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I. Introduction 
 
In Peru, as in the whole world, cancer is an important -and growing- cause of morbidity and 
mortality. According to the Peruvian Ministry of Health (Ministerio de Salud-MINSA) in 2007, 
malignant tumors were one of the leading causes of death in Peru. Meanwhile, according to the 
"Burden of Disease Study in Peru - 2004", the presence of malignant tumors is the fifth leading 
cause of Disability-Adjusted Life Years (DALYs)1

 
. 

Treating cancer is specially expensive and often have a catastrophic effect on the household 
economy due to the high costs of treatment but also because many tumors have a significantly 
negative impact on the people´s work activity.  
 
The International Agency for Research on Cancer (IARC) (2008) considers the existing knowledge in 
industrialized countries enough to prevent up to one third of the twelve million cases of cancer 
arising worldwide each year, and to increase by another third the rate of survival if detected in 
early stages. In Peru, unfortunately, the issue of prevention and early diagnosis for fighting against 
cancer has been neglected. Given the inaction of the Peruvian state, the Peruvian League against 
Cancer -a charitable private organization- pilot issues of prevention and early detection, offering 
screening services, mammographies, Pap smears, colposcopies, detection of prostate cancer as 
well as organizes information and awareness campaigns for the population. 
 
This document aims to highlight the importance of incorporating cancer within the Universal 
Insurance coverage, both regarding prevention and early diagnosis as well as its treatment, as a 
way to face and recognize the implications of cancer for people, families and the society as a 
whole. It describes the main challenges for coverage in the long-term, both in relation to the 
quality of care and the sustainability of the funding. Thus, this document analyzes the market of 
oncological diseases in Peru from the demand side -current and potential patients-, and supply 
side –health institutions, insurers, and government, in its provider, financier of the care for the 
poor, governing body and regulator roles. 
 

                                                           
1The Disability-Adjusted Life Year -or DALY- is a health measure that extends the concept of potential years of life due to 
premature death (PYLL) to include equivalent years of ‘healthy’ life lost by virtue of being in states of poor health or 
disability (WHO, GBD Poject). 



 

The analysis is conducted within the framework of the latest advances in health, concerning the 
Law of Universal Health Insurance and the incorporation of the basic benefits plan, which will be 
contrated with the existing supply to treat cancer and its financing. 
 
This document is organized as follows. In the next section, the current state of cancer in Peru is 
explained. The third section discusses the project of Universal Health Insurance, including a 
description of the Essential Health Assurance Plan (Plan Esencial de Aseguramiento en Salud – 
PEAS). The fourth section presents an overview of health supply -infrastructure, equipment, 
human resources and drugs. Section five analyzes the current public funding for cancer diseases. 
Section six concludes. 
  



 

II. Current situation of cancer in the country 
 
The Global Burden of Disease study (GBD 2008) estimates DALYs for 135 sub-categories of 
diseases’ causes, taking into account national epidemiological parameters using 2004 data. The 
study found 5 052 866 healthy years lost in Peru in 2004 -52.6% attributable to men and 47.4% to 
women2

 
. 

When the burden of disease is grouped according to 21 diagnosis categories, the six leading causes 
of healthy years lost are non-communicable diseases in the following order: neuropsychiatric 
diseases, unintentional, perinatal conditions, cardiovascular diseases, malignant tumors -used 
instead of cancer- and musculoskeletal diseases. 
 
The malignant tumors accounted for 7% of the morbidity burden and 378,050 healthy years lost in 
2004 -4% of total DALYs. Moreover, the IARC cancer data for Peru -sorted by 2008 incidence- 
presents the most common cancer types; stomach -with 5 215 new cases and 4 520 deaths-, colon 
and rectum -with 2 033 new cases and 1 230 deaths-; and lung -with 1 581 new cases and 1 536 
deaths-. When cancer types are distinguished by gender, the most common types for women are 
cervical cancer -with 4 446 new cases and 2 098 deaths-; and breast cancer -with 4 300 new cases 
and 1 365 deaths. In the case of men, prostate cancer -with 4 142 new cases and 1 646 deaths-, 
and Hodgkin's disease -with 964 new cases and 550 deaths. Moreover, there is a clear upward 
trend in the number of new cancer cases. Thus, for 2015 it is projected 6 538 new cases of 
stomach cancer, 2 536 new cases of colon and 1 989 new cases of lung cancer3

 
. 

The GBD study has revealed a demographic and epidemiological transition experienced by the 
Peruvian population, with changes in causes of death to chronic-degenerative diseases and cancer. 
This epidemiological transition has been included by MINSA - Department of Epidemiology (DGE 
for its acronym in spanish) in the construction of an indicator of non-communicable and 
communicable disease ratio, used for comparing data for years 1990 to 20064

 
 (see Graph N°1). 

                                                           
2 MINSA. La carga de enfermedad y lesiones en el Perú. MINSA. Lima, 1era. Edición. 2008. 
3 IARC - GLOBOCAN 2008 database. 
4 A rate is constructed to differentiate the categories of post-transition -rate greater than 1.2-, transition -rate between 
0.8 to 1.2- and pre-transition -rate less than 0.8. Since it is applied to the whole country, regions can be differentiate into 
categories -MINSA. ASIS Peru, August 2010. 



 

Graph N°1. Proportional mortality by cause and region groups 
Peru 1990 - 2006 

 
1990 2006 

  
Source: MINSA/DGE. ASIS Peru. August 2010. 

 
Even though displacement of communicable diseases by non-communicable diseases places Peru 
in the category of post-transition, certain pre-transitional region profiles coexist. In this sense, 
cancer and chronic diseases take on a significance reflected in changes of death causes. These 
causes have been declining for communicable diseases and other causes -tumors and 
cardiovascular diseases- as shown in Graph N°2. 
 

Graph N°2. Main mortality causes  
Peru 1987-2007 
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Incidence of most common cancers 
The Peruvian urban growth and lifestyle’s changes are, in part, responsible of high levels of cancer 
incidence. Health determinants and risk factors -sedentary lifestyle, diet fiber-low fat-rich, 
processed foods, smoking, alcoholism- contribute to increase cancer incidence. 
 
Prevention, early detection and population awareness about reducing risk factors are 
interventions influencing the reduction of cancer mortality. Thus, lung and stomach cancer, which 
are less likely to be detected, prove a higher incidence and mortality. In fact, lung cancer is a public 
health problem in Peru due its high incidence. Tobacco is the main cause of lung cancer; as well as 
air pollution in cities, especially in poor areas, where the smoke from unvented wood-burning 
domestic stoves is common. In terms of stomach cancer, Peru along with Colombia and Ecuador 
are considered high risk areas for this cancer due to problems in the preservation and 
conservation of food, changes in the prevalence of helycobacter pylori infection, poor hygiene and 
overcrowding, among others5

 
. 

In terms of cervical cancer, the main cause are etiological agents (high-risk, oncogenic Human 
Papillomavirus -HPV- subtypes). It is an easily preventable cancer through screening; however, it is 
the leading cause of death among women in Peru. Breast cancer incidence has been increasing 
worldwide, especially in countries like Peru where changes in socioeconomic development are 
emerging as well as women lifestyle. 
 
Prostate cancer is the most common cancer for men in Peru and it has been growing alongside the 
aging male population -an important risk factor in the etiology of cancer. Finally, for colorectal 
cancer, which affects both men and women, changes in lifestyle are significant: obesity, sedentary 
lifestyle, smoking. These risk factors predispose colon cancer’s appearance, as well as diets rich in 
fat and low in fiber. 
 
Nevertheless, cancer incidence information in Peru are underestimated -because many people fail 
to have a medical consult and registration problems are major at death time (see Box No. 01). 
These high incidence rates are accompanied by capacity constraints in the supply-side, 
contributing to low cancer survival-rates. Under this situation, the MINSA, National Institute of 
Cancer Diseases (Instituto Nacional de Enfermedades Neoplásicas- INEN), Essalud, Armed and 
Police Forces, NGOs, volunteers, PAHO and other institutions, along with the support of the 
American Cancer Society (ACS), the International Union Against Cancer and US National Cancer 
Institute (NCI), have formed a "Multisector Coalition" and developed a "Strategic Plan 2006 - 2016 
- Peru against Cancer" 6

 
. Unfortunately, the call did not include the private sector.  

The plan’s intended purpose is to coordinate a structuraly way to achieve cancer control and to 
develop interventions focused on the promotion of healthy habits, cancer prevention, cancer 

                                                           
5 Solidoro S., Andrés. Cáncer en el Siglo XXI. Tema de Revisión. Acta Médica Perú. 23(2) 2006. 
6 Coalición Multisectorial “Perú contra el Cáncer”. Plan Estratégico 2006 -2016. 



 

screening and detection, early diagnosis, recovery, rehabilitation and improvement of quality of 
life of patients with advanced cancer. 
 
In the same year, the Coalition developed the "National Plan for strengthening prevention and 
cancer control in Peru"7. At that time, the call was larger and included some private actors, but left 
aside some institutes and clinics with high resolution capacity which could help integrate the 
network of services and prevention. The National Plan has concrete goals and actions with a 
multidisciplinary and multisectoral approach, with new paradigms in cancer management and 
control, integration of all prevention and control activities, strengthening of services, with cross-
cutting interventions in priority areas, empowerment of citizens, and the pursuit of sustainability8. 
The implementation of this plan is estimated in 168 156 150 dollars9

 
. 

Both the Strategic and National Plan have highlighted the most critical aspects where actions are 
mandatory to prevent and control cancer; thus, establishing a coordinated line of action not 
provided by the government. However, these plans do not have guaranteed fundings for its 
implementation; leaving the implementation of the strategies to the institutions’ initiative and its 
available resources. In this way, the attempt of pooling private and public efforts is diluted; the 
conduction is lost and without resources, each institution is subscribed to its own challenges. 
 
Currently, Peruvian health system information is very limited and cancer mortality data varies by 
institution and recorded-area (see Box No. 01). While the Plan has as one of its objectives the 
improvement of the information system, financial resources to do so are not guaranteed. 
 
BOX No. 01 
Deficient health information in Peru 
In order to have a health sector with an effective planning process that allows health promotion 
in Peru, the estimation and measurement of health problems are fundamental. The World Health 
Organization (WHO) identifies 5 key points that should be taken into account for the correct 
evaluation of a health system: (i) the general level of health; (ii) the distribution of populations’ 
health; (iii) the overall level of responsiveness -refering to the degree of people’s satisfaction 
regarding the received service by health care providers; (iv) the distribution of responsiveness; 
and (v) the distribution of financial capacity -refering to the need of distributing health care costs 
according to pay ability and not to the risk of developing the disease. 
 
To evaluate these points, it is essential to have efficient and timely information on the 
populations’ health, health service people's satisfaction and the household expenditure on 
health. In Peru, unfortunately, the available health information is scarce and mostly poor. For 
example, the existing information on the satisfaction of public health services (hospitals and 
health centers) is very limited and there are not studies based on national samples exploring the 

                                                           
7 Coalición Multisectorial “Perú contra el Cáncer”. Plan Nacional para el fortalecimiento de la prevención y control del 
cáncer en el Perú. Lima, Diciembre 2006. 
8 Ibidem. 
9 Coalición Multisectorial “Perú contra el Cáncer”. Plan Nacional Para el Fortalecimiento de la Prevención y Control del 
Cáncer en el Perú. Diciembre 2006. 



 

system characteristics and its differences according to social, economic, demographic and cultural 
factors; or the supply-side characteristics (Seclén et al., 2000). 
 
Similarly, information deficiency about death registration and their causes is alarming, especially 
given that this is the starting point for all good analysis of the health situation and the subsequent 
decision making (Soto-Caceres, 2006). This lack of timely and reliable information makes it 
difficult for MINSA -and other public or private health sector related- to design, implement and 
evaluate the impact of public policies and programs. 
 
According to a WHO study conducted in 2005, Peru was among the countries with lower quality 
in mortality registry along with other countries with less than 70% of the full death data or more 
than 20% of deaths with badly-defined death codes (Colin et al., 2005). In Peru, death registration 
is in charge of the National Registry of Identification and Civil Status (RENIEC for its acronym in 
spanish) and is registered in the “Formulario de Defunción General” (General Death Form), 
generated in health facilities. However, according to the actual office of MINSA statistics, 
underreporting of deaths in Peru is around 40%. 
 
To begin to address this problem, MINSA has prepared a "Guide for the Analysis of Health-Disease 
process" in order to overcome problems in the causes of death registration -issues related to the 
quality of reports- and record omissions, despite of being a legal obligation. 
 
An alternative to increase the coverage of death registration in low-income countries with 
difficult geography -like Peru- is the development of registration based on a representative 
sampling. Countries like China, India and Tanzania, are evidence that a sample registration with 
the appropriate controls are useful and more cost-effective than the entire population 
registration (Colin et al., 2005). 
 
 
Prevention, Detection and determinants of health risks associated with cancer  
WHO recommends prevention and early detection as priority basis to reduce cancer incidence. 
Indeed, the relevance of prevention and early diagnosis of cancer becomes evident when 
considering the high cost of cancer treatments. For example, according to "Cancer: Treatment 
Costs in Peru" prepared by AIS in 2009, the monthly cost of cancer chemotherapy may exceed US$ 
360 depending on the cancer type -with a follow-up between 1 and 6 months, at least, initially. In 
the case of lung cancer, treatments may require monthly expenditures which range between US$ 
1,430 and US$ 3,930.  
 
Strategies focused on prevention and early detection generate saving of resources, greater 
survival probability and better quality of life. Thus, in cost terms, cervical cancer treatment, 
according to AIS (2009), costs US$ 1,140 as minimum; while the cost of treatment if cancer is early 
detected is US$ 200 and the cost of diagnosis is about US$ 9 (when done with La Liga Peruana de 
Lucha contra el Cáncer –from now on La Liga, a Peruvian NGO; private costs are higher) through 
Pap smear -it should be performed every three years if they do not have cervical injuries. It is very 
important, however, not to focus on the medical costs only but to consider the DALYs generated. 
 



 

In this sense, Peruvian estimates on cervical cancer show that women who prevent -through the 
HPV vaccine-, and early diagnose -with Pap smears every three years10

At country level, considering women population aged between 25 and 65, total expected costs of 
cervical cancer when women prevent and diagnose is US$ 815,632,237; while total expected costs 
arise to US$ 1,991,080,364 when the disease is not prevented. These figures must be contrasted 
with the necessary investment to establish the optimal strategy for the country. 

- have medical cost of US$ 
702 during their lifes; while those women who do not prevent nor early diagnosed -but who treat 
cancer once symptoms appear- have medical costs of US$ 870. However, if we consider DALYs, 
women preventing and early diagnosing have a total expected costs during their life -medical cost 
and DALYs economic value- of US$ 4,981; while women who treat cancer once it has progressed -
they failed to prevent or diagnose-, have a total expected cost of US$ 11,781 (see Seinfeld et al. 
(2011) for a description of the methodology and information used). 

 
However, prevention in Peru is not progressing quickly enough; there is no public policy focused 
on prevention. In 2010 -for the first time- the government has allocated a budget for cancer 
screening and prevention. The budget is US$ 10 million which is limited if considering that La Liga, 
in 2010, has spent US$ 4 billion.  
 
Relative to other countries, Peru is overdue. For example, in Mexico, there were made about two 
and a half million cervical screenings by Hybrid Capture. In Peru, MINSA last record showed that 
twenty-three thousand Pap smears were made -in 2010, La Liga held approximately 85,000, three 
times more than MINSA. Thus, even controlling by population size, the comparison shows that the 
level of delay in Peru is amazing. 
 
In terms of health determinants, experiences from other countries serve as reference for cancer 
incidence reduction. For example, in Japan, for stomach cancer they focused on early diagnose 
through radiological, serological and endoscopic screening –costly procedures. They also changed 
food preservation methods (refrigeration), which allowed them to reduce new cases significantly 
and efficiently. The latter factor -food preservation- is a clear example of the type of interventions 
that a country like Peru, with scarce resources, may apply. 
 
Interventions in the health determinants need to be addressed in a structural, intersectoral way; 
and incorporated into the current National Plan of cancer control. Cost-effective solutions are 
linked to improvements in conditions of sanitation, water access, good practices at home, among 
others. These measures are reachable, but require a joint institutional and governmental effort. 
 
Peru has successful experiences in progress of "healthy cities and communities" since early 90s, 
through interventions led by PAHO and MINSA which have been incorporated within the regional 
plans and budgets -these imply the inclusion of promotion projects and social development, 
linking municipalities, communities, educational institutions, health centers and families. The 

                                                           
10 Similar results were obtained when considering other screening interentions, such as VIA or HPV-DNA. 



 

priorities are focused on malnutrition reduction -due the extent of this problem at the country. 
Cancer has not been considered as priority for municipalities due the limited information. This 
situation will change as accurate information is availale and cancer enormous relevance is evident. 
 
  



 

III. Universal Health Insurance: Normative aspect 
 
In 2009, the Peruvian government passed the Universal Health Insurance Law (Ley Marco de 
Aseguramiento Universal), which sets a mandatory membership in a health insurance scheme. The first 
health insurance attempt provided by the government occurred in late 90s with the launch of Free 
School insurance and Maternal and Child insurace –both were the basis to implement the Integral 
Health Insurance (SIS for its acronym in spanish) in 200211

 
. 

The Universal Insurance project in Peru responded to health examination from a rights perspective and 
from a economic perspective. From the first approach, the access to healthcare is considered as a right, 
under Article 25 of “Carta Interamericana de Derechos Humanos”, which states: "Everyone has the 
right to an adequate standard of living that ensures health and wellness, food, clothing, housing, 
medical care and necessary social services [...]". For a description about rationality of government 
intervention in the health insurance market -with emphasis on prevention and treatment of oncological 
diseases- see Appendix N°1. From the second perspective, the best way to economically face the 
diseases’ cost is health insurance; but market failures related to information problems -adverse 
selection12 and moral hazard13- limit the efficiency and equity of insurance market. ECLAC –responding 
to the question of what kind of public intervention is the most effective to mitigate the inherent 
problems in insurance markets without introducing major inefficiencies or injustices- suggests that 
public intervention should be aimed to universal health coverage -by improving the relation between 
public finance and social security-, to achieve high levels of solidarity and determine the cost of 
insurance premium based on population risk -and not based on individual risks-, in order to reduce 
incentives to select risks14

 
 (see Appendix N°1). 

The Peruvian government is intervening the health market through the Law of Universal Health 
Insurance -among other ways- to address the inherent difficulties of health insurance and solve the 
problems of efficiency and equity. 
 
BOX No. 02 
Peruvian Assurance System 
Integral Health Insurance (SIS) covers the insurance of the population in poverty and extreme 
poverty situation. In 2009, SIS insured 68% of the poor and 75% of the extreme poor. SIS must 
continue moving forward to close the gap of uninsured poor. Similarly, in 2009, 58% of the non-
poor people had an insurance, including insured people from EsSalud and the private sector. The 

                                                           
11 SIS -public agency; belongs to MINSA- has the rol of managing the funds used to finance individual health protections, 
prioritizing vulnerable populations who are in poverty or extreme poverty situation. 
12 In the case of adverse selection, the insurer charges an excessive premium to ensure people with high risk. This 
excessive premium desincentivate healthy people to be insured. 
13 The moral hazard problem appers once the insurance is taken: over-consumption of health attentions, raising the 
costs of health provision. 
14 For insurance companies, the solution to asymmetric information problems is the risk selection -exclude high risk 
people through administrative procedures. This involves unequal access to health services because it promotes the 
segmentation of consumers; it goes against the principle of solidarity and is socially inefficient because it generates 
welfare losses that could be avoided. 



 

gap for this group should be closed with the legal incorporation of formal -and ideally, informal- 
workers to EsSalud, with the additional benefit of moving towards work and tax formalization -it 
should also encourage private sector to explore new market segments and expand coverage. 
Thus, Universal Insurance should work on closing the gap of uninsured poor and nonpoor people 
(Montañez, 2011). 
 

Insurance rate according to insurer 
Peru 2000-2009 

 
Insurance status 2000 2002 2003 2004 2005 2007 2008 2009 
With insurance 32.3 40.5 40.5 36.9 35.9 41.7 54.1 61.2 

ESSALUD 19.7 16.4 16.5 17.1 16.8 18.3 18.9 19.6 
ESSALUD and private insurance 0.4 0.5 0.7 0.7 0.5 1.2 1 0.9 

Private insurance 1.6 1.6 1.2 1.2 1.4 1.7 2 2.6 
Armed Forces and Police 1.3 1.8 1.9 1.9 1.9 2.1 1.7 1.7 

SIS(*) 9.3 20.2 20.3 16 15.3 18.4 30.3 36.4 
Uninsured 67.7 59.5 59.5 63.1 64.1 58.3 45.9 38.8 

Total 100 100 100 100 100 100 100 100 
Total population (millions) 25.7 26.9 27.3 27.6 28 28.3 28.8 30.1 

(*)Until 2000, refers to the Mandatory School Security and Pilot projects of the Maternal and Child Insurance. Since 
2002, refers to the SIS. 
Source: ENAHO 2000-2009 
 
However, the SIS faces funding problems that threaten the viability of insurance for this 
population group. Its annual budget is predetermined by historical spending -fact that has not 
changed since its inception-, although its target population has changed from maternal 
population groups, children and adolescents to all poor and extreme poor population. Changes 
in the budget per beneficiary has declined between 2002 and 2009, expressed in US$ real value 
for December 2009: in 2002 and 2003, it was 16 per beneficiary; in 2009 and 2010, it was 14.8 
and 14.2, respectively. (Agenda 2011) 
 
The budget allocation has not kept pace with the insurance goal, which has pushed to a higher 
out-of-pocket spending situation (ENAHO, 2009). Also, private insurance’s premiums has shown 
an increasing trend over the years. Therefore, the goal of Universal Insurance should not only be 
expressed in the breach of insured goals but also in the coverage received to reduce the 
expenses incurred by people. 
 
The lag in health financing could also be expressed as the percentage allocated to health sector 
to GDP. This figure was in 2005, 4.5% of GDP, lower than the Latin American average -between 
8% and 11%. Moreover, necessary levels of health investment are high, making it even more 
urgent to increase funding for this sector. (Agenda 2011) 

 

 
The Law of Universal Health Insurance -law N°29344- establishes the regulatory framework to 
ensure all peruvian residents have a health insurance allowing access to different health services 
under appropriate conditions of efficiency, equity, timeliness and quality. 



 

The law stablishes that membership to a health insurance scheme is compulsory for all residents 
of the country. It also states this affiliation will be done gradually and continuously, seeking the 
inclusion of everyone and expanding the coverage of insurance plans. 
 
Similarly, the law establishes the agents linked to Universal Health Insurance and their respective 
roles: stewardship (MINSA), financing (health insurance funds institutional managers – IAFAS for 
its acronym in spanish), service providers (health services institutional providers – IPRESS for its 
acronym in spanish), supervision (National Superintendence of Health Insurance – SUNASA for its 
acronym in spanish). 
 
The law determines the existence of three financial regimes for health insurance: contributory, 
semi-contributory and subsidized. 

• Contributory scheme: includes persons related to the insurance institution through a 
payment or contribution by the person or his employer. 

• Subsidized scheme: includes members of the insurance institution through total public 
funding. 

• Semi-contributory scheme: includes members of the insurance institution through a 
partial public funding and a contribution by the insured or his employer. 
 

The law states that the national executive power will be responsible for creating the mechanisms 
to prevent high-income individuals or contributory scheme affiliates to benefit from semi-
contributory or subsidized schemes. Similarly, the law establishes the government will gradually 
increase funds for the financing of the last two schemes. Finally, the law provides a list of 
conditions, interventions and services that, at least, will be funded by all IAFAS, whether public, 
private or mixed. This list is determined in the Essential Health Assurance Plan (PEAS for its 
acronym in spanish).  
 
The enthusiasm for achieving Universal Insurance is facing serious criticism from the population, 
as this assurance has not been reflected in major access, better quality or better treatment 
service. Moreover, the introduction of Universal Insurance has not been accompanied with an 
increased health funding, so families out-of-pocket payment remains -for 2010 - the largest funder 
of health care.  
 
SIS15

 

 budget is insufficient to pay their responsibilities, a fact that is compounded since 2007 due 
to the coverage expansion of the health system. Moreover, with the new Universal Insurance law, 
SIS acquires new functions as promoting the affiliation of the currently uninsured population, for 
both the subsidized and semi-contributory system (Montañez, 2011). 

 

                                                           
15 In 2007, SIS changed from having a coverage of maternal and child group, children and adolescents to total coverage 
of poor population. Thus, a group of adults with various demands for special and more expensive attention joined the 
system. 



 

Cancer in the Essential Health Assurance Plan (PEAS) 
The health benefit plan (PEAS)16 is a basic plan offered by all public and private insurers. Its 
formulation includes 140 health conditions, organized in interventions and services, according to 
stages of life and health status of the population. It also includes 44 explicit guarantees of 
timeliness and quality17

 
 for maternal and infant conditions. 

The selection criteria for the 140 conditions were based on the Burden of Disease study (2008) 
prepared by MINSA, and a study of spending economic impact on poorest families -meeting 
epidemiological and economic criteria, frequency and comprehensiveness of care service. PEAS 
estimates used official clinical guidelines for mother and infant services; for others services, as 
neoplasms, it considered international treatment protocols. The PEAS classification is organized in 
healthy population and sick population, incorporating promotion, prevention, recovery and 
rehabilitation services. The PEAS emphasizes the preventive aspect (see Table N°1). 
 

Table N°1: List of insurable conditions and warranties expressed 
 

  Insurable terms 
Explicit guarantees 

Opportunity Quality 

Healthy people 5 5 2 

Obstetric and Gynecologic Conditions 33   

  Obstetric Conditions 28 12 6 

  Gynecologic Conditions 5   

Pediatric conditions 23     

  Conditions affecting the newborn 12 1 1 

  Conditions affecting children under 10 years 11 4 3 

Neoplastic conditions 7     

  Female genital tract tumors 3     

  Other tumors 4     

Communicable conditions 31     

  Respiratory tract infections 5     

  Genitourinary tract infections and sexually transmitted 5     

  Other conditions 21     

Noncommunicable conditions 41     

  Mental conditions 4     

  Chronic and degenerative conditions 15     

  Acute Conditions 22     

Total 275 22 12 

Source: MINSA, 2009 

                                                           
16 Approved by the DS 016-2009, November 28, 2009. 
17 According to DS 016-2009, opportunity guarantees are defined in terms of "the maximum time allowed for the user to 
receive the benefits established under the PEAS"; while quality guarantees are referred to "the granting of health 
benefits contained in PEAS, related to the best clinical management based on scientific evidence, the use of better 
infrastructure, equipment and human resources required ()". 



 

In relation to oncological diseases, PEAS covers the cancer diagnosis of cervix, breast, colon, 
stomach and prostate -according to the IARC, the most common cancers in Peru, along with lung 
cancer. Specifically, the neoplastic conditions considered in the PEAS are18

 
: 

Female genital tract tumors: 
1. Cervical cancer / cervical dysplasia 
2. Uterine fibroids 
3. Breast cancer 
Other tumors: 
4. Prostatic hypertrophy 
5. Colon cancer 
6. Stomach neoplasm 
7. Prostate neoplasm 
 

However, of the seven neoplastic conditions considered in the PEAS, only costs associated to 
cervix cancer, uterine fibroids and enlarged prostate are fully covered -costs of diagnosis, clinical 
management and ongoing attention. The cost of the four remaining tumors (colon, stomach, 
prostate and breast cancer) are only covered in a diagnostic phase. In either case, PEAS covers 
prevention and promotion; so the possibilities of implementing a cost-effective strategy on the 
basic package of health insurance are discarded. 
 
Of those cancer treatment not covered by PEAS, the law of Universal Health Insurance states that 
high cost treatments not included in PEAS will be funded through the Health Solidarity Intangible 
Fund (FISSAL for its acronym in spanish) for the insured population in semi-contributory and 
subsidized regime. This fund helps to finance treatment of diseases like cancer, kidney failure, 
birth defects, transplants, among others; for poor and extremely poor people. However, FISSAL 
does not have sufficient resources to assume the financing of treatments. The pressure from the 
media, politicians and civil society groups have put PEAS coverage under discussion. 
 
As consequence, SIS has published a list of insurable conditions additional to PEAS, only to its 
affiliates in the subsidized regime. This list of special coverage19

 

 supports the most common 
diagnoses recorded by the SIS as attention in the health services. For tumors not included in PEAS, 
SIS established a funding cap of 2.5 tax units (UIT for its acronym in spanish), where 1 UIT US$ 
1,290. 

In terms of costs, PEAS estimated a per capita cost of US$ 100 –incead up to US$ 115 with 2009 
data-; US$ 1,160 million in total. Initial calculations were based on 2006 and 2007 standard costs 
using poor population data on clinical procedures, surgeries, tests, images, among others, as 

                                                           
18 Although uterine fibroids and prostatic hypertrophy are not cancer types, these are included in the list of neoplastic 
conditions of the PEAS. 
19 R.J. No. 134-2010, October 15, 2010. 



 

measurement units; and it was done by crossing the factors of production and probabilities of 
occurrence of each condition. 
 

The financial estimates for neoplastic conditions are US$ 11,074,568 - 1% of the funding estimated 
for PEAS. 
 

Table N°2. Financial estimates PEAS (US$) 
 

Population 28,220,764.00 

% Poverty 36.20% 

Poor population 10,215,917.00 

Total financial estimate 1,159,216,763.21 

Per capita 113.47 

Financial estimate cancer 11,074,568.00 

Neoplasm funding as % total PEAS funding 0.96% 
Source: MINSA 
Information updated to august 2009. 
 

In these calculations, PEAS considers prevention, promotion, diagnosis, clinical management and 
post-treatment care. In the absence of reliable statistical information for the country, PEAS used 
Latin American averages for the probabilities of occurrence. However, there are differences 
among these averages and those reported by the Peruvian National Institute of Neoplastic 
Diseases (INEN for its acronym in spanish) for some cancers. 
 

Table N°3: -PEAS estimations– Neoplastic conditions (US$) 
 

Condition Denomination Actions Total unit cost Target population Financial estimate  

Uterine fibroids 
Uterine fibroids - criteria for laparoscopic 
myomectomy 

Prevention and promotion, 
research and diagnosis, clinical 
management, continuing care 

703.97 4 786.77 3 369 755.26 

Uterine fibroids 
Uterine fibroids - criteria for 
conventional myomectomy 

Prevention and promotion, 
research and diagnosis, clinical 
management, continuing care 

750.55 4 786.77 3 592 727.59 

Uterine fibroids 
Uterine fibroids - criteria for abdominal  
hysterectomy with bilateral 
oophorectomy 

Prevention and promotion, 
research and diagnosis, clinical 
management, continuing care 

2 112.01 3 191.18 2 407 073.06 

Breast cancer Risk group: women over 40 years Research and diagnosis 754.28 4 290.66 365 625.34 

Prostatic hypertrophy 
Severe benign prostatic hyperplasia - 
TURP 

Prevention and promotion, 
research and diagnosis, clinical 
management, continuing care 

787.33 443.71 349 342.89 

Prostatic hypertrophy 
Severe benign prostatic hyperplasia - 
surgical treatment: transabdominal 
prostatectomy 

Prevention and promotion, 
research and diagnosis, clinical 
management, continuing care 

796.78 443.71 353 540.83 

Colon cancer Colon neoplasia Research and diagnosis 196.49 444.25 87 290.96 

Stomach cancer Stomach neoplasia Research and diagnosis 97.74 1 766.99 172 716.78 

Prostate cancer Prostate neoplasia Research and diagnosis 144.69 2 602.03 376 494.60 

Source: S. Escobedo (2009). Own elaboration 11 074 567.34 



 

The study done by the International Health Action (AIS for its acronym in spanish) on cancer 
treatment costs in Peru20

 

, shows range (minimum and maximum) costs of the five major cancer 
types in the country. Calculations includes chemotherapy -it does not include surgery costs, 
radiotherapy, palliative treatments or others. For example, conventional and simple treatment for 
cervical cancer costs between US$ 509 to US$ 1 139 (see Appendix N°2). SIS calculations show the 
care of oncological illnesses would be covered for the most poor only if simple treatment is 
required. In case patients require complex and lengthy treatment, they would have to pay it, most 
likely, with their own resources. SIS -with the largest number of insured in the health system- has 
a historic budget that has been declining for each insured. PEAS poses a challenge to public 
insurance; and while financing for their policyholders cannot be ensure, decisions to deny full 
treatment to many poor people will have to be implemented. 

BOX No. 03 
HPV: Cervical Cancer 
Cervical cancer is the second most common cancer in women worldwide and is the leading cause of 
cancer mortality in developing countries, accounting for 85% of deaths from this cause. Sexual 
transmission of human papillomavirus (HPV) is the primary cause of cervical cancer and 70% of 
cases are concentrated in two HPV subtypes: 16 and 18. 
 
Existing vaccines have proven highly effective -90%- against these two HPV subtypes, when 
administered before infection. The Council for Immunization Practices (Advisory Committee for 
Immunization Practices ACIP) recommends vaccination for the age group of 9-13 years. Additionally, 
the vaccine should be administered in a serie of 3 doses, the second at two months after the first 
one, and the third at six months after the first one. These two factors, age group and the sequence 
of vaccination are the two major challenges to ensure reception of the full dose. The first 
experiences of vaccination in Peru were made in May 2010 in Piura.  
 
Each year in Peru 5.400 new cases of cervical cancer are diagnosed and around 2,500 deaths occur, 
mostly in women under age 55. Thus, the Minister of Health (MINSA) accompanied by the Peruvian 
president, launched the National Campaign of Vaccination against Human Papillomavirus, in 
February 4, 2011. 
 
The Minister of Health reported that the acquisition cost of these vaccines was US$ 28 million, an 
amount that will protect 293,000 10-years old girls throughout the country. "To be protected, girls 
should fulfill all three doses of this vaccine, which will apply for free in MINSA establishments, 
without distinction of social class, economic status or insurance, under the Universal Health 
Insurance (Aseguramiento Universal en Salud - AUS)", highlighted the president. 
According to information from MINSA, "the HPV vaccine for this campaign was acquired through 
the PAHO at US$ 28 for each dose. However, in the private sector it cost US$ 86”. 
This is a first MINSA proposal for cancer prevention that need to be evaluated according to its long-
term results. 
 

But not only the funding to deal with cancer cases is not guaranteed In Peru; supply capacity is not 
sufficient to allow population access.  
                                                           
20 Gutierrez, S. Acción Internacional para la Salud. Oficina de coordinación de América Latina y el Caribe. Cáncer: costos 
de tratamiento en Perú. En: Serie investigaciones y monografías. No. 28/2009. Lima, 2009. 



 

IV. Provision of infrastructure, personnel and equipment for cancer prevention and 
treatment 

 
The existing cancer treatment provision is not adequately quantified nor identified. With respect 
to the existing supply, there are two groups of providers for cancer diagnosis, treatment and 
rehabilitation services: the public network -MINSA and regional governments; and the social 
security -ESSALUD network (see Appendix N°3 for the Health System Organization in Peru). 
 
The public network considers INEN as the first national benchmark; then, the Regional Institutes of 
Trujillo and Arequipa, which work in coordination with INEN. In addition to these institutions, 
different MINSA health facilities also performe cancer care services -mainly diagnosis and 
counseling. Recently, through agreements with INEN, there have been running eleven other 
cancer units in different MINSA´s and regional government´s hospitals. 
 
The other health facility network is ESSALUD, with a covered population over eight million people; 
cancer care services are performed in ESSALUD hospitals. Additionally, in the public sector, there 
are Armed forces and Police -fragmented by type of weapons- who concentrate their cancer care 
services in four hospitals in Lima. Besides, there are cancer preventoriums operating in agreement 
with municipalities from Lima -San Borja, Surquillo, Lince-, Callao and Nazca. The National Plan 
goal is to place one preventorium in each region, at least. 
 
The system fragmentation contributes to a waste of the scarce resources for cancer care. 
Universal Insurance law opens the possibility of developing mechanisms to purchase and exchange 
services between providers. The objective is to articulate these netwroks for general benefit. To 
start, there should be a general inventory (private and public) and a national network for cancer 
care. 
 
This integration strategy for network services will allow a better use of the limited existing 
equipment for cancer diagnosis and treatment. 2006 information21

 

 shows alarming results: 49 
mammograms, 14 scanners, 2 resonators, 17 radiotherapy equipment. These resources should be 
added to private sector equipment in order to set purchasing priorities. Indeed these equipment 
data come from public institutions like MINSA, ESSALUD, Armed Forces and National Police health 
sector; except for radiotherapy equipment -nine are from private institutions. 

With respect to human resources for health in Peru, the general practitioners supply -25,935 - is 
higher than attention demand -16,196; and specialists supply -11,990- is greater than the demand 
-10.37922

                                                           
21 Coalición.Op. Cit. 

. However, there is a shortage of medical oncologists. The National Observatory of 

22 “Análisis actual y prospectivo de la oferta y demanda de médicos en el Perú 2005 – 2011”, Víctor Carrasco, Elías 
Lozano, y Edgar Velásquez. En: Acta Médica Peruana. Año 2008, Nº 25. 



 

Human Resources for Health23, in 2006, estimated 442 medical oncologists needed -316 for 
MINSA. By 2006 there were only 146 registered oncologists at the Medical College; the second 
largest gap specialty24,25

 
. 

The shortage of medical oncologists was, in part, due to the limited available capacity for cancer 
care in the country. With the opening of new hospitals in recent years, both from MINSA and 
ESSALUD, this deficit becomes even more noticeable. But the problem is not only in the number of 
doctors available; for prevention and early detection, health workers do not have the necessary 
training. Only in 2010, with special budget from INEN, a training process has been initiated, with 
the aim of generating technical capabilities. In this regard, it is remarkable the work of detection 
made by La Liga, as a private nonprofit institution, in 17 branches nationwide. 
 
Similarly, there is a problem of expensive cancer drugs. In the country, 30 cancer drugs are sold 
since ten years ago26

 

 -24 have supply monopoly and 5 have only two providers. However, there 
are records for 86 drugs approved for marketing (81 are in force). 

Since 2001, treatment drugs for oncological diseases, as well as its manufacture inputs, are 
unaffected by sales tax and ad valorem duties on import (law N°27450), in order to benefit 
population27 (see Appendix N°4). As expected in a market with a high concentration of products -
which despite of the existence of thirty products, there are not substitutes for each other-, public 
actions have not changed medicines final price -the amount forgone by tax benefits was 9,3 
million dollars in 200928

 

. In addition, the selection process for government procurement is not 
effective for obtaining better prices due to limited competition. 

The retail market size of these cancer drugs was US$ 1,9 million in 2009 -almost three times 2006 
market size (US$ 0.66 million). The public sector market size was US$ 26.6 million.  
 
In 2010, MINSA made a first collective purchase of cancer drugs for the subsector but it is a timid 
solution to a big problem. According to Gutierrez (2009) ".. there is an inefficient use of public 
resources, untapped possibilities of obtaining better prices through higher volume of purchases. 
This suggests the need of a strategy from government agencies to take advantage of buyers 
purchasing arrangements or to design joint negotiations to obtain convenient prices." 
 

                                                           
23 “El Perú respondiendo a los desafíos de la década de recursos humanos en salud”. MINSA - Instituto de Desarrollo de 
Recurso Humanos. 
24 The first specialty with the largest gap was hematology. 
25 According to the Peruvian Medical College and College of Nurses records, there is the following list of specialists: 60 
medical oncologists, 350 surgical oncologists, 40 radiation oncologists, 30 radiation oncologists, 20 pathologists 
oncologists, 71 nurses oncologists. 
26 “Impacto de las medidas de inafectación tributaria en los precios de los medicamentos para el tratamiento 
oncológico”. MINSA-DIGEMID 2010. 
27 This tax benefit is for products that have any of the 86 active substances (see Appendix N°4) -35 of these came 
exclusively from abroad; while 44 could be manufactured locally if pharmaceutical companies decide so. 
28 Ibidem. 



 

Because of local market monopolistic behavior, the mechanism to be used should be geared to 
international markets, in order to promote greater competition and achieve better drug prices. 
Under the FTA benchmark, Peru could "follow the example of Thailand and Brazil through the use 
of compulsory licensing of pharmaceutical patents in the case of AIDS. Likewise, countries like 
Canada and Italy have compulsory licensing provisions ... it will always be more profitable to use 
compulsory license and pay royalties (between 1.5% and 4%) for the patent holder" (Montañez, 
2007)29

 

. In the case of an imperfect market -as is the case of cancer drugs market-, this option 
becomes relevant. 

About the insurance market functioning, there are three ways to get coverage to address cancer 
care: comprehensive health insurance, oncological insurance and cancer programs. The first two 
are offered only by insurance companies and health provider companies (EPS for its acronym in 
spanish). The third option is offered by other companies -like clinics. 
 
In the case of insurance companies, options range from comprehensive insurance covering 
treatment to compensation policies; through micro-insurance and catastrophic illnesses packages. 
In the case of EPS, supply is similar.  
 
Prepaid systems are mainly offered by clinics. However, OncoSalud -private company- highlights in 
the market due to its large and inclusive coverage, even for elderly and people who have had 
already cancer. Such medical supplies have emerged, despite of the inefficiency of the state, to 
regulate the insurance´s sales and to redirect scarce resources. 
 
Given the conditions of cancer prevention, diagnosis, and treatment supply, it is important to 
analyze if the subsidiary role of the state has been adequately done; or this suboptimal 
equilibrium situation shows, in fact, a state unable to transcend the financial and resource 
limitations. A first desirable step for the state is to focus on promoting a greater market supply 
(services, medications, insurance), looking for more people to access resources and options to 
fight cancer. 
 
Box No. 04 
Lessons from private sector  
The insurance market in the country is reduced. Private insurance companies funded benefit 
plans that cover a wide spectrum of diseases; and they apply copayments, deductibles and caps. 
Cheaper packages do not cover cancer or have low financial ceilings. The average annual price for 
the more economic policies are around US$ 536.  
 
On the market, there are clinics and prepaid plans offering similar benefits to those from 
insurance companies or specific plans, for the exclusive attention of its services. Within this group 
is OncoSalud , that provides cancer advocacy, prevention, treatment and rehabilitation through 
its three centers in Lima and eleven centers in provinces -provinces’ centers only have business 
                                                           
29 Montañez, V. Consultoría: “Análisis de los efectos del TLC en el acceso a medicamentos de calidad de los pobres y 
excluidos como expresión del derecho a la salud”. DFID-CARE. Noviembre, 2007. 



 

purposes.  
 
OncoSalud has 500,000 members; its success is based on being a specific plan that captures a 
demand that insurance companies do not covered or do so at very high premiums. They include 
in their plans, older adults and cancer survivors; and apply permanent incentives to its members 
by rewarding them with free annual checks. They also have a social service in which they organize 
free screening campaigns and cancer screening in poor Lima areas -which has allowed them to 
insured people from all social strata and not just from the A and B layers, as it’s usual in private 
companies segment30

  
. 

OncoSalud model is evidence of how ensuring oncological diseases could be economically 
feasible. 
 
  

                                                           
30 Interview with Md. Aguilar Cartagena. Medical Director. OncoSalud. 



 

V. Financing 
 
The total public health budget for 2010 was US$ 1,375.1 million, of which US$ 184,1 million were 
allocated to SIS and US$ 57.7 million to INEN. In 2010, SIS paid to INEN US$ 4.4 million for the care 
services provided to their insured. 
 
The SIS budget was used to fund 30,994,797 of attention demanded by 7,069,691 people, from a 
total of 12,385,998 insured –US$ 5.95 per attention or US$ 26.13 per insured attended. For those 
91,179 SIS insured treated at INEN, the mean payment was US$ 52.32. 
 
This reflects an increased people out-of-pocket spending to cover treatments; especially for the 
poor. As seen above, PEAS funding is not guaranteed for SIS; and SIS extraordinary plan -which 
covers cancer treatments not considered in PEAS- is not enough because their budget allocation is 
historical; then FISSAL -which is called to meet the high-cost illnesses- does not have secured 
financing neither. Thus, the possibility of financially protect the poor is minimal. 
 
Budget based results (BbR) - INEN for cancer prevention 
Since 2008, the so-called strategic programs have been applied -like new forms of state 
intervention to solve a central problem that affects population groups and responds to a causal 
model to achieve results. These final results follow a logic from inputs, through intermediate 
results. 
 

 
 

Article 13 of law N°29465 ("Budget Act for FY 2010") identifies strategic programs designed by 
MINSA, among which is the Cancer Prevention and Control -taking effect since 201131

 

. This 
program is aimed at reducing the incidence of neoplastic diseases through preventive actions 
related to five specific cancer types: cervical, breast, prostate, lung, and stomach. 

This program seeks to reduce the cancer mortality rate in the population over 18 years; 
intermediate outcomes are viewed as: 

 
 

 

 

                                                           
31 Budget Program design includes the analysis and decision-making in two phases: (i) diagnosis (problem and its causes), 
and (ii) logical framework. 

Activities Products Specific 
results

Final 
results



 

Table N°4: Outputs and Outcomes involved in BbR-INEN 
 

Products Specific results Intermediate results 
Women over 18 years with cervical 
cancer counseling. 

Women adopt practices for cervical cancer 
prevention and early diagnosis. 

Cervical cancer 
morbidity reduction. 

Women aged between 21 to 65 years 
with Pap smear. 

Cervical cancer early diagnosis and 
treatment. 

Women aged between 21 to 65 years 
with colposcopy examination 
Women aged between 21 to 65 
years with cryotherapy. 
Women over 18 years with breast 
cancer counseling. Women adopt practices for breast cancer 

prevention and early diagnosis. 
Breast cancer 
morbidity reduction. Women aged between 40 to 65 

years with bilateral mammography. 
People with counseling in gastric 
cancer prevention. 

Population adopts practices for gastric 
cancer prevention and early diagnosis. Gastric cancer 

morbidity reduction. People aged between 45 to 65 years 
with upper endoscopy. 

Gastric cancer early diagnosis. 

Men over 18 years with counseling in 
prostate cancer prevention. 

Men adopt practices for prostate cancer 
prevention and early diagnosis. 

Prostate cancer 
morbidity reduction. 

Men aged between 50 to 70 years 
with prostate rectal exam. 
Men aged between 50 to 70 years 
with PSA dosage. 
Schoolchildren with counseling in lung 
cancer prevention. 

Smoking reduction in the population. 
Lung cancer 
morbidity reduction. Working age population with 

counseling in lung cancer prevention. 
 

The budget to develop this strategic program was US$ 10,916,156; including actions for the five 
mentioned intermediate results and for one more topic -associated with INEN responsibilities for 
the strategy management. This funding is supposed to cover prevention and promotion activities 
developed by INEN. 

 
Table N°5: Cancer activities BnR (US$) 

 
Activity / Project (Intermediate Results) Institutional Budget Modified 

Management of cancer prevention and control strategy. 354 016 
Cervical cancer morbidity reduction. 2 669 746 
Breast cancer morbidity reduction. 5 118 380 
Prostate cancer morbidity reduction. 1 197 106 
Lung cancer morbidity reduction. 807 741 
Gastric cancer morbidity reduction. 769 495 
Source: SIAF - MEF 

 
The 39.2% of these US$ 10.9 million is supposed to be used to purchase equipment; 36.8% to 
purchase goods; and 24% for services hiring. 



 

 
The INEN degree of specialization has allowed this institution to be the driver of the strategic 
program focused in cancer mortality reduction, without a counterweight or effective mechanism 
of regulation -which safeguard the proper use of public budget due to possible conflicting interests 
generated by their multiple roles: provider, funding allocations, and regulator through approval of 
standards. Thus, the budget’s use as well as the required budget will be justified by the attention 
characteristics, the same that are based on approved schemes -all by the same institution. 
 
While the introduction of this strategic program creates an oportunity for cancer funding, the 
implementation process is fragmented and may eventually dilute the expected results for 
morbidity and mortality reduction. This statement is based on current scenario where: i) regions 
receive resources to finance health activities in their areas -mainly for staff salaries, infrastructure, 
equipment, maintenance and management; ii) SIS finances attention service for poor and insured 
people -medicines, supplies and certain operating expenses related to management and 
procedures related to assurance; iii) nowadays, INEN funds are allocated to cancer prevention 
activities at national level, at the same time that it is a care service provider; and iv) FISSAL. 
 
Self-regulation mechanisms are needed to lessen the risks of services’ overuse, double billing, and 
the use of variable-expense funding to cover fixed costs. Public funding of cancer, as well as the 
financing of health sector of the poor, is messy because it is the result of specific initiatives 
responding to specific problems at certain moments; they are not systematically incorporated 
within a sustainable funding strategy that seeks to create a viable health system -capable of 
responding to the demographic and epidemiological transition in the country. 
  



 

VI. Conclusions and recommendations 
 

• Faced with high rates of cancer incidence in Peru, MINSA has taken actions for the 
development and implementation of the National Cancer Control Plan -with the 
participation of public and private institutions. Information problems about cancer limits 
the implementation of intervention strategies addressing risk factors and health 
determinants. This could lead to a serious misuse of resources in a shortage context. 

 

• The country faces different challenges regarding the universal insurance. The first step is 
to ensure public funding for health care coverage for the poor. This requires the creation 
of a public insurance fund, regulated by banking, insurance, and securities rules. A gradual 
increase in SIS funding is needed to have a secured funding, equivalent to the population 
risk of getting sick; at the same time, complementary and co-financing plans by regional 
governments are needed. 

 

• There are, however, exceptional situations that make non-viable the development of a 
healthcare market under competitive conditions; in these circumstances, the government 
must fulfill through its subsidiary role. The existence of groups requiring costly chronic 
care services and other potentially costly services -all with high accident rate, uninsurable 
by private companies-, makes state intervention a priority. In doing so, FISSAL must be 
redefined to incorporate defined interventions with clear funding schemes. 

 

• Similarly, the proper functioning of universal insurance requires guaranteed services, 
which would require better management, resource redistribution, and the development of 
necessary investments to achieve a minimum standard in attention service. 

 

• The institutions involved in health (IAFAS, IPRESS, SUNASA, MINSA, SBS) should managed 
to develop and exercise their roles according to their competence. In this sense, MINSA 
should play a guiding and regulating role in order to achieve a coordinated and orderly 
system for neoplastic diseases (see Appendix N°4). 

 

• The progress on cancer prevention and early diagnosis is still very limited, presenting clear 
inefficiencies –as an example is the limited budget executed by the Strategic Program for 
Cancer Prevention and Control; just 0.9% of its annual budget to fifth month of 2011. 

 
  



 

• It is essential that the state takes the decision to promote effective cancer prevention and 
early diagnosis; and perform the necessary actions to achieve it. This would not only 
reduce DALYs generated by cancer but it would also allow a significant resource savings 
since prevention and early detection are more cost-effective than treatment. 

 

• The intervention on health determinants through strategies integrating different 
government levels and engaging population is a highly viable strategy. 

 

• The monopolistic structure of cancer drugs market makes ineffective government 
strategies to reduce prices -tax exemptions or public tender-; on the contrary, there has 
been economic losses to society because government stoped collecting income -money 
preempted, in part, by the pharmaceutical companies; and because the state has incurred 
in unnecessary administrative costs when conducting the bidding process when there is no 
real market competition. Compulsory licensing may be a mechanism to explore looking at 
the international experience. 

 

• Fragmentation in the financing of cancer prevention, treatment and rehabilitation 
activities, could give the illusion of obtaining results in the short term. A review and 
classification of roles led by MINSA could avoid future inefficiencies; an ordering of roles in 
budgetary and health sectors could help to ensure financial protection for the poorest.  

 

• It is important not to underestimate the critical role of INEN as a specialized institution; 
but this strategy should be seen as a driving intervention -and not as a way to assign 
accountability for cancer mortality reduction. MINSA should develops its rector role as a 
counterweight or effective regulatory mechanisms to ensure the correct use of resources 
through the approval process. International experiences in the organization and regulation 
of health systems for drugs and treatments, as well as other strategies implemented, 
should be seen as references. 

 

• While the relative importance of cancer among the leading causes of death forces to 
expand the service’s supply, other diseases are equally important. The supply extension 
must not be made under a tiering scheme. It is urgent to achieve an integration of care 
services in a public and private network to improve health access. 

  



 

Bibliography 
 

1. Abramovich, V, “Una aproximación al enfoque de derechos en las estrategias y políticas de 
desarrollo”. EN: Revista de la CEPAL No. 88, abril del 2006. 

 
2. Álvarez, L. “Los determinantes sociales de la salud: más allá de los factores de riesgo” EN: 

Revista Gerencia y Politicas de Salud, Diciembre de 2009. 
 

3. Binghama, Allison, Amynah Janmohameda, Rosario Bartolinib, Hilary M. Creed-Kanashirob, 
Anne Ruhweza Katahoirec, Irfan Khand, Ivan Lyazic, Lysander Menezesd, Dan Murokorac, 
Nghi Nguyen Quye, Vivien Tsu. “An Approach to Formative Research in HPV Vaccine 
Introduction Planning in Low-resource Settings” Seattle, WA USA. Instituto de 
Investigación Nutricional, Lima, Peru; Child Health and Development Centre, Faculty of 
Medicine, Makerere University, Kampala, Uganda; New Delhi, India; Hanoi, Vietnam. 

 
4. Carrasco, V.; Lozano, E.; y E. Velásquez “Análisis actual y prospectivo de la oferta y 

demanda de médicos en el Perú 2005 - 2011”. EN: Acta Médica Peruana. Año 2008, Nº 25 
 

5. Coalición Multisectorial Perú contra el Cáncer. Plan Estratégico 2006 -2016. 
 

6. Coalición Multisectorial “Perú contra el Cáncer”. Plan Nacional Para el Fortalecimiento de 
la Prevención y Control del Cáncer en el Perú. Diciembre 2006.  

 
7. Escobedo, Seimer. SIS. 2009.  

 
8. García, C.; y O. Tobón “Promoción de la Salud, Prevención de la Enfermedad, Atención 

Primaria en Salud y Plan de Atención Básica ¿Qué los acerca? ¿Qué los separa?” EN: 
Revista Hacia la promoción de la salud, Numero 5, Diciembre 2000 

 
9. Gutierrez, Sh. Acción Internacional para la Salud. Oficina de coordinación AL y el Caribe. 

Cáncer: costos de tratamiento en Perú. En: Serie investigaciones y monografías. No. 
28/2009. Lima, 2009. 

 
10. Lip Licham, César; Rocabado Quevedo, Fernando. Determinantes sociales de la salud en 

Perú. Ministerio de Salud; Universidad Norbert Wiener; Organización Panamericana de la 
Salud, 2005. 84 pp.  

11. MINSA “La carga de enfermedad y lesiones en el Perú”. Lima, 1era. Edición. 2008. 
 

12. MINSA “Impacto de las medidas de inafectación tributaria en los precios de los 
medicamentos para el tratamiento oncológico”. Lima, Dirección General de 
Medicamentos Insumos y Drogas, 2010 

 



 

13. MINSA, DGE. “Análisis de Situación de Salud Perú”. Agosto 2010. 
 

14. Montañez, V. Consultoría: “Análisis de los efectos del TLC en el acceso a medicamentos de 
calidad de los pobres y excluidos como expresión del derecho a la salud”. DFID-CARE. 
Noviembre, 2007. 

 
15. Montañez, V. El Seguro Integral de Salud como instrumento para el aseguramiento 

universal del Perú. Marzo, 2011. Tesina. Maestría GPP. 
 

16. Santisteban, S. “Pobreza, inequidd y cancer”. Artículo de revisión. En: Acta Med per 27(3) 
2010. Pp. 204-206. 

 
17. http://devserver.paho.org/per/app/new/inicio.php 

 
18. http://plomoenlaoroya.blogspot.com/ 

 
19. http://www.aminera.com/noticias-internacionales-2010/29811-en-el-peru-hay-27-rios-

en-riesgo-por-contaminacion-de-actividad-minera.html 
 

20. http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=9896 
 

21. http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=8954 
 

22. http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=9909 
 

23. http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=9930 
 

24. http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=10038 
 

 
  

http://devserver.paho.org/per/app/new/inicio.php�
http://plomoenlaoroya.blogspot.com/�
http://www.aminera.com/noticias-internacionales-2010/29811-en-el-peru-hay-27-rios-en-riesgo-por-contaminacion-de-actividad-minera.html�
http://www.aminera.com/noticias-internacionales-2010/29811-en-el-peru-hay-27-rios-en-riesgo-por-contaminacion-de-actividad-minera.html�
http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=9896�
http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=8954�
http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=9909�
http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=9930�
http://www.minsa.gob.pe/portada/prensa/notas_auxiliar.asp?nota=10038�


 

Appendix N°1: Rationality of state interventions in the prevention and treatment market for 
oncological diseases 
 

- From a rights perspective 
 

Since the 90s, human rights are conceived as patterns that can guide the formulation and 
implementation of public policies -as well as serving as restrictions for states’ abusive behaviour. 
 
From this perspective, norms, principles and standards on human rights have established positive 
obligations for states, that must be implemented to ensure the full enjoyment of fundamental 
rights for citizenship. This approach based on the premise that economic, educational, social and 
cultural integration is a right which determines the effective enjoyment of their other fundamental 
rights -recognized by international instruments-, and therefore, it is fully enforceable. 
 
Thus, the adoption of public policies to meet the basic needs, is no longer an extra benefit 
provided by the state; and becomes a requirement for rights holders who have the legal and social 
power to demand certain behaviors by the state32

 
. 

This notion of enforcement is concerned, in addition to judicial mechanisms, to administrative 
procedures to challenge state action as well as citizen oversight mechanisms -instances of 
concerted action by users and specialized institutions that protect fundamental rights, such as 
ombudsmen. 
 
The right approach assumes the list of fundamental rights -enshrined in international instruments 
on human rights as universal, indivisible and interdependent-; reason why the design of public 
policies should be oriented to the general and absolute enjoyment of the rights involved. Access to 
health is a right recognized worldwide. Thus Article 25 of the “Carta Interamericana de Derechos 
Humanos” states: “Everyone has the right to an adequate standard of living that ensures health 
and wellness, food, clothing, housing, medical care and necessary social services [...]. "  
 
As regards to Peru, the current Peruvian Constitution, in Chapter II, Article 7, states: "Everyone has 
the right to health protection [...]" which aligns with the International Covenant on Economic, 
Social and Cultural Rights -Peru is part of it since 1978. This pact states, in Article 12, that: "States 
Parties to the present Covenant recognize the right of everyone to the enjoyment of the highest 
attainable standard of physical and mental health". Also, the Covenant states that between the 
policies to be taken by States Parties to the present Covenant, in order to achieve the full 
realization of the health right, are -among other- "the prevention and treatment of epidemic, 
endemic, occupational and other; and the fight against them". 
 

                                                           
32 Abramovich (2006). 



 

The health promotion and protection requires explicit and concrete efforts to promote and 
protect human rights and dignity. A complete realization of human rights need to put great 
attention to health and its social determinants. 
 

- From an economic perspective 
 

Economic theory suggests three different and independent arguments for governments to 
intervene in health care system. Thus, the rationality and appropriateness of state intervention in 
oncological diseases treatment is justified; first, by the existence of positive externalities33

 

 
generated by health care services. Cancer prevention and treatment generate, in many cases, 
positive externalities, as they avoid the loss of productivity, for example -measured with the 
number of DALYs generated. In this sense, it is important to consider that cancer as potentially 
preventable (Anand et al., 2008) and many cancer types can be prevented even in low- and 
middle-income countries. Moreover, the treatments’ efficiency can be substantially improved with 
early diagnosis. 

The second reason for government intervention consists in the development of an efficient and 
equitable insurance market. The best way to cope financially with the diseases cost -like cancer- is 
health insurance; but market failures affects efficiency and equity. These failures are due to 
asymmetric information problems -adverse selection and moral hazard. In the case of adverse 
selection, the insurer charges an excessive premium as a backup to ensure people with high risk. 
This backup desincentivate people with fewer health problems to be in the insurance system. The 
moral hazard problem appers after the insurance is taken: the insured demand an extra amount 
and a higher quality of attention (over-consumption) -raising the costs of health provision. 
 
The solution of insurers is risk selection -exclusion of high risk people. This involves unequal access 
to health services because it promotes the segmentation of consumers; going against the principle 
of solidarity; and is socially inefficient because it generates welfare losses that could be avoided 
(Seinfeld, 2007). 
 
 
 
 
 
 
 
 
 
 

                                                           
33 Positive externalities are positive effects, outside the price system, which occur on third parties when a production or 
consumption process is done. 



 

 
The following table summarizes these faults: 

Failure Effects Solutions 

Adverse selection 

Risk aggregation problem 
Education 

Subsidy 

Raising premiums 
Mandatory contribution 

Universal coverage 

Moral Hazard  Overconsumption of medical services 

Regulation 

Copayments34

Deductibles

 
35

Risk selection 

 

No insurance for people with disabilities 
or chronically ill, or for those elderly and 

in poor conditions 

Regulation 

Community Risk 

Individual risk-adjusted premiums 
Preparation: ECLAC (2006)       Sources: Hsiao (1995);Titelman and Uthoff (2000) 

 
ECLAC tried to solve the question of what kind of public intervention is the most effective to 
mitigate the inherent problems in insurance markets without introducing major inefficiencies or 
injustices. It suggests that public intervention should be aimed, among other things, to accomplish 
the following : 

- Achieve universal health coverage by improving the linkage between public finance and 
social security, in order to achieve high levels of solidarity. 

- Charged premiums based on population risk –not individual risks- to reduce incentives to 
select risks. They must also apply risk adjustment mechanisms, which consists of cross-
transfers in line with the risk structure of each insurer, regulated by a central body. 

- Reforms oriented to improve the industrial organization of the health sector and its 
regulation are necessary. Insurance must not limit their role to provide financial coverage, 
but must act as health risk managers and play an active role in purchasing services for 
their members. To the extent that insurance act as efficient buyers36

- It is essential to have a much stronger regulatory structure for regulating the provision of 
services in terms of quality and efficiency as in financial and actuarial

 in representation of 
their members, information problems between suppliers and consumers are reduced. 

37

 

 aspects of 
insurance contracts. 

A third argument for government intervention lies to subsidize the poor; so they can access to 
health insurance market (Musgrove, 1996). The high rates of poverty in Peru -poverty 31.3% and 
extreme poverty 9.8%, in 2010- make it necessary to grant health insurance -to cover such 
                                                           
34 Cost-sharing policy between insurance company and insured is a fixed amount of money for services received. 
35 Cost-sharing policy refers to the amount of money that the beneficiary must pay before receiving the insurance 
program benefit. 
36 Experience suggests that health systems must operate with an appropriate combination of prospective payment -
payments are not dependent on the amount of services rendered; risk is shared-, and retrospective -service provided 
fee. 
37 Actuarial science is a discipline that applies mathematical and statistical methods for risk assessment in insurance and 
financial industry. 



 

cancerous diseases- as part of public interventions. Prevention and early diagnosis should be also 
alternatives used by the population because they are cost-effective for both patient and health 
insurance institutions -state and private sector. 
 
The Peruvian government has decided to intervene in the health market, with both rights and 
economic approaches, to address the inherent problems in health insurance. Thus, the Law of 
Universal Health Insurance, passed in 2009, is one of the most salient policies that seeks to solve 
efficiency and equity problems. 
  



 

Appendix N°2: Treatment costs of Peruvian’s 5 most common cancer types 
 

Type of cancer Month / cycle 

Minimal 
monthly 
cost (sale 

price) 

Maximum 
monthly 

cost 

Variation 
maximum 
- minimum 
cost (sale) 

Treatment 
time 

Treatment 
total cost 

(minimum) 

Treatment 
total cost 

(maximum) 

Acute 
lymphocytic 

leukemia 

Induction 1 077.89 1 127.19 5% 1 month 1 077.89 1 127.19 

High risk 1 397.45 1 866.12 34% 1 month 1 397.45 1 866.12 

Consolidation +  
Sanctuary treatment 

515.51 928.58 80% 3 months 1 546.53 2 785.74 

Maintenance 39.84 57.10 43% 5 years 1 434.24 2 055.60 

Biological treatment 
(Consolidation +  
Imatinib) 

1 953.44 2 310.49 18% 3 months 5 860.32 6 931.47 

Breast 

1st line (conventional) 171.22 887.21 427% 4 months 684.88 3 548.84 

Tamoxifen 5.88 46.20 13% 5 years 352.80 2 772.00 

Alternative 171.22 887.21 386% 6 months 1 027.32 5 323.26 

Tamoxifen 5.88 46.20 13% 5 years 352.80 2 772.00 

High risk 479.05 3 308.90 591% 4 months 1 916.20 13 235.60 

1st + Trastuzumab 3 516.45 4 175.80 19% 6 months 21 098.73 25 054.80 

Cervical 

1st line 237.48 531.21 124% 6 months 1 424.88 3 187.26 

2nd line 352.12 794.11 126% 4 months 1 408.47 3 176.44 

Others (PcCs*) 254.78 1 701.62 568% 5 months 1 273.90 8 508.10 

Gastric 

Locally advanced 63.40 143.00 126% 6 months 380.40 858.00 

Metastatic disease 
1st line 

133.17 418.50 214% 6 months 799.02 2 511.00 

Others (ELF**) 230.96 1 018.11 341% 6 months 1 385.76 6 108.63 

(DCFˆ) 341.42 3 943.00 1055% 6 months 2 048.10 23 658.00 

Prostate 
1st line 241.42 3 756.70 1456% 6 months 1 448.52 22 540.00 

Alternative (MxHcˆˆ) 339.38 1 175.27 246% 6 months 2 036.28 7 051.62 

Lung 

Locally advanced 2 123.46 3 024.00 42% 3 months 6 370.38 9 072.00 

Metastatic disease 921.78 3 609.00 292% 6 months 5 530.98 21 659.40 

Conventional 196.85 408.09 107% 6 months 1 181.10 2 448.54 

1st + Erlotinib       6 months     

1st + Bevacizumab 11 385.45 11 865.72 4% 6 months 68 312.70 71 014.32 

 
*PcCs: Paclitaxel, cisplatin 

      
**ELF: etoposide, 5fluorouracilo and leucovorin 

     
ˆDCF: docetaxel, cisplatin 5fluorouracilo 

      
ˆˆMxHc: mitoxantrone and Hydrocortisone 

      
Minimum cost (sale): is the lowest of retail costs. 

     
Note: The submitted costing has been formulated based on full-time treatment, which differs between cancer's types.    
EsSalud and Armed Forces prices correspond to acquisition prices -they do not have sale prices.    



 

Appendix N°3: Health sector organization 

 

  



 

Appendix N°4: Principles unaffected to taxes 
 

Clodronic Acid Capecitabine Derazoane Gemcitabin 

Pamidronic Acid Carboplatin Dietilestilbestrol Goserelin 

Zoledronic Acid Carmustine Docetael Hidroxyurea 

Aldesleukina Cetuimab Doxorubicin Idarubicin 

Alemtuzumab Ciclofosfamide Epirubicin Ifosfamide 

Alitretinoina Cyproterone Erlotinib Imatinib 

Amifostine  Cisplatinum   Estramustin Interferon Alpha - a   

Anastrozol Cytarabine Etoposide Interferon Alpha   

Asparaginase  Conjugado Regf-Rpk Exemestane Irinotecan 

Bevacizumab Dacarbazine Fludarabina Ixabepilone 

Bearotene Dactinomicine Fluorouracil Lapatinib 

Bicalutamide Dasatinib Flutamide Lenalidomida 

Bleomicine Daunorubicina Calcium folinate Letrozol 

Bortezomib Decitabine Gefitinib Leuprolide Acetate   

 



 

Appendix N°5: Technical Body 
 
In Peru, unlike countries like U.S. or England, there is no institution responsible for developing 
technical guidelines and protocols that establish procedures and drugs usage, to be covered by the 
administrative institutions of Health Insurance Funds -for various diseases. This can lead to 
conflicts between policyholders and insurers; for example, the company may not be willing to 
cover any treatment requested by the physician. Given this situation and in order to avoid the 
presence of conflicitng interests, self-regulation of health providers and to standardize the plans, 
guidelines and protocols on procedures and medicines that must cover health insurance plans -at 
least-, it is proposed the following: 

• The National Superintendence of Health Insurance (SUNASA) should be a public agency, 
attached to the Presidency of the Council of Ministers, with its own public law and 
administrative, functional, technical, economic and financial autonomy. It should be in charge 
of registering, licensing, supervising and regulating the administrative institutions of health 
insurance funds; as well as supervising the health services providers in the field of competence. 

• The creation of an agency similar to NICE38

- Establishment of minimum standards necessary for high quality health care for both 
private and public institutions. 

. This body would have whitin its main functions: 

- Assessment and reevaluation of the Essential Health Assurance Plan (PEAS) 
- Development of guidelines and protocols according to the disease, establishing the 

procedures and drugs to be covered by the administrative Institutions of Health Insurance 
Funds. 

The relations between the authorities referred are: 
 

 

                                                           
38 The National Institute for Health and Clinical Excellence (NICE) is a UK institution that is part of the "National Health 
Security". It establishes standards for the highest quality care service and develops clinical practice guidelines. 

Executive Power 

National government 
Presidency of the Republic 

Council of Ministers 
Presidency of the Council of 

Ministers 

MINSA 

National Superintendence of 
Health Insurance 

Technical Body 

 

Regulate: 
  Administrative 

Institutions of 
Health Fund 

(IAFAS) 

Institutions 
Providers of 

Health Services 
(IPRESS) 


