
U1CLA111ftlD

•!

UNITED STATES nrruNAnoNALD~ COOPERATION AGENCY
4GEHCY lOa IftDNATIONAL DEVILOPHENT

Waah1D&t01l. I). C. 20.523
•

PERU

PROJECT 2000

AID/LAC/P-B41

i, .

PROJECT NUMBER: 527-0366

lIIICLASSIrDD
•



r

TWN
3,510

CIT
3,510

RUR

16,380
CS

21,309D.Amount 11, 11;700 5,595

12.SPECIAL INTEREST CODES (malmum 7 ClJdel of4 POlltlOru filch)
A. Code PBL PVO TFE

AGENCY "OR INTERNATIONAL. DEVELOPMENT 1. TRANSACTION CODE DOCUMENT

~ A-Add Amendment Number CODE
PROJECf DATA SHEET C- Change 3A Om Odele

2. COUNTRY/ENTITY 3. PrCT NUMBER
Peru 527-0366..:J

4. BUREAU/OFFICE' 5. PROJECT TITLE (mllXirruJtrt...,40 ChtlT4cters)

LAC I Q5:] C Project·2000 =:J
6.l'ROJECT ASSISTANCE COMPLETION DATE (rACD) 7. ESTIMATED DATE OF OBLlGlt.TlON

(Undw '8:' bIlow, Ir.tn 1, 2. 3, or 4)

II MM I: DO I YY I
A. Initial FY 1.9 J3 J C. final FY l.212..J019 310 010 D. Ouartct.1D

8. COSTS c.'000 OR EQUI'VALENT $1 .... FIllST FY ·93 'LlFE OF PROJEOf
A.. FUNDING SOURCE

B.FX C.I./C D. Total E.,FX :: ,F.L/C G. Toto)

AID Appropriated Tota! 5,815 2,100 7,915 19,811 10,189 30,000- ( 5,815 ) ( 2,100 ) ( 7,915 ) (19,811 ) (10 .189 ) (3n .nnn )(GrAnt)

(Loan) ( - ) ( - ) ( - ) ( ) ( ) ( )

Other 11. PL ·180 1,880 1,880 22 nnn 22.000
U.S. 12.

Hll<'It Countly tWU 800 8,000 8,000
Olher Donor(.)

TOTAL 5 ..... ::l,tll::l q,/t:lU 10, ~95 19,811 40,189 60 000
9. SCHEDULE OF AID FUNDING (SOOO)

C.ACTI\'1TY Eo AMOUNT APPROVED
..

A. Al'I'RQ. n,AC1'IVITY D. OBLIGATIONS TO DATE F. LlFEO. PROJECT
PRlATWN COIIF. CODE TlIlSACTION -l.Grant 2. Loan 1. Grant 2. Loan 1. Grant 2. Loan I. 'Grant 2. Loan

(11 CS HER! 19,500 19,500
(2) POP . HECS' 4,500 4 500

I" HE HEFI 6,000 6,000
(4)

TOTALS ..... 30,000 30, 000 .
10. SECONDARY TECHNICAL CODES (mlI1'i,num 6 cod" 0/3 fJOlitioru eGch)

11.SECONDARY ACTIVITY CODE

I I I I I HESD HEMH HEDD PNSD', , ..

..

t.

15. PROJECT PpRPOSE (maimum 480 characters)

To increase the utilization of priority maternal and child health interventions.

16. SOURCE/OIUGIN OF GOODS AND SERVICES

Oll,er(Sp_cih) .

• Mission Controller has reviewed and concurs with methods
included herein.

)

and financing

Director

SignallJl'e

17. APPROVED

BY

,,'n, •• n • '0 .,n\ .



Name of Country:

Name of Project:

Number of Project:

PROJECT AUTHORIZATION

PERU

Project 2000

527-0366

•

•

•

•

1. Pursuant to Section 104 of the Foreign Assistance Act of 1961, as amended, I hereby
authorize Project 2000 ("Project") for Peru, involving planned obligations of not to exceed thirty
million United States dollars ($30,000,000) in grant funds ("Grant") over a seven-year period
from date of authorization, subject to the availability of funds in accordance with the A.I.D.
OYB/allotment process, to help in financing foreign exchange and local currency costs for the
Project. The planned life of the project is eighty-four months from the date of initial obligation.

2. The Pr'Jject consists of activities to: (1) strengthen the capability of the Ministry of
Health (MoH) to deliver child and maternal health services, including perinatal care, family
planning, acute respiratory infection control, nutrition, immunizations, and diarrheal disease
control; (2) increase the efficiency, accountability a.nd quality of health services; and (3)
encourage the sustainability of health services through improved health financing and resource
allocation.

3. The Project Agreement, which may be negotiated and execu'~ed by the offict.i to whom
such authority is .delegated in accordance with A.LD. regulations and delegations of authority,
shall be subject to the following essential terms, covenants, and major cDnditions, together with
such other terms and conditions as A.I.D. may deem appropriate:

Source and Origin of Commodities and Nationality of Services

4. Commodities financed by A.I.D. under the Grant shall have their source and origin in
the United States or Pem (for local cost financing, HB 1, Supplement B, Chapter 18), except
as A.LD. may otherwise agree in writing. Except for ocean shipping, the suppliers of
commodities or services financed under the Grant shall have Peru or the United States as their
place of nationality, except as A.J.D. may otherwise agree in writing. Ocean shipping financed
by A.I.D. under the Grant shall be financed only on flag vessels of the United States, except as
A.I.D. may otherwise agree in writing.

~Vaivers

5. The following waivers to A.I.D. regulations are approved for the Project, under the
specific conditions and justifications stipulated in the Project Paper Annex.

(a) The requirement that the host government fully fund international participant travel is,
hereby waived (Waiver FY 93-007-527-0366), thereby allowing resources authorized under the:
Project to be applied for these purposes.

..
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(b) The source/origin restriction to Geographic Code 000 (V.S. and host country only) is
amplified to Geographic Code 899 (Free World), to allow the pmchase of up to $500,000 worth
of cold chain equipment from other sources; and the allowable nationality of flag vessels for
ocean shipping is amplified ~lJ Geographic Code 935, to permit the use of ocean vessels under
flag registry of Free World countries, including Peni. Both of these amplifications are contained
in Waiver FY 93-009-527-0366.

(c) The requirement for full and open competition in commodity procurement is waived
(Waiver FY 93-008-527-0366), to allow cold chain equipment up to a value of $500,000 to be
purchased from UNICEF.

Conditions Precedent

6. By the time of the first disbursement under the Project, Peru wiIl, except as the Parties
may otherwise agree in writing, furnish to A.I.D. in form and substance satisfactory to A.LD.:

(a) A legal opinion of the Legal Counsel of the Ministry of Foreign Relations of Peru, or other
counsel acceptable to A.I.D., stating that this Agreement has been duly authorized, or ratified
by, and executed on behalf of the Grantee, and that it constitutes a valid and legally binding
obligation of the Grantee in accordance with all of its terms;

(b) A statement of the name(s) of the person(s) holding or acting in the office of the Grantee
specified in Section 8.2 of the Agreement and of any additional representatives, together with
a specimen signature of each person specified in such statement;

(c) An explicit commitment on behalf of the Government of Peru to correct any institutional
weaknesses in its financial management. A.I.D. has been analyzing the possibility of financing
a technical assistance contract to support the Ministry of Health in the design of an
administrative and accounting system compatible with A.I.D. norms and regulations, thus
ensuring transparency of accounts and f;;cilitating audit requirements. Under such a contract,
key Ministry personnel that handle A.I.D. funds would receive appropriate training. A letter
from the Ministry of Health confirming its interest in this type of assistance would constitute
such an explicit commitment.

(d) Resolution of an outstanding debt of US$123,6OO, by receipt of payment of no less than
one-third of that amount by September 30, 1993, and a timetable for remaining payments agreed
upon.

7. Prior to any award of the Institutional Contract under this grant, Peru will, except as the
Parties may otherwise agree in writing, furnish to A.I.D. in form and substance satisfactory to
A.I.D.:

(a) Resolution of an outstanding Bill of Collection in the amount of US$I,067,047, either
through direct payment in US dollars or alternative resolution satisfactory to USAID/Peru. The. ~
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immediate first step in this regard would be for the Ministry to designate a werking group to
attempt to locate any relevant supporting documentation that might still exist, in the hope of
reducing the amount that must be paid.

(b) Proof of the establishment by the Government of Peru of an Interagency Advisory
Committee on Health Management and Financing, minimally with representation from the
Ministry of Health, which shall chair the Committee, the Ministry of Economy and Finance, and
representatives of the major donors of A.I.D., the IDB and the IBRD. By way of regularly
scheduled meetings, the Committee will provide an ongoing forum and additional source of
technical expertise for the Ministry of Health in the areas of health management and financing.
The Committee will be specifically tasked by the Ministry of Health to examine prevailing
policies in health management and financing, with a view toward suggesting areas where refonns
might be contemplated and outlining, for the consideration of the Ministry of Health, options
for the design and implementation of reforms that would strengthen management and financing.
Verifiable indicators that would constitute proof of the establishment of a viable Committee are:

1) Specifically-named members have been appointed to the Committee by official letter
to AJ.D.; and 2) the Committee has held at least two meetings, at which the Minister
of Health or his official designee has chaired, and topics for dialogue have been
identified, with written minutes for the meetings having been recorded.

Covenants

8. Peru covenants that, except as A.I.D. may otherwise agree in writing, it will:

(a) agree to absorb an increasing share of recurrent costs over the life of the Project: and
(b) agree to continue financing Project activities beyond the life of the Pr ~e 1.

Clearances:
HPN:PCohnfb=.". ...
PDP:JBOyer~."~"""
CONT:JSanfo ~
RLA:JBorns .= - -/.'C"l'''/ ..;~ t.r)(
RCO:MStev~", -A:,;v"; "l~x.
A/DD:JBoy

Date: _
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I. PROJECT SUMMARY AND RECOMMENDATIONS

A. Recommendation.

Funding. USAID/Peru recommends authorization of Project 2000
(No. 527-0366), a $60 million project with the Ministry of Health
to improve the health and nutrition status of young children and
women of childbearing age. The Project will have a life of seven
years with the Project Assistance Completion Date (PACD) set for
September 30, 2000.

Waivers. USAID/Peru has approved three waivers for the Project.
The first is a waiver of the requirement that the host country
finance travel expenses for A.I.D.-funded participants in
overseas training. The second is a source/origin waiver for the
procurement of cold chain equipment, while the third is a waiver
from competitive procurement for the acquisition of that same
equipment. The full text and appropriate clearances for the
waivers are contained in the annexes to the Project Paper (Volume
II) .

8. Summary Project De.cription aDd 'inancial Plan

The Ministry of Health (MoH) is officially responsible for
providing h~~lth services to the majority of Peruvians.
Geographic and cultural factors have never made this a simple
task. In recent years, however, declining budgets, increasing
levels of political turmoil and rapid urbanization have made the
task even more difficult. In spite of these odds, the MoH has
made significant advances in improving the health of the Peruvian
population. The national infant mortality rate has declined from
some 88 deaths per 1000 live births in 1987 to approximately 55
in 1991; deaths from immuno-preventable diseases and diarrhea
have dropped significantly; polio appears to have been
eradicated. Nonetheless, much remains to be done. The level of
infant and maternal mortality from preventable causes is still
too high. OVer 300 women still die for every 100,000 live
births, giving Peru one of the highest maternal mortality rates
in Latin America. Further, poor nutrition status contributes to
and compromises the quality of survivorship. Finally, wide
disparities in health conditions continue to exist between
geographic areas, between rural, mountainous areas and coastal
cities, between the educated and the non-educated, and between
upper and lower income groups.

Project 2000 is designed to assist the MoH to continue to improve
the quality and efficiency of its primary health care services,
particularly those that target the most vulnerable populations ~

women and young children. The ggal of the Project is to improve
the health and nutrition status of young children and women of
childbearing age. The pUEgose of the Project is to increase the
use of child and maternal health interventions.
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The Project seeks to increase an appropriate use of child and
maternal health interventions while, through community-based
preventive activities, it decreases the need for curative care,
thus contributing to & greater efficiency in facility-based
services. The Project also addresses issues of sustainability,
maintaining that higher levels of appropriate utilization can he
achieved only if services become more available, accessible and
acceptable. This higher level of utilization will in turn
contribute to susta~nability by generating greater income.

In order to achieve its goal and purpose, the Project takes a
three pronged approach by: (1) providing support directly to
child and maternal health services (2) improving the efficiency
of those services through improved management, and (3) supporting
the sustainability of those services through improved health
financing. The majority of Project activities and funding
support the first component, Strengthening Child Survival aDd
Haternal Health Service., which provides immediate support to
priority h~alth and nutrition programs and is expected to result
in a visible reduction in infant, young child and maternal
deaths, as well as improvement in nutrition status. The other
two components are "enabling" components that contribute to the
long-term viability of child and maternal health services and
help ensure the future of those services.

The first Project component, Strengthening Child Survival aDd
Maternal Health Service., will help expand and improve the
quality and coverage. of national child survival and maternal
health programs in maternal-perinatal health, including family
planning, pregnancy and delivery care, acute respiratory
infections, with emphasis on pneumonia; infant and young child
nutrition; immunizations; and diarrheal diseases. Because
existing child survival programs in Peru have successfully
appreciably reduced infant deaths due to immuno-preventable and
diarrheal diseases, Project 2000 will place the greatest emphasis
on programs that target the current major killers -- perinatal
complications and acute respiratory diseases, as well as on
undernutrition, as a major contributing cause of mortality and
serious impediment to child growth and development. This
emphasis is an appropriate response to Peru's child survival
status in the 1990s. Peru is now poised to make major strides in
reducing infant and young child mortality due to these two major
killers and in improving the quality of survivorship. To support
child survival interventions, this grant will finance 10ng- and
short-term technical assistance, short-term clinical training for
MoR personnel and community workers, local and nationwide
information, education and communications campaigns including
baseline research for message development, the strengthening of
support systems, and selected medical equipment and commodities.

The second Project component, Initiative. for Bfficient
HaDag..ent, will assist the MoB in its efforts to decentralize
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administration and improve the management of resources and budget
levels for child and maternal health programs. The Project will
develop pilot activities in decentralized management improvement
and "total quality management" that will be geared toward
increasing the quality and efficiency with which health care
services are delivered. These pilot programs will be reviewed
and evaluated for their potential replication. In addition, this
component will introduce a cost-based programming and budgeting
process into the MoH that will help the MoH rationalize its
budget requests and disbursements. Finally, this component will
provide short- and long-term training opportunities in health
administration. Under this component, the Project will finance
long- and short-term technical assistance, both in-country and
ov~rseas training, and evaluation/coordination meetings.

The third Project component, ••alth Car. riDaDciDg, will support
MoH efforts to increase resource levels for primary health care
through increased mobilization of resources and increased
efficiency. Efforts to increase the amount of the public sector
budget available for child and maternal he~lth services will
primarily revolve around policy dialogue discussions between
USAID, the MoH, the Ministry of Economy and Finance and other
donors. Such other issues as decentraliz&tion, the budget
allocation process, budgetary segmentation, cost recovery and
possibilities for public/private sector collaboration will also
come under this policy dialogue. Efforts to increase the funds
available for services will focus on the development of rational
user fee and cost recovery systems. This Project component will
finance long- and short-term technical assistance, operations
research, and targeted policy analysis studies and surveys.

The Project will also finance evaluations and the services of two
full-time USAID PSCs to coordinate the Project: a Project
Coordinator and a Project Management Specialist. To facilitate
Project management and ensure appropriate technical assistance,
the Project will be implemented through an Institutional
Contractor. That Contractor will rely on overall policy and
technical guidance from the NoH &nd the Agency for International
Development. The Contractor will be selected through competitive
bidding, via a selec~ion committee comprised of representatives
of both the MoH and A.I.D. The Institutional Contractor will
provide eight long-term technical advisors; some 100 person
months of technical assistance; training; pilot activities in
management; field studies, surveys and operations research; an
information, education and communications program; commodities;
and overall logistics and support .

The Institutional Contractor's in-country team will consist of a
Chief of Party, a Deputy Chief of Party, a child and maternal
health specialist, a health economiat, a health training
speci~list and three subregional advisors. The firm will have
the central role of responding to the MoH and A.I.D. in carrying
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out all Project technical, training, administrative and
implementation responsibilities under the contract. Each in
country team member will be responsible to specific MoH
counterparts. Contractor responsibilities include establishing a
Project office, Project monitoring and re90rting, subcontracting,
coordinating training, and procuring commodities. The MoH and
A.I.D. will have strong representation in the selection
committees for all subcontracting.

At the end of the Project, a greater proportion of children will
survive infancy; the quality of that survivorship will be
enhanced in the first years of life, which are so critical to
long-term health and nutrition; a greater proportion of women
will achieve their reproductive intentions in the number and
timing of the children they bear, without recourse to abortion;
they will also bear them more safely, thus contributing to their
own health as well as that of infants; and the GoP will be better
able to continue these improvements without over-reliance on
donor funding.

Given that both the International Bank for Reconstruction and
Development (IBRD or World Bank) and the Interamerican
Development Bank (lOB) are in the process of negotiating large
health sector loans with Peru, close coordination with these two
organizations will be important for assuring that programs
complement and reinforce each other. The IBRD focus will also be
on maternal-child health and nutrition, emphasizing preventative
care and nutrition in four specific regions of Peru. The lOB
projec:t centers on strengthening MoH administrative and
operational systems and features a large component of policy
studies that will inform policy dialogue. Thus, it is important
that USAID, the World Bank and the lOB coordinate their policy
dialogue programs regarding budget reform issues. Un~e~ the
Project, an Interagency Committee will accordingly be set up for
this purpose.

Overall estimated Project costs (Figure 1) are US $60 million, of
which US $30 million will be provided through a grant from A.I.D.
The equivalent of US $22 million is expected to be provid~d from
PL480 Title III funds as part of the GOP counterpart
contribution. The GOP will also provide the equivalent of US $8
million in budgetary support for personnel and operating costs to
implement the Project. USAID will directly contract the services
of an Institutional Contractor to implement the Project, aPSe
and the evaluations. Grant funds for supervision, seminars, and
selected studies will be directly administered by the MoH. A
Summary Financial Plan is provided in Table 1. The life-of"
project (LOP) is seven years.

A focus on sustainability is pervasive throughout the Project,
and much of the impetus for this focus derives directly from
initiatives and plans of the GoP. The decentralization thrust,



Figure 1
PROJECT COSTS BY FUNDING SOURCE: FOREIGN

EXCHANGE (FX) AND LOCAL CURRENCY (LC)
COSTS (US DOLLARS)

USAID 50Cl;
$30.000

GOP TREASURY 13%
$8.000

GOP HOOLe 37%
$22.000

t,'l

Ul



Table 1
SUMMARY FINANCIAL PLAN

CO.8. "000)
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•••1Ui can Piaaaeia9 7'0 0 0 7'0

'nj~ ....t.1.~r.~i.oa 'apport 10,20. 210 0 10,.1.

~"ie.l ...i.blle. - pee....~.." 325 0 0 325

2a~.1 '~na Co.~. 21,••0 1',211 0 ••,721

_lai.\rUiy. Co.\.
VIAID .....9.-~ 'apport 1,170 0 0 1,170

".I_~ioa. 300 350 0 '50

P!aaaei.l ...1_. '0 0 0 '0

Oper.~1M co.t:.-IIoa 0 5,3" .,000 13,3"

~1 ......1~r.at:1•• Co.t:. 1,5'0 5,71' .,000 15,27'

ftDL~cona 30,000 22,000 1,000 '0,000

(J\

I SUbject to availability of funds to A.I.D. and to autual agree.ent of the Parties
to proceed.·
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for example, follows GoP plans to increase both resource flow and
accountability in the interior. Reallocation of health personnel
is a key element of these plans. The health care financing
elements, moreover, are consonant with MoH concerns about the
budget-making process within the GoP. The MoH is very keen to
address these issues with MEF. Similarly, the MoH is inter~sted

in devising a cost recovery scheme that is just, financially
sound and not disproportionately prejudicial to the poor, who may
have no other alternative source of health care. All of this
speaks to the GoP commitment to the Project.

Further, the large host-country counterpart contribution that is
involved bespeaks GoP commitment, as does the design of the
financing of recurrent costs, which the GoP will assume
incrementally over the life of the Project. These costs are for
pharmaceuticals, training, salaries and supervision, among other
items. Thus, at the end of Project, the GoP should offer child
and maternal health services that are better managed at a local
level and better financed through both core budgetary support and
cost recovery, so that these services can continue to be provided
despite diminished donor support. Finally, GoP participation in
the Interagency Advisory Committee that is a condition precedent
to the Project Agreement will provide an ongoing mechanism to
ensure and strengthen GoP oommitment.

c. Proj.~t D••iga I ••u~.

1. USAID!Peru Staffing Levels

Successful Project implementation will require the full-time
assistance of two staff members working within the USAID Mission
and funded through the Project -- a technical Project Coordinator
and a Project Management Specialist. The Project Coordinator
will be the front-line HPN staff person responsible for technical
superv'ision of the Project. That person will liaise between the
Ministry of Health, the HPN Office Chiefs and the Institutional
Contractor to ensure implementation of Project activities, both
in quantifiable outputs and in quality, providing technical input
where required. The PSC will monitor th~ preparation of the
periodic reports of the MoH counterparts and the IC, as well as
help identify needs for technical assistance and prepare scopes
of work for that assistance. The coordinator will track field
activities, including research, training and lEe.

The Project Management Specialist will have a strong ~nowledge of
A.I.D. procedures and policies. That person will ensure that all
Project documentation adheres to A.I.D. norms, regulations and
needs. Procurement will be a major component of this scope of
work, with the management specialist responsible for preparing
PlolTs, Plo/Cs and related documents. That person will also be
responsible for collection and presentation of data for the



8

A.I.D./W Child Survival Data System. Further, the specialist
will help make arrangements for consultants who are to provide
technical assistance, as well as perform general management
liaison among A.I.D., the MoH and the IC.

2. Expatriate Personnel Restrictions

Due to the security situation in Peru, the U.S. Government has
limited the number of U.S.-sponsored non-Peruvians allowed in the
country at anyone time. 1 In addition, travel to "emergency
zones" throughout the country is restricted. It is unknown how
long these restrictions \till be in place. Given some
improvements in the secu-:-ity situation over the past year, the
Mission is optimistic that some of the restrictions may be
lifted. It is unlikely, however, that any modifications will
take place before an Ambassador is confirmed and assigned to
Peru.

Personnel restrictions seriously constrain the implementation of
projects in Peru by limiting access to international experts.
The recommendation for the make-up of the technical assistance
team proposed in this PP calls for a minimum of two foreign
experts; this is what HPN believes is optimal for successful
implementation of Project 2000. HPN recommends that the Chief
of-Party and Deputy Chief-of-Party be international experts for
the following r.eason9:

• An underlylng goal of this Project is to achieve policy
dialogue and eventual policy change in the areas of
decentralized, efficient management and health financing,
including cost-based budgeting, priority-bssed programming, (:ost
recovery and possible private contracting of some services.
Foreign experts are oiten better able to exert influence among
policy makers than Peruvian experts, because the formers' careers
and pe.rsonal lives are not permanently tied to the local
bureaucratic and political system.

• The Deputy Chief-of-Party will have primary responsibility
for administering a large and complex institutional contract.
This person will be responsible for project personnel systems,
logistics systems, procurement systems, administration of
subcontracts, financial and management systems and project
reporting. The HPN Office believes that an expatriate familiar
with both these systems and A.I.D. regulations is required to
carry out the demanding and critical functions of this position.

Should USG foreign personnel restrictions make it impossible to

1 1992 National Security Decision Directive No. 38 (NSDD-38).
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bring at least two international experts into Peru to work on the
Project, an alternative implementation mechanism may have to be
found. The following three possible "fallback" positions are
suggested:

Fallback Position #1

Assumption: The U.S. Institutional Contractor is able to bring
only one international expert into Peru. All remaining long-term
positions must be filled by Peruvians or by U.S. or third countxy
nationals already living in Peru.

Impli9ations: It is likely that the IC would fill tne Chief-of
Party position with the one allowed international expert. The
Deputy position would then be filled by a local hire, who might
not have much experience with USG/A.I.D. regulations and
contracting procedures. As such, the IC would probably directly
contract a Procurement Services Agent (PSA) to take over all
procurement under the Project. While this assures that the
procurement would be done, the IC would still have to prepare the
procurement lists to give to the PSA. A less desirable
alternative would be to eliminate the procurement of all
pharmaceuticals. This would have negative effects, since lack of
access to the correct antibiotics or oral rehydration salts would
decrease the use of services at the peripheral level, diminishing
the impact of the Project on health and nutrition.

(2) The activities described in the second Project component,
Intervention. for Bfficient Management, would be scaled down.
Specifically, the pilot activities, which are very management
intensive, would be postponed until the Mission is comfortable
that the IC has the technical and administrative capability to
implement them. In-service training and specific course training
would similarly be scaled down, while training out-of-country
would not be affected.

(3) One of the Regional Advisor positions to be hired by the IC
would be eliminated. While this would slow Project
implementation and reduce the impact of the Project, it would
reduce the administrative burden on the COP and DCOP.

(4) The Mission could buy into a centrally-managed contract to
implement the lEC program. This would relieve the IC of
significant subcontracting and management responsibility.

(S) The Mission'S Training Office could implement the long-term
training proposed under the Project. While this would minimize
the subcontracting responsibility of the IC, it would
significantly increase the workload of ODIT and the Controller's
office.
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Fallback Position #2

Assumption: The U.S. Institutional Contractor is not able to
bring even one international expert into the country at the time
that the contact is negotiated and awarded. All project
pos~tions, at least in the short-term, must be filled by
Peruvians or by U.S. or third-country nationals already living in
Peru.

Implicatigna: If all positions have to be filled by local hires,
the Request for Proposals must be explicit in this regard. As
has been done in other recent procurements, then, organizations
bidding on the Project would be encouraged to present a slate of
candidates that draws on local hire of staff who, regardless of
nationality, are already residing in Peru. Though this scenario
might present some challenges in recruitment and Project
management, it has the advantage of promoting sustainability, in
that the Project key personnel would likely be people with a
long-term commitment to health and nutrition in Peru.

With no U.S. hires on staff in the early phases of the Project it
would be vital to hire some personnel experienced with A.I.D.
procedures and systems. This might be at a lower level than the
Chief-of-Party and Deputy-Chief-of-Party, but would be essential
in promoting a mutual understanding of the administrative and
technical requirements of the Project.

The other implications listed under the Fall~ack Position #1
would also remain.

Fallback Position #3

Assumption: Because of personnel restrictions or other reasons,
the contracting of an IC is delayed (for example, no suitable
candidate bids on the Project) .

ImPlicatigns: The MoH would implement the studies and seminars
under resources allocated directly to the MoH. The Mission woul~

take resp~4sibility for initiating selected activities until a
suitable IC can be identified and contracted.

(1) UShID would buy into centrally-managed contracts for
implementation of IEC activities for support in epidemiologic
surveillance.

(2) USAID would directly contract with an institution or
university to implement all short-term, in-country clinical
training activities and contract a Project-funded PSC employee to
implement this Project component under the guidance of the
Project Officer.
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(3) CDIT would implement the short- and long-term out-of
country training proposed under the management component. This
is likely to strain the human resources of that office.

(4) Selected studies and surveys would be directly contracted by
USAID as human resources become available to prepare PIO/Ts, RFPs
and other required documentation.

(5) USAID would directly contract with a Peruvian firm to
provide regional technical assistance and logistical support for
implementing child and maternal health pr~grams. The Alpha
Consult, S.A. contract, under CSAP offers a model for this type
of activity.

All other A.I.D.-funded activities would be delayed until a
contractor is in place.

3. Speed of PrQject Implementation

RecQgnizing the personnel constraints under which USAIO/Peru
Qperates, the PP design prQpQses the use Qf an Institutional
Contractor tQ implement the majority Qf the proposed activities.
It is anticipated that an InstitutiQnal Contract will be signed
by September 1994 and that some long-term technical assistance
will be in place by late 1994. Full PrQject implementation will
prQbably not begin until early 1995 -- Qver 16 months from now.
While the current Child Survival Action Project Extension will
continue tQ the end of 1994, thus providing direct assistance tQ
MQH priority health programs until Project 2000 activities are
underway, discussiQns with the MoH and MEF on the PP design have
generated enthusiasm for immediate actions in the health
financing and quality management areas. In order not to lQse
this mQmentum, the PP design recommends that USAIO/Peru take the
fQllowing actiQns to ensure that momentum is maintained and
implementation of Project 2000 begins as quickly as possible:

(1) USAIO/Peru should prepare the scopes of work for the cost
study and demand survey described in this document. Once the
Project Authorization is signed, the Mission can then move ahead
promptly tQ use Project funds to directly contract an
institution(s) to prQvide the required services.

(2) HPN should begin drafting the PlolT and RFP for the
Institutional Contractor immediately following project
Authorization. A notice regarding this RFP shQuld go into the
Commerce Business Daily (CBD) as soon as possible.

(3) Soon after project authorization, the USAID/Controller's
Office will complete the required analysis of the MoH's financial
capacity to use and monitQr A.I.D. funds. If necessary,
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technical assistance related to any recommended improvements
should be provided to the MoH as scon as the analysis is
completed.

4. Workload Burden on USAIO/Peru

While the PP design presented here has attempted to m1n~m~ze the
amount of work assigned to the Mission by placing responsibility
for many actions under the Institutional Contractor or,
implementation of the project will inevitably increase the
workloads of various offices within the USAID.

• Institutional Contractor: The identification of a suitable
Institutional Contractor will require the development of a
Request for Proposals (RFP), the preparation of a notice for the
CBD, the evaluation of proposals, and the negotiation of a
contract. These tasks will increase the workload of HPN and the
RCO.

• Cost Study/Demand Survey Contracts: The contracting of an
organization to carry out the cost survey will require similar,
albeit more limited, tasks to those described above for the
Institutional Contractor. In addition, a consultant may be
required to prepare the scopes of work for the contracts and
assist in evaluating proposals. Again, the workload of HPN and
the RCO will be increased.

Even after the contract is awarded, this workload burden will not
diminish appreciably for either the HPN Office or the RCO and his
s~aff people based in Lima. The size and complexity of this
contract argue for additional staff in the contracts section of
the EXO Office.

To minimize the additional burden placed on the HPN Office, the
PP team recommends that the Misaion fill at least one of the
staff positions as soon as possible. The PSC Project management
specialist may be the more appropriate.

s. Ayailability of PL480 Funds

Guarantees of appropriate levels of PL480 funds are increasingly
problematic. Best judgments at the present time are that
insecurity in PL480 funding will, at best, continue, but is even
more likely to escalate, both because of dynamics on the
international scene and possible shortfalls in US grain ~

production in coming years. In the case that PL480 funds are
reduced, some of the activities below will have to be scaled back
or dropped from the Project.
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Should PL-480 funds not become available in the necessary
quantities, alternative options for scaling back or omitting some
activities will be discussed with the Project Committee and the
most appropriate options chosen. Some activities programmed for
PL-480 funding could be funded in dollars, but this would have an
effect on dollar-programmed activities in other areas, given the
tightly planned budget. The options for scaling back will be
based on continuous Project monitoring of the relative
accomplishments and needs of the various Project activities, as
well as coordination with other major donors, so that the
synergism of donor efforts is not jeopardized, even though
complementary activities may be scaled back.

If the entire Project amount could not exceed $40 million ($30
million A.I.D. grant plus $10 million minimum counterpart
contribution), for example, Project 2000 could still be
successful, albeit in a more limited way. The Information,
Education and Communications component could be omitted, since a
complementary activity is planned under the IBRD-financed Basic
Health and Nutrition Project (BHNP). That Project could be
prevailed upon to take over aspects envisioned under Project
2000. The savings would amount to $9.7 million. Additional
considerable savings could be achieved by not going to national
scale with activities under the Strengthening Child and Maternal
Health Services component, as presently called for. Clinical
training in three pilot regions, rather than nationally, would
save at least $4.4 million (two-thirds of the $6.5 million
currently budgeted). A similar reformulation of support to
priority health programs would reduce Project costs by at least
$5.3 million. These three changes, then, would reduce Project
roosts by $lS.4 million. Concomitant reductions in personnel for
the Institutional Contractor would easily bring the figure to $20
million. The result would be a downsized Project, but still one
with every reason to have the desired impact in selected regions,
rather than at the national level.

6. Conditionality

Members of the Project Committee have advised that conditionality
under Project 2000 refer to an institutional assessment of
financial systems in the MoH, resolution of outstanding payments
due to A.I.O. by the MoH, and the establishment of a functioning
Interagency Committee on coordination and polity dialogue that
would discuss budgetary and other financial and management
reforms. Thus, Condition. Pr.c.deDt for the Project Agreement
are:

By the time of the first disbursement under the Project, Peru
will, except as the Parties may otherwise agree in writing,
furnish to A.I.O. in form and substance satisfactory to A.I.D.
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(a) A legal opinion of the Legal Counsel of the Ministry of
Foreign Relations of Peru, or other counsel acceptable to A.I.D.,
stating that this Agreement has been duly authorized, or ratified
by, and executed on behalf of the Grantee, and that it
constitutes a valid and legally binding obligation of the Grantee
in accordance with all of its terms;

(b) A statement of the name(s) of the person(s) holding or
acting in the office of the Grantee specified in Section 8.2 of
the Agreement and of any additional representatives, together
with a specimen signature of each person specified in such
statement;

(c) An explicit commitment on behalf of the Government of Peru
to correct any institutional weaknesses in its financial
management. A.I.O. has been analyzing the possibility of
financing a technical assistance contract to support the Ministry
of Health in d\the design of an administrative and accounting
system compatible with A.I.O. norms and regulations, thus
ensuring transparency of accounts and facilitating audit
requirements. Under such a contract, key Ministry personnel that
handle A.I.D. funds would receive appropriate training. A letter
from the Ministry of Health confirming its interest in this type
of assistance would constitute such an explicit commitment.

(d) Resolution of an outstanding debt of US$123,600, by receipt
of payment of no less than one-third of that amount by September
30, 1993, and a timetable for remaining payments agreed upon.

Prior to any award of the Institutional Contract under this
grant, Peru will, except as the Parties may otherwise agree in
writing, furnish to A.I.D. in form and substance satisfactory to
A.I.O.:

(a) Resolution of an outstanding Bill of Collection in the
amount of US$1,190,647, either through direct payment in US
dollars or alternative resolution satisfactory to USAID/Peru.
The immediate first step in this regard would be for the Ministry
to designate a working group to attempt to locate any relevant
supporting documentation that might still exist, in the hope of
reducing the amount that must be paid.

(b) Proof of the establishment by the Government of Peru of an
Interagency Advisory Committee on Health Management and
Financing, minimally with representation from the Ministry of
Health, which shall chair the Committee, the Ministry of Economy
and Finance, and representatives of the major donors of A.I.D.,
the lOB and the IBRD. By way of regularly scheduled meetings,
the Committee will provide an ongoing forum and additional source
of technical expertise for the Ministry of Health in the areas of
health management and financing. The Committee will be
specifically tasked by the Ministry of Health to examine
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prevailing policies in health management and financing, with a
view toward suggesting areas where reforms might be contemplated
and outlining, for the consideration of the Ministry of Health,
options for the design and implementation of reforms that would
strengthen management and financing. Verifiable indicators that
would constitute proof of the establishment of a viabl~ Committee
are:

1) Specifically-named members have been appointed to the
Committee by official letter to A.I.D.; and 2) the
Committee has held at least two meetings, at which the
Minister of Health or his official designee has chaired, and
topics for dialogue have been identified, with written
minutes for the meetings having been recorded.

The covenant. for the Project Agreement are:

Peru covenants that, except as A.I.D. may otherwise agree in
writing, it will:

(a) agree to absorb an increasing share of recurrent costs over
the life of the Project: and

(b) agree to continue financing Project activities beyond the
life of the Project.

IDLe IGV tax. Differences of 0p1n10n existed on the merit of
making the issue of the IGV tax, which the GoP currently assesses
on purchases and imports financed by A.I.D., part of the
conditionality for Project 2000. On the one hand, a grant
agreement of this magnitude offers policy leverage to address
this issue. On the other hand, the IGV tax is a matter above the
level of the Ministry of Health, affecting all transactions in
Peru and all agreements between the GoP and A.I.D. In short, the
issue affects the entire bilateral program. Thus, it may make
more sense not to tie this macroeconomic and policy discussion to
a sectoral project, especially since the discussion is likely to
be protracted and delicate. Further, the GoP may consider any
exoneration from the IGV to be misguided macroeconomic policy,
given the shallow tax base that currently exists in Peru.

In sum, the practicality of including the IGV issue as a
condition precedent is extremely low. An indirect route, whereby
the issue can be raised in the policy agenda of the Interagency
Advisory Committee, which is a part of the conditional:~y of this
agreement, is the recommended route.

This indirect route, however, is not the only way in which the
Mission and the entire donor community have attempted to
influence this issue. At the June meeting of donors in Paris,
the subject was raised. Letters have been sent on the subject to

--
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the Ministry of Economy and Finance. The U.S. Embassy has
intervened, as have other foreign embassies. The issue is of
importance and concern to donors and will not be abandoned
lightly.

•

•
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II. BACKGROUND

A. Country Setting

Peru has widely diverse physical, demographic, social and
economic characteristics. Although rich in natural resources,
the country is suffering a longstanding economic and social
crisis. Of the total P~ruvian population of 22.3 million (1990),
at least 6 million live in conditions of absolute poverty, and
another 3.5 million are deemed relatively poor, according to
Wor:ld Bank dalta. In 1990, Peru's per capita GNP was $807. 2 That:
average masksl the intensity of impoverishment of major segments
of the populcltion over the past ten years, during which time the
per capita GNP fell 25 percent , investment declined 54 percent
and the annu~l inflation rate climbed from 61 percent in 1980 to
7,650 percent in 1990. From 1980 to 1990 real salaries fell in
the private sector by 69 percent, in the public sector by 83
percent, and the minimum wage fell by 73 percent (Instituto
Cuanto, 1991b).

Further, income distribution in Peru is one of the most
regressive and unev~~ in Latin America. The ratio of income
earned by the highest 20 percent of the population compared to
the lowest 20 percent is 32 to 1. Over 70 percent of Peru's
economically active population is unemployed or underemployed.
The lack of jobs and government restrictions have contributed to
the generation of an informal economy that provides very low
incomes to many workers with none of the social benefits provided
by law to workers in the formal sector.

Peru's population is concentrated in urban areas, where over two
thirds of Peruvians live. Largely due to high rates of rural to
urban migration, the urban areas are growing at twice the rate of
rural areas. One-third of the national population now lives in
metropolitan Lima, which has grown by 1,000 percent since 1940.
An increasingly large proportion of Lima's residents live in
squatter settlements and alums known as "pueblos j6venes."
Residents of these "pueblos j6venes" are primarily young families
and adolescents, many of whom have recently migrated to Lima.
Not only has urban migration placed a tremendous strain on urban
services, but it has also left rural communities depleted of
human and economic resources and relatively lacking in social or
economic progress.

Geographic barriers, which restrict both the amount of arable
land and the access to rural areas, have kept Peru's large
indigenous population relatively unassimilated. The geography,

~res••d in 1985 dollars, Instituto euanto, 1991•.

...

•
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in combination with poor t~ansportation, communications and
logistical systems, also presents a major obstacle to the
delivery of health, social and educational services, particularly
in the poor rural areas of the central and southern mountains.
In these areas, terrorist activities constitute an additional
threat. Not surprisingly, regional development has been grossly
unequal, especially in the distribution of school~ and such
public services as potable water, sewerage systems, health
facilities and health personnel. Government and development
agencies face the dilemma of concentrating their efforts in the
urban areas, where they can reach the largest number of people,
or promoting more costly and time-consuming rural development.
The former choice, of course, reinforces unequal development.

B. Statu. of Maternal/Child Health in Peru

Peru has some of the worst health indicators for child survival
in Latin America. Over 40,000 infants die each year in Peru,
most of them from preventable causes. In addition, far too many
women die each year in childbirth. Moreover, an alarming 37
percent of children under five suffer from chronic malnutrition,
that is, low height for age. There are wide disparities in
health conditions within the country -- between geographic areas,
between rural areas and coastal cities, between the educated and
the non-educated, and between upper and lower income groups.

1. Child Morbidity and Mortality

Peru entered the 1990s with the third highest infant mortality
rate (IMR) in Latin America and the Caribbean. Although the
national infant mortality rate has declined from 88 deaths (per
1000 live births) in 1987 to approximately 55 in 1991, the rate
varies greatly from region to region, reflecting social,
educational and geographic inequities. For example, the IMR
ranges from 22 for infants of women with post-high school
education to 100 for women with no formal education; from 30 in
Lima to 101 in the region of Mariategui; from 47 in urban areas
to 90 in rural areas. Available data indicate that 36 percent of
all reported deaths in Peru occur in children under five years of
age. Approximately 70 percent of deaths under age five occur
before the age of one year. Of all deaths in infants under age
one, approximately SO percent occur in the first month of life
and 75 percent in the first six months.

Immuno-preventable diseases have dropped as a cause of infant
mortality, largely due to advances made in the GoP expanded
immuniz~tion program. Today approximately 82 percent of uDder
one deaths are caused by four major problems: perinatal
complications (which are frequently related to poor maternal
health), mismanaged pneumonia, diarrheal diseases and nutritional

••
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deficiencies. Studies indicate that acute respiratory infections
CARl) account for one-third of childhood mortality in Peru. Only
some 9 percent of rural children and 20 percent of urban children
are treated with appropriate antibiotics for pneumonia, and
malnutrition is an unreported underlying cause of perhaps SO
percent of all infant mortality.

Aside from the morbidity and mortality associated with conditions
orig~nating in the perinatal period, the majority of illnesses in
the first six months of life, in particular those due to acute
respiratory infections and diarrheal diseases, are preventable
with improved nutrition and hygiene.

2. Maternal Morbidity and Mortality

. At 303 deaths per 100,000 births, Peru has one of the highest
maternal mortality rates in Latin America. This is a result of
problems with both the quality of care and coverage. While there
is little reliable information on the causes of maternal
mortality, a study of maternal deaths in hospitals indicated that
hemorrhage, infection and pre-eclampsia were major contributors.
It is thought that perhaps as many as half of these deaths are
secondary to unsafe abortion. Unsafe abortion in Peru has been
estimated at two abortions for every ten live births (Singh et
al., 1991), and recent studies indicate that in urban areas as
many as half of all pregnancies are terminated by abortion.

High maternal mortality rates are also closely linked to lack of
prenatal care and the high proportion of deliveries occurring at
home. Demographic Health Survey (ENDES 1991-92) results indicate
that over half of rural women receive no prenatal care. Eighty
percent of rural Peruvian women give birth in their homes, and
only 19 percent of them are assisted by a trained professional.
In contrast, 10 percent of women in Lima give birth at home, and
94 percent are assisted by a ~rained professional.

Maternal malnutrition, especially chronic anemia, high levels of
fertility and short birth intervals also contribute to high
maternal mortality rates. Preventive measures to identify and
reduce risks of maternal mortality are urgently needed.

3. Family Planning

Conceptually, family planning is an integral part of maternal and
perinatal h~alth. High-parity women and women with short
intervals ~etween births are at higher risk of illness and death
during childbearing, as well as malnutrition. And family
planning is the single most effective way to prevent abortion,
which is related to a large proportion of maternal mortality in
Peru. Similarly, high-birth-order children and children on
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either side of a short birth interval are at higher risk of
illness, malnutrition and death.

Although levels of fertility have declined substantially in
recent years, the fertility rate in Peru remains high, and
substantial differentials in fertility remain by education,
urban/rural residence and geographic region. The total fertility
rate for rural women, at 6.2 births, is more than twice that of
urban women (2.8 nationwide; 2.1 in Lima). The total fertility
rate for women with some secondary education, at 3.1, is less
than half that of women with no formal education, which is 7.1.
Although Peru's population is 70 percent urban, about half of all
births occur in rural areas. This underscores the need to
intensify efforts in those rural areas.

The demand for family planning services has increased rapidly in
recent years. The prevalence of modern contraceptives among
women aged 15-49 who are in union increased from 23 percent in
1986 to 33 percent in 1991. National surveys indicate, however,
that the demand for contraception is much higher than the use.
Further, the estimated abortion rate for Peru evidence a clear
unmet need for family planning. As might be expected, there are
substantial differentials in contraceptive use between regions.
The quality of the services offered in the rural and marginal
urban areas needs to be greatly improved, and services must be
expanded to areas that are currently not reached.

c. Health Service. Availability and Utilization

In Peru, the Ministry of Health (MoH) is the major provider of
primary health care services. The services provided by other
public and private institutions are significant only at the
tertiary (hospital) level and in major urban areas, particularly
Lima. Priv~te institutions, which include fee-for-service
physicians as well as private hospitals and clinics, provide
services to an estimated 11 percent of the total population. The
Peruvian Institute of Social Security (IPSS) is charged with
providing hospital and ambulatory care to workers and their
dependents in the formal sector, including employees of the GoP.
While some 28 percent of the population should be covered by IPSS
services, actual coverage is much lower. An estimated 3 percent
of the population is covered by the Armed Forces and Police and
other public and parastatal facilities. All other Peruvians (or
approximately 58 percent of the population) are considered to be
under the care of the MoH. However, since the MoR currently
provides services to only 26 percent of the population, an
estimated 32 percent of all Peruvians have little or no access to
modern health care services.

Geographic distribution of MoR health facilities shows a strong
bias toward Lima and Callao, where 42 percent of all hospital
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beds are located. Table 2 shows the distribution of health
establishments in the public sector by type of facility and
administrative entity.

Logically, health personnel are distributed in a similar fashion
to health services: most are concentrated in large cities, where
higher salaries are paid. Although data available on human
resources are not precise, it is estimated that 20,000 general
physicians practice in Peru. Of these, 49 percent (9,793) are
employed by the public sector (Ministry of Health and IPSS) .
Of a total of 20,687 professional nurses in the country, 44
percent work in the public sector. Professional midwives
("obstetrices") number 2,868; 67 percent. work for the Ministry of
Health and IPSS. It is estimated that 30,000 nurse auxiliaries
and nursing technicians exist in Peru, of which 69 percent work
for the Ministry of Health and IPSS.

Staffing of health facilities depends on type and location. In
health posts, usually one professional and one auxiliary nurse
implement all health programs. In isolated rural areas, usually
only one auxiliary nurse or health technician serves. Health
centers located in rural areas are often staffed like a health
post, that is, with non-physician personnel. In periurban areas,
health centers frequently have a physician and a professional
midwife. Similarly, hospitals are staffed according to location.
Urban hospitals have a larger number of personnel than those in
rural or marginal urban zones, where staff for hospitalization
services are frequently lacking.

The use of health services is closely related to their
accessibility and to such factors as socio-economic status, age,
education and severity of illness. All population groups use
both formal and informal systems for various reasons, however,
the poor are more likely to seek health services through such
informal sector practitioners as pharmacists, traditional
healers, traditional birth attendants, and volunteer community
promoters.

D. Con.traint. to Improving the Health Statu. of Women aDd
Children in Peru

As described above, geographic factors have played an enormous
role in determining the unequal distribution and coverage of
health services throughout Peru. Peru's large size, poor road
system across the Andes and lack of communication facilities
inhibit the expansion of services into remote rural areas. As a
result, there are fewer facilities in these areas to service a
poorer, less educated population. However, it is precisely this
poor, remote, rural population that is in greatest need of
primary health care.
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TABLE 2
BBALTB SBCTOR rACILITIBS

BY TYPB or FACILITY AND ADMINISTRATIVE BNTITY, 1992

HEALTH
TOTAL HOSPITALS CENTERS POSTS OTHER

PUBLIC SECTOR 4073 242 932 2889 10
MoH 3682 134 763 2783 2
SOCIEDAD BENEFICENCIA 10 1 7 0 2
INTEGR. MINSA & IPSS 6 0
IPSS 200 59 84 56 1
FFAA Y P 98 31 34 32 1
STATE COS. 8 5 3 0
LOCAL GOVTS. 41 1 29- 10 1
OTHER 28 5 12 8 3

PRlyATE SECTOR 288 185 86 14 3
PRIVATE CLINICS 219 148 64 6 1
PRIVATE COS. 38 24 11 3 0
PHILANTHROPICS 7 5 1 0 1
AGRO-INDUSTRIAL COOPS 3 1 0
SAIS 5 °OTHER ORGS 16 2 9 4 1

TOTAL 4361 427 1018 2903 13

TOTAL HOSPITALS CENTERS POSTS

PUBLIC SECTOR 93.4t 5.5' 21.4t 66.2'
MoH 84.4t 3.1' 17.5t 63.8'
SOCIEDAD BENEFICENCIA 0.2t 0.0' 0.2' 0.0'
INTEGR. MINSA & IPSS O.lt 0.1' 0.0' 0.0'
IPSS 4.6t 1.4' 1.9' 1.3'
FFAA Y P 2.2t 0.7' 0.8t 0.7'
STATE OOS. 0.2' 0.1' 0.1' 0.0'
LOCAL GOVTS. 0.9t 0.0' 0.7t 0.2'
OTHER 0.6t 0.1' 0.3' 0.2'

PRIVATE SECTOR 6.6t 4.2' 2.0t 0.3'
- PRIVATE CLINICS 5.0' 3.4' 1.5' 0.1'

PRIVATE COS. 0.9' 0.6' 0.3' 0.1'
PHlLANTHROPICS 0.2' 0.1' O.ot 0.0'
AGRO-INDUSTRIAL COOPS O.lt 0.0' O.ot 0.0'
SAIS O.lt 0.1' O.ot 0.0'
OTHER ORGS 0.4' 0.0' 0.2t 0.1'

TOTAL 100.0t 9.8' 23.3t 66.6'
NOTES: Hospitals include private clinics; health centers include
polyclinics, medical centers, and medical posts.

Source: MINSA, Of. de Estad!s. e Inform6tica, Bolot!n Preliminar.
Censo de Infraestructura Sanitaria y Recursos Bumanos. Per.yj 1992.
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Second, recent urbanization has resulted in rapidly increasing
concentrations of generally young people in marginal urban areas.
It has been difficult for the MoH to respond to such rapid
growth. The Ministry lacks both the financial and human
resources to provide adequate health services to these new
marginal urban areas.

Third, the enormous variety of social, cultural and religious
backgrounds among Peruvians makes delivery of health services

• difficult. In particular, it is difficult to design nationwide
lEe campaigns that transcend cultural barriers. In rural areas
language barriers also exist.

Fourth, the public health sector has historically devoted more
resources to curative, hospital-based care than to preventive
care. There is little recognition that prevention is a cost
effective, long-term solution, compared to the short-term,
expensive nature of curative care. Health centers and posts,
which should be able to provide preventive services through
prenatal care, well baby care and family planning services, are
underutilized because they lack necessary staff, equipment and
supplies. The national average user rate for IPSS clinics, for
example, is ~nly 49 percent. However, because MoH and IPSS
hospitals are relatively better equipped than health centers or
posts, they have become the principal service delivery point for
primary health care. The overemphasis on hospital-based curative
care has also led to an overabundance of hospital beds, which
drains limited resources.

Public Sector Constraints. A number of factors affect the
ability of the MoH to develop an integrated, sustainable health
care system. Public resources available for social services in
Peru have become scarcer with the sharp decline in overall
government expenditures during the last five years. Health's
share of central government budget allocations has remained
fairly stable since 1970, at 4-5 percent, or one percent of the
Gross Domestic Product (GOP). The MoH, however, received only 30
percent of its budget allotment from the MEF in 1992. On a per
capita basis, spending by the central government on health
increased from about $5 in the early 1970s to $14 in the early
1980s, then declined to $8 by 1990.

Further, although the number of doctors and nurses in Peru rose
at an annual average rate of nearly 5 percent between 1985 and
1990 and nationally both the physician:population and
nurse:population ratios are acceptably close to World Health
Organization (WHO) recommended minimal levels, the distribution
of professional resources is uneven. A disproportionate number
of trained health personnel remain in Lima or other urban
centers, often preferring to work in the private sector. They
are frequently underutilized and underemployed, while large rural
areas go without qualified health care professionals.
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Many MoH personnel also lack practical training in jobs they are
being asked to perform. At the central level, this is most
evident in health administration and management. At the
peripheral level, both hands-on clinical training and management
training are needed. Trained staff are frequently reassigned by
the MoH and top managers are often replaced as political changes
occur. This has led to a lack of continuity in program
implementation. Low salary levels have contributed to a serious
lack of morale among public sector employees. Frequent strikes
compound the problem.

While the MoH, with USAID support, has instituted the manual
HIS/MIS system in 100 percent of Peru's health posts and health
centers and the computerized HIS/MIS system in 85 percent of the
upper-level health delivery systems, administrators are still not
using the data, particularly for making decisions. In addition,
in certain types of statistics (for example, maternal mortality)
there continues to be a lack of data.

Management and supervision of MoH activities are constrained by
lack of management training, lack of well designed management
and supervision systems and lack of funds and vehicles for making
supervisory visits. Political instability and terrorist
activities have made supervisory visits difficult in recent
years, although GoP officials have managed to supervise
nationwide immunization activities and a nationwide AID-financed
Demographic Health Survey in the emergency zones. Finally,
monitoring and evaluation activities have not received high
priority and are not systematically used as tools for improving
service delivery.

s. Project Relation.hip to GoP, A.I.D. aDd Other Donor Bffort.

1. Government of Peru (GoP)

GoP policies and priorities. In May 1993, the GoP issued a
poverty alleviation strategy that set forth GoP priorities and
policies. The second principle of the strategy is to improve the
living conditions of the population in extreme poverty through
programs in food, health, education and employment generation.
To achieve this, the strategy recommends an increase in the level
and efficiency of social spending by the government, in part
through the reallocation of expenditures and the provision of
more responsibility to local government. For health, the goal of
the GoP's p~verty alleviation strategy is to improve the
attention and quality of primary-preventive services in rural and
marginal urban populations in order to reduce mortality and
protect the health of women. The strategy targets children under
three years of age, poor pregnant and lactating women, and
populations at risk of epidemics.

•
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As a complement to this strategy, President Fujimori has been
outspoken in stressing the importance of family planning to
reduce population growth rates, so that economic growth can
translate into sustainable development.

The three components of Project 2000 respond directly to the
goals set forth in the poverty alleviation strategy -- by helping
to improve primary-preventive health services, by assisting in
efforts to provide more responsibility to the local level, and by
helping increase the efficiency of social spending.

Ministry of Health priorities and policies. The three Project
2000 components also respond directly to ambitious MoH goals to
improve maternal and child health in Peru. As a result of the
1990 World Summit for Children, a 1992-1995 National Action Plan
for Children was prepared and approved on January 11, 1993
(Supreme Decree No. 0023/RE-92). In addition, the Minister of
Health has approved national plans for immunization, cholera
control, reproductive health and maternal health.

The first component of Project 2000, Strengtbening Cbild
Survival and Maternal Healtb Programa, directly supports programs
contained in these plans both by helping to develop human
resources and by providing commodity and logistical support.

Although decentralization efforts were interrupted by President
Fujimori's April 1992 extra-constitutional actions, the MoH
remains committed to delegating health care responsibilities to
the regions and sUbregions, so that the central ministry can
concentrate on health sector policy (including planning and
resource allocation), health sector norms and regulatory roles,
supervision and evaluation, and multisectoral coordination. In
October 1992 the Minister of Health convened a national meeting
to discuss decentralization. At the meeting, regional presidents
and health authorities discussed MoH plans for decentralization
of health programs. Decentralization efforts continue to move
ahead slowly, but erratically. Project 2000's second project
component, Initiative. for Iffieiant HaDag..ent, will help
facilitate this process by improving management. Faced with
severe budget constraints, the MoH has recently initiated efforts
to improve health financing policies. The MoH is studying models
to collect fees consistently from clients with private insurance
or social security, to introduce cost-saving measures and to
allow patients in some MoH hospitals to select higher priced,
more comfortable wards that are intended to generate profits. In
addition, the MoH is investigating cost recovery schemes and
alternative resource allocation policies. The Healtb Pinaneing
component will support MoH efforts in this direction.

The MoH requested assistance in the three priority areas
described above to improve the efficiency and quality of their
health services. USAID/Peru has worked closely with the MoH in
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the design of Project 2000 to ensure that the activities outlined
in this Project Paper respond to the priorities of the MoH.

2. Other Donor Actiyities

The Ministry of Health receives assistance from a series of
bilateral donors and international agencies. Table 3 provides a
list of governments and international agencies working in the
health field in Peru and indicates the types of programs in which
each is involved. Within the MoH, the Office of Financing,
Investment and External Cooperation is responsible for
coordinating the activities of the donors. Its ability to do so
is evidenced in the successful implementation of health programs
throughout Peru. The Expanded Program Immunization, on which was
implemented by the MoH under the coordination of the Interagency
Coordinating Committee, is an outstanding example of how agencies
can work together to achieve a common objective.

During the development of this Project Paper, every attempt was
made to coordinate activities with those of other donor agencies.
In particular, incoming USAID HPN staff held meetings with the
World Bank and International Development Bank staff responsible
for developing the new health projects that those two donor
organizations will be funding in the near future in Peru. The
formation of the Interagency Committee that is a covenant to this
agreement will be an excellent forum for coordinating efforts and
reaching consensus on policy dialogue issues.

World Bank (IBRO). Over the past decade the IBRD has worked with
the MoH to increase the availability of and improve access to
primary health care services in Peru, particularly in the coastal
and jungle geographic regions. Funds have been provided for
equipment, supplies, medicines and nurses' training. For
political reasons, the disbursement of IBRD funds was
indefinitely suspended in the mid-1980s. It is only recently
that the Bank has renewed activity in Peru.

The IBRD is currently negotiating a new $34 million health loan
with the GoP for a Basic Health and Nutrition Project (BHNP), the
implementation of which should begin in early 1994. This project
seeks to increase the utilization of maternal-child health and
nutrition services by extending access and improving the quality
of services; and by promoting better health and nutri.tion
practices, with an emphasis on preventive care and education.
The project, which hopes to reach 1.7 million people, will
principally be implemented in the unserved areas of Grau, Nor
Oriental de Maraft6n, Inka and northern Lima. However, IEC
activities will be on a national level. The total cost of the
project is US $42 million, with $34 million from the lBRD and $8
as the GoP contribution. The project will principally be
implemented through non-governmental organizations.
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This new IBRD project has much in common with Project 2000 .
particularly in the ar~as of maternal and child health. It will
be very important that USAID and the IBRD coordinate regularly to
ensure that activities are complementary and that resources are
used with maximum efficiency. One joint decision that needs to
be made soon is whether or not Project 2000's pilot projects and
regional advisors should be located in the areas already targeted
by the IBRD. In addition, both agencies will have to work
closely with the MoH's Office of Communications when carrying out
their IEC programs.

The IBRD-financed Basic Health and Nutrition Project does not
directly address policy dialogue. Policy changes have resulted
from the Bank's structural adjustment loans to the GoP. The
present project is seen as a second prong of the GoP poverty
alleviation strategy, i.e., investing in the human capital of the
poor, to help them participate fully in and benefit from the
expanding economy. It is projected, however, that a subsequent
health operation will build on the experience of the Basic Health
and Nutrition Project to support health reforms in areas such as
drug procurement and user fees. Thus, A.I.D. and the IBRD can
consolidate and coordinate efforts at policy dialogue in health
financing.

Interamerican oeyelopment Bank (loB). In the past, the lOB has
cooperated. with the GoP by constructing health facilities,
rehabilitating hospitals, training health personnel, constructing
potable water and sanitation systems, and developing electricity
schemes. In contrast to these past infrastructure projects, the
lOB recently approved a four-year, US $98 million project aimed
at strengthening MoH administrative and operational systems. Of
the program amount, the lOB will provide US $68 million in loan
funds, the Government of Japan will co-finance US $20 million,
and the GoP will provide US $10 in counterpart funds.

The new lOB project, known as the "Strengthening Health Services
Program" (SHSP), will have externalities for Project 2000. It
will support a series of institutional and preinvestment studies
on a gamut of topics including management, health financing,
personnel policies and incentive schemes, targeting services to
enhance cost-effectiveness, privatization and private/public
partnerships, among other topics. A second component of the SHSP
seeks to strengthen the normative role of the MoH at the central
level, while it redesigns and transfers seven administrative
subsystems to a decentralized level. These include supervision
and monitoring, commodity supply, maintenance, communications,
hospital waste management, health information systems and human
resources. And the third SHSP component furnishes direct support
to local health delivery networks, through basic equipment,
drugs, other supplies, management strengthening and training.
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These considerable inputs will complement ones provided under
Project 2000: The studies will enhance the work of the
Interagency Advisory Committee that is a condition precedent to
the Project Agreement, furthering the agenda of reform by
providing empirical data to inform and support r~commendations,

including ones aimed at p~rsonnel reform; the decentralization of
subsystems will promote institutionalization of child survival
services at the local level, while consolidating an appropriate
role for the central MoM in establishing overarching norms and
policies; and the support to local health services will further
programmatic institutionalization through training and supplies.
One idea that has been discussed with the lOB is the possibility
that the lOB replicate the pilot projects implemented and
evaluated by A.I.D. under the Initiative. for 8fficient
KaDag..ent component. Continued cooperation during the
implementation of the two projects will be critical. The donor
liaison that has been established will thus be carefully
continued and nurtured, particularly via the forum of the
Interagency Committee proposed in this document.

Complementarity with the lOB and IpRB Projects. Project 2000
complements the SHSP of the lOB and the BHNP of the IBRD. The
SHSP also deals with health policy, decentralized management and
support to health services. The BHNP deals less with policy and
more with support to maternal-child health and nutrition services
and with promotion of preventive care and education. With the
exception of its nationally-focused IEC component, however, the
BHNP targets four regions: Grau, Nor-Oriental de Maraft6n, Inka
and Lima North. If Project 2000 is able to be implemented
nationwide, fewer inputs would then be needed in these regions.
If Project 2000 is not able to move beyond a pilot stage, it
would logically work in three areas other than the ones targeted
by the IBRD.

In a like manner, since the lOB's SHSP features a major thrust in
decentralization, it is apt to take over successful innovations
from Project 2000's pilot studies in Initiatives for Efficient
Management, replicating them on a national scale. As pointed out
earlier, the ambitious lOB agenda for policy studies will
dovetail well with Project 2000's policy reform agenda, by
providing empirical data to support the need for and design of
policy reforms.

Organizationally, A.I.D.'s comparative advantage lies in its
hands-on, in-country presence, both at the Mission level and in
technical skills within the HPN Office. This will allow A.I.D.
to monitor Project 2000 carefully, ensuring complementarity with
other donors and making any mid-course corrections necessary.
Conceptually, the similarities among the projects are further
testimony that these indeed are the major health issues in Peru.
In broad strokes, Project 2000 can be considered more of a pilot
project in the areas of management and financing. Its successes
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might then be picked up by the larger lOB project for
replication. The support that all three projects will give to
health service delivery presents a unique opportunity for the GoP
to make much more than mere marginal improvements in health
services and in the health and nutrition status of its citizens.
For the donors, the three projects present an excellent
opportunity for coordination in field activities and in policy
leverage at the central level.

United Nations Children's Fund (UNICEF) I UNICEF provides support
to community-level self-help groups for women in very poor areas
of Peru. Support is principally used to finance participant
training, educational materials in subjects such as child
survival, and some equipment and supplies. UNICEF has a180 given
continued assistance to important MoH initiatives in controlling
diarrheal diseases, reducing pneumonia and improving nutritional
standards. A recent UNICEF project, known as the Baby Friendly
Hospital Initiative, promotes improved hospital practices for
breastfeeding.

Pan American Health Organization (PARO) I PAHO provides a wide
variety of assistance to Peru, particularly through 8uppo~t to
programs in immunizations, diarrheas, family planning and
nutrition. In addition, PAHO has provided support for human
resource development, information systems, statistics,
epidemiological studies and environmental health. Through the
Interagency Coordinating Committee for EPI, PARO, along with
UNICEF, the Rotary Club and A.I.O., participates in Peru's
national immunization program. USAIO/Peru recently bought into
PAHO's regional grant from AID/LAC for a two-year, US $2 million
program of continued support to EPI through the provision of
training, cold chain inventory, the purchase of equipment, and
other services.

German Technical Cooperation Agency (GTZ). The GTZ has been one
of the princi~al bilateral donors in Peru in recent years. In
Cuzco the GTZ helped design an integrated maternal-child
monitoring system (PIMI), which is currently being evaluated.
Initial comments are very positive. Project 2000 will possibly
work with the PIMI system and help popularize its use.

Other. The Government of Italy, the United Nations Population
Fund (UNFPA), the Government of the Netherlands, the Japan
International Cooperation Agency (JlCA), the Government of Korea,
CARE, and the World Food Program all provide varying degrees of
support for health programs in Peru. In addition, the GoP is
currently negotiating with the governments of Great Britain and
Sweden.
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3. USArp Policies and Strategies

Improving health status through increasing access to quality
primary health care is one of the strategic objectives of
USAIO/Peru's overall program.

Child Survival Strategy. In 1986 A.I.P. designated Peru as one
of six (aince amended to nine) child survival emphasis countries
in Latin America and the Caribbean, because of its high rates of
infant and child mortality. USAIO/Peru's programs in child
survival comprise an important portion of its health assistance
to Peru.

The Mission's child survival strategy presents a plan for helping
the country develop and sustain the institutional capacity in
both the public and private sectors to reduce infant and child
mortality and improve the quality of survivorship. The strategy
focuses on long-term, preventive health measures and short-term
curative interventions that are cost-effective, technologically
appropriate, and sustainable. The principles guiding the
strategy are: institutional strengthening; increased private
sector pat'ticipation; integrated health and communicati~n

programs; targeted, data-based program decisions; and an emphasis
on gender considerations.

Project 2000 builds on the ongoing Child Survival A~tion Project
to reinforce progress already made in the immunization and
diarrhea programs and to develop new activities that will help
achieve the goals of the child survival strategy. In particular,
Project 2000 will improve and sustain MoH programs that target
the five primary causes of death in infants, support programs
that target high risk pregnant and lactating women, provide
continued support to the integrated system of disease reporting
(HIS/MIS), support integrated health education, particularly at
the community level, will provide institutional strengthening
services to the MoH.

Nutrition Strategy. USAIO/Peru's Nutrition Strategy identifies
the need to improve infant and child feeding in Peru as a primary
objective to prevent morbidity and mortality. Improved growth
and development of children through proper breastfeeding and
weaning and proper dietary management of infections will ensure
reduction of illness and its negative impact on growth. All of
this will contribute to an improved quality of survivorship, as
children are better able to grow, play and learn. The nutrition
strategy identifies five major areas of activity for project
support within child survival and food aid programs: health
professional training, social communications, community-based
education programs and growth monitoring, a high-risk approach to
supplementary feeding programs and linkages with health care
services, and development of data bases to support policy making.
Project 2000 responds to the n~trition strategy by supporting
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act~ivities in all priority areas except sU~T'~ emental feeding.
Thi.s activity is covered under other USAIO/Peru programs.

~ulation Strategy. USAID/Peru's population strategy emphasizes
the need to expand public and private sector capacity to provide
effective family planning services to couples who are at high
reproductive risk or who want no more children. It focusses on
pro"iding a constant supply of contraceptive commodities while
expllnding the delivery of long-lasting methods. Family planning
has been shown to be effective in preventing abortion.

Project 2000 will support this strategy by expanding MoH capacity
to provide effective, inexpensive and culturally sensitive family
planning information and services to families who wish them, and
especially to women at the same time they receive prenatal,
postnatal and interval care. In particular, the Project will
expand services in rural and marginal urban areas, where families
currently have little or no access to family planning information
or commodities. The 1991-92 ENDES survey showed wide disparity
in fertility and contraceptive prevalence between urban areas, on
the one hand, and rural and peri-urban areas, on the other hand.
By targeting rural and peri-urban areas, the Project will help
strengthen services in exactly the areas where they are most
needed for continued advances in family planning. Among
activities will be health education that strengthens women's
knowledge about their reproductive cycle, so that they can become
more efficient users of the contraceptive method of their choice.

In addition, Project 2000 may provide some medical equipment
beyond that provided by other A.I.D. programs. At this time, the
Project does not anticipate funding contraceptives; it is
expected that Peru will receive contraceptive assistance through
A.loD. central mechanisms. CUrrently, contraceptive supplies for
the MoH are distributed to the departmental level by PRISMA, as
part of the Mission's family planning projects. It is USAID's
intention to continue this arrangement. Should A.I.D.
arrangements for contraceptive procurement change, however, the
procurement plan will be revised to include contraceptives.
Project 2000 will coordinate family planning support with the
coordinating entity for centrally-funded A.I.D. projects in Peru
(Development Associates).

RelatiRnship Rf P40iect tR Rther USAIO Projects in Peru. Project
2000 builds on and complements several USAID projects that are
currently being implemented under the Health, Population and
Nutrition (HPN) portfolio, particularly the Child Survival Action
~roject and the Strengthening Health Institutions Project. It
also complements child health activities implemented by food
assistance PVOs through the USAID Office of Rural Development,
Food and local Development Division.
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Child Suryiya1 Act'ion Project (CSAP). The implementation of CSAP
was hampered by U.S. Government sanctions, security issues, and
labor problems that resulted from the GoP's structural adjustment
program. Of the activities planned under CSAP, only the
immunization program, HIS/MIS and VEA received consistent
assistance. Project 2000 will consolidate the advances in
immunization made under CSAP, while it also expands support to
other child health programs so that similar advances can be made.
In addition, Project 2000 will make use of the training courses
and capability being developed under a CSAP extension to
implement its training activities.

Strengthening Health Institutions Project (SHIP). Project 2000
an~ SHIP complement each other by working toward similar goals
(improving the health status of the population), but by using
different strategies. Project 2000 will work through the MoH to
reach marginal populations; SHIP is work~ng through the private
sector with local NGOs and other private institutions. Both
projects investigate methods to improve sustainability through
various health management and financing mechanisms. In addition,
both seek to improve the delivery of information and services to
high-risk populations. USAID/Peru believes that to be successful
in making health services available and affordable to the
majority of Peruvians, both the public and private sectors must
participate fully and in a coordinated manner. Thus, Project
2000 staff should liaise regularly with SHIP coordinators and
managers to exchange information and compare service delivery and
health management and financing models.

USAID Food Assistance Programs. The USAID/Peru Food and Local
Development Division works through four private voluntary
organizations (AORA-OFASA, CARE, CARITAS, and PRISMA) that
utilize monetized funds to carry out maternal and child health
programs as adjunct activities to food distribution. Each of
these PVOs has its own unique food distribution mechanism and MCH
program strategy that should be coordinated with Project 2000.
ADRA-OFASA works through community organizationB and includes
training of health promoters to do growth monitoring and
nutrition education. The CARE Prodia Project, which distributes
food principally to community kitchens, could potentially feature
more of an MCH focus by promoting weaning foods through community
kitchens. Another CARE project, called Wawawasi, provides an
excellent model of improving young child nutrition and parent
education through child care facilities. CARITAS distributes
food through approximately 34 Catholic dioceses in Peru, and
supports MCH activities through parish-affiliated health posts.
These could be coordinated with Project 2000 activities through
MoH health centers and posts in the same areas. The PANFAR
(program for Food and Nutrition for High-Risk Families) program
is managed by PRISMA on behalf of the MoH; it distributes food
through MoH health facilities. The PANFAR project supports
extensive MCH activities such as training for MoH health

L
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personnel and community health promoters, growth monitoring
programs, and others that offer important points of collaboration
with Project 2000.

Lessons Learned from USAIp Projects. This Project will benefit
from USAIO's experiences in implementing child survival and
primary health care projects in Peru over the past decade. In
particular, the extension of Integrated Primary Health Care
Project (527-0219), the Integrated Health and Family Planning
Project (527-0230) and the Child Survival Action Project (527
0285) provide valuable lessons that have been incorporated into
the design of Project 2000.

AdministratiyeLmanagement lessons. Major administrative and
management constraints experienced under all three of the
projects listed above include: (1) overcentralization and
ineffective integration of regional and local personnel into the
planning process; (2) an extremely high turnover rate of central
and regional management and professional personnel; (3) deficient
financial and administrative management; (4) lack of budget
planning on the basis of past experience and available resources;
(5) lack of orientation and motivation of administrative
personDe'l; (6) unrealistic expectations concerning the MoH's
ability to produce technically acceptable operational plans to
meet Conditions Precedent for disbursement of Project funds; and
(7) counterproductive MEF control over the MoH budget. In
response to these concerns, the design of Project 2000: (1)
includes activi~ies that promote decentralized management and
budgeting and improved administration; (2) attempts to improve
employee morQ1e through increased training, the provision of
equipment, the upgrading of facilities, and improved management
and supervision; (3) makes use of an Institutional Contractor to
avoid overly complex MoH systems; (4) includes an institutional
analysis of the MoH financial and administrative systems, with
the provision that technical assistance from Project funds will
be used to correct deficiencies in these systems before project
implementation; and (5) contains only the most necessary
Conditions Precedent.

Lessons in logi'tic.. Analyses of procurement and logistics
procedures under previous projects reveal cumbersome logistics
systems within the MoH. Shortages and poor distribution of many
basic supplies, medicines and equipment were found in hospitals,
health centers and health posts. In addition, vehicles are
scarce and poorly maintained, customs procedures are lengthy and
cumbersome, and warehouse storage and transportation are
inadequate. Better inventory control systems and training for
selected logistics personnel were areas identified as requiring
increased attention and support. Project 2000 addresses these
issues by providing assistance to the MoH to improve logistics
and management systems and by providing training in those
systems.
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Yie Qf data. The health infQrmatiQn system in Peru has been
revQlutiQnized as a result of majQr technical assistance and
cQmputer equipment prQvided during the past decade. USAID
suppQrted the design Qf cQmputer sQftware and prQvided training
at all levels Qf the MQH system in use Qf cQmputers and the new
health infQrmatiQn and management infQrmatiQn systems (HIS/MIS).
This system needs tQ be strengthened by improving analytic
capability at all levels Qn the use Qf infQrmatiQn fQr decision
making. The PrQject 2000 management cQmpQnent addresses this
issue.

The epidemiQIQgic surveillance capability Qf the MoR at the
central and regiQnal levels is being greatly imprQved under the
CSAP-funded Field Epidemiology Training Program. In the
remaining eighteen mQnths Qf the program, the network of
labQratQries fQr microbiQlQgic diagnQsis still needs tQ be
strengthened. HQwever, at the end Qf CSAP, regional MoH
epidemiQ1Qgists will still require cQntinued training and
suppQrt, and the vital registration system will still need tQ be
imprQved. Regional PrQject 2000 advisQrs will work with the MQR
tQ imprQve the utilizatiQn Qf data frQm the Active
EpidemiQ1Qgical Surveillance (VEA) system tQ Qvercome this
weakness.

Training and superyisiQn. In previQus prQjects, training and
supervisiQn were fQund tQ be critical areas fQr cQntinued suppQrt
at all levels Qf management and service delivery. During the
1993-94 CSAP extensiQn, clinical training fQr MQH hQspital
persQnnel will be carried Qut through a private sector university
prQgram. Project 2000 will use this model for extensive training
Qf MQH personnel. In additiQn, Project 2000 will prQvide funds
fQr imprQving the MQR's supervisQry system.

MQH use of PL480 funds. Due to the 620Q and BrQoke-Alexander
Amendment sanctiQns, a large pQrtiQn Qf the USAID grant funds to
be prQvided under CSAP were unable tQ be Qbligated during the
initial five years Qf the prQject. Partly as a result Qf this
restrictiQn in funding availability, the MQH acquired an
increased capability to prQgram and spend PL480 counterpart funds
under the prQject. PL480 funds were utilized mainly for selected
training activities, for meetings, for supervision Qf central
level personnel to the regiQns, and for the purchase Qf some
supplies and antibiotics.

Under CSAP, the Mission established a "phasing approach" to apply
PL480 local currencies to EPI. Initially, syringes and needles
were purchased with A.I.D. grant funds. As an interim step, the
MoH used some of the PL480 monies to supplement inadequate Public
Treasury funds for procurement of SYringes and needles. Finally,
the MoH received budget approval from the Public Treasury for
their syringe and needle requirements.
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Under Project 2000, syringes and needles for EPI will continue to
be funded from Public Treasury funds; PL480 funds will be used to
support other activities.

In summary, the Project 2000 design has attempted to address
and/or take into consideration recommendations that have been
made on the basis of evaluations and observations of previous
USAID projects. While Project 2000 cannot expect to resolve all
weaknesses within the MoH, the Project will address many of the
most serious problems.
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III. PROJECT RATIONALE AND STRATEGY

A. project Rationale

A healthy population is essential for the economic development
and growth of a country. With good health come higher levels of
productivity and increased participation in the economic and
political processes that sustain a nation. In Peru, poor health
continues to inhibit economic development. Infants, young
children and women of childbearing age are particularly
vulnerable to infectious diseases and malnutrition.

Over the past decade Peru has made enormous strides in reducing
infant mortality. Five years ago, Peru's infant mortality rate
was the third highest in the Latin American and Caribbean region.
Today, according to the recent n'l~~ :.Lonal Demographic Health
Survey, the rate has improved marb>Q:; / from approximately 88 to
5S deaths per 1000 live births. ~;~iuc;h r;J~~ ~his decline can be
attributed to successful nati\:#ni;!ir!~; p~r.;q;:c',mD in immunizations and
the reduction of deaths related T;.C1 c'..... :<..dJlral diseases.

With deaths from vaccine-prevent~~:J ...~ di~\::' ..w.)es and the dehydration
caused by diarrheal diseases under ;".~ i:;.\:~; .1:~ control, Peru is now
ready to shift the emphases of. it~~ '::~h:~~·'1 i,llrvival programs to the
current primary ~auses of death 2l~(.·o~·~~,J ~..t~;.:~!'l;:\ts and young children:
perinatal complications (frequ~i~t:.y ~... ..2l,··,r:~·;!1 to poor maternal
health or obstetrical emerger4cietl)~"'!,d ;':"';;IJ~e respiratory diseases
(pneumonia). These are the f7:ontie'n~ ,.j,l',ng whic:h Peru can now
make the greatest progress in further lowering infant mortality.
While deaths from these caus«s occur th~oughuut Peru, their
incidence is highest among the rural populations of the sierra
and jungle, as well as the marginal urban population.

With the decline in infant mortality, moreover, it is opportune
to focus greater efforts on the quality ,f survivorship: This
implies greater attention to morbidity and to malnutrition. The
area of malnutrition is one in which Peru has not made advances
concomitant with those in mortality and fertility.

Project 2000 therefore focuBses great efforts on improving the
quality and efficiency of nationwide MoH health services that
target perinatal complications and pneumonia, and on preventing
malnutrition among the most vulnerable population groups.
Continued support is provided, nonetheless, to the nationwide
immunization program and the national diarrheal disease control
program, to further promote their sustainability.

As a corollary to improving infant health, the project will help
develop programs that improve the health and survival of women of
reproductive age. By improving prenatal care, increasing the
number of births attended by qualified personnel, and expanding
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family planning services, the Project will help ensure not only
that infants are in better health at birth, but also that the
women to whom they are born similarly enjoy good health.

B. Project Strategy

Project 2000 addresses the problem of poor infant, child and
maternal health by directly supporting MoH programs for maternal
and child health (MeH), by improving the efficiency of these
programs, and by improving the financing of health care in Peru.
The direct support to priority MCH programs is viewed as the
activity that will provide immediate assistance to the MoH in
helping to reduce infant and maternal deaths and improve the
quality of survivorship. Activities to improve the efficiency of
service delivery and rationalize health cere financing will
contribute to the long-term sustainability of child and maternal
health programs by helping to ensure that the MoH will be able to
continue to support these programs in the future.

The first component of Project 2000, StreDgtheDiDg Child aDd
NaterDal .ealth Service., focusses on the provision of services
at the community level, with an emphasis on providing services in
rural and marginal urban areas. This Project component will
strengthen existing MoH priority child and maternal health
programs by improving the coverage and' quality of maternal health
and selected infectious disease control programs. Specifically,
the Project will focus on helpi"g the MoH expand the reach of
maternal/perinatal health (including family planning) and acute
respiratory infections programs, while providing continuing
support to the nationwide immunization and diarrheal disease
programs. Malnutrition issues will be addressed through support
for health professional and public education in breastfeeding and
weaning, including growth monitoring.

The emphasis of the programs supported by this component is on
long-term, preventive measures that will, for example, reduce
perinatal complications, prevent malnutrition and keep children
from contracting vaccine-preventable diseases. However, given
that not all child/maternal health problems can or will be
prevented, some short-term curative interventions will also be
supported, especially in infant pneumonia and diarrheas.

Active community involvement is an essential element in all the
programs suppor~ed under this component. By training commv.nity
level volunteers and workers, by involving the community in
activities such as supporting community birthing homes, and by
carrying out "community epidemiology" activities (for example,
talking with a group of women about why a woman died in
childbirth and what can be done to prevent future deaths), the
programs supported by this Project will be better accepted and
institutionalized within communities.
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While the scope of the Streagtheaiag Child aDd Naternal H.alth
Service. component is nationwide, innovative activities will
initially be implemented in selected high risk areas. Studies
and evaluations of the new activities will be carried out at the
community level to ensure that the programs are culturally
sensitive and accepted. Once the programs are working well in
the initial target areas, the models will be replicated on a
wider scale.

The StreDgtheDiag Child aDd Maternal Sealth Service. component
will provide regional administrative offices, health centers and
health posts with technical assistance to improve their
management, supervision and record keeping systems. Targeted
clinical training-of-trainers will be provided for
multidisciplinary teams of hospital personnel in hospitals
selected to be model hospitals. These teams will conduct replica
clinical training programs for hospital, health center, and
health post staff, health promoters and traditional birth
attendants. In addition, health centers and posts will be
provided with selected equipment, commodities and medicines
required for successfully implementing these programs. Finally,
this Project component will support a large information,
education and communications (lEe) program, with national
campaigns that focus on maternal-perinatal health and acute
respiratory infections, and local campaigns on these and other
health issues. Ethnographic and KAP studies will be implemented
as part of the Project at baseline; these studies will inform lEe
and training efforts and will contribute to Project evaluation.

The second Project component, XDitiative. for .fficieDt
MaD_g..eDt, will assist the MoB in its efforts to decentralize
administration and improve the management and allocation of
resources and budget levels for child and maternal health
programs. The Project will develop pilot activities in
decentralized management and "total quality management" that will
be geared toward increasing the quality of and efficiency with
which health care services are delivered. These pilot programs
will be initiated in two regions and then reviewed and evaluated
for their potential replication. In addition, this component
will introduce a cost-based programming and budgeting process
into the MoH, which will help the MoH rationalize its budget
requests and disbursements. Better budgeting procedures will
strengthen the MoH's position and give it more leverage in budget
negotiations with t~e MEF. To support these activities, the
Project will finance short- and long-term technical assistance.

In order to build up a "critical mass" of persons trained in
efficient and effective health management, this component will
provide short- and long-term training opportunities in public
health and health administration. If final approval for this
activity is given by the MoH, 15 MoH employees will be selected
for Master's Degree out-of-country training. In addition, some
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50 MoH employees will participate in short-term out-of-country
courses or observational visits. Finally, this component will
support the development of limited in-service training for health
administrators through a local institution.

The third Project component, S.alth Car. WiDaDcing, will support
MoH efforts to increase resource levels for primary h~alth care
through increased mobilization of resources. Efforts to increase
the amount of resources available for child survival programs
will primarily revolve around policy dialogue discussions between
USAID, the MoH and the Ministry of Economy and Finance on
budgetary issues. Development and implementation of rational
user fee and cost recovery systems will also contribute to
increasing the resources available for priority programs. This
Project component will finance long- and short-term technical
assistance, operations research and targeted policy analysis
studies and surveys.
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IV . PROJECT GOAL AND PURPOSE

The goal of this Project is to improve the health status of young
children and women of childbearing age. The purpose of the
Project is to increase utilization of priority maternal and child
health interventions. The project addresses issues of
sustainabi1ity maintaining that higher levels of uti1iza~ion can
be achieved only if services are made more available, accessible
and acceptable. This higher level of utilization contributes to
sustainabi1ity.

V. PROJECT DESCRIPTION

This action contains a fuller description of the three Project
components.

A. Strengthening Child and Nat.rDal Health Service.

Under the Strengthening Child and HaterDal H.alth Service.
component, the Project will support programs and activities
directly related to child and maternal health. In particular,
the Project will support ongoing MoH programs in:

• Maternal-perinatal health, including family planning
(Mat/P) ;

• Acute respiratory illnesses (ARI), fundamentally
oriented toward the diagnosis and opportune, treatment
of pneumonia;

• Exclusive breastfeeding, weaning, and growth monitoring
(EBF/W/GM) ;

• Vaccine preventable diseases (IMM); and
• Diarrheal diseases (DOC).

The principal activities to be supported under this component
include:

• Clinical training; and
• Information, education, and communications (IEC).

To improve the delivery of services under these programs, and
thus their sustainability, this component will also address the
improvement of administrative support systems, including:

• Information and management;
• Supervision;
• Logistics, e.g., storage and distribution; and
• physical infrastructure repair.
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In addition, some medical supplies, pharmaceuticals and equipment
will be provided in support of this component, particularly for
the maternal-perinatal and acute respiratory infection
subcomponents. It is expected that A.I.D. funding for
pharmaceuticals and supplies will gradually be replaced by MoH
funds, so that by the end of the Project the MoH will be paying
for these recurrent cost items.

1. Priority Child and Maternal Health Programs

Conditions originating in the perinatal period are the leading
cause 01 infant mortality in Peru. In addition, Peru has the
second highest maternal mortality rate in Latin America: 303
maternal deaths for every 100,000 live births.
Maternal/perinatal health care is therefore a priority program
for the MoH and this Project.

This subcomponent has a double objective. The first is to
improve the quality of life and survival of infants, in
recognition of the high proportion of infant deaths and
complications occurring in the neonatal period (first 28 days of
life) that are related to conditions surrounding pregnancy and
birth. The second objective is to protect the life and health of
women, especially during the most vulnerable periods of
pregnancy, childbirth, and puerperium. This includes the
prevention of reproductive risk and abortion through family
planning for spacing or limiting births. It is estimated that
one-third to one-half of all maternal deaths in Peru are related
to clandestine abortion for unwanted pregnancies. Induced
abortion, in turn, is responsible for one-third of maternal
morbidity in hospitals. A risk approach to maternal and child
health should be strengthened to reach those with the greatest
need for services, given the limitations in resources.

Prenatal Care. Presently only 69 percent of pregnant women
receive prenatal care: 48 percent from doctors and 21 percent
from midwives or nurses. Percentages differ radically between
urban (82 percent) and rural (45 percent) areas; between regions
(93 percent for Lima and 40 percent for Loreto); and among
education levels (97 percent for those with a higher education
and 37 percent for those with little or no education) .

Prenatal care can help reduce infant and maternal mortality by
identifying early women at high risk of birth complications.
Prenatal care is especially important to detect and treat chronic
anemia, hypertensive disorders and reproductive tract infections;
and to identify predictable obstetrical complications, such as
cephalo-pelvic disproportion, so that timely arrangements can be
made for delivery in an appropriate facility. Some high-risk
factors can be identified before pregnancy occurs: reproductive
tract infections, multiparity, extremes of reproductive age,

•
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short birth spacing, history of chronic illness, low pre
pregnancy weight and previous birth complications. Women with
these risk fRctors who do become pregnant need to be monitored
carefully during pregnancy. It is important to promote family
planning for women in these categories to avoid high-risk
pregnancies.

Some pregnancy-related problems can be corrected or managed as
pregnancy progresses. Thes~ include low weight gain, gestational
anemia or diabetes, and p7 ~clampsia. Hospitalized delivery for
such high-risk women is VI ~mportant. The prer.atal visit also
provides a chance to coun~ • women on proper self-care during
pregnancy and lactation, i.,d to promote proper infant care and
feeding. Finally, it provides an opportunity to promote
postpartum family planning to space or limit pregnancies,
especially for high- risk women.

The Project will help the MoH meet its goal of providing prenatal
care and education to the most under-served populations. The
Project will strengthen peripheral facilities (health centers and
posts) with equipment, materials, manuals and copies of MoH
norms. Common antibiotics will be supplied for treating the most
prevalent reproductive tract infections. MoH health care
providers in health centers and posts will be trained to offer
quality prenatal care, as they are the closest to the most needy
population. Also, the training of community health promoters
and traditional birth attendants (TBAs) should include simple
techniques of obstetric and reproductive risk detection,
including training in how to motivate women to go to a health
service facility for prenatal and delivery care.

Chronic anemia is a widespread condition; recent studies show 64
75 percent prevalence among women in Lima. Post-partum
hemorrhage that is complicated by severe iron-deficiency anemia
contributes to the high rates of maternal mortality in Peru.
Thus, the Project will supply iron and folic acid tablets for
distribution to pregnant women, and will support concurrent
studies to investigate the factors influencing women's compliance
in taking the tablets, since this is a frequent problem of the
intervention. Support will also be provided for studies of
anemia prevalence in women at high altitudes, for which no
information is currently ~vailable in Peru, as well as for women
who reside in the jungle, where high prevalence of parasitic
infections and low nutritional status may be complicating
factors.

The Project will support MoH efforts to immunize all pregnant
women with two doses of tetanus toxoid vaccine in geographic
areas noted for high risk of neonatal tetanus. This measure will
reduce neonatal deaths from this preventable illness. TBA
training will, accordingly, also transfer this kind of skill.
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Birth-related health Ind .uryiyal for women and inflnt.. The
majority of maternal deaths that are unrelated to un.afe
abortions and over one-third of all infant deaths occur during
the month prior to delivery, during delivery it.elf or during the
month following delivery. Nearly 50 percent of all deliveri•• in
Peru occur at home, attended by a traditional birth attendant,
family member, or other lay person. Thus, many women do not have
access to appropriate resource. in ca.e of an emergency. A key
to survival of the mother and newborn i. management of
obstetrical emergencies during and immediately following birth.
Experiences from other countries show that when a high proportion
of births occur at home, a dual strategy .hould be adopt.d. At
the community-level, obstetrical emergencies that occur at home
must be identified, immediate care provid.d, and transportation
provided to a health facility. At the institutional level,
emergencies must be attended by qualified personnel in well
equipped health care facilities. Home care of emergencies i8 not
generally effective. Thus, all persons involved must have a
clear underst.anding of obstetrical risks, a8 well as an
emergency plan for immediate care.

The Project will support improvement of the quality of hospital
management of obstetrical complications through a training-of
trainers program for up to 45 major hospitals. This training of
a multidisciplinary team of four health professionals ae
trainers, plus additional T.A. support, will be provided to these
hospitals to qualify as model hospitals and local clinical
training centers in maternal-perinatal health.' Replica training
courses will be provided within these model hospitals and for
their peripheral health centers and posts. Basic equipment,
supplies, and medicines will also be provided to health
establishments. This will include such items as stethoscopes,
specula, equipment for reading blood pressure and fetal
monito~ing and infant weighing scales. Support will be given for
implementation in the model hospitals of the System for Perinatal
Information (SIP) originally developed by CLAP/PAHO to monitor
quality of care. This will consist of T.A. support for analysis
and utilization of data for decision-making and 80me computer
equipment for selected hospitals. The SIP is complementary to
the HIS/MIS system.

'Model ho.pital and local clinical training center ia the name given by the
Project to ~he MoH ho.pital. that will have team. of trainer. who received or
will receive training under either the Child Survival Action Project (CSAP) or
the current Project. The.e he.pital. will qualify thelll8elve. a. model ho.pitala
by .trictly inatituting all protocol. and procedure. according to the norma of
the Mini.try of Health for a particular clinical area of .pecialty. Por example,
under tbe Project, a model ho.pital in maternal-perinatal health will have a team
of trainer••peclali.ed in training for that clinical area. See the component
.pecific training plan for more information.

•
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The Project will develop effective methods to identify, train,
and supervise TBAs in the catchment areas of the model hospitals;
these TBA~ can serve as "Iedical back-up. Also, a system will be
developed to identify and train other community members who
attend births, but are not necessarily considered as TBAs. In
delivery care, TBAs should be trained to prevent birthing
complications by using an aseptic delivery technique, massaging
the uterus externally, initiating breastfeeding immediately to
induce uterine contractions and avoid hemorrhage, and removing
the placenta manually if it is still retained after one hour.
TBAs also need to know how to identify the most frequ~nt

obstetrical and perinatal emergencies such as hemorrhage,
retai~ed placenta, toxentia, prolonged or obstructed labor and
postpartum infection. O~ually TBAs, like professional midwives,
are not trained to manage the problems of the infant, as their
training has been centered around the care of the mother. They
may not know how to revive a "depress~d" infant. Training will
be provided in immediate resuscitation of the newborn, as well as
such basic newborn cares as keeping th~ newborn warm and
maintaining unrestricted air pasaage. The Project will $upply
TBA birthing kits and provide basic resuscitation equipment to
complement this training.

The Project will support a major IEC effort in maternal-perinatal
health, both to promote preventive self-care and to generate a
demand for prenatal and delivery care. Given that very little is
known in Peru about traditional practices ~elated to prenatal
care, home deliveries and immediate care of the newborn, the
Project will fund ethnographic studies of factors that govern
utilization of infarmal and formal health care services during
pregnancy, childbirth, and postpartum. The results of these
studies will be used in the development of nationwide and local
lEe messages that promote improved maternal and perinatal care.
The studies will also be used to develop training programs for
health personnel and community health workers, especially TBAs.

During the first year of the Project, the MoH will organize a
large national conference with international experts in
maternal/perinatal health, wi.th the objective of raising the
interest of the entire medical community. This can be followed
by a series of similar regional seminars.

A nmtional mass-media IEC campaign will also be conducted through
the P.roject, utilizing television, radio, and prin~ed materials.
Local mass-media IEC campaigns will be implemented, with region
specific orientation of the educational messages. To complement
clinical training of personnel at all levels, the lEC component
will support production of self-instructional training materials
(training videos and manuals) and publication of ~ periodic
technical bulletin that encompasses current research and
programmatic experiences in maternal-perinatal health.



,J

,,.

46

The Project will strengthen the epidemiological surveillance of
maternal deaths and perinatal infant deaths. At the community
level, health personnel will use each identified maternal death
as the focal point of a community training effort. TBAs,
community leaders, and women will be encouraged to discuss the
death, so that the underlying causes are identified and actions
can be planned to avoid similar deat.hs. On a national level, the
Project will support a survey on women of reproductive age and
maternal mortality. The Project will also support a survey and
case-control studies of perinatal mortality (stillbirths and
neonatal deaths).

Through operations research, the Project will explore the
possibility of creating or identifying rural maternity homes for
attention of deliveries. These "homes" could be part of the
community, with easy access to a hospital where normal births are
attended by a trained TBA under clean conditions, with the
possibility of transfer in case of complications. Or, these ~an

be intermediate "waiting" facilities very close to a hospital,
whero a known high-risk women can spend the last days or weeks of
her pregnancy. The system of maternity homes has been used in
other developing countries and found to be very successful.

Specifically, for this Project activity, A.I.D. will finance:
medical equipment anu materials for prenatal care, deliveries,
and the management of perinatal problems at both the community
and primary health care level; support for a master training team
and training center; training-of-trainers from selected
hospitals, plus T.A. support to develop those hospitals into
model hospitals/local clinical training centers; replica training
of health care personnel in hospitals, health centers and posts,
health promoters, and TBAs; national and local level IEC
campaigns; selfyinstructional training materials and manuals;
publication and distribution of a pt.riodi,c bulletin on maternal
perin~tal health; ethnographic r~se.rch for development and
testing of IEC messages and training content; resources for
epidemiologic surveillance of maternal deaths; a survey on
maternal mortality and perinatal mortality of infants; ope~ations

research on maternity homes; and development uf models for
management of reproductive risk and obstetrical complications at
the level of the community, primary care, and referral hospitals.
The MoH will finance such recurrent costs as printing of training
manuals and supervision. The MoH will also finance national and
regional seminars and workshops to raise awareness among the
medical community of the importance of maternal-perinatal health
problems and interventions for improvement.

Family planning. Peru's five-year National Plan for Family
Planning, which was approved in 1987, set a goal of reducing the
national total fe~tility rate from 4.2 to 3.7 births. This goal
has been surpassed, with the 1992 total tertility rate standing
at 3.5 births. Another objective of the National Plan was to
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increase the use of modern contraceptives in women in union from
28 to 32 percent. 1992 data show that use of modern
contraceptives reached 33 percent, also surpassing the original
target. A special focus was placed on women of high ~eproductive

risk, with the goal that 75 percent of them would use modern
contraceptives on a regular basis.

The principle target population for family planning should be
women in union in the age groups of 15-19 and 20-24 years. These
women currently have some of the lowest rates of use of modern
contraceptives (11 and 27 percent, respect,ively) and have the
highest levels of unsatisfied demand for services (43 and 28
percent, respectively). The 15-19 year-old group is particularly
important, since women under age 18 are at high reproductive
risk. The offspring of 15-19 year-old mothers have the second
highest rates of infant and under-five mortality, after mothers
who are 40-49 years of age. The focus should be on avoiding
unwanted pregnancies, with the goal of reducing unsafe abortion
and mortality.

To raise prevalence of modern methods above 33 percent, family
planning programs must concentrate on those regions with very low
usage, such as: Libertadores, Loreto, e'ceres, Inka and
Mari'tegui, where the public sector is essentially the only
source of counseling and services. Although one cannot ignore
the need for infrastructure and supplies in populous areas, there
is a great need to equip rural health centers and posts with
family planning supplies, equipment and services. In addition,
hospitals should be enabled to offer voluntary surgical
sterilization with the donation of appropriate equipment and
necessary materials. Further, MoH personnel need more training
in family planning.

This project will support those aspects of family planning that
are currently receiving little attention from other A.I.D.
projects or other org~nizations working in the field. The
Project will also finance tr~ining in family planning for MoH
personnel, community volunteers and traditional birth attendants
as part of the training program in maternaluperinatal health. At
least one of six days of that training program will be used for
training in interpersonal relations and counselling for family
planning methods. Health personnel will be encouraged to provide
family planning messages as a regular part of perinatal care.
Further, community-level education in fertility awareness will
help women use all types of contraception more efficiently,
including supply methods and periodic abstinence, which is
presently the most prevalent method in Peru.

As it is anticipated that contraceptives will be procured for
Peru through centrally-funded A.I.D. projects and other
international donors, this Project does not expect to procure
contraceptives. Should centrally-funded projects not provide
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contraceptives, however, this Project may provide these. The
Project will coordinate activities with the coordinating entity
for A.I.O. centrally-funded family planning assistance to Peru
(Development Associates) .

Acute respiratory infections. With the decrease in infant deaths
due to vaccine-preventable diseases and diarrhea, acute
respiratory infections (ARl) have become the second leading cause
of death in children under age one. ARI is undoubtedly the area
in which Peru can now make the greatest strides in r~ducing its
overall infant mortality.

Under the general term ARl, pneumonia is by far the most common
cause of infant death. Approximately 20,000 children die
annually in Peru from pneumonia. For this reason, it is
imperative to focus on pneumonia when dealing with child
survival. The fatality rate of this disease without treatment is
around 26 percent in Peru. However, this percentage is reduced
to less than one percent when treatment is available and sought.
The great majority of pneumonias are produced by bacteria
sensitive to accessible and inexpensive antibiotics. It has been
observed that the incidence of all types of ARl is- not
substantially greater in developing countries than in more
developed countries, but that the incidence of pneumonia in
particular is greater in the former group. Moreover, the
survival rate in the developed world is considerably higher
because of opportune medical treatment.

The great majority of deaths attributed to pneumonia occur in the
first year of life and especially in the first three months. ARl
is the most common cause of morbidity and is the reason for about
half of health care visits in this age group.

This Project will help the MoH strengthen its program to control
ARI. Particular emphasis will be given to education and training
to improve case management of pneumonia by health care personnel
and community volunteers through training-of-trainers and
development of model hospitals/local clinical training centers.
The Project will also give high priority to community-level
education on this topic, so that traditional health workers and
families can more readily detect the symptoms and early signs
that should prompt them to seek health care. Earl.y detection and
early treatment of pneumonia with appropriate antibiotics will be
stressed. Indiscriminate use of antibiotics for viral ARI must
be discouraged, since it entails an unnecessary high cost and
creates antibiotic resistance. Both care givers and patients
must be taught that ARI associated with a cold will not
eventually turn into a more serious type of ARl. This is the
most often cited reason for the indiscriminate use of
antibiotics.

,
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The Project will support nationwide mass-media campaigns using
television, radio, and print materials, and community level mass
media and face-to-face lEC campaigns concerning the diagnosis of
ARl, the correct practices for managing pneumonia cases, and
preventive measures. lEC programs will emphasize the seriousness
of pneumonia, while stressing that the illness is highly curable
if treated promptly and correctly. Families will be taught that
the first and most recognizable sign of pneumonia is rapid,
shallow breathing and that children experiencing such shortness
of breath should be immediately taken to a health center.
Families will also be informed as to risk factors for pneumonia
and ways to prevent the illness from occurring. The lEC
component will also support production of self-instructional
materials and manuals, and publication of a bulletin that
encompasses recent research and programmatic experience on ARI
and pneumonia.

To support the training and lEC efforts, the Project will provide
short-term T.A. in the first year of the project for ethnographic
studies about ARl, as well as studies among health care
providers. Research on infant deaths 4ue to pneumonia will also
be carried out, and a regular system for recording and
investigating causes of deaths will be developed. Operations
research projects will be supported to find the best ways to
reach families with information regarding early home recognition
of that danger signs that warrant immediate formal health care.
In all of the IEC activities, the Project will collaborate
closely with the MoR program in ARl, as well as with the MoH
Communications Office, which will provide technical oversight to
the communications endeavors.

To ensure that required antibiotics are available when and where
needed, the Project will help improve the supply and distribution
system, as discussed below. The Project will also provide
limited equipment for ARl to major health centers. Finally, the
Project will support periodic surveys of antibiotic resistance
for ARI in Project areas.

To support the expanded ARI program, A.I.D. will finance: the
purchase of nebulizers, watches, syringes, needles, otoscopes,
pharmaceuticals and micronutrients; short-term clinical training
through training-of-trainers and replica courses for health
personnel from hospitals, health centers and posts, and community
health promoters and TBAs; short-term technical assistance;
nationwide and local lEe campaigns; and ethnographic studies to
develop and test appropriately focussed educational messages and
materials that will help bring ARI education into the community.
The MoR will finance any regional seminars, as well as such
recurrent costs as supervision at all levels.

Brelstfceding. weaning. and growth monitorinS4 Traditionally,
nutrition programs have focused on providing food to those who
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are already malnourished, as if malnutrition were a dichotomous
situation: nourished versus malnourished. In reality,
malnutrition is a progressive process intricately related to
other factors. Attention must be given to the growth process
itself; the evolution of growth determines the final nutritional
status of a child. This is extremely important, as nutritional
II recuperation II is a misleading term; growth lost is not always
recuperated, and dam~ge to the intellect can be permanent.

In Peruvian children, acute malnutrition, or an abrupt decline in
the relationship between weight and height, is infrequent. In
addition, the deficit of weight-for-age (defined as below two
standard deviations of the U.S. NCHS child growth standard) is
relatively low (11 percent) in children under 5 years. However,
the corresponding deficit of height-for-age is 37 percent,
indicating that chronic malnutrition is the major problem (with
significant urban-rural differences of 26 and 53 percent,
respectively). Data indicate that Peruvian children begin to
experience problems with growth during the first year of life,
the period in which the most accelerated extra-uterine growth
occurs. Chronic malnutrition accelerates during the first two
years of life, but levels off by year three. However, the
nutritional damage suffered during the first year of life
permanently impairs growth. In the end, these children are
relatively short and chubby for their age group. Reducing the
damage to growth in the first year will thus reduce related
problems later on. So programs to prevent malnutrition should
concentrate on assuring adequate growth of an infant during the
first two years of life, with special emphasis on the first 12
months.

The problem of chronic malnutrition in Peru is related in part to
inappropriate feeding practices in both weaning and
breaatfeeding. Breastfeeding, practiced appropriately,
contributes to infant and child health by providing immunological
protection against infectious illness, avoiding contaminants, and
fulfilling all nutrient (except vitamin D) and energy needs for
the first six months.

OVer 95 percent of Peruvian children are breastfed from birth.
At one year of age, 70 percent of infants are still breastfed,
and by two years 43 percent are still breastfed. A recent
assessment of breastfeeding and weaning in Peru showed that
although most hospitals claim to have rooming-in policies, they
continue to provide prelacteal feeds and feature many other
practices that interfere with the establishment of full and
exclusive breastfeeding. That study estimated that improved
hospital practices for breastfeeding could save the country up to
an estimated $4 million a year.

The duration of exclusive breastfeeding in Peru is quite low,
with a mean duration of only 2.1 months. In Lima, the mean
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duration of exclusive breast feeding is only 0.5 months. The
problem is the extremely early introduction of water, teas, other
liquids (such as juices and broths) and non-breast milk. This
leads to high rates of infectious illness in infants, especially
diarrhea, and interferes with continued production of breast
milk. Weaning food practices are also inappropriate. They begin
before the recommended six months of age, with first foods
generally consisting of diluted soups and broths that replace
breastmilk and do not fulfill the high nutritional and energy
needs of growing infants. Total complementary food intake for
infants aged 10-12 months meets on average less than 80 percent
of requirements for energy. Micronutrient intake is also low.
It is important to note that in the most impoverished populations
of Peru, the weaning problem may include the scarcity of animal
proteins in the diet, in addition to the practice of giving
overly watery preparations.

The above points to the need to provide information, education,
and assistance to women regarding the importance of exclusive
breastfeeding for the first six months of life, as well as
techniques for the establishment and maintenance of that type of
breastfeeding. Further, families need guidance in what are the
best weaning foods to give beginning at six months, while
continuing with breastfeeding for up to two years. Health care
providers must also be trained in lactation management and proper
weaning, since they have an important influence on mothers'
feeding decisions; currently, however, they frequently provide
women with misinformation on infant feeding. lEe campaigns must
also be directed to grandmothers, husbands, and other family and
friends who influence feeding decisions.

It is also important to monitor, from birth, children's height
and weight -- especially during the first year of life, but
optimally through the first three years. The Project will
develop and operationally test a model for multipurpose monthly
community gatherings, at which families will meet with the health
promoter and other health staff. At these meetings, infants will
be weighed and their growth monitored on growth charts; family
members of those who have not demonstrated adequate growth for
two consecutive months will receive special education.
Discussion groups will be formed in which family members whose
children are demonstrating good growth can coach or tutor family
members of children who have slow or inadequate growth. In
addition, health ca~e providers will use these forums to deliver
health messages on proper breastfeeding, appropriate weaning, and
the care and feeding of a child during illness. Health messages
will be based on concrete examples and cases, so that results
will be visible to the participants at the next monthly
gathering.

These community meetings will also be used to disseminate
information on other topics (pneumonia, family planning,
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immunizations, diarrhea) and could be used for vaccination
campaigns. Ideally community gatherings should develop a census
type methodology that permits the monitoring of the health of
this population group in areas such as vaccination and growth.
The community itself should design its own method of organizing
its meetings and discussions. Initial activities might focus on
infants under one year, expanding later to include older
children. The "community gathering" activity will be developed
initially in only three areas (those with Subreg\onal Advisors)
and then will be evaluated to determine the feasibility of
extending the model to other areas.

Another viable possibility is to add a growth-monitoring
component to food programs in "comedores populares", taking
advantage of that opportunity to reach young children most at
risk of malnutrition. Accordingly, the Project will provide for
some growth-monitoring equipment materials and educational tools
for use in "comedores populares".

The Project will provide t~aining for health care providers and
develop activities at the health center and health post level.
Community involvement will be essential to the success of
exclusive breastfeeding promotion, weaning food improvement, and
growth monitoring activities. The goal will be to ensure that
lack of growth and potential malnutrition are recognized within
the family and/or the community. The focus will be on preventing
malnutrition through proper breastfeeding and weaning. The
project will not provide supplementary feeding.

Project 2000 will focus on young children in the following areas:
exclusive breastfeeding and improved weaning practices; correct
techniques of measurement taking and appropriate use of equipment
such as weight scales and measuring boards; growth monitoring for
early signs of stunted growth; and development of strategies for
immediate action so as to avoid progressing to a state of
malnutrition.

To support these activities, A.I.D. will finance: anthropometric
equipment and materials; short-term clinical training in
breast. feeding c weaning, and growth monitoring through replica
cours~s for multidisciplinary personnel from hospitals, health
centers and posts, and for community health workers and TBAs;
local mass-media lEC campaigns; production of self-instructional
materials and manuals; publication of a bulletin that encompasses
content on infant feeding and growth; support for development of
a model for community growth and development meetings; and
ethnographic research and audience testing for development of
messages and materials for clinical training efforts and lEC
campaigns. The Project will also provide T.A. for studies and
evaluations on nutrition-related topics.
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Because the World Bank-financed Basic H~alth and Nutrition
Project envisions a large-scale tEe campaign, a major part of
which will focus on breastfeeding and weaning, Project 2000 and
USAtD/peru will make great efforts to promote the closest
coordination possible. Some meetings have already been held, and
both donors are members of the MoH Workiug Group on lEC and

• Breastfeeding.

yaccine-preventable diseases. A decade ago, vaccine-preventable
diseases were the cause of some 7 percent of infant deaths in
Peru. Today, they account for less than 3 percent. This
decrease can be attributed principally to increased vaccination.
Since 1987, A.I.D. (through CSAP), PAHO (using LAC regional
project funds), UNICEF, and Rotary International have
collaborated with the MoH to implement the MoHls Expanded Program
on Immunizations (EPI) National Plan of Action. International
donor agencies have provided cold chain equipment and other
material, as well as training and technical assistance in related
areas. Vaccination campaigns and the increased availability of
vaccines at the community level have achieved substantial gains
in the number of protected children in each successive cohort.

Despite the notable successes of immunization campaigns, however,
it is essential to continue efforts to increase immunization
coverage in the first year of life and to assure this level
through regular and permanent systems of vaccination. Although
recent data show that 58 percent of all children between 12 and
23 months of age are up-to-date with their vaccinations, only 41
percent have received their vaccinations during their first year
of life, as is necessary for optimum protection. This statistic
has remained fairly constant for the last five years.

The number of children receiving their first vaccination during
the first year of life is high: 94 percent for the first dose of
polio. However, only 60 percent of the children receive the
second and third (final) doses within their first year of life.
This demonstrates that there are a number of children "lost"
between the first and second as well as between the second and
third doses. Children who are not vaccinated during the first
year of life have a lower probability of being vaccinated later
on. This is a serious problem, because the absolute number of
unprotected children can build to high enough levels for epidemic
outbreaks to occur.

This project will support efforts of the MoH to at least maintain
and, hopefully surpass, vaccination coverage, by reducing the
percentage of children who reach their first birthday without
being fully immunized against childhood diseases (measles, polio,
diphtheria, whooping cough, tetanus and tuberculosis). This will
be accomplished by designing a system for registration of
newborns and monitoring of their vaccinations, and testing the
system in three areas where there will be Subregional Advisors

r
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for the Project. These activities may be later expanded to other
regions. The Project will provide updated training for MoH
personnel. It will also contribute to the consistent and
adequate functioning of the cold chain, thus ensuring the
maintenance of the quality of the vaccines and their availability
at all levels of health care. In addition, the Project will try
to assure that 90 percent of women of child- bearing age residing
in high risk areas have at least two doses of tetanus toxoid
vaccine. The Project will also help to eradicate the wild polio
virus by maintaining and improving polio immunization coverage.

Under this Project, A.I.D. will continue to actively participate
in the Interagency Coordinating Committee (ICC) for EPI and will
finance: cold chain equipment; vaccine, needles and syringes,
specifically for tetanus toxoid4 ; short-term, in-country training
through training-of-trainers and replica courses for
multidisciplinary personnel from hospitals, health centers and
posts, and for community health promoters and TBAs; ethnographic
research and RAP studies on immunization; local level mass media
lEe programs; production of self-instructional materials and
manuals; publication of a periodic bulletin on child survival
topics that includes recent research and prog~ammatic experiences
in immunizations; and short- and long-term technical assistance.
The MoH will finance: vaccination cards; supervision at all
levels of service; the periodic testing of vaccinations for
potency; the purchase of needles and syringes for childhood
vaccinations; and printing and distribution of manuals and
national norms.

Diarrheal diseases. The control of diarrheal diseases is one of
the most notable successes of Peru's health system. In 1985,
dehydration due to diarrheal illness was responsible for 22
percent of all infant deaths. In 1992, this was reduced to 12
percent. As a result, diarrheal diseases have dropped from the
second to the third leading cause of death in infants.

Peru has achieved this by undertaking a multi-faceted effort to
control diarrheal diseases, including improvement of sanitary
conditions, improvement of the quality of potable water, general
education on how to prevent diarrhea and a variety of efforts to
promote oral rehydration therapy to prevent dehydration. The
installation of institutional oral rehydration units in health
centers and hospital outpatient departments in rural and urban
areas and of commun~ty oral rehydration units in the homes of
community volunteers has facilitated access to oral rehydration
therapy.

·Commoditie. for t.tanu. toxoid immuniz.tion. will be provid.d by the
Proj.ct for the fir.t ••v.r.l ye.r., with. gr.dual d.cr•••• in funding lev.l,
a••uming that the MoH will gradually •••ume the•• co.te with public funda,
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In 1991, Peru experienced a severe cholera epidemic, for which a
huge effort was channeled into prevention and early treatment of
acute diarrhea. This epidemic was successfully controlled,
part!y because the country already had in place a successful
system for oral rehydration treatment in children. As a result,
99 percent of those contracting cholera survived, the highest
survival rate ever recorded. These activities also had a notable
impact on reducing the number of diarrhea cases due to other
causes .

The CSAP Project is currently providing, through the end of 1994,
substantial support to the National Plan for Diarrheal Disease
Control of the MoH. This support will continue under Project
2000. Under the CSAP, support was provided for installation of
oral rehydration centers for health personnel training, case
management, and research. Also, doctors and nurses, as well as
family members and others, are being trained in the correct use
of ORT. Because of this training, ORT has been accepted as the
most effective and appropriate treatment for the management of
dehydration, even though medical personnel were initially
reluctant to abandon intravenous therapi.

There are two areas currently warranting further emphaDis in the
area of diarrheal diseases. The first is to reduce the overuse
of pharmaceuticals (antibiotics and antidiarrheal drugs) for
treatment of diarrhea. Even though most cases of diarrhea do not
need pharmaceutical treatment, 60 percent of cases are currently
treated with them (frequently in combination with ORS), causing
an unnecessary economic drain on families and the health care
system. Antibiotics, when improperly used, can c~use resistant
strains of bacteria to develop. Most importantly, antidiarrheal
medicines can have fatal side effects when used in young
children.

Secondly, emphasis is also warranted on proper dietary management
of children during and following bouts of diarrhea, in order to
avoid negative nutritional consequences of the illnes8 and to
promote post-illness catch-up growth. Often health care
providers do not mention nutritional aspects to family me~~8

when treating a case of diarrhea. Training and IBC messag6~ on
these two topics need to be disseminated among both health care
providers and families.

This Project will continue to support the MoH activities that
have already attained these notable successes. Various

• programmatic options (clinical training, health education, in
service training on proper use of antibiotics) will be reviewed
for their relative strengths and weaknesses, with the
interventions that have been most successful chosen for greatest
support in this component. Among the possibilities are clinical
training for MoH health care providers through training-of
trainers for model hospitals; replica courses for
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multidisciplinary personnel in hospitals, health centers and
posts; training of community health workers; local mas. media IEC
camvaigns; production of self-instructional materials and
manuals; publication of a periodic bulletin that includes
research and implementation experiences in diarrheal diseases in
children; the purchase of ORS; ethnographic studies for
development of lEC measage~; and ahort-term technical assistance
to carry out a feasibility study of the production of ORS in
Peru. The MoH will finance such recurrent costa aa the printing
and distribution of ORT manuals, the production of evaluation
sheets (for the state of dehydration), and supervision.

2. Clinical Training

Project 2000 includes extensive support for in-service clinical
training of Ministry of Health (MoH) personnel who work in
hospitals, health centers, and health posts. Improvements in
health personnel's knowledge, attitudes and clinical skills in
the child and maternal health interventions addressed through the
Project should result in an overall higher quality of care in
public sector health facilities. Specifically, diagnosis,
treatment, ~nd patient counseling and education should improve.
Training of community health workers, including health promoters
and traditional birth attendants, will also be suppor~ed in order
to ensure outreach into the community with health education,
basic treatments, emergency care, and promotion of demand for
preventive and curative care at formal health facilities.

Major training needs exist in the areas of child and maternal
health, since there has been little systematic training of
clinical staff of the MoH in the past decade, despite the
availability of donor funds to support training through the MoH.
Most MoH training has been done through seminars, but not
clinical practice. Also, past MoH training strategies have
focused on developing regional or departmental-level "training
units" in administrative offices that are removed from the
reality of health service delivery. It is important that a
clinical training program bave strong links with health care
delivery facilities for clinical practice.

All training provi.ded under Project 2000 will be skill-~riented

and participatory, and will include a strong element of clinical
practice. The training system to be supported by the Project
includes: 1) support for the establishment of a master training
center, centrally located in Lima, specifically for maternal-
perinatal health training; 2) support for training of •
multidisciplinary teams of trainers from selected regional
hospitals at the master training center; 3) support to these
selected regional hospitals and training teams to develop into
model hospitals and local clinical training center.; and 4)
support for these model hospitale and local clinical training

•

•
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-~nt.rs to provide clinical training to health personnel trom
8urrounding hospitals, health centers, and health posts. MoH
counterpart funds will pay diem and travel for personnel from
health posts, and health centers will .upport continuous training
and supervision of community health workers. The component
specific training plan contains a more detailed implementation
plan for this activity.

a 3. InfOrmation, Edugation and Communication.

The Project 2000 goal is to improve the health status of young
children and women of chilc1bearing age, by both reducirlg
mortality in these two groups and enhancing the ~1ality of
survivorship. This will be accomplished by focusing on
geographic areas of greatest need for in~rovement of health
services and quality management. However, there remains a need
in the entire country, including the urban areas where the great
majority of Peruvians live, for an overall higher quality of care
and better education of the general population in prevention,
early home recognition, home treatment and referral of the main
health problems in women and children.

Therefore, Project 2000 will feature a component on information,
education, and communications (IEC) along the following lines:

• A national-level communications campaign using the mass
media, especially television and radio, with a focus on
maternal-perinatal health and acute respiratory infeotions.

• Local-level mass-media communications campaigns in selected
regions and sub-regions on the topics of ARI and maternal
health, with additional communications efforts on the topics
of diarrheal diseases ~nd cholera, exclusive breastfeeding,
appropriate weaning, growth monitoring and immunizations.
These may contain radio spots and programs, flipcharts,
poster/calendars, photonovels, newspapers and other print
media.

• Seminars for health care personnel on maternal-perinatal
health and ARI in the first and second years of the Project.

• Development and distribution of su~plementary learning
materials for health personnel and com~unity-level health
workers, such as self-instructional training videos and
simple manuals or guides on the major maternal health and
child survival topics.

• Publication and distribution of a continuing education
bulletin on maternal-perinatal health and child survival
topics.



58

• A communication. campaign to generate public aupport for
uaer fees in .elected region. where new poliei.a may be
instituted under the Project.

The information, education, and communicationa plan containa a
more detailed implementation plan for thil activity. AI noted
elsewhere, the World Sank-funded a••ic Health and Nutrition
Project allo plana to carry out • national lEe campaign, with
omphalis on breaatfeeding. If, in donor coordination, it appear.
that the two efforte overlap, lome of Project 2000'1 lEe
activities may be cut back. •

4. Sugport Sy.t,m.

lnformation And mAna;,m'nt Iy.tem. In the lalt decade the MoH
has begun to Itandardize its information sy.tem. The Office of
Technical Management of Information and Documentation (DTID) haa
been relponaible for the automation of all the MoH's information
Iystem, as well a. for other management information ayateml. The
Health Information System/Management Information SYltem (HIS/MIS)
includes budgetary and financial management software, perlonnel
management software, and logiltical loftware, in addition to
health stati.tiel and epidemiological data.

•

The HIS/MIS system i8 presently operating,
key personnel at the UCES level, it is not
information required for making d~oisions.

that were identified were:

but, in the opinion of
offering the

Some of the problems

1

computer print-outs ar. not in a readable format;
key perlonnel at the ODES level are not trained to
evaluate and act on the information lupplied; and
the flow of information, the levels of analysis and the
collection of information have not been defined.

To 8upport the continued implementation of HIS/MIS activities,
AID will provide additional short-term technical alsistance,
program support, hardware, eoftware, and suppliel to allilt the
MoH (particularly the DaE and COEI) to:

• Define essential indicatora to monitor progrels towards
Project 2000 goals and to provide the data necessary to make
decisions regarding the management of Project 2000 programs.

• Determine which indicators are now adequately monitored by
ongoing information systema.

• For monitored indicators, develop a reporting and feedback
mechanism to provide relevant information to all levels of
the health syatem.
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• For indicatore not currently monitored, develop at least one
~ommunity·based surveillance system to accomplish this task
and similarly provide information.

Superyi.ory 'yltem. For a variety of reasons, monitoring and
supervisory systems within the MoH have never been very strong.
The lack of a strong organizational structure, lack of resources,
poorly defined job descriptions, poor morale and other factors
have all contributed to a lack of interest in aupe~ision. Yet,
a good aupervisory aystem is essential if programs a~e to b~

implemented and .ucceed.

To support the activities proposed in this Project, it will be
neceasary to strengthen the auperviao~' aystem ao that
.uperviaion is regular at the primary level. To this end, the
Project will deaign a supervisory system for health center. and
posts that is realistic and responds to the needs of the health
units. Personnel will be trained in the system and resources
provided to implement it. For these activities, A.I.D. will
finance short-term technical assistance and the procurement of
vehicles. The MoH will finance travel and per diem costs for
supervisory visits and gasoline.

Logistic. Iystem. Any national health program requires a
functioning, efficient system of procurement and distribution for
basic supplies. In Peru, this system is weak. DIGEMID
(Direcci6n General de Medicamentos, In.umoa y Drogas) is
responsible for distributing medicines and supplies from Lima to
the regions. However, DIGEMID is greatly in need of central and
peripheral storage areas.

A ~hree-pronged strategy is proposed for this area. The first is
the strengthening of the storage network at the dep&rtmental
(UCES) level through the MoH and DIGEMID. This process is
already under way. A substantial proportion of the funds to buy
medicines for the regions will be pooled at the central level,
de~reasing cost. through economie. of scale. This indicates that
DIGEMID will manage a larger volume of supplies. A aecond
strategy is to use an NGO for the di.tribution to the local
levels, with the guarantee that the key supplies will be received
into the country and distributed on a consistent basis. Finally,
a third possible strategy is to aid the local system to assure
the distribution from the regions to the health facilities. The
three strategies are compatible and complementary. There exists
in Peru an NGO that has a successful history of distribution of
contraceptives. These experiences should be used to benefit the
new Project. Also, the UTES of euZCQ has developed, with the
cooperation of the Italian government, the Local System of
Medicines (SILOMED), which apparently functions well. The new
Project could look to this system for guidance.
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Infrastructure Repair. The physical conditions of som~ health
clinics and POlts are deplorable: walls in need of painting,
~loors damaged, leaks in the ceilings. To attract service
utilization, health facility should be clean and orderly. Thus,
the Project will develop a system of p~eventive maintenance for
MoH health centers and posts. The MoH will finance the purchase
of basic maintenance materials, such as p~int, boards, nails and
plaster.

'GoP pecentra1ization Initiatiye and Project 2000'S ARproacb to
Improying MoH Management. Growing poverty, especially rur.l
poverty, falling levels of real MoH resources, the persistent
overconcentration of MoH resources in the Lima Metropolitan Area,
and the inabili.ty of the MoH to maintain in operation anything
approaching its full complement of rural health facilities have
all made the achievement of child and maternal health goals
increasingly difficult and hav~ drawn attention to the MoH's
managerial deficiencies.

The improvement of M~H management, while decentralizing decision
making authority, and the refocusing of MoH efforts and resources
onto the public health system outside of Lima, particularly on
the rural areas where the major battle for child and maternal
health is being waged, are the central goals of the management
efficiency component of Project 2000.

The current administration's new decentralization scheme will
introduce an important change in the process to date. In the
health sector, it is expected that decentralization will focus on
the ZONADIS (Zona de De8arrollo Integral de Salud, or Integrated
Health Development Zone', with the: Ministry of Health as the
overall coordinating entity for all the components that make up
the national health system. The GoP's general decentralization
plan .eeks to:

• reinforee the decentralization process by strengthening
managerial capabilities; and

• promote operational an~ .dministrative coordinating
mechanisms between ~entral, departmental and local
levels, to enhance both eff~.ciency of resource use and
equity.

The GoP's new scheme holds significant promise for improving the
MoH's efficiency and accountability and for increasing it.
responsiveness to people's needs. It therefore constitutes a
potentially important mechanism for helping to sustain child
survival programs. As such, it· figures prominently in the design
of Project 2000.
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Efficient management', contr~bution to child And maternAl health
.eryiQOs. All MoH service. and facilities would benefit from
increased efficiency at the MoH central office. Improved
efficiency lessens resource constraints by doing more with less,
thereby effectively increasing resource availability for all
services. Child and maternal health servicss supported by A.I.D.
are expected to benefit from the Initiative. for .ffioient
KaDag..-at component at the local level in two major ways.
First, a higher quality of care will result from improved
managerial oversight and monitoring, as well as from improved
planning that is based on service and epidemiologic data.
Second, a greater quantity of services will result from more
r~~ources available because of better allocation of existing
resources to the neediest populations, and a reduction in the
proportion of primary health care services provided in relatively
more expensive hospitals, with an accompanying increase in the
share provided in less costly health centers and posts.

Project 2000 plans to increase the efficiency of MoH planning for
use of resources with three programs. The first and most basic
effort will introduce a cost-based planning program that will be
adopted nationwide. The supplementary efforts will be a
decentralized management impro'1ement model and a total quality
management model. The latter two efforts will not be undertaken
until the ~ost-based planning program has been implemented and is
running smoothly throughout the country. If this is not the
case, resources that were originally planned for the DMIM and TOM
models will be devoted to the successful implementation of the
cost-based planning program.

Cost-based programming and budgetina. Improvements in global MoH
programming, in the overall coordination of MoH efforts and
activities, and in the coincidence of identified needs and the
availability of resources to address those needs are all key to
strengthening MoH management. This will require a process by
which local, regional and national health policy goals are made
compatible and become the basi~ on which resources ar~ allocated.
Project 2000's management component will pursue this goal by
introducing a cost-based programming and budgeting process. This
system will require that estimated budget requirements derive
from national goals and service delivery program goals
established by the MoH decentralized structures. These will be
based on the simultaneous consideration of relative needs within
the local are&, the ~eal cost of providing services and the
anticipated resource availability .

This cost-based programming and budget activity will take the
place of the current MoH allocation mechanism, which relies on
extrapolations of the historical budget and assumes continuation
of ongoing activities at the same levels. The current system
takes into account neither changing national priorities, locally
expressed needs nor changing epidemiological conditions.



62

The cost-based programming and budgeting system will begin by
rationalizing budget categories. A cost accounting aystem will
group inputs and costs into cost categories that are at once
meaningful and manageable by health care providers and managers.
The system will allow them to understand and alter the
relationships between the quantities and costs of inputs and the
quality and quantity of the different services provided.

Next, a decentralized budget allocation system needs to be
developed at the central level. MoH resources are presently
allocated primarily on the basi& of the historical budget, with
only minor modifications introduced to respond to new policy
initiatives. Replacing this decision·~~~~ingprocess with a
funding formula approach, in which resources are allocated 011 the
basis of health status and other indicators embodying pertinent
MoR priorities, will improve the degree of coincidence between
MoR priorities and activities.

Further, anr1ual work plans and budgets need to be developed at
lower levels, and the cost accounting systems used to report
expenditures needs to be revised. The cost accounting system
will be a multiple year effort. The MoH's need for information
about the costs of producing services, however, is immediate and
cannot be put on hold until the first data are generated by the
new coat accounting system. At the same time that the cost
accounting system is designed, then, a cost study will be carried
out. The cost study, as further discussed in the Economic
Analysis, will be a basic input into the design of the user fee
system.

In order to develop the cost accounting system and carry out the
cost study, All) will finance an estimated 18 person months of
short term technical assistance, training, printing of reporting
forms, computer rental, data input and other costa. The MoR will
provide personnel for the study.

Supported by cost data, annual programming and budgeting
exercises will become much more meaningful and important.
According to MoR Planning Department and MEF officials, MoH
budget requests to the MEF will then have greater legitimacy and
credibility. The MoR will also be more effective in its annual
budget negotiations with MEF. By programming activities by a set
of service delivery goals, combined with a cost accounting system
that provides estimates of the funding required to achieve those
goals, MoR managers will be able to monitor and evaluate programs
through performance benchmarks.

The process of developing the cost-based accounting system will
be an incremental one, meaning, thet as each year passes, the
process and the system will be evaluated and improved
accordingly. This intense refinement process will occur with
heavy participation of the Management Advisor.
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A.l.D. inputs into the development and implementation of the new
coat-based programming and budgeting system will involve
technical assistance and training at the central, regional and
local levels. Ten person-months of T.A. will be provided to
develop the system and to develop a training course for MoH
officials at each of these levela. A total of about 60 MoH
officials from all levels will be trained.

Decentralized management improyament model (DMIM). The DMlM will
be a pilot project limited to two departmental structures and
focusing on the development of an overall management model for
the decentralized management units, however they might be defined
by the new constitution. To develop this model, Project 2000
will work with all first-tier, MoH organizational units within a
defined department or ZONADlS. This will include all relevant
administrative and operational activities. The end product
should be an integrated, well-coordinated, efficiently
functioning, locally-oriented, departmental MoH facilities
network.

The DMIM will require A.I.D. inputs in the form of technical
assistance, training and evaluation. Sixteen person-months of
T.A. will be required to develop and test the model.
ApprOXimately 20 administrative and clinical personnel from both
of the two local units participating in the pilot project will
receive training in management systems in a six-day training
course. Training will be followed by a one-month trial
implementation and by periodic evaluation at bi-monthly intervals
thereafter for one year.

A number of specific courses will be developed to teach MoH
officials and managers to operate all administrative and
operational systems developed through the CMIM activity. This
training activity will take place in only the two local units
selected for the DMIM. Six person-months of T.A. from management
training experts will develop the exercises for the courses and
serve as facilitators for the first course. MoH officials from
the two pilot project sites will then be trained in each of the
system modules. These officials will subsequently serve as the
monitors and trainers for any additional training.

Total quality manaqament mgdel (TOM). A second pilot management
project will involve the design and implementation of a total
quality management (TQM) approach within the DMIM of the two
pilot sites. This will consist of working with all MoH
facilities within the selected sites. The TQM approach involves
establishing specific quantitative and qualitative goals, and
then constructing organizational mechanisms that permit permanent
monitoring and adjustment of the production processes and
outcomes, in order to facilitate the achievement of those goals.
The TQM ap~roach improves efficiency by reducing waste, improving
the perform~nce of participating agents (including patient self
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care), and developing increasingly stringent Itandards for the
quality of care provided.

The TQM Model will be developed and implemented on a pilot basis
in the health centers and posts of two sites. The chief
performance criteria to evaluate and adjust the model will be:

•

••

quality of services, including patient counseling, (as
measured, for example, by the percent of women who receive
prenatal care, of high-risk women who request family
planning, and of one-year-olds who are fully immunized),
average cost of services (efficiency), and
patient satisfaction.

The objective is to develop a model that can be implemented
throughout all MoH health centers and posts, with MoB resources.

In preliminary discussions held with the lOB during the
development of this Project, it was suggested that the lOB
consider incorporating the final TQM model into its more
comprehensive package of management improvement activitie.. This
would help generalize the implementation of the final model
throughout the country. While lOB participation in the
generalized implementation of the model is not essential, it
would be preferable. These discussions, therefore, are
continuing... Regardless of the lOB's level of participation in
this activity, A.I.D.'s inputs will include 10 months of T.A. and
the development of training modules based on the experiences of
the pilot sites, to facilitate replication in other sites.

coordination and evaluation meetipgs, Combining cost-based
programming and budgeting with periodic (perhapB quarterly)
meetings of MoH central office and local administrators to review
progress towards achieving goals can be a useful way to improve
both service delivery performance and the efficiency of
operations. The allocation of fixed budgets based on actual
costs of achieving quantified service-delivery targets will
enhance understanding of the relationships between inputs and
outputs. These periodic meetings will help to motivate and will
provide a structured forum to review progress towards established
goals, as well as furnish any necessary technical a••istance to
administrators and managers.

Strategic consideratiop.. O~e major constraint to the approach
proposed here is that, while the resources dedicated to this
component are limited, the NoH management improvement effort will
be comprehensive. This Project is foremost a child and maternal
health project, and the bulk of Project funding will go to
directly supporting the improvement of child survival and
maternal care programs. This is why the Project will need to
work first and foremost on the planning and budgeting model and
promote its implementation nationally, working only later on a
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pilot basis in several of these management initiatives. This
approach is consistent with the priorities and economic
constraints of the Project, at the same time that it lends itself
well to maintaining the flexibility essential in the present
fluid organizational environment .

As presently planned, the World Bank's Basic Health and Nutrition
Project does not prominently feature activities in management
systems and managerial capacity. It focuses on health centers
and posts in some of the poorest areas of Peru. In contrast, a
substantial portion of the lOB health project will be dedicated
to improving the administrative systems of the MoH, particularly
at the hospital and central office levels. While the lOB project
will start work in only five provinces, it is intended to be
replicated to encompass eventually all of Peru's 76 provinces.

Project 2000's administrative improvements for priority MoH
programs, as well as the DHIM activity component, have been
designed to complement the proposed lOB effort. While both
Project 2000 and the lOB project will be working in hospitals,
the management issues they will address are distinct and
complementary. It is hoped they will have a synergistic effect.

During the preparation of this Project Paper, meetings were held
with other donors, particularly with lOB officials and project
personnel, in order to highlight the need to coordinate the
projects and to take the first substantive steps in doing so.
Discussions included presentations of the major conceptual issues
involved, the justification for their selection, the
identification of critical goals and objectives, tentatively
proposed methodologies, the scope and timing of key activities,
and elucidation of how the projects could complement one another
and avoid counter·productive competition. The discussions were
open and frank, and agreements were made to work together in
principle. Continuing these efforts, both in Peru (at the
Mission level) and in Washington, D.C. (at the Agency
headquarters level) will be important to ensure that these
projects remain complementary and synergistic.

c. S••lth c.~. rlaanclDg

Throughout most of the past decade the real funding level for the
MoH was stagnant. It then began to decrease in 1987 and has
since fallen precipitously -. by more than half of 1987 levels.
Decreased funding has been an important causal factor in the
MoHls faltt~ring level of service provision. The MoHls service
provision trends -- both hospitalizations and outpatient
consultations -- have also been affected, with the Ministry
currently providing about 10 percent less care than it did in
1987.
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Paradoxically, while MoH financing and service provision have
faltered, its infrastructure has continued to expand. The number
of functioning health centers grew 20 percent, from 649 to 777
between 1987 and 1990, while the number of health posts in
operation increased 35 percent, from 2,465 to 3,328. With a
decreasing number of services being provided in an increasing
number of facilities, it is evident that the average productivity
of the Ministry's health centers and posts has decreased
significantly. Furthermore, each year throughout the 1985-1990
prriod, more than 300 MoH health centers and posts have not been
in operation because of inadequate funding. Clearly, the MoH's
financing has been a major constraint on its ability to provide
health care, and, more fundamentally, to keep its infrastructure
in operation.

Financing shortfalls have also contributed to erosion in the
quality of MoR care because of decreased availability of drugs,
equipment and medical supplies. This helps explain the reduced
use of MoH facilities. Clearly, more physical infrastructure is
not needed to improve access to and utilization of MoH health
facilities.

More indicated are two key health financing strategies:

• Increased mobilization of GoP resources for priority child
and maternal health care programs; and

• Increased cost recovery for MoH programs.

An important part of the health financing strategy of Project
2000 focuses on the development of a formal, more rational
national user fee system for the MoH, though the exact nature of
that system has not been pre-determined. Although there is no
official GoP policy regarding user fees for public health care,
some MoH facilities have levied charges for more than a decade.
While the proportion of total MoH financing that is generated by
these idiOSYncratic, facility-specific user fees remains
relatively small, the level of revenues they have raised and
their significance have been growing. Since the onset of the
financing crisis in 1988, a substantial and growing proportion of
MoH drugs and medical supplies have been purchased by MoH
facilities with the proceeds of their individual user fees.
These funds have played an important role in maintaining the
credibility and the viability of the MoH, especially its health
centers and health posts. In the health care financing component
of the Project, however, a careful balance will be sought that
takes full account of the responsibility of the State to provide
quality health care accessible to the poor. Cost recovery, in
some instances, may hinge more on fee for service, for example,
than on real costs. Cross-subsidization of services may be
another way to underwrite quality health services for the poor,
without overly taxing the financial resources of the State.
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Resource mgbilization fgr health seryicos. Through policy
dialogue, the Project will attempt to influence the proportion of
the MoH budge, devoted to child survival and primary health care.
Most of the activities in this area will involve policy
discussions with the Ministry of Economy and Finance. The
specific aims of this component of the financing strategy will be
to increase GoP resources for priority child and maternal health
care programs, and to enhance cost recovery.

The resource mobilization efforts will also involve policy
dialogue with the Ministry of Economy and Finance and/or the MoH
Planning Department. The objective will be to agree on
allocating, minimally, a constant proportion of MoH resources to
health centers and posts, and ideally an increasing proportion,
with a decreasing or constant proportion going to hospitals.

The policy dialogue efforts for resource mobilization will be
undertaken early in the project by the long-term health
economist, in conjunction with A.I.D. staff, and will not require
any additional A.I.D. resources. MoH inputs will be minimal,
limited to the dedication of at most one person,onth of time of
current MoH Planning Department employees, who will provide any
data that might be required to effectively demonstrate the
significance of the proposed policy reforms.

Cost Recoyery. The cost recovery portion of the health financing
component will involve a series of studies based on primary data.
The specific aims of these studies will be to:

• provide information for development of a national user fee
policy, with rationalized price and exoneration policies;

• assess existing ad hoc cost recovery schemes throughout the
country and determine whether those deemed valuable are
replicable;

• design and implement pilot projects and perform optlrations
research on new cost recovery schemes; and

• encourage the development of the private sector and the
MoR's ability to take advantage of its development by, for
example; (1) collecting fees from persons with private or
IPSS insurance; and (2) allowing persons to choose higher
priced, income-generating private wards in hospitals.

Demand study. As already noted, the major a~tivity of the
health financing strategy -- the development of a national user
fee system -- will require inputs from a major study consisting
of two components: the cost analysis described in the preceding
section, and a demand study based on household interviews.
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The analyeie ot the houeehold interviews will generate at least
two report.. 'lil1 firlt will discu.s general findings, analyzing
differencee in the coverage and utilization ratel of each
aubsector and geographic area. The aecond will be an econometric
analyeie of the d~mand for services. The demand analysis will
identify the factors influencing the decision to eeek care, the
choice of 8ublector and the level of care obtained.

A critical portion of the econometric analysis will consist of
quantifying the price elasticity of demand for health care
aervicea, the crose-price elasticity of demand and the income
elasticity of demand, including an investigation of how
elasticity of demand varies with income.

A.I.D.'s technical and programmatic inputs into the demand study
will include the household survey, the sector-wide workshop to
develop the interview form, the preparation of the two report.,
&nd a national conference to discus. and publicize the result••

Deyelopment of the MoH fee .tructure. The findings from the
cost etudy and the demand study will provide the f~~damental

building blocks to guide the development of the Mon'e fee
structure. The plethora of idiOSYncratic, facility-epecific user
fee systems include eignificant inefficiencies, inconeistent
policie. and incentive structures, as well as inequitiea that
need to be addressed as expeditioualy as possible. The MoH
should develop a national cost recovery acheme that
systematically addresses these significant shortcomings by
providing a uniform structure for rationalizing user fee and
other coat recovery policies, bringing them into accordance with
the MoH's mandates and policy goals of providing access to
quality care, providing free care to the indigent, and promoting
primary health care.

The development of that structure should be undertaken by a
working committee comprised predominantly of MoH official., but
including the long-term Project health financing speciali8t and
other representative. of A.I.D., as well as representative. of
NEF, the Inter-American Development Bank Project, the World Bank
Project, and others. The working committee will be provided with
a technical support staff that is well acquainted with the MoH
cost and demand studies. The Economic Analysis present. an
outline of the steps to be followed in developing the fee
structure, and identifies several quantifiable indicators to be
considered.

To complete this task A.I.D. will finance 5 person-months of
short-term T.A. The MoH and other GoP agencies that participate
in the working committee or a8 technical staff to the committee
will provide personnel time and salaries.
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Evaluation of exi.tinq cost recovery efforts and oporatioQl
research of new pilot grojocts. Tho final component of the
health financing component involves developing a syatematic
understanding of the experiences and potential rep1icability of
the various idiolyncratic COlt recovery efforts that have aprung
up at the local level in the palt few years, in reaponse to the
financial crisis. Thia work Ihou1d begin with the development of
an inventory of exilting efficiency-enhancing and COlt recovery
efforts, which currently include:

• the Loayza National Ho.pita1'. "trueque ~ocial" program,
wherein poor patients or members of the'ir families pay for
care in-kind by performing some simple chorea (e.g.,
cleaning) at the hospital;

• the Honorio Delgado (Arequipa) Hospital's private ward;

• the Mar~a Auxi1iadora Hospital's private ward;

• the Mar!a Auxi1iadora Hospital's private company contracts;

• the possibility of renting idle MoH health centers to NGOs
or private physicians;

• the possibility of functionally integrating redundant
facilities (e.g., the Honoria Delgado and Goyeneche
Hospitals of Arequipa);

• one or more of the more successful rotating drug funds that
are currently operating in a substantial number of
facilities.

One product of the health care financing conference to be held in
November 1993, will be the further development of this inventory.

The long-term health financing specialist, in consultation with
the MoH, will .elect those schemes that are to be developed into
case studtes. The goal will be to identify and select those that
have the greatest promise and to evaluate them, not only from a
financial perspective, but from a more comprehensive .et of
criteria, including equity, administrative requirements, and
replicability, always keeping in mind the responsibility of the
MoH to offer accessible, quality care that will be utilized by
the less advantaged, among other groups.

During the first year of the project, when the demand and cost
studies and the development of the new fee structure will fully
absorb the time and energies of the long-term health financing
specialist, no special studies will be conducted. In each
subsequent year, a few such studies will be conducted. No more
than 10 such studies will be conducted over the course of the
Project.
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2g~iqy dialgQu" A condition prec.dent to the agr••m.nt on which
Proj.ct 2000 i. b~••d call. for the Gov.rnm.nt of P.ru to
••tabli.h an Int.rag.ncy Advi.ory Committ•• on H.alth Manag'hl~nt
and Financing. Thi. Committ•• will provide an ongoing forum and
additional .ourc. of technical .xp.rti.. for the Mini.try of
Health in the area. of h.alth managem.nt and financing.
Minimally, the Committ•• will con.ist of officially-d••ignat.d
r.pr•••ntativ•• from the Mini.try of H.alth, which will chair the
Committ.e, the Mini.try of Economy and Pinanc., and
reprea.ntativ•• of the major donor. of A.I.D., the International
Sank for Recon.truction and Dev.lopm.nt (World Bank) and the
Inter-american Development Sank.

The Committ.e will be .p.cifically ta.ked by the Mini.try of
Health to examine prevailing policie. in health managem.nt and
financing, with a view toward .ugge.ting area. where reform.
might be contemplated and outlining, for the con.ideration of the
Ministry of Health, optiona for the de.ign and implementation of
reform. that would .trengthen managem.nt and financing.
Preliminary con.ultationa with GoP entitie., a. well a. donor
agencies, have identified a preliminary li.t of po••ible topic.
for policy dialogue. Thi. illu.trative li.t will be .crutinized
by the Interagency Adviaory Committee and modified a. deemed
necesaary:

a. Processes for programming, budgeting and accounting. These
could move to a co.t~baBed sy.tem that more directly supports GoP
health prioritie•.

b. Waiver of the current MEF requirements that "ingre.o.
propios" (e.g., u.er fee revenue.) be included in the annual
proceas for MoH budget allocation.

c. The proportion of MoH resources that are dedicated to
hospital.. Optimally, this could be reduced over time.

d. Reunification of the entire MoH budget, which i. currently
segmented into Lima\Callao and the re.t of the country. The
present practice i. conducive to urban bia••

e. Development and adoption of a funding formula to
decentralize the MoH budget, .0 that a greater proportion of
resources is dedicated to the region.. This includes the
rational assignment of personnel.

f. Discussion on the merits of a national user fee system that
safeguards access to quality services for the poor.

g. Discussion on the merits of other appropriate modalities for
public/private partnerships in health financing and management.
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h. Di.cu••ion of how the H:S .y.tem c.n pl.y • more dyn.mic and
influenti.l role in m.king deci.ion••bout health polici•••nd
p~ogr.m •.

Reform. such •• ~he.e will incr•••• the effici.rlcy of MoH
program., height.n loc.l responsibility for man.gement .nd
r••ourc•• , .nd h.lp allocate re.ource. both by ne.d .nd
perform~nce. The re.ult should b. improv.d avail.bility .nd
utilization of quality h.alth ••rvices, thus enabling the GoP to
reach its goal of improving health statu.. Th••• suggested area•
for policy dialogue and reform ar. 8r1cified in Annex 1 to the
Project Agreement.

The illustrative li.t of policy agenda item. wa. identifi.d in
two ways. First, during the PP design, team memb.r. interviewed
key MoR and M!F officials, who sugge.ted many of the items a.
important bottleneck. to improved resource mobilization,
generation and allocation. Second, RPN senior staff met with lOB
and IBRD counterparts in Washington to di.cuss various area. of
collaboration, inclUding needed policy reforms. Several of the
items on the illustrative list were mentioned in those meeting.,
a. reflected in the discussion, elsewhere in this document, of
the lOB agenda for policy studies.

D. ~d of P~oject Status

Project 2000 is designed to support the policies and programs
developed by the GoP, through its Ministry of Health, in the area
of child and maternal health. With the collaboration of A.I.D.
and other international agencies, the MoH has developed programs
for specific actions to control illnesses and deaths due to
childhood diseases, nutritional status and childbearing. Recent
advances in controlling diarrhea and vaccine-preventable diseases
must be strengthened. Acute respiratory infections, growth and
development, breastfeeding, maternal health and family planning
program. require increased attention. This Project will help t~e

MeH 8trengthen the operation of health establishments and will
promote increased community participation and involvement in
health care. At the end of the Project, a greater proportion of
children will survive infancy; the quality of that survivorship
will be enhanced in the first years of life, which are so
critical to long-term health and nutrition; a greater proportion
of women will achieve their reproductive intention. in the number
and timing of the children they bear without recourse to
abortion; they will also bear them more safely, thus contributing
to their own health a9 well as that of infants; and the GoP will
be better able to continue these improvements without over
reliance on donor funding.
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Project 2000 i. part of a national effort that includ•• the
Peruvian gov.rnment and international development aglneie.. Thi.
Project, in conjunction with GoP and other donor effort., will
re.ult in the incr••••d ule of child lurvival and maternal h.alth
int.rvention., aM detailed in the Logical Framework.

Sp.cifically, it i. expect.d that by the end of thl Project:

the proportion of pregnant women who receive prenatal care
will rile from 68 to 80 p.rcent;S

the proportion of birth, .ttend.d by qu.lifi.d 9~r.onnel

will incre••e from S2 to 67 perc.nt;

the prevalence of mod.rn contraceptiv•• will incr.... from
33 to 40 p.rcent;

total ~ontr&c.ptiv. preval.nc. will increa•• from S9 to 67
p.rc.nt;

the proportion of children under S with pn.umonia who
r.ceiv. c.re .t • health f.cility will incr•••• from 48 to
67 perc.nt;

the .v.rage duration of exclusive brea8tf.eding will
increa.e f~om 2.2 to 3 months;

the proportion of children aged 6-9 months who receive two
portions of appropriate weaning foods in addition to
breastmilk will increase from 62 to 7S perc.nt;

the proportion of infants whu receive at least 5 growth and
development check-ups will stand at 75 percent;

coverage of the recommended schedule of vaccines against 6
childhood diaeases will stand at an average of 7S percent;

coverage of women of fertile age with 2 doaes of tetanul
toxoid vaccine will increa.e in high-rilk area. from 20 to
60 percent;

the proportion of women with children under 5 who used ORT
in ~he most recent episode of diarrhea will increase from 31
to SO percent.

Further, in tne area of health management, budget categories will
be rationalized; a decentralized budget allocation formula will
be adopted at the central level; annual workplans will be

'wherever current percentag•• are given in thl. U.t of output., the figure
i. from the 1991-92 IHDBS.

•
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•
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designed and budgete developed at subrnational and lower levels;
a revised cost accounting system will be u.ed to report
expenditure.; 75 percent of ambulatory 8ervices will be provided
at health centers and p08ts (up from 62 percent in 1991); and 90
percent of health center8 will be functioning, as will 98 percent
of health posts.

Finally, in the a.e., of financing, it is expected that under
Project 2000: th~ proportion of the MoH budget dedicated to
child and maternal health I:ervices will rise from 48 to at least
55 percent; an increased propo~tion of MaH spending of the GoP
will be in the neediest 25 percent of departments; increased
amount. of GoP funds will be _pplied to h~alth centers and posts;
and a national fee collection 8yatG,n will be designed,
implenlented and functioning, collecting some double the amount of
revenue. collected in 1993 .



.... ,

74

VI. FINANCIAL PLAN

A. Cverall Project ••timated Budget

The total cost of this aeven year Project is estimated to be $60
million. The financing will be provided by a grant from A.I.D.
of up to $30 million and $30 million equivalent from the
Government of Peru. The GoP contribution will flow from Host
Country-Owned Local Currency (HCOLC) ~enerated by the
monetization of PL480 Title III commoditi~s, in the amount of $22
mill:lon equivalent, and $8 million equivalent in 8upportive MoH
operating expenses. The breakdown of program costs by component
lind admini8t,~ ative costs is presented in Figure 2.

A breakdown of the financial plan for the Project is presented in
Table 4. Table 5 prestints projected obligations and expenditures
by fiscal year. Table 6 provides a summary of Project costs by
funding source and foreign exchange and local currency costs.
Budget calculations consider as much as reason~nly possible
inflation and foreign exchange fluctuations. In-country
procurement estimates include th~ cost of sales tax (IGV). When
the IGV issue is resolved, the funds will be available for
redistribution.

8. ...tbods of tmpl_elltatioD ud l'iDaDoiD\l

The majority of A.I.D. dollar-funded activities will be
implemented through an Institutional Contractor. The IC will be
charged with providing technical assistance, commodity
procurement, training, and all other needs required to
effectively implement the Project. A separate technical
assistance contract will be executed by A.I.D. to procure the
servicas needed to carry out a base line demand study for the
cost recovery component to be developed by the IC. The demand
study will be contracted as soon as feasible after the Grant
Agre"lment has been executed, obligating incremental funding for
fiscal year 1993. The detail and nature of the IC's
implementation interventions are found in Section V. Project
Description.

A.I.D. will directly contract for and manage project
implementation support perRonnel (PSC), periodic evaluations and
financial reviews. Financial Reviews as a line item include
procurement of financial 6nd administrative management technical
assistance where needed.

Table 7 presents a method of implementation and financing
mechanisms matrix that will provide the basics for doltar grant
funds financial management.
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Table 4

BREAKDOWN OF FINANCIAL PLAN
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TABLE 6

SUMMARY OF TOTAL PROJECT COSTS BY
I1JNDING SOURCE AND FOREIGN EXCHANGE

(I'X.) AND LOCAL CURRENCY COSTS (LC)

(v.a. "000)

n LC ~

.oua4lacJ 8oazooe , , , , , ,

V8UD 1.,751 100 11,2.' 27 30,000 50

GO.
- BCOr,c; 0 0 22,000 53 22,000 37
- 8UD8ftUT 81JP1'OIl1' 0 0 .,000 20 .,000 13

IIfODL 1.,751 100 .1,2.' 100 .0,000 100

-~
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The GoP will agree to provide local cost support financing in the
amount of $22 million equivclent from HCOLC generated from the
monetization of PL480 Title III donated commodities. This local
currency will provide local cost lupport to interventions managed
by the IC. The A.I.D. Project Officer and the IC will provide
the MoH guidance in the programming of these funds. Aleo, the
MoH will provide personnel and other in-kind support whoee value
is ••timated at $8 million equivalent in soles.

C. Bost COUDtzoy Contl'ibutionl

MoH contributions to the Project will be through actual monetary
inputs from HCOLC, as well as in-kind contributions, in the form
of personnel support costs financed from the MoH operating
budget.

The HCOLC and HCC requirements interface with dollar grant funds
that will be managed by the Institutional Contractor. These
funds have been ~stimated by year of need and by inputs or
elements, as shown in Tables 8 and 9. The yearly requirements
will be determined in conjunction with the IC annual work plan.
The MoH will prelent its requir6ments to the Ministry of Finance
Special Onit, for inclusion in the GoP monthly budget needs. The
MoH will coordinate closely with the IC to ensure that intended
interventions are funded adequately and on a timely basis. The
MoH will report monthly to the Special Onit on the utilization of
HooLC funds, with a copy to A.I.D. The Project Officer will
establish a separate tracking system of funds provided and
utilized that will be managed by the IC. The IC will include
HooLC information in its periodic reporting to A,I.D.

The MoH will maintain identifiable accounting records for the
assignment of its personnel to Project activities. This
accounting will present information in detail on which personnel
are assigned to which specific activities, as well as information
on how the value of these assignments has been determined. The
MoH will report quarterly to the Project Officer on the
as.ignment of personnel and the costs of those assignments, as
evidence of the required counterpart contribution.

D. Audl;Lt ••quizoeaeDt.

The methods of implementation determined for the A.I.D. grant
envision project execution by Institutional Contractors who
provide technical assistance. The Contractors will be
responsible for maintaining auditable accounting records for
three years after the contract termination date. The cost of the
audit is usually borne by the cognizant contract audit agen~y.

Accordingly, there is no provision for audit costs in the IC
budget nor in the Technical Assistance Contractor budget. Audit
management responsibility for the u.S. IC resides in FA/OP.



TABLE 8

PROJECI'ED HCOLC OBUGATIONS AND
EXPENDrruRES BY DSCAL YEAR

(U.8. "000)

U.8. l'i.ca1 Year 1••3 l"C 1••5 1••1 1••7 l ••a 1••• 2000 MaJID
eftOjea~ Year) enl) en2) en3) enc) ens) enl) eft7) lfODL

1. BegiDia9 Ba1_ae 0 3,000 C,OOO C,OOO 3,.00 3,000 3,000 2,777 0

2. ftCMJr- A11ocat:io_ 3,000 2,.ao 3,'10 3,Ial 2,IC7 2,'17 2,110 0 22,000

3. IlapeD4it:ar•• 0 1,••0 3,"0 3,••' 3,747 2,'17 a,.33 a,777 aa,ooo

c. "'ia9 Bal_ae 3,000 ",000 .. ,000 3,.00 3,000 3,000 2,777 0 0

TABLE ,

PROJECI'ED MoB IN-KIND CONTRIBtrrlONS
BY PROJECT YEAR

(u.a. "000)

.rojeat: Year 1••3 1••C 1••5 1'" 1••7 l ••a 1••• 2000 -..e.Yl) e.U) cn3) enc) ens) C.",) CH7) lfODL

la-KiatJ coauillatloa • a •• a•• .10 1,17. 1,2a. 1,C•• 1,1•• a,.I.

CD...
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There are no formal audit requirement. for Per.onal Service
Contract. under A.I.D. procurement regulation., although PSCs do
receive annual performance evaluation.. Thi. procurement ia
subject to formal regulations and policy and i. provided adequate
fiscal review through other means.

There is, however, a formal audit requirement for HCOLC.
Accordingly, the HCOLC budget includes funding for annual audits;
and the scope of work will include GoP budgetary a.sistance to
MoH operating expense requirements. While fund. are included in
the HCOLC bUdget audit, management responsibilities will be
exercised by the MEr Special Unit. The MEr Special Unit will
request that audit .ervices be procured by the Controller General
of Peru, based upon a scope of work and listing of eligible audit
firms provided by A.I.D. The audit findings will be presented to
A.I.D. a. well a. a plan for resolving reported deficiencie•.

•• ..po~tiDg R.qui~"eDts

The IC, in coordination with the MoH, will prepare annual work
plans for the approval of A.I.D .. Theee work plans will present
in monthly increments all interventions planned for the year.
The plans will also present monthly HooLC and HCC requirements to
support planned activities. The IC will aubmit quarterly
progress reports that present execution compared to planned
activities. This quarterly report will also relate the financial
consequences of executed and in-progress activities. The report
will be comprehensive in that it will present the financial
activity. Finally, the quarterly reporting will also show
accrued expenditures at the end of the reporting period.
Reporting will be presented no later than five work day. after
the end of the quarter.

w. ~.luatlOD .eqQl~~t.

Three project evaluations are scheduled: one in year three, one
in year five and a final evaluation at the conclusion of the
Project. Each evaluation will require an estimated four weeks of
effort by a team of experts in the various child survival
intervention areas, as well as experts in health financing and
quality management.

Project recurrent costs are incremental expenditures associated
with Project activities that must be made on a regular basis
during the Project to achieve objectives and after the Project to
sustain accomplishments and continue activities. During the life
of the Project, both A.I.D. and the MoH will be financing
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recurrent co.ta. Many of the.e recurrent co.ts are additional to
the regular budget of the MoH. Both financial expenditure
categorie., program and admini.trative co.t., contain recurrent
cost...

Recurrent cost can be identified for each Project component,
i.e., pharmaceutical., micronutrient., vitamina, .yringe., ORS,
spare parts for the cold chain, clinical training, national or
regional mass media campaigns, per diem and related travel
expen••• for supervi.ion and training, maintenance COltl for
infra.tructure, operating equipment, office supplies and other
input. to maintain support .ystems in information, logistics,
financial and personnel management.

Recurrent costs are addres.ed in two way.. First, in a covenant
to the Project Agreement, the GoP agree. to assume an increasing
proportion of recurrent costs over the life of the Project.
Funding will come from both PL480 fund. and an in·~ind

contribution that covers salaries. In the first year of the
Project, for example, the GoP cover. $800,000 equivalent in
recurrent costs from the National Treasury; this rise8
incrementally over the years, ending at a figure double that
amo'.,nt in FY 2000. The HCOLC contribution rise. even more
rapidly, more than doubling ira FY 9S ($3.9 million) over the FY
94 level ($1.9 million). The8e data are presented in Table 10,
while Table 11 breaks down the GoP counterpart contribution.

Second, in a further covenant to the Project Agreement, the GoP
agrees to continue financing Project activities once the Project
is completed. Recurrent cost estimates h~ve an average annual
level of about us $5.3 million during the life of the Project.
This is the level of recurrent costs that must be financed by the
MoH after the Project ends in order to sustain accomplishments,
continue the maternal and child health care programs, and
maintain the initiatives for efficient management and financing
reforms. This recurrent c08t level is a relatively 8mall share 
- 2.8 percent -- of the total 1994 MoH budget of $213,256,569.
This amount thus repre8ents a minor additional expenditure burden
on overall central GoP expenditure8 in health. Further,
increased revenues that result from financing reforms should help
relieve the financial burden on the GoP treasury, id.ally even
making the services self-supporting, .s explained in the Economic
Analysis. The health financing reforms and efficiencies in
management effected under the Project should bring about a
balanced supply and demand of health services that is both
programr.•atically and financially sustainable by the Government of
Peru.

I



Table 10
TOTAL GOP COUNTERPART CONTRIBUTION BY

CALENDAR YEAR AND FOUNDING SOURCE

US. 000
'.000

CJ HCOLe

~ GOP TREASURY

fD..

4.000

1.000

2.000 ..

3.000

0
YEAR I 1••• 1••• 1t.. 1tt7 1.t. 18.8 I 2000

HCOLe I 1."0 3.t80 3 •••• 3.747 2.t17 2..833

I
2,777

GOP TREASURY .00 aoo teO 1..120 1.280 1.440 1.100
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VII. IMPLEMENTATION ARRANOIMINTS

A. A~Distr.tlve and NODlto~i~1 Az~aDl"'Dt.

A. the p.~ti.s to th. Project Aireement, the Ministry of Health
and A.I.D. are the primary implementers of Project 2000. A U.S.
Institutional Contractor, which A.I.D. will directly contract in
consultation with the MoH, will ass1.t them in this effort.
Major manag.ment decision. will b. take jointly by the MoH and
A.I.D., with input from the InstitutionMl ContraQtor.

1. Mini.try 9f H'llth

C.ntral Loyel. Within the MoB, the Offic. of rinancihi,
Investment, and B'~tern.l Cooperation (OrICI) shall serve as the
overall coordinating office for the Project and as the first-line
MoH counterpart to A.I.D. The Director of this office ahall be
designated as an authorized representative of the GoP for the
pur,pos.s of this Project and may be designated a. the MoH Project
Direct~r. Or, if the Minister of Health so determine., a Project
Direc~or may be d.signated from wi~hin another MoH offic., thus
providing an additional source of technical input and monitoring
for the Project. The designated Project Di~ector shall have
central coordination, m~nitoring and evaluation responsibilities
for the Project, with specific reqard to:

-- liaising with A.I.D./HPH in formulating overall Project policy
and making major Project management decision.;

-- providing guidance to the Institutional Contractor in Project
implementation;

-- ensuring that the Project is carried out by the MoH in
accordance with the terma and conditions in the Project
Agreement;

-- ensuring the coordination of inputs and activities among
offices and administrative units at the central level of the MoB
and between tLe central and regional level.;

-- preparing requests for disbursement of MoB counterpart and
A.I.D. grant funds to finance local costs;

-- arranging for the receipt and delivery of all Project-financed
commodities at both the central and departmental levels;

-- ensuring the efficient and appropriate use of Project-financed
technical advisora, commodities and vehicles;
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ensuring the timely identification and release of trainees for
overseas training, if that training does eventuate;

-- ensuring that PL480 funds programmed under the Project reach
the regional levels in a timely manner;

-- submitting annual detailed plans for the ~se of Project funds
being provided directly to the MoH;

-- complying with all reporting requirements; and

-- ensuring that the long-term advisors provided under the
Institutional Contract or are provided with office space in the
relevant MoH office.

Subregional Level. The MoH will assign a technical counterpart
for each of the thr.ee subregional child and maternal advisors.
In addition, the MoH will assign one administrative person f~om

each subregion to work exclusively on the Project. Regional MoH
offices will be resp~nsiblefor:

-- submitting annual regional plans and budget requests to the
central MoH for Project activities;

participating in selecting candidates for training;

submitting annual detailed training plans;

developi~g operations research studies;

working with community leaders; and

working with the IC techni~al advisors to develop and
implement pilot projects and other program activities.

2. A.I.D.

Overall management and guidance for the Project will be provided
by USAID/Peru's Office of Health, Population and Nutrition, in
collaboration and consultation with the MoH Project Director, who
will be designated by the Minister of Health. For its
management, A.I.D. will use Projeet funds to directly contract
the services of an Institutional Contractor to imp16ment the
Project, as well as the full-time services of two staff members
(a Project Coordinator and a Project Management Specialist) for
the HPN Office. From its own operating expensea .budget, A.I.D.
will furnish the part-time services of one Foreign Service
National (FSN) and of the U.S. Direct Hire (USDH) career foreign
service officers assigned to the HPN Office.
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PSC Project Coordinator (Project-funded). The Project
Coordinator will provide technical leadership for the Project and
work with the MoH and Institutional Contractor to ensure that
Project implementation proceeds on schedule and that Project
activities conform to the goals of the Project. Among other
things, the Coordinator will be responsible for monitoring
Project progress and for ensuring that evaluations are undertaken
at the proper time and that evaluation results ar~ incorporated
into the continued implementation of the Project.

PSC Project Management Specialist (Project fynded). The Project
Management Specialist will monitor IC compliance with A.I.D.
administrative requirements and personnel policy. S/he will
prepare PIO documents, as required, and work with USAID's
Procurement Office to ensure that all Project procurement is
undertaken on a timely basis and in accordance with A.I.D.
procuJ:'sment regulations.

pirect Hire Sypport. Staff of the Office of Health, Population
and Nutrition will provide overall guidance and man~gement of
Project 2000, as well as specific technical inputs. The Chief of
the HPN Office will take a lead role in policy dialogue and
interagency leadership and coordination, as well as technical
guidance in the area of health financing. The Deputy Chief will
provide technical guidance in the areas of nutrition; maternal
health, including responsible parenthood; qualitative research;
information, education and communications activities; and
community-level activities. The Foreign Service National Public
Health Advisor will provide overall Project management and
technical guidance in the areas of training, facility-based
services and management.

Other A,I.D. Support. The support of the Training and Social
Development Division of the Mission may be required for certain
training activities. The health e"':onomist in the Office of
Project Development and Programs will provide support and
guidance in policy dialogue and in the area of health financing.
In addition, the support of the Executive Office and the
Controller's Office will be required during certain £tages of
Project implementation.

Mission staff resources shall be supplemented by AlO/W technical
and proj~ct development backstop staff in the Office of
Development Resources in the Bureau for Latin America and the
Caribbean (LAC/DR) and by various offices within the Bureau for
Research and Development (R&D), as well as by the Regional Legal
Advisor and Regional Contracting Officer, located in Quito.

USAID/Peru will be responsible for the following activities:

-- directly procuring the services of an institution to carry out
a cost study;
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-- directly procuring the services of an institution to carry out
a demand survey;

-- directly procuring the service~ of an Institutional
Contractor;

overseeing the Institutional Contractor's activities;

directly contracting evaluations;

directly contracting the services of two PSCa; and

participating in and reviewing project evaluations to
determine what modifications are needed to keep Project
implementation on track.

In all of these activities, A.I.D. will consult extensively with
the MoH. The MoH Project Director will personally approve all
Project documents that authorize procurement of services and will
participate fully with A.I.D. in guiding and monitoring the
project.

3. Institutional Contractor

In these responsibilities, the MoH and A.I.D. shall be assisted
by the technical counterparts furnished through the Institutional
Contractor. The major responsibility of the Institutional
Contractor in-country team will be to support the MoH and A.I.D.
in Project implementation, providing specific types of technical
assistance, as follows:

Chief-of-Party (COP) for six years. The COP will have a
Doctorate (preferably) or Master's Degree in Public Health or a
related field and at least five years of experience in public
health. In addition, the COP should have a broad understanding
of health financing, health administration and child and maternal
health issues. S/he will have a minimum of five years of
management experience as the supervisor of technical teams on
health issues in developing countries, preferably with A.I.D.
The COP will be fluent in both Spanish and English (FSI 4/3+).
The COP will be responsible for overall Project personnel
systems, procurement and Project coordination. Under the
direction of the MoH Project Director and A.I.D., the Chief of
Party will have first-line responsibility for Project
implementation and management, with specific responsibility for
the IDitiativ.. for .fficieDt NaDagement component of the
Project. The COP's main counterpart will be the Dir(lctor,
General Health Care (Atenci6n a las Personas).

peputy Chief-of-Party for six yea;.. The Deputy COP should have
a Doctorate (preferably) or a Master's Degree in health or
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business administration or a related field. S/he will have
responsibility for vehicles and logistic support, administration
of sub-contracts, reporting, and support to the regional
advisors. In subcontracting, this person will establish
selection committees that contain strong representation from both
the MoH and A.I.D. S/he will have at least three years of
experience in administering bilateral or multilateral agency
contracts. preferably s/he should be knowledgeable about A.I.D.
procedures, regulations and reporting requirements. The Deputy
COP must be fluent in both Spanish and English (FSI 3+/3+). The
Deputy COP's counterpart will be named by the Ministry of Health.

Child and Maternal Health Specialist for six years. The Child
and Maternal Health Specialist will have at least five years of
experience working with health programs in developing countries.
S/he might be a medical doctor or otherwise have strong clinical
training and have a pUblic health degree or substantial public
health experience. The Health Specialist will be fluent in both
English and Spanish (FSI 3+/3). S/he will have first-line
responsibility for implementing the StraDgtbeniDg Child aDd
KaterDal Sealtb Service. component, under the overall guidance of
the MoH and A.I.D. This person will liaise with an advisory
committee made up of representatives from each relevant vertical
child and maternal health program, as follows:

- Director, Expanded Immunizations Program
- Director, Control of Acute Respiratory Infections
- Director, Control of Diarrheal Diseases
- Director, National Family Planning
- Director, Maternal/Perinatal Health
- Director, Information, Education and Communications
- Director, Statistics
- Director, Epidemiological Vigilance
- Director, Integrated Health
- Director, Social Programs

Health Train~ng Specialist for four years. The Health Training
Specialist will have a Doctorate (preferably) or Master's Degree
in public health, with an emphasis on maternal and child health,
or have m degree in a related field. S/he will have at least
five years of experience working with health care training and
will have at least two years of experience with IEC programs.
The Health Training Specialist will be responsible for overseeing
all long- and short-term training and observational tours funded
under the Project and will work with the IEC subcontracts •. S/he
will be fluent in both Spanish and English (FSI 3+/3).

Health Economist for four years. The Health Economist will have
a Doctorate (preferably) or Master's Degree in health economics,
with broad policy exposure. Experience in designing and
conducting health surveys in developing countries and a
background in econometrics and statistical analysis is desirable.
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S/he will be fluent in both Spanish and English (FSI 3+/3). The
Health Economist will be responsible for implementing the
activities outlined in the H.alth PinaDcing component of the
Project, under the overall guidance of the MoH and A.I.D.

Three Subregional Adyisors for six years each. The Subregional
Advisors will be medical doctors with administrative experience
and at least three years of experience working with disadvantaged
communities on child and maternal health programs, preferably in
Peru. Each Advisor will also have some experience wo~king with
health administration, inventory control and related issues. The
Advisors will preferably have a working knowledge of English;
knowledge of regional, indigenous languages is a benefit. The
Regional Advisors will be responsible for implementing activities
at the community level and in health facilities under the
supervision of the Child and Maternal Health Specialist. Each
will receive administrative assistance from an MoH-assigned
administrative assistant.

The Chief-of-Party and Deputy Chief-of-Party will, ideally, be
international experts, if prevailing regulations permit the entry
of greater numbers of international personnel; the subregional
advisors will be Peruvian. Potential contractors will be
encouraged to recruit Peruvians and/or U.S. citizens already
residing in Peru for as many of the positions as possible, given
current limitations on international personnel.

Each technical advisor shall have first-line responsibility for
all aspects of implementation of their specific components of the
Project, under the overall guidance of the MoH and A.I.D.,
including:

-- ensuring the timely coordination of the activities of his/her
components with those of the other components and other offices
and administrative units of the MoH;

-- participating as resource personnel in Project evaluations and
audits;

-- facilitating implementation of his/her component at the
regional and subregional level, as appropriate; and

-- working with the long-term advisors to plan and implement
Project activities.

Second, the Contractor will provide an estimated 100 person
months of .hort-t.~ t.chDi~.l •••i.taDce as described more fully
in another section of the Paper. It is anticipated that short
term technical assistance will feature a mix of Peruvian and
international experts (approximately two-thirds Peruvian and one
third international). The ability of the contractor to use
international expert~, however, will be subject to U.S.
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Government personnel restrictions in place at the time of the
consultancy. A.I.D. will approve all consultants and scopes of
wor)c.

Third, long-t.r.m out-of-country tr.ining may be provided. The
de~irability of this component will be assessed with the MoH at
the time of Project initiation. An alternative to it is in
service, in-country training furnished by international experts
who come to Peru on short-term consultancies. If the outside
training does take place, in conjunction with the MoH and in
accordance with A.I.D. Handbook 10 regulations, the IC will
develop aelection criteria, disseminate information about
training opportunities and select fifteen MoH employees to
receive two-year training at the Master's Degree level in Public
Health, with an emphasis in health administration, epidemiology
or maternal/child health. The IC will be responsible for placing
the participants in Master's level programs and for providing all
logistical support, monitoring and follow-on activities
associated with their overseas training. The IC will ensure that
Policy Determination B, which requires that participants return
to their jobs for a specified period of time, is included in all
agreements with participants. The IC will also monitor
con~liance until the contract ends .

The annexes to this Project Paper include a waiver for travel
COIlts for long- term participants.

Fourth, loc.l tr.ining will b. provided. In accordance with the
Training Plan, the IC will: (1) enter into local subcontracts
for the development and provision of clinical training courses
for health professionals, health administrators, health
economists, and community health workers; and (2) work with the
MoH's School of Public Health to improve their teaching and
training capacity.

Fifth, the IC will subcontract a firm to implement pilot
.ctiviti.. in tot.l quality -.aag..CDt in at least two
subregional health centers and related health service areas.

Sixth, the IC will enter into subcontracts for fi.ld .tvdi••,
.urv.y. and operation. r ••••rch AS more fully described in the
Project Description and in an annex.

Seventh, the IC will oversee an Information, Sducation aDd
CommuDic.tion. sub-component. The IC will enter into
subcontracts with Peruvian research/ communications/advertising
firms to research, design, test and dis~eminate health messages
on maternal-perinatal health and ARI. Alternatively, a buy-in
mechanism could be used with a cent~ally-funded project; in that
case, funds for this activity would be withheld from the
Institutional Contractor and the Scope of Work amended. The IEC
program is outlined in detail elsewhere in this paper. A.I.D.
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experience in other countries has shown that large IEC contracts
can become very political. For this reason, the IC will be
encouraged to enter into a series of smaller lEe subcontracts
rather than one large subcontract.

In all subcontracting, the MoH and A.I.D. will have strong
representation in subcontractor review and selection.

Eighth, the IC will procur. commo4iti... The IC will be
responsible for all grant-financed local and offshore procurement
required for Project implementation, as fully described in the
Procurement Plan, and as listed in the illustrative list of
commodities in the annexes.

Finally, the IC will provide overall logistics and support.
While the MoH will provide the long-term advisors with work space
within the relevant MoH office, the IC will also establish, equip
and staff a central office in Lima to provide logistical and
administrative support to the team of long- and short-term
advisors.

The IC will have the following responsibilities:

establish a Project Office and hire support staff;

collect and organize data required by A.I.D./W's annual report
on child survival programs;

establish a reporting system for project monitoring;

coordinate closely with USAID and the MoH to ensure smooth
project implementation;

-- assist USAID in the preparation of scopes of work for
evaluation contracts and serve as a resource for evaluators;

-- directly subcontract, with the advice and consent of the MoH
and A.I.D., the services of local and/or international entities
to carry out studies, seminars, IEC programs and short-term
training activities as described in the Project Paper;

-- coordinate long-term training for 15 individuals, if this
activity eventuates;

-- procure local and offshore commodities as described in the
Procurement Plan;

monitor all subcontracts; and

comply with all reporting requirements.

•
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B. xmpl...ntation Schedule

1. Implementation Strategy

The activities under the Child and Maternal aealth Service.
component will be implemented by the Institutional Contractor.
In particular, the child and maternal health specialist, health
training specialist, and the three subregional advisors will be
responsible for the activities described in this component. The
IC will first coordinate with the MoH, USAlD and the World Bank
to decide where the three Subregional Advisors should be located.
These three subregions will serve as the initial focus areas for
Strengthening Child end Maternal ae.lth Service. component
activities; new activities will be initiated and evaluated in
these three areas before being expanded to subregions. In
particular, labor-intensive activities such as the design and
implementation of new monitoring systems, the development of
local communications campaigns and the initiation of activities
that require extensive community involvement (e.g., the
establishment of maternity homes or the convening of regular
community meetings on health) will first be tested in these three
subregions.

Short-term clinical training programs will be implemented
nationwide, although it is likely that the first trainees will be
selected from the three focus regions. It is anticipated that
training activities will begin to take place in the second year
of the Project.

Formative research for lEC activities will begin no later than
the second year of the Project. Selected nationwide information
campaigns on ARI and maternal/perinatal health will begin later
that year. Local IEC activities will not begin until sufficient
research data have been collected and analyzed. In all cases,
care will be taken to ensure that IEC messages do not create a
demand for services that the MoH cannot yet provide.

Upon arrival in country, the IC will immediately initiate
implementation of activities to improve warehouse, inventory and
distribution systems for pharmaceuticals. The IC will evaluate
various options: subcontracts to local NGOs or private entities;
improvements in MoH capability: and buy-ins to centrally
managed activities. The IC might implement pilot activities to
evaluate the different options.

The activities under the IDltlatlv~. for .fflclent Manag..ent
component will be implemented principally by the IC. In
particular, the COP will be responsible for this Project
component. Upon arrival in country, the COP, with the assistance
of the Health Training Specialist, will initiate dialogue with
the MoH on the desirability of the long-term, out-of-country
training. If desirable, selection of long-term participants will
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proceed soon after, so that the long-term overseas training can
commence as quickly as possible (preferably by fall 1995/winter
1996) .

Short-term out-of-country training will be coordinated by the IC
with the assistance of the USAID/Peru COlT Division of Training
and Social Development.

The IC will begin implementation of the cost-based programming
and budgeting activity within the first four months of the
contract. Training will begin as soon as the course is
developed. Periodic evaluations and coordination meetings will
take place quarterly, once the system is in place.

Implementation of the Decentralized Management Improvement Model
will take place in two subregional structures. The IC will work
with the MoB during the beginning of the second year of the
contract to identify the two units in which this pilot activity
will take place. The units should be identified by July 1995,
and implementation should begin immediately thereafter.

Implementation of the Total Quality Management models will take
place in the health centers and posts of two local health units.
The IC will not initiate this activity until the DMIM is
functioning well in both subregions.

With respect to the a.alth FinaDcing component, policy dialogue
regarding financing issues has already begun. This will be an
ongoing activity that will continue throughout the life of the
Project. The demand survey will begin as soon as possible after
the Project Agreement is signed, either under an AID direct
contract or under PD&S funds. The IC, and in particular, the
Health Economist, will be responsible for implementing all other
activities under this component. The demand survey and cost
survey will require most of the attention of the Health Economist
for at least his/her first year on the Project. Other component
activities will begin once these two studies are completed and
the data are analyzed.

2. Project Start-yP Actiyities

At least one PSC should be assigned to this Project as soon as
possible after the signing of the Project Agreement.

-- The scopes of work for the cost study and demand survey should
be prepared as soon as possible, so that institutions can be
contracted to begin the work as soon as the Project Authorization
is signed. PD&S funds could be used for this purpose.

-- The RFP for the Institutional Contractor must be drafted and
issued, proposals evaluated, and a contract negotiated.
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3. Chronological Implementation Plan

Date
1993

Event Responsible
Agent

September
September
September
October
October
October

November
December

December

January
February

March-April

March
September
September
November
December

January

January

January

January

January

February

February

February

Authorize Project
Make Congressional Notification
Sign Project Agreement
One PSC begins working on Project
Complete Controller review of MoH
Complete scopes of work for cost study
and demand study
Draft PIO/T for Institutional Contractor
Award contracts for cost study and
demand survey
Begin cost study/demand survey

Issue RFP in Quito
Implement upgrading of DIGEMID

warehouses
Begin national and regional seminars

on technical issues
Receive proposals in Quito
Award IC
Hire PSC Project Coordinator
Long-term TA arrives in Peru
IC submits detailed workplan

Decide on desirability of long-term
overseas training

Begin negotiation for subcontract
for clinical training for ARI/DDC
and EBF/W/GM/I

Select team of master trainers for
Mat/P/H and obtain training at CLAP
(Uruguay) and one other site

Negotiate subcontracts for
ethnographic studies and baseline
KAP studies on Mat/P/H and ARI

Prepare PIO/Cts for commodities
(medicines, equipment, vehicles)

Negotiate subcontracts for national
mass media campaigns for Mat/P/B and ARI

Negotiate subcontracts for local
mass media campaigns

Begin production o~ self-instructional
training materials and manuals in

USAID
USAID
USAID/MoH
USAID
USAID

USAID
USAID

USAID
Contractor

USAID

MoH

MoH
ICs
USAID/MoH
USAID
IC
IC/MoH

IC/MoH

IC/MoB

IC/MoH

IC/MoB

IC

IC/MoH

IC/MoH

..
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March
March

March

March

April

.~pril

April

May
May

May

June
June
June
June

July

July

Sept-ember
September
September

September

October
October

November

November

December

January
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various technical areas
Hold qu&rterly coordination meeting
Begin implementation of cost-based

programming and budgeting
Begin T.A. to define indicators for

information system
Begin implementation of ethnographic

and KAP studies in Mat/P/H and ARI
Begin clinical training for ARI/DDC

and EBF/W/GM/I (continues through PACD)
Begin Mat/P/H course development by

mastertrainers in Mat/P/H
Negotiate subcontract to manage short

term out-of-country training
Begin field work of Regional Advisors
Begin T.A. for development of Career

Development Required In-Service
Training

Implement feasibility study of ORS
production

Hold quarterly coordination meeting
Begin design of supervisory system
Begin design of logistics system
Begin implementation of infrastructure

maintenance system
Implement pilot training-of-trainers

course in Mat/P/H
Begin development of models in pilot

regions for management of obstetrical
complications and reproductive risk

Conduct initial evaluation
Hold quarterly coordination meeting
Begin Long-term overseas training

(i f agreed upon)
Implement ethnographic and baseline

KAP studies in DOC, EBF, W, GM, and I
Begin implementation of DMIM
Implement and evaluate pilot replica

courses in Mat/P/H
Begin negotiation for subcontract

for clinical training for Mat/p/H
Negotiate subcontract(s) for

maternal and perinatal mortality
study (ies)

Hold quarterly coordination meeting

Begin development of models in pilot
regions for community growth monitor
ing and improved immunization
coverage

IC/MoH
IC

IC

IC/MoH

IC

IC

IC

IC/MoH
IC

IC

IC
IC
IC
IC

IC

IC

USAID
IC

USAIO

IC
IC

IC

IC/MoH

Ic/MoH
IC

IC
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February Begin clinical training for Mat/P/H
(continues through PACD) IC

February Begin maternal and perinatal mortality
study (ies) IC

March Begin operations research in two
pilot are~s on maternity homes IC

March Hold quarterly coordination meeting IC
April
May
June Hold quart~rly coordination meeting IC
July
August Begin implementation of TQM IC
September Hold quarterly coordination meeting IC
October
December Hold quarterly coordination meeting IC

llll

January
February
March Hold quarterly coordination meeting IC
April
May
June Hold quarterly coordination meeting IC
July
August
September Hold quarterly coordination meeting IC
October
November
December Hold quarterly coordination meeting IC
December Complete Mid-term evaluation USAID

.u.n
January
February
March Hold quarterly coordination meeting IC
April
May
June Hold quarterly coordination meeting IC
July
August
September Hold quarterly coordination meeting IC ..
Oct - Nov
December Hold quarterly coordination meeting IC

un
January
February
March Hold quarterly coordination meeting MoH
April



May
June
August
September
October
November
December

January
February
March
March
April
May
June
July
August
September
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Hold quarterly coordination meeting

Hold quarterly coordination meeting

Hold quarterly coordination meeting

Hold quarterly coordination meeting
Complete Final Evaluation

Hold quarterly coordination meeting

Complete project

MoH

MoH

MoH

MoH
USAID

MoH

C. Procurement Plan

Institutional Contractor. After the Project Agreement is signed
in Fiscal Year 1993, USAID will prepare and issue a Request for
Proposals (RFP) by January 1994 to contract an Institutional
Contractor. This entity will provide 10n9- and short-term
technical assistance; provide management and logistic support;
and enter into subcontracting arrangements, as appropriate, for
studies, long- and short-term training and IEC activities.

Cost and Demand Studies. If possible, even before Project 2000
funds are obligated, USAID will develop a scope of work for the
proposed Cost Study. As soon after the official obligation of
funds as is practicable, USAID will directly contract an
institution to carry out the study. Similarly, during this same
time period, USAID will develop a scope of work for the proposed
demand survey. As soon after the signing of the Project
Agreement as is practicable, USAID will likewise directly
contract an ir~stitution to carry out this study.

Commodities. Eight categories of commodities will be financed by
A.I.D. under the project: a) needles, syringes and related
equipment, b) cold chain equipment, c) medical and laboratory
equipment and supplies, d) audio-visual and other training
equipment and supplies, e) computers, hardware and software, f)
vehicles and spare parts, and g) local miscellaneous program
supplies and materials for the MoH facilities. An annex contains
an illustrative list of commodities to be procured.

Evaluations. All short-term consultants ~equired for evaluations
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Eyaluations. All short-term consultants required for evaluations
will be contracted directly by USAID or through buy-ins by USAID
to central AID/W health, population and nutrition projects or
lQes.

Audits. All audits required by the Project will be carried out
according to the audit requirement described elsewhere in this
Project Paper.

D. Component-Specific TralD1Dg P1AD

1. Strengthening Child and Maternal Hgalth Services

Training in this component will target both health personnel and
community health workers.

Health Personnel. Project 2000 will strengthen a network of
model hospitals and local clinical training centers in diarrheal
diseases, ARI, breastfeeding and weaning. The specific criteria
for being designated a model hospital will be developed by the
MoH. Participating hospitals and training centers in the network
will train health personnel from hospitals, health centers, and
health posts in the sub-regions.

As such, the project will provide participating institutions with
teaching equipment, and PL480 funds may be used for local
purchase of furniture and some refurbishing of physical
facilities. The institutions will also require technical and
management support. This support could be provided by the
Institutional Contractor or through a subcontract to a local
institution.

Through replica courses, perBonnel fro~ multidisciplinary health
centers and selected health posts in the catchment area of each
participating hospital or center will receive clinical training
during normal working hours in the technical areas specified
above. They will also receive training in how to train and
supervise comm~nity health workers. The institutional contractor
will prov1de T.A. for the development of curricula on this
subject, building on other curricula used in Peru in the past ten
years. Experienced local MoH peroonnel and NGO personnel will be
recruited to train others in how to train and supervise community
health workers.

The Project will also provide training in maternal and perinatal
health, in support of the National Plan for the Reduction of
Maternal Mortality (1992). The Project will support qualitative,
formative research on the views, beliefs and practices of
community women, trained and untrained traditional birth
attendants, and health personnel in the area of maternal and
perinatal health, i.e., pregnancy, childbirth and immediate
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infant care. For this research, the Institutional Contractor or
sub-contractor will utilize national (and intElrnational, if
necessary) expertise. The results will be us~d for the
development of training programs for health workers as well as
educational activities in the community .

The Project will support a program with links to one or more
health care facilities for a clinical training program for the
training of trainers in maternal-perinatal health. A
multidisciplinary health team of master trainers will be in
charge of the training program. This team will make
observational and training visits to at least two out-of-country
programs to obtain updated information and training materials on
maternal-perinatal health and health care. The emphasis will be
on developing the technical foundation for health professional
training in maternal-perinatal health, while at the same time
orienting this information to the most appropriate and low-cost
technologies. The team of master trainers will then be
responsible for adapting and/or developing training materials in
maternal-perinatal health for multidisciplinary health
professionals. Approximately three months of T.A. will be
provided by the Institutional Contractor for this activity.

Once the materials are in hand, the team will be responsible for,
organizing and implementing a pilot training program for
multidisciplinary teams of approximately four healt.h
professionals from ea~h of four hospitals in two selected sub
regions, with T.A. from the Institutional Contractor. Due to the
pilot nature of these initial courses, there will be a very
strong evaluation component, including baseline data and possibly
a parallel evaluation of a control hospital, also with T.A. by
the Institutional Contractor. In this way, the course can be
readjusted before replication to 45 additional hospitals.

The Project will provide T.A., and PL480 funds will support
central level MoH supervision costs, to help the four
multidisciplinary teams establish their institutions as model
hospitals and local clinical training centers in maternal
perinatal health. Each model hospital will establish a system
for local transportation and referral of emergency high-risk
neonatal and obstetrical cases. T.A. for this activity will be
provided through the Institutional Contractor or its local
subcontractor. The Project will support the first two replica
courses to be given by each of the four pilot model hospitals.
The Project will also support a larger program for training-of
trainers at a maternal-perinatal master training center in Lima.
As many as 45 hospitals will be selected by the MoH to
participate in this activity.

Each participating hospital will receive supervision support and
T.A. to establish itself as a model hospital and local clinical
training center in perinatal services; support will include basic
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hospital equipment, supplies, and training. Project support will
also be provided to each of these hospitals to give the first two
replica courses in maternal-perinatal health in their home area.
T.A. will be provided to each hospital by the team of master
trainers in Lima, ~nd if necessary, additional T.A. will come
from the Institutional Contractor. Health center and health post
personnel will also receive training in how to train and
supervise community volunteers (health promoters, traditional
birth attendants, and other community members) in maternal
perinatal health.

Community health workers. Training and supervision of community
health workers is key to prevention, early identification,
treatment and referral of severe cases, especially where there is
a high risk of infant and maternal mortality and low coverage of
formal health services. Therefore, community health worker
training in this Project will address the same technical areas as
those for health personnel.

In general, training for community health workers will be skill
oriented and participatory, featuring real life situations and
role-playing. Promoters will learn how to teach comm~.nity

members in a similar participatory fashion. In all possible
cases, community health workers will be provided with appropriate
teaching materials, such as simple manuals, flipcharts, and
promotional posters. Such materials will be developed through
the Project 2000 IEC component, which draws on formative research
in communities on beliefs and practices regarding health and
disease.

Wherever possible, community members who have received previous
training as health promoters or volunteers will be selected for
continued training and supervision under this Project. Also, the
model of the community oral rehydration unit ("ORO comunal"),
which has ~een successfully implemented by the MoH in selected
areas of the country, will be supported. The Project will build
on currently existing community ORUs and add new ones. An
additional emphasis will be placed on community-level treatment
of ARI and pneumonia, including education of families and case
referral. This will entail intensive continued training of
community ORU volunteers in ARI and pneumonia and establishment
of a logistics system to keep them supplied with basic ARI
medicines.

Community health workers will receive training in the
identification and referral of pregnant women for prenatal care,
identification of high-risk pregnancy, distribution of iron and
folate tablets to pregnant women, basic health and nutrition
education related to pregnancy and childbirth, newborn care,
promotion of professional attendance at childbirth, early and
exclusive breastfeeding, and tetanus toxoid immunization for

•
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women. They will be encouraged to coordinate maternal health
activities with traditional birth attendants who work in the same
communities. Community health workers will also be trained to
manage common breastfeeding problems, promote appropriate weaning
practices, monitor children's growth, counsel families, and
promote full immunization for infants before the age of one year.

The Project will support the participation of community health
workers at two-day training sessions on a monthly basis for the
first year, and four times a year for each following year. The
MoH will assume these costs gradually throughout the life of the
Project. Health promotor training and supervision will be the
responsibility of the health post staff, with participation from
health center staff and other more experienced health promoters.
At least one health center staff member will travel to each
health post to provide assistance during each health promotor
training session. In certain areas of difficult access to formal
health services, local NGOs may be recruited to provide health
promotor training and supervision.

Traditional birth attendants. TBAs playa very important role in
maternal and perinatal health in Peru; they attend 29 percent of
deliveries. In rural areas this figure climbs to 47 percent.
Even in urban areas, it is 17 percent. The MoH has not formally
supported training programs for traditional birth attendants in
the last ten years. But a 1984 evaluation of TBAs showed that
trained TBAs provided improved quality of care compared to non
trained TBAs, and that women followed the advice of trained TBAs
in self-care during pregnancy. The major problems were in
recruitment, teaching methods, inadequate patient referral,
limited acceptance of the TBA as a valuable resource in the
community by health personnel, limited supervision, and lack of a
simple information system for the TBA to use.

Other lessons have been learned from previous TBA training
efforts in Peru. An official curriculum developed in 1979 was
very complicated and not well-defined, resulting in too much
emphasis on classroom lectures. MoH nurses and professional
midwives lacked the necessary training skills. MoH norms stated
that nurses were responsible for promotor training, and
professional midwives ("obstetrices") were in charge of TBA
training. This ruling caused many problems, since professional
midwives tend to work in hospitals in urban, not rural, areas.

Several types of materials exist in Peru for traiuing TBAs and
community health workers, including simplified manuals and a
training-of-traine~s curriculum. These should be reviewed by the
Institutional Contractor, updated if necessary, and utilized for
professional and community health worker training under the
current Project.
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TBA training under Project 2000 will emphasize three areas:

• Identification of high risk pregnancies with a simple risk
scoring index and early recognition of birthing
complications that require immediate attention and referral.

Identification and modification of harmful traditional
practices related to pregnancy, childbirth, and immediate
care of the newborn. These will be identified from the
qualitative formative research referred to earlier. At the
same time, beneficial practices and non-harmful practices
that have social or cultural importance in the community
will be supported.

• Basic promotive and preventive care during pregnancy and
lactation. This includes micronutrient supplementation,
basic nutrition education for pregnancy and lactation,
proper newborn care and weaning.

2. Initiatives for Efficient Management

Tne goal for training under this component is t? develop MoH
personnel's knowledge and skills in health serv1ces
administration and epidemiology, so that the performance and
efficiency of resource use at all MoH levels can improve. This
training wi'l support the GoP and MoH policy of decentralization
by ensuring that personnel at decentralized levels of authority
and responsibility have the technical skills to carry out
administrative and management functions in an optimal manner.
:'ypes of personnel that need training to support quality
-'anagement models include hospital and health center directors;
"egional and sub-regional directors, technical directors, and
.dministrators; and central level MoH officials .

. 0 this end, the Project will support training for pilot
~rojects; quarterly coordination meetings; in-country, short-term
: raining; out-of-country, short-term training; and out-of
=ountry, long-term training, if the latter is deemed desirable by
the MoH at the time of Project commencement.

The training for pilot projects will support the implementation
of a new "Programming, Budgeting and Control System" at the
central, sub-regional and local level. A training course will be
developed for MoH officials at these levels. Twenty-four
person-months of T.A. will be required to develop the system and
to develop and conduct the training course and training
materials. Approximately 60 MoH officials will be trained: 15
from the central level and 45 from sub-regional and selected
local levels. A six-day training course will be implemented in
Lima and selected Sub-regi~ns, with 40 of the 60 participants
coming from outside of Lima.
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Second, in order to improve productive and allocative efficiency
in two pilot sub-regions, a Management Improvement Model will be
developed and tested. Fifty-two person-months of T.A. will be
required to design the model. Once the model is developed,
approximately 20 administrative and clinical personnel from each
sub-region will receive training i~ the management systems in a
six-day training course. Training will be followed by a one
month trial implementation and, thereafter, evaluation.

Third, pilot projects will be implemented to test a TQM approach
within the Management Improvement Model (MIM) in two pilot health
centers and related health posts within the sUb-regions selected
for the MIM activity. The TQM model and training course will be
developed and conducted by one international expert (estimated 4
months of T.A.) and two local experts (12 person months of T.A.).
The course will be repeated twice with approximately 15
participants in each course: one for each health center and
related health posts.

Four times a year, a three-day gathering will be held for all
sub-regional directors, hospital directors, and higher MoH
officials. The purpose will be to follow up progress and
achievements in the implementation of management. The meetings
witl algo promote vertical and horizontal communication among
managers of the MoH. Two months of T.A. will be required to help
devise the first agenda, to train on techniques and to facilitate
the four meetings during the first year.

In-service training will be provided on an ongoing basis in order
to enhance MoH health managers' job performance at each of five
hierarchical levels of the health system. In the first and
second years of the project, personnel from sub-regions and the
local level will be trained. In the third year and thereafter,
all MoH health managers applying for a higher level managerial
position will be required to receive appropriate in-service
training.

Twelve person-months of T.A. will be required to conduct baseline
studies, develop curricula and teaching materials, and implement
the training during the first four years of the Project.
Thereafter, the MoH will assume responsibility for implementation
of the training. The School of Public Health (ENSAP) of the MoH
will be incorporated into the training program during the first
fou~ years, so that it can gradually take over training
operations, either directly through training at that institution
or through agreements between ENSAP and other institutions.
ENSAP will be the main coordinating entity for all training, as a
means of promoting this integration and sustainability.

A number of specific courses will be developed to teach MoH
officiala and managers to operate all administrative and
operational systems that will be developed through the MIM
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activity. This training activity will take place only in the two
sub-regions selected for the MIM project.

Six person-months of T.A. from training experts will be required
to develop the exercises for the courses and to facilitate the
first course. MoH officials from the two sub-regions will be
trained for each of the systems developed. These officials
should act as monitors for further training at those localities.

Approximately 50 well-selected MoH executives from all levels
will receive short-term courses (6 to 8 weeks) outside Peru in
hospital and health administration. This should generate impact
in the short run by establishing a common language and
understanding of the admin~strative field. These courses could
be divided into two or three segments, using innovative
approaches in long-distance teaching through written or
electronic means. Or, a private firm could be sub-contracted to
arrange tailor-made courses and observational visits for selected
MoH executives to appropriate institutions in the U.S. or in
third countries. These courses would include a diagnosis and
analysis of alternative ways to attack Peru's health problems, in
the hope of establishing common approaches and possible
solutions.

Early in the Project, a final determination will be made on the
desirability of out-of-country, long-terM-training. From the MoH
viewpoint, this type of training is problematic, because it
requires the extended absence of several key personnel at a time
when there are few human and financial resources to replace them.
Further, if these key personnel do not continue for many years in
the MoH once their training is completed, the investment and
short-term sacrifice are lost. Consequently, it may be more
rational to augment the other components of short-term, in
country and short-term, out-of-country training, using the
resources that would otherwise be used for long-term, out-of
country training. A final determination on this modality will be
made early in the life of the Project. If it is indeed adopted,
fifteen candidates will receive out-of-country training at the
Master's level, with specialization in maternal-child health,
epidemiology or health services administration. Training should
include strong exposure to advances made by underdeveloped
countries, with similar characteristics to Peru, in addressing
equity, efficiency and coverage through decentralization and an
adequate public to private mix. This could be achieved by a
joint training program between a U.S.-based university and one
located in another Latin American country that has a strong
curriculum in public health and health administration.

For all of the out-of-country training, a joint committee with
representation from the MoH, the IC and A.I.D. will recruit,
review and select the participants. The committee will establish
specific criteria that target appropriate training candidates and
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that can be applied transparently to evaluate and select the best
awardees from among them.

B. Information, IducatioD and Communication. Plan

Project 2000 will feature informati.on, education and
communications (lEe) activities composed of seven parts:
formative research and message development; national mass media;
local-level communications; seminars and workshops; self
instructional training materials; a continuing education
bulletin; and a communications campaign to promote user fees.

1. FOrmative Research and Messaqe Development

Specific educational activities will be developed on the basis of
formative, ethnographic research to support the effective
implementation of the Project 2000 strategy for child and
maternal health. These will be in the key areas of maternal
perinatal health, ARl and pneumonia, diarrheal diseases and
cholera, breastfeeding, weaning, growth and development, and
immunizations.

2. National Mass Media

The mass media will be used, especially television and radio, to
broadcast educational messages with a focus on both maternal
perinatal health and ARl/pneumonia. The messages will be based
on the findings of formative research in different parts of the
country regarding beliefs and practices in health. All lEC will
be coordinated through the Office of Communications of the MoB.
The contractor and the MoB will coordinate message content with
other lEe campaigns conducted throughout Peru, especially 'those
that are A.l.D.-funded and those to be conducted under the Basic
Health and Nutrition Project of the lBRD. For each of the major
topics, a package will be produced. A typical package might
include two television spots, two radio spots, one flipchart, two
educational posters/calendars, and two photonovels.

3. Local-level Communications

The mass media activities described above will encourage a demand
for health services by the population. To complement this, lEe
activities at the local level will be directed towards preserving
local traditional beliefs and practices that are beneficial to
maternal and child health and modifying detrimental ones.
Again, messages and materials will be developed primarily on the
topics of maternal-perinatal health and ARl/pneumonia in
children, and secondarily on the topics of diarrheal diseases in
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children, cholera, exclusive breastfeeding, appropriate weaning,
growth monitoring and immunizations.

In all these activities, the Institutional Contractor will
subcontract a local institution(s) to carry out the ethnographic
research, develop messages and materials, and field test them.
The Institutional Contractor will then work with the MoH sub
regional communications offices to identify and contract local
NGOs or local production companies to develop media spots and to
design, test, print or produce, and distribute materials and
messages. The MoH sub-regional communications personnel will
participate in all research and materials development under the
Project, as the counterparts of the contracted regional advisors.

4. National and Regional Seminars and Workshgps

During the first two years of the Project, seminars and workshops
may be held in Lima and then in the regions to raise public and
professional awareness of maternal-perinatal health and ARI as
major health problems in Pe~. The press would be invited to
attend so that newspaper and television coverage can be
generated.

5. Self-instructignal Training Materials

The central-level MoB Office of Communications will be provided
with a video camera and supplies for th~ production of
motivational and self-instructional training videos to support
Project 2000 training for MoR personnel and community health
workers. Videos will be produced with the collaboration of the
technical divisions of the Directorate of Mothers and Children.

Local technical assistance will be subcontracted to de,'elop/adapt
manuals for health personnel and community-level health workers
on the major health topics of the project. Whenever possib~e,

manuals already developed in Peru or other countri~s will be
utilized and/or adapted to the needs ef the MoB and community
personnel. A set of up to eight manuals each will be made
available for health professionals and for community workers.

6. Continuing EducatioD Bulletin

A quarterly bulletin will be produced and distributed to all
health personnel trained under the Project, as well as other
readers. The bulletin will feature recent international and
Peruvian literature on child and maternal-perinatal health
services and issues.



109

7. CommYDications Campaign to Promote User Fees

If a new user fee system is put in place under the Project,
communications campaign will be developed to motivate public
acceptance and understanding. Television and radio spots will be
produced. Project 2000 will support the diffusion of those spots
on mass media for the first two months the system is in place.

P. Monitoring ~laD

1. Compliance with Child SUrvival Requirements

In part, because of the level of U.S. Congressional and
Administration interest in the Child Survival Initiative and the
additional reporting requirements related to the use of these
funds, a careful monitoring and evaluation plan is essential. An
A.I.D. Task Force on Child Survival was charged with developing a
systematic monitoring and evaluation approach for all child
survival projects worldwide. The Agency has developed a
standardized reporting form that each Mission completes and sends
to AID/W in October of each year.

Thus, AID/W requires that all child survival projects include a
plan to monitor Project effectiveness and to collect information
annually on selected impact indicators, as well as Project inputs
and outputs, and to report this information to AID/W. The annual
data collection and analyses carried out under the Project will
be done in a way that conforms with these data needs. The
Institutional Contractor will be responsible for ensuring that
the information required to complete these annual reports is
collected regularly and available for these annual reports.

2. A.I.D. and MoB Ongoing Monitorins

Aside from monitoring requirements related to child survival
funds, ongoing monitoring of the Project will be conducted by
A.I.D./Peru and the MoH. A monitoring plan will be specifically
designed for Project 2000. At one level, the PSC Project
Coordinator in the HPN Office will monitor the plans, .
implementation and progress of the Institutional Contractor and
its interface with MoH counterparts and personnel throughout the
health system. The PSC Project management specialist will
likewise be the primary link to the IC in Project reporting,
ensuring that all A.I.D. regulations and needs are met. At
another level, the HPN Project Offi~er for Project 2000, who must
nold an OS-funded position, will monitor Project implementation.
This person will be supported in this activity by the other OS
funded staff of the HPN office, as well as by the members of the
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Project committee, which is made up of OE-funded staff from HPN,
CONT, EXO and PDP. Quarterly meetings of the Project Committee
will provide regularly scheduled forums for monitoring and
evaluation purposes. At still another level, the Project
Director at the MoH will monitor IC performance from the MoH
perspective, as well as the performance of MoH counterparts and
personnel throughout the health system in working toward and
achieving Project objectives.

Systems will be developed for accomplishing this moni~oLing in an
effective and tim~ly manner. A joint Project oversight board
will likely be formed, consisting of the MoH Project Director and
the A.I.O. Project Officer; the Chief of Party and Deputy Chief
of Party will be responsible to this board, as will the A.I.O.
HPN Project staff. This board differs from the Project committee
cited above, which serves an internal A.I.D. management function.
Further, each of the three Project components will be monitored
independently as well as jointly, so that it can be seen how the
parts, as well as the whole, contribute to Project objectives.
Within the Strengthening Child and Maternal Health Services
component, the various program areas will also be independently
tracked against process and impact indicators. The HPN OE-funded
ptaff will divide primary responsibility for the programmatic
areas among themselves by particular areas of technical
expertise.

Specifically, monitoring will be accomplished through the
following mechanisms: periodic technical and financial reports;
site visits; consultant (TOY) debriefings and reports; service
statistics; community-level surveys and qualitative information
gathering; internal MoR reporting and other information sources,
such as from the HIS/MIS particular components or program areas;
and the major external evaluations described below.

A quarterly report, jointly submitted by the Institutional
Contractor and its MoH counterparts, will report on each of the
th%~e major components. The report, at a minimum, will consist
of th~ following: financial activities, including the status of
HCOLC ~nd counterpart contributions, procurement ac~ivities, site
visits ~!l~ training programs and their impact. Major problem
areas and their proposed solutions should also be discussed.
Project 2000 committee members will evaluate and monitor the
Project's development through these reports. Each committee
member will be responsible for his/her own area of expertise,
i.e., EXO will take a closer look at procurement and the
Controller at financial matters.
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3. formal External Eyaluations

Three Project evaluations are scheduled: the first after a
period of approximately three years, the second after
approximately five years and the third at the end of the Project.
During each evaluation, Project progress wil;~ be measured based
on indicators in the Logical FrameworK, problem areas detected
and recommendations for adjustments and corrective measures.
Sub-regional activities to establish model programs will be
carefully evaluated and recommendations made as to whether or not
the Project should expand these models to other communities.
Each evaluation will require an estimated four weeks of effort by
a team of experts in the various child survival intervention
areas, as well as experts in health financing and quality
management.

•
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VIII. PROJECT ANALYSES

1. Maternal-perinatal Health. including Family Planning

With declining mortality attributable to vaccine-preventable
diseases and diarrheas, conditions originating in the perinatal
period are now the leading cause of death of infants. Therefore,
care during pregnancy and childbirth is crucial to further gains
in child and maternal health. Improvements in the coverage and
quality of prenatal care in MoH facilities, especially health
centers and posts, is key. In part, the specific improvements
needed will be identified in the recommendations of project
supported studies on socio-cultural factors affecting maternal
and perinatal health and health care use.

Second, to improve access to prenatal care, community health
workers need to be trained in basic prenatal care and assessment
of reproductive risk. Third, there is a large body of evidence
that supports the importance of micronutrients (vitamin A, iron,
folic acid, and B vitamins) in the development and protection of
infants and pregnant women, as well as the feasibility of
micronutrient supplementation.

The reduction of maternal and perinatal mortality primarily means
the diagnosis and management of obstetrical emergencies. Thus,
the Project promotes the training of health personnel, TBAs,
community health workers and family members in management of
obstetric emergencies. Toward this end, maternity homes for low
risk deliveries will be established on a test basis within the
community. These centers will offer a place within the community
where women can bear their child safely. The Project also
proposes to improve the reporting, investigation and analysis of
maternal deaths, through a system of epidemiologic surveillance.
This technology will be based on technical assistance and
resources provided by the Project.

2. Acute Respirato;y Infections (ABI)

Among all the illnesses classified as ARt, pneumonia is the one
disease most dangerous to young children, and especially children
under one. The Project theref~re proposes to strengthen
mechanisms for the proper diagnosis and immediate management of
pneumonia, the key to which is early recognition of a certain
pattern of rapid breathing. When pneumonia is present,
treatment with the appropriate antibiotic should begin
immediately. Thus, training of health providers, community
health workers and families will focus on identification of
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pneumonia. This focus is very feasible, since it substantially
reduces the amount of information that needs to be taught
regarding all other types of ARI, while targeting the critical
illness in this category.

Although the case-fatality rate in cases of pneumonia without
treatment is 15 percent, experience has shown that appropriately
trained community health workers can reduce the rate to one
percent. A pilot effort to redesign community programs is a
feature of Project 2000.

Since the most dangerous characteristic of pneumonia is the
inability to breathe, the Project recommends the purchase of
nebulizers for use in health centers and health posts that have
electricity and that are located in areas with a high incidence
of pneumonia cases and deaths.

Further, a system for the investigation and analysis of infant
deaths attributed to pneumonia will be developed through Project
2000. CUrrently, health facilities are recording deaths but are
doing nothing with the information. The project will stimulate
the epidemiological surveillance of infant mortality through
active detection, investigation and analysis. The data on deaths
will be used to educate both health personnel and the community.

3. BrEastfeeding. Weaning. Growth and Deyelopment

Statistically speaking, acute malnutrition, defined as a deficit
in weight-for-height of more than two standard deviations of the
NCHS reference standard for g~owth, does not exist in Peru. In
contrast, the deficit of height/age for Peruvian children under
five is 37 percent, while that of weight/age is 11 percent.
Thus, at least 26 percent of those who have a deficit in height
have a normal weight for their age. All of this suggests that
during the first several months of life children suffer a serious
insult to growth.

The Project will concentrate on promotion of breastfeeding,
weaning and monitoring of growth in children in the first years
of life, when malnutrition can set in very rapidly.
Concentration on infants and young children not only reduces the
target population, but also produces a higher cost-benefit ratio,
since prevention is less expensive than nutrition rehabilitation.

The other Prnject strategy in this sub-component is to emphasize
growth monitoring rather than solely nutrition status. Before a
child reaches a state of malnutrition, according to the growth
chart, he/she may demonstrate a clear tendency of faltering
growth. Thus, the Project focuses on corrective action when the
child begins to falter from his/her own growth curve.
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Because of polio vaccination, health services have a high contact
with children under one. Following through with this first
contact will not only help monitor growth, but will also help to
complete the full vaccination of children and facilitate the
provision of family planning to their parents.

Another feasible setting for growth monitoring are the "comedores
nacionales" that the GoP intends to establish in the near future.
By tying food supplementation to growth monitoring, the food can
be viewed less as merely a hand-out and more as part of overall
development efforts. Further, this strategy will help target the
children most at risk, since they are the ones whose families
seek food. Thus, the Project will supply growth monitoring
equipment, materials and training to personnel of the "comedores
nacionales", as well as to other health care facilities.

4. Immunizations

The equipment and materials proposed under this component are
utilized in the worldwide Expanded Program on Immunizations (BPI)
and have demonstrated their safety and effectiveness. Vaccines
are obtained through PAHO, in accordance with international
standards of quality. One of the most important elements of the
program is maintenance of vaccine quality through the cold chain.
In order to'monitor vaccine efficacy, the Project proposes
support for annual studies on the potency of the lots of vaccine.
In~country labs have the capacity for conducting the required
laboratory tests, making this a feasible activity, given funding
support from this Project.

One of the new technologies to be introduced is a listed-census
system to facilitate the registration of births, which can then
be followed up through an alarm system. This will help ensure
that a majority of children are vaccinated in the first year of
life. The alarm system will allow "searches" during mini
campaigns for children in need of subsequent immunization doses.
This can replace the door-to-door operations that are labor
intensive and costly. The proposed technology is simple and
highly cost-effective. Its design will require technical
assistance, training, materials and travel expenses for the field
visits, all resources anticipated in this Project.

To increase the usefulness of vaccines and so diminish losses, a
system will be designed to standardize requests for vaccine
supplies from health facilities. The T.A. and materials
necessary for the system will be provided by the Project.

In summary, Project 2000 will continue with technologies already
proven in Peru, while incorporating new ones that will help
achieve greater and more sustainable coverage, making more
efficient use of resources .

•
•
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s. Diarrheal Disease Control

In recent years, women's knowledge and use of oral rehydration
therapy have increased substantially, while diarrhea prevalence
has correspondingly decreased. Consequently, the Project proposes
to continue with the same technologies currently used by the
National Program for Control of Diarrheal Diseases. These
include the use of packaged ORS salts and homemade solutions, as
well as motivation of families to give more liquids and feedings
both during and after diarrhea episodes. The feasibility of
these technologies has been broadly demonstrated.

The Project proposes, as one of the strategies to improve the
availability of ORS, strengthening national production of ORS. A
study to determine the feasibility of this increased production
is anticipated. The feasibility of increasing the efficiency of
national production of ORS is not yet clear and will depend on
the results of a productivity and cost study currently under way
at one private national laboratory. Eventually, during Project
operation, the possibility of supporting improvements of all
national private laboratories should be explored.

The technologies and methods proposed by the Project in the field
of diarrhea disease control are completely feasible, inexpensive,
efficient, and have a high rate of success. The favorable
evidence is being demonstrated by changes in the epidemiologic
pattern of diarrheal diseases in children in Peru.

6. Information and Administratign

This component will improve the use of the information produced
by the HIS/MIS system developed under the CSAP Project. In
general, many MoH personnel have expressed the need to refine the
printouts of the system and develop a way to link it with
monitoring and evaluation activities, so that its information may
be used to make management decisions.

In addition, the Active Epidemiologic Surveillance (VEA) and
Field Epidemiology Training Program (FETP), which were supported
under the CSAP Project, will support Project 2000 by conducting
epidemiologic surveys and surveillance for monitoring and
evaluation in the health sector. The probable success of this
component is quite high, as the computer hardware is already in
place and provision is made for any technical assistance that may
be required.

7. Sypervision

The lack of supervision is one of the most serious problems the
health system faces. The Project proposes to develop a nation-
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wide system of supervision for health facilities that will help
ensure successful program implementation. Its feasibility will
depend, on one hand, on the development of a good model and the
availability of resources to carry it out (per diem,
transportation, materials, etc.). On the other hand, the health
system must determine the level or levels of supervisors, a
determination that will be facilitated once the organization of
ZONADIS and UBAS is completed. Also, health centers must take on
the supervision of the health postB, so that the supervisory
process is systematic and sufficiently frequent to achieve its
goals. The widespread agreement on a need for an orderly and
systematic supervisory system as a way of improving management
and increasing effectiveness argues for the feasibility of this
component.

8. Logistics

In this component, a three-pronged strategy is proposed. The
first is the strengthening of the storage network at the
departmental (ODES) level through the MoH and DIGEMIO. At this
time, this process is already under way, indicating its
administrative feasibility. A good part of the funds destined to
bUy medicines for the regions will be pooled at the central level
to decrease costs through economies of scale. This ind;.cates
that OIGEMIO will manage a larger volume of supplies. A second
strategy is to use an NGO for the distribution to the local
level, with the guarantee that the key supplies will be received
into the country and distributed on a consistent basis. Finally,
a third possible strategy is to aid the local system to assure
the distribution from the regions to the health facilities. The
three strategies are compatible and complementary. There exists
in Peru an NGO that has a successful history of di~tribution of
contraceptives. These experiences should be used to benefit the
new Project. Also, the UTES of Cuzco has developed, with the
cooperation of the Italian government, the Local System of
Medicines (SILOMED), which appears to function well. The new
Project could look to this system for guidance.

9. Repair of Physical Facilities

One-time basic repairs will be funded for health centers and
posts; these will consist of such activities as filling in holes
and painting. No major renovations nor ~onstruction is included.
Maintenance will be based on requests received from each
facility. Further, community collaboration will be sought as a
counterpart. The community, for example, might solicit materials
and perform the maintenance themselves. The Project will provide
such supplies as paint, cement and hardware.
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10. Hanagement and Health FinAncing ComponentI

The financial and management components build on already existing
MoH strategies and approaches, and, as such, have a proven track
record and are clearly feasible. These include user fees and
other cost-recovery schemes, better targeting of resources and
use of lower-level facilities to provide basic services. The
project is designed to improve on these means and methods by
formalizing, rationalizing and systematizing the techniques.
Some of the idiosyncratic cost-recovery schemes will be
replicated, while the user-fee criteria will be standardized and
generalized. In addition, some experimental approaches will be
designed and implemented. Technical feasibility is not an issue.

From a political perspective, feasibility is less certain, but
all indications at present are very positive. During the course
of preparing this document, the major elements of the financial
component of the Project were discussed with officials in the
Ministry of Health, including the Director of the Planning
Office, and the chiefs of that Office's three sub-directorates,
the Vice Minister, and the Minister; the Ministry of Economy and
Finance's Director General of the Public Budget; the Chairman of
the Congressional Health Committee and his chief health analyst.
All parties were overwhelmingly positive and supportive of the
objectives and proposed approaches.

B. Bconamic ADaly.i.

The financing and management components have been designed as
enabling components of the project: they enable the MoH to
improve its financial position so as to provide more and better
health care, including child survival and maternal care services,
as well as to sustain them after the completion of Project 2000.

The heart of the financial and management components of the
project builds on already existing MoH strategies and approaches,
and, as such, has a proven track record, is clearly feasible, and
entails virtually no incremental costst. The strategies and
approaches -- user fees and other cost recovery schemes, greater
use of lower level health care facilities and the targeting of
resources -- have already been tried, in one form or another, in
Peru, and have proven successful. By building on these

'This statement is qualified because aome of the new, other than standard
user fee, coat recovery ache..s that will be introduced are likely to have aome
increaaed incremental costa. The evaluation and operations research studies aub
component of the financial component of Project 2000, however, ia deaigned to
enaure that thea. Dew achemes are net resource generators. Thua, while they may
entail additional incremental coats, these costs will be more than offaet by the
revenues they produce, resulting in a net reduction in operating coats.
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experiences, the Project strategy entails a low-risk, high
payoff, cost-effective approach to effective resource
enhancement: striving to increase the absolute level of resources
available to the MoH, while improving the effectiveness and the
efficiency with which it uses its resources.

From a recurrent cost perspective, because they consist of one
time changes in administrative structures, one-time changes in
the design, scope and activities of existing personnel, positions
and systems, and a variety of one-time training activities, once
the financial component's activities are institutionalized (which
is a part of the Project's activities) they will entail only
minor incremental costs. Moreover, those incremental costs
should be more than offset by the additional revenues these
activities will generate.

It is estimated that the development and adoption of a
rationalized, national Ministry of Health user fee-syst~m will
result in an increase in MoH annual "ingresos propios" from its
current 33 million soles (which is the sum of the MoH and
regions' llingresos propios" in 1992) to 66 million soles (valued
in 1993 soles) by 1998. 7 This amounts to an increase of 33
million soles, or just over us $17 million (in June 1993 values).
Ignoring the anticipated annual increases in user-fee revenues
expected as a result of the Project's user fee activities prior
to 1998, and focussing on just the three last years of Project
2000, this would result in a total increase of US $51 million,
more than fully offsetting the US $30 million USAID direct cost
of the Project. Indeed, not only would this cover the sum of the
direct costs of the Project, it would even cover the US $22
million indirect costs of the Project, which consist of the PL480
portion of support for counterpart funding. Even if user-fee
revenues increased by just 60 percent starting in 1998 (rather
than the 100 percent figure assumed here), Project 2000's US $30
million, derived from A.I.D. funds, would still be fully covered
by its anticipated impact on user-fee generation in just the
final three years of the Project.

These expected changes in MoR revenue generation do not even take
into account the additional net revenues that are expected to be
generated by other than standard user-fee cost recovery efforts
(e.g., private wards in MoR hospitals), nor the reductions in
costs that are expected to be generated by improved efficiency,

7 Thi. number i. derived u.ing certain a••umption.. '!'he fir.t i. that
the price paid for health care i. inela.tic when dealing with certain income
groupa. '!'he .econd a.sumption i. that the MoB exempta 40' of it. clientele due
to inability to pay. With this .Ub.tantial protection of the mo.t vulnerable
.egment. of the population from the mo.t adver.e a.pect. of an MoR price hike,
a "beat gue••" would be that the MoB can double or even triple it very low level
of general fee., thus doubling or tripling the amount collected.

..

..
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nor the improved resource mobilization expected from the
Ministry's improved technical standing with the Ministry of
Economy and Financing.

Moreover, the recurrent costs of the primary component of Project
2000, the delivery of more and higher quality child and maternal
health, are relatively small. The vast bulk of the inputs into
this component of the Project consist of a comprehensive one-time
training program package that is designed to serve as a temporary
stopgap measure, while the curricula of already existing training
progr.ams are reformed to incorporate these same elements. Once
this one-time training and curricula reform are completed, there
will be virtually no additional costs relative to those currently
incurred by these programs and institutions.

The remainder of the inputs into this component of the Project
consists of commodities. Over the life of the Project, these
service delivery-related commodities annually average less than
us $700,000. A.I.D. resources to pay for these commodities will
be gradually phased out, and MoH resources phased in, so that the
MoM will assume responsibility for these commodities prior to the
end of the Project. These constitute the recurrent cost legacy
of Project 2000 that the MoH will have to be able to cover to
sustain project 2000 activities. If the increase in user fees is
a mere 5 percent, rather than the 100 percent increase
anticipated by 1998, Project 2000 will still be a worthwhile
investment: its activities will still be able to annually
generate sufficient additional revenues to more than pay for the
incremental commodities costs of US $700,000.

c. PiDaDcial ADaly.i.

A rigorous, comparative financial analysis was not done
specifically for this Project. This is because numerous studies
have demonstrated that the types of primary health care
interventions featured in Project 2000 are the most efficient and
effective ways presently known to reduce mortality and morbidity
and to improve nutrition. The interventions under Project 2000
are ones endorsed by A.I.D. sectoral policies, as well as by the
World Health Organization, the United Nations Children's Fund and
other major organizations dedicated to health and nutrition.
Further, worldwide experience in other A.I.D. projects also bears
witness that these are cost-effective interventions.

D. Social 80UDdD••• ADaly.i.

Project 2000 is designed to strengthen the quality of health care
delivery in MoB facilities and in communities, including
promoting a demand for services through social communications,
improving management skills and testing new management models,
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and improving health financing mechanisms. This section concerns
the social soundness of the project, taking into consideration
the socio-cultural characteristics of the population and an
evaluation of the population's needs and desires for health care.
Part of this analysis is based on a rapid ethnographic assessment
that was conducted in 1991 in three areas of Peru: urban and
rural Puno, urban and rural Arequipa, and urban Chiclayo. Key
informants and a random sample of women with young children were
interviewed in each site to understand their perceptions about
health and health care needs, use of health services, and
attitudes toward paying for services.

1. Socio-cultural Context

Although rich in history and natural resources, the severe
economic crises in Peru in the past two decades, combined with
terrorism, have wreaked havoc on social and economic development
and have severely worsened income distribution. International
recession, the mismanaged economic policies of a succession of
governments and recurring natural disasters have all had severe
effects on agricultural production. The Peruvians most
negatively affected have been rural people who rely on
agriculture for subsistence. This has caused a greatly stepped
up rural to urban migration; while in 1940 Peru was two-thirds
rural, today it is only one-fourth rural.

Rural areas of Peru have long been relatively abandoned by
government services. Access is difficult, and rural areas have
not been politically important. Incentives have been lacking for
qualified personnel and their families to settle and work there,
away from urban amenities. The lack of good education for the
rural population, in addition to poor lines of communication with
urban centers, has kept those populations from becoming
incorporated into the mainstream culture. Women have been
especially isolated from education. At the same time, health
facilities that do exist are often underutilized, either because
of accessibility in cost and/or distance or social distance
between patient and health care provider. These factors, added
to the major factor of poverty, have contributed to the high
rates of infant, young child and maternal morbidity and mortality
in rural areas.

Even the poorest peri-urban areas are better off than rural ones
because of better access to services. These urban settlements,
known as "pueblos j6venes", surround larger urban areas and have
grown exponentially in past decades, populated primarily by
people who have migrated from rural or less urban areas. Also,
the poor from inner city "tugurios" also settle in "pueblos
j6venes", seeking to build a house on their own plot of land.
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Grassroots community organizations have been flourishing for many
years in periurban areas and provide excellent means to reach
community members with health information and education.
Community kitchens, which are a major focal point for many
communities, have emerged as a response to the economic crisis.
Their numbers have been increasing since the strict structural
adjustment measures were put into place by the current
government. The "Vaso de Leche" program, which was started by
the city of Lima and has now spread to other municipalities,
provides dry milk powder to organized groups of women ("Vaso de
Leche" committees), who take turns preparing the milk and
distributing one glass per day to all children and pregnant and
lactating women in their communities. Although the nutritional
benefit may be small, this program has encouraged women to
organize themselves in the community. This can help them to
solicit other benefits and helps channel resources to the
community. Rural communities typically have some type of
organization that is dominated by men, but many also have
mothers' clubs or other such groups.

2. Beneficiary Pgpulations

The direct beneficiary population of the Project consists of
women of childbearing age and children under age three who live
in selected areas of the country where health services are
currently severely underdeveloped and where the highest rates of
infant, young child and maternal morbidity and mortality exist.
Indirectly, the beneficiary population will include other family
members, neighbors and friends of the targeted women and
children. They will benefit from improvements in the quality and
efficiency of health services delivery, from improved access to
those services and from the health information provided to
general audiences.

The health needs identified in the rapid ethnographic assessment
correlate closely with epidemiologic data on disease and coincide
with the health services to be strengthened under Project 2000.
For example, women reported respiratory illness as their first
child health priority, followed by diarrheal illnes8. Nutrition
was a primary concern of low-income women. Vaccinations and
growth monitoring were also mentioned, albeit less frequently.
Regarding their own health, women identified family planning as a
primary need, as well as nutrition, care during pregnancy and
delivery, gynecological diseases and urinary tract infections,
which are referred to obliquely as "kidney problems." Women are
concerned about their mental health, mentioning as problems
nervousness, headaches and fatigue.
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3. Participation

The Project was designed collaboratively with the MoH central
level, which identified the inputs needed to complement financing
for implementation of national programs in maternal and child
health. A series of planning meetings was held with technical
officers of the MoH. Further, the draft Project description was
circulated for review to technical offices and senior levels of
the MoH. Comments and suggestions from that review have been
incorporated into the present document. Coordination meetings
were held with the other major donor agencies in Peru that
support the health sector, including PAHO, the World Bank, the
lOB, UNDP, FAO, and UNICEF.

4. socio-cultural Feasibility

This Project is socially feasible for two reasons. First, people
recognize quality in health care, look for it, and are willing to
pay for it. Second, many people consider that their health needs
are not well met and that health services should be improved.
The services to be offered under the Project are highly
acceptable to potential beneficiaries and MoH health care
providers, with a few exceptions in the maternal health services.
That level of acceptability varies by residence and level of
education, among other factors.

Maternal-perinatal health. The generally low level of acceptance
of maternal health services in the country, especially among
rural women and those with little education, is reflected in
utilization rates. One-third of women with children under five
had no prenatal care in their last pregnancy; this figure is 45
percent for rural women and 37 percent for women with no
education.

Institutional childbirth is even less acceptable, with only one
half of women bearing their children in a health facility. While
65 percent of urban women do so, only 15 percent of rural women
and 13 percent of those with no education bear children in health
facilities. Reasons for such low utilization include cost;
hospital requirements that disqualify women who have not done
prenatal care there; distance; the perception that hospitals are
for the ill, while childbirth is a normal event; and the desire
to comply with cultural rites that are not permitted with
hospital delivery (e.g., special burial of the placenta).

The Project will promote hospital deliveries, especially for
high-risk pregnancies and obstetrical emergencies. It will also
provide training for TBAs and other community members, to improve
their practices for home deliveries and their health education to
women.
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Family planning. Knowledge, attitudes, and practices regarding
fertility correlate strongly with residence. The total fertility
rate of 2.8 among urban women contrasts markedly with that of 6.2
among rural women. Four of five women in union have used a
family planning method at least once. Use of modern methods has
increased steadily, from 11 percent in 1978 to 33 percent today.
An additional 20 percent of women have an unsatisfied demand for
family planning services .

In general, health care providers are supportive of family
planning, but inadequate logistics systems impede quality service
provision. Family planning is now a widely accepted concept in
Peru and enjoys strong political support. Peruvian President
Alberto Fujimori has been an outspoken supporter, making family
planning a priority. The Church continues to resist lending its
support to family planning, but does not stand in the way of
programs.

Acute relpiratory infections. As the major cause of child
morbidity and mortality, and the second cause of infant
mortality, ARI is recognized by women as a priority health care
need. It is the primary reason for children's outpatient visits.
Treatment of pneumonia clearly reduces ARI mortality, but the
definitive solution to ARI deaths is prevention.

Public education campaigns have promoted the importance of early
home treatment of the first stage of ARI so that it does not
"progress" to the second stage. Antibiotics are a commonly used
treatment for many illnesses and have been readily accepted and
even sought by families. It has been recognized recently,
however, that this disease progression strategy and generalized
use of antibiotics are erroneous. The early identification
(through respiratory frequency) and immediate treatment of
pneumonia, therefore, has become the focus of new ARI strategies,
and the need is now to modify the messages given to health care
providers and families. There may be resistance on the part of
health care providers and community members to accept as true a
different strategy than the previous erroneous one that they
recently learned through the same communication channels.

Exc1usiye breastfeeding. weaning. and growth monitoring. Nearly
all Peruvian women believe that breastmilk is the best food for
their infants. Urban mothers plan to breastfeed, "if they can",
for 6 to 12 months. Many feel that the quality or value of
breast-milk deteriorates after 6 months. Similarly, a common
misperception of health care providers is that breastfeeding
should be discontinued after six months. This is a
misinterpretation of the recommendation to breastfeed
exc1usiyely for six months. Rural mothers consider breastfeeding
more natural and appropriate for a longer period of time.
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But problems in breastfeeding remain. Even before delivery, some
women are already anticipating not being able to produce
sufficient milk and plan to supplement. This fear is reinforced
by family and even health personnel. In some cases, women think
that breastmilk production is intimately linked to what they
ingest. Emphasis on ingesting adequate liquids and special foods
detracts from the real means of increasing production, which is
frequent suckling of the breast. Further, colostrum is not
universally recognized as necessary or even good for newborns,
although perceptions vary around the country. Health personnel
in urban areas are no better informed about colostrum and do not
necessarily promote its consumption.

Growth monitoring is the best way to know if children are
consuming sufficient breastmilk in the first six months, and if
their weaning foods are adequate after that age. This is &
sound intervention, although its practice is not as frequent as
it should be, nor is the interpretation of the information and
counseling typically of high quality. Family members are
unlikely to receive recommendations on health and nutrition.
Growth monitoring is an activity for which nurses have taken a
strong leadership role in Peru. Most of the large hospitals in
Peru have a growth and development clinic. But there is a fair
amount of resistance by physicians to allow nurses to diagnose
poor growth. The resistance becomes stronger as levels of less
trained personnel are included in growth monitoring. In general,
all levels, including physicians, need further training in
correct measuring techniques, interpretation of growth charts,
and counseling of family members.

piarrheal disease. Families and health care workers are
increasingly accepting oral rehydration therapy as first line
treatment for diarrheal diseases in children. Some 20 percent of
families use oral rehydration salts (ORS), and another 11 percent
use home solutions. aRT is now a well-known treatment for
diarrhea in Peru: 72 percent of families know about ORS and 38
percent have used ORS at least once. Nevertheless, it is
necessary to increase diffusion in rural areas, among younger
mothers, and among those with lower levels of education.

The first mass media campaign on diarrheal diseases was in 1985.
Messages focused on recognition of dehydration and the proper
mixing of ORS. The program had a major setback, however, in
1986, when poorly manufact~red ORS salts were responsible for
four child deaths. This caused a backlash of opinion among
families and health personnel who were just beginning to accept
aRT. The backlash was countered with public education and a
training program for physician-nurse teams from hospitals
throughout the country. The recent significant increase in use
of ORS suggests that families' acceptance of ORS will continue to
improve.

•

•
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The 1991 cholera epidemic in Peru was the likely stimulus for
improving the acceptance of ORB. The epid~mic sparked intensive
education efforts on prevention and treatt.lent of acute diarrhea
in both adults and children, with emphasis on immediate home
treatment with ORB. Health personnel were under MoH orders to
provide ORB as primary treatment for all but the most severe
cholera cases, which were initially treated with IV fluids. Many
physicians who had doubted ORS became converted .

Two mtljor challenges still face diarrhea programs in Peru. The
first is the need to reduce the inappropriate use of
pharmaceuticals to treat diarrhea. Presently, pharmaceuticals
are used in 3 of every 5 episodes.

The second challenge is to train health personnel in the dietary
management of diarrhea, and to reach families with similar
messages. Current practices include the promotion of "bland
diets", including special soups that may fulfill fluid
requirements during diarrhea but do not meet the energy needs of
the child. Most physicians do not think to mention dietary
aspects while prescribing treatment for diarrhea. Post-illness
catch-up growth made possible by extra nutritional intake is not
a concept generally known by either health providers or mothers.

Immunization. Immunizations are well-accepted in Peru, as
reflected by the good rates of coverage of at least the first
dose of most childhood vaccines. More than 9 out of every 10
children under 2 have received the first dose of polio and OPT
vaccine. However, coverage of later doses falls to about 7 of
every 10 children. Either families are not well-informed of
childhood vaccination needs or there is a problem in the health
care system. Also, many health personnel may still hold to
previous concepts of contraindications to immunizations (e.g.,
that vaccines should not be given if the child has a cold or
fever). These problems suggest the need to continue technical
training on immunizations as well as to try new methods for
identifying and following-up infants in the community.

An evaluation of the 1990 Vaccination Campaign in Puno showed
that the highest coverage was obtained by a house-to-house
strategy, rather than by the Vaccination Day campaign. The
principal conclusion was that it was feasible to significantly
increase coverage by making routine vaccination services more
available. Illiteracy and rural residence, frequently identified
as correlates of low coverage, were not obstacles when
appropriate strategies were used.

5. Impact

The Project will develop a replicable model of health care
delivery in rural areas. The social science research to be
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undertaken will guide the development of specific educational
activities and training for health professionals and community
health workers. The technical and management training and
educational activities, the equipment purchased, and especially
the new health service, management, and financing models
developed through this Project will make a lasting contribution
to development of the health sector in Peru.

6. Issues

There is currently a dearth of good research on the beliefs and
practices of people living in the areas of greatest need -
isolated rural areas and recently settled periurban areas. This
lack of research has limited the specification of the Project
Paper. However, Project 2000 should begin to fill this void
through the studies and operations research it will support.

Lack of health personnel in MoH facilities may present a problem
in some Project areas. Poor rural areas, especially where
terrorism has been a problem, are most likely to have unstaffed
health facilities. The World Bank project may place in these
facilities nurses who have graduated from professional nursing
education programs, but have not completed their required service
in a rural area. Project 2000 might consider exploring this
option if the need arises. Further, the MoH is currently
developing a policy for contracting PVOs and other non
governmental organizations as service delivery agents. This
provides a second option.

In the past, political selection of training candidates has
sometimes been a problem. New methods of candidate selection
need to be found so that the selection process is conducted
competitively and based on specific criteria. The joint
committee that will oversee participant selection for overseas
training should help in this regard .

•• %natitutioDal/AdmiDiatrative &Daly.i.

This analysis is based on political, social, administrative and
technical events of the last several years that have had a
significant impact on the ability of the MoH to operate
efficiently. The history of previous projects has helped assess
the operational and institutional capacity to attain this
Project's objectives.

Project 2000 continues a longstanding collaborative effort
between USAID and the MoH to improve the health of Peruvians,
especially women and children. Previous USAID projects are 527
0219, 527-0230, 527-0221, and 527-0285. These projects have
sought to strengthen the efficiency, efficacy, quality, and

•
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equity of health services throughout the country, with special
emphasis on the health of children. This new Project continues
on this course. Since many of its activities will b~ carried out
on a national level, its operation will be linked with the entire
structure of the MoH. Other activities will be modelled at the
regional level as pilot programs, to perhaps be replicated
nationally later on.

The success of this Project will depend on both technical and
administrative assistance. Although the Project resources are
essential, they must fit in with the administrative framework in
which they operate. This section analyzes the situation in the
MoH.

1. Organization of the MoB

The MoH has spent the last several years in a permanent state of
reorganization, reflecting the larger sphere of the Peruvian
government. The populist and sectarian policies within the
country and the country's subsequent financial isolation from the
international arena led it into a debilitating institutional and
financial crisis. Presently, Peru is recuperating from dramatic
hyperinflation that caused a significant decline in purchasing
power.

The decentralization process was strongly disrupted by the so
called "regionalization process", a major reform instituted by
Alan Garcia. Regional units became virtually independent, with
MoH central level authority sharply reduced. This process
occurred in a disorderly and improvised manner. It created
disruptions of such a magnitude that the MoH almost totally lost
its ability to direct and manage health care policies and
services within the country. A large part of the regional
budgets are directly assigned by the Ministry of Ec~nomy and
Finance (MEF), without participation from the MoB, and without
mechanisms to ensure that the money is used according to the
priorities and policies of the health sector. Decentralization
is really a two-way process: as the periphery assumes control of
a process or function, the center should have mechanisms to
ensure that these processes or functions are carried out.
Therefore, decentralization must not be i~teTpreted as
dismemberment of the system, but rather as a mechanism to improve
the efficiency of the system as a whole.

Ministerial Resolution No. 00020 93-SA/DM of February 5, 1993,
has defined the lines of reorganization of the MoH and the future
structure of the regions and sub-regions. More recently, in
early May, the Democratic Constitutional Congress (CCD)
preliminarily voted on the draft of a new constitution that would
rescind regionalization and return political organization to the
former scheme of departments. This dynamic state of affairs will
affect the functioning of the MoH. The process of reorganization

••
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will thus take time and adaptive effort in such a politically
conflictive and uncertain atmosphere. Moreover, continued
financial restrictions, reduction of personnel and very low
salaries continue to burden ,the public health sector.

MoH facilities outside Lima were decentralized in 1986. To this
effect, Departmental Health Units (UCES) were created, to be
responsible for managing public sector health care services in
their corresponding geographic areas. Below this level came
Territorial Health Units (UTES), which often correspond to
provinces. The same 100 UTES are composed of peripheral services
(primary and ambulatory care) and support hospitals. These units
receive direct budget allocations from the MEF, but have to
report to the MoH central level on health policy, norms,
procedures, and operational aspects.

The position of Minister is the highest political post in tne
MoH. Coordination of the offices in charge of health programs is
the responsibility of the Vice Minister. Under the Vice Minister
is the General Directorate of Human Health, which in turn is in
charge of the General Directorate of Integrated Health Programs.
The Director of Mother-Child Programs is responsible to that
office, and in turn is directly in charge of the technical
offices for maternal and child health programs: immunizations,
maternal/perinatal health, diarrheal disease control, acute
respiratory infections, growth and development, and family
planning. These programs are the focus of activities that will
be supported by this project. On the other hand, there is the
Office of Planning, where the budgetary process occurs, and the
Offices of Statistics, Communications, Epidemiology, and DIGEMID,
with which the Project will have continuous contact, because of
the nature of the proposed activities. At the political level,
regular contact should be maintained with the Office of
Investment, Financing and External Cooperation, which coordinates
the MoH's activities with outside cooperative agencies.

The operational capacity of these central offices has diminished
during the past several years, due to a high turnover rate and a
substantial reduction in technical personnel as well as in
operating budget. Personnel have been reduced from 70,552 to
28,671; and, at the central lev~l, there remain only 730
technical people. The central office is thus less able to
program, supervise and support regional health offices.
Nevertheless, the reactions of MoH staff to the proposals and
requirements of this project were extremely positive and
appropriate. This same attitude was also apparent in the field,
indicating that MoH staff are serious about their
responsibilities, despite the instability. This is a favorable
environment for the implementation of the Project.

A large part of the Project activities will be carried out at
what the MoH is now calling the sub-regions. Programming,
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implementation, monj.toring and evaluktion are carried out at this
level. Thus, a good deal of Project resources should be directed
to this level of the health care system. Recently, the concept
of ZONADIS (Zones of Integrated Health Development) has been
introduced. This is based on the concept of "local health
systems" (SILOS) promoted by PAHO. However, the ZONADIS concept
has been interpreted in different ways. SOlne regions are
managing it as a point of. coordination to bring together health
services, the community, and other involved organizations, such
as the church and NGOs, to discuss and solve health problems. In
other regions, ZONADIS are true administrative entities that
substitute for the UTES, albeit on a smaller scale. Eventually,
they could become a combination of both interpretations. The
Project is likely to focus its decentralization activities at the
ZONADIS level, if that indeed emerges as the MoH'e basic unit.

There are two more organizational concepts that do not seem to be
well defined, but may become more important as the new
decentralization echeme becomes clear. One of them is the "Basic
Health Units" (UBAS) that supposedly are, or will be, a sub
division of the UTES, having as its h~ad a hospital or health
center. The other is the "Basic Health Module" (MaS), which is
essentially a grouping of one health center and various health
posts within a geographic area of responsibility. These
organizational units are\ lik~ly also to become key in
decentralization activities.

2. Planning and Monitoring in the MQH

Because of these many organizational changes, the central MoH's
ability to carry out Project activities has been weakened. The
organization of the regional governments, which gave the
decision-making to the Secretary of Social Affairs, weakened the
administrative capacity of the UDES. However, some activities,
such as the Expanded Program on Immunizations, which
substantially increased national immunization coverage, have
achieved a great level of coordination. One can now see a
rekindling of the processes of coordination, programming, and
monitoring between the central level of the MoH and its
peripheral units.

The DIGEMID is in the process of strengthening its organization
and management of supplies by rehabilitating its network of
regional warehouses, developing inventory systems, training, and
purchasing supplies in bulk to obtain the best prioes.
Presently, this office is only handling 5 percent of the
resources in its area of responsibility.

Project 2000 will be managed through an Institutional Contractor
that will be in charge of technical assistance, studies, and
other specific actions. Keeping in mind the organization, of the

•
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central MoH, the basic plans of operation will be developed in
conjunction with the appropriate MoH staff in charge of each of
the particular programs. Jointly, and with the collaboration of
regional technical assistance, the plans will be carried out in
the peripheral areas. Some activities on a national level, such
as the information, education, and communications campaign, will
be developed by the respective national offices. The local level
has the final responsibility to carry out project activities. It
will be in charge of supervision, monitoring and evaluation. For
this task, the local level must be supplied with the appropriate
administrative training, as is planned. It should, during the
life of the Project, develop the mechanisms and systems to
achieve a systemic process of planning, operation and analysis to
sustain the functions of the program.

3. personnel

The Peruvian health care system is biased towards hospitals. In
the Cusco ODES, for example, the hospital capacity is
approximately 900 beds -- not including the IPSS hospital.
However, occupancy rates do not exceed 30 percent. This means
that on average 600 beds are always unoccupied in a region where
infant and maternal mortality is the highest in the country.
Because these empty beds still demand a significant number of
employees, the over-availability of hospitals seriously affects
the assignment of personnel to peripheral health facilities.
Scarce health resources would be better used closer to where the
infants are dying: the rural and marginal urban areas. At this
lower level, nurse auxiliaries and health technicians in health
posts, and nurses, midwives, and physicians in health centers are
the key personnel to the success of the Project. The achievement
of community development ~nd the capability of the community to
act appropriately and conscientiously where health matters are
concerned will depend on these personnel. This group often works
in an atmosphere with serious restrictions, little supervision,
lack of training and the absence of support from other levels.
Their facilities are badly equipped and maintained in relation to
the enormous task that they are assigned. Therefore, the inputs
of this Project will support them in improving their work.

4. Training and Communication

Apparently, the MoH has the capacity to carr}' out some training
for its regional personnel. However, the lack of personnel and
the attrition of trained personnel have seriously diminished this
capacity. With the CSAP Project, A.I.D. has been helping develop
human resources in clinical management of diarrhea, ARI,
breastfeeding and weaning. This type of training will continue
in selected regions for health p~rsonnel in peripheral hospitals,
health centers, health posts ahld community health workers. This
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is an indispensable condition for the success of the project.
The contractor should pay special attention to strengthening the
most peripheral health facilities, making sure that resources do
not become, again, concentrated in the more sophisticated
facilities without considering the entire network of services.

The Institutional Contractor should also coordinate training
activities through the School of Public Health (ENSAP), an
institution dependent on the MoH, and strengthen the apparently
underutilized resources of that institution. The most likely
participation of ENSAP, in ~ddition to a coordinating role, will
be for the in-service training in public health administration
and management for MoH functionaries at all levels, to be
developed under the management improvement component of the
Project. The persons selected for long-term, out-of-country
training at the Master's degree level, if this component is
adapted, could he incorporated into ENSAP following their
training, in order to develop that institution and transfer their
knowledge. The commitment to continued service to the MoH that
will be a requirement of candidate selection should facilitate
this institutionalization. Eventually, there should be a
strategy to rotate ENSAP professors or maintain links with actual
management practice in the MoH in order to keep ENSAP teaching
up-to-date and practical.

The MoH has a limited capacity to develop information, education
and communications campaigns. The Project will help in the
development of this cap(~ity, so that the MoH will be able to
participate in basic activities at both the central and regional
levels. This could be done following the model developed by
HEALTHCOM, which has been introduced to the MoH in the past year.
To the extent possible, however, major studies and campaign
design should be subcontracted to local firms with appropriate
expertise.

5. Purchasing and pistribution (Logistics)

The list of commodities for this Project was basecl on information
given by relevant MoH personnel. It is evident that the programs
have identified what their needs are and, in the future, should
be closely involved in the development of specifications. As
happens in bureaucracies, simple purchases can be extremely
complicated to the point that the system is overly slow.
Most of the Project commodities that draw on grant funds will be
purchased through USAID and/or the Institutional Contractor.

The MoH has had serious problems with the delivery of supplies to
the UPS (Unidades Productores de Servicios). Presently, only 5
percent of the supplies required are channeled through the MoH.
For example, contraceptives and food assistance are distributed
through an NGO. In some areas, local entities have created
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revolving funds that are almost self-financing (such as SILOMED
in Cuzco). Because of the low capacity of the MoH in this area,
the Project should seek strategies to strengthen the MoH system.
Presently, the system is in the process of being strengthened
through DIGEMID.

6. Absorptiye Capacity of the MoH

Granted that the three large health projects (Project 2000, SHSP
and BHNP) may present implementation challenges to both the MoH
and the three donors, perhaps the major problem in recent years
in the health sector has been non-functioning or sub-functioning
health service outlets that have been in that state because of
lack of basic commodities and personnel. In this respect, the
considerable donor inputs to health service delivery should be
absorbed well. Further, it should be note~ ~hat none of the
planned activities represents a new vertical program. All of
them relate to ongoing MoH programs, whether in immunization,
diarrheal disease, respiratory infections or other areas. Thus,
infrastructure is in place to absorb them. Third, the recent
change in Minister of Health, and thus senior staff at the
Ministry, offers a timely opportunity at the MoH to rethink and
reorient policies and programs. Though Project 2000 was designed
during the administration of the previous Minister, it was
designed to move in some directions that are perhaps more
consonant with the new Minister's orientation, particularly in
the areas of decentralization, privatization, nutrition and
community-based preventive care. In 8um,' the confluence of a new
administration in health and three new health projects makes this
an exciting time for health in Peru. That excitement and energy
to move in new directions will only enhance the MoH absorptive
capacity.

7. Institutional Technical Assistance

USAID/Peru has to be able to ensure that all of its grantee
institutions adhere to standard accounting practices that allow
appropriate monitoring of funds. Thus, the Project Agreement
contains a condition precedent requiring an explicit commitment
on behalf of the GoP to correct any institutional weaknesses in
its financial management. A.I.D. has been analyzing the
possibility of financing a technical assistance contract to
support the MoH in the design of an administrative and accounting
system compatible with A.I.D. norms nnd regulations, thus
ensuring transparency of accounts and facilitating audit
requirements. Under such a contract, key Ministry personnel that
handle A.I.D. funds would receive appropriate training. A letter
from the Ministry of Health confirming its interest in this type
of assistance would constitute such an explicit commitment. That
letter will be forthcoming in the immediate future.
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r. Women In Development

Peruvians with lower incomes will be beneficiaries of the
project. As with most health and family planning projects, women
will enjoy Project benefits. Under the main component of child
and maternal health services, the priority area of emphasis will
be on maternal-perinatal health. This will include improved
health services and education of women during pregnancy,
delivery, and the postpartum period.

The Project 2000 training component for child and maternal health
services will train multidisciplinary teams of health
professionals that will include women in greatest numbers, since
most non-physician health workers in Peru are women. This
includes the categories of nurses, midwives, auxiliary nurses,
health technicians, community health workers and traditional
birth at.tendants.

G. Initial II1viron.ental Bxudnation

The Initial Environmental Examination (lEE) recommends a
categorical exclusion from the requirement to carry out an
environmental assessment. This determination was made based on
the absence of any activities in the Project that would have a
direct impact on the environment. The lEE makes reference to
Section 216.2, paragraphs c(2) (i) and c(2) (iii), which allow a
waiver of the requirement for further environmental review for
analyses, studies, academic or research workshops and meetings,
and for programs involving education, technical assistance, or
training -- to the extent that they do not directly affect the
environment (such as construction of facilities, etc.). The lEE
recommendation was made by the Mission Environmental Officer on
April 14, 1993, and the Mission received concurrence from
Washington on August 9, 1993.



Volume II

Annexes to

Project 2000 Project Paper

(527-0366)

Lima, Pen!
September 1993



List of Annexes

1. Host Country Request for Assistance

2. Logical Framework

3. Estimated A.I.D. Detailed Budget by Components, Line Items,
Project Year and Funding Source

4. Waiver. to Fully Fund International Travel Costs for
Part:lcipant Training

5. Waiv~1' n£ ~cquirements regarding Cold Chain Commodity
St)U~~C'~i; O.;:.1.f.(::L~.l and Nationality of Ocean Transportation Services

6. Wai1!··'" ~:\t fi~j,'}. and Open Competition for Procurement of Cold
Cha i),;~;:(;U i p:l':r' tJ~;

7. Ceblel }t..Pl"n·..~.. i.;'~'7 Project 527-0366 New Project Description (NPD)

8. Project 527-0366 Project Implementation

9. Cable Apl?roving a Categorical Exclusion from an Initial
Environmental Evaluation for Project 527-0366

10. Congressio,nal and Technical Notifications for Project 527-0366

11. Statutory Checklists 5 C(l): Count~t Checklist
5 C(2): Assistance Checklist

..

12.

13.

14.

15.

Illustrative List of Commodities

Suggested Field Studies, Ethnographic Research and Operations
Research

Contributors to the ~roject Paper

Bibliography

(
~



Annex 1

Host Country Request for Assistance



.... 't. I

" I,I •

~.~~•'" '\I~TEJ~JO U!': ~,\J.L'l> "ANO DE LA
93 JUL ~n '" ";. L ;

MODERNIZACI0N EDUCATlVA"
USAID/l/,': :

.2./)
~W' "..

Lima, 26 de Julio de 1993

SA-OM NO 184 -93
--------- ------
Sr.
GEORGE A. WACH1ENHEIM
Dir.etor
Ag.ncl. para II D",rroll0
Intlrnlclonll (AID)
Pre••nt •• -----------
D. llIi con.ldlrac16n:

l.ngo .1 agrldo d. dirlgirm. I Ulted, en rlflrlneil al ProYleto 2000
euyo objlUvo I' contrlbuir al forUhe1m1ento d. 108 progrlm'l de
lalud matlrno infanUl lI.dllnt. II dlelrroll0 d. trl. eompon.nul:
1 )forU!eelmlento d. 10. progra..ae d. .alud matlrno-perlnaul,
lnelulda la planlfleael6n faml11ar, 2) III lnlel.tlv'l par. un
,flel.nt. ~an.jo glrlnell1 dl 101 ••rvlelol d, ••1ud y 3) .1
financllmilnto d. 108 ••rvielo. dl "lud.

Sobrl II plrtlcul.r, Illln1fi.eto IUd••1 lnt.r'l del Mlnilurlo de
Salud In 11 obtlnc16n d. apoyo plrl II menelonldo proy.eto QUI l.r6
.jecutldo por II Mlnilurlo d. Silud, 10 cUll demlndl un lIonto de
donae16n dl Iprodllldl...nu US S '0 1000,000 plrl un p.r lodo dl eieu
I1\0e.

Agradlellndo antlladamlntl II Itlnei6n QUI brind. I la pr••ent., hlgo
proplcla 11 oea.16n plra reiurlr IUd. 101 l.ntlmhntOI de III
••p.elal coneldlrlc16n y .etll1a.

Atentlmontl,

fo

.0--._-----

/~

,,?1
\ f?J' J



Annex 2

Logical Framework

I-



4

Page 1

LOGICAL FRAMEWORK
Name and No. of Project: PROJECT 2000 (AID S27~366)

Pau
1994-2000

~......
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........ or Sector GoeI: Masures of Goal AdUeYemeat:
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IIeaIIIa ... autrldoil ...... of ,GUllI inIcrYcaIioDs.
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Project.
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surveys.
1.3. Infant monaIiIy due to diarrbeaI disease will
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4. ToII1 fertility will decrease from 3.5 in ENDES 1996 and 2000
1991·9210 3.0.

5. The proportion of children under 5 wida ENnES 1996 and 2000
chronic malnutrition will decrease from
37~ in 1991-92 10 25~.

6. 1'be morbidity rare of measles will dec:rase AA:liYe EpidemioIoJic SurveillaDce
from 10110 less Iban 20. DeOIIIIlIIdaDUS syseem of Ibe MoB.
from 1910 las Iban 8. and morbidity from
polio will be mainllined at O.

ITbcIe _qItionIlpply Ihrouabaut lbe 1.oIicII F..-orIl

._-----------------..j
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Project Purpose: Iacrase utJHntion I!'H 01 Project StabD (EOPS) •
of prioriIy makraal .ad chBd IleaIIb Coadldaas dial wllladicate Purpose IIu 8eeD
bteneatiaal. AdaIeftd.

~"""8aIIII. 1baI social com".'S aDd Itil00islu permil
JnchdinI raadIJ .......... die impIrOK"".ujon of proposed

...veDIioDs ill rural aDd periIubaa aras..
1. The proponioa of prepantwomen ENDES 1996 IJId 2000.

receiviq prenall1 care will increase from
68" in 1991-92 to 80". 1baI GOP IDd AID financin& oa:ur as

called for in Ibe PP design.
2. The proponion of binhs aftDded by ENnES 1996 and 2000.

qualified personnel will incrase from 52S 1baI dae Inca_..... Coatnctor is aIIIe 10

in 1991-92 to 67". bqin wort ill a timely 1DIIIIIer.

3. 1be prcYaIaIl:c of modem COIIInCCpCivcs ENDES 1996 and 2000. 1'bIl GOP policies support faIIIiIy p'
.

1·
will iacrase from 33" in 1991-92 fO 40".

4. Total c:ontraeepdve prevalence will incrase
from "" in 1991-92 fO 67S.

Acute IteIpIntorJ IafectIoaI (ARI) TbaI appropriaIe inIenIaIioaaI and local
expertise are made available.,. 1be proponion of cbiIdreD UDder , willi ENnES 1996 IDd 2000.

pneumonia who n:ceive cue at a heaIlb
facility will iacrase from 48" in 1991-92
10 67"•

.............. WaaIII&• .ad
G..... MeaIbriII

6. The avellle duration of exclusive ENDES 1996 IDd 2000. 1.5. Preseal SIIIUS mediad used 10

breLilfecdinI will increase from 2.2 mon1bs calculate avenae cIuraIion.
in 1991·9210 3 monIbs.

7. 1be proportion of cbiIdreo aged 6-9 months ENnES 1996 and 2000.
who receive two podioas of appropriate
weaain& foods in addiIioa 10 breasbnilt will
increase from 62" in 1991-92 to 7S".

8. 1be proportion of iafanIs UDder 12 IDOS.

who receive II least 5 ,ro.... and ENDES 1996 and 2000. 1.7. New quesboas added 10 ENDES
developmeal c:becIt-ups willltInd II"S. IMJuIrUIct quesdlwaire.

..



~

Immualzadoas

9. Covcragc of measles, BCG, and 3 doses of ENDES 1996 and 2000.
polio and DPT vaccine in chiJdml 12-23
mondIs of age will increase from SI, 88,
60, and S9" in 1991-92 to an avenge of
7S".

10. Coverage of women of fenile age with 2 ENDES 1996 and 2000.
doses of teIaDUS toxoid will increase in high-
risk areas from 20S in 1991-92 to 60S.

DIuTbeaI DIIase Coatrol

11. Tbe proponion of women with children ENnES 1996 and 2000.
under S who used ORT in Ibc most recent
episode of dianbea will increase from 31 "
in 1991-92 to SO".

..
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Outpull: Malerul-PeriDaIaI
BeaIIh, IacIadia& "ami!)' .........

1. PreIDlDl women have adequare 1.1. First preaalal visit will occur on average ENDES 1996 and 2000.
access to prenall1 cue. before lite fourdl monlb of pregaancy.

1.2. Rural women will receive on average 3 ENDES 1996 and 2000.
preaaIal visits.

2. Heallb f&cilities and COIIIIIIUIIiIie 2.1. COS of bealIb facilities will have personnel SImple suney of heaIIb persoaael
have Idequatc resoun:cs to provide trained to provide appropriate prenatal cue Knowlcd&e. AaiIudes. aad
quality preaalal cue. (iDcludin& lite risk approadI) ill 1996; 60S in PrKtites (KAP).

2000.

2.2. 50S of panicipaJina UIdiIionaI binb Sample SUfYey of TBA ICAP.
lUI:ndu«s (TBA) will be able to apply a simple
risk assessmeat iasIrumenl ill Ibe COIIIJDUIIiI:y by
1996; 15" bY 2000.

2.3. lOS of bealIb facililies will have necesslry MoH iIlvelllOly of beaIIb facititir;s

equipment for preaaIal care (weigbt scales. tape and equipmeM.
measures. eII:.).

2.4. 50'1 of healIb facilities and 67S of Sample survey of beaIIb facitilies
panicipllina TBAs will have aecesSiry supplies andTBA.
for preaaIaI care (microouIrieaIs: vito A. folic
acid. iron. iodine).

3. Heti'Cb facililies have adcquare 3.1. 33'1 ofbolpilals and heaIIb cenlers will Sample SUfYey of beaIIb .
resources to aaend obsIeIriW have lI'Iined penoaneI for obswric emeqencies persocmeI.
cmeraencies. in 1996. and 61" in 2000.

3.2. 50" of bospilals and beaIIb centers will MoH invcMory of beaIdt faciIiries
have basic equipmeac and supplies for obstecric:al aad~

emeqencies.

Page 4
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4. Healtb facilities have 4.1. 10Sof~Healtb Una will do MoB Active Epidemiologic 4.1. Basic Beallb UaiIs (UBAS)
stteJII1bened reporting and analysis of epidemiologic surveillance of maternal and Surveillance (VEA) system. mnrinuc lID be In adminisuaIive
matema1 and perinalal deadts, perinaeal deadls and will discuss them widt lite unit of lite MoH.
cpidemiotoaic surveillance and COIDJIhIJlity and TBAs by 1996, 40S by 2000.
discussion widt lite COIIUIlUJIity.

S. 1be quality of voluntary family S.l. 33S ofbospilals and heaI1h ceorers will Sample survey of MoH beaIdI
planning services improves. have personnel ttained in family planning personnel.

counselliDg in 1996. and 67S in 2000.

S.2. 80S of beal1b fKilities will have family MoB invenrory of beaIIb fatililies
planning equipment and supplies needed to salisfr and equipmenl.
d:e demand.

S.3. 30S of beaItb facilities tbat provide MoB invenury of beaItb fKiliIies
SUlJicaI SIeriIization will be bcal:r equipped. and equipmeal.

~ ARt and PDeumaaIa

6. Early identificalioa and 6.1. 67S of AIU cases seen in beaItb ra.c:i1ities Sample survey of beaItb facililies.
diqnosis, and early II'eaIIDeIIl of will receive appropriate case maDalemEDI.
children wiIb poeumoaia improve.

6.2. 40S of modlers will recognize sips of ENDES 1996 and 2000. !CAP
paeumoaia (rapil respinIioa. etc.) in 1996. 67S studies.
in 2000.

7. Quality of services for b'aIIIIeIII 7.1. 33S ofbeahb facilities will have personnel Sample survey of beaItb
of paeumoaia in c:biIdren improves. uained in All cue manqemena in 1996, and pel'lOll:lel.

6711 in 2000.

7.2. 6711 of beahb facilities will have MoB inventor)' of beaItb fatililies
medicines, supplies, and basic equipment for and equipmenL
appropriaIe and immediate treaJmeIII of
paeumoaia and iIs complications in 1996; 80S in
2000•

I,
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0IdpuII: 8raIIteedIBI, WaaIq,
aad Growth MoaitoriDc

8. Bospilal practices dlat support 8.1. 80S of bir1bs in MoB bospitals will have Sample survey of MoB beaIdl
Ibc establisbmenl of cxclusivc post-partum l'OOIIIin&-in. ficilities
breasd'ccdin& improve.

8.2. The proportion of newborns breastfed in be Sample survey of MoB bcaIIb
first hour after birth will increase to OS in 1996. facilities
67S in 2000. from 20S in 1991-92.

9. KnowlcdlC~ prac:tice of infant 9.1. 33S ofbcallb facilit2s will havc pcrsoanel SampIc survey for cva1uaIioo of
feed... (mcludiq exclusive Irained in bow 10 pI'OIIIOfe appropriare infant MoB bcaIdl persoaneI.
brcasIfKdina 1IIIDIIcment. proper fcedina in 1996. 67S in 2000.
wClJlinl. and appropriate feedinI
&tiIiDI and after iIIncss episodes) 9.1. ~S of puticipatina TBAs will have Sample survey of TBA
improve. streIJI1bcned Dowled1e about infant feeding in

1996. mil 80S in 2000.

9.3. ~S ofmodIers will Dow more about ENDES 1996 and 2000
proper iofaal feedinI in 1996. 80S in 2000.

10. Quality of care for moniIorin& 10.1. At least 10 demonstration callers in beallb Supervision visiIs
growdt and devclopmeol of c:biIdrcn. CCIIfaS aad polIS will implcmcnla new model for
especially diose under lie two. moaiIorinl of growdl aad development.
improves.

10.2. 20S of bcaIIb facilities wiD havc material MoB inveatory of bcaIIh fIcitiIics
aad cquipmcaa for IIIOIlitorinB growdt and and~

developmeal.

10.3. ~S of in&aIs under alc one will havc at Sample survey of bca1dI facilities.
least 5 powdt IIIOIIiroriag visits in Ibcir first year.

11. Growdt-monitorinl based in die 11.1. At Ieut 10 communiIies will implemeula Supervision visils
community is sIrcIIg1bened or new model for moaiIoring of growdt in Ibe
dzvclopcd. COIIIIIIIIDity•

. , . .
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OUtpull: Imm·la"""

12. CbiIdma compIcte Ihcir
vaccinalion series by lie one year.

13. Vaccine porency is mainlained.

14. Coverage of feIaIlUS IOxoid
immunizaIion IJIIOIII women of fertile
age liviq in biab risk areas for
neonalll feIaIlUS increases.

Outputs: DIarrheal DIseue Coatl'Ol

12.1. 80~ of children will have reached lbeir I ENDES 1996 and 2000
first birdlday widl compIefe immunizations,
increased from 58~ in 1991-92.

13.1. 80~ of Ibe cold chain will ftmc:tion I Sample survey of beallb facililies.
opIimaUy at any one moment.

14.1. 80" of women in prenatal care ....i11 I ENDES 1996 and 2000
receive at least two doses of tetanus IOxoid in high
risk areas.

14.2. 40" of women of fertile age under 2S I ENDES 1996 and 2000
yean ofage and widIout c:biJdren will have two

doses of feIaIlUS toxoid in hi&b risk areas in 1996.
and 67" in 2000.

•

Page 7

15. ~vailability of oral rehydration
sailS improves.

16. Knowled&e and use of oral
rehydralion is improved, especially in
rural areas.

15.1. 80" ofbeal1h facilities will have OKS
pacte15 available.

16.1. 80" of modlen of dilldren under age 5
will have beard about OKS in 1996,85" in 2000,
increased from 72~ in 1991-92.

sample survey of bealdl facilities
and equipment.

ENDES 1996 and 2000

17. MoIhcn are knowledgeable
about basic measures 10 prevent
diarrbea.

%~
~

16.2. 80" of severe diarrhea cases will be seen I ENDES 1996 and 2000
at healdi facilities and will be treated with OKS.

16.3. 25" of diarrhea episodes in children under I ENDES 1996 and 2000
age five will be treated widl pbarmac:eutical,
reduced from 60" in 1991.

17.1. 75" ofmodten will know basic measures I ENDES 1996 and 2000
10 prevent dianbea.



Ouaputs: lIIformadoa

18. Utilization of beahb infonnalion
ptoduccd in die sector for decision
makiaI is improved.

Outputs: SQperYisIoa

19. Supervision of MoB heallh
facjJities is streIIJIbened.

0Utpu1s: Lotlstks

20. Losisbcs sysrem for medicines
and odIer supplies in beaJIh services
is improved.

Outpua: ...,... RepaIrs

21. The physical Slate of repair of
beahb cenrers and beahb posts is
improved.

18.1. 80S of local beahb units will be able to
calculate and utilize selec:led indicators using die
HlSIMIS system.

18.2. In at least one local beahb unit, a model
for monitoring and evaluation for dec:ision-makins
accordiDa to eaclt level (beaItb post. beaJIh c:enaer,
UBAS, and UTES) will be implemelllcd and
evaluated.

19.1. In at least ODe local beahb unit. a
supervision sySllelll (dial includes a subsystem of
monitorial and quality control) of MoB beaItb
ficilides, especiaDy beaIdI center and beaI1b posIS.
will be impIemeored and evaluated.

19.2. 67S of beaIIb faciJilies will receive at least
3 supervisory visa per year to monitor qualily of
cue for inlaventions in MP. ARI, £IF, W, GM,
!MM, and DOC <-).

20.1. 50S of hospilals, balch eenfCrs, heaIIh
posts, and UROCs (*.) will have some stock of
each mediciDe appropriate to chat level.

21.1. 200 bea1tb centers and beaJIb posts will
bave basic repairs done.

Sample survey of heaIIh faciIibes
and equipment.

Page 8

!MM= Inununiutions.DOC- DiarrIIeaI Disease CoaIroI.
(**) UROC= Community Oral Rehydration Un.

1F

(.) MY- IHeatdI, AIU-·AaIfe· ,ESF- EXClUSIVe l1li. W= WeaniIII, GM=\iroWIIl MOIlitoriDg,

•



"

0utpu1I: Maaapmeat

22. MoH increases efficiency of planning 22.1 Budget caregories will be rationalized. MoH budgets. compared willi 1993
for use of resources. budget.

22.2 A decenIraIized budget allocation MoH budget doc:wncDIs.
formula will be adopted at c:entrallevel.

22.3 Annual workplans will be designed Sub-nalional and lower level
and budgets developed at sub-nalional and workplans and budgets.
lower levels.

22.4 A revised cost accounting system will Expeudilure reports.
be used 10 report expenditures.

23. Less costly facilities are used more for 23.1 7S~ of ambulatory services will be HISIMIS reports.
service provision. provided at heallb c:eorers and posts.

increased from 62S in 1991.

23.2 90~ ofhea1lb centers will be Project evaluation: supervisory visiIs.
ftmc:tioain&. incrused from 76~ in 1990. MoHrepons.

23.3 98S of heaIIb posts conlinue 10 Project evaluation; supervisory visils.
function, maintaining Ihe 1990 levels. MoHreports.

Page 9
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Outputs: ........

24. Increased GOP resources are mobilized
for priority child survival and materna) care
progmm.

24.1 More dian "" of MoH services will
be MCH. mreased from 48" in 1990;

24.2 A mreased " of MoH spendinl of
GOP flllCludin& PL-480) fUnds will be in
die neediest 25" of depar1menIs.

MoH repons. based on HlSIMlS

MoH expendilure repons.

Page 10

25. Increased cost recovery us acbieved.

24.3 Incrascd IIIIOUIIlS of GOP fUnds will I MoH ellpendilure reports.
be spent by MoH (or Itealdl centen and
posIS.

25.1 A IIIIionaI~ collection sySlClll will I MoH records
be designed. implemeofed. and fimctioninl.
coIIecIint $I. Ci6 million or 1DOI'e. c:ompared
10 51. 33 million in 1993.

Pauvian ecoaomy remains
reIaliveIy stable.

fapu..:

1.1 Train MoH beahb care providen.

1.2 Toin community Itealdl pl'OlDOfen uri>
TBAs.

1.3 Educate women concerning family
planninl. binh spacinl. pre-DIIal care.

2.1 Supply facilities wicb nec:cssary=
equipment. materials. manuals. MoH DOrms.

2.2 Supply common amibiotics for RTf.
iron and folic lablels.

2.3 Supply teIIJIUS IOxoid VICCIRe.

2.4 Supply lllllerials 10 renovale/mainlain
physical infrastructure.

3.1 Train MoH and COIIIIIIIIIlily beaIda
worken 10 identify bi&h-risk binbs.

Please see budlet DOleS for details on level
of effort in all areas o( lI'Iininl and me.

Please see budget noces for dcfails on
specific equipment and quantities.

Sample survey o( bealdl personnel.

ENnES 1996 &: 2000.

MoH invenrmy of facilities and
equipmenr.

~ and distribution records.

Proc:uremeuI recordsIIDspect of
beahb facilities.

Sample survey of bealIb personael.

Procurement and disIriIJuIioD records.

,

~-
-"t

,;.

3.2 Supply hoIpiiall and ~Iinics willi
appropriale equipment for obsfeuical
emergencies. • .



4.1 Train health personnel to lead
discussions concerning infant deaths.

4.2 Educate and encourage women and
ocher c:arqivers to communicate about
infant deadIs.

4.3 Carry out a survey on perinalal
mortality.

S.1 Train hospilal. clinic and community
heaIIb workers in FP counseUing.

5.2 Supply beabb facilities willi FP
equipment and supplies.

6.1 Educate and train beallb personnelro
improve case management of ARI.

6.2 Educate community to detea
symplOlDS and early sisns of ARI.

6.3 Support mass media campaigns
concerning ARI.

6.4 Provide short-cerm tcebnicaI assistance
for edmolraphic SlUdies Qbout ARI.

7.1 Educate c:arqivers concerning Ibe
correct use of amibiolics.

7.2 Supply heaIIb facilities with
appropriate medicines. supplies and
equipment.

8.1 Promote Ibe practice of -rooming in
in hospitals.

8.2 Educate bospilll c:arqivers about Ibe
benefits of exclusive breastfeedinB.

9.0 Educate women. 1'8As and ocher
c:aresiven about breastCeeding and
weanin,.

Page 11

Supervisory visits to field.

Supervisory visits to field.

Project doauneoIs and reports.

Sample survey of beabb personnel.

ProcuremenI and dislribution records.

Sample survey of IteaIIb personnel.

ENnES 1996 4; 2000.

Project records and reports.

Sample survey of beaIIb personnel.

Sample survey of beabb personnel.

Sire visits.

Sample survey of heaIIb personneIIsile
visits.

Sample survey of heaIIb personneIIsiIe
visils.

ENnES 1996 and 2000.

•,,
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10.0 Des... and implement new.model for Project doc:uments and reports.
growdl IIIOIlUrin& centers.

10.1 Supply beaIdJ rac:iJiIies widlgrowdl Procurement and distribution records/sire
moniIoriDg equipment. visa.

11.1 Desicn anc! test model for community . Project dotumcms and reports.
growdl moniIoriDg sessions.

11.2 Add growdl-moniloring component to Project docllllll"ftWsite visils.
food programs.

11.3 Tnin beaItb care providers in growth Sample survey of bealdl persormel.
monitoring redmiques/promon.

12.1 Desian and implement sySlCm for Project documents and reports.
newborn reaisUation and follow-up.

13.1 Update ttainins for personnel on Sample survey of bca1dl personnel.
maiDtenance of colcl-dlain equipment.

13.2 Supply additional coid chain Procurement and distribution dorumrnts.
equipment.

14.1 Educ:aIe women and cuegi'Jers about ENnES 1996 a: 2000.
tetanus toxoid.

14.2 Supply syringes for reunus toxoid Procurement records.
vaccine to beaIdJ care fKilities.

15.1 rlDlDCC die procurement of onl Procurement records.
rehydration salts.

15.2 Conduct feasibility study for die Project doc:umenIs and reports.
IIIIionaJ production of 018.

16.1 Educate carqiven about 018. Sample survey of carqiven.

17.1 Educafe mocbers and odler caregivers ENDES 1996 and 2000.
about ways 10 prevent diarrhea.

18.1 Tnin appropriate facility personnel Survey of personnel/sile visits.
about HISIMIS sySlCll1.

18.2 Establisb a model for monirorina and Project doc:umeIIIs and reports.
evaluation for decision-makina. • . .



19.1 Es&ablisb supervisory sySICIII of MoB
fac:iIiIies.

19.2 Fmance supervisory visits of beahh
facilities throughout die MoB system.

20.1 SUcoaIhen clcpanmental storqe
network for medicines and supplies.

10.2 SIren&tben distribution sySlelll.

21.1 Supply basic maincenance materials
for &c:ility renovation.

MaDqemeat Iapats:

22.1 Supply tedlnical assisfance to
rationalize budget c:aregories.

22.2 Promote dialope about decenlralized
budaet allocation.

22.3 Supply tedmicalassistance to revise
Kro!lntinl sysrem so tbat it is based on
c:osts.

23.1 Reallocate resources to clinics and
posIS.

23.2 Increase die number of operating
bcaJ1b centen.

23.3 Supply tedlnicalassistance to desi,n
and impIemenI decenba1ized manqement
improvement model.

23.4 Supply ledIIlic:aIassistanc:e to desip
and implement toIII quality lIIIDIIement
model•

....ndal:

24.1 Provide resources to c:any our scudies
for Ibe basil of • nalional user fee syS1elll.

· III

Project documents and reports.

Project documeDIs and reports.

Projcc:t docwnemsIsile visits.

Site visits.

Site visits.

Projcc:t documeaIs and reports.

Projcc:t docwneaIs and reports.

Project doannen«s and reports.

Project docwnemsIsile visits.

Project documenlSlsirc visits.

Project doannen«s and reports.

Project documenIs and reports.

Project doannenrs and reports.

Page 13
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Annex 3

Fatimated A.I.D. Detailed Budget

by Components, Line Items,

Project Years and Funding Source



(PIGOOw1.WII) ,.No.l
IImMATI DlTAlL80 AID PROlBCl' IUDOIn' IV 'ROIICI' COMPOtfBNT. UNB I'I1IM AND PROIIICJ" YIIAA

C\JII'OOO)

CA11IOORVI1IM '- PVI 'V2 ,YJ 'V4 'V, PV. 'V1 TC7I'A1. I'X LC..... •• I'" I'" .'" .... -
A) .........IWttMACH ......,...... 0.00 J,WOOO U7S.00 2,55100 2,1.00 " ....00 1."'00 .4,07UO 5,711.00 .....
Lrnon., .............. 0.00 ',31&00 1U00 117.00 6f2.00 ..00 SI4.OO ',". ....1.00 "Inoo
.) ................ "ttldl ......." 0.00 ....00 -.00 JWIO 1.00 Itl.oo 1'.00 I....... 1,111.00 *00

(I) ........c.. 0.00 2SI.OO 14f.00 w.oo .,600 14100 • 00 I..... 1'-00 -...........:........ 0.00 .00 3600 Ii-OO 11.00 UlI 4.00 - - 0.00.......,.... 0.00 100.00 100.00 100.00 oo.סס1 100.00 0.00 .. soo.oo 0.00............ 0.00 .00 .00 • 00 45.00 4S.ClO 4S.ClO .... 4GIUO 0.00
•0pIrIII0aII..... 0.00 40.00 20.00 zo.OO 0.00 0.00 0.00 - 0.00 -(2) ................ 0.00 Jt:2.OO .00 n.oo .00 2&00 WID .. aoo moo.................. 0.00 1100 14.00 UO 4.00 UlI 0.00 .. .00 0.00
.0pInll0nII.... 0.00 .00 .00 - 0.00 0.00 0.00 1- 0.00 ..00
... •••_ ........,.......DIIdII 0.00 24.00 24.00 2UO 24.00 WID Z4.OO I..... 0.00 144.00.....,.................... 400 UClOO 0.00 400 400 0.00 0.00 2lIUI 0.00 ..
•...T_,.....,AIIiIl.- 400 40.00 0.00 0.00 400 0.00 0.00 4UO 40.00 0.00

(3),...,..... 0.00 19.00 19.00 IUD 14.00 lUll .4.00 - MOO 0.00.................. 400 IlOO 19.00 IUD 14.00 14.00 lUll - MOO 0.00
b)AIlMR .b....,..,.... 0.00 _00 26t.ClO U4.OO zaoo ..00 2tUO .... 1,1- _AlO.................. 0.00 2100 zo.OO IIAlO II.ClO 10.00 10.00 - MOO 0.00...............~ 400 14600 1400 laAlO 16'.00 1_ DUD I.". I,GJ7AlO 0.00

.0pInIIiDIIII.... 0.00 40.00 WIll 0.00 0.00 0.00 0.00 7UD 0.00 7JAlO
•.......ARlIaI.........., 0.00 24.00 WJO 2UO 24.00 :MAlO WID I..... 0.00 144.00
.srun.,a........... 0.00 .00 3OAlO 3OAlO JO.OO .. .. a_ 0.00 aaoo
•...,...T....AIIlII.- 0.00 40.00 zo.oo 0.00 0.00 0.00 0.00 - -.00 0.00

·)....~MoaIlarina 0.00 MOO 74.00 so.oo 3SAlO WIO 3S.00 JIW 2AOO -.................. 0.00 .....00 .....00 so.oo 3S.00 - WIO 24UO aa.oo 0.00
.0pIrIII0aII...... 400 .00 ULOO 0.00 0.00 0.00 0.00 .. 0.00 -•...T_T....~ 0.00 moo 2o.GO 400 0.00 0.00 0.00 4UO 40.00 0.00

d)v........ ttl ..... 0.00 IIS.OO 17OAlO a4SAlO a45.oo I»AlO 1'10.00 .... ... ..
.Cdda..-........ 0.00 71.00 1:t.00 11.00 11.00 11.00 115.00 ,a... ,ao.oo 0.00
................ ('1'1") 400 "'00 ".00 "AlO ".00 ss.oo ss.oo J3UO DlLOO 0.00
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Annex 4

Waiver No. FY93-007-S27-0366

September 14, 1993 ~d~-

FROM: Susan Brems, Acting Chief, Office of Health, Population
and Nutrition

The Mission Director is requested to waive the requirement that the
host government fully fund international participant travel,
thereby allowing resources authorized under Project 2000 to be
applied for these purposes.

General Proiect Overview:

Project 2000 is designed to support the MoH in its efforts to
improve the quality and efficiency of its primary health care
services, particularly those that target the most vulnerable
populations -- women. and young children. The 92S! of the Project
is to improve the health and nutrition status of young children and
women of childbearing age. The purpose of the Proj ect is to
increase the use of child survival and maternal heal th
interventions.

To achieve its goal and purpose, the Project takes a three pronged
approach by: (1) providing support directly to child survival and
maternal health programs, (2) enhancing the efficiency of those
programs through improved management, and (3) supporting the
sustainability of those programs through reformed health financing.
The majority of Project activities and funding focus on the {irst
component, which provides immediate support to priority health and
nutrition programs and is expected to result in a visible reduction
in infant. a,nd maternal deaths, as well as improvements in the
quality.of survivorship. The other two components are enabling
ones that contribute to the long-term viability of child and
maternal health efforts and help ensure the future of those
services. Among other activities, they call for out-of-country
training in health administration, as a way of institutionalizing
expertise in this area.

J....IlI:I\"',.Ui y T.1tJA~!UI! 110. LIUA 1
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ACTION MftMORANJ)Urtf TO Tifft rtfllllllON n/Rp.CTOR
WAIVlm TO .1JI.I.V .1JNI) IN'r'L TIlAVEL COSTS FOlt rARTIClrANTTRAININO IN PnOJItCl' 2000
WAIVEIl No.....·9JOO07·52700366

expertise in this area.
Discussion:

Page 2

During recent decades, Peru has exper:tenced much destabilizing.
political turbulence and socio-economic crisis. To promote
stability, President Fujimori, elected in 1990, recognized the need
for austerity measures in the economy and count,z:'r-terrorism to
ensure public safety. The achievements of these measureEl have been
notable. Counter-terrorist activities succeeded in capturing
Sendero Luminoso I s leader, dealing a devastating blow to this
movement; Peru has successfully re-entered the international
financial community, making it possible to obtain vital loans and
paYments; and inflation, which reached an all-time high of 3,000
percent in 1990, has diminished markedly, standing ~t S3 percent in
1992.

Although these successes are critical to long-term development,
many Peruvians are paying a price for these measures, with the poor
bearing a disproportionate share of the consequences. Unemployment
has increased, food costs are high and government-provided services
have been cut substantially.

Throughout the public sector, there is an awareness of the need to
address these short and medium-term negative consequences. As part
of its response, the GOP has founded FONCODES, a foundation whose
mission is to address the most pressing problems in the social
sector. FONCODES sponsors health, education and food programs.
This IIsocial safety net" is an added expense to an already over
taxed budget, but one that should decline over time as more poor
benefit from overall economic stabilization.

This leaves Peru at a critical juncture in the immediate term. It
must continue with austerity measures so that sustainable
development can be achieved but, at the same time, the worst forms
of poverty must also be alleviated. Therefore, while the
government recognizes the need for training as an integral part of
the development process, it is unable to allocate funds for this
activ~ty in the prevailing scenario. .

A. I.D. would' like t(; support the government by' allowing
developmental training to proceed under Project 2000 auspices. The
GOP cou~terpart contribution would still not be inconsequential,
consistihg of continued salary payments to the trainees, as well as
additional salaries for their interim replacements. Further,
trainees will pledge continued long-term service to the MoH as part
of the selection process, thus guaranteeing that their new
expertise will be institutionalized within the MoH.
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ACTION MICMORANnUM TO TIIB MISSION nIRECTOR
WAIVHlt 1'0 .lJl,I.V ~1JNn INT'L 11tAYHL com FOR I'ARTlCII'ANT'I1tAININO IN I'ROJRCT 2000
\Yt\lvlm No. ""J.O070517003"

Recommendation:

Page -

HPN:JYERNOOY:MVIa:07I20193

•
Under these circumstances, it is recommended that the Mission
Director authorize a full waiver of the host government
responsibility for the procurement of international and U.S.
domestic travel costs related to participant training under Proj ect
2000. Handbook 10, Section 16C, provides the authority for this
action. (Pursuant to that Section, the Regional Assistant
Administrator for LAC and OIT will be notified if this Waiver is
approved by you.) _- '

Approved :--bi'-oOl~i"JI\r.I~...;/~j~.....,!""~~__~~_-----~--_
h · ,.A. Wachten e1m, M1ss1on Director

Disapproved: ...... ~-~~-~-~-~---
George A. Wachtenheim,Mission Director

\

D~te : ,j,1t (p (9:;
Clearances: ~J ,t

EXO:LFoley, Ar2: Date ruaD
CONT:Jsanford~ Date '1/11'J3

I C(II L/I ~'3
TSD:VFerrero U Date!

PDP,JBoye+ Date ~\jfii
RLA: JBorns fax Dato 9/14/93

RCO:MStevenson fax Da~e~

DD'D~Dat.e-f¥

. ;

.' ViJ"'7
~ I ~
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"'''IVI1Jl1'(I ,,'II,I.OW r\INn IN1"L 'l'lU.VMI- eMI'" rOil PAIl,.,CII'ANTTRAININ(i IN PRWICT aMI
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-----------_._---.,...._----------_._.","p-----

R'QQJNDMa.tioD I.

UnCler th... c:1rcumstAnces, it :1.8 ~.c:omm.nded that the Mission
Director a~thorize a full waiver of the hOlt gov.rnm~nt
nlsponsibi.lj,ty for th~ procurement of international ancS U. 8.
domestic travel coat. related to p~~ticipant training undet Project
2000. Handbook 10, Section lSC, provides the authority to~ this
action, (Pursuant to that Section, the Regional A••1.tant
Administrator for LAC and OtT will be notified if tbi. ~Aiver il
approved by you,)

ApprovedI~ ~~__~,_,""""':'~-'-"!"'!~--:"'-~'l"'-"-'"-'''
George A. WaQht.nheim, MiBs10n Di~o¢~or

Diaapproved:~ ~ --::~~~_~_~ _
Oeot'geJ&A. wachtenheim, MIeslon Dlzoectot

Dat.: . 7'

Clearances.
EXO : L~'oley I Date
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L • Date •

TSD:VFerrtI'O_ Date_, ...
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3. Other Ca.muDLty-le.el ADd ItbilOlr.phia-typ••••••rab

A .tudy on indig.nou. communication chann.l. betw.en rural
communitie. and urban ••ttlement. of rural migrant•.

An evaluation of radio li.tening habit. of rural population.
in target Proj.ct area•.

An evaluation of the relative influence of the advice of
family members, community group., trained community h.alth
worker., health profe••ional., and various form. of ma•• m.dia
communications on preventive nealth beh~viors ~nd health-care
.eeking behaviors.

Periodic survey. ~f vaccine potency in health
estabJ.i.hment., as a control measure for the cold chain.

Investigation into the rea.ons why many families do not
complete their. children'S entire course of vaccination•.

4. Sugge.ted Studte. LD Total Quality NaDagemeDt aDd riDaDciDg

A study on the demand for health care.

An evaluation of costs in a random sample of some 50 health
establishments of the MoH.

..'
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attitude, time con8traint8, economic and other logi8tic
constraints.

A study of the beliefs and practices of health care
providers regarding health and the health care needs of women,
including their perception of traditional beliefs and practices
regarding pregnancy, childbirth, newborn care, and lactation.

Operations re8~arch on implementing a strategy of·maternity
homes in a number of rural villages.

Operations research on the best comm1lnications methodologies
to increase knowledge about risk, danger I'igns, and obstetric
emergencies at the community level.

A stu~y of the prevalence of ~nemia in pregnant women living
at high altitudes and in the jungle.

Qualitative research on the factors that influence
compliance with iron folate supplementation of pregnant women.

Qualitative research on the acceptability of other
preventive measures during pregnQncy, such as immunization with
tetanus toxoid vaccine and iodized oil capsules.

Operations research on mechanisms to channel supplementary
feeding programs to isolated rural areas to benefit pr.egnant and
lactating women.

2. Sugge.ted Studi•• on Acute Re.pi~.tory Infection.

Surveys and caSB control studies on infant deaths due to
pneumonia, investigating the circumstances surrounding individual
deaths.

A study on the beliefs and practices of women in rural (and
periurban) communitie~ on ARI and pneumonia, including the.
ability to recognize danger signs, knowledge of when to seek
care, and constraints to utilization of the formal health system.

A study on the knowledge, attitudes and practices of health
personnel working at the primary, secondary, and tertiary levels
of care regarding prevention and treatment of ARI and pneumonia.

Periodic surveys of antibiotic resistance to ARI in Project
'. areas.

Operations research on how to reach women with information
regardirg prevention of ARI, early h~me treatment of ARI and
rec~~ition ~;f danger signs for immediate seeking of treatment at
fo':v:,:-ti health care outlets.

•
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Bugg••t.d ,i.ld Studi•• , .tbDog~.phia a••••~ab,
aDd o.v.~.tiODS a••••rah

During the first 2-3 years of the PJ:'oject, studies will be
conducted in three target subregions. Results will be used to
develop training programs and educational activities, as well as
to monitor Project orientation, strategies, and methods.

Following are some suggested topics for which little information
is currently available in Peru. The~~ i.s a particular great lack
of knowledge on the health beliefs and behaviors of rural
populations in Peru. While a fair amount of research has been
done in urban areas on diarrheal diseases and nutrition, these
topics have remained largely unresearched in rural areas.
Additionally, the subjects of maternal-perinatal health and acute
respiratory infection~/pneumonia in infants and children are
largely unstudied in both urban and rural areas.

1. Sugge.t.d Stu4i.a OD Nater.D.l-Periaat.l S••ltb

A survey on mortality in women of reproductive age and
maternal mortality. This would feature in-depth investigation of
the circumstances surrounding individual deaths, with analysis of
associated causes and factors.

A survey on perinatal mortality in health facilities and in
the community. This would feature in-depth investigation of
circumstances surrounding individual deaths.

A study on the beliefs and practices of women in rural (and
periurban) communities and of traditional birth attendants. Such
a study would identify and classify beneficial, neutral, and
harmful practices related to the prenatal period, home attendance
of deliveries, and immediate care of the newborn. This includes
such specific topics as nutritional practices during pregnancy,
utilization of traditional medicines, management of labor,
cutting and care of the umbilical cord f~llowing delivery, care
and feeding of the newborn in the first hours and days, and
management of such common problems and complications during
pregnancy and childbirth as nausea and vomiting, bleeding, fever,
headaches, swelling of limbs, seizures, prolonged labor,
postpartum hemorrhage and fever.

A study of the factors governing the utilization of informal
and formal health care services for prenatal care, delivery, and
postnatal care. This would feature an analysis of existing
barriers to utilization, including barriers of knowledge,

,. -
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Suggested Field Studies, Ethnographic Research

and Operations Research
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Item """'10 ,.0 2do 3er 4to 510 t5lo

fUSS) canldad CosIo Can.dld Costo canlldad COsto canldad COsto canldad CosfD ca....... CosID caaIcIad CosIlI
I'lngasTT
:c22GXll/2 0.110 500.000 55.000.00 500.000 55.000.00 500.000 55.000.00 500.000 55.000.00 5OODOO 55.000.00 5OOJIOO 5SJ1D1t.oo 3JMD,IIOO 330...
ongelidoNs K, E

~,500.000:W-791 15 22,!100.00 15 22.500.00 15 22.500.00 15 22.500.00 15 22.!500.oo 15 22.!5OO.DO 10 US_OO
ongeIIcIDr.. E

1.151.712:W-1151 15 24.'.43 15 24••'.43 15 24.•'.43 15 24••'.43 15 24.'.43 15 24.'.43 10 lGa85l1
It.adarn
CW25 iUCIO.GOO 10 25.000.00 10 25.000.00 10 25.000.00 10 25.000.00 10 25.000.00 25 62.SOO.DO 15 ,.7.5DO_
IpuestOS para
adena de Frio 5000.00 10.000.00 5.000.00 5.000.00 5.000.D0 5.DID.oo 35....

TOTAL 132.381.43 137.381.43 132.381.43 132.381.43 132..3l11.43 ,69.'.43 83V88.SlI

eelmlenlo YDeslnolo.laetanc:la Mallrna

COsto V••• TGIII
Item Un"10 ,.0 2do 3er 410 510 &10

NSSI can.dad Costo Canldad COSIo cantldad Costo canldad COSIo canlldad CosIo CanlIdad COSIO canIdild CosID
alan,. de relDt
.a lano lSO.ooo 100 15.000.00 100 15.000.00 ISO 22.!5OO.oo 100 15.000.00 100 15.000.00 100 15.000.DD 150 U.!IIUO
alan,. de pIaIo
&":& '~eNbledmlenIDs 200.000 SO 10.000.00 SO 10.000.00 50 10.000.00 50 10.000.DD 50 10.000.DD 50 10.ooo.DD 300 ......
alanlDde pie,..
:tu1oS 200.000 50 10.000.00 50 10.000.00 50 10.000.00 50 - ~OJlOO.oo 50 10.000.DD 50 10.ooo.DD 300 ...-omba e5ec:tIca
chela.de IIche 500.000 5 2,500.00 5 2,500.00 5 2,500.00 0.00 O.DD G.Oll 15 ,...
etlg«acfar.
EWI' 1.000.GOO 5 5.000.00 I 5,OC1O.00 5 5.000.00 O.DD OJJO G.Oll 15 ~
ombamanull
«adaa de IIche ~5.ooo so .-- 50 1~50.00 0.00 0.00 0.1IIlI 0.0Il 100 2~

TOTAL ~3750.00 43.750.00 SO.OOO.OO 35.ooo.DD 35.000.00 35.ooo.DD 242518_

~
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:altrot da Enflrmedadu Dlmaleas

•
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COSIO Ya.s ICIIalI
Kem Un"l0 ,.0 2do a- .. 5lo lID

russ, Can.dad CosIo CMldad CosIo canldad CosIo canIdad Costo canIdad CosID CanlIdMI COItD c:aretad CDIID

SAO 0.300 2SOJlOO 75.000.00 250.000 75.000.00 250.000 75.000.00 25OJIOO 75.000.00 250.000 15.CIOO.OD o.0oi 1.25lU11O ~

TOTAl 75.000.00 75.000.00 75.000.00 75.000.00 75.000.00 •.001 ~

nfa'macbn y Geltlon

COSIo Ya.s TCIIalI
Kem Un.-IO ,.0 2do 3tr - 4to 5lo -RJSD cantdad CosIo canldad CosIo canldad CosIo CanIdad CosIo canIdad CosIo caaIdId CosIo CaaIdMI CDIID

MlaocomDUtadau 100 5 4,500.00 5 4,500.00 5 4,500.00 0.00 0.00 0.00 15 1UIIIll.tIO

UPS 300 5 1,500.00 5 1,500.00 5 1.l5C1O.oo 0.00 e.aa 0.00 15 ...,..
IlIlII'esaras de ma.1z 500 5 2,500.00 5 2,500.00 5 2,500.00 0.00 o..ao G.OCl 15 7.-.0

Modems 300 5 1,500.00 5 1~.00 5 1.5C1O..ao 0.00 e.aa G.OCl 15 • .-.0

CaIas de dlsQUlln 5 112 15 25 375.00 25 375.00 25 37s.oo 25 375.00 aGO 8. 100 1.5lD..aD
cajas de dlsqualH 3.5"
doble densldad 1. 25 450.00 25 450.00 25 450.00 25 450.00 0.00 8. 110 1..-a.-
cajas de dlsqualn 3.5"
doble /alla denllldad 22 25 550.00 25 550.00 25 550.00 25 550.00 0.00 o..aol 100 ~

Uesa oara comouladora eo 5 300.00 5 300.00 5 300.00 0.00 0.110 0. 15 ...
Mesa para 40 5 200.00 5 200.00 5 200.00 0.00 0.00 G.OCl 15 --Papel. c1ntas.lIUmlnlUos
dlolla1a 2000.00 2000.00 2.000.00 2,000.00 2"'.00 211m.GO •

12-__

.
TOTAl 13.175.00 13.175.00 13.175.00 3.375.00 2J1C1O.oo z.aao.oo .....

Supervision

CCisto Ta•• ICllall
Item Un"l0 '.0 2do 3. 4to 5lo -RJSD Canadad CoSIo Can.dad Costo Canldad CosIo Canldad CosIo CanlIdad CosID CDIID ca.w COSIo

Vehlc:ulos doble c:abina
dobIe ..c:cIon (PIck-uDS 21.000 4 '4.000.00 4 '4.000.00 3 13.000.00 0.110 0. 0.00 11 231..-

TOTAl 14.000.00 14.00000 13.00000 0.110 0.110 Doa "1.--

~-
'l1
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:ilnCIOn del EmbInZO YPlrtO. Planlllcaclon Famllr

COsIo Years 'alai
Rem UnIIllrlo '.0 2110 38r 4'0 SID IlID

NSSI Canlclad COsIo canldad COsto canldad COsto canldad COsto cantdad casto Caollldad c.... ca.dMI c....
:quipos delnsercion

OJlCl o.aalei DIU 100 50 5.000.00 50 . 5.000.00 50 5.000.00 8.11I 150
15__

:qulposde
41nau.alomla 1351.5 10 13,515.00 10 13515.00 10 13,515.00 10 13,515.00 10 13,51s.oo 10 13.51s.oo • 81.-..
4alltlnup..a ••endon
Ie~ ""_as) 70 100 7.000.00 100 7.000.00 50 3.500.00 OJlCl 0.00 o.aa 25U 17~

'IIamlna
"aulllln 0.05 1.000.000 50.000.00 1.000.000 50.000.00 1.000.000 50.000.00 500.000 25.000.00 500.000 .25.000.00 500.000 25.ODO.- C.sooJllO ZP!"_
ifageude
£:'0 y AcIdo FoRco 0.04 1.000.000 40.000.00 1.000.000 CO.OOO.OO 1.000.000 .0.000.00 500.000 20.000.00 500.000 20.000.00 500.000 2OJDUJO C.sm.aoo ,.--;speculos
'adn" a 500 3.000.00 500 3.000.00 500 3.000.00 500 3.000.00 0.00 0.11I 2JXD 12JD01O
IaIanzas para a«*llo

o.aa 0.001 0.00onlallme"o eo 100 1.000.00 100 1.000.00 0.0(1 200 1UDllJID
Ialllnzas para a'rec:iln

OJlCl,aclllo (pari_as) 30 100 3.000.00 100 3.000.00 0.00 o.aa o.aa 200 SJID.GD
:lntas obsta.1ea
:LAP 2 500 1.000.00 250 500.00 250 500.00 0.00 0.00 o.aa 1.-0 ~

Jestolllllros de 0lINd 10 200 2000.00 300 3.000.00 100 1.000.00 100 1.000.00 50 500.00 50 soo.ao .. .....
'anllo"'o 50 200 10.000.00 300 15.000.00 100 5.000.00 100 5.000.00 50 2.5ClO.oo 50 2.5GD.oo - .....
:SfdDscoaIos 10 200 2.000.00 300 3.000.00 100 1.000.00 100 1.000.00 50 5OOJlO 50 soo.ao - .....
"atoSCODlos 10 200 2.000.00 3(i~ 3.000.00 100 1.000.00 100 1.000.00 50 500.00 50 5OO.ao .. .......
:aulDo de Dlffo 80 100 8000.00 50 4000.00 50 4000.00 50 4000.00 50 4000.00 OJlll 308

TOTAl 154:515.00 151.015.00 127:515.00 73.515.00 1I.51s.oo 8Z.5t5.00 10...

los anlconcapUYol_an compra" JU fondos .......... sa...no OCIRIIra. dlblran ............ posIIdara a los Iondos del PIQJKIO..........*'cIDa

~
~

6 ..



A~e Anp...I«y Infecdona (ARI)

UtiSTRATIVELIST OF COMuoomes

. . ,

--coiIo v••• Talil
ARTICUlO Unllrlo ,.0 2da - 410 SID lID

ross, canldad CosIo • cantdad CosIo canldad CosIo canIdacI CosIo canIdId CosIo Caalidad cos.» canIdad CosIo
eo.llIIOJlUDIt'cos
de 120 mI 0.1 100.000 CO.ooo.OO 100.000 80.000.00 125.000 100'-.00 125JJOO I00JJOO.oo 125JJOO lao.aoo.oo 125J1OO 100.-.• 780.-

510__

eo"moXUDltab .
l00x2O 0.007 500.000 3,500.00 I00JJOO 700.00 75.000 525.00 75.000 525.00 75.000 52SJIO 50.000 358.00 ~ ..us..
Penlc:llna ~ocaInlca

1000000 0.24 50.000 12.000.00 50.000 12.000.00 50.000 12.000.00 SO.ooo 12.DOO.00 122DOO 29.210.00 135.GOO 3Z.«JG.aO 457/11ll1J 189.....
Penldlna Benzallnlca
600000 UI 0.•2 80.000 25.200.00 Ie.ooo 21.l110.oo 70.000 29.COO.OO 77.000 32.340.00 85.011O 35.lUO.OO I3JIOI 3IJIliOJIO 44IJIGO

_.511_
Gentamicin.

.11..35OJM120ma 0.11 SO.OOO 5.500.00 SO.ooo 5.500.00 25.000 2.750.00 25.000 2.750.00 25.000 2.750.00 285JIDD 4IU8D .....
Cloxaclina Inyectallle
500ma 0.3 0,200 2.780.00 ~.300 1.590.00 8.000 1.1100.00 8.500 1.95OJ1O 7.000 oo.סס2.1 8.000 2.4OO.GO C2.OOD 121D!1J.
.-Ingas de 5 ce
eona-aull 0.1 SO.OOO 5.000.00 SO.OOO 5.000.00 SO.OOO 5.000.00 SO.OOO 5.000.00 SO.OIIO 5.oao.00 SO.OOO 5.1l1DJJO 3CIOJIGO

.111__

VItamk1a A capsu_
100 000 UI cIU 0.02 .0.000 100.00 HOllO 720.00 39.000 780.00 a.ooo 180.00 47.000 IMOOO ~.GOO ,....~ 257.. 5.1."

SaJtxUmoI.aIudon 2 '.000 11.000.00 7.oao 1••GOO.OO 7.000 1••110O.00 • .oao ".000.00 10.000 2OJIDO.GO 11011O 22MO_ 51.- ~
cronometos manuales
IWIICI'OS 4.2 2.000 1.400.00 1.oao • .200.00 1.000 .,200_ I.OCD 4,200.00 1.DOO 4,200.GO lOGO 4.2C11l1Q 7..... a......

Nebulza-- 150 50 7-.ot' 50 7~.GO 50 7-.GO 50 7-.00 0_ 0·
,..

TOTAl . 188.180.00 151,090.00 177..955_ 183.125.00 2OOA95JIO 237-.. I.QI.12S"

~
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Annex 12

Dlustrative List of Commodities
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C. CRITERIA APPLICABLE TO ECONOMIC SUPPORT
FUNDS ONLY

KIA

Cl.aranc•• : PDP:BVarilla.~
ECON:JManarolla~
CONT:JMa~tin ~

ORD:CAyala ~
EXO/PROC:CYaftez~
TSD:VFarr.ro ~



ot r ••••rch on and d.v.lopm.nt and u••
ot ••all-.cale, dec.ntralized, renewabl•
• n.rvy .ource. tor rural ar.a.,
empha.izinq developm.nt ot en.rvy
re.ource. which ar. .nvironmentally
acc.ptabl. and r.quire minimum capital
inv••tment;

b. concern.d with technical
coop.ration and dev.lopment, ••pecially
with U.S. private and voluntary, or
r.vional and int.rnational development,
orqanizatian"

c. re.earch into, and
evaluation ot, economio d.v.lopment
proo••••• and t.chnique.;

d. r.con.truotion aft.r
natural or manmade di.a.t.r and program.
ot diaa.t.r pr.p~r.dne.s;

a. tor .peoial d.velopment
probl.ma, and to enable prop.r
utilization ot intra.truoture and
relat.d project. tunded with earlier
U.S. assistance;

t. tox' urban development,
e.pecially small, labor-intensive
enterprises, marketing sy.tems tor small
producers, and finanoial or other
insti.t:utions to help urban poor
participate in economic and social
development.

24. capital .roject. (Jobs
Through Export Act ot 1992, Sees.
303 and 306(d»: It assistance is
being provided for a capital
project, is the project
developmentally sound and will the
project measurably alleviate the
worst manitestations of poverty or
directly promote environmental
safety and sustainability at the
community level?

RIA

,



20. .opulatioft and I.alth (FAA
Seci. 104(b) and (c). It a•• i.tance i.
bein, mad. available tor population or
health activitie., de.oribe extent to
which aotivity emphalize. low-colt,
inte,rated delivery Iyltem. tor health,
nutrition and family planninq tor the
poor••t people, with particular
attention to the ne.d. of mother. and
yount children, ua1n, para.edical and
auxiliary med10al per.onnel, clinic. and
health po.t., commercial di.tribution
.y.tem., and other mode. ot community
outreach.

22. IduoatioD aDd BuaaD .e.ou~oe.

Develop.eDt (FAA Seo. 105): It
a••i.tance i. being made available for
education, pUblic admini.tration, or
human re.ource development, de.cribe (a)
extent to whioh activity strengthen.
nonfo~al education, mak•• formal
education more relevant, e.pecJ~l.ly for
rural families ar~d urban PO(;:·'·~ ~~~ci

strengthens management oapab~li~i of
institutions enabling the poor to
participate in development; and (b)
extent to which a••istance provide.
advanced education and training of
people of developing countries in such
disciplines as are ~.quired for planning
and implementation of public and private
development activiti.s.

23. IDeren, .~iv.te Voluntary
orvani.ation., aDd Se180ted Deve10p••Dt
Activitiel (FAA Sec. 106): If
assistance is being made available for
energy, private voluntary organizations,
and laleoted develop.eDt pro~l"l,

describe extent to which activity is:

a. concerned with aata
oolleotioD and aDalYlil, the traiDiDg of
Ikill.d persoDDel, research on and
development of suitable energy sources,
and pilot projects to test new methods
of energy production; and facilitative

The project
will proaote
u.er fee. tor
inaome learnin,
tamili~. to
enable the
Mini.try of
Health to aore
effeatively
re.pond to the
need. ot
fa.ilie.
without
finanoial
re.ourae.,
while focu.in9
on ohild
lurvival
program••

(See Project
De.cription and
Trainin9 Plan).

KIA



of wom.n' ••t.tu., .nd (5) utili.e and
.n~our.9. regional coop.~ation by
d.veloping countrie.?

19" A9riGUltu~11 Ru~.l D.V.lop••Dt MIA
.Dd Mutritioft, .ad Ag~ioultu~.l •••••~ob
(PAA SIO•• 103 and 103A).

a. aual pOO~ aDd ...11
, ....~.: If a••i.tanc. i. being .ade
availabll for avriculture, rural
dlv.lopmlnt or nutrition, 4••~r1be
.xtant to Which activity i••pecifically
d••i9ned to incr•••• productivity .nd
inco.e of rural poor; or if a••i.tanc.
i. being made .vailable for agricultural
r •••arch, has account been tak.n of the
n••da of .mall farm.rs, and ext.n.ive
u.e of filld t ••ting to ad.pt ba.ic
re••arch to local conditions .hall b•
..de.

b. IUt~itioD: De.cribe
extent to whicll •••i.t.nce is u••d in
coordin.tion with .fforts c.rried out
und.r FAA S.ction 104 (Popul.tion .nd
H.alth) to h$lp improve nutrition of the
p.ople of dev.loping countries through
.ncouragement of incr••••d production of
crops with gr••t.r nutrition.l v.lue;
improvem.nt of planning, rese.rch, .nd
.ducation with respect to nutrition,
p.rticularly with r.fer.nc. to
improvement .nd .xpanded us. of
indigenously produced foodstuffs; and
the und.rtaking of pilot or
demonstr.tion program. explicitly
addres.ing the problem of malnutrition
of poor and vulnerable peopl••

c. Pood ••ourity: De5cribe
extent to which activity increa.e.
national tood security by improving food
policies and management and by
str.ngthening national food r.serve.,
with particular concern tor the n.ed. of
the poor, through measure. encouraging
domestic production, building national
tood reserves, expanding available
storage facilities, reducing post
harvest food losses, and improving food
distribution.

..



,

repay the loan at a reasonable rate of
interest.

b. Long-range plans (FN\
Sec. 122(b»: Does the activity give
reasonable promise of assisting lon~J

range plans and programs designed to
develop economic resources and incrBase
productive capacities?

c. Interest rate (FAA Sfac.
122(b»: If development loan is
repayable in dollars, is interest rate
at least 2 percent per annum during a
grace period which is not to exceed ten
years, and at least 3 percent per annum
thereafter?

d. Exports to United stILt••
(FAA Sec. 620 (d) ): If assistance iEI for
any productive enterprise which will.
compete with u.S. enterprises, is thlere
an agreement by the recipient country to
prevent export to the U.S. of more than
20 pe~cent of the enterprise's annual
production during the life of the loan,
or has the requirement to enter into
such an agreement been waived by the
President because of a national security
interest?

18. Development Objectiv•• (FAA
Sees. 102(a), 111, 113, 281(a»: Extent
to which activity will: (1) effectively
involve the poor in development, by
expanding access to economy at local
level, increasing labor-intensive
production and the use of appropriate
technology, spreading investment ou~

from cities to small towns and rural
areas, and insuring wide participation
of the poor in the benefits of
development on a sustained basis, using
the appropri~te u.S. institutions; (2)
help develop cooperatives, especially by
technical assistance, to assist rural
and urban poor to help themselves toward
better life, and otherwise encourage
democratic private and local
governmental institutions; (3) support
the self-help efforts of developing
countries; (4) promote the participation
of women in the national economies of
developing countries and the improvement

N/A

(
~7



sustainable forestry?

e. Bnvironmental impact
atatements: Will funds be made
available in accordance with provisions
of FAA section 117(c) and applicable
A.I.D. regulations requiring an
environmental impact statement for
activities significantly affecting the
environment?

11

•

14. Energy (FY 1991 Appropriations
Act Sec. 533(C»: If assistance relates
to energy, will such assistance focus
on: (a) end-use energy efficiency,
least-cost energy planning, and
renewable energy resources, and (b) the
key countries where assistance would
have the greatest impact on reducing
emissions from greenhouse gases?

15. Debt-for-Nature Exchange (FAA
Sec. 463)= If project will finance a
debt-for-nature exchange, describe how
the exchange will support protection of:
(a) the world's oceans and atmosphere,
(b) animal and plant species, and (e}
parks and reserves; or describe how the
exchange will promote: (d) natural
resource management, (e) local
conservation programs, (f) conservation
training programs, (g) pUblic commitment
to conservation, (h) land and ecosystem
management, and (i) regenerative
approaches in farming, forestry,
fishing, and watershed management •

N/A

N/A

•
i
1-

16. DeobligatioD/ReobligatioD (FY N/A
1991 Appropriations Act Sec. 515): If
deob/reob authority is sought to be
exercised in the provision of DA
assistance, are the funds being
obligated for the same general purpose,
and from countries within the same
region as origiraally obligated, and have
the House and Senate Appropriations
Committees been properly notified?

17 'J Loans

a. RepaYmelllt capacity (FAA
Sec. 122 (b) ) : Informa'cion and
conclusion on capacity of the country to

N/A



donors of the immediate and long-term
value of tropical forests; (11) utilize
the resources and abilities of all
relevant u.s. government agencies; (12)
be based upon careful analysis of the
alternatives available to achieve the
best sustainable use of the land; and
(13) take full account of the
environmental impacts of the proposed
activities on biological diversity?

c. Porest degradation: Will
assistance be used for: (1) the
procurement or use of logging equipment,
unless an environmental assessment
indicates that all timber harvesting
operations involved will be conducted in
an environmentally sonnd manner and that
the proposed activity will produce
positive economic benefits and
sustainable forest management systems;
(2) actions which will significantly
degrade national parks or similar
protected areas which contain tropical
forests, or introduce exotic plants or
animals into such areas; (3) activities
which would result in the conversion of
forest lands to the rearing of
livestock; (4) the construction,
upgrading, or maintenance of roads
(including temporary haul roads for
logging or other extractive industries)
which pass through relatively
undergraded forest lands; (5) the
colonization of forest lands; or (6) the
construction of dams or other water
control structures which flood
relatively undergraded forest lands,
unless with respect to each such
activity an environmental assessment
indicates that the activity will
contribute significantly and directly to
improving the livelihood of the rural
poor and will be conducted in an
environmentally sound manner which
supports sustainable development?

d. sustainable forestry: If
assistance relates to tropical forests,
will project assist countries in
developing a systematic analysis of the
appropriate use of their total tropical
forest resources, with the goal of
developing a national program for

r



a. A.I.D. Regulation 1&:
Does the assistance comply with the
environmental procedures set forth in
A.I.D. Regulation 16?

b. conservation: Does the
assistance place a high priority on
conservation and sustainable management
~f tropical forests? Specifically, does
the assistance, to the fullest extent
feasible: (1) stress the importance of
conserving and sustainably managing
forest resources; (2) support activities
which offer employment and income
alternatives to those who otherwise
would cause destruction and loss of
forests, and help countries identify and
implement alternatives to colonizing
forested areas; (3) support training
programs, educational efforts, and the
establishment or strengthening of
institutions to improve forest
management; (4) help end destructive
slash-and-burn agriculture by supporting
stable and productive farming practices;
(5) help conserve forests which have not
yet been degraded by helping to increase
production on lands already cleared or
degraded; (6) conserve forested
watersheds and rehabilitate those which
have been deforested; (7) support
training, research, and other actions
which lead to sustainable and more
environmentally sound practices for
timber harvesting, removal, and
processing; (8) support research to
expand kncwledge of tropical forests and
identify alternatives which will prevent
forest destruction, loss, or
degradation; (9) conserve biological
dive~sity in forest areas by supporting
efforts to identify, establish, and
maintain a representative network of
protected tropical forest ecosystems on
a worldwide basis, by making the
establishment of protected areas a
condition of support for activities
involving forest clearance or
degradation, and by helping to identify
tropical forest ecosystems and species
in need of protection and establish and
maintain appropriate protected areas;
(10) seek to increase the awareness of
U.S. Government agencies and ather



11. Di.advantaged Bnterpri.e. (FY
1991 Appropriations Act Sec. 567): What
portion of the funds will be available
only for activities of economically and
socially disadvantaged enterprises,
historically black colleges and
universities, colleges and universities
having a student body in which more than
40 percent of the students are Hispanic
Americans, and private and voluntary
organizations which are controlled by
individuals who are black Americans,
Hispanic Americans, or Native Americans,
or who are economically or socially
disadvantaged (including women)?

awarding of contracts, except where
applicable procurement rules allow
otherwise?

Requests for
proposals will
include
appropriate
language on AID
policy on
contracting
with
disadvantaged
enterprises as
well as Hand
Book 10
requirements
for participant
training
aspects. Prime
contractors
will be
instructed to
make maximWl
practical use
of such
entities and
include
SUbcontracting
plans in
proposals
submitted.

12. Biological Diversity (FAA Sec. NIA
119(g): will the assistance: (a)
support training and education efforts
which improve the capacity of recipient
countries co prevent loss of biological
diversity; (b) be provided under a long-
term agreement in Which the recipient
country agrees to protect ecosystems or
other wildlife habitats; (c) support
efforts to identify and survey
ecosystems in recipient countries worthy
of protection; or (d) by any direct or
indirect means significantly degrade
national parks or similar protected
areas or introduce exotic plants or
animals into such areas?

13. Tropical ~or.8ts (FAA Sec. KIA
118; FY 1991 Appropriations Act Sec.
533(c)-(e) , (g»:

•



a. Are any of the funds to No
be used tor the performance of abortions
as a method of family planning or to
motivate or coerce any person to
practice abortions?

b. Are any of the funds tg No
be used to pay for the performance of
involuntary sterilization as a method of
family planning or to coerce or provide
any financial incentive to any person to
undergo sterilizations?

c. Are any of the funds to No
b. made available to any organization or
program, which as determined by the
President, supports or practices in the
management of a program of coercive
abortion or involuntary sterilization?

d. Will funds be made Yes
available only to voluntary family
planning projects which offer, either
directly or through referral to, or
information about access to, a broad
range of family planning methods and
services?

e. In awarding grants for No
natural family planning, will any
applicant be discriminated against
becal_se of such applicant' s religious or
conscientious commitment to offer only
natural family planning?

f. Are any of the funds to No
be used to pay· for any biomedical
research which relates, in whole or in
part, to methods of, or the performance
of, abortions or involuntary
sterilization as a means of family
planning?

g. Are any of the funds to No
be made available to any organization if
the President certifies that the use of
these funds by such organization would
violate any of the above provisions
related to abortions and involuntary
sterilization?

10. cODtract Awards (FAA Sec. Yes
601(e»: will the project utilize
competitive selection procedures for' the



6. special D.velopment !mpha•••
(FAA Sees. 102 (b), 113, 281(a»:
Describe extent to which activity will:
(a) effectively involve the poor in
development by extending access to
economy at local level, increasing
labor-intensive production and the use
of appropriate technology, dispersing
investment from cities to small towns
and rural areas, and insuring wide
participation of the poor in the
benefits of development on a sustained
basis, using appropriate u.S.
institutions; (b) encourage democratic
private and local governmental
institutions; (c) support the self-help
efforts of developing countries; (d)
promote the participation of women in
the national economies of developing
countries and the improvement of women's
status; and (e) utilize and encourage
regional cooperation by developing
countries.

The project
will .upport
self help
efforts of
developing
countries by
promoting user
fees for public
health
services.

Yes

i.:-, '.

7. Recipient country contribution
(FAA Sees. 110, 124(d»: Will the
recipient country provide at least 25
percent of the costs of the program,
project, or activity with respect to
which the assistance is to be furnished
(or is the latter cost-sharing
requirement being waived for a
"relatively least developed" country)?

8. Benefit to Poor Majority (FAA Yes
Sec. 128(b»: If the activity attempts
to increase the institutional
capabilities of private organizations or
the government of the country, or if it
attempts to stimulate scientific and
technological research, has it been
designed and will it be monitored to
ensure that the ultimate beneficiaries
are the poor majority?

9. Abortions (FAA Sec. 104(f);
FY 1991 Appropriations Act, Title II,
under heading "Population, DA," and Sec.
535):

,"
"



I

pUblication, conferencQ, or training),
are such activitias: (1) specifically
and principally designed to increase
agricultural exports by the host country
to a country other than the united
states, where the export would lead to
direct competition in that third country
with exports of a similar commodity
grown or produced in the united States,
and can the activities reasonably be
expected to cause substantial injury to
u.s. exporters of a similar agricultural
commodity; or (2) in support of research
that is intended pj'~imarily to benefit
u.s. producers?

2. Tied Aid Credits (FY 1991
Appropriations Act, Title II, under
heading "Economic support Fund"):
Will DA funds be used for tied aid
credits?

3. Appropriate Technology (FAA
Sec. 107): Is special emphasis placed
on use of appropriate technology
(defined as relatively smaller, cost
saving, labor-using technologies that
are generally most appropriate for the
small farms, small businesses, and small
incomes of the poor)?

4. Indigenous ••eds and Resources
(FAA Sec. 281(b»: Describe extent to
which the activity recognizes the
particular needs, desires, and
capacities of the people of the country;
utilizes the country's intellectual
resources to encourage institutional
development; and supports civic
education and training in skills
required for effective participation in
government and political processes
essential to self-government.

5. Bconomic Develop••nt (FAA Sec.
101(a»: Does the activity give
reasonable promise of contributing to
the development of economic resources,
or to the increase of productive
capacities and self-sustaining economic
growth?

No

Yes

(See Project
Description and
Training Plan)

NfA

I
I

!
I,,-

I



•

39. CommitmeDt of rUDds (FAA
Sec. 635(h): Does a Contract or
agreement entail a commitment for
the expenditure of funds during a
period in excess of 5 years from
the date of the contract or
agreement?

40. Impact OD o.s. Jobs (FY
1993 Appropriations Act. Sec. 599):

(a) will any financial
incentive be provided to a business
located in the U.S. for the purpose
of inducing that business to
relocate outside the U.S. in a
manner that would likely reduce the
number of U.S. employees of that
business?

(b) will assistance be
provided for the purpose of
establishing or developing an
export processing zone or
designated area in which the
country's tax, tariff, labor,
environment, and safety laws do not
apply? If so, has the President
determin~d and certified that such
assistanc~ is not likely to cause a
loss of jobs within the U.S.?

(c) will assistance be
provided for an activity that
contributes to the violation of
internationally recognized workers
rights, as defined in section
502(a)(4) of the Trade Act of 1974,
of workers in the recipient
country?

B. CRITERIA APPLICABLB TO DEVBLOPMBNT
USISTANCB ONLY

No

No

No

No

1. Agricultural Bxports (Bump4r8 N/A
Amendment) (FY 1991 Appropriations Act
Sec. 521(b), as interpreted by
conference report for original
enactment): If assistance is for
agricultural development activities
(specifically, any testing or breeding
feasibility study, variety improvement
or introduction, consultancy,



Yes

-.

31. Marine Insurance (FY 1991
Appropriation Act Sec. 563): Will any
A.I.D. contract and solicitation, and
subcontract entered into under such
contract, include a clause requiring
that u.s. marine insurance companies
have a fair opportunity to bid for
marine insurance when such insurance is
necessary or appropriate?

38. Bxchange for Prohibite4 Act No
(FY 1991 Appropriations Act Sec. 569):
Will any assistance be provided to any
foreign government (including any
instrumentality or agency thereof),
foreign person, or United States person
in exchange for that foreign government
or person undertaking any action which
is, if carried out by the United States
Government, a United States official or
employee, expressly prohibited by a
provision of United states law?

•



Yes
•

30. Mo~or v.~icl•• (FAA Sec. Yes
636(i»: Will assistance preclude use of
financing for purchase, sale, long-term
lease, exchange or guaranty of the sale
of motor vehicles manUfactured outside
UcS., unless a waiver is obtained?

31. Mili~.ry P.rsonnel (FY 1991
Appropriations Act Sec. 503): will
assistance preclude use of financing to
pay pensions, annuities, retirement pay,
or adjusted service compensation for
prior or current military personnel?

32. p.ym.n~ of U.N. A.s•••••n~. Yes
(FY 1991 Appropriations Act Sec. 505):
Will assistance preclude use of
financing to pay U.N. assessments,
arrearages or dues?

33. Multilat.ral Or9.Di••~ion Yes
Lending (FY 1991 Appropriations Act Sec.
506): will assistance preclude use of
financing to carry out provisions of FAA
section 209(d) (transfer of FAA funds to
multilateral organizations for lending)?

j4'. Bxport of Nuclear Resourc.s Yes
(FY 1991 Appropriations Act. Sec. 510):
will assistance preclude use of
f inahcing to finance tt.e export of
nuclear equipment, fuel, or technology?

35. Repr.ssion of popUlation (FY Yes
1991 Appropriations Act Sec. 511): Will
assistance preclude use of financing for
the purpose of aiding the efforts of the
government of such country to repress
the legitimate rights of the popUlation
of such country contrary to the
Universal Declaration of Human Rights?

36. Publicity or Propaganda (FY No
1991 Appropriations Act Sec. 516): Will
assistance be used for pUblicity or
propaganda purposes designed to support
or defeat legislation pending before
Congress, to influence in any way the
outcome of a political election in thn
United States, or for any pUblicity or
propaganda purposes not authorized by
congress?



25. Communist Assistanc. (FAA Sec.
620(h»: Do arran~ements exist to insure
that united States foreign aid is not
used in a manner which, contrary to the
best interests of the United States,
promotes or assists the foreign aid
projects or activities of the Communist
bloc countries?

26. Narcotic.

Yes

•

Yes

a. cash r.imbur••••nt. (FAA Yes
Sec. 483): Will arrangements preclUde
use of financing to make reimbursements,
in the form of cash payments, to persons
whose illicit cl~~~ crops are eradicated?

b. A.sistanc. tQ narcotic. Yes
traffick.rs (FAA Sec. 487): Will
arrangements take "all reasonable steps"
to preclude use of financing to or
through individuals or entities which we
know or havs reason to believe have
either: (1) been convicted of a
violation of any law or regUlation of
the United States or a foreign country
relating to narcotics (or other
controlled SUbstances); or (2) been an
illicit trafficker in, or otherwise
involved in the illicit trafficking of,
any such controlled substance?

27. Bxpropriation and Land a.form
(FAA Sec. 620(g»: Will assistance
preclude use of financing to compensate
owners for expropriated or nationalized
property, except to compensate foreign
nationals in accordance with and land
reform program certified by the
President?

28. Polic. and Prisons (FAA Sec. Yes
660): Will assistance preclude use of
financing to provide training, advice,
or any financial support for police,
prisons, or other law enforcement
forces, except for narcotics programs?

29. CIA Activiti•• (FAA Sec. 662): Yes
will assistance preclude use of
financing for CIA activities?



N/A

•

subassemblies, and semi-fabricated
materials to be specified in metric
units when economically available and
technically adequate? Will A.I.D.
specifications use metric units of
measure from the earliest programmatic
stages, and from the earliest
documentation of the assistance
processes (for example, project papers)
involving quantifiable measurements
(length, area, volume, capacity, mass
dnd weight), through the implementation
stage?

1. competitive Selection Yes
Procedure. (FAA Sec. 601(e»: will the
assistance utili~a competitive selection
procedures for the awarding of
contracts, except where applicable
procurement rules allow otherwise?

23. Construction

a. capital project (FAA Sec.
601(d»: If capital (~, construction)
project, will u.S. engineering and
professional services be used?

b. (FAA Sec. 611(C): If
contracts for construction are to be
financed, will they be let on a
competitive basis to maximum extent
practicable?

c. Large project.,
congressional approval (FAA Sec.
620(k»: If for construction of
productive enterprise, will aggregate
value of assistance to be furnished by
the u.s. not exceed $100 million (except
for productive enterprises in Egypt that
were described in the Congressional
Presentation), or does assistance have
the express approval of Congress?

24. u.S. Audit Right. (FAA Sec. N/A
301(d»: If fund is established solely
by U.S. contributions and administered
by an international organization, does
Comptroller General have audit rights?



g. Technical a••iatance (FAA
Sec. 621(a»: If technical assistance is
financed, will such assistance be
furnished by private enterprise on a
contract basis to the fullest extent
practicable? Will the facilities and
resources of other Federal agencies be
utilized, are they particularly
suitable, not competitive with private
enterprise, and made available without
undue interference with domestic
programs?

h. U.8. air carriers
(International Air Transportation Fair
competitive Practices Act, 1974): If air
transportation of persons or property is
financed on grant basis, will u.s.
carriers be used to the extent such
service is available?

i. Termination for
convenience of U.8. Government (FY 1991
Appropriations Act Sec. 504): If the
u.S. Government is a party to a contract
for procurement, does the contract
contain 'a provision authorizing
termination of such contract for the
convenience of the United states?

j. consultinq .ervices (FY
1993 Appropriations Act Sec. 523): If
assistance is for consulting services
throuqh procurement contract pursuant to
5 U.S.C. 3109, are contract expenditures
a matter of pUblic record and available
for pUblic inspection (unless otherwise
provided by law or Executive order)?

k. Metric conversion
(Omnibus Trade and competitiveness Act
of 1988, as interpreted by conference
report, amending Metric Conversion Act
of 1975 Sec. 2, and as implemented
throuqh A.I.D. policy): Does the
assistance program use the metric system
of measurement in its procurements,
grants, and other business-related
activities, except to the extent that
such use is impractical or is likely to
cause significant inefficiencies or loss
of markets to United States firms? Are
bulk purchases usually to be made in
metric, and are components,

Yes

Yes

Yes

N/A

Yes (to the
extent
possible)

•



•

c. Marin. insuranc. (FAA N/A
Sec. 604(d»: If the cooperating country
discriminates against marine insurance
companies authorized to do business in
the u.S. will commQdities be insured in
the united States against marine risk
with such a company?

d. Bon-U.S••gricul~ur.l N/A
procuremen~ (FAA Sec. 604(e»: If non-
u.S. procurement of agricultural
commodity or product thereof is to be
financed, is there provision against
such procurement when the domestic price
of such commodity is less than parity?
(Exception where commodity financed
could not reasonably be procured in
U.s.)

e. construction or N/A
engin.ering s.rvices (FAA Sec. 604(g»:
will construction or engineering
services be procured from firms of
advanced developing countries Which are
otherwise eligible. under Code 941 and
which have attained a competitive
capability in international markets in
one of these areas? (Exception for
those countries which receive direct
economic assistance under the FAA and
permit United States firms to compete
for construction or engineering services
financed from assistance programs of
these countries.)

f. cargo preferenc. sbipping No
(FAA Sec. 603»: Is the shipping
excluded from compliance with the
requirement in section 901(b) of the
Me~~hant Marine Act of 1936, as amended,
that at least 50 percent of the gross
tonnage of commodities (computed
separately for dry bulk carriers, dry

·oargo liners, and tankers) financed
shall be transported on privately owned
u.s. flag commercial vessels to the
extent such vessels are available at
fair and re~sonable rates?

,

/~



No

a. will assistance be made No
available to any organization or program
which, as determined. by the President,
supports or particip'8tes in the
management of a prog'ram or coarcive
abortion or involuntary sterilization?

b. will any funds be used to
lobby for abortion?

20. cooperati,r•• (FAA Sec. 111): No
Will assistance help develop
cooperatives, espectally by technical
assistance, to assist rural and urban
poor to help themsel.ves toward a better
life?

21. U. 8 • -01m.~l por.19n CUrrencie.

a. U•• ctf curr.nci•• (FAA N/A
Secs. 612(b), 636(h); FY 1991
Appropriations Act Secs. 507, 509):
Describe steps taker.l to assure that, to
the maximum extent ~Iossible, foreign
currencies owned by the u.s. are
utilized in lieu of dollars to meet the
cost of contractual and other services.

•

b. a.l•••• of curr.nci••
(FAA Sec. 612(d»: Does the u.S. own
excess foreign currency of the country
and, if so, what arrangements hava been
made for its release?

22. Procurem.nt

a. Small business (FAA Sec.
602 (a»: Are there a:rrangements to
permit u.S. small bUlsiness to
participate equitabl:r in the furnishing
of commodities and sl!rvices financed?

b. u.S. I~rocuremen~ (FAA
Sec. 604 (a) ): will aJLl procurement be
from the U. S., the r.!cipient country, or
developing countries except as otherwise
determined in accord~lnce with criteria
of this section?

No

Yes (to the
extent
possible)

Yes



16. Metric system (Omnibus Trade
and competitiveness Act of 1988 Sec.
5164, as interpreted by conference
report, amending Metric Conversion Act
of 1975 Sec. 2, and as implemented
through A.I.D. policy): Does the
assistance activity use the metric
system of measurement in its
procurements, grants, and other
business-related activities, except to
the extent that such use is impractical
or is likely to cause significant
inefficiencies or loss of markets to the
United States firms? Are bulk purchases
usually to be made in metric, and are
components, SUbassemblies, and semi
fabricated materials to be specified in
metric units when economically avail~ble

and technically adequate? Will A.I.D.
speci~ications use metric units of
measure from the earliest programmatic
stages, and from the earliest
documentation of the assistance
processes (for example, project papers)
involving quantifiable measurements
(length, area, volume, capacity, mass
and weight), through the implementation
stage?

17. Women in Development (rY 1991
Appropriations Act, Title III, under
heading "Women in Development"): will
assistance be designed so that the
percentage of women participants will bn
demonstrably increased?

18. Regional and MUltilateral
a••istance (FAA Sec. 209): Is assistance
more efficiently and effectively
provided through regional or
multilateral organizations? If so, why
is assistance not so provided?
Information and conclusions on whether
assi"tance will encourage developing
countries to cooperate in regional
development programs.

19. Abortions (FY 1991
Appropriations Act, Title II, under
heading "population, DA," and Sec. 525):

Yes (to the
extent
possible)

Yes

No



purses worn on the person), work gloves
or leather wearinq apparel?

13. Tropical Fore.t. (FY 1991 No
Appropriations Act Sec. 533(c) (3»: will
funds be used for any program, project
or activity which would (a) result in
any significant loss of tropical
forests, or (b) involve industrial
timber extraction in primary tropical
forest areas?

14. pva As.istaDce

a. AUditiDq and
reqi.tratioD (FY 1991 Appropriations Act
Sec. 537): If assistance is being made
available to a PVO, has that
organization provided upon timely
request any document, file, or record
necessary to the auditing requirements
of A.I.D., and is the pvo registered
with A.I.D.?

b. Funding source. (FY
1991 Appropriations Act, Title II, under
heading "Private and Voluntary
organizations"): If assistance is to be
made to a United S'tates PVO (other than
a cooperative development orgardzation),
does it obtain at least 20 percent of
its total annual funding for .
international activities from sources
other than the united States Government?

15. project Agreement
DocUDentatioD (State Authorization Sec.
159 (as interp~eted by conference
report»: Has confirmation of the date
of signing of the project agreement,
including the amount involved, been
cabled to State LIT and A.I.D. LEG
within 60 days of the agreement's entry
into force with respect to the United
States, and has the full text of
agreement been pouched to those same
Offices? (See Handbook 3, Appendix 6G
for agreements covered by this
provision).

N/A

N/A

Confirmation
will be cabled
to AID/W within
60 day. of
signing the
Grant
Agreement, and
copies of the
Grant Agreement
will be pouched
to State LIT
and AID/LEG.



(2) will such local
currencies, or an equivalent amount of
local currencies, be used only to carry
out the purposes of the DA or ESF
chapters of the FAA (depending on which
chapter is the source of the assistance)
or for the administrative requirements
of the United states Government?

(3) Has A.I.D. taken all
appropriate steps to ensure that the
equivalent of local currencies disbursed
from the separate account are used for
the agreed purposes?

(4) If assistance is
terminated to a country, will any
unencumbered balances of funds remaining
in a separate account be disposed of for
purposes agreed to by the recipient
government and the United states
Government?

1'. Trade RestrictioD.

a. surplus Commodities (FY
1991 Appropriations Act Sec. 521(a»: If
assistance is for the production of any
commodity for export, is the commodity
likely to be in surplus on world markets
at the time the resulting productive
capacity becomes operative, and is such
assistance likely to cause substantial
injury to u.s. producers of the same,
similar or competing commodity?

b. Textile. (LauteDberq
aaeDdmeDt) (FY 1991 Appropriations Act
Sec. 521(c»: Will the assistance
(except for programs in Caribbean Basin
Initiative Countries under U.S. Tariff
Schedule "section 807," which allows
reduced tariffs on articles assembled
abroad from U.S.-made components) be
used directly to procure feasibility
stUdies, prefeasibility stUdies, or
project profiles of potential investment
in, or to assist the establishment of
facilities specifically designed for,
the manufacture for export to the United
States or to third country markets in
direct competition with U.s. exports, of
textiles, apparel, footwear, handbags,
flat goods (such as wallets or coin

N/A

1-



10. U.S. private Trade (FAA Sec.
601(b»: Information and conclusions on
how project will encourage u.s. private
trade and investment abroad and
encourage private u.s. participation in
foreign assistance programs (including
use of private trade channels and the
services of U.S. private enterprise).

11. Local currencie.

a. Recipient contributions
(FAA Sees. 612(b), 636(h»: Describe
steps taken to assure that, to the
maximum extent possible, the country is
contributing local currencies to meet
the cost of contractual and other
services, and foreign currencies owned
by the u.s. are utilized in lieu of
dollars.

See A.2

Grantee will
contribute
local currency
to the extent
possible. No
foreign
currencies
owned by u.s.

b. U.8.-OVDed currency (FAA No
Sec. 612(d»: Does the u.s. own excess
foreign currency of the country and, if
so, what arrangements have been made for
its release?

c. separate ACUOUDt (FY 1991 N/A
Appropriations Act Sec. 575;. It
assistance is furnished to a foreign
government under arrangements Which
result in the generation of local
currencies:

(1) Has A.I.D. (a)
required that local currencies be
deposited in a separate account
established by the recipient government,
(b) entered into a~ agreement with that
government providing the amount of local
currencies to be generated and the terms
and conditions under which the
currencies so deposited may be utilized,
and (c) established by agreement the
responsibilities of A.I.D. and that
government to monitor and account for
deposits into and disbursements from the
separate account?



the assistance?

6. water Resources (FAA Sec.
611(b); FY 1991 Appropriations Act Sec.
501): If project is for water or water
related land resource construction, have
benefits and costs been computed to the
extent practicable in accordance with
principles~ standards, and procedures
established ~ursuant to the water
Resource Planning Act (42 U.S.C. 1962,
et seg.)? (See A.I.D. Handbook 3 for
guidelines.)

7. Cash Transfer and sector
As.tstance (FY 1991 Appropriations Act
Sec. 575(b»: Will cash transfer or
nonproject sector assistance be
maintained in a separate account and not
commingled with other funds (unless such
requirements are waived by Congressional
notice for nonproject sector
assistance)?

N/A

N/A

l

See A.1

•

8. capital As.istance (FAA Sec. N/A
611(e»: If project is capital
assistance (~, construction), and
total u.s. assistance for it will exceed
$1 million, has Mission Director
certified and Regional Assistant
Administrator taken into consideration
the country's capability to maintain and
utilize the project effectively?

9. MUltiple country Objectives
(FAA Sec. 601(a»: Information and
conclusions on whether projects will
encourage efforts of the country to: (a)
increase the flow of international
trade; (b) foster private initiative and
competition; (c) encourage development
and use of cooperatives, credit unions,
and savings and loan associations; (d)
discourage monopolistic practices; (e)
improve technical efficiency of
industry, agriculture and commerce; and
(f) strengthen free labor unions.



3. congressional Notification

&. General requirement (FY
1991 Appropriations Act Sees. 523 and
591; FAA Sec. 634A): If money is to be
obligated for an activity not previously
justified to Congress, or for an amount
in excess af amount previously justified
to Congress, has Congress been properly
notified (unless the notification
requirement has been waived because of
substantial risk to human health or
welfare)?

Congress will
be rlotified.

N/A

N/A
b. Notice of ne" accoUDt

obligation (FY 1991 Appropriations Act
Sec. 514): If funds are being obligated
under an app::opriation account to which
they were not appropriated, has the
President consulted with and provided a
written justification to the House and
Senate Appropriations Committees and has
such obligation been subject to regUlar
notification procedures?

c. Ca.h transfers and
nonproject .ector a••i.tance (FY 1991
Appropriations Act Sec. 575(b)(3»: If
funds are to be made available in the
form of cash transfer or nonproject
sector assistance, has the Congressional
notice included a detailed description
of how the funds will be used, with a
discussion of u.S. interests to be
served and a description of any economic
policy reforms to be promoted?

4. EDgineering and rin.ncial KIA
Plan. (FAA Sec. 611(a»: Prior to an
obligation in excess of $500,000, will
there be: (a) engineering, financial or
other plans necessary to carry out the
assistance; and (b) a reasonably firm
estimate of the cost to the u.S. of the
assistance?

5. Legislative Action (FAA Sec. KIA
611(a)(2»: If legislative action is
required within recipient country with
respect to an obligation in excess of
$500,000, what is the basis for a
reasonable expectation that euch action
will be completed in time to permit
orderly accomplishment of the purpose of



5C(2) - ASGISTAHCB CHBCKLIST

Listed below are statutory criteria applicable to the
assistance resources themselves, rather than to the eligibility
of a country to receive assistance. This section is divided into
three parts. Part A includes criteria applicable to both
Development Assistance and Economic support Fund resources. part
B includes criteria applicable only to Development Assistance
resources. Part C includes criteria applicable only to Economic
support Funds.

CROSS REFERENCE: IS COUNTRY CHECKLIST UP TO
DATE?

A. CRITERIA APPLICABLB TO BOTH DEVBLOPMBNT
ASSISTANCE AND ECONOMIC SUPPORT FUNDS

II,.

•

1. Host Country Develop.eDt
Bfforts (FAA Sec. 601(a»: Information
and conclusions on whether assistance
will encourage efforts of the country
to: (a) increase the flow of
international trade; (b) foster private
initiative and competition; (c)
encourage development and use of
cooperatives, credit unions, and savings
and loan associations; (d) discourage
monopolistic practices; (e) improve
technical efficiency of industry,
agriculture, and commerce; and (f)
strengthen free labor unions.

2. U.S. Private Trade aDd
Inve.tment (FAA Sec. 601(b»:
Information and conclusions on how
as~istance will encourage u.s. private
trade and investment abroad and
encourage private u.S. participation in
foreign assistance proqrams (including
use of private trade channels and the
services of U.S. private enterprise).

project will
foster private
health sector
initiatives and
competition,
and improved
efficiency in
pUblic health
sector
services.

u.S. private
sector will
provide
technical
assistance and
u.S.
manufactured
commodities.
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1. Human Riqhts Violations (FAA Sec.
116): Has the Department of State
determined that this government has
engaged in a consistent pattern of gross
violations of internationally recognized
human rights? If so, can it be
demonstrated that contemplated
assistance will directly benefit the
needy?

The Department of
State has not so
determined.

..'

...

2. Abortions .(FY 1993 Appropriations
Act Sec. 534): Has the President
certified that use of DA funds by this
country would violate any of the
prohibitions against use of funds to pay
for the performance of abortions as a
method of family planning, to motivate
or coerce any person to practice
abortions, to pay for the performance of
involuntary sterilizatiqn as a method of
family planning, to coerce or provide
any financial incentive to any person to
undergo sterilizations, to pay for any
biomedical research which relates, in
whole or in part, to methods of, or the
performance of, abortions or involuntary
sterilization as a means of family The President has not
planning? so certified.

C. COUNTRY ELIGIBILITY CRITERIA
APPLICABLE ONLY TO ECONOMIC SUPPORT
FUNDS ("ESF")

Human Rights Violations (FAA Sec. 502B):
Has it been determined that the country
has engaged in a consistent pattern of
gross violations of internationally
recognized human rights? If so, has the
President found that the country made
such significant improvement in its
human rights record that furnishing such
assistance is in the U.S. national It has not been so
interest? . determined.

...., 0 4 '.V \."
... 1\
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ability of a country to manufacture a
nuclear explosive device? (FAA Sec.
620E permits a special waiver of Sec.
669 for Pakistan.)

15. Algiers Meeting (ISDCA of 1981,
Sec. 72C)~ Was the country represented
at the Moeting of Ministers of Foreign
Afia1rs and Heads of Delegations of the
Non-Aligned countries to the 36th
General Assembly of the U.N. on Sept. 25
and 28, 1981, and did it fail to
disassociate itself from the communique
issued? If so, has the President taken
it into account? (Reference may be made
to the "Taking into Consideration"
memo.) ,

16. Military Coup (FY 1993
Appropriations Act Sec. ,513): Has the
duly elected Head of Government of the
country been deposed by military coup or
decree? If assistance has been
terminated, has the President notified
Congress that a democratically elected
government has taken office prior to the
resumption of assistance?

17. aefuge. cooperation (FY 1993
Appropriations Act Sec. 538}: Does the
recipient country fully cooperate with
the international refugee assistance
organizations, the United states, and
other governments in facilitating
lasting solutions to refugee situations,
including resettlement without respect
to race, sex, religion, or national
origin?

18. Exploitation of Children (FAA Sec.
116(b»: Does the recipient government
fail to take appropriate and adequate
measures, within its means, to protect
children from exploitation, abuse or
forced conscription into military or
paramilitary services?

B. COUNTRY ELIGIBILITY CRITERIA
APPLICABLE ONLY TO DEVELOPMENT
ASSISTANCE ("DA")

.' ,
I, .-

Taken into
consideration by the
Administrator.

The duly elected Head
of Government has not
been deposed.

Yes.

No.

w-
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12. International Terrorism

a. sanctuary and support (FY 1993
Appropriations Act Sec. 554; FAA Sec.
620A): Has the country been determined
by the President to: (a) grant
sanctuary from prosecution to any

. individual or group which has committed
an act of international terrorism, or
(b) otherwise support international
terrorism, unless the President has
waived this restriction on grounds of
national security or for humanitarian
reasons?

b. Airport Security (ISDCA of 1985 Sec.
552(b). Has the Secretary of State
determined that the country is a high
terrorist threat country after the
Secretary of Transportation has
determined, pursuant to section
1115(e) (2) of the Federal Aviation Act
of 1958, that an airport in the country
does not maintain and administer
effective security measures?

13. Discrimination (FAA Sec. 666(b)):
Does the country object, on the basis of
race, religion, national origin or sex,
to the presence of any officer or
employee of the u.S. who is present in
such country to carry out economic
development programs under the FAA?

14. Nuclear Technology (FAA Sees. 669,
670): Has the country, after August 3,
1977, delivered to any other country or
received nuclear enrichment or
r'eprocessing equipment, materials, or
technology, without specified
arrangements or safeguards, and without
special certification by the President?
Has it transferred a nuclear explosive
device to a non-nuclear weapon state, or
if ~uch a state, either received or
detonated a nuclear explosive device?
If the country is a non-nuclear weapon
state, has it, on or after August 8,
1985, exported (or attempted to export)
illegally from the United States any
material, equipment, or technology which
would contribute significantly to the

The President has not
so determined.

The Secretary has not
so determined.

The country does not
so discriminate.

The country has not so
delivered, received or
transferred such
material, equipment,
technology or devises.
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8. Loan Default (FAA Sec. 620(q); FY
1993 Appropriations Act Sec. 518 (Brooke
Amendment»: (a) Has the government of
the recipient country been in default
for more than six months on interest or
principal of any loan to the country
under the FAA? (b) Has the country been
in default for mor.e than one year on
interest or principal on any U.S. loan
under a program for which the FY 1990
Appropriations Act appropriates funds?

9. Military Equipment (FAA Sec.
620(s»: If contemplated assistance is
development loan or to come from
Economic support Fund, has the
Administrator taken into account the
percentage of the country's bUdget and
amount of the country's foreign exchange
or other resources spent on military
equipment? (Reference may be made to
the annual "Taking Into Consideration"
memo: "Yes, taken into account by the
Administrator at time of approval of
Agency OYB." This approval by the

. Administrator of the operational Year
BUdget can be the basis for an
affirmative answer during the fiscal
year unless significant changes in
circumstances occur.)

(a) The government is
not in such default
(b) N/A

Yes, taken into
account by the
Administrator.

10. Diplomatic Relations with u.s.
(FAA Sec. 620(t»: Has the country
s~vered diplomatic relations with the
Unit,ed States? If so, have re12tions
been resumed and have new bilateral
assistance agreements been negotiat~d No.
and entered into since such resumption?

•
11. U.N. Obligations (FAA Sec. 620(u»:
What is the payment status of the
country's U.N. obligations? If the
country is in arrears, were such
arrearages taken into account by the
A.I.D. Administrator in determining the
current A.I.D. operational Year BUdget?
(Reference may be made to the "Taking
into Consideration" memo.)

Yes, taken into
account by the
Administrator.
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obligations toward such citizens or N/A
entities?

4. Communist countries (FAA Sees.
620(a), 620(f), 6200; FY 1993
Appropriations Act Sees. 512, 543): Is
recipient country a Communist country?
If so, has the President: (a)
determined that assistance to the
country is vital to the security of the
United States" that the recipient
country is not controlled by the
international Communist conspiracy, and
that such assistance will further
promote the independence of the
recipient country from international
communism, or (b) removed a country from
applicable restrictions on assistance to
communist countries upon a determination
and report to Congress that such action
is important to the national interest of
the United states? Will assistance be
provided either directly or indirectly
to Angola, Cambodia, Cuba, Iraq, Libya,
Vietnam, Iran or Syria? Will assistance
be provided to Afghanistan without a
certification, or will assistance be
provided inside Afghanistan through the
Soviet-controlled government of
Afghanistan?

5. Mob Action (FAA Sec. 620(j»: Has
the country permitted, or failed to take'
adequate measures to prevent, damage or
destruction by mob action of U.S.
property?

6. OPIC Investment Guaranty (FAA Sec.
620(1»: Has the country failed to
enter into an investment guaranty
agreement with OPIC?

7. Seizure of U.S. Fisbing Vess.ls (FAA
Sec. 620(0); Fishermen's Protective Act
of 1967 (as amended) Sec. 5): (a) Has
the country seized, or imposed any
penalty or sanction against, any U.S.
fishing vessel because of fishing'
activities in international waters?
(b) If so, has any deduction required
by the Fishermen's Protective Act been
made?

The country is not
communist.

The country has not so
permitted.

No.

(a) No.
(b) N/A

•

•
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certification), that (a) during the
previous year the country has cooperated
fully with the United States or taken
adequate steps on its own to satisfy the
goals and objectives established by the
U.N. Convention Against Illicit Traffic
in Narcotic Drugs and Psychotropic
SUbstances, or that (b) the vital
national interests of the United States
require the provision of such The President has so
assistance? certified in the INCR.

(2) with regard to a major illicit drug
.producing or drug-transit country for .
which the President has n.2.t certified on
April 1, has the President determined
and certified to Congress on any other
date (with enactment by Congress of a
resolution approving such certification)
that the vital national ,interests of the
United States require the provision of
assistance, and has also certified that
(a) the country has undergone a
fundamental change in government, or (b)
~here has been a fundamental change in
the conditions that were the reason why
the President had not made a "fully
cooperating" certification. N/A

2. Indebtedne'ls to u.s. citizens (FAA
Sec. 620(c): If assistance is to a
government, is the government indebted
to any U.s. citizen for goods or
services furnished or ordered where:
(a) such citizten has exhausted available
legal remedies, (b) the debt is not
denied or contested by such government,
or (c) the indebtedness arises under an
unconditional guaranty of paYment given The government is not
by such government or controlled entity? so indebted.

3. seizure of u.s. Property (FAA Sec.
620(e) (1»~ If assistance is to a
government, has it (including any
government agencies or SUbdivisions)
taken any action which has the effect of
nationalizing, expropriating, or
otherwise seizing ownership or control
of property of U.S. citizens or entities
beneficially owned by them without
taking steps to discharge its

..'



· .
,,'-

5C(1) - COUNTRY CHECKLIST

FY 1993

Listed below are statutory criteria applicable to the eligibility
of countries to receive the following categories of assistance:
(A) both Development Assistance and Economic Support Funds; (8)
Development Assistance funds only; or (C) Economic Support Funds
only.

A. COUNTRY ELIGIBILITY CRITERIA
APPLICABLE TO BOTH DEVELOPMENT
ASSISTANCE AND ECONOMIC SUPPORT
FUND ASSISTANCE

1. Narcotics certification

(FAA Sec. 490): (This provision applies
to assistance provided by grant, sale,
loan, lease, credit, guaranty, or
insurance, except assistance relating t~

international narcotics control,
disaster and refugee relief assistance,
narcotics related assistance, or the
provision of food (including the
monetization of food) or medicine, and
the provision of non-agricultural
commodities under P.L. 480. This
provision also does not apply to
assistance for child survival and AIDS
programs which can, under section 542 of
the FY 1993 Appropriations Act, be made
available notwithstanding any provision
of law that restricts assistance to
foreign countries.) If the recipient is
a "major illicit drug producing country"
(defined as a country producing during a
fiscal year at least five metric tons of
opium or 500 metric tons of coca or
marijuana) or a "major drug-transit
country" (defined as a country that is a
significant direct source of illicit
drugs significantly affecting the United
states, through which such drugs are
transported, or through which
significant sums of drug-related profits
are laundered with the knowledge or
complicity of the government):

(1) has the President 1n the April 1
International Narcotics Control strategy
Report (INSCR) determined and certified
to the Congress (without Congressional
enactment, within 45 calendar days, of a
resolution disapproving such a

;.'
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Statutory Checklists

5 c(I): Country Checklist
5 c(2): Assistance Checklist
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AGENCY FOR INTERNATIONAL DEVELOPMENT
ADVICE or PROGRAM CHANGE

..r-
"

Alll·LAC/~l"f ~AX Nu, ,U~:~b(~ll

537

Date: AUG 0 4 1993

country

project Title

project Number

FY 1993 CP Reference

Appropriation category

Life-ot-Project Funding

Intende~ FY 1993 Obligation

Peru

Projeot 2000

527-0366

!'lone

Development Assistance Fund
(OAF)

$25,500,000 (OAF) (Crant)
$ 4,500,000 (POP) (Grant)
$30,000,000

: $ 6,100,000 (OAF)

This is to advise that A,I.D. intends to obligate $6,100,000 in
DAF funds in F1 1993 tor Project 2000, 527-0366. This is • new
project Which was not included in the FY 93 Congressional
Presentation.

The purpose of the project is to increase the use o~ child
survival and ~atornal health interventions.

These tunds will be obligated under the authority contained in
Section 542 of the FY 1993 Appropriations Act, it Peru remainc
under 620(q) sanction at that time.

Annex: Activity Data Sheet
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Issues: The issues raised in the Mission reviews closely
paralleled those raised in 'the AIO/W review of'the New Project
Description as reported in STATE 58479. First was the need for the
Mission to take optimum advantage of pOlicy dialogue and
conditionality opportunities. As mentioned in' the PID, with the
up-coming Interamerican Development Bank (lOB) and World Bank
projects, the Mission will use the already established donor
coordination meetings and the proposed project to bring about
policy change, especially in the health financing and
decentralization areas. Whether to include sp6Scific conditionality
to release of funding has to be carefully evaluated at the PP
stage. The MOH does not control its bUdget independent of the MEF.
Use of conditionality carries the risk that failure of MEF, e.g.,
to meet CPs on bUdget allocations for the MOH could endanger
funding availability for important MOH child survival services. ,

In addition, there was concern whether the new proj ect could
achieve institutionalization of selected chilr.l survival services in
the face of entrenched pUblic sector personnel and budget
constraints. The PIO,'component has been revised to stress
strengthening of child survival services, since it is difficult to
influence per~onnel policy in the GOP. However, the MOH is making
important and positive changes in their personnel system. Also,
one of the main components of the project is to improve MOH
resource allocations Which will result in better institutionalized
services.

A further point of clarification was the weight given to family
planning in the proposed project. LAC/DR/HPN's understanding is
correct that family planning is included as a key element of our
assistance to the MOH maternal Bealth program and that
approximately 15 percent of project o~ligations are planned for the
popUlation earmark.

In addition, there are several outstanding issues that will need to
be addressed during the design of the PP: the geographic and target
group focus of the project (the highest mortality rates are found
in the rural sierra and selva which are the most difficult areas to
reach) ; strategies to restructure health budgets early in the
project (inclUding local retention of user fees); definition of
AID's interventions to promote decentralization (while avoiding the
political problems associated with the on-going regionalizaticn
process); and USAID staffing levels and approval for u.s. technical
advisors. The PP team will work closely with authorities in the
Ministry of Health (MOH) and the Ministry of Economy and Finance
(MEF) to design realistic interventions and policy stUdies Which
address these issues. '

Recommendation: In accordance with the authority given in the
attached cable STATE 58479 (Attachment 2) to the USAIO/Peru Mission
Director to approve project design documents at post, it is
requested that you approve the SCSP, PID by signing the PID
facesheet and, that you concur in the recommended Environmental
Threshold Decision by signing the lEE (Annex II to the PlO).

..
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ACTION HEMO~DUH FOR THE DIRECTOR

FROM: W. Goldman
he, HPN

SUBJECT: Project Identification Document for Sustaining Child
Survival Programs Project (527-0366)

DATE: April 15, 1993

Action Reguested: Your approval is requested for the attached
Project Identification Document (PID) for the proposed sustaining
Child survival Programs Project (527-0366).

Background: Peru is a Child Survival Emphasis country for the
Agency. Five years ago, Peru's infant mortality rate was the third
highest in the Latin American and Caribbean (LAC) region. Today,
according to the recent national Demographic Health Survey, the
rate has improved significantly from approximately 88 deaths per~

1000 livebirths to approximately 55 per 1000 livebirths. Much of
this impressive' decline can probably be attributed to the
immunization program which received more than 6 million dollars in
assistance through the AID-financed Child Survival Action Project.
The major killers of children are now malnutrition and/or
mismanaged pneumonias and diarrheal diseases or perinat~l

complications which are related to poor maternal health. 'l'ne
sustaining Child Survival Programs Project (SCSP) will continue
our successful assistance, improving the quality and efficiency of
services to tackle these killers so that Peru can further reduce
infant deaths to around 35/1000 livebirths by the year 2000.

DiscussiJml. This sevell-year Child survival Project provides 30
million dollars in grant funqs to the Government of Peru to improve
the 'health status of young children and women. This goal is
completely consistent with the Mission's strategic objective to
improve health status through increasing access to quality primary
health care. Since improved health care is one of the cornerstones
upon which the future productivity and social welfare of a nation
depend, the proposed project supports the Agency and LAC Bureau
objectives to accelerate economic growth and promote democracy.

The project purpose is to improve and sustain child survival
programs ,in Peru through reallocation of Ministry of Health
resources and improved efficiency in child survival services.
ThUS, the project will have three components:

i) strengthening child survival services;
ii) health financing, particularly cost-recovery; and

iii) decentralization of health administration.

Reyiews: The Deputy Dir.ector chaired two reviews of the PID which
were attended by Office Chiefs or their representatives. These
reviews were held on 11 March and 2 April. since the PID
recommends a significant participant training component, the
Mission's Training Officer attended both meetings.
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DATE • M~y 4, 1993•

ro • ~PN, ~ather Goldman•

SU&1EC':r • Su.stained ild survival Programs Project•

FROM • Ge•

I have approved the Child Survival PID. The Action Memorandum was
very well done, as was the PID. One sug~estion, however, is to
make sure that the project paper contains a much more detailed
description o~ the project activities. In ~act, if possible, I
would like to see the PID contain a tew more specifics ot exactly
what the project funding would be used to finance. To the extent
possible, if we could add a bit more description to the project
component section of the PID I would be more comfortable.

Thanks.

cc: DD, DBoyd
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Annex 8

Memo Approving Project 527-0366

Project Implementation Document (PID)



UNCLAS~IFIED

FO~ SUCCESS OF THi PROJECT, CO~C£F~ED WHETHER THI ~E~

~FOJLCr COULD ~rHIrVE IUSrITU1ION~LIZATION OF SELECTED
C.hILI' SCrVIV~.L SERVICES (I.G., ,6RI At;D MATf.Rt'AL HEALTH
~E~\ICFS) I~ THF MOH I~ THE FACE OF !HE ENTRENCHEC
ItFICUL!I~S F'CI~G FU;LIC S~CTOR AGTNCIFS IN PERU --

... G., FX'Ir,EMi:.LY LC~ Sf,LAP-IES, CONSTHT STBIJ<~S, STAFF
lUh~CVFR A~C INAtEQUATE EUDGEXAPY RESOURCES. IT ~AS NOtEC
T~~1 THESE CO~~ITIO~S HAVF AFFtCTrD THt APILITY OF TH~
(;"'Fr,~~'; CHILrl SUR VI VAL ACTIOI\ PROJECT TO ACHIEVE
l~S~!lUTIO~ALIZPTION OF S£L[CT~D CHILD SURVIVAL SZRVICIS
A~L, A~S~~T A CH1~Gi I~ THESF CO~OITIO~S, PROVIDI~G

Rl~Oi:~CES ~r:D CJM~OCI:L'IES OVER THE SHORT TERM WILL nOT
L~AD TO ~JSTtI~hbILITY, NOR ~ILL TqAINING STAFF THAT TUR~S

OV E~ F£;El"l'ENTLY. THE MISSION IS ASKEt TO E:E MOE! EXPLICIT
A~0~r WHAT IT MlPNS ~Y QUOTF INSTITUTIONALIZATIO~ U~OUOT.,

A~L lC LXPLAI~ HOW IT THI~~S THE PROJ!CT CA~ ACHIFvr
I~51ITUTIO~ALIZATIOf I~ THE FACE OF THE AbOVE-MINTIO~ED

cot' 1.1 'lIOf' S. TH: NPD DOE S NO'l' DI SCUSS WHFTHE'R THE PROJI.CT
wILL to A~YTHI~G TO DIRICTLY ALtRESS THESE CONSTRAINTS.

3. TH~ IOLLOwI~G CLARI.ICATION ~AS RAISED: SINCF
ArF:OAI~ATELY 15-2~ PERCENT OF PROJECT OLLIGATIONS AF.E
FL~.f\~, FI; FRO:-1 THF POPULAT'ION E.ARMAR", THE PIO MUST MEt\TIOt'
TnAl FAMILY PLAN~ING SERVICES ARE A~ONG THOSE ACTIVITIFS
WHICH ~IL1 ~E SUPPORTED ~Y THE PROJECT. THF ~PD DOES ~OT
Lv Su, ~Ul LAC/La/HP~'S UNt£F.STANDI~G rnOM DISCUSSIONS
~ITn MISSION HEALTH STAFF IS THAT FAMILY PLAN~It\G wILL EF
A kEY ELE~EN~ OF THE MATERKAL HEALTH P~OGRAMS TO ~E

SUfPURTE (, Ul\D1£; COMPONH,T TH;;r.~, AND THF MANAG1MENT AND
-I~~~CI~G ELEME~TS OF THf P~OJF.CT wILL P.ELATE TO FAMILY
.Lh~;I~G AS tn ESSE~rIAL CHILL sUtVIVAL SERVICE.

~. 1~1 bUSFAU RF.CUESTS THAT !Hi MISSION P~OVIDE FEED~AC~

0" ~0w lnESE ISSUES ARE RES~LVED ONCE THE PID REVIE~ IS
cot-. C.L UDFIJ.
~.H J. h 'ICf\
1ST
frtl" 7~'

•

U~ CL P.SSI FI tD SlATE ~58479
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S~tJiCT: SUSTAI~I~G CHILD SU~VIVAL P~OGRAMS (~27-ej6F)

hE:: LIMA 0rz~33

1. A hEVIEW OF THE SUrJlCT NEW PROJECT DESCRIPTION (NPC)
~AS HELD ON FEBPUARY 17, 1993. DtPUTY D1RECTOR, LAC/DR,
r\E.f\ ElLI S CH.a.I Ft;D THE ::EVIEW At'D REPi< ES~ TATIVFS FROM
LAC/DF.lSA, LAC/I:R/HPN AN)) LAC/DPP ATTI:NtEri. THIS I~PL

~EPLf.CED TH1 E~RLIEP. ~PD, ~ON-PROJECT ASSISTA~CE IN HEALTH
PJlItl REFOP.M, PFESENTED IN THE FY ~3-&4 ACTIO~ PLA~. THE
SUf,':::'CT NPD ~ AS APPROVrD Ati D AUTHORI1Y IS HFRE,EY DELE.G A1'fDACTION:POP (FILES)
'~O 'I'roI UShID/Pl.~U MISSIO~ DIF.:ECTOB TO APPROVE SU~SEQUiN T INFO:HPN
ihOJLCT LESIGN DOCU~EN!S AT POS'!. THE FOLLOwING ISSUES POP
Af\~ CLARIFICAT!O~S ~:R~ RAlS~D AT THE RZVIE~ A~D !HE CONT
MISSIO~ IS A~(Et TO DISCUSS THEM Ih THE U?COMI~G PID 0
RFV1Fw- AND P.E.POFT PAC< TO ~ID/W Ot' THEIR F;ESOLU'l'ION. DO

2. THl FIFST ISSUE COfCrR~ED WHFTHEP. USAID/PFRU ~AS

1A~HG OPTIMUM ADVANTAGF OF POLICY DI.a.LOGUE/CO~DITI01\ALITY

O~POETU~I~IlS I~ LIGHT OF TH~ SUBSTA~TIAL AMOU~T OF OTHER
DOf\Ch FU~ns ~EI~G COMMITTE~ TO THE HEALTH SECTOR I~ PERU
A1\D THE CE.PENLENCE OF THIS PROJECT OK PARTICULAB POLICY
CHA~G1S. THE CHAIR ~OTED THA! THE PROJ~CT'S SUCCESS

v~PEhDS O~ A SiRlES OF POLICY CHJNGES TA~ING PLACE (E.G.,
RESCIhDI~G OF ~RTIClE 19, I~CFEASI~G THt pERCENTAG~ OF
MI~ISTRY OF HEALTH (MOH) BUCGET ALL 'CATED TO CHILD
SURVIVAL Al.D F'A(",ILY PLAtH,It'G, II'1PROVING MOn COM~ITMENT TO
I~S!ITUTI~G EFFECTIVE COST-fECOVERY SCP.!M1S, A~D

SlR1KG1HENING OVERALL GO? COM~ITMENT TO DECENTRALIZATION)
~~D SUGGESTED THAT THF MISSION SF~k TO COORDINATf. ~ITH

01H~K DONORS (IDF, WORLD kA~~, UN) TO DETEFMI~E wHETHER
THli COULD;AGRE~ TO A U~IFI~C SERIES OF POLICY
COhLITIO~ILITIES TO THEIR COMbIKFD ASSISTA~CE. IN THIS
WAY, lHE MISSION COULD SUESTANTIALLY INCREAS::; ITS Ab,ILI!!
!O L:,VERAGt '!'Hf J<IND OF POLICY CHP.NG~ THAT IS CFITICAL TO

c:JH1 SUCClSS OF THIS PROJECT.

2. TnF SECO~D ISSUE, ALSO RFLATFD TO CO~DITIOhS REQUIRED

UhCLASSIFIlD STATE ~=8479
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11. A statement Qf the MctlsmB..Jf aDy .... lbe agencY maY.JIke tQ "mayo Ql ,o\!Crc:Qme am
~jUtien \Q CQmgetltJ.gn befgxe aPl.subsegycot 8cQYllll1Qn fQr the I'lWleB or sryjw
[eQ,Ulred:

The UNICEF system provides USAIDs worldwide with the most practical, useful and
reliable system currently available to procure sultabl~, tested cold c~.ln equipment,
accessories and spal'c pans. An)' procurement throuah tJNICEF will fonow pldtUIle&
set up In Handbook 15, Chapter 6.

i2. CODtri'ctiOl Ofi'iQer s;talOcltigD that the ,erti[jcBtlgl) Ucuratc ar4.r~:ii~..bDl
91' the contracting officer's kno'jI'~iP audJWW:

The contracting office so certifies throuSh the act or elcarlns ti:,!!) m?,;'j'<!:(\l~clv.jn·,

RecQmmeJUliUism:

That in accordanco wich the authorities clte<l herein, you approve a waIVft~' ".f C~h~ l,~i:.;;~pen

competition to enable ,USAID/Pcru and AID/W to make use of UN1C!WI::'~'!~ Y':;r~' f~.t the
procurement of A.J,D.-f1nnnced cold chain conlln()61d~§ up to a value of ~.JiX~J:t('f\ 'i:·,dlJ.iina
ocean transponatiQn costs, in $upport of the MoH national va~t;il1af.lon Pt()gU'.:(~ y'rlder the
auspi~cs of Project ~OOO.

Approved: iiJi 1~ •Gocfrsc Wachte elnl. lY&,s~lion D(re(;~ot

DisapprO~~rge Wachtc:Dbcim. \1Iiifun Director
Dato:, _

Cl~~~ J IJI._/II
PDP:JBoyer~le~!

f,Xo:lJtoleyA-,J. Date~

CONT:JSIllfOrd~D.te~3
RLA:JBoma~Date!tLLi/4)

RCo:MSteveDIO~Dlte_tpl~"")

AlDD:JlIoyer~Dalt#~
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REQUI!ST FOR WAIVER 0' PULL AND OPIlN COMPBTITION 0' COLD CHAIN I1QUIPMIINT POR PROJECT 2000
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11. A statement of the actions. if any. the agency may take tQ remove or QvercQme any
borders tQ competition befQre any subsequent acqyjsitiQn fQr the sYVnlies Qr services
reQuired:

The UNICEF system provides USAIDs worldwide with the most practical, useful and
reliable system currently available tQ procure suitable, tested cold chain equipment,
accessQries and spare parts. AllY procurement through UNICEF will follow guidclincs
set up in Handbool' 15, Chapter 6.

12. Contracting Qfficer certificatiQn that the certification js accurate and complete to the best
of the contracting officer's knowledge aDd belief:

The contracting office so certifies through the act of clearing this memorandum.

Recommendation:

That in accordance with the authorities cited herein, you approve a waiver of full and open
competition to enable USAID/Peru and A1D/W to make use of UNICEF/New York for the
procurement of A.I.p.-financed cold chain commodities up to a ~alue of $500,000, incl ing'
ocean transportation costs, in support of the MQH national v. cination progra Cler the
auspices of Project 2000.

Approved:of-i~r-i~~=::P.I"l.c:;:;--...p::oo-~_
Geo

Disapproved:_-::-::-:--~-:--:----=-=--:----=~_
George Wachlenheim, MissiQn Director

Date: ,1, ,/1~I ,~

Clearances~ Qr._IIJ
PDP:JBOyer~"e~3

EXO:LFoley.t ~,t ~ate r)I,A,
CONT:JSanrOrd~ Date !Aph

RLA:JBorns fax Date 9/14/93 ,

RCO:MStevensQ~ Date tf..../0'" 1/;J

A/DD:JBOyer~Dale#3



REQUEST FOR WAIVER OF FULL AND OPBN COMPETITION OF COLD CHAIN BQUIPMBNT FOR PROIECT 2000
WAIVER No. FV 93.()()8·52700366

Western European sources.

Page 3

As WHO/UNICEF have incorporated into their catalogue all known, suitable and tested
cold chain items available worldwide, and as the competent PAHO technician has
recommended particular items from that catalogue as being especially appropriate for the

.Peruvian program, the appropriate Mission technical office bas concl!Jded that procedures
of less than full and open competition are justified to carry out these procurements.

6. Description of efforts made to ensure that offers are solicited from as manY potential
sources as possjble:

For detennination of suitable, tested equipment, accessories and spare parts that meet
required specifications, USAID is dependent on the WHO/UNICEF catalogue. There
is an established history, reported by FA/OP/COMS, of worldwide use by USAlDs of
the UNICEF channel for procurement of cold chain equipment.

7. A determination by the COntractina Officer that the anticipated cost to the Government
will be fair and reasonable:

The contracting officer so detennines by clearing this memo.

8. A description of the market survey conducted:

See item 5 above

,.

9.

10.

Any other facts SURportjna the use of other than full and open competitiQn:

The Child Survival Action Project (1987-1994) procured over one million dollars worth
of cold chain equipment through the same source. A similar waiver was approved in
December of 1988. The equipment procured for Project 2000 should be compatible with
equipment previously purchased. To standardize and simplify Peru's vaccination
distribution system, cold chain equipment should originate from the same manufacturer.

A listing Qf the SQurces. if any. that expressed. in writing an interest in the aCQuisition:

N/A
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REQUIlST FOR WAIVIIR OF FULL AND OPEN COMPETITION OF COLD CHAIN EQUIPMI1NT FOR PROJECT 2000
WAIVER No. FY 9J.()(J8·527..()J66

1. lrJentifjcatjon of the agency and contracting activity:

USAID/Pell1.

2,' Nature/description of action being approved:

Procurement through other than full and open competition.

3. Description Qf commodjties required:

Page 2

Specialized CQld chain refrigeration equipment, accessories and spare parts are required
for the strengthening of vaccination programs in Peru; their value. including the cost Qf
ocean transPQrtatiQn. should not exceed $500,000.

4. liIentification of statut0D' authQrity permitting Qther than full and open cQmpetitiQn:

10 U.S.C. 2304(C)(I) or 41 USC 253(C)(I) FAR 6.302.1 Only are responsible source
and nQ Qther type of supplies or services will satisfy Agency requirements.

00

5. DemonstratiQn that the nature Qf the acquisition requires use Qf the authority:

This waiver request is based Qn FAR Part 6.302-1 which states, "Only one responsible
source and no other supplies or services will satisfy agency requirements. II The prQposed
responsible source fQr these procurements will be UNICEF/NY. with its commQdity
stock in CQpenhagen and procurement reSQurces as described in the WHO/UNICEF cold
chain catalogue.

Cold chain equipment differs significantly frQm refrigeratiQn equipment designed fQr
home or cQmmercial use, as well as frQm the cold boxes and vacuum bQttles used for
picnics and lunches. It must be rugged, have extra thickness for insulation, function on )
alternative SQurces Qf energy (electricity. LP gas, kerQsene, batteries), make large
quantities Qf ice. and have a substantial"hQldover time Qf cQldness", especially in thQse ,
situatiQns where the availability of pQwer is limited and/or erratic.

i

The market for CQld chain equipment is relatively small, with producers limited in
number and mostly fQund in Western Europe. The World Health Organization (WHO)
and UNICEF have collaborated in developing a catalQgue that includes all of the
dependable, tested models Qf cold chain equipment and accessories. UNICEF alsQ
stockpiles models of cold chain items in Copenhagen, mQst of these coming from
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ACTIOI~LMEMQRA~DUM_FQR THE.MlSSION..IURECTOR

September 13, 1993 I
<$)~-~

FROM: Susan Brems~ Acting Chief, Office of Health, Population and Nutrition

SUBJECT: Request for Waiver of Full and Open Competition of Cold Chain Equipment for
Project 2000. .

Action:

The Mission Director is requested to waive full and open competition to enable USAID/Peru to
purchase refrigeration equipment, accessories and spare parts ("cold chain" items) not to exceed
a total value of $500,000, under Project 2000 in support of Peru's national immunization

'.
program.

Equipment to be procured by A.LD. during the life of the project includes 1.7-liter vaccine
carriers, ice packs, compressors, relays, and 20 liter vaccine storage chests for transporting
vaccines and thermostats. These items are available from U.S. suppliers and thus no waiver is
necessary to procure them. The remaining items, which are the subject of this waiver request,
are not available from U.S. suppliers but are available from Geographic Code 899 countries.
They include the following: 1) large vertical icepack freezers, powered by 220 volt electricity;
2) large freezer chests for vaccines, also 220 volt; 3) combination refrigerator/freezers that
function on either kerosene or electricity, for storing vaccines, freezing icepacks and making ice;
4) similar refrigerators/freezers that use either liquid propane gas or electricity; 5) refrigerators
with ice lining, electrically powered, for storing vaccines; and 6) accessories and spare parts for
the above listed items.

.
Additional background information can be found in the accompanying source/origin and
transportation waiver request.

.Justification:

In accordance with Part 6.3 of the Federal Acquisition Regulations (FAR) and Part 706.302 of
the AIDAR, the following justification is submitted for your review and approval:

L,"'Mounn \' UNANUr, J.1O, LIMA t
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•
Among other activities, the nationwide vaccination progranl, which
has already made tremendous strides in recent years, will be
further strengthened, with a view toward completing &

institutionalization of capabilities in that area. A major part of I
this strengthening will be to ensure that the distl'ibution system
of vaccines is efticient and reliable. Project 2000 has budgeted
$500,000 dollars to purchase cold chain equipment for this purpose,
following up on equipment purchases made under the Child Survival
Action project, (CSAP 527-0285, 1987-1994). Und~r CSAP a waiver
was obtained for the procurement of over one mi~lion dollars of
cold chain equipment from other than Code 000 ~ources. It is
essential to the efficiency and standardization r.-"! the national
vaccination distribution system that compatible cold chain
equipment be procured under Project 2000.

Discussion:

Equipment to be procured by A.l.D. during the life of the project
includes: 1.7 liter vaccine carriers, ice packs, compressors,
relays, and 20 liter vaccine storage chests for transporting
vaccines and thermostats. These items are available from U. S.
suppliers and thus no 7taiver is necessary "to procure them. The
remaining items, which are the subject of this waiver request, are
not available from U.S. suppliers but are available from Geographic
Code 899 countries. They include the following: 1) large vertical
icepa~k freezers, powered by 220 volt electricity; 2) large freezer
chests for vaccines, also 220 volt; 3) combination
refrigerator/freezers that function on either kerosene or
electricity, for storing vaccines, freezing icepacks and making
ice; 4) similar refrigerators/freezers that use either liquid
propane gas or electricity; 5) refrigerators with ice lining,
electrically powered, for storing vaccines; and 6) accessories and
spare parts for the above listed items.

Information concerning cold chain equipment was requested from
AID/W, which consulted with PAHO's expert on cold chain equipment,
Peter Carrasco. Mr. Carrasco confirmed that equipment with the'
specifications needed f01- Project 2000 is not available in the
United States.

r
For items such as freezers and large cold boxes, U.S.-made items'
are designed as consumer items for home and camping use and are not
sufficrently rugged, nor insulated, for cold chain use in tropical
countries. For example, PAHO recommends equipment 10 em of
insulation for large vaccine chests, whereas the maximum provided
in U.S. models is '1 em. 1\ 10 em insulation is absolutely necessary
for the time periods of transit and storage normally associated
with the realities of tropical developing countries, as is the case
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in regions of Peru where the equipment will be used.

In the case of the icepack freezer, cold chain models from Code 899
countries have interior dimensions designed for maximizing space
for the ice packs used in the larger vaccines storage chests.
Since U,S. models are designed for American kitchens, interior
dimensions consequently do not maximize such space, nor do they
have the heavy insulation usually built into cold chain equipment.
Additionally, the U.S. models are normally 110V instead of 220V.

Further, U. S. ,'llanufacturers do not make refrigerators or
combination refrigerators/freezers that can be operated on either
kerosene and electricity or liquid propane gas and electricity.
There is also nothing made in the U,S. that even approximates the
ice-lined refrigerator. The latter will be especially useful in
many rural areas of Peru where the electrical power source
functionc er~~tically. Such refrigerators can maintain the
vaccines at a opecific temperature ("cold life") for at least 16
hours without power. The PARO-recommended product is designed to
do so for up to 78 hours at 32°C and up to 62 hours when the
outside temperature is 43°C. The European models of vaccine
storage chests, some with 26 liter capacity, have insulation
capability providing a cold life of up to 198 hours. In contrast,
models on the U.S. market, designed for picnics, have a cold life
of only 20 hours.

Ice-making capacity is of great importance in cold chain
operations. The Italian ice pack freezer model, tested by PARO and
requested by th~ MoH and IPSS, makes 32 kilos of ice, while the
U.S.-made Frigidaire makes only 9.09 kilos, is 110V (requiring a
transformer) and costs over twice as much (about $1000, compared
with $500). Ice packs are procured with refrigeration equipment,
as they are designed to fit in, and to fill up, the particular
equipment ordered. Thus, the source/origin of ice packs must
follow the source/origin of the refrigeration equipment being
ordered.

All of the Geographic Code 899 source/origin equipment discussed
herein is available in the UNICEF/WHO catalogues. If the waiver is
approved, equipment will be obtained through UNICEF, 'so that ne\'~

equipment will be compatible with cold chain equipment purchased by
CSAP. Any procurement through UNICEF will follow guidelines set up
in Handbook 15, Chapter 6.

Since a separate justification for less than full and open
competition must b~ prepared, that reques~ for a waiver accompanies
this dCJcument.
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With respect to ocean transportation from the European ports from
which the Code 899 country items will be shipped, 86 STATE 105127,
paragraph F, cites Delegation of Authority (DOA) 40.13 (no~

replaced by DOA 454), which gives the Mission Director the
authority to approve ocean transportation waivers with values of up
to 25 percent of the commodity cost being waived. The cable sta.tes
that A. I. D. e)cperience demonstrates that ocean tr.'ansportation costs
range between 15-20 percent of the value of commodities. From
research that was done for CSA?, it is known that there is no U.S.
flag carrier providing services between European ports and Peru.
Therefore, approval of a transportation waiver is warranted, in
keeping with waiver criteria set forth in A.I.D. Handbook No.1,
Supp. B, Chapter 7B4a, Criteria 2 and 5.

During the life of Project 2000, there will be many shipments
required from various European ports to carry out incremental
procurements of cold chain commodities. 941 country vessels
(dependant countries other than the cooperating country) would be
the next option after U. S. vessels to transport goods. We are
requesting that this requirement be waived because the Mission does
not now know which ports will be used and cannot state with
certainty that a vessel of Code 941 re'gistry will always be
available. However, the Mission does know that in many or
undoubtedly most cases, such vessels will not be available to meet
required delivery schedules. The U.S. currently has no vessels
operating on the Europe-Peru route; the same is true, of most
developing countries other than Peru. In authorizing a
transportation waiver to Code 935, the Mission Director must
certify that it is in the "best interest" of the u.s. Government to
expand the Code beyond Code 941 ~ountries. It is not in the best
interest of the u.s. Government to issue a waiver covering only
Code 941 countries when, in most cases, vessels of such registry
would not be available. Allo\lling only Code 941 vessels to
transport cold chain equipment would mean that each time a vassel
of Code 941 registry were not available, the Mission would have to
prepare yet another waiver, which is inefficient and an unnecessary
additional burden on Mission staff. However, in implementing thes&
procurements, the Mission will ensure that A.I.D. policy of giving
preference to Code 941 registry over Code 935 registry will be
followed in those instances where vessels of Code 941 registry ar~

available.

Authority:

Under Delegation of Authority 752, the USAID/Peru Mission Director
has been redelegated authority to waive source/origin requirements.
Under A.I.D. Handbook 5, one of the seven applicable criteria for
waiving source/origin requirements is that the particular
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commodities, as specified, are "not available from cciuntries or
areas included in the authorized geographic code." As indicated
above, the types of "cold chain" equipment of the proper
specifications needed for this project are neither manufactured nor
sold in the u.s. nor in Code 941 countries. For ocean
transportation, Delegation of Authority 454 permits the USAID/Peru
Mission Director to waive ocean transportation when the cost does
not exceed 25 percent of his authority to waive commodity
requirements, which is the case in this instance. Also, there is
no u.s. flag carrier operating between the European ports to be
used for this procurement and Peru.

Certification:

In approving the commodity waiver, the Mission Director must
certify that "exclusion of procurement from Free World countries,
other than the Cooperating Country and countries included in Code
941, w\')uld seriously impede attainment of U. S. foreign policy
objectivss and objectives of the foreign assistance program. II

In approving the transportation waiver to Code 935, which would
include Peruvian vessels, the Mission Director must certify that
lithe interests of the United States are best served by permitting
financing of transportation services on ocean vessels under the
flag registry of Free World countries other than the Cooperating
Country and countries included in Code 941."

Recommendation;

That you approve this request for: (1) a source/origin waiver from
Code 000 to Code 899 to permit the procurement of the indicated
cold chain equipment, with related supplies and spare parts; (2) a
transportation services waiver from Code 000 to Code 935 to permit
the use of ocean vessels under flag registry of Free World
countries, including Peru; (3) certifying that "exclusion of
procurement from Free World countries, other than the Cooperating
Country and countries included in Code 941, would seriously impede
attainment of the United States foreign policy objectives and
objectives of the foreign assistance program;1I and (4) certifying
that lithe interests of the United States are best s'erved by
permitting financing of transportation services on ocean vessels
under flag registry of Free World countries other than the
Cooperating Country and cour1tries included in Code 941."
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Annex 5

Waiver FY 93·009·527~0366

September 13, 1993 (J'''~'c1t. ~,.V"
FROM: Susan Brems ,'" Acting Chief, Office of Health, Population

and Nutrition

SUBJECT: Waiver for Cold Chain Commodity Source/Origin
and Nationality of Ocean Transportation
Services

r~:·~~~:~\(:~1~~{~GJt~~70:0~~~~0~~~P%~~!!B[~~:~~I~~~~S~~~J
Act1on:

The Mission Director's approval is requested for: 1) a procurement
source/origin waiver from Geographic Code 000 (U. S. only) to
Geographic Code e99 (Free World) for cold chain equipment for
Proj ect' 2000; and 2) a transportation services waiver from Code
000 to Code 935 (Special Free World) for ocean shipment of these
commodities. '

General Proiect Overview:

Project 2000 is designed to support the MoH in efforts to improve
the quality and efficiency of its primary health care services,
particularly those that target the most vulnerable populations -
women and young children, The 9QAl of the Project is to improve
the health and nutrition status of young children and women of
childbearing age. The purpose of the project is to increase the
use of child survival and maternal health interventions.

To achieve its goal and purpose, the Project takes a three pronged
approach by: (1) providing support directly to child survival and
maternal health programs; (2) enhancing the efficiency of those
programs through, improved management; and (3) support ing the
sustainability of those programs through reformed health financing,
The majority of Project activities and funding focus on.the first
component, which provides immediate support to priority health and
nutrition programs and is expected to result in a visible reduction
in infant and maternal deaths, as well as improvements in the
quality' df survivorship. The other two components are enabling
ones 'that cCintribute to the long-term viability of child and
maternal health effor.ts and help ensure the future of those
services.
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Unger these ci:r.'cuU\$l;anc:.:es, it. is r.comtrl~ndl~d that the ~is.:i.on
Oirectcr- autho~ize a ~ul1 waiver of the· host government
~responsi.b1l1ty fQr the procurement:. of international and U. S.
domestic travel g08tS ralatad to part.icipant training unde:r: P::oject
2000. Handbook ~O, Section 16C, prov1~aa the authority for this
~c~lul1. (?urauant to t~at Section, the Regional Assistant
Administrator for LAC and OIT will be notified if this Waiver is
approved by yo~.)

l'
j

••• Approved~~----:"'~~o:----::--:-~~~--..~-
Geo~9~ A. Wachtenheim, Mission Director

Date, _

Disapproved:~--~-~-:oo--~o-:---.--~-~--
Geo~ge A. wachtenheim, Mission Directc~

Date t ;....

Clearance":
EXO:LFoley_. ___

DD I DDoyd, Date, _

,

• EU.A:JSQrns~ Date

RCO:MStevenso~ Date

CONTtJSanford, --- Da~.' .F~~~

TSD:VFerrero Date QII'1/ '1.3
'~"'-- Dat:1l~

9/14/93

f· I.}-- 'i :}
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WAlvmt '1'0 .1JI,I.V .1JNn INT'L TltA,'m. CO~"S 110ft rARTIClrANTTRAINING IN rROJItCT 2000
WAlVlm No, n'9J.o07·5Z7.oJli6

Recommendation;
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Under these circumstances, it is recommended that the Missiof\,
Director authorize a full waiver of the host government
responsibility for the procurement of international and U. S.
domestic travel costs related to participant training under Project
2000. Handbook 10, Section 16C, provides the authority for this
action. (Pursuant to that Section, the Regional Assistant
Administrator for LAC and OIT will be notified if this Waiver is
approved by you.)

Approved :~':?-~-t'~....::-:--:~-~:-",,~---:---:---"""':'"'--
A. Wachtenheim, Mission Director

Disapproved: ~-~-----------
George A. Wachtenheim, Mission Director

D~te: 1/' (p (93
Clearances: .J ~t

EXO:LFoley ~OL Date /jltjJJ
CONT:JSanfOrd~ Date ~/1~'3

-r"f/Ilf/ ......
TSD:VFerrero l; Date" -:'..::'

PDP'JBOYe~ Date~
RLA:JBorns fax Date 9/14/93

HPN:JVERNOOY:MVil:07I20J93

RCO:MStevenson fax Date~~

DD:DB-;;:;V- Dat.e~
~ "


