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EXUIVE SUHAY 

• BACKGROUND
 

A. Introduction
 

The National Child Survival Action Plan (January 1986) forms 
part of the National Maternal and Child Health Program,
whose priorities respond to the basic health needs 
identified by the Ministry of Health. Its fundamental 
strategy is that of primary health care and its most crucial 
dimensions are: 1) intra- and inter-institutional 
coordination, 2) use of appropriate technology, 3) emphasis 
on priority health problems, 4) ccaminity participation, 5)
integration of all projects into a national program, and 6) 
development of human resources. The National Oral 
Rehydration Therapy (ORT) Project described in this 
Executive Summary is intended to be responsive to these 
policy orientations. 

B. Justification
 

15.6 percent of the Guatemalan Population are children five 
years and under, yet these same children account for 
approximately 50 percent of all deaths in the country. Of 
the total number of deaths in this age group in 1983, 75 
percent were caused by five major causes, the majority of 
which are preventible with simple technologies. The 
foremost among these was diarrheal disease, which accounted 
for one-quarter of those deaths and produced a 
mortality rate of 72.2 per 10,000 children 0-4 years of age. 

Diarrheal diseases are also an important cause of 
morbidity. Studies in Guatemala have shown averages of from 
six to ten episodes per child per year in rural areas. A 
recent national survey found that 26 percent of a sample of 
4,000 children under five had had diarrhea in the preceding
week. The deleterious effects of diarrheal episodes derive 
not only fran their incidence but from their duration. The 
impact of both frequency and duration of diarrheal episodes 
on nutritional status is likely to predispose a child to 
more severe and even more frequent diarrheal episodes and, 
ultimately, to diarrhea mortality. 
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The high rates of diarrheal diseases in Guatemala,
particularly in infants and children, represent a
significant source of death and disability which limits the
overall social and economic conditions of the country, at
the same time that these conditions increase the incidence
of disease. In the longer term, the incidence of diarrhea
will only be reduced by modifying the basic conditions of
existence. Programs of latrinization, access to potable
water supplies, waste management, and rural economic
development are critical elements of this process, and such
efforts are already being supported by the Government of
Guatemala, with the assistance of a number of donors,
including AID. However, the interactions between inadequate
social and economic conditions and poor levels of health are
well understood, and interventions at any point in thatinteractive process can produce both direct and indirect 
benefits. 

ORT is an intervention, which consists of use of Oral 
Rehydration Salts (ORS) plus appropriate feeding, between

the incidence of diarrheal disease and the mortality and

debilitation that ittypically produces. It intervenes by
modifying the responses to diarrhea within the home and
ccmmunity and throughou.t the health care delivery system, in 
a way which has been shown to reduce dehydration-caused
mortality and morbidity and its associated acute nutritional 
deficiency.
 

Insummary:
 

1. Oral Rehydration Therapy works. 

2. It is focused on a major maternal and child health 
problem in Guatemala.
 

3. It is not capital-intensive and its technology is
"appropriate." 

4. Foreign excwhange requirements are low. 

5. The proposed National ORT Project is consistent with and
complementary to other ongoing primary health care
strategies and can be easily integrated with them. 

6. ORT is a major component of the worldwide Child Survival 
Strategy and a national and international priority.
 



-3 -

I. GOAL, PURpOSE, SPECIFIC OBJECTIVES, .D BENEFICIAI 

A. Goal 

1atiOnal ORT Project in Guatemala is to reduce
The goal of a 

to or correlated
infant/child mortality and morbidity due 
with diarrheal disease. 

B. Present estimated ORT coverage - defined here equalas to 
at five percent. At 

- is estimated access plus utilization 


the end of the first full year of project implementation,

By the ed of 

ORT coverage will be increased to 30 percent. to 60 
second project year, coverage will 

increase 
the And, by the end of the third full year of projectpercent. 

the under-five poulationimplementation, total coverage of 


will be 80 percent.
 

c. Sefic jectives 

the proposed project, the 
following objectives
 

By the end of 
will be achieved: 

to promote, 
A national program will be established 

1. 
coordinate, and implement concepts andconsolidate, within 

technology related to Ora-l Rehydration Therapy 

national health system.Guatemalais 
a 

2. Availability of OFS tecbrlogY will be extended and 

supply assured through support for 
reliable forencouragement
quasi-public-sector production, 

and 
marketing of OFS in the private sector, 

strengthening of public-sector distribution capacity. 

and maintenancetreamentnorms for3. Standardized for a 
which will include a "national recipe" 

therapy, will be formulated and 
ORS solution,hcmemade 

disseninated. 

at all levels will be trained 
Health service providers4. 
in the new norms and in the preparation and
 

administration of ORS/ORT. 
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5. 	 Through health education and mass media approaches,
families will be educated about the dangers of diarrheal 
dehydration, the importance of ORT in preventing it, the 
value of appropriate feeding, and the proper use of 
home-based solutions and ORS packets.
 

6. 	 Informed demand for ORT will be stimulated. 

7. 	 Through a combination of mass media approaches, medical 
school curriculum adjustments, and the establishment of 
at least one ORT hospital-based training unit, a 
critical mass of physicians supportive of ORT will be 
created. 

D. 	Beneficiaries
 

On the basis of 1985 population estimates from 
INE/CELADE/SELEPUN (using a 2.9 percent annual population
growth rate), the under-five colnrts for the years 1986, 
1987, and 1988 are as shown in the table which follows. 
Project targets of 30, 60, and 80 percent for each project 
year will result in coverage of the numbers of beneficiaries 
presented in that table. 

PR(E YEAR CHILDRE 5 YEARS AND UNDER COVE 

1986 	 1,352,000 (30%) 405,600
 

1987 	 1,391,208 (60%) 834,725
 

1988 	 1,431,553 (80%) 1,145,242
 

III. PRoJT CaFONENT DESCRIPTICMS 

The proposed ORT strategy is a ba]anced, large-scale, national 
effort to increase the use of appropriately-produced ORT in the 
home and community. The strategy will have two major emphases: 

A. Increasing effective demand for ORT by promoting awareness 
of its benefits; and
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B. Enhancing supply by increasing production and distribution. 

The element of training, health education, and mass
 
communication is essential as a bridge from supplier to
 
consumer and as a facilitator of the appropriate use of ORT 
by both client and provider. Activities to implement this 
strategy will be grouped into four basic components which 
will be phased and integrated both with one another and with 
ongoing programs in the health sector. Those conponents are: 

1. Institutional Capability 

Given that ongoing immunization activities through the 
channelling approach (supported in part under the 
Immunization/Child Survival Project AID No.520-0339) 
have been assigned to the Divisimn de Vigilancia y
Control de Enfermedades, it would seem logical that a 
National oRr Program would be located there as well. 
However, there are two powerful reasons for not doing 
so. One is that this Division is already functioning at 
what it considers full capacity. The other is that the 
new MOH leadership has committed itself to the 
strengthening of the Departamento Materno Infantil. 
Furthermore, an OFC project has requirements that do not 
coincide with those of an imunization project, such 
as: ORS production; ongoing ORS supply; coordination 
with the private sector for mass communication and
 
marketing; and household-level information on knowledge,
attitudes, and practices. Nevertheless, this 
Department, mandated as having the normative and 
technical responsibility for maternal and child health, 
will coordinate National ORT Program activities within 
the framework of the Modelo Operativo de Atenci6n 
Primaria, which relies on channelling as the principal
service delivery strategy. 

2. ORS Production and Distribution 

According to the World Health Organization, inadequate
and unstable supply and distribution of OS constitute 
the most important constraint to the implementation of 
ORT programs. The two fundamental supply alternatives 
are: a) importation and b) local production. The
 
alternative recoamended for Guatemala is local 
production, since the country satisfies the three basic 
criteria for such production, that is, high-volume
requirements for ORS, an established pharmaceutical 
production and quality control capacity, and readiness 
to initiate production. 
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The most viable ORS production alternative for the
public sector is the Laboratorio de Producci6n de
Medicamentos (LAPRIMD) in the School of Pharmacy of the
University of San Carlos. LAPRCMED does not currently
produce ORS, but some small-scale production of other 
pharmaceutical products is under way and the existing
installation could be easily adapted for ORS production
which could meet estimated public sector demand at a 
competitive cost. tAPROE also has a suitable quality
control laboratory and serves as a training facility for 
pharmacy students, particularly relevant since
 
pharmacists are an important source of medical advice 
and assistance in Guatemala. 

What LAPIMED lacks is the machinery necessary for ORS 
production. UNICEF has indicated that it is prepared to 
donate a low-cost filler/sealer which can produce
approximately 24,000 packs per eight-bour day. However,
full-scale production could not be expected for 
approximately eight months, necessitating the 
importation of an interim supply of packets. These will
be purchased with LUAID funds. The Project will also 
finance ancillary production equipment, raw materials,
and packaging supplies, as well as support for personnel
and technical assistance. 

With regard to ORS distribution, both USAID-funded 
activities in immunizations and ORT are aimed at

ultimately strengthening the public health sector
 
logistics system. However, the OR 
 Project recommends 
an interim solution which entails contracting with a 
major private-sector distributor, such as Alimentos,
S.A., which currently covers 90% of all sales points in 
Guatemala. 

3. Training and Supervision 

The Project will enrich the training of personnel at all
levels of the public health delivery system, as well as
the medical, nursing, and pharmacy professions, in the 
implementation of an OR' program. treatmentOR1 and
maintenance norms will e standardized and widely
disseminated. These norms will provide a comprehensive
framework for the development or modification of modular 
training materials, as well as for health education 
messages for mass communication. ORT training units 
(according to WHO/Control of Diarrheal Diseases Control
Program guidelines) will be established in major
hospitals, which will permit health personnel to 
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actively participate in treatment of patients with 
diarrheal disease, to learn the theoretical basis of 
ORT, and gain experience and confidence in its use. 

Supervisory activities to be carried out under the ORT 
Project will follow the phased introduction of 
channelling/immunization throughout the country. ORT 
supervision norms, contained in the WHO/PAHO supervision
manuals, will be incorporated into the 
Immunization/Child Survival Project. Both will be 
integrated into the design of the Health and Management
Information Systems of the MOH. ORT project funds will 
be available for ORT supervisory and information system
activities, to insure that these management subsystems 
are adequately implemented and supported. 

4. Mass Communications, Health Education, and Marketing 

Successful ORT ccmiunications programs to date have
 
shared some important fundamental characteristics: they 
were a) marked by strong audience orientation, b)
focused on a few actionable messages, c) employed 
intensive promotion, and d) were part of a comprehensive 
program. Experience also indicates that the power of 
home visits, which are an integral part of the 
channelling approach, are substantially enriched by the 
teaching of innovative, interactive, face-to-face 
communications techniques. All of these elements will 
be included in the Mass Cmmmications/Health 
Education/Marketing component of the ORT Project. 

An effective mass cauunications/marketing campaign will 
stimulate informed demand from the community level which 
will, in turn, generate pressure on health providers,
most importantly physicians and pharmacists, to utilize 
and/or promote Oral Rehydration Therapy. 

IV. PM=TEr OVEHAGE, MtIRATICU, SEQU=CE, AND TIMING 

A. Geographic Coverage 

At present, there are a number of ORT activities being
carried out in Guatemala (see Ch.i, p.23). Most of them, 
however, have been associated with specific projects,
 
limited in scope and population coverage, and lacking

overall structure and technical guidelines. The purpose of
 
this Project will be to consolidate and integrate these
 
activities into a coherent, comprehensive, nationwide
 
program under the aegis of the Ministry of Health (MOH).
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B. Project Duration
 

Inorder to achieve the stated goals of this project, a
 
project life of appracimately three years is considered
 
appropriate. 

C. Project Sequence and Timing
 

The sequencing and timing of the National ORT Project will
 
be synchronized and integrated with channelling activities.
 
The Project will first enter those Health Areas where
 
channelling is already under way (Escuintla, Santa Rosa, El
 
Progreso, Chiquimula, Jutiapa, Jalapa, Zacapa, and
 
Sacatep6quez) and, subsequently, follow the sequence

programmed under the Immunization/Child Survival Project
 
(Year 1: SololA, San Marcos, El Quich6, Totonicapan,

CQimaltenango, Quetzaltenango, Suchitepquez and
 
Retalhuleu); (Year 2: Fehuetenrngo, Baja VerapAz, Alta
 
Verapaz, Izabal and El Pet4n) 

V. IM1ULEATICN STRATEGY 

A. Channelling 

The cperationalization of the National Child Survival Plan
 
builds on the experience of the program of Extension and
 
Strengthening of Maternal-Child Health Care (UNFPA) in the
 
five Health Areas in the eastern part of Guatemala, and the
 
"Modelo Operativo de Atenci6n Primaria (PAHO) already under
 
way in eight health areas. The basic strategy of these
 
projects isprimary care predicated cn a high-risk focus and
 
a delivery mechanism called "channelling" (canalizaci6n).

Channelling is an active, community-outreach system which is 
being used for promotion of primary health care by health 
service personnel and community volunteers. These 
individuals carry out hume visits to identify susceptible
children and make appointments for them to receive 
vaccinations in a nearby health facility or another site in 
the camunity. The channelling process seeks to change the 
so-called "clinic psychology" (basically a passive system in 
which the health workers remain in the health facility
awaiting the arrival of clients) and is viewed as a more 
effective approach for maintaining long-term coverage. A 
crucial part of the channelling approach is 
institution-building, a goal which is shared by a National 
ORT Program. At the same time, ORT is an important 
intervention in its own right, which will be highlighted by

making it a discrete Amendment to the Immunization/Child
 
Survival Project.
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VI. DCWOR ACrITIES IN ORT 

A. USAID 

The Primary Health Care Ccmponent of the Camunity-Based 
Health and Nutrition Systems Project (AID 520-0251) included 
the prootion of ORT and packet distribution in the Health 
Areas of Sololi, Totonicapin, and San Marcos. Project 
activities were conpleted in September 1985 but field and 
central-level personnel trained and experienced in ORT have 
been transferred to support activities being carried out 
throth the Immunization/Child Survival Project. 

B. Other Donors 

As part of the preparation for this Project Amendment, a 
study team gathered data in November 1985 on all ORT 
activities, past and present, in Guatemala. The data 
gathered are presented in tabular form in Chapter I of this 
Executive Summary.
 

VII. PRO=EL FnTrANCING 

A. AID Funding 

Project costs are estimated at approximately US t5.0 million 
of grant funds, of which US t3.0 million is likely to be 
available during FM1986. The remaining funds are programmed 
to become available in FY1987. The precise allocation of 
these funds will be the product of joint AID/MDH discussions 
to follow. 

B. MOH Contribution 

With the exception of the recurrent costs associated with 
OFS production and mass ccmmunication, all of the MOH
 
contributions to the ORT Project are already covered by the
 
existing budget.
 

2575s
 
KWR 
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INTRODUCTION
 

Because of the systemic nature of management and because of the
 
way issues of management and delivery of health services permeate 
the
 
other 	analyses which have been performed for this Study Team assignment,

this Analysis will have three principal functions:
 

i. To describe the institutional setting for a national ORT
 
Program;
 

2. To summarize the findings of other team members that
 
appropriately fall under the rubri 
of "management and administrative
 
feasibility"; and
 

3. To elaborate on the strategic option(s) which emerged as
 
most feasible.
 

Item 3 will also include discussion of institutional alternatives considered
 
by the 
team and the rationale for the option(s) preferred. Item 3 also
 
responds to the sections of a PID which have 
to do with Goal, Purpose,

Expected Achievements anu Accomplishments, and Outline of the Project and
 
How It Will Work.
 

The outline for this section is as follows:
 

I. 	 BACKGROUND: THE INSTITUTIONAL SETTING
 
A. 	 The Sticture of the Health Sector
 

1. 	 Introduction
 
2. 	 Institutional placement and functions of key 
ISPAS
 

entities
 
3. 	 The pyramid of health delivery
 
4. 	 Coverage and productivity
 
5. 	 Quality of service
 
6. 	 Financing the sector
 

B. 	 Priorities and Stategies: 
the National Child Survival Plan
 
C. 	 Achievements in ORT to Date
 

II. 	 ANALYSIS OF CONSTRAINTS
 
A. 	 Policies, Laws, and Regulations
 
B. 	 Priorities and Strategies
 
C. 
 Financial and Economic Constraints
 
D. 	 Sociocultural Constraints
 
E. 	 Public Sector Institutional Considerations
 

i. 	 Planning and organization
 
2. 	 Financing
 
3. 	 Management
 
4. 	 Communications
 
5. 	 Local production of ORS
 
6. 	 ORS supply management
 
7. 	 ORT/ORT information systems
 
8. 	 Training of personnel for ORT programs and
 

Education of 
the medical, nursing, and pharmacy professions
 
F. 	 Private Sector Institutions
 

III. 	 STRATEGIC OPTIONS
 
A. 	 General Options for a National ORT Program

B. 	 The Institutional Location for a National ORT Program
 
C. 	 Preferred Option and Rationale
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IV. REC0MENDED PROJECT ALTERNATIVE
 
A. Goal
 
B. Purpose
 
C. Expected Achievements and Accomplishments
 
D. Project Rationale
 
E. Outline of the Project and How It Will Work
 



I. BACKGROUND: THE INSTITUTIONAL SETTING
 

A. The Structure of the Health Sector
 

i. Introduction
 

Health services delivery in Guatemala is provided through a variety of
 
different institutions, which fall more or less comfortably into 
two large
 
sectoral blocks: the public sector and the 
private sector. The first includes
 
central government institutions and the autonomous and semi-autonomous entities;
 
the second comprises not-for-profit and for-profit entities.
 

a. The Public Sector
 

The most important in terms of resources, coverage, and production of
 
services is the public sector. It includes:
 

-
 The Ministry of Public Health and Social Assistance (MSPAS/MOH)
 
- The Guatemala Social Security Institute (IGSS)
 
- The Army's Civic Action Program
 
-
 The Municipal Sanitation Department of the Metropolitan Area
 
- The Secretariat of Social Welfare of the Presidency
 
- The University of San Carlos
 
- Community Development
 
- The National Reconstruction Committee (CONE).
 

In addition, there is a water and environmental sanitation subsector comprising:
 

- The Institute for Municipal Development
 
- The Municipal Water Company of Guatemala
 
- The Executing Unit of the National AcuedurtXaya Pixcaya
 
- The Executing Unit of the Program of Rural Acueducts (UNEPAR).
 

For purposes of coordination within the health sector, the National Health
 
Council was created, composed of representatives from each public sector
 
institution. The Unidad Sectorial is responsible for health planning and the
 
integration of health plans with the national plans produced by the General
 
Secretariat of the National Economic Planning Council (SEGEPLAN).
 

For purposes of coordination between the health sector and other sectors,
 
there is the National System of Inter-Institutional Coordination which
 
subsumes: the Local Development Committees (CDL), the Municipal Inter-

Institutional Committees (CIM), the Departmental Inter-Institutional Committees
 
(CID), ana the National Inter-Institutional Coordinating Body (CIN); the last
 
also forms part of the National Planning Council. Beyond These formal
 
mechanisms which function routinely, the MSPAS has 
also tried to support
 
any informal mechanisms which might facilitate coordination in general.
 

b. The Private Sector
 

In the not-for-profit private subsector, there are 150 national
 
institutions, of which the most important, by reason of the range of their
 
activity and their population coverage, are:
 

K
 



.3 
- The Guatemalan Red Cross
 
- The Tuberculosis League
 
- The Cancer League
 
- The Anti-Alcoholism Sponsoring Group
 
- The Mental Health League
 
- The National Committee for the Blind and
 

Other indigenous groupings 
-- a variety of associations, clubs, committees,

foudnations, homes, institutes, leagues, missions, social-work enterprises,

and patronatos -- have 
either more limited activities, more limited geographic

reach, and/or more limited memberships.
 

There is 
also a large number of private voluntary organizations (PVOs),

most with their bases in the United States (USPVOs). From the end of the
 
1970s until very recently, the number of USPVOs operating in Guatemala
 
diminished significantly because of the increased difficulty of carrying out
 
programs during peak periods of violence, particularly in the Highlands where
 
the bulk of PVO operations have typically been concentrated (Keaty and.Keaty,

1977). 
 Among the most important PVOs still functioning in Guatemala are:
 

- AMG International
 
- Salvation Army
 
- World Vision (VM)
 
- Project Hope
 
- Catholic Relief Services (CRS)
 
- Caritas
 
- CARE
 
- Partners of the Americas
 
- World Food Program (PMA)
 
- Christian Children's Fund (CCF)
 
- Mennonite Central Committee 
(CCM)
 
- -'oster Parents Plan International (PLAN)
 
- Seventh-Day Adventists Mission
 
- The Maryknoll Order.
 

There are also two coordinating bodies which seek to bring structure and
 
purposeful order to the PVO community. 
One is the Asociacion de Servicios
 
Comunitarios de Salud (ASECSA) which is said to 
group health promoter

representatives from approximately 
75 clinics. ASECSA performs a coordinating

and technical assistance role for its members, particularly in the areas of
education and administration, and gives 
courses on different aspects of health
 
and communication techniques, 
as well as general training courses for health
 
promoters. ASECSA also sustains a revolving fund for basic medicines for its

members to buy and provide to their clienteles, puts out a newsletter, and
 
maintains a health information center for its members and for the public in
 
general.
 

ASIN"DES (Asociacion de Instituciones de Desarrollo y Servicio) is 
a

federation which groups 27 PVOs in 550 different localities in 
the country.

All member organizations are oriented toward training at 
the community level
 
in a variety of subjects of social value. 
 The association is decentralized
 
and programs are organized and executed at 
the local level with regional

supervision. It is reasonable to 
expect these organizations to become more

valuable as, 
with the reduced violence and a recently elected civil government,
 
more and more PVOs resume operations.
 

\\
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Finally, beyond these institutions there is the group of foreign donors
 
who participate in the health sector. In decreasing order of importance in
 
terms of the amount each contributed to the health sector in 1984 (Table 1),
 
these are: the Inter-American Development Bank, CARE (already mentioned as 
a
 
PVO), the Agency for International Development (AID), the Central American
 
Bank (CABEI), the American Cooperative Development Institute (ACDI), UNFPA,
 
UNICEF, and UNDP/PAHO. Both the Swiss (Grupo Suizo) and the Canadian Embassies
 
also participate in the health sector.*
 

The for-profit private sector groups which are of primary interest for
 
a national ORT program are the producer/distributor and the deliverer subsectors.
 
The former is fully described in the Logistics Analysis; in sum, there are 54
 
laboratories involved in pharmaceutical production in Guatemala, of which 24
 
are multinationals and the rest national. The deliverers of pharmaceuticals
 
are the drug wholesalers, the wholesalers of consumer products and, most
 
importantly, the pharmacies, of which there are approximately 700 in the whole
 
country. Beyond the pharmacy level, over-the-counter (OTC) pharmaceutical
 
preparations may also be distributed through supermarkets (N=150), general and
 
medium-sized stores (N=950), and small local stores (tiendas) (N-approximately
 
1,300).
 

More broadly, health care is delivered in the private sector by doctors,
 
either in individual private practice or, increasingly, in groups, and by the
 
usual gamut of empiricists with more or less professional training. These
 
include nurses, injectionists, a variety of folk-healers -- curanderos (healers),
 
hueseros (bonesetters), massagers (sobadores), brujos ("witch doctors"),

yerberos (herbalists), and comadronas (traditional midwives). There are,
 
according to the Guatemalan Medical Association, ** doctors practicing

in Guatemala, of which 1,033 are named to the Ministry of Health (MSPAS, 1984);

There is, to our knowledge, no national inventory or even estimate of the
 
number of traditional healers in Guatemala and, indeed, compiling such an
 
inventory would be a herculean tasks. In any event, this traditional subsector
 
has not in Latin America, at least so far, been easily recruited for public
 
health purposes.
 

The exception to this is the group of traditional midwives. In 1977,
 
an MSPAS census indicated that there were approximately 11,000 of these in
 
Guatemala. As of October 1985, the Ministry of Health calculated that there
 
were 8,000 midwives who had received training (Comadronas Adiestradas
 
Tradicionales/CATs), of whom an estimated 6,695 were active. The fact that
 
approximately one-third of all births in Guatemala appear not to be attended
 
by qualified personnel suggests that, while some of these are simply unattended
 
home births or those attended by some family member, there is still a large

number of untrained midwives "out there" who represent a potential resource
 
for MCH activities and one which is fairly substantial in size.
 

2. Institutional Placement and Functions of Key MSPAS Entities
 

The internal organization of the Ministry of Health has changed with
 
some frequency over the last two decades and will probably change again, given
 

* Two lists of PVOs are attached herewith as Annex A. A larger, elaborated 
list of entities particularly apt for health education is provided under separate 
cover to the USAID (see Sociocultural Analysis). 
** Data still to be provided. 



the arrival of a new administration and an 
already announced substitution of
ministers. 
 The most recent reorganization in 1984 (Reglamento, Acuerdo

Gubernativo No. 741-84 del 
24 de Agosto de 1984) changed the structure from
that presented in Figure 1 to 
that presented in Figure 2. 
In the earlier
configuration, there were eight divisions, directly under the charge of 
the
General Direction of Health Services (DGSS) in a straight line of responsibility

from the Minister's office. 
 These were the Divisions of Human Resources
Development, Health Education, Maternal-Clild Health, Environmental Sanitation,

Medical Attention, Epidemiology, Tuberculosis, and Malaria. 
The reorganization

maintained :he number of divisions 
at eight but eliminated, as divisions,
Health Education, Medical Attention, and Tuberculosis. 
Added were the Registry

and Food and Medical Control Division, Engineering and Maintenance, and
Administrative Services; Epidemiology changed its 
name to Disease Control and
Surveillance, Maternal-Child Health became part of what was 
called the
Primary Care Division (Atencion a Personas); and Human Resources subsumed,

at least theoretically, all dimensions of health education.
 

The divisions of greatest potential relevance for a national ORT program
(without prejudging at 
this point the actual institutional location for such a
program) would logically be: Disease Control and Surveillance, Human Resources,
Primary Care, Administrative Services, Engineering and Maintenance, Registry and
Food and Medical Control Division, all under the broad direction of the DGSS.
 
Each of these is described briefly below.*
 

a. 
 Disease Control and Surveillance
 

DDCS comprises the departments of: Communicable Diseases, Non-Communicable

Diseases, Epidemiologic Surveillance, and Central Laboratories. 
 It is charged
with the responsibility for organizing and directing activities which will
establish and maintain a national epidemiologic profile and establishing norms
for those activities to be carried out at 
the different levels of the health
system whose purpose will be to protect the population from "iseases that 
can

be prevented, controlled, and or erradicated. The Division is to establish
priorities for attention among those diseases, determined on 
the basis of their
prevalence, incidence, and threat; determine the necessary levels of human
 resources 
to carry out programs of disease control and surveillance; inform

Health Areas periodically on their epidemiologic status and provide technical
assistance to 
those areas in disease control and surveillance; and transmit

epidemiologic information on a regular and timely basis to 
those organisms who
require such information, in coordination with the 
Information Unit (Unidad

Informatica). 
 The DDCS has the technical responsibility for immunization

activities, campaigns and channelling. The Project Implementation Unit for
the Immunization/Child Survival activity has been situated within this division;
this 
seems medically and administratively logical, particularly since promotion,

implementation, and coordination of past channelling efforts have been handled
 
by the DDCS.
 

b. Human Resources
 

The DHR comprises the departments of: Curriculum Development, Registry and
Control of Community Programs, Permanent (Continuing) Education, Health
Education, Documentation, and Formation and Training. 
 Its functions are to:
 

* These descriptions derive from: MSPAS, Reclamento, Acuerdo Gubernativo No. 
741-84 del 24 de Aeosto de1984, Guatemala, 1984.
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establish technical norms 
for the planning of the formation and utilization
 
of health personnel; regulate everything having to do with curriculum design,
 
based on program and service needs; investigate, identify, and promote the
 
use of educational methods and technology which are the most appropriate for
 
national needs; train trainers and evaluate educational programs, in order to
 
reorient these as necessary; collect, reproduce, and disseminate documents of
 
interest to public health personnel; establish job descriptions based on
 
applied research; define new educational models and strategies; control,
 
evaluate, and supervise educational activities and the process of professional
 
formation of those personnel in the Ministry of Health's dependencies; provide
 
specific, ongoing technical assistance to the MOH's implementing entities;
 
and establish coordinating mechanisms with other MOH dependencies, as well as
 
entities outside the Ministry of Health which train and utilize health personnel.
 

C. Primary Care (Atencion a las Personas)
 

The Primary Care Division comprises the departments of: Maternal and Child
 
Health, Oral Health, Mental Health, Food and Nutrition, and Technical Services.
 
It has suffered many institutional vicissitudes, despite the importance of its
 
responsibilities, which are regulated to include the tasks of establishing,
 
revising, formulating, implementing, and disseminating the strategies, programs,
 
norms, and procedures which have as their purpose the improvement of the quality
 
and quantity of health services, as stated in the National Health Plan.
 

The Maternal-Child Health Department of this Division has as its fucntions:
 
participation in the national health diagnosis of the health of mothers, children,
 
and families; define health priorities for these groups; develop and Establish
 
norms and procedures for the implementation and evaluation of programs of health
 
care for those same groups; establish guidelines and norms for the participation
 
of communities in these programs, in order to 
reinforce primary care activities;
 
carry out research into specific aspects of maternal, child, and family health;
 
participate in the coordination of maternal-child and family health activities
 
with other entities, within and outside the Ministry of Health; and, finally,
 
obtain national and inter:---onal resources to support these programs.
 

d. Administrative Services (DAS)
 

This Division is responsible for the norms, direction, supervision, and
 
implementation of all administrative activities which correspond to the DGSS and
 
its dependent components. To achieve this, the Division of Administrative
 
Services is composed of the following Departments: Personnel, Finances,
 
Transport, Supplies, Graphic Arts, Cemetery Administration, and a Management
 
Office (Oficina de Intendencia). This Division is providing the backstop support

needed for procurement and accounting for the Immunization/Child Survival Project,
 
in order to insure that adequate resources are provided for the Project by the
 
Government of Guatemala (GOG) in annual budget negotiations. It will also make
 
some human resource contributions to that Project, in the persons of five auto
 
mechanics from its Transportation Department, to ensure that the department is
 
providing the Project with preventive maintenare and repair of vehicles.
 

e. Engineering and Maintenance (DEM)
 

The Division of Engineering and Maintenace has the responsibility of
 
maintaining the MOH's fleet of vehicles and other equipment. 
 It will play a
 



major role in maintaining the cold chain system for adequate refrigeration for
 
vaccines in the Immunization/Child Survival project. The DEM i1 also responsible
 
for maintaining the MOH's vehicles in working order. The Project will provide
 
funds for strengthening this Division to respond adequately the new requirements
 
that will be placed upon it.
 

f. Registry and Food and Medical Control Division
 

This Division has the technical and administrative mandate for developing
 
integrated actions for the control and registration of drugs, cosmetics, and
 
food. It also registers and controls the academic titles authorized by
 
Guatemalan universities to health personnel; regulates the establishment of
 
a variety of health services, e.g., clinics, dentists' offices, laboratories,
 
opticians' shops, private hospitals, massage parlors, etc.; and, through its
 
Unified Laboratory for the Control of Food and Medications (LUCAM), coordinates
 
the formulation of norms and programs of registration and control of food and
 
drugs, performs the necessary quality control and content analyses; and acts
 
as a watchdog for the food and drug industry with relation to hygiene and good
 
manufacturing practices.
 

g. Information Unit, DGSS (Unidad de Informatica)
 

This entity does not appear in either organigram, which may be symbolic
 
of the importance that has traditionally been ascribed to its activities, at
 
least as expressed in terms of funding. The Unit has the very crucial charge
 
of generating the reliable and timely data needed for planning, programming,
 
resource management, implementation, evaluation, management, research, and
 
coordination of the Ministry's health programs and activities. Thus it is
 
responsible for the collection, processing, storage, distribution, and analysis
 
required so that the information system can really serve as a decision-making
 
instrument at each relevant level.
 

3. The Pyramid of Health Delivery in the Public Sector
 

The structure of public sector health services is the typical, almost
 
ubiquitous pyramid now considered synonymous with primary health care in the
 
developing world. At the base is the community, of which there are 20,017 in
 
Guatemala, 19,623 of which have less than 2,000 inhabitants and contain 62
 
percent of the country's 1984 population (MSPAS, August 1985). The principal
 
resources at the level of the small community are the health system's
 
volunteer outreach personnel: the health promoter (PSR), the trained traditional
 
midwife (CAT), and the malaria vol-nteer.
 

Like all such health delivery pyramids, the simplest, minimal fixed
 
facility is at the base, ascending through increasing complexity to the most
 
specialized national hospitals in the capital. Beginning at the base, these
 
facilities in the Guatemalan system are the following:
 

a. The Health Post (Puesto de Salud)
 

The Health Post is the minimal unit and is generally located in third
or fourth-category county seats (cabeceras municipales) and in important
 
hamlets (aldeas or caserios). It forms part of a Health District and is under
 
the direct responsibility of a health auxiliary and/or a rural health
 

1P
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technician (TSR). The Health Post carries out programs of general medical
 
consultation, maternal-child health care, immunizations, oral rehydration

therapy (ORT), control of acute respiratory infections (IRA), epidemiologic
 
surveillance, community development, support and supervision of volunteer
 
personnel (promoters, midwives, malaria volunteers). A Health Post may
 
have the participation of a medical student in his or her time of social
 
service (Ejercicio Profesional Supervisado/EPS).
 

The Health Post, as the 
first link in the chain of services, establishes
 
the interrelationship between the health system and its 
client population,
 
particularly the dispersed rural population.
 

b. The Health Center (Centro de Salud)
 

Health Centers are facilities generally located in large county seats
 
or in rapidly developing areas 
which are more accessible and experiencing
 
demand for services.
 

- Type B Centers 

These are staffed by a basic multidisciplinary staff, including a doctox
 
nurse, environmental sanitation inspector, nurse auxiliaries, secretary/clerk,
 
janitor and, sometimes, a social worker and a laboratory technician. Such a
 
Center will have under its responsibility one or more Health Posts.
 

- Type A Centers 

Because of their siting and population characteristics, these Centers
 
will have some beds (20-30) for maternal-child care. The staff at such Center
 
will include one or more doctors, one or more nurses, a laboratory technician,
 
nurse auxiliaries, a sanitary inspector, a secretary/clerk, laundry staff,
 
cooks,.janitors and, sometimes, a social worker and administrator.
 

- Integrated Center 

This is effectively a fusion of 
a Type B Center with a Hospital, in
 
settlements which have both facilities in the 
same location, whose directive
 
bodies have decided to combine forces to carry out activities of promotion,

prevention, and curing in an integrated fashion, so 
as to use resources more
 
efficiently and achieve greater productivity and, correspondingly, effectiveness.
 

c. The Hospital
 

The Hospital is the most complete health facility and that with the most
 
human and financial resources, and is located in department capitals (cabeceras

departamentales) or 
important population centers. Traditionally, the Hospital
 
has been primarily responsible for curative care but, increasingly, this
 
philosophy has been adjusted toward a "more modern one" 
(MSPAS, October 1985),

which integrates promotion, prevention, and cure, and which concerns itself with
 
outreach to the community. The hospital system is hierarchical, beginning at
 
the bottom with the District Hospital, followed by the Area, Regional, National,
 
and Specialized Hospitals.
 

Two theories pertain here. 
 One is the theory of referral, which is
 
supposed to move patients up through the system to 
the appropriate level of
 
care, with the Hospital as the maximum resource. The other is the concept of
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local programming: each Health Area, of which there 
are 24,* is supposed to

determine on an annual basis its local-level health needs, in terms of
 
programs, projects, type of services, commodities, training, and financial
 
resources. Area Health Chiefs may look to the 
central level for technical

and normative assistance, the goal being one 
of ongoing dialogue between the

administrative and implementing levels of 
the system. The impression is that

this is not standard, due in 
large measure to limitations on travel resources.
 

4. Coverage and Prnductivity
 

a. Facilities
 

In percentage terms, 
the bulk of the facility-level care in Guatemala
 
occurs at the Health Centers, which account for 47 percent of all MSPAS

consultations; the Hospitals account for 
30 percent and the Health Posts for
 
23 percent (MSPAS, October 1985). The low coverage by the Health Post, given

the size of tuhe base population in dispersed rural areas, is 
a matter for
 
real concern.
 

The dominance of the Ministry of Health in 
the sector as a whole becomes

quite clear in Table 2. 
The MOH has 30 percent and the IGSS 19 percent of all
 
hospital capacity in the country; 
it is important to note, nevertheless, that

50 percent of the country's hospitals are in the private sector. For the
 
purposes of a national ORT program, this makes them somewhat harder to 
access

for any necessary policy and practice adjustments, e.g., use of ORT instead of

IV therapy for dehydrated children. 
Of the country's approximately 14,000

hospital beds as of 
late 1985, 66 percent belonged to the MOH, 17 percent to

the IGSS, 10 percent to the private sector, and 7 percent 
to the Armed Forces.

The IGSS bed/inhabitant ratio 
is 2.5, the MOH's 1.4 (per 1,000 inhabitants).

The MOH has at least one 
hospital in every department except for Chimaltenango;

the IGSS has one 
in every department except for El Progreso, Sacatepequez, and

Jutiapa. The highest proportion of hospital beds is 
in the capital city, which
has a ratio of 2.9 beds per inhabitant; the number of beds in the capital

account for roughly 50 percent of the entire number of 
hospital beds in

Guatemala. 
Of the total MOH beds, 80 percent are dedicated to acute cases.

However, there is regional variability: of the total number of beds in the

capital, 52 percent are dedicated to 
chronic illness, compared to the interior

where 93 percent of all beds are for acute, short-term cases (see Table 3).
 

In terms of other facility types, the MOH is 
clearly dominant, in both the
public and private sectors. The MOH has 735 Health Posts, of which 635 
are
 
functioning and 100 pending rehabilitation, a number which the MOH believes is
insufficient to meet community demand. There are 
214** of these, of which 25 are
Type A, that is, with beds for maternal-child care. Of the total, 187 are
 
located in cabeceras municipales and 27 in 
localities with over 5,000 inhabitants.

Thirty-five centers 
are in rented sites or are totally deteriorated and require

new construction (Table A). 
 In total, the MOH is responsible for 63 percent of
 
the Guatemalan population, IGSS for 12 percent, the private sector for 25 percent.
 

b. Human resources
 

in 1984, there were 
5,413 doctors in Guatemala. distributed as follows:

1,315 in the Ministry of Health, 855 in the 
IGSS, and approximately 3,243 in
 

A Health Area is equivalent to a department, of which there are 21.
 
However, the capital city of Guatemala has three Health Areas.
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the private sector. In that same year, the MSPAS also had the following
 
human resources: 118 dentists, 842 nurses, 4,807 auxiliary nurses, 419
 
students of medicines in supervised professional practice (EPS), and 4,952
 
technical-administrative personnel (sanitary inspectors, social workers,
 
laboratory technicians;, X-ray technicians, nutritionists, statistical clerks,
 
chemists, pharmacy auxiliaries, and a large group -- 5,215 -- of "others")
 
(see Tables 5 and 5a for totals and breakdown by department).
 

National coverage rates for the most important of these categories are,
 
per 10,000 population: doctors, 1.4; nurses, 1.2; auxiliary nurses, 7.1,
 
TSRs, 0.5; sanitary inspector, 0.4; trained midwife, 7.3; and health
 
promoter, 5.1 (dait as of August 1984; 
see Table 6). Unfortunately for the
 
mass 
of the population, the geographic distribution of these resources is
 
sharply skewed: of the 1,055 doctors, 452 are in the Guatemala Metropolitan

Area, with a rate of 2.8 per 10,000 inhabitants; of the 844 nurses, 373 are
 
similarly located, with a rate of 
2.3 per 10,000; and, of the 5,170 auxiliary
 
nurses, 2,289 are in Guatemalr, generating a coverage rate of 14.1 per 10,000
 
population.* Because of the importance of this group in staffing the lower
 
levels of the health system, particularly at its periphery, this skew is
 
particularly painful.
 

In 1960, Guatemala began to use volunteer personnel in the health sector
 
to 
fill the gaping service delivery hole, particularly in rural areas. As of
 
1985, the Ministry of Health had, at the community level: 8,000 trained
 
traditional midwives (CAT), of whom 6,695 were 
active; 6,646 health promoters,
 
of whom 4,959 were active; and 7,000 malaria volunteers, of whom 5,250 were
 
active. In sum, the MOH has 
a cadre of 21,546 community-level workers, of
 
whom 16,904 (78.5 percent) are identified as active.
 

The highest percentage of active community health workers is found among
 
the comadronas. In 1984, trained comadronas attended 92,470 births, about
 
30 percent of all births in Guatemala for that year. This same level of worker
 
also provided prenatal care to 88,034 pregnant women; at an average of four
 
visits per pregnancy, this amounted to 311,314 prenatal consultations.
 
The CAT also provided consultations to 85,376 women postpartum; at an average
 
of four visits during the postpartum period, the total number of consultations
 
provided to this group was 332,351. In conjunction with those visits, the
 
CAT also attended 86,408 newborns; at three visits per infant, the total number
 
of consultations was 301,010. The total number of consultations produced by
 
this category of health worker in 1984 was 1,037,145. (See Table 8 for summary
 
and breakdown by department of CAT activity.)
 

The health promoter is the other principal resource at the community
 
level. The presently active cadre of 6,546 PSRs have covered 161,183
 
households, an average of 32 households per promoter (based on a ratio of
 
2-3 visits per household per year). The promoter's functions are: promotion
 
and fostering of good health through implementation of programs of ORT,
 
expanded immunizations (PAl), environmental sanitation, family planning,
 
referrals, and health education. Unfortunately, there are clear signs of
 
high rates of desertion among this group; the reasons identified include,
 
among others: lack of follow-up, supervision, and evaluation due to lack of
 
resources; lack of incentives; and internal work-related migration. (See Table
 
9 for summary ar,d breakdown by department of PSR activity.) From the
 



standpoin: of a national ORT program, these limitations are worrisome.
 
Still, while they clearly indicate that PSRs need more support to be able
 
co function effectively, there is evidence chat the health promoter can be
 
a strong potential resource: even given the constraints indicated, ?SRs
 
managed to attend 51,007 
children under age six with oral rehydration
 
therapy in 1984 (MSPAS, August 1985).
 

Another major constraint that emerges when the nationwide profile of
 
community-level personnel is scrutinized, is 
the imbalance among departments
 
in terms of the sheer volume of responsbility per health worker. In 1984
 
see Table 10), the ranges were from 37 households per health promoter in
 
Zacapa to 215 in Chimaltenango, and from 304 houses per auxiliary nurse/rural
 
health technician in Zacapa to 1,615 in Escuintla. Ten health areas
 
(Escuintla, Santa Rosa, Totonicapan, Chimaltenango, Huehuetenango,
 
Suchitepequez, Retalhuleu, Alta Verapaz, Baja Verapaz, and El Peteo appear
 
to have no TSRs at all.
 

The overall coverage of the system is poor. According to the 1984
 
MSPAS Memoria, MOH coverage of children under one year nationally was
 
49.8 percent, coverage of children ages one to four years was 22.03 percent,
 
coverage of pregnant women was 6.48 percent of the total number of women in
 
fertile age (15-49), and postnatal coverage was a frankly abysmal 1.9 percent
 
see Tables 11, 12, and 13 for total populations in each target group and for
 
coverage for the under-one and one-to-four age groups). Furthermore, these
 
coverage figures are severely skewed. In settlements under 500 population,
 
the highest MOH coverage rate is for children under age one, a very low 9.87
 
percent. It is not until we reach settlements of over 1,000 population that
 
coverage rates get noticeably better: 54.2 percent for children under age one,
 
28.5 percent of children ages one to four, 6.24 percent of pregnant women,
 
and 3.02 percent postnatal coverage, in populations between 1,000 and 1,999
 
population (see Table 14). 
 Rates drop off sharply in settlements of over
 
100,000, undoubtedly due to 
the greater number of other options for medical
 
care. 
 Again, coverage differs widely among departments: in 1982, the ratio of
 
medical consultations per capita ranged from 0.1 in El Quiche to 
1.1 in Guatemala.
 
At the same time, the national consultation ratio has improved, from 0.17
 
to 1.75 in 1984, but still substantially lower than that of the IGSS, which
 
produced 2.4 consultations per member (and their dependents) in 1984
 
(MSPAS, October 1985). The bulk of the consultations are with doctors, who
 
produce 72.4 percent of consultations with adults, 60.9 percent of maternity
 
consultations, and 51.1 of pediatric consultations; auxiliary personnel
 
handle 25.1, 28.8, and 41.2 percent of each, respectively, and nurses handle
 
the small remainder, principally maternity consultations (10.3 percent of all
 
consultations produced by the 
system). Auxiliary personnel are particularly
 
important in generating pediatric consultations, 41.2 percent compared to
 
51.1 percent for doctors.
 

The population under age one in Guatemala in 1984 was 4.3 percent of the
 
total national population (est. 7,132,381); the population between ages one
 
and five years was 1,484,280, or 20.8 percent of the national total. The
 
total population of all 
these cohorts was 1,791,117, or 25 percent of the
 
national total which, however, accounts 
for almost half of all deaths nationally.
 
This is one-half of the mother-child dyad which is the major focus of current
 
MOH strategy and the primary focus of the 
Child Survival Strategy. The other 
"half," the female population ages 15 to 49, numbered 1,651,185 in 1984, or 
3.2 percent of :he national total. Thus, the mother-child dyad represents 
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a little over 48 percent, almost half of the total population of Guatemala.
 
Of these, the large majority live in settlements of under 2,000 population

(Table 14). Only 61 percent of the population of Guatemala lives in
 
population agglomerations which can be defined as 
having easy access (less
 
than one hour's travel 
time) to a public health facility; 17 percent of the

population has difficult access and 22 percent has 
none whatsoever.
 

Viewing the situation from a more positive perspective, it is still
 
worth noting that, in 1984, the MSPAS produced the following numbers of
 
consultations: 373,879 for children under one, 879,515 for ages one-four,
 
273,597 for pregnant women, and 34,861 postnatal. This represents
 
1,561,854 opportunities to tell mothers about ORT and appropriate feeding,
 
not to mention the other Child Survival priorities.
 

5. Quality of Service
 

In its Plan Nacional de Supervivencia Infantil, Guatemala 1985-1989,
 
the Ministry of Health observed 
 that the health status of its
 
population was "deficient," principally in rural areas, despite the fact that,
 
over the preceding five years, important advances had been achieved in the
 
reduction of mortality and in increases in health services offerings,

principally through operational models of primary maternal-child health care.
 
Attention was called to: the 
low coverage of medical services, scant
 
community participation, and inadequate use of appropriate technology.
 

In the field of maternal-child health care specifically, the priority
 
problems identified were the following:
 

a. Lack of systematic incorporat.onof the concept of risk at
 
operational levels, which would permit a more efficient and effective
 
functioning of the regionalized health system which is predicated on local
level case detection, care, and referral.
 

b. Insufficient articulation between the traditional community
 
system and the health institutions, which would include incorporation of
 
traditional practitioners and practices in the solutions of medical problems,
 
as well as the organized participation of the community.
 

c. 
 Low coverage of pregnant women, of child growth and development,
 
and of women in fertile age, that is, the groups at highest risk.
 

d. Low coverage by adequately technified personnel (doctor, nurse,
 
trained midwife), and lack of identification of obstetric and perinatal risk
 
at the local level.
 

e. Emphasis on curative care based on spontaneous demand, to the
 
detriment of systematic, programmed promotion and preventive 
care.
 

f. Inadequate operational programs that are integrated with
 
national coverage and that incorporate promotion, prevention, and cure,
 
according to priorities based on disease prevalence, e.g., diarrheas, acute
 
respiratory infections, and perinatal risks.
 

g. Low immunization coverage, due primarily to inadequate cold
 
chain, lack of biologists, and problems in preventive and corrective
 
maintenance.
 

fT
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h. Inadequacies in 
the systems of supervision, monitoring,


and evaluation and lack of an information system equal to the tasks
 
required by integrated maternal-child health programs.
 

i. Lack of 
equipment and basic supplies for maternal-child
 
health delivery, as well as insufficient logistical support at 
the
 
operational levels.
 

j. Little programmatic and operational coordination among the
different projects being developed in some health areas with the support of
 
external donors.
 

k. Inadequate development of an intersectoral approach at the
operational level in some health areas, essential for primary maternal
child health care.
 

This is from the national, Ministry of Health perspective. It is
useful to 
turn things upside down and get the perspective from the local

level. 
 The 1985 Plan Operativo from the Guatemala Norte Health Area lists

the major problems in the public health sector as 
seen by the field:
 

a. Lack of communication and coordination among the 
dependencies

which constitute the health sector.
 

b. Disarticulation in the programming of educational activities.
 

c. Inadequate notification and lead time for training activities.
 

d. Disorganization at upper levels which affects functioning at
operative levels, exacerbated by frequent changes in government which give
rise, in their turn, to the establishment of new mechanisms and approaches

and the termination of existing ones, without sufficient time 
to see if
they work or how they could be improved. Such changes also produce

uncertainty and insecurity among the field staff and may bring personnel

on board, particularly at the directive levels in Health Centers and

Hospitals, who have no 
experience or technical/administrative expertise.
 

e. 
 Area Chiefs lack power to make decisions and find solutions,

including personnel decisions (vacations, leaves, etc.) and are often
bypassed by lower levels, who transmit requests and information directly to
 
the central level.
 

f. Inadequzepersonnel selection procedures and/or lack of
 
technical and administrative staff.
 

g. Lack of coordination with other public sector institutions;
decisions for such relationships are made at 
the central level without
 
consultation with lower levels.
 

h. Lack of an organized information system with standard
 
reporting criteria, so that 
a lot of reporting is either incomplete or
 
non-existent.
 

i. 
 Lack of organization and coordination between the departments

of Accounting and Audit of 
the DGSS and the Controller (Contraloria de Cuentas),
so that there are no 
standard, reliable mechanisms which would facilitate
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paperwork related to funding. 
 Thus, purchase and payment orders may

be rejected and correspondingly delayed. Furthermore, there is lack of
 
adequate training in the management of accounting and inventory

procedures at the Health Center level.
 

j. Insufficient funds and serious skews in the assignation

of funds to 
hospitals vis-a-vis primary health care activities. For
 
instance, in Guatemala Norte, 93 percent of 
the budget (Qll,579,620) went
 
to the hospital subsector. To take a more rural example, in the Health
 
Area of San Marcos, of the Area's total assigned budget of Qi,266,516,

53.3 percent went to the National Hospital, 30.9 percent to the fourteen
 
Health Centers, and 10.2 percent to 
the 66 Health Posts (0.15 percent to
 
each Post; the rural component of San Marcos's 
total departmental

population is 88 percent (Plan Operativo 1985).
 

k. Lack of gasoline. Sixty gallons were supposed to be
 
available per vehicle for Health Post supervision; however, this supply
 
cannot be counted on.
 

1. Deficient vehicle maintenance, primarily due to lack of
 
spare parts. Vehicles, for the most part, are 
1974 models.
 

m. Despite the fact that each Health Center sends up 
a list
 
of necessary medications, the typical pattern is that what is requested is
 
not received or medications are 
received that were not requested. It is
 
not unusual for a Center to 
give patients prescriptions for certain
 
medicines which must then be bought at 
pharmacies.
 

Other health facilities report in their Plan.. 
 Operativos for 1985
 
other problems such as:
 

a. Human resources that are inadequate in numbers.
 

b. 
 Financial centralization that makes administrative agility
 
at the local level impossible.
 

c. Dependency on empirical/volunteer personnel for reporting

mortality/cause of death, which produces seriously deficient statistics.
 

d. Facilities in poor condition. 
 In San Marcos, for example,

of the Area's Health Posts, only 19.7 percent were evaluated as b(ing in

"good" condition and 15 percent were only "regular;" of the Health Centers,

35.7 percent were in "good" condition and 21.4 percent were "regular."

Eight percent of facilities were unstaffed.
 



15 

A recent evaluatior of the Maternal-Child and Family Health Program
carried out by the MSPAS/DGSS/Division de Atencion a las Personas/Department
of Maternal-Child Health,*with the assistance of 
INCAP, PAHO, and UNICEF, looked at
the system's efficiency (Condiciones de Eficiencia) in terms of:
 

a. 	 Resources (infrastructure, materials and supplies, financial,

human, and including vehicles, gasoline and parts, and per diems
b. 	 Planning, organization, and administration
 

c. Supervision 
d. Training** 
e. Information system 
f. Logistics 
g. Health education and promotion and community participation. 

Each of these was evaluated at the Health Center and Health Post level; 
at
the Hospital level, the evaluation focused on 
obstetric and pediatric 
care.
A standardized questionnaire was used, points assigned for each answer, and
each 	site scored by management area 
(see 	Annex C for questionnaire). Summaries
of the consolidated national 
scores and the 
scores by facility are presented
in Tables 14a through 14e. 
 The hospital obstetrics services score 
lowest in
terms of training (a score of 20 percent), followed by planning/organization/

administration, resources, health education/promotion and community participation; 
the highest scores were, in descending order, for logistics, information
 system, and supervision, but no score 
was over 65 percent.
 

Hospital pediatrics services, like 
their obstetrics services, received
their lowest scores 
in the area of training, followed by resources, planning/
organization/administration, and health education/promotion and community

participation; highest 
scores were, in descending order, for information
systems (the highest 
score for any management area in any facility, 71 percent),

followed by supervision and logistics.
 

Heal.th Centers received their lowest 
score 
(44 percent) for supervision,
followed by information systems (53 percent); 
the highest score was for
training (67.45 percent), followed in descending order with fairly small
differences, by logistics, planning/organization/administration, health
education/promotion and community participation, resources, with a drop to

53 percent for information systems.
 

Health Posts received their lowest 
scores in supervision and information
systems; 
their highest score, most surprisingly, was for resources, although
that 	score was 
still only 60 percent, which leaves considerable room for
improvement. 
 The next highest scores, in descending order were for
health education/promotion and community participation (59%), 
with a greater
drop to logistics (51 percent), 
training (48 percent), and planning/organiza
tion/administration (45.85 percent).
 

These scorings then permitted the establishment of priorities for
attention in terms 
of 
improving management subsystems by facility (see
Tables 14b through 14e). For hospital pediatrics services, the three highestpriority management 
areas were: training, planning/organization/administration,

and resources, although it is important to 
note 	that there were substantial
differences among the 
three scores for each of 
these areas, 20 percent, 34
 
percent, and 42 percent, respectively.
 

* 	 With particular attention to the priority areas 
of IRA, TRO, breastfeeding,

high perinatal risk, growth and development, and vaccination.
** For institutional and volunteer personnel in norms, technical substance,
 
and pedagogy.
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The highest-priority management areas for hospital pediatrics services
 
were: training, which received an abysmal score of 14.5 percent; resources
 
(37 percent); and planning/organization/administration (39 percent).
 

For Health Centers the priority areas were: supervision (44 percent),
 
information systems (53 percent), and resources (60 percent).
 

Finally, Health Posts required priority attention in the management
 
arez.s of: supervision (33 percent), information systems (37 percent), and
 
planaing/organization/administration).
 

These orders: of priority do not mean that the other management subsystems do
 
not need attention: the highest score received was, after all, 71 percent,
 
attained by the pediatrics departments of five national hospitals. For a
 
national ORT program, they suggest particular attention to training and planning
 
at the hospitai level, and supervision and information systems at the
 
Health Center and Health Post levels. Since logistics will be such a
 
crucial component of any national ORT program, it is worthy of note that
 
hospitals (65 and 57 percent), Health Centers (64 percent) and Health Posts
 
(51 percent) all need help.
 

The evaluation also provides summary descriptions of the problems in each
 
management area, together with alternative solutions. To avoid redundancy,
 
the problems will be discussed in Section II below, "Analysis of Constraints."
 



6. Financing the Sector
 

The budgetary resources available to 
the health sector, although they

were increased between 1983 and 1984 
(from Q105,060,807 to Q114,312,625),
 
are still below what they were in 
1981 (Q159,913,355). In fact, the 1984
 
budget should be considered just a "blip" in a steady decrease from the
 
1981 level, which represented 10.91 percent of the national budget, 
to the 1985
 
level (Q99,316,776), which represents 7.75 percent of that budget.
 

The sources of financing for the health sector in 1984 were primarily

internal (Q166.1 million), 
with Q11.6 million coming from external sources
 
MSPAS, October 1985). Of 
the total of Q177.7 million for the sector, 55.7
 
percent (Q99.0 million) went 
to the MSPAS and 33.2 percent (Q59.0 million)

went to the IGSS. The remaining 10 percent was divided almost equally between
 
the public and private "rest of the sector." Per capita expenditure was
Q23.38 and national expenditure as a percentage of GNP was 
3.7. Public health
 
spending in relation to all public spending was 12.7 percent.
 

The health budget is distributed in most disproportionate fashion among

the different departments/Health Areas. A study of the period between
 
1973 and 1984 found that the Japartment of Guatemala (Areas Norte, Sur, and
 
Amatitlan) accounted for over 
45 percent of the expenditures fol: all the
 
Areas of the country in 1984. The corresponding per capita expenditure

for the Guatemala Health Area(s) was Q11.80, almost six times that for the
 
Department of Huehuetenango (Q2.00). 
 The average per capita expenditure

for all the Health Areas excepting Guatemala was Q5.50.
 

There is an even more extreme disproportion in terms of capital

investment. 
 For example, in 1984 capital investment in Retalhuleu was
 
Q14.80 per capita (the highest), compared to QO.35 in El Progreso (the

lowest); the former was 42 
times greater than the latter.
 

In addition to problems of ever-decreasing allocations to the 
sector -
a situation which will probably not improve, given enduring austerity

requirements (see Economic Analysis) 
-- and apparent inequities in
 
allocations to 
Health Areas, there is also the characteristic differential
 
between what is budgeted for the health sector and what 
the sector is
 
actually given; in 1983, for example, just 70 percent of the capital

budget was actually made available. 
 Finally, there is the problem mentioned
 
earlier, of the large proportions of the Health Area budgets that are
 
preempted for hospital expenditures.
 

B. Priorities and Strategies: the National Child Survival Plan
 

From the standpoint of the couuntries of Central America, national
 
Child Survival plans and, within those, 
national programs for ORT, fall
 
under the umbrella of the Plan for Priority Health Needs of Central America
 
and Panama (PAHO, 1985). 
 The Plan has its origins in the deliberations of
 
the Contadora Group in January 1983 and the subsequent Health Ministers'
 
meeting in July of that year, the purpose of which was 
to promote social
 
development, solve health problems, and achieve understanding, solidarity,

and peace among the peoples of 
Central America and Panama at a particularly

difficult time in their history. 
 1984 brought elaborations of the overall
 
plan and profiles of 40 projects for joint action by various countries, as
 
well as 267 national projects, which were used as 
initial leverage for
 
funding by a variety of international donors.
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In the course of 1985, task forces were convened and workshops held
 
in each priority area* and some project agreements were signed, including

the ROCAP/INCAP ORT/Growth Monitoring/Education Project. In June 1985, a
 
UNICEF mission, with PAHO participation, went to the European countries and
 
conducted negotiations with the Government of 
Italy and the European Economic
 
Community for support of activities in the area of Child Survival. 
 In
 
August, a meeting of national officials, UNICEF, PAHO, and INCAP was held
 
in Tegucigalpa, to develop a plan of operations related to Italian Govern
ment support for Child Survival activities. 
 Since then, all of the
 
countries have produced Child Survival Plans and assigned priorities to
 
the Child Survival project profiles produced in 1984,** and a total of
 
US$30 million from the Italian Government and the European Economic Community
 
now appears to be assured for use in Child Survival programs in the region.

A large portion of these funds also seems to 
be destined for Guatemala but,
 
as of November, the precise amounts were not yet certain, nor was 
there a
 
decision on through which organism, e.g., PAHO, UNICEF, INCAP, the funds
 
would be channelled.
 

There are five major Guatemalan documents which have 
to do with Child
 

Survival in general and/or activities in the area of ORT:
 

1. 
 Plan Operativo A~o 1985 (MSPAS, Unidad de Programacion, June 1985).
 

This is the plan of action for 1985 which accords with the 1984-1984 Health
 
Sector Development Plan. The policies articulated include: 
extension of
 
coverage; protection, conservation, and improvement of environmental health;
 
intersectoral coordination and support; administrative improvement; and
 
establishing financial order. 
The specific strategies to be followed are:
 
primary health care, community organization and participation, strengthening

of intersector coordination, integrated medical attention (Atencion Medica
 
Integral) with emphasis on rural areas; strengthening of programs of
 
environmental education; human resources development; and development of
 
appropriate technology.
 

The Plan also articulates a strategy of program integration, which is
 
intended to gather up 
a number of different activities
 
carried out in more or less isolated, vertical fashion under the rubric of
 
"Program Areas." Among these is the 
Program for Control of Diarrheal Diseases.
 
The Program's goal is 
to reduce morbidity and mortality due to diarrheal
 
diseases in the population under age five. 
 Its purposes are to implement

ORT for the treatment of slight and moderate dehydration. The program

had already been initiated in Escuintla on a pilot basis; the Plan
 
stipulates implementation in Sacatepequez, 
Santa Rosa, El Progreso, Zacapa,

Jutiapa, and Chiquimula in 1985, as well as preliminary diagnoses in
 
Chimaltenango, Solola, Totonicapan, and San Marcos, together with the
 
Expanded Program for Immunizations (EPI/PAI). The rest of the country's

departments will be added in phased fashion in subsequent years.
 

2. Plan Nacional de Supervivencia Infantil, Guatemala, 1985-1989.
 

The formulation of the National Five-Year Child Survival Plan was 
the product

of a national multidisciplinary and interinstitutional group which included
 
representatives from: 
the MSPAS, IGSS, the Secretariat of Social Welfare,

SEGEPLAN, the Social Welfare Council, the Breastfeeding Promotion Committee,
 
* Health services, human resources, essential drugs, food and nutrition, 
tropical diseases, child survival, water and sanitation. 
** 5 subregional and 37 national project profiles were produced. 



19 

and the Medical Associations for Gynecology/Obstetrics, Perinatology, and
Pediatrics. The group included the Ministry of Health and the head of the
National Child Survival Program was 
physically located in that Ministry,

but it functioned in some measure vertically and the findings of the
DGSS/MCH evaluation (Condiciones de 
Eficiencia) were not incorporated into
 
the Plan.
 

Among the impact targets set forth in 
the Plan are "to reduce by
40 percent mortality due to diarrheal disease in children under five,
from 72.2 per 10,000 children 0-4 years to 43.4 between 1985 and 1989." 
The
Plan comprises three basic projects, with their associated subprojects:
 

a. Strengthening maternal-child health care 
in priority rural
 
areas. Its subprojects are:
 

- Reordering of maternal-child health care based 
on
 
priorities of risk.
 

- Control of diarrheal diseases and acute respiratory
 
infections (CDD/ARI).
 

- Control of immunopreventible diseases.
 
- Information systems and evaluation.
 

b. Extension of maternal-child 
care into urban marginal areas.
Its subprojects are 
the same as those listed above under item a.
 

c. 
 Health education and promotion.
 

The Plan also establishes priority departments for sequential

incorporation into Child Survival activities according to criteria of risk
(rurality, illiteracy, income, employment, fertility, ethnicity, and

environment of conflict). 
 These are: Totonicapan, Alta Verapaz, Baja
Verapaz, Solola, Huehuetenango, El Quiche, San Marcos, Chimaltenango, and
Quetzaltenango. 
 The stated CDD target for these priority departments is
to reduce mortality due to diarrheal diseases by 70 p~zcsnt 
over the fiveyear period, from 76.4 per 10,000 children under five to 22.9 in 1989.
 

The CDD/ARI Subproject is predicated on the epidemiologic profile
formed by the two disease categories, which compete with each other among.
the departments for the first or second ranking as 
causes of mortality in

children under five. 
 Both are characterized by a variable etiology, their
universality, and their magnitude as 
causes of morbidity and mortality.
Both are, in general terms, preventible, although the management of acute

respiratory infections is more complicated than the relatively simple,
technologically appropriate ORT. 
However, both require a similar focus
 on early diagnosis and treatment at the community, especially at 
the family

level, with referral as needed.
 

The subproject objectives are 
to:
 

a. 
 Reduce by 40 percent mortality due to diarrheal disease in
children under five, from 72.2 
to 43.3 per 10,000 children 0-4 in the
 
1985-1989 period.
 

b. Promote management of 
100 percent of identified diarrhea
 cases with oral rehydration salts, by the family and by the community.
 

c. 
 Reduce by 30 percent mortality due to acute respiratory
infections in children 0-4, from 64.7 to 
45.3 per 10,000 children under five.
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The subproject components are:
 

a. Supervision and technical norms 
b. Basic equipment and transportation 
c. Supplies 
d. Contracting of personnel 
e. Research. 

Budget requirements total US$3,646,399 for the five-year period (see
 
Table 15).
 

The CDD/ARI subproject for extension of maternal-child care into urban
 
marginal areas follows the same pattern as the project in the rural areas,
 
except that mortality and utilization targets are not specified. However,
 
the observation is made that diarrhea-caused morbidity is actually higher in
 
urban marginal areas (5 to 8 episodes per year) compared to rural areas (2 to3
 
episodes). Budget requirements for the five-year period for this subproject
 
total US$2,278,713 (see Table 16).
 

The third Child Survival project is entitled "Promocion y Educacion en
 
Salud para la Prestaci'n de Servicios y la Participacion Comunitaria en
 
Salud Maternoinfantil." It is intended to serve as the underpinning of the
 
other two projects and its objectives are to train nurses, TSRs, CATs,
 
and PSRs in the management of a high-risk strategy, delivery of basic
 
MCH services, and methodologies for health promotion and education. The
 
pedagogic emphasis is on participation, innovation, field application,
 
mass communication, and applied/operational research. The project has as
 
its target the training of leaders, volunteers, and organized groups in
 
100 percent of the priority areas; 1,000 nurse auxiliaries; 172 TSRs; 3,000 new
 
PSRs; 5,000 CATs; 100 percent of the district multidisciplinary teams
 
responsible for Health Post supervision; and retraining of 1,800 PSRs and
 
4,000 CATs, all in rural areas, over the five-year life of project. In
 
urban areas the targets are to train 500 auxiliaries, retrain 500 CATs,
 
train 100 percent of the multidisciplinary teams, and implement a wide
 
spectrum of mass communication and health education activities. 
 The budget

proposed for this project is a total of US$1,303,040 over five years.
 

3. 	 Supervivencia Infantil: Plan de Operaciones, Periodo Octubre
 
1985-1990 (August 1985)
 

The operationalization of the National Child Survival Plan builds on
 
the experience of the program of Extension and Strengthening of Maternal-

Child Health Care in five Health Areas in the eastern part of Guatemala,
 
with funding from PAHO and UNFPA. The project's basic strategy is primary
 
care predicated on a high-risk focus and a delivery mechanism called
 
"channelling" (canalizaci6n). 
 Channelling is an active, community-outreach
 
system which has been used for promotion of vaccination activities by health
 
service personnel and community volunteers. These health service personnel
 
carry out home visits to identify susceptible children and make appoint
ments for them to receive vaccinations in a nearby health facility or
 
another site in the community. The channelling process seeks to change the
 
so-called "clinic psychology," basically a passive system in which the
 
health workers remain in the health facility awaiting the arrival of clients.
 
It is viewed as a superior approach to the more sporadic methods used
 
previously by the MOH such as semiannual vaccination campaigns or facility
based immunization services. The intent is 
to expand the content of the
 
channelling activity to encompass other MCH/Child Survival priorities.
 



By the end of 198z, the project intends to have implemented the immunization
and CDD components in Zacapa, El Progreso, Chiquimula, and Jutiapa, and for

1986, 
in Chimaltenango, Totonicapan, Solola, San Marcos, Huehuetenango, El
Quiche, Quetzaltenango, and Suchitepequez. 
 And, by the end of 1985, the
project also intends 
to have added an AR! component to the four project
areas of 
Santa Rosa, Jutiapa, Jalapa, and Chiquimula and, for 1986, in
Zacapa, Chimaltenango, Totonicapan, Solola, San Marcos, Huehuetenango, E1
Quiche, Quetzaltenango, and Suchitepequez. 
 Finally, by the end of 
1986,
the entire high-risk focused MCH care model will be 
fully implemented in all
 

departments.
 

A most important part of the project is institution-building, and the
document under discussion notes improvement in the MOH''s information system
and human resources 
division, as well as integrated activity ;dth the University of San Carlos, the medical community, and SEGEPLAN. 
The project states
 
as its basic purposes:
 

a. Improvement of 
the health status of rural and urban marginal
children under age five, through the joint activity of state, autonomous, and
private institutions, with the participation of the community.
 

b. Organize MCH care into 
a regionalized system which will foster
early detection, treatment, and referral of maternal, reproductive, and child
risk, and build knowledge levels among mothers and families about proper

feeding and child care.
 

c. 
 Initiate a process of institutional change in attitudes and
behavior related to the prevention and control of those health problems which

have the greatest-impact on 
the child popualtion.
 

d. Undertake 
an educational process with all institutions which
 are engaged in activities related to 
health.

e. 
 Assist communities in joint identification of priority health
problems and the implementation and evaluation of their solution.
 

f. 
 Develop the human resources in all institutions involved in
the execution of the National Plan for Child Survival and Health Education.
 

g. Contribute 
to the integration of traditional and modern
 
medicine into the educational process.
 

The list of project outputs and 
targets is very lengthy and is included
herewith as 
Annex D, together with the Activity List for the Child Survival
Plan of Action as of August 1985. Included in that list 
is the "organization
of a production system for ORS at the national level" and the associated
 
establishment of a production facility.
 

4. 
 Plan de Accion, Provecto Supervivencia Infantil, October 1985 to
 
December 1986 (September 1985)
 

This document is precisely what its name implies. It repeats 
the core
of the Five-Year Plan ani includes a budget for the 18-month period referred
to. In relation to CDD, 
:he budget includes USS379,999.84 for an ORS
packing machine, mixer, dryer, 
raw material, antiparasitics, and (undefined)
"equipo para rehidratacion oral," 
all to be provided by UNICEF.
 

http:USS379,999.84


3. Provecto Inerd de Supervivencia Infantil 1985-1989 f~ 

SThi~s i.s,7in effect,_aProject iPaper for anitgae approach t~ 
Childjj Survival whi.ch oldirdc ei ,o on activities ,nvlvn 
theSA IGY the wocrdtaroauce Sca'el-fae the~n involv';6fEdiing,~~
theUnves;~ity,ofSca efr h insr~fEuaintSan' Ca~rlos; ,professonal'.associationsgnecoyobttic 

.N2pediatrics , neonatology) , the National Breas'tfeeding Committee,, NGOs, and7 . , 

.other community groups. Coordination would be,the responsi~.ityof~jthe~ %~~~K-~ 

CoodintinUnt fr-Secil Pogrmsof the MSPAS. Technical, assistance 
would~be~ provided by~PAHO','UNICEF, and INCAP.,1 The -associated-$budget 
Specifies US$7.897 milloni from' UNICEF, US$'6.8 millid'n froAID; US$5.o 

Smillion~fronmUNI A and a national I on r r.t.euvln tU$7. million 
(salaries, stxppliesequipmeijt, an~d PHC facility capacity),~ a~totalof 
US$37..397 million. The statuis of thi-s project is undeterzined. 

,2 

C. Achievements in ORT to Date :i..I7 

~ .. 

:The following pages summa;rize ORT actiJvities in: Guatemuala~to date. Thei'
horizontallY7Presented,pages sumna'rizeidata from the.Planes Operativos for 7 

every department/Health Area; data on~departmentalactivities'..fromother 
sources h'ave.~been incorporated where-they -tere availabl''&Te vetcly
presented'tbe whc olwi 'smay f''te Reiiis 
largely in the' public, sec'tor (but£ ixicluding private sector activities 

~aswell. .The summary reflects the 5ombinedfiidings of-:the.Technical,~1
~SociocuilturalanLoitcAays; readers who want more 'detail~are '

referred to those analyses. 
(5' 

--

The summary, in'conjunction with this insttutonal'anlsis~, makes
twothigsclear. The first is that thereA'is~in Guateala nthin that 'can. 

be caldanational OR rga~ht -isv epliciti coo dinated, and 
-implemenited. ~'The second is that the underpinnii gs exist for~ such a'
program. To say that Guatemala'doe nothve< anatioIalbRT proIgram does'. .

not mean that-nothing has been accomplishedin ORT. Guate~mala- ha~ndr 
the World Health Assembly and3 WHO Regional-Committee-resolutions,:'has ''" 

produced Child Survival plans and proj ect documents, .and'someA ORT activities 
have occurred in the 3public sector. ,Thus,ile,it is hard tog perceive any
vigorous commitmenit, it is'also irnprobable',that 'here.wo6uld~be any- problems
with political suipport for-ORT,,especially-given its high~visiiiyo 
new government whichcwill beeager to show quick result in the-helth~ aield 

. 

,. 
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ORT Activities. pg. 4
 

Department IMHRtinder I MR 1-4 WIarrhea-Caused 

MR All Under 5 

Quetzaltenango 70.3 16.2 
 645.5 


Suchitepequez 67.9 
 16.4 861.6 


Retalhuleu 65.0 
 11.1 431.3 


San Marcos 51.1 
 16.8 762.1 


Iluehuetenango 60.5 25.7 
 612.8 


ORT Activities 
 Projected Packet Re-iulrements 
(for 1985)
 

OR' 
Included among tie Plan's priority programs. Proposed coverage Is 
29.4Z. or attention
 
The training of 119 PSRs and retraining of 389 to 31.379 children and a total ut 125.511In ORT is programmed for 1985. 
 .$activities". Packet requliements
 

estimated at 251,032.
 

Community-level health delivery Is In the hands 
of 285 midwives and 214 promoters. The latter
 
carry out an average of 2 home visits per family
 
per year which Include a variety of activities
 
and are not limited to ORT, primarily because It
 
It Is not possible to carry out that subprogram 
due to lack packets. An ORT program Is, there
fore, nonexistent in this Health Area.
 

Strategy includes breastfeeding promotion through Target for 1985 for ORT visits Is 5,784
 
mass education of the client population, group 
 activities. Project ORS requirements:

education, personnel training, and massive distrlb-
 11.568 packets.
 
ution of ORS packets.
 

Program under way at institutional and community Calculation on basis of 4 episodes of
 
levels, In some districts with a planned 100% 
 diarrhea per child per year. Prograimed

coverage. Districts without PSRs have lower 
 coverage of population under 5 is 45.62%,
coverage. Although an ORT 
seminar was 
held In and calculating the need to rehydra:e
July 1982, no hospital-level ORT program has yet 
 64.548 children (x 4 eplsodes), estimated
 
been started, despite the existence of adequate or 
 packet requirement is 252.972. 111,200 packs
potentially adequate facilities to do so. 
Patients 
 3.000 cups and spoons distributed (1Z
are 
still rehydrated with IVs. Part of SCISN Project. through PSRs. 9 Centers,35 PusIts.b0 
 communities %ave OR Unidades.
 
ORT is considered part of 
the overall CDD program, Projeccd coverage Is 
38Z of 42,821 homes.
 
which also includes improvement of maternal-child 4 visits per home, 
or 164.274 activities.
 
nutrition, health education. breastfeeding promo
tion. environmental sanitation, and epidemiologic
 
surveillance. ORT activity will concentrate on
 
health education and massive distribution of ORS.
 
ORT has been used effectively In the National
 
Hospital since 
1978 under direction of Dr. Jose
 
Maria Reyna Barrios, who has organized and lectured
 
In over 16 workshops and ORT programs, of which 12
 
held in Huehuetenango. Solola, Quetzaltenango,
 
Totonicapan, or San Marcos, and trained physicians.
 
nurses, and other health personnel from surrounding
 
health areas In ORT.
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ORT Activities, p. -6 

Department IHR Under 1 MR 1-4 Diarrhea-Caused ORT Activities 
MRS All Under 5 

Zacapa 61.7 11.2 425.4 Considered a "new and basic" program. 
ORT a priority area in primary health care. per 

the national health action plan. Emphasis will be 
on health education and massive distribution of 
ORS. The observation is made that supply of ORS 

in particular and medicines in general has been 
extremely errative over the past 4 years. 

Chlquimula 42.4 11.1 275.6 Plan is to establish ORT program through the PSRs, 

the TBAs, hospital pediatric services, when and if 
the KSPAS supplies ORS regularly in adequate 
quantities. For promoters to adequately serve their 

clientele, they will need good training and follow

up, particularly in checking family records to be 
sure that families are actually use packets. 

Jalapa 57.8 16.0 701.7 In 1983, trained volunteers (PSRs) performed 5,904 
ORT consultations. Current CDD strategy is to 
emphasize improvement of maternal-child nutrition 
and Increase use of ORT and breastfeeding as the 
most practical, immediate, and effective inter

ventions. 

Jutlapa 53.8 9.7 355.6 Plan is to provide followup to infants under age 1 
because of risks from immunopreventible diseases 
and diarrheas, at a rate of 3/yr., plus 3 visits 

per yr. by PSRs, who will provide a covprage of 28% 
and 11,266 consultations. For children 1-4, at 

particular risk from weaning-related malnutrition, 

as well as from immunopreventible diseases and 
diarrheas, there will also be 3 followup visits/yr., 

particularly In the hig|,est-risk districts. To 

achieve this coverage, resources will be those 
provided by CARE, the channelling strategy, and 
use of PSRs particularly with regard to EPI and ORT. 
Area considers ORT of greatest priority and has had 

good experience with ORT since 1984. 

Projected Packet Requirements
 
(for 1985)
 

Calculation on basis of 4 episodes per
 
year, plan to rehydrate 24,277 children,
 

using 2 packets per episode, a total of
 
97,008 packets. Target coverage for area
 
is 87Z. Estimated number of consultations
 

93.846. Packets provided by UNFPA.
 

Total children to be attended by PSRs 

is 16,364. Packets required - 65.456. 

No estimates provided. Coverage in 1983
 
was 16% of the population of 37,643
 
children under age 6.
 

Total number of children under 6 Is
 
7i,942; projected coverage is 33%.
 
Estimated number of children to be
 

rehydrated is 23,176. Total of PSR
 
diarrhea-related activities/home visits
 

- 79.243. With two packets left at each
 

visit, total packet requirements will be
 
158,486.
 

r.0_ 
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OTHER ORT ACTIVITIES (past and present)
 

Entity 
 Activities 
 Magnitude
 

IGSS 
 Giving as a reason 
a hostile domestic 
 Primary reason for consulta
sanitary environment, the IGSS program 
 tion in IGSS outpatient

focuses on preventing dehydration. Since services is diarrhea disease

May 1984, talks have been given 
to medical (40-60% of consultations).

and nursing staff. Generally successful Target was OR for 
90% of
 
in central pediatric staff, not 
in Unidades children reporting, but goal
Perifericas. Problem of availability of 
 not achieved. However, comp-

ORS packets solved with help of PAHO. 
 arison of 2nd semester 1984
 

w/ same semester 1984 shows
 
diminution of 42% in hospi
talization for diarrhea with
 
dehyration in Pediatric Dept.
 
(an estimated saving of
 
$US334,656).
 

INCAP/AID 
 SINAPS Project, 1979-1983. 
 Target population 70,000.

PHC, research and service delivery 
 84% of diarrheal cases in

through a system of 400 promoters and 17 children under 5 received ORS

TSRs. ORT provision, using locally-
 packets, 62% of mothers knew

produced ORS formulation ("super-suero"), 
 how to use, 57% of families
 
distributed by He'lth Posts 
to TSRs to used; use of other anti-

PSRs. PSR training, community health 
 diarrheals and visits to
education, home visits. 
 Health Centers for diarrheas
 

decreased.
 
MSPAS/AID 
 PRINAPS Project, 1981-1983(?). 
 Target population 120,000 in


PSR training to household level care. 
 5 Health Areas, w/ 40% of

PSRs obtained ORS from municipal pharma- children reporting diarrhea

cies and sold to families of children w/ 
 in 2-wk.recall period. 97% of
 
diarrhea. (PSRs-400, TSRs-25). 
 families used, 80% of mothers
 

knew how to mix correctly,
 
widespread positive attitudes.
 

MSPAS/AID 
 SCISN Project, 1979-1985. 
 San Marcos, Totonicapan, and
 
Integrated community-based health and 
 Solola. In San Marcos alone,

nutrition activity. Modelled on 
SINAPS 
 117,200 packets distributed ir

project. ORT promotion, distribution of 
 in 1985 to health centers,

WHO formulation packets for a small 
 posts, and PSRs (81%). 9
charge accompanied by education by promo-
 centers, 35 posts, and 807
 
ter at household level. ORT units estab-
 PSRs distributing ORT as of

lished at several health posts, centers, 1985, 60% of districts and
and promoters' homes. Training satisfac-
 48% of municipalities.
 
tory, community participation excellent,
 
but administrative structure 
inefficient
 
and PSRs lacked support. After evaluation,
 
project reoriented toward environmental
 
sanitation.
 
One community in San Marcos, La Reforma,
 
about to implement own production
 
facility to meet local demand.
 
(Note: MSPAS/Human Resources produced an
 
ORS brochure for PSRs; not clear if part
 
of this project or not.)
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Entity Activities Magnitude 

MSPAS/PAHO/UNICEF 
AID 

Channelling (canalizacion), also called 
Modelo Operativo de Atencion Primaria 
de Salud. Pilot begun 1983, extended to 
other areas beginning late 1984. Model 
includes home visits, population-based 

Already active in Escuintla, 
Sacatepequez, Santa Rosa, an( 
El Progreso, with plans to 
begin in Zacapa, Jutiapa, 
Jalapa, and Chiquimula. With 

census, cold chain improvements, train- AID support under Immmuniza
ing, supervision, vaccination rally, 
repeated every 3 mos. ORT activity 
varies in level by dept., more in depts. 
where activity "older" (see preceding 
listing of departmental activities), 
As noted, El Progreso has own ORS 

tion/Child Survival Project, 
will phase into all depts. 
outside Guatemala City. 
Increase in completed series 
in Escuintla in ist yr. of 
pilot program from 10 to 73%. 

production facility. 

APROFAM Community and Household Education, Municipality of Tecun Uman, 
begun 1 yr. ago. 
Program to increase awareness and use of 

San Marcos, six aldeas with 
population of 12,697. Of 

family planning and ORT through active 427 homes visited in evalua
community promotin and radio programs. tion, 94% had received 
Post-intervention study showed acceptance; packets and 80% had used. 
limited impact of radio probably due to 
insufficient message frequency; 85% 
content recall on household visits; 
need for emphasis on importance of 
continued feeding, greater efforts in 
environmental sanitation, and better 
coordination with MSPAS. 

National School of 
Nursing 

Graduate and auxiliary nurse training, 
3-yr. and 10-mo. programs, respectively. 

According to the 1984 MSPAS 
Memoria, 149 nurses were 

1st-yr. students taught ORS theory, 
utility and procedure for suero casero, 
clinical signs of dehydration, 

graduated from the Schools in 
Guatemala City, Quetzalte
nango, and Coban; 166 nurse 

community practicum including family 
education in ORT. Community time 

auxiliaries were graduated 
from the Schools in Guate

increased in 2 subsequent years and 
ORT continually emphasized, taught, and 
demonstrated. Curriculum regularly 

mala City, Quetzaltenango, 
Mazatenango, and Jutiapa, 
plus 23 at INDAPS/Quirigua. 

evaluated and updated according to WHO 
guideliness and coordinated with 
National Health Plan.-Auxiliaries get 
10 hrs. of classroom instruction on 
ORT, community practicum including 
one-on-one training of mothers, 
including value of ORT and suero casero, 
how to prepared and administer both, 
signs of dehydration for referral. 



Entitv 


Hospital Nacional 

de Huetenango 


MSPAS/UNICEF/San 

Carlos University/ 

INCAP/IGSS/Hospital 

Roosevelt 


Universidad Francisco 

Marroquin Medical 

School/MSPAS 


Activities 


Hospital-level ORT under direction of Dr. 

Jose Maria Reyna Barrios, Chief of Dept. 

of Pediatrics. Development of norms. 

Seminars in Huehuetenango, Totonicapan, 

San Marcos. Training of physicians, 

nurses, and other health personnel from 

surrounding areas. Failure in other hosp-

itals attributed to lack of training and 

adequate personnel; inadequate super-

vision and evaluation, management of clin-

ical documentation, stock maintenance; 

non-functioning referral system; and
 
prohibition of mothers from participation.
 
Revival of activity will require new
 
seminars, attention. Huehuetenango
 
activity ongoing. Clinic forms developed,
 
several scientific publications.
 
Programa Coordinacion Interinstitucional 

y Extension de Cobertura, Area Guatemala 

Sur, begun early 1985. Marginal urban 

area. Population-based census, household 

visits, MCH focus (ORT, EPI, ARI, growth 

monitoring, perinatal), training of 

health staff in channelling model and
 
associated medical students. Packets
 
supplied by UNICEF. Referral to
 
Roosevelt Hospital for severe cases.
 
Expected reduction in reported cases but,
 
with extremely hostile environment,
 
diarrhea incidence rates likely to remain
 
high O.s cause of death and reported
 
morbidity).
 

Programa de Salud Rural, San Juan Sacate-

pequez. 3 classes have done 
to date. 

Medical students work as members of 

facility and community health team in 

integrated MCH. ORS packets prepared in 

Health Post pharmacy by auxiliary nurses, 

distributed by health promoters at low 

cost, who also instruct families in use. 

No norms but have prodhiced Manual de Oper-

aciones, CAT training modules, forms
 
(including ORT treatment form,Appendix E).
 

Magnitude
 

Over last 6 yrs. 1,600
 
patients rehydrated through
 
in-hospital ORT. Huehuetenang
 
project successful (use of
 
ORS solutions reduced by 80
94% in mild-moderate cases,
 
all IV use by 20%, 96.8%
 
efficacy). However, similar
 
efforts in hospitals in San
 
Marcos, Solola, and Totonica
pan basically failures.
 

Population includes 119,000
 
children under 5. Each promo
ter has 100 families. ORS
 
coverage target for 1986 30%.
 
Estimated packet needs
 
130,481.
 

No targets specified.
 
Personnel appear highly
 
motivated but no time to
 
assess progress.
 
Estimated client pop. 72,000
 
covered by Health Center and
 
i0 Health Posts.
 
No students have chosen a
 
public health specialty.
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Entity 
 Activities 
 Magnitude
 

Roosevelt Hospital In-hospital ORT, beginning in early 1980s. 
 No targets specified.

Policy changes: mothers on wards, OR 
 Urban marginal areas of
 
carried out in Emergency Room, mothers Guatemala City. Links to
 
instructed in use 
and given packets, Guatemala Sur Project (q.v.).

pediatric ward space provided for ORT.
 
Treatment philosophy still quite
 
conservative. Training and supervision
 
required for real impact.
 

Maryknoll Sisters 
 ORT training materials for health staff 
 Jacaltenango area.

Hospital Jacaltenango 
 in Spanish, developed by field-based
 

personnel. Use health auxiliary workers,
 
mothers as community educators.
 

Project Concern Integrated Health Services, beginning 13 
 Santiago Atitlan. Pop.35,000
 
years ago. 
 in the cabecera, four aldeas,

OR using suero casero integral part of 
 and dispersed settlements;
 
program for past 6-7 yrs., especially hospital base unit in Santia
through mothers' clubs; less success with 
 go, 2 nutrition centers, and
 
promoters. Presently active demand and 
 2 satellite clinics, 13 MCH

high levels of suero casero use. Norms 
 promoters, 3 mothers' clubs.

and training materials not formalized Expansion planned to 
other
 
but basically follow Jacaltenango 
 lake towns, possible PHC

materials. Local radio station broadcasts training center; high demand
 
frequent messages in Tzutuil on import-
 for services.
 
ance of ORT, inter alia.
 

Catholic Relief 
 Centro de Salud de la Comunidad, Colonia One clinic only. Urban
Services (CRS)/San Milagro, Guatemala City. 
 marginal area.

Carlos University 
 Private health center supported by CRS and
 

staffed by a physician and medical stu
dents from San Carlos. Center has been
 
training mothers and distriuting ORS
 
packets supplied by APROFAM for past year.
 
Acceptance good but packet supply shrink
ing (requirements 500/mo., 100 for the
 
CRS Center and 400 for 11 other clinics
 
operated by USAC). CRS purchasing drum
 
mixer, scales, sealer, based on El
 
Progreso (nee SINAPS) model, to manufac
ture 
3,000 bags (to make 250 ml quantity)
 
per day, with a3sistance from Progreso
 
staff.
 

Labora~orio de Pharmaceutical production facility, 
 Presently limited to about
Produccion de Medica-
 School of Pharmacy, San Carlos University. 12 liquid preparations.

mentos (LAPROMED) 
 Incipient ORS production, which will be 
 Capable of expansion.
 

recommended as an option for public
 
sector ORS production. Has space,
 
quality control lab, some staff.
 

Quifarma, S.A. Pharmaceutical production (private 
 Limited capacity because
 
sector), 
 filling manual but has

Produces Glucosoral, ORS packet, for 
 produced as many as 100,000

sale in pharmacies at QO.60 each. 
 packets in 1 run for gov't.
 

Alimentos S.A. 
 ORS production. Producer/distributor of 
 Ample potential plant
 
food products, including Incaparina. capacity.

Incipient producer of WHO-compatible
 

ORS for private and public(?) sectcrs. 
 4
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II. ANALYSIS OF CONSTRAINTS
 

The purpose of this section is to 
summarize the constraints to
 
nationwide, effective use of 
ORT in Guatemala that have been identified
 
in the Study Team Analyses (Logistics, Sociocultural, Economic, Technical,

and Institutional). The analysis includes 
a parallel identification of
 
offsetting or facilitating factors as well as, 
briefly, suggestions on
 
how a national ORT project could address these constraints. The categories

used for the listing follow the PRITECH Manual for the Assessment and
 
Planning of National ORT Programs, with some additions that respond to
 
AID PID and PP sections.
 

A. Policies, Laws, and Regulations
 

1. Production of medicines is allowed by If 
this option adopted, obtaining

Guatemalan law unly in authorized plants. license would have to be a
 
If Alimentos, S.A., were to produce ORS, 
 Condition Precedent.
 
they would need to obtain a special
 
license that would legally authorize
 
production of a medicinal product in a
 
food-production facility.
 

2. According to the rules of the MSPAS 
 Reclassification as an Over-the-

Division of Drug Control, ORS packets 
 Counter (OTC) product which can be
 
are considered a drug to be sold only 
 sold in stores would be essential
 
in pharmacies. 
 if the desired population coverage
 

is to be achieved. Responsible
 
officials in the MOH have indicated
 
that they would be willing to make
 
this regulatory adjustment.
 

B. Priorities and Strategies
 

Because of the regional requirements for each isthmian country to develop

project profiles, plans, strategies, and projects to leverage Child Survival

funds, Guatemala is well equipped with such documentation. Each countries will
 
present the documentation it has prepared at a subregional meeting in Antigua

Guatemala at 
the end of January for review and approval. ORT has been
 
assigned high priority.
 

1. However, it will be essential to Naming of 
a National Coordinator for
 
assure that, in a preoccupation with ORT as counterpart for the ORT Project

integration, ORT does not become the 
 Manager should balance the integration/
 
poor relation of Immunization and Acute verticality equation.
 
Respiratory Infections.
 

2. Despite stated policy, de facto 
 This is a chronic problem, for which the
 
emphasis is on curative 
care based on channelling emphasis may be one antidote.
 
spontaneous demand, to 
the detriment Correction of this orientation is a long
of systematic, programmed promotion and 
 term process and each PHC intervention may

preventive care. 
 be considered as contributing to an
 

incremental improvement.
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C. Economic and Financial Constraints
 

I. It is unrealistic, given both history It is ant.cipated that a substantial
 
and current pressures, to anticipate any portion of a national ORT project will
 
significant increments or redirection of be grant-funded. A certain portion of
 
government revenues into the health sector project costs will be marginal, i.e.,
 
which, during the 1976-1985 period, cap- additional to planned expenditures
 
tured an average of 7.7% of the national under the Immunization/Child Survival
 
budget for MOH programs and has showed a (I/CS) Project. The major element of
 
steady decline since 1981. Furthermore, project cost would be ORS acquisition.
 
MCH, in fact PHC in general, have not Cost of main equipment for LAPROMED
 
done well budgetarily. Of budgetary facility may well be assumed by UNICEF.
 
allocations since 1981, MCH were assigned Major, non-marginal recurring cost will
 
only 16.5%. The hospital subsector be for ORS purchase but some offset will
 
consumes very large proportions of depart- increasingly be produced by purchase in
 
mental budgets and very small proportions the private sector, use of sueros caseros,
 
remain for the Health Post level and and decreased hospital costs through ORT
 
general outreach activities, substitution for IV therapy.
 

2. There is evidence that the level of There is also evidence that people are
 
poverty in Guatemala is increasing, which willing to pay for ORS in several
 
would diminish both capacity and disposi- different presentations. While level of
 
tion to pay. current demand is too low to support much
 

(if any) of a price tag for ORS through
 
the public sector, as experience with ORT
 
and demand grow, demand may become more
 
inelastic (less sensitive to price changes
 
even for the poor.
 

3. Returns to the pharmacy from the sale This'is a case where social marketing
 
of ORS as compared to competing products approaches, mass communication, and entry
 
are low. Prices and markups to the into the market by a private-sector
 
pharmacy are set by the government, and large-volume producer may, together,
 
low-priced items like oRS do not yield generate a variety of other incentives.
 
significant returns to the store unless Training and promotion through pharmacy
 
they can be sold in large volumes. In schools and courses and through associa
addition, pharmaceutical manufacturers tions of producers and distributors can
 
often offer cash incentives to the pharm- also contribute other motivations.
 
acy for selling more expensive products. Availability of a fancier ORS presentation
 

can also permit cross-price subsidy which
 
pharmacists can be educated to understand.
 

4. Local manufacturers must presently buy If local production is to be encouraged
 
dollars for importing from the parallel in the private sector, it will be crucial
 
market at a rate of about Q3.50:US$1.00 for potential producers to be able to
 
and are not allowed to adjust the prices negotiate a price structure for ORS with
 
of their products accordingly. the Ministry of Economy. If it is Ali

mentos that is going to produce for the
 
public sector (instead of LAPROMED), then
 
a price structure could be negotiated that
 
would permit differential pricing to
 
achieve cross-price subsidization, i.e, a
 
higher price in the private market to
 
subsidize a lower price for the public
 
sector to distribute to its clients.
 
Such negotiation could constitute a
 
Condition Precedent, depending on the
 
configuration of the national ORT project.
 

http:Q3.50:US$1.00
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5. Financial centralization makes admin-
 This will affect the logistics of a
istrative agility at the 
local level almost national ORT program negatively. Some
impossible. Lack of organization and coordi- rectification of these procedures could
nation between the depts. of Accounting and 
 be included in project technical assist-
Audit of the DGSS and the Controller 
 ance under the responsibility of the

(Contraloria de Cuentas) means 
that there project logistician.
 
are no standard, reliable mechanisms which
 
would facilitate paperwork related to
 
funding. Mechanisms for transfers of funds
 
are cumbersome and inefficient and pur
chase and payment orders may be rejected
 
and correspondingly delayed. There is also
 
lack of adequate training in management of
 
accounting and inventory procedures at the
 
Health Center level.
 

6. Some analysts feel that the lack of 
 The Study Team did not encounter this
financial incentives for health promoters 
 phenomenon and feels that promoter salaries

constitutes 
a limit on their commitment 
 is a large and knotty issue which should
and-quality of work and contributes to 
 be begged at this point. Per diems and
rising dropout rates. If this is the case, transport being provided under the I/CS
it could affect a national ORT project, 
 project will serve As incentives for outin fact all Child Survival activities, reach personnel doing both EPI and ORT;
negatively, 
 new staff should be similarly motivated.
 

7. Many health facilities are in 
 Provision should be made in a national

severely deteriorated condition and lack 
 ORT project for ORUs in hospitals and
adequate equipment, supplies, gasoline, 
 Health Centers and the necessary equipmedicines, etc. Most health facilities 
 ment provided for all levels. Equipment
lack space for on-site ORT, as well as 
 should be standardized in accordance with
the necessary standardized equipment 
 national norms and prescriptions for ORT
for preparation and administration of ORT. 
 preparation and administration (container,
 

measures, cup and spoon, etc.).
 

D. Sociocultural Constraints
 

1. Because of pas, negative experiences, 
 However, some areas and communities are
 many potential client populations are 
 more closed than others, and the extent
skeptical of yet another outside inter-
 of this constraint must be determined on a
vention that promises improvements, case-by-case basis. A good mass communica
tion strategy and appropriate PSR and CAT
 
training should do a lot to offset this;
 
it is poor modern health services that are
 
unappealing, not modern health per se.
 

2. Many indigenous communities are Trained personnel with the ability and
monolingual in one of the Mayan languages, experience to design and implement approbut there appears to have been little 
 priate ORT messages and educational materattempt on the part of the MOH to 
 ial in Spanish and the 4 major indigenous
assign the appropriate bilingual person-
 languages are available in Guatemala.
nel to health facilities in these areas. 
 The development and upgrading of PSRs
The result has been lower use of health 
 CAs can offset this someant. The larger
services and a lack of communication 
 policy issue of personnel assignment is
between village residents and outsiders, 
 chronic and might be only marginally
 
adjusted by a national ORT program. Still,
 
the point should continue to be made,
 
since it will continue to affect the
 
utilization of services and, consequently,
 
the chances for improved Child Survival.
 

4Xc
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3. There are differences in the ways in 

which heavily indigenous communities and 

ladino communities deal with health 

issues. 


4. There is a generalized lack of 

awareness of the consequences of 

diarrheal dehydration and there is a 

technical and behavioral problem inherent 

in the fact that ORS does not cure 

diarrhea. If ORS is promoted as an anti-

diarrheal agent, there is a danger that 

mothers may be disappointed because it 

does not reduce stool volume or shorten 

the duration of diarrhea, 


However, a fairly large body of research
 
indicates that these differences are
 
decreasing rapidly with increasing popula
tion mobility and acculturation. As for
 
ORT, there are relatively minor differ
ences in diarrheal disease beliefs and
 
folk 	treatments between ladinos and
 
indigenas. This does not mean there are no
 
exceptions but, for the purposes of a
 
national ORT program, the differences do
 
not call for different intervention
 
or mass communication strategies for
 
ladinos and each ethnic group, only for
 
language adjustments. All group. (includin
 
deliverers) need to be taught a) that
 
dehydration is life-threatening and that
 
ORS prevents dehydration.
 

E. Puolic Sector Institutional Considerations
 

1. Planning and Organization
 

1.1 There are no programming norms for 

obstetrics, pediatrics, Health Centers, 

Health Posts, or hospital care. Nor are 
there norms for the major Child Survival 

content areas: growth and development, 

immunizations, disease control, acute 

respiratory infections, school health, 

mental health, dental health, nutrition 

and feeding, and evaluation of newborns, 

More 	specifically, there are no uniform 

guidelines for treatment of dehydrated 

patients, for maintenance therapy, or 

for appropriate feeding and hygienic 

practices. There is also no standardized 

recipe for preparing simple sugar/salt 

solution (suero casero) for use when the 

complete ORS preparation is not available, 

A national, comprehensive ORT program 

cannot function effectively without such 

norms and without corresponding training 

of delivery personnel. 


1.2 	 There is no formal, functioning 

referral system. This reflects a lack 

of coordination in many Health Areas 

among the different service levels, 


Norms for treatment and maintenance
 
therapy have already been developed and
 
published in Spanish by WHO/PAHO. They
 
would need little or no adaptation for use
 
by the MSPAS and the relevant private
 
sector entities.
 
Norms should be simple (easy to interpret
 
and execute); integrated (with clearly
 
stated objectives, targets, and activi
ties; have established evaluation mechan
isms; and have incorporated review by
 
local-level operational personnel.
 
Since there are effectively no Child
 
Survival norms, the ORT norms should be
 
integrated with the CS norms as these are
 
developed; however, if this process
 
appears to be one that will drag on, then
 
an official decision should be made to
 
adapt and use the WHO/PAHO norms for ORT
 
(and ARI, if this is to be coupled with
 
ORT) and not wait for all norms to be done
 

A diagnosis and referral algorithm is part
 
of treatment norms. This should be taught
 
as part of the training that should follow
 
completion of the ORT norms and integrated
 
with the ORT dimension of the health/
 
management information system.
 

2. 	 Financing (this is discussed earlier under "Economic and Financial
 
Constraints)
 

* We are aware that this conclusion diverges from the I/CS PP which emphasizes 
heterogeneity and suggests variable strategies. Our point is that there is
 
substantial homogenity in health attitudes amidst 
some 	linguistic heterogeneity.

Furthermore, resistance to vaccination is much more complex than what might be
 
anticipated for ORT; the "stickest" educational dimension will probably relate
 
to feeding practices.
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3. Management
 

3.1 Political uncertainty and almost-. 
 The recent (1984) restructuring of the
 
constant personnel changes (or the threat 
 MOH appears to be threatened once more by

of them) has produced a management style 
 the arrival of a new administration.
 
which is often timid, wavering, and yet 
 Entities like MCH and Human Resources,

rigid. Lack of explicit job descriprions which may have begun to 
get a footing once
 
does not help. Fuzziness and disorgani- more, will be particularly fragile, even
 
zation at upper levels affects function- if the restructuring affects them posi
ing at operational levels. New mechanisms 
 tively (e.g., clear assignment of respon
and approaches are adopted and existing siblities, new staff). Such changes can be
 
ones terminated, without sufficient time 
 both positive and negative and the only

to see how the older ones work or how possible posture at this point is to wait

they could be improved. Such changes also 
 and see. Strategies for the institutional
 
produce uncertainty and insecurity among 
 location of a national ORT program are
 
field staff and may bring personnel on discussed in Section III.
 
board, particularly at the eirective
 
levels in Health Centers and Hospitals,
 
who have no experience or technical
administrative expertise.
 

3.2 Little programmatic and operational 
 The Study Team and the USAID approach to
coordination among the different projects 
 exploring the possibilities for a national
 
being developed in some health areas with 
 ORT program was intentionally and explicit
the support of external donors. ly collaborative, just as the project it

self should be. The design of that program
3.3 Lack of communication and coordina-
 should be tailored to dovetail with on
tion among the dependencies which con- going, technically harmonious MCH/CS

stitute the health sector, interventions, without losing its power
 

or substantive autonomy. The discreteness
 
and power of ORT as an intervention should
 
be stressed in all forms of health educa
tion and there should be some verticality
 
as the project is launched to call atten
tion to it, but operationally it should
 
be integrated into MOH outreach actions.
 

3.4 Area Chiefs lack power to make 
 This is chronic and the necessary decen
decisions and find solutions, including tralization can probably be little
 
personnel decisions (vacations, leaves, affected by outside donors, at least in

etc.) and are often bypassed by lower 
 the short term, in the absence of a
 
levels, who transmit requests and inform- political decision at high levels.
 
ation directly to the central level. 
 However, the ORT pi ject coordinator can
 

make every effort to maintain ties with

35 Lack of coordination with other 
 Area Chiefs and at least informally

public sector institutions; decisions for 
 correct for excessive centralization.
 
such relationships are made at the central It may be 
that the role of the Area EPI
 
level without consultation with lower coordinator, to be named by the Area

levels. 
 Health Chiefs, will offset this tendency.
 

36 Personnel selection procedures are A national ORT project 
can only correct
 
ad hoc and lack proper criteria, so 
that for this in its insistence on controlling

there are shortfalls in technical and 
 the process of outside technical assist
administrative expertise. 
 ance and participating in the naming of
 

project counterparts.
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3.7 A Supervision System exists but it Supervisory activities to be carried out
 
has not become operational, primarily under the ORT project will be geared to
 
because there has been little or no follow the phased introduction of
 
orientation on norms and guidelines for channelled immunization into the 21 Health
 
supervision, its purposes, and proce- Areas. The ORT supervision norms, which
 
dures. Supervisors responsible for ORT are contained in the WHO/PAHO supervision
 
have not gotten adeqitae technical training, manuals, can be incorporated into the
 
3.8 When supervision occurs, there is 	 supervision training module for the O/CS
 
little or no feedback from the supervisory project. Both should be integrated into
 
levels to those of the supervised, and the design of the HIS/MIS system. PAHO is,
 
there is no followup on recommendations in fact, developing checklist supervision
 
that ensue from supervisory activities, guides for each administrative and service
 

level, and subsequent training in their usa
 
3.9 Supervision is, in any case, infre- The I/CS project is providing grant funds
 
quent, due to lack of financial support for per diem and travel for field level
 
from the central level (gasoline, per health service personnel. Health Post
 
diems, etc.). It is also correspondingly supervision for that project will be under
 
sporadic. 	 the direct responsibility of the Area EPI
 

Coordinator in conjunction with the dis
3.10 There are no norms for supervision 	 trict graduate nurse supervisor. The con
of 	volunteer personnel. tent of each visit will follow the PAHO
 

supervisory guide. It should be the
 
3.11 Supervisory reports are descriptive 	 responsibility of the ORT Coordinator to
 
in nature and accessible to analysis be sure that all the appropriate ORT
 
only with difficulty. They are not checkpoints are included and that the
 
now aggregated at each level so as to information gathered responds to super
be useful for monitoring and they do vision/management/monitoring needs, to
 
not lend themselves for evaluation, health statistics needs (mortality and
 
They also vary from area to area and morbidity), and logistics needs (e.g.,
 
even within areas. packet distribution and stock).
 

4. Communications
 

4.1 Lower-level MOH personnel--auxi- One-on-one, face-to-face pedagogic tech
liary nurses and TSRs--often do not know niques simply must be taught, and with
 
how to interact with local residents adequate intensity and innovativeness,
 
to successfully communicate and teach if any of the Child Survival interventions
 
ORT. The reliance on traditional are to have real effect. The home visits
 
didactic methods for MOH auxiliary and integral to the channelling approach are
 
promoter training programs, and an important step forward but they can be
 
insufficient practical, hands-on more fruitful if those who make them can
 
experience are--and will continue to relate to their client population in open
 
be--a major impediment to person-to- and constructive ways. There appears to be
 
person health education. an ample supply of actual or potential
 

outreach personnel and some good history
 
in Guatemala with community organization
 
and participation; the issue is to train
 
them well technically and practically.
 

On the other hand, as the I/CS PP points
 
out, these first-line workers traditionall
 
receive the least support from the health
 
system and are often unappreciated. A
 
national ORT project should provide
 
incentives (per diem and transport),
 
logistic and supervisory support, and
 
recognition through mass media of the
 
importance of these outreach personnel.
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4.2 There is little recuperable 
 However, there is considerable exper
experience in the MOH in mass media ience in 
the Ministry of Education with
 
approaches to health education and 
 mass media approaches, the most recent
 
the institutional experience 
 the National Non-Formal Education
 
health education has been rocky. Program. There are 
also radio stations,
 

private and government, which can-broad
cast and saturate large areas with ORT
 
messages on the benefits of and instruc
tions for use of ORT. As indicated earlier,
 
trained personnel with capacity to design
 
and implement appropriate ORT messages and
 
educational materials in Spanish and the 4
 
major indigenous languages are also avail
able. The social science faculties at the
 
4 private universities and San Carlos
 
offer pezmnnel and facilities for
 
behavioral studies; and INCAP offers a
 
variety of skills in ORT-related research,
 
social sciences, and training.
4.3 There has not been, historically, The private sector must agree a priori


coordination between the MSPAS and the 
 that the MOH has final authority on the
 
private pharmaceutical subsector, on 
 medical content of ORS/ORT messages. A
the content of mass media or pharmacy- project health education/mass media coord
level drug-related information. 
 inator could act as the link between the
 

two sectors in market research, testing,
 
media selection, message content and
 
design, and evaluation.*
 

5. Local Production of ORS
 

5.1 Budget cuts 
over the last 5 years ORT supply will have to be adequate and
 
have been felt particularly sharply in 
 assured. According to WHO, inadequate,

drug supply, so that some facilities unstable ORT supplies are 
the most
 
have no medications whatsoever or 
 important constraint to ORT program imple
have them in very limited quantities. mentation. However, there are in Guate-

This is believed to have had real 
 mala two good bases for local production,

impact on 
the level of interest among which analysis indicates is feasible and

the target populations in using MOH 
 more economical than importation of
 
facilities. As for ORS packets, early 
 finished ORS presentations. Local prod
1986 will bring the last 500,000 of uction would have to 
be a principal com
those UNICEF plans to donate to the 
 ponent of a national ORT project.
 
country, and there will be a substan
tial shortfall, especially as demand
 
builds through health education and
 
mass communications promotion. The
 
small state production labs (San Juan
 
de Dios and :GSS) have problems of high
 
prices, inadequate supply of raw
 
materials, lack of technical capacity,
 
insufficient human resources, and
 
deficient quality control.
 

* Successful ORT communications programs to date have shared some important
 
fundamental characteristics: they were 
a) marked by strong audience orientation,

b) focused on a few actionable messages, c) employed intensive promotion, and
 
d) were part of a comprehensive program.
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6. ORS Supply Management
 

6.1 There are major problems in the 
 PAHO national and regional projects to
 
major components of the MSPAS logistics improve 
the pharmaceutical subsector are
 
system: in drug selecLion and control; both essential and timely, and any ORS
 
in procurement, storage, and distribu-
 project should be coordinated with those
 
tion; in the logistics information activities, as well as with the Logistics

system; in training and education in Component of the I/CS Project. The latter
 
the management, technical, and opera-
 however, will deal primarily with cold
 
tional dimensions of drug supply; and chain improvement, which has different
 
in norms and regulations for the 
 rhythms and technical requirements than
 
proper functioning of the entire 
 the logistic needs for ORS; furthermore,
 
system. With regard to ORS, the while the 
I/CS Project will supply jeeps,

effect has been that availability has boats, and motorcycles for supervision,
 
been erratic, so that alternate 
 training, logistic, maintenance, and other
 
claims are made: a) there are not 
 related channelling activities, most at
 
enough packets; b) there is an excess. 
 the Health Area level. The larger vehicles
 

could help with distribution problems at
 
the local level but would not help solve
 
central level managerial and warehousing
 
problems. It may be that, uhile the MSPAS
 
system is being improved with PAHO assist
ance, a national ORT project should look
 
to an interim contracting arrangement with
 
a major private-sector distributor, e.g.,
 
Alimentos, S.A. The MSPAS/Drogueria
 
already has private-sector arrangements;
 
this would not be a new phenomenon.
 

7. ORS/ORT Information System
 

7.1 The MSPAS Information System is The MSPAS Information System is currently

effectively obsolete, overtaken by the 
 said to be undergoing restructuring.
 
numerous changes in administration, However, a set of revised forms* was
 
by shifts in orientation and the provided to the Study Team and it would
 
addition of new programs and projects, seem that a) there are still many forms
 
and by the corresponding exigencies of 
 and b) that the data needed for monitoring

international donors; this is exacerbated and evaluation of a national ORT program

by lack of homogeneity among the inform-
 are not going to be gathered as things now
 
ation systems of the different Health stand. A national ORT program should
 
Areas. The results has been a prolif- include explicit coordination with the
 
eration of forms, generally unaccompanied Unidad de Informatica and the PAHO tech
by training or written instructions on nicican working on the system, and include
 
how to 
fill them out, use, and forward as well adequate short-term technical
 
them, and on their utility. Despite the assistance in the development and incorp
excess of forms, their unsystematic oration of a set of basic ORS/ORT indica
nature and the inadequate technical tors 
in the MOH system, integrated with
 
expertise available for their design the AID Child Survival Reporting System.

makes the system in its totality unusable 
 * A flow chart of the restructuring is
 
and incomplete for purposes of monitor- included 
 in a set of the
 
ing and evaluation. There is virtually 
 forms to be provided to the USAID with 
no registry of community-worker activi- the submission of this report.
ties, no field-level analysis or use of ** The CSRS document, now in USAID hands 
the data gathered, and no cascade of *TeCRdountnwinUADhdsthedaak gaotheed, rlo olists
and iaer these indicators. An expanded docu
fedack fromls tothe enalandeier. ment produced for AID/W/FVA will also be
 
iatelve there loteoal e
are lev made available. It is compatible with
Finally, there are not enough trained
 

personnel to process the data gathered the WHO CDD indicators but expanded for
m n g m n u p s s
 
and elaborate the necessary reports in management purposes.
 
accessible and timely fashion.
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7.2 	 With regard to ORT, document-
 Another approach to data-gathering would
ation/registration of ORT for dehydrated 
 be to conduct periodic, short-form KAP
patients is limited or incomplete. For and mortality/morbidity surveys, based on
example, in oral rehydration units, only population-based censuses being carried
the name and age of patient, time of 
 out under channelling activities, with
starting treatment, and grade of 
 followup surveys using Cluster 
or LQAS
dehydration were recorded; duration of 
 (Lot 	Quality Assurance) Sampling. This
treatment, volume of 
ORS given, and 
 can be part of or ancillary to a sentinel
outcome are not recorded in summary 
 post 	system, if one is to 
be established

fashion, so that it is impossible to in Guatemala.
 
assess whether therapy is 
appropriate or
 
effective. At the community level, there
 
is only incomplete and sporadic reporting
 
of number of cases, packets given, or
 
referrals. The data required provide
 
no information about how or whether ORS
 
is used, but only about packets distrib
uted and number of cases; there is no
 
information asked for 
on diarrheal
 
mortality, one of the 
outcome indicators
 
for measuring effectiveness of ORS as
 
an intervention.
 

8. 	 Training of Personnel for ORT Programs

Education of the Medical, Nursing, and Pharmacy Professions*
 

8.1 	 In general, the professional staff 
 Optimal training in ORT requires hands-on,
in the departments of pediatrics and 
 first-hand experience. In other countries,
obstetrics have not received courses 
 ORT training units have been established in
in specialties. These departments do 
 major hospitals which permit health personnot have programs of continuing educa-
 nel to actively participate in treatment of
tion 	for professional and auxiliary 
 patients with diarrheal disease, to be
personnel, due to: 
a) lack of educa- instructed and supervised by trained persontional planning by hospital administra-
 nel, 	and to learn the theoretical basis of
tors; b) lack of coordination between 
 ORT and gain experience and confidence in
hospital and Health Area staff to 
 its use. The WHO CDD Programme is preparing
develop educational activities; c) 
 a comprehensive set of guidelines for
lack 	of guidelines from the central 
 establishing diarrhea training units within
level; d) lack of adequate, normed. 
 a country, to be available in 1986. These
consistent educational materials; 
 units will train physicians, health staff,
e) lack of sufficient public health 
 teaching staff of medical and nursing
education, mostly in the 
case 	of doctors, 
 schools, students of medicine, and other
Both 	lack of educational materials and 
 students (nurses, auxiliaries, technicians)
lack 	of Area-level training derive 
 in proper.diarrhea treatment, which includes
largely from lack of financial 
 ORT use. At present there are no such units
 resources. The job and educational in Guatemala, but some could be 
set up at
profiles of auxiliary personnel are 
 the hospitals in Guatemala City (San Juan de
not compatible. 
 Dios, Roosevelt, IGSS) and in other depts.
With respect to ORT, although many (e.g., Huehuetenango). After 
one unit is
physicians and other health personnel 
 established, key personnel from other
have 	attended seminars on 
ORT, few have interested hospitals can be trained there to
been trained to use ORT effectively, 
 set up their own units.
 
There are no standardized training,
 
norms, and little or no hands-on 
 The ORT Project Coordinator should also
clinical training. IV instead of ORT 
 work, using any additional short-term T.A.
is used in the hospitals where nurses 
 necessary,'with the medical schools and the
and medical students receive their 
 professional associations, to achieve conclinical training, although they 
 sensus on an ORT module, perhaps based 
on one
receive lectures on ORT. Medical 
 currently being prepared by WHO/PRITECH.
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students, in particular, are greatly in-
 5eminars on ORT should be repeated, based or
 
fluenced by teachings of clinical pro-
 the latest findings presented at ICORT II,

fessors, many of whom reject ORT 
as an perhaps under the sponsorship of the Medical
 
effective therapy. There is a lack of 
 and Pediatric Associations. It is expected

standardized medical school curriculum 
 that physicians who are promoters of ORT
 
on ORT in terms of theory, methods, and will gradually (if slowly) increase and 
can
 
practice. 
 be formed into a critical mass which would
 
In fact, a main constraint for the design 
weight the scale in favor of hospital-based

and implementation of a nationwide ORT 
 ORT programs and enhance the disposition to
 
project is the poor to almost nonexistent transfer more resources to the periphery in
 
support by physicians. There 
are a number terms of training and ORT supplies. It is
 
of public-health-oriented doctors, but 
 also reasonable to expect that a national
 
they are far outnumbered by the indif- mass communication program will generate

ferent and outright opponents.* 
 demand by clients that will motivate doctors
 

8.2 In the channelling activities, Most especially if the national ORT program
 
greater emphasis has been placed on is administratively linked to the I/CS

training workers in EPI than in ORT; 
 project, this situation would have to be
 
educational materials in ORT are sparse, redressed and it would be an ORT project

while those for EPI are plentiful. Again, mandate to do so.
 
what training has been done there has not
 
been participatory. As indicated earlier, 
 The nursing profession in general, and the
 
lower-level MOH personnel often do not 
 nursing school directors , are strong

know how to interact with local resi- proponents of ORT, which will have a posi
dents to successfully teach ORT. The tive effect on 
both graduate and auxiliary

reliance on traditional didactic methods nurses. However, those already in practice

for MOH auxiliary and PSR training and will need retraining. Once norms are
 
insufficient practical hands-on esper- standardized, training materials appropriate

ience are--and will continue to 
be--a for the level of education of the trainees
 
major impediment to person-to-person should be prepared, educational messages

health education. standardized, and training in their use
 

begun.*
 
8.3 Interaction between health facilities Lower-level MOH personel and community

and communities has been limited, except volunteers are available, in substantial
 
in Areas with special promoter programs. numbers in some areas, who will be partici-

In general, health facility staff has pating in channelling activities and can be
 
been resistant to carrying on educa- taught about ORT.
 
tion2 activities in general, have not
 
typically been interested in generating
 
their own educational materials in the
 
absence of those from the central level,
 
are not motivated by hospital directors
 
to do so or given incentives. Low utili
zation rates and the community perspec
tive on facilities as resources for
 
illness/curing contribute further to
 
the lack of contact.
 

8.4 Although many pharmacies stock ORS
 
or OR solutions, they do not generally
 
promote the sale of these products.
 
They
 
* According to the Executive Board of 
the Pediatric Association, Guatemalan
 
physicians generally have resisted using ORT in 
their private practices for
 
two reasons: i) they lack first-hand experience with and confidence in ORT and
 
are, therefore, reluctant to use it to treat 
their private patients; 2) they
 
are not able to charge as much for ORT as for IV therapy, so there is no
 
economic incentive to make the substitution.
 



8.4 Although many pharmacies stock ORS 

or OR solutions, they do not generally 

promote the sale of these products. They 

do, however, promote the sale of anti-

biotics and antidiarrheal agents; the 

markup on these drugs is greater than 

that for ORS, and the pharmaceutical 

companies often provide "push money" 

(i.e., a bonus) for the volume of drugs

sold. Thus, there is little or no econ-

omic incentive. In Guatemala, ORT is a 

relatively new concept, which has 
only

recently been introduced into the curric-

ulum of the School of Pharmacy. Thus, 

another reason for resistance of pharm-

acists to ORS promotion and sales is 

their lack of knowledge ai.d understanding 

of the value and proper use of ORS. 


D. Private Sector Institutions
 

1. The major difficulty in dealing 

with the private sector is its varia-

bility and fragmentation. This is 

particularly problematic with regard 

to the PVO subsector, integrating 

it int'o the project, and assuring that 

national norms, once elaborated, are 

not violated in that subsector. 


2. The principal potential private 

sector producer of ORS has major issues 

to 
resolve with the Ministry of Finance 

before being able and, 
more importantly, 

willing to produce.
 

To promote 
sales of ORS, it is essential
 
that pharmacists and vendors be 
educated
 
about the proper treatment of childhood
 
diarrheal illness. Specifically, the
 
scientific basis for not 
treating all
 
diarrheal disease with antibiotics, anti
diarrheal agents, and potentially harmful
 
agents (e.g., opium-like drugs, steroids,
 
and neomycin) should be stressed. At the
 
same 
time, they should be educated about the
 
importance of and indications for ORS use.
 
Also, since mothers may seek medicine for
 
their children with diarrhea directly from
 
pharmacies (bypassing health care 
facilities
 
and physicians), pharmacists must know how
 
to 
instruct mothers in proper preparation
 
and administration of ORS. Educational and
 
advertising material should be supplied to
 
pharmacists for their own use 
and for
 
distribution to mothers.
 
It is expected that the mass media campaign

will stimulate demand for ORS that will
 
generate pressures on pharmacists. It is
 
also possible to contemplate discussion with
 
Alimentos, S.A. (if that option is selected)

about some volume bonus arrangement for
 
vendors as 
part of their campaign.
 
If LAPROMED is part of the project, orienta
tion in ORT should be promoted. Similarly,

if COCIF channels are used for distribution,
 
then this large Union of Pharmacy Owners
 
can be integrated into the project for
 
training and motivational purposes, an
 
activity in which they appear 
to want to
 
participate.
 

The national ORT coordinator should have as
 
part of his/her role integration with the
 
private sector in general. PVOs can be
 
accessed, perhaps for 
some combined training
 
activities and certainly for distribution,
 
through umbrella organizations such as
 
ASECSA and ASINDES. Their clients will also
 
be motivated by the mass media campaign and
 
will express demand. Since a number of PVOs
 
promote sueros caseros, they should be
 
approached in a participatory way as the
 
norm for the "national recipe" is developed.
 
Some PVOs (e.g., Jacaltenango) have developec
 
innovative and culturally appropriate

training materials which could be integrated
 
into those generated under the ORT project.
 

As indicated earlier, this issue max, require
 
a Condition Precedent which would facilitate
 
negotiations between Alimentos, S.A., 
and
 
the Ministry of Finance.
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3. There appears to be more interest in A national ORT project cannot control
 
the private sector in producing ORS and the number of producers who wish to
 
distributing it than in distributing it 
 enter the ORS market. However, the
 
alone (e.g., COCIF, IPROFASA, and local- project can and should provide its
 
level PVOs (e.g., CRS, ASECSA). resources only to that or those entities
 

which can produce most economically
 
and reliably for the public sector, and
 
encourage the distributor with the
 
greatest coverage. Markup arrangements
 
with other distributors should also be
 
discussed, e.g., COCIF could be sold
 
ORS at the same price or a slightly
 
higher price than that given the MSPAS
 
for sale through its member pharmacies.
 



II. STRATEGIC OPTIONS
 

A. General Options for a National ORT Program
 

In the planning of a national ORT program, there 
are some fundamental
decisions to be made about 
 strategy alternatives. As part of the strategy

and planning procedures undertaken by the ORT Study Team, the following

strategic optionc. drawn from the PRITECH Manual for the Assessment and
Planning of 7dtional CT Programs, were explored and the following

conclusions reached. They are presented below, with a brief rationale for
 
their selection.
 

Strategy Options Conclusion 
 Rationale
 

To promote ORT alone or To promote ORT within a frame-
 The model for the Central
ORT within a framework work of Child Survival and American region and for
 
of Child Survival and 
 other CDD strategies. However, 
Guatemala is an integrated
other CDD strategies some elements of the project 
 Child Survival/MCH model.
 

to be proposed are vertical: The existence of channelling

the mass media campaign will activities and the I/CS

stress ORT alone at the outset, project, as well as poor

and production will be out- experience with vertical
 
side the traditional public projects (SCISN), made an
 
sector. 
 integrated approach obvious.
 

To encourage the use of 
 To adopt a mixed strategy, but in phased fashion:

packets only, home- 1. Packets only, while norms 
for home treatment and a
based solutions only, 
 "national recipe" are being developed on the basis of
or a mix of both anthropological research and clinical reference. Messages


will emphasize correct packet use and appropriate
 
feeding.
 

2. Education and mass communications components will add
 
medically- and culturally-sound messages on use of home
 
solutions.
 

3. The final phase will be a combined strategy of
 
correcly-normed home solutions and packets, plus appro
priate feeding as the first line of defense against

diarrheal disease and severe dehydration.
 

WHO policy is: ORS packets with a WHO-compatible formula
tion for children with diarrhea and dehydration; and home
made solutions or increased food and fluid intake for
children with diarrhea but without dehydration. However,

families should be taught how to 
use homemade solutions Zor
 
dehydrated children if availability of ORS cannot be

guaranteed at all times, or if 
access to health services is
 
impossible.
 

To provide ORT through Multiple delivery systems. 
 Given that public sector
the MOH delivery system 
 delivery systems are presonly or through multiple 
 encly weak and limited in
delivery systems 
 their reach, the best strat
egy for Guatemala is the use
 
of both private and public
 
sector delivery systems.
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To encourage local To use a mix of both, but in Because Guatemala responds tc
 
production, imports, or phased fashion (use up exist- the combined criteria of:
 
a mix of both ing UNICEF packets; then switch sufficient volume of poten

to local quasi-public-sector tial demand, existing local
 
production (LAPROMED, with production, and established
 
UNICEF-donated machiney) and pharmaceutical industry.
 
MOH and, possibly, temporary
 
use of Alimentos, S.A., help
 
with distribution; with pri
vate sector (Alimentos, S.A.?)
 
producing and distributing for
 
that sector.
 

To foster the use of WHO of WHO form-
To foster the use A number of formulations are
 
formulations only, or ulations and other effective safe and effective, and both
 
WHO plus others OR solutions, including a formulations now being pro

"national recipe" for home-
 posed for national-level
 
made solutions production are either WHO
 

formulation or equivalent

(e.g., substitute locally
produced sucrose for imported
 
glucose).
 

To declare ORS an To encourage norms for ORS Maximum availability is more
 
ethical, over-the- which are distributed as an likely when ORS is not
 
counter (OTC, or food OTC product available in both restricted to distribution
 
product pharmacies and stores. It is through MOH facilities or
 

understood that such avail- pharmacies. The item can
 
ability will be accompanied still be described as a
 
by a strong mass media and "medicine," to capture those
 
health education component who are attracted by the
 
which will provide good technical lustre of the
 
information to families on pharmacy.
 
the proper preparation and
 
administration of ORS.
 

To distribute free To distribute packets free, to encourage demand. Since
 
packets or to provide supply of packets will continue to be uneven for a while,
 
subsidized, controlled, many families, especially those for whom access to health
 
or market pricing sertices is restricted, will have to depend on homemade
 

solutions, for which the mass media campaign will
 
disseminate a medically-sound, practical "national recipe."

Project should foster negotiation between GOG and private
sector producer for public-sector use (Alimentos, S.A.) if
 
that option is selected. Otherwise, neither MOH nor this
 
project will set prices in the private sector; the market
 
will set the price.
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To legislate one kind of To actively support quasi- Experience indicates that a 
packaging and a single public-sector (LAPROMD) policy allowing a variety 0: 
product, or allow 
multiple packaging 

production of one product 
with one presentation for 

ORS brands may be more like!, 
than generic ORS to appeal 

and products public sector use. If it to different target groups, 
is Alimentos which is to yield higher sales, and 
produce for the public ultimately result in more 
sector in lieu of or in widespread use. This is 
addition to LAPROMED, the contingent on ability of 
presentation should be the commercial distributors to 
same; Alimentos can produce meet the approved formula
a fancier presentation for tion(s) requirements. 
sale in the private market 
at a higher price which 
will permit cross-price 
subsidy. Beyond this, the 
project will not attempt 
to exert control on multi
plicity of presentations. 

To seek medical society To seek both. A main constraint for ORT 
and non-government program implementation is 
support or to rely only the poor to almost non
on the public sector existert support by physi

cians. 
Public sector coverage is 
presently too low for that 
sector alone to be able to 
provide nationwide, effective 
coverage with ORT. At the 
same time, the public sector 
is the largest single entity 
providing care to the 
highest-risk populations. 
The channelling approach now 
being expanded from pilot 
status offers a good oppor
tunity for extension of 
higher-quality health 
coverage through the public 
sector. 
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B. The Institutional Location 	for a National ORT Program
 

A major question posed by the USAID to the Study Team was: where would be
 
the most effective institutional location for a national ORT project,
 
given t'he determination that such a project would be appropriately located
 
in the public sector?
 

As in the case of the general strategic options, the Study Team went
 
through a similar exercise with regard to institutional location. The
 
alternatives examined follow:
 

Option 	 Advantages Disadvantages
 

1. Sistemas - Established peronnel, method- - Not a nationwide project; limited
 
Comunitarios ology, logistics, training in to Totonicapan, San Marcos, Solola
 
Project place so that no need to start - Channelling activities already
 
(SCISN) 	 from scratch under way in a larger number of
 

- Located in heavily indi- departments (Escuintla, Santa Rosa,
 
genous areas, so that some Sacatepequez, Jutiapa, Chiquimula,
 
understanding of indigenous KAP Jalapa, El Progreso, Zacapa) which,
 
and institutional interaction in general and particularly in the
 
already achieved Oriente, provide a monolingual base
 
- Located in priority target for development of IE&C activities
 
areas, according to National - Has been much criticized, with some
 
Health and Child Survival justification, for being a "Proyecto
 
Plans Especifico": vertical, marginated,
 
- Will be encompassed in and never integrated into the MOH
 
channelling areas, so that 	 PHC system nor contributing to its
 
would facilitate joint devel- strengthening
 
opment of training, super- - Project recently restructured,
 
vision, materials simplified, reoriented toward
 
- 68 persons from SCISN will emphasis on environmental sanitatioti
 
be kept on staff, as CP to (originally 3 components: environ-

I/CS Project, assuring mental sanitation, primary care
 
availability of human re- [including ORT], and support systems)
 
sources with some special
 
preparation and 	motivation
 
- Some ORT demand already
 
- Good community participation
 

2.Atencion a - Division mandated as the - Newly reconstituted after several
 
las Personas normative entity for the MOH years of effective decimation
 
(DGSS)/Depto. for MCH - Corollarily, still at low levels of
 
de Salud - Worldwide, frequently the leadership and productivity
 
Materno location for ORT programs - Effectively excluded from the I/CS
 
Infantil y - Content area most closely Project, particularly germane if the
 
Familiar corresponds to that of ORT Project is written as an amend-


Child Survival 	 ment to that Project
 
- Leadership is in political transi
tion
 

3. Comision - Existing, multidisciplinary, - Not an implementing body
 
Nacional de multisectoral body which has - Largely predicated on volunteerism
 
Supervivencia produced a national Plan for and its permanence is in question,
 
Infantil 	 Child Survival through, in part, except perhaps for ad hoc purposes
 

formation of substantive work- - Relatively new
 
ing groups, including one on - Leadership politically susceptible
 
CDD
 

(9t 
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Option Advantages Disadvantages 

4. Division de 
Vigilancia y 
Control de 
Enfermedades 
(DGSS) 

- Largest actual and projected 
geographic area covered by any 
project (LOP=all depts.except 
for Guatemala, in phases) 
- Channelling model and activi-
ties already being implemented
with varying intensity, large-
ly corresponding to the time 
project has been in place in 
a given dent. 
- Receiving substantial PAHO 

- Addition of ORT will have to be 
carefully time to complement/ 
supplement ongoing activities in all 
management subsystems, especially 
logistics and information systems 
- Inclusion of ORT is not a simple
logistical add-on, since timing (e.g
seasonality) is different and basic 
need is for uninterrupted supply and 
constant referral access, rather tha 
periodicity associated with immuniza 

technical assistance which is tion 
working well, together with 
limited assistance from INCAP 
- Strong leadership in MOH, 
with some apparent political 

- Requires attention to additional 
cohort (ages 3-5) which has, however 
relatively less incidence of diarrhe 
disease with dehydration than lower 

capacity for survival 
- Initial indications of 
positive impact 
- Acquiring new personnel with 
management, coordination, and 
technical responsibilities, 
plus additional short-term 
technical assistance 

age groups 
- Division already responsible for 
large new project and staffing and 
T.A. projected appears insufficient 
- Management information system wouli 
need redefinition and expansion, 
particularly in terms of assessing 
household-level KAP 

5. New ORT 
Project 
Committee 
with 
"National 
ORT Project 

- Appointment of national ORT 
Project Coordinator would call 
attention to importance of ORT 
(and CDD) as a focal health 
intervention 
- An initial phase with some 

- Runs risk of appearing to be 
another vertical program unles. 
explicitly integrated and counter
parted in EPI or MCH, and with 
CDD committee working group of Child 
Survival Commission 

Coordinator" "vertical" aspects would 
enhance speed and vigor of 
launch 
- Coordination of a project with 
public and private sector dimen
sions and requirements for 
other-donor collaboration at a 
fine level of detail would be 
much facilitated 

C. Preferred Optio. and Rationale
 

The option that appears to make the most sense to 
the Study Team is a
combination of Options 4 and 5 above, that is, the appointment of 
a national

ORT Project Coordinator, with the necessary additional staff and associated
 
short-term assistance, within the Division de Vigilancia y Control de
Enfermedades. This would permit integration with the I/CS project and

channelling activities, at the same 
time it would permit the project the
 
autonomy it requires for distinction as an important Child Survival inter
vention in its own right and the independence required for more agile

implementation. 
 An ORT project has requirements that do not coincide with

those of an immunization project (ORS production, ongoing supply, coordina
tion with the private sector for mass communication and marketing, household

level information on KAP, as 
the most important examples). The I/CS Project,
at the same time, is predicated on a promising health delivery model and is

politically strong, with vigorous leadership.
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IV. RECOMMENDED PROJECT ALTERNATIVE
 

A. Goal
 

The goal of a national ORT project in Guatemala is to reduce
 
infant/child mortality and morbidity due to or correlated with diarrheal
 
disease. The infant mortality rate in Guatemala in 1984 was 79.82 per
 
1,000 live births and there are indications that this reflects under
reporting. The neonatal mortality rate 
in 1983 was 20.3 per 1,000 live
 
births; mortality in children between one and four years was 15.5 per
 
1,000 children in those cohorts, with extreme fluctuations among
 
departments. Of all deaths in Guatemala in 1983, 43.6 percent occurred
 
in children under five, who constitute only 15.6 percent of the total
 
population. Of those deaths, 75.3 percent corresponded to five
 
principal causes, in their majority preventible with available technology
 
and which accounted for the deaths of 29,380 children in that year.
 
Of the infant/child deaths reported for 1983, 8,918 were attributed
 
directly to diarrhea, a rate of 72.2 per 10,000 children 0-4 years.
 
"Infectious intestinal diseases" was the most important cause of infant
 
mortality in 1982 and the third most important cause in 1984, but the
 
difference in absolute numbers is fairly small and probably reflects 
a
 
combination of chronic reporting problems and reclassification of causes.
 

Neither urban residence nor surviving past the first year of life
 
are guarantees of protection. "Ill-defined intestinal infections" were
 
in first place in 1983 for the City of Guatemala, accounting for 16 percent
 
of all deaths. And data by age group for 1979 indicate that children under
 
one 
year and those between one and four years accounted for 33.8 and 33.3
 
percent, respectively, of all deaths ascribed to enteritis and other
 
diarrheas. In 1980, "ill-defined intestinal infection" was the principal
 
cause of death in preschool children ages one to four. Making some crude
 
comparisons among the data, it would appear that diarrheal disease accounts
 
for -- at a minimum -- one-quarter of all deaths that can be attributed 
to one out of tosefive essentially preventible disease categories. 
 Because
 
of underreporting and the complexity of ascribing death to diarrhea, and
 
because diarrhea is so often an exacerbating factor in other major causes
 
of death, e.g., measleF, the proportion of infant and child deaths due to
 
diarrhea is probably well understated.
 

Diarrheal disease are also an important cause of morbidity. Studies
 
in Guatemala have shown averages of between seven and ten episodes per child
 
per year in rural areas. The deleterious effects of diarrheal episodes

derive not only from their incidence but from their duration. Studies of
 
children 0-4 in Guatemala show that 46 percent of diarrheal illnesses last
 
more than seven days. The impact of both frequency and duration of
 
diarrhe:L episodes on nutritional status has been clearly demonstrated in
 
different settings; it is exacerbated by abstinence from feeding
 
(including breastfeeding), appetite loss, and malabsorption, among other
 
sequelae and correlates. To complete the vicious circle, children who 
are
 
undernourished are predisposed to more severe and sometimes more 
frequent
 
episodes of diarrhea and, ultimately, to diarrhea mortality.
 

Achievement of the project goal will be measured by a reduction of
 
two-thirds in the mortality rates for children under five due 
to diarrheal 
disease by the year 2000 , or to approximately 23.8 per 10,000 children 
0-4 years of age. This is a reasonable targz since data from a number of 
recent studies show decreases in number of deaths from diarrhea of from 
50-60 percent after one year of ORT program operation.
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As for morbidity, the best measure may be 
the numbers of severely
 
dehydrated patients brought to hospitals, controlled by 
the numbers who
 
had initiated fluid therapy at 
home. A reasonable decrease in 
one year is
 
from approximately 25 
percent of patients presenting severe dehyaration
 
to 3 percent, of those who had initiated ORT at home. The overall figure of
 
children presenting for any diarrhea is not a good measure, since 
it may

only reflect better reporting, better referral, and more 
consciousness at
 
the family level of the dangers of diarrhea.
 

The goals of what is intended to be a three-year project should be
 
more conservative since, particularly in urban marginal areas, the health
 
environment is extremely hostile and will not be 
substantially improved
 
over the life of this project. 
 In rural areas which are the beneficiaries
 
of potable water and latrinization, together with health education and ORT,
 
more 
dramatic decreases in infant/child mortality and morbidity might be
 
expected. 
Data from Egypt suggest that early rehydration by mothers with
 
a sugar-salt mix made at home, backed up by ORS from health care 
providers,
 
reduced preschool child mortality by 40 percent and diarrhea-specific
 
mortality by 50 percent. 
A 40 percent decrease in Guatemala would decrease
 
infant mortality from 79.8 (1984 estimate) to about 47.9 per 1,000 live
 
births. 
 A 50 percent decrease in infant mortality due to diarrheal disease
 
would bring the rate from 72.2 per 10,000 childraiO-4 years to about
 
36 per 10,000. Hospital mortality rates for children brought in for
 
diarrhea who are treated with ORT should fall 
to no more than 3 percent
 
over the life of the project, based on 
data from Haiti and Huehuetenango.
 
WIth regard to morbidity, a conservative expectation over the life of the
 
project is 
that no more than 3 percent of hospitalized children who had
 
received ORS at 
home would be severely dehydrated.
 

B. Purpose
 

The achievement of these goals is estimated 
to require a project

lifetime of a minimum of 3 years. At the end of the first full year of
 
project implementation, ORT coverage (defined here as 
- to access +
 
utilization) will be increased 
to 30 percent, from a present estimated
 
coverage of 5 percent. 
 By the end of the second project year, coverage

will increase to 60 percent. And, by the end of 
the third full year of
 
project implementationto a total coverage of the 
under-five population
 
of 80 percent.
 

C. Expected Achievements and Accomplishments
 

By the 
end of the proposed project, the following should have been
 
achieved:
 

1. A national program will have been established which will
 
promote, consolidate and coordinate, and implement concepts and technology

related to Oral Rehydration Therapy within Guatemala's national health
 
system.
 

2. Availability of ORS technology will be 
greatly extended and
 
the reliability of 
its supply assured through a combination of support
 
for quasi-public-sector production, encouragement for marketing of 
ORS
 
in the private sector, and strengthening of public-sector distribution
 
capacity.
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3. There will be standardized norms 
for treatment and maintenance
 
therapy, as well as for a "national recipe" for a homemade ORS solution
 
which, together with appropriate feeding, will provide the first line of
 
defense against diarrheal dehydration and unavailability of packets.
 

4. All relevant health service providers, at all levels of the
 
delivery pyramid, will be trained in 
the new standardized norms and in
 
preparation and administration of ORT.
 

5. Through a combination of public-sector-based health education
 
and private-sector-based mass 
media approaches, families will be educated
 
about the dangers of diarrheal dehydration, the importance of ORT in
 
preventing it, the value of appropriate feeding, and how to use ORT.
 

6. 
 Informed demand for ORT will be stimulated.
 

7. 
 The project will be integrated with the channelling activity

in terms of benefitting from the logistics improvements achieved through

PAHO technical assistance and the Immunization/Child Survival Project,

similarly-produced improvements in the MSPAS Information System, and the
 
supervisory activities carried out under the I/CS Project.
 

8. 
 A critical mass of physicians will be created, supportive of ORT as 
the
 
therapy of choice except in the most severe 
cases of diarrhea and vomiting.


through a combination of mass media approaches, medical school curriculum
 
adjustments, and the establishment of 
at least one ORT hospital-based
 
training unit.
 

D. Project Rationale
 

Although one of the more economically successful countries in Central
 
America in aggregate economic terms, Guatemala has the highest infant
 
mortality in the region, and other indicators of mortality and morbidity

reflect the generally low level of health status of the country. 
 The high

rates of diarrheal diseases, particularly among infants and children,
 
represent a significant 
source of death and disability which serves to
 
limit the overall social and economic conditions of the country, at the
 
same time that these conditions increase the incidence of disease.
 

Beyond considerations of mortality, diarrhea is 
a debilitating exper
ience for the infants and children in which it most frequently occurs. Each

diarrheal episode deprives the child of much-needed nutrition. Failure to

replace this loss results in a cumulative deficiency which is then reflected
 
in poor 
rates of child growth and development and a heightened susceptibility

to all diseases. While mortality is 
a direct result of only a relatively

small percent of any given episode, frequency makes diarrhea a major

contributor to 
all mortality and all episodes of diarrhea will be ultimately

debilitating if 
this effect is not compensated for. This characteristic
 
means that the costs of diarrheal diseases are reflected not only in direct
 
mortality rates, but are 
reflected as well in categories of mortality and
 
morbidity associated with other causes. 
 The widespread chronic incidence of

diarrhea throughout much of 
the infant and child population, which may average

as much as six to ten episodes per year in children under three years of age,

makes 
this effect of great importance in assessing the potential benefits
 
from reduction of the impacts of diarrheal disease.
 

('7
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In the longer term, the incidence of dia.rrhea will only be reduced
 
by modifying the basic conditions of existence. 
 Programs of latrinization,
 
access to 
potable water supplies, waste management, and rural economic
 
development are critical elements of this process, and such efforts are
 
already being supported by the GOG, with the assistance of a number of
 
donors, including AID. However, the circularity between inadequate social
 
and economic conditions and poor levels of health is well understood, and
 
interventions at any point in that 
recursive cycle have the potential to
 
produce both direct and indirect benefits.
 

ORT is an intervention between the incidence of diarrheal disease
 
and the mortality and debilitation that it typically produces. It intervenes
 
by modifying the responses to 
diarrhea within the home and community and
 
throughout the health care delivery system in a way which has been shown
 
to 
result in lowered mortality and morbidity and reduced nutritional
 
diarrhea-associated deficiency. The companion analyses in this 
Study Team
 
effort indicate that the constrairits to wide utilization of ORT in
 
Guatemala are found on both the supply and demand side of the health
 
equation in terms of availability, accessibility, and utilization, and that
 
they are economic, institutional, logistical, educational, and sociocultural.
 

The project expression of the ORT strategy proposed here is 
a balanced,

large-scale national effort to increase the delivery of appropriately
produced ORT in the home and community. It would have two major components:

1) increasing effective demand for ORT by promoting awareness of its
 
potential benefits, and 2) enhancing supply, that is, reducing limits to
 
its widespread use 
through increased production and distribution through

both the public and private sectors. A third component -- a combination of
 
training, health education, and mass communication -- would serve as a
 
bridge from consumer to supplier and facilitate the appropriate use of ORT
 
by both client and provider. The coordination of public and private sector
 
activities directly and indirectly associated with the project will produce
 
an interaction on both the supply and demand sides which should enhance the
 
potential for project benefits.
 

There are a number of arguments which can be advanced for the
 
initiation of such a supply-demand-balancing strategy at this time in the
 
context of Guatemala's current economic and social circumstances:
 

1. 	 ORT works.
 
2. 	 It is focused on a major health problem.
 
3. 	 It is not capital-intensive and its 
technology is "appropriate."
 
4. 	 Foreign exchange requirements are low.
 
5. 	 An ORT project is consistent with other ongoing PHC strategies
 

and can be comfortably integrated with them.
 
6. 	 It is one of the major components of the worldwide Child
 

Survival Strategy and a national and international priority.
 

E. 	 Outline of the Project and How It Will Work
 

The project will have five basic components, whose phasing and
 
integration and overlap will be such that their separation here is, 
to
 
some extent, artificial, and principally serves 
the need for orderly

discussion and preliminary assessment of project costs.
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The project components are:
 

i. Institutional Capability and Coordination
 
2. ORS Production
 
3. ORS Distribution
 
4. Health Education
 
5. Marketing and Mass Communication.
 

While the details of long- and short-term technical assistance for the
 
project will be discussed below, we presently see these components as
 
being combined, in terms of managerial and technical responsibility,
 
as follows:
 

Component I and the various coordinating and collaborative dimensions
 
of that role will be the principal responsbility of a team leader who
 
should have a public health background and strong management skills. He/she

will also be responsible for the HIS/MIS, monitoring, and evaluation
 
dimensions of the project.
 

Components 2 and 3 will be the principal responsibility of a drug
 
logistics expert.
 

Components 4 and 5 will be the principal responsibility of an
 
individual with experience in Information, Education, and Communications
 
(IE&C). These are all envisioned as long-term positions.
 

2. Tasks
 

a. Institutional capability and coordination
 

We envision this set of tasks to be the responsibility of a
 
National ORT Coordinator who would be the project/team leader. He or
 
she should be counterparted in the MOH in the Division de Vigilancia at
 
an adequately high level for things 
to get done. We suggest that this
 
individual be an expatriate, who will have no political history and not
 
be politically involved or correspondingly vulnerable, would have more
 
clout with other foreign donors, could reduce the administrative burden
 
on USAID project management, and serve a more vigorous integrating role
 
than that which might be achieved by a host-country individual in the
 
same position.
 

The major tasks for this individual and this component would
 
include:
 

-Establishment of an ORT coordinating body (committee
 
or commission, depelding on MOH preference) in the MOH, located in the
 
Division de Vigilancia
 

-Coordinated planning with the Immunization/Child
 
Survival Project, PAHO, INCAP, UNICEF, particularly with regard to
 
training, supervision, and monitoring and evaluation.
 

-Coordination with faculties of medicine and national
 
hospitals for the implementation of ORT training unit(s), establishment
 
of oral rehydration treatment units in all Area hospitals, Health Centers,
 
and Hospitals, and adjustments to medical curricula.
 

-Supervise the coordination activities of the Logistics
 
Expert, particularly with regard to any discussions on price structuring

and contractual arrangements for ORS distribution.
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-Elaboration of 
treatment and maintenance norms and
 
determination of 
a "national receipt" for homemade ORT, in conjunction

with the MOH, INCAP, and any entities which have done or 
are doing research
 
on home preparations.
 

-Coordination with the Area Health Chiefs and Area
 
EPI Coordinators.
 

-Selection of candidates for short-term technical
 
assistance.
 

-Supervision of the IE&C Coordinator, with particular

attention 
.o the need for a coherent, coordinated mass media strategy,

approval of the MSPAS of the health and medical content of messages,

consistency, and integration of supervisory activities and training

materials with those of PAHO and the channelling activities.
 

-Collaboration with the I/CS management information
 
system activity, the Unidad de Informatica, PAHO, and INCAP, to select
 
indicators for monitoring and evaluation and assure that data for those
 
indicators will be periodically and reliably gathered.
 

-Coordination with PVOs in general. 
 The IE&C and
 
Logistics Experts will carry out 
their own specific coordination activities
 
in their areas of concern.
 

-Coordination with the USAID and the production of 
the
 
project documentation required.
 

-Management of the project budget.
 

b. Logistics
 

-Solicit bids/initiate purchase for 2.5 million "bridge"

packets for first project year, in open market.
 

-Coordinate with I/CS logisticians on general improvement

of MOH logistics system, in conjunction with PAHO.
 

-Contract if necessary for interim distribution arrange
ments with private sector firm (Alimentos, S.A., and any others that seem
 
feasible).
 

-Work with USAID to 
achieve final determination on
 
location of production of ORS for public sectrr use.
 

-Establish production capability at LAPROMED.
 

-Carry out packet needs assessment and compensate for
 
deficiencies in public sector, timing delivery sequence with channelling
 
sequence so that. as demand is created, packets will be there.
 

-Develop pipeline strategy and assess pipeline requirements

for whole country,not just in synchrony with channelling activities but also
 
with expected impact 
from mass media campaigns which will be nationwide.
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-Establish pipeline control methods, accounting procedures,
 
inventory control management, etc.
 

-Coordination with pharmacy subsector with regard to
 
distribution but most particularly with regard to training in that sub
sector, in conjunction with the IE&C Expert and entities like COCIF and
 
the School of Pharmacy at San Carlos.
 

c. Information, Education, and Communication
 

-Once norms are adapted from WHO/PAHO norms, work uIth
 
Human Resources Division to develop a series of training workshops focusing
 
on promulgation of norms, for personnel at all delivery levels. These
 
should include hands-on work with the preparation and administration of ORT,
 
as well as strategies for teaching mothers the same skills as well as use of
 
the "national recipe" for ORT.
 

-Coordinate with the I/CS project on development of
 
training materials, based on review and modification of existing materials
 
(UNICEF, PAHO, MOH, PVOs) for local-level application.
 

-Coordinate with I/CS and PAHO on supervision modules,
 
to be sure ORT fully included, with all the necessary data for monitoring
 
and evaluation.
 

-Collaborate with I/CS and Human Resources, as well as
 
with Area Chiefs, in developing strategy for training and retraining of
 
trainers, health staff, and community workers.
 

-Collaborate with Logistics Expert on development of
 
training materials for pharmacists.
 

-Collaborate with ORT Coordinator on development of
 
curricula and field practicums for medical students, materials for ORT
 
hospital training units.
 

-With short-term technical assistance, develop mass
 
communication and marketing strategy, together with MSPAS, private sector
 
producer-distributor, and AED Health Communications long-term advisor.
 

-Manage the mass communications sequence: formative
 
evaluation, anthropological research, message design, message testing,
 
radio launch, etc.
 

-Coordination between MOH, which will be responsible
 
for ethical and scientific content of messages, and the private-sector
 
entity responsible for the commercial side of this activity.
 

-Coordination with anthropologist working on I/CS project
 
on additional data-gathering needed for development of training materials
 
or mass communications content, and contracting with any short-term
 
technical assistance necessary.
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3. Phasing
 

Year 1. 	Work will begin in departments where SCISN project has been
 
functioning and has established groundwork, in the following order:
 
a. San Marcos. There is more bilingualism in this department,
 

which would permit developing materials and messages first in
 
Spanish, testing, and so forth, with modification subsequently
 
for various language groups.
 

b. Totonicapan, Solola
 

Second Half of Year 1, Years 2 and 3. Synchronize entry into new departments
 
with channelling (I/CS) activity.
 

Retraining in ORT can begin as soon as materials are ready, based on work in
 
San Marcos, in the channelling departments of Escuintla, Santa Rosa, El
 
Progreso, Zacapa, and Jutiapa, in a sequence to be negotiated with the I/CS
 
and PAHO managers and technicians.
 

4. Conditions Precedent
 

a. At least partial exoneration from duties on imports of raw
 
materials for production of social products, i.e., ORT, with some possible
 
difference in degree of relief for quasi-public-sector (LAPROMED) and
 
private-sector production.
 

b. Relief from or access to negotiation on price freezing,
 
which makes private-sector production of social products, at least in the
 
case of Alimentos, S.A. (Incaparina, ORT) not feasible.
 

c. Approval of members of startup ORT Task Forces on adaptation
 
of WHO treatment and maintenance norms and curricula for training.
 

d. Approval for salts to be sold in places other than
 
pharmacies as Over-the-Counter product that can be sold in stores.
 

e. A National Coordinator is named as the MOH official
 
responsible for CDD/ORT, to be counterpart to Project Coordinator.
 



TABLE 2.
 

DONORS PROVIDING SUPPORT TO THE HEALTH SECTOR 
Guatemala 1984 

(Millions of U.S. dollars) 

NSTITUTION JM OUNT PERCENT 

IDB 
CARE 
AID 
CABEI 
ACDI 
UNFPA 
UNICEF 
UNDP/PAH3 

138.4 
6.7 
5.8 
4.0 
3.3 
2.0 
0.7 
0.5 

167.9 

85.8 
4.2 
3.6 
2.5 
2.0 
1.2 
0.4 
0.3 

100.0 

Durce: PAHO, Resumen de la Siuacion del Pais: Guatemala, May 1984.
 



TABLE 2
 

% de
Centros Puestos 

Instituciones Hosp. Salud Salud. ClInicas Caman Camas
 

Ministerio de
 
35 212 577 8,506 65.5
Salud. 


2,366 18.2
IGSS 23 22 24 


Fuerzas Armadas 1 --- 45 500 3.8
 

Municipalidad de
 
13
Guatemala 


1,619 12.5
Serv. Privados 59 


45 12,991 100.0
118 234 614 


Source: MSPAS/PAHO, Resumen de la Situacion del Pais, Guatemala, May 1984.
 

NOTE: These figures do not seem to include the facilities of the
 
Secretariat of SOcial Welfare, which has 45 Centers of Social Welfare
 
throughout Guatemala, with a total of 51 doctors who produce 54
 
consultation hours daily, 5 professional nurses, and 56 nurse auxiliaries,
 
and covers approximately 10,000 children under age seven.
 

/QI
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El Progreso 34.5 24.4 72 0 72 0.7 1.0 1 0 6 0 22 1 92.9 
Sacacepaquoz 56.7 67.1 354 0 354 2.5 0.6 3 0 3 1 16 0 13.7 

ChimeIcenanSo, 34.2 38.2 .29 27 56 0.1 0.3 0 2 a 0 53 2 94.1 

Escuintla 15.0 14.2 305 196 501 1.0 0.5 a 3 9 1 31 3 12.3 

Santa Roma 21.6 13.3 211 15 226 0.9 0.6 1 1 10 1 42 3 95.6 
SololI 29.2 40.0 97 26 125 0.7 0.6 1 1 7 0 26 1 95.S 

Totonlcapdn" 20.6 25.6 120 12 132 0.5 0.1 1 1 a 0 17 o 97.1 
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Baja Verapia 11.7 14.2 81 14 95 0.6 0.2 1 1 5 0 24 0 99.1 

Alta Verapic 9.1 20.5 353 31 384 1.0 0.2 1 3 14 0 29 4 90.4 

El ratio N.D. 84.96 205 15 220 2.1. 0.5 2 3. 6 0 27 0 77.6 

Izabal 22.8 31.7 360 48 406 1.3 0.4 2 1 7 1 12 2 82.7 

Zacapa 33.8 53.7 268 32 300 2.0 0.6 1 1 a 1 22 0 68.2 

Chiqutmula 24.7 15.0 194 34 225 1.0 0.3 1 1 7 0 11 0 89.4 

Jalapa 18.7 15.0 204 26 230 1.4 0.2 1 1 S 0 7 0 90.7 

Jutapa 31.8 8.1 155 0 15S 0.5 0.2 1 0 a 1 45 0 86.1 

rpbti.a 33.8 24.0 8714 2363 L1.077 1.4 0.5 38 34 210 15 380 28 77.5 

3I:0 t~lclys agetento.. .SotIrce: Pan Nacional de .Supervivencia Infantil, Guatemal.a 1985-1989. 



TABLE 4
 

LISTA DE HOSPITALES PERTENECIENTES AL MINISTEPTO PE SALUr P,'BLICA Y ASISTENCIA SOCIAL
 

1. HOSPITAL GENERAL SAN JUAN DE DIOS.
 

2. HOSPITAL ROOSEVELT.
 
3. HOSPITAL DE SALUD MENTAL DRS. CARLOS FEDERICO MORA Y P. MOLINA. 
4. SANATORIO ANTITUBERCULOSO SAN VICENTE.
 

5. HOSPITAL DE RECUPERACION DE LISIADOS. 
6. HOSPITAL INPANTIL DE INFECTOLOIIA Y REHABILITACION. 
7. HOSPITAL NACIONAL DE AMATITLAN. 
8. HOSPITAL INTEGRADO DE EL PROGRESO. 
9. HOSPITAL INACIONAL PEDRO DE BETHANCOURT DE ANTIGUA. 

10. HOGAR DE ANCIANOS PRAY RODRIGO DE LA CRUZ. 
11. HOSPITAL INTEIRADO DE CHIMALTENANGO. 
12. HOSPITAL NACIONAL DE ESCUJINTLA. 
13. HOSPITAL NACIONAL DE TIQUISATE.
 

14. HOSPITAL NACIONAL DE CUILAPA.
 
15. HOSPITAL NACIONAL DE SOLOLA.
 
16. HOSPITAL NACIONAL DR. JOSE PELIPE FLCRES DE TOTONICAPAN.
 
17. HOSPITAL GENERAL SAN J"AN DE DIOS DE OCCIDENTE DE QUETZALTENAN3O. 
18. HOSPITAL RODOLFO ROBLES (CLINICA DEL TORAX) DE QUETZALTENANGO. 
19. HOSPITAL NACIONAL DR. JUAN J. ORTEGA DE COATEPEQUE.
 
20. HOSPITAL NACIONAL DE MAZATENANGO.
 
21. HOSPITAL NACIONAT, DE RETALWLE 1T. 
22. HOSPI'TAL rJACIONAL DE SA: MAPC')S. 
23. HOSPITAL :IACIONAL DE HlrEH"ETE[;ANO. 
2U. HOSPITAL DE SAN PEDRO NECTA.
 
25. HOSPITAL NACIONAL SANTA ELENA DE LA CRUZ DE QUICHE. 
26. HOSPITAL NACIONAL DE SALAMA BAJA VERAPAZ. 

27. HOSPITAL NACICNAL HELEN LCSSI DE LAU'#':ERUD COPAN ALTA VERAPAZ. 
28. HOSPITAL NACIONAL DE SAN BENITO PETEN.
 
29. HOSPITAL NACIINAL DE MELCHOR DE MENCOS. 
30. HOSPITAL NAClONAL !RAL. KJEL EU3ENIZ LA:T
IUERUD !ARCIA DE PUERTO BARRIOS.
 
31. HOSPITAL INPA!HTIL ELISA , ARTINEZ DE P"ERTO PARRIOS. 
32. HOSPITAL NACIONAL DE ZACAPA.
 
33. HOSPITAL NACiONAL DE CHIQ':!M[LA. 
34. HOSPITAL NACI:NAL NICOLASA C.FZ DE JALAPA. 
35. HCSPITAL NACIONAL DE JUTIAPA.
 

IJHR. '.NIDAD DE PRORAMACION. 



TABLE 4, (canrt.') 
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TABLE 4 (concluded) 

CAMAS HOSPITALARIAS 

!....F. DE SALUD "UtLICA Y ASISTENCIA SCOIAL, 

rD TI.L-. SAi, , 

HOSPITAL DE SALtF 

CENTRO DE 

DI'.S." 

ML.NAL. 

'ECUi.cI.NDE LISIADUZ. 

HOSPITAL k 

HrSPITAL 

M0S EV 'Lj.9L: 

Ii :,T- .' ,. 

HOSPITAL 

HOS P I TA L 

DE 

DF 

E 

AM*, 

T 

7 ,_. .10 

A 

HOSPITAL DE EILTP A-, 

H',SPITAL ?EDP"': B MAT OURT. 

HOSPITAL DE CE-:R 

HOPIA ....D.. .QAE'A OHO 

HOSPITAL DE CHIMALT'77Ai?.-.-.---..-..... 

HOSPITAL DE ECCUITZL.I, 

HOSPITAL DE IC!,1TF. 

HOSPITAL DE CJI _ _ 

HOSPITAL DE S0LA100 

HOSPITAL DE TOTONCAPA .
YoC PITAL DE OCC IDENTE. 

L _ N.__P_200 

50 

177 

0 

20 

2,.50 -

21 

9 

102 
304"--

HOSPITAL ODOLFO ROBLES 

HOSITAL D7 CAT: ... 
HOSPITAL DE SUCHiTE-ECVEZ.26 2 

HOSPITAL DE LU 

i1CS?4TAL BE SAA" :.! Z.?SH"-P-7A'-E---I-----

HOS PrITAL DE h T'- ,* , ]t 

.... . v , :. A, 2"-F 

HOS F TA L D) -B j 77'4AE. 

218 

170170 

1. 

8ETA6) 

. ...... ...... . 

H-
I 166 

C 2 10 

T '2 - ." ; E : U g L L I 

193 

7, 96C 
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TABLE 5
 

P.ECURSO HUMANO DEL MINISTERIO DE SALUD PUELICA Y ASISTENCIA SOCIAl 

1984 

NUMERO0 
RECURSO
 

PERSONAL
 

1. M'dicos 
 1,315
 

2. Odont6logos 
 118
 

E,P,S, 419
 

4. Enfermeras Graduadas 867
 

5. Auxiliares de Enfermeria 
 4)807
 

6. Inspectores de Saneamiento 
 303
 

7. Trabajadores Sociales 
 114
 

8. Laboratcristas Cl'nico 
 410 

9. Operador Equipo de Radiologila 146
 

10. Nutricionistas 
 24
 

11. Oficinistas de Estadistica 
 80
 

12. Quimico Bi6!ogo y Farmaceutico 18
 

13. Auxiliares en Farmacia 
 129
 

14. Otros 
 5,215 

T ¢ T AL 13,965
 

zeldeh.No incluye perscnal pcr ccntratc y pcr planilla.
 

Fuente: Unidad de Programacion.
 

(MSPAS, Memoria de Labores, Ano 1984, Guatemala, August 1985.'
 



AVAILABLE MANPOWER RESOURCES AT THE HEALTH CENTER LEVEL 

Guatemala  1985
 

Health Plysidars Nurses 
Sodal Sanitary. Auxiliary RuralArea Workers I Health HealthCeo.er 

pera Ceers t T otal ppToetre T Nurses Te chclars Porso nru ITotal Total p orC To a 
per C Total perlEsaul ntla 9 9 1.0 9 1.0El Progreso 1 0.1 9 1.07 36 4.07 1.0 7 7 0.8 712.0 - 7.9Sarta Rosa 10 - 301.1 10 - 1.0 1 0.2 10 .Sa cntep qz 1.0 47 4.7 103 .5 904 1.3 9.0.3 1.0 2Za copa 1.0 4 1.39 19 2.0 9 1.0 14 4.7 2 0.7 30 
7 9 1.3 27 3.0 3 0.3 69 

10.0Chli almula II1- 1.2 
7 1.0 7.7Jalapa 5 - 7 1.0 286 4.01.2 12 1.75 1.0 63 9.0Jutlapa 1 - 6 1.2 20,774 8 II 1.4 4.0 I 0.2.oo 7 1.0 1 30 7.6 rSolol 7 - II 1.4 le7 1.0 7 2.3 - - . L-nToter, c pa rf- 1.0 1 47 5.9

-• ,8I- 8 1I 2.4
 
- 21 . 1.0 45 6.4San arcos 14 
 16 1.I 14 1.0 -

ChlmaIte ruo - 15 I 1.110 30 56 4.0 81.0 9 0.6 1090.9 7.8Quetzal tema 1 0.6 22 2.2o 10 44 4.414 1.4 12 1.210 1.0 3 103 10.3El ul ctZ .0.3 13 1.317 27 1.8 24 
67 6.7 2 0.2 1091.6- 2 10.9
Hualuetem rgo 13 0.8 15 L.O 8717 1.3 5.8 1516 1.0
1.2 1 100 12.0Su chi top; qJz - 15 1.2 50 3.89 9 1.0 29 2.2 1279 1.0 9.8Retal huleu 1 0.3 II

Alt 6 6 1.0 1.2 36 4.0 13140 23 1.6 196 1.0 - 1.4 8l 9.0Alta Verapaz 14 1.4 11 66eaa 1.0 18 3.023 1.6 29 - 36 6.01.4 .0-Baja Verapaz 6 II 67 4.8 331.8 9 2.41.5 1 142 10.1Izabal 8 1.37 32 5.39 1.3 23 3.86 0.9 83 13.8El Paten - 9 1.36 7 1.0 7 26 3.7 12 1.7 621.0 1 0.3 U.99 1.3 28 4.0 ls 2.8 71 10.1 

TOTALS 

232 1.3+ 
 193 1.1+ 25 0.2* 189 1.1+ 769 4.2+ 206 
 1.2+ 1611 
 9.2+
 

Data rot available.

Average rumlor personrel by type-per Health Certer rot IncludIlq Totoricapier 

Sourcus: Plaris Opratlos, 1985 from Individual HealthAroas InGuatmala;5ervi clos dol Udndad do Irformadnde la DGSS "Irlraostructura doMI ristorlo do Salud Pibllca y Aslstoncla Social.* 

185 
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I 1sa I Tes Tam Tom 0 

2.8 373 2.3 

Tama 
agTa.a*Gaeaa452 I

2.289 14.1 0 -53 50 0.30.3 430 2.6
El Progreso 
 11 1.1 
 11 1.1 
 85 8.7 
 16 1.6 1 9 0.9 344 24.9 
 12 14.5'
Sacatepdques 
 28 2.1 18 1.4 11) 6.9 
 12 0.9 4 0.3 104 7.9 554.2
Chisaltenango 
 17 0.7 j16 0.6 
 95 3.7 
 21 0.8 
 2 0.1 
 315 13.1 
 Il 4.6
Erncuintla 56 1.2 35~ 0.8 223 4.9 7 0.2 13 .3 274 
 6.0 150.3
Santa. Rosa 34 1.4 33 1.4. 201 8.3 a 0.3 it 0.5 190 .9 197 8.2SoloIL 13 0.7 14' 0.8 67 4.0 '14 0.6 7 0.4 168 10.0 IS
7oconicapda 19 0.8 15 

4.9 
tx]0.7 90 
 3.9 12 
 0.5 
 6 0.3 301 13.2 165 7.2Quett~a Ienargo 76 1.8 57 1.3 300 7.0 
0 

21 0.5 
 1s 0.3 450 10.5 259 6.0
Sucbltepdquer, 31 1.1 17 0.6 130 4.5 13 0.5 11 

23 1.2 13 0.7 96 

0.4 .)a 10.3 135 4.6 JRetalhuleu 
5.0 0*i 0.8 154 8.0 44 2.3San harcos 26 0.5 23 0.4 155 2.9 24 0.4 16 0.3 410 7.1 274 5.2HUehUetCCsngo 31 0.6 23 0.5 166 3.3 28 0.6 15 0.3 382 7.7 722 14.6 

E ucd36 
 0.9 26 0.6 1.5 
 29 0.7 1s!.sJa Verapda 16 1.1 10 
0.4 4"10.8 45 1.10.7 77 
 3.2 19 .3 17 
 0.5 90 
 6.1 98
Alta. Vewapls 6.748 1.5 45 
 1.8 lo 
 .1 i 0.7 17 0.4 
 30.0 itsS.
El Patda 
 24 2.6 
 15 1.6 125 
 13.3 is 
 1.9 7 0.7 141 
 15.1 241
Izabal 25.526 1.0 38 
 1.4 3 
 6.9. 28 
 1.0 to 
 0.4 
 77 2.9 
 59 2.2
Zacapa 
 25 1.7 
 18 1.2 
 11 7.6 19 
 1.3 it 
 0. 127 8.7 201 
 13.8
ChiquimuIa 
 25 1.2 19 
 0.9 93 4.4 18 
 0.8 9 0.4 132 
 6.z 176 
 8.3
ja la F. 15 0.9 10 0.6 
 66 4.2 a 0.5 7 - -0.4. 124. 7.i 151. 9.6 

*u~p 23 0.7 15 0.5 123. 3.9 
 15 0.5 11 0.3 89 2.8 215 
 6.8

Rt .b~ a1 0 5 1 4 e 4 1.2 5.170 7.1 355 0.5 228 
 0.4 5256 
 7.3 3.730 5.1
 

B .5..mn~m
VI~' SolircL.: Hlan Nacional de Suevvni 
nat1 uatemala, 1985-1989. 
e uevieca 


natiC
 



TABLE 7
 

MSPAS HUMAN RESOURCES AT THE COMMUNITY LEVEL
 

Personal Adiestrado Numero Activos
 
Comadronas 8,000 
 6,695
 
Promotores 6,646 4,959
 
Voluntarios de Malaria 7,000 5,250
 
Total 21,546 16,904
 



TABLE 8
 

RESUMEN PRODUCCIO11 DE ACTIVIDADES POR CKA,.IDRCNA TRADICICNAL --41=4 .'. 

REFUBLICA DE GUATEMALA 1984 

ACTIVIDIDAES . NUMTRO 

j_.. __.n.--r do emb-.razadas atendidas_ _ 88,034___ 

2. Nunlro de controles a emb-razad-s 
 311,314
 

3. Promedio d.. controles por embarazada 4 

4. Ndmero d. pirtcs atendidos i 92'470 

.5.. Ndmero de 2rperas atendidas 85, 376._ _ 

SII
 

6. Nukero de controles a puerperas j 332,351
 

7. Prom.ndio dc! contrclcs a puNrparas 4
 

8. 
 Ndmero do recin nacidos atendidos 86,408 

Ndm~orc Jc...nrc!1s r'ecie;n n-.cidos 301,010 

10.t Promodic de ccntrol.s a recien na.cidos 3 

Total, "ctividnE-s re-lizadas I 1,037,145 

Fuante: Inform :rr-is de Salud. zeldeh. 
(MSPAS, Memoria de Labores, Ano 1984, Guatemala, August 1985).
 



ATENCION PRENATAL FOR FERSONAL COMUNITARIQ 

COMADRONA TRADTCIONAL ADIE.TRADA 

REPUBLICA DE GU.TEMALA 1984 

" o.COMADRO- EMB.RAZADAS TOTAL DEN,C) 0J1 7STR
 
AREA DE SA'LUD ADIES"R 4T


______________D':3 ,ACTIVAS ATEVDID' .S CONTROLES 

-£=-anrtm........ ... _5 26J.....
uate a _Nor..2 P27 2 4 

A.attn ... 184o 856 

P..ro~re.s* 8 20..3acate.pii 204 
-z ......... 83 _______
 

_ 409 .9603 4566
 
Escuintla 2+ 5647 16764
 

Santa Rosa i_ 2_77 L1489 

Soloia
 4 274 1497 j 2980 
-Toto ni pn~ 378 5265 23242 

.Quetzaltenango , 533 
 7207 27716
 

.uh peouez 285 4510 16580 

Retalhulu 158 3127 12865T 
San Marcos J 5270466 16088 

Huehuetenango 
 724 6950 26016
 

Quiche 433 7203 21607
 

-i._ __riz 17 3311 6850 
-Alta Verapaz 273 2616 6529 

Pet6n 174 281 11876
 

_Izabal 145 1508 6351
 

Zaca a 125 
 987 3812
 

ChiQuimula 222 1607 
 5827
 

Jala a 256 _224 1260
 

JutiaD. 262 5703 I 16626
 
II .J 

TTAL .. 6695 88034 311314 
, . . 716Ab, -Emor'a eFu Unl rl rr n, - Ano 1984, a oresnt-D . Guaemal- ,, 9) 



ATECION DEL PARTO FOR PERSCNAL CCMUNITARIO 

COMDRCN.Q TRDICI0NftL NDIEST.PXDA 

REPULICA DE GU.,T'k:ALA 198+ 

NoCOMADRONA'S A No. DE FARTOS 
ARA DE S2LLUD DIESTRAD.AS ACTI. 

VAS ATENDIDOS 
Guatemala Norte 211+ 1490
 
Guatemala Sur 
 124 
 4279
 

1Amatitl3n 1536
13 


Progreso 
 198 258
 
_aatep4quez 
 83 
 3200
 

Chimaltenango 
 409 935
 
Escuintla 
 324 5025
 
Santa Rosa 
 331 3115
 
Solola. 
 274 1710
 
To tonicapa'n 
 378 6083
 
Quetzal-'tenango 
 5'33 6296
 
Suchitepequez 
 285 5813
 

Re ta~ll on 58 _________ 

San Marcos 466 51+61
 
Huehuetenango 
 724 7850
 
Quiche' 
 433 61+62
 
Baja Verapaz 
 171 3238
 
A ta Verapaz 273 2598
 

Peten 
 174- 2561
 
Izabal 
 145 
 1468
 
Zacapa 125 
 752
 

Chiquimula 
 222 
 1646
 

Jalapa 256 3792
 
Jutiapa 
 262 5345
 

TOT-.L REPUBLIC A. 6695 92470
 

Fuente: MSPAS, Memoria de 
Labores, Ano 1984, Guatemala, August 1985. zeldeh.
 

http:DIESTRAD.AS


AT2NCION 4 PUIRP-RIC FOR PERSONAL CCMUNITARIO 

COMADRONA TRADICIcNA;!L ADISTRADA 

REI:UKLICA DE GUATE'M-IALA 1984 

No.DE PUERFERAS No.DE CONTROLES
AREA DE SALUD ATEDIDAS A PUERPERAS 

Guatemala Norte 510 1488 
Guatemala Sur 4279 10 9 _ 

Amatitlin 1215 3509 
Progreso 258 136 

Sacatepequez 

Chimaltenango 9085 .36642 
Escuintla 5025 21374 

Santa Rosa 262 11161 
Solola. 1579 20254 
Totonicapan 6034 24888 
Quetzaltenango 6842 32622 

Suchitepequez 4675 19103 

Retalhuleu 3124 16706 

San Marcos 5860 20921 

Huehuetenango 6770 25426 

Quiche 6462 18341 

Baja Verapaz 3242 12688 

dJta Verapaz 2572 8142 
Peten 2398 10293 

Izabal 1434 5813 
Zacapa 834 3459 
Chiquimula 1519 44+05 

Jalapa 3628 8813 
Jutiapa 5388 13542 

TOTAL REF UBLIC 85376 332351 
Fuente: - r-cc-..reas de Zacuc. zeldeh.
 

(SPAS, .Memoriade Labores, Ano 1984, Guatemala, August 1985).
 



ATaUC!U A RWC!'? !',AC!DnS P22R E9S%'AL COMUNITAR!O 

COMAD(N . TRADIC ION.,,L ADIESTR;ADA 

RMi UL.TC DG Ur En.. 1984jT 

RECIEN MCIDCS No.DE CONTROLES 
AREA DE 3ALUD T 'I'DIDrS A.R$CIEN NACIDOS 

Guatemala Norte 1026 1721 
Guatemala Sur 4285 9368 

.at itl~n i 40 

Progreso 258 136 
Sac-atepequez 
 _ -
Chimaltenango 
 9110 
 33161
 
Escuintla 
 5094 
 22120
 
Santa Rosa 
 2590 
 12440
 
Solol, 
 1622 
 -4615
 

Totonicapain 
 6093 
 24575 

Quetza.ltenango 
 6743 
 32420
 
Suchitepqquez 
 3811 
 15325
 

Retalhuleu 

3 3Lj, 16578 

San Marcos 5565 
 21882
 
Huehuetenango 
 7027 
 24635
 

Quich6 
 6462 
 12746
 

Baja Verapaz 3304 
 12256
 

,29 8464
 
Fet 'n 296 3_05 

7z-abal 
 15I92 
 5348 
Zacapa 
 768 
 3280
 
Chi"uizuia 1519 4256
 

ja:-pa 
 3791 
 8930
 
Jutiap. 5312 
 13247 

0T"..L R3U1L!C..2 86408 301010 
Fuente: Infcrr.i.'n '-.reas de Sru8. 
 zeldeh
 

(}[SPAS, Memoria de Laobres, Ano 1984, Guatemala, 1985).
 



TABLE 9
 

RESUMEN PRODUCCION DE ACTIVIDADES POR FROMOTOR RURAL DE SALUD 

REPUBLICA DE GUATE!:ALA 1981. 

ACTIVIDADES 

NU1Mio 

1. 
Ndmero de viviendas 
en control 
 161,183
 

2. 
 NU'mero de visitas a viviendas 
 309.520
 

3. Ndmero de viviendas promovidas por el PAI, 18,871 

4. Ndmero de nin-os mencres de 6 afios con hi -
dratacion oral. 


51,007
 

5. Ndmero de familias en control por planifi
caci6n familiar. 


1,632
Fuente: Informacidn !reas de Salud. 
 ze
(MSPAS, Memoria de Labores, Ano 1984, Guatemala, August 9 h " 



PRODUCCION D7 ACIVIDAD7S Pog pgOMOTrR RURALDE SALU 
AREAS D SALUD REZ3PUBLICA D GUD7T?.1ALA 1981+ 

A-REA DE SALUD PRCSCTQRS VIVENNDS No.TTAL 
CTIVCxSA T EN CONTRCL VIrIT,.s CONTROL FOR 

Q[6 ----I" E __ T. .M. _ 
Chimati 
u 

-
Sa ouez 121 667 2187 78 "
 

Chimaltenalo 
 228 
 3362 
 3904 
 17
Escuintla 

120 
 2726 
 3636
Santa Rosa 
 214 8613 5424 
 113
 

1
Sololi 

o o l4 a 
 17
a2 253 

80 6 10 61 32

9241 
 20078 


Quetzaltena:go 
14 

242 6899 
 12375Suchitepequez 
177 

36 
6036 
 10471 
 17
Retalhuleu 


72 
 302 
 10 
 50

San Marcos 
 41 
 11-
 284 
 165
 
Hue uetenan o 
 02 28 
 3640 
 47
 

Cuihul 
226 
 5970 
 0010 
 1
 

j' t:a. Ier a cz 72_ _24 80 1 2 1 3 8 

- - --
Izabal._ 

- - , e rd e b e430 A 
en3680 

1 9 33 
4517
769 

18452 

156 
4502 

)12 

66 
1 

Zaaa309 

Chiuimula 318 

9051 24675 

48789 

128 

.129 
J___alapa 

7906 9950 79 
202 li__ 04o 

TCT:,L. R7FU':; T ,. 
Fuente: Infcrma cicn r as 

1 
j e Salua, 

30152 

zee,

(MSPAS, Memoria de Labores, Ano 1984, Guatemala, August 1985).
 



TABLE 10 

AVAILA8lE YANPOWER RESOUFCES AT THE HEALTH POST LEVEL 
Guatemala - 1984
 

Tral mdAcce- Auxiliary Rural 14o. HousosHealthHealth Rural Health TraditioralHealth Numbor of
Area 3ible Nurse (AN) Techrnclars Promotors Numbor of perPosts Certers MldwIes HousesPop. Total perHF Total per HP Total per HP Total per HP 

Houses Heal lth 
per HP per AN/R11T Pr,oor 

Escul rtla 32 9 
 89 31 1.0  - 710 22.9 472El Progreso .22 15.2 1,615 
 1.615
7 82 22 1.0 M14 0.6
Sarte Rose 41 
334 15.2 202 9.2 89910 87 562
44 1.0 - 59 

Sacatepi qJez 16 3 
- 213 5.1 332 7.9 746 74693 27 14t61.7. II 0.7 225 140Za cnpa 19 9 68 

105 6.6 1,287 53619 1.0 19 92
1.0 314
Chi wjimul a II 16.5 161 8.5 6097 63 II 304 371.0 I1 I 1.0 412Jalapa 7 37.5 443 40.2 14665 733
66 7 1.0 39 
Jutlapa 44 

7 1.0 198 28.0 .264 37.7 1,7168 74 858
46 1.0 61
14 0.3
So101; 27 7 
203 . 4.4 464 10.1 77675 27 597
1.0 176
18 0.7 252 9.3
Toter capi 293 10.9 701 413n 17 8 7517 . -San Marcs - 56 14 71 69 
 1.0 I -C himaltora o 797 12.1 750 11.449 856
10 856
90 53 1.0 - 71 

Quetzal to mgo 38 
- 189 3.4 409 7.4 71310 73 31 0.8 713 215
19 0.5 260 6.8
EI Oul cli 47 17 447 11.8 1.200 92363 35 1.0 176
35 1.0 161 4.6
Huehuute r"1o 446 12.7 79359 13 64 52 1.0 397 172- -Su chltep; qjmz 23 - 8969 85 22 896171.0 
 - - 214 9.7Retal tuleu 15 285 13.0 1,523 1,5236 86 15 1.0 157- - 108 7.2 191Alta Vorapaz 29 12.7 1,482
14 1,482
35 26 1.0 - 2G6
 

BaJa Venrpaz 22 
- 277 10.7 176 6.8 654
6 65462 22 1.0 - 61- 165 7.5Izabal 171 7.0 577
14 577
7 77 12 1.0 12 771.0 203
El Patin 16 16.9 225 18.8 1.9836 81 28 1.0 - 992 117.- 247 8.8 161 5.8 
 747 
 747 
 85
 

TOTAL 
 624 185 
 612 1.0+ 161 
 0.3+ 5,800 10.7+ 6,400 
 11.8+
 

Data rot aeilable.
Aierage vuamber personrel by type per Health Post I n distrl cts for whl ch daa are available. 

Sourcus: Plaies Operatl os, .,85 for Irdividlual Health Areas inGuatemala;. Uridad de I rfomacleinde la DGSS "I rfraestructura do Serviclos dulMI ristorlo de Salud P~bll ca y -AsIstercaSocial. 
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TABLE 12

ATEN~QiO CONSULTA EXTERNA A M1NORES M UN Aflo 

( CCYRTURA IN TITUCIPNAL) 

RE j DE UJTE.AL; 1984 

NC..DE ,-I,,-,STE CCI RECONSULTASP01BLACI ,N ?r.- RE TOTAL DEi,, DEE:NcR CONSCNSULATAD

AREA DE SA:UD Uk A? SULTAS CONSULTAS 

Nr2r- Lr-Lr-l - I 5)q 2IS 

c._, _ -
 4,6 . 9049 8767 17816
 
Azatitln c2 1900 6957 
 8857
 

Frogreso 
 13o1
 
Sacatepouez 
 4381 4+568 5654 12571
 

Chi. iate. ango 1065*3 9144 
 9104 15o98
- 1559 ,10023Escuintla J5i9 o -13770 19627
2 3 1 '7
 

Santa Rosa - 845? 9512 i942
 
S01012 
 6610_ 59 5020 5562 I ;.32
 
Tot:-nicar.n _ 76
] 4. 
 9770
 

Quetzalteanang-; 
 17376 9562 
 _ 7198 25025
 
S'ichitepequez 
 12938 
 41J 127-16
 
Retzlh ul4-u 
 L_ 09L9 2.54 16172 9845
 
San 1iarcos I!.-4
 32I
 

,- ______Iee_- -, -32i2 I, 3- 2-1698 28184
 
i____ _ ;49ch 4 

V 
I 

I 
_ __82__1___7 
_17547 

~i'a Veraaz ;,267 I 6552 6338 12377
 

,lta Veat:2.Z 
 9
C-' 12642 14527
Pe1n 
 __87_1_52 ____ 995 16394 

.oS8 r-, ....6q727 
 9772
 
Z2l. 2557 3883 
 9529 

-r3 L 7755 9487,T.im 
 _J 3"23264 
 7216
 
J tU_ 
 10507
...- Ii 7986 12891 20877" -
"-,R -L~.-

I 
., 306837 152814 22106? 373879 

r ,t zeldeh.a 
.j... -- .  (MSPAS, Memora de Labores,Ano 1984, Guatemala,
 

August 1985.)
 



TABLE 13 
ATENCION CONSULTA EXTERNi A NI CS DE 1-4 A:NoS 

(COBRTURA INSTITUCIONAL) 

REI'UBLICA DE GUATEMALA 1981+
 

AREA DE SALUD 
POBLACION 

!4 

?RrMERAS 

ONSULTAS 

RECONSUL-

TAS 

TOTI DE 

CCNSULTAS 
r,,, 4 m .n ,a Nnr ..- 117066 14242o 2 74 1 46916 

r.u1tem.ala Sur 21 n -0 1710O4 2024 7514 

tln602 1 3915 1363 17574 
0roreso 170 4 644 2168 27331 

Sacatepequez 26464 
6)+1 

10467 

21687 

19430 29897 
Chimaltenango 416364 21069 15973 37042 
Escuintla 95189 19892 22707 42599 

Santa Rosa 

Solo1a. 
41835 

-35215 

15013 

12735 
32307 

22660 
47'20 

35395 
Totonicapin 411+71 7095 13372 20467 
QuetzaltenangQ 97903 14817 

_56791 71608 
Suchitepequez 42790 9070 15879 21+9+9 
Retalhuleu 32026 5131 15747 20878 
San Marcos 

Huehuetenanao 

113636 
q5402 

33683 
2821+ 

9 
288 

827.2
7021 

Quich6 79591 18818 37636 56454 
Ba a-Ver -P i z ______ 3 1+ . 11969 13n~l 25020 
.ta Verap'Sz 

et6n 
., __ 8412 

35109 
1818 

10547 
18518 

2125 
36666 

31972 
Izabal 20____ _ 9124 114723 23847 
Zacapa 219+2 6431 16076 22507 
Chi uiula 36901 1117 10375 21492 

Juttap. 

fal-5 a-12 1 

59228r' 

6039 

1654-6 

11800 

28026 

17839 

44572 
TT.'.,L REi'UELIC.,1-T------:RrT3 . 2,, 

269E 5 
2 0 
2530 87 9 51 5 

Fuente: Ur-da de Prcgramacicr.cer" z.e. 
(MSPAS, Memoria de Labores, Ano 1984, Guatemala, August 1985.)
 



TABLE 14 

.. . ... t" 

CO-iI RTURA 
TOTAL 

1TRAMOS DE POBLACION 
- 50-99 100-I99 200-299 300-499 500-999 1.000 2,000 5,000 10.000 ;G,.'.\C 

P'I:.iGRAMAS 09I 1.999 4,929 9.990 3-.999 Y ,.'.?. 

; . - r 1 A?.3 4S.E0 2.31 1.15 2.80 6.91 9.87 22.78 54.18 108.67 132.59 61.3J 9 09 

: A 122.03 1.13 0.44 .1.11 3.41 5.64 II.SO 28.48 48.91 46.25 24.IS I t2 

-, - ; A-,0. 10.21 0.30 0.12 0.61 1.29 2.28 5.42 12.05 22.38 20.36 12.1-; 1 : 

. ';ATAES 6.48 0.34 0.11 0.30 0.84 0.09 2.90 6.34 13.80 :1.63 9 - C 67 

-':.N4T t.ES 1.90 0.12 0.50 0.36 0.54 1.21 1.80 3.02 2.01 3.21 3 02 0 G5 

, ,IC:'c( F;.'AILIAR 1.84 0.14 0.46 0.35 0.52 1.16 1.63 2.97 2.06 3.40 . C6 0 C7 

SP..ILID.;D GE.,-AL 36.!2 0.34 0.12 4.,0 6.61 9.72 23.25 41.68 57.00 50.02 36.u9 2.8 

C'uL;-Ut_'', O.JO?.TOLOGICA 2.26 .....- 0.13 0.01 2.31 2.46 6.92 Z 6C 

L T A L 24.21 0.65 0.26 1.60 5.61 5.32 12.72 25.78 43.87 39.91 37.70 5.SO 

JAG 

Source: MSPAS, Basic Health Sector Data, no official title, 1984. 

2 



IV 

TABLE 14a 

EVALUACIGN DEL PRGGRAMA MATERNG-INFANTIL Y FAMILIAR 
MINISTERIO DE SALUD PUBLICA Y ASISTENCIA SGCIAL 

DIRECCION GENERAL DE SERVICICS DE SALUD 
DIVISIUN DE ATENGCIN A LAS PERSCNAS 

"_2, €..G,,' ,!, GUATEMALA ,-.d-- -- , ,' 
k.. - .- J. 

CONSOLIDADO NACICNAL 

i1OSPITALLS 

C. STETR kiA PEDIATRIA, CENTRO DE SALUD PUESTO DE SALUD 

19. 8% IV 14.54% -111 I 44. 14% 111 39.09% 

II 34. 1Zi I 36. f4% V 53. 31% V 37. 90/ 

1 42. 4Z7 

5(. It% 

1 II 

I.VIIVll 

38.60% 

45.12% 

1 

VII 

60. 36% 

3.17% 

II 

IV 

45. 35% 

47.55% 

) i5. vi 5-,.. 04% 6 . Vi%vI 51. 06% 
V 6.140 I II 58.60% - VI 64.Z " VII 58.69% 

V i.4 -- V 7?1.-6% 1V 67.4 S I 60.1 % 

I ~R S-,S VI LCGISTIGA 
II PLANIFICnCION, RCANIZACION, ADMINISTRACION VII EDUCACICN Y PROMGCIGN DE LA SALbD 
III SUPZ-R.VISILN Y PARTICIPACIGN CGMUNITARIA. 
IV GAPACIT.ACIRN 
V SISTEivwA D_ INFuR&v.CION 



TABLE 14b 
EVALUACION DEL PRUGRAMA MATERNO-INFANTIL Y FAMILIAR 

MINISTERIO DE SALUD PUBLICA Y ASISTENCIA SOCIALDIRECCION GENERAL DE SERVICIOS DE SALUD 
D1VIS1Or4 DE. ATONC1GiN A LAS PERSCNAS 

GUATEMALA. 

Resultados del nivel nacional . " ORS A 

. 

'I 
IDI:nif'cac*Cn. Grganiza 

c.i td iiristraci6n.St. . . .. i 

o = 

Ae 

I* 

, 

! 

J ... . .. 

I
5 6 7 

80 134.41Ii 
53.11 Zj.3. 

, r_v> 

I,

8 9,1 

" 

12 13 14 

Z7 

4.. 
15 

g 
16 17 

ki 
18!19 

cc. 0 
234ZIo 

4722.8 

55 6, 

Promnt ho 
42. 4? 

60i, 

rdn de 

na 
3 

IV c-

,bcq 

ci-n 

de nformaci6n. 

- /O -167 - -- --Z ii 

505I110 

-
33. 

50 

13. 16.1 

6-

19. 88 

11 

1 

6 

Idisc;,ci6n , Promoci6n 
Ia1:1 s-lud y Participa-

cidni co nunitaria. 
I 
: 

.9 56-

ff l 

. ._6 61.. 

60 

64. Q. 9 4. 84 

5 16 

7 

II ' 

--- _9_
 



TABLE 14c 

FVALUACION DEL PROGRAMA MATERNG-INFANTIL Y FAMILIAR 

MINISTERIO DE SALUD PUBLICA Y ASISTENCIA SOCIAL 

DIRECCION GENE.RAL DE SERVICIGS DE SALUD 
DIVISION DE ATENC!ON A LAS PERSONAS 

GUATEMALA. 

___ 

Resultados del 

_ ___ __ __ __ __-

nivel nacional Pediatri'a i ]... 
cxd-tn de pric): 

-I 

I i-tectirsOv 

i~2~45 

49 
1 

7 

7 
1. 

91011 12z1114 15 

-' 
7. 

16 17118 1920 21122 

148.2 

23 24 
. 

N.9' 

PronxdcAiridad 
.. 

36.64 2 

I i l P~l-inic-ici6n, Grganizaci6 

j.d,iniuzrativa. 

-!i_".__ u__-n 

n 
5. 

80 

3.38 

4 

II3 
41. E 33 

60 

. 

531 

38.60 

51.60 

J 

, 

3x-0."7 35.4 14.54 1 

nist"i de Informaci 6 n 1 00 .6. .80. 7 1. 06 7 

0g'I 'og390icc 9 0.- 56.6 49.1 15.-5 57.04 

%111 0,iucici(n y Proinoci 6 n -
de 13 sahd y participaci6n 

corrunitzria. 

____________ 

___________________ 

[ 

I 

70. 226 

I 
.-- I 

51. 

- - -___ 
48.1 526 45. 1 4 

--.- ____ 

____ _______ 



TABLE 14d
 
rVALUACI ,N DEL PRCIGRA.MA MATERNO-INFANTIL Y FAMILIAR 

MINISTERIG DE SALUD PUBLICA Y ASISTENCIA SGCIAL 
DIRECCICN GENERAL DE SERVICKQS DE SALUD 
DIVISIN DE ATENCIGN A LAS PERSCNAS 

G UATEMALA. 

Resultadoa del nivel nacional Centro de Salud 

----.---I- - _" ...--_'
 
""_... ..
at Are 2 3 4 5 6 7 

- -_ 
9 IC 11213 1 16 17 1819 120 2122 23 24".; 

I :.cr os 130 71 6A 60 69 5 68 57 64 63 0906 
 60
 

[Ii~~~~~ ~ ~~t6~. ,raiac6- 53i~ 54 78 77 7 2 514 54 36'.L-,,':2i-racidn. 6 - ___92 53 69 70 77 56161 73 
_ 

II i -n vi .. . ... -.. . ... . ... 
96 
. 

8i3 
.. 

53 7376 e562 45142_54 90 64 73 3 29 64- -. ..... 5 .
 . 

39 17-73- 76 13-20 . 70J_7- 2 6213 25 44 i 
39 61 74 .K.17 

IV capacitaci6n. 85 qR 7 7 54 .6. 7.57 8.9 64 77 92 )2 69__5 52 42 60 8Pf94 3- .62 67 7 

7 5-1 3 2506
V ---- 86 6057 21 416 68 24~Lfr.ic~93 G 695664. 7 62.824

_7 . . . . 

2 
. .. 

9? 6 7 1 25 41 28 3 4(76 53 61 
-". 4 -667 5 68. i 9 - 3 653 -... 

Vu .,- ica:i5ui y Pro nocidn d68 
64. , ..
 

.i s-iiiA . A.'articipaci6n c-5 7 63 52743476 84 82 83 90 84 7 2148462 80 57c i ;.unitaria. 55 53 ~6 50 63 4 
. . . . . . . . . .- -...... 

..
 
. _ _ _ _ _ _ _ _- ~ 

_ _ _ _ 

..i 7i :. I I.._ _ _ 

http:24~Lfr.ic
http:PRCIGRA.MA


-- 

TABLE 14eEVALUACICN DZL PROGRAMA MXATERNG -INFANTIL Y FAMILIARMINISTERIC DE SALUD PUBLICA Y ASISTENCLA SOCIALDIRECCIGN GENERAL DE SERVICICS DE SALUD
DIVISICN DE ATENCION A LAS PERSONAS 

GUATEMALA. 

Resultados del nivel nacional. Puestos de Sal ud 
---. Area. 


IC-n
Zate, orra % de-
I i 3 4 5 6 8 9 IC II I 13 14 15 16 IQ r I ZZ Z3aria . 

14 P dio prohdad.
'~ 191 4 r55 58 60 5 44 67 54 

_ 

68 85 71 58 58 67 38 58 58 68 65 4 
11 Plan.f:caciln,( -:-iaiza-ciSn Ad-ninistr;%6i6n. : _ L45 5P A9: 7 1; . :_) 
 61" 51. 7. 5-3 - W3. 
III Supervis 5n '8 39 31 75 38 56 3 ?5 7944 *63 ).03 63 19 - 28 _.. - p38 h726 33 

1---2 
33-
 1~
IV CapacttaciSn 



. "39 1 69 -,.67 22 7"' 5i 7q 78 36 22 t6 5 27 144 49 20 62 -. 18 6 1
Inf1r -i. 9 30 74 3431 53 5373 )L1 6n 38 29 31 44 13 29 35 6 51 19 I 37 2
 

VI 1. ) .rstica '5 
!Z 6Z 82 6Z 42 69 19 70 616 71 50 44 56 75 26 48 39 36 56, 9.313 51 5 

VII :dticaciin f Fro..-oci6r.tiL la salud., pri1c._a- 8A 36 63 78 55 65 61 39 95 70 69 25 56ci~n c:, itnitrria. 68 6Z 35 47 49 36 79 5 1 59 6
!
 59I 




TABLE 15
 
BUDGET, CDD/IRA SUBPROJECT, FIVE-YEAR CHILD SURVIVAL PROJECT, GUATEMALA
 

(Rural Areas)
 

Costos por comvonente por aflo
 

Componente 1985 1986 1987, 1988 
.1989 Toa 

Supervisi6n y nor-
mas tdcnicas
Equipo ba-sico y 

3,400.00 

36,959.60 

5,676.00 

46,171.00 

6,920.00 

5,468.00 

15,996.00 

88,598.60 

transporte 

Suministros 
 571,6.50.00 628,815.00 2,289,515.30 3,489,980.30
 
Contrataci6n de 
 16,200.00 
 16,200.00 
 15,925.00 
 48,.325.00

personal
 
Investigacign 


500.00 3,00b.00 3,500.00
 

Toa 2,0.0697,362.00 2,2,2.03,646,399.90
 

q'
 

http:2,2,2.03,646,399.90
http:2,0.0697,362.00
http:3,500.00
http:3,00b.00
http:48,.325.00
http:15,925.00
http:16,200.00
http:16,200.00
http:3,489,980.30
http:2,289,515.30
http:628,815.00
http:571,6.50.00


C 

BUDGET, CDD/IRA SUBPROJECT, TABLE 16
FIVE-YEAR CHILD SURVIVAL PROJECT, GUATEMLA
(Urban Marginal Areas)
oosto
or 


po1 a8
1omp1onentee 


S u p ,, . - Y or 1 98 9 - To t a l 
Supvs i n or.. 2,465.00 2,1000.00 3,325.00 7gi790.oo 

EquiPo bdsico y
transporte 

Siistros350 

8,541.0o ,7.
2 7 5 0 ~1,805 3 0 0 6 6 6 0 

388,685.o 1415,202.30 
e 2157,23730

.eronal
30,400.00 
 30,400. 
 34 ,400.oo00 
 95,o0
 

oal '800.0

395,256.00 424,160.0 1459#297.30 3278, 713.30 

http:1459#297.30
http:395,256.00
http:30,400.00
http:1415,202.30
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LIST OF PRIVATE VOLUNTARY ORGANIZATIONS (PVOs)
 

1. 
 Alianza para el Desarrollo Juvenil Comunitario - ALIANZA 
3a. Calle 7-28, Zona 10 
Ciudad 
Tel.: 67775
 
Ing. Agr. Arturo Echeverria
 
Director
 

2. APROFAM
 
9a. calle 0-57, Zona 1
 
Ciudad
 
Tel: 537842
 
Dr. Roberto Santiso G.
 
Director Ejecutivo
 

3. Asociaci6n Hogar y Desarrollo -HODE
10a. Calle 8-21, Zona 7
 
Ciudad
 
Tel.: 42441
 
Lic. Hildebrando Cumes
 

4. Asociaci6n Pro-Agua del Pueblo
 
41 Calle 5-01, Zona 8
 
Ciudad
 
Tel: 40913
 
Lic. Carlos G6mez
 

5. Asociaci6n de Servicios Comunitarios -ASECSA-

Km. 56 1/2 Carretera Interamericana o Aptdo. Postal No. 27
 
Chimaltenango
 
Tel: 039-1033
 
Marco Tulio Gutierrez
 
Gerente
 

6. Centro de Integraci6n Familiar -CIF
17 calle 8-64, Zona 10 o Apartado POstal 166-A
 
Ciudad
 
Tel: 370602/03
 
Sra. Maria Mercedes de Rossi
 
Directora Ejecutiva
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7. 	 Ej~rcito de Salvaci6n
 
14 calle 5-89, Zona 11
 
Ciudad
 
Tel: 480877
 
Mr. Stanley Melton
 

8. 	 Fundaci6n para la Ayuda al Pueblo Indigena -FUNDAPI
16 calle 1-45, Zona 10
 
Ciudad
 
Tel: 683335 / 682779
 
Dr. Mario Bolafos
 
Director Ejecutivo
 

9. 	 Fundaci6n del Centavo -FUNDACEN
8a. Calle 5-09, Zona 9
 
Ciudad
 
Tel.: 67213
 
Ing. Hernan Quan
 
Gerente
 

10. 	 Visi6n Mundial Internacional
 
7 Av. 7-73, Zona 9
 
Ciudad
 
Tel.: 320188/89
 
Dra. Annette Morales de Fortin
 
Directora
 

11. 	 Fundaci6n Guatemalteca para el Desarrollo, Carroll Behrhorst
 
2a. calle 1-55, Zona 2 o Aptdo. Postal No. 15
 
Chimaltenango
 
Tel: 039-1356
 
Dr. Carroll Behrhrost
 

12. 	 Proyecto Hope 
ADartado Postal 128 
Quetzaltenango 
Tel: 061-4559 )ra 
Lic. ::if- Sanders 

13. 	 Catholic Relief Services
 
la. Avenida 10-57, Zona 10
 
Ciudad
 
Tel: 310285
 
Mr. Mark D. Moriarty
 
Country Representative
 



-3

(14- >Canadian Embassy
 
Edificio Galerias Espafia
 
7 Av. 11-59, Zona 9
 
Ciudad
 
Lic. Cesar Guillen
 

15. 	 CARE/Guatemala
 
Edificio Plaza Maritima, Of. 7-3
 
6a. Avenida 20-25, Zona 10
 
Tel.: 373316
 
Mr. Edward D. Brand
 
Director 

i16. Comit4 de Reconstrucci6n Nacional
 
32 Calle 8-00, Zona 11
 
Centro Nueva Juventud
 
Ciudad
 
Tel : 764784/88
 
Coronel Herman Grotewold
 
Director Ejecutivo
 

Lic. Evelyn Klussman
 
Coordinadora Area de Cooperaci6n

Nacional e Internacional
 

17. 	 ASINDES
 
12 Calle 2-04, Zona 9
 
Edificio Plaza del Sol, Oficina 317
 
Ciudad
 
Tel.: 313247
 
Ing. Jorge Benitez Coronado
 
Director Ejecutivo
 

18. 	 FUNDAP
 
Edificio Camara Industria, Zona 4
 
Centro Comercial Montserrat, Zona 7, Local 40
 
Ciudad
 
Sr. Venancio Botran
 
Presidente
 

19. 	 FUNTEC
 
Calle Mariscal Cruz 10-69, Zona 5
 
Ciudad
 
Sr. Juan Niemann
 
Presidente
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20. 	 Fundaci6n de la Mujer
 
Avenida Reforma 3-48, Zona 9
 
Ciudad 
Sra. Irene de Asturias
 
Presidenta
 

21. 	 Partners of the Americas
 
Ruta 1, 4-05, Zona 4
 
Ciudad
 
Tel.: 314147
 
Mr. Kermit Ferrer
 
Presidente
 

22. 	 Cooperative Housing Foundation CHF
 

Via 5, 4-50, Zona 4, Edif. Maya, Oficina .815
 
Ciudad 
Mr. Raymond Ocasio
 

23. 	 Fundaci6n de Asistencia para la Pequefa Empresa
 

10a. Calle 9-68, Zona 1
 
Ciudad 
Tel.: 530461
 
Ing. Fernando E. Mena
 
Director Ejecutivo
 

24. 	 Movimiento Guatemalteco de Reconstrucci
6n Rural
 

Gran Centro Comercial Zona 4
 
Torre Profesional I
 
Oficina 201
 
Ciudad 
Tel.: 516819
 
Sr. Juan E. C6rdova
 
Director Ejecutivo
 

25. 	 Direcci6n de Desarrollo de la Comunidad
 2a. Calle 1-00, Zona 10
 

Ciudad
 
Tel.: 61791
 
Sr. Julio Roberto Paiz Bolafos
 
Director General
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26. Asociaci6n Guatemalteca de Coordinaci6r 
para la Supervivencia y Desarrollo 
30a. Calle 7-65, Zona 11 
Ciudad 
Tel.: 762582 
Arq. Zoemia Prado 
Presidente 

27. Asociaci6n de Servicios Educativos y Culturales 
12 Avenida 7-33, Zona 2 
Ciudad 
Tel.: 530318 
Sr.Jos4 Monteros Lenhoff 
Presidente 

(A.S.E.C.) 

Sr. Franz Tattenbach 
ASEC 

28. Programa Mundial de Alimentos 
6a. Avenida 20-25, Zona 10 
Edificio Plaza Maritima 
Ciudad 
Tel.: 370611 
Sr. Philippe Borel 
Country Representative 

Srita. Claudia Von Roehl 
Oficial de Proyectos 

29. Programa de las Naciones Unidas para 
el Desarrollo (PNUD) 

6a. Avenida 20-25, Zona 10 
Edificio Plaza Maritima 
Ciudad 
Tel.: 370611 
Ms. Katica Cekalovic 
Representante Residente, a.i. 

:30. Centro de Adiestramiento de Promotores Sociales 
Universidad Rafael Landivar 
Campus Vista Hermosa III, Zona 16 
Edificio "C" 
Ciudad 
Tel.: 692151 

Director 
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31. 	 Institute of Cultural Affairs
 
9a. Calle 4-35, Zona 4
 
Ciudad
 
Tel.: 67010
 
Sra. Inga Bessin
 

32. 	 Centro de Estudios Mesoamericanos sobre Tecnolog'a Apropriada
 
(CEMAT)
 
18 calle 22-52, Zona 10
 
Ciudad
 

PRMA: RPerdomo:cs
 
09-12-85
 
(2663p)
 

+ 

( *af:, 	- .....- , , 

C't .. ;) t'.L. .rla '..d 

'' " " "- .. 

, , 


.JLL,..... 

'
' ,.,,. ~ :Su:/ ~ 



ASOCIACIONES AFILIADAS, REPRESENTANTE, CAMPO Y AREA DE TRABAJC 

1. ALIANZA PARA EL DESARROLLO JUVENIL CCMUNITARIO (ALIANZA):
 

Representante : Ing. Agr. Arturo Echeverrfa, Director Eje 
cut ivo. 

Activldades : 	Desarrollc Integrado, agricultUra, salud, 
promoci_6n social, promocon femen;.na, edu 
caci6n formal y extra escolar, tecnolog'a
apropiada, construcci6n 6e escuelas y pe
queia industria. 

Area de Trabajo: 	San Miguel Ixtaguacan, San Marcos, San Ja
 
cinto, Chiquimula, Chichicastenango, San
 
Antonio Ilotenango, San Pedro Jocopilas,

San Bartolome Jocotenango, El Quiche, San
 
Juan Tecuaco, Santa Rosa, Solola.
 

2. AMG INTERNACIONAL: 

Representante : Seftor Robert McRae, Representante Legal.

Arq. Jorge Estrada, Auxiliar. 

Actividad : Agencia cristiana evangelica benefica, de
 
dicada a proyectos integrados de desarro
lo comunitario con enfasis/enfoque en pro
 
gramas de cuidado del nific (guarderfas, es
 
cuelas).
 

Area de Trabajo: 	Chimaltenango, Suchitep'4quez, Sunta Rosa,
 
JutLapa, Solola, Sacatepequez, El Feten,
 
ciudad de Guatemala y Centroamnrica.
 

3. ASCCIACION CRISTIANA DE JOVENES DE GUATEYALA 
(ACJ):
 

Representante : 	Lic. Arturo Duarte, Secrecario Ejecutivo. 

Actividad : 	 Educacion no-formal, recreacion, juventud, 
entrenan'iento de lideres, capacitacion tec 
nica. 

Area de Trabajo: 	Sakerty, Tierra Nueva, Amatitlan y ciudad
 
de Guatemala.
 

4. ASCCIACION HOGAR Y DESARROLLO (HODE):
 

Representante : 	 Lic. Hildebrando Cdmes, Director Ejecuti-
Vo. 

• , • 0 

http:femen;.na


Actividades 	 Programas de desarrollo en areas urbanas
 
marginales, principalmente vivienda de in
 
ter6s social prefabricadas, proyectos in
 
tegrales, terrenos.
 

Area de Trabajo: Area urbana, ciudad de Guatemala y Escuin
 
tla.
 

5. ASOCIACION NACIONAL DE COLEGIOS CATOLICOS:
 

Representante: : 	Padre Orlando Sacasa, Presidente
 

Actividades : 	Cient~fica, educativa que prepugna por dar
 
educaci6n cristiana a los alumnos, median
 
te la coordinacion de los programas ofi
ciales.
 

Area de Trabajo: 	Toda la Repu'blica.
 

6. ASOCIACION PRO-AGUA DEL PUEBLO:
 

Representante : 	Lic. Carlos Enrique G6mez Duarte, Director
 
Ejecutivo.
 

Actividades : 	Auspiciar el establecimiento de sistemas
 
de agua potable, drenajes, letrinizaci"n,
 
saneamiento y desarrollo en el pa's, adies
 
tramiento de tecnicos en estos campos.
 

Area de Trabajo: 	Chimaltenango, Solola, Chiquimula, Santa
 
Rosa.
 

7. ASOCIACION DE 	SERVICIOS COMUNITARIOS DE SALUD (ASECSA):
 

Representante : Dr. Pascual Hernandez, Presidente; Sefior 
Pedro Chavay, Director Ejecutivo. 

Actividad : Salud, ayudar en el campo a impartir cur 
SOS. 

Area de Trabajo: 	Area rural en toda la Rep6blica.
 

8. CARITAS ARQUIDIOCESANA:
 

Representante 	 Padre Jose Antonio Marquez, Presidente,
 
Representante y Delegado Arzobispal.
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.ctividades 	 Instrumento oficial de la Ijles,a Cat'lica 
para obras de promocion y desarrollo inte 
gral. No lucrativa que presta serviclos 
sin discriminacion polftica ni religiosa. 

Area de Trabajo: 	Departamentos de Sacatep6quez, Santa Rosa
 
y ciudad de Guatemala.
 

9. CARITAS DE GUATEMALA:
 

Representanta • Dr. Arturo Zepeda, Pres.Ldente, sefior Ruben
 

Monterroso Salinas, Director Nacional.
 

Actividades 	 Promoci6n humana y de serviclo.
 

Area de Trabajo: 	Toda la Reptblica.
 

10. CENTRO DE ESTUDIOS MESOAMERICANO SCBRE TECNOLOGIA APROPIADA
 

(CEMAT) : 

Representante : 	Dr. Armando Caceres, Director Ejecutivo
 

Actividades : 	Investigaci6n, desarrollo, implementacion
 
y difusi6n de tecnologias aprop:.adas para
 
areas rurales en los campos de: Vivienda,
 
salud, energeticos, fertilizantes, nutri
cion y agricultura.
 

Area de Trabajo: 	Mesoamerica, Huehuetenango, Quetzaltenango, 
Solola, Totonicapan, Chimaltenango, Aita y
Baja Verapaz, Izabal, Jalapa, Santa Rosa,
Chiquimula y en areas marginales de la ciu 
dad de Guatemala. 

1l. CENTRO DE INTEGRACION FAMILIAR (CIF):
 

Representante : 	Padre Antonio G6mez, Presidente. 
 Seicra
 
Maria Mercedes de Rossi, Directora Ejecu
 
t .va. 

Actividades : Promoci6n y desarrollo humano para la 
_nte 
qracicn famlliar, por medio de cursos, char 
las y conferencias, operacion del hocar ru 
ral en Rabanal, Baja Verapaz. 

Area de Trabajo: Ciudad de Guatemala, R.binal y sus aldeas.
 

12. CHRISTIAN CHILDREN'S FUND. (CCF):
 

Renresentante : 	Dr. Luis Rolando Torres Casanova, Represen
 
tante Regional.
 



Actividades 	 Bienestar del nifio y la familia en el cam 
po de la educacion y nutriclon. 

Area de Trabajo: 	Alta y Baja Verapaz, Izabal, Zacapa, El 
-
Progreso, Sacatepequez, Suchitepequez,Chi
 
maltenango, Huehuetenango, Retalhuleu, Ja
 
lapa y ciudad de Guatemala.
 

13. COMITE CENTRAL MENONITA (CCM):
 

Representante 
 : Sefior Victor Oswaldo Martinez.
 

Actividades : 	Agricultura, salud pdblica, tecnologl'a apro
 
piada, educacion y asesoria en construc
cion, educac±on a la mujer.
 

Area de Trabajo: 	Alta Verapaz, Huehuetenango, Sacatepequez,
 
Chimaltenango y ciudad de Guatemala.
 

14. CONSEJO CRISTIANO DE AGENCIAS DE DESARROLLO (CONCAD):
 

Representante : Seftor Vitalino Similox, Director Ejecutivo.
 

Actividades : 	Desarrollo comunal integral a traves de sa
 
lud y agricultura, supervision de la fami
lia en los aspectos economicos, sociales,
 
culturales y espirituales.
 

Area de Trabajo: 	El Quiche, Chinautla, Chimaltenango, Coate
 
peque, Quetzaltenango y ciudad de Guatemala
 

15. EJFRCITO DE SALVACION: 

Representante : 	Stanley Melton, Comandante Mayor Regional.
 

Actividades 
 : 	Guarderfas infantiles, reconstruccion, ser
 
vicios a alcoholicos y sus familias, igle
 
sias.
 

Area de Trabajo: 	Tecpan, Chimaltenango y ciudad de Guatemala.
 

16. FOSTER PARENTS PLAN INTERNATIONAL (PLAN): 

Representante : 	Ing. Han Dijsselbloem, Director.
 

Actividades : 	Desarrollo Social
 

Area de Trabajo: 	El Progreso, Aai:itlan, Bethania, Tierra
 
Nueva. 

•/ • • 
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17. FUNDACION PARA AYUDA AL PUEBLO INDIGENA (FUNDAPI):
 

Representante : Sef;or Alfred Kaltschmitt; Dr. Mario Bola,5os, 
Director Ejecutivo. 

Actividades : Ayuda en programas de emergencia social en 
areas de conflicto.
 

Area de Trabajo: 
El Quiche y ciudad de Guatemala.
 

18. FUNDACION DEL CENTAVO (FUNDACEN)z
 

Representante : Ing. Ajr. Hernan 	Quan Beriucido, Gerente
 

Actividades : 	Instruir en forma pr"ctica sobre el uso del 
credito a los habitantes de las areas rura
les, mejorar condiciones de vida rural, in 
crementar y diversificar la producci6n, me 
jorar la productividad agropecuaria, artesa 
nal e industrial. 

Area de Trabajo: 	Solola, Quetzaltenango, Chimaltenango, Chi
 
quimula, Jutiapa, Jalapa, Santa Rosa y Occi
 
dente.
 

19. 
FUNDACION CRISTIANA PARA LA EDUCACION Y EL DESARROLLO (FUNDA

CED): 
Representante 
 : Sefior Alvaro Muilz, Director General. 

Actividades : 	Desarrollo integral. 

Area de Trabajo: 	Sdnta Rosa
 

20. FUNDACION ECUX.ENICA GUATEMALTECA ESPERANZA Y FRATERNIDAD (ESFRA)
 

Representante : 	Padre Juan Santiago Indekeu, Director Ejecu
 
tivo. T.S. Olga Cristina de Hernandez, Pre 
sidente. 

Actividades : Promoci'n social y humana (comedor infantil 
y centro nutricional. an El Incienso). 

Area de Trabajo: 	Sakerti, Tierra Nueva e Incienso.
 

21. FUNDACION GUATEMALTECA PARA EL DSARROLLO, CARROLL BEHRHORST:
 
Representante 	 Dr. Carroll Behrhorst, Presidente y Fundador
 

Actividades 	 Desarrollo de programas de salud
 

Area de Trabajo: 	Chicacao y Chimaltenango.
 



22. 	FUNDACION DE RECONSTRUCCION Y DESARROLLO HUMANO INGEGRAL
 
(REDH INTEGRAL):
 

Representante 
 ; Sefior Adolfo Acosta de Le6n, Representante
 
y Coordinador General.
 

Actividades : Desarrollo humano integral, proyectos, cons
 
truccion de viviendas, letrinizaclon, intro
 
duccion de agua potable y energ'a electrica,
 
funcionamiento y administracion de 
un cen
tro de capacitacio6n en aldea Cerro Alto.
 

Area de Trabajo: San Juan Sucateplquez (Aldeas Comunidad de
 
Ruiz, San Antonio Pachalf, Sacauy, Montufar,
 
Sagtavilla y Cerro Alto).
 

23. 	GRUPO ECUMENICO ASESOR DE PROYECTOS (GEAP):
 

Representante : 	Sr. 
Carlos Haroldo de la Cruz Chac6n, Coot
 
dinador General, Sr. Carlos Carrazco, Di
rector.
 

Actividades : 	Asesoramiento a programas de desarrollo
 

Area de Trabajo: 	Panama, Centroamerica y Mexico. En Guatema
 

la en la zona urbana y rural.
 

24. 	INSTITUTO PARA EL DESARROLLO ECONOMICO-SOCIAL DE AMERICA
 
CENTRAL (IDESAC):
 

Representante 
 :Lic. Juan Manuel Mendoza Zepeda, Secreta
rio Ejecutivo.
 

Actividades : 	Proyectos de construccion de vivienda, mi
ni acueductos como saneamento, educacion.
 

Area de Trabajo: 	Toda la Republica.
 

25. 	MISION ADVENTISTA DEL SEPTIMO DIA:
 

Representante 
: Pastor Jorge Garcia Natareno, Presidente
 

Actividades : Programas de asistencia en salud y educa
cion, desarrollo integral.
 

Area de Trabajo: 	Toda la Repdblica
 

26. 	MOVIMIENTO DE EDUCACION POPULAR INTEGRAL FE Y ALEGRIA:
 

Representante 	 Padre Fernando Gutierrez Duque, Director
 
Nacional.
 



Actividades 	 Educacion en arear marginales
 

Area de Trabajo: 	Ciudad de Guatemala, San MartIn Jilotepe
que.
 

27. VISION MUNDIAL INTERNACIONAL (VM): 

Representante : 	Doctora Annette Morales de Forti'n, Direc
 
tora Nacional.
 

Actividades : 	Desarrollo del nin-o y la familia, desarro 
11o integral, tomando en consideraci6n -
educacion, educacion cristiana, desarro
lio de la comunidad. Proyectos de agua
potable, Luz electrica, talleres para pa
dres de famrrlia y proyectos de evangelis 
mo. 

Area de Trabajo: 	Ciudad de Guatemala, Quetzaltenango, Solo
 
l*, Totonicapan, Chimaltenango, Coban, Es
 
quipulas, Jutiapa, Jalapa, Santa Rcsa,Chi
 

quimula, Escuintla y Coatepeque.
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"POBLACION TOTAL MASCULINA DE LA REPUBLICA DE GUATEMALA, POR REGION 
DEPARTAMENTO Y POR ANO"
 

PERIODO 1980 - 1990
 

REGION Y-DEPARTAMENTO 
 1980 
 1981 1982 19S3 
 1984 1985 1966 
 1987 198B 1989 
 1990
 

TOTAL DEL PAlS 
 3.500,796 3,.99,625 
 3,701,168 3.605,679 
 3,918,981 4,026,614 
 4,143,071 4,263,277 4,387,268 
4,515,071 4,646,726
REGION 1 
 708,423 730,339 753,005 
 775,374 800,341 624,816 649,971 
 875,818 902,207 928,961 
 955,959
Gyatenala 708,423 730,339 
 753,005 775,374 
 800,341 824,816
KIiEGION 2 849,972 875,818 902,207
404,497 415,908 427,652 928,981 955,69
439,204 452,346
Sacztepequez 69,689 71,655 
4b65,392 478,924 "92,906 507,340
73,678 522,227 537,569
75,668 77,932
Chta'Lenano 80,180 82,511 84,920133,579 137,347 87,107
141,225 I&5.n0o 149,380 153,688 89,972 92,1-15
L.zcuintIa 201,229 158,157 162,774 167,540
206,906 212,749 218,49(, 225,034 231,524 238,256 

172,456 177,5 3

215,212 252,393 
 259,799 267,431


IEGION 
 371,027 3e3,769 
 390,773 297,821 
 410,399 413,777
EI roere;o 45,707 46,524 422,203 430,990 440,133 449,628:anta ho.. 47,373 46,227 49,752 459.470
50,162 51,164
112,837 114,855 116,951 52,249 53,357
119,061 122,825 123,636 51,508 55,701
 
75,399 126,358 128.q68 131,724 134,566
77,765 79,154 137,512


-3til., R1,61? 83,161 83,845 85,552
142,084 87,-32
144,625 147.265 ;49,921 154,661 155,934 
89,186 91,110 93,i04
159,109 162,420 
 165,866. 169,444 
 173,153


REiONL± 1,1?c,08 1,171,754 1,205,263 1,236,141 
 1,275,61 1,312,950 1,351,747 1,2S1,629
69,C,10 92,186 1,433,311 1,476,309
94,822 1,520,Z40
1,0:1,Cauiuz, 97,40 100,358 103,293
1It,637 106,345
119,984 123,415 126,782 109,4 112,761 116,144
130,622 134,443 138,416 119,(-5z

210.869 216q29 1?'570 1L6,76b '51,171 155,71
223,133 29,220
-'riNrti.-.. 27EU'5 236,162 243.069 250,252286,695 291,891, 307,93 312,113 257,73 265,353 273,313 2?b.576
Hu, hmeLenzngc 321,242 330,731 340,541252,648 259,909 350,690
267,34:2 361,210 372,130
274.63 282,953 291,229
El Ciulchi 299,835
190,5741 lc?6,051 201,657 207,158 

306,726 317,927 327,465 337,365
13,432 219,674 226,165 232,E71 
 239,812 247,006 254,473
REG]ON. 5 
 729,173 
 25,2i1 241,.49 
 29,201 254,496
Surlt)11*P(;uc 261,419 266,592 276,003
19,987 1,,687 263,660 291,572147,435 15 ,287 299,747
55,455 159,684 16,0LL
L .-I )1,: 89.186 
166, 93 173,270 178,103 182,09791,544 93,964 
 97,0W3 99,041 101,735 104,526 107,410 
 110,290 
 113,L5 116,650
 

e 23,156 
 66 .56; 3F0,229 396,560'.aVerca.: -0,857 423,806 429,392
.0,879 -?,570 76.313 L55,.358 72,000 1.69, 13979,591 62,059 e5,060 50,916
Ajta Ver'apbz 85, 16 S
'97,896 i,40L 04,732
205,408 213,066 222,17 S8,172 101,740
El Fetb;, 229,108 237,466 
 2L6,219 2r5.210
64.381 87,584 90,850 94-,752 ;7,690 264,191 2;',o95
101,262 
 IOL,96 icE,620 112,777 11b,672 
 121,120
 
R;8,O; 
 A9,52 20,062 
 302,797 399,1.69 316,901 324,50
I; 32,?'Z 3LO,293 2.8,617
, 1',750
I 124,520 3't7 , 15 66,09
i 7,264 130,320' 
 136,C20 139.941 2,.
.p,03 71,C78 14it-- 9
C! 7:1 .ui3 72,695 74,297 76,061 1 ,% -01I0,947 133,234 105,562 77,693 7,7t- 61,696 83,E94 85.,58
107,908 110,500 E-,
113,132 115.61-6 118,656 
 121,559 
 2L,,57 1-,.55.z
fit,::te de ,,Fn,inaci6n: 1) 
Secretaria General del 
Consejo Nacional de Planificacibn Econbmica, 
Instituto Nocional
de Estadistica 
(INE); Publicaoi6n; "Proyecciones Regionales de Poblaci6n 1980-2000"
 

marzo 1985.
 
7) IJnided de Informtica, Direccibn General 
de Servicios de 
Salud
 

http:399,1.69


"POBLACION TOTAL FEMENINA DE LA REPUBLICA DE GUATEMALA, POR REGIONp DEPARTAMENTO Y POR ARO" 

PERIODO 1980 - 1990
 

EG]ON Y
 
DEPARTAHLENTO 
 1950 1981 1982 1983 1985 .1985 1986 1987 1988 1989 !qO 

T07AL DEL PA1D. 416,,25 3,513,766 3,614311 3,718,060 3,82-1,407 3,93f,741 4,052,046 4,171,062 4,293,813 4,420,324 4,550,621 

hIGION 
Gu:temzija 

1 7TEQ,C. r 
75.,0'. 

772,706 
773,706 

797,219 
797,219 

821,412 
821,413 

E66,222 
646,222 

E71,573 
671,573 

897,570 
897,570 

924,258 
924,258 

951,484 
951,484 

979,104 
979,104 

1,006,964 
1,006.964 

hEG)OK 2 
SicatU;,Ckjcz 

371,75 
6,366 

3E2,633 
69,296 

393,643 
71,290 

405,0'-6 
73,355 

416,890 
75, 00' 

429,190 
77,728 

441,971 
60,043 

455,198 
62,439 

468,871 
84,915 

482,990 
87,472 

497,556 
90,110 

CrlaJ tcnan,) 12t,764 130,417 134,170 138,057 142,094 146,286 150,642 155,150 159,610 164,622 169,587 
E:culntla 177,825 182,920 188,163 193,634 199,296 205,176 • 2111266 217,609 224,146 230,896 237,659 

p,1CICU Th1,591 368,094 374,669 381,q52 39,260 297,171 405,342 413,856 422,740 431,955 441,508 
El Vrogre,o &4,791 45,597 46,436 47,313 48,219 "49,198 50,210 51,?b6 52,365 53,506 51.,6E9 
±-ntd flosa 103,710 105,575 107,516 109,553 111,648 113,915 116,259 118,704 121,249 123,892 126,632 
JzIapa 
.:L.lapa 

75,29? 
137,798 

76,646 
140,276 

7E,057 
142,858 

79,532 
145,557 

81,056 
148,345 

82,701 
151,357 

84,402 
154,471 

86,177 
157,719 

88,025 
161,101 

89,944 
164,633 

91,933 
168,254 

. 1fl0Q,.9q 1,12',97 1,165,110 1,199.361 1,234,924 1,271,894 1,310,328 1,350,033 1,391,117 1,433,690 1,477,851 
SrlolA 
Tcton Ipir, 

Cuw.t: ite.ngo 
fan 1brcon 

bh,7f'2 
117,072 

20b,692 

?1-,,56.8 

A9,339 
120,522 

?14,61 

269,275 

91,961 
124,058 

221,145 

277,176 

94,6,5 
127,705 

227,LE. 

; & . 

97,472 
131,492 

234,396 

3,784 

100,390 
125,429 

241,413 

302,579 

103,L24 
139,521 

246,708 

311,72? 

106,55H 
113,749 

256,24, 

V21.168 

109.eO1 
148,123 

264,04,2 

330, 4L 

113.'b1 
152,656 

272,123 

341,070 

116,64E 
157,359 
20,507 

251,57b 
n43,675 ?:u(-!'u3t':r'247,767 255,037 26b,5!. 270,119 276,411 2P6,84 ?95,515 304,508 313,827 3Z3,496 

El Ouirh' 1,4.71P I90,153 195,733 201,LP 207,461 213,672 220,129 226,799 ;23,701 240,853 2'8.27) 

F;1101 
Suchj U.|.que-
8ct1ltsule%3 

2;4,57 
131,33L 

E3,Z03 

5.220,536 
135,006 
8i,530 

226.702 
138,785 
67,523 

i33,(77 
142,f,' 
0 

239,672 
I.,721 
92,951 

246,534 
150.922 
95,612 

253,649 
1'5,278 
98,371 

260,998 
159,777 
101,221 

268,591 
164. 425 
104,166 

276,434 
169,226 
107,208 

2EA,536 
174. e& 
110,350 

h-l, '. 

Baja V¢riir:! 
.Ita Vc:rapiz 

U FeLi 

P-, 103 
69,L'E 

19,I.f.L 

f.1, i " 

351,881 
7,241 

2:3,754 
76,656 

346, 
.
0.= 

74,92" 
205, ZOZ 
81,l12 

.37,359 
77,r7 

21.,.50 
St,1 

392,2"& 
60,548 

223,839 
67,957 

'06,6.88 
83,493 

23z, 0;! 
9,738 

4;1,652 
E., o5 
40,559 

437,07" 
89,731 
2k9,357 
97,9H5 

Lnnq 

93,003 
258.4:.9 
11557 

I,.9,516 
96,392 

267,866 
101,.25& .9,10r 

466,653 
99,910 

277,643 

.GIOJ 
1.7 al 

7 7F,361 
1I,f ; 

2p'.,C17 291.U6 
'i,308 117,0r9 

P9. P 3 
;19,57 

:<',,87 
122,758 

313,691 
12S,837 

321,534 
12E,952 

329,636 
132,201 

338,001 
135,556 

346,625 
i39,019 

355,5432 
142,597 

acapa,220 

Cti r, nuloa 1,2E 1 c I,&13 
7,87' 
10. 91.. 

72,5 
-, - ,15 

74,337 
10f6It, S32 

76,18 
111.730 

7E-,089 
114,1 

80,057 
11-1,376 

V2,082 
120:,57 

84.185 
IF 3, 

86,3 
ZV.313'?t5 

Fuente de Inlormocibn: )) Secratoria Cener-.1 del Consejo Nocionnl de Planificaci6n Econ6mica,lnstituto Nociorial 

de Ealdistica (IN); Pjblicacibn: "Proyeccionect Iegionales do Poblacibn 1980-2000" 

Mavro 1985. 

2) UnIdad de Infoimfiica Direccibn General do Servicloa do Salud. 



ANNEX C
 

MINISTER1O DE SALUD PUBLICA Y "INSTITUTO DE NUTRICION DE CENTRO
 

QASISTENCIA SOCIAL AMERICA Y PANAMA (INCAP)
 

GUATEMALA 	 ORGANIZACION PANAMERICAA DE LA
 

SALUD
 
ORGANIZACION MUNDIAL DE LA SALUD
 

(OPS/OMS)
 

FONDO 	DE LAS NACIONES UNIDAS PARA
 

LA INFANCIA (UNICEF)
 

EVALUACION DEL PROGRAMA MATERNO-

INFANTIL Y FAMILIAR
 

Gufa de Puesto de Salud
 

Nombre del establecimiento:
 

Area de Salud:
 

Comun dad:
 

Fecha:
 

Grupo 	entrevistado:
 

Nombre Cargo
 

Nombre Cargo
 

Nombre Cargo
 

Nomb re Cargo
 

Grupo 	Evaluador:
 

1'90nmu L.Otfu oS 



CATEGORIAS 0 VARIABLES DEL ESTUDIO
 

I. Recursos
 

A. Recursos Frsicos (nfraestructura)
 
B. Recursos Materiales y Suministros
 
C. Recursos Financieros
 
D. Recursos Humanos
 

II. Planificaci6n, Organizaci6n y Administraci6n
 

III. Supervisr6n
 

IV. Capacitaci6n de PersoAal
 

V. Sistema de Informaci6n
 

VI. Logrstica
 

VII. Educaci6n y Promocl6n de la Salud y Participaci6n Comunitaria
 



. Recursos
 

A. 	 Recursos Frsicos 

I. 	 El local cuenta con servicio sanitario. SI fjj NO P jI (10) 

2. 	Ti ne disponibi1idad de Iavamanos funcio- SI NO P0 (10)
na.
 

3. 	 Dispone de Srea ffsica para la atenci6n 
de pacientes. SI j-l NOEL PE (10) 

4. 	 Dispone de Srea ffslca para el desarrollo 
de charlas educativas. Sl I NO D P I (5) 

5. 	Dispone de irea frsica para el almacena
miento de medicamentos, vacunas, anticon
 
ceptivos, sales de rehidrataci6n oral,
 
alimentos,-equipo y papelerra. 	 Sl C] P[7-NOF1 (10) 

6. 	El local cuenta con sutinistro adecuado 
de agua y electricidad. S,1=] NO ] PEl (10) 

B. 	Recursos materiales y Suministros
 

1. 	El Puesto de Salud cuenta con: un escrito
rio, sillas y anaqueles para colocar e
quipo. SI E- NO El P [ (10) 

2. 	Hay balanza para lactantes. SI NO E P [ (10) 

3. 	 Hay balanza de pig con altrmetro. Si0 NO -- P F- (10) 

4. 	Hay infant6metro. SI El NOEL P E (5) 

5. 	 Hay cinta m~trica. SIEr NOEL P (5) 

6. 	Hay estetoscopio biauricular. Sl NO E] P -' (.5) 

7. 	 Hay bajalenguas desechables. Sl i NO [j P [ (5) 

8. 	Hay term6metros. 
 SI F NO ] P E] (5) 

9. 	Se cuenta con mesa de examen, recipien
tes, lmpara y taburete. SI F"] NO [ P -- (10) 

10. Hay fetoscopio 	 SI EJ NOJ P-- (10) 

11. Hay esfigmoman6metro 
 SI NO P (5) 

12. Hay jeringuillas 
 Sl E] NO P - (10) 



13. 	Hay refrigerador en buen estado con 
term6metros y hoja para control dia
rio exclusivo para vacunas: SI [ NO D P.0 (10) 

- de gas SIC NO1] PF- (5) 
- de electricidad SI rl NO E-P F-] (10) 

14. 	Se dispone de estufa y olla de pre
si6n o autoclave para esterilizaci6n de
 
material SID NO P (10)
 

15. 	Dispone de archivos para Historias
 
Cirnicas y otros documentos. SI D NO P -- (10)
 

16. 	Dispone de equipos audiovisuales. SI NO '-1 P -" (5) 

17. 	Hay equipo para evaluar el desarrollo del
 
ni o. Sl NO[] P -- (10)
 

18. 	Hay equipo para admihistrar la TRO. Sl NO -- P M (10) 

19. 	Hay termos para el transporte de vacunas. SI NO E P 12 (5) 

20. Hay paquetes de hielo para los termos, SI NO P 12 (5) 
seg6n normas. 

21. 	Dispone de las vacunas necesarias segun
 
PAl. S I NO - P - (10)
 

22. 	Las vacunas estgn ordenadas e identifi
cadas dentro del refrigerador. Sl F7 NO -- P D (10)
 

23. 	Dispone de medicamentos espec'ficos para
 

I.R.A. 	 SIl P (10)NO P-


24. 	Dispone de Sales de Rehidrataci6n Oral. SII NO P - (10)
 

25. 	Dispone de los diversos tipos de anti
conceptivos indicados en las normas. Sl D NO - P [ (10) 

26. 	Dispone de alimentos seg~n programa de ali 
mentaci6n complementaria. Sl E] NO D P r-] (10) 

27. 	Dispone de material (guantes, jeringuillas,
 
gasa, algod6n, alcohol, etc). SID NO - P (10)
 

28. 	Dispone de material de registro y estad's
tica (Historias Cirnicas, fichas, formula
rios y otros). SI - NO[- P - (10)
 

29. 	Dispone de material de escritorio (lpices 
papel). SI NO [ PP - (10) 
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30. 	 Dispone de material educativo:
 

- Rotafolios 
 S, NO -- P 7 (2) 
- Folletos SI NOD P CJ (2) 

- Afiches S F-D NOF7 P -7 (2) 

- Diapositivas SI L[ NO [-] P (2) 

- Otros audiovisuales SI - NO F- P (2) 

31. 	 Hay materiales dentales: 

- fluor SI NO] P (5)
 

- anestesia SI - NO l PD (5) 

- Oxido de zinc y eugenol SI NO F- P - (5) 

32. 	 Hay instrumental dental: 

- espejo Sl Ej NO- P1- (2) 

- explorador SI [] NO F-jP F-1 (2)
 

- cucharilla SI1'-1 NO Dl PD (2)
 

33. 	 Dispone de material de limpieza 
(escoba, jab6n, etc). Sl -l NO El P F7 (10) 

C. Recursos Financieros
 

1. 	Cuenta el puesto con recursos especr
ficos para el mantenimiento del mismo SI E-NOD P- (10)
 

D. Recursos Humanos
 

1. 	Existe una auxiliar de enfermera respon
sable del funcionamiento del puesto. SlI NO PP '- (10).
 

2. 	Existe una descripci6n de puesto para este
 
funcionario. SI NO P -- (i0)
 

3. 	Cuenta el puesto con un ticnico de.salud
 
rural SIC] NOE- P[-E (5)
 

4. 	Existe una descripci6n de puesto especi
fica para este funcionario. SI -- NO F" P (5)
 

/'l
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5. 	Cuenta el puesto con un estudiante de me
dicina en su ejercicio profesional super
visado (EPS). 
 SID NO -- P M (5) 

6. 	Realiza el personal del puesto visitas a
 
domicilio 
 SI [- NOD P (10) 

7. 	Lleva el personal del puesto un registro e
 
informe de sus actividades. 
 SI f-i NO F- P -j (10)
 

8. 	Cuenta el Puesto con un EPS de odontologra SI L NO -- P 7- (10) 

.9. Cuenta el Puesto con personal voluntario
 
capacitado y activo para ejecutar activi
dades de salud:
 

- Comadronas SI r NO E] P l (5) 
- Promotores SI [] NO D PE (5) 

II. Planificaci6n, Organizaci6n y Admrnistraci6n
 

A. 	Planificaci6n
 

1. 	Se dispone de norma.s escritas de programa
 
ci6n para atenci6n materno-infantil (ve-
rificar). SI El NO [] P 1 (10) 

2. 	Existen normas 
de atenci6n materno-in
fan.il (verificar) SIl NOD7 P - (10) 

3. 	Existen normas de atenci6n odontol6gica
 
y manual de procedimientos. 	 SI El NO El P E (10)
 

4. 	Hay normas de atenci6n a:
 

- escolares 	 El NO] P MSI 	 (5) 
- adolescentes SID NOD PM (5) 

5. 	El personal del conoce las
puesto 	 normas
 
mencionadas anteriormente. 	 SI 2 NO El P -- (10) 

6. 	Se han revisado las normas en 
los ltimos
 
3 ahos. 
 SI NO ElP -El (10) 

7. 	El personal del puesto ha participado
 
en el ajuste de las normas a las condi
ciones locales. 
 SI E NO P (10) 

8. 	 Hay normas de control prenatal (verifi
car). SI NOD /E7E (5) 
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Hay normas de control puerperal (veri
ficar). SI F7 NOF1 P F (5) 

10. 	 Existen normas de atenci6n para dete
cci6n del componente de salud mental:
 

- en ]a atenci6n pre-natal SI F NO P (2) 

- en ]a atenci6n post-natal SI F-1 NO E7 P F1 (2) 

- sobre desarrollo del nifio SI r7 NO P r-] (2) 

11. 	 Existen normas y mecanismos para la
 
atenci6n del paciente con problemas de
 
salud mental. SI [] NO P- (5)
 

12. 	 Cada control maternal incluye control de 
peso, presi6n arterial, examen obst~trico y 
educaci6n en salud y se le provee a la 
madre de un carnet con: toda la informa
ci6n. S I NO P [7 (10) 

13. 	 En el control pre-natal se hace examen
 
sistem~tico de las mamas para la lactan
cia materna. Sl NO [ P ] (10)
 

14. 	 En el control del puerperio se contin6a
 
]a promoci6n de la lactancia materna. Sl NO P [ (10)
 

15. 	 El Puesto de Salud realiza actividades
 
de planificaci6n familiar seg6n normas
 
vigentes. SII NO - P E- (10)
 

16. 	 Se realizan actividades de detecci6n 
precoz del cancer ginecol6gico. SI NO P E- (10) 

ii,.	Todas las embarazadas reciben vacuna 
antitetgnica seg6n normas. Sl NO P fl (10) 

18. 	 El programa materno incluye alimentaci6n 
complementaria. SI F- NO F-I P El (10) 

19. 	 Se aplican criterios de riesgo en ]a
 
atenci6n de la embarazada y la pugrpera. SII-] NO P (10)
 



20. 	 El puesto tiene normas escritas de 
crecimiento del niho (verificar). Si 2 NO P (5) 

21. 	 El puesto tiene normas escritas de 
desarro]lo del niho (verificar). SI NO El P I (5) 

22. 	El puesto tiene normas escritas de
 
inmunizaci6n segn PA! (verificar) 
 SI NO P ] (10) 

23. 	 El Puesto tiene normas para el control
 
de enfermedades diarreicas (CED) y la
 
terapia de rehidrataci6n oral (TRO)
(verificar). NO --SI Nl P (10) 

24. 	 Hay normas para ]a estimulaci6n de la
 
lactancia materna y ]a alimentaci6n
 
durante el primer aro de vida (_verificar) SI -' NO P E] (o) 

25. 	 Se aplican las normas correspondientes a:
 

- Crecimiento del niRfo 	 SI f NO j P r' (s 
- Desarrollo del niho SI ] NO ]P f3 (5) 
- Inmunizaciones SI 1 NO P (5) 
- CED y TRO SI NO P H (5) 
-
 Lactancia materna y alimentaci6n infan

til 	 sl Pj]NO (5) 
- Alimentaci6n complernentaria .SI [] NO P ] (5) 

- IRA S rI NO P rE (5) 
- Salud bucal SE NO P n (5) 
- Salud escolar SI j NOEL P (5) 

26. 	 En cada atenci6n infantil se toma .y
 
registra: 

- Peso (en gr5fica normatizada) SI U P - (5)NO 

- Talla (en grifica normatizada) SI p
P jNO (5) 

- Examen oral SE NO -IP (5) 
- Cronologra de la erupci6n dentaria SI - NO PlE- (5) 
- Examen cli'nico SI NO P '- (5) 
- Patologra encontrada S LI PP E- (5)NO 

- Vacunaciones SIf- NO PI (5) 
- Diagn6stico de estado nutricional SI NO E] P E (5) 
- Evaluaci6n de desarrollo psicomotor SI E-NO E-PEl (5) 
- Educaci6n a Ia madre SI U NO 2 P E- (5) 
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27. 	 Estgn todas las vacunas conservadas ade
cuadamente, seg~n normas de PA!. SI - NO f- E (10) 

28. 	 Hay registro de vacunas seg'n d6sis y
 
edad SI NO P (10)
 

29. 	 Se vacuna diariamente durante todo 
el horario de atenci6n del Puesto. S1 NO [ P [ (10) 

30. 	 En el tratamiento de las diarreas no se 
utilizar, medicamentos anti-diarreicos. SI [ NO l P [ (10) 

31. 	 Existe sistema de referencia para hospi
talizaci6n por diarrea. SI NO P [ (10)
 

32. 	 En caso de diarrea, se'recomienda conti
nuar con l.a lactancia materna. SI NO P f (5) 

33. 	 En caso de diarrea, se recomienda con

tinuar con alimentaci6n s6lida. 	 Si Ef NOjZ P 2 (5) 

34. 	 En caso de diarrea, se recomienda: 

- Tratamiento con sales de rehidrataci6n
 
oral S I NO P (5)
 

- Uso de suero casero 	 SI L NO PlPl (5) 

- Uso de otros lrquidos 	 SI--R NO P F-1 (5) 

35. 	 Las infecciones respiratorias agudas
 
son clasificadas y tratadas seg~n se
veridad (normas OMS). SI NO - P E (10)
 

36. 	 Las drogas para tramiento de IRA pueden 
ser prescritas tambign por personal no 
m6dico. SI NO P El (10) 

37. 	 Se provee a cada nifio con un carnet que
 
incluye la grgfica de crecimento, regis
tro de vacunas y otros datos b6sicos. SI NO P E" (10)
 

38. 	 Se apl ican criterios de riesgo en la aten
ci6n pedigtrica. SI NO - P ] (10)
 

39. 	 El Puesto cuenta con un plani o programa de 
actividades materno-infantil para el afo 
1985 (verificar). SI NO 2 P ] (10) 

40. 	 Incluye el programa un componente odon
tol6gico. SI E-NO Pr- (10)
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41. 	 El Puesto tiene un 6rea geogr~fica y de 
poblaci6n bien definida. 	 SI [l NO E- P E (5) 

42. 	 Hay mapa actualizado del 6rea (verificar) SID NOD P ] (5) 

43. 	 El Puesto tiene un diagn6stico de
 
salud de su Srra (verificar). 	 SI D NO - P -7 (5) 

44. 	 El Puesto dispone de un censo de 
viviendas y familias (verificar). SID NO -1 P fl (5) 

45. 	 El programa para 1985 contiene metas 

cuantitativas de:
 

- Capacitaci6n de personal voluntario Sl NO ED P E] (5) 
- Cobertura SI3 NO P (51 
- Educaci6n en la comunidad 	 S I NO P (5) 
- Promoci6n y orranizaci6n de Ie 

comunidad SID NO -7 P 1 (5) 

46. 	 Dicho programa es elaborado y
conocido por todo el personal S1 NO ] P El (s) 

47. 	 Se eval~a peri6dicamente el cumplimiento 
del programa. SIC] NOfj *PF- (101 

B. 	Organizaci6n y Administraci6n.
 

1. 	Existen mecanismos eficientes de coor
nacian entre puesto y:
 

- el centro de salud. SI ] NO ]P (5) 
- el grea de salud. SI F NO D P E] (5) 

2. 	 Se real izan reuniones peri6dicas de 
coordinaci6n con el personal del 
Puesto para discutir aspectos t~cnico
administrativos. SI0 NO l PEl (5) 

3. 	Se realizan reuniones peri6dicas de
 
coordinaci6n con el resto del Area de 
Salud. S1 NO l P - (5) 

4. 	El Puesto realiza actividades en cola

boraci6n con grupos:
 

- Intra-sectoriales SI NO P r (5)
 
- Inter-sectoriales 	 SI [ NO P - (5) 
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5. 	 El Puesto colabora con ]a Coordinadora 
SI NO I P (5)Inter-institucional de ]a localidad. 


6. 	Existen normas de referencia y contra
referencia de pacientes. Sl - NO ] P E (10) 

7. 	Existe un sistema formal de referencia 
por niveles de complejidad. SI l NO E P 0 (10) 

8. Hay sistema formal de contra-referencia 	 SlI NO ] P - (10) 

9. 	Hay sistema formalizado de referencia 

para pacientes de riesgo. Sl NO L P 0 (10) 

10. 	 Se recibe informaci6n frecuente sabre el
 
tratamiento administrado a los casos re
feridos. SI N0O- P Q (101
 

III. Supervisi6n
 

1. 	Existen normas de supervisi6n'en el Puesto 
de Salud para personal voluntario. SI D NO P E (5) 

2. 	Existen guras de supervisi6n en el Puesto 
de Salud para personal voluntario. SI D NO P [ (10) 

3. 	Se ha formulado un plan de supervisi.6n 
para el personal voluntario. SI E NO P D (5) 

4. 	Dentro de las visitas que el centro hace
 
a los puestos se contempla !a supervisi6n 
de aspectos ticnicos, administrativos y 
de logrstica. S, [D NOE] P -- (10) 

5. 	El Puesto recibe supervisi6n progr.amada
 
par lo menos cada
 

- cada 3 meses del nivel de grea SI E7 NO F1 P F7 (5)
 

- cada mes del centro de salud 	 S I NO P C5s) 

6. 	Recibe el Puesto alg6n informe escrito de
 
los resultados de la supervisi6n:
 

- del nivel de grea S I NO fl P - (5) 

- del centro de salud SI D NO PP E (5) 

http:supervisi.6n


7. 	 El informe contiene: 

- Comentarios sobre la cali dad de los re
gistros estad sticos. SI NO U] P 1 (2) 

- Comentarios sobre la calidad de la aten 
ci n. S1 7 NOW PU] (2) 

- Sugerencias para mejorar el trabajo SI D] NO P 2 (2; / 

- Lista de factores positivos encontrados SI ] NO U] P U] (2) 

- Informaci6n sobre deficiencias de sumi- S1 2 NO PP U-- (2) 

nistros. 

S. 	 Se hace seguimiento de ]a implementaci6n 
de lo recomendado por: 

- el grea de salud SI 2 NOE P (5) 

- el centro de salud SI -- NODU] P -7 (5) 

9. 	Se informa sobre los resultados de la
 
supervisi6n del personal voluntario a:
 

- el centro de salud SI ] NO P U] (5) 

- el nivel de grea SIC] NOD P U] (5) 

IV. Capacitaci6n de Personal
 

1. 	La auxiliar de enfermerla tiene curso y 

certificado de estudios. SI 2 NO ' PL (10) 

2. 	Recibe el t6cnico de Salud Rural educaci6n
 
en servicio. SI U] NO U] P1 (10)
 

3. 	 Se han realizado en el Puesto actividades
 

de capacitaci6n en 1985 para:
 

- Personal voluntario Sl U]1 NO F-1 P -] (5) 

- Personal de otras instituciones SI [U] NO P L7 (5) 

4. 	 Recibe ]a auxi liar Educaci6n en Servicio SI U NO 2 P U (10) 

5. 	Dispone el Puesto de material didgctico
 
sobre temas materno-infantil que apoyen
 
las actividades de capacitaci6n:
 

- material preparado localmente Sl ] NO 2 P 2 (2) 

- material preparado por nivel central SI NO U] P U] (2) 

- material preparado por otra institu
ci6n nacional. SI - NO G P [7 (2) 
material de origen internacional Sl U NO U] P U (2) 

- mat'riales de consulta 	 SI LU NO -] P U] (2) 

6. 	Hay programa de capacitaci6n en salud
 
Pmental 	 Si - NOU] ] (5) 



V. Sistema de informaci6n
 

1. 	Existen nomras escritas para el sistema
 
de informaci6n materno-infantiI (veri
ficar). SI F-1 NO - P (10)
 

2. 	Conoce estas normas ]a persona encargada 
de registrar y recopilar informaci6n esta
drstica del Puesto. SI Dj NO01 P1--' (0) 

3. 	Se le di6 entrenamiento u orientaci6n a la 
persona encargada de registrar informaci6n SI [ NO [7 P E] (10) 

4. 	No hay problemas en el llenado de formula
 

rios a nivel del Puesto por:
 

- exceso de formularios SI NO j P -- (2).
 

- falta de instructivo SI P C-
NO (2) 

- falta de orien.tacj6n previa SI NO P - (2) 

- falta de supervisi6n SI j- NO P ] (2) 

- falta de inter6s S I- NO ] P (2) 

5. 	El Puesto elabora y analiza peri6dicamente 
sus estadisticas. SI NO P (5) 

6. 	El Puesto utiliza las estadfsticas prepa- SI NO P E- (.5)
 
radas por ellos
 

7. 	El Puesto envfa oportunamente al distrito
 
de salud los "informes seguin normas del
 
sistema de informaci6n. SI NO '- P E- (5)
 

8. 	El Puesto recibe regularmente informaci6n
 

estadFstica de retorno consolidada en:
 

- el nivel central SI I NO P - (5) 

- el grea de salud SIEl NO LP (5) 

- el distrito de salud SI NO P E- (5)Pl 


9. 	Ha realizado el Puesto encuestas espe
ciales para obtener informaci6n de mor
bi-mortalidad. SI NO- P (5)
 

10. 	 Se registran e informan las actividades 
realizadas por el personal voluntario. SI NO PlPl (5) 



VI. Logrstica
 

1. 	Hace el puesto un analisis peri6dico de
 
las necesidades de equipo y suministros
 

tales como:
 

- medicamentos SI NO- P (5) 

- sales de rehidrataci6n oral S! - NO E P 2 (5) 

- vacunas s1 NO - P [1 (5) 
- anticonceptivos SI5 NOD P- (5) 

- equipo medicc 	 S LJ NO P- (5) 

- balanzas y tallrmetros SI 5J NOD P J (5) 

- papelerfa y formularios Sl NO 5 P 2 (5) 

- termos y o-tro equipo de cadena de 
frio SI] NO PU (5) 

- material educativo S - NOJ P [ (5) 

- equipo de limpieza 	 SI F NO D PC - (5) 

- alimentos 	 Sl 5 NFl p i (5) 

- equipo de demostraci6n de preparaci6nde a imentos 	 Sl E] NO [-]P '-](5) 

- material dental 	 Sl- NO0 P (5) 

- equipo o6ontol6gico 	 SI 2 nO P (5) 

2. 	Mantiene el Puesto un inventario actua
lizado para controlar el pedido y uti
lizaci6n de:
 

- medicamentos S1E- NO- P (2) 

- sales de rehidrataci6n oral SI - NO 5 P 5 (2) 

- vacunas SI J NO J P (2) 

- anticonceptivos SI 2 0 P 5 (2) 

- equipo medico Si" NO P- (2) 

- balanzas y tallrmetros SI - NO 2 PD (2) 

- papelerra y formularios SI NO 2 P 5 (2) 

- termos y otro equipo de cadena de frro SI - NO 5- P 7 (2) 

- material educativo SI L7 NO P (2) 

- equipo de limpieza SI 5 NO 5 P 5 (2) 

- alimentos 	 Sl1 NOD P (2) 

- equipo de dernostraci6n de preparaci6n 
de alir.entos S I NOD P (2) 

- material dental Sl 5 NO PP [7 (2) 

- equipo odontol6gico SI 5 NO 5 P 51 (2) 



.3. Es adecuada el grea de almacenamiento de
 
suministros y equipo del Puesto en cuanto
 
a:
 

- seguridad SlI NO- PE (2)
 

- luz Sl [ NO j P (2)
 

- humedad SI NO- P (2)
 

- temperatura Sl NO- PE (2)
 

- ventilaci6n Sl NO J P Z (2)
 

- limpieza S [7 NOL 7 (2)
P 

- espacio SI- NOEL PE (2) 

- orden SI NO - P (2) 

- disponibilidad de equipo y mobiliario SI - NO PE (2) 

4. 	 En los 6ltimos 3 meses ha habido dispo
nibilidad total de:
 

- medicamentos 
 SlI NO CD Pj (2) 
- sales de rehidrataci6n oral 	 SI J NO C P jZ (2) 
- vacunas SI NOE P (2) 
- anticonceptivos SI U NO El. P 0 (2) 
- equipo rmdico SlI'J NOO P (2) 
- balanzas y tallrmetros SI NO P C] (2) 
- papelerTa y formularfos SI El NO El P 07 (2) 
- termos y otro equipo de cadenade frro SI C[ NO 0] P (2) 

- material educativo Sl [] NO PP - (2) 
- equipo de limpieza Sl L NOJ P 0 (2) 
- alimentos SIlD NOE] PO (2) 

equipo de demostraci6n de preparaci6n

de alimentos 
 SI _J NO J- P j (2) 

- material dental Sl [ NOO P I (2) 
- equipo odontol6gico Sl 7 NO P FT (2) 

5. 	Los suministros y equipo listados a
 
continuaci6n Ilegan at Puesto en
 
buenas condiciones:
 

- medicamentos SI NO- P (2) 
- sales de rehidrataci6n oral SI F7 PP 0 (2)NO 


- vacunas 
 SI NO' P (2) 
- anticonceptivos S1 j PNO -7 (2) 
- equipo nm'dico S10 NO E] P0 (2) 
- balanzas yt allrm tros SI 	 " NO 1 P (2) 



- popclerra y formularios 	 SI -. E] P E2 (2) 

- termos y otro equipo de cadena de ffro SI u0l P [ (2) 

- material educativo 	 S- NO P [ (2) 

- equipo de limpieza 	 .S1 NO P (2) 

- al imentos SI- NO W P (2)
 

- equipo de demostraci6n de preparaci6n
 

de alimentos 	 SIl NO P- (2)
 

- material dental 	 SI.- NO E P C (2)
 

- equipo odontol6gico 	 Sl NO P E7 (2) 

VII. Educaci6n y Promoci6n de ]a Salud y Participaci6n Comunitaria
 

1. 	Se ha identificado y se trabaja con or
ganizaciones naturales de ]a comunidad
 
(clubes sociales y deportivos, coopera
tivas, etc). Sl F- NO - P ] (iO
 

2.. 	El personal del puesto partici.pa en
 
actividades comunitarias fuera del
 
mismo. 	 SII] NO P El (10) 

3. 	Existe una comisi6n representativa 
de ]a comunidad que participa en ]a or
.ganizaci6n y funcionamiento del puesto. Sl ] NO P [ (5) 

4. 	Existe una comisi6n representativa 
de la comunidad que exponga las nece
sidades de la comunidad. SI NO P [ (10) 

5. 	Hay plan de trabajo para ]a educaci6n y 
promoci6n cn salud y participaci6n comu
nitaria. SI NO E P - (10) 

6. 	El plan contiene:
 

- metas 	 PSI 	l NO 2 (2) 

- actividades inter-sectoriales SI NO El P El (2) 

- recursos necesarios 	 SI NO-- P (2) 

- mecanismos de control y evaluaci6n SI l NO El P El (2) 

7. 	 Existen normas de tipo psicol6gico para 
el trabajo con grupos comunitarios. Sl NO P L (5) 

8. 	Se real izan actividades de educaci6n in
dividual a las madres en cada consulta. SI NO El P (10) 

http:partici.pa


9. 	En estas charlas individuales se les
 
.enseha a ]as madres a:
 

- entender ]a gr~fica de crecimiento SI J NO P E (2) 
-	 estimular el desarrollo del nifio Sl U NO - P (2)
 
-	 resolver problemas de )a ,lactancia
 

natural 
 SID NOD P (2)
 
- alimentaci6n correcta durante el 
primer


afio de vida 
 Sl D NO ] P ] (2) 
- prevenir ]a diarrea SID NO P D (2) 
-	 prevenir las caries y ]a enfermedad 

periodental 	 SI E NO [D P (2)
 
-	 diagnosticar los grados de deshidrata

ci6n S No Pi (2)
 
-	 preparar las sales de rehidrataci6n
 

oral 	 S I NO] P 7 (2)
 
- adminsitrar las s les de rehidrataci6n
 

oral 	 SI f NOD P- (2) 
- preparar el suero casero SI NO P 2 (2) 
-	 reconocer la irr,ortancia de las vacunas SI E NO P - (2) 
- reconocer la impc anica de la higiene


personal 
 SI j NOD P (2) 
- reconocer )a important -' de ]a higiene
 

del medio. 
 SI NO P2 (2) 
- ]a manipulaci6n de alimentos SI D NOD P (2) 
- alimentaci6n materna SI 	D NO P FD (2) 

0. En estas charlas individuales se le
 

enseha a toda mujer sobre:
 

-	 el auto-examen de las mamas SI _. NO 
 PD 
- diversos tipos de anticonceptivos SI D NO E P 2 (2) 

P (2)
 

-
 la 	prevenci6n de enfermedades de
 
transmisi6n sexual 
 S17 NO P E (2) 

- la importancia de la detecci6n del 
cancer ginecol6gico SI " NO E P - (2) 

- ]a higiene genital externa S1D] NO 	r- P - (2)
 



11. 	 Programa el puesto reuniones peri6dicas
 
con grupos comunitarios para imoartir
 
ternas especrficos en educaci6n para la
 
salud. SI [:I NO P (10)
 

12. 	 En estas reuniones se desarrolIan temas 
como los siguientes: 

- crecimiento y desarrollo SI [ NO L P 1 (2) 

- alimentaci6n infantil y lactancia ma
terna Sl NO ] PV (2) 

- saneamiento ambiental SI NO P  (2) 

- higiene personal SI NO -- P (2) 
- tratamiento de ]a diarrea con rehi

drataci6n oral S [-- NO P (2) 

- vacunaciones SI 1:-] NO l P - (2) 

- planificaci6n familiar 	 SI NO f-j P [_ (2) 

- enfermedades de transmisi6n sexual SI E NO I---J P - (2) 

- salud bucal SI- NOD P- (2) 

- educaci6n sexual SI NO P D-- (2) 

- detecci6n precoz del cancer ginecol6
gico Sl-- NO P (2) 

- enfermedades respiratorias SI D NO E P.D (2) 

13. 	 Los materiales educativos con que cuenta 
el puesto se distribuyen en ]a comunidad St NO pP E (10) 

14. 	 Participa la comunidad en la evaluaci6n
 
de actividades desarrolladas por el 

puesto S 1 NO -I P [ (10) 

15. 	 Se han hecho evaluaciones de las activi
dades de educaci6n para ]a salud a nivel 
comuni tario SI NO -IP E (10) 



EX D 
SURVIVA OPETIONA PLA, GUAT 

OBJECTIVES, FIVE-YEAR CHILD 

D. 	OBJETIVOS INMDIATOS
 

Identificar y elaborar diagn6stico 
a nivel nacional, de las
 

-

no gubernamentales que 
realizan ac
 

instituciones estatales 
y 


6
n en 	salud, en el campo 
m
 

6f de servicio y educaci
nes de prestaci


ternoinfantil.
 

6n interinstitucional e
 
Establecer los mecanismos 

de coordinaci

-

interagencial a nivel 
central y local y unificar 

las acciones
 

6n en salud.
 

•que 	se desarrollan 
en el campo maternoinfantil 

y educaci


Divulgar y promocionar 
el Plan Nacional de 

Supervivencia Infan

su eje

til en las diferentes 
instituciones participantes 

en 


cuc16n.
 

Analizar, discfar e implementar 
esquemas operativos para 

la cje

-

las actividades contempladas 
en el Plan Nacional 

de
 

cuci6n de 


Supervivencia Infantr i.
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na
- Promover la formulaci6n de programas especificos de nivel 

cional, para los componentes prioritarios del Plan Nacional de 

Supervivencia Infantil.
 

Estandarizar a nivel nacional las normas y procedimientos para
-


el control de las enfermedades diarr6icas, respiratorias agudas,
 

inmunoprevenibles, atenci6n materna e infantil y orientaci6n 
familiar
 

seg6n enfoque de riesgo.
 

- Incorporar en forma progresiva y segdn dreas de salud priorita

rias, los distintos componentes del Plan, con acciones conjuntas 

y complementarias entre instituciones. y sectores. 

Fortalecer la capacidad operativa de las instituciones involu-

cradas en la ejecuci6n del Plan.
 

Dotar de equipo, maieriales y suministros para la ejecuci6n del
 

Plan de Supervivencia Infantil, a las diferentes instituciones
 

y sectores involucrados.
 

-


Mejorar la cadena de frio en los diferentes niveles de atenci6n.
 -

Seleccionar y estandarizar a nivel nacional, el material e instru

mentos de registros mddicos para la atenci6n maternoinfantil.
 

Establecer sistemas simplificados de monitoreo de crecimiento y
 

desarrollo en niflos menores de cinco aftos.
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- Incorporar on forma progresiva segdn dreas prioritarias, el 

sistema de informaci6nf, monitoreo y evaluaci6n en el campo do 

Supervivencia Infantil. 

- Elaborar un programa educativo integral con los componentes del
 

Plan Nacional de Supervivencla Infantil, bajo el criterio de
 

enfoque de riesgo, que contemple los aspectos conceptuales, metodo

l6gicos y operativos.
 

- Capacitar a un ndcleo nacional de las diferentes instituciones
 

con participaci6n en el campo de Supervivencia Infantil y de
 

Educaci6n para la Salud.
 

- Desarrollar los recursos humanos de las diferentes instituciones,
 

segfin implementaci6n progresiva, para la ejecuci6n de los dife

rentes componentcs del Plan, empleando metodologias participativas.
 

- Apoyar y propiciar la participaci6n de 'las organizaciones exis

tentes en la camunidad, en funci6n de desarrollar un proceso edu

cativo comunitario. 

- Identificar el saber y la pr~ctica de la medicina tradicional
 

en las diferentes comunidades para realizar las modificaciones
 

necesarias en la prestaci6n de servicios y en el proceso educativo.
 

- Validar, producir y evaluar material educativo diseflado a nivel 

local, con participacifn do la comunidad. 



unidades cdUcativas 
institucionales y 

comunitarias,
 
a las
Dotar 


insumos necesarios
 

seg~n cl diagm6Stico 
de necesidades de 

los 


la tecnologia apropiada 
en el proceso educativo.
 

para el desarrollo 
de 


en el camevaluativas 


Disejlar, ejecutar 
y aplicar investigaciones 


po de Supervivencia 
Infantil.
 

en la acci6n, al
 6 n, capacitando
de Supervisi

Iniciar el proceso 


6 n del Plan de Supervivencia
la ejecuci
 
personal involucrado 

en 


Infantil.
 

E. 1ETAS INMEDIATAS 
con
6 n del plan, 


Contar durante los 
primeros tres meses 

de ejecuci
 

1. 


andlisis de la capacidad 
institucional para 

la
 

el inventario y 


atenci6n de salud 
maternoinfantil.
 

6
n Nacional
6
 n mensual de la 
Comisi
 

como minimo una reuni
2. Rcalizar 

establecer en el filtimo 
trimestre
 

de Supervivencia Infantil, 
y 


de 1985 un mccanismo 
coordinador del Plan.
 

3. Establecer en el Ciltimo 
trimestre de 1985 un 

mecanismo coordi

nador y unificador del 
proceso educativo.
 

6
n de un
 

Iniciar en el Gltimo 
trimestre de 1985, la elaboraci


4. 

6 Promocifn en Supcrvivencia 

Infantil, a
 
n y

Plan de Divulgaci


instituciones involucradas.
 ejecutarse por las 
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5. 	 Organizar durante.el 61timo trimestre de 1985, sub-grupos de
 

trabajo para dcfinir esquemas operativos, normas y revision de
 

material para actividades de promoci6n, registros mddicos y sistema
 

de informaci6n, revisi6n del sistema de supervisi6n, monitoreo y
 

evaluaci6n, el proceso de educaci6n Vara la salud y otras activida

des que sean necesarias.
 

6. 	 Realizar tres reuniones como minimo, con representantes de los
 

medios de comunicaci6n, para promocionar y divulgar el Plan Na

cional de Supervivencia Infantil.
 

7. 	 Contar en el primer trimestre de 1986 con un esquema operativo
 

que incluya metodologias participativas y que sirva de marco de
 

referencia para la ejecucin del Plan.
 

8. 	 Elaborar durante el primer trimestre de 1986, los programas ope

rativos, correspondientes a los distintos componentes del Plan
 

de Supervivencia Infantil.
 

9. 	 Formular en el 6ltimo trimestre de 1985, los planes para la
 

extensi6n de cobertura del PAI, incluida la realizaci6n de jor

nadas nacionales de vacunaci6n.
 

10. 	Que al finalizar el primer semestre de 1986 se cuente con las
 

normas correspondientes de cada uno de los componentes del Plan
 

Nacional de Supervivencia Infantil y se inicie el proceso de difusi6n.
 

http:durante.el
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las 	acciones del Plan de Supervivuncia
11. 	Que al finalizar 1986, 


Infantil est~n adoptadas integralmente en las instituciones
 

involucradas.
 

12. 	 Con la estrategia de canalizaci6n se espera qua:
 

a. 	 Para fines de 1985 se implemente el componente de control de
 

enfernedades respiratorias agudas, en cuatro Areas de salud de
 

los departamentos de Santa Rosa, Jutiapa, Jalapa y Chiquimula,
 

San
 y para 1986 en Zacapa, Chimaltenango, Totonicapdn, Solol, 


Marcos, Huehuetenango, El Quichd, Quetzaltenango, y Suchitepdquez.
 

implemente el componente de inmunoprevenib. 	 Para fines de 1985 se 


bles y control de enfermedades diarrdicas en los departamentos de
 

Zacapa, El Progreso, Chiquimula y Jutiapa, y para 1986 en Chimal

tenango, Totonicapdn, PololA, San Marcos, Huehuetenango, El
 

Quichd, Quetzaltenango y Suchitepdquez.
 

implemente en los diez departamentos enunc. 	 Para fines de 1986 se 


ciados anteriormente, el modelo de atenci6n primaria maternoin

fantil en enfoque de riesgo.
 

13. 	Garantizar en el primer semestre de 1986, la dotaci6n de drogas
 

y suministros, atendiendo a los componentes por causas bAsicas
 

y para el segundo semestre de 1986, los pertinentes para el desarrollo
 

de la atenci6n materna e infantil.
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TABLE 2
 

PROJECTED BUDGET (TENTATIVE)
 

NATIONAL ORT PROJECT
 

CATEGORY 
 1 2 
 3 TOTAL
 

1. Management - Central 
 450,000 495,000 
 544,500 1,489,500
 
Administration*
 

2. Mass Marketing 100,000 15,000 
 10,000 125,000
Development 
 30,000 100,000 
 60,000 190,000
 
3. ORS Supply - LAPROMED Start-up 148,550 
 148,550
ORS Purchase (248,000) (758,340) 
 (1,416,687)
ORS Purchase 20% anticipated 399,668 
 1,041,677 1,133,350 2,594,695
 

4. Training ** 
 33,335 81,935 
 81,935 197,205
 

5. Supervision 
 16,500 16,500 
 16,500 49,500
 

TOTALS 1,178,053 1,750,112 1,846,285 
 4,774,450
 

* 10% annual inflation rate.
 

** Development Costs + Management Costs are (1). 
 The "Training" line item is direct training

session costs only.
 



~ ETIMTE-INVESTMENT FOR LOCAL PRODUiCTION 

$Producti'6n Equipmentj< (In~U.S$) ;<>Y~-

I Filn-mxn machine~ 4~$26,000.AI'3 oo~3*Sale 


1Dum thoup~mixer, (300,1.iter, with two drum)35o'b 
..-- " 500-00 

; ~~Iy7. 1i700.OOJHand pal Iet truck 


J Subtota $39,500 .00~
 

Human Resources A.. 

ITechni cal advi ser ., $1 WO4 . 

, 101400. 00 .erat1,pu 
 ~rsr 13,250.00"' 4... 

Technical training .4. 14 >~,0,000.'00'~7 

4~~:> Subtotal $33,650 .00oi~ 

Pakgniaerialma-- ~'4,680.00_ 1 

4. ~4'4~Subtotal $40,400'.00 4 4 

4 *~ A~1LAPROMED~alternative '. 44: 

SPos'sibl 
 UNICEF-.doae; 

packe -PpoiaeyS$7~340'fora "bridge :supply of 

NOTE: Th pakaging 'of, 1001 u its into, a'box wiYad o~h
csbut not,vey i icanily
 

For .compa.rative'purposes,.:i, s A be,taken' into, consid
,eraton 'tat~th0 ;u for, the UNICEF ,packet ,: $"more'expen sive an po~eh'le ,e]i~ng 

http:40,400'.00
http:4,680.00
http:13,250.00
http:1i700.OO
http:26,000.AI
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ORT Activities. pg. 6 

Department IHR Under I MR 1-4 Diarrhea-Caused ORT Activities 
MRS All Under 5 

Zacapa 61.7 11.2 425.4 Considered a "new and basic" program. 
ORT a priority area in primary health care. per 
th.2national health action plan. Emphasis will be 
on health education and massive distribution of 
ORS. The observation is made that supply of ORS 
in particular and medicines In general has been 
extremely errative over the past 4 years. 

Chiquimula 42.4 11.1 275.6 Plan is to establish ORT program through the PSRa, 
the TBAs. hospital pediatric eervices, when and if 
the MSPAS supplies ORS regularly in adequate 
quantities. For promoters to adequately serve their 
clientele, they will need good training and follow
up. particularly in checking family records to be 
sure that families are actually use packets. 

Jalapa 57.8 16.0 701.7 In 1983, trained volunteers (PSRs) performed 5,904 
ORT consultations. Current CDD strategy is to 
emphasize improvement of maternal-child nutrition 
and increase use of ORT and breastfeeding as the 
most practical, immediate, and effective inter
ventions. 

Jutlapa 53.8 9.7 355.6 Plan is to provide followup to infants under age 1 
because of risks from imunopreventible diseases 
and diarrheas, at a rate of 3/yr., plus 3 visits 
per yr. by PSRs, who will provide a coverage of 28Z 
and 11,266 consultations. For children 1-4. at 
particular risk from weaning-related malnutrition, 
as well as from im-unopreventible diseases and 
diarrheas, there will also be 3 followup visits/yr.. 
particularly in the highest-risk districts. To 
achieve this coverage, resources will be those 
provided by CARE. the channelling strategy, and 
use of PSRs particularly with regard to EPI and ORT. 
Area considers ORT of greatest priority and has had 
good experience with ORT since 1984. 

Projected Packet Requirements
 
(for 1985)
 

Calculation on basis of 4 episodes per
 
year. plan to rehydrate 24,277 children.
 
using 2 packets per episode, a total of
 
97,008 packets. Target coverage for area
 
is 87%. Estimated number of consultations
 
93,846. Packets provided by UNFPA.
 

Total children to be attended by PSRs
 
Is 16,364. Packets required - 65,45b.
 

No estimates provided. Coverage in 1983
 
was 16% of the population of 37.643
 
children under age 6.
 

Total number of children under 6 Is
 
71.942; projected coverage is 33Z.
 
Estimated number of children to be
 
rehydrated Is 23.176. Total of PSR
 
diarrhea-related actIvIties/hose visits 
- 79,243. With two packets left at eacl 
visit, total packet requirements will be 
158,486.
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INTRODUCTION
 

The AID-specified Scope of Work for this activity for the role 
of Logistics Specialist included the following tasks:
 

1. 	Examine current ORS distribution system, including transporta
tion and storage Facilities, and identify its weaknesses and 
strengths. Within this review, pay particular attention to 
logistical problems posed by remote areas. 

2. 	Explore the marketing channels which are viable options for 
Guatemala and recommend a marketing strategy. 

3. 	 Assess Guatemala's ORS local production capability and deter
mine the inputs required for such a large-scale undertaking. 

4. 	Evaluate MOH's managerial capacity in administering logistical
distribution of ORS throughout the country.
 

Discussion within the Study Team, with concurrence of the
USAID Health Officer, transferred the following tasks from the role 
of the Public Health Physician to the Logistics Specialist:
 

5. 	 Assess current private sector involvenent in ORT, current pri
vate 	production, promotion and distribution of ORT and poten
tial 	for increased role of private sector organizations in a
national program under a new AID project. (The reader should 
note that the reports of both the Anthropologist and the Pub
lic Health Physician do, nevertheless, deal with the activi
ties of non-commercial private sector entities in ORT.) 

6. 	Examine alternative ORT distribution strategies and assess
 
their appropriateness for the situation in Guatemala. 

This 	analysis attempts to address each of these, emphasizing
in its organization the two major categories of production and
distribution. The analysis also attempts to respond to the major
categories of information and analysis suggested in the PRITECH
Manual for the Assessment and Planning of National ORT _Programs. 

iii 



I. DEMAND FOR ORAL REHYDRATION SALTS*
 

According to information provided by the MOH (see Tables 1 and

2), Guatemala will have, in 1986, a population of approximately
9,000,000, of which some 1,352,000 will be children under five 
years of age. Estimating demand on a basis of three episodes of 
diarrhea per year, with a utilization rate of three packs per epi
sode, the requirements for 100 percent coverage would be: 1,352,000 
x 3 x 3 = 12,168,000 packets. The ORT project to be proposed will
 
assume a 30 percent coverage of the target population for the first
project year, 60 percent for the second year, and 80 percent for 
the third year. Project requirements for packets would be:
 

1986 - 30% = 3,650,400 packets
 
1987 - 60% = 7,300,800 packets
 
1988 = 80% = 9,734,400 packets.
 

Although there has been some disagreement due to substantial 
unevenness in both supply and effective demand, there appears to be 
net consensus about an imminent deficit in ORS for the public
tor. UNICEF has donated 

sec
500,000 packets, of which 360,000 have be

gun to be distributed in the Health Areas where channelling activ
ities are going on. These areas have a total population of
1,657,971, which includes an estimated 400,000 children under age
five. Another 40,000 packets 
are being held at the Drogueria

Nacional to cover special requests to the Ministry of Health.
remaining 100,000 

The
will also be held in the Drogueria warehouse, for 

UNICEF to use to respond to requests by non-governmental organiza
tions (NGOs) (see Table 3). 
 Another 500,000 packets are supposed to

arrive early in 1986, a delivery which appears to be generally
understood as the last one UNICEF will make. Thus, there will be a

deficit of at least 2,650,400 packets for 1986, as things now stand. 

* The reader is referred to other dimensions of demand for ORS/
 
ORT which are discussed in the Economic and Financial Analysis.
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II. LOCAL PRODUCTION OF ORS
 

A. The Private Sector
 

1. The Pharmaceutical Sector in Central America*
 

The private sector involved in the commerce of medicines 
in Central America is managed by individuals who may or may not be
 
professionally-trained pharmacists. More often than not, they are
 
businessmen, owners or administrators of pharmaceutical manufactur
ing and/or distribution firms. The individuals constituting this
 
sector are frequently organized into associations, chambers, and
 
unions, of manufacturers, distributors, pharmacy owners, and phar
macy employees. In addition, there are the Colegios de Farmaceuti
cos, which are groupings of professional pharmacists only. The
 
sector may be divided as follows:
 

a. Pharmaceutical plants
 

Firms dedicated to the production of finished-dose 
forms of pharmaceuticals. Production of raw materials for pharma
ceuticals in Central America is very limited; most raw material is 
imported, primarily from West Germany, Italy, and the United States. 

b. Distributors or drug wholesalers (droguerias) 

Firms dedicated to the distribution of medicines and 
other medical supplies to pharmacies and other establishments au
thorized by law; the latter, which are not designated as "pharma
cies," serve the country's most remote areas. In most cases, such
 
firms represent and distribute the products of foreign manufactur
ers. There are only a few cases inwhich the agent and distributor
 
of a foreign manufacturer are separate firms. 

c. Pharmacies 

The principal entity that sells pharmaceuticals
directly to the consumer in Guatemala is the pharmacy. It is the 
segment of the sector which has the greatest immediate contact with 
the public and, actually and potentially, plays the greatest promo
tional and educational role in this subsector. 

Some of this material is repeated from an earlier assessment 
by this author: R. Arce, Assessment of Private Sector Produc
tion of ORS, Guatemala, Washington, D.C., March 1985, PRITECH. 
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d. Other authorized establishments
 

In remote areas, which characteristically do not

have legally-established pharmacies, other outlets--general stores
 or shops, tiendas, botiquines--may be authorized by law to sell a
restricted listof medicines, as a general rule, non-prescription,

over-the-counter (OTC) preparations, first aid items, and the like,and do not require the intervention of a licensed pharmacist. 

2. Existing Local Production of ORS
 

In terms of quantity, Guatemala is the most advancedcountry in Central America in the level of development of its phar
maceutical industry. This is due to the fact that several interna
tional companies (e.g., Upjohn, Hoescht, Bristol) built plants in 
Guatemala, beginning in the 1960s, to take advantage of the Central
American Common Market (CACM). 
 In the wake of this, many national

laboratories (e.g., Bonin, Lancasco, Quifarma) benefited, improv
ing their technology and introducing modern quality control systems.
In fact, most of the pharmaceutical plants in Central America in
general have accumulated enough technology to produce a wide range

of pharmaceuticals in a wide variety of presentations (tablets,capsules, syrups, sterile solutions, special packs, etc.). Virtually all of the pharmaceutical production at the national level in
Guatemala is the of the privatein hands sector, composed of 54laboratories, of which 24 are multinationals and the rest national.
These laboratories must register their products and undergo quality
control procedures in order to enter the national market. 

Nevertheless, as of mid-1984, there was no national-level,
private sector facility producing ORS (Arce, June-July 1984). 
 The
 
same condition prevailed in March 1985 (Arce, March 1985), although
both Bonin and Quifarma were producing sterile electrolyte solu
tions for intravenous (IV)administration. However, at the time of
this writing, there are two national-level facilities about to produce ORS or already doing so, Alimentos, S.A., and Quifarma, respec
tively.
 

a. Alimentos, S.A.
 

Alimentos, S.A. produces and distributes food products derived from cereals, particularly corn, and is the producer

and distributor of Incaparina. Alimentos has developed a 
one lit
er ORS packet which uses locally-produced sucrose instead of glu
cose. 
The product has been analyzed and approved by INCAP, and the
company's plan is to introduce it as a popular ORS presentation into the private market and, at the same time, make it available to
the public sector, in a less elaborate package and at a lower cost
which could be somewhat subsidized by higher prices set in the pri
vate sector market. However, the firm has held up the product
launch due to problems with the Ministry of Economy. The Ministry
has effectively frozen the prices of some of Alimentos' products,
including Incaparina, and has prohibited any upward adjustments in
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sale prices to account for higher prices of imported raw materials
 
resulting from the de facto devaluation of the quetzal. Availabil
ity of foreign currency, mainly U.S. dollars, has been significant
ly diminished, and local manufacturers are forced to get dollars to
 
import raw materials from the parallel market at Q3.50:US$1.00, in
 
comparison with the official exchange rate of QI.00:US$1.00. This
 
acts as a major production disincentive to the private sector.
 

At the same time, one fairly recent analysis (Wise, 1980) sug
gests that, while the course of Incaparina reveals commercial suc
cess with almost continuous growth of sales, there has been rela
tively little impact on the poor. The analysis argues that most
 
consumption of Incaparina has been 
by the better educated and by
far fewer children than social goals would indicate: at the time 
of that study, fewer than six percent of children under age 12 in 
one good sample of rural areas were consuming the product on a dai
ly basis and even those children were receiving only one-third of 
the recommended level . This analyst suggests that the price of 
Incaparina was too high and that some aspects of industry struc
ture, manufacturing technology, and promotional methods might be
susceptible to modifications that could greatly increase the direct
benefits of this nutrition intervention concept for groups in 
greatest need. Examples of this restructuring, which are instruc
tive for an ORT project, include: some shift to multiple, small,

decentralized firms using labor-intensive processes; packaging

alternatives of lower cost, especially sale in bulk into consumers'
 
own containers; and messages which emphasize protein substitution,

in vernacular languages in addition to Spanish, and which rely more
 
on oral media, especially local morning radio stations. The sugges
tion will be made in this document that the ORT project consider a
 
Condition Precedent which will encourage negotiation between Al imen
tos, S.A. and the GOG/Ministry of Economy on a price for both
 
Incaparina 
and ORS which will at least allow them tc recapture

their costs. The Mass Communication component of the project which
 
will be proposed here can help both to effectively reduce Alimentos'

marketing costs and to address the promotional limitations Wise 
encountered in the case of Incaparina. The issue of decentralized
 
production is discussed below in Section B.2.
 

The question of price also suggests that a product strategy
which encompasses several different production alternatives ismost
likely to assure that there is, at any givea time, enough ORS to 
satisfy growing demand, for both the less affluent components of 
the population who are at least the putative beneficiaries of Min
istry of Herlth services, the more affluent who will want a fancier
product available through pharmacies, and components of both popula
tions who will want an ORS supply which constitutes an alternative
 
to erratic public sector logistics at a price which is reasonable.
 

If and when Alimentos can reach agreement with the government
 
on some kind of price adjustment for Incaparina and on the planned

ORS packet, they will start production, together with a massive 
publicity campaign. The central idea of that campaign will be to 
celebrate the 25th anniversary of the introduction of Incaparina 
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with the introduction of yet another, new, socially-oriented prod
uct.
 

The Alimentos plant is very modern and 
totally automated; a

complete production process occurs on several levels of the plant,
and products in-process are moved among levels by means of a pneu
matic system controlled by a computerized center. An analysis by
this writer in March 1985, noted that, were ORS production to take 
place at the Alimentos facility, care would have 
to be taken to
 
avoid contamination with cereal residues. However, a small area on 
the second level, where vitamins are mixed to be added to cereal 
products, would be suitable for ORS production, ifproperly isolat
ed and air-conditioned. At the time, the need was also noted for

additions to the quality control laboratory to facilitate salts
analysis (spectrophotometer, Karl Fisher, etc.), and the suggestion 
was made that sucrose be substituted for glucose. There 
were two
 
advantages perceived in this adjustment. One was that Alimentos
 
already had filling/sealing machines which could handle 50-grain

packets, but nothing smaller; the glucose-formulated ORS would have
made a one-liter quantity but the bulk per packet would have been 
too small to be handled by the available filling/sealing capacity.
The bulk attained by using sucrose, double the volume of glucose,
would be responsive to machine capability; furthermore, substitu
tion of sucrose, the formula's principal component in terms of vol
ume, would limit the need for importation, since sucrose is locally
produced. Since the production of medicines isallowed by law only
in authorized plants, Alimentos would also need to obtain a special

license that would legally authorize production of a medicinal
 
product in a food-production facility.
 

The new formulation of the product is the following:
 

Sucrose 40.0 g

Sodium chloride 3.5 g
 
Tri-sodium citrate 2.9 g
 
Potassium chloride 1.5 g

Artificial orange flavor 0.19g

Color FD y C #6 0.01
 

Total
 

The sucrose content is exactly twice that of the glucose originally

planned for this formulation, and an orange flavor has been added
 
to make it more palatable.
 

The laminate used for packaging is high-density polyethylene

0.003" thick. 
The estimated price to the public will be QO.20-0.25,
 
calculated on the basis of the official exchange rate,* with all
 
materials purchased locally. 
 The price could be lower ifthose raw

materials which need to be imported were ordered directly from the
 
manufacturer instead of through Guatemalan 
import firms (see Sec
tion II.B.3 below) 

QI.00 = US$1.00.
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b. Laboratories Quifarna, S.A.
 

Quifarma has recently introduced a product called
Glucosoral into the private market. Itwas not possible seeto

their installation because the plant was shut down for maintenance.
The formulation is the following: 

Sodium chloride 3.5 g

Potassium chloride 1.5 g
 
Sodium bicarbonate 2.5 g

Glucose anhydrous 20.9
 
Peach flavor q.s.
 

It is packed in a PVC sachet containing two separate interior small
er sachets, one with the glucose and the other with the rest of the 
salt mixture. The raw materials are all imported, and the PVC sa
chets are obtained locally from a supplier named "Extrudoplast."
Capacity is limited because the filling operation isdone manualTy.

However, Quifarma has managed to produce as much as 100,000 packets
in one run in order to fill a specific government order. Glucosor
al is found in pharmacies at a price of QO.60 per packet (U.S.$0.17 
at the exchange rate current at the time of this writing), a price

substantially higher than that projected for the Alimentos product. 

c. Other locally available products
 

Other products found in pharmacies are:
 

Mg Origin Price Presentation
 

Dextrolito I Lab. ARSAL El Salvador QO.85 pack
Dextrolito 2 Lab. ARSAL El Salvador 0.94 pack
Hidrafix Rorer Brazil 1.18 liquid
Glucosoral Quifarma Guatemala 0.60 pack
Pedialyte Abbot Guatemala 2.00 liquid (400ml)
Orelectrin Finlay Honduras 2.58 liquid (400ml)
Oral Rehydration Salts Servipharm Switzerland 1.00 pack 

Most pharmaceutical manufacturers in Guatemala do not sell directly
to pharmacies. They typically sell through drug wholesalers; the
largest of these are Drogueria La Merced, Drogueria Col6n, and 
Drogueria Lanquetin.
 

B. The Public Sector
 

There are no state production laboratories, but the General
 
Hospital San Juan de Dios, which belongs to the MOH, and the IGSS,

each has a small laboratory for "institutional production," which 
satisfies a few limited internal needs. Production is limited to 
IV solutions and some liquid and semisolid preparations. However, 
even these laboratories have problems: high prices and inadequate

supply of raw materials, lack of technical capaciLy, insufficient 
human resources, and deficient control of quality in all phases of
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production and util ization at the institutional level. Some pri
vate sector representatives have made proposals to the government
which reflect their interest in producing generic forms of essen
tial drugs at low cost for use by public sector institutions
through some kind of accord or, perhaps, with the state supplying
the raw material , leaving their recombination to the private sec
tor, in either case 
under the aegis of the Drug Control Division
 
(Divisi6n de Control de Medicamentos) of the MSPAS. The fate of 
tFese proposals is unknown. 

1. The SINAPS Experience
 

Oral rehydration therapy was introduced into Guatemala at
the end of the 1970s in the wake of studies carried out by INCAP 
which, in addition to years of basic research on diarrheal disease

and its management, had developed a simple hand-mixer for community
ORS production. Production was initiated on a pilot basis in loca
tions comprised by the AID-financed SINAPS (Sistema Integrado de
Nutrici6n y Atenci6n Primaria de Salud) project, in several loca
tions in the eastern part of the country. The Health Centers at El
Progreso and Ipala are still producing ORS for local-level use. 

The formula used varies somewhat from the WHO standard: 

(for 250 ml of water) INCAP WHO
 

Sodium chloride 1.302g 0.875g

Sodium bicarbonate 
 0.625g

Potassium chloride 0.350g 
 0.375g

Sucrose 
 8.0 g

Glucose 

The principal difference between the two formulae is that the INCAP
formula uses regular sugar (sucrose), which is locally available,
instead of glucose, which must be imported. The ingredients are 
mixed, and a small polyethylene bag with a 1/4-liter (250mi) capa
city (about the size of a common drinking glass) is filled. Four
packets are clipped together with an instruction leaflet, constitut
ing a complete treatient. Batch samples are sent for analysis to 
the LUCAM (Laboratorio Unificado de Control de Alimentos y Medica
mentos). The LUCAM only checks potassium content, alerting the 
ph-sician in charge when that content is too high; one consultant's 
report (Arce, 1984) suggested that uniformity of the mixture should 
also be checked, since ingredients are probably not evenly distri
buted due to differences in particle size and moisture content. 

In 1983 the district of IPALA produced about 38,000 packets

and apparently, all were used; El Progreso produced at least 40,000

packets, but a large number were still 
unused at the time of the

consul tancy referred to earlier, for reasons that were not made 
clear.
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2. The Catholic Relief Services (CRS) Experience
 

If this discussion were to strictly follow the public/
private sector differentiation established for this analysis, this
 
section would more appropriately have been included earlier. How
ever, since the CRS experience is really a permutation of the INCAP
experience and presents an option for another public sector approach
to ORS production, we include it here. 

CRS supports a clinic in a marginal area of Guatemala City, El 
Milagro, which is staffed by a physician and medical students from
 
San Carlos University. The clinic has been training mothers and 
distributing ORS packets supplied by APROFAM. Acceptance has been
 
good and the San Carlos stadents and other staff have worked hard
 
to convince patients of the utility of ORT.
 

In the past few months, however, packet supply has dwindled 
and appears to be coming to a halt. In search of a potential solu
tion, CRS opened discussions with the Director of the Health Area 
of El Progreso, where there is a small ORS production facility set
 
up under the SINAPS Project. CRS has arranged for the purchase of
 
a drum mixer, two scales, and a plastic bag sealer, at a total cost 
of Q800-Q1,00. They plan to produce 3,000 bags, which will satis
fy their present level of demand. It should be noted, however,
that this requires a level of effort of only three nine-hour person
days when the facility produces at the level (now achieved by the El 
Progreso facility) of 1,000 packets a day; theoretically, a 20-day

work month with only one person working could produce 20,000 pack
ets. The El Progreso staff has agreed to provide technical assis
tance and the LUCAM will provide the quality control, including
checking on proportions; it is not clear whether the lab will also 
check uniformity as suggested by Arce (1984).
 

Production costs for 1,000 packets at November 1985 prices are
 
as follows: 

8 kilos of sugar (sucrose) - Q 4.20 
1.3 kilos of sodium chloride - 0.45 
.375 kilos (375g) potassium chloride : 30.00 

The cost of each plastic bag for 1/4-liter amount is Q.005 each.
 
This brings the total production cost for each 1/4-liter packet to

approximately QO.04, roughly equivalent at the November exchange rate 
of Q3.50:US$1.00, to US$0.01 per packet. This is clearly competi
tive with the price of the UNICEF packet, which makes one liter of
 
solution. The FOB Copenhagen price of the UNICEF packet is US$0.04
US$0.06; freight and other import costs increase that price to 
US$0.12-0.15. Furthermore, in order to keep freight costs low,
packet import quantities must be high, which implies demand for 
adequate warehouse facilities and greater opportunities for loss 
and spoilage. At the same time, the local product does not include 
either the bicarbonate or citrate which have been used in the 
UNICEF formulation. Nevertheless, the formula is approved by INCAP 
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for a situation in which rapid turnover is expected, since the 
product does not have the stability or packaging which would allow
 
it the long shelf life of more sophisticated presentations.
 

CRS sees this small-scale production system as a demonstration
activity and as an experiment which, if successful, could be repli
cated at very low cost all over the country. The CRS director men
tioned ASECSA, an organization of 75 to 80 clinics, with an active

health promoter training program and a drug distribution system forthe health promoters who constitute its membership, as a possible
collaborator in setting up local ORS production facilities.
 

3. LAPROMED
 

LAPROMED (Laboratorio de Produccion de Medicamentos) isapharmaceutical production unit that has been in operation for some time 
as part of the program of the School of Pharmacy of the University
of San Carlos. LAPROMED's objectives are to offer medicines
communities through official MOH outlets, 

to 
principally through

municipal sales points (ventas municipales) and state pharmacies
(farmacias estatales) at low prices. 
At the same time, the facil
ity serves as a training ground for pharmacy students. The lab is

managed by a part-time pharmacist dedicated exclusively to produc
tion activities.
 

LAPROMED now manufactures a dozen or so liquid preparations,

and their plans are tu begin production of ORS within the next two
 
to three months; their output will be very limited, however, since

the capacity of the eq~iipment they have acquired is quite small.
The plant is presently functioning in an old building once occupied
by the School of Pharmacy. The construction of the building is
solid and could easily be adapted for larger-scale ORS production,
since most of the space is unused at the moment. LAPROMED's budget
consists of a revolving fund deriving from its sales and adminis
tered by the finance department of the University. A quality con
trol laboratory complements the production facilities.
 

Raw materials for LAPROMED's initial production have been ob
tained locally from import finns: Merck Centroamericana, Refaqul
mica, Proquideca, Agencias Richard, and others. 
These firms import

raw materials and maintain relatively small stocks for immediate
deliveries. 
Their prices for materials are much higher than they
would be if LAPROMED could import directly from the manufacturer. 
The prices LAPROMED has paid recently to these firms for ORS compon
ents are:
 

Sodium chloride Q2.85/Kg

Potassium chloride QI.50/Kg

Sodium bicarbonate Q1.49/Kg

Glucose Q4.73/Kg.
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III. DISTRIBUTION OF ORS
 

A. 	The Public Sector
 

1. 	Characteristics and Constraints of the MOH Logistical
 
System
 

The distribution of essential medicines and other criti
cal medical inputs through the public sector is the province of the 
Ministry of Health and the Social Security Institute (IGSS). A re
cent analysis (PAHO, October 1985) describes the MOH drug logistics 
system as "inadequate, insufficient, and inappropriate, characteris
tics 	exacerbated by inflation, lack of foreign exchange, budgetary

cutbacks, and increases in operating costs." The result is that 
the MOH's target population, particularly at the lower end of the 
income scale, has stringently reduced access to essential medicines. 

The situation for the IGSS is somewhat different. That in!,ti
tution's present administrative structure has allowed it to manage

with 	sufficient efficiency to avoid inventory depletion and guaran
tee an adequate and appropriate inventory for its users. Neverthe
less, that achievement is currently threatened by the same budge
tary 	cuts, inflation, and lack of foreign exchange which presently
 
afflict the MOH.
 

In the MOH, purchasing of medications and supplies occurs in
 
decentralized fashion through its 35 hospitals, seven of which are
 
in the capital, and 26 Type A and 189 Type B Health Centers. These 
entities do their purchasing independently, using their own pro
curement mechanisms, but in accordance with the fundamental laws 
relating to procurement and bidding, through bids and open contract
ing and, sometimes, through petty cash purchases. The IGSS systen,
 
in contrast, is centralized for the different medical entities, of
 
which there are 67, 59 at the departmental level and eight in the 
Central Area.
 

The other entity which does public sector purchasing is the 
Drogueria Nacional, a direct dependency of the Minister of Health. 
The Drogueria purchases for some Type B Health Centers and Health 
Posts, as well as for the Ventas Municipales and the State Pharma
cies. The Centers and Health Posts supply pharmaceuticals to their 
community-level clients gratis; the Ventas and Farmacias sell at 
cost.
 

The distribution points served by the Drogueria Nacional , list
ed in detail in Table 4, by the end of 1986 will be distributed as 
follows: 

1. 	State Pharmacies: 53
 
2. 	Ventas Municipales: 142
 
3. 	 Health Posts: 666 
4. 	Health Centers: 211
 
5. 	Hospitals: 35.
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Thus, the Droguerla will be, within the next year, responsible for
 
a total of 1,199 distribution points.
 

The capacity of the MSPAS's logistics system to supply and
distribute pharmaceutical products is at present seriously defi
cient. Budget cuts over have beenthe last five years felt particu
larly sharp in drug supply, so that some facilities have no medica
tions whatsoever or have them in extremely limited quantities.
This is believed to have had real impact on the level of interest 
among the target population in using MOH facilities. Between 1981 
and 1984, there was a 58 percent decrease in the budgetary alloca
tion for drugs for use by Health Centers and Health Posts. The 
budget for supplies for minor surgery decreased by 30 percent dur
ing the same period; in 1985 the latter budgetary allocation, for 
surgical supplies, was 66 percent less. The budgetary allocations
 
for the Ventas Municipales and Farmacias Estatales have seesawed
 
over the same time span, so that it is difficult to track that 
history; still, the simple fact of such erratic funding will have 
to have had negative impact on planning, management, and availabil
ity of supplies.
 

The PAHO analysis lists the major characteristics and con
straints in the drug supply systems of both the MOH and the IGSS,
according to the major categories of the logistical chain. Because
of its relatively low coverage, we will not include an analysis of 
the IGSS system here, but concentrate instead on the MOH, our pri
mary focus of concern. 

a. Selection and control
 

There is no established drug selection procedure.
In 1979, a national drug formulary was approved which included a
disaggregation by delivery level for the MOH, as well as a vademe
cum. It was never implemented. In 1985, a commission was formed 
of representatives from Registro y Control de Medicamentos, the
 
Director of the Drogueria Nacional, the Therapeutic Committee of
the General Hospital and Roosevelt Hospital, which drew up a List 
of Essential Medicines. This is now under review by the Area
 
Chiefs and the Directors of the National Hospitals, prior to imple
mentation. 

There is no National Therapeutic Committee. As a consequence,

there are not established policies, regulations, norms, or manuals 
of procedures for the selection and use of medicines in the health
 
sector.
 

There is no information system which could provide data on 
morbidity, suppliers, etc., which are crucial for the selection 
process.
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b. Procurement
 

Purchasing by the Droguerla Nacional is carried out
 
locally through open contracting. There is no process of public

bidding, national or international, which would offer the possibility 
of substantial savings.
 

Purchasing is quarterly and is based on the quotas assigned to
 
each Health Post and Center, rather than in response to identified
 
need predicated on inventory control . Neither isprocurement based 
on the epidemiological profile of the different target populations,
most acutely a problem for highest-risk groups. Such atomistic and
 
small-volume procurement militates against any economies of scale.
 

There are no regulatory or normative mechanisms which could 
guide the procurement process, a particularly acute deficiency

given the absence of a List of Essential Medicines to at least set 
some frame of reference.
 

There is a lack of personnel specially trained in proper pro
curement procedures.
 

There is no integration between the selection and procurement
 
processes.
 

There is no information system which could support the procure
ment process with regard to costs of medications, suppliers, qual
ity, and so forth, so that procurement is basically empirical and 
ad hoc. Nor are there personnel adequately trained to set up and
 
implement such an information system.
 

There are not sufficient funds to satisfy the system's needs
and what funds are available are typically late arriving in any 
case.
 

c. Storage 

The Droguerla Nacional does not have its own ware
house; all medical supplies and medicines are stored in two rented
 
buildings which are totally inadequate for the purpose. The ware
house space lacks the basic specifications for managing the pass
through of pharmaceuticals; there is inadequate shelving, lighting,
desk space, typewriters, calculators, filing cabinets, and so
forth, nor is there any kind of safety equipment such as fire ex
tinguishers. The medications that are unpacked are stored by the
commercial name of the product in alphabetical order and there is a 
recently installed inventory card system and priced Kardex. How
ever, the majority of the medications are stored in boxes, which
 
are stacked in disorderly fashion. The areas designated for pack
ing and shipping are inadequate as well. Turnover management is
 
correspondingly inadequate so that, frequently, drugs more recently

dated are shipped out before those with older expiration dates. 
The personnel in place have received no training in warehouse man
agement, fiscal norms, procurement regulations, etc., nor is there
 
personnel adequately trained to control and supervise the receipt,
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warehousing, and distribution of drugs, nor manuals of norms and
procedures which could additional
provide guidance. The rented

warehousing is effectively divided into four warehouses, since each 
group is kept on a separate inventory because the items are charged

to separate budgets.
 

Medicines destined for the Health Centers and Posts which
 
are offered free to the clientele of those facilities; 

Medicines for the State Pharmacies, mostly ethical pro
ducts which are sold to the at a lowpublic price; 
Popular over-the-counter (OTC) products for the 
Ventas
 
Municipales, also sold to the public;
 

* Office and medical supplies for hospitals.
 

The number of products sold through the State Pharmacies and

Ventas Municipales amount to approximately 35. An ORS pack from

Servipharm, a Swiss company, is sold to the public at QO.28. This
is actually a subsidized price, since the product is imported by

the distributor (Disfarm) with dollars at the official 
rate Q1.00:

US$1.00) for the Ministry of Health; the same product sold to pri
vate pharmacies at QO.80/packet is imported at the parallel rate of 
somewhere around Q3.00:US$1.00. In many instances hospitals make
direct purchases from the jrug companies, without passing through

the Drogueria.
 

As for warehousing at the Health Area level, most Health Posts,
Centers, and State Pharmacies do not .fulfill the minimum require
ments for adequate drug storage. The Drogueria does not have its 
own vehicles for transportation and distribution, which would per
mit it to set up distribution routes and timely delivery schedules. 
As things stand, the Drogueria must depend on the vehicles of other
 
entities, on an essentially ad hoc basis, to transport medications
 
to the Chiefs of the Health Areas, who then become responsible for

their distribution to the Health Centers and Posts and can only do 
as well as their budgets, commitments, human resources, and ener
gies permit and their priorities dictate. At present,* data on the
logistics of remote areas are anecdotal: some Health Areas manage
well with what they have, some poorly, but none receive adequate
drug supplies responsible to local-level needs. Drugs for the State 
Pharmacies and Ventas Municipales are shipped by regular private

freight service or by the vehicles of the Family Planning Program

(APROFAM) in the 
areas covered by that activity. Theoretically,

distribution is supposed to respond to quarterly requisitions from

each health unit, but what generally happens is that the small 
amounts of drugs that are available are shipped, in a more or less
 

The INCAP/PAHO/MSPAS evaluation carried out in the late summer, 
theoretically as preparation for the National SurvivalChild 
Plan and entitled Condiciones de Eficiencia, is supposed 
to
include a detailed, field-level assessment of thetMOH logistics
system. However, as of December 1985, this report was not 
avail able.
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hopeful manner, to accord with the previous quarterly requisition
and with the assigned budgetary allotment specified for each unit.
 
The result is that the drugs that are shipped are often not the
 
needed ones and the quantities of those sent, wanted or not, are 
usually insufficient. Remote areas are particularly susceptible to 
these several vicissitudes and what is essentially anarchy. 

d. Information system
 

The MOH dres have an information unit (Unidad de 
InformAtica de la Dlrecci6n General de SErvicios de Salud), which
is charged with generating the data necessary for planning, program
ming, resource management, implementation, evaluation, management
research, and coordination. However, this unit is in the process

of formation, is in the data collection phase, and does not have 
enough trained personnel to fulfill its functions, which would in
clude setting up the information subsystem for the selection, pro
gramming, procurement, utilization, quality control, consumption, 
etc., of drugs. The little information that is available in these
 
areas ismanually recorded, but not in any cunsistent, coordinated
 
fashion. An information system for managing drug supply simply 
does not exist.
 

e. Training and education
 

There have been some courses and seminars in public

health administration, but these have not emphasized the area of

drug supply. Effectively, there are no personnel at the management,
technical, or operative levels who are adequately trained in that 
area, either in the MOH or the IGSS. The human resources function
ing in drug supply are doing so empirically, on the basis of their 
own initiative, admidst an abundance of adversity. 

In sum, the PAHO national and regional projects to improve all 
aspects of pharmaceuticals for the public sector should be consid
ered both essential and timely and any ORS project should be inte
grated with these activities, as well as with the Logistics compon
ent of the Immunization/Child Survival Project. 

B. The Private Sector 

There are two principal distribution 
(1) the drug wholesalers (droguerias) and 

channels in Guatemala: 
(2) the wholesalers of 

consumer products. 

1. Droguerlas 

There are firms dedicated to the delivery of pharmaceuti
cal products to pharmacies. As in the rest of Central America,

Guatemalan droguerlas typically have efficient distribution systems
but cover only pharmacies, hospitals, and other health institutions. 
by law, they are permitted a 20 percent profit margin which, after 
deducting distribution costs, may well be reduced to ten to twelve 
percent of net profit. Their typical sales staff is composed of 
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non-professional salesmen ("detail men"), backed up by "medical 
representatives," who usually have professional pharmacy training.
 

The largest drug wholesalers in Guatemala are, as mentioned
earlier, the Droguerias Col6n, Lanquetin, and La Merced. Some of
the national laboratories also have substantial distribution systems.
Bonin, for example, has its own distribution system which covers 
some 1,460 retail stores (pharmacies and others) and visits as well 
as some 20 co-distributors, including the Drogueria Nacional of the
Ministry of Health (see Section III.A below), although Bonin is not
the only distributor which deals with the Drogueria. 

2. Wholesalers of Consumer Products
 

Such distributors characteristically have wider coverage

than do the droguerias, but they compensate for this with larger
sales volumes and greater variety in their product lines. They
represent a very interesting distribution alternative for ORS 
packets, because their geographical reach is so much greater.
only legal requirement (and this would have 

The 
to be a Condition 

Precedent for any project which contemplated such private sector
ORS distribution) would be that ORS be declared a product for "free
sale" (venta libre). A simple government decree is sufficient and
 
has already occurred in Costa Rica.
 

As a rule, both 
types of distributors have administrative,

financial , and distribution structures which are capable of financing
products and distributing them to all the pharmacies inthe country,

to public sector institutions, and to communities without pharmacies;

the latter generally have some kind of outlet which 
 is authorized
 
to sell at least some OTC products. Many such distributors have
 
the capacity to cover the entire country, with their own vehicles,

sometimes complementing these with other types of private vehicular 
arrangements. All sales to pharmacies are on 30-to-60 day credit 
terms.
 

An important consideration in strategizing for ORS production

and distribution, is that Guatemalan producers and distributors are 
operating within fixed profit margins controlled by law. In order
 
to make their businesses profitable, distributors want to have as
wide a range of products as possible, whether locally produced 
or

imported, which will allow them a sufficiently high sales volume. 
Thus, receptivity to new products is usually good; however, the
competition is that much stiffer. For ORS, in particular, the 
competition with large and varied inventories of antidiarrheals is
 
particularly meaningful.
 

One of the largest such distributors in Guatemala is Alimentos,
S.A., earlier discussed as a potential private sector production
option for a national ORT project. The distribution system of
Alimentos S.A. covers about 90 percent of all the sales points in 
Guatemala. It serves the capital with 22 five-ton trucks, each
visiting 80 clients a day, once a week. In addition, two salesmen
 
cover wholesalers and three supermarkets, visiting each client 
twice a week.
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For the municipality level, Alimentos maintains two full-time
 
salesmen, each with a seven-ton truck, who make visits once a week. 
The rest of the country (the departments) is covered by six differ
ent distribution routes, each of which is supported by two ten-ton
 
trucks. These routes are:
 

Zone B - From Santa Lucia Cotzumalguapa to MalacatAn 
Zone C - Quetzaltenango, San Marcos, Huehuetenango, and
 

TotonicapAn

Zone D - Progreso-Zacapa, Chiquimula, Alta Verapal and Izabal 
Zone E - Pet~n, Baja Verapaz, and El Estor 
Zone F - SololA and El Quich6
Zone G - Jalapa, Jutiapa, Escquintla, and Antigua Guatemala. 

Finally, there are two additional 20-ton trailers to assist in 
any of these areas, as needed. As for personnel, Alimentos sup
ports a team of four supervisors for Guatemala City and two for
different regions. One additional school promoter does promotion
work in educational centers. The sales team is supported by five 
schoolteachers, who are responsible for medical and paramedical in
stitutional training at the national level and also supervise the
school feeding program (Refacci6n Escolar) which includes Incapa
rina. 

3. Pharmacies
 

As already mentioned in a previous report (Arce, March 
1985), retail distribution of medicines in this sector occurs
 
through private pharmacies, of which there are approximately 700 in
 
the entire country. Prices of pharmaceutical products are regulat
ed by law, allowing 25 percent to the manufacturer, 20 percent to 
the wholesalers, and 25 percent to the pharmacy. All prices must be
 
approved by the Cotiisi6n Reguladora de Precios, on which there are
 
two representatives from the private sector and five from the Minis
try of Health, including the Director of the Drogueria Nacional and
the Head of the Department of Drug Control. Beyond the pharmacy
level, other over-the-counter preparations (OTC/"productos popu
lares"), subject to prior authorization by the Departme-nt fPharma
ceutical Control (Departamento de Control de Medicamentos), may be 
distributed through supermarkets (N=150), general and medium-sized 
stores (N=950), and small local stores or tiendas (N=approximately 
1,300).
 

An important private sector dimension is that most pharmacies

in Guatemala are owned by non-pharmacists. The result has been 
that, until recently, pharmacists as a professional group have had 
very little influence on the sector. However, some 230 pharmacies
have now organized themselves into a union (UPF) and 115 of them
began a cooperative (COCIF/Cooperativa de Consumo Integral de 
Farmacias R.L.) four years ago and have been adding more members 
each year. This number could increase substantially If COCIF 
succeeds in its efforts to secure the agreement of the MOH Depart
ment of Drug Control to a new requirement that all new pharmacies
applying for an operating permit must join COCIF. COCIF's main 
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objective is the purchase of drugs in large quantities in order to
obtain better prices and distribute the savings among theirmembers,
which can amount to as much as 20 percent, even when a six percent

margin is added to cover administrative costs. The group is very

active and, with the cooperation of INTECAP (Instituto Tecnol6gico
de Capacitaci6n), has organized a training program for pharmacy
employees; the first group graduated in November 1983. COCIF and

INTECAP have already expanded these training activities to eight
regions outside the capital.
 

There are several important spinoffs from this kind of organi
zation and training, as well as from some of the training that
mnight be included in
a national ORT program. First is the upgrad
ing of professionalism among pharmacists and the access such groups

allow for continuing education. Second, the empowerment which ac
crues to individuals who, while professionals, are not the owners 
or perhaps even the managers of the enterprises inwhich they work.
 
Third is the potential noted for savings in the prices of pharmaceu
ticals, not only for members of unions and cooperative groups- but 
to consumers who purchase from cooperatively-owned outlets. Final
ly, the increased access to already practicing pharmacists for
training, in this case in the importance and utilization of ORT,may make them less vulnerable to counterincentives to the sale of
ORT. It has been frequently difficult to introduce and sell new
products in Guatemalan pharmacies because of the variety of incen
tives offered to pharmacy salespeople by manufacturers and distri
butors. An example of these is what is termed "push money," which 
i. a ticket glued onto a given product. The employee tears it off

Mhen a product is sold and the company will exchange it for cash.
rhe costs of such promotional incentives are eventually borne by
the consumer. Push money attached to such items as antidiarrheals/
antibiotics adds to the already established attraction of such
 
items, for both buyer and seller; in the absence of some real con
sciousness-raising and scientific education, such incentives could
constitute another constraint on the retail sale of ORT, already
less attractive than higher-tech items because of its lower profit

margins.
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IV. STRATEGIC OPTIONS
 

A. 	 Introduction
 

1. 	Local Production vs. Importation
 

The production of a new product always represents a cap
ital investment in equipment, raw materials, packaging, and quality

control capacity. The decision to stimulate local production, as 
opposed to importation, can be derived from three basic questions: 

* 	 How large is the volume of ORS packets required annually? 

9 	 Are there any manufacturing companies in the country with 
appropriate installations and modern concepts of quality 
control? 

* 	 If so, are any of these companies producing or planning 
to produce ORS? 

Each 	 of these has been explored in the Guatemalan context in the 
preceding sections. The following algorithin sets forth the para
meters and lines and reasoning for selecting one or another alterna
tive:
 

Annual Require
ments for ORS Recommendations


Packets ___________
Indus

1.0 	Pharmaceutical 

try 	Established 

1.1 	No local produc- 1-50.000 a) Import

tion of ORS b) Prepare in hos

pitals
 

50.000 	 a) Import
 
to
 

1.000.000
 

1.000.000 	 a) Promote local pro
to duction
 

10.000.000
 

1.2 Existing local pro- 1-50.000 a) Buy locally or
 
duction of ORS prepare in hos

pital s 

50.000 a) Buy locally 
to
 

500.00U
 

500.000 	 b) Promote increased
 
to capacity, as
 

10.000.000 necessary
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2.0 Pharmaceutical Industry 1-50.000 a) Import

Not Established 
 b) 	Prepare in hospi

tal s 

50.000 	 a) Import
 
to
 

3.000.000
 

3.000.000 	 a) Promote local 
to production 

10.000.000
 

B. 	Production Alternatives
 

1. 	The Public Sector
 

Increasing consensus has been encountered, in the course
 
of 	this study and that which preceded it (Arce, March 1985), about

the inappropriateness of locating a public-sector ORS production

facility in the Ministry of Health. The Ministry of Health simply

does 	 not have a tradition of pharmaceuticals production on which to 
build and, as the foregoing analysis of its logistics system indi
cates, lacks a suitable infrastructure for accommodating a central
level production capability.
 

The question may well be asked whether or 	 not a small-scale,
decentralized production system might be appropriate for replica
tion, using the El Progreso/SINAPS model which is being adopted by

CRS in El Milagro. This option does appear realistic for the NGO
subscriber and could be included in activities under the proposed 
new AID PVO umbrella project. However, it seems less realistic as
 
a 	global solution for the public sector, for the following reasons: 

a. 	The MOH does not have the capacity to provide the
quality control that 	would be needed for a large number of local
level production facilities. If local-level production were to be
adopted as a 	 strategy for the MOH, the capacity (personnel and 
equipment) would have to be generated at the same level. 
 There is 
no 	 MOH history that suggests that a central-level laboratory facil
ity would be able to provide the nationwide quality control that 
would be required, nor the logistics system that could support any

such effort. The technical capacity of LUCAM is adequate and the

lab was able to be responsive in a small-scale, pilot context. 
Still, it does not have the capacity to provide large-scale quality
control for a nationwide program, nor does it seem reasonable to
consider setting up 	 24 or (21) Health Area laboratories for the 
single purpose of controlling ORT quality. Finally, any economies

which might be realized through central-level bulk purchasing of raw materials would face the same logistical problems discussed 
earlier. It might be possible to add that capability to existing 
area laboratories; however, anecdotal information suggests that
 
some 	 of these laboratories are in poor condition and/or poorly
equipped. We were not able to investigate that possibility in any

9lobal way.
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b. The production capacity of the technology used, which
 
isessentially a one-person, one-machine operation, is1,000 packets
 
a day, approximately 20,000 per month, and 240,00 per year, operat
ing at peak, without breakdowns, and calculating a 20-day work
month. If all 24 Health Areas were to produce at the same level, 
total annual output would be 5,7600,000, well below the 80 percent

project coverage targets for 1988 (see Section I).
 

In sum, the probabilities of the Ministry of Health being able
 
to manage either a centralized or decentralized production system
 
are not heartening. Theoretically, some Health Areas with dynamic

leadership might be able to produce enough ORS for local-level use,
but it is hard to imagine such a scenario for the public health 
delivery system as a whole. 

2. 	The Quasi-Public Sector
 

There is, nevertheless, a quasi-public ORS production

alternative that seems reasonable, that is,the LAPROMED option in

the School of Pharmacy at the University of San Carlos (see Section 
II.B.3 above). As indicated, some small-scale production is already
under way, and the existing installation can be.easily adapted for

larger-scale production, with proper technical supervision; a qual
ity control laboratory is also in operation and any additional test
ing, 	 either ad interim or transitionally, could be done at INCAP. 

In order to initiate large-scale production of ORS at LAPROMED,
start-up costs would be approximately US$113,500 (see Table 5 be
low). UNICEF has committed itself to donate a low-cost (estimated 
$26,000) filling/sealing machine which can produce at a rate of 50
 
packs per minute.* ,,e original intent was to donate the machine 
instead to the LAPROMED facility. LAPROMED's character as a quasi
public sector entity which has the autonomy typical of other such 
universities in Latin America, at the same time that its financial
 
support is embraced in the national budget, should make it institu
tionally possible for UNICEF to make this disposition.
 

Even if the decision to support the LAPROMED option were to

,iiade at once, production could not reasonably be expected to get up
to fujl speed for approximately six to eight months, given the time 
necessary for ordering and delivery of equipment and raw materials,
with another 30 days of actual production to build up a minimum 
inventory.** Thus, if the LAPROMED alternative were to be selected, 
an eight-month "bridge" supply of packets would have to be imported.
Packet requirements for 1986 have been calculated at a minimum of 
3,650,400, of which UNICEF has already donated 1,000,000, although 

* The machine being imported is modelled after one developed in
 
Costa Rica and originally utilized for filling and sealing
little packets of coffee for retail sale. 

** 	 By way of comparison, Alimentos, S.A., once the necessary
agreements were to be reached with the GOG, could begin full 
production within three to four months.
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there is some question as to whether some of these are not, in
fact, filling 1985 demand and will not be available in 1986 (see
Section I above). In any case, usrng the 3,650,400 figure as a
base, monthly requirements for 1986 would be approximately 304,200.
An eight-month supply would be 304,200 x 8, or 2,433,600 packets.
Discounting the assumed 1,000,000 UNICEF packets, the 
net eight
month deficit would then be 1,433,600. The UNICEF packet costs 
approximately US$0.06 FOB 
Europe, which increases to US$0.12-0.15
 
when freight and other import costs are added for landing inGuatemala. At the US$0.12 CIF price, total cost for the 1,433,600
"bridge" packets would be US$172,032.
 

The recurrent costs of local production are detailed in Table

6. Using a WHO-compatible glucose fornulation, and including costs 
of raw materials, packaging, labor, and overhead, total per-packet

cost is US$0.044 or QO.13 (Q3.00=US$1.O0), less ifa sucrose formu
lation is used, a cost substantially lower than that of the UNICEF
 
packet.
 

3. Regional Production
 

Another option is regional production (see Arce, 1984 and

March 1985). One feasible option is Industrias Quimicas, S.A. 
(IQSA) in El Salvador, which is now producing the WHO bicarbonate 
formula. I)SA already has the appropriate installation equipment,

and technology and could supply all the other CACM countries. Atpresent, the CACM permits pharmaceutical products from any of the
five Central American countries to be sold duty-free in all of the
others. Even though Honduras withdrew from the CACM years ago due 
to conflict with El Salvador, it continues to deal with the other
countries through bilateral agreements. However, it should be
noted that CACM arrangements are not stress-free and that problems
of currencies and civil strife could conceivably affect both supply
and distribution.
 

There is also the possibility of purchasing from Mexico where 
two pharmaceutical companies have initiated ORS production. Of
these two, Proteina Latinoamericana, S.A., already has enough capa
city to fulfill Central American requirements. This option was not 
explored in depth.
 

4. The Private Sector
 

There are some general advantages to inclusion of theprivate sector in some productive role in national ORT programs 
(Arce, March 1985):
 

a. Assurance of availability of ORS is, all thingsbeing equal, more easily achieved in the private sector than it is 
in the public sector;
 

b. Small purchases of packets can be made locally and
periodically, which enhances the possibilities of product freshness 
and diminishes requirements for investments in inventory and ware
house space;
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c. if producer and distributor are the same, distribu
tion can occur rapidly and in an essentially ongoing fashion, re
sponsive immediately to demand, e.g., from public sector institu
tions;
 

d. Packaging presentations can be more rapidly designed

by the producer in response to local marketing contexts, and market
 
testing and adjustments are likely to be more agile than they would 
be in the public sector, which is unaccustomed to moving in the
 
commercial market;
 

e. Pharmacies, already part of the private sector and 
well integrated into its production/distribution network, can be 
more 	 easily accessed for promotional and educational campaigns. 

With 	 an immediate need for 2.6 million packets of ORS and a 
subsequent need for the quantities projected in Section I for the 
next 	 three-year period, it would appear that local production of 
ORS in Guatemala should be encouraged. The principle alternative 
to local production, i.e, importation of finished packets of semi
finished bulk ORS, is not judged to be feasible. First of all,
plant capacity does exiht for local production of WHO-compatible
formulations at competitive prices. Second, the volume of packets
required would imply pressures for scarce foreign exchange which 
would be considerably more than that needed for local production
(see Economic and Financial Analysis for a full treatment of this 
option, as well as the Costs Analyses which follow below). 

Ideally, private pharmaceutical producers (of which there are
24 multinationals and 30 nationals) would be interested enough to 
make the necessary investments in equipment and raw material to 
satisfy the projected demand. However, the country's growing eco
nomic problems, aggravated by a political situation which has bred 
persistent uncertainty, have so far discouraged local industrial
ists from getting involved in new projects that require capital
investments. The small size of the present market and the competi
tive relationship between ORS and other, easily sold, promore more 
fitable products (e.g., antidiarrheals/antibiotics), act as further 
disincentives to private sector marketing alone.
 

* 	 An example of the potential of the ORS market (as well as an 
indication of one of the problems that marketing strategists
for an ORT project would have to face) is the present market 
for antidiarrheals in Guatemala. According to the 1984 edi
tion of IMS AG-ZUG Switzerland (PMCA), the Central American 
market for antidiarrheal products was US$2,498,700; Guatemala 
accounted for $958,,600 of that market, 38 percent of the 
total 	and the highest in the region. The leading products
 
sold 	in Guatemala in 1984 were the following:
 

1. Enterosediv $81,000 (dihydro estreptomycin and neomycin)
 
2. Kaomycin $70,000 (kaolin-neomycin)

3. Santemicina $68,000 (tetracyclina)

4. Kaopectate $38,000 (kaolin, pectina)
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This suggests a project strategy which, 
while it does not
depend solely on the private sector for production, takes advantage

of the interest identified ip that sector in participating in the
ORS market were it to grow. To quote the Economic and Financial
Analysis, "A program aimed at expanding demand for ORS would needto take advantage of production and distribution capacity thatalready exists. One objective of an ORTproject would be to 'make
 
a market' for ORS in which the private sector could develop an 
effective and supportive role."
 

A major alternative for private sector participation in national ORT programs is for that sector to produce for public sector programs. The appropriateness of this option for consideration in

the Guatemalan case would derive primarily from the limitationsdiscussed earlier in this document, i.e., lack of production, stor
age, and distribution capabilities in the public sector. If such
 an option were to be adopted, a one-liter presentation could besold to public health institutions at a mutually agreed-upon price
which would permit a small margin of profit to the producer sothat, effectively, consumers would be paying primarily for distribution costs. As indicated earlier (see Section II.A.2), Alimentos,

S.A., has developed a sucrose-based formulation which it would
introduce as a popular presentation for sale in the private market
and, at the same time, make available to the public sector in aless elaborate package at a lower cost which could be somewhat 
subsidized by higher prices set in the private sector market. 
How
ever, the whole issue of price would have to be negotiated with theMinistry of Economy the With priceand MOH. the information we were able to gather for this study, it would appear that the most
economical production arrangement for ORS packets to be used in the
public sector would be the LAPROMED option, primarily on the basis
 
of price.*
 

Simultaneously, or alternatively, the private sector could (asAlimentos, S.A. is planning to do), develop a different presenta
tion of ORS directed to a more affluent private market or even 
to
market which is not so 
affluent but which is accustomed to pay for

medications to treat diarrheas and would be willing 
to make the
financial tradeoffs for assured supply and a persuasive presenta
tion. Such a presentation would be given 
a trade name, be avail
able in all pharmacies and OTC through other stores, and be actively promoted in the commercial market through a variety of media.
Such a marketing campaign could redound to the benefit not only of

the commercial sector, but to the aims of the public sector as 

For comparative purposes, the following figures are useful: 

SINAPS/CRS 1/4-liter scalesmall production pack, cost 
for gratis distribution: QO.04


LAPROMED 
 1-liter pack, cost of production: QO.13

Alimentos, S.A. 1-liter pack, planned sale cost to public: 

Q.20-.25

Quifarma, S.A. 
 1-liter pack, current pharmacy sale price:


Q.60 
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well , since it could encompass promotion of ORT as a concept and 
thereby support distribution of a less glamorous free or low-cost
 
ORS packet distributed through public sector facilities. All
 
communications content would be coordinated with the Ministry of
 
Health, to assure its accuracy and appropriateness.
 

A number of alternative incentives can be offered to the pri
vate sector for such participation, for example:
 

a. Financing for the purchasing of equipment, generally

filling/sealing machines. This can be as little as US$25,000-30,O00
 
for the type of machine discussed earlier in this study.
 

b. Facilities for obtaining foreign exchange for impor
tation of raw materials and equipment for ORS production. This is
 
a crucial constraint in the Guatemalan case. Local manufacturers
 
must presently buy dollars for importing from the parallel market
 
at a rate of Q3.50:US$1.00 and are not allowed to adjust the prices

of their prices accordingly. The planned large-scale production of
 
ORS planned by Alimentos, S.A., for 1986, isbeing held up for this
 
reason.
 

c. Elimination of red tape in customs and other rele
vant official entities, which speed up importation of production
 
materials.
 

d. Relief of taxes on raw materials used inthe produc
tion of medicines in general , or at least for those destined for 
production of essential drugs, especially ORS. 

e. Liberation of legal constraints on over-the-counter 
sale of ORS. Presently, according to the rules of the Department
of Drug Control of the MSPAS, which authorizes the importation,
pricing, and sale of medicines in Guatemala, ORS packets are consid
ered a drug, to be sold only in pharmacies. Reclassification as an 
OTC product which can be sold in stores would greatly expand access 
to ORS. 

f. Commitment by the public sector to purchase a mini
mum annual quantity of packets ii three or four orders per year (if
 
an "economy" presentation for public sector use is the option se
lected). (Note: Itwould also be important for the public sector
 
to keep the producer regularly informed about innual packet require
ments so that the latter can order raw materials with sufficient 
anticipation.)
 

In return, the private sector would have to commit itself to:
 

a. Fix and maintain a per-packet price based on produc
tion costs plus a reasonable profit margin (20-25%) (ifan "econo
my" presentation for public sector use is the option selected). 

b. Introduce and promote a WHO-compatible formula in a
 
presentation for the private market, which would expand access and
 
increase visibility for ORS in general.
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c. Coordinate with the MSPAS with regard to the medical 
and health educational content of packaging and mass media promo
tion. 

The private sector might also commit itself to make its distri
bution channels available to the public sector to enhance reliabil
ity of supply.
 

C. Distribution Alternatives 

1. The Public Sector
 

The logistics capacity of the public sector is described
 
in Section III.A above. 
 In sum, the storage and distribution sys
tems of the putative linchpin of the MSPAS drug supply system are
seriously wanting. Improvements must be made in warehouse manage
ment, inventory control, accounting, needs assessment, supply
scheduling, information systems, etc. Construction of an adequate
warehouse is necessary, training of personnel in warehousing and 
distribution procedures mandatory.
 

As indicated earlier, logistics system improvements are a
planned part of the Immunization/Child Survival Project and contem
plated in forthcoming PAHO technical assistance. A reasonable ex
pectation for a national ORT program would be that ORT would beintegrated into the MOH distribution system as it becomes capable
of supporting it. A plausible sequence would be to synchronize
this with channelling activities in departments where these are
already occurring and gradually integrate ORT with those activities 
as new departments are added. At present, the MOH is not able to 
assume nationwide, simultaneous responsibility for ORS distribution
 
and thoughts must turn to the private sector for some kind of com
pl ementary support. 

2. The Private Sector 

As discussed in Section III.B above, there are two princi
pal private sector distribution channels in Guatemala which could

be accessed, at least in theory, by the public sector. These are

(a) the drug wholesalers (droguerias) and (b) the wholesalers of 
consumer products. Of these two main alternatives, the most attrac
tive appears to be the latter and, more specifically, Alimentos,
S.A. The reasons for this are basically two: (a) the reach cf
Alimentos, which covers about 90 percent of all sales points in
Guatemala and (b) the fact that it is the prime candidate for the
role of major ORS producer in Guatemala, since it has the WHO
compatible formulation, plant capacity, and at least an initial
promotion plan for getting large-scale production under way in the
shortest possible time. 

In the context of a national ORT project, an arrangement couldbe made so that the Al imentos distribution network might be util ized 
to help distribute ORT in health areas where the MSPAS system is 
not functioning adequately to provide enough packets to respond to
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demand, especially in remote areas. This would not compete with 
Alimentos' own, higher-priced presentation for sale in pharmacies
and OTC in stores. The latter presentation, as indicated earlier,

would respond to a market with money to pay for ORS, while the 
MSPAS market is essentially composed of clientele incapable of 
paying for ORS or as yet unwilling to do so. The overlap between 
the two markets would consist primarily of those prepared to pay 
for ORS either for emergency reasons or because they prefer a fan
cier, more persuasive presentation.
 

There are other private sector distribution alternatives. The 
capacity of private voluntary organizations (PVOs) can be marshalled 
to support national ORT efforts. The promoters who work for such 
entities at the community level, as well as for such other outreach 
entities as cooperatives and bilingual education activities (see
Sociocultural Analysis) can provide crucial reinforcement in health 
education and actual distribution. The most important of these-
"importance" being primarily defined in terms of geographic reach 
or number of members or promoters--are:
 

a. 	ASINDES (Asoctact6n de Instituctones de Desarrollo y
 
Servic1o)
 

This 	is a Federation which groups 27 voluntary or
ganizations (PVOs) in 550 different localities of the country. All 
member organizations are oriented to training people of the commun
ity level in all matters of social benefit. It is a decentralized
 
organization, so that the programs are organized and executed at 
the local level, with regional supervision. ASINDES is very much 
interested in participating in a national ORT project, with a very
clear idea as to how the educational element can be carried out 
successfully and has calculated a number of 10,000 promoters for 
total national coverage (see Appendix A,which presents the ASINDES
 
training proposal, received as this document was in its final pro
cessing).
 

b. 	 FECOAR (Federac16n de Cooperativas Agricolas Region
ales)
 

There are six regional agricultural cooperatives
which -make up FECOAR, representing more than 13,000 small farmers
 
from 	 the departments of Solol&, Chimaltenango, San Marcos, El 
Quich6, Jutiapa, and Quetzaltenango. FECOAR is well organized ad
ministratively and offers many benefits to its members, among which
 
the technical assistance offered through specialized promoters is 
perhaps the most important. FECOAR has developed a five-year
training plan beginning in 1986, in collaboration with INTECAP,
which will provide educational material and supervision. The actu
al training will be carried out by some 20 promoters instructing
250 leaders who, in turn, will train approximately 15,000 heads of 
farm families. 
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c. 	COCIF (Cooperativa de Consumo Integral de Farmacias
 
R.L.)
 

As mentioned earlier, the Union of Pharmacy Owners

set up a cooperative with the objective of purchasing large volumes 
of medicines, thereby obtaining discounts which are passed on to 
the pharmacy members and which may amount to 
as much as 20 percent

in some cases. A six percent margin covers administration costs.
 

There are 115 pharmacies affiliated with COCIF; this number
might increase substantially if COCIF succeeds in efforts to obtain 
the cooperation from the Division of 
Drug 	Control in requiring
 
any new pharmacy applying for an operating permit to join COCIF. 

d. 	Other private sector distribution alternatives 

There are other distribution alternatives in theprivate sector which could be mobilized to expand access to ORS and 
support the distribution efforts made by the MOH and by Alimentos,
 
S.A. The most important of these are the larger PVOs, but each of

these would have to be explored in more depth, either as part of
Project Paper preparation or as part of the project itself. CRS,
as discussed earlier, is already involved in its own production and
distribution activities and might be unwilling to "carry" what
might be considered a competing and possibly confusing additional 
ORT presentation. Project Concern, as another example, is already

actively promoting ORT, but its strategy emphasizes suero casero;

in any case, its sphere of influence is limited totS anT o
AtitlAn area. Because of the indeterminate nature of present
USAID/Guatemala policy vis-&-vis PL-480 food distribution, it isdifficult at present to do too much planning about the potenti"O
for integration of ORS distribution through the Volags.
 

And, 	 because of the diminution in the number of PVOs during
the recent years of civil strife in Guatemala and beciuse of the

fragmentation which has persistently characterized them (Keaty nd 
Keaty, 1977), it is difficult to devise a coherent distribution 
strategy which could mobilize that private subsector to Uistribute
 
ORS nationally in a way that could support public sector ORT stra
tegy. Perhaps the best alternative is to explore ir greater depth

the potential of entities like ASECSA and the PVO umbrella organiza
tion which USAID/Guatemala may support and which currently is at 
the PID stage. ASECSA is an organization of 75 private community
health institutions, primarily clinics and their associated promot
ers, which trains at the community level and sustains a drug distri
bution system for its members. CRS is already talking to ASECSA
about possible collaboration in setting up local ORS production
facilities and, again, the competition and confusion issues could 
come to bear. However, ASECSA's member institutions cover a
population of 500,000, of whom about 500,000 are under age five,
and the option should be explored further. 
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Other possibilities might be developed in association with 
what are primarily family planning activities, e.g., APROFAM and 
IPROFASA. APROFAM's contraceptive distribution system is fairly

extensive (see Arce, June-July 1984) and is already being used in 
some cases by the MOH to help with drug logistics. IPROFASA has 
made a formal offer to the USAID to distribute ORS packets together

with their ongoing contraceptive distribution activities (see Appen
dix C); however, IPROFASA's interest isprimarily in ORS production
 
and its coverage is still quite limited, a total of 350 clients in
 
a reduced geographic area; IPROFASA is also somewhat institutional
ly fragile, since its pricing structure is built on what amounts to 
subsidy which is projected for termination in 1986. Finally, there 
are some major questions about the risks for ORS promotion in asso
ciation with contraceptives, since there have already been some
 
rumors, in Guatemala as in some other countries, about ORS coming
 
to be considered a coitraceptive. Such information remains at the
 
level of anecdote but suggests that more information would be need
ed for a decision to be made to integrate ORS into ongoing family 
planning commodity distribution.
 

D. Conditions Precedent
 

Before summarizing the various strategic options or project
alternatives which have been discussed throughout this document
 
(see Section E below), we would like to note the actions that would 
have to be taken for a national ORT project in Guatemala which 
would take advantage of the strengths of both the public and pri
vate sectors. The USAID may wish to consider at least some of 
these as Conditions Precedent to any such project, because they
constitute constraints on the effective extension of ORT coverage
at present and would undoubtedly continue to do so in the future. 
They are: 

1. Production of medicines is allowed by Guatemalan law only
in authorized plants. If Alimentos, S.A. were to produce ORS, they
would need to obtain a special license that would legally authorize 
production of a medicinal product in a food-production facility. 

2. Presently, according to the rules of the Division of Drug
Control of the MSPAS, which authorizes the importation, pricing,

and sale of medicines in Guatemala, ORS packets are considered a
 
drug, to be sold only in pharmacies. Reclassification as an Over
the-Counter (OTC) product which can be sold in stores would greatly
expand access to ORS; in fact, it isunlikely that the desired cov
erage of the target population could be achieved if ORS were not to
be so available. However, we were given to understand that the 
responsible officials now in the MSPAS are willing to make this 
regulatory adjustment. 

3. Local manufacturers must presently buy dollars for import
ing from the parallel market at a rate of approximately Q3.50: 
US$1.00 and are not allowed to adjust the prices of their products
accordingly. This is true in the case of both Incaparina and the 
planned large-scale production of ORS planned for a 1986 product 
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launch, which will also celebrate the 25th anniversary of Incapar
ina. While at least one analyst has concluded that Incaparina has

been priced too high to adequately cover the appropriate target
populationi (Wise, 1980), this conclusion may now be obsolete and,
in any case, should not be allowed to constrain the potential for 
nationwide access to ORS/ORT. If Alimentos is 
to be included in a
 
national ORT project as a producer of ORS for the public sector, it 
will be crucial for the company to be able to renegotiate a price
structure for ORS that would permit differential pricing to achieve 
cross-price subsidization.
 

Even if Alimentos is not to be so included, adequate coverage
with ORS/ORT is typically achieved when the maxium number of access 
channels are activated. The country's economic problems, aggravat
ed by a political situation which has bred persistent uncertainty,

have inhibited the involvement of local industrialists in projects

that require capital investments, and the small-size of the present

market and the competitive relationship between ORS and other, more 
easily sold, more profitable products (e.g., antidiarrheals/antibi
otics) have acted as further disincentives to private sector market
ing of ORS. While private sector companies cannot expect massive 
profits from what are essentially social products, they cannot rea
sonably be expected to lose large amounts of money either. It
would be unfortunate to, in effect, "waste" Alimentos' readiness to 
enter this market with wide-scale distribution because of unwilling
ness to negotiate price issues.
 

4. There has not been, to our knowledge, coordination be
tween the MSPAS and the private pharmaceutical subsector, on the 
content of mass media or pharmacy-level drug-related information. 
The private sector would have to agree, a p , that the MSPAS 
would have final authority on the medical-content of ORS/ORT mes
sages. The degree and locus of coordination would have to be
negotiated; ideally, a project health education/mass media coordi
nator would serve as the link between the two sectors in the areas 
of market research, testing, media selection, message design, and 
evaluation. 

These strategy options should be considered against the back
ground of the coverage targets which this study, together with its
 
companion studies, find to be reasonable. In 1986, Guatemala will
 
have a popualtion of approximately 8,000,000, of which some

1,352,000 will be children under five years of age. Estimating
demand on a basis of three episodes of diarrhea per year, with a 
utilization rate of three packs per episode, the require-nents for 
100 percent coverage would be 12,168,000 packets. The ORT project

to be proposed will assume 30 percent coverage of the target popula
tion for the first project year, 60 percent for the second year,
and 80 percent for the third year. Project requirements for pack
ets would be: 

1986 - 30% = 3,650,400 packets
 
1987 - 60% = 7,300,800 packets
 
1988 - 80% = 9,734,400 packets
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Subtracting the 1,000,000 packets which have recently been deliv
ered or will be delivered by UNICEF early in 1986, estimated packet
deficit for 1986 will be at least 2,650,000, with no other external 
packet source on the horizon.
 

Using criteria of volume of packets required; existence of
production capacity; plans in both the quasi-public and private
sectors to produce ORS in the near future; scarcity of foreign
exchange; potential for low-cost production, with relatively low 
raw material import requirements; and a certain murkiness, at 
least for the present, in the promise of regional production; this
 
study concludes that packet importation is not a reasonable option

for Guatemala and that local production makes sense. 

E. Strategy Options for a National ORT Project 

1. The Public Secto
 

a. Production
 

MSPAS - No. MSPAS does not have a tradition of phar
maceutical production on which to build and lacks suitable infra
structure for accommodating a central-level production facility. 
Small state production labs (San Juan de Dios and IGSS) have prob
lems of high prices, inadequate supply of raw materials, lack of 
technical capacity, insufficient human resources, and deficient
 
quality control.
 

Quasi-public sector: LAPROMED, School of Pharmacy, University
of San Carlos. Yes, depending on price. Small-scale production is 
already under way, and the existing installation can be easily
adapted for larger-scale production. The quality control lab is in
operation with LUCAM option available transitionally or supplemen
tarily. Space is available with a good possibility for the dona
tion of a filling/sealing machine by UNICEF. The 1-liter packet
production cost isestimated at US$0.044/QO.13, substantially under 
UNICEF CIF cost, lower if LAPROMED could import directly from manu
facturers. Estimated production rate is 24,000/day, approximately

8 million packets per year if running full shifts. By the third 
project year, 80 percent coverage should be achieved by the public

sector and LAPROMED would have to expand production capacity. 

b. Distribution
 

MSPAS-Yes and No. The MSPAS logistics system iscur
ently weak in all of its components and currently would have diffi
culty in the distribution component of a national ORT program.
However, logistics system improvements are a planned part of the 
Immunization/Child Survival Project and contemplated in forthcoming
PAHO technical assistance. ORS/ORT should be integrated into the
 
MOH distribution system as it becomes capable of supporting it, 
sequencing this integration with channelling activities in depart
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ments where those are 
already occurring and gradually introducing

ORT as new departments are added.
 

2. The Private Sector
 

a. Production
 

Alimentos, S.A. - Yes, depending on price. Alimentos produces and distributes Incaparina and has developed a 1-liter 
ORS packet which uses locally-produced sucrose instead of glucose,
has been analyzed and approved by INCAP, and iscompatible with WHO
formulation. The company plans to introduce asit a popular ORS
presentation into private market and, at 
the same time, make it

available to the public sector in a less elaborate package and at a
lower cost which could be somewhat subsidized by higher prices set
 
in the private sector market. However, Alimentos has held up proj
ect launch, timed to coincide with 25th anniversary celebration of
 
Incaparina, because the Ministry of Economy has prohibited u'pward

adjustments in sale prices to account for higher prices of importedraw materials resulting from the de facto devaluation of the quet
zal. Alimentos is currently estimating its price to the public atQO.10-0.25, a price which would be lower if raw materials were or
dered directly from manufacturers instead of through Guatemalan im
port firms, but which suggests a higher price to the MOH than in
the LAPROMED case. Advantage of Alimentos is linkage to its distri
bution system which covers 90 percent of sales points in Guatemala.
Alimentos has toadequate plant capacity satisfy national require
ments and can make necessary space and quality control adjustments

to produce ORS properly. Alimentos would need 
a special license

that would legally authorize production of a medicinal product in a 
food-production facility.
 

Quifarma, S.A.- No. 
 Quifarma is already producing Glucosoral

and has introduced it to the private market. However, the price is

high (pharmacy sales price is QO.60 per 1-liter packet); formula is

glucose-based which increases price due 
 to import costs of glucose;
and company has no experience with marketing of social products
which approaches the Alimentos experience with Incaparina.
 

CRS/SINAPS Model - No. CRS has already made arrangements for

the purchase of necessary low-technology equipment and technicdl

assistance and this as ofis viewing activity one demonstration,
for replication by interested entities elsewhere in Guatemala, and
 
may be working with ASECSA in setting up local ORS production
facilities. CRS has not indicated interest supportin from a na
tional ORT project but might well be contacted again at the time 
of PP preparation.
 

b. Distribution
 

Alimentos, S.A. - Yes. Alimentos covers over 90 percent of
sales points in Guatemala. In the context of a national ORT proj
ect, an arrangement could be made so the distributhat Alimentos 
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tion network might be utilized to help distribute ORT in health 
areas where the MSPAS system is not functioning adequately to 
respond to demand, especially in remote areas. This would not 
compete with Alimentos' own higher-priced presentation for sale in
 
pharmacies and OTC in stores, except for a probably small overlap

between lower- and upper-scale segments of the ORS market. If a
 
price arrangement can be worked out so that Al imentos is the princi
pal private-sector entity producing for the public sector (inlieu
 
of LAPROMED), then distribution arrangements could be developed 
naturally enough; if LAPROMED is to be the principal prooucer for
 
the public sector, then arrangments with Alimentos would have to 
be contractual and could be considered temporary until the MSPAS's 
own logistics system can assume full responsibility for ORS distri
bution. Some public sector pharmaceutical distribution is already 
famed out to the private sector so that this would not constitute 
a novelty for the MSPAS. 

3. Marketing in Both Sectors
 

The mass media component of this project would be, in 
effect, a joint responsibility of the public and private sectors. 
The public sector will ass' e responsibility for theinedical accur
acy and appropriateness of messages and media approaches, and the 
private sector would contribute its commercial experience and ex
pertise. If the Alimentos option is elected, Alimentos has already
done some planning for ORS marketing, tied to its Incaparina 25th 
anniversity activity. The national ORT project coordinator would 
be charged with strategy integration throughout all phases of mass 
communication efforts and with the content of all health education 
of professionals, paraprofessionals, and conmunity leaders and 
members. 
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ORAL RE -YDRATICMJ SALTS PACKETS
 
REQJIRED FOR GIATE14ALA
 

(YEAR 1986)
 

AREA 1985 (Est.) 
PC)u]ation* 

Children under 
Five Years 

3 Episodes x 
3 Packets x Child 

3 Episodes x 
2 Packets x Child 

So]o1] 
El Progreso 
Santa Rosa 
Sacat 1--;uez 
ZIcapa 
Jalapa 
San Marcos 
Chimaltenango 
Suchi tep . le:: 
Chietzal teango 
IlIehueterki, ,rjo 
ILija Verapaz 
.l Quich6 
Totonicap:mn 
El Peten 
Retalbuleu 
Alta VeraIpiz 
I zb] 
Escuintia 
Chiquimula 
Juti aIpa 
Guatemala 

201,147 
96,370 

237,418 
150,968 
144,820 
164,690 
593,015 
289,901 
307,701 
472,645 
590,575 
157,157 
473, m5 
251,004 
182,327 
200,179 
491,07S 
270,05-1 
453,854 
223,311 
312,575 

1,735,266 

33,993 
16,287 
40,124 
25,514 
24,475 
27,833 

100,220 
48,993 
52,01.5 
79,877 
99,807 
26,560 
80,083 
42,420 
30,813 
33,830 
82,992 
45,639 
76,700 
37,740 
52,825 

293,260 

305,937 
146,583 
361,116 
229,626 
220,275 
250,497 
901,980 
440,937 
468,135 
718,893 
898,263 
239,040 
720,747 
381,780 
277,317 
304,470 
746,928 
410,751 
690,300 
339,660 
475,425 

2,639,340 

203,958 
97,722 
240,744 
153,084 
146,850 
166,998 
601,320 
293,958 
312,090 
479,262 
598,842 
159,360 
480,498 
254,520 
184,878 
202,980 
497,952 
273,834 
460,200 
226,440 
316,950 

1,759,560 

TaIAL 8,000,000 1,352,000 12,168,000 8,112,000 

* Utilizing 2.0 population growth rate
 
SOURCES: DGE, CELADE, SfIDEPLII
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TABLE 2
 

ORAL REHRATIN SALTS PACKETS
 
REQUIR3 FOR GUAT4ALA PER YEAR
 

CHILDREN ORAL REEDRATIC1Z
 
YEAR LXDER FIVE YEAR SALTS REQUIRED
 

1986 1,352,000 8,112,000
 

1987 1,391,208** 8,347,248
 

1988 1,431,553** 8,589,318
 

Three episodes x 2 packets x child. 
2.9% annual growth rate. 
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TABLE 3
 

NUI:VA PROPUESTA DE DISTRIIUCION } SOBr:S DE SALES DE REi!IDRATA-


CION OPAL DONADOS POR UNICEF
 

CANTIDAD A DISTRIBUIR 400,000
 
RE.SErVA 
 100 000
 
TO'i AL so73T
 

AREA DE OALUD ESCU1NTLA 35000
 
AREA) DL LALUD SANTA ROSA 35 0-C
 
AIFA I SA I.UD PIDCRESO 2000DL EL 
AIREA DL SALUD SACATI.Pr-QUEZ .0 ,0 
AREA DE S.AIUD ZACAPA A0 000 
AREA DE SALUD CIIIQUIMULA 20,000 
AREA DE SALUD JALAPA 25 01"T 
AREA DE SALUD JUTIAP A 35, ;i.0 
16 AREAS DE SALUD RESTANTES 10,"C C;da una (.60,000') 
R-ESERVA MlNISTERIO DE SALUD
 
PUBI.ICA Y ASISTENCIA SOCIAL
 
(DROCUERIA NACIONAL) 40,000
 
TOTAL............................... 0,0__----


La reserva de 40,000 sobres quedarhi en la Droguerfa 
N;iional, para cubrir solicitudes especiales.
 

los o'tros 100,000 sobres tvuibi6n , iuedarin almaccnados 
en la Droguerlia Naci al, pero a disposici6n de UN!Cf:F, para
cubrir solicitudes de Organismos no Gubern-oenta1es qcui 1 !i 
sean hechos, para lo que debernt medlar nota de UNICEF par II 
Droguerfa Nacional, para efectos de su cespacho. 
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TABLE 4
 

DISTRIBUTION POINTS SERVED BY THE DROGUERIA NACIONAL, GUATEMALA
 
1984-85 (PUBLIC SECTOR)
 

Farmacias Ventas Health Health 
Estatales Municipales Posts Centers Hospitals 

As of End of 24 115 
1984 

As of End 	of 12 
 27 666 211 35*
 
1985
 

Pending Inaug- 17 
 9 	 89 3 n.d.
 
uration or
 
Rehabilitation**
 

Total Estimated 53 142 755 214 35
 
for End-1986
 

* Accounting for 7,960 beds. 

** Pending completion of construction, equipment, and/or personal
 
assignment.
 

Source: 	 MSPAS. Red de Establecimientos del Ministerio de Salud
 
Pgblica y Asistencia Social. Guatemala: Unidad de Pro
gramaci6n, D.G.S.S. October 1985.
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TABLE 5
 

ESTIMATED INVESTMENT FOR LOCAL PRODUCTION*
 

Production Equipment 	 (InU.S $)
 

1 Filling-mixing machine ** $26,000.00
 
3 Scales 
 3,500.00

1 Drum hoop mixer (300 liter, with two drums) 4,500.00
 
1 Sifting and straining machine 3,300.00
 
1 Tray drying oven 1,700.00
 
1 Hand pallet truck 500.00
 

Subtotal 	 $39,500.00
 

Human Resources
 

1 Technical adviser 
 $10,000.00
 
1 Full-time pharmacist 10,400.00
 
5 Operators 3,250.00
 
Technical training 10,000.00
 

Subtotal 	 $33,650.00
 

Materials
 

6-months' supply of raw materials $25,720.00
 
Packaging material 14,680.00
 

Subtotal 	 $40,400.00
 

TOTAL $113,550.00***
 

* 	 LAPROMED alternative. 

** 	 Possibly UNICEF-donated; processes 50 packs/minute 

* 	 Plus approximately US$172,032.00 for a "bridge supply of
 
packets (N=1,433,500).
 

NOTE: 	 Other minor equipment such as storage racks, pallets,

hand scoops, vacuum cleaner, lot printers, etc., are not
 
included since it is assumed that they are available lo
cally. The installations required, for a volume of three
 
to four million packets per year, should be as follows:
 

Production area 141 m2
 

Office and services 84 m2
 

As a general rule, the storage area for raw materials and
 
finished goods is approximately 70 percent (525 m ) when
 
producing 2,000,000 packets, which means that a larger
 
area will be necessary if the yearly production ismore
 
than 2,000,000 packets a year.
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TABLE 6
 

LOCAL PRODUCTION COSTS ANALYSIS
 

A. Raw Materials
 

Total Internat.
 
g/l 1000 Packets Price Total
 

Sodium chloride 3.5 3.570 Kg $0.45 
 $ 1.61
 
Potassium chloride 1.5 1.530 Kg $0.95 $ 1.45
 
Sodium citrate 2.9 2.958 Kg $1.90 
 $ 5.62
 
Glucose* 20.0 20.400 Kg 
 $0.94 $19.18
 

B Packaging Material ** 

This is calculated on the basis of a pre-formed polyethylene

bag at 350 bags/Kg. The price per kilo os Q7.20/US$2.40 (Q3.00 =
 
US$1.00)
 

2.40 x 10-00 x 1.07 = US$7.34
 

C. Labor
 

An automatic filling/packing machine can do 50 packets per

minute, 3,000 per hour:
 

1000 = 0.33 hours/l00 packets
 
300
 

For manufacturing, weighing, mixing, etc., a 500-Kg lot should
 
require approximately eight hours of labor, that is:
 

=
500,000 g. 17,921 packets

271.9
 

8 x 1000 = 0.45 hours/l00 packets

T7,2T 

Cost per labor hour Q1.60 (U.S.$0.53) 0.33 + 0.45 = 0.78 hours
 
0.53 x 0.78 = US$0.41
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TABLE 6, continued
 

D. Overhead
 

The cost of materials usually represents about 80 percent of

total costs. Therefore, it may be assumed that overhead costs,

which include not only administration but also depreciation of
 
equipment, should be about 20 percent of the total. Therefore:
 

Raw materials US$27.86 
Packaging 7.34
 
Labor 0.41
 
Overhead 8.90
 

US$44.51/000 packets, or
 
Total Per-Packet Cost US$0.044 or QO.13
 

NOTE: 	 The packaging of 100 units into a box will add to the
 
cost, but not very significantly.
 

For comparative purposes, it should be taken into consid
eration that the aluminum foil used for the UNICEF packet
is more expensive than polyethylene packaging. 

Since sucrose, the regular table sugar produced locally, 
may be used as a substitute for glucose, it is worthwhile 
mentioning that the local price of this material is 
Q22/100 lbs. 

QO.22/lb x 2.2 = QO.48/Kg 

The quantity used in the sucrose formulation should be 
double of that of glucose (QO.48 x 2 = QO.99/US$o.32), 
but would still represent a savings of 3.8 cents per 
packet over the glucose formulation.
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INTRODUCTION
 

The AID-specified Scope of Work for this activity for the role 
of Anthropologist included the following tasks:
 

I. 	Examine obstacles to acceptance of ORT in rural areas, espe
cially the indigenous Western highlands.
 

2. 	 Identify appropriate promotional channels to most effectively 
and widely reach the beneficiary population. 

3. 	 Evaluate attitudes by health personnel toward ORT and how ef
fective are their professional relationships with prospective
beneficiaries.
 

4. 	 Review ethnographic and anthropological studies completed by
INCAP in August 1985 and determine what data collected in 
these studies have strong implications for working in ORT.
 

Discussion within the Study Team, with concurrence of the 
USAID Health Officer, transferred the following tasks from the role 
of the Public Health Physician:
 

5. 	Assess current private sector involvement inORT and potential

for increased role of private sector organizations in a nation
al program under a new AID project.
 

6. 	 Recommend mechanisms for expanding ORT IE&C activities in
 
order to achieve maximum coverage, through the existing sys
tems.
 

This analysis attempts to address each of these in detail,
 
keeping also in mind the general guidance provided in the AID Hand
book 	 for the Sociocultural Analysis necessary for a Project Identi
fication Document (PID), the elaboration of which will fall to the
 
USAID upon the completion of the work of the ORT Study Team. The
 
Handbook asks that such an analysis address: the sociocultural 
context, the characteristics of the beneficiaries, their particip 
ation in the project, its overall sociocultural feasibility, and 
potential impact.
 

Finally, this Analysis attempts to include those categories of 
special attention suggested by the PRITECH Manual for the Assess
ment and Planning of National ORT Programs. These include: tradi
tional private sector practitioners, communications in support of
 
ORT programs, awareness of and access to ORT, and utilization of ORT 
by the population. 
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I. THE CLIENT POPULATION
 

A. The Rural, Urban, and Indigenous Components
 

In order to understand the magnitude of diarrheal 
disease and
treatment alternatives in Guatemala, demographic, economic and ethnic variables must be examined and analyzed. 

Table 1 shows the total population of Guatemala by department,number and percent of rural residents, and number and percent ofindigenous inhabitants. 
 The 1981 Census defined as "rural" any
population center with less than 1,000 inhabitants (aldeas, caserios, parajes, fincas), or any other town with dispersed settT-ement
patterns; an aldea is generally below 1,000 in population whilecase"ios are usually not over 200. 
 Definition of ethnicity forthat Census was based on the 
individual's 
own identification.

Because the 1981 Census taken the ofwas during height guerillaactivities and the army's counter-insurgency campaign, many regions
were not visited and large sectors of the population were homeless
and displaced; the use of self-classification to identify indigenous people may have further contributed to underestimation of thesize of the Indian population. Thus, the figures in Table i,which are projections made by the General Secretariat for Economic Planning (SEGEPLAN), based on the 1981 Census, probably urnderesLimatethe size of the Indian population. The indigenous population ofGuatemala is currently estimated to be nearly 3.5 million, of a
total population of approximately 8 million. 

The Ministry of Health's 1985 Operational Plan disaggregatesthe general p3pulation into the following age cohorts:
 

Under 1 
 311,713

1-4 
 1,047,744
 
5-14 2,121,419

Females 15-44 
 1,729,714
Males 15 and over and 
Females 45 overand 2,302,776 

This population is overwhelmingly rural and agricultural, yetseriously constrained with regard to its most important economicresource: land. Guatemala has the most unequal land distribution
in Central America, with a Gini Index (100 = maximum inequality and0 = perfect equality) of 85; the Gini Index for El Salvador is80.1and that of pre-revolutionary Nicaragua 82.7. The number of farmsin Guatemala with a land area of less than 1.4 hectares (about 3.4acres) is 288,083, which represents 54.2 percent of the total number of Farms. These farms, however, account for only 4.1 percent
of the country's arable land. 
 The number of Farms with over 450
hectares is 1,362, or 0.26 percent of the total number, but theselarge farms account For 34 percent of the land. Furthermore, there are 185,000 families without any land, representing about 1 millionrural residents (AID, 1983). 
 A large percentage of the landless,perhaps 75 to 80 percent, are Indians in the Central and WesternHighland departments. 
This essentially rural and highly-dispersed
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population, nearly one-halF of which is indigenous, is experiencing 
rapid economic decline, increased malnutrition, and disease, most
 
particularly acute respiratory infections and diarrheal diseases, 
particularly in children under five years of age. 

B. Prevalence and Treatment of Diarrhea
 

The Family Planning and Maternal/Child Health Survey, carried
 
out by APROFAM in 1983, has provided the best available current
 
data on the national prevalence and treatment of diarrhea. The
 
survey sampled Guatemala City and the interior departments, with
 
the exception of the Pet~n. The total sample consisted of 3,670
 
households with 4,185 children under 5. The households were random
ly selected, with 22.6 percent in Guatemala City and the rest in
 
the interior; 48 percent of the total sample was ladino and 29.3
 
percent indigenous.
 

Table 2 shows that almost 26 percent of children under five 
years of age were reported to have had diarrhea during the week 
prior to the interview. Thirty percent of the Indian children in 
the interior had recently had diarrhea, compared with 25 percent of 
ladino children and 19 percent of all children surveyed in the 
Department of Guatemala. Prevalence of diarrhea was highest For 
children one year and under (29-34 percent). After age one, preva
lence of diarrhea declines rapidly, down to 20 percent for three 
and four year-olds. Prevalence of diarrhea is somewhat lower for 
children less than one year of age than for one year-olds, probably
because of the presence of maternal antibodies in the former group 
and their low exposure to foods other than breast milk, especially
 
during the first months of life (APROFAM, 1983).
 

The survey also found a strong correlation between prevalence 
of diarrhea and socioeconomic indicators such as crowding, lack of
 
electricity, number of children under five, and source of drinking
 
water. In other words, low-income families with contaminated water 
supplies and poor sanitary practices had higher prevalence of 
diarrhea (APROFAM, 1983).
 

Of the children with diarrhea, 86 percent had received some 
kind of treatment. The likelihood of being treated at all did not
 
vary according to demographic, socioeconomic, or ethnic variables.
 
Table 3 shows that the use of ORS, either prepared in the home 
(suero casero) or from packets, is minimal in Guatemala; only 7.4
 
percent --a-d-used ORS packets and 1.4 percent had used suero casero.
 
Closer examination of the data also shows that 8.2 percent5F the
 
indigenous families had used ORS packets, compared to 6.6 percent
 
for ladino families, and 2.4 percent had used suero casero, com
pared to 1.0 percent of ladino families.
 

Differences in treatment between strata are relatively minor,
 
except that Indians are more likely to use traditional treatment 
than ladinos living in the interior or in the Department of Guate
mala. Other data (not shown) suggest that use of ORS is positively
associated with socioeconomic status, but the association is not 
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strong. In addition, children under one year of age were most
 
likely not to be treated and, if treated, the least likely to re
ceive ORS therapy. However, use of any kind of oral rehydration 
therapy was very low. Only 10.8 percent of all children surveyed 
with a recent episode of diarrhea had received oral or intravenous
 
therapy to treat or prevent dehydration. This is consistent with 
the fact that there has been no large-scale national program to 
establish and promote use of ORS/ORT.
 

Nearly three-fourths of the children were treated with various 
popular pharmaceutical products, and another seven percent were 
given "hot" or "cold" foods, herbal preparations, or had food 
withheld. Guatemalan infectious disease experts who have reviewed 
the treatments reported by the interviewees feel that the majority 
of these treatments were either ineffective or deleterious. A few 
of the children receiving antiparasitic or antibacterial prepara
tions may have had a medical evaluation to determine the correct 
antibiotic, but most antibiotics were probably obtained over the 
counter and were inappropriate in any case, since antibiotics are 
ineffective against viruses, the most common cause of childhood 
diarrhea in Guatemala. Other children received preparations con
taining anticholinergics or kaolin, which may provide minor sympto
matic relief but do nothing to treat dehydration, the most impor
tant complication of diarrheal diseases in Guatemala.
 

C. Knowledge, Attitudes, and Practices 

No matter how well designed, executed, and analyzed, a survey
of 3,670 households cannot adequately answer all questions about 
diarrheal disease and treatment practices. Quantitative data must 
be interpreted in relation to qualitative observations and be 
placed in the perspective of recent historical process. Further
more, the ethnic and linguistic variablesshould be an integral part
of both description and analysis performed prior to project design 
and implementation. 

1. Ethnicity
 

The indigenous population of Guatemala has undergone num
erous changes since the Spanish Conquest. At the time of the Con
quest, there were at least one million Mayans, ' vided into many 
ethnic groups. The two largest were the Quiche and Cakchiquel,
which were organized into complex states complete with nobility, 
priesthood, armies, artisans, merchants, and commoners. During the
 
450 years that followed, each sector of the different ethnic groups 
interacted with the myriad of European influences in distinct ways. 
In other words, the indigenous people were not homogeneous at the
 
time of the Conquest, and they are not today.
 

Indian ethnicity is difficult to define because, as a concept, 
it cannot be uniformly applied to all indigenous people in Guate
mala. A number of different criteria have been used which include
 
religious beliefs, self-image or self-identification, rituals, 
economic activities, dress, food, and, of course, language. Prob
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lems appear when we try to establish uniform criteria for each of 
these variables; it simply is not possible. Indians can be conser
vative Catholics, progressive Catholics, Evangelical Protestants, 
costumbristas (a syncretic indigenous religion), or they can pro
claim no religious belief at all. Their economic activities vary
from farmer to factory worker and from rural to urban. Dress can 
be traditional for both men and women, or both may have adopted 
European dress. Many speak only one of 23 Mayan languages and 
their dialects, some speak more than one native language, others 
also speak Spanish, while yet others claim to speak only Spanish 
but still consider themselves indigenous. To further complicate 
the picture, some proclaim to be ladinos in the urban context and 
promptly deny any Indian characteristics, including language; these 
same individuals will consider themselves completely indigenous 
when visiting relatives in the countryside. 

For the purposes of this study, we will distinguish between 
rural and urban indigenous people based on language and the indi
vidual's own sociocultural identification. Furthermore, we will 
distinguish between the rural poor who live outside municipal capi
tals and larger villages, and those who live in rural areas within
 
easy travel distance to cities and towns with educational facili
ties. Our definition of "indigenous" is therefore both cultural 
and economic, taking into consideration both residence and ethnic
 
identification. We also note that the Guatemalan indigenous popula
tion is highly stratified, with a small wealthy elite, a middle 
range with moderate incomes, and a large majority of very poor who
 
live primarily in rural areas.
 

2. Recent Studies: Diarrheal Disease and ORT
 

In the past two years, numerous studies have been carried 
out on beliefs and treatment of a wide range of illnesses, includ
ing diarrhea. Here we review the findings and analyze the signifi
cance of four studies which have used intense first-hand observa
tions, open-ended in-depth interviews, and formal questionnaires. 
These are (see Table 4) "San Miguel" (a pseudonym), an evenly mixed 
ladino community with both rural and urban residents, located near
 
Antigua; Guanagazapa, a rural ladino municipio near the city of 
Escuintla; Rio Hondo, a small indigenous community in Huehuete
nango; and Santa F6 and La Florida, low-income urban neighborhoods
 
in Guatemala City. 

a. San Miguel, Sacatep6quez 

This study of health-seeking behavior was conducted 
over an eight-week period between July and September, 1983. One 
urban neighborhood with a sample of 97 households and a rural farm 
with 58 were selected for the study. Fifteen households, of which 
ten were urban and five rural , were randomly chosen from the larger 
sample for more intense in-depth investigation. 

Table 5 shows the most common illnesses mentioned spontaneous
ly by 15 nothers; after colds, diarrhea is a very close second.
 
The objective was not to accurately measure morbidity, but to have
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mothers recall episodes, related symptoms, causes, treatments, 
decision-making, health resources used, and specific criteria used
 
to judge gravity (Hurtado, 1984). Table 6 shows that 21 illnesses
 
were 	reported in children during the month of July 1983; again,
 
diarrhea is second. Traditional folk illnesses such as sunken fon
tanelle, evil eye, and fallen stomach have relatively low reporting 
frequencies; mothers primarily describe diarrhea as "liquid stools
 
with abnormal frequency." Table 7 presents a taxonomy of the 
causes, symptoms, and treatment of these reported diarrheas. 

Diarrhea in children may, however, be considered symptomatic
of other folk illnesses such as cuajo or est6mago caido (fallenstomach), mollera caida (sunken fontanelle , lombrices (stomach 
worms), and mal de oj-o-evil eye), each of which is associated with 
different stooT c-6or. More than any other illness, diarrhea eli
cits a variety of treatment alternatives. Generally, these consist 
of varying combinations of herbs and pharmaceuticals. Ten herbs 
were identified and are commdnly used in conjunction with Alka-
Seltzer, Acromycin, Sulfadiazin, and Enterovioform. Likemany other 
illnesses, diarrhea is believed to be transferrable throughmother's 
milk. Consequently, mothers also drink herbal concoctions to cure 
their child's diarrhea. Treatment of diarrhea from cold or fallen 
stomach involves abdominal massages and/or holding the child upside
down for its stomach or fontanelle to fall back into place. Mas
sages are performed either by specialized personnel called sobadoras 
or "senoras who knew how to cure." When diarrhea is caused by "bad
 
food,"herbal enemas are sometimes used.
 

People usually do not go to the Health Post for diarrhea but 
rely on home remedies. The exception is when a child is believed 
to have dysentery, which involves bloody, uncontrollable, and very 
frequent stools and is usually accompanied by sharp stomach pains.
Mothers typically use a variety of treatments, some sequentially 
and others simultaneously. Figure 1 shows the types of treatment 
for diarrhea encountered in San Miguel (Hurtado, 1984).
 

The San Miguel study also showed that mothers had clear ideas 
about adjustments in feeding patterns for children with diarrhea. 
In discussing diet, the mothers defined lack of appetite as a 
consequence of illness: it is not that mothers stop feeding, but 
that 	children do not want to eat.
 

Figure 2 shows the array of health resources available to the 
residents of San Miguel . Specific decisions regarding the use or 
sequence of resource uses are based on multiple factors, including: 

* 	 nature of the illness 
* 	 gravity of the illness 
• 	 present economic resources
 

cost (fees, medicines, transportation, lost wages)
 
* distance
 
" time
 
* 	 accessibility 
* 	 household composition. 
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Nature of illness. Some illnesses like evil eye, sunken fonta
nelle and stomach, and worms are thought to respond better to home
 
and folk remedies. Other illnesses are believed to require modern
 
medicines and injections.
 

Gravity of the perceived illness is a crucial factor in the 
making of treatment decisions. For example, diarrhea produced by
 
tooth eruption is a a "normal" condition, and no home remedies or 
other treatments are considered. In other words, even a considerable 
incidence of diarrhea may not be considered an illness but only 
becomes one with extended duration (more than three to four days), 
presence of blood, fever, or difficulty in breathing. Even if 
diarrhea persists, home remedies will be used first; if no home
 
cure is achieved, then folk curers are sought. If the diarrhea 
still continues, then the child is taken to a pharmacist, health 
center, or private physician. Only in the event of bloody stools 
is a child taken first to the Health Post, clinic, or private 
physician.
 

Cost of treatment is a major factor. Since most of the fam
ilies studied are very poor, home remedies are resorted to by 
necessity and are always the first step in the treatment process, 
even though the public Health Post and private charity clinics are
 
considered to be "cheap" options. When asked what the mothers 
would do if they had more money, most said they would consult a 
private physician, provided the illness were serious enough and 
amenable to treatment by a doctor.
 

Distance, time, accessibility, and family composition have
 
varying effects, depending on order of magnitude. All except fam
ily composition have cost implications and conflict with other im
portant household and economic activities. Household composition 
is important in determining who makes treatment choice decisions: a 
single mother may decide on one course of action, while a household 
with a resident adult male may pursue a different decision-making 
process.
 

A modern public Health Post is located in the center of San 
Miguel. All the mothers in the sample knew about and had at one 
time gone to it, and twelve continue to go regularly. A common 
complaint was that the post personnel "make the children cry and 
never give free medicine, just prescriptions." Table 8 shows the 
pros and cons noted with regard to Health Post use, and Table 9 
shows when and why the last time each of the sample of 15 mothers 
had gone to the Health Post. The reasons and frequency indicate 
that most go to benefit from free food distribution.
 

b. Guanagazapa, Esquintla 

Vielman studied a rural section of the community 
with a predominantly ladino population of 1,000. She selected 15 
families for intense study and used the same procedures and instru
ments as Hurtado. 
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The diarrheal illness classifications, causes, and treatments
 
were virtually identical to those found in San Miguel . The sequence
 
of treatment choices was also the same: the mother 
 was the first,

followed by herbal mixtures in combination with modern patent

medicines, then traditional curers and, finally, modern medicine.
 

Unilke Hurtado, Vielman collected data on ability to define 
dehydration and preparation of suero casero. A very small number
 
of respondents had any notion of what dehydration was. A much
 
larger number claimed to know about suero casero, but it was not
 
used by many. Only four mothers could accurately measure a liter;
 
for most, boiling water simply meant bringing it to a boil and then 
immediately removing it. Common complaints about ORS were that it
 
is too salty, children do not like it, and that it does not immedi
ately stop diarrhea.
 

Most of the mothers indicated that the Health Center was a
 
last resort when everything fails. The majority knew that the
 
Center gave out ORS for diarrhea, but that the salts are not always

available. Mothers unanimously agreed that Dora Carmen, a local
 
practitioner who used a mixture of traditional and modern medicine,
 
was the best resource they had. They also felt that Doa Carmen
 
would be the best person to explain new medicines and treatments;
 
very few said it should be a doctor. Mothers also felt that new
 
patent medicines, which they called "remedios," should be available
 
in local stores and not just at pharmacies.
 

c. Aldea de Rio Hondo, Huehuetenango
 

This anthropological study of medical beliefs and 
practices was done during March 1985 in a randomly-sels.ted sample

of 17 households. The methodology was the same as that used in the 
studies of San Miguel and Guanagazapa. 

Rio Hondo, located in the Municipio de Malacatancito, is an 
isolated indigenous community of Quich& speakers with a population
of about 1,000. There are no government health services; the near
est Health Center is in Malacatancito, some 24 kilometers away.
The aldea has no potable water system, and residents must go to a 
spring which is located a one-hour walk away; at times that spring
has insufficient water, and residents must walk even further. 
There is no electric service in the community. A road was recently
constructed connecting the aldea with the municipal capital . A bus 
operates once a week, and the round trip fare is Q2.00; on foot the 
round trip takes six hours. This community is truly isolated and 
has access to no modern health services. 

Traditional health providers consist of three trained midwives 
and an old man who is said to be a witch doctor (brujo); he does 
not, however, perform any curative activities. Most of the mothers 
know how to do massages for empacho. Home remedies and treatments
 
used by midwives consist of combinations of patent medicines and 
herbs.
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Table 10 shows the causes of diarrhea elicited from the 17 
mothers. It is important to note that parasites had the highest

frequency, followed by hot/cold disorders. The hot/cold syndrome

derives from a system of folk beliefs widespread in Latin America,

whose central concept is maintenance of an internal bodily balance

of hot and cold, both literally and metaphorically. All activities, 
foods, and medicines have varying degrees of hot and/or cold quali
ties. The objective is to maintain balance by not ingesting a food 
or medicine which can upset this balance. More isolated rural 
areas have retained these beliefs, as is amply demonstrated by the
 
Rio Hondo data. The other causes for diarrhea show a high frequency

for evil eye, followed by eating "green" fruit, and tooth eruption.
Fright or "soul loss" was only mentioned by one mother.
 

All but three of 17 families use medicinal plants, as well as
 
modern medicines. Inmost cases, modern and traditional medicines
 
are used in combination, rather than in sequence. Boiled water as
 
a diarrhea treatment was mentioned by seven mothers, who said it
cleaned the stomach when given in approximately 10 ml quantities, 
three to four times per day.
 

Only four mothers mentioned oral rehydration salts as a re
source; all said it was important to drink sufficient fluids, but 
only two were able to define dehydration; both of these were aware
of the importance of rehydration to keep up with diarrheal fluid 
loss. None of the mothers used any special diet during diarrheal
episodes except to limit foods that were considered harmful, with
out definition of what those harmful foods were. 

All of the individuals interviewed expressed a strong desire 
to have a Health Post nearby. In other words, there is a strong
perceived need for modern health services in this isolated "tradi
tional" indigenous community. The informants were particularly
concerned about sick children in need of prompt medical attention,

since many sick individuals had died on their way to the Health 
Post in Malacatancito. Furthermore, the transport of adults who
 
must be carried is a real hardship; many men are needed to take
 
turns carrying the heavy load.
 

The only institutionalized public health service to date has 
been periodic child immunizations; the Rural Health Technician 
(TSR) from Malacatancito has visited the community twice a year to
give vaccines. There have, however, been some problems. After 
being "immunized" earlier this year, seven children contracted 
measles, resulting in a general skepticism about the efficacy of 
immunization. The anthropologist, who was present during the in
noculations, described a notable breakdown of cold-chain procedures

which produced deactivation of the anti-measles vaccines.
 

In summary, the people of Rio Hondo have a perceived need for

modern medicine and are very receptive to learning new treatment 
procedures. They feel left out but foster the hope that this 
situation will change. 
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d. Colonias Santa F6 y La Florida
 

Dr. Car Chitay, as part oF his medical training at 
San Carlos University, studied 200 mothers living in two marginal,

low-income urban neighborhoods in Guatemala City. He gathered data
 
on popular beliefs about the causes of diarrhea, perceived symptoms,

and treatment alternatives. 

The study also took into consideration traditional medical be
liefs and rapid acculturation of migrants From rural areas to the 
city. Dr. Car Chitay found that the new experiences and knowledge 
were modifying, very rapidly, long-standing traditional beliefs and 
practices. Many of the attitudes and practices of previous genera
tions have given way to a multitude of new concepts and treatment 
alternatives. The main objective of the study was 
to identify and
 
measure the nature of behaviors related to diarrheal disease in the 
context of sociocultural change.
 

Of the 200 mothers studied, 85.5 percent came from the inter
ior of the country and had a relatively high level of education: 
15 percent had completed primary school; 64 percent had incomplete

primary education, but with basic literacy; 18 percent had some 
secondary education; three had some university training; 
and only
 
two mothers were illiterate.
 

Table 12 shows that only 26 percent of the 200 mothers per
ceived diarrhea as a disorder of the entire gastrointestinal sys
tem; 38.5 percent saw it as just a stomach ailment. Table 13 
presents theories of causation: 35 percent believed that parasites
 
cause diarrhea; 19.5 percent believed the cause to be empacho, an
 
excess of certain foods like beans which adhere to the stomach and
 
18.5 percent believed contaminated food to be the main culprit.
Among the other causes included were evil eye, fright, tooth erup
tion, and "cold" foods, all, however, with relatively low frequen
cies. Table 14 lists the clinical signs of diarrhea elicited from

the mothers; irritability, vomiting, and fallen stomach were men
tioned most often.
 

Preferred treatment choices are shown in Table 15. The most
popular was the use of non-prescription medicines that can be pur
chased locally and given in the home. Second was going to the
Health Center, and third the use of herbal teas and other home
remedies. Supernatural or spiritual cures *and use of folk curers 
(curanderos) and traditional midwives (comadronas) were relatively 
infrequent. 

Twenty-three mothers also gave individual 
versions of 14 dif
ferent home remedies. As shown in Table 16, these included herb 
teas with all kinds of additives, water with fruit juice; rice
water; purgatives; water, herbs (including peric6n), and honey, and
olive oil with mustard and potato juice. author feels that 
most are incorrect treatments, except for those with water for 
maintaining hydration and peric6n, which 
has known antispasmodic

properties, and rice water, which may reduce stool 
volume.
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Prevention of diarrhea (Table 17) included frequent mention of 
hygiene, followed by daily ingestion of olive oil; the dose most 
frequently mentioned was two teaspoons before breakfast. In third
 
place was better cooking of food, so as to kill microbes and deacti
vate toxins.
 

Car Chitay concludes that 84 percent of the mothers interviewed 
had correct beliefs about diarrhea and that diarrheal disease was
 
well understood in the population studied. Eighty-one percent knew 
correct prevention methods, although some scientifically unverifia
ble methods are still used. Nevertheless, 78.2 percent of that same 
population had erroneous ideas about proper treatment procedures.
 

3. Conclusions
 

All studies of diarrheal disease and treatment reviewed 
above indicate that the number of conceptual categories about what
 
diarrhea is and what causes it are similar, if not identical . Fre
quencies may vary somewhat, e.g., the indigenous population in Rio
 
Hondo ascribed more importance to the hot/cold imbalance, but all 
mentioned parasites as a major cause of diarrhea with considerable
 
frequency.
 

An important conclusion is that as far as diarrhea is con
cerned, the distinction between ladino and indigena is not one of 
kind, but one of degree within the same universe of beliefs and 
practices. Both acculturation through migration and rising acquain
tance with the advantages of modern medical care are narrowing the
 
"belief gap" between ethnic groups. The indigenous community stud
ied was very open to change and had actively solicited a health 
facility and staff; its dependence on traditional medical solutions 
appears to have been based on access and economic limitations, rath
er than on any inherent, immutable commitment to old ways alone. 
Clearly not all indigenous communities are alike, but neither are 
they as different as has been the traditional belief of many an
thropologists and development specialists. More precision will be 
needed to more accurately document diversity, particularly for de
sign of health education and mass communications language and stra
tegies.
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II. THE DELIVERER POPULATION
 

A. The Public Health Sector
 

The public health care system is characterized by generally
low coverage, particularly in more remote rural areas where there
is a total lack of services. In areas with hospitals, Health
Centers or Health Posts, the actual use of these facilities is very
low. The most probable reasons why people do not go to the facili
ties include lack of medicines, limited hours of operation, theexistence of alternative sources of health care, lack of confidence 
on part of the population, and a negative or indifferent attitude 
on the part of the public health care personnel. 

In this section we will examine attitudes and practices at all
levels of health care personnel . The data were collected From
First-hand observation and interviews with individuals at the
Ministry of Health in Guatemala City; the Regional Hospital in
Huehuetenango; Health Centers and Posts in San Marcos, San Juan
Sacatepequez, El 
Progreso, and Guatemala Sur; and from observation
 
and interviews with physicians, nurses, auxiliaries, and village

residents during immunization channelling activities inEl Progreso.
 

B. Physicians
 

The physicians interviewed in the Ministry of Health expressed

feelings ranging from approval to enthusiasm toward ORT. Few, if
 
any, however, have a private practice where observed behavior could
be compared to stated treatment strategies. The site visits, on 
the other hand, yielded more diverse information on actual practice

and personal orientation in the use of salts, in both institutional 
and peripheral settings.
 

At the National Hospital in Huehuetenango, Dr. Reyna Barrios
presented the results of his seven-year effort to establish ORT as 
a routine hospital procedure. He has installed a four-bed oral re
hydration unit (ORU) with precise norms for diagnosis, treatment,
and record-keeping. At the time of our visit, there were no pa
tients being treated in the unit. He told us that an 
important

aspect of his treatment procedure is to incorporate the child's 
mother and have her at the bedside at all times. His studies
showed that the average number of patient-days drastically decreased 
with parental treatment participation. Furthermore, mothers would

learn how to prepare salt from packets and administer the correct 
volume; subsequent episodes of diarrhea could therefore be treated
 
at home and dehydration requiring institutional rehydration would 
be reduced. 

When asked, he said that he had seen no difference in the
learning of ORS preparation and use between ladino and indigenous
mothers; in fact, he noted that some Indians had responded more 
enthusiastically and followed procedures more carefully than the
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ladinos. Language was, at times, a problem, and a Mam/Spanish
translator was available when needed.
 

Dr. Reyna Barrios iswithout a doubt one of the best-known crusaders for ORT in Guatemala. Every physician we talked to had heard 
of him and his work. He has tried to get other health areas toduplicate his effort but with very limited success. He has also 
held a number of training seminars for physicians, nurses, auxili
ary nurses, rural health technicians, and voluntary health promot
ers. His intent was to extend the use of ORS beyond the hospital
to Health Centers, Posts and to the community. There has been 
no
attempt to measure the impact of these efforts; Dr. Reyna Barrios 
feels they have probably been very limited.
 

In San Marcos we interviewed the area director and a physicianin the Health Center in the departmental capital. The director had
been involved with the administration of ORT programs for a number 
of years, particularly the Sistemas Comunitarios Project which wasactive in nearly one-half of the Area's health districts. He was 
a strong supporter and showed us impressive statistics on community

volunteer training and the distribution of ORS packets; we were

also told that one community, La Reforma, was about to implement
its own production facility to meet local demand. The Area Direc
tor was very enthusiastic about using voluntary health promoters
and auxiliary nurses to 
educate the public and distribute ORS.
 

The director of the Health Center, on the other hand, was ex
tremely negative about any ORT beyond the institutional setting.

He emphasized that nurses and any kind of auxiliary personnel,voluntary or otherwise, had no business working with ORT. 
 As we

interviewed more physicians and other care it
health personnel,

became apparent that his was not a minority view.
 

The Francisco Marroquin University, a private institution, as

part of its medical school curriculum on rural health, operates ahealth center in San Juan Sacatepequez and ten Health Posts in the
surrounding villages. The total population served is 72,000 with 
an annual budget from the university of Q28,000. The last-year

medical students spend a total of six months working in the Health
 
Center, Health Posts, 
and make home visits. The emphasis of the
 
program is preventive and integrates prenatal care, family plan
ning, immunization, oral rehydration therapy, and dietary supple
ments.
 

A total of three medical school classes have passed through
the rural health portion of the curriculum, but not one graduatehas chosen public health as a specialty. Most of the students com
plain about having rural health as part of their training and feelthat their Q250 per month tuition should be waived while they are
providing this involuntary service. 
 The attitude of the students 
is that they are purchasing a medical education and, as such, they

wqant high-tech, hospital-based training; rural health and ORT are
 
not part of what they want.
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In summary, public health-oriented physicians who advocate ORT
beyond clinical settings are in the minority; we have not been able 
to quantify the actual ratio, but we suspect is veryit high. As
in the case of Marroquin University, a strong public health curricu
lum component has not made a difference. It has been suggested
that different student selection criteria be developed and tested. 
No such plan is currently being contemplated.
 

The situation with the San Carlos University Medical Facultydid not appear to be qualitatively different. We were told that 
ORT and DOC were part of the curriculum, but the physician in

charge of curriculum development was unable to provide any documen
tation for that piece of information. It is our guess that each

faculty member gave an ad hoc version of what he felt should be 
taught, and that there was no control on standardization of actual

curriculum content or special emphasis on ORT. 
 We were also told
 
that major curriculum changes were being contemplated for early
next year, but no one was 
able to provide any details or indication
 
of what would specifically be done.
 

What we have, therefore, are large numbers of physicians

trained before the appearance of ORT as formulated by WHO and UNICEF
 
and physicians currently being trained who 
are not receiving stan
dardized education about ORT nor, at least in the case of Marroquin,
is there real interest. The majority of these physicians have or 
will have urban-based clinical practices and see no real financial
 
or other benefits in promoting and using ORT.
 

C. The Nursing Profession and the National School of Nursing
 

The National 
Nursing School trains both graduate and auxiliary

nurses 
in three-year and ten-month programs, respectively. The
 
first year of graduate nurse training includes courses on the na
tional health plan, Health For All by Year 2000, with an emphasis
on integrated primary care. 
Priority groups of the population are
 
identified, and the theory behind prevention, EPI, and ORT are 
strongly stressed. Students are taught the utility and 
procedure

for making 
suero casero for hydration maintenance, as well as the
 
clinical signsof-dehydration which may require more intensive ORT
 
in a health facility. 

In addition to class work, first-year students go out into the
community and do a total of 80 hours of practical work educating an 
assigned family about ORT, EPI, breastfeeding, etc. In the second
 
year students spend more time in the community and take a more
active but closely supervised role in integrated PHC. In the third 
year, the students spend a total 
of 24 weeks in the community; they

participate in community meetings on child, adult, and geriatric
health. 
 ORT is continually emphasized, taught, and demonstrated.
 

The curriculum is constantly being evaluated and updated ac
cording to WHO and PAHO guidelines on ORT and EPI. The new orienta
tions are 
then adapted so as to coordinate with and supplement the 
Guatemalan National Health Plan. 
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The ten-month training program for auxiliary nurses is divided 
into three units: Community Health, MCH, and Medical/Surgical. As 
part of community health, the students do a community needs assess
ment in the same marginal neighborhood 4here the graduate nurses do 
their practicum. They also receive ten hours oF classroom instruc
tion on the importance of ORT. During the final phase of their 
training, they participate for 15 weeks in community health activi
ties. An integral part of this practical training is teaching
mothers, one on one, the importance of the value of ORT in general
and suero casero in particular, and how to prepare and administer 
ORS. They are also taught to recognize signs of dehydration that
 
require referral to a health facility.
 

Our experience with nurses during field visits reflected their 
training and awareness of ORT. Both in the field and in the 
nurs
ing school, we were told about the ongoing conflict between physi
cians who advocate and insist on IV rehydration and nurses who feel
 
that, in many cases, carefully administered ORT is needed. The
 
nurses reinforced our findings that most physicians are either 
against ORT or not cognizant of its therapeutic benefits.
 

D. Private Voluntary Organizations (PVOs)
 

The number of PVOs working in Guatemala during the early 1980s
 
was drastically reduced during the political and military turbu
lence. With greatly reduced violence and the prospects of an elect
ed civil government, large numbers of PVOs have already or are plan
ning to resume operations; many work in health projects. In this 
section we will describe the ORT activities of two of the largest:
Project Concern in Santiago AtitlAn and Catholic Relief Services 
(CRS) in the Colonia Milagro in Guatemala City.
 

1. Project Concern
 

Project Concern has been providing integrated health ser
vices to the city of Santiago AtitlAn for the past 13 years. Cur
rently the Project is serving a population of 35,000 residing in 
the cabecera, four aldeas, and dispersed settlements. The facil-
ities consist of a hospital base unit in Santiago, two nutrition
 
centers, and two satellite clinics.
 

Community members are actively involved in the operation of 
all phases of the project. There is daily face-to-face interaction 
among the hospital physician, a Tzutuil speaker from a neighboring
lake community, and the voluntary health workers. The volunteers
 
consist of 13 MCH promoters, with three working in Santiago, six in
 
Cerro de Oro, 
two in Chaca, and one each in Panabaj and Sanchaj.
 
There are also three active mothers' clubs.
 

The main emphasis of the Project is on prevention, and for the 
past six to seven years, oral rehydration using suero casero has 
been an integral part of the program. Over the years, iFe-use of 
ORS has been stressed continuously to mothers who have children 
under five. These are the mothers who have been most active in the
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mothers' clubs by disseminating knowledge of ORS and other MCH

activities. At present, there is an active demand and high levels
 
of suero casero use. Project Concern personnel attribute the
 
success to the mothers themselves: local women convincing others,

speaking the local language, of the advantages of ORT. The health
 
promoters, however, have been less successful.
 

The training materials and norms have not been formalized but

follow many of the procedures developed at the Maryknoll Hospital

in Jacaltenango, Huehuetenango. A local radio station broadcasts
 
frequent messages in Tzutuil on the importance of hygiene, oral
 
rehydration, and MCH.
 

The Project has plans to expand activities to other lake towns 
and possibly become a primary care training center. Administrative

personnel have been very encouraged by the success of the active
 
outreach, participatory approach. The locations and specific plans

for expansion are currently being studied, 
and a number of communi
ties have requested that they be included in the new program. 

2. Catholic Relief Service (CRS)
 

Catholic Relief Service (CRS) is financing a number of
microprojects in agriculture and health. 
The Centro de Salud de la
 
Communidad in the Colonia Milagro in Guatemala City is a private

health center supported by CRS and staffed by a physician and
 
medical students from San Carlos University.
 

The Center has been training mothers and distributing ORS pack
ets supplied by APROFAM* for the past year. Acceptance has been
 
good, and the San Carlos students and other staff have worked hard
 
to convince patients of the utility of ORT.
 

In the past few months, however, supplies of packets have
 
diminished, and alternative sources have been selected. 
The total
 
number of packets needed is about 500 per month (100 for the CRS
 
Health Center and 400 for eleven other clinics operated by USAC).
To solve the supply problem, CRS has been negotiating with the
Director of Health in El Progreso where there is a small manufactur
ing facility capable of producing 1,000 packets per day. Each
 
packet is to be dissolved in 250 ml of water.
 

CRS has arranged for the purchase of a drum mixer, two scales,
and a plastic bag sealer. They plan to manufacture 3,000 bags per

month (equivalent to 500 bags to make one liter of ORS) 
at a cost
 
of Q120 per month. The El Progreso staff has agreed to provide

technical assistance. If the CRS facility can produce at the same

rate as in El Progreso, an entire month's supply under current 
demand conditions can be produced in three days.
 

* The APROFAM packets were supplied by AID as part of the Siste
mas Comunitarios Project.
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CRS sees this small-scale production system as a demonstration 
activity and as an experiment which, if successful, can be duplicated
at a very low cost all over the country. The CRS director mentioned 
ASECSA, an organization of 75 to 80 clinics, an active health promoter
training program, and a drug distribution system, as a possible col lab
orator in setting up local ORS production facilities. 
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III. 	 THE INTERFACE: HEALTH CARE PERSONNEL AND THE CLIENT
 
POPULATION
 

The objective of this section is to examine the existence and
 
capabilities of mass promotional channels to publicize and educate
 
the public about the benefits and methods of ORT and to create a 
"learning link" between the demand side (clients) and the supply
side (providers) of the ORT equation.
 

Another objective is to examine the local-level interaction be
tween health personnel and the client population in the process of
 
channelling activities, other home visits, and interpersonal rela
tions between patient and staff in institutional settings.
 

A. Mass Communication
 

Guatemala has a large number of radio stations, both public

and private, that provide good quality reception in most of the 
national territory with the exception of parts of the Pet~n, north
ern Quich6, and northern Huehuetenango. Telectro, S.A., a private

communications consulting firm, has recently completed a study of 
nationwide station coverage, reception quality, programming content,
 
and advertising costs and revenues.
 

Earlier this year Telectro did a radio audience listening sur
vey in three areas of Baja Verapaz using both informal observation 
and a structured questionnaire. The sample consisted of 950 house
holds distributed over one urban area (Salamb and San Jeronimo), 
one mixed rural and urban (Rabinal , Chicaj, and Cabulco), and one 
rural 	(PurulhA). The urban areas were predominantly ladino, the
 
other 	two indigenous Achi and Pokomchi speakers.
 

The study found that radio penetration extended to 92 percent

of the ladinos and 76 percent of the indigenous sample; actual lis
teners, however, were 49 percent and 51 percent respectively. The
 
actual number of homes with radios was 21 percent for the ladinos 
and 16.5 percent for the indigenous sector. The most popular lis
tening times for groups was 8:00 a.m. to 12 Noon.
 

As part of the survey Telectro included a number of questions
 
on health-seeking behavior. When asked what was the most common
 
illness in the community, 91 percent of the ladinos and 86 percent

of the indigenous mentioned infectious diseases which, as a cate
gory, includes diarrhea. None of the ladinos and less than one 
percent of the indigenous sample mentioned traditional illnesses 
such as evil eye or fright. When asked where people chose to go
for treatment, 36 percent of the ladinos and 58 percent of the in
digenous respondents said the Health Center. The next most frequent 
resource mentioned was the pharmacy, 18 percent and 20 percent,
respectively. Private physicians were mentioned by 17 percent of 
the ladinos and six of the indigenas. Surprisingly, the use of 
traditional curers and herbal remedies was very low. Less than one 
percent of the ladinos and two percent of the indigenous respondents
mentioned curers and three percent and two percent, respectively, 
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indicated use of herbal remedies. When asked where or by what med
ium the sample learned about good health and preventive practices, 
39 percent of the ladinos and 33 percent of the indigenous respond
ents said the doctor, and as a close second, 29 percent and 27 per
cent, respectively, indicated the radio as the best source of 
health related information. 

The study clearly shows there were no significant differences
 
in the responses of ladino versus indigenous interviewees. Further
more, the study showed that radio as a means of health communica
tion can be developed for the dissemination of ORT messages. 

In addition to the radio, many communities have local speaker
 
systems in the market place. When people congregate from rural 
areas on market day, the speakers are used for public announcements
 
and for playing music. Since popular participation in weekly mar
kets is very high, local systems of this type constitute another 
potential communications resource for ORT.
 

In summary, adequate mass media are available, and local re
searchers can make detailed studies of audience size, listening 
hours, and station preferences.
 

B. ORT Message Design and Preparation
 

The design and writing of ORT messages and educational mater
ials are critical to successful demand creation and home use of 
ORS. The actual content must be decided by specially-trained per
sonnel who have extensive international experience on one hand;
 
equally important is the adaptation of these messages and materials 
to the Guatemalan context. 

One of the major obstacles to any educational campaign is the 
tremendous linguistic complexity of the country: 23 distinct 
languages, in addition to Spanish. Fortunately, 80 percent of the
 
indigenous population speaks one of four major languages: Quich6,
 
Mam, Cackchiquel , and Kekchi . Each language except Kekchi , however, 
has up to 10 to 15 local dialect variations that must also be taken 
into consideration. 

A number of Guatemalan organizations have accumulated years of 
experience translating and preparing indigenous language texts, 
booklets, posters, and radio scripts. Some have dealt very well 
with dialectical differences by employing well-educated personnel 
(usually secondary school teachers) who not only know local dialect 
variations, but who also have intimate First-hand knowledge of 
local culture, world views, and the appropriate idiomatic expres
sions.
 

The Instituto Guatemalteco de Educaci6n Radiof6nico (IGER) is 
a private organization currently working on programs in adult lit
eracy. IGER's methodology uses an interactive approach where the 
listener-student also has printed lessons to follow the radio 
dialogue. Once a month the students go to local IGER center to 
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have their progress evaluatel and reinforced. IGER's curricula are 
all approved by the Ministry of Education.
 

IGER iscurrently working with a staff of 34 and is preparing
lessons and broadcasting in Quich and Kekchi. The program current
ly has the following participation and coverage: 

2,765 students actively participating in (ekchi-language pro
grams broadcast by Radio TezulutlAn, CobAn, Alta VerapAz 

150 students (first group) actively participating in Quichb
language programs broadcast by Radio Fraternidad, Quet
zal tenango
 

3,226 students actively participating in Spanish-language pro
grams broadcast by: 
" Radio Internacional, Guatemala City (signal radius 

75 kms. to north and west, 25 kms. to south and 
east) 

" Radio Chortiz, which covers the Oriente, Chiquimula,
 
Zacapa, and reaches as far as the Verapaces, Huehue
tenango, and the Pet~n
 

0 La Voz de AtitlAn, with a broadcast radius of 30 kms. 

Earlier this year, this writer 
conducted extensive in-depth

interviews with the IGER staff at the regional office inQuetzalte
nango. The staff consisted of four young normal school graduates,

two from Sta. Lucia UtatlAn, one from TotonicapAn, and the other
from Pedro Molina in Chimaltenango. All three of these schools
teach indigenous language literacy to reinforce local language abil
ities. All four are long-term residents of their native communi
ties with great awareness of local variations, problems, and immedi
ate needs. All four felt that many of the bilingual materials
prepared for other programs and projects were not much more than
literal translations of Spanish texts; real appropriate adaptations 
were lacking. Part of their job with IGER was to ameliorate this 
obvious deficiency.
 

A number of other organizations also exist which have capabil
ities similar to IGER. These include:
 

Federaci6n Guatemalteca de Educaci6n Radiof6nica (FEGER)

Educaci6n Extra-Escolar (Ministry of Education)
 
The Summer Institute of Linguistics
 
Proyecto Linguistico Francisco Marroquin.
 

A list of more institutions that may have relevant education capa
bilities is being provided to the USAID (under separate cover, due 
to its size). A number of them will merit more scrutiny as part of
Project Paper development and/or as part of actual project implemen
tation.
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C. Comunity and Household Education 

1. APROFAM
 

For the success of any health intervention, including ORT, the 
interaction between health personnel and community residents is 
critical. Typically, nurses, auxiliary nurses and trained volun
teers account for virtually all of the direct contact in the commun
ity context. Physicians are mostly seen in hospitals, Health Cen
ters, or private offices.
 

First, this section examines the results of a one-year effort
 
by APROFAM to increase the awareness and use of family planning and 
ORT through active community promotion and radio programs in six 
aldeas in the Municipio of Tecbn UmAn, San Marcos; both pre- and
 
post-intervention surveys were performed to measure the results. 

Second, we present the results of our own observation of chan
nelling activities in two areas in El Progreso: one urban, the 
other rural, and both nearly 100 percent ladino.
 

The study in Tecbn Uman was done in six aldeas with a popula
tion of 12,697 where 1,787 women were of fertile age. For the 
baseline study in June 1983, 491 women with one or more children 
under five were randomly selected. All had relatively high levels 
of literacy, and 78.4 percent were ladino. The post-intervention
study done twelve months (one-year followup) later used a sample
of 500 mothers. The data analysis did not disaggregate ladino and 
indigena responses.
 

The major conclusions of the APROFAM study in Tecbn Uman were
 
the following: 

The most important need is to inform and orient local res
idents, with special emphasis on the fact that feeding
should not be discontinued during the diarrheal episodes. 

" The community accepted ORT and family planning.
 

* Radio was the principal medium for mass communications,

but was not as effective as expected. The explanation 
appeared to be that messages had not been frequent enough.
 
Of the households visited by the voluntary promoter, 85 
percent recalled talks on family planning and ORT. 
Most of the households were satisfied with the promotors' 
presentations and efforts to introduce new behaviors.
 

Out of 427 hoAes visited, 94 percent received ORS packets, 
and 80 percent used them.
 

The study also concluded that, for ORT to be more effec
tive, greater efforts should be made at prevention, espe
cially in environmental sanitation and health education. 
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More cooperation and collaboration with the MOH is urgent
ly needed.
 

Table 18 presents a comparison of the baseline and one-year
followup data. There is little drama in the comparisons, partly 
due to the structure of some of the questions. However, there were 
some improvements in knowledge levels related to hygiene and the 
importance of dehydration; data on treatment are -particularly en
couraging since frequency of use of antidiarrheal medicines appears
 
to have decreased dramatically.
 

2. Channelling
 

Observation of channelling activities in El Progreso was car
ried out by two members of the ORT study team. For the purposes of
 
channelling and delivery of other health services, the Health Area
 
is divided into seven districts, each with a Health Post. Each 
district is then subdivided into varying numbers of sectors, depend
ing on size. Guastatoya, the central district, is divided into eight 
sections, and each section is divided into twelve areas. In rural
 
zones, each area contains from 12 to 25 houses; urban areas have
 
approximately 50.
 

According to standard channelling procedures, home visits are
 
scheduled once every three months. In Guastatoya this amounts to
 
one area per week, so that every house can expect a visit once 
every 12 weeks. The channelling teams consist of one person from 
the Department Health Area Office and a community volunteer. Often, 
in addition to auxiliary nurses and rural health technicians, all 
available personnel must be mobilized, including the social worker, 
inspector, lab technician, and statistician.
 

Our first observations were in a rural caserlo called El Braz
ilar. Here we encountered a male auxiliary nurse going house to
 
house with a female voluntary health promoter; we accompanied them
 
to three houses. The content of each visit was similar.
 

On entering the house, the auxiliary nurse asked to see the 
immunization record card for each child; one mother was unable to 
find hers and was lectured about its importance. The auxiliary 
nurse then determined who needed which immunizations and then ar
ranged to return the next day to do the innoculations. He then 
lectured the mother on hygiene, the importance of latrines, and 
boiling water. A special effort was made to explain diarrheal 
disease, deydration, and the importance of ORS packets. He empha
sized that ORS was available from the promoters. One mother said 
she had used ORS and was satisfied with it. A little later, when 
questioned by the ORT study team, she admitted that she had also 
given some antispasmodics together with the ORS. Of course, it is
 
impossible to say from a sample of one how widespread this is, but
 
there is other evidence that it most probably is not an isolated 
case.
 

During the home visits, the auxiliary nurse did virtually all
 
the talking, making frequent references to the services provided by
 
the promoter, who would nod. It was obvious that much of the 
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language and medical terminology used was above the level of compre
hension of the mothers, thus greatly reducing the effectiveness of
 
the visit. This was the case in every house we visited, in both
 
urban and rural areas.
 

Our visit to an urban household was with a female auxiliary 
nurse and very young female promoter. Again, the auxiliary nurse 
dominated the conversation with technical language and a condescend
ing attitude toward the mother. She told her that the children 
would die if not vaccinated. When told about ORT, the mother did
 
not seem particularly interested. One one occasion she had given 
ORS in combination with "other" medicines and when asked, she did 
not know how to prepare ORS from packets. An extended discussion
 
followed about the high cost of medicines, the Health Center's 
previous pattern of giving out free medications, and the current
 
practice of only writing prescriptions.
 

The El Progreso Health Area has an ORS production facility 
for what is called "supersuero," begun in 1980 during the SINAPS 
project, under INCAP supervision. Production continues in three of 
the seven health districts; UNICEF packets are used in the other 
four. Attempts were made to distribute supersuero to the entire 
area when UNICEF supplies were low, but were unsuccessful because 
residents of districts who had previously used UNICEF packets re
jected the less elaborately packaged local salts. 
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IV. 	SUMMARY OF SOCIOCULTURAL, MASS COMMUNICATION, AND
 
EDUCATIONAL FEASIBILITY
 

A. Constraints
 

1. The main constraint for the design and implementation of
 a national-scale ORT project is the poor to almost nonexistent sup
port by physicians. There are a number of public-health-oriented
doctors, but they are by far outnumbered by the indifferent and out
right 	opponents.
 

2. There is a lack of a standardized medical school curriculum on ORT in terms of theory, methods, and practice. This is more
the case at San Carlos University than at Marroquin University. 

3. Lower-level MOH personnel--auxiliary nurses and ruralhealth technicians--do not know how to interact with local resi
dents 	to successful.ly communicate and teach ORT.
 

4. Because of past negative experiences, many potential ur
ban, rural, ladino and indigenous client populations are skeptical

of yet another outside intervention that promises improvements.

Some areas and communities are more closed than others, and the ex
tent of this constraint must be determined on a case-by-case basis.
 

5. Many indigenous communities are monolingual in one of the
Mayan languages, but there has been little attempt on the part ofthe MOH to assign the appropriate bilingual personnel health
to 

facilities in these areas. The result has been lower 	use of health 
services and a lack of communication between village residents and
 
the "outsiders."
 

6. There is little, if any, support or retraining for promoters, trained traditional midwives and community volunteers on the
 
part of the MOH.
 

7. The reliance on traditional didactic methods for MOH aux
iliary and promoter training programs, and insufficient practical

hands-on experience are--and will continue to be--a major impedi
ment to person-to-person health education. 

8. The management information system to accurately quantify

and assess activities and outcomes in the periphery is virtually
non-functional. 

9. Vehicles, gasol ine, and per diems for personnel to super
vise, resupply, and interact with heal th post and community person
nel are chronically lacking. 

B. Facilitating Factors
 

1. The physicians who are promoters of ORT are gradually in
creasing and can be formed into a 
critical mass which will gradually
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be able to convince their colleagues that ORT does have a place in 
clinical practice. This will reduce opposition and increase sup
port for hospital-based rehydration programs and could enhance the 
disposition to transfer more resources to the periphery in terms of 
training and ORT supplies. 

2. The nursing profession in general, and the directors and
 
curriculum designers in particular, are very strong proponents of 
ORT. Their influence will continue to affect the orientation and 
practices of both graduate and auxiliary nurses, since most ORT
 
activities will. in fact, decrease the number of cases of severe
 
rehydration requiring Health Center or hospital-based treatment. 

3. There are relatively minor differences in diarrheal di
sease beliefs and folk treatments between ladinos and indigenas. 
The number of recent studies supporting this conclusion is increas
ing. This is not to say there may not be exceptions, but for the
 
purpose of a national ORT program, the differences do not call for
 
different intervention strategies for ladinos and each of the
 
indigenous ethnic groups.
 

4. There is the probability that even isolated indigenous

villages desire and will accept modern health facilities, as demon
strated by the data from Rio Hondo in Huehuetenango.
 

5. Radio stations, both private and government, now exist 
and are available that can broadcast and saturate large areas with 
ORT messages on the benefits of and instructions for use of ORT. 

6. Trained personnel with the ability and experience to de
sign and implement appropriate ORT messages and educational mater
ial in Spanish and the four major indigenous languages are availa
ble. 

7. Lower-level MOH personnel and community volunteers are 
available, in substantial numbers in some areas, who could partici
pate in a national ORT program.
 

8. Good social and medical research facilities and personnel
 
are available to monitor, detect problems, and evaluate an ongoing

ORT program. The medical research center is the Centro de Investi
gacii5n de Ciencias de Salud (CICS) at San Carlos University; the 
social science faculties at San Carlos and the four private univer
sities offer personnel and facilities for behavioral studies; and 
I14CAP offers a variety of skills in ORT-related research, social 
sciences, and training and supervision.
 

C. Conclusion
 

It is the opinion of thiz investigator that, since ORT is an
 
established diarrheal disease intervention which has been success
ful in numerous countries, implementation is possible in Guatemala
 
with good chances For success, given adequate ORS availability and
 
distribution.
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The major problems to be overcome are 1) sociocul tural , 2) economic
and 3) educational The next section on recommendations will 
address 1) and 3). 

D. Project Recommendations
 

1. Seminars and workshops on ORT should be held and should 
be headed by nationally and internationally recognized authorities
 
such as Dr. J. M. Reyna Barrios and Daniel Pizarro.
 

2. Appropriat: training curricula for all levels of health 
care personnel shoulJ be designed, centered on use of simplified
terminology to facilitate interaction with community 
residents.
 

3. Health promoters, traditional midwives, and community vol
unteers can assume a more active role in channelling activities.
Their special value is that they are better known and can best com
municate with residents on their own terms.
 

4. There is a need for simple operational research studies
that will examine the multitude of small-scale ORT programs to 
identify specific problems and successful intervention strategies.
 

5. There is a felt need for meetings and seminars for people
in Guatemala who have participated in ORT activities and wish to 
exchange experience and upgrade their levels of expertise.
 

6. Selection of ORT project personnel--both national and
Foreign--should be carried out with great care; they should combine 
strong techical and interpersonal skills that can cope adequately
with the subject matter at hand as well as the institutional com
plexities they face. 
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TABLE 1
 

GUATEMALA: TOTAL, URBAN, RURAL, AND
 
INDIAN POPULATION BY DEPARTMENT, 1984
 

Total Urban Rural Rural Indian IIndian
 

Department PopulationiPopulation PopulationI % IPopulationI %
 

COUNTRY TOTAL 7,739,616 2,976,228 4,903,388 63 3,296,183 43
 

Quetzaltenango 460,167 173,483 286,684 62 278,861 61
 
Huehuetenango 571,830 78,912 492,918 86 376,836 66
 
San Marcos 577,158 69,259 507,899 88 279,922 49
 
TotonicapAn 244,229 30,528 213,701 88 237,391 97
 
Chimaltenango 281,928 105,159 176,769 63 225,260 80
 
Quich6 462,355 52,708 409,647 89 394,389 85
 
SoloIA 195,139 69,079 126,060 65 183,821 94
 
Jutiapa 306,679 59,802 246,877 81 24,841 8
 
Jalapa 161,073 45,745 115,328 72 53,959 34
 
Santa Rosa 233,251 53,881 179,370 77 6,998 3
 
Alta Verapaz 475,614 68,013 407,601 86 426,626 90
 
Baja Verapaz 153,110 28,478 124,632 81 87,885 57
 
Suchitep~quez 299,791 85,141 214,650 72 169,082 56
 
Retalhuleu 194,425 55,022 139,403 72 60,661 31
 
Escuintla 440,883 139,760 301,123 68 43,206 10
 
Guatemala 1,645,942 1,547,185 98,757 6 197,513 12
 
Sacatep~zuez 146,575 105,681 40,894 28 68,597 47
 
El Progreso 94,711 25,856 68,855 73 633 0.7
 
Chiquimula 219,074 52,359 166,715 76 77,771 36
 
Zacapa 142,323 40,135 102,188 72 3,700 3
 
Izabal 261,783 48,692 213,091 81 59,425 23
 
Pet~n 171,576 41,350 130,226 76 38,776 23
 

Source: Censo Macionales, IV Habitaci6n - IX Poblaci6n.
 
Caracterlsticas Generales, 1981. Ministerio de Economia
 
Guatemala. 1984.
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TABLE 2
 

GUATEMALA: PERCENT OF CHILDREN LESS THAN 5 YEARS OF AGE WITH DIAR-

RHEA DURING THE WEEK PRIOR TO INTERVIEW, BY SELECTED CHARACTERISTICS
 

1983 FAMILY PLANNING/MATERNAL-CHILD HEALTH SURVEY
 

NO. OF CASES
 
SELECTED CHARACTERISTICS PERCENT (UNWEIGHTED)
 

TOTAL 	 25.6 (4,185)
 

Residence/Ethnic Group
 
Department of Guatemala 19.4 (1,100)
 
Interior, Ladino 25.4 (1,706)
 
Interior, Indigenous 30.5 (1,379)
 

Age of Child
 

<1 year 28.7 (837)
 
1 year 33.9 (846)
 
2 years 24.3 (784)
 
3 years 20.5 (843)
 
4 years 20.5 (875)
 

No. of Children Less Than
 
5 Years of Age in Household
 

1 22.2 (1,348)
 
2 26.6 (2,058)
 
3 28.0 (631)
 
4+ 30.8 (148)
 

Source of Drinking Water
 
Piped into house/yard 21.2 (1,998)
 
Public faucet 32.3 (602)
 
Well 26.4 (1,033)
 
Spring 20.9 (219)
 
River/lake 33.2 (212)
 
Other 35.1 (121)
 

No. of Rooms in Household
 
1 28.8 (2,517)
 
2 23.4 (925)
 
3 20.1 (434)
 
4 20.4 (156)
 
5+ 12.3 (153)
 

El ectri fication 
Yes 22.1 (1,961) 
No 28.7 (2,223) 
Unknown ** (1) 

** Less than 25 cases 

Source: 	 APROFAM. Family Planning/Maternal Child Health Survey.
 
1984
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TABLE 3
 

GUATEMALA: TYPE OF TREATMENT GIVEN TO CHILDREN
 
WITH RECENT DIARRHEA, BY RESIDENCE/ETHNIC GROUP
 
1983 FAMILY PLANNING/MATERNAL-CHILD HEALTH SURVEY
 

(PERCENT DISTRIBUTION)
 

RESIDENCE/ETHNIC GROUP
 
DEPT. OF I INTERIOR 

TYPE OF TREATMENT TOTAL GUATEMALA I LADINO INDIGENOUS 

ORS packets 	 7.4 7.8 6.6 8.2
 
Homemade 	solution 1.4 0.0 1.0 2.4
 
IV 	 1.8 3.7 0.7 2.3
 

Other pharmaceuticals* 70.7 74.9 78.5 60.1
 
Traditional treatments** 7.! 4.1 3.8 12.2
 
Other 2.9 1.7 3.3 2.9
 

Unknown 	 8.7 7.8 6.2 11.9
 

Total 	 100.0 100.0 100.0 100.0
 

No. of cases
 
(unweighted) (922) (178) (377) (367)
 

* Includes Alka Seltzer, Sal Andrews, Santamicina, Acromicina, 
Yodoclorina, Keopectate, Entero Beoformo, Entero Guanil, Padrax,
 
Preferit, Colifac, Pantomicina, and Entero Lan.
 

** Includes fasting, hot or cold food, and herbal preparations. 

Source: 	 APROFAM. Family Planning/Maternal Child Health Survey.
 
1984
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COMMUNITY 


San Miguel, 

Sacatepequez 


Guanagazapa, 

Escuintla 


Rio Hondo 

Mal acatanci to 

Huehuetenango 


Colonias 

Sante F6 and 

La Florida, 


Guatemala City
 

POPULATION 


6,000 


1,000 


1,000 


TABLE 4
 

COMMUNITY STUDIES ON DIARRHEAL DISEASE AND TREATMENT
 

SIZE OF SAMPLE LADINO/INDIGENOUS 


155 households 51.7% ladino 

15 for in-depth 48.3% indigenous 


study both urban and rural
 

15 households 	 95% ladino 

Rural 


15 households 	 95% indigenous 

rural 


200 households 100% ladino 


INVESTIGATOR
 

Lic. Helena Hurtado
 
INCAP
 

Lic. Liza Vielman
 
INCAP
 

Lic. Elba Villatoro 
INCAP 
Instituto Estudios 

Fol kl 6ricos-USAC 

Dr. Angel Anibal Ca- Chitay
 
USAC-Faculdad de Ciencias
 
Mdidcas
 



TABLE 5
 

MORE COMMON ILLNESSES IN CHILDREN
 

Illness 

Spanish Term 


Catarro 

Asientos 


Cal entura/fiebre 

Dolor de est6mago 

Tos 

Dolor de cabeza 

Mal de ojo 

Gripe 

Sarampi6n 

Lombrices 

Arrojadera/v6mitos 

Disenteria 

Granos en la piel 

Tosferina 

Varicela 

Amlgdalas 

Catarro pulmonar 

C61ico 


Est6mago caldo/ 

Cuajo
 

Dolor de muelas 

Estrenimiento 

Mollera calda 

Salpullido 

Tos pulmonar 


TOTAL 


English Term 


Cold 

Diarrhea 


Temperature/fever 

Stomachache 

Cough 

Headache 

Evil Eye 

Grippe/flu 

Measles 

Stomach worms 

Vomiting 

Dysentery 

Dermatitis 

Whooping Cough 

Chicken pox 

Swollen neck glands 

Pulmonary cold 

Colic, sharp stomach 


pains

Fallen stomach 


Toothache 

Constipation 

Fallen fontanelle 

Itchy rash 

Pulmonary cough 


No. of mothers Percent 
who mentioned (n=15) 

14 93.3 
13 86.7 

11 73.3 
8 53.3 
7 46.7 
6 40.0 
6 40.0 
7 33.3 
7 33.3 
7 33.3 
3 20.0 
3 20.0 
3 20.0 
3 20.0 
3 20.0 
1 6.7 
1 6.7 
1 6.7 

1 6.7 

1 6.7 
1 6.7 
1 6.7 
1 6.7 
1 6.7 

104 

Source: E. Hurtado. Health-Seeking Behavior in San Miguel (work
ing title). Guatemala: INCAP. 1984. (Unpublished man
uscript). 
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ILLNESSES, IN,'CHILDREN DURING THE LAS MONTH . 

~No. who N~.Nwho.,~ 
Illness ~got .sick* -Percent' 'got,~s ck** Percent2: Cold (n=26V . (n=26) 

Cod16 p21.6, 4 40.0 
Diarrhea 12 16.2 i20.0, 

Cough 8 10.8 1 10.0 
Eye infection '7 9.'4 
Temperature/fever 8.1 0, 
'DermiatitisV 4 5.4 
Dysentery 3 4.0 
Fallen fontanelle 2 '2.7
 
Itchyrash 2 2.7
 

Bile~. 1 2.7 1 10.0 
Earache, 1 1.4 
Evil eye 1.4. 
Fallen stomach 

. 

1 1.4 
Gastritis 1 
Hedah 1 1.,4 1 10.0~ 

Infected umbilical cord 1 -1 .4 
Stomach~worms, 1.4 
Unknown illness 1 1.4 10 

TOTAL :344., 100. - 10 100.0 

... ............... .. . . I . . . . .
 .A b ra s hi o n ,... . . .. ........ .. . .. . . . .
 

- ~ -TOTAL *,T AA 12 i 

,In July, 1983 ' :.; 

I n August, 1983'. -. -.-V 

Sore E. Hut'o Helt- 4eav g ' rin -4 V~~4 -4 0 4 

gaui{!:;ekS' i:n.or Miguel'AnSan w rk 
u ' -[r .4'VpY't: 

4 '43' 

t'Iitle imI mGuai amla: TNAP 194 i she manI- :I 
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TABLE 8
 

REASONS FOR USING AND NOT USING THE HEALTH POST
 

REASONS FOR USING 


Related to Services 


Proximity to the home. 

Do not charge for services. 

Do not charge for medicines. 

Food distribution. 


Related to Users 


Illness is amenable to 

Western-type treatment 


Do not have money to pay 

for treatment elsewhere. 


Home remedies have not cured 

illnesses. 


Related to Both 


Positive experience in the 

past (for example, medicine 

given for dysentery is effec-

tive). 


REASONS FOR NOT USING
 

Related to Services
 

Long waiting times.
 
No medicine available.
 
Nurse has "favorite" families.
 
Nurse reprimands or looks down
 

on people.
 
Lack of physician.
 

Related to Users
 

Illness is not amenable to
 
Western-type treatment.
 

Have money to seek pharma
cist or private physician.
 

Home remedies were enough to
 
cure illness.
 

Related to Both
 

Negative experience in the
 
past (for example, a pre
scription to buy medicine
 
at the pharmacy was given).
 

Source: E. Hurtado. Health-Seeking Behavior in San Miguel (work
ing title). Guatemala: INCAP. 1984. Unpublished man
uscript).
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TABLE 9
 

LAST TIME HEALTH POST WAS USED
 

WHEN 


Last week 


Two weeks ago 


Last month 


Two months ago 


Three months ago 


Five months ago 


Four years ago 


"A long time ago" 


n 


2 


3 


2 


2 


2 


2 


1 


1 


% 


13.3 


20.0 


13.3 


13.3 


13.3 


13.3 


6.7 


6.7 


REASONS
 

Child ill with dysentery (2)
 
Food distribution (1)
 

Food distribution (3)
 

Child ill with a cold (1)
 
Food distribution (1)
 

Prenatal visit (1)
 
Food distribution (1)
 

Children's vaccines (2)
 

Tetanus vaccine for mother 
with a machete would (1) 
Children's vaccines (1) 

Child ill with diarrhea
 
and fever (1)
 

Child with burnt leg (1)
 

Source: E. Hurtado. Health-Seeking Behavior in San Miguel (work
ing title). Guatemala: INCAP. 1984. (Unpublished man
uscript).
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TABLE 10
 

CAUSES OF DIARRHEA IN RIO HONDO
 

CAUSE 	 NO. OF MOTHERS WHO MENTIONED PERCENT (n=17)
 

Parasites 	 14 
 82.3
 

Hot 10 58.8
 

Cold 10 58.8
 

Evil Eye 10 58.8
 

Green Fruit 7 41.1
 

Tooth Eruption 6 35.3
 

Empacho 5 29.4
 

Fallen Fontannelles 4 23.5
 

Bad Hygiene 3 17.6
 

Fright (susto) 1 5.9
 

Source: 	 E. Villatoro. Investigaci6n EtonogrAfica Sobre Al unos
 
Aspectos de Salud y NutriciOn Realizada en la Aldea de Rio
 
Hondo, Malacatancito, Huehuetenango. Guatemala: INCAP.
 
1985. (Unpublished manuscript).
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TABLE 11
 

TRATAMIENTO PARA ENFERMEDADES DIARREICAS
 

PRODUCTOS No 

FARMACEUTICOS FAMILIAS 


Alka-Sel tzer 4 

Sal Andrews 4 

Santemicina 4 

Acromicina 6 

Guarantemicina 1 

Sulfaguianidina 1 

Neopur6n 2 

Lofin 2 

Terramicina 1 


Pantomicina 1 

Maalox I 

Pedialyte 1 

Suero Oral 4 

Source: E. Villatoro. 


PRODUCTOS No
 
TRADICIONALES FAMILIAS
 

Hierba buena 5 

Manzanilla 7 

Peric6n 5
 

Ruda (Rutachopelensis) 2 

Apazote 8 

Altamiza 2 

Hierba del zorro 1 

Enemas de agua caliente 1 

Banos de siete hierbas cocidas 1 

Agua hervida (tomada) 7
 

Investigaci6n EtonogrAfica Sobre Algunos

Aspectos de Salud y Nutrici6n Realizada en la Aldea de Rio
 
Hondo, Malacatancito, Huehuetenango. Guatemala: INCAP.
 
1985. (Unpublished manuscript).
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TABLE 12
 

ENFERMEDAD DIARREICA, CREENCIAS POPULARES DE SU CONCEPCION.
 
200 DEFINICIONES EN COLONIAS SANTA FE Y FLORIDA
 

10-20 AGOSTO 1985
 

Desorden gastrointestinal 

Desorden gAstrico 

Desorden intestinal 

Definici6n o concepto ignorado 

Desorden de todo el organismo 


TOTAL 


Fuente: 	 Boletas de entrivistas.
 

TABLE 13
 

No. % 

52 26.0 
77 38.5 
28 14.0 
32 16.0 
11 5.5 

200 100.0 

ENFERMEDAD DIARREICA, PRIMERA CAUSA REFERIDA POR 200
 
ENTREVISTADOS EN COLONIAS SANTA FE Y FLORIDA
 

DEL 10 AL 20 DE AGOSTO 1985
 

Parasitismo intestinal 
Empacho 

Contaminaci6n alimenticia 

Cocci6n inadecuada de alimentos 

Intolerancia al imenticia 

Erupci6n dentaria 

Disgusto materno 

Ojo 

Catarro 

Susto 

Alimentos frios 

Por sentarios a temprana edad 

Destete 

Por no recibir lactancia materna 


TOTAL 


No. % 

67 33.5 
39 19.5 
37 18.5 
17 8.5 
10 5.0 
10 5.0 
4 2.0 
4 2.0 
4 2.0 
3 1.5 
2 1.0 
1 0.5 
1 0.5 
1 0.5 

200 100.0 

Source: 	 A. A. Car Chitay. Enfermedad Diarr~ica, Creencias Popu
lares de Su Concepci6n. Guatemala: University of San 
Carlos, Facultad de Ciencias Mdicas. September, 1985. 
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TABLE 14
 

ENFERMEDAD DIARREICA, PRIMER SIGNO CLINICO REFERIDO POR
 
200 ENTREVISTADOS EN COLONIAS SANTA FE Y FLORDA
 

DEL 10 AL 20 DE AGOSTO DE 1985
 

No. % 

Irritabilidad 
V6mitos 
Enoftalmos 
Fiebre 
Adinamia 
Anorexia 
Ninguno 
Evacuaciones Frecuentes 
Fontenela Deprimida 
Dolor Abdominal 
Tendencia al Sueno 
Taqui pnea 

41 
32 
23 
22 
22 
18 
16 
8 
7 
7 
3 
1 

20.5 
16.0 
11.5 
11.0 
11.0 
9.0 
8.0 
4.0 
3.5 
3.5 
1.5 
0.5 

TOTAL 200 100.0 

TABLE 15
 

ENFREMEDAD DIARREICA, DIFERENTES FORMAS DE TRATAMIENTO DADAS A
 
CONOCER POR 200 ENTREVISTADOS EN COLONIAS SANFA FE Y FLORIDA
 

DEL 10 AL 20 DE AGOSTO 1985
 

No.
 

Medicamentos de uso popular que se obtienen
 
sin receta medica 
 156
 

consulta a centro asistencial (hospital, C. Salud) 88
 
Medicamentos de origen vegetal 72
 
Consulta 	 al farmac~utico 42 
Medicamentos que se obtienen con receta m~dica 19 
Consulta a comadrona 9 
Tratar el ojo 4 
Tratar el susto 4
 
Tratar la mollera caida 4 
Consulta al curandero 2 
Suprimir la lactancia materna 2 

TOTAL 
 402
 

Source: 	 A. A. Car Chitay. Enfermedad Diarr6ica, Creencias Popu
lares de Su Concepci6n. Guatemala: University of San
 
Carlos, Facultad de Ciencias Mdicas. September, 1985. 
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TABLE 16
 

TRATAMIENTOS AMIENTOS ESPECIALES
 

A continuaci6n se da a conocer algunos tratamientos especiales
 
ofrecidos para la enfermedad diarr~ica, con su respectivo valor
 
num~rico (el nbmero de personas que respondieron esto).
 

PARA LA DIARREA EN SI:
 

Agua de los tres tipos de hierba buana: de menta, de comida y de
 
pulm6n, agregarle canela y tomarla por 3 dias. 3 versiones.
 

Agua de cogoyos de naranja y manzanilla 1 versi6n 
Agua de apazote, pericon y pan quemado 2 versiones 
Aceite de ajonjoll en el ombligo. 1 versi6n 
Agua de hierba buena, canela y tortilla quemada 1 versi6n 
Agua de hierba buera con 7 semillas de lim6n 1 versi6n 
Agua de aluzema con canela 1 versi6n 
Agua de lim6n y tortilla quemada 1 versi6n 
Agua de lim6n y Alka Seltzer 8 versiones 
Agua de arroz 2 versiones 
Purgante (sal inglesa) 1 versi6n 
Agua de hierba buena con miel blanca 1 versi6n 
Aciete, mostaza criolla y jugo de papa 1 versi6n 

TABLE 17
 

ENFERMEDAD DIARREICA, METODOS DE PREVENCION DADOS A CONOCER POR
 
200 ENTREVISTADOS EN LAS COLONIAS SANTA FE Y FLORIDA
 

DEL 10 AL 20 DE AGOSTO DE 1985
 

No. versiones % 

Higiene 79 33.19 
Aciete por via oral 34 14.28 
Aumentar la cocci6n de los alimentos 29 12.18 
Adecuar la dieta a la edad 26 10.92 
Desparasi tar 23 9.66 
Hervir el agua 16 6.72 
Control medico 8 3.36 
Horario estricto de alimentaci6n 7 2.94 
Protecci6n especial 4 1.68 
Evitar disgustos en la madre 3 1.26 
Destete progresivo 2 0.84 
Exitar alimentos frios 2 0.84 
Darles pecho 2 0.84 
Evitar sustos 2 0.84 
Cal zarlos 1 0.42 

TOTAL 238 100.00 

Source: A. A. Car Chitay. Enfermedad Diarrica, Creencias Popu
lares de Su Concepci6n. Guatemala: University of San
 
Carlos, Facultad de Ciencias M~dicas. September, 1985.
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TABLE 18
 

APROFAM TECUN UMAN STUDY
 

Pre (1983) Post (1984)
 
# % #' % % Change 

A. Knowledge about Diarrhea 
Mother: symptoms 

Multiple movements & change in consistency 
Stomach pain, general malaise 
Bloody stools, dark color 

456 
22 
7 

92.9 
4.5 
--

470 
19 
11 

94.0 
3.8 
-

+ 1.1 
- 0.7 

Can diarrhea be prevented? 
Yes 381 77.6 410 82.0 + 4.4 

Is diarrhea a dangerous disease? 
No 110 22.4 901 18.0 - 4.4 

Reasons: 

Yes 
No 

482 
9 

98.1 
--

495 
5 

99.0 
--- I 

+ 0.9 

Can cause death 316 65.6 341 68.9 + 3.4 
Dehydration 66 13.7 112 22.7 + 9.0 
Complications 
Causes malnutrition 

52 
48 

10.8 
10.0 

23 
19 

4.6 
---

- 6.2 
slight 

Causes of Diarrhea in Children Under Five: 
increase 

Lack of handwashing 230 18.4 232 14.4 - 4.0 
No sewer service in house 227 18.1 198 12.3 - 5.8 
Children drink water without boiling
Consumption of unwashed food 

224 
366 

17.9 
29.2 

499 
426 

31.0 
26.5 

+13.1 
- 2.7 

Parasites 72 5.8 124 7.8 +2.0 

Preventive Measures: 
Boil water 402 41.3 428 28.1 -13.2 
Wash hands 211 21.7 316 20.8 - 0.9 
Don't eat too much 99 10.1 117 11.7 + 1.6 
Sanitary food storage 93 9.6 39 2.6 - 7.0 
Clean dishes and utensils 97 10.1 326 21.5 +11.4 
Prevent children from putting

dirt/garbage in mouth 72 7.4 232 15.3 + 7.9 

A. Knowledge About Diarrhea: danger signs
Sunken eyes, irritable, bags under eyes
Dehydration 
Fallen fontanelles 

366 
217 
213 

40.6 
24.0 
23.6 

415 
399 
51 

43.9 
42.1 
5.4 

+ 3.3 
+18.1 
-18.2 

Wrinkled skin 98 10.9 15 -- * 
High fever 9 --- 66 7.0 + 

B. Source of ORS packets and Information 
Health Center 6 64 13.4 
Pharmacy 4 -- 72 15.1 
APROFAM Promoter 195 41.0 
APROFAM Distributor - 145 30.5 
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Pre (1983) Post (1984)
 
I 	 % % Change 

C. 	Incidence of Diarrhea & Treatment Age (Mos.)
 
1-12 215 25.0 199 23.9 - 1.1 

13-24 177 20.6 195 23.4 + 2.8 
25-36 170 19.9 166 20.0 + 0.1 
37-48 175 20.4 151 18.1 - 2.3 
49-60 121 14.1 122 14.6 + 0.5 

Diarrhea during past month? 
Yes 379 44.1 388 46.6 + 2.5 
No 479 55.9 445 53.4 - 2.5 

Treatment: I 
Medicines 211 55.7 92 23.8 -31.9 
Brought to doctor 125 33.0 56 14.4 -18.6 
Herbs, teas 16 ---- 14 ----

Suero casero 4----I-------
ORS packets --- 196 50.5 
Nothing 23 6.0 30 7.7 + 1.7 

C. 	Incidence of Diarrhea and Treatment Suspension
 
of Feeding During Diarrhea
 

Yes 	 64 16.9 40 10.3 - 6.6 
No 315 83.1 348 89.7 + 6.6 

No. of diarrheal episodes per year 
1 236 60.4 217 66.3 + 5.9 
2 103 26.3 73 22.3 - 4.3 
3 36 9.2 22 6.8 - 2.4 
4 9 ---- 14 ---- + 
5 5 	 --_--

* 	 Where N less than 20, no percentages were calculated. 

Source: 	 Derived from: APROFAM, Family Planning/ORT Beliefs and Practices,
 
Baseline and One-Year Following Studies, Guatemala, 1983 and 1984.
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FIGURE 1
 

TYPES OF TREATMENTS FOR DIARRHEA
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FIGURE 2
 

HEALTH RESOURCES UTILIZED BY THE POPULATION
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INTRODUCTION
 

The AID-!pecified Scope of Work for this activity for the role 
of Health Economist included the following tasks:
 

I. 	 Examine cost implications of importing vs. local production 
of ORS.
 

2. 	 Assess level of demand for ORS and examine how much the public

will be willing to pay for each packet.
 

3. 	 Examine the MOH's recurrent costs required for the project.
 

4. 	 Provide guidelines for evaluating economic cost/benefit of the
 
prospective AID project.
 

Discussion within the Study Team, with concurrence of the USAID
Health Officer, transferred the following task from the role of the 
Public Health Physician to the Health Economist:
 

5. 	 Determine how much grant funds and 
over what time period re
sources will be necessary to successfully implement a nation
wide 	ORT program. 

This analysis attempts to address each of these in detail,

keeping also in mind the general guidance provided in the AID Hand
book for the economic analysis necessary for a Project Identifica
tion 	 Document (PID), the elaboration of which will fall to the 
USAID upon the completion of the work of the ORT Study Team. The
 
Handbook asks that such an analysis address: the appropriateness of

investing and the general merit of the proposed project; alterna
tive approaches; alternative internal efficiencies; major categor
ies of costs and benefits; and information deficiencies.
 

Finally, this AnalysiF attempts to respond to the major cate
gories of information and analysis suggested in the PRITECH Manual 
for the Assessment and Planning of National ORT Programs. se
 
include: general background information in the given topical 
area

(history and current status), analysis of general constraints and 
those specific to diarrheal disease control 
in both the public and
private sectors; strategic options; and, where a specific option or 
project is being proposed and elaborated upon, the feasi.bility (in

this case, the economic and financial feasibility) of that option,

including a first cut at a financial plan or some orders of magni
itude with regard to suggested inputs.
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I. BACKGROUND: THE ECONOMIC CONTEXT
 

Guatemala is a country which enjoyed an extensi,/e period of 
economic growth in the 1950s and 1970s. Primarily an agriculture
based economy, this period also saw the development of a light
industrial sector and generally increased levels of both public and
private investment. While the economy suffered some severe pres
sures as a result of the earthquake in 1976, the trend of economic
growth continued until 1980. Since 1980-1991, the general economic 
situation has deteriorated dramatically. The combination of falling
world prices for its major exports, general world recession, and
political turmoil (both domestic and among its major trading part
ners) , exacerbated by Guatemalan fiscal and monetary policy, created 
the conditions for the negative rates of growth experienced since

1980. In the short run, most of the external conditions are not
likely to change, and the prognosis is for an extended period of
fiscal stringency for the country extending well beyond the project
ed period for the proposed project.
 

The general level of fiscal constraint is further limited by
the relatively weak position of the public sector in the Guatemalan 
economy. Tax rates have traditionally been very low and the recov
ery of taxes is even lower. Tax revenues as a percent of GDP are 
the lowest of the CACM countries and have been falling since 1981. 
The recent economic downturn has also resulted in falling active 
government revenues and significant cutbacks in public spending.
While all aspects of public spending have suffered, major impacts
have been a virtual cessation of capital development projects and
construction, and severe limitations on materials and supplies.
Notwithstanding the deteriorating and inadequate infrastructure
 
throughout the economy, capital investments, if made at all over
 
the next few years, will be limited to areas of the highest prior
ity. It is unrealistic, given both history and current pressures,

to anticipate any significant increments or redirection of govern
ment revenues into the health sector which, during the period 1976
1985 captured an average of 7.7 percent of the national budget for 
use in Ministry of Health programs and has showed a steady decline

since 1981 (see Table 1). Of that, maternal-child health activities 
were assigned only 16.5 percent.
 

While the recent economic downturn receives the emphasis and
attention, for much of the Guatemalan population the severe eco
nomic conditions of the present only represent a continuation of 
the "normal" circumstances of existence. The years of overall 
growth and development and the improvement in the aggregate eco
nomic status of the country obscured the realities of a severely
inequitable income distribution, large-scale inadequacies in infra
structure, widespread poverty, and the existence of a large and
growing population of un- and underemployed persons poorly served
by both public and private programs. 
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TABLE 1
 

TOTAL PERCENTAGE OF THE NATIONAL 
BUDGET ASSIGNED TO HEALTH,

GUATEMALA, 1981-1985 (INFORME DEL PORCENTAJE TOTAL DE PRESUPUESTO
 
ASIGNADO A SALUD, SEGUN EJERCICIO FISCAL COMPRENDIDO DE LOS ANOS
 

1981 a 1985 DE INGRESOS Y EGRESOS DEL ESTADO)
 

YEAR TOTAL GOVERNMENT BUDGET 
 PUBLIC HEALTH PERCENT
 

1981 Q 1,466,566,256.00 Q 159.913,355.00 10.91
 

1982 Q 1,481,431,057.00 Q 142.373,326.00 9.61
 

1983 Q 1,314,252,823.00 Q 105.060,807.00 8.00 

1984 Q 1,314,102,823.00 Q 114.312,625.00 8.71
 

1985 Q 1,282,150,883.00 Q 99,316,776.00 7.75 

Source: 	 Departamento de Contabilidad, Direcci6n Sectorial de 
Planificaci6n de la Salud del Ministerio de Salud Pbb
lica y Asistencia Social, 1985, cited in: PAHO, Plan de 
Necesidades Prioritorias de Salud en Centroamerica y Pan
ama, Area Programtica Medic~mentos Esenciales, Guatemala, 
October 1985.
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For the years 1979-1981, a period prior to the current eco
nomic problems, over 65 percent of all families received incomes of 
less than Q200 per month, with over 27 percent receiving less than
 
Q100. For the 65 percent of these families in rural areas, almost
 
80 percent received less than Q200, with over one-third receiving
 
less than QIO0.
 

More recent estimates indicate that the level of poverty is
increasing and that the distribution of income is becoming even 
more unequal. Estimates for 1984 identified only 24.4 percent of
 
the population as "not poor," while 35.7 percent were described as
"not satisfying basic needs" and 39.9 percent as having "less than
 
the minimum diet." The deteriorating poverty position is reflected 
in the income distribution. The relative share of income going to
the poorest 20 percent of the population fell from 6.8 percent in
1970 to 5.5 percent in 1980 and 4.8 percent in 1984, while the 
shares going to the richest 20 percent moved from 4$.5 percent to
 
55.0 percent to 56.8 percent during the same period.
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II. AN ECONOMIC RATIONALE FOR A NATIONAL ORT PROJECT
 

As might be inferred from the discussion above, the poor economic circumstances noted for the majority of the population are
reflected in poor levels of health. Although une of the more 
economically successful countries in Central America in aggregate

economic terms, Guatemala has the highest infant mortality in the
region, and other indicators of mortality and morbidity reflect the
generally low level of health status of the country. The high
rates of diarrheal diseases, particularly among infants and chil
dren, represent a significant source of death and disability which
 
serves to limit the overall social and economic conditions of the 
country, at the same time that these conditions increase the inci
dence of disease.
 

The underlying causes of death and disease reflect the poor
economic and social situation. Poor nutrition, lack of potable
water, inadequate management of human and animal excreta, and
 
poverty all result in high levels of infant and child disease, of 
which diarrheal diseases are of major importance. This high inci
dence of diarrheal diseases is associated with high rates of mortal
ity, an estimated 20 to 30 percent of all mortality in children 
under five years of age. In many localities this percentage will 
be much higher. 

Beyond considerations of mortality, diarrhea is a debilitating
experience for the infants and children in ahich it most frequently 
occurs. Each diarrheal episode deprives the child of much-needed
nutrition. Failure to replace this loss results in a cumulative
deficiency which is then reflected in poor rates of child growth
and development and a heightened susceptibility to all diseases.

While mortality is a direct result of only a relatively small per
cent of any given episode, frequency makes diarrhea a major contri
butor to all mortality and all episodes of diarrhea will be ulti
mately debilitating if this effect is not compensated for. This 
characteristic means that the costs of diarrheal diseases are re
flected not only in direct mortality rates, but are reflected, as
well, in categories of mortality and morbidity associated with
 
other causes. The widespread chronic incidence of diarrhea through
out much of the infant and child population, which may average as
much as six to nine episodes per year in children under three years
of age, makes this effect of great importance in assessing the po
tential benefits from reduction of the impacts of diarrheal disease.
 

In the longer term, the incidence of diarrhea will only be
 
reduced by modifying the basic conditions of existence (see Figure

1). Programs of latrinization, access to 
potable water supplies,

waste management, and rural economic development are critical ele
ments of this process, and such efforts must be supported. However,

the circularity between inadequate social 
and economic conditions
 
and poor levels of health is well 
understood, and interventions at
 
any point in that recursive cycle have the potential produceto 
both direct and indirect benefits.
 

4
 



FIGURE 1: THE DIARRHEAL DISEASE CYCLE
 

I II III 
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ORT is an intervention, which 	consists of use of ORS plus feeding,

between the incidence of diarrheal disease (II) and its results
 
(III). The intervention works directly to reduce dehydration
caused mortality (ORS) and its associated acute nutritional defi
ciency (feeding).
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Oral Rahydration Therapy (ORT) is an intervention between the
incidence of diarrheal disease and 
the mortality and debilitation
 
that it typically produces. It intervenes by modifying the 
re
sponses to diarrhea within the home and community and throughout
the health care delivery system in a way which has been shown to
result in both lowered mortality and reduced nutritional diarrhea
associated deficiency. The companion analyses in this team effortindicate that the constraints to wider utilization of Oral Rehydra
tion Therapy in Guatemala are found on both the supply and demand
side of the health equation in terms of availability, accessibility,and utilization, and they are economic, institutional, logistical,
educational, and sociocultural. 

The project expression of an ORT strategy proposed here is abalanced, large-scale national effort to 
increase the delivery of

appropriately-produced oral rehydration therapy in the home and
community. It would have two major components: 1) increasing ef
fective demand for oral rehydration therapy by promoting awareness

of its potential benefits, and 2) enhancing supply, that is, reducing limits to its widespread use through increased production
and distribution through both the public and 
the private sectors.

A third component--a combination of training, health education, andmass communication--would serve aas bridge from consumer to sup
plier and facilitate the appropriate use of ORT by both client acldprovider. The coordination of public and private sector activities
directly and indirectly associated with the project will produce aninteraction on both the supply and demand sides which should en
hance the potential for project benefits.
 

There are a number of arguments which can be advanced for the
initiation of such a supply/demand-balancing strategy at this time
in the context of Guatemala's current economic and social circum
stances:
 

1. ORT works. While the implementation of effective ORT programs is not simple, accumulated experience clearly demonstrates 
that ORT can reduce infant and child mortality significantly in a
wide variety of economically, socially, and culturally 
different
 
settings. Countries as diverse as 
Haiti and Egypt have reduced

mortality from diarrheal diseases using ORT. Each program has been
uniquely tailored to local circumstances, but all have common components and similar goals. 
 That diversity of experience is an es
sential input to the development of the project here, but the effi
cacy of the technology is no longer in doubt.
 

2. It is focused on a major health problem. Diarrheal di
sease is a 
major cause of infant and child mortality in Guatemala.
In many health areas, it is the leading cause of child mortality,
and in every area 
it is among the top three causes. In addition,
many other 
recorded causes of mortality are diarrheal-disease
related, suggesting that current data most likely understate the 
extent of the problem.
 

3. It is not capital-intensive. An ORT project would notdepend on construction or the purchase of large-scale capital 

6
 



equipment. Although some capital purchases in the form oF ORS pro
duction equipment and vehicles for training and supervision in the
 
Field would be required, they represent relatively small invest
ments and would not have the lead-time requirements which might
 
serve as constraints on the rapid implementation.
 

4. Foreign exchange requirements are low. The only elements of
 
the project that require foreign exchange would be the small capi
tal acquisitions noted above and the ongoing costs of parts For
 
vehicle maintenance and for ORS. Emphasis on local production in limit
 
both private and public sector facilities woul~dVTimport dependency

primarily to ORS raw materials and packaging. Miaximum use of do
mestic inputs where technically appropriate (i.e., using domestic
 
sugar in place of imported glucose) will shift foreign exchange

requirements toward the lower figure presented in Footnote 1. If
 
target coverage rates were to be 30 percent for Project Year 1, 60
 
percent For PY 2 and 80 percent for PY 3, the volume of projected
 
use and associated foreign exchange requirements would be as pre
sented in Table 1. In reality, the probability of 100 percent
 
coverage within a three-year project life is quite small. While
 
the target rates proposed here are more realistic estimates of the
 
potential foreign exchange requirements, they will understate poten
tial increases in prices of imports and will be offset by the use
 
of home-produced ORS solution. It is anticipated that the purchase

of ORS packets through a competitive market process will tend to
 
Favor the use of domestically-produced ORS, simply because of its
 
price advantage (see Logistical Analysis for comparison of costs of
 
importing versus costs of local production).
 

5. An ORT project is consistent with other ongoing PHC stra
tegies. The project is designed to complement ongoing efforts to 
strengthen primary health care services inGuatemala. Itbuilds on 
the Servicios Comunitarios project which has just been modified,
 
and strengthens and supports the Immunization and Child Survival
 
(I/CS) and channelling activities already under way. It is a rein
forcement of a priority that currently exists, rather than a compet
ing priority, and operates with and builds on a developing commun
ity-based (and AID-supported) primary health care strategy for the
 
country.
 

Material costs are estimated to be US$27.86 per 1000 packs for 
raw materials, of which US$19.18 is the cost of glucose and 
US$7.34 for packaging materials. Import costs per million 
packs would be US$35,200 using glucose and US$16,020 if domes
tic sucrose were substituted. The maximum use of packs for 
100 percent coverage of all children under five (the upper
limit to demand) would be 12,168,000 packs, representing
USS428,314 in import costs if glucose were to be included, 
US$194,931 if domestic sugar were to be used.
 

7
 

http:US$19.18
http:US$27.86


TABLE 2
 

Import Cost
 

Year Coverage ORS packs* Glucose Domestic Sugar
 

1 30% 3,654,000 $128,620 $ 58,537
 

2 60% 7,308,000 257,241 117,074
 

3 80% 9,734,400 342,651 155,945
 

End of Project 100% 12,168,000 428,314 194,491
 

* Not adjusted for project growth in population under 5. 

8
 



III. CURRENT CHARACTERISTICS OF THE MARKET FOR ORS/ORT:
 
CONSTRAINTS AND FACILITATING FACTORS
 

As indicated earlier, Oral Rehydration Therapy (ORT) equals
appropriate and timely use of Oral Rehydration Salts (ORS) plus
feeding and nutritional support. Thus, the demand for ORS is 
really derived from the demand for ORT. For ORT, then, the house
hold is both the consumption and the production unit. ORS is an 
essential input to the production of ORT and may be bought, obtained 
without charge, or produced within the household. 

The diverse elements of a balanced ORT project are each dir=ct
ed at affecting various of the factors that influence the demand 
for and/or the supply of ORT/ORS. Demand is determined by the 
expected benefits from use, the opportunity costs, and the family's
general economic status, while the supply isdetermined by expected
rewards to provider (price), costs of production, and various 
system constraints. These market characteristics are presented in 
Figure 2. For purposes of simplicity, the focus here is on the 
market for ORS, since it is in that market that the supply activi
ties of the project are concentrated. (Where differences between
 
ORT and ORS are important on the demand side, they will be specifi

products 


cally noted.) 

A. The Demand Side 

Any 
level of 

ORT project in Guatemala 
current demand. While 

begins with 
families do 

an extremely 
purchase nume

low 
rous 

to treat diarrhea, oral rehydration salts are not often
 
among them. Families are more likely to buy antidiarrheals to stop

the diarrhea, antispasmodics to stop the pain, and antibiotics to"cure" the illness. The benefits from ORS are much morp elusive 
and without a specific effort to shape this demand, "competing" 
products will be at an advantage. 

In Guatemala, this circumstance is exacerbated by the small 
returns to the pharmacy from the sale of ORS as compared to compet
ing products. Prices and markups to the pharmacy are set by the 
government and low-priced items like ORS do not yield significant 
returns to the store unless they can be sold in large volumes. In 
addition, pharmaceutical manufacturers often offer cash incentives 
("push money") to the pharmacy for selling more expensive products.
In general , these economic considerations work against pharmacy
initiative in fostering use of ORS. In Guatemala, as elsewhere,
the pharmacist is an important source of information. When team 
members went experimentally to pharmacies to ask for "medicines" 
for diarrhea, no Oral Rehydration Salts were included in the phar
macists' recommendations, and many of the the products that ware 
recommended were either of no value or medically unadvisable. 
Nevertheless, ORS is available in some pharmacies, most imported
but some produced locally in small-scale production facilities. 
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FIGURE 2: MARKET FOR ORS
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Demand for ORS is derived from demand for ORT. 
For ORT, the house
hold is the production unit. ORS is an essential input which may
be purchased, obtained without charge, or produced within the 
household.
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Yet although demand is small, 
it does exist. ORS has been
used in various settings in Guatemala, and ORT has has been a com
ponent of a number of public programs in the past four to five
 
years. The hospital-based program inHuehuetenango has demonstrat
ed the efficacy of ORT ina facility-based context; community-based

activities under the Sistemas Comunitarios and SINAPS Proiects have

also demonstrated the possibility of developing greater demand for
 
ORS and ORT. Each of these prior experiencs, together with the

newly-developing MOH program of channelling, 
 provides evidence of

the nature of the demand, the problems associated with its enhance
ment, and the need for reinforcement and support in the demand
expansion process. 
 Still, the demand represented incurrent activ
ities is small, program coverage is still limited, and even those

with access to ORS do not take advantage of the opportunity. Com
munity workers note that ORS use only begins after multiple visits
 
to the family and that the process of developing demand is a slow
 
and cumulative one.
 

In economic terms, it seems appropriate to assume that demand

will be highly elastic (price-sensitive) in the short run; that is,

most users -will be readily discouraged by having to pay. The lack

of experience with ORS and the poverty of a large proportion ofthe target population, particularly in rural areas, makes this
assumption valid. Nevertheless, some programs have been charging

small amounts for ORS packets. In San Marcos, health promoters

began charging Q.30-Q.35 in April after three years of free distri
bution. This amounts to approximately Q1.00 per diarrheal episode,
 
a high price for this community. While there was a large drop 
in
 
use, some persons, estimated at under 50 percent were still continu
ing to purchase ORS. Experience with using ORS probably serves 
to

make demand more inelastic (that is, less sensitive to price

changes) even for the poor.
 

B. The Supply Side
 

On the supply side, considerable variation exists in availability of ORS. ORT is an integral part of a number of public pro
grams and, in addition to distribution of WHO-formula ORS donated

by UNICEF through the MOH and PVOs, a number of different entities
 
have developed their own production capacity. The hospital-based

ORT program in Huehuetenango is producing ORS for use in its own
 program at a materials cost which was initially Q.13. 
 At the pre
sent time, the cost of materials is Q.23. The scale of production

is fairly small, but capacity still far exceeds the current demand

in the program, although salts are offered For sale at Q.30 in the

area's health centers. Current levels of this outside 
use are

approximately 45 packets per month, equivalent 
to treatment of 15

episodes of diarrhea, an obvious under-reflection of true inci
dence.
 

* See Technical Analysis for a full description of this activ
ity.
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In San Marcos, ORS are distributed through Health Centers and

Health Posts and through health promotors; the latter accounted for
 
over 80 percent of the distribution of 117,200 packets in 1984.
 
This region operates 851 Oral Rehydration Units, one in each Health

Center and Post and the rest 	(307) 
in the houses of the health 	promotors. Packets were free 	until April 1985. 
 Since then, the pro
motors have been charging between Q.30 and Q.35 for a packet which
 
costs the municipality Q.28; 	local auxiliaries estimate this led to
 
at least a 50 percent reduction in use, similar to the experience

in Huehuetenango. 
 In one district of San Marcos (La Reforma), the

local Health Center is packaging a simple mix of sugar and salt in
plastic bags at a cost of Q.08 to be sold for Q.10 in local 	pharma
cies and food stores and have offered to expand production to cover
 
the entire department.
 

The rural health program of the Universidad Francisco Marro
quin in San Juan Sacatep~quez also produces ORS 
for its own use,

and the department of El Progreso produces ORS in bulk, calling it
"Supersuero" and packaging it for distribution through 	the channel
ling program.
 

In the private sector, there are both producers and importers
of ORS. The small size of the market and the competitive relation
ship between ORS and other, 	 more easily sold, more profitable prod
ucts, makes private sector marketing alone not viable. There is,
however, considerable private sector interest in participating in

that market if it were to grow. 
A program aimed at expanding de
mand for ORS would need to 
take advantage of the production and
distribution capacity that 	already exists. 
One objective of an ORT
project would be to "make a market" for ORS in which the private
sector could develop an effective and supportive role. Each of
these general issues is incorporated into the recommended strate
gies detailed in the sections which follow and reflect this under
standing of the economic dimensions of the market resource.*
 

* For a more complete listing of examples of local production of 
ORS, see the Logistical and 	Sociocultural Analyses.
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IV. STRATEGIC OPTIONS
 

A. 	Demand Strategies
 

The basic demand-enhancing strategies that make 
most
given the low level of current demand and 
sense,

its present elasticity, 
are: 

large-scale social marketing in the private sector; 

direct community health education and training in the 
public sector; and
 

public subsidies for acquisition costs, marketing, and
distribution, and materials acquisition 
 support for
 
producers and suppliers.
 

Each 	 of these strategies would influence specific aspects of theoverall demand for ORT/ORS. As described in the previous section,
demand is determined by: 
 1) expected benefits, 2) opportunity

costs, and 3) family economic capacity. The basic strategies proposed here focus only on the 
first two areas; their effectiveness

and 	 the actual implementation of the project will reflect, however,the 	 reality of the third, control over which lies outside the 
purview of a national ORT program.
 

Expected benefits reflect, in part, knowledge of the mother/family and, in part, competing beliefs which influence these expectations. 
 Both 	mass social marketing and community-based health
education -are designed to generate a more use-motivating set of
expectations as to the benefits 
to be derived from ORT/ORS. The
basic message strategy must have two parts: development of a recognition of the dangers of diarrhea and, more specifically, thedehydration which accompanies it; 
and 	the awareness of the exis
tence of an effective, accessible means 
for avoiding those risks.

Thus, there is both a negative message and a positive one.
 

In this sense, ORT is not just a new product to meet a recognized need. The condition, diarrhea, is widely recognized, but the same is not true of the often-associated, often Fatal problem ofdehydration. The marketing of ORS must start by generating recogni
tion 	of the problem of dehydration as a preliminary step in an
overall health education strategy. The response to that problem
also 	has two dimensions. The product ORS is only part of the product ORT. 
The marketing strategy needs to incorporate these complex
relationships as well. 
 Both problem recognition and problem solu
tion are crucial.
 

In Guatemala, as elsewhere, a social marketing strategy needs
to be developed in, and tailored to, 	 specific target populations,
and sufficient time and resources need to be invested in formative
research, the design of the strategy, its messages forms and their
dissemination, media selection, testing, and so 
forth.
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Community health education can complement demand-creation
through mass media endeavors, by emphasizing the expected benefitsfrom ORS/ORT through contact at the household level and ongoing
reinforcement in ORT utilization provided by trained community 
promotors.
 

In addition to those demand-enhancing components of the project aimed at increasing the knowledge of the benefits of ORT, other
activities would have to be directed at reducing the opportunity
costs of ORS and ORT utilization. Of critical importance are ac
tivities designed to limit the price of ORS. Given the highly
elastic demand and the low incomes of the target populations,
mand would need to be stimulated by including 

de
distribution of ORSwithout charge as part of regular public health sector activity.

Direct distribution of ORS salts without charge healththrough
promotors, Health Posts, Health wouldand Centers serve to elimi
nate the limiting influence of price on demand. While such a stra
tegy would raise program costs, experience in other countries indicates that ORS/ORT programs which eliminate price constraints and
facilitate ready access to ORS iave the lowest cost per death 
averted. 
 The goal is to make demand more inelastic and to increase
 
use at any given price. An essential element in this process is
the development of a pool of experience in the community with ORT use. In the earlier stages of a national ORT program, particularly
for a primarily low income population, any positive price will sig
nificantly limit use. Over time, experience will begin to rein
force a more inelastic, less price-sensitive demand and will per
mit the development of alvernative strategies for reducing program

costs. (This is discussed below in the section on 
cost recovery.)
 

Together with the reduction or elimination of the money priceconstraints, attempts would also have to be made to reduce the non
monetary costs associated with ORS use. Community-based distribu
tion of ORS to families with children under five in advance of need

would considerably reduce the time costs associated with ORT. 
Work
responsibilities, 
care of other family members, and time required

to obtain ORS all serve to limit effective demand. By reducing thelatter and eliminating the money price, the economic disincentives
 
to using ORT can be minimized and the experience of its application
 
more 
widely spread throughout the target populations.
 

Ir addition to activities directly focused on the family,training for health professionals also can sserve to increase demand. Health care professionals are crucial sources of information 
and support for family health care decisions. Their expressed confidence in the efficacy of ORT can reinforce the efforts directed 
at the user yet, notwithstanding the well-demonstrated efficacy of

ORT, many health professionals are reluctant in their support forthe intervention, and still endorse older views on proper diarrheal case management which are unsubstantiated by recent research and
experience. Health professionals need opportunities to experience
ORT in a clinical setting, to become informed about the accumulating clinical experience with ORT, and to encounter this therapy in
the context of their own career development. For this reason,
training for health professionals, especially at upper levels, both 
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directly and by assisting in the integration of ORT into the appro
priate curricula, contribute importantly to demand creation. Home
based ORT would be the therapy of choice throughout the system when
 
medically appropriate, and hospital-based programs, for both demon
stration and referral purposes, would be a complementary part of 
national ORT strategy. 

B. 	Supply Strategies
 

The basic supply-enhancing strategies are:
 

--	 expansion of the market for ORS; and 

--	 the support and development of alternative sources of pro
duction. 

Overall supply of ORS is determined by: 

--	 expected rewards to the producer; 

--	 the costs of production; and 

--	 various system constraints. 

While the emphasis here is on the first two, consideration should
also be given to modification of some legal and regulatory restric
tions relating to taxes, price controls, and imports, to facilitate 
more widespread private sector participation in the market. Some
 
of these issues will be noted below.
 

Of central importance to supply strategy is the commitment to
 
support widespread use of ORS as part of a national ORT program.
The size of the potential market, over 10,000,000 packs a year, is

large (see Logistical Analysis). Even 	with support of the develop
ment or quasi-public sector-based* production facility, there would 
still be an ongoing need for large-scale purchases from the private
sector. It is estimated that in the first year of a national ORT 
project, over 1.5 million packs would have to be purchased if all
 
other demand-creating and logistical activities were well under
 
way. 
 This 	would require that such a project begin with an immedi
ate solicitation for purchase of ORS at a scale (1.5 to 2 million
packs) that can .modify some of the constraints to market entry. 

* 	 The proposal is made in the Logistical Analysis, that an ORS 
production facility in the pharmaceutical laboratory at the 
School of Pharmacy at San Carlos University be established,
using UNICEF-donated production/packaging equipment. San 
Carlos is an autonomous entity which receives a legally-stipu
lated portion of the national budget annually. 
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Analysis of ORS production in Guatemala supports the conclu
sion that there does exist strong private sector interest in produc
ing and marketing this product, both for Guatemala and for export.
While costs of entry are not excessive, the small size rf the mar
ket has served to preclude the investment necessary to produce at a
competitive cost level. The direct purchase of large quantities of 
ORS would provide an opportunity for such investments. At the same

time that direct purchase by the government would stimulate entry
into this market, the mass marketing effort would also serve todevelop a demand for ORS which would not be strictly limited to 
public sector purchases. While private purchases may be small, 
some of the increase in will over thedemand spill into private
market. The marketing program would generate product messages

which would be to 	 ornot limited single settings producers. In
creased awareness of the risks of dehydration and the role of ORSin their reduction would benefit all producers and distributors. 
While the absolute size of this market will be limited, its rela
tive size will probably increase considerably as demand increases 
and becomes more inelastic. Thus, a mass communications effort for
which the public sector would effectively foot all or part of the
bill* would represent a reduction in the costs of entry for new
firms, since a market expansion effort would have had to be anessential component of their own marketing efforts. It would be
considerably less costly, and more productive, for any firm to com
pete for a share of the ORS market when some other entity is engag
ing in mass marketing which will enhance user recognition of the
benefits of the product and thereby increase the overall size of 
the market.
 

One system constraint on the expansion of private sector

participation 
is the potential conflict between government price
setting policy for these products and the need for long-term con
fidence in the ability to recover capital investment. This is
particularly problematic where the product depends on imported rawmaterials and the availability of foreign exchange. Uncertainty as 
to exchange rates and raw materials prices needs to be offset by
some pricing flexibility and this issue should be explored as a
condition precedent for any national ORT program which seeks to en
gage 	 the private sector and, particularly, enjoy its capacity for 
wide 	distribution and increased access.
 

In addition to general market-expansion activities, a national
ORT project would work directly to expand the supply of ORS. Amost feasible option (see Logistical Analysis) is support for the
expansion of the ORS manufacturing capability in the National 
School of Pharmacy of the Autonomous University of San Carlos.
Developing ORS production in that facility has a number of economic 
advantages. It would assure the availability of a large (although 

* 	 There are indications, of varying firmness, that some private 
sector firms (e.g., Pepsi-Cola, Alimentos S.A.) might be pre
pared to do some of the mass media promotion on their own ac
count. The health education content of this would be reviewed 
by the Ministry of Health. 
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not sufficient) supply of ORS for the MOH on a cost basis. With 
the opportunity to obtain basic equipment and the
 
existence of a manufacturing capability and commitment in the 
School, an efficient production unit could be developed. In addi
tion to assuring basic MOH supply, the cost experience of the
facility would provide a guide to reasonable price and bidding
levels for private-market-purchased ORS and prevent excessive 
dependency on a single producer. It is important to note that the 
School of Pharmacy is planning to start small-scale production of 
ORS under any circumstance. The investment required for moving up

to larger-scale production would not be excessive, particularly
with the possibility of donation of a major piece of equipment by
UNICEF. The price paid to the School for production would be mini
mized by the fact that capital investment costs will not need to be
 
carried in the pricing of the ORS. The fact that there is also a 
potentially substantial private market will facilitate the mainte
nance of a more competitive market situation in general.
 

It should be noted that expanding ORS production in the

National Pharmacy School enhances the potential for support for ORT 
from pharmacists as a profession. As noted before (see Logistical

Analysis), the pharmacist is often a major source of information in 
the community on medical matters. By including ORS as an important 
part of the his/her initial professional training, there is greater
likelihood that knowledge of the importance and appropriate use of 
ORT will be more vigorously introduced into the daily repertoire of
diagnosis and prescription that is the de facto role of this cru
cial local-level health provider.
 

The other major, direct, supply-expansion ORT strategy compon
ent is the incorporation of knowledge of, and training in,the home 
production of ORS solutions (sueros caseros) as an integral part of 
community health education. For the family production unit, home
produced ORS offers a lower money-cost alternative source of supply
and a reduced dependency on external supply and distribution sys
tems. While home-produced solutions are not equivalent to WHO
formulated ORS, it has been shown that their early use can produce 
many of the same benefits. Problems of quality control and mater
ials availability are real enough but programs all over the world 
have demonstrated that such problems can be overcome by effective,

community-based training and education. 
 Inany case, such products
 
are already widely used throughout Guatemala. Formulae differ wide
ly, often in ways that compromise the effectiveness of the solution 
and, occasionally, in ways that present a risk to the child. A 
central element of the development of national ORT norms would be 
norms for homemade solutions which would be integral to any IE and 
C Strategy.
 

In sum, the development of a household capacity to produce its 
own ORS should be a critical component in any long-run ORT strategy
for Guatemala. The benefits to be derived from the widespread use

of ORT--reduction of infant and child mortality and morbidity-
depend on continued access to ORS supplies. During the life of any

donor-funded ORT project, production and distribution, that is,
supply, are supported by the resources of the project, as is the 
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strengthening of demand. That supply can be curtailed at any point
 
as a result of economic or logistical constraints, particularly
when the project ends, but the demand, once created and reinforced
 
by experience, is likely to remain. That, in fact, should be a 
major project goal. Thus, it would be absolutely crucial for any

supply-development strategies to maximize the supply alternatives 
available to the household. The inclusion of home-based production
is particularly critical, given the severe economic limits of a
large proportion of the target population, the logistical difficul
ties of distribution, and the severe resource limits, over the near 
future, of the central government. The supply-expansion strategies

of a national-level ORT project would, then, be targetted on the 
entire range of production options: support of a public sector
 
production capability, large-scale private sector purchases, and 
support and expansion of home-based production. This mixture of
 
strategies offers the widest protection against the growth of de
mand for ORT unaccompanied by a durable, consistent capacity to
 
deliver on promises made or implied. To demonstrate (creating

demand) benefits while supporting their long-run attainment (assur
ing supply) should be the focus of an ORT program for Guatemala. 
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V. PARAMETERS OF COST-BENEFIT ANALYSIS
 

The goal of the project is to support the use of ORT, ultimate
ly at a level that approximates the incidence of diarrhea. 
 It is

argued that the benefits from application of ORT do not diminish 
with the scale and frequency of use, and that eachfresponse to timely
infant or child diarrhea with ORT has the potential to pro
duce the same benefit as any other. As measured by the high inci
dence uf and mortality from diarrheal diseases, the potential ben
efits are great, and target goals for coverage reflect this valua
tion. Nevertheless, understanding the specific nature of these
benefits is essential to the design of an operational cost-benefit
 
analysis.
 

A major objective of ORT is the reduction of child and infant

mortality associated with diarrheal 
diseases by offsetting the

fatal impact of dehydration. However, not all of the mortality

associated with diarrheal diseases is caused 
 directly by dehydra
tion. 
 WHO has estimated that 33 percent of all deaths associated
 
with diarrheal diseases will not respond to ORT alone. 
 It has re
commended that ORT programs focus on the 67 percent of y ortality
potentially avoidable by effective of thisuse strategy. Poten
tial benefits from ORT need to be measured against this lower, but
 
still large, standard.
 

There are data problems associated with the precise identifica
tion of this mortality. In many areas of the country, virtually

all children have some level of malnutrition, and many will have

chronic parasites. Many of the major causes 
of infant and child

mortality identified are diarrheal-related, and it is difficult to
 
isolate dehydration as the cause of death. Diarrhea 
frequently
 
occurs together with fever, vomiting, and other symptoms which may

be recorded as the cause of death. 
 In 1984, in the municipality of

San Juan Sacatepequez, for example, the major cause of death for
both infants (under 1) and children (under 5) was "di arrhea," repre
senting 33.3 percent and 36.9 percent respectively. Inboth cate
gories, the second major cause of death was fever, with other poor
ly defined causes such as grippe, vomiting, and infection in the
 
top ten, all of which are also frequently associated with diarrhea.
 
While the data lack precision, they clearly demonstrate the impor
tance of diarrheal diseases as a major cause of infant and child
mortality, at the same time they signal major problems in diagnosis
and reporting, with their associated implications for case manage
ment and data quality.
 

Even the most effective home-based ORT program will not elimi
nate the need for hospital-based rehydration using both ORT and IV
 
methods. However, experience in other countries with ORT programs

has demonstrated that one expected benefit should be a generally
lower level of severity presenting at the hospital level, and,
therefore, a much lower mortality rate in the hospital rehydration
units. Haiti, for example, observed a 30 percent decrease in severely-dehydrated children hospitalized after the ORT program was

started, even though total admissions for dehydration increased by
 

19
 



55 percent. In February 1981, 24 percent of admitted patients were
dehydrated, and only 2.3 percent of the families had initiated ORT.
One year later, almost hal F (48 percent) of the patients admitted 
had initiated ORT at home, and three percent of these patients were

severely dehydrated, as opposed to 23 percent of the patients who 
had not initiated ORT prior to admission. The importance of this

potential benefit becomes even more evident when it is noted that
the mortality rate for severely dehydrated children was 29.7 per
cent, while for moderately dehydrated children it was only 2.2 
percent during the period noted. 

Because of the obvious importance and the relative ease ofdemonstrating impact, "deaths avoided" has been to date the most 
used measure of benefits. Nevertheless, it should be emphasized
that reliance on this measure alone will understate the benefits
from a successful ORT program. The prevalence of diarrheal disease

in Guatemala is very high, estimated at 4,056,000 episodes per year
in children under five years of age. 
 Only a small proportion of

these episodes result in death, but most are associated with someadverse nutritional impact. The effect of frequent nutritional
deficiency resulting from episodes of diarrhea is cumulative and
correlated with higher susceptibility to disease and its associated 
mortality. An effective ORT program will emphasize both the use of
ORS and feeding and should work to reduce the vulnerability associ-
ated-WTth diarrhea-produced nutritional deficiency.
 

It is difficult to display these impacts, particularly within 
a project with a three-year time frame. Nevertheless, over time,
this impact should show up as reduced incidence of diseases, includ
ing diarrheal disease. One important aspect of the monitoring
function of this project will be the development of indicators of
this important effect. Nevertheless, the difficulty of measurement
does not negate the importance of the benefit. Calculations of 
program effectiveness will need to incorporate this factor.
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VI. COST ISSUES
 

A. Projected Project Costs
 

Because many decisions relating to the timing of the introduc
tion of the project and the scale and rapidity of development of 
its components are still to be made, it is not possible to produce
 
a detailed budget, nor was one required (see Scope of Work). Never
theless, it is possible to develop some preliminary estimates of 
potential project costs. As presented in Table 3 and accompanying
Work Sheets, total costs of a national ORT project have been esti
mated as $4,774,450 over three years. 

It is useful to distinguish between two major types of activi
ties: those that would fall entirely within the area of such a
project, such as mass marketing and procuring ORS supplies; and 
those complementary to and integrated with I/CS and channelling
activities already under way, most particularly distribution, 
training and supervision.
 

For these latter activities, part of what would be needed to 
make the national ORT program a success would be integrated within 
the planned activities of the I/CS project, albeit not as its cen
tral priority and, therefore, in need of support and additional 
Focus. An example of this would be the production and distribution 
of ORT training and health education materials already planned as 
part of the I/CS project. Some materials exist but are seriously
deficient from an ORT standpoint, so that development of such ma
terials would have to constitute an important part of an ORT proj
ect and be integrated in their timing and resource requirements. 

More problematic are the elements of training and supervision,
particularly above the level of the health district. Much of the 
ORT training needed should be, in principle, incorporated in the
training experiences planned for the I/CS project. Cost projec
tions for the ORT project would be treated as marginal , that is, as 
additional to the planned training expenditures for I/CS. The
actual budgetary implications of these decisions cannot be made 
without a more well-developed sense of project timing for both the 
I/CS project and an ORT project. At the local level, training is 
already going on, and some supervision is already initiated. It 
would ap ear that there would have to be substantial upgrading to
aeua-aincor orate ORT content There will also be additive 

logistical cost imp ications that are virtually impossible to de
tail at this point, due to the relative youth of the I/CS project
and channelling in particular. Thus, the potential costs identi
fied in these areas can only be considered illustrative.
 

As is obvious in Table 3, the major element of project cost is
the acquisition of ORS, which is estimated as $2,574,695 over a 
three-year period. These costs represent a combination of pur
chases from the private sector and payments to the LAPROMED produc
tion unit. Table 4 provides the basis for these estimates, but a
 
number of factors could modify them. No provision has been made in
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TABLE 2
 

PROJECTED BUDGET (TENTATIVE)
 

NATIONAL ORT PROJECT
 

CATEGORY 
 1 2 
 3 TOTAL
 

1. Management - Central 450,000 495,000 
 544,500 1,489,500
 
Admi ni strati on*
 

2. Mass Marketing 100,000 15,000 
 10,000 125,000
Development 
 30,000 100,000 60,000 190,000
 

3. ORS Supply - LAPROMED Start-up 148,550 
 148,550

ORS Purchase 
 (248,000) (758,340) (1,416,687)
ORS Purchase 20% anticipated 399,668 1,041,677 1,133,350 2,594,695
 

4. Training ** 33,335 81,935 
 81,935 197,205
 

5. Supervision 16,500 16,500 16,500 
 49,500
 

TOTALS 1,178,053 1,750,112 1,846,285 4,774,450
 

* 10% annual inflation rate. 

** Development Costs + Management Costs are (1). The "Training" line item is direct training

session costs only.
 



TABLE 4 - WORK SHEET - ORS ACQUISITION COSTS
 

Prices Used - LAPROMED $.07 US per packet
 
OPEN MARKET $.18 US per packet
 

Open market price is at low end (other thon UNICEF). Given
 
scope of potential market and interest in entry, this price is 
feasible. A 10 percent annual inflation rate was used in years 2
 
and 3.
 

Total costs were based on a mix of the two sources, using
projected LAPROMED production capacity as a base and open market
 
sources to provide the rest of expected demand for projected levels
 
of coverage.
 

LAPROMED Production Projections:
 

Months 0 - 8 0 
9 - 18 200,000 per month 

19 - 30 250,000 per month 
31 - 36 300,000 per month 

Target Coverage: Based on full years of operation, but there is a
 
six-month time lag for actual field activity due to purchase time 
requirements. Therefore, project-year expenditures represent a
 
time adjustment as shown on the following page, which assumes a six
month lag for private sector ORS and nine months for LAPROMED. 
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WORK SHEET - ORS ACQUISITION COSTS, (CONT.)
 

COVERAGE 
BY END OF 

PROJECT YEAR QUANTITY TARGET QUANTITY 
EACH PROJECT 
YEAR 

Source 
1,800,000 

LAPROMED 600,000 
Market 1,200,000 3,654,000 30% 

2 5,480,000
 
LAPROMED 2,700,000
 
Market 2,780,000 7,308,000 60%
 

3 8,521,200
 
LAPROMED 3,300,000
 
Market 5,221,200 9,734,400 80%
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the calculation for the use of household-produced ORS. Over time, 
the need for packaged ORS should decline as a per:entage of total 
demand, but it is assumed that this effect is not likely to appear 
early in the project lifetime. Therefore, the later estimates are 
likely to be more susceptible to this effect. Additionally, it has 
been 	 assumed that no UNICEF packs would be available at a lower 
price than those used here for the calculation. (We were informed
 
that 	none would be available within the first half of 1986, if 
ordered in November 1985.)
 

In addition, projected prices are speculative. A ten percent

annual increase in cost was built in over the three-year period,
but actual price changes may reflect a different pattern. The 
timing of purchases was also based on an expectation as to the 
timing of the development of demand. More rapid expansion of
 
coverage would yield higher project costs, since the demand would 
be cumulative and expanding. These costs assume a particular path
 
of growth in demand.
 

The other component of supply development cost is the initial
 
investment in the LAPROMED facility. The cost of the main equip
ment is not included since it is anticipated to come from UNICEF
 
and is included in their Child Survival budget. The result of this 
investment is the low cost of procurement anticipated from this
 
source of production, with operating costs to be captured from
 
payments for ORS.
 

Central project management costs are based on the need for 
three full-time, AID-provic.d staff:
 

I. 	A director with his/her MOH counterpart, would be respon
sible for managing the National ORT Committee and the 
norms development process, as well as for coordination 
within the MOH and with donors and for the research/evalu
ation/monitoring function. 

2. 	 A Full-time health education director would effectively 
manage the process of development training manuals, sched
uling the training process, working on the curriculum mod
ification process with the appropriate professional pro
grams and technical support of the area supervision func
tion;* s/he would also constitute the direct interface 
with 	the mass marketing activity, between communications
 
specialists and the Ministry of Health.
 

3. 	A logistics specialist, who would be responsible for 
bridge procurement, startup, establishing supply and 
distribution monitoring systems, collaboration with 

The training program at all levels would be a core element of 
the demand-enhancing strategy in the project. For this reason,
 
the costs of the training director are placed here, but they 
might be appropriately included in the training component when
 
a more detailed budget is developed.
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with logistics activities under I/CS project, and working
with team members and short-term consultants of setting 
up MIS/HIS system. 

Projecting costs for the mass marketing function is somewhat 
premature. Development cost projections are based on conversations 
with media professionals in Guatemala and the estimate of $100,000
for this is a most informal average at this point. Actual costs 
would have to be negotiated with providers. The inclusion of anti
cipated costs for later years reflects the need for some modifica
tion of the marketing strategies as the pr(ogram gains experience.
The costs for media distribution are even more speculative. In 
addition to some national or wide area radio stations, there are a 
large number of small local stations which would be potentially
important for targeted coverage. Throughout the system, air time 
prices vary extremely, partly due to anticipated audience coverage

and partly due to regional or historic differences. The actual 
costs will have to be specifically tailored to the demand-develop
ment strategy adopted. The costs presented here reflect subjective

projections of the range of costs likely 
to be appropriate for the
 
project. 

The major problematic areas for costing at this time ire 
training and supervision. As projected, costs for development and
 
oversight of the training function are included in the management
budget. The training costs referred to 
here relate only to local
level travel (not out of central office), materials distribution, 
per diem" for participants (perhaps meals for promotors), and sup
port for the trainers.* 

The projections presented for supervision are based on the

assumption that much of the activity 
will be encompassed in the
 
supervision going on or planned as part of 
 the 1/CS project. The 
costs here are based on one additional meeting for supervisors in 
each area, which would focus on ORT issues, and some additional 
fuel expense, since this has already been identified as a critical
 
limiting component of effective supervision in all of the areas 
visited.
 

B. Recurring Costs
 

The major recurring cost would be for purchase of ORS for dis
tribution. While this is a large expense, some future offsets are
 

* In the first year of the project, training would be centrally
 
held for the nursing director of 8 of the areas with all of 
the areas (21) participating in Years 2 and 3. At the area 
level , two training sessions would be held, one each for nurse 
auxiliaries and rural health technicians (TSRs) with training

in 8 areas of the first year and in all 21 thereafter. The 
same schedule of training would apply to the promotors, with 
30 meetings to be held in each area, covering only 8 in Year 1 
and all in Years 2 and 3.) 
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possible and are discussed below. The other recurring costs are 
related to training and supervision, sinre these activities would 
need to continue if the results desired are t. be obtained; ideally, 
as indicated, they will form an integral part of the developing
primary health care system embodied in the I/CS and channelling
activities. The development costs for these activities av'e present
ed in the management part of the budget, to differentiate between
 
ongoing costs and those specific to the project. Nevertheless, all 
of the shift to a primary health care commitment will involve new 
and continuing expenditures when starting from the beginning. Whe
ther these expenditures are attributed to the I/CS or the ORS ef
fort, they will have to occur. The operating, as opposed to devel
opment, costs of each are a guide to future recurrent expenditures. 

C. Cost RecoverZ
 

No proposal has been made here for cost recovery through uner 
charges. The extreme poverty of much of the target population and 
the limited experience with ORT makes any such proposal premature, 
at best. Nevertheless, the project has been designed to stimulate 
and support the transfer of costs (ORS costs) from the public pro
gram to the private sector. Two alternatives to publicly-provided 
ORS have been supported. For some part of the population, the sup
port and development of the private production and marketing of 
ORS, together with a strategy to maintain an efficient price struc
ture, facilitates the development of private demand. Product dif
ferentiation, customer convenience, and embellishment of ORS by
producers all serve to encourage this transfer. It is difficult to 
estimate the private market share, but it has the potential to be 
consequential. 

Of more importance is the inco-'poration of training for home
oroduction of ORS and the identification of more efficacious formu
lations. The alternative of sueros caseros may well prove to be 
more economically desirable f5 a significant proportion of the 
population. This effect would not show up early in the project
but, as demand becomes more inelastic, the potential of other 
sources of ORS for household production of ORT isof critical long
run importance for the viability of this activity. 

D. Cost Offset
 

An effective home-based program of ORT will result in a de
crease in use of the hospital for diarrhea dehydration. Experience
from Haiti and Egypt indicate that substantial savings can be a 
achieved at the hospital level tnrough substitution of oral therapt
for IV-based recuperation (set. lechnical Anal sis). And, comparing
the second semester of 19,133 with the same period in,1984, the IGSS 
Department of Pediatrics found a reduction of 42 percent in admis
sions for diarrhea with dehydration, with an estimated savings of 
approximately 'JS$334,656. Other areas of cost saving can be antici
pated from an effective ORT program at the national level . No esti
mate is made here of these offsetting costs, but the evaluation pro
cess established to support this project should include information 
which would permit the identification of these impacts. 
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INTRODUCTION
 

The AID-specified Scope of Work for this activity for the role
 

of Public Health Physician included the following tasks;
 

1. 	Assess the Current Oral Rehydration Therapy efforts within the
 

Ministry of Health (MOH).
 

2. 	Assess the current or programmed ORT efforts Funded through
 
such PAHO, UNICEF, etc.
other international agencies as 


3. 	Assess current private sector involvement in ORT, current pri

vate production, promotion and distribution of ORT and poten

for increased role of private sector organizations in
tial a 

national program under a new AID Project. 

4. 	Examine alternative ORT distribution strategies and assess
 

their appropriateness for the situation in Guatemala.
 

5. 	Determine whether a major initiative in ORT by the MOH can be
 

effectively managed and supported by the Ministry.
 

6. 	Determine under which project activities (e.g., training, lo

gistical support, commodities) AID resources could be best
 

utilized to expand the accessibility and acceptance of ORT
 

nationwide.
 

re7. 	Determine how much grant funds and over what time period 


sources will be necessary to successfully implement a nation

wide 	ORT Program.
 

8. 	Explore and determine how new ORT efforts can be best coordi

nated with other national Child Survival activities, especial

ly through the USAID-funded Immunization/Child Survival Proj

ect No. 520-0339.
 

Recommend the mechanisms for expanding ORT information, educo9. 

tion, and communication activities inorder to achieve maximum
 

coverage, through the existing systems.
 

Discussion within the Study Team, with concurrence of the
 

USAID Health Officer, determined that many of these tasks were ei

ther more appropriately the province of one of the other members of
 

the team or were conclusions from the total team effort which would
 

be reflected in the summary strategy document which the USAID had
 
Thus, Task 3 above was shared with the Logistics Sperequested. 


the Logiscialist and the Anthropologist; Task 4 was delegated to 


tics Specialist; Task 7 fell to the Logistician, the Economist, and
 

the team as a whole; Task 9 was assumied by the Anthropologist; and
 

Tasks 5, 6, and 8 were determined to be conclusions to be arrived
 

at by the Study Team at the conclusion of all its tasks.
 

The Public Health Physician thus concentrated on Tasks I and
 

2, which are addressed in the following fashion. A primarily
 
on "Past and Present Use of ORT in
historical section reports 
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Guatemala. This section addresses the Guatemalan experience with
ORT in the public sector, also summarized by department in the 
Institutional Analysis. The Sociocultural and Logistics Analyses
deal with ORT experience in the Guatemalan private sector. 

This is followed by an analytical section which emphasizes

issues which constitute either "Constraints or Facilitating Factors"
 
in the use of ORT in Guatemala, and which ultimately became impor
tant elements in structuring overall project strategy.
 

Finally, the Public Health Physician was asked to look at the
 
epidemiological 
context of diarrheal disease in Guatemala, as ex
pressed primarily in the indicators specified in the PRITECH Manual
 
for the Assessment and Planning of National ORT 
Programs: TFi
 
and death rates, infectiou- disease inorbidity and mortal ity, diar
rheal diseases and diseases preventable by immunization, andmalnu
trition. 
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I. THE EPIDEMIOLOGIC CONTEXT
 

Guatemala is the largest of the countries of Central America,

with a territorial extension of 108,889 km2 and wide variations in
 
population density and major problems of access 
in many of its de
partments. Of the 1984 population of close to 7.8 million inhabi
tants, 4.9 million (62 percent) lived in the country's 19,623 lo
calities with under 2,000 inhabitants; 3.1 million lived in the 394
 
communities with over 2,000 inhabitants (MSPAS, August 1985).

Forty-three percent of the Guatemalan population is illiterate, 
again with wide differences; the highest rates of illiteracy are in
 
the dispersed rural, primarily indigenous areas, such as El Quich6

with a rate of 76 percent. 

Population growth rates are high, with a crude birth rate of
43 and a fertility rate of 186.23 per thousand and an overall
 
growth rate of 3.3 percent in 1984 (MSPAS/DGSS, August 1985).*

The range of variation in these rates can be substantial, largely

responding to parameters of distance and rurality: The highest
crude birth and fertility rates for 1984, 64.43 and 246.79, respec
tively, appeared in the remote department of Baja Verapaz; the low
est were found in the nearby, urban, relatively well-serviced de
partment of AmatitlAn, which had rates of 13.91 and 52.50 respec
tively. Projected national population for the year 2000 is a lit
tle over 12 million (SEGEPLAN, 1985).
 

The maternal-child components constitute 65 percent of the 
Guatemalan population: 22 percent women in fertile age and 44.5 
percent children under age 15. Children under ale five, the cohorts
 
most severely affected by diarrheal diseases, constitute 16 percent

of the national population (MSPAS, August 1985). The groups at 
highest risk within these national cohorts are those residing in 
urban marginal and rural areas.
 

Mortality indicators for Guatemala improved dramatically be
tween 1960 and 1983. The infant mortality rate for children under 
one dropped from 130 to 70 per thousand live births and the infant 
and child mortality rate for those under age five dropped from 240 
to 120 per 1,000 during the same period (Grant, 198.5). Still,
Guatemala's rates are high compared to more developed countries and 
to those of at least some of its neighbors, particularly with re
gard to the infant and child mortality rate, 120 per 1,000 live
births, surpassed only by Honduras' 125 per 1,000 (Table 1). 

Scrutiny of officially published statistics suggests that 
health status may actually have worsened in Guatemala over the last 
two years. 1983 data show a general mortality rate of 9.6 per

thousand inhabitants and an infant mortality rate of 64.9 per 1,000
 

The figure for 1983 cited in 
a number of MSPAS documents is 2.7
 
percent. 
It is not clear whether there has been real increase or
 
data weaknesses.
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live births; 1984 data (MSPAS/DGSS, August 1985) report a general
i-ortality rate of 10.0 and an infant mortality rate of 79.82. Once 
more there are regional differences: the highest general mortality
rates, with some slight variability in rank between the two years, 
were in the departments of TotonicapAn (16.69 in1984), Baja Vera
paz (14.85), and Alta Verapaz (13.11); the lowest rates were in the 
essentially urban departments of Guatemala (7.21 and 5.21) and Ama
titlAn (6.05). The range of infant mortality rates ismuch narrow
er, with the exception of a sta-rtling and unexplained high in Ama
titlAn of 234.80 per 1,000 and a 
low inJutiapa of 9.56 (MSPAS/DGSS,
 
August 1985).*
 

Infant mortality is most severely underreported in the neona
tal cohort, that is,under 28 days; in 1983 the reported neonatal
 
mortality rate was 
20.3 per 1,000 live births, most certainly low.
 
Mortal ity rates in children between one and four years was 15.5 per

1,000 children in those cohorts, again with extreme fluctuations
 
among departments; the highest rates appeared inTotonicapn (31.1),

Alta Verapaz (29.8), Huehuetenango (25.5), and El Quich6 (24.5).
 

Of all deaths in Guatemala in 1983, 43.6 percent occurred in

children under five, yet these age cohorts constitute only 15.6
 
percent of the total Guatemalan population. Of those deaths, 75.3
 
corresponded to five principal causes, in their majority preventi
ble with available technology, which accounted for the (reported)

deaths of 29,380 children in that year (MSPAS, August 1985). These
 
causes 
were, in descending order of importance: diarrhea, acute

respiratory infections, perinatal causes, immunopreventible diseas
es 
(measles, whooping cough, and tetanus), and malnutrition (MSPAS,
August 1985). The rate for diarrhea-caused deaths was 72.2 per
10,000 children 0-4 years. "Infectious intestinal diseases: ("en
teriti s y otras enfermedades diarrheicas") was also the most impo-r
rant cause of infant mortality in 1982. In1984, infectious intes
tinal diseases are listed as the third most important cause of 
infant death in 1984 (Table 2), but the difference in absolute
numbers is fairly small and probably reflects a combination of
chronic reporting problems and reclassification of other causes,
particularly those which are birth-related or perinatal; there is 
no reason to think that diarrhea-caused deaths have diminished. 
The Family Planning and Maternal/Child Health Survey, carried out 
by APROFAM in 1983, reported that use of ORS, either prepared in 

* These differences could be a function of improved reporting.
 
This is not probable, however; vital statistics in Guatemala
 
have been almost unwaveringly characterized by underreporting.

In 1983, only 32 percent of deaths were medically certified,
largely because less than one-quarter of all deaths are medi
cally attended. The MSPAS is only now beginning a major over
haul of its Health Information System with PAHO technical 
assistance. What is more likely is a real deterioration in
 
morbidity and mortality rates, associated with the political

and economic crisis which has most acutely affected rural
 
areas, where violence has been most intense and displacement

increasingly frequent, and where economic conditions have been
 
typically harsh and inequitable.
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the home (suero casero) or from packets, is minimal in Guatemala;
only 7.4 percent oFEhe APROFAM sample had used ORS packets and 1.4 
percent had used suero casero.
 

Nor does surviving until the first birthday constitute safety.
Data by age group for 1979 indicate that children under one year
and those between one and four years accounted for 33.8 (N-3,893)

and 33.3 percent (N=3,337), respectively, of all deaths ascribed to
enteritis and other diarrheas in 1980,(Table 2c); "ill-defined 
intestinal infection" was the principal cause of death in preschool
children ages 
one to four (Table 2d). Making a crude comparison
with the 1983 
figure given above (that is, 29;380 children wilose 
deaths can be ascribed to one of five major, essentially preventi
ble diseases), then diarrheal disease accounts for--at a minimui-
one-quarter of all those deaths. Because of underreporting and the
complexity of ascribing death to diarrhea, and because diarrhea is 
so often an exacerbating factor in other major causes of death, 
e.g., measles., the proportion of Infant and child deaths due to 
diarrhea is understated.
 

Diarrhedl diseases are also an important cause of morbidity.
Studies in Guatemala, primarily by INCAP, have shown averages of
between seven and ten episodes per child per year in rural areas 
(Reyna Barrios, July 1985); a working figure of six episodes per 
year per child under five is reasonable. The deleterious effects
of diarrheal episodes derive not only from their incidence but from
their duration. In Guatemala--and Bangladesh--the study of chil
dren 0-4 years of age shows that 46 and 34 percent, respectively,
of these diarrheal illnesses last more than seven days (Cruz,
1985). The impact of both frequency and duration of diarrheal 
episodes on nutritional status has been clearly demonstrated
different settings; it is exacerbated by abstinence 

in 
from feeding

(including breastfeeding), appetite loss, and malabsorption, among
other sequelae and correlates (Cruz, 1985; Reyna Barrios, 1985).
To complete the vicious circle, children who are undernourished arepredisposed to more severe and sometimes more frequent episodes of

diarrhea and, ultimately, to diarrhea mortality.
 

The APROFAM Survey has provided the best available current

data on the national prevalence and treatment of diarrhea. The 
total sample consisted of 3,670 randomly-selected households with
4,185 children under five, 22.6 of the sample was in Guatemala City,
and the rest in all the interior departments, with the exception of
the Peten, and 48 percent of the sample was ladino and 29.3 percent 
indigenous.
 

The APROFAM Survey found that almost 26 percent of the chil
dren in the sample under age five were reported to have had diar
rhea in the week prior to the interview, with some ethnic variance: 
30 percent of the indigenous children in the interior had recently

had diarrhea, compared with 25 percent of ladino children and 19 
percent of all children surveyed in the Department of Guatemala. 
Prevalence of diarrhea was highest for children one year and under
 
(29 to 34 percent) compared to 
the overall rate for 1-4 year-olds.

After age one, prevalence declines to 20 percent for three and four 
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year-olds. At the same time, prevalence is higher in one year-olds 
than for those under one, probably because of the presence of mater
nal antibodies in the latter group and their low exposure to foods
 
other than breast milk, especially during the first months of life. 

The survey also found a strong correlation between prevalence
of diarrhea and socioeconomic indicators such as crowding, lack of 
electricity, number of children under five, and source of drinking
water. In other words, low-income families with contaminated water 
supplies 	and poor sanitary practices had more diarrhea. Urban resi-.
dence is no guarantee of protection from diarrhea: data gathered
for the Guatemala-Sur Project showed "ill-defined intestinal infec
tions" in the first place for the City of Guatemala, accounting for 
16 percent of all deaths (Table 2b).
 

Most of the deleterious effects of diarrhea can be prevented
by oral rehydration therapy (ORT). Use of ORT early in the course
 
of diarrhea will replace fluid and electrolyte losses and prevent
dehydration in the majority of cases. A single solution of oral 
rehydration salts (ORS) can be used effectively to prevent or treat
dehydration, irrespective of the etiologic agent of the diarrhea or 
the age or metabolic or elect- lyte imbalance of the patient. The 
joint WHO/UNICEF statement of 1983 (Grant, 1985) notes that about 
90-95 percent of all patients with acute watery diarrhea, including
infants, can be treated with ORS alone; in the remainder, most of 
whom have severe dehydration or are unable to take fluids orally,
intravenous therapy is required to replace the deficits rapidly.
Oral rehydration salts are formulated to replace the nutrients lost 
during diarrhea. The formula recommended by WHO contains: 

3.5 gras. 	sodium chloride 
2.9 	gms. trisodium chloride dehydrate (or 2.5 gins. 

sodium bicarbonate)
1.5 gins. potassium chloride
 
20 gins. glucose (anhydrous).
 

The above ingredients are dissolved in one liter of clean water. 
WHO has recently recommended a change in the complete Formula,
replacing 2,5 gins. of sodium bicarbonate with 2.9 gms. of trisodium 
citrate dehydrate. The new formula gives the packets a longer
shelf live and is at least as effective in correcting acidosis and 
reducing stool volume. Packets containinj sodium bicarbonate are 
still safe and effective. Glucose is included in the solution
principally to help the absorption of sodium and not as a source of 
energy. Ordinary sugar (sucrose) can be substituted for glucose
with near equal efficacy, though twice the amount of sugar is need
ed. Increasing the amount of sugar in the formula as a means of 
improving palatability or increasing its nutritive value is poten
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tially dangerous as it can worsen tile diarrhea. The presence of
potassium in ORS is particularly important for che treatment of
dehydrated children, in whom potassium losses in diarrhea are
relatively high. At present, the search is on for a "Super-ORS";
the current ORS formula remedies dehydration but does not shorten 
the duration of the diarrhea or reduce the volume of diarrheal 
stool and, in consequence, mothers sometimes have difficulty believ
ing that oral rehydration works. "Super-ORS" would both shorten 
the episode and halve stool volume. 

However, ORS works. In a number of research studies, the 
use

of ORS for treating dehydrated children at the community level has
 
decreased the number of deaths from diarrhea as 
much as 40 to 50
 
percent over a one-year period. At the hospital level , results are 
also dramatic. InHaiti, inthe decade prior to 1979, the mortality

rate among patients admitted to the State University Hospital for
 
diarrhea was 35 percent; one year after the establishment of an ORT
based case management strategy, mortality fell to 14 percent, after
 
two years to 1.9 percent, and has been less than one percent since
 
January 1982 (Pape, et al., 1984, cited in Grant, 1985).
 

Another outcome that may be expected is that ORT protects 
a
 
child's nutrition. InThird World children, diarrhea alone accounts 
for 25 to 75 percent of the retardation of normal growth over a 
year. With two to three years of repeated growth arrest due to 
episodes of diarrhea, it is probable that most malnutrition detect
ed in surveys is related to diarrheal , a conclusion supported by
longitudinal studies in Guatemala, Bangladesh, Mexico, and 
The
 
Gambia (Hirschhorn, 1985, cited in Grant, 1985). 
 Field studies in

the Philippines, Turkey, Egypt, and Iran have demonstrated not only
 
a reduction in deaths and hospitalization, but also a positive nu
tritional impact based on the provision of early rehydratior,, ei
ther in a nearby center or in the home by mothers. Children receiv
ing ORS showed from 0.25 to 0.5 kg better weight gain over one year
in comparison to control groups who received only nutrition advice. 
The impact was greater on children experiencing multiple episodes,

further supporting the importance of ORS in improved growth. Coup
led with detailed advice to continue feeding the child and provide

extra 
food in the recovery period, the provision of early rehydra
tion may be one of the most effective and pragmatic means of avoid
ing the occurrence of malnutrition (Rohde and Hendratta, 1981,
 
cited in Grant, 1985).
 

And, when ORT packets are not available, home remedies can
 
perform a valuable function in forestalling dehydration. WHO/UNICEF

suggests the following strategy as a rational response to diarrhea:
 

1. To prevent dehydration using solutions prepared from

ingredients commonly found inthe home ("home remedies"; inSpanish,
sueros caseros"). 
 This should be the first response.
 

2. To correct severe dehydration (usually defined as a loss
 
of 10 percent or more of body weight) by intravenous therapy; this
 
method should also be used in patients who are unconscious or una
ble to drink. There is a strong rationale for beginning ORT early,
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before obvious signs of dehydration develop. First, within a few
 
hours after diarrhea starts, dehydration amounting to three or four
 
percent of body weight can occur without symptoms. Early use of
 
ORT helps to compensate for this undetected loss as it takes place.

Second, early ORT minimizes the symptoms associated with increasing

water and electrolyte loss, such as vomiting, lack of appetite, and 
lethargy. Thus feeding can continue and nutritional damage car be
 
avoided. Third, teaching a family to start treatment as soon as
diarrhea begins may be easier than trying to explain the difference 
between diarrhea with and without dehydration.
 

Haiti provides another example of the efficacy of this tactic: 
in February 1981, only 2.3 percent of 500 consecutive hospitalized
pacients in the State University Hospital had received ORS at home 
and 24 percent were severely dehydrated. One year later, 48 per
cent of 500 hospitalized children had initiated fluid therapy at 
home; 3 percent of these patients were severely dehydrated, as 
opposed to 23 percent of children not receiving this early therapy

(Pape, et al, 1984, cited in Grant, 1985).
 

There are basically two groups of home remedies: (a) house
hold food solutions, that is, fluids or liquids that are normally
available in the home and are appropriate for early home treatnent
 
of acute diarrhea, such as rice water and various soups; and (b) 
sugar and salt solutions. To be fully effective (and not actually
counter-productive), mothers must be well taught about proper mixes 
and mixing, of home solutions and packets, just as they must be 
taught about the importance of continued feeding, the crucial di
mensions of domestic hygiene, and the symptoms that indicate that a 
child's condition has outstripped the capacity of the home to care
 
for him. 

As the Economic and Logistics Analyses carried out for this
 
study indicate, ORT is not an expensive therapy, especially when
 
its costs are posed against those of in-hospital intravenous recup
eration. The average cost of treating one patient with intravenous
 
therapy can be more than US$5. A diarrhea treatment center in
 
Bangladesh found that, despite staff increases, replacement of in
travenous fluid by OP.S led to savings of 33 percent in total costs
 
incurred. Use of ORS may prolong the stay of a patient in the 
hospital to some extent, but since mothers can be responsible for
this treabent, the overall cost, compared to intravenous fluid, is 
less (Samadi, et al., cited in Grant, 1985). ORS c.an be given un
der simple conditions and does not require any special equipment or 
highly skilled personnel. While use of ORS may initially require 
more health workers' time to train mothers to give ORS to their 
children, in the long term it frees hospital and health center 
staff for other duties. Of greater importance, ORS involves par
ents directly in the care of their children and presents an excel
lent opportunity for health workers to communicate important health 
education messages on diarrhea prevention, nutrition, and all the 
other Child Survival interventions which UNICEF has terined "Life
1ines." 

6 

eP
 



IIo 
 PAST 	AND PRESENT USE OF ORT INGUATEMALA: THE PUBLIC SECTOR
 

Although a National Diarrheal Disease Control Program has not

been established in Guatemala, oral rehydration therapy has been 
used in several settings in Guatemala since 1978. Some past and 
ongoing ORT activities are described below. The description does 
not pretend to be exhaustive--other ORT activities are discussed in
 
the Sociocultural and Institutional Analyses--but select
to the
 
most 	important ORT efforts in Guatemala to date. 
 These activities
 
demonstrate a willingness and capability which could be considered
 
as a predisposition for the development and maintenance of a 
nation
al ORT prograi in Guatemala.
 

Since 1979, AID has assisted the Ministry of Public Health
 
with programs involving oral rehydration therapy. Three projects
 
were community-based and integrated health and nutritional compon
ents: 1) the Integrated System of Nutrition and Primary Health Care
 
(SINAPS), 2) the MOH Rural Health Promoter Training Research Proj
ect (PRINAPS), -and 3) the Community-Based Health and Nutrition
 
Systems Project. The purpose of tnese projects was 
to develop the
 
institutional capacity of the Ministry of Health 
to increase the
 
coverage arid effectiveness of a fully integrated rural health care
delivery system. 
 The projects utilized the training, supervisory

capacity, and information and logistic systems components earlier 
developed under other USAID-funded projects in Guatemala and, most
importantly, the network of rural health workers (TSRs) set up in 
the early 1970s.
 

A. 	SINAPS (Sistema tntegrado de Nutrici6ny Atenci6n Prmaria
 
de Salud)
 

Between 1979 and 1983, AID provided funds to the Nutrition 
Institute of Central America and Panama (INCAP) 
for a multidisci
plinary research and service delivery demonstration project called 
SINAPS. Between 1980 and 1983, the project delivered primary
healti care services on an outpatient basis to over 70,000 inhabi
tants, through a system of 400 promoters and 17 rural health techni
cians (TSRs) . The provision of ORT, using a Iocally..made ORS formu
lation in 250 ml-z.ize doses and heal th education classes, were key
functions of the project. 
The project also provided vaccinations,

promotion of family planning, nutritional education and supple
mental feeding (CARE). 

The implementation, training, supervision, and production of
ORS ("Super Suerc")* was carried out at the district level under
 
the supervision of the Health Area chiefs. 
ORS salts were packaged
in plastic bags at the district level and contained either the com
plete formulation recoromended by WHO (Super Suero G) or a simple 

* 	 This should not be confused with the "Super-ORT" now under ex
perimentation referred to inthe earlier section, whose purpose
it is to shorten episodes and reduce stool volume. 
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sugar/salt mixture containing the concentration similar to that 
recommended by WHO but lacking sodium bicarbonate (Super Suero S).

The bags contained salts For mixing in 250mi of water (one glass).

and were distributed to the health posts and rural health techni
cians (TSRs) who distributed them to the rural health promoters
(PSRs), who then distributed them to families with children under 
five years of age having diarrhea.
 

Although the PSRs did not receive a salary, there was a series 
of incentives including free food supplements, exemption from mil i
tary service, and exemption from municipal taxes. The PSRs were 
trained to promote the use of ORS at the household level early in 
the course of a diarrheal episode. Specifically, they taught moth
ers when to use ORS, how to mix the ORS, where to obtain ORS pack
ets, about the concept and danger of diarrheal dehydration, not to
 
use other anti-diarrheal medicines, to continue feeding (especially
breastfeeding) during and after diarrheal episodes, how to recog
nize clinical signs of deterioration or complications, and when to
 
seek referral for additional treatment. The PSRs also were taught
 
to keep records of ORS use.
 

One evaluation conducted in May 1981, two years after the proj
ect began, indicated that 84 percent of the diarrheal cases in 
children under five years of age had received ORS packets, 62 per
cent of the mothers knew how to prepare and use ORS correctly, and 
57 percent of the families used ORS (Tables 3-5). The data indicat
ed that use of supersuero (ORS) increased from 0.5 percent to 38 
percent, while use of other antidiarrheal agentS and visits to
 
health centers for diarrhea decreased during the first two years of
 
the program (Tables 3 and 4). In addition, the infant mortality

rate and the mortality rate for children one to four years of age
fell during this period (Table 6).
 

B. PRINAPS (Programa Integrado de Atenc16n Primarla de Salud)
 

This project provided funds to the Ministry of Health, Divi
sion of Human Resources, to train rural health promoters. The 
project delivered primary health care services to approximately 
120,000 people in five health areas, through a system of about 400 
promoters (village volunteers) supervised by about 25 TSRs. Each 
promoter was responsible for 50 to 60 families and provided first 
aid, health education, vaccinations, and a variety of drugs in 
addition to ORS. They obtained ORS from municipal pharmacies and
 
sold it to families of children with diarrhea.
 

A baseline survey in the area of the PRINAPS project was con
ducted by project staff with technical assistance from outside con
sultants. In addition, an anthropologist carried out interviews in
 
selected communities to collect qualitative impressions of project

effectiveness. A baseline survey indicated that 40 percent of
 
young children reportedly experienced a substantial case of diar
rhea in the 15 days preceding the interview; less than one percent
 
were treated with ORT (Lechtig, et al., 1983).
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Between April 1982 and January 1983, a KAP study was 
carried
 
out to examine attitudinal and behavioral responses regarding the
 
availability, preparation, and use of ORT in the health areas of 
Baja 	Verapaz and El Progreso in response to ORT practices intro
duced by the SINAPS, PRINAPS, and UNICEF projects in these areas.
 
Briefly, the study showed that ORS found widely and 97was 	 that 
percent of the families surveyed had used the ORS provided by the
 
promoter, indicating that ORS was well accepted. 
 The training of
 
mothers by the promoters was satisfactory for the most part, in
 
that 	over 80 percent of the mothers learned how to prepare and
 
administer the ORS properly. Some deficiencies in the training of

mothers by promoters were detected. These included a failure to 
explain how to recognize the clinical signs of dehydration, that 
ORS will not cure or stop the diarrhea, what to do if the child 
vomits, what to do if the child's diarrhea worsens, and that anti
diarrheal agents should not be given.
 

The results indicated that some families were using ORS for 
conditions other than diarrhea. At least 80 percent of those -ques
tioned said that the'ir children got better with ORT. Interestingly,
the ORS was well accepted and widely used once the people were con
vinced of its effectiveness whether or not they paid for the pack
ets or received them free. The diarrhea-associated mortality rates
 
and the efficacy of ORT in preventing deaths or reducing morbidity
 
were 	 not determined in this study. Overall, the results of this 
study indicated that the delivery of ORS by promoters (village vol
unteers) to remote areas and their performance in training of moth
ers 
to prepare and use ORS were satisfactory. With further streng
thening of the supervisory system, this type of outreach program

would seem to be a reasonable one to replicate or build on to 
implement ORT in rural areas throughout Guatemala.
 

D. 	 Community-Based Health and Nutrition Systems (Programa Sis
temas Comunitarlos Integrados de Salud y Nutrlc16n) (SCIST 

This project was funded by USAID and the Government of Guate
mala from 1979 to 1985, The project was designed to deliver an 
integrated package of environmental sanitation and primary health 
care 	interventions through the MOH public health 
system in three
 
departments, San Marcos, TotonicapAn, and Solol&. 
 The health care
 
interventions included growth monitoring, some health education,
first aid, some drugs (iron tablets, anti-tuberculosis drugs, as
pirin, me-.ndazole, etc.) and ORT. The project utilized the exist
ing MOH personnel structure and volunteer health promoters at the
village level who were incorporated into that structure primary,as 
community-based health practitioners. The role of the promoters 
was patterned after the SINAPS project.
 

The aim of the project was the following: 1) to train some 
1,500 new promoters, 2) retrain about 600 active promoters, and 3)

provide a comprehensive support system including supervision, peri
odic refresher courses, and a reliable drug supply system.
 



The ORT component of the program consisted of the promotion,

distribution, and use of ORS (WHO formulation) through rural health 
promoters. The promoters sold ORS packets for a small charge
(abou% 30 centavos) during house-to-house visits. They explained
the purpose of ORS, how to prepare it, when to use it, and how much 
to give. They referred cases of dehydration to the health center 
or post. ORT units were established at several heal th posts,
health centers, and in the promoters' homes for treatment of diar
rheal cases and mildly/moderately dehydrated cases with ORS. Nei
ther IVs nor nasogastric tubes were used for administering rehydra
tion therapy in these units.
 

In San Marcos alone, 117,200 ORS packets were distributed in

1985 to health centers (8 percent), health posts (11 percent), and

rural health promoters (81 percent) (MSPAS San Marcos, October 
1985). San Marcos also had nine health centers, 35 health posts,
and 807 trained health promoters giving out ORS and treating diar
rheal cases with ORT in the last year (1985) of the project. Alto
gether, 60 percent of the health districts and 48 percent of the
municipalities of the San Marcos area were covered by the program.
 

According to an evaluation carried out by AID in 1983,
summer

although the training of the promoters and rural health technicians 
proceeded satisfactorily and community participation was excellent,

the administrative structure was inefficient and did not provide
adequate support to promoters in the field (AID, 1985). Thus, all
 
primary health activities were considerably delayed. On the basis
 
of a project evaluation conducted by outside technical assistance,

in April 1984 the AID Mission, with the agreement of the MOH, decid
ed to reprogram and direct most of its loan Funds to the environ
mental sanitation component of the project.
 

In addition to these AID-financed projects, there have been a

number of other efforts, generally independent and uncoordinated,
 
which have had ORT as a primary or important focus.
 

D. Hospital Nacional de Huehuetenango
 

At the Hospital Nacional in Huehuetenango, Dr. Jos4 Maria
 
Reyna Barrios, Chief the
of Department of Pediatrics, has been
 
using oral rehydration therapy effectively since 1978. 
 Beginning

in November 1978, with the encouragement of Dr. Arturo Romero of
PAHO/Guatemala, Dr. Reyna Barrios conducted a study of 100 patients,ith mild or moderate diarrheal dehydration and demonstrated that 
97 percent of the patients were rehydrated successfully with ORT.
Subsequently, by using ORT instead of routine IV therapy for treat
ment of mildly to moderately dehydrated patients, he and his col
leagues have been able to reduce the use of IV solutions by 80 to
94 percent in such patients and have reduced all IV use in that 
hospital by 20 percent.
 

During the last six years, Dr. Reyna Barrios and his col
leagues have rehydrated over 1,600 patients, using ORT according to
 
the norms developed there. Overall, the efficacy of ORT has been
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96.8 percent. Dr. Reyna Barrios is a recognized local expert in
 
ORT and has participated in five international and eight national

seminars on ORT. Since 1982, he has organized and lectured inover
 
16 workshops and programs on ORT, of which 12 
were held in Huehue
tenango, SololA, Quetzaltenango, TotonicapAn, or San Marcos. In 
addition, he has helped train physicians, nurses, and other health
 
personnel from surrounding health areas in ORT.
 

While the ORT service in the National Hospital of Huehuete
nango has continued to function efficiently, ORT programs have

failed essentially in the neighboring national hospitals of Totoni
capAn, SololA, and San Marcos. According to an evaluation carried 
out by Dr. Reyna Barrios in April of 1983, the reasons for lack of
 
success 
in the other hospitals were the following: 1) lack of on
going training of new personnel and refresher training of existing

personnel, 2) lack of motivated, experienced personnel in charge,

3) inadequate supervision and evaluation, 4) inadequate nanagement

of clinical documentation, 5) improper stock maintenance, 6) 
non
functioning referral 
system, 7) frequent personnel turnover, and

8) a policy not allowing mothers to remain in the hospital with 
their children. 

E. Instituto Guatemalteco de Seguridad Social (IGSS)
 

IGSS has a program incorporating the Atenci6n Primaria de
Salud strategies, i.e., maternal-child health strategies such as
immunizations, promotion of breastfeeding, growth and development
activities, health education, ORT, and others. In November 1982,

the Department of Pediatrics at the Hospital General del IGSS
started an ORT service which was staffed by a first-year medical
resident, the Chief of Pediatric Service, an auxiliary nurse, and a
 
graduate nurse. 
 Over the course of eight months, 874 patients were
 
admitted to this service and received ORT according to a treatnent
 
protocol. Mothers wereof children with diarrhea instructed on the 
signs of dehydration, causes of diarrhea, ORT, and were given
health education about hygiene and prevention of diarrhea. A re
port detailing the protocol and the results of ORT in 392 patients
has been published by Dr. Rina Castaneda and her colleagues in 
Guatemala PediAtrica 6(3):227-232, 1984. The patients admitted to

the ORT service represented 18 percent of all hospital admissions 
for the eight-month period. The largest number of the patients
with diarrheal dehydration were admitted between April and June-
the peak of the diarrhea season in Guatemala. Most (90 percent) of
 
the patients were younger than 13 months; 78 percent were rehy
drated within 24 hours, and most, in eight to twelve hours.
 

Since 1982, seminars on ORT have been conducted periodically

to train physicians and nurses in ORT (MSPAS, October 1985). 
 The
 
aim of the IGSS ORT program is to cover 90 percent of the children
 
with ORT. 
 At present, the results with ORT within the Department

of Pediatrics are satisfactory, but less satisfactory in the outpa
tient clinics and peripheral units. Overall, comparing the second
 
semester of 1983 with the same period in 1984, the data indicate a

reduction of 42 percent in admissions for diarrhea and dehydration
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in the Department of Pediatrics with an estimated savings of approx
imately US$335,000. The main problem has been the purchase of ORS

packets, but thus far, these have been supplied by PAHO or UNICEF.
 

F. Programa Guatemala Sur
 

In Guatemala City in 1983, diarrheal disease was the number
 
one cause of death overall (Table 2b) and diarrheal illnesses were
 
a major reason for visits to district outpatient clinics in the 
Health Area of Guatemala Sur (Table 7). In 1985, the MOH, with
assistance from UNICEF, established a three- to four-year program

in Guatemala Sur, a periurban slum, with a population of 979,893
with 119,000 children under five years. The objective of the pro
gram is to improve the health of the population, with emphasis on
maternal-child health interventions: ORT, vaccinations, control of
respiratory infections, monitoring of growth/nutrition, and control 
of perinatal morbidity/mortality. MOH Health Center personnel at 
El Milagro and Primero de Julio are being trained to carry out all

activities using the "channelling" model, described below. Work at 
the household level is under way now in El Milagro. 
 The auxiliary

nurse, rural health technician, and a medical student from San Car
los University visit homes two 
days a week. They interact with
promoters/volunteers who live in the community. Each promoter cov
ers about 100 families, much as described for the SINAPS and PRINAPS
 
projects, and as prescribed for channelling activities.
 

In 1986, three more districts and five municipalities will be

added. The project is coordinated by the area chief and medical

director of Roosevelt Hospital. The district chiefs oversee admin
istrative and educational functions. A Technicai 
Commissiorr com
posed of members of the faculty of the San Carlos University School 
of Medicine, INCAP, IGSS and the MOH is responsible for the train
ing curriculum and the technical aspects of the program. 

ORT is carried out using ORS packets supplied by UNICEF at theHealth Centers at El Milagro and Primero de Junio, but no IV or

nasogastric tubes are used to administer therapy. Nurms are not

available, 
 but the physicians are there to oversee treatment.
Severe cases of dehydration are referred to Roosevelt Hospital.
Mothers are given health education and instructions to continue 
feeding during diarrhea.
 

The target for ORS coverage in the first year of the project
(1986) is 30 percent; 130,481 packets (20 centavos each) are re
quired to meet that target. It is expected that successful imple
mentation of ORT and the other maternal-child health activities
should reduce the demand on ambulatory and primary health care ser
vices at Roosevelt Hospital. The health personnel (physicians and
health technicians) are optimistic about the potential success of
the channelling/outreach program. 
 However, environmental condi
tions in these areas are very bad; there is little or no potable
water, nor sewage or waste disposal , and crowding is a constant and
growing problem. Thus, the incidence of diarrhea is likely to 
remain high.
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G. Rural Health Program, Universidad Francisco Marroquin
 

The medical school of the Francisco Marroquin University has
included a supervised education activity in its last-year curricu
lum, in which *iedical students work as team members in a publichealth program in the district of San Juan Sacatepequez.
health team includes a physician, auxiliary 

The 
nurses, rural health

promoters, community leaders, traditional midwives, and others.
The students and health workers work in a health post in one of the 
13 villages in the district on the following activities: ORS, immunizations, family planning, prenatal care, tuberculosis control,
supplemental Feeding of proteins, vitamins, iron, etc. 

The mortality rate in children under five years in the rural 
area of San Juan Sacatepequez is high. The project aims to reduce

diarrheal mortality rates by initiating ORT during diarrhea in all 
children under five years of age. 
 ORS packets are prepared in the

health post pharmacy by weighing each ingredient to achieve the
formulation recommended by WHO. We observed the auxiliary nurse's

method of ORS packaging. After carefully measuring each ingredi
ent, she sealed the contents in a plastic bag. These packets are

distributed by health promoters to families at of 30 cena cost 
tavos each. According to Dr. Andrade, the chief of the program,
the families are willing to pay to use the salts. The promoters
instruct them in the use of the ORS.
 

In the health post that we visited, we found that most cases
of diarrhea are registered as parasitosis and are treated with
mebendazole or other antiparasitic drugs. The diagnosis is madeclinically; there is no microscope to examine the stools. It is very likely that most of the diarrhea is caused by viruses (rota
virus) or bacteria rather than parasites. Inany case, drug treat
ment is not necessary for acute diarrhea. There were no educa
tional materials or norms in San Juan Sacatep~quez Health Posts or

in the Guatemala Sur Health Centers. Such materials are needed. 

In summary, the health personnel in the San Juan Sacatepequez

District and in Guatemala Sur appear to be highly motivated, but
neither project has had sufficient time to meet its targets. The
Marroquin project appears to concern itself more with students'
overall training than ORT and otherneeds with maternal child
health coverage and goals. 

H. Rehydration Therapy at Roosevelt Hospital
 

Roosevelt Hospital is a major teaching and service hospital in
Guatemala City. During the early 1980s, major positive changes
were made in hospital services to facilitate the use of ORT there.First, mothers are now permitted to stay on the wards with their 
children when they are admitted for diarrheal dehydration. Second,
oral rehydration therapy is carried out in the emergency room;
mothers are instructed in the preparation and use of ORS and are
given packets to treat their children at home. Third, a room on 
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the pediatric ward has been designated as a rehydration room for 
children admitted for treatment of dehydration.
 

Despite these important advances, the Hospital's pediatricians,
 
are very conservative in their use of ORT. They do not use ORT if
 
a child is admitted late at night, because of a lack of supervision;

in such a case, IV therapy would be started. They also use IV ther
apy to treat children with seven percent or greater loss of body
weight (mild/moderate dehydration), a level of dehydration which 
can easily be treated with oral therapy. Finally, they treat dehy
dration in six-hour periods, when rehydration could be achieved in
 
a four-hour period.
 

We saw one child who had been admitted 12 hours earlier (at 10
 
p.m.) and had received IV therapy to correct its six percent dehy
dration. We found the child fully rehydrated, still receiving IV 
fluids, and deprived of food and milk. An auxiliary nurse was 
supervising the IV therapy. Obviously, the child could have been 
treated with oral therapy initially with minimal supervision or, if 
supervision was lacking at night, IV therapy could have been 
changed to maintenance oral therapy and feeding as soon as the
 
child was rehydrated. Additional training and supervision are re
quired to improve the capability of the staff to use ORT effective
ly. The oral rehydration therapy program at Roosevelt Hospital
should be improved to the extent that it could serve as a diarrhea
 
training unit for students and other health personnel.
 

I. Channelling
 

Channelling ("canaBizaci6n") was introduced into Guatemala in
 
1983 as a methodoloye6a~teMdto the Expanded Program on Immuniza
tion (EPI), as a PAHO-funded demonstration project in the Escuintla
 
Health Area/Department. In addition, 
 over the last two years UNFPA 
made available $400,000 to pilot-test channelling in selected dis
tricts throughout the country.
 

In 1984, the Ministry of Health formally adopted the goal of 
extending the channelling methodology to eventually cover the en
tire country and replace the current vaccination campaigns, depart
ment by department, once channelling is operating. Drawing on the
 
experience of Escuintla, vaccination using channelling was intro
duced into three additional departments or areas in early 1985 
(Sacatep~quez, Santa Rosa, and El Progreso). Plans have been made
 
to initiate channelling activities in Zacapa, Jutiapa, Jalapa, and
 
Chiquimula in 1985, to make a total of eight departments covered by

channelling by the end of the year. Personnel in these health 
ar
eas have already received training in EPI and in some cases have 
begun initial community census activities. The Government of Guate
mala has requested AID assistance in implementing the changeover
from "campaigns" to "channelling" as the EPI strategy throughout
the country. The Immunization/Child Survival Project (510-0339)
will support this changeover to cover 21 of the 24 departments in 
Guatemala (excluding the three health areas which cover Metropoli
tan Guatemala City). 
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Channelling is an active, community-outreach system for promotion of vaccination activities by health 
service personnel and

community volunteers. These health service personnel carry out

home visits to identify susceptible children and make appointments

For them to receive vaccinations in a nearby health facility or

another site in the community. The channelling process seeks to
change the so-called "clinic psychology," basically a passive sys
tem in which rural 
health workers remain in the health facility

awaiting the arrival of clients for whom services are then provided.
 

The methodology calls for an 
initial survey of area resources

by a team from the central level , consisting of one person from the
Division of Disease Control and Surveillance (DDCS), one person
from the Division of Engineering and Maintenance (DEM), and a PAHO
advisor for EPI or primary health care. This team spends 
about

eight working days in each area to 
carry out a diagnostic survey.

Based on results, the area completes preparations for initiating

channelling. Following the survey, 
cold chain improvements are
made, area personnel are trained as instructors, and health care
personnel are trained and supervised in their new tasks.
 

Subsequently, health facility staff, usually the Auxiliary

Nurse and/or a Rural Health Technician (TSR), accompanied by a

community volunteer, map out and make routine visits to each house

in their assigned area, neighborhood by neighborhood, noting the
 
ages and vaccination status of children in the households, and the
pregnant women present. 
This process is followed by vaccination at
 
a specified nearby place (the clinic, if it is close) either that
 
afternoon or the 
following morning, depending on distances and

whether the clinic has a refrigerator with a supply of vaccines.
 
The MOH's 
norm is for this process to be repeated every three

months throughout the year. Thus, the auxiliary 
nurse and/or TSR
 
are generally out of the clinic one 
or two mornings a week, on a
 
regular schedule.
 

Channelling has produced significant increases in vaccination
 
coverage, from 10 percent to 73 percent of completed series during

the first year of PAHO/MOH's pilot program in Escuintla. The sys
tem also has the advantage of involving the health facility staff

in the community much more 
 than have previous systems of delivering
primary health care services. It permits the MOH staff to see di
rectly the health problems and conditions of the client population

in their assigned area, and to intervene directly. Thus, not only

does coverage of vaccinations increase, but also demand for oral
rehydration and other primary health care services expands. 
Chan
nelling is begun with vaccination and oral rehydration as target
activities, and emphasis on other primary health care interven
tions, such as upper respiratory infections (IRA), is added as the
 
program matures.
 

Channelling is viewed as a superior approach to the more sporadic methods used previously by the MOH such as semiannual vaccina
tion campaigns or facility-based immunization services. 
Both these
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methods, however, will continue to be employed by the MOH to comnple
ment the project emphasis on a nationwide channelling strategy.
The traditional semi-annual campaigns presently utilized will, over 
a three-year period, be replaced by a channelling approach.
 

Observation of channelling activities in El Progreso was car
ried out by two members of the ORT study team. For the purposes of
 
channelling and delivery of other health services, the Health Area
 
is divided into seven districts, each with a Health Post. Each
district isthen subdivided into varying numbers of sectors, depend
ing on size. Guastatoya, the central district, is divided into 
eight sections, and each section is divided into twelve areas. 
 In
 
rural zones, each area contains 12 to 25 houses; urban areas have
 
approximately 50.
 

According to standard channelling procedures, home visits are

scheduled once every three months. In Guastatoya this amounts to one 
area per week, so that every house can expect a visit once every 12
 
weeks. The channelling teams consist of one person from the Depart
ment of Health Area Office and a community volunteer. Often, in

addition to auxiliary nurses and rural health technicians, all 
available personnel must be mobilized, including the social worker, 
inspector, lab technician, and statistician.
 

Our first observations were in a rural caserio call El Brax
ilar. Here we encountered a male auxiliary nurse going house to 
house with a female voluntary health promoter; we accompanied them 
to three houses. The content of each visit was similar.
 

On entering the house, the auxiliary nurse asked to see the

immunization record card for each child; one mother was unable to 
find hers and was lectured about its importance. The auxiliary
nurse then determined who needed which immunizations and then 
arranged to return the next day to do the innoculations. He then 
lectured the mother on hygiene, the importance of latrines, and 
boiling water. 
A special effort was made to explain diarrheal di
sease, dehydration, and the importance of ORS packets. He 
empha
sized that ORS was available from the promoters. One mother said
 
she had used ORS and was satisfied with it. A little later, when

questioned by the ORT study team, she admitted that she had also
 
given some antispasmodics together with the ORS. Of course, it is
 
impossible to say from a sample of one how widespread this is,but
 
there is other evidence that it most probably is not an isolated 
case.
 

During the home visits, the auxiliary nurse did virtually all

the talking, making frequent references to the services provided by
the promoter, who would nod. It was obvious that much of the lan
guage and medical terminology used was above the level of compre
hension of the mothers, thus greatly reducing the effectiveness of
 
the visit. This was the case in every house we visited, in both
 
urban and rural areas.
 

Our visit to an urban household was with a female auxiliary 
nurse and very young female promoter. Again, the auxiliary nurse
 

16
 



dominated the conversation with technical language and acondescend
ing attitude toward the Mother.
would die if 
 She told
not vaccinated. her that
not the children
seem particularly interested. 


When told about ORT, the mother did
ORS in combination with "other" medicines and when 
asked, 


One one occasion she had given
 
followed she did
 
not know how to prepare ORS from packets.
about 
the high cost An extended discussion
previous pattern of giving out 

of medicines, 
the Health 
Center's
free medications, and the 
current
practice of only writing prescriptions.
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CONSTRAINTS AND FACILITATING
 USE OF ORT IN GUATEMALA:
III. 

FACTORS
 

is generally accepted conceptually by many pedia-
Although ORT 	

as an effective treatment for 
other medical personnelricians and 	

widely. The following key problems
it is not useddehydration, 	 identified, the most use have beenwide-scalethat prevent its 	 lack of a national CDD 

crucial of which is discussed first, i.e., 

program and administrative structure. 

(CDD) Program

Lack of National Diarrheal Disease 

Control 	 and
 
Sruc ure
A. An Am inis raive 


disease control pro
no national diarrhealAt present there is 	 different 

is being promoted and carried out by several 
gram. ORT 
groups, inboth the public and 	private 

sectors: individual pediatri

the Ministry of Health's Divisions
PAHO, AID,cians, UNFPA, UNICEF, 	 (the nationalHealth, APROFAM

of Epidemiology and Maternal Child 
SWPS," the University
 

Family Planning Association), Project HOPE, 

School , the Maryknoll Hospital 	at Jacal-

Francisco Marroquin Medical 	
there is no central or national mana-

Becausetenango, and others. 	 no coordina
disease control program, there is 


ger of a diarrheal 
 production/distribution.
tion of activities, training norms, 

or ORS 

Suggested Response
 

it is essennationwide,
To implement an effective ORT 	 program 

tial to develop a national program and administrative structure and 
The activ

for a national coordinated program.
to appoint a manager 	 affectingintegrated with others 
ities of this program should 	be 

age),children under five years of 
the same target group (i.e., 	 improved 
such as immunizations and promotion of breastfeeding and 


nutrition. 
tar

manager could develop strategies and 
The national program 	 atsystem of supervisors 

gets for ORT interventions, establish a 
coordinate develop

all levels, adopt and promulgate standard norms, 	
of alland the education 

of curricula and training materialsment 	 (data-collectionan information system
personnel in ORT, develop 	

and evaluate the effec
data collection to monitorforms), oversee 

tiveness of the program, and oversee 
the distribution of ORT pack

program manager should serve as the
the nationalets. In addition, 

proposing to carry out diarrhea-related 
coordinator for other groups 	 and 

to minimize unnecessary duplication of effort 
interventions 	 Finally, the pro
achieve more effective, comprehensive 

coverage. 

as the liaison between the public and 

gram manager should serve 	
in the areas of 

in general and most particularly
private sectors, 
ORS production and mass communication.
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B. Lack of Standardized Norms for Use of ORS
 

There are no uniform guidelines for the treatment of dehydrat
ed patients in hospitals, Health Centers, or Health Posts in Guate
mala. ORT norms were written by the Ministry of 
1983 but were never used at the national level. 

Health (MOH) 
These norms 

in 
for 

ORT were very complicated and are now obsolete. 

Suggested Response 

Standardized, simplified norms, such as those recommended by
WHO/PAHO, need to be developed by key pediatricians and Ministry

of Health personnel for purposes of standardizing training and for

general use. Guidelines, manuals, and norms for ORT have been 
developed by a panel of ORT experts and published in Spanish by
PAHO/WHO. These simple, clearly written guidelines are used world
wide and can be easily adopted for Guatemala for use at the hospi
tal, Health Center/Post or community level by physicians or other 
health workers (Attachments Al and A2). A list of WHO training
materials, publications, and other teaching aids that are available 
is included in Attachment A3. 

Norms for "maintenance therapy," i.e., use of ORS to prevent
dehydration, should also 5e developed. Such norms should be simple
and appropriate for use by community-based workers, as well as for 
other health personnel. Norms developed by WHO/PAHO for these pur
poses are also available (see Attachments Al and A4) and can be 
similarly used as a basis for developing norms for use by Guate
malan health workers. Special attention should be given to develop
ing clear instructions for mothers about the amount of fluid to be 
given for ongoing diarrheal losses. This is generally done by
recommending that mothers give the child a specified volume of ORS
 
solution for each diarrheal stool. Training and supervisory pro
cedures for ORT are less simple than commonly believed and will 
require care, patience, and periodic repetition or renewal.
 

Standardized norms for continued feeding during diarrhea, pro
motion of breastfeeding and good hygienic practices, and safe pre
paration and storage of food should also be developed. These in
terventions complement an ORT program and should be incorporated
into the health education activities of the program.
 

Development of these norms should involve key persons in Guate
mala who are using ORT for treatment at the hospital level , those 
using ORT as community-based interventions, and technical 
advisors
 
from PAHO/WHO, INCAP, and UNICEF. Key persons might include Dr.
 
Reyna Barrios, Dr. Andrade, Dr. Hidalgo, Dr. Carranzano, and the
 
nurses in charge of the curricula of the graduate and auxiliary
nursing schools.
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C. 	Lack of a Standardized Recipe for Preparing Simple Sugar/Salt
 
Solution (suero casero)
 

At present, graduate and auxiliary student nurses are taught

to prepare and use sugar/salt (suero casero) solutions when the 
complete ORS preparation is not av~Table. In our field visits to 
San Marcos, Tejutla, San Juan Sacatep~quez, El Milagro, and El
Progreso, we found that suero casero is being prepared by nurses,
auxiliary nurses, promoters, and other health workers. However, we
also found (and the literature supports this finding) that each 
person (N=7) prepared it with different amounts of salt, sugar,
 
water, and other additives such as orange or lemon juice or sodium
 
bicarbonate. Some preparations contained excessive amounts of
 
salt, others had too little sugar.
 

Suggested Response
 

To prevent the preparation of harmful solutions, one method of
preparation of a safe, effective solution should be incorporated in
to national ORT norms, introduced into training curricula, and in
corporated into mass media messages, for use by all 
health workers
 
to teach mothers and to inform the consumer public at large. Such
 
a preparation would be recommended for use as appropriate therapy
when complete formulations (ORS packets) are not available and 
could be considered a "national recipe." 

D. 	 Inadequate Training of Health Personnel in ORT
 

This problem exists at all levels in Guatemala. Many physi
cians and other health personnel have attended seminars on ORT, but
few have been trained to use ORT effectively. (This observation 
was made by Dr. Reyna Barrios, the executive board of the Guate
malan Pediatric Association, and others). Over 20 seminars and

conferences on ORT have been held since 1975 in Guatemala, but 
these have generally been didactic and nonparticipatory (see Attach
ment 	 B for a list of all of these). There are no standardized 
training, no norms, and little or 
no hands-on clinical training.

According to key people at San Carlos University, on the executive

board of the Pediatrics Association, and in the nursing school, al
though medical students and nurses receive lectures on ORT, they
then find that IV therapy instead of ORT is used in the hospitals

where they receive their clinical training. Medical students, in
 
particular, are greatly influenced by the teachings of the clinical
professors, many of whom do not accept ORT as an effective therapy.
Thus, medical students and physicians in post-graduate training

not only fail to gain experience with ORT, but are led to believe 
that 	IV therapy is superior.
 

In the channelling project, greater emphasis has been placed 
on training workers in EPI than in ORT. Educational materials for
ORT are sparse whereas these for EPI are plentiful. Again, what 
ORT training there has been has not been participatory. 
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Suggested Response
 

Optimal training in ORT requires "hands-on," first-hand exper
ience. In other countries (such as Costa Rica, Egypt, Ethiopia,

and Haiti), ORT training units have been established in najor hos
pitals wherein health personnel actively participate in the treat
ment of patients with diarrheal disease. They are instructed and
supervised by trained personnel. They both learn the theoretical
basis of ORT and gain experience and confidence in its Suchuse. 
first-hand experience is considered necessary to convince physi
cians and other personnel of the ease of use and merit of ORT. 

Once norms are standardized, training materials appropriate
for the level of education of the trainees (ranging from physicians
to illiterate community health workers and mothers) should be pre
pared (see Attachments A1-A3). Educational messages should 
be
 
standardized. 
 Much 	stress should be placed on the proper prepara
tion 	 of ORS and suero casero and correct administration to the 
child. The teaching should also include the recognition of signs

of clinical determination during ORT, and when to seek referral for 
additional help or a change in therapy.
 

Refresher training with active participation should be givento all levels of workers and mothers periodically. Diarrhea occurs 
sporadically, and thus, workers and mothers may need to review in
structions for ORS use periodically. Also, with some turnover in

personnel, new workers will need to be trained in ORT. Adequate
support for per diem and travel reinbursement of trainees should 
always be provided. 

1. 	Suggestions for establishing diarrhea training units in
 
Guatemala
 

The Diarrheal Disease Control Programme of the World 
Health Organization is preparing a comprehensive set of guidelines

for establishing diarrhea training units within a country. These
 
guidelines will be available in 1986. 
 The purpose of these units

is to train physicians, health staff, teaching staff of medical 
schools and nursing schools, students of medicine, and other stu
dents (nurses, auxiliary nurses, technicians, etc.) in proper

diarrhea treatment, which includes use of ORT. 
 It is recommended 
that a diarrhea training unit be established in hospital or other 
facility where staff routinely treat many cases of acute diarrhea 
and dehydration. One prerequisite for establishing a training unit 
is the dedication to the practice of proper diarrhea case manage
ment 	 and a high level of skill of the staff in the use of ORT. The 
unit can operate throughout the year if there are sufficient cases
 
or during the peak season for diarrhea.
 

The aim of diarrheal training is for the participants to devel
op skill in the management of diarrheal disease by ORT and confi
dence in the use and effectiveness of ORS, both as a therapeutic
tool 	to correct dehydration and as maintenance therapy to prevent

dehydration. The participants should become sufficiently confident
and knowledgeable to be able to overcome the resistance of others 
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to ORT. They should also be able to make necessary changes and 
train others appropriately so that effective ORT and use of ORS can
 
be carried out in their own facilities.
 

This training is accomplished through observation of proper 
case management and hands-on practice with experienced staff. It
is important that the training be participatory. The participants
will also receive technical and theoretical information through
reference materials and lectures, but the lectures will be restrict
ed to topics relevant to case management. 

It will be important to establish similar training units in
Guatemala to insure that students, health professionals, and other 
staff gain hands-on experience with ORT. At present, there are no

training units of this type in Guatemala; however, it might bepossible to establish a diarrhea training unit in several hospitals
in Guatemala (e.g., 
in the National Hospital at Huehuetenango, the

IGGS National Hospital, Roosevelt Hospital, perhaps San Juan de
Dios Hospital in Guatemala City, and some in other departments).
Initially, a few key persons could be trained in established diarrhea training units, such as the one in Costa Rica. After one 
diarrhea training unit has been established in Guatemala, key per
sonnel from other hospitals where there is interest can be trained

locally on how to set up a training unit and how to train their
 
personnel.
 

E. Lack of Supervision
 

At present, there is no administrative structure for a diarrheal disease control/ORT program in Guatemala. In the channelling
project, there is inadequate supervision of ORT at all levels. In

hospitals such as those in San Marcos, SololA, and Totonicapan),
often there is no single person in charge of the ORT unit all of
the time. Generally, the physicians covering these units rotate,
and many are not properly trained in ORT. Insome programs, super
visory level staff have lacked transportation and per diem reim
bursement. This prevented many from carrying out proper supervi
sory activities. 

Suggested Response
 

For effective supervision and continuity of quality care, one
 
person must take the overall responsibility for training new person
nel in the ORT unit and for supervising the cae of the patients.

At the community level , each level of supervisors must function
effectively to detect problems with and obstacles to ORT use and toreinforce in a positive way the use of ORT. This requires travel
by supervisors at all levels to peripheral facilities and to commun
ities. To do this, the supervisors must have the means (i.e.,

vehicle, petrol, per diem) to travel.
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F. Resistance of Physicians and Pharmacists to ORT/ORS
 

According to Executive Boardthe of the Pediatric Association,
Guatemalan physicians generally have resisted using ORT in their
private practices for two reasons: 1) they lack first-hand experi
ence with and confidence in ORT and are, therefore, reluctant to 
use it to treat their private patients; 2) they are not able tocharge as much for oral rehydration therapy as for intravenous
therapy, so that there is no economic incentive for physicians to 
use ORT instead of IV therapy for diarrheal dehydration. This
problem will be difficult to overcome. 

Although many pharmacies stock oral rehydration salts or solu
tion produced by several pharmaceutical companies, pharmacists and

vendors do not generally promote the sale of these products. They
do, however, promote the sale of antibiotics and antidiarrheal 
agents; the markup on these drugs is greater than that for ORS,
and the pharmaceutical companies often provide "push money" (i.e.,

a bonus) for the volume of drugs sold. 
 Thus, there is little or no
economic incentive for the pharmacists to promote the sale of ORS. 

In Guatemala, ORT is a relatively new concept, and it has been
introduced only recently into the curriculum of the School of Phar
macy. Thus, another reason for the resistance of pharmacists to
 
ORS promotion and sales is their lack of knowledge and understand
ing of the proper use of ORS.
 

Suggested Response
 

To promote sales of ORS, it is essential that pharmacists and
vendors be educated about the proper treatment of childhood diar
rheal illness. Specifically, the scientific basis for not treating
all diarrheal disease with antibiotics, antidiarrheal agents, and
potentially harmful agents (e.g., opium-like drugs, steroids, and
neomycin) should be stressed. At the same time, they should be
educated about the importance of and indications for ORS use.
Also, since mothers may seek medicine for their children withdiarrhea directly from the pharmacies (bypassing health care facil
ities and physicians), pharmacists must know how to instruct moth
ers in the proper preparation and administration of ORS. Educa
tional and advertising material should be supplied to pharmacists

for their own use and for distribution to mothers.
 

G. Lack of Awareness of the Consequences of Diarrheal Dehydration
 

Many people in Guatemala (e.g., in Escquintla and Guatemala
Sur) recognize diarrhea as a common condition, but not a potentially life-threatening illness. Clearly, the potential danger of
diarrheal dehydration can also be overlooked by health personnel.
This point is illustrated by the fact that many physicians pre
scribe antibiotics and antidiarrheal agents to the exclusion of

ORS, and recommend increased intake of fluids during diarrhea.
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Suggested Response
 

In order to promote the use of ORS by health personnel and
mothers of children with diarrhea, their awareness of the concept
of replacement of diarrheal fluid losses with ORS, suero casero, and 
other available fluids must be taught and reinforced periodically.
 

H. 	The Fact that ORS Does Not Cure Diarrhea
 

The fact that ORS does not stop the diarrhea has hampered its
 
acceptance as a beneficial agent for diarrhea. IfORS is promoted
 
as an antidiarrheal agent, there is a danger that mothers may be 
disappointed because it does not reduce the volume or 
shorten the
 
duration of diarrhea.
 

Suggested Response
 

It should be made clear to mothers and health personnel that 
ORS will not cure the diarrhea but will prevent dehydration. Thus,
the concept of dehydration and its potential danger and the value
of ORS in replacing fluid and electrolyte losses during diarrhea 
should be taught to all levels of health workers and to mothers. 
This will help prevent the creation of unrealistic expectations 
with 	the use of ORS.
 

I. 	Inability of Some Persons To Purchase ORS
 

The point that ORS will be considered more valuable/important

and will be more likely to be used if ORS is purchased rather than
 
distributed free has been made. 
 On the other hand, much of the
 
population in urban marginal and rural areas in Guatemala cannot 
afford to buy ORS, even for a nominal charge. Moreover, the demand
(awareness of the value of) for ORS is too low at present to expect 
even 	people who could afford to buy ORS to do so.
 

Suggested Response
 

If the demand for ORS increases through publicity and educa
tional activities, then itmay be feasible to 
sell 	ORS to persons

who could afford it through the MOH system or through pharmacies 
and other vendors of medicines.
 

J. 	 Lack of an Adequate System of Data Collection for Monitoring
 
the Effectiveness of ORT Use
 

In Guatemala, there is a lack of good data collection and main
tenance of records about ORS use at all levels. Incomplete records
of oral rehydration treatnent for dehydrated patients have been not
ed in hospitals in San Marcos, SololA and TotonicapAn in one evalu
ation carried out in 1983 by Dr. Reyna Barrios. We found limited 
documentation/registration of ORT for dehydrated patients 
in the

Health Center of Tejutla and in the Health Post of San SebastiAn 
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in San Marcos. In these oral rehydration units, only the name of

the patient, age, time of starting treatment, and grade of dehydration were recorded. The duration of treatment, volume of ORS given,
and outcome were not recorded in a summary fashion. Thus, with the
existing record system, it is not possible to evaluate whether or 
not therapy was given appropriately or effectively.
 

At the level of the promoters in the Sistemas Comunitarios
project area, the number of cases and number of ORS packets given

should have been noted in family records/charts and a summary of
this information kept in a notebook. 
 In San Marcos, we found that
incomplete records were kept by two (of two) promoters. In one 
case, no data were recorded in the charts or summary notebook, yet
the promoters reported complete distribution of packets to the district level. Another promoter noted the distribution of ORS to a

few cases of diarrhea, and none for other cases 
of diarrhea. The

distribution of ORS was noted 
in only four of 55 fichas; in two,

ORS was given for diarrheal illness, but -1a7than five
one case 

years received eleven packets. In the other two records, ORS was

given inappropriately for fever or cough. 
 The summary data in the

notebook did not correspond to those in the records; the summary

indicated that five families had received eight packets. 
 The data
reported to the district suggested that more packets had been
 
distributed.
 

According to PAHO, there are several reasons for inadequatedocumentation. First, the workers at all levels have not been well
trained in keeping records and have not been informed about why therecords are important and the data willhow be used. Second, the
forms are complicated and difficult to understand. Third, there is 
no incentive for the village volunteers to keep records since they

are not paid. Fourth, there is little or 
no supervision of the
data collection, no quality control, and no critical analysis of the
results. 
 Also, there is little or no feedback of results to those
 
collecting data at all levels. 

More important, the data collected provide no information
about how or whether ORS is used, but only how many packets 
were

distributed and the number of cases of diarrhea. 
There is no col
lection of data on diarrheal mortality which is one of the outcome

indicators for measuring the effectiveness of ORS as an interven
tion.
 

Suggested Response
 

The data collection system (records, reporting) will need tobe modified before performance can be monitored and the effective
ness of an ORT intervention can be measured or evaluated. It may
be necessary to revise the forms in the existing routine (passive)
reporting system. Another approach would be to conduct periodic
KAP surveys, in addition to the routine reporting, to monitor
performance and to determine the effectiveness of the ORS use. 

Yet another approach is to develop a sentinel surveillance system, in which units such as promoter/village volunteers and staff 
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at Health Posts, Health Centers, and hospitals, collect and report

additional data. To qualify as a sentinel reporting unit, the
personnel therein must be willing and able to collect and report
the data in timely and accurate fashion. Sentinel surveillance 
systems can be used to obtain morbidity data in children under five
 
years, such as outcome of maintenance and treatment with ORS, 
num
ber of referrals for treatment of dehydration from the lower levels 
of care to a higher level of care, number of dehydrated cases, lev
el of severity of dehydrated cases, number of dehydrated cases
 
admitted to hospitals, number of such cases receiving IV therapy,
and duration of hospitalization of these cases. More useful mea
sures of mortality can be gained through this system: specific
diarrhea-associated 
death rates (i.e., deaths due to diarrheal
 
dehydration or to other complications) and whether or not deaths 
due to diarrheal dehydration received appropriate and adequate oral
 
and/or IV therapy. To implement sentinel or KAP systems of data
 
collection or to modify the present reporting system for ORT in the 
channelling project, forms will need to be developed (or revised),

and persons at all levels who are responsible for collecting and 
reporting data will need to be trained and supervised regularly. 
The content of the forms will depend on 
the program components and
 
their expected outcomes.
 

K. Inadequate Supply of ORS Packets
 

Suggested Response
 

To implement ORS use nationwide, production of ORS packets 
must be increased substantially. When ORS packets are not avail
able, suero casero can be prepared and used.
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TABLE 1
 

BASIC MORTALITY AND NUTRITION DATA, CENTRAL AMERICA AND PANAMA
 

% of ,hildren 

Annual No. of I Life Expec-I % of Chil-I Under 5 Suffer- I Infant and 

Births/Infant & tancy at dren with Ing from m'll- Child Mor-

IMR child deaths Birth Low Birth Moderate/Severe tality Rate 

(under 1) (O-4)(thousands)l (years) I Weight I Malnutrition Under 5 

1 1983 19601 1983 1983 19601 1979-1983 1975-1983 1983 19601 

I I 	 I 

Guatemala 1 70 1301 301/36 61 45 I18 I n.d. 1 120 2401 

I I 
I I I I 

Costa Rica 1 19 851 74/2 73 60 I 9 46/n.d. 1 24 1301
I I I II 

III I 
El Salvador 1 70 1551 208/20 65 49 1 13 1 52/6 1 100 2201
 

II I I 
I IIII 

Honduras 1 90 1501 177/22 1 60 45 1 n.d. 1 29/1 1 125 2451
 
II 	 I
 
IIII 	 I 

Nicaragua 1 75 150) 134/15 60 45 n.d. 65/3 I 115 225)
II 	 I
 
IIII 	 II 

jPanama 1 26 751 58/2 71 59 10 48/3* I 37 1151 
II 	 I 

Age unspecified.
 

Source: 	 J.P. Grant. The State of the World's Children 1986. New York: UNICEF and Oxford University
 

Press, 1985.
 

29
 

#2 



TABLE 2 

TEN MAJOR CAUSES OF INFANT MORTALITY, GUATEMALA, 1982a and 1984
b 

,RANKING I NO. OF DEATHS 
CAUSE/DIAGNOSIS 1982 1984 1982 1984 1982' 1984d 

Infectious Intestinal diseases 1 3 4,602 4,082 1,480.0 172.96
 

(Enteritis y otras enferme

dedes diarr6lcas) _
 

Other causes of perinatal mor- 2 1 2,838 5,107 913.0 216.39
 

tality (otras causas de mor-

I
talidad perinatal) 


Unknown disease symptoms (sin- 3 6 2,665 694 857.0 29.41
 
tc:nas mal definidos) [ I
 

Pneumoniaf 	 I 4 - I2,485 --- 799.2 

Measles (sarampl6n) I 5 7 1 786 579 253.0 24.531 	 1 
Bronchitis, emphysema, I 6 - I 609 --- 196.0
 

asthmaf
 

Congenital anomalies f I 7 - I 539 	 173.3
 

Influenza 	 I 8 5 I 523 720 168.2 - 30.51
 

Pertussis (tosferlna) I 9 8 I 503 496 162.0 21.02
 

Septicemia (enfermedades 10 10 J 289 340 93.0 14.41
 

hemolIticas del recln nacido) I
 

a) Source: 	 MSPAS, Department of Blostatistics, Epidemiology Division, published as annex
 
to Immunization/Child Survival Project Paper, 1985.
 

b) Source: 	 MSPAS, Unidad de Programacl6n, published in Memoria de Labores 1984, Guatemala,
 
Augus' 1985.
 

C) Source: 	 Per 100,000 population.
 

d) Source: 	 Per 10,000 live births
 

e) Source: 	 A category explicitly included in the 1984 but not in the 1982 data, and con

stituting the fourth most important cause of infant mortality was "lesiones
 
al nacer of partos dist6cicos.
 

f) Source: 	 These categories are not Included In the 1984 data. Other categories appear

ing in the 1984 but not in the 1982 data are: "otras virosis" (2nd ranked
 

cause) and "tuberculosis aparato respiratorlo (9th ranked cause).
 

30 	 A 



Indicadores dernogrA fio Guatemala, aeosto de 196418 
Indicadores 
 del estado 
da salud (1983)


DIPRAM'r rasae a Tasa
as crcrin 
cn i-e t eMasa rasa , o~a1-- o rl15.Tp. de mortalidad especifica en menores de 5 a io!: Iet .toad co vecet. dad talidad infanctl . ......DrrFa
de a4 m.=trerna J a e IRA  ir 6 , 
ac -5 .fo total
Guatemala 28.6 
 21.6 108.2 
 7.0 55.4


El Progreso 7.5 0.6 595.5 420.8 380.4 52.437.4 29.0 92.4 86.2
181.1 33.0
8.4 
 70.3 
 8.9 
 1.0 987.2 447.6 
 533.5
Sacatep-quez 24.5 153.337.7 91.6 44.4
27.4 
 164.4 
 10.3 
 72.3 
 12.2 
 0.4 
 741.4 
 487.6 
 781.2
Ch1maltenanso 39.8 263.7
38.2 39.0
25.7 171,8 12.3 
82.2 


77.5 
 17.3 
 786.9 
 415.1
FscuLnt 23.7 
1.1 773.2 214, 4 134", 74A014.3 132.8 9,4 107.8 
 12.6 
 1.4 
 751.0 
 250.8 
 496.7 
 121.1
linta Resa 84,834,3 11 49. "33,3 171.0 01O 80.7 12,0 1,1 942,7 240,6 594,.3Sololl 44.0 32.1 

0,9 170,s 74. 47.7192.3 
 11.9 71.9 21.0 
 1.5 560.0 237.1 852.1
Totonicaphn 446. 7 137.4 65.245.0 29.0 47.4194.2 
 16.0 
 84.5 31.1 
 1.5 1.180.6 
 367.2 .466.2 813.4 216.7
Quataltenango 86.2 46.844.4 32.9 194.8 11.5 70.3 16.2 1.2 645.5 399.2 995.1 222. 2 109.9 74.5 42.7 
Suchttep~quez 
 40.3 29.5 
 178.7 10.8
Rcrtlhuleu 67.9 16.4 0.833.6 25.3 861.6 220.5152.4 661.5 69.48.3 153.1 66.365.0 11.1 43.00.8 431.3 334.5 220.1 76.3 49.9 50.5 43.7 1San M-rco. 43.8 
 34.3 
 204.4 
 9:5 
 51.1 16.8Huehuetenango 46.4 

1.1 762.1 166.4 565.7 328.4 74.135.2 209.4 11.2 73.0 45.360.5 25.7El Quichd 1.7 612.8 202.8 .061.0 953.937.6 25.2 132.8166.5 12.4. 82.7 54.024.5
64.7 1.1 768.5 129.0 
 .031.8 385.6 125.0 
 76.3 44.1 1 
BaJa VerapSz 30.240.7 
 184.1 
 1b.5 
 80.0 
 16.7 
 761.0 
 380.5 
 541.4
Alta Yerapd 

3.0 
486.4 204.044.3 31.7 74.9 49.7185.1 
 12.6 
 59.2 29.8 
 803.0


El Petdn 
2.8 219.6 925.7 536.8 268.465.6 54.2 75.3 49.4322.4 
 11.4 
 59.6 
 21.7 
 0.6 
 349.4 
 143.9 
 349.4
Izabal 102.8 164.429.1 50.2
22.4 54.6
s-sea pa 134.1 6.730.5 68.5
22.2 9.4
140.9 8.3 61.7 11.2 
1.6 381.7 186.6 381.7 93.0
0.6 425.4 127.9
236.8 425.4 109.6 64.2

157.9 
 81.5 
 37.6
 
Chqumula 39.6 31.0 177.7 8.6 
 42.4 11.1 
 1.3 275.6 200.2 275.6 148.0 
 46.4 58.5 
 35.2
Jatapa 
 40.5 
 31.0 189.1 9.5 
 16.0
JUtaps 

57.8 1.2 701.T 220.8 701.7c 36.3 28.9 152.7 57.0 213.7-"8 
. 7.4 E8.7 46.2
l 53.8 1.1 


4-
9.7 355.6 160.8 355.6 50.0
cp~blca 
 37.0 
 27.4 166.0 9.6 6.S9 83 8764.9 15.5 42.61.2 6,8Bp)ir 1000 habitanteo. (Ar*) 283.1 646.8 250.2 126.3 75.3Por 1000 miij,-r.-o 15-44 anfo*. 43.6 

*,"I') por lOOpO.habLtantes 
( **). por 1000 nacidoa vivos rgittradon. (****) por 1000 habitantes en ese grupoen can pru.n trnrfo. etarlo. 
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. .; - lc 

MORTALIDAD POR ENTERITIS Y OTRAS DIARREAS SEGUN GRUPOS ETARIOS
 

REPUBLICA DE GUATEMALA.
 

1,979 

grupos etarios No. defunciones % TASA (*) 

MENORES DE I AND 
 3,893 	 33.8 1,248.2
 

DE 	1 A 4 AlROS 3,337 33.3 424.3
 

DE 	5 A 14 ARDOS 791 6.9 38.6 

DE 	15 A 44 AfROS 997 
 8.7 32.9
 

DE 	45 Y MAS AlROS 1,986 17.3 210.3
 

T 0 T A L: 11,504 100.0 159.0
 

(*) TASA POR 100,000 HABITANTES DE CADA GRUPO 

FUENTE: DEPTO. DE BIOESTADISTICA DIVISION DE PROGRAMACION 
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TABLE 2o1 
DI27CJ.2PcGI2LJ .,LZ. 

E~~~i..1 1 AO 1980,~ 

DIG WTC0 No. 

1* Iiifoccit'n %t!ivl~1.ecfirda 

2. cos mal *1-i=iniAiOs 

3. 


5. Tos fcrim-

6. Inucnza 

7. Ot'-.z Helmilitia-zis 

-8. Bronquitis Cx-Snica-

9. P'Iluclismo 

10, 7ak do I.s &IZIMuadas
an.51crnan v cIi Hc--Laolismo 

de, Dolfuncioric 

4,699 41.5 

1,862 163.9 

l6oe 14165 

671 5911 

580.51 

.570 5C.2 

187 1c.5 

110 9.s7 

109 9.6 

.722 63.5 

rTLL . .. *. .... P0 4 0 *.,. * 2 1 22 1,C66.8 

*TasP popr 100 000 i-'..*,it 3 

fliaccci.-fn cc: 1 :~Sorvicibs SndZ~ud, 
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TABLE 3
 

ESTADO ACTUAL DEL SINAPS: REHIDRATACION ORAL 1
 

Al inicio Ahora
 
(1979) (1981)
 

Familias con nihos que reciben
 
supersuero" 0 83.7%2 

(551/658) 

Y'adres que administran "supersuero" 
a sus ninos con diarrea 0.3% 37.%2 

(2/630) (271/716) 

Proporci6n de niios que van a los 
servicios de salud por diarrea 21.3% 

2 
11.6% 

(134/630) (83/630) 

Producci6n de "supersuero" por 
los Distritos de Salud (bolsas,
250 cc.) 0 18,500 

I. 	Al 31 de mayo de 1982
 

2. 	Mayo; 1981, Linea Final, Universo: Las familias con nifns
 
menores de 5 afios.
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TABLE 6
 

ESTADO ACTUAL DEL SINAPS: MORTALIDAD1
 

Al inicio Ahora
 
(1979) (1981)
 

Mortalidad Infantil 2 

51.4 	 47.9
 

Mortalidad Pre-escolar3
 

(1 - 4 ahos) 
 11.4 


1. 	Al 31 de mayo de 1982.
 

2. 	Universo: Muertos menores de un 
afio 	por mil nacidos
 
vivos. 
 Al inicio (2,666) y ahora (2,692).
 

3. 	Universo: Muertos de 1 a 4 afios de edad por mil niios

de la misma edad. 
 Al inicio (11,326) y ahora (11,955).
 

Fuente: 	 Divisi6n de Prograrmaci6n, Secci6n de Estadlstica,
 
DGSS, 1979; Distritos de Salud, 1981.
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ACTIVIDADES Y PROGRAMAS EFECTUADOS SOBRE ENFERMEDADE DIRECSYRHIRT NOA 

1.SMNAIS NOMBRE DEL EVENTO REALIZADO LUGAR Y ________S 

-. .4 4..H 

S HUEHUETENANGO. SEMINARIOS PARA ESTUDIANTES 

DE MEDIC INA E.P.S. TOTONICA -

PAN, HUEHUETENANGO: 

SIDOEDIARREICO AGUDO Y AE. SALUD DE 

6-REH IDRATACI ON ORAL HUEHUETENANGO .1< 

6.-I JULIO 1,978~ 

. 1.- .,:-JULIO, 1,979 

8~.- JULIO 1IA8 

9. JLIO I1981i 

10.JUI IP92 
JULIO 1,982 

GUATEMALA: 12.-SEMINARIO TALLER NACIONAL 

DIARREAS Y REHIDRATACION GUATEMALA 3/U/ 

ORAL. D.G.S:.S. AGTO/80 

ZONA OCCIDEN 13.'-SEMINARIO: REHIDRATACION 

TAL ALTIPLANO ORAL EN SINDROME DIARREF 

GUATEMALA. CO AGUDO. . 

* -.. .14~- ~ itTOTONICAPAN 9 1O/JUN/82 

D.G.S.S.: 

~15.- SOOA7-8/JUL/82 
A ~D.G.S.S. * .. , -

16. SAN MARCOS 15. 16/JUL/82 

-4-QUETZALTE FF 17.-SElIINARIO: INDROMEDIAft H~A QUETZALTENANGO. 11r. 3/.1A183 

ANO HO RREICO AGUDO <F>'APIA DG.S.. 

TEL,A' DE F~F"'AADEF RE 
1 

Fl.,ID A AIO A L S.C.A1I S .. F F-- ~i44 ;. Af~F1t.. 

CAMPFO.A~ AFA. ~ A4~FFtA~3.- 'F4. -' 1 <.. 

TEL DE-A -.* 4...AFF. > F11 41) A 4. A1F HAHA 4 ~ ~ A 



ACTIVIDADES Y PROGRAMAS EFECTUADOS SOBRE ENFERMEDADES DIARREICAS Y
 

REHIDRATACION ORAL
 

1I. CONGRESOS NOMBRE DEL EVENTO REALIZADO LUGAR Y ENTIDADES FECHAS
 

(expos.itor'
 

1.-	 XXIX CONGRESO NACIONAL DE QUEZALTENANGO.HOS 22-25/NOV/7;
 

MEDICINA. REHIDRATACION 0 PITAL NAC. HUEHUE
 

RAL EN EL SINDROME DIARREI TENANGO. DEPTO.DE
 

CO AGUDO. PEDIATRIA.
 

2.- XXII CONGRESO NACIONAL DE GUATEMALA 3-7/MARZ/80
 

PEDIATRIA. REHIDRATACION HOSPITAL NACIONAL
 

ORAL EN EL SINDROME DIA- HUEHUETENANGO.DEP
 

RREICO AGUDO. TO DE PEDIATRIA.
 

3.- IX CONGRESO NACIONAL DE GUATEMALA.D.G.S.S. SEPTBRE/80
 

SALUD PUBLICA. REHIDRATA
 

CION ORAL EN EL SINDROME
 

DIARREICO AGUDO.
 

4.-	 XXIV CONGRESO NACIONAL DE GUATEMALA.. 9-12/MARZ/82
 

PEDIATRIA. REHIDRATACION DEPTO DE PEDIATRIA.
 

ORAL EN EL ALTIPLANO DE - HOSPITAL NACIONAL -


GUATEMALA.NORMAS, IMPLE - DE HUEHUETENANGO.
 

MENTACION Y PROYECCIONES
 

DE LAS UNIDADES HOSPITALA
 

RIAS.
 

5.- XXXV CONGRESO NACIONAL DE GUATEMALA 28-30/NOV/84
 

MEDICINA. EDUCACION MEDI DEPTO. DE PEDIATRIA
 

CA CONTINUA. REHIDRATA- HOSPITAL NACIONAL
 

CION ORAL. U.R.O.S. HOSPI DE HUEHUETENANGO.
 

TALARIAS.
 

6.- i.:-i CC:":7I*3' 1.:' I3X DEL .... ZA:;..c. 20 /JULO/5 

- - . . . - ll' 1, 
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vJ§ACTIVIDADES YPRGRAMAS EFECTUADOS SOBRE ENFERMEDADES DIARP.EICAS 

Y-E IDRATAC ION--OAL----,--

S II CONFERENCIAS NOMBRE DEL EVENTO REALIZADO' LUGARiY ENTIDADES. FECHASi 

l.- PROGRAMA DE REHIDRATACION 1UNIVERSIDAD 'DE SAN 27/M1ARZ/81 
AOA.DEPARTA ~T PE_DE9 CARLOS :DE GUATEIMA
 

~IARIIA. HOSPITAL NACIONAL 'LA. :FACULTAD _DE
 
DE HUEHUETENANGOM CIENCiAs MEDIDAS.
, 

cxpc~si
-*( x o i~ rI' 'GUATEMALA. FASE :1II1 

IGLU DEILvA c
 

2. PROGRAMA REHIDRATACION 0 SALAMA, PURULHA, 7/NO9,,iV/81
 

RAL EN SINDROMWE DIARREICO JORNADA COLEGIO:ME"
 

~v99'AGUDO.,
 9DEPTO. IPEDIATRIA. DICO DE:GUATEMALA. 
HOSITA NAIOA DE- HUE'
HUETENANGO.' (excpo i. 

3,- TERAPIA DE REHIDRATACION WASHINGTON D.C. ,AID -7-1O/JUN/83, 
OA.CONFERENCIA INTERNA ur-SIvnS. UeNICEFv. ;-r
 

4.- REIIDRATACION ORAL. DEPTO .; ACADEM1IA AM1ERICANA 
 '28 30/SEPT/84
 

-'-DE 
 PEDIATRIA. HOSPITAL NA .'DE'PEDIATRIA..'REUNION
 
CIONAL DE HUEHUETENANGO.- 'ANUAL-CAPITULO-DE ALA>~
(c n e en-s a 9.-
 -ST99 .99.9
949.' 
 ~~BAMA. GULF SHORES'S~t .9~t '9 9'
 

-~ - -(conferencs~~a)TE 
 PARK ALABAMA 'U.S.-A %9
 

REHIDRATACION ORAL. DEPTO 
 PI CKENS, COUNTY "HOSPI'. 4;/OCT/8 
~~~DE PEDIATRIA. TA"TSAOS-LBHOSPITAL NA 


9 'CIONAL DE9 HUEHUETENANGO~ 
MA U.S.A .'4~~99949 9~99999.-'~9
 

-confern9is'a
 

I~9~t;,'4-t3 ~'9"4.<'9 
 999~-999999~9~4j4ft999'99439
 



~.-~:"D~OS 6031 2I  .5 Y R: 

~2?fTLUIW~ DC. iC5 

DlR-U*-IA-lj'AICN Y -EVALUACION T01ON 1CIA FAL..~.?tL~ 

rr. :  .I. 

5.CC)L (asesurl'ProgranK 
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ACTIVIDADES Y PROGRAMAS EFECTUADOS SOBRE ENFERMEDADES DIARREICAS Y REHIDRATACION ORAL
 

VI.- PLATICAS NOMBRE DEL EVENTO REALIZADO 


SEMINARIO DE ORIENTACION,PA 


PA PERSONAL DE SALUD DEL A 


REA DE HUEHUETENANGO: ENFER
 

MERAS, AUXILIARES DE ENFER-


MERIA, TECNICOS EN SALUD RU
 

PAL DE LOS 31 MUNICIPIOS -


DEL DEPARTAMENTO.
 

SEMINARIO DE ORIENTACION,PA 


RA PERSONAL DEL DISTRITO 11, 


AGUACATAN; DISTRITO 13, IXTA
 

HUACAN; DISTRITO 9, NENTON,
 

DISTRITO 2, CHIANTLA: ENFER
 

MERAS, AUXILIARES DE ENFER-


MERIA Y T.S.R.
 

PLATICA DE ORIENTACION: PRO 


MOTORES DE SALUD RURAL DE 

10 MUNICIPIOS. ASISTENTES 

19 PROMOTORES.
 

LUGAR Y ENTIDADES FECHA 

HUEHUETENANGO. 17-20-22-29-

AREA DE SALUD. 30-31/AGTO/84 

CHIANTLA, HUEHUE 2O/AGTO/84 

TENANGO. 

HUEHUETENANGO.CLI 30/AGTO/84 

NICAS EVANGELICAS 
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0 ulricnt are hst from hc hod% in diarrhoea, 
0 aperson %%ithdiarrhoca may not he hunerv: and 
O mothers often make the nistake of not fc.dinr ;,I ;kiv.', ic!\, ' , rj . 

or even for some days after the child is hetter. Food .!;. .d, -]%cn Lihlr a .t 
diarrhoea as soon as they %ant to cat. 

How does diarrhoea cause dehydration? 

The body normally takes in the water and salts it needs (iiqul) fr .mn ,,nJ f,drink! 1
The body normally loses water and salts (output) through stools, urine, and sweat. 

When the bowel is healthy, water and salts pass from the b(%%el into the blood. Wh 
person has diarrhoea, the bowel is not working normally, and more than the norma 
amount of water and salts is passed in the stool and less than the norm:0 ,mot.nt p,
into the blood. 

This larger-than-normal loss of water and salts from the body rc.t,, in dch.1:!! 
Dehydration occurs when the output of water and salts isTreater than the input. Th 
more diarrhoea stools a patient passes, the more water and salts he loses. Dehdrat 
can also be caused by vomiting, which often accompanies diarrhoea. 

Dehydration occurs faster in infants and young children, in hot climates, and when 
person has a fever. 

Treating diarrhoea 

The most important aims of the treatment of diarrhoea are: (i) if possible. toprcv
dehydration from occurring: and (ii) if dehydration does occur, to treat it quickl. a, 
effectively. 

Treat at home 

with fluids. 
Child improves. 

Child gets worse. 
Dia rrhoea Dehydration. ., th r 
starts. 

' L: t6 hORS .'-lction.(or IV. if 

or ~cessary) 

2
 

________________________/
 



PrC 'entnMl of dehydration 
Dehydra tion can usually he prevented in the home if the infected person drinks morefluids as soon as the diarrhoea starts. He or she should be given locally available fluids.such as rice water, fruit juice, wcak tea, or special home-made sugar and salt solutions.and/or breast-feeding should hc increased. The types of fluid or solutions that can he usedin your area for preventing dehydration in the home will depend on: 

C local traditions, 
* availability of salt and sugar, 
O access of people to health services,
 
O availability of oral rehydration salts (ORS), and
 
* national policy. 

Treatmentof dehydration 
If dehydration occurs, the child should be brought to a community health worker(CHW) or health centre for treatment. The best treatment for dehydration, once it hasoccurred, is oral rehydration therapy using a solution made with oral rehydration salts(ORS). Although this manual mostly describes the treatment of children with diarrhoea,the same treatment is applicable to adults with diarrhoea. If possible, oral rehydrationsalts should always be used for the treatment of dehydration. 

Essential knowledge: Section 1 

The health worker should be able to: 
define diarrhoea in a way that is appropriate to the setting in which he/she worksdistinguish between acute and chronic diarrhoea 
explain why diarrhoea is dangerous

explain how diarrhoea causes dehydration
 
describe the basic principles of the treatment of diarrhoea.
 

f.J.)kf 



2. PREVENTING DEHYDRATION 

Educating family members about home treatment of diarrhoea 
When a child gets diarrhoea, dehydration can often be prevented ifcertain proceduresare followed in the home. Teaching family members that diarrhoea can and shouldbetreated at home is very important. Family members also need to learn how to givetreatment. 
Family members may learn from many sources, such as radio broadcasts, schools,posters, community meetings, the community health worker, or staff at the localhealth centre. CHWs should meet with community leaders and community members inorder to identify several sources that together will reach all the families in the area. Withhelp and cooperation from community members, each family can learn about treatmentof diarrhoea in the home.

There are three rules for treating diarrhoea in the home; these are discussed in thefollowing pdragraphs. They are also summarized on a small card called How to treatdiarrhoeaat home, which mothers should take home (Annex 6), and in treatmentplan A on the Diarrhoea Treatment Chart (Annex 7), which health workersshould keep for reference. Whenever a child gets diarrhoea, the mother (or any otherfamily members who care for the child) should follow these rules. 

Three rules ror home treatment or diarrhoea 
Rule I: Give the child more fluids than usual 

O If the child is breast-fed, try to give breast milk
 more often. If the child is not 
 ,-_:;:fed,increase the
amount of normal milk feed and dilute the feed with
 
an equal volume of water. 

O Give the child locally available drinks or liquids,such as rice water, soups, weak tea, or fruit juices,and/or carefully prepared sugar and salt solutions.
These solutions can be made in several ways (seeAnnex 1). 

_'2
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0 Children ufdcrr2-ycais old d rccivclv wn 
lA:hoose+ tool nd old childcr ihhiil r ce*e t: 

~ysould f'ike asImmuch i 'thLv w\Il1it toidnk. W 

~OSar; ing a child Who has diarrhoea can cause undc.r-nuir-tion or ,nAe m 

r :undernutntion worse...2.~ y~ 
OAll children of 4 mornths or older,\vho have b'eenwearied. wi he 

fod dunng diarrhoea.' The best food othos"hat are 
boiledce,pOrridge, soups, milk products, egg r, ish lA-Coeisiweld 

containing potassiumn (such as pineapple,' bananas dandcoconutwater)'.' 
may also be given. Even though the absotonof i .untsiisro"m .
 

-:Anprocedures. diarrhoea, most of the nutrienits w~lb bob dfromr th'esc foods.. 
4,J shuould be -A 

chools, e, 

Tynmembers in 

-- e
area. aWith 
~)oujt trcatmet 0 *-4-7 

-se.~din the -.

' 9trs 
9~9 

anxvr other 
- OThe child should be allowed to eat as nmuch as he wants. Food'.iouldbefm~ 

.....Often(5-7.7is day) dunn diarrhoea buse thechild is lh 1 o ezz 
999999each time. The child shoulId have at least one extra feed a day for-, ee-k af& -P--> 

~99, 9 diath69ea hast6pped - "9-

- - ~' Rule 3: W~atch for signs of deh~ydration ' '' 

theI .ers ..........ld t h h l o t ec m itv + +'++ ' h
.......o k 
 eathNorker.orne Itli'e3 .+: 

.'H+ San wo:,drkers at health facilities should x: nNh;+tmrec;esmofho-.-: 
,tlmters'and'a otherfmlc o m es eries ;+ee v'r the , hav++9e9 'j:9 

. dz
999rWh9 m oth er9 for f .opportunt'v~o+++++++>'+/+999.S.. t9/"999999 9 9 9 9 9 9tm / *a 9n i; : ; ++999 
I -'- -- 9 - 9999999 ++++ -99-+t
-'9--9999 W, 99 99*9999'9- - + 9-9. +99+,999 



_ _ 

c~tInrefile mlotlher \ hat to o. (So t rcil di~lr I' )[TIC-dIoIe irdiIJIIxk t rk cr Th!i ;,!IthatllShe will indCr,,tarUd and rcln,.M rlx %leXdI1ple, cr tiht_'the hC;lIh workershould show ho \ ilinch Ol Iid 
pr 'ccthrC, Ior 

how to the chi ldI'ilinl h '- r, Id.dmAke ,tq,;r ard salt SOlution. The examples are ettcr 
 a rh,,n0l1i11 c*p\iiicd.A mother sh(uld ;l'so be Allowed to practise what she learns (for c\niple. nr.ri,Nolution ) to,makc surc thehe can do it.For thse things that can only he e.\plained (for example,acttna li\cdim. th. cfiid).hc health ,%orker shunl d ask the mother to tell in her own words what ,he ha learned tobe sure that she remembers. 

Essential knowledge: Section 2 
The health worker should be able to: 

eexplan
eplin and demsratofmldedonstrate to famih,members how to treat diarrhoea ill the home
tprvent dehydration 

- explain the three rules for home treatment: 
o increase fluids, 
o continue food, and 
o watch forsigns of dehydration. 

_ _ _ _ _ 
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tfre at mci t If t hcre i; a"lot of blood or MCus hc t t l. and i,2,h t." cr ".u'pctd., scunte . Trcat this prohlcn with antimicrolial dru,-,+z. 

0 Determine tile degree of dehydration:-- Look at column C. If two or more of the ,igns listed in colunn C'arc pr.,ent. 
-If 

conclude that the patient has sever' dahvdration.fewer than two signs from column C are prescnt, look at column B. If'two ormore of the signs listed in column B are present, conclude that the patient 
-If 

has some dehydration.fewer than two signs from column 13arc present. concludc that the patient
h as no signs of dehYdration. 

0 Select the appropriate treatment plan according to the degree ofdchydration.(These treatment plans are described on pages 15-17 and also form part of theDiarrhoea Treatment Chart (Annex 7).)-If there are no signs of dehydration, select treatment plan A-to prevent
dehydration.-If there is some dehydration, select treatment plan B-to treat dehydration with 
ORS solution. 

- If ther, is severe dehvdration, ,elct treatment plan C-, trat sveredeh.d ration quickly. i 

Essential knowledge: Section 3 
The health worker should be able to:ask, look, and feel for signs of dehydration and other serious problemsdetermine the appropriate treatment plan using the assessment chart ,iven 

page 11. 
on 
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3. ASS ESSING A CHILD WITH DIA RU -rOEA
 

Since the most dangerous effect of diarrhoea isdehydration, the first step on seeing achild with diarrhoea should he to assess the child for signs of dehydration. The procedureoutlined here for evaluation of dehydration should be followed when ahealth workersees a child whose mother has stated that diarrhoea isthe reason, or one of the reasons,for the child's visit. (Health workers should he familiar with all locally used words fordiarrhoea or for the signs of)aousdiarrhoea. ) Thcse same procedures should be
followed again %%hienthe health worker reassesses the patient after giving some
treatment. 

Note: Mothers will probably expect the health worker to give a treatment
that will stop the child's diarrhoea. It may be necessary to explain that
oral rehydration treatment is meant to stop or prevent dehydration,and explain why this ismore important than immediately stopping
the diarrhoea. 

Examining the child 
The signs a health worker should ayk, look, and feel for are listed in this section and inthe chart show,n on page II and in Annex 7. A list of the questions that the health worker.hould ask. the condition, lie should feel for. and the things he should look for arepres.nted here. 
--, he is reading this material, lie should refer to the chart in order to see
how to interpret each sign.
 

The health worker should: 
I. 	 ASK the follo ving questions.

o How many liquid stools per day is the child passing? For how long has the child haddiarrhoea? Is there blood (more than I or 2streaks) and mucus in the stool? o 	Has there been any vomiting?

If so:
 
-Has there been more than a small amount? 
-How frequentl\ has the child vomited? 

51
 



How to assess your patient 

A 
. An()UT DIARRHOEA Less than 4 "l(lJid Stools per day 

VOMITING None or .1 srmarll amount 

THIRST Normal 

URINE Normal 

2LopKAT CONDITION 

TEARS Present 


EYES Normal 

MOUTH and Wel 


TONGUE
 

BREATHING Normal 

3 FEEL 
 SKIN A pinch goes back quickly 


PULSE 
 Normal 


F ON T A N E L L E N o rma l(An inlansI 


4 TAKE TEMPERATURE 

6 EThE I e 1hl,1nt has no signs of
dehydration 

)!nAI)so 

B 
4 to 10 liquid Stools per day 

Some 

Greater than normal 

A small amount, dark 

sleepy 


Absent 


Sunken 


Dry 

Faster than normal 

A pinch goes back slowly 


Faster 
 Ihan
normal 


S n e
uknVeysne
 

Loss of 25-100 grams 

I I 1h o.pn h e~nt has 1 0,'m ore
of the;r %ltins he has some 
dehydration 

lJ Plan (I 


C 
More than t0 Iqusd stools Per day 

Very trequenl 

Unable to drink 

No lrine or 6 hOurs 
Very sleepy. unconscious.
 

or having fils 


Absent
 

Very dry and S'inken 

Very dry 

Very fastand deep 

A pinch goes back very slowy 

Very last.weak. or you cannot
 

e y S n e 

Loss of mtore than 100 grams 

If the patient h als2 or inore
of these danger sign.s ht!has 
severe dehydration 

Use PIlanC 

D 
Longer than 3 wer-ks rlur.1thon 

(chronic aerhoeal
 

Blood or mucus in the 
 ,i 

Severe unaernulthor
 

HIqh leer -38 .5"CuIDJ : ~
 

It h pa . i h s C ro 1
h Il.rihl 
 h ),l",.I hi.i
 

ill/lilh~r l,il i~ i fe-Il 


Itl.l .th r r, h-
 for I"ll~l
..


treat ..It,,irthnct ill 



Example of assessment of a child with diarrhoea 
A mother brought her 3-year-old daughter. Rania. into a clinic because she had diarrhoea. The health worker asked.looked, and feltfor signs of dehydration. When he had completed the assessment, the chart looked like this: 

SA 


Al,, 0A111)1j ()IAIIFIIIOEA 

XTH11 

URINE 

' LOOK AI CONDITION 

tEAFIS 

EYES 

MOIITIlara 
TONiaII 

BOfEATIaNG 

I IFF SKIN 

PULSE 

FONTlA,
1 

t[ It 

A 	 I Aol TrItAPE IIr E10'1

:41 ta;tr IF POSSIIILE 

l aI f 

os, per aot 

ara.a) 

W'l1 alert,eere 

(rs 
2 )Absent 

t. t 

(Nrar 

A p-,1h g23rsback quicky 

t..... 


TSunkanSeryk.nl 

N. neaQhl loss during drarhoea 

I h e t has no sagna o 


hOt riinrer inliaa 


Irn 

B 

4 Ta. tO tolud stools per day 

G 	 t,, Iha..normal 

A smallamount. dark 

CUn.enul rltyatawte 

Sunken 

D
 

Dry 

Faster Chan normal 

A pnCh goes back Slowly 

Faster than normal 

Ln-s oL 25-110 gramt 

lot r -h krorjlam OIweIghl 

IfIh Ita .Iarn has 2 onmore 

I e saInt,lev. (colunI mnsdehydratlon has *ome 

C D 

More than 10 Ilqurd stools .i1 oay Longer than 3oekS dararaan 

Ichronac dra--r.oeal 

U.bab. to drnk 

No urine lor 6 houis 

Very all, V.unconscious. 

Abs..nt 

Very dry and sunken 

Very dry 

Very last and deep 

A pinch goes bck -vrr sirly 

Very l.st. weak. or you Connl 

Loss 01 mote than lt) ajaa s 
loteach kalarjran o0rr-,rjhaI 

It Ihe palear h . 

D).althate hk.thetrerrere dehyredratIon 

.	 ...arrre 

ther ai.aSs Ihc-edwlarlaaarrtaalrruse t.opevensiar'ar 
ta.rIh 0,
It I 'r 

hOn
 

,sr.
t. . 
r ira tecrmn I.thytrated
i arlluli rra.raiar .,ift-U i*r * 

Bocause Ranla had blood .-nd mlucU; inher stool and a high fever (column D). the health worker suspecteddysentery and pwscibed ampicilin. Since Rania had no signs from column C and only 1sign from column B. thehealth worker determined that she had no signs of dehydration. Theretore treatment plan A was used 10 prevent
Ranla from becoming dehydrated. 



P:i.kcts 1hat cmtai the ingredients in these amounts are made for mixing in one/we otThis mixture iscalled ORS solution. 
Note: Some packets of ORS are madc for smaller volumes of water; they 

have smaller amounts of the same ingredients. When ORS packets 
are not available, oral rchydration solution can he made by followingthe instructions in Annex 2. 

How to prepare ORS solution 
0 Wash your hands. 
0 Measure one litre (or
Volume of water indicated on
Packet used) Of clea~n drinking-
Water into aclean container. Itis best to boil and cool thewater. but if this is not possible.


use the cleanest wate ,LIrRE 7
availIbleUse whatever clean container isavailable such as a jar. pot. or 
WATER
 

bottle.
0 Pour all the powder from one packet into the water and mix well until the powder iscompletely dissolved.
 
Taste the solution so that you know what it tastes like.
Fresh ORS solution should be mixed each day in aclean container. The containershould be kept covered. Any solution remaining from the day before should be thrown 

away r i 

How 
to treat a child %ith diarrhoeaOn the basis of the asse.sment of the degree of dehydration of the child, the health
 
worker should ,elect one of the following treatment plans:
o Treatment plan A-to prevent dehydration:o Treatment plan B-to treat dehydration with ORS solution;O Treatment plan C-to treat severe dehydration quickly.Initiall,. the health worker follows one of these treatment plans, he i iy also need totreat other 
 erious problems that hate been identified.
 
f In all caes. the mother should first be complimented on bringing the child to be cared
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TREATMENT PLAN A
 

TO PREVENT DEHYDRATION
 

Explain to the mother how to treat diarrhoea at home 
following three rules: 

1. 	 GIVE YOUR CHILD MORE FLUIDS THAN USUAL, such as: 
o 	rice water, fruit juice, weak tea, soup, or salt and sugar solution; and
 

breast milk, or milk feeds mixed with equal amounts ol water.
* 

2. 	 GIVE YOUR CHILD FOOD: 
* 	as much as he wants: 
* 	5 to 7 times a day: 
o which is easy to digest: 
* 	which contains potassium. 

3. 	 WATCH FOR SIGNS OF DEHYDRATION. (You must show the mother how to ASK, 

LOOK, and FEEL for the signs. Then ask her to show you what she has learned.) 

BRING YOUR CHILD BACK. IF:
 
O you see any signs;
 
o 	your child has diarrhoea for another two days. 

Tell the mother these rules are important. 
Explain that she can prevent diarrhoea, if: 

she gives her child fresh, clean and well-cooked food and clean drinking-water:* 
* 	 she practises good hygiene. 

Show the mother how to prepare and give ORS solution at home, if: 

o her child has been on plan 8; 
o it isnational policy to give ORS solution to all children who visit a health centre for diarrhoea
 

treatment:
 
o the mother cannot come back if the diarrhoea gets worse. 

GIVE THE MOTHER ENOUGH ORS PACKETS FOR 2 DAYS. 

TELL HER THAT, AFTER EACH LOOSE STOOL, SHE SHOULD GIVE: 

* 	50-100 ml (,- cup) of ORS solution for a child less than 2 years old; 
* 	100-200 ml for older children. 

Adults can take as much as they want. 

Ifthe child vomits, she should wait 10 minutes and then continue slowly giving small amounts. 

NOTE: Children being given ORS solution should not also receive salt and sugar solution. 

15 
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TREATiVENT PLAN B
 
TO TREAT DEHYDRATION 
 WITH ORS SOLUiON 
1. USE THIS TABLE TO SEE HOW MUCH ORS SOLUTION IS SUITABLE FOR


4-6 HO"RS' TREATMENT:
 

Patient's weight 75 	 20 30 40 50 
in kilograms I 

Patient's age 2 468 101218 2 3 4 6months --- )- ( 8 15 adultye ars---.--

Give this in ml: 200-400 400-600much	 600-800 800-1000 1000-2000 2000-4000 
solution in local
 
for 4-6 unit of
 
hours measure:
 

* Use the patient's age only when you do not know thp weight. 
If the patient wants more ORS solution, give more. Ifthe eyelids become puffy, stop and giveother fluids. If diarrhoea continues, use ORS solution again when the puffiness has gone. 
Ifthe child vomits, wait 10 minutes and then continue slowly giving small amounts of ORS solution. 

2. 	 If the mother can remain at the health centre:
O tell her how much ORS solution to give her child;
 
o show her how to give it; 
o watch her give it. 

3. 	 After 4-6 hours reassess the child.
Then choose the suitable treatment plan.
 
NOTE: 
 FOR CHILDREN UNDER 12 MONTHS CONTINUING TREATMENT PLAN BAFTER 4-6 HOURS, TELL THE MOTHER TO GIVE:

O breast-milk feeds between drinks of the ORS solution, oro 	100-200 ml of ctean water before continuing ORS, ifshe does not breast-feed her child. 
4. 	 If the mother must leave before completing treatment 

plan B, tell her:o to finish the 4-6 hour treatment as in 1above;
O to give the child as much ORS solution as he wants after the treatment;
O to look for signs of deh,,dration and, if the child has any, to return the next morning. 
Give her enough ORS packets for 2 days and show her how to prepare ORS solution. 

Explain briefly how to prevent diarrhoea. 
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TREATMENT PLAN C
 
TO TREAT SEVERE DEHYDRATION QUICKLY
 

Follow the arrows. If the answer to the questions is 'yes', go across. If it is 'no', 
go down. 

START HERE 

Can you give 
intravenous (IV)
fluids?freassess 

IYES ) 
1. Give IV fluids 
2 After 4-6 hours. 

the child and 
choose the suitable 
treatment plan. 

1 Start treatment 
Can the child Y- \ with ORS solution, 
drink? YE as in Treatment 

Plan B. 

2. Send the child 

for IV treatment. 

Are you trained 1. Start rehydration 

to use a naso- using the tube. 
gastric tube for YES ......... 2. It IV treatment is 
rehydration? avalable nearby, 

send the child for 
immediate IV 
treatment 

55 
URGENT Send 
the child for 
IV treatment. 

NOTE: If the child has a high fever, show the mother how to cool the child with a wet cloth and 
fanning. 

aSee Annex 3. 
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5. PREVENTING DIARRHOEA
 

An important job of the health worker is to help prevent diarrhoea by teaching peoplesome simple facts about food and feeding children, water, and hygiene. 

Food and how best to feed children 

Table 2 summarizes all of the following points: 

o Breast-feeding, whenever the baby wants to be fed, is very

important in the first 4-6 months of life. Breast milk is the best
food for babies of this age and helps to prevent and stop

infections, including diarrhoea. Breast-feeding should
 
continue for at least 2 years.
 

o When breast-feding is not possible, milk formulas must
be given. It is better to give milk formulas with a cup and spoon
than a bottle. Feeding babies milk from bottles is not good 
 -because it is difficult to keep the bottles clean.
 

0 It is important that mothers know that they should eat
 
more food than normal during pregnancy and when they are
 
breast-feeding.
 

o At 4-6 months allbabies should start to have other foods
 
as well as milk or milk formula. Soft mashed foods are best. ( -"'


0All food should be fresh and prepared in a clean place 

using clean pots and utensils. .. 

O Cooked food should be eaten while still hot, or well 
heated again before eating. 

o Uncooked food should be washed in clean water before 
eating. 

)
 

21 



Table 2. Feeding children d 

Child's age Breast-feeding Other foods 

Birth Start at birth. Feed None, unless not enough,%,henever the baby wants breast milk4 months Continue Add at least two other soft, mashed 
foods" twice a day6 months Continue 'Add other fods our times adayOne year or older Continue up to at least 2 years All foods 4-6 times a day 

of age 

a Adapted from Guidelines for training community health workers in nutrition. Geneva, World Health Organization,

1981 (Offset Publication, No. 59).
b These foods should be "energy-rich". Most staple foods (such as cereals, roots, tubers, and stems) do not cntain
enough energy per unit weight for infants and young children. Where possible, some oils, fats, or sugars should be
added. The diet should be varied with the addition of legumes, meats, fish, fresh fruits, and leafy green vegetables.
 

Water
 
0 
 Drinking-water should be taken from the cleanest possible'source. Unless you aresure that the water is safe, it should be boiled before drinking. This water should be keptin a clean, covered container and used only for drinking.0 Washing the body, clothes, or pots and utensils should not be done at the source ofthe drinking-water.
G Stools and urine should not be passed in or near the source of drinking-water. 

Hlygiene 
Hvgicne concerns activities to stop germs from infecting the body. These activitiesinvolve the village, the household, and each person at home. The health worker shoulddiscuss the points listed below with all members of the village. He should learn fromthem the local beliefs about diarrhoea, encourage the beliefs that are helpful, and
explain why some local practices are harmful.
 
O The messages in the previous sections about food preparation and water are alsoabout hygiene.

O Dirt. rubbish, stools, and urine contain germs that cause infections sometimes


resulting in diarrhoea.0 Stools and urine should be passed in a latrine, which should be kept clean. If there isno latrine, stools and urine should be passed in one place away from the village and awayfrom the source of drinking-water. Stools passed by children near the house should betaken away or buried. o Hands should always be washed after passing stools and before preparing food,eating, or feeding children. Children's hands should be washed too. 

22 
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These rccord, ',ho I I be kept for peri odical review by tile supern,,1r in OrdL'r tomonitor the use of ajrihs 5cr-Nices and to help plan future services.The forms used for patient records may be different in different facilities or arcas. It isimportant that the form contains at least the minimum data described above, and that theform is eajgy to understand and easy to fill in. If existing record-keeping systems in yourhealth area do not include this minimum information, you might want either to niodifythem to include that information or to create new forms. If the same form is used by allthe health workers in your area, it will he easier to collect data when monitoring the use ofservices. 

Essential knowledge: Section 4 
The health worker should be able to:
 
- demonstrate how to prepare ORS solution correctly
-
 demonstrate how to prepare alternative solutions and explain when
this isappropriate
 
- utilize treatment plans A, B, and C correctly


keep appropriate records of treatment given.
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Remember this about treatment of diarrhoea 

" 	The most important problerri that must be treated in a patient with diarrhoea is 
dehydration. 

O 	 Family members should be educated about treating diarrhoea properly in the home. 
This can often prevent dehydration from occurring. 

O 	When a child comes to a health worker with diarrhoea, the health worker should: 
-ask, look, and feel for signs of dehydration; 
-select a treatment plan based on the degree of dehydration;
-give oral rehydration therapy to dehydrated children; 
---check for serious problems other than diarrhoea, and give appropriate treatment 

for any serious problems found. 

O Use the Diarrhoea Treatment Chart when assessing and treating children with
 
diarrhoea.
 



ANNEX1. HOW TO IAKE SALT AND SUGAR SOLU 110N 
AT [{OME 

A special drink (salt, sugar, and water) can be made at home to treat diarrhoea and
prevent dehydration. There are many methods that can be used for measuring the correct 
amounts of sugar and salt. The following are two examples. 

Example 1 

This example shows a method for mixing one litre of special drink. 

What you need 
O A spoon. This should be a small spoon (a teaspoon) that holds 4-5 ml of fluid. 

O A clean container that will hold 1 litre or a little more. 

O Salt, as used on food or for cooking. 

o Sugar of any sort-unrefined lump sugar or purified sugar. 

o Drinking-water (clean or boiled water). 

What to do 

C Measure one litre of drinking-water into
 
the container; this can be done, for example,
 
by measuring out 5 cupfuls of about 200 ml each.
 HEAPED 

o Take salt in a teaspoon, level it with a TEASPOON 

knife or a flat object (see Fig. A]). Add one
 
level spoonful of salt to the water and mix.
 

0 Taste the salt and water. It should not
 
be very salty. If it tastes more salty than tears,
 
pour away this mixture and make it again .AKNG ALEVr
 
with less salt. TEASPOONFUL
 

o Take 8 level teaspoonfuls of sugar. Put 
these in the water and mix. 

Fig. Al. When measuring salt and sugar, do not use a 
heaped teaspoon. Make a level teaspoonful by using a 
knife or other flat object. (Fig. A1-A4 are reproduced
from KING, M. ET AL. Primary child care. A manual for 
health workers. Oxford, Oxford University Press, 1978.) 
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ANNEX 5. CE-rCiILISI'O POIN'rS OF IESSENi'AL
 
KNOWLEDGE 

In order to prevent and treat acute diarrhoea a health worker should be able to: 

- define diarrhoea in a way that is appropriate to the setting in which ie/she works 

- distinguish between acute and chronic diarrhoea 
- explain why diarrhoea is dangerous 
- explain how diarrhoea causes dehydration 
- describe the basic principles of the treatment of diarrhoea 
- explain and demonstrate to family members how to treat diarrhoea in the home to 

prevent dehydration 
- explain the three rules for home treatment 
- ask, look, and feel for the signs of dehydration or other serious problems 
- determine the appropriate treatment plan using the assessment chart given in 

Annex 7 
- demonstrate how to prepare ORS solution correctly 
- demonstrate how to prepare alternative solutions and explain when this is 

appropriate 
- utilize treatment plans A, B, and C correctly 
- keep appropriate records of treatment given 
- explain to family members the principles of preventing diarrhoea. 
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a major contributor to malnutrition. 

morbidity in the developing countries, and 


I. INTRODUCTION 

Acute diarrhoeal diseases are one of the leading causes of childhood mortality and 

Accurate 

of the problem are difficult to obtain, but a recent analysis of
 
data on the global extent 


one year or more suggests that
 
findings of 27 active surveillance studies conducted for
the 
 in
 

around 750 million episodes of diarrhoea occur each year in children below 5 years of age 


From the same study, it is estimated
 Asia (excluding China), Africa, and Latin America. 

age group die annually from acute diarrhoea:
that between 4 and 5 million children in this 


Such repeated attacks of diarrhoea
80% of these deaths occur in the first 2 years of life. 

food restrictiod by
lead to malnutrition and growth retardation because of associated 


A number of othe' studies have shown acute diarrhoeal
mothers, anorexia, and malabsorption. 


diseases to be more severe in under-nourished infants and young children.
 

The acute diarrhoeas are also a significant cause of ::orbidity and lost working time
 

among adults and older children in many countries. For example, enterotoxigenic Esch :ichia
 

the countries of the developing
coli are a significant cause of watery diarrhoea in adults in 


wor d as well as in travellers to these countries from industrialized countries.
 

The cholera pandemic which began in 1961 has continued to spread to new areas in most
 

years; however, cholera accounts for less than 5-10% of all acute diarrhoea cases. It is
 
and is treated
clinically indistinguishable from other acute diarrhoeas in over 90% of cases 


in the same manner.
 

causes of diarrhoea
The recent recognition of the role of certain viruses and bacteria as 


now makes it possible to identify the causative agents in over two thirds of the diarrhoea
 

patients presenting at treatment centres. This dramatic development reverses the situation
 

present only a decade ago when over 80% of the cases remained undiagnosed and were labelled
 

as "acute undifferentiated diarrhoeas". Some information about the common diarrhoea
 

pathogens is summarized in Annex 1.
 

A significant development in recent years has been the discovery that dehydration from
 

acute diarrhoeas of all etiologies and in all age groups can be safely and effectively
 

treated by the simple method of oral rehydration using a single fluid. Glucose, sodium
 

chloride, trisodium citrate*, and potassium chloride 
- in a mixture known as Oral Rehydration
 

Salts (ORS) - are dissolved in water to form ORS Solution. Administered orally, this
 

Solution is absorbed in the small intestine even during copious diarrhoea. Oral rehydration
 

has made it possible to undertake a global Diarrhoeal Diseases Control Programme for reducing
 

deaths from acute diarrhoeas and diarrhoea-associated malnutrition. Moreover, it serves i3
 

an effective entry point for the promotion of appropriate child care and environmental health
 

practices for reducing morbidity, which is the long-term goal of the Programme.
 

2. PURPOSE OF THIS MANUAL
 

The manual describes the principles and practices of treating diarrhoea in all ages, 

placing special emphasis on the use of oral rehydration therapy in infants - the most 

vulnerable age group - along with proper dietary manageme t during and after acute 

diarrhoea. It also outlines the child care practices that are vital for the prevention of 

diarrhoea, such as breast feeding and appropriate weaning, and good domestic hygiene. It i3
 

recognized that its content will require adaptation to suit local needs and situations.
 

The manual is intended for physicians and other senior-level health workers. To assist
 

a
in the training of peripheral health staff (in particular comnrunity health workers) 


separate publication is available entitled: "Treatment and Prevention of Acute Diarrhoea:
 

Minor differences in the management
Guidelines for the Trainers of Health Workers". 


procedures proposed in the two documents are for two reasons: the fact that
 

'Sodium hydrogen carbonate (sodium bicarbonate) can be used instead of trisodium citrate.
 

The formula containing trisodium citrate has been shown to be more effective, more stable
 

and, under suitable climatic conditions, can be packaged at a lower cost.
 



HEALTH BASICS: 
ORAL REHYDRATION 
THERAPY 
ORAL REHYDRATION THERAPY 
Oral Rehydration Therapy (ORT) is the cheap. simple and effective way to treat dehydration caused by diarrhoea. When
diarrhoea occurs, essential fluids and salts are lost from the body and must be quickly replaced. Many of the millions of
children who die ever-' }'ear in developing countries from diarrhoea could be saved if they were given ORT promptly. This
includes giving extra fluids at home such as tea, soups, rice water and fruit juices to prevent dehydration, and the use of oral
rehydration salts (ORS) solution to treat dehydration. Made up with clean water the ORS drink contains the main elements
that are lost from the body during diarrhoea. It iseffective in treating dehydration resulting from all types of acute diarrhoeal 
diseases. 

Many countries no" have diarrhoeal disease control programmes, but ORT is still not nearly as widely used as it should be
and more effective information dissemination and promotion of ORT is necessary. 

This leaflet 
This leaflet answers some of the most common questions asked about ORT and we hope that it will be useful. Please send us 
any comments about your own work with ORT. 

What is dehydration? 
Dehydration is the loss of water and body salts through
diarrhoea. Early features are difficult to detect but include 
dryness of mouth and thirst. The signs of dehydration 
include: sunken fontanelle (in infants); fast. weak pulse;
breathing faster than normal: loss of skin elasticity; sunken. 
dry eves and reduced amount of urine. Rehvdration is the 
correction of dehydration. 

What is ORT? 
ORT is the giving of fluid by mouth to prevent and/or 
correct the dehydration that is aresult of diarrhoea. As soon 
as diarrhoea begins, treatment using home remedies to 
prevent dehydration must be started. If adults or children 
have not been given extra drinks, or if in spite of this 
dehydration does occur. the\ must be treated with a special
drink made with oral rehvdration salts (ORS). The formula 
for ORS recommended by WHO and UNICEF contains: 

3.5 gms sodium chloride 
2.9 gms trisodium citrate dihvdrate (or 2.S gms sodium 
bicarbonate) 
1.3 gms potassium chloride
 
20 gms glucose (anhvdrous)
 

The above ingredients are dissolved in one litre of clean 
water. WHO has recently recommended a change in the 
complete formula, replacing 2.5 gms of sodium bicarbonate 
with 2.9 gms of trisodium citrate dihvdrate. The new 
formula gives the packets a longer shelf life and is at least as 
effective in correcting acidosis and reducing stool volume. 
Packets containing sodium bicarbonate are still safe and 
effective. 

salts more efficiently. ORT alone is an effective treatment 
for 90-95 per cent of patients suffering from acute watery
diarrhoea, regardless of cause. This makes intravenous drip
therapy unnecessary in all but the most severe cases. 

'
 

.
 

' 
. - , " 

A Haitian mother gives ORS solution to her child. 

Can ORS be used for everyone?How does ORT work? ORT issafe and can be used to treat anyone suffering from
Acute diarrhoea normally only lasts a few davs. ORT does diarrhoea, without having to make a detailed diagnosis
not stop the diarrhoea, but it replaces the lost fluids and before the solution is given. Adults need rehydration
essential salts thus preventing or treating dehydration and treatment as much as children. although children must
reducing the danger. The glucose contained in ORS always be treated immediately because they' become
solution enables the intestine to absorb the fluid and the dehydrated more quickly. 
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4 
What should he done if the child 'omits? 
Vomiting does not usually prevent the therapy from being
successful. Mothers must be ti:ught to persist in giving ORS 
solution, even though this requires time and patience. The' 
should give regular, small sips of fluid Gi Ing ORT reduces 
nausea and vomiting and restores the appetite through"
correction of acidosis and potassium losses. 

Should feeding continue at the same time as ORT? 
Feeding, especially breastfeeding, should be continued 
once dehydration has been corrected. Even if the diarrhoea 
continues or the child isvomiting, some of the nutrients are 
being absorbed. Suitable food should not be withheld. as. 
the child may become malnourished. Once the diarrhoea 
episode has passed, the child should be given more food 
than usual to make up for losses during diarrhoea. 
Breastfeeding is particularly beneficial because breastmilk 
is easily digestible. It also contains protective substances 
which help to overcome the infection causing the diarrhoea. 

What sort of foods are good during diarrhoea? 
" High energy foods such as fats, yoghurt and cereals are 

quite well absorbed during diarrhoea. Small, frequent
feeds of energy-rich local foods familiar to the child 
should be given. A little vegetable oil can be added to 
foods such as millet or rice to increase the energy content. 

" Foods high in potassium are important to restore the 
bodv's essential stores depleted during diarrhoea. Such 
foods include lentils, bananas. mangoes. pineapples, 
pawpaw, coconut milk and citrus fruits 

" Certain foods should be avoided during diarrhoea, for 
example those containing a lot of fibre such as coarse
fruits and vegetables, wholegrain cereals and spicy foods. 

/ 

V-

Small, frequent feeds of energy-rich local foods should be given 
during diarrhoea, 

j 'L "r-. 
,_., -, 

" 
,
 

A; 
_
 

A 

,
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Wherever possible, clean drinking water should be used to make up 
oral rehydration solution. 

Is it necessary to use drugs as well as ORT? 
Drugs should not be used except in the most severe cases. 
Even then they should be administered with care, 
preferably after the organism causing the diarrhoea has
been identified. Small children with dysentery and fever 
require an antibiotic. Refer such patients to a health service 
for advice. ORT on its own is usually enough to rehvdrate 
the child. Unnecessary antibiotic therapy upsets the normal 
bacteriological balance of the intestine. Many anti
diarrhoeal preparations have proved to be either ineffective 
or too powerful for very small infants. 

Can the solution be made with dirty water? 
The benefits of fluid replacement in diarrhoea far outweigh

the risks of using contaminated water to make up oral
 
rehydration solution. In situations where it isdifficult to boil
 
water, mothers are advised to use the cleanest water
 
possible.
 

Can ORS solution be stored? 
Generally a made-up solution should be covered and not 
kept for more than 24 hours, due to the risk of 
bacteriological contamination. Packets of ORS should be 
stored carefully and not kept in temperatures of over 30'C 
or in conditions of high humidity. Where the ingredients to 
make up ORS are being stored in bulk the glucose/sucrose 
should be kept apart from the rest of the dry ingredients.
The new citrate formula ORS has a longer shelf life. 

Treatment plans on pages 4, 5 and 6 taken from the CDDI 
WHO Supervisory Skills course, from the module on the 
treatment of diarrhoea. 
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ORT: COUNTRY EXAMPLES
 
Trinidad and Tobago 
In 1980. the Ministry of Health began 

a programme with the help of the 
International Development Research 
Centre (IDRC) to promote ORT inPort-of-Spain. At that time, a third of 
allt ainAmrtati, was d d tof 
all infant mortality was due todehydration from diarrhoea. In 1981, 
an oral rehvdration therapy unit was 
opened in the main hospital, run by' 
nursing staff who had been trained by a 
paediatrician from the University of 
the West Indies. The unit was open 
daily and treated cases of mild to 
moderate dehydration using the locally
produced CiRS-GESOL.- Mothers 
were also given advice on using ORT at 
home. and about feeding and 
diarrhoea. Some objections were 
raised to the Icading role played by the 
nurses in the unit - who only referred 
patients to doctors when they thought it 
necessary. However. these attitudes 
changed when the success of the 
programme became clear. Over a six 
month period there were 540 
admissions to the unit and only 20 of 
these were unsuccessfully treated. The 
oral rehvdration programme also 
greatly reduced the number of 
admissions and deaths in the 
gastroenterology ward. The nursery in 
the ward has now been closed. the 
ORT tacilities are now available all 

over the island and a massive health 
education programme is continuing to 
promote the message of ORT ... 

Indiaonyer7 
"In Naranwal. deaths in children aged 
betwen arnwlas n h dre haed
between 8 days and three years have 
been reduced by half through
community workers using only oral 
rehydration therapy and penicillin 

Ethiopia 
"Since the Ethiopian national 
programme began in 1980. more than50 CDD managers have been trained 
successfully. Future plans include the 
establishment of an ORT training 
centre in Addis Ababa. with UNICEF 
support. the training of more than 300 
nurses in diarrhoea management and 
supervisory skills, and the local 
production of ORS. The Programme's
overall impact will be assessed in 1985 . 

,. 

The Gambia 
"The role of oral rehydration therapy 
in diarrhoeal disease control has been 
emphasized at two levels by the 
Gambian government. Health workers 
have been taught to administer ORT 
using oral rehydration salts. and 

mothers have heen taught to mix a safe 
sugar-salt solution at home. The 
message has been successfully 
reinforced bN a media campaign after-
one year 67 per cent of mothers couldrcntfmthscul 
correctly mix a home solution and 47 
per cent had used it once or more to 
treat their children. Not surprisingly. 
this early preventive treatment at home 
has led to a drop in the number of 
mothers taking children with diarrhoea 
to health centres from 85 per cent to 50 
per cent.. 

hilippines 
"The National ORT programme was 
introduced in the Philippines after 
encouraging field trials. ORT was 
accepted by mothers who saw the 
beneficial results of using it. An earl' 
problem was finding an easily available 
measuring device - initially local beer 
bottles were used as they were found in 
most homes. Later a drinking glass. 
originally the container for a popular 
brand of coffee. was found to be more 
practical. Good overall co-ordination 
of the national programme was 
essential to its success. Problems arose 
in the early stages when, for example. 
packets of salts were delivered without 
proper instruction to mothers by staff 
who were not trained properly.. " 

HEALTH BASICS: ORT RESOURCE LIST
 
Publications and newlettersThe Management of Diarrhoea and use of 
Oral Rehi dration Therap. - AJoint WHO' 
UNICEF Statement. 1983. Available from 
WHO and UNICEF (see list of addresses). 

C 

Free. 

Oral Reh.dration Therap. tORT) for 
Childhood Diarrhoea. 1984. (Revised
edition). Population Reports. .eries L. No. 
2. Issues in World Health. Available from 
Population Information Programme. John 
Hopkins Uniersit.. USA (see list of 
addresses). Free. 

Proceedings of the International Conference 
on Oral Rehydration Therap) IICORT),
1983. Asailable from the United States 
Agency for International Development 
(see list of addresses). Free. 

Oral rehydration therapy - Information forAction Resource Guide. 1983. Prepared for 
UNICEF bs the World Federation of Public 
Health Associations (see list of addresses). 
Journal of Diarrhoeal Diseases Research. 
Published quarterly by the International 
Centre for Diarrhoeal Disease Research.Bangladesh (ICDDR.B). Cost USSlS.00to 

developing countries for four issues. (see

list of addresses for ICDDR.B details).
 

WHO Training Materials* 

A Manual for the Treatment of Acute 

Diarrhoea - for use by physicians and other 

senior health ,orkers. 

Guidelines for the Trainers of Communit% 

Health Workers on the Treatment and 

Preiention of Acute Diarrhoea, 


'For a full list of all WHO materials on 
clinicalmanagement of diarrhoea,training,
development of diarrhoeal disease control program,nes etc. itrite to the Director of theCDD Programme at the address given on the 
resource list. Ad 

--W -Bibliographies
Resource Guide on Oral Rehidration 

Therap, 1983. US S50) (prepaid. 
airmail). World Federation of Public 
Health Associations. Available from the 
American Public Health Association (see
list of addresses) 
Oral Rehidration Therapy: An Annotated 
Biblography, 1983. Scientific Publication 
No. -W45. Pan American Health 
Association. (Second edition). (see lit of 
addresses) 
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Newsletters Jamaica: What to do when your habi tasDiarrhoea Dialogue. a The Medex Group (if) (I)OiiarterlI newshlteer diarrhoea. 1982. MiuistrN of Ilcalth. P.) Health Manpower )evelopment Staffoin all aspects of the prevention and control Box 47S. Kingston. Jamaica. John A Burns Schol (f Medicineof dlia rrtihal direncs Asoallhe n libcria Caring
Englih. Spanih. 

for Children and U\niversitv of IawaiiFrench. PDrtuguese a Diarrhoea. NIClEF'lnscrvice EducationAralico 11)60 East-Wcst Roaiid jA nMrder fr,,m AUKRTA(j. UK (See l)i,ision. Mlinistr, Hea'lth Socialof and Honolululistl of addres,,s 0 .l'fare. P 0 *Ba 90ttQ, Monrovia Hassaii Q6822 A
Glimpse. A ne'%sletter reporting on the liberia. 
activities at IC'DDRB. Published S times)a icaraeua; Diarrhoea control 

ISA 
and 0 Pan-American Healthprevention material: Jornadas Populares de 

Organization 
(PAHOt (D) (H) (T) (R) (S)

Mothers and Children. Published three Salud. Ministerio de Salud Publica. Contact: Mr C Drasbektimes a %car in English. French and Managua. Nicaragua. In Spanish. 525 23rd Street. N.W.Spanish Free to developing countries, 
Washington D.C 20037USS5.(9) to others. Availahle from Zambia Special position paperLon Nutrition LSAAmerican Public Health Association. and Diarrhoea. Health Education Unit.USA. (See list of addresses.) P.O. Box 30205. Lusaka. Zambia, * Population Information Programme

Saluhritas. Published quarterly in EnglishteL8$I .()).,'eaat n c mmuityThe Upd (H) (T)John Hopkins Universityat USSIRINi year. Update oin communityhealth resource material Asailable from Sources of information apo osHampton HouseAmerican Public Health Association, Code: Development of diarrhoeal disease 624 North Broadway
USA. (See list of addresses) control programmes (D) Health education Baltimore 

and informationWorld Neighbours in (H) Training (T) Maryland 21205Action. Quarterly Oprational"hov.-to-do t' newsletter on primarN 
and applied research (R USAhealth Supply and distribution of ORS (S)care published b World Neihbours (See roa nProgram for Appropriate Technologylist of addresses ) in

0 Academy for Educational Development Health (PATH) (H) (T) (S)
Oral Rehydration: Bulletin of the Oral (AED) 
 (H) (T) Contact: Vivien TsuRehydration Scheme of RUHSA. Published Contact: Dr William Smithbi-monthl by RUeHSA. Christian Medical Canal Place1414 22nd Street. N.W. 130 Nickerson StreetCollege. 'ellore. P.O Tamil Nadu 632 209. Vashington D.C. 298037 Seattle
 
Indi.USA 


Washington 9109H Agency for International Development USAHealth education and teaching (AID) (D) (H)(T) (RI S)aids Ross Institute of Tropical Hygiene (D)Contact: Mr Robert Cla\Diarrhoeal Diseases Control: Examples of Office of HealthHealth Education Materials 1982. WHO/ (HI (Ti
Bureau for Science and Technology London School of Tropical Medicine andCDD. Examples of posters. flashcards and Agency for International Development Hygieneleaflets from diarrhoeal disease control Vashington D.C 2(523 Keppel Street (Gower Street)orldwide. * American Public Health Association London WCIE 7HT


Medex Workbook for Community Health (APHA(H)

Workers. No 32! Prevention and Care of Contact: Gayle Gibbons 

UK
 

Diarrhoea. 1983. (USS5.8(t. inc surface Clearinghouse on Infant Feeding and 
 0 Save the Children Federation (H)mail. Available from The Medex Group - Maternal Nutrition 48 Wilton Road 
see address section). 1015 15th Street. N W. Westport
Helping Health Workers Learn. Available Washington D.C. 20M)5 CT 06880
from TALC. UK and the Hesperian USAFoundation. USA. (See list of addresses.) 0 Appropriate 
 Health Resources and * Teaching Aids at Low Cost (TALC) (H)

Specific country-materials Technologies Action Group (AHRTAG) (H) Contact: Mrs B HarveyContact: Denise Avres P.O. Box 49Bangladesh: Manual on Treatmet and 85 Marlebone High Street ST AlbansPrevention of Diarrhoea. 1980. London W IM 3DE Herts ALl 4AXInternational Centre for Diarrhoeal UK 

Diseases Research. Bangladesh. (See 

UK
 

address section. ) * Diarrhoeal Diseases Control Programme 9 United Nationstraining Children's FundSmall manual and flipchart for (CDD) (D) (H) (T) IR) (S) (UNICEF) (D) (H) (S)CHWs Contact: Dr M H Merson Contact: Mr R GoodallThe Gambia: Health Workers Manual for World Health Organization United Nationsthe Management of Acute Diarrhoea in the 1211 Geneva 27 TPdazat41234CGambia. December 1981. Health Education ,wit~erland Ness York, NY 10017Uiit. Derartment of Medical and Health e The Hesperian Foundation (H) USAServices. Ban jul. The Gambia. Contact: Dr David Werner

India: Better During
Care Diarrhoea. P.O. Box 1692 * Voluntary Health Association of India\oluntarv Health .\ssociation of India (see Palo Alto (VHAI) (H) (T)addres, ection 1 California Q4302 C14 Community CentreSmall booklet about diarrhoea and LSA Safdarjang Development Areadehsdration for WellC-Vl illustrated 0 International Centre for Dlarrhoeal Indiassith photographs (Gives teaching adv.ice Diseases Research, Bangladesh (ICDDR.B)and health messages. (H) (T) (R) * World Neighbors (H)
Indonesia: Lina Regains her health ,ith Contact: Dr W B Greenough I1 5116 N PortlandSugar and Salt Solution. Sase the Children P 0 Box 128 Oklahoma CityFund. USA (see address section). Pamphlet Dhakz OKA 73112and flip chart. Baneladesh LISA 
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USING ORT TO PREVENT AND TREAT DEHYDRATION 	 'X" A--

Preventing dehydration PI 
Mothers must learn: 
* to respond to diarrhoea imnediatelv by giving extra suitable drinks (see paragraph on home solutions below).* to recogntze the signs of dehydration which need ORS or special care. 
If ORT isgiven at home early on. dehydration can often be prevented and many children will not become so ill that they need 
to see ahealth worker. 

Home drinks to prevent dehydration
• Mothers can use household liquids, preferably those that have been boiled, such as rice water or carrot soup. Ideally thesedrinks should contain starches and/or sugars as a source of glucose and energy, some sodium and preferably some

potassium.
* A simple salt/sugar solution, if these ingredients are available, isalso suitable for early oral rehydration therapy. I levelteaspoon (5ml) of salt should be mixed with 8level teaspoons of sugar in alitre of drinking water. Cooking salt can be usedfor this. but rock salt does not work as well because it will not dissolve easily. Molasses and other forms of raw sugar can beused instead of white sugar, and these contain more potassium than white sugar. Do not use too much salt. If the solutionhas too much salt the child may refuse to drink it. Also, too much salt can, in extreme cases, cause convulsions. Too littlesalt does no harm but isless efiective in preventing dehydration. (A rough guide to the amount of salt is that the solutionshould taste no saltier than tears.) 

Measuring home solutions
Different countries and different -ommunities use various methods for measuring the salt and sugar. Finger pinch and handmeasuring. and the use of local teaspoons can be taught successfully. A plastic measuring spoon isavailable from TeachingAids at Low Cost (TALC) with proportions to make up 200 ml of sugar/salt solution. Whatever method isused, people needto be carefully instructed in how to mix and use the solutions. 

WHAT TO DO IF 	DEHYDRATION OCCURS
If, despite extra home drinks, dehydration occurs, or the diarrhoea continues for more than two days, the child should betaken to see ahealth worker to be given ORS solution. 

How to assess the degree of dehydration

The table below describes what the health worker should ask and look for, and indicates which treatment plan to follow.
 

I ASK ABOUT DIARRHOEA Lessthan 4 liquidstools perday 4 to tltiquid stoolsperday More than 10liquid stools perday Longerthan 3 weeks duraton 
VOMITING None or a small amount Some 	 (chronic diarrhoea)Very frequent Blood or mucus inthe stool 
THIRST Normal Greater than normal Unable to drink 

URINE Normal Asmall amount dark No unne for 6 hours
 
2 LOOK AT CONDITION Well, alert 
 Unwell. sleepy or imitable 	 Very sleepy, unconscious, floppy Severe undemutnion 

or having fitsTEARS Present Absent Absent 

EYES Normal Sunken Very dry and sunken 

MOUTHand Wet Dry 	 Verydry
TONGUE
 

BREATHING Normal Faster than normal Very fast and deep 
3 FEEL SKIN Apinch goes back quickly Apinch goes back slowly Apinch goes back very slowly 

PULSE Normal Faster than normal Very tast. weak, or youcannot
 
FONTANELLE Normal 
 feel tSunken Very sunken
Iin infants) 

4 TAKE TEMPERATURE 

High fever-38.5'C (or 101°F)or
 
greater
 

5 WEIGH IFPOSSIBLE Nowetghtlossduringdiarrhoea Lossof25-t00grams Lossofmorethan lO grams

for each kilogram of weight for each kilogram of weight
 

6 DECIDE The patient has no signs of Ifthe patient has 2ormore If the patient has 2 or more If the pa'ient has chronic diarrhoea,
dehydration of these signs, he has some of these danger signs, he has severe undernutntion, or high feverdehydration severe dehydration treat or refer to the nearest health clinic 

for treatment. If there isblood or mucus in 
Use Plan A 

the stool and high fever. suspec dysentery
Use Plan B Use Plan C and treat with antimicrobials 

PLAN A: NO DEHYDRATION * 
The health worker should discuss home drinks with the mother (see pages 1 and 3). feeding during diarrhoea and properhome hygiene. The mother should be given enough ORS packets for two days if: 
* her child has been on Plan B.
" it isnational policy to give ORS solution to all children who visit ahealth centre for diarrhoea treatment.
" the mother cannot come back if the diarrhoea gets worse. 
Produced by Diarrhoea Dialogue at AHRTAG, 8.Marylebone High Street, London WIM 3DE, UK. 



Mothers given ORS packets to use at home must he carefully shown how to use them. The amount of ORS solution she 
should give is: 
AF'ER EACH L.OOSE STOOL: 
* 	50-I(X) ml (1/4-lk cup) of ORS solution for a child less than 2 years old. 
* 	I1--2() ml for older children. Adults can take as much as they want. 

VOTE: Children receiving ORS solution must also be given the usual amount of ordinary drinks they take each day. The; 
should not also be given salt and sugar solution. 

PLAN B: FOR SOME DEHYDRATION * 

1. USE THIS TABLE TO SEE HOW MUCH ORS SOLUTION 
ISSUITABLE FOR 4-6 HOURS TREATMENT:
 

Patients weight 1130 40 

inkilograms [L II LI..I..I.I....L.I.Lhi I 
Patientsage" 6 n 10 12 18 2 

rri=onihs -
3 

-
4 6 a 
years.. 

15 
-. 

Givethis ihMl 200-400 400-600 600-800 800-1000 1000-2000 
much 
solution in local 
for 4-6 unitof 
hours measure. 

* Use the patients age only when you do not know the weight. 

If the patient wants more ORS solution, give more If the 
eyelids become puff), stop and give other fluids. Use 
ORS solution again when the puffiness isgone. 
If the child vomits, wait 10 minutes and then continue 
slowly giving small amounts of ORS solution. 

2. IF THE MOTHER CAN REMAIN AT THE HEALTH 
CENTRE 
" tell her how much ORS solution to give her child 
* 	show her how to give it 
* 	watch her give it 

3. AFTER 4-6 HOURS REASSESS THE CHILD. THEN 
CHOOSE THE SUITABLE TREATMENT PLAN. 

NOTE: FOR CHILDREN UNDER 12 MONTHS 
CONTINUING TREATMENT PLAN B AFTER "-
HOURS. TELL THE MOTHER TO GIVE: 

PLAN C: FOR SEVERE DEHYDRATION I 

5 

adut
 

2000-4000 

a breastmilk feeds between drinks of the ORS solution. 
or 
e 100-200 mls of clean water before continuing ORS if 
she does not breastfeed her child. 

4. IF THE MOTHER MIUST LEAVE ANY TIME BEFORE 
COMPLETING TREATMENT PLAN B, TELL HER: 
* 	to finish the 4-6 hour treatment as in 1. above 
* 	to give the child as much ORS solution as he wants 

after the treatment 
* 	to look for the signs of dehydration and, if the child has any, to return the next morning. 

Give her enough ORS packets for 2 days and show her
 
how to prepare ORS solution.
 
Explain briefly how to prevent diarrhoea.
 

Follow the arrows. If the answer to the question is 'yes'. go across. If it is 'no', go down. 

START HERE 

Can you give intravenous !.) fluids? 

NO 

Can the child drink? 

1 

Are you trained to use a nasogastric 
tube for rehydration? 

NO 

URGENT Send the child for IVtreatm ent. 

YES 1 Give IVfluids. 
2. After 4-6 hours, reassess the child and 

choose the suitable treatment plan. 

YES 1. Start treatment with ORS solution. 
as inTreatment Plan B. 

2.Send the child for IVtreatment. 

YES 1. Start rehydration using the tube. 
2. IfIVtreatment is available nearby. 

send the child for immediate IVtreatment. 

NOTE: Ifthere is a high fever, show the mother how to cool the child with awet cloth and fanning. 

PI'oduced by Diarrhoea Dialogue at AHRTAG,,5 Marylebone High Street, London WIM 3DE, UK. 



TABLE 1. ASSESSMENT OF DEHYDRATION AND FLUID DEFICIT r 

Signs ano symptoms Mild dehydration Moderate dehydration Severe dehydration cn 

General appearance and condition 
- infants and young children 

- older children and adults 

Radial pulse1 

Thirsty; alert; restless 

Thirsty; alert 

Normal rate and volume 

Thirsty; restless, or lethargic 

but irritable when touched 
Thirsty; alert 

Rapid 

Drowsy; limp, cold, sweaty, cyanoti. 
extremities; may be comatose 
Usually conscious; apprehensive; 

cold, sweaty cyanotic extremities; 
wrinkled skin of fingers and toes; 
muscle cramps; giddiness on standing 

Rapid, feeble, sometimes impalpable 

< 

Respiration 

*Anterior fontanelle 2 

Normal 

Normal 

Deep, may be rapid 

Sunken 

Deep and rapid 

Very sunKen 

Systolic blood pressure 3 

*Skin elasticity4 

*Eyes 

Normal 

Pinch retracts 

Normal 

immediately 

Normal 

Pinch retracts 

Sunken 

slowly 

Less than 10,7 kPa (80 mmHg); may be 

unrecordable 

Pinch retracts very slowly (;2 seconds) 

Deeply sunken 

Tears Present Absent Absent 

Mucous membranes5 

*Urine flow6 

moist 

Normal 

Dry 

Reduced amount and dark 

Very dry 

None passed for several hours; empty 

bladder 

X body weight loss 4-5% 6-91 10Z or more 

Estimated fluid deficit 40-50 ml per kg 60-90 ml per kg 100-110 ml per kg 

*Particularly useful in infants for assessment of dehydration and monitoring of rehydration.
lWhen it is difficult to feel the radial pulse, for example in severely dehydrated patients and infants, feel for the brachial pulse or 
record the heart rate using a stethoscope.2 Useful in infants until fontanelle closes at 6-18 months of age. After closure there is a slight depression in some children.3 Difficult to assess in infants.
4 Not useful in marasmic malnurrition or obesity, 
5Dryness of mouth can be palpated with a clean finger. Mouth may always be dry in a child who habitually breathes by mouth. Mouth may bewet in a dehydrated patient due to vomiting or drinking. 
6A marasmic baby or one receiving hypotonic fluids may pass good urine volumes in the presence of dehydration. 
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TABLE 3. 
GUTDELINES FOR MAINTENANCE THERAPY
 

Note :hat: a the volumes shown are guidelines only.
s clinical status is the best guide to all hydration therapy.
 

Amount of diarrhoea Kind of fluid Administration Amount of fluid 

Mild diarrhoea
 

(not more than 
one stool 
 ORS 
 By mouth; 
 For infants and children
every 2 hours or longer, 
 at home 
 <5 years: 1
 

or less than 5 ml stool
 per kg per hour) 	 100 mi/kg body weight per

day until diarrhoea 
stops
 

OR
 

10 ml/kg body weight after
 
each loose stool
 

For older children/adults:
 
2
As much as required
 

Severe diarrhoea 

(more than one stool ORS By mouth; Replace stool losses volume 
every 2 hours, or more 
than 5 ml of stool per 
kg per hour) 

at treatment 
facility 

for volume; if not measurable 
give 10-20 ml/kg body weight 

per hour until the diarrhoea 
becomes less - then continue 
as for mild diarrhoea 

Severediarrhoea with 
 Treat as for Severe Dehydration in Table 2
 
recurrence of signs
 
of dehydration
 

IBreast milk hould be allowed as 
often as desired in 
addition to ORS Solution. For
 
non-breast-fed children, milk shoul k be diluted with 
an equal quantity of plain water. Other

fluids, including plain water, 
can 
also be given. As a guide, ORS Solution should form 2/3

of the total maintenance fluid intake until 
the diarrhoea stops.
 
2
Thirst is the best guide to maintenance therapy in older 
children and adults. They should
 
drink as much ORS as they want 
as well as 
water and other fluids.
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if, during the time period indicated in Table 2, the calculated volume has been giJen and
,jgns of dehydration are still present, but there has been some improvement, rehydration
 
therapy should be 
continued ot the same rate as long as is necessary.
 

If the signs of dehydration have become worse 
or remain unchanged, the rate of
 
administration and the volume of fluid given may need to be increased. If patients receiving

ORS Solution develop signs of severe dehydration, I.V. therapy should be started as indicated
 
in Table 2.
 

As soon as 
the signs of dehydration have gone, but not before, maintenance therapy should
 
be started.
 

TABLE 2. GUIDELINES FOR REHYDRATION THERAPY
 

When using the 
table below, consider all of the following points:
 

a the volumes shown are guidelines only.

* rehydration must be assessed by clinical examination, not by fluid volume given.

* the volumes shown can be Increased, or administration can be continued at 
the same
 

rate, if necessary to achieve rehydration.
 
# puffiness around the eyes suggests overhydration.
 
e maintenance therapy should be started as 
soon as the signs of dehydration have gone,
 

but not before.
 

Degree of 
 Volume of fluid
 
dehydration Age group Type of fluid 
 (per kg body weight) Type of administration
 

Mild All ORS I
50 ml/kg Within 4 hours
 

Moderate All 
 ORS 100 ml/kg1 Within 4 hours
 

IV2
Severe Infants 
 70 ml/kg Within 3 hours
 
Ringer's
 
Lactate
 

IF SIGNS OF DEHYDRATION ARE STILL PRESENT, FOLLOW BY:
 

ORS 20 ml/kg Per hour
 

IV2
Older 
 100 ml/kg Within 4 hours; 
initially

children Ringer's 
 as fast as possible until
 
and adults Lactate 
 radial pulse is palpable
 

]During the initial 
stages of therapy while still dehydrated, adults can usually consume up

to 750 ml per hour and children up to 300 ml per hour.
 

21f Ringer's Lactate is not available, one of the other I.V. solutions 
listed in Annex 2
 
may be used in the same volumes as shown above 
(except for 1/2 Strength Darrow's Solution,

for which 
the volumes shown above should be increased by 50%).
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ANNEX 2 

REHYDRATION SOLUTIONS
 

COMPOSITION AND PHYSIOLOGICAL CONSIDERATIONS
 

1. ORS Solution
 

The formula for Oral Rehydration Salts (ORS) recommended by WHO, and first used in 1971,
 

is shown in Table A. The quantities shown are for the preparation of one litre of ORS
 

this solution are shown in Table B.
 
Solution and the concentrations of the components of 


When properly prepared and administered ORS Solution provides adequate 
quantities of
 

correct the deficits associated with acute diarrhoea. The presence of
 
electrolytes to 


large body potassium losses associated
potassium in the solution is important in view of the 

The function of the citrate or bicarbonate
with acute diarrhoea, especially in infants. 


correct the acidosis. The absorption of sodium and water in
 present in ORS Solution is to 

presence of glucose. This fact remains true


the small intestine is more rapid in the 

of the diarrhoea and forms the physiological basis of oral
irrespective of the cause 


rehydration therapy using ORS Solution.
 

TABLE A: COMPOSITION BY WEIGHT OF ORAL REHYDRATION SALTS (ORS)
 

litre of ORS Solution)
(Quantities shown are for preparation of one 


Grams
Ingredient 


3.5 

(Trisodium citrate,dihydrate 2.9) 

( or- ) 

(Sodium hydrogen carbonate (sodium bicarbonate) 2.5)
 

Sodium chloride 


1.5
Potassium chloride 


Glucose,anhydrous* 20.0
 

*Or Glucose,monohydrate 22.0 g, or Sucrose 40.0 g.
 

TABLE B: MOLAR CONCENTRATION OF COMPONENTS OF ORS SOLUTION
 

mmol/litre of water
 

Component
 
Citrate containing Bicarbonate containing
 

solution 
 solution
 

90
Sodium 90 

20
Potassium 20 

80
Chloride 80 

-
10
Citrate 

30
Bicarbonate -


Ill
Glucose Ill 




APPENDIX
 

PERSONS CONTACTED BY THE ORT STUDY TEAM
 

Dr. Amilcar Acevedo
 
Programa de Superviviencia Infantil
 
DGSS
 
MSPAS
 

Dr. Hector Aguilar

Facultad de Farmacia
 
USAC
 

Ms. Betsy Alexander
 
Project Concern
 
Santiago AtitlAn
 
Solold
 

Dr. Francisco Alonzo
 
Organismo de Planificaci6n y Coordinaci6n Academica
Facultad de Medicina, Edificio M-4, Oficina 104
 
USAC
 

Dr. Carlos Andrade
 
Facultad de Medicina
 
Universidad Francisco Marroquin
 

Lic. Carlos Andrino
 
AID
 

Dr. Edilberto Antesana
 
OPS
 

Dr. Francisco Arenas
 
Division de Atenci6n a las Personas
 
DGSS
 
MSPAS
 

Enfermera Graduada Lilian Argentina Ruiz
 
Jefatura de Salud
 
El Progreso
 

Lic. Rafael Armas
 
Unidad InformAtica
 
DGSS
 
MSPAS
 

Licda. Lesbia Arriaza
 
LAPROMED
 

Lic. America de Jesus Aveda~o
 
Escuela Nacional de Enfermeria
 
Hospital Roosevelt
 
Guatemala
 

Lic. Carlos Avila
 
LAPROMED
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Dr. Enio Betancourt
 
DGSS
 
MSPAS
 

Dr. Roberto Brenes
 
UPJOHN
 

Ms. Elena Brineman
 
ROCAP
 

Dr. Lelio Calheiros
 
OPS
 

Dr. Rafael Carranza Camey
 
Jefatura de Salud
 
San Marcos
 

Dr. Jaime Carredano
 
Unidad InformAtica
 
DGSS
 
MSPAS
 

Dr. Jorge Chang
 
AID
 

Dr. Oswaldo Chinchilla
 
DGSS
 
MSPAS
 

Dr. Eusebio del Cid
 
Colegio de Medicos
 

Lic. Julio Contreras
 
FECOAR
 
Calzada Roosevelt 43-53, Zona 11
 
Guatemala
 

Mr. Charles Costello
 
AID
 

Dr. Hernan Delgado
 
INCAP
 

Manuel DeLucca
 
IPROFASA
 

Dr. Enrique Napole6n Diaz
 
Secci6n Materno Infantil
 
IGGS
 

Ing. Regina Dorigoni
 
Alimentos, S.A.
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Dr. Carlos Estrada Sandoval
 
SEGEPLAN
 

Dr. Frank Fairchild
 
AID
 

Dr. Hugo Figueroa
 
ASINDES
 
12 Calle 2-04, Zona 9
 
Guatemala
 

Enfermera Graduada Mariana Francisco
 
Jefature de Salud
 
San Marcos
 

Lic. Federico Gomez
 
TELECTRO; S.A.
 
7 Avenida 7-78, Edicficio Cenroamericana, Oficina 210, Zona 4
 
Guatemala
 

Lic. Guillermo Granados
 
Laboratorios Italbiotic
 

Lic. Granados
 
Escuela de Farmacia
 
USAC
 

Dr. Roberto Gutierrez
 
Drogueria Nacional
 

Lic. Alfredo HernAndez
 
FEDECOCAGUA
 

Lic. Susana Herrera
 
Dpto. Marteno-Infantil
 
DGSS
 
MSPAS
 

Dr. Hidalgo

Centro de Investigaci6n de Ciencias de Salud.
 
Facultad do Medicina, Edificio M-2
 
USAC
 

Lic. Elena Hurtado
 
INCAP
 

Mr. Peter Kolar
 
AID
 

Lic. Gustavo Leal
 
AID
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Lic. Federico Licht
 
TELECTRO, S.A.
 
7a. Avenida 7-78, Edificio Centroamericana, Oficina 210
 
Guatemala
 

Sr. Guillermo Lopez

Coordinador de Programa de Capacitaci6n
 
Jefatura de Salud
 
San Marcos
 

Dr. Ricardo Lopez Urzua
 
Departamento Materno Infantil
 
DGSS
 
MSPAS
 

Dr. Lorenzano
 
Facultad de Medicina
 
Universidad Francisco Marroquin
 

Lic. Jane Lyons
 
AID
 

Lic. Carlos Marroquin
 
Laboratorios Quifarma, S.A.
 

Lic. Orlando Marroquin
 
Departamento Materno Infantil
 
DGSS
 
MSPAS
 

Dr. Mazariegos
 
Asuntos Internacionales
 
Hospital Roosevelt
 

Lic. Gilberto Mdndez
 
AID
 

Sr. Julio Cdsar Mdndez
 
COCIF
 

Lic. Juana Mejia
 
Depto. de Control de Medicamentos
 
DGSS
 
MSPAS
 

Lic. Francisco Mendiz~bal
 
Centro de Investigaci6n de Ciencias de Salud
 
Facultad de Medicina
 
USAC
 

Mr. Mark Dan Moriarty
 
CRS
 
Apdo. 739
 
Guatemala
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Mr. Lawrence Odle
 
AID
 

Lic. Jorge Mario Ortega
 
IPROFASA
 

Dr. Mary Ott
 
AID
 

Lic. Roberto Perdomo
 
AID
 

Dr. Jos& Maria Reyna Barrios
 
Dpartamento de Pediatria
 
Hospital Nacional
 
Huehuetenango
 

Dr. Osmin Reyna

Division de Atenci6n a las Personas
 
MSPAS
 

Lic. Juanita de Rodriguez

Control de Medicamentos
 
MSPAS
 

Aux. de Enfermeria Hilda Roldan de Lopez

Puesto de Salud San Sebastian
 
San Sebastian
 
San Marcos
 

Dr. Baudilio Sajchd

Materno-Infantil
 
MSPAS
 

Mr. Clifford Sanders
 
Project Hope

6a. Calle 9-24, Apto. 8, Zona 1
 
Quezaltenango
 

Ing. Francisco Saravia
 
Alimentos, S.A.
 

Dr. Sergio Leopoldo Sazo P.
 
Jefatura de Salud
 
El Progreso
 

Sra. Floridalma Tejada de L6pez

Jefatura de Salud
 
El Progreso
 

Padre Tetenbaum
 
IGER
 
12 Avenida 7-33, Zona 2
 
Guatemala
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Dr. William Vargas
 
UNICEF
 

Lic. Liza Vielman
 
INCAP
 

Lic. Eddy Villagran
 
LAPROMED
 

Lic. Elba Villatoro
 
Centro de Estudics Folkl6ricos
 
USAC
 

Dr. Otto Zeissig

Division de Vigilancia y Control do Enformedades
 
DGSS
 
MSPAS
 


