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1.0 INTRODUCTION 

Purpose and Scope of the Evaluation 
. . 

This is the first external evaluation of primary health care projects 
fimanced by the United States Agency for International Development (USAID) and 
implemented by the Government of Peru (GOP) through the Ministry of Health 
(MOH). It analyzes the relationship between inputs used in projects 219 and 
230, the organizational structure for the handling of the projects, and some 
of the reeults that are being achieved in the delivery of primary health care 
services. The focus of the evaluation is on improving processes that hamper 
the project. Relatively less attention is paid to the impact of the projects, 
which would have been the case for an impact evaluation at the end of the 
project. 

This evaluation was planned in the original design of projects 219 
and 230. The basic purpose of the evaluation is to make specific 
recommendations to improve the primary health care (PHC) services delivered 
through improvements in the administrative aspects, logistics, financing and 
other parts of the systems involved in PHC. It is also convenient now to look 
ahead to the end of projects 219/230 to anticipate the transition to a totally 
integrated operation with no special differences between these projects and 
the other operational activities of the MOH. 

t 

1.2 The Evaluation Team 

USAID contracted for this evaluation with Clapp and Mayne, Inc. (CbM) 
and the University Research Corporation (URC) using Indefinite Quantity 
Contracts for Design and Evaluation that the Agency has with these 
organizations. Six evaluators participated in the data collection and 
analysis work in Peru in late 1984. The team leader/management specialist 
arrived in October for detailed planning, followed shortly by four evaluators 
with strong credentials in family planning, health planning, logistics, and 
financial systems. An evaluation coordinator came for a week at the end of 
November. The health planner returned to Peru in January for further 
discussions and observations. Results from the data-gathering work in Peru 
were developed into a draft report submitted in English and Spanish to USkID . 
and the Government of Peru. In March 1985, three team members returned to 
Lima for "consensus building" - the team leader, the coordinator, and the 
Heaith Planner. 

1.3 Method of Investigation 

The most important steps to carrying out the evaluation were the 
following: 

The USAID Project Manager, the General Director of Health Services of 
the MOH, and the Executive Director of Maternal and Child Health and 
Population were interviewed to determine the assumptions to take into account 
and the people and regions that should be visited. 



T9e team reviewed national data available at the statistics office of 
the MOH, p~oject documents at the central and regional levels, USAID project 
documents, and ralated reports and studies. The team requested a special 
financial analysis from MOX regarding budget performance, which was kindly 
provided. ' -  

The team interviewed USAID officers, the technical advisers 
contracted through Westinghouse Health Systems, Ministry of Health personnel 
and all levals, and representatives of other international organizations 
involved in primary health care in Peru. A partial list of people interviewed 
appears in Annex 1 of the.evaluation. 

L 
The team observed and interviewed in nine of the fifteen regions 

assisted by the three USAID-funded Primary Health Care projects. They 
interviewed MOH personnel at eight hospitals, eleven health centers, and five 
health posts. The places to be visited were selected based on geographic and 
cultural representativeness, scope of the delivery of PHC services, and the 
anticipated degree of effectiveness and efficiency of the administrative, 
financial, and logistics support systems known to be problem areas within the 
project. Because the  election process used was far from random, it should be 
assumed that the least developed facilities were not visited by the 
evaluators. The field visits were relatively short with more than one site 
visited in the same day. The team attempted to collect comparable data in 
various sites to facilitate responsible generalizations and tables summarizing 
conditions at the facili'ties visited by the team. 

The field work was done in November 1984 and supplemented by a trip 
to Ica by the health planner in January 1985. 

The data and interviews were analyzed in Lima to clarify the findings 
of the evaluation and the conclusions about the status of the project. 
Identification of important problems and opportunities promptly led to 
discussion of practical approaches to improve the situation both within the 
team and with others involved in the project. Out of these discussions came 
working papers with tentative recommendations which were discussed with USAID 
at the end of November 1984, prior to departure of the team from Peru. 

The results of the work in Peru, including comments and reactions to 
the working papers, were refined by the individual consultants and transmitted 
to Washington for integration, refinement, and translation as necessary into 
complete reports in English and Spanish. The team leader and health planner 
came to Washington to participate in this process in January 1985. Home 
office staff from University Research Corporation and Clapp and Mayne, Inc. 
assisted in the editorial, translation, and production work. The result was a 
"Draft Report" in English and a translation into Spanish with Executive 
Summaries in both languages to be circulated on a limited basis by USAID/Peru 
for comments. 

In March 1985, the "Draft Report" was the basis for discussions in 
Lima to elicit comments and suggestions, and for Itbuilding consensus" about 
what actions should be taken to improve the projects, taking into account the 



"Draft Report." The evaluators took note of the feedback, made correctionk~ in 
the report where appropriate, and documented significant feedback from the 
March session for the Final Report readere not involved in the discussions. 
The revisions, refinements, and translations were done in Washington and 
incorporated into the ''Final Report" in English and Spanish. 



PROJECT BACKGROUND 

SLufnrary of Project History 

In 1978, Peru suffered the same mortality and morbidity patterns 
caused by diarrheal and respiratory diseases, malnutrition, and inadequate 
health and hygiene practices ae other Third World nations. Forty-four percent 
of all deaths were among children under the age of five; most of these deaths 
were preventable. The public health system was responsible for providing 
preventive and curative services to the majority of the population, but was 
oriented to curative care. All health resources were concentrated in Lima and 
in other larger urban areas, leaving a major portion of the population without 
access to modern health care. 

The delivery of health services was made difficult by several other 
factors. Twenty percent of the population still lived in towns of less than 
200 inhabitants, and twelve percent in towns of 200 to 2,000 inhabitants. The 
great variation in geographic and socio-cultural characteristics of Peru and 
its people, including climate, terrain, dispersion of the population, 
language, literacy, and occupation and economic level, contributes to problems 
in service delivery. Natural disasters such as earthquakes and the floods and 
droughts precipitated by the El ~ifio current have not made the task of 
delivering health services any easier. Finally, the gross domestic product 
has declined by about 16 percent in the last few years, an indicator of the 
deep crisis currently affecting the economy. In the last twenty years the 
health sector has received a relatively small portion of the national budget. 
During the last few years this proportion has decreased even further to where 
it now stands at four and a half percent in 1984.* 

The Government of Peru in 1979 formally adopted a national plan for 
the delivery of primary health care (PHC) services to improve the health 
conditions of its people in response to the 1978 Alma Ata Conference. The 
objectives were further specified in 1980: to reduce mortality and morbidity 
in rural and marginal urban areas; to promote maternal and child health; to 
integrate family planning into the program; and to extend coverage and improve 
the efficiency of health services. The Ministry of Health was given a major 
role in implementing Peru's national population policy, including the 
provision of family planning services. The specific goals of the population 
policy included reduction of mortality among mothers and children, provision 
of protection against unwanted pregnancies, and improvement in the quality and 
coverage of maternal and child health services. The GOP strategy to 
accomplish these objectives included reorganization of the Ministry of Health; 
improvement of supervision, evaluation, information and logistics systems; 
improvement of the physical infrastructure; and strengthening of intersectoral 
and donor coordination. 

*Source: Annual Budget Statute of the Public Sector for 1981, 1982, and 1983: 
Laura Altobelli, "Human Resources Development in Peru"; also see Section 4.2.7 - 
of this report. 



USAID funded three integrated primary health care delivery projects 
in 1978 and 1980, The first was a pilot integrated primary health care 
project in the Ica region, the Sur Medio Project (527-224). This project was 
intended to 'be a model project including delivery of family planning services, 
and was originally supported by AID/Washington. Then in 1979, project 
527-0219, Extension of Integrated Primary Health Care, was approved with a 
total of US$7.15 million from USAID and counterpart funds of US$2.4 million. 
Project 527-0230, Integrated Health and Family Planning, began in 1980 with a 
budget of US$10.8 million from USAID and counterpart funds of US$3.6 million. 
Since the two national projects are considered by USAID to have the same 
objectivs and similar strategies, they are being implemented as one project. 

The projects do have different completion dates. Project 219 is due 
to end in January 1985, and project 230 is due to end in June 1986. The two 
national projects assist 14 out of the 17 health regions in Peru. USAID 
considers the three projects as first steps toward fuzther support to Peru in 
primary health care, expecting that these projacts show opportunities for 
important improvements in health services. Other donors also actively support 
Peru's PPlC program: the World Bank, the Pan American Health Organization 
(PAHO), UNICEF, the Interamerican Development Bank (IDB), the German Agency 
for Technical Cooperation (GTZ), and several other governments. Descriptions 
of the activities of these agencies are included in Annex 2. 

Project Design 

The goal of projects 219 and 230 is to improve the health and 
well-being of the poorest segments of the Peruvian population, consistent with 
the GOP1s primary health care plan. The pui-pose of the projects is to , 

strengthen and extend the delivery of primary health care services to rural 
and marginal urban areas, integrating family planning services into health 
care through both the public and private sectors. These PHC services at a 
minimum include prenatal care, postnatal care, family planning services, 
immunizations, oral rehydration therapy, community health education, and 
environmental sanitation including latrine installation and water source 
protection. A project amendment in December 1984 has added an emphasis on 
growth monitoring of children and nutritional services. 

An essential component of the strategy of these projects is an 
affordable, low cost health delivery system. Two low cost approaches were 
chosen to extend these PHC services to the most needy: 1) community workers 
and health auxiliaries would form the core staff for service delivery into the 
geographic areas lacking PHC services: and 2 )  the MOH systems necessary to 
improve the delivery of PHC services would be strengthened. 

The major project outputs anticipated as a direct result of projects 
219 and.230 were the following: 

1. an effective general management, and administrative system (see 
section 4.1 Administrative Structure and Project Management); 



an effective financial management system (see ~ection 4.2 
Financial Systems); 

a logistics system which effectively delivers the necessary 
materials, equipment and supplies to the establishments 
providing primary heaith care (see section 4.3 Logistics and 
Supplies); 

an effective health information system (see section 4.8 Health 
Information System) ; 

an effective supervisory system (see section 4.5 Supervision 
System); 

trained promoters and traditional midwives to extend PHC 
services to the community level, plus trained health 
auxiliaries, health professionals, and related personnel (see 
section 4.6 Training). 

Projects 219 and 230 provide support for the development of each of 
these systems through the training of health personnel and the provision of 
technical assistance, materials, equipment, supplies, medicines, and 
contraceptives. 

1 

This report is organized so as to deal specifically with each of the 
major outputs or system compocents of projects 219/230. Chapter Three 
describes the current status and trends regarding the project purpose, i.e., 
the MOH's delivery of primary health care services. Chapter Four discusses 
the projects' outputs, that is, the six systems to be strengthened through the 

% 

project which are necessary for the extension and improvement of the coverage 
of PHC services. Chapter Five describes the current status and trends in 
private sector and non-MOH public sector family planning programs. Chapter 
Six summarizes the status of the technical assistance (TA) component of the 
project. 

Specific recommendations for improvements in the project components 
are presented in each respective chapter or section. A summary of all the 
recommendations is included as Chapter Seven. 



3.0 CURRENT STATUS OF THE DELIVERY OF PRIMARY HEALTH CARE SERVICES 

Significant proqress has been made in project implementation during 
the last two years after ari initial two year period of relative inactivity. 
The impressive improvement has been the result of primarily three factors: 
l).active USAID mission management and its flexibility with respect to meeting 
project technical assistance needs has increased project momentum, 2 )  
technical assistance has improved project activity, and 3) the MOH has been 
more aggressive and energetic in implementing the project, especially since 
the change in location of the administration of the project to the Directorate 
of Maternal Child Health and Population (DSMIP) . The Ministry has been trying 
harder to spend its donor f-s. Due to the gravity of the Peruvian economic 
situation, the funds from donors have become critical for the MOH to implement 
its national primary care program. 

This midterm evaluation is not an impact evaluation, but it is . 
important to summarize current project status with respect to the project 
purpose in order to interpret the significance of project outputs. As noted 
earlier, the improvement and extension of the delivery of primary care 
services in rural and marginal urban areas is the purpose of these projects. 
Thus, good indicators of achievement of project purpose are increases in the 
.umber of PHC services provided byehealth centers and health posts and by 
community health workers in the fourteen regions covered by the projects. 
Since projects 219/230 have provided inputs for certain categories of primary 
care services, we focus attention on these: family planning services, oral 
rehydration therapy, environmental sanitation, and community education. 

To evaluate the relationship of PHC services to the USAID-supported 
projects 219/230, the evaluation team reviewed national data available at the 
statistics office of the MOH. Also reviewed were MOH project documents at the 
central and regional levels and many project-related reports to get better 
information about the quantity and quality of PHC services delivered. The 
evaluation team interviewed MOH personnel at all levels, USAID officers, other 
donor officials, and Westinghouse advisers funded under project 230. Finally, 
the team made site visits to nine of the fifteen regions assisted by the three 
projects, visiting eight hospitals, eleven hoalth centers, and five health 
posts. 

The sites visited were selected in consultation with regional MOH 
officials and local project coordinators, which may introduce some bias. In 
otherwords, the worst facilities were probably not seen. A structured 
questio~aire was utilized which contained sections on delivery of specific 
services, users of contraceptives by method, staffing levels, record keeping 
(including the separation of new and continuing contraceptive users), 
transportation, supply and c h a ~ e l s  of resupply, and knowledge about other 
private or public institutions providing health and family planning education 
or services in the respective areas. The field visits were typically only one 
day per region with more than one institution visited per site. 



Data on PHC servicen at the central level are not collected 
systemtically nor aggregated in a way that facilitates the measurement of 
progress in the delivery of PHC services to the target groups. The data at 
the centra1"~OH are not complete, reliable or accurate. It is estimated that 
data from only appproximately 50 percent of facilities reaches the MOH1s 
central statistics office. Thus, these data niust be interpreted and used with 
caution. Nevertheless, some estimates of the current status of the delivery 
of PHC services can be made from the sources used by the team - project 
documents, data gathared on evaluation team field visits, and annual PHC 
service data available at .the MOH statistics office. 

The evaluation team has drawn on these s'ources to make its 
assessment, fully aware of the mixed quality of the data. There has been 
extensive discussion of its findinga and inferences whenever possible with the 
appropriate project~peisonnel, The team's emphasis has been on producing 
constructive and useful suggestions for the remainder of the project. 

The general trends in the delivery of PHC services since 1980 appear 
positive from national level data, despite the fact that Peru has only 
recently started implementing a national PHC plan. These national data do,not 
permit an analysis of differences of areas supported by USAID monies compared 
to other geographic areas, nor disaggregation by type of PHC provider (i.e., 
health centers, health posts, promoters, etc.). Finally, no data are 
available for PHC servides delivered by health promoters and traditional birth 
attendants (TBAs) to support any statement about aggregate improvement through 
these key PHC providers. 

The data available about selected primary care services provided by 
health centers and health posts in Peru between 1980 and 1984 (annualized from 
six months of data) are summarized in Table 1. From 1980 to 1984 there 
appears to be considerable increass in the aggregate level of PHC services 
delivered. The increase in the activity level for family planning services is 
especially impressive, increasing over forty-fold. The rate of home visits, 
prenatal and postnatal consultations increased substantially from 1980, but 
appear to have declined from 1983 to the first half of 1984. Interestingly, 
the number of women receiving services increased, but the number of services 
per woman decreased. Since these decreases are relatively small, they may be 
attributable to deficiencies in the data. I 

Table 1 provides selected indicators of performance of the Primary 
Health Care system based on the information available to the evaluation team 
in November 1984 and March 1985. Several suggestions appear below to help 
improve the estimates. Performance monitoring can be valuable even if 
coverage is partial or the information available is not conceptually ideal, as 
long as the data are collected systematically to identify important trends 
over time. Approximate estimates of the size of the target group will 
frequently be necessary. 

1. ORT use and coverage are dealt with in the PRITECH "Disease 
Control Strategy Assessment ,I1 Peru, October 1984, "Annex C. The 
target group is the population under three years old. PRITECH 
estimates national coverage in 1983 at "36% of what was programmedt1 



Table 1 

Selected Primary Health Care Services 
. . Provided by Health Centers and Health Posts 

Peru, 1980-1984* 

Years 
Typo of PHC Service 

1980 1981 1982 1983 1984* 
ORS packets distributed NA NA NA NA 495,768 
Prenatal consultations 462,406 NA NA 751,792 662,818 
Postnatal consultations 63,329 NA NA 114,100 96,058 
Women receiving 
prenatal Care 184,328 NA NA 248,952 291,784 
Women receiving 
postnatal Care 36,955 NA NA 60,417 62,314 
Prenatal consultations 
per woman 2 NA NA 3 2.3 
Postnatal consultations 
per woman 1.7 NA NA 1.9 1.5 
Home visits 165,249 NA NA 281,339 230,472 
New family planning 
acceptors NA 3054 37,266 78,020 101,632 
Total FP visits NA 8390 128,004 288,393 365,012 
Children newly 
9t~rotected" for polio 237,814 302,292 361,923 351,849 NA 
No. of latrines 
installed NA NA NA N A NA 

NA = Data not available to the evaluation team 
*Data annualized from six months of data for 1984. 
Source:' Oficina General de 1nformaci6n y ~stadistica 

PHC Services 

Prenatal visits 
Prenatal visits 

Immunizations 
Develop9t/growth 

om 
Packets 'ORS - 
(children ~2x2) 

Family Planning 

Deriving Measures of Coverage for PHC Services 

Beneficiaries Estimated Number Coverage 

Live births 580,000 (1981) 1.14 visitslbirth 1984 
Live births 580,000 (1981) 0.17 visitslbirth 1984 

Children 0-1 494,784 (1981) 71% (polio 1983) 
Children 1-4 1,939,545 (1981) ND 

Children 0-3 1,716,061 (1981) 

6,864,244 pkts. 7% (1984) 

Fertile age women 4.5 million 
66.8% for the MOH 3.0 million Not calculated 

Source: Informal approximations by the evaluation team 



without indicating actual usage or coverage. A plausible coverage 
target is two ORS packets per episode of diarrhea, times two episodes 
per year, times the number of children in the target group. 

2. For family planning the most important single indicator is the 
number of "current users of modern effective contraceptives" who are 
protected against unwanted pregnancies. The number of "new acceptors" 
and "family planning c~nsultations~~ is also a useful measure of MOH 
performance. The MOH statistical unit estimated that "users attended1' 
were 55,163 in 1982; 74,054 in 1983; and 75,752 in the first nine months 
of 1984. The defini-tion of "users attended" should be clarified. 

3. The target group for family planning is estimated in the "1981 
Contraceptive Prevalence Surveyu based on 23% of Peru's population's 
(approximately 19 million people) being women of the Fertile Age Group, 
and 65% of their being "Married Women (in Union) in the Fertile Age 
Group (15-49)." An internal AID document projected that in 1984 the 
coverage of this group would be 19%. 

4. Immunization performance and coverage are dealt with in the PRITECH 
report: in Annex D. For polio the target group is children under one 
year, perhaps 500,000 children in the early 1980s. Third dose coverage 
is reported in Figure Dl, fluctuating near 20% with slight improvement 
from 1979 to 1983. No numbers are given. 

1 

5. The Banco Central de Reservas del per6 published "Mapa de Salud del 
per611 in December 1984. The document itself lacks the absolute numbers 
that would be helpful, but they may be available from the authors. 

3.1 Family Planning Services Delivered Throuqh the MOH 

The Family Planning program was added officially to the MOH Primary 
Health Care services in 1981 and service delivery began actively in 1982. 

The MOH has set a coverage goal of reaching 66.8% of women in the 
fertile age group (FAG). This implies a target for the MOH of 2,957,000 
women, based on a total Peruvian population of 19 million and an estimated 
23.3% women in the FAG (66.8% of the 4.4 million women in the FAG to be served 
through the MOH). The other 33.2% of the FAG were to be served by Social 
Security (IPSS), and other governmental and private sector channels. The MOH 
has set an immediate target of serving a minimum of 10% of women of the FAG, 
approximately 440,000 women. 

Table 2 demonstrates the wide variability in delivery of selected PHC 
services that the team found on its visits. These variations did not appear 
to be related to staffing levels. Numerous other reports also indicate this 
variability of activity. The director of the Ica region reported that the 
region was successful in using this type of data in semi-annual evaluation 
meetings of the directors of the respective facilities to stimulate improved 



Table 2 

Selected Primary Health Care Services Delivered in 1983 
by Health Centers and Posts Visited by Evaluation Team 

ORS 
Establishment Type of Staff Packets Prenatal Post Natal 

Professional* Auxiliary Distributed Consultations Consults 

Health Center 

No. 1*+ 
No. 2*+ 
No. 3 
No. 4 
No. 5 
No. 6 
No. 7 

Health Post 

No. 1 
No. 2 
No. 3 

*Professional = physician, nurse, midwife. 
**I984 figures annualized from six months of data. 

Source: Health center/health post records. 



service delivery. No other regions used data in this fashion. The team noted 
particularly low numbers of visits for prenatal and postnatal care, both in 
the national data and in health center and health post data. 

The target of 10% of women in the fertile age group is probably a 
realistic target and is the one actually being used by the program. A rough 
estimate of women actually obtaining services through the MOH is 4.7 to 8% of 
women in the FAG, according to current data in the regions visited by the 
evaluation team. 

There are several promising indicators for future progress in family 
p l a ~ i n g  in the MOH. First, even though the coverage of the total population 
at risk is quite low, the number of family planning services delivered in MOH 
institutions has increased dramatically since 1980 (see Table 1). Second, 
family planning appears to be integrated into primary health care in spite of 
the relatively short time this has been MOH policy. At least some 
contraceptives are available in all MOH establishments and MOH staff are at 
least minimally aware that family planning is a component of PHC. Third, the 
current mass media campaign for health includes family planning messages. 
Finally, the rampant inflation that is currently causing ecanomic distress is 
a strong incentive for couples to limit the size of their families. It is 
with this background that the progress to date and future assistance may be 
considered. 

Family planning' services thus appear to be well institutionalized 
within MOH facilities at all levels. (Family planning services through the 
private sector as well as through other public institutions are discussed in 
Chapter 5.) The actual number of services delivered, however, varies greatly 
both between levels of facilities and among facilities of equal 
sophistication. Services provided at the health center and health post levels 
are limited in comparison to those provided at area and general hospitals. 

The variations in family planning services observed among health 
centers and health posts visited by the evaluation team are illustrated in 
Table 3. Health center No. 3, with half the staff of health center No. 1, 
provided more than double the number of family planning services. The 
variation in services delivered appears not to be related as much to staffing 
patterns as to the creativity and motivation of key staff. An example of 
positive initiative by staff members was observed at a health post staffed by 
a nurse and two auxiliaries - they had distributed 400 condoms in one day, 
distributing condoms to all clients (both men and women) before a fiesta. We 
interpret this as a good example of translating the perceived need for 
contraceptive protection into appropriate action (condom distribution). 

The Ica region provides another encouraging example of a region which 
is delivering family planning services actively. Table 4 illustrates how 
productive, well organized and integrated family planning activities are in 
Ica at all levels of the delivery system, including promoters and traditional 
birth attendants. In the Ica region, 50% of contraceptors use orals, 30% 
IUDs, and 20% other methods, i.e., 70% are using the more effective methods of 
contraception. It should be noted that over 40% of the acceptors in 1984 
received service in the two hospitals, and that the number of continuing users 
increased from year to year, suggesting that good follow-up is in place. The 
Callao region is another example of active efforts in family 



Table 3 

Family Planning Consultations in 1984 
and Staffing Patterns at Health Centers and Health Posts 

Visited by Evaluation Team 

Number of Family P l a ~ i n g  
Type Number of Staff Consultations in 1984** 
of New Total 

Institution Professional* Auxiliary Acceptors Consultations 

Health Center 

No. 1 
No. 2 
No. 3 
No. 4 
No. 5 

Health Post 

No. 1 
No. 2 
No. 3 
No. 4 

*Professional = physician, midwife, nurse. 

**The number of acceptors and consultations are estimated for 12 months in 
1984, based on data available at each site for the period up to the time of 
the visit in November 1984, with an upward adjustment for the remainder of the 
year. 

Source: Health center and health post records at the facilities visited in 
November 1984. 



Table 4 

Family Planning Acceptors in the Sur Medio Region (Ica) 
by Type of Facility Providing Services and Method of Contraception 

by Year (1982-1984) 

Hospitals Health Health Promoters New Continuing 
Year (2 )  Centers Posts (Parteras) Acceptors Users TOTAL 

(30) (90 (1024) 

i 
First 
6 mos. 7,025 4,162 2,080 3,957 3,770 13,454 17,224 
1984 

('41%) ( 24% (12%) (23%) ( 100% 

Source: Ica region records. 



planning where four health centers have recently started using promoters in a 
community-based distribution system. 

Which contraceptive methods are most in demand is nearly impossible 
to determine. Observed usage appears to be influenced by MOH regulations, the 
individual service provider, and local beliefs and customs. Orals and tablets 
agpear to be the most used in coastal and more modernized areas. Greater 
usage of IUDs is found in the more traditional regions. Creams and condoms 
are the least used according to official records. At the area hospitals, 
orals and IUDs (both Lippes and Copper T's) are the methods most commonly 
used. OB/GYN doctors were also enthusiastic about surgical contraception for 
high risk patients and requested equipment for this purpose, 

There are several factors slowing progress, despite the Ministry's 
positive family planning policy. Large parts of the country have been 
devastated by natural disasters which have impeded service delivery and 
diverted resources into other activities. Pioneering any innovation would be 
difficult in Peru: the terrain is difficult for transport, communication with 
a dispersed rural population is difficult, and the population is quite 
heterogenous, speaking several languages. With these constraints, innovations 
such as family p l a ~ i n g  are likely to spread somewhat slowly, and quick 
results should not be anticipated. 

Two factors intprnal to the MOH system also slow the development of 
the family planning program. First, MOH procedures have resulted in a system 
which allows only doctors and midwives toprovide orals and IUDs, In health 
posts, the auxiliary nurses or technicians were not allowed to dispense orals, 
so the only methods offered were condoms, creams, or foaming tablets. Also, 
little or no service was being provided by nurses, even though they had 
received training in family planning. Promoters rarely distributed even 
temporary methods such as condoms. The important and promising exceptions to 
this pattern were in the Ica region and in a pilot project in the Callao 
region, which has started a community-based distribution system using 
promoters. 

A second important factor seemed to be attitudinal. Because of real 
shortages of medicines, health post staff perceive that there is a shortage of 
contraceptives when in fact there is none. MOH staff often were not aware of 
family planning services available through other institutions. Nowhere were 
MOH staff at the area hospital or lower levels observed to be coordinating 
their activities with other institutions offering family planning services in 
their area. 

The MOH family planning program is governed by the "Family Planning 
Norms" of December 1980. This document is comprehensive and generally 
provides a thorough discussion of all components of a public sector approach 
to providing family planning services, The norms were developed at the 
beginning of the program (1980), but now it appears that some of the norms may 
be impeding delivery of family planning services. Revision based on 
experience is needed to improve coverage. A discussion of some of the 
specific norms which are slowing the growth of family planning activities 
follows. 



With respect to targets and goals, paragraph 1.1.7 states that at least 
10 percent of the women in the fertile age group should be provided services 
eaqh year a8 a minimum. There is one problem with this statement: minimum 
achievement 'may be const rued as satisfactory performance, so when this number 
is reached the staff tend to relax. 

Concerning family p l a ~ i n g  methods, paragraph 1.1.12 of the MOH Norms 
defines the type of family planning method to be provided at each level. Our 
team observed that in some cases MOH staff interpret this norm to restrict the 
supply oE orals to health centers so that health posts should only be supplied 
with condoms. Although the statement specifically states that orals can be 
provided at the health post level, in fact orals are not provided to the 
health posts. Several health posts were staffed by nurses and auxiliary 
nurses who were trained to counsel oral acceptors, but did not have orals to 
distribute. This forces women using orals to bypass the health post nearest 
to their home and go to a health center for resupply. 

Paragraph 1.1.14 establishes targets by method: 40% orals, 40% XUDs, and 
20% condoms and others. The use of such targets may not be productive since 
the number of acceptors using each contraceptive method is dependent on the 
availability of services and client preference. In the Callao report on 
family planning achievements, the recommended percentages by contraceptive 
method were followed exactly, which suggests that the figures were adjusted to 
meet the target and not consumer preference. 

The norm concerning service providers in paragraphs 1.1.17 and 1.1.18 of 
the MOH Norms addresses the matter of who should provide family planning 
services. Paragraph 1.1.17 states that the first visit should be attended by 
a doctor. Paragraph 1.1.18 states that in the absence of a doctor, a 
professional midwife or nurse trained in family planning can provide the 
service. However, this statement could be taken to mean that the presence of 
a doctor is necessary at the first visit and that when no doctor is present, 
persons seeking service should be turned away. This policy may cause 
considerable inconvenience for new acceptors, who might never return after 
being sent away. 

Another important document of MOH is the "Norms for the Prevention of 
Pregnancy for Women of High Risk" (MOH Resolution dated October 2'7, 1983). 
This directive allows doctors to perform surgical' contraception in cases where 
it is determined that future pregnancies would endanger the health of the 
woman. It contains a form (found in the first annex of the document) which 
includes a voluntary declaration by the woman and her husband requesting the 
operation and an authorization by the "Jefe del Departamento y el ~6dico. 'l 

This is not in violation of the civil code and while a bit cumbersome, is a 
decided step forward in allowing couples to limit their family size when 
&deeded. 

The team found a great deal of support for the use of surgical 
contraception on the part of OB/GYN specialists in regional, general, and area 
hospitals. 



In sunnrary, recognition should be given to the MOH for its efforts to 
increase family planning services since 1981. Still, there is much room for 
further improvement. It appears that the public sector PHC system is 
providing very little family planning service in relation to need through 
promoters, trsditional birth attendants, health posts, and health centers. 
Adcess to family planning services is primarily available at hospitals and 
places where doctors and midwives are the service providers. So long as 
services are constrained in this fashion, poor families with high fertility 
will continue to be dependent on services in a few locations which are 
inconvenient for many of them. This is likely to cause low acceptance and 
high discontinuation rates and result in little impact on fertility rates by 
the public sector PHC distribution system. 

Considering the problems of the PHC system described in other 
sections of this evaluation and the deliberate integration of the family 
planning program into the PHC system, we reluctantly conclude that family 
planning service delivery through the PHC system is likely to continue to have 
limited impact on the number of unwanted pregnancies and on the Peruvian 
fertility rate, until the other constraints on the integrated system are 
better managed. Despite this discouraging conclusion, it appears that 
hospitals are able to serve a significant number of contraceptive users. 
There are promising examples of effective projects within the MOH PHC system. 
Also. the private sector,may be able to provide access to many people who are 
not adequately served by the MOH. Private sector channels are described in 
Chapter 5 of this evaluation. 

Recommendation 3.1-1 regacdhg improved provision of family planninq 
services. Make orals, condoms, creams, and tablets available at all 
health posts. Allow the health staff, including auxiliaries and 
nurses, of all facilities to distribute orals to continuing users. 
Unless non-physicians are allowed to resupply continuing users with 
orals, use of this important contraceptive method will probably 
remain low in areas without doctors. 

Recommendation 3.1-2 regarding MOH Norms for service providers. 
Paragraphs 1.1.17 and 1.1.18 should be combined and changed to 
clarify that those seeking family planning services for the first 
time be counseled by a person trained in counseling in the various 
contraceptive methods and be provided a temporary method such as 
condoms or foaming tablets. If the client wants a more permanent 
method such as orals or an IUD, an appointment should be made with a 
.person qualified to provide this service. It should also include a 
statement that a person requesting service for the first time be 
provided a temporary method regardless of where he or she lives. 
This accommodates a mobile population. Paragraph 2.5 under technical 
services mentions that services should be provided to everyone 
requesting them, but the wording is too general. 

Recommendation 3.1-3 on increasing support and assistance to 
hospitals for family planning services. There seemed to be much 
interest on the part of the MOH hospital staff and selected MOH 
facilities to provide family planning services, and efforts should be 
made to find ways to support these interested groups. 



Service statistics indicate that hospitals are already major 
providers of family planning. More family planning equipment, 
supplies, and training should be given to hospitals where the program 
is .. more productive without neglecting health posts and hualth centera, 

Recommendation 3.1-4 on quantities of contraceptives distributed. 
Inform MOH staff at all facilities that plenty of contraceptives are 
available, and that they should distribute contraceptives in larger 
quantities per visit to each acceptor to foster higher continuation 
rates. This is especially important when acceptors have to travel 
long distances to obtain family planning services. Specifically, it 
is recommended that users at each visit be given the following 
quantities of contraceptives: three cycles of orals, two dozen 
condoms, two tubes of cream spermicide, or two tubes of vaginal 
tablets. 

Recommendation 3.1-5 on training in family planning methods. 
Strengtheqtraining of all MOH personnel in family planning methods, 
particularly health post personnel. 

Recommendation 3.1-6 to evaluate current community-based distribution 
efforts. Assess the community-based distribution experiments in 
Callao and Ica for their effectiveness. If warranted, use these as 
training sites for other areas which have the potential to implement 
the same model. 

3.2 Oral Rehydration Therapy 

The World Health Organization has endorsed oral rehydration therapy 
(ORT) as the best way of reducing diarrheal disease mortality in children 
under the age of five. ORT is important because of its simplicity and 
potential accessibility to all socioeconomic levels of the population. ' 

In Peru beginning in 1980, the MOH adopted an oral rehydration 
strategy which involved providing ORT through its hospitals, health centers, 
and health posts. USAID, PAHO, UNICEF, and the German Agency for Technical 
Cooperation have been the most active advocates of the Ministry's ORT strategy 
through support of educational activities and provision of oral rehydration 
salts (ORS). 

The most complete analysis of the ORT program was done by PRITECH in 
1984, and the team has drawn extensively on that report. The PRITECH report 
estimates that countrywide coverage of the target population in 1983 was 36% 
of that programmed, with a range from 4% to 88% among reporting health 
regions. While data for national trends in coverage are unavailable, figures 
for Lima indicated an increase in coverage from 8.0% to 18.4% in three years. 

The evaluation team's visits confirmed the wide variation in 
distribution of oral rehydration salts reported by the PRITECH team. As noted 
earlier in Table 2, the evaluation team observed considerable variation in 
distribution of salts during its visits to health centers and posts. While 
some of this variability appeared to be due to supply and distribution 
problems in 1983, much appeared related to staff knowledge, commitment, and 
initiative . 



The PRITECH report notes that oral rehydration ralte are either 
imported or produced locally. The raw materials used for local production are 
imported and are extremely expensive. The major Peruvian producer, LUSA 
(Laboratorios Unidos S.A.), sells ORS to the MOH and also distributes OR8 
connnercially. LUSA was operating at approximately 30% of capacity according 
to a PRITW=H study in June 1984. The PRITECH study analyzed ORT in depth and 
found that the more expensive brands were sold at least as much as the 
Peruvian brand, probably based on pharmacietsl recommendations. 

The team found supplies of ORS in all Ministry facilities it visited, 
and they were also available in pharmacies. It appears that the 1983 supply 
problems were being handled better in late 1984. Even when there were supply 
and distribution problems in the MOH, the availability of ORS in pharmacies 
makes ORT feasible, Many MOH staff also recommend homemade solutions, which 
indicates widespread knowledge and acceptance of ORT by the staff. 

The team found important improvements in the ORT situation, compared 
to the situation in 1983, and also found important opportunities for 
accelerating the spread of ORT in Peru. ORT is a major component of the 
Peruvian PHC program. It is one of the three major themes in the mass media 
health campaign currently underway. MOH staff members at all levels 
throughout the country are aware of ORT and have some knowledge of it, 
although the actual use ,of ORT varies greatly. Supplies are available in 
local pharmacies, even when supply and distribution of ORS packets to MOH 
facilities is limited. Moreover, substantial local production capacity 
exists, albeit at a high coot. 

Much remains to be done, however, to make ORT a viable component of 
primary health care and accessible to the population at risk. First, as 
noted, use of ORT is still very low compared to need, and data are not 
collected in such a way as to be able to estimate national service delivery 
levels for oral rehydration therapy. The PRITECH report and'the team's visits 
confirm that the major difficulty in the ORT program appears to be the 
inconsistent flow of oral rehydration salts from the MOH to the delivery 
level. To their credit, many local health facilities have responded to the 
lack of ORS packets in a creative fashion by recommending "suero casero", or 
homemade solutions, to their patients. The PRITECH report noted that the 
homemade solutions recommended did not always comply with WHO standards. Many 
facilities with professional staff, however, still appear to prefer 
intravenous and antibiotic therapy. There is also a history of resistance 
from the pharmaceutical firms. 

Another important constraint appears to be the lack of a clear or 
concrete implementation plan for the use of ORT. While the Ministry has 
national level standards and has taken some very important actions, the 
delivery level does not appear to have a clear action strategy. With the 
exception of the mass media campaign, the ORT component of primary health care 
is still a demand-based service, is not well articulated in its implementation 
strategy at the delivery level, and is not yet reaching out to the population 
in need. 

While these factors look disappointing, it should be remembered that 
the MOH has only recently revived its activities in ORT. Likewise, the 
problems with the USAID shipment of salts have been resolved only recently. 



The MOH ie to be commended for the start it har made in thia important area 
and ahould be encouraged to take the next steps to make ORT an effective 
primary health care mrvice. Thus, while the evaluation team found no lack of 
OR8 in ,tha.hualth eetablishments viaited, the MOHta limited capacity to store 
and dirtribute salts adequately, continuing problems of getting imported salts 
out of customs, and MOHts lack of a clear implementation strategy for all 
leirela of care appear to be the principal conatraints to fully implementing 
the oral cehydration component of primary health care. Correcting these 
pcoblema would greatly enhance the effectiveness of ORT. 

Recommendations - Oral Rehydration Theraw 
Recommendation 3.2-1 to develop an action plan for ORT. The MOH 
should continue to give high priority to ORT and USAID should 
continue to support MOH efforts because of the high potential for 
reducing mortality with ORT. An action plan far more effectively 
extendi.lg ORT to the community level should be prepared without 
making it into a vertical program, ORT should continue to be an 
integral part of the PHC strategy- 

Recommendation 3.2-2 regarding local production of ORS. Pursue any 
opportunities to increase Peruvian production, lower costs, and 
encourage the passing through of the coat savings. For example, WHO 
has recently approved the preparation of ORS with a citrate base. 
Since citrate is available locally it might reduce the cost of 
production significantly. Several Peruvian scientists have conducted 
studies on ORS. These scientists should be brought together with 
private sector representatives interested in production of the new 
formula to assess the feasibility of production in Peru. 

Recommendation 3.2-3 to educate pharmacists and physicians. A 
program to educate pharmacists about ORT and the WHO standards for 
ORS should be considered. The public is accustomed to buying' 
medications from private pharmacies with a physician's recommendation 
so they are also likely to go to pharmacies for ORS. There may be 
ways to integrate pharmacists into the advertising and education of 
communities about ORT. A promotion effort through the Colsgio ~6dico 
to reach MDs deserves exploration. 

Recommendation 3.2-4 on promoting homemade solutions. Standardized 
and medically appropriate information about homemade solutions should 
be prepared and distributed to health centers, health posts, and 
promoters. Similar information should be prepared L'or broader public 
dissemination using mass media (especially radio), particularly for 
use in areas where the distribution of ORS packets will continue to 
be deficient, such as where the population is highly dispersed. 

3.3 Environmental Sanitation 

Environmental sanitation activities are an important hsrt of a more 
comprehensive primary health care strategy because of their critical role in 
reducing mortality and morbidity from diarrheal diseases. Peru has great need 



for both potable water and aewerage systems in its rural areas and in its 
4@pueblor jo~enea.~ The environmental sanitation comgonent in project 219 was 
quit@ muall and oriented rpecifically to protection of water sources, 
inrrtallation of latriner, and hygiene education. In 1980 USAIP expanded its 
support of  environmental sanitation and signed a project agreement with the 
GOP for a $5.5 million project in rural water systems and environmental 
sanitation in six health regions. ,This was extended to mother four health 
region6 with an additional $5.5 million in 1982. This project, the Rural 
Water and Environmental Sanitation Project, project No. 527-0221, is being 
executed by the Directorate of Rural Sanitation (DISAR) at the Ministry of 
Health and has a project completion date of September 1987. 

The environmental sanitation component in the original project 219 
design called for 1,800 protected wells and improved houses and 3,600 
installed latrines in twenty-five selected communities. The evaluation team 
is using latrine installation as the indicator of extension of environmental 
sanitation services into the community under project 219, since more data are 
available for latrines than for other environmental sanitation services. The 
provision of latrines involved four phases, including construction of the 
latrine components at a central location, education of the community by health 
workers to use latrines, distribution of latrine components to the relevant 
comnunities, and installation of the latrines by community members and/or 
health promoters. 

A review of pro;ect documentation revealed that only six regions 
reported any activity at all in latrine installation. Of these, the average 
percentage of latrine components constructed was approximately 60 percent of 
the approximately 700 programmed, and only three regions reported actual 
installation of latrines. Twenty-five percent of latrines programmed have 
been installed. The activity levels of the non-reporting regions is not 
known. However, the responsible USAID project officer for the water project 
estimated an overall twenty to thirty percent achievement of targets. 
Further, a racent evaluation of the Rural Water and8Environmental Sanitation 
Project 221 (which is similar to 2193 revealed that latrines were being used 
in only three out of fifteen communities visited. No regions reported on 
protection of water sources although data are available at the regional level. 

The number of latrines installed as a result of project 219 is thus 
difficult to assess because complete data are not available at the central 
MOH. However, according to local and central MOH'project staff and.USAID 
project officers, implementation improved considerably during the last year as 
a result of active involvement of sanitary engineer staff in the planning and 
programming process of each region. Nevertheless, while the pace of project 
implementation has improved significantly, the regions are behind in reaching 
the targets set for themselves. The relationship of commitment of funds to 
disbursement has improved significantly, but the actual completion of 
activities at the local level appears quite low. The regions vary 
considerably in activity levels, and the ratio of latrines installed to those 
planned or constructed is still low. In addition, the recent evaluation of 
Project 221 concluded that the use of latrines was very low. Finally, in 
regions where both projects 219 and 221 are operative, project 221 appears to 
be taking precedence in implementation, because of its size and scope and 
easier procedures. 



In sum, the physical aspect of latrine construction appears to have 
improved significantly due to more active involvement of regional sanitary 
engingers i n  planning and implementation. Both environmental sanitation 
projects have been more successful with construction than with distribution 
and installation of latrines. The problems in distribution and installation 
seem related to problems in logistics (gasoline, per diem) and to weak 
community education efforts. For example, health promoters do not appear to 
be active agents of cornunity education in hygiene or in installation of 
latrines. However, it is impossible to assess the real level of their 
involvement since standarclized data are not routinely collected for 
promoters. The low use rates indicate the need for stronger community 
involvement before the installation phase, and for reassessment of the 
acceptability to the community of the type of latrine proposed. While 
environmental sanitation activities have improved under the project, they 
still lag considerably for several reasons: 1) their relative smallness in 
relation to the other components of the health project; 2) their location 
administratively within the Directorate of Maternal and Child Health and 
Population rather than in the Directorate of Environmental Sanitation: and 3) 
the much 
emphasis 
projects 

larger scope of project 221. The team believes that much more 
should be given to environmental sanitation through other efforts or 
because of the enormous needs in environmental sanitation in Peru. 

Recommendations. - Environmental Sanitation 
Recommendation 3.3-1 to consolidate environmental sanitation 
activities. Consolidate environmental sanitation activities by 
completing activities already initiated and reprogramming the 
remainder of 219 environmental sanitation funds iirto regions not 
covered by the larger sanitation project or into other project 
activities. 

Recommendation 3.3-2 regarding study on the type of latrines. 
Conduct a study of the population's preferences regarding type of 
latrine to increase the use rate of latrines. 

Recommendation 3.3-3 regarding USAID sup~ort. USAID should support 
new environmental sanitation and rural water supply projects. 

Community Education* 

The goal of community education efforts in primary care is to change 
negative health attitudes and practices. The MOH recently adopted a two 
pronged strategy called the "Plan de ~lfabetizacith Sanitaria" (PUS) to 
extend health education activities to the community level. The first 
component encompasses outreach activities to be undertaken by health centers, 
health posts, and community workers, especially health promoters. , The second 
involves national mass media campaigns and local use of the mass media. 

*A more detailed report of the status 
available in the October 1984 PRITECH 
Assessment." 

of community education efforts is 
report, "A Disease Control Strategy 



Health regions are responsible for both local media efforts and for 
outreach activitiera. This includes training personnel in appropriate 
techniqyee . for . health education and pregaring and producing health education 
materials. Health personnel are expected to carry out individual and group 
education activities. 

USAID funds were intended to stimulate community education efforts 
through the provision of educational materials and equipment to health posts 
and auxiliaries in fifty areas. The total amount originally budgeted for 
community education under .the project was $580,000 ($410,000 USAID and 
$170,000 counterpart). The original amount budgeted for community education 
was reduced from $410,000 to $150,000 because the money was not being spent by 
the regions. 

Under Project 230, monies were provided for educational equipment 
such as slide projectors and other audio visual equipment and aids, and 
$500,000 was provided for the development of health and family planning 
educational materials. Some educational materials were to be purchased at the 
central level for distribution to the periphery. 

At the central level, USAID support has assiated the MOH in 
contracting for a national mass media campaign which focuses on child health 
in general and on three specific themes: family planning, immunizations, and 
oral rehydrat ion therapy'. Television, radio spots, and printed posters are 
the media being used in the campaign. The mass media campaign was programmed 
to reach 7,000,000 people. Other donors also have actively supported both 
health education strategies of the MOH. 

The team's visits revealed that community education activities at the 
local level varied greatly among regions and among facilities. There were a 
few sites that were quite active, but the majority had sporadic and weak 
community education activities. In the most active sites there were intensive 
outreach activities including house to house visits, assemblies, parades, 
active use of the local media, involvement of religious leaders, schools, 
political parties, and even dropping leaflets from airplanes. In other areas 
very little happens. An active program appeared to depend primarily on thc) 
presence of a knowledgeable, creative, and innovative health educator or other 
professional committed to health education; and secondarily on the 
availability of resources specifically committed to health education. 

Some specific local community education efforts are occurring in 
certain regions. A radio program with national coverage called "Aula Abierta" 
has themes in sanitation, nutrition, care and prevention of childhood 
diarrhea, use of ORT, and respiratory diseases. The ENTEL-AID/AED Rural 
Communication Service Project initiated in 1979 in the San Martin region is an 
educational program serving rural communities used actively by the health 
personnel in San Martin. 

Standardized data to evaluate the level of these activities do not 
exist on either a local or national basis. The B O H  data and supervisory 
systems do not accurately document either the quantity or quality of health 
education activities. A recent study of educational necessities conducted by 
the MOH with PAHO support reveals several problems in health 



education.* The study pointed out that health personnel did not know the 
health statue of their communities, nor did they have adequate knowledge of 
the MOH primary health care strategy or of educational methods. Seventy-five 
percent of the health personnel interviewed did not participate in community 
development or education activities. The health study also pointed out major 
weaknesses in educational techniques and lack of educational aids at the 
cdmmunity level. 

At the local level the team observed both positive and negative 
features of the status of educational materials. Attractive posters with 
health and family planning-messages in Spanish were displayed in MOH 
facilities visited by the team at all levels. Other educational materials and 
equipment, however, were rarely found at health centers and posts. This also 
has been documented in other related reports. For example, only one health 
center out of the eight visited by the evaluation team had a slide projector, 
and the staff of the center were unaware that a slide projector was available 
until the regional supervisor found it and showed it to them. One regional 
office out of nine visited had a projector, slides, cassette player, and 
cassettes. Nevertheless, many educational materials of good quality are 
available in Spanish in Lima. 

For the most part, those educational materials found in centers and 
posts were locally produced. While the themes may have been more appropriate 
and adapted to local cus;tom, however, the materials in general were of poor 
quality and unattractive. On the other hand, reports indicate that centrally 
produced materials frequently are not field tested and therefore may not be 
appropriate for certain regions of the country. Centrally produced materials 
often do not reach health centers, health posts, promoters, and TBAs in either 
sufficient quantities or consistency. An exception is the Ica region which 
has an adequate supply of attractive, locally produced materials. 

In short, so far (November 1984) little appears to have been done 
with project funds in the provision/production of health education materials 
at the local or central levels. While individual regions have programmed for 
educational materials and training manuals, the amounts have been very small. 
With the exception of posters, few materials appear to be produced at the 
central level. Those that are produced centrally do not appear to be reaching 
the local levels in sufficient quantities. There is much anecdotal evidence 
that with a few exceptions, audio-visual and educational materials are in very 
short supply and that project funds for this component are not used in a very 
effective or efficient manner, despite the need for these materials. 

On the national level, a mass media campaign began in late September, 
1984 and is estimated to be reaching several million people. The campaign 
includes ten thirty-second spots for television, twenty spots for radio, 
fifteen one-minute spots, and billboard, posters, and information folders. 
All messages are in Spanish and focus on immunizations, ORT, and family 
planning. The campaign seems to be well designed and executed and might serve 
as a model for regional efforts. However, little of the strategy or 
methodology used at the national level has been imparted to the local level to 
date. Little financing is available for regional use of media. In fact, 

*Ministerio de Salud ~ljblica, tt~apacitaci6n de Recursos Humanos en el Primer 
Nivel , 1984. 



local use of media, especially radio, would be of great ~otential benefit for 
reaching communities with health education messages. This is especially true 
given the known problems of distribution of educational materials and the low 
level of Wwledge and use of good educational techniques by the majority of 
health professionals. 

I 

In sum, a short-term, nationally directed mass media campaign is 
presently underway and there are local groups of health professionals 
providing educational services. Clear effo~ts are being made in scattered 
instances to use the local media in an effective way and there are several 
interesting pilot projects. Nevertheless, the regions are facing several 
constraints: 1) inability to clearly define educational objectives, 2) no 
plan of action for specific educational activities or priorities for themes to 
be covered, and 3) limited resources for health education. With a clear 
strategy and coordinated support from the central level, much more could be 
done to improve the reach of health education messages to the community level. 

Also, the twenty-four health educators who recently completed a 
one-year training program at the School of Public Health should strengthen 
community education activities at the local level. 

Recommendations - Community Education 
Recommendation 3.4-1 regarding health education materials. The MOH 
should make a commitment to purchase, produce, and distribute a 
sufficient quantity of health education materials to all levels of 
the PHC system. Instead of being available on a one-time or sporadic 
basis, Spanish education materials should be made available routinely 
to the area hospitals, health centers, health posts, and promoters. 

Recommendation 3.4-2 to increase use of radio fbr health education. 
USAID should consider supporting development of regional radio 
campaigns in ORT, immunizations, prenatal care, and family planning; 
and also consider supporting planning for ongoing, regular, periodic 
radio spots and other types of radio ptograms in the different 
indigenous languages. The messages and tapes developed in the mass 
media compaign should be sent to the regions and funds should be made 
available to allow regions to program spots on local radio stations 
in local languages. Radios are available where health personnel will 
not reach in the near future. Radio is underused and appears to be a 
potentially very effective medium for health messages, as it is for 
messages in commerce, politics, and agriculture. The team suggests 
an assessment of the cost-effectiveness of television media campaigns 
versus frequent regular spots on radio in urban and rural areas for 
future programming. 

(In March 1985 it was decided that the program for mass media will 
continue, An increase in the use of radio be will considered when 
there are evaluation results in July 1985. Tapes can be sent to the 
regions for local programming.) 

Recommendation 3.4-3 to coordinate community education with delivery 
of services. Link and coordinate health education and media efforts 
in a timely fashion with the providers of related services and with 
the delivery of supplies (such as- ORS and contraceptives). 



4.0 PROJECT COMPONENTS TO IMPROVE PRIMARY HEAtTH CARE 

The. six sections of Chapter Four correspond to outputs from projects 
2191230: Project Management and Administrative Structure (:section 4.1); 
Financial Systems (section 4.2); Logistics and Supplies (section 4.3); the 
Health Information System (section 4.4) t the Supervision Syekem (section 4.5) ; 
and Training (section 4.6). 

4.1 Project Management and Administrative Structure 

Section 4.1 is organized in the following sub-sections: (4.1.1) 
Introduction, (4.1.2) Management of Projects 219/230, (4.1.3) Planning, and 
(4.1.4) Administrative Organization. 

4.1.1 Introduction 

This section of the report analyzes and makes recommendations on the 
management of projects 213/230 at the Ministry of Health. Attention has been 
focused on the Directorate of Maternal and Child Health and Population (DSMIP) 
as the coordinating agent of projects 219/230, to the regional departments as 
implementing agents, to the General Administration Office (Oficina General de 
~dministracitk - OGA) regarding finances and supply, and also to other 
Ministry offices to the extent that they are involved in these two projects. 
Attention was also focused on central and regional administrative 
relationships for a unified picture of any problems. 

4.1.2 Management of Projects 219 and 230 

Overall management of projects 219/230 is the responsibility of the 
Executive Director of the DSMIP. The Project Department is under his 
direction and handles many administrative activities including: 

o The control and implementation of national and international 
purchase orders. 

o The receipt and distribution of materials and equipment to 
health regions. 

o The control of stocks in the regions, area hospitals, and health 
centers and posts. 

o The formulation of the schedule of obligations. 

o The programming and distribution of counterpart funds. 

At the regional and area hospital levels a Coordinator is responsible 
for the implementation and control of project-related activities. Medical, 
supervisory, and training personnel usually supervise routine project 
activities. 

Accounting and budget control are the responsibility of the regional 
and area hospital accounting departments. These departments handle all 
documentation related to expenditure reporting. At the central level, 
accounting and budget control are the responsibility of the Executive 



Accounting Office (Oficina Ejecu,tiva de Contabilidad Presupuestaria y 
Financiers - OECPF) of the General Administration Office. 

The logistics system for the projects will be examined in section 
4.3, but we note that the Office of Supplies and Support Services of the 
General Administration Office is the support unit at the central level. This 
unit is responsible for customs procedures, storage, and regional distribution 
(and through the regions to the area hospitals) of all supplies and equipment 
for projects 219/230. 

The Department of Projects can be improved by focusing on: 

o Orienting central and regional management of routine operational 
activities to a clearer focus on results. 

o Improving the efficiency and effectiveness of the information 
system that controls and evaluates operational activities. 

It would also be appropriate to modify and reinforce routine 
management and control functions for projects 219/230 in the Project 
Department of the DSMIP. These projects are handled regionally by a Regional 
Coordinator who reports to the Regional Director. Coordinating tasks are 
normally done part-time and the Coordinator is responsible for other 
activities as well. In some health regions the head of the Department of 
Statistics and Programming is the Coordinator, while in other regions the 
Executive Director performs this function, The Coordinator could in principle 
achieve an acceptable performance level depending on the personal interest and 
time dedicated to individual tasks; in practice, however, time and interest 
are usually insufficient. 

The evaluation team observed examples of good PHC project management 
in several regions including Ica, Callao, Piura, and Trujillo. These 
successes can serve as useful models to other regions and to the central level 
of the Ministry. 

The regional director of Ica deserves special recognition for his 
innovative spirit and the organizational changes he has instituted. His 
continued work in this post for over three years has made possible the 
achievement of reforms. More important for applicability to other regions, he 
has organized a team of people with a highly motivating style. 

The Director in Ica has succeeded in developing a team that 
effectively supports him in daily project management. He does not employ a 
coordinator in the administration of projects financed by international 
agencies, as this role was eliminated in the early stages of project 224 when 
problems occurred between the coordinators. Subordinate personnel also 
experienced difficulties with "having to report to two bosses." These two 
factors caused a situation characterized by poor supervision, low motivation, 
deficient personnel performance, and most likely a low level of efficiency. 

The good habit of holding regular meetings with personnel from 
different levels of the regional health system has also been 
institutionalized. Personnel from health centers have meetings to share 
experiences and discuss common problems. These meetings have become an 
instrument for communication and coordination. 



The Callao and Trujillo directors also have instituted the team 
management approach. As in Ica the evaluation team observed the coherent 
organization of work, highly motivated leaders, good supervision, and 
extensive knowledge about PHC. The evaluation team noted that when the 
Regional Director was informed of developments in projects 219/230, the 
Coordinator considered the projects to be important. When the Regional 
Director paid attention and required accountability on the part of the 
Coordinator, the results tended to be satisfactory. This was clearly 
demonstrated by the Sur Medio Project in Ica; the Regional Director showed 
interest in the activities and results of project 224 and in fact personally 
took the initiative in the management and control of the project. 

The evaluators' observations suggest that different administrative 
and organizational arrangements can improve performance and efficiency in 
Peru's MOH, as they do in other parts of the world. Both effective and 
ineffective adminis'trative practices should be monitored to learn from 
experience. 

Recommendation 4.1-1 regarding a PHC management team for Peru's 
primary health care program. Reorganize present personnel with 
responsibility for overseeing PHC activities into a PHC management 
coordination and improvement team for PHC, including but not limited 
to projects 219/230 and 224. The team should include officials from 
the central Department of Projects (DSMIP) and the Regional 
Coordinators of all participating regions. The PHC team should 
improve PHC activities, including financial and logistics problems, 
work towards setting realistic performance targets, collect 
information to be analyzed to improve management, and work to 
improve reporting to the MOH and international agencies. The PHC 
team should avoid becoming a new obstacle to the efficient progress 
of plans and requests. The main thrust of the recommendations in 
other sections is to delegate greater responsibility to the regions. 
The PHC team should become a source of assistance to the regions, not 
a new layer of review and approval above the Regional Director. 

People from the successful project teams from Ica, Piura, Trujillo, 
Callao, etc., should be included in the PHC team. This will ensure 
that some members of the team have had a successful experience as 
part of a PHC team. 

Special training for the PHC team would be useful to strengthen their 
knowledge and skills and for "team building." The training might 
include a workshop on setting objectives, clarifying the PHC team 
role relative to other PHC organizations, setting realistic PHC 
performance targets, and mobilizing resources as necessary. 

The Westinghouse advisers should participate in the training as 
trainers and/or as participants by accepting a collegial role on the 
team. They should be available as a resource to help accomplish a 
few high priority tasks requiring Westinghouse assistance. This kind 
of collegial dialogue should generate useful tasks for the 
Westinghouse team. 



The training workshop might also develop better work distribution for 
the PHC team related to the coordination and management improvement 
work that the team should implement. This includes planning, 
control, and evaluation of PHC activities for problem identification, 
resolution and any required reprogramming. 

(In March 1985 the evaluators were informed that seminars are being 
pushed now with Ica people coming to Callao, Callao to Ica, Piura, 
etc.) 

The MOH has been, so occupied with solving input-level problems that 
it needs a clearer orientation to outputs, i.e., the health services that the 
PHC system is intended to provide. Information about the services exists at 
the area hospital level but is not generally used there or at the central MOH 
or at USAID. 

Recommendation 4.1-2 regarding "performance boards" A clear and 
relatively simple technique for reinforcing an "output 
orientation" is a "perfo&nce board" for DSMIP and-for the Vice 
Minister as well as for the offices of USAID, Westinghouse, and 
other offices involved in PHC. A "performance boardu is used to 
monitor the status of the project focusing attention on 
indicators of PHC services to the population in need of health 
care. Table 1 of this evaluation illustrates the kind of 
indicators- ORS packets distributed, prenatal and post natal 
consultations, new family planning acceptors (and active 
contraceptive users), children protected against polio, etc. 
Most of the data are available at the hospital level even though 
they are not widely used. 

Similar "performance boards" for the regional, hospital, health 
center, and health post levels are both useful and feasible. 
One evaluator saw performance boards in Panama years ago 
displayed in the waiting room of health centers together with 
the budget for the health center; it made transparent to the 
patients the inputs and outputs of "theiru health center. 

The next level of sophistication in a "performance boardu is to 
plot targets for each indicator, e.g., show last year's actual 
monthly average and monthly targets for the current year if data 
are collected monthly, so that performance can be easily 
compared to the targets. 

The third level of sophistication, also well within the 
capabilities of Peru's MOH, is to estimate the size of the 
target population for each kind of service and monitor the 
"coverage" indicators. Some technical guidance may be needed to 
estimate the target population and procedures for estimating 
coverage correctly. It may be best to start out using coverage 
indicators only for management purposes at the higher levels in 
MOH and at USAID since very low coverage may be discouraging for 
field staff. Once there is positive momentum in several areas 
and coverage is improving, introduce the coverage indicators to 
give a sense of perspective about the magnitude of the task 
ofproviding adequate coverage to the massive population in need 
of PHC services. 

-2 9- 



This recommendation may be particularly interesting to a new 
government if it wants to move strongly with PHC. "Performance baards" can 
win political supprt by showing simply and clearly how much improvement is 
taking place. It fit the ideal of "grass roots democracyN which has deep 
roota in the USA and which should be wel18received by the new government. 

Project Management at USAID 

The PHC strategy of the Government of Peru provides the framework for 
USAID-assisted projects 219/230 as noted earlier. USAID is contributing to 
strengthening the Ministry of Health's logistical and information systems as 
well as its systems of control and evaluation. This is accomplished through 
the technical assistance of the Westinghouse advisers and by supporting 
training of technical and administrative personnel abroad. Financing medical 
equipment and supplies and training and supervisory activities permit the MOH 
to invest in physical infrastructure. Six advisers have recently been 
assigned to the regions. 

USAID/Peru has made significant efforts and progress in resolving 
logistics problems regarding the flow of funds, materials, supplies to the 
regional and lower levels of the health system. Technical assistance in 
reviewing the financial systems and procedures was provided through a 
Westinghouse short-term National Consultant. Useful recommendations were made 
and most were implemented and resulted in significant improvements. 

One staff person was added to USAID1s Health and Nutrition Division 
who initially had to devote a great deal of time to tracking down documents 
and to learuing the MOH logistics system. Another staff person was added to 
the Department of Projects of DSMIP to oversee offshore MOH shipments. The 
Contract Officer responsible for preparing PIO/C1s for projects 219/230 and 
the USAID1s Regional Contracting Officer have been very involved in processing 
purchase orders for offshore procurement. In Section 4.3 internal USAID 
procurement procedures are discussed. 

USAID's .internal process for reporting expenditures is somewhat 
meticulous as is the Ministry's--details of this process appear in section 
4.2. Invoices and receipts attached to documentation are briefly reviewed by 
the Project Manager's Administrative Assistant and then revieved in detail by 
the Office of the Controller, where accounting and financial control are 
performed. Supervisory and training reports are also reviewed to obtain data 
and information useful for control and evaluation. 

Processing accounts takes about a month, depending on the volume and 
quantity of the documentation submitted. This time lapse could be reduced 
considerably while reinforcing the control and evaluation process by adding a 
person with experience in health services administration to the Health and 
Nutrition Division. This person would work under the direct authority of the 
Health and Nutrition Division's Project Director, helping to manage different 
components of USAID-assisted PHC projects and making recommendations to 
improve them. He or she also could help to develop and implement a simple 
management information system for supply and training activities. 



Recommendation 4.1-3 related to adding one USAID officer for primary 
health care work. USAID should consider adding one officer to the 
Health and Nutrition Division to assilsrt in PHC activities in the 
Health and Nutrition Division. An assistant to help wikh processing 
project documents (and with simplJfications of procedures on the 
Peruvian side) should free the Project Manager to participate more in 
other aspects of the project and to promote and coordinate other PHC 
activities. 

USAID needs to increase its orientation towards results and request 
more explicit targets from the Westinghouse consultants. A dialogue should 
begin now, before the end of projects 219/230, regarding output targets that 
should guide Westinghouse assistance in improving the PHC service delivery 
system, The MOH should be included in the discussions. The goal of the 
discussions should be to define mutual expectations from technical assistance 
during the remaining two years. Comments from some Westinghouse consultants 
indicate that such a dialogue would be useful. USAID's expectations may have 
been too ambitious and too vague for good management, and now is the time to 
rectify the situation. 

Recommendation 4.1-4 regarding settinq priorities and output targets 
for USAID contractors. Establish clear output targets for the 
Westinghouse contract resulting from a dialogue including USAID, 
Westinghouse, and the MOH. There is sufficient experience to 
identify potential targets, judge what is realistic, and set 
priorities. This process should orient the Westinghouse team toward 
some specific realistic output targets now while they have 
discretionary resources. Some suggestions regarding output targets 
for the Westinghouse advisers appear in Section 6. 

USAID would benefit from "performance boards" in the office of the 
Project Manager and the Division Chief. See Recommendation 4.1-2 
regarding "performance bosrds." 

USAID Procedures 

USAID procedures for future loans to support the PHC system may have 
to change. As the system develops, the volume of activities and expenditures 
away from the central level of MOH should increase substantially which will 
aggravate the current problems of centralized controls discussed in detail in 
Section 4.2. It appears that the Government of Peru will soon allow direct 
payments to the regional level. However, the USAID controller's office is 
concerned about the capacity of the Peruvian government to audit and control a 
decentralized PHC program. The controller's office considers it essential 
that USAID verify expenditures at least on a sampling basis, which would imply 
an increavad workload if USAID auditors have to go to the regions. There is 
precedent in the Disaster Relief and Rehabilitation Project, but USAID is not 
set up for auditing at the regional level. 

USAID procedures can make an important difference, For example, the 
procedures in project 221 for environmental sanitation were easier than 
procedures in 219 which led to a preference for project 221. 



Recornendation 4.1-5 regarding financial controls in future health 
programe. In preparing the project pager for follow-up projects 
eupprting PHC, USAID should analyze the need for and feaeibility of 
modified financial procedures conducive to decentralized operations 
by MOH. For example, consideration might be given to using an 
auditing firm in Peru, working for USAID or working for GOP to go to 
the regions as necessary for financial management and control, 

Project 219 Extension 

Project 219 was echeduled to terminate in January 1985, but an 
extension was approved. There are some activities that are authorized in 219 
but not in 230 which might require adjustments. Since projects 219/230 have 
been administered together, however, the basic issue is whether productive use 
of the remaining 219/230 funds can be made given the present project status, 

The overall conclusions of this evaluation indicate that Peru is 
making important progress toward developing an integrated health and family 
planning system to deliver primary health care to its population. Important 
progress has been made, but much work remains to provide widespread and 
effective coverage to the many people in need of PHC. Some obstacles that 
have hampered the projects are analyzed in this evaluation, and many practical 
recommendations for improvement have emerged. If MOH makes changes in the 
financial and logistics systems to expedite the flow of money and goods and 
introduces the output-oriented management procedures recommended in this 
evaluation, the extension of time to use the 219 money should be worthwhile. 
(Project 219 had been extended by March 1985). 

The Ministry of Health has been committed to a strategy of primary 
health care since the year 1978. This strategy includes the following four 
elements: the reorganization of the Ministry; the improvement of logistics, 
information, control, and evaluation systems; the extension of physical 
infrastructure; and the strengthening of intersectoral coordination. 

This strategy is generally accepted and supported within the MOH. It 
receives economic and technical assistance from USAID and other international 
agencies to improve the health service systems, due to the great potential for 
extending health services to population segments that otherwise would not even 
receive minimal preventive and curative health care. 

The implementation of the primary health care strategy stimulated 
important changes in the way the Ministry of Health operates. Chapter Three 
of this report describes the improvements in health services already achieved. 

In brief, the strategy for the development of primary health care has 
already produced significant results in the operating activities of the MOH. 

Planning for primary health care is complicated by the following 
factors: 



1. Variour international organiaationa provide araietancr to implrmerrt a 
BHC strategy, but often have preconceived ideas about how ruch a 
strategy should be developed. Them ideas reflect these 
organizations' different experiences in other countries and their own 
policira and priorities which may be unrealistic for Peru, or may not 
conform to the policier of the Minietry of Health. Howrver, the 
Ministry of Health ie unable to develop independently it8 own PHC 
strategy in accordance with tho national health strategy, i,e., to 
develop projects and related activities to create the conditions 
necessary to achieve an effective PHC program, As a reault more than 
60 international aid projects exist, often developed with little or 
no coordination with the Ministry. These projects sometimer overlap 
and to a certain extent duplicate each other. For examplo, the 
training of promoters receives the supgort of USAID, the World Bank, 
and the German Agency for Technical Cooperation (GTZ). At the same 
time other important areas are neglected, such as the development of 
management skills through short courses and "in-service training" of 
administrative personnel. 

2. The PHC strategy implies a conscious and systematic effort to 
identify "potential users." For example, the report of Giesecke, 
Caceres, and Wooton (1982) maintains that to meet the demand for PHC 
services the health system should change its traditional passivity, 
based on professional medical attitudes, to a more active perspective 
that responds to public health priorities. 

3.  PHC strategy requires that health personnel and other resources be 
distributed to facilities convenient to people in need of PHC 
services, However, the health service system has developed mostly in 
urban centers, is dominated by doctors, and is based chiefly in 
hospitals and health centers providing curative rather than 
preventive health services. In this area PHC strategy still has not 
achieved decisive change. 

4. High turnover of regional and subregional management and professional 
personnel hampers PHC strategy. Jobs in the interior of Peru are 
less attractive than those in Lima and other important urban 
centers. The MOH's policies have not produced sufficient stability 
in management and operations personnel outside urban areas. In eight 
regions visited by the evaluation team, four regional directors had 
held their jobs less than a year, two between one and two years, and 
only two for three or more years. 

5. The fourth component of PHC strategy recommends the use of non-MOH 
channels to extend health care services to those who cannot be served 
efficiently with MOH resources. Little has been done until now to 
involve other institutions in PHC and in the development of 
"intersectoral" health programs. For example, little progress has 
been made in developing environmental health programs with those 
governmental agencies responsible for housing programs and community 
development. 

6. Planning for PHC implies experimenting with pilot projects and 
evaluating them to determine what works, implementing and diffusing 



ruccemrful project reaulte, and continuing support to eneure the 
projects' ruccmos after subsidies and international agreements end. 

Planr, norms, and procedures are developed primarily at the central 
level by technically competent professionalo, but these planr, norms 
and procedure8 often are coneidered by regional and subregional 
operating peraonnel to be inappropriate to local conditions due to 
the regional variations and diverse cultures of Peru. The 
perspectives and experience of regional operating personnel have not 
been integrated effectively and systematically into the proceee of 
developing plans, norms, and procedures with the central peraonnel. 

There are many opportunities to improve the planning procoss. The 
general approach of planning and making improvements should include: the 
identification of which aspects of PHC are working well and which are not, 
systematic analysis of successful and unsuccessful aepects to improve the 
efficiency of regional and subregional services, and the timely reprogramming 
to improve performance. Active participation is needed from central, 
regional, and subregional Ministry management personnel to improve this 
process. It is important to ensure the participation of ~n-medical 
operations pereonnel for non-medical decisions. Technical assistance should 
be available from projects 219/230 for high priority tasks. 

The General Planning Office (Oficina General de ~lanificaci6n - OGP) 
is responsible for the development of national health plans. The regional and 
subregional levels participate in the planning process by providing data and 
informatior? a:;. che health situation. In preparing the annual expense budget, 
regions and subregions communicate their investment needs to improve and 
expand the service system. During interviews with professionals of the 
regional and subregional planning departments, however, the comment was heard 
that "we only prepare the reports that the central level requests." 

The Westinghouse regional advisers could assist the regional and 
subregional management personnel to encourage more active involvement of 
regional planners. 

Recommendation 4.1-6 regarding the participation of regional 
personnel in the planning process. Regional personnel should be more 
involved in planning. The OGP should review its procedures for 
requesting the opinions of professional personnel in regional 
Ministry offices to determine: a) to what extent these procedures 
contribute to plans that are considered unrealistic by operating 
personnel, and to the loss of motivation on the part of the regional 
perso~el, and b) how to systematically obtain regional offices' 
opinions and perspectives to integrate them into OGP plans. The 
planning process will increase in importance if the MOH implements 
this evaluation's other recommendations on setting realistic 
performance goals and developing unit costs. 

The scopes of work of the six regional Westinghouse consultants 
should give high priority to assisting health officials to develop 
data on costs, unit costs, and performance. The consultants also 
should help comunicate clearly the situation to the OGP and relate 
current practices to regional health priorities, while respecting the 
established channels of MOH. 



Coordination of international asmistance projecte is needed. Theee 
projects often are inadequately coordinated in terms of their objectiver and 
actions to achieve them. Joint project planning and control is particularly 
a~propriate when project6 overlap geographically and have c o m n  objectives. 
For example, PAHO, USAID, the World Bank, and the GTZ all currently eupport 
training activities for auxiliary personnel, as described in section 4.6. 
Another area of overlap and gape is the provision of office furniture and 
equipment by several international agencies, while regional offices lack basic 
equipment like calculators. Coordination of international programe currently 
is done with informal mechanisme, such as personal contact and communication, 
so it is probably inevitable that inconsistencies arise. 

A Monitoring Committee was created recently at the top management 
level of the Ministry, presided over by the Vice-Minister of Health with the 
General Office of International Exchange (Oficina General de Intercambias 
Xnternacionales - OGII) as secretariat. This comr~ittee responds to the need 
to create an organizational unit to coordinate projects developed with 
international assistance. 

The international donor agencies are expected to welcome the 
strengthening of the monitoring committee if it prevents the duplication of 
effort and the implementation of conflicting strategies and projects. The 
donors will also appreciate the committee's assistance in helping the 
Ministry's executing agencies to achieve project objectives. 

An inventory is currently being taken of the 60 or more international 
projects in Peru. After completing and analyzing this inventory a manual data 
bank will be developed, to be converted into an electronic data bank once it 
is reviewed and modified. This electronic data bank is likely to constitute a 
valuable source of information to: 

o Analyze current projects for complementarity, omissions, and 
duplication of effort to improve PHC. 

o Define areas where international assistance could make a 
significant difference in quantity and quality of PHC services 
provided. 

o Design a coherent program for international aid projects. 

o Design an efficient system of administrative control to handle 
international aid projects based on objectives, regions of the 
country, types of inputs (personnel, materials, and supplies), 
and population categories sewed. 

o Identify the health needs or specific population categories to 
which new projects should be directed, e.g., infant diarrhea. 

In conclusion, a monitoring committee merits the full encouragement 
and support of USAID and the other international agencies to improve 
organizational coordination at the highest levels of the Ministry . 



The evaluation team suggests some terme of reference for the 
Monitoring Committee that define in precioe terms the objectives and the 
uoeful outcome of thia activity. Clear and precise goals must be defined 
uring the PHC strategy as a baae, perhaps beginning with: 

o Promote international assistance to develop multi-sectoral 
projects. 

o Identify projects that are complementary to existing ones to 
expand services in specific geographic areas and attend to high 
priority PHC activities. 

o Monitor projects to facilitate problem solving. 

o Identify successful experiences to assure their continuity after 
international support ends and adapt them to other locations. 

o Establish a collaborative process with international agencies to 
to integrate their projects with other Peruvian health services. 

o Eliminate the duplication of efforts that often occurs when 
projects with common objectives are implemented, 

o Establish realistic targets to systematically evaluate project 
achievements and learn from experience for future reprogramming. 

As the secretariat of the Monitoring Committee, the OGII should 
assign priority to specific activities including: 

Take inventory of existing and proposed international projects 
and their most important characteristics. 

Develop standard project monitoring procedures to make it easier 
for the Ministry and the international agencies to compare 
experiences, based on performance indicators and unit costs for 
PHC activities. 

Respond in a timely fashion to the Monitoring Committee's and 
international agencies' requests for progress reports. 

Prepare reporting procedures to improve compliance with 
international agencies' commitments. 

In addition, the General Office of International Exchange would 
benefit from technical support in developing a data bank to plan and direct 
international projects successfully. 

Another potential role for the Monitoring Committee is to promote 
support activities to strengthen PHC, including the following: 

o Encourage the extension of PHC programs. 

o Promote and sponsor private health care programs directed to the 
population not fully served by the MOH system. 



o Provide technical assietance to improve the administrative and 
operating quality of health programs. 

o Promote research and evaluation. 

o Promote economic aesistance for personnel training abroad and 
the importation of supplies unavailable domestically. 

Recommendation 4.1-7 regarding the Monitoring Committee. The 
Ministry of Health should continue to develop a Monitorinu Committee 
and use-the Office of International ~xchan~e-for the coordination of 
international projects. Formulate the objectives of PHC strategy, 
realistic specifications of expected results, and a specific plan of 
activities. The General Office of Organization and Methods should be 
encouraged to provide technical assistance needed in its area of 
specialization. USAID should provide support to the extent that 
outside technical assistance is needed from Westinghouse or elsewhere. 

Annual Operational Plans are required from each region under the 
Project Agreements for Projects 219/230. The DSMIP Department of Projects has 
drawn up a document entitled "Guide to Programming Activities for Projects 
GOP/AID," which serves as a guide for preparing regional Operational Plans for 
the Extension of Primary Integrated Health Care Coverage (527-0219), and the 
Integrated Health and Family Planning (527-0230) projects. This guide 
provides the basic model for Operational Plans, providing standards for the 
detailed contents of the Operational Plans, chapters, and the forms and tables 
that should be used (a total of 19). 

The Guide does not propose a schedule for the development of the 
Operational Plans. Consequently, the personnel at the Planning and 
Programming units at the regional and area hospital level do not have a clear 
concept of when to submit Operational Plans. 

The Guide does not contain precise instructions covering the 
policies, restrictions, and priorities for expenses and new activities to be 
considered in 1984-1985. This means that each Planning and Programming unit 
applied its own criteria regarding these aspects, 

The Operational Plans are formulated by .the regional Planning and 
Programming departments. To do this the departments request data and 
information processed by the Planning and Programming units at the area 
hospital level. In some area hospitals the Planning and Programming unit 
prepares the portions of the Operational Plan dealing with training, 
supervision, and environmental sanitation. Nevertheless, the delays in 
creating plans and sending support material from the area hospitals frequently 
have resulted in plansf being written by only two or three regional people who 
are suddenly assigned the job. 

Operational Plans are meticulously analyzed at the central level. 
Expense estimates are verified, estimates for training course materials are 
examined, and schedules for supervisory visits and activities are analyzed. 
All of this takes considerable time. Finally, the Operational Plans are 
reviewed and approved by USAID. 



Delaye in the development and approval process of Operational Plans 
are encountered because of the practice of returning plans from the central to 
the regional and sometimes area hospital level when there are mistakes. These 
mistakes include deficient preparation of plans according to the "Guidetn 
omissions, and incorrect estimates of expenses, When errors do occur, the 
time needed to rectify the error and resubmit the plan to the central level is 
often excessive. 

In conclusion, the process of formulating Operational Plans is 
cumbersome, Three 1evels.of review and approval are involved: regional, 
central, and USAID. The plan is also formulated in such detail that 
meticulous review and revision is invited. 

There are opportunities to simplify the planning process at the 
regional and area hospital operating units to make this process smoother and 
more flexible. 

Recommendition 4.1-8 regarding the use of Integrated Regional Health 
Plans instead of Project Operational Plans Integrating any future 
USAID and other foreign assistance projects into Regional Health 
Plans should be considered, since no additional operational plans 
will be drafted for projects 219/230. International organizations 
would benefit from this measure in various ways. A consolidated 
regional budget would facilitate determining project complementarity 
and calculating each project's overall contribution. A considerable 
reduction in the processing work for the preparation and execution of 
the regional plan could be expected since only one plan rather than 
several would be drafted, as is currently the case. 

Other noteworthy observations were made about the planning process. 
First, easily accessible data on PHC activities and user characteristics are 
not exploited to determine the appropriateness of modifying PHC strategy 
and/or the best method of delivering services.. Second, service statistics 
appear to be used to establish goals and program activities, but are not 
synthesized or analyzed to identify operating problems and make management 
decisions. In addition, all administrative levels gave low priority to 
analyzing variations in service delivery to increase productivity, i.e., 
identifying and evalmting good and poor performance to learn from experience. 

Central, regional, and subregional statistical offices lack modern 
office equipment to perform their work. The statistics department of one of 
the area hospitals visited had only two calculators for eight people. When 
the department head was asked how he handled this situation, he responded, 
"some use the calculators, others do work that does not require them, and 
others are unproductive." 

4.1.4 Administrative Organization 

The current administrative organization" of the MOH has important 
deficiencies that were recognized by the Government of Peru and were used as 
the basis for a planned reorganization of the MOH two years ago. Among the 
objectives of the reorganization were the following: 



1. Achieve a more rational grouping of PHC-related componente under 
tho authority of a Minietry division. 

2, Decentralize the authority and responsibilities for health 
services operational activities to the regional level. 

3.  Improve the capacity at the central level to control and 
evaluate regional and subregional operations. 

The objectives of this proposed reorganization are still appropriate 
today, but none of the objectives has been fully achieved so far. Conflicts 
rogarding the reorganization project among some of the directors prevented the 
establishment of a broad consensus for implementing the reorganization. The 
reorganization project thus has only been partially implemented. 

The experience of two years ago is a warning that similar 
recommendations in this evaluation may also be controversial within the MOH. 
USAID can help with technical assistance to create a consensus-building 
process. Other factors will also be important, however, such as the 
personalities within the MOH or new government policies after the 1985 
elections. 

Organizational Structure 

The Ministry's current organizational structure consists of eleven 
staff units, including the General Planning Office, Organization and Methods, 
International Exchange, Information, Statistics, and Administration; Figure 1 
summarizes the structure in an organigram. There are four functional units: 
the Divisions of General Health, Pharmacy, Environment, and the General Office 
of Health Services. There are seventeen regional offices that should serve as 
line units, according to the proposed organizational design. Also included 
are the National Institute of Public Health and the School of Public Health. 

Some obstacles the success of projects 2191230 appear to result from 
the organizational structure, when in reality they stem from other sources. 
Ministry officials interviewed indicated the problems mentioned below as 
hindrances to project implementation: 

o Long delays in decision-making at the central, regional, and 
subregional levels. 

o The lack of a clearly defined authority for administrative and 
supervisory posts at central, regional, and subregional levels. 

o Poor upward communication on the progress of health activities 
and the difficulties encountered in performing these activities. 

o Inadequate procedures for evaluating performance. 





Thaw deficiencies that affect projects 219/230 are partly due to the 
lack of attericion to a series of proposed changes to improve MOH's 
organization. Some of these changes have moderate potential, but together 
would have a significant impact. A strategy for major changes involving 
organizational reforms most likely will require greater reliance on internal 
resources, such as the General Office of Organization and Methods. This 
Office need8 to be reinforced and expanded if it is expected to carry out the 
professional quality of work required by the Ministry. 

The staff of central level functional units of the MOH try to 
exercise the close supervision and control appropriate to a "line unit," while 
the staff functions often are not well done. These staff units take the role 
of closely managing the PHC program away from regional operating units, and 
thus these operating units do not perform their roles as they should. The 
professional and technical staff of the General Office of Organization and 
Methods, for example, are not very active as internal consultants of 
organization and methods. The Personnel Office focuses on controlling and 
documenting of personnel movements, and does not provide the technical 
assistance required to design training and human resource evaluation 
programs. The Directorate of Maternal and Child Health and Population pays 
closer attention to the detailed control of operations than to providing 
assistance to the regional divisions to formulate techniques required for 
health service delivery. 

The regional divisions in turn do not fully exercise their authority 
as line units. They usually wait for specific guidelines and approval from 
the central level regarding everything concerning the handling of health 
services. Combined with the high turnover of central and regional managerial 
personnel, this causes obvious administrative problems. 

In summary, the Directorate of Maternal and Child Health and 
Population and other Ministry divisions act as if they were the line units 
with authority and responsibility for detailed operating decisions. This 
leads to excessive concentration of administrative processes at the central 
level, and the disintegration of these processes at the regional and 
subregional levels. In almost all of the interviews, central and regional 
officials commented on the harmful effects of this centralization. 

Some problems mentioned in interviews that adversely affect health 
services from projects 219/230 seem to result from excessive central 
concentration of authority. The considerable number of reviews required for 
processing funds requests from regional and subregional levels is one 
example. The same observation applies to the review of Operational Plans, 
which can take up to six months for final approval. 

Recommendation 4.1-9 regarding delegation. The Ministry of Health 
should analyze the feasibility and desirability of delegating 
responsibility for day-to-day operations from the central to the 
regional and subregional levels. The Office for Organization and 
Methods could analyze specific situations with outside technical 
assistance as needed. The analysis should include interviews with 
regional as well as central MOH directors. In analyzing which 
functions can be done better from the regional level and how much 



delegating should be done, the etudy should consider the 
recommondatione in other sections of this report, especially 4.2 
regarding financial eystems, and 4.3 regarding logietics, There are 
already regions, such as Ica, that have good experience managing more 
autonomouely. 

The results of the analysis should be circulated to the central and 
regional level offices and should be the subject of a workshop for 
regional directors. The participation of outside technical adviaers, 
such as consultants from ESAN and University of the Pacific, m y  be 
helpful to manage the discussions in a constructive and collaborative 
manner. A usef ui approach would be the "Organizational Development" 
style of collegial discussions of a management issue of common 
interest. Health service providers and non-physician 
manager-administrators should be included in the interviews and 
workshop. If the national level workshop produces useful results, 
similar sessions should be held regionally. 

Control and Evaluation Processes for the MOH 

MOH procesees for control and evaluation of PHC services are hampered 
by delays of up to two months in the consolidation of service statistics at 
the area hospital level. 

According to some of those interviewed, the current problems of 
administrative control and evaluation are the following: 

o Too much detailed control by the central level. 

o Difficulties in implementing various technical norms developed 
at the central level due to their inappropriateness to the 
specific conditions of some area hospitals. 

o Effective performance evaluations are not done. 

o Service statistics are not used to improve health activities at 
the operating units level. 

o Considerable delays occur in the collection and compilation of 
service statistics. 

It is difficult for the Project Department staff to determine if 
results and objectives are being achieved. A variety of technical norms exist 
regarding procedures for operational activities, but there are few 
predetermined standards to evaluate performance, such as whether services are 
being delivered. Some technical norms are considered impractical by 
operations personnel even when they appear technically sound. For example, 
supervisory norms require an excessive number of supervisory visits to health 
centers, health posts and community health workers, and training norms require 
the use of teaching material too advanced for many trainees. (See sections 4.5 
and 4.6 for further discussion of supervision and training.) 

Potentially useful data are not being properly analyzed, Daily 
records have many data which are not analyzed for management improvements. 
Data gathered at health posts, health centers, and area hospital and regional 



levele are not analyzed by the respective Statistical Units or the Planning 
and Programming Unit for administrative control purgoees, 

The relevant statistics regarding PHC service8 do not reach the 
personnel with epecific responsibility to coordinate projects 219/230 at the 
Directorate of Maternal and Child Health and Population. These statistics go 
directly from the health regions to the General Office of Information and 
Statietica to be compiled later at the sectoral level. At no time are these 
data analyzed with administrative criteria to identify problems, omissions, 
and opportunities to improve the efficiency and effectiveness of operational 
activities. More effective corrective measures could be taken with statistics 
'on primary health care with the appropriate administrative control criteria. 

These problems with data make it difficult to stay informed of the 
progress of projects and prepare the periodic reports required by the 
Executive Director of the DSMIP, other Ministry personnel, and the Project 
Manager at USAID. 

To facilitate useful feedback in project monitoring, four fundamental 
requirements have to be met as follows: 

o Set realistic performance targets and define simple performance 
evaluation indicators. 

o Design and implement good methods of collecting and analyzing 
data for administration purposes. 

o Send the data to the staff responsible for interpreting the 
information and solving the problem, as well as to the people 
who prepare the reports. 

o Develop a process for promptly analyzing problems and motivating 
operating personnel to resolve them quickly. 

Recommendation 4.1-10 related to control and evaluation. Examine the 
control methods currently used in projects 219/230 to ensure that 
they contain the essential elements of a good feedback and 
administrative control system. These are: realistic performance 
targets with simple indicators that are easy to monitor, a process 
for collecting and interpreting information to improve the situation, 
and a process for taking corrective measures. The Head of the 
Project Department should develop a plan of action for creating this 
monitoring system, with technical assistance as necessary. USAID 
should promote the development of this feedback/replanning system. 

Periodic reports are useful if they are concise and focus on critical 
information on problems and opportunities to improve the efficiency 
of specific PHC components. Report content normally should not 
remain unchanged from one period to the next. A mix of achievement 
reporting and exception reporting is normally appropriate. For 
projects 219/230, the report content should be classified by project 
component, each with a target showing expected achievement in terms 
of quantity and time. Reports comparing actual and planned 



prrformance ~hould be pregared, and operating personnel ehould be 
offered the chance to report on problems and be given the opportunity 
to call for help from the central level. 

Existing evalwtione and studies at the central level often are not 
used. Evan when the recommendations are considered ueeful and interesting, 
little has been done to implement them, An important exception ia Robert 
Moore's recommendations on the financial system which have been implemented 
for the most part. 

In Recommendation 4.1-1 we recommend that a PHC management team be 
formed. This would be an appropriate group to manage the PHC 
feedback/replanning process. 

Policies and Procedures 

The MOH uses written norms to communicate policies to operating units 
on many technical and administrative issues. The norms are usually prepared 
and distributed in the Ministry's central offices by technical specialists 
without significant involvement of the operating units. The norms provide 
standard procedures for diverse situations, which prove difficult to use in 
many situations. 

The evaluation team heard two kinds of remarks about the norms: 1) 
some norms are unrealistic, so the operating units cannot follow them in 
practice; and 2) in some cases the norms permit flexibility, but other 
administrative obstacles have constrained their actual implementation, 

MOH personnel at regional and area hospital levels complained of a 
proliferation of norms and that many were unrealistic. Specific problems 
noted include: 

Supervisory visits to the periphery c a ~ o t  be made as frequently 
as prescribed. In section 4.5 we discuss the supervision 
situation in more detail. 

Per diems are governed by rigid, uniform procedures that provide 
inadequate reimbursement for field visits in many situations, 
and involve long delays to collect. In practice there are great 
differences in the costs for transportation, lodging, the 
distance to aites, the availability of receipts, etc. 

Operational Plans require so much detail and review that they 
are not completed and approved in time to serve their intended 
function of orienting the operating units' programs. 

Expenditure reporting procedures are intended to help operating 
units provide health services at a reasonable cost, but 
attention is often focused on detailed cost reviews with little 
or no.consideration to results. Section 4.2 comments in more 
detail on financial systems. 

Rigid administrative procedures that defeat the purpose of norms that 
were satisfactory were discussed in section 3.2, on family planning services. 
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The wlicy ie to facilitate the massive and rapid extension of family planning 
rervicer uring auxiliary pereonnel whenever a phyrician ir not eeeential; in 
practice, however, new acceptorr often are turned away when a physician is not 
available. Distribution of oral contraceptives ia cut off in many places 
where them is no phyrician, and psmieeion to provide privato eector 
contrace~tive rervices is delayed for long periods. 

Few policies and procedures are developed at regional and area 
hospital levels to adjust to local conditions for projects 219/230. An 
important exception is Ica, where project 224 (Sur Medio Pilot Project) har 
led to local  variation^ that have proven very fruitful. The Ica experience 
~uggests that regional office8 are capable of making adaptations to improve 
both productivity and morale. 

The PHC atrategy makes it important to consider the diverse problems 
confronting operating units in regions away from Lima. Changes have not been 
incorporated into MOH processes for establishing and communicating its 
policier and procedures. The "Guide for Programming GOP/AID ProjectsM was 
prepared centrally without extensive involvement of regional and area hospital 
level personnel, so the same problems are directly pertinent to projects 
219/230. The PHC strategy contains important changes in the roles of 
physicians and non-physicians in the health delivery system, so it is not 
surprising to find important "slippages" in the transition that involves 
physicians yielding some of their traditional functions to others. 

Recommendation 4.1-11 regarding the preparation of norms. Change the 
MOH approach of using norms to communicate policy; place more 
emphasis on providing practical guidance to the operating units. 
This would entail more participation from operating units in norm 
preparation and review. Innovations could be tested selectively to 
provide realistic and flexible guidelines. Norms should be output 
oriented, instructing the operating units on objectives and should 
allow more discretion to respond to unusual situations with these 
objectives in mind. 

National norms could provide principles, but give the regions 
flexibility to set specifics in cases like per diems. Recommendation 
4.2-7 deals more specifically with travel expenses. 

Systems and Procedures 

The main observation about MOH systems and procedures is that delays 
appear to be typical rather than exceptional for many MOH procedures. 

Specific factors causing these delays include: 

o The management style requires several people's intervention at 
various levels of review and approval for any transaction, such 
as for the approval of Operational Plans and budgetary expenses. 

o P e r s o ~ e l  lack the capacity in methods of analysis and data 
processing to evaluate and make decisions. Please note that we 
make specific recommendations in section 4.4 on the information 
system. 



Adequate criteria are lacking for unurual sitwtiono, During 
field viuits by the evaluation team, membrre heard several 
conunentr from management and ogerationr personnel that there are 
no upecific guidelines from the central level on deoigning 
Operational Plans. 

Regional and subregional management paraomel tend to rely 
exceseively on technical subordinates. One rogional adviser 
suggested that delays in decision-making and action were due to 
frequent consultations made with technical staff on strictly 
administrative matters. 

The MOH has a centralist management style with the idea that the 
consent of the superior is always necessary to make  thing^ work, 

The Peruvian law is strict. Violations that might be overlooked 
in other countries can lead to a scandal, a criminal trial and 
imprisonment in Peru. 

This centralist style of management results in an inefficient 
organization of work which requires the constant intervention of the superior 
to make the system function. In these instances even good systems and 
procedures would not ensure timely decision-making and action. 

The General Office of Organization and Methods (Oficina General de 
~acionalizaci6n - OGR) has not had sufficient resources to improve systems and 
procedures for implementing PHC strategy. The OGR currently has a staff of 
four professionals, even though its personnel budget provides for 43 
professionals and technical assistants. To fulfill its role as "internal 
consultant" in organization and methods, the OGR must maintain efficient 
supervision, get systematic evaluation of results, and it must receive 
recognition for jobs well done to motivate the professional and technical 
personnel. The OGR should seek work among its "potential clients": the 
Directors General, the Executive Directors, and other subordinate Ministry 
personnel. The OGR also needs clearer objectives regarding its internal 
consulting activities. 

Recommendation 4.1-12 regarding improved systems and procedures, The 
MOH should analyze systems and procedures and make recommendations to 
eliminate delays thai hamper operating personnel. The General Office 
of Organization and Methods (OGR) will need help fulfilling its role 
as internal consultant for MOH systems and procedures. Starting 
points should be the changes in the Financial and Logistics Systems 
recommended in sections 4.2 and 4.3. Detailed analysis of needs and 
implementation of changes should be supported by outside advisors 
from Westinghouse or elsewhere, but the OGR should participate 
actively both to contribute and to improve the OGR's capacity for 
independent analysis. 

Personnel 

Systems and procedures are efficient when trained personnel are 
available, but the MOH lacks a comprehensive training policy. Standard 



procodura ha# bran to leave training for implementing or modifying procedurar 
almoat complataly to individual initiative. Thin practice corta r 
considerable number of adminirtrativr errors and omisaiona every day.  

Wor example, the accounting parsonnal from an araa hospital ware 
unmura if they should account for USAID fundm only, or alno for Counterpart 
and Public Treasury fundo. Frequent omirriono in documento require them to be 
returnad from the central to regional and rubregional lavalr for corractionr, 
This example showr tha potential value of continuouo perao~al training in ntaw 
proceduram. 

Recommendat ion 4 1 1-13 reqardinu in-servica training for manaaement 
and administration skills. MOH perso~el need more in-rarvica 
training to perform their management and administrative 
responsibilities efficiently. Section 4.6 regarding training 
indicates that a qreat deal of foreign money is available for 
training PHC personnel at the periphery, and that PHC traininy funds 
should be more carefully rationed. Some of them funde should be 
redirected to training in baric management and adminietration skills, 
such as the development of output targets, unit coats, and using 
feedback to solve problems. The MOH would benefit from much 
additional training, but it should not come from projects 219/230 in 
view of the PHC priorities of these projects. Other agencies with 
different priorities may be interested in filling this gap. 

Training courses for administrative and management personnel should not last 
more than one or two weeks and build upon each other. Three sequential two 
week courses with sufficient time in between sessions to internalize concepts, 
principles and skills, are better than a six week course. Courses are more 
effective when designed around actual problems that the participants encounter 
in their work situations. Cases, simulations and role playing are preferable I 

to lectures and conferences. The courses would be more effective if the 
teaching staff acted as resource persons and were experienced in the 
application of the techniques of group dynamics. 

following: 

1. 

An efficient strategy for continuous training should accomplish the 

Develop management's and supervisory personnel's ability and 
motivation to identify subordinate .personnel training needs 
together with technical personnel of the General Office of 
Personnel. 

Improve procedures for analyzing training needs at all MOH 
levels, especially of PHC personnel. 

Design training programs jointly with supervisory personnel. 

Identify training opportunities in Peru and abroad. 

Implement training programs and evaluate the results to 
designing new training programs. 



High turnovar of management and profersional parsonnel at all levels 
hau bean a reriour obataclr to PHC servicr program#. The evaluation team 
noticed a difference in tho efficiency, effectivenerr, and motivation in the 
poraonnel batween regionr whoso director had held tho job over three years and 
thore wherr he had hold tho job lers than one year, 

Recommondation 4.1-14 regarding increased continuity of r e q i o ~ a  
health loadoruhip and use of " t e a w ,  The MOH needs to analyzv the 
problem of high regional turnover with outride technical ansistance 
from Weotinghouse or eleenhere. Tho analyria should evaluate the 
impact of leadership continuity on the PHC program and what Eactora 
influence the most effective leaders in their decisions to stay or 
leave a rtagional poet. These factors might include financial and 
non-financial incentives, opportunities for advancement, and other 
elemento of job satiafaction. 

One 8ugges.tion is to hire a Deputy Director for each region Tor a 
three year term to provide regionel continuity even if the Director 
is moved more frequently. The Deputy Director polsition would be 
reserved for a person with the marngement and administrative skills 
to run the region in case the Director ia a physician lacking good 
management skills. The MOH could thus make physicians Directors 
without forfeiting good administration. Some physicians do have 
appropriate management skills or can develop them with management 
training, In these cases the Deputy Director poeition can be a 
stepgiiig a~t~ne to becoming Regional Director. 

It is important to consider experimenting with different monetary and 
non-monetary incentives and to adopt a policy of encouraging 
productive field personnel to continue in their jobs. Non-monetary 
incentives may be experimented with, ranging from public recognition 
to transfering management and professional personnel from a less 
attractive region to a more attractive one as a reward for good 
performance. 

Building a good team is another approach to providing continuity at 
the regional level. A good team can help motivate team memLers to 
work hard, achieve useful results, and derive more satisfaction from 
their jobs. Please note related comments on team management 
preceding Recommendation 4.1-1. 

Professional development opportunities constitute an important 
non-monetary incentive for management, technical and supervisory personnel. 
Training programs based on systematic needs identifi,s.?tion have proven 
effective in developing skills and in indirectly increasing motivation. It is 
important to direct training to specific development needs of PHC personnel. 
For example, in designing administrative training programs, consideration 
should be given to typical problems in supplies handling, fund management, 
selection and assignment of extension personnel, and the provision of services 
to patients. Professional and technical personnel also should receive 
frequent training in their specializations to improve productivity. 



Recommendation 4.1-15 on providing rpecific traininq to management, 
adminirtrative, and professional gerronnel, Provide rgecific 
training for management, administrative, and professional peraonnel 
based on tho training naedo idontiffcation in their areas of 
responsibility, Training should be geriodic, progreesive, and 
directed to resolving problem# impeding the achievement of expected 
rcoults in PHC servicer. 



4.2 Financial Svstems 

The financial syrteme involved in grojectm 219/230 were identified as 
the highert priority concern of USAID and also of the MOH personnel involved 
in them project. Numerous individwlta interviewed by the evaluation team said 
that the flow of fundr was the single most important problem to be addressed. 
Consequently, financial systems were given inteneive attention in the 
evaluation. 

Financial eystem$ are control mechanisms for the groper utilization 
of funds and other rerources of an organization and for the preservation of 
its assets. Financial systems also constitute tools to facilitate the 
efficient delivery of quality services. This function df financial systems is 
recognized and has been adopted as a guide by the Ministry of Health of Peru 
in its 1984 publication entitled "Curso del sistema del tesorda." It 
establishes as "an objective of the Treasury Office (Oficina de ~esorerfa) to 
expedite management of public funds at all administrative levels by the 
simplification of payment procedures so as to reduce costs of goods and 
services" (Chapter I, par. one, page one). 

It may be logically inferred that this approach of expediting the 
management of public funds will also bring about an active, efficient, and 
effective health services delivery system. Inherent in the concept of 
"efficiency1' are the concepts of "productivity" and "cost-effectiveness," 
Moreover, the implementation of this approach will contribute to the creation 
o f  an organizational environment that motivates the providers of health 
services and employees. 

This section of the report has as its objective the evaluation of the 
MOHts financial systems to identify areas of potential improvement with 
particular attention to the primary health care program and projects 219/230, 
Due consideration is given to the dual role of the financial systems as 
control tools and as facilitators of the delivery of health services. The 
evaluation recommends specific improvements in the financial systems. 

4.2.2 Evaluation Methodology regarding Financial Systems 

The foundation for this section of the evaluation consists primarily 
of several official documents listed in the Bibliography of the report, 
supplemented by interviews in Peru. Some of these documents provide the legal 
and policy framework for the financial systems, while others define specific 
procedures for financial management. Still others define contractual 
obligations between the MOH and other agencies that provide financial support 
to the health programs, such as USAID. Other documents reviewed include work 
plans, budgets, and performance reports. 

The principal parameters or conceptual guidelines for the evaluation 
of financial systems have been the following: 



o Ganerally accepted government accounting end financial 
managomont principles and pocedureo. 

o Concepts and methods of work oimplification. 

o Management theories applicable to the area of finance, such as 
delegation of authority and responsibilities, participative 
management, communication, motivation, end others. 

o The concepts of efficiency, productivity, effectivenetas, and 
quality, generally recognized as elements of a good health 
sys t em. 

The evaluation is oriented towards two areas of major concern: the 
conceptual design of the financial systems and the actual application and 
functioning of the systems. The conceptwl design is determined by laws, 
decrees, rasolutions, budgeting and accounting manuals, agreements between the 
MOH and other agencies such as USAID, and letters establishing norms and 
procedures for the execution of agreements. The practical application and 
functioning of the financial systems is Cetermined by formal and informal 
organizational structure, the conununication system, the training of the 
personnel, and their level of motivation. 

The evaluation has tried to establish the degree of consistency 
between the conceptual design of the financial systems (the specific norms and 
procedures) and the policies regarding finances, and between the 
conceptwl design of the financial systems and its actual application in terms 
of the parameters and conceptwl guidelines mentioned above. The evaluation 
~ i v s 2  special attention to projects 219 and 230; however, they are viewed and 
analyze.: within the macro-financial system of the MOH because of the 
interdependence and reciprocal impact between the mini-system and the 
macro-system. 

The evaluation has taken as a point of departure the reports prepared 
by Mr. Robert C. Moore of the Westinghouse technical assistance team. They 
are excellent reports and have been very valuable for the present evaluation. 
Also, a considerable amount of additional data was kindly prepared and 
provided by the Executive Accounting Office (Oficina Ejecutiva de Contabilidad 
Presupuestaria y Financiers - OECPF) of the General Administration Office 
(Oficina General de ~dministraci6n - OGA) of the MOH. These data were 
obtained from official accounting records of the MOH, covering such aspects as 
financial statements for projects 219/230 during 1983 and 1984 (as of November 
29, 1984); budgetary evaluation for 1980 through 1984; evaluation of targets 
for same period; personnel employed by occupational group for the same period; 
and actual expenditures for the same period. This information is available as 
a bound document entitled, Proyecto AID 527-U-0230--?73 "Servicios Integrados 
de Salud y ~lanificaci6n Familiar 1983/1984." This document is referred to 
hereinafter as the "Special Financial Report." The content of the document is 
broader than what the title may suggest; the title corresponds only to the 



firut rat of data included in the document, (The original of thia document 
has barn givrn to USAID.) 

The methodology had contemplated the interview of five physicians of 
the MOH who are etudying at the Medical Sciances Campus of the Univerrlity of 
Puerto Rico for their Master's degree in Public Health, One of those 
physicians, Dr. ~ e s h  Toledo, was contacted by the financial spftciali8t before 
leaving for Peru, A meeting with all five phyuicians war arranged through Dr. 
Toledo for November 2, 1984, but none of them attended the scheduled meeting. 
Further efforts were made to contact them with no poaitive results, mainly due 
to an academic recees of one week, November 5 through November 11. The 
financial specialist left for Peru the 10th of November. 

As part of the data-gathering phase, the financial specialist visited 
the Callao and San Martin health regions. The persons interviewed at those 
regions are indicated in Annex 1 of the report, "List of Persons 
Interviewed." The financial specialist alao reviewed information from the 
other members of the evaluation team who visited other regions: Arequipa, 
Chiclayo, Lima, Piura, Trujillo, Ica, and Puno. Visits of the financial 
specialist to the Ica and Ancash regions were programmed, but they were 
cancelled or postponed at least twice in each case for reasons beyond his 
control. After that there was no tinre left for field visits without adversely 
affecting the analysis of the data already gathered and the preparation of the 
report. 

The findings and conclusions on financial aspects are believed to be 
representive of all the regions. The financial situation appears similar in 
all of them, according to the data and information obtained from the following 
sources : 

o The information directly obtained by the financial specialist 
through his field visits. 

o The input provided by the other members of the evaluation team 
who visited other regions. 

o The evaluation reports of the regions contained in their 
Operational Plans for 1983-84. All those roports were analyzed 
and selections from them are quoted in this section. 

o The Special Financial Report prepared for the financial 
specialist by the OECPF. 

o The information provided and observations made by the technical 
personnel who participated in the preparation of the Special 
Financial Report, particularly the person in charge of the 
contracts section of the OECPF. 



4.2.3 Findinqe and Recommendations regarding Financial Policiee 

The principal policies that orient (or are expected to orient) both 
the conceptual design of the financial eymteme and their application and 
functioning are the following: 

- The Head of? each Budgetary Unit has the resgonaibility for 
the adminietration of his unit and the accompliehment of 
results in accordance with the established targets 
(emphasis provided) (Article 5, par, b, Budget Statute for 

This policy places emphasis on the accomplishment of results and 
targets as a means and measure of management and financial control. 

- A aimilar policy ie established for the Heads of Programs 
(Budget Statute, 3. &., Art. 5, par. c). 

- The Heads of Budgetary Units may delegate their authority 
to lower levels of the organization (u, Art. 6 ) .  

It may reasonably be inferred that this policy is intended to 
expedite the health delivery system, to provide for its flexible operation, to 
simplify the decision network, and to improve the channels of communication. 

- The budget performance shall be evaluated (semi-annually) 
in terms of income, the accomplishment of targets, and 
resource utilization (emphasis provided) (Budget Statute, 
9. gi&. , Art. 58). 

Again, emphasis is placed on management and financial control based 
on results and targets. 

- Budget performance is that phase of the budgetary process 
during which the administrative structure operates &g 
accomplish the established targets (emphasis providad) 
(ttCurso de Contabilidad Gubernamental Integrada," 
Ministerio de Salud del per&, 1984, p. 31). 

Again, emphasis is placed on achieving targets and results as the 
means and measure for management and financial control. 

- The objectives of the methodology for budget performance 
are to simplify the information flow to the maximum degree 
possible, eliminating unnecessary duplications and 
reiteration (emphasis provided) ( X d ,  p. 34). 

' 

This policy or norm is a recognition of the need for and convenience 
of simplifying the financial procedures. 



- The gwlity and timelineas of the information required for 
the periodic report8 on budgetary perfotmancr (about 13 
regorto) conetitute the philosophical baae of the Budget 
Directives (emgharis provided) ('Tureo de Contabilidad 
Gubernamsntal Integradal', 9. u., p. 36). 

The quality and timelinese of the information depende on the 
simplification of the financial proceduree and on the reepneiveness of the 
whole ayatem. 

- The philosophy of the budget ayatem is based on the need 
for increased participation of all levels of the 
administrative structure in the procesa of the budget 
preparation; through such participation, people will 
propose their own priorities with reasonable limits 
(emphasis provided) ("Direct ivas para la ~ormulaci6n del 
Presupuesto 1985," Ministerio de Salud, p. 1). 

Inherent to this philosophy is the concept of 
"participative management," aimed at the maximum 
utilization of employees' abilities and at creating a 
motivating environment. 

- The payment procedures established in the Decrees Number 
19350 and 19463 are designed to: 

a) Facilitate the financial decision process so as 
to maximize productivity (emphasis provided) 
("Curso del Sistema de ~esoreria," Ministerio de 
Salud del ~er6, 1984, Chap. 1, par. 9). 

b) Activate the management of funds at all 1w:els of 
the Public Sector by means of the simplification 
of the payment mechanisms (emphasis provided) 
(m, Chap. 1, par. 9). 

- Once more, the Ministry of Health recognizes the need to 
"quicken the management process at the operational and 
service delivery levels..." in its National Development 
Plan for 1984-1985 (Plan Operativo Sectorial, 1984, p. 54, 
par. 9). 

Recommendation 4.2-1 regarding a plan to improve financial 
management. OGA, with the support of Westinghouse consultants and/or 
outside consultants, should develop a plan for the effective 
implementation of the policies described above. This evaluation 
report and the specific recommendations made in the pages that follow 
should constitute the basis for such a plan. 



4.2.4 Budqet Preparation 

The Annual Budget Statute of the Public Sector rrtabliehes the 
procedural framework for the approval, execution, and evaluation of the 
budget. The law states that the Central Government Budget, including the MOH 
budget, shall be prepared in accordance with the "Directivaa de ~jecuci6n y 
Control del Presupueato." The approval of the budget shall be formalized by 
meanr of a resolution i~eued by the head of the respective department (i.e., 
MOH) (Art, 8 of the Budget Statute), 

The I1Directivaa de ~jecuci6n y Control del Preeupuesto" provide that 
"In the determination of expennee, each Budgetary Unit may utilize the moat 
convrnient level of detail. However, the budget propoeala to be submitted to 
the central government level shall be by major items of expenditure 
(aeignacionea geniricas 1" (emphaeie provided) (p. 6 of the Directivas) . 

There are 12 major items of expenditure of which only five correspond 
to operational or current expenditures: 

01 - Personnel 
02 - Supplies and materials 
03 - Services 
04 - Current transfers 
05 - Pensions 

The remaining seven major items of expenditures correspond primarily 
to investments. 

Budget control based on major items of expenditure provides great 
flexibility in the budget execution. However, at the operational level the 
budget execution is controlled on the basis of numerous specific items of 
expenditure into which the major items are broken. The plan of accounts 
provides more than 60 specific line items. Transfers between specific line 
items must be approved by the central level of the MOH, even if they are 
within the same major item of expenditure. This reduces considerably the 
flexibility of the budget execution. It also limits considerably the 
discretion of the persons responsible for the budget execution. In the 
analysis of the budget execution phase this situation is discussed in more 
detail. (When funds are available from various donors, the funds cannot be 
co-mingled, e.g., a desk costing 400,000 soles might not be purchasable even 
with one million soles available in four accounts if no single account had the 
entire 400,000 soles.) 

Organizations, like human beings, are moved by objectives, purposes, 
and goals. To the extent that the objectives are accomplished, the 
organizations will have been effective, and if the costs were reasonable, they 
will have been efficient, too. Therefore, the analysis and evaluation of the 
operations of the MOH and projects 219/230 concentrate on achievements first 
and then on the means to attain them efficiently. 



It rhould be prerumed that the persona given the rerponribility of 
accomplirhing the organizational objectivee and goalr are competent. Bared on 
the arrrumption of competence, t h y  ehould be given rufficient and adequate 
discretion in tho relection and handling of the means to accomglirh tha 
objective# and goals. If they do not prove competent, then they rhould be 
trained or replaced. Rigid control over the means doer not contribute at all 
to tho accomplishment of objectivor and goals of the organization. On the 
contrary, rigid control conetitutes a eource of inrecurity and direatisfaction 
and creater a poorly motivating environment, according to motivation theoriee 
that have been empirically tested. 

The need for and convenience of output-oriented control6 are implied 
in the policiee of the government of Peru and the MOH, enumerated in section 
4.2.3 above. However, the design of some of the financial procedures and the 
actual implementation of the procedures are not consistent with said 
pliciea. Specifically, despite the recognized need for output-oriented 
controls, the Directivaa para la ~ormulaci6n del Presuguesto do not provide 
the mechanisms for directly relating resources requested with proposed 
performance targets. The reference to targets is very sketchy. 

The MOH organizational structure does not facilitate the linking of 
resource (inputs) and performance targets in the administrative process of 
planning, budgeting, implementation, and evaluation; both input and output 
measures are needed to judge efficiency. For example, there is no adeqwte 
coordination between the unit in charge of sectoral p l a ~ i n g  and the unit in 
charge of budget preparation at the top level of the MOH. (Note that the 
difficulty of integrating p l a ~ i n g  and budget functions is universal, despite 
their close interdependence.) 

The "Plan Nacional de Desarrollo para 1984-1985--Plan Operativo 
Sectorial del Ministerio de Salud" is an excellent document. It shows the 
great effort and achievement that have been made by the MOH to identify and 
quantify health targets, However, these targets are not analyzed on the basis 
of past experience and resources available, Consequently the document fails 
to demonstrate the realism of the goals, As a minimum the proposed targets 
should be compared to the targets achieved in previous years. As a matter of 
fact, the Special Financial Report shows that although the targets 
accomplished during 1984 compare favorably with those of 1983, the level of 
accomplishment is below fifty percent of the proj'ected level. 

At the General Administration Offices (OGA), the organizational units 
deal with accounting and budget control exclusively in terms of resources 
budgeted, flow of funds, and expenses incurred. No reference is made to 
results accomplished (outputs) in relation to funds and resources used 
(inputs). That is tho situation, for example, in the "Area de Contabilidad 
Presupuestal, " the "Area de Convenios, " and the "Unidad de ~alendarizaci6nl' of 
the OECPF. 



At the level of the Oeneral Directorate of Health Service8 (Direacion 
General do Servicioa de Salud - DGSS) there ir relatively limited integration 
and coordination between the units that deal with planning, budgeting, and 
program evalwtion, Ar a reault, there ir a need for intagratad focusing on 
reaourcor and reuultr accomplished (input/output)~ 

At a regional level the same process takes place, The budget, 
accounting, and treasury offices, or the equivalent units, deal exclueively 
with funda appropriated, the flow of funds, and exgenseo incurred, with no 
reference to goals, The unite that deal with the planning, programming and 
evaluation of programs and services do not relate goalr to resources. 

The level of coneciousness about efficiency and productivity is low 
at all levels of the MOH. That is, there is a limited consciouenese about the 
need to use resources efficiently to achieve performance targets. 

The situation is more or less the same with respect to projects 
financed partly by agencies such as USAID, USAID requirements concerning the 
accomplishment of pre-specified targets are not sufficiently rigorous to 
induce the MOH to establish mechanisms that promote efficiency and 
productivity and offer feedback to confirm the performance. 

The timetable for the preparation of the budget is not realistic for 
synchronization with budget implementation. The "Directivas para la 
~ormulaci6n del Presupuestou (p. 10) require that by May 14, the Budgetary 
Units shall have prepared preliminary budget proposals. By July 23, the 
proposals shall have been prepared in final form and by August 28, they shall 
have been submitted to Congress. 

The "Planes Operativos" of the health regions are their work plan and 
budget with respect to projects 219 and 230. Therefore, they are part of the 
overall work plan and budget of the MOH. However, the "Planes Operativos" for 
1984 were still pending approval by the USAID in November 1984, with barely 
one month remaining in the fiscal year that ended on December 31, 1984. There 
have been delays in the preparation, review, and approval of the "Planes 
Operativos" at all levels. These deviations from the budget timetable also 
occur in its execution. There are multiple causes for these delays: 

o The preparation of the "Planes Operativos" is a new methodology, 
so it requires training and adjustments in management style and 
techniques. 

o Communication barriers have made difficult the implementation of 
the new methodology. 

o The "Planes Operativos" are extremely detailed, thus 
complicating their preparation, analysis, and use. 

(Westinghouse commented in March 1985 that all but four regions had 
completed their plans and budgets and the remaining four were expected during 
March of 1985.) 



Ploaro note that no more Ogrratiotl~l Planr are rrquired during tho 
rrmeindor of projoctr 219/230 and a difforent mothodology will be adoptad for 
futuro projocta, 

Tho following two rocommandationr, aa wall ar those that follow, will 
hilp to clore tho gap between tho policier that orient the design of the 
financial rystema and their actual uro. These rocommendations will also 
contribute to bottrr oychronization of the pharea of the calendar for budget 
oxocution. 

Recommendation 4.2-2 regarding budget preparation to include 
~ e r f o m n c e  tarqeta and estimated unit costs. In the budget 
preparation and presentation, data on performance targeta rhould be 
integrated with resources needed to accomplish them through the 
ertabliahment of unit costa. The budget should then be focused on 
achieving goalr at reaeonable costs. 

(The Director of OGA commented that the use of performance targets 
and other "program budgetingu methods make a lot of sense, but are 
not possible now. The Minietry of Finance has discarded program 
budgeting in favor of a set of nceilingsM and negative controls to 
reduce government expenditures. 

Recommendation 4.2-3 regardinq a Budgeting and Planning Committee. 
Developing useful estimates of unit costs will require a closer 
integration and coordination between the organizational units that 
presently deal separately with the projection and evaluation of 
programmatic goals and the resources needed to achieve these goals. 
The integration and coordination may be accomplished by means of a 
Budget and Planning Committee in which the following units are 
represented. A similar structure should be established at the 
regional level: - Executive Office of Accounting (OECPF): 

Budget Accounting Section 
(Area de Contabilidad Presupuestaria) 

Scheduling Section 
(Area de ~alendarizaci6n) 

Accounting Information Section 
(Area de 1nformaci6n Contahle) 

- General Directorate of Health Services (DGSS) - Directorate of Programming and Evaluation (DPE) - Directorate of Maternal and Child Health and Population (DSMIP) - General Planning Office (OGP) 

(The Director of OGA commented that the recommendation was a good 
idea, but that the Planning Office should be responsible and should involve 
the other offices.) 



4.2 .5  Budget Exscution Procedures 

The procedures for the execution of the MOH budget are dercribed 
schematically in Figure 2, Ventral Government Payment Procadures: by the 
General Administration Office11 and in Figure 3, "General Government Payment 
Broceduresr by Regional Office of the Miniatry.'l There figuras were obtained 
from the official document "Curso Be ~eooreria del Ministerio de Salud del 
~er6," OJ. &. The detailed grocadurea are contained in that document and in 
the official doaument, ltContabilidad Gubernamental Integrada do1 Minirterio de 
Solud, 1984," s, a, These procedures aggly to both treeeury and 
counterpart funds, 

The procedures for the budget execution of projects 219 and 230 that 
concern the fundo provided by USAID are presented Sche~tically in Table 5 
tlAgproval of Operational  plan^,^ Table 6 "Requert for Funds," and Table 7 
"Remittance of Fundr to the Regione," and are described below. There tablee 
were taken from the official document nProcedimientos y ~ontabilizacich de 10s 
Canvrnioe Interacionales con AID, Ministerio del per$' where the detailed 
grocedurer appear. 

Calendar of Obliqations ("Calendario de Compromisoa") 

The budget is executed on the basis of a monthly obligations 
calendar. The calendar of obligations is the stage at which the funds needed 
to meet the projected expenditures for the month are reviewed and authorized. 
The corresponding amount of appropriated funds is committed to meet the 
projected obligatione. 

The "Calendarios de Compromises" are developed at the Budgeting Unit 
level, i.e., the health regions and the MOH central level. The OGA 
coordinates and consolidates them. The "Calendarios" must then be approved by 
the General Budget Office (~irecci6n General del Presrrpuesto ~tblico) in 
coordination with the Public Treasury Office (DGTP). 

The payment of the obligations incurred as per the "Calendario" must 
conform to the Request for Funds and the Disbursement Authorization. The 
budget execution ( "e jecuci6n del gasto" ) and the expenditures statement 
( "rendici6n de cuentas" ) must be supported by the following documents: 

- Payroll ("Planilla mica de pagos por remuneraciones y 
pensiones") 

- Invoices ("Factura de compra de bienes y serviciosw) 

- Voucher (Tomprobante de gastosn) 

- Appraisal of capital improvements ("~alorizaci6n de obras" ) 

Request for Funds ("Solicitud de Giro") 

The request for funds is the stage which follows the approval of the 



"Cllondrrio do Compromimor" and at which govornmont agoncior like tho MOH 
raquort thr fundm they neod, Tho roguortr must bo approvod by tho Trarrury 
Offico (~irosci6n Gonoral do1 Tororo ~liblico - WTP), which giver 
ruthoriartion for the irruing of the funds roquosted. Tho unoxpendod fundr of 
any authorilration rro available for subroguont ~eriods; however, they must bo 

\ roquertod and justified again, The rogionm channol thoir roquertr for fundr 
to tho Trrrrury OSfico through OQA, Tho roquort must bo accomganiod by thr 
roport of fundr exgonded from the previour dirburremont authorization. 

Dirburromont of Funds ("Giro Y Pago do Obligacionar~) 

Thir rtago conoirts of the irewncr of chocka to tho OQA and to the 
regiona for paymont of expenmes incurrod. Tho check murt bo supgortod by 
documentr evidencing the expenditure. 

The following schedule mutat be followed by tho Budgetary Unita: 

Schedule of Obligations ("Calendario de Compromisos"~ 

Presentation to the ~irecci6n General del Presupuesto ~Ijblico (DGPP) 
(Figures 2 and 3: stage A, steps 1 and 2) 15 days prior to the beginning of 
the month covered by the llCalendario," 

Approval by the DGPP (Figure 2: stage A, step 1; Figure 3: stage A, 
step 2) 10 days before the monthly Calendario is to become effective. 

Approval by the MOH (Figure 2: stage A, step 3) within 10 days 
following approval by the DGIP. 

Request for Payment ("Solicitud de Giro y Pagol1l 

Presentation of the request to the DGTP (Figures 2 and 3: stage A, 
step 1) not later than the 20th day of each month. 

Approval by the DGTP (Figure 2: stage A, steqs 1, 2, and 3; Figure 3: 
stage A, steps 2,3,4, and 5) three working days after its presentation. 

The payment authorization ( "~utorizaci6n de Giro1@ ) will be in force 
for the period beginning the day the request for payment is approved by the 
DGTP and of its publication in the official daily "El Peruano" and ending the 
next to last day of each month. 

The "Calendario de Compromisos" requires very close synchronization 
of the different organizational levels and units that participate in its 
preparation, review, and approval: At the regional level there are at least 
four levels participating in the process in each of the seventeen regions. A t  
the central level of the MOH at least four levels participate in the process. 
Also, USAID participates to the extent that projects 219 and 230 ar& 
concerned. It is very difficult to accomplish the required synchronization of 
the I1Calendario de Compromisos" processing, month after month, due to the 
shortness of the cycle and the .many organizational levels and units involved. 







Othrr fact# and circumstances desaribvd in the paragraphs that follow 
aggravatr thr nynahroniaation problom. 

Tho raqurmt for payment must be accompanied by information contained 
in the following forms: 

o T-2 kbnthly Expenditure Report: (tqInformr Meneual do Oarto"); one 
for each source of financing, by major and by epecific itema of 
exgandi ture . 

o T-3 Capital.1nveetment Report (qqXnformo por Projectoa do loa 
Oaotoe Be Cagital"), by projects. 

o T-4 Conciliation of the Flow of Funda by Sub-account6 
( Yoncil iaci6n del Movimento de rondos de Sub-cuentas" ) . 

o T-8 Statement of Witholdinga (@@~elaci6n de Retencionean ) . 
The preparation of the monthly expenditure report takes a 

considerable amount of time because it is detailed by sgecific itema of 
expenditure, which are numerous. The control of the budget execution and of 
expenditurea by such numerous specific items of expenditure makes it difficult 
to meet unforeseen needs if a transfer of funds between specific items of 
exgenditure ie required. The authorization process for such transfers is slow 
m d  cumbersome, particularly considering the short, one month cycle of the 
"Calendario de Compromisos". 

For example, in the Callao region the distribution and installation 
of latrineo was held up by a transfer of funds betwaen specific items of 
expenditure. The specific item of expenditure for transportation services was 
short of funds, even though there were sufficient fundr in other specific 
items within the same major budget item. 

Another examplo .rs in tho San Martin region where three outboard 
motors were ordered for <he boats which ace used to transport promoters, 
public health inspectors, and supervissro. By the time the order was placed, 
prices had increased considerably so there were only sufficient funds for two 
motors in the appropriation item. It was decided to buy the two motors rather 
than wait For the authorization of a transfer of funds, The result appeared 
as an under-expenditure in the mnthly expenditure report when compared to the 
"Calendario de Compromisos," sinca the two nlotors cost less than the funds 
programed for three. Situations like those described above are important, 
not because they result i.r under-expenditures, but because they reduce the 
health services delivered and cause employee dissatisfaction. 

The payment of per diem ("vi&icosU) presents a similar situation in 
all the regions visited by the evaluation team. The persons interviewed at 
the regional level claim that it is very difficult to obtain receipts to 
substantiate the expenses incurred, particularly in the remote rural areas. 
.For taxi expenses the difficulty is present in urban areas as well. A sworn 
statement is permitted in lieu of invoices and receipts in these 
circumstances. However, this mechanism has been rejected for unknown reasons; 



it may bs due in part to a communicationr problem, 

Comnuniuation barriers or6 evident at ,I1 levels of the MOH, both 
vertically and horizontally. For owample, the central level of the MOH 
subatantially reprogrammed expendi turea for the San Mart in region without 
aonrulting the region and then notified the region late in October, only two 
mbnthr before the end of the fiscal year. 

Thie situation reflects not only a communication problrm, but alao 
failure to delegate sufficient wthority to the region t o  carry out the heavy 
responsibility given to aohealth region. The close and detailed control of 
the budget execution from the central level of the MOH is a manifestation of 
the inadequate delegation of authority to the rogions. One of the regional 
directors commented that decisions which affect the &y-to-&y operation of 
the regions should be taken by the regional level. He added that decisions of 
broader mope that must be taken by the central level of the MOH should be 
made after consultation with the regions, 

The problem of synchronizing the execution of the budget as well as 
ite preparation applies to projects 219/230. Government offices such as the 
MO!i that use regources other than public treasury funds and those of the 
"Fondo de 1nversi6n y Contrapartida" (FIC) must submit monthly expenditure and 
capital investment reports on these projects to the DGTP. 

The delay at central level is due in part to the delay of the regions 
in submitting their month1 y expenditure reports ("rendici6n menswl de 
cuentas"). The regions cannot request an advance for the coming quarter until 
66 percent or more of the advances of the previous quarter have been spent. 
The reports are very detailed and must be accompanied by the corresponding 
invoices and receipts supporting the expenditures incurred. These documents 
are examined at various levels of the MOH and at USAID. 

Preparing and reviewing the report of monthly expenditures is a very 
detailed, meticulous, and consequently slow procese, The close control by 
specific items of expenditure causes errors in the classification of 
expenditures which would not be so frequent if the control were by a smaller 
number of major items of expenditure. These errors force the Agreements 
Section (Area de Convenios) of the MOH to reject a significant number of items 
included in the expenditure reports. Additional rejections are made at 
USAID. Another reason for the rejection of the expenditure reports is the 
insufficiency of the supporting documents, part.icularly with regard to 
traveling expenses as previously indicated. The reimbursement of expenses is 
delayed for a long time, discouraging field visits by promoters, public health 
inspectors, and supervisors. The negative impact on services is direct and 
immediate. 

The MOH recognizes some of the difficulties mentioned above in its 
"Plan Nacional de Desarrollo para 1.9134-1985, Plan Operativo Sectorial": 

"Late approval of the 'Calendarios de Compromises' by the Ministry of 
Economy, Finance, and Commerce. Also, the approval of the Requests 
for Funds is incomplete and late." 



"Tha axacution of tho budget antrustad to the regions to implement 
important health program# ham been deficient.,..Alao, the 
prarantation of axpenditura reports by the regions is very slow, 
creating merious problema for liquidating the budget at the MOH 
central level1g (p. 38). I 

Tabla 8, "Status of Financial Situation of Projecte 219 and 230," 
illurtratas the situation of axpanditures reported as of November 28, 1984 
(ree the Sgecial Financial Report preparad by tha OECPF), A$ of that date, 
with 91.7 percent of the fiscal year having elagred, the regions had not yet 
ragortad on the use of 57.6 percent of the funds for the year (i.e., 
871,906,662 Soles). The ~erformance of the leading rogions in terms of their 
olowneas in presenting expenditures is shown in Table 9. 

With respect to intdrnational technical and financial assistance, the 
MOH atater that "the administrative rruppott is slow in the payment of funds 
and the reimbursement of expenditures; delays in the dalivery of supplies and 
the rigid control of project funds limit the development of health activities 
in other programs" ("Plan Nacional Desarrollo, 1984-1985," 9. &., page 43). 

The slow delivery of supplies through USAID is due in part to causes 
beyond its control, as confirmed by the present evaluation. However, the 
close and detailed review of invoices and receipts which accompany the 
expenditure reports is a potential source of delay in the payment process. 
(See section 4.3 of this rwport regarding the Logistics System). 

The difficulties identified during the present evaluation generally 
correspond with those identified in the workshop, "Proposal of Specific 
Technical Administrative Measures for Coordination of Health Programs 
Supported by International Cooperation Projects." The workshop was held in 
Santa Clara, April 25-27, 1984. Among the conclusions arrived at during the 
workshop on the topic "Administrative Support for Health Programs" were the 
following: 

o There is inefficient and ineffective coordination between the 
Ministry of Economy, Finance, and Commerce and the Ministry of 
Health concerning the counterpart appropriation and the 
Congressional Budget Commission. 

o There has been non-compliance with the budget appropriation of 
national counterpart funds. 

o The organization and functioning of the administrative structure 
do not provide adequate support for the development of projects. 

o Administrative personnel are not adequately trained and thus do 
not assume full responsibility for their functions and duties. 

o There is inadequate horizontal coordination among the different 
organizational units and sections of the General Administration 
Off ice. 



TABLE 5 

APP#IVAL OF oPEwTIH6 PUYS 

( N O  FurrQ) 
Source: Westinqhouse Health Systems 

2) 
Revim and appmues them, 
tlm tends Ulerr as ell as 
the central level plans for 
their respective approvals. 

4) 
Receives the -roved 
dmmmtatian frmr AID and 

I 
0, 

sends it to the General 

?' 
Office of Ministration. 

5) 
Prepares an of f ic ia l  letter 
to AID, adtrovledging receipt 
of  the aQQrowd -rating 
Plans. 

7) 
Inforrs the regions by 
off icial  letter of AIOms 
a99wal and attaches w y  
of the approved Plans. 

ik F f i ce  of ~ealth, 
Nutritron, and Education 
receives the w a t i n g  
Plans and Wlews them 
w i t h  the help of the 
Office of the Controller 
a d  the Office of  Resource 
Dweloprent. Later. AID 

'T resaRDpct 
I q  mentation Letter 
infamjng the Hinistry 
of their -a1 
o f  the Plans. The 
letter also indicates: 

The type of  project, 
source! of financing, 
codification, and cw- 
responding denomination. 

The duraticn of the 
project. 

The regions that w i l l  
execute the project 
and the dollar value 
by categg w activity 
i n  expenditures both 
local and abroad. 

~ r e n ~ ~ l e a p ~ r o v e d  
Plans to the General 
Off ice of Acbhistration. 
The plans are sent to the 
Executive Office of 
W&tary Accounting and 
Finance, to be routed to 
the Central kh in is t ra t iw 
Aco#mtl Section. to be 
sent fin31y the 
Agreer#rt Sectlon. 

andreawQi ta rS twc iud  
antro\seetsfarthe 
a99lwal of the Exeartiue 
Offjces, i .e., by the 
regrats and central level 
as follaus: 

By source of financing: 

--, grant; bJ? --, 
both local and 

Dol lar  value. 

tbe 
f i led  

6) 
Receives the letter fra - nentioned i n  Lb. 5. 



Requestfor-bytw 
ofproject,-of 
financing (lowl ant) 
for a period of-g days 
i naamhncen th the  
desiwted il.aRt i n  the 
Operating Plan. 

t ion fm the regions 
a n d s r l r i t i t t o B M ,  
attaching the Request 
f b r ~ t o a w e r  
casts a t  the 
central level. 

Obtains Director's 
sigwkure. 

The FaPs are 
returned to the 
Agreenent Section. 

receives the 
-tation fnm 
OBIS and mutes it 
toOBCYTtobesmt 
i n  turn to the 
Central k u m t i n g  
kbinistration 
Unit of t$e Agree- 
ment Section. 

8) 
Receives QccRn- 
tation and sends it 
by official letter 
to the General 
O f f  ice of Inter- 
national Exchange. 

~ f te r  receiving the 
doanentation, this Section 
consol i dates hi ttance 
FcumsNm1s3and4. These 
forms should be rim by 
the Section Chief. 
Remittance Form 1 (SF-1034) 
and Remi ttance Form 2, 
lktvappenf of Funds 
Certification, are f i l l ed  
out right awy. 

5) 
Remittance Fonns 1 and 2 are 
sent towwsfor the 
s i ~ t u m  of the authorized 
of icial. 

7) 
Once a l l  the domentation 
i s  signed it i s  muted to 
m. 

k i v e s  the  he Qanentation 
doamentation i s  received by 
fmm MA and the Offie of 
sends it to  Health, Wupiticm, 
AID. and Education 

to be reviewed. 

11) 
A f t e r  being 
reviewed and 
aw-, the 
Office of the 
Controller i s  
reguested to 
wrlte a check 
for the 
designated 
n t  . 
12) 
The Office of 
the Controller 
reviews the 
docmentation 
and rakes an 
entry of the 
transaction i n  
the AID Accounting 
Books. 



TABLE 6 (CQWT.) 

RHXlEST Fm Fulls 

(AID Fun&) 

WMLTH SERVICES 
WFICE (r BUKTTARV ACQILIWTIN6 MmYISTRATIOlS 
A#)OUITIffi, FIWlYlCE CIGFIEDIMTS 
mm3slm 

l-3) 14 IS) 16) 19 
The Office of the ~ i v e r c k k a n d  Receivesdocu- Receives the dxmntation hies the d#rpntat!an pmessed 
Control ler  processes capy of  the hit-  mta t i oo  fra fraOBAFT,andpreparesthe bytheTreasuiydmgir ters 
the Payant Voucher, tap!? Fom. (SF-1034) OMS and sen& follaring: rdttances r e c e i d  fm AID i n  
and proqeds with the &ich specifies the it to OBAn soles and cbllars an antrol 
preparation of a check. do1 lar  a#rrrt and with a copy of a) lkt ice of mceipt of funds. sheets. 

the exchange rate the letter fm 
and sends them by WHS. OBAFT b) Confimtion of the 20) - 
o f f ic ia l  letter to sends it to the receipt of laan fun& to A m i t t a c e  Distributian Table 
GfM. Tre!asury. be remitted to the i s  prepwed i n  so l5  wd @!lass 

W l i c  Wit. classified by s e m i 9  actrwty 
and iterr of exgemhture. It i s  

17) thenrartedtotbeTreiwyfor 
The check i s  Qposited i n  a theat-tofchedtrtobe 
separate accumt of AID for sent to the regionr. 
projects 219 and Po. 

18) 
Cupies of the fol lwing docu- 
m t s  a sent % ine Agreerent 
Section: 

tVbucher 8 'xEf,086 
c) m i c e  of m i p t  of Funds 
dl w i n g  account deposit 

sl rp 

I n  +ition, q i e s  of the 
Iktices of b i p t  of Fun& 
are s a t  to the Widget and 
-ti Office to be 
n g i s t e 3  to ~r -t. 

21) 
Receives the Remittance 
Distributian Table fm the 
Agteer#rt Section. 





Othar difficultiar idantlfiod by the evaluation tram genarally 
correrpond with thora which had baen previourly identified by tho regional 
diractorr and ruparvirora. I7ollowing ara aome of there difficultier which 
have bran mmtioned in one or more of eight regortr submittad by the ragions 
(Ca jamarca, Tacm, Hwnuco, Ancanh, San Martin, Piura, Trujillo, and Lima) : 

h c k  of motivation and orientation of per~onnel at different 
lavala. 

Few incentives for personnel at the primary level of health care 
delivery. ' 

Lack of etable and clear coordination at the regional and 
central levels for management of the project. 

Lack of flexibility in budget control resulting in the return of 
funds to the central level. 

Lack of understanding and consistent communication of the 
objectives, goals, and targets of the projects. 

Inadequate knowledge about the Operational Plan among chiefs and 
personnel responsible for its execution. 

Limited training of perso~el that direct and carry out the 
projects. 

Personnel contracted for the projects have not been fully used, 

tack of understanding about some aspects of the accounting 
system has impeded use of funds appropriated the previous year. 

Delays in submitting expenditure reports by the hospital areas 
and regions. 

Lack of systematic supervision from the control. level. 

Lack of guidelines for the correct utilization of funds. 

Lack of a rational distribution of equipment and materials for 
primary health care from the regions to the different areas. 

Delays in the remittance of USAID funds by the MOH central level. 

Reports of expenditures to USAID are channelled through the 
central level of the MOH, resulting in further delay. 

The delay in reporting expenditures to USAID detains subsequent 
disbursements. 

The programming of activities was very optimistic in some 
aspects. 



WLE 8 
Status of Ptrranclal Situation 

Prolects 219 and 230 
AS Of WDvabtt 28. 1984 
(In thousands oE soles) 

CollectianadRmittactoERRds RcndctinqoEAcunmts Balance to be Accounted For 
219 230 T m U  219 230 WAl 219 230 TmAL % 



Table 9 

Region 

Lima 

Ayacucho 

Tacna 

Huanuco 

Piura 

L a  Libertad 

Ca jamarca 

San Martin 

Unreported Funds ar a Percentage of 
Total 1984 Fundr 

( A S  of Novsmbrr 28, 1984) 

Project 219 

T y p e  o f  
Loan - Grant 

Project 230 

F u n d s  
Grant 

Source: Special Financial Report. 



o Dolrya in the proaearing of the curtoma clearvnce (u~oaoluai6n 
do ~xonrraci6n Aduanerau ) impede tho timely withdrawal of 
supplier from tho Curtomn House, 

o Delays in the provirion of fundr and ruppliea have impeded the 
aacomplirhment of programmed targetr, 

o Lack of adequate aupport from the ragional adminirtrativr unitr, 

o The complexity of the accounting oyotom causer delryo in the 
reporting of expenditurea and connoquently in the remittance of 
additional paymanta, 

Srven of tho eight regione (88%) identify among the main difficulties 
the lack of rtablo and clear coordination at the regional and contra1 lovelu. 
Thrro of tho regionr point to inflexibility in tho budget control. Five of 
the regiona (63%) identify as a principal obrtaclo inadequate underatanding 
and comunication of the objoctivea, goals, and targetr af the projects. 

The difficulties identified above may be summarized in fivo major 
categories: 1) inadequate coordination of programs and project8 at all 
levela; 2) inflexible budget control; 3) inadequate communication,vertically 
and horizontally; 4 )  inadequate training and orientation of personnel; and 5) 
inadequate motivation of perso~el caused by the above difficulties. Implied 
in these problems is the limited operational flexibility of the MOH and, 
consequently, its limited efficiency and effectiveness, The MOH recognizes 
the need to "expedite the administration process at all levels," as one of its 
principal objectives in the "Plan Nacional de Desarrollo 1984-1985," B. c&, 
item 9, page 54. 

The limited flexibility of the MOH is due to three major causes: 

(a) The organizational structure of the MOH is not clearly defined. 
The horizontal relations between organizational units whose 
functions and activities have reciprocal impact are unclear. 
That is the cam, for example, for the units responsible for 
planning and budgeting, 

(b) The decision-making process is highly centralized. This is 
reflected in, among other things, the close and detailed control 
over the budget e:rscution exercised by the central level of the 
MOH, using specific items of expenditure and the detailed prior 
control of financial transactions instead of greater reliance on 
financial accounting and post auditing. 

(c) The budget execution process is very long with many unncessary 
and inconvenient stdps and interventions. This had been pointed 
out already by Mr. Robert Moore, Westinghouse consultant, in his 
financial reports. 

Norms and Procedures for the Disbursement of Funds by USAID 

The norms and procedures for the assignment and disbursement of USAID 



fundr for projootr 219/230 vrry romowhat from tho procoduror for tho 
dirburromont of trorrury and MOH countorprrt fundr. Tho dirburroment of USAID 
fundr ia rubjoat to an Operational Plan progrrod by tho rogionr aovrring ono 
yaar and to Qurrtorrly Diaburaomont Plrnr. On tho brrir of tho80 two plana, 
USAID advrnoor funda to tho rogionr quarterly. Trarrury and MOH countorpart 
fundr aro ruthoriaod and irsuod on a monthly barir, 

Tho rogionr murt rpond at loart 66 peccant of tha fw~dr rocoivrd 
baforo roquorting a now advanco. Tho rogionr muat aubmit to USAID monthly 
oxpmditure raportr (urondfcionor do cuontaw) and a lint of rpecific 
dirbursomentr. Thrrr documontr must ba accompanied by the original invoice# 
and recoiptr sa oupporting documents for tha oxpondituror. 

Tho procoduroa darcribad above rhow tho grrst effort that ham boen 
made to ryrtematiao and inrtitutionaliaa tha budget execution procrrr . It 
facilitator tho training of poraonnel in thio area and the consistent 
application of tho procodurer. Some phages of tho procedurrr, howevor, 
,present certain difficulties which affect the efficiency and effoctivoness of 
tha operational level and which dieaourago the personnel, These difficultier 
are dircussed below, following the arquence of the procedural steps 
schematically presenhd and described in Figures 2 and 3 and Tables 5 
through 7. 

USAID procedures for the allocation and disbursment of funds to the 
regione for projects 219/230 are much simpler than those of the MOH (see 
Tables 5 through 7). Disbursements are made by USAID on the baris of a 
guarterly plan. This longer cycle provides more flexibility for the 
reprogramming of expenditures. The unexpended funds at the end of any quarter 
can transfered to the next quarter and from one fiscal year to the next. 
USAID controls the budget execution using six to ten major or generic items of 
expenditure. Specifically, the Implementation better 17 for Project 230 
specifies the following six "project components": I. Equipment, Vehicles, 
and Maintenance: 11. Medicines and Contraceptives; 111. Training; IV. 
Logistics System and Administrative Support; V. Information and Education; 
and VI. Supervision (Request Format 3). The Implementation Letter 21 for 
Project 219 specifies the following ten "components" or I1line items": 1) 
Medicines, 2) Medical Equipment and Supplies (Medical equipment - offshore 
procurement), 3) Transportation, 4) Community Education, 5) Sanitary 
Activities, 6) Training, 7) Supervision, 8) Technical Assistance, 9) 
Information System, and 10) Evaluation and Research (Liquidation Format 3). 

The USAID procedures do present certain difficulties. As previously 
indicated, the preparation, review, and approval of the budgets for projects 
219 and 230 are not well synchronized with the overall budgetary process of 
the MOH. The inadequate synchronization is present also in the execution of 
the budget. For example, the first operational plan for the year 1984 arrived 
for approval USAID on the 20th of September. To speed up approval, personnel 
from MQH worked at USAID the second half of November and December, and a USAID 
staff member processed the plans for USAID1s approval at the same time. These 
plans were finally approved as corresponding to the period 1985-1986. The 
problem is due in part to the extreme complexity of the Operational Plan. It 
is extremely detailed, slowing down its preparation, analysis and management 
at all levels of the MOH and USAID. In section 4.1 of this report this 
problem is discussed in some detail. 



4.2.6 &I BY ifi R Pinancirl Proaadurer 

Ragultr-osiantab aontrol raquirar tha darign and implo~nantrtion of rn 
affaotiva, truatworrhy budgatrry informtion ayrtam. Darpita itr dafaatr and 
limitrtionr, the prarant infamation rymtam providar a mora rrtional brria for 
budgatrry aontrol than doqr tha aurrant control braad on rpaaifia itams of 
axpandituraa. Aftar all, tha budget La r mrnagamant tool, r marnr to 
rchiaving an objective or trrgat . Thsrafora tha rttanf ion rnd control rhould 
ba concantratad on the objactiver and gorla, and not only on tha marna, i.a., 
tha rpaoifia itamr of arprnditura incurrad to achiava the goalr. 

Rerultr-oriented control rlao taquirar an affactiva but aimpla coat 
aacounting ayetam. Some afforta ara baing mada alraady to datarmina the coat 
of aarvicar. With a little additional effort it rhould be poraibla to produca 
a rimpla cort accounting system that ir good onough for the initial atage. 

Tho administration and operation of tha MOH health delivery ayetem is 
a very complex task bacauaa of the highly tachnical nature of health rarvices: 
the great aocial relevance of servicea; tho divarrity of proferrionale, 
tachniciana, and apecialists that participata in the delivery of services; the 
geographical dingerrion of health facilitiaa: tha distances that aeparate many 
of tho facilitier from the central MOH: and the phyrical and human limitations 
of the meane of tranrportation and communication. 

It ia almoat impossible to manage efficiently and affectively such a 
large, complex, and dispersed enterprise from the MOH central level. A 
rearonable delegation of authority to level8 where the services are actually 
provided 
enormous 

ie necessary to permit the regions and the areas to carry out their 
responsibilities in service delivery. 

Recommendation 4.2-4 regarding delegation of authority. Delegate 
greater authority to the Regional Directors concerning the budget 
management and execution. Initially, the regional level should be 
delegated control of the budget execution for specific line items of 
expenditure. The central level of the MOH should limit its control 
to the major or generic items of expenditure, even though it 
continues to rsceive expenditure reports by specific line items for 
information purposes to MEF. Simultaneously, efforts should be made 
to estabLish a system of budgetary contdols based on results, goals, 
and resources, as is contemplated in the MOH policies. 

(The Director of OGA commented that the delegation can be done; 
training would be required. The recommendation to report by specific 
line items is only to allow MOH to comply with MEF requirementg. The 
USAID Controller's office expressed concern if MOH central level only 
reviews generic items: "Central MOH has established internal control 
units which should not be bypassed if USAID is to accept financial 
reports as a basis for reviewing project expenditures,") 

Recomnendation 4.2-5 regardifig reportinq of expenditures. Reporting 
of expenditures by major items of expenditures is recommended. 
Accordingly, the expenditure report should be controlled at the 
central level only by generic items. The invoices and receipts 



supporting tha oxpondituror inaurred rhould be oent to tho aontrrl 
lev01 for aontrolling tho budgetary aoiling on oxpendituros only. Xn 
duo t i m ~  tho rogionr will havcs to aacount for the allawubility of tho 
~xpndfturer. This ia the funation of port-audit accounting which is 
the currant urwl practice in public and privato antorprirer. T'no 
port aomplotion audit rhould bo done by an organiartion indopandent 
of tho MOH. 

(Tho USAID Controllor r off ico commontod that original invoicos and 
roaoiptr nerd not ba rent to USAID, but in viow of tho OffOcti~O 
internal contro1,ayrtom in placa at tho contra1 hvol of MW, regions 
should continue mending original invoiaor and rocoigtr to central 
MOH. Tho original rocommcsn8cation was to kenp the invoices and 
rocoiptr at tho r e g i m l  lovol using port-audit accounting. Aa PHC 
oxpands tho lovol of oparationa in tho field (aftm projoctr 219/230 
ham ondod) thie further dolegation should be conridered again with 
chngor in USAID proceduror, if nocrseary, ruch as nrnding Peruvian 
auditors to t1.r regions as has Boe~, done in the Diraetor Relief 
Projoct. ) 

Recommendation 4.2-6 rosardinu lengthenipa the budget and rewrtinq 
period to a uuarterl~ cycle. Extend the calendar of obligations 
cycle to three months. A period of three months allorrs rearronable 
time for an objective analysis of the budget execution and for taking 
appropriate and timely meaeures to adjurt the expenditures to the 
projected coats in the calendar of obligations. 

(After the November 1984 evaluation work, the calendar process was 
modified to allow spending up to the middle of the following month, 
whim amvliorates the problem of a monthly cycle. There is precedent 
for a quarterly cycle as used for the Peruvian armed forces; however, 
changing the cycle ia beycad the authority of MOH (See Recommendation 
4.2-16). The Ministry of Finance must be involved. 

Recommendation 4.2-7 reqarding per diem. The control of per diem and 
travel expenses (vihticos) merits special attention becz::se of its 
direct and imnediate impact on health services and perb"iine1. St is 
recommended that the payment or reimbursement of per diem and travel 
expenses be made on the basis of a certification made by the two most 
inmediate levels of supervision above the employee claiming the 
payment. The certification would be as to the date, time, place, and 
purpose of the field visit m d e  by the employee. Payment vould be 
made on the basis of pre-determined fixed rates. The rate structure 
would .?ansider such variables as day and time of departure and 
arrival, type of transportation used, and distance traveled. 

(The Director of OGA comment:id in March 1965 that a better process 
for per diem and travel expenses (vihticos) had just been approved.) 

Recommendation 4.2=8 reqiir4S reprogramming of disbursement 
schedules. As a t i , . , ~ ? a l  r-JIG, the regional level should initiata any -- 
reprogrannning of ~ 1 ~ ~ s  "Calendarios de Compromise" and disbursement 
plans. If the ;;::I*,.-. -..L level of the MOH detects a need to reprogram 
tefore the regiw ' I .  the central eve1 should inform the latter 



and adviro regarding tho nerd for rogrogramming, Thoro caroa ahould 
be oxcoptionrl, If thay wore not oxcoptional, the rolution rhould 
not bo rubrtituting tho contra1 for tho rogional lev01 doing tho 
rap~ogrrmi~~g. 

(Tha Diroctor of OQA comrnonted that only tho Minirter can reprogram 
dirbusromrnts and only under rtrictly controlled circumstrncon.) 

Rocommondation 4,2-9 regarding prwram and projoct coordination, Tha 
MOH rhould oxparimant with difforont coordination mochanirmr and 
rtratagieo such am: 

o Regularly rchaduled meeting6 betwoon unit# with a rignificant 
functional intordogondence and shared objoctivom. Thono 
mootingr ehould follow a prodatorminod agenda, rtructured 80 as 
to fortar an integratod approach in the definition of goalr, 
evaluation of the accompli~hmont of goalr, analyrir of factora 
that contribute to or hinder their accomgliahment, and tho 
action8 required to correct deviations from the targsta. 

o Interchange of work plane and reports about taeka completed. 

o Occasional seminars and workshops. 

o "Living" workshops for the employees to share perceptions and 
concerns which often c~nstitute communication barriers and 
interfere with communications. 

A great part of the communication barriers will be eliminated with 
the implementation of the above recommendations. 

(The Director of OGA commented that "if MOH can do it, so can the 
regions. I' ) 

Recommendation 4.2-10 regarding motivation. Making major 
improvements in motivation requires more analysis and goes far beyond 
what can be done in this evaluation. The implementation of the above 
recommendations should contribute to the creation of a more 
motivating environment. All the above recommendations will, directly 
or indirectly, satisfy human needs. According to behavioral scionce 
theories, people seek self-fulfillment; they want to assume 
responsibilitim comenrurate with their competence; they want to be 
considered part of the organization and to contribute to the 
accomplishment of its goals; and they want to feel needed by the 
organization. 

The effective implementation of the recommendations concerning 
coordination, comnunication, and motivation will depend on an appropriate mix 
of types of leadership and management styles. It will depend also on the 
professional competence of the leaders. These factors should be studied 
carefully in developing plans for improving motivation and performance.0ther 
areas which should be considered in an in-depth evaluation of motivation and 
personnel performance are the following: salary scales; non-monetary 
incentives; management style; the competence of physicians as administrators 



(givm tho lrak of r formal training in Health Adminirtrrtion for perronr 
oaaupying key rdminirtrative position#) ; rnd the leaderrhip abilitiar required 
to amplamant mrnrgement rkillr. 

Financial proaadureo should change to fit together with the gravioua 
recomnandationa regarding the delegation of authority (4.2-4), t,he reporting 
of mtpenditurer (4.2-S), and the ure of a quarterly cycle (4.2-6). Other 
recamnad.tion8 on financial procedurefl follow which are eimilar to them made 
by Mr. Robert C. -re of Wertinghoure, in his report covering the periods of 
Saptombor 19, 1983 - ~ecerirber 16, 1983, and July 17, 1984 - Qctober 12, 1984, 
Some of his recommendationr are developed here in more detail, otherr are 
added, and all are linked to the whole financial ryrtem of the MOH. Limiting 
tho reconmendationr to projects 219/230 would limit the level of flexibility 
that could otherwise be obtained by addreasing tho W H  financial system am a 
whole because of the inherent reciprocal relationrhip of it# component#. 

Recommendation 4.2-11 regarding Omrational Planm (nPlaner 
Omrativoa"). (No more Operational Planr will bs submitted for 
projecta 219/230, but the recomendatione of the evaluator are 
prorented for their relevance to streamlining tha financial 
procedures for future projects in Peru.) The review of the 
Operational Plans (see Table 5, step 2) should have the benefit of 
the advice of the Executive Accounting Office (OECPF) to make sure 
that they are compatible with the overall MOH budget. Similar 
participation may be given to the General Office of Planning to make 
sure that the "Planes Operativos" are compatible with the "Plan 
N a c i o ~ l  de Desarrollo-Plan Operative Sectorial del Ministerio de 
Salud." In addition, the "Planes Operativos" could be simplified 
considerably. This would facilitate their prmaration, analysis, 
review, approval, and implementation. Threa -.t,!iea of the 
implementation letter ("carta de implernenta~ii~~' or PIL that USAID 
sends to the DGSS (step 3) could be sent directly and simultaneously 
to the OGA (one copy) and to the OECPF (two copies) (steps 4 a3:d 8 ) .  
The OECPF could send directly and simu~taneously one copy of the PIL 
to the "Unidad de Contabilidad - ~dministraci6n Centralv and the 
second copy to the "Area de Convenios8* (step 8). 

Recommendation 4.2-12 concerninq the request for funds. The requests 
for USAID funds that originate at both the regional and central KOH 
levels (Forms 1 and 2) could be appropriately-consolidated by the 
DGriS (Forms 3 and 4) (Table 7, steps 1, 2, 3, 4, and 5). The DGSS 
should reconcile the requests for USAID funds in coordination with 
the "Area de Contabilidad Presupuestaria" and the llUnidad de 
Calendarios y Control de la ~jecuci6n del PresupuestoN of the OCEPF 
to assure their compatibility with the requests for funds from other 
sources. The DGSS could send all this documentation directly to 
"Area de Conveniosw of the OECPF. All documentation concerning the 
requests for USAID funds could b6 sent directly to USAID by 
theDirector General of OGA with an information copy to the Director 
General of the "Oficina General de Intercambios InternacionalesN 
(OGII) (steps 8 and 9). 



Tho roquoata for Public Traauury and Countorpart funda (Form T-1) 
(Figure 3, atage A, stepr 1 and 2) could follow tho oamo modifiod 
pracoduroa, with tho following variations: 

- The participation of th'e "Area dr Convonioru would bo 
limitod to reconciling tha requeata of funda from all 
aourcoa . 

- USAID involvomant at thia atop would bo oliminatod becauue 
USAID doer not participate directly in the roview of 
requorte for Public Treaeury and countorpart funds. 

Recommendation 4.2-13 regarding receipt of funds. USAID fundm mhould 
be sent directly to the regions. USAID would aend simultaneously a 
copy of the corresponding Remittance Form (SF 1034) and a photocopy 
of the check to the DGSS. The DGSS would make three copierm of those 
documents and would distribute them directly and simultaneoulrly to . 
the Director General of the ODA, the Director of the OECPF, and the 
Office of the Treasury (steps 14 and 15). 

(USAID payment directly to the region8 was approved in principle by 
OGA in Saptember 1984.) 

Recommendation 4.2-14 regarding rbporting of expenditures. The 
documents concerning the liquidation of funds should be sent by the 
OGA directly to USAID. An information copy would be sent to the 
OGII. The Report of Expenditures should be limited to the major or 
generic items of expenditures. Finally, the review of the invoices 
and receipts that support the disbursement of funds and the 
certification of their allowability should be delegated to the 
Regionat Directors. Both USAID and the MOH central level could 
verify the allowability of the expenditures and the supporting 
documentation by means of financial audits at the end of each fiscal 
year. 

(The Director of OGA commented favorably on sending OGIL an 
information copy as recommended (see related recommf.:ndations 4.2-4 
and 4.2-5.) 

Legal Considerations regarding the Recommendations 

The only recommendation that may possibly require Congressional 
action is related to the retention of the supporting invoices and receipts at 
the regional level instead of sending them to the central level and to USAID, 
The Budget Statute provides for the submission of invoices as supporting 
document for goods and services purchased (Chapter 111, Articles 41 and 42). 
However, the statute does not specify the highest organizational level to 
which such documents shall be sent. On the other hand, Chapter I, Article 6 
of the statute provides that: "The heads of the Budgetary Units may delegate 
their corresponding authority by means of a Resolution or Agreement, as the 
case may ?a. The delegation of authority for budget administration at 
lowerprogram levels may be made by a Resolution from the head of the Budgetary 
Units. " 



Aa it aoriaernr the tranrter of funds between items of sxganditure, 
Chrpter 1x1, Artiale 48 of the Budgrt Statute provideo for the following: 

"Budgat modificrtlons of tranrfero between line itama will be 
approved rubjact to the following: 

At tho level of diviaiono of the Central Government: 

a, Within thr rame Budgetary Unit, by Rerolution of the Head of the 
Divirion [s.g,, the MOH] when the transfer corresgondo to 
rpecific items of expenditure within the rame major or generic 
item of expenditure for goads and rervices, In any other case 
the transfer shall be authorized by Resolution of the General 
Directorate of the Public Budget. 

b. Within the same Project, by Resolution of the Head of the 
Budgetary Unit. 

c. Between Projects, by Resolution of the Ministry of Economy, 
Finance, and Commerce when favorably recommended by the General 
Directorate of the Public Budget." 

On the other hand, the "Guidelines for the Preparation of the Budget" 
provide that the budget be prepared and presented by major or generic items of 
expenditures, twelve in total (p. 6) .  Of these twelve items, only five 
correspond to operating or current expenditures, Thus both the Budget Statute 
and the "Guidelines" for budget preparation allcijr ample discretion to the MOH 
to determine the degree of control it should exercise over the budget 
execution at different levels. 

4.2.7 Availability and Utilization of Resources for Primary Health Care 

The great limitation of the resources available to the MOH is 
generally known. Therefore, no further analysis is required than the relevant 
parts of the MOH analyses quoted below from the "Plan Nacional de Desarrollo 
para 1984-1985--Plan Operativo Sectorial": 

"3.7 Financial Resources" 

"It appears from the 1983 Budget that the reduction of financial 
resources assigned to the Sector continues. In [Table 101 it is 
shown that the participation [of the MOH] in the total central 
Government Budget has declined every year during the last three 
years, indicating that the priority granted to the Sector is 
only rhetorical because it is not followed with Budget 
appropriations. As a result, the quantity and quality of health 
activities are affected by the reduction of financial resources 
and of the purchasing power for medicines, supplies, medical 
equipment, etc., necessary for the proper implementation of 
those activities" (page 36).  



"The increase in the appropriation for ths generic items 
02-goods, 03-rervices, and 04-current tranmfera has been rigidly 
and inrufficiently estimated (40 percent). Thie hae resulted in 
multigla problems in tho delivery of service8 in the varioua 
facilitier of the Sector and has bsen inoufficient, conaidering 
that the inflation rate for 1983 war around 130 percent; the 
reriousness of the situation is obvioue. As a remult, suppliers 
have cancelled the MOH credit almost completely" (page 37). 

"Very frequently the funds are not fully appropriated to the MOH 
in accordance with the Budget Preparation Ouidelinas, aa has 
occurred with the Counterpart funds needed to meet contractual 
obligations with other countries and international agencier. 
Tho limited increase irr the appropriation has greatly affected 
the development of priority programs, thus affecting the health 
of the communityw (pp. 37-38). 

"Considering the estimated figures for the final 1983 Budget, 
there was an increaee of 66.7 percent over the initial figures, 
which signified increases of 61.5 percent for current 
expenditures and 120.4 percent for capital ex~enditures. 
Clearly, that increase does not satisfy the Sector's 
expectations. The magnitude of the problem ia greater because 
the increase in the appropriations for suppliea and materials 
(02), services (03), and current transfers (04) has been limited 
to 30.4 percent, 17.9 percent and 32.0 percent, respectively, 
far below the inflation rate and hampering the operation of the 
health facilities, which cannot obtain sufficient amounts of 
food, uniforms, medicines, etc. This situation undoubtedly has 
affected the services provided to the community" (page 39). 

With respect to the conditions and adequacy of the health facilities, 
the following statement is made in the "Plan Nacional de DesarrolloM: 

"A high percentage of health facilities are inadequate due to 
age, deterioration, limited capacity, and scarce, obsolete, and 
poorly maintained equipment. As a result, productivity is loww 
( page 35 . 

4.2.8 Counterpart Funds 

Compliance regarding the authorization and remittance of counterpart 
funds has improved since July 1984, according to key officials of the 
Accounting Office (OECPF) of the OGA. This improvement is shown in Tables 11 
and 12. The improvement is due to USAID financing the counterpart cash flow 
for projects 219 and 230. 

4.2.9 Use of Resources 

The MOH has made efforts to improve the use of the resources 
available to it. In 1984, for example, funds appropriated for the 
healthregions (Budgetary Unit 06--~tenci& Integral de la Salud) were 
equivalent to 62 percent of the total MOH Budget, In 1983 the budget share of 
the regions was only 41 percent, and in 1980 it was 49 percent. 



Fundr apgropriatod in 1984 for programr of direct hoaltb and medical 
aaro (Budgrtary Unite 04, 05, 06, 07, and 08) were oquivalont to 81 percent of 
thr total MOH Budgot. Tho sharo of tho physical infrastructure was 10 percent 
and that of Cantral Piroction and Administration war only soven percent. That 
dirtribution rermr to bo rearonablo on tho baris of generally accepted 
rtandardr. (Data obtained from tho Special Financial Report.) 

On tho other hand, fundr appropriated for aalary expensos have 
increared significantly during the last three yews (1982 through 1984), while 
fundr for the purchare of,goodr have been tc:hcild (see Table 13, "Budget 
Execution - Minimtry of Healthw). Tho increare in fund8 for salary expenaer 
occurr deapite a decrease in the number personnel appointed. In the year 1981 
thoro war an increare in agpointmentr of 65 yercmt, arld tho MOH Budget was 
almrt doubled, In 1982 and 1983 there waa a reduction in appointments 
dorpite a aignificant increase in the MOH Budget (see Table 14, NPerso~el 
Appointmentsu), 

The efficient use of resources and productivity could be 
aignificantly improved to the extent that recommendations made in this report 
are impleiaented. This would help to efficiently achieve the objectives and 
targets of the Ministry of Health, both quantitatively and qualitatively. 

4.2.10 Technical Assistance regardinq Financial Systems 

As previously indicated, the financial reports of Mr. Robert Moore 
were the paint of dsaarture for the present analysis and report. His 
professional contribution has been very valuable. 

At present and in the foreseeable future technical assistance will be 
required in the financial area of the MOH with a more sustained and broader 
scope. 

Recommendation 4.2-15 regarding technical assistance in financial 
systems. The General Office of Organization and Methods should 
contract a full-time systems analyst to provide technical assistance 
to the MOH. The analyrrt should have adequate preparation and 
competence in "Systems Analysis" so as to approach the financial 
systems from a broad and integrated prespective. This includes 
understanding the components of a financial system (financial 
accounting, cost accounting, budgeting, cash flow, capital 
investment) and the relationship of the financial system to the 
administrative structure and other systems, including the information 
system. The Systems Analyst should develop and implement a work plan 
to gradually make the necessary modifications to the fiiiancial 
systems and procedures that would expedite the work of the health 
delivery system and make its 'functioning conform to existing 
policies. This will require a process of consciousness-raising and 
training of everyone served by the financial system. The basic 
modifications required have been recommended In this section of the 
evaluation. (The Director of OGA commented that technical assistance 
in financial systems was a good idea and he welcomed it. 
Westinghouse concurred. USAID plans to provide more TA in financial 
systems. ) 



Tho financial problemr of projoctr 219/230 aro partly tho rerultr of 
govornmont-wid0 problomr that roguiro attentj,on at tho Minirtry of Finance 
(MEF). During the %onronrur buildingu procorr in Lima in March 1985, tho MOH 
agrood with the objactivea of rimplification and on tho noad for an 
output-oriented financial mrnagomont ryrtom. Tho MOH is familiar with program 
budgeting rinca it urod that oyrtem for yearn, Tho Direator of OQA 
underrtandr and would profar a mystam bared oti tho expandituror "para quou 
(for what purpose) rathor than "en quo1@ (for what items). Howevor, rocontly 
MEF changed the budgeting syrtem am part of an aueterity program to control 
publia oxpendituror. MOH,perceiveo the new ayrtem ar a sot of oxpenditura 
coilinga and negative controlr that preclude tho financial managoment 
improvementn recornended in tho evaluation. Diecuseionr with tho USAID/Reru 
financial analyrt suggest that the ovalwtion roconunendationr regarding tho 
financial ayrtem are feasible even now, He concurred that a great deal can be 
done to improve the performance of the PHC system within tho existing MEF 
approved system, even though the emphasie of MEF is on control of oxpendituroe 
at this moment. 

The evalwtors suspect that it was not the intention of MEF nor of 
MAC (the company advising MEF on these mattera) to hamstring the effective and 
efficient operation of the other Ministries in their effort9 to slow 
expenditures. Consequently, the actionr based on this evaluation probably 
should include diacuesions between USAID and the Ministry of Finc.~ce about the 
broader problems of public expenditures management which go beyond projects 
219/230. The evaluators do not b o w  to what extent similar problems exist in 
other Ministries. They also do not know the level of awareness at MEF of the 
extent of the delays and costs and negative effects on performance that are 
resulting from the new system of expenditure controls. 

USAID may wish to discuss with Peru's Ministry of Finance the broader 
issues of managing public expenditures (while limiting expenditures since that 
is the policy) using systems that lead to government programs effectively 
delivering valuable services to the public (e.g., PHC services). The reduced 
performance of the operating Ministries, in the form of poor PHC services for 
example, will inevitably undermine public support for democratic government 
and popular political support. Emphasizing "performancen is a typical USAID 
theme and a useful one; performance is important and government agencies 
should strive to perform valuable services. Focusing on @@performance8' as an 
objective also provides a sound basis for designing practical USAIP-supported 
projects to improve "performance. " 

Recornmendation 4.2-16 regarding USAID'S offerinq assistance in Public 
Expenditures Management. USAID should discuss with the Ministry of 
Finance the negative effects on @@performancew of the operating 
ministries that result from the system's being used to restrain 
public expenditures. The negative effects of poor performance in PHC 
services and other public services on the legitimacy of government 
and popular political support should be noted. USAID should offer 
assistance to the newly elected government of Peru in Public 
Expenditures Management as one option available to the new 
government, if this kind of assistance fits the priorities of the new 
government. 



Corngariron of tho MOH Budgot 
with the Budget of tho Central Uovormont 

1981, 1982 ~ n d  1983 

(in tkourandr of Solon) 

Year 
Mini at ry 
of Health 

MOH Budget as a 
Central ~overnment Percentage of 

Budget Central Budget 

Source: Annual Budget Statute of the Public Sector for 1981, 1982, and 1983, 



FLW OF PUBLIC TREASURY AND COUNTERPART 
FUND8 - P R a T  527-0219 

03-08 - PRIMARY W T W  CARE 
EEP-103 - INTEGRATED PRIMARY HEALTH CARE AID-0219 

1984 

Wequeiittgd Approved Check Obligated 
Schedule Schedule Authorization Fundo 

FIC 
S_CounterpartZ 

January 
February 
March 
A ~ r i  1 
&Y 
June 
Ju ly  
August 
September 
October 
November 
December 

136,000 
140 , 000 
125, ooa 
80,000 
80,000 
30,000 

58O,OOO 
555,000 
442,000 
330,000 
327,000 --- 

136,000 --- 
US,  000 

80,000 
80,000 
48,000 

58O,OOO 
555,000 
442,000 
330,000 
327,000 --- 

November Total: 2,837,000 2,825,000 2,703,000 1,565,300 

Public Treasury 

January 
February 
March 
April 

June 
Ju ly  
August 
September 
October 
November 
December 

November Total: 972,000 1,002,000 961,000 879,000 



FL,W OF PUBLIC TREASURY AND COUNTERPART 
FUNDS - PROJECT 927-0230 

UP-08 - PRIMARY HEUTH CARE 
EEP-102 - INTEQRATED SERVICES AND FAMILY PLANNINO AID00230 

1984 

Rrqurrt rd Approved Cheok Obligatrd 
Schadulr Schrdulr Authorization Fundr 

FIC 

January 
Ifrbruary 
March 
Agril 
May 
June 
July 
Augur t 
Septembe r 
October 
November 
December 

October Total: 

Public Treasury 

Janw ry 
February 
March 
April 
May 
June 
July 
August 
September 
October 
November 
December 

November Total: 

so, 000 
40,000 
35,000 
50,000 
90,000 
70,000 
318,000 
72,000 --" 
217,000 --- --- 
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Paraornnrl Appointmantm 
Miniatry of Health 

Yerc Proferqienrlr Tachniaiana Auxiliariqr TOTAL , 

Source: Special Financial Report. 



A good logirtiar and augply ryrtam reprarantr r oruaial and nectrrrry 
frator in the aff iclant rnd affaoti ve dalivery of primrry health orra rervioar 
to populrtionr in nard, Thir ryrtam ir avan mora important in viaw of tha 
limited fund8 and geoyraphicrl obatrcler which rffeat tha harlth ryatam of 
Pa ru. 

The objnotive of' the avalrution of tha lopirtiaal and rupply ryatrr 
of tho MOH fr to datarmine the rtrtur of tho currant ayrtem, with emghroilr on 
projratr 219/230, and to formulato racomnandationr leading to tha improvamant 
of tha ryatem. 

To uahiavo thir objactiva, documanta ralrting to logiatior m d  
rupplLar lirtecl in tho Bibliography of tha raport have bean ured ar rouraar of 
information. In addition, parronal interviawr and meet ingr with key off iaiala 
a d  emp~oyeas of USATD and the MOH ware held. On-rite inapectionr ware also 
carrAad out in oavrn health region# which included four Hospital Araar, raven 
health canters, and four health porta. The total numtar of people intcrrviewed 
or aonrultad was batwoan 85 and 100. Meetingr were alao held with the 
Waatingh~~use Health Syrtrmr Technical Advioer in Logirtico and Supply, Mr. 
Jack Wolff. 

In March 1965, the MOH formed a working group to review the 
avaluation'rr recotrunendaticme in the draft of Section 4.3. The firet u~olaion 
was attended by the evaluators and comments are noted where appropriate. 

4.3.2. Procurement Procedures in the Projec* 

Ths investigation made at the central lave1 of the MOH and in eeveral 
hoalth ragions, including the study of the law8 and procedures t h t  govern 
purcharing, showed that the requirements for logirrtics sy:t;ama cleaely foll~w 
the astablirhed requirements for the projects and are therefore acceptable. 
The purchases made by the Mission are within the procurement system 
ertabliehed by USAID regulations adjusted over time to meet MQH norms and 
practices and to facilitate logistics procedurea. Purchasing activities wore 
carried out according to established requirements. The logistics and &upply 
procedures have remained practically unchanged throughout the life of the 
project#. 

Major Obstacles 

1) Direct offshore purchases were made beginning in August 1983 
through the USAID Regional Contracting Office. However, the difficulties 
experienced in obtaining r~sponsiblr bids for purchasing medicines, vitamins 
and vehicle8 led to the decision to go to the GSA Services and Cormnodicies, 

GSA procedures have worked well for the purchase of vehicles. They 
have R . n  adequate for coping with problems regarding incorrect billing, 
partial deliveries and insurance claims. Purchases of medical equipment and 
pharmaceuticals, however, have not been as easy as vehicles. A purchase order 
is required for each item to be shipped from the USA. 



As a result of an evaluation study recommendation, materials and 
supplies for promotors and midwives were purchased locally after October 1982 
to stimulate their wide distribution and use. Materials and supplies 
purchased in the U.S. remained stored in local warehouses rather than being 
distributed to promotors and midwives, 

2) At the Ministry of Health, where local purchases and the 
procedures for removal from customs, storage, and distribution of goods are 
carried out, the principal obstacles are the operational procudures that delay 
the paperwork and the differe1.t stages of the purchasing process, which 
lengthens the purchasing cycle to the point of adversely affecting the date of 
delivery and distribution of supplies. An example of this complex procedure 
is the document, "Requisition and Delivery Voucher" (l'Pedido-Comprobante de 
Salida" or PECOSA). This document takes about three days to get from where it 
is generated to the Procurement Unit, where it then suffers a series of delays 
until the publication of the solicitation. The entire cycle can last from 
thirty to forty-five days. 

3 )  Another very significant problem is the lack of sufficient funds 
to absorb the cost of removing goods from customs, storage, and transportation 
of merchandise received from abroad. For various reasons, including the delay 
in obtaining required documentation for customs, goods are warehoused subject 
to charges for thi.s service, which is inevitably prolonged by the lack of 
funds. The lack of funds affected payment for private transportation by land 
or air for sending supplies to health regions outside of Lima. The 
availability of counterpart funds since August 1984, however, has facilitated 
significantly the delivery of supplies and equipment to the regions by private 
transportation. There have been some incidents of theft, but the processing 
of insurance claims by the MOH has been relatively troublefree. 

4)  The previous problem is aggravated by the limited number of cargo 
vehicles of the Executive Office of Supply and Support Services ("Oficina 
Ejecutiva de Abastecimiento y Servicios Auxiliares"), which frequently forces 
them to use heavy vehicles from the private sector both for bringing cargo to 
the Central Warehouse and for distributing the goods to the regions accessible 
by land. 

5 )  The MOH's warehouse is located in three places, far removed from 
the main building of the Ministry. These facilities need improvements to 
ensure better security and control if the different warehouses cannot be 
integrated into a single location or a building adjacent to the MOH. They 
also lack mechanical equipment to move the cargo. This work is currently done 
manually, even for the heavy cargo. A request for support from USAID to 
purchase equipment for the central land warehouse is presently under study. 
At the regional level, project 219 grant funds have been made available to 
repair warehouses. 

6)  A source of great concern at the Ministry of Health is the time 
taken for purchases by USAID offices in the United States. The purchasing 
cycle takes an average of three months to the date of delivery of the goods to 
the unloading dock. 



7 )  There is no adequate purchasing plan by which the Ministry of 
Health submits purchase orders in a timely way. Generally, the specifications 
for the equipment or materials are sent incomplete and the process of 
correcting them at the Purchasing Office of USAID takes time, which 
unnecessarily prolongs the transmittal of the order to the United States or 
affects the local purchasing of supplies by the Mission. 

4.3.3 Procurement Procedures Used by USAID for Foreign Purchases 

Policies and Organization 

The purchases made by USAID adhere to the purchasing regulations 
established for the Missions. Lacal purchases closely follow federal systems 
of competitive procurements, where at least three potential local or foreign 
(U.S.) bidders are invited to participate. Awards are made to the lowezt 
bidders as long as the articles quoted are within the required specifications 
and terms, also taking into consideration the date of delivery. Purchases in 
the United States are handled by the GSA Services and Commodities/AID 
division, Washington, D.C., as well as the Procurement Division of 
USAID/Peru. The purchase orders or PIO/C (Project Implementation Order for 
Commodities) are sent to AID/Washington to be forwarded to GSA Services and 
Commodities. For direct purchases the purchase order is sent directly to 
suppliers. 

The Procurement Division of USAID/Peru is the authorized agent in 
Peix to make local and foreign purchases. The Office is composed of the Chief 
of Procurement, two Purchasing Agents, and one Contracting Assistant. In 
special cases or in situations of high volume operations, temporary personnel 
are used to speed up purchasing activities. 

The Chief of Purchasing directs and supervises the personnel assigned 
to his office, oversees and gives instructions related to purchasing 
activities, and controls and follows up activities at all stages of the 
purchasing cycle. The Purchasing Agents are responsible for verifying and 
revising the specifications for equipment and supplies. They also prepare the 
requests for proposals, select potential bidders, and supervise the evaluation 
process for the proposals. The Contracting Assistant is responsible for 
preparing and reviewing the purchase orders (PIOIC) and the service contracts 
resulting from purchasing activity. 

USAID Procuremnt System 

The sequence in the purchasing cycle has the following steps, in the 
case of purchases made with project loan funds: 

1. MOH requests by letter that the Mission make foreign purchases in 
accordance with the Operational Plans. 

2. The specifications are corrected, if necessary. 

3. In cases where the total amount of purchases does not exceed 
$100,000, the competitive purchasing system is activated by means of informal 
bids. 



4.. Purchases exceeding $100,000 are handled by the Regional 
Contracting Officer. 

5. In the latter instance an Evaluation Commission is needed, which 
in addition to evaluating the proposals received is also responsible for 
making the award. The corresponding purchase order is then issued. 

6.  For purchases in the United States, GSA Services and Commodities 
receives the purchase documents through AID/Washington. 

7. Existing federal contracts with suppliers or manufacturers in the 
U.S. are used or purchases are made in compliance with federal purchasing 
regulations. 

8. The ordered merchandise is requested for delivery air freight to 
the port of departure, or for shipment to a selected airline. 

9. In the case of shipping, the bill of lading and other documents 
are sent by mail. Generally, the original is sent to the Mission and a copy 
to MOH. 

10. In the case of air transportation, airway bills are sent 
together with the merchandise. 

11. When the MOH receives the original documents, or when USAID 
receives the shipping documents, the Mission proceeds to prepare an Arrival 
Notification Letter, to which shipping documents are attached, for each 
individual case. 

13. From the previous step on, the handling of customs clearing, 
receiving, and storage of the merchandise is the responsibility of MOH. 

Analysis of Current Practices 

1. In general terms USAID's procurement system is carried out 
satisfactorily, in accordance with the applicable regulations and conforming 
to the administrative-technical requirements of the agreements or projects. 

2. Delivery of local purchases transacted by USAID depends on the 
availability of the supplies requested. AID'S internal processing of 
documents is far less bureaucratic than at MOH and is thus faster. 

3. Nevertheless, purchases madti in the U.S. via USAID/Washington 
take an average of three months from tl?a initial request until the merchandise 
is delivered to the dock or air cargo terminal. 

4, The apparent scarcity of personnel at the Mission affects the 
procurement system, making the rapid completion of the process difficult. 

5. The FAR procurement procedures will change again on April 1, 
1985. Virtually all important procurements for 219/230 will be completed 
before that time so the implications of the new procedures have not been 
analyzed. 



Recommendations - USAID Procurement Procedures 
Recommendation 4.3-1 reqarding USAID procurement. Require the 
Directorate of Maternal and Child Health (DSMIP) to draw up equipment 
specifications and descriptions of materials as completely as 
possible to facilitate and simplify procurement at USAID. In the 
case of equipment purchases, it would be appropriate to receive the 
teckical guidance of the personnel originating the request for 
preparing the specifications. If possible, the source of the 
information about the kind of item desired should also be provided, 
e.g., the catalogue and page number, catalogue or factory 
illustrations, or photocopies of the illustrations with the purchase 
order are highly recommended. 

Recommendation 423-2 regarding training/orientation for personnel 
involved in procurement. Arrange training or orientation seminars 
for USAID and the MOH to discuss concerns and resolve doubts 
regarding procurement systems common to both, resolve problems, and 
improve the professional training of the p e r s o ~ e l  assigned to these 
tasks. 

Recommendation 4.3-3 regarding analysis of the USAID purchasing 
office. Consider an analysis in greater depth than was possible in 
this evaluation of the procedures for USAID purchasing, particularly 
to determine to what extent the program's operating personnel can 
provide better guidelines to the USAID purchasing office for 
preparing specifications for equipment and pharmaceutical purchases. 

Recommendation 4.3-4 regarding purchasing handled in Washington. 
Investigate the feasibility of shortening even more the purchasing 
cycle for purchasing in the USA, by taking advantage of every 
opportunity that presents itself. 

4.3.4 Procurement Procedures at the MOH Central Level 

Policies 

Purchasing, storage, and supply systems at the central level of the 
MOH follow the respective laws that regulate logistical activities. Rmong 
these laws are the following: 

o Law No. 22056 - Law of Creation of the Supply System; 
o Law No. 22867 - Law of Administrative Decentralization; 
o Supreme Decree No. 025-78-VC - Approval of the Administrative 

Regulation of Fiscal Property; 
o Annual Budget Statute - regarding budgets, salaries, 

administration, and other items; 
o Course on Administration of Supply; 
o Ministerial Resolution - regarding accounting a?id supply 

procedures for the International Agreements between WSAID 
and the MOH; 

o Manual of Organization and Functions of the General 
Administrative Office (1983). 



At the MOH, as in all the ministries and decentralized offices, the 
procedures of the Projects are followed in full compliance with the 
government's procurement system. 

Organization at the Central Level 

The Procurement Office of the Directorate of Supplies and Support 
Services (~irecci6n de Abastecimiento y Servicios Auxiliares or DASA) is 
currently composed of six Procurement Specialists, fifteen Supply Technicians 
and five clerical employees, for a total of twenty-six employees. This 
information was supplied by the Executive Director of Supply, Lic. Julio J. 
Herrera ~er&ndez and by Lic. Edwar I. Melgarejo Jaimes, Director of 
Administrative System I. 

Among the operational, technical, and control offices of DASA are the 
followirrg: Executive Office, Record Unit, Cataloguing OPfice, Section of 
Supplisrs, Planning Unit, Policy Section, Statistics Section, Procurement 
Section, Section of Purchased Goods, Purchasing Section, Solicitation Section, 
Verification Section, Analysis Section, Control Section, Import Unit, and some 
five other units and seventeen sections. 

The total number of employees assigned to DASA is 534, of which 107 
are classified as Supply Specialists I, 11, I11 and IV, who perform various 
direct or support activities in logistics and supplies. The staff of DASA who 
are specifically involved in technical or operational aspects related to 
procurement belong to a group of five units, twelve sections and four 
warehouses. These employees perform the technical functions of purchasing, 
document analysis, verification, statistics, customs clearing, receiving, 
storage, and distribution of goods. 

The administrative structure of DASA is highly complex and very 
bureaucratic. 

Procurement at the Central Level 

The central procurement system is regulated by the rules and 
regulations established in the laws and documents previously indicated. The 
procurement process at the MOH is basically very similar to public procurement 
systems of other countries of Central and South America, and of those in the 
U.S. and Puerto Rico. Purchases must follow the normal system of public 
competition, with exceptions authorized by law such as the treatment of sole 
source suppliers. 

The procurement procedures of the MOH at the Central and Regional 
Levels are summarized graphically in the flowchart in Figure 4. 

The Budget Statute has established new limits to determine the 
procurement method which must be followed: 

a. Competitive Procurement - If the total unit cost or value exceeds 





the Minimum Annual Subsistence Salary (Sueldos ~inimos Vitales Anwles or 
SMVA) for Metropolitan Lima.* 

b. Public Price Competition - If the total unit cost or value is 
between fifteen and fifty times the SMVA. 

c. Direct Award - If the total unit cost or value ia less than 
fifteen times the SNJA. 

The MOH makes local purchases using the project loan funds. If the 
merchandise is not available in the Peruvian market, local representatives of 
foreign firms (U.S.) are contacted or U.S. suppliers are contacted directly. 

The turnaround time for a competitive procurement is approximately 
30-45 days once the documentation circulates through the various MOH offices 
responsible for controlling the process. For domestic purchases, the bidders 
are generally allowed two weeks to submit their secret bids. These 
competitions are publicized in the official daily, "El Peruano," and in other 
private sector periodicals. 

Analysis of Current Practices - Central Level 
1. The purchasing system of Central MOH is extremely cumbersome and 

slow, due principally to the large number of officials who either check the 
purchasing documents or simply endorse them without any other apparent impact 
on the substance of the procurement. 

For example, a Request and Delivery Voucher (PECOSA) that is sent 
from the Directorate of Maternal and Child Health and Population takes an 
average of three days to arrive at the office of the Executive Director of 
DASA. The Executive Director endorses it and sends it on to the Planning Unit 
if it is a Direct Award. The Planning Unit issues a Procurement Description 
and determines if funds are available. If there are no funds available, the 
document is returned to its point of origin to be corrected and is rerouted 
through the same offices. Finally the document returns to the Procurement 
Unit to proceed with the purchase of the goods. This entire process for a 
simple purchase can take 30 days or more. 

2. The brief study of the procurement system used by the MOH shows 
that the mechanics of the procurement process follow the rules and mode of 
operation of public purchases. We understand that the system also results 
from compliance with the regulations contained in the projects and agreements 
between USAID and the GOP. 

*The SMVA is equal to 135,000 Peruvian soles monthly x 12 months = 1,620,000 
soles annually, equivalent to approximately $325.00 annually at the November 
1984 exchange rate of W5.000 per U.S. dollar. As a result, the points of 
separation between procurement methods roughly US$16,300 (50 SMVAs) and 
US$4,860 (15 SMVAs). 



(In March 1985 the Westinghouse Lagistics advisor provided the team a 
five page analysis that should be considered in plans to improve procurement 
and logistics: "A&lisis del ~r6mite de Documentos de Embarque y ~ercaderia 
de loa Proyectos MOH/AID 219 y 230f', Jack Wolff, 31 de enero de 1985.) 

Recommandations - Procurement at the Central Level 
Recommendation 4.3-5 regarding procurement at the MOH central level. 
The procurement system of the MOH merits an exhaustive evaluative 
study followed by technical assistance to modernize it and make it 
more efficient. 

' 
To achieve this goal it probably will be necessary 

to change the laws and decrees that currently govern the procurement 
system. A better inventory control system with maximum and minimum 
inventory levels ighould be considered in the study. 

(The Logistics Group commented that conflkts between international 
agreements and Peruvian law cause major problems, but in this 
project. The international agreement sh,imld prevail, but there are 
differences of intkrpretation. Some projects have less trouble. The 
"Ley de Presupuesto" (page 12) Articles 25-28 creates the conflicts. 
The group concluded the problem was important enough to justify OGA 
and an adviser studying the problem to identify long term solutions.) 

Recommendation 4.3-6 regarding traininq in procurement for MOH 
staff. Arrange for refresher courses and other training 
opportunities for the technical procurement staff regarding modern 
procurement practices in Peru and abroad. Training abroad is 
appropriate for two officials of DASA such as the current Executive 
Director, Lic. Julio V,  erre era-F'ernindez, and one other well known 
employee who is deeply involved in procurement work. They will 
benefit from meeting other procurement specialists and the work of 
their units will benefit. Continuity among the key employees of 
DASA, especially at the Executive Director level and the headquarters 
of the technical procurement office, is important for sustained 
improvement by generating ideas, testing new approaches, and carrying 
the successful innovations into the daily work of the unit. 

(MOH commented that training abroad may not be appropriate because 
Peru's laws for procurement are very strict, rigid, and 
conservative,making it hard to learn anywhere outside Peru. The 
training is needed but the people who are trained abroad are likely 
to go to another job. The Department of Personnel could do something 
about it but turnover is a general problem.) 

Recommendation 4.3-7 regardinq avoiding mail rooms. Study the 
possibility of eliminating some of the intermediate steps and 
transactions by using fewer mail stations (at each Division for 
internal mail and for the transmittal of documents) so that, for 
example, the documentation or purchase orders go directly to the 
Executive Supply Office from the person requesting them at an 
Executive Office. This change could save time and would facilitate 
the delivery and distribution of merchandise. The alternative of 
handling mail and documents through one central mail station should 
be considered. 



(MOH commented that eliminating the mail rooms entirely was not 
possible, but a review of the process involved to eliminate 
bottlenecks would be appropriate, In "Abastecimientos" they saved 
one to two days by consolidating two mailrooms. It was agreed that 
OGR would do an analysis with assistance from Jack Wolff and make 
recommendations.) 

Recommendation 4.3-8 reqarding notifying DASA of purchase 
transactions initiated. A copy of all purchase orders forwarded to 
USAID by MOH offices like DSMIP should be sent to DASA for 
information purposes. 

(The Logistics Group agreed with the recommendation.) 

Recommendation 4.3-9 regarding introduction of computers in 
procurement at MOH. The analysis of the MOH procurement system 
contemplated in 4.3-5 should consider the use of computers in the key 
functions. Computers could improve the effectiveness and efficiency 
of purchasing and storage control. The computers could also 
facilitate operations while supplying valuable statistical data 
necessary for the modernization of the procurement system ant 
possibly installing CRTs (terminals with a cathode ray tube screen) 
in the health region offices. In addition to analyzing the potential 
impact on procurement and supplies, the analysis should also consider 
the impact on employment and the ability of MOH to maintain and 
support the system and pay for the on-going expenses. 

(MOH commented that computers are much desired and USAID assistance 
is requested. In the current inflationary snvironment, good 
management dictates buying early to get as many goods as possible 
with a given budget in soles and maintain higher inventories. 
However, it is essential to have a good inventory control system to 
know when to reorder to avoid overflowing the facilities, to control 
theft and spoilage, etc. Computer based systems are desired as is 
"operations research." DSMIP and OGA want computers. It would 
facilitate dispatching goods directly from Callao to the regions 
without the delay at Central MOH. Westinghouse will study DSMIP 
needs. No decision was made on analyzing OGA needs.) 

Recommendation 4.3-10 regarding long term supply contracts. One 
system that has proven efficient in other countries involves 
purchasing through long term supply cot~tracts (i.e., six to twelve 
months) for supplies at prices agreed upon through public bidding for 
those articles, equipment, and products used daily or more often. 

Even though the impact of inflation makes it difficult to implement 
this recommendation, it may be applied selectively at this time to 
identify responsible and capable suppliers who are willing to take 
into account the effects of inflation when submitting their bids. 

In some other countries with serious inflation, purchase prices have 
a built-in indexing tied to the dollar, the cost of living, or an 
index of construction costs, etc. (Jack Wolff considers long term 
contracts infeasible until inflation is under control.) 



Recmmendation 4.3-11 regarding continued use of USAIP procurement. - 
It will continue to be appropriate for USAID to make direct purchases 
and assign the responsibility to the MOH for articles or products 
that are hard to procure and for products where there is likely to be 
an important advantage regarding price, quality, delivery 
capabilities, and the origin of the manufacturer. Nevertheless, the 
MOH should participate, at the central level as well as at the health 
region level, in a study to determine which articles or products 
which are difficult to procure and consequently should continue to be 
procured directly by USAID, which purchases should be assigned to the 
MOH for purchasing, and which merchandise should be procured directly 
by the health regions. Naturally, the final determinations for 
equipment purchases should take into account guarantees and the 
availability of replacements as well as maintenance and repair 
considerations. The progress of DASA should be taken into 
consideration in the allocation of responsibilities to be taken over 
immediately. 

4.3.5 Procurement at the Reqional Level 

Policies and Organization 

The procurement policy used in the health reyions, where purchases 
are made on a smaller scale, is similar to that used by the MOH central 
level. The regions receive donated and loan project funds sent by USAID 
through the Ministry in accordance with the Operational Plans approved by the 
MOH and USAID. These funds are used for local purchases, or if the region 
deems it necessary, suppliers in other regions or cities are given the 
opportunity to bid. Purchases for Piura, for example, are sometimes made in 
Trujillo and Lima. The regions are authorized to process purchases through 
either the system of price negotiations or direct award, following the 
established regulations in the Annual Budget Statute (see Figure 4). 
Purchases that fall under the classification of competitive procurement are 
processed through the central level of the MOH. 

The organization of the purchasing units in the regions is similar in 
all locations, with a Chief of Supply and the necessary additional 
perso~el.There is a Chief of: Storage and Personnel assigned to make 
deliveries to area hospitals, health centers, and health postb. In some 
places, the peripheral facilities needing supplies seek them directly from the 
supply installations. The supply unit is responsible for processing and 
transmitting purchase orders to the regional and central levels. The 
perso~el receive assistance from the technical advisers regarding questions 
of procurement and storage. 

Procurement at the Regional Level 

The procurement process for the regions was presented graphically in 
the preceding subsection in Figure 4. 

If the procurements are made with donated and loan funds, the Chief 
of Supply programs the purchases in the preparation of the Operational Plan 
and is responsible for making purchases for all the health facilities in the 



region. The Chief of Supply also processes purchases made with national and 
counterpart funds to try to maintain a continuous and reasonable flow of 
supplies, both in initial supplying and resupplying. 

Purchases are generally made according to the established competitive 
system, except for authorized purchases from sole source suppliers or in cases 
of emergencies due to disasters and other cases authorized by law. 

Analysis of Current Practices - Regional Level 
1. For the pur@e of this evaluation, several health regions, 

including hospital areas, health centers, and health posts were visited in 
different areas of the country, as follows: regions: Lima, Callao, Piura, 
Lambayeque, Amazonas, Puno, Trujillo, and Arequipa; hospital areas: Rimac 
(A.H. No. 17). Piura (A.H. No. 3 ) ,  Sullana (A.H. No. 2), and Las Mercedes; 
health centers: Huascar 2, Canto Grande, Bajo Piura, Querecotillo, Pitipo, 
Ferrenafe, and ~ e l 6 n  (hospital & health center); and health posts: Luis 
Enriqus XI, Simbila, Salitral, and Morrope. 

2. The activities carried out by the different regions visited are 
very similar and follow an administrative system with very few variations. 

3. The established norm is that the health regions receive all of 
the operational funds for the institutions under their jurisdiction. These 
funds are remitted by the MOH central level from the different funding 
sources: donations, loan funds, and counterpart funds. All supplies and 
merchandise are also received at the regional warehouse and are distributed 
proportionally to the hospital areaJ. 

4. The hospital area distributes the supplies to the health centers 
in its area, and they in turn distribute them to the health posts, from which 
midwives and health promoters are resupplied. 

5. This distribution chain is not completely uniform. Since it 
depends on the individual circumstances of the zone, the region sometimes 
distributes merchandise directly to the area hospitals, health centers, and 
health posts, such as in the case of the Lambayeque-Amazonas region under the 
jurisdiction of Chiclayo. 

6. Many health regions have difficulty obtaining local supplies to 
cover emergencies or urgent needs, and this affects the medical attention 
given to patients since they have to wait several days, weeks, and sometimes 
months to receive supplies. 

7. On occasion orders are made to Lima. Frequently the 
manufacturers or suppliers are out of the goods, mostly because demand exceeds 
supply, which depends on imports of raw material from abroad. 

8. Preparation of the Operational Plans of the health regions begins 
very late and takes up considerable time. Frequently three months elapse of 
the year during which the plan is supposed to be in effect before the plan is 
completed. Experience has shown that there is also a delay in the approval of 
the plan by the MOH central level. For example, the Operational Plans for 
1984 still had not been approved by the MOH during the month of November 1984, 
and were therefore submitted late to USAID for final approval. In the 



meantime the health regiczs were forced to work with consignments of 
counterpart funds and funds from the Operational Plan from 1983. They also 
used their imagination and ingenuity to convince the community to cover the 
most urgent necessities for medical services through donations in kind. 

I 

9. The process of reporting expenditures, which begins at the lower 
levels of information and ends at the regional level, is extremely difficult 
and slow. For this reason, very few regions meet the expenditure criterion of 
66% of  the initial funds to qualify and receive additional project funds. 
This directly affects purchasing since sufficient funds for efficient and 
satisfactory administration cannot be depended upon at the different health 
establishments. 

10. The situation of operational deficiency found at the health 
regions is due primarily to insufficient funds at the MOH, secondarily to the 
delay in reporting expenditures, and lastly to the lack of direct and 
continuous supervision and ongoing training in all service areas. 

11. Expanding on the above, in many places we observed a lack of 
office equipment (typewriters, calculators, etc.) to facilitate accounting, 
information systems, the summary of statistical data, and other functions. 

12. The procurement of various supplies by the health regions is 
being carried out in an acceptable manner and as expeditiously as possible, 
given the financial constraints on the health regions and hospitals of the MOH. 

13. Regarding latrine building, this activity is being carried out 
with relatively limited effort and progress. In some regions the personnel 
and workers are available, but there is a shortage of materials. In other 
areas the latrines are built but there is no perso~el to install them. For 
example, at the Bajo Piura Health Center, 92 latrines have been constructed 
and only 4 have been installed. At the Salitral Health Center, by September 
1984 only 28 units had been installed out of an annual goal of 6600 latrines, 
representing a scant 8.33 percent. In the Trujillo region, which serves the 
hospital areas of Huamachuco, Chepen, and Trujillo, 100 latrines were built 
for Huamachuco in 1983, of which 50 percent were installed. In 1984, another 
600 latrines have been built which will beinstalled using general treasury 
funds. In addition to these, 260 additional latrines are being installed with 
USAID grant and loan funds from the Agw-Sierra agreement. 

Recommendations - Procurement at the Reqional Level 
Recommendation 4.3-12 reqarding improvement of procurement at the 
regional level through better planning and supervision. Better 
planning and supervision are probably more important than money in 
the short run, since some important items are purchased with donated 
and loan funds and are available in Peru for the PHC system, e.g., 
oral rehydration salts, contraceptives, and essential drugs. 
Improving the financial situation and the finaricial systems will be 
important for the longer term for the MOH purchasing and distribution 
process. 

Better planning and supervision can improve the distribution of 
supplies to locations that presently do .not get adequate supplies. 



The long delay in getting approval for Operational Plans, with 
approval at the very end of the fiscal year, has hindered thu 
transfer of funds to the MOH and to the health regions. No more 
Operational Plans will be prepared for 219/230, but new procedures 
will be needed for the growing PHC distribution system. A study is 
needed of the evolving pattern of PHC services to estimate the total 
supply requirements and the distribution of the supplies needed by 
region, hospital area, health center, and health post to achieve the 
PHC service delivery targets projected for those establishments. The 
study should take into consideration actual experience and reasonable 
projections of service levels and need for supplies. (MOH agreed 
with this recommendation. Jack Wolff of Westinghouse Health Systems 
was asked to prepare a workplan to modify procedures.) 

Recommendation 4.3-13 regarding an inventory of latrine construction 
and installations. Carry out a complete inventory of the latrine 
construction and installation project to determine the status of the 
program and provide a basis for making realistic estimates of which 
regions are working effectively and where the program is paralyzed. 

Recommendation 4.3-14 regarding management and motivatiz. The 
general recommendations of sections 4.1 and 4.2 are applicable to the 
procurement and supplies function, i.e., attention is needed to 
motivate the people involved, to set performance targets at all 
levels, and to measure performance compared to the targets to analyze 
where there are important opportunities for improved effectiveness 
and efficiency. 

4.3.6 Storage and Distribution 

Adequacy of Supplies 

Supplies such as equipment, medicine, and other goods used in the 
hospitals, health centers, and health posts are insufficient. The demand for 
medical services at many health establishments is greater than the capacity 
ofexisting facilities to offer medical care of a quality acceptable to the 
community. For example, at the ~ e l h  Hospital/Health Center in the 
Lambayeque-Amazonas region, they did not have sheets, surgical gloves, certain 
surgical supplies, etc. to supply the operating rooms. At many health centers 
there was a shortage of medical instruments such as stethoscopes, 
sphygmomanometers to measura blood pressure, instruments for the insertion of 
IUDs, etc. 

A variety of medicines, principally life-saving pharmaceuticals, is 
markedly absent. In many places, including the health centers and especially 
the health , ~ s t s ,  there is a pronounced scarcity of antibiotics or there 
simply are none at all. In other places there is only a limited amount of 
ampicillin in capsules or liquid. In other locations we found insufficient 
quantities of erythromycin and clindamycin. 

We observed the apparent inequality in distribution from the hospital 
areas downward. We were informed that the hospital areas retain up to 70 
percent of the supplies, and the remainder is sent to the health centers and, 
to a very limited extent, to the health posts. 



Nevertheless, at almost all levels we observed normal quantities of 
oral rehydration ralts, iron pills, and adequate quantities of contraceptives 
from the Family P l a ~ i n g  Program, especially condoms and copper T's. At the 
majority of the health posts, the full range of contraceptive products was not 
available, including birth control pills, creams, and in some places, condoms. 

All the regions have problems with the scarcity and inadequacy of 
vehicles. There is a shortage of ambulances or vehicles that can transport 
patients and vehicles to transport personnel and cargo. The possibility of 
exercising greater direct and effective supervision from the central level 
should be studied, encompassing all of the vehicles assigned to the regions, 
and using records of their usage, fuel consumption, frequency of repairs, 
mileage, and tire replacement. As far as possible vehicles of the same make 
and model should be purchased to make uniform supplies available for their 
repair, and in extreme cases, to repair one vehicle with the parts of others, 
The problem of the lack of transportation directly affects the entire supply 
and logistics system. 

Recommendation 4.3-15 resarding transportation and vehicle 
maintenance and storage. Analyze in greater depth the extent of the 
transportation problem, making a study of all the vehicles available, 
their operating condition, the availability of maintenance and actual 
use. The study should consider the feasibility and desirability of 
contracting out transportation work where the costs are higher and 
the service is less satisfactory from the MOH than from an outside 
contractor. The second study of storage should be kept separate. 

(The Logistics Group agreed that studying transportation and doing a 
separate study of storage were sensible. Jack Wolff recommended a 
study for one region earlier regarding cannibalizing, but it was not 
done. DASA should do the studies with TA from Westinghouse.) 

Customs Procedures 

The procedures for removing goods from customs are also extremely 
awkwar~ and slow, resulting in a bottleneck which delays the subsequent 
storage. These customs delays are partially caused by a series of steps, many 
of which are unproductive or simply entail the endorsement of documents, 
through which the letter of removal is prepared, This occurs with purchases 
made with national as well as loan or donated funds. 

Donated merchandise does not incur taxes, storage or handling 
charges, but it can be delayed over 30 days after which it becomes legally 
unclaimed and is subject to be sold by auction unless an extension is 
requested for their removal from customs. For example, at the time of the 
evaluation (November 19841, there were seven vehicles being held in Customs 
Storage that were received in July 1984, which for various reasons had still 
not been received in spite of the various requests for extensions. (In March 
1985 the vehicles were released.) 

If the merchandise is ordered from abroad with national or loan 
funds, the storage is paid if there is a delay, i.e., after 10 days after its 
receipt by Customs. After 30 days, the merchandise becomes legally unclaimed 



in this case also. If the merchandise is received by air, storage charges are 
always incurred e v m  if the merchandise is donated or purchased with national 
or loan funda. If the purchases are made with loan funds, .the storage must be 
paid on all goods in accordance with pertinent laws. Storage costs are never 
incurred on donations. 

For merchandise that is received at the General Division of Customs 
(Division General de Aduanas - DGA), which is based in San Isidro and has 
ports and air terminals in Callao, a request must be made to DGA for exemption 
from customs duties. At this point a serious bottleneck occurs that can cause 
delays of 15 to 120 days. We were informed that there is currently a case 
that has been waiting for 4 months for the approval of customs exemption. 

The situation described above could easily be due to the possibility 
that private goods are attended to more quickly than public ones. 
Consequently, the customs activities of the Ministry of Health are delayed 
indefinitely, for rio apparent reason. 

Delays also occur at the Customs House in Callao when documents are 
presented for the calculation of the cost of the goods, storage, etc. It is 
possible that due to the fact that the MOH is a public institution the 
bureaucratic process takes more time than is normally necessary, with possible 
delays of more than 10 days at this stage. After this step, the goods are 
paid for and the documentation is presented for processing and delivery of the 
merchandise. These activities take another 7 days. 

The goods then enter the jurisdiction of the MOH, and the DGA either 
delivers the merchandise or the Import Unit prepares the letter to request 
funds from the Budget. There is usually another drlay of 15 days during which 
time the availability of funds is evaluated. If the goods are donations, the 
Import Unit issues a request for exemption from customs duties which 
goesthrough the mail room until finally arriving at the desk of the 
Vice-Minister, returning after another 10 to 15 days to the Import Unit to 
continue with the process. 

We have been informed that at the Import Unit there is an extreme 
scarcity of personnel. There are only two dispatchers - one for each Customs 
House (seapand air). Delays also occur in this area whenever it is necessary 
to issue checks for petty cash funds. 

When merchandise is received for a combination of various projects, 
or if the documentation arrives incomplete, the packing is deficient, there is 
damage to the merchandise, or if the insurance certificates are received late, 
there may be additional delays in the customs process. 

Another detail that merits closer attention is that the insurance 
that covers imports is valid for 60 days only if the shipments are from the 
U.S., and usually for 30 days if the shipments are from Europe. If there are 
customs delays beyond the expiration date of the insurance, the opportunity to 
make claims is lost. For this reason it should be required that the 
expiration &te be written on all insurance documents to help complete the 
customs processes on time. 



When a local supplier imports merchandise on behalf of the Ministry 
of Health, a Certificate of Competence is requested for the supplier which is 
issued by the Ministry of Industry, Tourism, and Integration. This could be 
another cause of delay. 

Recommendation 4.3-16 r,?ardinq customs brokers. Analyze the 
feasibility of using the services of customs brokers for the handling 
of customs dealings, putting these professionals in charge of all 
processes related to customs as soon as the donated or ordered 
merchandise are received, or as soon as the bills of lading arrive at 
the MOH. Customs brokers are used successfully in other countries, 
and the functions and responsibilities of these agents are duly 
regulated by the respective governments. Specialists in their 
fields, these brokers may be able to speed up bureaucratic processes 
and facilitate the customs process at a reasonable or reduced cost 
for projects 219/230 in particular and for the broader PHC program of 
the MOH as a whole. Customs brokers do not charge for storage in 
their warehouses. 

(The Logistics Group agreed that a study was worthwhile, especially 
considering that brokers do not charge for storage in their 
warehouses. PAHO uses customs agents and is pleased with them. The 
Westinghouse agent got personal effects in three days with an agent, 
while USAID people may wait three months. However, there was 
disagreement about the potential for important improvements through 
agents due to problems internal to customs that will not be 
affected. New complications are also developing. New import 
regulations require the importer to pay the import duties (i.e., AID) 
but the Ministry is being chargedcurrently, so conflicting legal 
interpretations are likely, Also, LUSA has challenged the imports of 
ORS (oral rehydration salts) so the packets were delayed in customs 
in March 1985.) 

Storage Procedures 

The procedures followed for the storage of supplies and equipment at 
the MOH central and regional levels are shown in the flowchart in Figure 5. 

At the Central Level of the MOH 

The storage system at the central level of the MOH is governed by 
norms that regulate this particularly important activity of the Ministry. The 
Central Warehouse is located in three different areas, far apart from each 
other and divided into 4 section: materials, foreign cargo, replacement parts, 
and biologicals. 

The four warehouses maintain a manual inventory system (kardex 
files).' Merchandise enters the warehouse in two ways: by means of a purchase 
order, if the procurement is made through bidding or through a local purchase, 
or by means of a "Note of Delivery to the Warehouse" if the merchandise is a 
donation. 

Among the factors and problems that affect warehouse activities, we 
have noted the following: 



o There is a lack of sufficient fun.3~ to pay customs duties or 
tariff s. 

o Charges are frequently paid for delays in customs warehouses 
when the goods are not removed on time. 

o There are problems with the monthly calendars of payment 
obligations. These are approved for amounts that are much less 
than those originally requested and the funds do not arrive in a 
timely fashion. 

o The warehouses do not have appropriate or sufficient heavy 
transport trucks and therefore must use other private means of 
transportation. 

o They do not have mechanical equipment, such as fork-lift trucks, 
to allow for easy and efficient handling of cargo. Pallets are 
not used to facilitate vertical storage. 

o The almost constant lack of funds directly affects the existing 
inventory of supplies and makes the system of maximum and 
minimum levels inoperative, principally at the Materials 
Warehouse, which uses a kardex system. Supply levels 
frequently fall to absolute minimum levels or to nothing. 

o Merchandise that is received at the other Warehouses is 
generally delivered in its entirety, or in accordance with the 
distribution instructions received from DGSS. 

o We were told that the employees of the warehouses lack accident 
insurance, appropriate uniforms, safety shoes, helmets for low 
temperatures, etc. 

o The vast and rugged geography of Peru coupled with limited air 
and land transportation inhibits timely deliveries to their 
destinations, to the detriment of services to the patient. 

In the Health Regions 

The health regions maintain their own warehouses following a similar 
pattern, but on a lesser scale than the Materials Warehouse at the central 
level. With rare exceptions the physical facilities are inadequate, with 
little space, poor ventilation, and excessive dust in the air. In the Piura 
Regional Warehouse, the concentration of dust in the air makes it 
unbreathable, and a layer of dust covers all of the equipment, articles, and 
materials in storage, 

At the majority of health facilities, the warehouses are organized 
satisfactorily. The small amount of merchandise received and delivered is 
recorded in a simple manner on cards. At many warehouses a monthly fiscal 
inventory is carried out to communicate supply levels to the health regions, 
in hopes of receiving more supplies in accordance with what the region is able 
to send. 
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Distribution and Monitoring of Deliveries 

At the Central Warehouse of the MOH in Lima, the delivery and 
distribution of merchandise is done chronologically according to the arrival 
of the Requisition and Delivery Vouchers (PECOSA), which are subjected to 
standard document routing through all of the mail rooms and offices of the MOH 
that must either approve or endorse the document. These Purchase Requisitions 
also serve to supervise the handling and control of deliveries made by the 
Warehouse. 

If deliveries are made of merchandise procured with donated funds, 
the Warehouse receives distribution lists from the Directorate of Maternal and 
Child Health and Population related to projects 2191230 and proceeds with the 
deliveries, making them directly to the health regions. 

Problems and Recommendations 

The obstacles and problems that have been pointed out throi~cjhout this 
report, apart from the money component, are mostly of a bureaucratit, nature 
and permeate nearly all of the procurement and supply operations of the 
Ministry of Health. Among the most serious impediments that make it 
impossible to reach a level of excellence with procurement and supply 
activities is the cumbersome nature of the administrative mechanisms. This 
has been recognized by both the USAID/Peru Project Manager and high level 
personnel of MOH. (In March 1985 the evaluators were told that definite 
actions had been taken to resolve these problems and overcome these obstacles.) 

The lack of funds to minimize and correct many of the major problems 
that could be helped through financial means is another general problem 
affecting the logistics system. This lack of funding affects to a lesser 
extent procurements made with donated funds, including those made with loan 
funds from projects 219/230. 

Turning to the subject of recommendations, improvements which can be 
adopted and put into practice have already been indicated in each section of 
the report. If the problems are considered seriously and in a positive light, 
we have no doubts that this precarious situation--affecting primary health 
care services to needy Peruvians, especially in rural areas--can be resolved 
or at least partially alleviated. 

4.3.7 Participation of Technical and Regional Advisers 

The technical and regional advisers have actively participated in the 
different stages of the logistics cycle, especially the procurement of goods 
through USAID using project grant funds. The Technical Adviser has worked 
closely with the officials of the DSMIP, and the merchandise received has 
practically been completely distributed in the designated areas. 

Regional Advisers 

Technical assistance in supply and procurement is provided by the 
regional advisers to the different health facilities under the jurisdiction of 
each health region. These advisers give support, cooperation, and advice on 



procurement, storage, distribution, utilization, and maintenance. Such 
activities are considered to be very important, necessary, and effective, and 
have been well received by the beneficiaries, Much of the communication and 
coordination work requirod to ship supplies and equipment purchased offshore 
by USAID to the regional level is carried out by the advisers and the person 
in the Department of Projects of the DSMIP at the central level. 

Technical Advise for Logistics 

The activities that the Technical Adviser has been carrying out at 
the MOH central level, mainly at the Directorate of Maternal and Child Health 
and Population, have principally been those of training and general help with 
problem-solving related to logistics and supply. 

The Technical Adviser has made various suggestions and 
recommendations to improve certain aspects of supply, the handling of 
documents, ~ertain~procedures related to customs and supply, lists and 
estimated quantities needed of basic medicines, and activity reports and 
distribution plans for medicines and other inputs. 

The Technical Adviser has actively participated in the distribution 
phase of products purchased with project funds, especially of oral rehydration 
salts, contraceptives, and medical equipment. In addition, he maintains 
statistical records of distribution and deliveries of these products. Much 
field travel is required on the part of the Technical Adviser and the 
personnel of USAID and DSMIP who have responsibility for the project logistics. 

With regard to the terms of reference for the Logistics Technical 
Adviser, where a description is given of the activities to be carried out in 
the management of supplies and logistics, we have found that many of the 
activities have been completed satisfactorily. Others have not been completed 
yet, particularly those involving the ongoing training of management supply 
personnel and the establishment of adequate logistics information systems at 
the regional and local levels. To provide a thorough qualitative analysis of 
the achievements of the Technical Advisor would require a more in-depth and 
extensive analysis of the performance based on the results and final products. 

Recommendations - Technical and Regional Advisers 
Recommendation 4.3-17 regarding the role of the Regional Advisers. 
With regard to the participation of the regional advisers in the 
distribution of supplies such as contraceptives, such activities fall 
within their general supply functions. The regional advisors should 
increase and diversify their participation in the areas of 
distribution, control, and resupply, and help to ensure that the 
facilities in their region are adequately supplied, In addition, 
they should participate more actively in the preparation and regional 
approval of the Operational Plans to expedite the process, and should 
follow up their approval at the MOH central level and USAID. The 
regional advisors should gather direct information on supply and 
logistics activities in the health facilities in the region to help 
identify and resolve problems that have arisen using the established 
MOH channels. 



Recommendation 4.3-18 regarding technical assistance in logistics and 
supplies. There is a continued need for technical assistance 
regarding logistics and supplies. The work in this area should be 
organized around a few high priority tasks, even if the scope of work 
also includes some service and support type activities. The MOH 
should participate in the selection of tasks, 

Tasks for technical assistance regarding logistics that should be 
considered in setting priorities include the following: 

analyze the feasibility of using customs brokers as discussed in 
Recommendation 4.3-16; 

analyze the procurement procedures to simplify them 
(Recommendation 4.3-5) and assess the feasibility of introducing 
computers (Recommendation 4.3-9); 

analyze the feasibility of using long t e n  supply contracts 
(Recommendation 4.3-10); 

analyze the division of procurement activities between USAID and 
the MOH (Recommendation 4.3-11); 

analyze the supply needs by health facility in order to improve 
the plans for procurement and distribution (Recommendation 
4.3-12); 

analyze the transportation and vehicle maintenance and storage 
problems (Recommendation 4.3-15); 

increase training sessions for personnel involved in logistics 
and supplies at the regional and local levels (Recommendations 
4.3-2 and 4.3-6). 

(The working group on logistics in March 1985 requested assistance 
from the Technical Adviser on various issues described earlier. It 
appeared that he would not have time to support all the tasks that 
deserved attention.) 



4.4 Health Information System 

4.4.1 Current Status of the Health Information System 

An ideal and complete health information system is one which responds 
to both planning and management needs at all levels of the health care 
system. The qualitative and quantitative characteristics of the data required 
are different for planning than for operations, and the needs of the Minister 
and Vice-Minister of Health differ from the needs of the Director of a Health 
Center. Likewise, because of the diversity of health care, a variety of 
data--and therefore of callection systems--is necessary. For example, 
accurate birth and death data are ideally collected through an effective vital 
registration system, a system which is totally different from a supply 
information system necessary for supplying health care facilities. Yet both 
are necessary for the effective functioning of the entire system. 
krrthermore, some of these data can only be collected on a continuous basis, 
while others can be more efficiently and economically obtained through 
periodic surveys and studies. 

The analyses of the MOH health information system recently carried 
out by the Westinghouse technical advisers revealed that Peru's health 
information system has only selected pieces of a health information 
infrastructure.* For example, there are statistical divisions within the MOH 
at both the central and hospital area levels, but these units primarily 
collate health services data received from the local level. The statistical 
units do not perform as a complete health information infrastructure with 
persons and resources operating in an organized way to perform all of the 
functions implied in a health information system: obtaining, processing, 
analyzing, and transforming all the necessary data into useful, adequate, and 
timely information for either p l a ~ e r s  or managers. Neither do managers at 
the regional level and below appear to use data for management purposes. The 
Westinghouse consultants further concluded that international donor agencies 
in general have tended to support specific activities related to information 
systems in an isolated manner. This has worsened the general separation and 
segregation among planners, program administrators, managers, and 
statisticians with the following results: 

o lack of complete, timely, accurate, uniform information on 
mortality, morbidity, services, physical infrastructure, 
equipment, maintenance, finance, cost accounting, and human 
resources needed to effectively plan and manage health service 
delivery. Many data are available, but only in the separate 
divisions within the central ministry, or at the area or 
regional level and not in one central location; 

o paucity of reliable birth and death estimates due to an 
inadequate vital registration system; 

o little use of data for planning or management purposes; 

*~arcia ~&ez, ~os6, "Informe sobre sistemas de iniormaci&," December 1983. 
~hom6, Marcio, "Informe sobre sistemas de informaci6~1," July 1984, 



o a great quantity of often duplicate and irrelevant data produced 
by the MOH and other institutions with little appropriate 
aggregation of data as it reaches the higher levels of the 
Ministry; 

* 

o a plethora of unstandardized, non-uniform data collection forms 
(226 different forms at the health center and health post levels 
alone) designed to satisfy a large number of potential 
consumers, resulting in poor quality data and an inefficient, 
extremely time-consuming, and expensive process; 

o multiple, diverse and often contradictory plans for information 
systems due to numerous uncoordinated donor projects supporting 
information system improvements; much overlap in donor 
assistance; 

o costly and sometimes redundant health care studies, the result 
of uncoordinated planning; lack of effective analysis of health 
data available from these numerous studies and the census; 

o poor feedback of information to the delivery level; 

o lack of the most basic supplies (paper, pencils, calculators, 
typewriters) at the local level; lack of any computer capacity 
at the MOH. 

In response to this situation, the GOP primary health care strategy 
includes improvement of the health information system as one cf its 
objectives, USAID is assisting the Ministry's effort by supporting a review 
of the conceptual framework of the national health information system and 
supporting two major improvements in the current system. USAID has programmed 
US$1,2 million for these improvements. Specifically, USAID is providing 
funding for: 

o the design, testing, and implementation of a nationwide 
information system for collecting simple primary health care 
utilization data for project management and evaluation: 

o the development and implementation of two major health studies 
to be used for health policy and planning purposes; these 
include a National Nutrition and Health Survey and a survey of 
selected primary health care providers. 

4.4.2 A Primary Health Care Information System 

An MOH Ministerial Resolution dated September 1984 officially 
approved the development and implementation of a completely revised national 
PHC medical record information system to organize data related to health 
services. This resolution was the culmination of many years and various 
efforts to improve the availability and quality of health services information 
in Peru and commits the Ministry to its implementation. The Director General 
of the MOH Office of Information and Statistics (OGIE) has been working to lay 
the groundwork for the design of the new system with a Westinghouse 
information system adviser supported by USAID project funds. 



Major steps toward the design of the system have been taken. 
Meetings have been held with PAHO, the GTZ, and World Bank advisers to 
coordinate all international donor efforts in the area. The OGIE is using a 
group discussion and consensus approach to determine basic data needs. This 
approach involves meeting periodically with representatives of donor groups 
and all general directors of MOH directorates to design a plan that will be 
supported by the highest authorities of the MOH. The expected product of this 
approach is a preliminary list of variables of health services related data 
for health centers and posts by January 1985. The OGIE has developed and 
submitted to USAID for funding an operational plan for design an8 installation 
of the system. 

After determination of the data elements, the OGIE plans to design 
new forms, pretest the forms in three regions at all levels of care, produce 
the new forms and related manuals, distribute these to regions, train OGIE 
personnel and regional statistics personnel, and finally install the system 
nationwide. The target date for national installation is August 1985. 

4.4.3 The National Nutrition end iiealth Survey (NNHS) and the Provider 
Survey 

The National Nutrition and Health Survey is designed to obtain 
important information on demographic, mortality, morbidity, and nutritional 
status patterns throughout Peru. It also is designed to collect data on 
socio-economic status and use of different health iprvices. It is the first 
study of its kind in Peru in its breadth and depthr reaching an estimated 
18,000 households and 100,000 individuals, of which 30,000 are women of 
reproductive age and 16,000 are children aged 0-6. Because the sampling is 
stratified by health region, the studies will provide important information 
for planning services on a regional level. The health and nutrition survey is 
being executed by the MOH and the National Institute of Statistics (INE) with 
the assistance of a survey coordinator supported by project funds. The 
Centers for Disease Control (CDC), the World Bank, the United Nations 
Statistical Office, and PAHO are providing technical advisers. 

Complementing the NNHS is a health services provider study which is 
gathering information on health facilities, human resources, equipment, and 
supplies in three of the regions covered by the NNHS. The provider survey is 
being conducted by a researcher hired by USAID and the World Bank. 

Data collection for the nutrition and health survey was completed on 
November 15, 1984, and results are expected in April 1985. The intervening 
period will be spent on data cleaning and editing, coding, and computer 
entry. The final report is anticipated no later than August 1985. Data 
collection for the provider survey is expected to be completed in January 1985. 

An analysis group consisting of representatives of INE and of several 
divisions at the MOH has been formed and is meeting periodically to develop 
the analysis plan for the surveys. It will also review the results of the 
studies. It is intended that this group will assure that the data will be 
used by the Ministry for both planning and management purposes. It is 
anticipated that further analyses of the data will be performed at 
institutions such as the Nutrition Research Center (Centro de Investigaciones 



en ~utrici&), the major universities, and at foreign organizations such as 
the Canters for Disease Control, PAHO, the World Bank, and USAID. 

4.4.4 Assessment and Recommendations 

Remarkable progress has been made in the design of the health 
services/medical record system and in the design and completion of the field 
work of the NNHS and provider survey. The progress on the health services 
record system is due largely to the commitment of the Director General of the 
OGIE and to the considerable effort invested in informing, involving, and 
coordinating international donor agencies and important officials in various 
divisions of the central Ministry. The Westinghouse adviser's technical 
expertise in system design and his contagious enthusiasm certainly have been 
an important ingredient in the progress to date. 

The surveys are well designed and the field work has been implemented 
carefully. In the health survey the refusal rate was very low (one percent), 
and the completeness and quality ?f data should be excellent, given the 
extensive supervision provided for the data collectors. There have been no 
delays in the execution of the survey since the field work phase and no delays 
are anticipated in the schedule for data cleaning, coding, computer entry, and 
analysis. 

There has been significant progress in the information system and the 
surveys. However, several important issues remain to be addressed to make 
lasting improvements in the health information system. The technical advisers 
for the health information system have begun to take initial steps to addres~ 
some of these, but further technical assistance will be required to assist the 
Ministry. 

The most significant gap appears to be the lack of a critical mass of 
system users, health professionals at all levels of the Ministry who use data 
for management purposes in an organized way. Scattered individuals use 
available data, but no central or regional or local unit or designated 
individuals analyze these data and use them systematically for improving the 
performance of the MOH. Those units with some data responsibilities such as 
OGIE, regional statistics offices, or the Division of Epidemiology have little 
communication with operational units. More specifically, there are few people 
with the necessary research, data analysis, or computer programming skills in 
the OGIE, the MOH divisian responsible for providing information. Now is an 
opportune moment to help the OGIE develop analytic resources and skills, 
building on the enthusiasm generated by the OGIE's work on the health 
services/medical record system. Additional efforts are also necessary to 
improve the ability of regional and local professionals to use valuable data 
for management purposes. 

Other sub-components of the information system also need to be 
developed systematically. The medical record/health services information 
system that has been designed addresses health services-related data and basic 
record-keeping data, but the systems for the financial, infrastructure, human 
resource, and logistics information are in very early stages of development 
and revision. These are equally important for'linkage with the service data 
if the service information is going to be fully useful for management and 



planning purposes. The technical advisers have taken some important steps in 
these subsystems, but much more support will be needed to put them into place. 

Further strengthening of the medical record and service utilization 
information system is also needed. Logistical and time constraints have meant 
minimal involvement of regional and local levels of personnel in the design of 
the system. More effort will be required at these levels during the 
installation phase. The implementation schedule for system installation is 
ambitious given the known logistic and administratiws constraints in Peru. 
The present material and equipment deficiencies in regional statistics units 
also may delay implementation. It is difficult to predict whether the targets 
will be reachable by August 1985 for printing and distributing forms and 
training personnel in the 17 regional systems, 64 area hospitals, and 2,000 
health centers and posts. 

The consensus building phase appears ta have generated high level 
support for the system, which is an important achievement. However, 
experience elsewhere suggests that a consens.;s group of officials who have 
little experience as data analysts and users often produces a "wish list." 
The next step is to transform the "wish list" into a practical system that is 
actually useful for influencing management behavior. 

Finally, nearly all of the ,emphasis to date has been placed on the 
design aspects of the system. More emphasis needs to be given to a plan and 
strategy for of these data at the management level and to strengthening 
analytic capabilities. Fuller attention to the use of data is appropriate 
from the beginning of system design. A plan for developing the capability of 
key people at all levels of the Ministry to use the data for planning and 
management and for developing feedback mechanisms to the periphery is urgently 
needed in parallel with the design of forms and procedures. The analyst must 
develop appropriate channels for use of the new information, so that providing 
prompt and accurate information becomes generally accepted as a norm of 
behavior in MOH. The new system of forms and procedures probably will be only 
moderately useful until addressing the issue of encouraging appropriate use of 
data and developing the related subsystems. This is a long-term undertaking, 
but it is important to recognize and deal with it from the beginning. 

In summary, important steps have been taken in the improvement of 
health information i a  Peru. These steps are the beginning of a process which 
needs to continue into the future to attain a positive impact on the health 
infomiation system. Our recommendations are divided into short-term 
recommendations and long-term recommendations. 

Long Term Recommendations - Health Information System 
Recommendation 4.4-1 to strengthen the analytical capability of the 
MOH/OGIE. The MOHts statistical division (OGIE) must develop a 
broader orientation than simple data collation. The OGIE should have 

' 

its own analytic capability and relationships with all areas of the 
MOH. More and better skilled personnel, computer facilities, and 
training would be essential elements, implying a need for donor 
funding and technical assistance. USAID and other international 
donors should support a comprehensive training program at all levels 
of the MOH in management and use of information. This should include 



at minimum the strengthening of MOH analytic capabilities in use of 
data for management, planning, and feedback systems to the levels of 
health service delivery. Sgecifically, needs include: 

o balric understanding of the relationship between management and 
information systems for Directors and Deputy Directors of all 
divisions and units within the MOH; 

o biostatistics capability at the OGIE, the analysis group, and 
other divisions; 

o statistical programming capability at the OGIE and the analysis 
group through short term (3 months) training programs such as 
offered by the Escuela de ~dministracich de Negocios para 
Graduados (ESAN). ESAN is currently training rreveral OGIE staff 
members ; 

o epidemiology cagability in the Ministry through both short and 
longer term courses. This is needed at the level of Directors 
of Area Hospitals, mid-level employees of each division of the 
central MOH (who would have less turnover than other higher 
level officials), and Regional Directors. 

Recommendation 4.4-2 concerninq NNHS and the provider survey. 
Support the complete analysis of the health and nutrition and 
provider surveys as well as other recent major surveys; use the 
information thus generated for project management and health planning. 

Recommendation 4.4-3 regardinq other information subsystems. Support 
should be strengthened for step by step installation of information 
subsystems in finance, cost accounting, logistics, physical 
infrastructure, and human resources as soon as possible. Little 
management improvement can be expected without the linkage of service 
information to resource and management information. 

Recommendation 4.4-4 on vital statistics. Develop a project to 
improve the system for registration of births and deaths in Peru. 

Recommendation 4.4-5 on the computerization of the information 
system. The MOH should develop an integrated, phased plan for 
computerizing the different components of its information system with 
compatible microcomputers, requesting donor assistance as needed. 
Training for using microcomputers should also be part of this plan. 

Short Term Recommendations - Health Information System 
Recommendation 4.4-6 on coordination among donors. Develop a system 
for coordinating donor efforts related to information systems. 

Recommendation 4.4-7 to assure continued support for the new 
information system. Continue the periodic meetings of the consensus 
group begun in the design phase of the information system into the 
installation phase to foster continued MOH support and to start 
building analytic capability. Special information sessions should be 



held when the new government takes over to eneure continuation of tha 
new information system. 

Recommendation 4.4-8 regarding pretest of the new information system. 
An outside peer review for the information ayetem will be the best 
guarantee of its feasibility and'practicality. The principles and 
approaches used for NNHS provide a useful precedent. Support an 
outside official review panel of at leaat three respected 
professionals experienced in implementation of health information 
systems to review the results of the prete~t and the detailed plans 
for implementation nationwide. This review should generate some 
useful suggestions for implementation, guarantee the acceptability of 
the information system to the MOH, and provide a quality check which 
allows refinements and modifications to be made prior to final 
printing of forms and procedures and nationwide installation. 

Recommendation 4.4-9 for an implementation plan for the new 
information system. The OGIE should: a) prepare a detailed 
implementation schedule through August 1985 in order to be able to 
monitor progress closely and take corrective measures should they be 
necessary; and b) prepare a back-up alternative implementation 
schedule with a phased approach for the information system's 
introduction to the central MOH and the regions. This schedule 
should be implemented if it becomes appilrent that the present plan is 
experiencing serious delays. 

Recommendation 4.4-10 for continued technical assistance. USAID 
should support technical assistance beyond August 1985 to increase 
the probability of implementation of the information system. 
Continuity of TA is important given the 1985 change in government. 
The OGIE, with the aid of the Westinghouse consultant, should prepare 
and present to USAID a plan for TA needs to complete the information 
system implementation. This plan should emphasize how to improve 
data use and feedback in the MOH. 
Recommendation 4.4-11 concerning specific applications of the NNHS 
results. Several items of information in the nutrition and health 
survey would be very useful for adjusting the strategies of specific 
components of project 219/230. Specific items include: 
radio/television ownership (the mass media component); ability to 
read (health education msterials); person attending birth (the TBA 
training approach); nutritional status, breast feeding, and 
supplementary feeding (nutrition amendment focus); and expenditure 
patterns on medications (promoter remuneration). 

Recommendation 4.4-12 regarding the applicability of the NNHS data to 
Bolivia. The results of the health and nutrition survey for the Puno 
area should be shared with the Bolivian MOH and USAID/Bolivia because 
of the Puno regions's similarity to Bolivia and the potential 
usefulness of the regional patterns for Bolivia. 



4.9 Supervision System 

In the past, the MOH supervisory systeR was very centralized, with 
individuals from the central Ministry attempting to inspect all levels of the 
health structure. Visits, on the whole, were made from the vertical divisions 
within the Ministry in an uncoordinated fashion. Regions often would receive 
visits one after another in a disruptive fashion because of this lack of 
coordination. Most supervision was directed to exercising control and 
authority rather than to analysis, feedback, teaching, problem resolution or 
follow-up, 

The MOH identified supervision at all levels as an important means to 
imprcve primary health care. USAID and other donor agencies have supported 
the Ministry's efforts in improving supervision through provision of technical 
assistance, funds for training, and funds for lodging and transportation costs 
incurred during the supervisory visits. Considerable funding has been 
committed in projects 219/230 for supervision, (US$1,611,136). Other donors, 
particularly PAHO, IDB, and the World Bank, have also supported activities 
directed to improving supervision in primary health care. 

There has been considerable improvement in the supervisory system 
during the life of the project. First, the Ministry has begun to address some 
of the coordination problems relating to supervision. At the central level of 
the MOH, the Directorate of Programming and Evaluation (DPE) is responsible 
for developing supervision guidelines for the other directorates within the 
MOH, including the Maternal Child Health and Population Directorate, which has 
operational responsibility for projects 219/230. Both directorates have 
operational responsibilities and have begun to coordinate some of their 
supervisory activities. 

These two directorates have taken some important steps toward 
improving supervision, For example, they have produced carefully designed 
norms which cover the content, methodology, and the number of supervisory 
visits to be provided at each level of care. Supervision is supposed to be 
provided from the central level to the regions; from the regions, to the area 
hospital; from the area hospital to health centers; from health centers to 
health posts; and from health posts to promoters and TBAs in their 
communities. The annual target for supervisory visits to be received is two 
per region, four visits per area hospital, six visits per health center, and 
monthly visits to every health post and community worker. 

The MOH now attempts to conduct supzrvisory visits in 
multidisciplinary teams and emphasizes continuing education as an important 
component of supervision. A supervision manual entit led "~6dulo 
auto-instructional sobre supervisi6nM has been prepared by the MOH with 
IDB/PAHO financing in conjunction with the development of the supervisory 
norms. This manual outlines good supervisory procedures and is being tested 
in three regions, but has not been distributed yet to all regions. Other 
accomplishments include the preparation of a supervisory procedures manual by 
the DSMIP and two regional seminars on supervision held in 1984. 



The evaluation team found that all levels of the MOH recognized that 
an effective supervisory system was necessary. Many people at all levels of 
the MOH are aware that deficiencies remain and are making efforts to remedy 
some of them deficiencies. For example, while visits from the central to the 
regional level are still few and far between, there is a sincere effort to 
make the visits in a multidisciplinary fashion. The Ica region uses a team 
approach in all of its supervisory visits, 

Two important problems remain: 1) There are too few supervisory 
visits per primary health care establishment and community worker, and 2) the 
quality of supervision still suffers many deficiencies. There is an average 
of less t h m  one to three'supervisory visits per year per health establishment 
or community worker. The estimated number of supervisory visits received 
annually by any given health establishment, health promoter, or TBA is shown 
in Table 15. This estimate of visits received by each facility was based on 
the reported number of supervisory visits during 1982-1983 and 1983-1984 in 
three regions involved in the projects divided by the number of relevant 
health care establishments for the same regions.* This is a very crude 
estimate since the MOH data available at the central level are known to be 
incomplete and because some facilities are not considered to be "under the 
USAID project". Thus, these figures may underestimate the frequency of 
supervision. Even if the estimate of visits per establishment were doubled, 
however, the amount of supervisory contact would still be very low. The very 
low rate of 0.6 to 0.9 supervisory visits per year for area hospitals is 
contrary to popular belief. However, this figure is consistent with the 
team's finding that there was little knowledge about either the project or 
primary care strategy at the area hospital level. While the situation for 
community workers appears to have improved, the situation for health posts 
appears to have worsened. The team's observations in nine regions confirmed 
that visits from the central area to the regions were also quite infrequent. 
On the brighter side, a visit to the Ica region showed that all health 
establishments are receiving an average of three to four supervisory visits a 
year and in many cases more. In the Ica region each level of facility visits 
all the levels below it. For example, the area hospital supervisory team 
visits its health centers, health posts, and community workers, not just its 
health centers. Even more notable was the fact that the regional director and 
his team visit each facility at least once annually. 

The number of supervisory visits carried out compared to the number 
programmed is also quite low, varying from a low.of 28 percent to a high of 52 
percent for 1983 (see Table 16). Both the absolute number of visits and the 
proportion of visits made dropped between 1982 and 1983. The USAID Project 
Manager stated that supervisory visits had increased in 1984 as the result of 
increased funds availability. It would be appropriate to review data from 
more than three regions before making any definitive conclusions. 

Supervision was a topic included in the questionnaire which the team 
administered during its visits. Contrary to expectations, health centers and 
posts received more visits in the last two months than regions and area 
hospitals. Table 17 suggests that 

*Only three regions reported these data for the two time periods. 
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Table 15 

Estimated Number of Supervisory Visits Received per 
Establishment per Year for Five Levels of Care 

in Reporting Regions, 1982-1983, 1983-1984 

Level 
of 

Estimated 1982-1983 1983-1984 
No, of Total Visits/yr. Total Visits/yr. - 

Establishment Communities/ Visits per ~ a c i l i t ~  Visits Per 
Establishments or Community Facility 

Promoters/TBAs 
Trained under 
Proj. 219/230 472* 779 1.6 1,465 3.0 

Health Posts 269 247 0.9 187 0.7 

Health Centers 77 146 1.9 98 1.3 

Area Hospitals 18 17 0.9 11 0.6 

Health Regions 3 NA - - - 

*An estimate of 16 percent of the total 3,048 promoters and TBAs trained under 
the project was used, since the three health regions (Cajamarca, San  arti in, 
and Ancash) contain approximately 16 percent of all of the other health 
facilities. 

Source: Ministry of Health Operational Plans, 1982-1984. 



Table 16 

Summary of Number and Percent of Supervisory Visits 
Programmed and Made to Each Level of Care, Four Regions* 

1982 - 1984 

Levol of 
Care 

Number of Supervisory Visits 
1 9 8 2  - 1 9 8 3  1 9 8 3  - 1 9 8 4  
No. No. No. No. 

Programmed Made Percent Programmed Made Percent 

Promoters 2,975 1,669 56 3,010 1,571 52 

Health Posts 996 367 3 7 579 226 39 

Health Centers 422 179 42 43 1 122 28 

Area Hospitals 45 20 44 45 19 42 

Health Regions no data 

TOTAL 4,438 2,235 50 4,065 1,938 48 

*Data are for three regions reporting (Ancash, Cajamarca, and San  arti in) and 
four USAID project areas of Lima. 

Source: Operational Plans 1982-1984. 



Table '17 

Distribution of 
Length of Time in Months Since Last Supervisory Visit 

by Type of Health Facility, November 1984 

Number of Number of Facilities by Type 
Months Since Last 

Supervisory Hospital Health Health 
Visit Region Area Center Post 

Source: Results from questionnaire administered by evaluation team. 



the results are only indicative, given the small sample size. The question 
asked during the visits was: "When was the last time you received a 
supervisory visit?" 

While the evidence is not conclusive, the team found considerable 
variation among the regions in both the n w e r  of supervisory visits conducted 
and in the qualitative aspects of the visita. Some regions found ways to 
carry out a fair number of supervisory visits despite logistic and 
administrative constraints. 

Rita Fairbanks identified a number of factors which appear to be 
contributing to the low niunber of supervisory visits at all levels.* These 
include: lack of overnight facilities, failure of the financial system to 
promptly reimburse supervisory personnel for expenses incurred, lack of 
transportation or fuel, reluctance of doctors and/or other personnel to leave 
patient care activities at their respective establishments, poor understanding 
of management issues and of the potential usefulness of the role of 
supervision, and little use by supervisors of data generated by the 
information system for management purposes.** It is unrealistic to expect 
major improvements in the near future in the supervisory system as it is 
presently conceptualized and organized, given the current resource and 
logistical constraints of the MOH. 

The current model for supervision is a pyramid. Each level of 
establishment is responsible for supervising the next lower level of 
establishment with the frequency of visits increasing progressively. This 
model of supervision implies a total of 2,358 supervisors if one assumes at 
least one supervisor per establishment from the regional to the health post 
level (see Table 18). The largest number of supervisory visits must be made 
by the health units with the fewest staff members with the least resources 
such as vehicles. The staff of these establishments also have the lowest 
educational level. To illustrate, if a health post has only one auxiliary who 
is responsible for supervising five promoters, each supervisory trip takes an 
average of one day in each direction, and each visit lasts one day, it means 
the health auxiliary will be absent from the health post 15 days per month 
just to make one round of supervisory visits. The reality of the situation is 
that health auxiliaries are often responsible for more than five promoters and 
trips often require more than one day. A similar but less acute situation 
occurs from the health center to the health post level. 

*Fairbanks, Rita, "Consultant's Report on Supervision Systems - Primary Health 
Care Projects - MOH Peru," 1983. 
**Supervisors from each of the levels do not dedicate their time completely to 
supervision, but have full time service responsibilities in their own 
establishment and must coordinate their supervisory activities with their 
operational activities. Because the supervision takes place physically 
outside of their own establishment, the demands from their own establishment 
usually take precedence. 



Table 18 

Supervisory Visits Scheduled 
Annually by Level of Establishment 

No. Number of Annual Total Annual 
of Visits Scheduled Visits 
Units per unit Scheduled 

Regions 17 
Hospitals 125 
Health Centers 546 
Health Posts 1,670 
Health Promoters 3,048 

TOTAL 5,406 - 49,189 

Source: OGIE, 1983. 



Supervisory visits to the health post and the health promoter level 
entail several hours to several days of travel in each direction, often under 
the most austere and harsh conditions. Numerous reports indicate that when 
staff plan supervisory visits, they are hampered because vehicles are 
unavailable or non-functional or there is no money for fuel, At all levels of 
the Ministry, the per diem payments for the trips made are perceived to be 
inadequate. Finally, and most importantly, there is a delay in receiving 
reimbursement for travel expenses of as much as a year or more. Given the 
rugged travel conditions and current inflation rates of over 100 percent per 
year, it is easy to understand the shortfalls. Money has been programmed 
under projects 219/230 for both per diems and fuel for supervisory visits, but 
this money is not reaching the local level in a timely way. 

We conclude that it is unrealistic to expect supervisors to 
accomplish the number of supervisory visits programmed, given their 
responsibilities at their own facilities and given resource and logistical 
constraints at the health center and health post level. 

The second problem in supervision relates to its quality. Many 
reports indicate that the quality of the interaction during a majority of 
supervisory visits still leaves much to be desired, and in fact, often may be 
counterproductive. The team's observations and other reports indicate that 
there is still no standard pattern of supervision executed by the regions. In 
some cases supervision is still carried out separately by different 
directorates and in others a team approach is used with representatives of the 
various directorates traveling together, e.g., supply, MCH, environmental 
sanitation, administration. The exception, as noted earlier, is the Ica 
region which consistently appears to use the team approach. Several people 
commented on an improvement in the quality of supervision in the three regions 
that were trained with the "~6dulo autoinstruccional sobre supervisi6n" 
(Self-Instruction Module for Supervision). 

One indicator of the quality of supervision is the extent of problem 
resolution occurring as a result of the supervisory interaction. The team 
evaluation asked if the supervisors had helped to resolve the problems 
identified during the visit. The responses were negative except in Ica, where 
at the regional level, supervision was oriented to problem resolution. 
Another indicator of poor quality supervision is the low level of staff 
knowledge about primary health care strategies and programs which the 
evaluation team observed at the delivery levels of care. 

Several reports also point out the lack of knowledge and/or lack of 
application of the principles of supervision.* A ministry report reviewing 
primary care in late 1983 indicated that few people had a clear idea of what 
it means to supervise. It was reported that while there were some exceptions, 
most visits consisted only of some data collection about activities and 
"talking. 'I 

*Townsend, John, "Sur Medio Evaluation," 1983; Fairbanks, Rita, Y!onsultant's 
Report on Supervision, 'I 1983; MOH, "~valuaci6n de atenci6n primaria, " 1983; 
Management Sciences for Health, "Promoter Evaluation," 1984. 



Other reports indicate an orientation to control and reprimand. Little task 
observation, data analysis, continuing education, staff motivation or problem 
resolution are reported to occur during the visits. Finally, there appears to 
be little understanding of the use of a management information system for 
supervisory purposes. It is not realistic to plan to teach a minimum of 2,358 
persons the supervisory skills needed to improve the quality of supervision, 
given current MOH resources. 

In summary, the key obstacles to effective supervision appear to be 
the following: 1) a seriously deficient administrative system which creates a 
strong disincentive to carry out supervisory visits, particularly due to the 
logistics problems and the extremely late and low levels of reimbursement for 
travel expenses; 2) the lack of knowledge of the basic,principles of good 
supervision or the lack of their application at the time of the visit, making 
visits often unproductive; and 3 )  supervisory staff who do not know how to use 
even very simple data for management purposes leading to poor quality and low 
productivity in the supervisory process. Nothing presently planned by the MOH 
is likely to change these constraints or the Ministry's method of organizing 
supervisory visits. Thus, neither the quantitative nor the qualitative 
aspects of supervision are likely to improve significantly in the near future 
without modifications in the supervisory model, 

Recommendations - Supervision System 
Recommendation 4.5-1 to modify the current supervision model. Modify 
the current organization of the supervision system (and its 
quantitative targets) to a more feasible and realizable approach, 
particularly for superv.isors of health centers, health posts, 
promoters, and TBAs. 

Recommendation 4.5-2 of four alternatives to be considered for 
reorganizing supervision: 

a. Identify the I1good" supervision models currently in use in areas 
such as Ica and possibly Piura. Assess them and incorporate 
appropriate elements into the new organizational model. 

b. Develop a system whereby every two to three months all health 
promoters convene at "their" health post and all health post 
personnel gather at "theirn health center. This would work 
especially well at the area hospital level, since all personnel come 
once a month to receive their paychecks. A full plan must be 
developed for effectively using these group meetings for supervisory 
purposes. At these meetings the focus should be on a review of data 
for very simple indicators of performance for each unit. Using these 
data as a base, the meetings would concentrate on continuing 
education, problem identification and resolution, motivation, and 
follow-up. As problems are identified, follow-up visits should be 
made to those in need of a visit. The model developed should be 
based on a careful analysis of the relationships among different 
levels of health establishments. 



c. Consideration should be given to setting up a small, permanent, 
full-time supervisory unit at the area hospital, but maintaining the 
multidisciplinary forms recently begun since health centers and posts 
have such low staffing levels. This supervisory unit would be 
responsible for supervising health centers, health posts, and 
community workers. In order to avoid the problem that has befallen 
the training units, it would be extremely important that these units 
have line responsibility for supervision. This more limited number 
of full-time supervisors would make adequate training regarding 
supervisory skills more feasible. For example, to provide each of 
the 125 area hospitals with a two-person supervisory team would mean 
teaching 250 persons supervisory skills. This is a much more 
realistic objective than teaching 2,358 persons, most of whom 
normally would dedicate 95 percent of their time to non-supervisory 
activities. This full-time supervisory team might be reinforced on a 
rotating basis by other relevant staff. If this is the model chosen, 
the team cannot empbanize strongly enough the necessity of a line 
relationship for such teams, i.e., that they should have the 
authority to resolve problems for the people they are supervising. 

d. A combination of alternatives a, b, and c. 

(Discussions at DSMIP in March 1985 suggested that operations 
research would be appropriate, but that none of the models suggested 
by the evaluation team provides a general solution.) 

Recomnendations 4.5-3 regardinq supervision self-instruction 
materials. Evaluate the impact of the "Modulo autoinstruccional 
sobre supervisi6nW on the quality of supervision and, if it is 
worthwhile, use it together with the new "model" for supervision. 



Traininq 

USAID projects 219/230 were both designed to respond to the excessive 
concentration of health resources in Lima and the disproportionate number of 
physicians and nurses relative to other health personnel to extend and improve 
the delivery of primary health care services, Since 1962, the number of 
physicians increased 76 percent and the number of nursee 157 percent. Up to 
75 percent of these professionals are concentrated in Lima, which has one 
third of the population. Data from 14 health regions in 1982 show that less 
than 5 percent of both physicians and nurses work in the primary care level of 
the health system. Auxiliaries are better distributed with approximately 
2,000 staff spread over 2,000 health centers and posts, Since 1979, when the 
MOH began its primary care program, there has been a slight improvement in the 
staffing trends of primary care establishments. 

The most important factors contributing to resource maldistribution 
in Peru are summarized in Laura Altobelli's report.* These factors include 
inappropriate candidate selection, urban pull and political power, lack of 
incentives to work in underserved areas or in primary care, inappropriate 
teaching methods and content, the lack of clear or appropriate role definition 
for community workers, professional competition, lack of trained decision 
makers in public health and administration, and perhaps most important, 
serious management and administration problems. 

The MOH embarked on a plan for training and equipping health post 
auxiliaries, community leaders, health promoters and traditional midwives in 
response to these problems as part of its primary health care strategy. The 
principal component of this low cost delivery strategy is the development of a 
new nationwide cadre of community-based health workers--promoters and 
traditional midwives or birth attendants--who will be supported by health 
auxiliaries at the health post level. The community-based health workers will 
extend primary care services to both rural and marginal urban communities. 
This strategy was chosen because of Peru's long experience of using community 
level health workers in a variety of small local projects. USAID and several 
other donor agencies have supported this PHC strategy, providing significant 
support for training of community workers as well as support for training of 
other central and regional level personnel in various aspects of primary care. 

4.6.1 Overall Training Program 

The major thrust of training thus far has been initial training of 
promoters and TBAs and more recently to their refresher training. Refresher 
training for health auxiliaries also has been emphasized due to the wide 
variability in the initial training given to auxiliaries in Peru. USAID funds 
principally have supported initial and refresher training for health promoters 
and TBAs, refresher training for health auxiliaries, and training for a 
variety of health professionals and administrative personnel. USAID funds 
were also to have been used to supply these community workers with 
transportation, initial basic medicines, and supplies upon completion 

*Altobelli, Laura, "Report on Human Resources Development," 1984. 



of training. Health posts were to be supplied with basic medications, 
contraceptives, oral rehydration salts, and some equipment. A total of US$2.0 
million has been programmed for support of training, 

The volume of training carried out to date has been an impressive 
achievement. Table 19 summarizes the already completed training activities 
have already been supported under the projects. A total of 234 courses or 
seminars relating in some way to improving the delivery of primary care have 
been given in Peru to 6,328 participants.* Over 3,000 participants have been 
new promoters and TBAs. A3 shown in Table 20, another 529 courses with 9,239 
participants are programmed to be completed by the end of the projects for a 
total of 15,567 participants.** The School of Public Health has been the key 
actor in these training efforts and in attempts to improve training methods. 

Despite this impressive performance, the evaluation team agrees with 
previous reports that certain problems need resolution to make the training 
more effective. Detailed exploration and analyses of these issues are 
available in other documents.*** 

First, the ambitious targets for training that the MOH is undertaking 
at all levels make good management essential to avoid unnecessary duplication, 
overlap, and waste of resources and opportunities. USAID, the World Bank, 
IDB, UNFPA, UNICEF, PAHO are all heavily supporting training activities in 
primary health care. Table 21 illustrates the types and levels of trainAng 
anticipated in the IDB/PAHO- and the World Bank-funded projects. If all 
training targets are reached by the primary care projects supported by these 
three donor agencies, a total of some 130,862 participants will have received 
PHC training in the next two to three years. This is a staggering amount of 
training to be undertaken even in the most sophisticated institution. Even 
though these activities are programmed over a four-year period, the demands on 
management will be formidable. 

*These data are estimates from six reporting regions. Reliable up-to-date 
data for the total number of persons trained under projects 219/230 are not 
available at the central MOH. 

**These numbers may involve double counting of some individuals who 
participate in several courses. No data are available on individuals 
participating in more than one course. 

***Altobelli, Laura, "Report on Human Resource Development,'' 1984. 
Management Sciences for Health, "Evaluation Health Promoter Program," 1984. 
Davidson, Judith, "~valuaci6n de la efectividad de 10s cursos de 

capacitaci6n para 10s parteros, "1983. 
Townsend John, "Sur Medio Evaluation," 1983. 
Ministerio de Salud ~ b l i c a ,  n~apacitaci6n de recursos humanos en el primer 

nivel," 1984. 
Management Sciences for Health Consultants ' Report, "~xtens i6n de salud 

primaria integral," 1980. 



Table 19 

Training Activities Implemented Under Projects 219/230 
by Type of Course, Number of Courses, and Number of Particigante 

1979-1984 

Type of Course 
No. of 
Couraes 

No. of 
Participants 

IN COUNTRY 
Initial Training 

Auxiliary 
Promoter 
Traditionql Birth Attendant 

Refresher Training 
Auxiliary 
Promoter 
Traditional Birth Attendant 

Administrative, Accounting 
and Supply 

orientation in Integrated 
Health/Family Planning 

Epidemiology 
Primary Health Care 

Nurses and Midwives 
Training Trainers 

SUBTOTAL 

LONG/SHORT TERM U.S./THIRD COUNTRY 
Long Term 
Training Trainers 
Community-Based - Distribution 
Pharmacy 
Medex 

SUBTOTAL 

TOTAL 

Source: MOH Operational Plans, 1982 - 1984. 



Table 20 

Additional Training Programmed 
Projects 219/230 

TYPE OF COURSE/SEMINAR NO. OF COURSES 

Auxiliary Training 
Auxiliary Refresher Training 
Maternal Child Health and FP 
Epidemiology 
Orientation to Primary Care 
Supervision 
Environmental Sanitation 
Mass Media 
Statistics Workshop 
Communication MethodsJCommunity Education 
Training of Trainsrs/Teaching Methods 
Promoter/Initial 
TBMInitial 
Promoter/Refresher 
Traditional Eirth Attendant/Refresher 
Long Term Training 
Reproductive Risk 
Nutrition and Breast Feeding 
Diarrheal Disease!Oral Rehydration 
Planning, Programming, Evaluation 
Logistics/Accounting 
Imunizations 
Miscellaneous* 

NO. OF PARTICIPANTS 

TOTALS 529 9,239 

*Referral, Pharmacy Auxiliaries, Community Leaders, Laboratory Technicians, 
Perinatology. 

Source: Regional Operational Plans 1984-1985. 



Table 2 1  

Training Programo and Targets 
Supported by the World Bank and I D B / P W  

Theme or Target Group, 
and Donor 

No. of 
Participants* 

Orientation, Directors of 
Regions/Area Hospitals 

Instructors 
Primary Care Workshops for Nurses 
Continuing Education 
Promoters 
Hygiene Education for Mothers 

Subtotal (excluding mothers) 

WORLD BANK 

Training Trainers 
Directors, Health Centers 
Nurses, Health Centers 
Physicians, Nurses, Others 
Nurses, Health Posts 
"Auxiliares de Campo" 
Promoters 

Subtotal 
- 

GRAND TOTAL (excluding mothers) 115,295 

*Precise numbers may differ slightly depending on source document, but the 
order of magnitude is the same. 

Source: World Bank and IDB project documents. 



The difficultiee of attempting to fulfill these targets are reflected 
in the fact that the annual targets for most of the training activities 
programed are not met, curricula are hastily and inadequately prepared, 
teachers use inadequate teaching materials, materials are ineufficient in 
quantity, participants are hastily and poorly selected, and there is no 
regular evaluation of the effectiveness of the various training programs. 

Duplication and overlapping of training efforts has occurred with a 
large number of activities funded by the different donors. Overlap is also 
occurring in other aspects of aupport for primary health care such as 
information systems, supervision systems, health education materials, and 
supplies.* In training alone, there is duplication in the type of persons 
trained, level of the MOH participating in the training, curricula, training 
materials, geographic coverage, etc. There is little follow-up or assessment 
of the impact of most of the training. Lack of coordination among the donors 
underscores the gape and contradictions. 

The donors are supporting a vast training effort in primary health 
care. Unfortunately, each donor "project" uses a different strategy, 
materials, and occupational profile for the first level of care. They are 
scattered administratively throughout different divisions of the Ministry, 
jeopardizing the development of a clearly articulated PHC "doctrine" and a 
sound, practical plan for training in primary health care. 

Another major concern affecting training is the predominance of 
non-participatory lecture techniques For all levels of training. This is 
especially true at the lowest levels of service delivery and in community 
education. A recent IDB-supported study revealed that 96 percent of personnel 
used these traditional methods.** The study recommended that the MOH address 
these issues in order to improve primary health care delivery. 

Insufficient educational materials affect the quality of training of 
health personnel and community education efforts. Materials are deficient 
both in quantity and quality. The lack of cohesive administration, 
preparation, and continuous distribution of educational materials to the local 
level means that a majority of the health posts and community workers have 
limited educational supplies. 

There is little reinforcement of the concepts and procedures taught 
during the course of the training programs because supervision in the field is 
weak (see section 4.5 of this report). Furthermore, the training units which 
have been established in each region to follow up training activities are not 
doing so because of time and logistical constraints. The team found that 
these units performed primarily administrative and logistics functions and did 
not teach. This suggests that the courses for "training trainers" may be 
inappropriate for these personnel since they do not actually do the training 
but merely organize it. 

*~ltobelli, ~ a u c ,  " ~ e ~ o r t  on Human Resources Development, " 1984. 
**Ministerio de Salud, " ~ a ~ a c i  taci6n de recursos humanos en el primer nivel , " 

1984. 



The lack of follow-up training undoubtedly contributes to the low 
level of performance obeerved in many health workers and the high drop-out 
ratea of health promoters, Many observers believe that the poorly supplied 
health facilities also frustrate even the most ardent health workers in 
delivering primary care services. Thus, problems of supply of basic materials 
may dilute the effect of training programs. Health promoters and TBAs often do 
not receive their initial basic equipment and supplies due partially to the 
failure to coordinate the delivery of supplies with the completion of 
training. The other causative factors such as problems in programming, 
administratior,, financing,, and logistics are discussed in other sections of 
this report. 

The last, most critical problem and the principal cause of most of 
the other problems is the lack of a clear, cohesive training strategy for 
primary health care which clearly sets out objectives, priorities, and a plan 
of action. The MOH has recognized the problem and is in the process of 
developing a plan of action. 

Recommendations - Overall Training Program 
Recommendation 4.6-1 that the MOH develop a comprehensive training 
plan. Training is needed in many important areas for MOHts primary 
care programs. The entire training component being supported by both 
USAID and the other donors should be reassessed and consolidated as 
soon as possible to make training in primary care both feasible for 
the MOH to implement and effective in meeting real needs. A 
coherent, action-oriented training plan for primary care should be 
developed. Alternatives for organizing the training or reprogramming 
some of the monies into deficient areas related to training, such as 
provision of adequate training and educational materials, should be 
explored. 

Recommendation 4.6-2 to assess traininq needs. The training plan 
should address both short and long term training needs after an 
assessment of these needs has been made. The results of the recent 
School of Public Health (SPH) survey of training needs could serve as 
a starting point for this national training assessmen,: for primary 
care.+ The assessment also should include an analysis of available 
materials and supplies. The plan of action should be developed based 
on an analysis of the different training alternatives available in 
Peru, the United States, and third countries. For example, the SPH 
may be the more appropriate trainer for some types of training, 
whereas the Instituto Nacional de 1nvestigaci6n y Desarrollo de la 
~ducaci6n (INIDE) , ESAN, or in-count ry workshops given by consultant 
groups may be more effective for other types of in-country training. 
The Ministry should dedicate a full-time person to coordinating all 
training in primary care.. 

Recommendation 4.6-3 to incorporate specific training needs 
identified in this report into the overall training strategy. This 
evaluation team has identified needs for training 

*For example, the 1984 SPH survey of all regions asked how many people had 
obtained degrees in Masters of Public Health, 



in other sections of this report which should be part of the MOH 
training strategy. 

Recommendation 4.6-4 concerning USAID technical assistance for 
training. USAID should consider supporting technical assistance in 
training at the macro level to assist the Ministry in assessing 
training needs and consolidating and organizing its approach. A 
second activity worthy of technical assistance at the operational 
level would be to assist the Ministry in the implementation of the 
training strategy and action plan. USAID should strengthen its 
aupport to the School of Public Health. 

Recommendation 4.6-5 to use existing and available educational 
materials, Adequate production and distribution of training and 
health education materials to primary health care workers is critical 
and should be addressed in conjunction with the above 
recommendations. Other materials should be distributed to the 
regions taking into account the promoter and TBA evaluation. Many 
good materials already exist. It might be more effective to 
reproduce or purchase a sufficient number of a few good materials 
than to spend many months and resources developing new ones. For 
example, distributing 10,000 copies of Donde no hay doctor to health 
posts and health promoters might be more beneficial than spending the 
budget currently allocated to local production of health education 
materials. This plus a number of PAHO, UNICEF, and World Bank 
materials distributed regularly and in sufficient quantity would 
contribute significantly to the effectiveness of training. 

4.6.2 Promoter and Traditional Birth Attendant Training 

The use of community level health workers--traditional birth 
attendants and health promoters--for the delivery of services in areas of low 
access is a major component of the primary care strategy promoted by the MOH 
and supported by the donors. Both types of workers were to be provided with 
initial basic medicines and supplies. A revolving fund was to be developed 
for continuing the resupply cycle. The strategy included approximately one 
month of initial training for health promoters and 15 days of initial training 
for TBAs. TBA training is oriented to specific tasks and knowledge, while 
promot6r training is multipurpose and covers a wider range of themes including 
nutrition, MCH, environmental sanitation, immunizations, family planning, and 
infectious disease control. 

The total number of promoters trained by all sources is thought to be 
quite large, around 5,000 since the mid-1970s. USAID alone has supported the 
initial training of over 3,000 promoters and TBAs. It is not known exactly 
how many promoters or TBAs have received initial training, or the number 
currently working since current and reliable data for the total number of 
promoters and TBAs trained under projects 219/230 are not available at the 
central MOH. Consistent records are not kept on drop-outs, although attrition 
is estimated at ten to fifty percent. 

What do we know about the impact this training has had and what these 
community workers are doing? The results of several studies and the team's 
observations point to some important successes as well as some significant 



problems. Judith Davidson'a study of five health regions summarizes these 
accomplishments and issues for traditional birth attendants:* 

o there is a marked difference between the quality of care (for 
example, hand-washing and umbilical care) and the health 
messages imparted to mothers by trained birth attendants and 
those by untrained birth attendants: 

o the difference is particularly dramatic in more traditional 
rural areas: 

o trained birth attendants remember what they have been taught 
regardless of literacy levels; 

o their patients are satisfied with and prefer their care to that 
of an untrained TBA: 

o patients attended by trained TBAs have more favorable health 
attitudes and are actually using the hygiene and nutrition 
information they received from the TBAs; 

o quality of services and referral of complicated cases suffered 
when there was little supervision and lack of transport. 

Davidson found that the major issues in the training and performance 
of TBAs related mostly to the demand for and use of their services, and 
secondarily to their selection and supervision. For example, few members of 
the communities studied were aware of the presence of trained TBAs, Only four 
to five percent of adult women in the area of study knew that trained birth 
attendants were present in their communities. Similarly, the use rate of 
trained TBAs was very low. The study showed that culturally traditional areas 
seemed to exhibit the highest use rates. Training in the appropriate language 
of the region also affected performance. The team identified another possible 
reason for low use rates - it is suggested that most births are attended by 
women's husbands. For example, a 1977 study in Bolivia showed that 56 percent 
of births were attended by a family member and only 14 percent by traditiocal 
midwives.** Data from the Nutrition and Health survey will help to clarify 
this issue in Peru. The team identified one region with high use rates of 
TBAs. In Ica TBAs are reported to attend approximately 18 percent of births. 
TBAs also refer a large number of women to the hospitals in the Ica region. 

The major findings of the 1984 promoter evaluation, confirmed by this 
team's observations and other reports, indicate a somewhat different picture 
for health promoters.*** On the positive side, promoters have been chosen 
primarily by the communities in which they live and most communities are aware 
of the presence of the promoter. Most promoters are reported as 

*Davidsbn, Judith, "~valwci6n de la efectividad de 10s cursos de capacitaci6n 
para 10s 

**Frerichs, Ralph 
Survey - 

***Enge, Kjell I, 
inteqral", 1984. 

- 
parteros," 1983. 
R., "Health and Illness in Rural Bolivia, A Household 
Montero Region, Bolivia," 1977. 
et al,, Reporte Consultor en "La extensi6n de salud primaria 



being enthusiastic during their training and the majority of them report 
organizing their communities for health promotional activities. In several 
isolated instances promoters are actively distributing contraceptives, 
referring pregnant women to care, and referring children for vaccination. 

While these are important achievements, the promoter program is 
plagued by problems, chief of which are: 

a high drop-out rate: (20-50 percent)*; 

a low serviqe delivery rate in general and great variability 
among promoters; the range of activity is reported to be from 10 
to 468 encounters per promoter per year; 

promoters are only reaching a small portion (19 percent) of 
their target population; 

their knowledge levels of preventive care are low; 

most activities are in adult curative medicine; 

their training and refresher courses are carried out in a 
haphazard manner; 

while most communities are aware of their presence, communities 
don't know what promoters do; 

there is no standarization in data nor system to collect service 
data from promoters; evaluation of their performance is 
therefore nearly impossible. 

The team believes that these problems arise from three key factors: 
1) promoters have no clear, task-oriented role; 2) logistical and supervisory 
support of promoters is either poor or nonexistent; and 3) promoters receive 
no remuneration for their activities (the model of a rotating fund has never 
been developed or implemented for these community workers) and few other 
incentives. 

Most of the promoters' difficulties appear to result from one factor, 
the lack of a simple, clear, task-oriented role definition. All other issues 
(training, continuing education, supervision, information, and even logistics 
and payment mode) could be improved if this one issue were resolved. By 
contrast, the traditional birth attendant has very clear and precise tasks. 
The importance of this simple, task-oriented approach is evident in the 
results of the TBA evaluation which demonstrated that the TBAs are doinq the 
few simple tasks taught. TBAs are also remunerated for the tasks performed. 
It should be noted that in its field visits the team found scattered instances 
of experimentsand attempts to provide a variety of incentives to promoters 
and to define their tasks clearly. The Ica and Callao regions and selected 
other local sites are experimenting with these ideas and seem to be using 
promoters more effectively than the country as a whole. Cuzco is using health 
committees instead of health promoters, an interesting approach that deserves 
development and evaluation. 

+The Ica region's drop-out rate has been reduced from 90 percent to 14 percent. 



Recommendations - Promoters and Traditional Birth Attendants 
Recammonhtion 4.6-6 to define tho role of the promoter. The policy 
issue of the role definition of the promoter needs to be addressed by 
tha MOH. The team questions the advisability of continuing training 
new promot@rs without first addressing this issue. Related to this, 
the team questions whether "promotion," which is the only "taskw now 
agreed upon, is having any positive impact on the system and whether 
it is worth the investment being made.* 

The following are strongly recommended for all projects using a 
promoter strategy if the performance of promoters is to be improved 
and they are to have any real impact: 

The MOH norms for promoters should provide a clear, simple, 
task-oriented role that would include such activities as the 
distribution of ORS and specific contraceptives, prenatal care, 
etc, These tasks should be based on the needs of the rural and 
urban poor and not on professionals' competitive needs. Training 
for tasks could then be done on a modular basis based on the 
varied needs of the regions and could develop a permanent 
retraining focus. 

After a policy is reached on promoters: 1) Develop an action 
plan to retrain promoters in a modular fashion; 2) develop a 
simple task-oriented modular training package which would be 
focused on providing continuing training so different modules 
can be used for different areas of the country; 3) develop 
standardized training materials in sufficient quantity; 4) train 
trainers in new approaches; 5) develop a simple information and 
tracking system based on tasks; and 6) reorient the supervisory 
system based on the new tasks using the information system. 

Recommendation 4.6-7 on promoter incentives, Resolution of the 
remuneration and incentive issue is important. Given the current 
economic situation, it is unrealistic to assume that promoters will 
want or be able to work on a volunteer basis. If this issue is not 
resolved, the promoter program will continue to experience high 
drop-out rates and low performance. 

Several different approaches to financial and non-financial 
incentives should be systematically developed, tested, and evaluated 
for impact. Several regions already are experimenting with some 
incentives for promoters. Such innovations should be identified and 
assessed for their potential usefulness. The approaches tested 
should include at a minimum a real attempt at establishing a 
revolving fund and teaching promoters how to reasonably establish 
charges for services. Charging for services will be much more 
effective after the role definition issue is resolved. The 

*The estimated cost of initial promoter training is in the range of 
US$232 to US$632 per promoter. Thus, the total cost of "producingu 
the promoters already trained under the 219/230 projects ranges 
between US$347,000 and US$945,000. The total investment is 
considerably higher when all the other donor promoter training 
programs are also included. 
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gossibility of making a policy of selecting outstanding promoters for 
training to become health auxiliaries should also be explored as an 
incentive. Additional TA to assist the Ministry in organizing its 
training activities is very important. Analysis of promoter 
incentive6 is needed, e.g., simple operations reaearch studies to 
test different models currently being used. A model which might be 
tested as a way of enhancing the status of the promoter in the 
community is the use of promoters to assist in weighing or measuring 
children, or use of their homes as food distribution centers in 
USAID-supported nutrition and disaster relief operations. 

(The evaluators were told in March 1985 that MOH has decided that 
promoters will not be paid. Consequently, it is essential to focus 
on non-monetary incentives to attract, motivate, and retain 
promoters.) 

Recommendation 4.6-8 on the need for continual supervision and 
support. The final necessary ingredient for a successful promoter 
and TBA program is an effective supervisory system (see section 
4.5). It is unreasonable to expect someone with only two weeks to 
one month of training in health tasks to continue to perform 
effectively without a system of continuing training, follow-up and 
minimal supplies. 

Recommendation 4.6-9 to identify model sites or approaches. Identify 
sites that seem to be using TBAs or promoters more effectively or 
that are using innovations-in task assignment, payment mechanisms, 
and supervision. Conduct small, simple operations research studies 
to assess real differences and identify the ingredients that seem to 
make the difference. Use successful sites for training or assess 
ways in which the successful ingredients can be incorporated into 
programs at other sites. 

Recommendation 4.6-10 on promoters in urban areas. Health workers in 
urban areas suggested that urban dwellers, no matter how poor, seem 
to use existing health facilities rather than minimally trained 
community workers. Consider abandonment of the promoter program in 
urban areas if data from the nutrition and health survey confirm 
this, unless specific tasks related to immunization, prenatal care, 
ORS or contraceptive distribution can be developed for promoters. In 
urban areas, radio and other media probably are more effective for 
1'difusi6n11 than health information provided through promoters. 
Continue the promoter program in areas that already are using a 
specific task-oriented approach for promoters. 

Recommendation 4.6-11 to concentrate TBA training in more traditional 
areas. Consider offering TBA courses only in more traditional areas - 
or those areas in which the nutrition and health survey shows high 
use of TBAs to consolidate and improve performance of the TBA program. 

Recommendation 4.6-12 for birth attendance training of other family 
members. Consider the feasibility of offering courses similar to the 
TBA course to fathers or other family members if survey results 
indicate high attendance of family members at births. 



Recommendation 4.6-13 on tranelation of traininq materials, MOS 
should support development of,training material6 and instructions for 
TBAs in languages other than Spanish and Quechua for the relevant 
areas. Birthing kits to pregnant women with instructions could be an 
alternative to teaching family members. 

Recommendation 4.6-14 on the use of radio messages, Explore the 
possibility of using radio on a pilot basis to inform communities of 
the presence of TEAS. 



5.0 NON-MINISTRY OF HEALTH ACTIVITIES IN POPULATION/FAMILY PLANNING 

5.1 The Private Sector 

5.1.1 Private Voluntary Organizations (PVOa) Active in Family Planninq , 

There are 143 Private Voluntary Organizations (PVOs) working in 
family planning and health in Peru.* Most are relatively small in scope and 
coverage and carry out fragmented activities. These activities range from 
combined primary health care and family planning services provided by 
organizations, such as PROFAMILIA, to natural family planning methods provided 
by the ~sociaci6n de Trabajo Laico Familiar (ATLF), These organizat~ons do 
not frequently contact each other to share resources or experiences. 
INPPARES, the International Planned Parenthood Federation's affiliate, does 
provide some limited support to other PVOs, but currently is not acknowledged 
as a leader in this respect. There is also very little exchange between 
public and private sector entities. For example, many of the staff of the MOH 
facilities visited by the evaluation team were not aware of the private 
organizations that were providing health and family planning services in their 
immediate areas. The MOH does little beyond approving the PVO activities 
included under project 230. This approval process takes from two to eight 
months. 

PVOs in Peru are major private sector participants in family planning 
efforts. Some twenty private and voluntary agencies carry out 
population/family planning activities. Some have received or are receiving 
funding under project 230, and others receive financing from other 
international donors, USAID/Washington, and PVO cooperating agencies like FPIA 
and Pathfinder. PVOs are involved in research, training, education, family 
planning service delivery, and population policy (see Table 22). It is 
estimated that approximately 75,000-100,000 persons obtain family planning 
services from PVOs. Coverage is mostly concentrated in urban and poor 
semi-urban areas, such as the "pueblos jovenes." 

USAID and other cooperating agencies have provided one million 
dollars to PVOs and cooperatives in 1983 for family planning service delivery, 
training, policy development, and education. The team estimates that as a 
result of this support, 100,000 people received services at a cost of about 
US$8-10 per couple-year of protection. The independent contribution of 
cooperating agencies would raise the total cost by at least 25 percent. By 
comparison, the project 230 funds which directly supported the Ministry's 
activities in MCH/FP in 1983, plus the UNFPAfs contribution for 1984 are 
estimated at US$2 million. The addition of the GOP's contribution would 
increase this amount. The estimated beneficiaries of MOH services were 
175,000 people who received family planning services. This is a very rough 
estimate based on statistics for the first half of 1984 showing 100,000 new 
acceptors in Lima and 10,000 elsewhere. The estimate allows for continuing 
acceptors from past years and continued promotion in the second half of 1984. 
This would mean a cost of US$10 to 12, which is not drastically different from 
the cost of services through PVOs. 

*USAID, "~irecci6n de organizaciones privadas voluntarias en el &ea de salud 
con traba jo en el pert," September 1983. 



Table 22 

Peruvian Organizations Receiving USAID and Cooperating Agency 
Support for Population/Family Planning 

ORGANIZATION 
BY TYPE 

S o u r c e  o f  S u p p o r t  
USAID Cooperating Agencies 

Service Delivery 

Ministry of Health (13 regions) x 
Sur Medio Project (MOH) x 
IPSS X 
Carmen de la Legua 
PROFAMILIA x 
INPPARES 
SAN ALONSO 
FENDECAAP 

Training (including service delivery) 

ATLF 
Cayetano Heredia University* 
Instituto Marcelino 

Conse jo Nacional de ~oblaci6n x 
AMIDEP x 

*Receives support from the MOH. 

NA = Information not available. 



The family planning agecialist of the evaluation team vioited six 
PVOs involved in family planning/population activities, The organizations 
visited --are not all funded under the project, but did represent a broad range 
of family ,)laming activitiee. A structured interview form was used which 
included questions about contraceptive aup~ly and source, reporting, type of 
service provided, number and kind of staff, funding source, population served, 
and actual number of clients served during the previous month. 

The results of the aurvey are as follows: 

Five of the. six organizations visited provide family planning 
services; the sixth, AMIDEP, worka in tho population policy 
area. The five service organizations visited each stated that 
adequate contraceptive supplies were sometimes not available, 
Reasons given included problems clearing customs, cost, problems 
with local procurement, and bureaucratic compLications in 
obtaining supplies from the MOH. 

All service PVOs were providing more than one method of 
contraception in their programs. Three of them were operating 
community-based distribution systems (CBD) as well as clinical 
services. One PVO was conducting clinical training for other 
institutions. 

Financial and service statistics varied considerably, reflecting 
different management styles and variations in the type of 
service delivered. Standard service definitions were not used, 
so it is not possible to compare the data from the different 
PVOs , 

The six PVOs visited had a total of thirty-seven professionals 
and forty-four support staff plus CBD promoters. Nearly all 
professional staff were delivering services. The public sector 
institutions visited had many more support staff relative to the 
number of professional staff. 

Ten to fifty percent of the organizations' budgets comes from 
foreign donor support. 

There are an estimated 31,193 family planning acceptors 
receiving family planning services from these six PVOs, or 13.4 
percent of the target population of 233,000 women of the fertile 
age group in the areas served by PVOs. 

PVOs in Peru also are playing a less tangible but valuable role 
of pioneering with innovative initiatives which the government 
cannot or will not attempt. For example, almost all of the 
community-based distribution of contraceptives is done by PVOs. 

5.1.2 Family Planning PVOs Funded by the Project 

Three private sector organizations invcLved in family planning 
efforts which are being supported under project 230 are described below. 



FENDW=AAP is an arnociation of twelve augar coogerativoa in four 
provinces. The aaeociation ha6 four of itrm own hosgitala and eight clinic$. 
In addition, there are 63 FENDECAAP health goeta. The hoepitale and health 
pofitr have a total of 112 doctors, 11 pharmacists, 18 midwivee, and 36 
nurses. Contraceptive8 are pcovided by the MOU. 

FPIDECAAP was not originally included in the Project 230 Agreement 
because of grobleme within the organization at the time the agreement was 
approved. However, FENDECAAP later requeeted aaeietanco from the MOH and 
USAID to include baeic health care and family planning as part of the medical 
services provided to ite members and their dependente. 

FENDECAAP ilr now operating well. As of June 1984, after only nine 
months of operation, staff had been trained in family planning, community 
education was ongoing and 1,363 new acceptors had received services during the 
prior three months. FENDECAAP had also provided information and educational 
materials on family planning to its clients. Project 230 funds support two 
full-time staff members. The others are paid directly by the cooperative 
association. USAID officers are pleased with FENDM=AAP performance and 
consider it a good example of effective cooperation between the private and 
public sector. The MOH provision of contraceptives will require monitoring to 
assure that contraceptives are made available to FENDECAAP. 

Recommendation 5.1-1 regarding FENDECAAP. Continue and expand 
support for FENDECAAP due to its positive performance, low overhead, 
and high potential to reach potential acceptors outside Lima. 

5.1.2.2 ~sociaci6n Multidisciplinaria de 1nvestigaci6n y Docencia en 
~oblaci6n (AMIDEP) 

AMIDEP is a non-profit organization which studies and disseminates 
demographic information. It publishes a bi-monthly bulletin which is widely 
read in Andean countries. It has published six books and numerous articles, 
conducted six seminars on population for high level personnel in government 
and community leaders, and supported twenty-six demographic studies. AMIDEP 
is well established, having been organized seven years ago with support from 
USAID and the Ford Foundation. Although Ford no longer provides support, the 
organization has received a total of US$209,350 under project 230 during the 
1982-84 period. During 1984 AMIDEP activities will be expanded to include 
support to university libraries for establishing population sections. AMIDEP 
also provides materials on population issues to the MOH for its distribution. 

The evaluation team reviewed the materials produced by AMIDEP and 
found their content appropriate and the design and printing to be of high 
quality. It is the team's opinion that continued USAID support of AMIDEP is 
justified on the basis of what the organization has accomplished. AMIDEP may 
be particularly helpful when the new government administration assumes power 
to make it aware of population issues such as the problems created by the 



preaaure of population growth in Peru and to encourage a goritivr approach to 
population/femily planning activitiar, 

R~commandation 3.1-2 ragardins AMIDEP, Continua ruggort for AMIDEP. 

5.1.2.3 Peruvian A#rociation of Medical Schoolo (ASPEFAM) 

Under the original project agreement, US$260,000 was to be granted Lo 
the Peruvian Asrocirtion of Madical Schools (ASPEFAM) to exgand family 
planning rrrvicea in four hospitalo in itr delivery aystem and to provida 
profasoionel training to medical students and staff in one-third of the major 
area hoapitale outside of Lima. 

ASPEFAM received money in the dirrt year of the project, but ASPEFAM 
never developed or submitted a suitable propma1 to participate further in the 
project. 

Recommendation 5.2-3 regarding ASPEFM, No further aasietance is 
recommended at this time. 

5.1.3 Problems and Opportunities for Improved Service by PVOs 

The PVOs interviewed reported difficulties in the implementation and 
expansion of their family planning activities. Many of these problems are 
similar. PVOs have problems getting cotitraceptives (either imported or from 
from the MOH), difficulty in preparing financial reports and service 
statistics, problems caused by the negative effects of inflation on their 
costs, difficulty in obtaining funding for continuing or expanding their 
activities, and difficulties obtaining approval from the MOH to operate. 
Obtaining approval to provide surgical contraception outside MOH facilities 
has been a major problem. The MOH has yet to approve a request by PVOs to 
provide this needed service. The resulting lower access to this service 
affects most severely high risk, low income women, Many of these problems are 
administrative and are potentially solvable with some technical and financial 
assistance. 

Most of the PVOs depend on outside financial support. There is 
little opportunity for Peruvian PVOs to support themselves from local 
contributions. Also, it appears that cooperating agencies may soon decrease 
their financial support to Peruvian PVOs. Thus it seems likely that these 
PVOs will require outside financial assistance for a considerable period if 
they are to provide effective family planning/populat ion-related services. 

Recommendation 5.1-4 regarding management support for PVOs. Study 
the feasibility of establishing a management support organization for 
Peruvian PVOs comparable to the Asociaci6n ~emogrifica de Costa 
Rica. A study should verify demand for such services, the best means 
to provide management assistance, the estimated costs, and the 
potential benefit in expanded,coverage and reduced unit costs. The 
Asociaci6n ~emogrifica de Costa Rica is responsible for central 
accounting and the distribution of funds and supplies for a number of 
W O s  providing family planning services in Costa Rica. The cost of 
establishing such an agency is estimated to be four to seven percent 



of the total donated funde in family planning and could save 20 
percent in oparatione as well as improve services. This coet could 
be paid initially by the cooperating agencies and donorr a# a part of 
their grant# to the recipiente. The kinde of eervicee this type of 
organization could provide in Peru include management training, help 
in rapid clearing of contraceptivee from customs, assistance in 
procuring local suppliea at lower prices through bulk purchaaea, help 
in developing proposals for funding, obtaining international or local 
funding, designing ways for better utilization of personnel, 
eatnbliahing uniform service statistics, and &-*eloping financial 
records and logietics systems. 

Recommendation 5.1-5 regarding dollar funding of PVOs. Allow BVOs 
and other private sector organizations to receive grants in dollars 
from international cooperation agencies and convert them as needed in 
order to avoid the disruptions caused by the rapid inflation in Peru 
today. 

Reccmendation 5.1-6 regarding surgical contraception. Allow 
competent private clinics to provide surgical contraception to high 
risk women defined by the norms currently in force in the MOII. As 
noted, these norms do not provide clear guidance for the private 
sector. It is believed that demand will exceed the public sector's 
ability to provide this service. Therefore the team recommends that 
procedures for surgical contraception be reviewed, clarified, and 
simplified so these services can be provided through private sector 
channels. 

5.1.4 Other Private Sector Channels for Family Planninq Services 

USAID and cooperating agencies have concentrated their assistance on 
PVOa with lsss attention to developing channels of distribution through 
profit-making businesses, pharmacies, insurance cmpanies, cooperatives, 
pharmaceutical producers and distributors, hospitals, the social security 
system, doctors, and other health professionals outside the MOH. The 
resources for this evaluation did not permit time to systematically idsntify 
promising opportunities for private sector service delivery, but the 
evaluation of the project makes it appear appropriate to open multipl~. 
c h a ~ e l s  of distribution for contraceptive services rather than depending 
exclusively on the MOH. The "Social marketing" program for contraceptive 
services begun a year ago is appropriate to the need. 

There are innovative and potentially productive approaches for 
providing needed family planning services in Peru through the private sector. 
Some approaches, such as commercial retail sales of contraceptives, have a 
well defined approach, but there are others that need systematic development. 
The team notes a few ideas from our very preliminary review of current efforts 
in the private sector in Peru: 

o Prepaid family plaxming services could be established through 
pharmacies and private physicians. Contraceptive methods would 
be provided on a prepaid annual basis, 13 cycles of orals and 
appropriate quantities of other methods as desired. The client 
would have a card which would be punched at every visit. This 



approach would have advantageta for the provider and for the 
client. For example, a pharmacy could anticipate regular 
repeated buainers from the clients who would come to the 
establishment at regular intervals and could purchase other 
products or service8 at the time of the visit. Aleo, better 
continuation rates could be expected because the client would 
tend to obtain what was already paid for if an annual fee were 
paici. 

o Contraceptives could be sold on a commission basis through the 
"informal sector" such as street vendors and "stop light sales 
p e r a o n ~ , ~  taxi drivers, etc. 

Recommendation 5.1-7 regarding a project for private sector family 
planning activities. USAID should consider developing a separate 
project to assist private sector family planning activities. The 
major reason for a separate project is the long delay presently 
experienced by private organizations providing family planning 
services under project 230 to obtain approval of operational plans 
from the MOH. In some cases this delay has even forced them to stop 
operations for lack of funds. Another reason for a separate project 
is that it appeara that cooperating agencies may be decreasing their 
funding support for projects in Peru, which could cause a decrease in 
the level of effort by the grantees. An assessment of funding needs 
;a  necessary so that momentum in the private sector is not lost. 
Promising innovative approaches should also be considered for 
assistance. 

Recommendation 5.1-8 concerning public and private sector 
cooperation. Cooperation between MOH and the private sector should 
be encouraged. There are currently several examples of such 
cooperation, such as the use of MOH contraceptives and facilities by 
the National University of Trujillo and the MOH provision of 
contraceptives to FENDECAAP. 

5.2 Peruvian Non-MOH Public Sector Health and Family Planning Agencies 

5.2.1 Instituto Peruarro de Seguridad Social (IPSS) Family Planning Program 

The IPSS serves a population of approximately 1,400,000 in some forty 
polyclinics and operates hospitals in five health regions, as well as the main 
1,500 bed hospital and satellite clinics in the Lima Metropolitan Area. 
According to the current estimates, the IPSS has responsibility for providing 
health services to 20 percent of the Peruvian population. Those covered under 
these servizes are workeys, their spouses, and children up to six years of age. 

The IPSS system is currently undergoing serious financial problems. 
Nevertheless, its employees are better paid than those in the MOH system, and 
its facilities are newer and better constructed. An Executive Board makes 
policy decisions which are carried out by the program staff. 

USAID began support for family planning assistance by the IPSS in 
1984, integrating it into project 230. This assistance of $60,000 plus 



contraceptives, medical equipment and transportation pays for contraceptives, 
other commodities, and technical assistance. With this support, family 
planning services were provided to 11,107 clients during the first six months 
of 1984, 

The family planning activities in IPSS are currently being managed by 
one physician, two nurses, and a midwife in the Lima Metropolitan Area and 
there are plans to expand nationwide. More support staff certainly will be 
needed along with more technical staff when and if the program expands. An 
excellent overview of the IPSS family planning activities is available in a 
report by Melody Trott, ST/POP/IT, dated October 20, 1984. 

Dr. Nazario Carrasco, the physician in charge of the IPSS's family 
planning activities, told the evaluation team that considerable progress is 
being made deapite the lark of support staff, poor logistics, and complicated 
clinic procedures. He expressed a keen interest in surgical contraception and 
indicated that attempts are being made to amend the Peruvian Civil Code to 
allow wider use of this method. Within IPSS much of family planning activity 
is being done in OB/GYN departments. The project now has one laparoscope and 
four mini-lap sets which are being used to the maximum. 

Recommendations - IPSS Family Planning Program 
Recommendation 5.2-1 regarding the Trott report. The team concurs 
with the four low cost, short-term recommendations which appeared in 
the Trott report: 1) provision of management training, 2) 
simplification of clinic practices and reporting, 3) improvement of 
purchasing and supplies management, and 4) providing support for 
outreach efforts. 

Recommendation 5.2-2 regarding post-partum surgical contraception. 
USAID should also consider encouragement of post-partum surgical 
contraception in the IPSS service system. Training could be provided 
through JHPIEGO or IAVS. OB/GYN physicians in IPSS could be provided 
training in surgical contraception as well as equipment. The project 
director should alsa be sent for training in family planning program 
management. Efforts should be made to secure a stronger commitment 
to support family planning from the IPSS Executive Board. Perhaps 
the Consejo Nacional de ~oblaci6n could be helpful in this regard. 

Recommendation 5.2-3 reqarding cooperation between the MOH and the 
IPSS. Under project 230, USAID should encourage the MOH and the IPSS - 
to sign an agreement whereby the Ministry of Health provides 
USAID-financed contraceptives to IPSS in those regions where iPSS has 
medical facilities. It is feasible for the MOH to do this since 
there is no lack of contraceptives at the regional level and there is 
a precedent in Trujillo, where the MOH is providing contraceptives 
and use of its facilities to a non-MOH facility. 

Recommendation 5.2-4 concerning technical assistance for the IPSS. 
It is recommended that the Westinghouse logistics adviser spend one 
or two months at IPSS to help develop a better logistics system. 



5.2.2 Consejo Nacional de ~oblaci6n 

The Conaejo Nacional de ~oblaci6n (CNP) was created in November 
1980. Ite Director is appointed by the President. The CNP's mandate is to 
coordinate all population matters in the country. Specifically, it has five 
fbnctions: 1) analysis, formation, and evaluation of Peru's ppulation policy 
as it relates to social and economic development; 2) promotion and 
coordination of public and private efforts in population; 3) promotion and 
implementation of studies in population; 4) provision of support for the 
distribution of research documents and statistics on population: and 5 )  
representation of Peru in international population matters. 

The CNP has a Director and an Advisory Council of fifteen 
representatives of the various Ministries, Universities, IPSS, INE, and the 
Medical Union. The CNP has an executive committee and an Executive Director 
who manages an evaluation section, a public relations and information section, 
and an administrative section. The CNP has a total of approximately Zifty 
employees. USAID has committed funds for institutional support almost from 
CNPts inception. Under project 230, USAID has provided US$475,500 for 1982 
through 1985. 

The CNP has provided a number of information and educational 
materials on demographic statistics and family planning. It published six 
articles on topics such as urban immigration and "Family Planning Policy and 
Programs in Peru," conducted studies on population dynamics in Ica and 
Arequipa, held a conference on population for journalists, and conducted a 
joint project with the Ministry of Education in the area of adult literacy. 
The CNP has also recently completed a study on the status of family planning 
statutes and information in Peru,* 

The CNP has provided access to various governmental institutions and 
ministries so that problems relating to population can be identified and 
solutions sought. For that reason, USAIDts support is valuable. However, the 
CNP is now established and directly connected to the President's Office; it 
may be subject to political capriciousness and its role expanded or decreased 
according to the wishes of the government in power. 

The CNP does not seem to be stimulating private sector involvement in 
family planning activities. 

Recommendation 5.2-5 regarding the Consejo Nacional de ~oblaci6n. 
USAID should continue to support CNP, but limit its support to those 
specific activities which directly improve programs in Peru. The CNP 
should be encouraged to obtain institutional support from other 
sources. An example of a specific activity worthy of support might 
be the analysis of data obtained from the national nutrition and 
heb?th study which could be used to improve family planning programs. 

*Sobrevilla, Luis, and Pizarro, Luis, 1t~nformaci6n y  sta ad is tic as sobre 
~lanificaci6n Familiar, " October 1984. 



5.2.3 Instituto Nacional de ~stadistica (INEL 

The National Statistics Institute (INE) is the major source of 
demographic and other socio-economic statistics for the country. It has 
received funding from UNFPA, primarily to support the 1981 census. 

In 1982, at the request of the INE and the MOH, USAID agreed to 
provide US$60,000 for a study of a demonstration project in four departments. 
The project was a "follow-on" of an earlier effort started in 1978 by the INE 
with technical assietance.from the U.S. National Center for Health 
Statietics. Under the project a new vital registration system was developed 
which the INE wished to test in demonstration areas. The objectives of the 
project were to expand registration of vital statistics, to improve the 
quality of the data, and to reduce processing time. 

As n.oted earlier, the INE is also responsible for the National 
Nutrition and Health Survey (see section 4.4.3). The survey includes 
approximately 18,000 households, gathering information on household structure, 
mortality, and morbidity, and examining the nutritional status of children 
within the household. The field work was completed in December 1984 and data 
processing is under way. 

The INE also assists in the collection and analysis of data on 
population growth. An example is their participation in the 1981 
Contraceptive Study with Westinghouse Health Systems. The INE also publishes 
current demographic profiles. In this respect it makes a valuable 
contribution to population information and supports the government's 
population policy. The Director of the INE serves on the advisory committee 
of the CNP. 



6.0 TECHNICAL ASSISTANCE 

In the Project Agreement for project 219, USAID originally budgeted 
US$210,000 for a total of 28 months of technical assistance. The specialties 
programmed included fiscal management (3 months); logistics (2 months); 
health, family planning, training, and supervision (5 months); evaluation and 
studies (6 months): and nutrition planning (12 months). It became apparent 
that difficulties were being experienced in completing the conditions 
precedent and in beginning project implementation, so the amount of technical 
assistance was increased and the categories of TA modified to correspond more 
closely to the needs identified during the initial project phase. Management 
Sciences for Health and several short consultants provided technical 
asaistance at the beginning of the project. During a six- to twelve-month 
period without technical assistance, there was almost no progress on project 
implementation. USAID decided there was a strong need for TA and proposed a 
plan to MOH. The Ministry cut the amount of proposed TA by half, and in April 
1983, Westinghouse Health Systems was contracted to provide this technical 
asaistance. More recently the TA component was increased further to support 
six regional advisers, because problems in project implementation were 
identified at the regional levels. The technical assistance package presently 
approved for both projects is budgeted at US$2.73 million. 

The technical assistance provided as part of projects 219/230 is 
classified under three rubrics: long term assistance, short term assistance, 
and special studies. Most of the assistance has been provided through project 
funds, but a few related studies have been supported from non-project funds. 

The long-term assistance consists of 221 months broken down into 37 
months for the chief of party, 30 months for a logistics adviser, 10 months 
for an information adviser, and 24 months each for 6 regional advisers plus 
secretarial and administrative support. 

Short term assistance has been provided for the supervision, 
training, information system, and finance components of projects 219/230 for a 
total of 23 person months. Funds have been exhausted for this category of TA. 

Short term studies and evaluations for projects 219/230 are 
summarized in Table 23. At least fourteen studies related to elements of 
projects 219/230 have been completed with an investment of 90 person months. 
These studies provide an intensive view of program accomplishments and 
constraints and offer more than 154 recommendations for program improvement. 
In its review of project documentation, the team noted that a number of the 
same recommendations have h e n  made by different studies over the course of 
the past five years. Many recommendations have been implemented. It was not 
clear to the evaluators why many other recommendations have not been followed. 
It would appear that duplication of efforts might be avoided by keeping better 
records of the review process by USAID and MOH by evaluating the 
appropriateness of the recommendations and establishing priorities for 
action. In this mid-term evaluation, the evaluation team returned to Lima 
with the draft report to build consensus among USAID and MOH about the 
appropriate actions, taking into consideration the findings, conclusions, and 
recommendations of the evaluation. The results of this review process in 
March 1985 are documented in this final report. 



Table 23 

Technical Assistance and Studies Related to Projects 219/230 
Funded from Project and Non-Project Funds 

SOURCE PERSON NO. OF 
OF MONTHS OF CZECOMMEN- 

SUBJECT OF STUDY/TA FUNDS 
Extension of Integrated Primary 
Health Care (~une 1980) 

- 

Evaluation of Midwife Training 
Program (April 1983) 
Case Study of MCH Activities in 
Sur Medio (PROSMIP) (May 1983) 

An Assessment of Private Family Planning 
Programs in Peru (June 1983) 
Investigation of Health Services 
Delivered in Three Elements of the Peruvian 
Private Sector (November 1983) 
Family Planning Communication Technical 
Assistance Mission to Peru (November 1983) 

Report on Information Systems 
(December 1983) 

Report on Supervision Systems (2 reports) 
(December 1983, September 1984) 

Report on Human Resources 
Development (May 1984 ) 
Evaluation Health Promoter Program 
(June 1984) 

Report on Post-Graduate Public riealth 
Training and Research in Selected Peruvian 
Institutions (July 1984) 
Report on Information Systems 
(July 1984) 

PRITECH Disease Control Strategy Assessment 
(October 1984) 

Report on Financial Systems in 
Primary Health Care (2 reports, Oct. 1984) 

AID/W- 
PCS 

EFFORT DATIONS 

7.5 NA 

15 NA 

3 6 

4 18 

Others - 58 

TOTAL 8 8 146 

NA = Not applicable 
* Westinghouse reports 



A review of the project's revised technical assistance package 
suggeets that in general it correeponds to project needs. Each of the major 
project components has received some type of technical aseistance. The 
technical assietance appears to have been critical to improving project 
imglementation. The Westinghouse long term advisers have exercised an 
imgortant facilitation, coordination, and communication role among USAID 
officers, central and regional MOH officials, other donors, and short term 
consultants. The short-term consultants have provided crucial help in the 
areas of training, supervision, finance, and information systems, The 
regional advisers are expected to play a key role in strengthening the project 
at the regional level. Many regional MOH officials expressed appreciation for 
the positive contribution of the advisers. USAID is to be commended for its 
responsiveness in increasing technical assistance for the areas of need 
identified. 

Focus on two important areas would increase the positive impact of 
technical assistance on the project. First, more short-term technical 
assistance is needed, and second, an adjustment in the current activity and 
process-oriented approach utilized by the long term technical advisers would 
increase the effectiveness of the TA. 

The need for increased short-term technical assistance has been noted 
in each of the appropriate sections of this report, and in summary includes 
the following areas: 

Specifically, problems in the Ministry's logistics and financial 
systems seriously affect the delivery of primary health care services. Both 
require further assistance for improvement in their operations. A short term 
consultant has analyzed the financial system, uncovered bottlenecks, and made 
recommendations for practical improvements. The next step should be the 
approval and execution of specific measures to speed the flow of funds to the 
regions. This probably will not happen without further assistance. 
Additional technical assistance is also necessary to help the MOH develop an 
efficient system for procurement and distribution of commodities, The program 
management area also would benefit greatly from additional technical 
assistance, perhaps in the form of training sessions for top and middle level 
administrators. These issues are explained in detail in the sections of this 
report dealing with these subjects. USAID has financed computer training for 
several MOH officials at ESAN. 

Additional TA to assist the Ministry in rationalizing its development 
of promoters is very important, as noted in the discussion of training. 
Analysis of promoter incentives is needed, e.g., simple operations research 
studies to test different models currently being used. A model which might be 
tested as a way of enhancing the status of the promoter in the community is 
the use of promoters to assist in weighing or measuring children, or use of 
their homes as food distribution centers in USAID-supported nutrition and 
disaster relief operations. The development and implementation of a revolving 
fund for the promoter program will also require assistance. Action in regard 
to promoter incentives deserves high priority. Please note related material 
in Section 4.6. 



In aummary, there will be a continued need for short term TA 
throughout the remainder of the project. The team recommend@ that tho MOH and 
USAID make a liet of tasks to be accompliohed and set priorities after review 
of thia evaluation and other reports. Due to the difficulty in locating 
qualified consultants and processing the related paperwork, needs for 
technical assistance must be anticipated well in advance. 

An output-oriented role for the advisers is rc~comrn~nded. The 
facilitative role of the long term advisere has been very important. The pace 
of project implementation has improved significantly becauee of their 
contribution to the project. It was premature to evaluate the outputs from 
the work of the regional adviser8 since most of them did not begin work in 
their positions until June 1984 and the evaluators were observing results in 
November 1984. The job descriptions for the long term advisers are very broad 
and general and oriented to activities rather than achievements. However, 
providing clear scopes of work with clear outputs and a precise purpose will 
help the project achieve useful results by focusing attention and effort on 
the agreed targets, It will help the Westinghouse team clarify what they must 
have from the MOH and USAID to achieve the projectst planned outputs and avoid 
criticism later. This will facilitate a meaningful evaluation of the 
projectst impact on the system at the end of the project by providing a 
realistic standard of perfomance instead of vague and romanticized ideals. 
In logical framework terminology, the advisers need an expected "end of 
project status1' (EOPS) and clearly defined output targets. 

The Westinghouse quarterly reports reflect this activity 
orientation. Instead of achievement-oriented reports, the current reporting 
is primarily anecdotal and descriptive and the reports are long and wordy. 
The reports would be more useful if they were brief and concise, The 
contractors' consolidated report might also be more helpful if it were given a 
brief 5-10 page format. It also would be helpful to end the report with a 
short summary of problems, the necessary steps planned to correct them, and 
identification of the action agents. More important, the reports should be 
tied to reoriented targets in the new scopes of work (i.e., intended outputs). 

The advisers should focus on a limited set of high priority tasks and 
measure a few basic performance indicators at each program site. The advisers 
would work with MOH personnel to collect and interpret data as is presently 
being done in the Ica region. Such focused assistance should improve 
management. At the regional and area hospital levels, advisers should help 
MOH personnel to compile, analyze, and use the data to permit relevant 
comparisons between reporting units. Emphasis should be placed on using the 
data to evaluate performance in the key primary health care service areas 
(e.g., ORT, prenatal care, vaccinations, family planning, and growth 
monitoring) and on specific project output indicators. In this manner they 
can detect areas where guidance, training or other resources might best be 
allocated. 

Finally, the team suggests that short term cni~sultants should work at 
both the national and regional levels as much as possible. Their scopes of 
work should normally allow for two periods of work. The second period should 
be a follow-up visit to assess progress on solving the problems identified and 
solutions developed during the first visit. 



In March 1985, the evaluatorta were aeked to provida eome suggeetione for 
developing output-oriented ecoger of work. Suggestione follow: 

1. Program at least two-thirds of the advisers1 time for achievement 
of clear outputs directly related to high priority objectives of MOH 
in the area served. This leaveta a maximum of one-third of the 
adviserat time for unavoidable tasks, miecellaneous services, and for 
long term investments that may not show up in any short run 
indicators but deserve support. This will probably mean choosing two 
to four primary taske. Additional tasks can be added to the list to 
be done Itto the extent that time and resources permit." 

2,  Set priorities based on consultations with the MOH counterparts 
who are being assisted. Be sure that the adviser is working on tasks 
that the counterpart considers important, and that the counterpart 
will do everything necessary from his side to eneure that the 
adviserst work will have a positive impact on the PHC services 
provided. If agreement cannot be reached on what the adviser should 
do, use the adviser somewhere else. 

3 .  Set realistic targets rather than romanticized dreams that no one 
expects really to achieve. For example, a target could be that 90% 
of the PHC facilities in the region have at least 60 days supply of 
ORS packets and contraceptives to distribute. 

4. Start out deciding what problems or opportunities are very 
important (e.g., ORT, family planning, and immunizations) and how 
much progress is feasible. Some problems will be too difficult with 
the resources available. Identify all the major tasks that are 
necessary and sufficient to make a major improvement in each 
situation, Look for problems that are manageable and that need the 
initiative, energy and technical assistance of an adviser, who is a 
resource available to MOH for a limited period of time and at a 
relatively high cost. 

5.  Identify what must be achieved with the adviser's assistance 
using an objectively verifiable indicator of its achievement, e.g., 
(i) information available on stocks and consumption of ORS, 
contraceptives, etc. at all facilities in the region within fifteen 
days after the end of the month; (ii) storage problems in five 
health centers, seven posts and one regional center are corrected to 
permit at least ninety days stocks under recommended conditions; 
(iii) repair two broken trucks and then maintain a fleet of at least 
three operational trucks at all times; (iv) clarify reordering 
procedures and ensure that all facilities use the system properly. 

6.  If the task is too big to achieve in a single step, break it into 
several time-phased steps and set specific target dates to 
achieveeach interim step. For example, work first with one-third of 
the health facilities to get the system working smoothly, then 
another third, and then the remainder. Another alternative is to 
handle the trucks and storage first, then the procedures, and then 
the training. 



7,  Select come taekr that will show prompt results to build 
confidence and momentum. Work together with counterparts to get more 
taeka done and for "inetitution building." The eervice delivery 
statietics ahould improve, and the improvement (or lack thereof) 
should be ured to modify plans and motivate the etaff. 

Recommendations - Technical Assistance 
Recommendation 6-1 regardinq specific areas for technical assiatance. 
Increaoe technical aanistance in the priority areas identified in 
this report. 

Recommendation 6-2 regarding ltperformance boards." Westinghouse 
would benefit from a "performance board" as recommended in 8.1-2. A 
national level llperfor&mce board" with the same data as used in 
DSMIP and USAID would be appropriate for the national level adviser. 
A regional "performance board" should be considered for each region 
or group of health regions served by a Westinghouse adviser. 
Estimates of coverage are desirable and should be feasible with the 
technical talent available to Westinghouse. 

Recommendation 6-3 regarding scopes of work and reporting. The 
scopes of work of all long term adviseru should be reviewed with the 
MOH and USAID, and their work should focus on achieving specific high 
priority outputs. The quarterly reporting system should be 
simplified and modified to focus attention on progress toward 
achievement of the planned outputs. 

Recommendation 6-4 regardinq periodic review of data with regional 
and local MOH personnel. The Westinghouse regional advisers should 
help MOH regional staff begin systematically collecting a minimum set 
of data on five or six primary care service indicators. They should 
use this as an opportunity for teaching regional and local personnel 
how to use data for management purposes, for continuing education, 
and for assisting the regional staff to solve problems and to 
establish priorities for action while always respecting the 
established channels of MOH. 

Recommendation 6-5 regarding the use of evaluation reports. The MOH 
2nd USAID should continue the systematic review process already 
started with regard to this proposal, i.e., identify promising 
recommendations, dialogue and "consensus building" about specific 
actions to be taken. Short- and long-term action plans should be 
developed for implementation of specific recommendations selected by 
the MOH and USAID. (In March 1985, the evaluators noted that action 
had been initiated already on various recommendations made in the 
working papers of November 1984, and the written draft of January 
1985. The action-orientation is commendable.) 



SUMMARY OF RECOMMENDATIONS 

This Chapter brings together all the recommendationa of the report in 
one place for the convenience of the reader, although a Pew of them are 
abbreviated here, The recommendation8 m e  numbered according to the rection 
of the report where they appear in full together with the eupporting 
analysis. For example, Recommendation 4.1-2 is the second recommendation in 
eection 4.1. At the end of Chapter 7 the institutiona involved in each 
recommendation are identified in Table 24. 

7.1 Summary of All Recommendations from the Evaluation 

MOH Family Planning Services Recommendationa 

Recommendation 3.1-1 regardinq improved provision of family planning 
ssrvicea. Make orals, condoms, creams, and tablets available at all 
health posts. Allow glJ the health staff, including auxiliaries and 
nurses, of all facilities to distribute orals to continuing users. 
Unless non-physicians are allowed to resupply continuing users with 
orals, use of this important contraceptive method will probably 
remain low in areas without doctors. 

Recommendation 3.1-2 reqarding MOH Norms for service providers. 
Paragraphs 1.1.17 and 1.1.18 should be combined and changed to 
clarify that those seeking family planning services for their first 
time be counseled bg a person trained in counseling in the various 
contraceptive methods and be provided a temporary method such as 
condoms or foaming tablets. If the client wants a more permanent 
method such as orals or an IUD, an appointment should be made with a 
person qualified to provide this service. It should also include a 
statement that a person requesting service for the first time be 
provided a temporary method regardless of where they live... 

Recommendation 3.1-3 on increasing support and assistance to 
hospitals for family planning services...There seemed to be much 
interest on the part of the MOH hospital staff and selected MOH 
facilities to provide family planning services, and efforts should be 
made to find ways to support these interested groups, Service 
statistics indicate that hospitals are already major providers of 
family planning. More family planning equipment, supplies, and 
training should be given to hospitals where the program is more 
productive without neglecting health posts and health centers. 

Recommendation 3.1-4 on quantities of contraceptives distributed. 
Inform MOH staff at all facilities that plenty of contraceptives are 
available, and that they should distribute contraceptives in larger 
quantities per visit to each acceptor to foster higher continuation 
rates. This is especially important when acceptors have to travel 
long distances to obtain family planning services. Specifically, it 
is recommended that users at each visit be given the following: 
three cycles of orals, two dozen condoms, two tubes of cream 
spermicide, and two tubes of vaginal tablets. 



Reconmendation 3.1-5 on t r a i n k i n  family nlrnnins metho&. 
Strengthen training of all MOH perronnel in frmily planning mrthods, 
particularly hralth post personnel, 

Recomnsndation 3.1-6 to evaluate curront communitv-barrd.diatribution 
rffortr. Arreso the community-bared distribution rxgsrimentr in 
Callaa and Ica for thair effectivenear. Xf warrantod, ure there 
rites ar training aiten for other arear which have the potential to 
implement tho eamo model. 

Oral Rehydration Therapy Recommendatione 

&commendation 3.2-1 to develo~~ an action Qlan for O E ,  The MOH 
should continue to give high priority to ORT, and USAID should 
continue to suPport-~0~ efforh baca& of the high potential for 
reducing mortality with ORT. An action plan for more effectively 
extending,ORT to the community levol should be prsgered without 
making it into a vertical program. ORT should continue to be an 
integral part of the PKC strategy. 

Recomendation 3.2-2 regardinq local production of ORS. Pureue any 
opportunities to increase Peruvian production, lower costa, and 
encourage the passing through of the cost savinga. For example, WHO 
has recently approved the preparation of ORS with a citrate base; 
since citrate is available locally, it might reduce the cost of 
production significantly. Several Peruvian scientists have conducted 
studies on ORS. These scientists should be brought together with 
private sector representatives interested in production of the new 
formula to assess the feasibility of production in Peru. 

Recommendation 3.2-3 to educate pharmacists and physicians. A 
program to educate pharmacists about ORT and the WHO standards for 
ORS should be considered. The public is accustomed to buying 
medications from private pharmacies with a physician's 
recommendation, so they are also likely to go to pharmacies for ORS, 
There may be ways to integrate pharmacists into the advertising and 
education of communities about ORT, A promotion effort through the 
Colegio Medico to reach MDs deserves exploration. 

Recommendation 3.2-4 on promoting homemade solutions. Standardized 
and medically appropriate information about home-made solutions 
shou1,d be prepared and distributed to health centers, health posts, 
and promoters. Similar information should be prepared for broader 
public dissemination using mass media (especially radio), 
particularly for use in areas where the distribution of ORS packets 
will continue to be deficient, such as where the population is highly 
dispersed. 

Environmental Sanitation Recornmendations 

Recomendation 3.3-1 to consolidate environmental sanitation 
activities. Consolidate environmental sanitation activities by 
completing activities already initiated and reprogramming the 
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romaindar of project 219 environmental ranitation funds into rclgionr 
not covsrad by tho larger ranitation projeet or into other projoct 
activitioa. 

Rocomnendsrtion 3.3-2 rogardirg s$udy on thr typo o f t r i n r r ,  
Conduct a otudy of grclfarencrs ragarding type of latrinv to increase 
the uoa of latrinor. 

Recommendation 3.3-3 reirdinq USAID r u ~ r & .  Increaee USAID aupport 
of naw rnvironmental eanitation and rural water auggly grojecte, 

Recommondationr - Community Educatioz 
Recommendation 3.4-1 regarding health education materials. The MOH 
ehould make a commitment to purchase, produce and distribute a 
sufficient quantity of health education materials to all levels of 
the PHC system. On a routine basis instead of on a one-shot or 
sporadic basia, the Spanish Education materials being made available 
to the area hospitals ehould be made available to health centers, 
health posts, and promoters. 

Recommendation 3.4-2 to increase use of radio for health education, 
USAID should consider supporting development of regional radio 
campaigns in ORT, imunizations, prenatal care, and family planning 
and supporting the planning for ongoinq, regular, pariodic radio 
spots and other types of radio programs in the different indigenous 
languages. The messages and tapes developed in the mass-media 
campaign should be sent to the regions, and funda should be made 
available to allow regiona to program apots on local radio stations 
and in local languages. Radios are available where health p e r s o ~ e l  
will not reach in the near future. It appears to be an underused and 
potentially very effective medium for health messages as it is in 
messages for commerce, politics, and agriculture. The team suggests 
assessment of the cost-effectiveness of television media campaigns 
versus frequent regular spots on radio in urban and.rura1 areas for 
future programming. 

(In March 1985 it was decided that the program for mass media will 
continue. An increase in the use of radio will be considered when 
there are evaluation results in July 1985. Tapes can be sent to the 
regions for local programming.) 

Recommendation 3.4-3 to coordinate community education with delivery 
of services. Link and coordinate health education and media efforts 
to stimulate demand in a timely fashion with the providers of related 
services and with the delivery of supplies (such as ORS and 
contraceptives). 

Project Management and Admininstrative Structure 

Recommendation 4.1-1 regarding a PHC management team for Peru's 
primary health care proqram. Reorganize present personnel with 
responsibility for overseeing PHC activities into a PHC management 
coordination and improvement team for PHC, including but not limited 
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to projratr 213/230 and 224. The tram should inalude oPfiairlr from 
the arntrul Department of Projratr (DSMIP) and the Regional 
Ccwrdinatorr of all participating rrgions. The BHC team rhould 
improvr AW rativitier , includhy f imncial and logirtics problems, 
work toward4 rotting serlirtic pbr;.formanoa targets, aollwt 
information to be a ~ l y z r d  to improve management, and work to 
improve reporting to the MOH and international agrmcisn. The PHC 
tram rhould avoid brcaning a now obstacle to the efficiant progress 
of plans and rrqurrtr. The main thrurt of tho reaomen&tionr in 
other rrctionr ir to delegate greater rerponribility to tha rogionr. 
The PHC team rhovld become a rourcc of arrirtancr to the rrgionr, 
a new layer of reviow and approval. above the Regional Dirrctor. 

Prople from the eucceerful project teamr for Ica, Piura, Trujillo, 
Callao, etc., rhould be included in the PHC team. This will enrure 
that some members of the toam have had a rucceoaful oxperirnce ae 
part of a tram. 

Syecial training for the PHC team would be uaeful to rtrengthen their 
knowledge and ekillr and for WtasP building", The training sight 
include a workehop on aetting objective#, clarifying the PHC team 
role relativa to toher PHC crganiaations, setting realistic PHC 
performance targets, and mobilizing reeourcer ar neceoeary. 

The Westinghouse adviiaers ohould participate in the training as 
trainers and/or as participant8 by accepting a collegial role on the 
team. They should be available as a rearource to help accomplish a 
few high priority tasks requiring Weatinghouse assistance. Thia kind 
of co1legi:al dialogue rhould generate useful tasks for the 
Westinghouse team. 

The trainin9 workshop might also develop better work distribution for 
the PHC team related to the coordination and management improvement 
work that the team should implement. This includes planning, 
control, and evaluation of PHC activities for problem iclentification, 
resolution and any required reprogramming. 

(In March 1985 the evaluators were informed that seminars are being 
pushed now with Ica people coming to Callao, Callao to Ica, Piura, 
etc. ) 

Recommendation 4.1-2 regarding "performance boards" A clear and 
relatively simple technique for reinforcing an "output orientation" 
is a "performance boardN for DSMIP and for the Vics Minister as well 
as for the officas of USAID, Westinghouse, and other offices involved 
in PHC. A "performance board" is used to monitor the status of the 
project focusing attention on indicators of PHC services to the 
population in need 0% health care. Table 1 of this evaluation 
illustrates t h ~  kind of indicators- ORS packets distributed, prenatal 
and post natal consultations, new family p l a ~ i n g  acceptors (and 
active contraceptive users), children protected against polio, etc. 
Most of the data are available at the hospital level even though tbey 
are not widely used, 



Similar uperformance horrdrM for the regional, hosgital, health 
crnter, and health port lavolr are both uaeful and fearible, One 
evaluator raw perfomnar boards in Panam yoarr ago dieplayed in the 
waiting room of health centerr togrthor with the budget for the 
haalth center; it made tranrperrnt to the patient8 the ingutr and 
output8 of "theirtt health center, 

The next leva1 of mophimtication in a "~orformance boardH is to plot 
targets for each indi~ator, e.g., rhow lart yeart# actual monthly 
average and monthly targets for the current year if data are 
collected monthly, 80 that performance can be easily comgared to the 
targets. 

The third level of sophisticrtion, aleo well within the capabilities 
of Peru's MOH, ie to estimate the size of the target population for 
each kind of service and monitor the %overagew indicators. Some 
technical guidance may be needed to estimate the target population 
and procedures for estimating coverage correctly. It may bu best to 
start out wing coverage indicators only for management purposes at 
the higher levels in M E  and at USAID since very low coverage may be 
discouraging for field staff. Once there is positive momentum in 
several areas and coverage is improving, introduce the coverage 
indicators to give a sense of perspective a b u t  the magnitude of the 
task of groviding adequate coverage to the massive population in need 
of PHC services. 

Recommendation 4.1-3 related to adding one USAID officer for primary 
health care work. USAID should consider adding one officer to the 
Health and Nutrition Division to assist in PHC activities in the 
Health and Nutrition Division. An assistant to help with processing 
project documents (and with simplifications of procedures on the 
Peruvian side) should free the Project Manager to participate more in 
other aspects of the project and to p r a t e  and coordinate other PHC 
activities. 

Recommendation 4.1-4 regarding setting priorities and output targets 
for USAID contractors. Establish clear output targets for the 
Westinghouse contract resulting from a dialogue including USAID, 
Westinghouse, and the MOH. There is sufficient experience ts 
identify potential targets, judge what is realistic, and set 
priorities. This process should orient the Westinghouse team toward 
some specific realistic output targets now while they have 
discretionary resources. Some suggestions regarding output targets 
for the Westinghouse advisers appear in Section 6. 

USAID would benefit from "performance boards" in the office of the 
Project Manager and the Division Chief. See Recommendation 4.1-2 
regarding "performance boards." 

Recommendation 4.1-5 regarding financial controls in future health 
programs. In preparing the project paper for follow-up projects 
supporting PHC, USAID sho~ld analyze the need for and feasibility of 
modified financial procedures conducive to decentralized operations 
by MOH. For example, consideration might be given to using an 



auditing firm in Peru, working for USAID or working for QOP to go to 
the region8 ar neceorary for financial mnagament and control. 

Recommendation 4.1-6 regarding the nsrtici~ation of regional 
garaomrl in the planning ~roceer, Involve ragional geroonnel more 
in glanning. The CK)P rhould review itr Q F O C O ~ U F ~ E I  for raguesting the 
pinto of view of the grofeesional perronnal in regional offices of 
the Ministry to determine: a) to what extent theae procedurer 
contribute to plane that are later considered to br unrealistic by 
ogerating garsonnel, as well aa to the loro of motivation on the part 
of the regional psraotanel, and b) how the opinions and perapectives 
of the regional offices can be obtained eyatematically and integrated 
into the plane of the General Planning Office.., 

The ecogea of work of the six regional Westinghouae consultants 
mhould give high priority to assisting the health officials in the 
development of data on costs, unit coats, and performance as well as 
to clearly communicating to the General Planning Office the true 
situation and relating actual practices to health priorities of the 
region. 

Recommendation 4.1-7 regarding the Monitoring Committee. The 
Ministry of Health should continue to develop a Monitoring Committee 
and to use the Office of International ~ x c h a i ~ e  for the c&rdination 
of international projects, Draw up terms of reference that fit the 
strategy of PHC, give a clear and realistic specification of the 
expected results, and a specific plan of activities. The General 
Office of Organization and Methods...and USAID should provide ... technical assistance as needed... 
Recommendation 4.1-8 rsgarding the use of Integrated Regional Health 
Plans instead of Project Operational Plans. Integrating any future 
SAID and other foreign assistance projects into Regional Health 
Plans should be considered, since no additional ope rational plans 
will be drafted for projects 219/230. International organizations 
would benefit from this measure in various ways. A consolidated 
regicnal budget would facilitate determining project complementarity 
and calculating each project's overall contribution. A considerable 
reduction in the processing work for the preparation and execution of 
the regional plan could be expected since only one plan rather than 
several would be drafted, as is currently the case. 

Recommendation 4.1-9 reqarding delegatAn. The Ministry of Health 
should a,rralyze the feasibility and desirability of delegating 
resgon~ibility for day-to-day operations from the central to the 
regional and subregional levels. The Office for Organization and 
Methods could analyze specific situations with outside technical 
assistance as needed. The analysis should include interviews with 
regional as well as central MOH directors. In analyzing which 
functions can be done better from the regional level and how much 
delegating should be done, the study should consider the 
recommendations in other sections of this report, especially 4.2 
regarding financial systems, and 4.3 regarding logistics. There are 
already regions, such as Ica, that havrd good experience managing more 
autonomously. 



Recornendation 4.1-10 related to control and evaluation, Examine the 
control method# currently used in projecto 219/230 to onaure that 
they contain the errential elements of a good feedback and 
adminirtmtive control syrtem. These are: realistic performance 
trrgetr with simple indicators that are eary to monitor, a procase 
for collecting and interpreting information to improve tho rituation, 
and a process for taking corrective measure#. The Head of the 
Project Department ehould develop a plan of action for creating this 
monitoring ryrtem, with technical asrietance as necessary. USAID 
should promote the dovelopment of this fredback/replanning system, 

Periodic reports are ureful if they are concise and focus on critical 
information on problems and opportunities to improve the efficiency 
of specific PHC componenta. Report content normally should not 
remain unchanged from one period to the next. A mix of achievement 
reporting and exception reporting is normally appropriate. For 
projects 219/230, the report content should be classified by project 
component, each with a target showing expected achievement in terms 
of quantity and time. Reports comparing actual and planned 
perfomlance should be prepared, and operating personnel should be 
offered the chance to report on problems and be given the opportunity 
to call for help from the central level. 

Rgcommendation 4.1-11 regarding the preparation of norms, Change the 
MOH approach of using norms to communicate policy; place more 
emphasis on providing practical guidance to the operating units. 
This would entail more participation from operating units in norm 
preparation and review. Innovations could be tested selectively to 
provide realistic and flexible guidelines. Norms should be output 
oriented, instructing the operating units on objectives and should 
allow more discretion to respond to unusual situations with these 
objectives in mind. 

National norms could provide principles, but give the regions 
flexibility to set specifics in cases like per diems. Recommendation 
4.2-7 deals more specifically with travel expenses. 

Recommendation 4.1-12 regarding imaxoved systems and procedures. The 
MOH should analyze systems and procedures and make recommendations to 
eliminate delays that hamper operating personnel. The General Office 
of Organization and Methods (OGR) will need help fulfilling its role 
as internal consultant for MOH systems and procedures. Starting 
points should be the changes in the Financial and Logistics Systems 
recommended in sections 4.2 and 4.3. Detailed analysis of needs and 
implementation of changes should be supported by outside advisors 
from Westinghouse or elsewhere, but the OGR should participate 
actively both to contribute and to improve the OGR's capacity for 
independent analysis. 

Becomendation 4.1-13 regardinq in-service training for management 
and administration skills. MOH personnel need more in-sarvice 
training to perform their management and administrative 
responsibilities efficiently. Section 4.6 regarding training 



indicate# that a groat doal of foreign monoy is available for 
training BHC personnel at the periphery, and that BHC training funda 
ahould be more carefully rationod. Some of these funds should be 
redirected to training in baric mcrnagement and administration skille, 
such as the development of output targotr, unit costs, and uaing 
feedback to solve problemo. The MOH would benefit much from 
additional training, but it ahould not aome from projects 219/230 in 
view of the PHC prioritiee of these  project^, Other agenciea with 
different prioritiar may be interested in filling this gap. 

Recommendation 4.1-14 reqardinq increased continuity of regional 
health leaders hi^ and use of "tearnefl. The MOH need@ to analyze the 
zoblem of high regional turnover with outside technical adstance 
From Westinghouse or elsewhere. The analyria should evaluate the 
impact of leadership continuity on the PHC program and what factore 
influence tlhe moat effective leaders in their decision8 to stay or 
leave a regional post. These factors might include financial and 
non-financial incentives, opportunities for advancement, and other 
elements of job satisfaction. 

! 
One suggestion is to hire a Deputy Director for each region for a 
three year term to provide regional continuity even if the Director 
is moved more frequently. The Deputy Director position would be 
reserved for a person with the management and administrative skills 
to run the region in case the Director is a physician lacking good 
management skills. The MOH could thus make physicians Directors 
without forfeiting good administration. Some physicians do have 
appropriate management skills or can develop them with management 
training. In these cases the Deputy Director position can be a 
stepping stone to becoming Regional Director. 

It is important to consider experimenting with different monetary and 
non-monetary incentives and to adopt a policy of encouraging 
productive field personnel to continue in their jobs. Non-monetary 
incentives may be experimented with, ranging from public recognition 
to transfering management and professional personnel from a less 
attractive region to a more attractive one as a reward for good 
performance. 

Building a good team is another approach to providing continuity at 
the regional level. A good team can help motivate team members to 
work hard, achieve useful results, and derive more satisfaction from 
their jobs. Please note related comments on team management 
preceding Recommendation 4.1-1. 

Recommendation 4.1-15 on providing specific training to management, 
administrative, and professional personnel. Provide specific 
training for management, administrative, and professional personnel 
based on the training needs identification in their areas of 
responsibility. Training should be periodic, progressive, and 
directed to resolving problems impeding the achievement of expected 
results in PHC services. 



Recommenc¶atione on Financial Systems 

Racommandation 4.2-1 regarding a plan to improve financial 
manaqemont. With the support of Westinghouse conrultants and/or 
outside coneultante, WA should develop a plan for the effective 
implementation of tho MOH policies described in Section 4.2. This 
evalwtion report and tha specific recommendations made in the gages 
that follow should constitute the basis for such a plan. 

Recommendation 4.2-2 regarding budget preparation to include 
performance targets and estimated unit costs. In the budget 
preparation and presentation, data on performance targets should be 
integrated with resources neeeed to accomplish them through the 
establishment of unit costs. The budget should then be focused on 
achieving goals at reasonable costs. 

(The Director of OGA commented that the use of performance targets 
and other "program budgeting" methods make a lot of sense, but are 
not: possible now, because the Ministry of Finance has discarded 
program budgeting in favor of a set of "ceilings" and negative 
controls to reduce government expenditures.) 

Recommendation 4.2-3 regarding a Budgeting and Planning Committee. 
Developing useful estimates of unit costs will require a closer 
integration and coordination between the organizational units that 
presently deal separately with the projection and evalwtion of 
programmatic goals and the resources needed to achieve these goals. 
The integration and coordination may be accomplished by means of a 
Budget and Planning Committee in which the following units are 
represented. A similar structure should be established at the 
regional level: 

- Executive Office of Accounting (OECPF): 
Budget Accounting Section 

(Area de Contabilidad Presupuestaria) 
Scheduling Section 

(Area de ~alendarizaci6n) 
Accounting Information Section 

(Area de 1nfomaci6n Contable ) 
- General Directorate of Health Services (DGSS) - Directorate of Programming and Evaluation (DPE) - Directorate of Maternal and Child Health and Population (DSMIP) 
- General Planning Office (OGP) 

(The Director of OGA commented that the recommendation was a good 
idea, but that the Planning Office should be responsible and should 
involve the other offices.) 

Recommendation 4.2-4 regardirig delegation of authority. Delegate 
greater authority to the Regional Directors concerning the budget 
management and execution. Initially, the regional level should be 
delegated control of the budget execution for specific line items of 



expenditure. Tho central level of the MOH should limit it8 control 
to the major or generic itemr of expenditure, even though it 
continuer to receive expenditure reports by specific line itomr for 
information gurgoses to MEF. Simultaneourly, efforts should be made 
to establish a aystem of budgetary controls based on reaulte, goals, 
and resources, as is contamplated in the MOH policies. 

(The Director of OGA commented that the delegation can be done; 
training would be required, The recommendation to report by specific 
line items is only to allow MOH to comply with MEF requirements. The 
USAID Controllerjs office expressed concern if MOH central level only 
reviews generic items: "Central MOH ham established internal control 
units which should not be bypassed if USAID is to accept financial 
reports as a basis for reviewing project e~penditures.~~) 

Recommendation 4.2-5 regarding reporting of-expenditures. Reporting 
of expenditurea by major items of expenditures is recommended, 
Accordingly, the expenditure report should be controlled at the 
central level only by generic itema. The invoices and receipts 
supporting the expenditures incurred should be aent to the central 
level for controlling the budgetary ceiling on expenditures only. In 
due time the regions will have to account for the allowability of the 
expenditures. This is the function of post-audit accounting which is 
the current usual practice in public and private enterprises. The 
post completion audit should be done by an organization independent 
of the MOH. 

(The USAID Controller's office commented that original invoices and 
receipts need not be sent to USAID, but in view of the effective 
internal control system in place at the central level of MOH, regions 
should continue sending original invoices and receipts to central 
MOH. The original recommendation was to keep the invoices and 
receipts at the regional level using post-audit accounting. As PHC 
expands the level of operations in the field (after projects 219/230 
have ended) this further delegation should be considered again with 
changes in USAID procedures, if necessary, such as sending Peruvian 
auditors to the regions as has been done in the Disaster Relief 
Project. ) 

Recommendation 4.2-6 regarding lengthening the budget and reporting 
period to a quarterly cycle, Extend the calendar of obligations 
cycle to three months. A period of three months allows reasonable 
time for an objective analysis of the budget execution and for taking 
appropriate and timely measures to adjust the expenditures to the 

a projected costs in the calendar of obligations. 

(After the November 1984 evaluation work, the calendar process was 
modified to allow spending up to the middle of the following month, 
which ameliorates the problem of a monthly cycle. There is precedent 
for a quarterly cycle as used for the Peruvian armed forces; however, 
changing the cycle is beyond the authority of MOH (See Recommendation 
4.2-16). The Ministry of Finance must be involved. 



~ecommon8ation 4.2-7 regarding per diem. The control of! per diem and 
travel exgonoor (viiticoa) merit8 ogeciaf attention bocauue of itr 
direct and immediate impact on health rervicer and personnel. It ir 
rocommended that tho payment or reimbursement of ger diem and travel 
expenses be made on the baris of a certification made by the two moat 
immediate levels of augervirion above the emgloyee claiming the 
payment. The crrtification would be as to the date, tima, glace, and 
purpose of the field visit made by the employee. Payment would be 
made on the basia of pro-dotermined fixed ratea. The rate rtructure 
would coneider such variables as day and time of degarture and 
arrival, tyge of'transgortation used, and dietance traveled. 

(The Director of OGA commented in March 1985 that a better process 
for per diem and travel expenaes (viiticos) had juet been approved. ) 

Recommendation 4.2-8 regarding reprogramming of disbursement 
schedules. A8 a general rule, the regional level should initiate any 
reprogramming of the "Calendarios de Compromiso" and disbursement 
plans. If the central level of the MOH detects a need to reprogram 
before the region does, the central level should inform the latter 
and advise regarding the need for reprogramming. These cases should 
be exceptional. If they were not exceptional, the solution should 
not be substituting the central for the regional level doing the 
reprogramming. 

(The Director of OCA commented that only the Minister can reprogram 
disbursements and only under strictly controlled circumstances.) 

Recommendation 4.2-9 regarding program and project coordination, The 
MOH should experiment with different coordination mechanisms and 
stratsgies such as: 

o Regularly scheduled meetings between units with a significant 
functional interdependence and shared objectives. These 
meetings should follow a predetermined agenda, structured so as 
to foster an integrated approach in the definition of goals, 
evaluation of the accomplishment of goals, analysis of factors 
that contribute to or hinder their accomplishment, and the 
actions required to correct deviations from the targets. 

o Interchange of work plans and reports about tasks completed. 

o Occasional seminars and workshops. 

o "Living" workshops for the employees to share perceptions and 
concerns which often constitute communication barriers and 
interfere with communications. 

A great part of the communication barriers will be eliminated with 
the implementation of the above recommendations. 

(The Director of OGA commented that "if MOH can do it, so can the 
regions.") 



Recommendation 4*.2-10 regarding motivation. Making major 
imgrovemento in motivation require8 more analyair and gore far beyond 
what can be done in thia evaluation. The implementation of the abovo 
reconnronddtiona should contribute to the creation of a more 
motivating environment. All the above recommendations will, directly 
or indirectly, satirfy hwnan neede. According to behavioral rcience 
theories, poop10 seek self-fulfillment; they want to assume 
reegonaibilitiea commeneurate with their cornpotonce; they want to be 
considered part of the organization and to contribute to the 
accomgliahment of its goalr; and they want to feel needed by the 
organization. 

RecommenBation 4.2-11 regarding Operational Plans (t9Planes 
Operativosw). (No more Operational Plans will be submitted for 
project8 2.19/230, but the recommendations of the evaluator are - - 

presented for their relevance to streamlining the financial 
procedures for future projects in Peru.) The review of the 
Operational Plans (see Table 5, step 2) should have the benefit of 
the advice of the Executive Accounting Office (OECPF) to make sure 
that they are compatible with the overall MOH budget. Similar 
participatim may be given to the General Office of Planning to make 
sure that the "Planes Operativoet9 are compatible with the "Plan 
Nacional de Cesarrollo-Plan Operative Sectorial del Ministerio de 
Salud." In addition, the @'Planes Operatives" could be simplified 
considerably. This would facilitate their preparation, analysis, 
review, approval, and implementation. Three copies of the 
implementation letter ("carta de implementaci6nn) or PIL that USAID 
sends to the DGSS (step 3) could be sent directly and simultaneously 
to the OGA (one copy) and to the OECPF (two copies) (steps 4 and 8). 
The OECPF could send directly and simultaneously one copy of the PIL 
to the "Unidad de Contabilidad - ~dministraci6n Central" and the 
second copy to the "Area de Convenios" (step 8). 

Recommendation 4.2-12 concerning the request for funds. The requests 
for USAID funds that originate at both the regional and central MOH 
levels (Fmms 1 and 2) could be appropriately consolidated by the 
DGSS (Foms 3 and 4) (Table 7, steps 1, 2, 3, 4, and 5). The DGSS 
should reconcile the requests for USAID funds in coordination with 
the "Area de Contabilidad Presupuestaria" and the "Unidad de 
Calendarios y Control de la Ejecuci6n del Presupuesto" of the OCEPF 
to assure their compatibility with the requests for funds from other 
sources. The IGSS could send all this documentation directly to 
"Area de Canvanios" of the OECPF. All documentation concerning the 
requests for USAID funds could be sent directly to USAID by 
theDirector General of OGA with an information copy to the Director 
General of the "Oficina General de Intercambios Internacionales" 
(OGII) (steps 8 and 9). 

Recommendation 4.2-13 regardinq receipt of funds. USAID funds should 
be sent directly to the regions. USAID would send simultaneously a 
copy of the corresponding Remittance Form (SF 1034) and a photocopy 
of the check to the DGSS. The DGSS would make three "oyies of those 
documents and would distribute them directly and si~~ultaneously to 
the Director General of the OGA, the Director of the OECPF, and the 
Office of the Treasury (steps 14 and 15). 
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(USAID payment directly to tho regions war approved in principle by 
OOA in September 1984.) 

Rocommendation 4.2-14 reqardinq reporting of exgenditurea. The 
documrats concerning the liguidatjon of funds ehould be sent by the 
OOA directly to USAID. An information copy would be aent to the 
WII. The Report of Expenditure8 rhould bo limitod to the major or 
generic items of axpenditurea. Finally, the review of! the invoices 
and receipt8 that support the disbursement of fund8 and the 
certification of their allowability ehould be delegated to the 
Regional Directors. Both USAID and the MOH central level could 
verify the allowability of the expenditures and the supporting 
documentation by means of financial audits at the and of each fiscal 
year, 

(The Director of M A  commented favorably on sending OGII an 
information copy as recommended (see related recommendations 4.2-4 
and 4.2-5.) 

Recommendation 4.2-15 regardinq technical assistance in financial 
systems. The General Office of Organization and Methods should 
contract a full-time syatems analyst to provide technical assistance 
to the MOH. The analyst should have adequate preparation and 
competence in "Systems Analysis" so as to approach the financial 
systems from a broad and integrated prespective. This incJ.udes 
understanding the components of a financial syatem (financial 
accounting, cost accounting, budgeting, cash flow, capital 
investment) and the relationship of the financial system to the 
administrative structure and other systems, including the information 
system. The Systems Analyst should develop and implement a work plan 
to gradually make the necessary modifications to the financial 
systems and procedures that would expedite the work of the health 
delivery system and make its functioning conform to existing 
policies. This will require a process of consciousness-raising and 
training of everyone served by the financial system. The basic 
modifications required have been recommended in this section of the 
evaluation. (The Director of OGA commented that technical assistance 
in financial systems was a good idea and he welcomed it. 
Westinghouse concurred. USAID plans to provide more TA in financial 
systems. ) 

Recommendation 4.2-16 reqarding USAID's offering assistance in Public 
Expenditures Management. USAID should discuss with the Ministry of 
Finance the negative effects on "performance" of the operating 
ministries that result from the system now being used to restrain 
public expenditures. The negative effects of poor performance in PHC 
services and other public services on the legitimacy of government 
and popular wlitical support should be noted. USAID should offer 
assistance to the newly elected government of Peru in public 
expenditures management zd one option available to the new 
government, if this kirbd of afbsistance fits the priorities of the new 
government. 



Resomnsn&tion&3-1 regardinq gB5fD grocuramont, Require the 
Directorate of Maternal and Childl Health (DSMIP) to draw up equipment - - -  
rgecificationr and deocriptiono of matorialo aa completely ao 
pmriblr to facilitate and simplify yrocuremont at USALD. In tho 
cave of aquigment purcharae, it would be appropriate to receive tha 
technical guidance of the personnel originating the requat for 
preparing tho eggcificationo. If poseible, the source of the 
information about the kind of item desired should also be provided, 
e,g., the catalogue and pago number, catalogue or factory 
illustrations, or photocogi~~ of the illustrations with the purchase 
order are highly recomended. 

Recornendation 4.3-2 reqardinq training/orientation for peraonnel - 
involved in procurement. Arrange training or orientation seminar6 
for USAID and the MOH to discuss concerna and rerolve doubts 
regarding procurement aystemu common to both, resolve problems, and 
improve the professional training of the peraonnel assigned to them 
tasks. 

Recornendation 4.3-3 reqarding analysis of the USAID purchaainp 
office. Consider an analysis in greater depth than was possible in 
this evaluation of the procedures for USAID purchasing, particularly 
to determine to what extent the program's operating personnel can 
provide better guidelines to the USAID purchasing office for 
preparing specifications for equipment and pharmaceutical purchases. 

Recommendation 4.3-4 reqarding purchasing handled in Washington, 
Investigate the feasibility of shortening even more the purchasing 
cycle for purchasing in the USA, by taking advantage of every 
opportunity that presents itself. 

Recommendation 4.3-5 regarding procurement at the MOH central level. 
The procurement system of the MOH merits an exhaustive evaluative 
stud; followed by- technical assistance to modernize it and make it 
more efficient. To achieve this goal it probably will be necessary 
to change the laws and decrees that currently govern the procurement 
system. A better inventory control system with maximum and minimum 
inventory levels should be considered in the study. 

(The Logistics Group commented ,that conflicts between international 
agreements and Peruvian law cause major problems, but not in this 
project. The international agreement should prevail, but there are 
differences of interpretation, Some projects have less trouble. The 
"Ley de Presupuesto" (page 12) Articles 25-28 creates the conflicts. 
The group concluded the problem was important enough to justify OGA 
and an adviser studying the problem to identify long term solutions.) 

Recommendation 4.3-6 regarding training in procurement for MOH 
staff. Arrange for refresher courses and other training 
opportunities for the technical procurement staff regarding modern 



proaucomont practicer in Peru and abroad. Training abroad ir 
appropriate for two officialr of DASA much am the aurront Exocutivo 
Diroctor, Lia. Julio V. ~errora-E'ar~ndez, and one othar woll known 
employee who ir drrgly involvod in procuremant work. Thoy will 
bonrfit from mruting othor grocuromont rpocialistr and tho work of 
thair unite will bonofit, Continuity among the key employoer of 
DASA, arpeoially at tho Exocutivo Diroctor love1 and tho hoadguartrrr 
of the technical procuromont office, ir important for rurtainod 
improvomrnt by gonorating idear, tasting new rpprorchos, and crrrying 
the mucc~rrful innovation8 into the daily work of the unit, 

(MOH commanted that training abroad may not be agpropriate becauro 
Peru's laws for procurement are very rtrict, rigid, and 
conrervativa,making it hard to learn anywhere outride Peru. Tho 
training io noedod but tho people who are trained abroad are likely 
to go to another job, The Department of Pereonnel could do eomething 
about it but turnover is a general problem.) 

Reconunendation 4.3-7 regarding avoiding mail roome. Study the 
possibility of eliminating some of tho intermediate ategs and 
tranractions by ueing fewer mail atations (at each Division for 
internal mail and for the transmittal of documente) so that, for 
example, the documentation or purchare orders go directly to the 
Executive Supply Office from the perron requesting them at an 
Executive Office. Thia change could save time and would facilitate 
the delivery and distribution of merchandise. The alternative of 
handling mail and documents through one central mail station should 
be considered. 

Recommendations - Procurement at the Central Level 
Recommendation 4.3-8 regarding notifying DASA of purchase 
transactions initiated. A copy of all purchase orders forwarded to 
USAID by MOH offices like DSMIP should be sent to DASA for 
information purgoees. 

(The Logistics Group agreed with the recommendation.) 

Recommendation 4.3-9 regarding introduction of computersin 
procuremr~nt at MOH. The analysis of the MOH procurement system 
contemplated in 4.3-5 should consider the m e  of computers in the key 
functions. Computers could improve the effectiveness and efficiency 
of purchasing and storage control. The computers could also 
facilitate operations while supplying valuable statistical data 
necessary for the modernization of the procurement system and 
possibly installing CRTs (terminals with a cathode ray tube screen) 
in the health region offices. In addition to analyzing the potential 
impact on procurement and supplies, the analysis should also consider 
the impact on employment and the ability of MOH to maintain and 
support the system and pay for the on-going expenses. 

(MOH commented that computers are much desired and USAID assistance 
is requested. In the current inflationary environment, good 
management dictates buying early to get as many goods as possible 



with a given budget in roler and maintain higher inventorlee. 
Nowrvar, it 3s evrentirl to have a good inventory control ryatem to 
know whvn to reorder to avoid overflowinq the facilltier, to oontrol 
theft and apoilagc, etc. Computer baaed ryrtamr are derired a8 ir 
%prrationa rarearch." DGIMXP and CQA want cornputerr, It would 
facilitate dirpatchfng gooda directly from Callro to the regionr 
without the delay at Central MOH. Westinghoure will rtudy DSMIP 
needr. No decision war mule on analyeing OOA naedr.) 

Recommendation 4.3-10 reprdincr -term rupgly contract#. &no 
ryrtom that h a  proven efficient in other countrier involver 
purchaeing through long term rupgly contracte (i.s,, rix to twelve 
monthr) for rugplieo at pricrr agreed upon through ~ublic bidding for 
those articlrr, aquipmont, and product8 used daily or more oftun, 

Even though the impact of inflation makes it difficult to implement 
thia recommendation, it may be applied eelectively at thia time to 
idontify responsible and capable aupplierr who are willing to taka 
into account the effects of inflation when submitting their bide. 

In some other eountriar with rerioua inflation, purchure price8 have 
a built-in indoxing tied to the dollar, the cort of living, or an 
index of conrtruction coats, rtc, (Jack Wolff coneidere long term 
contracte infeasible until inflation io under control,) 

Recommendation 4.3-11 recrarding continued use of USAID procuremcent. 
It will continue to be appropriate for USAID to make direct purchases 
and assign the responsibility to the MOH for articles or products 
that are hard to procure and for productr where there is likely to be 
an important advantage regarding price, quality, delivery 
capabilities, and the origin of the manufacturer. Nevertheless, the 
MOH should participate, at the central level as well as at the health 
region level, in a study to determine which articles or products 
which are difficult to procure and consequently should continue to be 
procured directly by USAID, which purchases should be assigned to the 
MOH for purchasing, and which merchandise should be procured directly 
by the health regions. Naturally, the final determinations for 
equipment purchases should take into account guarantees and the 
availability of replacements as well as maintenance and repair 
considerations. The progress of DASA should be taken into 
consideration in the allocation of responsibilities to be taken over 
immediately. 

Reconunenclations - Procurement at the Regional Level - 
Recommendation 4.3-12 regarding improvement of procurement at the 
regional level through better planning and supervision. Better 
planning and supervision are probably more important than money in 
the short run, since some important items are purchased with donated 
and loan funds and are available in Peru for the PHC system, e.g., 
oral rehydration salta, contraceptives, and essential drugs. 
Improving the financial situation and.the financial systems will be 
important for the longer term for the MOH purchasing and distribution 
process. 



Better planning and aupervirion can improve tho dirtribution of 
ru~plier to loaationr that prraantly do not gat adequate mppliee. 

Rac~mnondationa - Toahnical and Reqionrrl Abviaorr 
Recomm~ndstion 4.3-13 rouardinq an inventory of latrine c~natruction 
and inrtallationa. Carry out a complete inventory of the latrine 
conotruction and inatallation project to determino the rtatur of tha 
program and provide a barie for making realistic astimaton of which 
regions are working affectively and where the program in paralyzed. 

Recommendatig~4.3-14 regarding m8nagement.and motivation, The 
general recwmendationr 6ti sectional 4.1 and 4.2 are applicable to the 
procurement sad ruppliar function, i,o., attention ia needed to 
motivate the people involved, to rat performance target8 at all 
levelr, and to measure performance compared to the targete to analyze 
where there are important opportunities for improved effectivenefis 
and efficiency. 

Recommendation 4.3-15 regarding transportation and vehicle 
maintenance and atorage. Analyze in greater depth the extent of the 
tranvportation problem, making a atudy of all the vehicles available, 
their operating condition, the availability of maintenance and actual 
use. The study should consider the feasibility and desirability of 
contracting out transportation work where the costa are higher and 
the service is less satisfactory from the MOH than from an outside 
contractor. The second study of storage should be kept separate. 

(The Logistics Group agreed that studying transportation and doing a 
separate study of storage were sensible. Jack Wolff recommended a 
study for one region earlier regarding cannibalizing, but it was not 
done. DASA should do the studies with TA from Westinghouse.) 

Recommendation 4.3-16 regarding customs brokers. Analyze the 
feasibility of uaing the services of customa brokers for the handling 
of customs-dealings, putting these professionals in charge of all 

- 

processes related to customs as soon as the donated or ordered 
merchandise are received, or as soon as the bills of lading arrive at 
the MOH. Customs brokers are used successfully in other countries, 
and the functions and responsibilities of these agents are duiy 
regulated by the respective governments. Specialists in their 
fields, these brokers may be able to speed up bureaucratic processes 
and facilitate the customs process at a reasonable or reduced cost 
for projects 2191230 in particular and for the broader PHC program of 
the MOH as a whole. Customs brokers do not charge for storage in 
their warehouses. 

(The Logistics Group agreed that a study was worthwhile, especially 
considering that brokers do not charge for storage in their 
warehouses. PAHO uses customs agents and is pleased with them. The 
Westinghouse agent got personal effects in three days with an agent, 
while USAID people may wait three months. However, there was 
disagreement about the potential for important improvements through 



agentr due to problemr internal to ourtomr t h ~ t  will not be 
affeoted. Naw complicationr are r l m  daveloging. New import 
regulationr requirr tho imwrtar to gay the impart duties (i.r., AID) 
but the Minirtry ia baing oheyed currently, ro conflicting legal 
interpretationr are lik~ly, Also, LUSA ha8 challenged the import8 of 
OR5 (oral rehydrrtion raltr) so tho packets were delayed in curtomr 
in March 1985, ) 

Reaomnendation 4.3-17 regarding the role of the Regional Advisers, 
With rogard to the participation of the rrgional advirrrs in the 
distribution of $r!pplies such ar contraceptivea, such activitiee Pall 
within theit general supply functions. The regional advisors ohould 
incrraso and diversify their partjcigation in the aream of 
distribution, control, and resupply, and help to enrura that the 
facilities in their region arc adequately sugplied. In addition, 
thoy rhould particigste mars actively in the preparation and regional 
approval of the Operational Plane to expedita the procere, and rhould 
follow u? their approval at the MCIH central level and USAID. The 
regional advisors should gather direct information on supply and 
logistic8 activities in the health facilities in the regioc to help 
identify and rerolve problems that have arisen uaing the established 
MOH channels. 

Recommendation 4.3-18 regarding technical aaat!stance in logistice and 
supplies. Thera is a continued need for technical assistance 
regarding logistics and supplies. The work in this area should be 
organized around a few high priority taeks, even if the scope of work 
also includes some service and support type activities. The MOH 
should participate in the selection of tasko. 

Tasks for technical assjstance regarding 1og~:jtics that should be 
considered in setting priorities include the following: 

analyze the feasibility of using customs brokers as discussed in 
Recommendation 4.3-16; 

analyze the procurement procedure3 to simplify them 
(Recom~lendation 4.3-5) and assess the feasibility of introducing 
cornputen.. [Recommendation 4.3-9); 

analyze the feasibility of using long term supply contract8 
(Recamendation 4.3-10); 

analyze the division of procurement activities between USAID and 
the MOH (Reconmendation 4.3-11); 

analyze the supply needs by health facility in order to improve 
the plans for procurement and distribution (Recommendation 
4.3-121; 

analyze tha transportation and vehicle maintenance and storage 
problem {Recommendation 4.3-15); 



o increare training rersiona for pereonriel involved in logirticr 
and rupplier at the regional and local levelr (Recomen&tionr 
4.3-2 and 4.3-6). 

(The working group on logiatico in Karch 1985 requerted aroistance 
fron; the Technical Adviser on variour isruer deecribed earlier. It 
appeared that he would not have time to rupport all the taske that 
deorrved attention.) 

Rocomendations - Health Information Syatem 
Long Term Recommen&tione - Health Information Syrtg 

Recommendation 4.4-1 to strengthen the analytical capability of the 
MOH/OGIE. The MOH's atatistical division (OGIE) must develop a 
broader orientation than aimple data collation. The OGIE should have 
its own analytic capability and relationships with all areas of the 
MOH. More and better skilled persomarl, computer facilities, and 
training would be essential elements, implying a need for donor 
funding and technical asoistance. USAID and other international 
donors should support a comprehensive training program at ail levels 
of the MOH in management and use of information. This should include 
at minimum the strengthening of MOH analytic capabilities in use of 
data for management, planning, and feedback flystems to the levels of 
health service delivery. Specifically, needs include: 

o basic understanding of the relationship between management and 
information systems for Directors and Deputy Directors of all 
divisions and units within the MOH; 

o biostatistics capability at the OGIE, the analysis group, and 
other divisions; 

o statistical programming capability at the OGIE and the analysis 
group through short term (3 months) training programs such as 
offered by the Escuela de ~dministraci6n de Negocios para 
Gradwdos (ESAN). ESAN is currently training several CGIE staff 
members ; 

o epidemiology capability in the Ministry through both short and 
longer term courses. This is needed at the level of Directors 
of Area Hospitals, mid-level employees of each division of the 
central MOH (who would have less turnover than other higher 
level officials), and Regional Directors. 

Recommendation 4.4-2 concerning MNHS and the provider survey. 
Support the complete analysis of the health and nutrition and 
provider surveys as well as other recent major surveys; use the 
information thus generated far project management and health planning. 

Recommendation 4.4-3 regarding other information subsystems. Support 
should be strengthened for step by step installation of information 
subsystems in finance, cost accounting, logistics, physical 



infraatructuro, and human rorourcer rr moon as goroible, Little 
management improvement can bo rxpeatod without the linkage of aervico 
information to resource and marugement information. 

Recomnanchtion 4.4-4 on vital atatisticr. Dovolop a grojoct to 
improve tho ryrtem for regirtration of births and death8 in Peru. 

Recomandation 4.4-5 on the com8utorizing the information aystrm. 
Tho MOH rhould dovelop an integrated, phased plan for computerizing 
tho differant compnentr of it8 information aystom with compatible 
microcomputerr, requesting donor assistance ar noeded, Training for 
using microcom~uters should alao be part of thia plan. 

Short Tam Rocomnendetionr - Health Information System - 
RecommenQtion 4.4-6 on coordination amonq donoro. Dovelop a system 
for coordinating donor efforts related to i n f o m t i ~ n  syrtems. 

Recommendation 4.4-7 to assure conC,in--d aupport for the new 
information syatem. Continue the periodic meetings of the consensus 
group begun in the design phase of the information system into the 
insrtallation phase to foster continued MOH eugport and to start 
building analytic capabrlity. Special information sessions should be 
held when the new government takes over to ensure continuation of the 
new information system. 

Recommendation 4.4-8 regarding pretest of the new information system. 
An outside gser review for the information system will be the best 
guarantee of its feasibility and practicality. The principles and 
approaches used for NMIS provide a useful precedent. Support an 
outside official review panel of at least three respected 
professionals experienced in implementation of health information 
systems to review the results of the pretest and the detailed plans 

implementation nationwide. This review should generate some 
L . eful suggestions for implementation, guarantee the acceptability of 
the information system to the MOH, and provide a quality check which 
allows refinements and modifications to be made prior to final 
printing of forws 2nd procedures and nationwide installation. 

Recommendation 4.4-9 for an implementation plan for the new 
information system. The OGIE should: a) prepare a detailed 
implementation schedulc through August 1985 in order to be ablo to 
monitor progress closely and take corrective measures should they be 
necessary; and t) prepare a back-up alternative implementation 
schedule with a phased approach for the information system's 
introduction to the central MOH and the regions. This schedule 
should be implemented if it becomes apparent that the present plan is 
experiencing serious delays, 

Rermnendation 4.4-10 for continued technical assistance. USAID 
should support technical assistance beyond August 1981 to increase 
the probability of implementation of the information system. 
Continuity of TA is important given the 1985 change in government. 
The OGIE, with tho aid of the Westinghouse consultant, should prepare 



and proaont to USAID a plan for TA noodr to comploto the information 
ayatam implomontation. Thir plan rhould omphaaine how to improvr 
data urs and feedback in tho MOH. 
Rocommondation 4.4-11 concerning reocific agglications of the NNHS 
roaults. Sovoral itomr of information in tha nutrition and hoalth 
eurvoy would be vary useful for adjuating the atrategier of specific 
comgonrntr of project 219/230. S~ecifis items include: 
radio/televiaion ownsrohip (the masr media comgonont); ability to 
read (health education matorialr): person attending birth (the TBA 
training approach); nutritional status, breaet ferrding, and 
supplementary feeding (nutrition amendment focus); and expenditure 
patterns on medication8 (promoter remuneration). 

Recommendatione - Supervision Syetem 
Recommendation 4.5-1 to modify the current supervision model. Modify 
the current organization of the supervision system (and its 
quantitative targets) to a more feasible and realizable approach, 
particularly for supervisors of health centers, health posts, 
promoters, and TBAs. 

Recommendation 4.5-2 of four alternatives to be considered for 
reorganizing supervision: 

a. Identify the "good" supervision models currently in use in areao 
such as Ica and possibly Piura. Assess them and incorporate 
appropriate elements into the new organizational model. 

. Develop a system whereLy every two to three months all health 
promoters convene at "their" health post and all health post 
personnel gather at "their" health center. This would work 
especially well at the area hospital level, since all personnel come 
once a month to receive their paychecks. A full plan must be 
developed for effectively using these group meetings for supervisory 
purposes. At these meetings the focus should be on a review of data 
for very simple indicators of performance for each unit. Using these 
data as a base, the meetings would concentrate on continuing 
education, problem identification and resolution, motivation, and 
follow-up. As problems are identified, follow-up visits should be 
made to those in need of a visit. The model developed should be 
based on a careful analysis of the relationships among different 
levels of health establishments. 

c. Consideration should be given to setting up a small, permanent, 
full-time supervisory unit at the area hospital, but maintaining the 
multidisciplinary forms recently begun since health centers and posts 
have such low staffing levels. This supervisory unit would be 
responsible for supervising health centers, health posts, and 
community workers. In order to avoid the problem that has befallen 
the training units, it would be extremely important that these units 
have line responsibility for supervision. This more limited number 
of full-time supervisors would make adequate training regarding 
supervisory skills more feasible. For exam;ple, to provide each of 



thr 125 area hoagitrlr with a two-perron auprrvisory team would mean 
traching 250 poraona ruprrviaory akillr. Thia is a much more 
realirtio objective than teaching 2,358 porrona, most of whom 
normally would dodicate 95 percent OR their tlme to non-rugerrviaory 
activitier. This full-time aupervirory term might be caAnforced on a 
rotating hrir by other rolevant rtaff. If thir is the model chosen, 
the team cannot emghaaiae strongly enough the necessity of a line I 

relatiorlakip for ruch teama, i.~., that thay should have the 
authority to rrrolve problemo for the people they are euperviring. 

d. A combination of alternatives a, b, and c. 

(Discusfaiona at DSMIP in March 1985 suggested that ogerations 
research would be appropriate, but that none of the model8 suggested 
by the evaluation team provides a general aolution.) 

Recommendations 4.5-3 regarding supervision self-instruction 
materials. Evaluate the impact of the "Modulo autoinstruixional 
sobre supdrvisi6n" on the quality of supervision and, if it is 
worthwhile, use it together with the new "modelw for sup&rvision. 

Recommendations - Traininq 
Recommendations - Overall Training Program 

Recommendation 4.6-1 that the MOH develop a comprehensive training 
plan. Training is needed in many important areas for MOH's primary 
care programs. The entire training component being supported by both 
USAID and the other donors should be reassessed and conr~olidated as 
soon as possible to make training in primary care both feasible for 
the MOH to implement and effective in meeting real needs. A 
coherent, action-oriented training plan for primary care should be 
developed. Alternatives for organizing the training or reprogramming 
some of the monies into deficient areas related to training, such as 
provision of adequate training and educational materials, should be 
explored. 

Recommendation 4.6-2 to assess training needs. The training plan 
should address both short and long term training needs after an 
assessment of these needs has been made. The results of the recent 
School of Public Health (SPH) survey of training needs could serve as 
a starting point for this national training assessment for primary 
care. The assessment also should include an analysis of available 
materials and supplies. The plan of action should be developed based 
on an analysis of the different training alternatives available in 
Peru, the United States, and third countries. For example, the SPH 
may be the more appropriate trainer for some types of training, 
whereas the Institutg Xacional de 1nvestigaci6n y Desarrollo de la 
~ducaci6n (INIDE), ESAN, or in-country workshops given by consultant 
groups may be more effective for other types of in-country training. 
The Ministry should dedicate a full-time person to coordinating all 
training in primary care. 



RrcomrnrnBstion 4.6-3 to incorporate mecific training needr 
identified in this report into the overall training otratrqy. This 
evaluation team haa identified needr for training in other aections 
of this report which ahould br part of the MOH training strategy. 

I 

Recommendation 4.6-4 concerninq USAID technical assistance for 
training. USAID should conrider supporting technical aseistance in 
training at the macro level to assist the Mini~try in seeeasing 
training needs and consolidating and organizing ita approach. A 
second activity worthy of technical assistance at the operational 
level would be to assist the Ministry in tho implqmentation of the 
training strategy and action plan. USAID should strengthen ite 
support to the School of Public Health. 

Recommendation 4.6-5 to use existing and available educationi;li 
materials, Adequate production and distribution of traininq and 
health education materials to primary health care workers is critical 
and should be addressed in conjunction with the above 
recommendations. Other materials should be distributed to the 
regions taking into account the promoter and TBA evaluation. Many 
good materials already exist. It might be more effective to 
reproduce or purchase a sufficient number of a f9w good materials 
than to spend many months and resources developing new ones. For 
example, distributing 10,000 copies of Donde no hay doctor to health 
posts and health promoters might be more beneficial than spending the 
budget currently allocated to local production of health education 
materials. This plus a number of PAHO, UNICEF, and World Bank 
materials distributed regularly and in sufficient quantity would 
contribute significantly to the effectiveness of training. 

Recommendations - Promoters and Traditional Birth Attendants 
I 

Recommendation 4.6-6 to define the role of the promoter. The policy 
issue of the role definition of the promoter needs to be addressed by 
the MOH. The team questions the advisability of continuing training 
new promoters without first addressing this issue. Related to this, 
the team questions whether llpromotion," which is the only Yask" now 
agreed upon, is having any positive impact on the system and whether 
it is worth the investment being made. 

The following are strongly recommended for all projects using a 
promoter strategy if the performance of promoters is to be improved 
and they are to have any real impact: 

a) The MOH norms for promoters should provide a clear, simple, 
task-oriented role that would include such activities as the 
distribution of ORS and specific contraceptives, prenatal care, 
etc. These tasks should be based on the needs of the rural and 
urban poor and not on professionals' competitive needs. Training 
for tasks could then be done on a modular basis based on the 
varied needs of the regions and could develop a permanent 
retraining focus. 



b) After a policy is rrachod on promoterr: 1) Drvelop an 
action plan to retrain promoterr in a modular fashion; 2) 
develop r sirn~lo taek-orianted modular training gackrge which 
would br focured on providing continuing training so different 
modular can br used for different arare of tho country; 3) 
develop rtandardized training materiala in sufficient quantity; 
4) train trainers in new agproachee; 5 )  dovolog a simple 
information and tracking system bared on tasks; and 6) reorient 
the eugerviaory system basrd on the now tasks w i n g  the 
information . ryetem. 

Recommendation 4.6-7 on promoter incentives. Resolution of the 
remuneration and incentive issue is important. Given the current 
economic situation, it is unrealiatic to aeaume that promoters will 
warlt or be able to work on a volunteer basis. If this irsue is not 
resolved, the promoter program will continue to experience high 
drop-out rater and low performance. 

Several different approaches to financial and non-financial 
incentives ahould be systematically developed, tested, and evaluated 
for impact. Several regions already are experimenting with some 
incentives for promotera. Such innovations should be identified and 
assessed for their potential usefulness. The approaches tested 
should include at a minimum a real attempt at estzhlishing a 
revolving fund and teaching promoters how to reasonably establish 
charges for services. Charging for services will be much more 
effective after the role definition issue is resolved. The 
possibility of maki~g a policy of selecting outstanding promoters for 
training to become health auxiliaries should also be explored as an I 

incentive. Additional TA to assist the Ministry in organizing its 
training activities is very important. Analysis of promoter 
incentives is needed, e.g., simple operations research studies to 
test different models currently being used. A model which might be 
tested as a way of enhancing the status of the promoter in the ! 

community is the use of promoters to assist in weighing or measuring 
children, or use of their homes as food distribution centers in 
USAID-supported nutrition and disaster relief operations. 

(The evaluators were told in March 1985 that MOH has decided thpt 
promoters will be paid. Consequently, it is essential to focus 
on mon-monetary incentives to attract, motivate, and retain 
promoters. ) 

Recommendation 4.6-8 on the need for continual supervisionand 
supwrt. Tbs final necessary ingredient for a successful promoter 
and TBA program is an effective supervisory system (see section 
4.5). It is unreasonable to expect someone with only two weeks to 
one month of training in health tasks to continue to perform 
effectively without a system of continuing training, follow-up and 
n,lnimal supplies. 

Recommendation 4.6-9 to identify model sites or approaches. Identify 
sites that seem to be using TBAs or promoters more effectively or 
that are using innovations in task assignment, p a w  [it mechanisms, 



and supervirion. Conduct amll, aim~le operationr reararch atudiea 
to aaraaa roal difforencea rnd identify the ingrodienta that aeem to 
m k o  the diffrrence, Ume auccoraful aitrr for training OF asaeaa 
waya in which the aucceaaful ingredients can be incorporated into 
prwlrama at other rites. 

Recornendation 4 , 6 4 0  on promoterr in urban rreao. Health workerr in 
urban areao suggeatrd that urban dwellera, no matter how goor, aoem 
to uaa oxiuting health facilities rethar than minimally trained 
community workers, Conrider abandonment of the promoter program in 
urban areas if data from the nutrition and health survsy confirm 
this, unlese specific task6 related to immunization, prenatal care, 
ORS or contraceptive dietribution can be developed for promoters. In 
urban areas, radio and other media probably a m  more effective for 
"difuei6nM than health information provided through promoters. 
Continue the promoter program in areas that already are uming a 
specific task-oriented approach for promoters, 

Recommendation 4.6-11 to concentrate TBA training in more traditional 
areas. Consider offering TBA courses only in more traditional areas 
or those areas in which the nutrition and health eurvey shows high 
use of TBAs to consolidate and improve performance of the TBA program. 

Recommendation 4.6-12 for birth attendance training of other family 
members. Consider the feasibility of offering courses similar to the 
TBA course to father$ rr other family members if survey results 
indicate high attendance of family members at births. 

Recommendation 4.6-13 on translation of training materials. MOS 
should support development of training materials and instructions for 
TBAs in languages other than Spanish and Quechw for the relevant 
areas. Birthing kits to pregnant women with instructions could be an 
alternative to teaching family members. 

Recommendation 4.6-14 on the use of radio messages. Explore the 
possibility of using radio on a pilot basis to inform communities of 
the presence of TBAs. 

Recommendations - Non-MOH Activities in Population/Family P l a ~ i n q  
Recommendation 5.1-1 regarding FENDECAAP. Continue and expand 
support for FENDECAAP due to its positive performance, low overhead. 
and high potential to reach potential acceptors outside Lima. 

Recommendation 5.1-2 regarding AMIDEP. Continue support for AMIDEP. 

Recommendation 5.2-3 regarding ASPEFAM. No further assistance is 
recommended at this time. 

Recommendation 5.1-4 regarding management support for PVOs. Study 
the feasibility of establishing a management support organization for 
Peruvian PVOs comparable to the ~sociaci6n ~emogrifica de Costa 
Rica. A study should verify demand for such services, the best means 
to provide management assistance, the estimated costs, and the 



potantial banafit in oxpandod covarrgo and raduced unit comtm, The 
~aoaircidn ~omogrhf ica da Coatv Rica is rorponribla for aantrrl 
accounting and the diatribufion of funda and rugpliaa for a number of 
PVQr providing family planning arrvican in Coata Ricr, Tho coat of 
aatrbliahing much an agoncy ia amtimatad to ba four to aavan percent 
of tha total donatad fun& in family planning and could rave 20 
percent in oparationo am well ar improve aarvicea. Thia coat could 
ba paid initially by the cooparatiny rganciaa and donora am a part of 
thaic grants to tho racigiontr. The kindr of rarvicaa this typa of 
organization could provida in Peru include managamant training, halp 
in rapid clearing of contrrcegtivar from cumtomr, aoaiatance in 
proauring local augglieo at lowar pricas through bulk purchasaa, halp 
in developing proporals for funding, obtaining international or local 
funding, darigning way8 for batter utilization of permomel, 
sstabliehing uniform eervice btatirticr, and developing financial 
records and logimtica ryrtams. 

Recommendation 5.1-5 regarding dollar Eundinq of PVOta. Allow W O s  
and other private rector organizations to receive grant8 in dollare 
from international coogeratLun agencies and convert them am needed in 
order to avoid the diaruptions cauaed by the rapid inflation in Peru 
today. 

Recommendation 5.1-6 regarding eurgical contraception. Allow 
competent private clinic8 to provide surgical contraception to high 
riek women defined by the norms currently in force in the MOH. As 
noted, these norms do not provide clear guidance for the private 
sector. It is believed that demand will exceed the public sector's 
ability to provide this service. Therefore the team recommends that 
procedures for surgical contraception be reviewed, clarified, and 
simplified so these services can be provided through private sector 
channels. 

Recommendation 5.1-7 regarding a project ,for private sector family 
planning activities. USAID should consider developing a separate 
project to assist private sector family planning activities. The 
major reason for a separate project is the long delay presently 
experienced by private organizations providing family planning 
services under project 230 to obtain approval of operational plans 
from the MOH. In some cases this delay has even forced them to stop 
operations for lack of funds. Another reason for a separate project 
.is that it appears that cooperating agencies may be decreasing their 
funding oupport for projects in Peru, which could cause a decrease in 
the level of effort by the grantees. Pa assessment of funding needs 
is necessary so that momentum in the private sector is not lost. 
Promisins innovative approaches should also be coasidered for 
assistance. 

Recommendation 5.1-8 concerning public and private sector 
cooperation. Cooperation between MOH and the private sector should 
be encouraged. There are currently several examples of such 
cooperation, such as the use of MOH contraceptives and facilities by 
the National University of Trujillo and the MOH provision of 
contraceptive& to FENDEZAAP. 



Rocomrndat lonr - IPS8 Tami 1,y Plrnninct Program 

R~comnrnclation 3.2-1_Eeg~rding the Trott report. Tha team concuca 
with the four low coat, short-term recommendations whiah appeared in 
tho Trott roport: 1) provision of mrnagomont training, 2) 
simplification of clinic practicer and rrporting, 3 )  improvement of 
purchasing and ruppliea management, and 4) providing Pupport for 
outreach efforts. 

Recommendation 5,2-2 regarding post-gartum surgical contracaption. 
USAID should almo coneider encouragement of pet-partum eurgical 
contraception in the IPSS rervicr system. Training could be provided 
through JHPIEGO or IAVS. OWGYN physician# in IPSS could bo provided 
training in eurgical contraception as well ao equipment, The project 
director should also be sent for training in family planning program 
management. Efforts should be made to secure a stronger commitment 
to support family planning from the IPSS Executive Board. Perhaps 
the Consejo Nacional de ~oblaci6n could be helpful in this regard. 

Recommendation 5.2-3 regarding cooperation between the MOH and the 
IPSS. Under project 230, USAID should encourage the MOH and the IPSS - 
to sign an agreement whereby the Ministry of Health provides 
USAID-financed contraceptives to IPSS in those regions where IPSS has 
medical facilities. It is feasible for the MOH to do this since 
there is no lack of contraceptives at the regional level and there is 
a precedent in Trujillo, where the MOH is providing contraceptives 
and use of its facilities to a non-MOH facility. 

Recommendation 5.2-4 concerning technical assistance for the IPSS. 
It is recommended that the Westinghouse logistics adviser spend one 
or two months at IPSS to help develop a better logistics system. 

Recommendation 5.2-5 regarding the Consejo Nacional de ~oblaci6n. 
USAID should continue to support CNP, but limit its support to those 
specific activities which directly improve programs in Peru. The CNP 
should be encouraged to obtain institutional support from other 
sources. An example of a specific activity worthy of support might 
be the analysis of data obtained from the national nutrition and 
health study which could be w e d  to improve family p l a ~ i n g  programs. 

Recommendations - Technical Assistance 
Recommendation 6-1 regarding specific areas for technical assistance. 
Increase technical assistance in the priority areas identified in 
this report. 

Recommendation 6-2 regarding "performance boards." Westinghouse 
would benefit from a "performance board" as recommended in 4.1-2. A 
national level "performance board" with the game data as used in 
DSMIP and USAID would be appropriate for the national level adviser. 
A regional "performance board" should be considered for each region 
or group of health regions served by a Westinghouse adviser. 
Estimates of coverage are desirable and should be feasible with the 
technical talent available to Westinghouse. 



R#oommondrfiun 6-3 rruardinu rcoDy of work rnd rawrtina. Tha 
raopoa of work of all long term adviaars rhould ba rrviowod with tho 
MOH and USAXD, and thoir work rhould tocur on rchiaving rpeaifia high 
grierity outputr. Tho quarterly reporting ryrtrm rhould ba 
simplified and modifiod to eocua attontion on program toward 
achiovamrnt of tho plannod outputr. 

Wacomnandation 6-4 reg~rding eoriodia review of a t a  with renional 
and loccrl MOH ~srronnol. Tha Wo~titrghouro rrgional advisers ahould 
help MOH ragionaJ rtrff brgin ryatemtically collacting a minimum ret 
of data on five or mix primary crro rarviae indicator#. Thry should 
urr this as an opprtunity for toachjqg rogionrl and local porronnol 
how to ure data for mancgomrnt purgasos, for continuing education, 
and for arsirting 42% ragional etaPf to rolve problrmr and to 
establish prioritiar for action while always rerpecting the 
established channdla of MOH, 

Racomendation 6-5 reqardinq the ure of evaluation raporta. Tha MOW 
and USAID should continue tho ayrtematic review proceae already 
started with regard to thiu proporal, i.e., identify promising 
recommendations, dialogue and wconsenrus building" about specific 
actions to be taken. Short- and long-term action plans ahould be 
developed for implementation of specific recommendations selected by 
the MCAi and USAID, (In March 1985 the evaluators noted that action 
had been initiated already on various recommendations made in the 
working papers of November 1984, and the written draft of January 
1985, The action-orientation is commendable.) 

7.2 1nstitutio:is Involved in the Recommg$ded Actions 

Table 24 summarizes the institutions that will be involved ih the 
recommended actions. The evaluators assumed additional technical assistance 
could ba contracted through the exiating Westinghouse contract. However, we 
understand that USAID has decided to contract the work through a competitive 

, 

procurement. 



Table 24 

Family PAanninu-MOH - 

Inrtituti~nr Involved&: 
W A I D  M4H giili Other 

3.1-1 Pmprovad provision of family planning servic~m x 
3.1-2 Changu norma for family plannirg rervice providers x 
3,l-3 Supprk for family planning in horpitala x x 
3.1-4 More contraceptives each vieit x 
3.1-9 Train all MOH regarding family planning x 
3.1-6 Evaluate comrnunity-baaed distribution x 

Oral Rehydration Therapy 

3.2-1 Action plan for ORT 
3.2-2 Local production of ORS 
3.2-3 Educate pharmacists and physicians 
3.2-4 Promote home-made eolutians 

Environmental Sanitation 

3.3-1 Conaolidate environmental sanitation activitiee x x 
3.3-2 Study preferences for type of latrine 7 7 
3.3-3 New water and sanitation projects x 

Lemunity Education 

3.4-1 More health education materials x 
3.4-2 More use of radio 7 x 
3.4-3 Coordinate education with service providers x 

Project Management and Administrative Structure 

4.1-1 PHC management team 
4.1-2 Performance boards 
4.1-3 Additional USAID health officc. 
4.1-4 Set priorities/output target- for contractors 
4.1-5 Financial controls for Toll, :-up projects. 
4.1-6 Regional personnel participate in planning 
4.1-7 Strengthen monitoring committee 
4.1-8 Integrated regional health plans 
4.1-9 Increased delegation to regional/subregionals 
4.1-10 Improve feedback and administrative control 
4.1-11 Use norms for practical guidance 
4.1-12 Improve MOH systems/OGR 
4.1-13 In-service training in management/admin. 
4.1-14 Increase continuity regional leadersiteams 
4.1-15 Specific training to mgmt.& admin. professionals 

+Institutions: 
USAID: USAID/Peru MOH: Ministry of Health of Peru 
WHS: Westinghouse Health Systems MOF: Ministry of Finance 
IPSS: Peruvian Socilril Security Institute 



Tabla 24 ( @ , a )  
Xnrtitutionr Invelvad*r 

w2mmws 

4.24 Plan to improvo finanair1 managamant 
4.24 budgot pro~prrtion with unit aorta 
4.2-3 Budgot rnd phnning aomittne 
4.2-4 Control of rproific budgot itamr by rogionr 
4.2-3 Raprt axgrndituror by nujor itomr to contra1 
4.2-6 Qucrtotly oycla achadule of obligrtionr 
4,2-7 Par Diomr 
4.2-8 Rogional lrval initiator raprogtrmming 
4.2-9 Program and goliy coordination 
4,240 Improving motivation 
4.2-11 Opurational Planr modifications 
4.2-12 Tha requrat for fundr 
4,2-13 USAXD Rundr direct to regione 
4.2-14 Reporting of rxpenditures 
4.2-15 Technical ansiatance in financial systems 
4.2-16 Adrtanca to MOF in public expenditures mgmt. 

4.3-1 DSMIP prepares better sgeca for USAID 
4.3-2 Training/orientation re procuremunt 
4.3-3 Analysis of USAID Purchasing Office 
4.3-4 Study to shortening cycle for US purchases 
4.3-5 Study of procurement MOH central level 
4.3-6 Training in procurement 
4.3-7 Using fewer mailrtx..m 
4.3-8 Notifying DASA a? F ~ ~ a M s e s  
4.3-9 Conputers for pur-.hd~itig 6 storage control 
4.3-10 Long t e n  contracts for purchasing 
4.3-11 Hard-to-procure items 
4.3-12 Regional level procurement, pla~ing/sugervsn 
4.3-13 Inventory of latrine project 
4.3-14 Motivation and performance targets 
4.3-15 Transportation, vehicle maintenance, storage 
4.3-16 Analysis using customs brokers 
4.3-17 Regional advisors help on procurement 
4.3-18 Technical assistance in logistics 

Health Information System 

Strengthen analyticdl capability OGIE/all MOH 
Analysis/use of NNHS and provider surveys 
Installation of informaticn sub-systems 
Improve vital statistics 
Computerize information system 
Coordinate donors on information syatema 
Centhue consensu8 group on info systems 
Outside review re implementatioi~ pf info system 
Implementation plan for new info ~ystem 

*Institutions: 
USAID: USAID/Peru 
WHS: Westinghouse Health Systems 
IPSS: Peruvian Soeial Security Institute 

-187- 

X x 
X 
X 
X 
X 
x WOF 
X 
X 
x 
% 

X 
X 

X X 
X 

X x 7 
x MOF 

MOH: Ministry of Health of Peru 
MOF: Ministry of Finance 



Trblr 24 (pa 3) 

paa , @ IlgoonunenW ioq 

with Irrt!crmetion Srrtam (aont,l 

4.4-10 T~ahniaal rnrlrtrncr aontinued/datr ure 
4,4-ll Spoof f i a  rppliortionn of NNHS rraultr 
4.442 Share NNH8 rrsultr from Puno with Bolivir 

4.5-1 Modify rugervirory modal 
4,5-2 Four alternative approaahen 
4,5-3 Evrluatr solf-inrtruction for ru~urvision 

4,601 Compsehrnsive training plan 
4.6-2 Arrera training needr 
4.6-3 Training needs from ovaluation into plana 
4.6-4 USAID technical araistance re training 
4.6-5 More training/health education materials 
4.6-6 Definr role of promoter 
4.b-7 Promoter incentives 
4.6-8 Supervision for gromotmii,TBAs 
4.6-9 Operation6 research re promoters/TBAs 
4.6-10 Promotere in urban areas 
4.6-11 Cancentrate TBA training in traditional areas 
4.6-12 Birth attendance traininrj for fathers 
4.6-13 Training materials in indigenous languages 
4.6-16 Radio to inform about TBAs 

Population/Family Planning Outside MOH 

Support FENDECAAP 
Support AMIDEP 
Nothing to ASPEFaM ncrw 
Management suggort organizatioti for PVOs 
WO grants in dollars 
private clinics surgical contracaption 
separate project for private sector fam plan. 
public and private cooper~tion 
Trott Report 
IPSS-post partum surgical contraception 
paperat ion MOH-IPSS 
Technical assistance for IPSS-logistics 
Selective support at Population Council 

Technical Assistance 

6-1 Increase technical assistance 
6-2 Performance boards 
6-3 output-oriented scopes of work 
6-4 Regional advisers helpwithdata collection/use 
6-5 Continue using this evaluation 

*Institutions: 
USAID: USAIWPeru MOH : 
WHS: Westinghouse Health Siystems XOF : 
IPSS: Peruvian Social Security Institute 

Bolivia 

other donors 
? x 

other donors? 

MOF? 

private 
I PSS 
IPSS 
IPSS 

x IPSS 
CNP 

Ministry of Health of Peru 
Ministry of Finance 
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Mr. Jorge Giron Zeballos 
Chief of Supply Unit, 
Regional Department 

Ms. Elisa Guillen Valencia 
Vertical Programs 

Dr. Benigno Lozada Barreda 
Director of Supervision 
and Evaluation 

Ms. Lucrecia Marquez de Murillo 
Chief of Statistics, Area 
Hospital 

Dr. victor Ortega 
Chief of the Office 
of Education 

Dr. Derlinda Portugal Gallegos 
Supervisor of Headquarters, 
C.S. Hunter 

Dr. Carmen ~ o m h  Santisteban 
Director of the Office of Plan- 
ning, Budget, Organization 
and Methods 



Mr. Walter Sosa Gil Arroyo 
I 

Chief of Budget, Accounting, 
and Treasury Unit, Regional 
Department 

Mr. Armando B. Montes 
Chief of Administration 
Ms. Flor Candozo Rubio 
Department of Training 

Dr. Hugo Torres ~arre6n 
Assirtant Executive Director 

Ms. Maria Casas de Hagabcna 
Department of Training 

Dr. Luis  erni in Zegarra Ponce 
Director of VII Health Region 

Mr. ~ois6s Castro Gamboa 
Sub-Director 18 

Mr. Roberto E. ~6vila Marquina 
Director of Environmental 
Health 

Dr. Daniel Bedregal ~uxm6n 
Sub-Director , Area ~ospital 

Dr. Ismael Cornejo Rose110 
Director, Area Hospital Mr. Alfredo Lanegra Lanegra 

Director of Norms & Supervision 
Ms. Adela Umeres Alvarez 
Midwife & Supervisor, Area 
Hospital 

Mr. ~ e r n h  Lozano Flores 
Director of Area 18 

Mr. Juan  sex 6rdenas 
Director of Epidemiology 

Mr. Rocio Herrera Villanueva 
Midwife, Francisco Bolognesi 
Health Center 

Mr. Alfonso Robles ~ u j 6 n  
Chief of the Statistical Unit Dr. Victoria ~odriguex C. 

Social Service Year, Francisco 
Bolognesi Health Center Mr. Javier Rengifo Melena 

Specialist in Supply I1 
Ms. Carolyn Smith Chalker 
Francisco Bolognesi Health 
Center 

Mr. ~ l i a s  Sif uentes Valverde 
Director of Inspections 

Ms. Hilda Tilich Morales 
Statistical Technician I1 (U.E.) 

Dr. Jaime H. Bellido Benavente 
Resident Doctor, Buenos Aires de 
Caima Health Post 

Ms. Dora ~ a 6 e x  de ~ e r r h  
Accountant I1 Ms. Luz Mila 

Nurse, Buenos Aires de Caima 
Health Post Dr. Eva Luz ~uzm6n 

Project Coordinator, Chiclayo- 
Lambayeque-Amazonas Hospital Area Ms. Lucrecia Marquez de Murillo 

Statistician of Arequipa Area 
tIospi tal Dr. Salazar ~ a l d n  Te jada 

Regional Director 
Callao 

Dr. Eva Lux ~uirez 
Chiclayo Area Hospital, 
Las Mercedes 

Dr. Manuel Arevalo ~ u i z  
Executive Director of the Health 
Region of Callao, Coordinator of 
Foreign Aid Programs Dr. Pinto 

Chiclayo Area Hospital, 
Las Mercedes Dr. Eliseo ~arr6n 

Regional Director of Callao 



Dr, ~irez 
Chiclayo Area Hospital, 
Las Mercedes 

Ms. Amparo Sanavia Cabezudo 
Regional Nursing Director 

Ms. ~61ida Pun Lay ~endezli 
Chief of Programming, Organi- 
zation and Methods Unit 

Dr. Carlos Hinope Espinosa 
Lambayeque Hoepital 

Dr. Juan Jos6 Grandes 
Gynecologist, Chiclayo 

Ms. Gladys Gallardo ~ujin 
Health Educator 

Ms. Mercith ~ i a z  
Morrope Sanitary Post , 

Ms. Luz E. Magallanes Magallanes 
Midwife for Area Hospital Chincha 

Ms. Alicia Bautista Toro 
Morrope Sanitary Post 

Ms. Eva Jacobo Legw 
Health Educator 

Ms. Angela ~arr&%n 
Chiclay Sanitary Post 

Ms. Esperanza Prado 
Head Nurse of Area Hospital 
No. 1, Chincha 

Ica - 
Ms. Hilda J&ez Suleonay 
Head Nurse of the Training 
Unit of Area Hospital No. 1 

Mr. Calendario Asencio Cdmez 
Chief of Supply Unit 

Mr. Victor Manzar ~alon6n 
Director of Area Hospital 
No. 1, Chincha 

Mr. Elmer Donayre Flores, C.P.C. 
Chief of Regional Treasury 

Mr. Manuel Gmez Arias 
Chief of Personnel Unit Mr. Humberto Tello Urbiola 

Director of VII Region, Ica 
Mr.  erni in ~ernindez Canales 
Veterinarian Lima - 

Dr. Gustavo Alcides ~larc6n ~6rez 
Executive Sub-Director 

Ms. Soledad John Aquije 
Chief of Nursing Unit 

Ms. Martha Mondalta Bernaola 
Projects 527-0224 & 527-0230 

Dr. Luis Apoloya 
General Director of Census and 
Surveys, National Statistics 
Institute Ms. Miriam Rams ~izirraga 

Pharmaceutical Chemist 
Dr. Jaime Arnao Ortecho 
Director of the Lima Health 
Region 

Mr. Orlando Rojas Villa Garcia 
"0dentoestomat6logo" of VII 
Health Region 

Dr. Alfredo Brazzoduro 
"Institute ~ip6lito Unanue, 
Proyecto Social" 

Ms. Hilda Vargas Uchuya 
Nurse of Health Region VII, Ica 

Ms. Marina Yataco Aquirre 
Midwife of the Obstetrics Unit 

Mr. Nozario Carrasco 
AID Projects within IPSS 

Mr. Carlos de la Flor 
Chief of Supply 



Dr. Luis Donet 
Maternal-Infant Health 
Coordinator 

Mr. Espejo Pacheco 
Division of Health Services 

Dr.. Griselda Espinoza 
Exec. Director of the General 
Office of Info. & Statistics 

Dr. Graciela ~er&ndez Baca de 
Valdez - Chief of the National 
Institute of Statistics 

Dr. ~6ctor Figares 
Director of International Family 
Planning Programs 

Ms. Rosa Fudimoto 
Nursing Supervisor 

Mr. Luis Girau 
Chief of Warehouses 

Mr. Alberto Gisecke Sara-Laffose 
Director of Public Negotiations, 
Graduate School of Business 
Administration 

Mr. Gabriel Guerra Lozano 
Engineer, Div. of Health Services 

Dr. ~ 6 s a r  ~uzrnsn 
Medical Center "Carmen de La 
Legw" (APROSAMI ) 

Mr. A1 f redo Larraiaga 
Instituto Marcelino 

Dr. Humberto de Moraes Novaes 
Prwident-Director of the Pan- 
american Health Organization 

Ms. Maria Esther Matta Morales 
Division of Health Services 

Dr. Gregorio Mendizabal 
Regional Assistant 

Mr. M6ximo Montes 
Ministry of Economics & Finance 

Dr. Carloe ~uiioz Toncello 
"Universidad Cayetano Heredia" 

Mr. Jose ~arcia ~ G e z  
Coordinator of National Surveye 
of Nutrition and Health, ENNSA 

Mr. Atilio Pizarro 
Director of Census and Susveys of 
the National Statistical Institute 

Mr. Flavio Ramirez Livano 
Division of Health Services 

Mr. Luis Sobrevilla 
Secretary of the Nationial 
Population Council, Chiclayo- 
Lambayeque-Amazonas Hospital Area 

Ms. ~ 6 1  ida Solorzano Guerra 
Division of Health Services 

Mr. Ulrich Thumm 
World Bank Representative 
in Peru 

Dr. Guiiiermo Tagliabue 
Association of Lay and 
Family Work 

Dr. Jorge Tordoya 
Chief of Training, Lima Region 

Dr. Carlos Villanueva 
"Fed. de Cooperativas Agrarias 
Azucareras del ~er6" 

Mr. Reynaldo Castillo 
"Fed. de Cooperativas Agrarias 
Azucareras del ~er6" 

Mr. Luis Apoloya 
Executive Director of 
Surveys and Census INE 

Ministry of Health of Peru 

Dr. Daniel Alzamora 
Gen. Director of Health Services 

Ms. Olga Amat y ~ e 6 n  
Department of Child Health 



Dr. Manuel Anchante Herrera 
I Director, General Office of 

Organization and Methods 

Mr. Bedoya 
Engineer, Tnvironmental Health 
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Dr. Francisco J. Cadena Giraff 
Upper Division Assistant 

Ms. Cecilia ~ G v e z  
Administrative Assistant QSMIP 

Ms. Yolanda Flores de Villanueva 
Head Nurse of Training 

Ms. J U ~ M  Hilda ~arcia 
AID Projects within DSMIP 

Dr. Hernan Farje Gudoy 
Executive Director of Materrlal 
and Child Helath and Population 
(DSMIP) 

Lic. Julio J. Herrera ~ e r ~ n d e z  
Executive Director of Supply 

Dr. ~ng6lica Iparraguirre de 
Castillo - General Office of 
Planning 

Dr. ~f rain Lazo 
General Director of the Office 
of Information and Statistics 

Lic. Edwar I. Melgarejo Jaimes 
Dir. of Administrative System I 

Dr. Jorge Montoya 
Executive Dir. of the Department 
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Ms. Luisa Porr 
Supervisor of Sectoral Program 
No. 2 

Ms. Hilda Quevedo de Angulo 
Chief Nurse, Supervision 

Dr. Alberto Segovia 
Off ice of Erdget and Financial 
Account in$ 

Ms. Maria del Pilar Sifuentes 
Economist of DSMIP 

Mr. Walker Torres Zeballos 
Director, General Office of 
International Exchange 

Mr. Alfredo Rivero 
Pub1 ic Account "C~legiado~~ 

Ms. ~6lida de Solorzano 
Accounting Technician of DSMIP 

Dr. Montoro 
llUnidad Interina, " Budget 
Accounting Area 

Mr. J. Cortez 
Director, Agreement Area 

Dr. ~isolin Porras 
"Unidad de ~alendanizaci6n~ & 
Control of Budget Execution 

Ms. Gladys Jibaja 
Chief of Accounting Information Area 

Mr. Sigfredo pegin 
Chief of the Funds Programming Unit 

Dr. Miguel Galvez Valdin 
Finance Specialist 

Ms. Gloria Escobar Mujica 
Chief of Budget Office 

Dr. Julio Castageda 
Director, General Office of 
Administration (OGA) 

Margarita ~larc6n de Enuzado 
Assistant to the Director 

PAHO - 
Mr. Philip Musgrove 
PAHO Econonomy and Health 
Adviser 



Piura - 
Dr. Guillermo Merino 
Program Coordinator and Medical 
Director 

Mr. Jorge E. Velasco Farias 
Chief of Supply, Sullana 

Querecotillo Health Center 
Dr. ~arce&n Morales 
R e g i o ~ l  Dir. of Piura-Tumbes Mr. Hugo ~arcia Curay 

Medical Director 
Lic. Adm. Guilberto Sandoval 
Chief of Supply, Almacen-Piura Salitral Health Post 

Mr. Ti toamundo ~uirez 
Vani tarioN 

Ms. Jannina Arteta Castillo 
Social Ass., Juliaca, Puno 

Ma. Fidela Cahuana 
Supervisory Nurse, Puno 

R ~ M C  Hospital Area 

Ms. Judith Cordero 
Chief of Periphery Services Mr. ~ 6 1 i z  Flores 

Dept. of Procurement, Puno 
Hospital Area No. 17, "RIMAC," 
Lima Region Dr. Juan ~ e s h  Ortiz 

Director of Juliaca Area 
Hospital, Puno Ms. Teresa Manzur Luna 

Medical Supervisor of Sectoral 
Program I1 Ms. Sonia Paredes 

Social Assistant, Puno 
Dr. Hugo Oblitas Valdez 
Director of Hospital Area No. 17 Ms. Severina Pineda 

Auxiliary Nurse, Puno 
Mr. Carlos   om in L. 
Obstetricician-Gynecologist, 
Family Planning 

Ms. Christina Quispe 
Head Nurse, Puno 

Ms. Nativihd ~ & e z  Alvitex 
Midwife, Juliaca, Puno 

Dr. victor Yamamoto Miyakawa 
Coordinator of Periphery Services 

Mr. Pedro Zaira Charca 
Chief Accountant of the Section 
of Accounting Integration, Puno 

Huascar Health Center, "RIMAC" 

Dr. Rodriquez 
Director 

Ms. Nealy Zubia del Carpio 
Social Assistant, Puno San  arti in 

Dr. Rolando Montes de Oca 
C.S. Acora, Puno 

Mr. victor R. Gil ~onziles 
Economist 

Dr. Carlos ~onziles 
Medical Doctor, Sullana 

Mr. Juan Daniel Grandez 
Sanitary Inspector 

Dr. Enrique Guerrero Flares 
Program Coordinator, Sul lana 

Mr. Monf reds ~utiirrez G.B. 
Health Educator 

Dr. Augusto Llontop Ch. 
Chief Obstetrician-Gynecologist 



Mr. Mauro Moya 
Sanitary Inspector 

Ms. Eather Noriega Cachay 
Nurse 

Ms. Lilia Pinedo Hidalgo 
Chief Nurse of the "Unidad 
0rg&nicaW of Regional Training 

Dr. Francisco ~odriguez 
Epidemiology 

Dr. ~ u i z  R. ~ice6n 
Chief of Pediatrics, Regional 
Hospital 

Dr. Federico Tenta 
Obstetrics-Gynecology Assistant 

Dr. Carlos ~6squez 
Regional Director of San Mart in 

Ms. Clara Luz ~ivila ~elindez 
Nurse of Project 527-230-219, 
Tarapoto 

Mr. ~ o s 6  M. ~ e r ~ n d e z  I,. 
Chief of Supply of the Region, 
Tarapoto 

Mr. Carlos 0. del Castillo 
Paredes - Regional Accountant, 
Tarapoto Region XV 

Mr. Jorge Diaz Flores 
Chief of Personnel Unit, 
Tarapoto Region XV 

Ms. Fry& KG de Velarde 
Chief of the Wnidad 0rg6nica1@ 
of Statistics, Tarapoto 
Region XV 

Trujillo 

Mr. Sergio Humberto Aldave Dajares 
Chief of Regional Warehouse 

Mr. ~6mulo Angulo A. , CPC 
Director of Financial Accounting 

Mr, Julio Bedoya Madue50 
Eng~neer, Chief of Division of 
Environmental Health 

Mr. Constantino Bremis Muro 
Chief of Personnel Office 

Ms. Felicita Cuitadeo Ch. 
Nurse, Health Center "El Esfuerzo" 

Dr. Heraclio H. ~6vila Mendoza 
Oral Surgeon, Chief of 
Educational Health Unit 

Ms. Teresa Diaz 
Chief of Statistics 

Ms. Yolanda Flores de Villanueva 
Chief of Training Unit 

Dr. Eduardo ~ontalv6n Amaya 
Acting Executive Director 

Ms. Margarita Mordes Contreras 
Nutrionist of Health Region IV 

Ms. Florencia de Maso 
Health Center "El Esf~erxo'~ 

Dr. Luis Ponce M6rquez 
Office of Budget and Planning 
(Coordinator for Projects 219/230) 

Ms. Isla Quevedo 
Chief of Statistics 

Ms. Hilda Quevedo de Angulo 
Chief of Nursing unit 

Mr. ~apolehn ~imarachh Torres 
Chief of Supply 

Dr. Humberto Salini Greig 
Regional Director 

Dr. Hilda Torres 
Health Center "El Esfuerzo" 

Dr. Segundo Vega Escobedo 
Health Center "El Esfuerzo" 

Ms. Theresa Diaz 
Chief of Statistics Unit 



Weetinghouse Health Systems 

Dr. Joe6 Aguetin Ariae 
Adviser for Arequiga, 
Tacna, and Moquegua 

Joeegh M. Deering 
Sanior Health Specialist 
Home Office 

Ms. Rita Fairbanks 
Adviser for San Martin, 
La Libertad and Cajamarca 

Dr. Humberto Gamarra 
Adviser for Callao, Ica, 
Ayacucho, and Junin 
Dr. Liiliam K. Giwons 
Managing Director,,Health Systems 
Home Office 

Dr. Lillian K. Gibbons 
Managing Director, Health Systems 
Main Office 

Dr. John Gillespie 
Health Service & Family Planning 
Management Adviser 

Mr. Charles Llewellyn 
Adviser for Puno & Cuzco 

Dr. Gregorio ~endizibal 
Regional Adviser for Lima, Ancash, 
Xuanuco, and Loreto 

Dr. Rodolfo Soto 
Adviser for Piura, Tumbes, 
Lambayeque & Amazonas 

Dr. Marcio A. ~ h o m 6  
Information Systems 

Ms. Sally Welles 
Senior Health Specialist 

Mr. Jack Wolff 
Logistics and Supplies 



Annex 2 

Foreign Donors in Health and Family Plaminq 

' 
There are approximately 60 international organixatione contributing in 

some way to health care activities in Peru. The MOH has received donations and 
loans of USq64.9 million and DM (Deutsch Marks) 13.5 million. This includes 
World Bank US$33.5 million (loan), I.D.B. US$675,000 (grant), USAID US$l7.9 
million (US$9.8 million loan and US$8.1 million grant), UNFPA US$1.1 million 
(grant), and Federal Republic of Germany 13.5 million Marks (with DM 10 
million loan, and DM 3.5 million grant). USAID is also funding an US$11 
million project (US$10 million loan, US$1 million grant) for environmental 
sanitation activities. 

The internationally funded projects include an MCH/FP project funded by 
UNFPA, and AID funded Integrated Health and Family Planning and Rural Potable 
Water Systems and Sanitation. Training of Primary Health Personnel is funded 
by IDB. A Primary Health Project is funded by World Bank. Development of 
Primary Health Care in Cuzco, Apurimac, and Madre de Dios is funded by 
Germany. These projects include wide range of activities which include 
training, construction, administration, health education, provisional 
commodities, and equipment. Some local expenses, such as per diem, etc., are 
also covered. The activity receiving the most resources is training of 
petS0~01. 

Careful project monitoring by donors and MOH is needed to minimize the 
present duplication of efforts and overloading the MOH1s ability to respond to 
the various demands. It is imperative that good communication channels and 
coordination be maintained among the donors and at the MOH. At present each 
donor agency imposes reporting requirements on the MOH which are different in 
format, content, and frequency. Each donor has a different administrative 
unit and project director in the MOH. There are definite plans under way to 
develop donor coordination mechanisms in the Ministry of Health. These are 
reviewed in section 4.1 of the report. 

Inter-American Development Bank (IDB) 

The IDB is funding a project which provides training for primary health 
personnel and community health education in 16 regions and 33 areas. It 
includes supoport for 14 months of technical assistance, three studies, 
production of training materials, training courses for 1,973 health staff and 
76,000 promotors, plus course evaluation. 

The World Bank (IBRDI 

The GOP borrowed US$33.5 million from the World Bank for support of a 
project to increase access to primary health services, including family 
planning, for approximately 3.5 million people living in La Libertad, Lima, 
Centro Medio, and Huanuco. These areas were selected because of the 
relatively poor health status, low access to health care, low income, and low 
education of the inhabitants. 



The model the project i~ using is the development of primary health care 
modules which are intended to provide better family care, ambulatory medical 
care, and community health care. The focus is on improving the organization of 
health resources, i.e., home care auxiliary nurses, health post nurses, and a 
health team at the health center under the charge of a physician. 

The project is designed along the liners of the primary health care project 
in Cali, Colombia. It includes seven components: 1) organization and 
delivery of PHC through 131 PHC modules, construction and equipping health 
centers and posts, providing vehicles and equipment; 2) training of health 
manpower including health volunters; 3) community health education and 
participation using various types of media; 4) monitoring, supervision and 
evaluation through development of an information system, a supervisory system, 
a health pharmacy, and cost recovery system; 5) maintenance of facilities and 
equipment by contructing two maintenance centers; 6) staff development 
through fellowships and courses to improve managerial capability of key MOH 
personnel for 8,500 health personnel and 20,000 promotors; and 7) project 
administration support by strenthening administrative capability through 
technical assistance and support materials. 

The project, because of its complexity in design, has been slow in getting 
started by the MOH. According to bank officials the project is two years 
behind schedule. 

Federal.Republic of Germany Project 

This project is directed toward improving the health structure in Cuzco, 
Apurimac and Madre de Dios. Its objectives are rehabilitation of 27 health 
posts, five health centers, and four hospitals. In addition the project plans 
to re-equip 90 health posts and eight health centers, and provide 145 health 
posts and 19 health centers with refrigerators. It also includes funds for 
rural water systems and latrine construction. 

United Nations Fund for Population Activities (UNFPAL 

UNFPA has been actively supporting population/family planning programs in 
Peru since 1979. It supported the 1981 census, provided funds for fellowships 
and seminars on population, studies on migration, feasibility studies on 
combining family pla~ing with food distribution program, limited commodity 
support for family planning and MCH family planning education. The majority 
of UNFPA support to Peru was for the 1981 census and other population relatec 
activities. The total amount spent through 1982 was US$5,944,027 with a 
1983-84 budget of US$1,382,873 making a cumulative total of US$7,326,900. 
UNFPA funded programs are managed by the Pan American Health Organization 
(PAHO) for technical assistance and research. The International Labor 
Organization and the World Food Program also act as executive agencies for 
..WPA in Peru. 

Peruvian institutions receiving UNFPA support included the MOH, Institute 
Nacional de Estadistica (INE), and the National Office for Nutrition Support. 
UNFPA funding has decreased considerably during the past several years. 

PAHO has also provided $228,000 from its own funds for research on orals 
and for training carried out by two Universities in 1982-83. 


