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GEOGRAPHIC ASPECTS OF THE ISTHMUS OF PANAMA

The Isthmus of Panama, geographic location of the Republic of
Panama, constitutes the narrowest and least elevated part of the
|sthmus of Central America and represents the connecting link between
the continents of North and South America. Panama with a territorial
area of 77,082.2 including the 1,432.2 K2 of the Panama Canal Zone,
compares in size to the state of South Carolina. Located in tHe north
tropic zone, Panama has a tropical climate with high temperatures and
little variations between minimum and maximum. High rainfall and
humidity promotes the growth of dense tropical vegetation in much of
the country. Panama is bordered on the North by the Caribbean Ocean,
on the South by the Pacific Ocean, the East by Colombia and the West by
Costa Rica.

The Central Cordillera, an extension of the Talamanca Range which
originates in Costa Rica, extends the length of the Isthmus and is the
principal and most outstanding physical feature of the country. This
mountain range divides the country into two well defined watersheds,
that of the Caribbean Ocean and that of the Pacific Ocean, each with
different climatic/botanical characteristics. The range has its great-
est elevations in the eastern region near the Costa Rican border with
the Volcan Bard at 3,475 meters being the highest.

The plains or flat lands which compose the majority of the emerging
lands of the country are located between the mountains and the sea on

both sides of the principal mountain system. They reach the greatest



width and broadth on the Pacific Coast in the central part of the
Isthmus, forming the plains region. This extends, almost without
interruption, in an east/west direction from approximately the central
isthmus to the Costa Rican frontier and include a large part of the
Azuyero Peninsula in the extreme south of the country. The central
isthmus is characterized by being the narrowest part of the country
where are concentrated the majority of the Panamanian population and
where is located the interocean canal. On the north coast the low
altitude lands are found principally in a narrow band near the ocean
with extensions into the more important river alleys located through-
¢cut the watershed of the Caribbean Ocean. |

The existing mountain system blocks the action of the dominant
winds and affects the climatic, vegetative and hydrographic charac-
teristics of the two coasts. The Caribbean watershed, exposed to the
direct influence of the humid northeastern winds which predominate in
humid tropical climates, is wet with levels of rainfall fluctuating
betweeen 2,500 and 3,500 mm annually. Both the narrow coastal land
and the mountainous areas are covered with a dense tropical rain
forest type of vegetation. The rivers are short with steep gradient
and abundant flow caused by the proximity of the motitains to the
coast and the great quantity of rains which fall year round in the
region,

The watershed of the Pacific, protected by the mountain range,

from the previously mentioned humid winds, is more arid with a dry



tropical climate which has a range of precipitation between 1,000 and
1,500 nm annually and a 4 to 5 month dry season, with a predominantly
dry tropical forest and plains type of vegetation. The rivers are
many and longer, but with reduced flow. The Panamanian coasts present
marked differences on both oceans: that of the North, by the Caribbean
Ocean, is of less extension - 1,246 kilometers, lacking in large bays
and with a narrow continental shelf. In addition the coas;al'region
is humid, unhealthy and dangerous for navigation; factors which have
contributed to the scarce settlement.

The southern coast, by the Pacific Ocean has an extension of
1,634 kilometers, presents many bays for the formation of good ports,
has a broad continental shelf, is distant from the high lands and in
general terms is a healthy and dry coast. All of these factors have
permitted a greater concentration of population along this coast.

Panama has 1,518 islands of which 1,023 are located in the
Caribbean Ocean and 495 in the Pacific Ocean. The largest ic Coiba
with an area of 495 K2. The majority of the islands possess great
natural beauty and are presently being exploited as tourist attractions.

The highway system of Panama as of June 1974, had a total ex-
tension of 7,127.1 kilometers, with 637.0 kilometers of concrete
(8.97%), 1,599.6 kilometers of asphalt (22.4%), 1,843.8 kilometers of
gravel surfaced (25.9%), and 3,046.7 kilometers of earth surfaced
(42.87). In addition, the eastern section of the Panamerican Highway
which will reach to Palo de las Letras at the frontier with Colombia,

is under construction.



GENERAL CHARACTERISTICS

The population of the Republic of Panama was approximately 1,670,000
inhabitants in 1974; 49% living in the urb;n area, and 51% in the rural
area. Of this total population, 43.4% is under 15 years of age, and
56.6% are adults. There are 22% womien in the fertile age.

The density of the country is 21.4, ranging from 1.4 in the Province
of Darien, to 3,500 in the Capital City. The Panamanian population is
characterized by its high degree of geographic and social dispersion.

The economy of the courtry increased between the 1960-1970 period,
at a pace of 8.7 per year. The result of this significant economic
increase can be found in the PIB per capita, showing that from a value
of B/326 in 1960, it increased to B/701 in 1973.

The primary sector of the economy absorbs 42.3% of the active populia-
tion, and contributes with 18.3% to the total internal gross pruduct. The
secondary sector of the economy absorbs 14.1% of the population and
contributes with 26.1% of the total internal product. The terciary
activities or services absorb 39.2% of the active population, and con-
tribute with 47.8% of the internal gross product.

The level of education is one of the most important socio-economic
factor in the health plans for social and economic development. The
rate of illiteracy has decreased considerably during the past years,
and by 1960, it had reached a level of 18% of the population 10 years
old or over. |In the rural sector it is 31%, or five times higher than

in the urban areas.



There seems to be a strong relationship between the territorial
distribution of the population, and the illiteracy rates, in other wnrds,
the more scattered the population, the higher the illiteracy rate.

Following are a series of important factors that limit the education
process:

a. The present accelerated demographic increase affecting the
country, results in a larger concentration of the younger
popuiation.

b. The geographical dispersion of the rural population.

c. The problems of the indigenous population, not totally in-
corporated into the development plans of the country.

d. The existence of rural groups which must prcduce their own
economic structures and where children are considered as
productivity factors.

e. Lack of means of communication.

f. Factors related to the economy, pertaining to land tenure and
rudimentary agricultural techniques.

g. School drop-out and failures by the children for various
reasons.

The country is divided into 9 provinces and 66 districts, which in

™

turn ar= sub-divided into 505 municipalities. The municipalities are
formed by an average of 20 communities; and operated by local groups
coordinated under a Community Group, presided by the representative of

the municipality, who at the same time acts as representative to the

(1) Country burrow



National Assembly and the Municipal Council of each respective district.
The most important provincial political organism is the Provincial
Council, formad by representatives of the municipalities, the Governor,
the Military Chief of the Province and the provincial chiefs of all the
ministries and agencies of the State.

Based on the new political organization of the country, placing
great emphasis in the reinforcement of the provinces, and the active
participation of the representatives from each of the municipalities,
government officials at the provincial level in the planning, implemen-
tation, evaluation and supervision of the development activities in the
provinces, through the provincial coordination councils, a reorganization
was carried out to replace the non-functional multiprovincial regions,
by provincial health regions. Each region is responsible to a medical
director with executive duties at the provincial level. Thus nine
sanitary regions were created, one in each province, with the exception
of the Sanitary Region of Azuero, which is made up of the provinces of
Herrera and Los Santos. The Sanitary Region of Panama, formed by the
Province of Panama and the San Blas Islands, and the Metropolitan region
made up the City of Panama and the Special District of San Miguelito.

This type of organization in the five integrated provinces functions
under a provincial chief, who in turn is responsible for the development
of programs implemented in these provinces by the two agencies providing
health services to the State, the MOH and CSS. With the new organization,
the MOH has effectively adapted the political changes estahlished by the

National Constitution, and is ahead in the type of organization that



calls for a single health system, once the process of integration has
been completed.

The task of five years of the revolution, in the health sector is
manifested in three important achievements: the participation of orga-
nized communities in the health programs; the increase in the delivery
of health services throughout the entire country, and the integration on
the health services, which began in five provinces, as established in
the National Constitution. The philosophy of the work performed by the
MOH, is oriented toward the integral health of the individual, the
family, and the community. The effective participation of the communi-
ties is encouraged for improving the quality of life, and the effective
increase in the national productivity. This policy is within the
community health programs.

A single statistics system has been established through the design
of forms that will compile the most zccurate information for the future
use of both institutions. To the present time, the information compiled
by the MOH did not include the health services provided by the social
security institutions. The strategy for the national development is
based on five objectives for the design of policies and programs:

a. Increase the national wealth and diversify the exportations.

b. Integrate the regional national economy.

c. Social integration of the country.

d. Institutional reinforcement and development.

e. Reinforce the awareness and the nation's personality.



The principal guideline of the health policy is to increase the

levels of health of the entire population. This global purpose is

determined by a combination of objectives, policies and programs towards

its realization, expiained, as follows:

A.

The objectives: Keeping in mind the achievements within the

health sector, following are the main objectives considered as such by

the GIP-in the health sector:

1.

The

points:

Accelerate the process to incorporate the marginated population
especially that residing in the rural area, to the health deli-
very systems.

Guarantee the quality and efficiency of the health services.
Decrease the environmental risks, especially those related to
everyday life.

Decrease the morbi-mortality of mothers and chidren, and
maintain those prevailing in the population over 15 years old.
Achieve the integration of a single system to provide health
services throughout the country.

Policy: The health policy can be summarized in the following

Assign and organize the resources for providing the minimum
basic and integrated services, to the groups in the marginated
population.

Increase the organization and education programs on health in

the communities.



3. Create a regional single health system, through the integration
of the resources of all the agencies within the State providing
health services.

4. Recuperate materially and operationally the health facilities.

5. Reorient and increase the formation of the human resources of
the health sector.

6. Increase the activities related to the prevention and protec-
tion of heaith.

7. Maintain in good condition and make more efficient the health
delivery system presently provided in the urban area.

The palicies originate programs for which budgets are assigned.
These programs are activities planned for the achievement of the goals.
The programs and qoals are divided into three areas:

Services for the people, for the-environmental health, and funda-
mental activities to support these services.

The programs and goals have been prepared for a period of ten years
as of 1971, and based upon the Decennial Plan for Health in the Americas,

adapted to the health conditions prevailing in the country.












Table No.

PANAMA
GENERAL, MATERNAL, INFANT, NEONATAL, 1 TO 4 YEARS, MORTALITY RATES
Genera; Mortality Xaternﬁ} Moz;ality Infant Horg?lity Neonatal Morﬁﬁlity 1 tc 6 Years T?rgﬁlib
ate — Rate Rate = Rate Rate £

Province 1970 1974 1970 1974 1979 1974 1970 1974 1973 1574
Total 7.1 5.6 1.4 0.8 40.5 32.9 20.8 17.6 7.5 4.6
Boces del

Toro 9.1 6.0 0.5 1.5 52.0 34.3 19.6 12.8 13.5 8.7
Coclé 8.0 5.1 1.6 0.7 44.6 35.5 17.8 19.7 11.0 3.9
Coldn 8.0 6.8 1.6 1.3 44,6 39.4 21.7 17.8 7.7 4.0
Chiriqui 7.6 6.1 1.9 0.5 44.6 40.5 21.5 20.8 9.1 6.4
Dariérn 8.3 4.4 4.3 0.0 63.6 46.9 21.6 2¢.8 11.2 6.5
Herrera 7.7 5.5 0.7 0.0 39.5 33.4 24.0 14.9 5.4 2.9
Los Santos’ 6.6 5.7 0.4 1.2 30.2 13.0 19.7 6.2 2.4 2.1
Panama 5.8 4.6 0.8 0.7 33.7 25.6 }8.7 16.4 4.4 2.0
Veraguas 9.2 8.0 2.5 1.9 47.3 45.6 27.1 20.8 12.7 11.0
1/ per 1,000 inhabiéants
2/ per 1,000 line births

3/ per 1,000 inhabitants 1-L4 years of age

Sourcges:

Estadistica Vitales, D.E.C.



Table No.

THE 10 LEADING CAUSES OF MED ICALLY CERTIFIED DEATHS
PANAMA
8th Edition Position No. of Deaths Rates *
ICDA 1970 1974 Causes 1970 1574 1570 1974
410-414" 1 1 Ischemic heart disease 896 736 €2.5 45.5
800-999 4 2 Accidents, suicide and 485 698 33.8 43.1
E 800-E999 homicide
140-209 2 3 . Neoplasms 576 630 40.1 36.9
430-438 5 4 Cerebrovascular disease 428 539 29.8 33.3
480-486 3 5 Penumonia 526 414 36.7 25.6
000-009
561 6 6 Gastroenteritis 344 222 23.9 13.7
305.5
8 7 Infant mortality all causes 203 203 14.1 12.5
630-634 9 8 Complications of pregnancy,
760-779 child birth and the puerperium 199 200 13.9 12,3
010—019‘ 7 9 Tuberculosis 211 171 14.7 10.6
390-392 10 10 Diseases of the circulatory
system 103 150 7.2 9.3
Total/10 leading causes 2,971 3,963 276.8 244.9
Other Causes 1,870 1,824 130.4 112.7
General Total 5,841 5,787 407.2 357.6

* ‘Death per

100,000 inhabitants
Source: Estadisticas Vitales, D.E.C.



Table No.

PANAMA
GENERAL, MATERNAL, INFANT, NEOMNATAL, 1 TO 4 YEARS, MOKTALITY
IN THE REPUBLIC OF PANAMA 1970-1974
General Mortality Maternal Mortality Infant Mortality Keonatal Mortality 1 79) 4 YEARS Mortal
Province 1970 1974 1970 1974 1970 1974 1570 1674 1970 157
Total 10,225 9,001 72 43 2,156 1,663 1,106 289 1,400 952
Bocas del
Toro 398 297 1 3 o8 70 37 26 84 61
Coclé 943 663 8 3 221 144 88 80 192 77
Coldn 1,080 1,017 8 6 220 186 107 84 133 88
Chiriqui 1,802 1,591 17 4 404 351 195 180 311 237
Darién 188 105 4 0 59 28 20 16 42 25
Herrera | 558 427 2 0 107 74 65 33 50 29
Los Santos 476 419 1 2 69 21 45 10 20 18
Panama 3,382 3,170 16 15 690 545 384 349 301 158
Veraguas 1,398 1,312 15 10 288 244 165 111 267 259

Source: Estadisticas Vitales de D.E.C.



Table No.

PANAMA
THE 10 LEADING CAUSES OF DEATH
1960

7th Edition
1CDA Position Causes No. of Deaths Rates¥*
000-009 1 Gastroenteritis 688 63.9
561
305.5
800-999 2 Accidents, suicide and homicide 520 48.5
E800-E999
480486 3 Penumonia 497 46,2
140-209 4 Neoplasms 470 43.7
430-438 5 Cerebrovascular diseases 427 39.7
390-392 6 Disease of the circulatory system 377 35.0
490-493 7 Bronchitis and asthma 337 31.3
010-019 8 Tuberculosis 288 26.8
033 9 Whooping cough 243 22.6
630-634 10 Complications of pregnancy 220 20.4
Total/10 leading causes 4,067 378.1

Other Causes 4,320 401.6
General Total 8,387 779.8

* Death per .100,000 inhabitants
Source: Estadisticas Vitales, D.E.C.



PANAMA

Table tio.

THE 10 LEADING CAUSES OF DEATH

8th Edition Position No. of Deaths Rates
ICDA 1970 1974 Causes 1970 1974 1570 1574
800-999 2 1 Ac¢cidents, suicide and 754 882 52.6 54.5
homicide
410-414 1 2 Ischemic heart disease . 902 742 62.9 45.8
140-239 5 3 Neoplasms 656 701 57.3 43.3
430-438 6 4 Cerebrovascular disease 537 611 37.4 37.8
480-486 3 5 Pneumonia 710 532 49.5 32.9
000-009 4 6 Gastroenteritis 673 500 46.9 30.9
561
305.5
390-392 10 7 Diseases of the circula- 201 236 14.0 14.6
tory system
630-634 9 8 Complications of pregnancy 218 214 15.2 13.2
760-779 child birth, and the puer-
perium
8 9 Infant mortality all causes 220 213 15.3 13.2
010-019 7 10 Tuberculosis 278 212 19.3 13.1
TOTAL;/10 leading causes 5,149 4,843 484.3 299.3
@rher Causes 5.07¢ 4.158 353.9 256,9
General Total 10,225 9,001 712.8 556.3

% Death per 160,00Nn inhabitants

Source: Estadisticas Vitales, D.E.C.
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Teble No.
PANAMA
POPULATION
- BIRTH, DEATH, NATURAL GROWTH RATES
(rates per 1000 persons)
1960 1970 1971 1972 1973 1574

Total Births 41.0 37.1 37.2 36.0 33.2 32.6
Total Deaths 8.4 7.1 6.7 6.0 5.8 5.6
Toral natural Growth 32.6 30.0 30.5 30.0 27 .4 27.0
Urban Births 39.1 36.0 37.0 35.0 31.6 32,2
Urban Deaths 7.2 5.5 6.2 5.6 5.3 c.1
Urban Nat. Growth 31.9 30.5 30.8 29.4 26.3 27.1
Rural Births L2.4 38.1 37.4 37.0 4.6 33.0
Rural Deaths 9.2 8.4 7.1 6.3 6.3 6.0
Rural Nat. Growth 33.2 29.7 30.3 30.7 28.3 27.6C
3 Principal Cities
BIRTHS

Panama 35.8 31.5 33.6 31.6 28.1 28.6
Colon 29.4 35.6 35.4 32.1 31.8 31.5
David . 71.8 56.2 56.2 29.3 51.4 53.1
DEATHS

Panama 6.2 5.3 6.1 5.3 5.0 4.9
Colon 9.4 7.8 8.9 7.7 7.8 7.5
David 13.4 10.4 8.3 8.9 8.7 7.7
NATURAL GROWTH

Panama 29.6 26.2 27.5 26.3 23.1 23.7
Colon ’ 20.0 27.8 26.5 24.4 24.0 24 .0
David 58.4 45.8 47.9 50.4 42.7 4g. 4
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Morbidity

Summary
T, outstanding aspects of the results of the studies made on the

o .patient morbidity and on hospitalizations, can be summarized as
follows:

The diagnoses studied correspond to the services provided by the
MOH. The CSS, which produces half of the consultations on morbidity
in the country, has not been included in the data compiled, due to the
current Statistical System.

The hospitals provided 47% of the consultations, the health centers

figure stems
the remaining 53%; 34% of the total/from the health centers in the City
of Panama. TFacilities located in the urban area provided 78.5% of the
consultations; 21.5% in the rural area.

Most problems in morbidity are present in the adult population;
with exceptions in Cocle, Chiriqui, and Veraguas where the demand from
minors under 15 years of age was above number of adult consultations.

Illnesses involving diarrhea arc among the ten principal causes
in five Frovinces (Colon, Chiriqui, Darien, Herrera and Veraguas), and
intestinal parasites (Helminthiasis) in all nine provinces, with a high
incidence in the rural areas due to lack of facilities such as potable
water, and excreta disposal. Among the most affected by these diseases
is the 1-5 age group.

Repiratory diseases in all the provinces, rank high on the list,

especially in the ages under 15 years, in both urban and rural areas.



Accidents are the main cause for demand of services in 7 of the 9
provinces, and in 8 of these, the demand is for hospitalization serv-
ices.

Genitourinary diseases are among the ten causes for consultation
and hospitalization in all 9 provinces, with the highest incidence in
the 15-44 age group. This same group is largely affected by venereal
diseases (syphilis and gonorrhea).

Complications resulting from pregnancy, partum and postpartum, as
well as ahbortions, are among the first in 7 out of 9 provinces, creating
hospitalization problems; and rank the second and fourth places respec-
tively, in the list of the principal causes at a national level. This
shows the seriousness of the difficulties presently affecting the func-
tional level of the maternal programs.

Sympton and inaccurately defined iorbid conditions, are the second
most important groups within the ten diagnoses most frequently found in
out-patients, for a total of 11%. In the hospitalization diagnoses,
this group occupies the first place, with 13%, with an average number
of hospitalization of 6.7, which does not justify this phenomena. In
Veraguas and Herrera, the figures represent over 40% of the hospitali-
zations.

The concentration of the morbidity services to out-patients repre-

sents 2.0 consultations per person, per year, children less than one



-12-

year old, an average of 3.6 consultations and adults 2.0 consultations

per person per year.



HEALTH INDICATOR BY AREAS URBAN-RURAL OF THE REPUBLIC OF PANAMA
1970 and 1974

1970 1974
INDICATORS

Totdl Urban Rural. Total Urban Rural
POpUTAtion ..ttt iiiii it i, 1,434,400| 682,376 | 752,024 )1,621,061; 810,621 | 810,420
Population Density (1) .ovveiiininninnn vcevann 18.9 _— . - 21.4 - -
Life Expectancy = iiiiirinrnennnnnnnnnn 64.9 —= — 66.5 _ —_
Rate of Fertility (p) (2) ~ oy getaseaesananann 131.9 108.7 158.4 110.1 98.2 125.1
Rate of Births (p) (3) Secceacenaoaeseaean 37.1 36.0 38.1 31.2 31.6 30.9
Rate cf mortality (p) (3) ..vivievnenn.... .. 7.1 5.5 8.4 . 5.3 5.0 5.6
Rate of infant mortality (p) (84) .....c........ 40.5 29.8 48.8 31.0 24.7 37.2
Rate of Mortality (ages 1-4 (5) ............. 6.4 3.1 8.7 4.7 2.0 6.9
% of professional attention at childbirth..... 65.0 97.3 39.7 72.6 97.9 47.6
Rate of Maternal mortality (4) 'v.evevvvnn.... 1.4 0.6 1.9 0.8 0.4 1.1
Natural growth .....etier it iiiineeeanannn .30,0 30.5 29.7 25.9 26.6 25.3
Hospital beds (3) ..vveriinrnennrennnnenennns 3.7 5.1 0.2 3.8 6.8 0.4
DOCLOrS (6)  tiivireennreereneneoenanncnnanas 6.3 11.1 1.4 8.6 14.0 2.2
BXKE NUPSES (6)  ttieiiierenrnnnennensnconanns 7.4 13.6 1.1 7.4 | 12.7 1.1
Auxiliary personnel (6) ....vivieiirnrnnnnnn. 1.7 14.1 1.8 14.0 - 16.9 1.9
% Budget for Health/National Budget ........... 7.8 _— —-— 8.1 —_— -—
Daily caloric intake (7) .....cveeevnennnnn 2,095 2,101 2,089 -— — -
Daily protein intake (7} cvvevirienernnnnnnnnns 65.5 70.9 60.1 — -—— —

I

(p) Preliminary Figures (4) Rate for 1,000 live births
ﬁ]) Population by square kilometer (5) Rate for 1,000 inhabitants=ages 1 to 4
2) Rate for 1,000 women, age 10-49 (6) Rate for 10,000 inhabitants
(3) Rate for 1,000 inhabitants (7) Refers to census taken in 1967

-- Figures not available

Source: - Estadistica y Censo, Contraloria General de la Republica.
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FAMILY PLANNING PROGRAM - MINISTRY OF HEALTH

(1)

Family Planning Program

Family Planning is an integral part of the Maternal/Child Health
Program of the Ministry of Health.

In addition to the MOH, there are other providers of contraceptive
services in Panama. These include the social security system (CSS),
APLAFA, the Canal Zone (services to P:namanian employees) and the
private sector. The CSS has not organized family planning program,
but contraceptives are prescribed by the OB/GYN department. However,
no records are kept of this. A national fertility survey carried out
in 1974, however, found near 14% of users listing the CSS as source,
50% from MOH and the‘rest from private physicians, APLAFA, pharmacies
and other sources.(Z)Accompanying Table summarizes this data.

APLAFA reports some 500 new acceptors per year as of 1974.

(1) Ministry of Health-Maternal Child Department
Family Planning Section
Summary of the Health Sector Program in Family Planning
Prepared by the Health Sector Assessment in October 31, 1975.

(2) The Encuesta Nacional de Fecundidad was a supplement to April 1974
National Household Survey. Based on 11,000 households sample of 3
tests: Panama City, other urban and rural.



HEALTH SERVICES COVERAGE ACCORDING TO LOCALITY SIZE AND ACCESSIBLE POPULATION
IN THE REPUBLIC OF PANAMA

1971 and 1974

YEAR
CHARACTERISTICS 197] 1974 [ Difference
A. Location of less than 2,000 inhabitants
1. Population in localities of less
than 2,000 inhabitants 764,260 817,290 6.9
2. Accessible population to services
provided by elementary units (1) 217,662 240,734 10.6
3. Number of elementary units 135 142 5.2
4. éopu]ation served by elementary units | 110,460 | 135,424 22;6
5. Population served by each elementary
unit (percentage) 818 954 16.6
6. Accessible population served (%) | 50.7 56.3 5.6
B. Locations of 2,000-20,000 inhabitants
1. Resident inhabitants 142,070 | 156,720 10.3
2. Number of attending units 21 40 90.5
3. Percent of population served 68.9 71.5 2.6
C. Locations of 20,000-100,000 inhabitants
1. Resident inhabitants 110,820 147.060 32.7
2. Number of attending units 10 17 70.7
3. Percent of population served 72.8 77.3 4.5
D. Locations of 100,000 inhab. or more
1. Resident inhabitants 360,550 497,030 | 37.9
2. Number of attending units 16 21 31.3
3. Percent of population served 83.7 85.2 1.5

(1) Refers to field locations, health subcenters and health centers located
in towns of less than 2,000 inhabitants.
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The integration of the health sector will aid the integration of
all family planning services, since one of the goals will be to develop
a common CSS-MOH approach to MCH and family planning.

The data presently available in the Republic of Panama on the use
of contraceptives is not accurate enough to determine the real situa-
tion of the Family Planning Program, neither does it provide a formula
to know the exact number of fertile females now using contraceptive
methods .

In 1964, a survey was carried out on the fertility of the females
in the City of Panama, which suggested that approximately 3 out of 5
women were using or had used for a certain period of time, some type
of contraceptive methud; also, that the most popular ones were, in
their order: vaginal douching, sterilization, condoms, rhythm, and
withdrawal. The orals and diaphragms were used only by 11% of the
population in 1964.

In 1967 and 1968, a study on abortion was carried out, but no
written report was made available.

In 1974, research on fertility was promoted. According to the
results, approximately one third of the females in reproductive age
(15-49) used some kind of contraceptive method, and more than half of
the females sought the services of a private doctor for prescribing a
method.

In August 1974, a survey was conducted on the attitudes presented
by a total of 12,938 females involved in the Family Planning Program,

by SANISA, a Panamanian firm specialized in investigation and research.
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The objectives of the study were based on the hypothesis that "The

females under a Family Planning Program had satisfactory attitudes

towards spacing their families, as a direct result of the action taken

under the Programs carried out by the Ministry of Health". They see

this program as a solution to their socio-economic problems, and are

aware of the effect it has on their present and future lives.

The objectives established were as follows:

a. To learn about their attitudes toward abortion.

b.  Measure the knowledge the mothers had on the programs, methods
and effects of Family Planning.

c. Learn about the attitudes they havé on the amount of children

they prefer to have.

d. Learn about some of the socio-economic characteristics of the
families that are using the services of the Family Planning Program.

In 1975, the Westinghouse, Population Center, Division of Health
Systems, through a contract with AID/W, completed a study on the com-
mercial distribution of contraceptives in Panama. Actually, the
Ministry of Health is involved in two studies: one regarding fertility,
the other, a follow-up on the females utilizing the Family Planning
services.

The Sector Assessment analysis of fecundity and family planning
has shed further 1ight on the nature of contraceptive usersf3) Whereas
only 11% of MOH program acceptors used pills and IUD method in 1964, by
1974, 74% were on pills and 21.6% with IUD. This 95% concentration on

(3) Federico Guerra, Evolucién de la Fecundidad, Panama, October 1975,
pages 21-26.
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these two methods is not typical of non-MOH contraceptive users, accord-

ing to 1974 Household Survey. Here less than 50% used these methods,

36.2% sterilization and 13%, other. |

It is to be noted that available data indicate that Panama has one
of the greatest demands for sterilization in Latin America. Currently,
MOH policy permits sterilization only after age 26 and when a woman has
five children. Additionally, no creams, foams or diaphragms were dis-
tributed in 1974, and only 1,878 condoms were distributed. But between
January and September 1975, 207,000 condoms were distributedf4)

Relating the number of MOH program acceptors to the number of
fertile women by province, one can see a clear association between the
two provinces of highest % of acceptors and those of lowest population
growth, and even infant mortality - Los Santos and Herrera.

One final observation on acceptors relates to the rural vs. urban
acceptors and type of contraception. The vast majority of users in
cities of Panama and Colon (65.5%) used IUD's, while only 34.7% in
the rest of Panama. But just the opposite true for oral pills - 32%
in the cities, and 67.9% in the rest of the country. Several factors
may influence this, such as educational level, but perhaps most of all
is the distribution cf health persunnei. Two-tnirds of IUD's were

inserted by doctors, whereas nearly 3/4 of oral contraceptives were

delivered by personnel other than doctors.

(3) Data supplied by MOH, Maternal Child Health Department in letter
to Felix P. Hurtado, M.D., USAID/Panama, October 31, 1975
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It is expected that by 1976, an evaluation of the Family Planning

Program in Panama will be conducted, taking into consideration the fact

that the program has lasted ten years, and that it has followed two

trends:

a.

First, under the responsibility of a voluntary agency,
(APLAFA) mainly in the urban areas; and

second, the Government of Panama assigned this responsibility
to the Ministry of Health to provide all the services

pertaining to Family Planning at a National level.

1. Family Planning Official Policy

The policy presently followed by the Ministry of Health is:

a.

SUMMARY

Emphasize the responsibility of parenthood in all the

Family Planning Programs.

Promote the use of temporary contraceptive methods.

Always carry out the programs under the permanent supervision
of the Ministry of Health and bearing in mind the recommenda-_
tions presented by the Offices of Demography, Population and
Statistics.

a. The Government of Panama approves and supports the Family Planning

Program, as an integrated service of the Ministry of Health (MOH)

Maternal/Child Health Program.

b. The MOH has a large network of health facilities (urban and rural

areas) providing family planning services.

c. Hospital and clinical personnel consider family planning an

important component of the maternal/child health services.
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The MOH and APLAFA have received and continue to receive,
considerable financial and advisory assistance from inter-
national agencies, such as AID, IPPF, Pathfinder, OMS, U.N.
Panama has good educational institutions for training
physicians, nurses auxiliary nurses, and other public health
professional and paraprofessional personnel .

Family Planning services are provided free of charge.

There is great acceptance on the part of the physicians to
allow well-trained graduate nurses and paraprofessionals to
give family planning services, including pelvic examinations
and insertion of IUD's.

The Panama health system depends highly on community participation.
A large number of hospital and clinical personnel (although by
no means a substantial amount) has been duly trained, to give
reliable family planning services.

Apparently a high percentage of the populace of Panama desires
to 1imit the size of the family and seek services that will
provide contraceptives. Current reports suggest that many
fertile women desire sterilization as a permanent birth control
method.

A very limited number of auxiliary nurses (2) have had the
opportunity to be trained in family planning practice and
theory. Only 11 graduate nurses have been trained at

Harbor Hospital, Torrance, California, and Denver, Colorado;
and 2 in Puerto Rico. Approximately 15 physicians (0B-GYN)
have received training at John Hopkins Hospital, Maryland,

Washington University Hospital, St. Louis, Mo., and other
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hospitals in U.S., Mexico and Puerto Rico. Community Health
Workers have been trained at the provincial and community
levels, i.e. - 50 from Colon and 27 from Bocas del Toro

went through both basic and advanced training, which included
Sex Education and Use of Contraceptives.

The Community Nursing School in Los Santos, is providing
family planning instruction to the students enrolled. At
present, plans are under discussion to incorporate a Maternal/
Child Health-Family Planning Program into the curriculum of
this school, for training graduate nurses, auxiliaries and
community health workers, somewhat similar to the Harbor
Hospital Women Care Specialist Program.

Cancer Detection and the Control of Venereal Disease Programs
are als> two major areas of great interest within the Maternal/

Child Health and Family Planning Departments of the MOH.
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DEMOGRAPHY AND VITAL STATISTICS

CONDITIONS AT THE NATIONAL LEVEL

The population of the Isthmus of Panama covers an area of 77,082
sz, including 1,432 sz of the national territory known as the
Canal Zone. The area with the highest population is situated in the
Pacific region, with fertile lowlands, with important agricultural
exploitations, and cattle are found, and, since colonial days where
the first human beings also began to concentrate.

Panama continues to be the least populated country in the Central
American area, with a density of only 21.4 inhabitants per KmZ in 1974,
an increase of 13.2% as compared to 1970, an annual rate of 2.6%,
showing 61.1 inhabitants per Kkmé in the Province of Panama and 1.4 in
the Province of Darien. The provinces in the Caribbean area are noted
for their relatively low population, Bocas del Toro with 5.5 inhabitants
per kme; and Colon with 28.7 inhabitants per km2, the underpopulation
in the latter is not seen, when compared to the City of Colon, with
58.5% of the total population of the pfovince, leaving the remaining
areas with a density of 11.9 inhabitants per Kmé. San Blas, an
indigenous configuration of Islands, established in 1934, has 8.4 inha-
bitants per kmé, and is the last area in this versant.

During the present decade the population of Panama increased at an
annual rate of 3.0%, as a result of a relatively high birth rate, and
a low mortality rate. Due to these facts, the time required for doubling
the population has been reduced from 44 years, at the beginning of the
Century, to 25 in 1950, which shows that. in p:actice it has increased

four times its size during the last 70 years. However, the trend

(1) Medica, Vilma - La Poblacién de Panama, C.I.C.R.E.D., 1974
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since 1970 is clearly downward, falling to 2. g% in 1974.

The mortality rate has taken a favorable turn during the past
four years with a drop in infant mortality from 37.1/1000 in 1970 to
31.2 in 1974, and general mortality from 7.1 to 5.3. Several reasons
have been attritubed to this phenomena, although some question the
magnitude of the tendencies, due to the constant underreporting of
the vital statistics data. (One study calculates the omission of the
deaths occurred during 1960 to 1970 to be 20%(2)).

The progressive increase in the professional attention received
during the childbirth and fertility control have positively improved
the maternal mortality rates, reducing the risks of death of the
future mothers. An increase of medical attention is desirable, however,
so as to detect with greater details the existing problems. The
figures reached, 0.8 deaths per 1,000 Tive births, places Panama at

the level of other countries with a higher degree of development.

CONDITIONS AT THE PROVINCIAL LEVEL

1. Bocas _del Toro

This province is located in the northeast zone of the Republic, it
boards with the Republic of Costa Rica, with an area of 8,917 sz, and
a population estimated at 49,440 inhabitants in 1974, and a density of
5.5 inhabitants per Km?. According to the information available, the
natural increase of the population is the highest in the country, with
3.6%, due to a hiah birth rate 41.2%, and a low mortality 5.6%. If
this condition prevails, the population will double itself in a period

of 20 years, but even with this alternative, the population of the

(2) Medica, Vilma N. - Estimaci6n de Indicadores Demogrdficos
de la Repibiica de Panamd para el Perfodo 1950-60 y
Proyecciones de la Poblacifn por Sexo y Grupos de Edad,

Anos 1960-2000 CELADE, Santiago de Chile, 1973.



-22-

province would only increase by 11 inhabitants per kmZ, if relatively
large internal migrations do not take place.

2. Province of Cocle

Situated in the Central Region of the country, with an area of
5,035 Km2, it is a province with relatively high density, 28.3
inhabitants per km in 1974, which had increased by 20% in 1970, result-
ing in a natural increase of 2.4 in 1974, a birth rate of 28.7%, and
mortality 4.2% (lower than the national rate).

3. Province of Colon

Geographically located in the Caribbean Sea area, the Province of

Colon has an area of 4,259 sz

, and 58% of the population is concentrated
in the city of the same name. It also has a large amount of resources
because of its direct connection to the activities carried out in the
Panama Canal. It has a density of 28.7 inhabitants per Km, and a
natural increase of 2.6, supported by a birth rate of 33.6 and a general
mortality of 7.6% inhabitants. This accounted for the second highest

mortality rate in the country in 1974.

4. Province of Chiriqui

The Province of Chiriqui, with an area of 8,758 Kmé, is situated in
the extreme western part of the country, it borders with the Republic of
Costa Rica and has a density of 29.9 inhabitants per sz. It ranks
third with the highest density, and is the fourth in size. With a
birth rate of 33.4 live births, and a general mortality of 2.8. The
District of Baru has 3.2 in, and 2.1 in Bugaba, although there is a
tendency towards a decrease in the birth rate. Same is sufficiently
high, in order to assure a ratio of increase in the population to be at

much higher levels for the coming years.
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This province, with large mountanous areas and a nomadic indigenous
population, has great problems of accessibility which reduces the possibil-
ities of providing the population with adequate helth services.

5. Province of Darien

This is the province with the largest territorial expanse, it
borders with the Republic of Colombia, and an area of 16,803 Km2. Its
characteristics include large jungles,greatly hampering accessibility and
more difficulties in becoming populated. Its density has not changed
from 1.4 inhabitants per km2, in the past 5 years, this defines the
population of the province as predominantly rural.

The health indicators, because of the difficulties in communication,
are strongly under-reported and of unknown magnitudes. We comment on
the existing figures, knowing before hand that these should be considered
with some precautions.

The 24.8 birth rate is the second lowest and the mortality 3.5 ranks
first. This sitvation places the population increase in Darien at 2.1,
second, the Province of Los Santos with the highest, although with
different socio-economic conditions to those prevailing in Darien. The
birth rate tends toshow a decrease during the last 10 years .T herefore,
the plans for incorporating the province into the national development
system depend upon the new communications (Interamerican Highway), that
will provide a strong migratory current, in view of the existing
potentialities for the new settlers.

6.  Province of Herrera

This province is situated in the Azuero Peninsula, in the southern
part of the Republic, with an area of 2,427 sz, and a population

density of 32.1 inhabitants per KmZ. Known for its satisfactory means
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of communication, the vital statistics available during the past year
can be taken as accurate. The birth rate reflects a tendency to
decrease and during a five-year period, from 22% of 27 live births, to
29%, followed by a general mortality decrease from 7.7 in 1970 to a 5.1
in 1974, with a national increase in its population of 2.4%. These
achievements have been possible due to the wide range of health
services coverage and the high degree of interests developed among
these communities in matters concerning health.

7. Province of Los Santos

Situated in the extreme part of the Azuero Peninsula, with an area
of 3,867 Km2, it has a population density of 18.9 inhabitants per Km?.
The relatively sparse population of the province is justified because
it has undergone a strong migration of its inhabitants towards other
areas of the country, and an ever decreasing birth rate that in 1974
was 22.1, the lowest in the country, followed by a general mortality
rate of 5.3. It has a natural increase of 1.7%, strongly influenced
by the surrounding districts in the area of Las Tablas, with a birth
rate of 14.3 and general mortality rate of 4.4, and infant mortality
rate of 4.6 which indicates a natural growth rate of only 1.0. Note
that proximity to Herrera Province facilities means many vital events
from Los Santos residents are recorded in Herrera.

8. Province of Panama

The Province of Panama, with an area of 12,392 Km¢, accounts for
42.6 of the population of the country,concentrated in what is known as
the Metropolitan area, which aloneincludes 33% of the national

population.
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For the purposes of health, it also comprises the Metropolitan
Regions, the areas of La Chorrera and Chepo. The density of the popula-
tion is 61.0 per sz, ranging from 4.2 in Chepo to 156.0' in the
Metropolitan area.(])

The provinte.shows a birth rate of 29.8 live births and 4.3
mortality, with a natural increase of 2.6. Nevertheless, the strong
internal migrations shew a much larger expansion with respect to the
Metropolitan area, the volume of the population will duplicate in this

area within the next 25 years.

9. Province of Veraguas

This province, the third in territorial expanse with 11,086 sz,

is the only one that has coast on both sides. It has a population
density of 13.7 inhabitants per Kn?. The geopolitical conditions of
this province, thé difficulties of physical accessibility to the
population, have prevented a greater development in the delivery of
health services. In the majority of cases, these indicators, in some
specific areas, show a lack of supplies in the areas requiring the basic
health needs such as (Health, Education, Food, etc.).

The province presents the second birth rate in order of importance,
35.1 live births, with tendencies toward a decrease during the last years.
Since 1970, these indicators have been reduced to 12%. The general
mortality rate for 1974, with 8.1 inhabitants, is the highest in the
country, with a clear prospect of deterioration since 1972, when the
rate was 7.1, representing an increase of 15%. The relationship between
these two elements allows us to assume a natural increase of 2.7, which
will produce an increase in the population and of its potential de. ads

for health services within the province.

(1) Panama’s Metropolitan area comprises the Capital City and its vecinity
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DEMAND, SUPPLY AND UTILI1ZATION OF FOOD

According to the latest information recorded on the Food Balance
Sheets (1973), the daily per capita availability of calories in Panama
was 2,422; proteins, 60.2 grams and fats 77.8 grams. These figures
evaluated in terms of average demand for calories and proteins for the
Panamanian population, seemed to indicate a national production plus
food imports, sufficient to satisfy the calorie and protein nzeds of
the population. Nevertheless, these average figures hide a reality
that has been ébserved in the nutritional status of the country. In
Table | are presented the data showing national availability of nutri-
ments for the years 1970-1973. it is worth pointing out the decline
that is observed for the years 1970-1973, that could be considered a
warning of the approaching crisis if the necessary measures are not
taken in time.

This action is conceived within a National Food and Nutrition
Policy as of highest value, not only because a favorable solution
would signify a considerable increase in divisas, that could be well
employed in the purchase of foods whose local production is still below
the country's demand, but also, because this money could be invested
in the purchase of machinery and indispensable inputs for improving
food supply.

Food storage continues being a serious problem since 1974, the

storage capacity of the Marketing Section of the Ministry of Agricul-
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tural Developmen: only was able to cover 61% of its needs in Its own
warehouses. The remaining 39% of products had tc be stored in rented
facilities whic) were not always adequate.

tn the rural areas, the great dispersion of population and the
difficult access to small communities, raises a serjous supply problem
especially during the rainy season.

Table 2 presents the average daily food intake per capita, of
calories and nucriments in both rural and urban areas, and relates
this information with the adequacy of this diet according to the
standards estabiizhed for Central America.

Another important aspect of the food supply problem that should
be pointed out is the effective demand for food, that is the purchas-
ing power of the population. Table 3 presents, as an illustration of
this aspect, the purchasing power of workers in Panama City (in the
lowest branch of activity classified), in relation to seven foods of
common use in the urban panamanian's diet. Data for the years 1971
and 1975 are shown., Purchasing power is expressed in terms of working
time (in minutes) required for the purchase of each article on the
basis of existing minimum salary for each of these two years., It is
observed that the small general increase in salary registered in 1975,
does not compensate for the increase in prices for any of the seven
articles listed.

We thus see that the economic factor coincide in a notable way with
the lack of an adequate diet, and if to this we add the educational

factor, it wouldn't be unexpected to find multiple nutritional problems.
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Nutritional Problems

Surveys like the one realized by INCAP in Panama in 1967 as part
of a series of uvtudies in Centrai America, and those carried out by
the Ministry ov Health in 1975, are based on a statistical method
which permits knowing in an average way the national nutritional
status.

The 1967 survey in Panama pointed out the following as the
principal nutritional problems:

a) Protein-calorie malnutrition

b) nutritional anemias, principally due to iron and phosphate

deficiencies.

c) Vitamin A deficiency

d) Low and deficient intake of Thyamine and Riboflavin

e) Endemic yoiter

With reference to protein-calorie malnutrition, according to
anthropometric and biochemical studies, the most affected age group Is
children, especially the smallest children. Evaluated by the indicator
of weight, the prevalence of this illness in grades 1, I} and |1l in

children under five was as follows:

Malnutrition | 48 .8%

10.8% -

Malnutrition 11

]

Malnutrition 111 1.1%
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The 1967 survey results have been reaffirmed in recent surveys,
that in partial form have been carried out in diverse sites in Panama.
An example of these is the survey conducted In Veraguas Province which
revealed a situation a little worse than that observed in 1967.

Table 4 presents the results of both INCAP and recent MOH studies.
For all grades of malnutrition, the 1975 study found a higher
prevalence than in 1967, but for grades Il and I1| the prevalence was
double than in 1967.

In the area of nutritional anemia, it is interesting to note that
the high prevalence of deficit and low hemoglobin levels, corresponds
to males from 12 to Lk years of age. Following this group in
importance are vomen ages 45-64, and men over 65.

In spite of dietetic studies finding a highly deficient intake of
food sources of Vitamin A, clinical studies do not reveal severe signs
of this deficiency. Nevertheless, biochemical studies indicate the
deficiency of this vitamin constitutes a severe problem in children
under 10, especially in rural areas.

With refererce to riboflavin, it is necessary to point out that
the deficient intake revealed through dietetic studies correlates
quite well with the biochemical studies of urine samples.

The 1967 survey revealed as a serjous problem of public health,
the high prevalence of endemic goiter (16.5% national average), which
could have changed in a significant way as a result of the salt

iodization prograr initiated in 1970. During 1975, a clinical and
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biochemical evaluation of this program was carried out, but as of this
date, no results of the study are yet available.

Finally, the 1975 survey found no clinical evidence of a deficiency
of niacin or ascorbic acid.

Activities Directed at Solving the Nutritional Problems

Activities developed by the Nutrition Section, are coordinated
with the basic programs of the Ministry of Health, which have as their
principal objective achieving a high level of social, physical and
mental well being for all the population. For this to happen, It is
necessary\26 elevate the health of the rural population, so long on
the margin, without forgetting the urban population which also suffers
a high degree ot marginality through joint health actions in nutrition,

basic sanitation, community organization, and appropriate medical

attention.



TABLE 4°3

COMPARATIVE STUDY ON THE PURCHASING POWER OF THE LABOR FORCE OF THE REPUBLIC OF

PANAMA, BASED ON THE MINIMUM SALARY ESTABLISHED IN 1971:*AND 1975 =-

1971

Time Required
on Job for

1975
Time Required

o~ Jcb for

Average Frice Purchase of Average Price Purchace of

November Food (September) Food

Quantijty (t1n Balboas) (minutes) (1n Balboas) (Minutes)
Meats 1 1b, 0.45 54 0.70 76
Dairy Milk 1 pint 0.25 30 0.30 33
Powdered Milk {(whole) 4 0z, 0.24 29 0.34 37

Evaporated Milk 1 can
14-1/2 0z. 0.23 28 0.31 34
Rice (second class) 1 1b, 0.12 14 0.19 21
Beans (Average, different 1 1b. 0.19 23 0.25 27
Types)

Bread 1 1b. 0.19 23 0.32 36

(*) Current salary for the lowest classified type of work in the Rep. of Panama ( $0.50 per hour)

#*) Current salary for the lowest classified type of work in the R. of Panama ($0.55 per hour)



TABLE N° &4

PREVALENCE OF MALNUTRITION IN CHILDREN 0-4 YEARS OLD,BOTH SEXES

COMPARISON OF FINDINGS IN RECENT STUDIES AS OF 1967

1967 STUDY 1975 STUDY ==
DETAIL NATIONAL AVERAGE VERAGUAS AVERAGE
Malnutrition | ........ 48,8% 51.0%
Malnutrition Il ,,...... 10.8% 21,6%
Malnutrition Hll,....v.. 1.1% 2.7%

(*) Esaluation on the Nutrition of the Population in Central America
and Panama - INCAP Publication V-30, 1969

(#+) Preliminary data on study made in five districts of the Province
of Veraguas - Department of Nutrition, Ministry of Health,

Panama, 1975



TABLE 1

DAILY PER CAPITA AVAILABILITY OF CALORIES, PROTEINS, AND

FATS IN THE REPUBLIC OF PANAMA, (1970 to 1973)

(With Special Reference to Imported Supplies)

PROTEINS FATS
YEAR CALORIES VEGETABLES| ANIMAL] TOTALS

% IMPORT. % IMPORT. % IMPT,

( % ) (‘.': ) (7’: )

1970 3,000 (23.6) 38,3 27.5 65.8 (26.3) 81.5 (39.6)
1971 3,136 (27.6) 39,6 28.6 68,2 (40.0) 93.2 (42.9)
1972 2,774 (29.3) 34,3 30.9 65.2 (35.9) 77.5 (30.6)
1973 2,422 (31.4) 20,8 29.4 60.2 (33.4) 77.8 (22.2)

Food Balance Sheets - Panamanian Statistics, Comptroller General
of the Republic,

(*) Shown in percentages



TABLE *

DAILY PER CAPITA INTAKE AND ADEQUACY OF DIET IN THE
RURAL AND URBAN AREAS OF PANAMA

( SURVEY - 1967)

RURAL AREA URBAN AREA (CAPITAL CITY OF PANAWAY
NUTRIENTS .
Y. INTAKE ADEQUACY iNTAKE ADEQUACY
}
|
CALORIES _ 2,089 104 2,101 98
_PROTEINS (&) 60 112 71 120
CALCIUM i 301 59 419 80
IRCN . (mg) 14.3 141 14.9 143
VITARIN A (g3e) 0.55 49 1.1 97
__THIAHINE (m3) 0.92 116 0.91 107
RIBOFLAVIL  (mg) 0.69 58 :’ 0.9 76
]
}
NIACIN  (a2) 14,3 ____ 108 a 14,8 105
VITAMIN €. (=z) 87 194 J 107 . 230
* Adapted from |i..AP, Nutritional Evaluation of the P0pu}ation of Central America

and Panamé - V-30, 1969,
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Potable Water Supply

Situation at the National Level

In 1960, from a total population of 1,075,541 inhabitants, 562,083, or
62.2%, had water connections in their houses,

Comparing this figures to those of 1970, we can see that, not only
was it possible to supply water to an increasing population, but
also, the remaining deficit was decreased, Conscquently, from a
total population of 1,428,082, 1,001,902, or 70.1% had the benefits
of potable water, and 46,6% had domiciliary connections,

As a matter of interest, we find that between 1970 and 1975 the
country has invested a total of $54,3 M in the water supply program,
of which $26 M represent a national investment and 28,3 M correspond
to foreign aid,

Conditions at the Urban Level

In 1960, 446,350 (99.4%) persons residing in the urban area, had
potable water cervices, and in 1970 when the urban population con-
sisted of 679,418 inhabitants, 90% had this vital service through
domiciliary connections, It is estimated that by December 1975, the
urban populaticn will be 843,000, and approximately 60,000 (70%)
will not have potable water. In the district of Panama, with a high
percentage of the new development zones underway, 5,9} of the houses
did not yet havc doﬁiciliary water resources, and in San Miguelito,

34,4% were in the same conditions.
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Conditions at the Rural Level

Our conditions during 1960, 1970 and 1975, is as follows:

The total rural population was 629,191, 748,664 and 834,000, res-
pectively, of which 118,411, 322,484, and 450,000 of 18,8%, 43% and
sk during 1960, 1970, and 1975, had potable water,

It is important to note che fact that the percentage of inhabitants

in the rural areas with domiciliary water supplies, were 1% in 1960;
6.9% in 1970, and for December 31, 1975, it will be 15%, or about
125,000 inhabitants,

We would like to stress in this study that in the 197C census, a total
of 9,369 populated areas were registered, 9,318 had a total of 2,000
inhabitants or less, and of these, only 416 up until July, 1975 had
aqueducts. Actually, there are 139 communities of 501 to 2,000 in-
habitants without aqueducts, from a total of 238 regi .tered in the 1970
census, In communities of 201 to 500 inhabitants, 380 of the 571 have
no aqueducts, for a total of 519 communities with populations ranging
from 201 to 2,000 that could be part of a program for the construction
of rural aqueducts for the quinquennial 1976-1980, with a population
of 232,370 inhabitants, as shown in the 1970 Census. Finally, we
would like to indicate that a great number of communities with less
than 200 inhabitants as per the 1970 Census, a total of 8,343 populated
sites, with a population of 361,725, or 25% of the total populaton,
will be very close to the 200 inhabitants goal, therefore this program

could mean that there are still 750 to be built,
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Sanitary Waste Disposal

Conditions at the National Level

tn 1960, when the total population was 1,075,541 inhabitants,
63.47 (or 6S8,119) of the persons residing in the country had
acceptable sanitary conditions for waste disposal, 1in 1970,
78.7% of tne 1,428,082 inhabitants registered by the census had
acceptable disposals and by December, 1975, it is estimated that
from a total population of 1,677,000, 1,398,000 irhabitants will
have adequate disposal system, or 82,4% of the total population.

Conditions at the Rural Level

The rural zone has improved in this aspect. In 1960, of 629,191
inhabitants in this sector, only 245,769, (39%) had an approved
waste disposal system, In 1970, 68%, (or 518,036) from a total
of 784,66L4; and by December 31, 1975, it is expected that 634,000
from a total of 834,000 persons (76%) will have sanitary systems
for the disposal of excretes in the rural areas in the country.
Here again. the same districts with predominant rural character-
ists have the lowest standards for the disposal of excretes,

The average latrines constructed per year will be 8,000 in 1975,
and for the 1971-1974 period, close to 6,000 units per year, at
an average cost of $30.00 each. This shows a total ¢r 30,000
latrines constructed at an approximate cost of $1,0 M; this
represents 3 net contribution by the communities and the only

investment made in the rural area program,
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It is estimated that by the end of this decade, in order to
provide 85/ of the total rural population with adequate waste
disposal systems, it will be necessary to build 50,000 latrines,
at an average per year of 10,000, and at an estimated cost of
$50.00, vhich represents a total investment for the period of
$2,5M,

Collection and Final Disposal of Garbage

This very important aspect of basic sanitation, is presently,

the least considered among the principal districts of the country,
consequently it merits preferential attention during the next
quinquennial,

According to the information compiled from the main districts of
the Republic, it is estimated that definite steps must be taken

to improve this situation in the 51 populated areas, classified as
urban, and in 50% of the 238 formerly classified in 1970 to be in
501 to 2,000 inhabitants category. This would set a goal close to
the 200 communities in the countries that must be included in a

plan of actinn,
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OBJECTIVES AND STRATEGY

Since January, 1969, the Government of Panama established the Ministry
of Health (MOH) as a separate entity., The new Constitution of 1972 established
the most important norms in health matters and the national food and nutri-
tion policy as being the assurance of an optimal state of health and nutri-
tion for all the population. The norm of this GOP health policy is sum-
marized in the slogan "Equal Health for A11Y,

In 1972, the Ministers of Health of the Americas, meeting in Santiago,
Chile recognized the imperative necessity of providing minimal health serv-
ices to the population that lives in marginal areas of the great cities and
in the rural area. In the Ten Year Health Plan for the period 1970-1980
approved in that reeting priority was given to the extension of integrated
health actions to tne greatest number possible of inhabitants that is, to
increase the coverage, especially in the rural communities, Doing this,
they had in mind not only the existing situation in this zone, but also the
fact that the rural area constitutes the potential base of development, As
a consequence they proposed to extend during the decade, the coverage of
integrated health :ervices to dispersed communities, giving priority to the
control of communicable diseases, maternal and child health, nutrition and
environmental health,

This enterprise constitutes a long range process that requires the
introduction of fundamental changes in the structure and organization of
services, and in the utilization of resources., The limitation of these
resources obliges us; to look for new ways of increasing the production of

services, and at the same time incorporating other elements that permit
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multiplying the ections directly on the sites of program execution, The

methodology for reaching the unprotected areas should be adapted to the

prevailing conditions in the countries, and to the available resources,
especially at the community level,

The above affirmations conceived in the Plan de las Américas, serve as
the norm and guide for Panama's National Health Plan and Objectives in the
Health Sector, Tne GOP objectives in health in respect to the development
of the rural commurities are the following:

1) Increase coverage

2) Treat the morbidity in the rural zones

3) Lower infart mortality and at least maintain the rate for those 15
and over,

4} 1Improve environmental sanitation

5) Improve the nutritional status of the inhabitants,

6) Regulate fertility in agreement with the national population policy.

Strategy

1. Define a health policy in relation to the extension of services to all
the population, above all the rural population, This policy has been
adopted and is delineated within the broader policy of global development
of the rural environment, conceived by the GOP,

2. Obtain the development of a func“ional regionalization of health services
as a mechanism of decentralization that guarantees political and ad-
ministrative suppert to the organs charged with delivering services to
the rural area, and that facilitates extrasectorial coordination with the

purpose of making rational use of available resources,
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3. Create conscicusness among all the population of the country, especiala-
ly in groups related to health science, of the advantages of a program of
extension of services to the rural area, because of its repercussions
in the integral development of the communities by elevating their health
levels,

4, In the promotion of the rural health program the emphasis given is on
feasible plars, based on the considerations of low cost of the program,
short time of implementation, preventible or reducible situations, or those
which are important due to their frequency. Factors considered of major
importance include: auxiliary personnel that are able to be used in the
program, the -ommunity can be incorporated into the work, and the pro-
gram has the support of other intra or extrasectoral programs,

The GOP, through the MOH, has decided to utilize as one of its key
strategies in the rural sector, the preparation of health assistants., They
have the following characteristics:

1) Should coime from the rural area and reside permanently in the
rural area where they are to work,

2) Should have finished primary school, although under certain condi-
tions and in agreement with the personal characteristics of the in-
dividual, this requirement could be waived and only the ability to read
and write required,

3) The sex of the assistant will depend on the utilization planned for
them and on the cultural patterns of the community.

It is preferred that assistants be over 18, the minimum age, Especial-

ly important is their ability to be accepted by the community, to enjoy
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prestige within it if possible, have the ability to communicate effectively
with the community and the possibility for acting as a change agent, Based
on these parameters, the assistants afe selected on the local level,

The health assistants program is a low cost one, with their salaries
of $50.00 per month being half those of beginning auxiliary nurses, and
is feasible for the state to pay. Secondly, this program can be imple-
mented and carried out in the short run, Thirdly, many more communities
are guaranteed of having basic attention in preventive health care,

To carry out the strategy of the health assistants program is neces-
sary to prepare the physical resources and adequate equipment for the dis-
tinct installations where they are going to work, This involves the con-
struction of healith posts, preferably with characteristics similar to the
architecture utilized within the community and using in the construction
the same materials that the community utilizes in its houses, so as to not
raise cultural barriers due to contracts between the health post and the
other housing,

For the supervision of the health posts an adequate infrastructure is
required, that logically should be located within the regional areas, and
that takes account cf the polls of attraction or of socio-economic de-
velopment within the rural areas, The second step in supervision of the health
posts would be the health sub-centers, that would serve the bigger communities
and that would supervise a group of health posts, On top of the sub-centers
it is necessary to have adequate health centers and rural hospitals, to
satisfy all levels of need in the ruéal zone,

To implement this latter strategy, it has been decided to remodel and

rehabilitate existing installations, and at the same time construct new ones
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in places where required. |In this way the system contributes to the in-
habitants of the rural areas not feeling the necessity of going to the
urban areas to receive adequate attention.

The construction of adequate facilities and services in the rural
areas, will facilitate health personnel with better technical capacity ac-
cepting jobs in the rural areas. To this is added the offering of an in-
centive to all those persons working in areas of dispersed population or
difficult access.

Another key aspect of the rural health strategy involves training.

In the organization of teaching and training, local personnel are used as
much as possible and, where possible, the personnel which will be in charge
of supervising the health assistants, Each one of the courses should be
developed specifically in the region where the trainees will be working.

The course content will have the primary focus on maternal and child health,
diwease preventior, (esp. vaccination, first aid,) environmental sanita-
tion, development of nutritional programs, and above all, community organiza-
tion,

The strategies which have been outlined above, all form a unified
global strategy *to attack the problems of rural health. In this way, the
GOP hopes to achieve acceptable health levels in the rural areas, and that
the major indicators reach the same level as those of the urban areas,

which already are comparable to some of the developed countries.
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PROGRAMS AND THEIR IMPLEMENTAT ION

The Panamanian population is the subject and at the same time
the object of the activities developed in the health sector to pro-
vide for the welfare of the entire comnmunity. For this reason, the
organization and operation planned for the implementation of these
actions, must come from the communities and the Panamanian populace.
In this documen*t we refer especifically to the programs related to the
rural population and the marginated urban areas, and do not refer to
other programs developed jointly in the health sector.

The structure of the population of the country shows a great dis-
persion. According to the last census, in 1970 there were 5,897 popu-
lated localities with less than 50 inhabitants; 1,530 sites with 50 to
90 inhabitants, and 1,597 with 100 to 499. Therefore, approximately
538,334 inhabitantz live in widely dispersed communities. This situa-
tion creates a problem for the enforcement of the policy proposed by
the MOH, which calls for ""Equal health for all the Panamanian'', and
represents a challenge for the adequate implementation of the programs.
For this reason, the plan proposed must be prepared in such a way that
the objective desired will be accomplished, considering that its imple=-
mentation must not only be developed at a theoretical level, but also
at a feasible level, based on facts.

The development of the programs at the local level must be inte-

gral. This means that they must include the goals for the development
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of the health programs, as well as the global goals for the develop-~
ment programs for the entire country.

With respzct to health, the types of programs planned for highly
dispersed communities should be for the improvement of the health
standards of the population, as well as for improving the environ-
mental and nutritional conditions of the inhabitants. The active par-
ticipation of the community in the development of health programs Is
basic. In order for a community to participate dynamically in the
process of producing health it should have some level of organization,
For the development of its policies in community health, the MOH, en-
thusiastically has prepared a series of programs,

The first resource for these types of programs is the community
itself. For this reason, the primary resource within the rural commu-
nity would be the health assistant, who should have among his duties,
the responsibility to develop the different communities he is in charge
of. One of his duties is to try to relocate the inhabitants in the
different communities In sites where it would be feasible to adequately
provide the health services, while at the same time, facllitating the
agricul tural, commercial and economic development, which will contrib-
ute to improve the welfare of the people involved,

By providing education in the nutritional aspect, the health as-
sistant becomes a ieader or moving force in some cases, for creating
and operating community gardens that facilitate the production of food,
in qualities and quantities that will improve the nutrition standard of

the communities,
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His activities can be performed, either from a health post built
by the community and in accordance with the structure of same. He rep-
resents the communication means between the community and the rest of
the health system, at the horizontal and vertical levels.

The next lavel to be developed corresponds to the health subcen=
ters where the communities engaged in the same type of activities but
with functions more specifically related to medical care and attention,
where more complicated medical problems are treated, first aid and
injections are provided, as well as other minor activities, particular-
ly those refering to the Maternal/Child care. While having a higher
technical training than that of the heal th aides, the auxiliary must
supervise and support the chores done by these aides in the subcenters.,

A more complicated type of health care, is that offered by the
health centers. Medical consultation seems to be the final action,
and the auxiliary and the environmental health technicians, form a net
at the health post, which could refer the most urgent problems to the
center. The health center could be of an organized variable complexity.
In some cases, and depending upon the amount of the population serviced,
it would not only provide general medical consultations, but also, would
have some specialists such in basic needs such as pediatrics and ob=
stetrical. When these centers provide services to some determined
sectors in the urban areas or in the rural areas where there is a
large nucleus of population, other types of specialities, actions and
programs for diagnostic support to the medical services such as labo-

ratories could be included,
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In some ceses, the health center, could be so complex that it
represents the health facility with the highest authority in an area
or a sector, In other instances, there could be various health centers
that depend on 3 rural hospital.

The rural hospital is characterized, besides offering preventive
measures already mentioned, it also provides some curative measures
and has beds for hospitalizing the patient if needed. It already offer
intermediate services to larger rural area, depending upon the exten-
sion of the area tc be covered, the population, accessibility to the
different health centers and the demand for the services according to
the population. These rural hospital must at least offer basic general
services such as obstetrics and gynecology, child care programs and
some services for the adult health program.

The following type is the regional hospital. It should be in the
majority of cases a general hospital, with bzsic medical speclalifies
considering the accessibility to same they could gather some of the
various specialities requiring complicated equipment and personnel .

The last type of general hospital providing training and research
services more complicated are only available in the well developed
urban areas., Other centers in the areas are in charge of providing
treatment to some specific diseases requiriny more complicated ele-
ments for treatment.

Each of the medical services of the organization responds to the
actions, either curative or preventive, and each of the professionals

laboring there must simultaneously develop both types of activities,
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taking into consideration the main duties of the health aides, not
only for the development of the medical attention, but afso for the
prevention of disease and the care and attention of health in the dif-
ferent communities as well.

The region director is responsible for developing all the programs
developed by the health Sector, according to the population and ecology

of each of the communities, programs at a local level.
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For the adequate development of the programs and in accordance
with the Law establishing the Health Sector, same is composed of three
levels: A decision level, formed by the Minister, the Directors of
the autonomous institutions, responsible for establishing the health
policies of the iastitutions under their direction, and supervising
the implementation of the programs developed at a national level.

At a central level, basically, dealing with technical assistance,
planning, prograrming, supervising and evaluating the different pro-
grams. The departments that prepare the norms and general guidel ines
for the health plans to be developed in the different regions are at

a national level. The consultation level is divided into an admin=

istration section and several technical divisions. The technical
divisions are sub-divided into those providing services directly to
the people, and those involved in environmental health.

For the development of programs at the local level, there is a
Regional Direc.“or for Health in each, responsible for the execution,
supervision, and evaluation of each of the programs at this level.
For example, the person in charge of implementing all the activities
dealing with Maternal /Child health.

At the same time, this director and his assistants must be very
careful in the activities for the development of programs to educate
and organize the community.

Special mention must be made of the environmental health programs.

For the past three years, the environmental health program has developed
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an aggressive pclicy for promoting facilities for potable water, in the
rural communities. In this way, the activities primarily developed
were the construction of dugged and drilled wells., These are for

small communitics not yet organized or relocated in areas of greater
population density,

In an initial stage, through activities of the health aides
auxiliaries, and educators, or the promotors for rural aqueducts, a
campaign was begun to organize the community and create enough motiva-
tion for same to want a rural aqueduct.

The Environmental Health program has developed the technical ca-
pacity to build 100 rural aqueducts per year, provided the necessary
resources are available. With regard to the selection of the commu-
nities, first it 1s required that the community be sufficiently moti~-
vated to contribute with the labor, aqueduct and with the purchase of
piping and mater.al for the tank for the construction of the aqueduct;
the Ministry of Health contributes with the technical assistance and
the well drilling equipment. |t is also required that the community
have adequate water sources, that will provide enough water during the
dry, as well as the rainy seasons,

Accessibility to the site must also be considered, since in some
areas can only be reached during the dry season.

The inflation affecting the world and the shortage of certain
types of motors forces us actually to select the communities according

to priorities, with electricity readily available to use with the
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electric motors. In other communities, due to the problems created by
the shortage of petrol and its derivates, we must continue to use
gasoline or diesel motors, thus creating a series of problems which
have delayed the construction of these types of aqueducts,

Once the aqueduct site has been selected and construction is com=
pleted, the MOH formally delivers the aqueduct to the Heal th committee
in the conmunity. In this way, each community is responsible for the
operation, maintenance, repair and future projects for expansion in
each of the sites. This system has been in effect for 3-1/2 years,
and the results up to this moment have been satisfactory, since the
cost for maintenance is the responsibility of the community and will
not become a burden to the costs nor the budget of the Health.

In some cases, the Health committee system and the administration
of the aqueduct allows for the collection of funds to be utilized, not
only for the prouuction of potable water, but can also be used in othzr
development tasks within the same communities. In some cases for ac-
tivities related tc health, Contrary to the health committee systems
utilized in other countries, in Panama, these committees have the
right to decide upon use of the funds, in the way most convenient to
the community.,

When the size of the community does not merit the construction of
a rural aqueduct, water is provided by digging or drilling wells. The
Health Committee in these cases, cooperates with room and board for

the laborers, and also contribute with the non-skilled labor. By
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using this system, the team of the Ministry of Health was able to con-
struct 600 water wells in a year.

Together with the providing potable water facilities, and in
coordination with the dental health program, under international tech-
nical assistance, the GOP through the Ministry of Health is studying
the feasibility of constructing other rural aqueducts with this low
cost system, for the clorination and fluoration of potable water, to
improve conditions by eliminating the possibility of contamination by
germs, and facilitate the dental health.

The potability and pureness of the water is guaranteed th rough
examinations of samples of the water periodically made at the Central
Heal th Laboratory. This sampies are gathered by the members of the
health committee, health aides, auxiliaries, community nurses, where
available, envirormental health inspectors. This situation guarantees
the purity of the water and it has had a really important effect in
the control of endemic and parasitic diseases, abundant in the rural
areas where this program is presently operating.

Another activity carried out successfully by the Environmental
Health program is control of human excretes. Since a sewers program
would be very expensive for the rural communities, the team from the
Environmental Health decided on the construction of latrines in the
rural areas. Actually, the team is in position to build 6,000 latrines
a year. This program has been blocked, particularly by the limitations
for lack of funds, since it requires that the home owner should con-

tribute the materials necessary for building the latrines. Neverthe-
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less, the Ministry of Health considers that if feasible, materials

would be provided and the skilled labor could be furnished by the
communities, in this way it will be able to build 10,000 latrines per
year, with the <orresponding benefit for those involved. Studies
carried out have proven that it is much more helpful for the GOP absorb
the costs of building the materials for the construction of the latrines,
than to continue to paying for medicines to exterminate the parasites,
that each community requires.

A fact that is presently being seriously considered, it the waste
disposal program, The most current method is the incineration of waste
in the rura! areas, on a no specifically selected site. The Ministry
of Health in this aspect is tr : J to develop a pilot program - con-
struction of rural waste disposai trash cans, that will feach the
campesino in the rural areas the benefits of working together in the
construction of this type of equipment.

Program of Vector Control

Malaria

The National Service for the Eradication of Malaria was created
by Decree 769 of August 24, 1956 with the purpose of eradicating Ma=:
laria from the Republic of Panama. The surface of the malarial area
of the country is 71,272 Km? with a population of 1,573,500 inhabitants
in 1973, which means the 92,5% and the 97.1% of the total country,
respectively. And the density of the population for this area is of

22,1 inhabitants per KmZ,
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According to the international standards adopted for the erradi-
cation of Malaria, the campaign is divided into the following phases:
A. Preparatory
B. Attack
cC. Consolidation
D. Maintenance

in the quinquenium 70 - 74 the preparatory and attack phases havé
been covered, an< in January of 1974 we entered the phase of consolida-
tion of 16,191 Km2 of the national territory with 3,861 locations and
a population of 410,327 inhabitants.,

Objectives
1. Interruption in the malarial transmition by the application of
basic and complementary measures of attack, which would be inten-
sified according to the evolution of the program.
2. Establishment of an adequate system for the search of cases in
order to evaluate the results of the measures of attack.
3. Confirmation of the interruption of the malarial transmition.
L, Treatment of cases.
5. Epidemiologic investigation,
6. éntomological studies.
7. Parasitological studies.
8. Community participation in the program.
9. Coordinatior of the health general services.

10. Personnel administration,
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The development of the program of the erradication of malaria
during this quinquenium has allowed this problem to be focused in two
provinces of the country: Darien and Bocas del Toro.

At present we are making important efforts with the aim of elimi-
nating the existing sources in the native area of Bocas del Toro in
order to allow the problem to focalize in the Darien area. It Is im
portant to point out, that in the area of malarial persistence the
spraying activities surpass the 97% of the programmed goal and that
during said period, the yield per house by spraying increased to 6.3.
Our program of malarial erradication continues progressing satisfacto-
rily in spite of the deterioration of the Colombian situation in the
Choc6é zone and the situation of malaria in other Central American coun-
tries in which ‘the application of the traditional means of erradication
do not seem to have had the expected results, The Eastern part of the
country, especially the province of Darien, shows the mayority of cases.

The San Blas Islands which had an epidemic episode during the
period of 1973, have ceased to be a problem.

On the other hand, the province of Darien registers the mayority
of cases, especially since April of this year.

Darien has 70% of all the cases in the country.

In the period, 387,634 blood samples were taken with 687 cases,
that shows a positiveness of 0,2%. In the former period, we were in-
formed of 349,761 examined 2,884 resulted positive, which equals a

positiveness of 0.6. The number of plates was greater, and cases much
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lesser than during the former period mentioned. For Darien, which
presents the greater number of cases, we are carrying out a special
plan providing it with better resources without neglecting the rest of
the program; in particular in Bocas del Toro and in the Bayano. The
attached chart de2monstrates the evolution of the malarial situation in
the country within the years 1970 - 1974, In regards tc this program,
the National Government hopes to intensify it in its aim to totally
erradicate the Malaria presently totalized in the flora of Bocas del
Toro, Darien and in the province of Panama, in the vicinities of the
| ake.
Evaluation

The program has its standards of evaluation and will continue
evaluating in the same manner, since these standards are those used
internationally in the rest of the program and the evaluations up to
now are satisfactory,

Campaign of Erradication of the Aedes Aegypti

Since the discovery of the Aedes Aegypti in the City of Panama on
October 1972, the program developed an intense campaign of attack
towards the complete elimination of this problem. Nevertheless, to
this date and due to adverse operational factors, due to the ecology
favorable to the proliferation of the mosquitoe in the city, due to a
lack of a more decided cooperation, especially that of population that
uses empty lots as deposits, as well as to a large quantity of lots with
scrap metal, the total elimination of the problem has not been possible.

Notwithstanding the aforementioned, a substantial reduction has been
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achieved in the infection index of 0.28% in June of 1974 as compared to
0.03% in June of 1975,

During the phase of attack the campaign has applied the following
combat measures, simultaneously:

Treatment of all deposits in the surroundings with an insecticide
of residual actiun, the MALATHION. Treatment of all deposits that
contain water for domestic use with granulated Abate, non-toxic to
human consumption, and application of insecticide by the ULB method
(ul tra-reduced volume by means of the Lico machine) and the systematic
elimination of used tires by means of cremation, organized cleaning
campaigns in the different sectors of the city and the systematic
elimination of minor deposits by means of a pickaxe, The infection of
the City of Panama has absorbed almost all the resources at the dis-
posal of the campaign. Nevertheless, conscientious of the Importance
of a sound knowledge of the situation in the entire country, an effort
has been made to divert the minimum necessary personnel and others
have been recluted from SNEM to effect the inspection at least in the
most vulnerable prevince. To date, the San Blas Islands have been
inspected with negative results, Aedes Egypti have only been found in
two Colohbian vessels sailing from Turbo, for which reason an inspec~
tion and treatment post for vessels have been established at Puerto
Obaldia. Likewise, inspections of the Transisthmian Highway and the
road to Chepo havé been initiated. In the Province of Chiriqui, the

following have been inspected with negative results: Puerto Pedregal,
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Cuadro N2, 2

EVOLUCION DE LA SITUACION MALARICA EN EL PAIS
FNOS 1970 - 1974

~

al afio anterior

A N a S
cCo P a

NCE T 1 970 1971 1 97 2 1973 1974
Poblacién Ares ‘Malérica 1.404.977 [ 1.419.789}1.466.058|1.510.436 {1.557.854
Muestras de Sangre Examinadas 237.477 | 3 1.743] 269.097| 344.315| 368.820
Localidades Positivas % - 3.9 2.3 3.2 2.1
Indice Anual de Exploracién Sanguinea 16.9 21.3 18.4 22.8 23.7
Casos de Malaria 4.584 1.041 819 1.595 1.184
Indice Parasitario % 1.9 0.3 0.3 0.5 0.3
Incidencia Parasitaria Anual %o 3.2 0.7 0.56 1.1 0.7
Positividad a P. falciparum % T4.2 54.9 66.3 40.8 40.6
4 Reduccién de Casos de Malaria con relacién R 621 652 14.1
al affo 1970 - . * * )
% Reduccién de Casos de Malaria en relacién

22.8 773 21.3 + 48.6 25.8
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Puerto Armuelles, Progreso, Paso Canoa, Aserio de Gariche, and Concep~-
cion. In the city of David 40% of the city has been inspected. We have
found 16 positive blocks with an almost total dispersion in the in-
spected area, which makes us presume that the entire city is infected.
Consequently, the necessary measures have been taken to initiate a
phase of attack of the city, necessitating the use of SNEM personnel
stationed in Chiriqui and Veraguas, as an emergency measure. We wish
to state that this is a transitory situation and tﬁat a permanent solu=
tion merits a different approach which will require additional assigna-
tions of resources. The objective in this program is the total erradi-
cation of the Aedes Egypti and the continued management of total vigi-

lance. The methods of evaluation to be used will be the usual ones.

Nutrition and Food Control Program

As well as in the case of other developing countries in Latin
America, the Panamanian population is fundamentally undernourished.
The cause of malnutrition is one, insufficient and inadequate food.
The nutrition problem is complicated, it includes production, marketing,
distribution, and consumption of food. For this reason, finding a
solution is problematic and corresponds to many agencies of the Govern-
ment, All the agsncies do cooperate in this aspect. The Ministry of
Education, through the development of production schools programs ac-
tually under an AID loan; the Ministry of Agriculture, basically con-
cerned with the formation of "asentamiento" for the production of large

amounts of food. The function of the Ministry of Health deals with the
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production, especially of certain foods such as to vegetables which are
not produced by other means, for educating our communities to consume
these types of food. Another of the great programs is the production
of animal proteins,

What we have mentioned before is the basis of the program of the
Panamanian State, to develop rural communities and create sources of
employment, and at the same time, facilitate the social services that
will guarantee that the individual will live in the communities, re-
main in same and at the same time be able to provide welfare for his
family.

This is the reason for the rural school programs that will guar-
antee education of the children, under a program that will provide
social services, and further support the construction of appropriate
housing, so the community will have access to health services, in
enough quantity and quality according to their needs. Our rural commu-
nities are integrating within their organization, methods for the pro-
duction of food that will permit the abolishment of the malnutrition
diagnosis. Considering that nutrition is the basic function in any
community, the health committees, duly coordinated or assisted by the
health aide, a comnunity nurse, or by any other member of the health
team, organize programs for the production of food. These programs are
developed in community plots, either donated, on a loan basis, or pri-
vately owned, wher: the necessary food is cultivated to complement the

deficiencies in tne diets, by utilizing modern methods and technical
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assistance. There are presently 136 community gardens, It Is expected
that the general objectives of the nutrition program will be accomplished
with this program, and by cultivating and further developing a commu-
nity garden of approximately 5 to 7 hectares, and the production of
animal proteins, by raising goats, poultry and in some cases, fish,

At present, many well organized communities are developing these
projects of community gardens and animal breeding. it has been con-
sidered that it is not enough to provide only what is required for
cultivating the garden. For instance, tractors, fertilizers, seeds,
irrigation equipment, and aspiration pumps for pest control, but most
important is to furnish the proper technical assistance to ascertain
that there is enough understanding of the proper utilization of these
new methos of cultivation, in order to facilitate the changes in tra-
ditional habits predominant in these sites, and insure the success of
the program,

The program for food production is closely related to the preven=-
tive and environmental health programs, and also to programs for the
education and organization of the community. The final objective is
to provide the rural communities with the required well-being, consider-
ing that this well-being as applied to health, will be in the future,
the same for all Panamanians, no matter where they live.

The present community gardens program, was able to cultivate, in
1972, more than 240 hectares with the participation of more than 2,312
families organized in work groups of 3-5 persons per day, taking turns

to work in each garden every week.
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The estimatad increase in the food production has important social
effects. The society is liberated from the ever-prese:ut ghost! Hunger.
The surplus produced by the communities is then turned into basic com-

munity projects, for the promot.on of health programs,
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ALTERNAT | VA A TOTAL LOCAL AlD
31,261,029 24,961,029 6,300,000

ADECUACION DE LOS S!STEMAS 2,500,000 2,000,000 500,000

- Salarios y otros Servicios Personales 1,500,000 1,500,000 -

- Meteriales, equipo, suministros 1,000,000 500,000 500,000

ADECUACION, MEJORA Y DESARROLLO DE LA

I NFRAESTRUCTURA FISICA 17,700,000 15,700,000 2,000,000

- Salarios y otros Servicios Personales 375,000 375,000 -

(incluye solo equipo programador)

- Construcciones 13,000,000 11,000,000 2,000,000

- Equipo e instrumental 4,325,000 4,325,000 -
REORGANIZACION, FORMAC'!ON Y ADIESTRAMIENTO 1,510,000 1,210,000 300,000

DE RECURSOS HUMANOS

- Salarios y otros Servicios Personales 360,000 360,000 -

- Materiales, equipo, suministros, becas 1,150,000 850,000 300,000
MEJORAMIENTO DEL MEDIO 6,606,379 4,106,379 2,500,000
- Salarios y otros Servicios Personales 2,889,279 2,889,279 -

- Materiales, equipo, maquinaria, suministros 3,717,100 1,217,100 2,500,000
NUTRICION 2,944,650 1,944,650 1,000,000
- Salarios y otros Servicios Personales 1,252,650 1,252,650 -

- Materiales, equipo, maquinaria, suministros 1,692,000 692,000 1,000,000



ALTERNATIVE 8

ADECUACION DE LOS SIUTEMAS

- Salarios y otros Servicios Personales
-.Materiales, equlpo, suministros

ADECUACION, MEJORA Y DESARROLLO DE LA
INFRACSTRUCTURA FISICA

- Salarios y otros Servicios Personales
(incluye s6lo equipo programador)

- Construcciones

- Equipo e Instrumental

REORGAN{ZACION, FORMACION Y ADIESTRA-
MIENTO DE RECURSOS HUMANOS

- Salarios y otros Servicios Personales
- Materiales, equipo, suministros, becas

MEJORAMIENTO DEL MEDIO

- Salarlos y otros Servicios Personales
- Materiales, equipo, maquinaria,
suministros

NUTRICION

- Salarios y otros Servicios Personales
- Materiales, equipo, maquinarias,
suministros

TOTAL LOCAL JAID
35,761,029 24,961,029  12,i00,000
2,500,000 2,000,000 500,000
t,500,000 1,500,000 -
1,000,000 500,000 500,000
19,600,000 15,700,000 5,200,000
375,000 375,000 -
14,900,000 11,000,000 5,200,000
4,325,000 4,325,000 -
1,510,000 1,210,000 300,000
360,000 360,000 -
1,150,000 850,000 300,000
7,606,379 4,106,379 3,500,000
2,889,279 2,889,279 -
4,717,100 1,217,100 3,500,000
L, 5h4 650 1,944,650 2,600,000
1,252,650 1,252,650 .
3,292,000 692,000 2,600,000



ALTERNATIVE C

ADECUACION DE LOS SISTEMAS

-Salarios y otros Serviclos Personales
~Materiales, equipo, suministros

ADECUACION, MEJORA Y DESARROLLO DE LA
INFRAESTRUCTURA F IS ICA

-Salarios y otros Serviclos Personales
(incluye s6lo equipo programador)

-Construcciones

-Equipo e instrumental

REORGAN|ZACION, FORMACION Y ADIESTRA-
MIENTO DE RECURSOS HUMANOS

-Salarios y otros Servicios Personales
-Materiales, equipo, suministros, becas

MEJORAMIENTO DEL MED!IQ

-Salarios y otros Servicios Personales
-Materiales, equipo, maqulnarias,
suministros

NUTRICION

-Salarios y otros Servicios Personales
-Materiales, equipo, maquinaria,
suministros

TOTAL LOCAL AlD
46,961,029 24,961,029 22,000,000
3,500,000 2,000,000 1L500Looo'
1,500,000 1,500,000 - ,
2,000,000 500,000 1,500,000
21,700,000 15,700,000 6,000,000
375,000 375,000 -
17,000,000 11,000,000 6,000,000
4,325,000 4,325,000 -
1,710,000 1,210,000 500,000
560,000 360,000 200,000
1,150,000 850,000 300,000
13,506,379 4,106,379 9,400,000
2,889,279 2,889,279 -
10,617,100 1,217,100 9,400,000
6,544,650 1,944,650 4,600,000
1,252,650 1,252,650 -
5,292,000 692,000  !,550 210
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THE INSTITUTIONAL STRUCTURE OF THE HEALTH SECTOR

For the purposes of the present diagnosis, the Health Sector has

been considered as synonimous with Systems of Health Services. In it,

have been grouped those institutions whose production of goods and

services have been considered pertinent and specific to health. In

Panama, the Health Sector presents the following characteristics:

There exist a diversity of health activities that are being
developed by the health institutions, with or without legal
support or as a function. These institutions are twelve;
i.e., Ministry of Health, Social Security Agency, Institute
of National Aquaducts and Sewage; Military Sanitation,
Ministry of Education, Children's Hospital, Jose D. de
Obaldfa, National Red Cross, University of Panama, Ministry
of Labor and Social Welfare, National Institute of Sports and
Panamanian Institute of Special Rehahilitation (see Annex).
Of these institutions, the Ministry of Health and the Social
Security Agency perform the majority of health activities,
and they are the only institutions in the Sector that build
nstablishments and produce serums and medicines.

The Ministry of Health, as specified by the legal entity which
created it, is the entity of the Executive Branch in charge
of determining and conducting the health policies of the
country, and of performing acts to encourage, protect, repair

and rehabilitate health.
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The Social Security Agency, constitutes the most important
Institution of the Panamanian System of Social Security, it
was commissioned by the Chief of Government, with the admin-
istration of the Integration of Health, from the beginning of
this process, in 1973. It covers risks of illness, maternity,
funerals, labor accidents and professional illnesses of the
population protected by its administration., The IDAAN is the
Institution in charge of administering and controlling all
activities related to the providing of drinking water and the
treatment of sewaqge water, be they public or private.
According to the responsibility of the organization and ad-
ministration of the Health Services in the Country, there
exists a Public Sector and a Private Sector,

The Public Sector in Health is constituted by institutions,
each of which has its own characteristics, in some cases
differing in its organic structure, functions, sources of
financing, administrative programs and systems.

The establishment of some of the institutions of the Sector
has been brought about by different factors. |In some cases,
they have been established to meet the functions of the groups
of population to whom those services are destined; in other
cases they have been established for the function of the risk;
or damage, or service, under the responsibility of attention

of part of the Institution,



-60-

5. This plural number of Institutions within the Health Sector,
causes problems and the need to coordinate both inter-
institutionally and inter-sectorially. In some cases the
institution functions with a certain degree of autonomy,
causing problems of authority and competence with the entity
responsible for conducting the health policies of the country;
that is, the Ministry of Health; such is the case with the
Patronage that administers health establishments.

6. The Private Sector is made up of organized enterprises who
have at their disposal resources, of physical as well as
human cepacity, and by health professionals, who exercise
private or direct practice.

This sector is most significant in the principal urban zone
of the country (metropolitan area).

In summary, according to the actual situation it is not possible
to establish a Sole System of Health by which the State administers
the totality of the resources destined to health; but it is possible
to attain, at a medium term, an integration of the Health Resources of
the Public Sector through the mechanics of state normalization and
regulation, and to establish a larger and more ample participation of
the Private Sector in the development and execution of a health policy
which allows every person in the national territory to enjoy equal
benefits in quality and quantity, and at a reasonable social cost.

The instituticnal structure of the Health Sector has made possible
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the utilization of resources from different sources and magnitudes,
the duplicity of service covertures by one or more institutions, and
a diminishing of the yield of the assigned physical, human and finan-
cial resources,

The manner in which the two principal institutions of medical
attention have been operating; i.e., the Ministry of Health and the
Social Security Agency, limited to a certain extent the more rapid
implementation of the policies and objectives of the Health Sector
pointed out in the National Development Plan, These objectives are
detailed below:

1. Accelerate the process of incorporation of the marginal popu-

lation, especially those of the rural area, to the System of
Health Services.

2. Guarantee the quality and efficiency of the Health Services,

and

3. Diminish the risks arising from the surroundings, especially

those resulting from life in common.

The aforementioned situation has required the Health Sector to
search for the means to adapt its institutional structure in such a
way as to allow it to profit to the maximum from the resources destined
to the Sector, to establish a sole system of health, ' means of an
Integration of the State resources and to reorient its programs in
order to ensure efficient and opportune health servicas, to the major-

ity of the population.
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INTEGRATION IN HEALTH

Based on Article 107 of the National Constitution, according to
which: The Goveirnment Health Sectors, including its autonomous and
sami-autonomous institutions, will be organically and functionally
integrated. The law will regulate this matter...", the Chief of
Government reached the decision, beginning on February 1973, of
assigning the responsibility of the health integration to the Social
Security Agency. The process was initiated in the provinces of Vera-
guas, Bocas del Toro, and the Region of Azuero (provinces of Herrera
and Los Santos), having as its aim the incorporation of the entire
country to this system by 1975.

The integration of the Health Sector has been defined as a PROCESS
TENDING TO UNIFY ALL AVAILABLE HUMAN RESOURCES, INSTITUTIONAL AND
MATERIAL, FOR THE APPLICATION OF THE SCIENTIFIC AND TECHNOLOGICAL
INSTRUMENTS FOR THE BENEFIT OF THE ENTIRE POPULATION, IN HEALTH AND
DISEASE, WITH EQUAL OPPORTUNITIES IN QUALITY AND QUANTITY.

Its basic obiectives tend to:

1. Produce tke maximum fullfilment of the Health needs for the

entire population, in quality as well as in quantity;

2. Obtain the greatest utilization of the assigned resources by

the Sector, producing greater benefits per resource unit than
those ot .2:7ed without Integration;

3, Increas: ri. coverture of the demands of the population, with
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priority to marginal and rural areas, without deteriorating

the urban Sector;

Emphasize the promotion and protection of health, with emphasis

on an integral medical attention;

Obtain the most efficient participation of the community in all

its levels.

In order to achieve the aforementioned, various different

are being utilized,

Development of techno-administrative systems to allow the

integral medical attention and to adapt the offer to the

services demands.

Includes:

1.1. Statistical system and of data comprehension.

1.2. Mechanisms of continuous evaluation and programming of
actions,

1.3. Normalization of activities, programs and systems.

1.4, Adeguateness of the installed capacity (physical, human
and financial).

1.5. Administrative decentralization.

Promotion of technological changes that assure the carrying

out of an integral medicine program.

2.1. Systems of health benefits.

2.2. Accessibility to the means for diagnosis and therapeutics

for the entire population.
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2.3. Systems of supervision

2.4, Training of personnel (health aides)

2.5. Systems for the better utilization of resources
(sectorization).

3. Programming the activities at an Opefational level,

3.1. Inventory and analysis of resources and confrontation
of these with services demands.

3.2. Analysis and implementation of priorities and assigna-
tion of resources according to these priorities.

3.3. Structure of programs and arogramatic aims,

3.4. Continuous evolution of the programs.

The strategies to obtain the implementation of the integration

policies, include:

a. Obtaining the maximum participation in the process of the two
principal entities of the Sector, that is: Ministry of Health
and Social Security Agency.

b. The progressive implementation of integration from a local
level and based on the experiences obtained in the integration
from a local level and based on the»experiences obtained in
the integrated provinces,

c. Promotion and development of the systems of communication,
information and orientation in all its levels.

d. Promotion and implementatién of coordination with all sectors

related to Health.
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Promotion of the best participation of the community, of
private and international organizations, in the process of
integration,

Homogenization of the technical-administrative systems and
structures of the two entities - Social Security Agency and
Ministry of Health - at a national regional (provincial) and
local level,

Definition of the basic regulations that article 107 of the
National Constitution may develop, and which establishes

Health Integration.
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HUMAN RESOURCES

1. The Situation and the Problem

The scarcity of human resources in relation to demand for their
services is a documented problem in Panama's health sector. This is
particularly exaggerated due to the geographical, occupational and
institutional maldistribution and malutilization of these resources.

Maldistribution Problems

Table I shows the distribution of public sector health personnel,
rural vs. urban and by province. The concentration in the City of Pa-
nama is especially notable. More than 86% of all human resources are
found in urban areas, 65% of doctors, 50% of the dentists, and two-
thirds of the nurses reside in the capital while only one-third of the
population lives there. (1) The ratio of health personnel per 10,000
inhabitants also varies greatly by province from that of national ra-
tios, as shown in Table 2. Outside of the metropolitan centers of Pa-
nama City and Colon, all the provinces except Bocas del Toro, show man-
power ratios far below the national averages. In Bocas del Toro the
higher ratio could be due to the fact that it is an integrated prov-
ince, with salary, housing and scholarship incentives. It also has
the presence of the Banana Co. hospital, now part of the Caja de Segu-

ro Social (CSS), providing jobs for more personnel.

(1) Ministerio de Salud, Estadfstica de Salud, 1974
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This should not obscure the fact, however, that the poor, marginal
urban areas of Panama City do not recrive the same coverage. While
little data is available on the human resources available to this pop-
ulation, preliminary studies indicate it is more similar to rural Pa-
nama in levels of income, housing, education,-birth rates, and proba-
bly in its access to these human resources. Its malnutrition rate has
been shown to be more severe than in rural areas. (2)

The geogriphical maldistribution of health professionals becomes
most important when it is correlated to the distribution of health
problems in Panama as seen in the morbidity and mortality statistics.
In general, the rural areas are clearly those with the highest death
rates, birth rates and morbidity. Tables in Part [ of the assessment
report show this. Thus, where the greatest need exist for services,
there is the least amount of human resources available. Medical vis-
jts by province show widely varying use rates.

In addition to the geographical maldistribution of health profes-
sionals, an occupational maldistribution is present, reinforcing the
problem. That is seen in the types of health manpower currently avail-
able and the needs projected to 1980 discussed below. Given the need
for basic primary care, preventive medicine and workers in nutrition,
health education, immunization and the 1like in the rural areas, a much

grezter need exists for appropriate rural outreach workers. This means

(2) See "Las Barriadas de Emergencia" Report in Annexes and recent MOH
study of malnutrition in San Miguelito.
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less emphasis on training physicians who are both more expensive to
train, more appropriate to curative than preventive and primary care,
and overtrained for basic services‘needed in rural areas. In addition,
it is more difficult to obtain physicians for service in these areas.
It is thus the policy of the GOP to increase the number of basic out-
reach workers, particularly nurse auxiliaries and health auxiliaries

to meet these needs.

The third element relevant to the problem of maldistribution is
an institutional one. The division of human resources in the public
sector between the Ministry of Health (MOH) and the Social Security
Institute (CSS) adds to inefficient use of personnel. Higher salaries
and better equipped facilities, more adequate financing and better
working conditions, have resulted in more personnel per bed and more
personnel per population served for CSS beneficiaries than for MOH
clientele. Table 3 shows some of these differences. Integrating the
sector is designed to eliminate these differentials by assigning only
eight or four hours/day contracts for physicians in CSS or MOH, relo-
cating personnel where needed in the health region (province) and
equalizing salaries. By limiting the working day to a more reasonable
nunber of hours, salary per hour can be raised and more service given
per hour.

In-Service Training Needs

Based on a 1971 study of in-service training needs, some 37% of

sector personnel need in-service training of some degree. For profes-



-69-

sional and technical people that figure is 27% or some 1,777 persons
based on 1974 total sector employment. (1) Table 4 shows the 10 most
numerous occupations needing in-service training. Of number one
jmportance are nurse auxiliaries, which is a critical element in im-
proving coverage f rural areas cited as a priority for sector programs.

Lack of Planning

Until now there has existed no human resources planning process
ejther for general sector resources or for those corresponding to each
agency's needs. Health programming has been carried out without taking
into account manpower already trained by other sectors, nor specific
health sector manpower. (2)

The Determinants of Supply and Demand

Supply: A number of variables will affect the supply of health
manpower in Panama as elsewhere, including its number of medical school
and other health personnel graduating, out or immigration of manpower,
occupational spacialization, distribution of the manpower and overalil
productivity. As usual, data on the public sector is much more complete
on each of these than for the private sector. In Panama the private
sector employs a very small percentage of total health personnel, vary-
ing by occupaticen, but estimated at near 7% for nurses and 8% for doc-

tors. (3)

(1) COFADE stucy cited on pp. 91-96 of Situacion Actual.
(2) Enrique Garcia Report, p. 11

(3) Guerra, Federico, "Necesidades de los Principales Recursos Humanos
en Salud", MOH, 1975, p. 17.
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For the moment let us consider only the total supply expected.
Much of the supply of Panama's healt: manpower has in the past been
trained outside the country including more than 50% of all professionals
registered with IFARHU in 1975. (1) Several medical specialties, along
with nutritionists, public health graduates, and sanitary engineers are
totally trained outside the country. On the other hand, little evi-
dence exists of any significant outmigration. See Table 5 for data on
immigration of personnel to U.S. since 1970,

To project the total supply of manpower available to 1980 requires
various assumptions; in particular the expected number of graduates
from various programs. Charts 25, 26 and 26A in the Annex of Situa-
cibn Actual Tlist the enrollments since 1970 and graduates since 1970.
Enrollments have increased significantly in the University of Panama
Medical School since 1970, from 156 to 786 per year in 1974, the number
of graduates, including foreign, was only 93 in 1974. The past two
years enrollment has reached 280 new students per year. The entry in-
to the market of over 100 doctors per year is conservatively predicted
between 1975-1980. (2)

The numbers of other key health personnel expected to be produced
by 1980, based on expected enrollments and graduation rates are as
follows: 800 nurse auxiliaries, 784 nurses, 200 health auxiliaries, 180

medical technologists and 167 dentists. (3)

(V)IFARHU: Insti*uto para la Formacién y Aprovechamiento de Recursos
Humanos .

52)See p. 99, "Situacidn Actual" y Necesidades dc los Recursos Humanos.

3)See p. 99, “Situacién Actual".
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Demand

Estimating future demand for health maiipower is even more difficult
since it depends on structure and growth of the population (age, sex),
changes in purchazsing power for health care, knowledge of avatlability,
and actual amount available and accessible, whick in Panama will be
affected by integration of the sector, and ability of the economy (esp-
GOP) to provide jobs for these personnel.

Two thorough analyses of the demand for physicians, nurses and
nurse auxiliaries, have been carried out in 1975 in Panama. (1) In
making his estimates, Guerra takes account of MOH norms for increased
coverage of the population by distinct groups by 1980, mmber of visits
per patient, expecti * norms for production of each of the health profes-
sions, expected number of births and retirement and death rate of the
professionals. Thus in Cuadros 5-7 of Guerra's study we find estimated
needs for this manpower broken down by type of patient. (2) Interest-
ingly he shows extra reeds due to actual observed productivity of
professionals being below what norms dictate. To these estimates are

then added a factor to correct for manpower needs in the private sector

T1Y Guerra, Necesidades de los Principales Recursos Humanos: and Situa-
cidn Actual y Necesidades.
(2) Guerra's study is attached as Annex to the HSA.
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TABLE 7

Expected Need and Supply of Health Manpower by 1980 - Including
Both Public and Private Sector

(1) (1) (1) (2) (1)
Trained in Employed in this Expected Estimated Estimated
this Profession Professicn Graduates Need 1980 Need 1980
1974 by 1980 (Guerra) (Correa)
Doctors 1,489 1,213 637 1,437 1,890
Nurses #52 - 1,131 784 1,531 1,700
Nurse Auxiliaries 1,800 2,265 800 2,358 3,380
Dentists 230 210 167 386 380
Health Auxiliaries(3) 6h(as of 200 - 1,050
1975)

For similar data on other occupation groups see Situacién Actual study, pp. 83, 99;

and Guerra study, Cuadro 9

(1) Based on Situacién Actual data, p. 83, 99

(2) Based on Guerra study, 1974

(3) Health auxiliaries didn't exist until 1975 - Need for them projected by Correa
study, not Guerra, '
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plus the fact that only 75% of health manpower works full-time in
patient care. Cuadro 8 of his study, reprinted as Table 6, is thus
very useful for total manpower planning in the area of physicians,
nurses and nurse auxiliaries. When these projections are placed along-
side data on existing personnel, (see Table 7), surpluses and deficits
clearly stand out. The Correa study of human resources carried out for
the HSA found some 1,489 physicians were reported already trained in
1974, including those in teaching, research and other non-practicing,
which is 52 more than the 1980 need found in Guerra's study.

Even Guerra's projection could be liberal toward the high side,
since he used a birth rate of 37.0/1,000 to make his projections, while
the reported rate in 1974 was down to 31.0/1,000. If we consider the
projectcd need for manpower in the Correa study we should have a good
idea of the possible range for reasonable projections. This methodology
for projecting 1980 need is based on the expected rate at which the
government will employ health personnel, based on past trends, in
relation to total personnel.

Even accepting the most generous projected need for physicians a
surplus seems evident. The impact of added, unneeded physicians has
strong financial im;act on the health sector, since by law, the GOP
must employ all physicians for two years of internship after graduation.
A reevaluation of tnis law must therefore be considered in light of

physician needs.
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A vast oversupply of physicians is thus predicable by 1980 unless
several conditions prevail: one, the Yimiting of entrance to medical
school, through tougher requirements, ceiling on spaces, or some other
measure. This however, comes in clear confrontation with GOP policy
of open enrollment. Two, GOP absorbs far more physicians in the public
health sector than required; three, demand for services increases more
rapidly than predicted due to greater accessibility, purchasing power
(especially due to expanded CSS coverage) and education. There is an
indication that demand for physicians will increase rapidly with in-
tegration, as medical visits have increased in the five integrated
provinces (also for dental visits) the first year after integration.

One other way of looking at the human resource situation is to
compare Panama's situation and 1980 goals to those of ?he Ten Year
Health Plan for the Americas. Table 8 summarizes this situation, and
shows Panama exceeding some of the 1980 goals already.

A final word of caution on interpreting data on manpower supply
and demand is in order. Diffferent data sources give differing totals,
since at times only the public sector personnel is included. These
discrepancies will be resolved definitively in the final document pre-
ceding loan request.

Objectives

Given the human resources problems of shortage, maldistribution,
inappropriate utilization, lack of appropriate training, and poor plann-

ing, several objectives are appropriate for the health sector. The
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principal objectives which programs planned for the health sector will

attempt to fulfill are the following:

1)  Improve the distribution of health manpower to reduce gevgraphical,
occupational, and institutional maldistribution.

2) Make more appropriate use of human resources.

3)  Train new health personnel and upgrade training of existing
personnel according to the priorities of better serving rural and
marginal urban areas.

4) Develop a process and mechanism for effective human resource
planning and educatfon in health.

5)  Meet or surpass the human resource goals of the Ten Year Health
Plan for the Americas.

It should be clear that these objectives are all in harmony with
the over-riding objectives of Panama's Health Policy - especially that
of improving access to services for the marginal and rural population.
Strategies

During the period 1970-1974, it became clear to the GOP that
there were insufficient human resources being used to complete the
development objectives of the health sector, particularly in rural and
margina} urban areas. A strategy for increasinc these resources might
focus on increasing the total amount of traimed personnel, redistribut-
ing existing manpower, increasing the produ$tivity of existing

manpower, or some combination of the above.

TT7 Productivity is discussed under section IV - Manejo de Servicios.
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The strategy proposed by the GOP for carrying out the objectives
relating to humar resource problems is to integrate the training of
health personnel into an appropriate health team, with training adequat
to the needs of rural areas and a program of incentives to motivate
personnel to locate in the rural areas. The entire strategy will be
based on an improved human resources planning process.

What the strategy is designed to accomplish is the development of
a rural health team appropriately trained and utilized. The strategy
recognizes the fact that there are already too many resources gning
into specialized medical personnel, particularly physicians, who then
concentrate in the urban areas, particularly Panama City. The needs
of the rural areas for basic primary care, nutritional improvements
and sanitation, thus go unmet. The alternative strategy of attracting
physicians to vast numbers of rural areas is neither feasible nor
rational, given the urban pull, expense of training, and inappropriate-
ness of their training to the basic needs of the rural areas.

Recently, the GOP has initiated such a programming designed to
make greater use of basic and middle level personnel as the basis for
changing the health system. The MOH of Panama along with other
countries of the Hemisphere has come to consider such a strategy as
"fundamental to resolving the scarcity of technical personnel,
especially in the rural areas" T The recommendation to use this type
of personnel (middle and basic level), was established in the

(1) Garcia "Polftica ¥y Proceso de Planificacién", pp. 12:13
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January, 1975 meeting in Medellfin, Colombia, "Seminar on Human
Resources and Medical Attention". The strategy of an integrated
health team to serve rural areas has another key component designed to
assist its success. This is the incorporation into the technical health
team of the human resources of the communities themselves. The communi-
ties themselves. The community Health Committees, created under
Decree #401 of December 29, 1970, are designed to invulve growing
community participation in the planning and delivery of health serv-
ices in their community. Section IV of the Assessment Document
analyzes the role of these committees.(])The GOP strategy for integra-
tion of training also includes the integration of human resource plan-
ning, training and allocation among the principal organization in the
public sector, MOH, CSS and University of Panama Medical School. As
functional and organizational integration in the sector continues and
reaches more and more provinces, its effects on improved human
resources allocation should be even more obvious. The sector integra-
tion process is discussed in depth elsewhere in this Report.

Another example of integration effects can be shown for Colon
Province. Medical visits to the countryside previously carried out
by at least 4 distinct groups (MOH, National Guard of Panama, u.s.
Army and Escuela de las Américas), now must all clear their plans and

coordinate their efforts through the Regional Director for Integration.

(1) See the Report "Participacibn de los Comités de Salud", for
evaluation of their roles.
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Programs

Several specific programs for carrying out the strategy outlined
above, and aimed at accomplishing the objectives stated previously have
begun or are proposed:

1)  Establishment of a Human Resources Planning Organization.

2) Formation of Health Auxiliaries for developing primary health
care in rural areas.

3) Decentralization of the training of Nurse Auxiliaries.

4) Establishment of a Community Nursing School in Azuero.

5) Limiting the formation of health manpower in professions where a
surplus is expected.

‘ 6) Increasing the incentives to work in areas of difficult accessi-
bility and low coverage.

7)  Training of Health Conmittees.

8) Establishment of a Division of Health Sciences in the University
of Panama.

9)  In-service training program.

Training of Health Auxiliaries

This is a new occupation in the sector developed for the purpose
of preparing persons skilled in many health-related activities to work
principally in rural areas, where few medical and nursing personnel
practice.

The program was initiated in 1973, but in 1975 it is still
limited to the provinces of Colon and Bocas del Toro (both integrated

provinces.
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As of 1975, scme 65 persons had taken the 16 week course. This
is the principal expansion program of human resources training propaosed
by the GOP, with the goal of extending these resources to additional
provinces of the country and ultimately providing these personnel to
all communities when resources permit, and a need is demonstrated.

Decree No. 32 of 1975, especifically authorizes the MOH to train
them to serve rural areas (the other category is university trained).
Currently, they are required to be 18 to 35 years old, education and
completion of a 16-weeks intencive course of study. They are trained
in the basics of Maternal Child care, nutrition and health education,
sanitation, vaccinations and community development.

The GOP propcses to cover as many communities as possible with
this personnel. But, given the cost of supporting them and construc-
tion of health outposts for them to operate from, it is currently
proposing to train some 250 by 1980. The 250 health posts would cost
$5,000 each and training of 250 auxiliaries some $90,000-$120,000 per
100 trained.

Program for Human Resources Planning

This program has two thrusts to it. First, beginning in 1975, the
MOH restructured itself to create a Division of Teaching and Research,
which in conjunction with respective specialized Departments of the
MOH is assigned to plan the type, number, distribution and utilization
of all health mancower needed in its programs. Alongside this

development, the Faculty of Medicine has just created the Medical
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Education Unit to coordinate medical education planning in conjunction
with both the MOH and CSS. Strengthening of this human resource plan-
ning ability could be assisted thru outside TA.

Auman resource planning is one part of a desired program to
strengthen general national health planning and édministration capabil-
ities in the sector. With the currently existing small staff of MOH,
planned total integraticn by 1976 with €SS, strengthening national
planning eapabilities through training and technical assistance is a
program goal for 1976-1980 period.

Nurse Auxiliaries Program

A major program emphasis since 1970 has been the training of
nurse auxiliaries, to staff hospitals and rural health centers, with at
least 2,265 now trained and working in the public sector. Studies,
however, predict a need for upwards of 800 more by 1980. Two problems
obstruct the expansion of this program, however. One is cost of
maintaining the additional salaries of these professional, some
$5,000/year, so that no international assistance for additional training
is being sought at this time. The other problem has been fheir tendency
to congregate in the City of Panama, with nearly 55% located there in
1974,

Since 1974, training on site in the provinces, rather than in
Panama City has begun to correct tihis problem. Currently, some 200/year
are being trained, with expansion 1imited by GOP ability to support

additional positions.
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Establishment of a Community Nursing School

The integrated Province of Azuero is the result of combining the
small provinces of Los Santos and Herrera for purposes of health
integrated planning. In 1972, in light of the a]arming scarcity of
nurses and their poor distribution, a Community Nursing School was
started here. It is designed strictly for providing community oriented
nurses to serve in rural areas. The 24 month intensive course provides
both the capacity and obligation to work in rural areas for 48 months
if the government provides a scholarship for the training. While
emphasis is on the community level, they are capable also of hospital
service. Between 1976 and 1980 some 80 per year should be graduated.

Incentives Proyrams for Rural Placement

The GOP has developed a number of incentives designed to increase
rural coverage. These include expansion of programs like Health
Auxiliaries and community nursing, with rural placement a requisite,
while deemphasizing curative medicine and nursing to attract personnel,
especially physicians, to remote areas; a package of housing and
salary subsidies, and more scholarship opportunities offered. Efforts
are also made to locate more advanced equipment there.

Training of Health Committees

Since the community itself is emphasized as a vital human
resource in the sector, training at this level is also a concerted
program. Ther new Health Auxiliaries are especially assigned to this

program. Tho Health Committee Program is discussed in detail elsewhere
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in this Report, however.

Division of Health Sciences at University of Panama

The creation of a Division of Health Sciences within the University
of Panama is seen as one effective way of improving human resource plan-
ning and training to meet the country's needs. The creation of such a
Division would be directed at centralizing the training orientation of
the major health professional groups, including doctors, dentists,
nurses and pharmacists. In addition, there could be created within
this Division the capability to train health and hospital administra-
tors and planners which are currently in very short supply and trained
outside the country.(])The increasing need for trained administrative
personnel to carry out effective administrative reforms and -integration
in the sector would be appreciably aided by such a program of training.
Having the training within the country is preferable to exterior
training, by having a curriculum more relevant to Panama's problems,
and less Tikelihood of losing the professional to foreign migration
after exposure during his training.

In-Service Training

The assessment has encountered needs for in-service training of
health professionals in several fields. Part of the training needs
results from employment of personnel such as nurse auxiliaries twenty

years ago, and later upgrading standards and requirements.

(1) Chart 23 "Situaci6n Actual”



-83-

An especially high percentage of administrative personnel,
particularly at CSS, have been identified as needing upgrading in
skills. To meet this challenge, several training programs for public
sector personnel have been established by MOH, CSS, University of
Panama, IDAAN and international agencies including AID, OAS, PAHO and
CELADE. The MOH, for example, runs training programs all year long,
for both technical and administrative personnel. But the objectives
of these programs are now aimed at forming a health team with an
integrated curative and preventive focus on the community. The
emphasis of this program is now on paramedical personnel. Observing
€SS training programs for their personnel in recent years show an
emphasis on the following areas: dental assistants and dentists,
upgrading of auxiliaries, new techriques for lab. clinician.

The University is especially involved in upgrading and expanding
nursing skills, particularly in specialty areas.

Financing the Programs

A11 of the programs outlined in this discussion have already been
initiated by GOP, except for the creation of a Division of Health
Science at the University. The importance of this fact is that the
programs are already proven technically and politically feasible, in
varying degrees. However, to expand them to the level to meet sector
TT) COFADE study of public sector training needs, 1972 appearing as

Cuadro 36, Anexo de Situacion Actual, de las Necesidades de
Recursos Humanos.




-84-

needs demenstrated in this assessment, additional financirng is needed
from AID or other donors. Training of 250 health auxiliaries is
estimated to cost $225,000-300,000, which is solicited from AID loan.
While the need for these para-profesgionals by 1980 may be as high as
1,000, GOP does not feel it can absorb the financial burden of sup-
porting more than this number by 1980, especially since the assistant
is part of an integrated approach including construction of health
posts, acqueducts, etc., the cost would be even much greater than just
that of supporting additional auxiliaries.

Evaluation Plan for Human Resources Programs

To evaluate accomplishments in health manpower programs cne must

relate the program outputs to objectives established in this area.

At an elementary level the evaluation can be one of process. HWere

the number of persons trained or produced which the programs were

designed to produce. At this level our evaluation can be based on:

1) Did the sector meet the goals of the GOP as adopted in relation
to the 10-vear Health Plan of the Americas (1971-1980). These
are clearly stated in Table 10, some had already been met by
1973. \

2) Did the proportion of trained personnel in rural areas increase,
and by how much.

3) Were enough health assistants (auxiliaries) trained to staff the
250 health posts to be created by this project by 1980. (Given a

20% attrition rate, some 300 would have to be trained).
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4) How many Yealth Comnittees were established and given training?

5) Were 400 community nurses trained and placed in rural areas and
dit the % of nurse auxiliaries working in rural areas increase?

6) Was a Division of Health Science established?

7)  How many personnel were attracted to rural areas by program
incentives, and by which specific incentives?

8) Did the Faculty of Medicine succeed in holding down enrollments?

9) Were salary differentials, personnel policies and productivity
norms equalized for CSS and MOH personnel in its integrated
provinces?

10) MWas centralized, coordinated human resource planning achieved,
it so, through what mechanism?

It will be seen that even at this level of evaluation a more
detailed plan for carrying out such an evaluation must be developed.
For example, some type of survey of doctors located in rural areas
would have to be given to determine what, if any, planned incentives
attracted them there. An evaluation scheme for the health committee
training program will also be needed.

A more in-depth evaluation would seek to 1ink zhanges in human
resources to changes in health services and even health status. While
direct causal links would be impossible to prove, an evaluation plan

could at least look for positive, strong ccrrelations. For example:
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Measure changes in morbidity or mortality status that occurred
in communities without access to this manpower.

Were additional health services received due to additional
personnel (by types of personnel).

a) Number of medical visits

. Correlated to decreasing
b) Vaccinations mortality and morbidity



Distribution of Health Sector Personnel - 1974

TABLE No. 1

Doctors | Nurses Dentists; Nurse Aux.| Lab. Tech. | X Ray Tech. Sanitary Inspectors

Total Panama 1,316 1,126 210 2,265 376 103 148
Total Rural 175 92 NA, N.A. N.A. N.A. N.A.
Total Urban 1,141 1,034 N:A. N.A. N.A. N.A. N.A.
Parama City 811 753 107 1,242 198 55 25
Coldn City N.A. N.A. N.A. 174 13 14 14
PROVINCES

Bocas del Toro 36 43 7 83 12 3 5
Cocle 43 22 12 84 13 6 10
Colon 81 69 10 147 24 6 15
Chiriqui 142 108 29 272 50 12 24
Darien. 4 3 2 16 2 - 3
Herrera 37 21 6 97 15 6 8
Los Santos 28 19 10 93 14 6 16
Panama 896 824 125 1391 229 62 25
Veraguas 46 23 9 82 17 2 21
Source: Situacidon Actual y Necesidad de los Recursos Humanos, Octubre 1975, Cuadros 27 and 31 of the Annex,

and Ministerio de Salud, Estadistica de Salud, 1974, page 24.



TABLE No. 2

RATIO OF SELECTED HEALTH PROFESSIONALS PER 10,000

POPULATION BY PROVINCE - 1974
Doctors Nurses Dentists

Total Panama 8.1 7.0 1.3
Panama City 15.2 14.1 2.0
PROVINCES:

Bocas del Toro 7.3 8.7 1.4
Cocle 3.0 1.5 0.8
Colon 6.6 4.9 0.8
Chiriqui 5.4 4.1 1.1
Darien 1.7 1.2 0.8
Herrera 4.7 2.7 0.8
Los Santos 3.8 2.6 1.4
Panama 12.5 11.5 1.7
Veraguas 3.0 1.5 0.6

Source: Estadisticas de Salud - 1974




TABLE No. 3

1974

Ministry of Health Caja Seguro Social

Total Health Personnel 3,528 6,410
Doctors 661 714
Nurses 611 . 343
Nurse Auxiliaries 1,533 760
Doctors/bed

Nurses/bed

Investment/ theoretical coverage * $114.39
Appointments

Medical Appointments

% Population served * 100% 36%

*

Theoretical coverage of MOH is 100% of population, and for CSS 36/ in
1974, But there will be significant increase in coverage during 1975, to
as many as 50/ of total population and 8%, of urban,
Source: MOH, Estadistica de Salud, 1974, p.17

CSS data from Situaci6n Actual, Cuadro 14 del Anexo

Note however, that when adding these totals the number is

greater than that reported by MOH for whole sector, possibly

due to some double counting.




TABLE &

Top Ten In-Service Training Needs of Panama Health Professional
and Technical Workers, 1974 (1)

Occupatior Number % ofEmployed
1. Nurse Auxiliaries 793 35.0
2. Nurses 226 20,0
3. Medical Technologists 197 52.4
k., Physicians 131 10,0
5. Sanitary Inspectors ' 60 . 35,0
6. Pharmacists Lo 45,0
7. Physiotherapists & Kinesiologlsts 31 70.0
8. Dietitians and Nutritionists 30 50.0
9. Radiologists 24 23,0
10, Biologists 24 L4o,o0

(1) Based on COFADE study of 1971 and projection of those figures forwarded

to 1974,



TABLE No. 3

1974

Ministry of Health

Caja Seguro Social

Total Health Personnel 3,528 6,410
Doctors 661 714
Nurses 611 343
Nurse Auxiliaries 1,533 760
Doctors/bed
Nurses/bed
Investment/ theoretical coverage * $114.39
Appointments
Medical Appointments

% Population served * 100% 36%

*

Theoretical coverage of MOH is 100% of population, and for €SS 367 in
1974, But there will be significant increase in coverage during 1975, to
as many as 5U/ of total population and 807 of urban,

Source:

MOH, Estadistica de Salud, 1974, p.17

€SS data from Situaci6n Actual, Cuadro 14 del Anexo

Note however, that when adding these totals the number is
greater than that reported by MOH for whole sector, possibly
due to some double counting,



TABLE 4

Top Ten In-Service Training Needs of Panama Health Professional
and Technical Workers, 1974 (1)

Occupation Number % ofEmployed
1. Nurse Auxiliaries 793 35.0
2. Nurses 226 20,0
3. Medical Technologists 197 52.4
L, Physicians 131 10.0
5. Sanitary Inspectors 60 35.0
6. Pharmacists L9 Ls,0
7. Physiotherapists & Kinesiologlists 31 70.0
8. Dietitians and Nutritionists 30 50.0
9. Radiologists 24 23.0
10, Biologists 24 Lo,o0
(1) Based on COFADE study of 1971 and projection of those figures forwarded

to 1974,



TABLE 5

HEALTH MANPOWER FROM PANAMA* ADMITTED AS IMMIGRANTS TO U.S.
HEALTH TECHNICANS

YEAR PHYSICIANS DENTISTS PHARMACISTS== AND TECHNOLOGISTS NURSES
1974 6 2 2 5 12
1973 13 0 1 5 16
1972 8 1 4 5 28
1971 6 0 0 2 29
1970 3 0 0 1 17

SOURCE: U.S. Immigration and Naturatization Service unpublished statistics

* Panama given as last permanent refidence.






Plan for the

TABLE No.

8

Current Panama

(M
Number to be Added to

Human Resources America Goal Situation (1974) 1980 Goal Meet 1980 Goal
Doctors 8 per 10,000 8.1 per 10,000 8.0 per 10,000 0
Dentists 2 per 10,000 1.3 per 10,000 2.0 per 10,000 176
Nurses 4.5 per 10,000 7.0 per 10,000 8.0 per 10,000 418
Pental Auxiliaries| 2.2 per 10,000 0 per 10,000 3.0 per 10,000 579
Nurse Auxiliaries | 10.5 per 10,000 14.1 per 10,000 24.0 per 10,000 2367

Sources:

Repliblica de Panam§.

(1)

E1 Plan Decenial de Salud para las Américas y Las Metas de Salud de la

Number of personnel to be added is based on estimated population for 1974, 1980 and existing
personnel as recorded in Table | of this chapter.
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RESOURCES IN RELATION TO PHYSICAL PLANT

In 1974, the MOH had a total of 203 installations, 25 integrated
and specialized medical centers, i.e., general hospital and rural hospi-
tals, 21 health centers with a maternal/child care annex, 52 health
centers without maternal child care annex, and 105 health subcenters.

While it is evident that advances have been achieved through the
expansion or remodeling of existing medical and sanitary facilities,
problems of poor maintenance in existing facilities and the unequal
distribution of beds and equipment ih the country persist. These
problems are aggravated by the construction of additional physical facil-
ities without studies being conducted beforehand as to the quantity and
availability of human and budgetary resources to assure the equipping,
operation and maintenance of the projects.

The health authorities recognize the value of conducting a detailed
study of the condition and use of facilities in the health system in the
country orior to constructing additional facilities. This resource
inventory is planned as an integral part of the Health Diagnosis. The
Diagnosis will also cover the estimated requirements for maintaining
installations and articulate the type of physical facilities required
for both rural and urban fringe areas.

This study is in its preliminary stage. With the on set of the
dry season (Decemter 1975), a more detailed analysis of all health
facilities around the country will be conducted. At the same time, an

inventory of existing equipment at each installation will be updated
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with the objective of determining the condition and adequacy in support

of the health services which the facility will deliver.

OBJECTIVE RELATIVE TO PHYSICAL FACILITIES

The objective is the provision of adequate physical installations

for health services throughout of the country.

STRATEGY

The strateqgy is:

1.

bringing up to adequate standard those facilities wnich

require repair.

New construction in those areas where physical facilities have
deteriorated to an extent that construction yields the better
cost/benefit rates, and

construction in areas where physical facilities do not present-

ly exist.

PROPOSED PRCGRAM

The proposed program can be summarized as follows:

1.

Constructing health facilities with emphasis on rural and
urban fringe areas.

Repair and remodelling of existing facilities.

Establishment of a maintenance program for physical facilities.
Equip and maintain basic equipment necessary for use in the

facilities.
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Financing of the Health Sector

Expense Budget of the Health Sector

The budgec for expenditures of the Health Sector, in nominal terms,
and including only the CSS, MOH and IDAAN and the Department of Col-
lection, increased at an annual rate of 15.3% during the period 1970-
1974, or from 83.6 M in 1970, to 147,.9 M, in 1974,

Because of the economic semi-recession situation now prevailing in
the Republic of Panama, and the impact produced by the inflation, due
to the increase in the cost of living, it would be convenient to ana-
lyze the budget assigned to health from a realistic point of. view,

It has been observed that in spite of the substantial nominal
budget increase, the acquisition capacity decreased in 1974; in other
words, the infiation and the recession have affected the acquisition
capacity of the funds available to the health sector for providing
health services, Nevertheless, there was a considerable jncrease in
the delivery of these services, The modifications in the health in-
dicators throughout these years clearly show the benefits cbtained in
the communities with respect to same,

It is expected that the budget for the healtl sector will be in-
creased by 25/ as a result of the health services provided by the CSS
and the expansion nf the population to be covered by said institution,
as well as by contributions from the MOH and I1DAAN and particularly,
once the integration of the health sector takes place.

Financing by the Ministry of Health

The Ministry of Health has an average participation of 16% in the
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total GOP national budget during the 1970-1974 period, For this period
the total GOP budget increased at a rhythm of 10,4 per year; the Ministry
of Health increase was 8.8% per year, The relation of the Ministry of
Health budget per inhabitant varied from $13,37 in 1970 to $21.73 for
1974.' Although there is an increase per capita in the budget per in-
habitants, this characteristic is only significant in Bocas del Toro,
with a budget of $46.44 per inhabitant,

The analycis of the budget distribution according to the expense is

as follows:

DISBURSEMENTS ACCORDING TO EXPENSE
(B/ MILLIONS)

Expense 1970 1971 1972 1973 1974
Personnel Services 12.0 15,1 17.8 19.3 20,6
Non-Personnel Services 0.5 0.6 0.7 0.7 0.6
General Expenses L1 4,5 5.4 5.4 5.6
Transferences 3.5 1.2 1.1 1.0 1.0
Other Financial Dis-

bursements 0.0 0.1 0.1 0.1 0.1
TOTAL., . . . . . . . .. 20,1 21,5 25,1 26.4 28.1

Three-fourths of the total outputs are assigned to personnel serv-
ices. This line item for the period 1970-1974 increased by an annual
rate of 14,5/, The breakdown of the personnel services for fixed

salaries, representing 96,1%, is as follows:
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Administration 36.47, Environmental Health 9,6%, Maternal Child Health
24,2/ and Adult Health 29,8/,

The second important expenditures are the general expenses, includ-
ing food, fuel, materials and Supp]igs, 92.5/4; the highest amount as-
signed to the Health Sector,

The following chart shows an analysis of the distribution of out-

puts by the Ministry of Health, accosding to programs:

DISBURSEMENTS ACCORDING TO PROGRAM
(B/ MILLIONS)

Program 1970 1971 1972 1973 1974
Administration L.8 8.6 5.1 9.2 9.9
Environmental Health 1.9 1.6 2,0 2.5 2.5
Maternal/Child Health 5.6 L,6 5.5 6.0 6.3
Adult Health 7.8 7.3 8.5 8.6 9.3
TOTAL, + . v v v e v e v 20,1 21.5 25,1 26.4  28.1

The characteristics regarding the distribution of the Expense
Budget of the MOH by Provinces is shown below. The average increase of
the nominal budget ot the MOH was 117, but upon closer examination of the
chart, we find this with the exception of Panama and Colon, the rest of
the provinces had a high increase according fo the Government policy to
relocate a greater amount of resources in the Interior and rural areas

of the country,
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the Nominal and Real Expenses of the Ministry of Health

By Province - VYears 1970 and 1974

PROV INCE 1970 1974

N _ Nominal Real Nominal Real
LOTAL, 13,96 11.95 18.52 12,13
fueas del Toro 2.67 2.28 4,90 3.21
tocla L,60 3.93 6.70 4.3y
RTARETS 7.4 6. 11 9.06 5.93
Chiviqui 5,61 4,80 9.19 6,07
Darién 6.7k 5.77 10,74 7.03
Herrera 5.67 4,85 8.81 5.77
Les 5antos 8.73 7.47 30,36 19.8%
Panamd 26,43 22.61 30.25 19.61
Veraguas 3.30 2,82 5.91 3.87

The annual increase rates in the budget are as follows:

lTotal was 10,5/, Bocas de! Toro increased to 20,0%4; Coclé, 12,67, Cols

8.97.

Ihe hichest expenditure per inhabitant can be noted in Los Santos,

at 30,36 and Panama at 30,25 per inhabitant,

The remainder of the

provinces have rejations lower than the per capita of the Republic of

Panamd Lhat reach 18,527,

A chart on the internal composition of the distribution of the bl

get of the Ministry of Health is shown, in order to point out how th«

relative participation has decreased in Panamd from 76.4% in 1970 to



-93-

69.9% in 1974,

Internal Structure of the Budget in the Province of Panama and its

Relation with the Rest of the Provinces in the Republic

PROV INCE 1970 1974
TOTAL, . . . . . . . .. 100,0 100,0
Bocas del Toro 0.0 3.1
Coclé 1.5 2.6
Colén 3.0 6.2
Chiriqui 3.7 9.5
Darién | 0.0 . 0,2
Herrera 1.3 2,0
Los Santos 0.7 0.9
Panama ' 72.5 73.5
Veraguas 1.0 2.0
Others Classified 16.3 -

It is important to note also that the expenditures and distribu-
tion at the provincial level, the Province of Panama has assigned 70%
of the total budget and more than 60% of the total budget from the
Ministry of Health in expenditures for personnel services,

This is one of the situatiéns that must be modified by means of
a change in the budget policy, and the integration of the health serv-

ices,
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The Children Hospital and Hospital José D, De Obaldfa, operate
under a patronage, together with the Ministry of Health,

Basis for Financing a Patronage

l. It is part of the State

a) a grant assigned by the State under the national budget

b) contribu*ions received from the Municipalities

c) contributions from the CSS for providing services to the

population insured.
Il. Contributions from the Community

a) for the purchase of health services

b) for the payment of fines due to traffic violations
1. Contributions from private enterprises and international organjza-

tions in money, materials and equipment,
The Board of Directors of the Patronage, together with the Ministry of
Health, the Ministry of Planning and Economic Policy and the Contralorfa
are responsible for the administration, The Minister of Health or his
representative presides the Board of Directors, the Ministry of Planning
and Economic Policy allocates the resources, and the Contralorfa controls
the services provided, As a general rule, a Patronage has its own sources
of incomes, budgeted per year,

I't should be pointed out that percentage of increase in the incomes
is around 60% for the 1970-1974 period, and the percentage of increase of
the expenditures, 56% for the same period, The Patronage grows at a much

faster pace than the rest of the MOH facilities.
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Financing of the Caja de Seguro Social (CSS)

From the income and expenditures aspects, and the social security,
the CSS is the main institution that provides health services, The
1970-1974 period is characterized for having an annual average increase
of 13.7% of its income budget, as a result of the policy to increase
the benefits in the insured sector under the Social Security Program,
as well as the incorporation of the marginated groups in the agricultural
field, such as asentamientos, to the social health programs, including
also the initial portion of the workmen compensation plan, The serv-
ices provided by the CSS deal particularly with administration, illness,
maternity, disability, old age and death; workmen compensation and in-
vestments, The latter is not considered to be a social security program
but it is looked upon as an intermediate or income generating program
to be used as a source for obtaining funds destined to cover the ex-
penses or costs for human resources and/or other outputs,

According to the budget classification, a large amount of the
quotas paid by the insured are from private employees, the central govern-
ment and decentralized institutions, The non-official activity accounts
for financing more than 50% of the income required by the €SS, As an
average, the employer pays for 57 of the fees, and the employee 43%.

When comparing the relative expenses produced by the social security
program, with the fees paid by the employees, this relations tends to
decrease, that is to say, the expenses for the delivery of services for

the employees increase at a faster rate than the incomes contributed



-96-

through fees, The Expenditure or Output Budget of the CSS showed an
average rate of increase per year of 16,.4% for the 1970-1974 period.
While the population covered considering those insured and their de-
pendents, increased for the same period at a rate of 13.4%. The budget
relationship between the population covered shows the following varia-
tions:

In 1960, the nominal budget was 148,10, in 1974, 164.08. Never-
theless, the real budget in 1970, when applying the deflation factor,
was 126,07 and increased to 107,05, in 1974, The dependant population
receiving benefits from the CSS has grown during the 1970~1974 period
at an average of 18,2%, and presently the number is much higher than the
paying fees,

The following chart shows the movement in the budget of expenditures

as related to the expenses, compared to 1972-1974,

EXPENSE 1972 1974
TOTAL, . ., . . . ... ... 100, 0 100,0
Personnel Services 22,1 28.3
Non-Personnel Services 1.8 2,0
General Expenses 11.1 12,1
Transferences 35.1 4o.3
Other Financial Expenses 1.8 3.3
Public Debt ' - 2.8
Investments .4 11,2

Other Expenses 13.7 -
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In relation to the Expenditure Budget of the principal programs of
the CSS, administration, illness and maternity, disability, old age and
death, workmen compensation and investments, the following chart shows
the expenditures per program over the insured population and all its
components, and represent a significant increase. This is due to the

increase in the demands made by the population,

(In B/ MILLIONS)

PROGRAM 1970 1974
TOTAL. . . . . . .. ... 148.09 161.93
Administration 9.77 9.97
I11ness and Maternity 64,27 71.03
Disability, 01d Age, Death L, 67 43,47
Compensation Plan (Workmen) - 12.89
Investments in Facilities 4,10 24,56

The administration program deals with the functions of this pro-
cess within the institution,

The Il1lness and Maternity Program provide a series of services, and
half of the expenses for 1974 under this line item correspond to fixed
salaries,

The disability, old age, and death program is of special importance,
In 1972, the output was 21,2 M, in 1973, 22,5 M, and in 1974, 23,2,

The workmen compensation program has as its fundamental basis, the
prevention of accidents on the job, the improvement of the services to

prevent the illness resulting from same,
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The Investment Program increased in 1972: $15.8 M. were used, in
1973, $14 M, and $13.4 in 1974, It is important to note the rate of

increase of expenditures per province,

RATE OF GROWTH

1970 - 1974
Rate of
PROVINCE Annual Growth
Bocas del Toro + of 200%
Cocleé 33%
Colén ' 39%
Chiriqui 74%
Darién + of 100%
Herrera Lo
Los Santos 23%
Panam4 168%
Veraguas ’ 36%

In relation to the internal structure or participation of the
expendi ture designated to each province with regards to the total,
it is evident that the Province of Panama holds more than 70% of said

budget.
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YEARS
PROV INCE 1970 1974

TOTAL. & v v v e v e e v 100,0 100.0
Bocas del Toro 0.6 0.8
Coclé 2.7 2.9
Colén 4,8 L.5
Chiriqui 6.6 8.0
Darién 0.8 0.9
Herrera 2,1 2.3
Los Santos 3.2 7.4
Panama 76.4 69.6
Veraguas 2.5 3.2
San Blas lIslands 0.3 0.4

It is expected that the integration program in a sole system of
health services will rationalize this type of expenditure,

Financing for the National Institute of Aqueducts and Sewerage (iDAAN)

The IDAAN is an autonomous entity of the State created by Decree
Law #98 of December 29, 1961, In Article 2 of the Constitutive Law of
the I1DAAN are contained the objectives of the creation of this institu-
tion:

The IDAAN will nave all the functions related to the planning, in-
vestigation, design, administration, construction, inspection, operation,
maintenance, and exploitation of the systems of aqueducts and sewerages

of the Republic of Panama., It does not have any distributive function
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as an explicit objective, therefore it is supposed that the endowment of
the products of the IDAAN should be made at such prices as to imply a
normal, social income for the investment, The idea is that the flow of
benefits should be such that they imply a normal income for the invest-
ment, This aias administrative efficiency and the use of resources in
general, because, were it not so, the normal income would imply a net
social burden, in other words, prices higher than what would bz socially
justified. We quote between the productive and distributive indicators:
I. Water consumption per capita, distribution of consumption of regional
water, population benefited by the sewerages, distribution of the
regional financial burden and effective costs of regional production,
net global and regional economic subsidy, The costs of the invest-
ments of the IDAAN are paid by means of an assessment of values.
Not only the capitalized costs during the period of construction,
but all those costs that have to do with the administrative portion,
maintenance improvements, etc,, of the fixed assets, The sewage
system when charged by values is similar to the case of the water,
The structure of the existing price in the IDAAN that justifies a
certain system should be such that would allow for a normal nominal
income, The best «i a short term period might well be to only
recuperate the inevitable costs, those called variable, That is,
it may be erficient enough if it is operating wi:'h losses in the
short term in the price, but of course not if this should become

permanent, The problem that arises here is distributive. To be
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more precise, what we can say is that the fact that the IDAAN is

earning less than is normal, this does not necessarily imply that

after tne adjustment for inefficiency, there exists a bad price

policy.
Objectives

In regards to the financing of the health sector, the objective is
to rationalize the cost of the services trying to achieve the maximum
of the benefits, The strategy for this purpose rests in the integration
of the resources and the financing of the health sector in a joint man-
ner, in order ctoc avoid the duplication of services and to obtain the
maximum of benefits, The program is based on the integration of the
administrative and accounting systems of both institutions., The man-
ner of evaluating this system will depend on the results that will be
obtained in the integrated provinces in relation to the decrease in

cost/benefit and in relation to the cost of the different services,
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PLANNING ANALYSES OF THE CHARACTERISTICS OF PLANNING

INTRODUCTION

For many years, the Republic of Panama has made significant efforts
in the field of planning, by formulating health policies with general as
well as well-defined objectives for setting specific goals, with the
purpose of solving the community health problems. The country partici-
pates in international planning activities, such as designing its own
policies within the contextures set forth in the Charters of Punta del
Este, in 1961, and Santiago, Chile, 1972, which established the goals and
specific strategies to be carried out for each respective decennial for
improving the health level in the Americas. The Decennial Plans represent
methods for accelerating the socio-economic development of the countries.

The Republic of Panama has used the facilities provided by the Pan
American Health Planning Center, in Chile to train a group of multi-
disciplinary professionals in the sector in basic and specialized method-
ology in Health Planning, as well as to develop three basic courses in
planning and two specialized courses on the same subject, at a national
level. In both cases, 1 OPS/OMS and also the Pan American Center for
Health Planning have provided technical assistance. This type of train-
ing has made availeable adequately trained personnel in the techniques of
planning and preparation of norms for providing health services. By
utilizing these techniques, the sector can identify the areas of major
problems, and develop alternate plans to solve a great portion of these.

The availability cf a system, methods, and techniques, developed accord-
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ing to their own characteristics, allowed for the solution of the health
problems, by means of a better utilization of the resources and adequate
tools, and relied mainly on a modified program schematic of CENDES/OPS,
which permitted the establishment of health policies and appropriate
planning areas.l/

It was neczssary for the two main units of Health Planning in the
public subsector (Ministry of Health and Social Security) to take this
decision, due to the difficulties encountered in obtaining useful infor-
mation related to: efficiency, cost coverages, useful levels of protect-
ion, norms, financial aspects, human resources, elc., and the correspond-
ing program services, training and investments in the different planning
areas.

During the first "Seminar on Health Planning for the Central Ameri-
can Isthmus", these difficulties were pointed out, and they clearly
showed that:

"Progress has been achieved in some formal aspects and that the
operation and implementation of the process of planning health services
has not had the same dynamism", therefore, the analysis made was not
able to detect that some obstacles worthy of being mentioned are hamper-
ing the normal development proves, as follows: "the multiplicity and

lack of coordination of the institutions within the health sector"

1/ See corresponding charts in Annex, (Policies and program areas,
Timitation of the rural and activity areas in the Health Sector of
the Republic of Panama. List of the activities considered to be
related specifically to the Health Sector.
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"The inadequacy of the support of the administrative system"

"The deficiency in the information of the health statistics system,
financial aspects and human resources, etc., to properly support the re-
quired process".

Nevertheless, the efforts contributed in the different aspects,
made it possible that in Panama in 1970-1974, the planning process, with
its main components of formulating policies and strategies, as well as
integral planning, has remained active and under constant surveillance,
evaluation and updated. What is important is that the health planning
process has remained, as well as its interrelation to the integral plan-
ning process of the country. In this regard, special mention should be
made of the fact that as of 1970, the inputs carried out by the public
health subsector, particularly by the MOH, through its Organization and
Education of the Community Program, stated in Decree No. 401, of December
29, 1970, has tried to respond, through quantitative measures, not yet
clearly defined, to the often asked question "Does the system for Health
Planning take into consideration the basic aspects related to the partic-
ipation of the comments, not in a limited traditional and classic fashion,
as in the past, but instead with the dynamism and effectiveness as pre-
sently occurs? In other workds, with the awareness of what it means for
such system to es*ablish indicators that will quantify each one of the
characteristics at the health levels of the communities; are there ele-
ments of judgment that will help measure and quantify the efforts made
by the community to resolve their own health problems? The answers are

still under investigation and in the future, it will be the task of the
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Department of Education and Investigation of the Ministry of Health,
under which tke Program of Organization and Education of the community,
operates together with the Departments of Planning of the four main agen-
cies, to design the corresponding quantifiable evaluation forms. In any
case, if planning is taken as a mere technical act, the deficiencies
found therein could be solved by improving the working tools. Nonethe-
less, it is easy to find that when diff{cu1ties arise, these reach a
lower level, and the causes are more complicated. This has been the
case in Panama, as far as how the situation stands in health planning
process, in the years 1970-1974. The fundamental reason is within the
planning process nature in itself. "Planning means essencially the
selection among alternatives, and the utilization of the limited re-
sources in such a way, that the specific objectives achieved are based
on an assessment that covers all the identifiable relevant factors.

The outstanding factors, include among others, the social and po]%-
tical, as well as the economic structures of the countries implementing
the plan."

[t is important to point out that during the period 1970-1974,
particularly from 1972 on, an adequate degree of coherence have been
found in the health policies and the policies related to the development
of the country, and the health conditions. By this same token, there
has been an adequete amount of coherence in the plans and programs of
the health policies and the strategies for their implementation. At

this point, it would be advisable to re' iew the document on "The Decen-
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nial Health Plan for the Americas and the health goals of the Republic

of Panama" of 1972, wherein these aspects are clearly indicated. On the
other hand, in}order to execute the programs, the budgets nrepared during
this period, responded with some degree of coherence, altkhough not at all
perfect, with the plans and programs approved. Although the responsibil-
ity of implementing the budget and the relationship to the budgets pre-
pared were very good (+ than 90%). Added to this, was a good amount of
adequacy and coherence in the administrative structures, the technical
norms and the administrative dispositions related to the plans and pro-
grams, and the goals and activities determined in the budgets.l/ None-
theless, in the annual evaluations particularly at the ministry level,

it could be ascertained, in general terms, the degree of attaining the
goals and carrying out the activities was regular (va]ues a little less
than 50% to 75%). The explarations for this are varied. Although the
relationship between the coverage and the volumes of production reached,
and the population groups, geographical areas, etc., considered to be
priorities, were taken into consideration.

Health Delivery System

Since 1961-1962, the Ministry of Health, then the Ministry of Labor,
Social Welfare and Public Health, began to practice the concept of inte-
gral health, by eliminating the old structure of "preventive medicine"
and "curative medicine". The activitities planned were implemented in

the three sanitary regions and the medical-sanitary areas belonging to

1/ See corresponding chart on activities in Annex
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each of these, according to their creation through the technical and ad-
ministrative orders 12-13-14-15, prepared by the General Health Adminis-
tration in February of 1962. Up until 1974, these activities were devel-
oped within an organization formed by three specific levels; Ministry,
General Health Administration, with its normative services, and the
Health Regions, with local services. On the other hand, the implement-
ation of the activities planned, were carried out in two different ways:l/
the ones carriec out by the so-called Central Command Programs, such as,
the National Malaria Eradication services; the National Anti-Tuberculosis
Campaign, the Rural Agueducts Program and the Water Well Drilling Depart-
ment of Sanitary Engineering, and the activities developed at the local
level by the Health Institution of the Medical-Sanitary areas, known as
"horizontal types program". Actually, as of 1974, it was decided to
change this organization of three regions, to a provincial organization,
when all the activities planned are executed.

Of the three agencies, namely, Ministry of Health, IDAAN and Caja
de Seguro Social, the Ministry of Health utilizes the two techniques for
prevention of the reform of its vertical as well as horizontal program;
meanwhile the Caja de Seguro Social developed its activities with a signi-
ficant percentage through the technique of repairs, and IDAAN, logically,
100% through means of a preventive technique by supplying potable water

and construction of sewages, and the waste in the metropolitan area.

1/ See corresponding chart on activities in Annex
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The Health delivery system has tried to include all the areas of
the country and for the final activities in the different programs accord-
in§ to the health policy formulated, and approved, by means of a region-
alization and sectorization system, carried out in the four areas re-
quiring health services. This programs lends particular attention to the
village grouped in the rural areas and the marginated areas in the urban
zones. Also, thircugh the water mobile units program, put into effect in
early 1972, the health services and extended to areas of difficult access,
through planned medical-sanitary trips.

The development of the health delivery system operates in the Minis-
try of Health, at three levels; (a) at the national level, through the
Department of Health Planning and the Program Department; (b) at the
regional level, by the Provincial Health Administration; (c) at the local
level, by the different disciplines pertaining to the health areas and
institutions.

These program goals are a conscious effort of the need to cover the
volume of the demand, enhance the coverage and define the outputs, but
they are somewhat apart from the budgetary counterpart. This line of
work should be intensified until the operation levels utilize these
assessments through a functional plan, because what has been calculated
and designed until now, have not included this characteristic. The
implementation of what has been planned is carried out in the institution
at the Tocal levels. The system used for the planninghas been varied and
with different poiats of view beginning with the tendencies of the demands,

by a predetermined period of time, and/or the use of resources coming from
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different sources. In.1973 and 1974, plans were made for the integration
of the Province of Colon, Bocas del Toro and Herrera, Los Santos, of the
Azuero Region, with the participation of the national and local levels,
with the technical assistance of OPS/OMS, following somewhat closely,

but modified CENDES/OPS method. In both provinces there are personnel
resources in health planning, which have participated in collaborating
with the respective plans. The Ministry of Health planning is related
with the achievement of yearly goals for different final activities
determined by health institutions, medical-sanitary area, and provincial
health regions. Some of these final activities correspond to specific
programs approved within the established health policy. Fundamentally,
these refer to: medical consultations, outputs, dental services, vac-
cinations, various types of inspections, domiciliary visits, insecticide
fumigation of houses, epidemiologic evaluations, water supplies, waste
disposal, insect, rats and arthropods control; community organization,
food supplies, community garden, poultry and fish projects (within the
Programs of Administration, Maternal Child Care, Adult Health and Environ-
mental Health).

The specific planning in the field of nutrition has been directed
particularly towards solving the problem in four specif areas: (1) low
protein and calories malnutrition; (2) nutritional anemias in pregnant
women; (3) endemic goitre; and (4) hypo-vitaminosis A. To this effect,
it has heen projected as a goal for 1975-1976, the establishment of a

national policy for food and nutrition biologically oriented. On the
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other hand, since 1974, a complementary nutrition program has been estab-
lished, which attempts to reach the more vulnerable groups. This program
to date is insufficient, because it only corresponds to one province
(Veraguas). Nevertheless, it is being planned to obtain more resources
to expand the program towards other areas. The resources of skilled per-
sonnel available to cope with what has been planned in the field of
nutrition, ar: located in three levels of action: (central, intermedial
and local).

In the case of the Social Security, the health delivery system part-
icularly refers to the medical consultation activities, dental services,
hospitalization, home visitations and vaccination; within the Health,
Maternity and Workmen Compensation Programs, while in the case of IDAAN,
the final activities are related to the water supply, waste disposal and
trash collection,

IDAAN has gone ahead to improve its operational capacity through
method and procecures that will permit them to strengthen and become more
technical in the organic structure, its resources and productivity. For
this they have under contract consultants from OPS/OMB, who are presently
active. Also, they have enforced the policy to investigate pre-investment
studies and the compilation of the necessary information to obtain ex-
ternal and/or internal financial assistance for implementing important
projects. Also within the institutional reform programs carried out by
IDAAN with the technical assistance from OPS/OMS, they are contemplating

the improvement of the administrative process required to efficiently
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carry out their operation and development program plans,

Up to the present time, IDAAN has followed international norms
(0.M.S.) for the control of the potable water quality, but it intends
to develop a program to set their own norms. Also by means of new tech-
niques, it promotes the community self-help for providing water supply
to the rural areas. They have succeeded in establishing the BRID, IDAAN,
Community Financial Plan, with the programs developed with the aid of a
loan from BID, whereby the community contributes the non-skilled labor,
some Tocal materials (sand, gravel, etc.) and some cash, which is under
control by regulations. On the other hand, the institute includes among
its action policies, preventive planning and the training of personnel
in the potable water systems and sewage, in the routine activities to
cope with situations caused by emergencies or natural disasters, In the
last five years, IDAAN has been in charge of the waste collection in the
metropolitan area.

Programming of Human Resources

The agencies comprising the sector tried to develop their final act-
ivities during 1979-1974, without the required amount of personnel on
hand. This effort was carried to such an extent, that the Ministry of
Health tried to incorporate into its technical team, resources from the
communities, to implement its four basic programs. This is one of the
few physical and human resources available to the agencies in the sector
to carry out their programs, and is under the process of being ration-

alized through the system of sectorization, and the progressive imple-
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mentation of the community health delivery system, which involves an in-
creasing participation of the populace in the health activities, of which
they are part of.l/

During the Second Seminar on Health Planning, September/October,
1973, we find that in 1971:

a) There is an increased concentration in the capital city of

the professional health resources,

b) The rest of the country, with over 1.0 million inhabitants
has oniy 35.6% doctors, 29.7% nurses, and 37% dentists, this
further shows the shortage of these professionals outside
the metropolitan area.

c) There is a need to train health professionals in accordance
with their needs, as well as to redistribute the existing
resources following the policy developed.

Notwithstanding these parts, as of 1975, necessary steps are under-
way to organize an appropriate training program for these resources,
Consequently, the Ministry of Health has incorporated within 1its organ-
ization, the Department of Education and Investigation, which together
with the respective specialized departments, will have to determine the
number, type, distribution, and utilization of all the personnel neces-
sary to cope with the activities planned for this year,

On the other hand, the Faculty of Medicine has just created the Medi-

cal Education Unit, in order to be able, at a national level, to coordi-

1/ Article No. 108 of the National Constitution
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nate and plan the pre and post graduate education of the doctors in the
country. This program will be carried out jointly with the Ministry of
Health and the Social Security (CSS). It is important to point out that
for the past three years, the formation and better utilization of the
medium and basic personnel has been under consideration as a change agent
in the health delivery systems. With this in mind, -he Ministry of
Health, in coordination with other countries in the hemisphere, are
seriously considering this strategy as being fundamental in s¢iving the
shortage of technical personnel, especially in the rural areas of the
country.

The recommendation to use this type of personnel was establishing
at the Seminar on Human Resources, held in Medell7n, sponsored by FEPAFEM
(Panamerican Federation ;f Schools of Medicine), and the International
Center for Research and Development (CIID) of Canada, in January 1975,
with the participation of a large number of Latin American countries.

Planning for the formation of medical resources is held at the
School of Medicine, of the University of Panama. There are many doctors
that have graduated abroad. The National University graduates odontolo-
gists, pharmacists, and nurses, as well as another type of personnel which
at some given time will be working in the sector. In all these cases,
the planning is not done in completely coordination with the agencies
utilizing the different services within the sector, neither are the numbeg
characteristics or requirements taken into consideration for their form-

1/
ation and/or curriculae, except in the cases of "specialized courses

1/ See chart No. 4 of Annex
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for programming“. Since 1972, there has been a community nursing school
in the Province of Los Santos, with a training program that tries to
reach the real need for this type of personnel to be used fundamentally
in the rural areas. It has been in operation for the past two years.

The program for the remainder of the other aiscip1ines and personnel
is carried out independently, not only by each agency in the sector, but
rather through decisions, many times apart from each other,

Health Institutions and Facilities

The planning of the health institutions and facilities has been
carried out in a very independent manner, by either one or the other
agency in the Sector (MOH, CSS). Nonetheless, in the last two years
(1973 and 1974) :here have been significant progress in the programming
by both agencies, due to the responsibility they now share under Article
107 of the Constitution of 1972, which calls for the "integration of the
resources of the institutions that form the sector". In this joint plan-
ning, the Ministry of Planning and Economic Policy has played an import-
ant part by ascertaining that both agencies utilize their resources in a
rational manner.

At present, there is a Committee, at the national level of the Min-
istry of Health and the Social Security, and together with the Ministry
of Planning and Economic Policy (MPPE), is completing an assessment to
request an external loan to improve the physical resources. This study
should be completed by the second semester of 1975 and the improvement

plan should begin by 1976.
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Financial Programming

If the IDAAN investments were added to the health budget, as well
as those from the CSS, the percentage assigned to health would be over
30% of the national budget. From 1970 to 1974, this amount has increased
steadily.

The Ministry receives 10% of the national budget, also incomes of
about 5% from the most impertant municipalities, and considerable con-
tributions from the communities through the health committees, which in
turn also share with the technical equipment of the Ministry, the respon-
sibility, administration, supervision and evaluation of the programs, as
well as the utilization of the Administration Funds of each hospital.

The budgetary contrituion by the CSS from the special insurance’
fees paid by the employees of 6.75% of their gross salary, and 9.5%
contributed by the employers according to the salaries of the employees.
Besides the investments, the Caja assigns to Health approximately 25%
per year of its total income. The IDAAN budget comes from the national
budget, and the contributions made by the users. Health also has re-
sources from international agencies, through loans specifically obtained
to strengthen the investments programs.

On the other hand, the CSS has contributed in a dynamic manner to-
wards this rationalization of resources, by further contributing funds
in the form of loins, at long term and low interest rates to the MOH,
for the renovation of an institution with prestige such as is the

Hospital Santo Tomas.
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As of 1973, in accordance with the legal rights bestowed to them,
the Provincial Coordinating Councils in the entire country have partic-
ipated in the draft projects for investments corresponding to each
municipality and district in each of the nine provinces.

The result of the action, in some cases, has been a request for
construction, remodeling, or repairing institutions, which is not pre-
cisely the best solution, according to technical recommendations. Never-
theless, through direct orders received from the higher levels, in the
sectors and the Ministry of Planning and Economic Polciy, it has been
possible to rationalize and adequately prepare the provincial plans for
investments in health, at short to medium terms, based on the criteria

of priorities.



-117-

BUDGET PREPARATION:

The operational budget for the three agencies, MOH, CSS and IDAAN,
is prepared to contribute annually with resources for financing personnel
services and operational expenses of each agency, on a short-term basis.
Its preparation complies with the legal obligations to request funds in
behalf of the MOH, to the Central Government, through the MPPE; and the
€SS and IDAAN should approve this request through their Board of Direc-
tors. The annual budgets for incomes and disbursements is also approved
in the same manner.

In the case of the MOH and IDAAN, there is some relationship bet-
ween the planning and the budget, particuarly to the latter. This
relationship is not as close with the CSS.

Presently, the MOH, as well as the CSS, prepare their budgets based
on programming, but they are handled according to the type of expense
incurred.

The budget base on a program permits allocations of the financial
resources to be riade in a reasonable manner, and at the same time, turns
the budget into an instrument of great efficiency for the implementation
of long-term programs. The Organic Guidelines of the MOH, states this
concept very clearly in Article 69, as follows:

"The operational budgets are the financial expression of the work-
ing plans and they should include the distribution of the allocations
and sub-allocations, the different regular line items, and contributions,

as well as the expenses shown by the totals calculated for investment
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in the activities planned for the year. The operational budget or
program budget must include the detailed specifications of the activities
planned, their volume and cost, the total amounts calculated and their
equivalent."

This system of preparing a budget is relatively different in the
three agencies. The MOH for the past five years, has been using the
method of appointing a Committee at the national Tevel, made up of per-
sonnel from the Budget Department of Health Planning, to obtain informatio
at the local Tevels, and prepares draft budget projects for each year,
These are then analyzed and approved in final by a decision at the
Ministry Tevel. This document is then submitted to the Executive for
consideration, after it has been analyzed by the Ministry of Planning
and Economic Policy.

The figure requested in the budget must be close to the amount shown
as the budget ceiling for that year by the MPEP. During the last years,
there has been a relative increase in the funds approved through this
budgetary produce.

It is important to point out that since 1974, when the integration
system between the MOH and CSS was put into effect, in three provinces
(Colon, Bocas del Toro and Veraguas), and Tater on in two others (Los
Santos and Herrera), the preparation of the budget has improved because
of the coordination between these two agencies.

Each year the technique becomes more polished and the purpose is

to prepare a single provincial budget with funds providing from both
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sources. This paves the way to what is textually declared in Article

107 of the Constitution: "That the resources the State invests in the
Health Sector would be of greater impact if they were utilized in a
reasonable manner", since this is the substance and basis of the inte-
gration system. This procedure has made it possible for the past two
years to disregard the hypothesis that all health problems can be solved
by increasing the budgetary activities, as well as the personnel. A
serious analysis from a multidisciplinary point of view of all the
provinces, the resources available, and their utilization, have made it
possible to find the errors in coordinating and integrating, situations
showing a lack of common sense, internal contradictions, and these types
of problems in most cases, cannot be overcome by increasing the funds.

On the other hand, the provincial directors ot health, together with
members of the community, and members of the Municipal Health committees,
participate in the preparation of the budget each year, if the respective
contributions of both sources are included.

Intra and Intersectorial Coordination:

Within its formal organization, the intra-sectorial coordination
has been depending mostly on the legal support permitted by certain laws,
such as Decree 331 of 1966, which calls for a National Committee for
Health Planning; Decree No. 1, of 1969, establishing the Ministry of
Health, the Organic Bylaws of the MOH, the Organic Law for organizing
the CSS and IDAAN. The Board of Directors of these two agencies is

presided by the Ministry of Health.
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It is important to point out that during the last four years the
activities of the National Committee for Health Planning have been at a
standstill, and this has caused separation among the institutions in the
sector; it cannot be assured whether this is due to cause or effect. It
seems they were not organized at the same time, nor under the same
conditions that establish and legalize the planning procedures.

As of 1973, by decision of the Chief of Government, the process of
integration took place between the two main agencies that offer medical
services, that is, the MOH, and the CSS; this in turn further accelerated
not only the concept of coordination, but also the integration process.

The integration of these two agencies has also been responsible for
improving the relations with the MPEP, particularly in the field of in-
vestments. By the same token, in one of the integrated provinces, namely
Colon, since 1973, it became possible for these two agencies to also
work with the School of Medicine of the National University and with
FEPAFEM and A.1.D. to jointly develop projects for training and delivery
of services, It is expected that in the future, the same coordinated
and integrated system will work in the other provinces. On the other
hand, in order to ascertain the necessary planning and implementation
of the Integrated health services at a national Tevel, the organism in
charge of this responsiblity is presently being organized by high level
professionals from the CSS and the MOH, "National Committee for the
Integration of Health Services (CONAISA)."

This unit, besides determining in a professional manner the policies

and strategies necessary to produce the changes that are inevitable for
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realizing the objectives of the Integration in the Health Sector, will
also have other specific duties such as, technical advisors in matters

of planning and programming; preparing projects for the norms and
requlations pertaining to the administration; study and recommend solu-
tions to the financial problems, make recommendations to incorporate and
organize the personnel from the integrated systems, participate in the
preparation of draft projects for laws and rules related to the implemen-
tation process, etc. At the present time, the Committee is in the
process of organizing to work more efficiently.

However, in regard to this, it must be kept in mind that the tech-
nicians from the MOH as well as the CSS, are working together to make
sure results are for the benefit of the communities. These projects are
carried out at the national level and through the health delivery system
in the institutions. As an example, we can mention the different activ-
ities in which they are engaged together such as, statistics and filing
systems, logistics, planning and desiy:y of buildings, just to mention
some of the least significant.

It is also important tq note that since 1974, the Ministries of
Agriculture and Education, the National University and the Ministry of
Planning and Economic Policy are working together with the representatives
of the Municipalities of the Province of Veraguas in a Nutrition Program,
which is divided into two phases: Food Supplies and Food Production,
to solve the serious problem of malnutrition in the rural population of
this province. It is expected that this same program will be implemented

in other provinces with similar nutrition problems.
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The MOH keaps a permanent intra-sectorial coordination with IDAAN.
This allows both agencies to provide adequate services for providing
potable water, waste disposal, trash collection and other environmental
health activities, in a well-organized manner and adequately planned to
cover short, medium, and long term projects.

Since 1974, nrojects related to Integrated Rural Health, are
elaboratec and well coordinated with all the other sectors and these are
financed through funds provided by BID and A.1.D. This refers to a five-
year plan for the period covering 1976-1980.

The first three projects refer to the areas of Capira, Province of
Panama, District of Renacimiento, Province of Chiriqui, and Azuero in the
Central Provinces. Also, they are presently working on projects for the
four following areas: San Blas, Sond, Cativi, Tebario and Bard.

The present plan is an integral part of the "Rural Integrated Plan
for Development", which coordinates and channels the actions of the two
main agencies in the public sector that are carrying out programs to
increase tho levels of life of the marginated populace that resides in
the rural areas. The plan consists of the orderly development of activ-
ities foi the support, protection and recuperation of the population

residing in these districts.
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Narrative Summary of the Health Planning Process in Panama. 1970-1974

During the preparation, implementation, supervision and evaluation
of the sub-sector, it may be considered that the period covered from
1970-1974, certain systems, methods, procedures, and techniques were
classified as "excellent" and "regular", and put into practice according-
ly. Nevertheless, it is important to state that this happened with
different values in the different programs, and in different periods of
time. On the other hand, this was not the case in the private subsector,
according to the limited information available. The places where the
methods and techniques have been applied, have been in accordance to the
services, training and investments, even though not completely taken in-
to consideration during the different years by the agencies. With res-
pect to the determined system, the process rested basically upon the
limitations established by the agencies; MOH and CSS made their own
modifications and adaptations; while IDAAN and the University of Panama
did not, in any significant way, utilize this methodology. (1)

Regarding the general characteristics of the units of Planning, we
can point out that in all the agencies of the sector, these have legal
support, and the Department of Planning and Economic Policy is the only
one that is part of a national planning system. Therefore, those

corresponding to the MOH and the MPEP have always depended on the

(1) See Chart No. T in Annex
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decision of a higher administrative technique.

On the other hand, regarding its relationship to the institutions
of the sector, the MPEP has certain authority over some of the institution:
in the sector, without hampering the autonomy of each of these. It can
be said that in regard to the organizing units that have been part of
same, the ones particularly concerned are the Department of Statistics,
Budget, Organization and Methods, and in few instances, others not direct-
ly related to programming, projects nor research, but in one way or the
other, have participated in this process (1).

The personnel employed by these units has been varied, some of which
were "formally trained" in regular courses of at least 12 weeks, in health
planning, program development, or similar, and this made them available
to perform duties in planning techniques. Some of them have worked with
exclusive dedication, while others just partially.

This has resulted that in two agencies, IDAAN and the School of
Medicine, the tasks were performed exclusively by employees of the units,
and in the other three, some jobs are done with the participation of
other departments within the institution. In order to fulfill all this
work, in a great majority of cases, each unit receives to a great ex-
tent, only information not too useful, and it has been necessary to use

same according to the needs of the process.

(1) See Chart No. 2 in Annex
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With respect to the tasks completed by the units of Planning in
the public subsector during the 1970-74 period (1), it can be assured
that these were determined by the levels of political decisions of the
institutions and of the sector, approved, and to a great extent, imple-
mented or about to be implemented. These facts also remained during the
preparation of the investment policy, program and services, and the
preparation of the programs and projects for investment. Although while
preparing the budgets, in the case of the MOH, the performance was
dictated by the National Planning System, and in the case of IDAAN and
CSS, at the level of an administration political decision of said
institutions.

In all the agencies, through their own initiatives, each unit had
special assessments made, some of which are still in process, and others
were implemented. This also is the case in the fields of promotion of
the process, and plans, as well as in research and specific training.

Finally, the evaluation of the plans during this period, remained
in the process of being implemented, and were particularly indicative of
the Tevels of political decisions of the institutions or within the
sector. These were partial evaluations and belonged basically to the
activities of the Maternal/Child Care, and the Malaria Erradication
Program. This does not imply that evaluations were made yearly of the

programs.

(1) See Chart No. 3, in Annex
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Elements to be Considered in the Process Dynamics

If we were to analyze the relevant or important elements in the
dynamics of the process of Health Planning, during the period under
consideration: 1970-74 (1), we can point out that there has been an
adequate degree of consistency between the Health Policy prepared, to-
gether with the strategic measures for the enforcement of this policy
through appropriate plans and programs, with general and specific object-
ives of the Development Policy related to the sector. At the same time,
there was a great deal of consistency, although not altogether perfect,
among the Budgets for programs, services and investments, for solid Plans
and Programs. On the other hand, a large amount (more than 90%) of the
budget prepared annually in each agency was used. This action helped to
take the necessary steps for the gradual acquisition of more funds to
improve and implement the volume of production, according to the degree
of relationship, of a great majority of the final activities of all the
plans and programs, for these to reach a larger portion of the population
by protecting ana improving the deteriorated health conditions. At the
same time, during this period, numerous technical norms were produced,
adapted and established, in all the public sector in each of the agencies
in the health subsector, as well as some administrative dispositions that
allowed, according to their degree of adaptation, to comply with all what

had been planned.

{1) See Chart No. 6, in Annex
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Regarding the preparation of these norms, Technical as well as
Administrative during the period 1970-73, efforts were made to prepare
them jointly among the different agencies, but this was not successful.

Therefore the Programs had their own norms in each institution and
these were complied with to some extent, by the local levels. As of
1973, the enforcement of Resolution No. 1077, of June 5, of the same year,
which calls for the creation of the National Committee for Integral Health
Delivery Services, further strengthened this coordination and resulted
in the combined preparation of norms. In this respect, there was a
meaningful participation of the specialists from the Maternal/Child Care
Program. It has been very difficult to obtain the participation and
cocrdination of the different specialists pertaining to Adult Health
Program, due mainly to the complicated and large amount of specialists
involved.

Nevertheless, good results were obtained on the review and actual-
ization of the epidemiology norms, which is under the direction of an
Epidemiology Committee, also involved in other responsibilities.

In the field of Environmental Health, the same revision was made
by each of the specialists that are part of same. Nevertheless, due to
various problems, it has not been possible to print a manual, not even
a summary of all these norms; this is making it difficult to disclose
its operation to the agencies at the local levels. It is expected that
this problem will be solved in a short time and in this way it will be
possible to comply with one of the most important requisites of the

process of planning, such as the establishment and operation of the
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appropriate technical and administrative norms.

The public subsector, by utilizing a system somewhat defined in many
aspects, has been able to achieve during the 1970-74 period, the prepa-
ration of its Health Plan, and as a result, the Economic and Social De-
velopment Plan for the same period. A1l this included into well-designed
policies. This situation has not been the same in the private subsector;
which does not permit having a national Health Plan readily available with
a clear concept of its contents. (1)

Consequently, the contents of the Health Plan in the public sub-
sector has segregated to the administrative regions, showing by goals
of population coverage, and the production of services, where the invest-
ment plans have constituted a group of projects with some degree of eval-
uation and analyzes or proceeds of general studies, and/or sectorial pre-
investment. There has also been an adaptation plan of this administrative
organization reiated to isolated measures oriented toward problems of
procedure and/or institutional structures of the sector. On the other
hand, we have already referred to the estimated deficit of human resources
according to arbitrary guidelines and training of some eiements. Mean-
while the investijation plan referred to programs or iso]a@gd activities
for solving some sectorial or institutional aspects considered as problems.
The evaluation planned has been oriented towards the compliance of goals

and activities.

(1) See corresponding chart in Annex.
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Production of Services

The part regarding production of services is based on the programs
carried out in the health sector.

The Ministry of Health: The analysis shown refers to the principal
characteristics of service benefits on the part of the Ministry of
Health. During this year (1974) the Ministry of Health granted
2,027,229 appointments among physicians, odontologists, nurses psycho-
logists, social workers and others. Of these appointments, 1,392,624
were for morbility, that is more, than 60% of these appointment
(779,279) were for persons over 15 years old; 13,526 gave no informa-
tion regarding age and the rest pertained to the Maternal/Child Health
program.

With regards to appointments for pregnant women or post-partum
undertaken by the MOH, these have had an increase of 12% from 1972,
to 1974, emphasizing the fact that during 1572, 79,742 appointment were
effected, while during 1974, 88,467 were effected, which represents an
increase of almost 10,000 appointments.

As concerns the control of well-babies, during 1974, 105,333
appointments were granted to 45,863 persons, which gives us a concentra-
tion of more than two appointments per person. Nursing personnel
effected 47,735 domiciliary visits in the province in different sani-
tary areas. The majority of these visits (36,745) took place in the
Province of Panama. Within the Maternal/Child Health program, accord-

ing to registrations, in the Family Planning Program, the active females
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triplicated in the period comprised between 1970 and 1974. 0f the 334
registered in 1970, 10,001 were registered in 1974. Of the active
females in the program, more than 75% are located in the urban areas

of the principal populated centers. Family Planning in this country has
a total of 56,398 acceptors., This represents 16% of the susceptible
population or in fertile age. It is expected that this program will
increase in the rural areas,

With regard to the Cancer Prevention Program, 27,526 cancer tests
were effected, but it is considered that this si still under the maxi=-
mum required for this program.

The rate of professional attention during childbirth calculated
per 10,000 inhabitants, represents an increase of 12%, that is, from
a rate of 65.0 for 1970, to a rate of 72.6, in 1974,

One of the most recently developed activities by the Ministry, is
the one referring to Applied Nutrition, which integrates the food pro-
duction program into the community. This activity includes education
advice and investigation. The services related to complementary nutri-
tion at the end of 1974, had benefited 4,000 families distributed
approximately among 200 rural communities of about 20,000 inhabitants.
In the near future, this program will channeled towards.those regions or
districts of major poverty in this country, most prevalent to children
under 6 years of age, and to groups of undernourished adults.

In the Mental Health Program, the number of psychiatric consul ta-
tions increased to 96% in 1971, when 9,776 consultations were effected,

until 1974 when 19,039 consul tations took place.
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The dental consultations in 1974 were 265,401,

In order to have an idea of the outgoing patients through the years
in the Health Ministry, we include a chart showing a sustained increase
in the number of outgoing patients in the country.

Another very important activity is the vaccination activity dev-
eloped by the Ministry of Health. It bears noting that during the year
1972, 459,131 doses were administered in comparison with 2,224,806
during 1974, which represents an increase of 1,765,675 doses of vaccine
in a three year period. The dosage of vaccines in the program for
adults of 15 years and over, increased 10 times from 1972 to 1975, that
is, from 52,250 vaccines in 1972 to 572,449 in 1974 as a by-product of
the anti-malarial vaccination.

In the spraying operations the Ministry of Health also increased
its percentage of sprayed houses. Accordingly, it has been possible to
provide over 88% of the programmed houses. Thanks to this activity
during 1971, 166,669 persons were benefited in comparison with 434,150
protected during 1972, 277,493 persons during 1973, and 251,221 persons
during 1974. The spraying activity is diminishing based on the fact
that Malaria is being controlled more and more and this personnel is
being utilized in other aspects.

Also significant is the output by the programs of assistance of
the Ministry of Health and by the departments of Pharmacy, Drugs and
Nutrition. Prominence should be given to the activities of the water

mobile units. For example, the motorship Health | based at Folks River,
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covers the province of Colon, the province of Veraguas in its northern
part, the province of Bocas del Toro, the San Blas Islands, the eastern
zone and the western zone. |t is programmed to give assistance to 40
villages with 8,928 inhabitants. Its jurisdiction falls under the
integrated system of Bocas del Toro, Veraguas, Colon and San Blas.,

The motorship Health || based at Puerto Mutis covers the Gulf of
Montijo in Veraguas and the eastern coast of the province of Chiriqui.
I't gives assistance to 21 villages and covers approximately 10,387 in-
habitants, its jurisdiction falls under the integrated system of
Veraguas.

The Health |V is based in the Bay of Panama and covers the province
of Panama, the Fearl Islands Archipelago, the islands of Otoque, the
Gulf of San Miguel and Darien. It has programmed 22 villages and gives
assistance to an average of 8,928 inhabitants.

The motorship Health VI is a little larger and due to its charac~-
teristics it is used in coasting trade to transport heavy equipment
towards distant places and the amount of money saved by the use of this
motorship in transportation, taking into consideration the cost and
time, is exceptional. To date it has transported a total of 17,640
tons at a value of $388,078,

The Social Security Agency

Through its program of disease and maternity it offers primarily
medical consultations. The medical consultations have increased by

12.4% from 1970 to 1974, That is, from 1,372,823 during 1970 up to
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2,188,887 during 1974, 0f the total medical consultations 54% were
provided to the residents of the Province of Panama, 86% of these were
for the Provinces of Panama, Chiriqui, Colon and Veraguas. They depend
on the manner in which the insured demand their services and on the
installations, resources and location.

As regards the injections, these had an average annual increase of
18.1%, the total of injections in 1970 was of 456,525 in comparison with
858,314 for 1974, Of the latter, approximately two-thirds have been
given in the Province of Panama, while 81% were distributed in the
Provinces of Colon, Chiriqui, Veraguas and Panama.

In dental care, the Social Security has risen to an annual average
of 11,5%; from 20,130 in 1970 ascending to 493, 854 for 1974, At a
provincial level it may be observed that approximately half of the
medical consultations take place in the province of Panama. |If to
the latter we add those provided to Chiriqui and Veraguas, we would
then have a total of 64%.

Pharmacological Prescriptions

This is the larger activity provided as regards the amount of
services within the program. Of 3,430,067 prescriptions in 1970, in
1974 they rose to 5,781,398 which represents an annual average increase
of 13.9%. 60% of the prescriptions were offered in the province of
Panama and 75% in the province of Chiriqui and Panama.

Laboratory Tests

Laboratory tests for the period 1970-1974 an annual average increase
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of 21%. The province to benefit the most from tHese services was

Panama with 59%. The province of Chiriqui and Pdhama received 73%.
Radiological tests grow at an annual rate of 15.6%, which represents

a difference of 78,229 tests in 1970 to 139,054 in 1974. oOf these,

72% were provided in the Province of Panama and 78% between the province
of Chiriqui and Panama. The program of disability, old-age and death
may be appreciated from the viewpoint of the financial charts, together
with the economic assistance rendered inlthis aspect. The program of
professional risks may also be judged in relation to the subsidies
received.

As far as the supply of potable water, Panama has reached truly
satisfactory goals, yet studies demonstrate that this situation must be
bettered. For example, from the urban point of view, almost the entire
population is benefited with potable water, and only towards the end of
1975 it is expected that 74 will not have intradomiciliary connections.
This condition is present in almost the totality of the marginal housing
sectors located in Panama,

As regards the availability of potable water at rural level, it is
considered that approximately only half are provided with potable water
and towards the end of 1975, it is estimated that only 154 of the popula
tion located in the rural area will be provided with intra-domiciliary
connections, |t should be emphasized that according to the program of
construction of rural aqueducts from 1970 to 1974, 277 rural aqueducts

have been constructed and distributed in this manner: in 1970, 9; in
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1971, 52; in 1973, 72-74; in 1973, 27; and in 1974,115, Although the
production of services shows satisfactory increases, the production per
resource unit could be increased and the yield of the resources might

be bettered. The objective of the Panamanian State in this respect is:
1) increase productivity, 2) increase the yield; 3) increase the ef-
ficiency, The strategy is based on the diagnosis of the sector, It is
intended in this manner to achieve an administrative reform by the in-
tegration of the Ministry of Health and the Social Security Agency, de-
veloping homogenous policies and standards that will alow the develop-
ment of uniform programs, By means of the unification of the technical
and administrative programs, the efficiency and the efficacy of this
situation will allow the judging of the evaluation of these two institu-
tions. |In spite of the fact that, in a certain sense, both institutions
develop health activities, the programs carried out by these institutions
are requlated by different policies and standards and their actions are
different in many aspects, In relation to the average cost of the
instruments, it is necessary to determine the administrative adequacy,
in order to detect the values of each cost in an appropriate manner in
order to rationalize and detect the lowest cost necessary for the per-
formance of specific services, which, using lower paid personnel will

enable to accomplish a greater number of activities at a lower cost,



.-Ee—.

Cudadro No. 1%

CCNSULTAS ILXTERNAS TCTALES BRINDAPAS M TLAS INSTITUCIONCS DE SALUD, POR PROVINCIA

Y PROTESICNAL QUL PRESTC LRI SERVICIO, EN LA RCPUBLICA:

1974

PROFLSTCOMAT.

QUE PRLSTC EL SERVICIO

|
t
FROVINCIA TOTAL ! Cnfermert T I Serviel
? 2dico (1) [dontéloso .n-_zy) 1a! P51colcgo; )S;éiZio 0Otro
; : i
TOTAL....oveueann v 2,027,229 © 1,541,66R21 265,284 199,492 | 8,560 | 5,769 2,962
! i T T
liospitzles Nacionales (2).. ' 107,924 ¢ 104,493 62 - 2,730 L7% -
Bocas Del Toro (3).vevevee... 142,05k . 99,458 | 12,995 29,569 - - 12
Coclénvnnnnnnnn. e 145,326 | 94,379 35,879 14,962 - - 106
Coldn {3)eieeniennnnn.. ceeeas 286,285 242,171 24,101 18,969 952 69 23
Colrdqui..iiiveniinennnnnnn.. ‘ 227,293 168,646 34,242 23,636 - 335 434
1550 o L3 £ SR 22,933 . 19,532 1,211 2,190 - - -
LS o) s N 87,956 55,803 17,172 10,859 - - 152
Les SantoS. i i eeenneenns I 104,647 66,094 22,309 13,328 1,892 - 1,019
Eaamd: ; 665,022 497,022 &1,216 . 68,501 2,926 7,786 1,171
“ztropolitana........ P ; 477,603 355,337 65,399 45,053 2,926 7,786 1,102
Uriental. it iiiincnennennan | 168,469 129,320 21,626 16,854 - - 69
San Blas. ittt 18,950 11,765| 191 6,994 - - -
Veraguez (3)eeeeeieeennnnen. 1 237,764 150,064 30,097 17,558 - - 45
E 1
(1) Incluye las consultas de las Clinicas de Contyol y Desa.rollo, Morbilidad, Control de Madres
y Planificacién Familiar.
{2) Se reficre a los hospitales Santo Tards, Del Nifo y Psiquiatrico.
(3) Provincias con servicios integrados C.S8.S./7.S1lud.



Cuadro No. 18

CONSULTAS MIDICAS TOR MORBILIDAD EN LAS INSTITUCIONES DEL
MINISTERIO OE SALCD, SEAUN PRCVINTIA, EN

LA REPUBLICA: 1970-1974
ANO
PROVINCIA
1970 1871 1972 1873 1974
TOTAL. . ovevenans 1,097,408(1,013,119}1,118,885]1,377,941}1,392,624
Bocas del Toro (1)..eeesenn 14,034 21,762 19,298 93,594 95,449
COCLE .ttt rr e innnanens 64,502| 70,089| 75,733| 73,856| 81,900
Colon (1)eevvereeneasnnnnnn 27,023 63,668 82,518 227,837 230,048
ChiriquE. .vnerveennnnenss .. | 189,196 152,857| 160,92u| 136,083] 154,791
CAriéN..veeveeessosrsonenen 13,326 12,782 10,192 12,592 18,940
Berrera, .oveversnnnsvoanes 51,087 63,827 56,9384 52,197 52,251
Los SantoS...eeeioveonnsons 51,916 56,935 50,024 61,329 55,291
Panami : 664,196 | 502,2721 557,647| 545,900 511,361
Hespitales Hacionales.... 521,414} 197,161| 158,554 136,226 100,577
Metropolitana. veveeeeoas 91,789 229,778 292,557 294,788 296,108
Criental .veveevorss ceens 50,993|  75,335] 106,437 114,83C| 114,£76
Veraguas (1).eveeeiiencen s 58,0u6 64,079 83,568} 164,332 1£€1,3¢t1
SAN BlAS. e tenreerrerernnnens 4,082 u,8u8| 11,977| 10,421} 11,141
(1) Provincias con servicios integrados C.5.S./M. de Salud, desde febrero

de 1973,
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CONSULTAS ODONTOLOGICAS SUMINISTRADAS EN LAS INSTITUCIONES

Quadro No, 28

DE SALLD SEGUN PROVTNCIA, EN LA REPUBLICA:

1970-1974 :
ARD
PROVINCIA
1970 1971 1972 1973 1974

TOTAL.......... 152,646 | 152,238 | 172,021 | 331,659 | 265,401

Bocas del Toro (1)....... 2,293 2,197 1,534 87,334 | 12,995
Coclé.ivinnnnn, ceriresias 16,233 | 13,343 21,013 | 30,704 | 35,879
Coldn (1)..veeviennnnn cen 6,092 5,354 7,636 31,460 | 24,101
Chiriqui...veiveennnnnnes 22,916 | 15,514 23,959 27,316 | 34,242
DArién. . cvviinarennnannns 874 680 - 268 1,211
2%) & =2 - D 13,546 | 13,586 | 15,483 | 14,556 | 17.172
Los SantoS..e.veevennnnns 17,820 | 13,366 | 20,824 | 22,618 | 22,309
Panamd : 62,070 | 79,285 73,358 75,453 { 87,087
Hospitales Nacionales... 12,490 10,499 6,290 1,759 62
Metropolitana........... 37,590 | 6,896 | 54,528 56,006 | 65,399
Oriental......ouu. cenns 11,990 | 11,890 | 12,540 | 17,688 | 21,626
Veraguas (1)...vpevvnnns 10,737 8,807 8,103 41,948 | 30,214
San Blas...ieesiriienonace 65 106 111 2 191

(1) Provincias con servicios integrados C.S.S./M. de Salud desde 1973.

e



Cuadro No. 36

EGRESOS HOSPITALARIOS REGISTRACOS EN LAS INSTITUCIONES CE SALUD
POR PROVINCIA, EN LA REFUBLICA: 1970-1974

Ano
Frovincia

1970 1971 1972 1973 1974
L0} V3 PR 79,749 { 99,889 | 91,591 | 89,071 | 100,572
Eccas del Toro (1)..... 377 756 588 | a/ 677 | 2,200
0 LT 9,024 | 8,600 7,592 7,212 7,773
Clén (D)o vuvennn. e 6,270 | 8,591 | 6,887 9,33 8,798
Chiriqui..oovnennns oo | o11,975 ) 14,616 | 11,950 ' 12,070 | 13,148
Cari€n...ieeeeeseennans 672 897 5C4 531 563
Herrera....vovivevennns 4,399 6,206 5,250 5,276 5,145
[0S SontOS e eensanvesas 3,511 6,252 5,720 7,653 5,122
AR e v e et 40,304 | 47,237 | 45,035 | 41,400 | 45,918
Veraguas (1)..vvveeneen 3,106 | 6,304 | 5,538 | 6,002 9,358
San BlaAS. . iieaanenacnores 111 430 ! 1,278 907 1,566
Mo especificacdiv...o... - - 126 - 1,071

a/ Exclure lcs hoooitales <: Almirante y Charguinela.
‘T) Provinciar con cervicics intagrados, Caja d= Ceguro Social y
Minis*pin de Saliud.
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DOSIS ADMINISTRADAS SLGIUN TIPC DE VACUNA, POR PROGRAMA,
EN L~ RE®UBLICA: 197y

, PR CGi AlA P
VACUNA Y DOSIS TOTAL | Subproerama Infantil Sub- !Adu1~c~§§grln_
I nrogram- | Y -
[ -1 1-y 5-9 10-14 |[Matopn i ; (15 y*+)imado
‘ |
[
TOTAL.wevonana. | 2,224,006) 229,485| 589,829 | 502,725 181,143 | 47,915 | 572,447 1,257
- kil = | =
. P | :
Antivariclica: 48,290 875 7,713 S,u453 4,974 1,732 27,4800 2
13, doSiS.veees... 20,024 c 8y 7,251 3,273 2,151 14 5,751 ! 3
Revacunacidn...... 28,266 291 h52 2,18nN 2,823 1,758 27,540 | -
|
D.P.T.: 434,192| 74,287| 255,R32( 101,953 1,68 3 ueug 1,11¢
1'1. dosiSo-Qanuct. 179,088 37,91'4 1G3,r)5q 37,3"!“'4 FAGL} 3 3? ' 3:“:
27, dOSiS.eveseces 134,208 23,219 7e,80uy 31, u41c 313 1 27 3¢9
37, dOSiSeuiensnns 84,7u7] 11,545 52,205| 20,1¢3 127 - 221 L2y
RefUCIZOur e s vnsnns 35,649 1,501 21,473] 12,1yn 43y 2 ugf -
1 - - - » l
Antipoliomielitica: 59C,524) 3i04.5071 267,435] 179,475 13,263 2,975 3,870 -
la. dosis.i..ee... 252,181 57,543 123,741{ 9,219 7,415 1,737 2,3%4 -
22, doSiS.ieaae... 175,362  27,uc7) 77,2780 sy, 731 5,355 5% 751! -
32, dOSiS.ieisan.. 106,732)  17,.°91  S4,129{ 33,047 3,04y 147 3in! -
JLEHIEN o/« TN B 51,213 3,457 22 ,35" 22,450 Z,442 T 0 gy -
i
B.C.G.: 7e, 000 19,959 13,477 14,254 6.128| 7,079 | 17,57%; -
la, desis...o....., f4,2°7 19,132 17,7R2] 11,168 5,523| 7,701 10,53 -
Kevacunacisn,,.... 3,719 nan 3,582 3,104 1,505 > AH‘I -
An¥isarsmninposa: f5.932)  2,318) 17,578| 31,779,  £,5°3 52 2,917§ 14
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COMMUNITY PARTICIPATION IN HEALTH PROGRAMS

The Health Policy of Panama is oriented foward satisfying the
aspirations of the Government to achieve "Equal Health for A11" with the
participation of all Panamanians in the improvement in the quality of
life and 1iving standards.

The Health is both a goal and a mean to an end in the process of
development. The Governmenti's policy since 1969 has been designed around
comunity health programs. The concept of comnunity health involves the
integration of health programs with community organizations. Active
participation by communities in health programs is fundamental. Commu-
nity development requires a certain level of comnunity organization.

The objective of facilitating the role of community and its parti-
cipation iv health services is reflected in Cabinet Decree #401 of
December 29, 1970, which established and set forth the regulations for
"Health Committees".

Decree #40i

The goals and objectives of the Health Committees as defined in

Article 6 of Cabinet Decree #401 are the following:

1. Participate in all actions associated with health programs.

2. Assure the necessary means to assure that health rights are
exercised by all members of the community.

3. Programs oriented toward providing optimum health for all the po-
pulation.

Article 8 of the decree indicates that the organs of the Health Com-

mittees are:
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a. General Assembly
b. Board of Directors
c. Work Commissions

Organizing the community to function with the programs of the MOH
has required a fundamental alteration in the traditional functioning of
health and community organizations. Health Committees depart from the
concept of the centralized planning and augur for health based on com-
munity organization and definition of necessities and identification/
participation in actions required to be taken by the community.

The Health Committee

The Health Committee is the total community which deals with the
problems of health. The Committee is supported by health officials who
provide the instrument of transformation through education. The Health
Committee constitutes a point of contact between the communities and
local level officials. The responsibilities of the Health Committees in
improving communities was established under Law 105 of October 1973,
which created Community Boards. The Community Boards are a resource
within each Corregimiento to advance community development programs.

Community-Installed Physical Capacities

It is evident that the Health Committee has produced a consolidation
of community leaders. The legal leader, the representative of the Corre-
" gimiento is an important element in the functioning of the system.

The directorate of the Health Committee is an important local point of

contact for officials of the Ministry of Health, Health Committees
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function through work commissions which have as their objective the
development of programs with the MOH. There are commissions dealing
with medical attention, medical visits, preventive health services, and
problems related to environmental health, (e.g. construction of wells,
aqueducts, garbage collection, control of vectors.) Other commissions
deal with the development of community gardens and health education.

There is a direct relationship between the functidning of the
health committees and improvements in community health.

The majority of the communities are not well versed in health
concepts and as a result are unable to develop health programs. On the
other hand, many health workers are not acquainted with the communities
and their health problems. A seminar on community health should narrow
the gap between the community and the health worker. The community base
seminar should discuss the most important problems facing the community
and be conducted after a survey by local officials examines matters re-
lated to nutrition, health of the population and the state of sanitation.

Participation by high level officials of the Ministry in conducting
community seminars has produced a dramatic increase in the number of
Health Committees. 1In 1971, there were over 100 health committees. In
1972, there were 471, and in 1973 there were 838 distributed as follows:

Metropolitan Area 52

Eastern Region 299

Central Region 301

Western Region 186
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The grouping of health committees within a region constitutes a
Federation of Health Committees at a provincial level. There is also
one at the national level. They coordinate the efforts of the committees
with that of the MOH in dealing with problems which cannot be resolved
by the sector coordination commission.

Objectives of the Community Participation Program

The objective can be summarized as the effective participation of
the population in health programs with the goal of achieving community
health.

Strategy

The strategy consists of increasing the efficiency and efficacy of
community healtk education and organization in order to increase the
number and functioning of the Health Committees. In rural areas this
program increase with the training and assignment of para-health
personnel who will play a key role in the formation and furctioning of
community health organizations.

Programs

The effectiveness of organizational and education programs of the
community by the MOH is proceeding satisfactorily and it is proposed to
keep at the local level those programs most amenable to local solutions.
Evaluation
1. An evaluation of health committee participation and relation to

successful health programs is difficult to conduct.

2. One should consider the number of persons within the community who
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participate actively, i.e, those who participate within the com-
missions of the health committee. At the same time, a survey should
be conducted among those who participate relatively passive or in a
collateral manner and those whose participation is limited in specific
programs. As part of the Health Diagnosis a detailed study will be
conducted by MOH personnel, sociologists and anthropologists to identify
the characteristics and modalities for community participation.

A recently completed study as part of the Health Diagnosis under-
taken by the Department of Training and Investigation of the MOH, should
be used as the basis for further studies particularly in rural areas to

determine community participation in health programs.
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EVALUATION

A plan of evaluation should be part of this study and the T,C. has
considered that if the finding of the assessment have identified health
problems, constraints to the implementation of programs, have established
recommendations to continue health programs, have established strategies
to overcome constraints and more important has endorsed the integration
of the health sect..r as the means to a national public health care de-
livery system inspired on the slogan ''Salud igual para todos'!, con-
sidered that to determine the achievement of the objectives of the health
program, a plan of evaluation should address to the following areas of
concern:

1. s the health care system performing the basic managerial functions?

2, Is the health care system providing health services effectively to
meet the priority health needs of the population?

3. Is the health care system achieving an improvement in the health
status of the population?

A complete detailed evaluation program on the basis of the three
premises abovementioned to be completed and presented at the time of

the presentation of the project paper,
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SUMHARY
Conclusions
1. The analysis of the health conditions in Panama presents significant
changes in the last five years, Although the health standards are
comparable to those of u developed country, there are still outstand-
ing deficiencies in the rural and marginated urban areas,
2. The study has made it possible to identify that the areas with major
problems are:
2.1 The need to provide primary health services at a low cost, for
the widely dispersed and marginated urban population,
2.2 The need to establish administrative and management services
that will result in the development of the activities mentioned
in 2,1,
2.3 The need to fit the physical facilities available to solve the
demands made by the population,
2.4 The need to train the adequate human resources for the develop-~
ment of the programs,
2.5 The need to improve the environmental and sanitary conditions
such as (water supplies, waste disposal, etc.)
2,6 The need to improve the nutrition standard of the rural communi-
ties as well as the marginated urban areas,
2.7 The need to educate and organize the communities in order to

obtain greater participation in their health programs.
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The assessment evaluation shows in general terms, the benefits of
programs for the development, of community health activities, at
low cost, Nevertheless, without the proper financing there is the

risk that the action will decrease at the levels already attained.
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LIST OF CONCERNS

1. Morbidity and Demand

The present assessment allows us to become familiar with the mor-
bidity structure and the mortality attended to. The furthsr expansion
of this study with the assistance of an investigation at the community
level, will help us find the hidden morbidity, the demands satisfied
and justifiable, as well as those not satisfied. In this way it would
be feasible to program the services according to the levels of health
attention, by organizing the human resources, the materials and the
definition of technical procedures for the development of the healih
policy and be able to obtain the necessary financing.

2. Geographical and Population Coverage

This study pretends to determine the influential area in each of
the health facilities, according to the geographical accessibility and

the population groups attended.

3. Administration and Management

The administrative and general analysis presented in a schematic
form must be expanded to include the administrative personnel, and it
is necessary to specify more on logistics and maintenance.

L4, Human Resources

The study on human resources should include specific data, includ-
ing technical and administrative personnel, analysis of the productivi-

ty, and the type of resources required and in need of training.
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5. Facilities
The study on the facilities available and the equipment must be
complieted.

6. Community Participation

Knowledge of the participation of the community is fundamental
to the programs for Evaluation and Objectives of the community, for

these are the basis of the health programs.
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I.

II.

INTEGRATED HEALTH SYSTEM

DIVISION OF
ORGANLIZATION AND EDUCATION FOR COMMUNITY HEALTH

COURSE PROGRAM
FOR THE TRAINING OF PARA-HEALTH PERSONNEL

1.
2.

3.
4,

Concept of Health

ORIENTATION ... veveveeconen creeee eretesesesesssesenasssssscass © hours
A. Course Program (2 hours)

1. Objectives

2. Duration

3. Timetable

4. Teaching Personnel

5. Theory Classes

6. Practice

7. Clinical Work

8. Evaluation

9. Course Plan
B. Learning Concepts (2 hours)

1. How to take notes

2. Practical rules for studying
C. Concepts of Ethics (2 hours)

1. Definition of Ethics

2, Discipline

3. Attitudes toward patients, families and other groups

4. Characteristics and behavior of Para-Medical Personnei
GENERAL KNOWLEDGE ......vevuee teetcscessesesssrsansssnssssanss 28 hours
A. Introduction to Health (2 hours)

Organization and Policies of the Ministry of Health and the

Social Security Fund
Panamanian Health Problems
Panamanian Health Programs



B. General Hygiene (14 hours)

1. Health and Illness (1 hour)

2. Hygienic Habits (1 hour)
a. Body hygiene
b. Menstrual hygiene
c. Clothing, tiredness, rest, exercise

3. Food and Its Relation to Health (8 hours)

Basic food groups

Balanced diet

. Individual nutrition requirements

Food in the first year of life

Food during pregnancy

Participation of para-health personnel in solving
nutrition problems

Mo QAN ot

4. Mental Hygiene (4 hours)
a. Definition
b. Qualities of mentally sane persons
¢. Basic individual needs

C. Epidemiological Conecepts (6 hours)

Infancy
Pre-school
Schnol Age
Adolescent
Adult

01d Age

[=aJR S, S - I SU RN N 3 T

III. ENVIRONMENTAL SANITATION ....."ll.l..".'l.'........’l'.....I 30 hours

A. Introduction to Environmental Sanitation (2 hours)

Definition of Health (WHO)

Concept of Enviconmental Sanitation
Diseases Related to the Enviromment

Basic Aspects of Environmental Sanitation

PN UCRN Ry

B. Water Supply Control (5 hours)

1. Definition of Supply

Potable Water Concepts

3. Contamination of Supply
a. Dangers
b. Simple measure to eliminate problem
c. How measures are established

[
.
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Water Supplies in Rural Areas. Analysis of Same Under

Health Concepts

a. Superiicial wells

b. Rivers and streams

c. Rainwater

Solutions to Kural Supply Problems in Rural Areas

a. Simple aqueducts

b. Perforated tubular well

c. Protected excavated well

Responsibility of Para-Health Personnel Relative to the

Water Problem

a. Adequate maintenance of the supplies

b. Public education

c. Participating in efforts to resolve the problem

d. Problems which should be referred to the inspector

Discussion of the film: Water: Friend or Enemy

Practice

a. Visit several types of unsanitary supplies

b. Visit to aqueducts, perforated tube and deep wells
under construction and in operation

Concrol of Excrements (5 hours)

W o =

w &~

~
.

Human excrements as a source of infection
Importance of adequate disposal of excrements
Solutions to the problem of adequate disposal of
excrements in pwal areas
a, Latrines

- materials needed for construction

- resources in the community available for its cons~-

truction (gravel, sand, wood, etc.)
- how to construct: location, dimensions of hole,
out house
Good use and maintenance of existing disposal systems
Responsibilities of para-health personnel
a. Orientation in the construction of the disposal system
b. Education of the community in maintenance of the disposal
system
¢. Participation in communal activities to resolve the problem
Discussion of a film on the subject
Jractice
a. Demonstration on latrine construction
b. Visit to adequate disposal systems and those under
construction



D. Refuse Control (4 hours)

1. Importance of garbage sanitation
2. Rural garbage dicposal systems
a. Adequate
- Incineration
~ Burying
- Dumps
b. Inadequate
Refuse control in the home
Participation of para-health personnel in refuse control
Discussion of film 'Garbage"
Practice
a. Construction of a garbage reeeptable for the home
b. Visit to crematories, poultry farms, etc.

- -

W

E. Home Sanitation (5 hours)

1. TImportance of the problem from the health view point
2. Appropriate sanitary conditions for the home and surrounding
area
a. Construction permit
b. Location
c¢. Interior arrangements
d. Available materials for floors, walls and roofs
¢. TPatio cleanliness and drainage
f. Sanitary devices for garbage
g. Sanitary devices for excrements
h. Water supply for the home
3. Role of para-health personnel toward the problem
a. Orientation of persons toward fulfilling aspects related
to the home
b. Vigilance: cleanliness of patios, latrine utilization, etc
C. Advice and referral of problems to the inspector
4, Practice
a. Drafting a sketch of a home
b. Knowledge of building sanitary inspection certification
requirements

F. Food Control (6 hours)

Socio-economic and sanitary importance of food

Dangers of contaminated food

Food handling hygiene

Sanitary conditions of food establishments

a. Most important aspects of the premises

b. Maintenance, cleanliness and appearance of the premisges
c. Sanitary permit

Lo NN



IV.

G.

Food handling hygiene

a. Who is a handler. Handler's importance for health,

b. Health certificate

c. Use of nets, caps and aprons

d. Personal cleanliness

Control of stret vendor

Disinfection and protection of utensils and equipment
in restaurants and in the home

Work of para-health personnel in this aspect

a. Supervision of permits and certificates

b. Vigilance uf meeting existing sanitary regulations

c. Advice and referral of problems

Discussion of film on theme

Practice

a. Visit to slaughter house, butcher shops, bars,

restaurants, etc.

Control of Anthropodes and Rodents (3 hours)

What are anthropodes and rodents

Sanitary and economic importance of anthropodes and rod
Effects on public health.

Ways to control and exterminate disease vectors

a. House fly

b. Cockroaches

c. Mosquitos

d. Tleas and louse
e. Chinch bugs

f. Rats and mice

problem.
Participation of para-health employees in this campaign

Discussion of film on this theme

Practice
a. DPoisoning of rats and mice and precautions required
b. Vector control

HEALTH EDUCATION ....iuvvieevecansesssansescnsessacesnoseassnnsns

A.

What is Health Education? (2 hours)/

eI -

Definition

Philosophy and objectives

Importance and Education

Educational approach to health problems

ents.

How the Environmental Sanitation Division deals with this

18 hours
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B. Several Practical Educational Methods
1. Speeches
2. Demonstrations
3. Interviews
4. Surveys
5. Practice
a. Give speech and demonstrations
b. Participate in a survey
C. Planning of Health Programs and Activities
1. Problem detection
2. Analysis of priorities
3. Resource inventory
4, Action plan
5. Evaluation
D. Human Relations and Conduct of Para-Health Fersonnel. (4 hours)
1. Concept of human relations
2. Communication in human relations
3. Perception in human relations
4. Several practical rules to maintain good human relations
5. Conduct of para-health personnel as a model for the community
GENERAL CONCEPTS OF NUKSING CARE S et es et e et acereen0cnrennne
A. Concept of Nursing
1. What is nursing
2. Various types of nursing personnel
3. Role of para-health personnel in the Nursing Service
4. Functions of para-health personnel and related legal
responsibilities
B. Medical-Surgical Techniques
1. Definition and principles
2. Methods of sterilization and disinfection
3. Care in the preparation of equipment and material
C. Nursing Care to Patients

1. Introduction
a. General rules for basic care
2. Basic concepts

a. Clean
b. Sterile
¢. Dirty

d. Contaminated
e. Disinfected



VI.

3. Waghing of hands
4. Disinfection through boiling; use of forceps
5. Injection techniques
a. Injectable medicines: preparation and dosage
b. Equipment: syringes and needles
¢. Injection techniques: intradermical, subcutaneous,
intramuscular
6. Vital sign indicators
a. Temperature: oral, rectal, axilar; techniques and equipment}
lectures and report; disinfection of equipment
b. Pulse
c. Arterial pressure: equipment use and maintenance
d. Breathing
7. Weight control and height. Graphics
8. Participation of para-health personnel in medical consultations
a. Preparation of the patient for the physical examination
9, Participation in collecting specimens for diagnostic tests
a., Urine
b. Excrements
c. Sputum
10. Participation in the application of treatments
a. Hot and cold applications
- Hot water bags
~ Ice packs
- Hot and cold compresses
b. Administration of medicines
- General knowledge of medicines, preparation, dosage, inter-
pretation-of prescriptions, use and administration of
medicines, recommendations; medicine manual
c. First Aid
- Equipment
- Cleanliness of the area
- Application of medicines
- Dressings
- Cleanliness of equipment
FIRST AID TECHNIQUES .tv.i.vieeseseasasesssscrsensssessssssssse 40 hours
A. Generalities (1 hour)
1. Definition of first aid
2. Basic concepts in providing first aid
B. Contusions and Wounds (1 hour)
1. Definition
2. Attention to the injured
C. Hemorrhages (2 hours)

1.
2.

3.

Definition
Pressure points

Applicatijon and use of tourniauets



Shock (1 hour)

1. Definition, causes and dangers
2, Attention to the patient in a state of shock

Fractures, Luxations, Bruises (2 hours)

1. Definitrons and types
2. Immobilization
3. Transportation

Burns (2 hours)
1. Types of burns e
2. Attention required by type

3. Attitude to patients with severe burns

Asphyxiation (3 hours)

1. Types of asphyxiation
2, Attention to the patient, by type
3. Artificial respiration

Foreign Bodies (1 hours)

1. Care in removing foreign bodies

Animal Bites (5 hours)

1. Snake bites, treatment and tests

2. Attention for patients bitten by wasps, scorpions, etc,

3. Attention for patients bitten by dogs, cats, monkeys, rats, etc.
a. Care
b. Treatment

Poisoning (3 hours)

1. Food poisoning: definition; symptoms; treatment
2. Other: definition; symptams; treatment

In Case of Illness (15 hours)

1. Generalities
2. Signs and symptomns of illnesses: fever. coughs, vomiting, chills,
diarrhea, attacks, headaches
3. Respiratory diseases
a. Asthma: symptoms, aspects of the patient, treatment
b. Bronchitis: symptams, aspects of the patient, :reatment
c. Acute Upper Respiratory Infection: symptans, aspects of the
patient, treatment



VII.
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4, Diseases of the digestive tract
a. Gastroenteritis: symptams, general aspects of the patient,
treatuent
b. Enteroparasitosis: symptare, general aspects of the patient,
treatment
5. Skin diseases
a. 1infections: symptams, general aspects of the patient, treatment
b. Scabs: symptoms, general aspects of the patient, treatment
6. Anaphylaxis

MATERNAL/CHILD HEAIJTHQ..l.llllllllll.lll...ll....l.l.’..l.l.....l 42 hours

A,

Generalities (1 hour)

1. Maternal-infant care health problems in the country
2., Program components and activities

Anatomical and Physiological Concepts of the Reproduction Organs (3 hours

Pregnancy and Pre-Natal Care (4 hours)

Signs and symptans of pregnancy

Follow~-up on pregnancy

Identification of high risk mothers; reference
Education for delivery

PN VST SR
e s s »

Attention at Birth (2 hours)

Washing of hands

Care during birth

Care of the umbilical cord
Post-partum care of mcther and child

S wro

Post~Partum Care (2 hours)

1. Hygiene
2. Referral for medical follow-up
3. Diet

Care of the Newborn (4 hours)

Characteristics of the newborm

Immediate care and identification of congenital defects
(APGAR scoring system)

Umbilical cord care

Bathing of the newborn

Breast feeding

Immediate care for the premature infant

a. Improvisingnan incubator

to
« .

[ ARG IS VS ]
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G. Attention for the Healthy Child: (8 hours)

1.

(9%
)

Feeding

a, Infant

b. Pre-school

c. School age

Evaluation of nutritional state

Hygiene

Growth and development

a. Nursing: observation; picture and chart of weight and height
b. Pre~school: observation; piéture and chart of weight and height
c. School age: weight and height .control pictures

H., Family Planning and Cancer Control (4 hours)

v &N

Benefits of family planning

Responsible parenthood

Birth control methods: classification and action

Detection of gynecological czancer: PAP test

Participation of para-health personnel in the family planning
program

I. Immunizations 710 hours)

1.

2.

oW

Orientation on preventible diseases: polio, diphtheria, whooping
cough, tetanus, rubella, rubiola, smallpox, tuberculosis
General concepts of immunity (2 hours)
a. Active, passive
b. Natural, acquired
c. Importance of immunization in the control of communicable
diseases
Oral, intradermical and subcutaneous immunization techniques
Standards (for vaccination in the country (4 hours)
a. Immunization plans by age groups
b. Storage and transport of vaccines
c. Registration and information
- immunization card (for the child)
- immunication control cards (for the health center)
-~ monthly report on immunization

VIII. EPIDEMIOLOGICAL SURVEILLANCE OF COMMUNICABLE DISEASES...¢.seesees 23 hours

A. Concepts of Epidemioiogical Surveillance

BN PR N I

Communicable diseases and modes of transmission
General measures for prevention and control of disease
Importance of surveillance

Notification of communicable diseases
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B. National Malaria Eradication Program

[V, ]

Generalities about malaria (1 hour)

a., Malaria as an illness

b. Malaria in the country

Malaria eradication programs in Panama (1 hour)
a. Program status; activities being undertaken
Taking of blood samples (5 hours)

a. Required equipment and material

b. Technique for taking the sample

c. Completion of related forms

d. Collection and supply of samples

Treatment for malaria (& hours)

a. Types

b. Schemes

Applied sanitary education (2 hours)

Practice in specimen taking (8 hours)

a. In class

b. In school or a selected community

IX, CONCEPTS OF ORGANIZATION AND EDUCATION IN COMMUNITY HEALTH .....

A. Participation of para-health personnel in community organization

1. Rights and duties of health
2. Health committees
3. Organization
4, Seminars on health and the community
5. Community participation in health programs
X PROGRAM ADMINISTRATION.....vevssvensens ceseessenns cisessseseenacse 8 hours

A. Rural health program in relation to integrated health system programs

B. Supervision of activities; lines of authority

C. Information System

D. Rules and regulations



DEPARTMENT OF ORGAN{ZATION AND COMMUNITY HEALTH EDUCATION

INTEGRATED HEALTH SYSTEM

RURAL HEALTH PROGRAM
PHARMACEUTICAL REQUIREMENTS FOR HEALTH POSTS

BY SEMESTER

UNITS 7 R I CES™
LZSCRIPTION UNIT Per TOTAL TOTAL
Post

Expectorante infantil Gallon 2 72 155,52

Jarabe Antipirético (Pirezin) Box [ 36 622,08

Antidiarrdico(Kaopectate) " ] 36 673.92
Antitusivo (Thiocoi) Gallon z 72 234,00
Solucidn contra Caraches (Alcohol Salicilico) " 1 36 74 .52

Jarabe Antihistaminico(Jarabe Benadryl) " 2 72 94,32

Jarabe de Belladona con Fenobarbital Box 1 36 518.40

Locién do Calamina Gallon ] 36 55.44

Tonico Ferruginoso(Coiron) Box 1 36 1,451,52

Solucidn de Violete de Genciana Gailon 1 36 L7.52

Mixcura Hepatica(Pepsiken) " 1 36 84,60

Elixis Triplebromuro " ] 36 74.88

Gotas para los Oidos{Otocalmin) " 1 36 209,16

Jarase Multivitaminas infantil(Decavitaminas) Box 2 72 1,244,116

varabe de Piperazina " ] 36 1,036.80

Cépsuias Anciasmaticas thousand ] 36 127.44
Tasietas Asoirina Infantil (0,25 g) " 2 72 270,72

Tasletas Aspirina Adultos (500 mg) H 2 72 2,108,88

Tabletas de Sulvato Ferroso(0.25 g) " L 144 252,00

Taoictas dc Hidrdxido de Aluminio " 1 36 L18.68

Tat,otas multivitaminas-Adul tos " 2 72 . 460,80

Tabiewar Triple Suifa {500 mg) " 3 108 5. 583,20

Capsutas de Vicamina A (25,000 U,1.) " 2 72 1. 829,44

C&psuias ac Vitamina D " 4 144 2. 390,24

Tabletas de Cloruro de Tiamina H L 1Ly L, 705,60

Capsulas Sorboquel-frasco de 18 past, Bot, 10 360 1. 525.60

unguento-Joersacitis (Sulfatiazol al 5%) Lbs. 5 180 0, 165.60

Pastc L-an(gena-tuses de 50g. ' Tubes 50 1800 0. 1,368.00

Ungucnlo Gicdlmico de Cloramienicol -5q, " 50 1800 1. 1,818.00

Antiparasitario de amplio Espectro(Mintezol) Bot. 50 1800 0. 1,008, 00
Suero Anticiidico Polivalente-10cc. amp, 10 360 3. 1,393.20

Acdrenalina en Agua-lcc " 12 432 0. 56,16

Sulfato de Atropina-licc " 15 540 0. 54.00

TOTAL

19,112,40 .

r

Estimates subject to change upon verification of the demand.

*: Quotations from Caja de Sequro Socia,
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5. Boluciones a log provlenias de abdosthos de agua en
las &roas rurales
a, Acueductos rudizenlarios
b. Fozo tutular perforado
¢. Toso cxeovado nrote:ido
6. Respeonsabilidad del Ayudante dec Salud ante el
bPrebaeina de agua
a. lantenimiento adecuado de los abastos
b. Oricntacién al pdvlico en el cumplimiento de
las recomendaciones sanitarias
¢c. Parlicipacidn en otras destiradas a solucionar
el protlena
d. Provlemas que deber ser referidos al inspector
T. Discusién de Pelfcula: Agua Amiga o Enemiga y/o
Una gota de Agzua
8. Préctica:
a., Visita a distintos tipos de abastos no sanita-
rios
b. Visita a acueductos, pozos perforados Y broca-
les en construccidn o en funcionamiento
Corntrol de Excretas (5 FErs)
1. Las excretes humanas como fuerte de infeccién
2. Inportancia de la disposicidén adecuada de excretas
3. Soluciones al problema de la disposicidn adecuada
de las excretas en las 4reas rurales
a. Letrinas
- m2teriales necesarios para su construccidn
- recursos de la comunidad Gtiles para su cons-
truccion (grava, arena, madera, etc)
~ c¢émo se construye: ubicacién, dimensiones del
hueco, piso y c2 seta
b. Tangue sértico
4. Buer uso y mantenimiento del dispositivo existente
5. Responsabilidades del Ayudznte de Salud ante el
protlema
e.Oriertacidn a los interesados en la construceidn
del dispositivo
b'Educacidn a la couunidad sobre usc y mantenimien—
. to del dispositivo
E'Participacién en actividades coitunales para so-
lucionar el problema '
6. Discuzidn de pelfcula soLre el tena

-1

Précticao:

a. Desontracidn sobre conztruccidn de letrinas

b. Visitas a disrositivos adecuados y en construc-—
cidn
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Centrol co Pasuras (4 IUrs)

1.
2.

Importancia canitaria de las basuras

Sistemas rurales de disposicién de bhasuras
a. Adecuados

- lincineracidn

- enterramiento

- vertederos
b. Inadecuados

Contrcl de las tasuras intradomiciliariamente
Participnrcidn del Ayudante de Salud frente al pro-
tlena

Discusidn de Pelfcula: Easuras

Prictica:

a..Construccidén de un tinoco para la easa

b. Visita a crematorios, gallineros, etc.

Saneaniento de la Vivienda (5 Hrs)

1.

2'

.30

4.

Importancia del problema desde el punto de vista
de salud

Condiciones sanitarias apropiadas de la vivienda

Yy sus alrededores

a. Perniso de construccidn

V. Ubicacién

c. Distribucidn del interior

d. Materiales convenientes para piso, paredes,
teclios

e. Limpieza y desagles del patio

f. Dispositivo sanitario para-excretas

£. Dispositivo sanitario para el conirol de basu-
ras : »

h. Abasto de agua para la vivienda

Labor del Ayudante de Salud frente al problema

a. Orientacidén a los interesados para el cumplimien-
to de aspectos relativos a la vivienda

. Vigilancia: limpieza de patios, utilizacién de la
letrina, etec.

Ce AVISu y§ referencia de problemas al inspector del

- b -
[CESAUIVER B

Prictica:
&, Preparacién de croquis para unz casa
b. Conocimievto de la hoja dec inspzccidn sanitariza

oo edificlos

Control de Alimertos (6 trs)

1.

2.

Importarcia socio-econdiica y sanitaria delos ali-
menitos

Peli;ros del Alimenbo contaminado


http:Siste.as
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Figilene de la manipulacidn de alimentos

Condiciones sanitarias que deben reunir los esta-

blecimnientos de alimentos

a. Aspectos mds importantes cn el acondicionamien-
to del local

b. Coanservacién, linpiecza y presentacién del local

c. Fermiso sanitario para operar

Responsabilidades de los Fanipuladores de Alimentos

a. Qué es un manivpulador. Su importancia para la
salud de la sociedad

b. Certificado de Salud

c. Uso de redecilla o gorra y delantal

d. Aseo personal

Control de Ventas Ambulantes

Desinfeccidn y proteccién de utersilios y equipo
en restaurantes y en la casa

Labor del Ayudante de Salud en este aspecto

a. Supervisién de permisos y certificados

b. Vigilancia sobre el cumplimisnto de las dispo-
Siciones sanitarias vigentes

c. Aviso y referencia de problemas

Discusidén de pelfcula sobre el tema

Préctica:
a. visita a mataderos, carnicerfas, abarroterias,
restaurantes, etc,

G. Control de Artrépodos y Koedores (3 Hrs)

1.
2.

3.

Qué son artrépodos. Qué son roedores

Tinportancia sanitaria y econdmica de los artrépo-
dos y roedores. Repercusién sobre la salud piblica
ledidas de Control y Exterminio de fauna nociva

a. Mosca doméstica

b. Cucarachas

¢. llosquitos

d. Pulgas y piojos

€. Chinches

f'v T2tns vy ratones

Cérmo enirenta la Divisién de Saneamierito Ambiental
ests protlema

Participacidén del Ayudante de Salud cn esta lucha
Discusifn de Pelicula relacionada con el tena
Préciica:

a. Colocacidén de bollos contra ratas y ratozes.
Precaunciones que deten tonarse
b. Corntrol de criaderos de fauna nociva
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d. contaminado
icsineetado

C. UCT

Lavaedo de nmanos

B
*

Desiafeccidu por ebullicibu. Muanejo de la pinza

auxiliar

Técrnica de la Inyeccién

a. Ledicamentos inyeciables: presenbacién, dosifi-
caclén ‘

Y. Equipo: tipos de jeringuillas y agujas, afilado

c. Técnlcas dce inyec.ar: intradérmica, subcuténea,
intramuscular

1
.

o, Control de signos vitales
2. Temperatura: oral, rectal, axilar; técricas, e-
quipo; lectura e informes; desinfeccidn de los
terméne tros
b. Pulso
c. Presidn Arterial: equipo; conservacién ¥ uso del
equipo; técnica; lectura '
. Zegpiracibn

onirol de peso y talla. CGréificas

arlicipacién del Ayudante de 32lud er la Consulta
égdica
. Preparacidn de pacientes para el exanen ffsico

9. Participacién en la recoleccién de muesiras para
prucias diagndsticas
a. Orina
b. leces
c. %sputo
10. Participacién en la aplicacién de los tratamientos
2. Aplicacién de calor y frio
- Bolsas de agua tivia
- Polsas de hielo
- Compresas frias y tibias
b. Adminisiracidén de mecdicamentos
- Conocinmientos ge:crales sobre medicarentos:
presentacién; dosificacibn; interpretacién de
recetas; despacho y administracién de medici-
nas; reccemendaciones; manual de medicamentos
c. Curccidn sinmple
- Eguipo
Limpieza del 4rea
- Aplicacidn @e medicaneutos
- Apbsitos y vendajes
- Limpieza del equipo

VI.- PRITERCS AUNITIOS. . :veeeiivrineeenensonessss 40 Foras

Ao Cercralidades (1 Hr)
1. Definicidn de Primcros Auxilios
2. Aspceios importartes que Cebtesn cengiderarse al
rrectar los pri meros auxilios
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Table No.
COMPARATIVE DEMOGRAPHIC CHARACTERISTICS

PANAMA - OTHER CENTRAL AMERICAN COUNTRIES
1971 - 1975
Panama Costa Rica Nicaragqua Honduras El Salvador Guatemala

715 n 1 VAR )] n 1 n 1 n Iz
Population 1.5 1.7 1.9 2.0 2.1 2.3 2.8 3.0 3.6 4.1 5.3 6.1
(Million) . : :
Birth Rate 37 3% Lg 33 Le 48 L9 Lg - L7 42 L2 L2
(per 1000)
Death Rate 7.1 5.3 8 6 16 14 16 14 13 1t 13 14
(per 1000)
Natural In- 3.0 2.6% 3.8 2.8 3.3 3.3 3.4 3.5 3.4 3.1 2.9 2.9
crease (%
An. Rate)
Population - 43 43 L8 L2 L8 - 48 51 L7 Ls L6 Le Ly
(under 15-%)
Median Age 18 18 - 18 - 16 - 17 - 17 - 18
Life Expect- 65 67 - 68 - 53 T - 5L - 58 - 53
ancy
Population den- 19 22 - L - 18 - 27 - 196 - 56
sitg (persons ‘ ’ ‘ ‘
Km2
Per Capita Gross 880 630 _ L70 320 340 L20
National Product o :
Source: 1975 World Population Data Sheet of the Population Reference Bureau, Inc.

* 1974 data



Table . No.
PANAMA Table 1 of 2
POPULATION BY AREA AND PROVINCE

(000's)
Average
A 1960 1970 1974 %_Annual Change
‘ No. % Tot. No. % Tot. No. % Tot. 1960-70 1970-74

TOTAL 1076 100 1434 100 1618 100 2.9 3.1
Urban - - LLe Ly.4 €82 L7.6 796 Lg.2 L.4 L.o.

Rural 630 58.6 752 52.4 822 50.8 1.8 2.3

Principal cities 1/ 356 33.1 524 36.5 611 37.8 3.9 3.9

Rest of the country 720 66.9 910 63.5 1007 62.2 2.4 2.8

PANAMA 372 34.6 580 Lo.4 638 L2 .5 L.6 L.4
Urban 289 26.9 458 31.9 546 33.7 L.7 L. s

Rural 83 7.7 122 8.5 142 8.8 3.9 3.9

CHIRIQUI 188 17.5 237 16.5 261 16.1 2.3 2.5
Urban L3 L.0 62 L.3 71 L.4 3.7 3.4

Rural 145 13.5 175 12.2 190 11.7 2.5 2.1

VERAGUAS 132 12.3 152 10.6 164 10.1 1.4 1.5
Urban 12 . 19 1.3 22 1.4 L.7 3.7

Rural 120 11.2 133 9.3 142 8.7 1.0 1.6

cotow 105 9.8 135 94 19 9.2 2.5 2.5
Urban 59 5.5 70 4.9 74 L. 6 1.7 1.4

Rural L6 4.3 65 L.s 75 L .6 3.5 3.6



PANAMA

SI1ZE

TOTAL

Less than 50

50 - 99
100 - 499
500 - 999

1,000 - 4,999
5,000 - 9,999

10,000 - 24,999

25,000 - 99,999

100,000 or more L/

1/ Panama City

Source: Estadistica y Censo

Table No.

POPULATION BY SI1ZE OF COMMUNITY

1960 1970
Place (%) Pop . % Place % Pop. %
(000's) (000's

8,595 100.0 1,076  100.0 9,313  100.0 1,428 100.0
5,669 66.0 105 9.8 5,897 63.3 109 7.7
1,341 15.6 95 8.8 1,530 16.5 108 7.6
1,391 16.2 276 25.7 ' 1,597 17.2 321 22.4
124 1.4 83 7.8 187 2.0 125 8.8
61 0.7 105 9.8 88 0.9 160 11.2
4 0.1 31 2.8 6 0.1 39 2.8
3 0.0 L7 L. 4 3 0.0 39 2.7
1 0.0 60 5.5 4 0.0 178 12.4
1 0.0 274 25.4 1 0.0 349 24.4



PANAMA

1960 1970 1974 % Annual Change
No. % Tot. No. % Tot. No. % Tot. 1960-70 1970-74
cocLE 93 86 18 82 13 8.1 2.4 2.1
Urban 18 1.7 26 1.8 30 1.9 3.7 3.6
Rural 75 6.9 92 6.4 101 6.2 2.0 2.4
HERRERA 62 5.8 13 s 78 48 17 57
Urban 12 1.1 23 1.6 26 1.6 6.7 3.2
Rural 50 L.7 50 3.5 52 3.2 0.0 1.0
LOS sANTOS 11 66 12 50 13 bs 0.1 0.3
Urban 7 0.7 8 0.6 8 0.5 1.3 0.0
Rural 64 5.9 6L L4 65 L.0 0.0 0.4
BOCAS DEL TORO 33 3. 5 3.0 s 3.1 2.6 3.9
Urban 6 0.6 15 1.0 18 1.1 9.6 L.7
Rural 27 2.5 28 2.0 32 2.0 0.4 3.4
DARIEN 20 1.9 23 16 2% 15 Lb ]
Urban - 0.0 2 0.1 2 0.1 * 0.0
Rural 20 1.9 21 1.5 22 1.4 0.5 1.2

Note: Urban Sector consists of all places with over 1,500 population and certain normal urban facilities.

* |n 1960 the Province of Darien did not have any communities which met the minimum urban requirements.
1/ The cities of Panama, Colon and David.

Source::. Estadistica y Censo



Table No.

PANAMA
POPULATION - DISTRIBUTION BY SEX, AREA AND AGE
(000's)
Average
_% Change
1960 1970 1974 1960-70 1970-74
No. % Total No. % Total No. % Total Annual Rate Apnual Rate

TOTAL 1075 100.0 1434 100.0 1618 100.0 2.9 3.1
MALE SLA 50.8 727 50.7 820 50.7 2.9 3.1
Urban 215 20.0 330 23.0 8 23.8 L L 3.9
Under 20 106 9.9 167 11.6 195 12.0 4.6 3.9
20 - 39 60 5.6 95 6.6 110 6.8 4.7 3.7
Lo - 59 36 3.3 50 3.5 59 3.6 3.3 L.3
60 or more 13 1.2 18 1.3 21 1.3 3.3 3.9
Rural 331 30.8 397 27.7 L35 26.9 1.8 2.3
Under 20 ‘169 15.7 221 5.5 7247 15.0 2.7 2.3
20 - 39 88 8.2 98 6.8 108 6.7 1.1 2.5
Lo - 59 51 L.7 55 3.8 60 3.7 0.8 2.2
60 or more 23 2.1 23 1.6 25 1.5 0.0 2.1
TEMALE 529 bg.2 707 49.3 798 bo.3 2.9 3.1
Urban 231 21, 352 24 .6 L1 25.4 4.3 3.9
Under 20 112 10.4 174 12.1 204 12.6 L5 L0
20 - 39 68 6.3 104 7.2 121 7.5 4.3 3.9
4o - 59 36 3.3 52 3.6 60 3.7 3.8 3.6
60 or more 15 1.4 22 1.5 26 1.6 3.9 4.3
Bural 298 27.7 355 24.7 387 23.9 1.8 2.2
Under 20 160 4.9 206 4.4 225 13.9 2.6 2.2
20 - 39 76 7.1 87 6.1 95 5.9 1.4 2.2
Lo - 59 42 3.9 L 3.1 L7 2.9 0.5 0.4
60 or more 20 1.9 18 1.3 20 1.2 (1.0) 2.7

Source® Estadistica y Censo



DISTRIBUTION OF POPULATION BY AGE AND URBAN/RURAL SECTORS

(%- TOTAL)
1960 1970 1974
Urban Rural Urban Rural Uzban Rural

TOTAL 100 100 100 100 100 100
9 -4 14.5 17.9 14.1 18.0 14.1 18.2
5-9 12.4 14.3 13.1 16.8 13.1 16.9
10 - 14 11.3 11.5 11.6 12.8 11.6 12.8
15 - 19 10.6 “8,7 11,3 9.1 11,3 9,0
20 - 24 8.6 7.4 9.9 . 7.8 9.9 7.7
25 - 29 7.2 9.1 7.8 6.5 7.8 6.5
30 - 34 6.7 5.1 6.1 5.5 6.1 5.5
35 - 39 6.1 4.5 5.2 5.1 5.2 5.0
40 - 44 5.5 3.8 4.6 4.0 4.5 4.0
45 - 49 4.7 6.6 4.1 3.5 4.1 3.4
50 - 54 3.2 2.5 3.5 3.1 3.5 3.0
55 ~ 59 : 2.5 2.0 2.9 2.4 2.9 2.4
60 ~ 64 2.2 3.9 2.0 1.9 2.0 1.9
65 ~ 69 1.6 1.0 1.5 1.4 1.5 1.4
70 - 74 1.3 0.8 1.0 0.9 1.0 0.9
75 - 79 0.8 0.5 0.7 0.5 0.7 0.5
80 - 84 0.7 0.5 0.5 0.4 0.5 0.4
85 or more * ok 0.3 0.3 0.3 0.3

* 80 or more.

Source: Estadistica y Censo.




POPULATION ~ AGE DISTRIBUT|ON

PANAMA
(000's)
Average
% Change
{Age Group) 1960 1970 1974 1960-70 1970-74
No, % Tot. No, % Tot.  No, % Tot. An, Rate An, Rate

Total 1,062 100.0 b3k 100 1,667 00 3.0 3.1
0-4 '79 16.5 232 16.2 270 16.2 2.6 3.1
5-9 15 14,5 216 15.0 251 15.1 3.h 3.1
10-14 128 12.0 175 12.2 204 12.2 3.2 3.1
15-19 106 10.0 145 10.1 169 10.] 3.2 3.1
20-24 89 8.4 126 8.8 146 8.8 3.5 3.0
25-29 75 7.1 102 7. 119 7.1 3.1 3.2
30-34 65 6.1 83 5.8 96 5.8 2.5 3.0
35-39 58 5.5 74 5.2 86 5.2 2.5 3.1
LO-Lh 50 4,7 61 L.2 71 4.3 2.0 3.1
L5-4L49 L3 L.o 54 3.8 €2 3.7 2.3 2.8
50-54 32 3.0 L7 3.3 55 3.3 3.9 3.2
55-59 2b 2.3 38 2.6 L 2.6 L.7 3.0
60-64 21 2.0 28 2.0 33 2.0 2.9 3.3
65-69 14 1.3 21 1.5 2k 1.4 L., 2.7
70 or more 2L 2.3 33 2.3 38 2.2 3.2 2.9
Median age 18.3 18.2 18.3

Source: Estadistica y Censo
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Table No.
PANAMA
POPULATION
BIRTH, DEATH, NATURAL GROWTH RATES
(rates per 1000 persons)
1960 1970 1971 1972 1973 1974

Total Births ki.o 37.1 37.2 36.0 33.2 32.6
Total Deaths 8.4 7.1 6.7 6.0 5.8 5.6
Total natural Growth 32.6 30.0 30.5 30.0 27.4 27.0
Urban Births 39.1 36.0 37.0 35.0 31.6 32.2
Urban Deaths 7.2 5.5 6.2 5.6 5.3 5.1
Urban Nat. Growth 31.9 30.5 30.8 29.4 2h.3 27.1
Rural Births L2 .4 38.1 37.4 37.0 34.6 33.0
Rural Deaths 9.2 8.4 7.1 6.3 6.3 6.0
Rural Nat. Growth 33.2 29.7 30.3 30.7 28.3 27.0
3 Principal Cities
BIRTHS

Panama 35.8 31.5 33.6 31.6 28.1 28.6
" Colon 29.4 35.6 35.4 32.1 31.8 31.5

David 71.8 56.2 56.2 29.3 S1.4 53.1
DEATHS

Panama 6.2 5.3 6.1 5.3 5.0 L.9

Colon : 9.4 7.8 8.9 7.7 7.8 7.5

David 13.4 10.4 8.3 8.9 8.7 7.7
NATURAL GROWTH

Panama 29.6 26.2 27.5 26.3 23.1 23.7

Colon 20.0 27.8 26.5 2L .4 24.0 24.0

David 58.4 L45.8 47.9 50.4 L42.7 Ls.4
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Pace 2
PROV INCE
PROVINCES 1960 1970 1971 1972 1973 1974
PANAMA
Births 38.2 35.2 35.3 34.2 31.1 31.5
Deaths 6.6 5.8 5.7 5.0 4.9 4.6
Natural Growth 31.6 29.4 29.6 29.2 26.2 26.9
CHIRIQUI
Births 46.3 38.2 39.0 40.1 35.3 35.6
Deaths 7.9 7.6 6.7 6.7 6.2 6.1
Natural Growth 38.4 30.6 32.3 33.4 29.1 29.5
VERAGUAS
Births 45.5 40.0 38.8 38.2 35.6 23.1
Deaths 11.4 9.2 8.8 7.1 7.4 8.0
Natural Growth 34.1 5G.2 30.0 31.1 28.2 25.1
COCLE
Births 42,7 41.8 40.1 38.9 37.2 33.3
Deaths 10.2 8.0 6.9 6.2 6.6 5.1
Natural Growth 32.5 33.8 33.2 32.7 30.6 28.2
COLON
Births 37.4 36.6 36.6 34.4 32.9 33.1
Deaths 11.3 8.0 8.1 7.4 7.1 6.8
Natural Growth 26.1 28.6 27.0 27.0 25.8 26.3
HERRERA
Births 38.6 37.2 37.5 31.7 30.2 29.9
Deaths ' 7.2 7.7 6.8 6.2 6.0 5.5
Natural Growth 31.4 29.5 30.7 25.5 4.2 24 .4
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Page 3
1960 1970 1971 1972 1973 1974

LOS SANTOS 2900 1370

Births 37.1 31.6 31.0 27.9 24.3 22.6
Deaths ' 6.5 6.6 6.3 5.5 5.8 5.7
Natural Growth 30.6 25.0 24.7 22.4 18.5 16.9
BOCAS DEL TORO

Births 46.9 43.1 46.8 48.7 49.8 46.8
Deaths 12.8 9.1 8.2 6.0 6.7 6.0
Natural Growth 34.1 34.0 38.6 42.7 43,1
DARIEN

Births 39.4 40.8 41.7 35.8 34.1 33.5
Deaths 7.5 8.3 5.4 5.0 4.6 4.4
Natural Growth 31.9 32.5 36.3 30.8 29.5 29.1

Source: Estadisticas Vitales: D.E.C.



Table No.

PANAMA
GENERAL, MATERNAL, INFANT, NEONATAL, 1 TO 4 YEARS, MORTALITY RATES
General Mortality Maternal MOE;ality Infant Morg?lity Neonatal MorE?lity 1 to 4 Years Mortality
Rate — Rate — Rate ~ Rate = Rate

Province 1970 1974 1970 1974 1970 1974 1970 1974 1970 1974
Total 7.1 5.6 1.4 0.8 40.5 32.9 20.8 17.6 7.5 5.6
Bocas del

Toro 9.1 6.0 0.5 1.5 52.0 34.3 19.6 12.8 13.5 8.7
Coclé 8.0 5.1 1.6 0.7 44,6 35.5 17.8 19.7 11.0 3.9
Coldn 8.0 6.8 1.6 1.3 44,6 39.4 21.7 17.8 7.7 4.6
Chiriqui 7.6 6.1 1.9 0.5 44.6 40.5 21.5 20.8 9.1 6.4
Darién 8.3 4.4 4.3 0.0 63-.6 46.9 21.6 26.8 11.2 6.5
Herrera 7.7 5.5 0.7 0.0 39.5 33.4 24.0 14.9 5.4 2.9
Los Santos 6.6 5.7 0.4 1.2 30.2 13.0 19.7 6.2 2.4 2.1
Panami 5.8 4.6 0.8 0.7 33.7 25.6 18.7 16.4 4.4 2.0
Veraguas 9.2 8.0 2.5 1.9 47.3 45.6 27.1 20.8 12.7 11.0
1/ per 1,000 inhabitants
2/ per 1,000 line births
3/ per 1,000 inhabitants 1-L years of age

Sources:

Estadistica Vitaies,

D.E.

C.



Table No.

FANAMA
GENERAL, MATERNAL, INFANT, NEONATAL, 1 TO 4 YEARS, MORTALITY
IN THE REPUBLIC OF PANAMA 1970-1974
General Mortality Maternal Mortality Infant Mortality Neonatal Mortality 1 TO 4 YEARS Mortalit:

Province 1970 1974 1970 1974 1970 1974 1970 1974 1970 1974
Total 10,225 9,001 72 43 2,156 1,663 1,106 889 1,400 952
Bocas del

Toro 398 297 1 3 98 70 37 26 84 61
Coclé 943 663 8 3 221 144 88 80 192 77
Coldon 1,080 1,017 8 6 220 186 107 84 133 88
Chiriqui 1,802 1,591 17 4 404 351 195 180 311 237
Darién 188 105 4 0 59 28 20 16 42 25
Herrera 558 427 2 0] 107 74 65 33 50 29
Los Santos 476 419 1 2 69 21 45 10 20 18
Panama 3,382 3,170 16 15 690 545 384 349 301" 158
Veraguas 1,398 1,312 15 10 288 244 165 111 267 259

Source: Estadisticas Vitales de D.E.C.
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PANAMA

TABLE No.

BIRTH RATES, BY AGE OF MOTHER AND

RURAL - URBAN SECTORS

1970-1973
Avg. Annual 7 Charge

Age of Mother 1970 1973 1970-73

TOTAL  URBAN RURAL TOTAL  URBAN RURAL TOTAL URBAN RURAL
TOTAL 166 137 198 148 122 182 3.7 3.8 3.7
15 - 19 131 97 173 123 94 166 2.1 1.0 1.4
20 - 24 274 240 315 245 215 '285 3.7 3.6 3.3
25 - 29 246 216 278 220 198 248 3.6 2.9 3.7
30 - 34 183 151 217 159 127 197 4.6 5.6 3.2
35 - 39 123 84 161 107 69 152 4.5 6.4 1.9
40 - 44 44 27 63 39 21 61 3.9 8.0 1.0
45 - 49 9 4 15 6 3 11 12.6 9.1 9.8
Live birth/1000 women

Sources: Estadisticas Vitales, D.E.C.



PANAMA

Table No.

THE 10 LEADING CAUSES OF DEATH

8th Edition Position No. of Deaths Rates *
ICDA 1970 1974 Causes 1970 1974 1970 1974
800-999 2 1 Accidents, suicide and 754 882 52.6 54.5

homicide
410-414 1 2 Ischemic heart disease 902 742 62.9 45.8
140-239 5 3 Neoplasms 656 701 47.3 43.3
430-438 6 4 Cerebrovascular disease 537 611 37.4 37.8
480-486 3 5 Pneumonia 710 532 49.5 32.9
000-009 4 6 Gastroenteritis 673 500 46.9 30.9
561
305.5
390-392 10 7 Diseases of the circula- 201 236 14.0 14.6

tory system
630-634 9 8 Complications of pregnancy 218 214 15.2 13.2
760-779 child birth, and the puer-

perium

8 9 Infant mortality all causes 220 213 15.3 13.2
010-019 7 10 Tuberculosis 278 212 19.3 13.1
TOTAL;10 leading causes 5,149 4,843 486+3 299.3
@ther Causes 5,076 4,158 353.9 256,9 -

General Total 10,225 9,001 712.8 556.3

% Death per

100,000 inhabitants

Source: Estadisticas Vitales, D.E.C.



PANAMA

Table No.

THE 10 LEADING CATISES OF DEATH

1960

7th Edition

1CDA Position Causes No. of Deaths Rates*

000-009 1 Gastroenteritis 688 63.9

561

305.5

800-999 2 Accidents, suicide and homicide © 520 48.5

E800-E999

480-486 3 Penumonia 497 46.2

140-209 4 Neoplasms 470 43.7

430-438 S Cerebrovascular diseases 427 39.7

390-392 6 Disease of the circulatory system 377 35.0

490-493 7 Bronchitis and asthma 337 31.3

010-019 8 Twberculosis 288 26.8

033 9 Whooping cough 243 22.6

630-634 10 Compligations of pregnancy 220 20.4

Total/1l0 leading causes 4,067 378.1
Other Causes 4,320 401.6

General Total 8,387 779.8

%= Death per 100,000 inhabitants
Source: Estadisticas Vitales, D.E.C.



Table No.

THE 10 LEADING CAUSES OF MED ICALLY CERTIFIED DEATHS

PANAMA
8th Edition Position No. of Deaths Rates *
ICDA 1970 1974 Causes 1970 1974 1970 1974
410-414 ) 1 1 Ischemic heart disease 896 736 62.5 45.5
800-999 4 2 Accidents, suicide and 485 698 33.8 43.1
E 800-E999 homicide
140-209 2 3 Neoplasms 576 630 40.1 38.9
430-438 5 4 Cerebrovascular disease 428 539 29.8 33.3
480-486 3 5 Penumonia 526 414 36.7 25,6
000-009
561 6 6 Gastroenteritis ' 344 222 23.9 13.7
305.5
8 7 Infant_ mortality all causes 203 203 14.1 12.5
630-634 9 8 Complications of pregnancy,
760-779 child birth and the puerperium 199 200 13.9 12.3
010-019 7 9 Tuberculosis 211 171 14.7 10.6
390-392 10 10 Diseases of the circulatory
system 103 150 7.2 9.3
Total/l0 leading causes 3,971 3,963 276.8 244 .9
: Other Causes 1,870 1,824 130.4 112.7
General Total 5,841 5,787 407.2 357.6

* Death per 100,000 inhabitants
Source: Estadisticas Vitales, D.E.C.



PANAMA
TABLE No.

Population with Access to Potable Water, by Area

70 - 1974
(In thousands)

ngu]ationl/ Population with Access to Potable Water
Total  Urban Rural Total % Urban % Total R% = zqugaugt % Well X
1970 1,434.4 682.8 751.6 1,004.7 70.0 682.8 100.0 322.5 42.9 91.5 12.2 231.0 30.7
1971 1,478.3 710.8 767.5 1,085.8 73.4 710.8 100.0 375.0 48.8 125.4 16.3 249.6 32.5
1972 1,523.5 739.6 783.9 1,142.7 75.0 739.6 100.0 403.1 51.4 145.3 18.5 257.8 32.9
1973 1,570.1 769 6 800.5 1,186.8 75.6 769.6 100.0 417.2 52.1 157.8 19.7 259.4 32.4
1974 1,618.1 7%6.0 822.1 1,235.2 76.3 796.0 100.0 439.2 53.4 ’174.2 21.2 264.9 32.2

1/ Mid-year estimates.

Sources: IDAAN, unpublished data
Direccifn de Estadfstica y Censo
Ministry of Planning and Economic Policy, Informe Econdmico, 1974



PANAMA

Panam8
Colbn
Provinces
Boeas del Toro
Coclé
Colén
Chiriquf
Darién
Herrera
Los Santos
Panamd

Veraguas

1/ Rate computed on the basis of the number of doctors fo

population.

Table No.

Number of Practicing Doctors, by Province and

the Cities of Panama and Colon

1970 - 197k

o eV e
592 14,1 646 17.8

50 7.4 55 8.0
8571 6.3 1006 7.2

12 4.0 13 4.2

27 2.3 36 3.0

50 L.5 55 L.8

85 4.0 11 5.1

L 2.2 5 2.7

22 3.0 28 3.8

18 2.5 26 3.6
618  10.7 700 1.6

21 1.4 32 2.1

Source: Panama en Cifras, Octubre de 1975

1972
No Rate
702 18.8
59 8.5
1070 1.4
25 7.7
34 2.7
59 5.0
102 L.6
L 2.1
25 3.3
32 L.b
757 12.0
32 2.1

No. ]97gate i No ]97:ate i
756 19.8 8i4 20.7
6L 9.1 75 10.5
1172 7.8 1313 8.6
35 10.4 36 10.6
39 3.0 L 3.1
67 5.6 84 6.8
108 4.7 140 6.0
L 2.1 L 2.2
26 3.4 36 L.6
29 L4.0 27 3.7
829  12.6 898  13.1
35 2.2 L7 3.0

r each 10,000 inhabitants.

Exclude the indigenous




PANAMA

TABLE No.

Number of Practicing Nurses by Province
and the Cities of Panama and Colon

1970 1971 1/ 1972 1/ 1973 1/ 1974

No. Ratel/ No. Rate™ No. Rate™ No. Rate— No. Ratel/
Cities
Panama 688 16.4 655 18.0 781 21.0 706 18.5 759 19.3
Colon rA| 10.5 60 8.7 55 7.9 57 8.1 63 8.8
Provinces” 1012 7.4 948 6.8 1059 7.3 1063 7.% 1131 7.4
Bocas del Toro 15 5.0 12 3.8 21 6.5 35 10.4 43 12.6
Coclé 28 2.4 20 1.6 19 1.5 23 1.8 21 1.6
Colén 71 6.4 60 5.3 55 4.7 62 5.2 65 5.3
Chiriquf 81 3.8 79 3.6 88 4.0 95 4.2 108 4.7
Darién 6 3.4 6 3.3 5 2.7 4 2.1 3 1.6
Herrera 23 3.2 24 3.2 19 2.5 18 2.4 16 2.1
Los Santos 23 3.2 18 2.5 17 2.3 26 3.6 19 2.6
Panami 739 12.8 709 11.8 818 13.0 781 11.9 834 12.1
Veraguas 26 1.8 20 1.3 17 1.1 19 1.2 22 1.4

1/ Rate computed on the basis of the No. of nurses for each 10,000 inhabitants. Exclude the indigenous
population.

Source: Panama en Cifras, Octubre de 1975.



PANAMA

1970

No.
Cities

Panama 93
Colon 10
Provinces 164

Bocas del
Toro 3
Coclé 10
Coldn 10
Chiriqui 19
Darien 1
Herrera 6
Los Santos 7
Panama 98
Veraguas 10

9.0

5.6

8.2

9.7

16.9

6.7

TABLE No.

NUMBER OF PRACTICING DENTISTS BY PROVINCE AND THE

1/

CITIES OF PANAMA AND COLON
1970 - 1974
1971 1/ 1972 1/

No Rate Wo. Rate
94 25.9 93 25.0
8 11.6 4 5.7
156 1.1 15 10.7
1 3.2 4 12.4

8 6.6 8 6.4

8 7.0 4 3.4
17 7.8 13 5.8
1 5.5 1 5.3

5 6.8 6 8.0

6 _8.3 8 11.0
103 17.1 104 16.5
7 4.6 7 4.5

1973

100

187

11
115

11

“Rate

11.9

7.8

7.5

8.4

5.2

9.1

15.1

17.5

7.0

107

210

12
10

29

10
125
9

Rate

8.1
12.5
10.9

7.7
13.7
18.2

5.7

1/ Rate computed on the basis of the No. of dentists for each 100,000 inhabitants. Exclude the indigenous populatio

Source: Panama en Cifras, Octubre de 1975




TOTAL POPULATION, WORKFORCE AND POPULATION COVERED BY

THE SOCIAL SECURITY SYSTEM - 1970 - 1974

(In thousands)

Total Population 1 / 1,434.4 1,478.3 1,523.5 1,570.1 1,618.1 3.1

Economically Active
Pop. % Unemployed



PANAMA

Health Institutions 1970

Hospitals & Hospital

Clinics 33
Health Centers 37
Health Posts 109
Beds No.
Cities

Panama 2,656

Colon 341
Provinces 4,974

Bocas del Toro 176

Coclé 242

Coldn 341

Chiriqui 567

Darien 43

Herrera 209

Los Santos 199
*Panama 3,003

Veraguas 194

Source: Panama en Cifras, Octubre 1975

TABLE No.

TIONS & BEDS

e e e e & 8
WNNOSSNEHEOW

=AU NNDNDWN WL

1970 - 1974
1971 1972 1973 1974
35 41 41
50 65 71
105 112 130
No. No. No. No.
2,754 7.6 2,872 7.7 2,837 7.4 2,855
356 5.2 289 4.1 294 4.2 290
5,230 3.7 5,665 3.9 5,731 3.8 5,880 3.8
177 5.7 257 7.9 264 7.8 257 7.5
244 2.0 238 1.9 253 2.0 280 2.1
415 3.6 348 3.0 398 3.3 398 3.2
583 2.7 635 2.8 636 2.8 652 2.8
65 3.6 69 3.7 61 3.2 60 3.3
232 3.1 242 3.2 280 3.6 298 3.8
195 2.7 194 5.4 407 5.6 487 6.6
3,098 5.1 3,272 5.2 3,224 4.9 3,246 4.7
221 1.4 210 1.4 208 1.3 202 1.3



PANAMA TABLE No.

TOTAL POPULATION, WORKFORCE AND POPULATION COVERED
BY THE SOCIAL SECURITY SYSTEM - 1970 - 1974
(In thousands)
Avg. Annual
%Z Rate of
1970 1971 1972 1973 1974 Increase
Total Population 1/ 1,434.4 1,478.3 1,523.5 1,570.1 1,618.1 3.1
Economically Active ‘
Popi .2/ 467.5 477.6 488.6 499.0 517.4 2.6
Z Unemployed 7.1 7.6 6.8 7.0 5.8 -
Population Covered by
S.S. 324.1 382.8 438.3 488.9 543.6 13.8
Employees 169.9 187.3 202.2 218.1 235.3 8.5
Dependents 141.1 179.4 217.3 248.8 282.6 19.0
Retirees & pensioneré 13.1 16.1 18.8 - 22.0 25.7 18.4

Population covered by
S.S. as a Z of total
population 22.6 25.9 28.8 31.1 33.6 -

Employed population
covered by S.S. as a .
% of Eco. Active Pop. 36.3 39.2 41.4 43.7 45.5 -

1/ Mid-year estimates

2/ Population 15 years of age and over
Source: Panama en Cifras, Octubre 1975



YANAMA
Table No.

STUDENTS ENROLLED & GRADUATES FROM THE

FACULTIES OF MEDINE AND DENTISTRY OF THE

UNIVERSITY OF PANAMA

1970 - 1974

| 1976 1971 1972 1973 1974

Enroliment 245 259 368 523 738
Faculty of Medicine 156 153 197 304 486
Faculty of Dentistry 89 106 171 219 252
Graduates 23 L7 58 L7 L6
Faculty of Medicine 23 L7 51 Ly 25
Faculty of Dentristry _ - - 7 3 2]

Source: Panama en Cifras, Octobre 1975
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