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PROJECT AUTHCORIZATION

Name of Country: PERU
Name of Project:  Strengthening Health Institutions Project
Number of Project: 527-0319

1. Pursuant to Section 104 of the Foreign Assistance Act of 1961, as amended, I hereby
authorize the Strengthening Health Institutions Project for Peru involving planned obligations of
not to exceed Eighteen Million United States Dollars ($18,000,000) in grant funds over a five
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. The planned life of the project is sixty three months from the date of
“initial obligation.

2. The project will improve the health status of Peruvians through greater coverage of
quality primary health care (PHC) services, by testing the operational and financial feasibility
of different PHC service delivery models. The resulting models will serve to develop and
sustain cost recoverable PHC services within marginal income areas, as well as bring about
improved collaboration and coordination between private and public sector health care providers.
3. The project consists of one cooperative grant agreement (CA) and one contract for
training and technical assistance (T\TA). The CA will be awarded to the U.S. private voluntary
organization (PVO) CARE, and the T\TA contract will be awarded following an RFP and
Formal Competitive Negotiation to an international contractor firm.

4, Peru is presently under FAA Section 620(qg) and Brooke-Alexander Ameadment
sanctions. These provisions prohibit A.I.D. from obligating funds for services that will directly
assist Peru (either its people or its government/private institutions). However, FAA Secticn
123(e) permits the obligation of funds with a qualified private voluntary organization, for support
to the ongoing and continuing program of the PVO. The T\TA contract will be competitively
negotiated once these sanctions are lifted. The Mission has reasonable grounds to believe that
these conditions will be met by the second quarter of FY92. Under the SHIP project, until such
point that sanctions are lifted, there will be no services provided to any GOP institution.

5. The Cooperative Agreement and Contract, which may be negotiated and executed by the
officer to whom such authority is delegated in accordance with A.LD. regulations and
Delegations of Authority, shall be subject to the foliowing essential terms and major conditions,
together with such other terms and conditions as A.I.D. may deem appropriate.

a S | Origin of C fiies. Nationality of Servi

Commodities financed by A.L.D. under the Project shall have their source and
origin in Geographic Cede 000 and Peru (for local cost financing as set forth in paragraph 6.
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below), except as A.L.D. may otherwise agree in writing. The suppliers of commodities or
services financed under the Project, including those of ocean shipping services, shall have
Geographic Code 000 and Peru as their place of nationality, except as A.I.D. may otherwise
agree in writing. .

b.  Special Provisions

(1) To assist in the implementation of the project cooperative agreement,
USAID from time to time will issue cooperative agreement involvement letters furnishing
additional information on requirements about matters stated in the Agreement. Such letters shall
not modify the terms of the Agreement.

(2) The Parties agree to establish an evaluation program as part of the Project
and to carry out joint evaluations of the project. Except as the Parties otherwise agree in
writing, the Program will include, during the implementation of the Project and at one or more

points thereafter:

(a) evaluation of progress toward attainment of the objectives of the Project;

() identification and evaluation of problem areas or constraints which may inhibit
‘ such attainment; ' ‘ '
(c)  assessment of how such information may be used to help overcome such

problems; and,
(d) evaluation, to the degree feasible of the overall development impact of the

Project.
c.  Waivers |
O Wai f 95 Contribution Requi

A waiver of the 25 percent contribution requirement is effective as of the date of
the signature of this Project Authorization. (See attached waiver)

(2)  Waiver for Non-competitive Award-

A waiver for exception of competitive award procedures for the project’s
cooperative agreement with the PVO CARE\USA is effective as of the date of the signature of
this Project Authorization. (See attached waiver)

Although 620 (q) and Brooke-Alexander Amendment sanctions have prohibited
the provision of A.L.D. assistance to the GOP, the intended award of grant assistance will be
to CARE\USA for the performance of project activities under project component 1. CARE\USA

o
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is a PVO registered with A.I.D.\W, eligible under Section 123(e) provisions, and meets the
criteria for a sole source award of A.L.D. assistance.

6. Based upon the financial plan, the description of Project activities and implementation
arrangements, local cost financing with appropriated funds is hereby authorized for the Project,
as necessary to fulfill program objectives and to best promote the objectives of the Foreign
Assistance Act. Local cost financing will be in accordance with A.I.D. HB 1B CH 18A, 1c and,
pursuant to the Buy America Policy Guidance Cable (90 State 410442), the source, origin and
nationality requirements of the Standard Provisions of the Cooperative Agreement and Grant will

apply.

Pursuant to HB 5 Delegation of Authority Number 752, I have the authority to
approve projects in amounts of up to U.S. Dollars 20 million and with lives-of-projects that do
not exceed ten years. The A.I.D./Washington review of the SHIP project recommended Mission
approval of the draft SHIP PID and development of the Project Paper for field authorization
(reference cable STATE (91)259948, August 8, 1991).

Based on the above justification and that contained in the attached justification for

waivers, by signing below I also hereby approve a waiver of 25 percent contribution requirement
to the CARE cooperative agreement, as per the justification for and nature of solicited proposals;

a waiver for non-competitive award of the cooperative agreement, as confained in A.L.D.
Handbook 13, Chapter 2 para. 2 3b; over the five year life-of-project. Zi

Date: September 28, 1991

Craig G. Buck
: Director
USAID/Peru

Drafted by:HPN: AJWind:[id}]

Cleared by: A/HPN:ENecochea:[id]}—.
A/HR:HGoldman:fid} ..
A/PDP:EVarillas;:_<S~’
CONT:PKramer:fid] e
RLA:JBoms:fid}eo o
DD:BCKennedy: .3

. i3l
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AGENCY FOR INTERNATIONAL DEVELOPMENT
-WASHINGTON, D.C. 20523 .

LAC~JEE~9§-59
ENVIRONMENTAL THRESHOLD DECISION
Peru

Strengthening (Private Sector)
Health Institutions Pxroject (SHIP)

L 1)

Project Location

Project Title

Project Number . s (527-031%)
Funding s FY91 - FY96 $18,00 Million (CS
HE, FOP) : ’
' Life of Project : 5 Years
IEE Prepared by - = Alonzo Wind .
USAID/PERU/HPN -

Recomnended Threshold Decision
- Bureau Threshold Decision

Categorical Exclusion =
Concur with Recommendation

Comments ¢ None
COpy' to : wCr:iIg/g:gs, Director |
Copy to : Alonzo Wind, USAID/Peru
Copy to ¢ Howard Clark, USAID/Ecuador
Copy to . ¢ Carrie Tlmpsoh, LAC/DR/SA
Copy to : IEEFlle |
: - te SEP 30199
“James S. Hester .

Chief Environmental Officer
Bureau for Latin America
and the Caribbean
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ENVIRONMENTAL DETERMINATION
Project Country:  Peru
Project Title: Strengthening [Private Secior] Health Institutions Project (SHIP)
Project Number: 527-0319
Funding: FY91 - FY96 $18.00 Million (CS, HE, POP)

A. Project Description

The Strengthening Health Institutions Project (SHIP) is designed to address some of the
principal constraints to increasing the coverage of high quality primary health care services to

low income populations in Peru. In particular, the project will help improve maternal/child -

health status indicators in the regions of Puno and Arequipa in the South, and Chiclayo in the
North. The proposed $19.0 million private sector intervention includes A.I.D. funding of $18.00
million, and an estimated $1,000,000 in project counterpart contributions from both the public
and private sectors.

Since the project is focused on two separate geographical regions with differing socio-
economic conditions (i.e. Puno and Arequipa in the South, and Chiclayo in the North), project
components will support the accomplishment of the following objectives in each respective
geographic area: '

1) In the South -- the project will increase the coverage of high quality PHC services and
test the potential for sustaining these services within marginal income communities. Long and
short term technical assistance will be contracted under a cooperative agreement the U.S. based
PVO CARE. The project will establish PHC systems for providing financial, technical and
training assistance, as well as the procurement and distribution of pharmaceuticals. The Project’s
financial mechanism wili employ sub-grants and contracts to finance and test various PHC
delivery models developed and implemented by local private sector health care providers in Puno
and Arequipa (e.g. NGOs, PVOs, private groups and universities). The estimated target
population for increasing the coverage of PHC services in the South is 150,000 marginal income
people. For this component, SHIP will provide $5,942,000.

2) In the North - the project will develop a self sustainable network of health centers for
the delivery of high quality PHC services to Peruvians of limited economic resources. Key
outputs will include the establishment of a separate, private sector, self-sustainable primary
health care organization (PHO). The PHO will incozporate a minimum of 11 health centers in
the Chiclayo region. The self-sustainable model will be capable of covering all PHC network
operational costs through a fee-for-service and cross-subsidy pricing structure. An international
contractor will provide both long and short-term technical assistance in establishing and
managing the PHO. The international contractor, in turn, will contract locally the services of
a management support unit (MSU) for the development and implementation of systems for social
marketing, finance, information dissemination, and the procurement and distribution of
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pharmaceuticals. The estimated cost is $10,158,000. The project’s PHC network will provide
high quality health care coverage to approximately 300,000 low income people in the northern
zone of Chiclayo, and a significant number. of employment opportunities for local professional
medical personnel and related technical assistance.

A third component of SHIP will fund a series of operational research and other technical
studies designed to provide guidance and support for project activities. Studies in the north
include baseline data surveys for tracking project results, social marketing and financial analyses,
and other technical and applied research activities. Studies for the southern component will be
defined once the project’s system for reviewing proposals for PHC sub-grant and contracted
assistance is fully developed. This component will also fund external project evaluations. Total

cost of the project component is $500,000. Approximately US$1,400,000 in project funds will,

also be provided for the services of two USAID PSCs.

Project funds will be obligated through a cooperative agreement and a Training/Technical
Assistance (T/TA) contract: one CA with the U.S.-based PVO CARE, to be obligated in FY91,
and the other T/TA contract to be competitively negotiated in FY92 for the accomplishment of
the project activities of in Chiclayo. The procurement of project studies (most likely through
buy-ins to centrally funded projects as appropriate), PSCs, and project audits and evaluations,
will be carried out by USAID/Peru with funds obligated in FY91 under the first Cooperative
Agreement.

B. Project Goal and Purpose

The goal of the proposed project is to improve the health status of Peruvians through
greater coverage of quality primary health care (PHC) services. The project purpose is to test
the operational and financial feasibility of different PHC service delivery models. The resulting
models will serve to develop and sustain cost recoverable PHC services within marginal income
areas, as well as bring about improved collaboration and coordination between private and public
sector health care providers.

The project will have no significant environmental effects. The activities will have no
direct effect on the physical environment. The project is for the provision of health care,
nutrition, and family planning services. Beyond the effective re-modeling of current MOH health
centers and other facilities in urban Chiclayo and Lambayeque, it is likely no new construction
will take place. Should however a decision be made that MOH facilities are inadequate,
requiring the construction of two centers, an environmental impact examination will be
conducted prior to the RFP of the T\TA contract. The assistance to be provided, through one
Cooperative Agreement and one principal contract for services, will be primarily used for
technical assistance, training, and the provision of primary health care services.
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D. Statement for Categorical Exclusion

On the basis of the discussion above, it is the opinion of USAID/Peru that the project
does not require an initial environmental examination, because its activities are within the classes
of actions described in Section 216.2, Paragraphs c(2)(i) and (viii) cited below. The project is
categorically excluded from further environmental review pursuant to 22 CFR 216, as indicated
below:

Section 216.2 c(2)(i):
The action does not have an effect on the natural or physical environment.

Section 216.2 c(2)(viii):

Programs involving nutrition, health care or population and family planning services
except to the extent designed to include activities directly affecting the environment (such
as construction of facilities, water supply systems, waste water treatment).

Concurrence of the Mission Environmental Officer and the Director:

!
I have reviewed the above statement and concur in the determination that the “Strengthening
Health Institutions Project” qualifies for Categorical Exclusion (A.I.D. 216.2 (c)) and does not
require an Initial Environmental Examination.

Craig G. Buck
Director, USAID/Peru



CONGRESSIONAL NOTIFICATION TRANSMITTAL SHEET

DATE: 8eptember 13, 1991

We wish to inform you of proposed actions in the Agency's
programs during Fiscal Year 1991:

Centrally Funded (Sub-Sahara Africa) -~ EDESA 5.A. Resource
Mobilization Guarantee Facility

Cantrally Funded (Tuniasis) -~ Banque Internationsle de Arabe de
Tunisie (BIAT)

Peru - Upper Huallaga Ares Development

Centrally Funded (Bub-Sahara Africa) - Private Enterprise Fund
for Africa (PEFA) Direct Loan Facility

Eastern Europe Regional - Independent Media

Centrally Funded -~ AlphaGraphics Franchise Guarantee Facility

Europe & Near East Regional - Palestiniasn~Israsli Cooperation
Program

Centrally Funded (Costa Rica) - Corporacion Priveda de
I?voraiones de Centrosmerica - Direct Loan Facility - Costa
Rica

Centrally Funded (Eastern Europe Reqion) - Eastern Europe
Enterprise Funds

Qontrally Punded (H RCI H
aS%aE'- )uut:dt ULl Eﬁ” uvaxopmaﬁ%‘iﬁoiﬁzﬁ!ﬁfon Commission
CADCC '

Benin - Children's Learning and Equity Foundations

LA

Peru -~ Strengthening Private Sector Health Institutions Project |

Centrally Funded (Poland) - Polish Enterprise Fund

Bolivia - Child Survival Network II (OPG)

Dominican Republic TN = Export and’ Investment PromotiOn

Jamaica TN - Health Sector Initiatives

Centrrally Funded TN - Market and Technology Access

Centrally Funded TN - Environmental and Natural Resources
Policy and Training

Guatemala TN - Rurel Electrification ‘

Philippines TN - Pamily Planning Assistance

Philippines TN - Health Finance Development

Philippines TN - Rural Electrification

Philippines TN - Private Sector, Investment & Trade
Opportunities '

Centrally Funded TN - Energy Technology Resources Asst.

~ Improved Animal Vaccine thru Biotechnology

- Agricultural Policy Analysis
American Schools and Hospitals Abroad - Fudan Center for
American Studies, Shanghai, China

Y



Micro-~Lending Guaranty Fund Project
University Development Linkages
Program Development and Bupport
Conservation of Biological Diversity
Family Planning Service Expansion and
Technical Bupp rt
The Gambia - Financial and Private Enterprise (FAPE) Program
Caribbean Regional TN - Caribbean Justice Improvement
~ Small Enterprise Assistance
Health Resource Support
ORT-HELP
Maternal & Neonatal Health & Nutrition -
Water and Sanitation for Health IIlI
Data .for Decision Making in the Hea Sec
(DDM)
- Applied Re and Child Surv Serv (ARCSS)
Philippines - Philippine Capital Infrastructure Support Project
Ecuador TN - Ag Sector Reorientation Program

Centrally Funded TN
Centrally Funded TN

1284 1

Centrally Funded TN

‘
L]
)

The attached notification was sent to the Hill on
September 13, 1991, Obligation may be incutted on September 28,

1991,

'.Myéu4.é. .
gfibara Bennett Ce
Program Presentastion Division

Bureau for Legislative Affairs
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AGENCY FOR INTERNATIONAL DEVELQPMENT Tt 76":
ADVICE OF PROGRAM CHANGE v
Date:
Country : ¢ Peru
Project Title ‘ { Strengthening Private Sector
Health Institutions Project

527-0319

Project Number
FY 1991 CP Reference ¢t None

Population (PN), Health (HE),
and Child Survival (CS)

$15,330,000 (G)

$ 3,000,000 (PN)-
$ 1,000,000 (HE)
$11,330,000 (CS)

Intended FY 1991 Obligation : $ 3,025,000 (CS)

Appropriation Category

Life~of-Project Funding

This is to advise that A.1.D. Intends to obligate $3,025,000 in
FY 1991 from the Child Survival Appropriation for the
Strengthening Private Sector Health Institutions Project in Peru,

The purpgose of the project is to evaluate and identify models of
private primary health care services delivery which improve
access, coverage, efficlency, and sustainability in two areas of

Peru.

This is a new project that was not presented in tha FY 1991
Congressional Presentation. :

Annex: Activity Data SQoet
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Aurpose: To evaliate ang jdentify models of private prisary - addressed by future non-project »um»un!nn. The pruposed project
gsgggglﬁgggg will support the vital technical role of the private sector in the
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Sasth beyond the LOP will be aodressed primarily through funding
ﬂrggggggnﬂgg
Health Bugget Trom both funno and Arequipa and by means of the
Eﬂhgéooﬂng. The
self-sustaining AC sooel in the Narth will gensrate revenues to

cover pproximately 8-535850830«25
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I. EXECUTIVE SUMMARY

The Ministry of Health (MOH) and the Peruvian Institute of Social Security (IPSS) are officially
responsible for providing health care services to the vast majority of Peruvians. National
- statistics for 1990, however, show that the MOH served less than 40% of the population and the
IPSS covered only 15%. At least 7.5 million of Peru’s 22.3 million inhabitants, or one third of
the total population, have little or no access to modemn health services. Peru’s high maternal
mortality rate of 30 deaths per 10,000 live births is largely due to inadequate family planning
services, illegal abortions, unassisted deliveries, malnutrition, and unavailable or limited prenatal
care. Child mortality rates are also extremely high, with children under the age of six accounting
for more than 40% of all deaths in Peru. Although the infant mortality rate has progressively
decreased over the past 30 years, it remains one of the highest in Latin America.

Clearly, critical health care priorities are not being addressed by the public sector. Inadequate
budget resources, inefficient management and administration of delivery services, and poor
allocation of personnel and other medical resources are some of the key constraints. In addition,
. the country’s economic crisis, which began during ‘the prevxous Garcia admlmstratwn, has
drastically reduced the real purchasing power of Peruvians in the low and middle income
categories. In many households the crisis has severely reduced or virtually eliminated disposable
income for basic health care needs. Families and individuals at an economic level above
subsistence, who previously could afford minimum health care attention at private clinics or
better equipped IPSS facilities are now forced to seek care at the MOH's over-crowded and
poorly managed medical centers, health posts and hospitals.

The economic crisis has likewise severely deteriorated Peruvian public health sector resources.
The MOH does not have sufficient resources to maintain even the current low level of health
care coverage. In real terms, the MOH budget for 1991 is only 68% of the amount spent in
1984. Similarly, IPSS revenues have dropped dramatically due to unemployment and poor
mvestment

The Strengthening Health Institutions Project (SHIP) is designed to address some of the principal

constraints to increasing the coveraze of high quality primary health care services to low income
populations in Peru. In particular, the project will help improve maternal/child health status
indicators in the regions of Puno and Arequipa in the South, and Chiclayo in the North. The
proposed $19.0 million pnvate sector intervention includes A.1.D. funding of $18.0 million, and
an estimated $1,000,000 in project counterpart contnbuuons from both the public and private
sectors.

The goal of the proposed project is to improve the health status of Peruvians through greater
coverage of quality primary health care (PHC) services. The project purpose is to test the
operational and financial feasibility of different PHC service delivery models. The resulting
models will serve to develop and sustain cost recoverable PHC services within marginal income
areas, as well as bring about improved collaboration and coordination between private and public
sector health care providers.

\
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Since the project is focused on two separate geographical regions with differing socio-economic
conditions (i.e. Puno and Arequipa in the South, and Chiclayo in the North), project components
will support the accomplishment of the following objectives in each respective geographic area:

1) In the North - the project will develop a sustainable network of health centers for the
delivery of affordable high quality PHC services to Peruvians with limited economic resources.

As this component aims for maximally sustainable health, it is referred to as MAXSALUD.,

Key outputs in MAXSALUD will include the establishment of a private and sustainable primary
health care organization (PHO). The PHO will include a minimum of 11 health centers in the
Chiclayo region. It is anticipated that nine of these centers will be MOH facilities transferred
to the PHO by the Regional Government of Nor-Oriental del Maraiion (RENOM). The
remaining two centers will be constructed with project funds. The self-sustainable model which
will be employed by the PHO will eventually generate enough resources to cover the program’s
entire operational costs through a fee-for-service and cross-subsidy pricing structure. An
international contractor will provide both long and short-term technical assistance in establishing
and managing MAXSALUD. The international contractor will locally contract the services of
a management support unit (MSU) for the development and implementation of systems for social
marketing, finance, information dissemination, and the procurement and distribution of

pharmaceuticals.

The estimated cost of MAXSALUD is $10,158,000. The project’s PHO network will provide
PHC services to approximately 300,000 low income people in the northern zone of Chiclayo,
including employment opportunities for local professional health care personnel.

2) In the South -- the project will increase the coverage of high quality PHC services and test
the potential for sustaining these services within marginal income communities. Long and short
term technical assistance will be provided under a coopemnve agreement with an international
PVO. As this component aims for maximum services, it will hereafter be referred to as
MAXSERYV.

MAXSERY will establish and reinforce PHC information and services systems by providing
financial, technical and training assistance, as well as the procurement and distribution of
pharmaceuticals. MAXSERY will provide sub-grants and coi:tvacts to finance and test various
PHC delivery models developed and implemented by local private sector entities in Puno and
Arequipa (e.g. NGOs, PVOs, private groups and universities). MAXSERYV will also facilitate
an open dialogue and information exchange between those private organizations and the public
health scctor. The estimated target population for increasing the coverage of PHC services in .
- the South is 150,000 marginal income people For this component, SHIP will provide

$5,942,000.

3) The project will also fund operations research and other technical studies designed to provide
~ baseline information, guidance and feedback on project supported activities. Studies in the north

* include baseline data surveys for tracking project results, social marketing and financial analyses,
and other technical and applied research activities. Studies for the southern MAXSERY will be

o
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defined once the ‘project’s system for reviewing proposals for PHC sub-grant and contracted
assistance is fully developed. Including the evaluations, total cost of the project component is

$500,000. Approximately US$1,400,000 in project funds will also be provided for the services -

of two USAID PSCs through this component.

Project funds will be obligated through a cooperative agreement (CA) with the U.S. based PVO

CARE for MAXSERYV, and a Training\Technical Assistance (T\TA) contract for MAXSALUD.
The procurement of project studies (including some buy-ins to centrally funded projects), PSCs,
T\TA Contract audits, and project evaluations, will be carried out by USAID/Peru with funds
obligated under the Cooperative Agreement.

SUMMARY BUDGET

Total Project Costs by Project Component with Contingency Incorporated, Funding Source
ond by Foreign Exchange (FX) and Locn}uggrsggc’:y Costs (LC)

’ A.1.D. COUNTERPART
'ROJEC"' cwmeu" LYY T Y T TN P T Py Y .
FX (X4 .TOTAL -  SUPPORT GRAND TOTAL
* 1. Self-Financing PHO (NORTH) 5,015 5,143 10,158 1,000 11,158
1. Technical Assistance 2,946 0 2,946 0 2,946
2. Commodities 214 150 1,064 0 1,064
3. short-term Training 100 100 200 0 200
4. Operating Costs 0 3,741 3,741 0 3,741
5. Renovation/Construction . 55 1,102 1,157 1,000 2,157
6. Studies/Audits 0 50 -50 0 50
7. Overhead (25%) 1,000 0 1,000 0 1,000
11. NGO Health Providers (SOUTH) 1,921 4,021 5,942 0 5,942
1. Technical Assistence 233 0 233 o | 33
2. Commodities 470 30 $00 0 S00
3. short-term Training 15 115 230 0 230
4. Operating Costs 0 1,616 1,616 0 1,616
5. Sub-Grants 0 2,160 2,160 0 2,160
6. Studies/Audits 0 100 100 0 100
7. Overhead (10X) & GEA (8X) 1,103 0 1,103 0 1,103
111. Project Monitoring Support 1,200 200 1,400 0 1,400
Iv. Studies/Evaluations/Pre-Avard 354 136 $00 -0 S00
TOTAL 8,500 9,500 18,000 1,000 19,000
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II. BACKGROUND AND SETTING
A. Country Setting ,

. Peru has widely diverse physical, demographic, social and economic characteristics. Although
rich in natural resources, the country is suffering a economic and social crisis. Of the total
Peruvian population of 22.3 million (1990), at least 6 million live in conditions of absolute
poverty, and another 3.5 million are deemed relatively poor according to the International Bank
for Reconstruction and Development (IBRD or World Bank) data. Peru’s average gross national

product (GNP) per capita in 1990 was $807, expressed in 1985 dollars (Instituto Cuanto S.A. =

Peru en Numeros, 1991). That average belies the intensity of impoverishment of major
segments of the population in the past ten years, during which time the per capita GNP fell 25%,
investment declined 54 %, and the annual inflation rate climbed from 60.8% in 1980 to 7,650%
in 1990. From 1980 to 1990, salaries fell in the private sector by 69%, in the public sector by
83%, and the minimum wage fell by 73% (Instituto Cuanto, Ajuste y Economia Familiar 1985-
1990, 1991). Income distribution in Peru is one of the most regressive and uneven in Latin
America. The ratio of income eamed by the highest 20% of the populauon compared to the
lowest 20% is 32 to 1. Over 70% of Peru’s economically active population is unemployed or
underemployed. The lack of jobs and govcmment restrictions have contributed to the generation

of an underground economy.

Peru is the fourth largest country in Latin America, and is the fifth most populous country in
the region. The population size is large compared to its very small productive land base.

Formidable physical barriers (e.g., deserts, mountains, and jungle with difficult access) restrict

the development of a transport network, limiting the possibilities of economic integration and
trade within the country. Insufficient public investment has caused disintegration of the road
network as well as ports, railways, and power generation and transmission networks. Terrorist
actions have contributed to deterioration of possibilities for economic development.

For two decades, Peru has experienced a high incidence of de-stabilizing political turbulence and
socioeconomic crises. More recently, it has begun to suffer the effects of an active and growing

terrorist movement and drug trafficking. During the military dictatorships of the 1970s,

widespread economic and socio-political changes were executed, including a massive land
reform. These changes modified the structure and ownership of productive resources, and
greatly increased the role of the State in the economy. In 1980, Peru elected a democratic
government that set out to reverse the statist oriented pohcles of the 1970s. The world recession
of the early 1980s and the resulting sharp drop in prices of Peru’s major traditional exports,
. combined with unprecedented and widespread climatic distortions and inappropriate monetary
and fiscal policies, precipitated uncontrolled inflation and rapid deterioration of the economy.
By mid-1990, inflation was running at over 3,000% per year, while the economy was in a deep
recession. The public sector was. operating at a deficit with buely enough resources to pay
salaries. Large-smle corruption, generalized subsidies and price controls severely distorted
relative prices. A unilateral moratorium on most external debt service isolated Peru from its
traditional creditors; arrears reached about $12 billion, or 65% of external debt. As a

AX’
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consequence, economic and social infrastructure, normally financed with external funds,
deteriorated to unprecedented levels. The "Shining Path® and "Tupac Amaru Revolutionary
Movement" terrorist groups, with links to corruptive drug trafﬁckmg activities, have created
social havoc, destroyed peaceful and normal living conditions in many parts of the country, and
. contributed to the deteriorated economic situation. ,

B. Peruvjan Health Status
1. Health Status

Peru’s population is young with 39% of the total population under age 15. Life expectancy at
birth is 63.4 years, which is low compared to other countries in the Latin American region.
From 1981-1989, the crude birth rate declined from 37.6 to 32.8 births per 1,000 inhabitants.
Due to the more rapid decline in death rates in relation to the birth rate, the populatxon' growth
rate for 1991 is estimated at 2.1% (INE), which continues to be among the highest in Latin

America.

The maternal mortality rate is 301 deaths per -100,000 live births, which is extremely high
compared to rates of 3 per 100,000 in developed countries. Along with matemal malnutrition
and inadequate perinatal care, high levels of feruhty and inadequate birth spacing contribute to
poor maternal and infant health. Infant mortality in Peru, at 80.7 per 1,000 live births in 1989,
is the third highest in Latin America (INE Peru 1990 Indicadores Demograficos por

Departamentos).

The 1984 ENNSA Survey showed that across all age groups, the most serious health problems
facing Peruvians today are respiratory and intestinal illnesses. Acute respiratory infections (ARI)
account for almost half of all morbidity in Peruvians over the age of one year, and for nearly
a third of all child and adolescent deaths. Digestive tract diseases caused by poor hygiene
practices, lack of potable water and other environmental factors resulting in diarrhea, are among
the most. common health problems affecting Peruvians in all age groups over five years.

Diseases such as malaria and tuberculosis have high prevalence m, especially in rural and .

marginal urban areas.:
2. Problem Areas
a. Mamemal Morﬁidity and Mortality
A Aoortion was the main cause (34.4 percent) of maternal ‘morbidity, according to hospital
admission and discharge data from 1981. Birth delivery complications were the second leading

cause of maternal morbuhty (16%), followed by hemormagu (6.3%), and perinatal
complications (3%).

The hngh maternal mortality rates indicate serious pmblems in quallty of care, as well as
- coverage. Preventive measures to identify and reduce risks of maternal mortality are urgently
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needed, including expanded family planning coverage, pre-natal care, iron supplementation
during pregnancy, and childbirth assistance by trained attendants, especially for those births
identified as high risk. Use of modern contraceptive methods, which greatly contributes to
improved maternal and infant health through child-spacing and reduced child-bearing, is low at
23% of women of fertile age (WFA).

b. Child Morbidity and Mortality

Child health in Peru ranks among the worst in Latin America. Although actual vital events are

underestimated, extreme regional differences exist. Acute respiratory infections (ARI) are the
leading cause of death-in children under five. Diarrheal disease, particularly the consequences
. of dehydration, and vaccine-preventable diseases are other significant cause of deaths among
infants. Approximately 71% of infant deaths are caused by five problems: acute respiratory
infections, perinatal problems, intestinal infections, vaccine-preventable diseases, and
malnutrition. .

c. Nutritional Status of Children

The 1984 ENNSA Study reported that 37.8% of the 0 through 5 year old children surveyed
(15,314) were chronically malnourished (below two standard deviations of the mean normal

height for age). More than 60% of children under six and over 70% of four and five year olds

living in the rural sierra were chronically malnourished, while over 50% of children under six
and nearly 70% of children 18 to 23 months from the jungle regions of Peru suffered chronic
malnutrition.

Health care is provided by a diversity of public and private institutions. The private sector,
which includes fee-for-service physicians and private hospitals, covers an estimated 11% of the
~ total population. - The Peruvian Institute of Social Security (IPSS) is charged with providing
hospital and ambulatory care for-an estimated 28% of the total population (employed workers
and their dependents), though actual coverage is less. Another 3% of the population is covered
. by the Armed Forces and Police and other public and para-statal facilities. All other Peruvians
(58%) are considered to be under the care of the MOH. However, the MOH is currently

providing services to only 26% of the populanon, leavmg 32% of the total Pemvxan population
~ without access to modern medical services.

. Even though the number of MOH and IPSS health centers and health posts has increased over

the past ten years, lack of adequate'covemge continues to be a major problem. In addition,"

hospital level care is still lacking in many rural areas. In urban centers, hospitals are overused
for non-acute ambulatory care, The now yearly MOH strikes lasting three months in 1989-1990
and four months in 1991 also seriously impair the ability of the public sector to provide services.
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Manpower and labor are the most costly element in the delivery of health care, accounting for
about two-thirds of the recurrent costs currently spent in the public health sector. The
proportion of both MOH and IPSS personnel assigned to outlying health centers and health posts,
relative to the population, is less than adequate. The geographic distribution of physicians,
nurses, paramedics and pharmacists in both health care systems disproportionately favors urtan
areas, especially Lima.

Use of health services is closely related to their accessibility and to such factors as
socio-economic status, age, education, and severity of illness. All population groups use both
formal and informal systems. Primarily due to the cost of using the formal health sector,
whether pubhc or private, the poor are more likely to seek health services through informal
sector practmoners - pharmacists, traditional healers, tmdmonal birth attendants (TBAs),
volunteer community promoters, and others.

D. Health Sector Constraints
1. Social and Demograpﬁic Realities

In 1990, 80% of Peru’s nearly 15.6 million urban inhabitants lived in working-class
neighborhoods or peri-urban squatter settlements and slums known as pueblos jovenes. Between
1940 and 1990, the urban population of Peru grew from 40% to 70% of the total population,
reflecting the migration of young families and adolescents secking employment and a better life.

In rural areas. Peru’s large size and difficult geography, poor road system, lack of adequate
communication facilities, and limited human and financial resources represent major obstacles
to the dehvery of health services. Logistical and communications problems are even more
severe in the poor rural areas of the central and southern snerra, where, in addition, terrorist
activities are a constant threat.

2. Curative Versus Preventive Care

The public health sector has historically devoted conﬁiderably more resources (o curative,
hospital-based care rather than preventive care. Health centers and posts are under-utilized,

because they are understaffed, under-equipped, and under-supplied. The national average user

rate for IPSS clinics, for example, is only 49%. Because MOH and IPSS hospitals are relatively
- better equipped, they become the principal service delivicy point for PHC. The over-emphasi$

on hospital-based curative care has also led to an overabundance of hospitals beds in both
. systems, thus draining limited resources.

3. Public Sector Constraints
The MOH a;ld IPSS are to provide national health coverage. A number of characteristics of the

MOH pose problems for the development of an integrated sustainable health care system. These
include: severe budget constraints, excessive hospital-based provision of services in large urban

V
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areas; lack of trained managers to plan, train and supervise personnel at all levels of the health
service delivery system; difficulties in coordination between administrative and technical
personnel; complicated bureaucratic procedures required to secure funds for the MOH from the
MEF; lack of supplies and properly functioning equipment in service facilities; and, lack of an
effectlvc management information system.

a. Financial Resources

The MOH received 2% more of the GOP budget in 1986 than in 1985, and received an increase
again in 1987 to 7.2% of the national GOP budget one of the highest in Latin America. The
average health budget’in developing countries is approxxmately 4.5% of the national budget.

Total health sector expenditures (public and private) is 4.5% of GDP, which compares favorably

with other Latin American countries with a similar per capita income (ANSSA, 1986). Although
the current GOP policy gives priority to rural and marginal urban populations, there is still an
- urban concentration of curative facilities. Per capita health.expenditures are four times greater
in Lima and Callao--where income is higher and health status indicators are better--than in other
areas. Approximately 10% of the MOH operational budget is allocated to PHC, while
international donor organizations have financed almost 75% of the costs by supporting PHC

projects.

The IPSS receives a direct allocation of only 7% of its total budget from the GOP; the remaining
93% comes from employee and employer ccatributions, with the GOP one of the largest
employers. Of the total budget, 60% is spent on the health care program. A major problem
is the failure of the GOP, as an employer, and other private employers to pay their full
contributions, resulting in a debt to the IPSS that exceeds $350 million doliars.

b. Human Resources

Though many MOH staff received training in administration, financial management and PHC
~ delivery under A.I.D. health sector projects in the past decade, many have been reassigned
~ during reorganizations to positions which could not utilize such training. On the other hand,

since 1990 under the administration of President Fujimori, the MOH has been successful in
appointing more technically qualified personnel to staff administrative and technical posts.
However, a continued high turn-over of high level personnel creates discontinuity in health
policy and implementation.

¢. Regionalization

The regionalization yrocess underway is supposed to significantly change the structure of the
- MOH, transferring most service delivery and program management responsibilities to regional
offices and ‘municipa! govemments. The goal of regionalization has been to delegate health
* sdministration down to levels closer, and more attuned, to local needs. Decentralization is well

advanced in five- regions: Arequipa, Grau, Amazonia, Mariategui, and Ucayali. The
regionalization of the IPSS is not anticipated.
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When regionalization is completed, national ministries will no longer have direct supervisory
authority over services provided within the Regions. It appears the new role of the Ministry of
Health will focus less on service delivery and more on public health policy and management
issues. The central MOH will be in charge of: strategic planning, financing and economic
analysis, quality control of medicines and health care services, and the provision of technical
assistance to the Regions.

While the regionalization process may be a positive factor in the organization of the health sector
in Peru by moving decisions and resources closer to the problems being addressed, at this time
it is causing some problems. Decentralization and reorganization of geo-political boundaries has

created leadership problems in the transformation of Departmental Health Units to Regional and.

Sub-Regional Health Offices. The transition is uneven, affecting different regions selectively.

TII. PROJECT RATIONALE AND STRATEGY
A. SHIP Rationale

There is a great unmet nzed for primary health care services to low income populations in Peru
through private sector alternatives. Although the MOH has recently been more effective in the
promotion of preventive health care services, including nationwide vaccination campaigns for
children and infants, indications of increased coverage of services by the MOH have been
scarce. The vast majority of marginal income Peruvians in urban, peri-urban, and rural areas
receive little if any quality primary health care service from the MOH. As a result, Peru is faced
with extremely low health status indicators, particularly for expectant mothers, infants, and
children under the age of six. Moreover, government resources for the provision of PHC and
other health services have been significantly reduced, with little indication of future increases
beyond the current social safety net, which mainly focuses on food assistance through
community-based organizations, such as comedores populares, mothers clubs, and the Vaso de
Leche program,

The proposed pro;ect site locations of Puno and Arequipa in the South, and Chiclayo in the
North, present many challenges and opportunities. Both regional government authorities in Puno
(RGICM) and in Arequipa (RGA) have expressed their support for the project concept of
increasing PHC coverage through private sector models. Given the GOP regionalization
program and new local decision-making authority, the project will help facilitate a stronger
- relationship between the providers of PHC services assisted under the project, and the regional
MOH authorities. Benefits can be derived through both policy design and implementation, and
the potential for leveraging project counterpart resources from the regional MOH (including
health centers and other operational resources). The capability of sustaining high quality PHC
services which provide increased coverage is necessary if the project is to have an impact beyond
the five-year LOP. The sustainability of PHC services will be tested in various ways, including
fee-for-service, leveraging of other resources, and the joint participation of various private sector
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entities. By so doing, the project is expected to have a significant impact as an agent for change
in the provision of PHC services to low income populations.

Puno represents one of the poorest, most isolated areas of the country. Cooperatives and other
non-governmental and community based organizations are prevalent, but primary health care
coverage through these organizations is almost non-existent. Arequipa is somewhat more
advanced in the provision of PHC services on a limited basis through NGOs and church groups.
There exists an informal process for health care policy dialogue between community

organizations and the regional government and MOH authorities. However, both Puno and,

Arequipa have extensive pockets of poverty where little or no coverage of primary health care
is provided. Although regional government authorities are gradually being delegated authority
for the region’s health care operations and policies, resources are extremely limited and will
most likely continue to remain this way for the foreseeable future.

There is a need to test various health care models and to see which oncs can have the greatest
impact on increasing the coverage of PHC services to people of limited economic means.

- Although NGO programs provide a network for low income communities to mobilize support

for their own development, major constraints aré found in the lack of health care priorities and
absence of the human and infrastructure capabilities needed for the provision of effective PHC
services. Support for the development and expansion of PHC services in low income areas
requires further analysis and practical application. For example, in addition to working with
NGOs that meet minimum criteria for undertaking PHC programs, the project will test other
models for contracting necessary services through local private sources of medical assistance,
and support for community organizations such as mothers’ clubs and other community level
entities including labor and/or farmer-peasant groups.

In the North, the rationale for project activities is based on economic and other key factors
which differ from the South. The region of Chiclayo is a fast growing area and is conducive
to an entrepreneurial approach for the design of a self-sustainable primary health care network.
Chiclayo represents the center of commercial activity of the Nor-Oriental del Marafion Region

comprised of the three departments of Lambayeque, Cajamarca and Amazonas. This region also

is the third largest generator of tax revenues for Peru behind Lima and Arequipa. The median
income level of the region is 12.5% greater than the country’s overall average. On the negative
side, however, Chiclayo has increasingly become a crossroads for coca trafficking shipments.

NGOs that provide health care services are relatively undeveloped in Chiclayo, thus hmmng
private sector alternatives to PHC delivery. Ministry of Health (MOH) facilities and centers in

- Chiclayo are virtually non-functional and cover a very small percentage of the populauon

Needed to effectively address the causes of morbidity and mortality among marginal income
people is a primary health care network that stresses community outreach, health education, and
primary health care services. There is a huge unmet demand within Chiclayo for high quality

. PHC services within low income urban and peri-urban communities. The project proposes to

fill a major need within this community.
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Increasing private sector services to expand the coverage of high quality PHC services is a better
alternative than focusing on the current MOH health care system in Chiclayo. The ability to
sustain the provision and coverage of high quality PHC services is essential, The most vizble
alternative is the proposed self-sustainable PHC model, which is capable of increasin~ PHC
. coverage to low income populations in the Chiclayo region, and at the same time sustaining these
services beyond the life-of-project.

B. SHIP Strategy

The five-year, $19.0 million project is designed to evaluate and identify models of private
primary health care services delivery which improve access, coverage, efficiency, and
sustamabxhty of services in two areas of Peru, The SHIP responds to the lack of health care
availability in Peru, and to the inability of the public health system to provide such care. The
project consists of three components: MAXSALUD, establishment of a self-sustaining primary
health care network in the Northern region of Chiclayo; MAXSERYV, assistance to health care
. providers in the project areas of Puno and Arequipa int the South; and operations research and
other technical studies and information dissemination activities in support of project
implementation and as a way of influencing health care policy. There are also budget elements
for project management support (i.e, 2 PSCs and related support materials, audits and
evaluations) and contingency.

1. MAXSALUD

The project will establish the systems, procedures and methodologies for a new, self-sustainable
primary health care network to serve the areas of Chiclayo, pueblos jovenes located in peri-urban
areas, and one section of the district of Lambayeque. The MOH of RENOM has suggested that
nine health centers be ceded to the FHO. A legal study at the beginning of the project will
determine mechanisms for doing so. An important issue wil! be what happens to current MOH
staff of these clinics. An international firm will be awarded a competitively negotiated training
and technical assistance (T/TA) contract in CY92 for the performance of all project activities.
The contract will provide for the services of long- and short-term technical assistance. The
contractor will be responsible for contracting the staff of a management support unit (MSU) to
be comprised of local professional medical, management and staff support personnel. Key
implementation activities of the PHC system will include: 1) an appropriate geographical
location for 11 health centers (2 to be constructed as part of this project) and a target population
of approximately 300,000, low income people; 2) demand estimates for services, fees and the
.cost of PHC services; 3) the development of PHC service delivery packages; 4) health education
modules; 5) health marketing, advertising campaigns and community mobilization efforts; 6)
testing of pricing strategnes and risk-sharing alternatives; and 7) development of an mwmve
system for health service providers and employers. _

A fundamental principle of the self-financing primary health care model is a system of cross
subsidies to be employed at three levels: health center subsidies from urban areas to peri-urban
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population; subsidies from curative activities to the preventive activities; and subsidies from
patlcnts in better condition to pay for services, to patients who are iess capable of meeting the
minimum fee for service requirements. There may be different levels of services provided in
the various centers. [Essential preventive services will be provided free of charge. Basic
services will include immunizations, control of diarrheal diseases, nutrition interventions, family
planning, treatment of acute respiratory infections, and pregnancy care,

Marketing strategies will be applied to needed services such as immunizations, prenatal control
and deliveries. The project’s social marketing approach will include advertising campaigns
through mass media such as radio and television, as well as in print media. The objective of
these promotional activities will be to educate people and stimulate increased utilization.

Several activities will be undertaken to encourage community participation, including local
boards of directors at each heaith center; training of promoters and volunteers; establishment of
an effective board of directors for the PHO; social marketing as described above; organization
of community health fairs; support groups such as mothers' clubs and youth groups; and the
integration of health centers with cther community development endeavors. Direct involvement
by the local communities is an integral part of the self-sustaining objective. PHO health centers
will have a community room available at all times for meetings and educational programs.

MAXSALUD, the self-sustainable model in the Northern region of Chiclayo, will be capable
of attracting well qualified medical personnel through a competitive salary structure (see
Financial Analysis section VIL.D.). The proposed salaries for project Medical Doctors, Nurses,
and other professional level personnel for operation of the centers and the management support
unit, will be equivalent to salaries earned by IPSS professionals and for private medical
practitioners. Thus, the project will contribute to reducing unemployment in the heaith sector
through (he provision of well paying jobs. The }MSU will also geek to develop additional income
for covering its own costs of operation through fund raising activities, training, research,
consulting work, government grants or subsidies, and other donor contributions.

2. MAXSERV

The project strategy employed in the South is based on the need to test out various private sector
models for increasing the coverage and the potential for sustainability of PHC servicss in project
areas of Puno and Arequipa. To accomplish these objectives, the project will provide a
Cooperative Agreement to an international NGO. The NGO will be responsible for the
establishment of basic systems for the development and expansion of PHC service models under
- the project. PHC service priorities will be immunizations, control of diarrheal diseases,
nutrition interventions, family planning, treatment of acute respiratory infections, and pregnancy
care. Systems will include a financial mechanism for funding PHC models through sub-grants,
contractual services, and other financing arrai.gements such as fund guarantees and a revolving
procurement mechanism for essential medicines and supplies. - Other key systems to be
developed under the grant will include technical assistance and training, and procurement and
distribution of pharmaceuticals.
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For establishing the above systems, grant funds to an' internatjional NGO will be used to create
a separate primary health care division. To develop and establish project systems in the areas
of Puno and Arequipa, grant funds will be used to contract several key long-term personnel as
well as short-term technical assistance and training as required. The long-term personnel will
include one program director, two sub-directors, accountants and secretaries, who will comprise
the project’s technical and managerial presence in the two locations of Puno and Arequipa. An
estimated 35 months of short-term technical expertise is required to assist in all phases of project
implementation. In addition, the South component will finance one PSC, to be located in Lima,
who will be responsible for back-stopping project activities, and providing project
documentation, communication and Mission management support.

Implicit in the project strategy is the development of a close, mutnally beneficial relationship
between representatives of private sector health care providers and regional government
authorities and health officials. This relationship is viewed as key to the effective collaboration
of health care providers and the sustainability of PHC services to marginal income populations.
A collaborative relationship between public/private séctor health care representatives and policy
officials will be facilitated by the Mission’s proposed FY93 health sector non-project assistance
resources. It is anticipated that influence in health policy design and implementation, and GGP
counterpart funding, may be leveraged under the planned USAID/Peru health sector NPA.

IV. PROJECT DESCRIPTION
A. Project Goal and Purpose

The goal to which the project will contribute is to improve the health status of the population
in the project areas. The sub-goal of the project is to contribute to health policy dialogue in
Peru regarding health care financing and health care delivery. At the purpose level, the project
will evaluate and identify models of private primary health care delivery which improve access,
coverage, efficiency, and sustainability of services in two areas of Peru.

B. Project Components
1. MAXSALUD: A Self-financing Primary Health Care Network in the North

The first component, a Self-financing PHC: Network in the Nor-Oriental de Maraiion Region of
the country, will establish a network of health centers in the Department of Lambayeque,
covering by 1996 up to 50% of the population of about 300,000 inbavitants in the 3 districts of
" Leonardo Ortiz, Chiclayo and La Victoria in the city of Chiclayo, and part of the population in
the city of Lambayeque. Approximately 165,000 people in the wban and peri-urban areas of
Chiclayo and Lambayeque will be served by MAXSALUD anmually by 1996 with a wide
*menu” of preventive and curative primary health services, combined with 24-hour maternity
and emergency services, complemented by laboratory services, pharmaceutical sales and health
promotion in the community of the health center cachement areas. A
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A total of 11 health centers will be physically planned and organized, supported by a
Management Support Unit (MSU). Two of the health centers will be constructed by the project,
on land to be contributed by the Regional Government (RENOM) health management of
Lambaycque (Region II of RENOM), for which tentative sites have been identified and where
the Region II health administration has land and land/buildings, offered to the project. These two
health centers, located at Las Mercedes and San Lorenzo neighborhoods in the respective
Districts of Chiclayo and Leonardo Ortiz, are key ingredients to the sustainability of the project.

The other 9 PHC centers will be located on land and in buildings contributed by the same
regional government (currently estimated to be worth US$1.0 million of counterpart
contribution), and will be significantly renovated by the project. A selection of locations was
made in the city of Chiclayo which identified a combination of health centers in medium and low
socio-economic population areas, whose combination had the potential to produce surplus and
deficits that balance into equilibrium by Year 5, not including the costs of the Management
Support Unit (MSU). Ia the city of Lambayeque, there seemed to be only one center needed and
the preferred location would appear to be quite evidently in the center of the city. All three
management levels at the RENOM, Region II and the Health Directorate have indicated their
interest and wﬂlmgness to contribute the mentioned physical assets. The RENOM has also
indicated there is the possibility of their contributing with some, albeit limited, funds for
renovation and construction of the health centers.

The PHC services are .0 be provided in the context of a strong community motivation and social
marketing effort to establish a clear and widely perceived image and the reality of a high-quality
primary health care “franchise”, for the middle and low income population of Chiclayo and
Lambayeque. It is expected that this effort will result in intensive utilization of health center
facilities by the beneficiary population, increasing the volume of services to the levels needed
to make the health network financially viable. These combined efforts are also oriented to
increase the proporuon of the populace using the health centers or "the market share” to
approximately 60% in the fifth year of their respective operation.

a. Development of MAXSALUD Project Component Activities
The proposed MAXSALUD project component will establish the system’s procedu:2s and

methodologies of a self-financing, non-profit private health organization through a new form of
health care system serving the cities of Chiclayo and Lambayeque.
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Design of the new system will include the following components:

1) Based on detailed analysis, finalize the appropriate geographical distribution of health centers according
to location of patient populations; '

2) Refine the estimate of demand for services and associated income and service costs;

3) Identify community health needs and wants

4) Develop health service delivery packages, or "menus";

5) Develop health education and community promotion modules;

6) Develop detailed implementation plan

7) Conduct health marketing, advertising campaigns, and community mobilization el'forts,

8) Test pricing strategies and risk sharing altemauves,

9) Develop an incentives system for health service providers and employers;

10) Develop management support systems to ensure efficient and effective delivery of health services;

11) Conduct continuous operauons research to allow rapid as.smsment and ad;ustment of project activities,
strategies, services, and price structures.

Pl

Figure 1 is a model for implementation of the project strategy and is shown below.
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b. Primary Health Care Services Delivery
1) Services to be Offered

Based on the preliminary analysis of epidemiology of the target population, its demography, and
the gap between health needs and services available, the project can develop a list of basic

services that will be offered in each health center. These services form the basis for the self- -

sustainable concept and are reflected in the financial proJectmns found in the financial analysis.
These services include both preventive and curative activities in the following areas: diarrheal
diseases, acute respiratory illnesses, nutrition, childhood immunizations, family planning, and
maternal health care (prenatal and delivery services).

a) Preventive Services

These services will be offered gratis to the population and will be subsidized by curative services
and deliveries. Preventive services will be provided under the overall policies and guidelines
of the Ministry of Health, and will receive both technical and material support from the Ministry
of Health. This will include, for example, guidelines for immunization by age group, as well
as the actual vaccines themselves. Included under this category are the following preventive

maternal and child health services:

(1) Prenatal care;

(2) Post-partum care and breastfeeding education;

() Tetanus toxoid immunization of women between the age of five and forty-nine with two tetanus shots;

(4) Expanded program in immunizations with priority on the under ones but expanding it to the 1-4 year-old age group,
as needed, providing DPT/polio, measles, and BCG vaccines;

(5) Well child visits, which would include growth monitoring and nutritional InurvenlIons, and application of
immunizations;

(6) Home visits. When appropriate, follow-up visits or promotion may be done by using home visits, especiaily for
high-risk families. Volunteer community promoters trained by the PHO will conduct most of these visits.

(7) Family Plaoning. Services to be offered free, but clients to pay for supplies.

(8) Gynecological examinations. Educational programs will stress the need for woinen of reproductive age, who are
sexually active, to have an annual gynecological examination, including Papanicolaou smear, and testing for sexually
transmitted diseases. The Papanicolaou smear may not be provided initially within the project, but experience with
PROSALUD/ Bolivia indicates that this could be & potential revenue generator for the project, in addition to providing
a recoguized need for women of reproductive age. Once a central laboratory is set up within the project to process
Papanicolaou smears, this service can also be available for a fee to other physicians outside of the PIHIO network of
services. Gynecological and family planning services are budgeted under Consultations due to ease of budgeting, since
these services are potentially revenue-generating. .

b) Safe Uncomplicated Deliveries

" As described in the technical analysis, Chiclayo has one of the highest percentages of home
deliveries on all of Peru, 95% of which are done by parteras empiricas and comadronas, or
traditional birth attendants. The pediatric wing of the hospital is filled with newbomns that have
significant complications of these home deliveries, including neonatal sepsis and tetanus, not to
mention the newborns that never make it because they die before getting to the hospital.
Therefore, safe delivery practices will be important within the health centers. The project PHO
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will provide facilities and personnel to attend births in special maternity units with inpatient beds
within each health center. Promotion of these services within the community will be critical to
the strategy to change health behaviors and to reduce maternal and perinatal mortality. Given
that "parteras empiricas" charge approximately thirty new soles for delivery at home, plus an
" additional twenty for supplies, at fifty soles a delivery, this could be a significant revenue
generator for the health center as well. The PHO will, therefore, provide a source of improved
delivery care for communities. As part of the community liaison work of each center, the
traditional birth attendants will be encouraged to cooperatc with the centers. See discussion
. below of community participation.

¢) Curative Services

Curative services will be oriented towards the ten leading causes of morbidity, which together
account for 87% of the consultations given in 1990 in Chiclayo. Priority will be given to
treatment of major illnesses in children: acute respiratory infections and acute and chronic
diarrheal diseases. Tuberculosis cases will also receive priority for treatment and careful follow-

 up.

Curative services will all be provided as fee-for-service activities. The marketing plan,
promotional and health educational activities will assist people within the community to
recognize the severity of the illness and when it is important to come into the health center to
seek assistance. Consultations will be provided for children under one year of age, children 2-
14 years of age, and adults who will be considered anyone fifteen years or older. We anticipate
a different pricing structure would apply to each one of these categories of people, since it would
be wise to keep prices lower for infants to encourage utilization, and higher for adults, who
generally are the people that have the economic resources to pay for services.

d) Diseases of Public Health Importance

A number of consultations will be provided to individuals suffering from diseases that normally
would be considered public health programs. These include tuberculosis, sexually transmitted -
diseases, cholera, leishmaniasis and other parasitic diseases, etc. However, the consultation fee
will still be charged for the services. Nevertheless, evaluation should be done of these charges
to make sure that by doing so we are not putting a barrier to treatment and, thus, increasing the
prevalence of these diseases.

¢) Dental Consultations

Experience in PROSALUD/Bolivia, has shown that people are willing to pay a reasonable fee
for good high quality dental services close to their home. Dental services are an integral part
of the maternal-child health program since a woman of gestational age whose teeth are so
diseased or infected that she can not eat a good diet will be malnourished and produce a low
birth weight infant. Therefore, early intervention in younger children and young adults is
considered an important part of a primary health care outreach program. Experience suggests
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that a moderate charge for fillings and extractions will not only cover the cost of the services,

but will generate surplus to cover some of the preventive services. As an alternative, dental
services can be offered on a cost-sharing basis. Private dentists would contract to locate a dental
office within the health center and share revenues on a fifty-fifty basis.

2) Health Service Support Services

A number of services provided through a health center, described below, are considered
supportive of the consultation and preventive programs. However, they need to be identified
separately because each of them requires technical skill as well as supplies and equipment. In
order to recover these costs, a charge needs to be assigned to each one.

a) Sale of Medicines

A preliminary analysis of the current health center network in Chiclayo indicates that the supply
of essential medications is virtually non-existent, and is one of the major reasons leading to low
utilization of health centers. When people know that there will be no medication provided to
them, and that they will be given an expensive prescription that they’ll have to buy in the open
market at high prices, they tend to delay .going until they are in advanced stages of illness.
Guaranteeing a supply of high quality medications at a reasonable cost, will promote utilization
of health services, and improve the overall perception of the quality among the people being
served. Given that the Ministry of Health supply system is functioning poorly, a new logistics
and supply system will be established within the primary health organization. This a complex
enough task that a long term advisor will need to be assigned to the project for period of two
years, This is described in more detail in the Technical Assistance Plan, below.

b) Laboratory Examinatfons

A number of the health services described above will need laboratory examinations to assist in
diagnosis and treatment. These will include hemograms, urinalysis, gram stains, other
microscopic examinations of wet preparations and smears, and simple chemistries. Laboratories
in larger health centers will provide services for a number of the smaller health centers thus
centralizing activities and making them more cost effective. People in the Lambayeque region

are accustomed to paying for laboratory services and a modest charge will be applied to them

to generate revenue. Over the five-year life of the project, over 320,000 laboratory
examinations will be provided.

¢) Emergency Services and First Aid

The fifth leading cause of morbidity in Chiclayo is trauma; people are much more willing to pay
for a service when they hurt than when they feel well. Thus each health center will need to
establish its hours of operation in order to maximize the amount of time that staff is available
to attend to emergencies and trauma. This may range from suturing lacerations and setting
simple fractures to minor first aid, such as cleaning wounds and dressing minor wounds and
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giving tetanus toxoid. Again, a charge will be assocxated with each of these servxces and this
would also be considered a revenue generator. '

3) Community Promotion and Educational Services

Linkages with community groups and promotion of activities within the health center are
considered an important component of successful self-sustainable activities. No charge will be
applied to these, yet they do not necessarily fall under the rubric of preventive services. These
activities include a wide range of services such as meetings with local boards to discuss health
center functions and activities; meetings with other community groups to acquaint them with the
- project and to report on progress of services; and health educational efforts on specific topic
areas such as reproductive health, diarrheal disease control, immunizations, growth monitoring,
etc. Since reduction of maternal mortality is one of the major project goals, stress will need to
be placed on outreach through community promoters to encourage women to use safe birthing
practices within the health center, and to utilize contraceptives and child spacing services.
Because the health center could be seen as competing ‘with them for business, special efforts will
be made to incorporate the traditional birth attendants into this system of improved pregnancy
care. They will be considered as candidates to serve as health promoters, and arrangements will
be worked out locally so that they can contribute, rather than detract from, improved prenatal,

delivery, and postpartum care.
c. Locations and Population Coverage

The location of each of the health centers that could be initially included in this ‘component will
be determined on the basis of more detailed studies on the most appropriate sites in Chiclayo
where health service facilities would be well utilized. Figure 2 shows the current situation of
health centers in the Department of Lambayeque that could potentially be included .in the
MAXSALUD network. As noted in the figure, some of the health centers cover as low a
population as 9,000, and others as high as 44,000. Construction of two new health centers is
suggested in two areas where profits could be made from the fee-for-service: in San Lorenzo
and in San Juan, San Lorenzo would essentially divide up the population served by Leonardo
Ortiz which currently is around 80,000, and San Juan would be established in a new area of
somewhat lower population but higher income. Overall, these 11 health centers cover a
geographic area with a population of approximately 300,000 people. Conversations with both
Ministry of Health staff and the Regional Government of Nor Oriental de Marafion, indicated
that all these health centers could be made available to the project although the exact legal
mechanism by which this would be accomplished was not clear. Studies will be conducted at
- baseline to determine the legal mechanism transferring health centers from the MOH to the

PHO.
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FIGURE 2 (cont...)

District La Victoria
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FIGURE 3
HEALTH CENTER LEONARDO ORTIZ
PROJECTED STAFFING OVER FIVE YEARS
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Staffing shift
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Lab assistant (8 hours)
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Cleaning personnel
Laundry personnel
Ambulance chauffcr
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d. Projected Use of the PHC Network, or Market Share

In projections of sustainability of the project, an average market share of 25% is used in the first
year, i.e. 25% of the population will use the health centers. This is based on the percentage of
- pregnancies attended at Ministry of Health facilitics, as well as the projected demand for
consultations for sick children and adults, and the amount of coverage that could be attained for
well child visits. With well run health centers it is anticipated that this could rise to as high as
40% by the end of the second year and to 50% by the end of year three. These are the figures
that will be used in the computer model generated for estimating self-sustainability.

e. Staffing Requirements

Figure 3 lists the staffing requirements for an average health center. In the larger health centers
this would increase over time as the market share increases, and thus Figure 3 shows how this
might occur in one of the larger health centers. Each health center should have as a minimum
a medical director, a generalist who can do both pediatric and adult medicinc as well as
* deliveries and has had some experience in health center management, either in the public or
private sector. This physician would be supplemented as demand increases with other medical
Zeneralists, nurses, and trained midwives to assist with women health programs, safe deliveries
within the health centers, and home visits. As demand increases, a pediatrician would be added
to act as a referral source within the health center for more difficult pediatric problems such as
failure to thrive, chronic malnutrition, recurrent infections and probable immune deficiencies.

The other technical staff will be required to assist caring for emergencies, providing simple first
aid, pharmacy, and laboratory. Since the project is divided in three large districts, Leonardo
Ortiz, Chiclayo and La Victoria, as well as the town of Lambayeque, it might be possible to
station one vehicle in each of these districts to be shared by them as an ambulance for
emergency-cases. Therefore a vehicle and driver will not be needed for each health center.

f. Equipment

Figure 20 shows the basic equipment list for.one health center for start-up. This equipment list
is based on actual experience both in Peru and in the PROSALUD project in Bolivia. Of
course, the equipment listed for the medical consultation room would need to be increased in
the larger health centers as staffing increased.

g. Medicine and Supplies

Annex 2 is a listing of the basic drugs that would be utilized in one month for a moderate size
health center. This formulary is also based on Ministry of Health requirements in Peru and
PROSALUD experience in Bolivia. Itis anticipated that the project will need to develop its own
logistics system for medications and supplies. Consideration will be given to collaboration with
PRISMA, which distributes contraceptives throughout the country to the UTES level. Given the
complex nature of the task, the services of a long-term technical advisor in logistics and essential
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medications will be needed to assist in setting up selection, procurement, storage, distribution,
and effective utilization systems for essential medications. '

h. MAXSALUD Primary Health Organization Structure

Implementation of complex project activities and management support systems described above
will require the creation of an entirely new institution within the Chiclayo area. ‘This project
proposes a non-profit, non-governmental organization incorporated under the laws of Peru.
Prior to start-up a legal analysis needs to be completed to determine the specific structure of
the organization, its board of directors and by-laws. However, at this time we can describe in
general terms what the necessary elements of the PHO. . (Figure 4 is a model of the .
organizational structure of the PHO.)

1) Board of Directors

The working concept of MAXSALUD, the PHO, is oriented to a not-for-profit service
organization, dedicated to improving the health and welfare of people in need within the
ccnmunity, managed in a business-like manner and operating on a continuing basis - including
after the PACD.

As such, the intention is to recruit for the Board of Directors community individuals who share
this perspective, and also have particular skills to offer to the organization. Members of the
board of directors should represent a cross-section of the skills available within the community.
‘A mixture of people from government entities such as RENOM and the Ministry of Health
should be included, as well as representatives from the private sector (progressive members of
the medical community) and university faculty in the region. The initial analysis should
determine the recommended size of the board; experience suggests seven to fifteen people will
provide a number large enough to include a cross-section of skills and interests described above.
Th: Exccutive Director of MAXSALUD will be the permanent Secretary of the Board. The
Chairman of the Board of Directors will have a large responsibility in the first year.
Observation trips to other projects similar to this, organized by the PSC for this component, are
proposed so that the Chairman can understand how the program can function. The Chairman of
the Board of Directors should be someone of good will who is willing to commit a significant
amount of time within the first several years to the organization’s development.

The basic concept behind the Board of Directors is that it is a non-profit organization created
by the community, composed of members of the community, to serve the needs of the
- community, on an on-going basis, in a business-like manner. Itis very important that the people
in Chiclayo and Lambayeque feel an ownership of the organization. Thus, it will be a function
of the Chairman of the Board to assure sufficient input be made by the community, into the
thinking and acting of the Board. This will include meeting at least once a semester with a
sampling of health center community boards, at project expense.
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2) Management Support Unit

In order for the primary health organization to manage and operate this extensive network of
health centers in an efficient manner, a central management support unit will be needed. The -
Management Support Unit (MSU) will be the nucleus of management services to the PHC
centers and the healtl. services network. The basic responsibilities of the MSU are:

- Assure the adequate provision of quality health services to the satisfaction of the beneficiary
population.

- Plan and implement the overall project strategy. These activities include establishing a
work plan and determining the location of health centers and corresponding health posts, -
as well as budgeting, allocation of project resources and community promotion activities
in representation of the PHO organization to outside health care entities. This also
includes managing personnel and funds, training both within the organization and outside,
gathering and storing project data, and reporting project results to the board of directors,
AID, and project evaluators as required.

- Work with project technical advisors in the development of overall policy guidelines, and
addressing service priorities, health interventions, and other issues as they arise.

- Provide direction and leadership for the project by clearly establishing and assuring
application of MAXSALUD’s "health franchise” through health care standards and
procedures, training and supervision, and through joint collaboration with MOH programs
and officials. ' :

- Provide monthly reports on health activities to the regional health units and help coordinate .'
and participate in management of health interventions by the MOH such as vaccination
campaigns and cholera control that will occur in the PHO project areas.

- Ensure quality control of services provided by the health care network through the
organization of local boards at each health center. The local boards will serve as a means
of providing feedback on the quality of project services. Moreover, the board will help
supervise and evaluate the impact that the PHO has on health status of project beneficiaries.

MAXSALUD’s board of directors will be established early to provide guidance for the
development of the health care network, set policy, develop by-laws for overall function of the
- organization, and collaborate in the negotiations with RENOM and Region II. The MSU will
be responsible for the day-to-day management of the PHO activities, and as such, it will be
necessary to have a variety of staff members. These are described below.

4



Prefect Paper for SHIP
5270319 - Page 28

i) Executive Director

The Executive Director will be responsible for building and maintaining strong relationships with

policy planners and decision-makers and other officials of the municipalities, RENOM, the

* Ministry of Health in Chiclayo, the board of directors, other NGOs and community groups

linking up with the organization, and all project entities. The Executive Director will be

responsible for planning, developing and implementing tiie organization’s strategy and

supervision of the overall operations of the PHO in Chiclayo and Lambayeque. The Executive

Director will need to motivate project personnel using a team concept of management so as to,,
more effectively and efficiently achieve the project purpose.

ii) Director of Health Services

The Director of Health Services (or Medical Director) will direct, plan and supervise the
effective and efficient provision of primary and other health care -services. He will also
supervise and provide technical backstopping in the delivery of project pharmaceuticals and
health care logistical support functions. The Director of Health Care Services will have the
major responsibility for supervising each of the individual health centers on a regular basis to
maintain high standards of quality.

iii) Director of Finance and Administration

The Director of Finance and Administration will manage, control and supervise use of project
funds and revenues, assets, liabilities, and equity capital. He will provide essential financial
information and reports to internal and external sources and develop and apply the procedures
and systems required to budget, control, and administer PHO funds for the network of health
centers and for each cost center. The Director of Finance and Administration will also supervise
the development of personnel and human resource development and systems, information
systems, and supply systems with the technical support of the Health Services Director.

iv) Chief of Social Marketing

The Chief of Social Marketing will supervise the effective management of social marketing
activities and sales programs on the primary health care network. This individual will also have
responsibility for designing marketing surveys to help assist in feasibility studies to decide on
potential project sites. He/she will also be responsible for design and implementation of rapid
assessment programs for market strategies to assess how effectively they are working under
- changing conditions, and to assist other project management in adjusting strategies, pricing
structures, and service programs. ,

v) Chief of Management Information

The Chief of Management Information Systems (MIS) will plan, organize, direct and contro! the
computer operations including installation, implementation of hardware and software, provide

,4)@
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technical assistance to all members of the management support unit and to technical staff within
the health centers in the implementation of the MIS. The MIS to be used will be that developed
under the Child Survival Action Project with the Ministry of Health. He will also be responsible
for maintenance of the program and of training users of both hardware and software:.. An
important aspect that is often overlooked is the generation of reports in an easily understood
format and training of people to improve utilization of these reports.

vi) Chief of Logistics and Essential Medications

This individual will ensure the timely supply of pharmaceuticals, medications and other
necessary supplies to each health service location within the PHO network. He will also be
responsible for developing procurement procedures, effective and secure storage facilities with
inventory and quality control systems, distribution programs to all health service sites, and
educational programs for providers on effective utilization of medications.

vii) Chief of Human Resources Development

The Chief of Human Resources Development will have two major responsibilities:

O To develop a personnel system which will include job descriptions, technical requirements
for each position, salary scale, and incentives for performance, in consultation with the
Director of Finance and Administration. Incentives are considered an integral component of
project success, since there must be some motivation for health care professionals to want to
increase utilization of the care center. Only through increased utilization of the health center
will the self-sustainability objectives be achieved.

O To improve the quality of the PHO's organization of human resources through high quality
training services in support of the project’s technical components. A separate training section
is included as part of this analysis that identifies anticipated training needs through life of the
project. The intention will be to create the capabilities to continue the training process once
the PHO is organized and running. This would include initial orientation of all staff as well
as the development of specific programs to upgrade skills within the PHO. In addition,
training of community promoters and other individuals in the community are considered an
essential ingredient of project success, and responsibility for that will be in this position.

Considering the variety of fields to be covered under project activities and the anticipated study
pace of construction, remodeling and equipment in the start out phase of the health centers,
MSU personnel should be contracted by the end of the first six months of the project. The
- contracting of MSU personnel will be followed by intensive training and some observation visits
to other functioning self-financing projects, such as PROSALUD in Bolivia.

i. Long Term Technical Assistance

In order to assist the MSU in its development, three long term technical advisors are pfoposed.
The first will be a Senior Health Management Advisor who will be on site for five years and
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be responsible to provide technical assistance in the establishment of the primary health
organization, the board of directors, the development of the management support unit, and the
development of all management support systems. This individual will function as Chief of
Party, and should be included as part of the long term contract with the organization responsible
for establishing the primary health organization, as well as providing all the short term technical
assistance,

A second long term advisor will be needed for two years in Social Marketing given the overall
importance of site selection, development of a marketing strategy, and assessment of results,
A third advisor will be needed for two years in the area of Logistics and Essential Medications.
'The scope of work and technical requirements to each of these positions are described in more
detail in the technical assistance plan.

The Social Marketing Advisor and the Logistics and Essential Medication Advisor could be
obtained through buy-ins to centrally managed projects. However, the Mission may want to
consider including these positions in the long term contract since there may be some advantages
obtained by having these three members operate as a team under the same contract. Whatever
mechanism is decided, the Senior Health Management Advisor will function as the Chief of
Party and will supervise the technical assistance of other advisors both long term and short term
under this project. Each position will require highly specialized technical skills to be used in
establishing systems and managing and supervising their respective operations. This will require
training of MSU staff as colleagues, and transferring technology and assistance to personnel who
are directly involved in the day to day operations of the health care network.

2. MAXSERY: Expansion of PHC Services in the South

While there are a number of PVOs and other private entities providing health care in Arequipa,
there are fewer in Puno. This project will support a number of different models for providing
health care and health education and promotion through the private sector, taking into account
the different needs and provider organizations in urban and rural areas of the project zones.
Careful records will be kept of the costs and results obtained. In this way, it will be possnble
to use these experiences to guide the development of private sector primary health care in Peru,
and demonstrate to the MOH new potential mechanisms for providing health care in
collaboration with the private sector. The results can be disseminated to policy makers and other
interested parties as part of the studies component of this project, described below.

a. Program Systems/Mechanisms

This project is designed to provide financial, technical and pharmaceutical inputs to the providers
of primary health care and related services in Puno and Arequipa. These will include, but are
not limited to: NGOs, PVOs, universities, associations, church agencies, private clinics,
community organizations, mother’s clubs, and individual health promoters and providers.
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1) Sub-Grants Program

Sub-grants will be made to private organizations for establishing, expanding, and improving the
quantity and quality of primary health care services and promotion in Arequipa and Puno. This
will be done principally through grants and/or contracts made to/with the above mentioned
entities, although other means, such as guarantees will also be considered where appropriate.

The project will finance and provide technical assistance and training to test the feasibility of
models to support and sustain PHC services in the private sector in the south of Peru. There
will be two major types of programs supported--those which support services delivery per se,
and those which provide health education and support the promoticn of use of existing health
services. :

Financial assistance will be provided based on proposals and financial plans submitted by the
potential recipient to CARE. Particularly on the larger projects, it would be best to have the
Area Director involved in this process from the very beginning.

Proposal components will include at a minimum:

- Executive summary

- Description of the implementing agency
-- Background

— Description of program activities

-- Implementation schedule

- Justification

~ Budget

-- Training and technical assistance required

Once completed, the proposal would be reviewed by the Area Director, the Program Director
and at least two other independent persons (including one from the local MOH) familiar with
the technical aspects of the proposed activities. These latter inputs could come from persons
serving on the Advisory Committee and/or persons at large.

The decision-making process for the larger projects would hopefully be completed within a
three-month time period, with the smaller project reviews taking no more than 30-40 days to
complete. .

- The criteria to be applied include the following:

— high levels of beneficiary participation, especially by low- and middle-income populations;

- well developed implementation and financial plans;

- provisions for cost recovery, including plans for pricing, revenue projections, and
identifying the indigent and providing them with subsidized or free services;

- evidence of substantial collaboration with other primary health care providers, such as MOH
and IPSS;

W
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-- inclusion of the basic package of primary health care servic's: immunizations, diarrheal
disease control, nutrition interventions (growth monitoring and advice, supplemental
feeding, breastfeeding promotion), prevention of high risk births (family planning), and
pregnancy and delivery care;

-- proven or well-founded methodologies for the delivery of primary health care services;

-~ institutional technical capabilities;

-- potential for replicability; -

-- contribution from the institution or community, either in cash or in-kind;

- monitoring and evaluation systems that will facilitate the flow of information back to the
‘managers of the project and others interested in the primary health care in Peru.

Grantees will be expected to use the Health and Management Informatic:a systems developed for

the MOH under the Child Survival Action project, except for portions syx>cific to the MOH, such

as personncl management. Items to be monitored could include util:zation of scrvices by the

primary target groups, provision of primary services (as defined abc ., at » minimum), unit
costs of services, and cost recovery.

The level of funding for specific activities will include provisions for ceve,.: “ALOr projects, ie.
$50-100,000 per year, as well as a larger number of smaller input. -. 3% iy %0 per year.

In general terms multi-year financial assistance will be encouraged and pr.;z77.:f ‘»wer short-term
activities, based on the assumption that changes and improvements i« i% raum:.-r health care
systems require an extended time to accomplish.

Once funded, the Area Director would make regular visits to the grantec .iiz and kave periodic
meetings with the implementing agency to monitor, documert, znd evaluate the processes.

a) .Primary Health Care Services Models
(1) Primary Health Care Grants

Direct grants or contracts to technical groups such as the Colegio de Enfermeria and PLAFAM]I,
based in Puno, and the CEMPOS center of the Universidad Catolica de Santa Maria of Arequipa
to carry out direct care in one or more model health posts or centers. This model would ailow
the provision of direct high quality PHC services and health education to children and women
as models for project and other quality clinical care. It is anticipated that the bulk of the grants
" provided would follow this model.

In addition, the health clinics could serve as a site for the training and practice of health workers
from NGOs and other institutions. This model allows for the operational research of issues such

as the expanded use of non-physician health practitioners, cost recovery, effects of health

education and promotion on patient compliance to treatment regimes.
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(2) Medicos Asociados

There has been significant success in other countries with a model for expansion of service
- delivery which involves facilitating the initiation of medical practice in an underserved area.

Equipment and supplies to initiate practice, as well as access to technical advice and training are
usually provided. In some cases this has meant procuring equipment and leasing it to the
physician, or donating it to his/her practice if primary care services are provided in the target
area for a minimum number of years. Alternatively, arrangements could be made to loan
physicians the money to purchase equipment, and assistance provided to purchase the necessary
equipment at reasonable prices. Similarly, supplies (including pharmaceuticals) can be provided
on a rotating fund basis, or arrangements can be made for the physicians to purchase them at
favorable prices. No matter what the exact arrangements to facilitate the initiation of a practice
in an underserved area, the idea is to require a minimum package of primary health care services
be provided, and that fees charged to the public account for the ability of the community to pay.

b) Health Education and Promotion Models
(1) CARE Promotion and Referral

Direct implementation activities by CARE to add several key PHC promotion and referral
activities to their current populations covered. For example, to the current 100 child centers
with a coverage of 3,000 three to six year olds and their mothers, and to the 3,000 children age
0-3 in the early child stimulation program and their mothers, CARE would add a component to
identify children at high nutritional risk and those with acute respiratory and diarrheal
conditions, and other conditions for action and/or referral to health posts and centers. In
addition, the project would identify women with matemal health risks and implement a strong
identification, referral and follow-up system to health posts and centers for prenatal care,
treatment of reproductive tract conditions, family planning and other priority needs. The
project would also implement a strong follow-up system of health education/promotion to

increase compliance with treatments given in health posts to children and women. Post natal

follow-up will be given high priority in this model. The model also, will include the health
promotion, referral and follow-up of women in community kitchens ("comedores populares”)
whose current 300 centers, managed by mothers clubs, will cover some 9,000 women.

The model’s first phase will focus on consolidation and amplification of PHC promotion, referral
and follow-up activities of the population currently covered by child centers and child stimulation

- (PIATBAF) activities. The second phase, anticipated to start in the second or third year will

expand coverage to additional communities, anticipating adding 30% to S0% to the project target
population.
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(2) Child Center/Food Supplementation Programs

Direct sub-grants to other NGOs to add or strengthen the PHC activities of their child
,center/food supplementation programs. For example, project assistance to CARITAS could
provide assistance in needs analysis, personnel training and supervision, additional equipment
and supplies, ie. weighing scales, purchase and distribution of health promotion materials to
improve PHC promotion and referral activities in food distribution centers. This should result
in improved child nutrition and PHC information to center parents, improved quality food

provision, increased growth monitoring and health promotion activities and increased referrals

to MOH health posts and centers of children with ARI, diarrhea, etc., and women for prenatal

and maternal care visits. In addition, this model will allow increased availability of -

pharmaceuticals managed by the NGO to health centers within the area of the food centers’ -

populations.
¢) Community Promotion

Campesino groups such as UNCA can implement yet another model of project PHC activity
expansion. UNCA promotes community organization and production and social service
activities. The system of organization could be used to implement a series of PHC promotion
and direct service activities. For example, the club network can be used to organize
communities to cooperate with MOH immunization campaigns. Clubs can implement a growth
monitoring system with improved nutrition education focused not only on children under five
but with emphasis on the nutritional needs of women of childbearing age.

Project training in use of simple community based methods for the identification of acute
respiratory infections, advanced cases of diarrhea and dehydration, other childhood illnesses
requiring care and pharmaceutical treatment can be developed. Mothers clubs should be logical
organizations to be stimulated by the project to implement a community based identification and
referral system for high risk women to seck adequate prenatal care, attend deliveries and provide
sufficient postnatal follow-up care. Included in this as well as other models could be the
promotion of family planning services within a model of comprehensive maternal care.

UNCA has a coverage of some 200 communities working closely with mothers clubs. They
have previously received technical assistance from PROCAN, a project which has had funding
from UNICEF. The project can fortify the technical assistance provided with support directly
to UNCA for subcontracting to a TA agency within the sub-grant process or provide technical
_ assistance through broader project technical assistance to realize some economies of scale.

2) Support Systems

The project can provide technical assistance and training on a variety of health service delivery
and support systems through multi-agency, component-wide activities to achieve economies of
scale and a larger impact. There is a universal need for pharmaceutical products at reasonable
prices in the project areas; that element is described separately, below. Since many of the NGO

N
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programs which will serve as the nucleus for expansion are similar and have common
experiences, this model promotes the sharing of experiences through periodic mectings and
conferences, and sharing TA for systems development and technical arecas among a number of
agencies at the same time. This encourages not only maximization of project and other
- resources but implicitly encourages information exchange and helps to avoid duplication of NGO
field activities.

Although sub-grantees will be entities with a high degree of skill and experience in one or more
areas of primary health care delivery, technical and managerial aspects of these same entities
will likely require upgrading. It should be anticipated that some agencies will be strong in some
areas, and able to provide technical assistance to others, but need to receive technical assistance
in other areas. Technical areas might include such elements as immunizations, oral rehydration
therapy and other responses to diarrhea, family planning, nutrition, and pre-natal, delivery, and
postpartum health care. Support systems which may need attention include training, supervision,
health education, promotion, health and management information systems, and equipment
maintenance. At the institutional level, there might be a need for assistance with strategic
- planning, financial planning, personnel management, administration, fund raising, monitoring,
evaluation and report writing. ‘

As a result of observations made by the Area Director, and after substantial discussions with
Advisory Committee members, as well as the entities providing the primary health care services
and promotion, each Area Director will design and develop an annual plan for extending these
services to those receiving financial assistance and others.

The means for offering the technical assistance will include workshops, seminars and individual
one-on-one consultations. Whenever possible, these skills will be sought from local sources,
including entities receiving grants. The Program Director and the Primary Health Care
Technical Advisor will also provide technical assistance. In cases where the appropriate
technical experience is not available locally, offshore assistance and Peruvian nationals from
other regions may be called upon.

The Program Director will serve as the necessary link to ensure the sharing of technical
resources, whenever appropriate, and to facilitate the sharing of technical and programmatic
information between the Puno and the Arequipa offices of the program.

In all cases, every effort will be made to maximize the number of individuals and agencies
benefiting from the technical assistance and to minimizing the cost. In addition, the individuals
- and agencies benefiting from the technical assistance will be asked to bear a portion of the costs,

as appropriate.

Training will be provided to personnel of grantee organizations, and, in some cases, to other
primary health care providers, generally in groups. If appropriate, this could include traditional
birth attendants and other indigenous healers, who might then be associated with one of the
primary health care providers for supervision and follow-up. This will enable economies of

(o
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scale and instill minimum quality standards for provision of primary health care and education.
This is described in more detail in section VI. E. 2. of this paper.

Should U.S. Government sanctions against assistance to the Government of Peru be lifted during
- the course of this project, MOH or IPSS staff could participate in training or technical assistance
activities, if doing so would support the provision of primary health care services or education
-by private entities in the project areas.

Project staff will develop resource clearinghouses in Arequipa and Puno. The USAID PSC will
support liaison contacts with centrally-funded A.L.D./W projects for additional materials and
technical support for the clearinghouses. Materials will be identified and purchased by the
project for the use of technical advisors, project staff, NGOs and other institutions. It is
anticipated that this resource will expand the access of grantees and potential grantees to
literature, other models, techniques and content areas related to the project. These modest
resource centers can be managed by the project staff or possibly by one of the local technical
assistance groups. ,

3) Pharmaceuticals Provision

Based on the A.I.D. Health Sector Assessment, and the observations of the Project Paper team
visiting Puno and Arequipa, it is clear that the PVOs and other private entities delivering
primary health care services as part of this component will need a reliable source of low-cost,
high-quality pharmaceuticals in order to provide quality services at a reasonable cost. Given the
economies of scale, joint procurement is planned for the various PVOs providing services as part
of this component of the project, and, after it starts, with the self-financing component as well.
Should the sanctions against USG assistance to the GOP be lifted during the project, it may be
possible for CARE to also serve as a procurement services agent (PSA) for the MOH in project
areas.

Selection of products to be offered would be based on the WHO essential drug lists, last

amended in 1989, and the MOH lists of drugs approved for use by level of health care facility.

This includes supplies needed for all priority primary health care services of this project,
including family planning. Illustrative lists were prepared by the pharmaceutical advisor on the
PP team; the final lists will be prepared by the pharmaceutical technical advisor for this
component of fae project. Long term, this component will also be able to rely on the
pharmaceutical technical advisor who works with the primary health care organization in the
North as part of the other component of this project. -

Quantities will be estimated based on the services to be offered and recent experience of the
MOH in the project areas.

Procurement will be undertaken by CARE and, later jointly with the PHO in the North, to
obtain the benefits of lower unit pricing by buying in bulk. The Pharmaceutical technical
advisor will assist the Program Director to prepare the lists of products to be procured, with
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detailed specifications. The PSC assigned to this component will assist with final preparation

of tenders and necessary waivers. For price reasons, CARE plans to compete such °

procurements internationally, with a waiver to utilize Public International Organizations (PIOs)
such as UNICEF/UNIPAC, under Chapter 6F Handbook 15. CARE will use the Formal
Competitive Bidding method of contracting, or its own procurement system method, with
approval in writing from USAID.,

CARE will receive the commodities in Matarani, warehouse them temporarily, and then ship to
their local warehouses in Arequipa and Puno. From there, pharmaceuticals and medical supplies
will be transferred to the storage rooms of the individual institutions providing health care.

Clicnts will purchase needed pharmaceutical products and medical supplies from the grantee

institutions. In some cases, grantees will establish community pharmacy outlets, called
botiquines populares, where the most basic of drugs and supplies can sold. In other cases,
PVOs may establish a pharmacy outlet at or near an MOH clinic, enabling MOH clients to
purchase needed medications at a reasonable price. (Often, the MOH does not have drugs to
distribute, and either the drug is not available or' the price in a commercial pharmacy is
prohibitively high, resulting in clients who are not able to take the drugs prescribed for them.)
The proceeds from drug sales will be used to purchase replacement drugs and supplies. Pricing
will require some skill, and should be as uniform as possible in the project area. Some PVOs
have expressed interest in setting prices such that the drug sales could also provide support for
community health promotion activities, especially from botiquines populares.

Training will be conducted by the short-term pharmaceuticals advisor. Management of the
component and the grantee agencies will be trained in pharmaceuticals management and logistics.
Clinical personnel will be trained in improved prescribing practices, focusing on rational drug
use, use of generics, etc.

Six months of short-term technical assistance are planned as part of this component. The long-
term pharmaceuticals advisor who will work with the Primary Health Care Organization in the
North will also provide some consultations to CARE for this component, as needed.

b. Administrative Structure

The SHIP activities in the South will be overseen by a team of individuals skilled in
organizational management and primary health care delivery services. The team will be
composed of a Program Director, an Area Director for Arequipa, an Area Director for Puno,
and a PHC Technical Advisor. A Technical Advisory Group will also be formed for the
. purpose of -providing the program with overall program guidance, and will be the source of
members of Proposal Review Committees constituted to advise the Director regarding proposal
approval. The program grantees may form a council in order to discuss common issues and
interface jointly with CARE. PVOs will be expected to have Community Advisory Groups to
ensure the maximum possible level of community involvement, support and participation. An
organizational graph is presented on the following page (see Figure 5).

\
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1) MAXSERV Team
a) Program Director

The Program Director, who will reside in Lima, will have the responsibility to facilitate the
design of the program’s various systems, ie. financial, management, personnel, logistics,
materials, information, technical, and pharmaceutical; coordinate with the diverse program
participants; monitor on-going progress; control the program expenses; and prepare relevant
reports for all interested parties.

The Program Director-will develop the five-year and annual work plans for the program. S/he
will define, together with the USAID PSC and the Puno and Arequipa Area Directors and the
PHC Technical Advisor, the overall guidelines for the development of sub-grants. S/he makes
final decisions, after consultation with USAID and the Proposal Review Committee of the
Technical Advisory Group, regarding the award of sub-grants to NGOs and other organizations.
S/he is responsible for the management/administration of sub-grants to NGOs, and provides
overall guidance for administrative aspects of NGOs sub-grants.

In collaboration with the other team members, the Program director will also be responsible for
developing work plans and supervising the day-to-day activities of these individuals. The
Program director will report to the CARE Director in Lima and also be the primary CARE
liaison with USAID/Peru, through the Personal Services Contractor {PSC) for the South,

The Program director will have at least 5 - 10 years of administrative experience with similar,
multi-faceted programs. S/he will possess considerable financial, program planning, inter-
personal and language skills in order to undertake the demands of this position. This person
could be either an expatriate or a Peruvian national.

b) Puno and Arequipa Area Directors

These individuals will be responsible for designing and overseeing the program activities in Puno
and Arequipa. This will require them to organize and liaise with a Local Council of Grantees.

The Puno and Arequipa Area Directors will also be responsible for managing the various
program systems that are established, ie. the provision of financial assistance, technical
assistance and the procurement and distribution of pharmaceuticals. They will develop, expand,
and maintain contacts with NGOs in Puno, and will guide proposal preparation concerning
. appropriatc activities and information to include. They will review proposed activities and
proposals in the Puno and Arequipa areas for support to NGOs and presents these to the
Program director with teoommendatnons They will coordinate component-wide activities with
the Program director.

The Area Directors assist in the preparation of reports, budgets, and other documentation as
necessary, coordinating with the PSC. They provide technical and systems development

i
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guidance to component activities to NGOs and other organizations in the development of

training, pharmaceuticals, referral systems, materials development and other technical areas.

They identify the need for technical assistance, and work with the PSC to prepare draft scopes
of work for short term technica! assistance.

The Puno and Arequipa Arca Directors will report to the Program director, Because they will
be in the regions, where the CARE regional offices are, they will likely serve as the day-to-day
liaison between the project activities and CARE.

These individuals should have at least 5 - 10 years of previous experience with primary health“

care programs, including skills in the areas of program, financial planning and supervision, as
well as the ability to coordinate with a diverse group of persons representing the agencies that
provide primary health care and related services. Effective Spanish language skills will be
required; local language skills in Quechuva and Aymara are desirable. This individual should be

Peruvian and preferably local to the specific regions.
¢) PHC Technical Advisor

A PHC Technical Advisor will provide long-term technical assistance to this component of the
project for the first three years. The Advisor will report to the Program director, but will work
closely with the Area Directors as well, and the NGOs and other institutions as they develop and
implement their primary health care activities under this component. The Advisor will provide
assistance both with the technologies of primary health care (immunizations, diarrheal disease
control, nutrition, family planning, acute respiratory infections, and pregnancy and delivery care)
and with the basics of health care marnagement, such as training, supervision, logistics,
information systems, etc.

The PHC Technical Advisor will most likely be an Peruvian national, but must be able to work
in English. A strong health background, preferably a physician with a master’s degree in public
health, and several years work experience in primary health care programs, will be required.

d) Secretaries

Both the Puno and Arequipa program offices will each require a secretary io assist in the
processing of reports, correspondence and general office management. The Program Director
in Lima will also require a secretary, who will need to be bi-lingual, in order to process reports
- for the USAID/Peru Mission. These persons should be Peruvian nationals and local to their

respective areas.
¢) Accountants

Each area will further require an accountant to keep records of the program expens:s and
prepare periodic financial reports and budgets. These persons should be Peruvian nationals iocal
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to their respective areas. The roles of secretary and accountant could be embodied in the same

person, if these combined skills are available locally.
2) Technical Advisory Group

The Program director will be advised by a Technical Advisory Group composed of local
officials, ie. NGO representatives, university officials, community leaders, public health care
officials and other providers of health care services. This will provide the opportunity for input
from other sources besides the cooperating agency, especially the MOH, which has a normative
role in health care, and will increase local legitimacy. The Technical Advisory Group will be
the source of individuals to serve as a Proposal Review Committee, which will always include
at least one person from the MOH, the USAID PSC, the Area Directors, and 2 person from an
organization other than the one making the proposal. The Proposal Review Committee can be
constituted to review one or more proposals, and may change, based on the proposal(s) to be
reviewed. .

3) Local Councils of Grantees

There are a number of interests which PVOs and other grantees will have in common; therefore,
they may(ﬁ?ld it useful to form a group to deal with CARE as a group. This could enable the
Area Directors to deal with common problems and information sharing in an efficient manner.
There should be separate Local Councils of Grantees in Arequipa and Puno, so that the grantees
do not need to travel back and forth. '

4) Community Advisory Groups

These groups would be constituted by individual grantees (or groups, if working in the same
area) to provide a mechanism to obtair. community conzent to program activities, and a way for
communi.es to advise the grantees of their wishes and needs. They would relate directly to
grantees, not the program management structure.

3. Project Studies and Policy Dialogue/Dissemination

In addition to establishing the two hzalth care service delivery mechanisms, SHIP will conduct
a limited number of health sector studies, which will include activities: (a) occurring in the two
project areas, (b) designed to develop and assess approaches %o increasing the efficiency,
coverage, or sustainability of basic health services, and (c) focusing on influencing the

" development of regional health policies. Studies will aiso help determine the unmet demand for

health care in the regions; quantify household patterns of health care utilization and expenditure;
provide a more in depth market feasibility study of the second stage T/TA contract; and assess
the health impact of the provision of private sector health care. The results of the studies, as
well as the lessons leamed through project implementation, will cczuprise the basis of SHIP’s
policy formulation and dissemination activities, and possibly help form new implementation
models. The third project component will carry out technical and policy studies, and the results

)
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will be disseminated and incorporated into project activities planned for the northern and

southern project areas, and serve to strengthen the policy dialogue process and influence regional

officials in the formulation and promotion of new health policy. The third component will be
obligated as part of the CARE CA, and commence during project year one.

a. Studies in the North Macro Region

The following is a list of studies to be carried out for the Northern component of the pl'OjeCt
These studies are viewed as critical to the preparation of project start-up activities, ongomg
implementation and the achievement of project objectives.

1) Legal Study

Both the MOH, through the Director of Sub-Region II, and the Regional Government, through
the President of Regional Government of Nor-Oriental de Maraiion, have verbally indicated their
willingness to "cede" to the PHO a number of health centers for this project. However, they
- were not sure how this could be done legally, i.e., donation, sale for a minimal amount of
money, or long term lease. Questions of who would "own" the health centers after remodeling
as well as what would happen to current staff once the PHO assumed responsibility for them
were also raised. The study will also determine how the PHO will be incorporated as a non-
profit institution under Peruvian law, and what types of agreements the PHO could develop with
government institutions., The legal study would research and clarify these issues prior to Phase

II startup.
2) DHS Regionally Valid Sample

When the DHS is performed in Peru during the course of this project (currently planned for
1992 and 1995), samples will be drawn so that the results will be valid for each region of the
country. Normally, DHS is performed with a sample which yields national, but not sub-national
rcliability. The DHS provides basic information on femhty, health status and health-seeking

behavnors of the population.
3) Potential Areas Identified and Crit,ei'ia for Selection Applied

The analysis of the situation has identified eleven potential sites for initial analysis. Criteria
need to be developed for final selection of which sites to be developed initially These criteria
would include a demographic analysns to decide on service mix, economic analysis to decide on
" whether or not the population in the area could pay for the services, provide a price structure
based on the marketing evaluation, and demand for services. Once potential areas are identified
and some broad criteria indicate that it might be useful to proceed further, then the next steps
would occur,

i



Prajact Papar for SHIIP
5270317 - Page 43

4) Marketing Study
This would involve several activities:
2) Household Survey

This would involve each potential site, that has been identified for development of a health
center under the PHO, and do complete interviews in 200 households distributed according to
a samplmg frame throughout the catchment area of the health center. The objective of the
survey is to identify specifically what health problems people face, where people go for health
care, how much they pay, and what would be the types of services they would like to see in
their new health center. This survey would also serve to provide baseline data for evaluation
of the project. The accumulated data would provide morbidity and possibly some mortality data
to follow changes over time.

b) Longitudinal Observational Study

If the information gathered from the household survey necds supplementing with more detailed
information, a much smaller group of houses could be observed over a period of 8 weeks on
each project site. However, since resources may not allow all eleven areas to be so studied,
three or four of them, representative of the types of areas where health centers will be located
in could be selected. Trained observers, under the supervision of medical anthropologists would
visit the houses two to three times a week to observe what actually goes on when illness occurs,
documenting carefully where people go and how much they pay. This would serve to provide
more sensitive data to complement the houschold survey on utilization of health services and
willingness to pay. This type of study is valid for the initial analysis and baseline collection of
the project, but would not be necessary in future stages of the project for each health center site.
Implementation of this would be too expensive to do each time. However, periodically
throughout the project, such as during a midterm evaluation and final evaluation at the end of
the project, this study could be repeated to see what changes have occurred in the utilization of
health services in project areas as a result of project activities.

¢) Community Analysis

An important part of the decision as to whether or not to develop a health center in a particular
site would be an analysis of what health services are currently available and utilized, the
community organizations, their willingness to work directly with the project, and the existence
" of key individuals who would be willing to volunteer time on a local board for the health center
and/or to work as community promoters, etc. All these questions need to be answered prior to
the development of the feasibility study.
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- 5) Feasibility Study

The feasibility study would have several components:

a) Identify key factors to the success of a health center in that particular site, such as the
- potential demand, finances, organizational requirements, technical needs,and overall market.
b) Predict the health center output individually for each center and its contribution to the
network, including revenues and costs.

c¢) Evaluate optional strategies to developing this particular health center and see whether this
nealth center compares favorably or unfavorably to optional strategies.

d) Decide whether or not to place a health center in the proposed location.

6) Monitoring, Evaluation, and Readjustments

This entire project has been developed along an operations research model. This implies that
implementation of a plan should include rapid assessment and monitoring of project activities
so that impact on the community in terms of utilization of services, receptivity to those services,
- and willingness to pay as a measure of quality, and any changes in morbidity as a result of these
services can be evaluated. If something is clearly not working, this should be discovered within
a short enough period of time to allow rapid adjustments and development of new strategies,
activities or program services. This information should feedback to the local board, as well as
to the PHO staff and board of directors,to involve people at all levels in the re-identification of
their needs and wants. Special studies may be useful during this phase as well, looking at
specific aspects of the marketing plan and the health services delivery program. Operations
research needs to be programmed into the mentality of every person working in the organization
as a commitment to total quality improvement. Gnly by continuous assessment of the effect on
the consumer of the services can any degree of self-sustainability be achieved.

Another seminar important to the dissemination objective should be held towards the end of the
project, once the network is functioning smoothly and information is available on a
self-sustaining basis. This would be both a national and international seminar, inviting people

from all over Peru and other countries within the Region who would be interested in and benefit

from the experience of the PHO, and the PVO.
b. Studies in the South Macro Region

The testing of alternative primary health care service delivery models in the private sector will
be documented by studies which record the process and results obtained. While it is expected
+ that most of the service delivery grants will include health and services statistics collection, there
will be a need for some more focused operations research activities.

Expansion of services within the southern component could explore the use of non-physician
practitioners in expanded roles, i.e. to provide diagnostic and treatment services, provide
prescriptions under standing orders, etc. Experiences within the project will provide information
on effectiveness 2nd safety of these personnel and procedures for monitoring their performance.
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Based on the lessons learned in the project, dialogue to authorize these expanded roles for non- _

physician practitioners can be carried out in policy discussions with the MOH. This discussion

of the expanded role of non-physician practitioners can be linked to larger/national '

considerations of the review, regulation, unification of criteria for the initial training of the
various categories of technicians being produced by multiple technical schools in Peru.

The pharmaceutical system, its implementation and benefits will be monitored as part of the
project studies. project experience with issues of savings with bulk purchase, rational use and
cost recovery will be studied. Results both positive and negative will be presented as part of

an information base for project adjustment. This information will also be important for the

GOP/MOH’s proposed broader plans to rationalize pharmaceutical use country-wide.

Project models and activities which increase the access and use of family planning services will
. be developed and disseminated. Models which offer alternative ways to offer services to rural

populations will be of priority.

The project will use information and monitoring systems developed by other AID projects
(CSAP, PRISMA) to measure the effect of project inputs and activities. These systems will be
studied, reviewed and shared with NGOs and the public sector.

One study which would be useful for the areas in which promotion of use of MOH services are
provided by the project would be to study the source of referrals to the MOH clinics.

In addition to operations research studies arising directly from primary health care activities
carried out by _grantecs, there are some studies which are of interest regarding the role of the
private sector in the provision of health care in Peru, which can be carried out as part of this

project component, to wit:

o Policy analysis of the development and implementation of models for regionalized health
systems with budgetary authority and institutional responsibility and resources for program
1mplementauon Studies in this area will include policy definition for site selection and types
of services to guide future planning for health fac:lmes and expansion by the private and
public sectors. .

° Strﬂngthening the legal and operational basis for convenios between the MOH/GOP and
NGOs is another area of policy importance for the discussion. The leveraging of GOP
reglonal resources is essential for the continuity and sustainability of project-tested PHC
services models. _

The results obtained can then be disseminated by means of regional or national conferences and
workshops, presentations at scientific meetings, and publication in national or, if the results
warrant, international health journals. Based on dissemination of project results, we would
expect that policy dialogue between private health agencies, health donors, and the GOP would
be enhanced, especially with relation to the role of the private sector. The GOP and MOH do

64
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not have a specific policy regarding the role of NGOs in the pm\;ision of health care.
Therefore, policy dialogue will help clarify the appropriate role and interrelation between NGOs
and MOH in the provision of PHC services, as well as in other health program activities.

C. End of Project Status and Project Qutputs
1. End of Project Status '

Models identified i xmprove
-access: increased % of population within ﬁve kilometers of a primary health care center use
services

-coverage of basic health services:
*increased % children receiving DPT3, OPV3, BCG, and measles vaccine before their first
birthday
*increased % of childhood diarrheas appropnately treated with home fluids, ORS, continued
feeding and/or breastfeeding
*increased % of children under 4 months old exclusively breastfed; increased % of children
6-11 months receiving appropnate weaning foods
*increased % MWRA using modern contraception (include LAM and sclentxﬁc NFP)
*increased % of children with ARI treated according to MOH norms
*increased % of pregnant women receiving 2 prenatal visits
*increased % of pregnant women receiving 2 doses of Tetanus Toxoid
*increased % of births attended by trained personnel
*increased % of postpartum women receiving checkup within 3 months

-Jower cost per service delivered

-require less subsidy than others tested

2. Project Outputs
a. MAXSALUD

1) A non-profit health care system in Chiclayo area is 80% self-sustaining by 1997 in
terms of coverage of network operational expenses; revenue generations in project area
are sufficient.to allow for cross-subsidies

2) A non-profit Primary Health Organization (PHO) established with charter, Board of
Directors, and By-laws in year 1.

3) PHO consists of one central office for admxmstmwe and management and at least 12
health centers and corresponding health posts by the end of year 2.

a) the MSU central office has the following functions established and operational:
-financial management and controls
-logistics, supply and inventory of drugs and supplies
-standards of quality, procedures, job descriptions established for all clinics
-personnel system established with wage scales, training, and supervision,
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-operations research conducted on systematic basis on key issues

-monitoring system for management, financial and quality control established

-standard approach established for market analysis, clinic location, pricing of services
and drugs "

b) Health clinics cstablished and providing high quality health care. PHC services
provided to 150,000 low income individuals who would otherwise require public
subsidy or not receive professional, high quality care

¢) Clinics perform the following functions

-provision of preventative services to community consistent with quality standards
-provision of curative services on a fee for service basis for priority primary health care
problems
-sale of essential medicines to clients and others

4) Community boards of directors or advisors established for each clinic

b. MAXSERYV

1..30 grants made for primary health care services.

2. § grants for support/promotion of primary health care made.

3. TA systems established and functioning

4. System established and functioning for joint procurement of basic medicines
5. Local councils of grantees functioning well: meeting regularly, sharing ideas
6. MOH participates actively in TAG and PHC and local dissemination activities

c. Studies/Dissemination/Dialogue
1. Studies

a) The following studies are conducted in the North

-Legal

-DHS with regionally valid sample

-Location of Centers

-Marketing, including household and possibly observation studies
-Feasibility

-Monitoring, evaluation, and readjustment

b) The following studies are conducted in the South
-use of non-physicians as clinicians

-pharmaceutical provision

-family planning service delivery

-information and monitoring systems

-referral sources to MOH clinics

-regional health care models

-NGO convenios with regional governments



" Praject Paper for SHIP
5270319 - Page 48

2. Dissemination: Newsletters, conferences, and workshops implemented
-Quarterly newsletter published and distributed '
-Annual dissemination meetings in each Macro Region after years 2,3,4
~Publication of results as warranted in national or international journals
-Presentation of results at national and/or international meetings

3. National health financing conference held at end of project

D. Proiect Relationship to GOP. A.LD.. and other D Eff
1. Government of Peru ‘

Peru is presently under FAA Section 620(q) and Brooke-Alexander Amendment sanctions.
Therefore, A.LD. is currently prohibited from providing assistance to Peru (either its people or
its government/private institutions). FAA Section 123(e) permits the obligation of funds to the
MAXSERY component under a cooperative agreement with CARE, in support of the ongoing
and continuing program of the U.S. based PVO. The T/TA contract proposed for the northern
MAXSALUD component will be competitively negotiated once these sanctions are lifted. The
Mission expects these conditions may be met by the second quarter of FY92.

The MOH first established a national policy for PHC in 1978, following the publication of the
World Health Organization (WHO) Declaration of Alma Ata on PHC in that year. Since 1980,
this policy has been continually modified and strengthened, with considerable emphasis placed
on family planning (FP), oral rehydration therapy (ORT) and immunizations.

Published in September 1985, the National Health Policy as an integral part of the Policy for
National Development called for achievement of a more equitable distribution of health
resources, multi-sectoral collaboration, and the facilitation of community participation in all
health-related activities. It called for decentralization, i.e., significantly less central level MOH
staffing and a delegation of program authority to the UDES, allowing health service planning
and resource allocation to more closely match the needs of communities rather than central level
priorities.

This policy was formalized in the GOP’s new 1986 Integral Health Sector Law, which places
priority on the delivery of MOH and IPSS services to certain priority populations by: social
groups (rural and urban marginal populations); groups at risk (children under five years of age
- and women of child-bearing age); and geographic areas (Departments of the southern sierra that
comprise the central highlands: Qosco, Puno, Apurimac, Huancavelica, Ayacucho and parts of
- Arequipa) and priority micro-regions across the country.

Other priorities identified include control of diseases that can be reduced through better nutrition,
basic sanitation, immunization and FP and the reorientation of peripheral health services toward
health promotion and prevention of illness. A new policy established in 1988 (the Triennial Plan
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for Reduction of Infant Mortality) aimed at a 15% reduction of the IMR between 1988 and 1990,
It included ARI as its top priority, followed by DDC, Immunizations, child nutrition and high-
risk births. Priority departments designated according to need and equity are: IHuancavelica,
Apurimac, Qosco, Ayacucho, Puno, Amazonas, Cajamarca, Loreto, Ancash, and marginal areas
of Lima. The implementation of these official GOP priorities has been haphazard at best.

To dat:, the MOH has made substantial progress in the development of official norms and
standards for the control of diarrheal diseases, the promotion of growth and development of
children under five, proper feeding and nutrition, maternal health care, training of health
promoters and TBAs, delivery of FP services, including prevention of pregnancy for women at
high risk, and other areas related to PHC activities. However, problems in management and
administration, logistics, human and financial resources, and community participation, have thus
far prohibited full 1mp1ementau0n of MOH policies. A major struggle for the MOH is to
restructure the budget in favor of PHC and peripheral health semces, especially in the context
of labor strikes and extraordinary budget limitations.

2. Other Donors

In the first half of the 1980s, international donor agencies, including the World Bank (IBRD),
Interamerican Development Bank (IDB), United Nations Children’s Emergency Fund (UNICEF),
Pan American Health Organization (PAHO) and USAID, played a large role in supporting PHC
activities at the peripheral health service and commumty levels, while the GOP fiscal
contribution was minimal,

In the mid-1980s, donor assistance to the health sector in Peru, in addition to $28.45 million
provided by USAID, totalled approximately $148 million. Most of the assistance was used to
support PHC. PAHO has provided technical assistance in such areas as oral rehydration and
immunizations. PHC activities have been stressed in training supported by German Technical
Assistance Agency (GTZ) and World Bank projects at the peripheral level. Both the World
Bank and Inter-American Development Bank have supported construction of health centers and
health posts in designated areas of the country. On-going assistance by these and other donor
agencies is discussed below. Without exception, all, in some manner, are continuing to support
PHC, with particular emphasis on CS activities.

a. World Bank (IBRD)

A World Bank $33.5 million loan, authorized in May 1983, was designed to increase the
" availability and access of PHC services for 3.5 million inhabitants of specified geographical
areas in four Health Departments—two on the coast and two in the jungle. World Bank funds
were to be used to finance equipment, supplies, and medicines for newly constructed peripheral
health establishments and training for a new cadre of health post visiting nurses. GOP
counterpart funds were to provide all local currency construction costs for new health facilities
and salaries for additional health workers. Due to slow implementation, only $3 million had
been spent when the government changed in 1985. The project was redesigned in 1985-1986,

N
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concentrating the pro;ect on the northern and southern sierra. The use of cheaper and more
appropriate matcrials in the construction of the health posts meant that a larger population
coverage could be achieved.

World Bank funds have not been disbursed since 1985, and have been suspended indefinitely
since May 1987. However, $19 million in GOP counterpart funds have financed the
construction of 11 new health centers and 139 health posts. The project covered the departments
of Apurimac, Qosco, Huancavelica, Puno, Ancash, Junin, Cajamarca, La Libertad and Lima.

b. German Technical Assistance Agency (GTZ)

After USAID, the next largest bilateral donor is the Federal Republic of Germany which
provides support through its development agency, GTZ, for PHC and nutrition. GTZ also
provided support until July 1987, along with USAID and PAHO, to the MOH's management
information system. GTZ currently supports PHC activities in thc Departments of Cuzco,
Madre de Dios, and Apurimac ($3.5 million), and in La Libertad ($5 million).

c. Inter-American Development Bank (IDB)

Through its Integrated Regional Development Programs, the IDB disbursed $11.2 million in
loans prior to 1988 for training of health workers and construction of health facilities in three
jungle sites. Another $31.3 million loans funded the construction of urban water and sanitation
systems through SENAPAL (National Service for Potable Water and Sewerage Systems) in
1988. The GOP is studying a new proposed IDB loan for $34.045 million, with a GOP
contribution of $41.611 million, to rehabilitate 15 hospitals in 14 UDES. This is a major
reduction from the earlier proposals to rehabilitate 31 hospitals in 19 regions.

d. United Nations Population Fund (UNFPA)

During the 1988-91 period, the UNFPA continued implementation of a $2.4 million grant project
in MCH and FP that will provide services to three million women and children under five. The
program includes training, FP supplies, education and communication. Smaller sub-projects
include: improvement of vital registration system of the National Institute of Statistics (INE);
community-based distribution of oral rehydration salts (ORS) and FP supplies in peri-urban
slums of Iquitos; and a natural FP method project in five townships of Lima. UNFPA’s $2.4
million grant has been augmented by $1.35 million in multilateral contributions to be extended
- through 1991. A new project under consideration would be directed at adolescent health

services.
e. United Nations Children’s Emergency Fund (UNICEF)

A $5.375 million budget for 1987-92, augmented by $1.2 million in additional funds, is
supporting self-help projects by women’s community groups among the poorest populations.

w
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The five-year program emphasizes CS interventions that are managed through a variety of public
and private sector organizations, including the National Planning Institute (INP), MOH, Ministry -
of Education (MOE), and Departmental Development Corporations (CORDES). Under the -

program, priority rural areas receive: technical assistance to train community workers,
especially women’s groups, in participatory programming; financing to support the production
of training materials on low-cost techniques for CS and the role of women; and equipment and
supplies for women's groups. In urban areas, UNICEF works through PAIT (Programa de
Apoyo al Ingreso Temporal--the GOP public works organization), multi-family and child feeding
centers, the Vaso de Leche program, Clubes de Madres, other women’s groups, and agencies
providing loans to the informal sector. The UNICEF budget also includes $0.6 million to
support the MOH's EPI National Plan of Action in collaboration with USAID, PAHO and
Rotary International. |

f. Government of Italy

The Government of Italy has been funding a $5 million multisectoral community-based nutrition
project (PROCAN) in the Departments of Puno, Moquegua and Tacna, which was implemented
by UNICEF and PAHO through the MOH. The GOP also approved a $5-7 million sanitation
project for 1988-90 for the emergency zone, including Ayacucho, Qosco, Apurimac and
Huancavelica. In addition, the Government of Italy will provide over a three year period (1990-
1992) a $2 million grant for cancer treatment medicines, a $6 million loan for essential
medicines, and an $8 million loan for hospital equipment. Furthermore, the Government of Italy
is constructing three rural hospitals in the Department of Piura.

g. Pan American Health Orgarization (PAHO)

PAHO provides assistance to special programs of the MOH related to CS: immunizations,
DDC, FP, and feeding and nutrition. Other related PAHO-assisted MOH programs include:
development of human resources, information systems, statistics, telecommunications, active
epidemiological surveillance, and environmental health. PAHO provides the MOH with
approximately $3.5 million annually in the form of technical advisory staff and limited program
support, including operations management and supplies. In addition, it has committed $580,000
over the next five years for the MOH’s EPI Naticnal Plan of Action in collaboration with
USAID, UNICEF and Rotary International. ’

h. Rotary International
. Rotary International provided $800,000 to support the MOH'’s EPI National Plan of Action in

collaboration with USAID, PAHO and UNICEF under a five year Memorandum of
Understanding (1987-91).
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i. Other Bilateral Assistance

The Government of the Netherlands is providing $300,000 in support to buy equipment for
health posts. The Government of Belgium is providing $80,000 in assistance for PHC in the
- Department of Piura. The Swedish Aid and Technical Cooperation Agency is providing support
to the MOH Immunization Program.

3. A.L.L. Policy and Strategy

The project fully conforms to A.I.D. and Mission policies and strategies for health, child
survival, nutrition, and family planning,. _

A.LD. policy is to assist less developed countries to reduce infant and child mortality and
morbidity. Other objectives are to reduce maternal mortality and morbidity, build on child
survival interventions to develop a more comprehensive health care system over time, ensure

sustainability of gains in child health and survival, and develop new technologies and systems

for delivery of child survival services.

A.LD. Child Survival Strategy is to assist the GOP (MOH and IPSS) and the private sector to
provide sustainable services throughout the country, with first priority to the most needy areas,
especially to families whose children are at highest risk. The strategy consists of a series of
complementary and coordinated sub-strategies in a number of key service delivery and support
system areas: diarrheal disease control (DDC), acute respiratory -infections (ARI),
immunizations, family planning, maternal health, and nutrition. The Mission strategy addresses
these key areas. Additionally, the Mission strategy is to strengthen two major support systems
for child survival, including a health/management information system (HIS/MIS), and active
epidemiologic surveillance (VEA). Guiding principles for implementation of Mission Child
Survival strategy are: institutional strengthening, increased private sector participation, and
integrated health communications and education. The SHIP will focus on six health and child
survival areas (DDC, ARI, Immunizations, Nutrition, FP, and Maternal Health), will coordinate
with the current HIS/MIS and VEA systems, involves private sector participation, and will
include a strong health communications and education component. The AID strategy with
respect to the six major focus areas of the SHiP are as follow.

a. Control of Acute Respiratory Infections (ARI)

. USAID’s goal, in conjunction with the GOP and other international donors, is to reduce the
death rate due to ARI in children under five and to reduce morbidity through the promotion of
preventive and early treatment measures. To achieve this goal, USAID’s strategy is to improve
early detection and home treatment capabilities of families and communities, provide assistance
for investigations of the causes and cost-effective prevention and treatment strategies for ARI,
strengthen MOH capabilities to deliver services, and increase public knowledge and demand for
services.
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b. Diarrheal Disease Control (DDC) Strategy

Diarrheal discases account for 22% of all infant deaths in Pzru. The problem of diarrheal jliness
is compounded by the high prevalence of malnutrition in children, which influences the duration

. and severity of the diarrhea, leading to increased risk of death. The primary tenet of AID’s

strategy for diarrheal disease control is oral rehydration to prevent death from dehydration, the
major danger from diarrhea among infants and children. Promotion of sound nutritional
practices, including appropriate breast-feeding practices, proper weaning, and dietary
management of diarrhea are importent elemeats of the strategy for diarrheal disease control and
nutrition.

.

¢. Immunizations Strategy

A.LD. is working closely with the World Health Organizations’s (WHO/PAHO) Expanded
Program of Immunizations (EPI) to reach and maintain the target of 80% national coverage by
1991 of children under age five for six vaccines: polio, measles, diphtheria, pertussis, tetanus

. and tuberculosis. Recent GOP efforts (1990) have reached 60-70% coverage with USAID

support, despite the months-long strike of health workers. In the Americas, A.LD. also has
joined with PAHO, IDB, UNICEF and Rotary International to interrupt the transmission of the
wild polio virus, with the objective of eradicating polio from the Americas, eliminating neonatal
tetanus, and substantially reducing the incidence of measles.

d. Family Planning (FP) Strategy

USAID's goal in the FP sector is to help further lower the current population growth rate of
2.10%, a goal consistent with USAID/Peru’s Country Development Strategy Statement (CDSS)
which cites rapid population growth as "a serious inmipediment to development” in Peru. One
major element of USAID’s overall development strategy is to expand the efficiency and coverage
of social services, including FP, to low income rural and urban populations as an effective
means to increase the real income and living standards of the poor, and to reduce the negative

impact of continued high population growth on economic and social development. This goal is

consistent with both the A.L.D. Latin American and Caribbean (LAC) Burezu strategy and the
target set by the GOP’s National Populatxon ‘Commission to lower the feruhly rate from 4.2 to
3.7 by 1991. Mission strategy is to continue to support supply methods (OCs, barrier methods)
and to increase support for long-term methods. Both the MAXSALUD and MAXSERV
components will be providing supply and long-term methods, and encouraging their use among
high risk women.

e. Maternal Health Care

A.L.D.’s strategy for maternal health is to promote adequate prenatal and postnatal care, safe
delivery practices, and adequate maternal nutrition in order to reduce matemal mortality and
morbidity which affects both mothers and their children. At the same time that safc delivery
practices protect mothers’ health, the health of newbomns in the perinatal period iis also improved
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for high risk infants who need special medical attention at the time of delivery. Health services
provided through the PHO and NGOs will emphasize these services for mothers and newborns.

f. Nutrition

The malnutrition problem in Peru continues to be severe, as shown in the 1984 ENNSA study
where chronic malnutrition (low height-for-age) within the 0-5 year age group was determined
to be about three times worse in the rural sierra (63%) than in urbix\ coastal ureas (27%) or the
poorest areas of Greater Lima (19%). Although full term low birth weight does not appear to
be a serious problem in most areas, poor growth begins in the first year of life through a
combination of poor weaning practices, with incorrect timing of introduction of non-breast milk .
and inadequate type of weaning foods in urban areas which contribute to high rates of infectious
morbidity. In rural areas, chronic malnutrition is associated with delayed supplementation of
breast milk, inappropriate traditional weaning foods, and inadequate household resources to
satisfy nutritional needs of children. MAXSALUD and MAXSERV will integrate nutrition
education messages into health services delivery activities, focusing on exclusive breastfeeding
to 4-6 months and appropriate weaning foods. Also, project activities will coordinate with local
supplementary feeding programs to provide food secunty to the most needy nopulations of
children and pregnant and lactating mothers in project areas, and will provide micronutrient
supplements, especially iron to women of fertile age.

4. A.L.D. Projects in Peru

USAID/Peru has been a major donor to the MOH and IPSS in projects related to child survival.

Family planning was a strong component of USAID's Integrated Health and Family Planning
Project (527-0230) implemented by the IPSS, MOH and various PVOs from 1982-85. In 1984,
USAID signed an agreement for a $4.7 million Contraceptive Social Marketing (CSM) project
with a local PVO. In 1989 2 new USA'D-supported $13 million Private Voluntary FP
Expansion project (527-0335) was initiated, creating an umbrella for commodities and technical
assistance to 7 local family planning organizations under the Peruvian PVO PRISMA. The new
Commercial Family Planning Project (5§27-0326) has just been authorized by the Mission, to be
managed by the local FP PVO APROPO, whick: will use social marketing concepts to distribute
non-clinical FP methods, particularly through the commercial sector of Peru.

The five-year (1988-92) Child Survival Action Project (CSAP: 527-0285) includes 2 $19 million
- grant and $25 million in counterpart funding through PL480-generated funds and GOP funds.
This project supports five existing maternal-child health programs in the MOH: diarrheal
disease control, acute respiratory infection control, immunizations, family planning, and
nutrition. In addition, it helps strengthen decentralized support systems, including training,
supervision, health communications, active epidemiological suiveillance, and the development
of a hw.lthlmanagcmem information system. This project’s progress has been seriously detained
due to socio-economic and political instability in Peru and the GOP/MOH, and the application

W
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of USG sanctions which have permitted the obligation of only $10.8 million of the authorized

grant funds to date.

Since 1983, USAID has been supporting Peruvian researchers with the aim of developing
program and technology improvements for C& interventions. Since 1985, grant agreements have
been signed with the Nutrition Research Institute (IIN), the Peruvian University Cayetano
Heredia (UPCH), and PRISMA (a local PY( formed in 1986), to conduct CS research activities
in the areas of diarrheal disease treatmert and control, nutrition and dietary management of
diarrhea, and family risk assessment. Private sector training and development of service
delivery methodologies for CS interventions are also being carried out, with USAID grant
support, in different parts of the country by CARE, ADRA/OFASA, CARITAS, 1IN, PRISMA
and UPCH. The 1IN is currently conducting two research studies (on the effect of the economic
crisis on nutritional status, and on serum retinol levels in Peruvian children), which should
provide useful information to the Mission for nutrition intervention strategies.

The USAID food assistance strategy calls for improved targeting of Title II program resources,
which are channeled through . PVOs (namely, Catholic Relief Services’sCARITAS
(CRS/CARITAS), Cooperative for American Relief Everywhere (CARE), and Adventist
Development and Reiief Agency (ADRA/OFASA)), and complementary bilateral Section 416
resources, which are provided to the MOH, in order to improve the nutritional status of Peru’s
poorest mothers and children. The PVOs and the MOH bilateral supplementary feeding
programs are changing their geographic targets to increase program coverage in rural areas.

A.LD./W centrally and regionally-funded projects also will play an important role in supporting
the implementation of this project. HEALTHCOM II, SOMARC, HNS or the Population
Communications Services project may serve as sources of technical assistance. Project
SUPPORT has been providing technical assistance and a revolving loan fund to purchase
equipment for LUSA Laboratories, the major local ORS manufacturer, to expand local ORS
production. It is expected that assistance for priority cperations research in support of this
project will come from several sources of buy-ins cum:ntly established through AID/W
centrally-funded projects.

V. FINANCIAL PLAN
A. Qverall Project Estimated Budget

- The total amount of this five-year project is estimated to be US$19.0 million, of which US $18.0
million will be financed by USAID/Peru and the equivalent of US$1.0 million will be the
counterpart contribution of project implementing agencies. USAID/Peru grant funds will support
all project components and will be obligated under a Cooperative Agreement with CARE to
establish MAXSERYV, and through a competitively negotiated T/TA Contract with an
international firm to create the PHO MAXSALUD. The counterpart contribution has been
calculated only for the MAXSALUD component, and will consist of fees collected from clients
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as well as private and public sector contributions consisting of physical infrastructure,
administration and personnel, It is impossible to calculate in advance the in-kind and monetary
counterpart contributions which the PVOs in the Southemn component will provide, since they
have not yet been selccted.

Total estimated project budget by funding source, and, for AID funds, disaggregated by foreign
exchange (FX) and local currency cost (LC) is summarized in Figure 6. Given the nature of the
project to develop and pilot test MAXSERYV and MAXSALUD as alternative models for the
provision of primary health care services with the private sector, it is anticipated, as shown in
Figure 6, that USAID/Peru funds will cover most of the total project costs (about 95%) while
the counterpart contribution will just complement the local currency costs of the total estimated
budget for establishing MAXSALUD.

The Mission considers that a waiver of the 25 percent contribution requirement is justified on
the grounds that this is not a typical HB 13 PVO project in which A.L.D. receives a unsolicited
proposal from the PVO requesting A.L.D. assistance in carrying out one of their programs.
. Rather, in this case A.LD. has selected CARE to be the implementing agency of component 1
of the SHIP on the basis of predominant capability and ongoing experience in Peru.

Every effort will be made by CARE to ensure the greatest possible generation of counterpart
contributions through the sub-grant mechanism to NGOs, consistent with other principal project
objectives. The criteria for selection of sub-grant proposals will include self-financing elements.
The exact mechanisms to be employed for the generation of counterpart contribution will be
based on sub-project proposals from the various PVO’s. CARE will seek to generate a 10%
match from in-kind resources of sub-grant recipients. ,

This waiver is not necessarily applied to the LOP funding of the SHIP, given that the Mission
expects a substantial in-kind contribution from the Regional Government of Nor-Oriental del
Marafion for the district health centers, calculated at approximately $1,000,050. In addition,
USAID considers it probable that revenues from sorvice fees will exceed the 25 perceit

contribution criteria. Nonetheless the Project Parer budget reflects only the Regional

Government in-kind contribution.

FIGURE 6
Summary of Total Project Costs by Funding Source
snd Foreign Exchange (FX)-and Local Currency Costs (LC)

CUsS$000)
X Lc TOTAL Per Cent
A.1.0. Grant Funds 8,300 9,500 18,000 ' 5
Counterpart Contribution 0 1,000 1,000 5
TOTAL 8,500 10,500 19,000 100

\\&e
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Overall, an estimated US$8.5 million in USAID/Peru funds, 45% of the total project budget,
will be used to finance the foreign exchange (FX) costs of the project, while the remaining

US%10.5 million (55%), which includes the project’s counterpart coniributions, will finance the -

local currency (LC) costs of the project.

B. Estimated Budget by Project Component

As described in Section IV.B., the SHIP is composed of the following three major activity
components acting in concert and individually to implement the proposed alternative pnvate
primary health care models in the northern and southern project regions.

1. A Self-fi nancing Primary Health Care Network in the Northern Region of Peru
(MAXSALUD);

2. Expansion of Primary Health Care Services in the South of the country (MAXSERV);and

3. Special Studies, Policy Dialogue and Dissemination, Audits and Evaluations.

In addition, there are budget elements for a project management component and a contingency
fund. These budgetary elements fully coincide with those three activity components of the
project, plus project management. Figure 7 below shows the total estimated Project costs by
budgetary project component, funding source and by foreign exchange (FX) and local currency

(LC) type of expenditure.
1. A Self-financing Primary Health Network in the North.

As seen in Figure 7 below, the overall estimated cost to establish the self-financing primary
health network in the Northern region of Peru (MAXSALUD), as described in Section IV.B.1.,
is US$11.16 million. Of this amount, US$10.16 million will be financed by the USAID/Peru
grant funds, while the equivalent of $1.0 million will be the PHO’s financial and in-kind
counterpart contribution. USAID/Peru project funds will be used to finance foreign exchange
(US$5.0 million) and local currency (US$5.1 million) costs of this component. Specifically,
these funds will cover all technical assistance, commodities, short-term training, the operating
expenses of the health network, and a few special studies. In addition, overhead of 10% is
included in the budget. .



Total Project Costs by Project Component, Funding Source

FIGURE 7

and by Foreign Exchange (FX) and Local Currency Costs (LC)

(US$’000)
AlD. COUNTER
PRQJECT COMPONENT PART GRAND
FX LC TOTAL SUPPORT TOTAL
1. Self-Financing PHO (NORTH) 4,931 5143 10,074 919 10,993 -
a. Technical Assistance 2,946 0 2,946 0 2,946
b. Commodities 914 150 1,064 0 1,064 .
c. Short-term Training 101 100 201 0 201
d. Operating Costs 0 3,741 3,741 0 3,741
e. Renovation/Construction 55 1,102 1,157 919 2,076
f. Studies/Audits 0 50 50 0 50
g- Overhead (10%) 915 0 915 0 915
2. NGO Heslth Providers (SOUTH) 1,645 3,561 5,206 0 | 5,206
a. Technical Assistance 593 0 593 0 593
b. Commodities 485 30 515 0 515
c. Short-term Training 124 112 236 0 236
d. Opcrating Costs 0 636 636 0 636
¢. Sub-Grants 0 2,240 2,240 0 2,240
f. Studies/Audits 192 0 192 0 192
g Overhead (18%) 251 543 794 0 794
3. Studies/Evaluations/Pre-Award 332 0 332 0 332
4. Project Monitoring & Support 1,200 200 1,400 0 1,400
SUB-TOTAL 8,108 8904 17,012 919 17,931
5. Contingency Fund 392 596 988 81 1,069
TOTAL 8,500 9,500 18,000 1,000 19,000
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a. Technical Assistance

The technical assistance package required under this component will consist of approximately
120 persons/month of long-term and 50 persons/month of short-term technical services as

follows:

- One Senior Health Management Adviser - 60 p/m;

- One Social Marketing Adviser - 24 p/m;

- One Logistics/Basic Medicines Adviser - 24 p/m; and
- Short-term technical advisers - 50 p/m.

The scopes of work and technical/academical qualifications for ‘the three long-term advisers are |

described in detail in Section VI.F. Technical Assistance Plan. The distribution and
composition of the short-term technical assistance needed under this component has not yet been
determined. Contractors bidding on the provision of the long-term advisors will propose the
short-term technical assistance package.

b. Commodities

Commodities to be purchased under this component includes medical and laboratory equipment
and supplies, ambulances and clinical fumniture for the health centers. In addition, office
equipment and supplies, furniture, vehicles, and electronic data processing equipment will also
be purchased for the Management Support Unit.

¢. Short-term Training

The training program under MAXSALUD will be conducted largely in-country but some
observational trips abroad will also be undertaken. The in-country training program will focus
on three primary groups: 1) executive and management staff of the MAXSALUD, including the
Board of Directors, Executive Director, and MSU staff; 2) technical staff from the health
centers network; and 3). community members from the different participating groups.

The private self-financing PHC model is entirely new in the project’s Northern region of
Lambayeque Department. Therefore, short-term, project-funded observational and training visits
to PROSALUD in Santa Cruz and in La Paz/El Alto, where the model is currently functioning,
are planned. This type of exposure will show key project staff the technical and financial
feasibility of the model; provide training opportunities on specific topics; and motivate
- participants to be enthusiastic promoters of this concept.

d. Operating Costs

USAID/Peru grant funds will be used to finance the operating costs of both the Maaagement
Support Unit (MSU) and the health centers network. The MSU is key to the establishment and
maintenance of MAXSALUD as a franchise type of services to be provided by the health centers
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network. Revenues and surpluses from the health network will be, in turn, the main funding
source for the MSU operation and maintenance after the project terminates. During the life of
the project, USAID/Peru funds will be used to finance all personnel, administrative/logistics,
vehicle operation, and social marketing activities of the MSU as well as to cover the initial
operating deficit and slower revenue generation of the health centers.

¢. Renovation and Construction of Health Centers

Total physical infrastructure of MAXSALUD will consists of the MSU and a network of 11
health centers. USAID/Peru grant funds will be utilized to construct two new health centers and
significantly renovate the other nine that will be ceded by the MOH/RENOM. Land lots and
land/buildings for all 11 health centers have been already identified and offered by RENOM to
the project. The MSU will be physically located in one of the new buildings also housing a

health center.
f. Studies/Audits

Funds will be provided for under the T/TA contract to permit the institutional contractor to make
the contract for an annual audit, utilizing the scope of work provided by the Controller’s Office
of USAID/Peru.

During the life of the project, in-house, mid-term special studies will be conducted to evaluate
progress achieved in the overall implementation of this component. These may include rapid
assessments of the health network organization, service delivery, social marketing, and
community acceptance. '

MOH/RENOM land lots and buildings constitute the project’s counterpart in-kind contribution
which has been estimated to be worth US$1.0 million, as shown in Figure 7 above. In addition,
RENOM management staff has indicated their interest and willingness to contribute some limited
financial support for renovation and construction of the health centers.

2. Expansion of Primary Health Care Services in the South

As shown in Figure 7 above, the overall estimated budget required to organize and implement
the second major SHIP component (MAXSERY), as fully described in Section IV.B.2., amounts
to US$5.94 million. Of this amount, US$1.92 million has been budgeted to cover the foreign
exchange (FX) costs of this component, while the remaining US$4.02 million has been allocated
- to finance the local currency costs (LC). Since the 25% contribution from CARE will be
waived, this component is budgeted with USAID/Peru grant funds only.

MAXSERYV will be organized and implemented by CARE. Therefore, USAID/Peru funds
budgeted for this component will be incrementally obligated under a Cooperative Agreement
with CARE. More specifically, these funds will be used to finance the costs of all technical
assistance, commodities, short-term training, the operating expenses of CARE’s field offices,

20
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sub-grants, and the evaluations and audits required under this.component. CARE's overhead
and G&A costs will also be covered by USAID/Peru grant funds.

a. chhhical Assistance

Project-funded long-term technical assistance to support implementation of this project
component will be provided by the PHC Technical Advisor, and the two CARE project Area
Directors for Arequipa and Puno. These long term advisors will initiate, administer, manage,
and provide administrative, managerial and technical-oriented technical assistance to NGOs and
other institutions involved. '

In addition, specialized short-term technical assistance will be provided as identified and needed
by the long term advisors and project monitors. A.I.D./W centrally and regionally-funded
projects, such as HEALTHCOM II, SOMARC, HNS, SUPPORT, and others. will play an
important role through the buy-in mechanism in the provision of this technical assistance.

The areas of specialized short term TA defined to date are: development of curricula and
training materials, pharmaceutical rational use, and pharmaceutical logistics development. An
overall Scope of Work for the pharmaceutical TA advisors has been developed and is included
as Annex 3. In addition, the scope of work for the long-term pharmaceutical advisor to the
MAXSALUD project component in the North, includes the responsibility of providing short-
term assistance to CARE. '

b. Commodities

Commodities to be purchased under this project component include pharmaceuticals to support
the provision of primary health care services by the set of participating institutions as well as
office equipment, furniture and vehicles for the two CARE’s project regional offices in Arequipa
and Puno. Pharmaceuticals will be purchased on an international ¢ompetitive price basis and,
whenever practical, in synchronization with those needed under the MAXSALUD component
to lower prices by buying in larger quantities. -

¢. Short-term Training

No project funds have been budgeted for long-term training under MAXSERYV. The training
program under this component will consists of short-term training and observational visits
other similar PHC programs both in-country and overseas. A project-funded training needs
- assessment for the NGOs participating in the Grants program will be conducted in the start-up
year of MAXSERY to better identify the areas in which they need to be trained.

Training will most likely be needed in the following areas:
1) Community promction of MCH and child survival interventions;
2) ARI prevention, identification and referral;
3) Diarrheal prevention, identification, treatment and referral;
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4) Identification of high risk maternal conditions, including pregnancies, and referral

mechanisms;
5) Community nutrition and health promotion activities and referral indicators and mechanisms;
6) Community health and nutrition monitoring techniques, systems and basic reporting systems;
7) Planning, monitoring and evaluation techniques and systems;
8) Information systems, development and management; and
9) Training techniques and program and personnel management.

d. Operating Costs

USAID/Peru grant funds under this component will be used to finance all operating costs of
CARE's project offices in Lima, Arequipa and Puno. This will include all project personnel
costs, office supplies and administrative support as well as vehicle maintenance.

e. Sub-grants Program

Project funds have been budgeted and will be made available to CARE to set up and manage a
sub-grants program to the participating institutions of MAXSERYV. In accordance with a pre-
established selection criteria, grants will be made to private organizations to establish, expand,
and improve the quantity and quality of primary health care services and promotion in Arequipa
and Puno.

f. Audits

An A133 annual financial and compliance audit will be carried out by CARE. Under the
Cooperative Agreement, USAID/Peru will cover the additional costs of auditing the project
within that A133 audit. In addition, CARE will provide TA through its own auditor and accounts
“to support the NGOs receiving sub-grants in the implementation of improvements needed to their
current accounting systems, and conducting the appropriate audits.

3. Studies, Evalﬁations and Pre-Award Survey

USAID/Peru grant funds have been budgeted to conduct a series of special studies under both

MAXSALUD and MAXSERY which are viewed as critical for the start-up activities, ongoing

implen:.~tation and the achievement of the overall project objectives. These studies will be

contracted directly by USAID, largely through buy-ins to A.L.D./W centrally and regionally-
funded projects.

The special studies to be conducted under MAXSALUD are as described in section IV. B. 3.
In addition, a series of special technical studies on alternative primary health care service
delivery models in the private sector, also described in section IV. B. 3. above, will be
conducted to support the implementation of MAXSERYV. Finally, project funds will be used to
finance both the mid-term and final evaluations of the two principal project components as well
as the pre-award survey of the T/TA contract.

AV
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4. Project Monitoring and Support

The sum of USAID/Peru grant funds budgeted for project monitoring and support is US$1.4
million. The full amount has been allocated to cover the foreign exchange (US$1.2 million) and
local currency (US$0.2 million) costs of two full-time, S-year Personal Services Contractors
(PSCs), each of whom will primary responsibility for project activities in one macro-region.

5. Project Contingency Fund

The overall project budget was calculated during the period August-September 1991. The
foreign exchange project costs were estimated using the most recent financial information
available at USAID/Peru, while the local currency project budget was calculated based on
prevailing market prices during the same period and converted to US Dollars at the USAID/Peru
monthly average rates. Nevertheless, a project contingency fund in the amount of US$1.07
million has been added which represents close to 6% of the overall project budget. Of this
amount, US$988,000 are USAID/Peru grant funds budgeted to cover unexpected price increases
in technical assistance or commodities as well as additional requirements for the T/TA contract.
The remaining US$81,000 of the contingency fund was estimated to account for additional
financial and/or in-kind counterpart contribution.

Figure 8 below shows, using the same budgetary breakdown as in Figure 7 above, an application
of the contingency funds into specific line items in order to reflect the actual financial
requirements from CARE to organize and implement MAXSERYV.

Two additional financial tables of USAID/Peru project grant funds are provided on the following
pages: Figure 9 presents a breakdown of A.L.D projects costs by project components, inputs
and by project years (PY). Figure 10 shows the same budgetary breakdown of Figure 9 but
using the contingency funds to increase specific line items, as required by CARE’s financial
proposal to implement MAXSERY. '

Finally, Figure 11 summarizes the projected obligations and earmarkings/commitments of A.1.D.
project grant funds by U.S. fiscal year (FY).

In both Figures 9 and 10 below, it should be noted that project implementation year one covers
a period of 15 months, from October 1, 1991 to December 31, 1992, while every other
subsequent PY represent a 12-month period coinciding with calendar years 1993 through 1996.

. As can be seen in Figure 10, obligations of USAID/Peru grant funds are scheduled in
accordance with the U.S. fiscal years, while project expenditures have been budgeted by project
implementation year.



. FIGURE 8
Total Project Costs by Project Componcnt with Contingency Incorporated, Funding Source
and by Foreign Exchange (FX) and Local Currency Costs (LC)
(US$’000)

A.LD. COUNTER

PROJECT COMPONENT PART GRAND
FX LC TOTAL SUPPORT TOTAL

1. Self-Financing PHO (NORTH) 5,015 5143 10,158 1,000 11,158
a. Technical Assistance 2,946 0 2,946 0 2,946 .
b. Commodities 914 150 1,064 0 1,064
c. Short-term Training 100 100 200 0 200
d. Operating Costs 0 3,741 3,741 0 3,741
e. Renovation/Construction 55 1,102 1,157 1,000 2,157
f. Studies/Audits 0 50 50 0 50
g- Overhead (25%) 11,000 0 1,000 0 1,000
2. NGO Health Providers (SOUTH) 1,921 4,021 5,942 0 5,942
a. Technical Assistance 233 0 233 0 233
b. Commodities 470 30 500 0 500
c. Short-term Training 115 115 230 "0 230
d. Operating Costs 0 1,616 1,616 0 1,616
e. Sub-Grants 0 2,160 2,160 0 2,160
f. Studies/Audits 0 100 100 0 100
g. Overhead (10%) & G&A (8%) 1,103 0 1,103 0 1,103
3. Studies/Evaluations/Pre-Award 364 136 500 0 500
4. Project Monitoring Support 1,200 200 1,400 0 1,400

TOTAL 8,500 9,500 18,000 1,000 19,000




Total A.LD. Project Costs by Project Components, Inputs and Project Years (PY)

" PROJECT COMPONENTS/
INPUTS

1. Self-Financing PHO (NORTH)

a. Technical Assistance

b. Commodities

c. Short-term Training

d. Operating Costs

e. Renovation/Construction
f. Studies/Audits

g- Overhead (10%)

2. NGO Health Providers (SOUTH)

a. Technical Assistance
b. Commodities
c. Short-term Training
d. Opcrating Costs
e. Sub-Grants
f. Studies/Audits

- g.Overhcad (18%)

3. Studics/Evaluations/PreAward

4. Project Monitoring & Support

SUB-TOTAL

5. Contingency Fund (5.8%)

TOTAL

PY 1 = October 1991 - December 1992

PY 2 = January 1993 - December 1993
PY 3 = January 1994 - December 1994
PY 4 = January-1995 - December 1995
PY § = January 1996 - Dccember 1996

FIGURE 9

(US$°000)
PY1 PY2  PY3 PY4 PYS TOTAL
3082 2703 1594 1552 1,143 10,074
984 834 426 426 276 2,946
350 305 150 150 100 1,064
170 8 . 9 8 6 . 201
779 766 732 807 657 3,741
510 535 112 0 0 1,157
0 10 20 20 0 50
280 245 145 141 104 915
1,325 760 1,114 992 1,015 5,206
180  .162 135 56 60 593
515 0 0 0 0 515
57 44 51 42 42 236
. 124 128 128 128 128 636
140 300 600 600 600 2,240
107 10 30 15 30 192
202 116 170 151 155 794
20 25 100 72 115 332
280 280 280 280 280 1,400
4707 3768 3088 289 2,553 17,012
273 219 179 168 149 988
4980 3987 3267 3064 2702 18,000

//



A FIGURE 10
Total A.LD. Project Costs by Project Componcnts, Inputs and Project Years (PY)

(US$’000)
PROJECT COMPONENTS/ PY1 PY2 PY3 PY 4 PYS5 TOTAL
INPUTS :
1. Self-Financing PHO (NORTH) 3,108 2,726 1,606 1,565 1,153 10,158
a. Technical Assistance 984 834 426 426 276 . 2946
b. Commodities 359 305 150 150 100 1,064
- ¢. Short-term Training 170 8 8 8 6 200
d. Operating Costs 779 766 732 807 657 3,741
e. Renovation/Construction 510 535 112 0 0 1,157
f. Studies/Audits 0 10 20 - 20 0 50
g Overhead (10.9%) 306 268 158 154 114 1,000
2. NGO Health Providers (SOUTH) 1,404 956 1,281 1,147 1,154 5,942
a. Technical Assistance 46 6 46 46 49 233
b. Commodities 500 0 0 0 0 500
c. Short-term Training 52 44 50 42 42 230
d. Opcrating Costs 350 342 315 309 . 300 1,616
e. Sub-Grants 190 337 600 500 533 2,160 .
f. Studies/Audits 10 20 30 30 10 100
. 8 Overhead (22.8%) 256 167 240 220 220 1,103
3. Studies/Evaluations/PreAward 188 25 100 72 115 500
4. Project Monitoring Support 280 280 280 280 280 1,400
SUB-TOTAL | 4,980 3,987 3,267 3,064 2,702 18,000

PY 1 = October 1991 - December 1992
PY 2 = January 1993 - December 1993
PY 3 = January 1994 - December 1994
PY 4 = January 1995 - December 1995
PY 5 = January 1996 - December 1996



FIGURE 11
Projected Obligations and Earmarkings/Commitmen!s
of A.LD. Project Funds by U.S. Fiscal Year (FY)

(US$°000)
U.S. FISCAL YEAR FY 91 FY92 FY93 FY9% FY9 FY9%
PROJECT YEAR (a) . (PY1) (PY2) (PY3) (PY4) (PYS)
. 1. Beginning of Year Balance e 3025 - 775 1288 2821 2702
2. Obligations (b) 3025 2730 4500 4800 2945  oeee-
3. Earmarkings/Commitments (c) — 4980 3987 3267 3064 2702
4. End of Year Balance 3025 775 1288 2821 2702 0

(a) PY 1 = October 1991 - December 1992
PY 2 = January 1993 - December 1993
PY 3 = January 1994 - Dccember 1994
PY 4 = January 1995 - December 1995
PY 5 = January 1996 - December 1996

(b) Obligations correspond to U.S. fiscal years (FY)

(c) Earmarkings/commitments correspond to project years (PY)
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C. Methods of Implementation and Financing

Please refer to the MOI flow chart provided below as Figure 12. The MAXSALUD component

will be implemented, following an RFP and direct competitive negotiation, by PIO/T to the
Regional Contracting Officer/Quito and a T/TA Contract with the selected firm. The method of
financing will be direct payment to the contractor, with the use of advances should the selected
firm be a non-profit entity.

The MAXSERYV component will be implemented through a PIO/T to the RCO/Q:iito and a
Cooperative Agreement with CARE\USA, based in New York. The Cooperative Agrsement will

specify the terms of substantial involvement by tt:e Mission, to be executed through numerically .

crdered Cooperative Agreement Involvement Letters (CAILs). The method of financing will be
direct payment under a Letter of Credit through automatic clearinghouse {LOC-1+:F'S/ACH).

Obligated under the CARE cooperative agreement, USAID will contract for a series of special
studies important to project implementation arrangements. These will be contracted for by PIO/T
buy-ins, under direct payment by USAID. The audits for the SHIP northern component and
project component midterm and final evaluations will also be contracted by USAID through
PIO/Ts. Finally, AID will issue PIO/Ts for the contracting of two PSCs to provide AID Project
Monitoring and Support.

The USAID/Peru MACS will thus report on the four fundamental elements and project
components. The Project Officer will maintain accurate financial monitoring through the Budget
Control System (BCS) computer program in dBase I Plus, spreadsheets i Quattro Pro, and
the quarterly financial reports required of the institutional contractor and of CARE.



Gligattn T Qutracting
T/TA CINIRACT
Direct I, OOMPONENT
Smpetitive comel)
Regotiation NRMN
$10,158,000
TI, OOMPONENT
SOUTH
o= ()
Coopecative III, ADD .
Agreement QORIRACTS
n’m'm
. AID
QONIRACT
BS/Alks 09,12,91-Versicn VIL

Fgure 12

METHODS OF IMPLEMENTATION FLOWCHART

Methods of Implementation

PIO/T = Contract

+PI0/T for Cooperative Agresment :

+CAlls for anmuml work plan and
substantial {nvolvement
requirements

PIO/T
PIO/T

PIO/T *
PIO/T

PIO/T

SHIP PROJECT PAFER
Items Aot
MAXSALIID $10, 158,000
MAXSERV 3 5,942,000
1, Special Studies 205,000
2. Pre-5ard Survey 20,000
3, Evaluations
= South 80,000
= North 195,000
SUB-TOTAL ,
Project Mnitoring
Support $ 1,400,000
$18,000,000

Methods of Payment

Direct payment to
contractor

(If ~on-profit,
organizations, gdvances
will be approved)

Direct payment under
10C-TCFS to CARE/New
York.

Direct Payment by USAID
Direct Payment by USAID

Direct Paymerit by USAID
Direct Payment by USAID

Dh'ectPayuﬁn:bleAID
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D. Audit and Reporting Requirements

An A133 annual financial and compliance audit will be contracted by CARE under the
Cooperative Agreement, and by the institutional contractor for the T/TA Contract component.

* A Peiuvian fivm with an affiliation with a U.S. accounting firm will be acceptable. USAID/Peru

Controller’s Office will make available the draft scopes of work, review the draft reports, and
track efforts to address all material recommendations. The audits will be performed in
accordance with GAO standards, with copies provided to USAID/Peru and the RIG/A/T.

Ezch financial transaction or activity recorded under the component agreement and contract will

be reported to the USAID PSC on a quanerly basis. Project disbursements will cover the cost

of project operational expenses, technical assistance, training and small grant activities. Sub- .

grant activity under MAXSERYV will be reported on a trimester basis by CARE. Detailed
program reports will be provided to USAID on project progress on a semi-annual basxs,
suppliemented by trimester progress updates. Pro;ect counterpart contributions of CARE in the
South (not estimated in the budget), and the PHO in the North, will be monitored and reported
to USAID on a semi-annual basis. .

E. Evaluation Requirements

Two project evaluations are scheduled: interim after a period of approximately 2 1/2 years; and
final at the conclusion of the project. The selection, approval, and contracting of the project
evaluation firnis will be done by USAID/Peru. It is expected that USAID/Peru will conduct a
pre-award survey of the selected institutional contractor for the T/TA contract prior to contract
award and obligation of this component. If financial reviews are required of any of the
implementing entities, the Mission will either direct contract for this service through the
cooperative agreement or carry out the assignment with direct hire staff. .

F. Recurrent Costs
1. North

The primary health care model in the North will be approximately 80-100% self-sustaining for
the operational cost of the PHC network by the PACD. It is anticipated that increasing
proportions of the remaining costs associated with the PHC network and the cost of the PHO
Management Support Unit will be covered by the PACD through a combination of block grants,
additional in-kind contributions in infrastructure and possibly personnel, provided by RENOM,

- and by means of additional project revenue anticipated as a result of greater market share. In

each subsequent year after the PACD, it is expected that through adjustments in the cross-
subsidy schemes, increased client volume, and market penetration, the PHO will be able to
become more self-sustainable until covering most, if not all, of the PHO costs.

dp



FIGURE °.

NORTH COMPGNENT

NETWORK SCHEDULE OF MARKET OPERATIONS

TOTAL
POPULATION
YEARS ‘ YEAR 5
1 2 3 4 5 TOTAL
DISTRICT LEONARDO ORTIZ - 14 : .
C.S. L. Ortiz 12,5%% 332 . &5% 55% 45, 645
C.S. Atusparia - 25%%% 40Z 50% 48,570
C.S. San Lorenzo (new)*#** 2574 402 50% 60% _44,759
Sub-Total 138,774
DISTRICT CHICLAYO '
C.S. Las Mercedest*# 25k 40% 50% 602 ’ 464,759
C.S. Jose Quiffones <. 257k 40% 502 19,733
C.S. Jose Olaya 12,52% 332 &5% 19,774
C.S. Cerropon ' 25% 402 9,886
Sub-Total ) 94,192
H
. DISTRICT LA VICTORIA A
C.S. La Victoria I**% 2574% 40% 502 . 60% ? 48,838
C.S. La Victoria II 12,5%* 332 45% 55% © 25,854
C.S. El Bosque 258 40% 502 13, 407
Sub-Total _ _ ~88.396
San Martin . 25% 50% 50% 8,550
TOTAL - : ' 329,192

Population covered by network north in Year 5: 180,240 which is equal to 552 coverage.
s ‘:'
(®) Open second semester that year )

i**; Opens January 1 that year
#4%) Ambulances and Laboratory equipment

s N\

-, B A

P
-
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DISTRICT LEONARDO ORTIZ

coso Lo Ortiz
C.S. Atusparias

C.S. San Lorenzo
Sub-Total

DISTRICT CHICLAYD

C.S. Las Mercedes
C.S. Jose Quifiones
C.S. Jose Olaya
C.S. &mpon
Sub-Total

DISTRICT LA VICTORIA

C.S. La Victoria I
C.S. La Victoria Il

C.S. El1 Bosque
Sub-Total

C.S. San Martin

TOTAL

CROSSED SUBSIDIES AMONG HEALTH CENTERS '+
OPERATIONAL ANNUAL CASH FLOW (US$) :

- FIGURE 14

NORTH COMPONENT

-

.,_
Saer et

-

YEARS
1 2 -3 4

0 (12,775) (15,192) (8,313),

0 (4,285) (18,763) (16,863)
12,378 1,500 25,139 41,036
(8,536) 3,553 24,029 39,949
0 (5,931) (8,803) 88

0 0 (13,867) (12,312)
0 0 (3,276 (18,982

8,536 <2Z,378) '%if?f?% "ﬁf???l
(6,483) 16,628 40, 505 62,678
0 (12,605) (14,108) (10,770)

0 (3, 276) (17,887) (12, 260)
(6,483) 747 8,510 39,648
0 "(3,666) (8,237) (12, 002)
(27,395) (20,857) (10, 460) 53,049

My

P ST JSPY e

P Lt

(1,832)
(9,284)
61,581

~50. 465

60,523
12,431
(5,656)

(12,489)
54,809

85,862
(10,834)

(12,194)
62,834

(8,027)

160,081

(38,111)
(48, 395)
116,879

119,518
(2,215)
(31,834)

(34,747)

50,722

199,190
(48, 316)

(45,618)

105,256

(31,933)

154,418
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DISTRICT LEONARDO ORTIZ

C.S. Le Ortiz .
C.S. Atusparias

" CeS. San Lorenzo

Sub-Total
DISTRICT CHICLAYO

c.s. h‘ Mercedes
C.S. Jose Quifiones
C.S. Jose Olaya
C.S. Cearropon
Sub-Total

DISTRICT LA VICTORIA .

cos. La Victoria I
C.S. La Victoria 11
C.S. E1 Bosqu‘
Sub-Total

C.S. San Martin

TOTAL

FIGURE 15

NORTH COMPONENT

CROSSED SUBSIDIES AMONG HEALTH CENTERS

ANNUAL OPERATIONAL SURPLUS (Us$)

"YEARS

1 2 3 4 5
0 (15,665)  (20,973)  (14,094) (7,613)
0 (4,285)  (26,484)  (23,744)  (16,965)
(13,997) (11,181) 12,458 28,355 48, 900
(13,997) (31,131)  (34,959) (9, 483) 2%, 322
(13, 536) (9,128) 11,347 27,268 47,842
0 (5,931)  -(17,359) (8,468) - 3,875
0 0 (17,507)  (19,593)  (12,937)
0 0 (3,276)  (27,538)  (21,046)
(13,53)  (15,059) (26,795) (28,331) 17,734
(6, 483) 5,847 29,723 51,896 75,081
0 (16,133)  (21,164)  (17,826)  (17,890)
0 (3,276)  (26,444)  (20,817)  (20,751)
~T6,483) (13.562) (17,885) 13,253 36,440
0 (3,666)  (20,294)  (24,058)  (20,084)
(35,016) (63,418)  (99,933)  (48,619) 58, 412

TOTAL

(58, 345)
(71,438)
64,535

(65, 248)

63,793
(27,884)
(50,038)
(51,859)
(65,988)

156, 064
(73,013)

(71, 286)
11,7
(68,102)

(187,574)
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FIGURE 16
‘NORTH COMPONENT

GIVE-AWAY OF HEALTH CENTERS

: ANNUAL (US$) .
YEARS :
v .
GIVE- b § 2 3 3 S TOTAL
AWAY
DISTRICT LEONARDO ORTIZ
C.S. L. Ortiz 15 0 11,233 30,039 42,778 53,776 137,824
C.S. Atusparias 20 0 0 32,928 56,186 69,663 156,777
C.S. San Lorenzo O(new) 0 0 o 0 0 0
Sub=Total 0 11,233 - 62,967 96,964 123,437 294, 601
DISTRICT CHICLAYQ
C.S. Las Mercedes O(new) 0 0 0 0 0 (4]
C.Ss Jose Quifiones . 0 4] 0 0 0 0 0
C.S. Jose Olaya 10 0 0 . 3,351 9,100 12,763 25,214
C.S. Cerropon .10 0 0 0 3,447 5,672 9,119
Sub=Total 0 0 3,351 12547 18435 34333
DISTRICT LA VICTORIA
C.S. La Victoria I 0 0 0 o 0 0 0
C.S. La Victoria II 20 0 8,521 23,136 32, 449 40,790 104,896
C.S. E1 Bosque 20 0 0 9,090 14,958 19,230 43,2718
Sub=Total —0o—  “B5a ~32.226 47407 60,020 T14E,17%
C.S. San Martin 10 0 0 2,898 4,769 6,132 13,799
TOTAL 0 19,754 101, 442 161,687 208,024 490,907
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Year 5
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FIGURE 17

us$

As of Salary Monthly

S.b. MSU — PERSONNEL OOSTS = DETATLED ESTIMATE
‘Moathly
(Soles) Equivalent Year 1

Year
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1,986,000
3,169,233

393,000 430,500 430,500
540,972 627,14 627,14 696,986 686,986

339,000 393,000 °

35,875

5,700

Total Persomnel (US3)

x4

Based on FROSALID actuals, adapted to Peru, the following is total Persomel cost
Social Benefits 22X

Percentages of Total persomel cost
Salarfes
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The series of tables above provide projections over the project duration, by health center
included in the MAXSALUD network, of anticipated market share, operational annual cash
flow, annual operational surplus, percentage "give-away", investment into health centers, and
_ Management Support Unit personnel cost estimates.

2. South

Recurring costs of project PHC services beyond the five-year LOP will be addressed primarily
through funding and in-kind assistance to be provided by the regional government’s health .
budget from both Puno and Arequipa, and by means of the sustainable PHC service models to
be developed by the project. Regional authorities have indicated their support for the provision
of PHC services to low income populations by means of private and public sector collaboration.
Once the regionalization process is more fully developed, CARE will seek to secure block
grants, policy concessions and other forms of assistance from the regional authorities.

In addition, CARE International has as one of its stated purposes fund-raising on both a nationai
" and international level. Based on project results and potential for sustainability, CARE has
indicated its willingness to consider future support for the project PHC service delivery
mcchanism.

VI. PROJECT IMPLEMENTATION ARRANGEMENTS
A. Proiect C ive A T ing Requi

1. Northern Component: Competitively Bid Contract

The self-sustainable, private sector PHC model in the North will require the services of a long-
term, highly specialized technical team, short-term TA and training, equipment, supplies and
pharmaceuticals. To accomplish this, the contract will provide funding for the procurement of
services and commodities through full and open competition. The licitation process and signing
of the T/TA contract is expected to take approximately 6 months, with obligation scheduled for .
CY92. The use of this procurement mechanism is contingent on the successful completion of
the rescheduling of arrears payments by the GOP and the lifting of Brooke-Alexander
Amendmert and FAA Section 620(q) sanctions in early CY92.

Important meetings were carried out in Paris between the GOP and the Paris Club and the Peru
Suppori Group, and in Washington bet-2en Presidents Fujimori and Bush during mid-September
" 1991 to advance the "re-ins:rtion” o: Peru into the international financial markets. This is a
fundamental goal of the Fujimori Adininistration, and a significant underpinning to current
bilateral relations with the USG. The Mission has reasonable grounds to believe that the GOP
will successfully conclude negotiations to permit the settlement of arrears with the IFIs and the .
USG, and the re-scheduling of the public sector commercial debt. Should delays in these macro-
economic events prove damaging or unacceptable to the successful implementation of the North

”

c}](p
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component, the Mission would analyze options, including the preparation of a Project Paper

Supplement to modify the proposed implemcntanon arrangements.
2. Southern Component: Cooperative Agreement with CARE

USAID/Peru will sign a Cooperative Agreement with CARE for the performance of project
activities in the South. CARE will contract all management and operational personnel, short-
term technical assistance and training. Funding will be included in the Cooperative Agreement
for the procurement of two (2) Personal Service Contractors (PSCs), to be directly confracted
by USAID/Peru.

In an effort to maintain project continuity in the North, and to plan and coordinate the overall
pharmaceutical procurement and distribution system for both the South and North, the CARE
Cooperative Agreement will provide for the funding of project studies to be carried out in
support of the overall project (with application to the South), and for the services of the
MAXSALUD PSC. The services of the MAXSALUD PSC will be required early on in project
implementation to facilitate project studies, assist in joint collaborative activities with the Nor
Oriental del Marafion regional authorities, and to help supervise and coordinate common
activities for both the North and South components of the project.

B. A.LD. Project Management/Monitoring

The Project Officer will be the Chief of the Health, Population, and Nutrition Division. S/he
wiil be assisted by two PSCs, one for the South and one for the North. Management
involvement by USAID/Peru under the CARE Cooperative Agreement and the T/TA Contract
will center around key issues which are critical to the overall achievement of project objectives.
The significant involvement of USAID\Peru will be only to the extent required for effective
project monitoring. The following is an illustrative list of these actions:

1) review and approval of yearly work plans;

2) approval of project criteria for financing project proposals in the South (note: once the
selection criteria and mechanism has been approved by USAID/Peru, CARE will have full
responsibility for the selection and approval of sub-grantees and/or contracted services for the
pro;ect's PHC providers);

3) review and approval of key long-term personnel in the Northern and Southern Components,
and contractual arrangements for long and short-term personnel; and

4) review and approval of any agreements developed with regional government authorities for
the provision of PHC counterpart support (both in-kind and financial) which may be leveraged
by the project.

Project PSCs will be responsible for reporting to the Mission on all project activities. Quarterly
project reports will be issued, which will serve as the basis for semi-arinual reports to be
reviewed in A.LD./W. In addition to regular reporting and monitoring and facilitating the
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Mission approval process, the role of the project PSCs will include supervisory assistance in the
procurement of pharmaceuticals and other imported medical supplies. Although CARE will have
full responsibility for the procurement of all project-wide pharmaceuticals at least the first
project year or two, it is envisioned that the PSCs will help assist and monitor the
pharmaceutical distribution process in the Ports of Paita (MAXSALUD) and Matarani
(MAXSERYV). This function will include planning and coordinating the waivers and
procurement documents required, the receipt of pharmaceuticals and the timely delivery of these
commodities to project site locations. Responsibility for this supervisory function will be shared
with staff of CARE.

A waiver is provided for the 25% counterpart contribution for CARE under the cooperative
agreement, as well as for the justification for non-competitive award. These are provided for in
the annexes. It is anticipated that other waivers may be required for the implementation of
certain project activities. Primary among these are a waiver for the procurement of international
pharmaceuticals at discounted prices, which may be conducted by CARE through the Public
International Organization UNICEF/UNIPAC. Waivers will be handled on a case by case basis
by the USAID PSCs in accordance with the requirements of Sections 4C3d and 5B4 of A.L.D.
Handbook 1B, and Chapter 6F of Handbook 15.

C. Implementation Schedule
1. Northern Component

For the Northern Component (MAXSALUD), the following priority activities are expected:

* completion of the preliminary studies (legal, PHC center location, pharmaceuticals revolving
funds and procurement options).

* agreements reached and signed (such as letters of understanding) with RENOM for ceding

of health centers and local counterpart contribution.
Immediately following reaching these agreements with RENOM, a selection fo: an International

T/TA Contractor familiar with sustainable PHC projects will start, by means of USAID Direct
Competitive Negotiation. These activities are expected to be completed within twelve months
of the SHIP start.

2. Southern Component

MAXSERYV, the Southern Component to be managed and operated by CARE, will have the

following priority activities:

" * carry out some of the special studies, including the PHC baseline data and the
pharmaceuticals revolving funds and procurement options.

* hire the Southern component long-term director, the area directors for the Puno and Arequipa
region, and the specialist PHC advisor.

* establish the physical offices in Arequipa and Puno.
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* get-up the training and grants implementation mechanisms, structure, recording and reporting
systems to be used by grantees, the regional, component offices for reporting to Lima CARE
headquarters, and reporting to the USAID/Peru Mission,

These activities are expected to take place in the first six-nine months of the project

. implementation, particularly due to the early agreement that will be executed with CARE.

3. USAID/Peru

One of the first activities expected to be undertaken by USAID/Peru will be to hire the two
Personal Services Contractors (PSCs) for the SHIP. As experienced AID-project managers, they
will be very helpful to monitor and carry out the staffing, studies, and procurement activities
needed for the Southern and Northern components of the SHIP, and over-arching project
activities.

The PSCs will be expected to be resident in Lima and to travel to the project regions roughly
30% of their time. The MAXSERV and MAXSALUD PSCs will be provided office and
. secretarial support from a SHIP office in the Health, Population, and Nutrition Division.

As USAID project monitors for the SHIP components, the PSCs will fulfill essentially
administrative and project management functions. Through CARE tke MAXSERYV PSC will
support the development of subgrant criteria and mechanisms, prepare specifications and
required USAID waivers for procurement, review technical assistance requirements, and
clearance for the administrative approval of USAID vouchers. The MAXSERYV PSC will also
serve a liaison function for policy dialogue with regional governments, once current sanctions
to the Government of Peru are lifted.

The MAXSALUD PSC will coordinate with the Controller’s Officer the requisite pre-award
survey of the institutional contractor for the T/TA contract prior to contract award and
obligation. S/he will serve as a contract monitor to the principal T/TA contractor selected for
the implementation of the northern component. That PSC will review and provide clearance for

approval of USAID documentation, review specifications and required USAID waivers for

procurement as needed, review and support the provision of technical assistance, and serve a
liaison function for policy dialogue and counterpart contributions with regional governments.

Quarterly reports on the progress of the project will be submitted by the T/TA contractor,
CARE, and the PSCs to USAID. Before the start of each caiendar year, CARE, the T/TA
Contractor and each PSC will submit for USAID approval an annual Work Plan detailing the
- objectives and activities for the upcoming year.

It is envisioned that the Mission will have substantial involvement as described above in Section
B. The Mission will have some involvement, largely through the PSC and the T/TA contractor
responsible for the Northern Component, for the establishment of the new PVO that will manage
the PHO. .

4
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4. Collaboration with Other Donors and NGOs

In the North, the corresponding T/TA contractor will seek the collaboration of the members

of the Lambayeque community including the University, the RENOM, the MOH and private

medical sector, including the existing NGOs that are active in particular activities such as

family planning and Maternal and Child Health,

- RENOM and its health management units, and the MOH will:

-- receive monthly information on the project intervention activities and evaluate
MAXSALUD health activities compared to those of the MOH national plan and those of
the Region and the Sub-Region II.

- coordinate with MAXSALUD to carry out vaccination activities and campaigns, and other
national MOH-directed health interventions (such as cholera).

- MAXSALUD will work closely with the communities in the selected areas of intervention
in the Districts of Chiclayo, Leonardo Ortiz, La Victoria and Lambayeque in:

- mobilizing community support and participation in project/institutional activities.

-- working together on expanding and building health centers at locations where the
community can contribute and participate.

- motivating the community to take an active role in the establishment and participation in
the local beards and using the community rooms in the health centers for their activities.

-- obtaining community feedback on the quality and demand for services at each health

center.

In the South, CARE will:
seek out and develop a familiarity with existing and NGOs and individuals, interested in
participating in the PHC services provision models development and operations research
activities.
start to develop contacts and information exchanges with the regidnal coordinating
orgamzatxons, private and public, of PHC and related health services for the Puno and
Arequipa regions.

* USAID will:

selectively supervise and monitor project activities, by judicious involvement and activities
of the PSCs and the CA.

provide important linkages to other USAID pI'OjeClS (such as the: central projects with
Mission Buy-Ins, Food for Development, Non-Project Assistance).

provide linkages critical to the establishment and widening of the PHC network with such
agencies as IBRD, IDB and so forth.

seek to maximize impact in the pharmaceutical procurement, assisting in joint review and
purchasing by both regional project components.

-

“
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S. Illustrative Implementation Schedule
The following is an illustrative implementation plan for the five-year project.

YEAR 1

Months 1 to 4

* CARE signs the Cooperative Agreemeat with USAID/Peru,

* AID identifies and contracts the 2 PSCa.

* AID makes baseline data collection/longitudinal surveillance systems contract.
.

Pharmaceutical survey and options reviewed and presented for decision-making on the North and Southern’

components,
CARE woskplan comupleted.
* RFP for T/TA Contractor fo: the Nosthern comporent drafted by AID,

L ]

Months 5 to 8
*In the Southern component:

- the long-term directnr, the area directors for the Arequipa and Puno regions, ma‘ihe PHC Tochmcal‘Mvuot: o

are hired.

- the physical offices in Arequipa and Puno are established.

- grants criteria have been approved by USAID/Peru.

-« for the Southern compcaent, training and grants implementation raechanisms, structure, mordmg and reporting
systems to be used by grantees, the regional, component offices for reporting to L.ima CARE headquarters, and
reporting to the USAID/Perv Mission are set-up.

*In the Northern Component (MAXSALUD):

= RFP for T/TA Contractor for the Northern component issued.

- the preliminary studies (legal, PHC center location, pharmaceuticals revolving funds and procurement options)
are completed.

- agreements have beea reached and signed (such as iesters of understanding) with RENOM for ceding of specific
health centers and local counterpart contribution, corresponding to the timetabie of reaovation/construction (see
Figures 18 and 19).

Months 9 to 12
* Contract Award made by RCO for MAXSALUD component.
* In the Southern component ‘
- Pharmaceulicals procurement process started and invitation to bids let out.

= NGO, PVO and other sector institutional survey completed preliminary grant mrketmg completed and first

grants signed in Puno and Arequipa.

- training has started in PHC and management of health activities, including grants management.

* In the Northern component,

~ legal incorporation process for the PVO and search for the MSU team and first set of PHC personnel stasted.

- management sysiems and other infrastructure TA contracted.

- legal incorporation process for the PVO completed. .

- first procurement process for PHC ceaters and MSU started.

= MSU tram and firs: set of PHC personnel hired and trained by PROSALUD,

- renovation/ construction completed of first set of PHC ceaters and Year 2 clinics equipped, ready for opening,
local boards constituted.

- management infrastructure and systcms in final trials.

G\



FIGURE 18
. NORTH COMPONENT

INVESTMENT INTO HEALTH CENTERS
NETWORK (US$)

YEARS
1 2 3 4 5 TOTAL
DISTRICT LEONARDO ORTIZ '

. CoS. L, Ortiz 95,250 95,250
C.S. Atugparias . 171,256 171,250
C.S. San Lorenzo (new)* 196, 250 _ ) 196, 250
Sub-Total 291,500 171,250 762,750
DISTRICT CHICLAYO
C.S. Las Mercedes* 196,250 . 196,250
Cs»Se. Josz Quifiones 158,250 158,250
C.S. Jose Olaya 107,250 107,250
CeSe Cerropon ' 158,250 158, 250
Sub-Total 196,250 265, 500 158,250 620, 000
DISTRICT LA VICTORIA
C.S, La Victoria I*’ 120,250 : 120, 250
C.S. La Victoria II 146, 250 ' 146,250
C.S. Z1 Bosque 158, 250 - 158, 250
Sub=Total 266,500 158,250 424,750
C.S. San Martin* 111,250 . 171,250
TOTAL 754,250 766,250 158, 250 1,678,750

(*) Aabulances and laboratory equipment
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DISTRICT LEONARDO ORTIZ

cc s. Lo Ortiz

C.S. Atusparias

C.S. San Lorenzo (new)
Sub-Total

DISTRICT CHICLAYOD

C.S. Las Mercedes (new)

C.Se. Jose Quifiones
C.S. Jose Olaya

C.S. Cerropon
Sub-Total

DISTRICT LA VICTORIA

CoSs La Victocia I
CeSes La Victoria IX
C.S. El Bosque
Sub~Total

C.S. San Martino
TCTAL

GRARD TOTAL

YR.

WNN - o

N

NORTH COMPONENT

FIGURE 19

INVESTMENT INTO HEALTH CENTERS

CONSTRUCTION

137,250
137,250

137,250

137,250

274,500

1,682,750

(us$)

RENOVATION

61,250
137,250

198,500

112,250
61, 250
112,250

285, 750

61,250
112,250
112, 250

285.750
112,250
882,250

ORIGINAL
EQUIPMENT

24,000
24,000
24,000
72,000

24,000
36,000
36,000
36,000
132, 000

24,000
24,000
36,000
84, 000

24,000

312,000

ADDITIONAL
EQUIPMENT

10, 000
10,000
10, 000
30, 000

10, 000
10, 000
10,000
10,000
40, 000

10,000
10,000
10,000
40,000

10,000
120,000

AMBULANCE

. 25,000

55,605
25,000
100,000 .



NORTH COMPONENT
COST OF CLINIC EQUIPMENT AND SUPPLIES

FIGURE 20

~ Maedications

~ Medical instruments
= Fungibles (disposable medical supplies)

- Laboratory equipment

Medical equipment

Medical clothing

Laboratory supplies
Disposable supplies
Printed materials
Clinic furniture

~ (Us$)

1,025
700
800
350
350

4,100
610
425
2.0

._3,500

12,070

A
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YEAR 2 .
* [Initial pharmaceuticals procurement process completed, training and set-up of mtaung drug funds started in
North and South. .
* In the Southem eomponent.
- Grants activities in Puno and Arequipa fully operational. mcludmg review of grantee activities, recording and
reporting by the regional offices.
= training in PHC and management of health activities is on-going.
- resource center established.
% In the Northern component,
= Board of Directors named and had first session.
= PHC ceaters for Year 2 are fully operational,
« hiring and training of community health workers and mid-wives completed.
= procurement process for PHC centers year 2 completed,
- MSU team and first set of PHC personnel fully operational.
- renovation/ construction completed of second set of PHC centers and Year 3 clinics equipped, ready for opening,
local boards constituted.
- management infrastructure and systems fully operational.
- hiring and training of community health workers and mid-wives completed.
* project audit of Year 1 completed.

YEAR 3

* project audit of Year 2 completed.
* Mid-term evaluation completed, and assessment/recommendation for covering the MSU deficits at the PHO in
the North after PACD.
* Pharmaceuticals procurement continuous process well-established, covering training and replemshment of rotating
drug funds in North and South,
% In the Southern component,
- Grants activities in Puno and Arequipa fully operational, including review of grantee activities, recording and
reporting by the regional offices. First field audits of grants completed. '
- training in PHC and mansgement of health activities is on-going. .
- resource center in full use.
- initial linkages of private/public sector coordination in PHC are established.
* In the Northem component,
- Board of Directors fully operational.
- PHC centers of Year 3 are fully operational.
- procurement process for PHC centers year 3 completed.
- MSU team and second group of PHC personnel fully operational.

- renovation/ construction completed by period end of second set of PHC centers and Year 4 clinics equipped,

ready for opening, local boards constituted by year end.

management infrastructure and systems in process of improvement for quality of services.
= hiring and training of community health workers and mid-wives fully operational.
. & Certain international long-term advisors complete contracts.

YEAR 4
* project audit of Year 3 completed.

¢ Pharmaceuticals procurement eontmuouspmeeu well-established, covering training and replemshmtof rotating
drug funds in North and South is in process of institutionalization.
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¢ In the Southem eomponent,
= Grants activities in Puno and Arequipa fully operational, mcludmg review of grantee activities, recording and
reporting by the regional offices. Field audits of grants routine. Preliminary experiments for selection of best
models of PHC delivery start,
- training in PHC and management of health activities is on-going.
- resource center in full use.
- initial linkages of private/public sector coordination in PHC are well-established and start to work together.
* In the Northern component, ‘
- Board of Directors fully operational.
= PHC centers of Year 4 are fully operational,
- procurement process for PHC centers year 4 completed.
- MSU team and second of PHC personnel fully operational.
- Special Projects Director hired.
- initial experiments started for covering the MSU costs at the PHO in the North after PACD.
- renovation/ construction completed of second set of PHC centers and Year 3 clinics equipped, ready for opening,
Jocal boards constituted by year end.
- management infrastructure and systems in process of improvement and start to be used to “fine-tune” PHO
performance in quality services and cost-recovery.
- hiring and training of community health workers and mid-wives fully operational.

YEAR §

* project audit of Year 4 completed.

* Pharmaceuticals procurement continuous process well-established, covering training and replenishment of rotating
drug funds in North and South is well-established and institutionalized.

* In the Southern component,

- Grants activities in Puno and Arequipa fully operational, including review of grantee activities, recording and
reporting by the regional offices. Field audits of grants routine. Final experiments for selection of best models
of PHC dchvery start,

- training in PHC and management of health sctivities is on-going.

- resource center in full use and renewed in materials.

- linkages of private/public sector coordination in PHC are well-established and work together to improve covenge
of PHC.

* In the Northem component,

- Board of Directors fully operational acd takes over complete management of PHO.

= All PHC centers are fully operational.

- potential donors of additional PHC centers ideatified and in sign-up process.

- all MSU team and PHC personnel fully operational.

- Special Projects Director starts to secure projects to help cover the MSU costs at the PHO in the North.

- renovation/ construction/new equipment in process preparing for EOP.

- management infrastructure and systems in process of improvemeat and fully used to *fine-tune® PHO
performance in quality services and cost-recovery.

- hiring and training of community health workers and mid-wives fully operational.

. * Intemationsl conference on system replication for Latin American region.
* Intemational and national long-term advisors complete contracts.

*  Final project audit completed.

* End-of-project evaluation.

*  Other city/region selected for replication, if warranted.
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D. Procurement Plan

1. Pharmaceuticals
a. Commodities

The project will purchase approximately $500,000 worth of pharmaceuticals for use by both
components in the first year based on a common short list of drugs for the north and south.
This initial bulk purchase will cover funding of revolving loans for populations served of
150,000 based on calculations of about $3.00-per person per year. The precise numbers will
be refined during project implementation. Depending on project implementation requirements,
a second purchase could be planned for later in the first year. The bidding process will.be

planned to buy twice per year reducing the warehousing problems as delivery to the Port of Paita '

and the Port of Matarani, for MAXSALUD and MAXSERYV respectxvely, can be divided into
two or three shipments according to project needs.

Pharmaceutical needs for a population of nearly 500,000 people will cost not less than $750,000
on the basis of optimal purchasing, minimal wastage and rational use. Because international
prices are generally well below two-thirds of the U.S. price, purchasing from non-U.S. sources
would likely be desirable. A waiver would be needed in that case, justified on the basis of
- price. Commodity procurement will be conducted by CARE under Formal Competitive Bidding
procedures, following Handbook 11, Chapter 3 rules. Short term technical assistancc by a
pharmaceuticals expert will be coordinated by the USAID PSCs to prowde for pre-qualification
of pharmaceutical suppliers. )

Intemational sources for pharmaceuticals can lower costs significantly compared to U.S.
procurement. Experience with this mechanism in a number of countries has realized reductions
in the cost of up to 60-80 percent of total pharmaceutical cost. Realization of these cost savings
is crucial to the implementation of the rotating drug fund’s operation especially in the component
in the south. Income levels will not allow replacement of rotating drug funds if costs are not
significantly lower than retail market values. Coverage levels are related to pharmaceutical
avanlabxlnty and access. |

It is noted that 20-30 pharmaceutical items will consume 65-75 percent of the drug budget
Emphasis should be placed on these items as high priority in all procurement and provision
activities. The technical specifications for the pharmaceuticals needed are included in Annex 3.
The short term pharmaceuticals technical assistance will provide TA to the PSCs, component
- managers and others to define the specific drug list, adapted from the attached annexes of
pharmaceuticals. These include the following sections of Annex 3:

3.1. Therapeutic groups and sub-groups,

3.2. Essential drugs for primary health care with information for the appropriate level of use

in PHC system, and
3.3. Essential drugs for primary health care consumption data,
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Annex 3.3 provides the information on the therapeutic group, drug presentations and amounts
to be ordered for population groups of 100,000 for use in primary health care.

b. Management

The USAID PSC under MAXSERY will be responsible to manage the procurement for both
components and prepare the appropriate documentation for the CARE procurement. Program
directors for each component will provide information to the PSC for his/her development of
procurement documentation. The program directors are responsible for the management of"
pharmaceuticals in each of their respective components. Pharmaceutical logistics international
and Jocal TA will assist program directors and staff establish necessary systems, inventory

controls and rotation pracnces Further information regarding the responsibilities of the TA

logistics advisor is included in the SOW.,

Systems for inventory control, pharmaceutical management and accounting will be developed
and strengthened. Grantee and other NGO personnel will be trained and will work closely with
the TA advisors during the first year to manage the needed systems. The grantee will be
primarily responsible for the phannaccutical systems inputs directly at least for the first year.
Other NGOs will participate in component wide training and pharmaceutical systems
development and will be prepared to assume some responmbxlxty for the pharmaceuncal

management in the second and following years. '

The MAXSERYV component will support the supply of community level "botiquines populares”
with basic drugs, provide private practitioners with second level PHC supplies and clinics and
tertiary care facilities with an even more ample supply for advanced PHC. TA will be provided
to NGOs on costing structures to allow cost recovery and replenishment of the fund. Funds will
be managed by the grantee and returned to a central location for the second and subsequent bulk
purchases handled by CARE during the following years of the project. With bulk purchases
being used by two very different project components, a high level of cooperation will be needed.
Additional funds for expanded populations will be added during the first year as coverage and
corresponding pharmaceutical supply is expanded.

¢. Material Resources

Some minimum project funds will be required for procurement of manuals, materials and other
related literature resources as technical resources for the development of pharmaceutical sysisms
and management personnel. These resources will be studied and adapted to the specific needs

" of the project population. The intemational pharmaceutical TA advisor and local counterparts

will identify literature and resources needed and provide a list to the PSC for purchase.
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2. Fixed Assets and Supplies
a. North .

For MAXSALUD, the project component in the North of Peru, procurement includes (see Chart
A):

O 4 ambulances at a unit cost of U$25,000 each, to be stationed at the health centers: San
Lorenzo, Las Mercedes and La Victoria I in the city of Chiclayo and one at the health
center San Martm in the city of Lambayeque.

O Health center equlpment, which includes medical and laboratory equipment and supplies,
clinic furniture, telephone equipment and rights, furniture for consultations offices at start-
up for the general practitioner (a health center medical director), for pediatric offices and
supplementary dental equipment. The dental care chair and drill equipment will be provided
by the dentist. ‘

The budget per health center is U$24,000. A partial budget for the cost of clinic equipment
and supplies of U$12,070, is described in Figure 20.

The budget for additional equipmeni, which refers to furniture for the communal room at the
center (for Mother’s Clubs meeting and so forth), furniture and medical equipment and
supplies, as the volume of the health center grows, is estimated at U$10,000 for each health
center.

Three 4x4 vehicles for the Management Support Unit (MSU) use, to be dedicated to field
supervision of health promoters, visits and training at the health centers, transportation of
medical supplies and pharmaceuticals to and from the health centers, and so forth. These
vehicles are also to be used to transport personnel of the Contracting Agency located on site

in Chiclayo.

Each vehicle is budgéted at U$17,000. Two of these vehicles are expected to be purchased
in Year 1 and one in Year 2. :

O MSU and local Contracting Agency office equipment and furniture, electronic data
processing equipment, communications rights and installations, back-up electrical equipment
and security installations are budgeted at a total during LOP for U$150,000. In year 1
U$80,000 will be needed for set-up and settling in and U$70,000 is expected to be required
in Year 2,
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b. South
In the MAXSERYV, the project component in the South, procurement includes:

O Two 4X4 vehicles are budgeted at U$17,000, to be located at the Puno and Arequipa
Offices respectively.

0 Office furniture and equprnent electronic data processing equipment and communications

facilities for the offices in Arequipa and Puno. The CARE facilities in Puno may support
some of these requirements. Total budgeted amount is U$30,000 in Year 1.

¢. Summary

In summary, total other procurement is:

MAXSALUD:
- 4 ambulance $100,000
=~ health center equipment 220,000
- 3 4x4 vehicles 51,000
- Office equlpment and furniture 150,000
$521,000
MAXSERYV
- 2 4x4 vehicles $34,000
- Office equipment and furniture 30,000
$64.000
TOTAL $585,000
E. Training Plan
1. North

a. Persons to Receive Training

The project training program will focus on three primary groups: 1) executive and management
- staff of the MAXSALUD, including the Board of Directors, Executive Director, and MSU staff;
2) technical staff in the health center network; 3) community members (including [should
sanctions permit] RENOM government officials, MOH officials, faculty at local universities,
representatives from the Colegio Medico and the private sector, and project community-based
workers such as local boards and promoters).
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b. General Training Objectives
The fundamental activities of the project’s training activities are:

+ O To orient MSU and health center staff to the PHO self-financing model including:
organizational philosophy and structure; rules and regulations; operating procedures and systems;
personncl policies and guidelines.

© To improve and upgrade technical, managerial and supervisory skills, knowledge base, and
attitudes of MSU and health center staff

© To improve team building, communication skills, and confhct resolution.

O To select, develop and train a cadre of effective community-based health workers who will
link the health center network with the community and carry out key health interventions
designed to reduce maternal and infant mortality in project areas.

© To develop a collection of effective training materials, manuals, and training guides which
can be used in continuing education programs to improve the knowledge, attitudes and skills of
all PHO staff,

An MSU staff member qualified and experienced in training will be named as Director of the
Human Resources Development Division. This person will be responsible for identifying,
developing, coordinating, implementing and evaluating all training and educational programs.
Anticipated training needs are identified below; other needs will be ideatified during project
implementation.

¢. Participant Training - Out-of-Country
1) Observation Trips
The concept of a self-financing PHC éystem is new to Lambayeque province. Observation and

training visits to PROSALUD in Santa Cruz and the new project in La Paz/El Alto will be useful
to educate people about the potential of a PHO network of health centers; provide training

opportunities for key staff; and to motivate participants to be enthusiastic promoters of this

concept. Two week visits of different groups of people throughout Year 1 of this project would
achieve these ends.

a) Prior to Component Start-Up

Those to receive training before component start-up include: key individuals from the MOH,
- including central and regional offices, especially at least two individuals from Sub-Region II of
Lambayeque; key individuals from the medical community, within Lambayeque, including
representatives from the Colegio Medico; faculty from the two universities in the Region
(Universidad Nacional Pedro Ruiz Gallo and the Universidad Particular de Chiclayo); and the
IPSS of Lambayeque province. (This presumes that sanctions have been lifted.)

[

o
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Approximately 12 people - 6 from Lambayeque and 6 from other areas of Peru - would form
a medical group that would share common experiences and help change policies within their
institutions in support of this project.

b) Within Three Months after Component Start-Up

This will include members of the Board of Directors of MAXSALUD and the Regional
government, staff of the MSU, and long-term technical advisors (approximately 12 people). In
addition to educational and motivational aspects of the trip, it would also serve as a
team-building exercise. Thesc people will be responsible for the successful execution of the
project and they could identify some common themes for implementation upon return to
Chiclayo.

¢) In the First Year

This will include key individuals from the initial health center staff, including medical directors,
" nurses, midwives, and administrative staff. This would be considered an important part of their
orientation and initial training. This would also be approximately 12 people. After the network
is up and running, there would be no further need for travel to Bolivia for orientation, since it
could occur within the existing MAXSALUD centers for staff of new centers.

2) Short Technical Courses - 4-6 Weeks

This project is introducing new concepts into the region, which will require a reorientation of
management staff hired by the project for the MSU. Short courses outside of the country will
be important for this group in order to: provide them with additional knowledge, attitudes, and
skills applicable to self-financing of primary health care (PHC); provide current reference
manuals and training materials; and help staff develop in-service training programs for other
PHO staff upon return to Peru. The short nature of the training will insure that staff will not
be gone for long periods of time during the early critical years of the project. Short courses
would be useful in the following areas:

a) Financing of PHC services

Focus on economic analysis of health services, including indicators of cost-efficiency and
cost-effectiveness; emphasis on self-financing including price structures, cost recovery

| _ mechanisms, accounting, and management of rotating funds.

b) MIS development for PHC

Focus on selection of key indicators to follow in PHC services and financial/management
services; selection of equipment and software; training programs for users; focus on
cost-effectiveness and productivity analyses, reporting formats, and training of information users.

2
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¢) Logistics of essential medications

Development of formulary; procurement mechanisms; storage facilities; inventory and quality
control systems; distribution network; training of patients in effectiveness of medicines, and
. computerization of logistic systems. :

d) Marketing and promotion of PHC services

Focus on market analysis including research techniques for baseline data; feasibility studies; site .

analysis; product identification; customer service; community promotion techniques; mass media
(radio and television) and print media dissemination; evaluation and adjustment of market plans.

- The participants would include the individual hired for the MSU in that position, plus the

Executive Director and/or the President of the Board of Directors for selected courses. It
obviously will not be possible for the last two individuals to attend all 4 courses, so they would
need to choose areas of need. This would mean an average two persons attending each course
in the first year of project activities.

A number of prestigious institutions in the U.S. offer short, intensive courses like these
including Management Sciences for Health, which was the grantee responsible for establishing
and providing technical assistance to PROSALUD/Bolivia. Courses like these would help insure
that the training will be oriented towards the needs of the participants, and MSH does provide
these courses in Spanish. '

3) Seminars and Conferences

As part of the dissemination component and to promote international exchange of information
and experience, travel to seminars and conferences throughout the life of project should be
considered an essential part of the training plan. Four weeks a year should be set aside for
various individuals of the PHO to participate in these educational activities.

d. In-Country Training

Most of the training for this project will occur in-country, with technical assistance provided by
the grantee and/or through sub-contracts with national organizations. The programs outlined
below are only suggested by this initial analysis. Other opportunities will arise during
implementation that cannot be anticipated here. Thus, flexibility will be needed in the training
component. A major objective for the MSU will be to develop the Human Resources Division
. into a proactive, effective, and efficient training unit capable of design, implementation, and
evaluation of a variety of courses for MAXSALUD staff as the need arises.

An important activity initially will be a "start-up* workshop that would bring together key
individuals from USAID, MCH, Regional Government, UNICEF, and IPSS to discuss project
goals and objectives, prcmote inter-institutional cooperation, and develop initial work plans.
This could be done in 2-3 days very early in project year 1.
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1) PHO Management

Four key areas of MAXSALUD management were identified above and described in detail.
. These are: financial management, social marketing and promotion, MIS, and logistics and
essential medicines. All PHO staff will need to know something about each of these in order
to achieve self-sustainability. Each of the MSU staff attending a short intensive course
out-of-country will have the responsibility to develop a shorter 2-3 day course in each technical
area to be given in the first year to other MSU staff and to the first group of providers hired to

staff the initial health centers. This training should occur while the centers are being remodeled -

and minimal services will be provided. The remodeling process should take 6 months. Given
the importance of financial management and marketing with active community promotion to
everything the PHO does, priority attention should be given to these technical areas in the first
year. The other two can be added as time and circumstances permit.

With experience, these four courses can be shortened into one day apiece and included as part
of the orientation training for newly hired staff, All PHO staff need to be oriented towards the
* twin objectives of efficient management to decrease costs and improve financial sustainability
and promotion of services within the community to improve utilization,

2) PHC Service Delivery

Although all the technical staff (doctors, nurses, auxiliaries, and technicians) will have some
background and experience in delivery of PHC services, the technical design of this project will
require a reorientation of staff. Services not traditionally offered in liealth centers and others
which have changed since the formative training of many health workers,. like diarrheal disease
control, will be stressed within the PHO network. These include deliveries; working with
alternative types of health providers such as mid-wives and community promoters; home visits;
identification of high risks; and educational services to community groups. Providers will need
to be trained in these to ensure a consistent quality of services throughout the network of health
centers. “Perceptions of quality services by the population served will be the major factor
promoting continuous utilization and willingness to pay.

Short-term technical consultants are included in this project to assist the Executive Director and

the Health Services Director in the design and implementation of these courses. These courses

could run from several hours to several days (e.g., safe birthing practices). Given the priority

assigned to the courses outlined above in PHO management, these would begin at the end of the
first year and carry through into the second and third years.

3) Community Organization and Training

Involvement of the community in many ways will be an essential factor in a successful marketing .

strategy. The community “maps” developed as a special study during phase I will be important
here. Staff needs to be trained how to use the "map” 4o engage community groups actively in
their health centers. This will include the development of a viable and involved community
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board of directors for each health center; development of liaisons with women's groups, clubes
de madres, church groups, and civic action groups that share similar objectives to the PHO; and
identification of key individuals willing to work with the health center on a volunteer basns to
promote health services.

A key component here will be the selection and training of health promoters. These would be
volunteers from the groups identified above willing to spend some hours or days each week as
outreach personnel within the community. Traditional Birth Attendants will also be offered the
opportunity to participate. They would help identify high risk families, pregnant women, sick
children, or other stressed families, and motivate them to come in for services. Promoters
would also trigger home visits by nursery and auxiliary staff in cases where it would be difficult,
or the patient refuses, to come in. Promoters will also serve as change agents within their
respective barrios or groups providing educational services to promote behavioral change to
more appropriate health practices. The efforts of the promoters will be reinforced by the mass
media campaign on radio and television that will be a component of the marketing strategy.
Once behaviors change to healthier patterns, utilization of health services should improve, and
morbidity and mortality will decrease.

Since this activity has equal importance to health service delivery and management systems, a
series of short one-day workshops will be provided to PHO staff throughout the life of project.
Initial training activities will also focus on that six month period of health center remodeling to
insure that community organization activities are incorporated at the start of health center
development. Short-term technjcal assistance will be available to kelp with this component.

4) Training of Trainers

Given the overall importance of continuing educaticn to PHO staff, a short hands-on
training-of-trainers workshop for key PHO staff should occur in the first year of the project.
This would be a one-week intensive workshop with a hands-on approach to assist them in
development of some of the training programs outlined above. Short-term technical assistance
will also be available to help with this. The objective will be to train MSU staff in the learning
by objectives methodology, including identification of desired knowledge, attitudes, and
practices, dev\elopment of objectives, curricula, learning materials, training guides, and
evaluation. Continuing short term technical assistance to the Human Resources Division will
develop this unit into an effective training unit capable of continuing these types of programs
throughout the life of project. .

: Traimng-of-uamcrs workshops could be given at intervals throughout the project, e.g., in year
2, and again in year 4, involving a wider range of PHO staff at the health centers. This will

help them develop educational and training programs for community groups.

\%‘7
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'5) Operations Research and Evalustion

This project is in reality a large operations research project. The hypothesis is that cross-
subsidized PHC services can be self-sustainable. This approach dictates a strategy of continuous
* project monitoring through the MIS and rapid assessment through community based studies on
impact of a project activities, such as the marketing plan, health services, community training
programs, etc. Thus PHO staff, both managerial and technical, will need to develop techniques
of rapid assessment that will allow changes in program activities to maximize impact. It would
be undesirable and impractical to wait until an end-of-project evaluation to learn that some
activity should have been adjusted in year 2 but was not

The first year of the project will be spent in organizing the network of health centers, developing
the PHO and the training activities outlined above. In the second year, once services are being
offered, attention will shift to evaluating their impact. This should also include developing
indicators of cost-efficiency and cost-effectiveness to help evaluate which services should
continue, which need changes and what should be added. Therefore, in year 2 a series of
* workshops on operations research and rapid assessment techniques will be offered. Short-term
technical assistance will be available to assist the health Services Director and MSU staff develiop
this training module, and to train them as trainers. Then, 1-2 workshops will be held for health
center staff and the local community boards to train them in rapid assessment techniques.

This will be part of a strategy of “total quality commitment” to "customer” service, i.e,
assessing what community members feel about the services offered, what impact they have had,
and what adjustments need to be made to meet their needs better. If "customer” needs are met
satisfactorily, and this is assessed on a periodic basis, the project stands a better chance of being
self-financing.. This mental and technical approach will then become part of the orientation
training of all new health center staff as the project expands. Fortunately, AID-funded
operations project has regional ofﬁces in Lima, and some technical assistance can be requested
from that source.

2. South
a. Planning and Program Development Training

Project training in the: start-up year of MAXSERV will consist of techmcal assistance provided
to the Program director and Sub-Directors in operational aspects of an NGO grants program.

Observational visits within Peru will be made by Projéct and Area Directors to, for example:
" other operating NGO consortium projects, other successful maternal and child health and
nutrition demonstration projects, family planmng projects, and once established, to MAXSALUD
in the north,

AR
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b. Training Needs Assessment

A training needs assessment will be conducted for the NGOs participating in the grants program,
for their administrative and technical staff, and for community health promoters working with
and for the NGO. Technical areas in which training needs assessment will be conducted include
DDC, ARI, Immunizations, FP, Maternal Health, and Nutrition. Also, training needs will be
assessed in the areas of community promotion and education, heaith/management information
systems, epidemiological surveillance reporting, planning and evaluation, and others.
Administrative parsonnel will be assessed for training needs in planning, budgeting, accounting,
and other administrative areas. This needs assessment will serve the basis for the development

of a Training of Trainers plan for a component wide training program. The TOT will build -

NGO personnel’s institutional capability to train NGO personnel, and community promoters in
the identified content areas. In addition to the technical content, the TOT will also provide them
with skills for training and managing personnel and community members.

Training will most likely be needed in the following areas:

1) Community promotion of MCH and child survival interventions,

2) ARI prevention, identification and referral, .

3) Diarrheal prevention, identification, treatment and referral,

4) ldentification of high risk maternal conditions, including pregnancies, promotion of
community level nutritional and health interventions, and referral mechanisms,

5) Community nutrition and health promotion activitics and referral indicators and mechanisms,

6) Community health and nutrition monitoring techniques, systems and basic reporting systems

7) Planning, monitoring and evaluation techniques and systems,

8) Information systems, development and management, ~

- 9) Training technique and program and personnel management.

Since the PP team’s initial assessment found relatively good promotion and supervision skills .

among these NGO personnel, the balance within the TOT course skills/information on technical
aspects of child survival, MCH, Nutrition, etc and overall management and training skills will
need to be further refined during the training needs assessment process.

c. .Training of Trainers

The Training of Trainers will include technical information included above as well as a strong
- component to improve their training, supervision and management skills.

The first year training will be carried out in two short courses of two weeks each for
approximately 20 persons each in Puno and Arequipa. Technical assistance will be provided in
the development of the TOT needs assessment, development of training materials and curricula,
actual training and evaluation and follow-up. It is anticipated that this TOT will strengthen
institutional capability of NGOs and other institutions to later carry out training courses.
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Follow-up TOT training will be carried out in short courses of three days each twice yearly in
the following years,

. Short term Pefuvian TA will be used to strengthen training capacity. The Nurses’ Association ’

(Colegio de Enfermeria) in Puno, as well as the technical unit within the University of Arequipa
are two potential resources for training TA in both the technical and management aspects of
PHC. It is planned that some additional TA will be contracted from other regions taking
advantage of already established ties with the MOH School of Public Health, the national family
planning association and other health institutions. Whenever TA is brought in from outside Puno
or Arequipa,  ocal institution TA should be paired to strengthen institutional capabilities within
each region. Costs for TA provided by these local institutions are estimated to be modest.

d. Health Personnel Training

Physicians, nurses, professional midwives, nutritionists, social workers, and non-professional
personnel such as auxiliary nurses and sanitary technicians will be offered courses in the six
child survival and maternal health areas in order to increase their capacity to deliver priority
health care services of high quahty When sanctions are lifted, MOH personnel will be able to
attend these training courses in areas where PVO activities are primarily promotional. Health
personnel training will include theory as well as clinical practice.

e. Promoter Training

It is anticipated that year one and two of the project will focus on strengthening of the
promotxon, health education, referral and other skills and knowledge of the promoters working
in the NGOs receiving grants. Years three, four and five will build upon thns experience and
train a group of new promoters for expanded NGO programs.

Four short (three day) training courses will be scheduled for each promoter during each of the
first two years of the project. During the last three years, each promoter will be trained twice
in each additional year of the project to update/upgrade their skills. Additional technical
assistance from Puno and Arequipa institutions such as the Colegio de Enfermeria, etc. The
initial training courses and to the extent possible, most training courses will join a number of
NGOs in joint training efforts. This will promote economies of scale, encourage interaction and
exchange of information and experiences and promoie consistent approaches of NGOs within the
communities. Training courses will include some twenty promoters for each three day course.

- It is expected that budgets for initial training at least for the first year, will be included in the
overall component training budget and that training courses for the later years wnll be financed
through NGOs sub-grant budgets
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f. Pharmaceutical Training

Training will be required for the pharmaceutical component. TA advisors will first assess the
current pharmaceutical system and provide assistance in the development of the pharmaceutical
system for this component. During these extended TA visits they will be providing hands on
training of NGO management personnel working jointly with them. Site visits to appropriate
systems for observation would also be appropriate.

Based on initial pharmaceutical systems design, the tfaining needs of pharmaceutical
Jogistics/management and clinical personnel will be established. The first training will be
carried out for pharmaceutical management personnel and be managed by the USAID PSCs.

Short training courses and more advanced pharmaceutical management seminars will be funded
to prepare and strengthen local NGO, private sector and other personnel to manage and utilize
the project’s pharmaceutical inputs. Training will also prepare CARE and NGO personnel to
develop their systems to manage broader and future pharmaceutical inputs. Within the training,
norms for rational use will also be discussed. Training in the first project will focus on training
NGO pharmaceutical management personnel who will mange and later train operational
personnel. Before the estimated arrival of project pharmaceuticals, training of clinical personnel
focusing on dispensing and rational use will be done.

Training will also be developed for the clinical personnel in rational drug prescription and use.
This will require the trammg by the clinical TA pharmaceutical advisor. It is anticipated that
this training will be given in 2 courses for the first year and 2 courses for each following year
for operational personnel in clinics. The pharmaceutical procurement plan provides further
information on the areas to be covered.

More advanced training of clinical personnel, in pharmaceutical use is planned to upgrade
knowledge and skills in rational drug use. Clinical training seminars with physicians, nurses,
and others clinical personnel will be programmed in the second project year, or earlier if project
pharmaceutical begin to arrive in component sites. Training will be carried out by trained
experienced clinical pharmaceutical , medical and logistical specialists with experience in
training. These experts will collaborate with local. experts in these fields. Additional TA to
incorporate the skills of training specialists will assist clinical specialists in the development of
seminar and training curricula, training methodologies, materials and in developing evaluation
techniques. ' .

. Training in basic pharmaceutical "logistics management" and basic "rational use” for community
members responsible for the botiquines populares will be developed. Simple, short, practical
training sessions will be given with ample time for feed-back and practice. This training will
be done by. local technical trainers with adequate pharmaceutical experience. Local NGO
Training/management personnel with the assistance of Puno and Arequipa local pharmaceutical
and clinical nursing personnel should develop the training content and training exercises.
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The number of one day courses for Botiquines populares promoters is calculated at
approximately 12. This would include training of promoters in groups of 12-15 four times per
year to ensure that the information presented in training continues to be practiced - daily.
. Improved supervision will also contribute to improved practice of these botiquines promoters.

g. Observation Visits

Annual short observation visits for key project management personnel will be provided to allow

interchange of ideas and models with similar projects. Interchange with other LAC NGO-

programs, particularly Bolivia, will be encouraged. Although the project’s components are
significantly different, interchange of experiences through observation visits between them w1ll
also be included as part of the training program.

F. Technical Assistance Plan
1. North

a. Long Term

Long term technical assistance for the northern PHO will be provided by a Senior Health
Management Advisor (5 years), a Social Marketmg Advisor (2 years), and a Logistics and Basic
Medxcmes Advisor (2 years).

1) Senior Health Management Advisor

The Senior Health Management Advisor will function as "Chief of Party” to supervise and
integrate all other long-term and short-term T.A. envisioned under this project. The scope of
work of this key position includes the following:

O Work with key community leaders, Regional government of Nor Oriental de Marafion, |

MOH, IPSS, and university faculty to develop the PHO organization, including: establishment
of Board of Directors;

O Incorporation and legalization of the PHO as a non-profit entity; development of by laws and
regulations to govern the organization; development of agreements with cooperating institutions;
establishment of copyrighted name.

O Assist in development of the Management Support Unit within the PHO including:

* development of scopes of work and personnel qualifications for key positions; recruitment,
interviewing and hiring of personnel; establishment and equipping of office for PSC, hire
support staff; provide for initial orientation and on-the-job training of staff; assist in developing
terms of reference for further staff training.
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O Assist in development of systems in the following areas: strategic planning and budgeting;
finance and accounting; personnel management and training; logistics and supply; marketing
plan; community organization and promotion; medical services. :

O Work with MSU staff to develop health center sites, including: location of sites and
feasibility studies; design, remodeling and/or construction of health centers; management of
sub-contracts; marketing and promotion plan; community involvement/establishment of local
boards; recruitment, hiring and training of health center staff; development of health services.
O Assist in development of information and evaluation systems to allow continuous momtonng
and adjustment of project activities consistent with the operations research focus.

O Assist in identifying needs for short-term and (possibly) additional long-term technical
assistance, including scopes of work, qualification of personnel, and identification of potential
consultants.

© Submit quarterly and annual progress reports to PHO Board of Directors and USAID.

O Work with MSU staff to develop and implement community organization strategies including
collaboration with community groups, training of local boards, identification and training of
community promoters and other community personnel.

2) Social Marketing Advisor

Given the critical importance of orienting all project activities towards appropriate marketing
strategies to attain financial self-sufficiency, the services of a long-term Social Marketing
Advisor will be required during the first two years of this project to carry out the following
scope of work:

O Train MSU staff and assist in the development of Marketing Surveys to identify potential
sites, demand for services and cost structures.

O Assist in the process of community identification, including working with commumty groups,
key individuals, public sector groups, and promotional groups.

O Assist in establishing the PHO as a "brand name" in Lambayeque province, one that is
recognized as providing affordable, high quality health services. This will include involvement
in developing the service mix as well as promotional strategies through print media, radio,
television and direct contact education.

O Design systems to improve utilization rates; in addition to promotional activities, this would
include design of “call-back" systems, establishment of Mother’s Clubs and support groups, and
utilization of community promoters.

O Assist in financial analyses to evaluate cost structures in relation to demand and/or expansion
_ to new services or sites to improve demand.

O Establish effective monitoring and evaluation mechanisms relative to marketing strategies to
. allow rapid assessment and adjustments to rapidly changing market conditions.

© Ensure marketing activities continue through the MSU after departure of long-term adviser.
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3) Logistics and Basic Medicines Advisor

A continuous stock of high quality medications and supplies is essential to perceptions of the
population regarding "quality" of care. Stock outs are a constant source of frustration to both
staff and patients and will decrease morale and utilization. The sale of medications through the
health center will also be a revenue generator. Given the importance of all these points, a
long-term advisor in this area is considered essential during the first two years of operation. The
scope of work includes the following:

O Develop the Basic Medication List and formulary with specifications for each.
O Work with administrative personnel of the Management Support Unit (MSU) of the PHO to
develop a comprehensive logistics system including the followmg

- central warehouse established

- improved/upgraded pharmacies and stock rooms in health centers

- inventory central system .

- quality control system

- security

- distribution

- effective utilization _

- procurement procedures, with specifications and bid processes.
O Assist in design and implementation of a oomputenzed management information system to
assist in the above.
O Design and implementation of training programs for MSU and health center staff in Logistics
and pharmaceutical distribution procedures.
O Develop a logistics manual.
O Assist in establishing pricing of medications sufficient to generate revenues.
O Assist in development of promotional and health education materials to the community
regarding appropriate use of medications.
O Assist in procurement of office equipment, medical and surgical equipment, vehicles and
supplies for the MSU and health centers.
O Develop a preventive maintenance program for essential equipment,
O Assist NGO project in Arequipa/Puno develop similar logistics system through joint technical
assistance and training efforts.

b. Short Term

This project will require 50 person months of short-term technical assistance over a five year
- period. At this time we cannot anticipate the exact distribution of these person-months among
the various technical areas of need, but we can determine needs:in.areas described below,
Contractors responding to the Request for Proposal could be required to submit a plan for
utilization of ‘the short term TA over life of project. This would stimulate creative approaches

and allow the Mission to better evaluate the technical merits of each proposal. Potential

ARl
O

contractors will also be required to report a set-aside plan for sub-contracting to 8(a) firms.

\2
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All short-term technical experts will have at least a Master's degree in their field of expertise,
or a bachelor’s degree with equivalent experience; minimum 5 years experience in their field
(10 years in these with a bachelor’s degree); minimum 2 years experienice in LDCs, preferably
Latin America. All consultants should have FS-3 Spanish language capability. The short-term
T.A. will be included as part of the long-term T.A. contract, although sub-contracts to
organizations specializing in one or more of these areas may be desirable to add technical depth
and stimulate creative collaborative efforts.

1) Primary Health Care Service Delivery

This will include experts in Child Survival technologies (ORT, ARI, growth monitoring, etc.),
maternal-child health, midwife and TBA training, reproductive and woman’s health, safe birth
technologies, and referral system development. Consultants in these areas will assist in the
design, implementation, and evaluation of the health services component.

2) Management Information Systems (MIS)

The development of an automated MIS is essential to monitor project activities, do financial
analyses, and complete rapid assessments of outputs. Assistance will be required in the
development, installation, operation, and maintenance of the MIS, including selection of
equipment, "user-friendly” software and networking system, training of personnel, security, and
utilization of information generated by management. Significant work has already been done
in these areas with PROSALUD, Bolivia; the contractor in MIS should be familiar with the
PROSALUD MIS in order to make more efficient use of the resources available, as well as the
HIS/MIS developed for the MOH/Peru. The system used must be compatible with the MOH
HIS/MIS.

3) Information, Education, and Communication (IEC)

Consultants will be needed to assist the marketing plan in the development and dissemination of
culturally appropriate educational and promotional materials through both print and mass media
(radio and television) to educate the target population about their health problems, promote
appropriate health behaviors, and improve utilization of the health services available through this

project.
4) Operations Research and Epidemiological Analysis

" Experts will be required in design, implementation, and analysis of operations research studies
using rapid assessment technologies and in longitudinal follow-up of changes in matemal and
infant morbidity and mortality. These will include baseline data collection; special studies (e.g.,
- differences in outcome of patients attended by a midwife versus those attended by a TBA); and
a continuous surveillance system using reported morbidity and mortality data. End-of-project
evaluation of changes in baseline indicators will be an important measure of project success.
This project will serve a population of approximately 300,000 people and a sampling frame

\
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should be established initially that will allow re-sampling at regular intervals. This will require

development of survey instruments; training of interviewers and supervisors; installation of user
friendly research software such as "Epi Info" or "Survey Mate"; and training of personnel in
utilization of software and analysis of results.

5) Community Organization and Training

Project success will depend on establishing linkages with community groups, development of
active community boards, and identification and training of community promoters. These will
all be volunteers willing to work with the project as part of its outreach component. Strategies
will need to be developed for engagement of these groups, motivation and incentives for
personnel involved, training, and evaluation.

6) Human Resource Development

This project includes a large number of training activities directed towards MSU and Health
Center staff, community groups, and volunteers. Technical assistance will be needed in the
design, implementation and evaluation of some of these training programs. This should include
experts in "learning by objectives” methodology to assist in the identification of the required
knowledge, attitudes, and skills of the participants; design of training materials and manuals
appropriate for each level; development of teaching guides and training-of-trainers programs;
evaluation of performance objectives and adjustment of training programs based on these results.
Most of this assistance will be required in the first two years of the project, since a major
abjective will be to develop a training unit within the MSU capable of sustaining these activities
on their own.

7) Financial Managemerit

Financial Management technical assistance will examine the different aspects related to the
generation of surplus per health center (e.g.: per PHC service and products), the potential for
additional surplus generation through complementary services such as laboratories, so as to help
improve the surplus generation of the PHC network as a whole. In addition, it will develop,
install and supervise the installation and usage of a complete financial and health services
management information system (in two currencies) that will produce monthly total health center
and per service cost information at each center, budget control and cash management, personnel
management, and financial information per MSU department and as whole institution.

2. South
a. Long Term

Long term technical assistance for the Expansion of PHC Services in the South will be provided
by the PHC Technical Advisor, the program director, the Arequipa Area Director, and the Puno
Area Director.
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These long term advisors will initiate, administer, manage, and provide administrative,
raanagerial and technical/content oriented technical assistance to NGOs and other institutions
involved. The project and Area directors will deal more with administrative and management
functions, and the PHC Technical Advisor more with health care technologies and support
services.

b. Short Term

Short term technical assistance will provide periodic specialized TA identified as needed by the
long term advisors and monitors. The areas of specialized TA defined are: training, materials
development, pharmaceutical rational use and pharmaceutical logistics development.

1) Pharmaceutical

‘This includes six months of short term international TA in clinical and logistics management
aspects of pharmaceutical systems development and rational use. For specifying drug purchase
lists, training personnel in rational proscribing and other clinically related issues, a physician
with pharmaceutical experience is needed;. for the logistical, storage and transport systems
development and training, a logistics specialist with drug management experience will be
utilized. Project provided TA will also guide development of systems for inventory control,
training of personnel, bulk purchase, development of therapeutic norms and quality control
resulting in reduced wastage and improve availability to the population.

Ten person-months of local TA from the universities or other organizations to increase national
capacity to provide this assistance in the future will be included in a partnership arrangement
with intemnational TA. Counterpart personnel in the NGOs and other institutions will be
assigned to work with short term TA advisors to build local capacity for ongoing pharmaceutical
management. .

In addition, the long term pharmaceutical advisor in the other pruject component will have as
part of his scope of work short term assistaace to the CARE program. An overall Scope of
Work for the pharmaceutical TA advisor has been developed and is included as Annex 4.

2) Training

Technical assistance in training will be provided to strengthen training techniques, content, and
curricula. Short term national technical assistance will be provided to assist the program team
- for a pericd of 18 person months during the life of the project. The Colegio de Enfermeria and
the universities can provide local TA. Technical assistance at national level or international Jevel
for advanced assistance in content, techniques and overall review from TA advisors from the
school of Public Health or international firm for a period of three person months is included.
Local NGO staff will be counterparts to increase institutional capabilities throughout the project.
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3) Operations Research

As this project component deals with delivery of primary health care services by a variety of
models and means, with one objective being to determine how well they work in Peru, there will
" be a strong need for technical assistance on operations research. The feasibility and applicability
of the various project models will be studied, analyzed and documented during the component’s
implementation. Local research institutions will be contracted to provide technical assistance
to the component and will be responsible for the needed baseline studies, operations research and

periodic assessments of appropriateness of technical, institutional and sociological approaches.' .

Twelve person months of ‘cchnical assistance is programmed.

In addition to the local institutions, three months of (national level) Peruvian or international

technical assistance has been defined as needed for conceptualization and overall definition and
review of these studies during the life of the project.

\J
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VII. SUMMARIES OF ANALYSES

A. Technical Analysis
1. North

Chiclayo is a city of approximately 600,000 people located on the north coast of Lima.
Although it is located essentially in desert terrain, it is the largest market city north of Lima,
and services a huge area known as the Region of Nor-Oriental de Marafion. This Reglon is
composed of the Departments of Lambayeque, Cajamarca, and Amazonas. Chiclayo is a major
transit point for fresh produce and other products from all of these departments. In 1990,
Chiclayo was the third highest generator of tax revenues for the government of Peru after Lima
and Arequipa. The province is highly urbanized with 73% of the population living in urban
areas and only 17% in rural areas. There is a high dependency ratio with 42% of the population
less than 15. The annual growth rate from 1985 to 1990 was 2.85, which is one of the highest
in Peru. Because it is a large market city, the median income is slightly above average, and it
" is highly urbanized. Chiclayo was selected as a project site for this analysls after development

of the SHIP PID, and clearly it has the greatest prospects for successful testing of the model of
any of the areas outside of Lima. .

a. Health Status

Available data on vital events in the Department of Lambayeque suggest that there is a
significant under-registration of births and deaths (see Figure 21). Reported infant mortality is
quite low and is not consistent with conditions observed, for example, in the Hospital Las
Mercedes of Chiclayo. The infant mortality was estimated at 67.6 per 1000 live births in 1981
for the Lambayeque department. The current report of 29 deaths per 1000 live births is likely
to be greatly underestimated. Both the birth rate and the fertility rate are fairly high, reflecting
the fact that the growth rate in Lambayeque is one of the highest in Peru. Maternal mortality is
also fairly significant, but undoubtedly is under-reported as well. The most common causes of

maternal mortality are due to complications of pregnancy, abortions, and hemorrhage. One of -

the major reasons for the high rate of maternal mortality is the fact that-a very high percentage
of women have their deliveries at home. It is estimated that three-fourths of women in Chiclayo
have their babies delivered at home using traditional birth attendants (TBA). The National
Nutrition and Health Survey of 1984 showed that 70% of women delivered their baby at home.

The ENNSA also showed that, in terms of ambulatory consultations, 31% of the population went
" to hospitals, 27% to private clinics, 19.7% to health posts, and only 6.5% to health centers.
This is the second lowest percentage of utilization of health centers in regions studied in Peru,
and reflects the poor state of affairs in the health centers. Clearly, women prefer either to stay
at home or go directly to a hospital, and utilization of health centers is markedly deficient.

Data from 1989 shown in Figure 22 below shows that the predominant causes of mortality in
infants and young children are infectious diseases or perinatal causes. Major causes of morbidity
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for the department of Lambayeque in 1990, shown in Figure 23, were infectious diseases and
trauma. Figure 24 shows the coverage of MOH health services for the department of
Lambayeque in 1990, indicating that coverage is very low for prenatal care (1.5 visits per
pregnant woman), growth monitoring (1.2 visits per child in one year), immunizations of 1-4
year olds (10-12% of children 1-4), diarrheal diseases (10% of cases attended), acute respiratory
infections (18.5% of possible ARI cases needing treatment), and family planning services (3.8%
of women aged 15-49). These are problems that could be readily addressed through a
strengthened network of health centers providing new primary health care and outreach.

b. Government Health Services

The Ministry of Health is responsible for 90% of the population in Chiclayo. The Instituto
Peruano de Seguridad Social (IPSS) covers only 5% of the population in Lambayeque province.
Itis estimated that the private physicians cover approximately 3%, and the military another 2%.
Therefore, the provider of health services for the vast majority of the population are Ministry
of Health facilities. There is a 235 bed hospital in Chiclayo called Las Mercedes. The hospital
is housed in ancient buildings that dates back to Colonial times. However the buildings have
been well maintained and are clean, and the staff appeared highly motivated to care for the
patients. The hospital has the four major specialties of medicine, surgery, obstetrics/gynecology
and pediatrics. In addition it has a number of sub-specialties, including cardiology, orthopedics,
urology, neurology, and a few others. The hospital did have an active oral rehydration unit, and
only the children who needed intravenous hydration were admitted. A number of other children
were there for acute respiratory infections including bronchitis and pncumonia were treated fairly
aggressively with oxygen and intravenous antibiotics. Pathology is consistent with the major
causes of mortality and morbidity we discussed below.

The majority of the population is served by a network of health centers which are scattered
around Chiclayo at various points, usually focused on major population centers. Each health
center serves a varying amount of population ranging from 10,000 in the smaller ones up to
80,000 in some of the larger ones. Visits to these health centers show that they were virtually
non-functional. Although a health center may serve as many as 80,000 people, at the time we
visited they were seeing less than ten patients a day for ambulatory consultations, plus another
ten to fifteen child visits per day.




FIGURE 21

HEALTH INDICATORS, DEPARTMENT OF LAMBAYEQUE, 1989 1

Chiclayo €213,000) Leonardo Ortiz (119,000) La Victoria (84,000) Lambayeque (43,000)
Cenersal Mortality 6.6 2.4 . 1.0 5.1
(Deaths/1000 pop.) :
Infant Hortality 29.4 27.6 17.3 18.1
(Infant Deaths/1000 live births)
Birth Rate 35.9 15.0 10.4 . 38.4
(Births/1000 pop.) '
Pregnancy Rate 140.7 58.5. 40.6 150.5

(No. of pregnancies/1000

wvomen 15-49) )

Maternal Mortality . 16.4 -— -_— 12.2
(Fo. of deaths of pregnant : '

vyomen/10,000 live births) _ . .

Maternal Morbidity 62.2 12.2 20.0 37.2
(Complication of pregnancy/ :

10,000 women age 15-49)

Taken from MOH data on registered births and deaths., There appears .to be significant underregistration of both

~ especially in Leonardo Ortiz and La Victoria, which are low 1ncome areas. Infant mortality in the 1981 census was

€7.6 for Lambayeque Department.



FIGURE 22

Causes of Death - 1939

Chiclavo
General =1 year
Circulatory Diseases Perinatal Causes (b)
Tumors Immaturity
Gastroenteritis/Digestive (a) Diarrhea
Respiratory Diseases {c) Regpiratory (c)
Trauma Congenital anomalies

1 =4 years

Regpiratory (c)
Diarrhea (d)
Malnutrition

Trauma

. Metabolic Diseases (e)

This combines diarrheal disease with a code for digestive tract diseases.

Presumably includes neonatal tetanus, since no other code exists for this.

Pneumonia is the major cause of death in this category.

There is no separate code for digestive tract diseases in this age group.

There is no clear definition of what belongs in this group, and probably
represents failure te thrive. This could be secondary to any of the previous

causes of death, or other undetermined factors.
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FIGURE 23

MOST COMMON DISEASES SEEN AT MOH FACILITIES

Diagnosis

Respiratory Tract Infections

. Genito-Urinary Tract Infection

Skin and Sub Cutaneous Diseases
Diarrhea and Gastroentiritis
Trauma

Digestive Tract Diseases
Nervous System Diseases

Other Infections and Parasites
Osteo Muscular Diseases .

Circulatory Diseases

X of Total Visits

30.6
11.6
10.6
9.1
9.2
5.3
3.9
3.2

3.1

86.7



FIGURE 24
MOH COVERAGE OF SERVICES - ]1990%

Pre-Natal Care
9,247 pregnancies attended at MOH facilities .
35,000 births expected for 1990
26% of preganancies attended at MOH facilities

1.5 prenatal visits per woman (average) attended
23% of women covered by tetanus texoid.

Growth Monitoring

70% of children € 1 registered in growth monitoring program
1.2 visits/child recorded in one year.’

Immunizations £ vear

OPV 3 . 80X

DPT 3 76%

Meases 60X

BCG 80%
m:;:hn_l_mwn&m

1 vear .  1-4 vears

No. of cases attended (ORT) 8,866 33,750
% estimated cases attended 10.5% . 10.3%

(average 3 cases/year/child

Acute Respiratory Infection

50,000 treatments for ARI recorded fof children 0-4 years, represents 18.5% of
possible ARI cases reeding treatment (average of 2 cases/year/child).

~ Famlly Planning Services

3.8X of women aged 15-49 received family planning services though MOH
facilities, excluding these expected to be pregnant,

‘® Data exist only for the entire Province of Lambayeque. They are not broken
down by District.
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At the time of this analysis (July 1991), a nursing strike had been in progress within the Ministry
of Health at a national level for almost four months. The physicians interviewed universally
blamed the nursing strike for the poor conditions of the health centers and their lack of
productivity. However, most staff seemed disinterested in their work and did not put forth'much
effort to meet the obvious unfulfilled needs of the patients. The major exception to this were
the "Serumistas”. These are doctors and nurses recently graduated from their university, who
were spending their one year of obligatory rural and peri-urban service. These people were
universally enthusiastic, and even under difficult conditions with resource constraints they were
able to be very productive. One small health center visited called Cerropon had only 71 square
meters but was seeing 15 to 20 patients a day with one SERUM doctor and one SERUM nurse.
Another health center visited with almost 400 square meters of space and places for three doctors
was seeing less than ten patients a day. In the words of the Director of Health for Subregion
2, "The health centers have been abandoned by the government; new life needs to be breathed
into these health centers and they need to be revitalized to extend any primary health care to
people in need.” .

¢. Human Resources
1) Instituto Peruano de Segpfq Social

The IPSS is the best staffed and equipped health program in Peru. The physicians there have
a pay scale approximately 50% higher than the Ministry of Health. Nurses and other technical
staff are likewise much better paid. They also are better trained and their hospitals and health
centers tend to offer a wider variety of services. However, by contrast they cover only people
insured with IPSS, except for specified national programs such as cholera. Meetings with IPSS
personnel within Chiclayo indicated that they probably would not play a role in the new project,
because of their restrictions of their charter of organization, but they were very supportive of
this project. During the cholera epidemic, IPSS hospitals and health centers attended most of
the insured load of patients, since as noted above, the MOH servicés are severely limited. All
the IPSS physicians that we talked to also, in addition, had private practices that they worked
at in the evening.

2) Ministry of Health

The MOH health centers were not well staffed at all. As described above, the nursing strike had
taken nurses and other technical personnel out of the health centers. In addition, a number of
the positions for physicians were not filled. One of the larger health centers we visited had
- positions for three physicians while only one was filled. One physician had died in the previous
month and another position was vacant. Obviously, there is a large gap between the need for
services and the human resources available through the Ministry of Health to serve them.
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3) Universities

There are two universities in Lambayeque that could reinforce and complement the objectives
of this project. The Universidad Nacional Pedre Ruiz Gallo in the town of Lambayeque, which
is approximately 20 ki’ometers outside of Chiclayo has training programs for both nurses and
physicians. The entire curriculum for these two carriers is oriented towards primary health care.
Their stated objective is to graduate physicians and nurses whose primary goal is to serve the
needs of the population through primary health care services delivery. The Dean of the Medical
School was very enthusiastic about this project and showed us a proposal that he and his staff
had developed to set up another health center in Lambayeque. They offered to provide faculty
and student gratis to work in the health center to provide training to the students as well as
services to the people. The proposal was well developed and the faculty members we talked to
were very sincere about their desires to participate in such a manner.

The prospect of working in this manner with the National University is very exciting since it
would also serve other project objectives regarding the dissemination of information and the
application of results. Students trained in a model health center in Lambayeque will then be able
to carry that model to other areas of Peru.once they graduate and spread out. In addition,
operations research studies with faculty members and project staff would help disseminate the
results at various scientific congresses and seminars throughout Peru. In fact, the federal
university was hosting a national conference on teachers of primary health care in August in
Lambayeque. This would be an ideal forum for presentation of project program and results.

The Universidad Particular de Chiclayo is a private university in Chiclayo that has three major
health-criented curricula - Obstetriz or midwives; nutritionists; and laboratory technician.
Interviews with both the Dean and the Head of the Midwife Training Program indicated they too
would like to have model health centers available in which to train students, and would provide
faculty at no charge. The university graduates approximately 20 people a year in each
curriculum, and freely admitted that there was not enough employment around to keep these
people fully active after graduation. It does appear a pool of trained midwives available in
Chiclayo for this project which would provide a well trained but relatively inexpensive
professional for safe delivery practices in women’s health programs. The university also
indicated that there are quite a number of laboratory technicians and nutritionists who could be
availat” - to work in the project.

4) The Pﬁvaté Sector

- As mentioned above, anybody who works in either IPSS or the Ministry of Health, usually has
their own private clinic or works in the largest one in the area, Clinica Chiclayo. These
physicians are well organized through the Colegio Medico, and could be a potential source of
opposition to the project if it is perceived that the self-financing primary health organization is
competing for the same patients that they serve. Discussions with the President of the Colegio
Medico and with a number of private physicians who have a history of community cervice
indicated that they too would support the objectives of this project as long as the project is
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oriented to serve those people in need that the Ministry of Health is obviously not serving at this
time. There is a large problem of unemployed physicians both in Peru and in Chiclayo. The
Colegio Medico indicated that there should be no problem recruiting well trained and motivated
physicians for the new project. Discussions with nurses in the area indicate as well that since
. 1988 there had been not enough employment posts for graduating nurses from the National
University, so that there is a large pool of unemployed nurses available for the project as well.

In summary, it appears that the human resources both in terms of the professional staff of the
doctor, midwife and nurse level, as well as the technical staff, is very well developed in
Lambayeque, and could be readily available at reasonable salary levels for this project.

2. South

The demographic and health situation in the areas of Puno and Arequipa are reflective of the
general demographic and health statistics of Peru (see Section II. Background and Setting). In
Peru as a whole, rates of population growth and disease prevalence are much higher for rural
. versus urban areas due to increased poverty, lack of public service systems for water and
sanitation, and lack of access to health care. This situation is extending rapidly to urban areas,
as rural inhabitants migrate in ever larger numbers to marginal urban areas, where housing,
water supply, sanitation are often sub-adequate and employment is never assured. This migrant
population is exposed to increased risk of water borne infections and respiratory diseases. In
recent years, the city of Arequipa has been a major focus of migration in the south of Peru, as
severe droughts in Puno and terrorist activities in the countryside have driven people out of the
mountains, swelling the population of Arequipa City by 50% between 1981 and 1990. In Puno,
too, there has been growth in the peri-urban slum population in recent years due to this
migration.

a. Puno

The region of Puno has a total estimated'population of 997,400 and is approximately 70% rural.

The infant mortality rate in the region is estimated at 115 per 1,000 live births, as compared to

the national figure of 81 per 1,000. Maternal mortality rates are also estimated to be much
higher than the national rate of 30 deaths per 100,000 population, although precise data are not
available. Coverage of maternal health services in Puno is the lowest in Peru. Although 40%
of mothers interviewed for the 1984 ENNSA survey had at least one prenatal visit in their last
pregnancy, less than 10% of all deliveries were attended outside of the home in Puno.
Vaccination coverage of children for DPT/polio was 76-87 percent in 1990. Data are not

. available for 1991 since Puno did not participate in the national campaign days but estimates for .

1991 coverage are on the order of 2-3 percent.

Use of curative services in the Puno region is similarly as low as preventive services.
According to the ENNSA, 34% of the population reported having symptoms of illness in the two
weeks prior to the survey (similar to the national average), but only 11.3% of those sought care
for that illness, as compared to 24% on a national level and 32.8% in Lima.

IR
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In Puno, poor health indicators and poor éoverage of health, services are associated with the

scarcity of public health service facilities and personnel. While at the national level there are
16.6 beds per thousand population, Puno has 7.7. While nationally Peru has 4.6 physicians per
thousand population, Puno has 1.8. Dentists are present at a rate of 0.6 per thousand nationally
while Puno has 0.2. Nurses are somewhat more evenly distributed with 3.9 per thousand

nationally and 3.1 in Puno.

Health facilities in the region include 12 hospitals, 44 health centers, and 218 health posts. The
total number of hospital beds are 584 with 514 of them in the public sector: data are not
available on occupancy rates or length of stay. The Puno health facilities do not currently
provide sufficient PHC services, health promotion and medicines to cover priority health needs.
Combined with project inputs of NGO health promotion, referral and follow-up services,
medicines, and training targeted to children 0-5 and women of child-bearing age should help to
close the gap in needed PHC services.

b. Arequipa

In the region of Arequipa, with 965,000 inhabitants in 1990 (Peru en Numeros, 1990, Cuanto,
S.A), the population is 85% urban. Due to the high level of urbanization, health indicators and
health service utilization patterns are at least as good as the national averages, and are distinctly
better than in predominantly rural highlands regions. Levels of access to modern sanitary
systems and safe water supplies and availability of health services are better than that found in

the Puno area.

Infant mortality in Arequipa is estimated at 73 per 1,000 live births, lower than the national .~ "~

average of 81 per 1,000. Forty-four percent of infant deaths result from perinatal causes, and
another 41 percent is attributed to respiratory infections (24%) and acute diarrheal diseases
(17%). Approximately half of all child deaths in the Arequipa region between one and four
years of age result from dysentery and gastroenteritis, respiratory illnesses (not including
tuberculosis), and nutritional deficiencies.

According to the 1984 ENNSA survey, 17 percent of the population interviewed in the Arequipa

region reported illness symptoms in the previous twc week period, of whom 32 percent sought

care for their illness. This is above the national average of 24 percent seeking care. However,

since 1984, the region and city of Arequipa have been the site of a large influx of migrants from

the altiplano area, creating extensive low-income periurban slums with high levels of health
needs and low coverage of health services.

Hospital discharge data from 1989 shows that over half of all MOH hospital system discharges
in Arequipa are for obstetrics and maternity-related care. About 37 percent of admissions were
for deliveries and an additional 17 percent were for matemity-related conditions.

Health facilities in the Arequipa region include: 4 hospitals with a total of 1,164 beds, 41 health
centers with 37 beds, and 134 health posts. One bed is available for every 829 inhabitants,
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whereas the national average is much lower at one bed per 2,500 inhabitants. Due in part to the

national health program’s emphasis on the delivery of primary health care services, a 