
Rev Panam Salud Publica/Pan Am J Public Health 20(4), 2006 223

Sexually transmitted infections 
and private physicians in Peru, 2003

Evelyn J. Hsieh,1 Magaly M. Blas,1 Sayda La Rosa Roca,1

and Patricia J. Garcia1

Objectives. To analyze demographic and practice characteristics of private physicians in 10
cities of Peru, and to shed light on the role of private practice in the delivery of medical care to
patients with sexually transmitted infections (STIs). 
Methods. As part of an interventional trial designed to improve physician management of
STIs in 10 cities in Peru, detailed information was compiled regarding numbers of physicians
in each city. A door-to-door survey was then conducted within each city of all private and pub-
lic medical offices and institutions. Each physician encountered who had a private practice was
asked to answer a questionnaire regarding demographic information, medical education, spe-
cialty, type of private and public practices currently engaged in, number of STI cases seen per
month, and average earnings per consultation. 
Results. Of 2 060 physicians working in the 10 cities, 507 reported having a private prac-
tice, either exclusively or concurrently with other clinical positions. Almost all the private
physicians (97.4%) reported managing cases of STIs. Regional differences among private
physicians were found in physician density, gender, and place of medical training. In addition,
significant variations by gender were seen in rates of specialization, earnings per consultation,
and numbers of female patients with STIs seen per month.
Conclusions. Studies of the physician workforce can provide meaningful insights for po-
tential use in addressing public health problems. This study provides valuable information that
can help understand the important role of private physicians in managing STIs in Peru.

Health manpower, Peru, physicians, private practice, sexually transmitted infections.

ABSTRACT

In many countries, periodic profil-
ing of physicians helps to assess varia-
tions in demographics over time or in

response to specific changes within the
health care system. Understanding
these trends provides a natural basis
for projections and policy decisions re-
garding human resources, improving
health care access, and structuring
medical education (1–12). Previous
studies in developing countries have
found that private physicians make up
a significant part of the health delivery
system in both rural and urban areas,

and are important sources of ambu-
latory treatment, which accounts for
the largest share of total health care
spending (13). 

In Peru, some data have been col-
lected by the Ministry of Health
(MINSA) and the Peruvian College of
Physicians, which grants medical li-
censes, although the data are not read-
ily available and few analyses have
been performed to understand trends
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in physician demographics (14). Up
until now, most studies of the Peru-
vian health workforce have empha-
sized the public sector, and evalua-
tions of private sector activities have
been related with the public sector.
These studies have shown that the
complexity of the Peruvian health care
system creates significant barriers in
access to care, and as a result users
often rely on nonpublic sources of
medical care, including private practi-
tioners. One clear example is the case
of sexually transmitted infections
(STIs). Treatment of STIs has been
shown to be an effective control mea-
sure for HIV epidemics. Although
most patients with STIs do not seek
care from formal health services, stud-
ies have shown that private physicians
represent an important source for the
management of STIs (15–17). In fact,
one study reported an estimated ratio
of 10:1 for private physician visits ver-
sus public health center visits for
symptoms of STI such as urethral dis-
charge (18). Another study found that
management of STIs by private physi-
cians was severely inadequate (15).

As part of an interventional trial in
10 cities of Peru designed to improve
private physician management of
STIs, a survey was conducted of all
private providers in these cities to as-
sess patterns in demographics, general
characteristics, and STI management. 

MATERIALS AND METHODS

Study design

A survey of private physicians was
designed to collect information on
physician characteristics, education
and training, patient volume, and STI
caseload. Ten Andean, coastal, or jun-
gle cities (excluding the capital city of
Lima) were chosen for participation in
the survey. In each of the cities the goal
was to conduct a comprehensive cen-
sus of all private physicians. No sam-
pling of physicians was performed. 

Lima, which is home to one-third of
Peru’s population and most of the
country’s health care facilities, was ex-
cluded from the study in order to ob-

tain information from other provinces
without distortion from the dispro-
portionately large capital. The main
economic activities in the 10 study
cities include agriculture, animal hus-
bandry, hunting and forestry, com-
merce, and direct services such as
repair of vehicles or personal or house-
hold items. In addition, mining is a
major industry in the Andean region,
as is fishing in the coastal cities. 

In July and August of 2003, a team
of 10 midwives and pharmacists were
selected from a pool of respondents to
a newspaper advertisement and re-
cruited as local study coordinators.
Each individual was selected on the
basis of an interview, their curriculum
vitae, and prior experience in similar
field work. Study coordinators were
trained to survey private physicians
using a standardized script. In addi-
tion, coordinators participated in an 
8-h training session on research ethics,
how to approach interview subjects,
and how to fill out interview forms. 

The field work was performed in two
phases. Information was first collected
regarding the numbers and types of
physicians in each city from the re-
gional ministry of health office (DISA),
regional Peruvian College of Physicians
offices, MINSA hospitals, and social
security-based hospitals (EsSalud). For
each city all private physicians’ offices,
polyclinics (small private hospitals),
large private hospitals, and other health
institutions were mapped, followed by
a door-to-door survey of each private
physician. Inclusion in the survey re-
quired participation in any type of pri-
vate practice, regardless of concurrent
employment in the public sector. Physi-
cians with no private practice were ex-
cluded from this study. The rate of non-
response was less than 1%. 

Each private physician encountered
was asked to respond face-to-face to a
questionnaire prepared for the study,
with closed questions regarding de-
mographic information, medical edu-
cation, specialty, type of private and
public practices currently engaged in,
number of patients seen per month,
number of STI cases seen, number of
hours spent working per week, and
average fee per consultation. To deter-

mine the STIs most frequently seen by
these private physicians we asked
each physician to list the three most
common STIs encountered in their pri-
vate practice. 

Statistical analysis

All information collected was entered
into an Excel database (Microsoft Office
2003, Microsoft, Redmond, Washing-
ton, United States). Means or medians
were used to analyze central tendency,
depending on the distribution of the
variable in question. Frequencies were
obtained for nominal variables, and Stu-
dent’s t test and two-sample Wilcoxon
rank-sum tests were used to perform
stratified analyses of certain variables.
Statistical analyses were performed
with Intercooled STATA software (v.
8.0, STATA Corporation, College Sta-
tion, Texas, United States).

RESULTS

Regional differences

A total of 2 060 physicians were
identified in the 10 cities. Of these, 507
(24.6%) had a private practice either
exclusively or concurrently with other
clinical positions, and were inter-
viewed. Table 1 shows the distribution
of physicians in each city, organized
by region, combining findings of the
door-to-door census with data from
other sources. We calculated the num-
ber of physicians per 10 000 inhabi-
tants in each city based on numbers
extrapolated from a 2005 census of
Peru. We found that physician density
was higher in the coastal cities than in
the Andean and jungle regions (13.7,
8.5, and 6.7 per 10 000 inhabitants, re-
spectively). 

A comparison of physicians in pri-
vate practice only with the total num-
ber of private physicians revealed that
most private physicians worked con-
currently in public practice. Our num-
bers indicated that 52.5% of the private
physicians had a concomitant practice
at a MINSA center; 26.2% in EsSalud;
6.5% in police, military, and peni-
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tentiary services; 14.7% as faculty
member at a university; and 10.1% in
some other system (e.g., nongovern-
mental organization, parochial institu-
tion, or municipal hospital). 

Medical education

Of the 507 private physicians inter-
viewed, 190 (37.5%) received under-
graduate medical training in Lima, 240
(47.4%) in cities other than Lima, and
77 (15.2%) outside of Peru. Of those
who trained abroad, the countries
where training was most commonly
sought were Bolivia (n = 23), Argen-
tina (n = 23), Russia and the former So-
viet Republics (n = 8), Ecuador (n = 8),
and Mexico (n = 4). 

When asked about specialty train-
ing, 293 individuals (57.8% of all the
private physicians) reported special-
ization. The most common specialties
were obstetrics and gynecology (n =
120, 23.7%), internal medicine (n = 42,
8.3%), general surgery (n = 28, 5.5%),
pediatrics (n = 25, 4.9%) and urology
(n = 16, 3.2%). The distribution of
physicians with specialty training was
similar across all regions studied. 

Gender differences 

Table 2 presents selected demo-
graphic and professional characteristics
of private physicians by gender. Most
private physicians were men (77.2%),
and the median age of male physicians

(45 years) was significantly older than
that of female physicians (38 years, P <
0.01). In addition, male private physi-
cians were much more likely to have
specialized than female physicians
(63.2% versus 39.7%, respectively, P <
0.01). Although male and female physi-
cians both worked a median of 20 hours
per week, male physicians earned more
per consultation than their female coun-
terparts (mean of US$ 8.32 per consul-
tation versus US$ 7.18, P = 0.02). A
stratified analysis to evaluate gender
differences in earnings between non-
specialized and specialized physicians
found a marginally significant differ-
ence between male and female nonspe-
cialized physicians (mean of US$ 6.94
per consultation versus US$ 5.84, P =
0.06), whereas among specialized phy-
sicians the effect of gender was no

longer observed (mean of US$ 9.19 per
consultation versus US$ 9.54, P = 0.62). 

Analysis of the geographic distribu-
tion of physicians by gender showed
that in all regions, male physicians
comprised the majority, with the high-
est proportion of female physicians
found in coastal cities and compara-
tively fewer female physicians in the
jungle region (24.2% versus 20.2%, re-
spectively). Both male and female
physicians reported seeing a median
of 40 female patients per month and
approximately half as many male pa-
tients per month. 

Sexually transmitted infections

Of 505 physicians who responded to
questions regarding STIs, 492 (97.4%)
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TABLE 1. Distribution of physician population in 10 cities in Peru, 2003 

Distribution (total number of physicians)a

Police, military, Total
and penitentiary Private number of

health practice private
City MINSA EsSalud services only Otherb Total physiciansc

Coast subtotal (No. = 4) 436 503 51 67 15 1 072 260
Jungle subtotal (No. = 2) 194 77 7 13 2 293 84
Andean subtotal (No. = 4) 343 292 18 42 0 695 163

Total (No. = 10) 973 872 76 122 17 2 060 507

a All categories are exclusive. 
b The category Other varies by city and may include those working as professors in universities (without clinical practice) and those working at nongovernmental organizations or

other service institutions.
c This category includes all physicians in private practice whether working in other institutions concurrently or not.

TABLE 2. Selected demographic and professional characteristics of private physicians in
10 cities in Peru by gender, 2003 (No. = 507)

Male Female
physicians physicians

Characteristic (No. = 391) (No. = 116) P value

Median age in years (range) 45 (25–88) 38 (25–58) <0.01
With specialty training (%) 247 (63.2%) 46 (39.7%) <0.01
Median hours worked per week (range) 20 (3–168) 20 (6–72) 0.54
Fee per consultation (US$)

Overall mean 8.32 7.18 0.02
Mean nonspecialized 6.94 5.84 0.06
Mean specialized 9.19 9.54 0.64

Median female patients seen per month (range) 40 (0–600) 40 (0–308) 0.62
Median male patients seen per month (range) 20 (0–720) 18 (0–200) 0.08
Median female STI cases seen per month (range) 4 (0–150) 5.3 (0–80) 0.003
Median male STI cases seen per month (range) 2 (0–65) 2 (0–22) 0.07



stated that they saw STI cases in their
private practice. Overall, physicians
reported seeing approximately 7 cases
of STI per month out of a median of 60
patient visits per month, representing
approximately 12% of all patient visits.
In all regions more female than male
patients were found, and the number
of STI cases in females was greater
than the number in males. Further
analysis by physician gender revealed
that female physicians diagnosed
more cases of female STI per month
than male physicians (median: 5.3
cases per month for female physicians
versus 4 cases per month for male
physicians, P = 0.003), but diagnosed
equal numbers of male STI cases (me-
dian: 2 cases per month). 

Of the 507 physicians surveyed, 435
provided lists of the most common STIs
encountered in their private practice.
Some physicians reported STIs as syn-
dromes (24%), but the majority referred
to STIs etiologically (73.6%) despite the
fact that laboratory tests were unavail-
able at the time for several of the re-
ported conditions. The most common
syndromes reported were vaginal dis-
charge (8.6%), urethral discharge (6.0%)
and pelvic inflammatory disease (5.2%),
whereas the most common etiologies
reported were gonorrhea (15.7%), tri-
chomonas (10.9%), and syphilis (10.2%).

DISCUSSION

General features of the medical
workforce

In Peru, health services are grouped
in two subsectors: public and private.
The public sector consists of MINSA-
sponsored services, EsSalud, and the
health services of the Armed Forces,
National Police, and penitentiary ser-
vices. According to a Pan American
Health Organization report from 2002,
the public sector represented 51% of
all hospitals in Peru and 69% of the
health centers, and provided 99% of
the health care positions in rural areas
and urban settings serving marginal-
ized populations (19). 

Based on the 1996 Peruvian census
of the health sector (the latest available

data), the private sector—which is
concentrated in large cities and in-
cludes private institutions, doctor’s
offices, and services offered by other
organizations such as nongovernmen-
tal organizations—comprised 33.9% 
of the workforce. Few studies have
attempted to characterize the pri-
vate sector to evaluate its role in health
care delivery. In our study, private
practice, whether exclusive or concur-
rent with public practice, represented
24.6% of the medical workforce in the
cities we surveyed. 

The data from our study illustrates
the overlap between private and public
practice in Peru. The phenomenon of
dual public-private practice was also il-
lustrated in a 1995 survey by the Peru-
vian Escuela Nacional de Salud Publica
(ENSAP), which found that only 29% of
all doctors worked in only one position.
Almost half of the physicians surveyed
worked in two positions, and 22% held
three or more positions. Of note, most
of the additional positions held by doc-
tors in the public sector were in the pri-
vate sector (20). This suggests that pub-
lic sector salaries are insufficient and
that physicians look to other options,
such as private practice, as a means of
supplementing their income. Informa-
tion from MINSA and EsSalud estab-
lishments in the 10 study cities indi-
cates that the average monthly salary of
a physician working for MINSA is ap-
proximately US$ 828.00, compared to
approximately US$ 1 065.00 for those
working in EsSalud. In both institu-
tions, physicians work an average of
150 hours per month. Based on the av-
erage fee per consultation and number
of patients seen per month as reported
by private physicians in our study, we
estimate that male physicians in pri-
vate practice earn almost US$ 500.00 as
supplementary income per month, and
that the figure for their female counter-
parts is approximately US$ 416.00 per
month—a substantial contribution to
their overall earnings. 

Medical education

Figures from the Peruvian College
of Physicians show that the number of

licensed medical graduates has almost
doubled since 1993 (2 191 physicians
in 2003 versus 1 293 in 1993).2 Like-
wise, the number of medical schools
has increased from 7 in 1967 to 21 in
2005. In fact, 6 out of the 10 cities in
our study now have medical schools.
In response to the growing number of
physicians and medical schools since
the mid-1990s, the Ministry of Health
has created regulations for the certifi-
cation of new medical schools. 

In 1997, 36.9% of the physicians in
Peru practiced a medical specialty, the
most common choices being obstetrics
and gynecology (13.8%), pediatrics
(11.2%), general surgery (10%) and
internal medicine (9.6%) (21). In our
study 57.8% of the private physicians
surveyed were specialists, and the dis-
tribution of medical specialties was
similar to that found in the 1997 study.
This substantial proportion of special-
ized physicians would seem to repre-
sent a problem for regions outside
Lima, as there are relatively few physi-
cians in these regions and generalists
are able to handle a broader range of
cases. However, it may be that private
physicians in these settings fill a gap in
health services by providing direct ac-
cess to specialty care when public
channels are cumbersome and equally
costly when total number of health
center visits and total time investment
are considered. 

Regional issues

According to the Ministry of Health,
a total of 24 780 practicing physicians,
or 10 physicians per 10 000 inhabi-
tants, were living in Peru as of 1996
(22). We analyzed physician distribu-
tion by region and found a much
higher ratio of physicians per 10 000
inhabitants in coastal cities (13.7) com-
pared to Andean (8.5) and jungle cities
(6.7). This is not surprising, and re-
flects the unequal geographical distri-
bution of medical human resources in
Peru. In 1997, 60% of all physicians in
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Peru and 75.7% of those with a spe-
cialization were located in Lima alone,
which is a coastal city (21). By compar-
ison, approximately one-third of the
general population lives in Lima. The
number of physicians per 10 000 in-
habitants varies widely in other Latin
American countries, ranging from 60.4
in Cuba and 20.6 in Brazil to 7.6 in Bo-
livia and 5.6 in Paraguay (23). 

We also found that most private
physicians in provinces outside Lima
received their medical training in the
provinces (37.5% in Lima, 47.3% in
other cities, and 15.2% abroad). This
was particularly true of private physi-
cians in the coastal and Andean re-
gions. By comparison, those practicing
in jungle cities were much more likely
to have trained in Lima or abroad, sug-
gesting that physicians who practice in
these areas are either from other re-
gions, or had to seek training in areas
outside the jungle. If the latter is true,
efforts to strengthen and develop ex-
isting medical schools in jungle areas
would encourage local training of phy-
sicians and thereby help increase the
physician workforce in this region.

Gender issues

We found that male physicians out-
numbered female physicians in the
population surveyed. It is important to
note, however, that the proportion of
female physicians in Peru has in-
creased considerably since the 1960s,
with women representing 4.7% of all
physicians in 1964 but 18.5% in 1997
(24, 20). This phenomenon probably
reflects the increasing social accep-
tance of women entering the profes-
sional workforce. In our study 22.9%
of the private physicians surveyed
were women, consistent with the na-
tional trend. 

The main discrepancy found be-
tween the characteristics of male and
female physicians is that male physi-
cians were much more likely to be spe-
cialized, a phenomenon that may con-
tribute to the gender discrepancy in
the median fee per consultation. Of
interest, in 1989 Alarcón et al. found
that rates of specialization among male

and female physicians were slightly
but not significantly different (69.7%
among men, 58.8% among women, P >
0.05) (25). Their number for the pro-
portion of male specialists is similar to
the proportion found in our study
(63.2%), but their figure for the pro-
portion of female specialists differs
greatly from our finding (39.7%). This
may indicate a particularly low ten-
dency towards specialization among
female physicians in the provinces, or
that women with a medical specialty
tend to practice in Lima. 

In addition, private female physi-
cians were more likely to treat female
patients with STIs, although the overall
number of consultations was similar
for both sexes. Female patients may be
more comfortable seeing female physi-
cians for STIs, or female physicians
may be more likely to practice where
female STI cases are encountered. An-
other possible explanation is that fe-
male physicians may be more likely
than male physicians to recognize and
diagnose STIs in female patients. Our
findings suggest that promoting med-
ical training and practice for female
physicians in the provinces outside
Lima may benefit health care delivery
because female physicians may be
uniquely positioned to address public
health problems in certain populations. 

Sexually transmitted infections 
and private physicians

In this study most private physi-
cians regardless of specialty reported
managing STI cases (97.4%). Patients
may choose to see private physicians
rather than a public practitioner for
reasons of confidentiality, conve-
nience, shorter waiting times, or better
service (perceived or actual), among
other reasons (26, 27). Although pa-
tients may believe that better care is
provided in private settings, the oppo-
site may be true in the case of STIs,
given that private physicians for the
most part do not receive regular train-
ing, whereas in the public sector there
are multiple efforts to train health per-
sonnel. For example, public sector
physicians in Peru have received train-

ing in STI management several times
in recent years, whereas similar efforts
have not been directed specifically to-
wards private physicians. A study in
2005 that examined patterns of STI
management by private physicians in
Peru found that treatment strategies
for pelvic inflammatory disease and
trichomoniasis were grossly inade-
quate, suggesting the need to train pri-
vate physicians better in STI manage-
ment (15). Studies from other parts of
the world have shown similar findings
(28, 29), and it is possible that the same
pattern exists in the rest of Latin
America, making research on the pri-
vate sector and the impact of targeted
training in STI management for pri-
vate providers potentially worthwhile. 

Our analysis also identified the most
common STIs seen by private physi-
cians in the 10 cities we surveyed.
Most STI reports were etiologic in na-
ture, although 24% of the conditions
reported were syndromic. It should be
kept in mind that the data on STIs re-
flect physician-reported cases, and not
laboratory-diagnosed cases. 

Our data add a valuable dimension
to the existing literature on Peruvian
physicians by examining private phy-
sicians as a subpopulation of medical
doctors. Little direct information ex-
ists about this group in Peru, yet pri-
vate practitioners represent an impor-
tant part of the medical workforce.
One barrier to the generalizability of
our results is the exclusion of Lima
from the study. Because about one-
third of the population of Peru resides
in Lima, it is difficult to evaluate num-
bers at a national level without data
from the capital city. In addition, al-
though the 10 cities in our study rep-
resented all regions of Peru, the study
was nonetheless limited to larger
cities with populations of 50 000 or
greater, and did not include data from
rural areas. However, by excluding
Lima from this study, we avoided
confounding since the needs and re-
sources of a city with almost 8 million
inhabitants are very different from
those of the smaller cities included in
our survey, and we are therefore able
to provide a clearer picture of health
care resources and physician training
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Objetivos. Analizar las características demográficas y profesionales de los médicos
privados en 10 ciudades de Perú y esclarecer el papel que desempeña la medicina pri-
vada en la atención de pacientes con infecciones de transmisión sexual (ITS).
Métodos. Como parte de un ensayo de intervención diseñado para mejorar el con-
trol de las ITS en 10 ciudades de Perú, se recopiló información detallada sobre el nú-
mero de médicos de cada ciudad y se realizó una encuesta de puerta en puerta en
todas las instituciones y consultorios, tanto privados como públicos. A todos los mé-
dicos contactados que tenían consulta privada se les pidió responder un cuestionario
que recogía información demográfica y sobre la formación médica, especialidad, tipo
de servicios privados y públicos que prestaba en ese momento, número de casos de
ITS que atendía mensualmente y sus ingresos promedio por consulta.
Resultados. De los 2 060 médicos que trabajaban en las 10 ciudades estudiadas, 507
informaron tener consulta privada, ya sea de forma exclusiva o compartida con otros
trabajos clínicos. Casi todos los médicos privados (97,4%) informaron que atendían
casos de ITS. Se encontraron diferencias entre las regiones en cuanto a la densidad y
el lugar de entrenamiento de los médicos privados. Además, se observaron variacio-
nes significativas según el sexo en la proporción de médicos especialistas, los ingre-
sos por consulta y el número de mujeres con ITS que atienden mensualmente.
Conclusiones. Los estudios sobre la disponibilidad de médicos pueden ofrecer una
perspectiva interesante y de gran utilidad para abordar problemas de salud pública.
Este estudio brinda una valiosa información que puede contribuir a comprender el
importante papel que desempeñan los médicos privados en el control de las ITS en
Perú.

Recursos humanos en salud, Perú, médicos, práctica privada, infecciones de
transmisión sexual.
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