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Project Summary
pre-natal care in a backpack – a social business model for healthy pregnancy in isolated communities in peru
(PE-M1100)

This project is presented for approval under the regional facility RG-M1217 “Accelerate Businesses Providing Services to Poor and Low Income Populations”[footnoteRef:1], a collaboration with Opportunities for the Majority (OMJ) that supports innovative companies, at a pre-commercial stage, that serve poor and low-income populations, transitioning them to receive debt financing from OMJ or equity from one of the MIF’s impact investment funds. [1:  Facility code: BASICSERV] 

This initiative will support the EHAS Foundation[footnoteRef:2] to accelerate its newly created social enterprise Health Link[footnoteRef:3], which aims to develop a sustainable business model to improve the access to pre-natal healthcare in rural areas of Peru. It plans to reach its goal by training health personnel to provide clinical diagnostic services using portable Healthy Pregnancy Kits. These kits are assembled to fit into a single backpack which can be easily carried by health workers in their visits to isolated rural communities. They are equipped with the materials needed to perform dry-blood analysis, urine tests and ultrasound scans. The backpack includes a solar panel to power the ultrasounds in situ, while the urine and dry-blood samples do not require a cold-chain and therefore can be transported to clinics to test for diseases such as HIV, syphilis, hepatitis, anemia, gestational diabetes and pre-eclampsia.   [2:  The full name of the EHAS Foundation is “Fundación Enlace Hispano Americano de Salud”, EHAS from now on.]  [3:  Health Link will operate locally with its registered name “Enlace Salud”] 


The business model being tested is a leasing model through which Health Link will lease the Health Pregnancy Kits to two Regional Health Departments (known as DIRESAs), and provide training and maintenance services, in order for public health workers to perform the tests in rural communities. The services can be performed by nurses or health technicians who already visit the isolated communities and therefore the model does not require the DIRESAs to invest additional resources in hiring more specialized personnel. The DIRESAs receive a fixed payment from the Ministry of Health through the Seguro Integral Social[footnoteRef:4] (SIS) for every pregnant woman they treat, which will be used to finance the lease payments. This technology will allow the DIRESAs to treat pregnant women at a more affordable cost, by increasing preventative care and reducing the number of costly emergency transfers they finance.  [4:  Translated as “Comprehensive Health Insurance,” SIS operates under the Ministry of Health and aims to protect Peruvians without insurance, giving priority to those vulnerable populations who are at poverty and extreme poverty.] 


The long-term sustainability of Health Link will be determined by its capacity to successfully bid for government contracts from the different Regional Health Departments to provide rural health services. The EHAS Foundation will sign a Co-management Agreement with the SIS to provide prenatal care coverage in two DIRESAs and attend an estimate of 5,000 pregnant women in the pilot phase. EHAS has already met health authorities at the national and regional level and has confirmed their interest for contracting these services in 2015 given the high cost the emergency transfer of pregnant women represents annually. If successful this experience will serve as an incentive for the government to apply a service delivery methodology through competitive tenders issued directly by the DIRESAs. Health Link will bid for these contracts in order to increase its operations, service more regions and attend an estimated 35,000 more pregnant women before the end of the project.  The model is highly scalable to other public health systems throughout the LAC region which permit varying degrees of private provision of health services. 
(PE-M1100)
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Project Information
pre-natal care in a backpack – a social business model for healthy pregnancy in isolated communities in peru
(PE-M1100)

	Country and Geographic Location:
	Peru 


	Executing Agency:
	ENLACE HISPANO AMERICANO DE SALUD (EHAS)

	Access Area:
	Access to Basic Services and Green Growth

	Agenda: 
	Access to Basic Services for the Poor

	Coordination with 
Other Donors/Bank Operations:
	The project builds upon the experience of EHAS in Guatemala which is being supported by the MIF: “Pre-natal healthcare in a backpack for a healthy pregnancy” (GU-M1056)

The project is coordinated with the projects already approved under the MIF-OMJ Accelerator Facility (RG-M1217): “Ver de Verdad Mobile Diagnostic Centers: Bringing Affordable Quality Eye-Care” (ME-M1087); “Quetsol Pay-as-you-go solar power for the BOP in Guatemala” (GU-M1053); “Learning and Innovation Centers: Reducing the Digital Divide for the Mexican BOP” (ME-M1093); “Biobolsa: A Biogas Solution for Small Farms in Mexico, Honduras and Nicaragua” (RG-M1260) and “Acceleration Track for Social Businesses working in Basic Services” (RG-M1265)

	Direct Beneficiaries:

	40,000 pregnant women and their newborn children living in isolated rural communities, the majority indigenous, will receive pre-natal healthcare services.

	Indirect Beneficiaries: 
	Rural health staff will be trained to improve their health care capabilities.

	Financing:
	Technical Cooperation:
	US$ 274,750
	60%

	
	Investment:
	US$ 000,000
	0%

	
	Loan: 
	US$ 000,000
	0%

	
	TOTAL MIF FUNDING:
	US$ 274,750
	60%

	
	Counterpart:
	US$ 183,700
	40%

	
	Co-financing (if available):
	US$ 000,000
	0%

	
	TOTAL PROJECT BUDGET:
	US$ 458,450
	100%

	Execution and Disbursement Period:
	30 months of execution and 36 months of disbursement.

	Special Contractual Conditions:
	None 

	Environmental and Social Impact Review:

	This operation was screened and classified as required by the IDB’s safeguard policy (OP-703). Given the limited impacts and risks, the proposed category for the project is C.

	Unit with Disbursement Responsibility: 
	MIF/CPE


1. [bookmark: ESSectionPages][bookmark: _Toc309632499]Background and Justification

A.	Diagnosis of the Problem to be addressed by the Project 

Problem Diagnosis:
1.1. Worldwide, approximately one woman and ten children die every minute due to obstetric complications during pregnancy or while giving birth. Furthermore, 10 million women per year suffer some kind of disability, or serious permanent consequences, after labor. According to the World Health Organization the Maternal Mortality Ratio (MMR) varies with economic development, being estimated at 240 deaths per 100,000 births in developing countries versus 16 out of a 100,000 in developed countries. Data shows that there is a clear gap between urban and rural areas regarding healthcare, due to lack of personnel trained in prenatal attention. It is proven that women living in remote rural areas have fewer probabilities of receive appropriate healthcare than those living in urban areas. Rural communities are usually located in remote areas without medical clinics or local health providers, meaning that women have to travel for hours in order to reach the nearest health facility. As a result, only one out of three pregnant women in developing countries receives the necessary healthcare in time.

1.2. Furthermore, the generally lower social status of women due to gender inequality has made their specific needs invisible and as a result there are inappropriate services to meet them. Also, poverty levels have lowered the priority of women’s health within the needs of the family unit. In this context, women also have limited access to decision-making and a low participation in development processes. Finally, it is also important to point out a high degree of misinformation on behalf of women when it comes to family planning and avoiding undesired pregnancies.

1.3. In Peru, the maternal mortality rate has improved during the last years, calculated at 93 deaths for every 100,000 births in 2011. The highest MMR at the national level between 2002 and 2011[footnoteRef:5] were in the Peruvian departments of Amazonas, Cajamarca, Loreto, Puno and Pasco. 10 Peruvian departments increased their MMR in the last 5 years: Madre de Dios, Callao, Arequipa, La Libertad, Pasco, Lima, Lambayeque, Tumbes, Ucayali and Cajamarca.  [5:  Kassebaum NJ et al. Global, regional and national levels and causes of maternal mortality during 1990 – 2013: systematic analysis for the Global Burden of Disease Study 2013. The Lancet, Volume 384, Issue 9947, 13–19 September 2014, Pages 980 – 1004.] 


1.4. Regions with higher rural and indigenous population dramatically increase their MMR, such as Uyacali (210), Madre de Dios (165) or Loreto (130). In general, following reports from the Ministry of Health (MINSA)[footnoteRef:6], the highest MMR in Peru is found in the rural areas (177) or in the districts within the second poverty quintile (237) or in the age group from 15 to 19 years old (260). As a conclusion, it must be noted that the MMR rural/urban ratio is 5.1 (during the period 2002 – 2011), there are 5 times higher risk that a pregnant woman die in the rural area than in urban area. The first cause of maternal mortality in Peru is obstetric hemorrhage, which caused a MMR of 46 during the period 2002-2011. Cajamarca has the highest rate with 14.2% of maternal deaths due to obstetric hemorrhage, followed by Puno (10.9%), Piura (8.6%), Cusco (8.2%) and Huancayo (7.5%). The second cause of maternal mortality are hypertensive disorders during pregnancy, childbirth and postpartum. The department of Madre de Dios shows the highest risk, with a MMR of 174.3, followed by Amazonas and San Martin. [6:  Ministerio de Salud de Perú. Situación de Salud y Nutrición Materno Infantil en el Perú: Taller de revisión de factores de éxito en el progreso de salud y nutrición materna, reproductiva, neonatal e infantil en el Perú. Marzo 2014.] 

 
1.5. The Neonatal Mortality Ratio (NMR[footnoteRef:7]) shows a similar trend, with an estimated 21 neonatal daily deaths in Peru[footnoteRef:8]. On average this represents approximately 14 neonatal deaths for every maternal death. According to the MINSA[footnoteRef:9], the NMR in 2012 was 12.9 per 1,000 live births. However, if we analyze the regional data, the forested regions had a NMR of 19.8 neonatal deaths per thousand live births in 2012, followed by mountainous regions where the rate was 16.2. Meanwhile Lima has an estimated rate of 7.4. The departments with the highest NMR in 2012 were Ucayali (25.8), Tumbes (21) and Madre de Dios (20.5). In conclusion, the average NMR in rural areas is 18.1 while urban areas have a NMR of 11 per thousand live births. The risk of death during the first month of an infant’s life is 1.65 times higher in rural areas than in urban areas, a very significant gap.  [7:  Neonatal mortality rate is the number of neonates dying before reaching 28 days of age, per 1,000 live births in a given year. World Bank Definition.]  [8:  Haidong Wang et al. Global, regional, and national levels of neonatal, infant, and under-5 mortality during 1990 – 2013: a systematic analysis for the Global Burden of Disease Study 2013. The Lancet. Volume 384, Issue 9947, 13–19 September 2014, Pages 957–979.]  [9:  Del Carpio Ancaya L. Situación de la mortalidad maternal en el Perú, 2000-2012. Rev. Peru. Med. Exp. Salud Pública. 2013; 30(3):461-4.] 


1.6. High quality prenatal care with qualified personnel and fully equipped health facilities are indispensable to reduce maternal and neonatal mortality. Ultrasounds and blood tests are common practice in pregnancy healthcare services in developed countries, but that isn’t the case for rural communities in Peru. Isolated rural areas are in need of technical resources, trained personnel and basic infrastructures, such as cold chain transport and reliable power supply, in order to provide adequate healthcare. This is true even in cases where the rural population is covered by public health insurance, as it is the case in Peru with the Comprehensive Health System (Sistema Integral de Salud, SIS).

1.7. In summary, the causes of the high mortality rate in rural areas are twofold. On one hand, there is a technological gap that has created the need for reliable power supplies and appropriate technologies to provide prenatal services in remote rural areas; while on the other there is an educational barrier that had led to inadequately trained health workers in rural areas.


B. 	Project Beneficiaries: 

1.8. High maternal and neonatal mortality rates are one of the most widespread violations of human rights for women in developing countries. Improving the living conditions of women is essential for their empowerment and to change their role within their families and communities. Therefore, this initiative promotes social structural changes that help eliminate these gender inequalities.

1.9. According to a study performed by EHAS, every year, there are 200,000 pregnant women in Peru that do not have access to ultrasounds or blood tests during pregnancy. Approximately 2.5 million pregnant women per year in the Latin American and Caribbean (LAC) region do not have access to basic health care[footnoteRef:10], which could save approximately 20,000 lives annually. Furthermore, it could avoid more than 200,000 urgent transfers to hospitals yearly, at an estimated cost of $2,000 per urgent transfer in rural areas. This implies potential savings for the health sector in the LAC region of approximately US$400 million annually. [10:  Estado Mundial de la Infancia. Salud Materna y Neonatal. Fondo de las Naciones Unidas para la Infancia (UNICEF). Diciembre 2009. ] 


1.10. The departments where prenatal healthcare services will be provided will depend on the priorities determined by the MINSA. There should be an open tender process by the MINSA for acquiring the services and the social enterprise (ENLACE SALUD) is invited to present their offer.

1.11. However, three conditions should be met to guarantee the viability and sustainability of the business model which will play a key factor in determining the beneficiaries of the project: (i) First, the intervention must be in an isolated rural area without permanent access to these kinds of health services. The solution is more appropriate in those areas because it tends to the need of avoiding urgent (and costly) emergency patient transfers. (ii) Second, the top priority is working in areas with high maternal and neonatal mortality rates. As we have identified in the problem analysis, these are rural areas with high poverty and largely indigenous population. (iii) Third, the population density in the area of intervention needs to be considered. It must be possible for each trained health technician to attend at least 400 women (value estimated for the sustainability of the business model).

1.12. Following these criteria, the expected number of direct beneficiaries for this technical cooperation will be 40,000 pregnant women from rural communities in Peru. Concretely, the priority areas that have been identified are the Departments of Loreto, Amazonas, Ucayali, Apurimac and Huancavelica.

1.13. These beneficiaries are primarily represented by indigenous women living below the national poverty line, only 60% of which have access to prenatal healthcare. Only 35% give birth at a suitable health facility, since many women in rural areas prefer to give birth at home. 

1.14. Huancavelica has the highest fertility rate in the country with 4 children per women, followed by Apurimac (3.1) and Loreto (3). Loreto and Ucayali have the worst child mortality rate, while Huancavelica and Apurimac have the lowest life expectancy. Loreto and Huancavelica are ranked at the bottom in terms of number of doctors per habitant. 

1.15. Loreto has 49% of its population living in poverty, with an extreme poverty rate of 15.7%. Amazonas, Apurimac y Huancavelica present poverty rates of 50%, 63% y 66% respectively. These departments have a large proportion of population in rural areas, ranging from 38% in Loreto to 70% in Huancavelica.

C. 	Contribution to MIF Mandate, Access Framework and IDB Strategy
1.16. This project tests a new business model to provide healthcare services in isolated rural areas, based on a partnership between public institutions from the MINSA and the private sector. A Peruvian social business start-up called Health Link has recently been created to improve the quality in the provision of healthcare services. This new social enterprise will lease equipment for pre-natal care to public health facilities, charging a fee for every pregnant woman attended. It will also train health personnel to perform ultrasounds and blood tests as well as perform quality controls the prenatal check-ups and provide remote support to the health staff involved. By supporting this partnership model, MIF will promote a small local entrepreneur and improve maternal and neonatal mortality rates.

1.17. The executing agency, EHAS, is a nonprofit organization, and will be the major partner of the social business created in Peru, Health Link. The proceeds the company derived from the services provided to the different health departments will be used by EHAS to replicate and scale-up the model in other countries of the region.

1.18. Link to the Agenda in Peru[footnoteRef:11]: The initiative will contribute to the Agenda for Access to Basic Services for the Poor, by increasing access to healthcare services for pregnant women in isolated rural communities. Furthermore, the development of commercially viable business models for basic services provision to poor and low-income populations is the objective of the MIF-OMJ Accelerator Facility under which this project has been designed. In that sense, EHAS has a strong previous experience providing similar prenatal care services in Guatemala.  [11:  Plan Estratégico Nacional para la Reducción de la Mortalidad Materna y Perinatal 2009-2015 Ministerio de Salud de Perú, Dirección General de Salud de las Personas: Estrategia  Sanitaria Nacional de Salud Sexual y Reproductiva. Lima 2009. 
] 


1.19. Collaboration with the Bank Group: The project is complementary to the initiative in Guatemala ATN/ME-14532-GU through which the technical and clinical viability will be tested and the social impact will be evaluated. The experience EHAS has in Guatemala has served as the basis for the design of this business model initiative in Peru. The two initiatives were eligible together as RG-M1251 operation, which later split into two operations: the present TC and ATN/ME-14532-GU operation. Furthermore, this project will be the 6th project approved under the Accelerator Facility (RG-M1217) in which MIF works hand in hand with OMJ to design projects that support sustainable businesses in order to increase their investment readiness for future scale.

1.20. Substantial differences persist in coverage for maternal health care. In response, the Government of Peru has decided to continue to: (i) expand health services for poor mothers and children in rural areas; (ii) strengthen the decentralization of service delivery; and (iii) improve the efficiency of the health insurance system (Seguro Integral de Salud, SIS). 



2. [bookmark: _Toc309632500]Project Description

A. [bookmark: OLE_LINK10]Objectives: 

2. 
2.1. The project objective is to contribute to the financial and technical sustainability of EHAS’ business model in order to reach investment readiness and to improved maternal health in rural Peru. This will have an important social impact in the quality of life of the project beneficiaries by reducing maternal and child mortality rates in isolated rural areas of Peru.

B. 	Description of Model/Solution/Intervention: 
2.2. [bookmark: _GoBack]EHAS has created a local joint venture in Peru, a social enterprise registered as Health Link in 2014, to lease the prenatal care equipment to the Regional Health Departments, and to provide training and remote support to its rural personnel. The regional health departments will identify the needs and request to SIS the contract of these services. Based on this request, in the first stage of the project (the first 6 months), the EHAS Foundation will present a proposal to sign a Co-management Agreement with the SIS, to provide prenatal care coverage in two DIRESAs (one from a mountainous area and another from a forested area) in order to check the technical, clinical and financial viability of the model by attending an estimate of 5,000 pregnant women. The likelihood that EHAS signs this Co-management Agreement with the SIS is high because of EHAS’  previous experience working in rural areas of Peru. It has also provided similar healthy pregnancy services in Guatemala, and the SIS has interest in having a pilot project to test this initiative in Peru. In the medium/long term the intention of EHAS is to go beyond the Co-management Agreement and implement a stable service delivery methodology through tenders, expanding operations to several departments. This second phase will be led by Health Link, as a social company legally registered to offer services to the Peruvian Public Administration through tenders. If awarded these tenders Health Link expects to attend around 10,000 pregnant women in several departments during the second stage of the project (months 7 to 18) and reaching  25,000 in the last year of project execution (month 19 to 30).

2.3. The aim is to improve access to prenatal care in isolated rural areas of Peru by collaborating with different health departments to provide clinical diagnostic services. These healthcare services are offered to women using a “Healthy Pregnancy Kit”, a backpack containing: a small solar panel, a portable ultrasound scan and the necessary strips for perform blood and urine tests. The service also includes a methodology to support the diagnosis remotely.

2.4. The blood and urine tests strips do not require a cold chain or electricity to store or transport samples, and they can test for HIV, syphilis, hepatitis, anemia, gestational diabetes and pre-eclampsia. Through ultrasounds health personnel can check the health status of the fetus and increase the chances of detecting potentially life-threatening complications; the portable scan device is solar-powered. These procedures are sufficiently simple to be performed by the nurses or health technicians who already provide some healthcare services to the most isolated communities. The results of the tests performed are remotely reviewed by doctors (who will be hired by the project and will work in Lima) through the Health Information System, so that when a potential complication for childbirth is identified, the case can be transferred to the closest hospital and the women can give birth at an appropriate facility.

2.5. The successful implementation of the services offered by Health Link are based on achieving a paradigm shift in pre-natal rural healthcare that integrates technological innovation; a maintenance model which always ensures the correct use of equipment; a training methodology appropriate for general practitioners, nurses and midwives; and a remote control system[footnoteRef:12] that provides support and control over the quality of the healthcare services, as well as motivation for the rural staff though personal coaching. [12:  Equipment includes a clinical information management system that works both online and offline.] 


2.6. Many federal governments in LAC have national funds to cover prenatal and childbirth services (e.g. the SIS in Peru). Regional governments can contract “Healthy Pregnancy Services” for local businesses such as Health Link to reinforce the pregnancy check-ups performed by their health personnel.  In the case of Peru the regional health departments receive reimbursement from the central government after providing treatments. The one precondition for the approval of the reimbursement is the absence of public health facilities offering these services in the rural areas where services are provided. The model being tested in this project seeks to leverage funding through the SIS so that the Regional Departments (DIRESAs) can lease the equipment along with the necessary training to the public health staff. The SIS in Peru currently covers 14,653,783 people in Peru, mainly from rural areas. Between 40% and 60% of the healthcare services offered to the populations in the departments of the intervention are currently covered by the by the SIS.

2.7. The SIS was created by the MINSA in Peru to build a sustainable system of public insurance to fund quality healthcare services, giving special priority to vulnerable groups in poverty or extreme poverty. Decreasing maternal and neonatal mortality is among its strategic objectives for the period 2012-16.

2.8. As of May 2014, the SIS has 14,653,783 people insured in Peru, of which more than a million and a half are children under 5 and almost 4 million of them are women of childbearing age. In the departments targeted for this project, the SIS serves 2,264,852 people[footnoteRef:13]. Only in 2013, the SIS attended 43,777,508 cases (over 24 million in rural areas), among which there were 2,428,406 related to pregnancy care and 307,104 related to childbirth. 273,098 cases were classified as "pregnant women with complications."  [13:  362,756 people in Amazonas, 832,317 in Loreto, 342 570 in Ucayali, 360,427  in Huancavelica and 366,782 in Apurimac] 


2.9. The service procurement process by the SIS can be done through a "special process for health services" (such as recently published for the "cancer screening service") or by direct funding to DIRESAs when the service is contracted by them[footnoteRef:14]. Until now, financing to DIRESAs was done through deferred payment of services provided. The portfolio of services covered by SIS also established the rate to be paid, and it was updated annually by the Ministry. However, recently, the SIS has implemented a new "per capita" payment system, funding at a fixed price per individual, which is determined by the service portfolio (such as prenatal checkups, vaccination campaigns) and result indicators (such as number of prenatal checkups performed, vaccines applied, etc). If new health services are offered to the population (as this project pretends), the per capita can be increased. [14:  The SIS budget for 2014 is 1,400 million soles, equivalent to over 500 million.] 


2.10. The Regional Health Departments are not required to hire new personnel to perform the obstetric tests. In addition, EHAS provides the equipment, so DIRESAs do not need to make any investment. Moreover, the DIRESAs will not have to finance the service, because the SIS will pay for it. The cost of the service will depend on the specifications in the request for tenders, but estimation is about $35[footnoteRef:15] per each pregnant woman attended.   [15:    This price doesn´t include sales taxes.] 


2.11. Through the “Healthy Pregnancy” service the decrease in costs associated with emergency transfers and treatment of urgent complications will generate significant savings for the DIRESA's. Furthermore, they will continue to receive more resources from the central Government, as long as they fulfill their objectives on maternal mortality reduction. The Health Ministry of Peru is now introducing a budget based on results, so health departments get more resources if they manage to meet their institutional objectives. Therefore, the financial viability of the model is ensured by the support of the SIS, who is interested in reducing the excessively high expenses it currently incurs in to attend urgent transfers during births.

2.12. The number of potential beneficiary women per year is limited by the capacity of the health staff to attend pregnant women in the rural areas. The estimation by directors of regional health departments is 400 women per backpack kit in a year. This includes performing two medical ultrasonography scans, one blood test of VIH, Syphilis, blood group and Hepatitis B, two blood tests of glucose and hemoglobin, and two urine tests per pregnant woman in a year.

2.13. The serviceable market for Health Link is estimated above 130,000 pregnant women, which is based on the number of births attended by SIS in 2013 which took place in departments with a MMR of over a 100 and a NMR over 15. Approximately half of these births were delivered in rural areas and Health Link targets at least 50% as its available market. This means attending an estimated 35,000 pregnant women per year (after the 3rd year of execution) and total annual revenue estimated at $1,225,000. Health Link will provide its services with appropriate technology for 35$, in isolated rural areas were adequate healthcare service is not currently being provided

2.14. The main costs of the project are: the equipment, the reactive strips for the tests, the medical personnel to remotely review the information of the prenatal checkups and train the rural health personnel, the coordinator of the initiative and the administration staff, and the consultancy services required at the beginning of the project:
· 63 backpacks will be required to attend 40,000 pregnant women throughout 30 months of the project, meaning and initial investment in equipment of $367,200[footnoteRef:16] (each kit costs about $5,400 and their repayment term is 3 years).  [16:  $120,000 will be covered with the initial funds, and the rest with the revenues of the attentions.] 

· The reactive strips for blood and urine tests will cost $12.40 per woman (meaning a total of $496,000[footnoteRef:17]) and the intervention of a gynecologist expert (for training and supervision) adds $3.2, per pregnant woman.  [17:  $64,500 will be covered with the initial funds, and the rest with the revenues of the attentions.] 

· The logistic for the training will imply $21,000.
· The expenses on consultancy services (to design the administrative procedures, to perform the market study, to train the health staff, to update and monitor the business model, and to advice on legal issues) will sum $94,000.
· The adaptation of the health information system to the Peruvian forms will require $7,500. 
· The expenses on travels to explain the project to the DIRESAs and coordinate activities will be $17,500.
· $35,800 will be required to cover personnel cost of project coordination and administration.
· $15,000 will be expended on dissemination activities (production of videos, workshops, etc.).

2.15. The project will start with the funds provided by the MIF (that will provide the 60% of the funds required) and other donors (such as social investors) that will provide the remaining 40% required to start the project. At the end of the project the number of patients attended per year is expected to reach 25.000, this would mean an annual income of $875,000 USD (with a price per woman of $35). This figure impliesan operating margin of 3% that will make the initiative sustainable (not requiring external funds). There will be a negative free cash flow (FCF) the first (start-up) year, but it is important to note that it is due to large investments made to acquire new backpack kits and it will be recovered through the revenues obtained though the project.

C. 	Components: 

Component I: Market analysis and definition of business plan
(MIF: US$31,000/Counterpart: US$31,000)

2.16. The objective for this component is to establish the legal structure of the operations, analyze the potential market and define a detailed business plan. 

2.17. The activities and expected results of this component are the following: 
(i) Accreditation of the social enterprise. The first activity will be to properly register Health Link in order to enable it to work with the public administrations and import medical equipment. It will be necessary to define a board of directors and a general manager. This activity is already ongoing and should be ended before the start of the project.    
(ii) Analyze the potential market. An exhaustive analysis of the potential market in each department of Peru will help to design a commercial strategy to reach the expected number of women attended during the project. Internal trips to talk with the health departments’ representatives will be required. This activity will end with a workshop in Lima where representatives of the SIS and those departments which are most interested will be present. This workshop will coordinate a common strategy between the SIS and the health departments in order to deploy healthy pregnancy services. In this activity it is important to consider any possible restrictions when contracting with the public administration: the project will receive legal support through pro-bono collaboration[footnoteRef:18]. For this activity it will also be necessary to purchase several ultrasound kits in order to perform demonstrations to the health department representatives. [18:  This Project is supported by Ashoka, which provides a network of professionals and companies willing to collaborate with the project though a pro-bono collaboration. ] 

(iii) Definition of the strategic plan. EHAS already has a general business model, but it will be necessary to adapt it to the costs and procedures specific to Peru: import procedures and calculation of accurate costs for ultrasound kits, reactive strips, distribution of medical material to the health staff in each department,  training, taxes in Peru and personnel. 
(iv) Definition of the operational plan. Define the internal protocols to be followed to authorize and order a purchase, authorize and order a payment, manage the company accounts, determine the information to be reported to the board of directors, design the procedures to select and hire staff and other common internal procedures of a company. A consultant will be hired with knowledge about quality control procedures and knowledge on social enterprise philosophy.  
(v) Contract negotiation. In the first stage of the project (the first 6 months), the service will be launched through a Co-management Agreement between the SIS and EHAS Foundation to provide prenatal care coverage in two DIRESAs to check the technical, clinical and financial viability of the model.. Several meetings with the regional health directors will be required to get them to request this service to the SIS. A signed contract with the SIS will be a requirement to start component II.

2.18. In the medium/long term, Health Link is intended to go beyond the Co-management Agreement and implement a stable service delivery methodology through tenders, allowing it to service several departments.

Component 2: Provision of equipment and training for health regional staff in Peru.
(MIF: US$125,100/Counterpart: US$119,200)

2.19. The objective of this component is the provision of Healthy Pregnancy kits and training of regional health staff in Peruvian target markets.

2.20. The activities and the products of this component are the following: 
(i) Acquisition of backpack kits.  After signing the contract with the SIS, the first activity will be to purchase the required quantity of backpack kits in order to provide prenatal care to the number of pregnant women established in the contract. Given the fact that the initial investment in equipment is quite high and that the original purchase will serve to pilot the model, this project requires the financial support of the MIF in this acquisition. Eventually, the social business will be sustainable and able to invest in equipment when it needs to be renewed. One kit is needed for every 400 pregnant women and the repayment period is 3 years. The reactive strips will be purchased every 2 months (in advance). The ultrasound probe and the solar panel will be purchased from an international vendor and then imported into Peru. The laptops and the reactive strips will be purchased in the local market. 
(ii) Adaptation of the health information system. The health information system developed for Guatemala (GU-M1056) will be adapted to the context and protocols in Peru. A consultant will be hired to perform this adaptation and to train the social enterprise staff on the use and maintenance of the system.    
(iii) Provide equipment and training to the health staff. Once purchased, the ultrasound kits and the reactive strips will be distributed to the health departments. The equipment will be leased to the health department for at least one year. An insurance policy will cover robbery and damage of the equipment during the leasing period. A 5-day training workshop will be organized in each department for the health technicians and obstetricians that usually perform the prenatal check-ups in the rural areas of their department. The training will cover the use of the portable ultrasound scans and reactive strips for early diagnosis of the most common complications during childbirth. The materials used in Guatemala for training the brigades will be updated and used in Peru to train the health technicians. This project will rent facilities for the training and will cover the accommodation and allowance of the participants in the training workshop, but the health department will be responsible for the travel costs of its health staff. The responsibility for the training will be a consultant (specialist in ultrasonography) hired to teach the health staff and to perform remote quality controls on the attended cases. There will be one trainer for every 10 health technicians, so additional trainers will be hired depending on the number of health technicians who attend. The health staff will be also trained in the use of the health information system. 

Component 3: Provide efficient prenatal care for women in isolated rural areas. 
(MIF: US$31,500/Counterpart: US$20,000)

2.21. The objective of this component is to deliver the healthy pregnancy service that will provide ultrasound, blood and urine tests for pregnant women in isolated rural areas.

2.22. The activities and products of this component are the following: 
(i) Monitoring and quality control of the attended cases. After the initial training, the health technicians will start to perform the prenatal check-ups using the ultrasound kits and will register results and data in the health information system. The gynecology specialist hired for the training will perform quality control of the  cases. Based on the information registered in the health information system, the quality control will be performed remotely from the headquarters of the social enterprise in Lima. If the specialist detects a potential problem relevant for the woman’s health, an alarm is set off in the system with a treatment proposal. The health technician will review the case following the instructions from the specialist. The specialist will also provide remote support to the health technicians by telephone, video conference and email. 
The results of the quality controls will serve to design a second session of trainings aimed to reinforce the abilities of the health technicians. Although the health director of Health Link will be responsible for this activity, a new specialist will be hired when the number of cases increases. The time estimated to do the quality control on the two check-ups (first and third quarter) performed to each pregnant women is of 25 minutes. This means that 2 ultrasound specialists per year will be needed when the initiative reaches its goal of 25,000 pregnant women per year.
(ii) Monitoring the business plan and negotiation of further contracts. During this phase, the business consultant will be monitoring the execution of the business plan; purchasing reactive strips (and equipment if necessary); managing the financial information for Health Link; and reporting to the board of directors. The general manager of Health Link will establish further contacts with other departments to increase the number of women attended by the Healthy Pregnancy service (increase the number of contracts with the Ministry of Health). It will also be necessary to meet with the health department representatives (where the service is being provided) in order to know their perspective on the project progress and identify actions to improve it. 
(iii) Reinforcement training. After 6 months from the initial training, a new training session will be organized in order to improve the qualification of the health technicians. The specialist in ultrasonography will be responsible for this training, focusing specifically on the most common problems identified during the quality controls. The training session will last one day or longer depending on the issues identified by the consultant. The project will cover the costs of renting the facilities for the training and the accommodation and allowance of the participants in the training workshop. However, the health department will be responsible for the travel costs of its health staff.
2.23. If new contracts with the SIS are signed, it will be necessary to purchase and deploy more ultrasound kits and also train the new health technicians (and obstetricians) from these departments.

Component 4: Dissemination of results for knowledge sharing.
(MIF: US$19,500/Counterpart: US$2,500)

2.24. The objective of this component is that the knowledge gained from this experience contributes to address the knowledge gaps identified by the Agenda for Basic Services for the Poor: (i) Is the technology of "prenatal care in a backpack" technically viable and socio-culturally acceptable?, and (ii) are the difficulties related to prenatal healthcare in remote poor areas in being relieved with this model?

2.25. The activities and products of this component are the following: 

(i) Development of case study. The goal is to generate knowledge products highlighting the overall sustainability of the initiative, showing that it is economically viable as well as technically and socially viable. An analysis of this experience will help adapt the model and design a strategy for scaling it to other countries in Latin America with a health system similar to Peru. With the results from scaling the project within Peru we expected to generate useful knowledge to help steer the development of the business model in other countries, on issues such as import costs, the costs of training and supervision, use of backpacks  number of women assisted annually - or the requirements of the SIS in requests for tenders. This case study will be available on the EHAS website and will be distributed to selected stakeholders.
(ii) Dissemination of results. The strategic audiences for the project are other organizations of civil society, public authorities, multilateral agencies interested in replicating the experience. Additionally, the Executing Agency will update annually the Project Fact Sheet with information collected during the implementation: challenges, intervention strategy, achievements and impact. For disseminating lessons learned the communication channels used will be mainly meetings with stakeholders, an event to present the case study and dissemination through the website or newsletters.
(iii) One year before the project ends, a sustainability workshop will be held with all key stakeholders to identify specific actions needed to ensure the continuity of the project’s activities. 

D.	Project Governance and Execution Mechanism

2.26. The Executing Agency of the project is Fundación Enlace Hispano Americano de Salud, EHAS, together with the social enterprise Health Link created to implement Healthy Pregnancy services. EHAS has created the social enterprise which is owned by EHAS in its totality. The board of Health Link is composed of 5 members appointed by the Board of EHAS.

2.27. Health Link will have a general manager that will be responsible for contract signatures, hiring personnel, meeting with the health authorities, etc. The general manager will have the support of 3 area directors: Health Department, Technical Department, and Accounting Department. The Health Department will be responsible for training the health technicians and for monitoring and performing the quality controls. The Technical Department will be responsible for purchasing (importing it if needed) and integrating the equipment, providing the health technicians with the equipment and supplies, and managing the health information system. 

2.28. Since Health Link has been just recently created, at this point it does not have the required structure. The support of EHAS will be very important at the beginning of the project, but as the project evolves Health Link will gradually assume responsibilities, hiring personnel with the income from the government contracts. The role of EHAS will be to work together with Health Link in order to start offering Healthy Pregnancy services. With the support of MIF, EHAS will hire the consultants needed for business process design, medical advisory and financial accounting.

E.	Sustainability: 
2.29. The growth strategy for Health Link in the long term is based on the creation of a franchise network that will encourage social entrepreneurship in other countries, replicating the business model piloted in Peru. EHAS will provide the equipment as well as training materials. It will also establish an internal accreditation process, thereby ensuring the homogeneity and quality of service. It will also serve as a link between local entrepreneurs and social investors willing to provide seed funding.

2.30. Success to scale the initiative in other countries depends largely on the ability of local entrepreneurs to negotiate agreements with government, which are ultimately responsible for rural health care. In each country a local entrepreneur's initial effort is required. The international social investment fund will be more likely to enter after the first contracts. Funding for the central office will come from charging royalties on direct sales by franchisees, covering the core services offered to the franchise network and evolutionary development of the product / service.

2.31. The model has a gross margin of 50% and an operating margin of approximately 20%. This funding will allow most operations to grow with equity. The free cash flow is positive from the 2nd year, maintaining a growth rate in sales of around 40% in the first 3 years. The success of the model depends on the scaling-up. Competitive advantage will increasingly be higher if the costs of the central office can be divided among many franchisees.

F.	Experience and Lessons Learned from MIF or other Institutions 
2.32. The mains lessons learned applied to the design of this project come from the work EHAS and its partner TulaSalud have done in Guatemala. This work has been thoroughly documented by the MIF in the publication “Partnerships for Innovation in Access to Basic Services” which includes a case study featuring the work TulaSalud has carried in the field of Tele-medicine. A more in-depth case study is also available for download at the MIF knowledge repository and an infographic is also showcased in the basic services website at fomin.org.  

2.33. These knowledge products gather numerous lessons learned that have been transferred to the design of this project, such as the need to properly train health staff in the use of the technology involved, the relevance of adapting the services offered when attending indigenous communities due to how different practices related to childbirth are, the need to have a flexible approach to technology given how new technologies can reduce costs and improve results, the importance of establishing a working relationship with government since maternal health is basic health service present in all public agendas and the need to invest in monitoring the services provided in order to insure optimal kit utilization rates and quality care. 

G. 	MIF Additionality 
2.34. Non-Financial Additionality: This model is an innovative approach both technologically and in the business model, with a big potential to impact maternal mortality rates in the region. Through MIF’s network of partners, the program will acquire more visibility and knowledge sharing in the region. MIF can provide support through disseminating this model in the region and attracting other agencies or entities.

2.35. Financial Additionality: EHAS has developed a business plan, which aims to be implemented in 4 countries in the region within 4 years. With MIF funding, the technology will be tested and evaluated in Guatemala through a public/private model with an NGO (Mini-MIF project GU-M1056), while the business model will be piloted in this TC through a newly founded social business in Peru. MIF will finance the starting-up of operations of the business model, which would not be possible without upfront economic support.

H.	Project Results:
2.36. The result of the project is to develop a financially sustainable social business with a public-private partnership arrangement to provide adequate prenatal care services to pregnant women in rural areas of Peru. The implementation of the project in Peru will be held in two phases, one short-term (through co-management agreements with DIRESAs selected by SIS), and over the longer term, through tenders involving rural Departments where obstetric ultrasounds and other pre-natal services are not done.

2.37. During the first 6 months EHAS will verify the suitability of the methodology working in these rural areas of Peru, checking that the assumptions used to calculate the cost structure of the project are accurate and allowing the organization to adjust the prices when extending initiative to the rest of the country. This first phase will mean delivering approximately 25 backpacks, training 60 health professionals, and monitor around 5,000 prenatal check-ups remotely.
 
2.38. For the second stage, from month 7 to month 30, the EHAS Foundation has created Health Link with the aim of checking the financial viability of this initiative in Latin America. During those two years an estimated 35,000 pregnant women will be cared for, requiring the delivery 38 additional Healthy Pregnancy kits and training 66 health professionals. 

I. 	Project Impact
2.39. The expected impact of the project is to contribute to the financial and technical sustainability of the business model in order for Health Link to reach investment readiness in preparation for an OMJ loan or other source of finance. The company projects to have a positive operative margin by the end of the project at month 30 and to create jobs with the growth of the company. 

2.40. After reaching a steady state the work of Health Link can be divided into "three thirds". It is expected to reduce maternal mortality at least 1/3, reduce neonatal mortality at least 1/3 and the number of "urgent transfers" of pregnant women to hospitals at least 1/3. 

J. 	Systemic Impact: 
2.41. If the previous calculations are performed on the average of maternal and neonatal mortality in rural Peru, this implies saving the lives of over 560 people (pregnant women and infants) in the first two years of work and about 1400 if we consider the first four full years. Likewise, if we consider that 5% of rural pregnancies end in urgent transfers, avoiding around 1/3 of their cost (each on average amounts to US $ 1,000, according to data provided by WHO), the project has the potential to generate savings for SIS of around 2 million in three years.

2.42. To the previous data we need to take into account the impact on the physical well-being of pregnant women, which is an essential factor in order to generate development processes. Poor women and their children, mostly indigenous, are the direct beneficiaries of this initiative, improved living conditions in terms of health are crucial for their full participation in a dignified society. Moreover, the proposed solutions reduce the gap between prenatal care in rural and urban areas and thus increase development opportunities where they are more needed. 

3. [bookmark: _Toc309632504]Monitoring and Evaluation Strategy

3. 
3.1. Baseline: Through the project design process EHAS has used general information on MMR[footnoteRef:19] and NMR[footnoteRef:20] provided by the WHO, together with specific information about Peruvian scenario provided by the MINSA[footnoteRef:21] and the Peruvian Journal in Experimental Medicine and Public Health[footnoteRef:22]. This information has served to build a general analysis on the situation of MMR and NMR in Peru, differentiating the data of the rural and the urban areas. At the beginning of the project an in depth Market Study will be performed in order to have a more precise estimation on the number of expected pregnancies in the rural areas of each department, and the short term plans of the DIRESAs. This Market Study will help to develop a more detailed strategy to expand the initiative in Peru. [19:  WHO; UNICEF; UNFPA; Trends estimation in MMR. Note N°348. World Health Organization; May 2014]  [20:  WHO, UNICEF. 2014. Todos los Recién Nacidos: un plan de acción para poner fin a la mortalidad prevenible: Resumen de orientación.]  [21:  Ministerio de Salud de Perú. Situación de Salud y Nutrición Materno Infantil en el Perú: Taller de revisión de factores de éxito en el progreso de salud y nutrición materna, reproductiva, neonatal e infantil en el Perú. Marzo 2014.]  [22:  Del Carpio Ancaya L. Situación de la mortalidad maternal en el Perú, 2000-2012. Revista Peruana de Medicina Experimental y Salud Pública. 
] 


3.2. Monitoring: The Executing Agency shall submit Project Progress Reports (PSR, for its acronym in English) to the MIF within thirty (30) days following the end of each semester or more frequently day and dates determined by the MIF, informing the AE with at least 60 days in advance. The PSR report the progress in terms of project implementation, achievement of milestones, the results and their contribution to achieving the objectives of the project, according to what is indicated in the logical framework and other operational planning. Problems encountered during implementation and possible solutions will also be reported. Within ninety (90) days of the execution time, the Executing Agency shall submit to the MIF a report Advancement Project Final (Final PSR) detailing the outcomes achieved the sustainability plan, findings of the final evaluation and lessons learned.

3.1. Evaluation: The project includes a final evaluation process, which will take place on completion of project implementation and will consider, among others, the following: (a) the relevance of the project components and activities to achieve the defined objectives; (b) an assessment of the progress made in implementing the project; (c) the results achieved in the implementation of the components; (d) any deviations in the process of project implementation; (e) the probability of reaching impact indicators defined in the logical framework; (f) the lessons learned during project implementation; (g) the degree of satisfaction of users and beneficiaries; (h) recommendations for the sustainability of the initiative and for the design of future similar projects; and (i) assessment of the potential for replication nationwide and in other countries in the region.
3.2. The project is not currently being contemplated for an impact evaluation.
3.3. Closing Workshop. The executing agency will organize a closing workshop at the appropriate time to assess along with other key stakeholder the outcomes achieve, identify additional tasks to guarantee sustainability and identify and disseminate lessons learned and best practices. 

4. [bookmark: _Toc309632505]Cost and Financing
4.1. The project has a total cost of $458,450, of which $274,750 (60%) will be provided by the MIF, and $183,700 (40%) by the counterpart. The execution period will be of 30 months and the disbursement period will be of 26 months.  

	Components
	MIF
	Counterpart
	Total

	Component I: Market analysis and definition of business plan
	$31,000
	$31,000
	$62,000

	Component 2: Provision of equipment and training for health regional staff in Peru
	$125,100
	$119,200
	$244,300

	Component 3: Provide efficient prenatal care for women in isolated rural areas
	$31,500
	$20,000
	$51,500

	Component 4: Dissemination of results for knowledge sharing
	$19,500
	$2,500
	$22,000

	Sub-total Components
	$207,100
	$172,700
	$379,800

	Administration
	$35,000
	$11,000
	$46,000

	Evaluation
	$12,000
	$0
	$12,000

	Ex post reviews/Audits
	$4,000
	$0
	$4,000

	Contingencies
	$6,650
	$0
	$6,650

	Sub Total – Project Funds
	$264,750
	$183,700
	$448,450

	% de Financiamiento
	59%
	41%
	100%

	Institutional Strengthening 
	$10,000
	$0
	$10,000

	Impact Evaluation Account
	$0
	$0
	$0

	Agenda Account
	$0
	$0
	$0

	Grand Total
	$274,750
	$183,700
	$458,450



5. [bookmark: _Toc309632506]Executing Agency 

A. [bookmark: OLE_LINK1][bookmark: OLE_LINK3]Executing Agency: 

5.1. Fundación Enlace Hispano Americano de Salud, EHAS, will be the Executing Agency of this project and will sign the agreement with the Bank. EHAS is a non-profit research institution, whose board is composed of Spanish and Latin American universities mainly: Universidad Politécnica de Madrid, Universidad Rey Juan Carlos, Pontificia Universidad Católica del Perú and Universidad del Cauca de Colombia. EHAS worked during the first 6 years of operation with the legal personality of these institutions, and as a foundation with its own personality since 2004.
5.2. EHAS is registered in the Registry of NGOs of the Spanish Agency for International Development Cooperation (AECID) since 2005. It is also registered in Peru as a foreign entity in the National Register of Foreign Entities and Institutions for International Technical Cooperation (ENIEX).
5.3. EHAS aims to improve public health care systems in remote areas through the application of appropriate Information and Communication Technologies (ICTs). EHAS has been working for more than 15 years in Latin America and has successfully developed and coordinated several projects in these countries, as well as worked in research and development ICT Programs. Through these years EHAS has worked with Ministries of Health from Latin America countries, such as Peru, Ecuador, Colombia and Guatemala. In these projects EHAS has acquired an important experience in the design, implementation and maintenance of transport networks based on WiFi for long distances in rural environments in developing countries, with the aim of strengthening health systems, providing communication services for isolated health posts to contact their reference centers or hospitals. EHAS has received funding from the Ibero-American Program of Science and Technology for Development (CYTED), the Andean Health Organization, the City Hall of Madrid or the Spanish Agency for International Development Cooperation (AECID). He has also collaborated with the IDB through the technical cooperation PE-T1013 of Rural Telemedicine in remote areas of Peru, where he designed voice and data communication systems for a total of 200 rural establishments involved in the Phase II of the PARSalud project. The excellent results achieved in those projects, and the experience obtained, places EHAS in a very good position to expand this new project among Latin America health authorities. 
5.4. EHAS will establish an executing unit and the necessary structure to effectively and efficiently execute project activities and manage project resources. EHAS will also be responsible for providing progress reports on project implementation. Details on the structure of the execution unit and reporting requirements are in Annex 7 in the project technical files.  

6. [bookmark: _Toc388956452]Project Risks

6.1. [bookmark: _Toc309632508][bookmark: _Toc309632507]Under-use risk: The project takes as a starting hypothesis that one "Healthy Pregnancy" kit must attend at least 400 pregnant women per year. However, it could be possible that health brigades who work in the most remote communities do not achieve this figure. In order to relieve this problem, a monitoring indicator will be created and several strategies will be tested to maximize the use of the equipment, such as rotating an ultrasound probe between different brigades to ensure that the tools are being used constantly.
6.2. Cultural risk: There is a risk of acceptance in rural communities of the service provided, because it is possible that women in these areas do not want to receive ultrasounds and blood tests due to cultural reasons. This risk is reduced by working with local partners and trusting in the health system of the communities, as well as involving local leaders to explain the benefits of these medical tests. In fact, previous EHAS’ experience in Guatemala shows that women are truly interested in receiving these services when they are offered by a facilitator of their community or from a nearby community.
6.3. Institutional and political risks: The project depends on the contracts signed with the SIS, either through Co-management Agreement in the first stage, as tenders in a long-term. The support of the public administration will depend on the success of the initiative: number of prenatal checkups performed, final price per woman, and reduction of MMR and NMR. If the initiative proves successful there is no reason for the public administration to remove their support.  

7. Environmental and Social Effects
  
7.1. The project acts directly on a health inequity which integrates three decisive variables for social exclusion, such as gender, ethnicity and social class, improving the living conditions of one of the most disadvantaged groups (indigenous women from rural areas). In addition to identifying needs that have to be covered, the initiative underlines infringed rights which should be guaranteed regardless of the region where the population live, emphasizing the most remote rural areas due to their important limitations on access to health.
7.2. Social inequality between women in urban areas and women in rural areas, in relation to their access to healthcare services to follow their reproductive process, affect the maternal mortality ratio. Having appropriate technological tools strengthens primary care by promoting health, preventing complications and addressing emergencies in time, but also it reduces the gaps between rural and urban populations, between indigenous and non-indigenous and between rich and poor.
7.3. The use of renewable energy for powering portable ultrasound systems makes the project a feasible intervention in a technical and environmental way. Moreover, all systems use appropriate technology and are very low cost (both ultrasound systems as tests strips) for using in rural areas of developing countries.

8. Compliance with Milestones and Special Fiduciary Arrangements 

8.1. Disbursement by Results and Fiduciary Arrangements.  The Executing Agency will adhere to the standard MIF disbursement by results, procurement and financial management arrangements specified in Annex 8.
8.2. Based on the DNA results of the project, in terms of Procurement and Financial EHAS has a medium risk in terms of Technical, Financial, Procurement and Knowledge capacity.
8.3. Retroactive Recognition of Counterpart Funds. If needed this project will recognize counterpart costs retroactively only for those expenses made after June 1st 2014 and whose concept relates to the launching of the social enterprise Health Link.

9. [bookmark: _Toc388956455]Information Disclosure and Intellectual Property

9.1. Information Disclosure. This project is not deemed to have confidential information according to the Bank’s information policy.

9.2. Intellectual Property. The Bank shall own the intellectual property to any work produced or results obtained under this grant.

[bookmark: _Toc364849205][bookmark: _Toc245035798][bookmark: _Toc388956456]10. Recommendation

10. 
11. 
12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
10.1 	The Project Team Leader, David Bloomgarden, recommends the approval of this operation by the General Manager of the MIF, under the Delegation of Authority granted by the Donors Committee on October 9, 2012, and the use of MIF funds of up to a maximum of US$458,450 to finance this project. 

[bookmark: _Toc364849206][bookmark: _Toc245035799][bookmark: _Toc388956457]11. MIF General Manager Approval

11.1	I hereby approve, in accordance with the Delegation of Authority provided by the Donors Committee on October 9, 2012, under MIF/AT-1205, the amount of up to US$458,450 to finance the project “PRE-NATAL CARE IN A BACKPACK – A SOCIAL BUSINESS MODEL FOR HEALTHY PREGNANCY IN ISOLATED COMMUNITIES IN PERU” as part of the “Program to Accelerate Businesses Providing Basic Services to Poor and Low Income Populations” (RG-M1217). 

11.2 	Project resources will be used to finance the activities described and budgeted in this document, to be charged against MIF funds under the Program to Accelerate Businesses Providing Basic Services to Poor and Low Income Populations”, and are non-reimbursable.

11.3	The Bank will commit and disburse these funds in U.S. dollars. The same currency will be used to establish the compensation and payment of consultants, except in the case of local consultants working in their own borrowing country, in which case compensation will be defined and paid in local currency. 

11.4	No program funds other than the amount certified above will be available for implementation of this technical cooperation operation.


Approved


___________________________________        	 __________________
Nancy Lee                                                              	 [Date]
MIF, General Manager

