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Good Management Practice Is CorrelatedWith Good
Performance of Community-Engaged Primary Health Care
Facilities in Peru
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Key Findings

n In a survey of regional health directorates
regarding their support to primary health care
(PHC) services comanaged by community nonprofit
organizations, good regional management practices
were significantly correlated with improved PHC
service performance.

n Specific management practices that were linked
to better performance of comanaged PHC
services included: formal appointment of regional
management team leadership, vigorous financial
oversight (periodic site visits for document review
and external audits), provision of training and
information to the community nonprofit committee
and PHC staff, supervision visits by program
specialists, and inclusion of health promotion in
local health plans.

Key Implications

n Policymakers should intentionally design regional
management structure and roles that are aligned
with and hold accountable PHC services with
community-comanaged PHC.

n Policymakers need to carefully design and support
the structure, roles, and institutionalization of
community-comanaged PHC facilities to include
legally enforced accountability mechanisms for
human resources and local purchasing that have
been shown to improve quality, equity, and
coverage of PHC services.

n Health sector officials and functionaries need to
oversee implementation and continuous evaluation
of regional management practices that support and
hold accountable redesigned PHC with community
roles for collaborative management.

ABSTRACT
Background: Increasing prioritization of quality primary health
care (PHC) includes community engagement as a key element
to improve PHC performance. We assessed the correlation of
good regional management practices with PHC performance
in Peru in community-comanaged PHC that is designed with multi-
ple accountability mechanisms.
Methods: We conducted a secondary analysis of a survey of
Dirección Regional de Salud (regional health directorates,
DIRESAs) regarding their management of public PHC services
with collaborative community involvement by a Comunidad Local
de Administración de Salud (Local Community for Health
Administration, CLAS). CLAS-run facilities have previously
shown evidence of superior performance over standard PHC ser-
vices. We classified survey questions on 5 management functions
of the Primary Health Care Performance Initiative: leadership, in-
formation system, financial control, transfer of management and
leadership skills to health facilities, and supervision. An expert panel
designated management practices as “good” or “less effective.” The
outcome, PHC service performance, was the percentage of CLAS
comanaged facilities in each DIRESA achieving coverage and
utilization goals. We correlated frequency of good management
practices with PHC service performance. DIRESAs were divided
into Group 1, “higher performance,” and Group 2, “lower perfor-
mance,” to identify specific practices linked to better performance.
Results: We identified 32 good management practices among
52 response options to 17 questions. Correlation between good
management practice and good service performance was signifi-
cant (r¼.7266; 12 df; P<.01). An average of 91.1% and 37.6%
of CLAS facilities achieved service goals in Groups 1 and 2,
respectively. Of all good management practices identified, an
average of 40.6% and 24.0% were used by Groups 1 and 2,
respectively. Group 1 used 11 specific good practices more fre-
quently than Group 2.
Conclusions: Regional management and community-comanaged
PHC services designed with accountability mechanisms should be
intentionally aligned, incorporating these into policies, budgets,
processes, and capacities to strengthen PHC services.

INTRODUCTION

Primary health care (PHC) is credited as the main ve-
hicle for achieving universal health coverage (UHC)

and the Sustainable Development Goals.1–3 The Alma
Ata Declaration on Primary Health Care of 1978 was
signed by 134 countries4; 120 of them reconfirmed their
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commitmentwith the 2018Declaration of Astana.5

These have generated numerous global and national
policies and calls to action for UHC through PHC.6–11

In 2024, the World Health Organization (WHO)
Alliance for Health Policy and Systems Research
identified 5 focus areas where health policy and
systems research can make a unique contribution
to improving health and health equity, the first
being the reform of health systems and services to
achieve UHC through a PHC approach.12

The urgency of equitable health systems reform
was made apparent in the major failings of PHC in
many low- and middle-income countries during
the COVID-19 pandemic: 4.5 billion people were
not covered by essential health services in 2021 and
“less than a third of countries have improved health
service coverage” over the past 2 decades, with dis-
proportionate consequences for the poor.3

The 2020WHO operational framework for PHC
provided 4 strategic and 10 operational levers to
guide the substantial reforms that are required to
meet UHC goals, the 4 main levers being political
commitment and leadership, governance and policy,
funding and allocation of resources, and engagement
of communities and other stakeholders.2 This and
other conceptual frameworks, such as the Primary
Health Care Performance Initiative6 and Essential
Public Health Functions,13,14 help countries identify
what works for better delivery of quality population-
based PHC services and where more innovation and
research are needed.

Governance and leadership are critical strategic
levers for PHC but have had relatively little research
published on them compared to other domains.15,16

Although governance and management comprised
1 of WHO’s 6 “Building Blocks,” there was little
consensus on key concepts and measures of it.17

Definitions of PHC governance now include quality
management infrastructure that has varied aspects
and several operational levels; it can refer to the
way services are managed in health facilities or at
higher levels, such as district or subnationalmanage-
ment units.6 PHC systems with optimal manage-
ment practices are part of the structural innovations
that are “more likely to improve service quality sub-
stantially and at scale than aremicro-level efforts.”18

In general, management practices have been
categorized as leadership, planning, monitoring,
supervision, and evaluation.19 Evaluation detects dif-
ferences between the actual and desired situation
based on planning. Monitoring and supervision are
mechanisms to provide information for evaluation
and subsequent replanning.

The Primary Health Care Performance Initiative
suggested roles for PHCmanagement as qualified

management and leadership, information systems
to support and improve quality, budgets and
financing systems to meet essential costs, manage-
ment capability and leadership, and supportive
supervision for continual improvement of knowledge
and skills.6

The WHO PHC operational framework pro-
poses a set of governance roles at the subnational
level (Box 1).2

Goodpractices formanagement of health policy
implementation cannot be generalized and need to
be tailored to each country.20 When policies lack
clarity onmanagement responsibilities, scant prior-
ity is assigned for effective control of PHC from na-
tional and subnational levels. Recent PHC norms
and legislation in Peru may be useful technical
models and documents but have little content on
mechanisms and capacities for subnational man-
agement structure and leadership that are needed
to support health facility-level management and
services.21–24 Traditional public PHC services in
Peru are managed from the top down for all goods
and services. Local health facilities have no respon-
sibility for planning, financial, or human resource
management and have no accountability or com-
munity engagement mechanisms. The focus of su-
pervisory action is on technical protocols and
information reporting that is exclusively health
service related.

In a study of Peruvian government PHC ser-
vices, health facility medical officers were asked
to identify the most common PHC management
problems.25 Their responses reflected the most
generally identified PHC service delivery bottle-
necks, principally focused on human resource
shortages, lack of supplies and medicines, poor in-
frastructure, and budget deficits but not on problems
of management per se. A perception of responsi-
bilities in amultilevelworking systemof clear roles,
accountabilities, and principal-agent relationships
was lacking in the responses provided.

Community engagement is another domain
that has again been brought to the fore by WHO
and firmly established as a strategic lever in the
operational framework for PHC—both as part of
local governance in terms of community voice and
oversight for greater social accountability and as a
component of population health management,
reaching outside the health facility for proactive
community-based education and monitoring.2,14

A systematic review of 111 studies was con-
ducted in 2019 on what works and does not work
to strengthen PHC systems in low- and middle-
income countries. Five areas of intervention were
found most likely to be effective for improving the
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desired outcomes of quality, coverage, efficiency, re-
sponsiveness, and equity of PHC service delivery: (1)
placing greater emphasis on use of nonphysician
health workers, (2) integrating noncommunicable
disease prevention and control into the basic package
of care, (3) modernizing PHC information systems,
(4) building managerial capacity, and (5) institu-
tionalizing community engagement.26 Assessment
of managerial capacity was found lacking in nearly
all the studies reviewed; nevertheless, it was
highlighted as “one of the interventionsmost likely
to improve performance outcomes,” being neces-
sary to operationalize all the other facility-level
interventions. Furthermore, the evidence review
showed that improvement of all desired outcomes
of PHC services was strongly associated with com-
munity engagement.

The current study uses a systems-thinking ap-
proach to understand an important health system
reform in Peru that strengthens PHC. Specifically,
this study aims to contribute to a better under-
standing of regional management practices that
could support PHC service performance in the con-
text of the innovative community engagement
model implemented through the unique national
Shared Administration (SA) Program that has
various embedded mechanisms for accountability.
Established 30 years ago, community involvement
in PHC services in Peru was institutionalized in
1994 through the formation of legally recognized
registered community-based nonprofit organizations
called Comunidad Local de Administración de Salud
(Local Community forHealthAdministration, CLAS)
under the SA program.27 The programwas so pop-
ular that by 2002, it had scaled up, based on demand,
to encompass nearly one-third of all public PHC
facilities in Peru.

A 2007 survey, unreported until now, of
Dirección Regional de Salud (regional health
directorates, DIRESAs) provided the opportunity

to assess their management practices in relation to
CLAS-comanaged PHC facilities at a time when
there was relatively strong national support for
the SA program. Studies and evaluations before
2007 uniformly showed significantly better results
for CLAS facilities in comparison to non-CLAS facil-
ities on health service indicators.28–30 Furthermore,
a national law on comanagement and citizen partic-
ipation in PHC services was passed in 2007 by
the Peruvian Congress to provide legal stability
to the SA program and CLAS facilities.31 However,
since that time, opposition from interest groups,
faulty decentralization efforts, an apparently com-
peting model of health service organization, and
budget cuts contributed to the eroding of Ministry
of Health (MOH) support to CLAS comanagement
of PHC facilities. More detail is provided in the
Discussion section.

We posit that the 2007 survey remains rele-
vant for assessment for retrospective learning on
what works. In the post-pandemic era, a renewed
realization that PHC should be prioritized provides
the impetus for the consideration of CLAS facili-
ties as a solution to reach UHC. Thus, it is relevant
to the future expansion of CLAS facilities to assess
factors that helped to make them work well.
Furthermore, the 2007 survey results could pro-
vide guidance to other countries that are starting
to design their own models of PHC with commu-
nity engagement to better reach UHC by 2030.

COMMUNITY COMANAGEMENT
MODEL THROUGH THE SHARED
ADMINISTRATION PROGRAM

The most important policy and structural change
of the MOH for PHC in Peru in the last 3 decades
was the innovative design and institutionalization
of a community comanagement model through
the SA Program. The program was established in

BOX 1. Subnational-Level Governance Roles in the World Health Organization Operational Framework for Primary Health Care

� Reform and align the integrated primary health care (PHC)-oriented governance mechanism and planning processes at the subnational level to
respond to its 3 components (integrated health services including public health functions, community participation, and multisectoral
collaboration).

� Create community-based multistakeholder forums for collective accountability and action on health and health-related issues.
� Create an organizational culture that supports monitoring and evaluation through knowledge-sharing, open feedback, and a demand for data

in decision-making processes.
� Strengthen PHC-oriented management protocols that encourage provider report cards, patient satisfaction surveys, patient-reported outcomes,

and balanced scorecards.
� Support public, private, and community actors to develop competencies for engaging across the PHC components.

Source: World Health Organization.2
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1994 by Supreme Decree (a legislative instrument
just below the level of a law) that legally recog-
nized CLAS. Beginning with 16 PHC facilities col-
laboratively administered by CLAS in 1994, by
2006, as many as 764 CLAS had been formed,
comanaging 2,155 (31%) PHC facilities of a total
of about 6,700, benefiting 7 million inhabitants com-
prising 80% of the poverty population in Peru.27 In
2007, the SA program and the comanagement of
PHC facilities by CLAS were formalized into national
lawwith regulations to the lawapproved in 2008.31,32

The comanagementmodel for PHC has 7 inno-
vations that incorporate accountability mechan-
isms, none of which are present in traditional
public administration of the health sector.

1. Involvement of community members in PHC
management was legalized through the SA
Program. A CLAS is inscribed in the Public
Registry as a private nonprofit civil associa-
tion with its membership elected from com-
munities. The membership elects a Board of
Directors fromwithin its ranks, which works
with the CLAS manager, who is chief medical
officer of the PHC facility (or micro-network of
facilities) comanaged by aCLAS. TheCLAS col-
laboratively manages public funds transferred
to a shared bank account under a contract
with theStatewith strict rules of accountability.
The 2007CLAS law31modified itsmembership
structure to include representatives of several
public entities, including the local municipal
government (not the mayor), in addition to a
majority of elected community representa-
tives.33 Non-CLAS facilities have no commu-
nity involvement in PHCmanagement.

2. CLAS lawallows local health facility staff to be
hired and firedusing standard private-law labor
contracts that generally oblige accountability
for quality service. Furthermore, the commu-
nity has a voice in staff selection and over-
sight. CLAS comanaged facilities also have
government payroll employees on staff since,
once they gain such status, they can be fired
only for extremewrongdoing. Non-CLAS facil-
ities are staffed mainly by government payroll
employees and some short-term personnel
contracted by the DIRESA.

3. New financial mechanisms for PHC were creat-
ed in which funds from public health insurance
per capita payments are transferred to the CLAS
comanaged bank account to allow rapid and ef-
ficientpurchasingofdrugs, supplies, equipment,
and infrastructure under joint legal control of
the CLAS board of directors and CLASmanager

with monthly financial reports to the DIRESA.
Non-CLAS facilities do not manage funds at the
local level.

4. CLAS comanaged facilities have local procure-
mentmechanisms for PHC inwhich purchasing
was modernized to allow use of private-sector
law by CLAS comanaged facilities, advancing
transparency and efficiency in PHC acquisitions.
The community has a voice in spending deci-
sions. In contrast, procurement under public
administration law is not done locally; pur-
chasingprocedures are cumbersome, less trans-
parent, and have no community involvement.

5. Each CLAS and its comanaged PHC facility
(ies) develops an annual local health plan
with input from community members to in-
corporate local priorities. The plan serves as a
guide to implement, monitor, and evaluate
services and community activities. Non-CLAS
facilities haveno local health plan and respond
primarily to goals established by centrally-
determined vertical health programs.

6. Each CLAS President signs a tripartite Co-
management Agreement with the DIRESA di-
rector and the district mayor based on commit-
ments to implement the local health plan.
Among other advantages, this legal agreement
allows the district government to channel
supplemental funds to CLAS facilities for
community health and other activities. Non-
CLAS facilities cannot sign agreements with
other public or private entities.

7. Public financing of an Equipo Técnico de
Administración Compartida (Technical Team
for Shared Administration, TTSA), composed
of a physician, a lawyer, and an accountant,
provides regional management support to the
SAprogramandCLAS facilities in their respec-
tive DIRESA. Non-CLAS facilities do not have
such a management support team; rather,
they are supervised on clinical services deliv-
ery by respective vertical health programcoor-
dinators from the DIRESA.

In summary, through the CLAS committee,
community members participate in the planning,
monitoring, evaluation, oversight, and account-
ability for implementing the local health plan;
overseeing the work of health and administrative
personnel under any labor regimen (public or
private); hiring and firing staff under the private
labor regimen; setting procurement priorities;
spending oversight; health promotion planning
in its jurisdiction; and others. Under CLAS law,
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the community is involved in actions that inte-
grate essential functions of public health with
PHC services and legal accountability mechan-
isms for those actions.

Previous studies comparing CLAS facilities to
non-CLAS facilities have shown better performance
of CLAS facilities on indicators of quality, coverage,
equity, efficiency, and impact.28–30,34–38 For ex-
ample, patient waiting times of less than 15minutes
and more than 30 minutes were found in 75% and
6%of CLAS facilities, respectively, and in 43% and
29% of non-CLAS facilities, respectively.28 Health
service coverage was measured in a study of all
675 PHC facilities in 3 health regions (Cusco,
Huánuco, and La Libertad), showing the average
number of health visits per child younger than
age 5 years per year as 2.32 and 2.94 in rural and
urban CLAS facilities, respectively, while the
averages were 1.32 and 1.73 in rural and urban
non-CLAS facilities.30

The current study aimed to determine if good
regional management practices were correlated
with better performance of CLAS facilities and
identify good management practices that may be
linked with better PHC service performance in
CLAS facilities.

METHODS
A secondary analysis was conducted of a survey of
23 DIRESAs implemented in 2007 by the MOH of
Peru. The Introduction and Discussion sections ex-
amine the relevance of reporting on the 2007 survey.
The analysis aimed to assess the correlation between
the use of good regional management practices
and the level of service performance in CLAS
comanaged facilities. Management actions were
assessed through multiple-choice survey ques-
tions. More than 1 response could be marked for
each question, which was classified by the authors
according to the management function framework
of Primary Health Care Performance Initiative6:
leadership of the SAmanagement team; information
systems (planning, goals, monitoring); financial
control; transfer of health facility management ca-
pacity and leadership skills; and supervision. A
panel of experts on the SA program and CLAS clas-
sified responses as either “good practice” or “less ef-
fective practice.” We tabulated the number of good
management practices reported by each DIRESA
and divided that sumby the total number of possible
goodpractices to obtain thepercentageof goodman-
agement practices used by each DIRESA.

As the primary outcome variable, the level of
performance on delivery of PHC services was

defined as the fulfillment of goals established in the
local health plan of each CLAS. These goals were
committed to in the comanagement agreement
(contract) between eachCLAS facility and its respec-
tive DIRESA.Weused the inverse of theDIRESA re-
sponse to the survey question, “What proportion of
existing CLAS in the region have demonstrated lim-
itations or deficiencies inmeeting contracted goals?”
Goals referred to the planned achievement of health
coverage indicators (e.g., population-based coverage
of child immunization, well child visits, and prenatal
care) and health service utilization indicators (e.g.,
numbers of medical consultations and follow-ups,
emergency visits, and dental consultations).

Pearson’s correlation coefficient was used to
statistically describe the linear relationship between
the percentage of good management practices used
by each DIRESA and their respective average pro-
portion of CLAS facilities with good service perfor-
mance (goal achievement).

To identify specific practices associated with
good performance, the DIRESAs were divided into
2 analysis groups: Group 1 with “higher-performing
PHC services” and Group 2 with “lower-performing
PHC services” (Table 1).

We compared Groups 1 and 2 using chi-square
to verify the differences between them in the per-
centage of good management practices used and
in the percentage of contracted goals achieved.

To rule out external confounders that might
explain the differences between the 2 study groups
of DIRESAs, the groups were compared on overall
regional health system capability and equity consid-
erations by assessing themean infantmortality rates
in each of the 2 study groups during the 5-year time
periods before 1996, 2007–2008, and 2014 using
national demographic and health survey results.

Finally, good management practices were
identified that were reported by the majority of
both Groups 1 and 2 or reported more frequently
in Group 1 versus Group 2.

RESULTS
Twelve of 23 DIRESAs responded to the survey,
reporting on 1,381 CLAS facilities in their regions,
which comprised 64% of all 2,155 CLAS facilities
nationally. On average, 65.4% of 1,381 CLAS
facilities in 12 DIRESAsmet the contracted goals
in their respective comanagement agreement.

Thirty-two of the 52 possible management
actions in the survey response options were clas-
sified as good management practice and 20 as less
effective. An average of 32% of the 32 possible
good practices were implemented across all DIRESAs
surveyed.
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The Figure shows a significant correlation be-
tween PHC services performance and the use of
good regional management practices. Pearson’s
correlation coefficient was r¼.7266, 12 df, P<.01.

Dividing study DIRESAs into 2 analysis groups
based on meeting performance goals, DIRESAs in
Group 1 reported an average of 91.1% (range
89% to 100%) among 718 CLAS facilities that met
their performance goals, while Group 2 reported
an average of 37.6% (range 20% to 74%) among
663 CLAS facilities. The difference between the
2 groups is significant at P<.01 (Table 1).

Assessing good management practices by study
group, DIRESA Group 1 used an average of 40.6%
of good practices considered, significantly different
from DIRESA Group 2, which used an average of
24.0% (Table 2).

In this assessment of the comparability ofDIRESA
Groups 1 and 2 to rule out confounding character-
istics of DIRESAs that could bias the correlation be-
tween the 2 main study variables, the 2 DIRESA
groups were found to be similar in their mean
trends in infant mortality rates over 3 5-year peri-
ods before 1996, 2007–2008, and 2014.39–41 These
average rates per 1,000 live birthswere, respectively,
51, 27, and 21 in Group 1 DIRESAs and 54, 24, and
17 in Group 2 DIRESAs (Supplement 1).

Good Management Practices in the Majority
of Regions Studied
Themajority of DIRESAs studied used the following
4 of 32 good management practices: (1) in 11 of

12 regions, CLAS submitted monthly financial
reports with supporting documents to the DIRESA;
(2) 9 of 12 DIRESAs provided technical advice to
their respective CLAS associations on the formula-
tion of their local health plan; (3) the TTSA jointly
coordinated and/or conducted supervisory field vis-
its to CLAS facilities along with supervisors of other
vertical health programs; and (4) the use of a prees-
tablished supervision guide was the case in the ma-
jority of regions.

GoodManagement Practices in RegionsWith
Better Primary Health Care Service
Performance
Eleven of 32 good practices were reported more
frequently in DIRESAs of Group 1 than Group 2.
“More frequently” was defined as a difference of
33% or more (2 or more of 6 DIRESAs) in Group
1 reporting a certain practice compared to the num-
ber of DIRESAs reporting it in Group 2. The good
management practices reported more frequently
by Group 1 included 2 aspects of the TTSA forma-
tion; 1 aspect of the TTSA work planning; 1 aspect
of CLAS supervision; 2 aspects of financial control;
3 aspects of technical assistance provided to CLAS;
1 aspect of human resources management; and
1 aspect of health promotion planning (Box 2).

Detailed results of all survey questions by study
group are shown in Supplement 2 (English) and
Supplement 3 (Spanish).

FIGURE. Correlationa Between Percentage of CLAS Comanaged Primary Health Care Facilities That Completed
Their Contracted Goals and Percentage of Good Management Practices Used by Each DIRESA

Abbreviations: CLAS, Comunidad Local de Administración de Salud; DIRESA, regional health directorate.
a Pearson’s correlation coefficient, r¼.7266, 12 df, P<.01.
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DISCUSSION
PHC system design should include optimal manage-
ment practices to ensure quality, efficiency, and
effectiveness. These are part of the structural
innovations that are identified as crucial for quality
services, “more likely to improve service quality sub-
stantially and at scale than aremicro-level efforts.”18

Previous evidence has shown the positive effects of
community involvement on PHC service delivery
performance or quality,26 but few prior studies
have assessed how good subnational management
practices could potentiate the effect of community
involvement on service improvements.

The finding that regional-level infantmortality
trends are similar in DIRESA Groups 1 and 2 sup-
ports speculation that differences in the main
study variables were not due to mean differences
in regional capabilities, resource availability, or pop-
ulation characteristics between the 2 study groups.

Despite the existence of evidence of the supe-
rior impact of the CLAS comanagement model on
PHC service delivery as compared to standard gov-
ernment PHC services (non-CLAS), health sector

support for CLAS has waned over time and no
longer enjoys the same level of political mandate
or budgets for full implementation of the CLAS
law for reasons that are important to recognize.
Flagging support to CLASmay be related to the fol-
lowing 4 factors.

First, public sector health worker unions have
threatened and conducted national strikes to get
health personnel contracts changed to appointments
to permanent public sector payroll, referred to as
nombramiento to government service. Permanent
appointments have 3main effects onCLAS facilities,
especially those in rural locations: (1) reduced PHC
productivity at greater cost (lower efficiency) because
the permanently appointed staff work 6 instead of
8 hours per day without proportional salary adjust-
ment; (2) loss of PHC staff because permanently
appointed staff can request transfer to urban hospi-
tals or to publicly paid residency training, debili-
tating quality in public PHC services; and (3)
reduced effectiveness of management through
less accountability of permanently appointed
staff.42 Medical professionals rejected the idea

TABLE 2. Percentage of Good Management Practices Used to Support CLAS Facilities, by DIRESA and Study Group, Peru

Group 1a Callao Loreto Tacna Piura Arequipa Cusco Total

Practices reported, no. (%) 15 (46.9) 16 (50.0) 12 (37.5) 14 (43.8) 11 (34.8) 10 (31.3) 78 (40.6)c

Practices considered, no. 32 32 32 32 32 32 192

Group 2b Moquegua Ica Apurímac Huánuco Cajamarca Ancash Total

Practices reported, no. (%) 8 (25.0) 9 (28.1) 6 (18.8) 10 (31.3) 7 (21.9) 6 (18.8) 46 (24.0)

Practices considered, no. 32 32 32 32 32 32 192

Abbreviations: CLAS, Comunidad Local de Administración de Salud; DIRESA, regional health directorate.
a DIRESAs with a higher level of compliance with the goals contracted by CLAS.
b DIRESAs with a lower level of compliance with the goals contracted by CLAS.
c Chi-square difference in study groups with Yates correction: X2¼(1,N¼384)¼11.45, P<.01.

TABLE 1. Percentage of CLAS PHC Facilities that Completed Contracted Goals, by DIRESA and Study Group, Peru

Group 1a Callao Loreto Tacna Piura Arequipa Cusco Total

Facilities that met goals, no. (%) 3 (100.0) 147 (94.2) 67 (94.3) 192 (90.1) 210 (88.9) 35 (89.7) 654 (91.1)b

Total facilities, no. 3 156 71 213 236 39 718

Group 2 Moquegua Ica Apurímac Huánuco Cajamarca Ancash Total

Facilities that met goals, no. (%) 42 (73.6) 42 (70.0) 48 (67.6) 40 (35.0) 52 (20.0) 25 (20.3) 249 (37.6)

Total facilities, no. 57 60 71 114 259 123 663

Abbreviations: CLAS, Comunidad Local de Administración de Salud; DIRESA, regional health directorate; PHC, primary health care.
a Completion of goals in comanagement contracts, based on local health plans.
b Chi-square difference in the 2 study groups: X2¼(1,N¼1381)¼452.82, P<.01.
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of being contracted by the community through
CLAS facilities.43 They also unfairly blamed
CLAS facilities for paying lower salaries, even
while inadequate funds were provided for more
needed staff to meet the ever-increasing demand
for the better-quality services that CLAS facilities
were providing. Supervision of public PHC services
(mainly non-CLAS facilities) in 2018 by Controlería
de la República (the national oversight agency)
revealed physician productivity in number of con-
sultations per hour to be 1.22, while the expected
number is 3.72.44

A majority of health workers now are appointed
staff with permanent public payroll status. Solutions
to this issue could include providing adequate
incentives (e.g., standardizing PHC worker salary
levels) that would make working conditions more
attractive in CLAS facilities and could constitute a
superior alternative to public payroll contracts to
achieve higher quality and better health outcomes
for Peru’s vulnerable population that depends on
public services.

A second factor that reduced support to CLAS
facilitieswas created by the 2002 lawondecentraliza-
tion and 2003 law on regional governments, which

were construed by subnational governments as con-
ferring to them discretion on whether to implement
national health policy. Subnational regions with all
or nearly all PHC services incorporated into the SA
program continue to support their CLAS facilities.
Six of 25 regions have 60% to 100% of their
PHC facilities incorporated into CLAS: Arequipa
(100%), Tacna (100%), Madre de Dios (100%),
Moquegua (91.7%), Huánuco (68.2%), and
Tumbes (61.9%).27 Others with fewer CLAS facili-
ties have tended to have a lower level of interest
and compliance with the program. The solution to
this problem would be to have a strong national
mandate to implement theCLAS lawand continual
capacity-building of regional governments on CLAS
law and regulations.

A third factor has been the introduction of a
broad and well-financed plan to create Redes
Integradas de Salud (integrated health networks,
RIS) with cooperating networks of PHC services
in 3 public health services subsystems. One is the
least-financed MOH-Regional Government public
system that covers 68% of the population, and the
others are the Social Security subsystem (based on
obligatory formal-worker payroll deductions) and

BOX 2. Good Management Practices That Were More Frequenta in Group 1 Than in Group 2
Leadership (of the subnational management team)

� The Shared Administration (SA) program coordinator was a regional health directorate (DIRESA) official specifically designated for that
purpose.

� The coordinator of the SA program was designated by Directorial Resolution.

Information systems (planning, goal setting, monitoring)

� Health education and information goals were incorporated into the local health plan.

Financial control

� Expenses incurred by each Comunidad Local de Administración de Salud (CLAS) were monitored through periodic visits to primary health
care facilities to corroborate the existence of supporting documents.

� Balance sheets of CLAS were audited by an external certified public accountant contracted by DIRESA.

Transfer of facility management capability and leadership skills

� Trainings for staff and CLAS community members were conducted.
� Instructional and informative documents were distributed.
� DIRESA personnel were assigned to carry out procedures for the benefit of the CLAS.

Supervision

� The Technical Team for the Shared Administration Program (TTSA) was clear about the actions that must be implemented for acceptable de-
velopment of CLAS.

� Supervision visits to CLAS facilities were performed exclusively by TTSA members.

Other resources provided to CLAS

� Newly graduated health professionals were contracted short term.
a More frequent defined as reported by 2 or more DIRESAs in Group 1 over the number reported in Group 2.
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the Armed Forces and Police subsystem. In the
short-to-medium term, RIS creation is being applied
to only theMOH-RegionalGovernment PHC system
that is managed logistically by intermediate-level
health network management-budget executing units,
which will continue to provide logistics management
support to RIS. An RIS does not have its own logistics
management unit, a mechanism for community
comanagement, nor a planned system for subna-
tional management support or oversight. The pre-
existence of CLAS within the jurisdiction of a new
RIS has generated questions about whether CLAS
can coexist with RIS, even though it is clear to
many that RIS and CLAS are complementary and
that, furthermore, an RIS might operate better as a
CLAS.

Fourth, funding of public PHC services, includ-
ing CLAS facilities, was consistently provided by
the public Seguro Integral de Salud (integrated
health insurance program, SIS) beginning in about
2002. However, in 2016, SIS began to instruct that
funds to CLAS facilities should primarily cover var-
iable health care costs focused on medicines, disal-
lowing CLAS facilities to use per capita funding to
hire staff. Also, SIS increasingly restricted use of
funds by CLAS facilities for fixed costs, such as util-
ities, security, laundry and cleaning services, am-
bulance and building maintenance, equipment, and
others. Since 2022, SIS payments directly to CLAS
facilities have mostly stopped and now go to
intermediate-level budget executing units, which
are frequently inefficient in spending large budgets
to supply PHC facilities in their jurisdiction in a time-
ly manner for patient needs. As a result, now CLAS
facilities, as well as non-CLAS facilities, frequently
lack medicines, medical supplies and materials, lab-
oratory and X-ray equipment, goods, and services.

There are advocacy efforts now to reverse
these decisions. Stopping the transfer of funds to
CLAS has been judged byMOH lawyers to contra-
vene CLAS law that requires that public funds be
transferred to CLAS for human resources, medi-
cines, supplies, and other local expenses to ensure
quality of care to the public.31

Furthermore, public health insurance reim-
bursements and reforms to integrate health sub-
sectors focus primarily on clinical services and
have few provisions for community health, em-
powerment, or social and behavior change, which
now affect CLAS as well as non-CLAS facilities.
The latter has long been subject to a biomedical
approach to PHC provision.

Nevertheless, CLAS facilities remain an impor-
tant presence in the 6 (of 25) regions in which
60% to 100% of their respective PHC services are

comanaged by CLAS. That the CLAS comanage-
ment model of PHC has survived opposition is a
credit to its resiliency related to evidence-based
results,28–30 legal stability conferred by law,31 and
advocacy by satisfied clientswho attendCLAS-run
PHC services, health staff who work in CLAS facil-
ities, and by program champions. The 4 factors
previously discussed could be reversed through
renewed commitment to and compliance with the
CLAS law by the MOH and regional governments.

Structural aspects of community involvement
and associated accountability enshrined in CLAS
law provide an underlying explanation for the study
findings. Empowered community that demands
accountability is a key structural innovation for
high-quality services thatwas identified ina literature
review using the Lancet Global Health Commission
framework on high quality health systems.7

Limitations
Potential limitations to this study include that only
slightly over half of DIRESAs responded to the sur-
vey. However, results do represent the situation for
nearly two-thirds of all PHC facilities in the SA pro-
gram comanaged by CLAS. The survey was limited
in the level of detail onmanagement actions, not all
management actions were measured, nor were all
factors influencing goal achievement or the rela-
tionship between management and goal achieve-
ment. The age of the survey is not a limiting factor
in answering the study question because the survey
reflects a time when political support for and com-
pliance with the SA program was stronger—these
being basic prerequisites for successful PHC services
with community involvement—and allow an as-
sessment of how things worked under those mini-
mally supportive conditions.

KEY GOOD MANAGEMENT
PRACTICES

Given the significant correlation found between
good subnational management practices and PHC
services performance among CLAS facilities, the
following 7 good management practices can and
should be strengthened in community-engaged
PHC systems.
Leadership: Clarity about responsibility is key to
the proper functioning of a program.19 A formally
recognized leader has the authority to hold team
members accountable. Formalization of leadership
with designation by documentary resolution is a
regulatory requirement for assuming responsi-
bilities in the Peruvian public sector. Two best
practices in this study that were more frequent

CLAS facilities
remain an
important
presence in 6 of
25 regions in
which 60% to
100% of their
respective PHC
services are
comanaged by
CLAS.
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in Group 1 were the TTSA coordinator being ex-
pressly assigned as such and being formally desig-
nated with official documentation. Group 2 was
more likely to have a TTSA coordinator who had
other responsibilities, such as being the overall di-
rector of health services or coordinator of vertical
health programs, with no formal designation as
TTSA coordinator. Lack of formalized leadership
designation may contribute to a lack of program
commitment and compliance and should be in-
cluded in an expanded definition of leadership in
public governance.
Information systems (planning, goals, and
monitoring): It is essential to recognize the pro-
gression of planning, implementation, and evalua-
tion.45At the time of the 2007 survey, therewas no
requirement that TTSAs have an annual work plan
to identify and schedule management activities,
which helps to explain why such plans were infre-
quently reported in the survey. However, TTSAs of
DIRESAs in Group 1 were more often reported to
be “very clear in the actions they needed to perform
to ensure acceptable outcomes of the SA program”
as per the survey response item. In contrast, Group
2 TTSAs made plans only periodically depending on
the prioritization of needs or activities. After the sur-
vey was conducted, the central MOH formalized a
requirement for TTSAs to develop a work plan.
Health promotion planning. Health promotion
is one of the main objectives of CLAS as stated in
regulations to the law.32 When health promotion
activities are included in the local health plan to
provide community health education and informa-
tion and to address social determinants of health, its
financing and implementation are more guaranteed
through the comanagement contract.45,46 Specific
local health promotion strategies should be designed
and developed with CLAS community member
participation and included in the local health plan.
If health promotion is left to the discretion of each
PHC service without prior inclusion in the local
health plan, compliance is not assured.
Financial control. Financial control requires
high standards and depends on an organization’s
accounting and financial reporting.47 CLAS mem-
bers andmanagers collaborativelymanage the state’s
financial resources, keep accounting books, report
balances monthly to the DIRESA with supporting
documents, and are lawfully responsible. Thus,
transparency and financial control aremore ensured.
Monthly reporting by all CLAS was confirmed by
11 of 12 DIRESAs. The TTSA’s periodic visits to
CLAS facilities to review supporting documents
were more frequent in Group 1 than in Group 2.
As for audits, DIRESA’s outsourcing to a certified

public accountant provided greater objectivity and
transparency. Auditing by the DIRESA’s Finance
Office is also considered good practice, though it
was not widely reported in the survey. It is not
recommended that the audit be carried out by a cer-
tified public accountant who is part of the TTSA due
to conflict of interest, nor by the DIRESA’s Internal
Control Office (except in extraordinary cases).
Financial support for the TTSA.Neither Group
1 nor Group 2 DIRESAs in this study had a subna-
tional program budget available to maintain the
TTSA operational costs. Eleven of 12 DIRESAs re-
ceived direct financial support from the central
MOH office in charge of the SA program to fund
TTSAs. This was a less effectivemanagement practice
for its potential irregularity. When central MOH
budget cuts for TTSA were instituted, some but not
all DIRESAs took responsibility for these costs.
Transfer of health facilitymanagement capa-
bility and leadership skills. Technical support is
essential for proper PHC facility functioning,
whether CLAS or non-CLAS. Types of technical
assistance that distinguished Group 1 from Group
2 were training provided to CLAS members and
PHC staff and distribution of instructional and infor-
mative documents.
Supervision. Supervision should always have a
prior plan with objectives, identification of opera-
tional and administrative activities and information
to be supervised.48 Supervision of non-CLAS PHC
services is oriented to the evaluation of clinical
competencies and service-related information.
CLAS comanaged facilities also need supervision
by vertical health programmanagers because clin-
ical aspects (clinical protocols, stock of drugs and
supplies, health information system, and others)
are the same for both CLAS and non-CLAS facili-
ties. In contrast, TTSAs supervise and support
compliance with legal, administrative, and account-
ing obligations of each CLAS facility, supervise the
CLAS manager as executor of CLAS decisions, and
monitor progress toward achievement of the local
health plan. Thus, TTSA needs its own supervision
guide.

The aspect of supervision that most distin-
guished Group 1was that CLAS facility supervision
was performed exclusively by TTSA members.
Logically, supervision ismost effectivewhen super-
visors are highly knowledgeable and experienced
in the regulations and processes of the program to
be supervised. In Group 2, supervision of CLAS by
intermediate-level health network management-
budget executingunitswas reportedmore frequently.
Thoughnot considered a favorable practice, this could
be a good practice in the future if these units receive
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proper training and experience with the SA program
and CLAS law and regulations.

CONCLUSIONS
The study findings suggest that national health-
related protocols, strategies, and standards may not
be sufficient to achieve goals for better PHC service
performance. Rather, national PHC strategies should
ideally incorporate well-designed plans for opera-
tional management from the subnational level and
for community-engaged PHC that is designed for
accountability. Attention at the subnational level
to critical aspects of PHC management (leadership
of the management team, management planning,
financial management, technical assistance, super-
vision, and local planning for health promotion and
equitable access) could be fundamental for achiev-
ing sustainable improvements in health outcomes.
Thewhat andhowof eachmanagement component
depends on the design of the PHC-community
model and must be continually reevaluated and
calibrated.

Public-sector PHC services have proven deficien-
cies in quality, coverage, equity, efficiency, and
impact, due largely to inadequate budgets but also
to weak and inefficient accountability provisions,
particularly in human resources management with
public payroll staff, as well as extremely strict rules
for procurement in public sector administration law.
The PHC model of the SA program with community
comanagement through CLAS is unique in the ac-
countability embedded in itsmodernized contracting,
procurement, and financing arrangements, allowing
local decisions at the facility level that are monitored
by the community. In turn, these processes are likely
to be strengthened by good management from both
national and subnational health offices.

Study results support recommendations for Peru
to update the CLAS law to strengthen mechanisms
for SA management from subnational levels; sus-
tainably strengthen the leadership and financing of
TTSA; specify TTSA roles and management instru-
ments for planning, training, and supervision;main-
tain and reinstate enforcement of CLAS legislation
that embeds accountability in local contracting and
purchasing under private law; and resume political
support for expansion of the SA program and CLAS
model to improve coverage, quality, equity, and
efficiency of PHC with community participation
to reach goals of universal health coverage and
the Sustainable Development Goals.

Study findings could help to encourage and
guide other countries as they begin to redesign
PHC with institutionalized community engagement

that includes accountability mechanisms and inten-
tionally align subnational management guidelines
with them. It is recommended that PHC manage-
ment and community engagement mechanisms be
continuously evaluated to allow for effective ongo-
ing improvements.

Further research is warranted to validate find-
ings in similar studieswith larger sample sizes, aswell
as studies that compare accountable community-
engaged PHC with traditionally administered public
PHC services.
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