) 1127.8 ( 19. 57'70) 1131.1 (19.5oaJo) 1136.4 ( 19.47'70' 1142.2 ( 19.45'70) 

~ 

Pr~grBnt v.on-en 335.5 (5.82'70) 317.9 (5.48'70) 319.9 (5.48'701 321. 9 (5. 48'7,,) 

Ioasf"d (In hirth rate with )50/0 incrf""s~ 
(r!'lt ill,al in~ Borne l'reqn"\I'cie~ ar .. lIot complet.e,",' 

I ') l-' \ 
-- - - -. -

S 'qIl5_ 7 

-----

l75.2 

875.6 

1735.5 

2767.5 

251.9 

1147.2 

323.8 

(4. (.(,'Va) 

( 14. H3'7n) 

(l9.38'70) 

(46.86) 

(4.27%) 

( 19. 411'/0) 

(5.48%1 

." tIl ;x:. 
OJ X Z 
<o::rZ 
CD f-'. tIl 

O"X 
~f-" 

. rT H 
o H 
HI:;'; 

CD 



AGE GROU P S PERCENTAGE 

Infants (1 year) 30.9 

48.4 
Children under school age 

(1 to 4 years) 17.5 53.1 

Students (5 to 14 years) 4.7 4.7 , 

15 to 19 years 2.0 

25.6 25.6 

20 to 64 years 23.6 

More than 65 years 21.3 21.3 21.3 . 
TOT A L 100.0 100.0 100.0 



TABLE 6 
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An Index of Conditioning Factors in Health Condition 

I N D E X 

Number of Inhabitants 

per house 

Percentage of Houses 

without water supply 

Percentage of Houses 

without sani~ary systems 

Percentage of illiterate 

people over 15 years old 

Rural and Urban Areas 
Peru 1972 

R U R A L U R 13 A N 

4.7 5.1 

98.7 40.7 

98.4 53.4 

NATIONAL 
AVERAGE 

4.9 

70.1 

72.9 

'1.7.':; 

CENSUS 1 9 7 2 



cause 

Enteritis 

Pneumonia 

Other causes of stillborn births 

Symptoms of disease condition, not clearly 
defined 

Congenital lesions/anomalies at birth 

fulemias 

t-teningitis 

Fractures, burns, etc. 

~sles 

ruberculosis 

m,unber 

6,247 

2,584 

1,766 

1,239 

1,3f3"7 

482 

390 

349 

345 

141 

SOURCE: Monthly Statis~ica1 Bulletins - St~tistical De~rtment 

Ministry of Health (January to October 1977) • 

NOTE: Data for November and December, 1977 [~rnished by 
statistical Office 

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



TABLE 8 

Ten primary causes of Morbidity in Infants from 1 to 5 Years Old 

According to Hospital Records - Peru 1977 

Enteritis and other diarrheic conditions 

Fractures, burns, adverse effects from 
chemical substance and other traumatisms 

Pneumonia, bronchitis and influenza 

All other infectious and parasitical diseases 

Ananias 

Measles 

Systems of diseases not cl.ea:ly Glefined 

Appendicitis, intestinal obstruction, hernias 

Tuberculosis 

Congenital anomalies 

SOURCE: Statistical Department - Ministry of Health 

NLU\lbcr 

2,829 

2,414 

1,910 

875 

723 

683 

663 

343 

332 

327 
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CYrHER INTERNATIONAL DONORS IN THE HEALTH SECTOR 

FINANCIAL AGENCY 

A.I.D. 

AMAZONIC MEDICAL 
SOCIAL FOUNDATION 

DENMARK 

EYE INTERNATIONAL 
FOUNDATION 

GERMAN FEDERAL 
REPUBLIC 

GERMAN FEDERAL 
REPUBLIC 

HOLLAND 

HOSPICE INTERNATIONAL 

INTERNATIONAL FOSTER 
PLAN 

INTERNATIONAL 
PHYSICIAN 

PAllO 

POPULATION COUNCIL 

SWEDISH ASSOCIATION 
FOR DEVELOI"!-1ENT 
TRAINING 

SWISS EVANGELIC 
MISSION 

NAME OF PROJECT 

School Feeding Program (PAE) 

Yarinacocha Hospital 

Medical Care Extension 

Ophtulrnological Training 

Lupinos Project 

Applied Nutrition 

Extension of Health Services 
Program 

Small Hospitals' Construction 

Protection and Medical Care 

Development/Health Services 
in Central Huallaga 

Special Health Projects 
Chagas disease, environmental 
health, vaccines, etc., more 
than 100 projects; technical 
assistance 

Project support for Health 
Professionals in Maternal 
Health, Family Planning, and 
Responsible Parenthood 

Project Support for Informa~ica 
-Information System 

Survey on Family rarticipation 
in Multiple Problems 

Voluntary Services 

PLACE 

PERIJ 

PUCALPA 

. 
ORDELORETO 

ORDESO 

INS (NATIONAL HEALTH 
INSTITUTIONS) 

ORDEPUNO 

ORDESO 

R.S.C. MEDIO 

R.S.C.CENTRO MEDIO 

R.S.C. ORIENTAL 

PERIJ-ongoing .:!:. 

ASPEFAM 

INFORMATICA 

RSLM (Lima) 

ORDESO 
ORDEroNO 



FINANCIAL AGENCY 

SWISS, TECHNICAL 
COOPERATION 

TERRE DES HOMES 

UNDP 

UN FUNDS FOR DRUG 
ABUSE CONTROL 

UNFPA 

UNICEF 

WORLD BANK 

WORLD FOOD PROGRAM 

NAME OF PROJECT 

Extension of Medical Services 

Voluntary Services 

Development and Extension 
Health of Services Program 

Epidemiology Studies on Drug 
JI.huse 

Maternal-child Health 
population 

Development and Extension of 
Health Services Programs 

Construction of Health 
facilities and ~rimary Health 
Services and Equipment 

Food Assistance Program for 
Mothers and Infants 

PLACE 

ANNEX II 
F.~UBIT L 
Paae 2 of 2 

ORDEPUNO 

ORDEPUNO 

ORDEL IJRET 0 

PERU 

PERU 

ORDEPUNO 

To be decided 
(seven regions) 




