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v EXECUTIVE SUMMARY 

Background 

The Strengthemg Health Institutions Project (SHIP) was authonzed by USAID on September 28, 
1991 Its northern component, SHIP North, or as it IS currently known, MaxSalud, was imt~ated m 
June 1994, when USAID/Peru signed a contract wth Umversity Research Corporation The total 
value of the contract \nth URC is $5,378,065 

The goal of SHIP is to lmprove the health status of Peruvians through greater coverage of quality 
pnmary health care (PHC) services The purpose is to test the operational and financial feasibility of 
different PHC service delivery models 

The design of the northern component called for a network of pnmary health care facilities to be 
developed m the c~ty of Chclayo This network of clmcs would offer hgh-quality prunary health 
care services to the low-mcome population and recuperate its operatmg costs through fees for semce 
and other financmg plans The network would be structured so that financial cross-subsidmbon 
would take place For example, a clmc wthm the city llmits of Chclayo would charge more for its 
services than a clmc m the periphery, thus the city clmc's revenue would be used to help cover the 
costs of the clmcs servmg lower-mcome populabons A key goal m thls design was that the PHC 
network would also be able to serve the indigent populabon, by exonerating up to 10 percent of its 
clients fiom user fees 

A project design assurnpbon was that the regional Mmstry of Health m Nor-Onental del Maraiion 
(RENOM) would transfer m e  of its centers (and potentially two land sites) to the Project This 
expectabon was based upon the hlstoncal enwonrnent at the tune of project design m September 
1991 At that tune the MoH had scarce resources and was thus mterested m a project that could take 
over a porbon of its responsibilihes m the city of Chclayo Although some mbal dnlogue took place 
w th  the regional Mmstry of Health dunng the development of the project, no formal agreement for 
transferrmg the centers was ever signed Because no formal agreement exlsted when the Request for 
Proposals (RIP) was issued, the potenhal offerors were asked to budget sufficient funds to rent or 
lease appropnate facilifies, in the event that the Mmstry did not end up transferring the centers -- 
which is, to a great degree, what has happened 

To date, the project has succeeded m legally establishg the local NGO, MaxSalud, that manages the 
PHC network, whch presently consists of two clmcs The Balta Cllnlc (maugurated m May 1996) 
operates out of a rented space, and the Urmnaga Clmc (maugurated m December 1996) was ceded to 
the project by the Mimstry of Health for a penod of ten years It 1s expected that thls "cession in use" 
w l l  be renewed at the end of the ten-year penod Current plans call for operung three to four new 
cll~ucs by the end of the 1997 calendar year The sites for the clmcs wl l  represent vanous types of \I 

jomt ventures one is llkely to be wth a na~onal wverslty, another wth the Beneficencia' There 
also exlsts the possibility that the project w11 purchase its own physical rnfrastructure Further, there 

- The Benefcenc~a LS a publ~c chanty ~nstltutlon that falls under the ausplces of the Muustry of Health 



is some hope that the Mimstry wll transfer another climc to the project, but no formal commitment 
Z 

exists as of yet - 
Principal Conclusions of the Evaluatmn 

The followng conclusions have been taken and condensed from the extensive mfonnat~on and 
findings prov~ded through out the body of the text Although some recommendations also appear in 
the Executive Summary, a complete list of recommendations is located at the end of the report 

The political readmg of the promses from MINSA and the mucipalities to deliver health centers 
and/or land respectively, was not accurate After several years, it is clear that MINSA is only 
interested in lettmg go of those health facilities that it cannot admmster of whlch there are very few 
On the other hand, governmental health pollcies have not focused on the possibility of low-mcome 
populations aclxevmg total payment for services, nor are they auned at pnvatmng health 
establishments, but rather they are geared to managmg these establishments 

With thls m m d ,  creatmg a cross-subsidy system would seem quite appropnate, smce it is unlikely 
for a clmc to be financially self-supportmg if it charges s~mla r  rates to those of MINSA This 
conclusion IS supported by the financial analysis carned out m the evaluation and clearly pomts to the 
v~abil~ty of cross-subsidy whch would be possible if three of the cllnlcs chargmg hlgher rates were to 
transfer part of thelr earrungs to the other three clmcs that charge rates smlar  to MINSA 
Calculations show that by doing thls, it would be possible to acheve financial sustamability over a 
penod of four years at the most 

However, other changes are called for smce neither the rates currently set for clmcs auned at low- 
mcome populahons nor the locations for at least two of the future clmcs bemg considered, are 
accessible to the target populat~ons For example, it would be jud~cious at h s  pomt before 
mplementmg a cross-subsidy approach, to consider relocatmg the proposed sltes for two of the cllnlcs 
to areas of lower mcome where fees for services would be adjusted to MINSA levels 

Both MaxSalud and the clmcs are well organized and thelr personnel IS dedicated and d e t e m e d  to 
acheve project objectives As ~rnportant however as t h~s  may be, it does not guarantee that MaxSalud 
wl l  acheve msbtuhonal sustamabil~ty by the end of the project There are areas whch are st111 of 
major concern whch need to be worked on and adjusted systematically For example, the Council of d 
Directors is far from bemg consolidated and the orgaruzabon lacks both strategic vislon and planrung 
to acheve its project goals and objectlves In both these areas it IS hghly recommended that 
immediate steps be taken to mod~f) the MaxSalud by-laws and m t u t e  a senes of m~tu t~ona l  
strengthemng exercises armed at re-engineenng the scope and membershp of the Council of Duectors 
and producmg strategic and project sustamability plans 

The orgmzatronal structure of the MSU and the clmcs is well designed for the lvlsion of labor and 
staff' h c h o n s  Manuals and appropnate procedures assist personnel m carrying out the dady 
opemhons of the orgmzahon The area of concern has to do wth  a perceived lack of capacity to 
morutor and adlust project development to acheve its mtial goals and react appropnately to the rap~d 
changes occurring m the health and social development sectors Strategic P l m g  acbvlbes wth the 



participation of key p l m g  staff - including the Council of Directors, MSU directors, advisors, clin~c 
d~rectors and pmcipal h e  managers - should regularly assess, clanfy, systematize and provide 
problem solvmg to the lssues of how to acheve balance in developing the project's three central 
objectives Currently, as is wdely noted in the report, MaxSalud's approach to project development 
favors financlal sustamability over institut~onal and social sustanability 

Efforts on behalf of the MSU and climc staff to acheve commuruty "buy-~n" for the project have not 
been laclung In fact, it should be noted that these efforts and program specific activit~es have been 
camed out wth  dedlcatlon and enthusiasm Those responsible for canymg out these activlt~es have, In 
a short penod of tlme, acheved notable progress However, the Issue m question here IS how well 
have these efforts and activities assisted the MaxSalud project achleve one of its three central goals, 
i e , social sustamab1lity7 

It is noted fiequently through out the report that cornmuty participation needs to be more effectwe 
Contact and mteraction mth the commuruty at present is mostly vertical, lmted  to providing 
information, and is non-parbcipatory, i e , does not take theu real needs Into account regardmg local 
knowledge, attitudes, cultural beliefs and practices, violence and gender, among others, nor are they 
mvited to present theu ideas about commmty health The needs therefore, and the pnmary health care 
demands of the commun~ty must be mtemalized by project staff and deliberately incorporated Into the 
design of all MaxSalud promohonal activ~ties and matenals, cluuc services and commmty relahons 

It IS suggested that cornmumties targeted by MaxSalud have a larger share m clmc leadershp and 
programmmg Local Councils need be formed and strengthened wth  active cornmmty partxipatlon 
to assure a "comrnuty voice" m the cllnlcs' health assessment tasks and m the pl-g of preventwe 
and public health activlbes 

The posslbillty of still. requestmg addihonal health centers from MINSA should not be d~scarded 
However, as stated earller MINSA IS basically Interested m the management of health climcs and by 
establ~shmg agreements wlth h r d  p m e s  and the commuty  through a system they refer to as CLAS 
or co-adrmmstration MINSA does not wsh  to lose its presence m the commmty nor does it wsh to 
reduce staffing, and certady does want to be considered the most ~rnportant figure III publ~c health 
program development For the above reasons, it is recommended, that the project leadershp conslder a 
w d e  latitude of clmc management and transfer modes and not l m t  itself to those alone whch were 
onginally proposed by MINSA or those currently bemg considered by MaxSalud 

Although most project personnel has been selected and tramed there remm areas that need 
relnforcmg Personnel wth strong comrnuty and social development slulls w th  extenslve 
knowledge of and expemse m the application of parhcipative cornrnuty methodologies are needed m 
order to unprove commumcabon, trust and collabora~on between the project, ~ t s  msbtubons and 
commuruty leaders, especially women and theu local orgafuabons Trauung and techmcal assistance 

are requlred m this area m addition to the hmng of a cornmumty hason to head up the MSU's 
Commuruty Parhcipabon and Soclal Marketmg Umt 

It was noted fiorn mtervlewmg a wde  range of people and MINSA officials, that there exlsts 
confusion regardmg MaxSalud's real msslon This confusion anses fiorn the fact that MaxSalud rates J 



are somewhat hgher than MINSA's and MaxSalud f ac~ l~ t~es  are charactenzed by cleanlmess and a 
modern "good" atmosphere and are located (case of the Balta climc) m areas where few low-lncome 
populations live Thls situation creates the impression that MaxSalud cllnlcs are mtended for m~ddle- 
income populations, and address only curative health care 

MaxSalud's work among women is quite promising A considerable portion of the~r patients are 
female as are most of the~r commumty health agents MaxSalud carnes out mother-and-chld health, 
farndy p l m n g  and women's health activities and programs The latter are geared toward reduc~ng 
maternal morbidity and mortahty Notwthstandmg the above, the issue and program area of gender 
has not been taken senously Into account nor mcluded m the MaxSalud proposals 

Progress m nat~onal and mternatlonal health policy and the reformulatmg of USAID gender polmes, 
provide an opportuuty for MaxSalud to take a better look at ~ t s  proposals, programs and workplans in 
order to better adjust them to the needs of women from a gender perspective It IS noted that there are 
no women currently servmg on the Counc~l of Directors nor are there women occupymg any of the top 
management pos~hons at MaxSalud 

MaxSalud cllnlc personnel, part~cularly women, are sensihve to problems of sexual violence andlor 
abuse, however, they lack the theorebcal and methodological tools that would enable them to better 
understand these problems and prowde surtable treatment Responses have come from individuals 
regardmg t h ~ s  situahon but no mstituhonal response has been forthcommg 

There is lack of conceptual clanty that would allow for a more open approach m dealmg wth  cultural 
d~fferences w b  the commuty  and the understandmg that cultural barners work both ways Thls 
understandrng and worldv~ew regardmg cultural diversity IS essent~al for achevmg success m workmg 
w t h  tradibonal rmdwves 

The MaxSalud Clmc of Balta, after one year of operation, has been well-received and supported by 
the public It IS developmg, desplte difficulbes, a sustamed effort to build relabonshps wth 
federahons and msbtut~ons m ~ t s  area of operabon 

The MaxSalud Clmc m Urmnaga, located m an area of urban poverty and wth  less than six months ,/ 
mto operation has not yet l l l y  Integrated and become a comrnurzlty ldenbfied mstltubon The lower 
mcome mhabitants, whch constmte the majonty of the populabon of Urmnaga are not showng up 
for medical attenhon at the cllmc 

There are both public and pnvate health semces offered m Urrunaga by vanous government, non- 
government and religious msbtutions MaxSalud has not yet acbvely sought to compliment and 
coordmate its acbwties wth  these enbbes, especially wth  other NGOs w o r b g  m the peripheral 
zones of Chxlayo m health projects 

The Ununaga cornrnurzlty recogruzes the importance of paymg for MaxSalud's semces m order to 
ensure the clinic's contmuabon Due to thev self-respect as workmg people - wth low-mcomes - they 
do not want to be cons~dered mchgent A large majonty of these people are unable to pay the 



MaxSalud rates, and have expressed thelr desire to see these lowered to levels closer to those of 
MINSA 

Local Commumty Boards are not yet operating m accord wth the functions outlmed in the Penpheral 
Cllrllc Manual Achevmg commun~ty participation at t h~s  level and thus enabllng these boards to 
direct and adrnlmster diverse health actlons in coordination wth the Ununaga climc would be a 
sigmficant step forward in MaxSalud's social orgmzat~on and cornmuty health development 

There lacks conceptual clmty m MaxSalud regarding the rmssion, roles and responsibilities of Local 
Commurzlty Boards Dlverse concepts and understandmg of community participation is at the heart of 
h s  confusion There is a need therefore for MaxSalud to aclxeve its own m-house clmty on h s  
subject and then develop an approach consistent wth  ~ t s  conceptual fiarnework, whch would 
characterize MaxSalud m its role to facilitate the development of comrnuty structures such as the 
local boards, and Improve soclal commucation and commuty relations 



I BACKGROUND INFORMATION 

The Strengtherung Health Institutions Project (SHIP) was authonzed by USAID on September 28, / 

1991 Its northern component, SHIP North, or as it is currently known, MaxSalud, was lmtiated m 
June 1994, when USAIDPeru signed a contract wth Umversity Research Corporat~on The total 
value of the contract wth URC is $5,378,065 

The goal of SHIP is to lrnprove the health status of Peruvians through greater coverage of quality 
pnmary health care (PHC) services The purpose is to test the operational and financial feasibility 
of different PHC service delivery models 

The design of the northern component called for a network of prunary health care fac~lihes to be 
developed m the city of Chlclayo Thls network of clmcs would offer hgh-quality prunary health 
care services to the low-mcome popuiation and recuperate its operatmg costs through fees for 
semce and other financmg plans The network would be structured so that financial cross- 
subsidization would take place For example, a clmc w b  the city llmts of Cluclayo would 
charge more for its semces than a clmc m the penphery, thus the city clmc's revenue would be 
used to help cover the costs of the cllmcs servmg lower-mcome populations A key goal m h s  
design was that the PHC network would also be able to serve the indigent population, by 
exoneratmg up to 10 percent of its clients fiom user fees 

A project design assumpbon was that the regional Muustry of Health m Nor-Onental del Maraiion 
(RENOM) would transfer m e  of its centers (and potenbally two land sites) to the Project This 
expectation was based upon the hstoncal enwonment at the tune of project design m September 
1991 At that tune the MoH had scarce resources and was thus mterested m a project that could 
take over a porhon of its responsibilibes m the city of Chclayo Although some mbal dialogue 
took place wth  the regional Mmstry of Health dumg the development of the project, no formal 
agreement for transfemg the centers was ever signed Because no formal agreement exlsted when 
the Request for Proposals (RFP) was issued, the potenbal offerors were asked to budget sufficient 
funds to rent or lease appropnate facilibes, m the event that the Muustry did not end up transferring 
the centers -- whch is, to a great degree, what has happened 

To date, the project has succeeded m legally establishmg the local NGO, MaxSalud, that manages 
the PHC network, whch presently consists of two clmcs The Balta Clmc (maugurated m May 
1996) operates out of a rented space, and the Urrunaga Clmc (inaugurated m December 1996) was 
ceded to the project by the Mmstry of Health for a penod of ten years It is expected that th~s 
"cession m use" wll  be renewed at the end of the ten-year penod Current plans call for operung 
three to four new clmcs by the end of the 1997 calendar year The sites for the clmcs wll 
represent vanous types of jomt ventures one is Nely to be wth  a nahonal mversity, another 
w th  the Beneficencia ' There also exlsts the possibility that the project w11 purchase its own 

The Beneficenc~a u a public chanty insbtution that falls under the auspices of the Mmstry 
o f iea l th  
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physical infrastructure Further, there is some hope that the Ministry w11 transfer another clmc to 
the project, but no formal comrmtment exlsts as of yet 

n PURPOSE OF THE EVALUATION 

( 0 The evaluation had three objectives Flrst, it would assess progress toward achevement of project 
objectives and ident~fy and analyze the reasons for any shortfalls This called for an evaluat~on of 4' 

/ 

the changmg env~ronment and condihons and an assessment of whether the Institutional Contractor 
(IC) and USAID have acted adequately m theu respective roles to these changes Furthermore, the 
evaluation team would make recomrnendations as to how the IC, MaxSalud and USAID can 
Improve thelr management and mvolvement in h s  activity The second objective of the evaluation 
would be to evaluate the financial, insbtutional and social sustamability of the project thus far and 
make recommendations to enhance s~pf ican t  progress m all three by the end of project life The 
h r d  objective would be to study the project's resources and budgets and assess any future needs for 
additional funds 

I11 EVALUATION OBJECTIVES 

I11 1 OBJECTrVE ONE 

The evaluation team would assess the Summary of Outputs to Be Acheved as they are stated in the 
contract and progress made by the Contractor wth the outputs thus far The team would also 
analyze the changmg envlronrnent and how th~s  affects the outputs Are the outputs appropnate to 
the sector and enwonment now - six years after the project's design and two and one-half years rnto , 
the project? The team would then make recommendabons as to how the outputs rmght be brought 
up-to-date Have the parbes mvolved m the contract acted wisely as acbwties have unfolded? For 
example, the MoH has transferred one clmc to the project Instead of the m e  that were planned 
Are the actions that have been taken by the IC, MaxSalud and USAID tunely and judic~ous? Key to 
the content of this analysis would be the team's recommendations as to how the lnvolved parties 
can lrnprove their management as the project acbvlQes contmue to develop 

I11 2 OaTECTrVE TWO 

In its md-term evaluabon, SHIP South partners defined what sustmbility meant to them 
"Fmancial sustamabllity is the capacity to recover or othercnse generate the financial resources 
needed for the conbnuity of activlbes wthout addhonal USAID support h&mona l  
sustamability refers to the capacity of the NGOs to plan, manage, admimster, morutor, and adjust 
Project act~vit~es to ensure thelr effectweness and contmuty S o c d  sustamabthty connotes 
cornrnumty ownerslup of thev activlhes " (SHIP South Mid-tern Evaluabon, 1995) Using these 
defm~ons  as a foundabon, the evaluahon team would assess the dfferent sustamability issues as 
they pertam to MaxSalud 

An underiymg theme in all three objechves would be the issue of gender and the manner m whlch 
gender considerahons are taken into account by the IC, MaxSalud and USAID Do the actmhes m 
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the project demonstrate a sensitivity to gender issues? The report would contam a sectlon ded~cated 
to gender that deals wrth gender rn management, organlzatron, client relations and IEC matenals 

In responding to these questrons the team would then be able to judge to what extent the 
cornrnurzlty feels MaxSalud IS a genulne part of the communrtv and make recornrnendatlons to 
improve andlor sustain this relationshp 

OBJECTIVE THREE 

The onginal design for the northern component of the SHIP project called for a length of project 
budget of $10,158,000 As stated previously, the URC contract IS for a total of $5,378,065 The 
URC budget was unusual, as rt mcorporated projected project revenues of $5,000,000 After the 
second year of operation, URC examined its budget and financial needs and deternmed that its 
onginal budget that rncorporated projected revenues would not be sufficient to carry the project 
through termmahon URC has submtted a request for an amendment that would, m effect, 
disengage the projected revenues from the onglnal budget and amend their budget by 
approximately the same amount that is the project's mortgage ($4 3 mllron) The evaluabon team 
would evaluate URC's ongmal budget, its expenditures to date and the project's future needs for 
h d s  The team would make a recommendation to the USAID Results Package Team to detemune 
whether an Increase m funds is necessary and, rf so, whether an amendment to the contract is the 
best mechamsm to acheve h s  Or, is MaxSalud sufficiently mature - conceptually and 
orgmzationally - to recelve dlrect fmancral assrstance from USAIDPeru m the form of a grant 

IV ANALYSIS OF KEY ISSUES 

IV 1 CHANGING ENVIRONMENT AND CONDITIONS 

Members of the Government, Congress and, m general, all mdividuals and economc agents 
lnvolved in health matters, acknowledge that it is absolutely necessary to reform thls sector 
However, what the contents should be, what exactly to do and how to do it are topics of frequent 
disagreements 

On b s  subject, the government has already made some mportant provisions, some of whch are 
already m full operahon, whle others are shll m the pipelme Nevertheless, on the basis of what 
has already been done, and especially takmg mto considerahon the thrust of speeches and 
statements by top government officials, it is possible to outlme the ams of reform m terms of 
financing and a b s t r a t i o n ,  whch no doubt w11 be usel l  for the development of MaxSalud 

The fmt  Indicator of change m the publrc sector was the mechamsm that allowed health 
establishments to generate thelr own resources through "self-financmg", whch occurred at the start 
of the current government Essenhally, h s  mtroduced no change m health semce h d m g  sources 
or mechmsms, but smply formallzed an accepted and permtted pracbce that was qulte common 
among Muustry of Health (MMSA) health establishments The latter charged modest sums for 
thelr servlces It also allowed establishments wth excess supply, especially hosp~tals, to offer 
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clmc-type servlces for patients wlling to pay In order to get more convenient health care The 
~rnportant thing about both semces is that any resources thus generated would help cover the 
expenses of the establ~shment ~tself, especially for goods and services (purchase of medicines, 
cleaning, secmty, etc ) Later, these resources from the sale of servlces could also be used to hlre 
additional personnel and to pay c e m n  bonuses to workers (basically, food and clotlung) No 
provision had yet established that pat~ents should pay the total cost of services demanded, or that 
the pubilc sector should stop transferring h d s  to healthcare establishments The norms simply 
required a good system to charge for and adrnlnister resources generated by the sale of services 

The MaxSalud Project arose in t h s  context as an alternabve MNSA would obtzun the resources 
to finance services solely through the sale of semces - after rebudding, equipping and 
consolidating the establishments 

The second indicator of reform was the creation of the OSSs, whch never worked Th~s 
mechamsm elimmated the "Instttuto Peruano de Segundad Social" (IPSS - P e m a n  Social 
Secunty Institute) monopoly over health msurance contnbuhons by workers Thls meant that 
workers could purchase theu health msurance from e~ther the IPSS or an OSS Th~s  measure never 
intended to pnvabze IPSS and MINSA health establishments, or phase them out However, it was 
marupulated polit~cally, and therefore came to nothmg 

The thud element of reform was the creation of the "Comtes Locales de Admmstrac~on de Salud" 
(CLASS - Local Health Adrnmstration Comrmttees), essenbdly a jomt venture between the public 
and pnvate sectors When a health establ~shment becomes a CLAS, the public sector does not stop 
providmg funds to finance the semces, but rather signs theu admmstration over, by contract, to an 
orgmzed comrnumty, as pnvate agent, who m turn generates addhonal resources through the sale 
of servlces at modest rates 

The fourth element of reform is a newly-enacted mechmsm referred to as the "Modemzation of 
Socd  Secunty" whch opened up the possib~lity of refornung MINSA Thls makes it possible to 
form "Empresas Prestadoras de Salud" (EPSs - Health-Care Prowdmg Compmes), clmcs or 
hospitals qualrfymg under the regulations, whch wll offer health msurance to workers and the 
publlc m general Thls appears to be an mterestmg opbon for MaxSalud to consider 

Moreover, m coordmation with the Muustry of Economy and Fmance, MINSA is establishmg 
financial reforms that wl l  be applied to the 1998 budget One of these reforms is that the subsidy 
for the poorest sectors will not be offered on the supply side, 1 e , establishments wll no longer be 
fbnded by budget allocatrons, but rather through semce provisions mttally under "Management 
Agreements" Later on, MINSA wll  pay the establishment for the cost of each medical semce 
prowded to a low-mcome mdmdual Pabent payments would be treated as a deducbble, as wth 
pnvate murance 

During the 1990s, MINSA has gradually overcome its financial cnsis and is now stronger m terms 
of both resources and adnutustrabve capacity Th~s has resulted m new developments m servlce 
admmstrahon - basically the creatxon of networks wth referral and re-referral systems MINSA is 
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now strengthemng the largest health centers to turn them into network nodes This IS already 
happening in Chiclayo, which IS why MINSA is less wlling to hand over thelr more important 
establishments, which are already consolidated and offer a vanety of services as well as having 
already built-up good relationships wth the people 

Consequently, government health-sector reforms tend not to encourage low-income pahents to pay 
the total cost of services they requlre On the contrary, the reforms are amed at minlmivng 
spending so as to be able to allocate more resources to financmg health services 

The MaxSalud Project, as currently conceived, has wthdrawn from thls arrangement to establish an 
independent cross-subsidy system, creatmg climcs for mlddle-income families whch wli  generate 
a cash surplus to be spent on financmg the health services of cllrucs auned at low-income 
populabons 

The proposed mtml project goals in terms of affordabllity for the target populahon dlffer somewhat 
from the current project onentabon As we know, it was inlhally proposed for the nme cllmcs 
turned over by MINSA to the project to focus on low-mcome populahons, and therefore establish 
service rates slmilar to MINSA's For thls to happen it would be necessary to receive cash grants 
after project completion Currently, only one of the two clmcs Implemented is targetmg low- 
mcome populabons and only one of the four to be unplemented m the near hture would target 
lower-mcome populations However, the latter would still charge m c e  the MINSA rates 

Thus, MaxSalud has re-mterpreted health-sector reforms Perhaps, ths  is why it has changed ~ t s  
mtial pnclng and clmc locatlon strategy 

TV 2 ORGANIZATIONAL STRUCTURE 

To predict whether an institution is capable of growmg, developmg and standmg the test of tune, it 
is unportant to analyze its organizational structure When a company, lnstltutron or NGO is 
formed, one of the first achons its board of k c t o r s  takes is to approve the orgmzabonal structure 
and sketch out the top management posibons 

The first aspect to study wthm the orgamzahon is the membership, dubes and obllgahons of the 
general assembly and especially its board of dvectors or, m the case of MaxSalud, its Council of 
Directors 

The Council of Duectors'members stated, m two meetmgs wth the evaluabon team, that they feel 
they have little to do wth MaxSalud They are unaware of MaxSalud project acbvlhes, of where 
the next clmcs are to be mplemented, and are not appnsed of the m m o n ' s  programs and plans 
Moreover, the hectors have not been mtroduced as such to the Qverse orgarmatrons or mtubons  
m Chclayo and complam that even the msbtuhon's workers fad to r e c o w  them as &tors nor 
do they show them due respect 



At the time of the evaluation only three official Council meehngs have been held slnce project 
commencement over two years ago Council members do not feel responsible for the ~nstitution's 
activities They did not participate in developing the by-laws and expressed that they would like to 
introduce a few major changes in the latter 

MauSalud's by-laws establish the institution's agencies the General Assembly, Council of 
Directors and Executive Dlrector 

The by-laws also clearly state the General Assembly and Council of Directors' membership duties 
and responsibilities Accordmg to the MaxSalud Constituhon, regarding institutional management, 
the Council has major respons~b~lities such as approving plans budgets, financial statements, and 
appointmg the Executwe Duector However, the Council IS not duectly responsible for managing 
the Inshtution, since none of its members, except for the one named as manager or executive 
director, has powers over its dady operaaons The Council meets only once every three months, 
according to the by-laws 

Further, the only duty of the MaxSalud's president that dlffers fiom those of the other Council 
members is to call and char its meetmgs Consequently, thls posibon entails little responsibility for 
the mfitufion 

As an NGO that markets health services and wll  eventually be sustamed financially, MaxSalud's 
responsibilities are smlar  to those of a pnvate sector busmess Therefore, the President, the 
Counc~l as a whole, and the Executive Duector must be assigned real funct~ons The Council of 
Duectors, as its name suggests, is the hlghest body of leadershp m an orgamzation The General 
Assembly members entrust Councd members to responsibly and efficiently manage MaxSalud and 
account to the Assembly for its successes and falures The Council of Dcectors not only approves 
accountmg documents, plans and budgets, but is also under obhgahon to make h l y  decisions to 
acheve the goals and objectives set forth m the Council's decisions The Execut~ve Duector's job 
is to execute and adrrrrmster the Council's decisions 

The Council of Duectors should take over the actual leadershp of MaxSalud, talung dlrect 
responsibility for its macro-management Thts also lmplies that it should meet at least twce a 
month 

The Council President should be m charge of overseerng the mtuhon ' s  operahons and IS the 
spokesperson for the decisions and policies made by the Council The General Assembly has 
entrusted the dcecbon of MaxSalud to the President, who should be empowered to act execubvely 
by the Council of Duectors and be accountable to the Council 

Therefore, m the MaxSalud by-laws, the Council President should be gven the utmost 
responsibility to make decisions and work together w th  the Executwe Dvector He or she must be 
responsible for expenses or mvestments above a certam level Therefore, among other a g s ,  only 
the President should sign checks or other financial documents or contracts lnvolvlng large sums 
T h s  bnngs us to an analysis of the Council membershp 
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The MaxSalud Counc~l of Directors were recruited fiom long-standing soc~al service inst~tutions 
such as the Lions Club Rotary Club and Chamber of Commerce of Chiclayo MaxSalud should 
now elicit a formal cornrnltrnent in wnting From the institutions represented on its Council of 
Directors to establish that they agree to continually oversee its proper operation and assure the 
achievement of its goals The Counc~l must partic~pate in the growth and development of MaxSalud 
and take a more active role in decision-making This imphes among other thmgs, the narnlng of a 
proactive president, who wll work side by side wth the Executive Director and who wl l  dedicate 
quality time and commitment to directmg its affairs and who wll  accept responsibility for the 
failures and successes of the ~nshtution 

n s  also calls for amendments to be made to the MaxSalud by-laws, eliciting greater commitment 
from the mstitutlons represented on the Council, and gemng them to appoint representatives who 
are knowledgeable of MaxSaludts soclal, institutional and economc goals 

Another important item to revlew m the by-laws is MaxSalud's relationship to the clirucs and how 
the Board of Dlrectors for each clmc should be set up, if h s  is deemed necessary We feel that 
each clmc should have a decentralized Admimstrative Council made up of two or three members 
of the MaxSalud Council of Dmctors, m addition to representatwes of two or three grass-roots' 
orgmzations The latter would be carehlly selected in order to avoid pollt~ciung the cllnlcs' work 
As w th  the MaxSalud Council of Dlrectors, the by-laws should guarantee a controlllng majonty, 
so that adrnimstration IS not distorted and decis~on-makmg more efficient 

The MaxSalud project IS financed by USAID and URC is responsible for the project's 
unplementation, therefore, both institutions should have an acbve presence on the Council of 
Duectors We propose mcreasmg the number of Council members to mclude one more member 
from a Chclayo mstltuoon actwe m social work and to mcorporate one representatwe from AID 
and another from URC on the Council 

In order to rnorutor and meet project goals, two categones of associates should be established on 
the Council of Dlrectors USAID as donor and URC as project lrnplementor would enter into 
category "A" The other Council members would enter mto category "B" Category "A" status 
would provlde 51% of the votes on the Council and veto power The President of the Council, at 
least dunng the development stage of the new Council, should be an "A ' category associate 

Ths Council would elect the President, who would be made responsible for overall MaxSalud 
operaoons The Council would also appomt the Executive Dvector whose admmstrahve dubes 
would be centered m the enforcement of Council decisions 

An important issue IS the payment of a regular "allowance" to each duector who attends the 
Councll meetmgs In Peru, payment per meetmg vanes dependmg on the msatution Decentralized 
agencies such as muustnes and public welfare insbtubons pay 120 soles per meetmg Public 
o r g w h o n s  are paymg from S/ 500 to 1,000 Some mmcipallbes pay up to S/ 1,000, whde 
pnvate msbtubons pay up to US$ 1,000 per session 
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In the case of MaxSalud, due to the volume of money to be managed and the inst~tution's 
responsibil~ty, ~t could consider paylng S/ 800 to 1,000, w~th a maximum of four sessions per 
month 

Orgatllzatlonal deslgn responds to the mstitutional mission and its speclfic operational objectives 
The orgatllzational design of MaxSalud is well concewed in relat~on to its operational approach 
Conceptually, the areas that have been establlshed are relevant and appropnately designed 
Personnel asslgned to each area or department, were well selected on the basis of thelr specific 
expertise and h s  correlates well wth  the job scope envisioned for each area Thls fact IS one of 
MaxSalud's sipficant strengths 

MaxSaIud's mssion and objechves have also been well defined A fundamental tool for puttmg 
these mto pract~ce is the mstitubon's orgammaon, whlch must be designed to avoid lmpedmg or 
distortmg MaxSalud's goals 

An orgaruzation begms by defmng the functions and locations of staff and thelr relations to one 
another on an orgaruzat~onal chart Accordmg to MaxSalud's objectives, management positions 
have been establlshed as follows A b s t r a h o n  and Fmance, Health Semces, Marketmg, 
T r m g  and Informatics (See Attachment A 5 Orgaruzat~on Chart) Adrnmstrative procedures 
are well designed for MaxSalud and staff funchons are clearly defined m the a b s t r a t w e  
manuals we reviewed 

We have observed that m developmg the diverse procedures, special emphasis has been placed on 
ensumg that the orgamzatlon's obligations are met and that pahents are satisfied This is of course 
essenbal and we mlght say that h s  actwity amounts to half of what is requred The other half, 
however, is to give unportance to and establish procedures that are m e d  at encouragmg the public 
to buy mto MaxSalud's achvities or ideas T h ~ s  activity is at the heart of what we consider to be 
MaxSalud's future approach to llfillmg its social sustiunabd~ty objechves 

Another concern is the absence of mternal mecharusms or structures that facilitate and assure 
quality commumcaDon, coorrlmahon and collaboration between the different departments of the 
orgaruzation The lack of wsion regardmg an mtegrated approach, teamwork and shared leadershrp 
is a key problem wth the structures of MaxSalud As a consequence, the orgamzat~onal behawor 
observed is one of employees workmg m isolahon and canymg on wth their specific tasks 
mdependent and d o n n e d  of what is happemg elsewhere m the organmuon 

We do not vlew the above as a deliberate approach but rather a lack of expenence and conceptual 
clanty regardmg the need to mtegrate efforts and to use human relahons techmques deslgned to 
facilitate effechve mterpersonal commurzlcaoon and c o o r h h o n  



From interwens and observations ~t can be concluded that staff at both clinics appreciate the 
technical support they recelve fiom the COP and the MSU staff In relation to the~r spec~fic fields of 
expertise Thls was a clearly vis~ble strength of the 1nsQtutlon expressed by personnel from both 
clinics d u n g  the SWOC exercises (See Attachment A 6 SWOC Analysls Results) 

Adjustments 

The areas requlnng further strengthening in the MaxSalud organizational structure and which are 
sustamed by the conclusions of the evaluation team are the followrng 

1) Department of Preventwe Health Serv~ces 
2) Department of Health Educahon 
3) Tramng Unlt 
4) Soc~al Marketmg Umt 

In the first two of the above we can say bnefly that greater emphasis and conceptual clmty is 
needed regarding these areas in addit~on to further knowledge of cultural and cornrnuty educabon 
processes whch lead to wder partic~pation of women and chldren in the project In a PHC project 
such as MaxSalud, especially m regards to its Urmnaga cllmc and its future climcs situated m low- 
lncome pen-urban zones of Chclayo, preventive health services need be llnked mtimately wth  the 
insfitution's health educat~on strategies and programs These activities must in fact be the m a  
thrust of a cornmmty educat~on and preventwe health service approach m the Chclayo 
cornmumties served by MaxSalud Further analysis of these two areas and the points needmg 
strengthemg can be found m Section IV 4 3 on Soclal Sustamabllity 

In regards to the T r m g  and the Soclal Marketmg Umts, it has been observed that, a) tramng 
agendas for workshops are well orgmzed and achvity specific A fine example of thts was the 
recent TBA t r w g  agenda whch was used to conduct an almost 30 day workshop carned out at 
the Urmnaga clmc, b) the objectives that are deslgned for the tra~rmg events that the MSU and 
climc staff carry out are hghly techrucal and lack dynarmc txmmg techruques and partlapatwe 
methodologies auned at consolidatmg conceptual elements through hands-on pracbce and the 
development of social slulls and teamwork, c) the objectives of the tmmng m all cases we 
observed, respond entlrely to the Umt's t~a~rung objechves rather than to the participant's l e m g  
and performance objecbves Thls focus has produced a teacher-centered rather than a leamer- 
centered approach to tmnmg m MaxSalud, whlch is another example of how the mtu t i on  has 
developed a supply-onented rather than a demand-onented culture, d) analysis of the latter m order 
to determine partxipant's roles and capabiIibes m the comrnumty or wthm the mbtuhon is absent 
from the des~gn of the immmg objectwes, e) of the 16 courses or workshops listed to date whch the 
T m g  Umt has orgamzed, only four workshops have been duected to participants fiom the 
cornrnuty (level 111) Seven workshops were given to health personnel (level 11) and five 
workshops were offered to MSU personnel (level I) smce the b e g m g  of the Project 



The Social Marketing Unit contemplated ongmally as a separate unit was merged wth  the Training 
Unlt after INSAP's wthdrawal from the project It IS this Unit that needs to now be strengthened to 
assume the major soclal and community liaison respons~bilities together wth the Traimng Unit and 
the Departments of Preventive Services and Health Educahon It is at this level that a professional 
specializing in Social Communication, preferably a woman due to the strong MCWComrnunity 
focus of the project, needs to be recruited and provide proactive direction to this area 

IV 3 PROJECT STRATEGIES 

Strategies are designed to move an institution toward the llfiilment of ~ t s  objectwes MaxSalud's 
strategies include defirung its geographical areas (population areas where low-mcome people 
reside) and getting the latter to visit MaxSalud's facilities as well as defirung and diversifymg its 
products and servlces offered 

A complete and sound strategy des~gn would assist MaxSalud idenhfy the best way to operate m 
Chclayo Although MaxSalud's strategies have been clearly defined, there seems to be confusion 
regarding how to attam the objectwes whlch said strategies are supposed to acheve For example, 
its financial and ~nst~tutional sustamability strategies have far outweighed m terms of design and 
effort, those concerned w t h  achevmg social sustamability Thls is clearly visible m the case of its 
cliruc pncing strategy, whch has made services unafTordable for the majonty of the lower-mcome 
populations 

Another key strategy issue ~nvolves contracts and relations wth the health promoters and the rest of 
the staff l h s  mcludes defirung how labor arrangements wl l  be made wth  physic~ans and people 
responsible for workmg w t h  the comrnumty, mclubg  a revlew of the terms that all parhes must 
comply w t h  Tlus is a vlt.1 issue for efficient strategy unplementabon, as the qual~ty of MaxSalud 
health-care services and how commmty work is carned out, wl l  d e t e m e  the attamment of its 
objectives 

i 
J 

In conclusion, it is clear that MaxSalud has not fully gone through the strategic planrung process 
They have well-formulated goals but lack clear, decisive and balanced thmkmg as to how to 
acheve these goals through the mtegrabon and unplementat~on of effectwe strategies 

acheve financ~al sw 

IV 4 SUSTAINABILITY 

IV 4 1 FINANCIAL SUSTAINABILITY 

Frnanc~al Sustamabhty of MaxSalud m Low-Income Areas 

One project objectwe stated that MaxSalud, a pnvate enuty, must nability 
by offenng hghquahty health services m areas of the city of Chclayo where low-mcome groups 
reside Based on the cumulative expenence of the two MaxSalud clmcs currently operatmg, it is 
too early to say whether the project design was sulted to achevmg ths goal or not The reasons 
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being that 1) the Balta clinic is located in a m~ddle-income area, and 2) the Urmnaga clinic is 
Indeed located in a predom~nantly low-mcome area, but charges for most services ttvlce the amount 
that MWSA facilities charge As shown below h s  means that only the hghest qulntile (Leonard0 
Ortlz, Chiclayo Province) of residents can afford to go to the Urmnaga cllnlc 

MaxSalud clinics now operating, w~ll soon be financial11 sustamable In fact, according to the 
MaxSalud document ent~tled "Levels of Sustamabilib Ma\ 96 through March 97" the Balta cllmc 
has reached 92% cost recovery, whereas the U m a g a  climc after only three months' operation, has 
already recovered 62 3% of its operational costs 

By forecasting Balta climc revenues, assuming a 3% monthly increase in the use of semces, wth 
10 to 20% depreciation (depending on the item), 1 % bad debts, a 5% subsidy on sales and gradual 
increase in spendmg as a functlon of production 1 e , lncreasmg outlays for health professionals and 
pharmacy, laboratory and the like, we fmd (See Attachment A 9 Tables F 1 a - F Id) that 100% cost 
recovery would be achleved by July or August 1997, wth  a usage rate of nearly 50% 

Similarly, forecasting cash flows for the Urrunaga climc, considenng 3% monthly increase m 
income and in spendmg proport~onately, wth  the same suppositions as above, we find that 100% 
cost recovery is achleved by July 1998, wth  an average of almost 60% use of servlces Thls is 
shown m Tables F 2a - F 2d of the attachments 

The focus group results have shown that the "hlgh" pnce of services is one of the mam reasons that 
people llvmg nearby the Urmnaga clmc do not go there, preferrmg mstead, to commute downtown 
to the MINSA health center Therefore, a cash flow run has been calculated for Urmnaga's pncmg 
to half as much, 1 e , only 5% over what MINSA charges consldemg the same supposihons The 
frndings m Tables F 3a-F 3f show that the sale of semces would never actually cover expenses 
That IS, wth  MTNSA level health-care serwce charges, an addi~onal subsldy w l l  always be 
requlred to cover operational costs, whether fiom the government or from another source 

At thls point m the analysis, lt should be pomted out that a steady mcrease m revenues from sales 
and finally achlevmg a sustamed level of mcorne w l l  reqwre that management work constantly to 
promote semces m both curative (accidents, births) and preventwe servlces 

Pubhc - Pnvate Venture 

Jomt public/pnvate-sector adrmrustrat3on under current social and econormc cond~hons m Peru, 
could also be a way to develop future MaxSalud cllmcs In thts regard, it w l l  be relevant to 
analyze the latest developments m financmg and adrmrustra~on wthm MINSA 

It is noted here that m 1990 Peru's publ~c sector underwent a financial cnsis, and MINSA health- 
care establishments, especially health centers and health posts located m outlymg areas, were short 
on personnel, medicines and other matenals As a way to generate resources to finance these 
establishments, they were aIlowed to charge modest sums for theu servlces and create "clmcs" m 
public hospitals Revenues fiom these charges were managed by the correspondmg health 
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subregion, to transfer resources from the best earners to those wth insistent defic~ts Hospitals 
generated the most income and part of these funds were transferred to penpheral establishments 
which began to operate more normally 

A few )ears later, when Peru improved its relations wth international banks and other inst~tutlons 
the health sector recewed two major loans from the World Bank the IDB and financial cooperation 
from AID via Project 2000 The bulk of these resources hake been used to upgrade MNSA and 
subregional health admirustration 

Some years later, the creation of CLASs made it possible to further reinforce first-level 
establishment adrnmistration, fundamentally due to the actlve part~c~pation by orgaruzed 
cornmumties, whch bolstered their income and therefore enhanced services 

Most recently, a new mode of adrnimstenng health establishments as a group has Involved the so- 
called "Health Networks" These networks provide Integrated management for a group of 
establishments, wth one of them servmg as the head node This approach has strengthened health 
authontres in subreg~ons and at the facility level 

Health authonbes m the Lambayeque health subregion are Involved m a more actwe pol~cy whlch 
gives establishments new roles to assume They do not currently wsh  to turn establishments over to 
MaxSalud when MINSA is already solidly worlung there nor do they wsh to turn over those that 
are able to jom the "establishment networks" The health subregon is wllmg to share the 
admmstration of some health centers wth  MaxSalud, especially those that cannot currently 
prov~de su~table W i n g  or medical supplies, such as was the case of the Urrunaga clmc The latter 
is indeed viable but under an arrangement in whlch MTNSA personnel and health programs are 
under the subregion's control and oversight, leavmg the establishment's admuustrahon for the 
counterpart mtltution especially m regard to curative health-care servlces 

From the time the Urrunaga health center was turned over to MaxSalud, it has become clear to the 
regional health authorities that the facility is not bang used to serve low-mcome res~dents (because 
of h g h  pncmg) m spite of complymg wth  h4INSA prevenbon programs Th~s  expenence has kept 
the subregion's health authonbes fiom turmng over other health centers to MaxSalud ~f no other 
MINSA fac~lity is located nearby These authonbes expressed theu fear that the hgh rates charged 
by MaxSalud would prevent neighbors from usmg the semces Therefore, they feel that a MNSA 
center must be avadable at a convement distance to prov~de semces at affordable pnces 

Consequently, wth the recent developments and consolida~on of MINSA m general and m health- 
care establishments m partmlar, there is shll a possib~lity of shanng establishment admuustra~on 
between MaxSalud and MINSA Bas~cally, i h s  would mean a contmuahon of fundmg fiom the 
publ~c treasury Othemse, the idea of shared admmstrabon has already been accepted by MINSA 
authonbes to promote and develop CLASs Under thls arrangement, admmstrahon is turned over 
to the organized comrnuty but ownership and usage remam m the hands of MINSA whde the 
CLAS is obligated to carry out MINSA health programs When the CLAS admuusten the facility, 



~t is empowered to handle its own resources, charge for senwes and use the money generated to . 
3 

hire more health-care professlonals, expand tnfiastructure and purchase equipment 
-. 

MaxSalud Qual~ty Services for Low-Income Res~dents 

Understandably, offenng hlghquality services at rates s ~ m ~ l a r  to MINSA's (4 50 soles per vlslt) and 
targeting low-income populanon groups, such as those at the Urrunaga c l~n~c ,  does not lead to 
financial sustainability for the establ~shrnent Thls shows us that it is necessary to establish 
add~t~onal fimd~ng mechamsms for thls type of facil~ty and that these resources wll need to be 
generated externally 

Dunng its more than two and-a-half years of work, MaxSalud has established a strategy to finance 
part of the cost for health-care services demanded by low-mcome residents, such as those living 
around the Urmnaga clln~c The strategy consists of establlshmg climcs m places where hgher 
pnces can be charged for semces and transfemg the financial surplus of these facilities to climcs 
located in low-income neighborhoods One clmc can be located where rmddle-class res~dents live, 
charging relatively hgher pnces, and another m zones where income levels are low, chargmg rates 
simlar to MTNSA's Thls strategy is about to be lrnplemented by MaxSalud wth its two Clln~cs at 
Balta and Urrunaga The pnces charged at the former are approximately 30% hgher than at the 
latter 

The above cross-subs~dy strategy has been chosen and we feel that it wl l  work qute effectively, 
leading soon to financial sustamability for the semces of both climcs (Balta and Urmnaga), as 
shown below by a forecast that joms together the two clmcs' lncome and expenditure flows 

Tables F 4a to F 46 m the attachments show the findrngs of h s  exercise The rates currently 
charged m the two clmcs ulll make it possible to acheve financial sustamability under a cross- 
subsidy arrangement In fact, 100% cost recovery wl l  be achleved by July 1997, wth  a 60% 
facility usage rate Items have been mcluded such as subsides, bad debts, equpment and facillty 
a h s t r a t i o n  and depreclabon of 15-20% (under the headmg of mamtenance) 

Because the current pncrng level at the Urrunaga clmc prevents low-mcome people fiom usmg the 
c l ~ c ' s  semces, the same exercise has been conducted cu-g the Urrunaga clmc's pnces m half 
The findmgs are shown m Tables F 5a to F 5f Fmanc~al flows have been run usmg the same 
assumptions as rn the precedmg cases Frnanclal sustainablllty IS acheved, and the cross-subsidy 
works, whde charging MINSA-level health-care pnces at the Unanaga clmc The tables show that 
100% of expenditures are covered by sale of servlces by approxunately September 1997 

Consequently, the exlstmg tension between provldmg hlghqual~ty semces at pnces smlar  to 
those charged by MINSA can be resolved through a cross-subsidy arrangement 

Expenences w ~ t h  Cross-Subs~d~es m Peru 



Cross-subsldy arrangements have been a traditional practice In Peru The most notable expenences 
are the hospitals belonging to social service organizat~ons, such as Loayza, 2 de Mayo, Goyeneche 
Las Mercedes In Chclayo, and others 

By the late 1970s, these hospitals were funded by offenng two types of servlces Hospltal and 
Clin~c Clinlcal servlces were scheduled In the afternoons Rooms were for one or two people and 
visitors' hours were open Hospital servlces nere for outpat~ents In the momlng wth multi-bed 
rooms, sometimes as many as 20 beds to a room At that time, and In these hospitals, the 
government prov~ded no financial input - so the h d m g  was through cross-subsldy 

At present, Peru's financ~al cnsis has led to authorization agam for cllmcs to operate In public 
hospitals The most successful example of t h ~ s  fimdmg arrangement is In the Cancer Hospital, 
where charges for clncal  semces largely finance the hospital's operating costs Another hosp~tal 
that has been relatively successful wth  ttus arrangement has been the Callao Public Hospital 

An msbtution that has always been funded through a cross-subsidy arrangement is the Hogar de la 
Madre clmc, a matermty ward l k s  institunon was created over 50 years ago by Mrs Rosaha de 
Lavalle and was always geared toward two types of public The upper class, who went to the 
"clmc" and lower-mcome people, who went to the "hospital" By the late 1980s, the Hogar de la 
Madre was a facil~ty where both upper, mddle and lower chlldren were delivered 

In the md-1970s, the Hogar de la Madre was donated by the Lavalle farmly to the Publlc 
Beneficence Organrzat~on of Lima, wth the condibon that it contmue wth  the same cross-subsidy 
financrng arrangement In the Hogar de la Madre, the "chmc" sectlon no longer sees upper-class 
women, but rmd-and lower-class pahents w t h  pnvate msurance st111 come, and the "hospital" part 
contmues to serve low-mcome people 

The Hogar de la Madre has a broad fee spread, rangrng fiom 3,000 soles for pnvate-room dellvenes 
w t h  a cot for company and a televis~on, down to 250 soles for a 20-bed room They have also 
developed programs such as the "Happy Baby Program" whch allows payment for dellvenes m 
m e  mtallments, normally throughout the gestahon penod 

Another example of cross-subsidies, although not as developed, is practiced by the Popular Health 
InsQtute (Inshtuto de Salud Popular, INSAP) Thls m t u t e  had created two outpatlent centers, one 
m Jesus Mana and the other m the distnct of Vitarte m Llrna The former saw rmd-mcome people 
and charged accordmgly, whereas m Vltarte, a low-mcome area, the rates were smlar  to those 
charged m MINSA establishments INSAP also recewed donabons and part of these resources 
were used to firnd Vitarte facihhes 

Admmlstratwe, Accountmg and Fmanc~al Systems of MaxSalud 

In its few years of operahon, the MaxSalud NGO has developed adequate accountrng and financial 
admmrstrabon The people handlmg these tasks are well-chosen, sufficiently m e d ,  and 
experienced m such acbvlbes wth  other mstmbons 
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Moreover, accountlng procedure manuals, logistical manuals and others regarding adrninlstratlon 
are well-developed and structured These documents make 11 possible to clearly momtor the 
activities carned out in each MaxSalud adrninistratite office 

The institution's accountmg books and balances are kept accordmg to generally-accepted 
accountmg pract~ces, satisfactory to government authorities Settlements accounting entnes and 
payments of vmous taxes are properly done and pad on a ~ m e l y  bas~s All these documents are 
kept according to SUNAT provisions 

The payroll and other personnel records are kept up to date according to M~n~stry of Labor 
requirements 

The followng documents are kept 
- Daly Income 
- Sales records 
- Purchasmg records 
- Accounts recervable 
- Accounts payable 
- Inventory and balance books 
- Dally J O U X T I ~  

- Bank book 
- General ledger 
- Test balance sheet 
- General balance sheet 
- Surplus and expenditures statement 
- Adjusted financ1a.1 statements 
- Cash flow statement 
- Reconciliation of results 
- Bank reconcihabons 
- Payroll book 
- Wage payment record 
- Inventory of goods and eqwpment 
- Suppl~ers register 
- Matenal balance records 

All these documents are properly handled, whlch ensures proper management for the mstltubon 

The two clmcs currently operatmg are also properly orgamed to the necessary degree They have 
a billmg and supply system that enables them to mam- adequate stock of all sorts of Inputs 

The admuustratwe and accountmg system that has been developed makes lt possible to properly 
manage multiple services m vanous establishments It is quck and efficient, whch wdl enable 



MaxSalud to develop wthout complications The lnstltutlon is financially and adrninlstratlvely 
prepared to receive direct USAID grants 

Further, the adrn~n~strative and accounting system wll be supported significantly by the computmg 
system currently being developed whch wll further enhance the instituhon's management of 
information If reingmeenng concepts are introduced into the computing system, processes and 
procedures may be streamlined, further reducing staff Houever, the latter is a decis~on whlch wll 
have to be taken at an appropnate future date 

Serwce Rates or Pnce-Settmg 

Pnces for servlces at the Balta and Urrunaga cl~nlcs have been set on the basis of three sources of 
information 1) focus groups, 2) surveys and 3) a study of competmg institutions' pnclng 

Dumg the project development stage, several focus groups were orgamzed to exarmne, among 
other aspects, the pnces that people would be wllmg to pay for hlgh-quality servlces These 
activities were carned out m all distrrcts where MaxSalud could potentially set up a clmc and 
groups of people were invited who represented the popula~on umverse m the provmces of Chclayo 
and Lambayeque The pncmg findmgs were homogenous ranging from 3 to 10 soles per vlsit and 
50 to 100 soles for a normal delrvery 

The second instrument to deterrmne service pnces was a survey conducted m May 1995, 
interviewmg 1,738 people fiom the districts of Chclayo, Lambayeque, Leonardo Orhz and La 
Vlctona According to the populatxon of those districts, thls is a s ~ p f i c a n t  samplmg, wth  a 
margm of error no greater than plus or m u s  5% The survey attempted to elicit mformabon on 
health-care service supply and demand as well as the market's behavlor One of the core Issues was 
pncmg for services 

The survey obtamed s~rmlar findings to the focus groups on pncmg on the average, the publlc IS 

wllmg to pay up to 1 1 soles for a visit to the doctor, and itom 50 to 100 soles for a normal birth 

However, some comments are m order regardmg this survey Flrst, ~t was conducted m the 
uruverse of Chclayo and Lambayeque provmces so the fmdmgs are relrable for that umverse only 
Second, the survey was not processed m terms of people's mcome levels so there IS no way of 
k n o w g  how much the lower-mcome populatxons would be wllmg to pay for health s m c e s  Thls 
IS crucial, because the MaxSalud project is geared to servmg low-mcome mdivlduals and 
population groups 

%d, some survey fmdmgs and data d&er somewhat from the fmdmgs of s m l a r  studes, such as 
the NaQonal Standard of Lmng Survey by MI, "Apoyo" lnflat~on Indexes by ENAPROM (INEI) 
and even the populabon census For the mformabon that 1s germane to t h~s  issue we have referred 

See the document ent~tled "Oferta y demanda de servlcios de salud en Chclayo y 
Lambayeque", May 1995 URC - MaxSalud 
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bas~cally to the followmg ind~cators the male rate from the MaxSalud survey is 87 whereas the 
populatton census shows 98, the age pyram~d fiom the survey dtffers fiom that of the population 
census, and the percentage of spending that famllies devote to health-care accordrng to MaxSalud IS 

4-5%, whereas INEI and Apoyo place thls figure at 0 67% to 6 99%, wth the "D" strata at 0 07% 
and the "C" strata at 0 95%, C and D are the soclal strata toward whtch MaxSalud efforts are 
targeted 

The third ~nstrurnent used to set MaxSalud health-care service pnclng was a pnce survey covenng 
all health-care establrshments In the ctty of Chlclayo The pnces charged by MINSA, pnvate for- 
profit cllnics, pnvate doctors' offices, medlcal centers, midwves, etc have been gathered Vislts to 
the doctor cost some 50 soles In for-profit climcs and pnvate doctors' offices, whereas h s  figure IS 

approxlmately 20 soles for middle-and lower-class neighborhoods and 4 soles at MINSA faclllhes 

Some observat~ons are in order here regardmg the rates charged m for-profit clmcs and pnvate 
offices Although the public pnce 1s approxlmately 50 soles per visit, very few people pay that, 
because most patients visitmg pnvate clmcs have pnvate health murance and the murance pays 
for them Pnvate msurance plans pay clmcs approxlmately 25 soles per vlsit by an Insured 
customer of theus, t h ~ s  is called the SEGUS rate, m u s  10 to 20% 

Thls thlrd ins.trument had the most Influence in settmg MaxSalud pnces A vlslt to the Balta clmc 
was pnced at 15 soles and to the Urrunaga clmc at 12, whch are at the upper end of the survey's 
reported range as well as the focus-group results These pnces also match the pnces set by med~cal 
centers or smaller clmcs, such as the Cayetano Heredia cllnlc on Balta Ave located on the other 
side of the Chlclayo M m  Square 

MaxSalud recently rased pnces on the basis of a study of competitors' pnces and mpresslons of 
people workmg m the Balta and Urmnaga clmcs regardmg patients' capacity to pay Pnces for 
office vmts have nsen from 12 to 15 soles for the Balta clmc, and &om 9 to 12 at the Urmnaga 
clmc (20% and 25%, respectively) Both amounts are hnce that of the mfla~on rate over the 
previous 12 months and are therefore uqushfiably hlgh 

Rates and Operatmg Costs 

Pnces set for the Baita and Urmnaga clmcs are hlgh enough to cover MaxSalud's operatmg costs, 
mcludmg the Management Support Unit (MSU) and the two clmcs In fact, Tables F 4 show that, 
addmg together the mcome and expenses of the two cl~mcs, operatmg costdexpenses can be 
covered, mcludmg equpment depreciabon If we add MSU expenses to the F 4 flows, estmated at 
US$ 10,000 for the fiscal year, we find that all operatmg costs, mcludmg the MSU's, are not 
covered Therefore, the exerclse of projectmg the flow consldenng only an expense of US$ 6000 
for the UAG was conducted These calculahons are shown m Tables F 6, whch show that 
expenses are finally covered by September 1997, assurmng h s  lower amount IS applled for MSU 
expenses This means that the two clmcs cannot be self-supportmg wth  Urmnaga rates reduced to 
half if over US$6000 is spent on admmstratron 



Wlthout calculat~ons of costs per service, it is impossible to determine whether all the pnces 
establ~shed for each service cover the correspondlng costs or if some services are subsid~vng 
others Thls type of mformation IS very useful for decision-malung and w11 be available In the 
future when the computing system IS complete However certam records w11 need to be added 
regarding the use of Inputs for each service, the tlme dlstnbuhon of professionals and other staff 
working In MaxSalud and its clinm 

Patlent Willingness to Pay for MaxSalud Services 

The survey and focus group conducted d u n g  the last two \ears have shown that the populatlon of 
Chlclayo and Lambayeque are wlllng to pay only as much as 10 soles per vlslt However, thls 
reflects the desire of the entlre populatlon umverse and not the wlllngness to pay of the lowest- 
income dwellers, who IS the target group for MaxSalud semces 

Establishmg how much the low-income dwellers of the city of Chclayo are able to pay for health- 
care servlces requres calculatmg thew lncome level, number of household members and the 
number of times, on the average, that they recelve health-care semces per year 

The data used for these calculations are as follows 



As shown in the survey on serwce supply and demand that MavSalud conducted, families' average 
monthly income is approximately S / 500 

The survey also showed that these families spend an average of 4% of their monthly income on 
health care Let us note that other surveys have reported much lower percentages 

The survey also shows that the average farnlly has 5 7 members 

A populat~on group w t h  the charactenstics of the city of Chclayo averages four visits to the health 
service per year T h ~ s  average lncludes people who, because of their age and health situation never 
v ~ s ~ t  the doctor all year round and others who because of theu age (children and the elderly) visit 
the doctor more frequently 

4 % of 500 soles is S / 20, whch IS the amount that families spend per month on health-care 
services m the city of Chclayo 

This amount means, that a farmly wth  a monthly Income of S / 500 spends 12 months X S / 20 
per month = S / 240 yearly 

The amount of S / 240 then, has to cover the average of 5 7 farmly members m Chclayo Thls 
gives us  approximately S / 42 per person 

Smce each person w l l  visit the health service an average of 4 tunes a year, t h s  means that each 
visit ulll account to S / 10 50, (S / 42 00 divided by 4) 

S / 10 50 has to then cover the payment for the vlslt and related tests and melcmes Statlsbcs 
gathered for sales and fees for services at the Balta and Urmnaga clmcs show that 40% of the cost 
of a visit to the doctor IS the physician's fees and the other 60% is requved for tests and medicme 
If these figures are correct, it would mean that the pnce of an office vislt for a farmly e m g  500 
soles per month should not be hlgher than 4 soles (40% of ten soles) 

However, accordmg to other surveys, spendmg on health care for low-mcome populabon groups 
may be under 1% of total famly mcome whch would further reduce the pnce payable per msit 

Desrre to Pay MaxSalud Pnces 

Usmg the same reasorung as above, we can deterrmne who is wllrng or able to pay the pnce of 
MaxSalud semces 

At the Balta clmc, the current pnce of a wslt IS 15 soles Addmg the value of tests and medicmes, 
we find that the total cost of seemg a doctor wdl average about 37 soles To be able to pay that 
much, famly rncome must be qute a blt hlgher, as calculated below 

The average person w l l  receive health-care semces four tunes a year, spendlng 148 soles a year 
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Slnce the family has 5 7 members, they wll spend a total per year of S 1 843 60 for vlslts to the 
doctor 

If this amount is 4% of household Income, the family should have an annual Income totallng S 1 
2 1,090 

These calculations show that the monthly income of a family that wll come to the Balta clmc must 
be at least S J 1,757 50, (S 1 21,090 dlvided by 12 months) 

Usmg the same procedure for the Urmnaga cllnlc we find that at 9 soles per vlslt (the fee charged 
until March 1997) only those families wth monthly Incomes of S / 1,068 75 can afford the servlce 
Ths  explams one of the pnnclpal reasons for the low usage rate 

Break-Even Pomt for MaxSalud Cllnics 

Tables F 6 show that the break-even pomt for the Balta and Urmnaga clinics is reached m 
December 1997, assurmng that only US $ 6000 is allocated for MSU expenses, depreclatlon, 
mmtenance, and so on Wlth hgher MSU outlays, the two clmcs wll not llkely acheve financial 
sustamabillty 

Accordmg to MaxSalud estmates, developing only two clmcs m the Chlclayo and Lambayeque 
area 1s not suffic~ent to cover the health-care semce demand Another four cllmcs are planned 
However, pnor to the unplementa~on of that decision, the ratlo of health centers (of s1rm1a.r sue to 
MaxSalud cllnlcs) to the populaQon should be calculated 

Accordlng to generally accepted health inlcators, ~t IS felt that each health center should serve no 
more than 30,000 inhabitants Usmg thls mdcator, we fmd 

D~str~ct  Populat~on Health Centers Shortage 
Ch~clayo 240,000 7 1 
Leonardo Ortlz 120,000 2 2 
La V~ctor~a  61,000 3 0 
Lambayeque 41,000 2 0 

These data show that, m the d~stncts of Chclayo, Leonardo & La Vlctona and Lambayeque, 
only three further facili~es need be bult 

However, MaxSalud plans to buld and equp four more cl~mcs In any case, smce avalable funds 
are Irrmted, one of them wll have to be turned over by the MINSA 

Income and expendtures have been projected for the Balta and Umrnaga clmcs plus the four 
others planned on the bass of the followmg assumpbons 



Two of the cl~nics would begin operat~ng after eight months and the other two begin eight 
months after that 

Expenditures for salmes would be slm~lar to clin~cs currently operatlng 

Clin~c infrastructure located or designed and proposed by MaxSalud offic~als is 
accepted 

Staffing and servlces are proposed accordmg to MaxSalud's projected ~nfiastructure designs 

Two of the cl~mcs would charge half of what Urmnaga cl~mc IS chargmg, whereas the other 
two would charge rjlmlar rates to those of the Balta clmc %s assumpt~on has been 
accepted to see whether cross-subsidy works by cuttmg pnces to MINSA levels 

One of the clinics w11 have 20 beds and an operatlng room 

Salanes w l l  increase wth lnflat~on and bonuses 

The needlest 5% wll  receive subs~d~zed servlce and 1 % wl l  be bad debts 

Fmdmgs of the projected flow appear m Tables F 7 The break-even pomt comes m Apnl 2000, 
w th  a 60% occupancy rate Tlus shows that the cross-subs~dy can work ~f pnces of half the cllnlcs 
are set at rvaJSA levels 

The break-even pomt could be reached earher if 60% servlce use 1s reached sooner The flow 
assumes a monthly increase m usage of only 2 5% llus means that the forecast is conservative 

Pre-Pald Systems 

Focus groups conducted two years ago and those conducted for thls evalua~on have clearly 
reflected the desue of the people mterviewed to establrsh an insurance or pre-payment system m 
MaxSalud climcs The popdabon understands what msurance is and is accustomed to paymg thelr 
obligabons on a monthly basis (electricity, water, police and other taxes), and they have often 
chpped m to help needier neighbors pay health-care bills It is customary to conduct collecbons or 
hold meetmgs to rase fimds for health expenses for a nelghbor who IS 111 

Therefore, three health msurance calculabons have been made, usmg mdicators of an average of 
four v~sits per year and other commonly accepted mdicators or rates for calculatmg the value of a 
health msurance policy Moreover, an 80% loss rate has been assumed, whch means that 20% of 
mcome fiom pollcy sale wl l  cover overhead 

Table F 8 shows the pollcy value for the Balta clmc, whlch is S / 13 15 



Table F 9 IS for Urrunaga cllnlc wth current pnces, for a cost of S I 1 1 02 

Table F 10 IS for the Urmnaga cl~nic wth MINSA-level pncmg, for a value of S 1 5 36 

If all the population around the Balta clinlc were to jom the system some 30,000 people, t h ~ s  would 
represent a monthly Income for the clin~c of some S I 405,000 whch is five tlmes more than the 
climc now spends Ths means that the prepayment pnces suggested above could be slgmficantly 
reduced 

However, the ideal would be to charge S 1 13 50 for a five-member family, which would mean that 
only 6000 families could jom, generating an income of S 1 8 1,100 Thls would be enough to cover 
the cltmc's expenses 

For the Urmnaga climc, the situation would be simllar If 6000 farmlies joined, h s  would mean 
S I 67,200, whlch is m c e  the cl~mc's current expenses 

Therefore, w t h  the pnce reduced to S 1 4 50 per f m l y  policy, an mcome of S 1 27,000 would be 
generated, whch 1s also hgher than the clinic's current monthly income of approximately 25,000 

W~th all the above figures m mmd, several combmations can be made For example, an msurance 
plan only at the Urmnaga clmc, but at a pnce of S I 3 per f m l y  per month The difference m 
mcome would be covered by the cross-subsidy fiom the surplus generated by the cllnlcs charging 
hlgher rates 

The Management Informahon System 

Although the management lnformation system have not yet been concluded and it would be 
premature to judge its effectiveness at h s  pomt, nevertheless, the terms of reference to construct 
the system, as well as lnformation and reportmg reqwements that the different MaxSalud 
stakeholders and clmcs reqwe, enables us to establish several valid conclusions 

The management lnforrnabon system will be a useful ~nstrurnent for decisxon-makmg about MSU 
and cluuc acbvities Report outputs by the mformabon system, both medical and admmstrative, 
wl l  make it easy to morutor the mstitubon's progress, the semces it provides and above all to 
observe patterns m health service producbon 

The system, as conceived, w11 make lt possible to observe mterachons among the different 
modules compnsrng the system Thus, when semces are sold, the system wl l  record and process 
mformabon that is of use to the logist~cs module and, at the same tune, wl l  establish the 
correspondmg accountmg entnes and collecbon modes 

The system w l l  also prepare, on the basis of the semce sales mformahon, mput purchases, payroll 
payments, the accountmg documents requlred by Peruvlan law, i e , balance sheets, profit and loss 
statements, etc 
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The following modules have been developed to date 

Production of services, ltemizlng each curatne and preventive sew~ce or health program of 
the MINSA 
Administration and finance, broken down into budget accounting and personnel areas 
Logistics and supplies, which handles information on stocks, suppliers pnces, balances, etc 

These modules, interactmg wth each other can generate sufficient informabon to create a 
management information system, that wll make it poss~ble to make proper decisions for MSU and 
clin~c development 

IV 4 2 INSTITUTIONAL SUSTAINABILITY 

Institutional leaderslup refers to the capacity to estabhsh goals and objectwes and to clearly 
envision and plan for thelr llfillrnent through the exercise of strateg~es that respond to three 
essential areas 1) The orgmzahon's Conceptual Framework of the Process of Development, 2) a 
profound understanding of the Context in wluch the organmtlon and its clients are unmersed, and 
3) the creation of a Shared Institutional Vision and Miss~on These three areas are the foundation 
for Strategic Planrung whch provide the duechon and guide the elaboration and development of 
operational activities and projects 

Maxsalud's leadershp capability m reference to the project objectwe of attammg financial 
sustamabtllty appears to be have been well understood and exercised efficiently from the start of the 
project Its ensumg establlshment of the admmstra~ve, financial and procurement procedures, 
accountmg systems, and hmng of qualified techcal  personnel to manage the day to day operations 
of its central office and later its fust two cl~rucs at Balta and Urrunaga, leave little room for 
criticism 

The areas of concern are rather those that have to do wth the other project objectwes regardmg 
Inst~tubonal Strengthemg and Comrnuruty Participmon In regards to these areas some 
observaQons can be made about the leadership exerclsed by MaxSalud 

lnstltutional Development is a process at the heart of wbch is centered its human resources The 
development of human resources then is mextncably related to the exercise of msQtuhonal 
development Expressed m another way we could say that mst~tut~onal capaclty is the capaclty of its 
people to exercise the techcal, personal and mterpersonal capabiht~es it possesses m order to carry 
out its mssion These capabihes are to be found m the concepts, quahes, slulls and amtudes of 
the personnel that lead, manage, admmster, and perform the mulhple actwlhes of an orgafllzahon 



In the hght of the above definition of what const~tutes ~nsbtutional development and the capacity to 
provide effective leadership In the area of Pnmary Health Care Development, ~t appears that 
MaxSalud requires additional strengtherung in the followng areas 

a) Strategic Planning 
b) Partlcipatlve Research and Evaluat~on 
c) Community Parhcrpahon 
d) Shared Leadership and Teamwork 
e) T ra~nmg Design and Development 
f) Non-Profit Board Development 

As stated earlier Strategic Planrung as considered by most contemporary orgmza~onal 
development specialists (Peter Senge, Stephen Covey, John Gardner, Bems & Nanus, and others), 
IS the foremost measure of an mstitution's capacity to lead m today's complex social environments 
By strategic p l m n g  then, we are refemng to the capacity of an mstitution's human resources to 
thmk and plan along llnes that are consistent wth its Mission and synergistic, i e ,  capable of 
achevmg greater impact and multiple results per action 

An often used example of thls concept is the "80120 rule" Basically th~s  rule pomts out an 
unfortunate reality all too present m today's orgmzabons The problem is that far too many 
orgmzations spend up to 80% of their tune and resources producmg only 20% results It has been 
argued and demonstrated by leadlng orgmzations m vanous fields, that \nth the help of effectwe 
strategic p l m n g ,  centered m the capacity of its people to thmk strategically and systemcally, that 
the above rule can be reversed to achleve a "20180 rule", I e , 20% effort producrng 80% results 
Others call thls the "rule of synergy", i e , the capacity to identlfy and unplement the most 
unportant strategies that w11 have the greatest Impact and d u e n c e  on the development of an 
orgmzabon and its clients 

In reviewmg MaxSalud's Yearly Contract or Plan of Acbon, lt is noted that the emphasis IS hgh on 
the elaboration of specific acbvlhes or tasks (whch are stated as objecbves) and low on the 
conceptualization and development of strategic objectives The MaxSalud Opera~onal Plans and 
Reports are elaborate and achvity specific, however, as stated above it IS not easily dlscemed how 
these activities relate to the overall strategic objectives of the orgmzahon nor how these achvlhes 
wll  assist m the achevement of the same 

Perhaps more unportant than the above problem is the concept itself bang employed of what 
strategic planrung and objechves are and the difference between these and the more general and 
specific operabond objectwes outllned m the Yearly Contract 

In adltlon to the above area wluch clearly needs redorcement, lt was obvrous fiom numerous 
rnterwews, group analysis sessions such as the "Strengths, Weaknesses, Opportu~llhes & 
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Constraints (SWOC)" everclses and the "Force F~eld Analysis" exerclses camed out wth the 
partlapation of personnel from the two clin~cs, the COP and the MSU team that strategic planning, 
systemic and systematic thinking about the organmtions challenging leadership role in achiev~ng 
rnstitutional and social sustamability vis-a-vis organizational and comrnuruty development, has not 
been a pnonty exercise at the management or operat~onal letels of MaxSalud The reasons for this 
shortfall are treated in Section IV 3 on Project Strategies 

Suffice lt to say here that financial sustamability concerns vls-a-vis cost recovery and eficient 
adm~mstration of resources lnfiastructure renovation and procurement of eqmpment and suppl~es, 
have occup~ed center stage of MaxSalud's Project development srnce its commencement in June of 
1994 Indeed, little time or deliberate effort has been allotted to conceptually developing and 
implementing strategies amed at finding solutions for the less tangible issues of social and 
institutional sustamabil~ty Thls is demonstrated by the lack of t r m g  courses offered thus far In 
these areas and lack of matenals and research documents in add~tion to muzlmal discourse 
development at the MSU and climc levels regardmg these ~mportant areas of development 

These two areas, recopzed by USAID and the Evaluation Team as key components of an overall 
Project sustamability strategy ( See Attachment A 1 SOW) are m e d  at strengthemg human 
resources w b  the mstltutlon and at the commuty level - capable of c o m t h n g  to and carrying 
out the mstitution's strateg~c and operational gods and objectives and resolvmg project 
development issues at all levels d w g  and after USAID h d m g  

The need therefore, is to strengthen the Project's capability for Strategic Planrung and thls wl l  
require that a strategic p l m g  team be formed (compnsed of key planrung personnel of the MSU, 
cllnlc duectors and staff whose knowledge of commumty based problems and social reality is 
acute) and then the mstitubon facilitated through a strengthemg process covenng the three 
essential areas of analysis for leadershlp and orgaruzabonal development, i e , 1) Conceptual 
understandmg of the mtltution's process of development, answenng key questions regardmg 
Purpose, Methodology and Process, e g , Who we are' and How do we do busmess' 2) Contextual 
analysis of envuonment and mtemaUextemal condibons, answenng queaons regardmg Contingent 
reality, Real situations, e g , Where are we now' 3) Shared Mtubona l  Vision and the Institubon's 
Role or Mission answenng quesbons regardmg the Ideal Situabon, Desued Future, e g , Where are 
we gorng' 

It is recommended that strategic p l m g  be msbtuuonallzed by becormng an mtemal exercise 
camed out penod~cally by the orgaruzatlon's management The most recent Yearly ContractRlan 
that was provlded by the MSU to the evaluabon team was dated 1994-1995 Good strategies are 
among the most valuable outputs an orgamzabon can produce If these are current, well focused and 
grounded III the areas proposed above, and are mplemented appropnately, then it is clearly poss~ble 
that the organvation w l l  provlde outstanding leadershlp wthm and even outside its domam 

Srnce mternal and external conhons,  personnel, and relationships w t h  the cornmmty are 
constantly changmg, it is advisable that strategic p l m g  be rewsited and conducted every year to 
ensure that the Project is on track wth its onglnally proposed objecbves In addbon to other 



~mportant benefits, personnel wll feel more a part of and wlling to commit to and eben sacrifice 
, for an institution that IS genuinely concerned about its strategc goals, effect~veness and ~ t s  Impact > 

on health and the provlslon of long range organmtional leadership, rather than an institution whose 
operations are efficient but lacks strategic direction and vislon 

b) Part~cipatlve Research and Evaluation 

We have grouped research and evaluation together in thls sectlon as both of these areas are 
concerned w th  the same basic approach or methodology to institutional strengthemng In research 
amed at discovering the social, economic and cultural realit~es of potenbal beneficianes, a 
participative approach, involving the client in processing expenential learmng and then 
systemativng this knowledge through the construction of new conceptual frameworks, is 
considered one of the most empowenng social science methodologies T h ~ s  approach IS enhanced 
through the application of the well-known " L e m n g  Cycle", developed by Malcolhm Knowles for 
adult l e m n g  enhancement 

Evaluation on the other hand, although different m that it tends to be more conclusive m its 
reporting, is however, equally as empowenng to beneficianes when exercised for the purpose of 
collective l e a m g  Evaluation, llke research, searches for the truth The key word here whch 
makes these exercises equally powehl and productive for both the institution and the cornmmty, 
is participation 

In reviewmg the MaxSalud literature it must be noted that unportant research documents have been 
produced since the project began Among these are a study regardmg Cornmmty Health 
Knowledge, Attitudes and Practices (KAPs), an Econormc Health Supply and Demand Study, and a 
Commmty Demand for Health Serv~ces Study conducted through Focus Groups 

What is clear fiom reviewmg these documents IS that they are well presented and wntten They also 
contam mformation, whch we assume has served the msOtution m a general sense m therr 
respective areas What is not clear is how much and to what extent have these studles been used m 
gu~dmg management to make cntical decisions regardmg program drrecbon, quality unprovement 
and a b s t r a t i o n  of services, and m general to better understand the problems under research to 
the degree that the ~nformahon can be s l d  to have been of true value to the msbtuhon 

What is more cntical here, however, is the methodology used m carrymg out these studies By 
methodology we mean to discuss the unplementor's capacity to mvolve the cornmuruty/client under 
study m a way whlch allows it to buy mto, feel a part of, and benefit fiom the research Vertxally 
designed scienhfic research methodologies, useful as they may be m controlled research 
envrronrnents, are not appropnate m studymg socially margmallzed, illiterate and serm-literate, 
heterogeneous, and mgrant-formed commmhes surroundmg Chlclayo A much more socially 
scient&, anthropolog~cal and qualitahve approach, to parfxipahve research, sensihve to gender 
Issues and low-mcome comrnmty problems, would be a more appropnate design to meet the 
research needs of these people and thelr cornrnuntaes 



Other questions have to do with the populatlons that \\ere mvolved in the research Do these 
populatlons represent the "low ~ncome" sectors of the project area7 Were the population samples 
strat~fied so that the results regarding capaclty to pay for example can be attnbuted to a speclfic 
low-mcorne population in a particular area of Chxlayo or were samples taken from vanous areas 
and strata of the general population' E-us subject IS treated agam in the Sections of thrs Report 
dealmg wth  the economic and financial developments of the Project 

The man concern here whch has to do wth an analysls of organizational capaclty and 
development is how prepared is MaxSalud to conceive of and undertake commumty-based research 
or to conduct evaluations that are both useful to the ~nstitutlon and to the populatlons it serves How 
well developed IS MaxSalud's partmpative approach to gathenng lnformat~on and ~nvolvlng the 
cornmwty In useful expenentid analysis of its health problems' How well does MaxSalud 
facilitate the generation of knowledge m the cornmuruty, among women, chldren, and local 
structures, regarding their health and soclal development concerns? What happens to the 
information once generated, gathered and documented7 Are participants mvolved m the 
empowering processes of systematmng, validatmg and recycling lnformat~on back to the 
cornrnmty in order to produce useful social rndicators for on-gomg community research and 
evaluation of collective learmng? These are a few of the quest~ons whch anse regarding thls area of 
MaxSalud's instltut~onal capaclty for local research and parhcipative evaluation of learmng about 
the cornmuty 

Without doubt, the nature of social onented research and the evolvmg concepts and practices of 
partlclpative evaluation have changed radically over the past twenty years Evaluations exercised m 
projects heavily involved at the cornm~~llty level, especially by those where NGOs are mvolved, 
are now focusmg more attention on the l e m g  processes and on capaclty development of 
indiwduals and mstitutlons, than on convenbonal quanbtahve indicators alone 

Authors, representrng numerous scienhfic dmiplmes are concluding that msbtutional strengtherung 
and sustamabil~ty are based on the capabihhes of the msbtuhon, vis-a-ws its people, to learn 
effectwely from thelr own culturally specific expenences and from a now convemently accessible 
urnverse and network of knowledge and expenences avadable at the click of a mouse Two quotes 
on h s  subject should suffice to mse consciousness for the purpose of th~s  h t e d  lscussion "The 
capacity to learn wth greater rapidlty than ones cornpeators, is perhaps, the only sustarnable 
compebtive advantage" (Ane de Geuss, Chef Plannmg Officer of Royal Dutch.Shel1) and, "The 
relevant leading o r g w Q o n s  of the future wl l  be those that discover how to take advantage of the 
enthusiasm and the capacity for learmng of ~ t s  people at all levels of the organmi~on" (Peter 
Senge The Fifth Dlsciplrne The Art and Prachce of the Leammg Organuabon) 

Obv~ously, much of what is bemg queshoned and proposed here has not been considered an 
essenbal part of MaxSalud's orgaruzahonal development agenda On the other hand, ~t would not be 
fm to say that thts partm.dar focus on ln~htubonal strengthemg, ws-a-ws the capaclty to conceive 
and apply partmpahve research and evaluabon techques, can be canned out by MaxSalud wth its 
current lack of experhse and experience m thts area These subjects are the domam of social 
development experts, social scienhsts, commmty acbvlsts, public health and educabon spec~alists 
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As ongmally designed INSAP a cornmumtv health system's development orgaruzatlon, was to be 
responsible for this area of research, morutonng and evaluation INSAP dld in fact begm its work 
\nth MaxSalud in this area and a Community Liason person prov~ded by I N S A P  was established 
on the MSU in charge of Social Marketing and Commun~ty Particlpatlon However, thls 
arrangement did not last long and soon MaxSalud was wthout a cornmutv Ilason to fill thls 
much required position on the MSU It was then decided that the current Trainmg Coordinator of 
MaxSalud, Oswaldo Sierra. assume both posibons as Tramng Coordmator and Social 
Market~ng/Cornmuty Llason for the MSU and Angelica Orhz, then a secretary of the MSU, be 
positioned as Cornmum Liason, not at the MSU level but rather at the clmc staff level Thls 
arrangement has remaned the same slnce these changes were made nearlv two years ago 

It is clear from our evaluahon that thls IS one of MaxSalud's cntical disadvantages It is hard to 
conceive that an orgmzahon wth  a strong cornrnumty health onentabon such as the one designed 
for MaxSalud, can contmue to operate wth th~s  handicap It IS Imperafive that the project consider 
the multlple advantages of bang able to work wth and accompany the local populat~ons it serves in 
a far better way than it has been able to achleve to date In our opinlon, t h s  can begm to happen to a 
s~gmficant degree, if the msfitution identifies and lures a qualified Social Marketmg/Commu~uty 
Liason person for the MSU, preferably a women, who can prowde the leadershp and sound 
cornrnumty research and evaluabon know-how needed to strengthen the matubon m th~s  area and 
lmprove its performance at the local level 

In t h ~ s  section we w11 menfion a few of the key issues whch were analyzed dunng the evaluation 
and whch relate to orgamzafional development Other Important aspects of t h~s  analysis are treated 
m Section IV 4 3 on Social Sustamability 

Cornmumty participabon, what it is and how to genue ly  achleve ~t IS perhaps one of the most 
discussed and argued toplcs m recent development history No substanfial analysis of 
orgamzational development and sustaulability can be senously cons~dered, especially regardmg the 
development of non-profit human semce o r g m b o n s ,  wthout cons~denng h s  topic 

The followrng analysis attempts to clearly llnk comrnwty partxipmon to what most non-profit 
health msbtufions refer to as thelr "client onenmon" 

Studies of successful orgaruzabons over the past two-and-a-half decades clearly show that client 
onentauon is not just a slogan that is used to descnbe top-down semce provlsion systems that have 
achleved financial vlablllty but rather describes a conceptual hmework that places the client at the 
very center of its core phlosophy and mstltubonal values To use the term of a well known author 
on thls subject, Dawd Korten, commmty pmclpabon revolves around the concept of "people 
centered development" 



A people centered development approach to pnmary health therefore, requires strong conceptual 
arguments and consistent methodologies whlch facil~tate and motwate community partlapation and 
enhance a sense of empowerment to resolve local health problems by the population 

MaxSalud's approach to cornrnuruty health development is based on models of thinklng about the 
communltyfclient that were prevalent in non-profit health delivery organizations d u n g  the 1970s 
and early 1980s The emphas~s placed on supply-s~de development and economics charactenstic of 
that penod, have been well documented and proven to be ineffective in acheving the active 
participation of the so called "under-served beneficiary or target populations" A modem supply- 
side approach to community health if unaccompamed by a corresponding emphasls and deliberate 
effort to fac~lltate social commumca~on, participation of women, leadershp and local 
orgamzational development, w11 encounter senous client dissahsfaction 

The quest~on bemg rased here is not one of eitherfor, but rather one of how to make sure that an 
orgaruzation as techrucally capable and efficient as MaxSalud m the areas of project a h s t r a t i o n ,  
PHC service delivery and climc management, can be equally if not more effective m its cornmuty 
work and thus M e r  develop its capacity to become profoundly mvolved m a "process of 
accomparument" of the local, hgh-nsk, low-mcome populabons of the Chlclayo cornrnuuty 

The latter, refers to a process not of "offering" convenbonal assistance m ways whch mght 
perpetuate paternal~sm, nor through the exercise of authontanan leadershp m trauung and 
counselmg, nor by comrnumcatmg (often unconsciously) athtudes of supenonty toward the rest of 
the health prowders m Chclayo, but rather through the transformation and exerclse of new mental 
models related to health and commumty development whch are consistent w t h  the nature of the 
work t h ~ s  project proposes to undertake and are thoroughly consistent wth  the pmc~ples and 
practxes of leadmg organmit~ons m h s  field for the 1990s 

Answers to t h ~ s  problem are many, but there are a few that are among the most unportant 
MaxSalud would be well served to consider these and mbate actions that would lead to then 
implementation at the commuruty level 

Imtiate a consultatwe process wth the cornrnumty, not for undertakmg posit~v~st~c "one-way" 
surveys but rather to facihtate open d~scussion regarding the percepbons whch the cornmuty 
has of thelr own health problems and how they see MaxSalud's role m prowdmg servlce and 
accompamment to find solut~ons to these problems Get close to the comrnuruty through shared 
cornmwcaQon and the exercise of "actwe listenmg" slulls 

Design tmnmg based on the cornmurubesf defiruhon of theu roles m PHC, thelr felt needs and 
capabllit~es, and fiom these mputs design appropnate performance and learmng objectwes 
rather than basmg the trauung on MaxSalud's educa~onal objechves alone 

Invlte women and chldren to speak about theu perspectives on health, cornrnmty development 
and thelr umque problems Exercise extreme sensitmty m ttus area These encounters should be 



preferablv conducted by women who are tralned as facdltators of cornmumty and women's 
groups 

Provlde leadershp trainlng for local organizations based on recent concepts of institutional 
strengthening for NGOs and comrnunlty leaders Literature IS abundant on this subject and 
entire courses have been developed and successfullv implemented in Latin Arnenca with 
organized groups slrnilar to those in the Ch~clayo pen-urban areas 

Deslgn and program jointly wth commurzlty groups involved in MaxSalud's local p l m n g  
Establish "Convemos de Responsabilidades Compartidas" (Shared Responsibility Agreements) 
These are documents which help commlt and remind both the provider and the user of services 
of thelr shared respons~bilities and whch assist both partles acheve the objectives they have 
mutually agreed upon 

Although stated last on t h~s  list, the need to train and re-tram MavSalud personnel at the MSU 
and c l i n ~ c / c o m m ~ t y  level is most likely the key to achewng success m the above actions 
proposed T h ~ s  tramng would have to involve more than mtroducmg new comrnunlty 
particlpahon techques  and/or the latest state-of-the-art social development technologies, as 
much as these are necessary In addition, what is enwsioned here is the need to work on the 
conceptual transformation and application of shared leadershp and orgaruzational development 
capab~hhes whch would be ldent~fied and developed through a senes of traimg events 
designed spec~fically for the personnel mentioned above 

After participatrng m a senes of distance-tramng workshops designed for the workmg professional 
adult, they w l l  be capable of exerclsmg the five listed capabilities m addihon to others relevant for 
facilitating effective comrnuruty partxipation It is important that all members of the MSU and 
c lmc staff be mvolved m thls t r m g  smce the idea is to essentially strengthen the mst~tuhon by 
empowenng its personnel to conceive of and implement commumty/client oriented actions for all 
of its proposed objectives Tlxs too, would enable staff to vlew its rmssion m a more Integrated and 
purposeful perspective, however distant it may seem at tunes from the commuruty and ultmately 
from the client Viewed slightly differently, we can say that the type of trammg proposed here w11 
strengthen the mstitution's capability for s h m g  leadershp of comrnmty health processes m 
addition to its staff capability to work more effectively as a mulhdlsclplmed team wth clear 
commuruty semce objectives, developed slulls and soclal mystic 

d) Shared Leadersh~p and Teamwork 

The followmg two areas of orgaruzahonal development bulld upon the above elements and for 
purposes of convemence we have grouped them together Let us state from the outset that the term 
"shared leadershp" does not unply that URC or MaxSalud would share ~ t s  financial responsibilihes 
wth the cornmmty or wth  the State dunng its current contractual arrangements The term 
"shared" here refers to the capaclty of an msbtuhon and its personnel to vlew, promote and 
implement different project responsibilities m a way that all p m e s  mvolved feel that the project 
and its objectwes are thelr own The extent to whch these actiwhes belong to the comrnumty, wl l  
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determine both the mstitution's capabillty to share ~ t s  leadersh~p and the communities' capabillty to 
assume respons~b~l~t~es  for ~mplernentat~on 

Teamwork. on the other hand means the capacity to work together wthin an organization In such a 
way that mot~vates hlgh levels of participation in processes of consultation shared decision maklng 
and problem solvmg It also connotes the ability to construct and perform team exerclses for the 
above whlch tend to encourage and enthuse active participation of staff But most ~mportantly, 
good teamwork helps an mstitution acheve better quallty results because of the benefits bestowed 
upon a group by the collective reasonmg and diverse perspectives that strong teamwork provides 

In our evaluation of these two facets, shared leadershlp and teamuork in MaxSalud need 
strengthenmg Some of the reasons are based on earlier analysis of institutional development, but 
also based on what appears to be work performed In isolation and a lack of coherent Integrating 
strategies, comrnurucation and coordmation wthm and between the COP, MSU and cl~nlc staff 

Informahon shmng, group consultation, collec~ve problem solvmg and analysis of results 
generated by MaxSaludYs research to date, appears to be exercised mmlmally among the staff at all 
levels What does appear to domlnate is a pracbce of decision makmg centered in the COP who 
basically controls the flow of mforrnation toward the center In conversaoons wth  staff lnvolved in 
research it was pomted out that there appears to be no clear mandate or felt need at the hgher levels 
of MaxSalud to provlde feedback and consultabon wth those dorng the research in order to make 
final decisions based on consensus 

The Chmese have a story about shared leadershp They say that when a "true leader" leaves a 
group, the group responds by saymg "look at what we have done" The pmse thls group bestows 
upon itself for ~ t s  developed capacity to acheve the objectives for whch it was created, is 
considered a clear recogmtion of the leader's capacity of havmg empowered the group to exerclse 
its own capabilities and thus demonstrate shared leadershlp 

Two thmgs need to occur m order for shared leadershp to have slgruficant Impact on the decision 
makmg capacity of MaxSalud The Board of Directors or a Governmg structure at the hghest level 
of MaxSalud needs to be reengmeered and strengthened to guide the rn tu t lon  and prowde the 
COP wth  a consultat~ve mechamsm he can work wth to make decisions The second h g  IS to 
strengthen the teamwork capacity of the MSU staff and clmc directors to assist the COP m the 
operational application of Inst~tutional policies, guidelines and pmciples applied to the 
orgmzabonal development of MaxSalud 

e) Tralnrng Desgn and Development 

One of the major problems whlch has mpeded cornrnumty development m Latm Arnenca has been 
a verbcal approach to tmnmg and techcal  assistance promded by development projects The term 
vefical here refers to a topdown approach applied m decision malung and the way teachg- 
learmng takes place 



In development projects thls has meant that personnel at a central office have deslgned the project 
activities for the cornmumties they serve with llttle to no participation fiom the beneficlanes in the 
elaboration of a tralning plan Nevertheless even though a project has been elaborated In vert~cal 
fashion by outslde technicd staff, wtthout partlcipatlon fiom the community, lf the techcal  staff 
knows well the real~t~es of the cornmumties lt serves ~t IS llkely the project will achleve its 
irnrnedlate objectives and some people wll benefit from its t echca l  tralning 

However, the above approach rarely contributes toward sustamable community development Once 
the funding ceases and the external mplementlng agency leaves, everything ends The cornrnumty 
remans passively wa~tmg for a new project that wtll bnng them other benefits If on the other hand 
the project was a falure, people In the cornrnun~ty become "vaccinated" against projects and turn 
negatwe toward hture "development tramng" These are a few of the consequences of dependence 
caused by vertical approaches to tramng and techcal  assistance at the community level 

It is rare, therefore, to find a commumty that has gone through the negative effects described above, 
that is able to display a genwne sense of responsibll~ty and mbative toward its own development 

When institutions are asked why do they contmue operating thls way, why do they not mvolve the 
people of the cornrnuruty m the des~gn and shared management of the project, vls-a-vis the t r m g  
agenda? The answer most commonly given to thls question is that cornmuty people do not have 
the capabilities necessary to partic~pate at t h ~ s  level of decision malung Other reasons given are 
that the institution does not have the resources necessary to mvest m t h~s  phase of the project They 
feel that they cannot jus t~f j  the tune and money spent on a long process of joint p l m g  wth  the 
COmmuIllty 

The subject of lnvolvmg the comrnumty m jomt planrung and programrmng exercises w th  
&k&ihd md d!owmg for open consultations and Ule Ilke, is viewed as mappropnate by some 0% 

the MSU for two reasons 1) The possibility of exposmg sensitive information whch could be 
mampulated by third parties to the detnment of the project, and 2) the responsibility for compl~ance 
to the URC-USAID contract, whch m the opmon of the Evaluation Team, 1s mterpreted much too 
narrowly In other words, a l l omg  the commumty to participate in some lund of associahon wth  
URC m the implementation of the contract, e g , the establ~shment of a Local Health 
Adrnimstration Comrmttee known as a "CLAS", IS perceived as nsky busmess by the URC Chef 
of Party m Chclayo 

Because of these attitudes exerclsed toward the commmty and particularly towards ~ t s  authonbes 
and polihcal leaders, it is d~fficult to explore the opbons of a partnershp/associabon between 
MaxSalud and the commumtles currently bemg served and those bemg considered m the near 
future An appropnate example of how these athtudes can affect the strategic hnkmg and plammg 
of the mWubon, arose dunng the Force Field Analysis w t h  the MSU T h ~ s  example is noted 
below m the Force Field Analysls sechon 

The quesbon anses then, how can we break the cycle of designmg tramng and project acbvlhes 
based on any of the above causes j ~ f i e d  or not? 
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It  appears to us that the best way to confront thls problem is d~rectly linkmg the traning design and 
development to the speclfic capabil~t~es needed in the communit~es to participate effectively and 
promote leadershp in their own health and development processes In thls way they, the 
communlty participants in the MaxSalud Project, wll not be dependent on the "fate" the mst~tut~on 
established for them nor on the continuation or not In the communlty of the institution itself 

For the participants at the cornrnututy level to be able to evaluate thelr own needs, to decide whlch 
of these are the most important, deslgn and elaborate thelr own projects, carry some of them out 
with local resources and actlvely seek assistance from lnstltutlons and donors for projects that 
demand external support - techn~cal, personal and interpersonal capabilities In the communities wll 
need to be developed, upon whlch must depend the t m m g  of human resources 

The Training Cycle 

The design of tralmg and the delivery itself would be greatly enhanced at MaxSalud if c e m  
additional elements were to be taken into considerabon before, dunng and after the t r m n g  events 
To the best of our knowledge m evaluating h s  area of mtltutlonal and cornmunlty development, 
the project has been unable to design and mplement a complete strategy for Programmmg, 
Del~very, Momtonng and Evaluation of tramng These four elements are the essential steps to 
achleve success m what is wdely know as the T r a m g  Cycle (See Attachment A 11 The Tramng 
Cycle) 

In the Tramng Cycle, the most mportant achvrty that planners and tramers alike need to take Into 
considerahon before the actual event, 1s the design of the workshop itself The process of deslgnmg 
a workshop mvolves vmous steps Among these, and for the sake of brevity, the most important 
are 

Assess the tranmg needs 
Elaborate a vision and identlfy roles and pertment capabilities, 
Idenb& key mental models, 
Assess contextual reallties 

Define performance and l e m g  objectlves that are appropnate to each workshop * 

Establish the length of the workshop and distribute the l e a r u g  objectwes m the tune 
avalable 

Plan adult-leammg actrvibes for each objectwe, comblmg accordmg to need, the process 
of defieezmg-movement-consolidatron, the Learmg Cycle and the mcorporahon of 
partmpahve methodologies 

Elaborate detaled plannmg for each actmty 



6 )  Program schedules for each activlty 

* The "Three Key Points for the Elaboration of Objectives" are diagrammed on a chart in 
Attachment A 1 1 

f) Non-Profit Board Development (For a full anal, s ~ s  of thls subject refer to 
Section IV 2 Orgaruzatlonal Structure) 

Analysw of Strengths, Weaknesses, Opportun~hes, and Constramts 

Two hghly participatory exercises to obtain Information from MavSalud employees and 
comrnurzlty representatives were camed out by the evaluahon team The objective of the exercises 
was to determine, by using a self-evaluation techtuque, the strengths, weaknesses, opportuxuties and 
constraints or "SWOCs" related to the mstitution as a whole The mformabon generated represents 
their percepbon of the above elements and not those of the evaluators However, in analyzmg thelr 
perceptions it is possible to determine Important findings and conclusions regardmg the institution 
and particularly how they see its current and hture development and sustamability 

The first of the SWOCs was camed out wth  personnel only from the Balta Cli~uc (See Attachment 
A 4 Lists of Participants) The second of the SWOCs was camed out wth  both personnel and 
cornrnumty representatives of the Urmnaga Cllnlc 

Balta C h l c  

For a complete rendemg word for word of the SWOC results (See Attachment A 6 SWOC 
Analysis Results) The followng is a summary of t h ~ s  area of analys~s 

STRENGTHS 

The greatest strength mentioned by the staff (14 different mentions) are the Human Resources of 
the clmc T h ~ s  area is considered strong for reasons gven such as, "personal and profess~onal 
etl-ucs, capable, hendly, efficient, affecbonate, and good treatment provided by doctors and nurses, 
and efficient t e chca l  and adrrrrmstrabve handling of pahents" 7 

Other areas m order of frequency mentioned were Admmstration and Logist~cs, e g , opportune 
arnval of supplies, collabom~ve personnel, and supervlslon by the MSU Econormc Accessib~hty, 
e g , low-cot medlcme and low to moderate cl~nrc servlce fees Idenhty and Image, e g , personnel 
feeling idenufied w t h  the clmc and wth the MaxSalud Project Coordmabon and Orgmzabon, 
e g , support felt by thelr colleagues toward ce- achmbes 



OPPORTUNITIES 

The two areas whlch recelved the most frequent menhon, perce~ved as opportunities (7 and 6 
mentions respectively) were Ins~tut~onal Development and Serv~ces/Human Relations of the climc 
Some examples, "achleve prompt self-sustainab~lity, aclueve permanence reach the poor and the 
disadvantaged sectors urgently" and to "expand spec~altv servlces (e g , dermatology, oftamology), 
achieve hlgher numbers of patlents, rase cllnic Income bv establishng an operatlons room, and 
renew services in order to malntam personnel fhendliness" 

Other areas rnent~oned as opportmtles were "Human Resources", e g , "continue to mantam good 
treatment of patients in order to achece self-sustamability" "Admirustration and Logistics, 
Infrastructure and Equ~pment, Identity and Image, and Economic Access~b~l~ty" An interesting 
correlation for the economic accessibility, perceived as an opporturuty for the cllruc was, "upon 
acheving self-sufficiency to be able to subsidize indigent patients" 

WEAKMESSES 

The area mentioned most frequently as a weakness was "Coordinat~on and Orgmzation of Work", 
e g , "excess of work for t echca l  personnel, excess of adrnlnlstratrve work for nurses, 
lnconvement laboratory schedulmg, personnel is not ~nformed of changes w th  enough advance 
notice, long watlng penods for pahents, and bothersome rnformal cornmumcation pract~ces" 

"Infrastructure and Equipment" and " T m m g "  closely follow the above as the most frequently 
mentioned weaknesses, e g , "expand the pharmacy, establish a lab mside the clin~c, an operatlons 
room for cesarean births, the need for a Central Clmc, and shortage of certam medlcal supplies" 
For t r w g  examples of mentrons were, "improve the professional t r a m g  of all personnel and 
trarung should be constant and on-going" 

Other areas mentioned were, Human Resources, e g , "greater mcentives, more support needed for 
the mght s h k ,  and the need for a general coordmator of Odontology" The other areas menhoned 
were, Adrnmstrahon and Loglst~cs, e g , "more opportune provlslon of matenals and supplies", 
Identity and Image, e g , "create greater fidellty m the chents", Institutrond Mission, e g , "gwe 
greater emphasis to preventwe and promotional health prachces rather than just curative health" 

CONSTRAINTS 

By far the most mentioned constmnt (7 mentions) was the area of Se~ceslHuman Relahons", e g , 
"patlents gomg to other clmcs and hosp~tals, the lack of competrtors, the excess work load of 
doctors and techrucal staff dunuushg  quality treatment and producmg patrent msaQsfachon, 
constramts m the treatment and fhendlmess toward pahents, and user fidelity decreasmg due to 
poor treatment of pauents at the clmc" Insutuuonal Development was the next most menhoned 
constramt, e g , "MaxSalud not achevmg success, decrease m self-sustamabihty, dissolutron of 
teamwork, and not changmg for the betterment of the mtutron"  



Other areas mentioned were, Human Resources e g "tiredness and turnover of personnel", 
Economic Accessibility e g , "acceptable pnces for semces and pnce compet~tlon for serv~ces", 
Training, e g , "lack of traimng for personnel", and Infrastructure and Equipment, e g , "MaxSalud 
not being able to attend hgh-nsk births" 

Urrunaga Clmc 

For this SWOC analysis contrary to the one above for the Balta Climc, both clinic staff and 
community representatives participated This is considered healthy for a more complete assessment 
of the cliruc's capabilities and needs, slnce the responses given here were generated fiom wtlun 
(clinic staff) and from the outside (community) This analysis therefore permlts us to look at the 
clin~c and institution's strengths, weaknesses, opportuniQes and conshnts  from the perspectives of 
both the prouder and the user For a complete rendenng word for word of the SWOC results (see 
SWOC Results In the Attachments) The followng analysis is a summary provided by the 
consultant in charge of thls area of analysis 

STRENGTHS 

Human Resources was the strength most mentioned by t h s  group of part~cipants (14 ment~ons), 
e g , "fhendly, warm, pleasant, efficient, expert, well m n e d ,  and responsible doctors, nurses, 
admlmstrative and secunty staff" Also, " personnel concerned about the health of the cornmuruty 
and equal good treatment of all patients, and immediate treatment of patients" 

Other areas mentioned were, Accessibility, e g , "mexpenslve medicme, quality low-cost supplies, 
just pnces, clmc for people of need", Serv~ces, e g , "satisfied patients wth emergency services, 
reliable, rapid and sure medical attention", Cornmurub Problems, e g , "preventive-promotional 
work, Infrastructure and Equpment, e g , "modem", Coordmation and Orgmzation, e g , 
"teamwork and good Interpersonal relations" 

OPPORTUNITIES 

The most frequently mentioned opportumty (6 menbons) was T m n g ,  e g , "strengthemg 
knowledge of preventive health top~cs, trammg provided by mtemahonal tramen, clmc providing 
t ramg m p l m g  and cornmuty management, constant learmng, tmnmg for farmly, social and 
personal advancement" Next were areas menhoned equally such as, Inshtuhonal Development, 
Serv~ces, Idfaslncture and Eqwpment, and Accessibil~ty, e g , "attract professionals fiom the pen- 
urban areas, support from other mtltuhons, more projects m the distncts, more projection toward 
the commuty,  campsup,  house vlsits, become self-sustammg wth greater effort", and 
"expansion of coverage, and carnpagns bnng us closer to the comrnuty", and "operatmg room 
and surgical equipment, greater ~nfrastructure development at the clmc, construct more Health 
Centers", and "closeness to the c o m m ~ t y  and the most needy, moderate pnces for appomtrnents 
and medrcme, lower the IVG on medmne" 



Other less mentioned areas were, Coordination and Organization and Commuruty Problems, e g , 
"promot~onal pract~ces w11 allow for greater comrnuruty orgaruzatlon to resolve other problems, 
ava~lab~lity of personnel" and "projection toward the comrnumty" 

WEAKNESSES 

The most frequently ment~oned weaknesses (1 1 rnentlons) are those refemng to Services, e g , 
"lack of 24 hour attention, pediatncs, emergency servlces at mght, and specialized services, analys~s 
results are not immediate, lack of vaccines for ammal bites, okerprotection of patlents 
(paternalism), lack of cleanliness, and a cl~mc cafeteria" Infrastructure and Equipment recewed 10 
rnentlons regarding "lack of trees surrounding the cl~mc, shower for clients, ambulance, x-ray 
equlpment, cleaning personnel and equlpment, and delivery and emergeno rooms too small 

Other areas mentioned wth less fiequency were, Human Resources, e g , "lack of a cardlologist, 
clearvng personnel, and staff is too trustmg of the cornmuIuty", Comrnunlty Problems, e g , "lack of 
personal hygiene of pahents and greater secunty/protecbon of personnel agamst drug addicts and 
delinquents living in the area", and Coordlnat~on and Orgmzat~on, e g , "deficient commurucation 
among staff at the climc, and deficient adrmrustrauon resulting in channels not bang followed and 
tardiness m receivmg orders" 

CONSTRAINTS 

The most overwhelmmg constramt or threat perceived by h s  group (here it is important to mention 
that these perceptions were unanunously contnbuted by the Urrunaga clmc staff and not the 
commuty  representatwes) was Cornmuty Problems wth 18 menbons To surnmanze, these 
perceptmns have to do wth, "clandestme anunal husbandry, garbage accumula~on and mfmon 
focal points, delinquency m the comrnuIuty, terrorism, culture (i&osyncrasies), assaults on 
personnel and the clmc, lack of 24 hour attention, lack of educa~on m the commuty whch is 
considered an important factor that could threaten the self-sustamabihty of the clmc, traffic 
dangers, and the presence of medicme men and wtches that h d e r  the clrruc's development" 

The other areas of constmnts that received rmnunal menuon were, Inshtu~onal Development, 
Human Resources, Inter-Instltubonal Relations, Semces, Infr-astructure and Equipment and 
Accesslbillty, e g , "fear of havlng to close MaxSalud due to ~ t s  low pnces, the econormc cnsis m 
Peru threatens the self-sustiunabihty of the clmc", and "lack of support for secunty personnel, nsks 
of personnel becomg mfected, low salaries", and "government gives pnonty to health projects, 
professional and msbtubonal jealousies", and "lack of furmgatlon and c e w  medicmes", and "lach 
of an ambulance" and "compe~bon for melcal posts" 

Force F~eld Analysis 

A Force Field Analysis was conducted by the EvaluaQon team for the members of the MSU at 
MaxSalud The 9 members of the MSU broke up Into three groups and analyzed the three 
objectwes pertamng to sustarnabillty as outllned m the SOW of the Evaluabon Objechve # 1 
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"Recover or generate financial resources for activities wthout USAID support" Objective # 2 
"Plan, admimster, momtor and adjust project activities in order to assure effectiveness and 
continuation" Objective # 3 "Ownershp on behalf of the community of health activities through 
services" 

A Force FieId Analysis attempts to identify the forces or acuons in operat~on wthin and around the 
work of an instltution, I e, to come up wth the pos~tive and negative factors whlch have an impact 
on and Influence over the development of a project and instltution such as MaxSalud The posrtive 
factors are called propelling forces and the negative factors are called restraining forces 

After each group determined these forces (between 10 and 14 per group) they then placed a value 
on each force according to the degree of impact of the force itself and the degree of influence 
whlch, they as an instituhon, have upon the force The hlgher the number on a scale of 1-5 for 
impact and 1-5 for mfluence, the greater the value of the force 

After v a l u g  each force for Impact and mfluence, an analysis was completed to detenme the 
synerglstlc value of each force Ths  was done by loolung at the interconnection emsting between 
each and every force and then numerical values were given, on a scale of 0-5, for each force 
accordmg to its level of mterconnecbon 

W~th  values determmed on all the forces for unpact, ~nfluence and mterconnectlon, each group then 
d e t e m e d  whch of the propellmg forces were the most important for them to ally themselves 
wth, and whch of the restramng forces would need to be countered to avoid bloclung the 
mshtution fiom achlevmg ~ t s  strategic objecuves 

One example of how useful a Force Field Analysis can be m assisting personnel to thmk senously 
and systermcally about thelr strategies and plans of acbon, was demonstrated by the group 
andymg forces for the achevement of Objective No 2, "to plan, admuuster, momtor, and adjust 
project acbvihes in order to assure effecbveness and contmuabon" Ths  group attributed extremely 
low pomts for mterconnection m relabon to the groups analymg the other two objechves For 
example, the other groups registered 252 pomts of mterconnection for objectrve No 1 and 548 
pomts for objechve No 3 These m stark contrast to a low 58 pomts of intercomechon for objective 
No 2 

To deterrmne levels of mterconnechon between forces m a Force Field Analysis, it 1s necessary to 
consrder the reiationshps that exlst between the drfferent forces This promotes vlsion and 
appreciation for the connecbons that umte and ~nfluence one actron or force m relabon to the other 
forces propellmg and lmpedmg progress toward the fdfillrnent of strategic objectwes Put slrghtly 
differently, to see these connecuons promotes ttunkmg about them and how they can be 
strengthened or dermrushed as the case be, m a way that is mtegral and synergiac As pomted out 
m an earlier analysis, t h~s  capaclty to thdc systemcally, i e , to see the whole m the parts and the 
different relabom which exlst between them, is an essenhal aspect of successful strategic p l m g  



It IS noted for example, that the group working on objectlke No 2 attributed a mlnrmal to zero 
degree of interconnection between "personal polltlcal mterest evistlng rn the munlc~palities, the role 
of the Board of Directors, perceptions of MaxSalud In the community", and "paternalism" wth the 
other propelling and restricting forces ldentlfied by h s  group as key to the lmplementat~on of their 
objective 

This lack of percerved lnterconnectlon between kev sh-ateglc forces at play In and around the 
institution such as the ones mentioned above, would appear to Indicate a need to strengthen the 
vlsion and systemic thnlung/planning capaclty of the MSU m th~s cnt~cal area of lnstrtutiond 
development 

For a complete rendenng of the results of thls exercrse and graphic lllustratlons of each group and 
their analys~s of the three strategic objectives for sustamablllty (See Attachment A 7 Force Field 
Analys~s Results) 

N 4 3 SOCIAL SUSTAMABILITY 

The MaxSalud Proposal 

Accordmg to the terms of reference of the mld-tern evaluahon, social susta~nabihty is understood 
to mean "appropnatlon by the comrnumty of MaxSalud actmoes" We have used thls definition m 
our evaluation of thls area, to measure the community's understandmg of MaxSalud's mssion, 
exlstlng dlalogue between c l u c  staff and cornmumty leaders, current commwty mtegraQon mto 
MaxSalud programs, and to review uzforrnation gathered on commmty members' perceived needs 
and whether these needs are reflected m the MaxSalud health servlce design The results of our 
research on these topics are presented in h s  sectron and m the followrng secaon on gender 

Accordmg to ~ t s  proposal, MaxSalud wll c o m t  to provldmg hgh-qualrty health semces that are 
responswe to commmty needs Community involvement IS considered essential and wll be 
encouraged Thus, the cornmumty w11 Identify the servlces it needs and w11 morutor them, 
participatmg as well m the defimhon of pnce scales that w l l  lead to !inanclal sustarnabillty 

The proposal speaks of reducrng the costs of curatwe serwces by provldlng strong educational and 
preventwe components m thev programrmng Accordmg to the MaxSalud techrucal proposal, no 
one should be excluded from servlces because of inability to pay 

One of the most mportant channels conce~ved m the proposal for commumty partxipabon, IS the 
MaxSalud Councll of Directors Local achvlbes include the provlslon of a broad range of semces, 
regular meetmgs wth local leadershp to lscuss the clmc's functrons and mmbes, the ~ s s w g  of 
progress reports on semces, and rncludmg rmdwves m programs to reduce mothers' morbllty and 
mortality rates 

Each clmc wl l  have a Local Board Accordmg to the Manual on Org-on and Funchons of 
Peripheral Cl~mcs, thls Local Board is a structural component of the overall local leadership design 
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The Local Board wll be cornpnsed of commun~ty representatives Their hc t i ons  are descnbed in 

I the Manual as follows 

"Plan, orgmze dlrect, coordmate and momtor compliance wth  the preventlve care plan 
and institutional uork timetables 

Support and promote the viab~lity of alternative financmg mechmsms to improve the 
health-care cokerage and the community's standard of health 

Monitor the quality of services provided and evaluate the impact they have on the health 
status of beneficiary cornrnunlt~es " 

Relaaons with the Community 

The MaxSalud team has camed out mentonous work m Chclayo, employing vanous strategies 
prepared by the members of the Management Support Umt and by the clmcs' staff, who work 
directly w t h  the people m Urmnaga and Balta on a daly basis 

Judging form what we were able to gather from public opmon, the two climcs have been 
recogmzed for their qual~ty and good treatment afforded to patients The MaxSalud quality of 
service is one of the first reactions given by the different people interviewed and expressed In the 
focus groups 

Both climcs apply MINSA promotional preventlve programs, handled by the nurses, obstetric 
nurses and social workers MINSA, m turn, provides mputs fiee of charge and establ~shes the 
program goals that clmcs should acheve 

Pnor to inaugurating each clmc efforts were concentrated on identifying commumty orgmzations 
and representatives that would be mvited to collaborate w t h  MaxSalud f i s  lmhd work was 
performed by the med~cal advlser, the nursing adviser and the person responsible for comrnumty 
liason They also &d the same m La Victoria, expectmg to reach an agreement wth the 
mu~llclpality Commmty work was then subsequently transferred to the staff of the two cllnlcs 
and the community liason officer now works half-time w th  each one of the clmcs Tramng and 
education act~vitres are designed and coordmated wth  the adviser at the MSU 

The MaxSalud Clln~c m Balta 

The Balta cluuc has acheved fine success, recogmtion and acceptance of its servlces Balta staff 
rdenhfies w t h  the MaxSalud mssion, and they stnve to satrsfy thelr customers 

Efforts m Balta to acheve better-organtzed commu~llty partlc~pat~on m the clmc have so far been 
h t l e s s  l%s may be attnbuted m d y  to the cluuc's locahon, whch is a hghly commercial area, 
s~tuated close to the Modelo Market and to vanous bus stahons There are no grassroots 



ne~ghborhood organizations In the area, but there are other tvpes of groupmgs such as labor unions, 
parents' assoclatlons and inshtutions 

Nohwthstandmg the l~mitations descnbed above, they did manage to recrult seven promoters to 
publ~cize the clin~c's inauguration at the local level As polnted out In the second annual MaxSalud 
report, this strategy was successful because promoters visited 2,620 homes and d u n g  the first 
month of operation, 12 7% of the people who came to the clinlc had received mformatlon about lt 
through these promoters ( h s  ranked second only to the radio and televis~on campsugn, whch 
reached 19 7%) Thls is a hlgh proportion compared to the effectiveness of other med~a such as the 
newspaper, whlch attracted only 2 2% of the people who came to MaxSalud d u n g  the first month 
The same proportion of customers attracted by promoters held steady d u n g  the second month, 
but the greatest share of customers soon became those attracted by the recomrnendahons of the~r 
relatives and fhends Thls tells us a lot about user satlsfacbon, whch is definitely the best way to 
attract customers at present Customer satisfaction and attention to their needs wl l  be crucial for 
the success of future MaxSalud services 

They have made special efforts to work and build relations wth  associations and federations of 
small-scale vendors and traders, motorcycle tax1 dnvers, and u o n s  and assoclatlons from sechons 
of the Balta market One of these leaders was elected as godfather of the C1mcfs mauguration In 
addltlon to preventive programs, done under an agreement wth  the MINSA, they have education 
and prevention activities ldced to work m the market T h s  includes a course for food-handlers 
whch was consistently well-attended 

Guild and uruon leaders interviewed for h s  evaluation feel that the work of the Bdta clmc is 
hghly valuable, they appreciate the good quality of care, the modem equpment, and the good 
treatment received from everyone, from the doorman to the hector  They are mterested m makmg 
agreements wth the clmc to provlde health care for the~r membershp - wth a dlscount for office 
vlsits - because only some 50% would be insured They greatly appreciate the medical campsugns 
at the market post and have already begun activities m coordmahon wth MaxSalud They value 
the fact that the clmc pnces are lower than those of pnvate doctors and also feel that it is necessary 
for the c lmc to support cases of people wth econormc problems, such as wdows or the 
unemployed poor They clearly understand that cross-subsidy is a way for the citmns of Chlclayo 
to support thelr fellow citizens 

One leader stated that the "physicians at MaxSalud give thev talks from the heart" He feels that 
the lack of participahon by other people and msutuhonal leaders is due to the11 lack of Interest and 
poor sense of tmmg He suggests that the commwty should learn about the services that 
MaxSalud prowdes 

For the m e  bemg, the social worker, the commuty  lisuson officer and the hector have been 
send~ng out mwtabons to make up the Local Board They have mwted leaders, federabons, and 
commumty mdwves It would be advisable to also ensure women's lnvolvement m the Local 
Board Women's problems for patxipabon, m places such as Balta, concern the schedules and the 



long workdays they keep It wl l  be a challenge for both parties to find mechamsms to facilitate 
their participat~on 

With the available professional resources, the Balta Climc wll be able to conduct, as the manual 
indicates, annual baseline epidemiological stud~es, to be used to better identify Clinlc services and 
program users' profiles These ep~dem~ological stud~es should be broken down by sex and age to 
have more preclse ~nformat~on and better focused work plans w th  feedback lnformat~on on stat1 
and the comrnun~ty 

The MaxSalud Cl~nlc in Urrunaga 

The MaxSalud Climc is located in Sector 5 of Urmnaga Thls is a grassroots urban nelghborhood 
founded some 25 years ago Its Immediate area of Influence reaches five sectors Villa Hermosa, 
Medio Mundo, Jose Santos Chocano, and sectors 4 and 5 of Urrunaga Villa Hermosa is one of the 
poorest sectors, w t h  no in-home water connections, dramage or electricity Throughout the area, 
garbage collect~on seems to be a cntical problem, particularly dunng summer A slaughterhouse 
nearby also generates environmental pollution 

Most women work at home and men are employed or under-employed m the informal sector as 
street venders or b~cycle-cart salesmen There are neighborhood orgmzatlons for each sector 
PRONAA (8-9) soup-lutchens mcludlng chldren's d ~ m g  halls, the glass-of-mlk program, sports 
associations and nelghborhood orgatuzabons 

Entry and Relahons with the Community of Umnaga 

Entry strategy is extremely lrnportant in all commuruty work and must be reviewed m order to 
garner usefid lessons for new experiences 

Before MaxSalud set up m the zone, the community had acheved basic urban services through 1t.s 
neighborhood orgwzation One of the commumty's needs was to have a health center or post and 
a cornmttee was formed for t h ~  purpose Thls comrmttee d ~ d  the paperwork and got a buddmg 
constructed w th  NADE support for the use of the Santa Angela Trammg Center 
Santa Angela is an NGO compnsmg clergy and lay people that has been workmg m Urrunaga for 
15 years Some members h e  m the Center's facility m Sector 5, some 200 meters from the clmc 
They tram health promoters and they have theu own modem laboratory (also donated by AID and 
CanadIan agencies), a basic medicme chest for first ad ,  another medicme chest of medicmal herbs, 
the producnon facility of medicmes based on herbs, and a chldren's h g  hall 

After the communrty had approached the Muustry of Health several tunes, the Muustry decided to 
provlde W i g ,  and the Center began to operate as a MINSA health post, but without much 
acceptance of the semce offered Thus, MINSA decided to transfer t h~s  post to MaxSalud, 
probably because of the low demand Despite thls background, MTNSA d ~ d  not d o r m  the public 
of the decis~on, whch generated concern and confusion among the people 



For these reasons, the relationship between MavSalud and the Urmnaga community involved 
confl~ct and it took them time and effort to overcome thls setback wth the people Activities that 
MaxSalud held successfully included the community promoter training course, the health meeting 
in Urmnaga and the election of a health committee 

One problem pending solution is the ~nstitutional relationshp with the Santa Angela Training 
Center Santa Angela Center members are somewhat cntical of MaxSalud although they do 
acknowledge that it is necessary to have another health center They feel that it could be 
complemented by the services that they offer to the commuty Despite a lot of conflictive 
cornmumcation at first, both partres have already collaborated and their staff members have teamed 
up to address people's health problems 

Communrty Health Workers 

The Health Encounter orgazed by MaxSalud m 1996, attended by vanous orgmzahons from 
Urmnaga's five sectors, ~dentified the follomg problems Lack of health-care coverage, deficient 
basic sarutation, lack of health education for the publlc, regard~ng disease prevention and 
cleanlrness (the man Illnesses prevalent in the cornmuruty are respiratory, diarrhea, malnutntlon, 
tuberculos~s, parasitosis, and slun diseases), and other problems such as hgh buth rates, lack of 
employment opporturubes, abuse of women and chldren, alcoholism and drug addiction, 
envuonmental pollution and prollferahon of mosqlutos and flies 

Th~s  Encounter also produced the follomg statement whch was agreed upon as a p d m g  am and 
concept of social sustamability for MaxSalud commwty workers 

"To engage all societal stakeholders m the comtrnent to jom together rn seelung solut~ons to the 
comm~~llty's mam health problems, analyzed and identified from the communrty's standpomt and 
wth their full part~cipation" 

The Health Committee was elected for one year, wth one representatwe per sector m the Urmnaga 
Cllnlc area of influence Villa Hermosa, Medio Mundo, Jose Santos Chocano, and sectors 4 and 5 
Th~s health cornmttee has a work plan but accordmg to our findings, it is not the same enbty as the 
Local Board that IS descnbed m the Manual on Orgmzabon and Functions 

One problem wth  the cornrnwty partmpation approach IS the perception of promoters as people 
who are obligated to do volunteer work for MaxSalud as well as financial sustatnabihty concerns 
dormnatmg relations wth promoters 

Fmdmgs from Focus Groups 

In the focus group wth  leaders from the Urmnaga comrnumty people were seen to be 
tremendously appreciative of the qual~ty of servlce and good treatment they receive m the Clmc 
Some also feel that the Clmc IS the best t h g  m the 5th sector, that it is well orgmzed and must be 



taken care of Both focus groups recognized the fine work of the clinlc's health professionals Thls 
same appreclatlon was expressed in the users' focus group 

However, they do perceive some problems and feel that MaxSalud should give more attention to 
the followng 

a) One of the problems most oft-expressed by partlclpants was the MaxSalud Clinic rates, 
whlch they feel are beyond the economlc possibilities of the Urmnaga public A more cntlcal 
positlon stated that lack of money should not prevent people from enjoylng thew nght to health 

b) They identify wth MaxSalud and are concerned by the compebtion from other services that 
charge less than MaxSalud, whch means that some people have to go farther away to recelve other 
servlces because of the cost 

c) Some people were unaware of the possibility of exempbon from payment for those who 
cannot pay and that some mhgent pabents had been provlded wth h e  medicmes on the basis of 
an economc study performed by the clmc's social worker 

d) Most people use home remeles When the illness is more senous and the famlles have no 
money there are cornmumty mstltutlons such as the sports clubs, whch take up a collect~on and 
other fund-rasmg activibes 

e) Promoters and health comrmttee members look forward to gettmg a pard poslbon later on 
wth MaxSalud and they feel that there are professionals m Urrunaga who could be lured for these 
posltlons 

f )  They mentioned an mncenhve that is bemg offered by the social worker to the promoters for 
the number of patients they send and the need to know how many pabents come for each of the five 
zones that they cover (We recommend that MaxSalud revlew these mcentlves and declde whether 
they should be for the patlents sent by promoters to the clmc or for thelr preventwe-promobonal 
work) 

g) Some feel that the phys~cal structure IS very appealmg However, some people are hesltant 
to go m because it "looks too expensive" The name of the clmc also leads them to thmk that lt is 
expensive and belongs to a pnvate company 

h) The representabves of Santa Angela propose that there should be more mforrnahon for and 
coordinabon wth the commun~ty They feel that therr "closeddoor" policy vls-a-vis other 
mst~tutions should change 

I) Accordmg to a number of neighbors, MaxSalud opened its doors at an untunely moment 
when rumors were cuculatmg about the pnvatmbon of the educabon and health sectors No one 
knew what MaxSalud was or anythmg about its purposes The commun~ty should know that it is a 
not-for-profit r n tubon  and its objectwes should be publicized 
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j) Some participants were also interwewed in the fixus groups that met pnor to the clinic's 
inaugurahon They stated that the focus groups' proposals had not been taken into account Some 
had proposed a pnce per visit of 3 50, 4 or 5 soles O w  of them stated that, knowng this was a 
pnvate insDtutlon offenng hgh-quality semces and gooj  treatment, they proposed a rate of seven 
soles 

k) Others stated that they did not want full evemphon from payment because this would mean 
recognmng them as indigent, whlch would be embarrassing, but that rates should be reduced to 
affordable levels for the people of Urmnaga 

1) Some proposed doing an assessment of people who do visit MaxSalud and finding out what 
happens to those who do not, i e , where do they go' Others proposed door-to-door surveys to find 
out who uses MavSalud services m each zone 

m) One proposal was that, if MaxSalud is workmg m the same area where there is a MTNSA 
post, rates should be the same as those that MINSA charges 

o) Some parhcipants were concerned about "-la1 sustiunability" and womed that the 
climc might close down if it fads to acheve such sustamability or, cunous enough, as the result of 
h s  evaluabon They h~ghly value havmg a health center m the cornmunlty to come to espec~ally 
when there are emergencies 

As for the role of the health comrmttee, they support such programs as TBC, vaccmatlon, 
community t m m g ,  and tree-plantmg The health comrmttee gives talks on acute diarrheal disease, 
cholera, and acute respiratory mfections 

As for the users' group, they particularly appreciate the good treatment that they have received, the 
hgh-quality semce and facllibes One woman who delivered her baby m the Urmnaga Clmc 
stated that her room was too small and hot At the meetmg where the SWOC analysis was carned 
out with Urmnaga partmpants, one resident stated that the delivery room was too small, and for 
that reason he had not been allowed to go m and accompany hls wfe  l h s  same problem has been 
observed at Balta MaxSalud should discuss whether it is necessary to have delivery rooms m 
small clln~cs or if they could offer homedelivery semce, supportmg and/or coordmatmg thelr work 
w t h  the local mdwves 

Promoters work as a team, promotmg the clrruc's services, seekmg patlents and mvmtmg them to be 
treated at the clrruc When there are low-mcome farmlies, the promoters seek comrnumty support 
and take up collecQons Sometunes people can pay for the office vlsit, but are then unable to afford 
the tests or medicines prescribed The solidary pracbce of talung up collecbons to help someone 
who needs support, m cases of buths, lllness or accidents, is a reciprocal way of addressmg these 
types of problems 



In the case of Urrunaga as earller mentioned, there IS a health comrnlttee but they have not yet set 

j up the Local Board 

It seems unclear as yet what 1s actually expected of comrnunlty partic~patlon What are the 
boundaries of cornrnumty ownership of MaxSalud7 We feel ~t IS necessan to probe and assess the 
desirable and possible directions for future appropnatlon of thls project b> the comrnunlty at the 
central and local level What wdl the connections be In the future between local partlclpatlon and 
central coordmahon7 

Some of the personnel woriung In MaxSalud clin~cs dmng the SWOC exercises, expressed 
mrstrust and fear of the cornrnumty, failing to recopze the posihve contnbutions made by 
cornmumty people They also refused to expose themselves to cntic~sm from outsiders 

As one parkipant m an Urrunaga focus group stated, partxipat~on can have different m e m g s  
These must be exammed fiom the standpomt of recogmmg cornmumty members' capacit~es and 
potenbal 

"There are different ways to understand partmpahon The simplest is to see it as cooperation 
Particlpatmg in programs, such as TBC Another way is for commumty participation to mclude 
decis~on-malung and defimng whch programs are needed" 

IEC Matenals 

Although only one person 1s actlvely engaged m developing these matenals, a large amount has 
been produced (See Attachment A 10 List of IEC Matenals) 

Much of the IEC effort has lnvolved the promotion and dissemmation of mformation about cl~nlcs 
at the tune when they were maugurated posters, banners, letters to famlles, spot ads on the 
television, radio spots, etc It seems that this campa~gn, especially on the telev~slon, has had good 
results 

As for prevenbon-related matenals, we rewewed those regardmg acute respvatory mfechon (we 
were unable to see the pamphlets, except for the one about AIDS) They have attempted to adapt 
the resprratory matenals to the Chclayo envvonment In the gender secbon, they show both the 
mother and the paternal figure takmg care of the chldren The leaflets have been passed out at 
acbvioes m the ne~ghborhood and are avadable to customers at the clmcs Other leaflets are 
geared toward a more spec~allzed aud~ence, such as teachers and promoters There are also 
matenals for educational Internews and others such as flipcharts for the different programs, such as 
acute respuatory disease MaxSalud professionals use these matenals properly m thev work to 
educate and d o r m  the commumty and the~r customers 

Farmly plannmg matenals are bemg prepared even though excellent matenals have already been 
produced by other mhtuhons m Peru, such as the small leaflets on contracephon wth the logo of 
AID, PRISM., CARE Peru, APROPO and others produced by MINSA or NGOs that have been 



workmg in farn~ly planning for years It is recommended before produang fbrther matenals, to 
take Into account what is already avadable in order to avold dupllcat~ng efforts In some cases 
purchasmg matenals or reaching agreements wth the enatles that produce them, IS preferable to 
producing them 

Annual plans do not clearly identlfy the core top~cs around whch tranlng, educat~on and 
cornmumcation activ~ties are orgamzed There IS a tendency to repeat M~nistry of Health 
approaches No innovat~on has been observed in the product~on of IEC matenals 

IEC matenal production should be handled by a comrnu~ucations spec~alist Thls pos~t~on IS 

currently vacant on the MSU Such support would l~ghten the workload for the trarung duector, 
who could then devote more t~me to worlung closely wth the publ~c and wth  cliruc staff 

V GENDER APPROACH IN THE MAXSALUD PROJECT 

V 1 USAID GENDER POLICIES 

USAID has officially recogruzed the unportance of women's role m development for over twenty 
years and has devoted efforts and programs to ensumg women's social and economic 
advancement 

USAID has promoted ~mt~atives m the field of reproductwe health, educahon for gul chldren, 
women's polltical partlcipat~on and women's nghts Cntena that USAID has adopted to enhance 
outcomes have mcluded bwldmg up democratic lnstitutlons and bnngmg about changes m the 
obstacles that would prevent women fiom g w g  full access to legal and pollt~cal systems 

The terms of reference for t h~s  evaluation specifically question whether project actwltles show 
senslt~vity to gender issues and call for gender analysis m the MaxSalud organmtJ.on m its 
management and actions, its relat~ons w th  customers and m IEC matenal development 

V 2 GENDER AND HEALTH POLICIES AT THE NATIONAL AND 
INTERNATIONAL LEVEL 

One of the most unportant documents that the Umted Naoons has produced t h ~ s  decade on gender 
and health is the Action Program fiom the Interna~onal Conference on Population and 
Development (Cauo, 1994) Th~s  Program states 

"Women's empowerment and autonomy and mprovement of theu pollt~cal, social, econormc and 
health status is a purpose of the utmost unportance Moreover, ~t is essentml d sustsunable 
development 1s to be acheved 

Full parhcipabon and a relahon of panty between women and men m productwe and reproduchve 
life are reqwred, rncludmg the shanng of respons~bihhes regardmg chld-care and reanng and 
housekeeping chores" (Number 4 1) 
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The Action Platform from the Fourth Uruted Nations World Conference on Women 
(Beijing, 1995) states that 

"Women are entitled to enjoy the highest possible le\el of physical and mental health The 
enjoyment of this nght is essential for thelr lives and well-being as well as thelr capacity to take 
part in all spheres of public and pnvate life" (paragraph 89) 

It also ratifies recognition of women's reproductwe nghts and thelr entitlement to sexual and 
reproductive health 

"Women's human nghts include their nght to have control over issues regarding thelr sexuality, 
lncludmg their sexual and reproductive health, and to decide freely about these issues, wthout 
being subjected to coercion, discnmmation or vlolence Equal relationships between women and 
men regardlng sexual relations and reproduchon, includrng full respect for people's well-bemg, call 
for reciprocal respect and consent, and the wdl to jointly assume respons~bility for the 
consequences of sexual behavior" (paragraph 96) 

Another important agreement mvolves promotion of male responsibility for thelr sexual behavior m 
regard to procreation and to women's health and well-bemg 

"The responsibility shared by women and men regardlng issues of sexual and reproductwe behavlor 
is also indispensable if women's health is to improve" (paragraph 97) 

Further, refernng to the lack of empowerment for women m soclety, the Platform proposes as one 
of its strateglc objectives 

" To adopt measures to guarantee women greater equallty m access and full partuxpation m power 
structures and m decision-malung" (Strategic Objectwe G 2) 

In Peru, the Reproductwe Health and Family P l m g  program for the1996-2000 penod, whlch is 
the "frame of reference and strateglc settmg for local and national-level actions" (Muustry 
Resolution 6-2-96), proposes as a mssion 

"TO mprove men's and women's reproductwe health en~tlement d m g  every stage of thelr lives 
by providing the services of promohon, preventron, treatment and rehabilitation wth  the best 
poss~ble standards of health" (MINSA, 1996 26) 

Tlus Program identifies reproductwe health as one of the toppnonty equlty issues mvolvlng 
women's health status, recogruzlng that, previously, women's health care was seen only m terms of 
a means to meetmg other goals lnvolvlng the health of chldren or other popula~on-related m s ,  
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"Women, as human persons, are entltled to have access to and control oker resources to protect 
their health, throughout all stages of the~r hves Women's nght to preserve theu reproductive health 
1s a social nght and publlc good that the State ought to guarantee, urlthln the perspective of a search 
for gender equity " (MINSA, 1996 25) 

V 3 MAXSALUD'S GENDER POLICY FRAMEM ORK AND 4PPLICATION 

MaxSalud's technical proposal, and other key documents such as the~r annual reports, research 
reports and mterviews wth MaxSalud professionals, re1 4 a concern for mother-and-chlld health 
and reduction of maternal morb~d~ty and mortali~ uhch  takes form In the services provided and 
the programs adopted However, gender issues remm out of mew, and the implications of 
herarchcal gender relahons, the complexity of women's health problems and thelr contributions to 
the field of health are not adequately acknowledged 

Progress in nat~onal and international health pollcy and reformulat~ng of USAID gender pohcies, 
provide the o p p o m t y  for MaxSalud to revisit and better adjust theu proposals, programs and 
workplans to women's needs on a gender-approach basis, srnce women are a major referential 
population group for MaxSalud's work 

Vanous studies have found sipficant differences m the use and seiechon of services in terms of 
the vanable of mothers' educat~onal levels These findmgs show the huge importance of women's 
decisions m health matters 

The MaxSalud project is worlung extensively wth nomen and as thelr reports menbon, a 
considerable pornon of the~r patients are females, as are most of therr commuruty health agents 
Women's health-care problems, viewed fiom a gender perspective can open up mterestlng 
opportmhes for MaxSalud's commumty-onented work 

MaxSalud documents use the term "commu~uty" to refer to the populahon they work wth, or whch 
const~tutes therr field of mtervenbon The "cornrnu~llty" is v~suallzed conceptually as homogenous, 
rather than percelvmg the commumty's heterogeneity DBerences are evrdent m all commwbes, 
&om a standpant of economc mcome, labor-market msefion, formal educabon, power 
relationships and status, gender dfferences, generahons and place of mgrafion These hfferences 
are marufested m power relabonshps welded by some over others, m social &scnmmbon or 
exclus~on, m leadershp styles, forms of cooperation, and sohdanty, but also m conflicts 

In the case of gender relations an apparently neutral approach such as MaxSalud's can dvertently 
reinforce tradihonal roles in males and females 

Moreover, even when there are people who are gender-senslhve and expenenced m workmg fiom 
thls perspechve, rndlvldual posibons are ~nsufficient If the gender approach is not m&tufionally 
assumed as a workmg approach and matenallzed m MaxSalud's strategic plans 



a) Maternal Respons~b~l~ty and the Mother-Chdd Assoc~at~on 

One health approach that MaxSalud has adopted is cons~deration of the mother-child assoc~ation 
References to "mothers and children" contmue well beyond the gestation and nursing penod 

Research into mother-and-child health knowledge, attitudes and practices (KAPs) in four distr~cts 
of Ch~clayo by the MaxSalud team provides hlghly valuable information for IEC programs The 
KAP survey was conducted by mnteniewng mothers wth chldren under age five 
Recommendations have been used for an educat~onal and cornmumcation strategy geared malnly 
toward young mothers Most recommendations reinforce mothers' responsiblllty for ensunng 
ch~ldren's health It IS also recommended for education In reproductive health to target the 
populatron of women of chld-beanng age 

Approaches centering on mothers and chldren taken together have been quesboned because they 
encourage unequal divis~on of respons~b~lity between men and women in terms of health, but also 
because they disregard some specific, non-matemty-related health needs of women In most 
households throughout the world, women handle the work lnvolvmg farmly feedmg, hyg~ene and 
samtabon, as well as taiung care of chldren when they recover fiom any illness Women are not 
only comrmtted to daly product~on of health but also to extension work in poor areas, wth  actrons 
lmked to cornmuruty health This maternal respons~bility is reinforced by outside agents' and 
mst~tutions' practices that find women to be thev best collaborators but ignore the soclal cost 
entaded m t h~s  collaborahon 

In th~s regard, it is mterestlng to analyze the opmon of women taken fiom the Urmnaga focus 
groups 

"Women's work is not vis~ble Men do not value women's work For men, thev work is the~r 
liberation You have to rest, but you can't, because there is too much work to do I have almost had 
a breakdown but even so I have had to contmue worhng, because - if I didn't - what would happen 
to my chlldrent 

They only call the women, they never call the men Women are always responsible When there is 
a meebng, they summon the women everythmg IS the mothers, when chldren are belng checked 

the men don't want to go they say they work Yeah, well, we women work more than they 
do " 

This testimony reveals health problems related to women's work and also to the overburden and 
fahgue that they are subjected to, along w th  the lack of value granted thls work by theu partners 
Oppressive gender relat~ons are also mentioned, as well as the s o c d  responsibil~ty that they must 
assume regardmg theu children's educahon and health 

At MaxSalud's Urmnaga Climc, there are several male health promoters and Health Cornmttee 
members but we have seen that the ones who take an achve part m campargns have been the female 
promoters and Comrmttee members 



An ~nteresting expenence that MaxSalud has had w th  the Balta Clinic and the MSU medlcal 
advisor was participation In a campaign organ~zed bv merchants and hawhers In the Balta market 
Several fishmonger women complamed of rheurnat~c and back problems because of their worklng 
condit~ons Systemat~zation of thls and similar mformation could be a contribution by MaxSalud to 
understandmg women's health problems ~nvolv~ng their uork and not only the more well-known 
problems involving the~r reproductive health 

Another strong point to cap~tallze on is found in some MalSalud IEC matenals, such as those used 
for prevention of acute respiratory dlsease (leaflets, folders, posters) in whlch the father figure is 
shown carrying the ading chld alongside the mother on their way to the MaxSalud Clinic and also 
carrving a pot of hot water Images such as these are important because they help change mmdsets, 
enablmg male customs to mclude chdd care 

b) Reproductwe Health 

In the field of reproductive health, women encounter senous Imtahons preventing them from 
achevmg autonomy m thev reproductive decisions and men tend to Ignore their obligations 
regardmg the need to use contraceptwes In the KAP survey conducted by MaxSalud, only 1 3% 
of the women surveyed stated that thelr partner uses a condom 

The follovvlng quote eloquently expresses how gender relahons also affect reproductive-health 
decisions and prevent women fiom exerclsrng their reproductwe nghts 

"We have too many chldren, men are mesponsible We poor people fill up our homes wth 
chldren and men do not agree wth or want to pracace famly planrung sometmes, men don't 
want us to use contraception They should give lectures to the men " (a woman who participated m 
an Urmnaga focus group) 

Accordmg to the report provided by obstetric nurses worlung at MaxSalud, most people requestmg 
contracept~on are women, although they are occasionally accompamed by thelr partners MaxSalud 
cluucs are m a posibon to promote and prowde advisory support and contraceptwe servlce for 
males and to define a strategy to encourage them to come to the c111uc 

As for other aspects of reproductme health, one rmdwfe m t e ~ e w e d  stated that women are afmd 
of the tetanus vaccme, thmkmg that they are gomg to become stenle Some pregnant women avoid 
health post or health center checkups and do not see mdwves,  either There are many cases of 
undeslred pregnancy "Many women, wthout saymg anythmg, quletly take therr pill or get an 
mjechon wthout thev husbands knowmg about ~ t "  All these Issues could be addressed through 
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c) MaxSalud and In-Famlfy Sexual V~olence in Chiclayo 

The most extreme forms of oppressive gender relatrons are expressed in family abuse and rape 
These problems have reached the climcs according to interv~ews ~ 7 t h  different health-care 
professionals 

From a gender-approach and in terms of public health different forms of violence have been 
recogruzed in the last feu years as a cntical health issue Health centers according to Heise, are 
key points of reference for women when they turn to these centers for help with damage to their 
health Gender wolence is understood as any behavior involving force or coercion In order to 
perpetuate or promote herarchical relations between men and women (Heise, 1994) 

Violence and mistreatment of women by their partners have consequences for the~r physical and 
mental health An addihonal problem is the cont~nuation of family systems based on abuse In a 
study conducted in Chclayo wth a sampling of abused women, 61 5% have been abused for a 
prolonged penod of bme b e g l u g  at a very early age As for the aggressors, 94 7% had been 
abused themselves dumg the~r chldhood 

The test~mony of one woman who uses the Urmnaga Clmc, dunng a focus group, is quite 
revealmg 

"I feel bad I get up because I am obligated, because I have to, because of my chlldren There is 
psychological abuse, as well I sleep fitfully and I am a i k d  that somedung wll  happen to me 
someday I have two personalities I have been physically abused and he abuses my daughters and 
my sons, too, wtuch is what makes me suffer the most There has to be someplace where one can 
denounce h s  There is no care for women There is no defense He wmts to force me to have 
relations I tell hun that I feel bad and he doesn't believe me, because he sees that I am st111 on my 
feet He would have to see me on my deathbed to take me senously " 

The MaxSalud clmc staff are sens~twe to h s  s~tuabon and have attempted to respond mdiwdually 
more than mstitubonally Although key informant mtermews at the clmcs menbon numerous 
cases of abuse and even the danger of rmscarnage due to abuse, and cases of rape or attempted rape 
of gvls before and after the age of puberty, these situabons are not recorded as such m the 
MaxSalud mformabon system Thls disregards and masks sigruficant mformabon on cases of 
violence MaxSalud could develop an epidemological surveillance system m h s  field 

Care for victms of wolence could mvolve referral of those affected to specialized semces that 
provide commumty support or make avsulable a special fund to address h s  type of problems 
Further, some of the most sensitwe, capable staff members at MaxSalud could receive lmnmg m 
workmg wth  such cases An mst~tut~on, such as CEDAPP, speciahmg m psychological support 
for women, chldren and youth who are wctms of wolence and abuse m Lma could prowde 
t r m g  or advisory assistance for thls purpose 



d) Women's Status in Chlclayo from the Standpoint of Women Worlung at MauSalud 

D u n g  the evaluation process a workshop was held wth  a group of women from MaxSalud, to 
discuss women's status All women worlung in the Management Support Umt, two women 
worlung at the Balta Clinlc and three who work at the Urmnaga Climc, took part This group also 
included the social workers from Balta and Urmnaga Unfortunateh the woman responsible for 
Cornrnuruty Liaison was unable to participate 

The group analyzed and summanzed the m m  problems faced by women in the~r social sector, in 
both their pnvate lives and then work 

An initial unage is that workmg women are overwhelmed by their household chores due to the 
gender-based division of labor wtl-un homes Women bear all the responsibility for housekeeping 
coolung, cleamg, nursmg pahents at home, canng for siblmgs and pets Men fa1 

to play then paternal role and leave all the responsibility for educatmg chlldren to the mother 

"Machsmo" is the system of dormnatmg women in the home, revealmg that women's partners are 
unaware and do not understand women's nghts Women have little fieedom to act or for making 
decisions 

As for sexual stereotypes, bel~efs in fragile females, m men's lack of capaclty to express then 
feelmgs, and patterns of preference for male chlldren and fathers m farmlies are wdespread 

The women of MaxSalud have ample worlung expenence at vanous jobs and on the basis of that 
expenence, made the fol lomg observahons 

Women's work is undervalued or underpad There is discnrmnauon m wage levels Some 
professions are considered to be women's work, part~cularly those m the service sector There is a 
lack of respect for women, w t h  psychological violence and sexual harassment as problems 
affectmg worlung women m Chlclayo Women are concerned about the nsk of aggression from 
people m the comrnuty They have lfficulty m defendmg thelr Ideas and decisions and m 
accephng dmct or mdlrect unposihon by others 

The group evlnced great sensihvlty and knowledge regardmg women's problems related to mother- 
and-chld health care, undesired pregnancy, undemutn~on, and quality issues m reproductwe health 
care 

However, when they were asked how they would descnbe the problems of women m recent 
settlements, they found it difficult to broaden the scope of the gender approach to another social 
sector and made such statements as "They are ldce that because of theu cultural level they are 
subrmssive and do not have the wllpower to make progress they don't do anythrng at home but 
they want to make mpechons of what others do women put up w t h  then husbands' h a m g  other 
women" But they also observed that women were unaware of thelr nghts, that men were ignorant 



about family plannlng In regard to sex education they mentioned that one problem is the 
repressive action by the Church 

Discussion began about how to change the situahon Education of daughters and sons \\as seen as 
the key and lt was felt that an attempt should be made to re\ erse the current situation 

It would be advisable to provide tra~nlng in conceptual and methodological approaches at the 
inst~tuhonal level in order to incorporate gender mto health work, particularly for those male and 
female professionals who work dlrectly wth the cornrnumty, in prevention, promotion and IEC, 
both at the MSU and in the clmcs 

e )  Parhapahon in Dension-Makmg at the Intra-Inshtuhonal Level 

The way MaxSalud is now orgamzed, there are no women on the Council of Directors nor are there 
any m top management positions 

The Umversity of Chclayo and the Cayetano Hereda Um\ersity offer, m their graduate schools, a 
Master's program m Public Health, whch is attended by some professional women These human 
resources may be hghly valuable lf they are engaged in providmg leadershp for some of the new 
clmcs that MaxSalud wl l  establish m order to prowde some gender balance m the herarchlcal 
positions 

It would be necessary to seek women who are representative and have leadershp ability to jom the 
Council of Directors They should be sensltwe to gender issues and to the status of low-mcome 
populations 

V 4 THE CULTURAL APPROACH TO WORK WITH TRADITIONAL MIDWIVES 

Cornrnunlty relations wth  any project that attempts to provide basic health care usmg a 
prevenhve/promotional approach and social and commuruty partxipation methods wll  
undoubtedly face cultural barners Such bamers not only anse m the comrnwty wth  regards to 
mterachon wth outside actors (whether from the government or some NGO), but also w h  the 
outside agents themselves, whose ethnocentric vlslon can and often does underestimate the value or 
fa11 to understand and recogme cultural lfferences 

In the case of MaxSalud, there is no common conceptual framework that would make it possible to 
more readily comprehend cultural dfferences w th  the cornrnumty One constmnt mentioned 
frequently by women workmg at the cllmcs d m g  the SWOC exerclses was, that, the commmty 
has a low cultural level In our opmon, thls percephon has amen due to the fact that the 
cornmmty has myths and prachces that are not m accordance wth the health and medlcme 
pracQces of MaxSalud No apparent attempt has been made to understand these cultural values 
Even the hlghly important effort of workmg alongside rmdwves would seem to be colored by an 
interest m persuadmg women to have "modem" deliveries and to bnng theu chldren m for clmc 
servlces An approach grounded m the formal system of medical support for chldbuth, wthout 
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consrdenng the worldciew of traditlonal rnldwives, runs the nsk of disqualifying these women's 
practlces and expertise 

Some traditional midwves express a profound mystical feeling 

"They came and called me but I had never helped a delnery before Anyway, God guided me, I 
didn't know anything but suddenly I could see how to help the Nornan who needed help God 
gulded my hands He has given me h s  profession, this &dl, so Y can make my livel~hood" (an 
Urrunaga mldwfe) 

Mldwves range from those who apply ancestral practlces all the may to those who hate taken 
courses at institutes and apply emplncal practices to chddblrth support 

One mldwfe who was interviewed sad  that women prefer to have thelr babies at home because 
they feel more confident Sometimes they do not have anyone who can stay wth  theu other 
chlldren, or they are ahud  about their homes' security, or they need the protection and company of 
theu loved ones They do not like the loneliness and isolation of health-center rooms Another 
important reason is economc because mldwves charge less They eken wa t  to call the midwfe 
until labor is completed just to cut the umbil~cal cord and clean the newborn baby 

MaxSalud, accordmg to its techcal  proposal and operat~onal plans, has begun t r m n g  tradltlonal 
midwves from Urmnaga and Balta 

Accordmg to the document fiorn the first mldurlfe tramng course, some 70% of women in 
Chclayo "have theu delivenes at home and 95% of these home delivenes are assisted by traditlonal 
mdwves" (p 3) 

T h ~ s  figure differs fi-om the one ellcited m the study on knowledge, atatudes and pracbces m 
mother-and-chld health (Chclayo, La Victoria, Jose Leonardo Ortlz and Lambayeque) based on a 
survey of 440 women wth  chldren under age 5 They stated that 65% of theu dellvenes had been 
m a health fac~lity (26% m a hospital, 17% m a health center and 22% m the IPSS) The remsuIllng 
35% had theu babies at home (26%) or at the mdwfe's house (8%) 76% of the delivenes were 
assisted by health-care professionals and only 24% by mdwves 

MaxSalud's tmnmg proposal recogrues that "one of the most slgmficant human resources is the 
traditional mdwfe,  who prowdes emplncal assistance for chldbrrth If ennched by new pdance,  
they may unplement adequate techmques and procedures, playlng thelr role of providmg assistance 
m cmng for mothers and chlldren" @ 4) 

The MaxSalud proposal defmes the social role of tmned mdwves One such role IS to "report 
regularly on the actwlhes she performs to the MaxSalud Cluuc m her locality", and another is to 
refer pregnant women to the clmc for at least two prenatal checkups This client recruitment 

strategy must be carefully reconsidered, as well as the soclal roles that they wsh  to assign to tramed 
tradibonal mdwves  MaxSalud should be careful not to come on as competihon for the mdwrfe, 
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.. but rather to find alternative mechanisms, such as follou-up on m~dwfe-assisted births at home, 
\ 

9 
wlthout attempting to outshine the midwfe 

V1 PROJECT RESOURCES AND BUDGETS 

The MavSalud project budget for relnforclng health cllmcs was US $5,378,065 

Th~s  amount IS divided into three institut~ons' budgets, as follows 

INITIAL BUDGET US $ 

URC 

The mforma~on presented and that found m the annual budgets, shows the follovvlng 

Income 

Contract 
s 

TOTAL 

The m e  clmcs were to be equpped and developed m the first three years, assurmng that the 
MINSA would prov~de the sites dunng that t u n e b e  

Medlcal eqlupment and medicrne purchases were to be made dunng the first year 

(40,171 ) 

61 1,853 

1,850,85 

INSAP was to a k s t e r  the clmcs 

Funds generated by sale of cllnlc servlces were to finance the cluucsf budgets dunng the last years 
of the project 

In mew of the con&Qons under whch the budget was prepared, ~ t s  assumpborn seem appropnate 

(2,149,84 
8) 

181,431 

However, analymg the budget items rn detad we find the followmg 

( l , 8 l  7 , l 8  
8) 

298,549 

I 

(478,734 
1 

81 7,793 

1,349,87 

I 

( I l l  66,55 
5) 

757,912 



Direct URC expenses seem appropnate except that no budget provision was made to purchase 
furniture for thelr professional staff, des~gn s o h a r e  applications, or to purchase basic software 
licenses 

As for personnel that was to work on the project under URC, the budget should have provided 
salanes over a five-year penod for the Traning ad~lsor, Soclal marketing and Community 
speciaIlsts Budgeting for these profess~onals for on17 two years was too short a penod consldenng 
that the work of promot~on and marketing in modem institutions are extremely cntical and should be 
consldered vital activ~ties of the project for it entire length 

The budget allocation to Clapp & Mayne, Inc to equp the rune clinics seems ~nsufficlent to us In 
fact, for each cl~mc, US$ 32,000 was budgeted, but the current inventory of each cli~uc is over US$ 
60,000, almost hvlce as much Apparently, not even half the necessary items were consldered 
Additionally, allocat~ons were not considered for payment of Import duty 

We consider the purchase of three ambulances to be too many Ambulances may be unjustdied for 
health centers the size of hospitals in Peru, much less for clmcs the size of MaxSalud All rune 
clinlcs could operate adequately wth  a single ambulance if it is to be used for scheduled transport or 
accident-related emergencies 

If the ambulances are used for emergency medical semce for the entrre populat~on of Chclayo, 
perhaps all three would prove necessary 

Regarding the INSAP budget, one of the issues would be the hlgh cost of rentmg the MSU facility 
S~rmlarly, the estmate for remodelmg the facllibes that MINSA was to transfer seems to have been 
too low smce only some US$ 90,000 per clmc was allotted In th~s  regard, there is only a smgle 
remodelmg experience, that of the Ununaga cluuc One reason that more would be spent is the 
flimsy qual~ty of construction Seemmgly, the weight-beanng capaclty of the columns was 
overestunated, among other aspects However, a greater lnvestrnent was made m the facihty's 
appearance, wth a lighted slgn and tiled outside walls, rather than on p u t  and an electnc fence 

The budget alloca~on for each cllmc to operate also seems to have been underestmated Some 6 5 
million dollars were programmed, of whlch 5 6 mllion were to be financed by chargmg for semces 
and other mcome If the cl~nlcs had begun operatmg on schedule (all by the end of the second year), 
the budget would have been slightly over 7 mllion dollars 

As for medicmes, the budget allocation was sipficant, and basically well-calculated to cover the 
needs wthout considemg mcome fiom sales The same applies to the purchase of other medical 
supplies 

The project budget, wth a cornpanson to spendmg is shown m the followrng chart, by items 



BUDGET IMPLEMENTATION BY MAIN CATEGORIES 

I tem 

Salar~es and Wages 

Employee Benef~ts 

Sub-contracts 1 3,451,227 1 1 539,850 
I I 

Overhead 

Consultants 

Travel/transport/per- 
dlems 

Allowances 

I Medtcal Equ~pment 1 578,559 1 421,189 1 

lnrtral Budget 

653,135 

120,697 

Constructton or 
Reconstruction and 
others 

Implemented by 03/97 

450,640 

90,05 1 

146,908 

26,000 

157,283 

205,557 

I Other Dlrect Costs 

99,999 

44,607 

11 5,477 

125,977 

I TOTAL 1 5,171,217 1 3,135,386 I 

What m e d ~ a t e l y  stands out m th~s  chart IS the negligible spendmg on tmmng, whlch of course IS 

fundamental for mstitutlonal strengthemg and key staff development of MaxSalud Thls item was 
ong~nally programmed to tmn especially the Council of Directors, whch as we know has not 
happened yet 

F~xed fee 

GRAN TOTAL 

As of June 1996, US $ 337,006 had been spent on personnel, whlch w lower than the budgeted 
figure for the first 30 months of the project, i e US $ 370,962 As of March 1997, h s  item had 
Increased to US $450,640 The d~fference m spendmg over the first 30 months may be due to the 
samgs from not hmng the commmty lmson/soc~al marketmg expert Another cause for lower 
spendmg was the delay rn operung the cl~rucs However, spendrng m the last months has increased 
slgmficantly slnce the fmt two clmcs have started to operate 

208,848 

5,378,065 

125,415 

3,260 801 



The amount of US $ 421,189 had been spent as of June 1996 on equlpment purchases, which IS 

significantly lower than scheduled for the first two years, i e US $ 578 559 This IS euplamed by the 
fact that the anticipated nine clmcs did not start operating, although equipment has been purchased 
for three of the climcs as bell as one ambulance, wth onlv two clin~cs In operation 

Notwlthstandlng the lower spendmg, the figures clearly show that more has been spent per clrnrc 
than was expected As explained above th~s  IS because the arnount of equ~pment and the budget per 
ltem was underestimated 

Spendmg on remodeling centers has rncreased slgnlficantly, at the Urmnaga climc where US $ 
90,000 was programmed, US $ 145,288 was spent As for the Balta climc, they have spent less than 
budgeted, perhaps because of that centers characteristics, whlch did not requlre much remodelmg 
except for the drvision of areas 

Regardrng URC's applicahon for budget extension, the personnel rtem calls for certam comments 

There does not appear to be sufficient justlficat~on for the work to be contracted for short-term 
techrucal assrstance under URC There is no explanahon or scopes of work for what they wll do 
US $90,090 has been allocated for h s  purpose 

The h g  of a Deputy Chef of Party is justified since that professional can remm as general 
manager once the project is over However, the salary allocated is too low for a professronal who 
wl l  handle an approxlrnate budget of 4 million soles a year, once the clmcs are operatmg at full 
capaclty A professional of that category should not earn less than US $ 3,000 to a b s t e r  a 
complex of several c l l n ~ ~ ,  a b s t e m g  MaxSalud and workmg closely wth  the Council of 
Directors 

The rest of the staff worlung wth the MSU should remm through the end of the project and the 
cornmumty lmson professional should be Included However, in the case of the latter, the monthly 
salary of US $ 1,00O/month is too low for a professional of thls category The person hued should 
be pad at least US $2,00O/month 

As for consultants, the presence of the mother-and-chld health expert IS not justifiable That type of 
knowledge is avadable m the city of Chlclayo and can easlly be obtamed among the professionals 
worlung m MTNSA 

Addihonal consultants should be considered m the fol lowg areas Orgmmhon, strategic 
planrung, prepayment systems, market research, and project feasibility 

The addmonal equlpment budget shows figures that are qulte lfferent from the on@ budget and 
from what has been spent m the clmcs currently operatmg Imhally, the amount considered for 
equpment per clmc was US $ 32,880, but US $ 64,000 was spent on Balta and US $ 59,000 for 
Urmnaga However, the equlpment budget for each r e m m g  clmc IS sigmficantly ~ncreased 



Moreover, part of the equipment for a third cl~nic, including the laboratory, has already been 
purchased 

The equipment budget for the four remarung clirucs is 
Larnbayeque US $ 1  16,922 
Central US $49  1,036 
La Victona US $ 943 16 
Bolognesi US $66,428 

Equipment outlays already total US $ 109,049 

Analyvng the equipment purchase budget, the followng is apparent 

The amount budgeted for the Bolognesi clmc is lower because some equipment has already been 
purchased for use there Bolognesi and La Victona cluucs wl l  be of simlar size and equpment and 
w l l  offer more services m ampler spaces, so more equpment has been budgeted than for the Balta 
c lmc However, some equlpment should be reprogrammed, includmg the rollmg cot wth a 
urzlversal mattress is jusbfied m a hospital not m a medical center such as the MaxSalud cluucs The 
queen-slze emergency recovery bed is too big, a cot is enough The wamg rooms should have 
comfortable cham but not deluxe furmture For some items, other pnce quotations should be 
obtamed as they seem to be overpriced, e g , the oxygen mtakes and outlets and rollmg cnb among 
others 

Regarding mstrurnents, the follomg 1s budgeted for purchase 

Central US $30,000 
Larnbayeque US $ 12,000 
Bolognesi US $ 12,000 
La Victona US $ 12,000 

Out of the above amount, US $23,732 has already been pad  for mstrurnents 

We cannot make any detaded comments on these amounts smce only overall figures are avalable 
but they do go along wth  the purchase budget for each clmc 

The sites where the Lambayeque and Central clmcs are to be bullt are larger so more equipment w11 
be mstalled However, as wth the other clmcs, attempts should be made to purchase smaller-srze 
equlpment and ask for quotes fiom other compmes supplymg the same equpment Moreover, ~t is 
recommended to consider purchasmg small x-ray and sonogram equpment for each clwc 

Regardlng the construcbon or remodellng of future centers, the documents show that expenses per 
square meter of construc~on m the lfferent facilibes are appropnate, approxunately US $300 



F~naIly in view of the delay for implementmg the remaining clinlcs the operatmg budget should be 
reduced to the hme frame for operation That is, personnel should be budgeted for the next 8 and 16 
months wh~ch  w11 also considerably reduce the budget 

In vlew of the findlngs of the analyses on cross-subs~dies wh~ch show that three clin~cs charging 
h~gher pnces can subsid~ze the other clirucs the equipment purchase budget for two clinics should 
be cut back to the level of the Balta c111uc We feel that the Central Clmc and Bolognesl should 
charge hlgher pnces, whereas Larnbayeque and La Victona and one other cliruc turned over bv the 
MINSA should charge lower pnces 

Expans~on of the requested budget, compared to what this ekaluatlon proposes, is as follows 



- 

EXPANSION OF THE MAXSALUD BUDGET (In US % ) 

URC 
U S Hlres 
Project coordmator 
Admln~stratwe assistant 
COP, Health management advlsor 
Cooperatmg country nationals 
Short-term Techn~cal Assistance 

Total URC salarres 
Fnnge benefits 
Consultants 
TravelJtranspodper diem 
Allowances 
Other direct cost 
Overhead 

Total URC 

SUB CONTRACTS 
Expenses subject to G&A 
-Clapp&Mayne 
Expenses not subject to G &A 
- Med~cal equipment 
- Instruments 
- Customs, taxes (20%) 
Total Clapp&Mayne 

MAXSALUD 
Salmes and wages * 
Subcontracts 
Other d~rect costs * 
Total MAXSALUD 
G&A 
TOTAL 

F~xed Fee 
TOTAL 

Proposal of 
Evaluation 

83,070 
25,556 

200,060 
483,659 

792,345 
104,953 
194,510 
302,551 
167,422 
478,480 
159,708 

2,199,969 

l5O,OOO 

690,000 ** 
42,267 

146,453 
1,028,720 

2,620,824 
1,085,000 
1,470,767 
5,176,591 

449,553 
8,854,833 

442,74 1 
9,297374 

Request, URC 
9/1996 

* Calculated on the basis of a project~on of financial flows US $ = 2 65 soles 
** Amount rev~ewed wth MaxSalud officials 
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Analyvng the budget, we may conclude as follows 
-. 
J 
% Initial budget US $ 5,378 085 

Spent as of 7/96 2 164 106 
Estimated expenses to complete 9 297 574 

Total Estmated Expenses 1 1,46 1,680 

Add~honal funds 6,083,595 

However, it IS important to bear In mind that the imtial budget was actually not US $ 5 378,085, but 
US $ 11,030,570, because the income that was to be generated by charging for services was 
subtracted fiom that amount 

From h s  amount of US $ 11,461,680, whlch is the Total Estrmated Spendmg, the dollars to be 
generated from servlce sales have not yet been subtracted Th~s amount is estimated at US $ 
3,419,932, as per the imtd  budget If we subtract from the Total Esbmated Spending, whch is 
the total amount to be spent on the project (US $ 1 1,461,680) the amount that will be generated by 
mcome, we find that the actual amount IS appromately US $ 8,041,748 Thls means that, fiom the 
lnltra.1 budget, an addrt~onal US $2,663,633 approximately is bemg granted 

The composition of spendlng has been changed At present, more is gorng to be spent on equipment 
and remodelrng These are amounts that were underestrmated Now, less wll be spent on cll~llcs' 
expenditures, due to the lower number of clmcs and the fact that they are startmg operahon more 
than one year late 

VII CONCLUSIONS and RECOMMENDATIONS 

J 

Financial Development and Sustainabil~ty 

Changmg conditrons In Peru's health sector, expressed m vanous legal provisions that have 
appeared over the last few years, and in speeches and comments by government spokespersons, 
have apparently been mrsmterpreted to some degree by MaxSalud staff They understood fiom 
these documents that the government's intention was to pnvatlze health services, and that users 
would somehow have to pay a srgmficant part of the costs of health-care services MaxSalud 
staff also fi led to carellly analyze the positions and comments of the opponents to government 
policy The government's proposal to reform the health sector 1s sllmed pnnc~pally at lmprovlng 
administration in each establishment and changing subsidies for the poor fiom a supply-srde to a 
demand-s~de focus Basrcally, h s  means that the government would go no further than 
supporting pnvate adrmmstrabon schemes of publ~c establishments 

The rmt~al budget was well desrgned in general terms, although the allocat~ons for equrpment and 
remodelrng were somewhat overestimated As for spending, the most noteworthy issue is that 



finds allocated for training have not been used, and that more has been spent on clinic equipment 
and for remodeling the Urmnaga clinic 

The additional budget that has been requested should be cut back because the rernainmg cllnics 
will be operating much later than initiallq scheduled Budget analysis shows that it wl l  be 
necessary to increase the budget by US $ 6 083,596 However, this actually enta~ls an increase 
of only US $2,663,633 over the lnitlal budget, because the larger amount includes earrungs from 
the charglng for services So, if we subtract from the total project budget, the amount to be 
generated by cllnic income, the additional grant amount would be no more than approximately 
US $ 2,663,633 Budget calculations used here are only rough estimates as the evaluators did not 
have access to detailed financial information 

One of the project's core alms was to acheve financ~al sustamabllity by offemg health services 
to low-income populations Analysis has shown that it is ~mpossible to achieve thls by charging 
health-care service rates comparable to those of MINSA The current rate scale has been 
imposed wth  considerably lugher pnces Thus, only people w th  a minimum monthly Income of 
1000 soles per family can afford MaxSalud's services 

Smce MINSA has improved admlmstratively and financially over the last few years, they have 
changed their position in regard to turmng over the remarnmg facilities to MaxSalud MINSA 
would now be wllrng only to turn over those establishments that have not been well 
consolidated, and only under an arrangement of shared adrnimstration, since they are responsible 
for their personnel in all establishments, and they wsh  to remain involved m all publlc health 
programs 

MaxSalud's cross-subsidy strategy to bnng hgh-quality, low-cost services to the low-income 
population 1s viable Financial analysis has clearly shown that ~t is possible to have three cl~mcs 
located in middle-income areas, charging rates suited to such population groups, and three cllmcs 
located in areas where people's income is much lower, charging rates similar to those of MINSA 

The administrative and financial system developed by MaxSalud for each cllmc is adequate for 
admimstenng an orgmzation offemg multiple services in several facilities Simlarly, the 
personnel performmg thls work is well prepared to carry out their duties Financially and 
admimstratively they appear well prepared to receive and a h s t e r  grants 

To set rates that w11 be su~tably affordable for low-income residents, it is indispensable to 
perform a market study m low-mcome areas It is also important to investigate m greater detad 
the frequency of service utilization, and the epidemolog~cal profile in order to have a better 
information base for settmg pnces 

To set pnces for services, MaxSalud personnel have conducted surveys, focus groups, and 
analysis of pncmg scales m other health establishments of Chclayo However, the mdcator that 
has outweighed all others in settmg pnces has been the thud, i e , pnce analysis The surveys, 
whch potentially were the most lrnportant instruments for pnce settmg, were less useful because 
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they were conducted throughout Chiclayo and therefore the findings were not specifically 
representatwe of the lower-income areas Moreover, the surveys were not analyzed to determine 
the payment capacity of people earning under 500 soles per month, cons~dering the morbidity 
rate and epidemiological profile 

According to the rates estabhshed In both MaxSalud clinics and the frequency of v ~ t s  to the 
doctor for low-income population groups ~t has been est~mated that only those families earning 
over 1000 soles a month can afford MaxSalud servlces 

Financial analysls regarding the break-even pomt for MaxSalud and six clinics when fully 
operational have shown that income can cover expenses wth  an arrangement whereby three 
cl~nlcs charge rates such as those being charged at the Balta clinlc, and three charge rates similar 
to those charged by MINSA The break-even pomt would be in Aprll of the year 2000, with an 
occupancy rate of over 70% l k s  is basically due to the fact that the next two clirucs wl l  begin 
operating in eight months, and the followmg two in 16 months 

However, changes are called for since nelther the rates currently set for clirucs amed at low- 
Income populations nor the locations for at least two of the future climcs being considered, are 
accessible to the target populations Therefore, considenng the above and the project's mtial 
objectives, it would appear judic~ous at thx point to relocate two of the proposed sites to areas of 
lower income These s~tes would be s ~ m l a r  to Urmnaga After relocation then fees adjustments 
for services to MINSA levels would be necessary at all three cl~mcs (Urmnaga included) These 
actions would be entlrely cons~stent wth the cross-subsidy strategy proposed above and would 
no doubt enable low-income populat~ons to afford the preventive and curative health-care 
services 

Once all SIX clinics have been set up and are operating fully, personnel requ~rements wl l  declme, 
and it w11 be time to thmk about a smaller orgmzahonal structure, wth  staff who can perform 

- multiple duties ...- 
I 

It w l l  be useful to perform financ~al sensitlvlty analysis on an on-gomg basis to safeguard 
MaxSalud's financial balance and, on a stable foundabon, offer a broader range of services to the 
low-mcome populations, as well as to expand the coverage of subsidies 

Another way to reach low-income populations wth  health services is to develop health insurance 

or prepayment systems It has been shown m other projects and can be reasonably argued here 
that pre-payment health msurance can have the posltive effect of obllgatmg both users and 
MaxSalud to carry out and give greater emphasis to preventwe health-care services The latter is 
one of the fundamental contnbutmg factors that wl l  help the project reach ~ t s  fmancial break- 
even pomt, 1 e , the fewer people that get sick the more add~tional resources w11 be avalable for 
other purposes There 1s no record of efforts or studies havmg been made to date in tIus regard by 
MaxSalud It IS therefore recommended, to ensure that the largest possible number of low- 
income res~dents have access to MaxSalud clmc semces, to undertake an assessment survey to 
deterrnlne feas~bil~ty for the unplementabon of the above 
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Instltutlonal Development and Susta~nabll~ty 

The following recommendations are based upon the conclusions In the text regarding 
institutional sustainabllity As pointed out through-out the evaluation In all three areas of 
analysis 1 e , financial, institutional and social there exists a need to strengthen the institution in 
its capacity to think, plan, organize, deliver, research monitor and evaluate in areas that are 
underemphazised in its current projectjorganizational dek elopment strategies 

Institutional Strengthening vis-a-vis proper development in areas not always associated wth 
conventional models of thinking and behavior about what constitutes a strong and viable 
organization, is the key in our opinion, to the institutional and social sustainability sought after in 
the MaxSalud project 

The areas most needed by MaxSalud to undertake systematic strengthemng in are the followng 

a) Strategic Planrung 
b) Participative Research and Evaluation 
c) Commuty  Participation 
d) Shared Leadershp and Teamwork 
e) Trsllning Design and Development 
f) Non-profit Board Development 

It is recommended that senous attention be given to the orgmzabon and delivery of tramng and 
techmcal assistance that would help the MSU, Cluucal staff, and commun~ty women and 
orgmzations understand and practice the concepts and slulls that facilitate effective leadershp m 
the above six areas of institutional development For each one of these areas numerous 
onentations have been given through out the body of the text to assist the reader understand the 
pnncipal focus being recommended These onentations w l l  be bnefly summanzed below 

MaxSalud needs to develop a "Project Sustamability Strategy" I h s  strategy would be based on 
periodic Strategic Planmng exercises m whch its pnncipal strategies, lmes of action, activities 
and proposals would be developed l h s  exercise needs to start immediately, as it is ~mportant 
that MaxSalud be capable of elevatmg its current operabonal planrung to a broader and more 
inclusive level of strategic hnlung and programrmng, especially regarding the undersewed areas 
of organrzational and commuty  development Operational plans and specific activities usually 
follow and result from an mstitution's strategic goals and objectives and not the other way 
around 

The orgamzabonal structure of the MSU and the clmcs is well designed for the d~vision of labor 
and staff funchons Manuals and appropnate procedures assist personnel m carrying out the daIy 
fimctions of the orgamzation The area of concern has to do wth a percewed lack of capacity to 
morutor and ad~ust project development to achleve its lnlbal goals and react appropnately to the 
rapld changes occumng in the health and social development sectors Strategic P l m g  
activities would assist the MaxSalud management regularly assess, clan@, systematm and 
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provide analysis and problem solving to the issues of how to achleve balance in developing the 
project's three central objectives Currently, as is wdely noted in the report MaxSalud's 
approach to project development favors financial sustainabllity over institutional and social 
sustamability 

We recommend for both the Strategic Planning and the Project Sustainability Strategy, that a 
Plannmg Team be formed, w~th  the partlapation of ket planning staff, including the Council of 
Directors MSU directors, advisors, clinic directors and principal line managers, together ulth an 
outside planning consultant who can facilitate the development of an effective strategy and plan 

Another reason for developing a clear and measurable Project Sustamabillty Strategy now, is due 
to the present bming and the Length of Project Only two years remain before funding for the 
current project ends Thls is enough time, but just barely, to begin a wdespread effort to 
implement and promote the institution's strateglc objectives m the areas of current need and to 
acheve a necessary balance between the three areas of suststlnabihty Management indicators 
would result from a good strateglc plan and these wlI  help track and adjust the achevement of 
the project's onginal goals and objectives 

Both MaxSalud and the climcs are well organxzed and theu personnel is dedicated and 
determmed to acheve project objectives As important however as t h ~ s  may be, it does not 
guarantee that MaxSalud w11 acheve institut~onal sustamabillty by the end of the project There 
are areas whlch are still of major concern whch need to be worked on and adjusted 
systematically For example, the Council of Dlrectors currently has mimmal responsibilities and 
tends to be passive toward project development The Council of Directors is far from being 
consolidated and the orgamzation lacks both strategic wsion and p l m n g  to acheve its project 
goals and objectlves In both these areas it is hlghly recommended that imrnedlate steps be taken 
to institute a senes of institut~onal strengtherung exercises The proposal we have made as to how 
to re-engineer the MaxSalud Council of D~rectors is descnbed in the body of the text 

To achieve lnstitutional sustamability in time, it is Important to change the MaxSalud by-laws, 
especially m regard to the obligations and powers of the Council of Dlrectors, President and 
Executive Director The number of Council members should also be increased to mclude a 
representative of USAID and URC, who should have enhanced powers includmg veto power 
Moreover, institutions wth Council representatives should appoint people who are 
knowledgeable In NGO management, cornrnumty health, partic~patlon, and finance These 
actions should be taken w h  the next three months at the latest, so that MaxSalud wll  be in a 
position to receive grants 

Orgamzational adjustments are needed to strengthen four of MaxSalud's Departments (See 
Section IV 2 OrgmzatIonal Structure Adjustments) 

Although recommended in the body of the text because of its unportance it is repeated here, that 
a Commun~ty Lmson be lured to head up the Social Marketmg Umt of the MSU The person 
selected should preferably be a woman wth solid expenence and knowledge regarding 
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participation to assure a "commun~ty volce in the clinics health assessment tasks and tn the 
plannmg of preventwe and pubhc health actlcltles 

Local Community Boards are not vet operating In accord wtth the functions outllned In the 
Peripheral Clinic Manual Achle\lng cornmuniq participation at thls lecel and thus enabling 
these boards to dlrect and adrninlster diverse cornrnunlty health actions in coordination wlth the 
Urrunaga clln~c would be a s~gn~ficant step fornard In Ma.tSaludls social organ~zatlon and health 
development 

There lacks conceptual clanty in MaxSalud regarding the mlssion roles and responsibilities of 
Local Community Boards Dlverse concepts and understandlng of community participation IS at 
the heart of thls conlision and lack of consensus There is a need therefore, for MaxSalud to 
achieve its own in-house clarity on thls subject and then develop an approach or methodology 
consistent w t h  its own conceptual framework, whch would charactenze MaxSalud in its role to 
facilitate the development of cornmumty structures such as the local boards, and Improve soclal 
cornrnunlcation and relations 

The needs and the pnmary health care demands of the cornrnumty must be rnternalized by 
project staff and deliberately incorporated Into the design of all MaxSalud promotional act~vities 
and matenals, climc services and cornmmty relations 

MaxSalud needs to develop a cultural and gender approach to its cornrnumty health development 
strategies This approach, which would incorporate both perspectives on culture and gender, 
would enable personnel to better understand commumty work and to remam up-to-date m health 
and development policies 

Epidemolog~cal studies should draw on infombon already available in the MaxSalud cllnlcs, 
which should provide an excellent database, considering the specific differences between age and 
gender groups Currently, official reports issued by the cllmcs deal mostly w t h  the productivity 
and scope of the various programs and professionals, cost recovery and enhancing productivity 
We recommend that revlewng the major health problems and specific differences among vanous 
population groups and by gender be a regular part of the clinics' assessments and Included In 
their regular reporting 

Greater emphasis and attention should be given by MaxSalud to the spec~fic health problems of 
women, both as health agents and as parties affected For example, sensltlvlty toward women 
and chlldren who have been victimized by sewal abuse and violence 

Reproductive-health policies and programs can and should Influence MaxSalud7s thmkmg 
regardmg mothers and chddren, and h s  thmkmg should lead the institution to adopt social 
cornrnunlcation methods that demonstrate its effectweness m workmg w t h  women and chlldren 
at the cornrnuty level 



* All possible efforts must be made to promote male responsib~lity for the health of thelr daughters 
.. 
Y 

and sons and for the reproductive health of thelr partners Although male images are present in 
% educational leaflets and ~llustrations, paternal responsibtlrty must be further reinforced by 

communicating messages that encourage men to care for their chldren's health - 

In vlew of the problems of famdy and sevuai abuse of women and glrl-children, mentioned both 
by health-care personnel and by community women, lt is important to consider including 
professional staff at the cllnics who are experts in the field of Psh chology If t h s  is not possible, 
then at the very least a referral system should be set up for patients with such problems Health- 
care personnel must discuss what to do in such cases, and develop an ad-hoc policy wth 
emotional support for professionals worLing directly with these problems and for the victims 
themselves of sexual and family violence They should receive suitable training so they can 
accurately record these situations in the information system 

It would seem appropnate that women wth  leadership capaclty be considered as candidates for 
membershp on the Council of Directors These would need to be selected on the basis of their 
professional capabilities but also for thelr sensitivity to gender issues and the situation of low- 
Income Chiclayo women Women's participation must also be encouraged at the local health 
board level when these boards are created 

Gender indicators should be developed and lncluded in the p l m n g ,  momtonng and evaluation 
system 

Clinlc staff and commuty  health agents must be sensitized and tramed in women's nghts and 
thelr nght to reproductive health, wthln a theoretical and methodological framework of gender 
eqwty 

It is recommended that one short-term consultancy be conducted to facilitate better 
understanding by MaxSalud personnel of cultural bamers and how to more effectively approach 
the cultural diversity of Chclayo residents, both male and female 

MaxSalud has developed clear thmlung regarding what its wants to acheve m terms of offenng 
quality cliruc services and these concepts have been aggressively incorporated mto thelr 
promotion and practice It is recommended, that they now make an equal effort regardmg how to 
achleve commumty participabon and social sustamability Tius of course wll mvolve different 
theoretical and practical slulls, however to acheve progress m h s  area would contribute greatly 
to the advancement of the project along the lmes consistent w th  the o n g i d  project design and 
objectives 

It IS foreseeable that, if new agreements are reached wth  MNSA to use thelr faclhhes, these 
may be the result of effective comrnumty work exercised by MaxSalud If so, then we 
recommend that it is necessary to thmk, from the outset, about strategies that w1I rntegrate the 
cornrnuruty into decision-malung process 



Solut~ons to health-problems and prevention In poor areas such as Ununaga, where serious social 
problems exist, requires that MaxSalud coordinate its efforts wth  the soclal stakeholders in the 
cornmunlty, especially the NGOs 

Rates must be set on the basis of the economic reallty and evpectat~ons expressed by low-lncome 
people If rates simllar to those charged by MINSA in poor areas were apphed, demand would 
increase 

It IS necessary to strengthen cornrnunlcation lmkages wlth the community More information 
must be provlded to the cornmunlty, especially to those who are most involved w t h  MaxSalud 

MaxSalud should revislt its policy on incentives for health promoters, health comrnlttees and 
local boards 

To lure staff for new climcs, health professionals should be considered who live in these areas in 
order to build stronger linkages w t h  the public 

Implementation of local boards is essential for the work of MaxSalud in assunng social 
sustalnability Nevertheless, linkages between the Council of Directors and the local boards 
must also be forged 

In hght of the conclus~ons and recommendations regarding social sustainability, it would appear 
necessary at h s  point to more deeply explore what is deslrable and what is poss~ble ~n the future 
for the appropnation of thls project by the cornrnuruty T h ~ s  dlscusslon should take place at both 
the central and local levels 
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Scope ot Work 

The Strengthening tle,ilth lnst~tution\ Project (SHIP) wds author  zed hy  USAID on Stptemher 28 
1991 Its noithern component SHIP North or ,I\ ~t 1s ~ur rcn t lv  hno\\n R.1 1uS~lud w,rs Initi i t ~ d  111 

June 1994, when USAlDlPeru signed d ccmtrdct with Unner\itv Rece,~rch Corpor,it~o~i The tot'il 
vnlue ot  the contrdct with URC 1s $5 378 065 

The ot SHIP I? to improve the hedlth stdtus ot Peru\ I ins tl~iough gre'iter cover,ige ot qudtty 
prtrnary hedlth cdre (PHC) servlces The purnore tc to tect the cqw,itlon,d 'ind tin,incl,~t te,r\~htllty of 
ditterent PHC service dellvery models 

The d e ~ i g n  ot  the northern conlponent cdlled tor d network ot primdn hedltli tire txilitie\ to he 
developed In the city ot  Chtcldyo This network ot cl~nicc would otter h~gli-qu i l~ty prim,iry I~c'dtl~ 
care services to the low-tncome populdt~on and rauperdte its operJtmg c r ~ \  tllrough tee< tor ctrvlLe 
dnd other tindnung plans The network would he structured \o tli'lt tinLinc~,rl cro\s-suI>sidizdtton 
would t A e  p l ~ c e  For evdmple d clinic withtn the city Iim~ts ot C l i ~ ~ l ~ y o  ~vould cIi trge more tor Its 
servlcec thdn d c l m c  In the pertphery, thu? the city clinic s re\enue \vould he u\ed to htlp wcer  [he 
cost? of the L ~ I ~ I I C T  servlng lower-income populdtlons A bey go iI In this d e \ ~ g n  wdr th it the PIlC 
network would d l w  be dhle to serve the Indigent populdtlon h v  exoner,~ttng up to 10 percent ot i t \  

clients t r m  u w  tee? 

A project devgn d??umptton was that the regiondl Mlniqtry ot Htxltli In Nor-Orlentd del M ir iiion 
(RENOM) would trdnster nlne ot its centers (dnd potenttdlly two Idnd \ ~ t e \ )  to the Project Tlus 
expectAton was based upon the hletoricdl environment ,it the time ot p r o p t  design i i i  Septenlher 
1991 At thdt time the MoH hdd scdrw resources dnd wdc tliuc ~nterected in ,I projcct tlidt could t ihe 
over d portion ot it7 re?ponslbilrt~es In the ctty ot Chlc l~yo Altlwugh sonie in~tl,il dl llogue tooh 
pldce with the regiondl Ministry ot Health durtng the debelopment ot the project no tornid 
,igreement tor trdnsteirlng the centers wds ever signed Becduse no torm'rl ,igrcement existed wlicn 
the Request for Propoec~l\ (RFP) wds iscued the potent~dl otteror\ wt re  ,tched to hudget \ u t t ~ c ~ t n t  
tunds to rent or ledse dpproprtdte tdcilttiec, In the event t h ~ t  tht Rlinl\try d ~ d  nut end up tr ln~!crriug 
the centers -- which is to a greA degree whdt hds happened 

T o  ddte, the project hds suc~eeded in legally estdhl~shlng the I r u l  NGO McixSdlud thdt nl mgec  the 
PHC network WIIILII presently concicts ot two clinics The Bdltd Clililc (111 ~ u g u r ~ t e d  in M iy 1996) 
oper[ites out ot  d rented s p x e ,  ,lnd the Urrundgd Clinic (~n~tugurdterl In December 1996) w ~ \  ceded to 
the project by the Mint\try ot  Hedlth tor d pertod ot ten ve~irs I t  I \  expected t h t  t h ~ c  'cez\iuii in 
use ' will he renewed ,it the end ot  the ten-ye tr period Current pl ins  ill tor opening thrtc to lour 



I 1  Purpose ot the E\ alu,it~on 

Thl\ evdludtlon hds three ohje~tlves F m t  lt wlil dsce\s progie\\ t o t ~ , ~ r d  de~llevenicnt ot project 
0bje~tlves and rdent~tp dnd dndlyze the redsons tor any shortt,rll\ T h ~ k  cdls  tor 'III cv,tlu itlon ot the 
~Ii~lIIglng envlronment dnd cond~ t~ons  dnd dn dcsetrnient ot wherl~er the ~nstltutlondl Contr I~tolr (IC) 
dnd USAID hdve x t e d  ,~dequ&ly rn tlie~r respe~tlve to these ~ l i  unge\ Furthermore the e v h i t w n  
tedm w ~ l l  mdke recomn~end~it~ons as to how tlie IC M d ~ S ~ l u d  and USAID cdn mprove their 
m mgernent dnd ~nvolvemenr 111 t h ~ s  dctlv~ty The second clhje~trve ot the ev,iludt~on 1s to e v ~ l u  ~ t t  

the tindncldl unstltut~ondl dnd soe~dl ~ ~ ~ t d l n d h l l l t ~  ot the pl o j c ~ t  thus t'rr drid 11lr1ht: reconinlend ~tloll\ 
to enhdn~e  signiticdnt progress rn all three by the end ot poject l ~ t e  The tli~rd ohjectne to study 
the project s resources and budget5 dnd dssesc dny tuture need\ tor , ~ d d ~ t ~ o n , ~ l  tunds 

11 A Ohjeetlve One 

The evdludtlon tedin will dssess the Summary ot Outputs to Be 4eh le~ed  '15 they Ire \ t  ltod In the 
Lontrdct dnd progress nude  hy the Contr~ctor  wrth the outputs thus t,ir The t e m  wll I I W  C I ~  ilyze 
the chdnging envlronnient dnd how tlm dttects the outputs Are the outputs dpproprl rte to the \e~tOr 
and envlronment now -- s ~ x  y e a s  ,itter the project s de \~gn  m d  two ,uid one-li,rlt ye irs ~ n t o  tllc 
proye~t)  It not, the tern should mdhe recornmenddtlons ds to how the output\ nilght he hrought up- 
to-ddte Hdve the pnrtres involved In the contract d ~ t e d  wrsely AS riLtI~ItItts 11 ive untolded) For 
e x m p l e  the MoH Iuc trmsterred one c l ~ n ~ ~  to the project m t e  id ot the nlne th it were pl rrined A ~ L  
the JLtlons t h t  Ii,ive h e n  tAen hy (lie 1C M'ixSdlud dnd USAID t~niely ,ind ~ U C I I L I I I U S )  Do thew 
dctions ret1ec.t the re-eng~neered USAID) Key to the content ot th15 ,in,dy\~s wdl he the tc mi s 
recomrnend~trons ds to how the ~nvolved pdrtres c in Improve t h r ~ r  ni lndgement 'I\ the pr0JeLt 
'~ctwltles ~ont lnue  to develop 

In ~ t s  nid-term evClludtlon SHIP South pdrtnerc defined w h ~ t  su\t Iln rh~llty me int to them 
F~ndncrd wstC~1n,~hrl~ty 17 the ~ ~ q u c i t y  to recover or otherwi\e generdte the tin lncl 11 resourct\ 

needed tor the Lontrnulty ot dLtlvltre\ wrthout dcjcj~tlond\ USAID support In s t~ tu t~o~ i ,~ l  w\t rrn ihrlrty 
reters to the ~dpdclty ot  the NGOs to plm ni inage ddmrni\ter monltclr ~ n d  ,dju\t P ro j e~ t  rltrcrtle\ 
to ensure the11 ettectrveness dnd ~ontinuity SO CIA^ s u s t ~ ~ ~ n d h ~ l ~ t y  ~ollnotes cOnlmUIllty ownership ot 
t h e ~ r  dctlvitles ' (SHIP South Md-term Ev~lu, i t~on 1995) Usrng these de t in~t~ons  d% a tound W n  
--CC 

the evdludtlon tedm will dsst'ss the ditterent w s t a ~ n ~ b ~ l ~ t y  Issues ds they pertdln to MdxSdhd 



As stcited ,ibove F I ~ , I ~ L I A ~  surta~n,ihil~tv 15 the c IprlLlty to r twvr r  or otlierw~w gtnt t  ~ t e  t l l ~  t111 I I I L I  11 
resoutee\ needed tor the contlnu~ty of dctn itle\ !t itlwut a d d ~ t ~ o n  11 USAID \upper t ' M ixS,~lud w,r\ 
des~gned so thdt high-qudl~ty service\ would be provlded to low-~ncome popul itlon\ w h ~ l t  rcl l~tv~ng 
fin,incldl independence Trddltlondlly hedth e Ire services tor the low-lncome popul,~tlon h,rve h e w  
provided by the Mln~stry ot Hedlth -- either tor J m ~ n ~ n i a l  tee or tor no tee 'it all As the puhl~c. 
sector g e m  melt  up tor a major retorm it Is recogn~zed that dt least pdrt ot tlie m w e r  to the 
problem5 ot  the provlclon ot  h~gh-qudl~ty hedlth c ire tor 111 1s the ,l\wniptlon ot w i l e  ot the ~ o \ t  by 
the user In the evdludtlon the tedm s11ouId ~ o n s ~ d e r  I F F U C ~  stlcll '15 

B a d  on the experience ot  the two MdxSdlud c lm~cs  In oper itlon does ~t rppex t h t  tlie project 
d e r ~ g n  wds correct In postuldtlng that d prlvdte en t~ ty  c m  dch~eve t in~ric~al  su\t,lrn ih111ty oper.itI11g 111 

the low-~ncome sectors of CIIILI~YI) 7 

LVould d pubhc-prlvdte venture be more rultdble to the ecnnomlc. dnd socldl ~olldltlons) 

How c m  MaxSalud resolve the ~nherent tenqlon between ottermg h ~ g h - q u ~ l ~ t y  servlee\ tor d tee ,~nd 
dchlevlng ~ t s  mdnddte of ottrrlng there rrrvlces to the populdt~olls with the ledst re\ourCes) 

What evdence 15 there that cross-subsd~zdtron can work In this envlronnwnt' 

In ,iddlt~on to the more mdcro type questions posed dhow the te,uil \hould ,iddre\\ the !oliow111g 
questions reldttd to financlnl sustdlndhllltv 

Are the tindnc~al dnd dccountlng systems ru t t~c~ent ly  sophistle~ted to run d conipleu multi-s~rv~ce 
multi-centered, non-protit Institutwn) Are they ddequ'rte to gude  th15 mstltutlon Into the 21\t 
century 

Fees 
How are they determmed? 
Do they cover the operdtlon,il costr ot the cy\tenl -- ~ncludmg the systenl 5 n ~ i n  igement) 
C m  cl~ents  d tord  to pay them 7 

Are they w l l ~ n g  to pdyl 

Bre'ik-even dn,rlyw Is it known dt what level ot denldnd 100 percent nt the network s operdtlon 11 
~ m t s  ~ 1 1 1  be covered) 

Does tlie m~inagement ~ntormat~on system t,tcd~tdte the organlz ttlon s opcr rt~ons 



How 15 it \tdtted) I \  the ~ o r n p o ~ ~ t ~ o n  vt the pe1sonntl d e r p  ite to get the ]oh done) 

Does the Institution promote ihe development ot ~ t c  employees pro\ ding t r m l n g  and o t t w  u ree r  
d e ~  elopnient opportuumer 1 

Does the trdlnlng progrdm prepdre the personnel -- C I I ~ I L  iI ,lnd n o n - ~ l i n i ~  il -- to otler Ii~gti qu d ~ t y  
s e r v u s  1 

Are the MdxSdlud stntt lihely to be prepdred to lend d dyn imlL uid growlng orgmzlt lon w h n  t h ~  
contract w ~ t h  URC ends In 19997 

Who are ~ t s  Directors, W h t  role does the Bodrd ot Dire~tor5 pl'iy in the ~nst~tutlrm, I C  rlie exptttlsc. 
they represent appropndte to the Institutm, 

Have the perwnnel dnd the dlre~tnrs  ~nternahzed d coninwn mls\lon) 

Do their actions promote inst~tutlondl well-be~ngj 

Are the lnWtutlon'< rndndgement systems ddequdte not only to do the prewnt joh hut tltxlbie 
enough to grow w ~ t h  the ~nst~tut lan into the tuture) 

Dues the populdt~on understand MdxS~lud 5 nirsslon) 



Are h.l,ixScilud s IEC mdter~,~l j  e t t ec t~ t e )  
Wh it rn,~ter~nls h ~ v e  heen de~eloped 'lnd li,~ve they been used j u d ~ e ~ o i ~ ~ l y ~  
H , w  they been w\ t -e t te~t ive '  

In respond~ng to these questions the team w ~ l l  be dble to judge to w l ~ ~ t  extent the ~ o r n m i ~ n ~ t y  tctls 
Mdxsdlud 1s pdrt ot the conmunlty dnd mdke reconinienddt~rm\ to Improve ,ind/or sust 1111 thl\ 
reldtlon5hlp 

The o ~ ~ g i n d l  des~gn tor the northern ~onlponent ot the SHIP p r tyc t  c ~ l l e d  tor d length ot proqcct 
budget of $10,158,000 As ~tdfed prev~ously, the URC Lontrd~t I \  tor d tot il ot $5 378 065 Tlit  
URC budget wds unuwdl dr tt lncorpordted proje~ted project rccenues ot $5 000 000 Atter the 
s e ~ o n d  yedr of operntion URC exdnllned ~ t s  budget dnd findncldl needs dnd determ~ned th i t  its 
or~gln,ll budget thdt illC0rpOrdted projected revenue5 would not he s u k l e n t  to carry the projeLt 
through termlndtlon URC lids subnl~tted d request tor dl1 dn i enhen t  thdt would 111 e t t e ~ t  dlseng,tge 
the projected revenues trom the or~gtndl budget dnd dmend tlie~r budget hy ,ipprou~m,tteIy the s m e  
amount that IS the project 5 mortgdge ($4 3 n i~ l l~om)  The ev,tlu ttloi~ tedm wdl ev,tlu,~te URC s 
o r ~ g ~ n d l  budget ~ t s  expend~tures to date dnd the project s tuture needs tor tunds TIIL tedm will nuke 
a re~ommenddtlon to the Results Pdckdge Tednl on whetlier ,in rncredse In tun& 1s necess ~ r y  ,ind ~t 
y o ,  wliether du ,imendment to the contr,lct is the he\t n i ec l l~n lm to ,ich~eve t h s  Or I \  MCixS~~lurl 
suttiuently n1,iture -- con~eptually ,lnd orgm~z~tiondlly -- to recelve d~rect  tinme~,iI ,1\slst,riu 
trom USAIDlPeru 111 the torn1 ot a grdnt 

I l l  The Evdludtlon T u r n  dnd its Level ot Ettort 

The tedm will consist ot t ime  members d t  least one A n i e r ~ c ~ n  tnd up to two Peruvldns Thc le,lm 
should l n~ lude  d n1,indgement expert w ~ t h  extensive experleme In he t l t l l  Lare delivery clrgmz ltlons 
'in NGO nnd community outredch expert who underrtdnds prlni lry he 11th u r e  w r v u  dellvery 
org, tnlz~t~ons dnd d finnnc~dl expert with c ~ g n ~ t ~ c d n t  experieme In I lie,ilth Lare setting -- sumeone 
who understdnd\ the r e d  tenclon hettveen MdxSdlud s need to h e ~ u m e  tin incldly wlt-sust,~~n~thle l ~ ~ l d  
I ~ S  nldIddtt2 to selve the l ow-~n~ome  populdtion The nun  igement expert will mo\t 11keiy he the t e m  
leader At ledst one member ot  the tedm wdi be dn expert in gender hsues Qudlrti~dt~ons ot tllt 
tednl need not rigdly ddllere to these indivdudl d e s ~ r ~ p t ~ o n \  '1s long ,I\ ,111 skrlls ,Ire represented 111 

the te irn 4s d group 



The evdu  itron w ~ l i  he developed dnd e m x d  out \ v ~ t l l  the tull p irtlclp ttlon ctt USAIDlPeru 
Unlvet s ~ t y  Re\e,ird~ CorporCtt~on M,luS,ilud ,lnd the CIIILI L\ in conimun~t~r< In the t q e t  ,lrL I \  111 the 
reLognltlon that thew development pdrtner5 ,Ire dl \ iork~ng to\\ ~ r d  t l l t  5 m e  g o d  Tlin ev,tlu,~tlon 
should be v~ewed d rndndgement tool thdt w ~ l l  help guide the project to d <ucce\stul eomplttion ,lnd 
d t h r~vmg future 

All pertrnent project documents wdl he nude dvdihhk to the evdlu,~tlon t e m  The ProJect P,~per 
selected studies and other key document< w ~ l l  lie cent to the t e m  hetore i t  trcivel\ to Ch1~1,iyo s o  th ~t 
dl1 members dre well-ver~ed 111 the h S I L ~ ,  ot the project up011 their drrw,d E d 1  te iln member will 
h m e  two d d y ~  to revlew the b,191c project documents Their on-vte \ctuk s l l~uld  ~nclude Intelvltws 
1 ~ 1 t h  USAIDIPeru, URC and M~xSdlud stdtt the Bmrd ot D~rectors Ley conlmunity le,~der\ ,lnd 
MduSdliid clients dnd dnyone elce deemed necessdry The t e m  w ~ l l  use tocus groups ot cl~ents  to 
ev,tluate customer servlce dnd tocus group< n l d e  up ot coniniunltv nlttn~hers to evdu,~te comiliunlty 
acceptance other niethodolog~e\ thdt w ~ l l  e l ~ ~ ~ t  key rntornutlon nl iy d r o  he eon\~dered Tllt 
ev,~lu,ct~on tednl w ~ l l  design ~ t s  work to be d~ j-~ trtlclp Wry d< pct\uble eng'rglng '111 ot tlie projtct \ 

st,iLeholders in the process With t h ~ \  In mind the evalu'~t~on t e m  w ~ l l  prewnt tind~ng\ ln r l  

~ e c o m n ~ e n d ~ ~ t i o n s  to the M~xSdlud stdtt dnd B o d  ot  Di re~tors  in d p trtlclp Itory, town n ~ e t t ~ n g - l ~ h t  
torum glvlng them the c h m ~ e  to integrate, ev iludte dnd respond to the repol t dnd i t \  

re~omll~enddtlons 

1 Worhnl,in The Contr,letor will prep'tre d detdlled wrtr hpl,~n wh~cll $11,111 rncludc llle 
methodology to he used dnd send ~t to the OHPN tor lpprtn '11 T h ~ s  \hould he 
suhn~~tted dtter the third ddy on-slte (rn Ch l~ ld jo )  

Prellnitn,irv Report The Contrxtor w ~ l l  subnl~t to the He dtli Popul itlon tnd 
N u t r m n  Office five Loples of the p r r l ~ m l n ~ r y  report in Engl~sh N I I I L I ~  will IIILIUCIL 
Ley t i ndmp  and recornn~end,~tlcm These tindlngs m d  reeomn~end,~t~c,n\ will he 
p rew~ted  In a debriefing , ~ t  the M ~ \ s ~ o n  T h ~ s  prelm~ln,iry report will ,1lw h t  
presented to the M 1uSalud s t d t  ,tnd its Bodrd ot Directors ,is dexrlbecl tn Stctron IV 
,ibove The Rewltq Pdckdge Te,im URC dnd M,luScllud will 11 lve ont  week 'ittcr tlie 
dehrreting to send ~oninients 'ind suggestions to the t e m  I d e r  The t e m  le,ider w ~ l l  
dddress the comments In the tindl repol t 

3 F m l  Renort The Contractor w ~ l l  submlt ten coples ctt the tin'rl report In Engl~sh to 
USAIDiPeru no Liter tlun three weeks d t e r  the on-site work In Clucldyo 1% crmcluded 
(two weeis ,tfter the prewntdlon ot the p r e l ~ m i n ~ r y  report) The do~ument  41ocllcl 



VI Method ot P'iyment 

25% upon w h r n ~ w m n  ot the workplm dicepted bb the Project Ottice 
25 70 upon w b m ~ w o n  of the drdtt report 
50% upon w b m l w o n  ot the tlndl report 



ATTACHMENT 
A.2 

CONSULTANTS' WORK PLAN 



17 a1 22 dc  M i n o  
P R I M E R  P E R I O D 0  DE RECOLECCION Il l? INFOIlhlAClOi\( 
Entrcv~stas ,  \. wtas  a1 campo, obscn lcloncq I con\ crucioncs con 10s d~fcrcntcs ,~ctor L F  

p r ~ n c ~ p a l c s  dcl Proyccto 

24 d e  Marzo 
Reunlon del equtpo evaluador con J c n w  Vcrnooy dc  USAlD cn L ~ , I  para mforniar 
sobre 10s avances del trabajo 

7 a1 15 d e  Abrd 
SEGUNDO PERIOD0 DE RECOLECCION DE INFORICIACION 
Grupos  Foealcs, Fodas, Anal~sis dc  Campo dc  Fucrz IS, Rcunioncs dc Conw1t-1, y 
Presentac~ones Formaics cie I? ~n fo rn l ac~on  ,I 10s 1ntcrcs.1dos (qctorcs 111 ~ n c ~ p A c s  cn 10s 

Detalle 

7 d e  Abril  Llegada dei Equipo Evaluador dc Lmin 
8 d e  Abrd  Grupo Focal por la tardc (a dc t c r r l i~na~  sc lugqr J partmpantcs) 
9 d e  Abrll Reunion con personal de C l ~ n ~ c a  Balta por  11 nianqna en 1.1 ofic~n,i dc 
MAXSALUD 
9 d e  Abrrl FODA con el personal dc  la Clinic? dc Urun IF I pol I? t lrdc cn Urunaga 
10 d c  Abrd  A n a l ~ s ~ s  dc  Canipo tlc Fucrtas  con I'crsonal dc MAXSALUD por la 
manana  cn la oficlna de MAXSALUD 

10 d e  A b r ~ l  GI  upo Focal por  la t l rdc (q dctcrnl~nnrse lugar y 
part~clpantcs) 
11 d c  Abrd  Reunion con el D~rcc tor  Rcg~onai  clc Sqlud a las 11 dc la manana 
y d m  d~sponlble  para otras reunloncs y cntrc\~st, is 
12 a1 14 Abrll Tlempo dc anal~sls, c o n s o l ~ d ~ c ~ o n  y organmclon  dc 1.1 ~nforlrlac~on para 
las prcsentaciones prcliminares 
15 d e  Abrd  Rcun~on  de  Retroalimcnt.ic~on cntrc  el E q u ~ p o  El  aluqdor y 10s 
pqrt~clpantcs  p r ~ n c ~ p a l c s  dc MAXSALUD (todo cl dl?) 
15 d e  Abrd  Retorno a L m a  dcl E q u ~ p o  El aluqdor por  I? noclic 

16 a1 20 d e  Abrd 
P rcpa rac~on  dcl Borrador dci Informc d e  la Evaluac~on por cl Equ~po  Evaluqdor 
Docunicnto scra prcparado en Espanol c lnglcs 
21 d e  A b r ~ l  Entrcga dcl lnfornlc Borr.idor ,l USAID p.11 A su rc\ ISIOII y comcntar~os 
22 31 30 d e  Abrd Incorporac~on d c  n u c ~  os clcn~cntos .iI l n f o r ~ i ~ c  \ su Traducc~on ,d 
Inglcs 
5 d e  Mavo, Entrcga a USAID dcl Infortllc F m l l  t raduc~t fo  11 lriglcs 



ATTACHMENT 
A.3 

SCHEDULE OF ACTIVITIES/PERSONS AND 
PLACES VISITED 



PRIMER PERIOD0 DE RECOLECClOh DE 1NFOIthI~\ClON 
17 a1 22 dc III~I-ZO de 1997 

17 de marzo 

Maiiana Reunion del equlpo evaluador con Jerunfer Vernooy, Thomas hlorns y 
entrega de docunlentos del Proyecto MaSalud 

Vlaje del equlpo Evaluador a Chclayo 

18 de marzo 

Maiiana Reun~on del equipo evaluador con F~llberto Hernandez 

Reun~on del equlpo evaluador con Fihberto Hernandez y Urudad de 
Apoyo Gerenclal 

Tarde Lectura de documentos de MaxSalud 

19 de marzo 

Maiiana Entrevlstas ~nd~v~duales a responsables de UAG Equlpo evaluador 

19 de rnarzo 

Pnmera vlslta Cllnrca Balta 

Tarde Reunlon equipo evaluador con Jennlfer Vernooy 

Vista a Clln~ca Balta Jose carlos Vera 

Noche Reuruon con directora de Grupo Mujer de Cl~lclayo Nancy Palonz~no 

20 de marzo 

Maiiana Reuruon del equlpo evaluador con F~hbertc Hernandez para elaboraclo~l 
de programa de trabajo detdlado de pnmera y segunda wslta 

Vlsta a funcionanos de Con~paiias de Seguros La Poslt~va , Pac~fico 
Jose Carlos Vera 



Preparacroii pautas p p o s  focalcs y FODAS Joliri Kcpr~cr y Nancy 
Palonllno 

Tarde Partrcipacron de reuniori de 5 l n  sdud para filar aunicnto dc tanfas Jose ca~los 
Vera 

Vista zoilas penfencx y algunos de 10s probables locales y sus 
ubicacrones John hepner y Nancy Palommo 

Noche Reumon del equipo evaluador cori Drrector~o de MaxSalud 

2 1 de marzo 

Maiiana V~srta a Cliruca Umnaga, entrev~stas a personal y d~rector 

Tarde V~sita a Clrruca Balta, entrebistas a personal y drrector 

22 de marzo 

Maiiana Observaclon de Campaiia de sdud en Urmnaga 

V~sita a Vdla Hermosa 

Entrevlstas a promotoras de salud y personal de Urrunaga Nancy 
Palomino 

Tarde Visita a Clrn~ca Balta y entrevlsta con el director Naricy Palon~rno 

24 de marzo 

Reunion del equlpo evaluador con Jennifer Vernooy, Tliottm Moms y 
Thon~as Moore en USAlD Lin~a 

PROCESARIIENTO DE INFORMACION PRELLRIZNAR 

26 de nlano a16 de abnl 

Lectura y anal~s~s de ~nfonnacion docunlentana de Mm Salud 
Procesarmento de ~nformac~on recogrda 
Diseiio de tnstrunlentos de evaluaaon segnda m t a  



SEGUNDO PERIOD0 DC RECOLECCION D E  INfORAlACION 
7 a1 15 de qb111, 1997 

7 de abnl 

Maiiana 

Noche 

S de abnl 

Maiiana 

Tarde 

9 de abnl 

Mafiana 

Tarde 

10 de abnl 

Maiiana 

Tarde 

11 de abnl 

Ma.iiana 

Tarde 

Reumon del equlpo evaluador con Jenny 1 ernooy, Thonlas Moms y 
Thomas Moore 

Llegada del equlpo evaluador a Chiclayo 

Reunion equlpo evaluador con Fhberto Hernandez y Unidad de Apoyo 
Gerencd WAG) 

Pnmer Grupo Focal en Urrunaga Equ~po evaluador 

FODA con personal de Cll~lrca Bdta Equipo evduador 

FODA con personal de Climca Unulaga Equ~po evaluador 

Analls~s de Campo de Fuerzas con personal de la Un~dad de Apoyo 
Gerenc~d y Fhberto Hernandez Equ~po evaluador 

Sesundo grupo focal en Urnlnaga Nancy Palomno 

Reuruon con sub-d~rector regonal de Saiud 
Entrevlsta a ex-alddesa de La V~ctona John Kepner y Jose Carlos Vera 

Vlslta a terrenos y locales de fbturas cl~nlcas ~rlclu~do Lmbayeque Jose 
Carlos Vera y John kepner 

Reuruon con mujeres trabajadoras de UAG, Cllnica Balta y Clrn~ca Urmnaga 
sobre sltuacion de la mujer Nancy Palomno 



V~sita Clinlca Balta corno paciente John Kept~er y Jow Ca~los Vera 

12 de abnl 

Maiiana Reu~~[on eqti~po evaluador 

Tarde Entrevlsta con Director cl~nica Balta John Kepner y Nancy Paloii~lno 

Observation curso de parteras en Urmrlaga Entrev~sta obstetnces 
Nancy Palomino 

13 de abnl 

Maiiana 

14 de abnl 

Maiiana 

Reunlon equipo evaluador 

Rewsiorl de ~nforniacion y redacclon de reportes 

Reunlon con Oswaldo Slerra John Kepner 

Entrevlstas a dingentes del Mercado de Balta y partera de Balta Nancy 
Palomino 

Vlsita a Centro de Formaclon Cnstlana y Proyeccron Soclal Santa 
Angela V sector de Urmnaga Nancy Palonmo 

Vlsita Clinica Urrunaga, entrevlsta infonr~al con d~rector Clituca Nancy 
Palomino 

Segunda reunion de Analisls de Campo de Fuerzas con UAG y F~l~bero 
hernandez Equlpo evaluador 

Tarde Reunion equlpo evaluador con dlrectono de MwSalud 

15 de abnl 

Reunion con Filiberto Hernandez y Susan Siff de URC con John hepner 

Retorno a Llma 



ANALlSlS  DE INFORhI \ClOiU \ ELAUORACION DE INFORhlE DE 
EVALUACION A MEDlO "LRRllNO DE 3IAYSALUD 

16 de abnl 

Reunion de John Kepner con Jenn~fer Vernooy 

Anal~sis de rnformac~on y preparation de infor-me 

17 de abnl a1 2 1 de abnl 

PI eparac~on del informe de la evaluacron por el equipo evaiuador, reunlones de trabajo 

22 de abnl 

Entrega del infonne prelimmar a USAD 

Reuruon de equrpo evaluador con equip0 USAlD para d~scuslon de rnfornie prellmlnar 

22 al30 de abnl 

Incorporation de nuevos elementos proporcionados por AID y ajustes a1 rnforme de evaluacloti 
por parte del equipo evaluador 

Ajuste final y traduccion a1 ingles John Kepner 

15 de mayo 

Entrega a USAID de lnforme final de evaluac~on traduc~do a1 Ingles John Kepner 



ATTACHMENT 
A.4 

LISTS OF PARTICIPANTS IN FOCUS GROUPS, 
SWOCs, AND FORCE FIELD ANALYSIS 



LISTA D E  PARTICIPAN TES 
"FODA" 

DEL PERSONAL DE LA "CLINICA RAL 1 I\ ' 

FECHA 9 de Abnl de 1997 

JOSE B GUZLLEN CUBA 
ELSA D MAQUEN AGUINAGA 
NELLY HURTADO ROJAS 
MARTHA S CORDOVA OBLITAS 
M . L A  LARA BARBOZA 

CARGO 

Clrujano Detltlsta 
Tecnica Enfern~ena 
Tecn~ca Enfern~ena 

Tecnm Enfennena 
Asistente Adnnnlstrat~va 



LIS I A  D E  P \ R 7  lCIf't\N I ES 
'TODA" 

REPRESENTANI CS DE LA CORIUNIDAl) 
Y PERSONAL CLlNlCA "URRUNAGA" 

FECHA 9 de Abnl de 1997 

NOhIBRE 
NICOLAS VEGA C A S T ~ E D A  
JACKELINE MONTEZA BECERRA 
JHONY DANLEL SANDOVAL T M A  
LETICIA SANCHEZ RAMIREZ 
FLOR LLUNCOR SORALUZ 
HERNAN ~ E Z  GAYOSO 
ELIZABETH COTRINA ROMERO 
JESZCENNY ALVARADO SANCHEZ 
JESUS ELENA GONZALES CHAPOI%~.N 
MOISES SALLAVERDE V 
BERNARDINA CULQUl 
LID W I N A  LLEMPEN 
CARMEN MORENO HEREDIA 
PATRICIA MALCA CABANILLAS 
DORIS SANCHEZ UGAZ 

C A R G O  
Med~co D~rector 

Tecn~ca Enfennena 
Usuano Program TBC 
Com~te de Salud 

Promotora 
Usuano 

Enfermera 
Promotora 
Tecn~ca Enfennena 
Usuanos Program TBC 
Partera 
Partera 
Cornite de Salud 

Promotora 
As~stenta Soclal 



FECHA 10 de Abnl de 1997 

LUIS C A S T ~ E D A  PONCE 
NERY SALDARRIAGA MERRERA 
MARIA ESTHER INCA SOLLER 
ISIDORO BENITES MORALES 
FILLBERTO HERNANDEZ VlLLAR 
OSWALDO SIERRA SUMAR! 
FAE3IOLA AGUJLAR FLORES 

ROBERTO VILLANES ESTEBAN 
CARLOS VIDAURRE NIETO 

CARGO 

D~rector hled~co 
D~rectora de Enfermer~a 

Asesoi a de Log~st~ca 
Coordtnador de ltiforniat~ca 

Chef  of Party 
Asesor Capac~tac~on y E P S 
D~rectora Adm~rmtrac~on y 
Flnanzas 
Asesor Fmanzns 

Contador 



FECHA 14 de Abnl de 1997 

ROBERTO VILLANES ESTEBAN 
OSWALDO SIERRA SUMARI 
SARA SLFF 
FABIOLA AGUILAR FLORES 

CARLOS VIDAURRE NIETO 
ISIDORO BENlTES MORALES 
FLLIBERTO HERNANDEZ VlLLAR 
NERY SALDARRIAGA HERRERA 
MARIA ESTHER INCA SOLLER 
JOSE CARLOS VERA 
LUIS CAST&DA PONCE 

CARGO 

Asesor F~nanzns 
Asesor Capac~tac~on y E P S 
Coordtnadora del Proyecto 
D~rectora Admttl~stracion y 
Ftilanzas 

Contador 
Coordtnador de Inforr~iat~ca 

Chef of Party 
Directors de Enfernleria 

Asesora de Log~sttca 

Director Med~co 



PARTICII'AN 1 ES EN GR111'0 1dOCAL 
SODRE PARTIClL'ACION COIClUN17 ARIA 

FECHA 8 de Abnl de 1997 

NOblBRE 
NILDA FERNAhDEZ ALARCON 

ROSA GUEVARA SAAVEDRA 

GERMAN CPLBRERA GASTELO 

RUPERT0 FIGUERO TERNERO 
Corn~te de Salud 

GERMAN CALLIRGOS ALTAMIRANO 
M~embro de la Tenencla Gobernac~on 

ROSANA CHAVEZ FERNANDEZ 
Comite de Salud - Promotora 

ROSARIO MARIA CHOZO SANANDRES 
Promotora de Salud 

EULALIA BANDA TOR0 

ERLA HOYOS ZULOETA 
Centro de Formac~on Crlst~ana y Proyeccion Social 
" Santa Angela" 

NORELN ALLOSSERY WALSH 
Centro de Forrnacion Cnstlana y Proyecc~on Social 
" Santa Angela" 

BERNABE REQUEJO SANCHEZ 
Presidenta Vaso de Leche 

LETICIA SANCHEZ RAMIREZ 
Comite de Salud 

DANIEL GASTULO MEGO 
Agencia Munmpal 

CARLOS REYNAFARJE VILCHES 

DIRECCION 
J r  N~colas de P~erola 290 - 
PJ Medio Mundo 

Prolongac~oil Panama 660 
P J Santos Chocano 

Prolongaclon Pananla 140 
Urrunaga 

Argentina 126 
IV Sector de Urrunaga 

San Andres 34 1 
V Sector de Urrunaga 

Av Chiclayo 688 
V Sector de Urrunaga 

Santa Martha 23 1 
IV Sector de Urrunaga 

Mz Z Lote 16 
Villa Hermosa - Segundo 
Sector 

V Sector de Urrunaga 

V Sector de Urrunaga 

Av Chlclayo 650 
V Sector de Urnmaga 

Mz X3 Lote 29 
V Sector - Villa Hern~osa 



Pr ofesor 

J 
SALOMON CALDERON TARRILLO 
Promotor de Salud 

MARGOT ESPIL MERA 
Promotora de Salud 



ATTACHMENT 
A.5 

ORGANIZATION CHART 





ATTACHMENT 
A.6 

SWOC ANALYSIS RESULTS 
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NOMBRE DE L A  C O M P A ~ ~ ~ A  MAXSALUD 
FODA Personal Clinica Balta 

OPORTUNIDADES 

I I I I I Jcreclm~en~o 
 ID^ lener s~ernpre mas1 l ~ l e ~ a r  slempre a los sectores mas) 

Segulr manlen~endo la lrnagen de 
la ~nsl~tuudn 

INFRAESTRUCTURA Y EQUIPOS 
HUMANAS IOENTIOAD E IMAGEN 

sewtctos - ------ 
Caplar mas pac~enles y sublr Ll-gar con mas u r y n  la 
mqresos al conlar con Sara dc Sectores mas deprlm133s 

ACCESlBlLlDAD (Econbmlcr) 

A1 ser autososlen~bles pader 
subsld~ar a pauenles lnd~genles 

wncurrenc~a de pac~enles 
Hacer ue la lnslltuclon se haga 4 
mas grande y con lodos sus 

pobres 
ElaxSalud tenga vtgenc~a en el 
l~arnpo esparfo corno prnpclo 

Operaclones 
Renovar nueslros servlc~os para 
rnantenar nueslra arnabhdad 

Arnphar la cllnlca para pde?Que 
alender a lodos 10s que la 
necesllen 

Llegar de rnanera ooonuna , 
csnlmua a 10s usuarms 
Alcanzar una prorra 

Cuando el SlMPX esle terminado 
wnlar con lnformaclon 
rap~darnenle 

se amphen [as 
especlalldades (Derrnalologla 
OAalrnolog~a) 
Que se amphen 10s s e ~ ~ c l o s  

De llegar a lener slernpre 
soslen~blhdad 

Llegar a ser una 1ns11luclonMantener 
aurososten~ble 

Conllnuar o rnanlener el buet 
Iraco con el paaence para pode 
ser autososten~bles 

slernpre el buen Iralc 
con el pac~ente para un rnelo 





NOMBRE DE LA COMPA~[A MAXSALUD 
FODA Personal C l ~ n ~ c a  Balta 

FECHA 09/04/97 

I AMENAZAS 1 
CAPAC~TACI~N 1 ACCESlBlLlDAD (Econdrnm) I INFRAESTRUCTURA Y EQUlPOS I SERVIC1Os RELACIONES RR HH (Recunos Humanor) DESARROLLO INSTITUCIOYAL 

HUMANAS I I 
I I I I I 
I L ~  cornpetenc~a en cuanto a1 I0e  que no ex~sta cornpel~doresl~erd~da de personal / ~ u e  decrezca la autosos 

Falta de capacltacidn para el 
personal 

De que 10s preclos Sean slempre 
rn6d1cos 

lpreclos por atenclones 

paclente salga satlsfecho 
Compelencla solamente en 
cuanto a 10s preclos de 
medlcarnentos 

medicos no permlte la buena 
atencion corno qulslera 
El exceso de trabalo del rnedrco y 
Iecnlco no perrnlte que el 

I Merma en el trato y arnabrhdad a 
10s usuar~os I 

Que MaxSalud no pueda atender 
paclentes en partos con rlesgo 

I I IEI exceso de trabalo para1 I L ~  separac~on de trabalo el 

Icon la ~nst~tucldn 

equlpo 

S~empre esternos cambland( 
para meloras de la lnstltuc~on 

t Que decrece la f~del~dad de 10s 
usuarlos por el rnal trato 

1 tenlbllldad 

De que 10s pac~entes no salgan a 
otras clmcas u hosp~tales 

Cansancio de personal 
as~stenclal 

Que MaxSalud no culmme COI 

ex110 sus proyectos 



NOMBRE DE LA COMPANIA MAXSALUD 
FODA Representantes de Cornunldad y Personal Clmrca Urrunaga 

FECHA 09/04/97 

I FORTALEZAS 

SERVlClOS I PROBLEMAS EN LA COMUNIDAD ( RR HH (R~CYOOS Humanos) I 
I I I I I 

Trabajo en equlpo Buenas Venla de med~camentos baratos lnfraeslruclura buena D~agndsllco acertado y tratamrenlo Trabalo preventwo promoclonal Es un equlpo con calor humano 
relauones lnlerpersonales adecuado de las ernergenclas 

I 1 neces~lada 
IMaxSalud Ilene precros justos para( (~ac~en tes  sat~sfechos de la alenclon ( [Con doctores experlos 

Trabajo en equrpo del personal 

I I I I I (Igualdad en el tralo a lodos los( 

Bajos costos e lnsumos de calldad 

Es una cl~n~ca para la genle mBs 

la comun~dad 
Medlcamenlos a bajo coslo 

Personal de adm~ston y farmaua 
efc~entes 
Personal cal~ficado 
Enfermera responsable amable y de( 

Profes~onales e x c ~ l ~ n l e s  
Buena alenclbn e lnmed~ala 
Se preocupan por la salud de la 
cnmt~ntdad 

lnfraeslructura moderna 
medrcas 
Alenc~on conliable y segura 

Alenclon rap~da 

Se proyectan a la comun~dad con 
lemas prevenllvos 

La Cl~n~ca MaxSalud es muy 
eficlente hacra la comunldad 
Personal amable y efiuenle 



NOMBRE DE LA COMPA~~IA MAXSALUD 
FODA Representante de Comunrdad y Personal Clrn~ca Urrunaga 

FECHA 09W197 

C A P A C ~ A C I ~ N  

Relorramas conoonuenlol en 
lemaa prevenb o r  

Oue da un luluro melw Con 
enlend~menlo y pvenlua corl 

mas poa~b bdades 
Capaulauon con perwxlai que 
venga de ouos pa l e l  
La u n ~ a  ~ n n d a  wnocrmenlo e n  
plan f i c w ~  y a r h w M  de la 
cornunldad 
Pprend <ale y caPac laurn 
permanenle 
E l  una allernao a para el 

desanollo personal l a m l a  I 

CapWLdZlM 
olrsona 

DESARAOLLO INSllTUCIONAL 

Ea acoger a proles~onales de la 
mtsrna rona Pentencas 

El  apoyo que recabe de ouas 
~ n s b ~ u u o n e l  

Mas proyedos en 10s atsnlos 

Proyewon a la comun daa 
Campanas vrs las a dom olnos 

LLegar a ser aulososlen b le l  con 
esluerzo 

PROBLEMAS EN L A  COMVNIDAD 

Proyecobn a la comunldad 

OPORTUNIDADES 

q ~ ~ ~ , " , " , ~ ~ ~ , ~  
Conven~os con el MlNSA 
d~venor programas 

La cwrdlnaudn con el MlNSA nos 
y p e r m ~ h  ayudar a la genle- 

(proqramas prornoclon) 

COORDINAC~IN Y 
ORGANIUCION 

i a  pmmoadn d. la $dud 
-a par M u S d u d  permrub 
qua la poblwtm logro mdr 
orgmzwbn par. owor 

ssw*mer  
D~apombolrdad del peruwrd 

IHFRAESTRUCTURA Y EQUlPOS 

Quo Ienga un buen aqulpo 
quuurglca 

Oue la d ~ n ~ c a  lenga en el fuluro 
mAa ampl~am~ento ~SICO 

Conauu~r mas Centson de Salud 

La esperanza de qua MaxSalud 
cuenle pronto con una Sala de 
Clrugla 

ACCESl8lUDAD (Econ6mlca) 

La .cog~da a lo* mbr n.cenlsdos 
con equ~po n u m o  y matedal de 

caldad 

La d ~ n ~ w  ca una esperanra pera 
la m n # d . d  por aer mas csrcana 
a lor pobladores 
Prt00. m o a  Consullas 
medlcamenloa 
Balat el IGV a 10s medlcarnenloa 

SERVICIOS 

Buen p r o y a o  ds uear MaxSahd 
para una melor a l e n o h  

Oue la Ulnlca rlQa adelanle con 
buenoa mCdlcas rap~der 
preuoa baloa 
A m p l l a a ~ r ~  de wbenura de 
alenobn 
Laa campanas de salud nor 
acercan a la  genle 



NOMBRE DE LA COMPARIA MAXSALUD 
FODA Representantes d e  Comunldad y Personal Cl~ntca  Urrunaga 

FECHA 09/04/97 

I PROBLEMAS EN LA COMUNIDAD RECURSOS HUMANOS 

Defictente cornun~cacrbn entre el 
personal de la clinrca 
Deficlente adrnln~strac~on no se 
slgue canales demora en 
ped~dos 

No hay cardrotago 

Mas personal de llrnpleza 

Falta de arborlzaclon en el 
perlmetro de la clin~ca 
Falta de ducha para 10s usuarlos 

I IFalta de equrpos IA la c l~n~ca le falta especlal~dades I 
I I Falta de ambulanc~a IQue se am~lren mas serv~clos 1 

Falta de atenc~on de las 24 horas 
del dia 
Falta de Serv~c~o de Ped~atr~a 

IFalta de medlcos card~oloaos 

Falta de hrgrene en 10s pacrentes 

Segur~dad a1 personal dc 
personas alcoholrcas drogadrcto: 
y dellncuentes que w e n  por Iz  
zona 

Personal rnuy confiado (conf~: 

t 
denlastado en la comun~dad) 

Falta de equlpos rayos x 
1 

Resultados de andlws no son de 
rnmedtato 

I 

l ~ a l a  de dar a luz rnuy pequefia 
IFalta de equlpos de rayos x y 

I 
I ,  8 I 

l ~ a l t a  personal de llmpleza ~ l ~ a l t a  de medlcamentos y l  L 

Falta de cafetm en la clmca 
Falta de emergencla en las 

andl~s~s 
Topcco de emergencla muy 

I I lvacunas ante la mordedura de unl I 

noches 
Falta de Fedratrra 

I leauwo (asmradora) lanlmal (can) I I 
Falta de ducha Sobreprotecclon al pacrente 

(paternallsmo 
Deficrente Ilmaleza 



NOMBRE DE LA COMPANIA MAXSALUD 
FODA Representantes de Comunldad y Personal Clrn~ca Urrunaga 

F ECHA 09104197 

I I I l ~ n s ~ ~ ~ u c ~ o n a ~ e s  124 horas I larnenara el au~osos~en~rnten~o del 

Compelenoa por las postas 
mtdlcas 

I I I I I I la c l~n~ca 

l ~ o r  las cr~t~cas de alguna gen1e)~ueldos bajos I 

Falta de ambulanua para 
trasladar a pactenles graves 

I I I cargueros 
( ~ u e d e  conlammar por lalla del I 

en la comun~dad 
Conlarn~nacton de la acumulac~on 
de basura 
Pel~gros del lrans~lo lraylers 

recnjo de basura 
Malas mlorrnac~ones hac~a las 
personas en la cnrnuntdad 
Cr~aderos de porclnos cerca de la 

Falta de lumcgac~on 
per16dcamenle 
Falla de algunos medtcarnentos 

- 

chnm 
Nwel cultural bajo 
Mucha delmcuenc~a en la 

Gobierno dar pnorldad a 
proyectos de Sa l~d  
Celos proles~onales e 

cllnlca 
Bajo nwel cultural de la poblaclon 
amenaza la sostenlb~hdad de la 

- 

dlntca 
La mmlnenaa de alaque y 

agresrones frsrcas en la crmca o 

Los cr~aderos clandesttnos 

Por asalto y falla de alenc~on las 

de basura 
Analfabeltsmo en la cornun~dad 
ldloslncracla de la genre 
Mucha dellncuencla 
Terrortsmo 
La presencla de brups y 

curanderos la ueenua en ellos 

I I I 1 lobstawlma el desarrollo de la( I 

Falta de apoyo al personal de 
segurtdad 
R~esgos a1 conlaglo del personal 

Temor al uerre de MaxSalud pol 
sus ~ r e u o s  baps 
La cnsls ecanornw del Peru 



ATTACHMENT 
A.7 

FORCE FIELD ANALYSIS RESULTS 



OBJETIVO No 1 

Recupera1 o gcnerar recursos financic~ os ncccsarlos para 13s ,~ct~vi t lx lcs  
sln el apoyo de US 4 I D  

FUERZAS IlII'ULSORriS 

Ampll-~ion de la capacidad de re~puesta dc nucst1-x clin~cas a n i te~m fomm dc ntcncion 
a1 paciente (toma de muestras don~lciliaria sen  icio medico doinicilinrlo ) 

Biindni servlcio n pactentes asegiitndos n trl1c5 de cobcrtuins quc sc oricccran n 
empiesqs y famillas 

Continua- con 10s clclos de capacitacion al personal a nlvcl tecilico y cn calidad dc 
sel V I C ~ O S  

Increnlentar las canpaiias de salud, onentado px-tlcularmente a 10s scctores mcnos 
favorecidos 

Obtenclon de nuevos recursos a traves de las institucloncs confom~ai~tcs dc 
MAXSALUD 

Establecer una escala de preclos segun el ntvel de ingresos de la farnllia y en futlcion dcl 
mercado, procurando mantener equllibr~o con el substdio cruzado y cl rcgltncn dc 
exoneraclones 

Desmollar 10s proyectos de construcc~on de 10s convenios suscritos y firmados 

FUERZAS RESTRICTIVAS 

1 Deterioro del nwel de ingreso real de la f a n h a ,  con10 product0 de la grave reccslon 
economlca del pals 

2 Bajo nivel de education y fuerte influencia de la trad~cron cultural de la poblnc~on dcl 
alea de influencla de las Cllnicas, cu\os pntrones so11 poco conlpatibles con la snlud 
preventiva 

3 "Intereses" de ciertas autoridades de querer hacerlo todo a traves de sus ~nstltucioncs 
(municlplos) como forma de figuration de "trabqo" 

4 Desacredltaclon de la Instituclon por pclrte de indlvtduos que no sabenlos a que ~nterescs 
obedecen (personales?, de grenuos?, de la compctenc~a?) 

5 Agudizac~on del nivel de desempleo por fdta de una ~ n t ~ o v a c t o ~ ~  de las fucms 
productivas 



OBJETIVO No 'l 

Recuperar o generar recursos financleros necesarlos para las activldades s ~ n  el apoyo de USAlD 

FUERZAS IMPULSORAS I FUERZAS RESTRICTIVAS 

S e t e r ~ o r o  del mareso real \ R l  

Contlnuacldn de capacltac~bn ( lntereses de autor~dades R 3 

(L) Obtenclbn recursos mlembros MS Asud~zac~on del desem~leo 

L )  Escala de precros 

Desarrollar 10s convenlos 
15 



0 bjetivo 

"Sostenibilidad 

No 1 

Financiera" 



Plan~ficar ,  administrar, nlonitorea~ y ajustar a c t ~ v i d ~ d c s  dcl PI  oyccto ~ J I  a 
asegurar su efectlv~dad y continuidad 

FUCRZAS IhIPULSORAS 

I Ident~ficacion del personal con 10s objetrvos de MnSalud 

2 P~cocupacion inst~tucional por el pc~manente dcsnrrollo dcl pcrsonnl 

3 Orgrulizac~on basada en ststemas adrn~nistrativos y tecnicos adecuados a 10s objctivos 
PI opuestos 

4 Modelo de prestacion de servmos concordantes con las refornlas del sector sdud 

5 Generation de convenlos con instituc~ones que le per~nltlran creciiniento y pcrmnncnm 
en el t~empo 

FUERZAS RESTRICTIVAS 

1 Condic~oiles de ejecucion diferentes a las que e\istieran cuando se concibio el I'royccto 

2 Intereses pol~ticos personales e\istentes en Ins mun~cipalidades 

3 Conception paternalists de la comunidad 

4 Papel actual del Dlrectorro 

5 Perception de otras instituc~ones de d u d  de lo que es M n S d u d  



OBJETIVO No 2 

Planrficar, admrnrstrar, monrtorear y ajustar actrvldades del Proyecto para asegurar s u  efectrvldad y contrnu~dad 

FUERZAS IMPULSORAS I FUERZAS RESTRICTWAS 

f ldenttficaclon con obletrvos d&ondlclones dlferentes 

Modelo de acuerdo Reforma l ~ a p e l  del directorlo L R4 



Objetivo No 2 

"Sostenibilidad InstitucionaI" 



OBJETIVO No 3 

Apl oplnc16n por partc de la con~uri~d.ld de las a c t ~ v ~ d a d e s  dc s.llutl a travcs 
de 10s sel v l c~os  

FUERZAS IMPULSORAS 

1 Incentivar el cornpromiso socral del promotor y brrndarle ganmcras sccu~~dnrras (cnpaclt , 
incerltivos de trabajo, matel rales) 

2 Identification de problcmas de salud desdc la perspcctrva de In cornunldad 

3 Coordlnacion y evpllcaclon del proyecto a nivel multlsectorial 

4 Reunlones de trabajo con ltderes dmgentes (talleres, acclorles vecinales, campalias, 
grupos focales) 

5 Cumplinliento de actlvldades plmficadas desde la pe~spect~vas de la c o m u ~ ~ ~ d a d  

6 Trabajo con hderes y organizaciones reconocrdas por toda la comunrdad 

7 Desairollo de acciones educativas de capacltac~on y canlpaiias prc~entlvo pron~oc~onalcs 
en salud con parteras, promotores y con la comunidad 

FUERZAS RESTRICTIVAS 

Situation economlca del Pronlotor 
- D~sponrb~lldad de trempo 
- Deseo de obtener pago por accrones 

Sentrmientos de rechazo en ONGs 

Sentlnuentos de "ternor" en parteras tradiclonales 

F~nnnciamiento e\terno genera "susp~cac~as" (economlcas, pol~ttcas) 

Falta de credib~hdad en ONG o "acclones politicas" 

Problemas pohticos a1 Interior de algunas organimcrones y lideres de colnunidnd 

Cultura sanltarla predominmtemente reparat~va 



OBJETIVO No 3 

A p r o p ~ a c ~ o n  por parte de la comunrdad de las actrvrdades de salud a traves de 10s servlclos 

FUERZAS IMPULSORAS I FUERZAS RESTRICTWAS 

Cornprometer a1 Promoto 
3 5 

f Problemas de salud desde la 6~t1ca de la comunrdad %3entrrnrentos de ' rechazo 

Ex~llcar Proyecto a comunrdad l~entlmlentos de ternor' 

Trabajo con drrrgen 
47 

Planes logrados de 
45 

Labor con lrderes reconocrdos por todos l~ontradrcclones internas altas en comun~dad 



Objetivo No 3 

"Sostenibilidad Social" 



ATTACHMENT 
A.8 

FINANCIAL FLOW CHARTS (F1 - F10) 



CUADROF 1 A FLUJO DE CAJA PROYECTADO CLlNlCA EALTA 

CLlNlCA PERlFERlCA N 1 
JOSE BALTA 

INORESOS OPERATIVOS 

INQRESOS 
CONSULTA GENERAL 
CONSULTA GINECOLOGICA 
CONSULTA OBSTETRICA (SALUD MUJER) 
CONSULTA PEDIATRICA 
CONSULTA ODONTOLOGICA 
CONTROL SALUD NlNO 
PARTOS 
EMERGENCIA 
FARMACIA MEDICAMENTOS 

OTROS INORESOS 
ANALISIS DE LABORATORIO 
ECOGRAFIA 
RADIOLOGIA 
OTROS SERVlClOS 

SUBSlDlOS 
INCOBRABLES 

TOTAL INORESOS OPERATIVOS 

,==, 

FEBRERO W O  M R I L  

10 11 1 z 

% DE UTlLlZAClON ENERO 1 FEMRERO 

CONSULTA GENERAL 25 59% 
4468% CONSULTA GINECOLOGICA 

CONSULTA OBSTETRICA 4060% 
CONSULTA PEDIATRICA 45 35% 48 35% 

34 47% 
PARTOS 

35 78% 38 78% 41 78% 44 78% 47 78% 50 78% 53 78% 56 78% 59 78% 62 78% 

U Y O  I ILMO I a M  I CM-0 I S W E U B R E  O Z T W R E  , W E U M E  DUEUME -1 

28 59% 
4768% 
4380% 
51 35% 
37 47% 
44 39% 
20 20% 

31 59% 34 59% 40 59% 43 59% 46 59%1 49 59% 1 

5088% 5368%'  5968% 6 2 6 8 %  6568%'  6868% 
4680% 
!3 35% 
4047% 
47 39% 
23 20% 

4980% 
5735% 
43 47% 
5339% 
26 20% 

6 1 ~ ~ * /  6480% 
69 35% 72 35% j 
55 4751 58 47% 

5280% 55804;l 5880% 
603596 
46 47% 

63 35% 66 35% 
49 47% 52 47% 

53 39% 56 39% 1 59 39% 62 39% 65 39% 1 
29 20%. 32 20% 35 20% I 38 20% 41 20% 1 



CUADRO F 1 B FLUJO DE Ck lA  PROYECTADO CLlNlCA W T A  

EGRESOS OPERATIVOS I I 

 PERSONAL MEDICO 
IPERSONAL ENFERMERIA 
IPERSONAL ADMlNlSTRATlVO 
(PERSONAL TECNICO 
PERSONAL SERVlClOS 
CARGO SOCIAL (IPSS + FONAVI) 

IMEDJCAMENTOS Y SUMlNlSTROS 
IMEDICAMENTOS 
IINSUMOS 
iSUMlNlSTROS 
OTROS SUMlNlSTROS E INSUMOS 

GASTOS DE MANTENIMIENTO 

SERVlClO DE TERCEROS 
TRANSPORT€ Y ALMACENAMIENTO 
CORREOS Y TELECOMUNICACIONES 
HONORARIOS COMlSlONES Y CORRET 
ALQUILERES 
]SERVICIO ELECTRICIDAD AGUA Y ALCAh 
(OTROS SERVlClOS 

~RIBUTOS 
(IMP GENERAL A LAS VENTAS 
IlMP GENERAL A LAS VENTAS DlFERENCl 
TRIBUTOS LOCALES 

ABONOS Y CARGOS FINANCIEROS 

COMPENSACION TIEMPO SERVlClO 
I ~ ~ ~ ~ ~ ~ ~ ~ ~ N  
CARGA SOCIAL POR GRATlFlCAClON 

SALDO DE CAJA 

SALDO ACUMULAW 

142475 2048691 2110151 217345;  2238% 
260 46 16693 171 94 ''1 

224100 224100 224100,  22410C 
I 

3 898 82 3 BOO 00 3 800 00 3 800 00 ' 3 800 00 
74 71 64 06 64 06 64 06 64 06 

312 25 324 34 324 34 324 34 324 34 
25000 490 98 527 14 56348 60001 

190476 170000 170000 170000 170000  
945 40 892 68 958 43 1 024 51 1 090 93 
41170 20000 20000 20000 20000 

734004 700000 700000 700000 700000  
2 109 39 
5 204 35 

26 30 000  80 00 0 0 0  0 0 0  

120 31 145 43 16776 17013 182 64 
0 0 0  000  0 0 0  0 0 0  0 0 0  

120 31 145 43 157 76 170 13 182 54 

705376 702728 702728 702728 702728 
2 574 36 2 702 80 2 702 80 2 702 80 2 702 80 
3 861 54 3 783 92 3 783 92 3 783 92 3 783 92 

617 85 540 56 540 56 540 56 540 56 
-- 

63 389 74 64 055 50 6427225 64 495 16 54 724 43 

(421860) (635087) (3269781 (17778) 
1 (12853319) ( (148M0~/13815385)  
I (138  15385),(138331 63) 

3 BOO 00 3 800 00 
54 06 54 06 

324 34 324 34 '  
636 74 673 67 

170003 170000 
1 157 71 1 224 86 

20000 20000 

7 000 00 7 000 00 1 

~ N G R E S ~ S  I EGRESOS g 6 2 1 % r  8358%-% 1 8257%) 8830961 94 00%] 9 9 6 8 X j  1 3 2 %  1 9 4  11653%1 122 OF%I 127 6 2 3  
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CUADROF2 A FLUJO DE CAJA PROYECTADO CLINICA URRUNAGA (Tanfa normal) 

1997 - 
EIlERO % DE UTILIZACION F E ~ R E R O  w o  _ ABRIL VAL JLMO JULIO -0 SETITRE H e n E u e R E  OICiEMeRG- 

C O % K ~ E  ZEN E R AL 2 7 2 0 ~ 3 1 ~ 2 0 %  32 70% 35 70% 38 70% 41 70% 44 70% 47 70% 50 70% 53 70% 56 70% 59-701 
CONSULTA GlNECOLOGlCA 000% 000% 000#1 300% 600% 900% 1200% 15(M0,& 18 00% 21 0096 24 00% 27 00% 
CONSULTA OBSTETRICA 1133% 967%; 1633%, 1460% 1 7 6 0 k  2060%1 2360%' 2660% 2960% 3260% 3560% 3860% 
CONSULTA PEDIATRICA 0 0 01 2 5 0 % )  5 50% 850% 1150%1 14 50% 17 5096 20 5 0 b  23 50% 26  50% 
ICONSULTA ODONTOLOGICA 1554% 2458%! 4681%'  2710%1 3010% 3910% 4210% 4570% 4810% 5110% 
PARTOS 000% 000%l  0 0 0 % /  400% 700% 1 6 0 0 X 1  1900% 2200% 2500% 28 00% 
EMERGENCIA -- - 563% 605%! 0 0 0 % 1  910%'  1210% 1510%' 1810% 2110% 2410% -2710% 3010% 3310% 

C 
1 1  

INGRESOS OPEAATIVOS 
I 

' --ti---- 
I ! I 

I 
IINGRESOS 
(CONSULTA GENERAL 
ICONSULTA GINECOLOGICA 
CONSULTA OBSTETRICA ICONSULTA PEDIATRICA 
ICONSULTA ODONTOLOGICA 
[CONTROL SALUD NlNO 
PARTOS 
EMERGENCIA 
/FARMACIA MEDICAMENTOS 

I O f  ROS INGRESOS 
ANALISIS DE LABORATORIO 
'ECOGRAFIA 



CUADROF 1 D FLUJO DE CAJA PROYECTAW CLlNlCA BALTA 

CLIN~CA PERlFERlCA N 1 1998 
JOSE BALTA ENERO F-RERO I U R I O  MRIL I M Y 0  u n o  I * r ~  bGOSTO , S E T I E ~ R E  I OCT1IBQE ~ ~ w E L B P L  B d E M 3 3  

I EGRESOS OPERARMS 

JSUELDOS Y SAlARlOS 
PERSONAL MEDICO 
PERSONAL ENFERMERIA I 

PERSONAL ADMINISTRATNO 
PERSONAL TECNJCO 
PERSONAL SERVlClOS 

ICARGO SOClAL (IPSS + FONAVI) 
I 

I 

IMEDICAMENTOS Y SUMlNlSTROS 
IMEDICAMENTOS 
IINSUMOS 
'SUMINISTROS 
IOTROS SUMINISTROS E INSUMOS 

GASTOS DE MANTENMEMO I 

I 
~SERWCIO DE TERCEROS 
(TAANSPORTE Y ALMACENAMIENTO 
JCORREOS Y TELECOMUNICACIONES 
HONORARIOS COMlSlONES Y CORRET 
ALQUILERES 
SERVIClO ELECTRICIDAD AGUA Y ALCANT 
jOTROS SERVlClOS 

I PROVISIONES 
SCMPENSACION TIEMPO SERVlClO 
GRAT IFlCACtON 
CARGA SOCIAL POR GRATlFlCAClON 

L 

~RESOS I EGRESOS 1 129 86% I 135 22%] 140 38% 1 145 28% 1 149 94% 1 154 18% 1 158 39%1 161 92%) 1 ~ 5 - 2 6 % 1 7 6 8 6 3 % - - i 7 0 - 7 6 % 7 7 2 % 9 % ]  



CUAORO F 2 B FLUJO DE CAJA PROYECTADO CLlNlCA URRUNAGA (Tanfa normal) 

- - ----- 
CLlNlCA PERIFERICA N 2 I 1997 -- - 

I URRUNAGA ENERO FEBRERO wo I ABRIL MAYO JWIO JVLIO SE~IEMBRE -RE I K I W R  - - - - -  -- _ - - E Y 9 A A ~  
I 

COSTOS OPERATIVOS 
I 

ISUELDOS Y SALARIOS 14 12303 15 17671 
IPERSONAL MEDICO / 5 092 28 5 256 5: 
lPERSONAL ENFERMERIA 75000 750M 
IPERSONAL ADMlNlSTRATlVO I 2 285 95 2 307 4f 
 PERSONAL TECNICO 1 2 24020 
IPERSONAL SERVlClOS I 1780501 

I 
Ij I 

I 

CARGO SOCIAL (IPSS + FONAVI) I 1 974 1 C  
I 
IMEDICAMENTOS Y SUMlNlSTROS 2 327 8E 
IMEDICAMENTOS 1 I 6;; 
(INSUMOS 
SUMlNlSTROS I 539 1C 
'OTROS SUMINISTROS E INSUMOS 1 20 OC 
I I 

ISERVICIO DE TERCEROS 
ITRANSPORTE Y ALMACENAMIENTO 

i CORREOS Y T ELECOMUNICACIONES 
HONORARIOS COMlSlONES Y CORR 
ALCIUILERES 
SERVlClO ELECTRICIDAD AGUA Y A1 
OTROS SERVlClOS 

TRIBUTOS 
(IMP GENERAL A LAS VENTAS 
IMP GENERAL A LAS VENTAS DIF 
TRIBUTOS LOCALES 

ABONOS Y CARGOS FINANCIEROS 
INTERESES 
COMISIONES 

PROVISIONES 
COMPENSACION TIEMPO SERVlClO 
GRATlFlCAClON 
CARGA SOCIAL POR GRATlFlCAClON 

TOTAL COSTOS DE OPERACION - 
RESULTAW NET0 DE OPERACION 

SALDO DE CAJA 

S A L W  AC"~ULADO-- --- -- - 



CUADRO F 2 C FLUJO DE CAJA PROYECTADO CLlNlCA URRUNAGA (Tanfa normal) 

, - . ""V - 
I % DETILIZACION wro JULIO WSTO H O V l Y E  D C I U B R E  FEBRERo MR1L  - J F 1 O _  d F ' E u ! R E ~ O c n r e q  E"ERI? -_ - 
CONSULTA GENERAL 62 70% 65 70% 68 70% 71 70% 74 70% 77 70% 8000% 8000% 8000% 8000% 8000Ok 80 W b  
ICONSULTA GINECOLOGICA I 3000% 33 00% 3600% 39 00% 42 00% 45 00% 48 00% 51 00% 54 00X 57 00% 6000% 63 000h 
CONSULTA OBSTETRlCA 1 41 60%' 44 60% 47 60961 5060% j 53 60% 56 60%' 59 60% 62 60% 65 60% 68 60% 71 60°A 74 60% 
CONSULTA PEDlATRlCA 29 50%; 32 50% j 3550961 3850% 41 50% 44 SO%, 47 50% 5050% 5350% 56 50% 5950% 62 50% 
,CONSULTA ODONTOLOGICA ' 5410Xl 6010%~ 6310% 6610% 6910% 7210% 7510% 7810% 8000% 8000% 8000% 
PARTOS I 31 00%' 37 00% 40 00% 4300% 46 00% 49 00% 52 CO% 55 00% 58 00% 61 00% 64 aT* 
EMERGENCIA 3610%1 391056, 4210% 4510% 4810% 5110% 5410% 5710% %_lo% 6310% 1 %  6910% 

- - i CLlNlCA PERIFERICA No 2 1-8 
URRUNAGA ~,,FE.~ wo I ABRIL 

I 
IINGRESOS 
ICONSULTA GENERAL 
CONSULTA GINECOLOGICA 
ICONSULTA OBSTETRICA 
'CONSULTA PEDlATRlCA 
/CONSULTA ODONTOLOGICA 
CONTROL SALUD NlNO 
PARTOS 
EMERGENCIA 

\FARMACIA MEDICAMENTOS 



CUADROF2 D FLUJO DE CAJA PROYECTADO CLlNlCA URRUNAGA (Tanfa normal) 

COSTOS OPERATIVOS 
I 

I 

SUELOOS Y SALARIOS 1 19 542 60 19 542 60 19 542 60 19 542 60 19 542 60 19 542 60 19 542 60 19 542 60 19 542 60 19 542 60 19 542 60 
'PERSONAL MEDICO ( 700000 700000 700000 700000 '  700000 700000 700000 700000  700000 700000  700000  
PERSONAL ENFERMERIA / 1 872 50 1 872 50 1 872 50 1 872 5( 
'PERSONAL ADMlNlSTRATlVO 226800 226800:  226800 '  2 2 6 8 a  
IPERsoNAL TEcNlco j 371000,  3 7 1 o W 1  371000 3 7 l o a  
'PERSONAL SERVlClOS 1 680 00 

I I 

I 
I 

CARGO SOCIAL (IPSS + FONAVI) 
I 

IMEDICAMENTOS Y SUMINISTROS 
'MEDICAMENTOS 
IINSUMOS 
ISUMINISTROS 
10TROS SUMlNlSTROS E INSUMOS 
I 
JGASTOS DE MANTENIMIENTO 

~ ~ E R V ~ C I O  DE TERCEROS 
ITRANSPORTE Y ALMACENAMIENTO 

IHONORARIOS COMlSlONES Y COR 
IALQUILERES 
ISERVICIO ELECTRICIDAD AGUA Y 
IOTROS SERVlClOS 

ITRIBUTOS 
[IMP GENERAL A LAS VENTAS 
[IMP GENERAL A LAS VENTAS DIF 
ITRIBUTOS LOCALES 
I 
IABONOS Y CARGOS FlNANClEROS 
INTERESES 
COMISIONES 

IPROVISIONES 
ICOMPENSACION TIEMPO SERVlClO 

I GRATlFlCAClON 
CARGA SOCIAL POR GRATlFlCAClOl 

ITOTALCO~OSDE o P E w c l o N  

RESULTADO NET0 DE OPERACION 

SALDO DE CAJA 

EALDO ACUMULADO 

I% INGRESOS I EGRESOS I 82740x1 86-22961 8942%i 9286%1 



CUADROF3 A FLUJO DE CAJA PROYECTADO CLlNlCA URRUNAGA (Tanfa mQd) 

-- - - -- - 
CLlNlCA PERlFERlCA N 2 1997 ---- 

URRUNAGA ENERO FEBRERO W O  ABRIL WVO -- -O -- JULIO #&as0 SETIWBRE -RE WYVIEMBRE CiCIU*BRE- ----- - 

CONSULTA G E N E ~ L  54 80% 42 40% 65 40% 68 40% 71 40% 74 40% 77 40% 8000% 80 00% 80 00% 80 00% 80 00% 

CONSULTA GINECOLOGICA 000% 000% 000% 300% 600% 900% 12000b1 1500% 1800% 21 00% 2400% 270O0k 

CONSULTA OBSTETRICA 2267% 1933561 3267% 1460% 1760% 2060% 2360%'  2660%'  2960% 3260% 3560% 38€0% 
CONSULTA PEDlATRlCA 0 0 O1 250% 550% 8 50% ' 11 50%1 14 50%, 17 50% 20 mob 23 50% 26 50% 
CONSULTA OOONTOLOGICA 3108% 4917%l 9363% 2710%, 3 0 1 0 %  3310%/  % l o % ,  3910% 4210°b 4510% 4810% 5110% 

PARTOS I 000% 000% 000% 400% 700% 1000%1 1300%1 1600X1 1900% 2200% 2500% 2800OA 

EMERGENCIA 1125%. 1209%' 000% 910% 1210% 1510061 1 8 1 0 X 1  2110% 2410% 2710°b 3010% 3310% 

-- - - - -- - -- 
; CLlNlCA PERlFERlCA N 2 1997 
I URRUNAGA - ENERO FEBRERO I MRZO , ABRIL , MYO J W O  I NLIO *GDS70 I SEllEMeRE O C N e R E  N Q l n W B R E  DICIEh4BRE 

I 1 3 4 5 6 7 8 9 1 1  12 --- l o  - 13 

llNGRESOS OPERATIVOS 
I 
IINGRESOS 
ICONSULTA GENERAL 
(CONSULTA GlNECOLOGlCA 
~CONSULTA OBSTETRICA 
ICONSULTA PEDlATRlCA 

I CONSULTA OOONTOLOGICA 
CONTROL SALUD NlNO 

FARMACIA MEDICAMENTOS 

OTROS INGRESOS 
ANALISIS DE LABORATORIO 
~ECOGRAFIA 
(RADIOLOGIA 
IOTROS SERVICIOS 

I 
6 448 86 I 0  416 21 
190800 '  2943OC 

OOC 
2 4900:  

0001 om 
59000 1 12350 

52 50 52 5C 
5000 396OC 

387 00 O W  
317136  5 4 1 1 2 1  



CUADRO F 3  B FLUJO DE CAJA PROYECTADO CLlNlCA URRUNAGA (Tanfa a la mmd) 

COSTOS OPERATIVOS 

SUELWS Y SALARIOS 14 123 03 15 176 78 13 681 51 16 750 8( 
PERSONAL MEDICO 509228  525652 4 4 6 0 0 0 ~  60000(  
IPERSONAL ENFERMERIA 75000 750001 75000~ 1605tX 

19 542 60 
7 0 0 0 0 0  
1 872 50 
2 268 00 
3 71000 
1 6 8 0 0 0  
3 0 1 2  10 

7 216 85 
4 410 30 

481 12 
2 165 06 

160 37 

1 666 67 

1 095 73 
19 54 

117 26 '  
15000 

OM) 
450 70'  

358 l4 i 
0 00 ,  
0 0 0 '  
0 0 0  
0 0 0  

0 00 
0 0 0  

O*1 
5 081 08 I 
1 954 26' 
2 735 96 

390 85 1 

IPERSONAL ADMlNlSTRATlVO 
'PERSONAL TECNICO 
IPERSONAL SERVlClOS 
CARGO SOCIAL (IPSS + FONAVI) 
I 
,MEDICAMENTOS Y SUMINISTROS 
IMEDICAMENTOS 
llNSUMOS 
ISUMINISTROS 
IOTROS SUMINISTROS E INSUMOS 
I 

IGASTOS DE MANTENMENTO 

l s E R v c l o  DE TERcERos 
/ rRANSPORTE Y ALMACENAMIENTO 
ICORREOS Y TELECOMUNICACIONEI 
HONORARIOS COMlSlONES Y CORR 
ALQUILERES 
SERVlClO ELECTRICIDAD AGUA Y A1 
OTROS SERVlClOS 

ITRIBUTOS 
\IMP GENERAL A LAS VENTAS 
llMP GENERAL A LAS VENTAS DIF 
(TRIBUTOS LOCALES 
I 
JABONOS Y CARGOS FINANCIEROS 
INTERESES 

PROVlSlONES 
COMPENSACION TEMPO SERVlClO 
GRATlFlCAClON 
CARGA SOCIAL POR GRATlFlCAClON i 
RESULTADO NET0 DE OPERACION 

SALDO DE CAJA 
I 
lSAL00 ACUMULADO 

-- -- 
& INGRESOS / EGRESOS 1 47 8Xbl 39 03Oh( 59 24% 1 58 41% 1 5502% 1 57 78% 60 36%) 62 8511  63 9g0& I 6 x 2 9 6 '  66 13% I 67 36% 



CUADRO F 3 C FLUJO DE CAJA PROYECTADO CLlNlCA URRUNAGA (Tanfa a la mnad) 

-- --- -- --- -- - 
1998 -_ ----_-_I__ - 

% DE UTlLlZAClON ~ R O  w o  ABRIL LUVO JUIIO -- -------- - FEBRERO oo-oh --80-00x80--00-Ok rlo-OOOr- -- -- - - -  u.0 %yo ..CTIEYBRE O C ~ U ~ R E  HCMEUBRE orlure@ - 
CONSULTA GENERAL 8000% 8000% 8000% 8000% 8000Xl 8000% 8000% 8000% 
CONSULTA GINECOLOGICA 3000% 3300% 3600% 3900% 4200% 4500% 4800% 5100% 5400% 5700% 6000% 6300% 
CONSULTA OBSTETRICA 41 60% 44 60% 47 a% 5060% 5360% 56 60% 59 60% 62 60% 65 60% 68 60% 71 60% 74 60% 
CONSULTA PEDlATRlCA I 2950% 3250% 3550% 385011 41 50% 44 50% 4750%' 5 0 5 0 % ~  53-1 56 50% 5950% 62 50% 
CONSULTA ODONTOLOGICA 5410% 5710%; 6010% 6310% 6610% 6910% 7210% 7510% 7810% 8000% 800O0A 8000% 
PARTOS 3100%1 3400%I 3700% 4000% 4300% 4600% 4900% 5200% 55 00%/ 58 00% 61 00% 64 00% 
EMERGENCIA 3610% 3910%. 4210% 4510% 4810% 5110% 5410% 5710% 6010% 6310% 6610% 6910% 

I j I I 
INGRESOS OPERATIVOS I i I 

IINGRESOS 
,CONSULTA GENERAL 
CONSULTA GINECOLOGICA 
ICONSULTA OBSTETRICA 
'CONSULTA PEDlATRlCA 
CONSULTA ODONTOLOGICA 
[CONTROL SALUD NlNO 
IPARTOS 

i E E E E % x c A M E N T o s  

IOTROS INGRESOS 
IANALISIS DE LABORATORIO 



CUADROF 3 D FLUJO DE CAJA PROYECTADO CLlNlCA URRUtJAGA (Tanfa a la mrtad) 

I CLlNlCA PZR~FFRICA N 2 I - 1998 -- -- - - -- -- -- 
I URRUNAGA ENERO FEBRERO I wo ABRIL MAIO J O ~ O  JULIO ujos~o S ~ E M ~ R E  m u e * E  HCN~ULBRE _IWBRE 

COSTOS OPERATIVOS I 
I 
ISUELDOS Y SALARIOS 1 195426C 
lPERSONAL MEDICO 7000DC 
IPERSONAL ENFERMERIA 1 872 5C 
[PERSONAL ADMINISTRATIVO 2 268 OC 
IPERSONAL TECNICO 3 710 OC 
!PERSONAL SERVlClOS 1 680 OC 
:CARGO SOCIAL (IPSS + FONAVI) I 3 012 1C 

1MEDlCAMENTOS Y SUMINISTROS 
(MEDICAMENTOS 
IINSUMOS 
'SUMINISTROS 
OTROS SUMINISTROS E INSUMOS 

GASTOS DE MANTENIMIENTO 

SERVlClO DE TERCEROS 
ITRANSPORTE Y ALMACENAMIENTO 
lCORREOS Y TELECOMUNICACIONE 
JHONORARIOS COMlSlONES Y CORl 
ALQUILERES 
SERVlClO ELECTRICIDAD AGUA Y P 
OTROS SERVICIOS 

I TRIBUTOS 
IMP GENERAL A U S  VENTAS 
!IMP GENERAL A U S  VENTAS DIF 
TRIBUTOS LOCALES 

ABONOS Y CARGOS FINANCIEROS 
INTERESES 
COMISIONES 

PROVlSlONES 5 081 08 
COMPENSACION TIEMPO SERVlClO 1 954 26 
GRATlFlCAClON 2 735 96 
CARGA SOCIAL POR GRATlFlCAClOh 390 85 

35 165 07 TOTAL COSTOS DE OPERACION 

RESULTAW NET0 DE OPERACION (1 1 421 23) 
I 

SALDO DE CAlA (167 668 92j 

,SALDO ACUMULADO 
1 

(1 79 090-15) 



CUADRO F 3 E FLUJO DE CAJA PROYECTAOO CLlNlCA URRUNAGA ( Tada a b mtad ) 

% DE UTlLlZAClON 
ICONSULTA GENERAL 
ICONSULTA GINECOLOGICA 

I CONSULTA OBSTETRICA 
CONSULTA PEDIATRICA 
CONSULTA ODONTOLOGICA 
PARTOS 
EMERGENCIA 

CLlNlCA PERlFERlCA N 2 
URRUNAOA 

INGRESOS OPERATIVOS 

INGRESOS 
CONSULTA GENERAL 
CONSULTA GINECOLOGICA 
CONSULTA OBSTETRICA 
CONSULTA PEDIATRICA 
CONSULTA ODONTOLOGICA 
CONTROL SALUD NINO 
PARTOS 
EMERGENCIA 
FARMACIA MEDICAMENTOS 

OTROS INGRESOS 
ANALISIS DE LABORATORIO 
ECOGRAFIA 
RADlOLOGlA 
OTROS SERVlClOS 

TOTAL JNORESOS OPERATIVOS 

ENERO 1 FEBRERO 

65 50% 71 50% 

ENERO I FEBRERO 

Id 27 



CUADRCI F 3 F FLUJO DE CAJA PROYECTADO CLlNlCA URRUNAGA ( Tanfa a b mtad ) 

/ CLlNlCA PERlFERlCA N 2 1 1 999 
I URRUNAGA I ENERO I FEBRERO 

19 642 6( 
7000cx 
1 872 St 
2 268 (X 
3 7lOOC 
1680OC 
3 012 1C 

7 216 86 
4 410 30 

481 12 
2 $65 06 

160 37 

1 666 67 

1 376 17 
19 54 

117 26 
200 00 

0 0 0  
576 17 
463 20 

3 329 78 
3 329 78 

000  
0 0 0  

0 00 
0 0 0  
0 0 0  

6 081 08 
1 954 26 
2 735 96 
390 85 

38 213 I 4  

(9 404 58) 

315 250 55) 

324 655 13) 

~COSTOS OPERATWOS 

SUELDOS Y SALARIOS 
PERSONAL MEDICO 
PERSONAL ENFERMERIA 
PERSONAL ADMINISTWITIVO 
PERSONAL TECNICO 
PERSONAL SERVlClOS 
CARGO SOCIAL (IPSS + FONAVI) 

MEDICAMENTOS Y SUMINISTROS 
MEDICAMENTOS 
INSUMOS 
SUMINISTROS 
OTROS SUMlNtSTROS E INSUMOS 

GASTOS DE MANTENMIENTO 

SERVlClO DE TERCEROS 
TRANSPORT€ Y ALMACENAMIENTO 
CORREOS Y TELECOMUNICACIONES 
HONORARIOS COMISIONES Y CORR 
ALQUILERES 
SERVlClO ELECTRICIDAD AGUA Y AL 
OTROS SERVlClOS 

TRlBUTOS 
IMP GENERAL A U S  VENTAS 
IMP GENERAL ALAS VENTAS DIF 
TRIBUTOS LOCALES 

ABONOS Y CARGOS FINANCIEROS 
INTERESES 
COMISIONES 

PROVISIONES 
COMPENSACION TIEMPO SERVlClO 
GRATlFlCAClON 
CARGA SOCIAL POR GRATlFlCAClON 

TOTAL COSTOS DE OPERACION 

RESULTADO NET0 DE OPERACION 

SALDO DE CAJA 

SALOO ACUMULADO 

W O  

19 642 6( 
7ooo0( 
1 872 5( 
2268M 
3 710 OC 
1680OC 
3 012 I C  

7 216 86 
4 410 3C 

481 12 
2 16506 

160 37 

1 666 67 

I 386 21 
19 54 

117 26 
200 00 

0 0 0  
581 06 
468 35 

3 443 79 
3 373 79 

OM) 
70 00 

0 00 
000  
0 0 0  

6 081 08 
195426 
2 735 96 

390 85 -- 
38 337 20 

(9 284 11) 

124 655 13) 

a 3  939 24) 

19 642 6( 
7 0 0 0 M  
1 872 5( 
22680( 
3 710 OC 
1680OC 
3 012 1C 

7 216 84 
4 410 30 

481 12 
2 165 06 

160 37 

1 666 67 

I 363 42 
19 54 

117 26 
200 00 

0 0 0  
569 29 
457 33 

3 267 87 
3 267 87 

0 0 0  
0 0 0  

0 00 
O W  
O W  

6 081 08 
1 954 26 
2 735 96 

390 85 

38 138 49 

(9 673 87) 

(305 576 68) 

(315 250 551 

[% INGRESOS I EGRESOS 1 74 63% 1 75 39% 1 75 78% 1 76 38% 1 76 71% 1 76 90% 1 76 76% 1 76 76% 1 76 76% 1 76 76% 1 76 76% j 76 76%] 



CUADRO F 4 A FLUJO DE CAJA PROYECTADO CLlNlCA BALTA Y URRUNAGA (Tanfa normal) 

INGRESOS OPERATIVOS 

INGRESOS 
CONSULTA GENERAL 
lCONSULTA GlNECOLOGlCA 
CONSULTA OBSTETRICA (SALUD MUJER) 
CONSULTA PEDIATRICA 
lCONSULTA ODONTOLOGICA 
'CONTROL SALUD NINO 
JPARTOS 
'EMERGENCIA 
,FARMACIA MEDlCAMENTOS 

IANALISIS DE LABORATORIO 
~ECOGRAFIA 
RADiOLOGlA 

SUBSlDlOS 
I INCOBRABLES 

! _ -- 
!TOTAL INGRESOS OPERATIVOS 



CUADRO F 4- B FLUJO DE CAJA PROYECTADO 
* 

CLlNlCA BALTA Y URRUNAGA (Tanfa normal, 

EGRESOS OPERATIVOS 

SUELDOS Y SALARIOS 
PERSONAL MEDICO 
PERSONAL ENFERMERIA 
PERSONAL ADMlNlSTRATlVO 
PERSONAL TECNICO 
lPERSONAL SERVlClOS 
CARGO SOCIAL (IPSS + FONAVI) 

MEDICAMENTOS Y SUMINISTROS 
MEDICAMENTOS 
INSUMOS 

'SUMINISTROS 
'OTROS SUMINISTROS E INSUMOS 

'GASTOS DE MANTENIMIENTO 
I 
ISERVICIO DE TERCEROS 
!TRANSPORTE Y ALMACENAMltNTO ! 
,CORREOS Y TELECOMUNICACIONES I 

~HONORARIOS COMlSlONES Y CORRET 

I 
I 
I 

~ALQUILERES 
ISERVICIO ELECTRICIDAD AGUA Y ALCANT 
[OTROS SERVlClOS 

ITRmuTos 
IMP GENERAL A LAS VENTAS 
IMP GENERAL A LAS VENTAS DtF 

ABONOS Y CARGOS FlNANClEROS 
INTERESES 
COMlSlONES 

PROVISIONES 
COMPENSACION TIEMPO SERVlClO 
GRATlFlCAClON 

TOTAL EGRESOS OPERATIVOS 

RESULTADO NET0 DE OPERACION 



CUADRO F 4 C FLUJO DE CAJA PROYECTADO CLlNlCA BALTA Y URRUNAGA (Tanfa normal) 

CLINICAS - 1 998 
BALTA Y URRUNAGA ~ E R O  FEeRERo W O  AGOSTO SETIUABRE m R E  tOWEMeRE D C I W E R  

14 15 16--- 18 1 G 10 23 24 '3 - -  I 7  22 2 '  - 

INGRESOS OPERATIVOS 
I 

INGRESOS 
CONSULTA GENERAL 
CONSULTA GINECOLOGICA 
CONSULTA OBSTETRICA (SALUD MUJER) 1 
CONSULTA PEDIATRICA i 
CONSULTA OWNTOLOGICA I 

CONTROL SALUD NlNO I 

PARTOS 
EMERGENCIA 

, FARMACIA MEDICAMENTOS 1 



CUADRO F 4 D FLUJO DE CAlA PROYECTADO 

+ - 
CLlNlCA BALTA Y URRUIJAGA (Tarifa normal) 

EGRESOS OPERATIVOS 

SUELDOS Y SALARIOS 46571 46571 46571 46571 46571 46571 46571 46571 46571 46 571 46571 
IPERSONAL MEDICO 20000 20000 20000 20000 20000 20000 20000 20000 20000 20000  20000 
PERSONAL ENFERMERIA 3 473 3 473 3 473 3473 3473  3 473 3 473 3 473 3 473 3 473 3 473 
PERSONAL ADMlNlSTRATlVO 4 568 4 568 4 568 4 568 4 568 4 568 4 568 4 568 4 568 4 568 4 %  
PERSONAL TECNICO 8010  8 0 1 0  8 0 1 0 '  8010 8010  8 010 8 010 8 010 8 010 8 010 8 010 

/PERSONAL SERVlClOS 3 780'  3 780 3780  37801  3780  3 780 3 780 3 7 8 0  3780  3 780 3 780 
/CARGO SOCIAL (IPSS + FONAVI) 

I 
6 740 ' 6 740 67401 67401 6 7 4 0  6 740 6 740 6 740 6 740 

I 
IMEDICAMENTOS Y SUMINISTROS 17523  17833 
lMEDlCAMENTOS 10 723 10912 
INSUMOS 1 '24 1 143 
'SUMINISTROS 5 264 5 357 
/OTROS SUMlNlSTROS E INSUMOS 406 413 420 

GASTOS DE MANTENMENTO 3908 3 908 3 908 3 908 3908  

SERVlClO DE TERCEROS 6 248 6 930 7 079 7 190 7 299 7 408 7 494 
I ,TRANSPORTE Y Al MACENAMIENTO 74 74 74 74 74 
I ICORREOS Y TELECOMUNICACIONES 442 442 442 44 2 

HONORARIOS COMlSlONES Y CORRET I 1 203 1 236 1 265 1 293 1 321 1 342 
ALQUILERES 1800  1 8 0 0  1800  
SERVlClO ELECTRICIDAD AGUA Y ALCANT 2 7 8 4 ,  2851  2 919 2 971 
OTROS SERVlClOS 652 707 734 76 1 826 I 840 853 865 

TRIEUTOS I 5 9 2 6 '  6 0 6 6  6 349 
IMP GENERAL A LAS VENTAS i 4123 4 379 4 635 4 892 5 780 5 526,  6 066 6 195 
[IMP GENERAL A LAS VENTAS DIF I o o o o o o o o 
TRIBUTOS LOCALES 0 80 70 0 80 0 0 150 I 
ABONOS Y CARGOS FINANCIEROS 258 2 70 283 295 327 34 5 354 360 
INTERESES 0 0 0 0 0 '  0 I 0 0 0 
COMlSlONES 270 283 295 306 336 I 345 354 1 3&€l 

PROVlSlONES 12 108/  12 108 '  12 108, 
COMPENSACION TIEMPO SERVICIO 4 657, 4 657 4 657, 
1GRATIFICACION 6 520 6 1 2 0  6 5 2 0  65201 
CARGA SOCIAL POR GRATIFICACION 931 93 1 93 1 931 931 93 1 93 1 931 1 

86 600 87 627 88 570 89 455 90 525 91 4051 92 347 i 92 905 93 3801 93 938 94 621 I 

IRESULTADO NET0 DE OPERAcloN (3 835) (2 336) (727) 966 5031 4260/  5 7 4 7 1  6883 8132i 9 3 0 1  10348/ 

SALOO DE CAJA 
t I I I 

(234 887) (224 128) (208 971) (189 557) (165 866) (138 108) (106 464) (71 133) (32 803) 8 389 52 441 
I I I I I I t I 

SALOOACUMULA~ - - - - - -- - - - - - (238 721)- (226 4%4J - (209 698) 2 8 8  500) (163 363) (133 8481- ( 1 ~ ~ 7 ; -  (64 2?l)i - ~ 2 4  6 7 1 ~  - - VJ 690; - 62 ~89: 

1% DE INGRESO~I EGRESOS-- -- - - -- - - -- - - - 1 - - 9 6 % r  --9?bl 9911  _--101%] -- -103%7- -105~~---166% - - 1 0 7 % i  109% - -10% ~ ~ ~ 1 5 6 1  



CUADRO F 5- A FLUJO DE CAJA PROYECTADO CLlNlCA BALTA Y URRUNAGA (Tarrfa mrtad) 

INGRESOS OPERATIVOS 
I 
INGRESOS 
'CONSULTA GENERAL 
ICONSULTA GINECOLOGICA 
ICONSULTA OBSTETRICA (SALUD MUJER) 
JCONSULTA PEDlATRlCA 
ICONSULTA ODONTOLOGICA 
/CONTROL SALUD NlNO 
IPARTOS 

i : ~ ~ ~ ~ D I C A M E N T O S  

IOTROS INGRESOS 
ANALISIS DE LABORATORIO 
ECOGRAFIA 
RADlOLOGlA 
OTROS SERVlClOS 

L 
(TOTAL INGRESOS OPERATIVOS -- 1 66 384 ! 5b 968 1 65 003 



CUADRO F 5- 0 FLUJO DE CAJA PROYECTADO CLINCA BALTA Y URRUNAGA (Tanfa mrtad) 

I I 
EGRESOS OPERATlVOS 

I 

I 

SUELDOS Y SALARIOS 44 006, 41 787 40596 43 779 46 571 46571 46 571 46 571 46 571 46 571 46 571 45 571 
PERSONAL MEDICO 19147) 17573, 16708, 19000 20000 20000 MOOO 20000 20WO 20000 20000 
PERSONAL ENFERMERIA 3473 3473 3 473 3 473 3 473 3 473 3 473 
PERSONAL ADMINISTRATIVO 4 568) 4 558 4 568 4 568 4 568 4 568 4568 
IPERSONAL TECNICO 8010 8010 8010 8010 8010 8010 8 010 
IPERSONAL SERVlClOS 38711 3653 3780; 3780 3780 3780 3780 3780 3780 
,CARGO SOCIAL (IPSS + FONAVI) 6 127 6 740 6 740 6 740 6 740 6 740 6 740 6 740 

IMEDICAMENTOS Y SUMINISTROS 15044 14031 14235 14446 14662 14886 
IMEDICAMENTOS 88341 9439' 8584. 8709 8838 8971 9 107 
IINSUMOS 1 630 906 919 932 945 959 
ISUMINISTROS 4214 4275 4339 4404 4 471 
'OTROS SUMINISTROS E INSUMOS 48 103, 1431 319 7 53 327 332 337 343 348 IGASTOS DE MANTENIMIENTO 0 3 908 3 908 3908 3908 3908 3908 3908 

I 
(SERVICIO DE TERCEROS 4 2  4,3\ 4606 5139 5258, 5377' 5497 5 638 
TRANSPORTE Y ALMACENAMIENTO 16 66 129, 74 74 74 74 74 74 74 74 
(CORREOS Y TELECOMUNICACIONES , 571 320 445 ; 4251 4421 442 442 442 442 442 442 442 
hiONORARlOS COMISIONES Y CORRET 5861 555 296 1 59 1 7001 787, 824 86 1 898 956 
IALQUILERES 1 7001 1700 1700 1700 I 700 
'SERVICIO ELECTRICIDAD AGUA Y ALCANT 1 524 1 557 15921 1667 1743 1819 1 895 
JOTROS SERVICIOS 41 2 475 545; 551, 558 565 572 

ITRIBUTOS 80' 0 i 0 150 0 
 IMP GENERAL A LAS VENTAS 2613 1913 2739 0 0 0 0 0 
/IMP GENERAL A IAS VENTAS DIF 6 502 5 757 6 784 0 0 0 0 0 

0 27 26 80 I 0' 0 150 0 

1 56 118 1 20 1 70 183 1951 207 220 233 24 5 
IINTERESES o o o o o 01 o o o o 
COMlSlONES 

PROVlSlONES 
COMPENSACION TIEMPO SERVlClO 
GRATIFJCACION 
~CARGA SOCIAL POR GRATlFlCAClON 

TOTAL EGRESOS OPERATIVOS 

RESULTADO NET0 oE  OPERAC~ON 

SALDO DE CAJA 

SALDO ACUMULADO 
- - - - ----- 

@TE'~ N G W S X G ~ O  s - - 7 - 8 5 % ]  777%1- 8 f F h ]  79% -- __820?1--- 83%1- 86%1 - 87%1 - 88% 88% 89% 

1 56 

1 1  532 
4 209 
6313 
1010 

n 737 
(1 1 353: 

(1 14 457: 

(125 809; 

118 

10951 
3997 
5995 
959 

73 752 

(16 7841 (9 839 (1 3 959! (I 7 580; (14 243) (1 4 1701 (1 1 7681 (1 1 01 3j (10 324) (9 nq (8 925) 1 1 I I 
(1 34 3041 (1 57 063) (1 70 9001 (1 92 707j (21 4 185) (231 787) (245 570) (255 4891 (261 935) (264 805) (264 250) 

I I I I 
(151 0881 (166 9021 (1 84 859) (210 2873 (228 428; (245 957) (257 338) (266 502) (272 229) (274 578) (273 175) 

120 

10636 
3882 
5823 
932 

74 842 

145 

1 1  382 
4 378 
6129 
876 

77 648 

183 

12108 
4 657 
6520 
931 

1581 1 70 

12108' 12 108 
4 6571 4 657 
6520 65, 
931 / 931 

82 908; 81 229 

1951 207 220 233 245 

121081 12108' 12 108 12 108 12 108 
4 657 4 657 4 657 
65201 1 65, 6 520 
931 1 9311 931 93 1 93 1 

82 832i a2 o r 8 2  ----- 287' 82 630 - 83 129 83 3%- 





CUADRO F 5 D FLUJO DE CAJA PROYECTADO CLlNlCA BALTA Y URRUNAGA (Tarrfa mrbd~ 

EGRESOS OPERATIVOS 

SUELDOS Y SALARIOS 
PERSONAL MEDICO 
PERSONAL ENFERMERIA 
PERSONAL ADMlNlSTRATlVO 
PERSONAL TECNICO 
PERSONAL SERVlClOS 
CARGO SOCIAL (IPSS + FONAVI) 

MEDICAMENTOS Y SUMlNlSTROS 
IMEDICAMENTOS 
'INSUMOS 
SUMINISTROS 
OTROS SUMINISTROS E INSUMOS 

GASTOS DE MANTENIMIENTO 

SERVlClO DE TERCEROS 
TRANSPORTE Y ALMACENAMIENTO 
CORREOS Y TELECOMUNICACIONES 
HONORARIOS COMlSlONES Y CORRET 
ALQUILERES 
SERVlClO ELECTRICIDAD AGUA Y ALCANT 
OTROS SERVlClOS 
I 
tTRlBUTOS 
IlMP GENERAL A LAS VENTAS 
IMP GENERAL A LAS VENTAS DIF 
lTRIBUTOS LOCALES 

' A ~ o r v o s  Y CARGOS F~NANCIEROS 
JINTERESES 
ICOMISIONES 
I 
IPROVISIONES 
'COMPENSACION TIEMPO SERVlClO 
IGRATIFICACION 
CARGA SOCIAL POR GRATlFlCAClON 

1 

}TOTAL EGRESOS 0PE"TlVOS -- 

IRESULTADO NET0 DE OPERACION (8792) (10f19)1 (8 627) 

&wm DE w A  
I 

(260 104) (254 303)' (246 928) (236 201) 

~ A L D O  ACUMULAW 
I I I 

(268 896) (264 421) (256 342) (244 828) 



CUADRO F 5- E FLUJO DE CAJA PROYECTADO C L I t K k  BkLTk Y URRUNAGA (Tanfa m a d )  

INGRESOS 
'CONSULTA GENERAL 
CONSULTA GINECOLOGICA I 

ICONSULTA OBSTETRICA (SALUD MUJER) 
ICONSULTA PEDlATRlCA 
JCONSULTA ODONTOLOGICA I 

,CONTROL SALUD NlNO j 

PARTOS 
IEMERGENCIA 
IFARMACIA MEDICAMENTOS I 

lomos lNmEsos 
1 

I 

lANALlSlS DE LABORATORIO I 

I 
IECOGRAFIA 
IRADIOLOGIA 
OTROS SERVlClOS 

SUBSlDlOS 

I 
I 

INCOBRABLES i 
I 





CUADRO F 6 - A FLUJO DE CAJA PROYECTADO CLINICAS BALTA Y URRUNAGA (Tarrfa m l  y UAG = 56000) 

L PORCENTAJE DE OCUPACION ( 21 54% I 22 07% 1 27 47% 1 27 68% ( 30 68% I 33 68% j 36 68% 1 39 68% 42 68% I 45 68% 48 68% 51 68%- 

CLlNlCAS 
BALTA Y URRUNAGA 

INGRESOS 
CONSULTA GENERAL 
CONSULTA GINECOLOGICA 
CONSULTA OBSTETRICA (SALUD MUJER) 
CONSULTA PEDlATRlCA 
CONSULTA ODONTOLOGICA 
CONTROL SALUD NINO 
PARTOS 
EMERGENCIA 
FARMACIA MEDICAMENTOS 

OTROS INGRESOS 
ANALISIS DE LABORATORIO 
ECOGRAFIA 
RADlOLOGlA 
OTROS SERVlClOS 

- SUBSIDIOS 
INCOBRABLES 

TOTAL INGRESOS OPERATIVOS 

ENERO 

1 

52 081 
16 521 
1500 
2 577 
5 848 
2 464 
4 202 

0 
9340 
9 610 

14 323 
11 133 

880 
326 

1 985 

0 
0 

66 384 -- 

FEBRERO 

2 

44 746 
14 224 
1 543 
2 465 
4885 
2 581 
3 752 

50 
7 342 
7904 

12 222 
9 024 
804 
185 

2209 

0 
0 

56 968 



CUADRO F 6 B FLUJO DE CAJA PROYECTADO CLINICAS BALTA Y URRUNAGA (Tanfa m l  y UAG = 26000) 

i CLINICAS I 1 997 

I BALTA Y URRUNAGA I ENERO FEBRERO 

2 

41 78; 
17 571 
2 29: 
4 48; 
7 x 2  
3 652 
5 817 

8 385 
6 046 

767 
1 470 

103 

0 

4 814 
66 

320 
555 

1 902 
1 524 

447 

7 697 
4 913 
5 757 

27 

118 
0 

118 

10 951 
3 997 
5 995 

959 
-- 
73 752 - 

(1 6 784) 

134 304)~ 

151 omj 

EGRESOS OPERATIVOS 

SUELOOS Y SALARIOS 
PERSONAL MEDICO 
PERSONAL ENFERMERIA 
PERSONAL ADMlNlSTRATlVO 
PERSONAL TECNICO 
PERSONAL SERVlClOS 
CARGO SOCIAL (IPSS + FONAVI) 
UAG 

MEDlCAMENTOS Y SUMlNlSTROS 
MEDlCAMENTOS 
INSUMOS 
SUMlNlSTROS 
OTROS SUMlNlSTROS E INSUMOS 

GASTOS DE MANTENMIENTO 

SERVlClO DE TERCEROS 
TRANSPORTE Y ALMACENAMIENTO 
CORREOS Y TELECOMUNICACIONES 
HONORARIOS COMlSlONES Y CORRET 
ALQUILERES 
SERVlClO ELECTRICIDAD AGUA Y ALCANT 
OTROS SERVlClOS 

TRIBUTOS 
IMP GENERAL A LAS VENTAS 
IMP GENERAL A LAS VENTAS DIF 
TRIBUTOS LOCALES 

ABONOS Y CARGOS FINANCJEROS 
INTERESES 
COMISIONES 

PROVJSIONES 
COMPENSACION TIEMPO SERVlClO 
GRATlFlCAClON 
CARGA SOCIAL POR GRATlFlCAClON 

TOTAL EGRESOS OPERATIVOS -- 
RESULTADO NET0 DE OPERACION 

SALDO DE CAJA 

SALDO ACUMULADO 



CUADRO F 6 C FLUJO DE CAJA PROYECTADO CLINICAS BALTA Y URRUNAGA (Tanfa normal y UAG = SX03) 

I PORCENTAJE DE OCUPACION 1 54 68%: 57 68%i 6 0 5 4 % )  63 18%1 65%%1 67 70%i 69 73% 1 71 28% 72 7 8 x 1  74 17Ok 75 11% 7601% 

CLINIC AS 
BALTA Y URRUNAGA 

I 

I INGRESOS OPERATIVOS 

INGRESOS 
CONSULTA GENERAL 
CONSULTA GlNECOLoGlCA 
CONSULTA OBSTETRICA (SALUD MUJER) 
CONSULTA PEDlATRlCA 
CONSULTA OOONTOLOGICA 
CONTROL SALUD NlNO 
PARTOS 
EMERGENCIA 
FARMACIA MEDICAM ENTOS 

OTROS INGRESOS 
ANALISIS DE LABORATORIO 
ECOGRAFIA 
RADlOLOGlA 
OTROS SERVlClOS 

TOTAL INGRESOS OPERATIVOS 

ENERO 

13 

63 954 
18 643 
3 04G 
3 548 
5 0 5 2  
3 398 
4 318 
1 228 

11 201 
13 525 

25 344 
17 265 
1 795 
1 327 
4 958 

(5 619 
(91 3 

-- 
82 765 

FEBRERO 

14 

65 753 
18 913 
3 184 
3 638 
5088 
3 470 
4 378 
1 346 

11 660 
14 075 

26 393 
17 891 
1 862 
1 384 
5 256 

(5 899: 
(956: 

-- 
85 291 



CUADRO F 6 D FLUJO DE CAJA PROYECTADO CLINICAS BALTA Y USRUNAGA (Tanfa m a l  y UAG = SXO3) 

I PORCENTAJE DE OCUPACION 1 5468% 5768% 6054%] 6318%! 6558% 6770%i 6973%' 7128% 7278% 7417% 7511% 7601% 

I CLlNlCAS 
BALTA Y URRUNAGA 

EGRESOS OPERATIVOS 

SUELWS Y SALARIOS 
PERSONAL MEDICO 
PERSONAL ENFERMERlA 
PERSONAL ADMlNlSTRATlVO 
PERSONAL TECNICO 
PERSONAL SERVlClOS 
CARGO SOCIAL (IPSS + FONAVI) 
UAG 

MEDICAMENTOS Y SUMlNlSTROS 
MEDICAMENTOS 
INSUMOS 
SUMlNlSTROS 
OTROS SUMlNlSTROS E INSUMOS 

SERVlClO DE TERCEROS 
TRANSPORTE Y ALMACENAMIENTO 
CORREOS Y TELECOMUNICACIONES 
HONORARIOS COMlSlONES Y CORRET 
ALQUILERES 
SERVlClO ELECTRICIDAD AGUA Y ALCANT 
OTROS SERVlClOS 

TRIBUTOS 
IMP GENERAL A LAS VENTAS 
IMP GENERAL A LAS VENTAS DIF 
TRIBUTOS LOCALES 

ENERO FEBRERO W O  1 ABRlL 1 LUYO 

[% DE INGRESOS / EGRESOS I 81% 1 82% 1 84% / 86% 1 87% 1 89% ( 91% 1 92% 1 93% 1 94% 1 95% 1 96% 1 



CUADRO F 6 E FLUJO DE CAJA PROYECTAXI CLINICAS BALTA Y URRUNAGA (Tanfa normal y UAG = m) 

1 PORCENTAJE DE OCUPACION 1 769106, 7775061 7835361 7895%! 7955%1 8000% 8000%I 8000561 8000% 8000% 8 0 0 0 ~ 1  80 00% 

CLINICAS 
BALTA Y URRUNAGA 

IINGRESOS 
CONSULTA GENERAL 
CONSULTA GINECOLOGICA 
CONSULTA OBSTETRICA (SALUD MUJER) 
CONSULTA PEDlATRlCA 
CONSULTA ODONTOLOGICA 
CONTROL SALUD NlNO 
PARTOS 
EMERGENCIA 
FARMACIA MEDlCAMENTOS 

OTROS INGRESOS 
ANALISIS DE LABORATORIO 
ECOGRAFIA 
RADlOLOGlA 
OTROS SERVlClOS 

ENERO 1 FEBRERO I UUUO 



CUADRO F 6 F FLUJO DE C N A  PROYECTADO CLINICAS BALTA Y URRUNAGA Clanfa m l  y UAG = m) 

FQRCENTAJE DE OCUPACION 1 7691%1 7775% 7835561 7895%: 7955%l 8000% 8 0 W A  8000% 8000% 8000% 80C0°A 8000% 

CUNICAS 
BALTA Y URRUNAGA 

EGRESOS OPERATIVOS 

SUELDOS Y SALARIOS 
PERSONAL MEDICO 
PERSONAL ENFERMERIA 
PERSONAL ADMlNlSTRATlVO 
PERSONAL TECNICO 
PERSONAL SERVICIOS 
CARGO SOCIAL (IPSS + FONAVI) 
UAG 

MEDICAMENTOS Y SUMINISTROS 
MEDICAMENTOS 
INSUMOS 
SUMINISTROS 
OTROS SUMINISTROS E INSUMOS 

GASTOS DE MANTENIMIENTO 

SERVlClO DE TERCEROS 
TRANSPORTE Y ALMACENAMIENTO 
CORREOS Y TELECOMUNICACIONES 
HONORARIOS COMlSlONES Y CORRET 
ALQUILERES 
SERVlClO ELECTRICIDAD AGUA Y ALCANT 
OTROS SERVICIOS 

TRIBUTOS 
IMP GENERAL A LAS VENTAS 
IMP GENERAL A LAS VENTAS DIF 
TRIBUTOS LOCALES 

ABONOS Y CARGOS FINANCIEROS 
INTERESES 
WMISIONES 

PROVlSlONES 
WMPENSACION TEMPO SERVlClO 
GRATIFICACION 
CARGA SOCIAL POR GRATIFICACION 

,T& EGRESOS OPERATIVOS 

RESULTAW NET0 OE OPERACION 

S A L W  DE CAJA 

.SALDO ACUMULADO 

25 

62 531 
20 00( 
3 47: 
4w 
8 OlC 
3 78(: 
6 7 4  
15 96C 

18 479 
1 1  308 
1 183 
5 551 
4 36 

3908 

7 759 
74 
442 

1 382 
1900 
3 073 
889 

6 464 
6 464 

0 
0 

370 
0 

370 

12 108 
4 657 
6 520 
93 1 

111 619 

(3 

146 725 

143 635 



CUADRO F 7 A FLUJO PROYECTADO DE SElS CUNICAS 

PORCENTNE DE UTlLItAClON M EQUlLlBRlO A MARZO 1999 60% 
CON CRECIMIENTO DE OCUPACION MENSUAL DE 2 5% 

TOTAL 

CONSULTA GENERAL 
CONSULTA GINECOLOGICA /INGRESDS 
)CONSULTA OBSTETRICA (SALUD MUJER) 
(CONSULTA PEDLATRICA 

IPARTOS 
EMERGENCIA 
FARMACIA MEDICAMENTOS 
SERVlClO DE CAMA 
CENTRO QUlRURGlCO 

OTROS INORESOS 
ANALISIS DE LABORATORIO 
ECOGRAFIA 
RADlOLOGlA 
OTROS SERVlClOS 

t - -- - - - -- - - - 
TOTAL INGRESOS OPERATIVOS 

FEORERO 

I 

39 291 33 
7 032 OC 
1 785 OC 
1280OC 
24300C 
6 178 W 

268 5C 
2 10000 
4 644 00 
13 573 83 

000 
000 

12 221 80 
9 023 70 
804 00 
185 00 

2 209 10 

000 
000 

51 513 13 





CUADRO F 7 C 

CUNlCAS PERlFERlCAS 
TOTAL 

CONSVLTA GlNECOLOGlCA 
CONSULTA OBSTETRICA (SALVO MUJER) 
CONSULTA PEDlATRlCA 
CONSULTA ODONTOLOGICA 
o)\ITROC SALUD NlNO 
PARTOS 
EMERGENCIA 
FARMACIA MEDIGAMENTOS 
SERVlClO DE CAMA 
~CENTRO WIRURGICO 

LlSlS DE LABORATORIO 

RAOlaOGlA 
OTROS SERVlClOS 

FLUX) PROYECTADO M SElS CLINICAS Pr- de 3 amitares a Bana 3 srrnilam a Urmnaga 

1 



FLUX) PROYECTADO M SElS CLINICAS Pr- de 3 umllares a Balla 3 urnlare6 a U r m ~ q a  

I 
IEORESOS OPERATNOS 

ISUELDOj Y SALARIOS 
PERSONAL MEDICO 
PERSONAL ENFERMERIA 
PERSONAL ADMlNlSTRATlVO 
PERSDNAL TECNlCO 
PERSONAL SERVlClOS 
CARGO SOCIAL (IPSS + FONAVI) 
UAG 

~MEDICAMENTOS Y SUMINISTROS 
(MEDICAMENTOS 
INSUMOS 
SUMINISTROS 
OTROS SUMINISTROS E INSUMOS 

SERVlClO DE TERCEROS 
TRANSPORT€ Y ALMACENAMIENTO 
CORREOS Y TELECOMUNICACIONES 
HONORARIOS COMISIONES Y CORRET 

LCNJILERES 
SERVlClO ELECTRICIDAD AGUA Y ALCAN 
OTROS SERVlClOS t 
T RIBUTOS 
IMP GENERAL A LAS MNTAS 
IMP GENERAL A LAS VENTAS DIF 
TRIBUTOS LOCALES 

ABONOS Y CAROOS FINANCIEROS 
INTERESES 
COMISIONES 

PROVISIONES 
COMPENSACION TEMPO SERVlClO 
GRATlFlCAClON 
CARGA SOCIAL FOR GRATlFlCACION 

RESULTAW NET0 DE OPERACION 

SALDO M W A  

23649090 
78 500 00 
19 121 25 
23 522 00 
39 015 00 
17 820 00 
31 912 65 
26 600 00 

31 6% 81 
19 359 89 
206998 
950395 

725 00 

16 375 71 

10 783 59 
236 92 

1421 51 
I 843 49 
180000 
4 51s 59 

942 08 

33 875 33 
33 505 33 

OM) 
370 00 

632 87 
0 0 0  

632 87 

54 571 63 
20 989 09 
29 384 73 

4 197 82 

(X DE INGRESOS I EGRESOS I 5615%( 5867%1 6090%1 6406h1 68 18*/ 1 73 91Y 1 7932h1  8093 /  1 86 13O/ 1 87 69% 1 W 3 2 k I  94 48% 1 



FLUX) PROYECTADO DE SUS CUNlCAS R- de 3 vm~lares a Barn 3 umlares a U m r x a ~  

I CLINICAS PERIFERICAS 
TOTAL 

INORESOS 
CONSULTA GENERAL 
CONSULTA GlNECOLOGlCA 
CONSULTA OBSTElRlCA (SALUD MUJER) 
CONSULTA PEOIATRICA 
CONSULTA OOONTOLOGICA 
CONTROL W U D  NINO 
PARTOS 
EMERGENCLA 
FARMACLA M E W E N T O S  
SERVlClO OE CAMA 
CENTRO OUIRURGICO 

OTROS INORCSOS 
ANALISIS DE LABORATORIO 
EMORAFIA 
RAMOLoGlA 
OTROS SERWCIOS 

SUBSlDlOS 
INCOBRABL ES 

T o J A L ) N Q R E ~ S ~ ~ % ~ ~ V O S  



m A l X O F 7  F FLUX) PROYECTAW DE SEE CLINICAS 

I 
EORESOS OPERATWOS 

~SUELDOS Y SAURIOS 
(PERSONAL MEDICO 
(PERSONAL ENFERMERIA 
IPERSONAL ADMlNlSTRATlVO 
IPERSONAL TECNIM 
IPERSONAL SERVlClOS 
CARGO SOCIAL (IPSS FONAVIJ 

IMEDICAMENTOS Y SUMINISTROS 
]MEDIC~MENTOS 

OTROS SUMINISTROS E INSUMOS 

I 
ISERVlClO DE TERCEROS 
TFUNSPORTE Y ALMACENAMIENTO 
CORREOS Y TELECOMUNICACIONES 
H W R A R I O S  COMlSlWES Y GORRET 

I ALWILERES 
SERVlClO ELECTRICIDAD AGUA Y ALCAl 
IOTROS SERVlClOS 

TRIQUTOS 
IMP GENERAL A LAS MNTAS 
IMP GENERAL A LAS MNJAS DIF 
TRIBUTOS LOCALES 

ABONOS Y CAROOS FINANCIEROS 
INJERESES 
WMlSlONES 

PROVlSlONES 
COMPENSACION TlEMW SERVICIO 
GRATlFlCAClON 
CARGA SOCIAL POR GRATlFlCAClON 

TOTAL EORESOS OPERATIVOS 

RESULTAW NET0 M OPERACION 

SALDO DE CAJA 

SALW ACUMUlADO 



CUADRO F 8 

COSTOS OPERATIVOS PROGRAMA 

CLlNlCA BALTA 

ATENCIONES AMBULATORIAS 
12 00 Consulta Medm 
8 50 Fanacia 
12 35 Laboratono 
20 00 lmagenes 

MATERNIDAD 
220 00 1 Partos sin compl~caclon 

28 00 EMERGENCIA ACCIDENTAL 

COBERTURA ODONTOLOGICA 
5 00 Tratamientos 

~COSTO OPERATIVO 
0 80 COST0 TOTAL 

+ 18% IGV 



SINIESTRALIDAD 

CUADRO F 9 

COSTOS OPERATIVOS PROGRAMA 

URRUNAGA (tanfa normal) 

4TENCIONES AMBULATORIAS 
Consulta M e d m  
Farmac~a 
Laboratono 
lmagenes 

MATERNIDAD 
Partos sln cornpl~cac~on 

EMERGENCIA ACCIDENTAL 

COBERTURA OFTALMOLOGICA 
Consultas 

COBERTURA ODONTOLOGICA 
Tratam~entos 

I COSTO OPERATIVO 
COSTO TOTAL 
I+ 18% IGV 



CUADRO F 10 

COSTOS OPERATIVOS PROGRAMA 

URRUNAGA (tarrfa a la m~tad) 

ATENCIONES AMBULATORIAS 
Consulta Med~ca 
Farmac~a 
Laboratono 
lmagenes 

MATERNIDAD 
Partos sin compl~cac~on 

EMERGENCIA ACCIDENTAL 

COBERTURA OFTALMOLOGICA 
Consultas 

2 00 Tratamlentos - - 

COSTO OPERATIVO 
COSTO TOTAL 
+ 18% IGV 



ATTACHMENT 
A.9 

FOCUS GROW REPORTS AND PARTICIPANTS 



4 

INFORME DE LOS GRUPOS FOCALES 

EVALUACION PROYECTO M.A2G IUW 

Se realmuon dos gmpos focales El prmero con dingantes y personas representat~vas de la 
comumdad da Urnmagay el segundo g n ~ p o  focal file con un gnipo de rnujeres usuarim de la 
C l m c a  Urmnaga 

GRUPO FOCAL No 1 

Recogel attitudes, oplniones, propuestns, por pnrte de lideres y representantes de in 
comuntdd de Urrunqn, sobre In C11nlcaMa.x Snlud y In pnrt~cipnc~on conlutlttar~a 
Feclin 8 de abril de f 997 
Lugat Una casa particular en el V sector de U~~unaga ,  
Partlc~pmtes Se propuso que en este grupo focd pnrtlcipnrnn 8 n 10 personns 
integrm~tes del comte de sdud, pt onlotorns nmjeres de sdud  de la comuntdnrl, promotores 
varones dc d u d  de In comunldad, dirigentes veclndes v rel lg~osw que trabqnn en In 
comun~dad de Urrunnga 
Otl~n de trnbqo del grupo focd Lns primerns prepntns estuvieron dlrqydns a cnptnr sus 
percepc~ones sobi-e 10s problemns de sdud de la cornunldnd y como 10s resuelven 
Cudes son Ioa problemns de sdud en In comunidod de Urmnngn? 
Como resuelven estos problemas? 
Que postbllidndes le ven a un seguro de salud? 
Sobre In percepcion que tienen de In mmon de M w  Sdud? 
Que es Max Salud para Uds ? 
El t e ~ c e r  p p o  de preguntas heron sobre In portlc~pacion coniun~taria y l a  relacion de la 
comunidad con Max Salud 
Que relacion t~enen con Mnx Sdud? 
Como es su pmtlc~pncion? 
Conio es l a  coniutucacton? 
Co~no se puede mejornr? 

RESULTADOS DEL PRIMER GRLTPO FOCAL 

El p p o  result0 ninyol de lo que or~g~nnlmente se h&in progrnnindo, pero el tu115no dcl 
gtupo no inlub~o nu ps r t~c~pnc~on  ~ & c ~ p e r o n  d m  n q e r e s  y sets varones y el equlpo 
e v d u d o r  Asistleron dos represtntmtes de ma ONG que b nbnja en Urrunogo dl: ~gtdn por 
religiosw, tntcgratites del coiii~te de sdud, promotoraa(ea) de salud, utl profeaor de la  zons, 
representmtes del municipio y du~gentes vecindes A p e w  de uo hnberse realizndo 
ntngunn p r e p t a  sobre el cogto de Ins consultm y ofros servicios, este f ie  un temn que 
recutrentenmte estuvo presente durntlte todo el t~enlpo que duro In reunlon del grupo focal 
El gtupo de dirigentes se mostro sens~ble y pleocupndo con 10s costoa de log servicioa en la 
clinica Mnx S d u d  de Urmnagq compwndo con Ins poslbllidctdes econonucas de 
I q o b l n c ~ o n  Se him referenc~a en vnrins oportuudndes que la  pobiac~on del lugw dondc 



esta ub~cada la Clmca  de Max Salud es de balos inpesos Asoclndn a Ins tnr~fns, se 
expreso preocupwlon por la competeacia de otros gewictos de d u d  en a em cercmas d V , 
Sector de Urnlap . ,  como el cnso de Atuvpnrm 

" la Cl~nica Mnx Sdud esta bien ~niplernentada, per0 el problemn esta en lo econonmo, y 
la competenc~a que cobrn nlenos El medico nqu~ puede ser mas cnpncitndo pero me cobrn 9 
soles p en otros lugnres 5 soles 

Una de la9 partic~pantes da conlo elemplo unos ma l i s~s  que le cuestan 75 soles y e q r e s a  su 
preocupmon de no poder segulr el trntm~ento recomenddo, sobre todo si In enfennednd 
es de larga durac~on 

Problemas de salud expresados por 10s patt~clpantes Los problemas s e n d d o s  heron 
tuberculosis, pwas~tosis, desnutrlc~on tugurizac~on, drogadlcc~on, alcohol~smo, 
delincuenc~a p vroletlctn 

Otros vinculados a sus condic~ones de wda y que d e c t m  su sdudfieion la  f d t a  de 
servtcios baa~cos como el dcmitnr ~llndo, recojo regular de In basurn, cr~nderos de chnrlchos 
dentro del barno, costumbres ant~h~g~enicns de lag;nte 

En C U ~ U I ~ O  a la v~oletlcla contt a l a  muter, sendan que l a  sltuncton de In nkujer es g~ ave, y se 
necenitmlugnrespararecibtr a temon en cnso de v~olencin y qpwrulos por la p o b r e n  

La comunidnd y sus solucrones a 10s problemm de snlud 
Una de las prlmeras nlenc~ones h e  referme a la  c lmca  de Max Salud como el lugar donde 
se acude Una pwticipante, integmte del comite de d u d ,  cuenta que cunndo se trntn de unn 
"v~dn" se d e r ~ v a  a In clmica, donde l a  ns~stenta soctd de In cl~nica le hwe  el estudio 
socloeconomlco y que en el caso de pncientes rndlgentes se les ha dndo med~c~n iu  
gratu~tarnente 

Otrns intervenc~ones se refirleron nins n las prwt~cns de so l~dar~dnd que en sus b m ~ o s  
acostumbm cuando dguien t~ene  un accldente o un problema de salud 

Lanmyor parte de Ins famll~ns u t h m  recursos med~crnales caseros Cunndo In enfernledad 
es mas grave jr lm fmul~ns  no tlenetl recursos, ex~sten lnst~tuciones en la conluflidnd conlo 
10s clubes deportwos que hacen colectns y achvldndes pro-fondos 

Unnpmttc~pante conto nl p p o  sobre un cnso de v lo lmon sexual a una nlenor La dlr~gente, 
por su inlcrnttvn pe~sond,  q o y o  a In fmulin en ln denunc~n del caso, pero el delito quedo 
lmpune " se denuncin y queda a h "  

Uno de 10s pwbc~pmtes, profesor, hablo de la fd t a  de educac~on, de In crlsis de valores 
conio problenla y In neces~dad de iillpulsar la educncion para l a  salud 



"El problema son lasl malas costutnbres de In poblncion Es niuy inlportante In situacton de la 
l imptea  y In sdud que se tengn en cuetltn el rwpecto fonnnt~vo y educntivo de Ins 
personm 10s vdores se np~enden, pero nosot~os n diruio escuchmos ef d~scurso dc 
pmldes polittcos fdto de vdores la cl~nicn entraria a curnpl~r un papel muy tmportnnte 
He cotlveraado con el doctor respollsable de la clttma p me d ~ j o  que ya estan coordtnoldo 
con el cetltro educdivo" 
Servictos de Max Sdud 

Lns y 10s pnrttctpantes constderan que el selvlcio de Max Snlud es de calidad Que hay 
buetl trato y que esto es lo que In poblnc~on buscn Se valorn que hayn un lugnr, en Utmnga, 
donde Ir cuando hny emergencias 
Sobre 10s hormos, senalaron que fd tn  atencion l a  24 horm del d iay  10s domlngos Sobre 
el segutlnrento d o s  pncientes, uno de 10s patttctpantes crttica que el paciente sale de hiax 
salud con su consultq no es vis~tnrfo, ynno 9e 1e citn para ver que paso con su tratam~ento 

A1 preguntmles sl estman mteresado en un sistema de seLgu.ro con In Cltnlca, respondteron 
afim~at;vamete, siempre y cuando la9 cuotaa sean a au alcance Refirieron que asegu! arse en 
el IFSS es costoso pnrn ellos, mque dguno si tenin seguro soctd Piensan que seria mejor 
un seguro t'hnl111nr 

"Depende de cumto se calcule, cumto gaste la  cltnlca y cuanto pueda gastar la  fanltlia Por 
ejemplo, en l u p  de hacer colectas c d n  vez que alptetl  lo necesita, ya hnn c o l n b o d o  
todos, In cltnlca t~ene recogido el dineto y s~nlplenlente dn el servicio, cuando llegn el 
pwiente automcihcmente se le ntiende" 

"En cumto al seguro, es nluy importante, siempre y cunndo se tengan en cuenta las 
condmonrs ecoilornicns de lapoblacion Por ejenlplo, hace dos mews averigunnlos sobre el 
seguro soctal All1 cobrnn para asepmrse 500 soles, con unn cuotn mensual nas o menos de 
39 soles SI andizanlos la  cmttdad, vemos que es denlasiado d t a  para la poblac~on" 

L a  mision de Max Sdud 

Recuerdan que la  instdacion de Max Salud fie en un momento inoportuno, porque el 
Cfobterno hnbm anunciado l a  privat~zncton No snbim que era Max Snlud y cudea e rm sus 
fines La c o m u n ~ d d  estnba insahdechn porque l a  posta de salud se h h t a  cerrado y no se 
#&la nnda 

N o  snben a1 es ma ONO o unn ent~dnd privarin "hi Cltnrcn nos hace pensar en unn entidad 
p r i v d a  sinlboltcmente nos asusta Se deberia hacer una cmpann p m  infornlnr" 

Otrnparticipante optna que l a  conlunidad debe saber que biox Salud no tiene fines de lucro 
y que debe expltcnrse cualea son sus fines Otro dice 

"Cunndo filmos ~nvitndos conoclnios que era ma inst~tucion pr ivdn  que proponia c d t d d  y 
buen t rdo " 



Frente a las rnstalacrones de la  cllntca son anbivalentes, por UI lado piensnn que son muy 
buenns, que In estruchu n fisicn es nlup llamot~va y tamb~en que a l p a  gente tenle ir Piensnn 
que l a  C l m c a  Max Sdud  es lo melor que tiene U n u i q n  y que el sector Ut~unaga se estn 
haclendo conocido tiene oh-o nwel El nombre de "clin~cn", puede hncer pensnr que se 
cobra cat o 

R e l m o n  con otxns instituclones del lugw 

Lns representantes de Stn Angelq nlnn~fe~ltaron que son una o t p l z a c i o n  con 15 mos de 
trabalo en U ~ ~ u n q p  conocen a nluchn pente y ttenen buetuuelnc~on con In con~unldnd 
~ o l l ~ i d e ~  nn que su enfoque de h abqo con la coniunidnrle~ nluy d i fe~  ente nl de Max Salud, 
cuestionm que Max Sdud ya vmera  con 10s planes hechos arn pa-ttcipw~on de la gente 

"Mnxsalud no ha lnformndo suficiente Hay fdta de mhrmncion en todo sent~do La 
conlunlcncion es debt1 Una vez fuitnos a Mm sdud y pedinlos unn reunion y no hubo 
espaciol' 

Op~nari que la cl~nicn solnno v a  a resolver todos 10s problemas de sdud de Urmnngn y por 
ello es necesnrio coordlnor entre ~nstltuc~ones No ha liabido esa oportunldd de coord~nnr, 
s e w  mandiestan " desde el comienzo hemos encontrdo In puerta cermdn en M w  Salud" 

Desco~iocinn que ex~stin In posibhdad de exonel ncton del pago de consultaa pnrn personas 
sln recursos Reconocen la ~niportanc~a que exista unn c l ~ n ~ c a  como Mnx Salud en el b m ~ o  
por lns necesidndes de sdud  de lagente 

El  temn de Ins tmfm y precios de Ins consultm apnrece nuevmente, esta vez relnc~onndo 
con la  p a $ ~ c ~ p a c ~ o n  Entr e qulenes partic~pat on de este grupo focal, a l p a s  persoam h a b m  
s ~ d o  convocnclns el nno anterior por MnxSalud pmn pnr t~c~pnr  de otro grupo focal sobre 
tnrlfnsl y otros pw1tos 

"Conversabanios 10s preclos En esa epoca proponlamos que sea 3 5 a 4 soles Frente a 9 
soles, es muy cnro En el Centro de sdud del Mmsterio hnv colns La c h c a  no esta 
tenlendo l a  ncogida que se esper&nt' 

"Hubo ma reunton prua debatlr el precio En ese t~empo ped~anios que sea cmco soles 
porque lamnyoria de moradores no ttene recursos" 

"A1 saber que era unn ~ n s t h x o n  prlvada que proponla cahdnd y buen tmto, propuse que 
podla ser mete soles" 

El p p o  discute ampl~aniente sobre el t e n q  prectsando que es ~niportnnte ver qulenes 
I l e p  y qulenes no, que pnsa con 10s que no t~enen y no pueden llegnr Proponen que se 
neces~ta una urgente revlslon de las tarlfns, argumentan que l a  gente que no puede pagar 
tnmblen tlene derecho In aalud A1 estar Max Salud en el lw del Estado, prepitnn 



Por que 9 soles nqu~ y 4 soles en 10s cenhos de d u d  del hIlnisterto? 

Optnan que lngente t~ene su d ~ p l d n d ,  no estan ptd~endo todo grntis, sino que Ins tnr~fns senn 
~ p d  d MINSA St es ipd d hiINS4 , Max Sdud \ a  a fiulc~onnr v In gente vn a Ilegar 
h s ~ s t e n  que a Max Sdud le convtene bajar costos, as1 vendr~a  tnns gente v tenhia  niw 
ingresos 

La expectahva que expresm es la de ser eacuchndos 

"Slemp~e henlos augerdo O j d n  que estn reunion tengn eco, que no sem~os  rnv~tndos por 
tkrnlullmlo" 

El comite de salud refiere teller su plan de trnbalo y pnrticipnr etl algunos programas 
tuberculosis, vncunwlon ~tlfnntil cnpncitwion a In comnmldnd, m bot izncion, cloracton del 
qua Aaim~amo, dm chnrlm aobre el W A Y  colerq IRA. Segun 10s part~cipnr~tes ea ele 
multiplicador de lo que ha aprendido 

Algunoa promotores dlsponen de mns tiempo que otros y su pnrt~crpacion es d e s ~ p a l  Una 
pt omotora ~nterwene ~nfotmmdo que ae t r hn ja  en equipo, 9e busca pacientes y se derlvn n 
l a  c l m c a  Cuando hay famillns de b q o s  recursos, se pide npoyo n In comumdnd Menciona 
cwos en que pueden pagat pot la  consulta per0 niuches veces no puede pngm pot- 10s 
nnol~sis o por ins rned~cikas 

Ind~can que son 14 promotores nlujeres y varones pero que mos  partrc~pan rnns que otros 
Uno de ellos dice " el protnotor debe tenet una satisfacc~on" Entre 10s pronioto~es e 
tntegrantes del com~te de salud hay expectdiva por conseplr  a l p 1  trnbajo remunerado 
poster~ornlente en Max Sdud, opinnn que ex~gten profesiondes en U m n g n ,  que podr~nn ser 
contrntados y ser un puente entre In comunidad y lo Climcn 

Se menclonn que In asistentn social les ha 06 ecldo un re101 que serln sorted0 entre 10s que 
nmden  inns pacientes Un promotor propone ~nsistemetlte que se hqa unn encuestn cnsa por 
casa en cnda sector para saber cumtn gente vlene a Mnx S d u d  de c d n  sector A1 
pt egunhseles st Max Sdud leg uzforma sobre 10s pacientes que llegan a la c h c a  (por 
cndn sector), s endm que d comite de sdud no leg hnn dado irfornlncton pero tmpoco 
ellos lo. habtm pedldo 

Reun~r se d~r~gentes  y autot ~dades  pm a d ~ s c u t r  10s problenlss de sdud  de la poblac~on, es 
~mpoitru~te pnrn dgutlos Les preocupn que Mnx Sdud no cumpln sus n~etns y pud~era 
desnpnrecer Espernn que In reunlon sllvapwlm tnejorw lns cosm 

En cumto a la d&s~on y el conocimiento que tielle lagente de 10s serv~ctos que brmda Max 
Salud, a l p o s  de 10s pnrt~cipmtes plensnn que el impncto de l a w  es bueno per0 que exlate 
gente a la  ue no 8e I legma Por Ins horns que pnsan In propngmdn por TV o por m d ~ o ,  In 
gente que esta trnbiynndo no la  ve o no la escuchn. 



- Su~ieren que la rnelor difis~on ee de "un morndor n ob o m o ~  ador1' Pero que esta f o m n  de - 
dihsion inteiye~sonnl requiere que 10s ptoinoto~es estrii corlstmten~ente t~nbnlmldo 
Apegaron que se pierde plnta pwnndo propnpmdrr por la TV 

" en estas comunidndes es lo melor, mas 91 estov nliembi 09 son conocldov por ser llderes 
Dti ectnnlente se trnbnfnnlucho niejor pol que Ins personas lo conocen y s d e n  que se puede 
CI eer" 

La preocupaclon en como llegar a tnas gente para que acuda a 10s servicios que brinda Max 
Sdud, lleva a dgmos  n sugerlr que 9e neces~tn. hwer  reuniones, visitm Ins organlzncloiles, 
trner rr la gente 

En cuanto a l a  partlclpacron mmmq hay drshntos concept09 de 10s que es o debeila sei 
como lo resume muy blen unn de las asistentes 

"Hay diferentes fomaa de entender In pnrtlclpacion, In mns simple en verln conlo 
colaborncion. Part~cipar en 10s pogratnas, cnsos de TBC Oha es que la partic~pnc~oti 
conlutiitnria sen en las declsioaes, y en In defitiiclon de que otros progrmns son 
necesnrtosl' 

El p p o  quiere apoyar a Max Salud y advterten que se debe canibtar, que no hay que 
descnrgm todo en Mnxsdud Pero se recdca que es ~mpottmte escuchar a In comutitdnd. 

Soltcitm que se les h q a  llegar una llsta de las sugerenclns que h m  sdido de estn reunion 

CONCLUSIONES 

a) Uno de 10s problemas mas sentldos j que fieron reitemdmente expresados por 10s 
participmtes file el refendo a Ias twifas de la Clinica MaxSalud, que no corresponden en su 
opmon con las condlciones economlcas de la poblaclon de Urrunaga Una posicion mas 
critlca opino que la falta de dmero no debla ser imped~mento para el derecho a la saIud 

b) Se identifican con Max M u d  y les preocupa la  cornpetencia de otros serv~clos que 
e s t a rm cobrando menos que Max Salud, lo que genera que alguna gente por no tener 10s 
recursos suficlente declda ir a otro sarvicio aunqw este mas lejos 

c )  Alguna genta desconocla la postb~lldad de la  exoneration deI p q o  por falta de rnedlos y 
que mcluso a algunos paclentes ~ndlgentes se les habia proporc~onado medicmas gratis, 
previo esa~dlo economico por parte de la asistenta S O C I ~  de la climca 

d) Entre 10s promotores e ~ntegrmtes del comlte de salud hay expectativa por conseguir 
algun trabqo remunerado en Max Salud, oplnan que existen profeseslondes en Urmnaga, que 
estos podrirrn ser contratados 



e) A l w o s  considet an que la estructu n fisica es nwy Ilarnntivn. 41gulln gente se inhrbe de 
erlhar porque pienan que es demnsrndo cmo Tnnlbien el notnbre ue clii~icn lea h u e  penaar 
que ea cnt o y que ee una entrdnd. privndn 

f) LW ~epteget l tmte~ de Smta klgeln, ploponen que debe hnber tnns ulfo~mac~on a la 
con~uludnrl y mas coordination Plensan que debe nlodificm su politicn de "pueitns cei-rdm" 
n oh ns inst~tuctonea 

g) Segun algunos pobldores, la ~nstalaclon de Max adud f i e  en ull tnonlento inoportut~o, 
cumdo se Aunoreobn la privatiznc~on del secto rrducncion y s d u d  No se anbin que era 
Mnxsdud y cudea e rm sus fines Ln comunidnd debe snber que no time fines de lucro y que 
se sepn que fines persigue 

h) A l p o s  de 10s part~cipantes h a b m  tnmhen pnrticlpdo de 10s p p o s  focdes que se 
h d i m  r e d i z d o  antes de la  inaugurncion de l a  cllnlcn Mmufestaron que en esa opottunrdad 
no se hnbra recogido las propuestas de 10s p p o s  focdes R e c o r d d m  que hnbinn propuesto 
tm tfas menores a las actuallnente vlgentes 

I) Otros mnnifestnron que no quellan que se les exoneran totdnlente In consultn puea esto 
significarla reconocer y probnr situation de ind~gencin lo que nfectnbn su d~gnidnd, pero st 
que se balara l a  tnrlfa para poilerlo d alcance de la gente de U tnnaga  

J )  Algunns personas propuaieron que hobin que m~diznr quienea lleqm a Mox sdud y que 
pasa con loa que no llegm. Otrm propualeron hncer encuestas cam ;or cmn porn nverigunr 
quienes acuden a hhx Salud por cada zona 

k) Una de las propuestas f i e  que si Max Sdud eatn trnbnlmdo erl el lugnt donde fiu~cionnba 
l a  p o s h  del MINSA, Ins tarifns deberm ser rpalea a 10s que cobra el M N S A  por atencion 

1) 4 dgunos de 10s pnrticipantes les preocupa In "soatenlbilidad econornica" y que In clinlca 
cierte smo logrn sus nletas o como resultado de estn evduaclon Tienen In cetteza de In 
~mportnncia de tener un centro de d u d  dentro de la comunrdnd donde ncudir, cumdo hay 
enlergencias 

m) En cumto al pnpel del com~te de d u d ,  estos npoj7an dgunos progrmnns como el de TBC, 
vacunaclon, cclpacltncion n la comunrdnd, nrborizncion El comrte de salud da charlas sobre 
el EDA, colera, IRA. Segm mis rntegrantes es eje n~ultiplicador de lo que ha aprendtdo 

GRUPO FOCAL 
No 2 

Racoger opmones, apreclacionas de u ~ u w ~ a e  sobra 10s servlcios qua o h c e  hhx ssalud en 
relac~on a la sdud  da la mujar 
Pwticipmtes Mujeres usuarm de 10s servicios de Max d u d  



Lugw Una casa parttculm en el V Sector de Urmnaga 
Fecha 10 de Elbril de 1997 
Gum de preguntm Sobre 10s probletnm de salud y como 10s perciben 
Cudes son 10s problemas de salud de In comunidd? 
Cunles son 10s problemns de salud de las n~uler es en Utrunqn? 
Como log resuelven? a quiet1 ncude? 
Sobre sus nprecinciones y recornetldnc~ones a la C l ~ n ~ c n  dp h.1a.x Sdud 
Cud fue su experiencin coil Max Sdud? 
Que e9 lo rnejot de hfnx Sdud?  
Que les gustnria que melot e? 
Sobre 10s mdendes  IEC, se les nluesh n y pregwta. 
Conoce estos folletos de hiax Sdud? 
En que cirscunstanc~a lo tectbietott? 
Les ha s ~ d o  ut11, para que? 

RESULTADOS DEL SEGUNDO GRUPO FOCAL 

El grupo Ilego muy puntual y con exception de dos mujeres de mayor edad, todas llevaron a 
sus hljos pequenos, uno de 10s bebes habia nac~do en MaxSalud 
Participaron doce mujeres 

El numero de hijos por mujer estaba entre uno y siete hijos Del gmpo que part~cipo en este 
grupo focal, una de las partic~pmtes trabaja en el mercadoy otra es Iavandera 4 habaja 
haciendo llmpieza en cams Todas ademas se responsabilizaban por 1% tareas del hogar 
Ninguna de las mujeres menclono tenar cargo 
dlr~genclal 

Dos de las mugeres j a  tenlan n~etos, una de ellas partic~paba del progama de TBC ( es tx  
dos mujeres hablaron mu) poco) j otras Ilrn~taron su opinion a que habian s ~ d o  bten tratadas 
en la cllnica Una manifesto que h a h a  recurrido a la asistenta social Inicialmente y sin 
haberles preguntado, cada part~clpante menciono que habia mdo atend~da en la cl~nlca, que 
habia buena atencion y que todo estaba 
bien. 

Problemas de salud de la comunidad 

Las mqeres mtervln~eron mmfestando que uno de 10s problerna~ mas preocupmtes era la 
desnutricion, queno hubiera allrnentos sdicientes, la faltade empleo, alcoholismo, 
drogadlcclon, problemas de salud de 10s ninos, deshidratacion por la diarreq resfhos, 
mordeduras de perros, mosqu~tos, zancudos, colera, muchos h~jos,  rnuchas m&es que no 
tienen como mmtenerse 

Se cntico, a proposito de 10s problemas v~nculados a las neces~dades de alimentac~on, a1 
Vaso do h c h o  Eatu p r o p a  no h c l o n a  como debiera Recordwon que el vaso de leche es 

para 10s que mm necesitannmos y makes gestrlntes y lactantes, no deber~a  haber lucro 
porque trabapn para la cornunidad 



Problemns de salud de l w  mujeres 

Vnr~os fber on log problemas sendados por Irw pol-t~cipmtes, dqui~ns d ~ e ~  on sus testmlon~os 
sobre 10s problemas que leg quelaban, en especial el exceso de b-nbajo y In pocn vdoracion 
de su trabalo y su sdud 

"El trat>qo de la nujer no se ve, el hotnb~ e no vdorn el tr d n j o  de la n q e r  Pnrn el hombre, 
el  trabqo es su ltberacton Ud trene que descnnsnr, per0 no puede, porque hay aobreexceso 
de tt & g o  Yo he tenido 
ptlnclpio de prolnpso y as1 n d ,  he teniclo que segulr hnbnlnndo porque 81 no, que serla de 
mis hilosf 

Sendat on tatnb~en las pl acticas de lnvt~tuciotles que se dit lgen pt ~nc~palmente a Ins rnujereg 
nutnentmdo su9 responsnbil~dndes 

"Solo nos l lmm a Ins mulereg a 10s hombres no 10s llnmm S~ernpre son Ins muleres Ins 
responsables Cumdo hay una reutuon citm a Im tnujei es todo es la mmnq cuatldo es el 
control de 10s nmos ellos no 
quleren ir d m n  que trabapn St, 1w nlujeles h&qlmos nlas que ellos " 

Algunw mujeres se refieren al  mach~smo e ~nesponsfib~ltdnd d~ sus p a e l m  que afecta sus 
pos~bilidndes de decid~r sobre el numero de hijos 

'Tenemos demmrados hilos, 10s hombres son ~rresponsnbles La gente pobre nos llenamos 
de h j o s  y 10s hombres no estnn de acuerdo no quieren la  planrficnc~on fnm~llar a veces, 
10s hombres no qureren que una se cuide Deberia dnrse chnrlns a log hombres" 

"La gente pobre nos llennmos de htlos y lo hombres no estnn de acuerdo, no quleren In 
plmlficac~on familiar Yo querla la l~gadur a pet o en Max sdud no hay" 

"Nosotros 10s pobtes no nos tt~fom~anlos y nos lletlnmos de hqos NO hay para coiner y no 
hay trnbnlo Una muler trene rnuchos hijos y cumtos sacr~fic~os t~ene  que hocer, El 
agotamento que produce" 

Adv~erten que este problenln decta  su d u d  presente y %tux 

"La medicina trul canslma La n q e r  es l a  n m  sacr~ficada Problen~a vlene despues el 
cnncer, el prolnpso" 

"problemas con 10s ovnnos, parto mdo, compl~caclones del parto" 

Como postergan su sdud fi ente a otras necesldndes del hognr 

'No complete el tratmiento porque la  medicma esta Cora Hny que ver 10s ut~les  pnrn el 
coleg~o de 10s ch~cos, el arrendsniiento" 



Algunas de las mujetes, e&en el abmdono del nlnrtdo v tamhen refieren la vtolencin a la 
que e s h  sotnetidas por pat-te de elloa, incluidn In vtoleticin sexual 

''Yo estoy m d  me levmto por obligacton , por mts hilos Tnmbien hay mdtrato 
pstcologico Duetmo sobresaltad% tengo teniot que algw dta ine pnse d q o  T~eile tlos 
personaliddes He s u h d o  tmlhnto fistco, tmnblen ilidhntn a nits ninns y niis ninoa, es lo 
que mm suhnuento me pt oduce T~ene  qur h h e t  dgun lugnr donde unn puedn denunctt-u- No 
hnv atenc~on a lamujer No hay defensa Quiere tener relaclones a In fberza Le d ~ g o  estoy 
tnal, el no Cree poique me ve parada tiene que venne q o n l m i d o  ~ Q I  a 
coinprendernie" 

"MI esposo tiene 63 anos, mucho me mdtratabn, un dia le avente un mnrtillo, no querin 
matarlo, pero tenia que hacer d g o  pat a defendenne, de &I yn no me toca" 

Fornlns cle soluclon a 10s problemas 

Frente a log probletnas de sdud que suti en, las que die1 on eus testmotuos indicaroti 
Te ngumtns te curns nid 

Otrm opiniones se refirieron zl acudir a centros de sdud  

Los que tienen seguro, vim all1 pero tambten el uso de medlcina t~ adiciond 
He tdo nl nlercndo niodelo y he comprrrcio una de gnto y linnza de In selvn 

Sobi e la  vlolencia, ma de las tnujeres habia denunciado en l a  delegncion de la policia pero 
no h d i n  logrnrlo todavtn sdidn n sus polblenlns Obn cotno secito miterionnetlte opto por 
defenderse 

Max Salud y sus serviclos 

Las mujeres optnnron favordletnente sobre In cdidnd del servico que pi estn centnndolo en 
el buen trdo, l a  Iimplezn, la  cdidad de 10s profesiondes, el t~empo de espera y la 

wstx-uctura 

"Lo prtncipd es que te trntnn bien" 
"Hay buen trato, l a  hmpieza" 
"Son buenos profesiondes" 
" Atlenden rp ido ,  no se espet a nlucho" 
"Buenoa mbtenteafl 

Frente 5 l a  pregunta , Que nqorar?,  sus sugerencias heron  
Que 10s doctores attendm en In noche Se findmento que a veces se presentan problen~ns de 
einergencln en lnnoche y uno tiene que ir nl ceiltro y nl pnsati c m o a  Doctores que atiendm 
l tgduray  coloquen t de Cobre (DIU) 



Sobre 10s prectos, sendwon que necesrtntl poner preclos que In gerlte puedn pngw 

"Unn cltnlca se supone que es cnr o, Cunndo escucha chnlca se etltn" 
"Ayudw a Im m d e s  cumdo no pueden curarse y mi a1nrpi.r nlns vtdas" 
"Que las consultos gem mas bu Rtm" 

"St cobra menos puede tt nlas gente" 

Unn mujer, refiet e su experienctn de dnr a luz en Mnx Sdud 

"Cuando yo dl a luz en la  cltnica, todo salio bren felmnente, nacto r q t d o  y la atencron h e  
buena Pero, el espnclo ern tmy pequeno y hncrn uncdor tetrtble, yo lo untco que quena ern 
irme n nu casa Si &rim la9 
ventnnns se llennbn de polvo y entrnbm 10s m c u d o s  Por eso ten1a.n los v-ntnnns cerradns y 
haclamas cdor" 

Alguna sproponen que hnym servtcioa de psiquinh-la o pslcologrn 

Se enteraron de dlfet ente mculera de la Cltn~cn 

" H d m  antes unn poafa p de repente yn no h&ta Stntto curlost dad pot In pt o p q p ~ d q  f i i  n In 
tnnugurnclon Mi h~j i to  h e  el primer pmente y lo atenheron pntts" 

Otrm se enterwon pot In W ,  por las tsvtsttns de IQS ptomotorns, pol la televtston, por 10s 
volmtes, por 10s fmuliates que vieron In publtcrnrlnd 

41 find de lareullton se les enseno p pregunto 91 conocran 10s folletos y trtpticos sobre IRA 
que Mnx Sdud produce Este p p o  no h h t n  tenido In oportuntdnd de conocerlos, pero st 
conocim el nlnterlnl de publicidad 

a) Las usuarias reconocen la labor de 10s profesionales de la cltn~ca Max salud de Urrun~ga 
y apreclan particulmente el buen trato que habtan recrb~do, la atencton, ias instalactones 

b) Una de las mujeres que se h a h a  atend~do el parto en Urmnaga manifesto que In sala 
donde estuvo era muj pequena y muy cdurom, sthiac~on que debena exminarse 

c)Propusieron que las consultas de Max Salud debenan tener prectos que la gente pueda 
pagar h!€encionaron que algunas mujeres descontinuan sus tratarnientos por falta de recursos, 
o porqw tienen que trabrljw para sobrevivir 



d) Los ptoblemas de d u d  de In comuntdad que ellas destacnron heron la desnub~cton, 
fd t a  de nllmentos sufictentes, el desempleo, nlcoilolts~no, drogndmtoti, ptoblenm de adud 
de 10s ntnos, deahtdraiacion por In dialrea, resfitos, mordedurns de penoa, nlosqu~tos, 
zancudoa, colera, muchos h~jos,  rnadres que no tienen como mmtenerse, In cormpclon 

e) Los problelnm dde sdud de Ins muletes tn~ncionacios estuv~eron ref'ertdoa nl exceso de 
ttdmjo, In de~vdorncioii de pwte dr Ins pnrelm, In postttrgwiotl que hncen de aus 
neces~dades, el recargo de resposnabilidades 

9 In violencin lnbnfntnllm y no t~ner. dotlde ncudtt pot aoluciones efectlvm es otro de log 
pi oblemns que sleilten con gt a1 nfliccioa 

g) Este p p o  part~cular de mujeres no conocta 10s folletos de Max Sdud que se les mosho 

PARTICIPANTES EN GRUPO FOCAL SOBRE PARTICIPACION C O ~ T ~  

FECHA 8 de A h 1  de 1997 

NOMBRE DIRECCION 

MLDA FERNANDEZ W C A N  Jr Nicolas dtr Pierola 290 - 
PJ Medio Mundo 

ROSA GUEVARA SAA\WIRA PI olotlgncio~~ Patlatnn 660 
P J Smtos Chocano 

RUPFRTO FICiUERO T-0 Argentitla 126 
Comite de Sdud IV Sectot de U t m ~ n g a  

GERM N CALLIROS ALTAMIRANO Sm h & e s  341, V sector 
Miembro de In Tenencia aobelnncion 

ROSANA CH VFZ FERN NDEZ Av Cluclnyo 688, 
Comite de Sdud - Prontotora V Sector de U m i n g a  

ROSARIO CHOZO S i W m R E S  Smta Mattha 23 1 
Promotora de Salud TV Sector de Urnu~ngn 

EULALIA BAM>A TOR0 M z  Z Lote 16 
Vllla Herniosa - S e p d o  Sector 



E R W  HOYOS ZULOETA V Sector de U n w q a  
Centro de For-tnmion Crlst~mia y Proyecclon Social 

Santn Angela 

NOREEN ALLOSSERY W U H  V Sectot de Ut-rw~npa 
Centro de Fonnncion Cristima v Proyeccion Social 

Smta Angela 

BERNABE REQUEJO S NCHEZ 4v Chtcla~70 650 
Presidents Vmo de Leche V Sector de Um~nga 

LEnCIA S NCHEZ RAhi REZ M z  l3 Lote 29 
Conute de Snlud V Srctoi - Villa Heimosa 

CARLOS REYN 4FrJLRJE VILCHES 
PI ofesor 

SALOM N CALDER N TARRILL0 
Promotor de Sdud 

MAROOT ESPIL hiER.4 
PI omotora de Sdud 

PARTICIPANTES GRUPO FOCAL No 2 
USUARIAS CLINICA MkX SALUD URRUNAGA 

MAR A JULIA OASTELO 

MAR A E CAMPOS 



MACMOLLA RODR OUEZ 

YOLANDA V SQUEZ 

4L1m CAILIAREN 4 

AMALIA CAMPOS 

JUANI SANTA CRUZ 

CLADEM 
Oficlna Regional 

A P 11-0470, Llmq Peru 



ATTACHMENT 
A.10 

LIST OF IEC MATERIALS 



RIATEKI ILKS IEC 

materiales IEC pr oducidos por MnSnlud 

(1 AFlCHE 1 l am Maxlalud I Promoc~on 1 I m~l lar  I ~ l f u t ~ o n  1 I mllar I 10000 

MATERIAL 
PRODUCIDO 

FOLLETO 

TRlPTlCO 

AFICHE 

ROTAfOLIO EN TELA 
Y GUlA DlDACTlCA 

CARTlLlAS 
(HOJA SUELTA) 

CARTILLAS 
(HOJA SUELTA) 

CART1 LlAS 
(HOJA SUELTA) 

CARTILLAS 
(HOJA SUELTA) 

CARTlLlAS 
(HOJA SUELTA) 

T I M  COMICA 

ROTAFOLIO DE MESA 

ALHANAQUE 

1 

TlRAjE / 
CANTID AD 

PRODUCIDA 

2 mrllares 

4 mtllares 

I mdlar 

25 umdader 

20 un~dades 

500 un~dades 

I2  mdlares 

4 mtllares 

4 m~llares 

4 m~llares 

10 un~dades 

l mdar  

TITULO / TEMA 

Conocrendo lar IRA: 

Protejamos a iwestros 
nlnos de las IRA5 

Cu~dado con la 
neumon~a 

tar mfecc~oner 
resplratortas agudas 

Atencion del nlno con 
tos o drf~cultad para 
resprrar 

domo erta su preston 
arter~al' 

lnmuntzac~ones 

La Tuberculorts 

El $IDA Medtdas de 
prevenclon 

famha stn dtarrea n~ 
colera 

Salud Muler 

1996 

I 

UTILIZACION 

Charkas 

Charlas 
Entrevtstas edutat 

D~fus~on 

Cltn~cai 
Promotores 

Entrev~stas 
(med~co) 

Educacron dlfus~on 

Educac~on d~furron 

Educac16n d1fus16n 

Edutacton dtfuston 

Educacton dtfus~on 

Educar 
CharlasICl~n~car 

D~luston 

OBJETIVO 

Educar 
(Motrvar, ~nformar 
educar) 

Edutar 
(Informar onentar) 

Educar 
( S e n s ~ b ~ l ~ z a r  
mottvar dormar) 

Educar 
(Sen  s I b I l I r a r 
motrvar Informar) 

Edutar 
(Inlormar ortentar) 

Educar 
(Informar orrentar) 

Educar 
(Informar, onentar) 

Edutar 
(Informar onentar) 

Edutar 
(Informar orrentar) 

Educar 
(Momr, or~entar) 

Educar 
( l e n s l b t l ~ z a r  
motlvar tniormar) 

Promocton 

I 

CANTIDAD 
DlSTRIBUlDA 

1 m~llar 

2 m~llares 

500 un~dadts 

25 untdades 

20 un~dader 

500 unldadel 

12 mdlares 

4 m~llarcs 

4 mrllares 

4 m~llarts 

2 un~dades 

l mtllar 

AflCHE 

GLOBOS 

BOlSOS 

MALETINES 

NUMERO DE 
PERSONAS A 

LAS QUE SE HA 
LLEGADO 

IS00 

3000 

5000 

2500 

Na atenclones 
Progrma 

500 

25000 

8000 

8000 

I0000 

Ha atenc~oner 
Program 

6000 

Ahora Urrunaga 

Yo soy Maxtto 

Yo natr en MaxJalud 

MaxSalud 

I 

3000 

5000 

1000 

250 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 

- 
- 

, 

Inlorrnat~bn 

Promocron 

Promoc~bn 

Promot~bn 

D~fus~bn 

Promover at a1 
nlno 

Promover panor 

Promocrbn por 
promatorts 

300 unidades 

2 mdlarts 

100 un~dades 

25 untdades 

300 un~dada 

2 mtllarcs 

100 unrdader 

25 un~dadts 



MaxSalud 

MaxSalud 

MaxSalud 

- 

2 un~dades D~fus~on 2 unidades Transeuntes en zona 
urbana y canettra 

TIRAJE / 
CANTIDAD 

PRODUCIDA 
TITULO /TEMA 

NUMERO DE 
PERSONAS A 

LAS QUE SE HA 
LLEGADO 

UTILIZACION OBJETIYO 

Promoc~on 

Promoc~on 

MATERIAL 
PRODUCIDO 

CANTIDAD 
DlSTRlBUlDA 

- 

30 uirdades 

50 un~dades 

Varios 

Varlos 

Varlos 

CANGUROS 

GORPOC 

PANEL 

BANDEROlAS 

PUBLICACION 
PERIODISTICA 

CUNAS PARA 
PERltONEO 

Promocron por 
promotorer 

P r o m o c I o n 
promotorer 
personal 

lnformar Comun~car 

I lnformar Or~entar 

- 

- 

- 

- 

- 

D~fus~on 

Dlfus~on lnformar 
Motlvar 

30 un~dades 

50 un~dades 

50 unrdades 

280 $pots 

I 

300 

500 

60 Pub 

24 cunas 

Dlfus~on promoc~on 
campanas 

SPOT PARA RADIO 

300 spots 

40 prog 

Vanor 

1 En buenas manor 

D~ fu r~on  

lnformar 

Campanas 

SPOT PARA 
TELEVISION 

PROGRAMA RADIAL 

P u b l l c ~ d a d  
~ n f o r m a c l b n  
tomunlcacIon 

Sens~bll~rar or~entar 

Dlfus~on Promoclon 
Sens~b~llzac~on 

Educar 

- 

- 
- 

SO un~dader Tranreuntts 

CARTA 

DtPTlCOS 
TRlPTlCOS 

fam~ha 

Varlos Promoc~on de 
serv~c~or 

24 m~llares 

pramoclon 

Campana casa por 
tasa pronotores 



ATTACHMENT 
A . l l  

THE LEARNING CYCLE & THREE KEY POINTS 
FOR ELABORATING OBJECTIVES 





r 

1 

CONOCiMitN 10 
PRCVIO UC 

Cl LItTAS 
RCSrONSABILlDADL5 
Y TUNCIONLS DE 

LOS 
PAR? ICIPAN I LS 

3 

A N A L I S I S  ur, LA 
CAI'ACIDAD Y It01 
I M I ' L ~ C I I O  CN U N A  

N C C C S I P A D  
SEN T IDA 



~ I E L  PROCESO DE CAPACITACION% 

PROHOVER V O W S  DE EVALLACION PARTKIPATIVA 
PARA EL Ai'IC3DLU-E 

A ' J M D A R  LOS R E S W T A W S  DE LAS CA.PACITAClO\-&S 
PARA V E J 0 L . R  SU DEE\O 

RECOCER R E S U L T W S  DE LOS \ECA\lS\IOS DE 
l S T E K A W 3 I O  Y PASAFUOS A PROGU\UCIOU 

ORGA\UnR COWSIO\TS PARA ANALKAR Y 
CO\SIDERAR LA RETRO.U.IMEWACIO\ SOBRE LA 
C,-,PACXACIO\TS 

C O ~ ~ ~ C A C I O N  COh LA DIR GEh'ERAL 

SITEIUTIZXR LXS LECCIOVES -\PREVDCD4S DE L 4 S  
CXPACITACIONES 

EVXLUACION 


