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SUMMARY

During the period April 18-26, 1978, an FPED/CDC team assisted the
Asociacion Pro-Bienestar de la Familia de Guatemala (APROFAM) in the
analysis of data from an evaluation of APROFAM's Direct Distribution

of Contraceptive Materials Project (DDP) and the family planning program
of Guatemalan Ministry of Public Health (MSP), to which the DDP provides
logistics support. This support is provided in 2 ways, one with APROFAM
providing supplies directly to MSP health centers and posts (DDP-supplied),
and the other in which APROFAM provides supplies to MSP area warehouses
where they are then distributed to the clinics (Warehouse-supplied) .
-Because of alleged methodological irregularities surrounding the evalua-
tion, the results of the evaluation can only be generalized with extreme
caution. With this reservation in mind, the evaluation shows that the
DDP is achieving its objective of stocking and maintaining family plan-
ning supplies in MSP clinics. In addition, the results of the evaluation
suggest that, in terms of contraceptive stocks on hand, availability of
family planning services to the public and use of DDP forms and reporting,
the performance of DDP-gupplied clinics may be superior to that of area
warehouse-supplied clinics. The problems of the program were identified
to be in the areas of data collection and reporting and program evaluu-
tion and management. In general, we recommend that DDP management
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consolidate the program it has developed to date, giving particular
attention to the reporting system and data requirements needed for the
management of the program. Specific recommendations include:

1) Based on program performance, adjust maximum and minimum stock
levels in the clinics to 12 and 6 months, respectively.

2) Extend the time for the promoters to complete their rounds. If
this and recommendation 1 are adopted, they will allow the pro-
moters to make more non-resupply visits to the clinics and to
spend more time in the clinics for the purpose of providing
assistance in data management and program development.

3) Streamline the reporting system by: combining some forms;
eliminating data requirements from others; ensuring that DDP
forms are used universally in the program; consolidating files
for individual clinics; and changing reporting requirements
from monthly to quarterly.

I. PLACES, DATES, AND PURPOSE OF TRAVEL

Guatemala, April 18-26, 1978, at the request of USAID/Guatemala, AID/POP/
LA and AID/POP/FPSD, to provide technical assistance to the Asociacion
Pro-Bienestar de la Familia de Guatemala (APROFAM) in the analysis of
data from the evaluation of the Direct Distribution of Contraceptive
Materials Project (DDP) and the Guatemalan Ministry of Public Health

(MSP) family planning program. This consultation was provided by Richard
S. Monteith and Jack L. Graves, Program Analysts, CDC/BE/FPED. This travel
was in accordance with the Resource Support Services Agreement (RSSA) be-
tween the Office of Population, AID, and CDC/BE/FPED, and was made in
conjunction with a trip to El Salvador where Mr. Monteith provided techni-
cal assistance to the Instituto Salvadoreno del Seguro Social in the
analysis of maternal and child health statistics.

II. PRINCIPAL CONTACTS

A. USAID/Guatemala
1. Scott Edmonds, Population Officer
B. Asociacion Pro-Bienestar de la Familia (APROFAM)
1. Dr. Roberto Santiso, Executive Director
2. T.S. Maria Antonieta Pineda, Chief, Evaluation Unit
3. Sr. Fernando Montalban, Evaluation Unit
4, Srita. Maritza Vasquez Gutierrez, Evaluation Unit

III. BACKGROUND

The 1977 Program Agreement (PROAG) between USAID/Guatemala and the
Asociacion Pro-Bienestar de la Familia de Guatemala (APROFAM) called for
a year-end evaluation of APROFAM's Direct Distribution of Contraceptive
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Materials Project (DDP) and the family planning program of the Guatemalan
Ministry of Public Health (MSP) to which the DDP provides logistics sup-
port. In October 1977, an FPED/CDC team provided technical assistance

to APROFAM in a general evaluation of the DDP, which mainly consisted of

a review of DDP records maintained in Guatemala City. The results of that
evaluation showed that the program had progressed since its initiation in
July 1976, as evidenced by a steady growth in active users, contraceptives
distributed, money collected, visits to MSP clinics, and contraceptives
issued to MSP clinics. However, during that evaluation, problems were
detected in the collection and analysis of data for the evaluation and
management of the program (see CDC Resource Support Services Report:
Guatemala, dated November 28, 1977). Since the October 1977 evaluation
did not focus specifically on individual clinics, the end-of-year evalua-
tion called for in the 1977 PROAG was intentionally designed to investigate
the status of the program at the clinic level, and to provide data that
would complement the data obtained in the October evaluation. In November
1977, with the assistance of FPED/CDC, a questionnaire was developed, and

a 10% stratified random sample of MSP health centers and posts participating
in the DDP was selected for study. The questionnaire was field-tested
during March 6-11, 1978, and the actual field work was conducted by APROFAM's
evaluation unit from March 27 through April 14, 1978. The purpose of the
consultation reported here was to assist APROFAM evaluation personnel in
the analysis of the data.

IV. LIMITATIONS OF THE DATA

Before presenting the findings of the evaluation, a brief discussion of
the data is warranted. The sample design was meant to be representative
of all MSP clinics (centers and posts) participating in the DDP as of
October 1977. However, due to alleged methodological irregularities

the data collected during the evaluation may be bilased: it was reported
that DDP personnel visited some of the sample clinics immediately prior
to the conduct of the evaluation. DDP personnel participated in the
design of the questionnaire and were also knowledgeable of the clinics
included in the sample. If, in fact, clinics in the sample were visited
and received special treatment, the results of the evaluation can only
be generalized with extreme caution. In addition, if some or all of the
sample clinics received special treatment, the actual performance of
clinics, in general, must be interpreted as probably being below that which
was found in the evaluation and reported here.

Although the possibility exists that the data were biased,and because the
alleged irregularities have not been documented, the data were analyzed

as a teaching exercise for APROFAM evaluation personnel. Under normal
circumstances, we would be hesitant to analyze data that may have the
possibility of being compromised. Thus, discussion of the data and results
that appear on the following pages of this report is presented as though
there were no bias in the data. However, in doing so we advise the reader
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to exercise caution in drawing hasty conclusions, since the findings may
have serious implications for individuals parcicipating in the DDP. If

it is contemplated to make management decisions on the basis of a particu-
lar finding and the data is considered questionable, we recommend that

the data set in question be validated by revisiting some of the sample
clinics or other clinics which were not in the sample, to collect addi-
tional data before a decision is made.

We recognize the difficulties of establishing and adhering to strict study
controls in "in-house" evaluations. In the case of the DDP evaluation,

it was almost impossible for DDP personnel not to have prior knowledge of
the scope and content of the evaluation. It may not be possible to repeat
the evaluation under stricter controls. However, it is our hope that this
evaluation has been a learning experience for APROFAM personnel, and that
the application of acceptable methodological procedures will be observed in
future evaluations.

V. FINDINGS OF THE EVALUATION

A. Characteristics of Clinics in Sample

Forty-three MSP health centers and posts were selected in the sample. How-
ever, the family planning programs of only 39--14 health centers and 25
health posts--were evaluated (see Table 1). For the 4 health posts, for
which data were not obtained, the following reasons were cited: absence

of the person in charge of family planning at the time of the evaluation
(San Juan Bautista and El1 Teocinte); unavailability of horses or mules to
travel to the health post (Pueblo Nuevo); and an undeveloped family planning
program (El Duranzo). Table 1 also shows that of the 39 clinics evaluated,
21 of .the clinics receive their ‘unily planning supplies directly from
APROFAM (DDP-supplied clinics), while 18 are supplied through an area ware-
house (area warehouse-supplied clinics).

As stated above, a 10% stratified random sample of MSP health centers and
posts participating in the DDP was sclected for study. The proportion of
sample clinics that were health centers and health posts was 32.67% and

67.4%, respectively. This is comparable to the proportior of all clinics
that are currently participating in the DDP that are health centers (31.5%)
and health posts (68.5%). However, a comperison of the sample clinics with
all clinics in the program by source of supply shows that the clinics which
receive their supplies directly from APROFAM were under-represented (53.8%
ve, 65.3%), and area warehouse-supplied clinics were over-represented

(46.2% vs. 34.7%). This raises the possibility that the differences presented
in this report between the sample DDP and area warehouse-supplied clinics
might be due to this discrepancy. However, standardizing the totals in
Tables 2 and 5 by type of clinic did not seem to effect the differences found
between DDP and area warehouse-supplied clinics. Standardized totals are
presented in these tables for purposes of comparison.
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As Table 2 shows, 20 (517) of the MSP clinics that were evaluated had
provided family planning services prior to the initiation of the DDP.
(Readers are reminded that the MSP initiated a family planning program
in 1968 and by June 1976, just before the DDP began, services were
available through 126 MSP health centers and posts.) As expected, a
greater proportion of health centers had had prior family planning ser-
vices. Table 2 also shows that a larger proportion of these clinics
receive their family planning supplies directly from APROFAM tlan
through an area warehouse (57% vs. 44%).

The DDP started in July 1976 and, therefore, the maximum time that any
clinic could have participated in the program at the time the evaluation
data was gathered was 21 months. Table 3 shows that the average time of
participation in the program for the health units studied was 8.6 months;
two-thirds of them have been in the program less than one year. This
reflects the fact that the DDP was expanding rapidly in 1977 and is a
relatively new program in most of the health units it serves. We feel
that some of the problems of the DDP relate to short participation by
these health units.

B. Availability of Family Planning Services

Tables 4-6 present data on the availability of family planning services

in the study clinics. Table 4 shows that 25 or 64% of the study clinics
do not have special hours programmed during which family planning services
are provided; that is, services are available during the 44 hours these
clinics are open during the week to the public. One clinic in this group
does not provide any services except referral to a nearby health center.

The different types of services provided by these clinics are also ana-
lyzed in this table. For the purpose of analysis the services were
categorized as contraceptive resupply (Metodo), family planning information
and education (Info.), appointments (Cita), medical examination (Examenes),
and none (Ningun). As the table shows, the majority of the clinics provide
contraceptive resupply and informational services during the hours they

are open to the public. However, only 12 of the clinics provide medical
examinations, and 10 of these clinics are health posts. This finding is
surprising since it would seem more likely that physicians who perform
these examinations would be assigned to health centers than to health posts,
which raises questions on the quality of the data that was reported to

the evaluators.

The data in Table 5 show that 14, or 26%, of the study clinics have special
hours during which family planning services ar. provided. The table also
shows that a higher proportion of health centers than health posta, and a
higher proportion of DDP-supplied than area warehouse~-supplied clinics have

)

special houvs. Table 6 shows that 3 of the clinics do not provide servicen
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outside of the special hours programmed for family planning. Howaver,
of the 11 that do, the majority resupply users and provide information,
but only 2 clinics provide medical examinations, which probably reflects
the unavailability of trained personnel in the clinics for this purpose.

C. Training, Usc of Forms, and IE & C Materials

In Table 7, data on the number of trained personnel working in the study
clinics and the type of training they received are presented. Two broad
categories of training are identified: clinical training in family plan-
ning, which is defined to include training in the examinations related to
the prescription of contraceptives and the medical control of patients,
and administrative training which refers specifically to the training
conducted by APROFAM for MSP personnel participating in the DDP. The most
striking finding from this analysis is that fully two-thirds of the study
clinics do not have any trained family planning clinicians on their staff.
This finding was viewed by Dr. Santiso as being unusually high, and he
questioned its reliability since APROFAM has been involved in training
MSP personnel for riany years. He also felt that some of the MSP personnel
interviewed during the evaluation may not have understnod the question
asked of them and thus, responded incorrectly, & possibility to which we
concede. Hovever, we feel that the finding is plausible. Prior to the
initiation of the DDP, family planning services were available through
only 126 MSP facilities; presently, approximately 500 MSP health centers
and posts provide these services. It is unlikely that personnel working
in MSP facilities without family planning services prior to the initiation
of the DDP would have received clinical training in family planning and,
for that matter, it is not likely that all MSP personnel working in clin-
ics which had family planning services received this type of training.

In addition, some trained personnel could have been transferred to other
services, resigned, etc. Table 2 showed that only 51% of the study clin-
ics provided family planning services prior to the DDP, and since the
number of training sessions in clinical aspects of family planning
conducted by APROFAM has not increased appreciably since June 1976, it

is thus plausible that two-thirds of the clinics would not have personnel
trained in the clinical aspect of family planning care.

On the other hand, Table 7 also shows that APROFAM's efforts to train MSP
personnel in the adminisiration of [amily planning programs has been suc-
cessful. Only 15% of the clinics reported that they hare not received
the administrative training currently boing conducted by APROFAM. This
number should decrease after APROFAM completes its training program next
month,

Personnel in the clinics were asked if their clinic had received a medical
family planning supervisory visit from MSP supervisors during the last
6 months. Personnel in only 4 clinics reported that they had.

Table 8 is an attempt to document the use and correct use of the DLI' forms
in the MSP clinics. Five forms are used in the clinics:



Page 7 - William H. Foege, M.D.
1 - Inventory Control Card
2 ~ Appointment Card (Tickler File)
3 - Patient Receipt Form
4 - Monthly Report
5 - Requisition Form

The data collected on the use of the DDP forms is of questionable quality.
Two factors lead us to this conclusion.

1. APROFAM personnel, who actually conducted the field evaluation, were
not fully knowledgeable of the forms used in the DDP nor in their correct
use., For this reason, the data collected on Form 1 (Inventory Control
Card) was not included in the analysis (unknowingly, the evaluators eval-
uated the wrong Inventory Control Card, which had been incorrectly
implemented in the clinics).

2. Inconsistencies in the data. Several examples could be presented to
demonstrate the inconsistencies; however, the following 3 exumples will
suffice to make our point:

a. Data collected on active users suggests that there are approx-
imately 19,000 active users in the MSP family planning program.
However, data collected on dispensation of oral contraceptives,
the principal contraceptive in the program sugges that there
are only 7,500 active users in the program. These data are
in contrast to the estimate of 24,551 average monthly couple-
months of protection made during the previously mentioned
October 1977 evaluation.

b. Based on data from the evaluation, the average monthly number of
cycles of oral contraceptives dispensed to users during the
last 6 months and the average number of active users per clinic
can be calculated. Assuming that the majority of the users are
oral contraceptive users, and taking into account the fact that
an oral contraceptive user requires 13 cycles per year, the
statistics on the average number of active users and cycles dis-
pensed should be comparable. They were not in every case.
Overall, the average number of active users per clinic was
calculated to be 18, and the average number of cycles dispensed
was sufficient for 43. For area warehouse-supplied clinics,
the disparity was even greater: the averages were calculated
to be 12 and 25, respectively.

c. In the past, many clinics reported active users as the number
of oatients who visited the clinic during the month. This
" tice is probably continuing. One of the questions asked
.48 the health unit's definition of "active user" and many
different definitions were given, none of which were expressed
in terms of clapsed time since last clinic visit.
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Keeping in mind the reservations we have about the data, Table 8 suggests
a differential in the performance of clinics supplied directly by APROFAM
and those supplied by area warehouses. The data suggest that more DDP-
supplied clinics are using more forms and using them correctly than area
‘warehouse-supplied clinics. Although not every clinic 1is using the forms
correctly, the data suggest that the periodic visits of the APROFAM pro-
moters have some @ffect on the quality of the data reported by the clinics.
Conversely, the data show that for those clinics that are supplied from an
area warehouse, there is a lower probability that the forms will be used
at all, not to mention used correctly. This 1s particularly the case with
forms 4 and 5 (Monthly Report and Requisition Form, respectively). The
apparent non-use of the requisition form in clinics supplied by area
warehouses is due, in part, to the absence of the APROFAM-gsupplied form
for that purpose. We identified this problem during our February 7-18,
1977 consultation and recommended then "that DDP forms be used universally
in the project at all levels and that provisions be made to print these
forms for use in the field" (see p. 16, CDC Regource Support Services
Report: Guatemala, dated April 26, 1977). We reiterate the same recom-
mendation in this report.

In Table 9, data on the availability of information, education, and
communication (IE & C) materials in the clinics are presented. Almost
every clinic (37) had at least 1 family planning poster visible to the
public. However, a smaller number of clinics (26) had family planning
pamphlets available for distribution to potential or actual users of
contraception. Little difference on these parameters cxisted between
DDP- and area warehouse-supplied clinics.

D. Contraceptive Supplies

Tables 10-13 address the question of ccatraceptive supplies on hand in

the clinics and issues made by APROFAM to the MSP. Table 10 shows the
number of clinics that have ever dispensed contraceptives by type of
contraceptive. All but one of the clinics have dispensed orals (97.42%)
and the great majority condoms (74.4%), the 2 major contraceptives in

the program, but less than 45% of the clinics have ever dispensed the
other methods cf contraception, 1.e., Neosampoon, injections, and IUDs.
However, the data show that most health centers have dispensed every
contraceptive except injections. 1In comparing DDP-supplied clinics

with area warehouse-supplied clinics, a higher proportion of the former
have ever dispensed the different methods available in the program than
the latter. This finding suggests that clinics, which receive their com-
modities directly from APROFAM, may have been better supplied than those
which are supplied through the arca warehouses. This finding 18 supported
by Table 11, which distributes the clinica by the type of contraceptives
on hand at the time of the evaluation. However, in comparing Table 10 with
Table 11, it can be seen that more clinics have ever distributed IUDs and
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injections than the current number of clinics that have these commodiries
on hand in their inventories. The differential may be due to the lack of
trained personnel in the clinics to prescribe or dispense these commodi-
ties, the willingness of the clinics to stock these commodities, or the
lack of incentive for the promoters to promote IUDs in the clinics, since
their dispensation to users does not generate a commission for the pro-
moters. According to Dr. Santiso, the vaginal tablet, Neosampoon, and
the injection, Deproprovera, are regarded, like orals and condoms, as
principal contraceptives in the program. However, both Tables 9 and 10
serve to point out that issues of these commidities to the clinics have
been uneven and have not received the emphasis Dr. Santiso feels they
should.

Table 12 shows actual stock levels of the different contraceptives on

hand in the clinics at the time of the evaluation. Notable in this table
are the clinics with no or small stock levels of condoms, Neosampoon, and
injections, and an almost universal stockout of IUDs in all cf the clinics.
Without reliable data on monthly dispensation of oral contraceptives and
condoms by the clinics to users, it is impossible to determine if adequate
maximum stock levels of these contraceptives are being maintained by the
clinics. However, the stock levels of oral contraceptives found in Salama,
Quezaltepeque, Concepcion Las Minag, Montufar, Nahauala, and Anguiater-
Frontera appear to be too low to be representative of either adequate max-
imum or minimum stock levels of 12 and 6 months, respectively.

Table 13 shows the average number of contraceptives by type of contracep-
tive on hand in the clinics at the time of the evaluation., This table
suggests that DDP-supplied clinics maintain higher stock levels for each
type of contraceptive in their inventories than area warehouse-supplied
clinics. Unless area warehouses can respond immediately to emergency re-
quest for commodities, it is iikely that the clinics they supply are at
greater risk of running out of supplies than DDP-supplied clinics. The
low stock levels in the area warchouse-supplied clinics also indicate
that these clinics have to be supplied more frequently than DDP-supplied
clinics, a process which increases the administrative cosete of supplying
t.iese clinics.

During the evaluation, an attempt was made to document the time required to
process requests for supplies, i.e., from the date a request is made by

the clinics to the date of delivery of supplies. Because of poor record-
keeping at the clinic level, data were available on only 16 requests for
supplies, and of these 16, the date of the request and date of delivery
were the same for 9 requests. Two conditions would make this possible:

the promoter filled the request on the spot, or clinic personnel requesied
and picked up their supplies on the same day from the DDP office in
Guatemala City. Data were available on only 3 requests made by area ware-
house-supplied clinics, and the relevant dates revealed same-day service,
In short, there was not enough data available from the evaluatinn to make
a meaaningful analysis,

\
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Therefore, data from the DDP central files were examined. No attempt
was made to select a random sample of requests and shipping invoices.
The results of this analysis are presented in Table 14. 1In the top
panel data are presented on the amount of time to process a request

from date of request to date of delivery. The average time to process
requests from area warehouses was 14 days. The average time to process
requests from health centers and posts, which receive their supplies
directly from APROFAM, was greater--19 days. In the middle and bottom
panels it can be seen that the time from the date of preparation of
shipping invoices to the date of delivery accounts for the majority

of the time required to process requests. For those clinics with high
minimum stock levels, we feel that the time found to process requests is
acceptable. However, for those clinics with low iaventory levels or
stockouts for certain commodities, i.e., condoms, Neosampoon, and injec-
tions, these times are not acceptable.

E. Acceptor Reporting

Table 15 18 a composite of different performance indicators by type of
health clinic and source of supply. Because the evaluation results sug-
gest that records have been maintained poorly in the clinics and, because
the APROFAM evaluators were unable to identify and correct errors in the
records during the evaluation, we feel that the data presented in this
table, with the possible exception of the data on average stock levels

in the clinics, should be interpreted with extreme caution. Keeping this
disclaimer in mind, Table 15 suggests that the performance of DDP-supplied
clinics may be better than that of area warehouse-supplied clinics on
every performance indicator. In addition, if the summary statistic on the
average number of admissions (2.7) 1g correct by a factor of *10%, the
average annual number of new acceptors incorporated in the program would
range from 14,580 to 17,820 acceptors per year (using 500 MSP clinics as
the base number of clinics participating in the DDP)., Although these
estimations are modest, given the number of clinics participating in the
DDP they ave encouraging, as they demonstrate that couples will use con-
traceptives if they have access to them. In Table 2 we saw that 49% of
the clinics did not provide family planning services prior to the DDP.
Thus, the DDP may take credit for making services available for 7,144

to 8,732 couples annually (.49 x 14,580 and .49 x 17,820), given the
currently monthly admission rate.

Since the beginning the DDP monthly reporting by the clinics has been

a problem, both in terms of the quality of data reported and lack of
reporting. During our October 23-28, 1977 consultation with the DDP, we
reported that the percent of clinics submitting monthly repnrts from
January through August 1977, had increased from 41% to 552 (see CDC
Resource Support Services Report: Guat. .ala, dated November 28, 1977),
During the present evaluation it was found that the frequency of reporcing
by the clinics had continued to improve. As Table 16 shows, 65.7% of the
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required monthly reports were submitted by the clinics during the July
1977-February 1978 period. However, during the December 1977-February
1978 period, the rate declined to 59.5%. Table 16 also shows that a
higher proportion of DDP-supplied clinics submitted the required number
of monthly reports than did area warehouse-supplied clinics, and that
the decline in reporting during the December 1977-February 1978 period
was due primarily to the failure of area warehouse-supplied clinics to
submit their monthly reports.

F. Miscellaneous

The evaluation design called for an analysis of the individual accounts
of the study clinics and the number and frequency of visits made by the
promoters to the ciinics. Because of the unavailability and/or unreli-
ability of data on these parameters, it was impossible to do these analyses.

The unavailability of data on the individual clinic accounts found during
the evaluation is due primarily to the fajlure of area warehouse-supplied
clinics and the area warehouses that supply them to maintain records; 18

of the 39 study clinics receive their supplies through an area warehouse.
For the DDP-3upplied clinics, the unavailability of data can be explained
by poor or non-existent filing practices. We feel that periodic audits

of the clinic and area warehouse accounts ghould be a standarad operating
procedure of the DDP. To a certain extent thie is being done at the DDP
central office where monthly reports are prepared on the status of the
accounts of the individual clinics and area warchouses (see Exhibit 1 for

a sample report). However, notably absent from these reports is the value
of the commodities the clinics and warehouses have in their inventories.
Without this information, it is impossible to audit the individual accounts
and to detect irregulari.les. Thus, the DDP accounting system is not being
used as a management tool as it can and should be.

VI. DISCUSSION AND RECOMMENDATIONS

Keeping in mind the limitations of the data, the evaluation shows that the
DDP is achieving its objective of stocking and mantaining family planning
supplies in MSP clinics. This 1is supported by program data on issues made
to all MSP facilities oince the initiation of the DDP, which 1is presented
in Table 17. This table shows that issues of different contraceptives to
the MSP during 1977 exceeded* issucs made during the first 7 months of the
DDP (June-December 1976), when they are annually adjusted.

*Fewer units of vaglnal treatments were distributed in 1977 than during
the first 7 months of project when the latter issues are annually
adjusted. However, when Neosampoon is treated separately, issues of
this contraceptive during 1977 exceed the annual adjusted issue for
1976.
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Data from the evaluation also suggest that the performance of DDP-supplied
clinics may be superior to that of area warehouse-supplied clinics on
several different parameters. This may be due to the periodic visits

of the DDP promoters to the MSP health centers and posts for the purpose
of resupply. Although the main purpose of the promoters' visits are to
resupply the clinics, it appears that to some degree the visits may also
serve to motivate MSP clinic personnel to provide higher quality family
planning services than clinics that receive their supplies through an
area warehouse.

The problems of the program remain in the area of data collection and
reporting and program evaluation and management. In making this state-
ment, we recognize the barriers confronting DDP personnel in serving an
organization (MSP) that is not always cooperative or appreciative of the
support it receives from APROFAM. Nevertheless, in part, the DDP staff
can and should be held accountable for some of the deficiencies found in
the program during this evaluation: for example, the data suggest that
priorities established for the program, i.e., rapid expansion of the
pogram, have not always corresponded to the program components requiring
the most and immediate attention, such as the reporting system. On the
other hand, some of the data, as well as interviews with 3 of the 4 pro-
moters, suggest that the DDP has not always received all of the support
it needs from the MSP and APROFAM to implement and sustain family planning
services in MSP clinics.

From the evaluation and from previous observations of the DDP, we feel
that the program has progressed to a point where serious consideration
should be given to redefining the objectives of the DDP and the role of
the promoters. Heretofore, the attention of the program has been on
establishing family planning services in MSP clinics and providing the
necessary logistics support in order to sustain them. For the most part,
the DDP has been successful in this effort and, presently, the develop-
ment of new contraceptive outlets is currently being broadened to Znclude
nunicipal pharmacies. In addition, it was reported that the DDP 1is begin-
ning to provide logistics support to APROFAM's various community-based
distribution programs. Before expanding the program base to which the

DDP must provide logistics support, we recommend that DDP management focus’
on consolidating the DDP-supported MSP program it has developed to date,
giving particular attention to the reporting system and data requirements
needed for the management of the program, which includes the maintenance
of adequute inventory levels at all sites. In this light, we offer the
following recommendations for APROFAM's consideration:

1. Based on program performance, eatablish maximum and minimum
stock levels in the clinics for cach item of supply that 1is
equivalent to 12 and 6 monthe, rospectively., The implication
of this recommendation is that the promoters will only have
to visit the clinics 2 times a year for the purpose of resup-
ply instead of monthly,
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2.

Given the adoption of the recommendation outlined above, extend
the time for the promoters to complete their rounds to approxi-
mately 8 co 10 weeks. This will allow the promoters to make
more uon-resupply visits to the clinics and to spend more time
in the clinics to provide assistance in data management and
program development. A corollary to this recommendation is
that clinics experiencing the most problems should be identi-
fied and visited first.

In health areas and clinics, where it is clear that inputs beyond
those ¢f the promoters are needed to implement or sustain a
family planning program, APROFAM should mobilize its various
resources to diagnose the problems and provide the necessary
technical assistance to resolve them. This may include pro-
curing and distributing family planning literature, the showing
of movies, implementing IE & C activities, and providing training
to MSP personnel.

Regardless of APROFAM's inputs, in the final analysis the viability of
the MSP family planning program can be sustained or improved upon only
1f the MSP adopts an active role in the mangement and supervision of its
own program. Therefore, we recommend that steps be taken to increase
the MSP's responsibility for the program.

4.

In order to improve the DDP record system, we recommend that:

a)  APROFAM negotiate with the MSP on the redesign of the
receipt form (Recoleccion Diaria) and the monthly
report, both of which should require data only on number
of new admissions and active users by method, and units
of contraceptives dispcnsed. Presently, both forms pro-
vide for the reporting of terminating users by reason
for termination, data which 1s poorly reported, if at
all, and never processed.

b)  Serious consideration be given to changing the reporting
requirements from monthly to quarterly.

¢) The current requisition form and shipping {nvoice used
in the DDP should be combined into one form. This would
reduce paperwork, simplify filing, and facilitate the
processing of orders.

d) The DDP, at the central level, should conszolidute the
files on each clinic or area warshouse in the program
into individual folders. In addition, the promoters
should carry with them at all times a duplicate sat
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of records which correspond to the clinics and areas
in their network. This will provide for better control
of the program, as well as facilitate its evaluation.

e) The forms used in the DDP should be used universally
throughout the program. Presently, the majority of
the DDP forms are not utilized in the health areas
that supply their own clinics.

5. Data from this evaluation and previous observations of the
DDP suggest that the DDP accounting system is in disarray.
We recommend that the accounting system be audited in detail
and if the gituation warrants it, close all current clinic
and area accounts and begin anew. A corollary to this
recommendation is the need to establish guidelines, standards,
nd sanctions for the accouuting system.

Although, at the time of the evaluation, the DDP had been in operation
for 21 months, it should be considered as a new program. The primary
objective of the program was to supply contraceptives to all appropriate
health units in the MSP. This objective appears to have been reached.
The DOP must now adjust to this situation and take steps to assure that
adequate stock levels are established and maintained in the health units.
APROFAM also considers the promotion of contraceptive use in rural Guate-
mala as one of its goals. This goal will surely be defeated if rural
Guatemalans, who have become motivated to use contraceptives, find that
they are not continuously available. It is for this reason that we have
8o strongly recommend=d that the DDP record system be fully implemented
and brought up to date, The information in this system is vital to
program planning in order to insure that the contraceptive and other
supply needs of the national family planning program are met.

Sfarl ] e L, §. Mooty

Jack L. Graves, M.P.H, Richard S. Monteith, M.P,

Attachments
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APPENDIX A

Table Headings in English

MSP Health Units in the Sample, By Source of Supply and Typé
of Health Unit, Guatemala, March - April, 1978

MSF Health Units that had Family Planning Services Prior to
the Initiation of the DDP, By Source of Supply and Type of
Health Unit, Guatemala, March - April, 1978

MSP Health Units, By Number of Months Participating in the
DDP and By Type of Health Unit and Source of Supply, Guatemala,
March - April , 1978

MSP Health Units that Have No Special Hours Programmed for
Family Planning Services, By Type of Service Available, and

By Type of Health Unit and Source of Supply, Guatemala, March -
April, 1978

MSP Health Units that Have Special Hours Programmed for Family
Planning Services, By Source of Supply and Type of Health
Unit, Guatemala, March - April, 1978

MSP Health Units that Have Special Hours Programmed for Family
Planning Services that Provide Services Outside of these Hours,
By Type of Service, and By Type of Health Unit and Source of
Supply, Guatemala, March - April, 1978

MSP Health Units, By MSP Personnel Trained in the Clinical and .
Administrative Aspects of Family Planning, and By Type of
Health Unit and Source of Supply, Guatemala, March - April,
1978

MSP Health Units, By Number of DDP Forms Used and Used Correctly
in the Health Units, and By Type of Health Unit and Source of
Supply, Guatemala, March - April, 1978

MSP Health Units, By Availability of Family Planning Posters
and Literature in the Health Units, and By Type of Health Unit
and Source of Supply, Guatemala, March - April, 1978
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MSP Health Units, By Contraceptive Methods Ever-Distributed,
and By Type of Health Unit and Source of Supply, Guatemala,
March - April, 1978

MSP Health Units, by Contraceptive Methods On Hand at the Time
of the Evaluation, and By Type of Health Unit and Source of
Supply, Guatemala, March - April, 1978

Contraceptive Supplies On Hand in the MSP Health Units at the
Time of the Evaluation, Guatemala, March - April, 1978

Average Number of Units of Contraceptives On Hand in the MSP
Health Units at the Time of the Evaluation, By Method and By
Type of Health Unit and Source of Supply, Guatemala, March -
April, 1978

Selected MSP Health Unit, By Number of Days Required to Process
Requests for Supplies, By Destination of the Supplies

Average Number of Active Users, Acceptors per Month, Cycles of
Oral Contraceptives Dispensed Monthly During the Past 6 Months,
Cycles of Oral Contraceptives On Hand and Number of Months of
Oral Contraceptives On Hand in the Health Units, By Type of
Health Unit and Source of Supplies, Guatemala, March - April,
1978

Percentage of Monthly Reports That were Dhe That were Actually
Submitted By the MSP Health Units to APROFAM During the July
1977 ~ February 1978 Period

Contraceptives Issued By APROFAM to the Guatemalan Ministry of
Public Health, 1971 - 1972

EXHIBIT 1 - Sample of Balance Sheet Showing the Total Value of Commodities

Received By Health Unit, and the Proportion of Money Collected
(40%) to be Returned to the Health Units
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TABLA #1

Unidades de Salud en la Muestra®* por Fuente

de Suministros y Tipo de Unidad de Selud

Guatemala, Marzo - abril 1978

fuente de Suministroas

Tipo des
Unidad de Salud Jotal POD . Area
Centro de Salud 14 7 7
Puesto de Salud 25 14 11
Total 39 21 18

La Muestra se hizo tomando 43 centros y puestos de selud del Minis
terio de Salud Pdblica. No fuf posible obtener datos de los siguien

tes puestos y centross

l, San Jusn Bautistss No se encontraba la encargads del Programa
2, Pueblo Nuevo:s No se pudo llegar por falta de bestias,
3. El Teocinto:s No se encontraba la encargada

4, €1 Durszno: No hay programa completo, pues solo tiens papelerfa,



TABLAZ# 2

Unidades de Salud que tenfan Servicios de Planificacifn Familiar

Antes del Inicio del PDD, por fuente de

Suministros y Tipo de Unidad de Salud

Guatemala, Marzo - abril 1978

Fuente de Suministros

Tipo de

Unidad de Salud Total PDD Area

Centro de Salud 9 (64.3%) 6 (85.7%) 3 (42.92)

Puesto de Salud 11 (44.0%) 6 (42.92) 5 (45.42)
Total v 20 (51.32) 12 (57.1%2) 8 (44.4%)

Standardized Totals (50.32) (57.42) (44.52)

NOTA: El Porcentaje antre paréntesis indica el porcentaje del total de
Centros y Puestos de Salud en la Muestra que tenfan programa de

Planificacifn Familiar antes del P.D.D.



Tipo de Unidad

=Y. Fuente de Su

:minjstros

le

2,

3.

4,

555 NOTAs Le suma de los porcents jes no

PDD

Centros
Pyestos
AREA
Centros
Puestos
TovaL
Centras
Puestoe
ToTAL
POD
Area

GRAN TOTAL

TAB LA # 3

Unidades de Sglud por Nimero de Meses ques han

Totol
de

Unidades

14

11

14

25

21
18

39

Porcen

taje

100.0

100,.0

100,0

100.0

100.0

100.0

100.0
100.0

100.0

Particigado en el PDD Y por Tipo de Unidsed y Fuente de Suministros

Gustemala, Merzo-Abril 1978
Unidades de Sslud
Meses Particig-ndo en PDD

1 - 7512 13 - 18 19 - 24 935358,

1 (14.3) 3 (42.9) 0O (0.0) [ 0 (0.0) |3 (62.9)
6 (42.9) 4 (28.6) 3 (21.4) O (0.0) {1 ( 7.1)
1 (14.3) 2 (28.6) 1 (14.3)| 2 (28.6)| 1 (14.3)
2 (18.2)] 6 (54.5)]1 ( 9.1)| 0 ( 0.0)|2 (18.2)
2 (14.3)[5 (35.7)| 1 ( 7.1)] 2 (14.3)|4 (28.6)
8 (32.0)|10 (40.0)| 4 (16.0)|0 ( 0.0)|3 (12,0)
7 (33.3)] 7 (33.3){3 (14.3)|0 ( 0.0){4 (19.0)
3 (16.7)}8 (46.4)|2 (11.1)]2 (11.1) |3 (16.7)
10 (25.6) rs(:e.s) 5 (12.8)|2 ( 5.1){7 (17.9)

siempre de el i00.0 X por el redondso.

Tiempo
Promedio
en PDD

‘ ‘ll.l.ll

73

6.9

12.2

9.1

! 10.2

7.8

7.0
10.3




L AB LA F 4

Unidades de Salud que no tienen horas Cspeciasles Proqramadas pe~

ra Planificacidn Familiar, por Tipo de Servicio Disponible y Ti-

po de Unidad y Fuente de Suministros,
Guatemals, Marzo - Abril, 1978

Tipo de Unidad . Unidad de Salud . No, Total
y Fuente de sy Tipo de Servicio ds
ministros Método |Info, |Citas | Cxémenes | Ningdn [Unidad
1. P0O

Centros 2 1 2 2 0 2

Puestos 8 8 6 6 0 9
20 AREA

Centros 4 4 0 0 1 5

Pueestos 9 9 4 4 0 9
3., TOTAL

Centros , 6 5 2 2 1 7

Puestos 17 17 10 10 0 18
4. JOTAL

PDD 10 9 8 8 0 11

Ares 13 13 4 4 1 14
5. GRAN TOTAL | 23 22 ) 12 12 1 25




TABLA #5

Unidades de Salud que tienen Horas

Especiales programadas para Planificacifn

Familiar por Fuentes de Suministros y Tipo de Unidad

de Salud, Guatemala, Marzo-Abril 1978

Fuente de Suministros

Tipo de

Unidad de Salud Total PDD Area

Centro de Salud 7 (50.0%) 5 (71.4%) 2 (28.62)

Puesto de Salud 7 (28.0%) 5 (35.7%) 2 (18.2%)
TOTAL 14 (35.9%) 10 (47.6%) 4 (22.2%)

Standardized Total (34.9%) (47.8%) (21.0%)

NOTA: El porcentaje entre par&ntesis indica el porcentaje del total de
Centros y Puestos de Salud en la muestra, que tiecuen horas
cspeciales para Planifizacifn Familiar.



TABLA # 6

Unidades de Sslud que tienen horas especiales para Planificacién

Familiar que prestan Servicios de Planificaciédn Familiar en horas

no Proqramadas, por tipe de Servicio y Tipo de Unidad y Fuente de

Suministros,

Guatemala, marzo-abri) 1978

Tipo de unidad Unidad de Salud No. Total
y fuente de su Tipo de Servicio de
ministros Método | Info, |Citas | Exdmenes |Ningdn | unidad
1. POD

Centros 4 2 3 1 1 S

Puestos 4 4 0 0 1 5
2, AREA

Centros 0 0 0 1 1 2

Puestos 1 2 0 0 0 2
3. TOTAL

Centros 4 2 h 2 2 7

Pusstos S 6 0 0 1 7
4, TOTAL

PDD ;] 6 3 )] 2 10

Ares 1 2 0 1 1 4
So GRAN TOTAL 9 ] 3 2 3 14




Tipo de Unidaed
y Fuente de Su

sinjstros

l. P00
Centros
Puestos

2. AREA

Centros

Puestos

3. Ioray
Centros
Puesstos

4. JoTaL

POO

Ares

GHAN TOTAL

No. Totsl
de
Unidades

14

11

1a

25

21
18

39

Unidades de Salud

TABLA § 7

or Personal Adiestrado en Aspectos

Clfnicos Y Administrativos y por Tipo de Unjdad
y frente de Suministros

Gu.ton-l-. Marzo=- Abril 1978

Unidades con

N En Aspectos Clf{niccs

-

ersonal adiestrado

En Aspsctos Administrativos

Porcen Porcen
taje Ningudn 1_>1 tajs
100.0 4 657.0( 2 26.6|1 (4.3 100.0
100.0 | 10 (71.4| & (28.8(0 ( 0.0)|| 100,0
100.0 S(l.49 | 1 04.3|1 04.9| 100.0
100.0 763.9 | 327.3]1(9.1)| 100.0
100.0 964.3 | 3(1.9[2 14.3|| 100.0
i00.0 | 17 68.0 | 7 20.9|1 ( 4.0){| 100.0
100.0 | 14 66.7) | 6 (26.6{1 ( 4.8)!| 100.0
100.0 | 12 66.7 | 4 22.32 Q1.1 100.0
100.0 | 26 66.7 {10 (25.6|3 ( 7.7!| 100.0

Ningdn

| 104.3
3 Qloo

0(0.0
2Q8.2

1(7.)
5(2.0

4 09.0
2Q01.)

104.3
9 64.39

2 (28.6
7 63.9

3 (1.4
16 4.0

10 (7.6
9(s5.0

6 (5.4

19 8.7

—1

21

S (71.4)
20e.3

5(71.9
208.2

10 (71.4)
4 Q6.0

7 G3.%
708.9

14 (35.9




TABLA #8

- Unidades de Salud, por Nimero de Formas del PDD usadas en las
Unidades y NGmero de Formas Usadas Correctamente, y Por Tipo
de Unidad y Fuente de Suministros
Guatemala, Marzo - Abril 1978

UNIDADES D E SALUD
a a No. Total
Tipo de Unidad Formas Usadas Formas Usadas Correctamente P *
y Fuenta de Su 1b P?oqg b rome .de
inistros 2 3 4 5 Total dio 1 2 3 4 5 Total dio Unidades
1. PDD
Centros *® 6 6 7 4 23 3.3 * 6 6 2 4 18 2.6 7
Puestos * 12 13 11 39 45 3.2 * 9 12 5 4 30 2.1 14
2. AREA
Centrcs * 3 7 5 1 16 2.3 * 2 4 1 1 8 1.1 7
Puestos * 9 9 8 3 29 2.6 * 6 8 3 3 20 1.8 11
3. TOTAL
Centros * 9 13 12 5 39 2.8 * 8 10 3 5 26 1.9 14
Puestos ® 21 22 19 12 74 3.0 = 15 20 8 7 50 2.0 25
4. TOTAL
PDD * 18 19 18 13 68 3.2 * 15 18 7 8 48 2.3 21
Area * 12 16 13 4 45 2.5 * 8 12 4. & 28 1.6 18
5. GRAN TOTAL * 30 3¢ 31 17 113 2.9 * 23 30 11 12 76 1.9 39

NOTA A: Las Formas Incluyen: 1. Tarjeta de Control de Existencia
2. Tarjeta de control de citas
3. Recoleccidn Diaria
4. Informe Mensual
5. Pedidos

NOTA B: No fu# posible evaluar el uso correcto de la tarjeta de control de existencia. Ya que después

de la Evaluacidn, nos dimos cuenta que la forma niimero uno, que se evalu8 no es la que se
debe usar.



TABLA # 9

Unidades de Salud, por Diysponibilidad de Afiches

y Folletos al Pdblico, y por Tipo de Unidad

Tipo de Unidad

y Fuente de Su

ministros

y Fuente de Suministros

Guatemals, Marzo-abril 1978

)

2.

3.

4.

Se

PDD
Centros

Puestos

AREA
Centros

Puestos

TOTAL

Centros

Pusstos

TOTAL

Area

LGRAN _TOTAL

Unidades de Salud con

Afiches @ Folletos
la Viste Disponibles

7 -]

13 11

7 2

10 8

14 7

23 19

20 16

17 10

37 26

No. Totel
de

Unidades

14

11

14

25

21
18




T A8 " A #10

Unidades de Salud, por Métodos Anticonceptivos
que han distribufdo, y por tipu de unidad y fuen-

te de Suministros

eunto-nlc. Marzo - abril 1978

UNIDADES DE S ALUD

Tipo de Unidad Métodos que han distribufdo
y Fuente de Su Neoo §:§:ff' Na.dIOh1
sinistiros Pastilla - Condén DIU Sazpdén Crema. Inyaccién Ningdn Unidades
i | | i
1. ®OC i : f
# H l ;
Centros f 7 (100.0) 6 (85.7) | 6 (85.7)| 6 (85.7)] & (ss.7)§ S (71.4) | 0 (0.0) 7
H ! ,
Puestos : 14 (100.0)'13 (92.9) | o ( 0.0)! 5 (35.7)! s (35.7); 3 (21.4) | 0 (0.0) 14
¢ ! ; i J
2. AREA ? i g !
: f |
Centros r 6 (85.7) | 3 (42.9) | 2 (28.6)] 2 (28.6)! 2 (28.6)] 1 (14.3) 1 (14.3) 7
Pusstose ;11 (100.0);7 (63.6) [0 ( 0.0)| 3 (27.3)] 2 (18.2)] 3 (27.3) | o ( 0.0), 11
3. TOTAL 3 Q ! ;
; : | | '
Centros 113 (92.9) {9 (64.3) | 8 (57.1) | 8 (57.1); 8 (57.1)] 6 (42.9) | 1 (7.1) E 14
Puestos gzs (100.0)i20 (80.0) { 0 (0.0) |8 (32,0)] 7 (28.0)i 6 (24.0) ' 0 (G.0) ! 35
: i . ! ! ‘ !
4. IQTAL : ; | : |
: f | | |
PDD : 21 (100,0){i9 (90.5) | 6 (28.6) ﬁl (52.4),11 (52.4), 8 (38,1) | 0 (0.0) : 21
Ares |17 (30.4) 10.(55.6) | 2 (12.1) |5 (27.8)] o (22,2)] 4 (22.2) | 1 (5.6) | 18
f : i | '
S. ERAN TOTAL ’38 (97.4) |29 (74.4)‘ 8 (20.5) #s (a1.0)} 15 (38.5):12 (30.8) l 1 (2.6) ‘ 39

NOTA: Los porcents jes sntre perdntesis, indican el porcenta je del totsl ds csntros y Puss-

tos de Seludj qus han dist:ibufdo los diferentes métodos de Plasnificecifn Familiaw



Tipo de Unidad

TABLA # 11

Unidades de Salud or Métodos Anticonceptivos en Existen=

cia, al momento de le Evaluacién y por Tipo de Unidad y =
fuentes de Suministros, Gustemals, Marzo - Abril 1978

UNIDADES D E SALUD

métodos =n existencias Espuss, ——» No. Totel
y Fuente de Sy Neo- Crems, de
ainistros, Peatjille Condén D1y Sempén Jsles lqyecciGn‘ Ningdn Unidades
1. P00 i é
Centros 7 (100, 6 (85.7)] Cc (0.0); 6 (es.7): S (71.4); 1 (14.3) | O. (0.0)! 7 |
Puestos 14 (100.3“ 13 (92.9)] 3 (0.0); 6 (42.9)% S (35.7)] 1 (7.1) G (o0 0) 14
2. AREA ;
|
Centros 6 (e5.7)| 3 (42.9)] 1 (14.3) 1 (1..3)5 1 (14.3)] 1 (14.3) | 1 (14.3) 7
Puestoe 11 (100.0| 6 (S4.5)] 0 (0.0) ; 3 (27.3); 2 (18.2)] 2 (18.2) | 0 (0.0) 11 i
3. TOTAL § | é
Centros 13 (92.9) 9 (64.3)] 1 (7.1) 7 (S0.0): 6 (42.9) 2 (14.3) 1 (7.1) : 14 g
Puestos 25 (100.0} 19 (76.0)| 0 (0.0)| 9 (36.0)1 7 (20.0); 3 (12.0) | 0 (0.0) 1 25 |
, i
4, TOTAL i
PDD 21 (100.9| 19 (90.5)| 0 (0.0) , 12 (S7.1){ 10 (a7.6)] 2 (9.5) | 0 (0.0) 21 g
Arse 17 (94.4)| 9 (s0.0)] 1 (5.6) | & (22.2); 3 (16.7)] 3 (16.7) | 1 (546) 18 ;
Se GRAN TOTAL ! 36 (97.4) t28 (71.8)1 1 (2.6) | 16 (41.0){13 (33.3) s (12.8) | 1 (2.6) 39 j

NOTAs

Selud que tiensn existencis de aftodos enticonceptivos,

€1l porcente je entre peréntesis, indics el porcents js del total

os centros

y Pusstos,

de



2.

TAB L A gu

Le ezjstencie ce Anticonceptivcs en lse Urideces de Selud el scrento de le Eveluscibn

Custerele, Merzo = eoril 1978

Tioe de Umiced V9, Co uniteces de Baticonceriives en Le,Tino de unicac

%o, Unjdaces de Anticonceptivos en Existencies.

Copume R
y Fuante ¢e oy Neo- Croo... v fuenie de Sy Neo-
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TABLA #13

NJmserc Promedio de Métodos Anticoaceptivoe en Exjetencis

3l momento de ls Cvaluacldn. por método Y Tlgo de Unidad

fuents de Susminietros Gustemsla, Marzo - abril, 1978

Tipo de Unidaed Promedio de wmétodos en existencia No. Total
y fuehte de Su Neo- g:z:::' de
ajnietroe, Pastilla Condén DIU Sempén Jaleas Xn!occ;6n' Unidades
1. PODO
Centroe 1281 (7) 407 (6) 9 (0) 22 (7) 23 (6) 3 (1) 7
Puestos 207 (1a)| 165 (13)] o (0) 3 (6) 3 (s) - )" 14
2. AREA
Centroe 375 (6) 32 (3) 11 (1) 1 (1) 1 Q1) 2 (1) 7
Puestos 57 (11)] 64 (6) 0 (o) 2 (3) 2 (2) - (2)" 11
3. TOTIL
Centros 828 (13)] 219 (9) 6 (1) 12 (8) 12 (7) 2 (2) 14
Puestos 186 (25)] 121 (19)| o (o) 2 (9) 2 (7) - (" 25
4, TOTAL
POD 618 (2:)] 246 (19)| o0 (0) 9 (13) | 10 (11) 1 (2) 21
Arees 181 (17) 52 (9) 4 (1) 1 (a) 1 (3) 1 (3) 18
S. GCRAN TOTAL | 416 (38) 156 (20) 2 (1) 6 (17): 6 (14) 1 (5) 39

NOTA: .:La inyeccién no ee tomé por dosie, ei no por fraeco de 10 dosis.

NOTAs £1 guién eignifica que le centided es menor que UNO, pero mayor que cero.

NOTAs €1 nimero entre paréntesis, significs ls centidad de unidades de salud, que tenfsn anti
conceptivoes en exietencis,



TABLA #1214

Unidedes de Selud Ssleccionados por

Nimero de dfes requeridos pars pro=

cesar pedidoe.por destinacién de los

Suministros

le Pedido - Recibo

Unidades de salud

dfss
DESTING

Promedio rango <10 10 = 20 220
._1___,r_________

8odegs del #res 6-34
Contrq/puootoo 7=37 2 7
2, Pedido - Envio
Unidades de Salud
No, ds :
dfss D1AS

ESTIND Promedio rengo <S5 |5 - 10

8odegs del £res 5.2, 0-12 ] 3

Centro/puestos 6.5 0-20 5 8

J

3. tnv‘o = Recibo

Unidedes de Selud

No, de ] DI1AS
DESTINGD <10 ko-zo _2;_%
Bodegs del fres ? 1
c.ntro/buoltoo 9 4
NOTA:

Oetos tomedos del srchivo del PDD y No de la encuests,




TABLA #15

Némero Promedio de_Usuariss Activas, Admisig

nes por mes, ciclos de pastillas sntregados durante

los Ultimos 6 meses y promedio de pastillas en exsistencis

y mesms promedio de pastillas disponibles por tipo de uni=-

dad de Suministros, Guatemala,‘Marzo-abril 1978

Tipo de Unidad No. Prome No. Prome Promedio de Promedio Meses pro
Fuente de Sy 910 de U- dio de Ad Ciclos entrs de pesti medio de
y - suarias - misiones gados durante las en exds pastillas
ministros Activas or mes los ultimos 6/n tencia. di sponibley
l. PODD
Centros 216 14,5 125 1281 10
Puestos 25 2,1 16 287 18
2, AREA
Centros 22 2,3 58 375 7
Puestos ) 0.6 7 57 8
3. JOTAL
Centros 105 5.7 97 828 9
Puestos 16 le.4 12 186 15
4, TOTAL
PDD 66 4,5 56 618 1
Ares 12 1.3 25 161 7
Se GRAN TOTAL 36 2,7 43 416 10

NOTAs

informeron.

Cste nots incluye datoe sole de les unidadss de sslud, que




TABLA #1316

Porcentajs de los informes mensuales

debidos que fusron enviados por las unide-

des de Salud e APROFAM

-- Guatemala, (Julio/77- febrero/78)
Guotomnlo. Marzo-Abril 1978

Tipo de Unidad
Porcenta je de Unidades de salud reportando

y

Fuente de Suministros Julio/77 -~ Feb/78 Dic./77 - Feb/?
1. Ppoo

Centros 85,7 8l1.0

Puestos 71.6 71,8
2. AREA

Centroa 44,6 23,8

Puestoe 59,5 53,3
4, TOTAL

Centros §5.2 52.4

Puestos 66,0 63,8
4, TOTAL

POD 77.1 75.0

Ares 53.1 .102
S. GRAN TOTAL 65.7 59.5




(%

Anticoncsptives

Psstilles
Condones

oIu

Tretasientos Vgginales

Dopo-Ptov-tos

CoFile

ROTAs

Les feches corresponden a los primerce 6 meses dsl POD,
2lncluyo cremas, sspumes, jalsa y tebletes,

2

:ldooto de dosis,

- 122,587

3,099
685
36

3,216

Entregsdos

1972
161,260

3,561
426
32

2,062

IABLA §# 17

1971 - 1977

1973
i 114,605
8,927
1,049
2

3,080

|

or APROFAM gl Minjstesrjio ds

1974
265,472
15.528
1,650
189
4,897

Selud Piblice

1/1-5/31 6/1-12/31

1975 1976 ‘ 19761
275,977 129,138 i 172,908
26,795 57.773 : 49,464
2,937 1,330 ; 955
4,508 ? 256 4,903
3,250 1,240 i 2,415
729 186 | 157

1977

258,588

© 112,638

2,401
6,135
7,990




EXHIBIT 1

MFQRIE SELTT B

ASEAS DE SALUD '1‘0;..6:z g;:/x’e‘:;f’lo (—:):’ep'i?\;izge hOﬁBg';gi;;ible Cuent. ;07;’:;17en'.e
Jefatura Quetzaltenanco 778.65 - 317.97 2,051, 50
P.S. Ssn latco 6.u8 - 5.2 20.71
CeSe Ser Jum Ostuncalco 11,58 - 11.5% -
C.S. Palestinn de Los Altus - - - 35.00
C.S. Coatepoquo 5L.70 154,00 = 77.30 73.00

=3. slsfatura Suchitcpéquoe 470,70 - 655.24 1,698.18

3 £S5, San Feo. Zepotitlin - - - 247.50
CeS5. Feocuintln 114.7 - 114.77 9R,55
CeSe Palfn 52.72 - 57.22 3.15
P.S. Sipncalc 17.7 - 22.65 23.05
C.S. Ifueva Concepeidn 63.55 - 63.55 197.50
C.S. La Demeracia 127.90 - 1/3.56 65.30
CeSe Sta. Lucfa Cotzmumalrurpa 77.12 - 77.12 242,20
C.S. Tiquicate 113.2% - 145,25 627,55
P.S. Cerro Colorado 3.9 - 5.78 34.05
C.S. Puerto Sm Josd 14477 - 144.77 831.90
P.S. Siquinald 5.30 - 5.30 22,75
Pe.5¢ La Gomera 3.75 - 5,27 32.25
P.Se Istena 0.66 - 0.66 25.70
P.S. Los Anreles 0.35 - 2.1l 16,25
P.S. Las Crucos - - AR 18,00
P.S. Texcuaco - - G0 20.60
P.S. Chontel - - 0.18 30.15
P.S. Obero -

37.60



