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EXECUTIVE SUMMARY 

Tius 1s a report on the mid-term evaluation of PROJECT 2000 (No 527-0366), a seven year $30 m1lhon 
Project, complemented by GOP counterpart funds, and implemented under a bilateral agreement signed 
between the Governments of Peru (GOP) and the Urnted States of America on September 29, 1993 A 
four-person team undertook the evaluation m March and Apnl of 1999 The objectives were to I) assess 
progress toward achievements of Project objectives and 1dent1fy and analyze the reasons of any shortfall 
and make recommendations as to how the Inst1tut1onal Contractor, the M1rnstry of Health (MoH, and 
USAID can improve their management and mvolvement m the Project, 2) evaluate the financial, 
mstltut1onal and social sustamab11ity of the Project and make recommendations to enhance s1gmficant 
progress mall three by the end of Project hfe, 3) analyze the Project's resources, budgets, and t1meframe, 
and assess any future need for mod1ficattons, and 4) 1dent1fy any other factor that may have had a pos1t1ve 
or negative impact on Project 1mplementat1on 

The goal of PROJECT 2000 1s to improve the health and nutnt1onal status of young children and women 
of chddbeanng age, the purpose of the Project 1s to mcrease the use of child and maternal health 
mtervent1ons To achieve its goal and purpose, the Project design was designed with a three-pronged 
approach I) prov1S1on of support directly to child and maternal health services, (2) improvement of the 
efficiency of those services through improved management, and 3) support for the financial sustamab11ity 
of those services through improved health financmg As a way of focusmg USAID-supported 
mterventions and ratlonalizmg donor resources m Peru, PROJECT 2000 targets twelve geographic areas 
Ayacucho, ChaVJn, Chanka-Andahuaylas, Huancavelica, lea, La L1bertad, Lima-East, Moquegua, Puno, 
San Martm, Tacna, and Ucayali 

PROJECT 2000, for which USAID has authonzed $30 mdhon, obligated $18 8 nulhon and expended 
$13 4 nulhon through FY 98, 1s jomtly funded by the GOP which expended $9 78 nulhon of PL-480 
funds and $11 9 mdhon of GOP treasury funds from the Project's commencement through FY 98 An 
Inst1tut1onal Contractor (IC), Pathfinder International, who was selected m December 1994 through 
competitive b1ddmg via a selection committee compnsed of representatives of both the MoH and USAID, 
1s responsible for implementation of Project act1v1tles under the direction of US AID and the MoH 

Progress Toward Achievements of Pro1ect Ob1echves 

PROJECT 2000 has evolved considerably since 1t was designed six years ago While the Project goal, 
purpose, and objectives have not changed, the currently planned outputs (prmc1pally functional outputs 
and process act1V1t1es) are very different from the service utilization and servJce outputs projected m the 
design as leading to the achievement of Project objectives With the evolution of the Project, the Project's 
objectives and scope must be modified, they will not be achieved, by the current outputs, m the manner 
and scope ant1c1patcd Add1t1onally, service utihzation and service outputs need to be formulated to hnk 
the functional and process act1v1t1es with ant1c1pated changes in ut1hzat1on of health services, health status 
and sustamab1hty 

The notable success of PROJECT 2000 1s the PCMI, the tram.mg/service quality program in reproductive, 
maternal, pennatal and child health In PCMI, PROJECT 2000 1s piloting a model combnung mnovat1ve 
approaches to human resources development and quahty improvement for MCH servJces m 89 health 
establishments m the twelve targeted regions of Peru Phase one is proceedmg successfully at the basic 
qualification level, and is showmg evidence of 1mprovmg quahty of MCH services and mcreasmg 
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utthz.atton of those services The PCMI ts now at a cnttcal juncture for deternuning program thrust for 
the next program pilot phase - "vertical" increases in levels of quahty versus "honzontal" spread of 
minnnal quahty improvements to the 2,500 estabhshments in those regions 

To support the PCMI, PROJECT 2000 has improved drug management, evaluated the national health 
mformat1on system, and developed supervisory approaches for the PCMI program m the 89 hospitals An 
lnformat1on, Education and Communication (IEC) component to the Project started late and has been 
relatively weak to date In the Project extension recommended by the evaluation, IEC would be 
strengthened 

PROJECT 2000 had financial management and health financing components that got off to a slow start 
Some act1V1t1es have been dropped The Budget Programmrng System (SPP) ts undoubtedly the most 
significant output, 1t 1s a powerful and flextble electronic spreadsheet-based software program that can be 
used to estunate both the unit costs and the total costs of all MoH health fac1hty act1v1t1es This system 
represents an important break with the top-down way goals were established and budget requests 
developed m the past The second s1gmficant output 1s the Cost and Income Informat1on System (SICI) 
Tuts step-down cost analysts software tool has been developed and implemented by PROJECT 2000 m 
three hospitals (Huaras, Ayacucho and San Martm) and introduced the five service networks funded by 
the Bank's basic health project The SICI system ts designed to be compatible with the SPP 

Fmanc1al, Instttut10nal and Social Sustamab1htv, 

There are a number of md1cators of the potential sustamab1hty of the two key financial management 
systems (SPP and SICI) developed by PROJECT 2000 To date, however, there has been inadequate 
networking with M1mstry of Economy and Fmance (MEF) who appear mterested and supportive of both, 
they need, however, to be brought into the process to better ensure that the systems are designed in a 
manner that ts consistent with MEF's needs and reqmrements Tuts would greatly enhance the 
sustamabthty of both of these act1vtt1es 

An important question for the evaluation team was the financial sustamab11tty of the PCMI 
Unfortunately, PROJECT 2000 dtd not have the necessary data that would have enabled the team to 
breakout start-up and recurrent costs It 1s noteworthy, however, in a cons1derat1on of financial 
sustamab11tty, that while there has been a shortfall of PL-480 fundmg, the GOP and the MoH have more 
than offset this shortfall with pubhc treasury financing Total counterpart funding has exceeded the level 
stipulated in the GOP-USAID Project Agreement The MoH's widespread interest m and universally 
enthusiastic support for the PCMI, together with the MoH's significant financial contnbulton to the 
Project augur well for the financial sustamab1hty of the Project's mtcrventlons 

The prospect of mst1tut1onal sustatnab1hty of the PCMI appears strong On the operational level of 
indtv1dual service inst1tuttons, the potential for sustamab1hty ts excellent Regional authont1es, hospital 
directors and service provtders "own" the improvements They point to renovated fac1ht1es, improved 
client sat1sfact1on, better case management and increased service volume and say 'We dtd this Tuts ts the 
result of our problem-solvmg, our efforts and our concern" 

Patients and thetr fam1hes are recogmzmg and apprec1atmg the positive changes m PCMI-ass1sted 
hospitals, much more work ts needed, however, before communities are knowledgeable about healthy 
behaviors, danger signs, when to seek help and routinely demand high quality maternal and child health 
services 
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The Pro1ect's Resources, Budgets, And T1meframe 

The Project's rate of expenditure of grant momes was relatively slow ID its first two years, owmg to major 
modifications that were made m the design of the core activ1ties of the Project, VIZ , the content and 
approach of the PCMI While the Pathfinder contract was signed ID December 1994, and Pathfinder 
began workmg on the Project ID Apnl 1995, 1t was not until May of 1996 that there was agreement on 
what PCMI would consist of It was not until September 1996 that the sub-contract with Consorc10 
ESAN, which has led the PCMI, was signed The roll out of the PCMI, therefore, began only a httle more 
than 1 5 years ago It 1s estimated that the PCMI component of PROJECT 2000 is currently about two 
years behlDd the trauung implementation schedule 

The evaluation team recommends the Project be extended and that fundmg to Pathfinder International be 
extended through December 2001, plus time for closeout 

Other Factors Influencmg Pro1ect Implementatmn 

Two factors mfluenc1Dg Project implementation relate to the structure of the Project and the relationships 
between the three key parties m PROJECT 2000 USAID, the MoH and the IC These factors have led to 
delays, and lead to cont1Du1Dg conflict w1thm the Project The first factor 1s the complex structure of the 
Project and the multiplicity of parties The MoH counterpart to the IC 1s a Special MoH Urut (UEP 2000 
2000) that reports to the Office of F1Dancmg, Investment and External Cooperation of the MoH, rather 
than to the MoH hne departments of maternal and child health The IC itself has two malD subcontractors 
that, rn tum, have further subcontracts 

Secondly, the Project Agreement and the contract between the USAID and the IC state that the MoH wdl 
personally approve all Project documents that authonze procurement of services and will participate fully 
with A ID m gmdmg and momtonng the Project The UEP 2000 understands this language 1ttera1ly 
They understand that they are authonzed by this language to review every prospective purchase of 
services on the part of the IC, regardless of the cost, and that theu approval, or demal thereof, of the 
prospective purchase should be based upon a senous review of the hne items m that document The result 
1s delay and fnctlon 

Recommendations 

l11c team has made a great many reconuncndat1ons as to how the IC, the MoH, and USAID can improve 
theu management and 1Dvolvement m this Project, enhance the financial, 1Dst1tut1onal and social 
sustarnab1hty of the Project, modify activ1ttes to more fully achieve the projected outputs l11ese 
recommendations arc compiled together m ANNEX I of the report 
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1 BACKGROUND 

1 1 Goal, Purpose, and Components1 

PROJECT 2000 (No 527-0366) is lIDplemented under a bilateral agreement signed between the 
Governments of Peru (GOP) and the United States of Amenca on September 29, 1993 The goal of this 
seven-year US$ 30-mtlhon grant, complemented by GOP counterpart funds2

, is to improve the health and 
nutnt1onal status of young children and women of childbeanng age The purpose of the Project is to 
mcrease the use of child and maternal health mtervent1ons The Project was designed to mcrease 
appropnate use of cluld and maternal health mtervent1ons while, through commumty-based promotive 
and preventive act1v1t1es, it would decrease the need for curative care, thus contnbutmg to a greater 
efficiency m fac1hty-based services The Project also was designed to address issues of sustarnab1hty, 
behevmg that higher levels of appropnate utihzation could be achieved only 1f services were made more 
sustamable by becoming more available, accessible and, acceptable To achieve its goal and purpose, the 
Project design was designed with a three-pronged approach 1) prov1s1on of support directly to child and 
maternal health serVIces, (2) improvement of the efficiency of those seTVJces through improved 
management, and 3) support for the financial sustamab1hty of those serVIces through improved health 
financmg 

As a way of focusmg USAID-supported mtervent1ons and rat1ona11Z1ng donor resources m Peru, 
PROJECT 2000 targets twelve geographic areas Ayacucho, Chavm, Chanka-Andahuaylas, 
Huancavehca, lea, La L1bertad, Llflla-East, Moquegua, Puno, San Martrn, Tacna, and Ucayali 

To fac1htate Project management and ensure appropnate techmcal assistance, the mam Project act1V1t1es 
are bemg implemented through an Inst1tutional Contractor (IC), Pathfinder Internat1onal, who rehes on 
overall pohcy and techrucal guidance from the Mm1stry of Health (MoH) and USAID/Peru The IC was 
selected m December 1994, through competitive b1ddmg, via a select10n committee compnsed of 
representatives of both the MoH and USAID 

Most Project teclm1cal and financial resources have been devoted to the first component - Strengthenmg 
Cluld and Maternal Health Services - which was designed to provide assistance to pnonty health and 
nutnt1on programs and was expected to result m a VIs1ble reduct10n m mfant, young child and maternal 
deaths, as well as 1IDprovements m nutntional status USAID and the MoH designed the other two 
components as "enablmg" components that would contnbute to the long-term v1ab1hty of child and 
maternal health services and help ensure the future of those services 

The first Project component, Strengthenmg Child and Maternal Health Semces, was designed to expand 
the coverage and improve the quality of national child and maternal and pennatal health programs, 
pregnancy and delivery care, acute respiratory mfect1ons, with emphasis on pneumoma, mfant and young 
child nutntlon, 1mmuruzat1on and diarrheal diseases Because existmg child survival programs m Peru 
had appreciably reduced mfant deaths due to 1mmuno-preventable and diarrheal diseases, PROJECT 2000 
was to place the greatest emphasis on programs that would target the major killers at the time of Project 
design - pennatal complications and acute respiratory diseases, as well as on malnutntion - as major 
contnbutmg causes of mortality and a senous impediment to child growth and development PROJECT 
2000 was not to place great emphasis on strengthenmg family plannmg seTVJces because other USAID 

1 Taken from the Evaluatlon Scope of Work 
2 1994-1998 expenditures 
USAID US$ 14 mtlhon 
GOP PL-480 of $9 78 and GOP treasury of $11 95 nulhon 
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activities are prov1dmg ass1stance to the Famtly Planmng Program of the MoH These are the centrally 
funded USAID Projects workmg together m Peru as the PASARE Program (Reproductive Health 
Assistance Plan) and Cobertura con Cahdad (public sector support) 

The second Project component, lmtlatives for Efficient Management, was designed to help decentralize 
admirustrat10n, and to improve the management of resources and budget levels for child and maternal 
health programs To support tlus component, tl1e IC was charged w1th developmg pilot activities m tl1e 
Project pnonty areas m decentrahzed management improvement and total quality management, all of 
which were to be geared toward mcreasmg the quahty and efficiency of health care services In addition, 
under tlus component the IC was charged with mtroducmg a cost-based programmmg and budgetmg 
process mto the MoH that would help the MoH rat10nahze its budget requests and disbursements 
Fmally, under tlus component the Project was to provide short-term and long-term trairung opportumt1es 
m pubhc health and program management 

The tlurd component, Hcallh Care fmancmg, was designed to support MoH efforts to augment resources 
for pnmary health care through mcreased mob1hz.at10n of funds and strengthened efficiency Among 
other issues, 1t was to stnve to mcrease the amount of the pubhc sector budget available for child and 
maternal health services Tins and such other issues as decentrahz.ation, the budget allocation process, 
budgetary segmentation, cost recovery and poss1bihties for pubhc/pnvate sector collaboration were to be 
addressed through pohcy dialogue with relevant GOP entitles and health sector donors Other efforts 
related to cost recovery and equity of service proV1s1on to low-mcome populations were to focus on the 
development of ratJonal user fee and cost-recovery systems Studies on cost analysis of health services 
and on health care demand would help the IC make recommendations for user fees, fee exemption cntena 
and cost-contamrnent mechanisms 

1 2 Role of PROJECT 2000 in the USAID Portfolio 

PROJECT 2000 1s one of ten projects m the portfolio of the Health, Populat10n and Nutnt10n Office 
(HPN) of USAID/Peru It 1s the largest, at an authonzed $30 million, and one of the three considered by 
USAID/Peru to be most important and complementary The other two Projects are ReproductJve Health m 
tl1e Commumty (REPROSALUD) and PASARE REPROSALUD seeks to s1multaneously improve the 
reproductive health status of poor PeruVIan women and meet their strategic gender needs It has four 
components commumty dialogue and diagnosis, subgrants, advocacy, mformat1on dissemination and 
consumer education, and health-focused mnovative activ1tles Through PASARE, the coordinated efforts 
of fourteen Cooperatmg Agencies funded by USAID/Washmgton's Global Bureau, USAID provides 
techmcal and financial assistance to the MoH m service dehvery, management systems, mformatlon, 
educat10n and commurucation (IEC), evaluation, and research 3 

1 3 The Umdad Especial Proyecto 2000 (UEP 2000 2000) 

The Urudad Especial Proyecto 2000 (UEP 2000 2000) or Special Umt for PROJECT 2000 is tl1e counter
part designated by the MoH for USAID's PROJECT 2000 The designation of a special umt, outside the 
lme MoH departments to be the counterpart, results, at least m part, from a December 1993 mstitutional 
analysis of the MoH That analysis, conducted by USAID/Peru, concluded that 1t would be wise, given 
v.cak mternal controls withm tl1e MoH, to have a special urut withm the MoH, manage PROJECT 2000 
In the followmg quote, taken from that report, t11e acronym for the MoH 1s the MOS 

3 USAID/Peru Office of Health, Populauon and Nutntmn, Overview of Project Portfolio, July I 998 
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As a corollary of this mst1tut10nal evaluation, we consider that given the mternal control defic1enc1es m 
the different areas mentioned m the Imes above, we are m the position to affirm that the best manner m 
which MDS could momtor the new project would be by means of a Special Umt to be established w1thm 
MDS itself, wluch would dedicate itself exclus1vcly to financial and pragmatic management of the 
project It should also coordmate closely with the MEF Special Umt m the timely dehvery of funds to the 
health Regions and follow-up on the apphcat1on of the funds to the programs accordmg to the budgets 
and/or operative plans This Umt w1thm MDS should have techmcal adm101strat1ve advisory personnel at 
the central and regional levels m order to support the development of the new project's act1V1t1es \VIth the 
approval of the respective Health Program directors MDE's Upper Directorate should assess this 
adm1rustrat1on mecharusm for the PROJECT 2000 4 

l11e office and contracted staff of the UEP 2000, supported m part by USAID Project funds, are m the 
MoH, one floor apart from the Institut10nal Contractor 

2 THIS EVALUATION 

2 1 Ob1echves 

The Scope of Work (SOW) presented four objectives for this evaluat10n (ANNEX 2) "First, the 
evaluat10n will assess progress toward achievements of Project objectives and 1dent1fy and analyze the 
reasons of any shortfall This calls for an evaluation of the changing environment and cond1t1ons and an 
assessment of whether the IC, the MoH, and USAID have acted adequately m their respective roles to 
those changes Furthermore, the evaluation team will make recommendations as to how the IC, the MoH, 
and USAID can improve their management and mvolvement m this Project The second objective of the 
evaluation is to evaluate the financial, mstitut1onal, and social sustamab1hty of the Project and make 
recommendations to enhance s1gmficant progress m all three by the end of Project hfe The thud 
objective 1s to analyze the Project's resources budgets, and timeframe, and assess any future need for 
mod1ficat1ons The fourth objective is to identity any other factor that may have had a positive or 
negative impact on Project 1mplementat1on "4 

2 2 Outputs and Indicators 

The SOW that is the basis for this evaluation presented the outputs identified m the contract signed 
between USAID/Pcru and Pathfinder lnternat1onal m December 1994 USAID/Peru also gave the team a 
copy of text for a proposed revised contract that has been under dJscuss1on between USAID/Peru, 
Pathfinder Intcmat1onal and the MoH for the past year Contract rev1s1on has been stalled over the past 
year due to a number of issues 5 USAID mstructed the team to use the outputs identified m the proposed 
revised contract, which USAID mdJcated the M1mster formally approved shortly before the evaluat10n 6 

We arc usmg those outputs After the team amved m country, the IC developed and shared with the team 
a matnx hstmg outputs based upon the proposed rcVIscd contract and md1cators related to those outputs 
(ANNEX 2) 

4 USAID/Peru Scope of Work for the evaluallon team 
5 One issue \\as the long process of documentmg all the changes requested, another issue under d1scuss1on was the 
role of the MOH counterpart m the financial supcrv1s1on and morutonng of the Pathfinder contract 
6 We did not see a copy of final revised contract 
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Although the Project has revised outputs and indicators (at the output level) since the Project Paper, 
Logical Framework and USAID/Pathfinder contract was signed, the stated Project goal, purpose, scope, 
targets, approach and objectives have not changed See the following two matnces that illustrate the 
current "disconnect" between the Project's scope, indicators and objectives on the one hand, and its 
currently anticipated outputs on the other hand 

Matrix 1 PROJECT 2000 Goal, Purpose, Scope, Approach and Objectives 
Logical Framework and Current Status 

Component Logical Framework Design Current Design 

Goal To improve the health and nutntion to improve the health and nutntion status of 
status of young children and women of young children and women of ch1ldbcanng 
clnldbcarmg age age 

Purpose To mcrcase the use of clnld and to mcrcase the use of child and maternal 
maternal health interventions health interventions 

Scope of Natmnal (33 regions) 12 regions with a focus on 89 health 
Project estabhshments within the 2481 health 

establishments in those 12 re~;ions 
Indicators of ti Infant mortality rates No revision to date 
success at disaggregated by age and cause, 
purpose ti Breastfeeding, weaning and 
level growth morutonng rates 

0 Immumzation rates 
0 Maternal-pennatal health, 

includmg family planmng, rates 

• ARI and DDC rates 
Basehne and 1991 DHS and Projections for 1996 No update 
targets 

Approach "I) Providmg support directly to child The three-pronged approach 1s phrased the 
and maternal health services, 2) same m the proposed revised contract 
improving the efficiency of those 
services through improved 
management, 3) supportmg the 
financial sustamab1hty of those 
services through improved health 
financmg 

Components Three components and objectives Components and objectives are Virtually 
and congruent with the approach above identical m the proposed reVIsed contract as 
objectives See the matnx below they were m Project Paper, Logical 

Framework and Contract 

To achieve the three objectives, the Logical Framework presents 40 outputs and md1cators for those 
outputs They mclude 
• "Functional outputs which measure the number of actiVIties conducted m each functional area such as 

trammg or IEC" 
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• "Serytce outputs which measure the adequacy of the service delivery system m terms of access, 
quality of care and program unage" 

• "Serv1ce ut1hzat1on which measures the extent to which the services are used" 7 

The proposed revised contract presents fifteen 11pnnc1pal outputs" and adcht1onal "major outputs", none of 
wluch arc service outputs or service ut1hzauon These mclude act1v1Ues of plannmg and 1mplcmcntat1on 
that are at the process level, and functional outputs, a key one of which is the establishment of a trammg 
program m reproductive, maternal, pennatal and child health (PCMI) The md1cators identified by the IC 
to assess these act1v1t1es and outputs are a senes of tasks See the followmg matnx that Illustrates the 
conceptual difference between process and outputs m a plannmg and evaluation framework 

There is a cnt1cal conceptual gap between the largely process-level act1v1t1es currently 1dent1fied by the 
PROJECT 2000 partners and the stated, outdated Project Objectives This gap makes 1t difficult to 
respond to the SOW objective of assessmg progress toward achievement of Project objectives ll1c simple 
answer to the SOW question about progress toward these objectives is 

• No, the Project is not progressmg to achieve those objectives on the scale or m the manner 
ant1c1pated The Project has evolved and USAID, the UEP 2000 and IC must update the objectives, 

• The Project must develop a conceptual framework which lmks, through service ut1hzat10n and service 
outputs, those new objectives with its currently anticipated outputs, 

• However, the Project is accomphshmg some outputs projected m the ongmal design and has 
accomplished other act1v1t1es - most notably the PCMI - that are chscussed m this report 

7 Jane Bertrand and Amy Tsm, INDICATORS FOR REPRODUCTIVE HEAL TH PROGRAM EVALUATION, 
page 14 
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Matnx X Project Components, ObJect1ves and Outputs 
Lo!Ical Framework and Current Status 

Project ObjeCUve Logical Framework. Outputs and Indicators "Pnncipal Outputs" m proposed revised contract 
Comoonents 
Strengthemng to expand the 40 mdtcators related to the followmg outputs and sub-outputs • Reports on formanve research on the maJor 
Chtldand coverage and • Matemal-pennatal health, mcludmg famtly plannmg (5 sub- health topics of the Project, wt th messages for 
Maternal improve the outputs and 12 mdtcators), eicample the pnonty areas denved from tins research 
Health quality of nauonal Pregnant women ha\e adequate access to prenatal care -first prenatal visit • Estabhshment of a tranung program m 
Services chtld and maternal wtll occur on average before the 4lh month of pregnancy, rural women \Vlll reproducuve maternal, pennatal and cluld 

health programs, receive on average 3 prenatal visits health (PCMI) 
mclmhng • ARI and pneumonia (2 sub-outputs and 4 mdtcators), example • Local-level IEC acttvtttes for the pnonty 
responsible Early idenUficatloo and dtagnos1s, and early treatment of children with areas that encompass the matemal/chtld health 
parenthood, pneumoma impro"e - 67% of ARI cases seen tn health facihues wtll topics of the Project 
pregnancy and receive appropnate case management • Self-mstruCUonal matenals for health 
delivery care, • Breastfcedmg, l'teamng and growth momtonng (4 sub-outputs and personnel and commuruty-level health workers 
acute respiratory 9 mdlcators), e"<B.IDple on matemallchild health topics 
infections, with Hospital pracilces that support the estabhshment of exclusive • A contmumg educabon bulletm or 
emphasis on breastfeed.mg 1mpro\e - 80% of MoH hospitals wtll have post-partum supplement to an exisung pubhcat10n that will 
pneumoma, mfant roorrungm keep MoH personnel current on rnatemal/chtld 
and young chtld • lmmumzabons (3 sub-outputs and 4 mdicators), example health topics 
nutnuon, Chtldren complete their vaccmauon senes by age one - 800/o of children • An evaluation of the presently funcuomng 
nnmuruzauon and wdl have reached their first buthday wtth complete unmuru:zabons ms and the uggrndlng of thts svstem 
diarrheal diseases • Diarrheal disease control (3 sub-outputs and S mdtcators), example • Improved management of medtcmes m the 

Avallab1bty of ORS unproves - 80% of health facibues wtll have ORS 18 PCMI-related hospitals 
packets available • An mforrnabon system component. 
• Information (1 sub-output and 2 mdtcators) mtegrated with the uresent1:£ funct10mng HIS, 
Ubl1zauon of health mfonnauon produced m the sector for decision- that tracks Project 2000 indicators withtn the 
makmg ts unproved - 80% of local health wnts will be able to calculate pnonty areas 
and utilize selected mdtcators usmg the HIS/MIS system • A decentrabzed morutonng and su~rvtsorv 
• Superv1S1on (l sub-output and 2 mdtcators) system 
Supems1on of MoH health factht:Ies 1s strengthened - 111 at least 1 local • A total quality management IDlprovement 
health urut. a supervision system (that mcludes a subsystem of morutormg model ptloted m 18 PCMI hospitals 
and quality control) of MoH health fac1httes, especially health center and • A core group of MoH officials tramed m the 
health posts, wdl be unplemented and evaluated most current management practtces 111 the field 
• Logast1cs ( 1 sub-output and I mdtcator) of pubhc health 
LogisUcs system for med1cmes and other suppltes m health servtces 1s • A tested design of a referral Maternal & 
improved - 50% of hospitals health centers, health posts commuruty oral Pennatal Care System 
rehydratton wuts will have some stock of each med.tc111e appropnate to 
that level 



(' 

• Physical Repairs ( l sub-<>utput and 1 mdJ.cator) 
The physical state of repair of health centers and health posts 1s unproved 
- 200 health centers and health posts Wiil have basic repairs done 

Iruaauves for A.uns at • Management (2 outputs and 4 mdJ.cators}, example • A national-level cost-based budget 
Efficient decentralmng MoH mcreases the efficiency of planrung for use of resources - budget programmmg system 
Management admmtstraUon categones Wiil be rauonallzed • A decentralized management nnprovement 

and unprovmg the model piloted m two hospitals 
management of • Quarterly coordmaUon and evaluation . resources and meeungs that mclude USA.ID, the MoH central 
budget levels for office and program managers 
cluld and maternal • Development and nnplementatlon of the 
health programs Information System on Costs and Income (SICI) 
(contract and 
revised contract 
wordmg) 

Health Care to support MoH • Fmancmg (2 outputs and 4 mdJ.cators), • A validated proposal for a user fee system 
Fmancmg efforts to augment Increased GOP resources are mobilized for pnonty cluld sUMval and for health seMces of the MoH 

resources for maternal care programs - More than 55% of MoH services wtll be MCH, • The results and recommendations of a senes 
pnmary health increased from 48% m 1990 of studies on cost recovery 
care through 
mcreased 
mob1llzauon of 
funds and 
strengthened 
efficiency To 
mcrease the 
amount of the 
public sector 
budget available 
for cluld and 
maternal health 
services 
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2 3 Metliodology 

The four-person evaluation team spent three and a half weeks m Peru, workmg closely with USAID, the 
UEP 2000 and IC The UEP 2000 Project Director's secretary, who served the team as a log1st1cs 
coordmator, 1dent1fied important persons and mstitutions to contact and made arrangements for a very full 
1tmerary The team talked with a multitude of persons m the UEP 2000, regional and hospital managers, 
personnel of the IC and its subcontractors, staff of other donor agencies and with USAID The team had 
one bnefing meetmg with three central-level MoH department directors At the service delivery level, the 
team mterv1ewed managers, service providers, patients and their husbands (ANNEX 3 - Persons 
contacted) We reviewed extensive documents, many of which the M1ss1on sent to the team before amval 
ID Peru (ANNEX 4 -B1bhography) 

The four-person team had a total of 16 person-days mterv1ewmg at the service dehvel) level, the time 
was shorter than desired due to the occurrence of Easter holidays w1thm the evaluation's m-country tune 
V1s1ts were made to hospitals and health centers m four regions Puno (six hospitals and two health 
centers), Trujillo (three hospitals), Ayacucho (one hospital for financial systems only), San Martm (two 
hospitals, one health center, and one health post) and Lima East (one hospital and one health center) 
USAID, the UEP 2000, the IC and team decided which regions to visit based on time, secunty and 
program reasons, w1thm those regions, the UEP 2000 selected the service umts and prepared those umts 
for the team's v1S1t Staff from USAID, the UEP 2000 and the Techmcal Assistance Team (EAT) of the IC 
accomparued team members as observers dunng mterv1ews and commentators dunng the car Journeys 
from one site to another W1thm hospitals, team members mterv1ewed hospital directors, health regional 
directors and deputy directors, service providers, IEC coordinators, pharmacy staff and patients (ANNEX 
5 Incountry Schedule) 

There were several hm1tations m the fieldwork Due to the short penod ID the field and the selection of 
sites, the team may have seen ma1Dly the stronger PCMI-ass1sted regions and hospitals The average time 
spent ID each hospital, to mterview staff and patients, was very short - rangmg from a half-hour to two 
hours The team had the opporturuty to mterv1ew, for a total of an hour and a half, only three persons 
from the central MoH hne departments responsible for maternal/pennatal health However, the 
evaluation team (complete or partial) had meet1Dgs with five key M1D1stry of Health Directors, who are, 
and have been, the mam counterparts of the Project 

3 THREE PARTNERS PERFORMANCE, STRUCTURE, AND COORDINATION 

3 I Introduction 

The SOW stated The evaluatwn team w1/l assess the performance of (1) Pathfinder lnternatwnal as IC 
and techmcal assistance proVlder, (2) M1mstry of Health (MoH) and regwnal health authont1es m their 
role 111 general Pro1ect gwdance, momtormg and supervlSlon, and health services as 1mplementmg 
enflfles (3) USAJD, as fandmg agency, m its support for 1mplementaflon and momtormg of Pro1ect 
act1v1fles, coordmatwn with the MoH and other donors smce Pro1ect mcepnon m September 1993 

The evaluaflon team shall evaluate the progress achieved to date m carrymg out planned 1mplementat10n 
tasks under each Pro1ect-supported MoH program and support system as sflpulated m the Pro1ect Grant 
Agreement, lnst1tut10nal Contractor Contract, Annual Operaflonal Plans, Monthly and Annual Reports 
document the current status of each Pro1ect component/tasks, identify and analyze the reasons for any 
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shortfall, and proVlde recommendat10ns to lmprove their lmplementatwn and add or delete specific 
components and tasks, if necessary 

3 2 The Inst1tutwnal Contractor 

The Inst1tut1onal Contractor, Pathfinder International, bid with CARE and Development Associates (DA) 
as subcontractors In addition, there have been numerous other subcontracts to Pathfinder, CARE and 
DA CARE has had a large subcontract with a four-member consortmm led by ESAN, Escuela de 
Adnumstrac1on de Negoc1os The full team of the IC, known as the "Eqmpo de As1stenc1a Tecmca (EAn 
or Techmcal Assistance Team began work m February 1995 

Although from an evaluation perspective 1t 1s desirable to identify separate mputs and attnbute outputs to 
specific mputs (and mstltut1ons), the complex matnx structure of PROJECT 2000 makes 1t difficult to 
answer a number of evaluation questions, particularly those related to attnbut1on and sustamab1hty 
• Who 1s responsible for what? 
• Who takes the credit for success? And the blame for failure? 
• What chd activities cost? 
• Note that among the many parties contnbutmg to the Project, only some of them are devoted full time 
to the Project Among those who have contnbuted are 

• Professional and achmmstrat1ve staff of the IC and its subcontractors 
• Professional and adm1mstrat1ve staff at the UEP 2000 
• Professional and achmmstratlve staff at OFICE 
• Professional and adm1mstratlve staff at MoH, central level 
• Professional and admm1strat1ve staff m Regional DITectors' offices 
• Medical, techmcal and adm1mstratlve staff at the PCMI hospitals 

The current Project 1s very different from that projected m the Project Paper - m some ways, 
d1sappomtmgly short of what was projected However, there has been a great deal of change smce the 
Project was designed and much of what was presented m the Project Paper seems, m retrospect, 
unreahst1c (scope of the Project mcludmg all the systems), based upon faulty knowledge (state of the 
national health mformatlon system for example), or outdated (mterest m financial reform) However, 
there are s1gmficant contnbut1ons m PROJECT 2000, and the IC and all the parties hsted above have 
contnbuted to those achievements 

There 1s one consistent complamt about Pathfinder Internatlonal's performance, however, that must be 
raised Pathfinder Internat1onal m its proposal bid a great many accomplished mternat1onal professionals 
USAID and the MoH beheve Pathfinder has not delivered adequately of that techmcal expertise -
supposed to be centered m Boston and avallable to support Pathfinder's programs mternatlonally They 
note that with the exception of an excellent Quality of Care Boston-based staff person, Boston has given 
httle techrucal support to PROJECT 2000, Instead the IC has developed a senes of contracts with other 
mst1tut1ons, both Peruvian and USA based It would not be effective or efficient to change the structure at 
this pomt, however, both Pathfinder Intemat1onal and USAID/Peru would be wise to learn from this 
expenence that has been frustratmg to USAID and the MoH 

As the followmg pages md1cate, there is a great deal to be accomplished before the achievements of 
PROJECT 2000 are financially and mstltutlonally sustamable Two adchtional years are necessary to carry 
out the recommendations m this report 
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Recommendation 

Extend fundmg to Pathfinder International to December 2001 (plus time for closeout) to enable the 
full developmentlcomplehon of the activ1ties presented m this report 

3 3 The UEP 2000, t/ie MoH Pro1ect Umt 

The SOW asked the team to "assess the performance of the MoH Project Umt m fulfillmg theIT Project 
1mplementatlon respons1b1lit1es m tenns of the followmg hru.son with USAID/HPN m formulatmg 
overall Project pohcy and makmg major Project management declSlons, prov1dmg gmdance to the IC m 
Project implementation, and coordmat1on with the IC m the financmg of Project act1v1tJ.es m regions, 
ensunng that Project actlVlttes are earned out by the MoH counterpart, m accordance with the terms and 
cond1t1ons m the Project Agreement and annual workplans and budgets, fac1htatmg the coordmation of 
Project mputs and activities with programs at tl1e central level of the MoH and between the central and 
regional levels, ensunng the efficient and appropnate use of counterpart-financed techmcal adVIsors, 
commodities and vehicles, ensunng that PL-480 funds programmed under the Project reached the 
regional levels m a ttmely manner and subm1ttmg annual detailed plans for the use of any Project funds 
(donation) provided directly to the MoH 11 

The UEP 2000 has been responsible m fulfilling thetT Project respons1b1lit1es PROJECT 2000 is thetT 
project and they are fully mvolved m almost all aspects of plannmg, managmg, morutonng and evaluatmg 
1t They have focused particularly on the PCMI and neglected, relatively, the Management and Fmancmg 
Components of the Project (See Section 8 ) 

The background to the UEP 2000's performance m PROJECT 2000, as descnbed by all three partners, 1s 
that the MoH wanted USAID to fund the MoH directly - without an Amencan 1nst1tutional contractor 
USAID decided on an Amencan mst1tut10nal contractor, but reassured the MoH that they would play an 
important role m gmdmg and momtonng the Project and the IC Indeed, the Convemo between the USA 
and GOP, signed 9/30/93, states " As parties to the Project Agreement, the MoH and A ID are the 
pnmary implementers of PROJECT 2000 An U S lnst1tut1onal Contractor, whom A I D will dtTectly 
contract m consultation with the MoH, wtll assist them m this effort Major management dec1s1ons will be 
taken jOmtly by the MoH and A I D , with mput from the Inst1tutional Contractor 11 The Convemo further 
states 11 That Contractor will rely on overall pohcy and techmcal guidance from the MoH and the Agency 
for lntcrnat1onal Development "9 The designated (MoH) Project DtTcctor shall have central 
coordmat1on, momtonng and evaluation respons1b1ht1es for the Project, with specific regard to ha1smg 
with A I D /HPN m formulatmg overall Project policy and makmg major Project management dcc1s1ons, 
providing guidance to the Inst1tut1onal Contractor m Project Implementation "10 

Later, the Convemo states" The MoH wtll personally approve all Project documents that authonze 
procurement of services and will part1c1pate fully with A I D m guiding and momtonng the Project 11 The 
language of the contract between USAID and the IC differs slightly, but importantly, from that of the 
Convemo The contract states "The MoH Project DtTector will personally approve all contract documents 
that authonze procurement of services and wtll parttc1pate fully with A I D m gmdmg and momtonng the 
Project and the IC "12 

9 Page 2 
10 page 10 
11 page 13 
12 Page 67 
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The UEP 2000 understands the language of the convemo and contract literally They understand that they 
are authonzed by this language to review every prospective purchase of services on the part of the IC 
regardless of the cost, and that the1r approval or demal thereof, of the prospective purchase should be 
based upon a senous review of the hoe items ID that document The UEP 2000 related that they are held 
accountable at audit time for the1r signatures approv1Dg the purchases and subcontracts of the IC Audits 
perfonned by the Controlana of Peru, last five to six months a year as each document 1s mmutely 
exammed The UEP 2000 feels aulhonzed and responsible for the cost-effectiveness of the IC and its 
subcontractors They verbalized particular concern about the cost-effectiveness of the ESAN subcontract 
and about the salanes of 1Dd1v1duals on that subcontract 

The IC pomts out they have a contract With USAID and are responsible through them to the US Congress 
From the1r perspective, they are techmcally accountable to USAID and the UEP 2000, but financially 
accountable only to USAID that is both financially and programmaUcally accountable to the US 
Congress They verbalize frustration at the delays the dual accountab1hty results m, as well as frustration 
with the focus on process, rather than results when the UEP 2000 assumes the role of fimncnl <;upen 1sor 
(ID contrast to techmcal counterpart that 1s welcomed) The techmcal rclat1onslup, wluch should be 
focused on results, becomes distorted by 1Dqmres/concems that anse from the role of financial supervisor 

The evaluation team knows of no other USAID project ID which a USAID mst1tutlonal contractor is held 
financially accountable to a host country government as well as to USAID for that contract between 
USAID and the contractor Such a dual accountab1hty is unfortunate, has been an 1mped1ment to smooth 
and timely 1rnplementat10n, and is 1DCons1stent with management pnnc1ples of clear delegation of 
authonty, respons1b1hty, and accountab1hty The team beheves that an assessment of the cost
effect1veness of this USAID donation (versus loan) from the USA to the GOP 1s the respons1b1hty of 
USAID, not the UEP 2000 

Recommendation 

Language m the Contract between USAID and the IC for a Project extension should be revised so 
as to delete all language md1catmg that the MoH and its designated counterparts should approve 
"contract documents" 

3 4 USAID 

The SOW stated that the team should evaluate USAID performance regardmg its overall Project 
momtonng respons1b1hty, mcludlDg the followmg directly procunng the services of appropnate 
mstltutions to carry out the cost study and demand study, directly procunng the services of the IC, 
overseemg and gmdmg the IC act1v1ties, rev1ewmg and approvmg workplans, and subcontractmg 
act1v1t1es, and mod1ficat1on proposals, prov1dmg feedback to the IC and MoH on Project 1rnplementat1on 

USAID has devoted great effort to PROJECT 2000, with both the IC and UEP 2000 USAID staff are 
committed and devoted to the Project and its partners As will be noted below, Project momtonng and 
support is not easy, given the structure of relat1onslups between USAID, the MoH, the UEP 2000 and the 
IC and its subcontractors - and the complexity of the Project itself 

The team notes, however, that on a number of occasions USAID has appeared slow to make dec1s1ons or 
bnng issues to conclusion For mstance, the revised contract between USAID and the IC, which was 
reportedly approved by the MoH shortly before the team's amval, had been m process for a vear, m fact 
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some of the outputs m it are outdated at this pomt The demand and cost studies, recommended m the 
Project Paper as to be completed pnor to the Project with duect USAID fundmg and to provide mput mto 
the design of the national user fee system, were not completed until May 1996, sixteen months mto the 
Project The IC notes that the approval process took much longer than expected 

Strong support is needed from USAID on big issues While the Project's evolut10n from that descnbed m 
the Project Paper to the current status is understandable, it is unfortunate that USAID, as the one with 
ultimate respons1b1hty, did not appear to mamtam a "big picture" focus as the Project evolved - so that all 
parties would remam focused on objectives and outputs (results), even as they evolved (See Section 2) 

3 5 Structure 

This Project has multiple parties mvolved with each of the three main "partners" (USAJD, MoH, and JC) 
The multiplicity frequently leads to frustrat10n For mstance, the first-lme counterpart for the IC, as 
authonzed by the MoH, is a special urut with contract staff, the UEP 2000 2000, that reports to the Office 
of Fmancmg, Investment and External Cooperation (of the MoH) Through the UEP 2000, the IC relates 
to the MoH departments who have lme respons1b1hty for maternal and child health programs at the central 
level, and at the regional level, the IC relates to the hospitals m collaborat1on with the UEP 2000, through 
the regional dtrectors who report to the Office of the Vice M1ruster of the MoH The IC, with 
responsibility for 1mprovmg matemal/pennatal service quahty and utihzatlon and estabhshmg sustainable 
systems m the programs of the Mott, has no dtrect relationship with the programs that have lme 
respons1b1hty m the MoH for matemal/pennatal health Nor, according to the understanding between the 
IC and UEP 2000, 1s the IC's financial expert to have dtrect relationships with the vanous personnel and 
departments m the MoH that are charged with planmng and financmg health at the central level 

The UEP 2000, on the other hand, views the IC and its subcontracts as a senes of layers and relates to 
ESAN, responsible for the acclaimed PCMI, through the IC and its subcontract with CARE Add several 
levels and offices of USAID - streamlmmg the Project is not, from any partners' perspective 

In theory, the structure of PROJECT 2000 has advantages PROJECT 2000's reportmg to OFICE rather 
than lme departments of the MoH might be understood as addmg further techrucal resources and 
developmg further commitment to the sustamab1hty of PROJECT 2000 mtervent1ons 13 The fact of the 
matter 1s more difficult The MoH lmc department directors the team mterv1cwed stated they saw three 
parallel structures the MoH programs, the UEP 2000 and the IC Concern was expressed how the 
activities and processes would be transferred from the EUP/IC to the lme program departments The team 
did not sense that the MoH lme program departments "own" PROJECT 2000, although they acknowledge 
and express appreciation for obvious improvements m PCMI-ass1sted hospitals 

Despite this cumbersome structure, the Project has achieved important results, as are discussed m the 
pages that follow The mstltutlonal arrangement frustratmg to the UEP 2000 (PCMI bemg the 
respons1b1hty of the ESAN Consortmm) is the very one that has resulted m the 1nnovat1vc, successful and 
acclaimed PCMI We do not believe it would be effective or efficient to change that arrangement at this 
po mt 

13 In add.JI.Ion to it bemg a wise structure m hght of the weak mtemal controls noted m the MoH m 1993 as noted m 
Scct10n 1 3 
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• While the process may be frustratmg, m the reengmeered USAID, results are what count 

• Any change m the structure of PCMI respons1b1hty and accountab1hty would lead to 
s1gmficant lost tlme and there is no time to be lost if PROJECT 2000 1s to ensure msbtut1onal, 
financial and social sustamab1hty of the PCMI before 2002 

The following drawmg illustrates the structure of PROJECT 2000 at the central level 
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Structure of Program Authoraty, Respons1b1hty and Accountab1hty m PROJECT 2000 

US Congress 

USAID/W 

USAID/PeruJHPN 

MoHMCH 
deoartments 

M1mster of Health 

OFICE 

~--...-----~-----------------------------------------'---------' 

lnsl1tuttonal Contractor (Pathfinder International) 

DA CARE 

ESAN 
Consortmm 

---------------------------------------------------------------, 
Authonty, respons1b1hty and accountab1hty = 

... . 
Collaborauon and Coordmallon to aclueve common goals = 

Tecluucal accountab1hty from IC to EUP, 
Disputed financial accountab1hty • • 
"The MoH and USAID are the pnmary parties to PROJECT 2000 It 1s the 
role of the IC to unplement the parts of the project that come under this 

r contract under the tecluucal guidance of the two s1gnatones to the Project 
agreement In all of these aellvitJ.es, USAID will consult extensively with 
the MoH The MoH Project drrector Wiii personally approve all Contract 
documents that authonze procurement of services and will part1c1pale fully 
with USAID m guiding and morutonng the Project and the IC "(Contract 
527-0366-C-5049-00, 12/20/94 
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3 6 Partnership 

Although the Project's Convemo and Contract were wntten before USAID reengmeermg, USAID's 
understandmg of partnership 1s relevant "Partners work duectly with USAID to affect the circumstances 
of customers " "Customers are those md1v1duals or groups that receive services or products from USAID, 
benefits from USAID programs or are affected by USAID actions Ultimate customers are those who are 
end users or bcnefic1ancs of USAID's programs" 14

, presumably m PROJECT 2000 they are women and 
children needmg/seekmg health education and health services from the pubhc sector 

US AID and the UEP 2000 have viewed PROJECT 2000, a bilateral Project, as a partnership of two, with 
mput from a third party who 1s held responsible and accountable for Project outputs The language of the 
Convemo and the contract, as well as the structure, reflects this state A contract extension may be the 
time to acknowledge that there 1s a third partner m this Project 

Recommendations 

The new contract should be worded to reflect USAID reengmeermg m which USAID and those who 
work directly with USAID to affect the circumstances of customers are considered partners 

PROJECT 2000 should hold a fac1htated workshop focused on results, usmg the PCMI problem
solvmg methodology to resolve conflicts, establish team work and mcrease profess10nal 
collaboration among the three PROJECT 2000 partners 

3 7 Coordination 

Coordmation occurs withm PROJECT 2000 on many levels between the PROJECT 2000 parties and 
between this Project and other projects Particularly noteworthy at the regional and hospital levels was the 
constructive way staff pooled resources from regional authonties, vanous USAID Projects and other 
sources to fund facility upgradmg as a consequence of their PCMI problem-solvmg 

Coordmation with REPROSALUD 1s particularly Important as It works at the commumty level, 
coordmabon has not been very close nor does 1t appear that PROJECT 2000 has availed itself of 
REPROSALUD's findmgs and lessons learned at the community level USAID notes that m the 
commumt1es where REPROSALUD works, women cite "white menses" (regla blanca) as their maJor 
health problem PROJECT 2000 does not appear to have picked up this findmg or to be addressing 1t 

Recommendat10n 

At the central level, PROJECT 2000 should meet soon with REPROSALUD staff to plan how they 
might learn from REPROSALUD's commumty-level knowledge of women's concerns and needs 
and mcorporate that experience, mcludmg that on white menses, mto makmg PROJECT 2000 even 
more effective m meetmg women's needs 

14 IBID 
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4. STRENGTHENING CHILD AND MATERNAL HEALTH SERVICES- CLINICAL 
TRAINING PROGRAM/PCM! 

PROJECT 2000's design envisioned a project to techmcally upgrade and extend the range of established 
child suIVJ.val and maternal child health interventions (MCH) through a senes of pilot model and 
mterventlons in chrucal training, management and health financing The Project's strategy was to improve 
the quality of MCH pubhc services in health posts, health centers, and in surroundmg hospitals through 
the development of a model mservice clirucal skills trammg program, with a focus on the reduction of 
maternal and pen natal mortality A sen es of baseline studies gm des the implementation Wlule the bulk 
of tralillng mterventions were mtended for the pnmary care and commuruty levels, the Project also 
mtends to strengthen hospital management of the obstetric, neonatal and pechatnc emergencies referred 
from the community An IE&C program component was to link and develop comrnumty support to 
increase demand and preventive use of services Concomitant strengthening of management support 
systems and financing expenments are to enable the services expansion, access, coverage and overall 
sustamabihty of services 

4 1 Background and Changes in Program Design 

The Project Paper (PP) targeted the need for skill-onented and participatory clirucal tralillng that was not 
admm1stratJvely separated from practical services delivery It stipulated (1) a Lima-based model climcal 
trammg center for (2) traming of multi-chsciplinary tralillng teams from regional hospitals (3) regional 
hospital teams to develop other model hospital and local clmical traming centers, and (4) model hospitals 
and trarnmg centers to provide clinical tralillng to health personnel from surroundmg hospitals, health 
centers and posts Under the mitial TA contract, this practice-based tralillng model conceived in the PP 
was changed mto a more standard cascade- multiplier tralillng approach with MCH cumcula, hierarchies 
of pilot trammg of tramers (TOT) courses and pilot tralillng programs, etc Numbers of trammg courses 
for vanous levels of practitioners and tralillng content with output targets became maJor contract outputs 

Dunng the second year of 1mplementat10n major Project changes resulted m a supenor and mnovatlve 
trammg approach Project expenence and implementation findmgs comc1ded with unforeseen situational 
mfluences, discussed earlier, to mfluence substantial modifications to the PROJECT 2000 Project focus 
as to the tralillng approach - and eventually followed by changes m TA contract outputs related to this 
component (see ANNEX 2 for revised Project Outputs) The changes m contract dehverables brought the 
trammg concept closer to the ong1nal Project Paper vision of practice-based mservice training Other 
relevant changes m the size and number of Project reg10ns and pilot establishments are discussed m 
Section 2 2 

PROJECT 2000 baseline studies of MCH service quality diagnosed senous deficiencies m the chmcal 
content, the sequencmg and completeness of basic chrucal mterventlons Stuches of provider-client 
commumcations and interactions, chent pnvacy, etc revealed similarly dismal deficits 111 services 
delivery Objective studies of health worker-chent mteractions validated the commumty perceptions of 
poor quality, unfnendly environment, and unacceptable personal treatment Most aspects of cntical MCH 
services were found wanting at pnmary care and hospital levels PROJECT 2000 mvolvement with 
national specialty hospitals as chmcal tralillng centers, revealed chrucal services as flawed and quahty
stncken as those of the small rural facilities, with many of the maternal and pen natal deaths taking place 
in these hospitals on the second or third hospital day This documented fragmentation and incompleteness 
of chmcal mtervent10ns mandated major shifts m the chmcal trammg approach from inchviduals to 
trammg service teams, and from cumcula to on-the-Job performance of standarchzed chmcal practice 
Relatedly, a 1997 National Traming Commission workshop with representatives from the MoH, ODA, 
PAHO, the EEU, UNICEF, held to design a PROJECT 2000 chrucal tralillng strategy, concluded that the 
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standard trammg had faded to improve the quality and the manner of services provision It proposed a 
Vision/Mission statement for a new human resources trammg approach to remedy the frulures m services 
dehvery Spurred on by this challenge, PROJECT 2000 created the mnovat1ve "PCMI" (Programa de 
Capac1tacion Materno Infantil), a model that uses a contmuous quality improvement methodology (CQI) 
as the basis for a permanent chmc-based m-serv1ce trammg program 

PROJECT 2000 also was refocused The Project Paper design envISioned chmcal upgradmg for the range 
of child survival mtervenbons, addmg emphasis on maternal and pennatal mortality In contrast to the 
well-estabhshed child survival programs, maternal and pennatal health had made httle progress, 
competmg for Jnmted GOP and mtemat1onal resources In 1997 as GOP pohc1es shifted to embrace 
maternal- pennatal mortahty as top pnont1es, and perhaps serend1p1tously, hm1ted PL-480 counterpart 
funds forced a narrowmg of PROJECT 2000 mterventlons, placmg pnonty on maternal and pennatal 
health Important PROJECT 2000 support for this thrust was already m process - (I) the procurement of 
basic equipment, supplies and med1cmes for health estabhshments as an mput to chmcal improvement, 
(but which arc not mcludcd m the terms of reference for tlns cvaluat1on), and (2) the 1mplcmcntat1on of a 
Pcnnatal Information System (SIP) to momtor care The SIP 1s a nat10nw1de MoH mformation system, 
developed earher by CLAP and PAHO, and has become a cornerstone of the PCMI model 

4 2 Tiie PCM/ Model "Clm1cal Trammg" Program 

Implemented as a subcontract by the Escuela de Achmrustrac1on de Negoc1os para Graduatos (Consort10 
ESAN), Peru's foremost graduate Busmess School, the PCMI model draws heavily on mternallonal 
expencnces with mdustnal psychology and performance-based management trammg models PCMI 
compnses an mnovat1ve package of management improvement approaches to the pubhc health services 
sector, usmg Job performance as the trammg medmm Importantly, PCMI 1s foremost an ongomg 
(permanent) on-the-Job "services nnprovcment program" that bmlds staff capac1t1es for quahty 
improvements Trammg 1s directly lmkcd to ongomg performance measurement, rather than to knowledge 
gamed The PCMI model ]mks five groups of 1nstitutlonal performance improvements (data-based 
practice, avadab1hty of basic mstitut1onal resources, teamwork, commuruty Jmkage, standarchzed 
practice) with a form of mst1tutlonal certification called "Quahfication", prov1chng the mcent1ves and 
mechanisms for md1v1dual and collective quahty improvements This model mVItes, but stops short of, 
mtroducmg a correspondmg human resources development systems component Included m the m1t1al 
trammg of tramers was a core of professionals of the Regional Health Departments (DIRES) 
1mplcmentmg and supcrv1smg the PCMI 1mplcmcntation As the MoH 1s techmcally the implementer of 
PROJECT 2000 and PCMI, through the UEP 2000 2000, MoH policies and strategics for maternal
pennatal health and child survival shape the design and ch01ccs of MCH mtcrvcnt1ons 

4 2 I Problem-Solvmg and Quality Improvement 

PCMI trammg is m-serv1ce, on-the-Job and practical, fortified by manuals, where suitable and available 
by mteract1ve media or long-distance learnmg methods, where needed by professional exchange Unlike 
established trauung approaches winch tend to hold the tramee responsible for acqumng and selectively 
applymg a large range of theoretical knowledge and skills as needed m work s1tuat10ns, the PCMI model 
tailors leammg to the mserv1ce reqmrements PCMI trainees first develop skills m mult1-d1sc1plmary team 
problem solvmg m the workplace Secondly, trammg is always practical, and tied to specific performance 
requirements 111 service provision, concentratmg on the most common routmes and tasks -e g , prenatal 
e'Cammat1on, patient h1story-takmg, etc These are obJect1vely evaluated agamst accepted performance 
standards, usmg team a11alys1s, observation and self-evaluation to 1denti:f) quahty improvement and 
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learning needs The trauung goal is change in practice and change in objectively venfiable behavior 
rather than improved knowledge and skills PCMI "traming" is in fact a continuous quahty improvement 
(CQI) process, usmg team "apprent1cesh1ps" in a smtable service location It 1s reminiscent of the lustonc 
''.Journeyman" traveling apprent1cesh1p ("pasant1a") to learn special skills in different workshops PCMI 
uses the approach not only to increase the technical competencies of the professionals providing MCH 
services, but equally to obtain improvements in the organiz.atlon and delivery of the cnt1cal MCH 
services, and to work with the community on the MCH problems PCMI inst1tut1onal improvement 
Projects, based on team analysis of the work s1tuat1on and service problems, serve as the basis for 
establishing the mservice traming program 

4 2 2 PCMI Concepts and Tools 

• Institutional seJr-evaluation and improvement plan 1s the basis for quahty improvements and also 
compnses an ind1v1dualized traming "cumculum" for every establishment and trainee 11us plan begins 
with an mserv1ce team analysis and reflectton on the1r MCH services Revised and re-worked, the 
inst1tut1onal improvement plan guides problem-solving, creative use of resources, umtes personnel into a 
common goal, and becomes the inst1tut1on' s traming plan to strengthen the climcal abilities necessary for 
carrying out service team respons1b1htles 

• Standardized chmcal MCH practice use of algonthms/protocols for MCH services delivery sets 
practice standards, teaches, helps to 1dent1fy practice deviations and quality deficits 

• Analytic techmques and operational studies of day -to-day MCH practice used m every 
establishment to study service s1tuat10ns for problem solving - e g, patient flow and work flow analyses, 
quality assessments usmg observational and behavioral analyses and other quantitative and qual1tat1ve 
analytical and study techmques 

• Matnx orgamzat10n for MCH service umts also uses m-serv1ce teams and committees to morutor, 
problem-solve, to plan, to lead and coordinate efforts on maternal mortality, quality improvement, 
pharmacy, IE&C and community, traming, etc 

• Functional MCH services networks services focus includes a traU11ng hospital/center and its health 
centers and posts, the community health workers, as the conceptual umts of MCH services improvement 
This replaces the trad1t1onal instltutton focus 

• Momtormg of MCH service statistics -(SIP) Perinatal Informatwn System the MoH s 
nationwide computenzcd database of matermty care case abstracts with over 60,000 pregnancy, delivery 
and birth records, provides institutional service analyses It 1s used to analyze eollect1ve caseloads, h1gh
nsk outcomes and fatal events for problems solvmg Near-future system refmements will permit analyses 
of case-management patterns, lugh-nsk patient flow, and referral withm the functional service network 
Cross tabulations, calculat1ons of rates, analysis with statistical parameters and s1gmficance are already 
possible SIP provides mput for teams and committees working on quahty improvement and training 

• Use of Chmcally-based MCH Trammg Centers reflects not only the 1nserv1ce onentatton, but also 
a strategic policy to mcrease mst1tutlonal delivenes Irut1ally five spec1al1st hospital centers were prepared 
to tram a first group of "Tramers" from 12 regions, as the reg10nal and local trammg facilitators for the 89 
pilot Trammg Centers The fac1htator/tramers now impart the problem-solving methodology, assist the 
111serv1ce quality improvement process, and assist related quality management Specialist hospitals 
prepared "Tutors" in clinical services that plan and oversee specialized chmcal apprent1cesh1ps m 
obstetnc surgery, neonatal management, etc as needed to upgrade skills Two or three-week training 
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"pasant1as"- hterally "travelmg apprent1cesh1ps"- at local quahfied Health Trammg Centers (CC) or at 
local, regional or even national Hospital Trammg Centers (HC) is the key chmcal trallllng modahty 

• Network Mult1pher for local MCH services local apprenticeship "pasantlas locales" mvolve 
network health centers and posts m the MCH quality improvement tratrung 

• Complementary MCH Learnmg Modahbes tratrung m the own workplace and/or mother services 
sites uses a vanety of algonthms/protocols, and are supplemented with self-mstruct1onal manuals or 
guides, partly from MoH vertical MCH and family plannmg programs Of particular promise are 
computenzed mteracttve multi-media algontluns for trallllng as for chrucal management of maternal and 
child conditions These have excellent mter-actlve adult learnmg design, and are largely adapted from 
PAHO/WHO or CLAP by the MoH PCMI is currently also testmg pilot long-d1stance-learrung 
modahttes usmg rad10, e-mail, and mail m maccessible geographic locations For faciht1es with cnttcal 
staff shortage, a temporary personnel exchange 1s possible The apprenticeship fac1hty substitutes a 
tramed professional for tJ1e tramec on "pasanl1a" Ilus modahty mamtams cnt1cal services coverage 
dunng trauung and add1t1onally mJects a tramer who can 1mtlate or reinforce problem-solvmg m the 
rec1p1ent fac1hty 

4 2 3 "Quahficatton" and Re-quahficatton Incentive and Quality Control 

PCMI "Quahficatton" currently denotes achievement of a basic standard of MCH servtces for the penod 
of one year, which permtts the qualified mstttutton to function as a Trammg Center to assist and provide 
trammg to other establishments m its service network "Quahficat1on" 1s the term used by PCMI to 
distinguish 1t from the MoH "Certificat10n" of physical facibt1es, based largely on mfrastructure cntena 
The PCMI mtroduction of "quahficatlon" as a tlme-hmtted cert1ficat1on, to be repeated followmg 
objective re-evaluation agrunst objective standards 1s perhaps the most advanced contnbution piloted by 
PROJECT 2000 "Quahficatton" 1s also a big CQI mcent1ve for performance improvement It is 
foreseeable that "Re-quahficat1on" with mcrcascd quality performance cntena will be required to 
mamtam the quahty improvement 10cent1ve, and to hm1t the expected performance drop-off followmg 
peak accomplishment PROJECT 2000 has not yet developed necessary consensus among the Project 
partners on the cntena for re-quahficat1on for each type of mst1tutton currently "qualified" at the basic 
level S1m1larly, neither has PROJECT 2000 found consensus on estabhshmg a "vertical" quality 
enhancement plan for subsequent higher levels of qual1ficat1on, nor has the 1nstttut1onal locus of 
"quahficat1on" authonty been resolved While responsib1hty for quahty of health services delivery hes 
with the MoH, a role 1s seen for an independent external academic mst1tut1on to validate the 
"Quahficat10n" process, and eventually to lmk 1t to a national health sector human resources development 
and hcensmg plan 

4 3 Summary Jntenm Fmdmgs and Observatwns 

4 3 l Implementation ofTrammg Program 

PROJECT 2000's 89 model Trallllng centers have estabhshed a contmuous quahty improvement process 
m MCH and have passed the first level of a "qualifieat1on", which has effectively installed a hmited CQI 
quality 1mprovement/tra1mng capacity m each of the 12 pilot Regional Deparbnents Close to I 00% of the 
targeted trammg establishments m the regions have now "qualified" at the basic level and have initiated 
further trammg, and are eagerly anttcipatmg a re-qualification and possibly the chance also to quahfy at a 
higher standard In the meantime, they arc fac1htatmg MCH quahty improvement and trammg m the other 

20 



'1 

estabhshments m their service networks ESAN reports that as of March 15, 1999 a total of 350 local 
establishments m nine of the 12 Regions have now been involved in some local traming through these 
"qualified" training hospitals and health centers The total number of network establishments in the 12 
regions targeted by PCMI is about 2,500, suggesting that less than 20% of tlus Project target has been 
reached, with roughly 580 professional and technical staff (an average of two per fac1hty) thus far with 
1rut1al traming to begin their respective instltutlonal improvement plans 

It is not possible to judge the extent to which the CQI trarnrng capacity is now fully installed in the 
region Nor is it possible from available information to judge how much reinforcement and cychcal re
traming will be required to offset capacity losses due to personnel relocation, (estimated at 35-50% or 
more per year) An objective data-based analysis would be reqmred to evaluate the actual capac1ty
bmlding effects of PCMI and the attnt1on losses due to staff movement One general observation, 
however, can be made safely on the basis of the cursory review of PCMI unplementat1on the capac1ty
building process in the "qualified" traming institutions requires reinforcement, and momtonng 

ESAN's onginal and amb1t1ous model anticipated both the "honzontal" 1mplementat1on of the basic 
quality improvement traming throughout the Project regions, as well as expenments with "vertical" 
quality improvements with the establishment of higher quality standards and referral that would address 
chrucal resolutive capacity issues To date, re-quahficat1on and vertical quahty standards for different 
types of mstltutlons have not been developed Though this lnnovat1ve capac1ty-buildmg model resonates 
of public services providers on the opcrat10nal level, on the central level it appears to have unleashed a 
discouraging polemic on instttut1onal "invention," ownership and control of the successful PCMI 
approach - and which tends to constram efficient full development and piloting of the model 

4 3 2 Honzontal Spread Within lnshtut1ons, Service Networks and Regions 

As "qualified" trammg centers continue to pursue their own internal inst1tut1onal MCH improvements, 
the approach is spreading within to other services Small establishments tend to be fully mvolved In 
larger, more differentiated fac1httes surgery, medicine, emergency services, pharmacy, and other 
departments ask to part1c1pate in PCMI The "honzontal" spread mto the MCH service networks has 
already been noted MoH Central and Regional Offices (DIRES) housing a core of PCMI-tramed 
professionals, are encouraging the rapid honzontal d1ffus1on of the CQI trammg approach not only within 
each pilot departments, but equally outside of the Project This multtpher effect of PCMI trammg, which 
1s marked by a prohferat1on of local institutional improvement projects as part of the local trammg, is 
creatmg a potentially powerful force for localized change Field 1mpress1ons suggest, however, that the 
improvements are still fragtle, that the more penphcral the establishments and their resources, the more 
support and rcmforccmcnt the establishments may rcqmre to mslltutlona11ze the new approach The thrust 
for honzontal extension has created a tension between a fuller "vertical" quahty development and p1lotmg 
of the model, with a rapid "honzontal" diffusion of the basic PCMI methodology Project implementers 
are caut10ned not to over-extend the honzontal 1mplementat1on momentum at the cost of remforccmcnt, 
support and nurtunng for mshtut1onalizat10n and sustamab1hty 

4 3 3 Improvements in rac1httcs and Organ1zat1on of Services 

Importantly, the concept of "Quahficat1on" has shown itself to be a strong team mcent1ve to achieve a 
standard, and to inspire a spmt of compct1t10n among s11111lar mst1tuttons Health services establishments 
in the PROJECT 2000 regions arc enthus1asllcally cmbracmg the challenge of quality improvement Field 
v1s1ts showed remarkable physical transformation of services sites - including client-fnendly physical 
reorgan1zat1on of services, made more accessible through a hostess-guide Walls are pamted in warm, 
cheerful colors, and other improvements reflect deference to chent and health worker preferences, and to 
community e-xpectat10ns Patient flow 1s generally reorganized to maximize integration of MCH services, 
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to reduce waiting time and improve patient flow, to ensure comprehensiveness ofMCH services prenatal 
care, ARI, AEPI, unmuruzattons, growth momtonng, diarrheal disease, nutnt1on, malana, fanuly 
planmng, etc 

Staff at fac1httes report expanded service sessions, chmc hours and general access Cursory review of 
services stat1st1cs m PCMI fac1ht1es workmg on 1nstltut1onal improvement do mdtcate fatrly general 
mcreases m the use of MCH services, especially in inst1tut1onal and professionally attended dehvenes, 
and m prenatal and post-natal v1s1ts As btrthrates are declmmg, 1t ts unclear whether these statistics 
reflect shifts in choice of mst1tut1ons or providers toward PCMI services improvements, or previously 
unmet demand fac1htated by improvements Chent and patient mtervtews validated observations about 
increased utthzation due to perceptions of physically unproved facihties, better staff attitudes (more 
favorable commumcattons and interaction with patients) Staff reports of increased attendance and 
utthzatton, and staff self-reports of better mottvat1on and attitude are commonplace More defimt1ve 
answers require systematic and comparative analysis of services statistics within and outside of the 
ProJ ect areas 

4 3 4 Improvements in Chmcal Outcomes 

The 89 hospital and health center Model Tra1D1ng Centers were chosen strategically to include those 
establishments which compnse the largest proportion of institutional births in their respective regions, so 
that quahty improvements in maternity case management would most directly affect substantial numbers 
of maternity and prenatal cases Though PROJECT 2000 ts theoret.Ically re-focused on maternal and 
pennatal mortahty, PCMI problem-solving and CQI for maternal and pennatal health on the operational 
level are totally integrated with related MoH vertical programs (ARI, DDC, Growth Morutonng, EPI, 
Sick Chtld Imttative, Nutnt1on Counseling, Baste Health for All, Maternal Health, Family Planrung, TB, 
commumty and IEC, other programs ) PCMI 1s the mechamsm for integration- partly because of the 
attractiveness of its approach, and partly because 1t is the dommant force which has captured the health 
workers' motivation Whtie PCMI was developmg, parallel trammg and superv1s1on continued under 
vertical MoH programs, but now both traming and superv1s10n - for better or worse - are mcreasingly 
integrated into "PCMI" schedulmg On the positive side, this integration has served to make available 
considerable add1t1onal resources from a vanety of programs for PCMI lllltlatives As a result, 
improvements in client onentat1on, patient flow, comprehensiveness and completeness of MCH services, 
etc , have increased the number of consultations for all servtces 

Staff descnbe problem-focused and patient-centered work goals, which are mamfest m the records of 
maternal health problem analyses (for example, quality and maternal mortality committee reports, Ltbro 
de Actas) Committee reports on problem solvmg md1cate much mcreased staff attent10n to detatl 
completeness and integrat10n of physical exammation, completeness and correctness of pregnancy 
histones, counseling and mstructton to patients, and much increased staff awareness of the importance of 
adhenng to standards of practice Random reviews of SIP facihty reports, over a penod of 12 to 15 
months, do suggest improving management of MCH cond1t10ns - m terms of completeness and 
correctness of patient history, exammattons, adherence of practice to protocols (laboratory tests, 
immumzat1on, patient education, etc ), as well as much tmproved SIP entnes, and analyses of SIP data 
ESAN's baseline and midterm surveys (1996-97, and 1998) demonstrated by objective measures 
noteworthy 1mpi ovement in the adherence to chrucal protocols/algonthms for hosp1tahzed children Tius 
suggests that PCMI probably can be shown to have affected directly a number of general chmcal MCH 
outcomes, through the mtegrat1on of chtld survtval mterventlons Integration also may be a strong force 
for inst1tut1onal sustamab1hty On the other hand, the mtegrat1on of services possibly dilutes a potentially 
stronger PCMI effect on maternal and pennatal care Yet, at the same time, MCH services are becommg 
more complete, most estabhsluncnts arc mappmg catchment area pregnancies, "radar de gestantcs'', to 
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track and follow-up at home h1gh-nsk pregnant women More h1gh-nsk women are bemg 1dentJfied, and 
through problem-solvmg, the proportion of professionally attended dehvenes are mcreasmg Surular 
progress 1s bemg made m pennatal care neonatology skills are now mtegratecl mto the delivery room and 
maternity ward Neonatal management and resusc1tat1on follow protocols, many hospitals now are 
equipped and tramed to keep ahve premature and low birth weight mfants 

Most fac1ltt1es show SIP decreases m the number of maternal deaths and seemmg mcreases m the 
numbers of h1gh-nsk pregnancies attended While this may be due to improved reportmg and 
class1fication of maternal deaths, the1e 1s strong evidence of improved nsk identification, improved 
management of high nsk cases, and possibly reduced case fatality ratios with the use of algonthms 
S1milarly, cursory SIP reviews also suggest decreasmg percent of low b1rthwe1ght mfants lost m selected 
PCMI hospitals over 12-18 months Installation of improved SIP analytic software will soon fac1htate 
thorough analyses of PCMI fac1ht1es and their services networks It 1s hoped that an effective PCMI 
Superv1s1on System will then focus on the patient and case-management outcome patterns, and will use 
the mformat1on for contmumg cycles of quality 11nprovement and remforcement 

4 3 5 Observations on Trammg Approach 

Field observations, 1nterv1ews and ESAN surveys all md1cate that the PCMI trammg approach does 
fae1htate effective adult leammg, attitude and behavior change as measured m performance 
improvements Acqumng a problcm-solvmg onentat1on, problem-solvmg and plannmg skills, are the 
maJor steps that also enable the adult learners to master a self-improvement process - which bnng with 1t 
changes m attitude and behavior These are mediated by team process The eVldent pnde of PCMI health 
professionals and workers m the collect1ve accomplishments - physical improvements to fac1ht1es, the 
improvements m the orgaruzat1on and content of services, and the mcrease m patient ut1hzat1on of 
services, the "Quahficat1on", etc 1s unmistakable PCMI's approach of team-based work and problem
solvmg, appears to enable md1V1duals to "act" withm the secunty and support of the team structure, while 
enablmg them to develop an md1v1dual sense of mastery D1scuss1ons with health functionanes suggests 
that the PCMI team-approach, not unlike membership on a sports team, generates a number of synergistic 
effects, mcludmg "valumg" of the collect1ve goal, of team members, etc , which m tum may encourage 
and "mold" mchv1dual attitudes and behavior changes PCMI's approach appears to be encouragmg team 
m1tiat1ve, bmldmg techmcal capac1tles, and appears to be developmg management capac1t1es on the part 
of team and work leaders It 1s reportedly changmg the attitudes and behavior of health workers toward 
clients as well as toward their own work S1m1larly, there are md1cat10ns that the approach also 1s 
empowenng female professional service providers and health workers, who carry out much of the "hands
on' problem solvmg teamwork 

As a word of caution, given the enthusiasm of services providers for the CQI approach and its rewards, 
Project implementers should be careful not to overlook the fragility of the gams and not to underestimate 
the supervision and remforcement required to fully mst1tut1ona11ze the program Given the pilot nature of 
the PCMI program, implementers arc encouraged to make use of PROJECT 2000 to explore mcreased 
effic1enc1es 111 trammg and mshtut1onahzat1on of the PCMI approach 

4 4 SOW Questions 

1 Is the PCMI trammg model 1mprovmg the quality of maternal/child health services m the proposed 
penod? Would these changes contnbute to reduce maternal and child pennatal mortality? 

Yes, as discussed above, the PCMI trammg model 1s already 1mprovmg the quality of maternal/child 
health services, and may be expected to mcrcasmgly do so as the Project 1s more fully implemented m the 
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proposed penod With respect to the contnbut1on of these changes to the reductton of maternal and 
perinatal mortality, the answer 1s complex The current changes seen are makmg serv1ces more accessible 
and acceptable to pregnant women with geographic access to these services pomts As a result, more 
women will be screened for high-nsk cond1t1ons Increased ut1hzatton of more vtg1lant and resolutive 
prenatal care, with improvements m case management of problem cases 1s certam to affect case fatality 
outcomes, and will reduce both maternal and pennatal mortality to some extent Provided that the 89 
model trammg hospitals and centers, which together deliver close to 90% of all mst1tuttonal births m their 
regions, are able to augment and sustam their quality improvements, they will have a s1gmficant postt1ve 
effect on the mortality rates m those mst1tut10ns 

To make mroads mto the most mtrans1gent matermty problems - m areas With poor access to acceptable 
prenatal and supervised delivery care, frequently with no access to effective emergency care - 1s still a 
ma1or challenge and contmues to be the cluef source of mortality nsks The PCMI model must still 
demonstrate community leadership, network referral mechanisms and climcal response capab1ht1cs that 
can resolve the pregnancy problems, obstetric and neonatal emergencies that the commumty brmgs to 
attention The questton, thus, 1s not "whether" the PCMI changes will contribute to the reduction of 
maternal and pennatal mortahty, but rather, "how much," "provtded that "and "with what mvestment" 

Once mortahty among the users of services has decreased, the "easy" part Wiii have been "scooped off 
Each add1t1onal mcrement of mortality reductton will reqmre more effort and resources To substanttvely 
reduce mortality, three add1t1onal aspects of the PCMI Model must be fully developed and demonstrated 
(a) a strong commumty component With pregnancy/delivery v1g1lance that reaches out also from even the 
most distant pnmary care pomts of each network, (b) a network referral system with emergency 
prov1s10ns, and (c) chmcal capac1t1es to handle the referred obstetnc cases and the emergencies brought 
directly by the commuruttes Perhaps one of the most important PCMI demonstrations - and challenges -
of the CQI approach will be to make emergency obstetnc care effective as well as accessible 

2 Is the Pennatal Information System (SIP) bemg uttlized to detect nsks and prevent comphcat1ons m 
pregnancies and dehvenes? 

The SIP itself Is not mtended to be uttlized for chmcal use Rather, It IS a computenzed record of how 
chrucal practtce IS conducted to detect and prevent nsks m pregnancies and dehvenes The current SIP 
system can give service "profiles" of practices, case management and patient outcome summanes for any 
establishment prov1dmg prenatal care, delivenes, postpartum and family planrung care Future SIP 
versions will permit analysis of practice within service networks SIP is bemg ut1hzed m all PCMI
fac1ht1es as a basts for analyzing practice for quahty improvement It 1s a powerful mfonnat1on system 
with great potential analytic capab1hty to monitor not only the 1mplementatton of PCMI quality 
improvements, but also to compare with non-PCMI mst1tuttons, and to momtor maternal and pennatal 
case chmcal services and case outcomes on all levels of care, service and geographic umts, and 
nationally Recommended SIP analyses are mcluded m the Report's Recommendations Section under 
"Operational Invest1gat10ns and Studies " 
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4 5 Summary Findings and Recommendations 

• Implementation of the first phase of the PCMI Model m the 89 current health establishments is 
generally proceedmg successfully at the basic qualification level, and is showmg evidence of 
1mprovmg quality of MCH services and mcreasmg demand The PCMI is now at a cnt1cal 
Juncture for deternunmg program thrust for the next program pilot phase - "vertical" mcreases m 
levels of quality versus "honzontal" spread of mm1mal quality improvements to the 2,500 
establishments 

• Use of algonthms/protocols and SIP-based cntical review of chmcal practice are now vanably 
well established m PCMI Actions to assure the quality of protocols are now a pnonty Quahty 
and control of SIP data is good, but there are lmgermg problems with software skills, techmcal 
support, c..ompctlt1on with other MoH programs for computer use Penpheral establishments may 
reqmre more assistance and remforcement 

• The motivational force of "qual1ficatlon"for CQI has been demonstrated, but the behaVIoral 
changes and improvements are still fragile and require contmuous remforcement and nurtunng, 
with specific goals for MCH service improvements 

• PCMI is mtegratmg vertical MCH programs operationally, with mtramural spread to other 
departments - med1cme, surgery, pharmacy, etc Wlule this contnbutes to 1nstltutional 
sustamab1hty, 1t is important to mamtam a focus on maternal and pennatal mortahty 

• PCMl's contnbut1on to Peru is the pdotmg of a model combmmg mnovative approaches to 
human resources development and quahty improvement for MCH serv1ces It is important to 
max1m1ze the potential impact of USAID's contnbution by demonstratmg the model as fully as 
possible with the remammg components 

Recommendations 

• Complete and consolidate the 1mplementat10n of basic quahficahon and commumty 
activities m current 89 health estabhshments Balance "horizontal" implementation m each 
of the 89 establishments with targeted "vertical" quality mcrease (1 e , usmg SIP-analysis) 

• Design PCMI pilot vertical quahty improvements, differentiated "Re-quahficatmn" criteria 
and re-quahfy a subsample of currently qualified estabhshments Test additional 
mohvahonal goals, mclude recogmhon awards, prizes and compehhons 

• Complete design of commumty component and demand creation, linked to chmcal 
capacities Rapidly advance the development of chmcal resolutive capacities, pilot critical 
referral systems and commumty problem-solvmg around emergencies 

• Consohdate and remforce use of protocols and SIP, especially m the peripheral service 
networks Use SIP analysis PCMI service improvements and results as mot1vahonal tools 
D1ssemmate Investigate SIP computer access and problem-solve 

• Plan, test and complete add1tlonal steps m pilot trammg/educataon and quahty 
improvement approaches - self mstruct10n, long-distance education, possibly pilot the 
mtroduchon of PCMI approaches mto basic professional education and trammg curricula, 
mternsh1ps and res1denc1es 
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• In next Project phase document, evaluate and dissemmate PCMI experiences and gams 
imbate systematic analyses with SIP and HIS serv1ce statistics Develop methodologies for 
simple mvestigations, analyses, case studies, etc for documentat10n and as mohvahonal 
tools Suggested examples 

- Analyses of HIS service statistics compare analyses of regional trends, PCMI 
and non -PCMI fac1httes to explore and explam MCH utthzat1on patterns 

- SIP analyses explore and compare PCMI use and quahty of SIP data 
- analyze, chart, and compare SIP quality md1cators for PCMI and s1mtlar non-PCMI 
mst.ttuttons 
- compare PCMI composite and disaggregated trends 10 rare event outcomes 
- trend analyses of case outcomes, with ANAL YSIP explore case ongm, referrals 
- analyses of PCMI rural hospitals data quality, case ongm and utahzation patterns, case 
management patterns, improvements, service network analyses when possible 

- Case studies of team problem-solvmg and resultmg chent-onented 
improvements m physical fac1ht1es, service orga111zat1on, teamwork, with 
commumty, etc (These can be prepared by HC and CC service teams) 
- Case studies of specific chmcal quality improvements 
- Case/Panel studies of management development through PCMI m selected fac1ht1es 
- Case/Panel studies of profess1onal/personal empowerment through PCMI of women 
professionals, health workers m selected service teams 

5 INFORMATION, EDUCATION AND COMMUNICATION (IEC) 

5 1 A Late Start 

In December 1993, an agreement was signed between MINSA and USAID resultmg m PROJECT 2000 
In December 1994, after the appropnate negottat1ons, USAID and the mstttuttonal contractor, Pathfinder 
Intemat1onal, signed an 1mplementat1on agreement for the project that mcluded the part1c1pat10n of 
Development Associates Inc (DA) and CARE/Peru as subcontractors 

PROJECT 2000 began its act1v1t1cs m February 1995, and after 18 months, by August/September 1996, 
tcchmcal assistance was provided for the IEC and Commumty Trammg (CT) components In tliat )'car, 
1996, CARE mcorporated EAT, a consultant spec1al1zed 10 CT JHU/CCP signed a sub-agreement with 
Pathfinder to develop IEC act1VJt1es, and ESAN, ma consortmm with the Umvers1ty of San Marcos and 
Manuela Ramos, signed an agreement with CARE to handle PCMI and CT 

The long delay m the start-up oflEC and CT act1v1tles was partly due to the admm1strattve procedures for 
dcalmg with subcontractors followed by Pathfinder and USAID Start-up of the CT package was 
stretched out unnecessanly given CARE's extensive expenence m the country On the one hand, 
Pathfinder and CARE dad not mcorporate the CT spectahst mto EAT at the begmnmg of the Project 
Neither did they set about the task of nnmediately startmg to implement the CT component Pathfinder 
requested that CARE sign an agreement with ESAN m order that Manuela Ramos could take over the CT 
act1v1ttes 
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I. 

Recommendations 

From the begmnmg of the extension, IEC and CT acbvd1es should start 1mmed1ately and contmue 
without restnchon for the hfe of the Project All adm1mstrahve measures should be undertaken on 
a timely basis ID 1999 so that there will be no delay m start1Dg the extension achv1hes 

In order to ensure the 1mplementatlon of IEC and CT act1v1hes, a wntten agreement 1s needed 
with DIRES regardmg the different sectors to establish priontles for cooperation ID promptly 
carrymg out IEC and CT activities Also, a detruled 1mplementataon plan should be elaborated 
1mmed1ately for the 24 months from January 2000 to December 2001 

5 2 lnsuffic1ent Technical Assistance 

The techmcal proposal, presented to USAID by Pathfinder dunng the selection process of the PROJECT 
2000 contractor, mcludcd s1gmficant I.CC and CT components Durmg the negotiations for the s1gnmg of 
the contract between Pathfinder and USAID, the budget was adjusted and the impact of that mod1ficat10n 
was evidenced m the IEC component 

After the negot1at1ons and development of a new IEC budget (U$ 1,024,000), the contract between 
US AID and Pathfinder was signed The revised design of the objectives and plannmg of the IEC and CT 
components did not provide adequate techmcal assistance to allow for the redesign of the IEC and CT 
components If the IEC and CT components had been re-designed, precise terms of reference could have 
been given for the sub-contractors As a result, the IEC and CT components, neither m theory nor m 
practice, were appropnately articulated m the PCMI context 

It 1s evident that, techmcally, redesign of the IEC and CT components was needed, not only for the 
aforestated reason, but also because of the vanables that MoH mchcated m this regard with its 
mterventlon m other projects such as PSNB/WB 

Now, after five years, PROJECT 2000 with PCMI, IEC, and CT has some successes to demonstrate and 
new challenges to confront under the extension IEC and CT have a clear area of mvolvement, useful 
tools and an agenda to fulfill, as well as lessons learned and concrete requests from local IEC groups to 
meet 

Recommendations 

Focus1Dg exclusively on PCMl's objectives and md1cators, which need to be revised and agreed 
upon for the extensaon period, new objectives and md1cators must be designed with absolute clanty 
as to what IEC and CT's mvolvement should accomphsh ID the 24 months of the extension 

Tak.mg mto account the followmg aspects which circumscnbe the extension 

• The central recommendation ofth1s evaluat10n, to consohdate that which has already been achieved 
by the PCMI 

• The existence of vanous cultural bamers m the community m each locatJon 
• The size and location of the target group covered by the HC and CC which are organized m networks 

and micro networks m the PCMI 
• The trammg already earned out with health-care providers, promoters and midwives 
• The need to optimize USAID resources and the limited time available for IEC and CT activities 

dunng the extension 
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• It is recommended that the IEC and CT components be integrated into a smgle "IEC/CT" component 

It is recommended that for the project's extension period, the "IEC/CT" component be designed as 
a component concentrating resources and efforts -- IEC methods and CT strategies for activities in 
the commumty with the part1c1patmn of health-care providers and m1dw1ves 

It 1s suggested that MoH and USAID mclude outside techmcal assistance in the selectmn of 
objectives and md1cators, m des1gnmg and plannmg of the "IEC/CT" component for the second 
and/or third trnnester of 1999, and that they work with the present CARE/IEC team that 1s puttmg 
together EAT, as well as with the umts and/or those responsible IEC mdJVJduals m DIRES, HC and 
CC m each locatmn, so that the objectives, md1cators, terms of reference, budgets, etc , may be 
reahstlcally framed under the extension amendments' Scope of Work to mclude data helpful to the 
contractor and eventual subcontractors for focusmg their acttv1hes and sharpenmg their output 

Durmg the project extensmn the "IEC/CT" component must be carried out by two full-hme IEC 
spec1ahsts experienced m commumty activities at the central level of EAT Thus, 1t 1s 
recommended that the CARE IEC consultants, who make up part of the EAT team, have their 
term m the project extended and that the CARE subcontractor provide his assistance and techmcal 
support to these consultants 

5 3 Formatlve Studies 

Between November 1995, and August 1998, EAT with the assistance ofvanous local consultants (Ors 
Ccxlma and Pena, Lie Guardia, Naccarato, Umvers1dad Catolica, Umvers1dad San Marcos and Centro 
Flor Tnstan) earned out vanous studies lmked to formative research seek.mg to obtain recent data on the 
larger health topics covered by the Project The methodology, the 1mplementat1on, and the value of these 
results are relevant to both Maternal Mortality Case Studies and Traditional Delivery Techmques and 
Care of the Newborn 

Recommendation 

The results of this research should be approprrntely edited, pubhshed, and d1ssemmated m the 
different areas where the data were collected 

5 4 The Subcontracts 

At the local level EAT earned out important activities m the different areas for which, m the last four 
months of 1996, a CARE consultant spec1ahzmg in commuruty relations was added to the team, and 
JHU/CCP was sub-contracted for IEC and ESAN/Manuela Ramos for commuruty training 

With the exceptlOn of the rapid needs assessment (RNAS), the JHU/CCP sub-contract was earned out in a 
timely manner followmg scope of work at the local level 

- Des1gmng trauung models and manuals 
- Training health personnel in interpersonal commumcatlon 
- Educatmg IEC personnel m IEC strategic planning 
- Momtonng and advice 
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The RNAS was earned out with the part1cipat1on of prev10usly tramed regional teams What this 
participative methodology achieved were credible results that allowed the local participants to discover a 
context which ennched their dally tasks The results, m many cases, served as workmg data 

The designed modules and trauung manuals are thematically appropnate, but could have, perhaps, 
mcorporated selected RNAS results from each sphere to md1v1duahze the models and examples, thereby 
ennchmg partie1pat1on at the local level Regardmg the production process, the manuals were not 
validated by the users pnor to pubhcation 

EAT has closely supervised the implementation of the JHU/CCP sub-contract, m particular the trammg 
efforts wtth health-care providers and local IEC teams who, m tum, have apphed what was learned and, 
without a doubt, have collaborated m reducmg some cultural commumcatton bamers PCMI has been 
strengthened and ennched by the achievements of these workshops 

In bnef, the benefits of tJ1e PROJECT 2000 111tervent1on through tJ1e ICC component 1s pos1t1ve and 
clearly demonstrated on two levels 

• On one level, the health-care providers group improved prov1der-chent commurucatton lowering 
commumty bamers 

• On another level, and also for the group of health-care providers, there was new recogrut1on of IEC 
among DIRES, HC, and CC, fonmng mult1d1sc1phnary IEC groups and nammg leaders of IEC m 
vanous establishments This allowed art1culat1on of IEC plans m each location and mcorporat1on of a 
methodological concept that some regions have been able to develop appropnately 

In 1998, m each location IEC plans were made, the praet1cal structure allowed the proposed act1V1t1es to 
be undertaken However, 1t 1s noted that these plans did not mclude a section for mcorporatmg the roam 
findmgs of studies that may have existed m each location, and hkew1se, neither were commumty aspects 
mcluded which PCMI considered m its act1v1t1es The 1999 plans showed better detail 

The benefit at the commuruty level cannot be measured yet smce the subcontractor(ESAN/Manuela 
Ramos) recently ended trammg mvolvement for providers and m1dw1ves Nonetheless, there were many 
providers and n11dw1ves tramed who now represent a strong and appreciated commumty resource 

Recommendations 

In the last tnme~ter or 1999, already tramed local teams -- with outside techmcal assistance and 
usmg observation techniques - should, m each location, determine the need to improve providers' 
skills m mterpersonal commumcat1ons with clients 

Feedback should be obtamed through m-depth mterv1ews with health providers who have 
practiced the provider-user techmque m order to correct trammg manuals 

Review the cultural barners stdl eX1stmg m each location, so that durmg the extension, those more 
hkely to be resolved may be given prov1der/chent and IEC/CT attention 

Usmg ex1stmg mformatmn, 1t 1s recommended that the project work with community groups and 
IEC advisors to identify whether there are trammg needs to complement methodology and/or skills 
m order to aclueve adequate m1pact-evaluat10n levels for IEC/CT by mid-year 2000 
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The EAT IEC consultants must support and track the process of technology transfer m those areas 
where 1t 1s decided to replicate the "IEC/CT" m the PCMI mfluence network and micro-network, 
thereby promotmg sustamab1lity 

The IEC/CT plans should be designed for 24 months and mcorporate a section on research 
findmgs, clear 1dent1fication of the cultural barriers that have been g1Ven priority for behavior 
changes need to be suggested to health-care providers and to the target group of the community 
This should penmt design or the best mvolvement strategy for rural zones and allow for the 
successful dehvery of messages with exastmg resources w1thm the extension penod 

All proVIders and m1dw1ves m the d1ff erent locations, who have been tramed, should work with 
IEC/CT educational materials that are most appropriate for urban-rural and rural settmgs 

5 5 Ex<.ess1ve Flex1/n/1ty 

An "excessive flex1b1lity" 1s noted m the delivery of products for the IEC and CT components m the 
different PROJECT 2000 locations For example, m terms of the JHU/CCP and ESAN sub-contracts, 
several of the products delivered were not expected, or as m the case of the "genenc matenals" were 
made m the EAT The products delivered to the Project are agreements by parties and/or apply to 
contractual amplificat10ns negotiated m each sub-contract m order to add or substitute products 

In the case of Pathfinder, the educational brochure has not yet been circulated They have d1stnbuted 
penod1cal publicat10ns as a brochure, but the contents are general and newsy -- it swnmanzcs activ1t1es 
and renders accounts of achievements It 1s hoped that ESAN will edit the educational brochure and that it 
be distnbuted m the health establishments 

On the other hand, a vanety of IEC matenals, produced by the regions with MoH resources, are 
appreciable m the different project locat10ns, demonstratmg good 1mtiat1ves which overcome the local 
techmcal limitations and which, accordmg to those who brought 1t about, followed the learned 
methodology On the whole, these products are of good quality m the choice of commumcat10n 
objectives and m content delivery 

Recommendations 

The extension amendment SOW should be precise as to the products requested of the contractor 
and sub-contractors 

The creatmn, design and validat10n of the materials production for the "IEC/CT" component 
should be done by the IEC groups or teams m each project locataon, and the production should be 
m response to each plan's strategy 

In order to guarantee that the central and local production of materials be earned out without 
delays, 1t 1s recommended that a "production of materials Protocol" be developed, with a list of 
steps to be taken and hmeframes to work wathm, m which all those mvolved should be considered 
and m winch the cnt1cal route be identified This protocol should be known and approved by all 
those who part1c1pate m the process 

In order to ensure that the production or messages m each location achieves specific "IEC/CT" 
plan objectives, it 1s recommended that the "Thematic Matrix" be designed and mcluded m the 
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plans of the 24 month extension as a basic tool for producmg messages The model should consider 
the followmg variables 

- MINSA standards for the subject 
- Research results 
- Cultural barrier 
- Target group 
- Subject content 
- Channel to be used 
- Period for the dehvery of contents to the commumty 

Each location has quahtatlve, quantitative, and local KAP research results, its own cultural 
barriers to resolve and each its own nuances Thus, the production and distribution of "generic 
materials" 1s not recommended This type of material, proper to the "umbrella campaign" strategy, 
1s not applicable to the PCMI and does not fit m the "IEC/CT" strategy 

All products dehvered to the project should have the vahdahon of the target group who will use the 
product The vahdatlon should have an understandmg and total acceptance of the product In the 
case of the manuals to be vahdated, m-depth mterviews should be taken advantage of m order to 
make the necessary changes This 1s an opportumty to provide adapted and specific manuals, 
followmg experimentation by the health providers of the provider-user techmque that has been 
developed 

The prmted material produced at the local level should have a footnote md1catmg the project name 
and number and the production date All elements that do not have anythmg to do with the sub1ect 
should be mm1m1zed or ehmmated 

In order to appropriately collaborate with the transfer of technology at the central and local levels, 
the EAT I EC/CT component should standardize and systematize everythmg that has been 
produced and 1s to be produced for the project extension period At the central level, the transfer 
should take place with two offices, the Maternal and Chtld Health and the MoH Social 
Commumcabon office At the local level, this transfer should occur with the IEC groups and/or 
teams of each DIRES covered by the project 

The systemization should mclude new formats as Rapid Reference Gmdes and/or Tool Manual for 
determmed "IEC/CT" processes In this context, the educational brochure should be considered 
for productrnn at the end of the year 2000 and be a part of the system1zatmn 

5 6 Local Need for EAT TA 

l11c current momtonng act1v1t1es bemg earned out by UEP 2000 2000 and EAT have detected that the 
local IEC groups have reached different levels of skdls llus 1s due to the fact that some of the groups 
have been JUSt recently created, and also to personnel rotation With regard to the promoters and 
midwives, they are carrying out thelf work m the community m coordmation with the HC and CC The 
different IEC groups and leaders constantly ask EAT for diverse techmcal assistance support 

Recommendatrnn 

It 1s necessary to appropriately orgamze the techmcal assistance for the extension perrnd m 
accordance with the present needs and reqmrements of the local IEC groups It 1s recommended 
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l.J 

that the followmg structure and a certam scope should be clearly stated m the extensmn terms of 
reference 

• The two CARE consultants m EAT pos1t10ns should focus their act1v1tles on the superv1s1on of 
outside techmcal assistance, momtonng the local 24 month plans, and assessmg the impact m 
IEC/CT Tlus general scope allows recommendmg that 70% of the consultants' time be spent m the 
areas proVIdmg the support of the local IEC/CT groups 

• Outside techmcal assistance 1s recommended to strengthen the providers' provider-user techmques, 
aclu.eve umfornuty m the level of methodology of the local IEC groups, tram m IEC/CT tmpact 
assessment skills, locally support the prov1S1on of mstruments to the promoters and midwives, and 
standardize some mstruments for systematization A penod of 12 months of outside techrucal 
assistance would allow tlu.s scope to be met 

Recommendations 

It 1s a reqmrement that all the IEC groups from the different locations achieve an appropnate level 
m order to receive IEC/CT impact assessment trammg 

As a prmc1pal means of reachmg the commumty, the members of the local IEC groups should 
mteract with the health-care providers and m1dw1ves m extracurncular achv1ties Thus, the local 
IEC plans should mclude the proV1ders and m1dw1ves m a sphere of activities m the commumty 

5 7 Supply and Demand 

PCMI as a whole has brought about important changes m the supply of services In bnef, it is foreseen 
that users wdl state that the impact has been positive Tius would lead to the supposition that the 
establishments are ready to embark on Public Marketmg campaigns m, or to promote supply and mob1hze 
demand 

Recommendatmns 

Durmg the PROJECT 2000 extensmn and permd oftechmcal assistance m IEC/CT, the focus of 
pnonty should be on consohdatmg what has already been achieved, completmg the techmcaJ 
transference of the IEC/CT method to the different Jocabons Durmg this extensmn period, 1t 
should be assured that the IEC/CT activities meet the1r objective which lead demand to mobihze 
reasonably well, one has to assess whether tJus smgle mterventmn can saturate the Project's supply 
of HC and CC 

The IEC/CT leaders at the central and local levels should be mvolved with the orgamzers and 
promoters of the next MATERNAL AND CHILD HEALTH INSURANCE, whose media campmgn 
at the national level 1s expected to be qmte frequent Launchmg this campaign wdl, no doubt, 
impact the mob1hzahon of demand m the Project areas, thus makmg unnecessary the broadenmg of 
IEC/CT act1V1hes through the social marketmg of services The supply wdl be covered with all 
these vanables and events foreseen m the extension 

However, understandmg that there will be many opportumhes m which the local IEC teams wdl be 
gathered for various types of workshops, 1t is recommended that, when the umform1ty m the level 
of IEC methodology has been reached, the IEC teams be mformed about social marketmg and its 
opportumhes m the commumty 
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6 SUPPORT SYSTEMS 

The IC was responsible for four systems to support the chdd and maternal health services 

6 1 Health Jnformatwn System (HIS) 

The IC was to undertake an "evaluation of the presently functtonmg Health Information System (HIS)" 
and, accordmg to one part of the revised draft contract, upgrade it, another section of that draft contract 
contains no mention of upgradmg the system The contract for the evaluation was competed and won by 
Calmet Data S A who undertook the evaluation from August 1997 to Apnl 1998 Calmet published its 
findrngs, conclusions and recommendations rn a detailed multi-volume report Lookmg at the national 
ms and at the mformation systems of key national maternal/chdd health programs mcludmg the 
Matemal/Pennatal, CEDA, CIRA, Growth and Development, Fanuly Planning, Women and 
Development, the contractor concluded that the national mformat1on system had grave defic1enc1es, the 
degree ofwh1ch vaned from region to region The data is not timely, often is not vahd, and is not used for 
dec1S1ons Staffs are not tramed m mformat1on technology, there is constant rotation and obsolete 
equipment 

The assessment concluded that mformation on maternal mortality was particularly poor and personnel 
have no faith m the data 
• Underregistration of maternal death 
• Different formats for reg1strat1on of maternal deaths which are filled out mcompletely and mcorrectly 
• Incorrect diagnosis of death15 

• Workers don't recogmze value of mformat1on on maternal mortality 

Calmet made a senes of recommendations for a thorough updatmg and overhauling the systems, 
mcludmg one of mtegratmg the national HIS and the systems of the vanous programs (such as 
MaternaVPennatal and CRED) There were recommendations for immediate change, another for short
term, medmm term and long-term improvement S1gmficantly, structural MoH change was a key part of 
the longer-term recommendations There is no apparent follow-up to tlus evaluation To the 
d1ssat1sfact1on of the UEP 2000, the IC IS not planmng further work on the national ms or national 
programs, nor is there any apparent response from the MoH 

The team concludes that the IC is wise to stop at this pomt Upgradmg and overhauhng the national and 
mformat1on systems of the vanous programs 1s a very major undertakmg with poht1cal and structural 
ram1ficat1ons, 1t 1s a full Project m itself to which the Mm1stry would have to be fully committed over a 
number of years Moreover, to be effective and efficient, the techrucal assistance team should work 
directly wtth the MoH hne departments mvolved, rather than through a counterpart Project office as m 
PROJECT 2000 

15 Note, even among some of the phys1c1ans m the PCMI hospitals the team v1s1tecl, there 1s a lack of clanty about 
maternal death Two phys1c1ans m two dtfferent hospitals mcluded the deaths of pregnant women who had died as a 
result of spousal physical violence m therr maternal death tally The EAT member accompanymg the team corrected 
the defirutJon 
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6 2 An Informatwn System Component, Integrated w1tlt tlte Presently Funchomng HIS 
System, that Tracks PROJECT 2000's Indicators w1thm the Pnonty Area 

The draft revised contract hsts "an mformat1on system component, mtegrated with the presently 
functlomng HIS system, that tracks PROJECT 2000's md1cators w1thm the pnonty area" as an output 
PROJECT 2000 has developed the excellent SIP, descnbed m Section X above SIP is not mtegrated with 
the HIS, nor given the state of the HIS, would such mtcgrat10n be a good mvcstmcnt The SIP 1s currently 
used to analyze collcct1ve caseload and h1gh-nsk outcomes and fatal events In the future with system 
refinement, 1t will be used to analyze case-management patterns and h1gh-nsk patient flow and referral 
w1thm the functional service network It docs not track PROJECT 2000 md1cators 

As md1cated above m Section 2, PROJECT 2000 needs to, formally and exphc1tly, reformulate the 
conceptual framework of the current Project Indicators are simply measures that help a project/program 
compare expected results with actual results on a pcnod1c basis - results at the outcome, output and 
process level More 1mportantly, PROJECT 2000 needs to come to consensus on the desired and reahst1c 
results to be achieved at the end of the extended Project 

Recommendation 

USAID, the UEP 2000 and IC should work together, through a facilitated workshop16
, to come to 

consensus on the desired and reahstlc results to be achieved at the end of the extended Pro1ect 
They should exphc1tly 

• Redefine the purpose and scope of the Project 
• Redefine population-based md1cators based upon that scope 
• Set targets based upon 1996 DHS data 
• Revise the Pro1ect obJecbves m hght of current reahbes and poss1b1hbes, and establish 
md1cators 
• Integrated PCMI results with results m finance and management (related to 
msbtubonahzabon and sustamab1hty) 
• Define, 1f possible and appropriate, serv1ce utihzat10n outputs ID PCMl-related facilities, 
and establish md1cators 
• Define service outputs ID PCMl-related facilities and establish md1cators 
• Come to consensus on functional outputs and the process for ach1evmg them 

6 3 A Decentrallzed Momtormg and Supervisory System m the Pnonty Areas 

The draft revised contract md1cates the IC's work would mclude design and development of the S)Stem, 
trammg m the system for MoH personnel and resources for its 1mplementatlon The IC has not 
accomplished this output, nor 1s such a professional system a hkely and feasible output A supcrv1s10n 
system m most mst1tutlons would mclude, m1rumally, the followmg components jOb descnpt1ons, 
performance objectives, performance appraisal, and supervisory protocols It would be based upon an 
organizational chart with clear Imes of authonty and supervisory levels Job descnpt1ons for personnel m 
any one department would be complementary so that, together, employees completed the funct10ns of that 
department Departments together would achieve the goals/objectives of the mst1tut1on Whether 

16 Project 2000 should ask Pathfinder to rccrwt a two-person team to lead the workshop one person should focus on 
problem-solvmg and conflict resolution 111e other would be a health resource person who could assist with the 
conceptual framework, particularly m tenns of populauon and program-based md1cators 
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emp]oyees worked md1v1dua1Jy or m teams, together they would resolve probJems and achieve the goaJs 
of their departments and the hosp1ta] 

The IC has developed a supervisory p1ulosophy, approach and tools for PROJECT 2000 staff to supernse 
PCMI-ass1sted matemal/cluld health departments m PCMI-ass1sted hospitals It 1s an enabling, coachmg, 
supportive CQI approach that promotes motivation, problem-solvmg and se]f-superv1s1on The Project 
has wntten and shared several conceptual papers on the approach, tramed staff dunng "pasantlas" and 
attempts to mode] the approach dunng superv1s1on and trammg The approach shows such signs of 
mfonna11y sprcadmg beyond MCH departments m PCMI-ass1sted hosp1ta1s, however, 1t 1s not an 
mstltutlon-w1de approach many PCMI-hosp1tal 

Staff m PCMI-ass1sted MCH departments, m theory and often m fact, are "supervtsed" by at least four 
and sometimes five different externaJ (to the hosp1ta1) groups with slightly different foci 

• ESAN supervises for cert1ficat1on 
• EAT and regional supervisors supervise for tcchrucal support and tcchmca] coaclung 
• UEP 2000 supervises for techrucal support and techmcaJ coachmg (counterpart to EA n and 
for adherence to MoH pohc1es and procedures 
• Regional D1rectors and the1r staff supervise, g1vmg mora1, techmcal and logistics support and 
guidance w1thm reg1ona1 nonns 
• UTES staff supervise from a pohtlcal and normative perspective 

In theory, at least, the first four groups (external to the hosp1ta1) are usmg the PROJECT 2000 enabling 
team approach IdeaJly, however, a hospital would have a system of superv1s10n mternaJ to the hosp1tal, 
begmnmg at the top and flowmg down from there - not m the negative, pumt1ve sense many people have 
of a hierarchical structure that controls rather than enables, but m the positive sense of goals bemg set at 
the top and resources mob1hzed so to achieve them It 1s lugWy unhkely that the IC would be able to 
design, implement and evaluate an mst1tut1on-w1de superv1s1on system for any of the PCMI-ass1sted 
hospitals m PROJECT 2000 What it can - and 1s domg - 1s workrng on processes to supervise PCMI 
act1v1tles m PCMI-ass1sted fac1ht1es, given the current reaht1es of four external groups superv1smg those 
act1v1ttes 

Recommendation 

PROJECT 2000 should contmue promotmg the PCMI supervmon approach developed and shared 
to date It shou]d contmue workmg on processes to enable complementary and mutuaHy remforcmg 
superv1S1on of PCMI-ass1sted activities by the external groups hsted above To promote 
mstltutlona] sustamab1hty, a plan for gradually transferring full respons1b1hty to the DIRES and 
local hospitals should be developed (See Section 9 ) 

6 4 Drug Supply System 

The IC was to "supply techmcaJ assistance to the D1recc1on Genera] de Mechcamentos y Drogas 
(Dtrectorate of Drugs and Mechcmes of Peru, DIGEMID) on the analysis of the funct1onmg of the drug 
supply system (PACF ARM) and make recommendations for improvement Add1t1ona1I), the contractor 
will work with DIGEMID on the development of drug formulanes The Contractor also ,., 111 supply 
techmcaJ assistance for the rat10nal use of pharmaceuticals m up to 18 PCMI hospitals " 

In 1996, PROVIDA, a Peruvian pnvate orgamzat1on specialized m pharmaceutical management, 
completed an assessment tl1at was favorably rcv1cv .. cd by drug management specialists at Management 
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Sciences for Hea1th (MSH) The study concluded the MoH Program for Shared Adnumstration of 
Pharmacies" at the Pnmary Leve] of Services (PACF ARM), which supphes ]ow cost phannaceutica1s to 
al1 the health centers and posts through 32 Regiona1 and Subregional distnbution centers, was functlomng 
efficiently, but could be improved The report's findmgs and recommendations were presented and a copy 
of the report was given to the Regional Health Directors, MoH counterparts and DIGEMID 
Subsequently, PROJECT 2000 requested further MSH help and USAID bought mto the USAID/W 
Project of Rational Pharmaceuticals Management of MSH The purpose was to improve the system, m 
particular to implement a revolvmg fund system to achieve financial sustamab1hty of the PACFARM 
Program 

Drug management 1s s1gmficantly improved smce the PROVIDA study Regional and hospital staff m 
each hosp1ta1 v1s1ted by the team related that costs of pharmaceut1ca1s were down and mcome was up and 
drug management was easier Each hospital now has one central pharmacy m contrast to previous years, 
as noted m the study, when md1v1dual programs (ARI, TB etc) had mdiv1dual drug supplies, some of 
wluch were not even appropriate to the program, generic drugs arc accepted and supported by hospital 
staff and service providers 

MSH's techmcal assistance, provided to date through five of eight scheduled workshops, has been very 
appreciated 

7 INITIATIVES FOR EFFICIENT MANAGEMENT 

Both the Management and the Fmancmg Components got off to a slow start, especially cons1dermg that 
the person put rn charge of them, the Health Economist, was ongma11y funded for on1y four }ears 
(through February 1999) A number of factors contnbuted to the slow start (ANNEX 5) 

7 1 Tlie Demand, Cost and Fmancmg Studies 

One reason for the slow start of the Fmancmg and Management Components was that the demand and 
cost studies, '\\hich were to provide mput mto the design of the national user fee system, were not 
completed until May 1996, 16 months mto the Project 

The cost study was well done The methodology it developed and employed became the standard 
approach adopted m several important subsequent studies It became the foundation of the Cost and 
Income Information System (Sistema Informatica de Costos y lngrcsos, SICI) and 1s used to develop the 
health care services cost estimates that are an essential element m the Budget Programmmg System 
(Sistema de Programacion Presupuestana, SPP) 

The demand study was less successful, due to both financial constrarnts and techrucal dec1s1ons (ANNEX 
6) 

The demand, cost and health sector financmg studies were among the first studies of tlus type m Peru m 
more than a decade They filJed an important rnformation v01d, and are regarded by many as important, 
p1onccrmg, reference works The studies brought attention, cred1bihty and respect to PROJECT 2000 s 
efforts rn the areas of financmg and management, and laid the groundwork for the very considerable 
coordmatlon and leveragmg that the Project has achieved (further discussed below) The Health 
Economist has become a pubhc health sector-wide recogmzed and respected leader m health care 
financmg issues 

36 



7 2 Development of a National User Fee System 

Two act1V1t1es that were mtended to provide mput mto the design of a national user fee system only have 
recently been staited These act1v1t1es were (l) the development of an mventory of ex1stmg cost
recovery and efficiency enhancmg schemes and (2) the selection of the most prom1smg such schemes to 
(a) case study and (b) undertake operat10ns research on to improve theu performance A number of 
cons1derat1ons suggest that PROJECT 2000 has higher pnontles at tlus time and that these two act1v1t1es 
should be dropped (although currently contracted work should be completed) 

• Pres1dent1al elections are only a year away, and there 1s no reasonable hope of estabhshmg a nat10nal 
user fee system until some months after a newly elected adrmmstrat1on has taken office, 

• The type of mfonnation that was to have been obtamed from these act1v1tlcs is now available from a 
number of recently completed studies, and 

• most importantly, the Health Economist needs to focus her attention and Project resources on the SPP 
so as to better ensure that It 1s fully mst1tut10nahzed and sustainable 

User fee revenues have grown from 9% of all MoH revenues m 1992 to 15% m 1998 In absolute terms 
they grew from 12 7 million soles m 199 l to 213 m1lhon soles m 1998, a 17-fold mcrease Moreover, 
there is evidence that they constitute an important bamer to access to care (Petrera, 1999) User fees 
remam an important issue that needs to be addressed, and PROJECT 2000 can still make a contnbution, 
albeit a more hm1ted one, to the pubhc d1scuss1on on this important topic 

Recommendation 

The GRADE contract to set up and assess two pilot user fee systems should be modified the 
contract should be extended for an additional six months to provide more time for the system(s) to 
be estabhshed and up-and-runmng before 1t 1s assessed Also, the user fee admm1strahve systems
mcludmg the role of the DIRES m momtormg-rnust be made a pnmary focus of the study The 
proposed pubhc d1scuss1on of the objectives of a national user fee system (m an "Intercampus-type 
event") should be postponed until early 2001 (ANNEX 5) 

8 HEAL fH CARE FINANCING 

8 1 Policy Dlalogue 

A condition precedent for USAID's awarding PROJECT 2000 was that the Government of Peru establish 
an Inter-mstltutlonal Coordmatmg Committee (ICC) The ICC was seen as a potentially important 
vehicle for coord1natmg maJor health sector actors, while prov1dmg a forum for pohcy dialogue The ICC 
was formed when PROJECT 2000 started, but met only three times and was never an effective tool of 
pohcy dialogue Subsequently, another committee was formed that was charged with addressmg health 
care financmg issues Tlus was the Fmancmg Committee, formed by MoH m mid-1995 The PROJECT 
2000 health economist was the chau/coordmator of the Fmancmg Comrmttee from its mception until 
October 1997, when she stepped down Smee, then the Committee has met sporadically 
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The financial status of the MoH has improved s1gruficantly smce the Contract was first drafted In 1995, 
the M1mstry's budget more than doubled from the previous year, and thereafter its fundmg level has 
remamed relat1vely constant As a result, the Fmancmg Component has lost much of its urgency 1t 1s no 
longer the sme qua non, for 1mprovmg the funct1orung and quality of MoH care that 1t was when 
PROJECT 2000 was designed 

Moreover, a number of the maJor changes m the realms of financmg and management of the Mm1stry 
which the Contract identified as important, potential topics for policy dialogue have been addressed, or 
are no longer relevant ThIS 1s the result of MEF budget development and morutonng reforms as well as 
some important changes m how the MoH allocates resources 

The MoH system 1s charactenzed by a plethora of 1d1osyncrat1c, fac1lity-spec1fic user fee systems that 
have come to constitute a barner to access to care Of the one-fifth of PeruVIans who reported they were 
dim the past four weeks and felt they needed to obtam health care but did not do so, 76% reported that 
they did not seek care because they could not afford 1t, 1 c, 15% of persons who felt they needed care 
were deterred by economic cons1derat1ons (Petrera 1999) There 1s a need for public debate on the 
objectives of a national user fee system There also 1s a need for a contmued coordmat1on of the 
mternat1onal agencies workmg m health The growmg comc1dence of mterests and act1V1t1es m the health 
care financmg, and the recent launchmg of the design phase of new IDB and World Bank Projects (both 
of winch, 1t 1s reported, will be bmldmg on the work of PROJECT 2000), make coordmat1on essential 
Wlule the Mm1stry's Health Fmancmg Committee can play an important mformation shanng and 
coordmatmg role, the MoH needs to work more closely with MEF and MIPRE (which controls the health 
budget allocat1ons to the Reg1ons/Departments), and develop a permanent forum for domg so User fees, 
mter- and mtra-sectoral coordmat1on, and the structure and adm1mstrat1on of pubhc health financmg are 
all pertment topics that should be reviewed and discussed by policy-makers on an on-gomg basis 

Recommendation 

An mter-mstitut10nal committee should be reconstituted (See ANNEX 6 for details on potential 
topics and proposed committee members ) 

8 2 The Budget Programming System (SPP) 

The Budget Programmmg System 1s undoubtedly the most s1gmficant output of the Fmancmg and 
Management Components of PROJECT 2000 The SPP 1s a powerful and flexible electromc spreadsheet
based software program for cstablishmg MoH service delivery goals and est1matmg both the umt costs 
and the total costs of proVIdmg those services 

This system represents an important break with the way MoH has established goals and developed budget 
requests m the past Until the mtroduct10n of this system, most service delivery goals usually were 
established by each vertical program's national office, with non-vertical program service goals generally 
set by regional office personnel The SPP 1s a tool for turrung this top-down approach on its head 
specific service delivery goals are established at the local level (the facility, the facility network or the 
DlRES, depend.mg upon exactly how 1t 1s implemented) MoH budget requests used to be extrapolations 
of the previous year's budget, and generally did not reflect either ant1c1pated service delivery levels or the 
costs of proVIdmg care The SPP 1s a vehicle for lmkmg health plans, service delivery outputs, mputs and 
costs Its application generates, and makes available for the first tame, managenal mformat1on that 1s 
necessary, but not sufficient, for 1mprovmg the performance of MoH personnel and fac1ht1es 
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By providing a velucle for expressing locally felt needs and pnont1es, and replacing the former top-down 
with a bottom-up approach, the SPP also may be regarded as an important tool for effective 
decentrahzation and the empowerment of local and regional MoH personnel As such, hke the PCMI 
system, 1t provides impetus to democracy-nurtunng types of changes in the tradit1onal mode of 
funct1onmg of the State, and specifically the MoH The s1gmficance of the development and successful 
1mplementat1on of the SPP cannot be overstated 1t will usher ma new MoH era 

TI1e SPP, however, 1s not yet fully implemented In 1998, with assistance of the PSNB and the Pan
Amencan Health Organ1zat1on (PAI-IO), hosted SPP trallllng and pilot-testing m the 12 PROJECT 2000 
DIRES, the CaJlao DIRES and the eight sub-regions (networks) of the PSNB Management Sciences for 
Health's (MSH's) Management Trammg and Planmng (MCP) approach, wluch has JUSt started to be 
implemented, looks well designed and as if 1t will be an important tool for helpmg to mstitut1onahze the 
system Nevertheless, the p1lot-testmg expenences and the feedback provided at a November 1998 
national workshop of DIRES personnel and a March 1999 "SPP vahdat1on" workshop, suggest that 1t 
would be advisable to go a bit more slowly (MoH, PROJECT 2000 & PSNB, 1998) 

The SPP officially has been adopted by the MoH's General Office of Plannmg (OGP) as the tool that It 
will use to develop budget reqmrement estimates that It annua1ly submits to MEF The MoH plans to use 
the SPP to develop the annual DIRES-level budget estunates for next year, 2000, but will be hard-pressed 
to aclueve this goaJ Tlus goal underscores the overly optlmistic View of Implementing the SPP, wluch 
needs to be reassessed The trammg and 1mplcmentation phases of the SPP are cnt1cal and should not be 
short-changed Domg so will put the mstltutlonahzatlon of tlus important mnovatlon at-nsk and will 
unnecessanly Jeopardize the mvestment that has been made m Its development to date 

Recommendations 

Add1honal resources should be dedicated to the trammg, 1mplementatlon, evaluahon and follow-up 
of the SPP Smee this work will consist pnmanly of an mcreased level of effort by MSH and/or 
CIPRODES, this work should be awarded on a sole-source(s) basis 

Contractmg a phys1e1an (Dr Juan Lescano) to md m presentmg the SPP (and possibly the SICI) to 
physmans, overcommg their doubts and potenhal oppos1tmn to these systems, and shormg up thear 
support for them has been a good strategy and should be contmued The position should be funded 
until at least June 2001 

Cons1deratmn should be given to developmg and mcludmg an evaluahon module m the basic SPP 
software package, as has been discussed ID CIPRODES and MSll documents To best ensure the 
timely dehvery ofth1s module as a fully compatible and 1Dtegrated component of the SPP, this work 
should be awarded on a sole-source basis to CIPRODES 

Consideration also should be given to develop1Dg and mtroducmg norms for calculatmg the 
"personnel" and "supphes and matenal" mputs and costs, rather than contmumg to rely on annual 
re-calculahons of the time and matenals of each of the specific servace dehvery targets 1denhfied ID 

the SPP (see ANNEX 6 for details) 

CIPRODES should be (sole-source) contracted to develop an additional SPP software program to 
make the SPP compatible with MEF's SIAF 

It is noteworthy that the PSNB co-sponsored the November and March workshops, and that It 1s co
financmg MSH's development and Implementation of the SPP-spec1fic apphcat10n of the MCP and Its 
associated trammg workshops PAHO has co-financed and overseen SPP 1mplcmentation m the Callao 
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DIRES, has hosted SPP review workshops and 1s actively mvolved m the MSH tram.mg workshops, as 
well 

8 3 17te Cost and Income Informatwn System (SICI) 

The development ofth1s step-down cost analysis software too] 1s an important contnbut1on of PROJECT 
2000 It has been implemented m three hospitals (Huaras, Ayacucho and San Martm) It also has been 
mtroduced by the PSNB at the servtce network ]eve] m Piedra Liz.a (Lima), Yanacoa (Cusco), Chulucanas 
(Pmra) and m V11la e Salvador (Lima Sur) 

The followmg observations were made durmg a vlSlt to the Huamanga Hospital m Ayacucho 

• The Economics Umt felt as though they were m a "state of war" with the phys1c1ans of the hospital 
They report that many of tl1c doctors arc fcclmg tlrrcatcned by the system and arc sabotagmg their 
1mp]ementatton efforts 

• Not enough preparatory work was done to expJam the SICI system and its use, or to estabhsh a 
committee compnsed of vanous types of staff-persons at the hospital to manage and direct the use of 
the system, and to oversee and ensure doctors' prov1s1on of reqmred data 

• Inadequate trammg/preparat1on for what to do with the database once it was developed, e g , types of 
analyses that could be performed, demonstratmg how SICI can aid management m making resource 
allocat10n dec1S1ons, and improve product1v1ty and the efficiency of hospital operations 

• Staff reported feelmg hke "orphans," 1 e, that they had been largely abandoned by CIPRODES They 
mchcated that they felt they needed add1t1onal support and techrucaJ assistance 

• Staff reported verbal examples of staff responses to the cost findmgs, and apparent efforts to become 
more efficient Also reported that ailalys1s showed that 52% of food costs were mcurred prepanng 
food for staff, and Jed to the d1scontmuat1on oftlus staff subsidy 

CIPRODES rep01ted that the dec1s1on to add a pnvate ward to the Huaras hospital was based on cost 
analysts performed with the SICI 

Recommendations 

Develop new components of the SICI software to mcorporate analysis protocols to aid Economics 
Umts m gettmg started m the analysis of the data 

Allocate add1t10na] resources for (1) deveJopmg mstatutJonaJ committees to support the 
1mplementabon of the SICI and the use of its data, and (2) for brmgmg together Economic Umts 
(e g , Huaras, Ayacucho and San Martm) to share approaches, experiences, plans etc 

Sole-source contract MSH to develop a MCP module specifically for the SICI which mcorporates 
the analysis protocols (see previous recommendation) and works with the PCMI-spawned matrix 
management sub-committees 

Current plans for mtroducmg the system m five more hospitals startmg this year should be earned 
out 
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Inadequate attention was m1tially paid to assessmg alternative hospital cost methodologies Tius 1s now 
recogrnzed and another approach (DRGs) 1s bemg mvest1gated with the assistance of PHR Pro3ect The 
SICI 1s hkely to be too simple (madequate prec1s1on) for the national hospitals and possibly larger 
regional hospitals It 1s, however, adequate and appropnate for small hospitals and centers (The larger, 
more complex fac1ht1es, are likely to have much more vanab1hty m the resource mtens1ty of their cases, 
which will render the SICl's relatively small number of categones of patients less precise than the DRG 
costmg system, with its 469 diagnostic categones) 

Recommendatrnn 

Complete the study of DRGs with the PHR Project 

8 4 The Decentrallzed Management Improvement Model (DMIM) 

The contract states that the DMIM and the Total Quahty Management (TQM) act1V1t1es "will not be 
undertaken until the cost-based planrung program has been implemented and is runnmg smoothly 
throughout the country " Decentralized management system was poorly defmed m both the Project Paper 
and the Contract PROJECT 2000 1s currently reVJewmg bids on a request for proposals that it issued to 
conduct the DMIM act1V1t1es 

Recommendation 

Drop the DMIM activ1ties, reallocate the DMIM budget to (a) the additional SPP and SICI 
activities recommended above, and (b) extendmg the Health Economist's contract The time of the 
Health Economist that would have been devoted to DMIM should be re-allocated to (a) more 
closely momtormg and partmpatmg m SPP and SICI 1mplementatton, evaluation and follow-up 
act1V1hes, and (b) m the final year of the Pro1ect, to developmg the synthesis pohcy paper descnbed 
m the next section 

8 5 Develop Decentralzzed Budget Allocatzon System 

PROJECT 2000 has conducted two studies addressmg aspects of this issue The OGP has spec1fically 
requested assistance m detennmmg how to "d1stnbute" its budget This act1v1ty should be completed 

Recommendations 
Extend the contract of the Health Economist to make 1t co-termmus with the rest of the Pro1ect 
(February 2002) 

The 9 to 12 months of the Health Economist's hme on the Pro1ect should be dedicated exclusively to 
wntmg a synthes1zmg pohcy document that analyzes (1) the user fee studies of PROJECT 2000 
(CIUP, Cortez, and GRADE), PARO, DFID and others, (2) discusses targetmg strategies and 
lessons learned (mcludmg targetmg VIa resource allocahons and VIa user fee exoneration pohcy), (3) 
discusses the pros and cons of user fees versus msurance and the 1mphcations of relymg on them 
simultaneously as demonstrated by analyses of the Maternal-Chdd Insurance and Student 
Insurance Programs, (4) discusses the lessons learned and future directaons for cost-based 
reimbursement (usmg the SPP and SICI), (5) assesses the pros and cons of SICI versus DRGs m 
different types of hospitals, and (6) exammes the mtegrabon of the SICI and the SPP It is 
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imperative to develop this document, as the MoH currently has nobody capable of domg so and this 
type of thmkp1ece 1s a critical, medmm- and long-term strategic plannmg tool Resources should be 
made ava1lable to enable the Health Economist to contract consultants who have worked with the 
Project and others to assist her m this work. The report should be presented at a national semmar 
durmg the final year of the Project 

9 SUSTAINADILI1Y 

9 1 The Financing and Management Components 

Indicators of the sustamab1hty of the SPP 

• The OGP has officially adopted the SPP and 1s plannmg to use 1t to develop the MoH budget request 
for fiscal year 2000, winch will be subnuttcd to MEF m May 1999 

• An "mst1tut10nahzation" agreement has been drafted for OGP, PROJECT 2000, PSNB and PAI-IO to 
sign 

• The PSNB and PAI-IO have co-financed the implementation of the PROJECT 2000's SPP trammg 
and implementation package 

• World Bank and Inter-American Development Bank m1ss1ons are visitmg Peru m March-Apnl 1999 
to begm to design new health Projects, and both are expected to adopt the SPP as part of their new 
Project activities 

Recommendation 

The draft "SPP mstitutionahzahon agreement" should be revised to 1dent1f y specific reqmred OGP 
mputs (eqmpment, trammg, new position descraphons, add1honal personnel, etc ) and to 
mcorporate a hmelme with deadhnes for specific achVIhes 

To date, there has been madequate networkmg with MEF wtth either the SPP or the SICI D1scuss1ons 
with MEF officials found them to be very mterested and supportive of both of the SPP and the SICI 
m1t1at1ves They need, however, to be brought mto the process to better ensure that the systems arc 
designed m a manner that 1s consistent with MEF's needs and reqmremcnts This would greatly enhance 
the sustamab1hty of both of these act1v1t1es 

Smee the start of PROJECT 2000, the UEP 2000 has ms1sted that 1t, and not Pathfinder or its 
subcontractors, 1s responsible for any extra-MoH commumcatlon or coordmat1on 1l1e UEP 2000 has not 
adequately fulfilled this respons1b1hty This ts not surpnsmg smce the UEP 2000 has smgle-mmdedly 
focused on the PCMI and neglected the Management and Fmancmg Components of the Project 
Pathfinder and/or the Health Economist, however, are not entirely without fault they should have ms1sted 
that the UEP 2000 be more proactive and contacted MEF 

Recommendation 

Now that contact between PROJECT 2000 and MEF has been 1mtrated, both the UEP 2000 and the 
Health Economist should assume greater respons1b1hty for culhvatmg and strengthemng this 
relahonsh1p, and both should work together with OGP m domg so 
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If PROJECT 2000 1s awarded an extens10n, and the changes recommended here are made, 1t will greatly 
enhance the sustamab1hty of the SPP and SICI outputs By the end of the Project, the MoH will have had 
three years of expenence usmg the SPP, and the system will be mst1tut1onahzed To date, the program 
has been implemented by eXIstmg staff m the DIRES, and has not mcreased the recurrent costs of the 
MoH The SPP will be sustamablc (at mm1mum, at the DIRES and OGP levels) by the end of the Project 

The SICI system, on the other hand, will still be located m only eight hospitals and five networks While 
there will still be need for additional trammg as the SIC! system 1s mtroduced m new sites, the 
development of hands-on capab1ht1es w1thm the MoH and the development of the MTP modulanzed 
program to support its 1mplementat1on, should establish adequate m-house capab1ht1es to replicate 1t 
elsewhere From the very hm1ted expenence m 1mplementmg the SICI to date, 1t can be concluded that 1t 
will reqmre addmg at most two additional staff persons at each 1mplementmg fac1hty to 11nplement This 
1s not an undue financial burden, and should be sustamable m the mstitut1ons m which 1t ts implemented 

If the SPP and the SICI can be mtegratcd mto the act1v1hes of the PCMI-spawned matnx management 
sub-cormmttees, 1t would help to msulate these systems from the deletenous effects of the high turnover 
of staff with the marketable skills that are reqmred to adnumster them 

9 2 Tlte PCMJ Component 

As detailed elsewhere m this report, the content, structure and 1mplementat1on of the PCMI component of 
PROJECT 2000 departs from its ongmal design, and has been subject to further mod1ficat10n as the 
program has been implemented There 1s uncertamty about the further development of the model, given 
the t1meframe of PROJECT 2000 There 1s still unresolved d1scuss1on of what the second level of 
qualification should consist of, or how 1t should be implemented and assessed Should the quahfymg 
oversight committee be an MoH entity, or an outside agency, or some combmatlon thereof? These 
fundamentally important, yet still unresolved PCMI-des1gn questions obviously have important cost 
1mphcat1ons The many modifications that have been made m PCMI, the still mcomplete 1mplementat1on 
of the Program, and the fact PROJECT 2000 has not "costed out" many act1V1tles, make 1t 1mposs1ble to 
estimate the recurrent costs of the program, given the short time available for this evaluation team This, 
m tum, makes it exceedmgly difficult to ascertain the fmanc1al sustamab1hty of PCMI, at this time 

Recommendation 

PROJECT 2000 should "cost out" all components of its model, as part of the PCMI pilot approach, 
to better estimate the financial sustamab1hty of PCMI 

• The Cost of Quahficat1on A Sustamab1hty Concern 

In addition to the PCMI's direct costs, there are substantial costs that are denvat1ve of PCMI act1vit1es 
that must be taken mto account when assessmg the sustainability of PROJECT 2000 The most v1s1ble 
and important of these are the costs mcurred by fac1ht1es stnvmg to become "qualified" The UEP 2000 
estimates (1t 1s unclear how these estimates were developed) that the Quahficat1on Program has cost an 
average of US$16,000 to provide each part1c1patmg fac1hty with the matenals (pnmanly eqmpment and 
supplies), trammg, and supervts10n they required m order to become qualified This estimate suggests 
that the total cost for the 89 PCMI fac1ht1es to achieve their first quahficat1on was roughly US$ l 4 
million Tlus high cost has prompted the UEP 2000 to question the sustamab1hty of the Project, and the 
feas1b1lity of extendmg the Qualification Program throughout the country This concern 1s underscored 
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by the hkehhood that the second level of quahfication will be more expensive than that which has been 
implemented to date (smce it deals more with normative, techmcal skills and less with the basic, 
orgamzat1onal-related issues oflevel one) However, as many of the m1tial start-up costs mcurred as part 
of the "expenment" would not have to be repeated for a "second" level of quahficat10n, the costs 
estimates may be substantially lower than estimated by UEP 2000 

Given the protracted financmg cns1s of the MoH (1980-1994) it is hkely that some port10n of the outlays 
that the UEP 2000 has 1dent1fied as necessary for quahficat10n are actually expenditures reqmred to get 
some fac1hties back up and runnmg and to return others to some nummal acceptable standards for 
eqmpment and stocks of supplies (In the Ayacucho DIRES, for example, the D1rector reported that 56% 
of fac1ht1es were closed m 1992 due to terronsm) What proportion of the $16,000 per fac1hty has been 
specifically for, and only for, meetmg quahficat1on cntena has not been ascertamed Other important, 
related questions mclude How often does quahficat1on have to be done? How important 1s quahficat1on 
as a tool for mot1vatmg MoH employees? Is its mot1vatmg force likely to decrease over time? If so '"hat 
cntcna will the M1mstry use to detcrmmc the adv1sab1hty of mamtammg the program? 

Recommendation 

Undertake an analysis of the cost of the Quahficatmn Program that d1stmgmshes the costs mcurred 
by the GOP for fac1hhes (a) to acJueve quahficatmn and (b) those necessary to restore the general 
operational preparedness of fac1hties, as established m MoH accreditation norms 

While the UEP 2000 has quest10ned whether the Qualification Program 1s adequately effective, given its 
apparent relatively high costs, all of the anecdotal data obtamed by the evaluation team mdicated that this 
Program 1s the cntlcal motlvatmg force that dnves MoH fac1hty staff m the1r Contmuous Quality 
Improvement efforts Still, m hght of its important and unknown financial reqmrements, it would be 
useful to have a better understandmg of the dose-response relat10nsh1p of the Program m order to be 
better able to design the program - determme the optimal frequency and duration of quahficat1on - and do 
soma manner that 1s as cost-effective as possible Indeed, this type of mformat10n is essential mput mto 
ascertammg the financial sustamab1hty of the Quahficat1on Program and PCMI It may be very difficult 
to do so, however the MoH (at all levels) 1s so excited about PCMI that 1t 1s mtroducmg 1t m services and 
fac1hties outside of those targeted by PROJECT 2000 This will make it exceedmgly difficult to design 
and effectively implement such a study, there simply will be too many confoundmg vanables 

It 1s noteworthy that while there has been a shortfall of PL-480 fundmg, the GOP and the MoH have more 
than offset this shortfall with public treasury financmg Total counterpart fundmg has exceeded the level 
stipulated m the GOP-USAID Project Agreement The MoH's widespread mterest m and umversally 
enthus1ast1c support for the PCMI, together with the MoH's s1gmficant financial contnbution to the 
Project augur well for the financial sustamab1hty of the Project's mtervenhons 

The UEP 2000 has developed a document addressmg this issue, "Propuesta de Transferenc1a y 
Sostcmb1hdad dcl Proyccto 2000 al Muusteno de Salud " While the need for this type of plan 1s 
apparent, this document 1s not adequately detailed For mstance, 1t identifies 31 achv1t1es to be 
transferred to the MoH, but m 1dent1fymg to whom each 1s to be transferred, 1t merely 1dent1fies one of the 
MoH's three levels (central, reg10nal or fac1hty) Moreover, there ts no d1scuss1on of costs This 
proposal 1s foremost concerned with transferrmg respons1b1hties for vanous aspects of PROJECT 2000 to 
the MoH, or m some cases, others While a case can be made that this 1s an essential first step toward 
sustamab1hty, tins 1s not a sustamab1hty plan 
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Recommendation 

Before the end of PROJECT 2000, develop a detaded plan for ensurmg the transfer and 
sustamabahty of PROJECT 2000 actavataes, usmg as a startmg pomt the UEP 2000 document 

9 3 Inshtuhonal 

"lnst.Itutional sustamab1hty refers to the capacity of the MOH and regional health authont1es to plan, 
manage, adrmmster, momtor, and adjust Project activities to ensure theu effectiveness and contmmty after 
Project completion " 

On the operational level of md1v1dual service mst1tut1ons, the potential for sustamab1hty 1s excellent 
MCH services professionals and workers have taken ownership of the CQI approach Hospital dlfcctors 
and service providers pomt with obVJous pnde to what they have done to improve patient flow, momtor 
and mcrease patient sat1sfactton, improve physical fac1ht1es etc , - and say "This what WE have done " 
The improvements are the result of theu problem-solvmg, theu concern and often theu own physical 
labors (pamtmg walls and makmg decorations for the chmcs and hallways) 

They are mtemahzmg problem-solvmg and self-help through team-work and self-evaluation Matnx 
organ1zat1on and team-work are expandmg md1v1dual perspectives and skills, which is the basis of 
1nst1tutional capac1ty-bu1ldmg Though md1v1dual respons1b1ht1es and workload also are mcreased, 
workers appear to be rewarded by personal empowerment through demonstrable and tangible team 
success As they chart service achievements, they see the mcreases m attendance, the mcreased chent 
satisfaction and the better outcomes of senous cases They are happier, feel empowered and effective 
Standardized chmcal practice appears to be now well accepted As semor mstitutional leaders recogruze 
the mcreased effectiveness of a motivated workforce, they completely endorse the program The 
motivational factors are strong cntena for mst1tut1onal sustamab1hty Add1tionally, the mtegrat1on of 
vertical MCH and health programs mto the PCMI problem-solvmg methodology, with some poolmg of 
resources, not only further mstltutlonahzes the PCMI approach duectly, but also agam mduectly As 
mtegrat.Ion benefits the mstltutlon's capacity for mtegrated problem solvmg, it engenders add1tlonal 
effectiveness that re-endorses the approach The mtra-mural spread from MCH services to other 
departments illustrates this effect 

A Caveat There are two key clements of PCMI that wtll dnve the mot1vatlonal cngmc of the 
establishments the mccnhvc structure provided by "Quahficat1on" and rc-quahficatlon that must rcmam 
m place - with professional and techmcal crechb1hty, both w1thm and without the MoH Moreover, the 
SIP objective performance record must become more fam1har, more revealmg and more rewarding with 
its mformat1on use, to remforce the CQI process with contmumg performance mcent1ves 

A maJor concern High and rapid turnover of contracted personnel 1s a major concern for the 
sustamab1hty of the approach for md1v1dual mst1tutlons It 1s not only a cost issue, but breaks the 
contmmty of mtramural problcm-solvmg Though the MoH reportedly sees the staff turnover as a 
"reality" rather than as a "problem", m the short-run it can have a brakmg effect on the effectiveness of 
the PCMI quality improvements In the long-term, proVIded that the MoH is w11lmg to finance the costs 
of contmuous "new Staff'' trairung and re-onentatlon as they are moved, the total capacity of "PCMI
tramed" personnel withm the Project regions should be adequate for sustamab1hty 
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On the Mm1stenal Levels Program sustamab1hty should he almost exclusively with the DIRES, as the 
1mplementmg authonty Not only ts this locus consonant with GOP decentrahzat1on pohc1es, but 1t 1s the 
only practical means of regtonahzmg the PCMI approach PROJECT 2000 has actively mvolved the 
DIRES m the PCMI development and established a small core of PCMI-tramed fac1htators who oversee 
and assist the regional 1mplementat10n, supervise, negotiate and problem-solve resources issues on behalf 
of PCMI DIRES are actively mvolved m the adm1111strative, techmcal, financial and pohtical aspects of 
the program They are well-versed and capable of sustammg these aspects of the program And, equallv 
important for sustamab1hty, the regional health authonties clearly recognize the effectiveness of the 
PCMI approach Some, hke Puno, have already taken 1t far beyond the m1tial stages of 1mplementat1on 
and are actively workmg on the referral systems and emergency care This, together v.1th the fact that the 
MoH has voluntanly contnbuted more of its own resources than reqmred under the counterpart 
contnbutton mto support of the PCMI program, and that local level "pasant1as" extendmg PCMI trammg 
to hea1th centers and posts are now supported by local funds from the national treasury, further gives a 
strong md1cat10n of potential MoH susta1nab1hty at the regional level 

Recommendations 

• 

• 

• 

• 

Consolidate mstttuttonal gams and mcrease the motivational challenges with add1t10nal 
quahty cntena and CQI goals for re-quahficatton 
Strengthen pro-active analyses and d1ssemmat10n of SIP and service statistics to 
demonstrate gams and aclnevements Consider other recommendations mtended to 
promote v1S1b1hty of results and competitive mvolvement m documentat10n of lessons 
learned, case studies 
Max1m1ze documentation of lessons learned, problems solved and general learning from 
pilotmg of PCMI model 
Develop a PCMI human resources pohcy and MoH budget hne for rapidly trammg and 
mtegratmg new staff mto PCMI operational teams Conduct data-based analyses of 
contract staff movement to propose a rattonahzed staff movement pohcy, with terms of 
contract trammg clauses, 1 e, 1f otherwise satisfactory, "pasantta" trainees commit to at 
least one-year post-trmmng at their current service post 

9 4 Social 

9 4 l The PCMI Model 

The PCMI model has demonstrated that 1t funct10ns appropnatcly m the HC and CC organized networks 
and micro-networks The commumty is changmg the perception of the small and large changes m the 
health services Also, health workers have a new competence m v1suahzmg, expressmg, and resolvmg 
problems 1mprovmg their work envuonment 

The PCMI and its activ1tJcs arc sustamablc m some places PCMis are perceived as a different and 
modem model that efficiently supports Health Reform Many DIRES already have mcluded, m their 
future plans, extension to other networks and micro-networks without the Project's support They do it 
with their own resources or with Pubhc Treasury resources via the UEP 

With regard to the commumty agents, PCMI has aclueved a s1gmficant impact as demonstrated m the 
mterv1ews held with commumty agents by the assessment team The trammg, and matenals dchvered to 
the providers and m1dw1vcs at the workshops arc easily replicated given their s1mphc1ty and clanty 
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The San Martm case illustrates the sustamab1hty and opportumtles of the PCMI San Martm decided to 
extend the PCMI model to Lamas, what 1s noted m the field 1s the better practice of PCMI sustamab1hty 
As 1s proved m this example, the project has not yet concluded and the sustamab1hty process 1s bemg 
developed 

These PCMI successes m the majority of the Project reg10ns show the poss1b1hty of the model bemg 
extended to other regions 

Recommendations 

To standardize and systematize all the PCMI elements and components to make 1t easy to replicate 
m other regions Durmg the Project extension, the present achievements should be consolidated and 
materials completed, and adjust the PCMI to the various characteristics of the regions covered by 
the Project It 1s recommended momtormg the extension of the PCMI to other networks of the 
present regions because 1t will be an opportumty for fine tunmg the PCMI for future sustamab1hty 
m other regions 

The MoH and AID mclude a specific package geared towards the sustamab1hty of the PCMI m the 
objectives of the Project extension 

UEP should coordmate very closely with the DIRES and the technical assistance everythmg relative to 
the 1mplementat1on of sustamab1hty 

9 4 2 IEC at the DIRES Level 

PCMI has demonstrated that its benefits go beyond mother and pennatal health The DIRES, HC and CC 
have confirmed that the method has been successfully apphed to other subjects In this context, what has 
been achieved with IEC has been one of the achievements that the PCMI mcorporated mto its plans The 
activ1t1es developed m IEC m the different regions have resulted as appropnate for the PCMI even when 
the momtonng reports show different levels of achievement 

The IEC sustamab1hty after the conclusion of the Project 1s possible 1fthe role oflEC m the DIRES, HC 
and CC 1s worked on m-depth The orgaruzat1on and formation of IEC uruts and the nammg of IEC 
officers m the DIRES, HC and CC 1s one path to sustamab1hty Another opportumty for sustamab1hty is 
to mvolve the team with the commuruty through the IEC/CT 

Recommendations 

At the central level, EAT should transfer all mformation on the PCMI IEC/CT to the MoH 
Directorate of Social Commumcat10n and to the Mother Child Directorate 

For IEC/CT sustamab1hty m the different PCMI regwns, EAT, UEP and the DI RES should sign 
agreements so that durmg the extension the level of skills of the teams m IEC/CT becomes um form, 
ensurmg that durmg the Project extension one of the objectives 1s met for developmg sustamab1hty 
strategies for the second year of the extension 

IEC/CT should mvolve the providers and m1dw1ves m the sustamab1hty process so that they may 
convey the commitment and respons1b1hty of demand m the sustamab1hty of health services 

Durmg the Project extenswn, IEC/CT should 1dent1fy all the sustamab1hty mechamsms that eust m 
diverse forms m each regwn 
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10 PROJECT RESOURCES, TIME FRAME AND BUDGETS 

The PROJECT 2000 bilateral agreement 1s for a $30 nulhon grant with $30 mtlhon ID matchlDg 
counterpart funds USAID authonzed the $30 mtlhon grant for the Project on September 30, 1993 The 
grant 1s dtv1ded 1Dto two parts a techmcal assistance contract with Pathfinder International for $19 7 
mtlhon, with the rema1D1Dg $3 4 m1lhon to be managed duectly by USAID The sum of these components 
1s $23 I nulhon, leav1Dg an unprogrammed balance of $6 9 nulhon The ong1nal Project act1v1ty 
completion date was September 30, 2000 In Its best and final offer, Pathfinder proposed that the Project 
be funded for an add1ttonal year 

As of September 30, 1998, $18 8 mtlhon had been obligated, $17 5 nulhon had been committed, and 
$13 5 nulhon had actually been expended It 1s anticipated that $4 9 mtlhon will be spent m fiscal year 
(FY) 1999, bnnglDg total cumulative expenditures of the Project to $18 4 mtlhon This will leave $0 4 
nullion m obligated funds unexpended, and $11 6 m authonzed funds unexpended 

As 1s evident ID figure I, the Project's rate of expendtture of grant momes was relatively slow ID its first 
two years, owmg to major modtfications that were made m the design of the core act1V1ttes of the Project, 
viz, the content and approach of the PCMI Whtie the Pathfinder contract was signed ID December 1994, 
and Pathfinder began workmg on the Project ID Apnl 1995, 1t was not until May of 1996 that there was 
agreement on what PCMI would consist Moreover, 1t was another four months, September 1996, before 
the sub-contract with Consorc10 ESAN was signed The roll out of the PCMI, therefore, began only a 
little more than I 5 years ago It 1s estimated that the PCMI component of PROJECT 2000 1s currently 
about two years behmd the trammg implementation schedule, and that 1t 1s about 30% unplemented 

As may be seen ID Figure 2, substantially less PL-480 momes have been avatlable than had ongmally 
been anticipated PL-480 funds have not been avrulable smce FYI 998, and total PL-480 counterpart 
financ1Dg currently totals 45% of the total ongmally programmed Even with this shortfall of PL-480 
financ1Dg, counterpart expenditures have been greater than required by the bilateral agreement The 
shortfall of PL-480 momes has been more than offset by mcreased GOP treasury-fmanced expenditures 
At the end of 1998, GOP treasury funds-financed expenditures were already 30 percent greater than the 
total $8 0 nulhon that the GOP had agreed to allocate to PROJECT 2000 over the entire hfe of the 
Project Accordmg to the UEP 2000, the higher than planned level of expendttures of pubhc treasury 
funds reflects two factors 

• the high regard the OFICE, the MoH and the GOP have had for the results achieved to date by 
PROJECT 2000, and particularly the PCMI component, and 

• the much rugher than ant1c1pated expenditures on the difficult to plan for, still evolvlDg PCMI model, 
and particularly its Quahficatton Program 17 

At what level should the proposed extension be funded? Absent mformation on the cost of the PCMI, has 
made this a difficult question to answer On the one hand, given the considerable learn1Dg-by-do1Dg that 
has taken place under the Project, one would anticipate that on average 1t would cost less money on 
average per year to extend the contract than 1t has cost to support the program to date Indeed, at least one 
of the most expensive activ1t1es of the Project-the bmldmg of the 14 IodglDg modules for national and 
regional PCMI tramees-has proven costly and should not be repeated (They have, thus far, cost 
PROJECT 2000 roughly $800,000, mcludmg the cost of superv1s1on by an arcrutect consultant, and 

17 Expenditures were lugher than expected due to needs bemg lugher than expected, and the low level of services In 
add1t1on. most funds transferred by the MOH to the regions were spent on computers module construct10n 
superv1s10n, and general Project mo111tonng/supcrv1s1on. mcludmg PCMI actJvtties 
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overhead charges ) On the other hand, as noted elsewhere m tlus report, there remam new act1VJt1es yet to 
be defined and implemented The uncertamt1es mvolved, coupled with the remarkable success of the 
program to date, suggest the need to ensure adequate resources so as not to Jeopardize the successes and 
the progress that have, thus far, been achieved m des1gnmg the PCMI Contmued fundmg at the Project's 
1998 level would appear to be warranted, yet prudent 
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ANNEX 1 LIST OF RECOMMENDATIONS 

Re Pro1ect Extension 

Extend fundmg to Pathfinder International to December 200 I (plus ttme for closeout) to enable the full 
development/complet1on of the acttv1t1es presented m this report 

The Contract between USAID and the IC should be reVIsed so as to delete all language mdtcattng that the 
MoH and its designated counterparts should approve "contract documents" 

The new contract should be worded to reflect USAID reengmeenng m which USAID and those who work 
directly wtth US AID to affect the ctrcumstances of customers are considered partners 

A key component of the fac1htated workshop on results, recommended previously, should be the PCMI 
problem-solvmg methodology to resolve conflicts, establish team work and mcrease professional 
collaborat1on among the three PROJECT 2000 partners 

At the central level, PROJECT 2000 should meet soon with REPROSALUD staff to plan how they might 
learn from REPROSALUD's commumty-level knowledge of women's concerns and needs and 
mcorporate that expenence, mcludmg that on whtte menses, mto makmg PROJECT 2000 even more 
effective m meetmg women's needs 

RePCMI 

Complete and consohdate the 1mplementat1on of basic quahficatton and commumty act1V1t:Ies m the 
current 89 health estabhshments Balance "honzontal" 1mplementat1on m each of the 89 health 
establishments with targeted "vertical" quality mcrease (1 e, usmg SIP-analysis) 

Design PCMI pilot vertical quality improvements, differentiated "Re-qualification" cntena and re-qualify 
a subsample of currently qualified establishments Test addttional mot1vat1onal goals, mclude recogmtlon 
awards, pnzes and compet1t1ons 

Complete design of commumty component and demand creation, hoked to chmcal capacities Rapidly 
advance the development of clm1cal resolutive capacities, pilot cntical referral systems and commumty 
problem-solvmg around emergencies 

Consolidate and rcmforcc use of protocols and SIP, especially m the penpheral service networks Use SIP 
analysis PCMI service improvements and results as motivational tools Disseminate Investigate SIP 
computer access and problem-solve 

Plan, test and complete additional steps m pilot trammg/educat:Ion and quality improvement approaches -
self mstructlon, long-distance education, possibly pilot the mtroduction of PCMI approaches mto basic 
professional education and trammg cumcula, mtemsh1ps and residencies 

In next Project phase document, evaluate and d1ssem1nate PCMI expenences and gams mitlate 
systematic analyses wtth SIP and HIS service statistics Develop methodologies for simple mvest1gat1ons, 
analyses, case studies, etc , for documentation and as mot1vat1onal tools 
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ReIEC 

From the begmnmg of the extension, IEC and CT act1V1tles should start 1mmed1ately and contmue 
without restnct1on for the hfe of the Project All adm1mstratlve measures should be undertaken on a 
timely basis m 1999 so that there will be no delay m startmg the extension act1V1t1es 

In order to ensure the implementation ofIEC and CT actlv1t1es, a wntten agreement is needed with 
DIRES regardmg the different sectors to establish pnont1es for cooperation m promptly carrymg out IEC 
and CT act1v1tles Also, a detru.led implementation plan should be elaborated immediately for the 24 
months from January 2000 to December 2001 

Focusmg exclusively on PCMI's objectives and md1cators, which need to be revised and agreed upon for 
the extension penod, new objectives and mchcators must be designed with absolute clanty as to what IEC 
and CT's mvolvement should accomphsh m the 24 months of the extension 

Talong mto account the followmg aspects which circumscnbe the extension 

• The central recommendat10n ofth1s evaluation, to consolidate that which has already been achieved 
by the PCMI 

• The existence of vanous cultural bamers m the commumty m each location 
• The size and location of the target group covered by the HC and CC which are organized m networks 

and micro networks m the PCMI 
• The trammg already earned out with health-care proVIders, promoters and m1dw1ves 
• The need to optimize USAID resources and the limited time available for IEC and CT actlv1t1es 

dunng the extension 
• It 1s recommended that the IEC and CT components be mtegrated mto a smgle "IEC/CT" component 

It is recommended that for the project's extension penod, the "IEC/CT" component be designed as a 
component concentratmg resources and efforts -- IEC methods and CT strategics for actlv1hes m the 
commumty with the part1c1pat1on of health-care providers and m1dw1ves 

It is suggested that MoH and USAID mclude outside techmcal assistance m the selection of objectives 
and md1cators, m des1gnmg and planmng of the "IEC/CT" component for the second and/or thlfd 
tnmester of 1999, and that they work with the present CARE/IEC team that 1s puttmg together EAT, as 
well as with the umts and/or those responsible IEC mdiv1duals m DIRES, HC and CC m each locat10n, so 
that the objectives md1cators, tenns of reference, budgets, etc , may be reahst1cally framed under the 
extension amendments' Scope of Work to mclude data helpful to the contractor and eventual 
subcontractors for focusmg their act1V1tles and sharpenmg thelf output 

Dunng the project extension the "IEC/CT" component must be earned out by two full-time IEC 
spec1al1sts expenenced m commumty act1v1t1es at the central level of EAT Thus, it is recommended that 
the CARE IEC consultants, who make up part of the EAT team, have thelf term m the project extended 
and that the CARE subcontractor provide his assistance and techrucal support to these consultants 

The results ofth1s research should be appropnately edited, published, and d1ssemmated m the different 
areas where the data were collected 

In the last tnmeste-r of 1999, already tramed local teams -- with outside techrucal assistance and usmg 
observation techmques - should, m each location, determme the need to improve providers' skills m 
mterpersonal commumcat1ons with clients 
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Feedback should be obtamed through m depth mterv1ews with health proVIders who have practiced the 
provider-user technique m order to correct trammg manuals 

Review the cultural bamers stdl ex1stmg m each location, so that dunng the extension, those more likely 
to be resolved may be given prov1der/chent and IEC/CT attention 

Usmg ex1stmg mforrnatlon, it is recommended that the project work with commumty groups and IEC 
advisors to 1dent1fy whether there are trammg needs to complement methodology and/or skills m order to 
achieve adequate impact-evaluation levels for IEC/CT by rrud-year 2000 

The EAT IEC consultants must support and track the process of technology transfer m those areas where 
it is decided to replicate the "IEC/CT" m the PCMI mfluence network and micro-network, thereby 
promoting sustamab1hty 

The IEC/CT plans should be designed for 24 months and mcorporate a section on research findings, clear 
1dent1ficat1on of the cultural bamers that have been given pnonty for behavior changes need to be 
suggested to health-care providers and to the target group of the community Tlus should permit design 
of the best involvement strategy for rural zones and allow for the successful delivery of messages with 
ex1stmg resources w1thm the extension penod 

All providers and m1dw1ves m the different locat1ons, who have been tramed, should work with IEC/CT 
educational matenals that are most appropnate for urban-rural and rural settings 

The extension amendment SOW should be precise as to the products requested of the contractor and sub
contractors 

The creation, design and vahdat1on of the matenals production for the "IEC/CT" component should done 
by the IEC groups or teams m each project location, and the production should be m response to each 
plan's strategy 

In order to guarantee that the central and local production of matenals be earned out without delays, 1t is 
recommended that a "production ofmatenals Protocol" be developed, with a hst of steps to be taken and 
tlmeframes to work w1thm, m which all those mvolved should be considered and m which the cnt1cal 
route be 1dent1fied Tlus protocol should be known and approved by all those who part1c1pate m the 
process 

In order to ensure that the production of messages m each location achieves specific "IEC/CT" plan 
ob3ect1ves, it is recommended that the "Thematic Matnx" be designed and mcluded m the plans of the 24 
month extension as a basic tool for producmg messages The model should consider the following 
vanables 

- MIN SA standards for the subject 
- Research results 
- Cultural bamer 
- Target group 
- Sub3ect content 
- Channel to be used 
- Penod for the delivery of contents to the commumty 
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Each location has quahtative, quantitative, and local KAP research results, its own cultural bamers to 
resolve and each its own nuances Thus, the production and d1stnbut1on of "genenc matenals" 1s not 
recommended llus type of matenal, proper to the "umbrella campaign" strategy, 1s not applicable to the 
PCMI and does not fit m the "IEC/CT" strategy 

All prcx.iucts dehvered to the project should have the vahdat1on of the target group who will use the 
product The vahdatton should have an understand.mg and total acceptance of the product In the case of 
the manuals to be validated, m-depth mterv1ews should be taken advantage of m order to make the 
necessary changes llus 1s an opportumty to provide adapted and specific manuals, followmg 
expenmentatton by the health providers of the provider-user techruque that has been developed 

The pnnted matenal produced at the local level should have a footnote mdtcatmg the project name and 
number and the production date All elements that do not have anythmg to do with the subject should be 
m1mm1zed or ehmmated 

In order to appropnately collaborate with the transfer of technology at the central and local levels, the 
EAT IEC/CT component should standardize and systematize everythmg that has been produced and 1s to 
be produced for the project extension penod At the central level, the transfer should take place with two 
offices, the Maternal and Child Health and the MoH Social Commumcat1on office At the local level, this 
transfer should occur with the IEC groups and/or teams of each DIRES covered by the project 

The systemat1zat1on should mclude new formats as Rapid Reference Guides and/or Tool Manual for 
detenmned "IEC/CT" processes In thts context, the educational brochure should be considered for 
production at the end of the year 2000 and be a part of the systematization 

It 1s necessary to appropnately orgamze the techmcal assistance for the extension penod m accordance 
with the present needs and reqmrements of the local IEC groups It 1s recommended that the followmg 
structure and a certam scope should be clearly stated m the extension tenns of reference 

• The two CARE consultants m EAT positions should focus their actlVlttes on the supervision of 
outside technical assistance, momtonng the local 24 month plans, and assessmg the impact m 
IEC/CT llus general scope allows recommendmg that 70% of the consultants' time be spent m the 
areas provtdmg the support of the local IEC/CT groups 

• Outside techmcal assistance 1s recommended to strengthen the providers' provider-user techruques, 
achieve umform1ty m the level of methodology of the local IEC groups, tram m IEC/CT 1mpact 
assessment skills, locally support the prov1s1on of mstruments to the promoters and m1dw1ves, and 
standardize some mstruments for systematization A penod of 12 months of outside techrucal 
assistance would allow this scope to be met 

It 1s a requirement that all the IEC groups from the different locations achieve an appropnate level m 
order to receive IEC/CT impact assessment trammg 

As a prmc1pal means of reachmg the commumty, the members of the local IEC groups should mteract 
with the health-care providers and midwives m extracumcular activities Thus, the local IEC plans 
should mclude the providers and m1dw1ves ma sphere of act1v1ttes m the commurnty 

Dunng the PROJECT 2000 extens10n and penod oftechmcal assistance m IEC/CT, the focus ofpnonty 
should be on consohdatmg what has already been aclueved, completmg the techmcal transference of the 
IEC/CT method to the different locations Dunng this extens10n penod, 1t should be assured that the 
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IEC/CT acttv1ttes meet thelf objective winch lead demand to mob1hze reasonably well, one has to assess 
whether this smgle mterventton can saturate the Project's supply ofHC and CC 

The IEC/CT leaders at the central and local levels should be mvolved with the orgamzers and promoters 
of the next MATERNAL AND CI-IlLD HEALTH INSURANCE, whose media campaign at the national 
level is expected to be qmte frequent Launchmg this campaign will, no doubt, impact the mob1hzatton of 
demand m the Project areas, thus makmg unnecessary the broademng of IEC/CT acttv1t1es through the 
social marketmg of services The supply will be covered with all these vanables and events foreseen m 
the extension 

However, understandmg that there will be many opporturuttes m which the local IEC teams will be 
gathered for vanous types of workshops, it is recommended that, when the umfomuty m the level of IEC 
methodology has been reached, the IEC teams be mformed about social marketmg and its opportumt1es 10 
the commumty 

Re Support Systems 

USAID, the UEP 2000 and IC should work together, through a fac1htated workshop 18
, to come to 

consensus on the desired and reahstlc results to be achieved at the end of the extended Project They 
should exphc1tly 
• Redefine the purpose and scope of the Project 
• Redefine populat10n-based md1cators based upon that scope 
• Set targets based upon 1996 OHS data 
• Revise the Project objectives 10 hght of current reaht1es and poss1b1ht1es, and establish 10dicators 
• Integrated PCMI results with results m finance and management (related to mst1tut1onalizat1on and 
sustamab1hty) 
• Define, if possible and appropnate, service ut1hzat1on outputs m PCMI-related fac1ht1es, and establish 
md1cators 
• Define service outputs m PCMI-relatcd fac1ht1es and establish md1cators 
• Come to consensus on funct10nal outputs and the process for achlev10g them 

PROJECT 2000 should cont10ue promoting the PCMI supeTV1s1on approach developed and shared to 
date It should cont10ue workmg on processes to enable complementary and mutually remforcmg 
superv1s1on of PC MI-assisted act1V1ttes by the external groups hsted above 

Re Irutiat1vcs for Efficient Management 

The GRADE contract to set up and assess two pilot user fee systems should be modified the contract 
should be extended for an add1t1onal six months to provide more time for the system(s) to be established 
and up-and-runn10g before 1t is assessed Also, the user fee admm1strat1ve systems-mclud10g the role of 
the DIRES 10 momtonng-must be made a pnmary focus of the study The proposed pubhc d1scuss1on of 
the objectives of a national user fee system (10 an "Intercampus-type event") should be postponed until 
early 200 I (Sec ANNEX 5 fo1 further details ) 

18 Project 2000 should ask Palhfindcr to recruit a two-person team to lead the workshop one person should focus on 
problem-solv10g and conflict resolution The other would be a health resource person who could assist wtth the 
conceptual framework part1cularly m tcnns ofpopulatJOn and program-based md1cators 
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Re Health Care Fmancmg 

An mter-mstltutlonal committee should be reconstituted 

Add1t1onal resources should be dedicated to the trammg, 1mplementat1on, evaluation and follow-up of the 
SPP Smee tlus work will consist pnmanly of an mcreased level of effort by MSH and/or CIPRODES, 
this work should be awarded on a sole-source(s) basis 

Contractmg a phys1c1an (Dr Juan Lescano) to aid m presentmg the SPP (and possibly the SICI) to 
phys1c1ans, overcommg thelf doubts and potential oppos1t1on to these systems, and shonng up their 
support for them has been a good strategy and should be contmued The pos1t1on should be funded until 
at least June 2001 

Cons1derat1on should be given to developmg and mcludmg an evaluation module m the basic SPP 
software package, as has been discussed m CIPRODES and MSH documents To best ensure the timely 
dehvery of this module as a fully compatible and mtegrated component of the SPP, this work should be 
awarded on a sole-source basis to CIPRODES 

Consideration also should also be given to developmg and mtroducmg norms for calculatmg the 
"personnel" and "supphes and matenal" mputs and costs, rather than contmumg to rely on annual re
calculations of the time and matenals of each of the specific sefVJce delivery targets identified m the SPP 
(See ANNEX 5 for details ) 

CIPRODES should be (sole-source) contracted to develop an add1t1onal SPP software program to make 
the SPP compatible with MEF's SIAF 

Develop new components of the SICI software to mcorporate analysis protocols to aid Economics Urnts 
m gettmg started m the analysis of the data 

Allocate add1t1onal resources for (1) developmg mst1tutJonal committees to support the 1mplementatJon of 
the SICI and the use of its data, and (2) for bnngmg together Economic Uruts (e g, Huaras, Ayacucho 
and San Martin) to share approaches, expenences, plans etc 

Sole-source contract MSH to develop an MCP module specifically for the SICI which mcorporates the 
analysis protocols (see prevtous recommendation) and works with the PCMI-spawncd matnx 
management sub-committees 

Current plans for mtroducmg the system m five more hospitals starting this year should be earned out 

Complete the study ofDRGs with the PHR Project 

Drop the DMIM activities, reallocate the DMIM budget to (a) the add1t1onal SPP and SICI act1V1t1es 
recommended above, and (b) extendmg the Health Economist's contract The time of the Health 
Economist that would have been devoted to DMIM should be re-allocated to (a) more closely momtonng 
and partic1patmg m SPP and SICI 1mplementahon, evaluation and follow-up act1V1t1es, and (b) m the final 
year of the Project, to developmg the synthesis pohcy paper descnbed m the next section 

Extend the contract of the Health Economist to make 1t co-termmus with the rest of the Project (February 
2002) 
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The 9 to 12 months of the Health Economist's time on the Project should be dedicated exclusively to 
wntmg a synthesizmg pohcy document that analyzes (1) the user fee studies of PROJECT 2000 (CIUP, 
Cortez, and GRADE), PAHO, DFID and others, (2) discusses targetmg strategies and lessons learned 
(mcludmg targetmg v1a resource allocat1ons and v1a user fee exoneration pohcy), (3) discusses the pros 
and cons of user fees versus msurance and the 1mphcat10ns of relymg on them simultaneously as 
demonstrated by analyses of the Maternal-Child Insurance and Student Insurance Programs, ( 4) discusses 
the lessons learned and future directions for cost-based reimbursement (usmg the SPP and SICI), (5) 
assesses the pros and cons of SICI versus DRGs m different types of hospitals, and (6) exammes the 
mtegrat10n of the SICI and the SPP It 1s 1mperat1ve to develop this document, as the MoH currently has 
nobody capable of domg so and this type of thmkp1ece 1s a cnt1cal, medium- and long-tenn strategic 
planmng tool Resources should be made available to enable the Health Economist to contract consultants 
who have worked with the Project and others to assist her m this work The report should be presented at 
a national semmar dunng the final year of the Project 

Re Fmancial Sustamab1lity 

The draft "SPP IIlSt1tut10nahzat10n agreement" should be revised to identify specific reqmred OGP mputs 
(eqmpment, trammg, new pos1t1on descnpt1ons, addit10nal personnel, etc) and to mcorporate a t1melme 
with deadlmes for specific act1v1t1es 

Now that contact between PROJECT 2000 and MEF has been m1t1ated, both the UEP 2000 and the 
Health Economist should assume greater respons1b1hty for cult1vatmg and strengthenmg this relat1onsh1p, 
and both should work together with OGP m domg so 

PROJECT 2000 should "cost out" all components of its model, as part of the PCMI pilot approach, to 
better estimate the financial sustamab1hty of PCMI 

Undertake an analysis of the cost of the Qual1ficat10n Program that distmgmshes the costs mcurrcd by the 
GOP for facd1t1es (a) to aclueve quahficat10n and (b) those necessary to restore the general operational 
preparedness of fac1ht1es, as estabhshed m MoH accreditation norms 

Before the end of PROJECT 2000, develop a detailed plan for ensurmg the transfer and sustamab1hty of 
PROJECT 2000 act1v1t1es, usmg as a startmg pomt the UEP 2000 document 

Re Inst1tut1onal Sustamab11tty 

Consolidate mstitut1onal gams and mcrcase the mot1vational challenges with add1t10nal quality cntena 
and CQI goals for re-quahficat10n 

Strengthen pro-active analyses and d1ssemmation of SIP and service statistics to demonstrate gams and 
acluevements Consider other recommendations mtended to promote v1S1bihty of results and competitive 
mvolvement m documentat10n of lessons learned, case studies 

Maxumze documentat10n oflessons learned, problems solved and general leammg from ptlotmg of PCMI 
model 

Develop a PCMI human resources pohcy and MoH budget hne for rapidly trammg and mtegratmg new 
staff mto PCMI operational teams Conduct data-based analyses of contract staff movement to propose a 
rahonahzed staff movement pohcy, with terms of contract trammg clauses, 1 e , if otherwise satisfactory, 
"pasant1a" tramees commit to at least one-year post-trammg at thelf current service post 
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Re Social Sustamab1lity 

To standardize and systematize all the PCMI elements and components to make it easy to replicate m 
other regions Dunng the Project extens10n, the present achievements should be consolidated and 
matenals comp1eted, and adjust the PCMI to the vanous charactensucs of the regions covered by the 
Project It 1s recommended momtonng the extension of the PCMI to other networks of the present 
regions because 1t will be an opporturnty for fine tunmg the PCMI for future sustamab1lity m other 
regions 

The MoH and AID mclude a specific package geared towards the sustamab1hty of the PCMI m the 
objectives of the Project extension 

UEP should coordmate very closely with the DIRES and the techmcal assistance everythmg relative to 
the implementation of sustamabihty 

At the centra1 Jcvel, EAT should transfer all mformat10n on the PCMI IEC/CT to the MoH Directorate of 
Social Commumcation and to the Mother Child Directorate 

For IEC/CT sustamab1hty m the different PCMI regions, EAT, UEP and the DIRES should sign 
agreements so that dunng the extension the level of skills of the teams m IEC/CT becomes um form, 
ensunng that dunng the Project extension one of the objectives is met for developmg sustamabihty 
strategies for the second year of the extension 

IEC/CT should mvo1ve the providers and midwives m the sustamabihty process so that they may convey 
the commitment and responsibility of demand m the sustamability of health services 

Dunng the Project extension, IEC/CT should identify all the sustamabihty mechamsms that exist m 
diverse forms m each region 
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ANNEX 2 SCOPE OF WORK AND REVISED OUTPUT MATRIX 
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lack ground 

SCOPE OF WORK 
tProJ•ct No 627-0368) 

Mid Term Ev•lu1tlun of Project 2000 

Pro1oct 2000 (No 627-0366) is 1mplJmented under a bilateral agreement :;1gned 
be veen tl\e Governments of Peru and the United Stotca of America on September 
29, 1993 The as11! of thl5 seven-y11ar us• 30-mllhon grant 15 to improve the 
her'th and nutrltlon status of young children and woman of childbearmg aqe The 
PYCQ.CJH of the Prefect la to increase the use of child and maternal health 
lntervent1ons 

Th• Project aeeks to Increase an appropriate use of child and maternal health 
mterventlons while, through community-baaed promotive and preventive act1v1t14ts, 
1t wm decrease the need for curative care, thu1 contributing to a greater eff1c1ency 
In taclllty-based servlcea Tho pro1ect also addresses issues of sustamab1hty, 
malnt8lnmg that higher levels of apf rr,.pnate ut11t2at1on can be achieved onl., 1f 
services are made more suttalnablo 'Jy becoming more available, eccess1bl i and 
acceptable 

tn 1 1der to achieve Its goal and pu1posa, tho pro1ect takea a throo pronged approach 
by (1) providing support directly to child and materm1I health services, (2) 
1mr •,wing the efficiency of those sHvlces through improved management, and (3) 
au~•portmg the flnanc1al sustalnablllty of those services through improved ~,aaltl"I 
fln;;.ncmg 

As b way of focusing USAID supported interventions and rat1onahilng don")' 
r0$01J1rces In Peru, PtOJ4lCt 2000 targf'ts twelve geographic areH Ayacuc,..o 
Ch~v1n, Chanka-Andahuayles Huancavellca lea, La llbertad, L1ma-Eaat, Moque~ua 
Puno San Martm, Tacne, ond Ucayali 

To facllltate project management on;j ensure appropriate technical ass.,ta1,-:e, tho 
main pro1ect activities are bamg Implemented 1hrough an lnatltutlonal Contrector 
UC1, Pathfinder International, who r<ihes on overall pohcy end technical guidance 
fto'n the MoH and USAID/Pon.i. Tho IC wat selected 1n December 1994, through 
competitive bidding, vls a selection committee comprised of representatives of both 
thr MoH and USAID The full team of the IC whlcfl ls known as the • Equ.po de 
Aslstenc1a Tec:nlce (EAT), or Technical Assistance Team began work 1n F~bruery 
19J5 

M<-'lt Project techmcat and fmanc1a1 reaoun;os are devoted to tho first coff poneot 
Suen9thenlng Chlld and Mat•mal Heelth Services, which provides assistance to 
priority health and nurrlt1on program~ and Is expected to result In a vlf!ble reduction 
In infent, young Ghlld and maternal d1.athll, as well as improvements 1n m.•trltlon 
status The other two components are "enabllng" components that contribute to 
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the long-term vlablllty of child and maternal health services and help ensuro the 
future of those aarvlces 

The flret project component, Strtngthenlng Chffd and M•ternal Health Serv1oee, 
help11 to expand the coverage and improve the quahty of natlonal child and maternal 
and perinatal health programs, pregnancv and delivery care. acute respiratory 
mf ect1ons, w•th emphasis on pneumonia. infant and young child nutratlon 
1mmurnzat1ons, and diarrheal diseases Because ex1st1ng child survival programs m 
Peru have appreclabCy reduced Infant .leaths due to ammuno·preventable and 
diarrheal diseases, Pro1ect 2000 places the greatest empheart on programs th&t 
target the maJOr killers at the time of proJeCt de11gn .... perinatal comphcat1ons and 
acute respiratory diseases, as well as on malnutrition. as a ma1or contr1blltang c~use 
of mortality and a serious 1mped1mant to child growth and development Project 
2000 has not placed great emphas1a "" strenghtemng family planning services 
because other USAID activities have been providing ea1l1tence to tho Fam •'/ 
Plannlng Program of the MOH There are, the PASAAE Program and Cobertura ~on 
Callded Therefore. strong coordlnat11m is required among these three 
lntarv•ntlon9 

The Hcond project component, lmt1atfve1 for Efficient Management. aims at 
decentralizing admlm1trat1on and improving the management of resources -ind 
budget levels for child and maternal h"l'alth programs To support this coniponant, 
the tAT Is charged with developing ~ ,hJt actu11t1es in the proJect pnonty amas m 
d8'd'ltrellil:ed managemant improvement and toud quality management, all of wf'llch 
are ueared toward 1ncrea91ng the quality and efficiency of health care serv'ces 
Tftl'H p:lat pFlpmDil md lhJu :e!llite :.Git Ii d All_,attd fut tr•P pUCelitlanipll \ w

.WJI MhiP Jzc:ua. In addition, under tbs component 1he EAT is charged wnh 
lntroducJng a cost·b&1ed programmmg and budgeting process Into the Mof-1 lhat wall 
help the MoH rat1onal1ze Jts budget raquHU and dlabursemenlS Finally, under this 
component the proJeot provides Ghort term and long term training opportumt1os In 
pul;illc health end program managem~ 1t 

The third component, Health Care Fln•nclng, aupports MoH efforts to augment 
re&'J\.'rces tor primary health care th. ough increased mob1h:zat1on of funds and 
$trengthened efficiency Among other 1S1uea, 1t strives to increase the amount of 
the publlo sector budget avarlable for ~hHd and maternal health services This and 
IU(;h other 1ssuea ea docentraliza11on the budget allocation process, budgeitary 
aegmantatlon, coat recovery and poss1b1ht1es for pubhc/prlvato sector collaooratlon 
are being addreued through policy dialogue with relevant GoP ent1t1es and health 
sector donors. Othor efforts related to coat recovery and equity of servrc;s 
provision to low.Income populations f1 icus on the development of ratfonal user fed 
and coat recovery systems s1ud1es on cost analysis of health servtces and on 
health care demand wtll help to EAT make recommendations for user fsea, feo 
exemption <mtena and cost·contalnmont mechanisms 
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Project Daacrfptfon 

The specific tasks orlglnauv dealgned under each component, 1nclud1ng a brief 
explanation of major change1, are the following. 

1. Sueng1htnlng Child and Matemal Health Services 

A Cnnloal Trelnlng Program 

The outputs to be obtained "'Jar this sub component are the follo~mg 

A 1 Report• on qualitative, formadve reaearch on tho views bellef a and 
practices of community women, trained end untrained trad1t1onal birth 
attendants, and health personnel, en the aroa of maternal and 
pennatal health, as well as other relevant maternal and chlld health 
topu;s for which good dat.11 do not presently ex1.9t The research 
should be conduGted m the p1lorlw ereae 

A 2 Establishment of a ma' 11r training center tn Lima for birth related 
health, diarrheal dlseua, ARI, breastfeeding, weaning and g1 owth 
monitoring 

A 3 Development of currlcuC11ms en maternal/child health in areas where 
updated aound currlculume do not already exist. 

A 4 Accomplishment of two observatlonal and training v1s1ta to out-of
country programs to ohtain updated Information and training mate(lals 
on matern1l·p1rmaral httelth and health care 

A 6 Adaptation of materlala obtained in these visits for apphc:at1on 1n 
Peru 

A 6 One pilot courH, eight ,>1lot replica courHa, nine trammg-of-tralner 
courees, 80 model hospital courses, 128 community tram1nij/health 
promoter courses and 128 tradltlonel birth attendant courses m 
blnh-ralated health 

A 7 One pllot training program 8 pllot replica courses, 8 training of· 
trainer courses. 138 l'f\Odel hospital coursee and 180 comm1 mty 
tralmng/health promoter courses In ARI/DD 

A 8 One pilot training program, 6 pllot repllca courses, 8 training-of-trainer 
cour3es, 136 model hospital couraea and 1 eo community 
training/health promoter courses 1n breastfeeding, weaning and 
growth monitoring 
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A 9 Procurement of relevant basic equipment, supplies and medicines end 
d1atnbut1on to health es~abllshmanta. along with appropnate tralrn'1g 
In their use 

A 10 An implemented system for perinatal Inf ormatlon (SIP) In four of the 
model hospitals, es a way of momtormg quality of care This SIP 
ahourd be complementary and compatible with the MoH's HIS/MIS 
system 

The Input• tor this sub compoi'lent are the following 

• Provide administrative and technical assistance to develop and implement 
the above-mentioned training 

• Conduct ethnographic rese1:1rch w1thrn the priority areas 

• Procure office equipment and materials for tha office of the mester 
training center 

• Supply the model hospital&, primary health care faell1t1es end health 
promoters with appropnate training materials, equipment and supplies, so 
that they are equipped to \JSS new training ln dally cllnlcal practl~a 

• Supply TBAs lnvolvod In tf11 trammg with birthing kits. 

Trelnrng The trammg·related outputs numbers two to aeven proposed In the original 
contract u.1derwent changes In design and lmplemematlon An alternative proposal 
submitted by a group of inat1tut1on• headed by ESAN f E1cuel11 de Admlniatraclon de 
Negoc103) was selected through a compettt1ve blddlng proceu by e committee comprls~d 
of representatives of USAID and the Ministry of Health The evaluation t@am will analyze 
the 1mplementat1on of the current training mcdel, determine its hkely eff ect1veneu in 

reaching project obfectlvee. and as&iGH ns ~"Jtent1al for sustalnablllty upon project 
completion The training program under 1mplementat1on Is described In a separate 
document 

Rttearch• Regarding tho ethnographic atudlet, two ma,or 1tud1e1 are In the process of 
execution one on traditional prectlcea m cl11ldb1rth and newborn care, end the other on 
community audits on casee of maternal mc:..rtehtv The evaluation team wlll determme tho 
relevenee and usefulness of the finding• and recommendations to be offered to hualth 
authorities and health services In order to make servlcaa more culturally acceptable to rural 
populeitlona, and also to bo usod to Inform u· t) CQntent of IEC act1v1t1es 

Equipment and medicines ThHe Items were bought and delivered by the MoH wath 
counterpart funds <PL480-\ll} 
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Perlnetel Information svmm (SIP) As a way of supporteng the training sy&tem and take 
preventive measures to roducc maternal and Infant mortally, the decision was made to 
Increase from 4 to 90 the proposed number of health astabllshments that Implement the 
SIP Theaa are the tame establl•hments that panlclpate In the training program (PCMI) 

Birthing kit• for TBA1. P"or to PCMI 1mplementat1on, which mcludH training of TBAs, the 
MoH provided counterpart funds to the He1.11th Regions to conduct some training tor TBAs, 
and provide birthing kits In September 1997, discussions started by Consorclo ESAN with 
regional authorities on regional e><perleoces with p1nee1patlon of community health 
promoters and TBAS in order to organize the tnumng program at local level, using the new 
methodology proposed by the PCMI 

l.0 d Wd6t> 6 

B lnfonnatlon. education ind communication UECI 

The outputs expected under this sub-component were the following 

• Development and pretesting of key messaget In maternal and perinatal 
health ARI and other relevant topics, keyed to the priority areas 

• Local-level IEC packages for the priority areas that encompan the 
maternal/chtld health topics of the project 

• A sanes of communJt.y-ba,•t1 educational activities In priority areas that 
utilize the IEC packages to strmulata people to promote therr ow i health 

• Regfonal seminars and work$hops 

• Self ·mstruct1onal mater1alt, Including videos, tor health personnel and 
community-level health wmk1us in maternat/chlld health topics 

• A continuing educational riulletin or aupptament to an existing MoH 
publication that will keep MoH personnel current on maternal/ch1fd health 
topics The periodical should be published regularly, with a print run of 
at feast 6,000, and provh;fon shoufd be made for distribution costs 

• A communication campa19n thut educates the public about the 1 at10n(ll 
user-fee 1y1tem 

• A national ma:ts media campaign, If deemed neceHary, that 
encompasses educational messagea In maternal and perinatal hoalth 

The inputs to bu provided und~r this sub component 1ue the following 

• Conduct qualitative research m the priority areas 

• Provide technical a11t1tance to dHlgn and implement the 
community-level IEC act1v1t1es 

~--
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Commenhl. 

To provide a1111t11nce 1n the Implementation of this component, the EAT sub-contracted 
the services of the Center for Commumcat1on Program1 of the Johns Hopkins Univers1\y, 
Institution with long-standing lnternatlonal experience In IEC programs, which has an 
agreement whh the Global Bureau of USAIO/Washington. Office of Populatmn JHU/CCP 
conducted a r•pld needs assessment etudy before du1gmng the specific Intervention 
act1v1tles Based on 1hls study and previous experiences of the MoH In IEC activities. the 
dec1$1on W\11 medo to e) Integrate trainrng efforts In IEC with the PCMI. since 
interpersonal commumcation Is an Important aspect of quallty of services for service 
providers 1md community agents, b) place l9n1phas1s on tra1mng to strengthen 
communicauon skills of health workers to reach rural commumtrn and reduce cul•ural 
barriers between health prov1der1 and servlco11 clients, using mf ormatcon provided bv the 
ethnographic etud1ea and ReproSalud Project and c) Instead of developing national mass 
communlcatron campaigns, the priority was i1laced in development of sklll1 of he.,lth etaff 
to design nnd implement culturally accoptabl11 IEC strategies, development ot meuageis to 
bo tranam1tted by radio or other approprlata means accessible to rural communltle~ 
Moreover, 1t was axpeoted that the Basic Health Bnd Nutrition ProJec:t financed by the 
World Bank was going to conduct natlonal nealth and nutrrtmn communtcatlon c.ampa1gns 

Educaflonal Bulletrn A bulletin on maternal and child health topics Is being produced and 
distnbuted by the PCMI to the health estabhshments 

MH• communication campaign on UHr fHt. The MoH decided to eliminate thi:s acllvlty 
since Jt wl'ft not consistent with the objectivfis of tho Health Sector Reform process of 
the MoH 

C. Support Syetem1 

The tollowlng outputs were included under the support systems sub· 
component 

• An assessment of the presently functioning Health Information System 
(HIS) and continued strengthening of the system, with emphasis on the 
pnofrty areas 

• An Information ayttem component, Integrated with the presently 
functioning HIS/MIS ayatem, that tracks ProJect 2000's lndlcators within 
the prlorfCy area 

• An enhanced training program for MoH personnel in the priority ereBs 
that covert, not only the ProJect 2000 trac:kang syatem, but training In 
the management of the Information that la currently being tracked by the 
HIS/MIS 

• A decentralized monitoring and supervl1orv system In the priority area!'t 
Thia Includes design and development of tha ayatem, training In the 
.system for MoH personnel t1nd resources for its implementation 
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An Improved and functional prrn..urement, storage and distribution svstem for 
che MoH's supplles and medicines with emphasis on the prlor1w areaa 

Th• following lnpute were p1opoaed undor tho :support 1y3tema program 

• Provide short-rvrm technical assunanco for the assessment and 
atrengthenlng of the HIS/HIS system, 

• Supply tochn1cal a$l5l1tance to develop and conduct follow-up assl1tanco 
to supervisory system, and training m the system 

• Supply technlcal aHl$fance and follow-up assistance to design the 
loglstlce 1y1tem 

• supply technical aa1l1tance to procure the medlclnH and 5upphes and to 
support the actual dl1tnbutlon process 

• Design and implement an enhanced HIS/MIS training course for .he 
prlorltY areas 

• Design and implement a :11.1pervl1ory tra1n1ng program In the priority 
areH 

• Supply milnmg to appropriate MoH personnel 1n the new loglst1cs 
system Pilot 1he logu1t1cs tta1n1ng program In the prrority areas and the 
MoH will replicate the training nationally 

• Provide the necessary add1tlonar equipment for the HIS/MIS system 

• Procure end supply HIS/MIS trainmg materials 

• Procure tour·wheel dnve vel-ircles to be used for superv1s1on 

• Supply the equipment and materials necessary to support the new 
log1stlcs system. 

HIS 1ystem. The health lntormetlon ay111m {HIS) was developed and Implemented at the 
national level dunng the prevloua USAID financed Child Survival Action Project (527-
0286) The second module called Management Information Syaram fMIS) to procesa 
administrative 1nformat1on was not developed After a fong process of discussions with 
relevant counterparts '" the MoH. including tt1e Strengthening Health Services Program, 
ffnanoed by the 108 the decision was made to conduct an evaluation study of the HIS 
system 1n each of the Pro1eci Regions to ~ubmlt specific flndlnga on tho quahty, 
timeliness and use of the information provided bV the system to different levels of health 
authorltloe, etartlng from the first level healtt1 5erv1ces Based on this study the MoH will 

60 d Wd0S 6 066! '0£ Nnf 01 Xtl.:J tlJ I NO>! W02:1:! 



L 

I 
'-

BWIO A I D ,18- B-96 , 15 10 , USAIO/RCO-- 0017032478640.#10/21 

- 8 -

make a decision about the health Information fYStem. The period of conducrlon of this 
atudy 11 August 97-January 98 

VehJcles for IUJMrvl•lon• They were bought, through a pubhc bJdd1ng proceH. bv the MoH 
with counterpart funds (PL480-IO and dlatributed to the 12 regions and subregions The 
EAT bought and use 4 vehicles for their 1upervlsion act1v1t1es, one located rn Lima and 
three for the reglonal advisors located m Trujillo (la l1bertadl, Huamanga (Ayacucho), end 
Puna (PunoJ 

Ph1m1oeutloal logletfo• •Y•1•m An evaluation study WH completed In Sep1ember 1996 
by PROVIOA, a Peruvian private organ1zat1on •peclallzed In pharmaceutloal managemont. 
under contract with Pathfinder The study was reviewed by expens of Management 
Sciences tor Health with favorable comments The report 11ndlnga and recommendations 
were presented and a copy of the report was given to each one of the Regional Health 
Directors, MoH counterparts, 1n part1c::ular OIGEMIO (Directorate of Drugi and Medicines 
of PeruJ, Institution equlv4fent to the US/FDA One ot the functions of OIGEMID Is the 
purchase and distribution of pharmaoeut1cala through the network of health f aclllt1ee 

Since July 1994, the MoH has Implemented the Program for Shared Administration of 
Pharmacies at the Primary Level of Services (PACF ARM) that suppftea with low coar 
pharrnaceutlcal1 to all the health center• and po1t1 through 32 Regional and Subregional 
distribution eenter1. According to the ecudy, th11 Program f1 functioning eff1cumtly, 
however It requires some adjustments 1md 1mprovemems The Pro1ect and USAIO have 
requested teohnlcaf aHl1tance from Management Sciences for Hcalth/Rat1onal 
Pharmaceuticals Management to OIGEMIO to improve the 1vtt•m, m particular to 
Implement e revolvmg fund system to achieve f manc1al sustainability of the PACFARM 
Program 

2 lnltlarlves far Efftc::lent Management 

0i d WdiS 6 

The outputs to be delivered under this sub-component were the followlng 

• Development an Implementation of a nat1ona/-lava1 of 11 nat1onar 
cost-b&1ed programmtng and budgeting system 

• A decentrallzed management Improvement model piloted In two priot1ty 
areas. 

• A total quality management model piloted m tho eame areas as the 
decentralized management Improvement model 

• Quanerly coord1nat1on and evaluation meetings that fnclude the MoH 
central office and program managers In the priority areae 

• A core group of MoH off,c1els trained m the most current management 
prac:t1ces in the field of public health 
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Th• lnputl expected under this sub-col'T)ponent were the following 

Comment.. 

• Provide teohnlcal aaa1atence to develop and 1mpleniont the cost based 
programmrng and budgeting 1y1tem 

• Provide technical assistance to develop and lmprement both the 
decentralized management improvement models and the 1otal quality 
management models 

• Train 60 MoH otflclals In the new cost-based programme and budgeting 
system 

• Train 40 MoH offlc1als in the decentrahzed management Improvement 
model• and total qualfty management pUot systems 

• Cosign end implement an in·aervlce management training programs for all 
levels of managers w1thtn the priority areas 

• Fund 9horMerm, out-of-country tramlng for 60 MoH offlc:rels and 
(posalbly) long-term, out-of-country training at the Master e degree rev~I 
for 16 MoH off1clal1 

• Procure all supplies and equipment necessary for the trarnlng under Che 
management component Supplros ond equipment ishould be adequate. 
for the priority araas 

Coat-baHd budgeting ayetem. Under thia component, a study WH conducted by Alfa 
Consult to araelyze the budget dealgn m•thodology used at the national and reg1onar Jevels 
and a new budgettlng sy•tem based on cosu was designed end ptoposed to the MoH end 
Health Regloou. Thia proposal was consistent with that establl•h•d by the Mrnlstrv of 
Economy ~md Finance, through the annual Generar Budget 8111 for 1998 Techmcal 
a11r1tance was provided by tho Project to tho Regional and SubregJomtl officers 
reaponslbfe for 1996 budget preparation, and submission In July For the preparation of the 
1999 budget, the Project wm conduct complementary training and technical assistance 
during the first semester of 1998 

Tot•I qualtty management model The EAT hH Incorporated th1• management approach m 
the PCMI training The organization of scrv1c03 was been 1dent1t1ed aa a ma1or ob&taclo to 
attain high quality of Hrvices, along with th• technical competence and interpertona• 
communication. In consequence, Directors and phys1crans of maternal and child .services 
ere being trained in tho methodorogy of problem analysis, and during the training period 
they develop a quality Improvement plan for their own services to be carried out after th• 
training seminar (called "pasantra'') 
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To aupport the quality Improvement proe1asse11 of MCH Services started under PCMI. the 
Protect has trained servlc• Directors en management of servrces and perinatal techniques In 
the PAHO Latln·Amencan Center of Perinatal Health (CLAP) In Uruguay In addd1tlon, they 
have p1nrclpa1:td In work1hop1 on management of quallty service• by Menag•mont 
Scicmcea for Health ' 

With the obJect1ve to obtain support for the service Improvement groups originated by the 
PCMI, and start quahty Improvement processes at the Ho1p1tal level, the Pro1ect has 
financed tho portlcfpadon of 18 PCMI Hospital Dlreetor3 to a three weok Workshop on 
Management for Ouallty offered by Managemeni Sciences ror Health In Ct.rernavaca, 
Mexico durtng October· Nov•mber, 1997 

Decentr•llzed management: Thrs activity was not clearly defined In the contract 
lmprovoment In the preparation of local annual budgets will contribute to obtain more 
resources for their regions, end wdl el.so contribute to decentralization of decl1lona on the 
allocatlon end management of flnanclal resources During the Project Review meeting In 
Auguat 1997, USAfD, the MoH and the IC agreed on the prov1s1on of as=slatunce for iho 
organization and lmptementatlan dunng 1998-99 of an Economic and Financial Analyels 
units In each o1 the 10 Regional snd Subregional hospitals participating in PCMI. Including 
the application of Revenuet and Costs reg1strar1on and their analvsls. similar to the Unit 
created, under a pilot e>eper1enee fananced by the ProJect, m Victor Ramos Guardia Hospital 
1n HuarH. Thus pllot acllv1tv was not ongmally included m the Project Paper, but 1t WH a 
request made by the Regional Olrector of Region Chavln During the end of 1997 and 
eariy 1998, a aocond pilot experience will be implemented before expanding It to the 
propotod number of hosplt•I• 

3 Health Care Financing 

cI d WdcS 6 

The output& to be produced under th11 sub-component were the followlng 

• Design and implement a Natlonel fee •tructuro bated on the national coat 
and demend studle1 

• Advocacy in policy dlalogue on management and financing reforms 

• An lnventorv of existing efflc1ency-enhancing and coat-recovery effons In 
Peru 

• The re1ult1 end recommendations ot a series of studies that asse1s 
existing cost recovery schemes. conducts operations research on new 
ones, and develops case studies on a few of the most promising 
schemas 

The Inputs to be provided under th111 aub·component are tho following 

• Suppry technical assJstanre to design and Implement a national fee 
structure, drawing on the natlonally-based cost and demand studies 
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• Conduct at least eight and not more than ten stud1ea of current and 
pot•ntreJ cost recovery efforts within Peru 

Comment• 

Tariff •vatem Guldellnes for the design of tariffs and exoneration schemes wllf be 
designed by the IC. In addition to this, actlVltres for dlasem1nat1on of the 9u1dehnes will be 
conducted In Pro1ect regions. and crlterln for tanf t setting end exonera11on1 will bo 
validated 10 a group of health establlshmentt 

Coat.,.•cav•ry In August 1997, the MoH, 1tu IC, end USAIO ree41hod consensus to do 
operational research on the two most frequent cost recovery schemes appUed in Peru, 
pnvate cllnlc9 w1thtn public sector hospitals and pro-paid schemes m public secto1 
hospitals and health centers These analyrtes will provide lnformai:lon on two schemes 
that could be used to serve low and mlddle·mc:ome populations that have no acceaa 10 
some health Insurance, and will not have acces$ to health Insurances In the near future 

Ill. PurpoH of the E\l'alu•tlon 

This evaluation has four ob/ecuves Fl1st, It wlll assess progress toward 
achievements of project objecuves and ldenttf y and analyze the reasons of anv J / 
11hortfalr This cells for an evaluation of the changrng environment and cortdltlon~/ 
end an aesoasment of whether the IC, the MoH, end USAID have acted adequately 
m their reapect1vo to these changos i=urthermore, the evaluation tenm will make 
recommendst1ons as to how the IC, th41 MoH, and USAID can lmpro\ie their 
management and 1nvofvoment In this pro1ect The second ob1ectlva of the 
e"aluat1on Is to evaluate the flnancla1, ln5t1tut1onaf and soc1af •uatalnablhty <1f the 
pro1ect and make recommendailons to enhance s1gnlflc1m progress In all three by 
the end of project life Ttie third objective 1s to analyze the pto1ect's resources 
budgets, and tlme-frama, and asse&a any future need for mod1f1catrons Tho fourth 
objective rs to Identify any other factor that havo had positive or nagallve Impact on 
proJ .. ct Implementation 

Objective One 

The evaluatton team wlll asaes1 the performance of ( 1) Pathfinder International as IC and 
techmo11I e:sis•stance provider, (2) Mln•1try ot Health (MoH), and regional health authorltleJ 
In their role In generef Proj•ct guidance, momtoring and 1upal'Vltloo; and hoalth services oca 
Implementing ent1t1es, (3) USAID, H funding agencv. In lta support for lmplementrit1on and 
momtormg of project aot1vrtles, coordlnatron with the MoH and other donors since pro1eqt 
Inception In Soptomber 1993 

The evaluation t.am shall evaluate the progrdss achieved to date rn cerryfng out planned 
Implementation teaks under eech proJoct-aupported MoH program and support svst~m, as 
stipulated In th• Project Grant Agreement, lnsmutronal Contrac;:tor Contract, Annual 
Operational Pfana, Monthly and Annual Reports, document the current atatus of each 
project component/tasks, 1denclfy and analya the reasons for any shortfall, and provide 
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recommenda11ons to improve their Implementation and add or delete 1pac1f1c components 
and ta1k1, If ntce11ary. 

The evaluation will take Into consfderatlon that subsequent to the ProJec;t Papor de11gn 
dutmg 1992-93, politlcal, 1oc121I and economic changee have taken place In the health 
sector, ln partlcular within the health sector and tht MoH In reaponse to the11e changes, 
the IC, In agreement with the Mlnlatry of Health and USAIO, haa mod1f1ed aome of tho 
or1gtnaUy designed activities to accommodac.a Project actlv1tle1 to the changing conditl()n!ll 
The eveluatlon team wlll •nalyze the appropriateness of the mod1flcatlons made m project 
activities to aualn the proposed oblectlvet 

Som" specific que~1on9 tho •valuation team will an~wer regarding 1mplementat1on ot 
proJect actMtlea 11•· 
1. la the PCMI trelnJng model improving the quality of maternal and child health services 
m the proposed perlod7 Would these changes con1r1bute to reduce maternal and child 
porlnetal mortality? 11 the Perinatal lnformat•Qn System fSIP) being utlll2ed to detec' r1sk5 
and prevent oompllcat1ons in pregnancies and dellverlod 

2 lnformet1on, education and commun1cat1on Are the proposed activities going to help 
reducing cultural barriers to he.Ith eervlces1 Did the IEC plans and actlv1t1es Incorporate 
the findings of the rapid HHHment made by JHU/CCP, ethnographic s1ud1ea made by 
P2000, and quahtallve studies made by ReproSalud Project? 

3 Old tho health information system study provide timely and UHfUI Information [O make 
dec1slon1 regarding the current information ayat•m used by the MoH? 

4 Regarding the log1&t1cs syatems, did the fmdlngs of the studv made by the proJ~ct were 
used to improve the log1stlcs ayatem at the centrel level or at regional levels? 

5 Are the General Office of Plannlng of the MoH, end project regions and subregions 
Implementing the budgotdng methodology ba.•d on costc7 Is this methodology en 
1m;trument for decentralized management? 

6. Is tho cost and Income svstem (SICI) being utlllzed and the economic analysis umr 
functioning In the V1ctgr Ramos Guardia Hospital? If so, what benefits has the hospital 
obtained from this experience? 11 this e.>c1>er1ence being replicated In orhel" hospitals? 

1 Did the studies on co1ta, Demand and Financtng provide uaeful information to the MOH 
to make decf11ons to lnprove the health fman mg !1V!lltem1 

The MoH Pro1cct Unit performance 1n fulfllhng their proJect Implementation respons1b11itles 
will be 1peclflcelly evaluetod regarding the followmg 

1. Lleelng with USAID/HPN In tormulotmg ovorell pro1ect policy and making major Project 
managenent dec1S1one 
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2 Provlndlng guidance to the IC in ProJeCt lmplementat1on, and coordination with the IC in 

the financing of pro1ect actlvltlea In regions 

3 Enaunng that proJect activities are carried out by the MoH counterpart, 1n accordance 
with the term! and cond1t1ons m the Project Agreement and annual workplans and 
budgets 

4. Factlltatlng the coord1nat1on of project inputs and actlvll1es with programs at the central 
level of the MoH and between the ce11ttel and reglanal levels, 

5. Eniurlng the efflc1cmt and approplate ute of counterpert·flnanced technical advtsora, 
commod1t1es and vehicles, 

6. En$urlng that PL-480 fund• programmed under the Pro1ect reached the regional levels 
1n a timely manner 

7, Subm1ulng annual detailed plans for the use of any Project funds (donation) provided 
dlrectly to the MoH 

Addltlonally. the team shall evalu11to USA.ID performance regarding its overall pro1ecr 
monitoring reapons1b1Uty, Including the following 

1 Directly procuring lhe services of epproplate m:1t1tut1ona to corry out the co't Gtudy 
and demand :study 

2 Dlrectlv procuring the 1orv1ces of the IC 

3 Over1eelng and gu1dmg the IC ectlvlt1e11 

4 Re\'lewlng end approving workplane, and sub-contracting act1vlt1as, and mod1flcatton 
propoHI•. 

6 Providing feedback to the IC and MoH on project imptementat1on 

Objective Two. 
Bv f1n41oclg! 1u9talnabd!ty we mean the capacity to recover or otherwise generate the 
financial retources needed for the continuity of activities without additional USAID 
support lnpt1tut1onal systamabJllJV refers to the capacity of the MoH and regional health 
authont1e1 to pfan, m3nage. administer, monitor, and adjust pro1ect activities to ensure 
their effectlvenes• and continuity after project completion Socia! 1y§tplnab1!rtv connotes 
community ownership of some project acbv1ties, In particular the tralmng of community 
agenta developed by the PCMI 

Some specific quntlona that the eveluatlon team wlll address are 

1 ts the PCMI training model, Including the commumtv agents component, sustainable 
upon project completlon7 Is •t llkely to be e)(panded out of project regions? 
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2 la the IEC pro1ect component developed tt'l complement adequately the 
PCMI? ls this sustalnable upon project completlon1 

0017032478640,#16/21 

3 11 thv SICI being ueed In tho Victor Ramos Guardia Hospital tn Huaraz7 Is 11 llkely that 
the SICI sy1tem going to contmue being used after project completion? 

4 Is the budgeting ayatem baaed on coats a management tool that could continue to be 
uaed after project completion ls i1 llkely to be used out of profect areas 1 

Objective Thrw• 

The conuact between USAID and Pathfinder, in 1ta eettlon F atates 1hat the contract may 
be extended to continue prov111on of some or all of the services provided during the initial 
contract period for up to one t1) additional yoar The evaluation team wlll analyze proJeCt s 
resourcH, time ftame and budgets. and will assess any neGd$ for modd1cat1on, Including 
the need for the ono year additional contract exten11on, and recommend octlvltles that 
would be carried out In the eddltlonal penod 

ObJec;tlve Four 

Identify othar factors that heve had negative or poalt1ve intluence In project 
lmplomentat1on• 

1 How the organizational atructurea of th~ M1n1strv of Health, Regions, and Sut-reglons, 
have Influenced 1n Project lmplementatlon7 

2 Haa the coordination of P2000 with oChtr MoH proJects or other US.Am ProJects 
located in the same geographical areas, been made at rhe central tevel or at the field level&' 
What outcomes have been experienced? 

3 What other factor1 hove had po1ltlvo or negative outc::omea for projoct 1mplementat1on7 

IV The tvaluatlon Team and lta Level of Effort 

It la recommended that the team consists of four members fluent 1n Spanish The 
tel'm ehould Include. 

1 Haalth management expert 
TrRlnlng Medlcel Doctor or Soclat Sc1entlat with Masters Degree or Ph D in Public 
Healih. Health Program Managemen1e or related tlatd 

Experlenco Eight to ten years of e)(perlence In managemant and evaluation of 
maternal, perinatal and child health .:ere programs In developing countriet 
Exper1once In leading and direction of evaluatlon teams 
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AbilltlH end skills Fluent In Spanish and English, good leadership and writing $kills 

2 Health training 1peolaR1t 

Training. Health professlonal or Educator with Masters Degree In Pubhc Health or 
related fle1ds 

E><perlence Eight ye.are expenence In the organlit:ut1on, conduction, and evaluatlon 
of health training programs, Including health promoter19, In developing countries, 
prefereble In Peru or Latin America Experience m training methodologla.a 
partTcurerly for adult education 

Ablllt1es end 1kllls. Ab1hty ro commumcat1 w'th multiple social group1 and ability to 
work m team• Fluent In Sparn&h and English, and good wrtting skills 

3. H!C expert 

Training BA/Master in Soclal Communication. Ps1cofogy. Education. Anthropology 
or related fields 

Experience At least eight years experience 1n management and evaluation of 
information, education and communication of primary heatth c;are strecegles, 
including community participation ac'<lvltles, preferable In Peru or other pluri cultural 
oounrr•es In Latin Amerrca 

Ab1ht1es and sl<t/19' Fluent m Spanish and English, ab1hty to work In teams, abJllty to 
communicate with multiple social groups, and good writing skllls 

4 ' Heallh aconaml•t 

Trammg Economist or Soctal Sc1en1lst with Mastera Degree or Ph 0 1n ~conom1cs, 
preferabl• In Health Economics or Health Management 

Expenenca At least five years e.>Cparlence in management or evaluation of heolth 
services, In particular In health financing 1uues Knowledge and experien"e in 

health financing reform proceHes of pubhc heelth services 

Ab1ht1t1 and 1k1Hs• Fluent in Spanish and English. good writing skill$, and 
experience In teamwork 

The mansgement expert w1l be the team leader At least ane member of the team will be 
an expert In gond•r laaue•, preferable the IEC expert 

Quahf1catlons of the teem need not rigidly adhere to these md1v1dual descnpt1ons as long 
as all akdle are represented 1n the team as a group 
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The team leader will have e time commitment of 32 working days, and the other three 
team membere will bo contractad for 28 working daya It •• required that 811 the team 
members apend at least ten working day$ m proJect regions, outside Lima 

V. Eveluatlan Methodology 

The evaluation will be developed and carrlod out with the full port1e1p1tlon of 
Mlnl9try of Health, central level, the Pro1ect Special Unit, and Health Regional 
euthont101, USA ID/Peru, EA T(Pathtlnder) and other lnstitutlont and persons 
Involved tn P2000, In the recogmt1on that thtae development partners are all 
working toward the aeme goal This evaluallon should be viewed u a management 
tool that will help guide the pro1ect to a succesi.iful completion and e thriving future 

All pertinent project documents will be made avallabla to tha evaluation te•m Tna 
Project Paper. ProJect Aereemeni, c;ontrac;r with EAT. sorccted atud1os, and othar 
key documents will be sent to the team before 1t travels 10 L~ma, to that all 
member.a are well-versed In the basics of the proJecr upon their arrival Each team 
member will have two days to review the basic protect documents 

Their on-Site work should Include interviews with MoH, USAID/Peru, fAT staff, 
sub-contractora, staff of selected Health Regions, health personnel, key community 
leader• and anyone else considered necessary At the regional levels, Interviews 
will also bo conducted wrth MoH aothorltles, EAT rog1onef advlsort, hospitals, 
health centers and health post staff, and community leaders Visits and observqt1on 
of maternal and child health services Is highly recommended 

The evaluation team wm daslgn Its work to be H participatory as possible, 
engaging all of the project'• atakeholdurs In the process With this In mind, the 
evaluatfon team will present findings and recommendations to all tho key peoplQ 
involved w•th the project, through a meeting, giving them the chance to Integrate 
evaluate and respond to the report &nd lta recommendations 

VI. Reporting Requirements 

, 

2 

Workplan. Tho Contractor wlll p1epare a dota1lod workplen, which shall / 
include the methodology to be used, and submit It to USAIO/ HPN for ' 
approval Th11 should be submetted after the third day on-site (m Lima) 

Prehmlnery Aeport. The Contractor will submit to the Hearth 
Population and Nutrlrlon Office (OHPN), eight copies or the 
prellmlnary report four In Spanish, which wlll Include kev 
finding• and rocommendat1ons These f1ndmg1 and 
recommendations wdl be presented in a debriefing at the 
USAID/Paru M1ss1on Thia pre11m1nary report will also be 
presented to the MoH 3taf f and EAT, as described In Section 
IV above The Result• Package Team at USAfO, Pathfinder 
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International and tha MoH wlll have ten working days after the debriefing to 
Hnd comment1 and auggest1ons to the team leader, The team leader will 
address the commenta 1n the tlnal report 

Final Report. The Contractor wdl submit ten copies of the final report in 

English and other ten In Spanish to USAID/Peru no later than four week11 
after the comment• on the prellmrnar report are rec1eved by the Contractor 
The document should also be supplied on a dlakette u3mg the WordPerfect 
Software This flnal report may Include recommendations for varlatlon5, 
bHldet those elrHdY made by the EAT In agreement with the MoH and 
USAIO, In the design, goals, activities and budget structur• It should be no 
moro than 60 pagos long, mcludlng and f;icecut1ve Summary Supportrng 
data 1hould be Included in appendlce1. 
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------

Reports on formative 
research on the major 
health topics of the 
Project, with messages for 
the pnonty areas derived 
from this research 

Project 2000 
Outputs md1cators 

Indicators 

- -- ----

• Major research topics have been 1dent1f1ed • 

• 

• 

• Appropriate research mstrtutrons have • 
been selected 

• 

t 

Data Source /Completion Completion 
status report due 1999 date 

Study report "ldentif1cation of • 11-29-1995 
Knowledge Gaps in Maternal 
& Child Health in Peru by Dr 
Luis Godina and Dr Manuela 
de la Peria 
Study report "Design of • 05-31-1996 
Guidelines for Community 
Health Workers Training Plan' 
by Lie Flormarma Guardia 
Terms of reference for the • 08-09-1996 
studies 'Maternal Mortality 
Cases Study" and 'Trad1t1onal 
Techniques of Delivery and 
Newborn Care" by Lie Paola 
Naccarato 

Subcontract with Catholic • 09-01-1997 
University to perform the 
"Maternal Mortality Cases 
Study" 
Subcontract with San Marcos • 07-01-1997 
University & Centro Flora 
Tristan to perform the study 
"Trad1t1onal Techniques of 
Delivery and Newborn care" 



• Formative research on prronty health 
topics has been conducted 

• Research results have been presented 
and discussed with MoH officers 

• Research results have been disseminated 
among health sector 1nst1tut1ons 

r 

• "Maternal Mortality Cases 
Study" final report by Catholic 
University 

• "Trad1t1onal Techniques of 
Deltvery and Newborn Care" 
final report by San Marcos 
University and Centro Flora 
Tristan 

• Study results presentation 
meeting 

• Studies results pubhcat1on 
and d1stnbut1on 

• 01-02-1998 

• 03-02-1998 

• 08-07-1998 

• In process 



r 

Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

Establishment of a trarrnng • PCMI has been desrgned by PrOJect 2000 • Resolucron Vrce Mrn1sterral • 09-11-1996 
program rn reproductive, and approved by the MoH No 465-96-SA 
maternal perinatal and 
child health (PCMI) The 
PCMI will be implemented • A local long term subcontractor has been • Subcontract with Consorc10 • 09-06-1996 
using a long term local selected for PCMI 1mplementatron ESAN for PCMI 
subcontractor 1mplementat1on 

• The MoH has formed a PCMI • PCMI Coordrnat1on • 11-07-1996 
Coordination Committee whrch 1s 1n Committee first mrnutes of 
charge of strategic program decrsrons const1tut1on 

• 12 MoH reg1ons/subreg1ons have • Signed agreements between • Oct-Nov 
formed/reinforced training units which are Consorcro ESAN and each 1996 
rn charge of the PCMI 1mplementat1on rn reg1on/subreg1on 
their areas 

• 18 trarnrng hospitals (HC) and 72 trarnrng • Consorcro ESAN s product 50 • 08-19-1998 
centers (CC) have completed the first • Consorcro ESAN's product 68 • 10-09-1997 
program phase ("pasantra") • Consorc10 ESAN's product 87 • 12-11-1997 

• Consorcro ESAN's product • 04-21-1998 
106 

• 18 HC and 71 CC have installed • Consorcro ESAN's product 53 • 07-14-1997 
continuous quality improvement process • Consorcro ESAN s product 69 • 12-10-1997 
rn maternal and chrld health servrces • Consorcto ESAN's product 72 • 02-02-1998 

• Consorcro ESAN's product 88 • 02-02-1998 
' • Consorcro ESAN s product • 05-28-1998 

107 
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• 18 HC and 71 CC have passed external • Mrnutes of the PCMI • From 
evaluation of basic quality level Coordmat1on Committee Nov 1996 to 

meetings date 

• A distance learning methodology has • Consorc10 ESAN s product • Pending 
been designed and tested 161 

• 2373 health centers and posts have • Consorc10 ESAN s product 78 • 04-21-1998 
completed the third program phase (local • Consorc10 ESAN's product • 07-23-1998 
pasant1a" or distance learning training) 114 

• Consorc10 ESAN s product • 07-23-1998 
122 

• Consorc10 ESAN's product • 12-03-1998 
138 

• Consorc10 ESAN s product • 12-21-1998 
148 

• Consorc10 ESAN s product • Pending 
156 

• Consorc10 ESAN's product • Pend mg 
165 

• Consorc10 ESAN's product • Pend mg 
175 

• An assessment of MoH and NGO • Consorc10 ESAN's product 29 • February 
experiences with Community Health 1997 
Workers (CHW) has been performed 

• Trammg materials for CHW have been • Consorc10 ESAN's product 46 • August 1997 
,collected and analyzed 



• 

• CHW tra1mng of trainers materials have • Consorc10 ESAN's product 71 • January 
been developed and tested 1998 

• CHW tra1mng of trainers act1v1t1es have • Consorc10 ESAN's product 83 • January 
been conducted 1998 

• CHW trammg act1v1t1es have been • Consorc10 ESAN s product 79 • Jan 1998 
conducted • Consorc10 ESAN s product 96 • Nov 1998 

• Consorc10 ESAN s product • Dec 1998 
124 

• Consorc10 ESAN s product • Nov 1998 
127 

I 



Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

Local-level IEC actrvrtres • /EC strategy has been designed and • Letter of approval from P2000 • 12-08-1996 
for the prrorrty areas that approved by the MoH UEP 
encompass the • 12 reg1ons/subreg1ons have • Letters of acceptance from 12 • February 
maternal/child health formed/reinforced IEC units which are 1n Regional Directors 1997 
topics of the Pro1ect charge of act1v1t1es 1mplementat1on 

- • A Rapid Assessment on IEC Needs has • Approval and presentation of • May-June 
been performed m the regions results 1997 

• Personnel from regional IEC units have • Workshop reports • Aug 1997 to 
been trained 1n IEC strategic planning Jan 1998 

• IEC regional units have conducted and • Signed agreements with • Jun-Aug 
analyzed KAP studies on maternal- regions 1997 
perinatal health in their areas • Presentation of results • Feb 199q 

• IEC local campaigns are implemented by • IEC materials have been • In process 
regional units on a regular basis designed and d1stnbuted 

• IEC act1v1t1es reports from • In process 
regions 

I 
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Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

Self-instructional materials • Printed rnstruct1onal materials for health • Consorcro ESAN s product • 09-22-1998 
for health personnel and personnel have been developed and No 112 
community-level health tested 
workers on materna11child • Printed instructional materials for • Consorc10 ESAN s product 45 • Aug 1997 
health topics community health workers have been • Consorcio ESAN s product 60 • Nov 1997 

developed and tested • Consorc10 ESAN's product 62 • Jan 1998 
• Consorc10 ESAN s product 7 4 • Jan 1998 
• Consorc10 ESAN's product 92 • Sept 1998 
• Consorc10 ESAN s product • Mar 1999 

143 

• Mult1med1a instructional materials for • Approval of final version of • June 1996 
health personnel have been developed Perinatal Information System 
and tested Tutorial 

• Approval of final version of • June 1997 
AIEPI Tutorial 

• Approval of final version of • Oct 1998 
Perinatal Technologies 
Tutorial 

• Approval of final version of • In process 
Neonatal Resusc1tat1on 
Tutorial 

I 
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Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

A continuing education • A continuing education bulletin for health • Consorc10 ESAN's product • 02-19-1997 
bulletin or supplement to personnel has been developed and tested No 41 
an existing MoH • Consorcro ESAN s product • 11-03-1997 
publ1cat1on that wrll keep No 55a 
MoH personnel current on • Consorcro ESAN's product • 12-15-1997 
maternal/chrld health No 55b 
to pres • Consorc10 ESAN s product • 04-13-1998 

No 73 
• Project 2000 Informative • December 

Bulletin 1996 
• Project 2000 First Years • 1997 
• Project 2000 Informative • 1998 

Bulletin 
• Project 2000, An effort for the • 1998 

Country's Health 

I 



Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

An evaluation of the • Evaluation goals have been determined • Terms of reference for the • Oct 1996 
presently functioning HIS study "Assessment on quality, 

processing and use of 
information of the HIS and 
National Programs 1nformat1on 
systems" 

• An appropriate subcontractor has been • Contract with Calmet Data • May 1997 
1dent1f1ed and selected 

• The evaluation has been performed • Approval of the study final • Apr1998 
report 

• The evaluation results have been • Presentation Meeting to MoH • Apr 1998 
presented and discussed with MoH officers 
officers 

I 



Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

Improved management of • Evaluation of the status of the MoH drugs • Final Report of the study • Jan 1997 
med1c1nes 1n the 18 PCMI- log1st1c system has been performed "Log1st1c Systems of Essential 
related hospitals Medicines and Supplies" 

• A quality improvement program m • Workshops on Rational Drugs • From May 
Rational Drugs Use has been established use 1998 and 
in the 18 PCMl-related hospitals cont1nurng 

• Strengthening of Hospitals • From May 
Pharmaceutical Committees 1998 and 

continuing 

• Design of Pharmaceutical • From May 
Formulanes 1998 and 

cont1nu1ng 

• Mid-Term Hospitals Self- • January-
Assessment February 

1999 

• External evaluation • Pending 

I 
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Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

An rnformatron system • Marn areas of rnterest for pro1ect's trackrng • Consorc10 ESAN's product 37 • 02-16-1998 
component that tracks have been determined • Consorcro ESAN s product • 12-17-1998 
Pro1ect 2000 rndrcators 132 
wrthrn the prrorrty areas • Maternal Mortalrty explanatron • 10-19-1998 

model 

• A set of rndrcators and data gatherrng • PCMI Coord1natron • 02-16-1998 
procedures has been developed and Commrttee agreement on first 
tested level qualrficatron rndrcators 

• Workshop on SIP analysts • 12-05-1997 
and Prenatal and Delrvery 
Care Qualrty rndrcators 

• Workshop on Analysrs of • 07-13-1998 
Maternal-Perinatal Service 
Qualrty lndrcators" 

• PCMI Coordrnatron • In process 
Commrttee agreement on re-
qualrfrcatron rndrcators 

I 
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Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

A decentralized monitoring • An assessment of current MoH • Consorc10 ESAN's product 52 • 10-10-1997 
and supervisory system superv1s1on system has been performed • T echmcal Assistance to the • 10-05-1998 

and an improved superv1s1on model has Internal Client (TAIC) 
been developed and discussed with MoH supervision model approved 
officers by MoH 

• Methods instruments and procedures for 
the improved superv1s1on model have • Consorc10 ESAN's product 52 • 10-10-1997 
been developed • Consorc10 ESAN s product on • Pending 

TAIC instruments and 
procedures 

• MoH central and regional officers have • Workshop on supervision • 04-20-1998 
been trained to use the new superv1s1on ab1ht1es 
model methods, procedures and • Training on TAIC instruments • Pending 
instruments and procedures 

I 
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Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

A national-level cost- • D1agnos1s of current MoH budgeting • Subcontract wrth • 03-28-96 
based budget system has been performed MACROCONSUL T S A to 
programming systl'm • An improved budgeting model has been perform the 'Assesment of 
(BPS) developed and discussed with MoH current MOH budgeting 

officers system' and Analysis of 
, public health expenditure" 

• Methods, instruments and procedures for • Subcontract with Alpha • 03-17-97 
the improved budgeting model have been Consult S A to perform the 
developed 1n accordance with the new 'Design of the Budgeting and 
budgeting methodology determined by programming System (BPS) 
Ministry of Economy and Finance (MEF) 

• Training and 1mplementat1on of the BPS rn • Subcontract with CIPRODES • 08-31-98 
the 12 reg1onal/subreg1onal officesMoH S A for the 1mplementat1on of 
central and regional officers have been BPS training plan in the 12 
trained for using the new budgeting model reg1onal/subreg1onal budget 
methods procedures and instruments offices 

• Coordination with MOH's Basic Health • Subcontract wrth CIPRODES • In progress 
and Nutrition Project (BHNP) for trarnrng S A for the adjustment of the 
and 1mplementat1on of the BPS rn other 8 BPS software 
reg1onal/subreg1nal offices • Subcontract with MSH to • In progress 

develop and implement auto-
instructive modules for BPS 
1mplementat1on under MCP 
methodology 

I 
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Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

A decentrahzed • Analysis of payment mechanisms options • Study "Gu1delmes for the • 11-30-98 
management improvement • Development of payment mechanism for design of new payment 
model piloted 1n two regional hospitals with technical mechanisms for public 

I hospitals assistance from PHR providers 

• Terms of reference Decentralized • Report "Regional and hospital • 11-15-98 
Hospital Management Program (DMIM)" survey" 

• Report Clm1cal data • 1-15-99 

I 
requ11 ements for hospital 
payment reform" 

• Request for proposals for • In progress 
DMIM and selection process 
m progress 

-------- -

A total quality • A TOM model for maternal & child health • Document Continuous • 10-05-1998 
management model services has been developed and Quahty Improvement of 
piloted 1n the 18 PCMI approved by the MoH Maternal & Child Health 
hospitals Services approved by MoH 

• Personnel from maternal & child health • Workshop on TQM m MCH • 4-14-1997 
services of the 18 PCMI training hospitals services for Department 
have been trained m the TQM model Chiefs 
concepts, methods, procedures and • Course on TQM in MCH • 08-23-1998 
instruments services for M1dw1ves and 

Nurses 

• Directors of the 18 PCMI training hospitals • Course "Quality Assurance • 10-27-1998 
have been trained m TQM Management m Cuernavaca-

Mexico 
I 
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Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

Quarterly coordination and • USAID, the MoH and the technical • Monthly, quarterly and annual • From Feb 
evaluation meetings that assistance team have perrod1cal meetings reports 1995 to date 
include USAID, the MoH to evaluate and feedback the project 
central office and program 1mplementat1on 
managers rn the pnonty 
areas 

-- --- - - ------ -

A core group of MoH • MoH local officers have been trained in • Workshops on Perinatal • 11-11-96 
offrcrals trained in the most the 1mplementat1on of perinatal T echnolog1es • 5-5-1997 
current management technologies in maternal & child health • 4-7-1997 
practices rn the field of services • 4-14-1997 
publrc health 

• MoH regional officers have been trained tn • 68 SIP regional experts • Set-Dec 
the management of the Perinatal trained 1996 
Information System 

• MoH regional officers have been trained 1n • Workshop on Superv1s1on • 4-20-1998 
superv1s1on ab1lrt1es Ab1lrt1es 

• Directors of the 18 PCM! trarnmg hospitals • Course 'Quality Assurance • 10-27-1998 
have been trained m TQM Management" rn Cuernavaca-

Mexico 

• Regional MoH officers have been trained • Report of the seminar "Health • 05-19-1997 
in health economics basis Sector Modernrzatton 

Process" 

I 
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Ou put Indicators Data Source /Completion Completion 
status report due 1999 date 

A validated proposal for a • Develop guidelines for MoH Targeting and • Report "Gutdehnes for MoH • 09-15-99 
user fee system for health Tanff Polley Targeting and Tanff System" 
services of the MoH • Design a user fee and exemption system • Subcontract with GRADE for • In progress 

I 
rn public health fac1lrt1es the design and vahdat1on of 

• Develop a strategy to validate the the tariff and exemption 
proposed system system" 

• Implement the vahdat1on strategy rn two 
areas 

• Provide recommendations to extend the 

I system and its mechanisms and the 
instruments throughout the country 

- --- -------

The results and • Studies on cost recovery experiences • Terms of Reference • In progress 
recommendations of a 
series of studies on cost 
r~c~~~ry __ ----- -
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Outputs not mcluded m the contract amendment 

Output Indicators Data Source /Completion Completion date 
status report due 1999 

A tested design of a Referral • T echnrcal proposal • USAI D-ProJect 2000 • 02-12-1999 

Maternal & Perinatal Care approved by MoH technical meeting report 

System 
• Baseline assessment • Reports from regional • In progress 

performed 1n two local authorities 
health facility networks 

• Local 1mplementat1on plans • Approval of plans by • Pending 
approved in two local regional authorities 
health f ac1hty networks 

• Local plans have been • Monitoring and evaluation • Pending 
implemented reports 

---- -- - --- - -- ---------

A study of demand for hedlth • Development of a demand • Subcontract with • 12-15-98 

Services in one province study for health services in Urnvers1dad Pacifico for 
the province of Huaras development of a demand 

study for health services in 

Huaras 
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Output Indicators Data Source /Completion Completion date 
status report due 1999 

Development and • Development and • Subcontract with • 08-30-97 
1mplementat1on of the 1mplementat1on of the Cost CIPRODES to design and 
Information System on Costs and Revenue Information implement the Cost and 
and Income (ISCI) System (SICI) m the Revenue Information 

Hospital Victor Ramos System (SICI) 
Guardia de Huaras-
Ancash 

• lmplementat1on of the Cost • Subcontract with • 26-02-99 
I and Revenue Information CIPRODES to implement 

System (SICI) in the the Cost and Revenue 
Hospital de Apoyo de Information System (SIC!) 
Huamanga- Ayacucho 

---- ------- - -

Resource mob1hzat1on for • Coordmat1on of the "MoH • Periodical meeting reports • On going 
health services (Polley Fmancmg Committee, for 
Dialogue) the d1scuss1on and 

coordination of project 
acttv1t1es in the health care 
financing area 

• Coordmat1on of the • Report "Health Sector • 10-30-97 
Technical lntennst1tut1onal Financial Flows 1995-96) 
Group 

I 
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Output Indicators Data Source /Completion Completion date 
status report due 1999 

Research on health • Research on health • Report "Analysis of • 2-15-99 
economics economics by Huaras demand for health services 

university students for children 1n the province 
of Huaras' • In progress 

• Report Eff1c1ency and 
product1v1ty of maternal 
and child services" 

- - ----- - --------- -- -- -- ---



L 

I 
'-

ANNEX 3 PERSONS CONTACTED/INTERVIEWED 

USAID 

Mr John Cloutier, Mission Deputy Duector 
Dr Susan Brems, Jefa de la Oficma de Salud Poblacion y Nutncion 
Dr Lms Semmano Carrasco, Oficial P2000 
Eco Mana Angelica Bomeck, Coordmadora P2000 
Eco Mynam Choy, PDP/Especiaista en Evaluacion 
Ms Barbara Fennga, Seruor Technical Advisor 
Mr Allen Eisenberg, Regional Contracts Officer 
Adnan Fajardo, Economist 

Ministry of Health MoH/MINSA 

Oficma de Fmanc1am1ento, Invers1ones y Cooperac1{m Externa (Ofice) 
Dr Augusto Meloru, Duector 

Ojicma Generacl de Plamjicacwn/MINSA 
Ora Dons Lituma, Duectora de Ia Oficma General de Plamficac1on/MINSA 

D1reccwn General de Salud de Salud de las Personas 
Dr Jesus Toledo, Duector General 

Programa Salud, Mu1er Nino 
Lie Miryam Strul, Duectora del Programa y Asesora de Ia Duecc1on de Salud de las Personas 

Maternal and Perinatal Health Program 
Dr Nazano Carrasco, Duector 

UN/DAD ESPECIAL PROJECTO 2000 
Dr Hugo Obhtas, Duector del Proyecto 2000, MINSA 
Dr Neptah Santillan, Eqmpo de Gestton 
Lie Mana Casas, Eqmpo de Gest1on 
Dr Eduardo Aguirre, Eqmpo de Gest1on 

Superusores UEP2000/MJNSA 
Ltc Gabnela Sarrullan (San Martm, La Libertad, Huaras) 
Dra Lucy del Carpio (Ayacucho, Huancavehca, Andahuaylas) 
Dr Eduardo Gamdo (Puno, Moquegua, Tacna, Ucayali) 
Dr BenJamm Lmo (lea, Luna Este) 

LIC MIGUEL MERINO, DIRECTOR OF INVESTMENT 

Sr Dante Bnones, Duector of Rat1onahzation 
Sra Gladys Gomez Rodnguez, Director General, Office of Statistics 
Sra Martha Honoree, Executive Budget Office, General Office of Planning 
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Mlmsterio de Economia y Fmanzas (MEF) 
Hedy Haracaya, Dlfector, Direccion Nacional del Presupuesto Pubhco 
Dons Villanueva Masgo, Sectonahsta de Salud, Dueccion Nacional del Presupuesto Pubhco 

Otros 
Lie Marganta Petrera, Health Economist, PanAmencan Health Orgamzatlon 
Hedi HuarcaJa, Health Sector Specialist, Mmistry of Economy and Fmance 
Martha Ceciha Esteves D , Admimstrative Dlfector of Consorcio (ESAN) 
Gladys Soto de Garcia, Gerente de Fmanzas, CARE 
Vilma Montanez, Sub-Duector, Proyecto Salud y Nutncion Basica del Banco Mundial 
Ing Ehas Lozano Salazar, consultant, Techmcal Assistance Team (EAT) 
Iluch Ascarza Lopez, President, CIPRODES, Anahstas en Asuntos Economicos, Sociales, Contables y 
Legates SA 

INSTITUTIONAL CONTRACTOR (Pathfinder International) 

Equipo de As1stenc1a Tecmca P2000 (EA1) 
Sr Michael Jordan, Jefe EAT 
Dr Bruno Benavides, Jefe AdJunto 
Dr Rene Cervantes, Especiahsta Capacitacion 
Dr Alfonso Villacorta, Especiahsta Matemo-lnfantil 
Lie Flor Marma Guardia, Especiahsta Salud Comumtana 
Eco Midon de Habich, Economista de Salud 
Lie Ruben Telles, Consultor IEC 

Asesores Region ales EAT 
Dr Ricardo D10s ( Sede La Libertad) 
Dr Jose Lizarraga (Sede Ayacucho) 
Dr Raul Miranda (Sede Puno) 

CARE PERU 
Sr James Becht, Duector AdJunto de Programas 
Dr Lms Tam, Gerentc de Salud 
Dr Ivan Velez, Coordmador AdJunto 
Lie Gladis Soto, Duectora Financiera 
Lie Cannen Calvo, Contadora del Proyecto PF/CARE 

ESAN 
Dr Claudio Lanata, General Manager, Consorcio ESAN-PCMI 
Ora Bctsi Butron, Dlfcctora de Evaluacion y Momtoreo 
Dr Luis Gutierrez, Duector of Commumty Component 

JHU/CCP 
Lie Patncia Poppe, Director for Latm Amenca 
Lie Max Tello, Representante Local 
Lie Carla Qmerolo, Consultora IEC 
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MOVIMIENTO MANUELA RAMOS 
Sra Victona Villavicenc10, Coordmadora General 
Sra Frescia Carrasco, Coordmadora P2000 

AYACUCHO 
Dr Roberto Aldoradm, Director General de la Director de Salud 
Sr Juho Cordova, CIPRODES 
Dr Lmo Hmostroza, Directo del Hospital de Apoya Huamanga 
Cost and Income Information System (SICI) Team 
Budget Programmmg System (SPP) Team 
Lie Ennque Mazuelos, Budget Preparation 
Eco Moises Ranurez, Coordinator of Costs Umt 

TRUJILLO 
Dr Jararmllo, Director Regional 
Lie Victona Pmedo, IEC DIRES 
Lie Celso Bncefio, Consultor IEC 
Lie Cesar Herrera, Consultor 
Jany Aldave, Capacitacion 
Lie Nadia Cano, Conusion IEC 
Lie Lmsa AncaJ1ma, Participacion Comumtana 
Lie Carmen Ruiz, ComlSlon IEC 
Prt Nelly Alfaro, Promotora de Ascope 
Sra Susana Mendez, Madre de la comumdad 
Sra Rosa Sanchez, IEC encargada 
Dr Jeny Cosme, Jefe CC Ascope 
Lie Liha Rodnguez Hidalgo, ComlSlon IEC 
Ass Catahna Pasco, Com1S1on IEC 
Ass Elsa Rebaza Rodnguez, Com1S1on IEC 
Lie Cesar Herrera, Relac10nes Pubhcas 
Ass Cec1ho Castillo, Commsion IEC 
Lie Ceciha Luna, Comis10n IEC 
Ass Mana Tuestas, Conusion IEC, Hospital Belen 
Ass Ehsa Rodnguez, Conusion IEC Hospital Santa Isabel 
Dr Rici Power, Com1S1on IEC Hospital Santa Isabel 
Obt Ivonne Manta Carillo, Com1S1on IEC UTES No I 

SANMARTIN 
Dr Jose Paredes, Deputy Regional Director 
Lie Elsa Cabrera, P2000 Coordmator 
Sra Ceciha Palommo, Madre de la comumdad 
Dr Augusto Llontop, Director of Human Resources 
Dr Miguel Vela, Reg10nal Director 
Lie Quimisto del Aguila, IEC Umt 
Lie Lily, ComlSlon IEC 
Lie Armand01 Vergara, Participacion Comumtana 
Lie Maria Elena Florez Ramirez, IEC Coordmator 
Sra Magro Carbajal, Paciente Hospital Lamas 
Sra Judith Carba1al, Madre de la Comumdad de Lamas 
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Sra Nelvtth Rarmrez, Madre de la comurudad de Lamas 
Prt Hilana Mego, Partera de la comumdad 

LIMA ESTE 
Dr Pablo Cordova, Director DIRE 
Lie Lucio Huaman, Comison IEC 
Lie Filomena Pedregal, Partucipacion Comumtana 
Lie Aldo Araujo, Comision IEC 
Lie Jose Baca Camllo,, Com1S1on IEC 
Dr Juan Carlos Y afac 

PUNO 
Dr Sunon Checa Inofuente, Direccion Tecruca 
Dr Ehas Aycacha Manzancda, Ducctor dcl Hospital de Puno 
Dr Jesus Gomez Pmeda, Dueccion de Salud de las Personas 
Dr Pedro Valergo Gallegos, Coordmacion P AAG 
CPC Hermenegildo Cortez, Dueccion EJecullva de Admmtstracion 
Lie Isabel Mamru Illanes, Coordmacion Programa Materno Pennatal 
Dr Edgar Cotacallapa, Coordinator Proyecto 2000 
Lie Ubaldina Maldonado, Dueccion de participacion Commumtana 
Lie Clotilde Pmazo Calsm, Coord Prog MuJer Salud y Desarrollo 
Ing German Tito Condon, Direccion de Estadtstica e Informatica 
Sra Ameha BeJar, Direccion de Planificacion y Presupuesto 
Sr Gilberto Jaen B , Responsible de IEC 
Sr Raul Miranda Arostigug, Regional Advisor EAT 
Sr Damel Eduardo Garanca, Assistant 
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ANNEX5 SCHEDULE 

Project 2000 Mid-term Evaluation Schedule 

Sunday Monday Tuesday Wednesday Thursday 

14 15 16 17 18 
LKC, PT, JR meet Interviews 

LKC, PTamve with USAID, MINSA TPM mtcrv1ews 
and IC TPM 

Meetmgs 

21 22 23 24 25 

rest Trujillo - LKC, PR, Trujillo - LKC, PR, Lima East - LKC, Puno- - NS, RC, 
MJ, JR, HO, and LS MJ, JR, HO, and LS PR, JR and LS and LKC, PR, and LS 

maybe JF, MAB 
Ayacucho-JF, MAB Ayacucho - JF, MAB Lima - JF and MH 
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IC Meetmgs at USAID 
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team sends materials 
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USAID sends 
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ANNEX 6 FINANCE 

6 1 EVALUATING THE FINANCJNG AND MANAGEMENT COMPONENTS OF 
PROJECT 2000 

The purpose of tlus Annex is to provide a more detailed account of the analysis and reasomng that went 
mto developmg the observations, conclusions and recommendations proVIded m the Sectmn 8 
Imt1abves for Health Care Fmancmg and Efficient Management of the text Although there 1s some 
overlap between the discussion presented here and m the text, several of the major discussions of the text 
are not addressed here Tuts Annex, therefore, should not be construed as a substitute for the text 
d1scuss1on, rather, 1t 1s a complement to that section 

A Antecedents 

A 1 The Context and Rationale for the Design of the Fmancmg Component 

At the time that PROJECT 2000 was bemg designed, the MoH was m the throws of a severe recurrent 
cost cns1s The cost cns1s was the result of a protracted and steady erosion m the Mimstry's annual 
operatmg budget, which by 1992, had left 1t wtth a mere 36 percent of its 1982 real expenditure levels 
(see Fiedler 1993 for details) Fmanc1a1 constramts were clearly a salient, 1f not the smgle most important 
factor, hm1ting the Mm1stry's ab1hty to provide adequate health care to PeruVIans It was, therefore, 
appropnate to mclude a financmg component m the Project m order to attempt to address tlus severe 
problem 

A 1 The MoH's Cu"ent Fmanc1al Status An Update 

Startmg m 1995, the Mm1stry of Health's long term cost cns1s began to tum around That year, the MoH 
received a marked mcrease m its budgetary allocation from MEF, enablmg 1t to mcrease its 1995 
expenditures to a level 2 4 times higher than those of 1994 (m nominal terms) Tuts monumental mcrease 
m financmg did not mstantaneously end the many long-standmg problems-financ1a1 and otherwise-of 
the MoH After bemg starved of funds for more than a decade, 1t was necessary to begm a process of 
what amounted m many ways to the reconstruction of the Mimstry Tuts 1s, perhaps, most dramat1cally 
demonstrated by the fact that the Mm1stry now could begm re-opemng the hundreds of health fac1ht1es 
that had been closed, m some cases for many years, owmg to financing shortfalls, terrorism, or some 
combmat1on thereof 

Smee the massive mcrease m the Mm1stry of Health's budget m 1995, its fundmg level remained 
relatively stable (m real terms) m 1996 and 1997 Last year, however, it fell substantially due to the 
economic recession and the shortfall of Central Government revenues, which the Government responded 
to by across-the-board cuts m spending of roughly 20 percent 

Smee the design of P2000, offic1ally reported (fiscahz.ado) user fees (mgresos prop1os) have contmued to 
nse m importance, both m absolute terms and as a percent of total MoH revenues They grew from mne 
percent of all MoH revenues m 1992 to 14 percent m 1998 In absolute terms, they grew from 12 7 
million soles in 1991 to 213 m1lhon soles m 1998, an mcrease of 17-fold, m nominal terms Smee 1992, 
they have been mcreasmg at a rate of about 50 percent per year (m nominal terms) 

110 



• 
In short, the financial status of the MoH has unproved sigmficantly smce 1992 As a result, the Project's 
Fmancing Component, wlule st1ll 1mportant, has lost much of its urgency It 1s no longer the sme qua non 
for improving the functioning and the quahty of MoH care that 1t was when the Project was designed and 
the IC first contracted 

Growing MoH funding levels and growing user fee revenues are both reflective of the strong economic 
recovery that the Peru made m 1993-1997 from its severe depression of 1988-1992 The economy grew 
by 52 percent over the 1993-1997 penod, but has smce slowed In 1998 it grew by only one percent and 
m 1999 1t is expected to stagnate 

The growth m officially reported user fee revenues also is attnbutable to the 1994 MEF reform m the 
reportmg and handlmg requlfements for user fee revenues Until then, MoH fac1ht1es were reqmred to 
give thetr user fees to MEF, and they redounded to the pubhc treasury 19 Thereafter, facihttes were able 
to retam control over these revenues Tius change in pohcy provtded mcent1ves for MoH fac1ht1es to 
collect user fees 

Propelled m part by the improvement 1111ts financial status, the MoH's coverage of the national 
populat10n mcreased from 16 percent to 25 percent, at the same time that the absolute size of the health 
care market was mcreasing (Petrera 1999) The MoH' s provts1on of care mcreased from 8 0 mdhon 
outpatient consultations in 1994 to 14 l m1lhon m 1997 (Cuanto, 1995, 1998) 

A 3 MEF and MoH Budget Reforms Performance- and /ssue-Cond1t1onmg 
Cons1derat1ons 

MEF's National Budget Office has six dtstmct budgets for financing health services m Peru The most 
important pubhc health budgets (with nearly 90 percent of total health allocations m 1999) are the 
MINSA budget and the Mimstry of the Presidency's (MIPRE's) allocations to the Transitory Regional 
Administrative Councds (CT ARs) Up untd 1990, the MINSA budget covered all MoH activ1t1es, 
mcorporatmg both the present-day MIN SA budget and the MIPRE-managed CT AR health allocations 
Smee 1990, the Regions' MoH budget has been separated out and each reg1on/subreg1on 1s assigned its 
own budget The MIN SA budget contmues to mclude the financmg of Luna/Callao and the three vertical, 
national pnonty programs, Basic Health for All (PSBPT), Fanuly Plannmg and the Complementary Food 
Program MEF's 1999 lllltial total MoH allocation was 2 6 bilhon soles, compnsed of a l 0 bilhon soles 
allocation (38 percent) to the MoH MIPRE account, and l 6 bdhon soles (62 percent) to the MINSA 
account 

In 1996, MEF announced a maJor budget reform package Law Number 26703 Law of Budgetary 
Management of the State provided the legal foundation for the changes and set forth the reform agenda 
MEF rmtiated the 1mplementat1on of the reform in 1997 In terms ofthetr impact on the MoH, the key 
elements of the package included 

• 111e estabhshment of a new budget structure, which has not smce been modified, thereby 
prov1dtng stab1hty of budgetary categoncs Compared to the pre-reform era, when budgetary 
categones changed s1gruficantly from year to year, thts makes 1t much easier to analyze and 
manage the budget 

19 The tunung m of user fees was on paper only, the MEF registered fees and reported them but none nere collected 
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• Promotion of the development and use by all government agencies of cost-based budgetmg 
systems, tied to quantified goals and outputs 

• Increased flex1b11lty, dtscret1011 and respons1b1ht1es were given to M1mstnes It ts now the 
respons1b1hty of the MoH to decide how 1t will use the budget tt receives, rather than bemg told 
how 1t will spend its budget Tius mcreases the autonomy of the MoH 

• Similarly, the Reg10ns/Departments now have the respons1b1hty of dectdmg how much to spend 
on health and how to spend 1t (beyond the rcqmrement that they pay the plamlla, which reqmres 
roughly 70% of total revenues) Tius mcreases the autonomy of the CTARs and constitutes 
decentrahzat10n 

• The development of a software package that ts provided to state ent1t1es (contammg relevant 
portions of the SIAF) which are reqmred to use tt to subnut their budget requests and to report 
expenditures 

• Monthly budgetmg of expenditure (I 0 days before start of each quarter) with quarterly 
disbursements (tranches) 20 days before the start of each quarter 

As will be seen below, these reforms dtrectly addressed some of the key issues identified m the P2000 
contract as potential pohcy dialogue topics, and made possible new means and avenues for addressmg 
other structural problems of the MoH 

B The Slow Start of the P2000 Fmancmg and Management Component Achv1hes 

Both the Management and the Fmancmg Components got off to a slow start, espectally cons1denng that 
the person put m charge of them, the Health Economist, was ongmally funded for only four years 
(through February 1999) Factors contnbutmg to this slow start mcluded 

• the disparate nature of vanous act1V1ttes, which was exacerbated m the Fmancmg component by 
the absence of a rankmg ofrelat1ve pnonttes (m contrast, the management component 
unambiguously identified the Budget Programmmg System at the top pnonty), 

• the fact that the financmg component had several activities which were to be implemented on a 
national scale, while the rest of the project operated on only a sub-national level, caused 
considerable confusion, 

• the relatively hm1ted resources available for these components, given the complexity of some of 
the act1v1ties, the long time penod 1t would take to effectively implement and mstttut1onahze 
them, and the nat1onw1de scope of several of them, 

• the lack of clanty and defimt1011 by MoH semor management, exacerbated by frequent changes of 
top personnel (mcludmg the Mm1ster), and 

• the lack of a national counterpart agency or md1v1dual, which made gettmg the MoH "on board' a 
more mvolved and t1me-consummg process, and frequently resulted m the health economist bemg 
rehed upon as a MoH staff-person (headmg up first the Inter-Instituttonal Coordmatmg 
Committee's Health Fmancmg Subcommittee and later the Mm1stry's Health Care Fmancmg 
Conumttee), thereby reducmg the time available for project act1v1t1es 
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C The Demand, Cost and Other Early Studies 

Another reason for the slow start of the Fmancmg and Management Components was that the demand and 
cost stud.I es which were to provide mput mto the design of the national user fee system, were to be 
completed, reviewed by the MoH and AID and "made available for use by the IC soon after the Contract 
1s 1mt1ated," were not completed until May 1996, 16 months mto the Project 

The cost study was well done The methodology 1t developed and employed became the standard 
approach adopted m several important subsequent studtes In addition, 1t became the foundation of the 
Cost and Income Information System (Sistema Informatica de Costos y Ingresos, SICI) and is used to 
develop the health care services cost estimates which are an essential element m the Budget Programmmg 
System (Sistema de Programac1on Presupuestana, SPP) As such, the cost study has had an impact on 
health pohcy 

The demand study was less successful, m part due to financial constramts and m part to techmcal 
dec1S1ons The demand study had been designed to provide the requ1S1te 1nfonnation with which to 
design a national MoH user fee system It proved less than satisfactory for that purpose As ong1nally 
designed, the demand study was to have been based on a probab1hty sample cons1stmg ofnme 
geographically defined strata Lima Metropohtan, the urban costa, the rural costa, the urban sierra, the 
rural sierra, the urban high selva, the rural high selva, the urban low selva and the rural low selva Also, 1t 
was to have produced two d1stmct reports 

The first will be a report dtscussmg the general findmgs, and will also analyze differences 
m the coverage and ut1hzat1on rates of each of the subsectors and by geographic area 
The second study will be an econometnc analysis of the demand for services separate 
estimates of the own-pnce, cross-pnce and mcome-elast1c1ties of demand will be 
computed for (at nummum) each of the four distinct geographic stratum, viz , the Lima 
Metropohtan Area, the rest of the costa, the sierra and the selva Finally, assummg 
several different changes m the level of MoH pnces the impact of those changes on the 
quantity of MoH services demanded and the level of MoH user fee revenues should be 
simulated (Fiedler, 1993, p V-14) 

The econometnc model, however, was improperly specified Rather than the survey data bemg used as a 
tool for market analysis and market 1dent1ficat1on, 1t was simply assumed that the entire country could be 
regarded as a smglc market 

Several studies that were not 1dent1fied m the P2000 contract were done early on m the project at the 
ms1stence of the MoH The Mm1stry mamtamed that these works were essential to providmg a 
comprehensive understandmg of the health care system and health care financmg, which 1t felt was 
mdispensable before mtelhgent talk about health care financmg and management reform could begm 
These studies mcluded 
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• "Analysts of Pubhc Health Spend.mg," MACROCONSULT (10/95-4/96) 

• "Evaluatton of the Procedures of Programmmg and Budgetmg of the Regtons and Sub
regtons of Health," MACROCONSULT (10/95-4/96) 

The nature oftl1ese two studtes-fundamental analytic pteces about MoH financmg and pubhc health care 
expendttures-reflect the Moffs lack of health care financmg and health pohcy analysts In essence, wtth 
respect to these studtes and m other acuv1ttes, as well, the MoH rehed on P2000 to perform what should 
be standard staff functions 

These works, and particularly the cost and demand studies, were among the first studies oftlus type m 
Peru m more than a decade They filled an important Information void, and are regarded b:> many as 
important, p1oneenng, reference works Moreover, they are credited with prov1dmg the 1mt1al impetus for 
conductmg analytic studies of health care financmg, which subsequently have become more common A 
recent document of the Inter-American Development Bank's Strengthemng Health Care Services Project 
noted, these were "s1gruficant studies that laid an important and analyttcally strong foundation for 
understandmg the health care market and for plannmg MoH activ1t1es m Peru," (IDB, 1998) The studies 
also brought attention, cred1b1hty and respect to P2000's efforts m the areas of financmg and 
management, and laid the groundwork for the very considerable coordmat1on and leveraging that the 
Project has achieved 

D Development of a National User Fee System 

The P2000 SOW financmg and management activ1t1es mclude (1) the development of an mventory of 
ex1stmg cost-recovery and efficiency enhancmg schemes and (2) the selection of the most prom1smg such 
schemes to (a) case study and (b) undertake operations research on them to improve their performance 
These act1v1ties were to have provided models for the component parts of user fee systems (viz, 
exemption pohc1es and mechanisms, and adm1mstrative systems), that were to be combmed with the 
econometnc results of the demand study to 1dent1fy the level and structure of fees Both of these 
act1v1t1es-the outputs from which also were mtended to provide mput mto the design of that system
have only recently been started m earnest Thus, despite the fact that the demand study did not provide 
the type of data envisaged-a foundation upon which to build a national user fee system-it did not 
constitute a cntical obstacle to the development of such a system 

A number of considerations suggest that P2000 has higher pr1orit1es at this tame and that 
completion of these two act1v1t1es should be dropped (although currently contracted work should be 
completed) 

• presidential elections are only a year away, and there IS no reasonable hope of estabhshmg a national 
user fee system until some months after a newly elected adm1mstrat1on has taken office, 

• much of the type of mformation that was to have been obtamed from these act1VIt1es 1s now available 
from a number of recently completed studies, mcluding 

• a forthcommg Pan-Amencan Health Organization (P AHO) sponsored study of user fees 
based on a nat1onw1de sample of 83 MoH fac1ht1es, 
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• a DFID-sponsored study m Areqmpa and San Martm of user fees m health centers and 
posts, 

• the two studies by Margarita Petrera (of P AHO), "La Demanda por Serv1c1os de Salud 
de la Mujer Rural en el Peru," 1998, and "Aseguram1ento Pubhco en Salud Factores que 
Interv1enen en la Elecc1on de Proveedor," (borrador), Marzo de 1999 

• mformat1on from the P2000-des1gned SICI for eight hospitals and four networks of 
fac1ht1es will be available by mid-2000, 

• the World Bank-financed Basic Health and Nutntlon (PSNB) Project ism the process of 
contractmg Management Sciences for Health (MSH) to devise a Momtonng, Trammg 
and Planmng (MTP) module on user fees, the design and implementation of which 
(tentatively scheduled for 2000) Wiii generate much ofth1s same mformat1on, 

• P2000's own already-completed studies GRADE 1998 and Cortez 1999 

• Most importantly, the Health Economist needs to focus her attention and project resources on the SPP 
to better ensure that it is fully mst1tut1onahzed and sustamable 

The recommendation to drop further work on user fees should not be construed as suggestmg that 
user fees are no longer an important MoH issue m Peru They are very important User fee 
revenues grew from mne percent of all MoH revenues m 1992 to 15 percent m 1998 In absolute 
terms they grew from 12 7 mdhon soles m 1991 to 213 milhon soles m 1998, a 17-fold mcrease (m 
nommal terms) Moreover, there 1s evadence that they constitute an important barner to access to 
care (Petrera 1998) The MoH system 1s characterized by a plethora of 1d1osyncratlc, fac1hty
specdic user fee systems that have come to constitute a barner to access to care Of the one-fifth of 
Peruvians who 1 eported they were di m the past four weeks and felt they needed to obtam health 
care but did not do so, 76% reported that they did not seek care because they could not afford 1t, 
1 e , 15% of persons who felt they needed care were deterred by economic considerations (Petrera 
1999) User fees are important, but for the reasons already noted, P2000 should focus on other 
issues However, to the extent that P2000 1s mveshgatmg user fee systems, It must strive to make a 
contnbutlon to the current debate The GRADE contract to design, set up, implement and evaluate 
user fees m two departments, falls short of that goal Annex 11 contams a reVIew of GRADE's 
March 1999 report and some suggestions for mod1fymg the GRADE contract 

E Pohcy Daalogue 

A condit1on precedent for USAID's awarding P2000 was for the Government of Peru to establish the 
Inter-mst1tutlonal Coordmatmg Committee (ICC) The ICC was seen as a potentially important vehicle 
for coordmatmg major health sector actors, while prov1dmg a forum for pohcy dialogue The ICC was 
formed when P2000 started, but met only three times and was never an effective tool ofpohcy dialogue 
Subsequently, another committee was fonned that was charged with addressmg health care financmg 
issues This was the Fmancmg Committee, formed by MIN SA m mid-1995 Due to the dearth of health 
care financmg expertise m the Mm1stry, the P2000 Health Economist was the cha1r/coord1nator ofth1s 
committee from its mcept1on until October 1998, when she stepped down Smee then, the coordmator 
position has been assumed by the PSNB, and the Connmttee has not met 
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Shortly after the m1ttatton of P2000, when the 1Dtroduct1on of a national user fee system looked poht1cally 
feasible, the Inter-American Development Bank-funded Strengtherung Health Services (PFSS) Project 
1Ds1sted (m ICC meet1Dgs) on takmg the lead ID the design of the system PFSS never produced a report 
or recommendations on user fees The topic also fell out of favor WI th ID the M1D1stry for a time The 
topic of user fees got lost ID the new current of major health sector reform, particularly as the idea of 
mtroducmg umversal msurance came to be a debated User fees were not considered reform, and they 
were not a pnonty These developments discouraged the Project from undertakmg much work ID the area 
of user fees By the time the current Muuster came to power and user fees were agalD an accepted topic 
for d1scuss1on, the user fee system-related act1v1ttes of other agencies and the distraction of other 
actlv1ttes and mterests have, for the most part, kept P2000 from retum1Dg to the topic, although not 
entirely It has 1Dcorporatcd user fee revenues and expenditures of own 1Dcome (mgresos prop1os) 10 

recent changes it has 1Dtroduced ID the SPP and SICI Also, P2000 has conducted a demand study (Cortez 
1999) of Huaras, and has contracted GRADE to develop and assess user fee systems ID mo departments 

In asscss1Dg P2000 s policy dialogue efforts 1t 1s important to rccogmzc that a number of the topics '' h1ch 
the contract 1dcnt1ficd as unportant, potential issues for policy dialogue, have already been addressed, arc 
no longer relevant, or arc bc1Dg addressed by P2000 m other ways, such as 

• "Development of processes for programm1Dg, budget1Dg and account1Dg These should move to a 
cost-based budget1Dg system that more directly support GOP health pnont1es " The SPP and SICI are 
address1Dg this issue 

• "Reumficat1on of the entire MoH budget, which 1s currently segmented 1Dto Lima/Callao and the rest 
of the country The present practice is conducive to urban bias" MEF did so, but only temporanly ID 

the spnng of 1998 The share of the regions has 1Dcreased slowly, but steadily from 31 percent of the 
MINSA plus MIPRE/CTAR health budgets ID 1991 to 38 percent m 1999 

• "D1scuss1on of the HIS system can play a more dynamic and IDfluentlal role m makmg decmons 
about health pohc1es and programs " PCMI 1s mtroducmg a data-dnven approach to dec1s1on
mak1Dg, although the database 1t uses 1s the SIP 

Some of these changes are the result of MEF budget development and momtonng reforms (discussed 
earlier) Others are due to changes m the way ID which the MoH allocates resources See the tables at the 
end of this ANNEX For mstance, Table A 1 l shows that MINSA's Basic Health for All Program 
(PSBPD allocates 

• I 6 percent more money per person to the seven "very poor" departments than 1t docs to the seven 
"poor" departments, 

• 16 percent more capita to its "poor" than to the nme "regular" departments, 

• 39 percent more to its "regular" departments than to L1ma/Callao 

In short, the PSBPT allocates more money to the poorer portions of the country and less to the wealthier 
The "very poor" departments receive 88 percent more per capita than does Lima/Callao from PSBPT 
program 

The Complementary Food Program (PACFO) also uses "need/poverty" based cntena to allocate 
resources Although the PA C's allocauon pattern is not directly (lmearly) related to departments' povcrt) 
category, as 1s the PSBPT, its impact is even more lughly red1stnbut1ve Whereas 29 percent of the 
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PSBPT's total budget 1s allocated to the seven "very poor" departments, these departments receive twice 
as large a share, 60 percent, of the PAC's total budget These red1stnbutive resource allocation patterns 
reflect the mtroduct1on of new programs that are targeted to the poor, and mamfest important changes m 
the way m which the MoH has trad1t1onally allocated resources Overall, however, Lima/Callao 
contmues to get the hon's share, 62 percent, of total MoH resources (1 e, MINSA plus MIPRE's 
Reg1onal/CTARHealth) (Table A 1 I) 

While the MINSA has been adoptmg new approaches to financmg that enhance eqmty, the same cannot 
be said of that portion of the MoH budget that 1s allocated by MIPRE As Table A I 6 m Annex I 2 
shows, the d1stnbutio11 pattern of the regional health budgets by department mcome category did not 
change between 1993 and 1999 m both years, the share of the "very poor" was 26 percent, that of the 
"poor" was 35 percent, and the "regular" departments received 39 percent The MIPRE resource 
allocation takes mto account cons1derat1on of own-resources (mgresos propws) that are to be generated 
by each department As may be seen m Table A 1 3, the level of own resources that MIPRE assumes wdl 
be forthcommg are based on h1stoncal patterns of reported actual, resource generation from user fees As 
1s evident m Table A l 7, the amounts of own-resource generation that arc assumed will be forthcommg 
m departments vary dramatically m both absolute and relative (as a proport10n of total regional budget) 
terms For mstance, the "very poor" departments of Cusco, Pasco and CaJarnarca are expected to 
generate 24, 22 and 22 percent (respectively) ofthelf total regional resources from own'mcome, 
compared to only 13, 16 and 15 percent m the "regular" departments ofMoquegua, Tumbes and Tacna 
The poorest departments are expected to pay for more ofthelf health care than are the "regular" mcome 
departments Thts 1s meqmtable If there 1s to be greater eqmty m the d1stnbut1on of MoH resources, not 
all of the change can be expected to come from the 62 percent of the budget that the MINSA Central 
Office controls there also must be reform m the way m which MIPRE allocates health resources llus 1s 
an issue that should be discussed by an Inter-mst1tut1onal Coord1natmg Committee 

There are other important issues that also need to be discussed m such a forum For mstance, there 
remains a need for pub he debate on the objectives of a national user fee system, and there 1s a need for a 
contmued coordmat10n of the mtemat1onal agencies work.mg m health The growmg comc1dence of 
mterests and act1V1t1es and the recent launchmg of the design phase of new IDB and World Bank projects 
(both of wluch will be bmldmg on the work of P2000), make coordmation essential While the M1mstry's 
Health Fmancmg Committee can play an important mformation shanng and coordmat1on role, the MoH 
needs to work more closely with MEF and MIPRE (which controls the health budget allocations made to 
the Regions/Departments), and develop a permanent forum for domg so It 1s, therefore, recommended 
that an mter-mstitutional committee, s1m1lar to the ICC, be constituted Other potential issues to be 
addressed by this committee, mclude 

• the development ofumform pubhc health pohc1cs and objectives by which to allocate the public 
health resources of both MINSA and MIPRE/CTARs, 

• the development of umform MINSA and MIPRE/CT AR adm1mstrat1ve systems for the SPP and user 
fees, 

• develop and implement strategics and methods for targetmg resources, mcludmg new resource 
allocation cntena used alone or m conJunct10n with user fee exoneration pohc1es to target resources 
to the poor, and 

• developmg cntena by which to assess the Maternal-Chlld Insurance and Student Insurance Programs, 
andJomtly sponsor evaluations of these programs 
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F The Budget Programmmg System (SPP) 

The Budget Programming System is undoubtedly the most s1gmficant output of the Fmancmg and 
Management Components of P2000 The three and a half year, half a million dollar mvestment m the 
development and partial 1mplementat10n of the SPP has produced a powerful, flexible tool for developing 
health service delivery goal-based estimates of financing reqmrements 

The SPP 1s an electronic spreadsheet-based software program that can be used to estimate both the umt 
costs and the total costs of all MIN SA health fac1hty act1V1t1es, mcludmg 

• final services (such as particular types of outpatient consultat1ons, e g , a prenatal care v1s1t), 

• intermediate services (such as laundry services, x-rays or laboratory examinations) and 

• administrative services (such as filling out reporting forms, paying bills, and accounting) 

The first step m usmg the system consists of the user quantifying specific output goals for the commg 
year In addition, the user must 1dent1fy the types, quantities and pnces of the mputs reqmred to produce 
one of each of the 1dentified service goals (e g, the time of a nurse, a synnge, a cotton swab, alcohol and 
measles antigen to provide a measles vaccmatlon) 

The SPP 1s very flexible It can be used in hospitals, health centers or health posts It can be used to 
estimate the financing reqmrements of an individual facility, a network of fac1litles, a 
reg1onal/subreg1onal health system (SRS or DIRES) or the entire MINSA system Wlule 1t ts set up to 
program a year, 1t can be used to program any length ofttme It also can be used to program the budget 
from any number of d1stmct financing sources, such as MINSA transfers ofpubhc treasury/ordinary 
resources from the Baste Health for All Program, the Family Planning Program, or the Complementary 
Food Program, as well as CT AR funds and user fee-generated revenues (mgresos propzos) Tuts ts an 
important feature as not all of the resources from these distinct sources are entirely fungible (1 e, they are, 
to varying degrees, earmarked for specific purposes) 

llus system represents an important break with the way MINSA has established goals and developed 
budget requests m the past Until the introduct10n ofthts system, most service dehvery goals were 
generally estabhshed by each vertical program's national office, with non-vertical program service goals 
generally set by regional office personnel The SPP ts a tool for turning thts top-down approach on its 
head specific service dehvery goals are estabhshed at the local level (either the fac1hty, the fac1hty 
network or the DIRES, depending upon exactly how 1t 1s implemented) MINSA budget requests used to 
be simply extrapolations of the previous year's budget, and generally did not reflect either ant1c1pated 
service delivery levels or the costs of providing care The SPP 1s a vehicle for lmkmg mputs, costs and 
outputs It makes avatlable for the first time informat10n which ts necessary, but not sufficient, for 
1mprovmg the managenal performance of MoH personnel and facilities 

By providing a vehicle for expressing locally felt needs and pnont1es, and replacing the former top-down 
with a bottom-up approach, the SPP may be seen as an important tool for effective decentralization and 
empowenng local MoH personnel As such, hke the PCMI system, it too provides impetus to democracy
nurtunng types of changes in the traditional mode of funct1omng of the State, and specifically the MoH 
The s1gmficance of the development and successful 1mplementat10n of the SPP cannot be overstated 1t 
ushers m a new era m the MoH 
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TI1e SPP, however, 1s not yet 1mplcmcntcd In 1998, with assistance of the PSNB and the Pan-American 
Health Organ1zat1on (PAHO), P2000 hosted SPP trammg and pilot-testing in the 12 P2000 DIRES, the 
Callao DIRES and the eight sub-regions (networks) of the PSNB Management Sciences for Health's 
(MSH's) Management Traming and Planning (MCP) approach, which has Just started to be implemented, 
looks well designed and as 1f 1t will be an important tool for helping to mstttut10nahze the system 
Nevertheless, the pilot-testing experiences and the feedback provided at a November 1998 national 
workshop of DIRES personnel and a March I 999 "SPP vahdatton" workshop, suggest that 1t v.ould be 
advisable to go a bit more slowly (MIN SA, P2000 & PSNB, 1998) 

TI1e MoH's General Office of Planmng (OGP) has officially adopted the SPP as the tool that it will use to 
develop budget reqmrement estimates that 1t annually submits to MEF The MoH plans to use the SPP to 
develop the annual DI RES-level budget estnnates for next year, 2000, but will be hard-pressed to achieve 
thts goal Thts goal underscores the overly opttm1st1c vtew of implementing the SPP, which needs to be 
reassessed The traming and implementation phases of the SPP are cnttcal and should not be short
changed Doing so will put the mst1tut1onahzat1on ofth1s important innovation at-nsk and will 
unnecessarily Jeopardize the mvestment that has been made in its development to date 

If the SPP has a shortcommg, 1t may be that the system 1s too comprehensive and too complex to 
implement throughout the country in a smgle step, as 1s currently plarmed The system consists of more 
than 30 files, has 80 different categones of personnel, 100 components and 290 sub-components, for each 
of which the user has to collect and enter data Wlule 1t 1s a user-fnendly system, it 1s still a monumental 
task that 1s hkely to be dauntmg to some, and of sustamable, practical use for others only rf 1t rs phased-in 
over several years 

One cannot but question whether the trammg and 1mplementat1on plan that has been developed (m 
conJunct10n with the PSNB that 1s co-financing this phase of the act1V1ty) rs adequate That plan consists 
of a senes of national and regional/departmental level workshops Each agency to be tramed m 
1mplementmg will receive a total of four days oftrammg m the cnt1cal Modules I and 2, wtth Modules 3 
and 4 being the respons1b1hty of the OGP The traming system mcludes a self-instruction CD, a manual 
and an mtroductton to a modulanzed group-work The CD and MSH's MTP are novel approaches, and 
look promising Still, the magrutude of the change bemg mtroduced and the data reqmrements suggest 
that thts plan is madequate, and two recent feedback and plarming sess10ns underscore this concern 

The first of these sessions was a workshop held on November 5 and 6, 1998, hosted by P2000 and the 
PSNB, to which representatives of all 24 department's regional office directorates (DIRES) were tnVIted 
to discuss the SPP and user fee issues The meetmg was dubbed "Techrucal Meetmg Imtrat1ves for 
Improving Financial Management " Twenty-one departments were represented The meetmg was 
attended by the dtrectors, assistant duectors and chiefs of the Offices of Plannmg and Budget of the 
DIRES The meetmg was structured, with one day dedicated to SPP issues and one day dedicated to user 
fee issues The SPP discussion was structured around the followmg themes 

• perceptions of the SPP as a management tool, 
• 1dent1fymg key ways to strengthen and reinforce the SPP, 
• weaknesses of the SPP, and 
• op1rnons about proposed trammg plan 

The second day's user fee d1scuss1on was structured around the followmg issues 

• levels of knowledge about measunng and evaluatmg eqmty, efficiency and targetmg strategies, 
• rdenttfymg pnonttes within both areas user fees and targeting, 
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• the dlVls1on oflabor I assignment of respons1b1hty for particular components of user fee and targetmg 
pohc1es, 

• hm1tat1ons to applymg a targetmg strategy, and 
• required actions for overcommg 1dent1fied hm1tat1ons 

Among the maJor findmgs and conclus10ns ofth1s meetmg 

The second of the SPP evaluation and plannmg sessions was what was labeled a meetmg for "vahdatmg" 
the SPP The attendees were persons who are probably the most soplust1cated of the soon-to-be users of 
the SPP, personnel from the Lima/Callao DIRES' Budget Teams Yet they could not get beyond the 
conceptuahzat1on stage and their concerns and questions about methodology It wasn't planned th.ts way, 
but the meetmg was contmued two days later Why should we think 1t Wlll be any different with a less 
well-prepared group of people? The trammg and 1mplementat1on phases of the SPP are cnt1cal and 
should not be short-changed Domg an madequateJob on this phase of the actlVlty, nsks squandenng this 
opporturuty and the resources that have already mvested m this act1v1ty over the past three years This 1s 
a gamble that should not be taken 

The OGP, P2000, PSNB and PAHO have drafted an "SPP mstitut1onahzation agreement" for signature 
Although this document identifies next steps and who 1s responsible for what, 1t does not identify specific 
required mputs (equipment, trammg, new pos1t1on descnpt1ons, add1t10nal personnel, etc), nor does it 
have a t1melme or deadlmes for specific act1V1t1es Too much depends on not followmg-up closely with 
the OGP m more carefully dehneatmg the specifics ofth1s document, m ass1stmg it m 1mplementmg 
Modules 3 and 4 and m providing adequate time for further evaluation and follow-up 

It may be necessary to develop a s1mphfied version of the system that could be m1t1ally implemented m 
locales with madequate admm1strat1ve capacity The current, more full-blown model then could be 
mtroduced over a penod of several years It is recommended that additional resources be dedicated to the 
trammg, implementation, evaluation and follow-up of the SPP Tlus would allow for add1t1onal fac1hty
level, regional and national implementation feedback, evaluat10n and plannmg workshops of the types 
conducted by P2000 m November 1998 and March 1999 already discussed It also would allow time for 
mvest1gatmg other means by wluch to s1mphfy the basic model and, to the extent deemed necessary, 
dev1smg phase-m packages of the SPP 

One way m which the baste model could be modified that should be mvest1gated would be to develop and 
use treatment protocol norms m est1matmg the costs of both personnel and supplies mputs and costs Th.ts 
would serve three purposes 

• First, 1t would greatly fac1htatc the annual development of the resource requirements/costs of 
producmg the stated goals and service delivery targets Rather than havmg to work with each 
employee m the sample offac1httes to be costed each year to develop an estimate ofh1s/her time 
devoted to each type of act1v1ty, treatment protocols would provide a standardized mput/output type 
of relat1onsh1p for each act1v1ty, thereby obVIatmg the need for this very t1me-consummg undertakmg 

• Second, 1t would base the cost of service prov1s1on on all of the mputs required m all fac1ht1es and 
DIRES, and would make these estimates mdependent of the 1d1osyncrat1c practices which have 
developed over the past 20 years, whereby the prov1s1on of some of the drugs and other medical 
supplies, and thus some of the costs of prov1dmg these services, have come to be the respons1b1hty of 
the patient These practices have become mst1tut1onahzed m the host of 1d1osyncrat1c modus 
operandi of fac1ht1es, and result m potentially large deV1at1ons m different fac1ht1es' and DIRES' 
estimates of the cost of prov1dmg different types of services Reliance on treatment protocols to 
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define mput reqmremcnts would standardize the approach to costmg and thereby would serve to make 
the apphcatton of the SPP more eqmtable 

• Turd, employmg standardized treatment protocols would enable more readtly 1dent1fymg and 
analyzmg vanat1ons m labor productlVlty and labor/fac1hty capacity utd1zat1on For mstance, rather 
than simply findmg that fewer services are provided m particular fac1httes or DIRES, 1t would be 
possible to estimate the amount of what might either be (a) down-time, 1 e, time that 1s not spent on 
direct service dehvery or adtmmstrat1ve acttv1t1es (and 1s avadable for mcreasmg the provision of 
consultations or other services delivery) or (b) excess tune spent providing some services, and to 
determme which of these two charactenzattons more accurately descnbes the particular s1tuat10n 
This capab1hty provides mformatton with important management 1mphcattons 

The SPP does not yet have a budget execut10n evaluat10n module, although one ts discussed m 
CIPRO DES and MSH P2000 documents To fac1htate and encourage the use of the SPP m management 
and budget allocatton dec1s1on-makmg, this module should be developed and mcluded m the basic 
software package 

Fmally, 1t should be recogmzed that fulfillmg the P2000 terms of reference (TOR) reqmred only that a 
nat10nal cost-based budgetmg system be developed and implemented It did not reqmre the development 
and implementation of the much more decentralized SPP system that has been developed The way m 
which Project 2000 has defined and undertaken thts act1VIty 1s a s1gruficantly more amb1t1ous task The 
MEF's reforms have made the development of the SPP for apphcatton at below the national level an 
mvaluable one Tuts is an important modtficat10n that has reqmred far more preparatory work and more 
resources than had been envisaged m the ong1nal contract P2000 has gone well beyond its TOR to adapt 
to the evolvmg cond1t1ons m Peru and has fulfilled the more demanding reqmrements that MEF has made 
of the MoH smce the design of the Project 

By the same token, however, the ttmmg of"Law Number 26703 Law of Budgetary Management of the 
State" and the budget reforms MEF mtroduced m 1997 to comply with thts new law were prop1t1ous for 
P2000 The passage ofth1s law encouraged the OGP to become mterested m and to adopt the SPP as a 
means by which 1t could comply with both the spmt and the letter of the MEF's new approach Tius 1s 
not to suggest that the OGP might not have done so anyway However, the slow speed with which the 
OGP became farmhar with the SPP system suggests that, at the very least, MEF's new mandate to State 
agencies served to expedite OGP's adoption of the SPP 

G Issues and Cons1derat10ns m Estlmatmg the Costs of PCMI 

The assessment of the financial sustamab1hty of a project usually bcgms with an analysis of its cost In 
this analysis 1t ts cnt1cal to d1stmgmsh between what are termed "start-up" costs and what are labeled 
"recurrent" costs As the name suggests, start-up costs are those costs that are mcurred undertakmg 
acttv1t1es which are essential to startmg a new a project or actlVlty, and are generally one-time m nature 
In contrast, recurrent costs are costs that are mcurred each year m the course ofundertakmg act1v1t1es that 
must be on gomg m order to mamtam the program or mtervention The focus of financial sustamab1hty 
assessments 1s on recurrent costs If the recurrent costs of the project can be absorbed (m this mstancc, by 
the MoH) the project is regarded as financially sustamable 

The PCMI component of P2000, however, docs not readily lend itself to this standard approach because 
(I) it ts expenmental, and is bemg pilot-tested and modified as 1t 1s bemg implemented, and (2) due to the 
mherent dtfficult1es of definmg a standardtzed set of act1v1t1es m an mtervent1on which is, by design, a 
dccentrahzcd, empmcally-dnvcn, needs-based mtcrvention These charactcnst1cs of the PCMI 
mterventlon blur the d1stmct1on between start-up and recurrent act1v1t1es, and thereby between start-up 
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and recurrent costs, and, together with the lack of project documentation and the hm1ted time available, 
preclude estlmatmg the costs of the PCMI program dunng this evaluat10n 

G 1 The Inherent Difficulty of Esbmatmg the Costs of PCMI 

It 1s imperative to note that the costs of PCMI arc not only the costs that arc mcurrcd by P2000 PCMI 
also requires other mputs, many of which provided m-kmd by the MoH Most nnportantly are the time 
costs of the many staff persons who participate m PCMI trammg and 1mplementat1on As PCMI tram mg 
and implementation cascades down to the local level, 1t becomes mcreasmgly difficult to dctermme 
exactly where the 1mplcmcntation of the model ends and every-day work begms the 1mplemcntat1on of 
tlus on-the-Job problem-1dent1fication and problem-solvmg approach at some pomt becomes 
mdistmgmshable from everyday work 

Nevertheless, 1t becomes important to delmcate where and when PCMI unplementat1on ends, if we arc to 
cost the 1mplcmentation of the model No effort has been made to assess this cost or its sustamabihty, but 
clearly it 1s an important one when we consider trammg most of the Mott's 70,000 employees llus cost 
is particularly important to quantify because 1t 1s at the end of the PCMI implementation cascade that the 
largest numbers of persons are mvolved At the same tune, however, 1t 1s tlus cost that 1s particularly 
difficult to quantify because as the PCMI mterventlon cascades down to the local level 1t becomes 
mcreasmgly 1d1osyncrat1c and ultimately md1V1dual fac1hty- and even md1v1dual staff-specific The 
PCMI model 1s based on tramce-1denhficd problems and tramee-1denhfied methods by which to address 
those problems Thus beyond the skeletal, three-tiered, structure of the model (national trammg of 
tramers, regional trammg, local level trammg), the costs of the program at the penphery are a function of 
the exact nature oftrammg-trammg topics, trammg sites, tram.mg topics, number oftramees, number of 
sessions-which 1s a trammg apphcat1on-spec1fic outcome of local level d1scuss1ons and dec1S1ons 

The general magmtude of these costs suggests that the financial sustamabd1ty of these costs--and 
concomitantly of PCMl-w1ll be largely dctennmed by the outcome of two counterva1hng factors, viz , 
the frequency with which the PCMI tralDlng occurs and the mcreases m produchVIty and quahty of care 
which are directly attributable to PCMI Both of these factors are exceedmgly difficult to quantify (due to 
confoundmg factors) 

G 2 Superv1S1on and Trammg Long Term Cost and Sustamab1hty 

The nature of PCMI 1s such that 1t obviates the need for a great deal of tradttlonal supcrv1s1on and 
trammg Assessmg the longer-term financial sustamab1hty of PCMI requires rcconfigunng trad1llonal 
supervisory and tram mg systems to take full advantage of PCMI Considerable cost saVIngs are hkely to 
be realized as a result of domg so 

The costs of superv1s10n and tra1mng are currently higher than they need be and are likely to be once the 
complete model 1s defined At that pomt, both the MoH' s current supervisory and tralDlng systems, 
wluch arc both traditional m nature, together with the model's supervisory and trammg systems arc both 
bemg mamtamed Once the model is fully articulated, traditional supervisory and trammg act1v1t1es can 
be revised and mtegrated mto the model, thereby reducmg total supervisory and trammg costs In hght of 
the fact that both systems are currently m operation, and the final configuration of superv1S1on and 
trammg systems 1s still uncertam, the long term (1 e, post-start-up) costs of the PCMI are difficult to 
estimate 
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G 3 A Costmg Methodology that Should Not be Adopted 

US AID has reqmred tl1e contractors and sub-contractors of P2000 to submit tileir 1Dvo1ces us mg a system 
tllat relates all costs to specific outputs 1dent1fied ID tile Project's TOR 11us system for reportmg 
expenditures by project component 1s mtemal to USAID tilat has been adopted to provide better control 
over annual expenditures tilan tile tracht1onal approach of annual budgets At first glance, 1t might appear 
that til1s system provides the cost estimates of each Project act1v1ty, and that, tilerefore, tilere 1s no need 
for undertakmg a costmg exercise tile reqmred 1Dformat1on 1s already available, or w1til a modicum of 
effort, combmmg different act1v1t1es could readily be m hand That, however, 1s not tile case First, as 
already noted many of tile acttv1tles undertaken to date have mvolved false starts, act1v1t1es tilat have been 
abandoned for vanous reasons, or have constituted what should be regarded as start-up costs, and tilus 
overstate tile cost of the act1v1ttes Second, and more fundamentally, while til1s method of costmg 
act1v1t1es may serve USAID purposes, from the perspective of the contractors, 1t cannot but be regarded as 
an art1fic1al construct tilat may result ID cost estimates tilat senously deviate from a given act1v1ty's actual 
costs Why 1s til1s? This system requires that an act1v1ty be completed before an mv01ce for 1t can be 
submitted However, some actlv1t1es may take a very long time to complete If a contractor 1s workmg 
on a particular act1v1ty for several months and 1t 1s an expensive undertakmg, tile contractor 1s hkcly to 
find 1t necessary to bill for some portion of the costs of tile act1VJty ID order to pay bills and ease cash 
flow How does tile contractor do so? By IDcreasmg tile cost of act1v1t1es tlrat have been completed and 
for which 1t can subrrut an mvo1ce It should be eVJdent tlrat how an "act1V1ty" 1s defined-whether m 
terms of some all-encompass1Dg end product, or m terms of a senes of mtermed1ate products-is cnttcal 
But what happens when 1Dtermed1ate products are not (and perhaps could not have been) ant1c1pated, for 
1Dstance, because tiley are the outcome of negot1at1ons between different 1Dvolved parties? The result 1s 
tilat some act1v1tles (particularly tilose with a long gestation penod, tilose subject to negotiation, and tilose 
defined "too" grossly ID terms of only final products) are hkely to appear to be far less costly tlian tiley 
were ID fact Conversely, some actlv1ttes (particularly tilose tilat are recurrent, or have short gestation 
penod or duration) are hkely to appear to be more costly tlran really tiley are Therefore, while til1s 
system may be a useful startmg pomt for deVJSIDg a methodology for est1rnat1Dg the cost of P2000 
act1v1ttes (by, e g, 1denttfy1Dg cost centers), 1t should not be construed as prov1d1Dg accurate estimates of 
tile cost of P2000 act1V1tles 

6 2 Suggested Modifications to the GRADE Contract 

The GRADE contract to set up and assess two pilot user fee systems should be modified the contract 
should be extended for an additional six months to provide more time for tile system(s) to be established 
and up-and-runmng before 1t 1s assessed Also, the user fee adm1mstrattve systems-1Dclud1Dg tile role of 
tile DIRES ID momtonng-must be made a pnmary focus of the study The proposed pubhc d1scuss1on of 
the objectives of a national user fee system (man "Intercampus-type event") should be postponed until 
early 2001 

Comments on GRADE (Grupo de Analysis para el Desarrollo), "Sistema de Tanfas y Exonerac1ones de 
los Serv1c1os del Mm1steno de Salud Propuesta General del Sistema de Tanfas y Exonerac1ones por los 
Serv1c1os que Ofrecen los Establec1m1entos de Salud del MINSA," Marzo 1999 

11us 1s not a general proposal, as 1t 1s entitled The piece 1s far too tileoret1cal, too academic It consists 
of five components An analytic framework, a Slmulat1on model, a reVJew of mternatlonal literature on 
demand, a review of mtemat1onal hterature on exoneration and target1Dg, and a review of exoneration 
systems m two Peruvian mstitut1ons These are all presented as mdiv1dual chapters and never mtegrated 
It looks hke five different mdtv1duals wrote tile chapters What's tile purpose of domg the hterature 
reviews if they're not gomg to be used tom the design of the system? Is til1s jUSt mechamst1c complct1on 
of terms of reference? The analytic framework/smmlat1on model developed 1s soph1st1cated, but what 1s 
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its practical apphcatlon? What is it GRADE is proposmg to do? Are they not gomg to design, implement 
and assess user fee systems m these two departments? Have they even v1s1ted Taca or Huaraz? Do they 
plan to? 

What 1s needed 1s a diagnosis of the current systems, an observational review of what the different 
MINSA fac1hbes m these two departments are currently domg It 1s arrogant and presumptuous of 
GRADE to thmk that 1t 1s gomg to design a system and 1DStall 1t without any understandmg of local 
conditions These f ac1hhes have had user fee systems for 20 years or more What have they 
constructed? What are its strengths and weaknesses? Yes, price levels and the structure of pnces 
are important, but the focus needs to be adm1mstratave systems The GRADE report only has 
prices for one hospital ID the area and 1t assumes some pr1ce levels for a health center and d1sm1sses 
the rest of the fac1hbes ID the area as hav1Dg few revenues That 1s not good enough The GRADE 
report has some ubhzatrnn/serv1ce dehvery data for these two fac1hbes That 1s not good enough, 
either 

At one po1Dt the report notes that admm1strabve costs and adm1mstrahve capacity are important 
factors m the design and operatmn of user fee systems, but the report never addresses these issues? 
How are they gomg to devise such a system without visiting these places and assessmg 
admm1strabve capacity and adm1D1strat1Ve systems? 

There are some other difficult issues that need addressmg, as well Histoncally, the major reason user fee 
systems have developed has been the shortages of supphes MIN SA fac1hties started chargmg m order to 
be able to purchase supphes so that they could do their work-provide health care From ENNIV data, 1t 
looks hke there is a need to reduce the economic bamer to access to care-specifically to reduce the 
pnces bemg charged md1gents That is gomg to mean exemptmg more poor people than are currently 
exempted m many places How can user fee systems be structured or combmed With other financmg tools 
to encourage MINS A personnel to exempt people-to encourage them to give up some of their user fee 
revenues? 

Another important issue that needs to be addressed 1s what to do about corruption and the embezzling of 
user fee revenues? What can be done--both w1thm the fac1hty and beyond the fac1hty--to chscourage 
these leakages? W1thm the fac1hty, this may mean redes1gmng how patients move through the system 
(patient flow) and when and where patient pay for their care What about tracking revenues w1thm the 
facility? A method must be developed whereby "sales receipts" for services can be combmed with 
service dehvery data to crosscheck revenues and exempt1ons/exonerat1ons Putting a corrumttee m charge 
of rev1ewmg this data penod1cally (e g , once a week) 1s a good way of d1scouragmg leakages And what 
should be the role of the DIRES m momtonng and mamtammg the mtegnty of the system? 

There arc some legal issues that need to be addressed, as well There is at least one CT AR that now 
claims 10% of the user fee revenues from the MINSA fac1ht1es m its area Is that legal? Is that desirable? 
Can or should the CT AR get mvolved m do mg some type of morutonng of the fees? Should that be 
mstead of the DIRES? 

It would be useful to discuss how to go about developmg 1dentlficatlon cards for md1gents to numm1ze 
the admm1strat1ve costs of the system What are the pros and cons of such a system? How frequently 
should such cards be updated? Once every year? That is probably too often, given ullhzat1on rates 
Once every two or three years? 
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6 3 Changes m MINSA's Resource Allocat1on (Tables only) 

Table A 11 
MINSA 1999 BUDGET ALLOCATIONS BY 

DEPARTMENT 
Including the MIPRE Regional Allocations Plus the MINSA 

Allocations 

MINSA Transfers 
Basic Health Family 

Department for All Planning 
A Muy Pobre 89 591,399 4,937,421 
B Pobre 89,617 591 7 424,950 
C Regular 62 008,248 5 685,432 

Sub-Total 241 217,238 18,047,803 
(=A+ B + C) 
Acceptable 67,885,724 20 154,320 

TOTAL 309, 102,962 38 202123 

Lima I Callao % 22% 53% 

Complemen 
tary Food 

76 735,048 
3,481,814 
2 378 667 

82 595 529 

46,242,471 

128,838 000 

36% 

Total MINSA 
Transfer 

171263868 
100,524,355 
70 072 347 

341,860 570 

134 282,515 

476, 143,085 

129 ~ 
12.S-

28% 

• 

Regional General MINSA Popula-
Budget Total as% Total tion (000) 

178,912 400 350,176 268 49% 5,015 
244218011 344,742 366 29% 5 826 
275,738 291 345 810 638 20% 4 671 

698,868, 702 1040729 272 33% 15 512 

1,535 366 752 1 669,649,267 8% 7,127 

2 234 235 454 2,710,378 539 18% 22,639 

69% 62% 31% 
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Table A 1 2 
MINSA 1999 PER CAPITA BUDGET ALLOCATIONS BY DEPARTMENT 

Including the MIPRE Regional Allocations Plus the 
MINSA Allocations 

MINSA TRANSFERS 

Basic Health Family Complemen- Total MINSA Regional General 
Department for All Planning tary Food Transfer Budget Total 

A Muy Pobre 17,865 985 15 301 34,150 35,675 69,826 
B Pobre 15 382 1,274 598 17,254 41,919 59,173 
C Regular 13,275 1 217 509 15 002 59 032 74 034 

Sub-Total 15,550 1163 5,325 22 038 45 053 67,092 
(=A+ B + C) 
D Acceptable 9,525 2,828 6,488 18,841 215 430 234,271 

TOTAL 25,076 3 991 11,813 40,880 260 483 301 363 



(-) r r r 

Table A 1 3 
MINSA 1999 DISTRIBUTION OF BUDGET ALLOCATIONS BY DEPARTMENT 

Including the MIPRE Regional Allocations Plus the MINSA Allocations 

M INSA Transfers 
Basic Health Family Complemen- Total MINSA Regional 

Department for All Planning tary Food Transfer Budget 
A Muy Pobre 29% 13% 60% 36% 8% 
B Pobre 29% 19% 3% 21% 11% 
C Regular 20% 15% 2% 15% 12% 

Sub-Total 78% 47% 64% 72% 31% 
(-A+ 8 + C) 
D Acceptable 22% 53% 36% 28% 69% 

TOTAL 100% 100% 100% 100% 100% 
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Table 
A14 

MINSA 1999 BUDGET ALLOCATIONS BY DEPARTMENT 
lncludmg the MIPRE Regional Allocations Plus the MINSA Allocations 

Ml N SA Transfers 
Baste Family Complemen Total Reg tonal General MINSA Popula-
Health MINSA 

Department for All Planning tary Food Transfer Budget Total as% t1on 
Total (000) 

Pasco 7 997 094 343,887 135 545 8 476 526 9 524 264 18 000 790 47% 239 
Apunmac 10 618 276 489 475 8 011 539 19 119 290 15,983 577 35 102 867 54% 396 
Avacucho 14 045 086 667 693 12 433 825 27146,604 22 344 000 49,490,604 55% 512 
Huancavehca 9 992,915 313 766 9 475 558 19 782 239 10 527,041 30 309 280 65% 400 
Ca1amarca 15 966 974 1,202 355 5 083 901 22 253 230 27 491 780 49 745 010 45% 1 298 
Cusco 16 583 047 1 091 904 23,656,943 41 331 894 47 232 506 88 564 400 47% 1 066 
Pu no 14 388 007 828 341 17 937 737 33154,085 45,809,232 78,963 317 42% 1104 
A MuvPobre 89,591,399 4,937,421 76,735,048 171,263,868 178,912,400 350, 176,268 49% 5,015 

Loreto 15,818 549 1,071 824 1,949 437 18,839,810 33 407,284 52 247 094 36% 736 
San Martin 10 678,227 1 106 965 226 004 12011196 24 903522 36,914 718 33% 572 
Huanuco 12,067 019 840,892 206 524 13 114,435 25 401,797 38,516 232 34% 678 
Amazonas 5,824 352 745 507 29 067 6 598,926 11143861 17 742 787 37% 354 
Prura 19,322,691 1 716 925 301 040 21340656 40 954,000 62 294 656 34% 1 409 
Ju nm 13 595 663 953 848 441 027 14 990,538 60 386,927 75,377 465 20% 1 093 
Ancash 12,311 090 988,989 328,715 13 628 794 48,020,620 61,649,414 22% 984 
B Pobre 89,617,591 7,424,950 3,481,814 100,524,355 244,218,011 344, 7 42,366 29% 5,826 

Madre de Oros 5 092,691 143 077 68,772 5 304 540 7,822 863 13 127 403 40% 70 
MoQueQua 2 828 386 190 769 158,905 3178,060 12 450 364 15 628 424 20% 130 
Ta en a 5 374 712 409, 150 188 893 5,972,755 24 788,642 30,761,397 19% 224 
Ucayali 7,550 592 680 244 334 956 8 565 792 23 212 000 31 777,792 27% 332 
Tum bes 2 662 602 271,093 64 464 2 998,159 9,006,660 12 004 819 25% 159 
Arequipa 12,380,947 1 024131 369 968 13 775 046 64,461 413 78 236,459 18% 939 
lea 6 687 937 745 507 363 337 7 796 781 42 683 805 50,480 586 15% 579 
La Lrbertad 11,858 342 1 295,225 500 238 13 653 805 61485801 75, 139,606 18% 1 287 
Lambayeque 7 572,039 926 236 329 134 8 827,409 29 826,743 38654,152 23% 951 
c Reaular 62,008,248 5,685,432 2,378,667 70,072,347 275,738,291 345,810,638 20% 4,671 



(' ( \ • 

Sub-Total 241,217,238 18,047,80 82,595,529 341,860,570 698,868,702 1,040,729,27 33% 15,512 
3 2 

f=A+B+C) 

Lima-Callao 67 885,724 20,154,32 46,242,471 134,282,515 1 535,366, 75 1,669,649 26 8% 7,127 
0 2 7 

D Acceptable 67,885,7 24 20,154,32 46,242,471 134,282,515 1,535,366,75 1,669,649,26 8% 7,127 
0 2 7 
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Table A 15 

MINSA 1999 PER CAPITA BUDGET ALLOCATIONS BY DEPARTMENT 
Including the MIPRE Regional Allocations Plus the MINSA Allocations 

MIN SA Transfers 
(a) (b) (c) (d) (e) (f) 

Basic Health Family Complemen- Total MINSA Regional General 
Department for All Planning Tary Food Transfer (=a+b+c) Budget Total (=d+e) 

Pasco 39,850 1,439 567 35,467 39,850 75 317 
Apunmac 40,363 1 236 20,231 48 281 40 363 88,644 
Ayacucho 27,432 1,304 24 285 53,021 43,641 96,661 
Huancavehca 24,982 784 23,689 49,456 26 318 75,773 
CaJamarca 12,301 926 3 917 17144 21, 180 38 324 
Cusco 15,556 1,024 22,192 38,773 44 308 83,081 
Pu no 13,033 750 16 248 30,031 41,494 71,525 
A MuyPobre 17,865 985 15,301 34,150 35,675 69,826 

Loreto 21,493 1,456 2,649 25,598 33836 70,988 
San Martin 18668 1 935 395 20 999 44,409 64,536 
Huanuco 17,798 1 240 305 19,343 16,436 56,809 
Amazonas 16,453 2106 82 18,641 115,689 50, 121 
P1ura 13 714 1,219 214 15, 146 42 858 44,212 
Jumn 12 439 873 404 13 715 34,081 68 964 
An cash 12,511 1 005 334 13,850 48,801 62,652 
B Pobre 15,382 1,274 598 17,254 41,919 59,173 

Madre de D1os 72 753 2,044 982 75,779 111 755 187,534 
Moquegua 21,757 1 467 1 222 24447 95 772 120 219 
Tacna 23,994 1 827 843 26,664 110 664 137 328 
Ucayali 22 743 2049 1 009 25 801 69,916 95 716 
Tum bes 16 746 1 705 405 18 856 56 646 75,502 
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Arequipa 13, 185 1 091 394 14,670 68649 83 319 
lea 11 551 1 288 628 13,466 73,720 87,186 
La Llbertad 9 214 1 006 389 10,609 47,775 58,384 
Lambayeque 7,962 974 346 9,282 31,364 40,646 
C Regular 13,275 1,217 509 15,002 59,032 74,034 

Sub-Total 15,550 1,163 5,325 22,038 45,053 67,092 
(=A+B+C) 

Lima-Callao 9,525 2 828 6 488 18,841 215,430 234,271 
D Acceptable 9,525 2,828 6,488 18,841 215,430 234,271 
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Table A 16 
THE STABLE DISTRIBUTION 

OF THE MINISTRY OF THE PRESIDENCY'S (MIPRE'S) 
REGIONAL HEAL TH BUDGET ALLOCATIONS 

1993 1999 Allocation 
Allocation 
Regional Percent Regional Percent 

Department Budget w/o Lima Budget w/o Lima 
Pasco 2,956 732 2% 9,524,264 1% 
Apunmac 3 428,961 2% 15 983,577 2% 
Ayacucho 8,320,623 4% 22 344,000 3% 
Huancavellca 3,385,047 2% 10 527,041 2% 
Caiamarca 6 811,731 4% 27 491 780 4% 
Cusco 11,624,354 6% 47 232,506 7% 
Pu no 13,070,418 7% 45,809,232 7% 
A VeryPoor 49,597,866 26% 178,912,400 26% 

Loreto 9,457,559 5% 33,407,284 5% 
San Martin 7,086,986 4% 24,903,522 4% 
Huanuco 7,227 417 4% 25 401,797 4% 
Amazon as 3,175 839 2% 11, 143,861 2% 
P1ura 9,320,641 5% 40,954,000 6% 
Ju nm 17117,191 9% 60 386,927 9% 
An cash 12,835 420 7% 48,020620 7% 
B Poor 66,221,053 35% 244,218,011 35% 

Madre de D1os 1,811,916 1% 7,822 863 1% 
Moquegua 4 053 573 2% 12 450 364 2% 
Tacna 6,247 424 3% 24 788,642 4% 
Ucayali 5,621,440 3% 23,212 000 3% 
Tum bes 2,556,356 1% 9,006 660 1% 
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Arequipa 17,934,610 9% 64,461,413 9% 
lea 12,214,504 6% 42,683,805 6% 
La Llbertad 15,395,779 8% 61,485,801 9% 
Lambayeque 8,765 525 5% 29,826,743 4% 
C Regular 74,601,127 39% 275,738,291 39% 

Sub-Total 190,420,046 100% 698,868,702 100% 



( - r • 

Table A 17 

1999 Mm1stry of the Presidency Regional Health Allocations 

By Source of Funds Regional Budget and Own-Income 

1999 CT AR resources 99 CTAR resources 

Regional Own Regional Own 

Department Budget Income Total Budget Income 
Pasco 7,965,143 2 239,982 10,205,125 78% 22% 
Apurimac 13 657,462 1,982,676 15 640,138 87% 13% 
Ayacucho 20,671,000 1 400,000 22,071,000 94% 6% 
Huancavehca 10,359,259 743,982 11,103,241 93% 7% 
Ca1amarca 20 965 510 5,769 101 26,734 611 78% 22% 
Cusco 30, 118,083 9,572,244 39690,327 76% 24% 
Pu no 38,906,888 5,252,532 44,159 420 88% 12% 
A MuyPobre 142,643,345 26,960,517 169,603,862 84% 16% 

Loreto 31,051,740 8 520,000 39 571,740 c 78% 22% 
a 
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0 
b 
r 
e 
c 
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n 
0 

n 
San Martin 21 959,802 3 381,000 25 340 802 87% 13% 
Huanuco 19 548 320 5 052 064 24,600 384 79% 21% 



f ' f'' • 

Amazonas 8 433 253 2193 846 10,627,099 79% 21% 

P1ura 38,026,000 9 407 000 47,433,000 c 80% 20% 
a 
n 
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n 
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0 
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r 
e 
c 
a 
n 
0 

n 
Jun in 37,161,285 16,836,054 53 997,339 69% 31% 

Ancash 33,856 278 12 983 249 46,839 527 72% 28% 

B Pobre 190,036,678 58,373,213 248,409,891 77% 23% 

Madre de D1os 6 880,071 1,403,461 8,283,532 83% 17% 

Moquegua 11,903 688 1 710,096 13,613,784 87% 13% 

Tacna 17,707,756 3,293,478 21,001,234 84% 16% 

Ucayali 18,877 308 4154,000 23 031,308 c 82% 18% 
a 
n 
0 
n 
& 
s 
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b 
r 
e 
c 
a 
n 
0 

n 
Tum bes 8 258,985 1618443 9,877,428 84% 16% 

Arequipa 40 844 873 12 738 250 53,583,123 76% 24% 



c • 

lea 29 115,031 7,798,869 36,913,900 79% 21% 
La L1bertad 38,834 380 17,058,085 55,892,465 69% 31% 
Lambayeque 20 216,535 6,000 000 26,216,535 77% 23% 
C Regular 192,638,627 ss,n4,682 248,413,309 78% 22% 

Sub-Total 525,318,650 141,108,412 666,427 ,062 79% 21% 
(=A+B+C) 

Note 'C indicates total Includes Some Fmancmg by the Canon & Sobrecanon Account 




