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PREFACE 

This is a Project Performance Assessment Report (PPAR) for the Peru Basic 
Health and Nutrition Project (BHNP, Loan No.3701) and the Peru Health Reform 
Program (PARSALUD, Loan No. 4527). 

The BHNP (US$44.5 million) was approved in February 1994 and sought to 
improve maternal and child health and nutrition status in the project area. It was 
supported by an IBRD loan of US$34 million and planned government contribution of 
US$10.5 million. The loan was closed in December 2000, following a six-month 
extension of the closing date. It was about 99 percent disbursed. 

PARSALUD was approved on December 16, 1999 and sought to support the 
gove~mment's medium-term goals to improve maternal and child health and to reduce 
morbidity and deaths of the poor from communicable diseases and inadequate 
environmental conditions. The US$239 million project was to be supported by an IBRD 
loan of US$80 million, US$95 million in financing from the Inter-American 
Development Bank (IDB), the U.K. Department for International Development (DFID), 
and the OPEC fund, and government counterpart financing of US$64.3 million. At 
negotiations, the government decided to finance a larger share of total project costs than 
originally planned, so both the World Bank and IDB contributions were scaled back. to 
US$27 million and US$28 million, respectively. The project closed on June 30,2006, 
two and a half years later than planned. Ninety-seven percent of the project funds were 
expended and 99 percent of the World Bank loan was disbursed. 

This PPAR was prepared by consultants Mollie Fair and Patricia Rainirez, who 
conducted an evaluation mission to Peru in January 2008. The PPAR findings are based 
on: (a) interviews with World Bank and IDB staff, several current and former 
representatives from directorates at the Ministry of Health, the Ministry of Economics 
and Finance, the Interministerial Comnlission for Social Affairs, former project staff, 
individuals from NGOs. universities, research centers and international aid organizations 
active in the health sector in Peru; (b) field visits to Lima and the Cuzco region; (c) A 
review of project design documents, lending agreements, project files, and the 
Implementation Completion Reports (ICR); (d) a review of literature and evaluations of 
health; and (e) analysis of health data for Peru. IEG gratefully acknowledges all those 
who made time for interviews and provided docun~ents and information. 

The findings of this in-depth PPAR have infoimed the IEG evaluation of the 
Bank's support for health, nutrition, and population (HNP). A supplemental section of 
the PPAR addresses some of the specific issues raised by that broader evaluation. 

Following standard IEG procedures, a copy of the draft PPAR was sent to the 
relevant government officials and agencies for their review and comments. Their 
comments are presented in Annex H. 





SUMMARY 

There have been sustained improvements in maternal, under-5 mortality and 
particularly infant mortality at the national level in Peru since the early 1990s. 
Nevertheless. maternal mortality rates remain nearly twice as high as the Latin American 
average, and in recent years indicators for nutrition have stagnated. Furthermore, 
significant inequities persist between different socio-economic groups, and between rural 
and urban areas. For example. there was no reduction in the percentage of moderately 
stunted or moderately underweight children under 5 in the lowest wealth quintile between 
1996-2006, and the number of severely or moderately stunted children in rural areas 
reached 39 percent in 2006. The total fertility rate (TF.R) dropped from 4.0 in 1992 to 2.6 
in 2006; however the TFR of those in the lowest wealth quintile (4.9 in 2006) remains 
almost twice that of the national average, and the TFR of rural women was also high, at 
3.7. Contraceptive prevalence increased steadily from 1992- 2000 but then plateaued. 
Socio-economic and cultural factors remain important determinants of the denland for 
and use of health, nutrition and population (HNP) services. 

Over the period of this analysis, 1994- 2006, Peru has also dealt with significant 
economic and political crises, including hyper-inflation and terrorism. At the start of this 
period, the health system had practically collapsed and Peruvians were forced to rely on 
out-of-pocket expenditures to cover their health care needs. Political and economic 
recovery occurred through the mid-to-late 1990s, and the Government of Peru (GoP) 
began to articulate a vision for the reform of the health system. particularly to address the 
econolnic barriers that prevented a large portion of the population from accessing basic 
health services. 

Basic Health and Nutrition Project 

After Peru's arrears cleared in 1993, the World Bank became active in the health 
sector with the approval in 1994 of a US$45 million loan in support of the Basic Health 
and Nutrition Project (BHNP). The project's objective was to improve maternal and child 
health and nutrition status in the project area. particularly among poor women and 
children. It sought to achieve this objective by improving access, use, and the quality of 
health and nutrition services, as well as by promoting healthy behaviors. During project 
implementation, several parallel projects were being implemented by the government and 
other donors, as the health sector was recovering from collapse and articulating a strategy 
for health reform. The BHNP was restructured on several occasions to increase its focus 
on health service delivery, although the objectives were not changed. Originally 
scheduled to close in June 2000, the project was extended by six months to December 
2000 by which point it had disbursed 99 percent of funds. 

There was a substantial increase in utilization of services in project areas, but 
improvements in the quality of services were modest and in healthy practices negligible. 
There were no improvements in child nutritional status between 1996-2000 in the 
departments in which BHNP was active. Although the project was targeted to the poorest 
areas, data were not collected separately on outcomes ainong the poor and non-poor 



within those areas. While the project's efficacy was modest, the relevance of its 
objectives and design and its efficiency were substantial, resulting in an overall 
moderc~tely satisfactory outcome rating. The project's risk to development outcome is 
moderate and both Bank and borrower performance are rated safisfi~ctory. 

Health Reform Program, Phase I 

The Bank's next lending activity, the Health Reform Project (PARSALUD, First 
Phase-Mother and Child Insurance and Decentralization), was approved by the Board on 
December 16, 1999, and closed on June 30, 2006, two and a half years later than planned. 
The objective of the US$239 million project, funded by an Adaptable Program Loan 
(APL), was to support the government's medium-term goals to: (a) improve maternal and 
child health; and (b) reduce morbidity and deaths of the poor from communicable 
diseases and inadequate environmental conditions. The project aimed to accomplish 
these objectives by increasing the access of the poor to better quality health programs and 
services. At the beginning, implementation of the program was affected by political 
instability caused by a scandal in 2000 that led to the resignation of the president and a 
transition government. However, the project eventually spent 97 percent of planned 
expenditure. 

PARSALUD had a substantial impact on the overall objective of improving 
maternal and child health within the project area. There was substantial increase in 
access to services, primarily as a result of wide adoption of Comprehensive Health 
Insurance (Seguro Integral de Salud - SIS), which reduced the economic barriers to 
utilization of health services. The quality of services also improved. Although overall 
coverage of the poor is still low, it seems that the gap between the poor and non-poor has 
narrowed, even if still great. The project's outcome is rated as sutisjbctory based on its 
continued high relevur.tce, subsfantial efficacy, and szrbstantial efficiency. PARSALUD7s 
risk to development outcome is moderate. The Bank's overall performance is 
sarisj"ctory, although it could have assessed the political risks better, and overall 
borrower performance is moderately satisfactor-y. 

Thus, since 1994, over the course of these two projects the World Bank's support 
to Peru has been targeted to the poor. Whereas the first project focused on the poorest 
regions, support for PARSALUD represented a more substantial commitment to reaching 
the poor, with work to develop the SIS and support the implementation of targeting 
mechanisms and an intercultural strategy to better reach Andean communities. It is 
difficult to assess the impact of the World Bank's support on health outcomes among the 
poor, however, because the Bank's support in later years was for a national program and 
there are no areas of Peru without the SIS with which program areas could be compared. 

In addition to project lending, the World Bank supported Peru's health sector 
through policy dialogue, econonlic and sector work (ESW) and with broader support to 
the social sectors through lending to National Fund for Social Compensation and 
Development (FONCODES) in the 1 9 9 0 ~ ~  and a series of four Programmatic Sectoral 
Reform Loans (PRSLs) implemented parallel to PARSALUD. The World Bank has been 
instrumental in helping to introduce an integrated model of health care in Peru that gives 
priority to maternal and child health issues, supporting the government on some health 



innovations such as the integrated health insurance and the development of Local 
Committees for Health Administration (CLAS). The Bank has also played an important 
role in promoting better targeting on health issues and protecting social targets and social 
expenditure in times of crisis. Other influential international institutions in Peru that have 
also supported health reform include the IDB and the United States Agency for 
International Developnlent (USAID). 

The SIS still needs to be strengthened in technical, administrative, and financial 
aspects, and its targeting can be improved. The organization of the health sector remains 
fragmented and inefficient. Peru also has a very complex labor regime for healthcare 
workers. Any given health facility may have workers subject to entirely different labor 
regimes with different remuneration, job protection, and benefits. These complexities are 
institutionalized and severely limit the rate at which the health sector can be reformed. 
Deceiltralizatioil of the health sector is still in progress and the CLAS model needs to be 
revisited and strengthened. Nutrition and population have not been priorities for World . 
Bank support over the period of analysis. 

Lessons 

The Bank's support over the decade covered by these two projects has 
demonstrated some important lessons with respect to reaching the poor, health reform, 
and donor coordination, and points to continued value added of the Bank's engagement. 

1. Reaching the poor 

An emphasis on pro-poor health policies can be sustained through the use of 
multiple instruments in a constantly changing political environment. Even as the 
health investment projects' activities were adapted over time, the poverty focus did 
not change. 

However, the failure of monitoring and evaluation design and implementation to 
focus explicitly on the poor weakens the ability of programs to assess impacts 
and to learn from and perfect pro-poor targeting. Although the two investment 
projects explicitly addressed HNP outcomes anlong people in poor regions and the 
poorest groups in the population, evidence was collected in most cases on average 
health outcomes in the poorest regions. 

2. Health reform 

Health system reforms that proceed in a piecemeal way can nevertheless result in 
improvements in access and efficiency. 

Creating new institutions can be less difficult than reforming existing ones: the 
transformation of ESSALUD and the health care units of the Armed Forces and the 
National Police have proved to be more difficult than the creation of new 
organizations such as SIS. 



Health reform projects need a realistic ex nnte assessment of political and 
institutional risks - including analysis of the interests of specific key 
stakeholders in the health system - and mitigation strategies. 

The strategy of using multiple lending instruments and analytic work to 
maintain a focus on the poor was equally important in maintaining a focus on 
health reform. 

3. Donor coordination 

Donor coordination can be enhanced by the implementation of joint management 
units, like the one established for PARSALUD. Following a government request. 
the combined financing from the World Bank and IDB was managed through a joint 
PCU, helping to eliminate parallel project structures and improve inter-agency 
coordination in support of the government's agenda. 

Value added and comparative advantage of the Bank 

Given that Peru is a middle income country experiencing continued economic 
growth and substantial poverty reduction, the comparative advantage of the World 
Bank's engagement in health is evolving. Interviews with individuals from the MOH and 
other organizations indicated that the World Bank is viewed as an institution with strong 
political leverage. Its ability to convene national actors, help to maintain a medium term 
agenda for health reform, provide lessons of comparison from other Latin American 
countries, and a high level of analytic services are seen as its areas of comparative 
advantage in the health sector. On the other hand, the World Bank is criticized for failing 
to more actively incorporate the views of civil society organizations into its dialogue with 
the government, coordinate with other actors with technical know-how, and take a 
position on politically sensitive topics. 

Overall, this PPAR concludes that the World Bank has continued to advocate 
improvements in the Peruvian health system, particularly for the poor, and this support 
has been influential and remains relevant. The impact of the Bank's support has been 
constrained by difficulty with project implementation readiness, project and political 
cycles, and unresolved human resource issues. 

Vinod Thomas 
Director-General 

Evalilation 



1. BACKGROUND AND CONTEXT 

1.1 Trends in HNP Status. There have been sustained improvements in maternal, 
infant, and under-5 mortality at the national level in Peru from the early 1990s (as the 
first project under evaluation was being prepared) through the present (Figure 1-1). The 
reduction in infant mortality has been one of the main achievements in Peru during this 
period - a decline by more than half, from 55  to 2 1 per 1,000 live births. The maternal 
mortality rate (MMR) has also declined by nearly half, at the same time as the share of 
mothers receiving medical care at birth has increased, from 53 to 73 percent (Annex 
Table D-1). While Peru's infant mortality rate (IMR) is now close to the Latin American 
regional average, the MMR remains nearly twice as high as the regional average. 

1 Figure 1-1: Trends in Mortality in Peru 1 
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1.2 Beyond these reductions in mortality, the total fertility rate (TFR) has declined 
significantly, from 4.0 in 1992 to 2.6 in 2006, in parallel with an increase from 33 to 48 
percent in modem contraceptive use among women of reproductive age (Annex Table D- 
l) .  However, malnutrition among children under five has remained basically unchanged 
over the decade 1996-2006, whether measured in terms of stunting (about 25 percent), 
wasting (1 percent), or underweight (7-8 percent, Annex Table D-1). 

1.3 The poorest groups and rural residents shared in these improvements, and in some 
cases the gaps between the poor and non-poor have narrowed. The TFR dropped faster 



among the lowest wealth quintile (from 6.6 to 4.9) than among the highest quintile (from 
1.7 to 1.4), reducing the fertility gap between poor and non-poor in both absolute and 
relative terms (Annex Table D-2). The fertility of rural women dropped even more 
rapidly (from 6.2 to 3.7). Both the poorest and rural women substantially increased 
modern contraceptive use, more than their non-poor and urban counterparts. The share of 
deliveries attended by a trained health practitioner rose from 14 to 3 1 percent among 
women in the lowest wealth quintile, while fluctuating generally at 90 percent or higher 
among women in the highest quintile (Annex Table D-2). However, infant mortality 
declined at the same or a faster rate among the non-poor than among the poor: between 
1996 and 2000 infant mortality declined 19 percent in the lowest income quintile and 29 
percent in the highest income quintile, while under-5 child mortality declined by 16 
percent and 20 percent in the respective quintile (Alvarado, 2007). There was no 
significant reduction in malnutrition among the poor or non-poor. though stunting in 
urban areas declined (Annex Tables D-1 and D-2). 

1.4 Determinants of Health, Nutrition and Fertility. Health, nutrition, and fertility 
outcomes are determined by a range of factors including those influenced by the health 
sector, such as service delivery and quality, by the availability and affordability of health- 
related commodities, as well as by factors outside of the health sector, like education, 
water supply and sanitation, electricity, transportation, culture, geography, gender, and 
broader political and economic developments. Access to water and sanitation improved 
gradually from 1990-2005, while for the decade corresponding to the two projects 
reviewed here, women's literacy and per capita gross domestic product (GDP) showed 
little or no improvement (Figure 1-2). 

Figure 1-2: Improvement in key non-health determinants of HNP outcomes, 1990-2005 
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Sources: World Development Indicators, \\ HO 

1.5 Disease Burden. The epidemiological transition presents a substantial challenge 
to middle-income countries with large inequalities in wealth, such as Peru. The share of 



deaths from communicable diseases has dropped from 19.8 to 17.1 percent from 1996 to 
2001, whereas the share of deaths caused by malignant tumors and circulatory diseases 
increased from 13.8 to 17.2 percent and 16.2 to 18.2 percent, respectively (World Bank 
2006b).' Whereas urban and wealthier populations are more often affected by non- 
communicable diseases, communicable diseases remain a persistent threat among poorer 
and rural populations. Between 1998 and 2002, there were outbreaks of malaria, dengue, 
bartonellosis, and tuberculosis, although all were eventually controlled (World Bank, 
2006b). 

POLITICAL AND ECONOMIC CONTEXT 

1.6 In the period leading up to the two projects that are the subject of this assessment, 
Peru experienced and was in the course of recovering from extreme economic and 
political crises (see Annex G for a timeline of events). In 1986, under President Alan 
Garcia, a perceived "debt trap" led Peru to stop all payments on foreign debt, increase 
protectionism and finance a high fiscal deficit with money creation. The results were 
inflation, a fall in both economic output and real wages, and hyperinflation by 1989. 
Between 1989 and 1990 central government spending dropped to less than 15 percent of 
GDP. 

1.7 Peru also faced the challenge of terrorism. The Shining Path (Se~clero Luminoso), 
a Maoist organization, emerged on the political scene in 1980 when it launched guerrilla 
warfare in the highlands of the Ayacucho region on the eve of Peru's first democratic 
elections. During the 1980s the organization. known for its brutality and rejection of 
human rights, gained control of much of the countryside in the interior and south and 
advanced to the outskirts of Lima. The group also engaged in conflict with Peru's other 
large terrorist organization, Tzdpcrc Amarzd. 

I .8 After taking office in July 1990, President Alberto Fujimori introduced dramatic 
economic reforms to bring inflation under control and stabilize the economy. The 
Shining Path's leader, Abinlael Guzman, was captured in 1992, marking an end to the 
period of heightened terrorism. To encourage continued stabilization of the economy, the 
tax regime was simplified, trade was liberalized, and the size of the public sector was 
reduced. GDP per capita rose sharply from 1990-95 (Figure 1-2), and from 1992-95, 
public expenditure on health rose from 0.9 percent to 1.1 percent of GDP (Annex Figure 
F-1'). 

HEALTH SECTOR ORGANIZATION AND PERFORMANCE 

1.9 During the 1980's, at the height of the political and economic crisis, the health 
system collapsed and public health services were essentially non-existent. The Ministry 
of Health (MOH) was the main provider of primary health care services, but it reached 
only 26 percent of the population as of 1984. Urban residents, particularly in Lima, and 
workers from the private sector were covered by the social security system (IPSS),' but 
by 1989 its coverage had declined to 9 percent, from 18 percent in 1984 (World Bank 

I Data are from the Ministry of Health, Oficina de Estadistica e Informacion. 
' Institufo Peruano de Seguridcrd Social 



1994b). Non-governmental organizations (NGOs) were active in providing preventive 
services, particularly in rural areas. 

1.10 The 1979 Constitution included provisions for decentralization of the power 
concentrated in Lima and later in 1985 a regionalization law was approved that 
eventually affected the organization of social services. The SAR notes that different 
administrations throughout the 1980s launched their own "hybrids" of decentralization 
Although twelve regions were initially formed by Alan Garcia in 1989, they lacked 
resources to function independently and only later became autonon~ous under Fujimori 
through the 1993 Constitution. 

1.1 1 The 12 regions (exclusive of Lima) were divided further into 24 departments. In 
addition to the four departments that composed Lima, there were 28 sub-regions or 
departmental health units. Sub-regional health directors prepared budget requests which 
were consolidated into requests for the region, submitted to the Ministry of Economy and 
Finance, allocated back to the region, and then disseminated by the regional authorities. 
The MCH program along with some others, however, were funded centrally (BHNP 
1994B) 

1.12 As of the early 1990s, the system managed by the MOH was extremely 
fragmented, with 16 national programs under the General Directorate for Human Health, 
including family planning, maternal-perinatal health, child growth and development, 
control of diarrheal diseases (CDD), control of acute respiratory infections (ARI), 
immunizations, control of iodine deficiency and tuberculosis control (World Bank 1994b, 
p. 5). These programs were implemented through sub-regional Health Directorates 
(DISAs). 

1.13 Peru's health system was complex and included several public programs in 
addition to the private sector, with little coordination among them. The main public 
programs were the MOH (financed by tax revenues and copayments by users), the Health 
Social Security Institute (ESSALUD), financed by a 9 percent payroll tax and covering 
health care needs of its formal sector contributors, and the private sector financed mainly 
by out of pocket expenditure as private insurance coverage was very low. There was also 
fragmentation and duplication within MOH and weak information on health service 
production (World Bank 1994b). 

WORLD BANK SUPPORT TO HNP 

1.14 In 1983 the World Bank approved the Primary Health Care Project (Loan 221 1 - 
PE), to introduce a comprehensive model for primary health care (PHC) services. 
According to the Project Completion Report, the project initially suffered from slow 
implementation due to trouble securing counterpart contributions and establishing 
procedures (World Bank 1993b). A new government in 1985 lessened its focus on 
implementing the new health model to increase its focus on health service infrastructure 
and expanded the project area. However, by 1987 Peru had fallen behind on its payments 
to the World Bank causing a halt to all loans to the country. When the PHC Pro-ject 
closed in 1991, only US$5.8 million of the US$33.5 million that was approved (17 
percent) had been disbursed and its overall outcome rating was unsatisfactory. 



1.15 The World Bank saw an opportunity in mid- 1992 to use an agreement between 
the Peruvian government and the United Nations Development Program (UNDP) and 
funds from the Japanese governmeilt to design a new project for the health sector. Peru's 
arrears with the World Bank and International Monetary Fund (IMF) were cleared in 
March 1993. 

1.1 6 In May 1 993 a report, Peru: Poverty Assessment and ,%cia1 Policies and 
Programs for the Poor. (World Bank 1993~)'  noted that despite an extensive network of 
primary health care centers, health indicators remained poor due to scarcity of equipment, 
the poor distribution of health personnel, and low government expenditure on health. It 
recommended that health programs focus on the poor by providing primary health care to 
women and young children. A US$100 million loan to support Peru's social investment 
fund, the National Fund for Social compensation and Development (FONCODES~), 
which included social investment projects prepared by local communities in poor rural 
areas, to promote temporary employment and to assist in emergency situations, was 
approved by the World Bank in December 1993 (Box 1-1 ) .  

Box 1-1: World Bank support for health through the National Fund for Social 
Compensation and Development (FONCODES) 

Created in 199 1, FONCODES was the extension of an emergency social assistance program that provided 
direct food and health assistance to the poor. It was designed to channel government and donor financing to 
labor-intensive projects in poor communities to broaden access to social services, with an emphasis on 
community participation. Between 1991- 93 the only source of external financing for FONCODES was an 
institutional development grant from the Interamerican Developnlent Bank (IDB). However, both the IDB 
and the World Bank developed projects in 1993 to institutionalize the lessons learned through early 
experiences. The World Bank provided support for two prqjects: 

FONCODES I (1993- 98; US$ I00 million IBRD loan): Seventy percent of the sub-projects were 
implemented in "extremely poor" or "very poor" communities with the remaining 30 percent in "poor" 
communities. The Bank project financed 5,472 of the 12,630 sub-projects; about seven percent of the 
World Bank's financing supported health care, including medicine, health prevention campaigns, family 
planning, integral health campaigns, and the rehabilitation and construction of 143 health posts and centers. 

FONCODES 11 (1996- 2000; US$124 rnillion IBRD loan disbursed): The sub-projects included primarily 
social and economic infrastructure projects including health posts, schools, potable water, sanitation, 
irrigation and roads. Evaluations showed that FONCODES targeting was more effective than other social 
funds in Peru. Because decision-making was delegated to regional offices, the project also fostered 
decentralizat~on. 

1.17 The two main Bank lending operations to the HNP sector in Peru between 1994 
and 2006 were the Basic Health and Nutrition Project (BHNP, 1994-2000). financed by a 
specific investment loan, and the Health Reform Program (PARSALUD, 1999-2006), an 
adaptable program loan (APL). The Bank also funded the second FONCODES project in 
1996. 

1.18 During the period under review, the Bank issued three Country Assistance 
Strategies (CAS, 1994, 1997, 2002) and a Country Partnership Strategy (2006). In 
addition to project lending, a series of four complementary Programmatic Social Reform 



Loans (PSRLs) with health policy content were approved. On the analytical side, Peru: 
Iinp~oving Health Care for the Poor was published by the Bank in 1999, and two other 
major Bank-financed studies were published shortly before the election cycle in 2006: A 
New Social Contract Peru (Cotlear 2006) and An Opportzrnifyfor n Diferent Perzr 
(Giugale and others 2007)." 

ORGAN~ZATION AND UNDERLYING THEMES OF THE REPORT 

1.19 This report is organized in four chapters. Followillg this background, the next two 
chapters assess the development effectiveness of the BHNP (Chapter 2) and the Health 
Reform Project (Chapter 3). The fourth chapter presents the value added of the Bank and 
the lessons with respect to these projects and the entirety of Bank HNP support to Peru 
between 1994-2006, including policy dialogue, analytic work, and lending. 

2. BASIC HEALTH AND NUTRITION PROJECT 

OBJECTIVES AND DESIGN 

2.1 The objective of the BHNP was to improve health and nutritional status in the 
project area, particularly among poor women and children. It sought to achieve this 
objective by: (a) increasing the use of matei-nal and child health (MCH) and nutrition 
services by extending access and improving quality of services; and (b) promoting better 
health and nutrition practices, with an emphasis on preventive care and education. 
BHNP's objectives were aligned with Peru's health-related objectives expressed in the 
1994 CAS: "to enhance the quality of primary health services, especially in maternal and 
child health" (World Bank 1994~). 

2.2 The project aimed to reach the poorest women and children by targeting 
interventions to the poorest areas of the country. At the time that the project was under 
preparation, Peru was divided into 12 regions. The BHNP targeted women of 
reproductive age (1 5-49) and children under three in 15 provinces of three of the 
country's poorest regions: Piura, Cuzco, and Cajamarca, and in one district of greater 
Lima. Within these regions, the project areas were selected primarily according to a 
poverty map based on a composite index of socio-economic variables. Thirteen of the 
provinces were classified as "most deprived", and the other two provinces as "deprived". 
The district in Lima (San Juan de Lurigancho) was one of the poorest and had 
experienced declines in per capita consumption in the years preceding the project. 
Among the most deprived areas, these were also deemed secure enough for World Bank 
supervision.hdditionally, the regions were identified as areas without a strong state 
presence and with few resources from other donors or outside sources. The Staff 
Appraisal Report (SAR) estimated that the project would directly cover approximately 
1.7 million Peruvians (roughly 8 percent of the total population in 1993), and that some 

' See Annex E Tables E-land E-2 for World Bank lending and non-lending activities 1994- 2006. 
5 At the time of project preparation, World Bank missions were not supposed to leave Lima due to security 
concerns. 



of its activities, particularly those related to communication, would have spillover effects 
beyond the project areas. 6 

2.3 Components. Originally, the project had five components (Table 2-1). Lessons 
learned from the PHC Project were reflected in the relatively simple design of BHNP, its 
plan initially to work on a small scale and focus on a few interventions (with the idea of 
scaling-up once they had positive results), and its mechanism for monitoring and 
evaluation (M&E) designed during project preparation. 

Table 2-1: BHNP Original Components and Main Activities 

Altogether, the project covered 15 of Peru's 195 provinces and two of Lima's 43 districts, albeit the 
poorest. 

Componenta 
Maternal and Child 
Health Care 
($20.1 million. 43 percent) 
Nutrition 
($3.2 million, 7 percent) 

Tuberculosis Treatment 
($0.1 million, 0.2 percent) 
Information, Education, 
and Communication 
(IEC) and Training 
($1 8.8 million, 42 percent) 
Management and 
Evaluation 
($2.3 million, 5 percent) 

Main Activities 
Training professionals and community health workers (CHW) 
Providing medicine, supplies, equipment and vehicles 

Community-based monitoring and follow-up 
Distribution of micro-nutrient supplements and anti-parasitic medicine 
Operations research 
Cooperation with local NGOs to support comn~unity education in 
nutrition and feeding practices 
Training CHWs to detect and refer cases 
Providing TB testing equipment and medicines for health centers 

rn Educational MCH activities through use of mass media, community 
participation and inter-personal communication 
Training for health professionals and CHWs to enhance knowledge of 
health and nutrition practices and improve the quality of care 
Project coordination 
Monitoring and evaluation 

a. Cost at appraisal and share of total project cost. All costs are in US dollars. 

2.4 Implementation arrangements. The project planned to use experienced NGOs 
for implementation, channel funds through central government, and fund the recurrent 
costs of close monitoring and supervision in order to address the potential risks 
identified: weak government capacity to implement the project; fear that the government 
would reverse the decentralization process during implementation; and public facilities 
with a poor record of outreach. The first four project components intended to rely on 
community health workers (CHWj-trained and supported by NGOs-for their 
implementation and sought to work with health workers identified by the community and 
already active in that role. 

2.5 The Project Coordinating Unit (PCU) in the MOH's Office of External 
Cooperation was to be led by a project coordinator who would monitor implementation, 
including frequent visits to the regions. Four sub-regional directors would be responsible 
for implementing project activities, preparing annual sub-regional workplans, and 
negotiating agreements with NGOs (although larger agreements could be signed at the 
national level). The SAR estimated that 75 percent of the activities for training, national 
consultancies and studies, 20 percent of activities for provision of health and nutrition 



services, and 40 percent of information, education, and communication (IEC) activities 
would be executed by NGOs. A 3-member IEC Management Team was to be formed to 
manage the IEC component, ensuring linkages with other activities in the MOH and the 
MOH Communications Office. A Project Steering Committee was to be formed and 
meet twice annually to monitor project progress and provide guidance. 

2.6 Monitoring and evaluation design. The indicators for project implementation 
were related to maternal health services, deliveries, child health services, tuberculosis, 
IEC, training and ~ u ~ e r v i s i o n . ~  They were all counts of outputs, as opposed to measures 
of coverage. Targets were to be established following the baseline study by the MOH and 
the World Bank after the project launch. The monitoring system was to rely on service 
data collected by CHWs, consolidated six times per year with supervision of health 
facility staff. and supplemented by information from existing information systems. A 
mid-term evaluation by an outside consultant was also programmed to provide an 
assessment of the project's early inlplementation and feedback on how to strengthen the 
project. Additionally, there were five project outcon~e indicators8 that were to be 
measured by the baseline knowledge, attitudes, and practices (KAP) study planned for 
1994 and by the Impact Survey scheduled for 1998, both to be carried out by contracted 
agencies. The baseline study was intended to include a survey with both user and 
provider nlodules to provide additional information on the coverage and quality of care 
(at the institutional and community levels). A KAP survey comparable to the baseline 
was to be carried out at the project's close. 

2.7 Relation to other donor activities and government initiatives. Both the IDB 
and the United States Agency for International Development (USAID) launched new 
health projects in 1993 - the Strengthening Health Services program9 and Project 2000, l o  

respectively (Table 2-2). IDB's project was distinct from BHNP in focusing on all levels 
of facilities, from the primary level to hospitals, and in having more of a reform agenda 
from its inception. Project 2000, however, was similar in objectives and structure, yet 
implemented in different regions. The implementation structure of these three large 
projects was "parallel"-each was coordinated through MOH's Office of External 
Cooperation, yet with their own unique administrative and reporting requirements. 

7 The SAR also notes that there would be an evaluation o f  each training activity. 
Percent of  children exclusively breastfed 1-6 months, malnutrition prevalence (under 3 ) ,  stunting 

grevalence (under 31, infant mortality, and child mortality 
Programa clt. fortalecimiento u't. servicios de salud 

10 Proj~ecto 2000. 



2.8 In addition to the three large donor-funded projects, the Peruvian government 
launched the Basic Health for All ~rogram" in August, 1994. This program, originally 
called Targeting of Basic Sodial ~ x p e n d i t u r e ' ~  with an estimated cost of US$88 million 
for the first year. was a multi-sectoral program encompassing education, health, nutrition, 
and justice, later narrowed to focus only on the health sector. Thus, at the time that 
BHNP was launched, between the numerous vertical programs, the new Basic Health for 
All Program, and multiple donor pro-jects implemented in parallel, the MOH was 
extremely fragmented and there were health initiatives being launched nationally and in 
non-proj ect areas. 

Table 2-2: Externally - Financed Health Sector Projects, circa 1993-94 

2.9 The BHNP was approved on February 3, 1994 and became effective on June 2, 
1994, at a time when the Peruvian economy and politics were stabilizing. The project, 
however, got off to a slow start. By 1997 it had disbursed only US$7.5 million of the 
US$15.2 million originally planned to have been disbursed by that date. The studies 
meant to provide a basis for the project's activities got off to a late start and had 
essentially become its primary activities in the first several years. 

Project characteristic 
Instrument 
Dates 

Geographic coverage 

Donor amount (US$ millions) 
Counterpart contribution 
(US$ millions) 
Co-financing (US$ millions) 
Total at appraisal 

2.1 0 Low disbursement at the outset can be attributed to a number of factors: 

World Bank IDB Strengthening USAID 
BHNP Health Services Project 2000 
Loan Loan Grant 

February 1994 - March 1993 - 2000 September 1993- 
December 2000 1002 
15 of the poorest National 12 departments, not 
provinces and 2 overlapping with 
districts in Lima BHNP 

34.0 68.0 30.0 
10.5 10.0 30.0 

0 20.0 (JICA) 0 
44.5 98.0 60.0 

Weaknesses in project design. The project's components were not well defined or 
integrated, the nutrition component was not aligned with the MCH component, the 
organizational structure was not appropriate, and the cost categories were not well 
defined. 

Source: IDB online Project Gateway (http:/iwww.iacib.org~pro~~ects~Pro~iect.cfin?project=PE0030& 
Language=English) and Proyecto 2000 mid-term evaluation, p. 48 

Lack of experience in the MOH in coordinating externally financed projects. 
Because donors had not been active in Peru for several years, coordination between 
the Directorates and Programs in the Ministry and the project's activities initially was 
weak due to the inexperience of the individuals working in the PCU and turnover in 

I 1  Programer Salz~d Basrca Pat-u Todos, PSBPT 
" Focalrzrrcrdn de Gusto Socral Basrco 



World Bank staff between project design and early implementation. The situation 
improved in 1998, when the government created the Coordination Unit for Health 
Sector Modernization, which gained some oversight of the project and contributed to 
improved management. l 3  

A need for greater cooperation with other externally financed projects. The three 
large externally-financed projects were coordinated through MOH's Office of 
External Cooperation, yet each had its own unique administrative and reporting 
requirements. Although potential duplication between the projects and opportunities 
for sharing were identified early on, actual coordination beyond meetings proved to 
be more difficult. In 1996, the World Bank established a resident mission in Lima, 
which improved coordination, communication, and problem-solving, 

Difficulties with procurement arrangements through UNICEF, which delayed the 
procurement of equipment and supplies, and consequently the training scl~edule; '~ 

A shortage of NGOs in some of the project areas. 

High turnover in MOH leadership. Between 1992 and 1997, the Minister of Health 
changed four times; by the end of the project in 2000, there had been six ministers 
and eight vice-ministers. 

2.1 1 Over the course of BHNP implementation, the Peruvian health sector 
launched major initiatives on the path to articulating a vision for health reform 
(Box 2-1). While the low level of government funding for health led to the imposition of 
user fees, during the first half of the project's lifetime there was substantial government- 
financed expansion to the poor of the vertical-oriented health system, largely through 
investments like Basic Health for All and FONCODES. In the mid-to-late 1990s there 
was a push to focus on improving quality, integrating the programs, and providing a cost- 
effective essential package of basic services.I5 Several projects "piloted integrated 
health models, including the introduction of the World Health Organization's (WHO) 
Integrated Management of Childhood Illness (IMCI) nation-wide in late 1996 (Box 2-2). 
I11 1997, two laws were approved to establish the general principles for health sector 
reform and a unit was created within the MOH for health sector modernization. In 1999, 
President Fujimori announced that PHC service delivery would be transferred to 
n~unicipalities. Total health spending (public and private) rose in real terms by over 50 
percent between 1994-97, while public health spending as a share of GDP increased from 
1.1 to 1.4 percent from 1995-99 (World Bank 1999; Annex Figure F-1). The number of 
public health facilities increased by 48 percent between 1992-96, and the expansion was 
pro-poor (Annex Table F- I). 

17 Undidad ile Cooru'inucidnpura la Modernizucicin del Sector Sulrrd. The unit was responsible for 
approving progress reports and the program's planned activities. 
I4 In 1997 the project suspended procurement arrangements with UNICEF and began to use the UN Office 
of Project Services (UNOPS) for procurement. 
l 5  The integrated model was to ensure that the most basic and prioritized health and nutrition interventions 
were provided to families at the primary care level. However, there was confusion in some facilities as to 
the appropriate norms to follow. Often the new model was implemented side-by-side with existing models 
instead of replacing them. Delays in implementation of the integrated model were also attributed to 
frequent changes in managers, and insufficient monitoring by the management team. 



2.12 As a result of these policy developments, over the course of its 
implementation BHNP evolved from a health care delivery and promotion project 
focusing on community participation and IEC, to a project that reorganized health 
service delivery and introduced an integrated health model into project facilities. 
The government encouraged international donors, including the World Bank, to re-orient 
their ongoing projects towards the objectives of the reforms and to incorporate the 
lessons from the projects into health refornl plans. 

Box 2-1: Peruvian health reforms introduced in parallel with BHNP (1993-2000) 
Local Committees for Health Administration (CLAS)" 1994: introduced to increase co~nmunity 
participation in management of health facilities, CLAS are private. non-profit community administered 
institutions which by virtue of a contract with the Health Directorates (DISA) receive and administer public 
funds. They work with health providers to develop a local health plan, define its budget and monitor 
expenditures and health care delivery to the conlmunities. 
School Health Insurance ( sEG)~ ,  1997: Reimbursed health care and medicines provided fiee of charge for 
about 6 million children between 4-17 years old attending public schools. 
General Health Law, 1997: established user's rights 
Social Security Modernization Law, 1997: Approved a reorganization of social security allowing 
inclusion of private providers within the ESSALUD delivery systetn, eliminating the ESSALUD monopoly 
on service delivery and creating a superintendent to regulate health care providers.' 
Mother and Child Insurance ( ~ ~ 1 ) ~ , 1 9 9 8 :  piloted in two areas starting in 1998 before expanded 
nationally in the following years, SMI reimbursed public health providers for a package of basic services 
(including medicines and laboratory exams) rendered free of charge to eligible participants (poor mothers 
and children under 3). 
a. Comites Loc~lles de ildminisrrczcidn de Sulud 
b. Segziro Escolnr Graiuilo 
c. It has been slo\vly implemented. 
d. Seguro ,I.laterrro Irfuntil 

Box 2-2: Integrated Management of Childhood Illness (IMCI) 

IMCl is a WHO strategy to Improve health and nutrition of children under 5, introduced and piloted in the 
late 1990s in countries with moderate to high levels of child mortality. The strategy was introduced in 
Peru in 1997, and the MOH quickly committed to implementing it nationwide in the same year. IMCl's 
main components were to improve: health worker performance through training; support for the health 
system, ensuring drug and vaccine availability, strengthening supervisory activities, increasing access to 
and quality of care in referral facilities, building support for IMCI at the national and district levels; and 
improving family and community practices related to child health and development. A multi-country 
evaluation was launched in 1998 and fieldwork in Peru took place in 2001. The evaluation of the Peru 
IMCI program found that: 

IMCI had not been recognized as a separate program in any of the districts and district-level 
coordinators had not been appointed. Instead, IMCl responsibilities were assumed by staff of the ARI 
program while staff of the CDD program were responsible for training health workers; 
Synergies between health facility and community interventions were not achieved; 
Few monitoring data were available to document implementation; 
The policy and program support for IMCI was weak; 
There was no significant association between training provided by the program and outpatient 
utilization, vaccine coverage, mortality, or malnutrition. 

Sources: Huico and others 2005a, 2005b. 
-- 



2.13 The BHNP was restructured three times. As early as 1995, BHNP's components 
were re-aligned with the MCH model for primary level care. There were few changes in 
project activities with the exception that the tuberculosis component was broadened into a 
communicable disease component, including malaria prevention and detection activities 
in Piura. 

2.14 In 1997, the project was reformulated for a second time toward the development 
of decentralized health service networks that would ensure that basic health services were 
available and accessible to the entire population in a defined geographic area. Networks 
organized health service delivery in facilities of the appropriate level (CHW, health post, 
health center, referral health center), according to their complexity, and created a referral 
system between facilities within the network. Additionally, the system helped to 
decentralize management of health facilities with oversight froin the central and regional 
levels. The network was responsible for administrative systems and management of 
facilities; micro-networks were responsible for developing local health plans and 
ensuring provision of basic services. However, during this second reorganization the 
activities grouped together into the health promotion component lost priority, in favor of 
interventions that had more to do with supply-side factors. 

2.15 The project's third and final reorganization occurred in late 1998. Its activities 
and objectives were maintained but reorganized to contribute toward health sector 
reform." The project's final revised components are in Table 2-3. That year, the project 
also was expanded to a second district in Lima. 

2.16 Project activities were intensified in August 1999 and implemented in large 
part by NGOs, as originally planned. The project contracted NGOs to carry out its 
activities for CHWs and these experiences were later consolidated into a final document 
on the role, training and supervision of CHWs. In fact, an estimated US$11.3 million 
(approximately 25 percent) of project costs went toward contracts with NGOS." 
However, the work with community-based health promotion was far less than anticipated 
in project design due to lack of MOH experience in this area and nonperformance of the 
first contractor, which led to the cancellation of the initial contract in 1999. Moreover, 
over the project's final stage of intense implementation, considerable attention was given 
to how to systematize the BHNP experience in order to contribute to on-going health 
sector reform. 

16 However, the loan agreement was amended that year to allow for a new disbursement category for civil 
works, since some of the project facilities in the health networks were in need of renovation in order to be 
operational. 
17 See Annex C (Table C-5) for list of products and activities developed/implemented by NGOs. 



I Table 2-3: Revised Components and Main Activities, 1998 
Component 

Health Service 
Delivery 
(US22.1 
million, 
50 percent) 
Health 
Promotion 
(US$14.9 
million, 
34 percent) 

Main Activities 
Develop and introduce guidelines for organization and management of health service 
networks and micro-networks; rehabilitate'health facility infrastructure; 
provide equipment and drug supply for health facilities; orpanize services within 
health facilities as well as "extramural" activities; Quechua language and Andean 
culture classes for health providers (Cuzco) 
Promote healthv behaviors: Research and design sustainable integrated 
communications interventions in MCH and nutrition; develop IEC Commissions in 
five regional health departments; TB prevention sub-component 
Community Activities: Improve child feeding practices with a home and community 
demonstration model that involved active participation of CHWs; work with NGOs to 
develop outreach and training to improve the utilization and impact of CHWs 
Social rnarketin~ of health services, including a social marketing diploma for clinical 
management staff to empower them to design and implement health facility marketing 
plans; NGOs to develop local health plans and identify CHWs for training to create 

ion, 4 percent) 1 
Note. The bolded actlvit~es are activltles highl~ghted in thc BFlNP Final Report as the project's eight prirnarq intervention areas and 
groups the non-bolded act~vities under those primary intervent~ons as opposed to reporling them by project component. 

2 linkages between markkting plans and local health plans. 
- 

Management Management diploma training program for clinical and management staff; capacity 

2.17 The new health service model introduced by BHNP and the implementation 
of health sewice networks required that decision-making be decentralized to the 
sub-regional level, which was consistent with the project's initial emphasis on 
building capacity at the local level, although these two strategies were developed later 
in the project. Capacity building of health managers at the local level and management 
training were key project activities. However, over the course of the project, the central 
level maintained most of its control over the organization and production of services. 
The transfer of management and decision-making from the central level is an ongoing 
process due to less management experience at the local level, high turnover in health 
personnel in peripheral areas, and resistance at the central level to giving up some level of 
authority. However, this continued resistance was reported to contribute to inefficiencies 
such as central level managers who are too involved in day-to-day decisions to deal with 
broad oversight and planning, and health providers who depend on higher levels of 
management and do not take the initiative or develop the capacity to deal with problems 
at the local level that may require immediate attention. 

and Financing 
(USs5.6 mill- 
ion, 13 percent) 
Project 
Management 
(US$1.7 mill- 

2.18 Originally planned to close on June 30,2000, the project was extended six 
months to close on December 31,2000, having disbursed over 99 percent of the loan. 
The extension period was the most productive time for the pro-ject, which illustrates that 
flexibility was crucial to allowing results to be achieved. 

building for quality Improvement projects; develop an internal control system and 
model for categorizing coniplexity of health facilities; information systems for costs 
and incomes (SICI); cost-based programming and budgeting (SPP) 
Project coordination and monitoring and evaluation 



2.19 Implementation of monitoring and evaluation. Several project studies were 
carried out between 1994-96, most notably a KAP study and baseline household survey 
on infant health and nutrition.'' Also, in 1997, the mid-term evaluation was carried out. 
However, as of February 1998, three and a half years after project effectiveness, a 
M&E system had yet to be established. 

2.20 A new M&E plan was developed and approved in 1998, but this was not 
launched until June 1999, only a year and a half before the project closed. Pro-ject 
data were collected by an "integrated monitoring report"'9 and a matrix of 92 physical 
implementation indicators collected at the facility level. However it is not entirely clear 
when these tools were introduced. The report was designed to track implementation of 
the integrated care model in health centers and posts and focused on aspects that were 
directly observable and deemed to be critical to infer the quality of care provided in the 
facilities. It is reported that they were used at the facility, regional and central levels. 

2.21 The project's reorientation reduced the relevance of the original indicators. 
For example, there was greater attention to quality of services after restructuring and less 
on coverage, yet the project implementation indicators were all measures of how many 
activities had been realized. Ultimately, project monitoring was based exclusively on 
inputs and outputs. Consultants were contracted to carry out studies between 2000-01, 
analyzing coverage indicators,*' quality indicators for the new model," and a study on 
perception of the quality of services and user s a t i~ fac t ion .~~  

2.22 Because the 1996 KAP carried out by the Peruvian NGO, AB PRISMA, was very 
broad in scope and did not include all indicators that were relevant to BHNP after 
reorganization, another KAP was carried out in the project areas in March 1999. Twenty 
months later, after the project's most intense phase of implementation, Universidad 
Peruana Cayetano Heredia carried out a follow-up KAP survey collecting data on areas 
that were intervened in heavily by the project, areas intervened in solnewhat by the 
project, and areas with no project inter~ention.~'  This allowed for the study to compare 
outcomes of the target groups to the baseline in 1999, as well as to control for the impact 
of the level of project implementation on outco~nes in order to understand attribution to 
the project.2". There were two additional impact studies, one analyzing differences in the 
services offered in BHNP facilities versus "control fa~ilities",~' and another analyzing TB 

18 Prisma and Apoyo 1995. 
19 Ficl~a de monitoreo integral 
" BHNP 2001b. 
" AB PRISMA 200 1. 
" APROPO 200 1 .  
" Universidad PCH 200 1 .  The project classified these areas based on the number of interventions. 
lJ The 'control' facilities in this study were comprised of those in the project area that nevertheless did not 
implement the project activitieslreforms. Great caution is required in interpreting differences in outcomes 
between areas served by facilities that implemented the reforms to different degrees, as this was not a 
randomly assigned distribution of the intervention. It is highly likely that the facilities that did not 
implernent the prqject activities (and the people who use them) are systematically different from those that 
did. 
'' Suarez 200 1 .  



and malaria indicators in project and control areas.*"he ICR and final report produced 
by the government rely on data from these studies. 

2.23 The baseline health outcome indicators were supposed to come from over- 
sampling in Demographic and Health Surveys (DHS) in the project areas, which 
apparently took place.27 Financing for the endline survey for these indicators was to 
come from a follow-on project, which was not effective in time. There was also some 
debate over whether the outcome indicators chosen were appropriate for the project, 
especially after reorganization when it was focused more on service delivery and quality 
than health outcomes. 

2.24 Use of M&E data. The studies conducted in the project's earliest years provided 
information on local health status and behaviors in project areas which aided project 
planning. Unfortunately, given delays in their actualization and the restructuring of the 
project, there appears to have been a perception that they were less relevant. MOH 
Program Directors reported that the delay in establishing a monitoring system hindered 
understanding of the results of the innovations introduced by the project. Nevertheless, 
the pro-ject was able to produce adequate information at the end for project assessment 
through the studies that it commissioned. Also it appears that there was a desire to 
consolidate experiences and evidence from the multiple models for integrated care 
established over the period. 

ACHIEVEMENT OF THE OBJECTIVE: BETTER HEALTH AND N ~ ~ T R I T I O N  FOR POOR 
WOMEN AND CHILDRE~Y 

2.25 The project's development objective was to improve health and nutritional status 
in the project area, particularly among poor women and children. The strategy to achieve 
this objective was to extend access and improve the quality of services to increase use of 
maternal and child health and nutrition services and to use preventive care and education 
as means to promote better health and nutrition practices. This section assesses the 
project's outputs, its intermediate outcomes, and their impact on improving health and 
nutrition, particularly among poor women and children in the project area. 

Outputs 

2.26 Table 2-4 provides a summary of the major project outputs by component; 
Annex C (Table C-4) provides a table of planned versus actual outputs. Some activities 
were only partially implemented. Although IEC commissions were formed at the 
regional level to design and manage IEC activities at the local level, the objectives and 
policy framework to implement a coherent IEC strategy were lacking and mass media 
campaigns were never implemented. Social marketing focused more on improving 

26 Perez and others 200 1. However, there were no significant differences in the diagnosis and treatment o f  
communicable disease between project and non-project areas. 
' 7  World Bank 200 1 c, footnote 19. 



provider behavior toward the clients than improviilg healthy behaviors. One planned 
study of health services was eventually cancelled.28 

2.27 The organization of the networks provided essential experience and tools for 
Peru before it began to scale-up health networks at the national level. BHNP project 
activities reached 14 networks, 61 micro-networks, 509 health facilities targeted by the 
project in addition to 17 health facilities outside of the project area that were supported 
through the participation of their DIRESA. BHNP provided capacity building to 
strengthen the organization and management of the networks, developing and introducing 
systems for: internal management control, cost information and income for health service 
networks, local health information, and referral and counter-referrals, as well as 
organizing a network of laboratories at the primary care level. 

1 Table 2-4: Major Outputs I 
Health delivery 

237 primary care facilities 
implemented a new model of 
integrated patient care and 
management 
systemized set of 42 reference 
manuals produced to facilitate 
replication of the model 
clinical training provided to 
over 2,500 health providers in 
women's or child health and 
nutrition 
renovation of 184 health 
facilities, as well as supply of 
basic medical equipment, 
computers, vehicles and 
supplies, as needed 

Health promotion 
educational materials and IEC 
methodologies developed 
innovative community-level 
activities implemented 
training in Strategic Planning 
for Educational 
Communication 
15 Regional Health 
Departments (DISAs) formed 
IEC commissions 
125 DISA and primary health 
staff trained in social 
marketing diploma program 
500 CHWs trained in 
promotion of health services 
Quechua Language and 
Andean Culture course 
developed; 94 health 
personnel in Cuzco trained. 
77 staff trained in empathetic 
communications and 
interpersonal relations. 

Health m a ~ i a ~ e m e n t  and 
financing 

289 health personnel trained in 
health service management 
diploma program 
88 Regional Health 
Department personnel trained 
health management 
health service facilities 
organized into service 
networks 
network management model 
with management conlmittees 
and gu~delines implemented 
quality assurance nlethodology 
introduced 
254 quality improvement 
projects designed and 
implemented in 107 facilities 

2.28 The training programs under BHNP were not evaluated with respect to their 
efficacy in conveying information or changing provider behavior. Anecdotal 
evidence suggests that many of the current upper-level health managers benefited from 
BHNP training and believe that it was fundamental for their professional development. 
Overall, the health personnel at facilities that participated in BHNP expressed strong 
beliefs that the introduction of the model changed provider attitudes to focus more on the 

Health Services Study, 1994 (Universidad Peruana Cayetano Heredia). 



patient and service quality,29 that it introduced important norms that improved 
organization, and that they benefited from the training provided. 

2.29 Two important outputs for health financing were the "Information System for 
Costs" and "Incomes and Cost-based Program Budgeting", which was designed by 
Proyecto 2000 and later became a cooperative effort between USAID and the World 
Bank. 

2.30 There were also important outputs on nutrition and TB. Qualitative research 
on nutrition was carried out to identify specific practices in child feeding to impact child 
anemia." The project strengthened regional work and MOH coordination on nutrition, as 
well as food assistance programs through other ministries. The TB sub-component 
developed a set of methodologies applicable for CHWs in any program and trained health 
personnel in TB surveillance, promotion and referral, who in turn trained CHWs in these 
areas to disseminate the information. 

Intermediate Outcomes 

2.3 1 The impact of BHNP on utilization of health care by women and children is 
unclear. There are two sources of information: (a) analysis of patient records at health 
facilities in project areas and in facilities in non-project "comparison" areas within the 3 
regions and 2 districts of Lima targeted by the project; 31  and (b) analysis of data from 
household surveys undertaken in 1999 (baseline) and 2000 (endline), comparing 
utilization of services by women and children in 2000 according to whether their area had 
full, partial or no implementation of the BHNP interventions since the baseline.32 The 
methodology of both of these studies is not ideal: in the former case, the 'control' group 
was identified ex-post and the matching may have overlooked important factors that 
reduce comparability, while in the latter case there is the risk that facilities in the project 
area that did not fully implement the BHNP program are systematically different from 
those that did, in ways that are difficult to detect.33 Furthermore, the baseline and endline 
household data points are only a year apart. 

2.32 Health service data suggest that utilization of health services improved in 
both project and matched, non-project ("control") areas between 1996 and 2000 
(Annex Table D-3). In Cuzco, Piura, and South Lima, health care utilization in BHNP 

2') A practical yet important innovation was the introduction of expanded clinical histories and family rather 
than individual files. The project also worked to develop and introduce a model to provide out-of-clinic 
services to populations living in remote areas that fell under a network's territory. 
30 Study of Micronutrient Deficiency in Women of Reproductive Age and Children, 1995 (Universidad 
Peruana Cayetano Heredia). 
11 The BHNP took place in 15 provinces in 3 regions and in 2 districts in Lima; there were other provinces 
in these same regions that were not selected for BHNP and households and facilities in these "non-project" 
areas serve as comparison groups/facilities. They benefitted from govenl~nent health services and any 
national programs (as did the BHNP households and facilities), but were not targeted by other donors. 
" The facilities with no implementation of BHNP are in the non-project cornparison areas (BHNP 2001). 
'' The study that produced these data (BHNP 2000a) does not explain the matching process. As can be 
seen in Annex Table D-3, it appears that the comparison facilities had lower utilization rates for Inany 
services at the 1996 baseline than did the eventual BHNP facilities. 



and comparison facilities were similar in 1996. In Piura, utilization of services by 
women of reproductive age increased by more in BHNP facilities, but the percent of 
pregnant women who made four pre-natal visits rose more rapidly in comparison 
facilities. In South Lima, antenatal visits rose more rapidly in BHNP facilities, but 
consultations by women of reproductive age did not. In Cuzco, the percent of births in 
facilities between 1998199 and 2000 rose faster in project than comparison facilities, but 
there were no differences in utilization of other services. In North Lima, the project 
facilities had higher utilization than the comparison facilities at the 1996 baseline, 
suggesting that the project and comparison facilities were not well matched. This may 
explain why the BHNP facilities maintained higher utilization in two of the three 
indicators in 2000. 

2.33 Analysis of household data in project areas suggests that full implementation 
of project interventions improved the use of health services relative to the baseline 
only a year earlier (1999), but cases in which implementation was only partial 
rendered mixed results (Figure 2-1). For example, there was improvement in the percent 
of mothers who had post-partum check-ups within the first month after giving birth, and 
in the percent of children 12-35 months receiving the complete well-child services in 
areas with full BHNP implementation,34 but there were also improvements in these 
indicators in areas with no or partial implementation." These data come solely fiom 
project areas; there are no trends in non-project areas for comparison. The impact 
evaluation on coverage commissioned by the project also found no consistent relationship 
between the intensity at which the project was implemented and improvements in the 
coverage indicators evaluated (BHNP, 2000a). 

34 Full vaccinations and more than four growth monitoring controls. 
35 Between the no intervention and partial intervention areas, there are no statistically significant 
differences for any of the indicators. There were statistically significant differences favoring fully 
intervened facilities compared to no intervention facilities for three of the five indicators, and between 
interventions of different intensity for three of five indicators. 



Figure 2-1: Use of Maternal and Child Health Sewices 

% women w~th hrst O h  women who sought % births attended by % mothers who had % children with 
trimester prenatal care care for problems In health professconal post-partum check-up complete well-child 

pregnancy w~thin one month of services 
birth 

-- - -- -- 

[a KAP 1999 W No BHNP 2000 -- P a r t 1 a l B ~ ~ ~ 2 0 0 0  - Full BHNP 2000: 
- -- - - -- - -- 

Source: KAP 200 1 
* stalist~cally sign~ficant from No BHNP 2000 
+ slatisl~cally sign~licant from Partial BHNP 2000 

2.34 There is some evidence that the quality of services - as measured by the 
number of or types of services received - were higher in BHNP facilities at the end 
of the project than in comparison facilities (BHNP 2000a). This is particularly true for 
services for pregnant women across all four areas; in Cuzco and North Lima, some 
indicators for quality of children's services were also higher in project areas.36 However, 
there are no baseline measures for these variables so it is difficult to know whether these 
differences are due to improvements or to better services at baseline. A study of the 
social marketing of health services interviewed 200 women in eight health networks 
targeted by the project; 65 percent perceived an improvement in care since 1999, 35 
percent perceived that service delivery had improved; 34 percent that the or anization of 
health care had improved; and 13 percent that infrastructure had improved. 3 7  

2.35 In terms of better health and nutrition practices, the evidence is also mixed 
(Figure 2-2). Taken in comparison to the 1999 KAP, there were improvements in all 
areas, regardless of level of project implementation, for the four indicators below (with 
the exception of the children receiving daily iron supplen~ents in partial implementation 
areas). The only indicator for which there is a statistically significant difference between 
the areas of no intervention and full intervention is for the number of children receiving 
solid food at the main meal, It is possible that because the health promotion activities 

36 Note, however, that the average number of activities in the basic services package for a pregnant woman 
was higher in matched non-project areas in Piura, and that the percent of children under five that received 
nutritional counseling was twice as high in non-project areas in South Lima. 
37 As reported in the BHNP Final Report. 



were implemented late in the project cycle (most intensively in the project's last 20 
montlls), that their full impact was not captured when the end-line data were collected. 

/ Figure 2-2: Better Health and Nutrition Practices 1 
1 t o o -  

l 94 94 

O/O pregnant women tak~ng % children 0-5 months % chiidren (6-24 months) % children (6-24 months) 
dally lron supplements exclus~vely breastfed receiving daily iron recelvlng sol~d food at main 

supplement meal 

10 KAP 1999 .No BHNP 2000 Partla1 BHNP 2000 

Source K A P  2001 
* statistically s~gnificant from N o  BHNP 2000 
+ stat~st~cally significant from Partial BI INP 2000 

Impacts on the health and nutrition status of women and children, especially the 
poor 

2.36 The planned end-line data on health and nutrition outcomes in project areas 
- either on average or among the poor - were never collected. Table 2-5 presents 
several MCH and nutrition indicators from DHS surveys for the four departments in 
which the project was implemented. Although the project ended in 2000, data from the 
2004-06 DHS survey are included, since the most intense phase of implementation was in 
late 1999 and 2000, the effects of which may not have been captured by the 2000 data. 
Also, it is likely that there would be lag times to show results for behavior change 
interventions. The data must be interpreted with caution for several reasons: 1) none of 
the departments were fully covered by the intervention and in fact, intensity of the 
intervention varied significantly across regions; and 2) in a few cases the measurement of 
indicators changed between surveys.38 



i 9  Prior to 1996, DHS data were reported by region instead of department. Therefore, it is not possible to 
compare the data fkom 1992 to the departmental data from 1996 and 2000. Furthermore, although the 
DHS surveys do report infant and under-5 ~nortality rates, prior to the 2004-06 survey, they are ten-year 
rates and may not capture the changes that could be attributed to the project. 
40 There were significant reductions in infant and under-5 mortality in Piura between 1996- 2000. 
However, these rates at the department level are calculated as 10-year averages (so the 1996 rate is an 
average from 1987-96 and the 2000 rate is from 1991-2000), which are unlikely to be sensitive to 
interventions implemented only in 1999-2000. Thus, they are not shown. 

Table 2-5: Health utilization and nutrition indicators, by Department 39 

lndicator of mothers' and 
children's health and 
nutrition 
Nutrition 
Average duration of 
exclus~ve breastfeeding 
(children <3) ~n months " 
Stunting ( 6 .  percent) h 

Wastlng (<5, percent) 

CaJamarca 

04- 
96 00 06 

4 5 na 

39 43 na 
2 1 na 

Cuzco 
04- 

96 00 06 

4 5 na 

41 43 na 
2 

63 56 
66 65 7 

Children's health 

Women's health 

professional (percent) 56 60 73 
Received tetanus vacclna- 
tion at dellvery (percent) 
Modem contraceptron rate 

Sozrrce Dl 15 1996. 2000 2004-05 and 2004-06 
Shaded cells denote s t a t ~ \ t ~ i a l  s~gn~ t i cance  dt p< 05 or better l ta l~c  bold drnotr statlstlcdl s~gn~f i cance  at p< I0 Standard errors Mere not reported lor 
breastfeedlng hehav~or b) rrglon and thus ~t I S  not possible to calculate s ta t~st~cal  s~gn~f i cance  

a The project anned to promote e\clusi\e brea5tfeedlng for ch~ldren under 6 tnonths therefore an  deal duratlorl ofbredstfeedlng \\auld be 6 O 

b Stmdard crrors for nutrrtlon mensures for Metropolltan L ~ m a  were not reported In 1096 theretore 11 IS nor posa~ble to calculate s ta t~st~cal  51gnlficance 

2.37 There were no significant improvements in nutrition or children's health 
indicators (proxied by vaccination rates) in any of the regions." There were no 
significant changes in nutrition at the national level either, however there were significant 
improvements in child health indicators. The most significant improvenlents were in 
women's health, however, the trends varied across department. The percent of births 
delivered by a medical professional and women receiving tetanus vaccinations actually 
decreased in most of the project departments between 1996 and 2000 but then recovered 
or surpassed the 1996 rates by 2006 in most cases. Between 1996 and 2000 the actual use 
of modern contraception increased in each department and at the national level, however 
the increase was only sustained through 2006 in Cuzco. 

Metro Lima 
04- 

96 00 06 

2 3 3 7  

10 7 na 
2 n a O O  

Full vacclnatlon (percent) 
Age 12- 23 months 
Age 18- 29 months 

58 58 
65 

54 45 
65 

Piura 
04- 

96 00 06 

3 3 na 

28 24 na 
n a O 2 n a  

National 
04- 

96 00 06 

4 4 2  3.6 

26 25 24 
1 1  1 

64 59 
7 3 

77 76 
76 



2.38 Based on assessments of the BHNP's relevance, efficacy and efficiency, the 
overall outcome rating is moderately satisfactory as summarized in Table 2-6. 

Table 2-6: BHNP - Summary of IEG Ratings 

Objective I Relevance I Efficacy / Efficiency I Outcome 
Improve the health and nutrition status of / Substantial I Modest I Substantial I Moderately 

2.39 The overall relevance of the project was substniztinl. The relevance of the 
objectives is high. The project's objective was relevant to the World Bank's 1994 CAS 
objective to enhance the quality of primary health care services, particularly for mothers 
and children, and to the objective of the 1997 CAS to promote social integration by 
improving infrastructure and access for the rural poor to health services. Moreover, it is 
relevant to the 2006 CAS which emphasizes efforts to reform the health system and 
improve service quality. In fact, this pro-ject helped to introduce models that were 
integrated into reforms in the Peruvian health system. For example, the focus on the 
quality of services emphasized by BHNP is highly related to the 2006 CAS to improve 
service quality. The Bank's geographic targeting of the deprived and most deprived 
regions is in line with the Bank's current emphasis on improving health outcolnes among 
the poor. 

women and children, especially in poor areas 1 

2.40 The relevance of the design is modest. Designed at a time when health services 
in Peru had essentially collapsed and faced with security restrictions, the project targeted 
women and children in the poorest regions in which the World Bank could work. The 
project was intentionally designed to be relatively simple given lessons learned from the 
Bank's previous PHC project (para 2.3); however, the design did not sufficiently specify 
how the components should be implemented (para 2.10). Although a lack of 
coordination with the government and the projects of other donors was a weakness, the 
components were frequently revised in order to enhance the project's relevance with the 
government's health agenda as it evolved (paras 2.13-2.15). Recognizing the need to 
improve the coverage and quality of services as well as to stimulate demand for them and 
promote healthy behaviors, the project originally focused on both supply and demand. 
The government's capacity to efficiently implement the large IEC component may have 
been over-estimated. The emphasis on IEC was eventually reduced in scope and 
significance, yet not dropped altogether. 

I Satisfactory 

2.41 Efficacy in improving the health and nutrition status of poor women and 
children in the project area was morlest. There were substantial improvements in 
utilization of services in project areas, particularly areas with full BHNP implementation, 
though not always greater than in comparison areas of the same regions (paras 2.3 1-2.33). 
Utilization was higher in project areas with full implementation of project interventions, 
but partial inlplementation yielded mixed results (para 2.33). There was evidence of only 
modest improvements in improved service quality (para 2.34) and negligible 
improvement in healthy practices (para 2.35). DHS data for the departments in which 
BHNP was active showed no improvements in child nutritional status between 1996- 
2000 (para 2.37). There was no evidence to indicate what changes, if any, occurred to 



women's health or nutritional status. The project was targeted to the poorest areas; no 
information was collected on health outcomes among the poor vs. non-poor women or 
children (para 2.36). 

2.42 The project's efficiency was substcmtirrl. Improved coordination with the 
government and other similar donor-funded programs could have improved efficiency 
(para 2.10); however, at the time the project was designed the system had collapsed. As 
it became evident that there was some overlap between the projects and as the capacity of 
the MOH to coordinate the projects strengthened, there was some effort to coordinate 
between them. There were several areas in which efficiency could have been improved, 
however to a large extent these were closely related to systemic and contextual factors 
which were not faced exclusively by BHNP nor could they be changed by one project 
alone. For example, there was no real transition from the few existing norms and 
protocols followed within health facilities to the new systems; instead the new model 
introduced was implemented along side the established one. Not only did this contribute 
to duplication, competing pressures from already established vertical programs, and 
additional work for health personnel, but it also created confusion over which standards 
and norms to follow. No incentive structure existed to ensure that the new procedures 
were adopted, and thus, there was an inclination to continue with what already existed. 
Furthermore, given high turnover in personnel, the same training activities often had to 
be repeated. 

2.43 Initially, implementation was slow due to inefficiency in disbursing the funds. On 
the other hand, a major accomplishment was that that the pro-ject introduced substantial 
changes over the course of implementation without exceeding total project costs 
established from the start. This is a particularly notable achievement considering that 
with the same budget, the project was transformed from a health care delivery and 
promotion project to a project which reorganized health service delivery and introduced a 
new health model into project facilities. The BHNP final report also notes that pressures 
to close the project and financial restrictions hurried the implementation of the new 
model of organization and its systems, perhaps compromising the likelihood that all of 
the systems would be institutionalized. These, however, are more reflective of the fact 
that the project was implemented over a period of considerable recovery and innovation 
of Peru's health system. The project team was highly efficient in ensuring that BHNP 
maintained its original project objectives while being flexible to ensure that the pro-ject 
remained relevant and contributed to the direction in which the health system was 
moving. In summary, the project was efficient in adapting to the changing context of 
health services in Peru over the course of the 1990s and able to introduce an influential 
health model within a fixed budget. 

2.44 The project's risk to development outcome is moderate. Since the project 
closed in 2000, the government has continued to prioritize the health of women and 
children, particularly in poor areas which is evident by the creation of the Segziro Integral 
de Scrlud (SIS, discussed in the next chapter). However, the sustainability of the health 
model introduced cannot be assured without further consolidation, and there are 
additional risks due to political factors. 



2.45 The World Bank's overall performance is rated as satisfactory. Quality at 
entry was moderately satisfactory. Although the project design was relevant to the 
context and based upon the Bank's experience with the PHC project, it did not provide 
enough detail on how project components were to be implemented. Second, although the 
project's objectives were relevant to addressing the need for basic services and promoting 
healthy behaviors, it was a vertical project that may have contributed to building tension 
and rivalry within the MOIi, and did little in terms of envisioning means to provide 
technical support or capacity building to strengthen the MOH's capacity to revive and 
reform the health sector. 

2.46 The Bank's supervision is rated as satisfactory. Initially, there were problems 
with the turnover of World Bank consultants and task leaders, yet once the resident 
mission was established in Peru, multiple informants noted that BHNP project 
implementation improved dramatically. They believed that this allowed for problems to 
be addressed quickly and more efficiently and that it allowed the World Bank team leader 
to have a better understanding of on-the-ground challenges facing the project. Again, the 
flexibility demonstrated through the project was critical to complementing the changes 
happening in the health sector. 

2.47 Borrower performance is rated as satisfactory. Goverrzmentperfornzance is 
rated as moderately satisfactory. The government accepted several donor projects and 
did little to ensure coordination between them. Initially, there was little assurance that 
these project would contribute to the government's health agenda. The PCU's 
performance is rated as satisfactory. Although there was instability within the MOH 
when the project was introduced and inexperience on the part of the PCU, as the situation 
stabilized, coordination was improved, particularly in the BHNP's final two years. The 
members of the PCU team were permanent from 1996, and it was cited by the World 
Bank as exemplary in financial management and procurenlent procedures. Although the 
loan agreement and PAD foresaw guidance from a Project Steering Committee and inter- 
project coordination commissions, these structures provided little support to the project. 

2.48 Monitoring and evaluation was modest. Design was substantial, with planned 
KAP and health surveys at baseline and end-of-pro-ject, collecting data from users and 
providers of health care, service coverage, and quality of care (para 2.6)., However, 
implementation was negligible. While a number of surveys and studies were carried out 
in the early years, the M&E system was not established until a year and a half before the 
project closed and end line health data were never collected (paras 2.19-2.20). Use of the 
data was modest; the studies conducted late in the project did produce findings that could 
be used for project assessment, though with methodological issues (para 2.24). 

3. HEALTH REFORM PROGRAM - PARSALUD 

3.1 Reducing poverty and improving Peru's human capital was at the core of the 1997 
Country Assistance Strategy. By 1999, Peru's health sector had already launched 
important new programs and laws and regulations, many contributing to improving health 
care for the poor (refer back to Box 2-1). A health sector study, Perzl: Improving Health 



Care for the Poor (World Bank 1999b), made the following recommendations: (i) 
allocate public funds with a sharper focus on the health needs of the poor; (ii) reinforce 
that focus on the poor among MOH health providers (through targeting, increased access 
for the poor to hospital services, enhanced community participation); (iii) create new 
insurance mechanisms to finance health care for the poor; (iv) improve MOH's 
information and management systems; and (v) refine human resource skill requirements 
and incentives to better serve poverty oriented programs. 

3.2 Based on this dialogue, the government, the World Bank, the IDB, and other 
donors developed a vision of the Peru health system in 201 0, including both collective 
(public health interventions with large externalities) and individual health services, 
financed from public and private sources, with public finance focused on collective 
health and subsidies for the poor (Table 3-1). This vision was the basis for the 10-year 
Health Reform Program financed in its first phase by the US$239.3 million Health 
Reform Project, to which the Bank contributed. The Bank also supported the vision and 
objective of improving health care for the poor through approval of four Programmatic 
Social Reform Loans over the period 2001 -4. 

Table 3-1: Vision of the Peruvian health system in 2010 

Individual Health 
Characteristic Collective Health Subsidized Group Contributing Group 

I entities 
Source: Adapted fi-om World Bank (1999a, p. 2) 

Population 
Coverage 

Benefit Plan 

Financing Health 
Demand 

Provision of 
Health Supply 

OBJECTIVES AND DESIGN 

Universal Poor population Population with the ability to 
pay (dependent workers and 
retirees, independent workers 
and professionals) 

Public Health Guaranteed Health Plan Social and Private Insurance 
interventions (which starts with SMI requiring individual or family 
(public well-being, and SEG) contribution. The Social 
interventions with Security Modernization Law 
high externalities) offers the basis for a 

competitive social insurance 
environment 

Public Treasury Public treasury and own Contribution of affiliates 
revenue. Possible 
evolution of a National 
Health Fund 

Responsibility of Public and private facilities, including community managed 
the State which can health services (CLAS) organized in a service network 
delegate the operating by means of contracting mechanisms (contracts or 
execution to other management agreements) 

3.3 The Health Reform Project, Phase I, Mother and Child Insurance and 
Decentralization of Health Services, henceforth PARSALUD, was to be funded by the 
government (US$64.3 million), the World Bank (US$80.0 million loan), the Inter- 
American Development Bank ($87.0 million loan) and the OPEC Fund (US$8.0 million 
grant). The financial instrument of the World Bank's contribution was a three-phase 
Adaptable Program Loan (APL). 



3.4 Objectives. According to the Project Appraisal Document (PAD), the medium 
term goals of the ten-year Health Reform Program (2000 - 2010) were to: (a) improve 
maternal and child health; and (b) help reduce morbidity and deaths of the poor from 
communicable diseases and inadequate environmental conditions. The targets set for 
201 0 were to reduce the infant mortality rate from 43 to 20 per 1000 live births and to 
reduce perinatal mortality by 50 percent. This overall goal would be achieved through 
increasing the access of the poor to, and improving the quality and efficiency of health 
systems in Peru. 

3.5 The development objective for first phase (2000-2003), the subject of this 
assessment, was to "contribute to the medium-term health goals of the Reform Program 
by increasing the access of the poor to better quality health programs and  service^."^' 
Phase I thus focused on strengthening the demand side, while improving the quality of 
the supply side of health programs and services. The strategy for achieving the Phase I 
objectives of better access and quality for the poor was to: (a) reduce the economic 
barriers to utilization of health services, primarily through the implementation of the 
maternal and child insurance program (SMI); (b) enhance the decentralization of the 
health system through: (i) increased participation of communities (through CLAS), 
municipalities, and local health entities in planning, management and monitoring health 
programs and services; and (ii) redefining the role of the MOH, including streamlining its 
mother, child and environmental health programs; and (c) adapt investment to local 
health problems, particularly to cultural aspects of health promotion, and service 
utilization, as well as to the prevalence of communicable diseases and environmental 
health problems. The project also adopted specific outcome targets, in terms of program 
coverage and increased utilization (Box 3-I), although it is notable that none of these 
indicators were to be measured specifically among the poor. 

3.6 Subsequent phases of the APL envisaged the following support: Phase I1 (FY- 
2004-2007, US$172 million financed by an IBRD loan of US$50 million) to support the 
continuation/adjustment of Phase I reforms and to address the issues of health insurance, 
health manpower, and autonomy of hospitals; and Phase I11 (FY2007-2010, US$128 
million financed by an IBRD loan of US$50 million) to consolidate the lessons from the 
previous phases and support public hospital reforms, continued strengthening of health 
care networks; unification of health insurance schemes, and chronic diseases. The APL 
intentionally began by addressing the issues that were least controversial (access, quality, 
decentralization) and launched analytic work on the potentially more complex and 

'' The PARSALUD Loan Agreement said that the objective is the "improvement of maternal and child 
health.. .in particular through the reduction of perinatal, infant, child morbidity and mortality, and the 
reduction of mortality as a result of communicable diseases and inadequate environmental conditions, 
especially among the poor." It does not mention specific objectives for Phase I 
42 The Project also had trigger indicators that needed to be satisfied to determine the readiness for launching 
phase 2 of the APL: SMI implemented nationally; at least a third of health posts and health centers 
administered by CLAS; mother and child programs and environmental health programs streamlined; 
distributional impact studies of phase I; loan fully committed and 80 percent disbursed; and satisfactory 
performance of complementary projects in the sector which have relevance to the achievement of the health 
reform development objective. Three policy actions were expected to be taken a legal Eramework for 
provision of services by ESSALUD and MOH hospitals; studies on separation of funding and service 
provision in ESSALUD; and studies on health manpower issues. 



politically controversial issues (like individual health insurance, health manpower, and 
hospital efficiency) to be tackled in the second and third phases. 

Box 3-1: PARSALUD Targets for 2003 
- 

60 percent increase in the number of pregnant women with 4 or more prenatal care visits. 
33 percent increase of births in the project area attended by skilled health personnel 
At least 3.7 million cases of acute respiratory infections (IRA) in children under age 5 treated 
At least 780,000 cases of acute diarrhea (EDA) in children under age 5 treated 
Maintain coverage of DPT3 immunization in 95 percent of the children under age 1 
44 percent increase in municipalities with DPT3 coverage for children under age 1 
At least 80 percent of yellow fever cases treated 
At least 17 million beneficiaries receive care in the primary facilities of MOH annually 
At least 80 percent of the regional health boards (DISAs) are implementing regional and local health plans 
that respond to communicable diseases and environmental health problems prevalent in their localities 

3.7 Components. The first phase included four components (Box 3-2). Nearly two- 
thirds of prqject costs were for strengthening demand by extending SMI coverage. 

Box 3-2: Original Component and Activities 

3 .8  The Bank's finance for the APL's first phase was to concentrate on 10 geographic 
areas in 10 departments (Puno, Apurimac, Cajamarca, Cuzco, Lambayeque, Piura, 
Tumbes, La Libertad, Madre de Dios, Lima Norte and Lima Sur). The IDB was to 
provide similar support in 17 other departments. Technical assistance for policy and 
institutional development was to be national in scope and benefit the national level, 
municipalities, local health departments, and comn~unities participating in the CLAS 

Componenta 
Strengthen health demand 
($149 million, 
62 percent of total estimated 
cost) 

Strengthen decentralization, 
policy development and 
institutional modernization 
($22.8 million, 9 percent of 
estimated cost) 

Improve the quality of 
health programs and 
services 
($49 million, 20 percent of 
estimated cost) 

Project coordination 
($8 million, 3 percent of 
estimated cost) 
a. There was an additional loan fee 

expansion. 

Activities 
Implement SMI to benefit low-income mothers and children especially from the 
poorest rural areas of Peru. Finance: (a) the reimbursements for services 
provided by eligible health facilities under the SMI in the prqject areas; (b) SMI 
administration at the central level (MOH) and the local level DISAs; and (c) 
monitoring and evaluation of SMI implementation activities. 
Provide technical assistance for decentralization: (a) CLAS expansion and 
empowerment of communities; (b) Strengthening capacities of municipalities 
and DISAs; (c) Reorientation of the role of MOH and publiciprivate health 
providers: including: streamlining of environmental health programs; 
development of studies, workshops and action plans related to second generation 
reforms. id) Monitoring and evaluation. 
Finance investment subprojects addressing the health priorities of the regional 
departments, such as investment and technical assistance for integrated health 
interventions to support the SMI; health education; improving quality of existing 
water and sanitation services; conitnunity water provision in areas where there 
are no other sources of financing; area requirement for diagnostic and testing of 
vector borne diseases of malaria, yellow fever, dengue, HIVIAIDS, hepatitis and 
tuberculosis. 
Finance a Project Coordination Unit (PCU) to coordinate project 
implementation. 

of $10.5 million that represented 4.4 percent of the cost. $9.7 million of this amount 
was interest payment for IDB loan. Amounts are in US dollars. 



3.9 Implementation arrangements. Addressing a government request, the pro-ject 
was jointly prepared as a combined operation with the IDB. There was agreement on a 
common development objective focused on maternal and child mortality and a single 
Project Coordination Unit (PCU) within the MOH for both operations. The project 
established a special unit to coordinate and supervise the SMI Program implementation, 
with a central office in Lima and a network of field offices for payment and audit through 
the territory. The project also proposed and established a task force for the 
implementation of the streamlining of the MOH's mother and child programs. The 
DISAs in the regions were responsible for the preparation and implementation of health 
investment subprojects. 

3.10 Monitoring and evaluation. The monitoring and evaluation of health 
interventions was to be based on administrative data from MOH (strengthened by the 
project) and annual coverage surveys also to be supported by the project (National 
Household Survey, ENAHO)." The evaluation of the impact of health outcomes was to 
be based on the Demographic and Health Survey (DHS): A 2000 survey was going to 
provide a baseline and a second one in 2003 was going to measure progress in health 
conditions, including infant and maternal mortality."4 The PC17 was responsible for 
developing the project M&E component to measure its intermediate and final outcomes, 
including the impact of sub-projects, for which a baseline and control were to be 
established during the first year (World Bank 1999a, p. 49). 

3.11 The project was approved by the Board on December 16,1999 but not signed 
by the GOP until sixteen months later on April 3,2001. A large share of the World 
Bank's and IDB's contribution was supposed to finance the SMI reimbursements. 
Between Board approval and signing, the government of President Fujimori collapsed 
and there was an interim government in charge. The new government thought that there 
were constitutional limitations to funding current expenditures with debt sources. The 
GOP decided to finance with its own funds the reimbursements for utilization of maternal 
and child health services under the SMI. The Ministry of Economy and Finance (MEF) 
did not want to increase significantly the credit quota for the health sector for fiscal 
reasons45 and because of concern about the capacity of the health sector to spend that 
amount of resources. Thus, the government reduced the amount of the World Bank 
loan from US$80 million to US27 million, and the IDB loan from $87 million to $28 
million, deciding to fully support the SMI with GOP funds. The total cost of the 
project was unchanged. however, and it became effective on July 2,2001. 

3.12 During PARSALUD's first three years, loan disbursements were slower than 
originally planned: The first disbursement (US$1 million) took place on January 2002, 
about 25 months after project approval and six months after effectiveness (Annex C, 

43 The Enczresta Nucronal de Hogares, to implemented by the National Statistics Institute (INEI) 
44 DFlD was going to support a participatory monitoring and evaluation approach, but in the end it was not 
involved. 
45 An agreement with the IMF restricted the amount of allowable external debt. 



Table ~ - 6 ) ~ ~ b e t w e e n  September 1999 and March 2002 very few project activities were 
implemented. Disbursements in 2002 and 2003 were also slow. 

3.13 The slow project launch was due to political and administrative factors. In 
addition to the resignation of President Fujimori in 2000 and the transition government in 
office until July 2001, there were frequent leadership changes in the MOH" and 
turnovers in technical positions. The PCU that implemented BHNP and designed 
PARSALUD was dismantled. In 200 1,  several organizations protested against what they 
thought was forced sterilization in Andean communities during the Fujimori government. 
This issue - not health reform -- became the focus of much of the health debate during 
the early days of President Toledo. Beyond these political impediments, the 
implementation of a new Budgetary System (Sistenzn Nacional cJe Inversion Pi.eszlpzres/a, 
SNIP) delayed the approval of civil works and acquisition of project goods. Counterpart 
resources were not released in a timely manner because of budgetary restrictions during 
the project's first years.4s 

3.14 Government absorbed the SMI into an Integrated Health Insurance plan, 
implementing it ahead of schedule and nationwide. Shortly after the project became 
effective, the transition administration decided to combine the Free School Insurance 
(Segz~ro Escolar Gratuito, SEG, administered by its own management team) and the SMI 
(managed by PARSALUD). In 2002, the new Toledo government launched the 
Integrated Health Insurance (SIS), managed by an autonomous agency independent from 
PARSALUD.'~ SIS is a state-funded insurance scheme that pays for some services to 
some of the poor; its ultimate objective is to become means-tested universal health 
insurance. Following these changes and the cancellation of loan resources to fund the 
insurance scheme, the influence of the project management on the implementation of SIS 
was reduced. However, the Bank had already played an important role in helping to 
launch the program by supporting the GOP on the design and implementation of a 
demand subsidy as the basis for an insurance system, and PARSALUD continued to 
support the insurance component through technical assistance and incentives to target the 
program on mothers and children and the poor. 

3.15 The proposal for comprehensive health reform lost relevance for the new 
administration. There was some resistance both from ESSALUD to changing the status 
quo and from health workers, who opposed the labor conditions, particularly in the CLAS 
model. The Toledo government was not willing to suppoi-t the reforms given the 
political costs; other priorities such as corruption, transparency and accountability took 
front stage. The new administration distrusted the former government's initiatives, 
including PARSALUD. 

3.16 Decentralization also followed a slower path than was planned. In 2002 
critical laws were enacted to create regional governments, strengthen local capacity and 

J h  In March 2002 a reimbursement of US$] .07 million was made by the Bank against retroactive financing 
for eligible expenditures incurred afier the November 1999 appraisal mission. 
1 7  There were six Ministers and eight vice-ministers during the project period. 
18 This was also MEF's decision as a result of the project's low implementation during the first years. 
49 Law 27657,2004 



ensure fiscal responsibility, and in 2004 the MOH elaborated a proposal to transfer 
responsibilities to regional governments. Nevertheless, decentralization of health service 
delivery was slow because the delegation of functions to the local levels was unclear and 
the central government slowed down the transfer of responsibilities and resources 
because it had better management and control systems in place.50 

3.17 The mid-term review resulted in scaling back the scope of the project and 
focusing on health services to reduce maternal and perinatal mortality. By the time 
of the original closing date in December 2003, only one third of the loan had been 
disbursed. In November 2003, following the mid-term review, the project components 
and logical framework were redefined and focused on interventions to reduce three main 
sources of maternal and perinatal mortality, based on strategies recommended by  WHO:^' 
universal use of oxytocin to deal with the problem of hemorrhage; use of magnesium 
sulfate to deal with eclampsia-preclampsia emergencies; and increasing the number of 
hospitals and health centers able to perform surgical procedures, to reduce the toll of 
obstetric emergencies requiring cesarean intervention.j2 The interventions were targeted 
within the eight regions with the highest incidence of maternal and neonatal mortality. 
The three original substantive components were re-configured into two: (1) Strengthening 
health demand; and (2) Supply interventions (Table 3-2). Procurement was centralized in 
the PCU. The investment component based on demand from the regions was dropped 
because it was difficult to implement. It was changed to support a system of investment 
planning controlled by PARSALUD at the central level and based on technical criteria 
developed by WHO to support a model of referral systems. For the supply interventions 
component, the project area was reduced from ten to three departments: Apurimac, Cuzco 
and puno.j3 

3.18 Changes in labor contracts reduced the management autonomy of CLASS. In 
December 2004, after successful efforts by health union workers, physicians contracted 
by CLAS became civil servants. Their hours of work per day and days per month were 
reduced without a salary adjustment and, even more important, CLAS lost some of the 
autonomy to manage them. Further pressure came from other CLAS health professionals 
asked for the same benefits. The change in the job status of physicians has been a major 
limitation for the expansion of the CLAS model." 

50 The current govemrnent of President Alan Garcia has given a renewed emphasis to the decentralization 
process and by 2007 the transfer was occurring at a faster pace. 
5 1 Since 1996, USAID, through Project 2000, had launched actions to increase institutional deliveries and 
therefore improve maternal health. 
52 The new indicators were the percentage of attended deliveries that received oxytocin in the project area, 
percentage of deliveries financed by SIS in the first two quintiles of population in the Project area, number 
of health facilities refurbished to comply with Essential Obstetric Function (EOF), Basic Obstetric Function 
(BOF) and basic maternal and child services capacity and percentage of references with respect to the 
number of attentions. 
5 3  They included four DISAs: Apurimac 1, Apurimac 2, Cuzco and Puno. 

Peru has a very complex labor regime for health workers. Any given health facility may have workers 
subject to entirely different labor regimes with different remuneration, protections and benefits. The 
government attempted to increase coverage by providing short-term contracts with no benefits to some 
workers, and CLAS was a case where this model was introduced. This situation provided labor flexibility 



Table 3-2: Revised Components and Activities 

million. 64 percent of 
actual cost) 
Supply interventions 
(US$71.8 million, 3 1 
percent of actual 
costlb 

Component 
Strengthen health 
demand (US$149 

Project coordination 
( US$8 million, 3.5 

Activities 
Improve SIS targeting on the two poorest 

Include an intercultural strategy to reduce linguistic and cultural barriers 
among pregnant women belonging to ethnic groups. 
Equip 79 health facilitiesc and implement a system for case referrals that 
included provision of ambulance vehicle units and radio equipment so that 
lower facilities that lack the capacity to handle obstetric emergencies could 
refer complicated cases to an adequate higher facility. Specialized training for 
handling obstetric and neonatal emergencies was provided. Improvements in 
the infrastructure of health facilities through investments to build new rooms or 
refurbish existing ones were also included. 
Finance a PCU to coord~nate project implementation 

1 percent of actual cost) I 
Notes: a. The original reimbursement component for SIS was cancelled as requested by the Government. - 
b. Components B and C were consolidated, c. 54 ofthem were facilities with basic obstetric and neo-natal 
equipment (BONF) and 20 were facilities with - essential obstetric and neo-natal equipment (ENOF) 

3.19 The bulk of project implementation occurred during the last two years, 
after the scope was narrowed following the mid-term review. Following the 2004-5 
action plan prepared after the mid-term review, annual disbursements grew to about 
US$8.4 million. Refocusing the project more narrowly around only maternal and 
perinatal health care meant reducing the original thematic scope of the program, leaving 
out child morbidity and mortality, communicable diseases and inadequate environmental 
conditions. The focus on maternal mortality prioritized institutional delivery and did not 
include family planning interventions or other actions such as birth spacing or reducing 
pregnancy rates among adolescents. The pro-ject closed on June 30,2006, two and a half 
years after the original closing date, with the US$27 million IBRD loan fully disbursed." 
The actual project cost was US$23 1.8 million, 97 percent of the original estimate at 
appraisal (Annex C Table C-7). The GOP funded almost three times the appraisal 
estimate and the OPEC Fund did not provide financing as originally planned.56 

3.20 While the emphasis of PARSALUD I on health reform diminished during the 
course of project implementation, the Bank continued to support health reform with 
complementary actions through a series of four Programmatic Social Reform Loans 
(PSRLs) implemented in 2001-5 (Box 3-3). 

and CLAS control over personnel. However, this situation also produced inequity among health care 
workers and high turnover rates, especially in rural areas. 
55  This amounted to a third (34 percent) of the original appraisal estimate of the Bank's planned 
contribution of $80 million. 
5 6 In 2006, the Belgian Cooperation approved a $6 million Euro grant to support SIS in the Ayacucho, 
Apurimac and Cajamarca departments. 



Box 3-3: Four Programmatic Social Reform Loans complemented investment lending to 
support health reform objectives 

The objectives of the Progrurtzmutic Social Refornz Loans I-IV (US$450 million, 2001 -2005) were to 
improve the antipoverty focus of public expenditure, increase the access of the poor to quality health and 
education services, and enhance the transparency of social programs, while empowering beneficiaries in 
their design and implementation. They supported health reform among other objectives, including trying to 
promote the reform of ESSALUD. The following targets were met: 

Expansion of SlS and CLAS 
A greater emphasis by SIS on the maternal and child package, targeting the poorest 40 percent. with 
care offered through primary health posts and centers 
Unification of the MOH mother and child programs 
Laws approving a benefit plan, enacting a system under which reimbursements can be made directly to 
health providers. 
Approved an action plan for ESSALUD, though only partially implemented. 
Set targets for use of professional medical care in delivery and to direct ST1 finances toward health 
posts and health centers 
Annual management agreements between the MOH and Regional Health Departments 

However, there was no progress on a proposed package of nutrition interventions to be delivered through 
rural public health facilities and less progress on rationalizing health expenditure and hospital capacity 
(PSRL 11). Efforts to reform ESSALUD and iniprove collaboration with the MOH continued to be 
fi-ustrated by political and bureaucratic resistance and managerial instability in ESSALUD. 

3.21 Implementation of monitoring and evaluation. M&E was absent during the 
first years of project implementation, but by 2004 it was put in place for the last 18 
months of the project. The system was focused on the maternal mortality interventions. 
Administrative records from both the program and the SIS provided rich data sets for the 
monitoring of the intervention. The project was important in having ENAHO include in 
its annual survey information on maternal and perinatal health and in having the ENDES 
implemented on an annual basis instead of every five years." Other elements that were 
initially designed were not implemented such as the DFID qualitative evaluation; a 
baseline survey in 2000 followed by a second one in 2003, the inclusion of instrunlents 
for M&E that included the distributional effects of health programs and services and the 
integration of MOH's monitoring systems. 

3.22 Use of the data. The monitoring system implemented by PARSALUD (cubos) 
was reported to have been used widely and allowed for analysis of health indicators at the 
central, regional and local level. The availability of this information was mentioned as a 
stimulus to focus on results, analyze the data, and led to enhanced accountability. 
However, it was in place only at the end of the project and it has not been appropriated at 
the central level. There is a need to continue to strengthen monitoring systems at all 
levels and to ensure that the collection and utilization of data in decision-making is 
institutionalized. The system focused on outputs related to the maternal interventions and 
it did not expand to other project conlponents such as intercultural interventions. 

57 USAID provided important financial support for the ENDES 



ACHIEVEMENT OF OBJECTIVES 

3.23 The over-arching objective of PARSALUD was to improve maternal and child 
health, especially among the poor, through the reduction of perinatal, infant. and child 
mortality and the reduction of mortality from communicable diseases and inadequate 
environmental conditions. The objective for the first phase was to improve access of the 
poor to better quality services. This was to be achieved by: reducing the economic 
barriers to utilization of health services; decentralizing the health system and 
strengthening the MOH; and adapting investments to cultural aspects of health promotion 
and service utilization. The achievement of the first-phase objective as well as progress 
toward the over-arching objective will be assessed. 

Improve access of the poor to better quality health programs and services (first 
phase objective) 

outputs 

3.24 Expansion of SIS. The SIS was implemented in 2002, ahead of the planned date 
of 2003. and its coverage was expanded from five DISAs to the entire country.'8 By 
2005, SIS reached about 11 million people (41 percent of the Peruvian population) in five 
plans (Table 3-3). It made efforts to prioritize funds on Plans A and C, as they cover 
maternal and child health services. In 2005, these two plans reached over 4 million 
people and financed 1.2 million deliveries. Seventy percent of SIS transfers were 
directed towards them (Table 3-4, line 3). Coverage of SIS with respect to pregilant 
women and children under five increased significantly and surpassed the PAD targets 
(Table 3-5). 

Table 3-3: SIS Consultations, Enrollment, and Expenditures, 2002-2005 

Plan C: Plan D: 
Pregnant & Adult Plan E: 

Utilization and Plan A: Plan B: postpartum emer- Special Social 
expenditures Age 0-4 Age 5-17 women gencies groupsa casesb Total 

Utifization 
Consultations (000) 28,462 18,4 17 14,056 199 620 6 1,758 
Enrollment (000) 3,444 6,703 649 23 1 1 1,027 
Espertrfitures 
Transfersc (000 321,953 239,872 307,157 22,509 10,010 3,693 904,944 
Soles) 
Source. SIS 2006, p. 102. 
Notes: a. Special groups defined by law, such as food kitchens, vase c/e lethe (glass of milk) 
organizations, and others. b. Transfers for poor patients over 17 who do not belong to any priority group, 
but had to be treated. c. In addition, 59.5 million soles was spent on administration. 

58 SIS was part of the prqject that was funded with treasury funds by the GOP. 



Table 3-4: SMI/SIS beneficiary population (thousands) 

Appraisal Estimates (SMI) Actual Estimates (SIS) 
Pregnant Children Pregnant Children 

Year women under 5 women under 5 
2000 148 445 
2001 28 1 760 
2002 446 1,140 545 2,014 
2003 503 1,250 726 2,496 
2004 656 3,069 
2005 649 3,444 

Soztrce: ICR, based on PAD targets (related to SMI) and the SIS data base. 

3.25 Intercultural strategies. During the last two years of the program, there was an 
effort to develop an intercultural strategy leading to ensure better quality of care for 
indigenous, mostly non-Spanish speaking beneficiaries. Access was promoted by 
introducing programs to remove linguistic and cultural barriers. Two regional 
universities (San Antonio Abad in Cuzco and Huamanga in Ayacucho) trained staff of all 
the 74 health facilities in the project area on intercultural issues, including an awareness 
training program and Quechua language courses. The program included the production of 
tapes and manuals to support a distance learning program. However, the brief 
intercultural training modules were insufficient in both their coverage and their content. 
Among other aspects, curricula in medical and other health professional schools need to 
incorporate concepts of interculturality and cultural competence (Physicians for Human 
Rights, 2006). The experience gained in PARSALUD I informed the design of 
PARSALUD 11, which now has a larger component in this area. 

3.26 Expansion of CLAS. By the end of the project, one third of primary care clinics 
were administered by CLAS. Evaluations show that the quality of services in those 
centers is better as a result of greater productivity per employee, longer hours of 
operation, higher levels of patient satisfaction, and increased community participation 
(Altobelli 1998 and 2004; Cortez 1998). However, expansion targets were eventually 
met as a result of the PSRL policy matrix, not PARSALUD. CLAS received little 
consideration from the project, particularly after the strategy was changed in November 
2003. Neither the MOH nor the project director gave clear support to the model. As a 
result, CLAS health centers were not particularly targeted as investment priorities for the 
supply component of the project. The proposed activities of strengthening CLAS 
management and community capabilities to participate were not implemented. 

3.27 Quality of health care. The project financed a number of improvements in the 
quality of health care, particularly for mothers and children. 

The project funded 188 civil works, including construction of 17 complete maternal 
or perinatal facilities, 40 new health facility rooms and the rehabilitation of 27 
existing facilities. Maintenance. however, was a problem reported both by the ICR 
and encountered during field visits. The responsibility for and the allocation of 
resources to maintain both infrastructure and equipment are not clear. Rehabilitation 



or construction of "Casas de ~ s ~ e r a " ' ~  (waiting homes) and equipment to support 
practices of vertical birth were also financed (Annex Table C-9). 

Seventy-four facilities received basic and essential eyuipnzent for childbirth, maternal 
and perinatal emergencies, laboratory and pre-natal and post-natal visits for pregnant 
women and their children. Technical assistance was provided at the regional and 
local levels through the establishment of local health management teams, who played 
an important role analyzing M&E information, agreeing with local and regional 
stakeholders on the activities to be carried out, providing technical assistance, and 
monitoring activities. 

The staff assigned to the Project area health facilities, received tmitzitzg related to 
medical protocols regulating the Basic and Essential Obstetric Functions, including: 
(i) short courses or seminars on topics associated with maternal and newborn health 
care, typically conducted at the regional level; and (ii) internships that spanned 
several weeks to three months in hospitals specializing in maternal care, often in 
Lima. The first type of training included staff from both intervention and non- 
intervention facilities. The internships, however, were more selective and 79 percent 
of those realizing internships were from intervention facilities. Almost 90 percent of 
the staff of the 20 facilities with Essential Obstetric Functions and of the 59 facilities 
with Basic Obstetric Functions received an average of 13 training sessions per 
facility. 

The project supported the issuance of regulations on maternal and perinatal protocols, 
technical assistance for the strengthening of the MOH Management Information 
System (MIS) for the Handling of Medical Supplies to ensure a three-month supply 
of basic and essential obstetric functions, and for the MOH Epidemiology 
Information System. By the end of 2004, the MIS was in operation and was an 
important instrument for monitoring and decision-making, particularly at the local 
level. 

Outcomes 

3.28 The access of the poor to health care expanded through the extension of SIS. 
In 2005 over 60 percent of SIS enrollees belon ed to the lowest two quintiles of the 
population (the bottom 40 percent, SIS, p.43).6' Between 2002 and 2006, the share of 
institutional deliveries financed by SIS increased nationwide from 38 to 65 percent and in 
the project area from 19 to 60 percent. The share of deliveries financed by SIS in the two 
poorest quintiles in the project area rose from 44 to 56 percent. The share of newborn 
children covered by SIS weighed within the first 24 hours of birth rose from 73 to 83 
percent nationwide and in the project area from 64 to 74 percent. However, they still fell 
short of the (nationwide and project area) target of 95 percent (World Bank 2007). The 

59 The "Casa de Espera" is a model developed by UNICEF. In Andean regions, these houses are provided 
for rural pregnant women, their families, and even their animals, close to the health post or health center, 
shortly before delivery. 
60 In contrast, 80 percent of ESSALUD affiliates belonged to the two highest quintiles and 90 percent of 
affiliates to private insurance belong to the fifth quintile (Alvarado 2007). 



percent of children under five who received treatment for acute respiratory infections 
(ARIs) increased overall from 58 to 71 percent from 2000-2004; it increased in both 
urban and rural areas, but the rate of increase in rural areas was greater and by 2004 the 
urbanlrural disparity had virtually disappeared (Figure 3- 1 a) The percent of children 
treated for diarrhea increased from 39 to 48 percent from 2000-2004, and by 2004 rural 
children were more likely to get treatment than urban children (Figure 3-lb). 

3.29 Access to institutional deliveries among ethnic minorities also improved 
(Figure 3-2)' but this was observed before PARSALUD's main investments in 
intercultural interventions and likely reflects other measures that targeted the 
poor." Within the project area, the percentage of institutional deliveries of all women 
rose and for women in the first quintiles it rose from 44 to 56 percent (World Bank 2007). 
A recent evaluation found that PARSALUD developed a- provider training model that 
played a major role in improved access to institutional births (Box 3-4). The gap between 
the poor and non-poor, rural and urban women in terms of the percent of deliveries 
attended by a skilled health professional was reduced but remains large nationally 
(Figure 3-3). Unfortunately, the monitoring and evaluation of the project was not 
designed to assess the extent to which the poor or disadvantaged were disproportionately 
reached within the project areas, relative to the baseline, or to assess the extent to which 
the results in the targeted project areas with quality and infrastructure improvements 
differed from other similar areas that also benefited from SIS alone but not these other 
improvements. 

61 Although these achievements are important, there is not a comprehensive strategy to assess and improve 
upon traditional birth practices. 



Figure 3-1: Percent of children under 5 seeking treatment of ARI and diarrhea 
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So~rrce: SIS 2006. p. 106. 



Figure 3-2: Institutional Delivery According; to Mother Tongue 1999-2000 and 2004-2005 

I Spanish Quechua Aymara I 
I Source: PARSALUD final reDort based on DHS 2000 I DHS 2004-2005 

Figure 3-3: Increase in the percent of deliveries attended by a skilled health professional, by 
wealth quintile and area of residence 

Lowest quintile Highest quintile Rural Urban National 

Source DHS 2000 and 2004-6, as reported in Annex Table D-2. 



Box 3-4: Impact of PARSALUD on institutional births 
Preliminary results from a recent evaluation (Jaramillo, 2007) suggest that PARSALUD's training program 
had significant impact on the number of institutional births and the nature of the services provided to the 
mothers. The study's three main findings are: 

I 1. Training provided by PARSALUD had a positive and significant impact on the number of deliveries 
performed in institutions, the number of cesarean interventions, and the number of deliveries attended 
using oxytocin. The size of the effects are important, amounting to an additional 20 percent in 
comparison to the no intervention counterfactual in the case cesarean interventions and to 29 percent in 
the case of deliveries using oxytocin; 

2. Results regarding infrastructure investments are ambiguous. I t  is possible that infrastructure 
investments did not significantly affect the capability of facilities to perform deliveries across the 
board. However, it could be the case that the resolution capacity of the facility was improved as a 
consequence of these investments; and 

3. Different types of training had different effects: training in perinatal technology tends to have positive 
effects on all outcome variables, but that on obstetric emergencies tends to be negative, though often 
statistically insignificant. In the case of specialized or laboratory training results are not consistent. As 
far as the type of participants, training MD doctors tends to have positive results while training 
technicians tends to have negative results. Results for nurses are ambiguous. 

An issue that will require further exploration is the lasting effect of PARSALUD training on these rural 
facilities where there is a high turnover in medical personnel. 

1 Source: Jaramillo 2007 1 
3.30 However, while access of the poor to insurance has improved, overall 
coverage of the poor is still low - only about a third of the extreme poor and a 
quarter of other poor people are enrolled in SIS (Figure 3-4). SIS suffers from a 
number of problems, including failure to cover all the costs of treatment," inefficient 
management," and lack of overall funding: in 2006. the SIS budget was only 7 percent of 
MOH's budget (SIS 2006). Although SIS has improved targeting, particularly after 2003 
when it emphasized enrollment of the two lowest quintiles and covering maternal and 
child health interventions, there is still room for improvement. The highest quintiles still 
use more of the resources, probably as a result of higher user rates and access to higher 
cost interventions (Alvarado, 2007). Geographical and linguistic barriers also explain the 
lower use by women who belonged to the poorest groups of the population, particularly 
in Andean communities (Parodi 2005). 

Improve maternal and child health, especially among the poor (overarching 
objective) 

3.3 1 While the original strategy for improving maternal and child health was through 
the reduction of perinatal, infant, and child mortality and of mortality from 
communicable diseases and inadequate environmental conditions, the project as 
implemented focused more on reducing the sources of maternal and perinatal mortality, 

" From the field trip visits, two of the main issues cited by respondents as iniportant barriers were the fact 
that SIS does not cover food or transport, which is a major econornic barrier in Andean commun~ties. 
63 There are still problems with the delays in reimbursements. The number of days between the submission 
request to SIS and the reimbursement to the health facility has improved from 180 days in 2002 to 91 days 
in 2006. However it is still short of the target of a maximum 25 days. There are delays at two stages: (i) the 
time it takes for SIS to deposit funds to DISA, and (ii) the time it takes the DlSAs to send the funds to the 
health facility. The second delay seems to be more substantial. 



in accordance wit11 the restructuring of the components and activities at the mid-term 
review. 

Figure 3-4: Percent of the poor and non-poor with access to insurance, 2004 
I I 

0fli5iit CJD r~ 51s o 011111 • C J I ~ I ~ I ~ L I C V ~ ~  I 

Soz~rce: INEI 

3.32 Nationwide infant mortality fell from 43 deaths per 1000 live births in 2 000 to 22 
per thousand in June 2006, surpassing the 2003 target of 29.2 per thousand. Both infant 
and under-five mortality fell by more in absolute and relative terms in rural than in urban 
areas (Figure 3-5) .  Moreover, infant mortality in the project area fell from 48 in 2000 to 
28.3 in 2006, surpassing the 2003 target of 34.4 (World Bank. 2007, p.42). 
Unfortunately, it is difficult to track trends in maternal mortality for this period with any 
precision, as it remains a relatively rare event and the confidence intervals around any 
survey estimate are very large. 

3.33 It is important to point out that while PARSALUD may have contributed to these 
improvements in health outcomes, better education, water and sanitation, i n ~ o m e , ~ "  
infrastructure and environmental changes can play a major role in reducing infant 
mortality. The investments of the GOP, projects implemented by other donors and 
international organizations, PSRLs and policy dialogue, in addition to the outputs of the 
project could contribute to the improvements. As shown in the previous section, the gap 
in access to services and insurance between the poor and non-poor, rural and urban, was 
reduced, but nevertheless remains substantial. Unfortunately, the project did not include 
an impact evaluation. Nor did it include any collection of data that would allow tracking 
of health outcomes among the poor in relation to the nonpoor, even though that was an 
integral part of the objective of the project. 

64 Note, however, that improvements in water supply and income would be expected to reduce malnutrition, 
but it was unchanged over the project period (see Annex D, Table D-I). 



Figure 3-5: Infant and Child Mortality declined by more in rural areas, which are poorer 
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Sottrce: DHS surveys, 2000 and 2004-6, as reported in Annex D, Table D-1. 

3.34 The project's overall outcome rating is "satisfactory" based on high relevance, 
substantial efficiency and substantial efficacy (Table 3-5). It is important to note that 
although PARSALUD by name was a "Health Refonn" project, both the first phase and 
over-arching objectives of the APL were to improve access, quality, and health outcomes 
among the poor. These are the objectives against which PARSALUD is assessed, even 
though many of the health system reform elements (e.g., reform of ESSALUD) were 
ultimately postponed or only partially implemented. The restructuring of the project 
activities u7ere oriented toward achieving the objectives. 

Table 3-5: PARSALUD ratings, by objective 

Relevance of 
objectives and 

Objective design Efficacy Efficiency Outconle 
1 .  Increase the access of the poor to 
better quality health programs and 
services (Phase I objective) 
2. Improvement of maternal and 
child health and reduction of 
mortality due to communicable 
diseases and inadequate 
environmental conditions, especially 
among the poor 
(Over-arching APL objective) 
Overall outcome rating Satisfactory 

High 

Substantial 

Substantial 
Substantial 

Satisfactory 

Satisfactory 



3.35 Overall relevance of objectives and design is rated ttiglz. The relevance of the 
project's objectives remains ltiglz in 2009. The objective of improving maternal and 
child health, especially among the poor, by reducing the economic barriers through the 
utilization of health services primarily through SIS and the decentralization efforts, are a 
priority of the current national health plan (Plan Nacional Concertado de Sulzld); they are 
included in the 2006 Country Partnership Strategy and remain a topic of the policy 
dialogue promoted by the Bank in Peru. The targets are also consistent with the 
Millennium Development Goals for the country. The relevance of the design is 
substantial. The project was focused toward the poor and addressed both demand and 
supply constraints. The consolidation and expansion of SIS in the poorest areas is a 
current government priority; decentralization is on top of the agenda and the need to 
further develop an intercultural strategy is critical to improve access for Andean 
communities. However, the overall APL as well as the first phase was overly ambitious 
given the political uncertainty and the interests of different stakeholders. 

3.36 The overall efficacy of the project is substantial. There was substantial increase 
in access to services, primarily as a result of wider adoption of SIS, which reduced the 
economic barriers to utilization of health services (para 3.26). Although there are 
problems and overall coverage of the poor is still low (para 3.28). the achievements were 
impressive. The qziality of services also improved in project areas due to project outputs 
(para 3.25). Improved access and quality were promoted by a lesser extent by enhancing 
the decentralization of health systems and adapting investment to local health problems. 
Although there is not enough evidence regarding the impact on the poor, it seems that the 
gap between the poor and non-poor has narrowed, even if it is still great (para 3.27). The 
project had a substantial impact on the overall objective of improving maternal and child 
health within the project area (para 3.30). 

3.37 The project's efficiency is substmtial. The project targeted the poorest regions 
and those with major maternal and infant mortality problems. Gains in efficiency were 
achieved through improved targeting, increased coverage of the SIS (mothers and 
children in poorest income quintiles), improvements in institutional birth coverage that 
positively affected infant mortality rates and low fiscal impact. The project incited 
greater demand for and utilization of services (generated by SIS) and achieved higher 
levels of productivity in previously underutilized facilities. While the project financed 
public facilities in eight regions, human resources did not expand significantly. SIS 
contributed to improvements in the targeting of public health expenditure, although as 
noted more than half of the poor still had no access to SIS and a rather large share of 
resources was being spent on the non-poor. However, SIS has made some progress on 
improving the distribution of expenditures among MOH facilities, helping to increase 
resources directed to the provision of essential health services for women and children 
covered by Plans A and C. A benefit analysis of all the large social programs in Peru 
(carried out by RECURSO) found SIS to be the most efficiently targeted program in 
health. There was also substantial progress in redefining the role of MOH in several 
areas that improved efficiency, including: (i) the integration of vertical programs by 
restructuring primary health care into age-based groups; (ii) the ongoing establishment of 
the Integrated Health Model; and (iii) budgetary integration of health programs and the 
maternal and child health interventions at the facility level. However, this was not the 
case for other vertical programs such as vaccination, malaria or tuberculosis. Monitoring 



systems were not integrated. The joint PCU between IDB and the World Bank improved 
implementation efficiency. Although the project had a slow start, the measures taken in 
2003 to focus the project on maternal and perinatal morbidity and mortality improved 
efficiency. Regarding the fiscal impact of the prqject, it represented only about 0.2% of 
public expenditure during the period and 4.8 percent of SIS Plans A  and^ (World Bank, 
2007). 

3.38 The risk to development outcome is moderate. SIS implementation is a 
mainstream health program in Peru and a consolidated reform, but it still has problems of 
administration, targeting and efficiency, and is still a demand subsidy. Decentralization is 
also a mainstream policy in Peru, however the CLAS as a model of accountability. 
participation and decentralization faces considerable risks. Those risks are explained by 
changes in human resources policies but also because it needs to be redefined as part of 
the decentralization policies. Cultural relevance continues to be a priority in Peru, 
although it will need more support from the GOP and all the institutions working on 
health issues if a meaningful change is to be achieved among the Andean communities 
that have been excluded. The fiscal impact of the project is also low, there was no 
significant expansion in human resources and funds for maintaining infrastructure and 
equipment do not seem significant. After a gap of more than 30 months, PARSALUD I1 
was approved by the Bank's Board in February 2009. PARSALUD I1 will continue the 
focus 011 the health of poor women and children. However, many of the ambitious, 
system-wide reforms have been dropped and a strategy of more incremental reform has 
been adopted (Box 3-5). 

Box 3-5: PARSALUD I1 (Second Phase) 
After a gap of more than 2% years, the second phase of the PARSALUD APL was approved by the Bank's 
Board in  February 2009 -- US$15 million in support of a US$162.4 million project, &-financed with 
US$15 million from the IDB. Originally conceived as a three-phase program, it is now reduced to two 
phases, with this second phase (2009-201 5) pursuing the time frame of the original third phase. The 
overarching objectives of the PARSALUD I1 remain the same t o  improve ~naternal and child health, and 
to help reduce morbidity and death of the poor due to communicable diseases and inadequate 
elivironmental conditions (World Bank 2009, p. 9). According to the appraisal document, one of the 
lessons of PARSALUD I was the need to prioritize. The original APL planned to undertake ambitious 
system-wide reforms in the second and third phases, but coverage of health services for the poor is still an 
issue and there have been legal and administrative developments (or ambiguities) concerning ESSALUD 
and MINSA hospitals. Instead, the project has focused on a more narrowly defined number of 
"incremental reform elements" (Ibid, p. 11). The objectives of the second phase are to: 

1 .  Improve family health care practices for women (during pregnancy, delivery, and breastfeeding) and 
children under three 
2. Strengthen health services networks with capacity to solve obstetric, neonatal and infant emergencies, 
and provide comprehensive health services to women (during pregnancy, delivery and breast-feeding) and 
children under three 
3. Support MINSA's governance functions of regulation, quality, efficiency, and equity for improving the 
new health delivery model of maternal and child health care in a decentralized environment. 

Among the targets of PARSALUD I1 are an increase in the share of antenatal care and institutional 
deliveries in rural areas of poor regions, a reduction in anemia among pregnant women and children under 
three and of neonatal mortality in those regions, and to increase the share of children exclusively breastfed. 

The project will include PARSALUD 1's 7 regions (Amazonas, Huanuco, Huancavelica, Ayacucho, 
Apurimac, Cusco, Puno), plus 2 with high infant and maternal mortality rates - Cajamarca and Ucayali. 



3.39 The Bank's overall performance is rated satisfactot-1). Quality at entry was 
satisjuctory. The Bank's performance during preparation and appraisal was well founded 
on the experience of the BHNP project, the country's institutional nlodernization strategy 
and lessons from health reforms in other Latin American countries. The design of the 
project took advantage of the team familiar with BHNP and with Bank operations, 
procedures, procurement and financial management. The project (as well as the PSRL 
series) was an operational follow-up to the recommendations of the World Bank health 
report, Peru: Improl>ing Health Care of the Poor (World Bank 1999). However the Bank 
could have assessed the political risks better (although some events were unforeseen, the 
project was approved at the end of a political cycle) and it did not take into sufficient 
consideration the difficulties in obtaining information systems and the loan effectiveness 
conditions required, actions that took much longer than expected to be met. 

3.40 S'z4pervision was sati~factary. The Bank played a key role in trying to uphold 
policies and maintain a cluster of activities that have been important for health outcomes 
in Peru. The Bank was flexible to adjust the project to changing conditions resulting in 
reducing the size of the loan, two amendments to the loan agreement and two extensions 
of closing dates. The day-to-day supervision benefited from the presence of sector-related 
Bank staff in the Lima office. Strong cominunication between the IDB, World Bank and 
MOH was highlighted as key factor contributing to effective coordination under 
PARSALUD. The Bank also supported the GoP though the PSRL DPL series with the 
same technical team. However, the Bank could have done a better job supervising the 
implementation of the M&E: there were delays in the development of this component 
and only after 2004 (when the components were restructured) were efforts stepped up to 
improve the collection and regular analysis of information. Further, the provisions for 
monitoring outcomes among the poor were weak. 

3.41 The overall borrower performance is rated moderately satisfactory. 
Government pe~formance is moderately satisfactory. MOH was fully involved in 
preparation activities and project design. The government assumed the funding of the 
SIS, and allocated enough resources to that component. This has been instrumental in 
helping to consolidate this important innovation in the Peruvian health sector. During 
implementation, government performance was uneven. Between Board approval in 
December 1999 and the election of President Toledo in July 200 1, there were frequent 
changes in managerial positions at the MOH and health policy uncertainties. Borrower 
performance during this time was rated by the Bank as highly unsatisfactory. From July 
2001 to November 2003 implementation was very slow and the activities of the project 
were unfocussed and carried out in a context of lack of priorities. Following a refocusing 
of the Project interventions, after November 2003 there were significant improvements in 
implementation and considerable physical and financial progress. 

3.42 The implementing agency's performance (the PCU) is rated moderately 
satisfactory. The project had five different coordinators, two of them lasting less than 7 
months. The frequent changes compounded with the political difficulties and the broad 
objectives of the project, resulted in delays for the implementation of the project. Initially 
the PCU performance was negatively affected by continuous political changes and 
between July 2001 and November 2003 the implementation was unsatisfactory in 



physical and financial aspects. During the last three years of implementation, the PCU 
performed well and made substantial effort to speed up implementation. 

3.43 Monitoring and evaluation was modest. M&E Design was substantial, 
involving administrative data, annual coverage surveys, household surveys, and repeat 
DHS (para 3.10). However, both implementation and use of the data were modest. 
Administrative records proved a rich source of information, but the M&E system was not 
put into place until the last 18 months of the project and neither baseline or end surveys 
were done (para 3.21).The PARSALUD monitoring system was reported to have been 
used widely for analysis of health indicators. but was available only at the end of the 
project. 

4. LESSONS AND VALUE-ADDED OF THE BANK 

4.1 This chapter provides a 10-year perspective on the Bank's objectives and 
continued value added in HNP in Peru, as well as lessons on some of the key themes of 
the broader IEG evaluation of Bank support for HNP. The period of analysis spanned 
four CASs (1994, 1997, 2002, and 2006). The first three included health as a key 
strategy to improve human capital, while the last65 prioritized new sectors, such as water 
and sanitation, electricity, housing and property rights, but continued to emphasize efforts 
to reform the health system and to improve service quality through a new social contract 
based on better information and accountability in the social sectors. 

4.2 During this period, Peru's economy improved remarkably due to fiscal discipline 
and economic reforms, yet poverty and inequality persisted and public administration was 
weak and centralized. The country moved from a period of collapsing infrastructure that 
affected the health sector, to achieving important improvements both in terms of health 
facilities and coverage. However, the quality of social services was poor and marked by 
inequality in access. There were improveinents in access and health outcomes among the 
poor and the gap between the poor and non-poor has narrowed, but in absolute terms the 
gap remains large 

HEALTH OUTCOMES AMONG THE POOR 

4.3 The Bank's experience in Peru demonstrates how an emphasis on pro-poor 
health policies can be sustained through multiple instruments in a constantly 
changing political environment. In addition to the two health investment projects 
assessed here, the Bank invoked policy dialogue, policy notes, analytical work, and 
policy lending. Respondents reported that analytical studies such as Perzr: Improving 
Health Cure.for the Poor (World Bank 1999b) and An Opportunity for a DifJerent Peru 
(Giugale and others 2007) were highly influential in helping to assess the options. The 
PSRL series was complementary to health investment lending, including as one of its 
main objectives to protect critical anti-poverty expenditures from budgetary cuts and to 
improve access of the poor to health programs such as SIS and CLAS. All of these 
actions were consistent with the poverty reduction objectives of the four CASs. Even as 

'' The fourth CAS was also referred to as a Country Partnership Strategy. 



the health investment projects' activities were adapted over time, the poverty focus did 
not change. 

4.4 Geographical targeting can achieve a general pro-poor focus, but in a country 
with large inequalities in both urban and rural areas such as Peru, more precise targeting 
mechanisms are needed to ensure that resources disproportionately reach the poor. While 
both BHNP and PARSALUD had a pro-poor focus, the targeting n~echanisn~s for the 
poor were relatively crude. BHNP took place in 13 provinces classified at the time as the 
"most deprived" and in two classified as "deprived". PARSALUD's initial targeting 
focused on rural and Andean populations. While SIS was applied nationw-ide, it lacked 
precise targeting mechanisms for beneficiaries. Respondents for this evaluation 
suggested that the Bank prioritized the expansion of coverage first, while quality and 
targeting were seen as steps to be taken once the program had sufficient strength and 
coverage. After the reorganization of components in 2003, efforts were made to support 
actions directed towards improving the targeting of SIS. Although in rural areas SIS 
registered and provided services to all beneficiaries, in urban areas, a socioeconomic 
assessment was carried out to determine whether the beneficiary qualified for the SIS 
subsidy. This socioeconomic assessment was then used for the implementation of the 
SISFOH (the Household Targeting System in Peru), which is used to improve targeting 
of various social programs in the 30 largest cities in the country. 

4.5 The failure of monitoring and evaluation design and implementation to focus 
explicitly on the poor weakens the ability of programs to assess impacts and to learn 
from and perfect pro-poor targeting. The two investment projects explicitly addressed 
HNP outcomes among people in poor regions and the poorest groups in the population, 
but evidence was collected in most cases on average health outcomes. Neither project set 
targets for outcomes or impacts specifically for the poor, nor were outcomes or access for 
the poor to be monitored. While access and outcomes can be tracked through the national 
DHS surveys for those in urban and rural areas and by wealth quintile, and to some extent 
in project regions compared to the rest of Peru, there was no mechanism or evaluation 
design for assessing the marginal effect of the specific interventions supported by the 
projects on the outcomes of the poor. During the implementation of PARSALUD, the 
SIS component included specific intermediate outcomes for the first two quintiles of the 
population. However, there is still scope for better specified outcome goals for specific 
groups that are living in poverty. 

4.6 Health system reforms that proceed in a piecemeal way can nevertheless 
result in improvements in access and efficiency.66 Although not comprehensive, 
incremental reforms in Peru have resulted in: (a) creation of a targeted insurance scheme 
(SIS) that has improved access and improved ef'ficiency in the allocation of resources; (b) 
introduction of some market competition for ESSALUD in the provision of services; (c) 
developn~ent of community-managed services such as CLAS, with greater local 
accountability; (d) the beginning of a decentralization process; (e) the introduction of 

66 Ewig (2004) 



individual targeting mechanisms; and (f] reorganization of the MOH. These piecemeal 
reforms have been supported by small groups within the MOH, supported by the Bank, 
and by economic officials interested in rationalizing public expenditure and in a broader 
effort to support modernization efforts. However these teams have been dismantled 
several times and there has not been continuous support from high-level health officials 
or other sectors of society to broaden the reform.67 Thus, elements included in the vision 
for health reform for 201 0 have been implemented only partially; the establislment of 
universal health insurance funded with subsidies for the poor and contributions from the 
non-poor and enlistment of private and public institutions both as insurers and in service 
provision remain part of the unfinished agenda. 

4.7 Creating new institutions can be less difficult than reforming existing ones. 
The transformation of ESSALUD and the health care units of the Armed Forces and the 
National Police have proved to be more difficult than the creation of new organizations 
such as SIS. Resistance to change within ESSALUD and the health sector bureaucracy 
and the complexity of con~prehensive health reforms have been significant obstacles for 
the reform. 

4.8 The Bank can contribute to sustaining health reform efforts through the use 
of multiple instruments and analytic work. The strategy of using multiple lending 
instruments and analytic work to maintaining a focus on the poor was equally important 
in Peru in maintaining a focus on health reform. The PSRLs, which disbursed US$450 
million, were effective means to maintain the reform agenda despite the political cycle. 
The conditions included in each PRSL were to be met prior to loan approval and involved 
no borrower counterpart funds. They provided incentives for both the MOH and the MEF 
to work toward the same goals. The most recent policy note on Peru (World Bank, 
2006b) keeps the reform on the agenda. It proposes the creation of a means-tested 
universal health insurance - expansion of SIS; to subcontract all public health clinics to 
CLAS, and to force all publicly founded health systems to coordinate. Decentralization 
and accountability are also part of the Agenda. The Bank has the flexibility needed 
during those transitions and it's able to adapt the projects while retaining the objectives. 

4.9 Health reform projects need a realistic ex ante assessment of political and 
institutional risks - including analysis of the interests of specific key stakeholders in 
the health system - and mitigation strategies. Decisive support from the government 
and political support from stakeholders are key to the potential success of innovations. 
While the SIS model (with political dividends for the government) is now a part of the 
health system in Peru, the CLAS model, which has support at the local level and from 
Peruvian health analysts, it is still at risk of being undermined. Opposition from the 
ESSALUD bureaucracy has stalled progress on reform of health insurance for the formal 
sector. Although the APL instrument was adopted for PARSALUD and provided 
flexibility for the long-term support of reforms, the implementation of its first phase was 
difficult and the health reform initiative was refocused on health service delivery. In the 

67 Respondents for this evaluation characterized this progress as transformation of the health sector 
"Peruvian style''. One respondent said, "it's the only way to make change in Peru: incremental and slow. It 
helps to sustain changes". However, other respondents argued that this slow change is inefficient and has a 
high cost for the country. 



recently approved PARSALUD I1 project, political issues with labor contracts in the 
CLAS and the reforms of ESSALUD have led again to a project primarily concerned 
with health service delivery and "incremental" reforms. 

4.10 Confronting human resource issues is fundamental to sustain progress in the 
health sector and the focus on the poor. After the economic collapse of the eighties, 
Peru was forced to reduce real wages for all civil servants. Health workers developed 
coping strategies based on second jobs, parallel businesses. misappropriation and 
corruption. The situation resulted in low productivity, low quality and a bias against the 
poor. The CLAS model made an effort to avoid these conflicts, by providing different 
kinds of contracts to its health workers. However, this innovation was effectively 
reversed in the case of the physicians. 

DONOR COORDINATION 

4.1 1 Donor coordination and elimination of parallel structures can be enhanced 
by joint management units. At the time of the BHNP, there was little coordination by 
the government or between the donors of large projects funded by USAID and the IDB. 
This resulted in the projects creating, and the MoH supporting, parallel structures for 
pro-ject implementation. Following a government request, PARSALUD combined 
financing from the World Bank and IDB and worked through a joint PCU, helping to 
eliminate parallel project structures and improve inter-agency coordination in support of 
the government's agenda. 

VALUE ADDED OF THE WORLD BANK 

4.12 The World Bank's evolving value added and contributions to Peru's health 
sector between 1994 and 2006 can be divided into three phases. 

In the early nineties, the Bank supported the GOP to alleviate the impact of a severe 
macroeconomic stabilization package with emergency programs to protect the poor. 
In the health sector, Bank efforts were concentrated on reconstruction of services and 
infrastructure, mainly through the BHNP, and focused on maternal and child health 
among the poor. This was also the focus of the government Programa de Salud 
Basica para  Todos, and other international donors and development agencies working 
on health issues at the time such as USAID and IDB. 

By the mid-nineties, indicators were improving and the country's economic situation 
stabilized. There was a shift towards supporting the GOP in defining a medium-term 
strategy to develop social sector policy and institutions, including support for health 
sector reform, primarily in the way the sector was funded. The main instrument was 
the insurance program, intended to reduce economic barriers to access. 

More recently, the Bank renewed its emphasis on support for health service delivery 
focused primarily on maternal and child health and moi-tality, especially among the 
poor. The multilateral donors have become more of a complementary source to 
government financing, as exemplified by PARSALUD where the government funded 
almost three times what was estimated at appraisal and the contributions of the Bank 



and IDB were scaled back by two-thirds. Nevertheless, the Bank's HNP investment 
loans have served as instruments to maintain policy dialogue on health reform and 
health services, which has positively impacted health outputs and outcolnes in Peru. 
In recent years, the Bank's knowledge, technical assistance, ability to convene 
various development actors, and ability to foster innovative interventions have gained 
relevance over lending interventions. 

4.13 The two main areas of substantive impact of the Bank in terms of improving 
access to health services for the poor have been its support for the design and better 
targeting of the SIS and for improved quality and coverage of maternal health care 
in Peru. Although SIS has been an important innovation, further efforts are needed to 
reduce direct and opportunity costs for health care for the poor. SIS could also reduce 
resource allocation to tertiary care and focus on the primary and secondary levels where 
the poor make higher use of services. 

4.14 Government officials consider the Bank's ability to mobilize financial and 
human resources and to connect technical assistance with financial services to be an 
added value that few other donors can match. In addition, the Bank is valued for its 
wide experience and ability to share lessons from similar programs in other co~nt r ies ;~ '  
its poverty focus, underscored by highly effective analytic work providing an outsider's 
perspective; its long-term relationship that has helped to maintain a medium-term agenda 
and dialogue on health in the face of high turnover in the sector;" and its institutional 
culture that has emphasized outcome-oriented projects, efficiency, and transparency in 
the allocation of resources. The Bank is seen by both the Government and other 
members of the assistance community as an intellectual leader and a major source of 
advice on development policies and structural change in the health sector. The Policy 
Notes, in particular, are valued by policymakers as a considerable intellectual effort to 
understand local conditions and address a wide range of health topics in ~ e r u . ~ '  The 
active role of the Resident Mission on health issues in Peru is seen as positive. 
Respondents also perceived a greater willingness of the Bank to take into account country 
priorities.7' However, development partners and members of civil society interviewed by 
the IEG mission also offered a critique (Box 4-1). 

68 Respondents particularly valued the transfer of knowledge through the Bank, regarding health reform 
experiences of Argentina, Bolivia, and Colombia. 
69 Respondents indicated that the dialogue has been pursued mainly with government and to a lesser extent 
with other development and assistance agencies, research centers, universities and NGOs. 
70 One of the most valued is World Bank (1999b), "Improving Health Care for the Poor", which is widely 
used and cited both by academics and health officials. This piece was used as one of the main sources to 
design the PARSALUD project and the PSRL series. However, respondents suggested that dissemination 
of the Policy Notes is too restricted to small circles and that technical analysis can rely more on local 
knowledge. 
7 '  Two examples cited by respondents were the inclusion of hospitals as part of PARSALUD interventions 
(taking into account the role of regional hospitals as part of a referral system for reducing maternal 
mortality), and the focus of PARSALUD interventions on the time of delivery and post-partum period 
instead of the prenatal period. In both cases, the initially proposed design by the Bank was adapted to local 
suggestions. 



4.15 The World Bank support should reinforce country priorities; however it also 
needs act to ensure that key HNP priorities remain on the national agenda. Although 
nutrition interventions were introduced late in the project cycle of BHNP, PARSALUD 
did little to address nutrition and nutrition indicators stagnated (Annex D, Table ~ - 2 ) . ~ *  
Additionally, the World Bank has been absent on population issues in Peru; the use of 
modern contraceptives has actually declined since 2000, overall and in both urban and 
rural areas (Annex D, Table D-2). 

Box 4-1: Partner, civil society and NGO views of the World Bank's role in HNP 
There seems to be a general agreement on the main issues. However, sorne of the main points where the 
opinions vary are the following: 

Some fornier government staff, academics and NGO staff, think the Bank could have been more 
decisive on maintaining a colnprehensive health reform agenda. 
The Bank's analytic products seem to be more valued by government officials, who find them useful to 
support technical dialogue and policy initiatives, than by university professors and researchers. 
Some respondents were critical of what they see as a predoniinantly economic focus of the Bank on 
health issues. The reforms promoted by the Bank are seen as efficiency-oriented, while some 
respondents would like to see a more comprehensive reform to improve health as a basic human right. 
Staff from NGOs and civil society organizations critiqued the Bank for declining to get involved in 
d~fficult political issues, particularly family planning. 
NGO staff think the Bank could play a stronger role in terms of strengthening civil society, improving 
accountability and helping to promote anti-corruption efforts 
Some staff from donor agencies and international organizations expressed concern about a lack of 
coordination with other actors who have technical know-how and experience that could benefit project 
design. As with civil society, they view the Bank's dialogue as mainly with the government. 

7 2  The neglect of nutrition has been acknowledged and new economic and sector work has been launched. 



REFERENCES 

AB PRISMA. 2001. "Anklisis de Indicadores Referidos a1 Modelo de Atencion Integral 
en Establecimientos PSNB y Establecimientos Control: Inforine Final." 

AB PRISMA and APOYO SA. 1995. Baseline Study of Health: Children's Health and 
Nutrition Household Survey. CUANTO SA. 

Altobelli, Laura. 2004. Estudio de Costo Eficiencia de las asociaciones CLAS. Lima: 
Futuras Generaciones, Fundacion Milagro y USAID. Lima. Peru. 

Altobelli, Laura. 2000. "Shared Administration Program and Local Health 
Administration Associations (CLAS) in Peru". Paper presented at the Europe and 
the Americas Forum on Health Sector Reform: The Challenge of Health Reform: 
Reaching the Poor. World Bank. San Jose, Costa Rica. 
http:l/~vorldbank.org/lachealth 

Altobelli, Laura. 1998. "Comparative Analysis of Primary Health Care Facilities with 
Participation of Civil Society in Venezuela and Peru". Paper presented at the 
conference "Social Programs, Poverty and Citizenship Participation." State and 
Civil Society Division, Inter-American Development Bank, Cartagena, Colon~bia. 

Alvarado. Betty and Mrazek, Monique. 2007. "Health Outcomes and Public Health 
Sector Performance" in Giugale, M. and others, ed. An Opporfunity. for. cr 
Direrent Peru. Prosperous, Equituble, and Governable. Washington D.C.: World 
Bank, pp 645-670. 

APROPO. 200 1. hlercadeo de 10,s. Servicios de Sulz.rd y Promocidn de Deberes y 
Derechos Ciuu'adanos en Sulud y Nzltricidn - Informe de Resultaa'os, Linea ck 
Base-Linea de Salidu. 

Arosquipa, Carlos, Julio Pedroza, Carlos Cosentino. and Karim Pardo. 2007. "La Ayuda 
Oficial a1 Desarrollo en Salud en el Peru". Revista Perucrna de hledicinu 
Experimental y Salud Pziblicu 24 (2) .  Lima, Peru. 

BHNP. 200 1 a. KAP Lima. Peru 

BHNP. 2001 b. lnforme.final de Indicadores de Impler?zentucidn del PSNB. Lima, Peru. 

BHNP. 2000 a. Ancili.ris de Indiccxdores u% Cobertura. Lima, Peru. 

BHNP. 2000 b. Andisis de Indicaciores Referidos al Modelo de Atencidn. Lima, Peni. 

BHNP, 2000 c. Evaluacicin Sanitaria Ina'icudores (TBC-Malaria) Lima, Peru. 

BHNP. 2000 d. Satisfiiccidn u'L. Usziarias y Culidad de Servicios. Lima, Peni. 



BHNP. 1997. Evaluacic5n de Medio Termino- Informe Final. Lin~a, Peru. 

Coe, Anna-Britt. 2004. "From Anti-Natalist to Ultra-Conservative: Restricting 
Reproductive Choice in Peru." Reproductive Health Mutters 12(24): 56- 69. 

Consorcio de Investigacion Econ6mica y Social (CIES). Observatorio del Derecho de 
Salud. October, 2005. Anhlisis independiente del presupzlesto en salzrd. Ediciones 
Nova Print: Lima, Peru. 

Cortez, Rafael. 1998. "Equidad y Calidad de 10s Servicios de Salud: El Caso de 10s 
CLAS". Documento de Trabajo No. 33. Centro de Investigacion de la Universidad 
del Pacifico. Lima, Peru. 

Cotlear, Daniel, ed. 2006. A New Social Contract.for Peru: An Agenda for Improving 
Education, Health Care, and the Social Safety Net. A World Bank Country Study. 
World Bank, Washington D.C. 

Cotlear, Daniel. 2000. Peru: Reforming Health Care.for the Poor. LCSHD Paper Series 
No. 57. World Bank, Washington, D.C. 

Defensoria del Pueblo. Republics del Peru. 2007. Atencicin de Salztdparu los Inas 
Pobres: El Seguro Integral de Saltrd. Lima, Peru. 

Ewig, Cristina. 2004. "Piecemeal but Innovative: Health Sector Reform in Peru" in 
Kaufman, R. and Nelson, J. eds, Crucial Needs, Weak Incentives: iSocial Sector 
Reform, Decentralization and Globalization in Latin America. Woodrow Wilson 
Center, John Hopkins University Press. Washington, D.C. 

Forosald. 2005. I1 Conferencia Nacional de Saltrd. Hacia una r*<forma sanitaria por el 
derecho u la salud. Forosalud. Lima, Peru. 

Franke, Pedro. 2001. "Lineamientos de Politicas de Salud, 2001-2006." en Franke, P. ed., 
Politicas de Sulud 2001-2006. Consorcio de Investigacion Econ6mica y Social, 
Lima, Peru, pp.2 1-24. 

Giugale, Marcelo, Vicente Fretes-Cibils, and John L. Newman. 2007. A12 Opportunity 
.for a Diferent Peru: Prosperous, Equitable, and Governable. Washington, D.C.: 
World Bank. 

Guevara, Susana. 2006. Etlaltlacidn de los Logros Alcanzados en las Accione.r de fiabajo 
Comzlnitario Realizado por el Programu PARSalzrd. Lima, Peru 

Gwatkin, D., S. Rutstein, K. Johnson, E. Suliman, A. Wagstaff, and A. Amouzou. 
"Socioeconomic differences in Health Nutrition and Population within Developing 
Countries. An Overview". World Bank Countiy Reports on HNP and Poverty. 
Washington, D.C., September 2007 



IDB. 2006. Programa de Apoyo a la Refbrma del Sector Saltid, Informe de Terminacidn 
del Proyecto. 

Giugale, Marcelo. 2007. "Synthesis" in Giugale. M. et all ed, .4n 0pporf~1nityJi)r a 
Diffrent Peru. Prosperous, Equitable, and Governcrhle. World Bank, 
Washington, D.C., pp 1-39. 

Huicho, L., M. Davila, F. Gonzales, C. Drasbeck, J. Bryce, and C. Victora 2005a. 
"Implementation of the Integrated Management of Childhood Illness strategy in 
Peru and its association with health indicators: an ecological analysis." Health 
Policy and Planning 20(1): 14-24. Oxford University Press. 

Huicho, L., M. Davila, M. Campos, C. Drasbeck, J. Bryce, and C.Victora. 2005b. 
"Scaling up Integrated Management of Childhood Illness to the national level: 
achievements and challenges in Peru." Health Policy and Planning 20(1): 14-24. 
Oxford University Press. 

Jaramillo, Miguel, and Juan Jose Diaz. 2007. The PARSalud P~og~-anz in Peru: 
Evaluating its I~npact on Access to In,stitutionul Delivery and Adequate Maternal 
Care. Work in Progress. Grades. Lima, Peru. 

Jaramillo, Miguel. 2006. "Economic and non-economic barriers to prenatal care among 
Peruvian mothers: race, geography and power relations within the household". 
Grade working paper. Lima, Peru. 
l~ttp:!!~v~~.~rade.org.peldou11load/docs/I1~fom1e?/o2Oproy?/o20242.pdi~ 

Jaramillo, Miguel (coordinator). 2006. Estudio sobre 10s Recursos Humanos en Salud en 
Peru: Gestion, Distribucion, Normatividad, Regulacion, Condiciones Laborales y 
Salariales y Formation, Informe Final por PARSALUD Project. Grade. Lima, 
Peru. 

Jaramillo, Miguel, and Sandro Parodi. 2004. El Seguro Escolar Gratuito y el Seguro 
Materno Infantil: Analisis de su Incidencia e Impacto sobre el Acceso a 10s 
Servicios de Salud y a la Equidad en el Acceso. Documento de Trabajo No. 46. 
Grade. Lima, Peru. 

McQuestion, Michael, and Anibal Velasquez.2006. "Evaluating Program Effects on 
Institutional Delivery in Peru". Health Policy 77:22 1-232 

Ministerio de Salud, Republica del Peru. 2007. Plan Nacional Concertudo de Salz~d. 
Lima. Peru 

Ministerio de Salud, Republica del Peru. 2006. And1isi.r de la Sitzdacidn de iCalzrd del 
PerZi. Lima, Peru 

Ministerio de Salud. 200 1.  Programa Salud y Nutricidn Bdsica 1991-2000. Infirme 
Final. Lima, Peru. 



Ministerio de Salud, PARSALUD. 2000. Infomze Fi?.zal Donacidn Japonesa - Bunco 
Mzindial. 

Nelson, Joan. 2004. " The Politics of Health Sector Reform: Cross-National 
Comparisons" in Kaufinan, R., and J. Nelson, eds, Crucirrl Needs, Weak 
Incentives: Social Sector Reform, Decentralization and Globalization in Latin 
America. Woodrow Wilson Center and John Hopkins University Press, pp 23-63. 
Washington, D.C. 

Operations Evaluation Department. World Bank. 2002. Peru Cozlntry Assistance 
Ex~aluation. Report number 24898-PE. 

Parodi, Sandro. 2005. Evaluundo 10s Efecros del Segzrro Integrul de Sulud (SIS) sobre la 
Equidad en la Salzrd Materna en el Contexto de Barreras no Econcinzicas a1 
Acceso a 10s Servicios. Grade. Lima, Peru. 

Perez, F., T. Lopez, and J.L. Quintana. 2001. Informe Final de la Et~ulzracidn de 10s 
Resultados Sanitarios en Tuhercz/losis y Mcrluria. 

Physicians for Human Rights. 2007. l)~~i;of(~s I)o/cij>c Muternul Alortality in Perzc -4 
Rights-Based Approach to Safe Motherhood. Physicians for Human Rights. USA. 

Segura, Jose Luis. 2006. Elahoracidn Final del Documento Final de la Evalz.racidn de 
Parsalud. Ministerio de Salud, PARSalud. Lima, Peru. 

SIS, Republica del Peru. 2006. Estrategia Bb~ica  en la Ruta Hucia el Asegurumiento 
Universal. SIS, Ministerio de Salud. Lima, Peru. 

Suarez, Miguel. 2001. Andlisis de Indicadores de Cohertiira. 

Universidad Peruana Cayetano Heredia. 200 1.  Estudio FincrI de Chnocimientos, 
Actividades y Prdcticas CAP-2000. 

Valdivia, M. 2005. "Peru: is Identifying the Poor the Main Problem in Reaching Them 
with Nutritional Programs?" in Gwatkin, D. and others, Reaching the Poor with 
Health, Nutrition, and Population Sewices. World Bank, pp: 307-334. 
Washington, D.C. 

Valdivia M. 2004a. "Acerca de la Magnitud de la Inequidad en Salud en el Peru". 
GRADE, Documento de trahujo, n. 37. Lima, Peru. 

Validivia, M. 2004b. "Poverty, health and infrastructure and the nutrition of Peruvian 
children." Economics and Hunzan Biology 2(2004): 489- 5 10. 

Valdivia, M., and J. Mesinas. 2002. Ex~olucidr? de la eyzcidad en scrltld materno-injirntil en 
el Perk  ENDES 1986, 1991 -1 992, 1996 y 2000. Centro de Investigacibn y 
Desarrollo del Instituto Nacional de Estadistica e I~~formacion (CIDE- INEI). 
Lima, Peru. 



Victora. C.G. and others, 2005. "Context matters: interpreting impact findings in child 
survival evaluation". Health Policy and Planning, 20: i-18-i-3 1 

Webb, Richard and Valencia, Sofia. 2007. "Human Resources in Public Health and 
Education in Peru" in Giugale, M. and others, ed., An 0pportunity.for a Diferent 
Per~i. Pro.~perozis, Equitable, and Governable. Washington, D.C.: World Bank, 
pp: 697-724 

World Bank. 2009. "Project Appraisal Document on a Proposed Loan in the Amount of 
US$15 million to the Republic of Peru for a Second Phase APL of the Health 
Reform Program". Report no. 3590 1 -PE. Washington, D.C. January 2 1.  

World Bank. 2007. Implementation Completion and Results Report. Health Reform 
Program (First Phase). Report No: ICR000073. Washington, D.C. 

World Bank. 2006. Country Partnership Strategy for the Republic of Peru. Report No: 
3 79 13-PE. Washington D.C. 

World Bank. 2005. Indigenous People, Poverty and Hzrn~an Development in Latin 
America: 1994-2004. Peru Highlights. 

World Bank, 2004a. "Program Document for a Proposed Fourth Programmatic Social 
Reform Loan in the Amount of US$100 million to the Republic of Peru". Report 
No.30113-PE. Washington D.C. 

World Bank. 2004b. Cozmtry Assistance Strategy. Report No: 12997-PE. Washington, 
D.C. 

World Bank, 2003. "Program Document for a Proposed Third Programmatic Social 
Reform Loan in the Amount of US$150 million to the Republic of Peru". Report 
No. 26754-PE. Washington D.C. 

World Bank, 200221. Progr~ammutic Social Refirm Loan T I .  Report No. P 75 14-PE. 
Washington D.C. 

World Bank, 2002b. Country Assistance Strategy. Report 24205 PE, Washington, D.C. 

World Bank, 2001 a. Programmatic Social Reform Loan. Report No. P 7447-PE. 
Wasl~ington, D.C. 

World Bank, 2001 b. Health Reform Program, Loan Agreement 4527-PE. Washington, 
D.C. 

World Bank. 200 1 c. Implementatio~l Completion Report, Basic Heulth and Nutrition 
Project. Washington, D.C. 



World Bank, 1999a. Health Reform Program, Project Appraisal Doczrment. Report No. 
19901 -PE, Washington. D.C. 

World Bank. 1999b. "Peru: Improving Health Care jor the Poor." A World Bank 
Country Study. The World Bank. Washington, D.C. 

World Bank, 1997. Counti"y Assistance Strategy. Report 16796 PE. World Bank, 
Washington, D.C. 

World Bank, 1996. "Staff Appraisal Report - Peru - Second Social Development and 
Compensation Fund Project". Repoi-t No. 15497-PE. World Bank, Washington 
D.C. 

World Bank, 1994a. Basic Health and Nutrition Project. Loan Agreement No. 3701-PE. 
World Bank. Washington, D.C. 

World Bank, 1994b. "Staff Appraisal Report: Basic Health and Nutrition Project". Report 
No. 11 801-PE. The World Bank. Washington, D.C. 

World Bank, 1993a. "Staff Appraisal Report - Peru - Social Developn~ent and 
Compensation Fund (FONCODES) Project." Report No. 12245-PE. World Bank, 
Washington D.C. 

World Bank. 1993b. "Project Con~pletion Report: Primary Health Care Pro-ject (Loan- 
221 I)." Human Resources Division, Country Department 1, Latin America and the 
Caribbean Regional Office. Report Number 12494. 

World Bank. 1993c. Peru: Poverty Assessinent and Social Policies and Programsfor the 
Poor, Report No. 1 1 19 1 -PE. 



Annex A 

Annex A. Basic Data Sheet 

BASIC HEALTH AND NUTRITION (LOAN 3701) 

Table A- 1. Key Project Data (amounts in US$ million) 
- * .-."."m*- -------- .-* -*- ***" ------- "--"------- 

Appraisal Actual or Actual as % of 
estimate current estimute appraiscrl estimate 

Total project costs 44.5 44.3 99.6 

Loan amount 3 4 33.8 99.4 

Cofinancing 0 0 

Cancellation .20 

Table A-2. Project Dates 
~ - - . s ~ ~ ~ * ~ - - ~ - ~ ' ~ - a - - ~  **u ---*""**&-%," ~" ---a 

Original Actual 

Project concept note review 

Negotiations 

Board approval 

Signing 

Effectiveness 

Closing date 

Table A-3. Staff Inputs (staff weeks) 

FY93 FY94-00 FYOl Total 

Preappraisal 45:9 45.9 

Appraisal and negotiations 88.2 88.2 

Supervision 36 1.36 361.36 

ICR 6.75 6.75 

Total 134.1 36136 6 7 5  502.21 - . ~  *.*-rn*.-rn- -------= m -- -- -- -.--"-"--" 
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Table A-4. Mission Data 

Date 
(tnontlz/year) NO. of 

Purpose persorts 

Perfornzartce rating 
Specializations representerl Inzplemerltatiow Developmerzt 

progress objective 

Task Manager, Senior Population 
Health Specialist (2), Consultant 

Identification1 1193 4 
Preparation 

Appraisal 3 194 3 Task Manager, Health Specialist, 
Consultant 

Supervision 12194 2 

6/95 3 

Task Manager, IEC Specialist 

Task Manager, IEC Specialist, 
Consultant 

Task Manager, Economist, 

Task Manager, Health Specialist, 
Consultant (2) 

Task Manager, Procurement 
Specialist, Health Economist, 
Consultant, Social Sector 
Specialist, NGO Specialist 

Task Manager, Health Specialist, U 
Econotnist, Social Sector 
Specialist 

Task Manager, Economist, Social S 
Sector Specialist, Financial 
Management Specialist 

Task Manager, Health Specialist, S 
Procureinent Specialist, Social 
Sector Specialist 

M id-term 6/97 7 
review 

Task Manager, Health Specialist, 
Consultant, Public Health 
Consultant 

Task Manager. Procurelnent 
Specialist, Health Consultant, 
Public Health Consultant 

Task Manager, Health & 
Nutrition Specialist, Health 
Specialist, Procurement 
Specialist 

Task Manager, Health and 
Nutrition Specialist, Consultant 

Task Manager, Health and 
Nutrition Specialist, Project 
Assistant, Consultant, Financial 
Management Specialist 
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Date Perforfnarlce rating 
(montll/4'eflr) No. of Speciulizatio~ls represented 

Intplenzerttation Developn~ent 
Purpose persor~s progress objective 

7/00 4 Disbursement Specialist S S 

1 1 100 2 Task Manger, Health and 
Nutrition Specialist, Project 
Assistant, Consultant, 
Procurement Specialist, Project 
Assistant 

Completion 12100 2 Task Manger. Health and 
(ICR) Nutrition Specialist 

HEALTH REFORM PROGRAM, FIRST PHASE (LOAN 4527) 

Table A-5. Key Project Data (amounts in US$ million) 
."--- . * - a . -* "--- - B" - "".. *" --- ," .----"-- -- ..', ."* ---B--M-sa ---- - --- *-'A 

Apprui~al Actiral or Actual as % of 
estimate current estimate rrppruisul estirnrrte 

Total project costs 

Loan amount 

Co-financing (IDB) 95.0 28.0 30.5 

Counterpart funding (Borrower) 64.3 176.8 275.0 

Cancellation 0 
a. The PAD appraised the loan for US$80.0 million, however the final loan agreement was for US$27.0 million. 

Table A-6. Project Dates 

Milestone 

Concept Note Review 

Original 

1113011998 

Actual 

11130/1998 

Negotiations 0 111 512000~~ 0911 91 1999 

Board approval 1211611 999 1211611999 

Effectiveness 0310 112000 071021200 1 

Closing date 1213 112003 6130f2006 
-,-- "~~",-," ", -,---,-..--* ~ --&*---*-.-"'~ ... -"' .-.. " "  --.--. * -. .&~" -- ..'"-.'-,--.*.--. 

7; Discrepancy in data entry, planned negotiations date later than planned Board approval 
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Table A-7. Staff Inputs (staff weeks) 

FY99 FYOO FYOI FYO2 FY03 FY04 FYO5 FYO6 FY07 Total 

Preappraisal 

Supervision1 ICR 3.6675 4.38 14.68 55.98 40.23 32.61 21.24 12.20 184.98 

Total 30.89 4.98 14.68 55.98 40.23 32.61 21.23 12.20 212.81 

Table A-8. Supervision report ratings 
me------- "-- *. #* - -a"- =-"a=-"""-<---- - 

ISR no. Date archived Develonment obiectives Imolementation orogress 

1 0612712000 Satisfactory Satisfactory 

2 1 113012000 Satisfactory Satisfactory 

3 0511 91200 1 Satisfactory Satisfactory 

4 061281200 1 Satisfactory Unsatisfactory 

5 1211 91200 1 Satisfactory Unsatisfactory 

6 0610312002 Satisfactory Sat~sfactory 

7 1211 012002 Satisfactory Sat~sfactory 

8 121 1 112002 Satisfactory Satisfactory 

9 6110/2003 Satisfactory Satisfactory 

10 611 1/2003 Satisfactory Satisfactory 

1 1  1210512003 Satisfactory Satisfactory 

12 0611 412004 Satisfactory Satisfactory 

13 1 1/29/2004 Satisfactory Sat~sfactory 

14 0412612005 Satisfactory Satisfactory 

15 0710 112005 Satisfactory Satisfactory 

16 0312812006 Satisfactory Satisfactory 

Table A-9. Other Project Data 

Borrower1Executing Agency: GOP 

Amount Board date 
Credit MO. (US$ nzilliotl) 

Health Reform Program, Phase I1 15.0 0211 712009 

71 Staff mistakenly charged time to a code that should have been locked year ago. 
75 Staff weeks charged to the preparation BB (Lending) after project was approved by Board, should have been 
charged to the supervision BB. WBS should have been locked as soon as the project was approved. 



Annex B 

Annex B. Persons Interviewed 

Washington, DC 

World Bank 
Rafael Cortez, World Bank, CLAS evaluation as a researcher from Universidad del 
Pacifico, Lima 
Daniel Cotlear, World Bank, Sector Leader, PARSalud, RECURS0 
Theresa Jones, World Bank, TTL at PSNB approval but not involved in implementation 

Other donors/NGOs 
Chris Drasbek, Regional IMCI Advisor, Child and Adolescent Health, Family and 
Community Health, Pan American Health Organizatioil 
Amanda Glassman, Brookings Institute, worked for IDB PARSalud design team 
Susan Kolodin, IDB, IDB TTL at the Peru resident mission in Lima during PARSalud 
implementation 

Lima, Peru 

World Bank 
Livia Benavides, World Bank, Senior Social Sector Specialist, TTL PSNB ( 1996 - 
2000), TTL PARSalud 

Government 
Prof. C.P.C. Moises Acuna, Director, Seguro Integral de Salud, 2001 -2006 
Mario Arrbspide, BHNP Coordinator 1994- 1996 and Ministry of Economics and 
Finance 
Luis Cordero, PARSalud, Monitoring and Evaluation 
Marino Costa Bauer, Minister of Health 1996-1 999 
Angela Flores Salgado, Advisor to the current Minister of Health 
Dr. Alvaro Ciaillour, Manager of PROFONANPE. BHNP and PARSALUD Coordinator 
1996 - 2001 
Jaime Johnson. MOH Health Sector Modernization Program Director 1996- 1998 
Dr. Francisco Lazo Montoya, Executive Director at the MoH Office of Projects and 
Investment 
Dr. Luis Miguel Leon Garcia, Director Atencion Iiltegral de Salud, MoH , BHNP Piura 
Regional Coordinator 
Dr. Ariela Luna, MOH Director of Health Promotion, PARSALUD Technical Director, 
BHNP 
Dr. Pilar Mazzetti, Minister of Health, 2004-2006 
Wilma Montanez, PSNB irnplementacion and PARSALUD design6 
Dr. Milagros Nubez, PCM (Presidencia Consejo de Ministros) - CIAS (Comision 
Interministerial de Asuntos Sociales), BHNP Nutrition team 
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Pilar Prieto, PARSalud Coordinator 2007 
Julio Puntriano, Advisor to the Minister of Health 

Dr. Carlos Ricse, PARSalud Coordinator 2004-2006, Ministry of Economics and 
Finance 
Maria Ines Sanchez-Grinon, CENAM Director (National Health Institute - National 
Center for Food and Nutrition), BHNP-Nutrition 

Civil Society 
Dra. Laura Altobelli, Director of Future Generations Peru, CLAS Specialist, BHNP 
Nutrition and ICR 
Betty Alvarado, Universidad del Pacifico, Health Finance Specialist 
Carlos Aramburu, Pontificia Universidad Cat6lica del Peru, former Director of Centro 
de Investigacion Economica y Social (CIES) 
Susana Chavez, Director of Promsex (NGO focused on sexual and reproductive 
rights), worked on health promotion with PARSALUD 
Dr. Danilo Fernandez, CARE, MoH Salud Basica para Todos. 
Miguel Jaramillo, GRADE, PARSalud Evaluation financed by Global Development 
Fund, Human Resources Evaluation 
Martin Valdivia, Research Director of GRADE (Group for Analysis of Development) 

Donors 
Midori de Habich, Director of USAID-funded pro-jects: PRAES and Proyecto 2000 
Ian McArthur, IDB, PARSalud TTL (2005- present) 
Julio Pedraza, Belgian Technical Cooperation, Financial support to SIS 2005 - 2008 
Dr. Luis Seminario, USAID, Health Office, Project Management Specialist 

Cuzco Region, Peru 

Dr. Alberto Caro, Cusco DIRESA Director (Direccion Regional de Salud) 
Regidora Dina Pilares Huaman, Former President of Combapata CLAS, BHNP 
facility Combapata, Canas Province, Cuzco Region 
Dr. Lydia Moquilloza, Hospital Lorena Director, PARSalud facility 
Hector Quiroz, Hospital Lorena Pro-jects Director, PARSalud facility 
Francisco Rojas, Pisac CLAS President, PARSalud facility, Pisac, Cuzco Region 
Dr. Zonia Rozas, Regional PARSALUD Director in Cuzco and Puno 
Dr. Jose Rueda, CLAS Conlbapata Director, BHNP facility, Combapata, Canas 
Province, Cuzco Region 
Dr. Santiago Saco, San Antonio Abad del Cusco National University , Intercultural 
Strategy BHNP and PARSalud 
Dr. Miguel Ucannani, Yanaoca CLAS Director of PARSalud facility, Yanaoca, 
Cuzco Region 
Dr. Freddy Villalba, Pisac CLAS Director, PARSalud facility, Pisac, Cuzco Region 
Dr. Elbia Yepes, Techo Obrero Health Center Director. PARSalud facility, Sicuani 
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San Juan de Lurigancho, Peru 

Dionisia Salcedo, Women's health specialist, San Juan de Lurigancho region, PSNB 
facility 
Dr. Esther Sanchez, Regional PSNB Director San Juan de Lurigancho (Lima Norte), 
PARSalud, Apurimac region 
Fortunato Valle, San Benito Health Center, San Juan de Lurigancho region, PSNB 
facility 





Annex C 

Annex C. Inputs and Outputs 

BASIC HEALTH AND NUTRITION (LOAN 3701) 

Table C-1. Cumulative Estimated and Actual Disbursements (in US$ 
millions)" 

Table C-2. Planned and Actual Financing by Component (in US$ millions) 

Fiscal Year 
Estimated 

Actual 

Actual as % of 
appraisal 
a Appra~sal est~mates from SAR, actuals from BHNP F~nal Report. 

FY94 

2.0 

3.1 1 

155.6 

Coitzponent 
Original components 
Maternal and Child Health 
Nutrition 
Tuberculosis Treatment 

Revised cotnponen fs  
Health Services Provision 

IEC 
Management and Evaluation 
Total 

FY95 

7.8 

4.09 

52.4 

Plar~netl " 

20.1 
3.2 
0.1 
18.8 
2.3 
44.5 

Health Pronlotion 
Management and Financing 
Total 

A ct~ral 

FYOI 

33.79 

99.4 

FY96 

15.2 

7.46 

49.1 

Actual as a % of 
plrrnnerl 

0 
0 
0 

1.7 

a. Planned costs for the original components, includ~ng contingencies, from the SAR. Planned costs of revised components 
from the text of the ICR. The project components were never formally revised; the ICR notes the planned and actual 
allocat~ons for the revised components but the source of these est~mates is not clear. 
b. The ICR does not indicate the amount of planned financing for project management. 

15.6 
5.8 

45.5 

0 
72 

FY97 

22.0 

13.78 

62.6 

14.9 
5.6 

44.3 

95.7 
96.8 
99.8 

FY98 

27.6 

20.87 

75.60 

FY99 

32.1 

26.55 

82.7 

FYOO 

34.0 

33.09 

97.3 
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Table C-3. Planned versus actual financing by loan agreement categories 
(Expenses for World Bank loan only in US$ millions) 

Cuiego~y 
Equipment and vehicles 
Instructional Materials 

7 

Training 
Communication services 

Amount a 

5.4 
1 .O 
9.1 
5.0 

Drugs and Supplies 

Incremental operating costs 

Table C-4. Planned versus Actual Outputs * 

Amenrltneni 
Junuary 2, 2001 

6.7 
.04 

Technical Assistance 
5.6 .92 

1 Total 

Acturrl 
6.7 
.O 

.56 

.03 

.9 

3.7 

.6 

.O 
4.1 

Furniture 

0 

a From the I.oan Agreement, schedule 1 
b. The categories used to report the plannediactual cvpenditures In the ICR do not match the categories used in the SAR or Loan 
Agreement These figures corne from the project data available t h r o ~ ~ g h  the Operations Portal and were found by summing the expenditure 
category from 3701A and 3701s. All of the planned expenditures from the Amendment match the planned cxpcnd~tures from the project 
portal source expect those in ital~cs. and the totals are the same. 
c. Up to an aggregate amount disbursed. 

34.0 

0.1 .08 
2.3 

Equipment 

2 1.9 

1 
2.4 

1.5 
34.0 

54 

208 

9 

329 

329 

332 

260 

226 

# 

# 

# 

# 

# 

# 

21.2 

1.6 
34.0 

facilit~es equipped w ~ t h  truck 

ficili t~es equ~pped \+ith motorcycle 

DISAs and network centers \v~tli colnp~lters installcd 

facilities wi th  comtnunlcat~on equtpmcnt ~nstalled 

1:dcllltles \ \ ~ t h  b a s ~ c  medical equtpment installed 

facilities that rece~ved medicines and suppl~es  

5 3 

208 

13 

425 

425 

357 

230 

184 

98 

100 

144 

129 

129 

108 

8 8 

8 1 

Rehahilitation of infrastt.ucturc 

# 

# 

fac~lities with legally reg~stcred property rights 

facilit~es with ~nfrastructure lmprove~nents 
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t h e n i l l g  

Personnel t ra~ncd in educational methodology for Qucchua and Andean 

Health Service Nehvork Formntio~l 

206 

342 

# Personnel trained in network mapping (deliniitat~on) 212 

390 

103 

143 

Quality 2\ssurance 

# personnel trained In quality standards and indicators 
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*The SAR Included a tabl-e oS~nd~cators, the targets for which were to be determined \vlt11 data from baseline studies at the sub- 
reg~onal level 'I'he table reported In the BHNP Final Report ~ncludes a few of the same ind~cators in the SAR but var~es due to 
restructuring of the project's activ~ties. 

Component and output 

fac~lit~es w~th costing system installed 

Table C-5. Major BHNP Contracts with NGOs 

Planned 

367 

394 

97 

305 

89 

233 

7 

I 1  

# 

# 

# 

7 / 7 / 100 

personnel trained in qual~ty in~provement projects 

quality i~nprovcinent projects iniplemented 

fac~l~tles u ~ t h  qual~ty improvement projects ~mple~nented 

Report includes a more extensive list of ~nd~cators 

1 Educational co~nmunication for healthy behaviors interventions 1 AED 1 28 1 1.5 1 

Executed 

615 

254 

107 

289 

88 

3 12 

6 

--- 
I I 

Prorluct 

I Imuroving Primary Care Guarantee of Quality I URC 1 24 1 2 . 7  1 

Percent 
Executed 

168 

64 

110 

95 

99 

134 

86 

1 00 

Health Services Management 

# 

# 

Firm 

I Women and Ch11dren.s Ilealth Training I UI'CH - Pathfinder / 12 / 1 2 1 

Personnel tra~ned in qual~ty standards and Indicators 

personnel tra~ncd in d~plonia program for liealth sen81ces management 

O r g a n ~ z ~ n g  Ilealth S e n  Ices 

Soc~al  Marhct~ne 

I Activities in Maternal and Child llealth 1 

Durrrtion 
(montlis) 

/ - San Juan de 1,urlgancho - L ~ m a  I INCAFAM I 12 1 54 i 

Programming and Budgeting 

Total cost US$ ' 
izlilliorr 

CARJ 

APROPO 

I - Salitral / B ~ ~ e n o s  Aires - Piura ( ADEC IDEAS I 12 1 .26 1 

# 

# 

personnel tralncd in prograriimlng and budgeting 

regional health departments \v~th completed budgets uslng SPP 

1 S 

I.? 

1 9  

1 6  

- Cuzco 

- Cuzco I- 

1 

- Cuzco 

- Chota- Caiamarca 

# 

CADEI' 

I'IJRISLIN 

Quechua Course 

['raining Program and Promotion of Healthy Behaviors 

/ - Comulementarv Assistance SPP 1 CII'RODES I 8 / .03 1 

personnel tranied in use of costing system 

CAKITAS 

ESCAES 

UNSA-CUSCO 

KAL1,PA 

Budget I'rogramm~ng System (SPP) 

L D e v e l o p ~ n g  capaclty and technical ass~stancc for SPP I CIPRODES I 12 1 02 1 

I I 

12 

I2 

- SPP trninlng and ~~np lemen ta t~on  plan 

I Inlhrnmat~on Svstcm fbr Costs and Aqu~s~ t lons  (Slstema de Informac~on de Costos e Ingrcsos - SICI) 1 

.20 

. I4  

12 

I I 

I I 

15 

CIPRODES 1 12 .08 

- SIC1 Training and lmplementation Plan 

- Consolidation of SIC1 in Chulucanas Net\vork 

CII'ROI>ES 

CIPRODES 

Maternal and Child Ileaith Insurance (SMI) 

12 

6 

.2  1 

.03 

.04 

Total: IJS$l 1.4 

3 - Cost cstimation study of Basic package for SMI CIPRODES 
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HEALTH REFORM PROGRAM, FIRST PHASE (LOAN 4527) 

Table C-6. Cumulative Estimated and Actual Disbursements of IBRD 
Financing " 
. -- a -  - - - -  - - -  - " - -  - " - - " . "-- 

2000 2001 2002 2003 2004 2005 2006 Total 

- - 80 0 

Actual (US$M) 0.0 0.0 2.5 4.4 3.5 10.9 5.6 27.0 

Table C-7. Planned and Actual Financing by Component (in US$ millions) 

Cost at 

/ development and institutional I 
I I I I 

/Ictual (IS u percent ] 
of plan~zerl cost I . . 

100.0 
100.0 

Actifal Cost 
1 .  Strengthening Health Demand 
2. Strengthening decentralization policy 

and services 
4. Project coordination 
Total Project Costs 
Front-end fee IDB 

149.0 
22.8 

8.0 
228.8 

8.0 
228.8 

Total Financing required 

149.0 
22.8 

100.0 
100.0 

9.7 

I Co-financing (IDB) 

239.30 

Table C-8. Allocation of IBRD Loan Proceeds, by categorya 

2.7 
Front-end fee IBRD 

IBRD Loanlcredit 

a I n d ~ c a t ~ \ c  costs tahen from PAD, page I1 
95.00 

27.8 
0.3 0.8 

231.80 

Expenditifre categorjj 
1 .  Civil Works 
2. Goods 
3. Consultant services and training 
4. SMI Program 
5. Project Ad~ninistration 
6. Front-end fee 
Total project costs 
Unallocated 
Total 

37.5 
96.9 

80.00 
29.00 

n Appra~sal cstlrnatrs from Anncx 7, Table C of the PAD, actual amoutits frorn World Dank Prqcct  Portal. 

Appraisal 
Estinlate 

2.0 
8.0 
17.0 
50.0 
1 .0 
.8 

78.8 
1.2 

80.0 

Actual 
amount 

7.4 
8.2 
10.3 

0 
0.9 
0.3 

27.0 
0.0 

27.0 

30.53 

Acturrl as 96 of 
appraisal 
estiincite 

370.0 
102.5 
60.6 

0 
86.0 
34.0 
34.0 
0.0 

34.0 

27.00 33.75 
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Table C-9. Health facilities with cultural interventions 

Cultural interventions 
Health Center 

No 

1 Training in local language 18 49 

Health Posts 

No 
I I 

I Vertical birth delivery infrastructure. 1 14 I 18 I 

Waiting house "casa de espera" 

/ Vertical birth delivery equipment. 1 10 I 2 0 I 

13 

Table C-10. PARSALUD - Project Development Objectives Indicators 

8 

Total 
Source: PARSALUD final r e~or t .  

18 

I  ase el in el 

56 

Actual I Achieved 
Original indicators 1 (2000) / Target  1 (2005) I 

Percent of births that had 4 or more antenatal visits by a 
skilled professional (Project area)a 
Percent of deliveries attended by a skilled health professional 
(Project Area) 

32.2 1 51.36 1 57.2 1 Yes 

Number of cases treated of acute respiratory infections (ARI) 
in children under age 5 (annual) * 
Number of cases treated of acute diarrhea (EDA) in the 

components 
Percent of attended deliveries that received oxytocin (Project I 49.4 I 90 1 90.4 1 Yes 

27.6 

children under age 5 (annual) * 
Percent of children between 18 and 29 months vaccinated with 
DPT3 (Project area) " 
Number of beneficiaries who receive care in primary care 
facilities of the MOH annually 
Increase in the number of municipalities with DPT3 coverage 
for children under age I 
Percent of yellow fever cases treatedc 
Percent of health departments (DISAs) which are 
implementing regional and local health plans that respond to 
communicable diseases and environmental health programs. 
lntermediate outcome indicators after  the change in 

8,747,589 

4,535,892 

36.7 

78.3 

area) 
Percentage of deliveries attended institutionally by SIS 
(Project h e a l d  
Percent of deliveries financed by SIS in the first two quintiles 

3,700,000 

780,000 

(Project area) 
Number of health facilities refurbished to con~ply with 
Essential Obstetric Function (EOF), Basic Obstetric Functions 
(BOF)' 
Referrals as a percent of the number of people treated 
Percent of newborn children covered by SIS who are weighed 
within the first 24 hours of birth (Project arealf 

50.9 

9 5 

17,000,OOC 

8 0 
8 0 

18.5 

44.4 

Yes 

7,742,457 

4 3 3  1,800 

Source: ICR, p. 18 and v 
Notes: 

0 

5 
64 

See belo\ 

See belo! 

87.4 

28,000,000 

44 

100 

42.4 

50 

No 

Yes 

See belot 

Yes 
Yes 

20 EOF 
59BOF 

1 1  
95 

59.9 

56.4 

Yes 

Yes 

20 EOF 
54 BOF 

5 
74 

N o 

N o 
No 
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a. The percent of pregnant women with four or Inore prenatal visits in the project area increased by 78 percent, a much faster 
rate than national average (26 percent). 
b. DPT3 was replaced by a more complex vaccine so that its coverage at thc regional level was reduced in the last feu )ears. 
(The Pentavalent. which includes DPT3, Hepatitis R and Haemophilus Influenzae type b vaccines. is more powerful but is 
more dernandillg in its application and logistics.) 
c. By law, the reported cases have to be treated 
d. The nation~bide indicator increased 73.1 percent whilc the one in the prqject area increased 223.8 percent 
e. Target was met for EOF. 91 percent of the BOF target. This was due do additional costs. 
f. The target was not achieved. However it improved faster in the project area (15.6 percent) than the national average (13.7 
percent). 

Figure C-1. Spending on health and nutrition, 1990-2000 

Year I 
I 

Source: Public Expenditure Review (2003), which used data kom the MEF. 
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Figure C-2. - Development Assistance for Health and Population to Peru 
1995- 2005 

60 

50 

g 40 
0 .- - - 

30 
tff 

-4- Populat~on 1 -- -- 

3 20 

'lo 

0 

1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 

Source: OECDIDAC, International Development Statistics online database as of August, 2007 
Note: Population includes HIVIAIDS; Health does not appear to include nutrition programs 
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Annex D: Trends in HNP Outcomes 

This annex presents trends in indicators of health outcomes (infant, child and maternal mortality, nutritional status of children, and women's 
fertility) and service use or coverage (immunization, contraceptive use. and deliveries by medical professionals), using data from DHS surveys 
conducted in 1992. 1996, 2000, and the DHS Continuous Surveys from 2004-05 and 2004-06. 

Table D-1. Trends in health outcomes and access to health facilities, 1996 to 2004-06 

Heultlt outcomes 
Stunting (children < 5 yrs) "." 
Wasting (children < 5 yrs) 
Underweight (children < 5 
Y'S) 
Infant mortality rate (5 yr) 
Under-5 mortality rate (5 yr) 
Total fertility rate (3 yrs) 

Urban 
1992 1996 2000 2004-06 1 

Rural 
1992 1996 2000 2004-06 ] 

Total 

25.4 

10.7 7.8 7.1 7.6 

Access to 11 eultlt facilities 
Full vaccinationd (children 
12-231 18-29 months e, 
BCG (children 12-231 18-29 
months ') 
DTP3 (children 12-23 I 18-29 
months ') 
Measles (children 12-23 1 18- 
29 months ') 
Modern contraception rate 
Mother received medical care 
at birth' 
Source. Peru Demographic and Health Survey Reports. 1996, 2000, 2004-2005 (for nutrition) and 2004- 06 (ht tp : / i~\~vw.n~easuredl~s  coml) and IEG calculations of t-tests for stat~stical sign~ficance. 
h'ote Shaded cells denote statist~cally sigrnficant trend at p<=.05. Italics ~ndicate statistically significant trend at p<= 10. unable to determine sign~ficance for l~ealth outcomes between 1992 and 1996 
and nutr~t~on outcomes behveen 200U and 2004 because standard errors were not reported. 
a Stuntlng. wasting and undemeight statlstlcs are for all children below -2SD frorn the ~nedlan (thus. it includes severe stuntlnd\vast~nd~~ndem~eight). 
b. Stunting. wasting. and underweight rates for reported for In the 2004-06 column are from the 2004-05 DHS because a d~fferent standard was used for the 2004- Ohsuney 
c. No standard errors reported for 5 year infant and under-5 n~ortality rates In 1992, stat~st~cal s~gnificance of trend between 1992 and I996 c a i  not be calculated. 

65.1 65.1 60.41 
71.6 68.8 

95.5 97.1 98.21 
98.0 96.5 

76.3 80.0 88.51 
89.4 87.2 

78.9 88.0 74.01 
86.1 86.1 

39.7 47.8 56.1 53.2 
74.4 80.6 85.0 92.1 

46.4 59.8 51.11 
59.6 61.9 

83.2 90.3 93.61 
93.9 56.1 

55.4 72.7 77.11 
78.8 79.5 

66.4 82.7 69.31 
82.2 85.2 

15.5 27.4 40.3 37.9 
18.7 21.5 28.7 48.5 

57.7 63.0 56.41 
66.3 65.7 

90.6 94.3 96.21 
96.2 96.3 

68.1 77.0 83.61 
84.7 83.8 

74.0 85.8 7 1.91 
84.4 85.7 

32.8 41.3 50.4 47.6 
52.5 56.4 59.3 72.8 
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d Includes BCG, measles, 3 doses of UI'P3 vaccine and 3 doses of pollo bacclne for children 12-23 months. For 2000, pollo vaccine at b~rth IS cxcludcd 
e, 'l'he vacclnatlon rates \\ere taken from the Annexes of the DHS Surveys. Beginning in 2000, the DllS S U N ~ ~ S  report rates for children 18-29 months due to a change in the vaccination schedule. 

I Iowever, the figures reportcd In the Annex B of the 2000 Report do not match the 18-29 month rates reportcd in test and appear to be 12-23 month rates Annex B tables B 3 1-3 3 of the 2004- 06 
I<eport ~nclude the 18-29 month rates which are comparable to the ratcs reported In the 2004- 2006 lieport. It IS not possible to only report 12-23 month rates because none are available for 2004- 
06. 

f Includes doctor, nurse-midwife (ohsteir~z),  or nurse. Data from 2000 from Annex B tables I3 3.1 - 3.3 of the 2004-06 lieport for comparability. 

Table D- 2. Trends in health outcomes and access to health facilities among the poor, 1996 - 2000 

Source: D H S  data reported on the World  Bank HNP Stats website (www.worldbank.orgipovertyandhealth1) and  DHS 2004- 05 a n d  2004- 06 

Henltlz outcontes 
Moderate stuntingb (children < 5 years) 

Moderate underweightc (children < 5 years) 

l 'otal  fertility rate (3 yrs) 

Access to Ir ealtlz facilities 
Full vaccination (children 18-29 months) 

BCG (children 18-29 months) 

DTP3 (children 18-29 months) 

Measles (children 18-29 months) 

Modern  contraception rate 

Deliveries by  trained personnel 

itrote: Shaded cells denote statistically significant trend between 1996 a n d  2000 a t  p<=.05. I t  was  not  possible t o  calculate significance between 2000 and 2004. 
a.  2004- 2006 rates are from DHS 2004- 2006 and thus. may not be completely comparable to the data from 1996 and 2000. 
b. Percent between -2 SD and -3 SD below the median height for agc of the reference population. 2004- 2006 rate is from 2004- 2005 reported to allow for better comparison with 
previous survej s. 
c. Percent bet\i,cen -2 SL) and -3 SD below the median weight for age of the reference population. 2004- 2006 rate is from 2004- 2005 reported to allow for better comparison with 
previous surveys. 
d.  Includes BCG. Measles. 3 doses of DTP3 vaccine and 3 doses of Polio vaccine. Polio vaccine at birth is excluded. 
e. Trained personnel includes doctors. nurses and trained midwives. It does not include traditional nlidwives or traditional birth attendants whether or not they are trained. 

Lowes t  wea l th  qu in t i l e  

1996 2000 2004- 
06" 

28.2 29.4 29.4 

14.1 13 14.4 

6.6 5.5 4.9 

55.3 57.9 60.8 
86.6 92.1 94.2 
68.2 76.2 79.3 
78.1 80.8 82.7 
24 36.8 32.3 
13.7 13 30.5 

Highes t  w e a l t h  qu in t i l e  

1996 2000 2004- 
06" 

4.5 4.2 4.4 

0.9 0.7 1.9 

1.7 1.6 1.4 

66 81.1 75.1 
95.6 99.8 93.2 
84.7 93 94.6 
91.8 92.3 90.9 
50.3 58 53.8 
96.6 87.5 99.2 

L o w l h i g h  qu in t i l e  r a t i o  

1996 2000 2004- 
06" 

6.3 7.0 6.7 

15.7 18.6 7.6 

3.9 3.4 3.5 

0.8 0.7 0.8 
0.9 0.9 1 .0 
0.8 0.8 0.8 
0.9 0.9 0.9 
0.5 0.6 0 .6 
0.1 0.2 0.3 
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Table D-4. Deliveries in Public and Private Institutions, and Home by 
Wealth Quintile 1996- 2004-06 

Lowest wealth quintile Highest wealth quintile Low1 High quintile ratio 1 

Private Institution 1 0.4 0.5 0.4 1 2 1 . 0  21.4 22.7 1 0.0 0.0 0.0 I 

Place of delivery: 

Public Institution 

Home 1 89.3 56.2 68.5 1 5.5 3 .O 1.3 ( 16.2 18.7 52.7 1 
Source: DHS data reported on the World Bank HNP Stats website (w~~w.worldbank.orglpovertyandhealth/) for 
1996 and 2000. 3004- 06 rates as reported in DHS 2004- 06 Report. 

1996 2000 2004-06 

8.5 10.4 30.0 

Note: Shaded cells denote statistically significant trend between 1996 and 2000 at p<=.05. It was not possible 
to calculate significance between 2000 and 2004- 0 6 as the numbers may not be completely comparable since 

1996 2000 2004-06 

70.9 63.2 74.4 

they are from different data sources. 

1996 2000 2004-06 

0. I 0.2 0.4 
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Annex E: World Bank support for HNP outcomes in Peru 

Table E-1. World Bank lending for HNP, 1994-2006 (figures in US$ 
millions) 

1 11122194- 1213 1/00 1 Basic Health and 1 34.0 / 44.5 1 33.8 1 44.3 1 MS I 

Date approved- 
Date closed 

1211 6193- 6130197 
Project Name 

FONCODES I 

I Nutrition Project 
711 6196- 6130100 / FONCODES I1 
6119101- 9/28/01 
6i2610 1 - 6,'30106 

IBRD 
Amount 

Committed 
100.0 

150.0 1 430.0 1 124.0 1 355.0 1 S 

1 first phase) 

Table E-2. World Bank CAS and Sector Work 1994- 2006 

I 

1111 1103- 12/31/04 
1217104- 1213 1/05 

Country Assistance Strategy (CAS), progress reports and evaluations 
CAS (Vol I )  1994 

Planned 
Project 

Cost 
495.0 

PRSL 1 I 

Health Reform 
Program (PARSalud, 

CAS 1997- 2001 
CAS Progress Report (Vol I) 
CAS 2002- 2006 
CAS Joint Progress Review 
CAS/Country Partnership Strategy 2007- 201 1 

100.0 
239.3 

~~~~~~ 

100.0 
80.0 

9/17,'02- 1213 1102 1 PRSL I 1  
PRSL 111 
PRSL IV 

Economic and Sector Work (ESW) 
World Bank Country Study: Peru, Improving Health Care for the Poor 1999 
Povei-ty and Social Developments in Peru 1994- 1997 1999 1 
RECURSO Peru I: A New Social Contract for Peru 2006 
Policy Note: An Opportunity for a Different Peru 2006 
Economic Reports 
Public Expenditure Review 1994 
Public Expenditure Review 2002 

IBRD 
Amount 

Disbursed 
100.0 

100.0 1 100.0 1 100.0 1 100.0 1 S 

100.0 
27 0 

150.0 
100.0 

Actual 
Project 

Cost 
577.0 

IEG 
Rating 

NA 

100.0 
23 1.8 

150.0 
100.0 

S 
S 

150.0 
100.0 

150.0 
100.0 

MS 
MS 
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Annex F: Trends in Public Expenditure on HNP in Peru 
and HNP Spending by Donors 

Table F-1. Increase in the number of health facilities by district wealth 
quintile 

I I Public Private Total 
Percent Percent Percent 

Quintile / 1992 1996 increase 1 1992 1996 increase / 1992 1996 increase 
I 1 483 877 82 0 - 3 1 483 879 8 2 

Figure F- 1. Public Expenditure on Health as Percent of GDP, 1992- 2001 

3 - 
3 
4 
5 

Total 

1992 1995 1997 1999 2001 

I Source: OED 2002, citing data from IMF reports and database. 

Sozrrce Valdivia and Mesinas, 2002; data from Censo de Infraestrucutura Sanitaria y Recursos del Sector 
Salud 1992 y 1996 

680 1094 6 1 
823 1325 6 1 
870 1316 5 1 
1462 1761 2 1 
4318 6373 48 

1 13 1200 
8 15 8 8 

2 1 46 119 
264 857 225 
294 933 217 

68 1 1107 
831 1340 
891 1362 

'i 1 
53 

1726 2618 5 2 
4612 7306 58 
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Figure F-2. Health Spending as Percentage of GDP and General 
Budget, 2000- 2006 

- - -- 
-Percent of GDP -E+ 

So~~uce Taken from CIES, 2005, data from MEF 



Annex G: Timeline 

Annex G 

YEAR 
1983 

1985 

1986 

office having been 
elected in 1980. 

President Alan Garcia elected. 

A perceived "debt trap" limits and 
eventually stops all foreign debt 
payments. lhere  is increased 
protectionism and a high fiscal 
deficit is financed by money 
creation. (SAR) 

The National Population Law is passed 
guaranteeing inforlned choice 
regarding reproduction and 
contraceptive access, education, 
services and use. (Coe) 
Peru DHS results published 

World Bank Events 
Peru Primary Health Project 
approved (US$33.5 tnillion IBRD 
loan; $55.5 total project cost) 

World Events and Projects by 
other Agencies 

Effects of Mexico's 1982 
default on international debt 
triggers Latin American debt 
crisis (1)  
PAHO launches an initiative to- 
eradicate polio in the A~nericas 
by 1990 

Inflation, econonlic output and real 
wages drop. 
Hyperinflation. Central 
government spending dropped to 
less than 15% of GDP (1989- 
1990). although social services 
were somewhat protected -with 
expenditures for health (excluding 
social security) stable at 4-5% 
fiom 1970 
President Alberta Fujimori 
elected. At the time of his election, 
political violence was claiming 
more than 3,000 lives each year; 
tax collection was less than 6 
percent of GDP, down from 

The National Population Program is 

Decree reduces MOH role in service 
delivery and refocuses it on policy, 
planning, technical assistance to the 

1 regions and quality assurance. But sub- 
regional directors in most regions 

1 continued to exercise responsibility for 

immunization worldwide is 
reached (35) 
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YEAR Country Events 
around 14 percent in 1985; real 
wages had declined by 60 percent 
since 1985; and the country was 
under hyperinflation. Prices had 
increased by a factor of 27 
million over the previous three 
decades. (CAS) 

Economic stabilization and 
adjustment program begins in 
August. 

The government creates an 
emergency social assistance 
prograrn to provide direct food and 
health assistance to the poor. 
(CAS) 

"Fujishock"- Dramatic reforms to 
stabilize economy and eliminate 
hyperinflation 

' Policy reform to promote 
competitiveness, deregulate, 
simplify tax regime, liberalize 
trade, reduce size of public sector, 
control public sector wages 
(March) 

The emergency social assistance 
prograrn is replaced by 
FONCODES (Aug). 
Fuj itnori's autogolpe 

Inflation moderated to just below 
600'; consolidated public sector 
fiscal deficit declined from 6.5 of I - 

Peru Health Events 
managing health services and facilities; 
In response to adjustment, prices of 
imported medicines increase and 
voluntary civil service lay-offs attract 
staff to MoH 

By 1990 number of health centers 
increased by 60% and health posts 
doubled between 1980 and 1990 but % 
of al centers were inoperative in 1990 
due to lack of equipment; '/4 of all 
physicians located in Lima 

Cholera outbreak- most serious in 
Americas in century 

The last indigenous case of polo occurs 
in Northern Peru 

Majority of MoH workers on strike for 
four months during the cholera 
outbreak 

Second National Population 
Programme formulated. 

--- 

Peru DHS resu~ts~ubl ished 

World Bank Events 

Bank approves Peru's application 
for lending to a country with 
protracted arrears- Peru agreed with 
Bank and IMF on external 
financing plan, adopted IMF 
stabilization program and Bank- 
supported adjustment program and 
continued debt service payments to 
Bank (July) 

Primary Health Care Prqject is 
closed having disbursed only 17 
percent of the loan approved 

-- 

First Bank Mission on Basic Health 
and Nutrition Project (April) 

World Events and Projects by 
other A encies r! 

Mexican financial crisis sends 
shockwaves through Latin 
America. 

Americas are certified polo-free 
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Country Events 
;DP in 1990 to 3% in 1992. 
lnproved trade and FDI 

:I Nino phenomenon causes a 
evere drought 
'irst 4 months of 1993, there is a 
.2% growth in GDP: But % 
lopulation is poor and 115 is 
xtremely poor 

Fujiinori reelected for second terill 

Peru Health Events 

1993 poverty alleviation program 
financed social investment fund, 
PKOCODES and new health sector 
project, Proyecto Salud Basico para 
Todos (PSBT)- Basic Health for All 
(ICR) 

CLAS (Comit6.~  locale^ de 
Advz~nlstrucicin dc2 Salzrd) in~t~ated 
(2PAD, p. 8) 

INEl begins to iinplement quarterly 
household survey @PAD, p 45) 

World Bank Events 

BHNP appraisal mission (Jan) 

Arrears with the Bank and IMF 
cleared (March) 
BHNP Negotiations (Nov) 

FONCODES I approved (US$100 
million IBRD loan; US$498 million 
estimated total project cost). It is 
the first IBRD-assisted social fund 
project. (Dec) 

PL'YZI Poverty Assessment and 
Sociul Pol~cles and Progrun?sfor 
the Poop published 
BHNP Planned date of 
Effectiveness (Feb) 

CAS (Vol I )  published 

Peru- Public Expenditure Review 
published 
BHNP project reorganization; 
operational plan for 1995 focuses 
on integrated health care and 
quality of care 

BHNP's TB component expanded 
to communicable disease 
component to include malaria (ICR) 

World Events and Projects I 
a l e s  

IDB. Strengthening Health 
Sector Program (Programa 
Fortalecimiento del Sector 
Salud) 
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YEAR 
1996 

1997 

Country Events -- 

Seguro Escolar Gratuito (SEG) created 
to provide free health services and 
medicines for children who attend 
public schools; 

Peru Health Events 

Two laws approved to establish general 
principles of sector reform- Ley Geneal 
de Salud and Ley de Modemizacion de 
la Seguridad Social and Government 
establishes UCM and the COMSSS 
(Comision Monitora de la Seguridad 
Social en Salud) 

World Bank Events 

Reorganization of ESSALUD through 
incorporation of Private Healthcare 
Providers (EPS) to manage part of its 
basic plan; in addition a superintendent 
for EPS was created to supervise the 
private companies under the EPS 
scheme (p. 654 Opportur7ity for cr 

Peru DHS results published +--- I Reorganization and scaling-up of 

Diferent Peru) 

complexity of RHNP; new 3-year 
strategic plan; developed and 
changes organizational and budget 
structure of project, including 
changes to components (ICR) 

World Events and Projects by 
other Agencies 

Amendment on October 11 changes 
BHNP budget categories (ICR 10); 
Livia Benavides begins as I 

CAS 1997- 200 1 published 

"contraparte directa del proyecto" 
in Lima (*A) 
BHNP TOR for mass 
implementation of new integrated 
health model (ICR, p. 4) 

El Nino produces extreme 
weather conditions 
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YEAR - 

1998 

1999 

Country Events 
Ley Mnrco de Decentralizncrd~ 
eliminates MlNPRE-but then 
was reestablished by Congress 
few weeks later (2PAD p. 50) 

31 Nino phenomenon affects he 
)utcomes, particularly in Piura 
where malaria increased and 
naternal deaths were related du 
,oad blockages. (ICR p. 9) 

's a 

alth 

e to 

Peru Health Events 
System of rural rondus established for 
Extramural Health Care (ELITES) (p. 
654 Opportur~rt~~for a Dfferent Peru) 

MOH pilots Seguro Materno Infantil 
(SMI) in Tacna and Mayobaniba 
(2PAD p. 8). 

Unidad para la Modemizacion del 
Sector Salud is created to start work 
with the donor agencies; it is presided 
over by Jaime Johnson 
Change in the MOH director (DGSP) 
resulting in improved BHNP project 
coordination (ICR 10) 

Direction General de Salud de las 
Personas (DGSP) drafts plan to 
streamline 8 national programs related 
to MCH and environmental health and 
creates the SMl in MOH and expands 
SMI imple~nentation to seven health 
departments (2PAD, p. 7) 

World Bank Events 
Jajor contract for implementation 
~f health practices component signed 
Jan) (ICR); 

3HNP supervision mission in 
:ebruary assessed possibility of 
:losing project due to barriers to 
nstitutional coordination with 
reject on part of Borrower (ICR 
0); 

BHNP bidding lasts through mid- 
1998 due to delays in Bank's 
approval of TOR and mid-bidding 
changes based on MOH request to 
develop certain products for health 
reform; MOH wanted to include 
Villa El Salvador (South Lima) in 
project area; project activities in 
Chota reoriented towards 
community participation in service 
delivery (p. 4) 

. . 
< ~ n a l  project reorganization in late 
998 and project is in line with 
vlOH functional programming 
tructure 

:inal transfer for BHNP to MOH 
BHNP baseline data collected in 
early 1999 (ICR p. 6) 

BHNP Community-level health 
promotion component working with 
CHW initiated under contracts with 
local NGOs but is reduced in scope 

World Events and Projects b 
other Agencies 
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YEAR Country Events 

Fujirnori wins election but then the 
bribe scandal involving 
Montesinos occurs. In November, 
Paniagua is elected by the 
Congress as interim care-taker. 

Peru Health Events 
Fujirnori announces that responsibility 
for primary health care service delivery 
will be transferred to municipalities 
over the next four years (2PAD, p. 8) 

World Bank Events 
(compared to SAR); 

BHNP contract of health practices 
component dissolved due to 
unsatisfactory contractor 
performance (ICR p. 7) 

World Bank Country Study: Peru, 
Improving Health Care for the Poor 
published 

Fujimori resigns 

President Toledo is elected 

Programmatic Social Reform Loan 
Project I approved (June) and closes 
(September) disbursing US$] 00 

World Events and Projects by 
other Agencies 

Poverty and Social Devt.lopmet7ts in 
Peru 1994- l Y Y 7  published 
PARSALUD Pre-appraisal mission 
(July) 

Starting in 2000 MOH budget will 
incorporate all of the DlSA annual 
budgets (2PAD p. 7) 

Peru DHS results published 

The Government decided to combine 
SMI and SEG to form SIS (Law 27767) 
(Parodi SIS evaluation, p 8) 

PARSALUD project appraised 
(2ICR p. 21) 
BHNP Ex-post data collected at end 
of 2000 (ICR p. 6) 

PARSALUD negotiated and 
approved by Board (US$8O million 
IBRD credit; US$239.3 total project 
costs; 1213 1103 expected closing 
date) (Nov- Dec) 
BHNP ICR released (6126101) 

PARSALUD loan agreement signed 
by GOP (April) 

u million 














