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Action(s) Required Acton * Completed 

o 	 A Board of Dirc-ctors should be created to monitor project progress
 
and to make decisions on project improvement.
 

o 	 Whnagefnent Sciences for Health should intensify its technical assis
tance to improve planning, logistics, and supply mnagcnnt skills.
 

o 	 Tchnical assistance should be provided to impre,,- the financial 

rmnngcn-int of the project. 

o 	 Tetanus toxojd coverages should be expanded to include all women 
of 	fertile age.
 

M 	o The EPI/Off kevo]v Lr.g Fund should be nde more flexible through a 
0z program of technical assistance 1P which a consistent and more 

flexible interpretation of national auditing rules would be applied
through the Project Administrative Unit. 

o 	 Reporting forms and their distribution should be revised/improved
 
in the mid-1990s for the POl's H/MIS to make it more responsive
 
and less of a burden to operational level personnel.
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H. EVALUATION ABSTRACT (do not exc~ed the #pace prow'ld*d) 
The Immunization/Oral Rehydration Therapy Services for Child Survival Project
(520-0339), implemented by the Ministry of Health, proposes to reduce infant/child mor
bidity and mortality due to immuno-preventable and diarrheal diseases throughout Guate
mala. University Research Corporation (URC) conducted the mid-term evaluation (8/14/89
9/14/89) to determine the project's effectiveness in increasing to 70% the immunization 
coverage and the use of ORL, as well as increasing to 60% the tetanus toxoid coverage in
 
pregnant women. Also evaluated was the project's impact on the health management infor
mation system, administrative development and training. URC reviewed various project
documents, visited 5 health areas, and conducted interviews with MOH and AID personnel
to determine project advancement. The principle findings, principle recommendations and 
lessons learned are: 

Findings
 

- The project contributed greatly in the area of prevention of immunopreventable dis
eases current MH data show coverage rates of 53% for polio, 49% for DPT and 59% for 
measles for children under one year of age. 
- The project has also had an impact on improvements in the cold chain, training, ca
pability, decentralized financing and the health management information system. 

Principle recommmendations 

- A Board of Directors should be created to monitor project progress and to make deci
sions on project improvement.
 
- Management Sciences for Health should intensify its technical assistance to improve 
planning,logistics, and supply management skills.
 
- Technical assistance should be provided to improve the financial management of the
 
project.
 
- Tetanus toxoid coverages should be expanded to include all women of fertile age.
 

Lessons learned
 

- An overall MOH maternal-child health strategy which includes donor participation and 
coordination is essential to individual agency project impact.
 
- Internal Ministry of Health coordination and program/project review and commitment is
 
essential to project success.
 
- Administrative and financial structures which are well 
 conceived and responsive to 
operational level realities are essential to project success. 
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A.I.D. EVALUATION SUMMARY PART II
 

J. 	SUMMARY OF EVALUATION FINDINGS, CONCLUSIONS AND RECOMMENDATIONS (Try not to exced the 3 pages p;ovided) 
Adress the following hems: 

" Purpose of activityCes) ova ualed 	 * Principal recommendations 
* Purpose of evaluation and Me!hodology used Lessons learned
 
" Fndings and conclusions (.elate to questions)
 

Mission or Office: OHRD, USAID/Guatemala Date thissummary prepared: 04/10/90 

Thle and Date of Full Evaluation :ep)rt: 

Mid-term Evaluation Immunization/Oral Rehydration Therapy
 
Services for Ch-ild Survival, USAID Project No. 520-0339,
 

Gatemala, September, 1989.
 

Tb Ex led Program for Immunization (EPI) and Oral 
Re! i-r- - Therapy (ORT) Services for Child Survival Project 
(5,", goal is to reduce infant/child morbidity and 
mort-l1-y due to immuno-preventabLe and diarrheal diseases 
throughout Guatemala. 

This project is responsive to overall Ministry of Health and
 
AID Mission strategies.
 

The Mid-term evaluation was undertaken to review project
 
progress to date and to make recommendations for project
 
improvement. The University Research Corporation team
 
comprised of a health planner, a management/logistics/finance
 
specialist, a health/management information specialist, an
 

anthropologist, and an editor evaluated the project over a
 
month's period of time in the fall of 1'89. The team
 
interviewed personnel at the Central level and AID staff,
 
visited field sites, and reviewed numerous documents. Prior
 
to field visits the team developed question guides to address
 
the issues of EPI/ORT coverage, attitudes towards EPI/ORT,
 

finance, logistics, and H/MIS.
 
a 

Major 	findings and conclusions of the mid-term evaluation were
 

as follows:
 

o. The Project has made a significant contribution toward
 

achieving the objectives of improving immunization
 
coverage for children under five years of age and pregnant
 
women and use of ORT in children.
 

o. The Project has had an impact on improvements in the cold
 

chain, training capability, decentralized financing, the
 
health management information system, logistics and
 

administrative development.
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Principle recommendations are as follows:
 

o. 	 A Board of Directors, 
comoosed of all Project component

heads, the Project Coordinator, Contractors (MSH,
 
Healthcom) and operational level MOH personnel should hold
 
regular meetings to review project progress.
 

o. 	 Technical assistance should be provided to 
improve the
 
financial management of the project.
 

o. 	 Management Sciences for Health 
should provide immediate
 
technical assistance to improve pLanning, logistics, 
and
 
supply management skills.
 

o. 	 Participation in the official decentralization and
 
administrative reorganization process and efforts 
 to
 
coordinate donor activities should be made priority of
a 

MSH.
 

o. 	 Designing appropriate strategies for improving tetanus
 
toxoid coverage should be strongly emphasized. Project

goals should be changed to target all women of fertile age.
 

o. 	 ORS should be distributed to the homes, rather than only
 
to children with diarrhea.
 

o. 	 A routine distribution capability to the Health districts
 
and posts, should be provided. Either (1) a program of
 
using private carriers sh- ild be initiated, or (2)
 
additional vehicles should be purchased.
 

o. 	 Feasibility studies 
for private sector maintenance of cold
 
chain and vehicles should be conducted.
 

o. 	 Decentralization to Regional and Area 
levels of the H/MIS
 
should be considered.
 

o. 	 Priority should be given to pedagogic methods and training
 
of trainers in the training element of the project.
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Lessons learned or reconfirmed:
 

- An overall Ministry of Health Maternal-Child Health 
Strateqy which includes donor participation and 
coordination is an essential ingredient to individual 
agency project impact. 

- Internal Ministry of Health coordination and 

program/project review and committment is essential to
 
project success.
 

- Administrative and financial structures which are 

well-conceived and resoonsive to operational level
 
realities are essential to project success.
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Evaluation Report
 

L COMMENTS BY MISSION, AID/W OFFICE AND BORROWER/GRANTEE 

The Mission was in the process of negotiating these
 
recommendations with the Ministry of Health when an audit by
 
Price Waterhouse covering the period October, 1987 - June,

1989 discovered that back up documentation from 169 of 200
 
checks reviewed was unavailable. The audit therefore
 
classified all expenditures during this period as
 
questionnable. As a result of this audit finding, the project
 
was suspended on March 16, 1990.
 

U 
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EXECUTIVE SUMMARY
 

As of July 1989, the Expanded Program for Immunization and Oral Rehydration Therapy(EPI/ORT) Services for Child Survival Project (520-0339) has provided over $6,500,000 in supportof activities designed to increase to 70% the immunization coverage for six immunopreventablediseases and the use of ORT in children under five years of age and to 60% the tetanus toxoidcoverage in pregnant women. The Project has provided training, promotion, logistics, vaccines, andtechnical assistance for a variety of strategies for EPI, including channeling, National VaccinationDays, and Accelerated Vaccination Programs. The Project provides similar support for the ORTactivities of the Ministry of Health (MOH). This support is organized through a ProjectAdministrative Unit (PAU), which administers Project funds (other than direct USAID/Guatemalapurchases) for the implementing units in the Health Areas and for the national level components:EPI, ORT, the Health Management Information System (H/MIS), and administrative development.Technical assistance is provided by HealthCom (Supervision and Training for Health, a centrallyfunded project) for promotion and by Management Sciences For Health (MSH) for administrativedevelopment, training, information systems (H/MIS), and logistics. Significatly, the EPI/ORTProject funds an estimated 65% of the nonsalary MOH operating funds for the national primaryhealth care system. According to the highest officials of the Ministry, it is a priority program of
the MOH. 

The EPI/ORT Project has made a significant contribution toward achieving the objectivesof improving immunization ;verage for children under five years of age and pregnant women anduse of ORT in children. Current MOH data show coverage rates of 53% for polio, 49% for DPT,and 59% for measles for children under one year of age. The Project has also had an impact onimprovements in the cold chain, training capability, decentralized fi'ancing, the health managementinformation system, logistics, and administrative development. By its end the Project may achieveits quantitative targets for polio, DPT, measles, and BCG, although it is unlikely that the ambitioustargets for tetanus toxoid coverage and ORS utilization will be reached. 

THE CURRENT CRISIS 

Despite these advances, the Project is currently in administrative crisis.was initially effective in managing The PAU, which an increase in spending and an innovative decentralization of
funding to the Area level, is now a major bottleneck 
 In the last two trimesters it has significantlyreduced spending of Project-managed funds and inhibited implementation of component and Area
Project activities. These problems are due largely to the 
 impact of five separate audits, some
routine and others requested by the MOH, which forced financial control procedures to be revised
and resulted in a reduction in personnel in the PAU. 

The funding bottleneck and the lack of effective coordination by the PAU have also limitedthe effectiveness of long-term technical assistance. This
frustration for everyone 

situation has resulted in significantinvolved in the Project and has placed it on the policy agenda at the
highest levels of USAID/G and the MOH. 

The crisis has set in motion" major efforts to seek options to improve the situation. Wesupport these options and reiterate the need to ease the bottleneck in ways that assure institutionalstrengthening and sustainability. The original intent of the Project to achieve a greater integration 



of th6 PAU into the MOH administrative structure should be restored, while at the same time 
allowing a more flexible means of decentralizing budgetary control and programming. 

RECOMMENDATIONS: 

Resolving the crisis, as we see it, should involve the following steps: 

First, we think it necessary for both USAID/G and the MOH to treat this Project as amajor priority, even to the extent of sacrificing other activities. Attention by the highestlevels of both agencies should be sustained throughout the process so that key decisions canbe made quickly and follow-up achieved. 

As soon as possible, but not later than October 30, 1989, an organizational developmentteam-building exercise should be held with an outside, highly skilled, native Spanish-speakingfacilitator. The purpose of this exercise would be to review the history of the crisis fromall perspectives, directly address all concerns, set out joint tasks for improving relations, andschedule any additional inputs necessary to resolve key problems. 

The Junta Directiva (Boardof Directors),which is composed of all Project component heads,the Project coordinator and (when contracted) the administrator, chiefs of party of thetechnical assistance teams, and representatives of the Area and Region chiefs, shouldestablish a regular routine meeting schedule, and the MOH should make these meetingshighest priority. Reports of these meetings should be monitored by the General Director,Minister, USAID/G Project Manager, and USAID/G Mission Director. 

Active and significant technical assistance should be providedmanagement of the Project. 
to improve the financial

This could be done either 1) by hiring a highly qualifiedprivate accounting firmh or 2) through sGme other mechanism to provide a professional teamof short-term technical advisers. This technical assistance should immediately develop aflexible financial control system, train PAU counterparts and the Administrative unit of theGeneral Directorate of Health Services (DGSS), trainand the Regional and Area
controllers and auditors. 

MSH should provide immediate technical assistance to improve planning, logistics, andsupply management skills in all departments of the PAU. 

The MOH should make a firm commitment to provide and maintain full staffing of the
PAU. 

The PAU should be physically moved to the General Directorate Building. Auditors of theprogram should be located with the Directorate's own Department of Administration.Efforts should be made to find office space for MSH in the MOH building as well. 

As is emphasized in all the following sections, the current crisis should not obscure thesignificant achievements of the Project to date. 
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TECHNICAL ASSISTANCE 

Technical assistance by MSH has been constricted by the current administrative crisis. Inaddition, the promotional efforts of HealthCom have not yet been fully implemented. 

Nevertheless, the MSH team has made significant advances in working with counterparts,doing diagnoses, and designing appropriate systems, training materials, and strategies. In a shorttime (11 months), the team has achieved significant progress in the Central level H/MIS, effectiveimplementation of a major self-directed training program, development of logistic systems, initialdiagnostics of donor coordination, a varicty of administrative improvements, and a work plan, jointly
developed by MSH and component counterparts. 

The MSH team has been less effective in initiating a broader planning process and has notyet participated directly in the official decentralization and reorganization process. In part, thisproblem has been due to other time pressures on the administrative development consultant, whois also Chief of Party of the MSH team. It is also due to the lack of clear counterparts for this 
activity. 

RECOMMENDATIONS: 

Participation in the official decentralization and administrative reorganization process andefforts to coordinate donor activities should be made a top priority for MSH, especially the 
Chief of Party. 

Counterparts from the Unidad Sectorial, the Programming Office, and the Office ofInternational Affairs should form a working group with the MSH Chief of Party and designan MOH planning process for both national and donor coordination. 

USAID/GUATEMALA 

This Project has been a difficult o,,e for USAID/G to manage. Design problems, majoramendments, complex internal administrative processes, fragmented and highly politicized conditionsin the host country, staff shortages, illnesses, and the usual array of purchasing restrictions andincompatible fiscal processes and cycles have plagued the Project. Although individuals haveaccomplished their tasks effectively, the Project needs more coordination and stronger relations with
the MOH and the institutional contractors. 

We feel that IJSAD/G should assure stronger Project coordination and administration inthe future. An U:,.MD/G project manager with top technical abilities, strong interpersonal andmanagerial skills, and experience workiu.g with both policy level officials and technical staff in bothAID and host countries is needed. This manager, reporting to the USAID/G Health Officer,should develop more systematic monitoring mechanisms and strengthen coordination among other
responsible USAID/G staff. 
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RECOMMENDATION: 

Within USAID/Guatemala, this Project should be managed by a professional with a Ph.D.,
M.B.A., and/or M.D./M.P.H. and experience in managing large projects in Latin America.
The manager's sole responsibility should be the coordination and management of this 
Pi.oject. This position should probably be a personal seivices contract witi an appropriate
salary level. 

STRATEGIES FOR DELIVERY OF SERVICES 

As noted above, the Project has provided the bulk of financial support for effective effortsto improve coverage levels for six immunopreventable diseases and OR]r . In some Health Areas,coverage levels for some vaccines have surpassed the national targets. For polio, measles, DPT,and BCG, there is a strong clmnce that 70% coverage of children under five years of age can bereached by the end of the Project. Nevertheless, greater efforts are necessary to assure that thesecoverage rates can be maintained and that targets for tetanus toxoid for pregnant women and for 
ORT coverage in children be achieved. 

The Project has provided support for a variety of technical strategies for delivery ofimmunizations and ORT. Considerable uncertainty exists regarding the effectiveness of many ofthe strategies. The economic and technical benefits and costs of the National Vaccination Days,channeling, mini-concentrations, and accelerated vaccination programs have not been sufficientlyevaluated. Much effort, time, and financial resources are being spent in possibly overlapping,duplicative, and competing strategies that should be better evaluated. Such an evaluation should
provide guidance for decentralized Regional and Area immunization strategies. 

Although significant progress has been made toward achieving coverage goals for polio,measles, DPT, and BCG, coverage of tetanus toxoid still remains extremely low in most Areas. 

Confusion over the role of homemade solutions for ORT should also be addressed.
Currently training includes a variety of homemade solutions, which if mixed improperly may betoxic. Recent studies should be utilized to help develop national policy and provide a clear 
message on the role of homemade solutions in ORT. 

The fact that most health promoters are men has limited their effectiveness. Women arereluctant to have a man visiting their homes or to seek help in the homes of men. Men are notviewed as understanding the health needs of women and children. Midwives, who have wide
community acceptance, could play an expanded role in health promotion. 

Addressing the particular problems of the Mayan population requires attention to beliefsabout "hot" and "cold" illnesses and remedies, in addition to health education mesages adapted to
various languages and to illiterates. 
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RECOMMENDATIONS: 

USAID/G should support a cost-effectiveness analysis of the different strategies fordelivering immunization to assist the MOH in designing overall national strategies and plansof action and providing a basis for decentralized Regional and Area programming.Designing appropriate strategies for improving tetanus toxoid coverage should be strongly 

emphasized. Project goals should be changed to target all women of fertile age. 

ORS should be distributed to the homes, rather than only to children with diarrhea. 

More efforts should be made to recruit and train women health promoters and to use
midwives for promotion and for delivery of ORS. 

FINANCE 

Major innovations in decentralized financing mechanisms were initiated in this Project withthe creation of an Area-level EPI/ORT Revolving Fund. This fund initially provided a flexiblefunding mechanism used largely for per diem/travel expenses and maintenance and repairvehicles and refrigerators. As previously noted, the administrative crisis of the PAU has limited
of 

the effectiveness of this innovation and caused coasiderable resentment at all levels. 

RECOMMENDATION: 

The EPIIORT Revolving Fund should be made more flexible through a program oftechnical assistance in which a consistent and more flexible interpretation of national
auditing rules would be applied through the PAU. 

This chang6 can be achieved with the technical ass:stance of an accredited privataccounting firm or through a team of short-term technical advisers. The firm or consultantswould be responsible for developing appropriate and consistent interpretations of proceduresand for training counterparts in the PAU and in the MOH auditing departments. It wouldalso be responsible for a major training program in financial procedures for Regional, Area,
and District officials. 

USAJD/G officials have been concerned about the early slow disbursement rate of theProject. Current estimates of absorption rate and additional future costs indicate that the Projectis likely to disburse the entire grant by the end of Project. However, given the large contributionof USAID/G to the MOH budget for primary care (60% of nonsalary MOH operating funds),future Projects will have to be designed with great attention to the development of financing
mechanisms for sustainability. 



LOGISTICS 

The effectiveness of both the immunization and ORT components depends on the deliveryof adequate supplies of commcdities to Health Centers and Posts and to health promoters. TheProject has provided vehicles, ORS, and refrigerators and other cold-chain equipment, as well asbroader logistic system development and discretionary funds for repair and maintenance throughthe Area-level EPI/ORT Revolving Fund. Our field visits in five Health Areas, during which sixHealth Centers and eight Posts were observed (half with "good" and half with "poor" reputationsamong health officials), found a functioning cold chain and sufficient supplies of most vaccines andORS at the Health District and Post levels. 

The crisis of the PAU has limited the availability of funding throughRevolving Fund, imposing severe restrictions on the capability of the Area Chiefs 
the EPI/ORT 
to repair andmaintain vehicles and refrigerators. The distribution system relies heavily on appropriate vehiclesand on initiatives from lower levels to obtain supplies. Either a program which allows the use ofprivate carriers or of morethe purchase vehicles for the Area level is necessary to establishregular routine of deliveries. aIn addition, for sustained improvement of the logistics system, a moredecentralized system of vehicle maintenance and repair at the Area level needs to be developed. 

RECOMMENDATIONS: 

To provide a routine distribution capability to the districts and posts in each Area, either1) a program of using private carriers for distribution services should be initiated, or 2)additional vehicles, in particular pickup trucks, should be purchased and assigned to the 
Area level. 

Feasibility studies of the cost effectiveness of licensing private-sector maintenance and repairfacilities for both cold chain and vehicles at the Area level should be implemented. Thesestudies should evaluate the potential for these services to be funded through the AreaRevolving Fund and the normal Central maintenance budgets. 

HIS/NIS 

The Project began supporting H/MIS activities in the MOH in 1988. It provided funds andtechnical assistance to strengthen the Information Unit (IU), which is charged with developing aUnified Health Information System (Sistema Unico de Informaci6n en Salud --SUIS). 

The Project has assisted in eliminating enormous backlogs in data processing by providinghardware, developing software, and supporting training at the Central level IU. The approach hasemphasized establishing consistent Central programs before reaching out to the Regional and Arealevels. Plans should now be made for purchasing and installing equipment at the Area level. Thisdoes not contradict current plans to equip the Regions with computing power; however, the Areacontinues to be a critical link in the data flow and supervision system. 

The IU should capitalize on gains made to date with Project support.software is not yet ready for release to the Regions and Areas, the SUIS can 
Although the system 

now offer products 
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of its activities that begin to fulfill the promise of timeliness, reliability, and usability. For example,the SUIS has designed and distributed new reporting forms, based on designs from a pilot projectin Zacapa. These new forms are now being used at all levels of the MOH. The system softwareshould continue to be polished and instructional materials developed for Field-level personnel. 

Despite these achievements, major problems in the information system remain, and someadditional burdens have been imposed on the operational level by new reporting forms. Currentforms are excessively cumbersome and require inappropriate calculations, consolidation, and datatransfer at the field level. The forms are designed without attention to monitoring and supervisoryneeds and do little to support local level programming. Moreover, logistical systems have not beenable to provide sufficient and timely delivery of forms, and little feedback is provided by the higher
levels in the system. 

Unfortunately, the current system is being developed without much interaction with tliRegional, Area, District and community level. The Area statistics personnel should be takenadvantage of, because of their closer contact with Health Center/Post personnel. Data aggregation
and feedback should also be performed at this level, providing a relief from unnecessary manualtotaling and consolidation and retaining Center/Post level data in the system without overburdening
Central IU data processing facilities. 

The planned date of June 1990 for the review and redesign of the SUIS forms isappropriate. However, the necessary field studies of the SUIS in operation should be performed
in order to effectively determine the improvements to be made. 

A technical assistant (programmer-analyst) is needed to relieve the unrealistic overload facedby the H/MIS Adviser. The problems of personnel turnover in the IU, the need to consolidtethe software development process, and the very large demands decentralization of the SUIS will 
generate require additional technical input and backstopping. 

Finally, the sustainability of the revised H/MIS will depend on sufficient investment in startup costs for designing, implementing, and training during the next two years. 

RECOMMENDATIONS: 

Form distribution processes should be improved with assistance from the MSH logistics
adviser. 

A local technical adviser be as asshould hired soon possible to support software
development and decentralization to the Regional and Area levels. 

Current reporting forms should be revised in mid-1990 to reduce the burden on operationaland community personnel and to make them more responsive to monitoring and supervisory 
needs. 
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TRAINING 

The training %Zmponenthas been one of the more effective technical aspects of the Projectin reaching its goals. The Project has supported the development and distribution of trainingcurricula, manuals, and guides. It has funded many EPI and ORT courses using the "cascade"methodology for both community volunteers and institutionl health workers at all levels. It has
also supported participant overseas training. 

Although skills arnd knowledge among health providers appear to have improved throughoutthe health system and among beneficiaries, many weaknesses remain. Serious deficiencies exist inefforts to test materials, evaluate training, and provide suvervision. Pedagogic methods are notbeing taught effectively. Appropriate means of educating mothers (especially from the Mayan
communities) have not yet been implemented. 

The fact that the Project has focused only on EPI and ORT has led to problems ofintegration with other components of the National Child Survival Strategy, e.g., Acute RespiratoryInfections (ARI) and growth monitoring. Courses funded by the EPI/ORT Proje :t often have to
restrict their curricula to these subjects or risk losing funds. 

RECOMMENDATIONS: 

Priority should be given to teaching appropriate pedagogic methods throughout the cascadesystem. Technical assistance--both long- and short-term--should be focused on training of 
trainers throughout the system. 

Through a working group formed with the Department of Maternal and Child Health,Department of Community Training MSH Training Adviser, the Department of HealthEducation and HealthCom resident adviser, the Project should develop appropriateprograms for educating mothers. Audiovisual modules, using cassette tapes and slides,should be developed to accompany these programs and assure more systematic coverage. 

The EPI/ORT Project funds should be made available for any EPI/ORT courses covering
other activities included in the National Child Survival Program. 
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I. INTRODUCTION 

A. PROJECT OVERVIEW 

The evaluation team was asked to assess the Expanded Program for Immunization/Oral Rehydration Therapy Child Survival Project (520-0339) (for convenience called the EPI/ORTProject), whose goal is to reduce infant/child morbidity and mortality due to immunopreventableand diarrheal diseases throughout Guatemala. Because the Project is at mid-term, the major focusof the evaluation is on process. The team was asked specifically to address the following Areas: 

* Immunization coverage to date and improvements in usage.* ORT coverage to date and improvements in usage.

* 
 Achievements in reaching target populations, especially the Mayan population.
* Scope and effectiveness of training programs. 
* Adequacy of logistics systems.
* Project administration by both the Project Administrative Unit (PAU) and 

USAID/Guatemala.
* Decentralization of project activities. 
* Financial management by the PAU and USAID/G. 
* Adequacy of the H/MIS system.
* Effectiveness of technical assistance (HealthCom and Management Sciences for 

Health).Capacity of the Ministry of Health (MOH) to implement EPI/ORT and an expanded 
child survival program.

* Potential private sector role.
 
* 
 Adequacy of Government of Guatemala (GOG) counterpart contributions. 
* MOH health planning and local programming capability. 

B. EVALUATION METHODOLOGY 

To assess the above components adequately, the team interviewed personnel at theCentral level, visited field sites, and reviewed numerous documents. To selecthealth sites in different geographic and cultural regions of Guatemala, 
a cross-section of 

,he team met with the PAU,USAID/G, and MSH to discuss alternatives based on operations research methodologies. Adecision was reached to visit the Health Areas of San Marcos, Totonicapin, Solol6, Escuintla, and 
Chiquimula. 

Prior to the field visit, the team developed question guides to specifically addressthe issues of coverage, attitudes toward EPI/ORT, finance, logistics, and H/MIS. In the Areas, theteam selected the Centers and Posts jointly with the Area Chiefs. Within the five Health Areas,the team visited six Health Centers and eight Health Posts and also interviewed 54 mothers in their 
communities. 



Each Health Area was visited for approximately one day. Area Chiefs, physicians,nurses, statisticians, accountants, maintenance technicians, auxiliary nurses, health promoters, ruralhealth technicians (t6cnicos en salud rural or TSRs), midwives, and mothers of Mayan, Spanish, ormixed Spanish and Mayan descent were all interviewed during these visits. 

At the Central level, the team interviewed key MOH personnel, USAID/G, thePAU, Management Sciences for Health (MSH), HealthCom, other donor organizations,LAPROMED, and the Instituci6n de Nutrici6n de Centroamdrica y Panama (INCAP). (See
Contact List) 

Documents reviewed included concept papers, Project papers, grant agreements,Project Implementation Letters, Technical Assistance monthly, quarterly and special reports, KAPsurveys, Audit reports, PAU Organization and Procedure Manuals, USAID/G Financial Reports,
and other donor reports. 

The evaluation team is composed of a health planner, Thomas Bossert, Ph.D.;management/logistics/finance specialist, Jack 
a

Galloway, Ph.D.; a health/management informationspecialist, Bruce Newman, M.A.; an anthropologist, Ruth Beth Finerman, Ph.D.; and an editor, AvaNavin, M.A. Three members of the team worked in-country for approximately 5 weeks, one for 4weeks and one for 3 weeks during the period August 14 to September 14, 1989. 
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II. EPI and ORT COVERAGE 

A. EPI 

1. ACIIEVEMENTS 

The EPI/ORT Project was initially designed to support efforts by the MOHto improve coverage of six immunopreventable diseases (diphtheria-pertussis-tetanus, polio, measles,tuberculosis) in children under five years of age and tetanus toxoid in pregnant women. TheProject was amended in 1986 to include an oral rehydration therapy component to reduce infantmortality from dehydration. The Project goals originally were to increase immunization coveragefrom 27% to 80% for children under five years of age and from 0.4% to 80% for pregnant women.ORT coverage was planned to reach 80% of cases of diarrhea in children under five years of age.In Amendment No. Three in 1987, these objectives were reduced to 70% for child immunizationsand ORT and to 60% for tetanus toxoid for pregnant women. In many Health Areas significant
progress clearly has been made toward these Project goals. 

The Project supports five major strategies for vaccinations: routine dailyvaccinations for children who attend Health Posts and Centers; "channeling" through house-tohouse promotional and case-finding visits, followed by one-day immunization at local sites; NationalVaccination Days (JornadasNacionales de Vacunaci6n), mass campaigns twice a year at 6-weekintervals; accelerated vaccination activities to reach those children who have not been reached byother methods; and a "Mop-Up" ("Barrido") Campaign for polio in municipalities with significantly
low coverage. 

These different strategies have emerged over time as additional programs tosupplement the routine immunizations at Health Posts and Centers. Channeling, introduced by thePanamerican Health Organization (PAHO), was derived from a positive experience in Colombia.It involves the use of all health service personnel, along with village volunteers, who make houseto-house visits several times a year to identify health problems, do health promotion and educationin many primary-care activities, including ORT, and "channel" mothers and children to specificvaccination services in local areas -- "mini-concentrations" held in schools or other local facilities. 

The National Vaccination Days began in 1986 as part of a PAHO initiativeto eradicate polio in the hemisphere by 1990. In 1986 Guatemala held three National VaccinationDays, with support from the EPI/ORT Project, UNICEF, Rotary International, and PAHO.Various factors led to the suspension of the National Vaccination Days in 1987; however, in 1988
and 1989 two Vaccination Days were implemented each year. 

To augment the effort to achieve higher immunization coverage rates andespecially to achieve the goal of polio eradication, an Accelerated Vaccination Program wasinitiated in the last two months of 1988. This pilot effort utilized an innovative decentralization,of funding, in which funds from PAHO were provided directly to Area health officials. These 
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funds implemented the immunization activities programmed by Area officials in coordination withthe Department of Epidemiology to reach the population which had not been reached by thestrategies of routine services, channeling, and National Health Days. This approach was againimplemented in June 1989 with the support of USAID/G and UNICEF. 

USAID/G has provided the bulk of support for the overall immunizationprogram of the MOH through the bilateral and regional Accelerated Immunization Program fundedthrough PAHO. Its contribution in 1989 is programmed to be US $2,161,576, with an additional$65,763 provided through PAl-O. This total represents 76% of the programmed budget. (Reptiblicade Guatemala, Plan de Acci6n de inrnunizaciones, 1989) The contributions of other agencies,particularly UNICEF, have in prior years been applied mainly to the National Vaccination Days;however, USAID/G still contributes over 50% of the funding for these mass campaigns. (Divisi6nde Vigilancia y Control de Enfermedades. Informe Final,Jornada Nacionalde Vacunaci6n, 1988) 

According to MOH coverage data, based on service statistics provided by thehealth information sYstem (SUIS), these strategies have resulted in significant increases inimmunization coverage since the project began in 1986.1 The percentage of children under oneyear of age who have received all three doses of polio vaccine has increased from 9.2% in 1985to 58.1% in 1988. (Unidad de Informtitica, Centro de C6niputo, 1989).2 The percentage of childrenreceiving DPT vaccine has shown a similar increase, from 9.3% to 48.5%; and measles vaccine 
coverage has increased from 23% to 59.4% in three years. 

The bulk of the increase occurs during periods of the National VaccinationDays and the Accelerated Vaccination Plan (Table 1). The National Vaccination Days, which werereinitiated in 1988, appear to have restored the coverage levels reached in 1986; however, theseincreases were attained during only two months of accelerated activities (November-December 
1988). 

The project was signed in August 1985; however, funding for local spending was held up by delays in meeting
Conditions Precedent until 1986. 

2 The MOH uses the target group of children under one, since these data are more reliable than the figures 
for the under-five group. 
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IMMUNIZATION COVERAGE 3 IN GUATEMALAN CiHILDREN UNDER ONE YEAR OF AGE 
1985-1987, JANUARY-SEPTEMBER 1988, Am) 1988 

PERCENTAGE OF CHILDREN VACCINATED 4 
Percentage 

Vaccine 
Jan-Sept Increase 5 

1985 1986 11987 1988 1988 

Polio 9.2 34.9 17.6 36.4 53.1 59.6 
(Three doses) 

DPT 
 9.3 33.3 15.8 
 35.5 48.5 36.6
 
(Three doses)
 

Measles 
 23.0 48.8 
 24.3 43.8 59.4 35.6 
(Single dose)
 

3 Source: Information Unit Computer Center, D.G.S.S., Ministry of Health. 

4 Based on official population figures from the National Statistics Institute (INE). 

S The increase in coverage between January-September and the end of 1988 was achieved through the Accelerated Vaccination Program, which took place during
October-December 1988. 
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For reasons that will be discussed in detail later in this report, service datacannot be relied on completely for accurate coverage estimates. Better estimated sources forcoverage are population-based surveys. The most recent survey, the Demographic Health Surveyof 1987, showed the foilowing results: among children under one who had health cards (only 54%of the sample), 22.3% had received all three doses of polio vaccine; 19.5%, all three doses of DPTvaccine; 12.9% had received the measles vaccine (one dose); and 60.9% BCG (one dose).(Encuesta Nacional de Salud Matemo Infantil, 1987). If we make a worst-case assumption (whichwould not [-,z realistic) that only children with health cards have been vaccinated, these findingssuggest that coverages in 1987 could have been markedly lower than reported in the health servicesdata. Even under the best-case assumption that children without cards have coverage levels similarto those with cards, the inconsistencies between survey and report data, especially for measles,
suggest caution in reliance on health service coverage data. 

No current survey data exist for evaluating the MOH immunization coveragedata. Later this year, an immunization coverage survey, with technical assistance from the U.S.Centers for Disease Control in Atlanta, is planned to evaluate impact and to identify "missed 
opportunities." 

Morbidity and mortality data also provide an indirect measure of the impactand achievement of Project coverage goals. These data suggest a significant reduction in theincidence of polio among children under five years of age, which is down from 38 cases into only 1 local case reported so far in 1989. 
1988 

(Situaci6n de la Poliomielitis, 1989) The incidenceof measles in children under five years of age has also declined, although outbreaks of measles haveoccurred among the unimmunized adult and adolescent population. These data, which are basedon a weekly reporting system, are likely to be more accurate than other routine HIS reports. 

These advances have not yet reached the levels of the Project goals. As wewill discuss below, particularly in the section on community relations, significant barriers must beovercome before coverage can be expanded beyond the levels already achieved. However, the rateof gain in the last four years has been significant and, with appropriate continuation andstrengthening of the immunization program as suggested in this report, the reduced target of 70%
 coverage 
 may be achieved for polio, DPT, BCG, and measles vaccines. 

2. WEAKNESSES AND RECOMMENDATIONS 

Despite this progress, some significant areas of weakness exist in the
immunization program. 

A short-term problem, caused by a faulty batch of BCG from France, hasled to a shortage of BCG. Initial use resulted in severe reactions and scarring, which led the MOHto withdraw the supply and seek other sources. This decision was appropriate to limit the damageto the entire vaccination program that would have resulted from widespread adverse reactions.
New supplies from Japan are expected in the coming months. 

A more difficult problem is the low coverage of tetanus toxoid amongpregnant women. As will be discussed below, significant cultural barriers limit the acceptance of 
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any vaccinations. Until recently, the policies of the immunization campaigns have also restrictedcoverage. The National Health Days have not included tetanus toxoid because of fear that, giventhe general resistance of women to vaccinations, mothers would not bring in their children if theythemselves were also to be vaccinated. This policy has been partially changed by the emphasis inthe current Accelerated Vaccination Program on immunizing all women of fertile age. This shiftin policy avoids the problems of not reaching women until late in their pregnancy and is likely toincrease coverage. However, these policies may not succeed in bringing about significant gains intetanus toxoid coverage, and even the reduced target of 60% coverage is unlikely to be achieved 
in the next two years. 

RECOMMENDATION: 

Major emphasis should be placed on designing appropriate strategies for improving 
tetanus toxoid coverage. The Project goals should be changed to target all womenof fertile age. Perhaps lower, more realistic targets should be adjusted for end-of
project. 

The Project has provided support for a variety of technical strategies for delivery ofimmunizations and ORT. Considerable uncertainty exists about the effectiveness of any of thestrategies. The economic and technical benefits and costs of the National Vaccination Days,channeling, mini-concentrations, and accelerated vaccination activities have not been sufficientlyevaluated. Much effort, time, and financial resources are being spent in overlapping, duplicative,and competing strategies, which should be better evaluated. Understanding effective strategieswould assist local Areas, especially in designing approaches to the vaguely defined Accelerated 
Vaccination Plan. 

In the Health Areas visited by the evaluation team, we found that the competing strategiescaused considerable confusion. In many cases the National Vaccination Days disrupted the routine"channeling" efforts. Part of the problem arose from the lack of sufficient lead time to plan bothactivities. The National Vaccination Days are not planned to synchronize with local channeling

activity.
 

A second complaint was that the National Vaccination Day policy of giving polio vaccineto all children, regardless of whether they had already received the complete series of three doses,sent a confusing message to mothers who hae been told thdt three doses was sufficient. Othercomplaints reiterated the more common issues of disruption of routine services and high cost per
vaccinated child. 

Channeling methodologies also varied from Health Area to Health Area. In San Marcos,where channeling appears to have been most systematically and energetically implemented, allhealth workers from each Post and Center were each individually responsible for a "Sector"composed of 10-12 "Areas," each containing no more than 25 houses. Each institutional worker,from physician to janitor, was responsible for coordinating with local health promoters and doinga house-by-house census and follow-up visits four times a year in their "Sector." In other HealthAreas the schedule was two to three times a year for a similar area of responsibility. 
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However, in some Health Areas with greater population-to-health worker ratios, differentstrategies were! pursued. In Chiquimula, where severe shortages of human resources are a majorconcern, the sstem relies on health promoters for the house-to-house visits. In Totonicapin, allDistrict health workers visit a "Sector" as a team, rather than assigning i>dvidual responsibility. 

Neither the effectiveness of these variations on the general channeling approach nor theimpact of competing and duplicative strategies has been evaluated. Although national policy onchanneling and on the Accelerated Vaccination Program should be decentralized to allow eachArea to program its own process, the Area teams need greater guidance to make cost-effective 
choices for their local condition:s. 

RECOMMENDATIONS: 

In coordination with PAHO and UNICEF, the Project should fund cost-effectiveness 
and/or operations research on the vaccination strategies now beilig implemented indifferent Areas. This research should entail a major national study which could tapshort-term technical assistance from centrally funded projects (e.g., PRICOR or
PRITECH) as well as funds for Area-level investigations. 

Research results should be disseminated to all Area levels, with follow-up workshops 
on the implications for. local programming. 

Other recommendations related to EPI are included below in the section on Provider-
Community Relations. 

B. ORT 

1. ACHIEVEMENTS 

Progress in ORT coverage has beeai less promising than that in EPI. It hasbeen clear for many years that achieving more widespread and effective utilization of ORT is acomplex and difficult process. Improving coverage involves establishing clear national and localnorms, developing effective training programs to teach both health workers and mothersappropriate diagnosis and treatments, active promotion, strong supervision, and an ample supply
of ORS at the community level and in the homes. 

The Project activities have supported the Department of Maternal and Child Healthas the major national level component counterpart for ORT. The acti,,ities supported includedesign and implementation of training of health workers, logistics and supply of ORS (includinglocal production -- see section on logistics), and the development of ORT units in District 
Hospitals. 
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Recent statistics on the availability of ORS and the use of ORT are limited. Thelast surveys were done in 1987. According to DHS data, utilization rates are low, with only 15%of children under one year of age having been given ORT during the most recent episode ofdiarrhea. (Encuesta Nacional de Salud Materno Infantil, 1987). Similar findings appeared in thenationwide Community KAP survey of the same year. (Encuesta Nacional Comunitaria deConocimientos,Actitudes y Prdcticasde Salud Matemo Infanti 1987). The KAP survey found thatonly 7% of all cases of diarrhea reported were treated with packaged ORS, and that only slightlymore, 7.8%, received ORS when treatment was sough! from health services or promoters. Only23% of the respondents had heard of ORS. 

Since these surveys, the availability of ORS has significantly increased, and with thetechnical assistance of Healt!.Com the MOH has initiated additional promotional activities. Thisyear over three million ORS packets have been distributed throughout the health system. Our fieldstudy found packets available in all facilities and in all communities. 

Our study also found that levels of knowledge have increased among mothers. Ofour sample of 54 mothers, 83% knew about ORS. However, only one of the mothers had ORSpackets in her home and oniy two sought packets from local health promoters, while the others
sought it from the Health Posts or Centers. 

Other recent studies suggest that problems in the correct utilization of ORScontinue. These studies indicated ti:at potentially toxic solutions are being prepared in the homes,both with packets and with homemade solutions. (de Le6n et al. 1989; Ward et al. 1989; Enge and
Hewes de Calder6n 1988) 

With improvements in logistics and promotional activities, knowledge about andutilization of ORT have already improved significantly and future improvements are likely. 

In other sections we make recommendations for changes in ORT policy: 
* ORS should be available in the home (Provider-Community Relations); 

* The color and taste of ORS should be changed to accommodate local beliefs about 
bodily humors (Provider-Community Relations); 

* Training programs should address mothers' practices (Training); 

* Logistics changes should be made to assure availability (Logistics). 

With these changes and with the increased promotional activities by the Health EducationDepartment of the Human Resources Division (supported by the EPI/ORT Project andHealthCom), coverage can continue to improve. However, without current survey data, progresstoward the goal of 70% coverage of ORT cannot be evaluated accurately. 
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III. PROVIDER-COMMUNITY INTERACTION 

A. METHODOLOGY OF FIELD STUDY 

As discussed in the Introduction, the evaluation team visited several Health Postsand Centers in urban and rural Regions throughout the country to get a comparative view of healthfacilities with reputations for being either successful or unsuccessful. Each Health Post, Center,and individual community was visited for half a day. Area chiefs, doctors, nurses, auxiliary nurses,health promoters, TSRs, midwives, and mothers of Mayan descent and Spanish or mixed Spanishand Mayan descent (Ladinos) were interviewed during these visits. Eighteen Ladino mothers and36 Mayan mothers were selected on the basis of willingness to participate in interviews. Becauseof time limitations, most of the women interviewed lived within immediate access of Health Posts.These women tended to be more acculturated and progressive in their approach to health care.However, the team also visited smaller, isolated Mayan communities to interview more traditionalMayan mothers with limited access to Health Posts and EPI/ORT services. 

Questionnaires were developed to evaluate each person's knowledge and use ofEPI/ORT and cultural factors influencing participation in the program. The Rapid AssessmentsProcedures for Nutrition and Primary Health Care (RAP) developed by Susan Scrimshaw (UCLA)and Elena Hurtado (INCAP), and the Community Knowledge, Attitudes and Practices (KAP, 1987)survey onducted by INCAP usedwere as sources in developing the questionnaires. The formswere then administered with standard ethnographic interview techniques. In this approach,questions are used as prompts for opcn-ended responses. When individuals express interest in atopic, they are encouraged to develop their responses in detail. Consultatiouis were also observedat several Health Posts to monitor relations between providers and beneficiaries of the EPI/ORT 
program. 

B. BACKGROUND 

Mayans already possess their own intact medical system and therapeutic options(Enge and Harrison 1987; INCAP 1987; Orellana 1987). Patients can select treatment from arange of traditional therapies as well as Western medical services. This portion of the EPI/ORTevaluation addresses factors that influence decisions to participate in the EPI/ORT program, andto make effective use of services provided. We examined receptivity to EPI/ORT from a costbenefit perspective, in which individuals select and comply with programs that are perceived toprovide health benefits at the least cost. 

The costs of using health services include manifest factors such as financial expenses,time constraints, transportation and geographic access, convenience of services, and languagebarriers in communicating with health providers. Other, less tangible costs include suspicion, fear,or resentment caused by unfavorable experiences or by conflicts ietween medical programs andtraditional health beliefs and values. Dependence on medical services may also represent an 
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intangible cost to individuals who value autonomy and empowerment in' health care. Coercedparticipation in compulsory medical programs also produces costs in terms of suspicion 1.dresentment (Young 1980), while positive incentives reward users, reinforcing decisions to employ
those services in the future. 

In Guatemala, as in most cultures, mothers (female heads of household) tend tomake most of the initial health care decisions in the family (Cosminsky 1979; Cosminsky andScrimshaw 1980; Enge and Harrison 1987). They must weigh personal considerations of perceived
cost against the health needs of family members. The adequacy of their decisions, and their abilityto make effective and accurate use of services can be diminished by factors such as lack ofawareness of services, lack of personal experience, or inability to make rational choices due to
emotional stress caused by concern for family members who are ill. 

C. CULTURAL DIMENSIONS OF COMMUNITY RECEPTIVrTY TO ORT 

The evaluation team found that overall use of ORT remains low in all Regionsdespite high public awareness of the program. Restricted use can be attributed to limitedconfidence in the effectiveness and appropriateness of ORS for diarrhea, belief in the value ofritual healing for diarrhea caused by supernatural agents, intolerance of the taste of the solution,limited access to ORS packets, and perceptions of the salts as a delicate and dangerous medication.Inadequate instruction and resources for accurate mixing further exacerbate the situation,
diminishing the effectiveness of the program. 

Anthropologic research and information collected by the evaluation teamdemonstrate the persistence of indigenous beliefs about diarrhea among contemporary Mayans(Adams 1955; Logan 1973; Cosminsky and Scrimshaw 1980; Enge and Harrison 1987; Orellana1987). The evaluation team found that traditional views about the causes, prevention, andtreatment of diarrhea are prevalent throughout the Guatemalan highlands, even in those areaspopulated by the more acculturated or "progressive" Mayans interviewed. Some of these traditionalbeliefs and practices about diarrhea have had a negative impact on community response to theORT aspect of the child survival program. Although ORT is gaining acceptance, traditional views
of treatment continue to slow the pace of ORS use. 

Mayans describe diarrhea as both an illness and a symptom of other diseasesyndromes. Recent studies by INCAP and by Victoria Ward, Bruce Newman, Lydia de Le6n andCarmen Dirdano (DataPro, Guatemala) confirm information from site interviews with Mayanmothers, which suggest that Mayans attribute diarrhea to natural and supernatural disease agents.The mothers interviewed by the evaluation team identified factors such as poor hygiene,consumption of spoiled food or polluted water, and parasitic infection as frequent causes ofdiarrhea. They suggested that household hygiene and proper nutrition are the most effective waysto prevent the condition, and they use a combination of homemade herbal remedies, purgatives,and antiparasitics purchased at pharmacies and shops to treat cases of diarrhea. Although the teamdid not evaluate the efficacy of these teas and medications, the mothers expressed faith in these 
treatments. 
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Many of the Mayans interviewed believe that evil eye sickness (ojo or mal de ojo)causes diarrhea in young children. Evil eye is brought on when jealous individuals deliberatelyinadvertently direct their and 
orenvious malevolent attentions on children whom they covet(Cosminsky 1987; Enge and Hewes de Calder6n 19&). Mayan families protect young children fromdiarrhea and the envious gaze of others by covering infants faces in public and by placing amuletson them. Suspected cases of evil eye are usually presented to ritual healers (curanderos) fordiagnosis and treatment. Physicians, auxiliary nurses, and health promoters interviewed in site visitsat three Health Posts stated that many families first consult healers rather than health workers fortreatment of diarrhea. These health workers expressed concerns that initial reliance on ritualcuring might unnecessarily delay tratment of diarrhea and dehydration. 

Nearly all Mayans also trace diarrhea to an imbalance of body humors.humoral theory of illness has been extensively documented throughout 
The 

Latin America in theanthropologic literature (Foster 1953; Logan 1973). In this system illness is attributed to an excessof "hot" or "cold" forces. These pervasive humoral elements can be found in foods and beverages,medicines, climate, colors, physical activities, and emotional states. The categorization of specificitems as "hot" and "cold" varies within and between communities, but individuals consistently statethat an excess of "hot" humors produces "hot" illnesses such as infections and fevers, while "cold"imbalances result in "cold" disorders such as gripe and respiratory infections. 

Mayans identify both "hot" and "cold" forms of diarrhea, although the vast majorityof episodes are attributed to "cold." They suggest that diarrhea can be prevented by avoidingexposure to rapid change in climate, diet, and physical exertion. Treatment of diarrhea fromhumoral excess follows allopathic principles; that is, "hot" diarrhea is alleviated with "cold" remedies,while "cold" diarrhea is cured with "hot" preparations. Medicinal plant teas are widely used,although many families administer them in combination with pharmaceuticals thought to possess
appropriate humoral qualities. 

Awareness of ORT was high in all Areas visited. Forty-five of 54 womeninterviewed in site visits were able to identify oral rehydration solution. Even Mayan-speakingmothers in isolated rural communities knew about the salts. Nevertheless, these women more oftenneeded additional prompting or reminders before identifying ORS than did the urban mothers, andeight of the nine women unfamiliar with ORS were Mayan women living in isolated villages. Thisfinding suggests that although awareness of oral rehydration therapy is increasing throughout thecountry, the program's progress in accessible areas may be outpacing that in rural populations.Similar findings are reported by Enge and Harrison (1987), INCAP (1987), and Ward et al.(DataPro, Guatemala, 1989). These findings suggest that ORT education needs to be enhanced
in rural areas throughout Guatemala. 

Interviews with mothers and earlier research by Enge and Hewes de Calder6n (1988)indicate that virtually all Mayan mothers can recall the proper preparation of ORS with a highlevel of accuracy. Almost every woman who knew about the salts said that the entire packetshould be mixed well in one liter, or four glasses, of boiled water that has been allowed to cool.Only one woman in a more isolated part of Totonicapin erred in recalling the preparationinstructions. She reported that the entire packet should be added to V liter of boiled water. Allmothers who knew about ORS said that the solution must be discarded after 24 hours. 
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While accuracy in recall of preparation instructions is high, other recent studies pointout that skill in the actual preparation of ORS is quite poor (Ward et al. 1989; de Le6n et al.1989). Liter measurements vary widely by household and in repeated individual performance.Discrepancies in preparation knowledge and ability seem to be linked to inadequate instruction onORS preparation and inconsistencies in instruction on measures. While nearly all health workersclaimed that they demonstrate the mixing of ORS, not one mother interviewed in site visits hadseen a demonstration; in each of these cases health workers had merely "advised" or "explained"how to use the packets. Mayan women are not given sufficient information to properly identifyliter bottles, and those told to use four cups of water are often confused by the variability in thesize of cups sold in the country. Providers also advise mothers to mix homemade oral rehydrationsolution (suero casero) when they lack salt packets, but they fail to demonstrate its preparation.Skill-enhancement education and monitoring of ORS preparation could resolve problems of
inaccurate mixing the solution. 

A major impediment to proper use of ORS is associated with local beliefs about thetherapeutic function of ORS in diarrhea. Nearly all mothers interviewed in site visits assumed thatORS is a cure for diarrhea. Only four of 54 women identified ORS as a treatment fordehydration, and all four of these women were Ladinos. Failure to distinguish between dehydrationand diarrhea treatment may have contributed to a general lack of confidence in the efficacy ofORT, since diarrhea persists despite ORS treaiment. Mothers must be made aware of thedifferences between diarrhea and dehydration to reassure them about the efficacy of ORS. 

The perceived value of ORS could be further diminished by apparent discrepanciesbetween the perceived humoral qualities of diarrhea and ORS (Ward et al. 1989, Enge and Hewesde Calder6n 1988, Logan 1973). Mayan women identified most cases of diarrhea as humorally"cold." Consequently, episodes should be treated with "hot" remedies. Mayan mothers consistentlyidentify ORS as_"cold" and therefore inappropriate for the treatment of diarrhea. These womenassociated ORS packets with "cold" because the ingredients (water, salt, and sugar) and the colorof solution (white) and the packets (white with blue writing) are all humorally "cold." Moreacculturated women appear somewhat less bothered by the humoral inconsistency, althoughMayan women are confuse-d by it. Although Mayans treat diarrhea with numerous 
all 

herbal(Logan teas1973, Orellana 1987), ORS seems to represent to them the wrong type of liquid remedyfor this illness. Most women who knew about ORS had used it for some cases of diarrhea, butmany failed to see its value. These women also associated the "cold" quality of ORS with its failureto cure diarrhea. The color and contents of ORS could be altered to dispel the image of the salts 
as humorally "cold." 

Mayan and Ladino mothers have had additional problems using ORS because of itsflavor. Our evaluation was unable to determine whether taste problems reflect the actual flavorof ORS or whether the excessively salty taste is a product of overconcentration in mixing.Nevertheless, most mothers reported that their children did not like the salty taste of the solution,and ten mothers said their children have refused to drink it. Although most mothers appearunlikely to abandon ORS solely because of concerns about its taste, some mothers have had toforce feed the solution to their children, making its use more problematic. Ways to improve theflavor of ORS should be studied. Problems with the salty taste of ORS could also be exploited asa mechanism for reducing toxicity risks; mothers could be advised to avoid overconcentration to
improve the flavor of ORS. 
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Access to ORS packets appears to be one of the greatest impediments to consistentuse of ORT. Only one of the 54 mothers interviewed in the team evaluation had a packet of ORSin her home. This mother had kept a spare packet when a previous episode of diarrhea endedquickly. All the other women stated that they had to visit a Health Post or Center and requestpackets of salts wL,".n their children had diarrhea; only two mothers stated that they could obtainORS packets dir-.;:!y t:om promoters. No women were given packets if their offspring werehealthy. Perceptions of Health Posts as the sole distribution centers for ORS and the policy ofrestricted distribution have proven inconvenient even for womenMothers noted living close to Health Posts.that they ofteii wait several hours to see a health worker and receive only one ortwo ORS packets, a quantity insufficient for the duration of many diarrhea episodes. In somecases, women were forced to return to the Center or Post repeatedly to obtain more salts. Insome Areas, the mothers were required to bring in empty packets to exchange them for refills.Health promoters in more remote communities reported
distribute to mothers and referred their clients 

that they rarely had enough packets to 
to Health Posts. Others stated that communitymembers seemed unaware that the promoters had ORS packets. Women in these isolated areasreported that they had spent a full day walking to Health Posts, waiting t! consult health workers,and returning home. Many of these women ran out of packets before the diarrhea episode ended. 

At present, mothers are dependent upon providers for.. attention. Accessinformation and mdterials is therefore subject to 
to the availability of a provider. When access toproviders is disrupted (e.g., health strikes, travel for training, transfers, retirement) so is treatment. 

Beneficiaries face hardship from restricted access to treatments, making women lesswilling to seek health care assistance (also see Cosminsky 1989; Cosminsky and Scrimshaw 1980).Health workers questioned about the distribution of salt packets insisted that mothers know thecorrect procedure for mixing ORS. Nevertheless, these same providers stated that they do notfreely distribute the packets because mothers might "misuse" them. Providers therefore withholdORS packets from potential beneficiaries, slowing the progress of the ORT program.- Thesepolicies of restricted access to ORS have also "mystified" treatment, that is, providers inadvertentlyconvey the message to potential beneficiaries that rehydration salts are a dangerous and difficultto-use medication to be employed only in severe cases of diarrhea and administered under medical
 
supervision.
 

Interview data and research
preparation and 

by INCAP (1987) indicate that inaccuracies in theuse of ORT are associated with lack of access to ORS packets. All providersinterviewed in site visits stated that they advise mothers to produce homemade ORS whenever theylack salt packets. Since mothers commonly lack ORS packets, they probably mix home preparationsregularly. Unsupervised use of homemade ORS may increase risks of overconcentration or dilutionof rehydration salts, since mothers are given only limited instruction on preparing home solutionsand they lack resources to measure theall ingredients accurately and consistently. Homepreparation instructions also permit ingredients to be substituted, creating a potential foroverconcentration or drug interaction between the ingredients. Increased access to salt packets andimproved instruction and monitoring in the use of homemade ORS could eliminate many of theseproblems. The effectiveness of ORT depends on transferring the base of information to mothers.Since mothers train their own daughters in family care, ORT could persist for generations, and 
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women would gain a degree of autonomy and empowerment in family health care. Restrictedaccess to ORS packets, perceptions of Health Posts as the sole sources of packets, and views ofORT as powerful medicine need to be corrected. 

RECOMMENDATIONS: 

The availability of oral rehydration salt packets needs to be greatly expanded.
Mothers with young children (especially residents of more isolated communities)should be given ORS packets even when children do not have diarrhea. This policywould help to reduce delays in treating the early stages of dehydration. 
Women who seek help for children with diarrhea should be given as many as five 
ORS packets in their initial visit, so that rehydration therapy does not have to bedisrupted to make repeated visits to Health Posts. 
Beneficiaries should not be required to present empty packets to receive ORS refills. 

Campaigns should be initiated to promote ORS as a simple-to-use home remedy to 
be used even in mild cases of diarrhea, especially in more isolated, rural communities 
(HealthCom, 1989). 

Receptivity to ORT should be addressed through culturally appropriate means.Promotional campaigns should associate ORS with the traditional use of herbal teas.Perceptions of salt packets and solutions as humorally "cold" should also be alteredby changing the color of ORS salts and packages. Salts and envelopes could betinted in colors such as orange, yellow, or red, to convey images of "heating" for themajority of diarrheal cases judged to be "cold." Limited quantities of white salts andpackaging should also remain available for those diarrhea episodes attributed to 
"heat." 

Research needs to be undertaken to improve the flavor of the solution. Although
the flavor should not be sufficiently pleasant to encourage misuse, the salty tasteshould be disguised enough to make ORS easier to administer to children. 

The accuracy of ORS preparation by mothers should be improved to reduce the 
potential for salt toxicity. Providers should demonstrate mixing ORS packets as wellas homemade solutions, and shouldthey monitor individual women thepreparation and on 

use of ORT. Promoters should be given posters and othereducational materials on the proper preparation and use of ORS. These materialswould increase public awareness, and they would also serve as reference guides forthe promoters themselves. Health promoters and midwives should also be
encouraged to mix ORS for mothers. 
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Ritual healers who treat diarrhea caused by evil eye should also be trained to 
recognize and treat dehydration. The healers could be encouraged to advise patients
about ORT and might also be trained to make ORS for clients. Altho-gh t.he
healers are likely to resist efforts to discount evil eye sickness, they may respond
favorably to programs that draw them into the therapeutic process. 

Mothers should be made self-sufficient in controlling diarrhea and dehydration. 
Beneficiaries should be trained to recognize and treat the early symptoms of diarrhea
and dehydration. This process requires intensified efforts to train mothers in the
preparation of ORS as well as homemade solutions, so that they can treat 
dehydration without delay. 

Substitute ingredients such as orange juice or corn starch should be developed to 
provide safe and viable options for mothers with limited time or access to standard 
rehydration solution ingredients. Mothers should also be encouraged to use
standardized and readily available resources for measuring and mixing ORS (e.g., the 
liter-sized guacal used in laundries). 

Instruction provided to mothers should also include an enhanced diarrhea prevention 
component, so that rehydration will gradually prove less necessary. 

D. CULTURAL DIMENSIONS OF COMMUNITY RECEPTIVITY TO EPI 

Anthropologic research and interviews conducted in site visits indicate that, as with
ORT, participation rates in the child survival immunization program are higher in more acculturated
and accessible regions. By contrast, participation rates in traditional, more isolated communities 
vary widely. A majority of children have received an initial vaccination, but the series isless likely
to be completed in culturally conservative areas. Poor compliance appears to be associated with
fear caused by conflicts between traditional health beliefs and perceptions of immunization, negative
experiences of individuals who participated in earlier vaccination campaigns, lack of information
about the purpose, scheduling, sequencing, and appropriate age for immunization, and resentment 
over inconvenient access and the negative incentive of mandatory participation in the program. 

Mayans have a long history of beliefs associating blood with health (Adams 1955).
The human body is thought to contain a fixed quantity of blood, so that any loss caused by injury,surgery, menstruation, pregnancy and childbirth, or sickness cannot be replaced. Blood loss isthought to produce long-term debility and lowered fertility. Consequently, Mayans try to avoid
blood loss, and women are particularly careful to watch for excessive blood loss during the
childbearing years. Contemporary Mayans believe that blood can also become polluted by foreign
matter, including spirits and disease. These impurities are also thought to cause persistent debilityor sterility and in severe cases may result in death. Mayans traditionally prepare a number of
medicinai plant teas and purgatives to cleanse and strengthen polluted blood. 
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Interviews with Mayan mothers and earlier research by INCAP (1987) and Enge and
Hewes de Calder6n (1988) suggest that traditional Mayan beliefs about blood have profoundimplications for EPI. Awareness of the program was found to be high in all Health Areas visited.All 54 women interviewed in site visits were fully informed about the EPI program and its goal ofreducing infectious disease in young children and tetanus in pregnant women, Despite widespread
awareness of the program and general approval of its stated goals, culturally conservative Mayans
nevertheless demonstrated resistance 'to the program. Most of these women expressed the opinionthat vaccinations make children ill or sterile. Nineteen of the 54 women interviewed in site visits
reported that vaccinations injure children. Thirteen of the 19 who associated injury withvaccination were from isolated communities in the Departments of Solol and Totonicapin. One woman insisted that the vaccinations cause sterility, while another said that the shots kill children.
Some of these fears may also be derived from unfavorable experiences. Ten of these mothersstated that the vaccination had made their children sick or had given the children fevers, and two 
women noted that vaccinations sometimes leave large and unsightly scars. 

The most traditional and culturally conservative Mayan women appear to beparticularly unwilling to undergo tetanus toxoid vaccinations during pregnancy. Only 28 of the 54 women interviewed in site visits had been vaccinated for tetanus toxoid, and 18 of these 28 women were Ladino or more acculturated Mayans living in accessible regions around Health Centers.
Seventeen women specifically stated that they did not want to be vaccinated, especially duringpregnancy. These women all insisted that the shots kill or deform the fetus and leave womensterile. Eleven of the 17 who feared vaccination were morefrom isolated communities aroundSololi and Totonicapdn. These findings parallel those of previous studies, which indicate that adulttetanus toxoid vaccination rates remain low in the rural Mayan population (HealthCom 1989) 

Low adult tetanus toxoid vaccination rates cannot be attributed solely to fears raised
by traditional culture beliefs. Access to immunization also continues to pose a significant problemfor those interested in the vaccination program. Seven of the 26 women who had not beenvaccinated during pregnancy stated that the serum had simply not been available during their last 
pregnancy, and many of the Mayan mothers who were vaccinated had received only one dose. Inthese cases, failure to complete the tetanus series can be attributed largely to problems of limited access and inconvenience, rather than to fears about the effect of immunization. 

The notion that vaccinations produce illness, sterility, or death appears to be linkedto a number of factors, including traditional beliefs about blood. Given concerns about the purityand potency of blood, Mayan women seem to fear that the introduction of foreign substances
(especially viruses) in vaccinations will cause illness, impurity, or infertility. INCAP reports that some vaccine bottles labeled "sterile" inadvertently contributed to the impression that the vaccine 
causes infertility (personal communication, Mireya Palmieri, 8/30/89). In these cases, promotionaland educational campaigns need to be enhanced in rural Areas to dispel fears about the effects 
of immunization. 

Other Mayan women have been influenced by the experiences of family, friends, orneighbors who had suffered fevers, scars, or even death from improper inoculation. Gossip and rumors about the failures of earlier vaccination campaigns circulate widely throughout thesecommunities. The accounts have convinced some women that the current immunization program
is dangerous. In some cases, children have become ill despite vaccination. Immunization failures 
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convince these mothers that immunization is ineffective at best and potentially quite dangerous.In many instances, health workers failed to inform mothers about the normal side effects ofimmunizations. These mothers were unprepared for the resulting fever in young children and feltthe vaccination program had done more harm than good. As with traditional beliefs about blood,gossip and rumors generated by unfavorable experiences can be countered most effectively by
community health education and promotional campaigns. 

Mayan and Ladino women are all poorly informed about immunization scheduling.Only the more acculturated women living near Health Centers in the San Marcos and ChiquimulaAreas could recall that children receive three vaccinations in the EPI series. In other Regions,women's estimates on vaccination ranged from two to nine. Many simply stated that children need"a lot" of shots, or as many as they're told to get. Mayan mothers also have limited knowledgeabout the proper age for immunization. Notions about proper age for vaccination ranged from oneday to eight years of age. Most mothers said they took their children in when they were told todo so, but they did not understand why children must be vaccinated at those times. Confusion andlack of awareness about schedules do not seem to have created fear or suspicion among mothers,but women uninformed about the importance of proper vaccination timing and sequencing may paylittle attention to immunization schedules (Enge and Hewes de Calder6n 1988, HealthCom 1989).More intensive effort may be necessary to advise mothers about immunization schedules, and to
remind them of upcoming vaccination appointments. 

Mayan and Ladino mothers recognize that children must be immunized before theymay register for school. This policy has been highly effective in assuring compliance with EPI, butinterviews conducted with mothers in site visits indicate that the policy has also producedconsiderable resentment in the indigenous population. Mothers who described fears about thedangers of vaccinating their children stated that they nevertheless feel compelled to immunize them,so that the children can go to school. Several of these women described the program as animposition; they referred to the process as something they "had to do" rather than as anopportunity to improve the health of their children. Although the mandate does motivate parentsto vaccinate offspring, such negative incentives have broader implications for the long-term viability
of programs. Individuals forced to comply with mandatory health programs often refuse to usenonobligatory services such as ORT, growth monitoring, or family planning (Lock and Scheper-Hughes 1988; Wise 1988). Parents may eventually recognize the benefits of immunization for childsurvival, but this process will take several years, and many individuals will attribute improved healthto improvements in nutrition and child care. The use of positive incentives could greatly mitigate
the negative response to policies of compulsory immunization. 

Access to the EPI program was found to vary dramatically by Region. Notsurprisingly, immunizations are readily available in more urbanized areas with acculturated
beneficiaries, while immunization programs remain extremely inconvenient for residents intraditional, rural communities. National immunization days are not generally scheduled to coincidewith local community events, so parents are usually forced to abandon work to take children in forvaccinations. Most of the Mayan mothers described the trip to the Health Post as a nuisance.
Mothers from some communities, such as Xetiriamit, must walk for one to three hours to reachthe Health Post. Since they cannot arrive early when traveling this distance, these women usuallyhave to wait one to four hours to have their child vaccinated, and they must then make the longtrip home. Even mothers living near Health Centers said they had to wait several hours for a 
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consultation. The average estimated wait for a consultation was two hours among the 54 womeninterviewed in site visits. A few women spend their limited cash resources on transportationHealth Posts or Centers to save to
time waiting for consultations. Some of the women who did notspeak Spanish were also confused by information provided on immunization and scheduling. Somewomen pointed out that the long and frustrating trip to the Post seemed particularly unnecessarysince their children were not sick at the time they were vaccinated (INCAP 1987; Cosminsky 1989). 

The recent shift to channeling appears to reduce some of the access problems forfamilies in more isolated communities, although the program is not yet fully operational in manyAreas. In this process, health workers from Centers and Posts visit individual families with ruralhealth promoters to advise them about immunization and theirarrange vaccination schedule.Vaccinations are then given at a local meeting. Most of the children in isolated areas visited bythe evaluation team were vaccinated in a meeting at their village school or meeting house. Thisprogram helps women avoid making "unnecessary" trips to Health Posts when children are not sick.The easier it is for individuals to participate in the program, the more likely they are to complete
the full vaccination series. 

Although channeling resolves some of the problems of information dissemination andaccess to services, several difficulties with tt e system remain to be woked out. Channeling is timeconsuming and laborious, and its success depends largely upon the motivation of rural healthpromoters. Many women interviewed in site visits had never been contacted about immunizations.Others were unable to understand the point of the visit because of language barriers. Othersignore the visits, and some miss the group immunizations and delay immunization until the nextscheduled vaccination day. Although soinr of these women realize that they can go to HealthPosts to complete the vaccination series if :hey miss a national vaccination day, many state thatsuch trips often prove frustrating or futile; many had gone to Posts only to find them closed, andothers had to wait for several hours to get their children vaccinated. 

Mayans are beginning to recognize the value of immunization, but the full impactof the program on child survival will not be apparent for at least one generation. Consequently,short-term incentives should be developed to attract participants to what is, at present, a highlyinconvenient and seemingly risky program. 

RECOMMENDATIONS: 

Access to immunization should be improved in rural areas. Flexibility should be
permitted in scheduling special immunization days, so the event can coincide withcommunity activities that draw parents and children. For example, vaccination dayscould be scheduled around village market days, Sunday mass, village meetings, school or community festivals, or during health education meetings. 

Health Posts should continue to make vaccinations available at any time for thoseunable to attend scheduled immunization days. Women would still need to travelto Health Posts, and even though providers may waste serum to vaccinate individualchildren, this process helps "capture" individuals who might otherwise fail to 
complete the series. 
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Since most traditional Mayan women are illiterate and face language barriers,
mothers should be personally informed about immunization dates and visited to
remind them about the schedules, in their own language whenever possible. 

Perceived health risks of immunization should be diffused in a culturally sensitive 
manner. Educational campaigns could link traditional beliefs about blood and healthto EPI. Immunization might be promoted as a blood-fortifier that purifies blood
by cleansing it of infectious diseases. Similarly, pregnant women could be advisedthat tetanus shots will improve their overall fertility, since the vaccinations increase 
the survival rate of both mother and infant. 

Educational promotions are essential to distinguish EPI from earlier, unfavorable 
immunization campaigns. Providers should advise beneficiaries that the current 
program is new, improved, and highly successful in warding off infectious disease 
(HealthCom 1989). 

The EPI program should develop positive, short-term incentives for beneficiaries.
A number of alternative short-term incentives might be made available to provide
positive reinforcement for participants. For example, special immunization days
might be linked with food distributions or CARE allotments. National Vaccination
Days might be held as festivals, or children receive small immunization "prizes" for
participating (e.g., balloons advertising EPI). Some countries award parents with
inexpensive vaccination "diplomas," which they proudly display as a demonstration
of filial responsibility. Such rewards give parents tangible evidence that vaccination
efforts made on behalf of their children were worthwhile. 

E. PROVDER-BENEFICLRy RELATIONS: PROMOTERS AND MIDWVES 

Rural health promoters, midwives, and mothers were interviewed to evaluate therelationship between the health providers and the communities they serve, and to assess thepotential for expanding the promoter's role in health education. Although promoters and midwivesplay a crucial role in the EPI/ORT program and community health, the evaluation has identified some problems in the selection, motivation, and use of promoters and in women's receptivity tothem. Failure to take advantage of the skills, experience, and reputations of midwives presentsfurther limitations to health education, and the midwives face problems with inadequate supplies
and peripheral status in EPI, ORT, and other aspects of the child survival programs. 

Enge and Hewes de Calder6n recently completed a comprehensive study of healthpromoter responsibilities (1988). They note that the volunteer promoters assume numerous dutiesin the communities. They may treat patients suffering from minor illnesses, make referrals in morelife-threatening cases, record andpatient data perform community health censuses, administerprescribed injections, monitor patient compliance with treatment regimens, and educate thecommunity on first aid, accident prevention, and health care. Although most of their tasks aretreatment related, also inpromoters participate preventive health care programs, including 
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environmental sanitation, maternal-child health education, ORT, and immunization. The promoter'sduties in ORT include distribution of ORS packets and instruction on the preparation and use ofthe solution. Responsibilities in EPI include advising families on vaccination schedules and assisting
Health Posts with channeling and organizing special immunization days. 

Many of the promoters interviewed in site visits confessed to a lack of motivationin fulfilling their responsibilities. These promoters pointed to the large number of tasks they maybe expected to undertake and note that it is difficult to take on the burden of community healthand development as an unpaid volunteer. Some of the male promoters said that they have hadto sacrifice wages from paid employment and neglect subsistence farming to complete their dutiesas rural health promoters. This problem was less severe for the few female promoters interviewed,
although all promoters identified lack of motivation as a crucial factor hampering their work. 

In contrast to rural health promoters, midwives or traditional birth attendantsmaintain only a limited role in community health promotion. Their duties focus primarily onassistance in childbirth and postpartum care. They trainedare to refer problem labors anddeliveries to Health Centers. Midwives affiliated with Health Posts and Centers also help toregister new births and record all pertinent birth information. These records are later used to 
schedule immunizations in the EPI program. 

Health promoters are trained and supervised by TSRs. Six promoters who wereinterviewed in site visits all felt that their training had been helpful and important, and noneidentified problems with courses. Some felt that additional refresher courses and more extensivesupervision would be useful to keep them up to date on the latest health information, althoughall promoters indicated that they were sufficiently trained to perform their duties. 

Midwives are trained and supervised by professional nurses at Health Centers.Three midwives were interviewed during site visits. They all appeared quite satisfied with theirtraining and identified few major conflicts between course instruction and traditional birthing beliefsand practices. However, they did express interest in obtaining additional information on family andmaternal-child health care, and they stated that they are given virtually no equipment or supplies
to help them perform their duties (Jordan i978). 

Promoters tend to be volunteers, although some are recruited for the position byHealth Centers. Most promoters are men, and some communities have only male promoters. Menare usually selected to be promoters since they tend to be literate and because men are perceivedas having greater freedom to travel and visit houses alone. In addition, community leaders giventhe opportunity to select promoters tend to appoint their male acquaintances. Enge and Hewesde Calder6n found that rural health promoters usually maintain good relations with beneficiaries,
community leaders, and other promoters. Their reputation as healers isusually established throughtheir affiliation with Health Posts or Centers, participation in local sanitation and development
projects, and the ability to mobilize the community for health programs. 

In contrast with rural health promoters, midwives are usually recruited throughsupernatural channels. For example, signs such as a caul birth are thought to predict a girl's futurerole as midwife. Some midwives experience birth-related dreams and visions, while others inheritthe role from kinswomen. This mystical recruitment process gives midwives special status and 
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freedom in the community, although the responsibilities associated with the role can also causefriction in the family (Cosminsky 1977; Putney and Smith 1989). Midwives gain recognitionskilled birth attendants over time. 
as

Their reputation increases with each successful delivery. Fully80% of all births in Guatemala are estimated to be attended by traditional midwives (Putney andSmith 1989). Enge and Hewes de Calder6n point out that relations between rural healthpromoters and midwives tend to be strained, and the activities of the two providers are not 
coordinated. 

Although Enge and Hewes de Calderon found overall promoter-community relationsto be positive, site visits and interviews with individual women reveal substantial friction betweenmothers and rural health promoters. This tension appears to be linked to conflict over traditionalgender roles in family health and male-female relations. Mayan and Ladino women alikeconsistently stated that men know nothing about child care or health. They suggest that mothers are the only individuals who know how to care properly for children. Nearly half of all womeninterviewed stated that they lack confidence ("falta confianza") in the advice given by malepromoters. Many women also stated that they felt ashamed or embarrassed ("me da verluenza")when male promoters came to their homes. Although this problem appears widespread, it was mostacute among more traditional Mayan mothers in isolated, rural communities, who are the very
individuals in greatest need of access to health providers. 

Although many of the women interviewed in site visits state that they lackconfidence in male promoters or feel embarrassed around them, these women nevertheless expressinterest in learning more about health and child care. They simply note that they would prefer tobe instructed in these matters by other women. When questioned about gender preference, nowomen expressed a preference for male promoters. In contrast, 30 of the 54 women questionedstated a clear preference for female rural health promoters. Gender preferences were found tobe stronger among Mayan women. Twenty-three of the 30 mothers preferring female promoterswere Mayan women. Twenty-four women expressed no opinion about the gender of promoters,but 12 of the 24 women with no clear opinion were Ladino or acculturated Mayans livingHealth Centers. near
These findings suggest that, although preference for female- promoters is notuniversal, it is nevertheless a major concern for many women. Although trained male promoterscontinue to contribute extensively to community health and education, greater emphasis should beplaced on recruiting and training more female rural health promoters. 

Midwives could also be used as rural health promoters. Currently, medical servicesare wasting the talents of highly experienced and trusted health workers by minimizing the activitiesof midwives. Older, more respected midwives tend to be culturally conservative and less receptiveto new health care and birthing strategies. However, older midwives are trusted by the community,and they can be used as "culture brokers," or initial agents of change, to draw more traditionalMayan mothers into ORT, EPI, and other child survival programs. Younger midwives have provenhighly responsive to training and recommendations and have successfully integrated many HealthCenter recommendations into traditional birthing strategies. Although younger midwives do notpossess the same stature as older, more experienced midwives, they will gain enhanced reputationswithin a few years. Midwives recruited and trained in community development and healtheducation now will serve as highly effective conduits for community participation in new programs.Such promoters would be able to gain admission to the homes of more traditional women andmake contact with those mothers who are most resistant to child survival programs. 
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RECOMMENDATION: 

Health Centers should recruit more women as rural health promoters. Hiring
criteria should be developed to expand recruitment beyond self-selection (Enge andHewes de Calder6n, 1988) and encourage enrollment of more women and of menwho are trusted by women in their community. Literacy requirements should bereevaluated in light of the low education levels of indigenous Guatemalan womenand of the need to expand the current pool of female promoter candidates. Literacyhas not proven to be a major obstacle in training midwives; rural health promoters
should not be rejected solely on this basis. 
The role of midwives in community health should be expanded. Midwives should 
receive more extensive training in family health, child survival, and communitydevelopment. The midwives should be given a more extensive role in EPI, ORT,and health promotion activities (Cosminsky 1989; Jordan 1978; Pumey and Smith1989). Midwives could also serve as translators for Health Center clients whocannot speak Spanish. The midwives would also protect Mayan women's reputationsand alleviate their embarrassment when being tended by male health providers.Midwives should be better equipped and supplied to assist with births and to
participate in child survival programs. 
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IV. ADMINISTRATION 

A. GENERAL ADMINISTRATIVE ORGANIZATION 

Project support is organized through a Project Administrative Unit (PAU), whichadministers Project funds (other than direct USAID/G purchases) for the implementing units in theHealth Areas and for the national level components: EPI, ORT, H/MIS, and AdministrativeDevelopment. Technical assistance is provided by HealthCom for promotion and by MSH for
administrative development, training, H/MIS, and logistics. 

The PAU is a separate administrative unit that currently is not well integrated intothe formal administration of the MOH. Directly responsible to the Director General, the PAUadministers most of the local funds, Central purchasing, and warehousing for the Project. ThePAU, which is headed by a national coordinator to be designated by the Minister, is designed tohave a local administrator, financial units, and purchasing and warehousing units. There have beenfive national coordinators since the start of the Project; the current coordinator has occupied theposition since April 1988. There have also been three Administrators. Currently the post is 
vacant, awaiting final processing through USAID/G. 

Over time the PAU grew to approximately 30 people in December 1988. Becauseof the auditing problems to be discussed below, the PAU shrank to a low of 14 in early 1989,seriously impairing its functioning. Now, although its staffing has increased to 48, several keypositions still have not been filled. Currently, the PAU is dangerously dependent on the Projectfor staff salaries. Of the 48 staff members, only 6, 4 of whom are drivers, are on GOG salary.Even if the PAU were designed to provide a mechanism for strengthening the capabilities of MOHsalaried staff so that their skills could be sustained in the MOH after the Project ends, it is
currently unlikely to do so. 

The PAU is designed to provide a more flexible means of managing funds than isavailable through the normal MOH administration. It also provides a means of following thereporting and financial control requirements of both USAID/G and the MOH. As such, it is avehicle for funding that does little at the national level to assure institutional strengthening andsustainability. Given the current legal structures of Guatemala, it may be the most flexible meansto provide Project funding. However, the PAU should be viewed as a tempor'ry expedient thatshould evolve toward a more integrated and sustainable mechanism within the formal MOH 
structure. 

As if to reinforce the vertical and separate nature of the PAU, early this year itsoffices were moved from the General Directorate Building in Zone 1 to Zone 2. Coordinationthat had been established between the PAU auditors and the DGSS Auditing Department was also 
severed. 
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B. THE CURRENT CRISIS
 

Despite the advances discussed in the coverage sections above, the Project iscurrently in administrative crisis. The PAU, which was initially effective in managing an increasein spending and which provided an innovative decentralization of funding to the Area level, is nowa major bottleneck that in the last two trimesters has significantly reduced spending of counterpartfunds, inhibited implementation of component and Area Project activities, and generated discontent 
at all levels. 

There are a variety of unfortunate reasons for this situation. A series of auditsculminated in findings of significant financial irregularities. These audits led to the firing orresignations of over 60% of the PAU staff during the first six months of 1989, causing a significantshortage of personnel during a critical period of Project implementation. In addition, the auditsled the PAU staff to impose very strict controls on the paperwork necessary for disbursement.These additional burdens on the much-reduced staff contributed to lack of coordination, lack ofresponsiveness, and the slowdown of disbursements. 
and 

These problems generated misunderstandingsresentment from most officials who depend on Project funds for implementing EPIIORTactivities. The misunderstandings and ill will led to a series of meetings with officials from MOHand USAID/G at all levels. These meetings are providing a constructive forum for addressing theproblems. A positive aspect of the crisis is that as a result the Project has become a priority for
decision-makers. 

Part of the current problems stem from several significant deviations from theoriginal intent of the amended Project. First, the PAU has moved its office far from the buildingof the General Directorate, and the MSH offices are also distant from both. The physicalseparation has exacerbated the problems of coordination and communication. Second, the PAUstaff has not been replenished with the speed necessary to prevent it from becoming a bottleneck.Third, the Project has supported increasing numbers of staff who should be provided by theMinistry. Fourth, as problems arose, key actors failed to utilize assistance and cooperation from 
available sources. 

Several options have been proposed to resolve this crisis. We attempt here topresent a sequential strategy that incorporates several options and discusses the positive and
negative implications of these options. 

RECOMMENDATIONS: 

First, we think it necessary for both USAID/G and the MOH to treat this Project 
as a major priority that may entail sacrificing other activities to be put back on trac.
Attention by the highest levels of both agencies should be sustained throughout the 
process so that key decisions can be made quickly and follow-up achieved. 

** The Junta Directiva, which is composed of the Director General, all component 
heads, the Project coordinator and (when appointed) the administrator, and chiefsof party of the techni. al assistance teams, should establish a regular routine meetingschedule, and the MOH should make these meetings highest priority. Reports of 
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these meetings should be monitored by the Director General, Minister, USAID/G
representative, and Mission Director. 

As soon as possible, but not later than October 30, 1989, an organizationaldevelopment team-building exercise should be held with an o'tside, highly skilled,native Spanish-speaking facilitator. The purpose of this exercie should be to reviewthe history of the crisis from all perspectives, directly address 11 concerns, set outjoint tasks for improving relations, and schedule any additional inputs necessary to 
resolve key problems. 

Following this exercise, which should improve communication among the parties, the
following strategy should be considered: 

Strengthen and Improve the Capability of the PAU: 

This option means that the MO must commit itself to fully staffing the PAU andthat the selection of an Administrator be accelerated. The PAU should be movedback to the General Directorate Building as a priority program, displacing otherdepartments if necessary. Auditors of the program should locatedbe with theDirectorate's own Department of Administration. Efforts should be made to findoffice space within the General Directorate Building for MSH as well. 

Active and significant technical assistance should be provided to the PAU througheither 1) hiring a highly qualified private accounting firm or 2) some othermechanism to provide a professional team of short-term technical advisers.technical assistance should immediately develop 
This 

a flexible financial control system,train PAU counterparts and the Administrative unit of the DGSS, and train the
Regional and Area controllers and auditors in the revised system. 

MSH should provide immediate technical assistance to improve other management
skills in all departments of the PAU. 

These immediate steps should be taken within a broader perspective of the needto integrate most of PAU into the ongoing administrative structure of the MOH, in particular theDGSS Administrative Department. A major long-term objective should be to utilize improvementsin the PAU to strengthen the capabilities of this department. With this goal in mind, some staffof the PAU, particularly the auditors, should be reassigned to the DGSS Administrative
Depai:ment, and additional staff should be added. 

The central role of the option to provide technical assistance in financial control,either through a private consulting firm or through a team of short-term consultants, should beunderlined. This team should strengthen the capabilities of the PAU and MOH to provide timely,
flexible, and decentralized funding. 

The accounting firm option needs much more study and clarification before it canbe fully considered. However, the use of alternative financial control processes should be 
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considered, primarily with the objective of strengthening the long-term viability of the decentralized 
system. The desire to get funds flowing rapidly again -- either for pipeline or for achievement oftarget goals, or even for the most humanitarian desires to save lives immediately --should not
obscure the need to make this system a long-term, effective, and sustainable program so it can save 
more lives in the future. 

As technical assistance, the option of seeking outside advisers should not be seen 
as, nor evolve into, a replacement for the PAU financing function. If a private firm were to 
assume functional responsibility for financial control, its activities would not be sustainable. It
would create the impression that decentralization means circumventing the national financial system.
We already have examples of financing that avoids the national system: the of PAHO fundsuse 

for Accelerated Vaccination Campaigns, which have 
a much less rigorous financial control systemso that auditing involves only checking signatures and is done by PAI-O without national auditors 
or accountants involved in any stage. This example is often cited as a preferred option because
it is so fast and simple. However, any system that avoids the national public sector financing
system would not be sustainable with national funding in the future. When the USAID/G funding
stops, there would be no national mechanism to replace it. None of the officials at the PAU,
Area, and lower levels would have learned how to manage national funds with their requirements.
With such a large portion of the operational level funding in the hands of an alternative system,
dangerous pressures on the national institutions might be generated, threatening their already 
fragile stability. 

t-ts noted below in the section on finance, this program is an integral part of the
MOH's primary health care system, providing the bulk of the nonsalary resources to the operational
levels. If the PAU is to be at all sustainable, it must be integrated more fully into the
administrative structure of the MOH. Decisions were made last year and early this year that have
made the PAU even less integrated: it was physica~ly removed from the DGSS Building; and its
staff has become almost entirely funded by USAID/G, with only 6 staff members on government
salaries. A temporary period of integration with the auditing unit of the Administrative Division 
was terminated. Its Consultative Committee of component chiefs has not been called to meet again
since its initial meeting. 

Every effort should be made to reverse these decisions and to put the Project back
in its central and priority role in the MOH. 

RECOMMENDATIONS: 

The PAU should be moved back to the General Directorate Building as a priority 
program, displacing other departments if necessary. Auditors of the program should 
be located with the Directorate's own Department of Administration. Efforts should 
be made to find office space for MSH as well. 

MOH should demonstrate its commitment to the Project .and reinforce its capacity
to strengthen the institutional structure of the MOH by transferring key MOH 
salaried personnel to the PAU to strengthen its capabilities. 
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Coordinating meetings of the Junta Directiva and working groups for Project
activities should be given formal precedence over all other time requirements of the 
officials involved. 

C. USAID/GUATEMALA 

This Project has been a difficult one for USAID/G to manage. Design problems,
major amendments, complex internal administrative processes, fragmented and highly politicized hostcountry conditions, staff shortages, illness of a key official, and the usual array of purchasing
restrictions and incompatible fiscal processes and cycles have plagued the Project. 

Despite these problems, all the USAID/G officials have been effective managers ofthe Project. Each individual has carried out her or his responsibilities well. The Project is logically
managed, with a clear division of labor among the four responsible officials. 

However, the Project has taken more of the time of the Chief of the Office ofHuman Resources Development and the Health and Population Officer than it should have. Thesepositions have many other responsibilities in the USAID/G structure and should not have to assumethe central coordinating role nor provide the constant contact with MOH officials, consultants, and 
other donors necessary to strengthen the Project. 

The position of Project Liaison Officer, recommended by the Concept Paper (Cross1987), is designed to provide a link between USAID/G and the PAU, MSH, HealthCom, and theMOH. However, it does not currently assume responsibility for coordinating the overall Projectwithin USAID/G. The Project Liaison Officer, the Project Manager, and the Purchasing Officer 
are all directly responsible to the Health and Population Officer. 

We think that the position of Project Liaison Officer should be upgraded to assume
overall responsibility for coordinating the Project within USAID/G and a"stronger technical andmanagerial coordination role with the MOH and the institutional contractors. A project managerwith top technical abilities, strong interpersonal and managerial skills, and experience working with
policy-level officials and technical staff in both AID and host countries could provide the leadership
necessary within USAID/G and assume a stronger role in coordinating with the MOH and theinstitutional contractors. This manager should develop more systematic monitoring mechanisms and
strengthen coordination among other responsible USAID/G staff. 

RECOMMENDATIONS: 

Within USAID/G, this Project should be managed by a professional with a Ph.D., 
M.B.A., and/or M.D./M.P.H. and experience in managing large projects in LatinAmerica, whose only responsibility would be the coordination and management of
this Project. This position should probably be a Personal Services Contract with
appropriate salary level. This Froject Manager would assume responsibility for
coordinating the USAID/G Project staff and for coordinating with MOH and the 
institutional contractors. 
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V. TECHNICAL ASSISTANCE 

A. BACKGROUND
 

Technical assistance through this Project has been provided through two major contracts:one with HealthCom for promotion and health education support and another with ManagementSciences for Health (MSH) for support for administrative improvement. The HealthComcomponent was the subject of a previous evaluation and will not be examined in depth in this 
evaluation. 

As noted in each component section, MSH consultants have contributed to the developmentof finance, administrative, logistics, and H/MIS systems, as well as the development of trainingmaterials and programs. A major effort in developing a work plan for MSH provided a model ofparticipatory planning that may be useful in future planning efforts in the MOH. 

However, this technical assistance has been particularly affected by the administrative crisisof the PAU. Recently the team of long-term consultants has been stymied in its efforts to provideand implement needed changes and activities in the MOH. There are a variety of reasons for thisunfortunate situation, which we will review here. The crisis is being reviewed by USAID/G, theMOH, and Project officials, and we hope that the observations of this evaluation team can support
their efforts to find solutions to these problems. 

MSH has provided support relatively recently, having been added in the third amendmentand beginning its field activities in September 1988. This technical assistance was added to theEPI/ORT Project to support Project activities and wider MOH needs in administrativedevelopment, H/MIS, logistics, and training. The bulk of this support is provided by a team of fourlong-term expatriate consultants: 1) administrative and management expert and Chief of Party; 2)logistics expert; 3) H/MIS expert; 4) training/supervision expert. 

MSH began its activities in September 1988 by focusing on the initial needs of establishingcontacts, office space, and internal administrative routines. This process involved the lengthy legal
and administrative procedures expected in this kind of activity. 

Finding office space became an early problem. The anticipated location of the team withinthe offices of the General Directorate was deemed to be impossible because of limited space.Searches for appropriate office space near the DGSS were also in vain. However, the team wasable to locate in the center of Zone 1, halfway between the DGSS and the National Palace, wherethe Minister's Office -- including the two vice ministers -- is located. This locatio:, has only minoradvantages, since most of MSH's activities are with operating units in the DGSS or other normativedivisions located far from the National Palace. Shortly after the office space was obtained, theEPI/ORT PAU was moved to another location quite far from both the DGSS and the MSH 
offices. 

This chain of events has unfortunately resulted in the physical isolation of both MSH andPAU from the rest of the MOH and from each other. The original design of the Project hademphasized the objective of integrating both units more firmly into the MOH and anticipated that 
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greater facility of communication, contact, and interchange would come out of physical proximity.With the current situation, the Project replicates and even exaggerates a general problem of thephysical fragmentation of the TheMOH. problem is exacerbated by the weak telephonecommunications of the city, resulting in delayed communications, missed meetings, etc. 

Although the space is conducive to many work activities, with relative quiet, adequatesupport staff and materials, and appropriate furniture, it also has the disadvantage of appearing to
be a privileged oasis for foreign technicians. 

The TA team established contacts with counterparts that initially appear to have been quitegood. The best relations seem to have been established between the H/MIS consultant and theInformation Unit of the MOH. The training consultant also established good working relationshipswith different units in the Division of Human Resources, first with the unit preparing acorrespondence course for auxiliary nurses and later with the promoter training program of theCommunity Health Department. Prior commitments had delayed the full-time presence of theChief of Party, so during the first two trimesters the logistics consultant not only established contactwith the Administrative Development Department but also assumed temporary responsibility forsupporting the PAU in its reorganization plan, developing financial systems for the petty cash 
program, and administrative responsibility for the MSH team. This consultant's skills wereappropriate for all these multiple tasks, although his time was limited by having to respond to so 
many needs. 

The logistics consultant and the Chief of Party were effective in supporting the PAUs earlyreorganization plan and initiating a planning workshop. The reorganization plan was worked outinternally with the PAU and the consultants and was presented as a proposal to responsibleofficials of the MOH. However, no action has been taken to implement the plan. 

A workshop to develop a work plan for MSH technical assistance was held in Panajachelin May 1989. It was attended by the members of the PA'J (with the exception of the ProjectCoordinator) and counterparts in the major components of Epidemiology, Information, HumanResources, and Sectoral Planning and Programming. The workshop reviewed Project objectives,developed a situation and problem analysis, proposed and evaluated solutions, and prepared aworkplan for technical assistance and counterparts in an effective participatory process that was well 
received by the participants. 

The early cooperation and good relations between MSH and the PAU, however, began toshow signs of strain in April-May. It is impossible for the evaluation team to evaluate fully theresponsibilities for this change in relationships between the PAU and the MSH team. Clearlymistakes were made by both sides, and personality incompatibilities may also have exaggerated
broader problems. 

B. IMPACT OF ADMINISTRATIVE CRISIS 

What is clear, however, is that this relationship is now blocking implementation of many
activities that were planned and programmed in the MSH workplan. Many of the consultants'activities have remained in proposal form, with no MOH officials willing or able to take 
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responsibility for implementing them. The conflict has limited the access and responsiveness ofofficials of other component parts to the technical assistance. The MSH team has becomedemoralized, and currently its available time for providing technical assistance is limited by the need 
to address the conflict. 

This problem is crucial now and may not plague the Project over the long term ifappropriate action is taken by all parties involved. The current process of involving the highestlevels of the MOH and USAID/G as well as representatives of the operating units at the Arealevel in a dialogue and negotiating process may result improve the situation. However, the historyof technical assistance in Guatemala is peppered with similar conflicts. A recent seminar ontechnical assistance sponsored by PAHO suggests that this experience is not isolated. Manytechnical assistance teams and counterparts have been frustrated iby the unfulfilled expectations ofthis delicate relationship. In this context it is unwise to expect an easy or enduring resolution to 
the current crisis. 

If, however, the process set in motion to resolve the crisis that we discussed in the Section 
on Administration bears fruit, the MSH team can probably begin to be more effective. Theassignment of appropriate counterparts, the collective decision-making implied by the ManagerialCommittee, and the responsibility for component heads to control financing should all improve
access- and support funding for the MSH team efforts. 

As noted above and in the sections on finance, logistics, H/MIS, and training, the technicalassistance of all individual MSH team members has been very appropriate. Their qualifications andthe professional quality of their work are to be commended. They have established good workingrelationships with most counterparts and have dealt with most problems with sensitivity and 
resourcefulness. 

C. WEAKNESSES AND RECOMMENDATIONS 

We feel, however, that insufficient attention has been given to developing a broad approach
to planning and administrative strengthening of the MOH. Although the administrative aspects oflogistics and finance have several strong initiatives and some of the administrative aspects of H/MISand training are also being identified and addressed, the broader approach envisioned in the last 
amendment has not been initiated. 

There are a variety of reasons for this weakness. First, the responsibility for this activityis with the Chief of Party, who has had sevk -al "start-up" responsibilities for the MSH office,continuing managerial responsibility for the office, and a variety of "diplomatic" responsibilities inestablishing and maintaining contacts throughout the MOH and with the donors. In addition, muchof his time has been involved in the design and implementation of the Planning Workshop, whichwas essential for the overall effectiveness of the team, but which did not allow him to focus on the 
component of administrative development and planning. Finally, he has been preoccupied during
the last two or three months by the need to deal with the current administrative crisis of the PAU. 

Second, the counterparts for this activity have not been well established. Originally muchof this activity was to be addressed by the SAM, a program within the Administrative DevelopmentDepartment under the Director General of Health Services. However, many officials initially 
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assigned to this department have been reassigned to other units within the MOH. Lack ofcommitment to planning and administrative development in the MOH is reflected in its fragmentedapproach to this process. No clear decision has been made within the MOH about which officialsand which administrative units should take the initiatives and be given the resources to approach
administrative developmnt and planning. 

Nevertheless, a current ad hoc process of 'dministrative development and planning issupporting the national process of decentralization and regionalization. This effort is a nationaland MOH priority, as it should be. It provides a strong framework for administrative reform and
for planning initiatives and will be strengthened by a World Bank Health Sector Program in the 
near future. 

This ad hoc process is led by the Vice Minister for Technical Affairs through aManagement Committee, with responsibilities shared by the Sectoral Planning Unit, Administrative
Development, the Administrative Division of DGSS, and the Office of International Affairs. process is being supported by PAHO technical assistance 

This 
and has developed proposals forreorganization of the Despacho Ministerialand for the establishment of Regional offices. To date

it has not received sufficient resources, personnel, or priority to fulfill its mandates. 

RECOMMENDATIONS: 

It is essential that MSH make involvement in the MOH process of regionalization 
and decentralization a top priority. The Chief of Partv should devote more time 
to establishing contacts with the different units respG,. ble for decentralization.
Working groups including technical members of each unit in the Management
Committee and PAHO consultants should be formed to take initiatives in this 
process. The MSH Work Plan in this area should be revised and strengthened to 
focus specifically on these issues. 

Additional resources should be applied from the Project (through reprogramming) 
or other sources to strengthen the plarning capacity of the MOH. This supportwould initially involve per diem and other conference costs for initial planning
workshops and for preparing materials, reports, and investigations. Later costs might
be incurred as planning process is implemented. 

MOH should assign personnel to the planning and administrative development 
process. 

Finally, there are a variety of reasons, outlined above, for the location of the current MSHoffice. Like many decisions in this Project, this decision was made in part to effect immediateimplementation needs but may not have been tie best choice from a long-term perspective. Thedecision, however, is not irreversible. Office space can be sublet if other opportunities for a moreintegrated location can be created. We feel that the original intent of the last Amendment wasto have technical assistance as thoroughly integrated into the MOH as possible and to avoid the 
appearance of an unsustainable privileged oasis separate from the MOH. 
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RECOMMENDATION: 

As with our recommendation that the PAU be moved back into the General 
Directorate Building, we feel that MOH, USAID/G, and MSH should make everyeffort to find appropriate space within MOH facilities, preferably within the DGSS,
or in another location much closer to these facilities. 
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VI. 	 FINANCE 

both: In reviewing the financial aspects of the EPI/ORT Project, the evaluation team looked at 

macro 	issues of sustainability and GOG/MOH commitment to EPI/ORT and 
micro issues related to the day-to-day funding of the EPI/ORT Project. 

We found major problems on both levels that could jeopardize both the short- and longterm success of the Pcoject. Concern about 	Project financing was pervasive at all levels, and theassociated problems repeated themselves over and over. 	 Our analysis began in the Areas ia orderto determine 	what was working and what was not. 

A. 	 HEALTII ARrAs 

The Area Chiefs and Area-level accountants had common concerns in all five Health
Areas 	visited:
 

The MOH budget at the Area level is too small and is not based 
on the 	needs ofthe Area. (In the Areas visited, the MOH has assigned its own separate "rotatingfund," which is only about 20% of the Project's "revolving fund." 

The first funds 	of the calendar year budget were not available until May. 

The EPI/ORT 	revolving fund/caja chica (to be discussed below) is an excellent, infact, critical idea, but it is not currently functioning. The guidelines are too 	rigidand are 	not designed to facilitate Project support. There 	is too much paperwork.Reimbursement is delayed for months. Area personnel 	are not adequately trained
in the procedures of the revolving fund.
 

Area Chiefs insisted that other donor projects have much 
more 	flexible spendingguidelines and that the EPI/ORT guidelines could be equally flexible. 

The Area personnel felt that they should be more 	involved in programming andadministering 	the revolving funds for their Area. 

As emphasized throughout this paper, the Area level is critical to the success of theEPI/ORT Project. In the 	section that follows on the revolving fund, we present a number ofrecomme.ndations to decentralize funding to the Areas and improve Project procedures. 
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The more flexible policies and procedures utilized by other donors for funding Area levelhealth activities should be reviewed to see which might be applicable to the EPI/ORT
Project. 

B. HEALTIH DISTRICTS (CENTERS) 

Except in rare cases, the revolving fund has not been decentralized to the HealthCenter level. The Centers all have very limited budgets and do not benefit as much as they couldfrom the revolving fund. Health Centers have almost no discretionary funds, except for patient feesthat are held by the District government and programmed for the following year, if the Centerchooses to use them. The amounts collected and available are minimal. The six Centers we visitedcollected on the average Q 518 ($186) each year. These funds are used for medicines, gasoline,electricity, maintenance, kerosene, supplies, laundry, per diem, and spare parts. At this level, thebudget from the National revolving fund for these items is minimal and for some items nonexistent. 

The District level is critical to the EPI/ORT Project in that it provides the principalsupport to the outreach program. 

RECOMMENDATIONS: 

The Centers should be reinforced with training in basic bookkeeping/financial 
management and should receive limited funding from the EPI/ORT revolving fund.This could be achieved with technical assistance from a private accounting firm (see
below). 

next step in the decentralizationThe process should be emphasizing the,decentralization of the revolving fund to the Districts. Cost recovery/fee-for-service
alternatives should be tested in selected Areas. 

C. HEALTH POSTS 

Occasionally a 
Health Posts depend almost entirely on the Health Areas and Centers for resources.Health Post will have minimal excess funds from the sale of CARE food. Thisexcess, which was reported in two of the eight Health Posts we visited, was fortuitous in that bothPosts used the funds to pay the electricity bill and copy needed forms. For the most part, moneyis not an issue at the Post level and should not be. 

What is critical to the Health Posts is that the Health Centers have adequateresources to support the Posts and the local health workers. 

All these levels depend totally on the Central MOH and the PAU. When systemsand procedures break down at the Central level, the Areas, Centers, and Posts suffer the most, andit is at these levels that the EPI/ORT services are delivered. 
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D. REVOLVING FUND (CAJA CHICA) 

The revolving 
EPI/ORT Project and 

fund represents a significant, innovative accomplishment of thethe technical assistance component.to the Areas and was It has channeled important resourcesfast becoming the principal resource for primary health careAreas. Unfortunately, its implementation 
activities in the

has been beset with problems. The major problem thathas limited, the effective implementation of EPI/ORT activities and has alienated Area healthpersonnel is the PAU's long delay in processing Arearevolving funds. In some 
vouchers and reimbursing the Areas'cases, this hasdelay halted spending, either because no funds are 

to save his remaining funds for an 
available or because the Area Chief wants emergency. Theprimary reasons for the delay are the following:
 

A four-month backlog of vouchers 
 built up from January to April 1989 when the 
PAU was still located in the MOH Administrative Services Unit and relying onMOH auditors. These vouchers were apparently not processed becauseuncertainty of a of thepending move by the PAU, which would transfer responsibility forvoucher processing from the MOH auditor staff to a newly formed PAU audit staff. 
Only two auditors were assigned to the PAU in spite of the backlog, and they have 
just managed to keep up, meaning the processing is still four months behind. (Thisinformation comes from the PAU auditors and is confirmed by most Area Chiefs,who said they are still waiting (in September) for payment of April/May vouchers). 
Approximately 80% of the revolving fund vouchers submitted have been for per
diem/travel. Of these, approximately 80% have had errors, asdetermined by theauditors. The most common error or omission occurs in the report (Informe deComisi6n, Report of the Commission) that ijust accompany per diem vouchers. 
Vouchers with errors must be returned to the originator for correction, and this isa lengthy process. The mails are not used because they tooare uncertain. TheArea or individual must be contacted by telephone or personal message. Theauditors, who are isolated in the tower of the PAU office, do not have a secretaryto help them with this process. When the individual receives his returned voucher,he usually does not know specifically what he omitted. He corrects the form andresubmits it. Because of the lack of a system or secretarial help, when the voucheris returned to the PAU office it most likely is returned to the bottom of the pik.

for another long wait.. 

The procedure and the problems are basically the sameare for MOH per diems, whichfunded through the MCH Division 
MOH 

or through the Area level National revolving fund. Bothand Project auditors seem to have tightened up the per diem review/approval process,perhaps in response to recent audits. Auditors with whom we spoke indicated that the per diemprocess within the government has a long history of misuse (charging for trips not taken, charging 
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extra days, etc.) and that many employees have viewed and continue to view per diems as ajustified salary supplement. 

The problem appears to have far wider implications. Inthe a separate discussion withChief of the Transport Unit of MOH,the during which we questioned him about theavailability of trained mechanics in the Health Areas, he indicated that many trained automechanics in the Health Areas have taken positions as drivers so they can earn per diem. 

If a conscious effort is indeed being made to control the misuse of per diems, wesupport it and commend the PAU in principle (especially in view of the proposed per diem rateincreases). However, it is essential that other actions be taken immediately to remedy the delaysand improve the efficiency of the revolving fund. 

Another problem that should be addressed immediately is centralized purchasing.Under the present guidelines, the Areas cannot use the revolving fund to purchase vehicle or coldchain parts locally, resulting in long delays and inability to carry out necessary Project activities. 

In summary, the current PAU administration of finances has been ineffective for anumber of reasons, which we list below: 

The PAU is overly burdened with audit/liability concerns. 

The amount of money (and power) is too great as a percentage of overall MOHnon-salary operating funds for an individual MOH employee to manage. 

The effort to control spending has resulted in cumbersome, unworkable policies and 
procedures. 

The PAU has been unable to develop an effective working relationship with the keyoperative units (especially below the Central level) responsible for carrying out the 
EPI/ORT Project. 

RECOMMENDATIONS: 

To alleviate the problems with the revolving fund and the overall administration ofProject funds, we recommend that USAID/G consider the following two alternatives and select oneor a combination of the two and implement the change quickly: 

The first alternative is to reinforce the existing PAU with more staff, technicalassistance, and training, especially in financial management. This alternative shouldbe based on a common agreement to decentralize more programming and spendingauthority to the Areas. In addition, for the PAU to effectively adminLtrrrevolving fund, the following 
the 

measures should be implemented: 

More auditors should be hired or assigned to the PAU. (This is already in 
process.) 
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The MOH and USAID/G should ill the vacant PAU positions immediately, 
especially the Administrator position. 

PAU audit procedures and the flow of documentation between the Central 
PAU and the Areas should be reviewed and revised. The automatedfinancial information program developed by MSH for the PAU should begiven a high priority and implemented as soon as possible. 

A secretary should be hired or assigned to the audit department. 

Area, District, and Municipal MOH staff should be trained in the correct 
way to submit travel/per diem vouchers. 

A standardized trip report (Informe de Comision) with clear criteria should 
be developed; Circular 10-89 provides an outline. Trip reports approved by
Area Chiefs should be reviewed with greater flexibility in the PAU. The 
present review/approval process should be carefully analyzed. It is now too
subjective in terms of what is required to justify the per diem. 
Auditors should be hired for the Health Regions. If the MOH is unwilling 
or unable to pay the salaries, USAID/G should provide real currency funding
to pay them initially, as part of a broader plan to assist the Ministry indecentralizing its support services, with understandingan that USAID/G
funding of those positions will be phased out at an agreed-upon annual rate. 

The second alternative is to: 

Reduce the role and authority of the PAU. 

Reintegrate it into the Administrative Services Unit of the MOH. 

Utilize the regular audit staff of the MOH for Project auditing. 

Hire additional auditors or relocate existing Central MOH auditors to the Regions. 

Emphasize direct funding to the Areas and to selected Central-level MOH 
component units. 

To facilitate the direct funding process to the Areas and Central component units anddevelop mechanisms to make the revolving fund more flexible, agile, and responsive to the needs
of the Areas, we recommend the following: 

Increase the amounts of the Area revolving funds. (These amounts should be based 
on new criteria developed jointly by the PAU, Area Chiefs, and technical experts
from MSH and the CPA firm (see below). 
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Give the Area Chiefs much greater discretion in the programming and spending of 
local funds. (Criteria should be developed as described above.) 
Establish a revolving fund mechanism for selected MOH Central-level components, 
and determine the amounts and uses of the fund. 
USAID/G should contract with an accredited local CPA firm whose responsibilities
could be either in technical assistance to the PAU/MOH or direct administrationof Project funds. This decision will depend largely on resolving the present crisis
between the PAU and the Area Chiefs. 

The evaluation team anfavors intensive technical assistance role rather than thedevelopment of a new administrative unit. The technical assistance should focus on makingPAU more flexible and responsive, which will require a careful 
the 

review of PAU procedures andNational auditing rules and regulations. Assistance should be provided in implementing thefinancial information system and revising cumbersome procedures. Finally, the CPA firm shouldtake the lead in training the Central component personnel, Regional auditors, and Area andDistrict health officials responsible for budgeting and accounting. 

Of the two alternatives, the evaluation team strongly endorses the second. This optionwould facilitate Project disbursements, speed up Project implementation, promote and facilitatedecentralization of MOH activities and spending, and encourage greater Regional, Area and District
programming and decision-making. 

Regardless of which is selected, we emphasize the importance of decentralizingprogramming and spending authority to the Areas and auditing to the-Regions. 

E. THE PIPEUNE ISSUE 

The evaluation team has analyzed USAID/G's concern that Project funds are notand will not be executed/expended within the time constraints of the Project. Our findings indicatethat concern by USAID/G is no longer warranted. Quarterly expenditures/disbursements duringthree of the past four quarters have averaged approximately $900,000. (Spending in the first quarterof calendar year 1989 was lower because of delays in 1989 Project budgeting and processing of thefirst quarter's funding request.) The Project pipeline as of June 30, 1989, totaled $9,906,454, tobe expended over the remaining 10 quarters of the Project, a spending rate of $990,645 perquarter. As noted above, the average quarterly spending is already near that level. 

In addition, several new developments in the Project will have a major impact onspending and could in fact result in a funding shortfall. These proposals will, at the very least,necessitate careful consideration of Project priorities during its final two and a half years. These
potential developments include: 
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A proposed increase in MOH per diem, which will greatly increase the Project perdiem amount if utilized as programmed. (See the MSH report entitled "Altemativasde Poilticas de Vidticos-Proyecto PAJITRO, Sept. 5, 1989," "Alternative Per DiemPolicies for the EPI/ORT Project, Sept. 5, 1989") 

The likely need to extend and perhaps expand the MSH technical assistance contractto develop adequate administrative and information systems for the successfulimplementation of the existing and future child survival Projects. 

The extension of the HealthCom technical assistance contract. 

A new contract with a local CPA firm to administer EPI/ORT funds and/or providefinancial and accounting technical assistance to the PAU and the Areas. 

Extending and perhaps increasing the budget for the AID/PSC Project
Manager/Liaison position. 

Possible funding of Regional/Area auditors. 

The purchase of additional vehicles for the Health Areas and the technical assistanceteam. (See Logistics section.) 

Increases in Area revolving fund accounts. 

F. ESTABLISHING PRIORITIES 

The overall management of Project funds during the remaining two and a half yearswill require a delicate balance and attention to local programneeds. needs and Central administrative
Funds should be channeled toward strengthening systems and skills and decentralizing the
management of the Project. 

Funding decisions, both in terms of what to fund and how to administer the funds,should take into account the issue of sustainability and recurrent costs and the fact that theaccomplishment of specific objectives (especially with regard to administrative reform, informationsystems, and decentralization) will require a long-term commitment that far exceeds the anticipatedcompletion date of this Project. MOH funds available to meet these objectives will continue to
be scarce. 

is limited by its 
The MOH commitment to primary health care, no matter how eloquently expressed,resources. The MOH budget, which is increasing in numbers of Quetzales and asa percentage of the overall GOG budget (approximately 10% 1988), stillin minusculeoperating allocation for Projects like EPI/ORT. 

has a 
The following analysis, based on data from the1988 MOH budget and other economic/financial analyses done for USAID/G during the past twoyears, provides a rough estimate of available nonpersonnel counterpart funds for primary health 

care (PHC) projects: 

40
 



1988 MOH Operating Budget (1) Q 207,731,161 

Estimated % allocated to PHC..16.5% (2) Q 34,275,642 

Estimated % allocated to personnel..80% (2) Q 27,420,513 

Balance of PHC budget for nonpersonnel Q 6,855,129 

Est. (nonpersonnel) budget execution. 56% (3) Q 3,838,872 

MOH funds (nonpersonnel) avail, for PHC Q 3,838,872 
AID EPI/ORT grant funds provided in 1988 Q 6,929,547 

Total AID/MOH funds (nonpersonnel) avail, for PHC Q 10,768,419 

USAID/G contribution as % of total available PHC funds 65% 

Sources:
 
(1), 1988 GOG Budget

(2) Private Sector Health Care Alternatives, Stonybrook, August 1988(3) AID Project Paper for Amendment #3, August 1987. 

The above rough analysis demonstrates that USAID/G is providing approximately65% of the MOH's nonpersonnel funds applied to primary health care activities. Some of thepercentages used in the calculation may have changed, but not significantly, and the financial realityof the USAID/G contribution as a percentage of the total PHC-budget will probably not changein the foreseeable future. USAID/G-provided monies will continue to be the basis for thesuccessful implementation of child survival activities. 

What is important, however, is that USAID/G resources also should form the basisof a sustainable, decentralized primary health care system managed by competent MOH componentswith well-trained personnel and well-functioning management and information systems.point priorities become critical. Spending must focus on 
At this 

institution-building and sustainability, aswell as accomplishing specific Project objectives. 

The MOH must give child survival activities a higher priority, demonstratedtangible commitments. Examples of such commitments would be; 
in 

Facilitating the integration of the PAU (and technical assistance at some later time)
physically into the Central MOH facility 

Moving ahead with decentralization by placing auditors in the Regions. 
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G. USAID/G FINANCIAL MANAGEMENT 

Concerns were expressed to the evaluation team that the process for reimbursingthe Project for funds expended takes too long and that the size of the advance or the amount offunds available to the PAU at any one time is too restricted. 

process 
Clearly, USAID/G's financial procedures are cumbersome and lengthy, as is thefor reimbursing the PAU. The annual Project budget approval process includesapproximately 12 steps (reviews and approvals): 

1) Budget submitted to USAID/G;

2) the Office of 
 Human Resource Development (OHRD) prepares the Project

implementation letter (PIL) 

4) 
3) the PIL goes to the Program Development Support Office (PDSO)the PIL goes to the Controller's office;
5 the PIL goes to the Deputy Director's office;
6) 
7) 

the PIL goes to the OHRD (final draft prepared)

the PIL returns to Controller;
 

8) 
 the PIL goes to USAID/G Director;
9) the PIL returns to the OHRD;
 
10) the PIL goes to the PDSO;

11) the PIL goes to the mailroom, where copies made;

12) 

are 

the PIL returns to the PDSO for distribution.
 

This process, with its many checks and balances, usually takes 6 to 9 weeks.this is not likely to change, USAID/G Since,
and Project management should allow for this delay inplanning the budget and in firogramming the expenditure of funds. 

RECOMMENDATION: 

We recommend that the CPA firm selected review this procedure and assist the 
PAU in the planning and control of funds to allow for this delay. 

The delay in Project reimbursement for funds expended is largely beyond the controlof USAID/Guatemala. Reimbursement is requested from USAID/Mexico, which also processesrequests from many other USAID Missions. The delay resulting from the backlog in Mexico isunpredictable. We were told that reimbursement can and occasionally does take months.According to the Controller's office, this process should be improved and delays reduced by theimplementation of a new automated system during the next 18 months. 

The control of Project advances allowed to be outstanding is based on athat should provide adequate funds based on formulathe Project spending rate but not excessive fundssitting in the Project account. This control is necessary and seems to have adequate flexibility.In light of this, the evaluation team recommends that: 
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RECOMMENDATION: 

If the Project revolving fund for the Areas is increased significantly as we anticipate(and recommend), USAID/G should review the current formula used for theEPI/ORT Project and, in collaboration with the PAU and the CPA firm, adjust the
advance amount accordingly. 

Project personnel within the USAID/G Health Adviser's Office appear to beadequately handling Project purchasing, financial monitoring, and control. Records, budgets, etc.,are up to date. The USAID/G Controller indicated that the health adviser's financial management
is efficient. 

Concern was expressed that the USAID/G financial management staff does notadequately coordinate/collaborate with PAU and MOH personnel in Project budgeting and financial 
management. 

RECONIMENDATION: 

We recommend that, as the above recommendations are being implemented, the 
USAID/G Project financial management staff should begin to collaborate much moreclosely with the PAU and Area Chiefs in programming, budgetin ,' and control ofProject funds. The CPA firm should also be involved in these activities. 

H. LONG-TERM CONSIDERATIONS 

The above recommendations focus primarily on actions to be taken during the termlof the EPI/ORT Project. Looking further ahead, the evaluation team believes that USAID/Gshould consider providing child survival funds directly to the MOH as a viable long-term alternative.Following the logic of Sector Program loans, such funding could come in segments, with eachsegment conditioned on the achievement of selected indicators, or, in this case, the maintenanceof funding available for decentralized program activities. Technical assistance for improvingadministrative and information systems, combined with providing auditors at the Regional levels andtraining in budgeting/financial management it all levels, could make this alternative feasible.USAID/G should be able to routinely measure Project accomplishments on(AID/MOH) defined agreements, objectives, and activities. If the MOH 
the basis of jointly 

USAID'G-donated chooses to allocatefunds to non-agreed-upon activities and if objectives are not met, USAID/G
could exercise the option of discontinuing funding. 

Such an innovative long-term goal would provide additional incentive for everyoneinvolved in the Project to accomplish the objectives of EPI/ORT and the subsequent child survivalproject. The need for an intermediary to administer Project funds would be eliminated, and thepossibility of a sustainable primary health care project would be improved. 
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VII. LOGISTICS 

A. BACKGROUND 

The logistics history of the Guatemalan Ministry of Health (MOH) reads much likethat of most developing country health ministries. Of the very limited resources allocated to theMOH over the years, a minuscule amount has been assigned to items such as transport,maintenance and repair, storage, and inventory control. As recently as 1988, MOH allocations forlogistics-related activities were too low to maintain or repair anything beyond the most criticalneeds. For example, the Department of Transport budget for maintaining and repairing all MOHvehicles was $20,000 (excluding salaries); the gasoline available for all MOH vehicles was $251,800(50% of the budget four years ago); the maintenance budget for all health facilities and equipment,including parts and tools, was $65,900 (excluding salaries, the amount available was $35,200).Obviously, only a small percentage of these funds is allocated to primary care activities. 

The MOH logistics system for primary health care activities is an USAID/G-fundedsystem that also receives assistance from other donors. Through the EPI/ORT Project, USAID/Ghas provided 35 four-wheel-drive vehicles, 46 two-wheeled motorcycles, 70 four-wheeledmotorcycles, two 10-ton trucks, four boats, six pickup trucks, 392 refrigerators, 27 freezers, and allother required cold chain items, plus spare parts for the vehicles and equipment listed. In addition,USAID/G has invested approximately $230,000 in ORS production equipment and supplies and isalso providing the necessary funds for maintaining the vehicles and equipment during the life ofthe Project. With necessary vehicles, cold chain equipment, gasoline, spare parts, per diem, andtechnical assistance provided, the following analysis addresses how well the system is functioning,which parts are functioning -andwhich are not, and what will be required to keep it functioning. 

B. CURRENT SITUATION OF EPI/ORT LOGISTICS 

The success of the EPI/ORT logistics system depends on a successfully functioningrevolving fundlcaja chica and the decentralization of critical logistic components: transport,maintenance and purchasing. At present the revolving fund is not functioning well (see financesection); transportation is inadequate at the Area, District, and Municipal levels; and maintenanceand purchasing are too centralized. Immunization and ORS coverage depend on adequatequantities of commodities being in the Centers and Posts and with promoters and on MOHpersonnel getting out to do their outreach and supervision. 

We mentioned early in the report that, despite numerous problems, conflicts andthe current administrative crisis, important improvements have been made in the EPI/ORT Project.This statement is also true wimth regard to logistics. Our brief visit to five Health Areas indicatesthat major accomplishments have occurred. Overall, the cold chain is functioning well at all levels,and ORS packets are available in most health facilities and in many communities. 

On the negative side, the transport system and the cold chain are beginning to showsigns of breaking down, and maintenance and maintenance plans for vehicles are sporadic at best 
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and often nonexistent. Distribution seems to be working well from the Central level to the Arealevel, but beyond that point the system begins to fail. Supplies have been distributed to theDistrict and Municipal levels through the ingenuity, creativity, and dedicated efforts of many Districtand Municipal level staff members, who walk or use public transport to collect their supplies from
the next higher level. 

Area Chiefs are aware of the transport problems, but feel their hands arethe limitations and regulations of the Project related 
tied by 

are 
to transport and maintenance. Pioject fundsavailable at the Area level for basic preventive maintenance only. When a vehicle orrefrigerator/freezer breaks down, the procedure for soliciting mechanical assistance approvals, andspare parts from the PAU is lengthy and creates major gaps in the transport anJ delivery systemand problems for the cold chain. 

The transport problem manifests itself in a variety of ways. In one Health Area,the Area maintenance technician responsible for refrigerator maintenance has available for his useonly a motorcycle, which often is not functioning. He has approximately 90 health sites withrefrigerators to visit. The cold chain maintenance plan calls for him to visit each site once amonth. Without reliable transport, he now visits only those sites whose refrigeratorsworking. are notOften he is unable to repair the refrigerator on site, but with only a motorcycle he isunable to transport the refrigerator to the Area where it could perhaps be repaired. 

In addition, the gasoline quota for this technician is 20 gallons a month, which hesays is enough to visit 20-30 sites. He estimates that approximately 70 of the 90+ refrigerators inhis Area are functioning. He indicated that he has no spare parts for either refrigerators ormotorcycles and that he has sent ten requests
assistance. The PAU's response was that they 

to 
are 

the PAU since January for parts and technical 
awaiting approval from the technician in theMOH Engineering and Maintenance Department. 

In other Areas where electricity is unreliable, many Healthrefrigerators. Posts use keroseneThe wicks, of some of these refrigerators have worn out. The Area technicians haverequested replacements from the PAU and have been advised that the wicksGuatemala. During are not available ina subsequent visit to the EPI/ORT warehouse, we discovered that the wicksare not in fact available in Guatemala because they are imported from England, but that they areavailable in the warehouse. When the warehouse chief (who sincehas been replaced) wasquestioned about this inconsistency, he replied that because there is no communication betweenthe warehouse and the PAU, the PAU usually goes directly to the retail market to buy replacementparts without checking to see what is available in the warehouse. The PAU has a warehouseinventory list that was done in May 1989 but apparently does not refer to it, perhaps because ofdifficulties in verifying or confirming the existence of requested items. 

Below is a summary of our findings at the District (Health Center) and Municipal(Health Post) levels, where we visited six Centers and eight Posts: 

HEALTH CENTERS 

* All six had necessary cold chain equipmeht. 
* All six refrigerators were functioning. 
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* The five refrigerators we checked were set at the correct temperature.
* The five Centers we checked stored their vaccines correctly.* All six had adequate stocks of needles, syringes, vaccination cards, ORS packets, and


polio and measles vaccine.
Five of the six had adequate stocks of DPT and miscellaneous forms and supplies.
All six had functioning autoclaves 
or an adequate supply of disposables (one foreach person vaccinated). 
* All six had vehicles.

Five of the six had some type of inventory system, either a kardex or inventory
book. 

On the less positive side: 

* Two of the six Centers did not have functioning vehicles.* Only three of the six had adequate supplies of BCG and educational materials.* Only four of the six had an adequate supply of tetanus toxoid.* None of the six had any kind of routine maintenance program for vehicles or cold 
chain. 

HEALTH POSTS 

Five of the eight had the necessary cold chain equipment.

Six of the eight had working refrigerators.

Five of the eight refrigerators were 
set at the correct temperature.* Seven of the eight had an adequate stock of polio, DPT, and measles vaccine.a Five of the eight had an adequate supply of ORS packets. (An adequate supply
of ORS packets at the Health Post means that there are also enough for the local
promoters.)

Five of the eight had an 
adequate supply of vaccination cards, method ofrecording sometheir inventory, and a functioning autoclave or adequate stock of
disposables. 

Problems we encountered: 

* Only four of the eight had!tetanus toxoid. a Only four of the eight had an adequate stock of needles and syringes.* Only one Post had a functioning vehicle. (One other Post had a vehicle that wi's 
not functioning.) 
Only two of the eight Posts had BCG vaccine. 

As mentioned in a previous section, promoters usually have enough ORS becausethey are so careful or cautious in their distribution. They give out packets only when adiarrhea. child hasThis conservativism is in part a reaction to their previous situation, when they could notdepend on an adequate supply of ORS. To change this attitude, ORS supplies in the Centers andPosts need to be ample enough so that all promoters realize that they can give extra packets tomothers to keep on hand in the home. 
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Many of the logistic successes observed in our brief survey were realized in spiteof, rather than because of, the transportation system. Lack of transport was noted as a majorproblem at all three levels visited and by personnel from almost every health facility. In almostall cases, this situation will have to be corrected at the Central PAU/MOH level. 

RECOMMENDATIONS: 

We recommend the following measures to ease the transport problem: 
* USAID/G should purchase additional pickup trucks so that each Area has one.
* Reliable vehicle maintenance systems should be implemented in each Area. (See 

next section for details.)
The PAU should identify private carriers in each Area who could be licensed totransport supplies, refrigerators, etc. to Health Centers and Posts as needed. Thismeasure would provide the Area with a backup when Project vehicles are brokendown or in use elsewhere. The technical assistance team, in collaboration with thePAU and Area Chiefs, should investigate this alternative and determine the criteria
and procedures to be followed. 

To get a complete picture of the logistics issues, we also reviewed the Central levellooking for successes, problems, obstacles, and suggestions. We reviewed the technical assistancethat has been provided to the EPIIORT Project and to the MOH in logistics. During this firstyear, most of the technical assistance has been provided at the Central level and has focusedassessing the overall MOH management/logistic system 
on 

and identifying elements in need ofstriengthening. With regard to vehicle maintenance, purchasing spare parts, and executing therevolving fund (caja chica) as it affects logistics, excellent work has been done by the MSH logisticsadviser. The evaluation team believes strongly that the future success of the logistics system willdepend greatly on the input of the logistic adviser and the utilization and implementation of hissuggestions by the PAU and MOH at both the Central and Area levels. We refer to analyses doneby the logistics adviser in this paper and suggest that they be reviewed in conjunction with ourrecommendations. In the sections that follow, we highlight our principal findings related to Central 
level logistics. 

C. VEIiICLE MAINTENANCE AND REPAIR 

The Department of Transport office, garage, supply depot, etc. is the MOH entityresponsible for maintaining the MOH/EPI/ORT fleet of vehicles. It is understaffed and lacksfunding (its budget is $20,000 in a good year). The garage has almost no tools or equipment, veryfew functioning vehicles, and a chief who is not trained to organize, plan, or manage a nationwidetransportation system. Most of the vehicles in the department garage at the time of our visits werepersonal, and the two EPI/ORT vehicles in for repair were neglected for different but equallydisconcerting reasons. A Jeep Cherokee had been in an accident in which the roof was damaged.The bulk of the vehicle was in good shape and the roof could under normal circumstances berepaired at a reasonable cost. It has been sitting for six months awaiting a decision from the PAU. 

47
 



The second vehicle, a four-wheeled motorcycle, has brake problems and the mechanics do not know
how to repair this type of vehicle. 

On the basis of these observations and discussions with the Chief of the Departmentof Transport, the Department clearly lacks the resources to maintain and repair MOH vehiclesfrom all over Guatemala, nor are they prepared to coordinate or provide mechanical assistance tothe various Health Areas. The current centralized system does not function, nor does the PAUrecommended procedure for repairing vehicles, which works as follows (assuming the vehicle cannot 
be driven): 

1) The Area sends a repair request to the Transport Department (usually in person
with an Area vehicle).

2) Transport sends a mechanic (when available) to the Area to evaluate the vehicle
and prepare a report.

3) Transport sends a request to the PAU for parts.4) If the parts cost less than Q. 1,000, PAU's purchasing chief buys them in the market.He should First check the EPI/ORT warehouse inventory but often does not.5) If the part or parts cost more than the PAU mustQ. 1,000, solicit three bids.According to the PAU auditors, the major bottleneck occurs at this point. Ratherthan soliciting the bids immediately, the PAU accumulates requests so that it canpurchase in large quantities and receive a discount. (There is some question as towho benefits from the discount.) This practice often results in months of delays.6) The bids are reviewed, a selection is made, and the parts are purchased.
7) The parts are delivered to the EPI/ORT warehouse.

8) The Transport Department is advised that parts are available.
 
9) Transport advises the Area Chief.
10) If a Transport mechanic is required, the mechanic takes the parts with him to the

Area and repairs the vehicle. If there is a qualified Area mechanic, he picks up theparts at the EPI/ORT warehouse and repairs the vehicle.11) If neither mechanic can repair the vehicle, a written request is sent to the PAU to 
send the vehicle to a private garage. 

These required procedures cause extensive delays, waste fuel, and cause unnecessarywear and tear on the Project vehicles. 

In spite of the many transport-related USAID/Project inputs, transportation is aweak link in the logistics system, and as the vehicles age the link will grow weaker. The decisionto decentralize this logistic component should be easy. The Areas must be able to maintain andrepair their own vehicles, or the vehicles will not be maintained. The investment required to bringthe Central transport organization up to a satisfactory level would not be cost effective and wouldbe far beyond the scope of this or any future project whose focus is outside Guatemala City. 

RECOMMENDATIONS: 

A maintenance and repair capability should be developed in all Areas. Two 
alternatives (which also ,be shouldcould combined) be considered for vehicle 
maintenance: 
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1) 	 Contract with the private sector 	for maintenance and repair. This wouldentail identifying the best local capabilities and entering into contractslicensing agreements to service the Area 
or 

vehicles. This alternative isprobably more sustainable and requires no initial investment in infrastructure or equipment. (However, because of the payment history of the MOH togarages and gas stations in certain Areas, the MOH may have to guarantee
payment through some special arrangement for an initial period.) 

2) 	 Develop a simple, inexpensive maintenance and repair facility in each Areawith funds from donors for construction and equipment and a commitmentfrom the MOH for adequate staffing. (The Chief of Transport indicated thatthere are mechanics in the Areas, usually working as drivers for the MOH,who could be encouraged to return to their trade.) The maintenance facilityneed be little more than a cement slab with a hole 	 in the middle and acarport-type roof. If properly developed, the MOH could perhaps "sell" theservices to other Area government entities. The advantage of this alternativeis access and availability. The disadvantage, in addition to the start-up costs,is that 	the MOH would have to maintain the facility, tools, and equipment. 

The evaluation team believes the first alternative is the most viable in the long runand should be investigated and tested in one or two Areas. 

A procedure should be developed for purchasing certain vehicle parts in the Areas.
It should address the following: 

* 	 which vehicles will be covered by Project funds
* 	 which parts are critical and/or under what circumstances local purchases 

should be made
* which 	parts should be bought centrally* what inventory is on hand in the Central warehouse; the Areas should have 

an updated inventory list from the Central EPI/ORT warehouse.which 	 repairs are considered major and which minor (refer to the MSHReport of Aug. 22, 1989, "SugerenciasparaAgilizarla Compra de Repuestos,"
"Suggestions for Expediting the Purchase of Spare Parts") 

The critical need is for Areas to have the flexibility to purchase parts under certaincircumstances, which, within specific guidelines, should be the decision of the Area 
Chief. 

For additional recommendations about vehicle maintenance, refer to acomprehensive report prepared by MSH, entitled "Observaciones PreliminaresenReferencia a Mantenimiento de Vehiculos a Nivel de Area de Salud," "PreliminaryObservations in Reference to the Maintenance of Vehicles in the Health Sector." 
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D. COLD CIMN
 

The cold chain is an important success of the Project. As noted above, it is in placethroughout the country, with cold chain technicians in most Areas. This success now creates bothchallenges and problems for the Project and
responsibility for the cold chain 

many of the problems relate to logistics. Primaryrests with the Department of Epidemiology. Maintenance of thecold chain, however, is the responsibility of the Department of Engineering and Maintenance.Distribution and coordination of the Project's cold chain activities lie primarily with the PAU. Theprincipal problems/weaknesses at the Central level appear to lie with the latter two entities. 

The Department of Engineering and Maintenance is responsible for maintenancecountrywide. Part of their task is to supervise and support the Area cold chain technicians.Unfortunately, like the Department of Transport, their resources are very limited, transport istotally inadequate to provide support and supervision to the Areas, and the necessary tools andparts for maintenance are lacking. 

The PAU plays a critical role in facilitating the successful maintenance of the coldchain. Unfortunately, procedures recently developed by the PAU will hinder rather than help thecold chain system. Health Areas are not allowed to purchase any spare parts for the cold chainlocally. All requests must be made through the PAU's cumbersome process, primarily because thespare parts acquired by the Project are stored in the Central EPI/ORT warehouse. 

One hundred new refrigerators are now sitting in one of thewarehouses, although Central MOHnumerous sites need refrigerators. The PAUs lack of staff andcommunication with poorthe Areas prevent it from determining where these refrigerators should belocated. PAHO is completing a major study of the cold chain nationwide, which will provide a database that will be very useful to the -PAU. 

Another problem in many Areas is the lack of adequate storage space. Supplies,CARE food, etc. are often stacked in the waiting room, corridors, offices, or any available spot. 

RECOMMENDATIONS: 

Solutions that we recommend for the cold chain problems (partially addressed abovein the transport section) are the following: 

Improvement of the transport system through one or both of the methods wesuggested above: more pickup trucks for the Areas or contracts with privatetransport companies in the Areas. 

Analysis of both storage space and inventory control systems determinetospecific needs of each Area level facility. 
the 

Estimates should be done of the cost andamount of work required to renovate existing space or build a Jmited addition. 
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Overall assessment of cold chain needs, using the PAHO analysis as the starting 
point. 

Decentralization of purchasing to the Areas. Criteria and procedures must bedeveloped for this decentralizing, focusing on: 

Which parts are critical and/or under what circumstances should local 
purchases be made; 

* Which parts should be bought centrally;
* What inventory is on hand in the Central warehouse; (the Areas should have 

an updated inventory list of the Central EPI/ORT warehouse.)
* What ceiling should be put on Area expenditures; 
* Which repairs are considered major and which minor. 

The MSH logistics adviser should be given much more responsibility and freedomto work on these solutions at both the Central and Area levels. 

Both USAID/G and the MOH have expressed interest in exploring the need forand/or value of adding solar-powered refrigeration units to the cold chain. This idea was discussedwith the technical assistance team, who indicated that they have obtained materials and brochuresfrom companies in the U.S.A. and passed them along to the appropriate people in the MOH. 

We feel that the need for these units depends on the success of the logistics systemthat is being developed. The MOH/Project now has an adequate supply of refrigerators. Whetherthey can be serviced, repaired, and maintained depends on local transportation and maintenance-and local availability of parts for both gas and electric refrigerators. Solar units require fewer partsand less maintenance, and if it becomes clear that the MOH/Project cannot maintain and repairthe existing refrigerators, the solar alternative should be explored in more detail by the MSH 
logistic specialist. 

If most of the above recommendations are implemented, the evaluation teambelieves that the indicators of success established for the cold chain in the Project design will be
 
met:
 

85% of all health facilities will have an adequate quantity of a viable quality of thefollowing vaccines; BCG, DPT, polio, measles, and tetanus toxoid. 

90% of all health facilities will have a functioning refrigerator. 

E. ORS AcQuisroN, DISTRIBUTION, AND PRODUCTION 

From a logistics perspective, the ORS component to date has been quite successful.Approximately seven million packets have been purchased, imported into the country, and storedin the EPI/ORT warehouse, and many of these packets have been distributed to the Areas.Areas have adequate supplies, 
The 

as do most Health Centers and Posts (see above survey results). 
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The two large trucks purchased for the Project appear to be adequate for distributing ORS packetsto the Areas and were even being serviced in the Transport garage during one of our visits. 

The EPI/ORT warehouse is currently stacked to the ceiling and almost wall to wallwith boxes of ORS packets, which limits the efficiency of the warehouse. A plan is beingconsidered to remodel the present facility or construct a new EPI/ORT warehouse in GuatemalaCity. An analysis of the plans with recommendations has been done by !he MSH logistics adviser.These recommendations should be carefully reviewed in light of the critical need to decentralizestorage to the Areas. Additional expenditures at the Central level may only exacerbate theproblem of overcentralization. 

USAID/G has made a commitment to develop a local ORS production capacity.Thus the MOH has entered into an agreement with LAPROMED (Laboratoriode Producci6n deMedicamentos)iUniversity of San Carlos Faculty of Chemical and Pharmaceutical Sciences.purpose of the agreement is to develop a more 
The

affordable alternative (one that does not requireforeign exchange) when AID other donorand funds are no longer available. Approximately$230,000 has been invested by USATD/G in equipment and materials, which have been purchasedand are now sitting in the University facility designated as the production site. USAID/G is alsofinancing the remodeling of the part of the facility that has been set aside for ORS production. 

LAPROMED, which functions as a semiprivate lab affiliated with the School ofPharmacy, makes 13 products, mainly liquid expectorants and antihistamines. These products aresold practically at cost to the government, private voluntary organizations, and other nonprofitentities. The modest laboratory facilities are located in the basement of the University buildingbeing remodeled. The architect expects to finish the remodeling by October 1989 and expects theproduction facility to be operational in January 1990. 

In discussions with officials from MOH, USAID/G, and MSH, a number of concerns 
were raised about the viability of the lab: 

The cost analyses are optimistic and do not reflect the !aW's true operating 
costs. Estimates assume no cost for the facility and do not includedepreciation of the equipment. The personnel are already employed by the
University and are not included in the cost. (USAID/G will pay the salariesof six people for two years.) Although the final product (ORS salts) will notbe imported, all the raw materials will be imported. The same is true for 
some of the packaging components. 
UNICEF packets are inexpensive. The price appears to vary between 12 and 
15 cents a packet including transport, depending on the quantity purchased. 

Quality control of the salts will be difficult. 

The quality of packaging purchased locally is questionable, especiallycardboard cartons. The cartons are not strong enough to stack like theUNICEF cartons and will therefore require more scarce warehouse space
at all levels of the system. 
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These concerns were discussed with personnel at LAPROMED and USAID/G. Inspite of questions that remain about costs and packaging, we believe that in the long run a localproduction capability will be beneficial. LAPROMED personnel emphasized the following positive
aspects of the Project: 

It develops an important local production capability that will benefit the 
University and the community. 
It will help LAPROMED expand its product line and eventually reduce the 
costs of its products.
The Project has strengthened andrelations between the University 

USAID/G. 

The Project will improve the facilities and capability of the Pharmacy School. 

The quality issue has been considered, and steps have been taken to assure 
an adequate level of quality control. 

The cost concern is important but difficult to accurately project at this time. Itdepends on the source and cost of imported materials, which materials can be produced locally,and, most importantly, how the investment affects LAPROMED's ability to improve and expandits existing product line so that the costs are spread over more products. 

RECOMMENDATIONS: 

We recommend that, while moving ahead on the Project, USAID/G, through its 
technical assistance capability, carefully analyze the costs of operating the Project,
using standard costing procedures. 

Technical assistance should also be used to: 

Explore the potential packaging and storage problems and develop
alternatives that will prevent them. 

Analyze the overall planning and operation of the lab and assist in
developing a sustainable, cost-effective enterprise. 

If most of the above recommendations regarding areORS implemented, theevaluation team believes that the following Project indicators will be accomplished: 

95% of all health facilities will have a sufficient number of ORS packets in stock 
at any given time. 

50% of promoters will have a sufficient number of ORS packets at any given time. 
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VIII. 1 0,,-P4/anagement Information System 

A. -BACKGROUND 

T1 e Unidad de Informdtica (IU, the Information Unit) of the MOH was created in1982 witIin 1he General Directorate for Health Services (DGSS) of the MOH. Initially it wasassisted by the PAJ1O, which provided computing equipment and technical assistance. As part ofPAHO's technical assistance, the cumbersome data collection instruments (in excess of 68 differentforms) were replaced with a new maternal-child health (MCH) information system consisting of 14forms. This system, which was partially field-tested in three Health Districts of the Departmentof Zacapa, significantly reduced data redundancy and improved consistency and standardization ofboth content and format. The "Zacapa" system, however, produced excessive volumes of data,which caused serious backlogs in processing. In addition, it was inflexible to local programmingneeds and contained no effective means for data audits or checks on information quality. 

The EPI/ORT Project designers placed considerablefunctioning Health/Management Information System (H/MIS). 
emphasis on developing a 

The Ministry's existing systems wererecognized as unwieldy, untrustworthy and underutilized, and the Zacapa system was felt to beinsufficiently testeJ for nationwide implementation (PRITECH Consultant Report, Gary R. Heald,March-April 1987). The EPI/ORT Project components center around improved management oftechnical and logistic interventions, all of which require an effective H/MIS. Under the technicalassistance contract with MSH, an H/MIS Adviser was charged with guiding the development of animproved H/MIS, also known as the SUIS (Sistema Unico de Informaci6n en Salud). The Projectalso provided substantial amounts of computer hardware, software, and supplies to the IU. 

CURRENT STATUS 

1. ACCOMPLISHMENTS 

The Project has achieved the following improvements in the operation andfunctioning of the H/MIS: 

Project-supplied computers have eliminated the enormous backlogs in data processingat the IU, allowing for more timely results.With the assistance of the H/MIS Adviser, the system software is evolving into a 
more coherent, reliable and usable set of applications.Plans are in place for improvements in the data collection instruments and analytic
products of the SUIS, to be phased in during 1990. 

Project support has assisted the IU in eliminating the enormous backlogs in dataprocessing that characterized its operations and seriously threatened the viability of the MOH'sinformation system. Currently, computer processing does not constitute a serious delay in theinformation flow theat Central level. However, additional computers will be required, and 



specifications have been developed for this equipment to better support end-users of the SUIS and 
to begin decentralization of data processing and analysis. 

The IU's system software is now cvolving toward a more coherent, reliable, andusable set of applications. The emphasis placed by the H/MIS Adviser upon standardizing the userinterface is correct, given the current and future SUIS user base. Efforts by the H/MIS Adviserto promote institutional software stability through the use of an integrated package (the ClarionSystem Development package) are appropriate, given the problems of turnover of programming
personnel in the IU. 

In the light of the known problems in the SUIS (detailed in the following sections),two basic approaches may be taken. The First would be to scrap the current design of the SUISand to begin design work again; the second to work with what is now available and improve thesystem through evolutionary change. The IU and the H/MIS Adviser have taken the latterapproach of first making the existing SUIS operational (processing data and producing reports andother products) and then dealing with its inherent design problems. The evaluation team feels thatthis approach is correct. The process of change itself and the retraining such change will requireargue for a conservative approach to the evolution of the SUIS. moreThe SUIS will improve
through its use than through "back to the drawing board" exercises. 

Parts of the SUIS form set are designed well in terms of simplicity, clarity, andaccuracy; they form a model for future revision efforts. These forms include the daily and monthly
reporting forms for immunization, ORT, ARI, and family planning. 

The MSH H/MIS Adviser has proved to be an invaluable resource for the IU. Hehas assisted in developing equipment specifications, global systems design work, programming anddebugging, quality control, personnel training, and general troubleshooting. This help has providedthe momentum the IU needed to accomplish what it has in a relatively short time, in spite of thecontinuing problems and limitations. The H/MIS Adviser is to be commended on his working
approach to the LU's staff. 

2. WEAKNFSSES 

The component has suffered from problems in: 
failure to use the system for local monitoring and evaluation; lack of 
feedback to the operative level

* timely provision of appropriate hardware 
" inadequate physical installations and supplies 
* deficient original design of the SUIS 
* underreporting of data from community personnel 
* lack of attention to problems in the field 
* insufficient and inappropriate training in the use of the SUIS 
* flaws in the distribution of forms 
* insufficient programming staff and loss of personnel 

56 



The evaluation team could detect little functional use of the data collected at theCenter/Post level. No Post or Center personnel had ever received any information feedback fromthe SUIS, and the feeling that the data are simply iled away somewhere at the IU was widespread.Daily activities or monthly planning do not respond to reported achievements or si&ortfalls. ManyAreas and Districts do not use the system for internal supervision and management, preferringindicators and reporting systems developed locally. Currently, data review and auditing of SUISdata do not take place in a manner and at the levels that would permit correction or improvementin data reporting; this has resulted in low perceived quality of the information. Furthermore, thesystem itself provides no response from higher levels within the MOH. Thus, for example, althoughvaccine and ORS stocks and usage are reported monthly, no Center or Post visited by theevaluation team had ever received supplies aas result of reporting stock-outs. Logistics, at theoperative level, therefore, provides no feedback to data reporting and no incentive to accurate 
reporting. 

RECOMMENDATION: 

The MSH H/MIS Adviser should direct efforts to adapt the SUIS to information 
needs at the operational levels to develop an effective monitoring and evaluation 
tool. 

Processing should be decentralized to permit better information quality control. 

The feedback from the SUIS should include a support response (i.e., logistics) to 
information provided and assist healthshould personnel in evaluating progressagainst tangible goals (such as "475 children with complete vaccination at your
Health Post" or "125 cases treated with ORS each month"), rather than the abstract 
targets used at the national level (such as "70%polio coverage"). 

The excessive delays in providing sufficient and appropriate hardware have hamperedsoftware development and caused backlogs and poor quality control of data entry. These problemswere largely resolved at the Central level when Project-supplied Texas Instrument AT-classcomputers were installed in early CY 89, although several machines developed failures. The useof the Clarion software development package, while presenting many advantages (standardized userinterface, improved data integrity, etc.), requires faster disk access than the Texas Instrumentsmachines provide for running major applications and report generating. Although specificationshave been drawn up for additional machines and printers for the Regions, none have yet beenacquired through the various mechanisms attempted. Furthermore, although new machines havebeen specified for the Regions, no procurement has begun for Health Area computers. 

RECOMMENDATION: 

USAID/G should withproceed the procurement through GSA contractors of 
additional machines with the 28-ms disk drives specified by the H/MIS Adviser. 
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*1 The IU should distribute the Texas Instrument machines to the Regions and retainthe faster new machines for Central-level processing of larger applications. Initiate 
procurement of computers for the Areas as soon as possible. 

The IU's Computer Center is inadequately housed. The electrical installations,lighting, ventilation, storage, and working areas are unacceptable for reasonablythe efficientoperation of the SUIS. Virtually every principle of ergonomics for productive work environmentsis being violated. The head of the IU indicated that plans are under way to solve these problemsthrough the construction of a second floor integrated with the rest of the IU and that furnishingsappropriate for a computer environment will be purchased. 

RECOMMENDATION: 

USAID/G should support the relocation of the Computer Center with funds for 
appropriate electrical installations, lighting, work surfaces, and seating. 

Supplies (diskettes, printer ribbons, etc.) are in chronic short supply. The printersincluded in the initial Texas Instruments procurement, although capable of producing pretty colorgraphics, are neither practical nor economical for a production environment. At the time of theevaluation, the black portions of the ribbons were worn out, resulting in either colored orunreadable output. Diskettes were also out of stock. 

The IUcurrently prints and distributes forms for use in Health Areas, Centers, andPosts based on their own best estimates of need. Nonetheless, the evaluation team frequentlydetected shortages atof forms the level of the District, Center, and Post. Post personnelcomplained that they were frequently required to photocopy forms at their own personal expense,and the team noted variability with regard to the number of copies of different forms Districts andAreas required of reporting facilities. Although the IU disclaims responsibility. for this, theresultant problems do affect the quality of the information the IU manages. 

RECOMMENDATION: 

The H/MIS Adviser and the IU should undertake a thoroughgoing planning effort,involving the MSH logistics and H/MIS specialists, to take into account increasingsupply requirements as the system continues to generate more products. The desireddecentralization of the system to the Regions and Areas will be especially sensitiveto supply problems; this aspect should form part of decentralization plans. 

A simple system for better estimating need for SUIS forms and for providing clearindications as to required copies and destinations should be provided, preferably on
the forms themselves. 

In the future, the IU should purchase simpler andprinters redistribute asappropriate. Printer ribbon replacement should be restricted to mostly all-blackribbons, and a nbbon re-inking machine should be purchased. 
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The SUIS, as currently developed, has serious design flaws in data collection. Thecopy requirement is unnecessary, and the system would be much better served by well-designedsummary reports, consolidation, flow and analysis steps. Most of these flaws are due to inadequatetesting of the data collection/processing forms, and some are due to simple overburdening of theMOH's operative level with "pre-processing" designed to reduce the data entry and processing loadat higher levels. The evaluation team's field observations confirm that the extensive subtotalingand totaling exercises, quarterly summaries, etc., can and should be performed at higher levels andby computers, not manually by Health Post and Center personnel. 

At the Health Post or Center, Forms F-I through F-11, plus Birth and Deathreporting and three Population Control cards, all must be filled out and maintained manually. Atthe Health Post, the lone auxiliary nurse (unless assisted by a TSR) is required to manage all theseforms, usually without even a calculator. Estimates of time spent in paperwork ranged from 1.5to 4.0 hours per day, plus an average of 1.5 days per month and an extra day per quarter. Mostpersonnel complained that the forms were far too complex (notably excluded from this criticismwere the Daily and Monthly Immunization and ORT forms) and required far too much transferof data from one form to the next. Too much time is spent on these tasks and virtually none onthe use of the information for monitoring and evaluating activities. 

A review of the system is scheduled for June 1990, but currently there are no plansfor conducting the studies and systems analysis necessary to detect and correct problems in theSUIS. To date, IU personnel have not had sufficient contact in the field to understand theproblems associated with the SUIS. Because the field level aspects of data collection have notreceived sufficient attention to date, the information processed centrally by the SUIS is still of
unkaown quality. 

RECOMMENDATION: 

USAID/C should support the necessary field studies and systems analyses necessaryto streamline the SUIS. Travel and per diem arrangements should be made to ensure that better contact is made on regular basis.a 

The LU should procure machines for the Health Areas and train the Area 
statisticians in the use of the SUIS modules for data entry and consolidation. If thetotaling and consolidation functions are performed at this level, the load will bereduced on the lower levels of the system. Center/Post-level data should be retainedin the system at both Area and Central levels, allowing the information to be usedfor monitoring and evaluation purposes by those in charge of supervision. 

The SUIS design assumes that community-level data will be efficiently captured bythe system. The evaluation team, however, discovered severe underreporting from community
volunteer personnel (see below). 
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HEALTH PROMOTERS REGISTERED AS ACTIVE VS. NUMBERS REPORTING 

IN FIRST SEMESTE 1989, BY HEALTH AREA 

HEALTH AREA Active Reported Per Cent
 

Norte, Dept. de Guatemala 235 
 137 58.3Sur, Dept. de Guatemala 197 128 54.8Amatitlan 73 15 20.5El Progreso 449 113 25.6Sacatepequez 380 167 43.9Chimaltenango 404 94 23.3Escuintla 560 188 33.6Santa Rosa 974 322 33.1Huehuetenango 698 131 21.6Quich6 249 119 47.8Totonicap~in 292 65 22.3Soloii 177 55 31.1Quetzaltenango 285 67 23.5San Marcos 1,047 501 47.8Retalhuleu 144 81 56.2Suchitep6quez 428 141 32.9 
Jalapa 415 253 61.0Jutiapa 1,411 535 37.9Izabal 196 15 7.6Zacapa 159 64 40.2Chiquimula 1,163 219 18.8Alta Verapaz 364 76 20.9Baja Verapaz 24 11 45.8Peten 128 33 25.8TOTAL 10,452 3,530 33.8 

These results place serious doubts on coverage statistics generated by the SUIS for
community-level actions, such as distribution of ORS. 

RECOMMENDATION: 

The IU should redesign the SUIS to clarify the use of the ORT-1 community-level
reporting form for ORS, which is simple to use, rather than the F-l/F-2 form series.
The team also feels that the ORT-1 form is appropriate for institutional use, rather
than the current suggested source (often ignored) of the F-4 outpatient form. 
Information about ORS supply should be included on the ORT-1 form for 
community personnel. An ample supply of the ORT-1 form should be assured, and a feedback mechanism should be developed both for ORS supply to volunteer
personnel and for coverage/activity data for MOH personnel to use in their 
supervision of volunteers. 

There isconfusion about the current SUIS forms as to whether they are devices forlocal level management or simply for reporting service delivery statistics to higher levels of the 
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MOH management. Much of the data theoretically collected by the F-1 (Family Household Form)is not usefully transmitted up the information chain; the F-2 Quarterly Report of CommunityActivities is an onerous method of consolidating household visit data. These two forms are amongthe most poorly designed instruments in the SUIS, and they provide the poorest information interms of reliability, coverage, and utility. They represent, moreover, an enormous printing,distribution, data collection, consolidation, and iling burden. Although some recording and localmanagement devicc, are necessary for use in channeling, the F-1 and F-2 instruments serve littleor no purpose in the SUIS. They certainly do not support the goal of a population-basedinformation system, nor do they function effectively as instruments for reporting service delivery. 

One of the key roles for the H/MIS is to provide service coverage data based onpopulation targets. Currently, the statistical data the SUIS provides are not yet based on reliabledenominators for populations served or at risk. The National Statistical Institute population dataare used at the Municipal and Area levels, since the channeling data are not of sufficient qualitynor of wide enough coverage to provide the needed denominators. 

The F-1 form is closely linked with the channeling methodology. Center/Postpersonnel, in conjunction with volunteer community personnel, are to conduct quarterly home visits,during which information about environmental sanitation, population, vaccination, ORT, ARI, andreferrals is to be obtained. The F-1 form, in theory, allows for a household-level evaluation ofconditions and service coverage. The form has spaces for up to three visits to 6C recorded withall data for up to ten individuals, and has space on the back page for additional visits, withrecommendations to be noted. Subtotals for each variable, to be derived during the three visits,are to be transferred on a quarterly basis to the F-2 form (Informe Trimestral de Actividades por
Comunidad). 

The instructions provided for the F-1 form are incomplete and confusing at best.For example, it is stated that if the household has more than 12 individuals, their data can be
placed in the spaces for subsequent visits, and that the sections for data about subsequent visits
should contain only changes in household population. First, there are only ten spaces per visit, not
12. More importantly, the subtotal lines for first, second and third visits are to be used forcalculating and transferring data to the F-2. If, for example, vaccination data are updated duringa subsequent trimester for an individual found during a prior trimester, these data are to berecorded in the line corresponding to the individual in the visit of the prior trimester. What is the
likelihood that the current trimester's subtotal will reflect the events corresponding to it? 
 Will theF-2 therefore reflect the current trimester? 

The problem with the F-1 and F-2 forms, basically, resides in confusion as towhether they are "household inventories," for use in decision-making by the Health Center/Post andvoluntary personnel, or whether they are instruments for "reporting service delivery." As the latter,they are poorly designed and of both dubious quality and coverage. After all, they reflect activitiesconducted only insofar as channeling coverage is good and sufficient forms are available. Boththese conditions are currently quite variable. The additional unknown, that of the quality ofcalculation and transfer of data, further detracts from the value they might have. 

Channeling does, of course, benefit from data recording instruments. Personnel feelbetter with an instrument to assist them, and indeed, in some cases, the entire channeling effort 
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would fail without such an instrument. Interviews conducted in San Lucas Tolimfn, for example,indicated that, because of recent guerilla activity in the area, the health personnel could not visithouseholds without thehaving information on family members contained inessential to be the F-I: it wasable to ask about household members already knowing their names. But thisfunction of household inventory is far distant from reporting on service delivery. The burden ofthe F-1 form resides not in its filling out and maintenance (although this itself is complicated bythe form's 22-inch width), but rather in the summarization and transfer process. Additionalproblems were found with certain items: why is ORT reportable "only by voluntary personnel"?Wouldn't dates be more useful than an "X" or a'check for guiding action on immunization? Howdoes the health promoter "note the number of episodes of diarrhea with a check"?keep and Who shouldthe forms, should they be updated when members of the family are treated at thePost/Center or just during the home visits? Should the forms then be kept with the medical historyor in numerical order in one or more places? 

RECOMMENDATION: 

The planned review of the SUIS by the IU should carefully examine whether the 
F-1 and F-2 forms should continue to form part of the global system, or whetherthey should revert to local design and control. The IU should assist Areas indesigning such instruments for their own purposes but should probably cease to bedirectly involved in the printing, distribution and training in the use of these forms.The IU should instead focus on developing or improving simple, direct datacollection forms and handle both aggregation and feedback reporting through
computer-generated reports at the Area level. 

The system is still characterized by premature age aggregations for key child survivalinterventions. Currently, for example, vaccination and ORT data on all SUIS forms are aggregated
into under-one and one- to four-year age categories. 
 There is no way to reliably estimatevaccination coverage or to track the appropriateness of timing for the second age group, becausedose applications are grouped over such a broad age range. The system therefore is insensitive,except over fairly long periods of time, to vaccination trends and cannot therefore provide guidanceon how to target efforts (e.g., to specific age groups in a Health Area) to improve coverage.Partially as a result of this, the Epidemiology Division, which tracks the country's vaccination status,focuses its analyses on the under-one year olds. But even the output from this age group, whichreports number of third dosages applied for polio, for example, does not present a clear populationbased picture of polio vaccination. Vaccination reporting in the current age groups can be changedif the key users of the information need disaggregation. Such a change would require modificationsto the daily vaccination form and the monthly reporting form, providing, if appropriate, a simpleaggregation mechanism for trimester or other summary reports, if desired. 

RECOMMENDATION: 

The IU, Epidemiology Division, and perhaps some Area chiefs should participatein this review. The upcoming CDC-assisted vaccination survey will indicate whetherdisaggregation is needed to make the SUIS-provided information a useful tool for
supporting planning and decision-making. 
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A massive printing, distribution, data collection, storage, and transfer effort iscurrently performed for the F-4 (Informe Diariode Consulta Externa y Emergencia) form. Becauseof the sheer volume of information (every visit to every Center/Post every day), the SUIS currentlytakes a 5% sample of the F-4 forms received each month, in order to provide morbidity statistics.A 5% sample is roughly equivalent to one day of services per month. The F-4 also is used todetermine ORS, ARI, and malaria program coverage. The use of the data does not justify thelevel of effort its gathering and processing imply throughout the health system. 

RECOMMENDATION: 

The IU and the H/MIS Adviser should include as part of the studies and analyses
for the June 1990 review of the SUIS an examination of alternatives for the F-4form. For example, a single randomly selected day could be designated each month,during which detailed data would be collected. These data could be supplementedthrough more direct methods. Examples of direct methods would be specific
recording forms to produce the weekly Notifiable Disease telegram, ORS, ARI, andmalaria diagnosis and treatment activity. Redesign of this type will allow greater
flexibility of the SUIS as MOH programs evolve. 

The IU staff conducted training in the SUIS forms during 1988 through shortpresentation visits to the Health Areas. Area, District and, occasionally Post personnel weretrained. The quality and effectiveness of this training were poor: field personnel interviewed bythe evaluation team generally perceived the training as inadequate, too theoretical, and confusing.The instructions for the SUIS forms are generally merely definitions, not guides to use, and havenumerous errors and ambiguities that render them poor instruments to guide field personnel.Substantial variation was noted in the field in terms of where data were obtained for the higherlevel forms, and thus reported data from different Centers/Posts, Districts, and perhaps Areas arenot always comparable. A new round of training currently under way is attempting to improve thetraining style by interactively focusing on the practical problems field personnel encounter, but
improved instructions are still required. 

RECOMMENDATION: 

The MSH Training/Supervision Specialist should provide assistance in the design of 
appropriate instructional and reference material. Clear examples of data Cextraction
procedures (where specific data items are derived and how to perform theextraction) ihould be provided, using real examples with the usual complications. 
Training activities should be sustained, with a gradual shift in emphasis from the 
current "one-shot" training style to a more interactive, problem-solving mode,working with personnel at different levels of the MOH whose skills, tasks, and 
training needs vary substantially. 
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The IU's computer center staff are, by local private-sector standards, underpaid,which has led to the recent loss of two key members of the center staff. Little can be done todirectly alleviate this problem, given that Civil Service classifications determine salaries for MOHpersonnel. The computer center's data entry operators will probably be promoted to fill vacantprogramming slots; this is an indication of the difficulties that may be expected in maintainingcompetent programming staff for application development and maintenance. Careful softwaredesign, emphasizing a user-friendly interface and programmed training modules for new personnel,will help to avoid interruptions in the functioning of the SUIS, but will not ensure IU capability
for continued evolution of the SUIS. 

The H/MIS Adviser has selected the Clarion software development package preciselyto address problems of personnel rotation. Clarion is mostly self-documenting, for example, unlikedBase or Foxbase, and will require far less system programmer support because of its superiorrobustness with regard to system and power failures. Clarion, however, is virtually unknown inGuatemala outside the IU. Skills that may be expected in newly hired programming staff are morelikely to include dBase III, Foxbase, and the Pascal programming language. There is considerabledebate among the IU programmers as to the utility of Clarion, and a number of the applicationscontinue to be developed in Foxbase. Poor performance of larger report-generating applicationswas routinely cited as cause for resistance to the package by the programming staff. 

RECOMMENDATION: 

To resolve the problems of software design, development, training and field support,given the personnel limitations inherent in the IU, USAID/G should authorize andthe IU should contract a technical assistant (a Guatemalan programmer-analyst) tothe HMIS Adviser. The myriad of functions the Adviser currently performs is notan optimal use of a valuable and expensive resource. As the SUIS is implementedin the field, the support functions associated with this outreach will outstrip theAdviser's available time. Although the IU's programming staff may be ableprovide tosome support, if appropriate travel and per diem arrangliments are madeavailable, both the in-house and outreach functions clearly justify the recommendedadditional technical resource. From the point of view of sustainability, investmentsin software development are, in effect, "one-time," and the key factor to sustainabilityis the resulting ease of use and appropriateness of the systems developed. The startup costs associated with launching a nation-wide information system based uponRegional or Area involvement should not be underestimated. 
Efforts should continue to standardize the Iangt ge or package SUIS modules are
developed in and to &'elop appropriate level training materials in Spanish toovercome the resistance of current and new programmers. The H/MIS Adviser andtechnical assistant should continue to seek means (such as language extensionmodules written in C or Pascal) of improving the applications developed in Clarion.Such software tuning, combined with speedier processors and disk drives, willalleviate the performance problems noted with large applications. 
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Although a Project-contracted programmer has developed systems to assist the PAUwith budgeting and accounting activities, unfortunately the coordination and support functions ofthe PAU to the operative (Area) level have to date received no attention. Area-level complaintsthat "no one in the PAU knows where any Project-related claims and vouchers" are and the PAU'sargument that they know nothing until the auditors release documents are unacceptable. The PAUmust serve the Areas at least through the reliable reception and tracking of Project-related
documents. 

RECOMMENDATION: 

A simple software system should be developed for tracking the documents Area 
chiefs send to the PAU for processing. This system should also provide monitoringinformation to assist PAU management in identifying and resolving bottlenecks asthey occur. Such a system, oriented to the service function the PAU should providethe Areas, will contribute significantly to reduce the current tension and animosity
between the PAUl and the Area chiefs. 

C. IMPLICATIONS FOR FUTURE PROJECTS 

The fragmented and vertical nature of many MOH programs and projects supportedby the donor community has led to a multiplicity of data collection and reporting instruments; thistendency can be expected to persist in the future. The time remaining in the current Project canand should be used to counteract this tendency. The principal problem relates to data redundancyresulting from an overly rigid system design. Most program/project data requirements have manyelements in common; in the past, the information system's failures with respect to timeliness,reliability, and ability to focus on specific levels of service have caused project managers and donorsto insist on instruments that they themselves could control. The IU is now in a position, thanksto Project support, to demonstrate the utility of modular add-ons to the SUIS, which can use datacollected by the central modules of the system. 

In many ways, the EPI, ORT, ARI, and family planning modules are examples ofsimple instruments incorporated into the system design which address donor and project managerneeds in a relatively efficient way. What they lack is a reliable basis for estimatingpopulation: the targetthey basically serve as service delivery reporting instruments. Furthermore, especiallyat the operative level, they are not being used for much in the way of program monitoring andevaluation. Also, because they form part of the SUIS core modules, they are not perceived to beas flexible as they could be, and thus opportunities will missedbe to meet program/projectinformation needs through them. This, of course, will lead to impromptu development of additionalforms, rather than the flexible expansion of the existing forms. 

During the remainder of the Project, it will be important for IU staff to attempt tounderstand the concepts of "core" and "Project-specific" information, and to gain experience inmeeting the needs of the MOH units and donors with both type of information. In the same waythat the system software begins to acquire the characteristic of modularity, so should the approachto the information itself. In an evolving health system, very few data elements and indicators will 
remain stagnant. 
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USAID/G can foster this evolution in future projects by attempting to satisfy its dataneeds through specific support for the SUIS. USAID/G project managers themselves should resistthe tendency to require separate monitoring and evaluation systems and allow enough time duringimplementation for these requirements to be met. The provision of sufficient resources (per diemfor training, computer supplies, and perhaps limited computing resources) to the IU will go a longway towards assuring the necessary attention and support. 

The current Project will not be able to achieve efficient data communicationsbetween the Central, Regional and Area levels. This is in part due to the limited time of theProject, but is primarily a consequence of the lack of data communications links in Guatemala.By taking advantage of improvements in the communications infrastructure expected in the nearfuture, later projects will be able to support the MOH information system through the necessary
hardware and software support. 
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IX. TRAINING AND SUPERVISION 

A. TRAINING 

1. ACCOMPLISIIMEN1S 

The training component has been one of the more effective aspects of theprogram in reaching its specific targets. The Project has supported the developmentdistribution of training curricula, manuals, and guides. 
and 

It has funded many cascade courses in EPIand ORT for both community volunteers and institutional health workers at all levels and has also
supported participant overseas training. 

The training component in this Project has undergone several significantchanges in methodology and organization. Initially, intensive training in EPI was to be providedby Central MOH training teams directly to the District level in conjunction with the newchanneling methodology, mainly with PAHO technical assistance. (McCarthy 1987) This effort wasto be managed by the Division of Epidemiological Surveillance. Later the methodology shifted toemphasize the "cascade" approach, in which some Central level support would be provided to theAreas in training of trainers at the District level. The burden for this training shifted from intenseCentral level training to the Area teams. At the same time, PAHO assistance was significantlyreduced, limiting the technical assistance available during the subsequent period. In addition,competing training units from Maternal and Child Health and from the Human Resources Division
produced different materials for the program. 

The EPI/ORT Project has provided significant support for training expenses.Training and supervision line items for both EPI and ORT had cumulative expenditures of$2,155,685 as of July 1989. This figure represented 33% of the total Project expenditures. (Project
Financial Summary, 30 June 1989) 

International training is provided to nurses and physicians for short-termcourses in Costa Rica, Colombia, Mexico, the Dominican Republic, Honduras, the USA, andVenezuela. Fourteen participants have received support for course work or conferences related 
to primary health care, management, statistics, cold chain, and communication. 

Within Guatemala, the Project had supported 1,025 training sessions as ofApril 1989. These sessions included 748 at the Health Post level, 220 at the District level, and 27at the Area level. A total of 4,155 institutional workers and 20,764 community volunteers havebeen trained or retrained. The Project has already completed all its target goals for initial trainingof institutional personnel and is beginning a phase of retraining. Training village volunteers islower than scheduled; however, it is likely to be completed by the end of the Project. 
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Technical assistance has been provided to develop curriculum, manuals, andteaching guides, which have been used in the national programs. Recently, technical assistancefrom the MSH training consultant has supported other components of the Project, HIMIS andadministration as well. The technical assistance has been of excellent quality, well programmed,
and well received. 

Currently, training child activitiesin survival is being conducted in thecascade system throughout the country. Courses in EPI and ORT and more recently (but not withProject funds) ARI and growth monitoring have been conducted in all Areas healthprofessionals, with varying degrees of assistance from Central level officials. 
by Area 

These courses trainother members of the Area staff and the District medical officers and their staff in basic technicalnorms of these interventions, with some minor administrative training (filling out forms, etc.).District health providers are then responsible for training auxiliary nurses and TSRs, who inare responsible for training promoters and midwives. 
turn 

In many cases, the auxiliary nurses and TSRs
receive training at the Area level. 

Our evaluation team found that all providers, from District heads topromoters, had received training in EPI and ORT within the last three years and that most hadattended training sessions (usually refresher courses) in 1989. All providers judged the courses tobe useful for developing skills, reminding them of appropriate methods of delivering services, andinforming them of changes in norms and practices. The few who identified problems with thecourses cited lack of materials as the major cause. Almost all the providers had guides or manuals,usually the PAHO manuals, to support and supplement training in EPI and ORT. However,several promoters and midwives did not have the guides. 

2. WEAKNESSES AND RECOMMENDATIONS 

The evaluation team found that the system weakened as it worked its wayto the periphery. Although most of the institutional health providers had materials fordemonstrating ORT, five of 15 did not, and none of the village-level promoters or midwives hadeducational materials. Although all providers said that they gave talks and did demonstrations,none of the mothers interviewed said that they had seen a demonstration by either institutional
 
providers or promoters.
 

The cascade system implies a high degree of decentralization and the needto improve training skills at the Area and District levels. The courses are organized in a varietyof ways, and the skills of the trainers vary greatly at all levels. 

Major responsibility at the Central level should be to provide consistentnorms for training; a standardized curriculum developed with the participation and approval of thetechnical divisions so that it is consistent with the norms for EPI, ORT, and other child survivalinterventions; and a pedagogic methodology appropriate for the transfer of knowledge and skills 
at each level. 

The pedagogic methodologies now in use are extremely traditionaL Mosttraining sessions are lectures, which begin with theory and advance to discussion of practice. Very 
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little interchange occurs with the participants. When demonstrations are included, they often arepresented in ways that do not allow participants to actually practice the activity. Appropriate skillsare particularly lacking at the level of the promoters and midwives, where pedagogic methods inadult education and education of illiterates require active interchange, practical, locally meaningfulexamples, and active participation in demonstrations. (Putney and Smith 1989). 

Observers from the OHRD, as well as the MSH training consultant, concuron the poor quality of the training methodologies. The efforts to change methodologies seem notto have been sufficiently developed. Training materials do suggest more active participation andmore use of demonstrations; however, they rarely give specific instruction to trainers on how toencourage participation or how to involve participants in demonstrations. (Enge ad Hewes deCalder6n 1989; Putney and Smith 1989) 

The cascade system is also weak in providing means of improving pedagogicmethodologies throughout the system. As the training cascades down, more routine and traditionalmethods are likely to be retained even if the core technical skill material is changed. Audiovisualmodules, which might be designed to provide more systematic and uniform training and mightovercome some of the weaknesses of the traditional pedagogic methods, are not being utilized. 

Talks and demonstrations in indigenous areas are often given in Spanish bythe auxiliary nurse or TSR and then translated by a promoter. This method inhibits any interactive
pedagogic methodology. 

Training for promoters was initiated early in the Project.technical assistance in 1987 helped develop the current 
Short-term 

trainers, based in part on 
manuals and the program for training ofearlier modules designed during the SINAPS and PRINAPS projects.This activity produced a five-module program for promoters, each with a guide and manual Themanuals include a basic lesson with pictures and a series of questions to answer for etch centralmessage. The modules cover basic maternal and child health, first aid, environmental sanitation,
and ORT. Initial training was for one month, with three-day refresher courses now being


implemented.
 

Only one of the modules prepared for promoter training had been fieldtested before implementation. None of the training programs for promoters involve pre- and posttest evaluations; indeed, there is no systematic means of evaluating these training sessions. 

Many of the training units are now out of print. They are being replacedin current training with PAJO manuals for auxiliary nurses that are not specifically designed for
Guatemala or for the village level. 

Several recent studies of the skills of providers and mothers suggest thatmajor weaknesses in training programs remain. (Enge and Hewes de Calder6n 1988; Ward et al.1989; de Le6n et al. 1989) The Enge and Hewes de Calder6n study found only onetraining session in EPI/ORT in four Areas 
full-scale

examined. This training, which was held in 1985,consisted mainly of lectures, and only injections and handwashing were demonstrated, not ORT.These investigators also found that the availability of guides and manuals varied widely; often older 
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manuals are available but not the 1987 revisions. The Area Chief tried to get new promotertraining manuals from the Division of Human Resources, but they were not available. 

Nevertheless, the study also found that in most Areas yearly refresher courseswere led by the District TSR and graduate nurse. Most promoters had attended the last one heldin 1988. Although the courses were mainly lectures, the recent courses did include ORTdemonstrations. Enge and Hewes de Calder6n found that mothers were able to recognize thesymptoms of diarrhea and knew about packaged ORS, as well as home remedies. Mothers'knowledge of homemade ORS was more deficient, and their knowledge of immunization waslimited to understanding the benefits and the names of diseases. Accurate knowledge of when to
immunize was less prevalent. 

The other studies, including our own field visits, have also found that,although mothers are knowledgeable about some aspects of immunization and ORT, seriousproblems with accuracy remain. (See Section on Provider-Community Relations) 

Although skills and knowledge seem to have improved throughout the healthsystem and among beneficiaries, many weaknesses still exist. Insufficient efforts to test materials,evaluate training, and provide supervision are serious deficiencies. Pedagogic methods are notbeing taught effectively. Appropriate means of educating mother. have not yet been developed. 

The current efforts of the MOH, along with assistance from INCAP andMSH, have begun to address some of these problems. A major emphrasis on the development ofa correspondence training module for continuing education of auxiliary nurses--Integrated ChildSurvival Module--has been developed by a working group of officials from the Department ofMaternal and Child Health, the OHRD, INCAP, and the MSH training consultant. This module,which involved the development of a Trainer's Guide for the Area level, is one of he few trainingmaterials to have been field tested before implementation. In addition, the Area team membersresposible for training at this level were given two-day training sessions by teams from theNational leve-l. This program also includes pre-test and post-lest evaluations. (Salgado and M6ndez,

1989)
 

Currently, the major emphasis of MSH technical assistance support has beento support another working group, with many of the same members who were involved in theIntegrated Module, for the evaluation and redesign of appropriate training for promoters. Thisprocess began with a review of all materials on promoters and field visits to at least half the Areasto develop a task analysis for promoters, in anticipation of developing a curriculumnew forpromoters. (Ministeriode Salud, Situaci6n Actual del ProgramaNacional de PromotoresRurales de 
Salud," 1989). 

This initiative emerged from the MSH planning seminar and from the highmotivation and good working relationships between the MSH training consutant andcounterparts in the working groups. his
Unfortunately, this technical assistance is scheduled to endin six months. Although several specific tasks are likely to be finished by the end of theconsultant's contract, the need to continue upgrading the training programs is great. Therecommendations suggested below all imply significant continuing efforts in technical assistance. 
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The Project should continue to build upon the good working relationships established between theconsultant and the training working groups. 

Project's exclusive 
A final problem emerged in the funding of training by the Project. Thefocus on EPI and ORT has led to problems of integration with othercomponents of the National Child Survival Strategy, such as ARI and growth monitoring. Coursesfunded by EPI/ORT often have to restrict their curriculum to these subjects or risk losing funds. 

RECOMMENDATIONS: 

A priority should be given to teaching appropriate pedagogic methods throughoutthe cascade system. Technical assistance, both long- and short-term, should befocused on training of trainers throughout the system. 
A working group formed by the Department of Maternal and Child Health,
Department of Community Training, the Department of Health Education andHealthCom, with technical assistance from the Project, should develop appropriate
programs for educating mothers, including bilingual trainers. 

Audiovisual modules should be developed to accompany these programs and assure 
more systematic coverage. 

Following the example of the Integrated Module for Child Survival, all trainingmaterials should be field tested and should include methods of evaluation within 
each unit.
 

The EP1/ORT funds should be made available for any EPI or ORT courses that alsosupport the other components of the National Program for Child Survival (ARI and 
growth monitoring). 

The contract for the MSH Training/Supervision Adviser should be extended through
the end of the Project. 

3. FUTURE PROJECTS 

Although the EPI/ORT Project cannot be responsible for all trainingactivities, future projects clearly should begin addressing training problems in a more systematicmanner. As is commonly found in developing countries, there are in general too many trainingsessions, too little coordination, and too little attention to pedagogic methods. 

As a first stcp, the MOH should be supported in efforts to develop aNational Plan for Continuing Education. This planning process should involve donors, planners,and all units involved in training. The MOH should receive significant technical assistance anddevelop a coordinated means of consolidating training, reducing the number of training sessions, 
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and upgrading the quality of each session. Central responsibility for coordinating and upgrading 

training activities should be assigned to the Human Resource Division. 

RECOMMENDATION: 

Future projects should support the development and implementation of a National 
Plan for Continuing Education. 

B. SUPERVISION 

The EPI/ORT Project has supported supervisory visits, throughtransportation, for channeling activities and maintenance. 
per diem and 

As of April 1989, 8,767 supervisory visitsfor channeling and 9,786 visits for maintenance had been funded. 

During our field visits, we found that all Health Centers had regular supervision bythe Area levels, usually through routine meetings or ad hoc visits. Supervision norms appear tovary widely from Area to Area. In Chiquimula, the Area Technical Team makes regular visits asa group to eight municipalities a month, spending one day in each municipality. Other Areas hadno regular schedule of supervision. Almost all Areas complained that lack of sufficient appropriate
vehicles hampered supervision. 

Most Health Posts had received supervision in monthly meetings with the DistrictChiefs. Only four of the 11 respondents at the Health Post level had received regular trimestersupervisory visits. The length of these visits ranged from one hour to half a day. Ten of the 15respondents at the Post level felt that supervision had improved durdig the last two years. 

Usually, the auxiliary nurses were responsible for supervising the midwives, which
occurred during monthly meetings. TSRs supervised promoters on a trimester basis. 
 Although all
Health Post personnel reported that they supervised the village volunteers regularly, only half of
our sample of promoters reported such visits. A recent study of promoters also found thatsupervision at the village level was weak. (Enge and Hewes de Calder6n, 1988) 

The effectiveness of supervision is difficult to assess. Good supervision requirescareful observation and on-the-job training by the supervisor. Although supervisors should checksystematically for incorrect procedures, they should provide support and means to correct problems,rather than punishment. In most cases in Guatemala, supervision involves some sort of observationof practices, such as investigating the cold chain and observing immunization techniques. However,this process is done an basison ad hoc and is not systematic. The usual process involvesaddressing some problem brought to the attention of the supervisor by the supervisee, rather thanactive observation and correction of problems by the supervisor. 

RECOMMENDATIONS: 

More attention should be given to assuring that health promoters are supervised.
Monthly meetings, such as those organized for midwives, should be held by TSRs 
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or auxiliary nurses for promoters. These meetings should review specific tasks,provide continuing training, and establish indicators for effective accomplishment oftasks, as recommended by Enge and Hewes de Calder6n. 

Regular schedules of supervision should be established in each Area for both Areaand District officials. Vehicles should be assigned to this task and coordinated with 
delivery functions. 

National and Area norms for supervisory visits, observation, and on-the-job trainingshould be established by the Programming Unit of DGSS and by the Area Chiefs.An operations research project should be implemented to assess the supervisory
systems and develop appropriate norms. 
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X. FUTURE IMPLICATIONS 

With USAID/G providing such a large portion of the MOH primary care budget,Guatemala's health system is dangerously dependent on foreign support for its most importanthealth services. Guatemala should use these resources in a manner that will promote the futuresustainability of their primary health care system. Increasing efficiency, institutional strengthening,and developing alternative financing mechanisms are necessary for the future. 

The current Project can only begin to develop institutional strength. It can do so, however,in ways that will build an effective base for future projects currently being negotiated andeventually for the development of a sustainable national primary health care system. If it providesa means of demonstrating the effectiveness of decentralizing funding mechanisms and of developingappropriate skills at all levels and if it develops effective and decentralized logistics, H/MIS, andsupervisory systems, it will have made a major impact on institution building. 

However, the Project also has the to assistchance in the planning process of thedevelopment of new projects. Therefore, the Project should place greater priority on developinga national MOH planning process and coordinating present and future donor support. In particularthe MSH Chief of Party should focus his efforts in this direction. 

Currently, the World Bank is in the first phases of designing and negotiating a HealthSector Program, which is scheduled to begin in 1991. USAID/G has provided technical assistancefor the design of this Project and is interested in coordinating its support with the Bank project.The project structures support and provides a potential umbrella for coordinated support fromother donors. The project is currently designed to support five components: 1) decentralizationof the administrative structure of the MOH, 2) decentralization of financial systems, 3) hospitalefficiency, 4) pharmaceuticals, and 5) nutrition. A recent 1DB mission has proposed a similarprogram of support for the sector. In addition, USAID/G has programmed funds for a FamilyHealth Project to address family planning and health activities in one umbrella project. Planningfor this USAID/G project has not yet begun, although it is scheduled to begin in 1991. 

RECOMMENDATION: 

The MOH should establish a working group with representatives of the Office ofInternational Affairs, the Sectoral Planning Office, and the Programming Office tocoordinate a planning process that will take charge of the planning and negotiatir.'process for the three major projects that are scheduled to begin in 1991. USAID/ishould provide funding for meetings, studies, and other support for wor,.,,ag group
efforts. 

Donor coordination of project design should be established formally through thecreation of an Interagency Working Group. Multi-donor teams should assist indeveloping each donor's proposal and in negotiating with the MOH. This processshould be supported by coordination among the Washington and New York offices 
of the donors. 
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ARI 
BCG 
DGSS 

DHS 
DPT 
ENSMI 
EPI 
GOG 
GSA 
HealthCOM 
H/MIS 
IDB 
INCAP 

LU 
KAP 
LAPROMED 
MOH 
MSH 
MCH 
OHRD 
ORS 
ORT 
PAHO 
PAU 
PDSO 
PIL 

PRICOR 
PRINAP q 

PRITECIF 
PVO 
RAP 
SINAPS 
SUIS 
TSR 
UNICEF 

LIST OF ACRONYMS 

Acute Respiratory Infections 
Bacillus Calmet Guerrin

General Directorate of Health Services,
 

Direcci6n Generalde Servicios de Salud 
Demographic and Health Survey

Diphtheria, Pertussis, Tetanus
 
Encuesta Nacionalde Salud Matemo-Infantil 
Expanded Program of Immunization 
Government of Guatemala
 
Government Services Agency
 
Management Sciences for Health, Inc.
 
Health Management Information System
 
International Development Bank
 
Instituto de Nutricidn de CentroAmdrica
 

y Panama
 
Information Unit
 
Knowledge, Attitude and Practice Survey

Laboratoriode Produccidn de Medicamentos 
Ministry of Health
 
Management Sciences for Health, Inc.
 
Maternal Child Health
 
Office of Human Resources Development
 
Oral Rehydration Salts
 
Ora! Rehydration Therapy
 
Pan American Health Organizatiop
 
Project Administrative Unit
 
Project Development Support Office
 
Project Implementation Letter
 
Primary Health Care Operations Research
 
Proyecto RegionalIntegrado de Nutnicidn y Atencidn Primaria 

en Salud 
Primary Health C.r' Technologies Project 
Private Voluntary Organization 
Rapid Assessment Piorwedures 
Sistema Integradode Nutricidny Atenci6n Primariaen Salud 
Sistema Unico de Informaci6n en Salud 
Rural Health Technician, Ticnico en Salud Rural 
United Nations International Child 

Emergency Fund 
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