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ASSREMLMONs US= = M GUATEYAL.A HLL7H, SEC01R ASS!SSOr

A(1%X=h Asociati& de Cafeaa.Lra del Orienca en Guatemaa
(Coffee Graimrs Associ.ation of the Kaicarn Uagion)

ArAAsociacidn General do Agricu.ltares
(FaYars Astcc±ation)

AMMhAhE Asociaci& Nacianoa. dal Wit
(National, Coffee Association)

APROFIAM Asociaci6u 10%-2ianestar do La Fam-i,.
(1.ily ?anigAssociati.on)

37:D Banco tntarjecano de D~sarrol.Lo
(Inctar-z'zeric-a Developmuent Bank - tflB)

3 M. Banco IztLa*ciou. doe Recosruccidn. y Foawmto (Banco hiundial)
(Int.natioual~ 3aitk o! Reconatrution and Dmvloroun -. X3RD).
(Wrld Bank)

CARS Can~al Amrican Rasearch Statio~n
(Cenro do Investigaciones do Cant-o Amizica)

C3 Cmuicy Based Discribution
(r.strbuci~n 3&sada en la Camuuidad)

CADE Ca c La~ wi cano do Demo Srafla
CMai -Asrer Offi,:a of' "4pography) -

CZ2A Cmd. Zvangilico Per~zantae do Ayuda
(Permanonr Evangelical. Committee for Help)

CanA Somtt Zterziwcno do Desarzoloa Agrfco.
(Intrrican Ajriculmural Development Coittee)

OSPE Consejo Nacional, do Plamilfica-zidn Econ6d.ica
(Natidonal Economic PLznning Council)

CRS Catholic aelie! Services
(SArvicios Catdlicos c& Ayraa - SCA)

ODC Uiracci2n do Dessirollo do la Commidad
(Co~m~ity Developmnt at~ica)

D= Divisi~n Materna-Infaati. y, Famil.iar
(Mateoja ha.L-id and xamily Diviin
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DG 3 DecciQu G4=ral do So -r.7CiQ do Saud
(Healrh. Services OMicS)

D Divisiiu di Sancamiento Aubical
(C7i~ro mal. Sanitation Division)

US Ej e.cicio Pofesional Supervisado
(Supervised Pr.ofessioUal Training)

F Faily Pla2nnsg
(Planioicacidn Familiar)

S Famil7 Planning T'ternational Asociation
(Asociaci6n nter"-aciotnal do PI -.- i;iccicn Familiar)

GOG Government of Guat ala
(Gobi&--= do Guatemala)

HOPE Project Hope
(Proyacto Hope)

HIM Health Ralated Privats Volun=a7 Organization
(Orgni =,c"n Voluntar--ia ?rivada Relacionada con
La .5a1. oOVRY)

I3RD . earnational Bank of Reconstruction and Developmant (World Bank)
(Bane L trn=acicnal do Raco s-ruccidu y Fomento - 3IRF)

DB Intear-A ri4c Development Bank
(Banco Intera=e.- ricano do Desarrollo - 31D)

=DRC ntaernacional Development Research Centre
(Cntro do Tavestigaciones Inearnaciots 6a Dearrollo)

MC Inforatcion, Education and Co wnmica,ion
(In=to'racidn, zd'=&Cai6U 7 camunicaci6m)

1 . Insticuo Googrifica Nacional
(Natioual Geographic Inititute)

IGSS ostitutz Cu temalteco do Seguridad Social
(Guat-lan Social Securiry Institute)

ZIN Instituz Ind5igenista Nacional
(Qaional. Institute of Indigenous People)

1IZO Listituto de Investigacionas Econ6micas y Socialas do Occidenta
(Wesra:n . - Ec zncmc ard Sccial Reserch)

LICAE Lu:iiuo Cancroamericano do Adminis raci~n do Emprasas
(Cntr-al American Ins ci nte of Business Administration)
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~CAP Iasituto do Nu~tcidu do Contra Amrica y Pan=!~
(institute~ of* Nutrition of CAmtcal America and Panma)

MIaPS Iticutz do Adiaser& onto do Persoal d. Salud
(Healtb Personnel Trainin.g Ztiueo)

MamO Ltsituto do Fo~mco XMicipal
~ ± :r Mn~ci~pa2evelac~rant)

nITA Tusttuto Nacioiial do Transformacidu Agaia
(Nat~ional Imctituts of Agarlan Re-±cr-n)

nrrz-CAP Instituto Ticnico do Capacit.aci~u y P-rodutievidad
(Technical Training Ztci~ta)

IPF Intan-tional Planned Parenthood Federati~on
(Fedazaci~ n troaconzJ. do Patar-i ad Pla-i icada)

MM Matar~aI. and Child Health
(Saluid Maaorno Inf ancil - M&1)

!AM 4inia try of Haiilth
(ist-n-io de Salud Piblica y Asstnczia Social - SPAS)

ML Miitr7 of Labor
(Miis tario do Tiabajo y Provi-si6n7 Social - XTPS)

MSAS 1,6ti tario do Salud. PtGh2ca 7 Asistancia Social
(Xiistary of HozJlti - IMH)

=ps ,tinscenio do Trabajo y Preovii~n Social
(Ministry of Labor - MflL)

OCAI Oficina, do coordinaci&a do Asuncos Interliagiouales
(Coordiaing Officeo for Intarnacional Affairs)

OHS Organizaci&u Mtmndia. do la Salud
(World Halth Organizacion - WC

OPS Organizaci~z Panamericana do la Salud
(Pani American Health Organizationi - ?AHO)

OVP Orpnizacidn Volumearia Privada
(Privac Voluzicary Organization - ?MO)
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PAIHO Pan Amee-c= Health Orgamizatou
COrga~±zaci~m Panamricana do l. -Sa1ld - OPS)

SC.L Sarvic.s Ca6licos d~o Ard&
(Catholic Ualiaf Ser'ricoas - MBS)

SEMI Serrici.o " Racuperac..&i Nuicional
(N1mc4-ioal, lacup~rat.ou Serice)

ISIICASecocaara Pormanenita del Trarado G4eroal do
Intagraci~n ZCUM~ do Can=O AMfriCA
(CaJ.a ~Aeican Ecomomic, Itrgration Of!±ca)

Sla ~Salud M,.ata~o-tafantil
(!Maclmr=23 and Child Helth1 - 40)

TAR~ Tlcmicm an Aciuedutos R~ralas
(Rural Aqueducts, Techmiician)

?SR Tgmico de salud R.ural
(Rural Hea3,th Technicijn)

UNEPAR Unidad Ejecuwtoa para ell Prora do Acueeuctos Rurals
(Rural Aqueducts ?-.Z.-= Office)

USA= Unicad Statas Agenc7 for Interatonal D~velopmaut
(Agencia, pa=zael Dearollo Znerac:.onul)

US~&ID/G USAIf/uaaIz

WHO World Health± Qrgamnzzion
(Ogaizacio-a Mundial do 1A Salud - OMS)
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Couiributons to the Health Sector Assessmant by the Goverament of Guacunlaand USAID/Gutemaa are so nuerous that only the principal contributors crn be cited.
?has* are:

GuatamI2n U. S.
Coun rart Counteroart Contribution

Carlos ossich, M.D. Charles K aat, M.?.H. General coordination of the?resident Hcalth Care Health Sector Assessment.
GuatamalAn Academy oZ AAminQtrator/P.axmer
Medical, Physical and
Natural Sciences

Gabriel Evans, M.D. Charles Keary, !.... Preparad a Study of Health-Office of rhe coordinacor Health Care Related Private 7oluntaryof Intaruatiomal Afffairs Administrator/Planner Organiza.ios in Guatemala.
Hinistry of Public Health
and Social Assistance

Alfredo M~daz, Ph.D. PoLly aarrisan, Ph.D. Reviewed all asps'cts of theChairman Anhopologist 'HSA from an anthro'pologicilDepartmnt of Anthropolagy point of view and providedUniversidad del Val.e special. reports on co munity
pmrticipation, comunicableKjell Ense disease control, maternal/Institute of Nurition child health, and environ-of Central America and -ental sanitatiou behavior/

P anAma att tudes.
Otto Zeissig, M.D. Kent Campbell, M.D. Developed epidem-iclogi:al
Epidamiologist Epidemiologist baseline data for tha HSA.
Ministry of Public Haa .th School of Public Health
and Social Assistance Harvard Universjtv

Eduardo Rodrf.gueaRouane, D. Gordon D. Brown, Ph.D. Analyzed finca-worker health
Profas jr-in-Charge problems and recommended aJuan hanuel 7ega, Attorney Graduate Program in Communit7 national program for providingof Federico ?ahsen Systems Planning and Develop- health services to fenca

Associates ment workers.
Penusvlvan.a Stare University.

Carlos Durin, Engineer Clifton Flenniken, Engineer Analyzed the current scatusHealth Unit, National of health facili:7 and equi.p-Economic Planning Council ment maintenance "i:h recom-
mandations for improvement of
the national maintenance
orogram.
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Carlos Esc-ada, M.D. Norma J*an Parker Analyzed nutri:iou conditions
Health Unit, National. USAD/Guataa and made recrendarions for
Economic. ?Lnni=g Couucil i.provemancs.

Insi.-te of Nut-ri-ion
of Cantral America and
Panama

Juan Lee Samayoa, M.P.H. Robert Grosse, Ph.D. Analyzed the constraints to
Nutritiouis:/Health Planner Professor-i-Charge the further extension of heal.th
Health Unit, National Intarnational Health Program services to the rural popula-
Economic ?lanninz Council University of Mtichigan tion.

Carlcs Durin, E=gineer, Charles ?ineo, Engineer, Anal7zed major water and em-
Health Un.it, National Technical Assistance Bureau/ creca problems in rural Gua-
Economic Planning Council Health, tTSAID tamala with recommendations

for solutions.

Gustavo Morales, M.D. Las Huhn, M.D. Collected and analyzed avail-
Pediatriciam Pediacriciau able data on MCH care, i---
Health Unit, National cluding trained and untrained
ConCrMic ?lann.ng Council Polly Harrison, Ph.D. midwives, and produced a

Anthrupologist report including reco~ienda-
J. Antonio Mutoz, M.D. tions.
Nutritionisc
Guatemalan Academy of
Medical, Physical and
Natural Sciences

Hugo Figuaroa, D.D.S. E. Croft Long, M.D., ?h.D. Anal7zed human resources
Health Unit, National USAID/Guatemalz problems iacluding needs,
Tconomic Planning Council training programs, and

financial in licacions.

Carlos Durin, Engineer Herbert Caudill AnalyTed solid waste disposal
Health Unit, Na=onal Sanitary Engineer problems and made recomenda-
Economic Planning Council USAID/?anama tions for programs :or

im=nrovemenc.

Y-rla Luisa Hernindez de Clark Joel, Economist Analzed the current expendi-
Alvefo, Economist, USAID/ROCAP tures and sources of funds of

the health sector and made
Mario Ovalla, Economist, Robert Robertson, Ph.D. recommendations for improving

Economist the revenue for the sec:or.
Guillermo Ch~Sez, Economist, Office of international Heal h
Health Umi-, National De.artment of Health, Educa-
Economic P!anning Council tion and We!fare, U.S.

Otto Zeissij, M.D. Frederick Trcwbridge, M.D. Compiled a Regional -pidemio-
Epidemiologisc Eoideiologist logical Sury5. as par: of :he-.
.linist-7 f Public Healzh U.S. Comunicable Disease analysis of :he health orzb-
and Social Assistance Control Cancer lems of finca workers.

Z1 Salvador



Carlos Estrada, M.D. Milton Remer, I.D. Asessed possible levels of
Professor of Public Haalth iasti uional coordinationJuan Lee Samayoa, M.P.H. Uuiversity of California at between the Ministry of HealthHealth Unit, National Los Angeles and the Social Securt 7Eonmic Plammin Council System; analyzed the general

lack of health sector effi-.
ciencv.

G'ra ldint .a7, :.P.H. Co-authored a Study of the
Health Cara Administrator Heal:h-Related Private

Voluntary Organizatjom-s in
Guzte=ala. 'Edited consul:ant
rEpor-s for Lnclusion in :he
HSA and edited sections of
rthe HSA.

Cynthia Burski-Braaton Analyzed the past and currentFamily ?lanning Consultant family planning programs and
made raco-jmndations for
imorovemet:.

Jorze Arias B.,fg~6 Developed an arcte
lastituto Centroaer-icano. de bibliography of familyTavestigaci~u y Tecnolog!a planning studies conductadIndustrial (WAITI) and :n Guatamaila from 1960 :o* Universidad del Vale, 1,976.

R.eports based on the workc of the consultants lisatad above appear in the AanexSection to the Guatemala Haealth Sector Assessment. However, during review of the ESA byUSAD/Guacemala and by the Government of Guateala, the SA reports have been expandeti,corrected for errors-in-fact, and mediated for differences bet-een various reports. Thus,the renrts are producti of the HSA stafi rather than of indi-.r.duals, and no Annex is
at:.'ibutad to an7 single indi-ridual.

The Guatamala. and USAZD/G staffs o' the He3lth Sector Assessment w-ish to extendspecial thanks to Kenneth Farr, Ph.D., of che Office of International Health, Departmentof Health, Education and Welfare, Washington, for his untiring effort to ake the Assess-ment process as valuable as possible to both the Government of Guatamala and USAID. Asthe official "Jashi=gton coordinator for the Assessment, Dr. Farr responded promptly :o allrequests made by the ELSA staff and made several trips to Guatemala to develop the initialwork scope, provide general advice and guidance on preparation of consultant reports, andassist in the preparation of the final aSA document.

Thanks are also extended to Mark Laskia, Scott Loomis, and John Daly, of the Officeof Latarnatina1 Health, Deparzaen of Health, '.ducation and Welfare, Rashington, for cheir"illing partici4pat.on in the devalopment of the Assessmenc.
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Specia reccgn.i.cn =us- go t :r. Carlos Est-ada Sa-d-va.. and
the staff , of the Heallh Unit of the Naz_=,al Eccn oaic ?lan.,i4ng Co=unci!,
espe ally Dr. Gustavo Morales and Lngneer Carlos D=In. h.ei -_I_.rts,
cobined witht help r--vlded by Dr. Ca.zlcs C-ssich and Dr. Albe-ro Viau of
the Guatemalan Academy of Medi-Ica1, .hysica and Natural Sciences, made it
possible for the U.S. consultants to prepare and complete t.,e-- ecrts
in a short peri, d of _-e.

Sincere appreciat-i4n is extended to the staff of the Ministr--y of
Health who patiently disc'-ssed heaIlth issues with both the U.S. and
Guateralan cnsulzanrs. Special apprecLaizi is extended to Dr. Ancel
?a- Coj,.Ldn, Dir-ec-.oz .-Ceeral, Minist--ry cf HiaZ:h; Dr. Lennel 3arrics
Santos, Assistant Direct=, ?ublic Health; Dr. Jaie Scl6rzano, Diz._ ctor,
0ffict of ?rcgrai-ig, and the Area Chiifs of a'' Hea'th Areas.

Fin.lay, s.ecial hanks are given to Clara Crowe, Vic==r:a
Echeverria and Mr_.a Oliva who typed and retyped the reports .=r the Health
SectCr Assessme-nit and Al its Annexes, and to Eszeranza Tercero and
associates who translated most of the dccuments.
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The basic purpose of this Health Sector Assessa te is to ptzvidea coanprhensive overviev of some selected asPects of the Guatenala health
sector. At the request of the Hialr.h Unit of the National Eco-
nomic Planning Cou cil, the assessment activities were organ;-ed
to correspond with the five major elements of ;he Gve--uant's
Fire-Yaar .ational Health Pan, Plan .lacioual de Salud 1.975-
1979. 1/

This approach was selected to assist the Goveran:ea of Gua-
temala (GOG) to determine their progreas in realizing pLanned
objectives, a=d to satisfy the requiremencs of USAID for a con-
prahensive review of the health stacus of the population of Gua-
temala and the health care deliver7 system which serves the pop-
ulation.

Thus, the !ormat used for the gealth Sector Assessment is
identical to ctat of tha Five-Tear .ational Raezth Plan, and
covers the areas of:

1. Excansion of services, including family planning.
Z. Zatreasing efficienc7 of thhe health sector, including

main raw-uce of facilitieas and equipment.
3. Hu-an resources.
4. Nutrition.
5. Environmental san-iration.

From the outset, the project was a collaborative venture.
A coordinating comittee was established, consisting of Dr. E.
Croft Long, Public Health Division, USAMD; Dr. Carlos Estrada
Sandoval., Health Unit, National Economic Planning Council (CIPE);
and Dr. Alberto Viau, the Guatemalan Academy of Medical, Physical
and Natural Sciences. This conittee vas staffed by Charles Keaty,
USAID, HSA Coordinator, and Dr. Carlos Cossich, Guatemalan RSA Co-
ordinatur. Each USAID consultant to the project worked with a
Guatemalan counte-part and all docants were reviewed by the
Academy of Sciences-, the COPE, and USA!D/Guatemala.

1/ Secrcaarfa General del Cousejo .acional de Planificiaci5n Eco-
n6mica, Unidad de Salud, Plan Nacicnal de Salud 1975-1979, Tomo 1
y omo II.



The ;rojec: s:aff an=d :osu.:a=:s were housed 'a -- e of-
fices of the Guatmma.lan A.cade-=7 of,~dia. ?hysicaZ. =~d ;at-
uraL Sc.incas wtic, .r.zb on- ac: froz bo:h USA= and :e ;CG,
suppLied office spacs as vw.l. as .ogis:.:-a. s=por: for :he U.S.
and Gtaama2.an staif. ;,, an offi:.A. ;a--- of :he .:ivers4.7 of
San Carlzs, -wih a c::zrtar :o prov-le :echnizal advi-ze ::o he 0,,.i-
*r-ment, :he Acadeiv was uniq.ua7 able to bring :ogether jove=-
-- a. anA nc-cemn a= x-erz3 to work w-irzh --e -..S. con-
sul ranes.

Ma Assessme=t was financed by:

J-CCO .:om USA /Ca:nal
30,CCO from the Gover-_=en: of Gua:emala
32,000 in-kind staff zc u:ibutiau by the Gover-ment

of Guatrmala

The prei -ar7 results of .he Assessment were 3.-en broad
pubLic exposure in t.he fiaal nonahs of the assess=ent procuss.

Dirs-. Jr. Istrada ?resented the prel-imiar7 results of t.he as-
sessmen: to the lational Medical Congress in Augus: 1977 and re-
caived an enthusiastic response, al.hough a: :_;-es his renarks
were :ri:ical of cur-.ent progr= actiriies. 3i reception is
interpreted as an indicaticu of a "-iI!ingmess bY. :he "CG "to con-
sider cur--eant problems and possible altermacives: Second, ia
October 1.977, the Central Aerican Confederation of t!a7

Training ?rograms held a conference L which the Study of Health-
Related PrivaTe 7oluntar7 Organizations in Cuatamala, a report
cnmpleted for the Assessment, was a =ajor point of discussion.
The study was well received and the Cznfedera:ion assumed resoon-
sibili7 f!or im=lementian the stvudv recotmedaticns ".,ith assis-
:ance from Catholic aelief Ser-7-cas, O=FA., and a varier7 of other
pr.ivate and public funding organi:ations. Third, orher parts of
the Assessment have been taken under stud7 by various Y.0E units,
such as t.he Divisions of Yaz=er-a.l and Child Heal:h and -viron-
mental SaniraUion. Thus, in part, one objective of the Assess-
men: =ay have been achieved, that of the re-evaluation of cu.-rent
program ac:ti.vcies and a movement toward =ore effective alterna-
tives.

The analysis of the Guatemalan health sector is cca; csed of
-.-o parts: the 3eal:h Sector Assessmen: itse2., and the Annexes,

a compilatiou of fifteen analt7ical repor:s wri:ten as oart of
the assessment process and two extensive biblicgraphias. The
Health Sector Assessment, an anal-tical su:.ar7 or t.hese reports
is presented here; however, ou17 selected copies iaclude :he An-
=mn Section because of -- s extraordinar7 length. Co=pleze or
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SECTION 1

FfMDrNGS AOf RZCOCY-DAIONS

This su~mary is intended to highlight certain fiundamenta.
aspects of the Assessment that might other-w.se be overlooked in
the mass of information provided. It is not comprehensive, rather
it intends to accomplish the followi=g: i) define the health
problem in Guatemala and suarize the major facts that illustrate
its seriousness; 2) identif7 and describe the major £actor" that
are responsible for the health problem; 3) suxarize the most im-
portant recomendacions and sttidies needed to i=prove the situa-
tion; 4) su2a=rize the moscimortant financial dynamics; and
5) discuss the role that USAM and other international agencies
might play to improve the availabilic7 and quality of health care
provided to the poor.

1. Defnition of the ?roble,

The main aspects of the health problem in Guatemala include
high mortallti racas, particular!7 in the I to 5-year age group;
a high incidence of infectious and preventable diseases; a greater
incidence of disease and higher mortalit7 races in the rural areas
than in the urban areas; substantial malnutrition among the poor
concentrated in the rural areas; and high population growth rates.
The statiscical evidence substantiating these findings is reviewed
below.

Guateala's mortaliti7 rat s for the general population and
for infants are compared "rith those of fourteen other countries
in--ab-la Guatemala's inf anc-rrxii-t7. raze is high, noc onl 7.in relationx to the United States and .las .-rn Europe, but also in
comparison vi-h many other counc-ies in Latin America. For example,



TABLY 1-1

VITAL SrATTSTTCS DI FI,-ZFM S3191CTVD COUNTRTES

Htrtl-/ Duat1 ' ' Infant2&-  Life ExpectancyCountry Year Rate Rate Deaths (enNonen)

Britain 1971 16.0 11.6 17.5 1968-70 72
Costa Rica 1965-70 04.1 7.6 67.1 1962-6h  63
Dominican Republic 1965-70 1h8.5 Ah.7 50.1 I 1959-61 58
Ecuador 1965-70 h1,I,9 11.1, 76.6 1961-63 52
El Salvador 1971 12.1 7.9 52.7 196o-61 58
France 1971 17.2 10.8 1h.), 1970 72
lenrmany, Weat 1971 12.8 1117 23.2 1966-68 71
Ouatemala 1970 111.6 111.9 88.1, 1963-65 1;0
I!onduras 1965-70 1,9.0 17.1 36.5 -  1965-70 ,9
Jamaica 1971 3A. 8 7.h 26.11 1959-61 65
Hexico 1970 13.h • 9.9 68.5 1965-7o 62
Nicaragua 1965-70 1,6.o 165 15.3 1965-70 50
Paraguay 1965-70 hh.6 10.8 35.6 11/ 1965-70 59
Peru 1965-70 hl.8 11.1 72.5 1960-65 5A
United States 1971 17.3 9.3 19.2 1971 71

I/ Per 1,000 Population.
21 Per 1,000 Live births.
3 lefera to amae year as listed in column on left, except when apeoified.

For 1910.
For 196'9.
For 1967.In 1973, the life expectancy for total population was 52 years. For Ladinoa it was 51 yearn and forthe Indian poixilation it was 50 years. Sources Fox & lughet, Inter American Development Bank, 1976.

SOMMWE: United Nations, Statistical Yearbook 1972.
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Guatemala's infant ~rtali.-y rate of 88 per thousand ccmpares with
67 for Casta .ica, S0 for the Dominican Republic, 1; for Nicaragua,
53 for El Salvador, 36 for -araguay, and 26 for Jamaica.

Analysis of the causes of death (Table 1-3) idicates that
wall over half the deaths are attributed to infectious and res-
pirator7 diseases, anenable to medical treatment, or preventable
through improved anvliroment.l sanitation measures and i=uniza-
tion. Of all deaths, 21% were caused by diarrhea and intestinal
pazasites (preventable through improved environmental sanitatioU),
2"t by acute respiratory diseases, and 12% by whooping cough,
measles and tuberculosis, diseases which can be controlled through
i~mina cion programs. I/

Heal:h problems are most ser-ious in the rural areas. Mortal-
ity rates range from only muine per thousand in the metropolitan
area, up to 21.5 per thousand in El ?eatn, 19 in Totonicapgn, and
16 in the Departamentos of El Quichi, Sololi and A.a 7erapaz. 2/

Nucritional deficiencies represent a key health problem in
Guatemala. Data in the National Five-Year Plan for Health indicate
that 81Z of the total child population suffered from nutritional
deficiencies, with serious daficiencies (Gomez second and third
grades) present in nearly a third of the cases (Table 1-C). A
recent.study joint7 undertaken for the Health Sector Assessment
by the Insti-ute of Nutrition of Central America and Panama (INCA?)
and the National Planning Council 3/ confirms the existence of a
serious nutritionmal problem in the population which results in
substantial retarded growth of a high number of children, an ab-
normally high number of children of low bir-.hweight, an increased
susceptibility to infectious diseases, and the highest mortalit7
rates on the continent for infants and children from one to four
years of age. It is estimated that the caloric deficit of the
poorest half of the population is approximately 40% of the minimum
daily :equirement. The real consumption of cor=, the main source
of anergy in the diet of Guatemalans, ha.- decreased in the last
seven years from 555 grams per day in 1968, co 278 grams per day
in 1976. 4/

l/ Consejo Nacional de KlanificaniSn Econmica, ?lan Nacional

de Salud, 1974, Volume 1, Page 12.

2/ Thid, Pages 12-13.

3/ Nutritional Evaluation of the Guatemalan ?opulacion, August 1977.

4/ bid, Su-ary, Page 1.
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T~~~ 1-B

= nL0 CAUSS OF Mm = 1971:

Per 10,CO0
Cauza t ie D±ueaes ~Inhabitants

1. Acutoae m-ator Diseases 14,,593 25.37 20.53

2. Diarxeic Sydrzme 13,063 22.71 13.65

3. Sydr-cm Related to
Nutritiona Defliciencies 4,783 8.31 5.83

4. Peri4natal oMzrtaJt7 4,,228 7.35 6.04
S. Imtast~na1 Par8±tes 2,306 4.01 3.29

6. Affe ions of the
Respirator7 A=paratas 2,210 3.84 3.16

7. Cancer -1,594 2.77 2.28.

8. Cardiovascular Disese, 1,558 2.70 2.22

9. Other Cauzes 25,71d 4.,9.6 36.70

SCMM: Secretaria General Ccnsejo )acical de Panifz.caci6n
Econ6mica, .rlan 'Naciona! de Salud, 1974, 7o1me I,
Page 12.
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TA. I -C

I.ILmber ?zetg

Total R:Lt~k ?zato
(Chi1dr-a U=der 5 Tears of Age) 11106,L38 ICO.0

Normal C 1r-m 205,798 18.6

Ch.4-7drem -with .Ma .-itiom 3¢, hO8.4

Pi-st Deg-e 5L2,154 49.0

Second De~'ee 293,206 26.5

.hird regree 05,290 5.9

7=r-l.aticn estimated accord-..-g to 1?73 census. Calmiatic
-were made cn the basis of the Eaiuat:ion of the Nutritional
Status :f the Guatemalan ?ouI3t-!on, Zzstituta of Nutriticn
of Cen=ral America and ?anama, !=A5.
2_/ !as--caticn hb F. G6mez.

SOURCE: Secr-taia General del Consejo Naciona! de ?_an.flcacin
Econmica, ?lan Ncimnil de Salud, 197L, Volume 1,
?age. 22.



TABLE I-D

AVIAflE CAILI1TC AND IOTEIN AVAITABTITY BY THCONE GROUPS
Th RIETATT01 TO HTTHIIM BEQIFTRFMFNTS

IJATE14ATA, 1970

Strata According to IncomeLow Hod ium 111gh Very Iligh Average5o% 30% 15% 5% 100%

Total Oaloriea 1,326.1 2,362.1 2,910.0 11,231hO 2,021.3
% of Adequacy 61 109 13h 195 93
Total Proteins 30.7 56.9 75.5 129.7 5o.3

% or Adequacy 51 95 160 31A1 91
% Calories from Fat 13.2 lh .5 17.6 25.8 15.9
% Calorlua fre Proteins 9.3 9.6 10.3 12.3 10.0

5[pAI% 5.1 5.3 7.2 9.8 6.0

AdLquaL NIJ)CAI% value 6.3
SO E-lli Analysis of Nutrition Problems of the Population of Guatemala, THOAP-National Boonomlo

Planning Council, &Sptembor 1977, Table No.32.
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Another signi-icant problem is the continued high rate of
popu Lation growth. A. 3%, Guatemala's population growth rate is
one of the highest in the world. The family Planning proagram has
so far reached only 7.4Z of woman of child-bearing age.

The population prcblem is an integral par: of the overall
health problem for three reasons: 1) a significant reduction in
the death rate probabl7 wil.l nor be possible without improrement
in nutr-tional standards, which is impeded by high bir-th rates;
2) any reduction in the death rate, unaccompanied by a reduccion
in the birth rate, would further increase the .population explosion
and interfere w-ith econcmic development; and 3) the proper spacing
of children has been found to be essential to the uelfare of both
morhers and children.

2. Major Factors Resonsible for Sea!.h ?roLi-ems

The serious health and nutritional problems desc--ibed above
are due to a complex of interrelated causes chat are described in
derail in the Assessment and are only briefly restated here:

2.1 The seriousness and extent of the malnurrition oroblem
is attributable to economic, educational and cu.l:ural factors.
The economic factor is of major importance. The data in
Table 1-D indicate that the poorest 50% of the Guatemalan
population receives onl7 an average of 61% of the minimum
daily caloric requiremenc, and 51% of the procein require-
maut. ConcOmiant17, the highest 20% on the inczme scale
receive 134 to 195% of the caloric requirement and 160 to
314: of the protein requirement. 4hile the protein cousump-
tion of the lower-incme groups could be improved through
educational programs leading to the adoption of improved
diestar7 practices, their low per-capita income levels, low
level of education, and resiscance to change, act as for-
midable constraints.

2.2 In rural areas, a substantial part of total illness can
be attributed to deficiencies in environmental sanitation
measures, particularly in water supply, sewerage systems and
general sanitation practices. Table I-E indicates substan-
tial differences in the adequac7 of wacar and sewerage ser-
vice between Guatemala City, other urban areas, and rural
areas. Thus, while 52. of houses in Guatemala Ci7 are cn-
nected to the -micipal water service, the percentage is 38:
for other urban areas and only 2% for rural areas. Sewerage
connections are 41% for Guatemala Ci-'7, 14Z for ocher urban
areas, and 0 for rural areas, though 17% of the latter have
latrines. Servae quali-7 is deficient. Water rationing is

idespread, even in Guatemala Ci-=. Water scurzes are
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ICT=ALW~ S=7-CZ7~ :t

Ccrecti±s sytd Tot~al Sax-red

Gutemaa C-1t 51% :37 5%

t~L2. 4 29%73%

Total 13% % 37%

MITUL iEWMME .UD SAr-rA7!r =-.7CE 7' '
7SROEage of

Gmat~lz C--.7

10% 22% 2i

2
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f:aquant=i7 polluted, and .'ca1.7-.Perated urba= and rral
sy.stm lack th.a macessa.7 =ds and perso=nel to =,inain
and Lp-ave ser-rice. 1/

Z.3 3y al a~ccu:. s, the r.ara sec:or has been neglec:ed
i tarms of .he MIin4r=7 of UaaL:h's (.CH) invest--ent in
health in!ras=uc.. ure, assig-maent -f personnel, and allaca-
tim of drugs, medical sup.?"es and equiren:. In 1973, Gua-
taMalA Ci:7 -ri-h 14- of the ccun:=-''s popula:ion accounad

for 40- of the MOE ;h7sitia4 s, 43Z of i:s dentists, 41" of
its gradua:e =urses and 45. of i:s laborator7 and X-ra7. ech-
nicians. 2' Fory. percent of the total -inistr -of Eealzh
budge: for "..9 was spen: In personnel and facilities l.ocated
in he api:alJ Ci-.

,hil.e there inquaes:onaal7 is an overconceitra:icn of
medical fac-i"i-ies and professiznaI personnel in --he Capital
Ci7, the case is no: =ade here "ha: the Y.CH funds assigned
to :he Zapi:al should be cut back, cl 7 that the zeed for
addi:i =na fuzds is most urge=t -i ocher areas as well..

A major deniaie-c7 in the heza.:h outreach system is in
=aterma. and child health care ser-'-.c.es where the greatest
benefi: in -terms of ::=her of 1ires saved can be obtained
for a dolar of invest-ent in health care. Deficiencies in
the ma e.ai and child health care outreach syste= in the
rara-r areas, along "with u=derinves--ent in enviro=nmental and
preven:ive heaith measures are major factors behind the
count--:-7's higi infant =r-al-im" race.

Z.4 A basic dfi cult7 ".ith reard to improving healzh ser-
v-ices in the rural areas is the reluctance of the -aral oopula-
tion :o use the MOH ambulator7 health serices, a reluctance
noted in a :tuuber af: reports. Ccnt-ributory factors apparent17
include pcor experience "th .-aral health facilities such as
absence of appropriate drugs, inabilit7 of MOH staff to speak
local indigenous dialects, long waiting periods, and unavail-
abili-y of trained personnel, fear of hospitalization, super-
stition and lack of falth in general in modern =edicine. A
study is needed which pinpoints these causes more specifically.

l/ n:eratimalal Bank of Reconstruction and Dev.elopment (:3RD)
Repor:, Water Suzpl7 and Sewerage Sector Scudv, November 5, 2976,
Page 1.

2/ Source: Consejo Nacional de ?Ian-ficacin Econdmica, Plan
.acional de Salud, 1974, Volume 1, Table 21.



2.5 Cultural and educational !actors are very i port -t in
tlu bicultural count-y a=d impinge upon the health problem
in a number of ways, including resistance to the use of
latrines and to the inr:duction of other sanitary prac-:±cs;
resistance to participacion in -- mization campaigns; re-
fusal. to seek timel7 medical assistance; and reluctance to
altar dieltary practices to i=prove nutrition. 7412l7, ---
=ura.l factors partially axplain the slow progress achieved
by the f =il7 pl1nir progran.

2.6 The planning and adm4inistratior procedures of the Xin-
istry of Health contain anumber of faults, the most i=portant
of which are:

2.6.1 Funds placed at the disposal of the MCE .all far
shoit -- C rquLj--ini, "a fac to r which impinges mialy7on the provLsion of services to areas outside the CapitalCity.

2.6.2 A shortfall of funds allocacad for current (operatinh)
expenditures in relation to investment in equipment and
new construction has result," in soma inadequately staffed
facilities, and many hospitals have remained understaffed
for "some time.

2.6.3 Lack of provision for propir maintenance of equip-
ment has resulted in substantial deterioration and losses
of costly facilities. The deficiency of traied main-
tenance manpower or maintenance services, other than in
Guatemala City, provides for only the most basic level or
maintenance and repair of equipment in rural areas.

2.6.4 A basic imbalance exists with respect to the avail-
ability of personnel, which includes not only an over-
concentration of doctors and dentists in the Capital, but
also a serious shortage of registered nurses, rural health
'technicians and laborator7 technicians in relation to the
supply of doctors. As a result, doctors are made to per-
form tasks that could be performed by health auxiliaries,
which results in high cost and unavailability of services
to the rural population.

2.6.5 A serious shortage of needed drugs and supplies both
at MOH health posts and hospitals outside the metropolitan
area, which has discouraged the rural population from
taking advantage of YOH health services. Given the fixed
costs of the OH, the poor utilization of rural. facilities
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further drives p the cost per-patient-contact.

Z.-6.6 -There are weekI linkages ==gn hea4th- posts, haaltih
centers and hospitals. As a result the referral systen
does not work properly.

3. Financial Su-arv

A comprehensive re-riw of current and planned health sector
expenditures lead to the following observations:

3.1 Total public expenditures on the aggregate health sector
increased substantiaily between 1971 aid 1976, from $38 mil-
lion in 1971 to $96 milion in 1976, :r at an average annual
compound rare of .21 (Table i-F).

3.2 Zoth operating and inventment funds allocated to the
public health sector have ndergone substantial increases
over this period. Operating expenditures increased from
$35 million in 1971 to $81 million in :.976, while investment
spending increased from $2.8 million to $15 million (Table
1-?).

3.3 The ratio of the annual increase : operating expend-
itures over prior year iAvestments was low between 1972 and
1974, but rose substantiaily in 1975 mid again in 1976 (table
1-F).

3.4 Projections of investment expendi:ures for the sector
indicate very substantial increases over 1976-1980 owing to
earthquake reconstruciion (see Table 1-.F). The increase be-
tween 1976 and 1978, for example, is 1.4%. These increases
will call for further substantial increases in operating ax-
p- iditures.

3.5 The operaing budget of the Minist:ry of Health also shows
sharp increases over the period 1972 to 1977, up from S22 mil-
lion to $42 million, reflecting an average annual compound
growth rate of 13.7%. Further substantial increases are pro-
vided in the Planning Council's National Development ?lan.
The Ministr7's operating budget is scheduled to rie from
$42 million in 1977 to $62 million in 1.978, $77 million in
1979 and $96 million in 1980. The fact that these increases
have been planned indicates an awareness of the system require-
ments but it is mo.it unlikely that these hefty increaj-es will
materialize. The 3ap h-itween the planned system requirements
and the authorized budget could be as high as S35 million or
332% by 1980 (see Table 1-G).



TABLE 1-G

Hinistry of Health; Projections of Operating Dwtgot; over 1978-80Historical Growth Rate Versus Ankounts Planned
(In Nillillos of Quetzalds)

1977 P918 19"9 10buiee) F lis tocal -1 91 hist oriJcal I-ln fis-t ---sl PlanTrend . Trend Trnd

Total Operating Budget 42.3 4.9 62.2 54.3 7.5 61.5 96.1
Personal Servicqs 21.3 23.8 30.0 26.7 37.3 29.8 46.4
O0tr Servicos 1.4 1.7 1,7 2.0 2.2 2.3 2.7
Hatrials & Supplies 9.7 10.8 •14.8 .12.0 18.4 13.4 22.8
Hachinery & Equipment 1.0 1.2 1.9 1.5 2.4 1.9 3.0
Construct ion G Improvements
(by contract) 

-- .2 .1 .3 "o .5 .2

Tranaters 7.4 8.7 11.6 10.2 14.5 11.9. 18.0
Others 1.5 .1.5 2:0 1.6 2.5 1.7 3.1

Sou'rce: Ifealth Planning lnit; Annejc Tables A-1 and A-2.
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3.6 The proportion of the ,OH operzing budget spent on
tainiing, dzrg purchases and adinistration have re-wi~uedapprx2matyal7 constant from 1973 to 1977. The figures con-firm the Assasment's finding tha. the allocatiao of !muds
for training and drug purchases has been low.

3.7 A relatively high proportion of the Miniscry's person-nol budget is spent on doctors (39/%) and on auxiliary nurses
(31Z) "Aile the proportion allocated to other kinds of medicaland health personnel is low. The projections in the NationalHealth Plan, however, reveal that the National Economic Plan-
ning Counc iI and tha Ministry of Health realize the deficien-
cies in the current OH staffing pattern. Sharp increases
for training and salaries were programmed for professional
nurser, -ani:ation inspectors and rural health technicians.

3.8 On zhe basis of a crude classification of measures into"curative" and "preventive", it was decermi=ed that betwgen
1973 and 1977 the operating expenditures of the "inisrr-7
favored curative m"Viras by a ratio of approximately two toone. There are no indications chat this imbalance will becorrected under the development plan. In fact, implemenca-
tion of the plan would further raise the ratio to 2.2 to i.

3.9 The data confirm the finding that a subscantial propor-
tion of the .Yi t-7's operating expenditures are for theDepartmenr of Guatemala (40,) although i: must be borne in
mind that some of :he more serious cases are referred to
hospitals in the Capital City.

3.10 The investment plan shows continued emphasis on the cate-gory of hospital construction and reconstruction which isscheduled to absorb 43Z of total planned investment over
1977-1980. Rural health facilities account for 21= of planned
investment and rural aqueducts and water 3uppl7 projects for
14Z.

3.11 The investment budget, while highly zmbitious, is likely
to be sufficientlv financed due to a substantial amount ofcommitted foreign assistance. The Government of Guatemala
has committed itself to pro-ide the counterpart requirements
specified in various loan agreements. On the other hand,
serious questions arise writh respect to the Government ofGuatemala's capacity to implement an investmen/reconstruction
program of the scale envisioned. In all Likelihood, the in-
vestment program will stretch out over a much longer period.
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3.12 With regard to the adequacy of the budget in relation
to requirements, considerable more data are needed. before an
overall generalization can be made. However, it appears that
invest:ant targets fall short in relation to requirements in
the areas of manpoewer trainir, the acquisition of drugs and
envirommental sanitation (potable water and sewerage) outside
the Capital Cit7.

3.13 The Govermment of Guatemala has demonstrated its capabi-
lit7 to prepare a national health plan. However, weaknesses
are obvious in its ability to prepare a well-integrated plan
that interrelates objec.-ives, requirements and available re-
sources; de-fines priorities and specific policies; and in-
cludas the preparation of projects acceptable to the inter-
national fin.-mcial institutions. The Five-Year National Health
Plan 1974-1979 should be revised, developed more thorough!7
and be continuously updated. The Health Planning Council of
the .-0R needs to be increased at both the national and depart-
mental levels. Institutions involved in health sector plan-
ning should be consolidated and strengthened; and much greater
use should be made of plan recommandacions at thadecision-
making level.

4. .aioreccendations for Tmnrovemears of Health
in Guatemala

While .recommendations are included in the Assessment, the fol-
lowing are the most basic policy recommendations.

Recommendation -&.: Familv ?lanin2

Racommendation 4.1.1: T M GOVE1MflhT OF GUATMALA SHOULD ESTABLIM?
A NAIIOUAL ?OPULATION POLICY.

Discuss ion

The government has on two separate occasions made efforts,
withcut success, to formulate an official population policy. This
policy formation must be totally a Guatemalan effort; however,
until iuch L policy exists, it is very difficult for foreign donors
to as Ast the GOG in famil7 planning efforts. A policy should be
articulated as ioon as possible. This recomendation is based upon
the analysis that appears in Chapter 4.1.4 of this Assessment.

Recomendacicn ... : TIL THE G.OVE,.=1T OF GUATM_4ALA tNT1TAi,7q AN
ACTI7E LND -- E-.CTrIE FAMILY PANNAG PROGRAM, DONORS SHOULD CON-
TLNUE MEfl 1 SUPPORT OF THE EFFORT OF A2ROFA',. TO DELIV F.AMILY
PT.AZNING SEVZCS THROUGR PUBLIC H-EALTH FACILITIES TO THOSE GUATE-
.ALAS WHO WANT TE.
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Racommndacion 4.1.3: ALTEMAWIVES TO CLrIC-BASED DELVM SYSTMsFOR FAM=I7 PLANN=IG SnIVICLS AND EUCATION SHOULD BE ELORED AND TIVSTM.

Innovative approaches for consideration include commercialdistribu.ion through village stores, and household and village
distribution t.hrough cooperatives, campesino organizations, andother rural infrastructures. Experience in other countries, suchas Colombia, Costa Rica and ?anama, indicato that when such alter-natives are utilized, the availability of contraceptives is in-creased in a relatively inexpensive manner. This reco-mendationis based upon the analysis that appears in Chapter 4.1.4 of this
Assessment.

laccietidation 4. 2: Nutrition

Reco~endation '4i :Tfi GOMURM-17 OF.GUATM'.LA SHOUT-D 7O'iLAT-1 AMAZIONAL FOOD ANM NUTRITION ?OLICY AnD DESIGN A ?LAN OF ACTION
MCUDING LIMMMMrrONS FRCM AGRICULTURE, EALTH, EDUCATION AMDOTMR SECTORS, FOR ITS ZeLMM-1TION. R.ESOURaCZS SHOULD BE FAR-MARKED M E NATIONAL BUDGET FOR CARRYING OUT THIS CORDINATD,
MJLTISZCTORAL. NUTRITION PROGA AS PART .OF THE GOG's NATIONAL
DE7ZLOP.rT ?LAN FOR 1975-1979 AND IMCORPOEATED INTO TE N.EW LAN
FOR 1980-1984.

Discuasion

Guatemala has one of the highest malnutrition races in theWestern Hemisphere. Between 29% and 38Z of all children underfive suffer from second or third degree malnutrition and approxim-
atel7 48% of the children under five endure first degree malnutri-tion (Gomez classilicatiou). In addition the national per capitacorn consumption, which is the princi;al source for calories, has
declined in the last eight years from 555 grams daily in 1968, to278 grams daily in 1976. (Direccidn General de Estadfstica). In
addition, bean consumprion, the principal source for protein, has
remai-Aed at the same level during the last eight years, i.e., ap-proxiately 28 grams per person per day. Despite increasing ag-
gregate productiou of basic grains, the country faces a serious
problem of maelnurition which has not improved in the last ten
years and in fact, given the country's high birth rate, the ac=ual
number of malnourished children is increasing each year. This
recomendatimn is based upon the analysis that appears in Chapter
4.5 and Annex 5.13 of this Assessment.
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RacT~datin ~2 TT~~ISTI OF ALTH SHOULD ADDidSS PRCCM_.&T7AALLY TH .sSOCI~nO.f- -I.I . AND D.' IARRAL- --- -
DISEASE =4 C=,MT, ,MC* IS GUAT!ALA' S PR.ARy --AL71R ?'IO.BLr..

?RCG? , - SHOULD =4CLUE = DESIGN OF A I=TION SURVEILANCE
STST~q WITHL 7H! 'OH W0CH WILL CONTMlUOUSLY ' ONITCR IFI L-7EL
OF .-ALMTMtTION AT TE VZNIC""AL LZVr- . TE SUaVE ILLANC- SHOULD
3E S!STL%-0ES1G!= TO SUPPORT NATZIONAL FOOD AND . 1TION PROGRA.mS.

Discussion

The primar.y cause for medical atteution, as well as hosoital-
izaticn, in children under five is diarrhea and other enteric
diseases. They are the prizar7 cause of death in infants. Recent
studies (LICAP) have shown that the prevalence of in. fecticus and
diarrheal diseases were very high during pregnancy, resultig in
low neonatal birth weights, predisposing infants to subsequent
risk of ilness. This is reflected in Guatemala's infant mortalit7
rate of 31.1/1000 and =orzalit7 in I to 4 years old of 23/1000 in
1975. Since the MOH is charged with maternal and child care for
the nation, it should address this major concern throughout its
health system, particular17 in the rural areas. HeaLth care person-
nel, professional and paramedical personnel, should be trained to
recogmize and ameliorate the problems of malnutrition, high fer-tili.-, and other causes of neonatal, child and maternal orbidity
and morralit7.

Recommendation 4.r: .ealchSesii-

Recmmendaion A: TO ACHIEVE A MORE EQUITABLY DIS 73UTION .ND
MR.E =7E-CTIVELY PROVIDE ?UnLIC SECTOR CURA.IE .ALTH S--RViCES,
T3E GO-3V TT SHOULD CORRECT THE 3UDGET=.ERY LDBALANCZ THAT FAVOR
URLUI AT THE EXPENSE OF RURAL ARLS AD HOSPITAL r-STAtD OF An'UL-
ATORY CARE C-TES. THIS M!BALANCE IS AN INDICATOR AS IELL AS A
CAUSE OF LACK OF ACCESS TO SR-VICES D1 RURAL AREAS. TO CORRECT
THIS 7ALNCE TM COG SHOULD ALLOCATE A LARGER 3UDGET.RY ?ROPOR-
lICN TO RURAL AMULATORY CARE SERVICES.

Discussion

The 1977 MOH operating budget reveals that 51. of the total
went to the Depar=ent of Guatemala, with only 16Z of the nation-
al population. Thus, per capita expenditures wir-hin the capital
depart.=ent came to Q.7.10; while for. the rest of the count- 7 the
figure was Q.2.40 per capita. This represents a ratio of aearly
three-to-one in favor of the Department of Guatemala. The major-
icy' of expenditures, in both urban and rural areas, were for
hospital-based care. Given this imbalance, and given the morbid-
i'7 and mortality rates for the country, future budgets should
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correct this imbalance by allocating a higher proporrion to deliv-ery of rural ambulatory care facilities which can treat the major-ity of illnea experienced by the population.

ecommendation 4. --- ORDER TO L T EFTEcTIELY ON THE " 
HEALTH OF TEE NATION IjM_(:VE~RNMf SH1OULD MOVE- TC JADS - 66L.UCT-N M ALANCE 3E7.*'M BUDGET ALLOCATIONS FOR CURATIVE ANDEVENTI SERVICES BY ALLOCATMG MOZ OF THE BUDGET TO PREZVENT-
ATIME SERVICZS.

Discussion

Defining 95: of hospital services and 70Z of rural healthsar-ri as as cuative, and 5Z of hospit; I services, 30Z of ruralhealth services, and all water projecv, as preventive, the publicinvestent budget for 1977 on shows a ratio of over two quetzalesbudgeted for curative investments to each quetzal invested forpreventive services. The operating budget shows a ratio of overthree and one-half to one in favor of curative services. Giventhe epidemiological profile of leading causes of mortality andmorbidity, preventive health services are far more effective andless expensive than curative services in upgrading the general
level of national health. The COG should bring its investmentand operating budget allocations for the curative and preventive
services into equilibrium.

Recommndation .3. TO = = RURAL COV1_UGZ AT .tIT1x COST,
HUMAN RESOURCZS PLANNInG AND BUDGETING SHOULD BE BASED ON TECONCEPT OF !.L=A USE OF .MEICAL ADEILTBRIS AND .1INIUM USE OF
PHYSICIXIS AND OTHER HIGH COST PERSONNEL.

Discussion

When funds are limited and likely to continue so, it is neces-sary to make decisions about the most appropriace health care del-iver7 model and. the numbers and kinds of high-level, high-cost
professionals who should be employed vis-a-vis the numbers of ' -cost, lower-level auxiliaries. The experience of many developingcouncries indicates that maximum use of auxiliaries and minimum
use of physicians and other high cost health personnel, is theleast expensive, most effective method of providing rural healthcare. (This recommendation is based upon the analysis that ap-
pears in Chapter 4.4 and Annex 5.12 of this Assessment).

Recommendation - 4. 3'. T':'-- HEALTH PROGRAMS OF TEE MOE AND OTHER'
RURAL HEALTH PROEZE SHOULD HAVE YAM= PARTICIPATION OF LOCALCOMNITS I LCCAL HEALTH PROGRAM ACTIVI1TIES, .MEMANISMS SHOULDBE DEVELOPED FOR =EN-TI"YING C01.UN ITy i-ALTH PROBL-7S AND PRIOR-
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=rzZS, MD ORGM=ZiG COK -TIZS TO ADDRESS TERS. .usu;--.

DiscUssiOU

There ia ex-cansive evidence from the he.alth sector and other
sectors that programs tend to more effectively serve a communit7
when the commoit7 is involved in both the initial planning and
subsequent imple ntation of a program. involving the co"muzit7
is one of the best methods of determining the response to co==u-
ity felt needs and expressed wants. (This reccmmeudacion is
based upon the analysis that appears in Chapter 4.1.6 and Annex
5.6 of this Assessment).

Recommendation 4.3.5: THE GOG SHOULD MACT-E = ZMSION OF HEALTH
SEVICZS TO ---NCAS A HIGH PRIOR1TY AD ENACT LEGISLATION TO ENURE
AEQUAT7 UALT S:V7C=- S TO WOEZ=H. SUCH SEVIC_ SHOULD LMEASIZZ
PREVETIVE HEALTH DUCAION LN NUTRITION AD SA N1ATION, A3D CONS-
TRUCI0N OF LATRIES A= PROVISION OF POTABLE WATMI SUPPLIES.

Discussion

Finca workers and the dependents that are wi:h them in the
fincas number approximatel7 2,000,000 of wtich 1,500,000 migrate
from the Western highland to work on the plantations of che south
coast for about 90 days per year. GiVen chat in 1977 uome 5 -
million persons live outside of the de artmeni df Guatemala, the
population at risk on the fincas is 40t of the total rural popula-
tion. These workers and their dependents have the poorest average
levels of nutrition; have the least contact -riza the national im-
munization campaign; and have virtual!y no control over their
environmenc because they live in company towns in company housing.
The great distance and poor transportation from the fincas to . .H
services prohibits the use of MOH services. Currencly legisla-
tion requires only a first aid station to be located on the finca
which is totally inadequate given the prevalence of diarrhea, para-
sites, infectious disease, and pest:Lcide poisoning. (This recom-
mendation is based upon the analysis that appears in Chapter 4.1.7
Annex 5.7 of this Assessment.)
Reco=endation 4.3.6: THE HEALTH PLANNING CAPACITY OF THE MOH MUST BE

STRE-GTH ED AT BOTH THE NATIONAL AND AREA LVEL.

Discussion

At the present tme the national health planning activities
are distributed between several offices without any one of them
coordinating their efforts with the office of the Hinistar. ks
a result, very lictle effective national health planning is done
within the MOH.



The Health Unit of the Naciona. Economic Planning Council. ha.sdone national planning For the V.H, but should move toward sector
ide plarni.

Given that the H conutnues to furt-her decentralise program
responsibilities to the area chiefs, there must be: (i) delaga-
tion of appron.ace authorit7 to manage the decenc=alized progra;
(2) addi .onal resources to manage the programs, and (3) taining
in plannirg for welding &1' :he resources into a ccprehensive,
departmen" wide health services program. (.his recommendation is
based upon the analysis that appears in Chapter 4-1.1, 4.2, and
4.7, and Annexes 5.1, 5.10 of this Assessment).

.iccoendatiou 4.3.7: BY DECISION AT THE HIGHES, LZEME, THE TO WAOR
PUBLIC ?RoGRAMS OF HEALTH SERVICS, =MIST1Y OF HEALTH (MOH) UMINSTITUTO GU MIALTECO DE SEGJEIDAD SOCIAL (IGSS) SHOULD BE DrrE-
GAZ= AS SOON AS POSSIBLE.

Discussion

There is a trend for integration in several Latin Amrican
countr.i.s. Some ccordinated activities exist in Guatemala; cou-
tractual joint use of one hospital has beeu a long established
practice of the two agencies in Guatemala. Approaches for inte-
gration differ' from country to councr7. In Chile there .as complete
integration of the tVo systems in 1952 after the#- separate opera-
tion for 30 years. In Costa Rica integration has *ecently been
achieved by assigning all personal health service facilicies to
Social Securit-7, while the Health Ministcry does environmental
sanization, health education, planing, regulating, etc. Panama
has used the strategy of integrating, on a province by province
basis. Colombia is no actively moving toward integration. If a
GOG decision is made, uatemala should surely design its own strat-
egy. Such action would not only produce savings in the large
current administrative costs of both agencies, but it would facil-
itata efficient use of scarce resources throughout both sub-systems
of health care. (This recommendation is based on the analysis
that appears i Chapter 4.2 and Annex 5.10 of this Assessment).

Recommendation 4.3.8: THE GOVEMLENT OF GUAMALA SHOULD ESTABLISH*
A NATIONAL HEALTH FACILITIES AND EQUIMIT MA ITnJACE AND ENGI-
MEERI.G PROGaL. BASED ON THE PR-NCIPLE THAT ALL FACILITIES AND
E(UMA.= ARE TO BE Mk~rA=D IN A .LANNE THAT I.7LL . MAXLiZE
THEIR USEFUL L-E AND THAT MAflITENNCZ S-r--IV CE AID LOGISTICAL
MPORT SHALL BE DELOYM SO AS :60 ?RV=E T 2ELY RESPNSE TO

REQUESTS FOR ASSISTANCE.
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Discussion

Analysis of the status of M4i-istr7 of Health (YOE) facili=7
maintanance in Guatmala i=nicacas that the health sectir "ill
courinue to operate with gro.i.3 iaeffic!enc7 and will need to re-
plica prmat urely its entire equipment infrasr-uczure i .he
present system of inadequate ma itanance continues. A substantial
percentage of the equip=mnt in ME health facilities is ei:her not
being: used; being i-prOperl7 uzili-ed and/or =aintained; or has
reached a stage of ccmplete dispair. In almost ever7 hospital or
health center include, new equipment purchased by the Gover-:.ent
of Guatemala (GG); financed by either intarnational loans or from
the GCG's own programs, has not been installed. ln some cases e-
quipmen " has arrived damaged and is =usable because it is not
repaired locally.

The lack of maitenance affects all areas of the health service
support base and dramatica.U7 reduces the quantit7 and qualit7 of
care provied by tne system. (This reccomendation is based upon
the analysis that appears in Chapter 4.3 and Axnex 5.11 of this
Assessment).

Racommandatian * .3.9: -ACI-7r 1 OF" :RV".NTS PLANNED BY T.- MOH"
WILL i THE LCNG RU t ! AEUIRE =-TLARGM'_rT OF TH- PUBLIC SECTOR MALTH
SERTVCZS, SEC=ICALLY IN THE AREA OF TRA-NLNG AND DRUGS. BASED
UPON HISTORICAL 4R.a DS A SHORTFALL OF FrNANC:AL R.EQUI..R11.0ITS OVER
RESOURCES FOR THE --rTE MOH SYSTM COULD RUN AS HIGH AS $35 MILION
BY 198C.

Discussicn

he trend of the MOH to build hospitals will require substan-
tial increases in the operating budgets. In addition, the current
inadequacies of the operating budget are reflected in low staff to
bedratios wh h results in unnecessarily long average lengths of
stay per patient. To both adequatel7 staff the new facilities and
upgrade the current facilities -will require substantial increases
in the operating budget. Given the histori'cal trend of MOH operat-
ing budget, there will be a substantial gap between needed resources
an available resources by 1980. (This recommendation 'is based upon
the analysis that appears in Chapters 4.2 and 4.7 plus Annex 5.10
of this Assessment).

Recmmendaton-&.3.IO:--THE NATIONAL HEALTH PLAN, rI74-1979, SHOULD BE
REVISED TO BE MORE CCV2TRE SI7E_. SPECI-ICALLY IT SHOULD I1CLUDE:
(1) ALL MAjOR PUBLIC AND PRIIATE_ NSTITUTIONS PROVDIING HEALT
CARE; (2) ESTA--4ATES OF FLANCIAL RESOURCES REQUIRED TO ATT.IA
COALS; (3) PROJECTON OF R1EOURCZES AV.ILA3LE AND T=EIR SOURCZ;
(4) DEFINITION OF PRIORITIZS; AND (5) SECIFIC POLICIZS AUD
PROJECTS TO MET PLANNED GOALS.
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Discussion

While the ationa..l Health ?I 74-79 has proven to be avaluable doctmenc, it need.s to be expanded to include all agencies
and orizatons in the health sec:or and mchanis.s for implement-
ing recam aion s. (Thi.s recommendatiou is based upon the anal-
ysis that appears in Chapters 4.1.1 and 4.7 plus Annex 5.1 of this
Assessmaen).

Racomendat.on 4: MEFOLLOIJ7IG S=D=S SECT=~ BE CONDUCTZfL.

4.1 Studies and pilot programs should be carried out in order
to ident 7 how best to incorporate the appropriate elements of
the crad:riona- l (in igenous) medical system into the care provided
by the public sector health system, especia-lly in xtral areas.

4.Z The system of procurement, storing and distribution of
drugs f.rom the Uatioual Drug Warehouse to the health facilities
troughout the countr.7 should be evaluated to include an assess-
ment of the constraints to the flow of the dr-gs to the communities.

4.3 A comprehensive study is needed of the MOH informationsystem, including statiscical needs, costs, and alternative methods
of provid.ing and processing aeeded information.

4.4 Sample household surveys should be designed and tested
in rural ares to determine extant of health ,3roblems, health be-
havior, util-zation, and expenditure patte-ns.

4.5 A review should be conducted of employment conditionsof all health workers in the public sector, and should include re-
evaluation of the appropriateness of existing job descriptions andthe extent :o which they realistically reflec: the tasks performed.
Pay scales, classifications, benefits, working hours, vacations,
siik leave, as well as opportunities for career advancement and
additional training, should be revised in terms of the existing
economic situation and the demand of the new patterns of health
care delivery.

4.6 A separate but related study should be made for improv-
ing the system of health manpower supervision and tvaluation at
all levels in the public bealth sector and should .nclude a fore-cast of personnel needs, :osts and methodologies for continuous
evaluation.

4.7 A study should be undertaken to design a national aaint-enanca program which would specif 7 its functional responsibilities
and the administrative and organizational configuration which best
meeats the Government of Guatemala's short and long term maincen-
ance needs and financial capacit7.
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4.8 A national anthropometric survey by region and by in-
came group should be undertaken imediataly as a basis for direc-
tion of COG inarvenr.ion.

4.9 Phase I of the Yucrition Assessment, i.e., the multi-
sectoral aspects of the analysis outside the health sector, should
be completed as originally planned to provide the basis for the
national food and nutition plan of action.

5. Possible Roles of International Organizations

One objective of this assessment was to identify possible
roles for International Organizations in Guatemala. The following
is intended to discrit those roles as viewed by USAID/G.

The many recommendations to improve the health of Guatemalans
can be classified into two categories: those that involve instiu-
tional and policy changes designed to increase the efficiency in
the utilization of human resources and other resources and which
do not call for new investments, additional staff or other measures
entailing a significant increase in resource requirements. The
former are fouid throughout the Assessment and are the more num-
erous. Recommendations thai entail increases in the budget include
suggestions for additional investment in rural water and sanitation
facilities and housing and expanded outlays for manpower training
and for the a'cquisition of drugs and supplies.

A number of improvements czvx be accomplished within the cons-
train: of the current budget. However, the Assessment has clearly
established that current resources assigned by the COG to health
are inadequate. Much more can be accomplished if the total level
of resources available to the health sector can be increased as
part of a comprehensive program of institutional and policy reform,
than if the Government of Guatemala had to conduct such reforms
within the constraint of existing budgetary limitations. In some
cases international organizations can play a useful supporting
role, although they also pose some dilemmas.

The international agencies are best equipped to provide long-
term loans to finance the construction of facilities and the ac-
quisition of equipment; while their policies and bureaucratic
procedures make it difficult, if not impossible, to finance oper-
ational outlays such as personnel costs, drug supplies, or mai=n-
enance budgets. Yet the Health Sector Assessment shows that the
Government of Guatemala's greatest financial weakness lies in its
operating budget. A major problem experienced in recent years is
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that new construction has outrum the govarzazt's ability toadequately staff, mi/ntain and supply the new facilirias. Thus,great care should be takan to avoid exacerbating the problem bymaking loans to finauca the development of facilities which callfor addir.ional operating expenditures, in the absence of firmindications that the Gover-ment of Guatemala is both willing andable to raise the additional fund to cover these operating expenses
on a continuing basis.

Projocts that qualif7 for intern-vional. agency financingmust, therefore, meet the follow-ing criteria: a) reflect apriority need identified by this Assessment or ocher objective
studies or nationaL plans; b) avoid a significant increase inGovernment of Guatemala operaring expenditures; c) be of a typethat the internattional agencies can finance., given their poLicyobjectives and the bureaucratic constraints under which they
operate.

The following are not intended to be a comprehensive listbut rather an illustrative list of activities that aopear to maet
the above criteria:

5.1 Provisgion of Technical Assistance: The Gover-ment ofGuatemala requires tachnical assistance in the folloving areaswhere serious weaknesses have been identified in planning, organ-
ization and staffing:

5.1.1 Health Sector ?lanni=q. The Health Ulanning tnitof the National_7 coUCmic Planning Council (CJTPE) has beenresponsible for the development of the health sector nor-
Cion of the five-year development plan; i: reviews al.new project3s of the itry.- of Health (YOH) and theGuatamalan Social Securicr7 sti:uce (7GSS) and parti-
cipates in sector budget reviews. ::3 current starf isvery limited. Thus, i" has aot been in a pos .. cn :odefine priorities, develop :ew projects, devise imagia-
tive solutions :o =ajor problens, or to periodiaalv7 up-data the five-year plan. I/ The Health U."it requires
additional staff and high-level, expert advice. As a
condition for such strengthening, its role and influence
in the decision- aj.ng process should be significan17
enhanced.

3-.1.2 YMainenance. Shor-ccmings in :he hea2:h ieczor
aincatance s-s=am have reached arar-ig pr=oor-ius.
Mhe Assessment nctes that "a subs:zuzial percent. ge ofthe equipment in '.SE healLth facili:ies is either no

I/ The -. 7 -ear National Eeal:h ?!an was developed in .97A;
it has not been updated.
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baeizg uised; b*4- i~proper!7 uz_" =ad, and/or =.ai~rc-
aimed; or has :easc-*d --;-a stage Of =--=plate d:iSrevair.
12 &!=.St elzar 3CS:a. or he.= center -c'uded i
the StjdV, new teuipzen prz azd b-7 :he Goverze=Mz of
G&ata-a. ., 7SA=/cG:.a2A.:a, or ct_.-er ie a~o~.
a3.szsmce progras has =oc been izzzalad ... Ma -
en-ce sup- ar! o: cst l3..orazr-._es is =2v on-
ftx " ten. 11 ?,rese=-: -nual. HtCH fxd:ie or
=ainte~ance support are esz:-2:ed a: :n.7 30,

... p a d an.: r aiz:=.atad requi:_.'7= :_ o! S : 513)

The i.*.: r-maiona. agezc4:e3 :a~nc: ir=zvr~e :he
-inx:e-.nce f=ds recui4e~d. '_-zwe,.er, :he7 za-_ orovide

:ci a~lassistance :o ea.e -.he ;c.e:-.-e=- af Iaze.a-
la to estab!.ish a :zurol azd listriout4in 37,s-.em far
--cols, equzazz and supplie4s, a=d :a iesign a zc=mjre-
hensi'ze :ra -"g przgr= :o prow;.!e - e ;erso--el oceded

5.1.3 ?7cur-enz. := he area of rocure a:: of 4r%.3s,
suppl-'es and zedica! '- e:,u...eauc_-ac::: processes
are hi> -_ex -c .e =.:arac:i:= -af -any
beparazn o.::.cas a=-_ result -..- zcnsi_;zer3an.e delay7s. T-his
not CD.:7 i=edeS :h e procure~.e=: and a::iu~o ofs-
sentia.1 r~ and other =edio'a.. supp~ies, but also causes
consi_;fezab.7e ~ea7ioasse=:. a: =.aio:e~ia~ce a--d :~
-peraz*io.s. A z:arefu. -' yo rcuee:prciue

a2~r~ j~hre edaiosfor a :~~.~ vra..of :.he

3.2 Oleveztan re :-. Huaz lescur:es

The Assesszez e=nasizes :. -e =eed :o 2-':e-: : -e or e
i= the ae~i ec:o-r, ~a::..a> ~ eirea of l i~

eaerre.:....ce --n r-='a.._ al :ac-z~-a~ an-± professio.nal
nurses .a r ra. areas, _--i: rtres-ocndin Lesser er'.asis
on doctors. The zeed fora: ii-a sk.illo ed sre. has
&-'so h-een es:ao:is-.ad 4:-t.e areas f:rie i.esand
mi4-w~ffe super--sc-.y personnel; workers --; f=_-'! planning,

ru:;:orand sanizati~or, a-d .ahorazzr-y =nd other nedical

2 HSA Czan:ter 4.. acazce Rcv.sEeuremerts.
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The inta rtional agencies cannot supplement the opera.ngbudget of the M'Insr7 of Health to cover the salari s of the ad-
ditional personnel required. However, they can provide loans to
cover scme of the traini costs. The provision of intarnation l
assistance for training purposes must, of course, be condi:ioned
on the guarantee that the funds to pay the salaries of the nevlw7
trained personnel, as well as the supplies they will require to
function effectively, will be forthcoming and continued.

5.3 New Investent

New investment projects must be approached with caution, first,
to avoid generating substantial additional demands for scarce
operating funds, and second, to avoid the current emphasis on
the curative approach which relies so heavily on expanding major
facilities.

However, the Assessment has identified some important invest-ment needs that lie outmide the curative area, do not call for
substantial additional operating staff and respond to priority
needs. One such need is in the areas of water and sanitation
facility davelo ment.

'With respect' to investment requirements in potable water andsewerage, the figures speak for themselves: in 1974 the public
water service coverage was 73Z for the urban sector and. only 15%
for the rural population.. If house connections are considered,
the discrepancies are much greater: 51% for Guatemala Cit7, 38%
in other urban areas and only 27 for the rural sector. With
respect to the coverage of public sewerage services, the propor-
tion of population benefited are as follows: 48% for Guatemala
City; 14Z for other urban areas; and 0 for rural areas, with only
17Z having sanitary latrines.

A Water Su~olv and Sewerage Sector Study conducted by the
International 3ank of Reconstruction and Oevelopment (3RI) in1976 points out that the 1980 service goals of the National Econ-
omic Planning Council would necessitate a total inve.menc of -
$177 million, at 1976 prices, during the 1975-1980 period, and
adds that "the sector has been unable to qualif7 for a sufficientlevel of foreign financing because of the limited capacit7 to
prepare and implement projects". I/ It recommends that the
gover-nent attempt to attract greater external assistance from
multilateral and bilateral lenders, though "such external assist-
ance may not be forthcoming unless project preparation improves

I/ :3RD, Water Supply and Sewerage Sector Stud, 1976, Sumarl/
Recommendations, ?ages i and ii.
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and x er.a.L .!fi.acing is broadened and more A.:ire17 sought cu:". 1/
hus, the intarmaio.al agencies may consider providing scme rach-

mical assistance to develop projects and conduct the feasibi.i:7
stud.ias, a~s well as assist with the !inaancing of the projects them-
selves.

1/ 13RD, Water Suouiv and Sewerage Sector Studv, 1976, Sumar7
and Rec =endations, Pages i and ii.
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SE=ON 2

BACT0O

2.1 Geocrachic Descriotion of Guatemala

Guatemala is si.uated between .1eaico, Honduras and 1 Salva-
dor. Zt covers 108,889 square kilometers, an area approximatel7
the size of the state of Tennessee. The cout- can be dividedinto seven geographic areas, each of which encomasses a number
of proximate departents ith similar env-,ro-tneal cmiditions.

.eujion I - Western Highlands, which ccnsists of the Depart-
ments of Claimaleanango, Solola, Toconicapan, San Marcos, El Qui-
che, Huahuetenango and Quezaltenango. At an elevation ranging
from 1,500 to 8,202 feet above sea level, the year-round daytime
climate of this area is temperate with low relative humidity7. ain-
fall ranges from 39 to 236 inches per year, generall7 ovtr a 3im-
month period (mid-lay through mid-November), wi:h a little longerrainy season at higher altitudes. The region is dominated by con-
temporar7 !Iayan comunities. Agriculture is almost t0o&al.7 re-
stricted to small family fazming plots.

Re.ion I1 - South Coast, which consists of the Departments
of -scuintla, Santa Rosa, Suchitepequez and Retailhuleu. Extend-
ing from the ?acific Ccast to the 5,000-foot level on the western
side of the western range of volcanoes, this area i.s the cencar
of the comercial agriculture industry which produces the majorityof expaortad agricultural comoditias, e.g., coffee, tea, cardamom,
cotton, and sugar. 'With rainfall rangi=g from 60 to 195 inches
per year, this area is lush and tropical with very- high temperat-. resand relative humidit7. Few traditional Miavan communicies are found
here; the Indians in this area generally are mig-rant workers or
Live permanently on the far=s.

Region III -Eastern Desert, which consists of the Depart-
mants of El Progreso, Jutiapa, Jalapa, Chiquimula and Zacapa. In
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the rainshadow of both the western range of volcanoes and the can-
tal mountains, this area is a very hot, dry desert similar to the
deserts of aorthe.- -eico and the southwestern United States. The
iajorir7 of the area receives lass than 20 inches of rain per year.
-lavations range from 164 to 5,000 feet. C=ercial agriculture
surrounds the Motagia livex and its tributaries. Tho few Indians
who live in this area either are migrant laborers or relatively
maw residents.

Region Z7 - Cauital Metro Area, which CMosists of the Depart-
mens of Guatemala and Sacatepequez. Tis area is dominated by
Guatemala City. Rainf al varies between 39 and 78 inches per year
and elevations range frcm 3,280 to 6,561 feet. The co~mnities
surrounding thn Capital are funccioaly a part of it, in that
people commute to the Capiazl on a daily basis to work or sell
goods.

Region V - Cantral Highlands, which consists of the Depart-
ments of Alta and Baja 7erapaz. This area is alpine, with a long
rainy season due to irs high elevation of 1,600 to 6,500 feet.
Precipit-icn varies between 39 and 156 inches per year. Tem-
peratures are =:U'd and the hx=idit- is low. M-an 7 traditional In-
dian groups engaged in subsistence farming !ive in the area.

Resiot V - Atlantic, which consists only of che Department
of Izabal. Because it is on the Atlantic Coast, the climate is
hoc, humid and tropical, and 78 to 157 inches of rain fall per
year. Lake Izabal, centrally located, covers approimately 20%
of the total area of the Department. Elevations range fom 323
to 4,900 feet. A small number of traditional Indian groups live
in the area. Cc-rcial activit7 is dominated by ?uerto Barrios,
the Atlantic ?ort of Entr-7, and El Estor, a recent17 developed
mickel-mining area.

Regiou 7I - Jungle, which consists only of the Department
of Zl Pecan. Although this department accounts for approximatel7
33% of the total Land area in Guatemala, it is home for less than
U% of the country's population The climate is very hoc, humid
and tropical. RAin all averages 78 inches per :ear. Elevations
range from 330 to 3,300 feet. Agriculture is almost tocally sub-
sistence. Limited commercial activity includes the harvesting of
lumber, chicle, and rubber, using migrant labor from neighboring
dapartnents.

Hap 2-A depicts the seven regions of Guatemala.
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2.2 The Zcmoamv I/

Guatmala has developed a five-billion dollar economy. Un-
Like many underdeveloped countries, Guatemala has been able to
offset petrolem, costs by the sale of coffee, cotton, sugar and
other export crops. Additionally, although devastating in htan
terms, the earthquake of February 1976 did not depress the economy
as a whole; tourism, the only seriously affected sector, has fully
recovered. Spurred primarily by favorable prices for export com-
modities (coffee, cotton, sugar, bananas and beef), the growth of
the Gross Domestic Product (GDP) has been vigorous and almost un-
interrupted, averaging slightly over siA percent in real terms for
the past tan years. Currently, the rate of growth is estimated to
be 8.4Z in current collars. Continued growth at a healthy rate is
anticipated for the future, led by the export sector. Nickel ex-
ports are scheduled to start in the second half of 1977, and are
projected to reach an annual level of $60 million within a few
years. Continued increases in tourism revenues and agro-indus-trial
exports are expected, and it is quite possible that the recently-
discovered oil will exist in commercial quantities.

However, for the foreseeable future Guatemala's economy will
continue to be based primarily upon agriculture. Large fincas 2/
will continue as the major source of production and exports while
small farms will continue to provide the staples consumed by the
bulk of the population.

2.3 Ethnological and Other General Characteristics of the ?oula-
tion 3/

The population of Guatemala is basically composed of two dis-
tinct ethnic groups: Ladinos, which comprise 56% of the population,
and Indians, which comprise 44Z. Although small population groups
of Europeans, Asians and 8lacks exist, their numbers are not sta-
tisticall7 significant for the purpose of this Health Sector Assess-
ment.

1/ This information is taken from the draft of a paper entitled:
"Economic Analysis" by Douglas M.artin, Acting Capital Development
Officer, USAID/Guatemala, July 1977.

2/ The Spanish word finca refers to plantation-c7pe farms on
which the employees live, without reference to acreage. However,
for the purposes of this Assessment, the term is restricted to large
fincas of 110 acres or more.

3/ This information is taken frm che draft of a paper entitled:
"Social Anal7sis of Small Farmer .arkeci-g" by William .aschak,
Latin America/Development Resources, USAID, Washington, May 1977.
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In general, the Ladino classificatiou is applied to those
people who have adopted a wstern life style or have European
ancestry. Spanish is either their first or principal language,
although they may, but usual.ly do not, speak an Indian laguae.
They wear wvas = tyle clothing and have a preference for the
mass-producad consuer products of mode= tachnology. Economi-
cally, their main source of income is earned from comurca or ser-
vice entarprises, or as professionals. Although many own agri-
cultural land, few are practicing farmers, they prefer to rant
land to the Indian who farm it. Fina.ly, they possess a set of
cultural norms and values which is distinct from that of Indian.
Moro prominent practices and attitudes include the nuclear family
as the basic social unit, a class consciousness and quest for up-
ward mobilit7, a determination of social status on the basis of
lineage and source of wealth, a secular brand of Roman Cacholicism
in which the overt practice of religion is much =ore expected ofwomen than of man, and &a ideology which emphasizes the wellare of
the individual over chat of the group.

.The Indian classification is applied to -escendancs of the
ancient . aya who have not adopted western practices and values.
They are native speakers of one of the numerous indigenous lan-
guagas, although many of the men and some of the women are con-versant in Spanish. They continuA& to wear native styles of dress,but women adhere more strictly to this practice than men. Their
main source of income is derived from agriculture as either daylaborers, subsistence farmers or medium scale market-oriented grow-
ers, although many supplement farming income with a craft specia-L7.
In general, no formal class structure exists within the Indian .ccu-
.lation, although graduations of wealth do exist. Capital gainis desired but it does not elicit status and rank. Rather, social'
rank is a product of age and prestige, the latter acquired through
contributions of both time and money to the cofradla (religious
brotherhood) system. A principal variation in the Indian popuLa-
tion concerns the leadership structure. In some areas, in the
Northwest in particular, the cofradfa system does not exist, orperf'orms only a minor ceremonial function. Leadership at the vil-
lage level is by ad-hoc committees, organized for accomplishing
a specific task, such as road building, school and church coustruc-
tion, and ir-.igation projects. The committees disband when theproject is completed, when interest wanes, or the work on it ceases.
Concomitantl7, the idea of placing the good of the comuit 7 above
that of the individual is aot strictl7 adhered to since household
units tend to operate independently of ou another and indigenous
ceremonial beliefs and practices are much less followed.
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The total population of the count-7 in 1977 is 6.6 milion, I/
of which appro.miai-tl7 1,42,400 Live in the Capital .A'CO krea.
Sevent7-five percent (75Z) of the rural population is concentrated
in thrae aras: the Western ighlands with 42.4:, the Cent=al. High-
lands with 10.8Z, and the South Coast with 21.8Z. Only minor changes
are anticipated in this ru.al population disrribution through the
year 2000.

Most of the Indian population Lives in the ru:al highlands
while the Ladino population lives generally in urban areas through-
out tha country.

The Indian population experiences a high rate (82%) of il-
itarac7 while the illiteracy rate of the Ladino population is
lower at 63Z. 2/ •

Income distribution in Guat-mala is extremel7 skewed with
little hard data to describe the distribution in detail. However,
one indicator of the range of inccme distribucion is that low-
income rural families have annual incomeB of $400 or less, while
in Guatemala City the median family income is $2,200. 3/

The estimated cr--de death rate for the country in 1975 -was
12.0 and the birth rat? was 41. with .a aatural increase rate of
2.94Z. 4, The population doubled betceac 1950 and.1975, and it
is expected :o double again by the year 2,100. 5/ Table 2-A de-
pic:s comarative population data for Guatemala and the other
Catral American countries.

1/ Estimates of total populatioU in Guatemala vary substantially
because of disagreements surrounding the Fiscal Year 1973 census.
The ",crld Bank used a total of 5.2 million, LDT (International
Financial Statistics) uses 5.8 million. The FY 1977 USAD Congres-
sional Presentation used 5.9 (6.0) as of 1975. The estimate used
above was derived using the methodology developed by U.N. demo-
grapher :Qisbmna Roy, and is explained in detail in the USAZD/G
Population Prciect Paper approved Januar7 27, 1976.

2/ international Bank of Reconstruction and Develocment he World
lank), Draft S ary of Statistics for Guatemala, 1977.

3/ USA=/Guatamala Program Office. Amounts expressed in current
dollars.

4/ Demographic Section, ?HA/CP/SAl/Washing-on.

5/ --MAZE, Cantro Latino Americano de Demorafia.



TAIILE 2-A

CMNPARATIVE DI HOIE AIC DATA V iv rTI, AHF, IjT

July 1975

Birab per Deatl per Rate of Time to Population Life Urban CHPEtimated 1,000 1.000 National Double Under Expectancy Popula- perC)untry Population Populaton Population Increase Population Age 15 at Birth Lion C ta
(in Number Number z Years z Years 2 Dollars

United States 213,631 15 9 0.6 116 27 71 74 6,210
Costa Rica 1.967 28 5 2.3 30 42 69 41 780
El Salvador 4,099 40 8 3.2 22 46 58 39 340 inGuatemala (1973) 5,728 43 15 2.8 25 45 521 35 4062 
Honduras 2,747 49 14 3.5 20 47 54 28 290
Nicaragua 2,153 48 14 3.4 20 48 53 49 500
PaiwuWa 1,668 31 5 2.6 27(Excludinig Canal Zone) 43 66 9 900

1 lindian aid Ludino polulations combined.

2 Aonatna in given in 1972 prices; Source USAID/G Program Office.
Source: World Population Growth and Response, 1976, p. 266, Population Reference Bureau, aehington, D.C.



2.4 Indicatzrs of Heal:h Status

The fol3oving rables prasent insights into the health of the
Guatalan population.

TABLE 2-B

L177 EZPECT19CY BY ETINOGRAPHY

Combined

Indian 49.9
51.9

LOS= 54.3

Source: Jorge Arias do Blois, La Poblaci6n do Guatemala, 1974.

The combined life e.pectanc7 of 51.9 years is the lowest in
all of Central America, with the Indian population experiencing a
life expectancy of four years less than Ladinos.

The mortality rate (deaths per 1,000 population) in Guatema-
la is one of the'highest rates in Latin America. infant mort:ality,
a major contributor to the high mortalit7 rate, was reported at 79
deaths per 1,000 live births in 1973. 1/ The maternal mortality
rate was 1.7 per 1,000 population in 1973. 2/

Table 2-C depicts the 1974 projecticn of the 1965 evaluation
of malnutrition levels according to the Gcmez classification of
malnourishment. These figures indicate that over 8L: of the at-
risk-population is considered malnourished with over 30Z falling
into the more severe levels of malncurishment.

1/ The Institute of Nutrition of Central America and Panama
(INCAP) estimates that actual infant mortality may be as high as
100/1000. Deaths are poorly registered in rural areas and infant
deaths are believed to be the most poorly reported.

2/ Due to poor registration of deaths, maternal death rates are
probably higher than officiall7 indicated.
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TABLE 2-C

LEVELS OF 1975 -UAL MALNUT!T CN

Number %

Populaticn-at-Risk (childrean under 5 years) 1,106,438 100.0

Normal P.pu1ai.in 165,966 15.0

MalZnurished .cvuJ atin 940,72 85.0

First Degree 518,919 46.9

Seccnd Degree 365,125 33.0

Third Degree 56,428 5.1

Source: instituta of Nutrticn of Central America and Panama.

The leve2s of i=munizaticn for DOP, Teasles, .polio and BCG are
represented in Table 2-LD.

TABLE 2-D

VACCINE DIST.ITICN A2D ?L ",C-rTGEZ CCVERAGE
(Numwers and Fer Cent r A--f.sK- .oula~cn;

1976

CcDle DPT Measles Polio BCG

1 273,089 191,567 271,370
(E9. P). (58.4%) (67.9.)

2 123,170 !21,649 103,756
(57.4.%) (56.7%) (J-a. 41%)

.Source: Annex 5. 5: Camhunicable Disease Ca-.-l

Although data are nor currently available, it is zenea2.y
reccgni.-ed that .,acc!ne teams :,ave nct reached into :he less acces-
sible vil.lages of the hi;hl=ar.ds cr ;-rivarely-cwned fncas.
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Thi leaing c.uses of morbidi-7 and mortali,7 are presented
in Table 2-Z and Table 2-F.

TABEI 2-E

LEADDIG CAUSES OF .4CR3MITY

1. Entaritis and ocher dia.-heal diseases

2. Acute respirator7 inmectionw

3. AvirL-inosis and ocher aurnitional deficiencies

4. Skin iafactions

5. Anaia

Source: lan Nacional de Desar.ollo, 1974.

TABLE 2-F

LEAfDLNC CAUSES OF MORALITY.
NMM.3RS AM a:ES ?ZR 10,000

rWITH PECLmITAGE OF TOTAL DEATHS (1973) 1/

Rate per Percentage
10,000 of all

.=ber Tnhabitants Deachs

1. Acute Respiratory Diseases
and Pneumomia 14,593 25.4 20.3".

2. Diarrhea Svmdromes 13,063 22.7 13.6

3. Nucritioual Deficiencies 4,733 8.3 6.8

4. Diseases :f :he
?uer.peri:r 4,223 7.4 6.0

5. "atastima- ?arasizism 2,306 4. G 3.3

38,973 67.8 53.5"-

Source: Unidad de ?1ianificaci4n y -stadstica, :972.

1/ Statistics based upon -idical- cer:-.iad dea:hs, -which re-
present 10Z of all deaths.
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2-5 Soc i.::3.S.:± far Health

H&Lt CaZr $se_7iCS, as al2l oct.bar Social: a:i,.ias, are i=_
fluenca4 by lover--manta1 sruic-ire and --;,& p-'Proceass. ~An

mdrstanding of ac least th profile of zhis sc.icr and process
in Gaiarama.la is essential~ tz haw~di~ and .rbv healthx sectzr
iai=~Ci~cs and ;eiople !=nc"= as t!be7 do. This chbapter b "t!17
dasc:rlbes or discusses the !arz.a-. ar32iza..io- of -the gvra
as well as o-f major grcups, and the ideas :!:~mcng.e _IacisiCns

0oma r~anizazioc-al Se~e.Guato-'- i :of!.icia7'7
Soverm-e4 by the 0.4z:o o1~3i3, t~provi.es for a repub-
Lican gaver~an: Of three brnc.hes. peisLaieower i ,rested
I~n a tm.ic=&mra! :=gross of iiec2.-1-tected dezuz-ies. The execu-
t±7e Paver is 7esrad La t.be ?residency Vhi=x i srog ov aesig.&.
Guatemala Ls a =-m;Zar7 zrter :.an ffedera:. state, thus al2. govern-
mental.au resides" -.rih the na:oacentrall &overnn_-ez:.

:= addiziau to the ce--:ra.l goveent, n-no dapar~sezt-
level gterens3 axi:z wii are headed by -i gov7ernor appoinced
by the a-sien :o the zatry_-. Zach depa -e-t (see Y!ap 2-3)
is cc=plazel17 di-rided into n~~pli .A =oCal of 326 mtzn-.-
cipa~liti'es exists ia Gua-zena1a, each headed by an elee-tad myr

Mza-;s a1=9-.re alon cih the Span::sah er::.age of a s-n
central aurthr-, re.lIected in the zenzral'zed adaimisrative

s~.re wihn~-ihaL.bat r~~ prate.

The pubLic seczor is reszotisib..e :-or a mnnbe= of aczi-i::es
related :oa healt:h education and weLfaze whizh, along vizh the

3eerl ol o :e cv e rne n CiL p-.--=n __ evelopment, comtri-
bute to the :a-r3e pub_,i: bureaucrac-7.

The manpub-7 :siuiosi he h-eal:t- sector are --he
M.iaist~-T7 ofPb U:alth Ln-d Social' kss.sta-_ze (YCC and :he Gua-
tecma.lan Sccia2. Security.- Instizuce k'CSS), w.hcse iun-ct:..on-s are
descr-.ed in CThavcer 2.Z of this Assessnmen:.

Dec is i7-Aaiz r!2cess. Form-a2. -r sron_3_s for e-r_3_
pa.er;in suatanala only partia'27 e-P lain :he process by which
resources are allocated. :- i a'-so necessa."y. :z zlenzi:z :he
major groups --;at opexize =ihnad wir_:h'cuc re faornal struczures
to decarmin e why 4decisizns are =ade, zr =ot na"e.

?aternais =nd :;erscna.Ii-, ~:- meen;r . eadershi P
sC7les w-ith 3-trong =~aoiltadi-;tion-s 1zlai Aar-can ;o__iz- :S,
also exist in Juacemala. ?azernaLsm, -e= :ombined *wizhr a strzng
presidency and cent--alin;ed powjer, means people :ook :a the tzD,
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often to the President himself, for solutions to problems. Non-delegation of authority or responsibility to the lower echelons
make 'this practice even more like.y. An exzple of its mifesta-
tion in the health sector might be the sendlng of personal delega-
tions from isolated rural towns to explain to the President himself
their need for a well, a health post, or a doctor.

Parsoualism, the role of strong charismatic leaders, normally
overshadows institutional political groups, such as parties or
interest groups, and in so doing feeds back into and reinforces
paternalism.

Both styles of leadership are haracteristic of power centersoutside the normal political institution. In Guatemala, as in most
Latin American countries, a substantial amount of resources and
real influence over public resourca allocation is concentrated ina small, well-educated elite who are the prime movers in the mil-itary, b-nking, political and land-ownership sectors. To under-
stand this cantrol over resources, one has but to observe the pat-
tern of land ownership.

According to the Plan for Agricultural Development 1975-1979,
developed by the NW.cional Economic Planning Council:

1. 312,800 of the smallest farms are on lots totalng
1,424,250 acres and average 4.55 acres per farm. A dispro-
portionate number of these siall farms are less than two
acres; their products are consumed locally.

2. 900 of the largest farms cover a total of 2,617,250
acres and average 2,908 acres per farm. Products from these
farms are almost totally exported.

Pressure Groups. Individual personalities are clearly of
primary importance in the decision-,aking process in Guatemala,
but in the health sector so, too, are a number of groups.

In addition to the formall7 constituted political/governmental
groups, local mayors and private.professional groups normally enter
political discussions when their interests are at stake. However,given the role of personalism, centralization, military prominence
and general low levels of citizen participation, few such organized

.groups are active in multiple-policy areas in Guatemalan politics.

Groups which make relatively frequent efforts to affect health
decisions are the Medical Faculty of the University of San Carlos
and the College of Guatamalan Physicians and Surgeons. A notable
example of their role appears in their strong opposit .on during
1974 to establishing a new category of health auxiliary, the Rural
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Health Technician (TS). Their opposition to the program was
based on the over-supply of doctors in urban areas. Both groups
fought MOH and CTP! attempts to develop the program, and only
stroug political prmssure from rural mayors enabled the program
to be authorized by Congress. L/

Another example is the pressure put on the MOH Family Plan-
ning Program by various members of the San Carlos Medical Faculty,
which has retarded the development of a natiouai family planning
policy.

In consideration of alternative prbgrams to be pursued by
the GOG, the socio-policical realities ithin which these deci-
sions must be made are ju-, as much or more of a coustraint as
their technical and (accnomic feasibility. The consequences of
these socio-politisal Limiratios are that:

1. The develop nc o. effective dtpar=ent-level infra-
structures to administar a decentralized program will require
an unprecedented delegation of resource allocation control to
the Health Area Chiefs before decentralization can be effec-
tively ad-ins tered.

2. The capacit7 of the Ministry of Health to make and sus-
tain decisioui mu.5t imaprove before national, policies can be
effectively -Wd eouitabl7 admiistered.

Understanding i:!ese constraints is essential if they are to
be dealt with in a manageable way when future health sector pro-
grams are planned or when current health sector problems are anal-
yzed.

l/ An unpublished case study of this political decision was
undertaken by the Instituto Cantro Americano de Administ=aci6n
de Empresas (ICAE).



SECTION 3

FRAMZ E OF THE GUAMUL EALTH SECTOR ASSESS2IT.

.3.1 Definition of the Health Sector

The services embraced by the health sector constitute a broad
area and their in-depth analysis presents both conceptual and em-
pirical problems. The cure or the prevention of many illnesses
can be effected through changes in diet, potable water, shelter,
sanitation, clothing, and working conditions as much as, or per-haps more than, through specific medical Incerventions. In addi-
tion to envizonmental factors, the well-being of the individual,
family, cotnumity and societ7 is affected by public and private.
institutions, cultural beliefs, iowledge, and habits. .The oper-
ational definition of the healt.h sector must capture this broad set
of influences.

The National Health Plan of Guatemala defines the health
sector as:

"the organic cL- . lex of public entities which act in ful-
fillment of a consttutional mandate, and other comple-
mentar7 or supporting institutions whose purposes and
objectives are the development, care and maintenance of
bio-physical, mental and social health, individuall7 as
well as collectively, in its dimensions of promotion, pre-
vention, treatment and rehabilitation". 1/

This definition illustrates the breadth of concern, but over-
stresses the institutional base of the health sector. Tle roles of

i_/ Secretar-a General del Consejo Nacioaal de ?lanificaci6n Eco-
nadica, Plan .Tacional de Salud, Tomo I, 1975, page 73.



envirr=:enzal and socio-cultural variables which influence health
and health services are also important. These factors influence
both the sector institutions concerned with health and the popula-
tion to whom health servicas are directed.

The Guatemala qealth Sector Assessment takes a broad concep-
tual view of health, including the variables of envirorment, nu-
tritional status, and socio-cultural influences which impact on
the consumers of health se-r-ices, the public agencies which provide
the services, and tha insrituions which train health manpower.

In order to define a concrete scope of work within -which to
conduct a manageable and relevant analysis, USAID/G and the Govern-
ment of Guatemala (GOG) joint7 explored in July 1976 =utual pri-
orit7 areas of concern for future progrm.ing in the health sector.
The five health-scctor priority, or policy, areas in the GOG Na-
tional Health Plan for 1975-1979 are.compatible with priorit7 in-
terests and legal mandaes of USAZD programs. This does not mean,
however, that each recomendation made in the Assessment falls
within an area which either the GOG or USAID/G is willing and able
to support.

The five priority policy areas around which the Assessment
has been organized and conducted are:

1. irtension of Coverage of Health Services. This"refers
to the extension of existing services in-both quantit7 and
qualit7, and the establihment of basic health services for
those persons currently not covered by public health ser-.vces.
Special effort will be made to reach the most vulnerable groups,
i.-., children between "0 and 5 years of age, and mothers.
Therefor-, C:apter 4.1 of the Assessment emphasizes maternal
and child health, fam.il7 planning and ccnmunicable disease
control, as well as -eaching the unserved populacion through
programs conducted b' healch-related private voluntary orga-
nizacions and finca hea'.:h programs.

2. Inmroving the Efficiency of the Existing Svstem. To
economically extend coverage as envisioned in the goals and pcl-
cies expressed in the 1975-.379 Plan for Health, existing
facilities and equipment must be more efficiently used and
the cost of financing the additional coverage greatl7 reduced.
Chapter 4.2 of the Assessment iiscusses and analyzes the prin-
cipal obstacles to improved efficiency, the constraints to
improved out-pacient and in-patient productivity, institutional
coordination, and maintenance/support services. Addizionally,
Chapter 4.3 and Chapter 4.4 discuss increased efficienc7 through
improved health facilit7 maintenance programs and =he improved
use of human resources.
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3. Human Resources Develovnme:. The planning of human re-
sourcSs sho1ld be directed toward taking advantage of the
Maisting physical infrastructure and toward coverage of thehealth needs of the population. Thus, in Chapter 4.4, analy-

5±5 is direct.d at the GCOG human resources policy which
calls for streng'hening health services by addressing the
scarcit7 of personal, their inadequate distribution and theirlaw productivity. This human resource policy assumes that the
task of providing adequate health care services to the rural
population requires emphasis on the development of auxiliary
personnel rather than on greater numbers of physicians.

4. Nutrition. The nutrition component of the GOG Five-
year Plan for Health is designed to improve the nutritional
status for the entire population, but especially for those
groups most-at-risk, i.e., mothers, and children between 0and 5 years of age. This policy is intended to include allgovernmeu: actions which contribute to prod~etion, marketing,
availability and biological utilization of food as they con-
carm the most needy and malnourished sectors of the popula-
rion. Since questions of food supply and demand, as well asthe biological utilization of food must be addressed, the GCOG
recognizes the need for a multi-sector approach to this pol-
icy area. However, Chapter 4.5 principally describes and ana-
lyzes the nutritional problem from a health-sector vantage
point: health indicators of nutritional status, such as mor-bidity and mortalit data; analysis of XOH nutritional ser-vices; and demographic influences on nutritional status. The
completed GCOG Food and Nutrition Policy will contain program
recommendations and is expected to be formulated after the1174 Nutrition Policy Document of the National Econoic Plan-
ning Council (CTP) is updated. This task is currently being
performed by the GCOG Intersectoral Comission on Nutrition,
and the Food and Nutrition Policy is anticipated no laterthan June 1978. The GOG is considering an additional anal7sis,
the Phase 11 Nutrition Assessment, to further refine the data
base before designing specific nutrition interventions.

5. Environmental Health. Zmprovement in the quality of the
environment, with emphasis on improved rural water supplies
and sanitation, is the fifth GOG health policy priority. Apositive correlation is assumed between improved health sta-
tus and the quality of sanitation and the quality and quantit7of the water supply. Given this assumed correlaction, the syn-
ergism between infection and malnutrition can also e ad-
dressed through improved sanitation and water supplies, par-
ticularly in the rural areas, where the least coverage existsand where the causes of morbidity and mortality are most often
associated with poor sanitation and poor water supplies.



These five policy areas are by no means isolated from each
other. Some of the more obvious inter-relationships have been
briefly nocad, such as eanding cover2ge through imprcved effi-
ciency, and the dep'ndence of improved nutritional status on
improved sanit cion. The reccmmandaions which result from this
Assessment have been considered in terms of interactions across
program lines, an well as in terms of political and socio-
cultural feasibility.

3.2 The Current Health Care Svstem and Its Sub-Systems

The Guatemalan health care system has developed from histor-
ical origins along several paths. Aftar thirt7 years of develop-
ment, the current distribution of resources and services is the
result, not of a rational plan, but of a response to various so-
cial pressures. The health care delivery system which exists in
Guatemala consists of three major sub-systems, defined with re-
spect to their orientation of services and sources of financing:

1. Guatemalan Governmental and Health-Related Voluntary
Organizations. This sub-system provides public care and

includes the Guatemala Ministry of Health (MiOH), the Guatema-
la Social Securit7 Institute (IGSS), and Guatemalan-financed
health-related private voluntary organizations such as the
Red Cross, Volunteer Firemen, and the Soc'ial el.fare Council.

2. International Health-Related Private Voluntary Or~aniza-
tions (HPVOs). This sub-system includes approximately

115 religious and non-religious groups which provide some
form of health care to low-income rural residents and who
receive all or most of their financial iupport from outside
Guatemala.

3. Private Practitioners and Private Institutions. This
sub-system encompasses health practitioners trained in both
traditional folk healing, as well as those trained in modern
medical techniques, and private institutions or businesses
that .provide health care to their employees.

Programs to improve the public capacity to provide health
care have been financed by USAID and a variety of international
landing institutions, whose activities are also described in de-
tail in this chapter.
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3.2.1 Guatmalan Governmental and Healt h-Related Voluntar7.
Oryanizatcons

The (inistr7 of Public Health and Social Assistance (AO).The ser'icas pro ided in the Minisry of Health facilitiesare both preventive and therapeutic and are furnished through anetwork of health posts, health centers and hospitals.

Established in 1944, and reorganized in 1969, this Ministryhas gradually expanded its resources and programs throughout Gua-temal,. Its progrm is strongest in Guatemala City, but since 1970
attention has been given to increasing facilities in, and servicesto, the rural areas. Figures 3.2.1-A and 3.2.1-B graphically dis-play the development of facilities in the urban and rural areas.Since 1970 the growth rate of health facilities in the urban area
has kept pace with the populacion growth rate. In rural areas,
however, no facilities existed until 1968 and although the pro-jected number of health facilities for 1980 is apnroximately the
same for both the urban and rural areas, the aumber of people in
the rural areas is projected to be twice that of the urban area.

The administrative direction of the MOH program is highlycentralized in the national headquarters. Some years ago, thenation was divided into eight health regions , eac4 of which .con-
tamed two to four departments; however, these regional officeshave, been abandoned. Now, the cwentr-two political departants
of .the country have been divided into 24 health areas (twenty de-
partments are co-terminus with the health area, two departments
are divided into two health areas each). Each health area has a
Health Area Chief who reports directly to the Director General ofPublic Health. While only a few of the Health Area Chiefs have
had formal public health training, they are an excellent source of
leadership for future decentralizad programs.

Theoreticall7 the Health Area Chief is responsible for allMCH activities in his area, both preventive and curative, except
for certain "vertical programs" directed from the national head-
quarters. This concentration of responsibility in the office ofthe Health Area Chief is part of an aggressive decentralization
program. However, the decentralization of responsibilities ispreceding the decentralization of authority for making resource
allocation decisions. Before substantial decentralization canproceed, the Health Area Chiefs will have to be delegated theauthority to expend the resources allzcated for the health areas.

Currently the major vertical programs are tuberculosis, ma-laria control and, to some extant, the National Immunization ?ro-
gram. The .MCH intends to decentralize these programs as well.



FIGIRE 3.2.1-A FIGURE 3.2.1-B

GRJOWTHI IN TilE NIIHBER O HINISTRY OF IIEAI.THI FACILITIES CItOW'll 114 TiMe yIIumInEt OF Is-Iv OF HEALTH FACII.ITIES
AND, PO)PILI.ATION IN IIRtBAN AIREAS i/ OF CIATEHALA AND POPUI.ATION IN URBAN AREAS 11 OF GIATEHALA

1 71 - -..---- . -.. 1977

".u1 -.. . . .. 197b

fi At It FACI 11

197 1970 01

- IA

199 

L4

4' f1 A 104

0 200 400 00 oo O0 0 200 400 600 600 1.000

lJLM.1iEkS OF IIFALTII fACKIlMIS NUMLIEk(S OF IIEALtl1 fACIlLIIgS
- I. .---- -

1 2 3 4 0 12 4

PoIPUII.ATION (IN HI I.i.ion1s) POPULI.ATION (IN HILLIONS)

1/ Ilrlraia and lturai as iatd iii the CuaLwtlUmai C 8 1llu, 19713.

Sotirce-" ISAllD/Gisatmala, P1tl:Iic IIualdh Divinion, I177



- 64 -

Hos MOE ser7ices are provided through ambulator7 care andin-patient faciLities. The cu-rent ivent=ory of MOH faci-lities
ivrcludes:

health posts 470
health centers 159
hospitals 37

Health posts are located in rural municipalities with popula-tions betwoeen 200 and 2,000 persons, and staffed mainl7 by auxil-
iar7 nurses. Since 1974, some health post staffs have been
strengthened by the addition of a new type of auiliar7 health
worker, the Rural Health Technician (TSR) of which 175 currently
are working in Guatemala.

MCH health centers are categorized in two ways. The t-pe-Bhealth centers, hza bdsrdare staffed by a senior medical student,
allied health personnel and sometimes, by a TSR. The typ.e-A health
centers. :'.ha x a.d are staffed by two physicians, on'2 of which maybe a senior medical student, and a large number of nurses and ocher
allied health workers. Type-A healch centers usually have a small
--ber of beds for maternity patients, trauma cases, or pacents
under observation, pending possible t=ansfer to a hospital. The
beds in al!.health ceniars total 161.

A third type of health center, the Integrated Health Canter,
is to be constructed within the next three 7ears using IDB loan
funds. These centers will have more beds chan the type-A canters;however, the exact number of centers to be constructed and beds to
be provided is unknown at this ti-e.

The 37 HOE hospitals contain a total of 9,407 beds of alltypes. I/ More than 1,000 of these are psychiatric beds, while
another 500 are in tuberculosis sanacoria (man7 tuberculosis cases
are also kepc in regional hospitals). The ratio of total-hospital
beds-to-populacion is 1.6 beds per 1,000 in MOE facilities; if
the mental and tuberculosis institutions are excluded, the ratio
is 1.4 general beds per 1,000. 2/

I/ Ministerio de Salud Pblica y Asiasencia Social, ReptTalica
do Guatemala, Recursos Hanos Y Distribuci6n de Cas an Insti-
tucioues de Salud. 1975, Dages 166-167.

2/ The ratio of hosoical beds per 1,000 population is usefulonly for comparative pur.oses. Higher ratios are not intended
to be recommended goals. These ratios reflect the pattern and
functicu of the national health care deliver-, system. For ex-
aple, -2 Guatemala the rate of 1.4 is indicative of a non-physician practicioner medical care deli er7 system, whila :he
ratio of 4.6 in the United States reflects a physician practi-
tioner system.
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The staffing of these hos-itals naturall7 varaes with their
size; the Larger facilities have several doctors and professional
aurses, while the smaller ones may have only a few. Even though
most of the hospital beds outside the metropolitan capital are in
MOH facili:ias, approximataly 60 percent of all .CH beds are lo-

•cated in the capital. depart-ent, where approximatal7 22 percent I/
of the national populiaton Lives. Additionally, the over-all
staffing of the Con--metropolitan hospitals is weaker than that
in the met:rapolitan capital. The large loosevel: Hcspital in
Guatemala City has 1.6 personnel-per-bed, while the small hospital
in Ruehuecenango has c!7 0.4 persanel-per-bed. 2/

Com.ared -4th the hospital staffing ratios in more developed
countries, such as the United Zcates, which had a personnel-to-bed
ratio of 3.15 in 1973, ratios are low in the large Guatemalan hos-
pitals, and e-tremel7 low in the small peripheral hospitals. The
extreme understaffing in the rural MH hospitals undoubtedly has
a substantial impac: on the efficiency of these units.

Despite the low staffing ratios, the bul/ of the M'OH annual.
budget is spent on hospitals and personnel. Of expenditures of
nearl7 $35,000,000 (excluding transfers) in 1975, only 10%" was
spent on non-hospital preventive serv.ces.

The Guatemalan Tnsti-ute of Social Security (ICSS). Since
1946, Guatemala, as most other Latin American countries, has de-
veloped a special program of health services for steadil7-employed
workers, both public and private, and for their dependents, to a
limited extent. However, in several respects the population cover-
age and medical benefits provided by IGSS are more. restricted
than in most 'other countr-rnes of the hemisphere. The social secu-
rity system is financed by earmarked contributions or "quotas"
from employers and workers, based on a percentage of the wages paid.
A.11 monies are kept in a separate fund and may be used only for
medical and other social benefits, determined by the IGSS Board
of Directors. Although these operations are under the general sur-
veill-ace of the Miistry of abor, the independence of the social
security fund grants a high degree of autonomy and stabilit7 to
the entire program.

Under the IGSS system, general medical care is currently pro-
vided only for workers in the Departent of Guatemala. Health
services for dependents are !"z ted to maternit7 services and
general health care of children, until their second birthday.
Outside of the Department of Guatemala, services are restricted
to the treatment of accidencs, both non-occupational and work-
related; dependents of these workers currently have no benefits.
On the other hand, -un like most ocher Latin American countries, all
finca workers in Guatemala are covered for these 2.imited benefits,

/ An estimated 22. of the population Lived in the Deardent of
Uu.atemala in.1973 and 1975. Ia- the absence of more ci -,-rPr dara.
it is assumed that this percentaze has remained canstant.

2/ -Annex S.-0: Efficienc 7 of the Guatemalan Health S ,tor.



as long as the finca e=ploys five or more workers. However, this
coverage of finca workers is more theoretical than actual because
the IGSS facili:ias are located so far from the population to be
ser7ed.

In 1975 re total number of persons served by :his health
progru was 741,000 or 12.1 percent of the narciual population
(6,081,000). However, only 278,770 persons, or slightl 7 less than
five percent of the populaticn, were eligible for the complete
medical se-rices available in the metropolitan area; the other
seven percent were entitled only to traula services in the rural
areas and maternizy and infant care in the Ca i!:a-! area.

IGSS provides its services principally through its own
facilities: 35 hospi:als with 1,767 beds, and 20 ambulatory care
units. However, five tGSS hospitals in the metropolitan area
have 955 beds or more than half of the IGSS national bed total.
Likew-ise, four relatively large polyclinics in the central city
provide more ambulatory health care services than the c-mbined
total of the other 16 ambulator7 care units, which are limi:ed to
accident cases. l/

The major concentration of the IGSS program is on curative
medicine, but scme preventive services are offered, including pre-
natal and post-partu services to pregnant women, inunization of
children, and some accident-prevention efforts iz large factories.
In the metropolitan area, occasional cheut I-ray surveys of work-
ers are conducted for the early detection of tuberculosis. Ap-
proxiatel7 -5 percent of the cotal MSS expenditures are for non-
medical benefits such as monetary benefits to disabled workers and
cash materait7 grants.

in certain peripheral depart-ents, when the aumber of insured
workers in an area is too small co justify an IGSS hospital or
health station, IGSS servzices are provided through contractual ar-
rangements with MOH facilities. :GSS contracts with the MOH for
aPproxiatel7 330 such beds in tan XCH facilities throughout the
cou rtr7.

The financial abilir of IGSS co provide medical care is su-
perior co that of the MOH. With its 1976 budget of nearly $32
million (adjusted to account for Only medical t-xpenditures), IGSS
was responsible for delivering complete health services to only
5% of the nation's population. With only a slightly higher budget
of approxi-ate7 $35 million, the VfH theoretical7 is responsible
for providing 100% of che population with even more comprehensive
medical services, as well as with sanitation and nutrition services.2/

1/ Annem 5.10: Effiziency of the Guatemalan Health Sector
fur--her describes the IGSS program.

2/ Detailed expenditures and financial analysis appears in HSA
Chapter 4.7: Financing the Ex-ension of Coverage, and Annexes
5.9: Financiag the Extension of Coverage, and 5.10: Ef:ficiency
of the Guatemalan Health Sector.
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Other YMfaor Guatemalan Gove_=.nal and Voluntar-. Real-=h
OrnJiza_cns. Several other jovernenral organizarions or

proE=ams provide health services or are related to health care
in so.. =anner. These include:

1. The milita-y. forces which have a well-developed health
care program, consisting of approxiatel7 500 beds in GuatL-
mala Cit7 and 48 clinics throughout the country, &!- staffed
and operated by zilitar7 personnel.

2. The national police, who provride a separate health care
program, consistiag only of a naional hospital in Guatemala
Ci-7 and a small clinic in Que:a.-tenango.

3. Bienestar Social, a program in the Office of the ?-es.-
dent, under the direction of the President's wife, which is
devoted mainly to nutriticnal and health related se.vices
for inpcverished children. 7he annual budget for this =a-
tional progr= is approi-matel7 54 millicn.

4. The Public *,orks Di-ision, which is responsible for the
c=nsc-.-cizn of most hospitals, -d 'eQ It- cenz.ers (al-hcuch -. e
MCH ravie-s thear-hitectural ianq for facilities), and for
enviccmental sanitation resources.

5. The lar.er local rnunici4aizies, which take responsibil-
iry for water supply, refuse disposal, and other aspects of
environmental sanitation. Municipalities also may zonstru-ct
health posts to be staffed and operated by the MOR. t the
metropolitan depar~ent a fe- small dispensaries are operated
direct17 by =unicipalizies.

6. Guacemalan Red Cross and Lccal Fire eoar em:s (3cnbe-
ros) and 35 other healzh-relacad private voluntary, or-

ganizations (P'VOs), whiah provide a broad range cc curative
and preven-tive ser-ices throughout t.he country.

7. The Universitv of San Carlos, which is a semi-auzzn=oous
entity linked to the Ministry of Education and finarced almost
entirely by the central government. A large institution wi:h
a long craditiin and great prestige, it houses Guate-ala's
only school Of medicine, as well as its schools of dentist-7
and pharmacy. An "open ad:ission" .olicy in these profes-
siona. schools allows any secondax-r school graduate to be
admizted, although the great =aiori-7 fail out and onu7 a
small fraction of chose 4-ial-ly admitted are graduated. Of
direct relevance to the health care system is a universi-.7
recuixemenc that before earning the academic degree, every
medical student must work for six monchs at a r-oral health
post.



3.2.2 TItar=.aional Hea!:h-aenaced Private 7Volmar-'--
Organ~ia:ioes (.FVOs)

heare aru 1U i e---ar.ioUa1 health-r...aed pr-vate volumarar-orl4i1ario i - i- Guat-a-I, wbich receive a1. or most of their
fms fr=m ot!=er c -imrrIes. This group c-mp--ses 77. of the 1 O0
volumca-7 health orgam.iza=rLos which work in Guati.a, the re-

iare GuaC anam-suoporoed organi:ai"ons.

The ajori.t7 (53: ) are located in tha Wes:ern and Central
Hiz~hlands. 7ie'jual 7 al., provide health ser-i:.es, in one form
or another, to lo-incc=m rural reside=ts. t;KT 17-('e percentare mcn-secza.ian, whil' the naor.=7, 79", are relizious1 7 af-
fi.t ned Ou s.

7M ?rofile. :otal anual ---- expenditures are esti=ated
at $4.3 ii for medical seri:es and $3.5 nilicn for ?L-480food dis-ribution. 'When these expenditures are :zmbined "with the$21.4 millUcn spent by the Y.OB for hospitals, health posts and
health centers, the national aggregate per capita expendi:ure forhealth-relazed activities is $5.04 per person per year. Cf thistotal, t:e XOB expends $3.68, the ?L-420 Food ?rcgr= S0.58, and
che -Os $0.73 per person per year.

Thus, through a coia-:ion of :crmal. expeoditures, ccupledvith expendi'res related to the ?L-420 Food trogram, the H?70s
effec: 27: of the natio.al per capita expe:di:re for health.

.---,rral areas, where the -CH spends 32.2 per'the ?L-480 Food ?rgor- $0.64, and the 170s :, he HFPVs
accounc for 45: of the total rural per capita expenditures for
healt=h-related ac:i'ni:ies.

Co.llec:ive'7, the Larest HF-Os e=p:zv .,56 persons, L-
cluding 24 dot:ors, 50 graduate nurses, 33 ,ocatiozna2 nurses,1,373 health promoters, and use thousands of _Ocal :oni'
volumteerm and a substantia.: a:n"er of 7olunteer nrofessicnals
fro= GuatenaLa and -he U.S., as well as frm other :ounries.

These emplovees and volunteers operate 50 clinics, 5 s-allhospitals, 1,156 food dis:rihuciou/nutrii :enters, 3/ and 2.auz li z- :rainin-g progra=s for health pr:-mnoers, a iliaz
nurses, and nLMdives.

1/ The Majori-7 of this explend4ire is on the regiCoal hcspi:as.

2/ T-he ma-ori:7 of :his expenditure is n anbulat:r7 care azd
health prcocter activi.:ies.

3/ Of onese sites, 4 3 are CA it- , usuasz, ,.,ao
centers or health posts.



T= cmjaeiSom -.i:h t.he !MH, t~he E770 !acilities azra signif-_
icant.7 zore productti-ve:

ABLZ 3.2.2-A

C'.ZCtARA=T UCH AN D O RQDUCTXT_=7 .=AOS

Abulator7 Care Patienc
Centrs as of Total 1/ Visits
1977 (i=cludi"-g Patient Per Tear
MR 3&al-h Can:ers L-?a:ian: Total Visits Per
and Heal:h ?-st5) FaciL-.ies kaciZmies Anuall-. Facili."

MCH 629 37 666 831,000 1,248

EVs 50 6 56 649,694 11,602

Source: Amnex 5.8: A Stud7 of Beal:z-Relacad ?r-ivace 7olun:aryOrpanizains in Gua:em!l'.

The =ed*i leng-.h of 7ears of service of .the -='Os crrenly
in Gua~emala is eigh: years. Of all =he heal. h-rela:ed groups
"which c--e speci"fica2.7 to provide ear.hquake reLie! in 1976, the
.zaJori-7 have ei:her re-d.irec.ed their efforts inro :aco s=.-ction
or have left =hie coT=t--7.

The -=7Cs working in heal:h and nu:ri:ional ser--ices receive
funds fr-m a-v counr~ies: 50Z fr-rm the U.S., 43. fr.- arioms
European =o as, Z fr. o-m -he Uni-ed .ingdcm, and 4. fr=m Canada.

S.-ar-. Heal:h needs in rra.. Gu~aemaca, as evidenced by
the major causes z: ieazh, 2., are -e-ca..:7 ns: efec:ive!7 ad-
dressed r.u h oasic p:rfi.ar7 care and in-rovcoen: of env.rz=mental
sanI a :4-. he -70 heal:h se.-.ces appear to :unc.cn efficienry7
and to be "." ' oriented :o the heal:h needs of ua Gua:'_a i n
those areas .n "vhich :hev are located; however, they are not "well-
oriented :o-:he en.ire -4ral poula;on of Guatemala because the h.eal:
C.ea ::..... _?= d .s Sd ft..-- . =__ -ew areas.

l/ Mlenria Anual de Ac:-iv4dades de Areas de Sa.ud, Divsin de
P.-ograracin : er--vicis - 1975, Direcci5n General de -e.--:iis
de Salud. Mi i-erio ie Sa'ud ?"bla ' tsisacia Social.

/ .:he major causes of deazh are described in Chaucer
.. aiaaorn of Heal-h Stat-.s and Par: *.1.3.: Zaunicable Disease
c~m -- 0.
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3.2.3 P-ivate Practitioners and Private institu.tions.

Privateenterprise within tl- health sector encompasses four categories:
those services of traditional practitioners, such as curanderos,
faith healers and c=adr=as; modern physician, dantal, and has-
pital services; industrial medical programs; and agricultural med-
ical programs.

Traditional rractitioners. The most ubiquirous provider of
health care in Guat-mala is the traditioual practitioner found in
Guatemala' s several thousand smallX villages, especially the high-
lands v-illages, which are inhabited almost totally by Indians. Inaddition to the curandero, or traditional healer, who is usually
male, the "ccmadroua", or village midwife, 1/ attends the great
majorit7 of Guatemlan childbirths.

The number of traditional healers, or curanderos, in Guate-
mala is crudely estimated to be 9,000; most of these are not full
tl"me healers, but make thetv living principally in agriculture or
other pursuits. Even if Laci curandero averaged only one-third
tife at healing activities, and the full-time-equivalent number
of curanderos was 3,000, the number still exceeds substantially
the approximately 2,000 t':ained physicians in Guatemala.

Midwives also work episodically, probably more so than thetraditional healers, and certainly less regularly. A 1975 survey
of the midwife registries, legally, required of each municipality,
yielded a count of approximately 16,000 midwives curr~n=!7 in
practice. 2/

While both healers and midwives are essentially a part of the
private health care sector, their charges for services are highly
variable. The amount varies with the affluence of the patient andthe severity of the case, and often, they are paid by barter. As
in scientific medicine, charges are also greater if the practi-
tioner has acquired a reputation for many cures or good service.

1/ All but a fraction of tb' midwives :_e self-aught and have
received no formal training.

2/ This estimate is a minimum number. Field investigations
indicate that a substantial number of midwives do not register
because they do not have training and fear legal action. The
degree of under-registration cannot be estimated.
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Modern Physicians, Dentists. Pharmacists and Hosoi:als. Mod-
ern, trained physicians registered with the Guatemalan .Mdical Re-
gistr7y (Colegio Medico da Guatemala) number 2,326 in 1977. How-
ever, this regist- includes many naes of physicians noc in the
country or deceased. In 1973, 1,270 physicians vere employed by
the two major public agencies: the Minist.r7 of Health (YOH) and
Instituto Guatemalteco de Seguridad Social (IGSS). Together these
programs have increased their medical staffs by appro7imatel7 100
per year, thus in 1976 they employed about 1,570 physicians. It
can be assumed chat approximately one-half of the remaining 756
doctors on the registry are not actively working in Guatemala;
therefore, the number of active physicians in 1977 is approximately
2,000, a ratio of one physician to each 3,000 persons.

TABLE 3.2.3-A

DIS IUTION OF PHYSICIANS IT CUATE-ALA
BY AMOUNT OF T!ME SPMT IN ?RIVATE A fD INSTITUTIONAL PRACTICE

PART-= PRIVATZ PRACTICE

PRIVATE
MOE IGSS 0= PRACTICE TOTAL

900 600 300. 200 2,000

Source: USAID, Public Health Division, 1977.

Virtually all Guatemalan physicians, whether employed by an
organization or not, engage in private practice. Of the approx-
imately 600 doctors employed by IGSS, most are paid for four hours
per day, and the balance of their time is devoted mainly to private
practice. Most of the approximately 900 physicians attached to the
MOE are theoretically full time, but it is widely reco nizid that
nearly all engage in a significant amount of private practi'ce to
supplement their modest salaries. Of the remaining 500 active
physicn-As, perhaps 60 percent are engaged in the militar7 ser-
vices, in the University, in health-rlated private voluntary
organizations (.VOs) or in other ways, leaving about 200 doctors
exclusively engaged in private medical practice. A 1972 study by
the Colegio Medico found that 8 percent of Guatemalan doctors were
in exclusive private practice, or 160 physicians in 1977. The



- 72 -

raining 92 percent spend part of their time in private practice,along with organizational employment. The proportion of time andearnings from private practice typically rises with the doctor's
age level.

Another component of the private sector in Guatemala is theprivate hospital of which there are 59 with a combined total ofabout 1,200 beds. More than two-thirds of the private hospitalsare in Guatemala City; the remainder, in the. petipheral depart-ments provide mainly private maternity services.

The development of syscematically organized dental programsis very weak, therefore, probably a larger prcportion of the ser-vices of Guncemalan dentists is private chan applies to medicalservices. In 1973, of 376 dentists in the nation, 115 were en-gaged in the MOH and IGSS. As is the case in most developingcount ies, dental care in'GuatemaLa is mainl7 a relative "luxury"service for a small affluent minority.

Local communit7 pharmacies are another important componentof the private health care sector. In Guatemala, as throughoutLatin America, the private rharmacist is viewed by the people asa primary care practitioner, and is preferred to the doctor forminor problems because he does not;.charge for his advice. Thus,a great proportion of the population goes directly to a p.harmac7for medication to cope'with their symptoms, and since a doctor'sprescription is seldom demanded, the patient thereby saves thedoctor's bill and the pharmacist makes money on the drugs he pre-scribes to the patient. In addition, thousands of drugs are pre-
scribed by doctors.

Of the 224 pharmacists in Guatemala, less than 20 are employedby the two major public programs.. Thus, approximately 200 are en-gaged in retail pharmaceutical practice. In smaller towns drugsare frequently dispensed at general scores without a pharmacist on
the premises.

In 1976 Guatemalans spent $40 million on the purchae of re-tail drugs. By comparison, the entire. 1976 budget for the Minis-try of Health, which paid for all services in all departments,
totaled approximately $35 million.

In addition to these major providers of modern health care,small numbers of other private health care pro-iders are found inGuatemala, such as opticians and prosthetic shops.
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Although most of the health personnel data offered above are
appr=ximani4=s, it is clear thac the private health care sector
in Gwin-I!m is substa=tial. Table 3.2.3-3 compares the substan-
tial privatea modical care expenditrxes with public expenditures.

TA3LZ 3.2.3-3

A COMPARISON OF PRIVAT4 AND PUBLIC MM'DITURES FOR HEALTH CARE

PUBLIC HEALTH EPDITURES PRIVATE HEALTH EMrDITES
( 49) (M1%)

Min ist--7 of Health 34,980,000 HPVOs 4,500,000
(1976 adjusted) Private Drugs 40,000,000
IGSS (1976) 31,677,000 Pr'iv2te Physicians 21,000,000
Bienestar Social 4,305,000 Private Hospitals 5,400,000
Municipal Centers 1,000,000 Private Dental 4,500,000

Other 1,000,000
$71,962,000 TOT Z, $76,400,000

TOTAL SECTOR EXPE-DITURES $148,362,000

Source: Annex 5.10: Efficiency of the Guatemala Health.Sector
Assessment, July 1977.

The significant amount of health sector expenditures made for
private, medical care is onl7 part of the imbalance; the majorit7
of :he private expenditures are made in Guatemala City on behalf
of less than 1,000,000 persons.

Industrial Health Programs. A few large factories in the
metropolitan area provide in-plant health services for their work-
ers, related largel7 to industrial injuries or occupational dis-
eases. No data are available on the number of workers covered by
private industrial health programs.

Agricultural Healch Programs. The agricultural labor force
consists of approximatelyv 500,000 permanent workers and family
members plus 1,500,000 migrant workers and family members,'who
are on the fincas for approximacel7 90 days per 7etr.

Although Guatemalanlaw requires that a first aid station be
located on each plantation, these are usually staffed by an un-
trained person. Additionally, some fincas contract with a physician
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to make monthly visits, but the number of workars covered in t.his
manner is very small. Additionally, because of the long distances
benreen the fincas and nearby villages, the finca population is
virtually excluded from any medical care that might be available
in the village.

Two associations of Guatmalan coffee growers have taken the
initiative to provide limited ambulator7 medica3. services to their
workers. Services are provided through clinics, each of which
serves several :housand workers and their families; each clInic
is staffed by a f'sll-time physician plus nurses. Although the
main support comes from the finca owners, the patient must also
pay a small fee for each service. Other special health services,
of more limited scope, have been organized by selected agricultural
enterprises l/

3.2.1 USAID/Guatsmo~a.

The majority of USAID/Guatemala
health activit7, as part of its general developmental strategy,
has been directed towa:d low-income rural residents. Specific
objectives have been:

1. To improve access to primary care services, both pre-
ventive and curative, through the expanded use of auxiliaries
non-physician .practitioners, and .community organization.

2. To decrease the birth rate through expanded access to
contraceptive devices and family planning education materials
and programs.

3. To increase the effectiveness of health care facilities
by upgrading and equipping rural health care facilities.

4. To improve health through interventions in other sec-
tors, i.e., increasing small farmer agricultural producti-
vity, use of high-lysine corn and distribution of PL-480
food, health education messages through the Basic Village
Education Project, and construction of modern slaugher-
houses and other community sanir.ary facilities.

Additionally, a major evaluation of MOH rural health ser-ices
is being conducted, and after the earthquake a major disaster re-
lief program was initiated. Table 3.2.4-A indicates the type and
amount of all USAID loans and grants made to the GOG for health re-
lated programs.

I/ See Part 4.1.7 and Annex 5.7: Extension of Health Services
to Finca 'Workers.



TABLE 3.2.4-A

USAID-ASSISTED HEALTI! PROCRANS' IN GUATEHALA,_ 1959-1977

YEAR
RECIPIENT OF AMOUNT OF OF

TYPE OF ASSISTANCE ASSISTANCE ASSISTANCE AUTHORIZATION" PURPOSE OF ASSISTANCE

Loani L.-011 SNE 1,550,000 1966 To support various malaria control activities.

Loan .L-OIlA SNEll 630,000 1969 To support various malaria control activities.

Loan 520-L-020 Hoil 2,500,000 1971 Terminated on July 31, 1976. Provided for 1) the
remodeling and equipping of the paramedical train-
ing institute in Quirigua, Los Awates. 2) the de-
velopmenE of the training curriculum and teaching
materials, 3) equipment for 161 rural health pouts
and medical, surgical and maintenance equipment for
regional (departmental) hospitals, 4) heavy duty
vehicles and ambulances in the rural areas, and 5) 1
a health sector planning unit in the National Eco- -4
nomic Planning Council. Ln

Loan 520-L-021 moll 3,400,000 1972 Scheduled to terminate in December 1978, the loan
finances six main activities: 1) the renovation and
equipping of eight regional hospitals (Hazatenango.
Tiquisate, Coatepeqae. Melchor de Hencos, Jutiapa,
Chiquilmula, Zacapa, iluehuetenaugo), 2) construction
of an auxiliary nursing school itn .utiapa, 3) fur-
ther remodeling and expansion of the paramedical
trairing institute of Quirigua, 4) the design and

.installation of a radio communications net which
links rural health posts to rural health centers,
4) technicai assistance to the llealth Planning Ulnit
in the Planming Council, and 5) vehicles to be used
by the Hlealth Area Chiefs for supervising health
personnel in Lhe rural areas.

Loan 520-1.-017 INFOH 2,497,690 1970 Loan finances Lhe construction of health posts and

aqueducts, sewers, slaughterhouses.
SUBTOTA. FOR LOANS $lO, 577,690



Grant 520-0189 OGI/HOII 4,318,0001 1967 Grant supported a variety of fauiily planning acti-

vities within the MOII which Included distribution
of information a,d devices through health centers
and ist*s. The University of Del Valle developed
eduicattioital materials and APHOFAH ran a private-
public service family planning clinic system.

Grant 520-0237 APROFAM 921,000 1977 Grant replaced p'evIOLs grant to the MOIl and finan-
ces the expansion of APROYAM family planning ac-
tivities.

Grant 520-0228 Ministry of 13,000 1975 Grant stqpports a system of public radio stations
Education which broadcast health education messages as part

of their normal programming. Dollar amount shown
reflects portion of programming devoted to health.

Grant 520-0244 Ague del Pueblo 24,000. 1976 Grant financed: 1) a study of the development of a

paraengineer that could construct simple rural wattr
and excrete systems, and 2) investigations into
methods of self-financing water system development.

Grant 520-0230 Guatemalan Academy of 927,000 1975 Evaluation of rural health care to include acti- -4
Medical, Physical and vities of COG rural health post workers, their
Natural Sciences relationship to the communities and bapic variables

affecting conuiunity and individual health.
G'rant 520-0231 CARE 267,.,00 1975 The three-year grant provides funds for water and

latrine projects developed by communities with the
assistance of TSRs. The TSR works with village
self-help coimuniriea which provide the voluntary
labor and some locally available materials for cons-
truction of the water and latrine systems.

GranL 520-0)241 oG 1,748,154 2 1976 Funds were used for earthquake disaster relief
which included reconc-..2tion of water systems,
health posts, and sewerag,-' systems.

SIiI'lOTAI. FOR GRANTS $ 8,218,654

SFnas provided directly from USATD/Guatetala; AID/Washington grants not included.

2 A total of $25 million was appropriated by Congress but only $1,748,154 ws for health projects. Earthquake relief fundsalso were Iused for construction of shelter, roads, electrical systems repair, and schools.



SUHARY OF USAID-ASSISTANCE IN GIIATEMAIA 1959-1977

YEAR
RECIPIENT OF AMOUNT OF OF

TYPE OF ASSISTANCE ASSISTANCE ASSISTANCE AUTLILORIZATION PURPOSE OF ASSISTANCE

SUBTOTAL FOR LOANS $10,577,690
SUBTOTAl. FOR GRANTS 8,218,654

TOTAl. FOR L.OANS AHD GRANTS 18,'796,344

GRANTS FOR FOODI COG 34,754,200 1959 Distribution of supplemental food under the
PL-480 Food for Peace Program.

TOTAL USAIID ASSISTANCE $53,550,544"

Key: SHEMt: Servicios Naclonales do la Erradicacitn do Malaria (Halaria Eradication Program)
MHII: Hiniatry of Health (Hinisterio do Salud Pfiblica y Asistencia Social)
GOG: Government of Guatemala (Gobierno de Guatemala)
INFON: Instituto Nacional de Fowento Municipal (Institute for Hitnicipal Development)
API(OFAH; Asnciaci6n Pro-Bienestar Familiar (Family Welfare Association)
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3.2.5 ZnIternaticnal Land.n Lsrt-±-,ut s.

Internati nal
lnding .i'ucIon's such s 'the Intaer-Amrican Development Bank(B), the U.S. Agenc7 for interational Development (USAfl), and
Kredians.aldt, (the West C,*=an Development Bank), have had a
sinifican: affect on shaping the Guatemalan health care delivery
s7stem.

IDB has had the most dramatic effec: on Guatemala with past,current and anticipated loans totaLing $48,000,000 for water de-
velopment, $30,000,000 for sewerage, and $63,000,000 for hospital/
health-centsr/health-pos construction. Total IDB input since
1966 'ill be $141,000,000.

Total USAID input since 1959 has been $53,550,544. This in-cludes $2,180,000 loaned for malaria eradication, $5,900,000 for
expanding the rural health delivery system and $2,497,690 for theconstruction of health posts, aqueducts, sewers and slaughter-
houses, a total of $10,577,690 since 1966. Table A, in section
3.2.4 indicates chat USA= has also made grants totaling $8,218,654
to the COG and other organizations involved in public health ac-
r~ii:7, inciudi= earthquake disaster relief, and has granted an-
other 734,754,200 for the distribution of supplemental food through
the Food for ?eaca Program.

The combined total of Kreditanstaldt, the Central American.
Bank of Economic Integration. and che Canadian Agency for Inter-
nationmal Development is. $7,167,000.

Table 3.2.5-A indicates the health loans provided by the =a-jor international institutions. The combined tocal for all healthloans from all sources, since 1966, is $158,744,690, of which ap-promim=el7 7% has been loaned by USAID. Of the cotal loans mda
to Guat-m'a since 1966, $156,564,690 were for capital development
and $2,180,000 were for curative programs.

3.3 Health PKanning in Guatemala

A major objective of the Health Sector Assessment is to im-prove the Guatemalan health plarning process in order to move to-
ward a more efficient, effective and equitable distribution and
utilization of resourcas in the health sector. it is the intentof the Guatemala Health Sector Aisessment co improve the capacit 7of USAIM, the Governmenc of Gua.emala (GCG), an* others to make
rational decisions in the use of health resources.

Since .31a='ua, resource allocation, decisicn-making, ardchange are intismatel7 related, they must be viewed as political
as well as technical planning processes. The entire Guatemala



TABLK 3.2.5-A

LOANS HlADE VOu  VALTil PURPOSES NY INTERNATIONAL LEIING INSTITUTIONS

LOAHS (IANTED LOANS 5EIN4 NE-TIATi

SUBSCRIPTION REPAYHVET

A(;ENCY AOfN)INT 0b.IEC.TIVE OF CI)NTKA( i TIHE (YVAN) AGEHC Y AMOIIT OBJFc'TI V

USAID 1.550O.00 Malaria EMdicatiUk I l- 8-66 20061 IUD 35.006,000 Construction of 11ouplIlal

USAID 630.0oo Malaria Eradication It 30- 7-69 2009 1DB 20,000,000 sauageag repair

U5AIU 2.5 a10. Mural Public Health I 19-t1"71 2011

USAID 3,Do,0O M0ural Public Hlealth Ii 14- 2-73 2013

USAID 2,l4 9 1, 6 9 0 llaaltLLSyltem Itauruvement 1975 ACDj ,.000,000 Hauler Plan - Intab|. laier

IDS1 1.020.000 Usban Aqueducts It- B-66 1991.

lIB 1. 100,00 Rural Aqueducts 1 30- 9-66 1996

lllb5 l5,OJ-0.)lO Potublu Water Introduction 1- 6-70 2000

lob 2.60.,000 Murul Aqueduct. 1i 29- 3-12 2002

lob l0.00.*1100 Sewezrago - Guatemala City 16-10-13 2013

lo14  5,00o1,00 Urban Aquitduicl 7- 5-15 2015

lob 10.|00.0010 lbya-Piucaya Aqtcduct 21- 5-15 21015

1||b 1,0no0o)O0 Mural Aqu.:Juclt Ill 1s- 1-16 2016

hlo1 3.5OO.O0 UrIban Aqzeducts 10- 2-62 1985

I1DS 28. 000.000 Riaral IldIlL SarViCedO 18- 6-76 2016

1,8IE 1.0000 Potable WUatur In t.--uct'w 30- 6-75 1985

KMEDITANSTALUT 2,'3b,000 Constructiun of San hawcos-2
IIopitaI 11- 3-75 2005

Source; Luau Agr'umanit -. Diracc1it Tdciiica del Preaupuoeso (Budget Technical office - Hiniatry of Public Finances). 1976.

goyt USAI) - United States Agency fur intaraatioual Development
lid - likter-Amaerican buvulpouunt batik
lcIE - bulnu c itcoumnricanuo du l1tILeraci6an Ecoinmic"
ACIl - Atuscla Canadicnuu par& al Dcuarrullo internacli.l

KruJitnnLLdL - Uct GurNati DveuluulmuinL bank

* Matura to Loan Number 520-L-017 mado to INH'(bI, a portior, of which Is for the health service infraaructura.
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aessmaent effort, P12-2 pL 1ing of the work 3cope through i=ple-
wmu ariou and evaluation of programs resulting from its findings,
is a major health planngin activity. ?ar.icipants from at least
Mm GCG inistrias and seven adminiscrative divisions planned to
o=tribute 9,000 hours of analytical effort valuad at $32,000 todeveloping the HalIth Sector Assessment, in collaboration with

more than twe7n external and local consultants.

A brief analysis of the entire health planning process isdescribed here in order (1) to clariy:7 the pLar'.ning framework
vithinwhich the Assessment has been conducted, and (2) to under-
score the health planning problems revealed by the Assessment.
An analysis of the state of health planning in Guatemala requires
examination on the mational, regional and local levels of the -lan-
ning structure, the participants involved, the planning process
and the products.

3.3.1 Crcanizar.cr ! Stz , fzr ?!a:,j.
recentcom;parative st-d7 of health planning in 13 countries 1ndicates

that the typical mode of planning in develo=ing countries is
through a str-ong maional, centralized str-acture, with an emphasis
on in=tegration of health into the national economic development
goals. I/ Guatemala typifies this mode. Although a number of
institutional participants are involved in planning, in all cases
it is a highly centralized process iwith decisions being made at
the national level. And, concern tor the role *of health in over-
all development planning is a principal emphasis. The Director ofthe Health Planning Unit of the National Economic Planning Council
(c£PE) states chat the major reason the Unit exists "is to harmo-
n.ize the Natioal Health Plan with the National Economic Develop-
=ant Plan". 2/

The CYPE is not the only structure through which plauning
for health is conducted, the Xinistr7 of Health (MOH) and the
Guaate alan Institute of Social Security (IGSS) each have organized
planning structures. No single public organization is responsible
for conducting or coordinating all planning for the sector.

Two possible organizational foci exist for health-sector
policy planning. First, the creation of the present M4inisr.-- of
Healt.- in 1969 included an Advisory Committee with membership
from IGSS, the Municipality of Guatemala, San Carlos Universit.,

I/ World Health Organization Project USA 3300, 1977, a continuing

study, unpublished.

2/ Incariew with Dr. Carlos Estrada Sandoval, July, 1977.
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the Social Welfare Council and the i istr-7 of Health. A.lthough
this is the closesc form of a National Health Council that e.xists,
it has no staf!, almost mover meets, and has never played a role
iz priorit7 setting. However, :he pocan-ial r-ing and has =ol7
to be used by the .VH leadership. Second, a recenl7 created Inter-
Sec:oral Cc=issiou a Nutrition is dve-lopi=g a staf and data,
and is considering a national nutritin policy. 1/ This co:is-
sian -will not cover other areas of health planning; however, should
it succeed in bri4ging together the various partizipants to pro-
duca a usable plan, the model =ay be exended to other areas, such
as health facili:7 c=struction and manpower plann-n.

More izoor.anc in the short term, is the lack of effective
structures for establishing priorities at the depa=re=r or cr=n-
mMit7 level. No formal or even regular informal struct-ure exists

at these levels for cc=un=icacing norms and policies downward, or
incorporating inpurs and evaluation results upward. Those orea-
nizational channels which do exist are limited to single agencies
dictating to t. i.ei- dependents.

There is no organizational structure through which to make
or impl-Pen: plans directed at sector priorities for c==uni--7
develo-:.znt, nut.-icn, education or broader resource questions
related to the health status of a given population. The =ost log-
ical focus of local level planning is the office of each Health
Area Chief, but for all practical purposes, he has no planning
staff or resources. The Health Area Chief's only input to plan-
n-ing is the submission of t-he heal:h area budget. Subsequent ad-
ministration of that budget is out of his hands for all practical
purposes.

Health planning is conduc-
ted by both private and public groups. The private groups are
located principally in Guatemala Cit7 and are focused nar--owly
upon individual hospitals or clinics; aggregate private axpendi-
ture is estimated at approximcely S75 million or -47 :f te=-al
health sector expenditures. Most participants in public health
planning are at :he nacional level. In additi on to :he CM -,
IGSS and MOH Planning Units, impor:ant roles are played by the

l/ The C c=.ision is under the organizational responsibility
or the Secretar7 General of the Narional Economic Planning
Council, with =ebership from agriculture, health, education and
other sectors.
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i-nis-:r of 'i7nance in the budgec process so c--'-all, 1 i-kd :o
7I2amzng, the Umi'mri-7 of San Carlos in the heal:h na=power
2lani31 field, and to scm4 extent, the Congress and P-esidenc's
Offic. 3eicw the naticnal lavel only ! :ed ;aricipatCiu by
Health Area Chiefs ocvurs but it should be noted along wmi:h iSo-
lated cases of ad-hoc par=.icipazi'* by local cc .t-v health
co~m:i:ees.

The Health ?1annin m ni: of the Nat.iocnal 7ccnccniz Piamning
Council was esr-ga l-hed in 1973, largel7 as a result of USAD

financial support and the desire to create a health planning po-
,en'-ial with a =u!t-i-sector focus. its seven ?rafessi'onal staff
include "-.m physiciam'health plam"-ers, --wo senir ecouaniz clan-
2ers, one samtar7 engineer, and zwo ;uior-leve! analysts. The
CYPE Health Plannin.-g ani: is resposible for :.-Q develoo=ent and
im l en-ation of the Na.-ional Health ?lan, -the health sector
camponent of the Five-Tear :ational Development ?!a=. l/ I:- also
reviews all new .CE and -CSS projects proposed for the Tea-th
sector, par.icipa-es in sector budget reviews and =a7 even pro-pose -ew progras for MCH i-lenmnaricn, such as the lural Health
Technician (TSR) Progrm. .he ealth P!arning =ni.'s s, recent
ac4iv.-iy has been as princf;pal GCG participant and coordinator for
the Guarenala Health Sec:or Assessment. T7he 1ng-cer=- Tiabi-li-y
of this umi: Ls not secure since all of its staff posi::ins are
'.unded by USA= loan support scheduled to ter-ic.ata in 1973.

The Office of -ealth ?1annr_"n within the MOH exists as a staff
office to the :Xiscer. :be weakness of .his office to plan ag-
gressivel7 for sec.or-.ride development unfortunatel.7 ref .ects :he
situation within the MCH i.:sel, c:s cu:ren: technical szaf. con-
sists of two or three Physicians, two economists and five or six
program analysts whose limi:ad training and experience in hea!lth
planning are overwAhelmed by the demends of the office. The office
ias been further weakened by the z-mcval of the statistics staff
to a seuarate Division of Scacistics. An examinatiou of ?Lanning
Office oreratins indicates that, rather -han initiating planning
act:v.as or analysis, its -mn f'uncion is limi:ed to harmoni-zing
the annual budget requests of the 24 Healzh Area Chiefs prior to
submission to the -iistr.7 of Finance.

./ aIanig functicns of the =?! are detailed in the Plan. _,-
cianal de Salud, .pages 77-80.
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The Guap:-na2 Social Sec--!--=. Systm, :GSS, has a health budget
flArl7 .mcparabI6 to the =!_CH, but iz:zle attention is paid to Its
role j= the ac-ai-=zez of the aacioual. heCrlth planning giols. The
ICSS pan4ig "i: is staffed =xcluive17 b7 arc:hiTects and is con-
ce._ed .a" 7 -. ith the expansion and constr-acti of fac-Lities.

he Un-ve-rsi- of San Carlos is the sole producer of physicians,
detist.-, and phar--acists in the ccuntr'. A lack of cocrdination
and iaegrac4on of the Uiversi.'7's =rain..zg programs with the needs
of the health sector results in huge enroL':en=s i medical school
and continued high productio= of doctors at a ti=me when most grad-
ua ed doctors are ,mable to find jobs. .he raticnale give for the
over-prcduction of ph7sicians is that thev -wilJ eventua17 leave
the Cpi-al Ci-" and set up practices rira2l areas. 'To evidence
supports %:nis proposition; rather, :iewly--raduated doctors who can-
=o finds 4cbs in =edicine in the Capital cake enplo"ment in non-

=adical fields in order to stay in he urban area.

Miiscr" -f yinance particiar nIn planning is limited to
fisca2 zoncers: "he7 react to the .!CH budget by either accepting
or rejec:izg the prograns proposed. This Yi.ist=- receives al'
:he proposals for program funding, therefore i" plays a critical
role in rev-iaing priorities of the health sector as a whole. How-
ever, Its approach is more =ne of incre=enta. funding of past pro-

~ares, rather :ha one of technical analysis of alternative re-
source .al.ocation for the sector or any ztnalsis of the relation-
ship between budget requests and MECE pr-orities. it may be spec -

ulated that a srronger MOE planning office "rthin the Minist-7 of
Health could provide the 4i4n4sr7 of Finance %.ith a more completa
analysis of the alt taives and of the relationship of programs
to general GOG priori.:-ics.

Other aational oartici:aMs in p.lan-nin*g for health have been
identified but little substantive iz-ormation exists about their
=ode of behavior. 'len im.ortant decisions are required, espe-
cially relati7e to social change, both the President and Congress

partizipate; however, the role of Congress appears limited. In
the past, Car~ress also has been act:re in the approval of foreign
ai. nCnies.

.4 Co=uim-7 Development ?rogram exists within the Office of
the ?residency, which includes a one to t-o-million-dollar budget
for vl.age lave! water projeczs, food supplements and other
projects of the President. The.e programs could benefit from a
closer wcrk i=g relationship with similar programs within the MOH
and else-where.



- 84 -

Devartent and local oarticivants in planning are genrall-few and weak. The potencially crucial role of the Health AreaChias in planning and ipleme=natiou is substantial.17 nu.lifiodby their lack of authority to maka. decisios. This is patricular-l1 dis tessing givan the nat.ional plans for decant:izatiaj. Aserious problem could be created by decentralizing ra:puaibility
for program without decentralizing authority over local resources.

A few local health commirtae-type organizations are activebut they are usually formed on an ad-hoc basis for a specificpurpose, such as obtaining land rights for a health facility, orcollecting monay for water system maintenance. They do not par-ticipate in decisions of how MOH resources may be best spent intheir comumities and are not a part of the planning process.

In reality,the Health Area Chiefs are just as restricted inplanning the use of departmental resources as the local com-munities. All significant resource allocation decisions for the
country are made in Guatemala City.

3.3.3 Plannina: The Prccess and The Product.
A technicallycompetent and accurate health plan is only meaningful. if used.The like4!ihood of its being used rather than shelved with dozensof other plans and reports varies directly with the process bywhich the document is prepared.' When the process involves thekey decision-makers for health policy in the s ctor, as well aspeople at the operational or program implementation level, botha more useful product and valuable process will result.

National Health Policy and Plan. Tn the development of apol--cy to guide planning activities in the health setcr, Guate-mala has been influenced strong17 by the goals of the Ten-YearHealth Plan for the Americas l/ approved by PAHO Ministers in197.4. To the degree that these hemisphere-wide prior-ities trulyfit those of the GOG decision-makers, they can serve to guide thelocal planning process and the formal goals of local nationalhealth plans. Effective communication among the technician-planners and the politician.-decision-makers concerning such policy-priority guidance is critical, if both parties are not to work ina vacuum and experience frustration.

A commitment to the goals of the PAHO Ten-Year Health Planis .found in the Guatemalan National Health Plan 1975-1979, tb

l/ Plan Decenal de Salud para las Americas, PAHO, September
1974.



pringipal plannin-,g dacant cu-antl7 in use. The core strategy
of the 'atIon-a. Healh Plan is exan=tl7 that adopted by the Tean-
Tar Health plan, i.e., the "ezn.sion of coverage". Analysis Of
this strategy during the Assessment has =covered n=rus con-
straints to ± pemenation of this goal. I/

The Guatemaln National Health Plan identifies coverage goals
and. quantifies cbjectives, but no financial plan, no manpower plan,
and no projects are fo =uiltad for the implementation of these
objectives. No staff is responsible at either the central or area
levels for determining h,, best to increase coverage. Thus, the
concept of "extension of coverage" is without a progran and with-
out identifiable budget entities, the'lack of which severel7 con-
strain, its im.lemencacion. The other strategies of the Guate=a-
la National Halth Plan have tha s-ae c=nstaints.

Budgeta-7 Formulation and the ?lanning Process. An. excellent
manner in which to observe the pl-ing proces in action is to
tace the budgie formulation process. It is here that the greatest
opportumi7 for sector-coordination of resource alocation exists,
and where the decision-making stakes are high. The cursory review
of this process which follows revials two large weaknesses: 1) the
i=volvemenc of uncoordinaced multiple actors; and 2) an almost total
absence of the use of the budget as a plLnning and manargement tool.
The M H budgit processis as follows:

I- The National Economic Planning Council proposes a share
of the total national budget for use by each sec:or. An an-
allocated amount is set aside for sector adjustments if they
are warranted later in the process.

2. The ,iinis.-v of ?ubLic Finance gives the Miniscr7 of
Public Health its "ceiling" for the next budget year, usually
an amount s-imia to the allocation of the previous year.

3. Health Area Chiefs prepare requests for three parts of
the budg.t: personal sea-rices, non-personal services, and
materials, supplies, machiner7 and equipment. These requests
are forwarde( directl 7 to the }MOH Planning Office "ithcut re-
view by the Director General of Health Services to whom the
Health Area Chiefs report in all other matters.

4. Division of Proqrmr ing. This Division sez,,es as the
statistical unit of the Director General and develops budga.
norms and the capical budget for health serv74 es. It sets
the capical budgets for reconstruction and new construction
of health centers and healch posts, as well as their staffing
requizements, although those are developed for the Pr-graming
Division by other spec !aized unics. The norms and const-uctiou

L/ See HSA Part 4.1.1 and Annex 3.1: Constraints to the Ex:ansion
of Coverage of Health Services.
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prosrg=S are sn4I: fr= the Division of Pro'grsming to thePL2niS Off:ice for detailing the budgea=7 requests of the
1108PitaJa, hea-11L- Cetrs and hea-Ith pcsts.
S. The Planning Office receives both the requests from theHealth Area Chiefs and the =rs and program from the Divi-$ion of Programming, which it assembles and adjusts based onprior norms. The capital progrz-s forwarded by r' . :sionof Progr ing are added, and the budget is sent co the Hin-ister of Public Health for transwitcal to the -inistar ofPublic Finance and to the National Economic Planning Council.

6. Nat.iua.. Economic Plannins Council. Th.q Health Unit ofthe Natio.nal Ecnomic Planning Council reviews the budger ofthe Mini =-y of Public Health and suggests changes for in-creas-d effectiveness or for the elimination of items withtechnical problems. Based on their review of the budget asit mov,,s fom the Office of Plann.ing in the'!1inistr7 of PublicHealth to t e health sector officials in the Ministr7 ofPublic Finance, the Planing Council can raise questions but
it may be too late to effect major changes.

7. Minist.-7 of Public Finance reviews the budget and el/m-inats imconsistancies or poorly supported requests for ad-ditional funds. It Ma7 cut programns or specific ttems withinprograms. ,Io formal joins reviev takes place by the staffs ofthe MM and the Miistry of Public Finance, although some in-formal personal coimunicaions occur.

8. The President, The Council of Ministers, and The Congress.
The M=ti t of Public Finance forwards its recoendations tothe ?reideut for action by him -nd the Council. of Ministers.In turn,the Council submits the national budget to Congress
for its ratification.

9. Anueal to the Council of Ministers. The Minister ofHealth cau appeal the recotmeniations of the Minister of Fi-nance to the Council of Ministers before the Council sends
the b,dget to Congress.

Planning Within IGSS. The formulation of the .MO budgetdescribed above obviously does not include IGSS, although IGSS istechnically a part of the IMOH. IGSS submits its proposals throughsimilar channels but excludes any ruview by the MOH. Further=ore,IGSS dods not participata in the health sector purtion of thenat:-aal health plan for exaension of coverage.
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Six y7ars ago IGSS completad a plan to broaden the range of
services offered in rural areas and co extand servces tb small
population areas, such as fincas and small towns. 1/ This plan
c¢lled for the development, on the south coast, of a system of
health centers and health posts coordinatc, with IG3S hospitals
to provide a full range of health services. No action on the plan
has been taken, although it is probable that it will be initiated
soon. 2/

This calls attention to the need for coordinated development
of the health system in Guatemala, including joint planning and
utilization of facilities.

3.3.4 Sumry: The Planning Problems in Gilatemala.
This

analysis of health planning in Guatemala, combined with the con-
clusions of a number of studies completed during the Guatemala
Health Sector Assessment, conclude that the following are the
major health planning problems facing the Government of Guatemala:

1. Lack of institutional coordination in the sector. Plan-
ning of health resources, even within the public sector expend-
itures, is not complemencar.7. The National Plan for Health,
for example, does not incorporate the programs of IGSS or oth-
er agencies. No single entity is responsible for health sector
planning which is almost totally divorced from program i*m-
plementation.

2. Private Sector Autonomy. Alchough the majority of the
health services are delivered through the public sector,
little more than one-half of the national health expenditures
originate there. The more than $75 million (49Z of total
health sector expenditures) being spent in the private sector
is almost totally undirected or uninfluenced by public plan-
ning. Except for some dispensing of drugs and professional
licensure regulations, the public sector has virtually no
control over private health care expenditures.

3. Weakness of RegionaI and Local PlanninE. If health is
to be a part of national development planning, a strong
national planning focus is required with complementary in-
puts from those lower levels in the system which are close
to the daily operational and population problems. Planning

1/ IGSS, Planificaci6n Integral v Soluci'n Regional del Sistena
M9dico HosDitalario uara la Reqi6n Nacional Sur de la Renuibica de
Guatemala.

2/ Annex 5.10: Efficiency of the Guatemalan Health Sector. IGSS
,intends to begin implementing this plan in 1978.
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and operations could be strengthened by a stronger role for
the Health Aran Chiefs and the local health comittees inthe establishetnt of general goals and specific activities
and programs.

4. Inadequate Information System. An accurate and effec-
tive management information system is crucial to technically
competent planning.

''e area of inadequate information is that of health man-power. For example, the information made available by the
registries of physician and graduate nurses provides a basis
for estimating. he magnitude and deployment of these two
categories of personnel for use in human resources planning.However, the paucity of information on deployment of auxil-iary health workers denies manpower planners feedback fromthe field to evaluate training programs.

In addition to data on public programs, a health-sector in-formation system should incorporate private health expend-
itures and resource utilization data because private healthexpenditures represent such a large part of total health
expenditures.

5. Separation of Health aunow.r feeds and Educational
Planning. Human resources are the citical ingredient

.in a health service delivery system, especially when less-
intensive technology is employed. However, the health plan-
ners in both the CNPE and MOH Planning Units have little in-put in this area. For example, the University of San Carlos
decides independently how many doctors, dentists and pharma-
cists it will train, even though the MOH is the principal
employer of physicians. Current University procedures do
not link the projected health manpower needs o? he MOH, oth-er public employers, or the capacity of the private sector tosupport physicians, with the output of the UniversiCy train-
ing programs, or with MOH training programs.

6. Budgeting as Planning The budget formulation process
illustrates how difficult program budgeting would be in Gua-temala. The budget is not an effective planning tool in itspresent form: to plan without effective budget input means
that the current limits of the resources cannot be adequacely
considered.
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S=-CNz~ 4

ANLYSIS AND RECCIOIATICNS

4.1 Extension of Services

This chapter consists of eight parts and describes major
insituticna .ccnstraints to the extension of services, maj6r
groups that are not currently reached by existing services,
and curre..nt institutional attempts to reach the gToups in need
of services. The eight parts of the chapter are:

4.1.1 Administrative Ccnstr-aints to Extensicn of
Coverage of Health Services

4.1.2 Maternal and Child Health Services

4.1.3 Demography

4.1.4 Family Planning

4.1.5 Communicable Disease Control

4.1.6 Community ?articipaion

4.1.7 Extension of Health Services to Finca Workers

4.1.8 Health-Related Private Volurtzry Organizaticns

Each of these parts contain a .cussicn of the problem
and recc mendations for improvement,
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4.1.1 Admiistrative Constraints to tha Extension of
Coverage of Health Services 1/

Problem Analysis

Modern. medical sarvices are not readily available to sixty-
five to seventy percent of GuatemaLla's population. The specific
factors which constrain the extension of health service coverage
to a large portion of the population have been the focus of speci-
fic parts of the Assessment which consider the problem further asit relates to that particular area. This chapter focuses on the
barriers, especially. administrative and policy-related, to bring-
ing Ministry of Health ('!0H) services to rural areas. The exten-
sion of coverage of health services to rural areas is emphasized
since the bulk of hmn and financial resources are found in Gua-tamala City, which has 802 of the physicians and 50% of the hos-
pital bed 5 to serve 20Z of the national population. The services
of the Guatemalan Social Security Institute (IGSS), the other prin-
cipal pulic provider, are not emphazised since they mainly serve
a specizi. eligible worker population in the Capital City and since
IGSS alrea=y spends eight times more per eligible person than the
MOH. Measures for improving extension of service, such as com-bining -IGSS and MOH services, is analyzed in Chapter 4.2 of the
Assessment.

Current health service coverage, measured in terms of medical
consultations, is exceedingly poor; for example, Only 15% of allbirths each year are o women who have seen trained health person-
nel before delivery. Less than .25 consultations per child, be-
tWeen the ages of' one and five are recorded annually, and only an
estimated 11 of the total population has at least one outpatient
visit per year, despite the MOH goal of one outpatient visit per
person per year. 2/ These are national averages; the situation
in the rural target area is worse because of fewer and less ac-
cessible facilities, and less manpower.

The Ministry of Public Health has demonstrated interest inincreasing coverage, evidenced by the increased expenditures since
1973. 3/ ExYinration of MOH policy statements and planning, pro-
Zra-.ri.ng, budgeting and administrative activities indicates five
ge ...... ethods for the improvement of health services coverage.

I/ .&unex 5.1: Administrative Constraints to the Extension of
Coverage of Health Services discusses the issue in detail and of-
fers recommendations for improvement of the exension of coverage.
2/ Outpatient visits data are for 1975; the population-at-risk
figures are for 1973, but are considered good estimates for the
1975 population.

3/ See Section 3.2. ,-£ s . A'a-nd 3. .1-.
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1. Increase the Producti-Atv of Medical Care ?ersonnel

Studies of the personnel performance at health centers and
hu.lth posts indicate that many of the;rofassionals and other
persn:nel -ork well below reasonable capacity, perhaps as little
as 30Z, 1/ during their assigned hours on duty.

The i istry's solution is administrative reorganization.
Relieving doctors of soma administrative responsibilities will
allow them to see more patients. An example of the magnitude of
the anticip.Lted increase in that patient visits tP 6 pe-B health
centers is expected to increase 185% in 1977 over 1976 levels.
However, the budget for the type-B health center is projected to
increase only 25% in 1977 over 1976 levels. -It would appear that
the basic constraint to logistical support of this method of ex-
panding services has not been addressed.

2. Increase the Number of Facilities

The Tz-Amerircan Development Bank loan to the Governmen- of
Guatemala is Zor construction of three new 200-bed hospitals, seven
health centers with up to 25 beds, 48 centers with up to six beds,
and 173 health posts, over the next five years. These facilities.
will not only replace facilities damaged in the 1976 ea:thquake
but also extend services to currently unserved areas. The limitihg
constraints to this method are staffing, equipping, and maintaiming
additional facilities given the current problem of existing rural
facilities.

3. Increase Health Manvower

The principal method for increasing available health manpower
is a planned increase in the capacity of training 4nsttudons, and
increased MOH budget to hire the personnel once trained. The con-
st_=it to this approach is the length of time it will. require to
produce needed staff, and the length of time required to develop
new staff positions needed for the new facilities.

4.. Increase Utilizaticn

The uilizatn • o health facilities, as a percentage of the
existing capacity, averages only 27% of capacity for ambulatory
facilities outside Guatemala City. The principal method to im-
prove utilization is to use Rural Health Technicians (TSRs) and
health promoters to encourage pa ients to use the faci.lities.
Thia method has shown scme results. The ccnstrcaint appears to
be the --ultaral inccmatibility of health pcost and health
center medicine with many rvural .eople.

I/ Percenrage of capacity is calculated by mutiplying the C,G
norm for pa-tents to be seen per hour by the avaiable physician
hours, and dividing the product into the number of patien' visits.
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This method cal2.s far the TSRs and prcmcters to 4.rm ccm-
muity h'a.-cczm-z.ees and develop projects in nt-.iticn, sani-
tatcn, perscna! hygiaerz and modern medical care. '-- s method has
also shown pcsit.re results. The pencipal ccnst-ainrt of this
educaz7a.2cn apprcacIh is its basic slcwness since it mst proceed
at the pace at the partticipants.

Mle implementation of these five basic methods to increase
coverage has been only partially successful. Even Arth optimiz:ic
pzojecticns, the tctal patent ccnsu-lta!r s in .977 will result
i-n less than 0.3 per person.

The analysis of these MOH methods for extension of coverage
indicates that they are based on a number of assumptcions .which,
in part, may not be optimal for goal achievement. First, ic as-
sumes the extension of pr4iar7 medical care coverage to rural
population through the use of highly trained manpower, and ignores
the potential benefits of cc-unir7 nutrition, environmental, and
other public health programs which do not require experienced
clinical physicians. Second,-it assumes that incremental in-
creases in the existing system of facilities and manpower will
achieve extension adequately. However, usually the rural facil-
ities are dramaticall7 under-utilized by. -the rural populaion.
Third, and most important, is the assumption that mounitiei
need to change so that they will want to use the existing services.
However, little attantion is given to making the health services
more attractive to potential users or, alternatively, to offering
a different package of services to the community and obtaining
their participatiou as planners and providers of the service, as
well as its consumers.

The Budget Process as a Managerial Tool

At the National level of the MOH, a serious administrative
constraint to more effective programming is the budget process.
Eigh.t distinct public entities participate in budget formulation,
from Health Area Chiefs to the President. Consultation among
them, and the process of integrating various stages of budget re-
quests and approvals, is far from optimal. For instance, the
Realth Area Chiefs prepare requests for three parts of the budget:
personal services, fon-personal services, and materials and equip-
ment; meanwhile, the MOH Division of Programming develops the
capital budget and budget norms, which set staffing and other
significant resource factors. These requests are forwarded separ-
atel 7 to the MOH Planning Office, then lumped together and forwarded
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t~o tha Miuisc, of Finance, but -richout formal joint review. Once
the budget3 are approved, the budge: execution stage presents ad-
ditional problems. For ea p*., Health Area Chiefs have no con-
czol over npower assigments, and since budgets do not permit
the full implmeanation of st-,ffing morm.s, reassignment of staff
is often arbitrary, and usually beyond the control of the HealTh Area
Chief.

The effective pansion of coverage is threatened by budget
practices for two principal reasons:

1. The use of manpower norms for facilities and the manner
of their development foreclose the exploration of altermative
staffing policies to produce significant increases in coverage.
The insistence that only one combination of manpower ski~ls
can. produce desired services ignores modern managerial prac-
tice.

2. Each of the budqetary-act zs is rercte f=cm the others.
Scheduled in-depth reviews cf the heajl.h budget bet-deen the
M_!nst ers cf Finance and Health are necessary, if sir;nLicant
unintended program Imbalances or cuts in highi przirit/ pro-
grams dre to he preverred.

The extension of coverage is also constrained by the inabil-
ity to manage a~d implement the programs planned. The National
Health Plan, 1975-1979, identifies goals and quantifies objectives
but except fir the !-American Development Bank project to fi-
nance the building of a.dditional hospitals, health centers and
health posts, no financial plan, no marpower plan, and no projects
are formulated for implementing the objectives. Thvs, as the plan
moves to the bureaucracy for implementation, no clrzr idea exists
of how to implement it, nor what changes are needed in regulations,
policies, or budget and manpower allocations.

No staff is responsible at either the central or Health Area
levels for determining how best to increase coverage. As the
budget moves from the Office of Planning in the t.inist'rv of Public
Health to the health.sector officials in the Iinistri of Public
Finance, the Planning Council can raise questions based on :heir
studies but Lhis mayj b~e Lua !a . t:~ cuu .p Qf J'E'6a1_U_1
coverage is without a program design, -witchout implementation tech-
niques, and without identifiable budgetary entities, except for
some capital projects.

Any attempts to remedy this situation must take into account
the following:
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. It is necassar7 to orient officials of the Miist--7 of
Kee.lth, the N ational Econcmic P' n=-g Council, and the
MI-4 t%7 of Public Finance to the use of the budgeting pro-
cass as a tool for more effectively extending coverage of
pro5rs.

2. Supervision and coordination at the Health and Prcgram-
ming Office lavels is necessary for program implementation.

Decentralized Iana~ement and P lanni= Canacict

Another imPedi=anc to extension of coverage is the lack of
decision-making authority at the district and Health Area levels.
The adm-nistraive capacity of Hea.lth Area Chiefs, whatever its
potential, is constrained because the management of resource al-
location wit in a Health Area re'2ag cencralized with respect to
dr gs, equipment, construction, and manpower. Thus, the Health
Area Chief cannot rationalize the health care system for which
he is responsible. He can supervise and teach workers, encourage.
them (but without incemcives), and halt obvious mistakes. In
general, the Health Area Chiefs have little t:aining in adminis-
tration or in public health, and receive little help or guidance
froi higher level supervisors with respect to how to acrease
coverage.

One approach to effective decentralization of :he system iS
to give health c2ntars and health posts district-wide population
responsibilities and delegate required authority and resources.
For example, the maternal and child health clinics, as well asgeneral consultationw, should be scheduled in specific villages
at specific times. Evaluations of producti ity should be based
lass on internal facility activities and more on the demonstra-
tion that larger, more remote, poorly-served populations increasing-
ly have reasonable access to services.

Manvower ( -straints

Manpower is a critical constraint to extension of services.
Because of lead-times required to implement training programs and
train personnel, it is imperative that manpower planning be under-
taken beyond the budget vear. Such planning must be coordinated
with other planning elements; including construction programs and
analyses of deliver7 system patterns. Manpower planning-should
include a careful analysis of alternative staffing possibilities
to ?roduce the desired health services, rather than be limited to
ezxrapolations of existing staff formulations.
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An im=orznc aspect of the manpower constraint is the excess
utilization of high.17 =2=~iad physicians !or the d=rec= delivery
of medical care, whose high cost of producion, cocentration in
the Cai:ail Ci-t7, and fiam~ciall and professional cc=iCa---ts to
pri-vate practice, all rake change i the direction or extended
health serwice coverage diific-.. For example, of geeral-
medical consul:aticns in health centers and health posts in 1.975,
65' were seen by Phsicia.s and o l 7 35: by paramedical personnel.
In health centers alone, 71: of infant patient visits were =r.:vded by
physicians. Cue obvious route to more prcductive -anpcwer is to
izc-ease the patient care given by health workers other than phy-
sicians. Rural Health Technicians (:SRs) and Hea..:h Promoters
are two t-.yes of health workar.i recentl7 developed in imagiative,
innovative and energetic programs. Their capacic7 has not been
fully realized within the XCH. -he7 fuif ill the role of sales-
persons for the cliaical work of the health centers and health
posts and as agents of cc:unit7 change.

Manpower may be a constraint in ocher ways. -he problem of
extended health services coverage requires sharp increases in
utilizatin of the current capacicy. Thaerefore, the staff of
rural facilities must speak local indigenous dialects, because
virtually all the women and children are monolirual. Wichout the
capac.-7 to c==unicate with the local community, the health post
staff never have a chance to develop the local confidence needed.
prior to any large increase i= utilization.

Za addition, government ph7sicians usually work no more than .cur
hours a day ske t-zj usn" Iy supplement their iaccmes by maintain-
ing a. private practice. This is a real constraint on manpower,
bothn -ns of time and location, and 2ay be addressed by
hiring physicians full ti.e.

Reconmendaions

Based on the Problem Analysis and the subsequent discussion,
the following recoendacions are made with respect to the exten-
sion of health services coverage.

General Recommendations:

Reco endation 1: =- P"ROCZSS OF BUDGET FO&XULA7ION AND EXECUTION
WTTT RESPECT TO XOH ?RCGRAMS SHOULD BE UTILIZED AS AN Z--CFE TIE
TOOL FOR ?ROGRAM .ANAGM= AND PLANZTNG, RAT= TAN ONLY AS A
FTHANCIAL CONTROL MCUANISQ.
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ieco.nat.zn 3: M~IZArECC~ " ~ A~ N
DI~3TEVL aO~ ~ETO BE S(GUE aF~'L C

:DEC -=AL=CN CF CRGAS~C ~~ E J CO CF

SUCCAN'D 1C77 T721 1 :Nr 7- CtL$E UOCTO

Rcc med a . TO =L2. nOvAAGE A: .1 !C.'D COS[ rE2
~CU4c.ESLUAN--fN AM. =UEI ~C' E BA O 2--,,

CF US"-IG :E:C.AL AUX.L=,R =-S 21 . CSO-.

______________n SELEOTTN OF ?PC--AZS -O:C 21--=- ED FJL3AL

S ce ciS-c R c3 aoe da,-4 ns:

These are to e imD.Lerrzed -',y a j cirit c,-n ±=e of the -el~
Urni. of t!7e Ec-cncmric ?la:L-dng C=Lt-.=L' and the nis f- Heatt.

Rec*=crati n 6: S71D=-S Sr'.CU.L BE CA:=E CULT 21TTEsSE ARms OF

A. MlE S SSE Or- ?PILED OK2C AnD D5T?3uT OFD?.G

FCmm a -NATTCNAL EEG VWi7--Cusz To :.mLTH-F.C~T SHECUlD
BE EVALIA'D O7NCl",D'NG S-MT:STT-L NrrDSl FCRMS, USES, COSTS
AIMD ,EM-C:S.

The crediLbiiity to a ooufaic a h-a-17rh serv~ze --;s
frequently its abiliy. to make c~i.eand :aa.2-:i.:e '"
available. Uti!lizat:Lcn and acceptance, bchor ~ar anc
preventive servi--ces, may de,"end on the avai.:ab4--~ of
ciLneS and P)7amaceu--.ca2.L suoplies. C

B. A CCRESNE S-TnY 7S NTEEDED OF ==E MCH- 1C~TC SYSTm,
IN= ZN~2G SMMTSTTOCAL lNEEDS, FOaM-S, USES, -csTS AN.,D .ET:-ECD)S.

There is ccn'siderabje inder-rezorcinq of dai-a f=CM thefield; yet -,.!e ct'.rent system places a ver- ev eotn
buz-den an 44eld cers crnel; -erhi~ns one pz'clem may cause z4h-e
other. AdHdinicr.ai2y, th.e amount of data collected at the
central level. is too much for it:S Current prccessi.-I and
analyti-c capa..tes.



- 97 -

C. S LE BOU'-.OLD SU =M.S SHCULD 3E DESIGNED FOR, AND 7"ST
R URAL AREAS '0 DE=! lE THEA-THIR PROBLZ'!S, HEALTH BE-

HAVICR, U A-'.ON LMND MENDIT'.URE ?AT_ S.

Currant available -orbidic7 and mo-ta1 4 cy information is
based a.uost solel7 on clinical records which makes coverage
iaformac!ou diffi-l: to ascertain, and creates meaningless
epidemiological daza. Sample household surveys desijned
and tasted in selected rural areas --ill augment this informa-
d/on. The onl7 exsring survey information was collected in
1971, but the sal! sample size of fi!ae coa=mities was
i.adequata.

D. STUDIES SEOULD BE =M7_=-A.IN~ A =-E; cUI:S IN ONE OR
TWO DEPAR----TS, TO SZE IF -MERE A.RE AS OF SU?PORTING
HEALTH SX7ICZS FOR TEEI POPFLATiO.NS ON A CCUNITY BASIS

A!M THAN A "ZALTH C--Z{/EALTH POST BASIS" TEAT IS, TO
M"-W ! HCW M .- SCURCRS OF THE HALTH SVC- CE SZSTI{ (DRUGS,
THCHICAL . 1CWTLGZ, MINOR EQUTE='!EN, AND ?SONNE1.) CAN BE

USED TO SUPFORT C0CNITY HEALTH ACTI7 TIES.

E. T AL0EPNAi.D.i- DlLO-V2AT OF HEALTH PESONN-L SHOULD BE
REVEIEED AM TEzST. SUCH A STUDY. =IGHT -AKITNE qOGK11NITY-
BASED OUTREACI ALI_-NATIVES FOR HEALTH -DUCATION, PRITVI ? IVE'

M=IC-=, AND CL.--ICAL SZRVICES.
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4.1.2 Maternal ard Child Health (MCH) Services- /

Problem Anallvsis

In 1977, wamen of c.hild-bearing age (beTween 14 and 44 years
of age) in Guatemala number 1.3 aidlIIn. Childre.n less than 15years of age number 2.9 rzllian. These two groups ccnst--tte the
maternal and child health (MCH) populati n-at-risk arnd total 4.2
million, or 64% of the total Guatemalan population of 6.6 millionOf this total, 37% are in urban areas and 63% are in rural areas.- /

Table 4.1.2-A indicates that w'ithin the twelve-year periodbetween 1.960 and 1972 there was little decline in the infant and
child mcrtaliL-y rates in Guatemala and that stablizat.cn f therates is occu_- _nq at sign-fcantly higher levels than the over-
al Lat:n American rate. Althcug' mortalit/ rates are the result
of a ccmplex set of variables, inclld,-ig the envixczu-ent, nuti-
tion and inccae, some impmrvement could be made thguh an effective
nal-zti.l Maternal and Child Health Program.

Wijht~n Guatemala, major d:fferences exist -etween ndian and
Ladfno croups. Tables 4.1.2-B and 4.1.2-C display infant and
child mortality rates for indians and ncn-Lndians. The infant
mortaity rates fail to show the actual d.i-fferences between thetwo arcups because infant deaths are poorly reported in rural areas.Hcwever, an hidian-ch ld mortallY/ rate of i7 imes greater than
the Lad-nc-child morztlity rate clearly demonstrates the dLfferences
between the life st,2.es of the twjo grcubs.

Materntal and Child Health S 'a-z'ces

At the prese,.t time, mater.al and child health services are
provided by five fferent sources:

1. .ri' ate cr-.rot Se.rvices, such as clinics, 2' cratc-iesS.ana Tr.na ncspo.als whLicn serve a small number of recipients
fom the "ich socio-eccncmic grup, generally Ladincs o fr-
eig-ners, who are residents of the capital or the decarenrs,
.and who zan afford the relatively high cost of private services.An esti-;ted 6.C% of the susceptible popu2.at:i(n u-ilizes these

I/ See Annex 3.2: Maternal and Child Health Services for amore detailed analysis of the problem and the proposed
programs.

2/ A!. populat.cn grcupings over 5,00 are considered urban;
hcwever, a substant-_al ort-4n of the urban po.ilati -n cut-s.'.d, of Guatemala Cy lives in oP uat-cn ag gecatons whose
_Lfa style is rural and a.cut"'r-_=
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TABLE 4.1.2-A

COHPA3ATlV! INT.MT .A2D YA7MAL M!ORTALIT7 R.AT!-S
FOR GUATMIAiLA AND LA7N AMERCA

GUAT.ALA LATIN .IMICA

Infant I1/ Maternal Z/ Child 3/ 1afant 1/ Maternal 2/ Child 3/
Xorta.Li7 mortalit y Mrtalicy .artaliy MortaliC7 Mortalit7

(per 1000) (per 10,000) (per 10,000) (per i000 (per 10,000) (per 10,000)

1960 89.3 2.3 324 71.3 19 140

1972 79 ±/5/ 16 5/ 7 8 6/ 60 / O0 1/

Source: OPS/OMkS, P'blicacioues Cienrificas No. 64, Julio 1962, pages 29 and 36.

I/ 2-:fat mortalic7 races are expressed per. 1,000 jive births.

2/ Maternal Yortalir7 rates are expressed per 10,CO0 live births.

3/ Mor:ali7 ra:es for children I to 4 7ears of age are expressed
per 10,000 populatian.

4/ INCAP es-:maces actual infant mrtalit7 rate at 100/1,000 live
bir hs due to under-reporting of deaths in rural areas.

5/ Starisric Uni:, Guatemalan General Direc:orare of Statistics.

6/ Organizaci6n ?anamericana de la Salud, Programa de Adiescramiento
Contf~uo en Salud MHaerno-lafantil 7 3ienestar Familiar en Areas
Rurales de Centro Amirica y Panami, 1976-1973.
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TA3LE 4.1.2-B

LAT 0IrMIRTAJT RATES PER 1 ,000 LIVE I"RTHS
37 MAN AND RURAL AREAS ANl E=T!C GROUPS

GUATEY_.ALA
1965 - 1973

YZAR TOTAL DID IAN I NON-DINDL. URBAN RUAL

19G5 92.6 94.4 90.8 -

2,966 89.0 90.2 87.7

1967 86.7 92.3 85.0 - _

1968 92.0 101.5 83.6 97.6 88.7

1969 91.3 91.0 91.6 98.0 87.4

1970 87.1 80.7 94.0 90.3 .85.3

1971 81.6 76.7 86.7 87.9 76.8

1972 79.0 70.8 88.0 86.5 74.4

1973 79.6 70.8 89.3 90.7 72.8

Source: E-SadJ,'icas Virales, unpublished tabulations. Di'eccidin
General de Eatadfsrica. Guatemala.

1/ 3oh the Indian and Rural rates are considered low Astimates
d"e to significant umder-reporting of infant deaths in rural areas.
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TABLE 4.1.2-C

MRTALITT RATES ?OR CHI=DR-" 3E7,Ta I A.D 4 YZARS
PER 10,000 POPULATION

BY URBAN &~n RIAL AREAS AZfl ETMiIC GRAOUP....
GUAT:':ALk
1965 - 1973

YEAR TOTAL -DIAN NCN-32DMIAN 3AN RURAL

1965 33.5 51.7 19.9 -

1966 31.0 47.7 18.3 -

1967 28.3 42J , 20.3 - -

1968 31.6 46.6. 19.9 27.7 33.4

1969 33.9 46.6 23.8 30.9 35.3

1970 27.,l 36.3 19.5 24.7 28.1

1971 29.2 41.5 19.0 26.8 29.7

1972 22.6 30.6 15.9 20.9 23.3

1973 22.3 28.9 16.8 21.7 22.6

Source: Estaddsticas Vitales, unpublished tabulations. Direccidn
General de Estadfstica. Guatemala.
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fac-4 =4 es. It is ex;ected t at the uritizaticn of theses-rices will inc-rease as the general level of sccio-econcmic
devalclammnz of the count-.1 incre-ases.

2. eat_-h-.Rela"'-ad Private Voluntay Crca-zati.s. Ap:prxi-
mzTsy TOj r Hrie 150 Eealtn-e larea Fr-vare Vluntary Or-aniza-

t.ons (aVT s) deliver direcr health services in the ccunr:-y
through clinics, and a few provide :_n-patient facit4 -tes. Mosthave active outreach ;rograms using midwives and hez-1th .)rcmcrers.
The EVCs are spread thrcughcut the country but most are in -the
hi_#!ands where they se=re Lrhdians fcm the low socic-eccncaic
incCr- gr- up.

t4!ti.i-acn of the faclit_.es and .-erscnre-l (dcctrs,
au=c.iary nurses, t-a.ed midwdives, and promoters) is .high,
re.lative to the rural MCH services. Generaly, the servzices
involve scr form of active patient or cc=nnity par-i.aton.
It is estimated that depending upon the services fr=cm 20% to 70%
of the susceptible pcpulat-Icn of the area in wkich the .V/Cs
operate utiliZe the M=. services offered by the H.-10s. icwever,
because the HV0s are un-venly distributed in Guatemala, theirserices cover only about 5% of the total M1 po.Lat- on-ar-risk.

3. Cuaterralan insttuate of Social Securit (:GSS). .his Institjte
prcv.ces MCH servIces cn-ly to its ,emers 2.n -.e etropolitan area.Its faci!ities are relat-ively adequate and its specilized perscrnel,
are well .utilized and have a high producti-vity. The beneficiaries
are salaried wcrki-ng mothers or wives of members, and their chi.dren
up to t-wo years of age. An estimated 5.5% of the toal MCII popu~a-tion is covered by these services. :n the rural area no dependentsare covered and services for members are re-stricted to accide.-t care.

4. MCH Matzernal and Child Health Serv.ices. The gaverrrenra! MCH
services are provced pr .arily -n "e R L70 health posts, 159
health centars and 37 hcspitals funded by the MCH and spread
rhrcughout the ccuntry's 24 health areas.

Over 25 years ago the government established the ivisi-nMaterno-nmfane.j. y F ail.ar (D:=) under the Director General
of Public Health for the survei2."ance of maternal and child
health programs throughout the republic. While perhaps inizially
adequate, these programs 1have deteriorated in all but two depart-
Mrents_/ due to the lack of sumervisicn and periodic evalua-icn.

I/ Excepticns are the Dearments of Santa Crum del qCu.it.e
Zid Suchite.-equez.
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The traditiona. DE" program carries our its maternal and child
activities through the following c=pcont :

FamilT Health Services - which render prenatal, delivery and
poest-nataL services to =others and services to infants under
one year. Family planning services are also provided.

Preschool Health Services - which serve the population from
one to five years old.

Oral Health Services - which provide dental services to the
maternal and child population groups.

Education and Nutrition Services - which through the 13 SEMN
(Servicios de Educaci~n, Rahabilitaci6n 7 Nutrici6n) Centers
provide food supploants for approximately 4,000 under-
nourished children per year. Nutrition education is provided
to the mothers of the children and food is distributed to
families who qualif7 for this aid and who are beneficiaries
of the health services.

In sumary, the four groups mentioned above presently extend
XC coverage to only 30: of the total population and only approx-
imat&l7 1Z of the lowest income citizens. The following reasons
are probable causes of the low 40H coverage.

The IGSS program relies on the Division Matarno Infantil (DDfIF)
to elaborate program norms for the entire country. Although.
these norms exist, they either are not amolied or are relative-
ly unknown in most direct services.

At the direct service level the ohvsician oersonnel in both
D=- and other MOH facilities ca-y 7 out almost all of t:he
consul:ations, initial and subseouenc. This limits coverage,
sincr the trained paramedical personnel have lit:le oppor-
tunity to extend the capacity of the physician. The para-
medical personnel are carrying out tasks chat orher personnel
could perform, such as cleaning.

No standard exists to identifv medium and high-risk oreq-
nancies. Detarmination of risk is based am the personal
opinion of the doctor and a distinction is generally made
only between a normal pregnancy and a high-ri-k one; likewise,
criteria are not available to identify children at high r-sk.
If such criteria were used, high risk patients could be quickly
referred to the appropriate faciliry for care.
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Outreach services and active co=n-itv par-ticipation in the
proE=ams are aJmo s non-existent. Historically, the servicesare sat up and the staff wait passively for people to utilizathem. Thus, the phenomena of low utilization and Imitedcoverage has changed very Little throughout the years.

5. Midvives. A populi'rion group not cared for by any ofthe four conventional tyes of services mentioned aboveconstitutes ar, estimated 70Z of the country's ac-risk pop-ulation. This population group receives MCH services fromempirical midwives (comadrona empfrica) or a fe trained mid-wives (comadrona adiastrada), and consists of Ladinos fromthe low socio-economic group, and Indians, spread throughout
the country. Table 4.1.2-D indicates the perceucage ofdaliveries by birth attendant and place of delivery for all
depar ments of Guatemala.

Of 6,000 midwives recorded as trained during the lasttwenty years in courses sponsored by the inistry of PubLicHealth, o=ly 905 or 15% were registered as practicing in 1975.In recent years, between 1971 and 1975, 1726 midwives were
trained under the MOH/D=-Iy programs. While this training
figore represents 80% of "he D=MI goals, it still representsonly 11% of the 16,000 midwives who are registered in Guate-mala. It is 'probable, as DbII itself recognizes, that therecorded number is only part of the real total..

As indicated in Part 3.2.3 of this Assessment, Guatemalan lawrequires midwives to be trained and to register every year. A1975 survey of the municipal registries in 18 depart:ents revealedthat approximately 13,000 midwives were recorded, the majority =-trained; estimates for the other four departmenrs raises the totalto 16,000 registered midw-ives in Guatemala. However, it is believedthat a substantial number of midwives are not registered becausethey are not trained and fear legal action; therefore, tha actualnumber of midwives, trained or untrained, practicing for compensa-
tion, in cash or in kind, is more than 16,000.

Midwifery problems inclu-'3 those of: 1) supervision and evalua-tion, 2) insufficieat numbers of training personnel, 3) insufficient
financing, 4) training strategy, 5) pedagogy, and 6) sociocultural
problems.

1. Su ervision and Evaluation. There'aze simply not enoughqualified, properly-oriented personnel to adequately superviseand evaluate the midwife training prcgram. Supervision islargely limited to the feedback acquired through retraining(24 hours of class time prior to annual relicensing) and check-ing of usage of midwife kits. An attempt has been made to



TABLE 11.1.2-I)

PERCENTAGE OF DELIVERIES BY BIRTH AT''TEHANur AND PTACE OF DELIWRY FOIl ALL DEPARTMENTS II GUATHAIA, 197

BITRTII ATrENDANT PTACE OF DETTVERY
Trained Einpirioal Midwife

Ddpa rtment Doctor Midwifu Hiduife Hono Hloapital Facility Hlome

(luattimalfa 71 7 21 1 63 6 31

El Progi-tuo 2 23 70 5 2 3 95
Saca Lp&juo 1I 112 53 0.7 23 2 75

ChIraal Lonango 0.7 22 76 2 6 92

Escuintle It 13 33 20 12 3 85
Santa Rosa 21 5|1 214 0.8 0.1 99

Soo1 s 2 7 90 1' It 0.1 96

Totonicaphn 0.6 15 81 0.1 3 0.1 97

QuaLzaltenango 13 30 50 6 15 1 83
StichitLepquez 3 11 85 1 11 2 17 a
luta] |h3u 8 39 52 1 19 1 80

San Karco. 3 13 76 8 5 0.1 95
lhahutiturkango 2 10 85 3 0.1 95

Qu ich6 3. 0.5 98 0.3 1 0.2 99

Baja Varapaz 0.7 0.9 93 5 0.2 0.2 99
Alta Verapaz 0.7 3 91 5 6 1 93
Pat6n 15 2 A* 9 21 0.11 78

Izabal a 38 )to 13 22 1 76
Zacapa 15 21 29 30 23 2 711

Chlqu imula 7 11 51 31 7 0.3 93

Jalapa 1 It "82 12 7 0.2 93
Ju L Iap 3 2 6 3 11 0.2 09

NATIONAL AVEIAGE 36 16 62 7 18 2 80

5MUiRGUE; ilnidad dd Estadlatica, D.U.S.S.
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interview mochers, but the7 genarally have such high regard
for "their" midwi-fe chat objective appraisal is difficul: to
obcain.

2. Sufficient Training Personnel. The inadequate numbers
of personnel to supervise and evaluate reflects the general
lack of persanel to mplement or expand the program. Nurses
who graduate from the MOH schools of nursing are not crained
in midwifery and must themselves be trained for utilizacion
in the program. A strategy for improving this situation is
to develop more midwife training skills in existing MOR train-
ing programs or to develop a special training school for
maarnal and child health personnel, including supervisors,
trainers and midwives.

3. Insufficient Financina. The midwife training program
receives no budget support from the Ministry of Health, al-
though DEIFY does provide administrative support and consulta-
tion. UNICZY, which had been providing funding, was asked for
$33,000 for the 1976 activities, but provided only $13,000,
based on $43.00 per comadrona adiastrada, during training and
$13.50 for each kit. In 1977, UNICEF is providing money only
for training in the'earthquaka disaster area. It is estimated
that the initial cost of training 20 midwives and the cost of
rectaining the 1,726 midwives recently trained in the DD1
program would be nearl7 $35,000.

4. Trainzug Strately. The strategy nderlying the midwife
program is training at the health center level and midwife
patiant-referrals to chat same level. While this does formal-
ize the linkage of the midwife to the fixed facility and assure
some control over her activities, it also, for reasons of geo-
graphy and logistics, effectively excludes large numbesof mid-*
wives and patients for whom access to the health center ranges
from difficult :o impossible.

5. Problems of Pedagogy. Pedagogical style naturally varies
from Trainer to trainer, but all trainers lack adequate audio-
visual materials, a limiting factor, whatever the teaching
style. The ccntents of the midwife teaching guide currently in
use indicate that a great deal of material is crowded into the
initial training period of 120 hours. Given the low educational
levels of most midwives, this is probably more material than
they are able to absorb and integrare into behavior.

More i.ortant is that the guide follows an apparently
logical chronological sequence from orientation, through the
post-.artan period, and care of the newborn. This sequence
runs the risk of having dropouts from training, who may still
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practice as midwives, miss the elimmnta which are most crucial
to materMl'-child healch, particularl7 the danger sigms of the
prenatal, childbirth, and post-parzur stages, as well as the
cruzial elements of fundamental hygiene. Little attention ap-
pears to be paid to diet for pregnant or lacating mothers or
to absolutely impermissible behaviors. It may be that because
of the heavy emphasis on clinic referrals of patients, some-
times accompanied by the midd'.e, it is felt that some of the
prenatal instructions to mothers will be taken care of through
these contacts.

6. Sociocultural Problems. DIMIF cites the language barrier
as one problem in the training of Indian midwives. It is dif-
ficult, even with the use of a skilled translator, to be sure
that comprehension has been achieved. However,. trainers who
speak one of the 22 Indian languages a" vL-tua _y
mouC-0 tent.

A second problem, ungeneralized, is the resistance by
doctors to the training of midvies and something less than
hospitable treatment by them of the midwives when they bring
patients for consultations.

Another oroblem is that the training nrogram is not de-
signed to take into account the existina attitudes and behav-
iors of the trainee vooulacion. It does not consider them

as factors :o be understood, built on, and/or incorporated
into programsbu t rather as something to be "un-learned".

.AC present 80Z of deliveries are in the home, 62Z of which are
assisted by empirical midwives, who also provide certain services
to the child. The health promoters and rural healh cachnicians
(TSRs) are involved with the maternal and child group, but their
direct contact with this population group is restricted and on a
lesser scale. Properly trained they could be valuable supplements
to a national mCH program.

The empirical WidNie, once trained, could render adequate ser-
vice at relatively low cost, with wide coverage, while adapting
realistically to the problems and limited resources of the health
sector of the countrT. She should be a part of the referral system
of cases from the least specialized health level to the most special-
ized, beginning in the comunity itself with the traied auxiliary
personnel. This system of referral must be specific for the persou-
nel who make the referrals and the type of health service they have
at their disposal.
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Reemomandatons

Based apon the problem analysis and the precedin$ discususion,
the f0o-lwi=8 :eCa~M.dctonUs arem ade with respect to =&arn.al
and ch' health services.

Reco~andacion !I: A YAJOR AflhINIST1&TI.6- R-EST2C7JOIG OF DM=
SEOULD BE CCNS I.E3M To ICUE TME FOLLOUMNG:

D=- PROGRAMS SHCILD BE M.ORGAN:=Zz, CONSOLMATM AND
MAMEM HORIONTALLY "iIM ADEQUA--H FINANGCIAL SLU?PORT LID
MA~N RESCURCZS ALLCCAT-, TO ?ROV=E AT "LAST w-'Z SErT17C-

FOIL HE MAJORITY OF TM. ?1O?MATION AT azrSX.
A ? Mrf BODY SHCULD BE C3.EAT IN CHARCe OF Si-wrpR

VTSING A!D kUDIT=NG ON T=- A EA-LE7E, E:EaE AS ?PA:,T OF A
LARME ADVISOR-7 BODY, OR SZA1ATZLY. TH DAEr-77F
W-AT-r"NAL A2D CH=~f MUATH PROGRAMS.

A MT ICAL ADVISORY 30DY SHOULD 3E CjEA7D RES?0,SILEr
FOR ADVISING MHE C=MAL AZID ARZA U-E7EL '14jH L-mcr TO a!--Ov~ MATHLNALU AMD fmTI. EALT CARE POLZC:IES..

A Rfl.ABLZE 573-MH3IGSYT SECUL -3E DEF.O1PED TO
FACITAT 7.HE ANALYSIS AJD z1.Q-.N-ZG OF ATEI.AND C3ILD
CAR.E PROGRAMS.

A 7IABLZ Aln =--7EC7T7E IN S"!S-M- SEC=L 3E DE7ELOPED
FOR MCM 5ZR7-C~rS '411M Ov47Zr;S FOR ?MSONS 70 MOVE BE,EEN
SPECIAL= CARE AND T7a 'LCWST A2PL n LEEL

NORMS S-HOULD BE S-ANDAatIZZ AM ADC.:. I N A NATIO'NAL
L-E7EL DESCII231NG MI DFAZL-- TME C31-rI'UA. FOR HIGR ANTD .'JIE
RIrSx ?REGZ1ANCIZES.

AN DrTHA-40E SEC=SHUL BE 7EST3L.EED THAT Y-AYKES
AVAIL.ABLE- :3 MA.WflNAL AND C-3ILD EALTH SMVI OHzS INFO RY.ATICU
FROM O=-H PRCGILMS SCH AS IVRN ALSA.NITATION AIND THE
COTROL OF CONTAGIOUS DISEASZS THAT MYf Zm-PROVE% THE .MCH ?RO-
GRALM.

3ac--endation .: MUSE AUMHAfN OF ZXI!;7=G MC3 HUMAN RE-S-
SOURCES, '.M-Lar- THADITIOCNAL1 OR NOCN-r.L0DIT:ONAL, SHOULD BE RErCON-
SI~DE37 WJH =E?EC-. TO THE FOLL 'OW~iG:

--evR:CAL AMD 7.UA2DED ME iSSHOULD 3E -.-HA-rIE, TA E,
AMD SSDso =HA: 3ECME A ?PAR:- OF THE N OA
EATH SYS- ?ROCV=r;G S-7Ws FR I-T ?MATZRNAL A4ID C371.

POPULATION11 GROG?1.
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TZE ASSISM5OZ A: HC%.M :).-7lS BY 7UHA MU!riZ
SO= 3Z THW="S A:M ---';CRCZD SI;C- LOGIM.-CS AD BCS-
PIT ALZ.AT!CN CZS.S WAKE :-. ACT=.CAL TO -40 t c'RLY .w DVH
AND HG--~Sx CASES TO0 5?!TC:ALZE SZR7CS.cs

T1A ED-.LTH = RC'% AD TSRS SHCULD 3E L.TED
UM ME NATo.'T.z. HEALTH STSr ?R1. D:Nc S--:VCr-S FOR TH

MAMM2AL AND =L ?OPULA7%04.ROP

WT7 7 HEALTH C ,= AD H-AL.3T ?OSTS APPOFRIATl
ALcr.ivTl= SU0 AS FOLLOW-UP CINSULZATICUS :N ?3RrTA7AL CARE,

L 7AD 1-ARLY MiANT CARE SECULD 37 DELZGAT 70 ?%.L-
MICAL ?SC1f,7Z TLA. f I? h. T=;AL AID CHILD --ALTH.

XM ISSUES, ?ROfBL--4, kL7--MlA--7L- T-rA=.rr HOD .LITIZS
SOULD BE =ICLT"ED IN ALL MOH THAZIN'NG.

AN IV -NATIO%%AL =UDrING SOURCZ SHOULD BE 1U 0 TO SIL-
PORT THE CCMADRONA .HANIG PRCGRAM, FOR TE ?URPOSE OF =fFR'-
TA=TG DflNOVA7T"ONS iN SUPIRVISION AND CURRULUM CONT'--T.

M POLIL%7 OF R.EUIR-ZG MIDWIES TO .L"FE- ALL PREGNAN-
CIES ,O HEALT-H =;T-r= SHOULD BE RECONSM=. IDlIVES COULD
BE 7AUGHT TO !DT:I-E. HIGH inD .fIUM-RISK ?RENANCI:ES, A:ND
REQUI TO 3."ER ALL HIGH AlND MEDI-RIS PATIINTS TO EALTH

MIDW FE TL N2G SHOULD BE DISAGGH!.GA ITO O PRO-
GRAMS: A CLIC-BASED ?RCGRAM FOR THOSE .MIDv-ES AUD ?ATI-TS
"HO ARE NOT P.OHIBITIVELY FAR FROM TEE CLINIC; ALD A COTNITY-
BASED .RCGRAM FOR AREAS OUTSIDE A U.EASONA3LZ RADIUS OF A 77"'=
FACIITY roHICH WCULD -NCM.kSS MID WIT.S 'HO, BY THEIR ISOLA-
lION, HAVE VIRTUAL RESPONSI3lLITY FOR THE LiFE AND DEATH OF
TEIR ?ATIWNTS.

THE CURIM3T MOH1 MIDWIFE TRANI-NMG SEQU-ICz SHOULD BE RE-
ORDERED SO THAT THE MOST CRUCIAL IATRIAL IS TAUGHT FIRST.
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1,593 1.57

* , ~2,'v 0.9

195070 7, !3 .5

i'927,4 3.07

U"973 5272V,C92 2.73 ?.

197S ,c~3,~J52.3C

1980 7,CC6,C2C 2.75

199C 9,2CC,75: 2 .

-1.595 10 25c! 13.a 2.23

2CCC 1-1 ,L A

Scoz-e: jorge de -:c3 :.a ?cblaci~n de Suat=22.s, 1974. .C-EA'",

i/ zr.S. Barvan af t. Le ca= ::t.a-ca1 a.tizca-' ?=qrai= Ceeter,
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Source: Jorge Axias de E!oiz, Ta Pablaci! de Ouatemala. 197L.
CEIfL, Poulation Prcj ections.



- 113 -

GUA~~~~4 ~=I R~~A~~ AM-S ('?M :cco)

CRU-E RATE OF

19co-04 4 a 35- 1.04

l9C5-09 43.6 34.0 .96

1910-1i4 L.6 33.0 1.36

1915-19 43.2 4o.8 0.224

1920.224 4a .3 33.7 1.46

1925-29 49.2 32.6 1.66

1930-34 46.2 31.7 1.45

1935-39 44.2 30.7 1.35

29840-U 45.2 2 8.5 1.67

1945-149 49.1 26.5 2.26

1950-54 50.9 23.4 2.75

1955-59 49.o 20.0 2.90

1960-64 L7.6 18.0 2.96

196 5-9 44.o 16.4 2.76

1970 4.6 14.9 2.67

1971 43.8 14.4 2.94

1972 44.2 13-3 3.09

1973 43.4 25..L 2.80

Sourceas: 19C0-19159: 0. Azd-w Coll-er, 3i.-h Rates "i Lat:,i Ae.i-ca:
New sti.mates of Hiscmcal .erds ar d c'aicns.

1960-1973: Po±C.ation Tidec 141:3 (Ju2T 1975) 546, 552..
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Birth and Death Rtas

Before 1920, both the b t -h --at* and the death -at. werehigh and the POMlatLc @.-m at less than cne per-cent-cer-year.
Sice 1920, the b-.th rata has r=a~zed hgh and the death ratehas declined steadi:y, th-s increasing the grcwth rate of the
pormlatZca. The estimates of the actual population, at the timeof the latest three cenznses, imply an intercen-ral growth -ateof 2.79% fo= 195C-1964 and 2.74% for 1964-1973.

B.-rth Rate

The estimated c=-de b'-x-th r-ates for !,00 to 1959 and as
recorded since 1960 are shown in Table 4..3-3 and Flsure 4..13-B.
.Prior to 1960 the b-rth rate fluctuated between 45 and 50 perthcrsand ;opnlatton. Since -560 a slight decline in the birth

rate has been obser7ed. Hcwever, the data do not evi-dence a long-
ter or substantial reducn in fert-lity. The cr de birth rate
in 1973 (43.4) Uas =early the same as fcr the 1965 to 1969 period
(44.0). The modest decre.ase in fertility is also shown by thetota farti "i'ty rate (TIE) a=d age-s.eci_,ic fer 7rty .ates (A -M).
The T. as 6.66 bet-ween 19L9 and 1951, ind 6.2 between 19t3 and196-. 3y 1973 .the TIR was 5.-2, still a high fertility level since
it, '-r-dcates that Guatemalan women average nnarly sin births apiece.

'he ag"-enecific fertlility -It tes of 1963 tc 1965 differed
little m those of 1^949 to 1951 (see Figure 4.1.1-C). The 1973rates are estimated by distributn g the tota. number of births in
1973 by the age-specific patteru of fertility of 19,1. The rates
estimated in this maner Irindate that the as Ight decine in total
ferti!ity in Guatemala is attributable to lower fertaiioy among
wcmen ur der 30 yea=s of age, particulary those between the ages
of 25 and 29.

Death Rate

Table 4.1.3-B presents estimated crude death rates (CmR) for1900 to 1959 and the registered rates for 1960 to 1973. The crude
death rate declined sloly frocm 35. per thousand in !00 to 20.0
per thousand between 1955 to 1959. The high rate of 40.,8 du.-igthe ceriod from 1;-5 to 1919 is attrib-uted to the incidence cf
"-jy"enza during that period.

The death rate has conti=ed to decline steadi.y fo !.Cbet-ween 1360 and 196L to 13 .3 in 7372. The rie of 2.5-4 recorded
for 1973 is probably a tempcrar7 increase and it can 'e antici=ated
that the death rate in Guatemala will resume its .ong-te=m dec!lne.
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WE-SPEC C C FMTIITY R A.T S, GATUAU
1949-1951, 1963-1965, and 1973
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Sources: 1949-1951 and 1963-1963: Zulma C. Camisa, Guatemala: Provec-ciones de la ?oblacim Total, 1965-2000, Centro Latinoamericano de Demo-grafta (CZL.ADE), Series AS, No. 3, San JosS Costa Rica, 1970, p. 14.

1973: By telephone from Sylvia Quick, International Statistical ProgramsCenter, U.S. Bureau of the Census, Washington, D.C., 1975.



- 117 -

Ak, Disit.nticm

The age distrilbntion of GuatemalaIs population has not
changed greatly since 1950 according to corrected population
fig.ras (see Table 4.1.3-C). In 1973, 44.7% of the population
was under the age of 15 and the dependemcy ratio "as 91.9. The
u ban population is not as ycung because of lower fertility and
the im-Migration of ycung adcits. Of the total urban population,
W0.4% is bet-een the ages of 0 and l years and the dependency
ratio is 78.9.

TA.- 4.1.3-C

"M? MTAE OF POFULAT-0N -7 -ROAD AGE GROUPS AIM
r Ef-=CY RATIOS -FOR GUA.kLCA 1950, 19± AMD

173

1950 1964 Total Uri= Rural

A11 ages 1CO.O% 100.0% 1CO.0% 1%00.0 100.0%

043.4 45.6 76.9.
15-64 53.6 51.6. 52.1 55.9 50.2
65 and over 3.0 2.8 3.2 3.7 2.9

Dependency Ratio IJ 86.6 93.8 91.9 78.9 99.2

iJ Te deendecy rtio s P(0-iL P(65+)T(!5-nh) x 100, where P(a)
is the opumlation age "a".

Source: 1950 and 1964: Zua.ma C. Camisa, Guatemala: Pra7ecciones
de la Poblaci6n Total. 1965-20C0, Canwro L±i-oamericano
do Demogr-fla CZLZ E), Series AS, No.3, San Josh, Costa
Rica, 1970, page 6, correctei population.
1973: U.S. Bareau of the Cenaus, International Statistical
Programs Canter, unpublished projections oa' the population
of Guatemala, 1975.



Table 4.1.3-D Inlcataes the percentage distribuation by agn
np in Guataea-a. Ralaatie to l SaJ7ador, Panama, and Cosua

Rica, the percentages for Guatemala are sim4iar, not unexzected
for a region with ce of the highast b-th rates in the "old.
The projected age gcnp distribution patterm for the years 1980
and 2000 for thoae 'ndar the age of 15 for each of the four
countries in sbhin in Table 4.1.3-E.

Ponu6-IT Ml ACD AC! GR&PS-,* 19e.0-2CCOAS?.".Oj*r-CT- BY Cv.UM-

Age Group Pculation Percentage

1POI 1990 2CCO 190 1990 2CO

Total 7,006,019 9,2CO,755 il,99!,ih61 !CO.O 1o.0 !CO.0

0-14 2,999,704 3,767,891 4,695,16 2.3 411.0 39.1

!5-64 3,786,638 5,108,699 6,8C6,2"I 54.1 5.1 .

65 219,677 324,165 L89,83- 3.1 3.5 4.1

Source: Centro tatincamezi:ano de Demografla (CULAM), .oletin Demo-
arifico, 9:17 (Ja=.ary, 1976).

TAB 4.1-.3-E

.0FUIATCT .-CEN'rAGE MMM AG " 5 -..-- - 8 A 2 FCP
GUATMM. - .aLAC ? tA A2D CCS21k ?..XA

Pouulaticn Ize 0--1, as P-ren aie of total
CCImtr7 1980 2CCO
Gateala 42.8 39 .1

El Salvador 45.2 41.3

?anami 41.4 37.2

Costa Rica 39.2 34.0

Source: Guatemala, see note, T.ble 4.1.3-D; for :he r-ma!.n- cc _es
see ------ a.h-- .--nds and Urta nza-icn i Ml. Salvadcr,
Table 4.1.3-3.
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The vea7 large ;eraenage of =cpcaticn under th. age of
15 is unese a~nab!7 placing a str n on t.stin social and
eccnmic 7s3tems in Gluateala, "4th i=pl-icaticns whh±ch are
discmssed later. Tij is =dified, how-er, by the fact that
the c=t.-c7 is stil large.y r.-ral, and -any social and eco-
amc functions are maintained, if at all, by the faULy or
ccmsnity that "ould otherwise be supported by public insti-
titicus in a more urban sett i-g. As seen in Table h.l.3-E,

Guatamalz' Is itaati, differs 1ittle . rn= that of El Salvador
or Panama, wAile the percentage of Costa Rica's population
under the age of 15 is lcer and shculd decline more rapidly
dme to a suz-,ined drop in the bimth arte ex..erienced in the
last decade.

Table 1.1.3-F provides an age str--cte comparison of
Guatemala "eth latin Aerica in genera! and A-g-etin= and the
United States, two co=mzies where a variety of factors have
resulted in demcgraphich profiles moro typical of eccncmically
developed cnt&ies in temperate zones. Large
proportional mriations w.st bet-ween Guatemala (and Latin
America, in general) on the one hand, and Argentina and the
United States on the other, in the porulation group under the
age of 15. In comparison to the Uhlted States, Latin America
is projected to have double the proportion in this age bracket
by the year 2CCO.

TA;T. 4.1.3 -F

?MC kGE D-ST 0 U1C7 OF TM .OFUIA T DT -CAD AGE GROUPS FOR
GUAM 1A1. LIRNT.21. TE ME= STATES. MD LATI AMRICA BI 1950

AM AS -ROJECTEl FOR 19 0 ATD 2C0O

Year and Age Groupings
1 9 5 0 1 9 3'0 2 0 O00

Caruntr' 0-1_ !-7 ' -. 7-j 1-.L0 -!L 15--4 0.-

Guatemala 43.4 53.6 3.0 42.3 54.1 3.1 39.1 56.5 4.1

Argentina 30.5 65.3 4.2 28.2 63.2 8.6 25.0 64.5 10.5

Latin Amer.=O.7 55.8 3.5 41.5 54.6 3.9 37.7 57.9 4.4

-- United State26.9 65.0 8.1 24.0 65.1 10.9 1.1 68.4 12.5

!curoes: C==, Boleti. Demagrifico, Zssues 7:13 and 9:17. For the
Unized States in 1950, see U.S. BLreau of the Census, Eatir-ates of
?o=-2aticn of the United States by S4r,_e Tsears of Aze. Color and
Sex. !30-5,. Repor pages 25-31, JuLy, 15t.

For 1Q80 and 20C0 see U.S. Burasu of the Cemsus, ?rofections of
'-,he Potuatio of the United States. 1975-200, Remorm ?-25,
No.cO1, October, 1375.
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'Karital Statnas
In 1973, 63% of the .O~m.atIm ove the age of 15 7earz

TaGZ mar"ed or livlng in consensual union,

Urban and .rsl 1/ Differentials

Table 4.1.3-G indicates the population distribution inGuatemala. The majority (61%) of Guatemalana live in rural
c=m==:tias of 2,CO0 or less imhabitants.

TABLE 4 .13-0,

ISI- UT.'O&OF T GUA.iLANT POFUTATICN
BY S=- OF =M I 1977

Cc==nit7 Size % of Povulation

Lass than 500 persons 34.27
500-599 16.08
1000-1999 10.97
2CCO-44999 8.33
50C0-9999 4.62
!CCCO-!9999 3.85
20000 or more 21.88

Zt is estimated that 70% of the -:.ral .po.nilation lives in
"difficult access" areas, i.e., they live in comunities that
can only be reached by foot, mmle, or horse. Within the mex.
30 years it is anticipated that there wil!l be a major shi t
frc ror! to urban areas.

Table 4.1.3-H and Figure 4.!.3-D Outline the trend toard
increasing urbanization. At these rates, by 20CO only 49% ofthe population w"- be living in rural areas.

!/ Pablic .esentation on population distribution, National
Medical Congress, Jaime Sol6rzano, Director, D±'ivsi6n de
Estad.stica, Ministry of Health, September 1977.
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CWZES =l TM PEZ==E 0? SW G7A&AII ?0 UIA'"IO:N * ML -
UM~ EmD -TRAM - Ml TI 7 7 TO 1111

190 156)4 It95 a9 0 19e5

69% 66 6 J0 ,, -3%00 6cA :)70

Urban 31% 34% 35% 36% 14% 3%

Source: CEA ?.=iatiom ?roject!icns, Jorge Arias de lois.s,
la ?oblac!6n do GuatemALa, 19714.

Ferti.!7 Rates

Fert lity in the ux-an areas of Guatemala is quite .high,
although it is scmawhat lower thar. rral fert4lity. Aalysis 'y
the U.S. Bureau of the Census places the urtan total ferti" t
rate at 5.32 ard the .aral 7 at 6.60 i 1973. Based = adon ,.-
me=ts of the 1973 census populaticn, it Is es-i=ated that there
are 855 chlildren aged 0-4 yea-s far every !,,CO females aged
15-W4 years i tihe total popmu.aticn. Mhe n-tic is 658 i the
urban sector and 972 among the r -- ual =o-u"ation.

LTiterac 7

The .percent of -iterac7 has i creased dramatieal2.7 since
1950. Eowaver, although the o n of Li:erase persoms has
i-ncreased more than 5C%, the ==ber of i -L.iarzte =ersons has
increased fr 1.35 to !..I m42.lcn. (Tahle L.1.3-1 and F4-.-e
4.1.3-E). These fig-res -clude all ,-hldren a'oend1g schoc1.
Statistics of adult Iteracy are mot available.

WvE:CH :73 LT7MUE t ~?:: ~ o 13-7

1.-0 1:4L

Percen.age Litara-e 2 .la d a ,

2cur-e: iorge Irias de B ois, La ?oblac!.6m de Gratem.2a, ^-7 .



-122-

70

60.

3v Urban

S 40.

30

1950 1960 1970 1980 1990

Scu-ce: C'A" A ?cpulaticu ?-t actions
Jorge Arias do M.ois, La ?oblaci6n de Guatemala, 1974.



-123-

="MUZ GULA.ULL

60 1-1.9

.° - "4
0,,I

1.2

9940 i980 -70 1980

S e gA.

Source: Jorge A2e±as 'Is M.o!., La ?-zz2aci-r- je tatemwa



- 124-

0l4 ~e=ea 2et-ee m~a a d

TAU'S a:~L3 A ?lz :!acz7 the :!ag= oii.

-4 f~c:. 4-

tra~~c-- -- - !

-- --
1 

-

_ete 2,LC 70

Z -,- -, I

-'-!2,479, CCC J43,2oio

Scu.---G M

5ci e: ~ e L~.a3 ±8!aL chl1ac±" Aa amaa.emaia, 1?7L~.

?ct2.;c'~±14~.2.1 years 48a.211L years 51.94 years
zcu.~~m L?7years 543years

~ :~Caj~ 39.2 years 49.9 years

Scu.~e: cz-ge A---2, Cie .O±.S La 40blac:L6n de Guatemala, 2.974.



125-

60-'

z 40

30 --

1950 1960 1970 1980

_-Ic ' Jorge Azr.-as de n.o.z, La ?-cSaci e rateJa -;L.



L ' TA.ET - GUA AL&

'60

- .- lad:±. ?oulatiom

Total ... laia

50 - Indian Populatica

DaS

0 4 0

301
1950 1960 1970 1980

Sou.-ce: Jorge Lras de Blois, La Pobaci6n de Guatemala, 197h.



- 127 -

imnact of ?caluation Growth on Sccial and zccrcmic Develc-ment

-=lonn t and Undere c-ment

A 1974 stud by ~rookdng -ztitata/S on Econcaa
Integratcin in Cantr-al America calculated the r:ra! underem-
ploymemt ;ercezage in Guatemala by subtracting the nmber of
fu.ly employed workers requ-red to prdce the volme of agri-
cultumral out-ut actmally achieved (taking i-to account the
generally -- n-mechanizzed methods of prodction) from the mmhber
of employable -aral -wrkers, and came up with the aston*ihingly
high figur of 52.3%. The cost of inpr.vi=g the ccnitions and
to provide ne, Jobs for the ex-an -- opulation is enormous.

In 1975, 2,838,760 persons between the ages of 15 to 60
years were availahle in the national labor pool. Th CEMU
projection for the Popiilation .of Guatemala in the year 2CCO is
12 m"l"on persons; th Is include a prom.mate!y 6.5 .!'1 

4 o
perscns in the national labor ;ool. To provide Jobs for these
new rwoers necessitate the creation of 3,72±1,570 new jobs, i.e.,
in an eav7_-rent of unrestrained .opulatiou growth, the current
level of Jobs -will have to be quinupled by the year 20C0, to
achieve fall employment.

Lard Tenuze

The amcumt of available agrcuItura. land will not increase
substantialLy daring the next 50 years, the result will be

ish!-g farmland p-r capita. For example, although in 1970
there were between 0.6 and 0.7 hectares of agricultural land meri
capita, if current population growth rates were to remain constnt,
by the year 2020 there would be only 0.1 hectares per capita.
Curreat estinates for pro xction at the minimal subsistence level
in the 'W esterm Highlands, require 1.4 to 2.1 hectares per capita.

Education

he Guatemalan formal education system zm matriculates
only 46% of the age group between 7 and 1 years. in the
Government's -ducaticn 'lan, 1975-1979, the goal is to !-crease
this percentage to 514 by 1979, to be accmmplished more by
inproied rester.on capacity t n by auented educational
facilities. Th!s modest increase wil. not have a meaningful
im.act on redcing the great mher of imschcoled youth
C-atemala.
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The mcmentrm toward a younger population and the unli'eli"-od
for ittle mesani.n.-l cange in education levels, 4-f44ate that,
In the absence of a strong tOP3lti= ;o1ic7, *he Guatemalan
ecat cn rfile "will not change a.preciably "r.n.g the rmaining
24 years of this centr-7. This -e-1- crudace increased stress in
terms of gross zmbers of c-i.ren seeking ad sion to the education
"ste. The social and eccc=ic impelcations of this stress are
apparent.

It is postulated I/ that to .rn-de educational facilities to
54% of the school age pcplation, at the current rate of increase,
25,Sc0 new classrocms and 25,3C0 teachers wcu d be requ:.ied. At
current rices the coast-ctc1n cost of the classrccms, less any
of the anc.i-ay fac.lities such as libraries and kitchens, would
total $220,ECOICCO. The recu.-rent a-al cos- for teachers "ould
be $8,700,CCa. Assuding reduced fert4.lity rates these costs
cculd be redced to $15 million and $30 -mill respectively.

aealth

The .gc- ing ;cpulaticn growth of Guatemala now places and
wil l c.nt:Lre to .lace burdens on an a!.ready overburdened health
serice. Chaters 4.14 and 4.6 describe the current and f±utu.re
status of nedical professional and au7ci.r7 health perscamel.
The deficits in'housing, potable water, sewage and garbage disocsa!
systems, and meamu.res for contr.cl of ifecticus diseases -!
become accentuated despite efforts to const-uct wel s and aqueducts.

YAl--utri-iou is lik ely to remain at a htgh level (,C0 of
children under the age of 5 years are malncurished to one degree
or another). It is estimated that in 1975, ap.rotxi=tely 250,CCO
more m~J.cu.ished children under the age of fL7e years were ma!-
nourished than 25 years ago when the "nstitute for NutYrtion of
Central Amer -ca and Panama (MICAP) began st-adies leading to the
develoomezt of the law-cost Tegetable =rotei fcd sup mlement,
MICAPA L .U

Because of omnipresent malnut-rition, infectious diseases,
such as measles, that have been controlled or -which no longer
pose any serious threat to life in the United States, cont!me
to take their toll of children and adults as a consecuence of
-educed resistance. L -A4i-se, recent data establish.izn a
relaticrship bet-een mal==nttion in the early years of life
with pernnanemtly reduced mental g-rwth, iply that induced mal-
atriaon, as another consequence of uncontrolled poulaticn

.graowth, "e-ll result in mre people "w.th reduced mental capacity,
and this restxrc- the potential to resmond to education and to
hold jobs.

I/ rias, Jorge, La ?oblaci6n de Guatemala, l?7L
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Wcrs-M" 4  ccrd-tics I the rural areas ccnsequent umon
daforestaticn, sol erosicn and population gr oth provide a
'psh, for the porest ambers of the rural p pu.lace to migrate
to the larger tcwns and to the Capital City. Thi tendency
creates the 'septic frmIge, that su.rrounds Guatemala City which
is increasing at the rate of aPprt0dmtely 5% per year. Tn
these slums, which lack even the most elementary sanitary
facilities, 4ifectiaus diseases, including venereal disease,
rage with little rstricticn. Gover=ent vaccimation campaig.s
have to some ex.ent controlled the preval.ence of measles, polio-
my elitis, diphtheria and whopming cough in children under 5
years of age. However, ;arasitism; gastro-int3stin! and
pilma-a-y diseases, !zcluxin tuberculosis are 77-.l-71'ly ,n.con-
trolled. Thus there exists a series of permanent endemic foci
that have the potential, at any mcment, for the creaticn of
widespread epidemic cuth.reaks. The conditi-.s exms, =ot only
for dizsmiaticn of the diseases now present, m-t for the
introdacticm and spread of others, includ-g ty.p.hoid fever.

The follcwIg tahle -was generated to display one projection
of fature personnel and facilities req.ic-ements.

" I. 4.1.3-L

P71.T MMCES MlT GUAT!MA.I. 1965 AM MOfJEC"! 20C0
TOTAL ?-SmCNNL ID FACGIT'=S PEr.=

(T hcusands)

Constant Fertilit 7  Decld 4 n Fertilit7
Fi-xed Levl L. rcv'-mn F-ced Level Em=rovinq

1 of Services Services of Serv-ces Services

=hysicians 0.8 2.5 6.2 1.7 4.2

IT=rs es .4 1.2 2.5 0.8 1.7

u-se Auxiliaries 2.0 6.2 12.4 4.2 8.4

Technicians 0.. 1.2 2.5 0.8 1.7

Hospital Beds 9.8 31..0 62.0 21.1 42.2

These figmres are provided for i11ustrati7e cur=oses onl7
to highlight the differences in resources required for constanc
as opposed to declining fertility.
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Data on ber3 of medical pe.s~cmel and hosp±tal beds per
1,CC0 pculatio in 15065 were obta-4ed fro an 0iCA-CEIau
report, ./and checked apa4ist U.N. data on =mbers of physicians
and hcspital beds for 1964. ?/ The ca-egory "Techrc :iaz",
includes sanitary engraers and inspectors, laboratory chiefs,
and technicians.

Ipro-ng services are represented by a modes- icrease of
10 per cent every f±7e years in the number of medical perscnnel
per 10,0CO population, and by dcubling of the -Tnber of hospital
beds by the year 2CCO0.

.- =enta! !mnact of ?orulatcn Growth

The effect of ZpP.lat o growth on the eniroI=ent is nost
clearly seen im the wstern highlands regi n of the country
where the population pressure on the ava.!_able land has resulted
in severe soil erosion due to cultiTticn of increasingly steeper
slopes and an almost ccmplete lack of sound soil canser72tion
metds. :n a study prepared for the National Econcmic ? aznl-g
Council in 197h, projectiow based on the 1950 and 1364 ag-..cul-
tural censuses '-icated that the number of small farms in the
wester"_ highlaMds -us increas4ng at an annual rate of 1.7% w",,bhe
the amount of :And in farms was decreasing at the rate of 0.2,%
per year. With this increased Pressure on the land, over-cr o.pig
and cultiMtion of- margi.al lards (3teep slo.es) has resul ted in
greatly icreased soil loss through sheet, rill and gu.ly erosicn.
For eample, in a study conducted in the Santa Crun del uichi
area, one of the most densely po.u~lated areas of the highlands,
it was detarmi-ed that up to Jh metric tons of soll =er hectare
are lost to erosion each year. Mhe resultant siltaticn of r_7ers
and i.rigation canals on the south coast also pose serius problems
for farms in that area.

With the scarcity of ava!lable arable land in .ch of Guate-
mala, there has been increased movwemnt of farm famwilies to the

or*.hern area of the ccuntry (the ?ezn) where indliscr1--te
re oval of ground cover and intensive farming of Lands unmsited
to such uze have caused severe damage to the environment.

!/ Pardes, Dr. Juan Al-ocd, Los R_c-_-cs m-ara !a. Salud ?"Iblica
en Centro Am r 3 1565-19)C, July ! .

2J United Naticns, Statistics! Yearbook, 19C6.
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Yan7 of the adverse eui--omental p actices 1= the riare
GuAtAelan 7rl'ages are tbha direct of the 7-Magers,
scc-o-cual-=,.-l !I.14tations, the .ressu-es of subsistence
eccncmics and the absence of rillage mnagement of its natural
rescmrces. Me ccmbinati=n of exessile pop.laticn increases
and relatively lIttle mnet amt-Migjaticn has forced most of the
vi.llager3 to remain at subsistmece levels and satizy7 their
increasizg needs tb rugh exransions into more margenal h side
swidden a grz!-.ture.
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4.1.4 Family, Plannn in Guatemala

Problem Analyis

ReceTjt'4,__t- and Demand. The greatest single indicator of the
desir-e of Guatemalan wcmen to limit their fertil-ity is the h.ij
abortion rate. From 1965 to 1972 one patient was hcspitalized
for compicatiors following induced abortion for every five toseven obstetric deliveries in the Guatemalan Social Security
Znst9tute (IGSS) medical system. AP-F.M, the Guatemalan aff±-liatL of the International Planned Parenthocd Federation, iscurrently conducting a study to est:Lmate this rate through in-ferences from the number of women hospitalized due to induced
abortion comolications.

A recent study of inccmplete abortions in Guatemala City cites
that 50" of maternal mroat!/y in the city is due to induced
abortion and that 20% of the total hospital obstetrics budgetis used to treat these cases. The 678 women in the study grouprequi-ed a total of 830 days of hospit.,1! 4 zaticn and 61 needed
.Tansfusions.

Table 4.1.4-A illustr.ates additional study data.

MMIM AND P? KC.' GE OF ?R.V!TIS ABORTIONS OF

IACIM DT MiE STUY SAME

Previous Abortions Number Percentage

0 448 66.1
1 163 24.0
2 39 5.8
3 18 2.7
4 5 0.7
5 5 0.7

It appears that abortion is being used as a way to limit family
size in spite of its dangers. Of the total respondents in thesur;ey, 90.1% reported that they had not been using ccnrraception.Subsequently,, the figure for this grcup.dropved to 43.5% basedon follow-up interviews subsequent to their hos.i-alizaricn.

Recet--vitn of Tarzet -o~ult--n. Various studies have been
conducted on -he rece.tivity of potenrial family .laninnc prO-
gram users. Cne of the most curtent KA? (Knowledge, Act_de

l_ The current studies are sunmnarized in Annex 55.17: Family
Planning Biblicgraphy.
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and ? actice) studies ,as conducted by AFROFAM in 1976 with
the assistance of the Uniesi-y of Chicago. The ruzal study
population had the following characteristics:

Sex distTibution: 284 men, 282 women
Cultural dist- .button: 34.9% Indian, 64.Va Ladino
Language: 65 Spanish, 16.6% Zui.chd,

16.2r% Ke.chI
Literacy: 38.9%

Tables 4.1.4-B and 4.1.4-C summarize some study r-esults.
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TABLE 4.1.4-B

KNCWLEtGZ* A_"ITtE AUD PRACTICE CF UC.-TY ?LANTrNG
FOR LADZNO, 2, fDf AND T,,L S""Zy ?CprUtAT:7S

Study
Ladtnc indian Toral

Had heard of 41mly Pa.-.nLg 94.2I% .35.6% 63.8%

Favor--d fam.ily planning" 69.4% 22 .S% 57.6r

Currenr Cantrraceptor 9.9% 2.9% 7.

TABLE 4..4-C
ATTTtnES CWArD ?.'LY ?LANNG AxID T TbON TOWA3D .-'TY.ZTW

.EASL-ELcD CN A.F ?--?r._ _. SCALE

Ar,'4--de !:ward Farmilv ?tanni ,  Mia---zrn T.ward :- -

Str.-ngly savor 54.*2%" Srongly aai-st 2.9..%

-cmewhat favor 10.4% Slight!y aqainst 4..%
Neut-. al 5.4% 'e ur a! 19.
Scmewhat against 8.2% Slightly favcr 9.1%

Strongly agais. .2. .i% S-Tong!y -avcr 17.1%

Total 100.0% Total 100.1%

(*Note - error i total ccl=..)
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The 42.2%., at- te1 stuzdy -popula-,o4n (Tabla 4.1.4-B) not in favor
of family planning gave the fol "-wing reasons:

1. 61. 2% - ±t is a sin or against God's wil.
2. 12.Z% - it is bad for a woman's health.
3. 6.8% - a woman must have A'l the children God sends.

Availabi tv of service (or knowledge of that availability)
ap.ea-s to be a problem in that 45% of the survey group said
they would o to a health center for family planning services,
but 78% sra="d that -o health se.rices were available ;-n their
c-unii-. Cnly 3.3% of the populat--on stated that family plan-
ning services were available at a health clinic. This rnighr
reflect eit-.er acu-al lack of services, or lack of knowledge of
their avai _li --y.

Over t-wo-thirds of th7e study gToup (6a.S%) wished to receive
addticna.l - rna--4ocn on famnily planning thrcugh either a home
vis'. (95.5%) or a public meeting (82.6%).

In summary, this study shows a rural copulatiorn aware of family
planning (33.3), in favor of family plariing (57.8"), but who
are not .n fac- currently using a method (92.7%). This disparity
between knowledge, attitude and pract"ce appears to be related to:

1. Reli#ious beliefs
2. Fear of adverse affect on health
3. Lack of knowledge of availabil~ty of clinic services
4. Lack of specific and accurate knowledge of conTa-

ceDrive methods

The et!.nic cmpcs4i-cn of family planning acceptors in Guatema
has remained relairvely unchanged since 1371; approximately 12%
are indian, 38% Ladi-no. The MCH family planning clientele is
about 19% Indian while the APFC-F?.M clientele, reflecting location
of clinics cnly in Guatemala Cit-y, was approximately 4% indian.
during the years 1971-1974.

The contracentive mix currently in use is:

Oral cont-acept ives 70%
I--Ds 2.-
nj ectables 4.5%

Others (including condoms) 2.5%

Cf the acceptors, 97.E% were either legally married or li,ing
in consensuaL union.
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Referr.als are prncipal.y1 ..-rcm women using serv.ces. Of new
acceptors, 40% were referred to clinics by women already rceiv-
ing family planning services in the program; 22.2% were referred
by auxiliary nurses, and 1.7% by commun4i.it health promters.

Family Plainq Activites_ in Guatemala Th.tuh 1976. T'he recep-
tivity to family planning described above p-ovides a backdrop
for a historical overview of family planning activities iLn Guate-
mala.

As indicated in Part* 4.1.3 (Demography), for a vaie/ cf reasons
Guatemalans are living longer than ever beforze. 7I1fant -ortality
has declined and adult life ex;ectancy has increased. icwever,
birth rates have remained relatively stable. The si7.arcn was
tc.hnically described in 1975 by John D. Early: 'Guarema~la has
comleted 91.1. of its m '=ry transit in but only 24.6% of its
fert.il./ t-ansiton". =,As a consequence, Guaretala is ex.er-
encing a high rate of popuJatcn gmowth. Al!hough .many govern-
ment officials are privately supportive of family p1 aning, few
have ventered public supporT, for a program or have T-ed to in-
fluence top level decision-makers. Farmi'. .)lann.ng act-iriz-es
have been hampered by the lack of high level gcver..enz su.=;crt
since the inception of private and public prcgrams in -he Late196 ' s.

An early draft Of the "?lan Nacional de Sal,.:d" o.ret;ared by .the
National ?lanning Council inclzded a reference t. the a.Bms
caused by excessive copulatz-on growth and set the ;caloi 15%
coverage of women in the far _le ages with far-i. -17 .nin ser-vices and incorporation of trai..ni in -am.i! p!aning -ec.niques
in al professional and non-prcfessicr.alt.-ini.. oc a. -ese
sections were later deleted in =he final draft of -he "'F .

The following sections describe zas. public fami2.y panning .. o-
grams operated by tae 'CH, the private family planning program
operated by A?..FA/M, and -he i-ntegated prograim - wizh 'ct!
the MCE and A? FA4 oa-a-cioaze.

!/ The exr.erience of -evel-red ocun.Tries i'es -izethecry of the demcgra=hic -- ansir-on wric-.n '>ls -ha- sccie.es
tend -o mcve thrugh t-ree "isztncr demrgrazhi: szages: hi:-.
birth rates and high death rates . ls- -n in n -ear - ..-
nc.u.Latcrs; 2) 'highb.h rates t =eli_-nn :eat- rates, -r--
duc ing g-rowing pcpu!'-- _"ns; and Z; low bit-- r--tes and _ __

rates, re-establishing near sraztnar. -c:"t zns.
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APTFA 7 ! i2a isi 'yan naa a. Pa.ned
.a nc :dra--n -P.)t;-sentatv-*-e strn" 2:ted a se~rss.
of ~ moetinvp the an.±~ d p~vusec==s -. dis -

C=3 -p-b:A=~ -ai-ca~:. -w±- and t.6e need

axe Azsccattcn) w~as rzun:!ed as an aaand :ece--ve-z
lo~al sta-.s as a nr--'' sccial thzni :-e samme
year. : .-I !:H saevi4cm- were Guatem-i a'm Ci-ty
and -2EE new ac;=t-s -4ere ez.ec.Te z ;en cpCsi=-4u

--'-e t ;-ea~nd t!7z ye ar.

:a x-, eand e d s~ se =,, ces szu:e -- c~zar..
=.e,' y'- -,- z2. s. is m-.2 e ncted *-e-w

t±-16e ,,mz- t3 ken thv e H!CH i'173. At ;-!sen= A2;U
C:erats L .~ n =he .

4-c; eas-, exe.-se an.d 4-ne ece ;in e -o ±t --,,1 -
-ft a-z -d *Z- a ntz.I-e= czf jcin Mi-??-F

in ;~c :ea.:=h facili- tas -n:2 areas. '-.se ar des-

~ -a-- .367, a ndig ag--eermri: was s gned * een
the Gcve-en: c.4 'jaaa, IC2 and :Z whiereby AFXHAY
wc"l~ asz-:s: the- -i x-:andi-. faril' pl r-ning~ ser~t.ces to

40 Y-F =.=a.! IS ietnis Aqg-erenz subs-
,"-ed ve.a2.: a-zed aiyi.--i c.vesi:es

!: -2e ZdCi a. -Ac=:~czad. F ctvv':e, ;:rbens deveiz-ped over-
ti as -- e 'g-i ecare ~dn.idas an "ouzsid,-e, Tne, and
iz ecx inc-"asn;L--~ - ~m added ::e:sc.-nel
-=s~zs :r. ac~zal :,ee-s c:-4 ::-.z 4-. te 3r-ram by users.

A ~is znec:.za:a nn:CisaLe ±rclinic -erscnne2.
W=S ~:snes . amnd the acr-eee'. was =er.4-na~ad :i 2.970

with ~ a.- ;=------ ==- :- -e e 13

Zzan e.;'f3 -:: deve-'zo an almnami6ve apprcaclh, the GCG, in
1-370, agre-ed :a create an -;ntegrated cf-e w-4-. A?.RCFAI4
within inte Y-aarnaI and Z7. Hea.l ivic of. :e ME~. This

-mic was :tes ined zz f~idn~ amily -1ining c', e
s-Uch as ir.-ni:anc and edcrcsu~envisoz-. and

evaa-1n.A bcand c' f~~-r was creamed vith MLF. and ?-
FM ! dsrcm-=s -Wr.c aprc-ved -2 x1ni1e.Th 1 -- was
!-:nded un-rde= successive agreements wi±- USA= thcg 1-175.
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At the same time, the GOG undertook to expand the number ofru'a.L health posts and centers offering family planning ser-
vices. To assist, special auxiliary nurses were hired by theMDH with UM. funding, and training was provided by A?. CFAM.
These ;erscnnel were assigned family planning responsibfilities
but were also expected to do the same work as other clinic
nurses. There was no differentiat-on as to salary or status.These auxiliary! nursing positions were gradually absorbed bythe MCH over a four year period ending in 1975; but once trans-ferred, it was found that the nurses no longer carried on fami-ly planning activities. Again, the fact that the Ministry didnot establish family planning as a priority was a major factor
in the lack of follow-throuch.

As part of the overall agreement, MIROFAM transferred to the
MH its clinics located outside of Guatemala City because itwas clear that a nationwide clinical service program not uti-
.lizing MCH facilities would create an extremely costly, paral-lel r=al health system which wou-i1 ccmpete for available healthpersonnel. With the transfer of the clinics, new accepror andcontinuation rates began to fall until they reache levels equal
to or below those of an'average MCH clinic.

Zn many ways, however, lte ntegrated office worked well.APIROMM was able to 6rovide special training coarses for a.lnost
all clinic personnel and was able to lend professional exper-t-ise and guidance to the program. However, at the clinic level,
only 126 clinics were incorporated in the program after fouryears (out of a possible 450) serving about 20,000 new acceptors
per year and only 3,000 active users or 1.7% WIFA. As a result,the U.AID reduced its support by 40% in FY 1975 and by mutualagreement, terminated all financinig in FY 1976. It was clearly
evident by that time that without top-level suppor., cli-nic -per-sonnel were not going to devote the time necessary- for an effec-
tive program. For instance, at some clinics inaoproDriate sched-uling of family planning activit-ies is a strong deterrenr topotential users, and even though the Ministry abolished the con-cept of specific hours for specific treatment at clinics in 1973-,a 1976 survey indicated that as far as a family planning wasconcerned, only 35% of 50 clinics suz-reyed offered se-vices when-ever r.equested during the day. :n 10%, family planninq servi ceswere offered only one day per week. The net result was that the
rate of new acceptors was remaining sta-ic, as was the numter
of continuing users.

Current Family ?Iann-nq Actvit ies - With te. minaicn fhe
joint MCH-AP.OAM program, AP. ,.Cr'R requested funding f-m =nSA



-139-

for a n~nber of cot:L-iu'4 ; ar-d new p~cq-a= . An. aq--eeren: was
s±gned in jartary, 2.976 c:':er&"-n the _4022-wing c.v~e ad-

m~r±stredby APIMMYM:

1.. lincalSe-irzes. At present: =F'U' -erates !ive
ciln~.cs in Guatemala OjC= w -Zv'- Ca=/ 5 %C. :.ne clini--c
Load. Di.=ing the .'fisz s:Lx -. ,:hs c-41177, the ~:ecli!nics
atzended 33,480 unaepv sers, ofwc 5,5535 were new
accepto-rs.

r~n w~h ~'. .~, -.. ~. L.VliS cnraceszwves an family

dir-c-tly to '-,Ci arena healthl- --44ces, ea: e-zatrs and -csts
for ne:use -;ipcdn ayplni; se-.e .,Te MLHProvides clin;i-l stcc'es -- _ra.:r -_ncsay

-- 4::n an, wn'en esam1
c!_in.ica2. seridces. Th~en=rie ccur ; s ::.rerec by- this sys-
tena, except for CuazeazlzaCt which -;s served i cl by
ApRC.4. Te o c tct "e a Ma v 27, 7i:h the r'ai:.i4
field, :erscnnel. ~Thieen mcn.s Liater, 37241: h 500 cl~nMcs
to be in-cluded *-ad b-ee-n in-:=ra :.. ."e...ra h re-
mairni; 1.75 w-12- be ic cred:-re _ss- -;ely by ana-, 132-7.

pr-cvide ccnt-acenrives --izh a -ani.-imal amcxin: ::' :I-' ca 'aaclk-ur
was in'_aI in' 4uaerl- C n Cc e, r 35. Jun-e 1977,
7,-7"3 :ec-l.e had ncl.

74cn. -.- :7: , aid :rc-'ect -was srartec a=rong
45 camces4_no L'aaues w.ha:r .C emters. A'fte a

ere s _-f weeke-.'d :cun.vr -e.:.s , =.e prcfev: was acce'zted
by zhe nina.fcea~- ~cre~c.a'. n n ~u.i

tes. ..e _v - a es zezan vn 2c:e, _137 a.,
and ele';en =-=unres:esnl:at--

desitned :: train .: -pers'.nel ito zeach a. .y Lnnn
conce-.-s and z 71"1us -1 t a r: faua is, to=ain YLD per -
scr.ne. i 8 lnis and toooie:nrc:.e.Ze -rc -

rarn =:ude:rvay 4n ,=ne, 1377 a-t ini : dicussi- -' - s
- ,2. =erscns.

=- in _'CA M- ar* A~ has

proqram-s , a mul=redia :;=Ject, and a :esrsc-:3-
:ers'nA ccr=az't proe at =.;-e lcu~- eve.
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a. The multimedia project focuses on the develop-ment and p-esentation of radio, television, and newspaper mes-sages, which vary with the social and ethnic gr"up to whom the
message is dir.ected.

The initial phase of the multimedia communrication project wasdesigned to focus on the development, testing, ard evaluation
of family planu-nLng messages to be broadcast on the radio. Themessages have been pretested on a samvla of the target pcpua-tion. Both the messages and the pretest questionaires havebeen translated into Indian languages when appropriate. Results
of the preliminary analysis indicate an overall, favorable res-pcnse, and the messages have been broadcast. A program to testresponse to the messages over time has been developed. Anothersurvey has been designated to test the response of the rural
population of an illustrated family planning leaflet.

b. The Person-to-person .cmmtrnrcat-ion project is anexnerimental, t io-year effort involving personnel at the communi-ty and clinic level. Four community volunteers are recruited foreach health center or health post participating in the project.Thifer activities include talks on family planning and organization
for distribution of contraceatives in communities served by these
facilities.

Other APROFM Ac--iv-t'es. In addition to the above, AROF.%1carries out a number of activities funded by various international
organizations and internally generated fun'.ds:

1. Voluntary Surzical Conti-scention. APROFAM operates asurgical contraception program at one of its five clinics andhelps support similar .rograms at an IGSS hospiral and at Rcose-velt Hospital. From August, 1973, to December, 1976, APROF M
reported a total of 2,334 sur-_cal interventions done at its
surgical center.

2. APROFAM prov-des family planning information and as-sistance under arrangements with a number of associations suchas cooperatives, the pharmaceutical organiz4ation, the CoffeeGrowers Association, and the Cotton Growers Association. 1.e
majority of the support for these activir-ies comes from :?PFbut APROFAiM also receives specific grants from F-IA, AVS, Path-finder Fund, World Neighbors and various other donors. The
total amount of this suoport is a uproximately $600,000.
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The :ee~e ~ Ctte, r i~'~n Znz 'r a ". PLatntna

Ln Augt_ , 136a, t!.e UM= made an in±-_al grnt .
the rel V.=2r. vsi.t-y to co_- a at the Xinist-" of
Educat icn in the development cf a maticra human develjoument
c-__'.c'-- f:-or p a schccls. T ng was included ";r 4Ti-
ma-y, seccnda-y a&d no-r"mal sc-ccl teachers, and a schlcc! .---
cudh ic-h inccrrorated s.bject ma-,.er on huian development
was developed, tested and evaluated. 'M.en the prcject ended 4n
Janua-., 1376, over 3,200 teachers " ad been trained and c. i-
cua and teacher gt±des devej.oed for :i.ier-ar.en, the six
primar-1 grades and the three grades of jx'ior high schocl.

2. M_--CA (!-s--'_ .-z._ af .- r r - Cn- _ A e-iza 3.
2. ~'rC'2 (nstitu~eof cr~or f Cen*vTral mre=-a n

Panama)

LNCA2 d t--ng he past seve_-al years has en.Taed -in
research related t family plamning act-vit-es and in-.ends to
cont-ue th:s acrv-. -c.sed ac_-_-iies _nclu..de s-dies
on the effe...s of lactatirn on biat--s.cinc and ccnorace -_ves,
poposed for 1378; and an evaluarion of -he degree and o-,-es cf
ntgra- n ci n.-._on, materal-child heal-h care and family
eland.g aci-_i__ties in Central Aerica and Panama. Trhe lns-.re

has a scciz! gs-demograher- on i-s staff who is iLnvc-ved in
studyng demcgra.ihy as it relates = .- T-icnal star-s.

3. U._vers__=. - San Ca-_.os '.edtcal Schc2

Histo--cally, the Medical Schccl has been str.ngly
oprosed to adop.in of a nat'icra family pl'runing prcgram by the
Government of Guatemala. This aOocs±-n is based or. nat.-L-.is-
tic, .olit-cal and econcric .crunds. -o train.-tn in family lan-
nfing theory or t.echniques is oIveec by the school. cwever,
the Su~eri'sed ?.-fassicnal ?ract--ce (E-75) -rocram, innitiaed .n
1974, whch req.uires senior mtedical srtdenrs to svend six months
wcrki.ng Ln .-----al health centers co health posts, bas ex-csed
medical studenzs to the realities of the rural areas and has con-
verted some s-udents into family plarning advocates. 7n their
writen : r.m-inaticzn =e.crts an 4_ncreasina n-=ber of -hese s ;d-
ents are recuest-ing that trainin i--n family pla-niing be included
in the medical school cu--ric.!,m.
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4. The Ca=,i .Chu=h

Open opposit-Icn by the Catholic Chuzch to the familyplanning program began in 1-65, the year AP. CFX' opened itsfirst c"!.nic,. writh publication of a pastoral lerer denouncingthe ;p-rgram and the use cf artificial contraceptives. Between165 and 1974 percdic Chur-ch annoucements, decrees, and pas-toral letters were issued reiterarLng its oppcsition. On As-sumption Day, August 15, 1974, a pastoral letter was issued inanticipation of the Bucarest ?oouation Confearence which attackedthe concept of correlaaing foreign aid to a counr-y Ts efforts inpcP u2ation conrol. This staement was not based on fact. Nei-ther U.I nor other major donors have such a pre-requisit for
providing economic aasistance.

Lccal church ppcpsi-t'.cn has aroused heated discussicns in sev-eral areas of the counT--/. In one highland c-mmuniry women inthe prcgram were rebuked _-ro.m the pulpit. espite the opposi-tion, the prog'ram in this v4 1._age cont,_nues to f4mction All,and the nti-ber of new acceotors is increasing. This kind oflocal parish oppositicn does nor appear to he waidespiead.
A study done by the :ns-4_tuto Centrcam.-eicano de ?oblacidn yFamilia (ICA.?F), published !-n 1969, indicated that 60.6% of theurban and rural Ladino sample group, and 81% of the indian groupare unawae or unable to state the Church's cosit-_on regarding
contrace.rives.

Zn 1972 a study by DYCAP in the eastern part of the country re-ported that religion was not considered a dere.nnin--ng _ factor Inatt-Irudes, .owledge and practi-e rela ing to the use of contra-
ception in that area.
hle the church's opposi'.on has had a strocng negative intact

on the Government of Guatemala's willingness t= articulaze anational population policy, it is not clear to what extent itsinfluence has impacted on individual family planning acceptance.It can be expected to exert significant negative notivation forthose with deeply-felt .eligious conviction.

5. S -GSS (Guaema2an Sc-Cal Securt -st--.)• n 1365
ZGSS opened a small family planning cli.-ic in Guazernala Ciy/which handled 460 referrals during its first year of ocerat-cn.
By 1968 the cli.nic had grown to tihe point that the -GS manage-ment, concerned about possible adverse public a-ant-icn, cutback on setrices. At present no .-rut_ne family olanIrng counsel-ing is offered at IGSS. A patient must request _ererral or he
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Udnaczsed as boenq in a h g-cbstetrc-r sk categorz! befc-e_
family plarning assis.nce is provided.

Since 1363, IGSS has ctffer ed a su.r-ical ccn:taceptive service
which has expanded over the years. in early 1977, in response
to attacks f.cm the press, these serices were temrorari_.y sus-
pended; after fo= months, serv-ices -were res red at lcwer levels
of activity.

Pr:osm Coverace. Stats-cs avi4I-' '2e for the -H and AmTC-
FAi €cmbined r;gam indicate that as of Ja-nar/ i, 1976,
33,S69 wcmen, or 2.-6 of wmen in the fert2.-4.e ace, were ac -ively
pa.rtic!i.ar---g in the combined ;rogr-am. This figure dces not
.aTy .eflect the ac-,La. situat-'cn far rd reasons:

1. it dces not accoin: for wcmen conrrace-ing outside
of the program, or women who iLnitiallly srarted in- the publ~ic pro-
gram bur who now receive ccntraceptives throuqh a .rivate source.

2. Under-reg-15-sta-ion cf users at .CH ci-nics culd add
a 2C tm 4C% increase in the n=nber of conr ace.rors.

Since 19 71 the sale of 6ral ccn-Trace;tives in Pha-macies has in-
creased by 85%. Uing tfe sales of both cral and in-ec-able
con taceptives, it is estimated that in 1976, 30,435 wcr*n, or
4% of the wcmen in the fertile age, were cr. ---acePtIng Through
the private sector.

I:gmoring the 20 to 4% tinder-cout n YCH c/inics, the ¢cnt._ace-
tIng rate of women n -the fert.ile age wou l hd n be 6t.h.in.

The nu=ber of women in need of publIc servr-ces is c-m -osed c
those who are sexually ac--ive, not ccnt-race.oring th.oug the
private sector, and not pregnant or seeking o becoame pregmani.
Acoord'ing to l.atest esti mates, 4r. of the 'icmen 4n child-bearing
age are .c:ential clients. :f 1977 estimates of women in the
ferti-4le age are used, a figure of 602,000 Dctential clients is
derived.

?oo ula-ti-cn 'ati'v P'ra-="" -' 9ues-'-der'.av # ..

1. World F rt-litv Snr .rv .

.n relation to the .lamed "orld Plan of Ac-icn"
(drafted and avrcoved at the tr_-ted Naticns Wcrld ?opular!on
Conference in -ucharest in 1974) the Guazemalan Direc~orare o
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Stata-±-Ics and Census has been eot_atng with World Fezt_4-
lity Suz-vey (WFS) of-fccials Cnce-nng its .part_ci;atIcn in the
7rogram. Cut--ent plans are to implement the sur-ey in 1979
using a national sample of approx-mately 3,SCO people.

2. F-cs.italized Abrtion

A ?IPCFM is cuzrentI.y ccrduct:ing a study, with technical
assistance frcm the Internatina. 7ertil-Ity Research Program, to
docuent the. rising inc±dence of hospritalzarin due to induced
abc-.rio-n. Th'e study will lock at the rate of increase Of hospi-

al. 4iation fcllow-ng :nduced abortion, the age and ;arit-/ of
wcmen being admi-tted to MIH hosoirals fo'l 'wing abcrti-n, the
number of days of hospit .!iation required, and costs in terms
of hospitalizati-n required, and costs in- terms of hospital staff
time, bed t-ne and medicines.

3. -=?ulattcn and Develvment Seminar Reccmmendat-_ns

A two-day se.Ainar on ?opulation and -evelopment held
In Guatemala On MHarch 31, 1977, generated requests by tie GOG
to :??F to fund studies of wcmen with high obstetrical risk, in-
fant mrtality, status of ycungqr children in larger families,
characre-istIc Of female-heads of household, migrzation .art.erns
and the impact of unchecked pcoulaticn -wrh on the environment.
Negot-ations are ,n.der way with 2?PF for financial supsort
t-hese studies.

4. MCH C!-njcs and Ccmmujir-es' Research

SCome of the 324 Mnistr- of Health clinics that cu.renr!-
ly provilde family plannina se.vi--es are working efficiently ard
atTending a large number of women, and scme are doing ve=y little.
S u!"deys of cl:.nic managemenr and organizai on factors wich
influence h--. and low product--_vity -i be carried out hrouahAP CFAM.

5. Measurement cf CcntrTace-ticn -revalence

Cu-r-ent in.fo--aton on contraceptive use at the nation-
al level, derived from family planning service sat_stics and.
limited su-reys, is un-eliable and incom-pleta. Because results
of the Wcorld Fe.rtili-y Survey will- not be available until 1380,
a nationwide study wil be te-formed during 1978 to measure the
cumrznr prevalence of contzaceprive use.
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General Cnc'isicns

In order for a c:ott- to ac. ieve a pecepble decrease -n
I's birt-h rate, 20 to 3% of the women n the fertile age
must be actively c=ntracepo:Lng. This requi rs that ccntracep-
tion must be ava able and utilized, which Ln turn requires
a scvog national family planning progr-am with the following
characteristics:

!. Pub2.c support -- cm top-level leadershi.;

2. Tra -ned :er-scnnel and adequate cli.nic faciities;

3. High mctiva in of prgram users.

L tw of Guate-mala 's .e'ghb!crng countries, El Salvador and
Mexco, strong famil7 plarning programs became possible cnly
after top .oli.tical. leadership publicly rec-gnized the in_ hibting
relationshiD between high fertility and economic and social de-
veloment. Cnce the .oroblam was elevated o a level of a nation-
al concern, progress was ra-pid in defini.gn a zcpulation. policy,
gaining the sup=-t of business and gover nment leaders, and .ro-
viding se.nices. T ris process has not ocu=ed :n Guatemala,
with the result that no narional bo.u:LaTicn policy or effective
public sect=r fa.x-ly ?lanning program exists. . owever, a st.ong-
ly su. or~i ni~otry of 1ea2th, even. in the absence of an of-
fici a!y. stated pop u..ation policy, co'ld -. c-ease substantially
the n mber of* ac;ve users over cu.-rent levels. Trhe fo' awing
recommendations have been developed based on the foregoing dis-
cussion.

.acomenda-'icn 1: MM GVIMf CF GUAT.ALA SIHCU Z.D ZS-3BLSH
A nTIONAL .Ct TCLAT OL.W-Y

The government has on -,do separate cccas.ons -made efforts,
without success, to formulate an official population nolicy.
This policy format-ion must be totally a Guatemalan effort;
however, urtil such a =cicy exists, an effective prcgram which
makes ef,4-4ien:z use of pulic and -- ivate rescurces will nor
be fort"hccminq. n he absence of a colicy, inter"aional donors
shculd revi-ew caze-4!!'y any prccosals fcr a Public family plan-
ning program, given im.lemenzarion ex~e.ence over the pas: 10
years.
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ERecrer.dat-Iorr 2: Until the Government of Guatemala in i'ates
an active and effect-ve fa ly planning prog am, donors should
continue, with th.e concurrence of the GOG, to support the ef-
forts of A2RCFAM to deliver family planning services through
public health faciliti4es to those Guatemalans who want them.
When the Government of Guatemala initiates an active family
plami.ng program, donors should support the government efforts
as needed, but may wish to continue their support of APRCFAM
for resear--h and evaluation, training, and services to the pr--
vate sector.

Reccmmendat-ion 3: International donors should continue to
support seminars for leaders 4n government and industry on the
implications of pcpulal-.on growth as it impacts on develop.ment
efforts, as well' as on the economic and social aspirations of
the country.

Recommendaticn 4: Family planning subject .mater should be
included in the curricula of the medical school, the nursing
school, and all other tstiturions which provide pre-servie
and in-se.vice tr-aining for health ;erscnnel.

Recommendation 5: All paramedical cersonnel, including ruralhealth rechznicians (TSRs) after receiving tra-ining in fa.=iy
planning concepts and technolo g, should be ;ermni-ted to deliver
non-clinical ccnt-raceptives. Graduate nurses, auxiliary nurses,
and female TS.s when trained, should be allcwed to insert U!Ds
under the superision of a physician.

The expansion of the -ICH rural health curreac-h system staffed
by TSRs and auxiliary nurses represen-s a sicnificant otanrial
for expandiig family planning services. The TSR receives atoroxi-
mately 400 hours of 4nst-r-uc..-on in demcgrachy, sex education,
family planning and reproductive physiclcqy. The current agree-
ment between APIRG'AM and the MCH. for stzcki.ng rural health cen.-.
ters and post ensures the availability of ccntracepTive sutplies.However, under existing MGH norms, the paramedical personnel,
including TSR.s, are not allowed to distribute these supplies; thus
foregoing a si-gnifcant opport-nityI to prv-ide family .lanning
services to =ural Lnhabitants.

Recommendaticn 6: Altar-atives to clinic-based deliver/ sys-
tems for family planning services should be explored.

lnnovat_ve aDroaches for considera1on include crnercial dis-
tribution through village stores, ar hCusehcld and vi'al" e dis-
tribution through ¢coperatives, campesino organizations, and
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other zrar. based t-o-ca.s. Ex-e--4ance In o.he. ccur.tr-ies, such
a-s Cclcmbia, in4±cares tha= te such~ alezr--atives arextL±e
the ava 'a M -- of ccnvt-ceptives is increased n a re!ar4vely
inexpensive ranner.

Reccmmen'dacn 7: A focI-w--uD shon'd be instit-utd --o maax±4ze
the use of the htaan deveicpment prima- curIcu,.it, teachers'
manuals and didactic materials 4- rhe public and private schcol
system p.epa-ed by the Universi-,y of Del Va!le.
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4.1.5 Coumuicable Disease Control 1/

Problem Analysis

The five leading ca-Ies of death in Guatemala, indicated onTable 4.1.5-A, can be attributed to four classes a' cc=nicablediseases: vaccine-preventable diseases, diarrheal diseases, micro-bacterial diseases and parasitic infactions.

TABU, 4.1.5-A

LEADING CAUSES OF MORTALITY,
MMERS AIM RATES PER 10,000

WITH PERCENTAGE OF TOTAL DEATHS *
1973

Rate per Percentage
10,000 of all

Number Inhabitants Deaths
I. Acute Respira:or7 Diseases

and Pneumonia 14,593 25.4 • 20.8%

2. Diar hea Syndromes 13,063 22.7 "18.6

3. Nutritioual Deficiencies 4,783 8.3 6.8

4. Diseases of the
Pue.erium 4,228 7.4 6.0

5. Intestinal Parasitis= 2,306 4.0 3.3

38,973 67.8 53.53

* Statistics based upon medically certified deaths w.,ich rep-
resent 20% of all deaths.

Sourcs: Unidad do P12nificaci.u y Estadstica, 1973.

1/ See Annex 5.5; Counicable Disease Control for a more
detailed analysis of the problem and the proposed programs de-
scribed here.



- 149 -

Epidemiological Surveillance

Rapid response and evaluation at a central level depend on
accurate disease reporting, annd basic health data at the local
level is important fr progrzm planning and feedback to the health
care provider. The disease-surveillance system in Guatemala has
major shortcomings. That diseases are undar-reported through
both epidemiology and labora=ory channels is recognized by the
HOH. The amount of under-reporting is unknown but the Public
Health Division, USAID/G, feels that it is significant.

The principal disease-surveillance shortcomings stem fro
fundamentally inappropriate and inadequate administrative pro-
cedures. Organizationally, the hinistry of Health, Division of
Statisrics, administers all data-gathering with little input from
the Division of Epidemiology for the evaluacion or improveaent
of the system. Additionally, morbidity data are cmplicated by
the fact that death is reported independently from illness, and
less than one-third of all deaths are certified by medical per-
sounM . For example, in 1974 more deaths due to malaria were
reported than the actual number of malaria cases. To date, =or-
tality data have not been included in routine disease surveillance.

While administrative weaknesses in disease surveillance are
key constraints to more effective disease conthol, so too is an
inadequately functioning laboratory neaw9rk. Several general
problems which exist with respect to the function of laboratories
are:

1. An inadequate system of laboratory organization to
regulate the flow of information, quality of service, and
training of personnel.

2. An inabili to modify the present system due to budget
limitations which affect both staffing and the supply of
basic materials.

The critical requirement for laboratory servicas in diagnosis
and disease surveillance will not be met in Guatemala by the ex-
pansion of laboratories to all health centers. The oresent defi-
ciencies waill be corrected only by the development of a systematic
svecimen-referral network from the local level to regional labora-
tories. Such a network is being studied by the Ministry of Health

but its implementation is far from assured.

Diarrheal Disease

Enteric infections may be transmitted ei:her by non-potable
water or fecal-oral contamination. In Guatemala, as in other



coimtis webre adequata ratr and sewerage aci..-lies are noc
available to a majoriy.- of :he population, diaxrheal "iLnesscus tucas a principal cause of =orbidi-7 and whria.-t, which
are greatest iz children under five years of age.

Three al:ernar.-- ve strategies for control of diarheal 2.1-
aes3es have been evaluated for thei- feaii2.ty in Guatemala:

I. ".mizatian. yphoid is the on17 diarr.heal disease
for which an effective vac.e is available. As a cont.ol
manhodolog7 for endeic -ansmLssion, t hoid 7acciaat:!*r, is
neither :ogistical27 ocr fin~cial17 feasible.

Z. virom=enca Sani:ation. "nvirouenral sanitation and
public education are pre-requisizes to the prevention of
-hi'hood diarrhea, a result of inadequate water, poor waste
disposal and parental ignorance of basic hygidnic principles.
Many studies have i=vestigated the results of i=provement.
in some or aU of these variables, but it remains unclear if
a single inrervenr n., such as provision of latrines, is

-cil :o breaking the aycle. Perhaps cnl7 general com-
muni:7 dvel.op== wil. produce pe-t-anent improvement in

zrbidi-7 and m=r-ali--7 due to diarrhea.

3. arl, detection and therav. Antibiotic therapy is 3en-
erall7 of Limited i=portcance in the trea=enc of aon- peciic
diarrhea. The National Plan for Health, 1975-1979 recognies
that prompt diagnosis, and adequate treatment to correct de-
hydration and elec-ol7te losses, dr-aticall7 reduce child
mortaity due to diarr-hea. The program outlined in the Na-
tional Health Plan has been strongl7 supported by 7WHO/PAHO.
A deliver7 stategy for rehydratiun centers has been proposed
and field-tested. The success of such sert-ices depends heavily
on access at the local level and the education of parents
about the benefits of such therapy. Extensive application
of rapid rehydration would have considerable public health
impact in Guatemala.

Unfort uael7, the multitude of physiological, economic, and
enviroumental. factors which enter into the diarrhea equation are
paralleled by a similar multiplicity of cultural responses. Per-
cepcual differences exist between Indian and Ladino populations
with regara to the importance of diarrhea as both a svmptom and
an i lness. The consequence is a trea=ment response in which dif-
ferent solutions are sought for each of these medical problems,
particularly in children.
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The Ministry of Health plan for the establishment of a net-
work of rehydration centers, while an important step, will be
only a temporary measure if the opportunity is no=t used to edu-
care the mothers involved and to improve the sanitary enviroaent
whenever possible. .fte-plan- i _ for this program should include
the -xamiation of experiments in India, Mexico, El Salvador and
Nicaragua, which use homemade fluids for electrolyte replacement
as well as of the potentially crucial role of the rural health
auxiliary in this entire program.

Vaccine-Preventable Diseases

The immnization program has been a remarkable success in
terms of its impact on morbidity. As indicated in Table 4.1.5-B,
-1-i ation campaigns have remained primarily vertical with lim-

ited coverage because of requirements to refrigerate vaccines,
particularly for measles.

TABLE 4.1.5-B

VACClNE DISTRIBUTION AND PERC=TAGE COVERAGE
(Numbers and Per Cent of at-Risk-Population)

1976

Cvcl e DPT MEASLES POLIO I CG

1 278,089 191,567 271,370
(69.5Z) (58.4Z) (67.9Z)

2 123,170 121,649 103,756
(57.4%) (56.7%) (48.4%)

Source: Division of Epidemiology, Direccion General de Salud
Plblica.

The resurgence of measles cases in 1976 was caused by two
major factors:

1. fewer actual dose., -f the vaccine were given, and
"2. due to migration following the earthquake many young
children in marginal areas were not vaccinated.

However, this outbreak also re-emphasizes the importance of
delivering potent vaccine to all villages of the country. Given
the limitations on field staff and refrigeration facilities in
health centers, massive campaigns seem to remain the most pragmatic
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daliver7 system for measles ax-d polio vaccines. Diphc.eria =_nd
taclnus i-Mi"C"ion program, for children will have relaCave!7
little effect on disease in adul" for a generation and booster
vacc rioans wl be required at three and ten 7ears. Further,
tetanus iumni-atim of childran -ill =oc altar neonatal tetanus
rates in the first generation; incorporation of tetanus vaccina-
tion into a prenatal care progrm ill be required.

Special ;--4--tion proble=s were encou=tered in tne antal-
si- of the health status of finca workers, 1/ Whos* isoLatiou
makes tlhe most susceptible to being -missed during azaional c=-
paigns. Morbidit7 data for these workers confir= a hi.her-c-han-
national rate of vaccine-preventable diseases. Thus, -,ture =ass
campaigns should pay specia. attention to zeachi=4 these popula-
t#ons..

Fina.17, an evaluation should be made of rabies as a vaccine-
preventable disease. 2/ A control program should focus an the
vaccination of the large canine population, estimaed at 650,QCO
dogs naticnall7, or one dog per each ten persons, hich roAs the
streets and market places wizhout control. Tis c= .-o!led
canine population, added to the lack of a permanent, frequen= and
Well-organi:ed anti-ribie4 7accinacion program, =akes rabies en-
demiz in all populated areas of the country, with seasonal aut-
breaks and epizootic outbreaks ever C'to years.

,he most adv-isable ethcd for the cantrol 7-f tables is the
reduct-ion of the susceptible canine population, through an i=-
m~munlzatn prosram which will (a) 'unize a =im--- of W.% of the
susceptible canine pooulacion -within a 7ear, and (b) be continued
on a scheduled basis in order ta control the 7v-.s h :he canine
population. Isolated cases should be -reated as epid-emiological,
eliminating the source and the ccntacts.

I./ See Par: 4.1.7 of Chazcer 4 and A-.ex 5.7: Extension of
Fealth Services to Finca 'orkers.

2/ The stad7 of rabies in this Assess=ent -.;as conducted as par:
or "he avivnnental Sanitacion :ud7 since saz.a inspectors
are responsible for ca--rring out .part of this program. Tor further
details on rabies, see ?art 3f Ciaptar ,.6 and Annx 52.4:

~nvroentai.Saniz:t=.
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Microbac:erial infections

During the development of the Assessment, the HOE expressed
concern about two diseases in this category, tuberculosis and
leprosy. Ar present leprosy does not appear to be a major public
health problem and the MOH leprosy service seems more than suf-
ficient to deal with the small number of cases repor:ed. However,
more active surveillance in :he Departments of Guatemala and Santa
Rosa would =ake possible more accurate diagnosis of the extent of
the disease.

The Tuberculosis Division of the M.OB will cease to exist as
a vertical health program i 1978. Both curative and preveutive
programs will be transferred :o the department level; the national
program will retain a planning and evaluation function. The stat-
ed objectives of this integrated program reflect several important
new operational strategies:

I. The program wll. be based on the detection of open cases
and their contacts.

2. The i'-por-ince qf vell-supervised ambulatory therapy will
be stressed in order to di-inish the high rate of hospitaliza-
tion.

3. BCG will be syste-atica!i- applied to children entering
school, and verhaos, to all newborn, and

4. Tuberculosis services will be provided to all depart-
ments equally.

The contemplated change from an essentially vertical program
to a horizontal one will be troubled by a lack of basic knowledge
on two levels. No systematic data exist on patient health-
pertepticDs relate! to tuberculosis, and only rough estimates
exist on the number of unrepcrted cases of T3 and their geograph-
ical zlusterings. Three main sources of resistance to reporting
may be anctipated:

1. Social and Seographical inaccessibility of fixed health
facilities,

2. Fear of hospitalization, and

3. Lack of recognition of tuberculosis and its symptoms as
a disease per se.

Several important issues need to be addressed. The training
of medical and laboratory personnel at the health center level
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nould require several years. In addition, a great many health
centers dn not have microscopes or other basic equipment. Suf-
ficient funding has not yet been allocated, nor perhaps priority
established, for systematic drug-sensitivity testing in cases ofresistance to the NN streptomycin. Host importantly, the pro-
gram as outlined, will detect TB only among persons who present
themselves at health centers. Provisions have not been made in
the community to detect open (infectious) pulmonary tuberculosis
cases which do not present themselves az the health facility."
An outreach component has not been specified which will controldrug therapy or the seaxi.h for contacts. Finally, decentraliza-
tioan of responsibility, tc da::, does not include additional staff
at the local level to implement the proposed program.

A thorough program evaltation is suggested after twdo or three
years of operation in the decentralization node.

Parasitic Infection

In Guatemala three major types of parasitic infections are
prevalent: intestinal helmi-ths, malaria, and onchocerciasis. Pre-valemce of helminths is quite high, especially ascaris, hookworm,
and tricocephalus.

The majority of studies conclude that most persons, including
children, suffer littln disease until the density of adult worms
reaches critical levels in the in-estines. Heavy infectious with
ascaris and t:icocephalus are commonly believed to cause or exacer-
bate mainutrition or malabsorption in children; the exacit magnitude
of the relationship has not been quantified. l/ Hookworm infec-
tion can produce iron deficienc7 anemia when the diet has less
than optimal iron content.

The definitive control mechanism for all three types of hel-minths is the use of properly installed privies. Until fecal con-
tamination is effectively eliminated, drug therapy is available
to decrease parasite-caused morbidity. Some couutries, such asEl Salvador, have carried out mass therapy for all children with
Mebendazole, a single-dose therapy effective against all three
helminths. An alternative and potentially more cost-beneficial
use of Mebendazole (in that therapy is only a temporary method to
control morbidity) is to routinely treat only children with anemia,
malnutricion or symptous referrable to parasitism.

l/ Recent studies by the Institute of Nutrition of Central Amer-ica =nd Panama reveal a daily caloric loss of 150-300 ca-ories
among adult males due to malabsorption.



While Guatemala has the largest endemic area of onchocerciasis
in the Americas, l/ the disease is concentrated in the most pro-
ductive agricultural areas. Exact figures for the prevalence of
onchocerciasis in Guatemala are not currently available because
most infected individuals belong to an indigenous population which
is not accurately enumerated. Hcwever, its prevalence appears to
remain quite stable.

The social and economic impact of the disease in Guatemala
is poorly understood. In 1976 the onchocerciasis service was
merged with the malaria division. The program now centers around
a long-term externally-funded Japanese control project which is
redefining the prevalence of human infection and disease, perform-
ing basic studies on vector ecology and conducting trials with
newer larvacides. These activities are directed at a pilot control
program which might generate a model for transmission control in
other areas of Guatemala. The continuation of this research is
encouraged because sZ the impcct of the disease in the most pro-
ductive area of Guatemala.

The goal of the malaria program remains the eradication of
malaria from 85% of the country within five years. While this
goal may be feasible, the ability to achieve it may be affected
by several powerful factor.:

1. Malaria in El Salvador and Honduras is increasing; the
situation in El SaJ.vador is approaching a critical point.
Movement of pcpulation from the south continues to pose the
thr.at of reintroduction of malaria along Guatemala's south-
ern border.

2. Ano.pheles aibimanus, the vector of malaria in Guatemala,
is highly resistant to many insecticides.

In recent months in Guatemala public attention has been drawn
to the increase in the prevalence of malaria and to the resistance
to DDT developed by the insect vector.

In the first half of 1977, 6,000 cases of malaria were re-
ported. This represents a significant but not alarming increase
over the 4,500 cases reported in 1974. However, the 1977 reported
cases remain dramatically less than those in 1956 when 300,000
cases were reported annually and the National Malaria Eradication
Service in Guatemala began.

1/ The endemic area is the south coast, the most productive
agricultural area in the country.



Of the 6,000 malaria cases reported during the first half of
1977, more than half were detected in the Department of Escuintla,
where an increased prevalence of 12-14% has taken place. This is
attributable to the widespread use of DDT and Propoxur to combat
insect predators of the cotton crop. As a consequence, the mala-
ria vector, Anopheles albimanus has developed a resistance to
these insecticides.

Between 1972 and 1974 rural malaria rates in El Salvador al-
most doubled and malaria rates also sharply inczeased in Honduras,
another of Guatemala's neighbors. Movement of the vector from ElSalvador, together with the presence of an estimated 10,000 Sal-
vadorean citizens working without permits in Guatemala, serve to
maintain high prevalence rates.

The Guatemalan National Malaria Eradication Service is now
in the process of procuring an alternate insecticide, Fenitrotion,
to which the vector has not yet developed resistance, and will im-
plement other methodologies formerly proved effective in combating
the disease.

As malaria incidence decreases, pressure will increase to
diminish the program's operating budget, a fiscal phenomenon ex-
perienced in many other countries. Decreased funding limits the
surveillance imperative to maintain malaria at low levels. Mala-
ria eradication nationali7 is not feasible while transmission re-
mains unchecked in adjacent countries.

Tnsecticide Poisoning 1/

While not a communicable disease in the strict sense, insec-
ticide use has implications for insect borne communicable disease
and therefore a description of the problem appears in this chapter.

The profuse and unrestricted use of pesticides in the produc-tion of cotton has been responsible during the period 1972-1975 for5,684 cases of cbrical intoxication and 5 deaths in Guatemala.

I/ Abstracted from: "An Environmental and Economic Study of the7onsequences of Pesticide use i-n Central America Cotton
Production". ICAITI, January 1977, Guatemala.
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The population at risk in the cotton growing area of Guatemala
is 364,000, so annual morbidity rates per thousand for this popu-
lation is 3.9.

While these numbers do not identify pesticides as a major cause
of morbidity and mortality, nevertheless pesticides must be con-
sidered a major environmental hazard and a potentially serious threat
to humans and animals.

The most commonly used pesticides (DDT, BHC, Toxophene, more.
recently organophosphates) have been used excessively and
inefficiently. For example during 1974-1975 Guatemala was the
heaviest user in Central America of DDT with an average loading of
10.11 Kg. per hectare, approximately five times the level used for
the same purpose in Honduras. Distribution is also inefficient.
It has been determined that, sprayed from aircraft, approximately
56% of the insecticide aerosol falls outside the cotton field being
treated.

In 1973 a study was made of the geographic distribution of
pesticide intoxication. The Department of Escuintla was found to
have 765 of the 1,221 (63Z) of the cases reported in the cotton
growing area. Interestingly, twQ municipalities (Tiquisate and
La Gomera) within this Department were those in whiqh virtually
all these cases' occurred.

The treatment cost of pesticide intoxication has been estimated
to be about $32 ?er case, so that tne cost to the health system
of Guacr-alp during 1972-1974 was approximately $182,000.

intoxication, the majority of cases of which are caused by
organo)ihosphorous compounds, is found not only in cotton workers
as a consequence of contact wi.h sprayed plants and failure to
take adequate precautions in ha:dling pesticides, but also in
families including children whose homes are adjacent to cotton
fields and who are subject to spray fall out and drift. There
is a statistically significant relationship between numbers of
people affected and area of cotton pl.ated.

The presence of DDT residues in human tissues is much higher
in Central America than in countries like the U.S., approximately
eleven times the concentration in the blood serum of Guatemalans
dwelling in the cotton growing areas and approximately 1.6 times
the figure for Central American urban areas. By world standards,
Central American cotton workers are among the populations most
highly exposed to pesticides. The levels determined for Guate-
malans were higher than all other Central American countries
except El Salvador.
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While there is no clear evidence that relates accuulating
sub-clinical levels of DDT with long-term physical effects thepotential exists and should be recognized. Accumulating levels
come about in urban and other dwellers in non-cotton producing
areas by ingestion of foods including milk produced by Guatemalan
herds. Average contamination of milk showed levels of DDT
approximately ninety timeN above levels permitted in the U.S.
Levels in other foods, including seafood and beef are at unac-
ceptably high levels.

This contamination represents a serious annual economic lossof export currency to the'beef industry. Recent figures place
this as high as $1.7 to 2.0 million.

As indicated in the preceding section, perhaps the most
serious effect of pesticide usage on human health comes about
as a consequence of the increasing resistance of the malariavector (Anopheles albimanus) to insecticides. Malaria rates in
Guatemala have shown significant increases in the last 4 years
and the use of alternate insecticides to DDT has increased cost
of malaria control by approximately $1.6 million annually.

Conclusicns

Comunicable diseases of the types discussed in thi, chapteraccount for the majority of morbidity and mortality in Guateniala,
especially for children between the ages of 0 and 5 years. Pro-
grams that will have major impact can be adopted or modified forthose diseases with known control measures. Other diseases, es-
pecially intestinal helminths and rabies, will require a complex
integrated program including environmental sanitation, nutrition
and prophylaxis. The recommendations which follow are largely
specific to the communicable disease control system, but those
made in other sections of the HSA are also relevant to disease
control.
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Recommendations

Based on the problem analysis and subsequent discussion,
the folloving recomandacl.ons are made with respect to couni-
cable disease control:

Recomnendation 1: COMMUNITY HEJALTH WORKERS SHOULD BE TRAINED TO
ENHANCE BOTH THE ETENDED ACCVRACY AND FEEDBACK OF MORBIDITY RE-
PORTING AND EPIDMIOLOGICAL EJRVEILLANCE.

Recommendation 2: A SYSTEMATIC R.EiERRAL NETWORK SHOULD BE DE-
VELOPED FOR THE REFERRAL OF LABORATORY SPECIMENS FROM THE LOCAL
LEVEL, TO THE REGIONAL LABORATORY.

Recommendation 3: A STUDY SHOULD BE CONDUCTED ON THE ADMINISTRATION
OF, EFFECTS OF, AND APPROPRIATE METHODS FOR USING MEBENDAZOLE FOR
THE CONTROL OF INTESTINAL HELMINTHS IN CHILDREN UNDER FIVE YEARS
OF AGE.

Recommendation 4: CONTL G RESEARCH SHOULD BE ENCOURAGED ON (A)
THE FACTORS WHICH LIMIT TRANSMISSION OF ONCHOCERCIASIS AND (B)
THOSE OPERATIONAL STRATEGIES MOST LIKELY TO INTE PT TRANSMISSION.

Recommendation 5: MALARIA VIGILANCE SHOULD CONTINUE WITH ACTIVITY
DIRECTED TOWARDS MOVING AFFECTED AREAS INTO THE CONSOLIDATION PHASE.

Recommendation 6: IMMUNIZATION PROGRAMS SHOULD CONTINUE AND BE
EXENDED WITH PARTICULAR EMPHASIS ON DISPERSION OF VACCINE THROUGH-
OUT THE YEAR TO THE HEALTH CENTERS AND HEALTH POSTS, AND EXTENDING
COVERAGE TO THE POPULATION MOST AT RISK, THAT IS, CHILDREN AND
PREGNANT WOMEN. SPECIAL ATTENTION SHOULD BE GIVEN TO WORKERS IN
FINCAS WHO ARE CURRENTLY NOT INCLUDED.

Recommendation 7: THE PROPOSED 1977 ALTERATIONS IN THE TUBERCU-
LOSIS TREATMN AND DETECTION STRATEGY OF THE TB DIVISION OF THE
MINISTRY OF HEALTH SHOULD BE CAREFULLY PLANNED AND EVALUATED.
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4I.6 C9mPAit7 Participaticn

Problem Anal7sis

One of the keys to the development of a low-cost ruralhealth delivery system, and the achievement of significant im-provements in the health status of rural inhabitants throughpreventive medical practices, is the education and active in-volvement of the population in the health delivery system.

Guatemala possesses a rich variety of public and privateexperien-ce with various technicues for achieving this interaction.
At the same time, serious problems are also inherent in Guatemala'scultural diversity which impede the easy generalization of thisexperience to the whole country. CCmmities have a unique mix ofinstitutions, resources, customs, histories, and personalities.
The variables are further complicated by the significant differ-ences between urban and rural areas and the dramatic differences
bet-een Indian and Ladino lifestyles. It is very rJiffic-ult togeneralize about the success or failure of a particular projectbecause the variables exist to a different degree in each ocm-imnity and are contributory to success or failure in different ways.

Past attempts to generalize have had to be so superficial inorder to include all situations that the generalizations are notuseful in a specific situation. Conversely, analysis of specific
communities have proved to be usefu- only within a limited gec-graphic area. In an effort to present a broad and representative
view of community participation variables in Guatemala, the ex-periences of various groups or programs that are active in corn-vanity participation were reviewed, including Acci6n Con junta,Acc!6n Ct6lica, Xinistry oX Agriculture programs (such asBP&IESA, DIGESA, CCMMA.), individual cooperatives, Txcan Resettle-
ment, Centro Campesinal Agricola Chcqui, World Neighbors/San
Martin Jiloteapeque, national cooperatives (such as FMACOAC,FECOAR, Fundac±6n del Centavo, and miscellaneous DMESA cooperatives),
the Maryknoll Health Program of Huehmetenango, Clinicas 3ehrhorst,the CARE/l Quichi water and latrine program, earthquake recon-
struction in general and the USA[D disaster-relief building supplyprogram in particular, the CAPS/Universidad Landivar promoter
program, Desarrollo de la Ccmunidad, the TSR program, and Educaci6n
Escolar.

Nothing in the Guatemalan experience with community .artici-
pation suggests that it is a model to be abandoned. Cn the
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contrary, experience -with cooperatives, earthquake reconstruction
activities,l/ national level cmmnnity development activities,
and private volunteer programs,2J indicate that such activities
can provide the base for future projects not only in infrastructura
but in less visible areas such as health and education. Further-
more, such projects can be not only economically feasible but can
offer good rates of return on development dollars spent, although
this is certainly not the only criterion of success nor perhaps
even the correct one. Moreover, in the area of health, women not
only can be used as prz"mary care personnel but may come to be
preferred. Finally, the earthquake reconsti-action period has made
it clear that there is already more local-level capacity than
previously thought to manage and deliver completed projects and
to do so competently with a sense of self-confidence.

However, the amount of objective, systematic, longltudinal,
qualitative and quantitative evaluation of the community develop-
ment experience in Guatemala is minimal. Such evaluation data
as exist should be used in future program design and the MEH
should generate and avail itself of additional dat- by emphasizing
the community participation and receptivity aspects within the
rural health evaluation project and its other programs as well
as reviewing the commuTity involvement and receptivity .levels in
the Programa de Educaci6n Ertra-escolar.

I

Thoie programs which emphasize early comm nity involvement
in a real sense rather than an ideology-oriented one; that use
competent technician4 preferably from the area, who reside in
the area and who are competent in the local idicm; that use
culturally respectful teaching methods and technologies; that
eschew polizicization and avoid factional identification; and
that coordinate with other existing outreach entitle; are feasible.

Some Basic Fndings Lm'ncrtant to Com:=r.it7 Particination

The municipality contiues to be the primary social, political
and cultural unit in Guatemala. However, a variety of legal,
fiscal, and sociocultural realities at the =unicipal level conspire

lJ As of March 1977, the U=A_ disaster-relief building supply
distribution program had generated 228 community projects
involving $422,176 and 3,875 workers, with 173 ccmmunities
in the decision-making stage. These projects employed a
range of f-rcm 3 to 200 workers and expenditures of $250 to
$W7,725 in aldeas, caserios, and mlnicipios. The majority
were for roads, with water and educational projects following,
in frequency, rather well behind.

2/ Such as Clinicas Behrhorst, the Maryknoll Health projects,
the CAPE -water projects, and the Caritas Food-for-Work program.
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to lImit the role of local government as a mechanism in ccmmaity
development. These are:

1. A general lack of municipal funds due to (a) an uneven
distribution of monies by the central gove-ent among the
various =nLicipalities, (b) limits on the types, rates, and
utilization I/ of tax revennes generated by and for the
municipalities, (c) the unwIllingness of mch of the citi-
zenry to pay local taxes and often of the miMcipality to
aggressivelZ collect them, (d) a poor tax base in many areas,
and (e) bdgeary dizproprtions.2/

2. Public apathy, expressed both in unwillingmness and an
indispositionto form the local citizen-.unc.lman ccmmittees
required by law at the same time that public demand for
goverment services mounts.

3. Centralization and lack of zmicipal autoncmy, combined
with an unieldy, uncoordinated, unresponsive central bureau-
cracy and the inability of most municipalities to fulfill
their fiscal, technical, and leadership responsibi!ities due.
to inadequate numbers of qualified personnel whose limited
terms of office do not in many cases provide suitable motivation.

1&. Lack of articulation between the various local levels of
government and the central bureaucracy, absence of sufficient
accesslae pressure points 2/ and of local pressure groups,
and lack of knowledge about where pressure sLould be applied.

1/ For example, funds distributed to the rmicipalities by the
central government frm taxes on gas, coffee, beer, and liquor
are restricted largely to commnity public works projects but
cannot be used, for instance, to pay a doctor.

2/ In 1971, the average municipality spent 42% of its budget on
salaries and enployee benefits, 23% on loan repayment, and
22% on maintenance and purchase of equi~ient, leaing 130 for
public works, a naticnal average of $0.62 per capita per municipio.

V The picture of personal string-pu-.lling, or palanca, as the
domiating mechan-ism does not seem to apply in the Guatemalan
national/_ocal government relationship. The chief -pressure
point for alcaldes is ZTFCM (Instituto de Fomento Anicipal),
follo'ed by approaches to the President and to the appropriate
inistry. Channels of influence do not appear to include
businessmen, local landowners, church leaders, or party
officials in any major -ay.
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. A rem, ting distrust between local and national govern-
mont, each seeing the other as inefficient, inept, and corrpt.
The best image of the effectiveness of central government is
held by the most populous Indian mnicipios, particularly in
the Department of El Quichi. The poorest image is held by
Ladino mnicipalities with small populations, especially in
the eastern part of the country. A "good? image of central
government includes concepts of political efficacy, easy
accessib4lty, moderate levels of expectations and of devel-
opment as going beyond infrastructure to technical assistance,
employment sou-rces, and need for group formation.

6. Little or no priority-setting by municipal authorities,
nor the competence to determine priorities or carry them cut,
a condition exacerbated by the desire of limited-term mayors
to quickly build monuments or reputations as steps up to
bigger hms or, on the part of the more dedicated, to settle
for the most feasible in lieu of the most needed.

There are some factors which, with some consistency, seem to
hinder or help comm nity participation. Those factors which have
contributed to the success or failure of past programs involving
counity participation constitute useful criteria for ftture
programs. Obviously those factors which have been associated
with problems, resistance, or failure should be avoided in future
programs. Those which have heightened ccmmnity participation
should be replicated, but with adequate monitoring to be sure that
they continue to be valid.

The factors conducive to suucess or failure are listed below.
However, each factor does not exist in every community and the
relative importance of the factors is variable from ccmmunity to
co~mnity.

Factors Conducive to Problems or Failure l/

1. Outreach personnel who are inadequately trained, not
onl: in cormity development techniques but, most importantly,
in th( Lr own field of expertise.

2. Lack of adequate funds to properly educate or aid the
target population.

L. ?oor or inadequate instruction from outreach personnel,
particularly in management sk,ls and rights and duties of
members.

1/ Al the factors listed appeared in various combinaticns in
relation to a number of projects and project types; they
are not one-time aberrations.
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5. Highly Limited service areas, so that programs initiated
outside the base of operations tend to lack continuity, a
problem exacerbated by rapid persone1 turnovers.

6. Opposition, based on fear of competition, from other
villagers who are not members of the group in questi.on, part-icu-
larly if the program is economically oriented.

7. Improper handling of joint funds.

S. phasis on departmental capital cities.

9. Truncation of programs before fruition.

10. Orientation, in many instances, toward ladinos or
ladinoized-Indians, particularly in loan programs or at
leadership levels.

11. Projects poorly planned, inadequately supervised, and
not carried to completion.

12. E.-atic or one-time recruitment patterns, conducive to
ignor ng of out-migrants or residents of remote areas whp
are iznfrequently in town.

13. :gnoring of random local officials, often deceptlvely
crucial as "gatekeepers,, or channels of commatin.

14. Little attempt to contact the more conservative or
poorer members of the cc~m2it7, rather than ephasis cn
the most Preogressi7e elements and, sometimes, accompanying
politicization.

15. Local factionalism.

16. in capitalization programs, uneconcmically "i4mited

scope and continuity.

17. r"d 4n/Lad~no disjuncture.

18. Financing problems, usually the result of the inability
of essenti2a:y poor people to maintain a so1ren7 budget.

19. Random avoidable disasters such as a c-op adv&isor who
leaves at a crucial point in agr _lu.-a! cycle) "n-ch are,
in effec t , "over-remembered".
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20. Lack of f-lfiment of co±mmi. mts by promoters
(i.e., not showing up for meetings), especia!2y in the
indigenous population which has self-image of hcnring
commitmsts.

21. A sense, on part of Indians, that Ladino prcfessLorals
and technicians disdain them, are ignorant of their cultu.-re,
give advice that is too abstract and theoretical, or gi-,e
it in a patronizing manner.

22. Similar types of programs and projects lj operating
in the same geographical areas in an independent, paralel
fashion, gu.ided by different ph Uosophies and goals, with-
out overall planning and, usualy, w_th lIttle or nc inte-
gration even at the level of the individual outreach worker.

23. Lack of managerial skill and aggressiveness in crgan-.
zaticn.

2L. :n ca=ita'ization pro~ec:s, poor systems for onicring
f~indz and delinque-ies, which tnhances the probaii of
error cr :orruption, and t-s generates an L-.age cf
corrun-tIon.

25. inadequate stress on selection and tra!ra of inigencus
organiza:Lona! staffs.

26. Caritalization -projects which are so oriented to the
center that local participants feel conf-ts of loyalty
in p.rmoters and lack of intimate relationship vith the
ent:ty = -est:on. Meberships s-.agnate or &-_nde, an
atos here of host-ilty envolves, and, in the case of
ca=mitaliza-:o= projects, rcan repayment is poor.

26. An essentially pater-.alistic mcde of delivering assis-
tance, no: sc =ch i-' the assistance as in decisicn-mak!g
and management, so that cutside ideas are I-osed, however
beninly, and local off!.Cotals are _.7oT.ved only as tokens,
whi-h weakens whatever art- 4 trat:ve mscle =ight have
developed.

27. 7he 11'...7y in evaluating the saccess of cc----Ity
.articipatic= ror-grams, and perhaps -andue haste in taggig
.hem as failtires, makes temperance and delicacy in proJect
ad'uzs-,ent " '"

l/ Such as coopera:Lves and randcm cc-""L'ty development efforts.
The same obser7a:ion is made elsewhere in the Health Sector
Assessment with regard to r-.--a health delivery programs.



25. Fcc --- a!.--= amCng zz-'ie3 so that -=.ect
re1±cLatL-, d!.sw--ticn cf new and hea.!.y

ccqet,-l-±.n =ng !z±~ie ic oed. ,hjs 1.3 exacer-
bated 1.- ;ccr le7s.. cf :±aina=--- cc==t7
de~e1--.e=t -..- ezm in a-' sectors.

29. s=3 en: £ 7tent of w=onm -in o iygo:
and as either -=aid -.r -7ol -C - mec: r : f rcre
tad.tlcza. jr-ot--s of wh~ich -.rme- may :-e a =ar.-,

3c. .Ack o-f lzcall-l~e2 .rvn3ng r n i--ffoien:-
;re'.~n.r res,!aro.

,.. I t:ee7, a.--~ y er~d to deflne cco .t7
deve2-pev: or ooni- ;-± taio as 'Iacce::ancell of a

-4a wth "a. cit: m .n.s -,.eentatia.
:his t.m hs:a degree and :ai : f -a''aj
and =ay a.lso =edetex--4-e lvel of success tnh:e '--r ter=.

32. :ccnro a fc'-- the c-.'6t7 enti£:y ldZ ins
ordfc.r exa.1a, fe--t...:4er s:~.,

l/ his tel-m iz re 2yei~ -rhsze '-, -esarro.-o de !a
- CC_-=_dad I- its 1;74-171-3 13= :erat!7o lz a zorrecticn

to 3rro. ' iT7"Zs empnnsz ':: ;z--roc=:--e and :scant
in-rc!veent --f tie in resea=oI, =",Iect id4ent:.-
caticn, and =!~c:;ann.g, this entit7 :ncw ~Zstress the
Zo~cnce -.f ifa -creas an e&.oa:£ona- -.cc! and !nvc.-r'e
the c=cn4t earlier and =ore £n= inae:7 in the toal. oocess.

2/ The ~shteam iaw narwfccus as a flaw -' the ;atenalan
cccperat!7e noemnt ot a'-' um agr-ee. A. recent study;4 e-der 'see ASY.refernce o cnera-.-i-es in Ecuadcr
and E-cm&dn--a3 s-ggess --!at Cocmera:£7-es ar-e mcre mikel to
succeed in- tl'e .o-rn- u wer hev are :irzect iorgam..zedar.d
a c.-r.e-,e g-,&* -n.=h -can oe achaieved M =.n ted tI.e);
MVeessar, Iwhen they are fccu.sed =one askwn: cculd nct

z ceul-m cerated '=t ~ ins meec
fzr =cn-oar-oes~zc si and zcmzidemcae =zide talent.'
excl-.si- gronn mus are s=2Z~ and -Ins'.ated f== :-.her

~~em~ttn eer ;resrsre, ri7arz7 *beltweem gro-urs to
achizve, and resemble fa="ir a.rangemen--3?; and .m:...-e.
Organis-ation is3 tlzns instmumenta2., not an end i :~u
may Lay the foundaticn fo-r eransizn int oter, nore c==Ilex
acti~itiea. :Icth-ing suggests that this tces n:ct a=1.7 in the
Guatema'-, *se as we, the cro.icim ofcoozerami7es a' -.cc
zarrto. 'in fccu3 -.cuCd on.y '-e accurate if they did not erd
in the':u.
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33. ?mters w are nct natives o he area in which They
work, ma7 be a Htati.n. However, ccmm=uLt7 develcient
aci-rties generated bq prcmiters who are not resident in
the- work area is a fatal -tatcn.

34. Educationa. ac-i.it:ies which do not use local dialect
have zoticeably lower levels of i-.act.

.Factors Zon~ive to Success or ?erceived Benefits !/

1. Ipoli,1aless.

2. A.rrngemen-s which permit the acct2.a:ion of personal
capital or which cc! ecti ze economic actvi-t es for coc-
nity welfare needs.

3. An ope decisicz---akg process.

L. Seeing any mories or sum-.plies in-voled "stay in town".

5. Hones-y 4n those pr-o:.ing or managing the projects.

M. ieetin~g s.:-heL-es tid with market days after market

7. Dedicated, highl.y-mc:ivated leadership .thie fIrst
years of a prolect, together "-ith close !--m!ivement and
czntinnns iteraction fr- the begin-Ing with the client

. Use of indigencus ;r-aoters.

9. O br.ous 'cwledge and ccmetenceon he =a-- of any
-%ecIz-_ian in- nis own field of* soecialis'atio-n. 3thnicit-y
or naticual origin do q: se-- to matter in any widesoread
or consistent way; whether a tecr.--icin cr .r.-.oter is
Ladino, T,44Ian, or foreigner appears less c.-cial than
atzitudes of respect and a zedagogical :cs:ure Cf sharing
rather than a ni stering sue.-or .'- "'-ge. The mroblem
for outsiders is gener aly that of entree.

10. A corn cation modn based on or acccunt:-g for the
de=ns-ration effect, :oo-icat-ion from neighbor to neighbor
in CaS-al Ccnversa:in, use of local dialect, smal-g-u

'/ These factors are not in any order of inocr-ance cr zrealence.
Th'-ey vary fr-m those f basic philcs:phica. stance to 7ery
minor facets of inte-ren.ions.
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rather than more massive meetings, use of culturally
respectful and compatible communication techniquas,!/
and the "satisied-zer, approach.

11. Specific constraction projects (e.g., introductionof potable water) elicit the highest levels of commmity
ta-ticipation. Within thi, participation is greater inprogram implementation than in decision-making, research
(data collection) and commnication activities°

12 . The use of existing institutional arrangements 2/
as basis for commumity development activities.

13. Outreach to people in more remote rural areas, as
well as in more accessible and central locations.

14. Attention to organization and cooperative education
of members at the basic village level.

15. Efficient administration -dithin natic-.al or regional
parent agency.

16. No extension of due dates on loans in capitalization
projects, which seems to elicit higher repayment ratesthan more .flaeible repayment policies. Peer presszre at
the local level is also more effective in this regard than
national-level regulations.

17. Entmisiastic and persistent promotion of the project.

18. Group supervision of promoters is more effective thansupervision by a single individual, who can be bluffed more
easily. This approach contains useful elements of peerpressure and validation of concrete evidence or impressicns.

19. Success in a prior project or the achievement of some-thing valued and tangible is the best foundation for con-tinuing community participation, especially when elements
of consciousness-raising are gradually introduced and the
sheer flow of communication in all directions is increased.

lJ A brilliant example was the- use of photographs of the terracingat the Yhyan archaeological site of Zaculeu to persuade highland -agricultu.-alists to return to the fruitful methods of their very
impressive ancestors.

2J Either more modern entities such as Cooperatives, reconstruction
committees, or municipal committees, or local-level civil and/or
religious hierarchies.
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20. Visits by central government officials to discus,
local development problems,l/ with corresponding prompt
responses to ensuing solicitations from communities for
central goverzment assistance.

Recommendations

Based on the problem Analysis and subsequent discussion,
the following recommendations are made with respect to community
participation.

Recommendation 1: TE GOVERNMENT OF GDA.TMAJA SHOULD SURVEY
ONGOING IFA2H D= SrSTEMS IN GUATE.JA AMD 2flVR=ORATE
T= FEA2URES INTO ITS PROGRAMS.

Recommendation 2: THE GOVRET OF GUATBIIA SHOULD REV=W
ITS EZ!STING FRRAMS IN EN =NMETAL SANITATION TO. ENSURE

AT, TO TIM =IT POSSIBLE, THEY M TI FACTORS FOUND
TO IMPEDE COMMNITY_ PARTICIPATION AND vLA==L THE FACTORS
FOUND TO HAVE POSITIVE EFFECTS ON COMMUNITY PARTICIPATION.

Recommendation 3: MANAGERS OF RURAL EALTH OUTREACH PROGRAMS
SHOULD FAiLTARI TESELVES WITH AND USE THE SUCCESSFULLY

MZNSTRATZD TEC2=NQUES FROM OTHR SECTORS AND FROGRAMS FOR
flVOLVn COMuNITIEs E.G. AGRICULTURE, COOPATIVES, COMMU-
.NIT fEVELOfENT, NON-FORMAL EDUCATION.

1/ Anecdotal data support the widespread view among the 100
mayors interviewed by Mclntosh that ignorance on the part
of ministries and agencies leads to overblowm, incorrect,
or non-soluticns to local problems.
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4.1.7 Extension of Health Services to Finca. Workers 1/

Problem Analysis

While approuimately 500,000 families work farms less than
110 acres, the majority of the exported agricultural products ofGuatemala are grown and harvested on farms of 110 acres or more,
called fincas, which use and employ farm workers who permanently
reside on the finca, workers who live in communities close to
the finca, and a large number of seasonal migrant workers from
the highlands.

Fincas of 110 acres are either government-owned national
farms or farms privately-run by individuals or enterprises. Thegovernment of Guatemala owns 24 fincas which employ only 4,000workers. Privately-run fincas number 9,000 and employ 80Z of
tbe migrant and resident finca workers in Guatemala.

Number of Farm Employees and Dependents

Data describing the worker population of fincas are not
routinely collected and reported. The princiral data source for
this report is the Ministry of Labor wjich receives an annual
report from each finca owner in which the employees are listed aseither part-time or full time laborers. Totals derived from these
reports include some multiple counting of workers because some
migrants move from one employer to another. The extent of thedouble counting is unknown but it is believed to be minimal because
of data. on migration patterns. Some under-reporting also occurs
due to failure to report workers, particularly part-time workers,
including migrants, as well as part-time workers who are membersof families of full time workers. The estimated net effect isapproximately a 15Z under-reporting of the total finca workers.

Data gathered from the Ministry of Labor reports indicate
that the total work force of finca laborers in 1964 was 246,350,
increasing to 413,560 in 1974, an average annual increase of .04percent; of these, 80% were part-time workers, virtually al. of
which were migrants. Assuming this rate of increase until 1977,
% new estimate of 463,000 finca workers is yielded. This figure
i.: used as the low estimate of the size of the finca worker popula-
tion. If it is adjusted upward for the estimated 15Z of under-

I/ See Annex 5.7: Extension of Health Services to Finca Workers,
for a more detailed analysis of the problem and the proposed pro-
grams.
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reporting, the worker population would be 532,000; this is used
as the upper end of the range for the number of finca workers,
the mid-range is approximately 500,000.

Using the figure of 500,000 laborers, who work part-time or
full time at some time during the year, and assuming an average
family size of 4, 1/ the estimated total population-at-risk on
the fincas is two million persons.

Approximately 1,600,000, or 80% of this population are part-
time workers. Field observation indicates that approximately 10%
of part-time workers are not migrants. Deducting the non-migrant
part-time worker from the pool leaves a remainder of 1,440,000
part-time migrant workers at-risk on the fincas in 1977.

Other estimates of the finca worker population have been
made and are useful for comparative purposes. Fletcher et al 2/
estimated, in 1969, a finca worker population of 100,000 full
time employees and over 400,000 migrants. However, this estimate
is closer to the 1977 finca worker population than it was to the
1969 population.

Data from the Social Security Institute (IGSS) are also use-
ful .n arriving at estimates of the agricultural employee popula-
tion. In 1974, 271,000 affiliate workers covered by IGSS were
classified as rural, of whom 90 percent (243,000) were considered
Zinca employees. It is estimated that 50% of eligible workers do
not appear in IGSS data for such reasons as poor record keeping
and the workers remain on the finca less than 30 days. Assuming
this is true, the total worker population would be 483,000, which
is close to the estimate based on Ministry of Labor data, cited
above.

In a special study of migrants in 1967, Schmidt 3/ estimated
the total number of migrant workers to be between 200,000 and
250,000. These figures are consistent with the number of laborers
reported that same year by the Ministry of Labor.

l/ This assumes that the average resident worker family has five
members and the average migrant family has only three members. Mi-
grants do not travel with ti eir uhole family, but generally only
include the adult male and female plus the youngest child.

2/ Fletcher, Lehman B., et al., Agricultural Develooment and
Policy in Guatemala. Iowa State University, Ames, Iowa, 1969,
Page 56.

3/ Schmidt, Lester J., The Role of Migratory Labor in the Econ-
omic Develooment of Guatemala, Ph.D. Thesis, University of Wisconsin,
1967.
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Finally, a recent study 1/ completed for USAID/Guatemala
indicates that:

136,000 families in the highlands were landless agricultural
workers.

349,000 families worked family farms of less than ten manza-
nas 2/

These two groups total 485,000 families which are landless
or deriving subsistence from ten or less manzanas. It is believed
that these families provide the principal source of migrant labor
because they are unable to support all their needs from the pro-
duction of their land and must find additional work. Assuming
that three persons migrated from each of these families, the po-
tential migrant force would total 1,455,000 million persons. This
figure corresponds with other estimates of the size of the migrant
labor force.

In smmarv, based upon the above sources, the following con-
clusions are drawn:

1. The total size of the finca worker population-at-risk
is approximately two million persons, of which a minimum of
500,000 are workers and 1,500,000 are dependents..

2. Of the two million persons on fincas, 500,000 live full
or part-time on the finca, year round; 1,500,000 are migra-
tory from the highlands and live on the fincas for approx-
imately ninety days per year.

Of this total worker population, 80Z work in two regions on
the south coast, principally on 350 coffee, cotton and sugar fin-
cas which are predominantly privately-owned and cover approximately
2,233,000 acres.

The health status of the finca workers and their families re-
quires more attention by the Government of Guatemala and inter-
national assistance agencies because of the migrant nature of this
population, the isolated living conditions on fincas, and because
the living conditions and access to health services are among the
worst for any rural population group in the country and this par-
ticular group constitutes half of the country's rural population.

l/ Mann, Fred, Working Paier on Develomental Assistance Stra-
Cigy in Guatemala, USAID/G, October 7, 1977. Page A-1.

2/ It is estimated that ten manzanas (17.2 acres or less) is
insufficient for most highland farmers to grow the food they re-
quire to adequately nourish the average family.
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The finca populations have the highest rates of malnutrition
in the country and very Limited access to potable water. Poor
sanitation 1/ and dict are accompanied by high rates of diairheal
disease 2/ and amebijAzis, the most prevalent finca worker health
problem. A relative.y high incidence exists of malaria on the
south coast and of onchocerciasis (river blindness) in the large
rich coffee-growing area along the Pacific watershed. The latter
is unique to the finca worker population. Additionally, although
vaccinations are a proven cost-effective preventive measure against
some illnesses, estimates are that only ten percent of finca worker
children have received at least two vaccinations of the four re-
cently provided through the direct vaccination campaigns of the
Ministry of Health.

If a successful finca worker health program is to be de-
veloped, a number of constraints must be addressed:

First, individual multiple migrations occur because much oZ
the migrant finca wcrker population remains in one locale less than
ninety days and a growing number (22-40%) remain less than thirty
days. Second, a certain amount of ambivalence exists toward a
finca-based health program among small and medium sized fincas.
Third, the large fincas are isolated from Ministry of Health ser-
-vices, geographically dispersed, and lack an infrastructure to
deliver health services. Fourth, auy aystem for providing health
services must be integrated with the other health services in the
area, i.e., MOH and IGSS, as well as with referral specialty treat-
ment centers in Guatemala City.

Alternative for Oreanizing a Program

Alternative health programs include programs with a regional
or crop-based orientation, public or privately organized programs,
environmentally-focused in-lieu-of curative programs, or some mix
of these.

Programs with a Reional or CroD-Based Orientation

All regions, except El Peten, have substantial finca worker
populations. However, the south coast regions account for 80% of

l/ For elaboration of the environmental conditions on fincas see
Appendix 4 in Annex 5.7.

2/ In Annex 5.13: Nutritional Evaluation, INCAP indicates that
diarrheal disease rates of 165 per 1,000 in finca areas compares
with 80 per 1,000 national average, and the percentage of the fin-
ca worker population experiencing 'Gomez II and III levels of mal-
nutrition is 42" compared to 37% of the population in general.
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all finca workers and 90Z of all migrants. Thus, a regional focus
on the south coastal area would address the needs of the majority
of the target population with a minimal number of facilities and
administrative infrastructures. A small finca worker health pro-
gram successfully initiated in this region has the potential of
being replicated for a large portion of the total finca worker
population. The alternative to this regional focus is the initia-
tion of a much more difficult and costly nationwide program.

Two additional alternatives for consideration are 1) to focus
on crop-bascd programs, i.e., on coffee, sugar or cotton fincas;
or 2) to concentrate on only the largest fincas, regardless of crop.

For marketing purposes, growers of the major export crops
have formed crop-specific marketing associations. These adminis-
trative structures may be candidates to operate a crop-based finca
worker health program.

A crop-based health program has, in fact, been successfull7
initiated among the coffee growers of the Association of Coffee
Growers of Eastern Guatemala (ACOGUA), which has developed a unique
integration of its program with public and private groups in the
region. Similar groups have been very successful in Colombia. The
potential of this model for wide replicabilit7 and the extent of
coverage depends on a significant amount of private initiative. A
substantial number of small finca owners are apathetic toward a
finca-based health program, thus, it'may be wise to initiate health
programs within existing crop-marketing groups.

A crop-oriented health program is not in basic conflict with
the regional focus, since most fincas in the south coastal region
are the prime sources of the three principal exported crops, i.e.,
coffee, cotton and sugar. In fact, a health program initially
based on finca size, crop, or region is most likely to succeed in
providing the greatest coverage if it is established in the south
coastal region.

Public Versus Privately-Organized Interventions

Private Sector Programs. Limited contact with a small number
of finca owners indicates that large finca owners are sympathetic
to developing finca worker health programs And are more able than
small finca owners to finance such programs. Targeting healch pro-
grams to the largest finca has the advantage of capturing the greatest
number of people in the smallest number of organizational
units. Since about one-third of all the agricultural land in the
south coastal areas is characterized by large fincas greater than
110 acres, this alternative overlaps with an complements the south
coast regional alternative.
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Such finca worker health programs have a high potential for
su.cess. Three private health programs provide models for con-
sidoration.

One private preventive-health services model exists vhich
contracts w-ith a physician to provide preventive health services
to seven plantations. The wide replicability of this model is in-
feasible until an organizational structure is developed which over-
comes the problem of recruitment of both practitioners and inter-
ested ovoers. The need for physician-trained personnel to provide
simple preventive services may also be questioned financially.

A second private model was provieed by a private voluntary
health organization (HPVO) which agreed to deliver preventive,
ambulatory and hospital care services to fincas for a contracted
capitation rate per year. This model included clinic/paramedic
services, as well as physician and hospital services, and pro-
vided a more stable organizational structure than the model men-
tioned above. However, the potential coverage of this approach
is limited by the HPVO financial base.

A third model is that of the regional crop-based rural clinic
p.rogram of the Association of Coff .e Growers of Eastern Guatemala
(ACOGUA) mentioned previously. ACOGUA serves a population of
20,*000 located within a twelve-kilometer radius from its clinic
and includes twenty fincas and several small pueblos. All persons
in the area have access to the medical clinic; proximity to the
population is one of the major advantages of this alternative.
Although the scope of services is limited to curative set-rices,
the potential impact is greater than all other private models be-
cause it is totally self-financed and initiated by the finca owners
themselves.

Public Sector Program. The development of a successful public
model for delivering care to fincas will require a permanent, na-
tional organizational structure, publicly organized, with a strong
administrative capability. Three alternatives for organizational
development have been explored.

One alternative is to expand the decentralized public system
of health posts, health centers and hospitals run by the MOH and
IGSS, and to subsume current private activities into this system.
While the advantages are obvious, the disadvantages are less clear:

1. The MOH health posts that currently serve the fincas are
infrequently used, inaccessible, and oriented toward curative
services; IGSS health posts are exclusively for accidents.
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2. To build new health posts requires that private owners
both donate the land to the government and allow access to
non-farm residents, and

3. Historically, finca owners have expressed general dis-
satisfaction with the services of both the MOH and IGSS.

A second organizational/deliver 7 model is that of the National
Vaccination Programs. Based on this model, a National Direct Pro-
gram for Finca Worker Health Care, organized by the VOH may be an
effective means of providing health services to migrant workers.
This type of program could have the broad regional coverage neces-
sary to respond to the work and migration patterns that exist or
may develop, while a program privately initiated on a finca-by-
finca basis may find it more difficult to provide comprehensive
and continuous care. The National Direct Program could focus in
a specific crop area for a specific time; could be more efficiently
managed than the more complex bureaucratic public health system;
and could provide more flexibility in terms of adapting the pro-
gram to different circustances in different areas at different
times of the year.

There are disadvantages, however, to the National Direct Pro-
gram. This approach would create a vertical program at a cime
when the fO" is pursuing a policy of disbanding vertical programs;
-this tpe of program does not lend itself easily to the develop-
ment of a local infristructure for the provision of health services;
and it does not involve the private sector which is crucial to suc-
cess on the fincas.

A third organizational strategy is the expansion of the private
sector models, noted above, through public sector stimulus and orga-
nization of the models that exist. This ccmbination of private and
public would essentially use a national organization to coordinate
the efforts of the private groups and work to expand their coverage.

Environmentally-Focused Programs in Lieu of Curative Prora,

One of the leading causes of morbidity on the fimcas is diar-
rheal illness; additionally, 21Z of all deaths are caused by res-
piratory illnesses, the leading cause of mortality.

Both diarrheal and respiratory illness have specific treat-
ment regimens, but both are more effectively created through en-
vironmental sanitation interventions. A latrine program that in-
cludes health education and improvements in the qualicy of the
water supply are preferred cou==it7 treatments for diarrhea.
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Improved housing, including more square-feet-per-person is a more
effective way to treat respiratory problems on a community-wide
basis than individual symptom-treatnent.

While individual patients must be cared for, the commniry
as a whole can be treated also. Three fundamental stevs should
be take.n to improve the current conditions on the fincas: improve
water systlmls, i=prove both the instauation and use of latrines,
and improve housing.

A variety of public and private programs could be established.
However, whatever eventual method is selected, three program
elements are essential:

1. Technical assistance on the design and construction of
the needed systems;

2. A loan fund for the medium and small finca owners who
do not have the necessary capital but could pay back a loan;

3. Demonstrated capacity and a willingness on the part of
the finca owner to provide the needed curative services if
assisted with environmental problems.

Esti=atinz the Cost of a Finca Health Program

The upper end of the range of possible total costs of providing
comprehensive health services to the total finca worker population
of 2,000,000 persons was set by using the HPVO model which was
$10.70 per capita I/ or a total of $9,300,000; the lower end of
the estimated range is set by currcnt 1.0O per-capita expenditures
in the south coast which are $2.16, av.d aould total $4,320,000 for
a comprehens.ve finca worker health program.

This estimate does not include improvements in the housing
or water systems.

Recommendations

Based on the Problem Analysis and the subsequent discussion,
the following recormendations are made with respect to the extension
ofhealth services to finca workers.

1/ The 1976 experience of a Project Concern Program serving four
fincas has been applied to an estimated 500,000 permanent finca
residents and 1.5 million migrants receiving an average of three
months per year of services that. include hospitalization, ambulatory,
and nutritional services.
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Recommndaion 1: T3E GOVER.NT OF GUATLIALA SHOULD MAKE THE
EXTENSION OF HEALTH SERVICES TO :INCAS A HIGH PRIORITY AND _NACT
LEGISLATION TO ENSURE THAT FINCA OWNERS PROVIDE ADEQUATE HEALTH
SERVICES TO WORKERS. SUCH SERVICES SHOULD j/'VEASZ=E PREENTIVE
AND CURATV HEALTH SE3VICES, HEALTH EDUCATION I' NUTRITION AND
SANITATION, AND ACCESS TO LA--.NES AND POTABLE ' IER SUPPLIES.

SUCH LEGISLATION SHOULD COVER BOTH RESIDEN'T AND MIGRANT
WORXZRS, REGARDLESS OF THE LENGTH OF ITz THEY 'RESIDE ON THE FINCA,
AND SHOULD DESIGNATE A BRANCH OF GOVvR. -0T TO ESTABLIS: NOR5,
MONITOR COMPLIANCE WITH THE NOR-.S, AND PROVIDE THAT TECHNICAL AS-
SISTANCE TO FINCA OWNES WHICH IS REQUIRED FOR COMPLIANCE TO THE
NORMS.

TH EDICAL SERVICES TO 3E PROVIDED SHOULD ENCCMPASS THE
SPECTRUM OF A&VULATORY CARE AND USE ALL OF TE VARIOUS PUBLIC OR
PRE-VATE ALTERNATIVES AVAILABLE.

ENVIRONMENTAL SANITATION LXPROVERM S SHOULD BE REQUIRED 0N
HOUSI"NG, WATER, AND LAT-INES. TECHNICAL ASSISTANCE SHOULD BE PRO-VIDED TO INDICATE WHAT IS REQUIRED ON EACH FINCA IN ORDER TO COMPLY
WITH THE NORMS.

THE FINANCING OF TEE REQUIRED SERVICES "ILL DEPEND UPON THEFINANCIAL CAPACITY OF THE FINCA; HOWEVER, A VARIETY OF PUBLIC AND
PRIVATE ORGANIZATIONAL AGENCIES MAY WISH TO ASSIST IN SOM SPECIFIC
PART OF THE PROGRAM.

ecomendacion 2: THE GOVErNmT OF GUATENAL SHOULD UNDERTAKE
A STUDY OF CURRT FI;CA LEGISIATION TO DETERMINE WHETHER ElXISTNG
LEGISLATION IS SUFFICIENT OR WHETHER ADDITIONAL LEGISLATION IS RE-
QUIRED TO ACCOMPLISH THE OBJECTIVES OUTLINED IN RECOMMENDATION 1.

ONCE A SUFFICIENT LEGAL BASIS =ISTS, EITHER THROUGH RE-
IT RETATION OF CURRENT LEGISLATION OR NEW LZGISLATION, A PILOT
PROGRAM SHOULD BE DESIGNED FOR THE PURPOSE OF DESIGNING A NATIONAL
PROGRAM.

Recommendation ?: THE ORGANIZATION OF THE NATIONAL VACCINATION
CAMPAIGN SHOULD BE MDIED SO THAT IT 1) IDENTIFIES AND VACCINATES
THOSE CHILDREN UNDER FIVE YEARS OF AGE ON FINCAS 'WHO NEED VACCINA-
TION AND 2) PROVIDES VACCINATIONS TO AT LEAST EIGHTY PERCEN"r OF ALL
WORKERS ON THOSE FLNCAS WHICH USE .MIGRANT LABOR OR ON WHICH MORE
THAN TEN FAMILIES PERMANZNTLY RESIDE.
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I
4. 1.8 Halth-Related Private Voluntary Organizations

Problem Analvsuis

As part of the Health Sector Assessment, a study was made
of the Health-R elated Private Voluntary Organizations (HIV0s)
in Guatemala. Forty-two of the major HP'%Os were interviewed in
depth and partial data was collected for the others.

General Des criDtion

There are 150 health-related PVOs in Guatemala; 2 23% are
Guatemalan-supported and 77% receive all or most of their funds
from other countries. Of this latter group of HPVOs, 21Z are
non-sectarian and 79:t, or the majorit y of the health-service
PVOs, are non-Guatma3an, religiously-orien ted groups.

Relatively few of the HPVOs (17,) limit their activities
to the development or provision of health services. Most are
sectarian or missionary groups involved in an integrated pro-
gram of igricultural, spiritual and coummnity development, in
addition to health services development..

Several minor differences exist between the sectarian and
non-sectarian HPVOs. The majority of the non-sectarian groups
usually plan to conduct their activities for a specific period
of time, generally less than ten years. Although the individ-
ual plans of the sectarian HPVOs vary, most plan to continue
their programs for an unli-ited period of time. ln general,
the non-sectarian programs appear to employ local residents
more, at all levels of operation in the health program, than
the sectarian groups. One explanation for this is that the
budgets of the non-sectarian groups are usually larger, increas-
ing their capacity to hire local people.

1

See Annex 5.8: A Study of Health-Related Private Voluntary
Organizations (HPVOs) in Guatemala for a more detailed descrip-
tion of the study, analysis of the problem, and the programs
proposed.

2
Ibid., Section 4.5: Index of Health-Related PVOs in GuatL-

mala.
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Geo0'raohic Distriburion

Mhe general geographic distriution of the HPVO sites is
indicated on .'Xap 4.1.3-A. It is clear that the majority of
EPVO activity, is in the Western and Central Hizhlands (62: of
aLl HPVOs and 53Z of all HPVO sites). C the opposite end of
the spectrun is the South Coas with 8'- of the toral aPVO sites.
This concantrated activity appears partially justified by the
ftct that 54.2 of the rural population lives in the highlands
(sea .ap 4.1.8-B). However, this does mot expLai= the low lev-
e1 of HP70 activity in the ?astern Desert and on the South Coast
vhirch contain 37.2= of the rural residents but only 15: of the
HIPVOs and 18 of the E'70 sites. Conversations with HPVO staff
indicate another explanation; U 'Os experience relati7e ease
in working vith the -zountain Indian groups and volunteers find
the mountain clinae and environent desirabla. :t is diffi-
cult to weigh this in cccparison co other factors but it is
clear that the distribution of HPV~s in Guatemala is the prod-
uct of a very complex set of variables that has evolved over
the years. It is difficult to determine what exactl) has caused
this distzribution and perhaps its cause is not as i=ortant as
assisting new HPVOs in finding project locations in underserved

The data clearly demonstrate the concentration of HPVOs
in the Wastern H1hJands and the lack of HPVOs in the East or
on the South Coast. ;ev HPVOs should give special considera-
tion to locating outside of the highlands.

Utilization

The concentracion of HPVO patient v .sics in the Western
ighlands corresponds with the concentration of HVO sites in

the Western Highlands. (See Tahle 4... S-A
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AP 4.1. 8-A

NEGIO-NAL DIS.'TjTLIOn: OF ALL 1!7rrVIE1,TD HPVOs & HFVO SITES

Region VII

2 of HPVOs
1: of IIPVO sites

Region V

38 of iIVOs
57: of HVO sittes
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) 8 ~ ~ ~ ~ ~ ~ ~ 8 of HPVO ie einI ot os

7% of j.-

seionI aternsr

Region Iaia itoAe

9% ofV

Region V etrl1ghad

H h of Vs Region I Jeneg lHghlands
8Z'I16 of HPVO sitesR

Reio III Easer Deer

Regio IV Capiton Metr Area
6Z f PVs ,)Region V Centraln Highlands

16 of HPVO sites
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MAP 4. 1. 8-B

RURAL 1'OPULATIO&N DISTRIflUrIMI
BY REGION-

Region VI

. 7%

.7/

Region VTRi Region V 4.1,

42.4%10%

Region I S

RegionI aser esr
ReinIVaitlXtoAe

RegonIlRegion V Central Highlands

Region V1 AtlanticSOURCE: Centro Lart.ncamricano, de Region VII Jungle
Dmografa (CM..AlE) .1975.
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TABLE 4.1.8-A

A COMPARISON OF
THE PERCENTAGE OF TOTAL PATIENT VISITS

IN MOH AND HPVO FACILITIES
WITH THE PERCENTAGE OF HPVO SITES

AND PERCENTAGE OF THE RURAL POPULATION
BY REGION

Percentage of Percentage of Percentage
Rural Population Total Patient of BPVO

Visits Sites
.OH HPVOs

Interviewed

Western Highlands 4,20 22% 64Z 57%

South Coast 22% 17% 4% 8Z

Eastern Desert 15% 23% 5Z lIZ

Capital Metro Area 5% 23% 5% 16Z

Central Highlands li; 5% 7% 5%

Atlantic * 4%. 5Z lz 2%

Jungle 1% 5% 46 1%

SOURCE: HPVO Study, Annex 5.8 of thc Guatemala Health Sector Assess-
ment.

There is no satisfactory explanation for the high produc-
tivity of the Atlantic Region where 2% of the HPVOs produce
11% of the v-.sits, or the low productivity of the Eastern Desext
where 11% of the HPVOs produce 5% of all patient visits.

The distribution of 11OH patient visits, aS shown above,
corresponds more closely to the distribution of the rural
population than does the HPVO patient distribution. This is
probably related to the wide distribution throughout the coun-
try of 1OH health centers and health posts.



Productivity

The largest HPVOs orking in Guatemal.a at the tim of the
stud7 were intarvieed. 1/ Collectively, the HPVOs intervieved
eploy 1,646 persons, in=luding 24 doctors, 50 graduate nurses,
83 vocational nurses, 1,373 health promoters, and use thousands
of local commnity volunteers and a substantial number of volun-
teer professionals. These employees and volunteers operar- 50
clinics, 6 small hospitals, 1,175 supplemental feeding 1 .,
and 21 training programs.

There is a large difference in productivity bet-ween the
M0H and PV0 fac ities as the following table indicates:

TABLE 4.1.8-B

A CM-TARISON OF THE PRObUCTI7VTY OF
IM OH A D i1PVO FACILITIES

Ambulatory Care iatent
Centers as of Total Visits
1977 (including Patient Per Year
GOG Health Centers In-Patient Total Visits Per
and Health Posts) Facilities Facilities Annually Facilitv

NIOH 629 37 666 831,000 1,248

HPVOs 50 6 I 56 649,694 111,602

Distributing all patient visits over the facilities, the
664 MOR facilities experiencad 831,000 patient visits, or
1,248 patient visits per year per facX'..ity. The 56 HPVO facil-
ities experienced 649,694 patien'c visits or 11,602 patient
visits per year per facility. Uhen utilization data for the
urban facilities are subtracted, the productivity of the MOH
facilities deceases from 1,248 to 1,146 patients per facility,
and that of the H'V0s remains constant.

This difference in productivity between the MOH and HPVO
facilities in the rural areas is caused by a variety of factors.
One important factor is that the two systems emphasize different

I/ See Annex 5.8: A Study of HPVOs in Guatemala, August 1977,
Section 4.4: ,,Uphabetical Listing of HPVOs Interviewed.

2/ 1ihese feeding locations include 221 MO health centers and
health posts through which CARE distributes PL-480 food.
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types of care. The HPVOs, with sufficient but minimally train-
ed staff, have an active outreach capacity and treat as many
people as possible, as quickly as possible; many patients are
seen at home by the outreach staff. Most complex problems are
refarred to MOE facilities. Within the limits of its resources,
the MOE treats referred patients but does not conduct a signif-
icant outreach program. (However, as the MOE-sponsored Rural
Health Technician (TSR) 1/ Training Prograw continues, and its
graduates are deployad, the outreach capacity of the MOH is
expected to increase.)

Coordination of HPVO and MOE Services

Since comounity health needs in Guatemala so dramatically
exceed the resources of either the HEVOs or the MOE it is im-
perative that the two work as closely together as possible to
nax~.ize their mutual impact.

In general, the HPVO and MOE staffs work together well at
the municipal level. Of those HPVO projects interviewed,
virrully all refer patients to the local MOE hospital, health
canter or health post. Thirty-one share staff with local MOH
facilities, and many depend upon MOH ambulances when seriously
ill patients mus.t be moved from the HPVO clinic to the MOH
hospital. The MOE health centers and health posts also refer
to HPVOs because the HPVOs are better equipped, and stocked
with larger inventories of medication. Unfortunately, in some
municipalities competition exists between MOH facilities and
PVO services or between two or more HPVOs in the same commnity.

There are villages in ,;hich exist a MOH health post, a Catholic
clinic, and an Evangelical clinic, all competing for patients.
However, for the m,,t part one finds a harmonious working rela-
tionship between the MOH and HPVO staffs at the municipal level.

At the departmental level there is less coordination
between HPVO and MOH activities. The HPVO staff have relatire-
ly little contact with MOH staff in the departmental capital
and virtually no contact with the chief of the MOR departmental
services because a relatively small percentage of all HPVO
patients actually need to be moved to the regional hospital.
This lack of professional contact and regular communication
about mutual problems and/or limitations has allowed unreal-
istic expectations to develop between the MOH and HPVO programs
and has caused unnecessary problems and misunderstandings.

1/ Annex 5.12: Human Resources describes the TSR training
program.
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At the national. level, with the exception of a few of the
very large HPVOs such as CARE, CRS, and Project Hope, there is
essentia-11y n co-maication between the HPVOs and MOR. The MCH
finds it difficult to deal with 150 separate HPVO entities, each
with its own unique corporate structure, budget and philosophy.
It is equally difficult for the EPVOs to deal with the distance
and expense entailed in making trips to the Capital, especially
when there is little assurance for the HPVO representative that
he will be able to complete his mission at the MOH expeditiously.

.inancial Profile

The profile of expenditures between the MOH and the HPVOs
is significantly different. This is due as much to the dif-
ferences in the nature of the two systems as to other variables;
the %1OH maintains centralized, sophisticated in-patient facili-
ties such as Roosevelt Hospital and all regional hospitals
while the HPVOs operate less than ten small in-patient facili-
ties. Principally, the HPVOs provide basic primary care services
in simple facilities or in the home. Of the $22.4 million
which MOH budgeted in FY 1977 for hospitals, health centers
and health posts, 54Z was ro be spent in the Capital Metro Area.
By contrast, 63Z of all HPVO expenditures was spent in the
Western Highlands.

Total anaual HPVO expenditures are estimated at $4.8 million
for medical services and $3.5 million for PL-480 food distribu-
tion. When these expenditures are combined with rhe $22.4
million spent by the ZOH for hospitals, health posts and health
centers, the national aggregate par capita expenditure for
health-related activities is $5.04 per person per year. Of
this total, the MO expends $3.68, the PL-480 Food Program
$0.58, and the HIV0s $0.78 per person per year.

Thus, through a combination of normal expendituras,
coupled wi-th expenditures related to the PL-480 Food Program,
the HVPOs effect 27Z of the national per capita expenditure
for health.

In rural are"., where the MOB spends $2.22 per capita;
the PL-A!C %z,; Progra, $0.64; and the HPVOs $1.18, the HPVOs
account for 45% of the to=al rural per capita expenditures
for health-related activities.
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Role of the HP VOs in the National K- .lth Care Delivery System

Health need- in Guarmeala, as evidenced by the major causes
of death,1/ are medically most effectively addressed through
basic primary care and improvement of environmental sanitation.
The HPVO resources appear to be well oriented to the health
needs of rural Guatemala and function efficiently. However,
because the health coverage of the HPVOs is so heavily concen-
trated in a few areas t their health services are not well
oriented to the entire rural population of Guatemala.

Currently HPVO activities fall into four categories based
on the type of act4vity and the relationship of the HPVO with
the OH:

1. Developing or testing innovations in providing
serv.ces.

2. Developing or operating a part of the national
health care delivery system for which 1110H plans to
assume all or part of the financial support needed
by the project.

3. Developing or operating health services in
isolated communities for which there are no MOH
plans for assuming financial support for the
project.

4. Providing financial support for research and
limited support for professionals studying outside
Guatemala.

,lthough large HFVOs, such as CARE and CRS may fall into
more than one category, each was assigned tc only one, based
upon the major focus of its activities.

1/ The major causes of death in Guatem . are discussed in
Chapter 2.4: Indicators of Health Status, and Part 4.1.5:
Communicable Disease Control.
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PERITA(E OF UP70s M EACH CATEGORY OF ACTIVIT?

Category Number of Proiects* Percentage of Total

1 3 3%

2 25 24Z

3 76 71Z

4 2 22i

TOTAL 106 100Z

Field data were collected from 42 HPVOs with 106 projects.

Thir majority of the projects interviewed meet the criterion
for categv,7 3; for the most part, these are small sectarian-
based clinucs. The projects which fit inth category 2 tend
to be larger and older, a mix of sectarian and non-sectarian
Very few projects were assigned to category 1 because of the
limited capacity of the HPVOs to evaluate their programs. This
is due in large part to the absence of trained health care
administrators in the HPVO programs. Those projects assigned
to category I are projects with a large staff in Guatemala and/
or significant professional backup outside of Guatemala.

Approximately a quarter of the EPVOs have some form of
cost-sharing or other resource-sharing plan with the MOH.
However, most HPVOs arm providing health services without
formal plans to transition the program after a number of years,
do not have plans for sharing resources with the ,!OH, and do
not regularly evaluate their programs.

The concensus among the HPVOs, the 110H, and USAID appears
to be that the ideal role for an HPV0 is as a transitionary
agent, temporarily neeting a need until the local government
can respond to it. The length of time necessary for such

- .ion varies considerably between projects. However,
S ,appear that for a transition to occur it is necessary

t ire be a plan for smooth control of the project over
d. 4 of years, a system which focuses HPVO and M0H re-

r ougces ov. the project, and regular evaluations of activities
to differentiate effective from ineffective procedures. The
future of HDVOs in Guatemala will depend, to a large extent,
on their success in findings ways of addressing these three
criteria.
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More Effective Utilization of the HPVO8

The MOE and the HPVOs can be viewed as two complementary
systems working to provide health services to Guatemala1. The

need of the HPVOs for in-patient referral facilitis and the
need of the MOB facilities for the case-finding dor by the

HPVOs makes the two systems inter-dependent.

If the MOH and the HPVOs could begin to discuss their

mutual goals, resources and needs, and could begin to work
toward the development of department-wide health services plans,

there is no limit to the sharing of resources that could be
realized. For example,

- the PVOs could provide services which the MOH cannot

afford and for which there are no trained 1OE staff.

- joint PVO/140H. staff training and continuing education

programs for physicians and nurses could be held on a

regultr basis.

- short-term physician volunteers could work in both

the MOH and the HPVO facilities.

- outreach activities could be shared.

- joint health education programs for schools and com-
munities could be planned.

Other than surveying each HPVO directly, it is virtuall

impossible to acquire utilization and financial data on the

HPVOs. However, each month the HPVOs with in-patient facil-

ities fill out forms for the MOH Division of Statistics in

the Capital. If all HFV0 facilities, in-patient and out-
patient alike, were to supply utilization data which were

suimarized and sent to the coordinating MOH office, the MOE

Area Chiefs, and the other RPV0s, a greater understanding of

HPVO activity and a basis for communication could be developed.

A first step in coordinated communication is the sharing

of experiences. It is essential that a mechanism be develop-

ed for the regular self-evaluation of the HPVO programs which

includes extensive feedback to the 1H. Additionally, the

transitionary role of the HPVOs requires that a public office

be established within the MOH to maintain liaison between the

MOH and the HPVOs so that (1) when it is appropriate, the

services provided by the HPVO can be transfered to the MOH,
and (2) the MOE and the HPVOs can plan to expand coverage

to groups not currently receiving adequace services.
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The challenge is to develop a forum for improved and co-ordinated communication between the two systems in order tofacilitate a system of complementary services which makes maxi--- use of their mutual resources in addressing the health prob-
lems of Guatemala.

An HPVO Association

Because there has nut been a specific national program tocoordinate HPVO activity with M1OH activity, a variety of com-munication and administrative problems has developed. Currently,no mechanism exists in Guatemala which specifically provides tzefollowing scrvices to the EPVOs:

1. A forum for discussion of the mutual problems faced by
the BPVOs.

2. A means for communication as a group with the MOH,
IGSS, or other GOG institutions.

3. A base for the training of HPVO health administrators,
auxiliaries and other staff.

4. A basis for joint HPVO/GOG.health planning at the
national level.

5. The professional/social environment for personalcontact of HPVO staff and XOH, IGSS, and other GOG
officials.

6. A center to which the HPVOs can address technical
questions.

One solution to these problems is the formation of an HPVOAssociation in which membership would be voluntary. In additionto providing the services mentioned above, such a group couldserve as a clear-Lng house for educational materials as well as acontact point and information source for new HPVOs interested
in locating in Guatemala.

The M'VO Association could also address the problem of lackof communication at the national level by assuming responsibilityfor the publication of a newsletter devoted substantially to 'HOH,USAID/G and other governmental health-related activities, as wellas to the EPVO activities. El Informador, currently phblishedby Catholic Relief Services, provides information on auxiliar7training issues. The possibility should be explored of expardingthe content, of this publication and building upon its readership
before an entirely new publication is undertaken.
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The majority of health-related IVOs working in Guatemala
are from the U.S. and several have USAID grants. Since the
interest of the HPVOs in rural health problems corresponds with
USAID priorities, it is reasonable that the USAID/G Mission
assist the MOE to establish a program to coordince aHPVO activi-
ries, such as the establis1mt-t of an HFVO Association.

Recommendations

Based on the problem analysis and .subsequent discussion,
the following recommendations are made with respect to the
health-related private voluntary organizati ons in Guatemala.

Recommendation 1: ESTABLISH AN OFFICIAL REGISTRY OF HEALTH-
RELATED PRIVATE VOLUNTARY ORGANIZATIONS (HPVOs) WITHI THE
MINISTRY OF HEALTH.

Perhaps the Office of the Coordinator of International
Affairs (OCAI) would be appropriate. In addition to maintain-
ing the inventory, the new MOH/HPVO Office should also be
responsible for:

1. Organizing semi-annual meetings in which the MOE health
area staff and the HPVOs in each Departmen't would meet to
share plans and problems.

2. Conducting regular evaluatio-as of HPVO activity in
each Department in coordination with the Area Chief of
the Department, so that techniques used by the HPVO could
be observed first-hand by representatives of the MOE.

3. Monitoring the on-going HPVO activity. To do this the
current MOH system for collezting monthly utilization and
financial data should be modified in such a way that all
the HPVO data are aggregated by department and made avail-
able to the MOH regional chief of health areas and to the
HPVOs through the new MOH/HPVO Office.

4. Asyisting in the formalization of relations between
the HPVOs and department-level MOH services. A simple
plan could be developed which outlines geographic areas
of coverage for HPVO and MOH services; joint use of
resources; criteria for transfer of patients; and accident,
disaster and other emergency proceaures.
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RLcoMMendacion 2: M ASSOCIATION OF HEALT-RELATED PRIVA=
VOLUNTARY ORGANIZATIONS OF GUAIMMAL SHOULD BE ESTA3LISHE.

This group would include all the health-related PVOsvorking in Guatemala whether funded by Gua emalan sponsors or
by ocher countries. Once established, the Association shouldset up an HIVO :nformation Clearing House and regularly publish
a newsletter devoted to HVO and MOH health activities.

Additionally, this group should undertake studies "-hich
lead to a cLarification and specification of HPVO policy.
Some of the 150 HPVOa in Guacemaja are doing outstanding work
and could serve as models for other groups. Such innovative
projects should be studied and a report of both their successes
and their failures distributed to other HPVOs.
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4.2 Increasing Efficic=v in the Health Sector l/

Problem Analysis

A mulripliciry of orgamizations deliver health services in
Guatemala through both public and private institutions. Public
services are provided by the Ministry of Health (MOH), the Gua-
temalan Institute of Social Securiry (IGSS), the Office of the
President, the militar7, the national police, and the municipal-
itims. Private services are provided by hospitals, private vol-
umtary organizations, physicians, pharmacies, traditional prac-
titioners, and commercial institut..ons. This multiplicity of
services inevitably leads to uncoordinated services, inefficien-
cies due to duplication, and loss of economies of scale. Analy-
sis of the various modes of ambulatory and hospital services
has yielded ex les of reasonably adequate levels of efficiency
as well as a number of problem areas needing improvement. The
problems are often interrelated, including inadequate or inap-
propriate human, physical, financial and administrative resources.

Ambulatory Care Problems

One important problem area is the low utilization rate of
ambulatory care facilities in rural areas in relation to the
capacity of the staff to provide service; only 22Z of capacity
was used in 1974, with an annual consultation rate in 1975 of .30
consultations per person per year.

Several factors contribute to this low utilization. The dis-
persed nature of the rural population of Glatemala requires hours
of walking to reach a health post or healthl center. The relatively
infrequent contact that the population has with the MOH facilities
limits its appreciation of the available ser-vices.

An active outreach program delivered by staff based at the
facility using currently unobligated time could address both of
these problems.

A second alternative is the .mployment of outreach health
promoters in each village, using locally acceptable traditional
practit.ioners when possible or making more effective use of avail-
able health promoters.

1/ See Annex 5.10: Efficiency of the Guatemalan Health Sector
for a detailed description of the study findings and the proposed
programs.
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Another strateg7 for increasing utilization is to incorporate
the patients and thair families into the provision of local ser-
vices, through local Ccmunir7 Health Councils which provide feed-
back on the services and input about the population's perceived
health serv-ice needs.

Increased confidence in the quality of servrices provided and
subsequently increased utilization -ill be realized by improving
the staffing and logistical support of the rural fac-iities. Since
health posts sarve. populations ranging from 2,000 to 20,000, the
more technica,y trained Rural Health Technician is an appropriate
health worker At this level to complement the services provided by
the auxiliary nurse. The importance of this is the TSR's capabil-
it7 to provide both extensive preventive and curative services.
This approach should be supported and expanded as rapidly as pos-
sible.

Since the a-ailabili:7 if drugs is direct17 proportional to
the utilization of services in rural Guatemala, the inefficient
drug supply system it a cause of under-utilization of rural facil-
ities, both ambulatory and hospital. The use of a fixed quantity
of drugs for all health centers and health posts regardless of
facil.ity utilization, population size, or local epidemiology, does
not focus the YMO resources where they are most needed. Therefore,-
a thorough review of-the drug distribution system and subsequent
indicated changes could play a major- role in improving utilization.

Many ambulatory cases ".hich could be treated at local health
facilities go directl7 to higher, levels of care. This contributes
both to the under-utilization of locally available ambulatory ser-
vi-ces and overcrowding in the hospitals. The use of formal orga-
nizational linkagea by both medical professionals and patients,
would improve the patterns of referral. These linkages currently
exist, but are ineffective. An acceptable level of interfacility
activity, maintenance of staff motivation, and therefore, effi-
cienc7, are likely only if periodic visits are made by senior staff
from t.he department capital to the community level for the purpose
of consulzing and supervising the staff of the posts and centers.

Such a system of linkages can be facilitated by establishing
transportation and communication links among the facilities. A
program developing a radio network among facilities is now being
designed and will be evaluated when it is completed and function-
ing. Transporting patients from rural health posts and health
centers to department hospitals may require additional vehicles,
such as small health center-based ambulances, or a regional dis-
patch system.
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Hos.vital Problems

Regional hospital- of the VH, especially in the metropoli-
can arma, are characterized by overcrowding, long average lengths
of stay, and low staff-to-bed ratios. For 1973 MOE regional hos-
pitals (excluding psychiatric and TB) reported a 102.5: occupancy
rate; a bed-to-population ratio of 1.4 per 1,000 population.

TABLE 4.2-A

Countr Hospital Beds/ 1,000

Dominican Republic 2.8

Nicaragua 1.3

Guatemala 1.4

Admission rates are 28/1,000 population; and staff-to-bed
ratios very low in the better staffed urban hospitals (e.g.,
Roosevelt Hospital in Guatemala City experienced the highest
urban-ration at 1.6 staff/bed. This level is approximately 33%
of the-ratio expected to effectively staff a complex sophisticated
in-patient facility. Rural hospitals have very low staffing levels
e.g., Huehuetenango Hospital experienced a staff-to-bed ratio of
0.4). Meanwhile, the average length of stay in 1976 was 14 days.

Very low staff-to-bed ratios make a major contribution to
long lengths of stay in hospital facilities. Immediate diagnos-
tic workups and treatment without delay cannot be achieved with
a low personnel-to-patient ratio. These national averages vary
significantly from hospital to hospital, rn,.'al to urban, *nd by
type of hospital bed occupied, i.e., the 1974 Guatemala City or-
cupancy rate for mater.rd-ybeds was only 28%, and the average
length-of-stay three days.

In Guatemala City, the situation is generally better in IGSS
facilities than in the MOE facilities. However, in rural areas,
the IGSS facilities experience lower o,:cupancy levels than the
MOE facilities. The average length of stay in. the IGSS hospital
in Guatemala City is only 11.6 days, occupancy levels are 72.3%
in adult wards and 84.6% in children's wards, and a higher rate
of admissions exists per covered population than for MOH hospitals.
Whereas the personnel/bed ratio in the United States is 3.15, the
ratio for all MOE hospitals is 0.66 and for IGSS 1.12; MOH ratios
are only 20% of the U.S. ratios and IGSS has almost 50% more staff
than the MOH to handle fewe? patients. Higher staffing ratios
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typical of IGSS hospitals in Guatemala, and hospitals in the U.S.,
contribute rto the shorter length of stay and lowered occupancy
rates because patients do not experience long waits before being
moved within the hospitils for special treatment.

Within the next five years seven major hospital construction
projects are planned in and around Guatem-aa City:

1. 500 beds will be build a: the Military Hospital to re-
place the existing facilities for an estimated cost of
$40,000,000.

2. 1,560 beds will be built by IGSS and MOH for an esti-
mated cost of $50,00L,0n0; 1,220 are to replace the existing
facilities or those th,. were damage-; in the earthquake. IGSS
will build 220 beds for a new obstetric unit in the capital,
120 beds for a tr-matology center in the capital, and 220
beds to replace existing in-patient facilities in the capital.
The . O will build two 400-bed units to replace the San Juan
do Dios Hospital and 200 beds to replace the Antigua Hospital
that was damaged during the 1976 earthquc.ke.

While only 120 of these 2,026 beds are not replacing old beds,
the facilities will undoubtedly be upgraded and will have increased
manpower" eeds. This will place increased pressuie on the existing
and future pool of trained workers to staff the urban facilities
and it will be difficult for the MOH to upgrade the personr,.-to-
bed ratio.

However, should the MOE be able .o increase staffing in its
facilities, an expected result would be a faster patient-turnover-
rate-per-bed-per-year, and thus increased efficiency; it will,
however, require a higher operating cost than is currently ex-
perienced. Equally as important. increased staffing is likely to
increase the aualitv of care for hosnital naients. The mix of
personnel required and the cost of additional staffing needs are
considered in detail in the Human Resources Annex to this Health
Sector Assessment.

Administrative Problems

The Assessment :,is uncovered a number of areas in which im-
proved managemeit would lead to improved efficiency. In some
cases, the problem lies with the legal-administrative str:cture
itself, in others, it is a reflection of shortcomings in manpower
training and recruitment. Manpower problems affecting efficiency
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are multi-variate and are analyzed in detail in the s, -tion on
human resources. Notable among those affecting hospi i and
health center functioning are the following:

1. Physicians seldom work in the health centers and hos-
pitals the time for which they are paid. The number of
patients seen divided by the total number of hours which phy-
sicians are paid to work yields a low "physician-productivity"
and a high cost-per-patient.

2. Medical students, who function as "doctors" at health
posts for the last six months of their university training,
are poorly supervised and their potential for service is
seldom realized.

3. The concentration of physicianz in the metropoli.in
center and the shortage in rural areas is groving worse. In-
creasing numbers of new medical graduates continue to settle
in the capital city, already saturated with physicians, or
they seek employment outside of the health field.

4. The Health Area Chiefs, theoretically responsible for
all MOH activities in their 24 health arear, have limited
training in Public Health. Likewise, as the MOH codtinues
to decentralize progrrws, they are entrusted with little
authority for carrying out a growing agenda of responsibilities.

5. Compensation for physicians is less in the MOB than in
IGSS and in private practice. This leads to competition
within the public sector for well-crained, experienced phy-
sicians.

Since tae administrative-professional aspects of personnel
inefficiencies in the system are so varied, no single action would
deal with all of the inefficie2ncies. Improving the public health
tra~niag of Health Area Chiefs and giving them the administrative
and supervisory authority t; ,rovide leadership is one useful ap-
proach. In order to attrac: ':apable leadership to these crucial
Health Area Chief jobs, additional salary incentives and merit
system employment policies ..nould be implemented. Additional com-
pensation for increasing efficiency in the use of facilities under
their responsibility should also be considered. More diligent
supervision by Area Chiefs and merit promotion of staff physicians
might resolve the problem of doctors short-changing the system in
the number of hours worked.
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Auxiliarv Health Worker Problem

Efficient use of auxliar7 staff by health centera and hos-
pita.s also could improve current productivity levels. Delega-
tion 7f appropriate tasks to auxiliaries is to be a major concern
of the Rural Health Evaluation Project I/ currently under way.
Requiring longer rural servrice of medical-students and newly
graduated physicians, combined with superrisor7 training of Health
Area Chiefi, could overcome deficient staffing and supervisory
capability, as well as contribute to the recruitment of more
physicians from the urban to the rural areas.

Both the GCG and USAD recognize :he need to strengthen
rural health services. The TSR program, rural hospital rehabili-
tation, and other programs developed under previous USAID loan as-
sistance have become part of the MOH program entitled: Strengthen-
ing of Rural Health Services.

Financing Problems

Nmzberous studies 2/ in this Assessment have documented the
need for strengthening the total health system, in terms of finan-
ces and administrative improvement. For example, expenditures by
the MOH in recent years consistently have been only I of the
Gross Domestic ?roduct.

A startling co.clusiou of the study of e-penditures in the
health sector is that nearly 40% of all expenditures are in the
private sector, while MOH expenditures account of less than 20%
of total health care expenditures. 3/ Thus, if substantial im-
provements in efficiency are to be =ade i Guatemalan health ser-
vices, attention must be given to more than the MOH services. The
exceptionally large private sector which -rovides medical care
creates enormous social inequities and generates a vicious circle

1/ 7uuded by L.AID, the Guatemalan Academy of Sciences is con-
duc.ing a five-year investigation into all aspects of Rural Health
Care inclu4ing productivlit7 of professionals an.' auxiliaries.

2/ See Annexes 5.1, 5.9, 5.10 and 5.12.

3/ These percentages &re based on a gross approximation of
p vi-ate expenditures of S76.4 million; see Annex 5.10.
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of incentives, which continuously weaken the public health ser-
vices sector. wile deliberate restrictions on the private prac-
tice of medicine or private drug purchases is not recomnded, it
must be realized that excessive private spending impedes the ef-
ficiency and stability of the public sector by attracting a dis-
proportionate share of the trained, experienced workers. At some
point limits must be set which are adequate to meet the needs of
the private patient.

Interoranizational Problems

Interorganizational coordination is another area where in-
creased efficiency could be realized. A large number of public
agencies provide health care. However, since IGSS and MOH ac-
count for over 90: of the resources, attention should be focused
on their cooperative use of resources. In fact, both have rather
high administrative costs and problems of low utilization; for
MOH it is in rural ambulatory units, for IGSS in rural hospitals.
Cases can be found of crowded MOE units with unfilled IGSS units
nearby. Additionally, the IGSS programs are both better financed
on a per-capita basis and better staffed.

The coordinated use of rural.hospitals betw-en the MOH and
IGSS could be economical. At present IGSS has contracts with
ten MOH rural hospitals for care of insured trauma patients. *The
converse type of contract might be concluded in places, such as
Escuintla, where the IGSS hospital is half-empty while the MOH
hospital is badly overcrowded. Comments are frequently made about
"duplication" of hospital facilities in Guatemala, but because of
the differences in services provided by IGSS and MOH, the problem
is more accurately a lack of coordination and inefficient use of
available facilities.

Improved institutional relationships in other Latin American
countries have ranged in approach from minimal coordination between
Social Security and Ministry of Health to complete integration, as"
in C,:.,le. Guatemala itself has minimally experienced some of these
relationships, such as the joint use of hospital and joint planning
committees. To realize significant economies of scale in adminis-
trative costs, and in a shared pool of manpower and facilities,
requires much more of agencies than simple coordination.

In the final analysis, however, substantive integration will
require decision at the highest political levels and co=iment
to its success at all administrative levels.
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5Lmmarv

The So&l is to att'iin a Seater output of needed servicesin relation to the input of resources in order to improve healthservices. The folloing are the major problems, evident in Cua-temala health services, which must be addressed if this is to be
accomplished.

1. The rate of utilization of ambulatory care facilities
in rural areas is ow. This applies to healni ci'ters andhealth posts of the .HO. as well as to health stations of1G$5. As a result, the health personnel are used at less
than their full capacit7 and the cost-per-unit of service
is unreasonably high.

2. Regional hospitals of the MOE, both in the metropolitan
center and in the rural departments are overcrowded. Theiraverage length-of-patient-stay is very long and their personnel-
to-bed staffing ratios are low.

3. Hospitals of the IGSS are well-occupied in the metro-
politan center, but are seriously under-utilized in theperipheral departments, where only trauma ases are served.To axmize rural hospital occupancy, minor trauma cases arekept hospitalized longer than necessary, despite the wastage
of. this practice.

4. The availability of needed drugs and supplies, in bothambulatory care units (especially bltalth posts) and hospitals
of the MOH outside the metroplitan center, is of tan inadequate.

5. The professional linkages among health posts, healthcenters, and hospitals, while theoretically intended to becontinuous are ver7 weak. This has many negative couseqtencesfor the efficient performance of personnel and the quality of
health services.

6. Physicians seldom work for the full allotment of timefor which they are paid each day in the health centers, and tosome extent in the hospieals. As a result, their output of
service or "productivity" per hour paid is low.

7. Medical students, who function as "doctors" at health
posts for six months of their university training, are poorlysupervised, so that their potential for service is seldom
realized.
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8. The concentration of physicians in the metropolitan
center and the shortage in rural areas, a serious problem
in Latin America, is growing even worse in Guatemala. In-
creasing numbers of nev medical graduates continue to settle
in the capital city, where the doctor supply is already
saturated.

9. Insofar as categorical expenditures can be identified,
those allotted for preventive and ambulatory services are
low, in relation to those devoted to hospitalization. In
addiriou, hospital per-capita expenditures are inappropriately
low.

10. Expenses for administration in the MOB and IGSS programs,
as a percentage of all costs are visibly very high because of
the administrative costs of the separate units are high.
While less visible in other sub-systems (private and public)
they are also probably excessive because of the multiplicity
of units and individual health care proviclers.

11. The access to health care of several hundred thousand
workers (and their families) on agricultural fincas is ex-
tremely poor, as are thair basic living conditions.

12. The Health Area Chiefs, who are.theoretically respons-
ible for all MOB activities in their 24 territories, are
poorly trained for their mission. Likewise, they are entrusted
with little authority for carrying out their responsibilities.
Many of the problems noted above result from this basic prob-
lem.

13. The exceptionally large private economic sector of medical
care creates not only enormous social inequities, but it gener-
ates a circle of incentives that continuously weaken the public
sector of health services. By attracting a disproportionate
shave of the trained manpower, which in turn makes care in
the private sector more appealing, more people use it; the
more patient demand there is, the more private facilities are
developed which need akilled manpower, and so the cycle con-
tinues.

Recommendations

Based on the problem analysis and the snbsequent discussion
of alternatives for increasing efficiency in the health sector in
Guatemala, the following recommendations are made:



- 202 -

Shor:-term Recommenda:ions

This group of recoendations is oriented to the application
of ewo basic administrative principles:

4. Reasonable management resources.
b. Central planninz and decentralized imolementatron.

Some proposals for impro'ed efficiency inevitably overlapwith others. Likewise, certain of the problems require several
actions for their solution, while certain actions may help to cor-
rect several priblems.

Recommendation I: IN ASSOCIATION 'WITH EACH HEALTH POST AND HEALTH
CENTER A LOCAL "CO04NITY HEALTH COUNCIL" CHOSEX BY THE PEOPLE.
THM1SELVES SHOULD 3E ORGANIZED.

These councils should be consulted on the health needs per-ceived by the population and should have a specific role in selec-tion of persons to serve as "health promoters" who encourage peopleto use the health facility. Once formed, the committee could hethe focus and/or catalyst for programs for rabies, TB, water svs-
tems, and a variety of public health programs.

Recommendation 2: TO CORE WITH THE PROBLZM OF PATIENT TRANSPORTA-
TION, ALL HEALTH POST ?ERSONNL SHOULD SCHEDULE VISITS TO SUR-ROUNDING VILLAGES OR SETTLr TS ONCE_ A MONTH OR OFTE M.

Supervisory services would also spread the message about theavailability of the health post (bet-een the monthly visits).

Recomendation 3: TO SPPORT THE CURRENTTI'ED TO EHANCE THETECNICAL CAPABILITY OF HEALTH POSTS, EACH SHOULD BE STAFFED ULTI-
MATELY WITH A TSR, TO COMPLMNT TH AUXILIARY NURSE.

The Government of Guatemala has decided that all health postsshould be staffed with an auziliar 7 nurse and a Rural Health Tech-nician (TSR). The TSR should be aided by a health promoter andbacked up by a Community Health Council. The functions of the TSRat the health post must be both -herapeutic (clinical) and pre-ventive. In accordance with his training he should treat the sick
but he should also promote improved environmental sanitation andhealth education. Worldwide experience suggests that rural peopleare more receptive of preventive services if they are furnishedby the same person who effectively treats their ailments. Yet,the TSR must be careful not to allow the demands for medical careto stand in the way of his essential preventive activities.
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Recozmndation 4: PROFESSIONAL AND AD S.IRATIVE LINKAGES BETWEEN
HEALTH POSTS AND HEALTH CENT'M SHOULD BE FORGED AND D1LMMMD
SYSTENATtCALLY.

Visits of two to three hours should be made to the health
post, at least f ightly, by a physician from the nearest health
center, for both supervision and consultation. Isolating the TSR
or any heal:h worker at a health post is destructive of motivation
and quality of performance.

Recoumendation 5: SLMIIAR LLNWES SHOULD BE DEVEOPED IN EACH
HEALTH AREA BE7WEEN THE HEALTH CENTERS AND TEE MAIN HEALTH AREA
HOSPITAL.

The supervising physician should visit each health center,
for supervision and consultation, at least once a week. Likewise,
the health center doctor or doctors should be invited to visit
the hospital for two to three-day periods once a month to provide
professional stimulation and technical assistance.

Recommendation 6: EACH HEALTH AREA SHOULD BE HEADED EVENTUALLY
BY A PHYSICIAN WITH ADEQUATE PUBLIC HEALTH TRAINING.

Only with such training can one expect the type of leadership
required to oversee the implementation of the linkages. Correspond-
ingly, these Health Area Chiefs must be entrusted with responsibi-
lity to supervise the dynamic relationships recommended. If this
health official has any clinical responsibilities in the Health
Area hospital, they should be minimal. The hospital's business
affairs should be conducted by an Administrative (non-medical)
Officer.

Recom endation 7: IN O.DER TO PROVIDE INCENTIVES TO HEALTH AREA
CHIEFS, GOOD WORK SHOULD BE REWARDED WITH SALARY LNCP.-NTS AND
RECORDS SHOULD BE KEPT ON ATTENDANCE AT HEALTH POSTS AND HEALTH
CENTERS IN EACH LOCAL HEALTH AREA.

The central .Ministry of Health should compile rates for each
area, using the area population as the denominator. Annually,
awards and salary increases should be given to a) the area with
the highest utilization rate, and b) the area with the greatest
degree of improvement over the previous year. Since such competi-
tive incentives are subject to abuse, the central MOH must be alert
to detection of any falsified records.

Recommendation 8: IN THE HEALTH CENTERS THE DOCTORS MUST HAVE
TIME TO .MAKE THE PERIODIC VISITS TO HEALTH POSTS RECOM24EDED ABOVE.
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This can be achieved only by their mak&.ng adequate dalega-
tiou of tasks to the auxiliary nurses. In larger health centers
every effort should be made to assign a fully-tcaiied professional
nurse.

Recommendation 9: TO FOSTE PROPER ORGCAIZAT::.;AL LINKAGS AMONG
AM3ULATORY C.AE UNITS (30TH HEALTH POSTS AND HEALTH C-TERS),
PATTTS LIVING 4ORE THA A SHORT DISTANCE (?7q.HAPS FIVE KILCX-OM RS)
FROM A HOSPITAl, SHOULD 3E zNCOURAGED TO USE THE AnULATORY UNIT
CLOSEST TO THEIR HOME.

At present many patients simply bypass the aearby health post
or health center and go directly to t.he hospital for any and all
problems. This leads to exc.%ssive pressure on hospitals, and ac-
counts in part for the low utilization of the ambulatory units.
The pattern of referral recommended would counteract this waste-
ful practice. Promoters should encourage the proper use of the
referral system.

Recommendation 10: TO ENCOURAGE THE PROPER LZlKAGES AMONG FACIL-
ITIES, TRANSPORTATION SHOULD BE PROVIDED AS REUIRz TO MOVE PA-
TILNTS TO A HOSPITAL. HERE SHOULD ALSO 'IE RADIO CCO'M!4UNICATION
BE'WEEN ALL HEALTH POSTS, HEALH CENTERS AND ME HOSPITAL.

Recommendation 1!: THE SYSTEM OF PHARLMACE7UTICAL SHIPMENTS F-RCM A
CENTRAL DEPOT TO THE ?--.IPHERAL UNITS SHOULD BE REVISED.

It may be sensible to dispatch certain batches of.drugs and
supplies-monthly, without an order being sent in, but provision
should also be 2ade for responding properly to regular monthly
orders sent in from the health posts and health canters. One of
the responsibilities of the health center doctor should be regular
submission of these orders, based o his weekly csits to the
health posts.

Recomendacion 12: REGARDIG THE USE OF HEALTH PROMOTERS TO AT-
TRACT INCREASED AE-NDANCE AT THE AMBULATORY CARE UNITS, AN. EFFORT
SHOULD BE .1ADE TO RECRUIT SOME OF THESE FROM "CULANDEROS" WHO ARE
NOT TOO OLD TO CHANGE.

.The hazards of such a policy are obvious, hur in Africa andelsewhere, the World Health Organization has recomended liaisons
between modern and traditional health care providers. Perhaps
soma role can be found for the traditional healer, in actual care
of the patient, insofar as most illnesses have a psychological
component.
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Recommendation 13: 7HE PROBLEM OF DOCTORS "SHORT-CHANCING" THE
MOH OR ICSS PROGRIS 3Y SPWDING LESS TIM THAN 7REY ARE PAID FOR
SHOULD BE ADDRESSED.

On possibili.7 is to pay, not on axhedule of two or four
hours-per-day or the like, but rather an the basis of :ha hours
actually uorked each day. A "punch-clock" would obviously not
be feasible, but one might expect that, with diligent supervision
from the Health Area level, honest reporting on a "monthly time-
sheet" might eventually be achieved. Relating the number of pa-
tients seen to the hours of work reported would offer a rough
basis for identifying deviance.

Recommendation 14: THE SALARIES OF DOCTORS AND OTHER HEALTH PER-
SONNZL SHOULD BE EQUALIZED ACROSS THE MOH AND roSS PROGRAMS, AS
CLOSELY AS POSSIBLE.

The Colegio .dico favors such a policy.

Recawmendation 15: TO RAPIDLY PROCESS THE DIAGNOSTIC TORKUP OF
PATIEKS AND TO GIVE TR'EAfl-T WITHOUT DELAYS REQUIRSS MORE HOS-
PITAL PERSONNEL THAN ARE NOW FOUND IN BOTH SMALL AND LARGE GUATE-
MALA HOSPITALS.

Correction of overcrowded hospitals can hardly be expected
without decreasing lengths-of-patient-stay, and the latter can
hardly be achieved without i0creasing the ratio of hospital personnel-
to-patients. Inadequate laboratory staff or non-operating X-ray
equipment, for example, cause frequent bottlenecks in the manage-
zcnt of cases. While such personnel increases would also raise
expenditures, they would increase efficiency since more patients
could be served per year in the same nu-ber of beds. One should
not harbor the illusion that strezgtheued ambulatory services will
necessarily lead to reduced hospital utilization; some hospital
admissions may be prevented, but a greater number are likely to
be promoted, both children and adults, couli be discharged to
"midway" facilities for extended care; this vould apply, for
example, to a child recovering from a severe malnutrition syndrome
or to an old man recovering from a stroke. Such units could reduce
the pressure on existing acute facilities. A few such convalescent
facilities of this nature could be incorporated into regional hos-
pi.als on a trial basis.

Long-term Recommendations

Just as the above short-term recommendations involve the rwc
basic principles of good management and decentralization, long-
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.cr: inpravemets iz hea2.h z:3r ef!iencv, iavove -- o ,ther
basiz principles:

a. Strengthening :he nvera2l pu;lc seztor 3f heaj:h care.
b. Achiev -ng maxi.= nrerat:in of servizes.

= 5 n~c utopiAn to for-u1Je "ng-t-erm reC=c-ndAt:3ons for
Guatta=an health serices, even :hough their effectuAtion would
Obviou2ly depend on lar3er poi:-.ical ieveIpMaents. T-hese :on3-
rm recc=endations should be presented, _ only =o proract health

leaders agaiat frustrations at ut.at may be :he jimi:ed acc=1 * ish-
mants possible through effecruation of the shorz-er= recot=enda-
tions.

ecoenda:ion 16: SUCZSS= L -L-ATCN OF E ?R.7WUS
l- lECOI TND:cNS "'PiLL UQUI.E Zq.ARG--Y,T OF ME ?UBL:C SECjR
HEALTH SL'TI(- I IN E L.NG .UN.

.he achievrmnent of the health plan objectives "p ies an in-
crease in costs for the public sec:or. The customar7 method zf
reaching such an objective is to increase taxes which can channel
funds toward meeting the sociall7 desired objectives. it would be
Llu.sor7 to overlook the eventual need for such modifications in
tax policy, if efficiency in the use of health resources is to be
successfully achieved. Whether the source is more tax revenue or
redistribution of current revenues, it is obvious that the public
part of the sector will require substantially =re resources in
the future.

.eccoendation 17: BY DECISICN AT THE HIGHEST LE7-EL
THE 7;0 YALOR PUBLIC HEALTH SERVICE ?ROGRAMS, MOH AND IGSS, SHOULD
EVMTUALLY 3E LNTEGRATED.

This is the trend in several Latin American .ouncries and co-
ordinated activities have been initiated in Guatemala. Successful
approaches to integration of social security and the Ministry of
Health differ in Latin America. In Chile the two systems were com-
pletely integrated in 1952 after their separate operation for thirty
years. In Costa Rica integration has recently been achieved by as-
signing all personal health service facilities to Social Security,
while the Health Miaistry provides environmental sanitation, health
educationr planning and regtlator 7 services. Panama has integrated
on a province by prov-i.nce basis. Colombia is now actively moving
toward integration. If a high level decision is made, Guatemala
could surely design its own strategy. Such action would clearly
save on the large current administrative costs of both agencies, as
1ell as facilitate efficient use of scarce resources throughout
both sub-systems of health care.
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Area Zhiefs.

Recccn=da:on;a 19: SAl2(ALA ?O.7SHCOL =M.C.ZAOA :S~ FT3=7

OF A O F R 7ORAL ?ERC:C OF ),LL A. :.AZ ,

PROBLL.

Higher salaries and other fringe benefi-:s should be offered
ao hold physicians in rural areas, as done in :he Scandinavian

countries. An a!ernative policy would be to bar new =ediza

graduates from settlement for five years, or t.hereabouts, in the
Capital Cit., as Quebec, Canada, does regarding the ciave of Yontreal

or as Tunisia does regarding the city of Tunis. (i -ay be noted
that many doctors in Guatemala Cizyt are barely =aking a 1i'ving, in
light of the overcrowded professi-on there.)

Recoendation 20: SOMEEER OF ATHOSS3 SHOULD ALLY BE
GRANTE TO TME AREA HEALTH CHIE OVER ALL PUBLIC AND QUASI-.;!BLIC
(SUCH AS VOLUNTARY OALTH AGLNCIES) HEALTH SERVICES.

Only at his local level can rean itegration be achieved,
and with is improved efficiency.
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that of the developed countries, so maintenance staff and equip-
m nt needs can be projected, based on the experiences of othercountries. Recent experience in El Salvador indicates that Gu'a-temala would have to spend approximately $9 million annually, justto maintain its hospitals and medical equipment properly. In theUnited Stat" , it is common to estimate the le'.el of maintenanceexpenditures as 5Z of the initial investment in facilities andequipment. If this were applied to Guatemala, with approximately
$300 million in equipmant and facilit7 investment, a $15 million
annual expenditure would be indicated. It is reaso:able to as-sume that maintenance expenditures in Guatemala will fall withinthe range of these two examples, but probably closer to $9 Mil-
lion because of the lower salary levels requized in Guatemalacompared to the United Sat.es. The exact cost will depend uponthe alternative selected to provide the maintenance services.

Organization of a :Maintenance Pro?1a

The poor condition and/or inefficient use of equipganc ap-pears to be a direct result of the lack of a centralized mainte-nance program to plan or implment the services necessary tomaintain thc physical faL-ities and equipment already in exis-tance, and to systematically plan the construction of, and equip-ment for, new facilities. A national maintenance program which
includes the following components is needed:

1. Centralized administration, planning, and coordination.
2. Regional capability and logistical support sufficient
to provide prompt response to requests for assistance from
all health facilities.
3. Training of high, mid and low-level maintenance tech-nicians in both general maintenance skills and highly special-
ized fields, such as X-ray, clinical laborator7 equipment.

Such a national program might be provided in a variety ofways. First, a program might be implemented within the YOH.Second, an independent institute might be established rith which
the MOH, IGSS, the military, and other public organizations wouldcontract for services. Third, services might be contracted from
private companies.

Establishing a program within the .iOH would have the advantageof developing capacity within the institution responsible for the
majority of the h(tnlth facilities in Guatemala, i.e., those res-ponsible for the provision of health services would also be res-ponsible for insuring that the equipment was properly maintained.
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However, the MOE does not have an encouraging record in mainte-
nance programs.

An independent institute would have the advantage of being
specialized in maintenance services and able to serve all health
institutions that need suppor:, e.g., MOE, tOSS, the military,
and health-related private voluntary organizations. However, an
independent institute would not contribute ro the development of
maitenance capacity within the health services organizations,
and the coordination necessary to ensure the level of responsive-
ness needed between an independent institute and various health
facilities is a complex management task.

Alternatives one and two would make it possible to create
a decantralized rural service system, which could stock spare
parts, provide regular preventative maintenance and instruct
machine operators in proper operator-level maintenance.

Contracts with private companies have the advantage of usual-
:y ha'ing staff adequately trained in the specialized equipment
sold by the company. In addition, the company generally stocks
spare parts and thus, would relieve the MOH from purchasing and
stocking large inventories of parts. However, private companies
have virtually no staff outside of Guatemala City, and rural facil-
ities must wait for technicians to be sent from the Capital. This
concentration of service capacity in Guatemala.City makes it very
difficult for a private company to do preventative maintenance in
equipment, and service usuall) consists of repairs when the equip-
ment breaks down. Two final issues for consideration are: that
the MOH has no trained maintenance personnel, which makes it dif-
ficu!t to monitor contractor performance and creates a threat of
uncontrollable costs, and private contractors have the potential
for being more costly in the long term than in-house capacity.

Any maintenance program must address the following key tasks,
currently unatanded, in the area of administration, planning,
and coordination:

1. Miintenance of sophisticated facilities and equipment,
including third-echelon repair functions.

2. Logistic sunDort of the health maintenance services,
the collection, analysis and review of equipment operational
costs and life expectancy in order to ensure economy of
operations, the adequate stocking of spare parts, develop-
ment of the maintenance budget, and the development of statis-
tical information necessary for planning future budget re-
quirements.
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3. Makini ? a ming-level Inputs into health invesaems
for mprovements, alteratcons, new construction and new
equipm t purchases.

4. Coordination and Liaisou with ocher GJG agencies, and
the pr.vate sector to achieve maintenance efficiencies and
explore possible crms-se.ia arrangements for health
facilities and health engineering services.

5. Training of technical mintenance personnel in con-
junctio with those responsible for training.

6. Vehicle Renair and Maintenance, including the economic
repair and maintenance of vehicles and the storage and dis-
semination of fuels and lubricants.

7. Soecial Projects, such as the development of water re-
sources, water pollution control and solid waste handling
in selected areas. A staff able to perform the first six
functions mentioned above will be capable of providing back-
up support of an engineering nature to various health pro-
grams.

One organizational alternative for performing the required
maintanance functions is shown on Table 4 . 36.-A.

I order to insure that maincen.n-ce is performe? adequately
and effectively in all parts of the countr', decentralized main-
tenance capabilit7 is essential to respond throughout the widely
scattered health delivery system, especially at regional and
local levels.

The physical aspects of this system should consider such
functions as space for maintenance activities; logistics support
for moving maintenance personnel and pazts to health facilities,
and equipment from facilities to a central maintenance facility
warehouse; facilities for spire parts and supplies; and repair
and testing of equipmnt.

Training

The maintenance program must also provide for technical
training of personnel. The YOH is faced with three serious
problems in staffing a health equipment and facilities mainte-
nance program in Guatemala.
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1. The combined demand of urban industrialization and
general erahquaka recovery is absorbing the competent pool
of maintenance manpower which is available and paying higher
wages than are paid in the public sector.

2. There are too few trained persons fron which to select
a maintenance staff for the sophisticated hospitals that now
exist and that are planned for the future.

3. Inadequate attention is being given by the MOH to the
long term development and training needs of health services
maintenance personnel.

No viable solution to the first problem is apparent without
an increase, to an adequate level, in the absolute number of
trained -ech_.icins for both the private and public manpower
market.

However, it is possible to begin to resolve the second and
third problems. As part of a national maintenance program, a
training office could'be developed to train existing health person-
nel and newly recrA ed employees in specific maintenance tasks.
The majority of such training would be short-term and intensive.
Pledges requiri:.g continued employment in the public sector would,
be exacted ta limit personnel attrition.

In training beyond that of a low-level technician, person-
nel would have to be sent to one of a variety of international
training programs that prepare the engineers needed to administer
national maintenance programs. For these highly qualified people
a salary incentive system, perhaps possible through contract
employment status, would almost certainly be required to assure
their continued availability to the public sector.

An alternative to establishing a training office would be
to contract most technician training to DrTECA?, the Technical
Training Institute within the Xinistry of Labor. Although a
relatively new organization, LNTECAP has demonstrated that it can
effectively prepare technicians for specific tasks. The basic
issue will be the capacity of the national maintenance program to
articulate to INTECAP its training needs in sufficient detail to
allow I'=ECAP to develop & training program. The same system of
incentives as described above would be required to assure the
continued employment of these trainees in the public sector. Con-
sidering the low technical capability from which the MOH would
begin to develop an in-house training capability, alternative
two is preferred.
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Technical Assistano.;e Needs

Outside technical ausistance will be required to augment
local resources in implementing health facility maintenance
activities.

One alternative is to contract for competent hospital main-
tenance engineers and other personnel to advise in the develop-
m-nt of the maintenance program and to ensure that the program
is conducted in a progressively efficient manner.

A second low-cost and low-key technical assistance alterua-
tive may be to solicit a Peace Corps program in Hospital Engi-
neering. Peace Corps hospital maintenance programs exist in
Nicaragua and El Salvadcr and are very successful in training
persons at the hospital and health center levels.

However, it is clear that neither alternative will produce
the needed results without a clear Government of Guatemala de-
cision to improve its maintenance capability, including the pro-
vision of substantial budgetary resources and personnel.

The technical assistance available through the Pan American
Health Organization (PAHO) also should be considered. PAHO has
developed particular expertise in maintenance-system development
through its program in Venezuela, and has a large backup support
staff in all areas of hospital engineering.

Recommendations

Based on the Problem Analysis and the subsequent discussion
of proposed programs and alternatives, the following recommenda-
tions are made with respect to health facility maintenance needs
in Guatemala:

Recommendation 1: A STUDY SHOULD BE UNDERTAKEN TO DESIGN A
NATIONAL MAINTENANCE PROGRAM WHICH WOULD SPECIFY ITS FUNCTIONAL
RESPONSIBILITIES AND THE ADMINISTRATIVE AND ORGANIZATiuNAL CON-
FIGURATION WHICH BEST MEETS THE GOVERNMENT OF GUATEMALA'S SHORT
AND LONG TERM MAINTENANCE NEEDS AND FINANCIAL CAPACITY.

Recommendation 2: THE GOVERNMENT OF GUATEMALA SHOULD ESTABLISH
A NATIONAL HEALTH FACILITIES AND EQUIPMNT MAINTENANCE PROGRAM
BASED ON THE PRINCIPLE THAT ALL FACILITIES AND EQUIPMENT ARE TO
BE MAINTAINED IN A MANNER THAT WILL MAXLMIZE THEIR USEFUL LIFE;
THAT MAINTENANCE SERVICE AND LOGISTICAL SUPPORT SHALL BE DEPLOYED
SO AS TO PROVIDE TIXELY RESPONSE TO REQUESTS FOR ASSISTANCE; AND



STAFF TRANING WILL BE ADEQUATE TO MEET THE SHORT-TELM TECHNICAL
AND LONG-TERM PROFESSIONAL NEM Of THE MAINTENANCE SYSTVCX.

Recomendation 3: IN ORDER TO STAFF A HEILTH FACILITIES AND
EQUTWl.ENT X&INTIANCE PROGRAM A SHORT-TERM TECHNICAL X.-TLIANCE
TRAINING COURSE SHOULD BE DESIGNED WHMICH INCORPORATES THE FOL-
LOWING EIEMENTS:

1. A TECHNICAL TRAINING PROGRAM IN GUATEMALA TO MEET THE
IMEIATE HEALTH FACILITIES MAINTENANCE PERSONNEL NEEDS.

2. A SCHOLARSHIP FROGRAM FOR THE UNIVERSITY-BASED TRAIN-
LNG ABROAD OF E: ERS AND THE SHORT-TEM TRAINING OF
SPECIALIZED TECHNICLANS, LOCALLY OR ABROAD.

3. A PROGRAM TO OBTAIN .'iAINTENANCE XANUALS FOR TRANSLA-
TION TO SPANISH, AND DISSEI1NATION TO MINISTRY OF HEALTH
SITES.

Recommendation 4: FOREIGN TEC-ICAL EXPERTISE SHOULD BE SOLICITED
DURING THE DESIGN, FORMATION AND DPLEMENTATION OF HU.LTH FACIL-
ITIES MAINTENANCE PROGRAM AND THE TRAINING PROGRAM.

Recoaendation 5: THE GOVERNMENT OF GUATEMALA ACCOUNT ING SYST-
SHOULD BE ADAPTED TO ENABLE THE COLLECTION AND ANALYSIS OF DATA
RELATED TO X&NTEACE COSTS AND INVENTORIES IN ORDER TO PERMIT
ADEQUATE BUDGETING, FLAMING AND INVENTORY CONTROL.
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4.4 Human f~sources 1/

Problem Analvsis

The human resourcos sector of the Guatemalan health services
network affects almost every other sector addressed in the Guate-
mala Health Sector Assessment.

The Government of Guatemala recognizes that "the shortage of
all categories of health personnel and their inadequate distribu-
tion is one of the major obstacles to the development and upgrad-
ing of national health services and that as a result, these short-
ages constitute a threat to the success of national health plan-
ning." 2/ Table 4.4-A presents a comparison of the rates of three
major categories of health workers per 10,000 eople in Guatemala with
those in three other Latin American countries.

The low rates in Guatemala are complicated by the poor dis-
tribution of professional health workers. The skewed distribution
in favor of the metropolitan areas is shown in Table 4.4-B.

In addition to the shortage of and inadequate distribution
of health personnel, the Guatemalan government has identified
its priority health-manpower objectives as:

coordination between training institutions and the employers
of the health manpower.

a system of career growth and development.

a system of health personnel training and distribution based
on national-level development planning and basic health needs.

continuing education.

preparation of personnel specially adapted for work at each
level of the health care delivery system.

the training of auxiliary health workers for optimum coverage
of rural areas at a realistic cost.

l/ Sae Annex 5.12: Human Resources, for a more detailed analy-
sis of the problem and the proposed programs.

12/ Secretarfa General del Consejo Nacional de Planificaci6n
Econ6mica, Plan Nacional de Salud, 1975-1979, Tomo I.
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TABLE 4.4-A

COIARATIVE HEALTH WORIt RATZS DI FOUR LATIN A&MICA.f COUNT7R.S
(p*; 10,000 pop'ulation)

Physici-n- Nurses Auxiliary Nurses

ARGIN
1972 20.9 6.1 10.0

COSTA RICA
1973 7.0 4.6 16.8

DOMINICAN REPUBLIC
1974 3.8 0.7 7.0

GUATLALA
1973 2.2 1.3 6.5

Source: Health Sector Assessment, Dominican Republic, February 1975.
Health Sector Assessment, Nicaragua, February 1976.

TABLE 4.4-B

MINISTRY OF HEALTH PERSONNEL: PERCENTAGE DISTRIBUTION
BY ,ETROPOLIT.N AREA AND ALL OTHER AREAS

Department of All Other
Guatemala Departments

Doctors 505 65% 276 35%

Dentists 50 60% 34 40%

Graduate Nurses 311 63% 186 37%

Auxiliary Nurses 1,463 53% 1,284 47Z

Sanitary Inspectors 60 36% . 108 64%

X-ray Technicians 50 63% 30 37%

Nutritionists 6 60% 4 40%

Source: Department of Human Resources, Ministry of Health, 1974.
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Gross disproportions exist (a) between the geographical dis-
tribution of haalth workers and the populations to be served and
(b) between the kinds of activities performed (i.e., curative or
preventive) in terms of needs and of maximizing cost-effectiveness.
Given these two basic issues, -interventi-iis whi.h might be consid-
ire-d in the dieloipment of human resources are In the areas of-
economics, tradAtionM medlcal practice, data collection, tratning
aiu ali-mliry he.!lcborkeri. - -

Economic Considerations. Health manpower models based on
service or no-mative considerations, which do not simultaneously
address the availability of or cost of providing trained man-
power, often cannot be successfully implemented. For example,
analysis indicates that the human resources required to staff the
new health facilities to be constructed under the most recent IDB
loan are likely to consume a disproportionately large amount of
Ministry of Health (MOH) resources at the expense of other less
visible programs. If no counterbalancing measures are taken, this
siutation will result in reduction of preventive se.-vices, such
as outzeach and education.

When funds are limited and likely to continue so, it is neces-
sary to make decisions, based on objective evidence, about the most
appropriate health-care delivery model and the numbers and kinds of
high-level, high-cost professionals who zhould be employed vis-a-vis
the numbers of low-cost, lower-level auxiliaries. The experience
of many developing countries indicates that maximum use of auxil-
iaries and minimum use of physicians is the least expensive, most
effective method of.providing rural health care. In rural Guate-
mala, alternatives for increasing the atuiliary-to-physician rates
must continue to be explored.

Traditional Medical Practice. One area of human resources
that deserves consideration is that of the indigenous traditional
medicine practitioner which has deep roots in the Guatemalan cul-
ture. Several thousands of traditional medical practitioners
exist whose methodologies include the use of herbs, spell-casting
and advice on diet and curative care, as they relate to tradition-
al views of the nature and characteristics of disease. The Ladino
population living in the rural areas, as well as the Indian popu-
lation, are affected by these indigenous systems.

Modern medical care, with its armamentarium of powerful drugs,
sometimes conflicts with the traditional beliefs. If modern medi-
cine in Guatemala is to be most effective and the credibility of
other actions in the health sector, such as environmental sanita-
tion programs, is to be increased, the presence of the powerful,
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ingrained and active indigeous health system must be recognized,
the causes cf conflict between it and modern medicine explored,
and methodologies proposed by which the t--o systems can be in-
tegraced.

Data Collection. The human resources data base is inadequate
for health manpower planning. Data on the kinds and numbers of
professional personnel (e.g., doctors, dentists, and graduate
nurses) can be accumulated through membership lists of profes-
sioUal organizations and legally required registration but similar
data do not exist for auxiliary workers, particularly in the pri-
vate sector. Information is lacking on the numbers of auxiliaries
trained, on attrition rates, and on the location of their employ-
ment.

A health auxiliary rngistry, such as that which exists for
professional health workers, would provide the data base neces-
sary for: (1) development of auxiliary worker training programs
based on need and employment opportunitit i, and (2) statistical
and economic analyses, manpower projections, planning and task-
analyses. Xailing lists developed from tbis registry could be
used for distribution of information regarding new legislation,
training courses, employment opportunities, and conditions of
employment.

.Training Programs. The planning for, training and use of
health manpower should ensure that identified and anticipated,
needs will be met, and that health workers are developed with the
skills reqaired within the health services system.

In the past, training programs have been designed in a largely
empirical fashion, in which ideas and concepts were freely trans-
ferred from foreign health care systems with little concern for
the economic or practical appropriateness of these madels for
Guatemala.

A disproportionate number of health manpower personnel are
highly trained professionals, dispensing largely curative =edical
services, compared with the numbers of intermediate and lower-
level auxiliaries who provide mostly basic primary care and pre-
ventive services. 'Uaional priorities, recognized needs, ond
felt needs as expressed by the population, make i: clear .nvt
inconsistencies exist between the tvpe of personnel which the
training programs develop and the type of services required by
the health delivery system.
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Training Costs. Table 4.4-C and Figure .. 4-I estimate train-
ing and salary costs for various levels of auxiliar7 health person-
nel. The figures do not take into account the costs of maintain-
ing auxiliary persoanel, including supplies, medicines, rent or de-
preciation on buildings, gasoline or animal-cransport food, or
pro-rated supervisory costs. These and other recurrent costs are
estimated at $6,000 per year per functional health post, including
$3,100 in staff salaries and S2,000 in medical supplies.

Table 4.4-D depicts the numbers of auxiliary health person-
nel currently available, those needed by 1980 according to the
GOG health manpower plan, the deficit between those needs and
those presently available and the estimated costs of training.
The cost of =aining t=he needed health auxiliar7 personnel will
be approximately $7.5 million. However, this does not take into
account the attrition which will occur vit-hin the training pro-
gram and during subsequent employment. ;hen these considerations
are included, total training costs rise be:'ween L5-25:. Thus,
realisticallT, the training costs for health workers needed by
1980 will approach $9 million.

Auxiliar7 HeaL:h Workers. Until :he early 1960's, classical
model in Guatemala saw health care deliver' and i:s centrifugal
extension as functions largely of the medical and =ursing professions.
The solution was believed :3 lie in a) the rer.'ir=enc and training
of more doctors and graduaze nurses, b) i:ciusion i the curricula
of experiences in r.ural areas where the prac:ice of =u:7 medizine
could be demonscrated and experienced, and c) :he indoc:rinacizn of
students -ith the idea that ":c--uni : prac :ice" had i:s unique
merits, sa:isfactions, and rewards. '4owever when these la::er
precepts were propounded by their professors, medical students were
singularly unconvinced, recognzing tha: :he professors :hemselves
were not living and working in the rural areas.

in :he 1960's a large number of persons were recruic.ed and
appointed to work as autiliar. nurses at hea-:h pcsts "oca:dd :hrough-
out rural Guate=ala. Mos: of :hese auxi iaries lac unacceotab>y .ow
levels of education and :raining relevant :z :heir new heal:- ;os:
responsibilities and =any had no :raizing a: all. sow, in an error-
to upgrade the knowledge and skills of these auxilia- nerses, the
.MOH plans to offer se&f-i-s:ru:ional courses. However, :z exnpec:
such an approach to produce :ne massive --rove.en:s needed may be
inf eas.ib e.

The upgradung 3f auxiiia-:_ nurses Is =ace d'ff..: "el
tmadequa:e ecuca:.cnal haci;rounC, a !ack c :eres: zn :.e :ar:
c: some and :=z--.cenure based on several "ears zf se--:ie. Re-
placing zhe= i;. s ff:ui:, aue := ne ol:ea_ "nexpeciency Z
massive co-ou.scr" re:iremenzs ano -he :fvaiiazii:y sufficient
numbers of acceptan>7 :rained replacements.
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'r.AEL 4.4-C

COST OF TRLTflFG 7ARICCS 7r?ES OF ?RoF!SSCONAL
AND A=n.ARY F-ZAL~s *,*ORKmZ niaAD-%.

Duration :st
of? ir

Caegor7r .raizina mc :.Ocal Cost

?1=73 i iAn 7 yeGAr3 : 5 19:5

Dentist 7 ears 319 :3.004

?hjsiatherapis: T ieArs 1-63 -1, ac

Ragisara± lurse 3 7e&r3 110 43

luxra. Heal-h ZO =nm 96 :'no

"~~a-7 :Jus :. -nrs 57 c

6 cn~s790

H4e1ZaI: ?rz a i5 65
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TABLE 4.4-D

NUMBERS AND TRAINING COSTS OF
AUXILIARY dEALThi WORKERS NEEDED BY 1980

NUMBER NUMBERCATEGORY AVAILABLE NEEDED DEFICIT COST OF TRAINING

Graduate Nurses 753 1,606 853 $3,684.960

Auxiliary Nurses 3,754 5,5Z7 1,773 1,418,120

Rural Health Technicianl 220 881 661 1,269,120

Health Promoters 2,000 8,844 6,844 444,860

Retrained Village
Midwives 1,726 8,000 6,274 188,220

Sanitary Inspectors 168 750 582 459,780

TOTALS 8,621 25,608 16,987 7,465,340

I/ It is estimated that there are 16,000 village midwives (1977). Ideally, all should be trained;realistically, 50%, or 8,000, might be capable of receiving training.
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I.CATTT 0-' TEM. GRAMTAM~
BY mlEkATMIT

TSR

Devartments Graduates

Totonicapin 8
El Q-i4ch6 21

Me Patn3

El Progreso 1
Zacapa 15

Alta Verpaz 16
Baja Verapaz 13
San Marcos 13
Ch~iu a 21
THebuetemango 8
Quetzaltemango 24

Cbimaltenango 17
Sucatepcquez 10"
Sololi 8
Jutiapa 7

Suchitempquez 4

Jalara 4

I-aba! 4
Guatemala 1

=l AS, Qu5.igui S
Academy of 1!edical, Physica! and

Natural Sciences 3
Divi.ion of Human Rescu-ces, MH1

TOTAL 209
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An alternative strategy, subsequently adopted by the Ministry
of Health in the face of vocilferous oppositin by medical and nur-
sing professional organizations and training institutions, contem-
plated the formation of a now, intermediate-level health worker
trained to address the root causes of the majority of illnesses
afflicting the largely juvenile rural 'opulation. Studies weredesigned, implemented and completed to determine the need for,
acceptance of, and the role to be played by the new health worker,
as well as the support systems required for him to function
effectively.

This new health worker, the Rural Health Technician (TSR) isa man or woman between 18 and 46 years of age employed by the
Government of Guatemala who, after training, functions as an
intermediate-level medical auxiliary in the upgrading and exten-
sion -of health care in the rural areas. His duties include com-
munity organization for self-help projects, assessment of wants
and needs, community health education including nutrition and
family planning, improvement in the sanitary environment including
promotion of hygienic practices related to the use and storage of
potable water and the sanitary disposal of human wastes, develop-ment of congenial working relationships with the village midwife,
supervision, and sometimes training, of village health promoters,
and simplified curative medicine and first aid.

Currently, TSRs are selected for service in the predominantly
Indian areas based on their proximity to the Indian culture and
their potential to identify with it and influence Indian leader-
ship. Of the TSRs recruited from and working in the predominantly
Indian departments of the highlands, approximately 30Z speak an
Indian language, have Indian names and bear Indian features.
None live an Indian life-style (although all live simply by Western
criteria) and only a few. of the women TSR graduates wear Indian
clothing. All are necessarily fluent in Spanish.

Table 4.4-E illustrates the distribution of TSR graduates bydeparment. In accordance with the M-H priorities, the predomi-
nantly Indian departments of the highlands receive priority,
although personnel are now becoming available to begin coverageof the non-Indian department of El Pet6n and the eastern part
of the country.

After approximately two-and-a-half-years of field experien-
ces, impressions of TSRs vary from positive (enthusiastic
acceptance, effective deployment good liaison with other healthworkers, major impact on comunity heal=h) to negative (poor
acceptance, ineffective or incorrect use of the TSR, poor
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coxmunication with frequent quarrels and misunderstandings and
.insignificant impact on community health). In fact, both ex-
tremes probably exist and all combinations between them.

An indicator of the general success and recognized value
of the TSR came about following the disasterous earthquake of
February 1976, when more than 25,000 persons lost their lives
and over 110,000 were injured. The Ministry of Health im-
mediately moved all TSRs to the affected areas where they worked
for four to six months. No other group of health workers had
the capacity for organizing the devastated communities, iden-
tifying leaders, forming community action committees, performing
first aid and establishing liaison with other assistance efforts,
and with the central government, through which relief efforts
could be appropriately directed.

The two most basic problems which persist in the TSR*
program are:

1. Adequate supervision is lacking, especially when physi-
cians are the appointed supervisors of TSRs because (a) physicians
are not trained in supervisory techniques and tend to equate
"supervision" as an informal chat, and (b) they are
unwilling to spend several days traveling in rural areas to
visit a few TSRs. This problem is gradually being overcome
by the appointment of senior TSRs as supervisors.

2. Support facilities, such as supplies, medicines, vaccines,
gasoline, oil, are provided irregularly and in insufficient
amounts. Although the curative services performed by. the
TSR are restricted to 20% of his time, basic medical supplies
and medicines are needed if he is to be effective.

An important determinant of the success of the TSR as a
community developer 'for better health appears to be the attitude,
understanding and imagination of the Health Area Medical Super-
visor. Whlen suspicion, hostility and misunderstanding exist on
the part of the supervisor, the dedication of the TSR cannot
ensure a successful program. However, when the reverse is true,
the degree to which TSRs can penetrate the rural areas and
catalyze community self-help programs for health is virtually
unlimited.

Sunervision. The National Health Plan, 1977-1979, emphasizes
the need to train auxiliary health workers if greater health ser-
vices coverage is to be achieved at a realistic .cost. Although
the need may not be explicitly recognized in a policy of this
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kind, the satisfactory, safe and professionally acceptabledeployment of auxiliary hea.lth workers requires the develop-ment and implementation of adequate systems for supervision
and performance evaluation. Without this, the danger existsthat the auxiliary worker will attempt to undertake activitiesard make decisions beyond his ccmetence, and as a consequencebecomo a threat, rather than a help, to the welfare of theindividual or community he is serving.

EffecTive supervision implies (i) a logical sequence in whichactions are evaluated in terms of agreed-upon objectives, competence,timing, judgement and impact, and (2) 3uidance, which requires thatthe supervisor act to bring about correction and realignment whennecessary. Experience has indicated that the most enthusiasticand sensitive supervisors for health auxiliaries are other health
auxiliaries.

Evaluation. Evaluation of the MOH rural health services iscurrently in progress by the Guatemalan Academy of Medical, Physicaland Natural Sciences, in cooperation ith the .inistr7 of Health.The orderly expansion of this project, and the institutionalizationwithin the MOH of the project's data-collection, information-proces-
sing, and interpretative activities will provide a rational basisfor projection and planning, in addition to a measurement of goal
achievement and deviation.

Role Studies. The" changing character of health care delivery,with increased emphasis on the trainirg and use of low-cost auxil-iar7 personnel to carry health services to formerly unreached ruralareas, has caused changes in the roles and functions of many healthworkers. New methods of control and treatment of infectious dis-eases, including tuberculos±s, as well as an increased interest inpreventive rather than curative services, have contributed to thesechanges. A growing health industry in the private sector, an in-creased awareness in the industrial sector of the value of a healthyworker and extended outreach of social security services also con-tribute to the change. New patterns of health worker training,with emphasis on practical field experiences, new modalities forassessing worker and program effectiveness and moves toward de-centralized health administration in the public sector have aidedthe change which affects every functional health unit. Thesechanges imply altered roles for existing health workers, careersfor new types of health workers, and increased or decreased res-ponsibilities for some levels and types of workers.

Conclusion. In accordance with the new directions of healthcare deliver-7 in Guatemala, especially to the rural areas, a numberof changes are needed. Health personnel, their recruitment, train-ing, jobs, and working conditions must be realigned. Opportunitiesfor further education and career advancement must be created; em-ployee benefits, working hours, vacations, and sick leave must bere-evaluated; and work norms and job descriptions must be readjusted.And finally, salaries in the public sector must be made competitivewith those in the private sector if the most talented and motivated
workers are to be obtained and retained.
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Recommendations

Based on the Problem Analysis and the subsequent discussion,
the follmwing recoimendations are made with respect to human re-
sources in the health sector:

Recozmendation 1: THE PLBLIC SECTOR HEALTH .MANPOWER PLAN SHOULD
BE REVISED IN TERMS OF THE FUNDS AVAILABLL AkND PROJECTED. THIS
SHOULD INCLUDE A REVIEW OF THE DISTRIBUTION OF HUMAN RESOURCES IN
THE HEALTH SECTOR, CARRIED OUT AS PART OF A MORE COMPREhFNSIVE
STUDY, WITH THE OBJECTIVE OF DEVELOPING POLICIES THAT PERMIT A
MORE EQUITABLE DISTRIBUTION OF NUMBERS AND KINDS OF HEALTH WORKERS,
BOTH PROFESSIONAL AND AUXILIARY.

Recommendation 2: THE MOH SHOULD ESTABLISH A REGISTRY OF ALL
AXILIARY HEALTH WORKERS WHO ARE GRADUATES OF RECOGNIZED TRAINING
PROGRAMS AND HO CURR LY PROVIDE SERVICES IN BOTH THE PUBLIC
AND PRIVATE SECTORS.

Recommendation 3: PERIODIC RE-REGISTRATION SHOULD BE MANDATORY
FOR THOSE CATEGORIES OF WORKERS WHO ARE EXPENSIVE TO PRODUCE AND
FOR WHICH IT IS IMPORIANT TO KNOW THE SIZE OF THE POOL OF WORKERS,
SUCH AS DOCTORS, GRADUATE NURSES, AUXILIARY NURSES, DENTISTS AND"
VETERINARIANS.

Recoumendation 4: TRAINING PROGRAMS IN THE PUBLIC AND PRIVATE
SECTORS SHOULD BE ANALYZED FROM A TASK-ORIENTED VIEWPOINT TO AS-
CERTAIN. THEIR APPROPRIATENESS TO ESTABT-SHED NEEDS IN THE HEALTH
SYSTEM AND THEIR RESPONSIVENESS TO ChANGES IN THESE NEEDS.

Recomendation 5: A PLAN AND A TIMETABLE SHOULD BE DEVELOPED TO
ADDRESS AND RESOLVE THE PROBLEMS CREATED BY THE MASSIVE EMPLOYMENT
IN THE PUBLIC SECTOR OF AUXILIARY HEALTH WORKERS WHO ARE EITHER
UNTRAINED OR INADEQUATELY TRAINED FOR EFFECTIVE PERFORMANCE OF
DUTIES.

Recommendation 6: STUDIES AND PILOT PROGRAMS SHOULD BE CARRIED
OUT IN CRDER TO IDENTIFY HOW BEST TO INCORPORATE THE APPROPRIATE
ELEMENTS OF THE TRADITIONAL (INDIGENOUS) MEDICAL SYSTEM INTO THE
CARE PROVIDED BY THE PUBLIC SECTOR HEALTH SYSTEM, ESPECIA'.L.Y IN
THE RURAL AREAS.
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The study of exis:t g Indian and Ladino traditional beliefs
should include:

1. the points of coincidence and conflict with modern
medicine;

2. a determination of those aspects that could be incor-
porated into auxiliary training;

3. appropriate methodologies of teaching the traditional
aspects to be incorporated, and

4. me-thodologies-.for evaluating the effectiveness of the
teachin6 techniques and the utilization of such information
in health care delivery.

Recomendation 7: A REVIEW SHOULD BE CONDUC= OF EPLOY.%T
CONDITIONS OF ALL HEALTH WOR.K.S N THE PUBLIC SECTOk, A.ID SHOULDINCLUDE RE-EVALUATION OF THE APPROPRL=%-[TESS OF -=ISTNG JOB DESCRZ?-7 -ONw AND THE EIZZN TO WHICH THEY REALISTICALLY REELECT THETASKS PERFORMED. PAY SCALES, CLASSIFICATIONS, 3LNEFITS, WORKING
HOURS, VACAMC.S, SICK LEAVE, AS WELL AS OPPORTUNTIES FOR CAREERADVANCMT AND ADDITIONAL TRALNNG, SHOULD BE REVISED IN TERMS

*OF THE EXISTNG ECONOMIC SITUATION AND THE DE1ANDS OF THE .EW "
PATES OF HEALTH CARE DELIVERY.

A SEPARATE BUT RELATED STUDY SHOULD BE MADE FOR iMPROVING
THE SYSTEM OF HEALTH WiANPOWER SUPERVISION AND EVALUATION AT ALLLEVELS IN THE PUBLIC HEALTH SECTOR AND SHOULD INCLUDE PREDICTION
OF PERSONNEL NEEDED, COSTS AND MTHODOLOGIES FOR L!PL_-=MTION
AND EVALUATION.



TABLE 4.4.-r

RECOHHENDED lUMAN RESOURCES STUDIES

WILL REQUIRE TECII- APPROXIIMATE DURATION

IIfit L&5MTjHrLgpi: ffL§X'~q I ES
RECOIIENDED STUDIES RESPONSIBI.E AGEUCY AGENCY HAH IOIIIIS BEGIN END

1. Comprehensive Manpower Plat Consejo Naclonal do Planificect6n Econ6mica 14011 2 May I August 31
Health Unit ICSS 1

USC 1
Academy of
Sciences 2

Other

2. Registry of Auxiliaries Ministry of Health OLher 3 Jan I March 31
1hnan Resources Division

3. Analysis of Training Programs Hinistry of Ilealth INTECAP 1 April I Hay 31
lUtian Resources Division Academy of

Sciences 2
USC 1

4. Snpervision and Evaluation Ministry of lealth Academy of to)
Iluan Resources Division Sciences 2 June 1 J-ily 31 L04

5. Retraining of Auxiliaries Ministry of Ilealth INTECAP 2 April 1 Hay 31
iuman Resources Division

6. Incorporation of Traditional Ministry of Health Universidad
Hedicine INDAPS - Institute de Adieatramiento Del Valle 6 Jan I June 30

de Personal de Salud Other 2

INCAP 1

7. Employment Conditions Consejo Nacional do Planificaci6n Econ6mics National Civil
Health Unit Service 2 April I June 30

Academy of
Sciences 3
ICSS 1
moll 2

Key: H01l - Hiniutry of flealth
ICSS - Instiruto GuatemaltecoI de Seguridad Social (Social Security Institute)
USC - University of San Carlos
INTECAP - Institute Thcnico de Capacitaci6n y Productividad (Technical Training Institute)
INDAPS - Instittito de Adiestramiento de Personal de Salud (ealth Workers Training Institute)
lICAP - Institute of Nutrition of Central America and Panama
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SECTION 4. 5 '--ITICN - PEMSE I

(Summarized from INCA-= Report, "Analysis of the Nutrition

Problem in the Guatemalan Populat±ion")

4.Ll. Introduction

A. Summary Statement

Phase I of the 1urriticn Assessment confirMs the existence
of serious nutritional problems in Guatemala which are evidenced by
substantial growth retardaticn in large numbers of children, high
prevalence of infants with low bL-rh weights, a high rare of cc=ru-
nicable diseases in children under five, and infant mortality rates
and mortality rates in children . to 4 years which are amcng the
highest in Latin America.

The average caloric intake is insufficient to meet the
.physiological needs of che ;cpulaticn. it is estimated that the
caloric deficit of the poorest half of the pcpulaion is on the
order of 40% of the minirum daily requirement. he real ccnstmp-
tion of corn, which has traditionally constituted the main source
of energy in the diet of rural Guaremalans, has decreased in the
last few years at an annual rate of more than 6%.

Poor sanitary cr-ndiicns are greatly respcnsible fcr
the very high rate of diartheal diseases in children under :ive.
These diseases, because of the_-4 effecT, of 1iting utiization of
nu-. ents, are an important cause of malznurrition. in additicn,
the lack of sanitation results in a high prevalence of intestinal
;aras-es. Onchocerco-sis and =richocepha.iasis, canbined with a
low iron intake, cause anemia. 3furritional anemia, parricularly due
to iron deficiency, continues to be a major health problem and
significantly affects the productivity of agricultural laborers.

Endemic goiter, the prevalence of -Ahich decli.ned in =he
1960-70 decade due to the GCG's salt iodization prcgram, seems to
have disappeared; at least in its endemic form. Mhere is f.-m
evidence zhat fortification of sugar is substancia.lly reducing
vi-am~in A deficiency in Guaremala.

The sie and ztye of nur.tritonal programs opera-ing in
the heaIlth sector -day do nor appear to have had any grear impact
on reducing the rate of mal.nu:r:ir icn (see B. below). This facr
suggests zhe need for xw and inncvative mul-isectcral approaches
w.hicn address -he como.ix --Troblem of ma/.nur-iicn.
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Despite some data gaps, it is apparent that the situa-
tion is deteriorating. Rapid economic growth which has characterized
Guatemala during the past 10 years, has not had any sinifizanc effect
on the nutr iticnal status of the population. 1f the present si-ua-
ticn crntiznues, and there is no indication that it is charging, and
in the face of rapid popula-ion growth, we can ass-me that the nu=ri-
tiona. sratus of the Guatemalan population, -I!ready one of the least
satisfactory in the Americas, will corminue to deteriorate at a
slow bur steady pace.

B. Cu-rent Nu-Trition .?Tooa.ams Ln the Health Sector.

Nutrition programs currently being implemented by the
health sector include recuperat.ion centers (Servicios de Eduzacidn
y Recuperaci4n Nuricional - SMI), ?L-480 feeding in health pcsts
and centers by the voluntary agencies, a MCH price subsidy r.or
INCA.ARZTMA, fcrr-i:cation of sugar with vitamin A and iodza--.on
of salt. in addition TSRs, aux 4 1iary nurses and other health
personnel receive some train.ig i-n nuriticn education. The MOE'is
family planning program, implemented by AEFR.-,M, is the subject of
a separate chapter of the Assessment. An evaluation of -he nuri-
tional impact of the ?L-480 program in Guatemala will be conducted
as soon as the contract for -he development of a scope of work
with Nathan Associates is negotiated by Washington. A recent
evaluation of Z.XtAARfMI.l/ found that its nutriticnal impac: has
been 'm-4 ed by prices that are high relative tc the purch asing
power of .he 1l income grcups who are malnourished.

Although the Min.istry examined its SL-LN center program
as part of Phase I of the nu.ritcnal. assessment, it was Litte
more than a des"r*cicn of how S-RNs operate. The Missicn found,
during a Lit-erature review or furr.-ion and health activizies in
Guatemala, an evaluation of the effectiveness of SE-RII procrams i-n
Guatemala and Haiti conducted in 1971.1 Basic findings are
described below to supplement the _ZICAP Nutrition Report.

l/ Dr. Robert Wise, paper submitted in partial f4.ulfillmnt of the
requirements for "Nutrition ?lanning in Low-Income Countries"
course at Harvard School cf ?ublic Health, Boston, Mass., Jan-
uary 21, 1377.

2/ MHicheline Marie Nicole Beaudry-Dariseine, "A Comparative Evalua-
tion of -he Effectiveness of Nutriticn Rehabilitarion Centers in
Haiti and Guatemala", a Thesis presented to the Facu-y of the
Graduate School of Cornell University for PhfD, December, 1371.
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-%e SrJ evalua:c±n ±o a, a suib~santal dectase -n -henmber cf- cases of h_-- degree aa.i. dischariie r ,m -.he
SZL'., 'I'llust.aring thar the centers nave had scme impact cr. the
weight for age relaricnsnip cf thi.d.en arre."d:.g. HCwever, fewchi en had reaWhed n or-- a.. ri:zr.l status by the time tner
disoa-. n uae ma a 75"a of :he 4 e .cred.a.e. -the" -
defici- to: scme degree cr i -. oved t-eir , e. for, age razic.

.4 'en measi-.q t-e et±::v--4-eness c. S- 's by zcmpaziq
:~:or .szar--s -ori-lden i4n =~e ex:er entaj. -r-u wi t±ar

of zni~ren zthe cotro rup :r4e year after discharge, in=
meastr; rzzurJtz;cn =crng ycunger --; f nlde i eexperimena2 L -up, it was found that in 3uaterzla :.-e :enrers
appeared : have had LitIe imac=. :n nu-ri:icn. status. Ether
the i en ;rLe.eain-d as much as they :cLu:/ile. awrtindi- :he SMfs,
or the mcrners did nor change neir zehavior adequately :: -n1ure
co-nt -nued recuperia::cn of :hi en. -add..:icn, the mean weiltr
for age ratic of the rtext ycur;er siL.in-gs cf the children -r.der
st-dy was ncr s iifioanrly ar... ber-deen exper.e.-=al- ahd
co0rol grcups.

-n sL-nmary the evaluation suggest that - hee
.of SMI -enters in reduci.ng Ma.n.urri:;cn was nor si'-i"ant. here
mighr, hcwever, have been s-ame .- r--erm eucatri-ral. benefizs wnich
were ncr detected dtxing the first year afer discharge. There is
clearly a need for ftrher study and evaluarLcn before S Ns are
widely reccmended as a way to im.rcve nuz-riricnal srarts of ;re-
school aged

-ther M!. Inistry cf Health nuzcrition prcgrams a-e d-iscus-
sed in the fol ig summary of -he MCA? report on nutri=n.
''e f!L t-ext =f the report appears as Annex 5.1.3. to the health
sector as-sessment.

4.5.2. Summarv of -;-MCAP Recort

4.5.2.1. Evidence of a2-nurriticn

In developing countries, malnutrition is a serious
problem which is evidenced by:

A. Severely retarded Physical growth, especiaily
in small chir"'en;

B. High proportion cf children Who have low bi.Lth
weights ('eight of 2500 grams or less; or 5 lbs. or less
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C. High susceptib'Jiy to infectious diseases.

D. Very high rates of mcraly, especially in
±nfars and in chi'dren 1-4 years cld.

A. Phvsical Growth Retardation:

Weight for age and height for age are
anrhrcpome-r.i-- -.n a:or s which describe :he effects of cnronic
malnutriticn and identify children who are currently suffering,
as well as -ose who have suffered at scme poin in their lives,
malnutrition. n the orher han-.d weight for heigh4t descibes
children who at Present suffer maLnurr icn and does not rake into
account -hose cases in which children have previously suffered
retardation of weight or height but currently, despite their stcrued
size, have an adequate weight for their height. In other words, it
is an index that, despite identifying chileren who are currently
malnourished, rea ly underestimates the harm that malnutrition has
previously caused many children.

The results of different anthropcmetric studies
-presenzed in Table 1 show that from 29% to 38% of Guatemalan children
between 6 and 59 months old suffer from second or third degree malnu-
trition acccrding to the Gomez scale. In other words, approximately
one out of every three Guatemalan c-hildren has a deficit in body
mass of at least 25% of the weight considered normal for his age.
This is one of the highest prevalences of malnutrition observed in
the world. The same studies show that nearly 48% of tha children
suffer from first degree malnut-rition, which means that they have
a weight deficiency between 10 and 25% for their age.

The same table also shows that there is more mal-
nutrition in the rural areas than in urban areas which have better
access to health services. No imorovement has been observed in the
nutritional status of Guatemala when comparing the anthropometric
data of 1965 to 1975. On the contrary, the data seem to suggest
that the rural areas have apparently become worse off in terms of
their nutritional status.

Table 2 presents the results of surveys of height
for age. Approximately 50% of children under 5 years of age have
a 10% or higher deficit of height for age. Similarly, weight for
age indicators demonstrate that the rural populations appear to
be more affected than urban populations.



TABLE 1

GOMEZ CLASSIFICATION IN CHILDREN IROM 6 TO 59 MONTHS - GUATEkLALA 1965-75

Description of the "Ntritional conditionYears Population Cases NortaI Degree I Degrea Ii Degee III

X %1965 Rural * 776 18.7 48.6 27.2 5.5
1965 Urban-Rural , 859 22.0 47.7 25.2 5.1
1975 Rural .663 15.0 46.9 33.0 5.1
1975 Health services** 1026 23.0 48.2 .26.1 2.7

Source: * ]NCAP
* DIHIF (Maternal/Child Health Division, Ministry of |e|alth)



Talble 2

IIEIGHlT FOR CHILDREN F 1')4 6 TO 59 HONTHS - GUATEMALA
1965 - 1975

Description of -of Ad 1 umcy , 1jjht: for _L__ _

th-.- Population Caies 90 1. up 85-8-U9 le!3u th1n 05

iIii A 756 48.4 32.0} 19.6

ii A 039 51.9 30.! 17.0

A 666 50.9 30.0 18.3 6
t%)

holicth servicea 0 U14 62.4 25.3 12.3 J

SOUIU' : i IIW(
At % IF
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The data on weight for height contained in Table3 indicate that in all these studies, at least 20% of the c hildren
have a deficit of 10% cr more of the normal weight for their actual
height. In addition, a considerable proportion of 'hese children,
3.1% to 4.5%, reach a weight deficit for height of 20% or more.

In conclusion, based on weight for age and height
for age indicators, a high percentage of Guatemalan children suffer
or have suffered retarded physical growth. A lower percentage,
bet-deen 20% and 33%, as shown in the results of weight for height,
currently suffer malnutrition. The data show a tendency toward
deteriorating nutritional status for the country during the past
10 years. The impa-t" of this situation is serious when populationgrowth is taken into account. The absolute number of malnourished
children in 1975 has actually increased. Available data does not
permit the identification of regions or population groups which
are most affected, although data suggest that dispersed rural popula-
tions could be the most affected.

B. Low Birth Weights

Low birth weight is highly related to the nutri-
tional status, as well as morbidity and height, of the mcther. TheMaternal, Child and Family Health Division of the Ministry of Public
Health and Social Welfare (DZ41F) made a study of newborn children
in the maternity wards of the departments during 1975. From a total
of 1,235 cases, 15.9% of the children were born with a weight of
2500 grams or less, reflecting not only the deficient nutritional
status of women during pregnancy, but also indicating the high death
risk of these children during the first year of life. The percentage
of underweight children at birth is higher in mothers who deliver
at home. Approximately half of the pregnant women attended in
maternity wards of the Minisry of Health and Social Assistance have
a height under 148 cms., which is considered the lowest limit;
mothers under this height have a larger number of children who
weigh less than 2500 grams at birth.

C. Morbidity

Various studiesL/in Guatemala and other countries
have demonstrated -he close relationship which exists betwdeen

1/ See references 15, 16, 17, 18, 19 and 20 in Bibliography of
Section 5.13, p. 43-47.



2-. DLE 3

WEIGHT FOR IEI3HT IN CHILDREN :FROM 6 TO 59 MONTHS - GUATEMALA
1965-1975

Description of % of Adequacy. of weight for heightYear. the population Cases 90 & up 80-89 less than 80

1965 rural * 750 78.3 18.4 3.3
1965 urban-rural • 833 79.4 17.5 3.1

1975 rural * 666 66.8 28.7 4.5
1975 health services ** 804 73.0 23.0 4.0

SOURCE: , INCAP
•* DIHIF
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malnut niticn and infectious diseases, especially diarrhea, respira-
tory infections, and measles. MLnut iticn increases the suscepi-
bi lty e. children to infectious diseases which beccme more frequenr
and more severe. Miis phencmencn is reflected in high morbidi-y and
mortality rates.

SeciTf Mcrbidity Caused by Malnut-_riticn

For 30 years the medical professicn has
recognized the existence of severe malnur-iticn in Guatea a. It
is evident that prctein-calcric ma/nu-rition (PC4) is one of the
main health prc.blems, but paradcxically, there are no prelinry
data on speci:'ic morbidity due to PCM in Guatemala. Kwashicrkor
was reccgnized more than three decades ago and was carefully
studied by Guatemalan pediatricians and IrCAP. There is no doubt
that its severe forms are less frequent today, but scme cases are
st-l seen in hcspitals.

The only informaticn available at the national
level is the prevalence of third degree Tz1ntrrt-iticn. In 1975 in
t-elve cciumities studied by IM.AP, 5..1%° of 663 children suffered
frrcm third degree alnutiticn. In Santa Maria Cauqud the preva-
lence of thi_-d degree malnutrition in a group of children betw een
2 and 2 years was 16%. While not al- children have tie clinical
symptcms of acute O-, among children w±th second degree malnut-i-
tion some suffer fran kwashiorkor and marasmus.

Data on out-carien= clinics and hosoital
admittances are not very useful. The heading "vitamin and cther
n.i.±icnal deficiencies" represents frcm 3.9 to 19.0% (average of
6.7%) of the causes for visits of children one year old or under
in i75 according to the Mfinist-y of Public Flealth and Social
Assistance. in children 1-4 years of age the corresponding fi.gues
are 2.4 to 9.9% (average of 4.9%). in both groups, malnurriticn
constitutes the fifth cause for visits, but if we take into ccnsider-
ation the interrelationship between malnutrition and infectious
diseases responsible for the first four causes, it is evident that
there is considerable underestimation.

Morbidit Associated with Ma.2nutriticn and
R.eflectec in the Demand fr Ambularcrv and
Hos.i-al Care

With littl2.e variation the first causes for
ccnsultaticn, as -dell as hospitalization,, are: enteritis and other
diarrheal. diseases, acue respiratory diseases, other infectious
and parasitic diseases, skin and subcutaneous diseases, and vitamin
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and other nut--itional deficiencies. For children under one year of
age and children 1-4 years diarrhea is the main reason for medical
attention. This places Guatemala among the countries whose number
one health problem is the malnurition-gastroenteritis association
in children, taking into account that malnutrition is at the same
time a causative factor for the high prevalence of diarrhea as
well as, in a great measure, a consequence of diarrhea. The same
considerations can be applied in a similar way to acute respiratory
diseases and other infectious diseases, as well as to intestinal
infections caused by Shighella and other parasites which are
frequently reported by health centers and health posts.

Malnut-rition and lrrest iLal Malabsorotion

Recent studies made by INCAP have shown the
interrelationship among environment, nutritional status, and
gastrointestinal disease which is evident in the high incidence of
diarrheal episodes. The great prevalence of gastrointestinal
diseases is observed particularly in the low income rural and peri-
urban areas where the population lives in extremeiy poor conditions,
in terms of sanitation, food and water supplies, housing, and medical
care services. These studies show that there is a significant
percentage of adults suffering from subclinica. malabsorption.
There is evidence that 50-59% of "healthf adults in the rural areas
lose between 150 to 300 calories per day above the fecal caloric
elimination of healthy individuals. The economical and biological
impact produced by this additional caloric loss is very significant
since their diet is already marginal or inadequate.

Diarrheal and gastroenteritis episodes also
constitute the number one cause for consultation in children under
five and the first cause of death. In most cases the diarrheal
problem is associated with various degrees of malabsorption.

Effects of So-ial Factors on Morbidity Due
to Malnutrition

There is a possible relationship between
migration and malnutrition. A study made in three Guatemalan
villages showed that there is a higher percentage of children suf-
fering from severe or moderate malnutrizion when the parents migrate.
This relationship is found in families with above average incomes,
as well as in fam4 ies with lower incomes.
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In the eastern part of Guatemala, it was alsoobserved that there was a significant relationship between theavaila ility of land and the prevalence of malnutrition in the fami-ly. , aInut.ition was lowr in families that owned or had access tomore than 2 manzanas of land. Access to land was more important
than ownership itself.

Morbidity in Precnanc Wcmen: Effects on

Maternal morbidt-y during pregnancy is closelyassociated with the chid'4s weight at birth. Surveys of mothers
who had low morbidity rates showed that only 10.5,%0 of tce children
were born weighing less than 2500 grams. On the other hand, for
another group of mothers whose morbidity rate was high, the per-centage was 33.3%. - CA? studies in an indian ccmmurity in the
Guatemalan Altiplano shcw that the incidence of infectious dis-
eases is high during pregnancy. Data compiled for such studies
during a period of eight years revealed that infectious respi.-atcry
diseases and diarrhea were present in 71.7 and 20.2%, respectively,
during pregnancy. Even more serious illnesses such as brcnchial
pneumtonia and dysentery were regularly present. The Lnfecticns
most frequently found were respiratory., diarrheal and urinary.The same study showed that maternal mall.utrTiicn may be one of the
factors respons.ble for retrrded fetal growth. it appears that lcw
ingestion of nutrients and high incidence of infections during
pregnancy are causes of growth retardaticn.

Morbidity Due to Deficiency of Scecific
Nutrierr: Aneia, Vitamin A-aiZ Goiter

An ZNCAP study showed the prevalence of
anemia for Central America and Panama is very high. On the Guate-
malan south coast, women of reproductive age were studied along withadult men. Findings showed a prevalence of aremia of 20% and ofir'on deficiency measured by transferrous saturaticn of 53%. When
these individuals were trreated with ferrous sulphate, 85% of themreached normal values according to the hematological standards forCentral America and Panama so that the prevalence of anemia dropped
to 6% and iron deficiency to 21%. On the other hand) around 12%
of the individuals needed iron and folio acid to reach normal
hematologic levels.

Studies made of nursing mothers showed thatanemia is higher in this group than in women of reproductive age who
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are not breast-feeding. Anemia during pregnancy is also a health
problem in rural as well as urban areas regardless of altitude.
In analyzing the iron intake of 137 families in Guatemala in 1965,
34% of the families did not meet the minimum requirement. Their
intake was less than 10 miligrams per day. In addition, most of
the iron comes from cereals and vegetables because very little
meat is consumed. Iron absorption is, therefore, low. Iron
deficiency in Guatemala is a serious nutritional problem and is
the major cause of 90m of all anemias observed in the rural and
urban areas.

Findings from the MNCAP survey made in 1965
show that vitamin A deficiency is a health problem in Guatemala and
that an adequate intake of vitamin A is essential for normal growth
and development. The government approved and implemented a program
for sugar fortification with vitamin A in November, 1975. Prior to
1975 an evaluation was conducted. The results of the initial survey
showed that vitamin A deficiency was still a problem. 55.2% of
pre-school age-children had levels of vitamin A below the desirable
limits. Subsequ.nr surveys made in April and October 1976 after
fortification show a marked improvement in the situation.

Studies made in 1955 by INCAP and the
Ministry of Health showed that the prevalence of endemic goiter
in the country was 38%. In 1959 a salt iodization program was
initiated. As a consequence a marked decrease was observed.
Nevertheless, since 1969 the percentage of iodized salt produced
in the country has diminished. In 1965 90.3% of salt production
was iodized. By 1970 the percentage was 69%. In 1976 it was 15%.
Salt which enters the country illegally, and which generally is not
iodized, is not included in these figures. If the present situation
continues, it could lead to the reappearance of goiter.

D. Mortality

Infant Mortality

Despite the high degree of under-regi-stration,
the infant mortality rate in Guatemala is high. The preliminary data
for 1975 showed a rate of 81.1/1000 live births (Table 4). The
rate is closer to 100/1000 if adjustments for under-registr aion
are made. A decline has been observed in the infant mortality rate
since 1960, bu the decrease has stab'lized during the last 5 years.
Neonatal mortality appears high: 25.6 in 1975 with a general trend
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Ta-51.o 4.

,£ANT M .T ALZTY RlATES AT BIRTH AND AFTER BIRTH
(BY 1000 BORN ALIVE) A'"M MORTALITY CF 1-4 MARS

1960 - 1975

ars mortality Mrtaity ___ Mcr ali&7 1-4 years

960 91.8 36.9 54.9 --
961 84.8 35.6 49.2 29.8
962 91.3 36.3 55.0 31.4
963 92.8 37.2 55.6 32.2
964 87.8 34.7 53.1 27.3
965 92.6 35.2 57.4 33.5
966 89.0 34.8 54.2 31.0
967 86.7 32.2 54.5 2.8.3
968 92.0 34.0 58.0 31.6
969 91.3 30.8 60.5 33.9
970 87.1 30.8 56.3 27.0
971 81.6 29.2 52.4 29.2
972 80.0 27.6 52.4 22.6
373 79.9. 27.3 *52.3 22.3

174 74.0(75.4)* 26.4 47.5 21.7.
75 1 79.9(81.1)** 25.6 54.3 28.0

e r thousand children of 1 tp 4 years

?reliminary figures

:E: Statistics Bureau. Statistical year hock 1975, Guatemala

1. Planning and statisticz Office. Bureau of Health Se--ices
of Guatemala, data in parenthesis of infant mortality
are preliminary figures from t-he Statistics office.

2. Vital statistics, non published tabulations. Bureau of

Statistics, Guatem !a.-



- 245 -

towards improvement. ?csaenaa.2l mortal.ity rate is also high:
54.3 in 1975; a rate which has remained stable dirmiq -he last 5

The infant mrtality rare in rura2 areas is
higher than in urban areas. Nevertheless, the d'fference is not
great. However, the rates are dif-ficult to cmpa-e because under-
registration is higher in rural areas.

When a comparison is made between indigenous
and non-indigenous pcouLarions, the r-crtal -y rare in children from
I to 4 years of age has been relatively stable in non-indigenous
populations from 1965 through 1973, wile in the indigenous popula-
tion it tends to improve. Again under-registration in rural areas
is ore possible explar.2tion for the difference. -nfant mortaity,
whiich was higher in the indigencus population in 1965, was found
to be lower than that of the non-indigenous populaticn in 1173:
70.8 arnd 9.3, respectively.

In summary, a slight ±rrprovemerm, is found in
necna-a! mcr.al ty, wh-ile posrneonara. mcrtality does not shcw any
tendency to improve. ?ostneonatal. mor ality. is the one most
influenced by the nutr-itional status of c.hildren. The infant
mort.a.liy rare has remained stable for the past five years.

Mortalirv in Children 1-4 Years of Ace

Mhe mcrt- a1ity rate in ch4,-en 1-4 years of
age in 1975 was 28.0. After 1961, there was a slight improvement,
bur in the last 6 years the trend has stabilized. in view of the
fact that the quality cf the registry is better than in the case
of infant m.rr .ity, depar-tenra.l comparisons can be made. he
situation is more critical in Escuintla and in the Deoarmenrts of
Toronicap&n, Solol, El quich, Suchitepquez, and ArLra Vera.=az.
_n general, with the exception of the Deparrne.t cf EscuinL!a,
mortcality in children 1-4 years appears higher in departments with
a high percent of indigenous population.

7t is difffcult to reach any conclusion
regardi.g d4:erences in the 1-4 year mortality rate between
urban and rural areas. Between 1968 and 1973, there was a
general decreasing trend in both the urban and rural areas. The
rare has always been h-igher in The rural areas, bur this di-
ference is gradualy disappearing.
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Mortalitv in the Second Year of Life

The specific mcrrality rate in the second
year of a child's life is considered a relatively good indicator
of nutritional status in populations where protein deficiency is
a problem. This rare in Guaremala is very high, concentrating
practically all morralty of the 1-4 age group in the seccrd year.
in 1.973-74, the mortali y rate for 2 years old was 33.5/1000. The
geographic distribution of this rate is very interesting: the
mortality rate in the second year of life is higher in the Depart-
ments of Escuintla and SclclA, TctcnLicapin, AJIta Verapaz and Quicihd.
The latter are almos tcraly populated by Indians. There has been
a general tendency toward imprcvement since 1969.

Morra-litv Due to Malnuriticn

There are no specific mortality rates due to
malnutrition for each age group and for each department. The interna-
tional classification for causes of death dces not allow for this
data. Such classification utilizes the basic cause of death as
the only criterion, without involving associated causes. But as-
sociated causes may represent in total mortality a much more impor-
tant role than the basic cause. The survey of morality in infants
and children made by the Pan American Heith OrganizaTion showed
that malnutrition, defined as II or. II degree (Gomez) is found as
an associated cause in 32% to 70% of all deaths due to different
causes in children under 5, while malnutrition as a basic cause
plays a proporticna.ly smaller role.

In other words, the type of statistics on hand
ignore the important role of malnurrition in mortality of children
due to diarrhea, measles, whooping cough, respiratory infections and
other diseases. Statistics mention malnutrition when it is the basic,
immediate and visible cause of death. Therefore, the under estima-
ticn of the role of malnutrition in mortality is very substantial.
In spite of the above, malnutrition is the fourth basic cause of
death in Guatemala among children under one and 1-4 years.

Mortality with Malnutrition as an Associated
Cause

There is no quantitative information on the
role of malnutrition as an associated cause of death in Guatemalan
children. The structure of mortality by causes is character-
istic of an infant population seriously affected by malnutrition.
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In children under one the main causes of death are acute respiratory
diaeases, diarrhea, and other infectious and parasitic diseases.
This order is virtualy the same for all departments with some dif -
ferences, but most deaths are due to infectious diseases, many o'r
which would not be lethal if the child were not suffering from mLlnu-
trition.

In 1-4 years olds, diarrhea is the first
cause of death, followed by respiratory diseases. in this age group
the interaction between malnutrition and infection is demonstrated
by mort aity rates. Measles, which is a disease that does not cause
a great number of deaths in well nourished populations, is responsible
for 15.9% of deaths. In five departments (TotonicapAn, Solol, Pet n,
Izabal and Quezaltenango) measles is the first cause of death. In
these departments the number of deaths due to measles demonstrates
the existence of severe nutrition.

4.5.2.2. Availability and Consumption of Food

Based on information provided by hational food
balance sheets for the years 1960-70, the average calorie consump-
tion in 1970 covered only 93% of the energy requirement and 91%
of the protein requirement according to minimum daily requirements
for the sampled populations. If this information is disaggregated
by income level, 50% of the population would be classified as low
income. In this group, the calorie consumprion covered only two-
thirds of the energy needs and half of the protein needs. These
figures were an average which means that within the group there were
individuals whose calorie and protein intake was more deficient,
indicating a very serious level of malnourishment. Moreover, the
quality of proteins consumed was very poor because protein derived
mostly from corn is deficient in essential amino acids. The Dercent-
age of animal protein in the diets of low income people was also
inadequate.

Corn and beans are traditionally the main source
of .alories and proteins in rural diets. The figures for per capita
availability of these two basic grains in the 1960-1976 balance
sheets (Table 5) show that in the last eight years the national
daily per capita consumption of corn has decreased from 555 grams
in 1968 to 278 grams in 1976, a reduction of 6% per year. Regarding
beans, the per capita availability (Table 6) remains mote or less
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Tabla No.

PM CAPIM CC;LN CONt ::CN ZY GUATvwjJA FRCM
FCOD BALAUCE SIDZETS

CONSUt I.OI
PER" YEAR PER DAYYEAR 'Kc

* 1960 180. 6 494.a1961 179.0 490.41962 197.8 541.91963 197.4 540.81964 209..3 573.41965 204.0 '558.91966 177.1 485.21967 .179.9 492.91968 202.6 555.01969 X97.6 541.31970 195.3 534.9**1971 118.2 323.81972 118.6 324.9
1973 116.4 3.8, 91974 105 .'2 2'38.11975 101.5 278.21976 101.5 278.0

SOURCE: * SIECA --Statistics on Food and Agriculture in
Central America, 1972

** Bureau of Statistics. Ministry of Economy,
Republic of Guatemala.
Data on Availability/Utilization, analysis ofsupply r.i, urn;Ln coi. imption and balance of1970-76. Basic grains (preliminary fiT.res),
Guatemala, Marcn 1976.
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Table No. 6

PER CAP ; BEAN CONSUMPTION IN GUATMLALA FRCM

........ -SaEtTS OF FOOD BALANCE

CONSUMPTION
ANiNUAL DAILIY

YEAR Kg V-1

* 1960 2.1

1961 8.1 22.2

1962 8.7 23.8

1963 8.8 24-*I

1964 10.1 .27.7

1965 10.7 29.-3

1966 ,10. 6 29.0

.1967 10."3 28.2

1968 10.1 27.7

1969 10.7 29.3

1970 10.2 27.9

•* 1971 10.2. 28.0

1972 9.9 27.2

1973 10.2 28.0

.1974 9.8 26.9

1975 10.3 29.1

1976 '10.2 28.1

SOURCE: * SIECA: Statistisc on food and agricl-,ture in

Central America 1972
•* Bureau of Statistics. Ministry of Econcmy

Republic of Guatemala
Data onavailability/uti2.izat;on, analysis of

supply A for human consumption and shect of

food balance 1970-76. Basic grains (prcliminary

figures) Guatemala, March 197G



- 250 -

the same, with an average of abour 28 grams per perscn per day forthe whole country. 'hese data Lndicate that diets have deter ±cra_ e'in the last few years and that calcrie ccnsurpticn has decreased,
exacerbating --he malnurri-ion ;roblem as the :coulaticr. "--ceases
and fcod avm'Aiizy decreases.

Based on family diet sztveys cf fcod ocns=-ti_-.cnin pre-schcoJ ch:ilren, calorie and .otein defiC-s for .is agegroup are zreater than for the rest -f -e fThei2.. "- e
surveys shcwed the average per fa-i 'y zcns-=i:on cf r- teans andcalories was mcre adequzate than that of -i en, es;ecia22 7 _-2
years cid. ather __A.3 cc,.ity s':vevs =f --. '-' -_. 1-3 /e--7-s -..show s4  deficits, nct cr.y -; calories t- a1so -. :r'Teins,vitami"ns, and =i:-era's. After 3 ,ears oh4 

'---' c,-ce;-: and fo2.w
the dier of ad!tis and -- crease =.eir ==ns-rzin or corn and -eans.However, any food of and.mal c-iin dizapcears fzc- Their i .eav-iL"g it with very ;ccr prctein quai:-,.

^s d 4of ---*e- d-, "-.a -h..e 1Owccnsum.t ion o calories is -cre severe -han -- az cf ;ro-ten-.s.However, the ;rcre-n- ua'i:v 1s so ;ccr zhat 4:r r -al Z:- enthe protei- defi±: is as serious as the : lo-ie :fa!=i.. e.:
amo.t of rcd i"±en pre-school nild-rern '..tne ccon srai.-ms and ou:- 'a! :-efs cf :-L fa-iie.. -es=i:e :eava:ita!:ic.:y offcd "o-t- - a -=:-,', fwih; :an'-.reo zy . e-a=hool
children rema -s Z.tited , r--'- ss :f ::-e ir_.e lee. -..-e: emily.

ks a -eneral .-Le "-.. in i'za=. areas, andpa-zicJiar.'; -. n-dia, ootm,_ities '_-z_.:_ ca.res-ftir-z e . -.
a zcrqgi:d_-al st'.d. of a :.mu-i-- n the A- 1 n oe.-- anei4'.", year ;eriod, was found .ha=. _ ocen reazz-f'-e-
zabies. -he sz-e -acrze is c-ser.ed w.- =e. - i --the r- L. areas. Breast-feedi- is :Cn:.z.t-.ued fr C --nths o. cre(an average cf 1 3 and in sce :ases :- ex-ers -evc-nd :7yers .Ars- -- erc"h .id- - h- ea:L-q. food, suz:. :asye-ars . fr-._.-cn-hs*

cereal 'aoles', bean cr vezetable s--. , :.-. '-as, --r : etr -
smaU. ac,... -

The Z':,:y of h = n-i;s si.-_ .:: =rticnail :c=ipcsirtn in -ndi _ n- ._i-c ;c.en.
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4.nc~ ,-Oups, ar :'eas- =.hq :e ±i~few -rzs Ae rad s,
o I, -it±c= of --e -Cthez af fectzs =i:;-.c an: c=-csior..

n compar';.i n c - w 1-nc'e-ised =c-es ~~a-- of mmh ers
si.±fer±n; =.-.t:,h e ;lze c, izcse i-2~ :a::: nre= 1

=he v:-A level .. --,e m2-k is i-.z'easeci.- -

ca ua se :: f --e ± -a a- :e = f We sz- ~ a nzu ms,-.
low -Incme grus- -=:a:, areas, ==hers e-4 --;_-_ease zhe t'~a-

or. a.-. avera;e, -a st-s =.y s ix 7zt- s 7~. i- er
'.ce u ; s -e r:, i s- is~ : w= we ar-z = akirz place at
e - - va

The --;-e,: =e -ar= ~ is also a n-=174oa2.
,-=':.e z~n:ies 7-te4 -1- az a S.*25 - z*5

wc~e-n n :- ==ease :-.e= f4:z t- : - azy cr. ze ase
it cr2.*v a - =- tne -'as- =imse:e. Mhus, a ** ' -r
Ln:asce zf o±es n= 7-ee: =.Lz e re.i= e =.e-s.

:c.-as sta-le te----s ot -, ..--4 sAi dh sata f:~e ~ s
iev - a-4er "z- v ei::ies tn ....:-: -;:ves~:cr. znu~i

he "a- t. are :z~.L ':-'- 7h~±r~ :ei.
ac-r~: =i~ =ot.ze-z zta si x --s very -cw ::ared -o

the~~~~~~~ =c =.: cen c---:-ae

S2. --a nze::n z.- cz .azerna..
::n "c. E - :- w re ,-r- e :Cn ----

4::. was =ea:e: 2::is:bL:zire.:

les:.han 1S--' rave ::-i.rr ihs~s

:--* ne: :--ea-:e :---e -- - ~ :rze. a

w.:~ ...- ~r~wz:~nave a =eat*er risk maS net-"she-
&Ln -;-e frtyeaz f- a

ar4 pr.acti:es -:w.ards ~at- ;er'.al, a.-4 t~r r
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cannot be generalized by regions or for the nation es a whole. Gua-
temala is a biethnic, multi-lingual country with several local varia-
tions in social and cultural patterns. The following paragraphs
describe the most important findings of the literature search on
health practices and beliefs and nutrition conducted by LNCAP.

The complex concept of hct-cold governs a largepart of the ladino and Indian c Itur!s. This concept is more wride-
spread among Indian populations, residents of rural areas, and low
income groups in general than among members of the privileged class.
The hot-cold difference is a principle that rules the food taxonomy
as well as the emotional and physical state of man. It explains
to a degree the etiology or disease and indicates the procedures to
follow in the prevention, treatment and cure of sickness. Thus,
it is a critical element in the practice and care of pregnant women,
nursing mothers, and preparation of food for children, babies, and
sick people.

The balance between health and sickness is a
problem ccinmon to all human -ocieties. In Guatemala most of the
population, without making ethnic distinctions and with the excep-
tion of the cosmopolitan classes, is more oriented towards sickness
than health. According to common perception, medicine, whether
traditional or modern, has as its main purpose the curing and not
the prevention of illness. This orientation towards sickness is
explained in part by the fact-that much of theetiology of sickness
in the traditional thinking is supernatural, and, thus, (incontrolla-
ble. There is very little that man can do to prevent illness caused
by forces stronger than he.

The microbe theory of sickness - a concept natural
to Western medicine - is unknown by the population in general. The
system of folk medicine prevails in which the indian is a major
participant and, to a lesser degree, the rural ladino and certain
urban sectors. This system attributes the causes of illness to
sudden changes in the hot-cold equilibrium, to the actions of super-
natural beings, or to negative emotional experiences. Germ theory,
even though it is recognized, has little crediblity.

The reluctance to adopt modern medical concepts
and to modify the system of traditional beliefs does not find paral-
lels in the acceptance of modern medical practices. On the contrary,L
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the population that participates in folk medicine - specialists as
well as patients - tend to accept and demand modern medical treat-
ment after recognizing its rapid and positive effects. What changes,
visibly, are health practices and not the associated beliefs. Change
in beliefs is slower, more complex and difficult.

The initial reaction of a sick person is to ignore
the symptoms and to wait for them to disappear. if this does nor
happen, the next step is self-diagnosis and self-prescription and
treatment. Up to this point the process is similar for both Indians
and ladinos. If they do not get better, they will seek specialized
care. The Indian goes to a practitioner of traditional medicine
first, while the ladino tries to seek modern medical attention.
Nevertheless, medical practices of the Indian. tend to be more
heterogeneous. The Indian may participate in two or more medical
systems serially or simult!Tnously.

The Ladino usua.ly seeks pr,-essional care in the
earlier stages of the illness than the Indian, e%,en though the more
common pattern is to seek medical attention when the illness is at
an advanced or serious stage. This behavior correlates with the
orientation towards sickrass.

- The data zuqgest that the major obstacle for
accepting modern" medicine in the rural ax eas, and especially in the
indigenous areas, is not tTearment nor medical prectices per se.
The barrier that constrains utilizat-ion of modern medicine is the
way in which these services are organized and delivered. There
are language and cultural barriers which result in different expecta-
tions for service and anticipated benefits on the part of the patient
and health personnel. The attitudes and values of personnel who
represent official modern medicine also inhibit the utilization of
these services by the indigenous population, and to a lesser degree,
by the ladino population.

The delivery of modern medical services is exclu-
sive and prevents the patient from participating in other medical
traditions simultaneously. This implies that the person seeking
modern medical attention has to totally reject traditional medicine.
This is an obstacle because in the public perception the coexist-
ing medical systems are not competitive, but rather complientary.

There are many gaps in our knowledge of the anthro-
pological and sociological aspects of health and nutrition in Guate-
mala. In particular, our greatest ignorance is in the area of
practices and beliefs for Dre, per- and post-natal care, care and
diet of pregnant and nursing women in breast-feeding and weaning
practices, and in the care of childhood diseases. We need to
understand the change processes involved in altering these prac-
tices.
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4.5.2.4 Rmuwm at -.s

ast of these re0iuunsatix= are directed at the heal9th sect=
aM "lao iy oonstitute an ilxte~ated approach. or a glcbal solui.on tothe zn.zritIi prcblm in G~zatemala. For this purpote it is Mcesaryto cCMPIetA pe fl, which wuld onver all sectors related to .

mx~i~aiprmblan.

A. Geeral. mn ndat.-ns

The~ nur±ticn prc-blen in Guatmala w42l not be solved*witzt taking detaied and sustained Political action. In order to*guide polit±al, dcsicrn-makJers, the f:oiJzwig recamdaticns are
proposed:

1- Strengten~ the instititi~'.a inaastmurewhich will be reponsible for analyzing the prcblsu, prcposing solutionsto dec±.sicn-mrkers, and, based cn dheir decisions, f ating a na-tional fod and mit. tial Plicy and designing a aes nd:,ng acti.ion
plan by:

a. Providing the Intersec--al Nau-itionCze.ss.on With Professional full-time Personel, cleM.--cal ezr=r el and
an adequate hudget;

b. inviti.ng other sectors, su as agri± ltore,e.caticn, and finance to send hig level personnel to =jnL.a=rte with
thef!M C -q Issn, freeing them,,4=ever pcosile, of other cbLigati4cns;

c. PvidinT the COmissicn with ¢ l overinteriational foreign aid agreements related to nutriticn, i.e. grants,1cans, technical assistance.

2. The National Nurition Ccmnissicn skruld drafta National Fco and NUZition Policy fr i which guidelies can be pre-pared for a ational Food and NMArtio Action Plan. Ths Plan shall bePreared in close colLaboraticn with all interested sectors. .a-tional Etcd and N'u--Ition Plan shall serve as a master plan for existingor fuu seto-r plans whih wil inorpo--ate the nutrition n t.

Another task of the Cmisicn shl be toInfr all sectors of the progess in understanding the prmble the
c=Ms~ences; of malJ.ntiicn, and the foreseeable effects of currntsector Policies cn nutiticnal status. The Cazmissicn should also€Olbacate cn the establishimt of a N,4aticnal Systen for -pidemolo-
gical and Nlu-iti nal Surellance.
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3. TeGvexet sbauld include in the national
but suffiiet tim to be used by the various agencie in implmw-
tin nutrition p=rog , or proa with ntition +oents, within
te otet of the overall National Food and Nutrition Plan.

B. soizmnat.ons on data for riu ition plannin.

1. In general there is a lack of longitxdinal
data. As a result a major effort is reired to identifyt rends in
the variables and indicators used in the nutitional assessment.
Available data should be updated and campleted, using re!=spective
data; all future- data =1itin should be based on annual data, in
ozder to make o soarsons and projections over time.

2. Since most avaiLab le data is aggregated
nati onally, and disaggregated data, if found, is generally by depa.t-

Ierit, it is reum~ded that infonation be disaggregated by region,
because regional diversity raises thi probability of finding regional
differences, not only in the prevalence of malnuition, but in its
am es and prevention.

3. Cne of the mjor obstacles to nutrition
planning is the poor quality of vital statistics, particularly in the
rural areas. On one hand, there is an important under-registration of
tiata an infant murtaIity; on the other hand, regsitries of the causes
of dwa:-h ,4 --.,'l.ations in health facilities are incomplete and not
stnadized. T fr, a - -lete s -Iucturing of the current data
ompilatin and disstmiaricn system including standard, zation of infor-
mmtion shceid be undertaken. .nutriticn as an associated cause of
death should be incoprated in diagnoses and on death certificates.
Standards should be estahl ished, personnel including physicians should
be trained In nUtitIcn and adequate supervision should be provided.

4. A tripartite working group should be created,
composed of the National Ecuzmic Planr- Council, MtL i-y of Public
Health and Social Assistance and Genera- Bureau of Statistics, in
order to inI emn- the above r-- rndacans.

5. Te national fool- balance sheets should be up-
dated. For this -urpose the Naticnal Bureau of Statistics should add
personnel.-

6. The National Bureau of Statistics should com-
plete cazilation, processing and analysis of the major dgraphc
variables in the Guatealan population as soon as possible.
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7. Pa sr.* f-c xm1ritcna1 problm should be

in children under 5 years of age: nutr=ticral anmia, low birth ight,
and eieic go iter.

8. Th mtriticn. asseswmt should be eiqpanded to
sect, Tu~h as agricultue and euati cn in order to achieve

a-glcbal diagnsis of the cocunry's rmtriticnal prcblem (the so-called
Phase I of the r mtitum a.ssess it). 'ne Natilon Food and Nut t=.n
Coamissicn of the National Emric Plannin'g Cacicl has already tnde r
taken varnous related siesd tiich should be msprted by the interestad
sectors. Phase 11 of the rztiticn assessat should begin izriiatly.

C. Smecific --- atI -cnrs for the health sector.

S- !l endations proposed for the health secto= are
based on findings and ccnclusicns of this stady (=CAP - Nut-itzcn
Phase I), eral cnclusics frm an exm.iiaticn of the health sector,
and on the MO Resolution 30-51 of the orld Health atim
Meting which, r.quested goverments . .. -*. to give highest prior-ityj to
the probm related to food and nutrition in their health prgrs..."

It is re- ma ed that:

1. The Ministry of Public Health and Social Assist-
ance, by mans of an official declaration, recognize that the relation-
ship beteme infant m _Lxz.tion and gastroentenitiz is the majcr health
xrblen in Guatarala.

2. m Ministry of Public Health and Social
Assistance create a w~cking grom to design a plan of action for nutri-
ti , within the health sector over the srt and medium term ,Aid will
suport the wcx of the Naticral Nutriticn C~u~mssicn of the National
Ecnmic Planning Council.

This grc, should consist of high level officials,
d artnt heads, nutriticn specialists and pediatricians. 1.he officials
and specialistq cn the team should meet peri dcally, at least wekly, to
preare a natinal cnfeenc for the hea!Ith sectr pescnnel, at which
the plan of action wuld be pmesented and discissed. =be plan of action
should include not only the Ministry of Public Health and Social Assis-
ance, but also other agmcies in the sector, especially the Sccial
Security Insttute. Thenise;al resoluticn which will create the
• king grou, should be very specific in stating the tes of refer
and give a f:i date for presentzng crnclusins.
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Ih addition to preparing an action plan for the
sht and msitau ter=, the wJcq:ig grp shalld define the role of the
health sector in nrition, esiay the role of the Ministy's De -
paret of Nut=ition and aesign corete and realistic nuition inter-
vntions in the health sector.

3. The action p1 .n should inc udeor consider the
foucwin s gsti s:

a. Place substntial emphasis on motivation __ I/
orienttion of health personnel, especially physiciars, nurses and EPSs&-,
to make them aware of their role in alleviating malnutrition;

b. Emhasize the integration and coordination of
mxiticn progr at all levels. Coordinate easting and future nutri-
tio programs, including edcation and coation services, placing
them under the responsibility of the area health diefs along with
budgetary resources and necessary decision-making authority. At the
same time, positions for rtri-tionists or physicians with training in
nut iticn shcul..d be created in the regional health areas with sicient
salary and prof.-ssicnal incentives.

c. Provide or expand integrated basic health
seivices inc.ud.." ntriticn to low inome famlies

d. Establish in all health facilities the early
detection, treatment, referal and countr-referral of all persons
suffering fr== acute mal lrtriticn, including the peration of standards,
training of personnel, and systes for supervision;

e. Ixprove treatment for plnourisheo ecple in
hospitals by establishing nrms and intensive training of all medical
and paramedical personnel;

f. Define the role of pcal p,
TSRs and EPSs in nutrition poz;a; r, especially in the %w activities
mentiond above;

g. Accelerate existing prog for construction
of water and sewerage systes using ma== comm=.ity participation,
ac-panying such activities witch intense ecctaional cpaigns on the
use of potable water and latrines;

h. Ecpand oral rehydration services for inrant
gastroenteritis;

i. Rnsider the norms for the care of pregnant
w in order to prevent lw birth weights; and

1/ The Ministry's program for last year medical school students to
spend one year practicing in the rural areas.
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. MAke a c=certed effort to train healthperscm.el at all levels in nutrition in su a way that everyone re-
ceives training within the next few years. At the saue time, the super-
visozy system sould be rserucued to include nutrition. The ehasis
of the training eff=t should be on incororating mrt--ition into t e
routine activities of the health service.

D. Additicnal Suje-tions for Future utrition
?- ng in Guatemala.

The Mission, after reviewing the DMP recu1en-
datian for mrtriticn (described above), developed additicnal suggestns
for Xog z design and imlewntation whidch culd build on existing
Aissicn-financed projects. They are listed belcw, but are not necessarily
descrzibed in order of priority.

i. E2and the availability of family planning
services, particularly in the rral areas. Allow MM par Ical per-
scnnel to deliver f=:ily planning serrces.

2. Building on the exis tig rural health service,
train midwives and health prmters, especially in Indian areas, in
nutrition education, ePmphasizirg breast-feeding, health education
practces, well baby care, ard non-clinical based rehydratin techniques.

3. Train auxiliary ntrses and TS~s in tehniques
of rehydration of infants and alcw this serrice to be delivered in
rural health p csts and other facilities in rural areas.

4. Provide technical assistance to the LEE'sNutrition Division in the ainistraticn, manage.ent, and mlarentaticn
of their = Center program, beginning with an evaluaticn of the
existing programn. Incarpr te fathers into the proggrm and epasize
the educaticnal aspects of the progrim.

5. Evaluate the nutriticnal ic act of the
PL-480 ICE and school feeding progras with a view to increasing their
effectiveress. Consider develcping a nutrition education ard food pre
paratzon progrm= in o r* tio n with the disrnbuticn of the PL 480
food sucp.lent. Supcrt efforts to develop local foods to replace
the PL-480 foods over the lor-term and develop minimu cost diets
for various recgicns using local foods.
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6. existing schol garden progrm
assIsted by the Pe Cops and various PM's to see if they waant

7. Evaluate the effectiveness of n .P/
to see if low-ilnc people can afford to purchase it in amounts which
will impact favorably an m1nutrition.

8. Develop a specific nutrition prog for
fincas where third degr malnutrition is very high.

9. Std breast-f eeding practices, weaning
practices, and cae of childri and pregant w n amng Ladino and
Indian Ipuatns with thie view to changing dietary patterns and
harmful child rearing and pre-natal care.

10. Incorporate in any prcposed utrition
proam wys to measure om (impact) before the pro, - is te .ted.

i1. Using BVE and BM experie.ces i ra te
rnztrticn eation message into exsting broadcasts. Develop new
mssages dealin with rhydration and health practices and other
behavior in Indian languages. Develo s rtive trition education,
mterials for use by the BVE yrmters.

12. Su rt studies on the effects of food price,
policy changes on food purchasing power of low ince families.

13. Use USPA (Unidad del Sector de Planificacidn
Agricola, Ministry of Agricul=re) s1 sample frme survey group to
gather regiomlized, nutritional status and food pr-ucticn data.

14. Exlore ways to increase bean consumtion of
low in~ fami1ies.

15. Use training and technical assistance ftr-s
available 'ader Loan 026 for special nutrition studes. Use tecnical
assistance funds available under Loan 021 to begin phase 11 nutrition
assessmmt, and provide other cnsultants reqire by the GoG's Food
and Nutrition Policy Planning Grup.

16. Continue support to IC=A's high lysine corn
project for the Highlands.
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4.6 Environmental Sanitation 1/

Introduction

In 1976, 14% 2/ of the rural population of Guatemala had
access to water from constructed systems (an increase of almost
50Z since 1970), and an estimated 13Z 2/ had latrines. Sanitary
solid waste disposal in rural areas is practically non-existent.
Because of this, limited coverage of these sanitation services,
the leading causes of both morbidity and mortality in Guatemala
are environmentally-relatcd diseases. Thus, environmental sani-
tation plays a crucial role in the health status of the country.

in countries where adequate water and sewerage facilities
are not available to a majority of the population, diarrheal ill-
ness is a principal cause of morbidity and mortality. Ir, Guate-
mala diarrheal illness is only surpassed by respiratory illness
on the list of the ten leading causes of sickness and death.

Transmission of enteric infections which cause diarrhea may
be by non-potable water, fecal-oral contamination, or both. Given
that 80% of children under five years of age are suffering from
malnutrition, enteric infection morbidity and mortality affect
most of the children under five years of age. The absolute magni-
tude of the diarrheal problem is unknown because children's diar-
rhea 3/ generally does not come to medical attention in rural
areas.

The chapter is organized, first, around various social science
aspects of environmental sanitation, e.g., socio-cultural and man-
power issues. Second, the discussion is focused upon specific
problem areas, e.g., development of rural water systems and la-
trines, solid waste disposal, and food handling practices in com-
munit markets.

I/ See Annex 5.14: Environmental Sanitation, for a detailed des-
cription of the status of environmental sanitation in Guatemala
and proposed programs and cost estimates.

2/ Data supplied by Unidad Ejecutora del Programa de Acueductos
Rurales (UNEPA.R), Divisi6n de Saneamiento Ambiental (DSA), Direc-
ci6n de Desarrollo de la Comunidad (DDC).

3/ In children less than five years old, the vast majority of
diarrheal episodes are termed non-specific, in that specific bac-
terial or protozoan pathogens are not identifiable. Studies in
Mexico, Bangladesh, and other countries have identified a reovirus
and enterocoxigenic Escheric. ia coli bacteria as frequent causes of
childhood diarrhea. These and other pathogens responsible for
childhood diarm-iea are not yet amenable to specific therapy.
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4.6.1 Social Science Asoects of Environmental Sanitation

Since data on environmental sanitation attitudes and practi-
cas is very limited, the LSA team undertook a study of this area.

Six ecologically and ethnically discriminated field sites in
Guatemala were surveyed to examine the behavior of individuals and
groups with respect to environmental sanitation in the context of
the domestic and comunity environment in which that behavior oc-
curs. The survey was designed to view the possible barriers -
social, cultural, psychological and economic- to the introduction
of new environmental sanitation technology, and the elements that
might facilitate such an introduction or provide suitable points
of intervention.

The leading criterion for site selection to reflect the geo-
physical environment was altitude, and the principal socio-cultural
discrimination was ethnicity, i.e., Indian/Ladino. 1/ The following
sites were selected: (see Map 1).

1. Soloma - Vrral, municipal capital (cabecera), Western

Highlands, Indian.

2. Soloma - distant aldeas, Western Highlands, Indian.

3. Finca Los Andes - coffee finca, South Coast, Bocacosta,
Indian.

4. Teculutin - semirural municipio, Eastern Desert, Ladino.

5. Izabal - aldeas, eastern tropiral zone, Ladino.

6. Patulul - cabecera municipal, South Coast, Pacific Plain,
Ladino.

At each site fifty families, randomly selected, were inter-
viewed for a total sample size of 300 families. Data were collected
in five major categories:

1. The disposal of domestic wastes - human, animal and solid
wastes.

2. The source, transport, storage, quality and utilization
of potable water.

3. Patterns of personal and domestic hygiene, including
housing.

I/ In each chart in this sub-part communities are designated I or
L to indicate whether the majority of the population is Indian or
Ladino.
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4. Community participation in relation to health and sani-
tation, and exposure to previous educational programs in the
area of preventive health.

5. Perceptions of the nature and importance of domestic and
environmental sanitation problems, the adequacy of existing
solutions to those problems, and appraisal of alternative
technologies.

The entire study entitled Environmental Sanitation: A Study
of Attitudes and Practices, May 1977, is included as Annex 5.15
of the Health Sector Assessment.

On the basis of this study, it is clear that while there are
many similarities between rural Indian and rural Ladinos, meaning-
ful variations exist between the environmental sanitation practices
of Indians and Ladinos to the degree that the same environmental
sanitation program will not serve both.

Level of Knowledee/Awareness. The level of knowledge about
environmental sanitaticn is generally low and has three principal
characteristics: 1) It is uneven, with consciousness in some areas
being quite high and in others totally absent; 2) in some areas
where consciousness is high, it tends to be based on a sort of
rote indoctrination rather than a real understanding; and 3) even
where consciousness is high, economic or environmental impediments
prevent compliance with one's own beliefs.

The lowest levels of knowledge about environmental sanitation
behaviors and hygiene were found on the finca studied.

The level of contact through any medium, e.g., radio, tele-
vision, newspapers, health programs, etc. on the subject of en-
vironmental sanitation is quite low, but it is lowest in Indian
areas and on the finca: however, the level of expressed interest
in the subject is high. (Positive responses of interest need to
be viewed cautiosly since they may be given out of courtesy to
the interviewer.) Respondents seemed aware that they do not know
how to cope with problems of the environment and that no one has
told them much about it. The =ajority felt they were practicing
the little they had been told, but some admitted not doing so.

Discrepancies were observed between answers to questions
and behavior but the fact that respondents gave the response that
would portray themselves as acting in the "correct" manner indi-
cates a higher level of consciousness than public health workers
commonly believe exists. However, this consciousness does not
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appear to be sufficiently internalized to consistently govern
behav-or. For example, the germ :heor'y as a cause of 1isease
has not been integrated into e-xisti=g belief systes, especially
in the Indian population, and therefore, the relationship between
environmental sanitation and lisease is not :!ear.

It is well understood that i-nsects zarr- diseases. H cvever,
ignorance of what diseases specific insects carry is widespread.
Insects are cc.bat--ed in proportion to their capacity to annoy;
thus, flies, less annoying than other insects, receive a less
vigorous control than mcsquizoes. Food and water are left uzn-
covered, although covering food, and water are left uncovered,
although covering food, while erratiz, is =ore co--on :han not.

The knowledge level concerning the nature c: :he diseases
carried by wacer is very :ow. ?ecple dc nc: underszand hcw water
can make then sick and in wha: ways. ..-ere is a generalized know-
ledge :hat boiling of water is desirable. Hcwever, :here appears
to be no c:ncepual linkages between a knowjn polluzed water sunpoy
and preventive or corrective act:ions. Thus, water is boi-ed an
insufficient -amount or :-;e and bciled water :on:ainers are not
covered or prcpery cleaned.

Water Eunol-. As "able 4.6.i-A incca:es. 45: o-f :he total
sample had a water supply ei.h.er in the -use or yard; . had
access to a neighborhcod :an. *4owever, :9 had to obtain wa:er
rmn another source, at var-.ing distances fro-- hone; the =.afori:y

of those wiho had to zar-.., water "were in :,e nuni-ipa and a -
deas of Soizo.a and on the -i;-ca Los An-es, the Drin-ariy indi-

-genous 3i:es. T-here was scne difference .y ethnizity, " i~h 86:
of wo--en in indigenous sizes and 7iZ of wc-en in Ladino si:es do-
ing :he hau-ing of "arer; %% of a'l' -onen ;sed, -5na2ios,
and large, for hauling; ;% used pails, and :"e balance used
najas Z/ and a -i;. of other oontainers.

The balance of -he sur-;ey popula:ion bough water -ro-_ :he
un4-ipali:- a: a fixedprice, vary:in : fron -..0 to . . " per

month, once the inizial inscallation ccst was oai4. 'o one in
the sa=vle paid to have water brought in any kind of Zcntainer
such as barrels, zinaias, and cntarcs.

I! A s-a1il cintaro holds ten liters; a large cantaro twenty liters.

2/ A :inaja in a round Jar made of plastic or clay and is
co==nlv used for carrying and storing water. The capacity is vari-
able, but usually is approxinza:ely four gallcns.



TAIII.E 4.6.1-A

WATER" SUPPL'IY

Tap fn Tn1, In 144 1 ghhorhmod Hunicipal
Iloune Yard .Tn2 Well Spr!nR River Lnke Rain

Soloma (Cab.)/l 26% 102 "zI12 222 a% Ox 22 02 02

Solomn (Aid.)/! 0% 4% 242 Ox 392 20% 122 02 O2

Fiiw'a !.ot Anden/I 14% 8% 14 64% 02 0%-. O 0 Oz

'vct,{1 I ut fin/I. 102 52% 6Z 42% 22 22 242 O2 02

IZabal (Aldean)/l. 541 152 62 2% 62 4Z 132 02 02

P48%lI. •82 282 42 01 12% 02 4% O2 02

Avernge it rotal Population 25% 20% If$ 152 312 4% 9%

Totnln to lesi than 100% are due to rounding nnd eliminntion of decimal pointa.
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Water Storage. Forty-seven percent of the total population
used tinajas for water storage; this usage was relatively evenly
distributed across the following sites: Soloma (cabecera and al-
deas), and Izabal (aldeas). In Patulul, Finca Los Andes, and
Teculutan, the majority used primarily pilas I/ for storage;
41% in Soloma (cabecera) used tinajas as the other principal mode
of water storpge. Not surprisingly, hygiene procedures correla-
ted in some measure with the size of the storage container used.
In Soloma (cabecera and aldeas), 83% and 65% of respondents said
they cleaned water containers once a day. In Teculutan, with a.
somewhat more even distribution between tinaja (38%) and pila use
(approximately 50%), 51% said they cleaned containers once a day
and 49% cleaned when the container was empty. However, in Iza-
bal, where 65% of respondents used tinajas for storage, the ma-
jority (68%) cleaned these containers only when the water was
gone.

Water Quality: Attitudes and Behaviors. Table 4.6.1-B
presents a comparison of attitudes concerning water quality and
actual behavior. In all cases, except for Soloma, theie is a
correlation between evaluation of water as of good quality and
non-treatment of water. This further correlates with complaints 2/
or lack of complaints about water quality, again except for the
Soloma case.

The question.is: Why, in Soloma, respondents appraise water
quality as "good to drink" (buena para tomar como viene), yet have
complaints about it and have a high percentage of treatment acti-
vity? The reason suggested by field researchers is that Soloma,
cabecera and aldeas, has a very active rural health promotef 3/
program which is apparently sufficiently effective to induce its
client population to treat their water, despite an initial belief
that the water is good to drink "as it comes". This discrepancy
may either represent a transitional stage in which a behavior change
is leading a belief change, or it may mean that the current behavior

1/ A pila is a concrete water storage unit approximately one
meter deep. The cubic meter capacit) ,aries from about four to
more than one hundred. Within this tank are washing areas, with
separate drains, which separate the supply of clean water from the
washing waste water. Clean water is dipped from the clean side
and used in the washing area(s).

2/ 'Complaints' include: bad taste, bad smell, poor color, con-
taining impurities (suciedades), containing dirt particles (tierra
en suspensi6ri), contaminated.

3/ The promoters were indigenous to the area and had supposedly
been trained by the Maryknoll Health Program.



TABLE 4.6.1-B

ATTITUDES AND BEHAVIORS CONCERNING POTABLE WATER

Evaluation Complaints about
of Quality Handling of Water Water Quality

Good Not Good Treatment Non-Treatment None All Complaints

Soloma (Cab.)/I 77% 17% 61% 39% 35% 65%

Soloma (Ald.)/I 98% 2% 95% 5% 20% 80%

Los Andes/T 96% 4% 10% 90% 62% 38%

Teculutfn/L 80% 20%. 22% 78% 75% 25%

Izabal/L 96% 4% 16% 84% 70% 30%

PaLulul/L 100% 0% 22% 78% 91% 9%
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will persist as long as the health promoter presence supports it,
to be followed by possible reversion if the promoters' support
diminishes in any way. Virtually all of the Soloma populations
that treated water (cabecera 94%; aldeas 98%) boiled it. Table
4.6.1-C displays the average boiling times and ranges for all six
sites.

TABLE 4.6.1-C

BOILING-TIME AVERAGES AND RANGES

Average
Boiling Time Range of Time Boiled
(in minutes) (in minutes)

Soloma (cabecera)/I 19 2 to 120

Soloma (aldea)/I 13 5 to 30

Finca Los Andes/I 25. 20 to 30

Teculutgn/L 12 2 to 30

Izabal/L 11 3 to 30

Patulul/L 18 5 to. 30

The 120-minute case was unique. Excluding it, the upper end
of the range becomes 30 minutes.

There were only two cases in Los Andes of water boiling.

With the exception of Finca Los Andes, where only two cases
of water-boili.g were encountered, the range varied from site to
site from two miiutes to thirty (excepting the aberrant case in
Soloma (cabecera) of 120 minutes). The average boiling times were
from eleven to twenty-five minutes, averaging again, for the total,
fifteen minutes. The number of low boiling times (2-8 minutes)
was relatively low, but there were a fair number of ten-minute
boiling times, which are at the minimum for desirable hygienic
practice. There is some indication from participant observation
that the quality of the practice is ineffective because the water
is not boiled long enough, contaminated vessels are used, and ac-
ceptably-treated water is mixed with untreated water.



- 269 -

There was a slightly different pattern in beliefs about
whether or not water or lack of water could cause illness. This
pattern appears in Table 4.6.1-D.

TABLE 4.6.1-D

BELIEFS ABOUT WATER AS
CAUSE OF DISEASE

Water as Lack of Water as
Cause of Disease Cause of Disease

Yes No Yes No

Soloma (cabecera)/I 91% 6% 100% 0%

Soloma (aldea)/I 80% 5% 92% 2%

Finca Los Andes/I 66% 28% 34% 50%

Teculutan/L 68% 30% 86% 10%

Izabal/L 83% 15% '06% 8%

Patulul/L 92% 0% * 96% 0%

• Lack of equivalence to 100% due to "no responses/do not know".

There was high degree of perception in Soloma concerning
water or the lack of water as being potential causes of illness,
to be expected as a result of the health aide activity as mentioned
above. There was a similarly high perception in Patulul and some-
what less in the Izabal aldeas; the latter have also been active
health aie foci within the radius of the GOG auxiliary training
program at Quirigua, but health aide effectiveness may have been
slightly diluted in the 1976 earthquake. The lowest water-hygiene
consciousness was on the Finca Los Andes, correlating with a per-
ception of water quality, low treatment activity, and fewer com-
plaints about water quality. Whetiir this is a well-founded set of
beliefs and behaviors is an open question.

Those who were asked what illnesses could be caused by water
or lack of it responded as described in Table 4.6.1-E. The per-
centage of "no response" is very high in the indigenous areas, an



TABLE 4.6.1-E

ILLNESSES CAUSED BY WATER OR LACK OF WATER

Do Not Know/
Do Not Answer Diarrheas °  Parasites Other

oloma (Cab.)/I 67% 10% 10% 12%

oloma (Ald.)/I 86% 8% 6% 0%

os Andes/I 93% 7% 0% 0%

eculutfn/L 44% 16% 13% 27%

zabal/L 50Z 21% 29% 01

atulul/L 26% 4% 22% 482

Others included: dehydration, fever, vomiting, colds, stomach ache. typhoid/typhua, cholera,
diarrhea, kidney trouble, infections, amebas, blbod disorders, rashes (ronchas),
malaria, 1st. grade malnutrition, and failure to thrive ('El cuerpo no va').
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average of 82% for the three sites. In the three Ladino sites,
the average in this category is 40%. Not surprisingly, the degree
of reasonably correct information about water-borne diseases was
also highest in the Ladino groups. No one in either group made
any point of direct connecion between lack of water and hygiene.

General Attitudes About Personal Hygiene

When asked why, in general, it was desirable to keep oneself
clean, the categories emerged that are presented in Table 4.6.1-F,
together with their distribution by site. The largest category
for both groups was, reasons of gex-eral health, and/or avoidance
of illness. However, only in the Ladino group was there explicit
connection made between the term "hygiene" and "keeping oneself
clean", at the same time there was ample appreciation in the in-
digenous group of the physically and psychologically beneficial
aspects of hygiene. It may be that use of the term "hygiene" it-
self in health education is not a particularly relevant usage nor
compatible with indigenous lexicons, and that health educators
might better talk in terms of health and physical and psycholo-
gical well-being.

Solid Waste Disposal

Solid wastes are handled differently in lidigenous and Ladi-
no areas (see Table 4.6.1-G). In Soloma (aldea and cabecera), 50%
of the respondents add their biodegradable wastes to their compost
heaps, separating out what is not biodegradable and throwing it in
the patio (see Table 4.6.1-H). In Ladino areas and in Los Andes
solid wastes are generally burned or thrown on the property; there
is virtually no use of composting in Ladino areas, nor is the know-
ledge level high (see Table 4.6.1-I). Only in Solcma (cabecera and
aldea) and Patulul do the majority of those interviewed consider
compost an effective fertilizer; in the other sites an average of
48% do not know what composting is.

Thus, it would seem that efforts to use composting as a solid
waste disposal technique might have a good sociocultural base in
indigenous areas; in Ladino areas, to initiate such approaches
would be to begin at ground zero.

Disposal of Animal Excrement

In Soloma (cabecera and aldea), 65% of those interviewed col-
lect animal excrement to use as fertilizer, while in the other four
sites this is rarely done. The general attitude, however, in all
sites, is that animal excrement is excellent fertilizer; the reason
it is not used is that either the subjects do not plant or feel that
fertilizer is not really necessary in their particular area.



TABLE 4.6.1-F

ATTITUDES ABOUT THE DESIRABILITY OF PERSONAL HYGIENE

Remove Just One One ChildrenFor more General Avoids Dirt For Reasons Don't Generally Not to Feels Feels Grow
Health Reasons Illness Smells of Hygiene Know Good be Bored Fresh Tranquil Better

Soloma (Cab.)/I 18% 71% 3% 0% 0% 0% 0% 3% 5% 0%

Soloma (Ald.)/I 36% 0% 56% 0% 0% 3% 0% 3% 3% 0%

Finca Los Andes/I 47% 0% 0% 0% 30% 3% 17% 0% 0% 0%

Teculutfn/L 64% 0% 17% 13% 2% 4% 0% 0% 0% 0%

Izabal/L 41% 43% 14% 0% 0%. 2% 0% 0% 0% 0%

Patulul/L 31% 31% 0% 27% 0% 7% 0% 4% 0% 0%

40% 24% 15% 7% 5% 3% 3% 2% 1% .3%



TABLE 4.6.1-C

SOLID WASTE DISPOSAL

Nothing Thrw in Throw on Throw no
Special Burn Bury Patio Property Compost Special Place

Soloma (Cab.)/I 2% 2% 0% 6% 16% 60% 14%

Soloma (Ald.)/I 2% 0% 0% 0% 59% 35% 2%

Finca Los Andes/I 4% 47% 4% 7% 2% 0% 35%

Teculutfn/L 0% 66% 0% 2% 10% 2% 20%

Izabal/L 2% 43% i6% 6% 18%" 2% 12%

Patulul/L 0% 40% 0% 4% 12% 4% 40%

TABLE-4.6.1-11 -
L~4

COMPOST HEAPS

No
Are not Acquaintance

Have Agriculturalists With

Soloma (Cab.)/I 76% 2% 2%

Soloma (Ald.)/I 65%

Finca Los Andes/I 4% 2% 34%

Teculutgn/L 20%

Izabal/L 7% 7%

Patulul/L 4%



TABLE 4.6.1-I

KNOWLEIDE ABOUT AND ATTITUDES TOWARD COMPOSTING

No Propagates Attracts Damages Is
Knowledge Insects Animals Crops Desirable Other

omna (Cab.)/I 2% 0% 2% 0% 81% 6%

oma (Ald.)/I 4% 2% 0% 0% 65% 2%

Andes/I 67% 0% 0% 0% 33% 0%

ulutfin/L 44% 2% 4% 0% 26% 8z

bal/L 32% 0% 0% 0% 462 0%

ulul/L 32Z 0% 0% 0% 60% 0%



TABLE 4.6;1-J

ATTITUDES TOWARDS INSECT PESTS

Believe Believe Believe
Harmful Insects Insects Insects

Transmit to Contaminate Do all to be to be to be
Disease Sting Health Other Food Hentioned Disgusting Dangerous Irritant

Soloma (Cab.)/I 67% 2% 8% 4% 6% 12% 2% 0% 0%

Soloma (Ald.)/I 66% 4% 0 2% 2% 4% 4% 0% 0%

Los Andes/I 10% 39% 2% 27% 8% 10% 2% 0% 2%

Teculutn/L 64% 8% 7% 8% 2% 0% 8% 4% 0%

Izabal/L 32% 8% 36% 0% 6% 2% 8% 8% 0%

Patulul/l, 50% 17% 13% 13% 4% 0% 0% 4% 0%

Average of total Population 48% 13% 11% 9% 5% 5% 4% 3% .5%



TABLE 4.6.1-K

LEVEL OF HYGIENE

Cover Children Women Hen Level of Household
Cover Water Pigs in Garbage Wear Wear Wear Hygiene
Food Containers House Separation Shoes Shoes Shoes Good Average Poor

Soloma (Cab.)/l 96% 57% 10Z 91% 89% 96%" 96% 8% 92%

Soloma (Ald.)/I 91% 53% 9% 31% 44% 71% 42% 5% 952

Los Andes/I 45% 0% 6% 0% 39% 65% 86Z 43% 57%

Teculutin/L 92% 91% 0% 0% 39% 62% 50% 75% 21% 4%
Izubal/L 88% 71% 19% 33% 74% 672 70% 20% 51% 29%

Patulul/L 100% 100% 0% 100% 88% 71% 89% 84% 16%
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Attitudes Toward Insect Pests

Somewhat surprisingly, or at least contrary to an opinion
in public health circles that seems to be generalized, the

perception of insect pests as transmitters of disease is rela-

tively high. Soloma (cabecera and aldea) has already been cited
as an area where health promoters are active and appear effective,

but there is at least 50: awareness in Patullul and Teculutin
(see Table 4.6.1-J). However, only a very low percentage in any

area know what diseases are borne by insect pests or other animals,
especially the ubiquitous pig, nor is there any idea of behavior
that is achievable, given scant economic means to combat such
pests, with the possible exception of food covering to avcid
contamination. Insecticides are frequently cited as effective
but few can affcrd them.

Level of Household Hygiene

The general level of household hygiene is represented in
Table 4.6.1-K. The practice of covering food containers is

uniform, with the exception of the finca environment of Los
Andes. The covering oi water containers, however, shows a marked

separation between indigenous and ladino sites. The relatively
low rates of coverage in the indigenous sites have significant
implications for water contamination. Water may be potable at
the moment it leaves the tap, but the handling and storage
practices in the majority of these households virtually assure
contamination. Therefore, water storage is an important consid-
eration in the design of a counity water system.

Latrinization

TABLE 4.6.1-L

DISTRIBUTION OF LATUIES

Have Do not have Sharing Want

Soloma (cabecera)/I 712 292 56% 92Z

Soloma (aldea)/I 12Z 88% 14Z 100W

Finca Los Andes/! 8% 92: 6% 37%

Teculutin /L 72: 28% 31% 100:

Izabal /L 66% 34% 5% 94%

PatululJL 83Z 17: 17% 100%
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Soloma and Teculutin both have the same per:encage of
latrines, yet sharing with households who do not have latrines
is higher in 5olca t.han i- Tecuutin. In Solcma (aldez) and
Los Andes, -.here the percentage of latrines is low, :here is
also very little sharing of latrines. There is a consensus,
with the exception of Los Andes, that it would be desirable to
have a latrine. The reason given .4n Los Andes cr not wanting
a latrine -3 that =hey cost too =uch and they are not necessary.

.otivation or Wantin2 Latrines

Table 4.6.-M shows the distribu:icn of =ctivation -:or

wanting latriaes. : is clear that fcr the large maoori:7 cf
the total population (range 7S to !>O:), latrines are associated
with and considered desirable far reasons c, healzh and clean-
liness. Only in indigenous areas is sce ccnsideration given to
comfort.

TA.BLZ 4.6.i-M

MOTIVATION FOR :;A;;G LJR 2;ES

Better ,
Health Comfort Cleanliness Other

Soloma (cabecera) /1 21: 2!- 57: 0"

Soloma (aldea)/i 5z 7: 79% 0%

Los %ndes/ 0% 6% 0% 39%

Tecu.lu:tniL 20% 0 70% 10%

Izabas'L 47: 0: 6% 47%

PatululIL 20Z 0% 60: 20%

This category prizcipally includes health-related responses
consisting of disease prevention and the naming of specific
illnesses.
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Types of Latrines in Use

Table 4.6.1-1; shovs the percentage distributions of types
of latrines used by the study population at the time of the
interviews. T'he -ost prevalent is the private pit latrine,
followed by the shared pit latrine.

TABLE 4.6. I-N

TY? ES OF LATRNEZS

Private Shared Flush
;it it in S-- Ie Flush

Latrine Zatr4ne House Hole Outside Other

Soloma (cab.),- 30' 9% *7% 24 12. 0:

Solo--a (aldea)/T 27Z 45w C: 18 9% 0Z

Los Andes;':4: 15 8% 0 0%

Tecu!utin,'L 49: 3% 44: 0: 5 0Z

tzabal/L 79% 3 3% 10% 3 " 0
*

Patulul/ 25% O: 15% 0% 0% 60%

AVERAGE FOR
TOTAL POP7LATION 36% 14% 13% 9. 5% 10%

This type is a cement latrine connected to a municipal drain
flushed by drain water from the household pilas.

Latrine Accessc :ies

The latrines in use in all six sites were mostly (over 80%)
equipped with _3ver, walls and roof, as well as a seat on a
concrete or wooden base.

In all areas the consensus was that seat, cover, and walls
were necessar'. The seat was perceived as necessary for both
comfort and cleanliness, walls were obligatory in all cases to
preser.e privacy, and the cover as having the function of
reducing odor and the number of insects.
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Levels of Satisfaction with Existing Latrine Facilities

The levels of satisfaction seem to vary inversely with
the number of latrine facilities. In Soloma (cabecera) aad Pat-
ulul, where 71% and 83%, respectively have latrines, the levels of
dissatisfaction were 63% and 76%. On the other hand, in Soloma
(aldea), Teculutan, and Izabal, where latrine facilities are at
12%, 66%, and 83%, respectively, tle levels of satistaction are
82%, 87%, and 91%. These differencets are signi'ficant in that the
higher rates of dissatisfaction in Soioma (cabecera) and Patulul
would seem to represent a desire for a better latrine.

The improvement in facilities most frequently desired is the
construction of municipal drain systems or septic tanks.

Latrine Location

Am extremely relevant, but much neglected factor, is
where to place the latrine. The preferences compiled in this
study show considerable variation from site to site, a variation
which is meaningful for program design.

In the indigenous sites of Soloma (cabecera) and Soloma (al-
dea), 70%.and 83%, respectively, indicated a preference to have
the latrine as close as possible to the house. In the four other
sites, the preference was'to place the latrine at a goud distance
(over 25 varas 1/ ) from fhe dwelling (see Table 4.6.1-0).

In the indigenous area the preference for closeness is import-
ant to assure that the latrine gets used both day and night. In
Los Andes, Teculutgn, Izabal, and Patulul, the preference -is for
latrines to be at least 25 varas from the house, yet the data in-
dicate that in actual practice they are closer. This may indica.
that location may have been arbitrarily selected without reference
to local preference. Furthermore, the level of satisfaction with
the latrine may prove to be closely related to location, as well
as to the type of latrine in actual use.

1/ One vara is approximately equal to a yard.
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TABLE 4.6.1-0
AVERAGE DISTANCE IN VARAS TO LATRINE

Average Estimated Attitude Con-
Distance cerning Dist.

Soloma (cabecera) /I 15-20 varas too far

Soloma (aldea)/I 35 varas too far

Finca Los Andes/I 20 varas satisfied

Teculutan /L 10 varas too close

Izabal /L 15 varas too close

Patulul /L 1 10 varas too close

Households Without Latrine

In the households without latrines or which do not share with
neighbors, there is no differential across the total sample with
regard to the site presently used to defecate. The data do, how-
ever, show an age differential. Adults .generally defecate in the
same generalized area, at a considerable distance (when possible)
from the house, with marked preference for hidden spots in open
countryside or in far corners of a milpa. Younger children (under
10), however, defecate randomlv near the dwelling, often on the
edges o:' open patios. Before entering communities with no or few
latrineL, with a latrinization program, a simple survey of site
preferences for latrine location would seem advisable.

Comunication

In all six sites, 50% or more of the respondents had never
heard, read, or seen any programs dealing with sickness, origin
of disease, or the prevention of disease. An average of 65-70%
of those inter-vitwed had never received any information from
either rural health promoters or other auxiliaries.

The sites with the least exposure to media and promotion
personnel were Soloma (aldea and cabecera) and Los Andes; Tecu-
lutan, Izabal, and Patulul had had, on the average, 10-15:. more
contact with both media and outreach personnel. Let it be em-
phatically stated that over 50% of all respondents st ced that
they had received no information, even when they were located in
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areas where programs disseminated by mass media, especially
radio, exist. These sites are also located in areas where
programs by rural health promoters and auxiliaries are also being
carried out.

Of the subjects who had received information, an average of
71% say they have utilized what they learned in actual household
practice. They also felt that the quality of information had been
good.

85% of the subject population, at all sites, expressed inter-
est and desire to receive information in the form of courses by
trained personnel, especially in the field of environmental sanita-
tion.

As indicated earlier, the purpose of the household interviews
had been stated at the outset and it would not be surprinsing if
some of the response reflect a desire to please the interviewers.

General Anthropological Recommendations

Based on the general observations made while administering
the survey, and on the survey responses themselves, the following
general recommendation are made with respect to an environmental
sanitation program:

Recommendation 1. That a simple community survey precede any
intervention in any community targeted for an environmental sanita-
tion program.

Project budgats whould include money for a small survey, a
leadership interview, ana some observations. This can be done in
a person-week.

Recommendation 2. That the ccmmunity be thoroughly involved from
the beginning in oroject identification, design, and implementa-
tion.

Recommendation 3. That education programs be predicated on the fact
that people would like to be clean and when appropriate on the be-
lief in the indigenous conceptual views of reality.

Recommendation 4. That water intervention in the rural areas in-
corporate amortczation of initial costs over some specific time
period.

Recommendation 5. That shared latrines in communities not be
continued as a solution.
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Recommendation 6. That other low-priced alternative comode
designs, that are culturally acceptable, be investigated for
use in various areas of the country. Three possible alternative
designs that are candidates for further study are: Columbian
glazed comode, squat-type with water siphon, and current slab
without the riser.

Recommendation 7. That different types of technolog~rial inter-
vention in solid waste disposal be considered for indigenous and
ladino areas based on culturally acceptable practices.

Environmental Sanitation Manpower Issues. The MOH Division of
Environmental Sanitation works through 150 sanitary inspectors

located in 150 Health Centers and a growing corps of TSRs assigned
to health posts.

The sanitary inspectors could, and should, form an important
link in the decentralized activities of the MOH in the environ-
mental sanitation, water supply, excreta disposal, food handling,
solid waste disposal and rabies. Rowever, indications are that
the sanitary inspectors need extensive training if they are to
fulfill the role expected of them. They are not trained as
sanitary inspectors and the Division estimates that as many as
50% of them are unprepared to handle the responsibilities they
are given.

The MOH is currently conducting a nine-month course to up-
grade the sanitary inspectors but only 30 to 40 of the 150

sanitary inspectors are able to participate in the course each
year. A method must be devised to hasten this process. If an
extra 30 sanitary inspectors could be added to the staff and
trained each year, they could be assigned to the Food Control
Division, the Latrine Division.

In addition to providing them with the necessary training,
the corps of sanitary inspectors must be strengthened by select-
ing candidates who can qualify for the duties they must perform.

In the area of water system development, additional personnel
are needed to implement the expanded rural water supply program
requirements to meet the National Health Plan. Altcrnative for
identifying the precise type of personnel needed will depend upon:

(a) method selected by the MOH to expand coverage,

(b) degree of responsibility for system mainteffance assumed
by the private sector.
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4.6.2 Expanding Rural Domestic Water Availability

1. Background

Water is central to all life in Guatemala as in
all other countries of this world. Because daily life functions
are impossible without water, it is fair to say that all persons
have access to a water source, e.g., stream, river,spring, etc.
The problem to be addressed in this chapter is that frequently
these water sources are usually of such poor quality or are so
remote from the dwf 'ing that they do not have a significant ef-
fect on improving health. It is assumed that by making water
more ac=essible to the dwelling by piping it or digging a well
or other similar methods that the incidence and prevalence of
diarrheal and other health problems related to the lack of suf-
ficient water will be reduced..

In 1976, only 14% (approximately 540 thousand persons) of
the rural Guatemalan population had access to a system construc-
ted to improve the availability of water. The majority of the
remaining 3,400,000 rural inhabitants need such systems because
of the prevalence of illnesses that results from poor access to
water.

A variety of public and private agencies, organizations, and
institutions currently have programs to construct rural water
systems. These various groups represent a broad spectrum of
organization approach to the problem and each approach has a
different cost.

The major public programs are discussed in the following part
of this chapter. Each program should be viewed from the aspect
of institutional and financial applicability, costs to GOG and the
local community, the capacity of the program to reach plan". ob-
jectives, and the capacity to maintain the system once constructed.

The major public water programs are:

1. Environmental Sanitation Division (DSA) is within the
MOH and develops systems in small communities of various
sizes. However, after the 1976 earthquake, DSA had a
UNICEF program to rehabilitate water systems through-
out the areaaffected by the quake.

2. Rural Aqueducts Program Office (UNEPAR) is the principal
office within the MOH responsible for development of water
systems in communities of from 200 to 2,000 persons. Sys-
tems are virtually all gravity systems, but a few have
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motorized pumps. In addition to ins#lling systems,
UNEPAR has the responsibility for maintenance of
systems installed by other public agencies.

Throughout this part, UNEPAR is referred to as a
separate unit. This is not an accurate portrayal. Until
1976, UNEPAR was part of DSA. However, data on systems
installed and expenditures were separated as of 1970.

3. Community Development Office (DDC) is within the office
of the President of the Republic and develops gravity
systems in much the same way and scale as does DSA.

4. INFOM is the principal financial agent for water systems
in municipal and department capitals. It is different
from the other three in that its activities are exclusive-
ly directed to these centers which by definition are urban
areas.

While these are the major public programs, there are a number
of water systems that have been installed throughout the country
by the HPVOs. The exact number of HPVO water systems is unknown.

Given this background, e..ch of the three public iemies is
discussed in detail.

2. Major Public Agencies Developing Rural Water Svstems

a. Unidad Ejecutora del Programa de Acueductos Rurales
(UNEPAR)

Unidad Ejecutora del Programa de Acueductos Rurales (UNEPAR)
was established in May 1976 withiD the MOH to undertakr the design,
construction, operation and maintenance of rural water supply sys-
tems for communities ranging from 200 to 2,000 inhabitants. The
Departamento de Ingenieria Sanitaria within the Division c. Sanea-
miento Ambiental (DSA), also a part of the MOH, form' rl3 ;d these
responsibilities.

UNEPAR functions through a national level organization and
three regional offices: the Central Regional Office in Guatemala
Zity, the Wester-a Regional Office recently establ lhed in Quezal-
tenango and the Eastern Regional Office about to ce set up in
Chiquimula.

UNEPAR has direct responsibility for implementing the rural
water supply program financed by a $7 million loan from the



inter-American Development Bank (IDB) and $2.6 million in national
counterpart funds. The loan, approved by the GOG Congress on -
October 5, 1976, covers the design and construction within a four-
year period of 105 systams for 135,000 inhabitants in approxi=ately
165 communities with populations between 200 and 2,000. Of the
105 systems, 80 will be constructed in villages with populations
over 400. Only 25 systems will be built in villages with fever
than 400 inhabitants.

The people benefited by the program participate minimally in
the projects. A local Water Committee is established to obtain
permits for rights of way, for the land on which storage tanks and
public hydrants are to be installed and for using the water source.
UNEPAR operates separately from the other MOH activities and makes
no use of the Ministry's close contact with the community through
the sanitary inspector or TSR. Local labor is not used because
UNEPAR feels that it slows dowu the construction process, usually
carried out by contract, which must proceed according to a pre-
determined construction schedule under the IDB financing arrange-
ments.

Efforts focus on installation of house connections; public
hydrants are held to a minimum. A flat rate, charged for water
received through house connections and for the use of public hydrants,
is sent to the Regional Office for deposit in the National Treasury.
Funds for operation and maintenance are then budgeted annually as
part of the UNEPAR budget.

In order to provide water service to as many people as pos-
sible with :he funds available (estimated at $70/capita), the
majority of the systems in the UNEPAR program will be gravity
systems; however,eventually the program will have to include pumped
systems using ground water sources.

The Canadiau International Development Agency (CIDA) has
agreed to assist UNEPAR with a $1.8 million grant to: (a) study
possible water sources, including the ground-water potential;
(b) develop a national rural water supply plan for the next
decade; and (c) train people in hydrology and the development of
ground-water ret' -eq, and in the planning, operation and maint-
enance of rural , supply systems.

Pending fot..., .ongressional approval UNEPAR also has a $3.5
million loan from CIDA to finance the rebuilding of some 100 sys-
tems destroyed or damaged by the recent earthquake.
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b. Division de Saneamiento Ambiencal (DSA)

When UNEPAR was established the Departmert of Sanitary
Engineering within DSA was practically eliminated, and DSA was
left with a Department of General Sanitation and a Department of
Food Control. Currently, the DSA is responsible fox a national
latrine program, a water supply program for small communities,
an emergency program with UNICEF to rehabilitate small water
supply systems and latrines in the earthquake area and the CARE/
MOH program being carried our in El Quiche. These programs are
conducted with 1'ull community participation in close coordina-
tion with the T!)Rs and the local program provided through the
Ministry of Healh.

The following data indicate the size of the projects 1Ztclud-
ed in the DSA small-system program, the degree of local participa-
tion and the per capita cost. All information is for 1975.

Number of systems reported 15
Number of people served 3,176
System size, maximum-iimum
population 360-70

Average system size, population 2i2
Per capita cost, maximum-minimum $49-$7
Average per capita cost $18.80

Source of funds:

Community 53%
Funds 21%
Labor 32%
DSA Funds 26%
Other funds 21%

Thus, more than 50% of the cost, either in cash (21%) or
labor (32%), is contributed by the people who receive the services.

Most water supply systems built under DSA programs are
gravity-supplied. Except for the systems installed under the
CARE/MOH demonstration project in El Quiche, water service generally
is provided at no charge through public hydrants. When sufficient
water is available a few house connections are made, the hcuse-
holder pays the connection cost. A collection is made vhen there
are minor costs, major repairs are handled with the assistance of
the sanitary inspector assigned to the Centro de Salud,

The :ural water supply and latrine program of DSA is augmented
by a CARE/MOH 3-year program in El Quiche known as Saneamiento
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Rural Quiche, which is to provide a water supply and latrine
facilities to at least 25,000 people and to demonstrate tech-
niques and methodology with widespread applicability to similar
projects in other areas of Guatemala.

The program provides public faucets (house connections may
be provided at the householder's expense) and latrines, a monthly
25-cent charge covers operation and maintenance cosLos of the
water supply system. The efforts of CARE, DSA, local community
improvement committees, and the TSRs and sanitary inspectors of
the MOE are coordinated within the project.

To be included in the program, communities must meet the
following criteria:

1. The water source must (a) be higher than the highest
point in the community to allow fcr the use of a
gravity flow system; (b) have capacity to accommodate
the demand of the population projected for 20 years;
(c) be less than 6 kilometers from the center or the
population.

2. The community must organize a committee, with the as-
sistance of the TSR, who will actively participate
in the execution of the project and in the operation
and maintenance or the facilities provided by the
project.

The project is financed by the following agencies:

AID (materials, equipment and personnel) $250,000
MOH (materials) 350,000
CARE (personnel and operations) 47,304

$647,304*

One project I/ consisting of 27 house connections and 27
public hydrants to serve a population of 1,020 in two adjacent
communities cost the following:

* Value of community participation contribution not included.

1/ Documentation of the CARE/Ministry of Health Potable Water
and Latrine Project "CHIJTINIMIT", compiled by P. K. Buckles,
OctobeT 1976.
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Z of
Source Expenditure Total

DSA $ 2,643 22%

Materials $2,395
Latrines 798
Transportation 450

Local Skilled Labor 1,500 9%

Community Labor 8,034 49%

5,770 man-days at
$1.36 7,847

Materials 187
CARE
CARE 3,235 20%

Materials 3,235

15,412*

* Does not include cost of technical personnel.

The total cost for this system represents A per capita cost
of $15.11 the comunity supplied almost 50%.
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A second supplement to the DSA rural water and excreta

disposal programs is a cooperative UNICEF/MOH/PAO basic sanita-

tationprogram for rural areas devastated by the recent earth-

quake. The program provides for the rehabilitation of 63 water

supply systems, the improvement of 50 wells and the installation

of 20,000 latrines during a one-year period starting April 1977.

The following funding is provides:
Z of

Source Expenditure Total

UNICEF $575,000 53Z

OPS/oMS (PAHO/WHO) 60,000 6

PMA 50,000 5

MOH 224,800 21

Community 161,600 15

$1,071,400 100%

Additionally, the World Food Program is contributing food

valued at $50,000 to be provided the workers -who labor in the

program.

c. Direcci6n de Desarrollo de !a Comunidad (DDC)

The Direcci6n de Desarrollo de la Comunidad, a dependency

of the Presidency of the Republic of Guatemala, includes among

its disparate activities a program for providing water supply

and excreta disposal facilities for rural populations. This'

program is carried out with CARE financing through two Regional

Centers in Chimaltenango and in Jalapa, and 25 local centers.

The water supply activities are the responsibility of the civil

engineers in the Regionaj Centers and of the social workers in

the Local Centers.

There is some coordination between DDC and DSA in their

rural water supply and latrine programs and their approaches are

similar in that each encourages community participation. Local

committees are organized which become responsible for operation

and maintenance when the systems are completed. No charge is

made for the water services which are generally provided through

public hydrants. Most systems are supplied by gravity.

During the last 7 years, DDC constructed 84 water systems

for 89,500 people with the following pattern of financing:
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Source Expenditure Z of Total

DDC 275,751 40%

lmicipal 25,637 4

Commumity 118,371 17

International Organizations 270,629 39

690,388 100%

The percapita cost iver the seven year period is S7.71.

3. Progress since 1970 in Providinc Rural Water SunDly Services

Statistics indicate that while the percentage of the total
apuation which is rural is expected to decrease (from 67: in

1970 to 60: in 1980), the absolute rural population of Guatemala
increased frcm 3.54 million in 1970 to 3.89 million in 1975 and
is expected to reach 4.23 milfion in 1980.

During the past seven years there has been a small percentage
gain from LIZ in 1970 to 14Z in 1976 of the rural population with
water supply services, an increase of 152,300 people (Figure 4.6-i:
Population Growth 1970-1985 Rural Population with Water Supply
Services 1973-1980).

According to statistics furnished by UNEPAR, DAS and DDC a
total of 235,117 rural people have benefited by water supply systems
installed during the years 1970-1976.

1970 1971 1972 1973 1974 1975 1976 TOTAL

UNEPAR 38,071 19,930 3,418 13,716 16,353 27,992 9,347 128,827

DSA 1,392 2,277 4,335 4,387 4,423 16,814

DDC 18,957 19,086 11,222 9,910 10,.75 5,349 14,677 89,476

T07AL ,
BDEFI- 57,028 40,408 14,640 25,903 30,963 37,728 28,447 235,117
CIARIES

* Includes the rehabilitation of systems damaged by the 1976 earthquake.
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TAALE 4 .6- 1

P GTAE OF ZLUL ?UFPU!ATIOUX

WIT1T- WATER S ?LY SER7ICE 1977
Percent of

Rural
Popul ation Population

Density 1973 Benefited by

(Peop1e/t-r2). Water Su=!,.

Guatemala 381 29

Sacatep~juez 174 47

qaetzaltenango 139 27

To-oiazapn 134 17

Sol012 102 33

Chia1.enar.gc 82 25

Suc hZtep-g'que 74 8

a63

Reta!.' l eu 63 3

•*Escuint .a 62 7

jutiapa 61 20

Santa Ross 53 16

Jalapa 48 5

San FA.-cos 39 12

Huehuetenango 39 13

Zacapa 36 23

El Progreso 34 23

Baja Verapa% 31 7

Alta Verapaz 30 5

El Quich6 30 5

Izabal 13 I5.

Pet.. 1
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TABLE 4.6-1

COMPARISON OF POPULATION DENSITY 1973 AND
PERCENTLAGE OF R31-1AL POPUIATION
WITH WATER Sb'?PLY fERVICE 1977

Percent of
Rural

Population Population
Density 1973 Benefited by

(Peoaie/Kz,). Water Su=viv

Gua temaa 381 29

Sacatep6quez 174 47

Quetzaltenango 139 27

Totonicapgn 134 17

Solo1 102 33

Chimaltenango 82 25

Suchitep quez 74 8

ChiquimuLa 63 11

Reta.uleu 63 3

.-Escuintla - 62 7

Jutiapa 61 20

Santa Rosa 53 16

Jalapa 48 5

San Marcos 39 12

Huehuetenango 39 13

Zacapa 36 23

El Progreso 34 23

Baja Verapaz 31 7

Alta Verapaz 30 5

El Quiche 30 5

Izabal 13 15.

Peten I "
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MAP 4.6-I

PERCENT OF RUERAL POPULATION WITH WATER SUPPLY SERVICE, 1976
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TABLE 4.6-II

INV=IENT IN RURAL AQUEDUCTS BY INSTITUTION

I\EPAR CENTRAL SANITATION
(formerly (Envirorn'ental Sani- OFFICE OF
Sanitary - tation Division) COMMUNITY

Engineering) DEVEIDPMT TOTAL

1970 $ 753,011 $ 1;,000 $ 148,150 $ 916,161

1971 - 508,146 15,049 82,355 605,550

1972 104,093 40,430 94,720 239,248

1973 362,255 19,963 93,808 476,026

1974 672,483 63,001 131,033 866,517

1975 1,723,174 53,740 78,424 1,855,338

1976 549,715 282,512 93,455 925,682

TOTAL 4,672,882 $ 489,695 $ 721,945 $5,994,522

Amounts are from the executed budget.
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The average of 33,600 people benefited per year, during this
7-year period. (See Table 4.6-I and Map 4.6-1 for distribution
rural population with water.)

An estimaze of the capital funding for construction of rural
water supply systems provided by UNEPAR, DSA and DDC during the
period 1970-1976 is tabulated in Table 4.6-11 and shown graphically
in Figure 4.6-I.

4. Other Rural Water Develooment Issues

Two other issues are important in the development of water
systems in rural Guatemala. The first is the possibility of a
shallow well program as an alternative to gravity system and
second is long-term maintenance of systems.

Shallow Well Possibilities

At present, rural weter supply programs in Guatemala focus
almost exclusively on gravity-flow systems, a constraint which
lim2its the communities which are able to participate in the current
programs. For example, in the CARE/MOH program in El Quich6, this
gonstraint eliminated approximately 100 of the 200 sites initially
considered.

In many regions of the country, unsuited to gravity-flow sys-
tems, hand-dug shallow wells with hand pumps could improve the
quality and convenience of the water supply for many people. The
Instituto Geogr~fico Nacional (IGN) has identified several areas
of the country where such a program might effectively solve the
water supply requirements of the areas. See Map 4.6-11. While
gravity-flow systems are more economical to build, operate and
maintain than hand-pumped systems, needs must be balanced with
economic factors when national rural water supply plans are de-
veloped to meet che goal of the National Health Plan.

Further investigation into a shallow well program is proposed
which would emphasize the installation of shallow hand-dug wells
and hand pumps to provide a water supply for 200 small communities.
First, a more definitive estimate must be made as to the potential
number of beneficiaries that may be served and that are not now
served by gravity systems, and the potential beneficiaries'relative
level of poverty.

Once the number of potential beneficiaries who may benefit
from a shallow well program is established, then a financial feasi-
bility study should be conducted to determine costs in both the



- 297 -

MAP 4.6-I1
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short and long terms. Only after both the magnitude of the need
is known, the potential costs have been estimated, and !he
targeting assessed, should an investment be undertaken.

Water SuDply Maintenance

Another area of some concern is maintenance capability for
water supply systems. At the present time no formal maintenance
support is provided by the agencies, other than UNEPAR, who designs
and constructs water supply systems. Supervision from one level
to the next lower level is weak in most agencies. Water systems
are turned-over to the local Water Committees for operation and
maintenance. When breakdowns occur which are beyond the local
capacity for repairs, assistance is sought from the sanitary
inspector at the health center, for DSA-installed systems, or from
the civil engineer at the regional center level, for DDC-installed
systems. Thus, many systems are out of operation for long periods
of time because of lack of adequate maintenance support.

There are a variety of alternative solutions to this problem.
First is the current centralized UNEPAR system. The problem is
that LTNEPAR is presently understaffed and the problem will grow
worse as it expands its program. A second alternative is an ex-
tensive decentralized UNEP.AR organization for operation and main-
tenance which will require new regional offices and the training
of additional technical, administrative and supervisoLy staff.
More maintenance crews -will be needed, especially as the proportion
of pumped systems increases, as well as additional regional ware-
houses and warehousemen.

A third alternative is contracting with privete contractors.
For such a system to work and be responsive to repair requests,
contractors would have to be found throughout the country and not
just in Guatemala City.

A fourth alternative would be to use sanitary inspectors and
TSRs to do some low-level maintenance. More importantly, they
could teach the local water committee to do regular system main-
tenance.

5. Comparison of the Situation with GOG Plan Objectives

It is a goal of the'National Health Plan, 1975-1979, to
provide water supply services for 33% of the rural population by
the end of 1979. This will require the construction of water
supply systems to serve approximately 890,000 people during the
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period 1975-1979, or 178,000 people per year for each of five
years, over 5 times the average number of people per year provided
with water supply services durimg the 1970-1976 period.

The UNEPAR program plans to provide water to 135,000 people
during the next four years. A shallow well program proposed in
this report, if approved might be able to provide a water supply
for 100,000 rural people. The DDC program, if continued at 1976
level, could provide a witer supply for an additional 60,000 people
in 4 years. If, in fact, these additional 295,000 people in rural
areas are provided with water services then about 20% of the rural
population will have water supply services by 1980. Although this
is short of the goal established by the National Health Plan, even
this will be an appreciable 56% in.:rease over the population with
water services in 1976.

In addition to providing the new services mentioned above,
UNEPA.R is cooperating with CIDA in rebuilding 250 systems damaged
by the earthquake and DSA is working with UNICEF to rehabilitate
63 water supply systems and improve 50 wells.

RECOMMENDATIONS FOR EPANDING DOMESTIC WATER AVAILABILITY

Recommendation 1: THE GOG SHOULD REVILW THE VARIETY OF ORGANIZATIONS
NOW ENGAGED IN PROVIDING WATER SYSTEMS TO RURAL AREAS IN GUATEMALA
WITH A VIEW4 TO CONSOLIDATING THE FUNCTIONS OF SEVERAL AGENCIES INTO
ONE OR TWO THAT WILL HAVE IMPROVED CAPABILITIES TO DESIGN, IPLEMENT,
AND PROVIDE MAINTENANCE SUPPORT FOR AN INCREASED NUMBER OF SYSTEMS.

The dispersion of effort among INFOM, UNEPAR, DSA, DDC, and
other agencies developing water systems, e.g., Obras Publicas, FYDEP,
Ministry of Defense civic action units, HPVOs, etc., leads to com-
petition for manpower and difficulties of coordination which inhibit
the flow of increased investment resources into water system
construction.

Recommendation 2: IN ORDER TO 1MET THE NATIONAL PLAN OBJECTIVES,
THE GOG SHOULD INVESTIGATE VARIOUS ALTERNATIVE METHODS TO GRAVITY
SYSTEM SUCH AS RESERVOIRS, SHALLOW WELLS, ETC.. SUCH ALTERNATIVES
SHOULD MAKE MAXIfU.M USE OF INTERMEDIATE LEVEL TECHNOLOGICAL AND
HYDRAULIC CONDITIONS.

Recommendation 3: ALL WATER DEVELOPMENT PROJECTS SHOULD HAVE A
HIGH LEVEL OF COMMUNITY PARTICIPATION FROM THE INITIAL DESIGN
THROUGH TO THE ONGOING MAINTENANCE REQUIREM1ENTS.
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Recommendation 4: A PLANNED PROGRAM OF PREVENTIVE 4AINTENANCE FOR
RURAL WATER SYSTEIS SHOULD BE ESTABLISHED WITHIN THE DECENTRALIZED
MOH SYSTEM, USING THE HEALTH INSPECTORS AND TSRs.

4.6.3 Excreta Disposal

Goals for Latrines. The present goal of the National
Health Plan is that 50% of the rural population will be served by
some means of sanitary excreta disposal (sanitary latrines) by 1981.
To meet this goal will require that 2.17 million people will have
such services within the next five years. It is estimated that
500,000 people living in rural areas had latrines in 1976, therefore,
services will be needed for an additional 1.66 million people. This
will iequire an increase in the current level of production by an
average of 63,000 units per year; more than four times the present
latrine production destined for use in rural areas.

Three plants within the DSA latrine sub-section, currently
produce the slabs and risers used in Guatemala: the plant in
Amatitl.n has been making slabs and risers for many years and two
smaller plants, one each in Jutiapa and Zacapa, have just recently.
been established, UNICEF has estimated that these three plants
could produce 36,000 latrines per year. Of these, 23,400 would be
for use in rural areas, leaving an annual shortage of 39,600. To
produce the additional slabs and risers needed five additional
units the size of Jutiapa's will be required, as well as a slight
increase in production in Amatitln, assuming all additional
production would be for use in rural areas.

This places a difficult strain on the DSA latrine program.
Given these problems there are four alternative solutions. First,
increase productivity throughout the country including increases
in needed budgetary support to meet projected goals. Second,
reduce the goal from 50% coverage to 40% coverage which would
require additional support but only for three new production sites
instead of the five required to meet the 50% goal. Third, continue
at the current level which will result in a shortage of about
36,000 units per year. Fourth, in orderto reduce the cost and
production time per unit, a possible alternative is to distribute
the slab without the riser in those areas where a squat-type
latrine is culturally acceptable.
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Expanding the Installation and Use of Sanitary Latrines. Several
agencies are running isolated programs, all dependent on the produc-
tion of the latrine slabs and risers by the three DSA plants but
without consideration of the production capacity of the plants. UNICEF
is planning on installing 15,000 latrines from April through December
1977. Based on 1976 figures the regular on-going latrine programs
of the DSA will require about 8,000 latrines. DDC has a program pro-
posing the installation of 30,000 ina year; it can be assumed that
half of these latrines will be installed or at least need to be
manufactured during the remainder of 1977. The potential demand
for latrines by these three'goups during a one-year period is 30,000
latrines. Production of the three plants which produce slabs and
risers reached 23,500 in 1976. This is to say that anticipated place-
ment will exceed supply by 6,500 units.

The existing organization is inadequate to administer and
operate efficiently the present latrine production and distribution
program. Production in the Amatitl~n plant is well managed and the
product well made. The Zacapa plant was not visited but is reported
to be well run. However, in the Jutiapa plant the slabs and risers
are poorly made, the percent of breakage is very high, and lack of
supervision is evident.

It is also reported that'funds allocated for the construction
of latrines have been diverted to other programs in the past.
Regular and efficient production cannot be maintained when cement,
sand, reinforcing steel and wood for the latrine tops are not
available when needed. Any diversion of funds or difficulty in
financing transportation undoubtedly slows the distribution and
installation of sanitary latrines.

Effective latrine programs are intimately connected with other
elements of the health sector since the correct use of latrines
helps destroy the chain of infection caused by the unsanitary dis-
position of human excreta. .tt is well documented in studies from
other countries that a coordinated program of potable water and
sanitary waste disposal greatly enhances the health benefits 3f
potable water alone. Every effort to complement the MOH/UNEPAR
aqueduct program with latrine installations should therefore be
pursued.
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EXCRETA DISPOSAL RECOMb -=DATIONS

Recommendation 1: FROM THE EXISTING OPTIONS, THE GOAL OF THE
NATIONAL HEALTH PLAN TO PROVIDE 50% OF THE RURAL POPULATION WITH
SANITARY EXCRETA DISPOSAL FACILITIES BY 1981, SIOULD BE AMENDED
TO PROVIDE 40% OF THE RURAL POPULATION WITH SANITARY EXCRETA DIS-
POSAL FACILITIES BY 1981.

Recommendation 2: THE CAPACITY OF THE DIVISION DE SANEaVIENTO
AMBIENTAL (DSA) TO PRODUCE, DISTRIBUTE AND COORDINATE THE INSTAL-
LATION OF LATRINE SLABS, RISERS AND COVERS SHOULD BE STRENGTHENED
AND INCORPORATED INTO A COMPREHENSIVE LATRINE PROGRAM TO EET THE
REVISED GOAL OF THE NATIONAL HEALTH PLAN RECOMENDED ABOVE.

Recommendation 3: THAT LATRINES WITHOUT RISERS BE MADE FOR INSTAL-
LATION IN AREAS WHERE THEY ARE MORE CULTURALLY ACCEPTABLE THAN
LATRINES WITH RISERS.

4.6.4 An Analysis of Solid Waste Disposal Practices

In the next few years the problems caused by solid waste will
increase. With the population increasing annually at a rate of
3.1% and with per capita generation of solid waste increasing as
the country develops, the total daily volume of wastes can be
expected to double within the next ten years. If attention is not
given to the problem its detrimental effects will increase
exponentially.

Guatemala. City

Solid waste management in Guatemala City has been thoroughly
studied by Black & Veatch International Consulting Engineers I/
who pointed out a number of problem areas.

I/ Black & Veatch Internation Consulting Engineers, Estudio del
Plan de Recolecci6n y Tratamiento Final de Desechos Slidos.
Guatemala, January 1976.
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Responsibility for solid waste in GuaLemla City is vested
in the municipal Divisi6n de Limpieza Publica which sweeps the
streets, removes waste from the public markets, and operates the
disposal site. Service is not provided uniformly; parts of
Guatemala City are served free of charge by municipal vehicles
while the remainder is served by private collectors for a monthly
charge.

There is virtually no data concerning the volume and nature
of the solid wastes ganerated, and there is no control of storage
facilities. The disposal site is suitable but not operated
correctly; wastes are dumped in various parts of the landfill,
there are uncontrolled fires, and about 200 scavengers, whose
health and safety is in constant danger, who eke out a living
from the waste.

Intermediate Cities

Although the intermediate cities have problems similar to
those of G"ip-tmala City, resources .re scarcer and there is less
concern about the problem.

The municipality usually collects street sweepings and
waste generated by the public markets and public institutions,
using generally insufficient equipment; domestic wastes are
more common.ly collected by private collectors whose routes often
crisscross, resulting in much wasted effort. The disposal site,
usually managed by the municipality, is the nearest river or low
spot. Industries, required to dispose of their own wastes, deposit
them at the mosz convenient place. One finds unofficial dumps all
over the cities where garLage is burned with little if any control,
causing air pollution, creating obnoxious odors, and unsightly
environmental hazards.

There is, undoubtedly, a need to educate both the population
and the municipal authorities of these intermediate size cities
regarding sanitary disposal of solid wastes.

Small Villages and Rural Areas

There is a smaller per capita generation of wastes in small
villages and rural areas which makes the problem less severe
than in larger cities.- Nevertheless, people take what wastes
they have to convenient places to burn them, or dump them into
rivers and streams used for domestic purposes. Without adequate
solid waste disposal education, problems in rural areas will
become more severe and difficult to resolve at some later time.
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SOLID WASTE RECOMMENDATIONS

Recommendation 1: THE MUNICIPALITY OF GUATELLA CITY SHOULD
SUPPORT THE RECOMMENDATIONS MADE BY BLACK AND VEATCH INTERNATIONAL
CONSULTING ENGINEERS:

a. That clear municipal rules and regulations be established for
the storage, collection, and disposal of solid wastes, with
approval of the MOH Environmental Health Division.

b. That a short-term and long-term plan be established for solid
waste activities.

C. That the present dump be operated as an actual sanitary.
landfill.

d. That administrative changes be established within the "Divi-
si6n de Limpieza" to streamline its activities.

a. That metal bulk containers be placed in strategic places
throughou the city.

f. That rules be established concerning storage of solid waste
at homes which will apply immediately to all new construction.

g. That all hospitals be required to incinerate their wastes on
site.

h. That new equipment be purchased as specified in the Black and
Veatch report reference above.

i. That scavenging of materials at the landfill site be regulated.

Recommendation 2: A FORMAL PROGRAM SHOULD BE ESTABLISHED WHEREBY
ALL INTERMEDIATE CITIES ARE SURVEYED BY THE LOCAL SANITARY INSPEC-
TOR TO EDUCATE AND CuORDINATE LOCAL MUNICIPAL AUTHORITIES.

Recommendation 3: SOID WASTE DISPOSAL IN SMALL VILLAGES AND RURAL
AREAS SHOULD BE IMPROVED THROUGH: 1) COMMUNITY EDUCATION IN SIMPLE
NON-SOPHISTICATED DISPOSAL METHODS; 2) INCORPORATION OF EXISTING
PRIVATE COLLECTORS INTO THE SCHEE; AND 3) THE USE OF SANITARY
INSPECTORS AND APPROPRIATELY TRALNED TSRs TO PROMOTE AWARENESS OF
THE DROBLEM VTD FOLLOW-UP ON RECOMMENDED SOLUTIONS.

Rec,',x endatio,; ": THE SANITARY INSPECTORS SHOULD BE GIVEN EXTENSIVE
TRAINING E ThALT I THEY MAY ADEQUATELY FULFILL THEIR ROLE IN ENVIRON-
MEITAL SAWilAATIO,''.
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4.6.5 Communitv Market Sanitation Practices

The markets, slaughterhouses and other public places where
food is handled are notorious as epicenters for the spread of
diseases as a result of their unsanitary conditions. Although
no Guatemala specific epidemiologic data are available to describe
the spread of disease through community markets, there is substan-
tial evidence from other developing countries with similar
markets to conclude that the markets constitute a substantial
public health problem.

A sanitary inspection and enforcement function exists within
the Food Control Division of the Division of Sanitary Environment
of the MOH, but its staff is limited and its area of action is
confined almost exclusively to metropolitan Guatemala City. The
limited control carried out in nearby cities does not extend to
the rural areas. The sanitary inspector, responsible for these
areas often is not prepared to carry out food control measures.
By educating sanitary inspectors and food handlers in both
methods and reasons for market sanitation a significant decrease
in disease transmission can be realized.

CObZ!NITY MARKET RECOMIENDATIONS

Recommendation 1: SANITARY CONDITIONS UNDER WIICH FOOD IS HANDLED
SHOULD BE IMPROVED THROUGH EDUCATION OF THE SANITARY INSPECTORS
AND SUBSEQUENTLY, OF THE FOOD HANDLERS.

Recommendation 2: THE MOH SHOULD MONITOR CONSTRUCTION PLANS AND
OPERATION OF COMMJNITY MARKETS TO INSURE THAT FACILITIES ARE
ADEQUATELY PRODUCED AND OPERATING NORMS ARE PROMULGATED AND
ENFORCED.
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4.7 Financini Health Care Services: A Financial Analysis of
Public Erpenditures on Health

Problem Anal7sis

This chapter of the Health Sector Assessment presents andanalyzes data on the current ind historical pattern of public
sector expenditures on health, as well as public expenditures
planned over 1977 to 1980. Major emphasis is placed on theoperations of the Ministry of Health (MDH). The objective is
to determine to what extent the available fiscal and budget
data support the findings of the Health Sector Assessment andwhat they reveal with respect to trends in the amount and
composition of public health ex penditures. The analysis which
follows is oriented to the following questions:

1. Is there an upward trend in operating and investment
expenditures on public health? Wdhit is the ratio between
operating and investment extenditures and what has been thetrend in this ratio over 1972-1977? How will th- pi'cjections
in the national development plan affect it?

2. What is the relative importance in the MDH operating
budget of preventive versus curative measures? TWhat hasbeen the recent trend and what is the outlook for the future?

3. What can be said with respect to relative expenditures
on the various types of personnel being employed and trainedby the Ministry of Health? How adequate is the aiountspent on training in relation to estimated requirements?

4. What is the trend in the relative importance of adciinis-
trative expenses, training expenses, and expenditure on
drugs in recent years?

5. What is the relative importance given to the Capital
City as opposed to the rest of the country in the allocation
of public funds for health?

6. To what extent does the analysis of trends in aggregate
(and MOH) public health expenditures support the conclusions
of the Health Sector Assessment? To what extent do expendi-
ture plans suggest movement in The direction recormended by
the Assessment?

7. Finally, what is the current state of MOH financial
planning? In what areas is It particularly weak and what
can be done to strengthen it?
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The findinzs are tentative anI preliminary. Thev are based
on data collected under great time pressure by the Health Unit
of the National Economic Planning Council which labors under
serious shortages of personnel, data and data pr-ocessing
facilities. More reliable answers rrust await the development
of a comprehensive health sector plan.

Pablic Investment Outlays on the Aggregate Health Sector:
Trends and Projections

Trends in public expenditares (operating plus investment)
on the aggregate health sector are shown in Table 4.7-A. The
data in this table are not limited to the Ministry of Health,
but cover all public expenditures on health, including those of
the Guatemalan Social Security Institute (M3SS).

Data on operating expenditures for the aggregate public
health sector are available through 1976 only. There are no
official projections. Those that appear for 1977-1979 on line
2 are the author's.

Operating expenditures increased sharply between 1971 and
1976, from $35.3 million to $81.4 million, or at an average
annual compound gro-th rate of 18.2% over this five year period;
,nole total investment expenditures increase even more dramatl-
cally, from only $2.8 million in 1971 to $14.9 million in 1976,
or at an average annual comound rate of nearly 40'. Total
public health expenditures (operating plus investment) increased
from $38.0 million to $96.3 million, or at an average annual
rate of 21%.

Of particular interest is the relationship between actual
investment expenditures in any particular year and the increase
in operating expenditures thut took place between that year and
the following., Thus, in Table 4.7-A investment expenditures on
line 3 are related to the year-to-year increase in operating
expenditures calculated on line 6. The annual increase in
operating expenditures expressed as a percentage of investment
expenditures effected in the previous year appears on line 7.
This percentage drops from 153% in 1971 to a range of 30 to 36
percent over 1972-1974, then rises to 71% in 1975 and to 187%
in 1976. This pattern suggests that, in terms of the investment
criterion, the increase in operating expenditures that occurred
between 1972 and 1975 was quite inadequate; however, this was
at least partially r.mde up by the substantial increase in
operating outlays that took place in 1976. Unfortunately, there
is no data for 1977. Over the period 1971-1976 taken as a whole,
the increase in operating expenditures constituted only 67% of
total investment.
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Table 4.7-A
Total Public Expenditu.es on the Aggregate Health Sector, 1971-76 with Projections for 1977-79

(In Thousands of DWllars)

1971 1972 1973 1974 1975 1976 1977 1978 1979 1980

Total 38.047 46,417 50.164 2 70,555 9G3 1  119,9161/-134.216-.• 127,2811/-149,081.
Z/ 130,22C-167062 8-

C,;rating Expenditures 35,292 39,514 42,004 46,8U4 58,121 01,401' 93,016]_/ 1ll,201:/ 123,42 0 /Investment Expenditures 2,755 6,903 16,160 15,848 12,434 14,900 26,90UY--/" 41,200?- 16,000 1/- 37,8002Y 6,8001!- 4 4,400 2Y 2,3001_/ - 50,4003/
By Central Government 21,695 28,155 36,982 39,725 43,110 47,297
By Autonomous Institutions 16,352 18,262 21,182 23,008 27,445 49,004

Y.ar to Yzar Increase in
O.eratirj Expenditures 4,222 2,490 4,880 11,237 23,280 11,530! 

1 8,26 6i/ 12,147i/
Annual Increase ini Operating
rxpeanditures as % ofInvestmeu:t in Prior year4/) 153 36 30 71 187.

1/ Without reconstruction; 2/ With reconstructionY/ Projected by writer on hasis of regression analys's (increase In operating expenditures regressed as a functionOf prior year "norrcial. investment expenditures).4/ It is assumed that nvestua-nt of any year will entail additional operating expenditures only in the following year.
Source: For da.ta through 1976 and projections of investients over 1977-79, Infrastiructure Department of the NationalPlanning Council. ProjectiC-1s of opeatdin, expenditures for 1977-79 by author.
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The National Economic Planning Council has projected onlyin-vestmnt exp+ndit0- fo * -....... t- r, cc t C ..- f

operating expenditures) over 1977-1980. These projections
appear in line 3 c-f Table h.7-A. For the years 1977-1980, the
first figure sho- refers to "normal" investment (which excludes
earthquake reconstruction), while the second includes recon-
struction. Total investment expenditures are scheduled to rise
very sharply, from $15 million in 1976 to $50 million in 1980.
Most of this increase is accounted for by reconstruction.

The proposed breakdown of aggregate public investment

(1977-1979) of the National Economic Planning Council appears
in Table 4.7-B. l/ A major share has been allocated for
hospital construction and reconstruction (45). Rural Health
services is second with 2l,, and rural aqueducts third with 1h%.

Since the National Economic Planning Council made no
projection of operating expenditures for the aggregate public
health sector over 1977-1979, how large would those operating
expenditures have to be on the assumption that the increase in
operating expenditures required between Year 1 and Year 2 is
a function of the investment outlay made in Year 1? Through
regression analysis the relation was established between in-
vestment and the annual increase in operating expenditures over
1971-1976, then projectad. for 1977-1975. The results appear
on line 2 of Table 4.7-A. 2/

Analysis of the Ministry of Health Budget

The balance of this analysis focuses on the expenditures
of the Ministry of Health which is by far the most important
public institution providing health services to the poor. The

l/ Note that the investment targets in Table 4.7-B do not
coincide exactly with the total shown in Table 4.7-A.
The reason is that the figures in Table 4.7-A represent
recently revised figures, while those in Table L.7-B
are from the unrevised Three-Year Plan. However, the
total amount budgeted for investment over the 1977-1980
period as a whole is not substantially different in the
two tables.

2 Almost the same figures are obtained if one projects
operating expenditures to increase over 1977-1979 at
the same average annual compound growth rate as during
1971-1976.
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Table h.7-B

Breakdown of Aggregate Public Investment Budget As Projected on October 31, 1977

(In Thousands of Dollars)

Rural XPTc ?AYear Bu__et Aqueducts Urban Water- Rural Heaj~h Hospitals Hospitals Hospitals Alland drainage Supply Project Services-' Construction-/ Reconstructiond-' IGSS Other

1977 41.2 9.4 8.7 10.2 4.4 0.1 -- 8.4
1978 37.8 8.6 4.7 8.6 4.3 4.1 4.0 3.5
1979 44.4 5.0 -- 10.6 2.9 9.0 14.0 2.9
After 50.4 1e 7.0 1.0 10.2 24.9 5.5

TOTAL 173.8 24.8 13.4 36.4 12.6 23.4 42.9 20.3

Percentage 100.0 14.3 7.7 20.9 7.2 13.5 24.7 11.7

1/ Construccion, equipment and manpower training for new health centers and posts.2/ In SololA, San Marcos, Quezaltenango and Atlantic zone.3/ San Juan de Dios (Guatemala City) and Pedro de Betancourt (Antigua Guatemala).

Source: Planning Council: Unpublished and preliminary data from the Infrastructure Section.
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IGSS reaches about only 13% of the national population. If it
is assumed that another 10 to 12 percent has the means to
purchase private services, approximately 75% of the population
is dependent on services provided by the Minist-r of Health.

The detailed data on MH expenditures as developed by the
Health Unit of the National Economin Planning Council appears
in the tables appended to this chapter. Only those tables have
been incorporated into the text which are directly relevant to
the major concerns of the Health Sector Assessment.

The first pnint that strikes the analyst of the MRN bidget
is the irrelevance of the M4inistry's investment budget. Tae
investment budget of the MOE has no particular significance
because it is partial: the only investment funds registered
are those designated for the purchase of equipment and machinery
and for the assignment of contracts (for construction and
improvements) to private firms. All funds to be expended by
the Ministry of Public Works for construction or repair of
hospitals, health centers, health posts, water and sewerage
systems and so forth, are assigned directly to the Ministry of
Public Works and do not appear n the MOH budget. Thus the
question of the adequacy of operating funds in relation to
investment allocations can only be analyzed at the level of the
aggregate health sector. Analysis of MOH expenditures will,
therefore, be l-Lited to the current or operating budget.

Two alternative breakdowns of MOH operating expenditures
are available: the first shows the breakdown between personnel
services, materials and supplies, and machinery and equipment
(see Tables A-1 and A-2 appended to this chapter). The second
breakdown is functional (administration. training, purchase of
drugs, preventive versus curative measures and so forth). (See
Tables A-3 and A-4.)

The analysis of the MOH operating budget covers the follow-
ing points: rate of growth since 1972 and projections according
to the National Development Plan; relationship between expendi-
tures on preventive and curative services; ratio of MOH expendi-
tures for various types of medical and health personnel; relative
importance given to training, purchase of drugs and administration;
and MOH expenditures per capita in the Department of Guatemala
(mostly for the Capital City) as compared with the rest of the
country.
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l. Rate of Growth of the ODeratinx Rudoet

Between 1972 and 1977, tae total operating expenditures
of the MOH increased from $22.2 million to $42.3 million
or at an average annual compound rate of 13.7% (see
Table A-1, appended). A very large increase (24% was
registered in 1975.

Impressive as this increase has been, the growth rate
projected by the National Economic Planning Council for
1978-1980 in its National Development Pinn is even greater.
In Table 4.7-C a projection based on the historical trend
is placed alongside the figures that appear in the develop-
ment plan. For 1978, the historical trend projection would
yield an operating budget of $147.9 million, compared with a
plan figure of $62.2 million. l/ It is clear that the MOH
will not receive all that the plan calls for. The Ministry
of Finance is now expecting an operating budget of about
$50 million for 1978, which would place it only some $2
million above the historical trend projection. Historical
trends obviously play a stronger role than plans.

The relative importance of the Ministry of Health can be
judged by comparing its total expenditures erith certain
economic aggregates of the same year: the Gross Domestic
Product (or value of sales of all domestic "final oroducts);
the Consolidated National Budget, covering decentralized
agencies as well as the Central Goverrment Budget, and the
Central Goverment budget, covering all central ministries
and the national legislative and judicial branches.

These comparisons are contained in Table L.7-D, and are
pertinent to the concern expressed in the Five-Year Plan
for Health that the MOH had not been growing as fast as
other ministries during the years 1)70-1973. The table
indicates that the OHIs share of the Central Government
Budget fell from 9.8 to 8.9 percent, and its share of
the Consolidated National Budget dropped even more, from
7.2 to 5.5 percent. These declines really occurred
between 1970 and 1972. '(As an aside, the total Central
Budget grew somewhat more slowly than the Consolidated one.)
During the even shorter period of 1972 to 1975, the per-
centage share for thc MOE was unchanged. However, funda:-
mentally over the entire period the MOH portion of the
GDP has consistently been about 1%.

lJ For a more detailed comparison of projections based on
historical trend with those of th( development plan, see
Tables A-1 through A-h, appended to this chapter.



- 313 -

TABLE h.7-C
Ministry of Health: Projections of Operating Budget over 1978-80

Historical Growth Rate Versus Amounts Planned

(In Thousands of Dollars)
1977 1978 0 1979 1980(Budget) Historical Plan Historical Plan Historical PlanTrend Trend Trend

Total Operating Budget 42.3 47.9 62.2 54.3 77.5 61.5 96.1
Personal Services 21.3 23.8 30.0 26.7 37.3 29.8 46.4
Other Services 1.4 1.7 1.7 2.0 2.2 2.3 2.7
Materials & Supplies 9.7 10.8 14.8 12.0 18.4 13.4 22.8
Machinery & Equipment 1.0 1.2 1.9. 1.5 2.4 1.9 3.0

Construction & Improvements(by contract) -- .2 .1 .3 .2 .5 .2
Transfers 7.4 8.7 11.6 10.2 14.5 11.9 18.0
Others 1.5 1.5 2.0 1.6 2.5 1.7 3.1

Source: Health Planning Unit Annex Tables A-l .and A-2.
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TABLE h.7-D
Co r i on w wit I roiss r l, i±1ji1i (toriua , BA h~t T orni r

of Ila.3t LExy.Ln dituires Made by the Ministry of Ilcalth (OFll)
alki by he Ministrv a-J Sc c:ial Sectirity Institute (ICS) Combined

LXP.\'1JI Tuui~S 4 1970.._ lO 7.L ]L9" _ _____19. 3 19 4 i0z. l
OfIIR 1oTALS $ $ ___ $ ' _ S I S 1 .5. S I'

Gross [wraitic Product(DP ,9o1,Q38.o ,9S4.lll.u * 2,101,645. - 2,569,309 -- 3,l1,490 D - 3,SS775. -- Not A- )
Ministry of ilealth O(W) 20,353.5 1.1 20,019.9 1.0 22,846.7 1.1 25,430 1.0 29,915fl 0.9 3S,168. 1.0 39,900.6* (N.A.

Total WI & IGSS (Not Avail- (N.A.) 'Not Avail- (N.A.) 47,07-S. a 2.2 53,700. 2-1 10,721. 1.9 71,159. 2.0 82,S37.8a (N..),
able) able)

CUnsoliqtted Nat'l.Budiget 2$0,853. -- 295,989.t -- 418,855.4 -- 472,847.9 -- 5!2,727.0 "" 634,312.5 - Not Avail- --•abic)

Ministry of Hlealth (ftl) 20,3S3.4 7.2 20,6-).9 7.0 22,846.7 5.S 25,4301 5.4 29,975 f 5.4 35,168.3 5.5 39,900.6 (N.A.
Total . I , i SS (N.A.) (N.A.) ::.A.) NA.) 47,078.3 1.2 A 53,700.7 11.4 t0.721.b 11.0 71,1S9.5 11.2 82,$37.8 (N.A .

Central Cov't.BaLget 208,652.L -- 211,912. -- 261,477.; -- 278,77&(! -- 31,62). -- 394,024.9 -- Not Avail- --
able) a

inistry of Health 0fl) 20,353. 9.8 20,649.( 9.7 22,846.7 8.7 25,43. 9.1 29,975 8.S 3S,1o8. k 8.9 39,900.6 (N.A-i

Total ,.nlI 4 ICSS (N.A.) (N.A.) (N.A.) (N.A.) 47,078. 18.0 53,700.. 19.3 60,72LE 17.3 71,159.5 18.1 82,S37.8 (N.A..

Sources: Gross National Prodct: Pinco da auate-ala, Boletfn UBtadfstico del 8anco de Gttcrla, Octubrt-Diciembre1 1976, pp.52,72,85..
Ministry of 1lealth: Table 1

Total W 1 & IGCS: suwrs'f; . Tahles 1 3.
Consolidated 4 Central Budgets: iinistei'io de Finanzas Piblicas, Dirccci6n T&nica del Presupuesta, Evaluaciones Presupuestales 1970-1975.

Notes; Sze Tables 1 4 3, eapecially for irxluious that overstato health c penditures.Bt health expenditures arc understated duo to oission of other orgai-
as Pieliimtary data. zation

]> Budgeted rather th"a-i executed data (in itole or in part).
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2. Emnhasis on Preventive Versus Curative Measures

Data classifying MOH current expenditures into "curative"
and "preventive", measures are presented in Table 4.7-E,
and appear in great detail in Table A-4, appended to this
chapter. Admittedly, this separation is somewhat arbitrary.
Thfr operating expenses of hospitals (located in the urban
areas) have been classified as "curative",, and allocations
to the inistry for purposes such as environmental sani-
tation, malaria eradication, maternal-child care, and
assignments to rural health centers and health posts have
been classified as "preventive". Current bookkeeping
procedures do not permit a more refined classification. I/

The allocations summarized in Table 4.7-E show that, on
the basis of the classification criteria described above,
the "curative" measures are considerably more important
than the "preventive" ones in the MOH budget. The ratio
of MOH expenditures for "cu.rative" to "preventive" measures
is about 2 to 1. Comparison of the projection of the
historical trend with the target figures of the National
Development Plan for the period 1978-1980 indicate that
implementation of the Plan would result in even greater
emphasis on curative measures (i.e., mostly hospital care).
Projection of the historical data yields a ratio of 1.7 to
1.8 in favor of curative measures, compared with a ratio
of 2.2 for the plan targets (see Table 4.7-E).

3. Outlays on Training. Druas and Aministration

Data and projections on MOH expenditures for training, drug
purchases and administrative expenses are presented in
Table 4.7-F, and appear in greater detail in Tables A-3
and A-4, appended to this chapter. The projections for
1978-1980 are from the National Development Plan.

The Health Sector Assessment emphasizes the inadequate
level of outlays on training and drug purchases as well
as the relatively large amounts allocated for administration.
There is no basis for judging whether outlays on adminis-
tration are excessive, but there can be no question that
outlays on training and drugs have been low. Thus, in 1976,

.J Hospitals do provide some "preventive" services, while health
posts also have a curative function. Since the statistical
data available do not permit us to make allowance for such
facts, the conclusions drawn from the figures must be treated
with circumspection.
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TABLE 4 .7-E
Ministry of Health: Ratio of Operating Expenses for Preventive and

Curative Purposes, 1973-77 and Projections for 1978-80

(In Thousands of Dollars)
(i) (2) (MY

Curative Preventive
Measures Measures (1) - (2)

1973 11,350 4,377 2.6

1974 11,331 6,195 1.8

1975 13,813 7,977 1.7

1976 16,968 7,638 2.2

1977 18,088 10,570 1.7

Historical Historical Historical
Tre nd Plan Trend Plan Trend Plan

1978 20,331 27,906 11,733 12,561 1.7 2.2

1979 22,851 34,736 13,084 15,635 1.7 2.2

1980 25,685 43,116 14,456 19,407 1.8 2.2

Source: For data through 1976, Direcci6n de Contabilidad del Estado, Year-end Balances.
For 1977, the budget. Projections for 1978-80 are from the National
Development Plan.
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TABLE 4.7-F

Ministry of Health: Expenditures for Training, Drugs and Administration in Relation to
Total Ooerating Expenditures for ]973-77, and Plan Projections for 1978-80

(In Thousands of Dollars)

Expenditures Total Operating
Administration Training D Expenditures Percent of Total

(1) 7(3)- (4) Administr :ion Training Drugs
as % of t ztal as % of Total as % of Total

197.3 2,611 767 483 23,350 11.2 3.3 2.1

1974 2,639 1,006 694 26,841 9.8 3.8 2.6

1975 3,647 1,853 813 33,156 11.0 5.6 2.5

1976 3,961 1,402 803 37,839 10.5 3.7 2.1

1977 5,569 2,041 883 42,253 13.2 4.8 2.1

1978 6,330 2,490 1,'321 62,230 10.2 4.0 2.1

1979 7,941 3,038 1,645 77,460 10.3 3.9 2.1

1980 9,922 3,706 2,041 96,148 10.3 3.9 2.1

Source: For 1973-76, Direcci6n de Contabilidad del Estado End of Year Balances of Fiscal Operations;
for 1977, budget; for 1978-80, projections in National Development Plan.
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the total actual outlays by the Ministry on training and
drug purchases were only $1.4 million and $800,000
respectively (Table 4.7-F). The Health UrJ.t of the
National Economic Planning Council emphasized particularly
the inadequacy of the current training program.

The proportion of all three items to total operating expendi-
tures has remained approximately constant in recent years,
and the Plan contemplates no change in these proportions over
1978-1980 (Table 4.7-F). Still, it is gratifying that,, in
absolute terms, outlays on training and drug purchases are
programmed for some substantial increases. Outlays on
training are scheduled to rise from $1.4 million in 1976
to $3.7 million in 1980; while expenditures on drug
purchases are programmed to rise from $800,000 to $2.0
million over this period. However, there is little hope
that these ambitious plan targets -will be attained.

4. Composition of MH Staff

In its analysis of health manpower, the Assessment noted
the following: !) over-reliance on doctors in relation
to other types of medical staff; 2) the shortage-of
professional nurses, health inspectors, trained midwives,
ru.ral health and lab technicians; and 3) the heavy
concentration of medical personnel and facilities in the
Capital City.

A detailed breakdown of MOH staff and their location, as
well as a breakdown of MCH exnenditures on its staff,
appear in Tables A-' and A-6 appended to this chapter.
The data suggest the following:

Expenditures on doctors in 1977 were $3.7 million out of a
total $9.5 million snent on medical and health personnel
(Table A-5, appended). In that year, outlays on doctors
absorbed 39% of the total medical personnel budget.
Outlays for doctors were substantially greater than for
any other type of personnel, except aux;iliar-j nurses. In
1977, outlays on auxiliary nurses were $3.0 million, only
slightly below expenditures on doctors. The distribution
is summarized in Table 4.7-G.

While there is a large number of auxiliary nurses (nearly
2,700), the data support the claim (confirmed by the
Planning Unit staff of the National Economic Planning
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TA BLE, h!.7-

Mini'stry of Health: Composition of Medical and Health Personnel
and of Outlays on Personnel in 1977

Number of
Personnel Expenditures

Doctors 928 3,700,476

Professional Nurses 553 1,384,224

Auxiliary Nurses 2.,665 2,968,992

Sanitary Inspectors 190 373,080

Rural Health Technicians 102, 208,080

Supervisors 52 159j600

Laboratory Technicians 350 416,484

Dentists 93 246,180

TOTAL 4,933 Q 9,457,116

Source: Health Unit of the Planning Council.
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Council) of serious shortages of professional nurses,
sanitation inspectors, and rural health technicians.
Analysis of the historical trend reveals that composition
of this staff has not changed significantly over 1973-1977.
(Tabld A-5, appended).

The Health Unit is well aware of the imbalance in the MOH
staff. Provision was made in the 197h National Health
Plan to correct the problem. Thus the plan provides that
the aumber of professional nurses on the MMH payroll be
increased from 380 in 1975 to 1,606 in 1980; health
inspectors also are to be increased from 380 to 1,606
during--that period; while the number of rural health tech-
nicians is scheduled to rise from !43 to 981 (Table A-6,
appended).

The distribution of MDH medical l/ personnel between the
Department of Guatemala and the rest of the republic in
1977 is illustra4ed in Table h.7-H and is shown for the
whole period 1973-1977 in Table A-6, appended to this report.
The data indicate that in 1977, the Department of Guatemala
had 41% of the countryt s total number of physicians and 501
of its professional (gradul) mrses. Total czenditures
for the Department of Guatemala ($3.3 million) constituted
40% of total MOH eomenditures on medical personnel.

Tha substantial discrepancy in. expenditures per capita in
the capital versus the rest of the country is further
illustrated in Table 4.7-1 which provides a breakdown of
MOH operating expenditures by department, both in toto
and on a per capita basis.

These figures, however, should be interpreted with caution.
W 'hile they substantiate the finding that a disproportionate
amount is allocated to the capital, allowance should be
made for the fact that the medical and health personnel and
facilities in the capital provide some supporting services
to the rest of the country. Admittedly, this support is

-limited, but it cannot be ignored. There is no way of
quan.iI'ying it on the basis of the data currently available.

Our analysis is limited to workers directly engaged in the
provision of medical and health services and excludes
supporting personnel such as office workers and drivers.
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TABLE h.7-11

Ministry of Health: Distribution of Medical Personnel and Outlays between
the Department of Guatemala and the rest of the Country in 1977

Department of Guatemala Rest of the Country
Number of Number of
Personnel Expenditures Personnel Expenditures

Doctors 410 1,038,528 518 2,661,948

Professional N.se.s 312 779t820 241 604,404

Auxiliary Nurses 1,163 1,285,272 1,502 1,683,720

Sanitary Inspectors 63 120,480 127 252,600

Rural Health Technicians -- -- 102 208,080

Supervisors 46 144,120 6 15,480

Laboratory Technicians 254 282,276 96 134,208

Dentists 44 139,824 49 106,356

TOTAL 2,292 3,790,320 2,641 5,666,796

Source: Health Unit of the Planning Council.
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TABLE 4.7-I

Distribution of MOH Operating Budget by Departments
and Expenditures Per Capita in 1977

Estimated Annual Per Capita
Budget Population Expenditures on

Health Area Allocation 1977 Health Services

Guatemala _/ 12,166.6 1,714,105 7.10

El Progreso 198.8 88,897 2.24

Sacatepuev 729.3 107,767 6.77

Chimaltenango 272.8 219,650 1.24

Esclintla 855.3 226,182 1.63

Santa Rosa 660.4 259,900 2.54

Huehuetenango 682.6 402,787 1.69

El Quich6 418.4 356,156 1.17

Totonicapin 353.7 198,128 1.79

Soo I 378.1 1L-2,939 2.65

Quetzaltenango 1,447.9 394,248 . 3.67
San Marcos 579.9 508,146 1.14

Retalhuleu 430.1 i99,066 •  2.16

Suchitep~quez 614.2 2702498 2.27

Jalapa 342.5 128,887. 2.66

Jutiapa 530.1 271,426 1.95

Izabal 659.7 228,347 2.89

Zacapa 662.8 133,126 4.98

Chiquimula 529.2 192,888 2.74

Alta Verapaz 556.0 358,914 1.55

Baja Verapaz 315.5 134,809 2.34

Pet~n 514.1 52,260 9.84

TOTAL COUNTRY 23,898.0 6,589,126 3.63

All Departments Minus
Guatemala ll,731.4 4,875,O21 2..1

l The Health Area of the Department of Guatemala does not include
technical-administrative services.

SOURCE: Budget of the Ministry of Health.-
The population estimates are from the Program Division of
the Direcci6n Genergl de Servicios de Salud.
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5. Maintenance Expenditures

The Health Unit was not able to provide any data on past
or proposed maintenance expenditures. The M0H has no
central maintenance unit and hence no maintenance budget
labeled as such. The Health Unit of the Planning Council
is in full agreement with the finding that the allocation
for maintenance is woefully inadequate. The Health Sector
Assessment estimates the annual amounts allocated for
maintenance, of NDH equipment and facilities at only
$500,000. lJ The Health Unit suspecbs that even this low
estimate may err on the high side because funds budgeted
for repair and parts are often transferred to other uses.
The Health Sector Assessment has estimated (see Chapter 4.3)
that $13 million is needed to repair and restore existing
facilities, and that the annual cost of an adequate main-
tenance program thereafter is $10.6 million annually. The
Unit has no alternative estimate.

b'vaiuation of the Budgetary Pro ections

The adequacy of the budgetary projections, fcr the overall
health sector as well as for the MOH, should be evaluated on the
basis of three criteria: (1) realism in terms of the availa-
bility c-f financial resources; (2) consistency with executing
capacity; and (3) adequacy in relation to requirements. Un-
fortunately, the in-depth research required to provide reliable
answers to these questions has not been done and only very
tentative judgements can be made on the basis of available data.

1. Realism in Terms of Financial Resources

The Health Unit of the Planning Council is confident that
the fironcial resources required to carry out the overall
public health sector investment programmed over 1978-1980
will be forthcoming. A substantial share of this investment
is based on funds provided by the international agencies,
while the Government of Guatemala has conmitted itself to
provide the necessary counterpart. Should government
revenues fall short, bonds would be issued to make up the
deficiency.

!/ Estimate that appears in Annex 5.11: Maintenance Service
Requirements.
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The increases planned for the operating budget of the
Ministry of Health are much more problematical. Table 4.7-C"
notes that the total operating budget of the Ministry of
Health is scheduled to rise from $42 million in 1977 to
$62 million in 1978, $77 million in 1979 and $96 million
in 1980. There is little likelihood that these targets will
be reached.

2. Consistency with Executing Capacity

The Health Unit staff is optimistic that the executing capacity
to implement the planned investment program exists. There are
two reasons for skepticism: First, the increase in total
public sector investment that is planned for 1977-1980 is
extremely high. As noted in Table 4.7-A, total health sector
investment is scheduled to rise from about $15 million in
1976 to $4.1 million in 1977, $38 million in 1978, $4U million
in 1979 and $50 million in 1980. The substantial increase.
is due mostly to investment related to earthquake reconstruction.
Secondly, there is evidence that, when programmed investment
rises substantially, the proportion executed drops. Thus,
when programmed investment rose from $3.0 million to $14.5
million between 1975 and 1976, realized investment increased
hardly at all, just from $1.8 million to $2.1 million (see
Table A-8, appended). Thus, it can be expected that the
investment scheduled for the health sector over 1977-1980
will in fact be spread over a much longer period, even if
the financial resources become available.

3. Adequac 7 of Planned Targets in Relation to Recuirements

Comments are most difficult in this area since the job of
quantifying the overall requirements of the health sector,
of relating these requirements to available resources and
of defining priority areas, has not been done. However, on
the basis of available data and the judgement of informed
technicians of what is likely to be accomplished over 1978-1980,
four areas have been tentatively defined in which accomplish-
ments are likely to fall far short of requirements:

a. Training: The National Health Plan calls for substantial
increases in the number of professional nurses, sanitation
inspectors and rural health technicians (see Table A-7).
Indications are that these targets will not be reached.

b. Drg: Substantial increases are planned but questions
persist whether or not the increases will be realized.
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c. Environmental Sanitation: The water supply and sewage
sector study by the World Bank indicated that the 1980
service goals set by the Government of Guatemala will
actually necessitate a total investment of $177 million
in 1976 prices over the 1975-1980 period. The World Bank
report indicated that it was probable that no more than
half of this investment actually would be forthcoming.

d. Maintenance: The need to provide much larger funds
for maintenance is understood at the technical level, but
there is no evidence that it has been grasped at the
decision-making level. So far, no corrective action has
been taken.

Improving the Planning Process

The Government of Guatemala has a definite capability in
the area of health sector planning. The National Health Plan
of 1974 includes a clear definition of the health sector problem
as .ell a a A,,- , which closely , na' +els tt the
current Assessment. The Plan sets quantitative targets for the
various types of medical personnel required., projects the
operating and investment budgets, indicates the sector's n-
vestment requirements with breakdown by region and sub-sector
(e.g., potable water, manpower training, hospital construction,
etc.). The Three-Year Plan (1977-1979) of the Planning Council
drafted in May 1977, provides a list of specific projects to be
undertaken in various parts of the country, including a de-
scription of the present status and annual budget for each
project over the period 1977-1979.

Public health planning in Guatemala has serious short-
comings. No unit exists which is capable of developing and
keeping current an integrated health sector development plan,
i.e., a plan that combines into a meaningful integrated whole,
the plan components of specific targets, estimated financial
resources required to attain them, projection of resources
available and their sources, definition of priorities, and the
development of specific projects and policies. The Plan should
incluc" l institutions active in the public health field,
including the IGSS and charitable organizations. Even the 1974
National Health Plan, for all of its merits, falls short of
meeting these requirements. Moreover, a plan must be continuously
updated if it is to serve a useful purpose. The Ministry of
Health suffers from a lack of qualified personnel, up-to-date
statistical information and data processing equipment.
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There is ample confirmation of the Health Sector Assessment's
finding of lack of institutional coordination in the health
planning sector. While many public institutions are involved
in health planning, none has full responsibility for the planning
process. Moreover, planning and i'mlementaticn responsibilities
are vested in different units. Consideration should be given to
combining the statistical, programming, and planning offices of
the Ministry of Health into a single unit entrusted with the
responsibility of developing (and keeping up-to-date) a complete
plan for the Ziinistry. This same unit should also be given the
responsibility for supervising implementation. It goes without
saying that this expansion of function will require increasing
and upgrading of the Health Unit's personnel. This would enable
it to concentrate on coordinating the MOH plan with those of the
IGSS and private donors; and of relating the total public sector
health plan to the national development zlan. The Health Unit
of the Planning Council should not need to get involved with the
develoment of the specifics of the MOH plan, as is presently
the case.

There appcrs to be no close coordination betWeen the
planners sitting in the Capital and the staff working in the
field at the Health Area Chief level. There is no direct know-
ledge of requiremants in remote communities and rural areas.
The weakest link in the planning process is a lack of knowledge
of actual requirements and priorities.

The whole planning process should be given much greater
weight in decision-making -within the Government of Guatemala.
At present, the only health planning capacity is in the
Planning Council. However, the activities are peripheral to
the Ministry of Health decision-making process. Many key in-
vestment decisions are made in the Ministry of Health on an
ad hoc basis and are heavi-ly influenced by political considerations.
The decision to reorganize, unify and strengthen the health planning
machinery must include capacity within the linistry of Health at
national and department levels and must be contingent on increasing
planners participation in decisions involving the allocation of
both investment and operating funds.
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Summary and Conclusions

1. Total public expenditures on the aggregate health
sector increased substantially between 1971 and 1976, from
$38 million in 1971 to $96 million in 1976, or at an
average annual compound rate of 21% (Table 4.7-A).

2. Both operating and investment funds allocated to the
public health sector have undergone substantial increases
over this period. Operating expenditures increased from
$35 million in 1971 to $81 million in 1976, while invest-
ment spending increased from $2.8 million to $15 million
(Table 4.7-A).

3. The ratio of the annual increase in operating expen-
ditures over prior year investment was low over 1972-1974,
but rose substantially in 1975 and again in 1976 (Table 4.7-A).

4. The Planning Council has not projected operating expen-
ditures for the public health sector as a whole. Projections
of investment ex-Denditures for the sector indicate very
substantial increases over 1976-1980 owing to earthquake
reconstruction (Table 4.7-A). The increase between 1976
and 1978; for example, is 154%. These increases will call
for further substantial increases in operating expenditures.

5. The investment plan shows continued emphasis on hospital
construction and reconstruction. This category is scheduled

.to absorb 45 percent of total planned investment over
1977-1980. Rural health services account for 21 percent
and rural aqueducts and water supply projects 14 percent
(Table 4.7-B) .

6. The operating budget of the Ministry of Health also
shows sharp increases over the period 1972-1977, up from
$22 million to $42 nillion, reflecting an average annual
compound growth rate of 13.7%. Further substantial increases
are provided in the Planning Council's National Development
Plan. IJ The Ministry's operating budget is scheduled to
rise from $42 million in 1977 to $62 million in 1978,

/ Tables A-1 and A-2, appended to this chapter.
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$77 million in 1979 and $96 million in 1980. It is most
unlikely that these hefty increases will materialize, but
they indicate awareness that past allocations to the
Ministry have been inadequate.

7. On the basis of a crude classification of measures
into "curative" and "preventive", it has been determined
that between 1973 and 1977, the operating expenditures of
the Ministry favored curative measures by a ratio of about
2 to 1. There are no indications that this imbalance will
be corrected under the development plan. In fact, imple-
mentation of the plan would raise that ratio further to
2.2 to 1 (Table 4.7-E).

8. The proportions of the MInistry of Health operating
budget spent on training, drug purchases and administration
have remained approximately constant over 1973-1977. The
figures confirm the Assessment's finding that the allocation
of funds for training and drug purchases has been low
(Table 4.7-F).

9. A rela ively high proportion of the Ministry's person-
nel budget is spent on doctors (39, ) and on auxiliary
nurses (31Q), while the proportion allocated to other kinds
of medical and health personnel is low (Table 4.7-r). The
projections in the National Health Plan, however, reveal
that the Planning Council and the 0H realize the deficien-
cies in the current Ministry of Health staffing pattern.
Sharp increases for training and salaries were programmed
for professional nurses, sanitation inspectors and rural
health technicians.

10. The data confirm the finding that a substantial
proportion of the Ministry's operating expenditures are
for the Department of Guatemala (LO), though it must be
borne in mind that soie of the more serious cases are
referred to hospitals in the Capital City.

ll. Only a most preliminary evaluation of the Planning
Council's financial projections can be attempted at this
stage. Their projections were assessed in terms of three
criteria: the availability of financial resources, the
ability of the Government of Guatemala to execute the
investment program, and relation of plan targets to
requirements.



- 329 -

12. The investment budget, while highly ambitious, is
likely to have sufficient financing owing to the substan---
tial amount of foreign assistance that is forthcoming.
The Government of Guatemala has comitted itself to provide
the counterpart. On the other hand, there is serious
question with respect to the capacity of the Government of
Guatemala to implement an investment/reconstruction program
of the scale envisaged. In all likelihood, the investment
program will be stretched out over a much longer period.
With regard to the Ministry's operating budget, there is
practically no hope that t 'e Ministry of Health will receive
the $20 million increase in 1978 called for by the Na'ional
Development Plan.

13. With regard to the adequacy of the budget in relation
to requirements, considerable more data are needed before
a meaningful generalization on this point can be made.
However. it appears that investment targets fall short in
relation to requirements in the areas of manpower training,
the acquisition of drugs and environmental sanitation (potable
water and sewerage) outside the Capital City.

14. The Government of Guatemala has demonstrated the c apa-
bility of preparing a naticnal health.plan. However, there
are obvious weaknesses in its ability to prepare a well-
integrated plan that interrelates objectives, requirements
and available retcurces; -defines priorities and specific
policies; and includes the preparation of projects acceptable
to the international financial institutions. The 1974
National Health Plan should be revised, developed more
thoroughly and continuously maintained up-to-date. Insti-
tutions involved in health sector planning should be consoli-
dated and strengthened (particularly in the case of the
programming and planning divisions of the Ministry of Health);
and much greater weight should be given to the recormendations
of the plan at the decision-making level.



TABLE A-i

lIIlISTRY OF I'11111C IEALTI AID SOCIAL ASSiSTACE
E-4HI'fL~:~ CAUSEU ¥KyE ,S 1972-197L AM) T-YiIM Tkld'LNCY FOlJ 1978/80

In thouzands of dollars)

PLP W S12S OF T HE EPEh10TT t[E 19 2 19 3 1974 1 75 1976 1977 197E 1979 19 3
WDUET TOTAL (I + II) 22 846.7 26 054.6 29 973.1 35 134.3 39 900.6 53 695.5 52 249.1 60 657.2 71 104.9
I.- OP RATMf 22 210.0 23 974.1 26 840.8 3. 156.2 37 839.2 42 252.9 47 q32.5 54 266.3 61 529.0

Personn.il Sarvices iJ 12 225.2 12 147.5 12 41.5.3 15 648.1 18 244.8 21 322.0 23 838.0 26 650,9 29 72 5 .
Pernanent Personnel 11 4U2.3 11 341.6 11 0L6.2 14 063.7 16 466-3 19 329.9Pursonnel by Contract 182.7 286.1 441.7 551.1 . 582.3 702.3Personnel by Payroll 577.5 641.6 849.8 933.7 1 095.1 1 084.4Other Personnel Sarvicas 62.7 74.2 .87.6 93.6 100.5 206.3
lo-P,,rsn-el Services 536.1 844.8 760.9 90.2 1 059.4 4 00.6 1 652.7 1 950.2 2 301.2
Materials and &pn1les 4 593.1 4 674.1 7 0(11.2 8 500.5 a 95.1 9 6878 10 792.2 12 022.5 13 393.1Groc. res 1 526.5 1 653.9 2 098.8 2 ",62. 2." 2 712.2
Fdcn 223.0 229.8 674.5. 697.3 293.0 908.29 --- --- 1 844.9 2 358.8 2 383.8 *2 558.2Other 11trials and Sapplies 2 843.6 2 990.4 2 389.0 2 982.1 3 246.3 3 509.3 -
Vichinry and Eauli.:nt 321.3 662.1 405.0 1 323.5 1 170.4 977.8 1 222.3 1 527.8 1 903.8
CogstrJctlcns Adlitions and
. rcv e n:nt s fb y co trac t) 15.5 --- - -. 90 .0 -- 216 .9 3 2 6

TranzIf
er -  

3 347.6 3 763.4 4 975.2 5 053.2 7 066. 7 395,86.9 . 600,!r Gr~mR2 or Eiod ue -- 165. 1'- 482. 05. 706. 7 31. 8 60.9.1t.p d1ituras 1 165.2 1 12.2 1 24 .2 I 705.2 1 223.2 1 469.0 1 542.5 1 619.6 1 700. 6

IT. _'I m'!:,...rr 636.7 2 080.5 A 1!2.3 1 978.1 2 061.4 11 442.6 4 3169 6 390.9 9 57.9
Personnl Servicee 2h1.9 318.0 293.4 337.3 si3.9 954,5 4 3J6.9 6 274.9 1 723.0 WiiPernanent Personnel - 24 1 i -. 7 97.1 74.i 817 3240 4Personnel by Contract 61.4 70.4 83.8 12.3 234.0 381.0 14.6 736.8 1 053.8Per8onn11 by Payroll 60.2 100.2 92:8 102.0 126.6 117.6 159.1 178.3 199. 8Other Personnel Sarvices 16.2 24.7 16.7 8.2 13.2 372.5 155.6 226.9 130.8llo-Percnnul Services 37. R 40.4 98.0 139.1 178.0 110.1 366.3 569.0 638.2
XMterials and 5ipolties 96.4 260.1 116.3 75.1 292.9 1 902,5 510.5 674.2Fucd10.3 9.7 17.0 17.6 32.6 49.7 ) 3.2Other flterldls nd Supplies •6.1 250.4 99.3 57.5 260.3 1 052.8 452.6 596.8 766.9
Machinerv and hzuiaetfnt 85.7 266.2 1 11:.7 278.2 29. _.5 159.2 596.8 - 669

Const.ct ions Additions and
Eironents by contract 134.9 892.8 1 512.0 I 1I5.4 894.1 3 7J4.1 2 301.8 3 693.1 5 925.9

Trns'=rs --- 30.0 3.0 3.0 3.0 3 130.9 3.0 3.0 3.0

lJ Includes Shlary Coniplement.
H/ no data available for 1972 and 1973.

3/ For tho uitkate thu years 19711-75-76 were used.

h/ The $3,000.00 esti-ated for 1975/60, are destined for
expenditures of li.cal services.

FORHMIA US-Ds Pn - Po (1r)

SOURCE: For 1971-76 data, balance of Leftovers Fiscal Years 1972-76.
Accounting Directorate of the State; for 1977, Ludgated figures. For 1978-80 projections, Uealth Unit, National conomic Flanning Council,
uith 'inor ROCAP adjustments.
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TABLE A-2

MINISTRy OF PUBLIC HF-ALTH AND SOCIAL ASSISTANCE
BOMET PROJECTIONS FOR 1978-1980

(In thousands of dollars)

PURPOSE OF TE EXP7D.TURrJRE 1 9 7 8 1 9 7 9 1 9 8 0
!IUET TOTAL (I + I1) 83 333.0 91 254.0 96 248.0

1. OPr" AT!T 62 230.0 77 460.0 96 148.0

Personnel Services 30 005.3 37"348.7 46 359.4
Permanent Personnel 27 080.4 33.707.9 41 840.2Personnel by Contract 957.7 1 192.0 1 479.3Personnel by Payroll 1 801.9 2.243.0 2 784.2Other Personnel Services 165.3 205.8 255.4

No-Personnel Services 1 742.3 2 168.6 2 691.9

Materials and Sunnlies 14 776.8 18 393.3 22 830.8
Groceries 4 213.5 5 244.7 6 509.9Fuel • 1 304.3 1 623.3 2 014.9Medicines 3 920.4 4 879.8 6 057.1Other Mater and Supplies 5 338.8 6 645.5 8 248.7

Machinery and Ecui.ment 1 924.8 2 395.9 2 973.9
Constrictions and Imnrovements
(Dy contract)- 148.0 184.2 228.6

Transfers 11 621.2 14 465.4 17 955.3

Other Grouos of Eoenditures 2 011.6 2 503.9 3 108.1

II. ,,s/'E mT 21 103.0 13 794.0 100.0

PersQnnel Services 5 772.8 3 773.4 27.4
Permanent Personnel 1 127.1 736.7 5.3Personnel by Contract 2 600.3 1 699.7 12.3Personnel by Payroll 1 296.0 847.2 6.1Other Personnel Services 749.4 489.8 3.5

No-Personnel Services 1 822.2 1 191.1 8.6
Materials and S-uplies 2 998.5 1 959.9 14.2
Fuel 333.7 218.1 1.5
Other Materials and Supplies 2 664.8 1 741.8 12.6
Machinery and Equioment 1 325.7 866.6 6.2
Constructions and ImProvements
Cy contractj 9 153.0 5 982.9 43.3
Transfers 30.7 20.1 0.1

Estimated figure.

SOURCE: National Development Plan.
Three-year Plan of Investments.
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TABLE A-3

PZYECIITFIn wI nn KT
BY TYPE OF SERVICE

MI|IISTRY OF PUBLIC HEALTH AND SOCIAL ASSISTANCE YEARS 1973-1977
AND ITS TENDENCY PnR -1979/198')

(In thousands of dollars)

TYPE OF SERVICE 1973 1974 1975 1976 1977 1978 1979 1980
OPERATING EXPENSES 23" 350.4 26 8L0.8. 33 156.2 37 839.2 42 252.9 48 288.1 55 304.0 63 273.4
Ceneial 3 860.3 4 338.7 6 312.6 6 166.7 8 492.2 10 254.5 12 384.6 14 959.6
Administration (Direct,Prograiuning, Administration) 2 610.6 2 638.5 3 64.6.6 3 961.0 5 568.5 6 737.9 8 152.8 9 864.9Human Resources 766.5 1 006.1 1 852.7 1 402.3 2 040.9 2 489.9 3 037.8 3 706.0National Drugstore 483.2- 694.2 813.3 803.4 882.8 1 026.7 1 194.0 1 388.7Preventive Measures 4 377.2 6 195.4 7 977.0 7 637.8 10 570.2 11 732.9 13 083.5 14'456.1
Divisions of: -

Health Education 25.1 22.3 28.4 32.5 35.1Environmental Sanitation. "112.4 213.4 294.1 '300.2 802.4Epidemiology 235.6 374.1 450.6 441.1 303.6.aberculosis 172.1 151.3 237.9 208.5 234.8Malaria . 753.9 2 383.5 2 638.9 2 799.6 3 064.7Maternal/Child 95.8 165.4 326.8 223.1 289.2Health Centers and Posts 1 950.7 2 849.9 3 961.4 3 592.3 5 810.0Medical Attention 31.5 35.5 38.9 40.5 30.4

Curative Measures
Medical-Hospital Attention 11 349.5 11 331.4 13 813.4 16 968.4 18 088.1 20 330.9 22 851.2 25 685.6Currenc Transfers 3 763.4 4 975.2 5 053:2 7 066.1 5 102.4 5 969.8 6 984.7 8 172.A

FORMULA USED: Pn = Po (I+R) n - I

SOURCE: Balance of Leftovers Fiscal Years 1973/1976.
Accounting Directorate of the State.
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TABLE A-4

MINISTRY UF PUBLIC HEALTH AND SOUIAL ASSISTANCE
PROJECTION OF THE OPERATING BUDGET BY TYPE

OF SERVICE FOR 1978-198C
(In thousands of dollars)

1978 19 79 1980

OPERATING EXPENSES 62 230.0 77 460.0 96 148.0"

General 10 141.7 12 623.7 15 669.3

Administration (Direct,
Programming, Administration) 6 330.4 7 941.1 9 921.9
Human Resources 2490,0 3 038.0 ' 706.0
National Drugstore 1 321.3 1 644.6 2 041.4

Preventive Measures 12 561.1 15 635.2 19 407.4

Divisions of:
Hlealth Education 53.5 66.5 82.6
Environmental Sanitation 493.7 614.6 762.8
Epidemiology 725.4 902.9 1 120.8
Tuberculosis 342.9 426.8 529.8
Malaria 4 604.2 5 731.1 7 113.7
Maternal/Child 366.9 456.7 566.9
Health Centers and Posts 5 907.7 7 353.7 9 127.9
Medical Attention 66.6 82.9 102.9

-Curative mer-r

Medical-Hlospital Attention 27 906.0 34 735.7 43 116.0

tirrent Transfers 11 621.2 14 465.3 17 955.2

Estimated figure.

SOURCE: National Development Plan.
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TABLE A-5

HN"ISTrlY OF PUBLIC 11EALTI1 AND SOCIAL ASSISTANCE
NUMI1ER AND COSTS 0F HLbICAL i.4O PARXi'EDICAL PERSOUi(EL REPUBLIC OF GUATEMALA

EN!.CIITED 31971/76
(In thousands of dollars)

1973 197 7 1975 1976 1977 1 8 3979 19a0I;o. No. $ No. $ Nb. No Ko, 8 'Io. o. 5
TuTAL kf'dLC 4 041 6 260 106.00 4 349 7 242 299.00 4 05L 7 02 258.00 4 fO1 8 876 916.OC 4 933 9 457 116.00 5 234 10 551 495.00 5 618 i 902 514.00 6 108 13.652 082.00
Doctors 726 2 22 652.00 39 2 53O 064.00 . 74 I d9 711.00 . 922 3 319 236.00 928 3 700 476.00 981 4 175 541.00 1 049 4 11 389.00 1 116 . 5 316 453.03
Graduate Nurses 502 939 918.00 539 1 103 004.00 532 I 040 174.00 552 1 381 624.00 553 i 384 224.00 561 1 524 878.00 580 1 679 826.00 595 1 850 518.00
Auxili ry Nurses 2 359 2 426 880.00 2 512 2 791 26.00 2 465 3 525 029.00 2 591 2 680 192.00 2 665 2 968 992.00 2 748 3 122 418.00 2 833 3 283 698.00 2 920 3 453 662.00
Sanitary Inspectors 148 231 540.00 149 333 552.00 89 iO 404.00 187 362 520,00 190 373 080.00 202 420 336.00 215 M13 558.00 229 33 452.00
Rural Hcath Technicians .. .. .. ... ..... 55 112 20.00 102 208 080.00 189 385 893.00 351 15 657.00 651 3 327 218.00

Supcrvisory Unit ... 52 159 600.00 52 159 600.00 52 159 600.00 52 159 60.00 52 159 600.00Labortt.ri.ts 219 253 236.00 233 349 417.00 lad 336 "34.00 349 416 484.00 350 416 484.00 394 471 646.00 442 534 15.30 " 447 04 5.0W
bIntsL S 87 125 50.00 75 107 976.00 78 300 206.00 93 244 840.00 3 246 160.00 95 291 123.oo 96 344 211.00 98 401 122.00

FORMJLA USED. Pa - Po (I+r)
a -

SCURCES: -11u.an Resources and Distribution of Beds in Public lealth Institutions; 1973-1976 figures.
-!;ation. I Budget of Income and Expenditures of thu Stdc; 1976 figures.
-For 1977. the figures used ure furnishe by the Prograimaing Unit of D.G.S.S.
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TABLE A-6

MINISTRY OF PUBLIC HEALTH AND SOCIAL ASSISTANCE
N IJBER AND COST OF IIDICAL AND PAfRATEDICAL PERSOUNE

DEi'ARTIENT OF NIATFuAI.A AN11 AFqT -F TnIF RFPIRI.IC
EXECUTED 1973/76 AND PROGRA 9ED 1977

(In thousands of dollars)1973 1974 1975 1976 1977
No. "o. Eo. No. No.TOTAL OF THE REPUBLIC 4 041 6 260 106.00 4 349 7 21,2 291.0(o 4 056 7 072"253.00 4 801 8 876 916.00 4 933 9 457 116.00Total Department of Guatemala .2 678 3 759 314.00 2 613 4 174 586.03 2 289 3 656 027.00 2 245 3 722 832.03 2 292 3 790 320.00Doctorc 461 1 370 604.00 60 1 366 5O.0O 365 817 668.00 408 1 026600.00 410 1 038 528.00Graduate Nurses 328 630 630.00 375 768 912.06 372 693 618.00 312 77? 820.0 312 779 820.00Auxiliary Nurses 1 698 1 536 300.00 1 520 1 t-97 760.00 1 398 2 106 E65.00 1 121 1 234 872.00 1 163 1 285 272.00Sanitary Inspectors 23 13 500.00 49 88 752.00 2 4 440.00 61 116 640.00 63 120 480.00Rural Health Technicians .6Supervisory Unit 

--- 46- 144 120.00 46 . 144 120.00
Laboratory Technicians 135 139 60.00 153 224 748.00 108 206 274.00 253 282 276.00 254 282 276.00
Dentists 33 68 600.00 1 36 27 864.00 44 27 162.00 44 138 504.00 44 139 824.00
Total Rest of the Republic 1 363 2 500 792.00 1 736 3 067 713.00 1 767 1 216 231.00 2 556 5 154 084.00 2 641 5 666 796.00Doctors 265 912 048.00 359 1 193 514.00 339 1 072 043.00 514 2 292 636.00 518 2 661 948.00
Graduate Nurses 174 309 2C,8.00 164 331 092.00 160 366 556.00 240 602 G04.00 241 604 404.00Auxiliary Nurses 661. 890 580.00 992 1 093 526.00 1 067 1 4 8 164.00 1 470 1 645 320.00' 1 502 1 683 720.00
Sanitary Inspectors 125 218 040.00 100 244 800.00 87 175 964.00 126 245 820.00 127 252 600.00Ruzal Health Technicians --- 

55 112 200.00 102 208 080.00Supervisory 11ni- 
--- 6 15 480.00 6 15 480.00Laboratory Technicians 84 113 556.00 82 124 669.00 80 130 460.00 96 134 208.00 96 134 208.00Dentists 54 57 260.00 39 80 112.00 34 73 044.00 49 106 356.00 49 106 356.00

SOURCES: -Human Resources and Distribution of Beds in Public Health Institutions; Figures for 1973-IQ75.-National Budget of Income and Expenditures of the State; 1976 Figures. For 1q77, the fieures were furnished by theProgramming Unit of the General Directorate of Health Services.
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TABI.E A-7

PROJECTIONS OF NEEDS OF HEALTH PERSONNEL UP TO 1960 ACCORDING TO THE NATIONAL HEALTH PLAN

1975 3976 1977 1978 1979 1980
No. No. Noo. NO. No. No.

Doctors 839 5.,092,800 906 5,620,800 967 6,172,800 1,025 6,700,800 1,086 7,276,800 1,146 7,852,800

Graduate Nurses 380 1,140,000 568 1,704,000 768 2,304,000 1,007 3,021,000 1,296 3,888,000 1,606 4,818,000

Auxiliary Nurses 2,101 34025,440 2,640 3,801,600 3,224 4,642,560 3,875 5,580,000 4,561 6,567,840 5,329 7,673,760

Sanitary Inspectors 380 1,140,000 568 1,704,000 768 2,304,000 1,007 3,021,000 1,296 3,8881000 1,606 4,818,000

Rural Health Technicians 143 343,200 290 696,000 438 1,051,200 586 1,406,400 732 1,756,800 881 2,114,400

Supervisory Unit 14 196,560 28 393,120 43 603,720 58 814,320 73 1,024,920 88 1,235,520

Laboratory Technicians 48 115,200 59 141,600 70 168,000 83 199,200 94 225,600 112 268,800

Dentists 67 643,200 80 768,000 96 921,600 114 1,094,400" 130 "1,248,000 151 1,449,600

Source. National Council of Economic Planification, National Health Plan, 1974.
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TABI A-8

T1VESF1 I-lT EX PEHDITURES

OF TiE MTIISTRY OF IIEALflI AUT SOCIAL ASSISTANCE
(In dollars)

1972 1973 197 4 1975 1976
PRGIRAMED EXECUTED PROGRAMMED EXECUTED '01RAMMKED EXECITEJ PROGRAMMED EXECUTED PROGRAHMMD EXECUTED

INVESTMENT 1.657,051 636,677 2.947,713 1.780,49S 4I.798,307 3.134,221 3.033,842 1.794,73) 14.457,794 2.061,338

Health
Facilities 1--42--600  739 4 62 2.306Q647 1.795, 96 266,500 131,766 9.707,558 778,21
Hospitals 1. 376,fi0O 739,it62 2. 308,PJ7 .795-,9% 266,500 131,766 5.657,558 1/ 729,791
Health Centers ------------ -- 2.000,000 2/--
Health Posts 66,600 -. ----- ---- 2*050,000 1I 48,500

Environmental
Sanitation 1.357,051 456,977 1.285,8 83 1 027 2.277,760 1.128,822 2.220,842 1.662,965 3.832,296 762,173
Urban Potable Water .----.. ------ - -- ---------
Rural Potable Water 1.357,051 456,977 1.285,831 831,027 2.277,760 1.128,822 2.220,842 1.662,966 3.832,296 7E2,173
Excreta Disposal and
Urban Sewerage --- -
Latrinization
Rural Area
General Sanitation 

-

Developient of
Hunan Resources 300,000 179,700 220,282 210,006 110,000 107,503 "496,500 307,500.
Expansion and
Reaconditioning of
the Institute of
Health Personnel
Training
(INscPS) 300,000 179,700 220,282 21b,006 110,000 107,503 184,500 205,000Construction of School ul
Auxiliary Nurses Jutiapa ------ - 312,000 102,500

Others ..... 101,900 101,900 50000 610,440 520874Rural Telecommunication Syst. -- 50000-
Acquisition of Vehicles 101,900 101,900 - -
World Food
Program - -- - 610,440 520,874

1/ $681,280 correspond to direct Investment, the rest to national reconstruction programs.
2/ Includes only national reconStruction program.
SOURCE: Balance of Leftovers, fiscal years 1972/76, Accounting Directorate of the State.
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4.A. Mission Strategy

4.A.l. Future AID Involvement in the Health Sector

USAID is in full accord with the summary findings
and the recommendations of the Health Sector Assess-
ment and the general guidelines for the involvement
of international organizations. We believe the cri-
teria set forth for donor ccnsideration are import-
ant guidelines which should govern future USAID ac-
tivities in the sector. However because of our long
history of involvement in the sector, our position
as the financier of the current paramedical training
program, including the employment of TSRs in the ru-
ral areas, a number of tactical requirements color
our approach to pursuing programs within the health
sector..

Among the constraints USAID has identiaed for reso-
lution before considering definitive programming
choices in the health sector in Guatemala are the
following:

The GOG public health sector record in implementing
two previous AID projects has not been good. A com-
bination of administrative ineptitude and lack of
full commitment to the paramedical outreach mechan-
isms have resulted in substantial shortfalls in
achieving project objectives.

A short-term complication to extending the rural
health delivery system is the diversion of manage-
ment attention and human resources to the implemen-
tation of the IDB facilities construction project.
It is not that such construction might not be re-
quired in the long term, but the fact is the MOH is
strapped to do too many things at once. Given the
heavy demands of the IDB project, the MOH would have
to increase significantly its managerial capacity be-
fore AID could initiate new programs.

The GOG's historical record of providing family plan-
ning services through the public sector is an addi-
tional constraint to such programs. After nearly 10
years of persuasion and project activity, there has
been little change in the GOG's low level of interest
in providing public family planning services.
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There have, however, been some indications of GOGrecognition of policy and administrative inadequa-cies within the health sector. Most recently, atthe November annual meeting of the National Medical
Conference, the head of the Health Sector Planning
Unit of the National Economic Planning Council re-viewed many of the findings of the Health SectorAssessment at a plenary session. There was general
concurrence in the accuracy of the findings and theprofessicnal conference participants supported manyof the recommendations which were presented. More-
over, as pointed out in the Summary Findings Sectionof the Health Sector Assessment, the official Govern-ment plans for the health sector recognize the needfor the commitment of additional public resources to
the health sector.

USAID feels that at this time future AID assistance
to the Guatemalan health sector must be conditionedon certain minimum levels of performance irn a num-ber of key areas which would provide assurance of:GOG willingness to make major improvements in theeffectiveness of rural health services; the existence
of a set of shared objectives between the GOG and US-AID; a wi.llingness to commit addftional internal re-sources to the sector and to make necessary improve-
ments in their application and administration; and,in respect to family planning services, a willing-
ness to confront the issue of rapid population growthby increasing the delivery of family planning servi-
ces through the public health sector.

With such assurances the AID sector strategy would
be to improve the low-cost health delivery system
that has been initiated in Guatemala, while sharpen-ing its focus on problems which have specific impli-
cations for the rural target group. This requiresraising the GOG's priority for nutrition, MCH and wa-ter and sanitation which address the most critical
pattern of disease incidence in the rural areas, aswell as strengthening the delegation of importantmedical tasks, both preventive and curative, to para-medical and other outreach personnel operating out-
side fixed facilities.
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4.A.Z. Program Option

Assuming no improvement in the GOG's performance in
the health sector, the USAID considered a program
option for future assistance.

While avoiding many of the problems previously en-
countered in working with the official GOG health
sector institutions, this option would respond to
the Congressional Mandate for providing assistance
directed at basic human needs in three critical
health sector areas. The essential strategy would
be to work outside the MOH to provide assistance in
rural water and sanitation, nutrition and family
planning. Such a strategy initially seems attract-
ive and feasible. There is an autonomous agency
called UNEPAR which has a major responsibility for
rural water and sanitation systems. In fact, the
IDB is implementing a $7 million loan through UNEPAR,
and the Canadians have provided $2.3 Million, both
for small rural water systems. These two projects
are expected to finance about 290 rural water sys-
tems in villages with populations under 2,000, far
short of tot&l demand for such systems. In nutri-
tion, the option. would include major dssistance
through the'broad range of existng private voluntary
organizations combined with nutrition education pro-
gramming through the Basic Rural Education infra-
structure, and work with the Ministry of Agriculture
on the nutrition impact of its policies. For popu-
lation, the current strategy of providing family
planning assistance only through APROFAM would be
continued and expanded.

Despite the initial attractiveness of these options,
except for the continuation of our strategy with
A2ROFAJM, USAID does not intend to pursue them be-
cause:

The approach ignores t2, real need for policy and
operational improvements within the GOG's health
sector activities, especially within the Ministry
itself.
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To be truly effective, these programs would require
complementary support from a health care delivery
system, implying a ce3-tain amount of policy movement
as well.

Our preliminary judgment is that such a program com-
bination would entail higher costs than if it were
to be carried out within the public health services
system.

The assessment is a joint GOG/USAID effort. The GOG
National Economic Planning Council is now in the proc-
ess of clearing the assessment within the Government,
a process which began at the Annual National Medical
Conference in November. The Mission hopes that this
process will stimulate a dialogue within the GOG and
between the GOG and aid donors about the future di-
rections of the public health sector. We plan to use
the assessment as an agendum to continue substantive
discussions with the current Government as well as
with the one to enter office in July, 1978.

The AID assistance program in health defined for the
FY 1979 CP must be considered tentative until the GCJG
has completed its internal review of the assessment
and redefined, or reiterated the policies and programs
which it wishes to implemerrt. An important part of
this review process will be the Government's ceac-
tions in the areas which USAID has established as key
criteria to govern the nature and extent of our fu-
ture assistance. Before developing another health
project we will require initial actions demonstrating
a willingness to make some of the siTificant reforms
recommended in the assessment, including the alloca-
tion of additional national resources as may be need-
ed.

In light of the statement of USAID strategy above,
and the findings of the assessment, the areas in
which we would plan to be receptive to GOG requests
for assistance are: public sector involvement in fa-
mily planning; improving the effectiveness of the
health. system's impact on rural malnutrition, and
increasing the cost effectiveness of rural preventive
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medical care. The program areas in which AID -w6u-d
support the GOG's requests for in-depth studies lead-
ing to programs include: institutional strengthening;
the expansion of family planning services to increas-
ing portions of the population; the health sector
portion of a national program to reduce the incidence
of malnutrition; improving the effectiveness of the
low-cost health delivery systeir; and capital invest-
ment in rural water and sanitation systems.

The sector ass essment has not resulted, in specific
AID program choices or recommendations. We expect
that these will be developed within the next several
months, as the GOG considers the substance of the
assessment and is faced with the performance expecta-
tions adduced above for considering project financing.
Should the GOG not concur, USAID's alternatives for
new investments in the health sector will be circum-
scribed.


