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PREFACE

In cooperation with the U.S. Agency for Internationai Development, the Rural
Development Commiitee of the Center for iiternational Studies at Cornell University
has undertaken research on the role of paraprofessionals in rural development.
Throughout the world there is increasing interest in using paraprofessionals in various
capacities as front-line development workers to provide services which are ac:epiable
and accessible to the rural poor who often have not been reached by development
programs. However, there is minimal empirical knowledge on which to draw for
program planning and guidance. Our study has sought to remedy this need by analyzing
several existing paraprofessional programs to determine which factors affect the
paraprofessional's effectiveness. Field studies were conducted of illustrative programs
in Guatemala, Bolivia, Senegal, Upper Volta, Sri Lanka and the Philij.pines. We hkope
the results of these field studies will provide program planners and administrators, as
well as government decision-makers, with well-documented cases of Low and why
paraprofessionals function in various contexts.

For research purposes the Cornell team decided to define paraprofessionals

generally as workers (1) with no more than 12 months of pre-service or technical school

training; (2) wko have direct service contact with rural dwellers; (3) who play a

semi-autonomous role in making day-to-day judgments and decisions; (4) while

operating as part of an organized private or public sector agency. The typical

paraprofessional is likely to be indigenous to the service area and to have no more than

a primary school education.1

1R. Colle et. al.,, Concept Paper: Paraprofessionals in Rural Development,

(Ithaca, New York: Rural Development Comn:ittee, Cornell University, 1979), p. 9.
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An extensive literature search that preceded our field work suggested a number of
general propositions: (1) development objectives in the agricultural and health sectors
in terms of communication and adoption of improved practices can be achieved
efficiently (measured in unit cost and time required) through use of paraprofessionals;
(2) the effectiveness of paraprofessional programs depends upon the adoption of
appropriate program practices regarding selection, training, supervision, compensation,
etc.; and (3) the effectiveness, efficiency and responsiveness of paraprofessionals will
vary directly with their success in encouraging local participation, particularly through
local organizations.

While the research was guided by tiiese general propositions, our intent was to
derive principles of operation and to identify useful operating practices in an area
where there is scant knowledge. Consequently, the research effort was designed to be
reasonably open-ended and comprehensive to ensure incorporation of many kinds of
useful knowledge. Since the paraprofessional cannot be viewed in isolation, it was
necessary to focus attention broadly on the relationships among the paraprofessional,
the community, and the delivery system.

In accordance with the objectives of the study, it was deemed more appropriate to
study in-depth the dynamics of a program in a particular area rather than attempting a
summary overview of a program in an entire country. Thus, the major research effort
consisted of two months in-depth field work in a limited number of villages within each
of the six countries. Including a larger sample of villages would have provided a better
basis for generalizations about the program, but the examination of paraprofessional
performance would have been more superficial, the quality of data less certain, and the
realities of iniplementing a paraprofessional program less clearly detzailed.

To ensure comparability of the results each of the six field studies was guided by

a checklist of topics and questions. However, in an effort to obtain frank responses and

iv



empirical detail, the studies employed primarily open-ended interviews and participant
observation methods. The field work was supplemented with documents and reports
that touch upon experience with the paraprofessionals, and with interviews of officials

either directly or indirectly involved in the respective projects.

Royal D. Colle
Milton J. Esman
Nerman T. Uphoff

January 6, 1981
Ithaca, New York
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INTRODUCTION

There were several reasons for selecting Guatemala as a site for research into the
use of paraprofessionals. First, health paraprofessionals have been used in rural areas
extensively in Guatemala by both private voluntary organizations and the Ministry of
Health for a number of years. Second, the Guatemalan government has expressed an
interest in research on their health paraprofessionals. Also, the government has
committed itself to the future use of health paraprofescionals in its rural areas. Other
reasons for selecting Guatemala were that its health paraprofessionals work voluntarily
or with only token compensation, and that Guatemala has started to use
subprofessionals (Rural Health Technicians) trained in rural health care as supervisors
for its health paraprofessicnals. Thus, Guatemala appeared to be a promising and
interesting site for an in-depth study of paraprofessionals.

While there are many private voluntary organizations training and utilizing
paraprofessionals in Guatemala, they are by nature small-scale projects which use more
resources per capita than are usually available to the government of a LDC. Hence, it
was thought more useful to study the efforts of the Guatemalan Ministry of Health in
utilizing paraprofessionals. In keeping with the objectives of the project, this study
centers on the performance of paraprofessionals in one specific part of Guatemala,
described on pages 14 - 37 below (see also map on page viii).

This study employed primarily open-ended interviews withk rural villagers, the
paraprofessionals themselves and their supervisors. Officials in the Guatemalan
Ministry of Health, INCAP (the Institute of Nutrition for Central America and Panama),
and USAID were also interviewed. Documents and reports that touched upon
experience with paraprofessionals were utilized as well. The fieldwork for the study

was done in November and December of 1979.

vii



GUATEMALA

MEXICO

BELICE

ATLANTIC OCEAN

Puertn Barrios

HONDURAS

Guatemala City

AN

EL SALVADOR

PACIFIC OCEAN \

viii




CHAPTER
BACKGROUND ON GUATEMALA'S RURAL HEALTH PARAPROFESSIONALS

Guatemalan Development and the Rural Sector

The Republic of Guatemala is situated in the Central American isthmus. It is
some 42,000 square miles in area and has a population of about 7.2 million people.l
Guatemala has a per capita GNP of slightly over U.S. $800 per year. The growth of the
Guatemalan economy has averaged 5.7% per year (2.9% per capita) since 1960, which is
about the average for Latin America as a whole. Guatemala's participation in the
Central American Common Market has been, and remains, an important stimulus to
Guatemala's growth.a

Government budget deficits have been small compared to GDP, and central bank
financing has been minimal. This, combined with a relatively liberal trade policy, kept
inflation very low from 1960 until the oil crises in 1973. Since then, however, inflation
has been about 12%-15% annually. Guatemala's balance of payments has been in good
shape, and this coupled with the limited public sector deficits has helped keep external
borrowing to a minimum. Guatemala has successfully avoided major economic
fluctuations, and the Quetzal was recently ckosen by the IMF as one of the world's
reserve currencies--a clear indication of its strength.

Despite this impressive economic performance in recent years, however, social
development has lagged. Guatemala has a heritage of two cultures--Spanish (Ladino)

and indigenous (Indian). The gap between these two large ethnic groups in terms of per

lDr. R. Monzon, Resumen del Diagnostico de Salud (INDAPS: Quirigua, Izabal,

Guatem~.:, 1979), p. 1.
2

Aly, Cointry Devulopment Strategy Statement: Guatemala (Department of

State, January '479), p. 5,

3Ibid., p. 16.
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capita income, health and education has not been reduced to any significant extent over
the past 20 years, in large part because of the very limited role played by the public
sector in the nation's development. The indigenous population constitutes over 40% of
the population, lives largely in the rural areas and is relatively isolated from the
mainstream of moderr national life. Socially, it is differentiated by its native culture
and languages (the people are frequently monolingual in one of 28 languages of the
Maya-Quiche family). Tl indigenous population is physically isolated from modern
national life by thz rugged terrain and lack of adequate rural roads in areas where it is
concentrated.4

Yet while the differences between the "ladino" population and the indigenous
population represent a significant duality in Guatemala's development, a more
comprehensive dichotomy exists between the standard of living in urban and rural areas.
An estimated 64% of the population lives in rural areas.5 The rural population is
comprised largely nf the indigenous population but also contains a sizeable number of
"ladinos.” The standard of living is not significantly different between the indigenous
population and the "ladino" population in the rural areas. This is borne out by the fact
that life expectancy figures for the indigenous population and for the rural population in
general are the same--45 years. This figure, however, contrasts markedly with the life
expectancy figure for the urban population--61 years.

Other standard statistical indicators likewise attest to the dichotomy between

urban and rural standards of living. For example, 87% of the population in urban areas

4Ibid., p. 16

5

Dr. R. Monzon, op. cit,, p. 1.

6Ibid., p- 3, and E. Croft Long and A. Viau, Health Care Extension Using Medical
Auxiliaries in Guatemala, private paper, p. 3.
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have access to potable water compared to 14% in the rural-areas.7 Literacy for the
population over 18 years is estimated to be 82% in urban areas and only 40% in rural
areas.8 To be sure, some caution must be used in interpreting such statistics. Taken
together, though, they support the conclusion that: "To discuss poverty in Guatemala is
to discuss the rural areas."9 This is not to say that poverty does not exist in the urban
areas--it certainly does. However, the most impoverished conditions are to be found in

the rural areas.

Guatemala's Rural Health Care Problems

One of the most pronounced disparities between urban and rural life is in health
and health services. Standard health indicators, such as mortality and morbidity rates,
show that the people of Guatemala in general endure a very low level of health and
health services, and that many rural areas have no access to health services.
Guatemala's established health care system has been unable to meet the health care
needs of both urban and rural Guatemalans. As a result, it has become clear to many
that a new approach to health care is needed.

The following indicators attest to the health care needs of Guatemalans, and of
the need for some alternative or supplement to the established health care system. The
overall mortality rate is 13 per 1,000 inhabitants. Infant mortality is reported to be 74
deaths per 1,000 live births, though INCAP (Institute of Nutrition in Central America
and Panama) estimaves that actual infant mortality may be as high as 100 per 1,000

. . . . 1
because deaths, especially infant deaths, are under-registered in rural areas.

7Dr. Monzon, op. cit., p. 8.
8E. Croft Long and A. Viau, op. cit., p. 2
9AID, op. cit., p. 3.

lODr. R. Monzon, op. cit., p. 2.
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Needless to say, mortality and morbidity are higher in rural areas than they are in urban
areas. For example, the mortality rate is only 9 per 1,0. 9 in the capital city but up to
22 per 1,000 in one rural department.ll

Malnutrition is an acute problem in Guatemala. In 1974 INCAP estimated
malnutrition levels according to the Gomez ciassification of malnourishment. The
figures indicated that almost 80% of children under 5 years of age could be considered
malnourished, with 30% exhibiting severe levels of malnourishment. Furthermore, it is
estimated that the poorest 50% of the population has a caloric deficit of approximately
40% of the minimum daily requirement and a protein deficit of 49% of the minimum
daily requirements.;Z Again, malnutrition is most severe in the rural areas.

The single most important cause of the low level of health care in the rural sector
is the overwhelming poverty of the rural populace. The relationship between poverty
and malnutrition is obvious. Less obvious, hut equally important, is tiie impact on
health of deficiencies in environmental sanitation measures. In the rural areas a
substantial part of total illness can be attributed to the lack of potable water, sewage
systems and general sanitation practices. Despite the low ievel of general health
endured by rural Guatemalens the principal causes of disease and mortality are
amenable to medical care or preventabie by proper heaith, nutrition and sanitation
methodology. The technology of prevention is well established and the facilities are
simple and inexpensive when compared to those needed to cure some of those diseases
once they occur.13

The Guutemalan government has fouad it difficult to meet the health care needs

of rural Guatemalans through the utilizatiyn of doctors and hospitals. Dependence on

11AID, op. cit., p. 6.

L ZIbid., p- 7.

13AID, Audit: Rural Health Services: Pro Ag 71-35, FY-74, p. 2.
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doctors and hospitals has resulted in an urban and curative biased health care system.
The scarce resources available for private and public health care are concentrated in
the capital city. Of the country's 1,200 physicians, only 20% live outside Guatemala
City, while almost 80% of the population is located outside the capital.l4 The Ministry
of Public Health and Social Assistance has the task of providing health services to the
entire population at no cost. For this it receives an annual budget of between 12% and
15% of the government's total expenditures. Yet, the Ministry's 1977 Operating Budget
shoews per capita expenditure of $7.10 in the capital city's department and $2.40 in the
rest of the country.15 The costly public hospitals in the capital city largely explain this
differential. Reliance on .nctors and hospitals has led to a further inbalance in that
most available resources are absorbed by curative services. An estimated 80% of
government resources are devaoted to curative services, leaving only 20% for preventive
services.1

This maldistribution of resources is aggravated by logistical support systems
which lack sufficient material and manpower resources. Government resources are also
impeded by a population growth rate of 2.8%, which stretches public social service
resources to the limit in spite of a rapid increase in the GNP in recent years.1

In summary, the problem of healtli care delivery in Guatemala lies in four
disparities: the disparity between expenditure pattern and needs (curative versus
preventive), the geographic disparity beiween resource distribution and population

distribution, the disparity between aggregate resource needs and the resources made

Y4, p. 2.

15Dr. A. Viau and Dr. E. Boostrom, Guatemala's Rural Health Technicians: An

Overview, report prepared in August 1978 for the Alma Ata Conference, p. 1.

Ymid., p. 2.

hid., p. 2.
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available, and the disparity between rate of population growth and the rate at which

social services can be extended.18

Correcung these disparities is made difficult by the
physical isolation of much of the rural population. The rural pupulation lives in over
18,000 dispersed communitivs of 2,000 inhabitants or less. Thase communities are
isolated by either .nountainous terrain or jungles, heavy rains, and the lack of roads.19
Against this background--and in response to it--the Guatemalan government

initiated its Program to Strengthen Rural Health Services, with the utilization of

subprofessionals and paraprofessionals as its unique and important element.

Guatemala's Plan to Improve Rural Health Care

Early in 1971 the Ministry of Public Health and Social Assistance embarked upon a
program intended to bring an improved level of health care to the rural population. A
series of studies was undertaken to determine rural health problems and the manner in
which they might be best addressed. From these studies a four-level health care
delivery plan evolved. This plan envisaged the training and utilization of two new levels
of auxiliary personnel--health promoters (promotores) and Rural Health Technici. ...
The rationale for the creation cf these new levels of auxiliary personnel was to meet
the lack of trained personnel in general, and to have personnel trained specifically in
public preventive health care.zo

The envisaged four-level health plan was as follows: at the community level
(level 1) health promoters and traditional midwives were to attend to the most basic

health needs; at the level of the health posts ‘level 2)--the simplest physical unit of the

health care system--Rural Health Technicians and Auxiliary Nurses were to provide

18E. Croft Long and A. Viau, op. cit., p. 6.

19Dr. A. Viau and Dr. E. Boostrom, op. cit., p. L.

2'OE. Croft Long and A. Viau, op. cit., p. 8.
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outreach health care including preventive, promotive and simpliiied curative services;
the referral and back-up systems (levels 3 and 4) are to provide a more sophisticated
degree o medical service, including hospital care in regional hospitals and specialist
service in the national referral hospita‘.21

The innovative aspect of this health plan was the creation of the first two new
levels of auxiliary personnel. Health promoters had been used for a number of years by
various private voluntary organizations working in the country; however, this was the
first time the Ministry of Health decided to make widespread use of this low-level
health auxiliary. The plan called for comr.unities to provide a volunteer to be trained
and subsequently to serve as the local health promoter. The promoters were to receive
a one-month training course conducted by a doctor, a nurse and a Rural Health
Technician. Limited instruction was also to be given in first aid and treatment of the
commonest, most easily diagnosed diseases.ZZ

At the end of the training period, the pronioters were to be given a small kit
containing simple medical supplies. The promoters, however, were not to be paid for
the month they spent in training, nor vere they to receive ary form of compensation
once they began working. It was expected that they would be willing to volunteer on
the average an hour per day to their duties as health promoters. Regular supervision of
the health pronioters was to be undertaken by the trairing team.

The other new level of auxiliary personnel was envisaged to be better trained and
to work as full-time, salaried employees of the Ministry of Health. Student Rural
Health Technicians were to be recruited from the rural areas and given a two-year
technical training course. Training was to be in those subjects that the Rural Health

Technican was expected *o work in: environmental sanitation, basic preventive health

21Ibid., p- 8.

22Ibid., pp. 8-9
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care, promotion of appropriate use of available health services, and health education.
Although the emphasis of the Rural Health Technician was to be on preventive
medicine, they would also be trained in basic clinical skills, so that they could provide
basic curative services when necessary and make referrals.z'3

After successful completion of the training program, thke newly graduated Rural
Health Technician was to be assigned to a health post as near as possible to his or her
home. With the help of the auxiliary nurse based at the health post, the Rural Health
Technician was to attend to the health care needs of an average of 6-10 villages and
the surrounding dispersed rural population. The major part of the Rural Health
Technician's time was anticipated to be spent traveling through the area in his or her
charge, visiting the village health promoters, and providing curative and especially
preventive health care.? Thus, the Rural Health Technician was designed to be an
intermediary between the doctor and the village health promoter.

The lowest level of auxiliary persunnel, the health promoter, meets our definition
ofi a paraprofessional. The other level of auxiliary personnel, the Rural Health
Technician, can be defined as subprofessional on the basis of his or her more extensive
technical training. The Rural Health Technicians, however, are of interest to a study of
health promoters because they are involved in the training and supervision of health
promoters. Also, and equally important, the Rural Health Technicians are using the

same strategy--public preventive health care--to improve rural health care.

Implementation of the Paraprofessional Concept
The concept of utilizing paraprofessionals and subprofessionals to extend health

care services to the rural majority in Guatemala met with stiff opposition from

2"5Dr. A, Viau and Dr. E. Boostrom, op. cit., pp. 2-3.

24E, Croft Long and A. Viau, op. cit., p. 21.
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Guatemala's physician-dominated health care community. The health care community
argued that non-physicians should not be allowed to deliver health services for reascus
of "quality.," Physicians were undoubtedly also fearful of competition. Political
opposition to the concept was also present. There were laissez-faire objecticns to
increasing government services and fears of gpromoting com munity organizations.
Needless to say, the implemention of the paraprofessional and subprofessional
concept has been hampered and restrained by this opposition. Acceptance of the
concept was slow in coming. The implemention of the concept was as much a political
struggle as anything else. The Associatiou of Municipalities was persuaded to give
political support to the prograin as were leaders of one of the major national political
parties. Later the national medical school at the University of San Carlos lent its
support to the proposal.26 It was the persistence of a few dedicated individuals and the
support of international donor agencies, however, that made the concept a reality.

The Health Promoters. In 1972 the Guatemalan government began training

village health promoters with the assistance of UNICEF. Despite the fact that
Guatemala now has a number of years experience with its health promoters, there is
little information available on the selection, training, performance or supervision of the
promoters. Furthermore, the limited information that is available suggests that tuere
has been very little uniformity in either the implementation of the project or in the
actual performance of the promoters. Thus, it is very hard to offer generalizations
about the promoters, let alone give a detailed account of their training and perfomance.

The original idea was for promoters to be selected with the participation of the
community. However, a government report published in 1978 suggests that while this

has sometimes been the case, more often the promoter has been selected by a Rural

25Dr. A. Viau and Dr. E. Boostrom, op. cit., p. 3.

20mhid., p. 3.
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Health Technician or by an influential person in his or her community.z'7 The training of
promoters generally has been of six weeks duration although again there appear to be
many exceptions. The promoter's training has emphasized preventive medicine but
many promoters appear to practice only curative medicine. Others have abandoned
their work as promoters altogether. Indeed, it has been estimated that of the nearly
3,000 promoters trained by 1978, only half that number are still working as promoters.

There have been individual successes though. In these instances the promoters
have demonstrated that they can be accepted by their communities, provide simple
curative care, and promote health care. There are also examples of where promoters
have demonstrated a capacity to work successfully with others on specific projects such
as potable water supply. The key to these instances of success appears to be
appropriate and adequate supervision.

Unfortunately, supervision for promoters has been on the whole very poor and
virtually nonexistant for many of them. Evaluation efforts have also been negligible.
The lack of supervision and evaluation can be traced to poor planning, lack of
commitment at the policy level, absence of trained manpower, and the sheer logistical
difficulties involved in reaching many rural communities.

It was soon apparent that supervision of promoters by doctors and nurses was out
of the question. Even if funds were available to pay the high salaries of doctors, they
as a group were, and remain, unwilling to endure the physical hardships involved in
working in the isolated rural areas. The Rural Health Technicians--the other planned
component of the supervision team--seem to be, on the other hand, reasonably
successful supervisors of the promoters, but their number has been quite limited in

relation to Guatemala's needs.

2
7Ministerio de Salud Publica y Asistencia Social, Evaluacion del Programa de
Formacion de Promotores Rurales de Salud (Guatemala, 1978), pp. 5-9.
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The Rural Health Technicians, The creation of this level of auxiliary personnel

has closely fcllowed the original plan. A training institute for the Rural Health
Technicians was established in a rural area of Guatemala in 1972 with the financial
support of AID. The training of Rural Health Technicians has closely followed the
original concept. For example, only 15% of their training is devoted to curative care.
By the end of 1979, 374 Rural Health Technicians had been trained. The Technicians
have a contract to work in the Ministry of Health for four years after completing their
training, and most have complied with this requirem=nt. The four years of obligatory

service for the first (1973) graduating class expired in December, 1977, and only two of

the 32 members of the class have elected to seek employment elsewhere.28

The technicians have been well accepted by the communities they serve. They
have also been well accepted by the health promoters. Role conflicts have emerged,
however, with other fellow health workers. In particular, conflicts have emerged with
auxiliary nurses who had previously worked in relative isolation in peripheral health
posts. Unfortunately, supervision of Technicians, especially in isolated health posts, has
been infrequent in many cases. Also, there has been a lack of equipment and supplies
(e.g., medications) at the health posts. A similar problem, but one which more directly
affects the Technicians, is the scarcity of resources for use in projecis and activities
which the Technicians help communities organize.29

Thus, the general consensus about promoters and Rural Health Technicians is that
they have not been as effective as they could be because they have not had adequate
support. Promoters have clearly had the least amount of supervision and material

support of any health worker in suatemala. This lack of support can be basically traced

to poor planning and lack of commitment at the policy level.

2'8Dr. A. Viau and Dr. E. Boostrom, op. cit., p. 6.

%9Ibid., p. 6.
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Promoters have demonstrated that they are accepted by the rural communities
they serve and that they can at a relatively lov cost extend in a limited way the
coverage of the Ministry of Health. However, for most public health officials, all
conclusions about acceptability, coverage, costs or feasibility are judged meaningless
unless some concrete outcome in reduced illness and death is demonstrated.?’O To date
there is no firm evidence that the efforts of promoters have reduced illness and death
in the rural areas of Guatemala.

Future Plans. The consensus of international donor agencies and at least some of
the officials in the Ministry of Health is that with proper supervision and support
Guatemala's rural health paraprofessionals--its health promoters--could be an
important force not only in extending health services to the rural populace, but in
reducing illness and death in rural Guatemala. Evidence of this can be seen in the fact
that the Ministry of Health recently signed a cooperative agreement with AID to train
additional promoters in another area of Guatemala. Increased supervision by Rural
Health Technicians and increased material support for promoters is a significant
feature of the project. The Ministry of Health has also recently signed an agreement
with INCAP to train promoters in another part of the countx-y.31 The notable feature
here is the increased planning evident throughout the plan. This project--SINAPS as it
is named--is a large pilot project with a heavy evaluation component. If the evaluation
of the project is favorable, and if the Ministry of Health is willing, a second phase will

begin with all of Guatemala being covered by health paraprofessionals.

3OJ. Habicht and Working Group on Rural Medical Care, "Delivery of Primary
Care by Medical Auxiliaries: Techniques of Use and Analysis of Benefits Achieved in
scme Rural Villages in Guatemala," PAHO/WHO Scientific Publication #278,
‘Washington, 1978, p. 19.

31A. Lechtig et. al., Sumario del Estado Acutal del SINAPS (INCAP, Guatemala,
June 6, 1979).
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It is generally admitted that efforts to improve the performance of the health
pPromoters are based not only on faith in the potential of paraprofessionals, but also on
the lack of any viable alternative to the use of paraprofessionals. If, for example, there
is not enough trained manpower available to supervise the health promoters better, then
there certainly is not enough more highly trained manpower to replace the health
promoters. Likewise, if there is not enough money available to pay the health
promoters, then there obviously is not money available to pay the salaries of more
highly trained manpower even if they are willing to work in the rural areas.

As mentioned earlier, resources in the health care field are inequitably allocated
in Guatemala. There is an over-supply of doctors in the capital city, and large hospitals
in the urban areas receive an inordinate share of the funds available for health care.
This is by no means unique to Guatemala; in many underdeveloped countries health care
receives a low priority, and rural health care the lowest priority of all.

Under the present circumstances the continued employment of promoters--albeit
with increased supervision--is the most logical step in the struggle to improve rural
health and rural health care in Guatemala. The question arises, though, whether
increased supervision and material support will result in an improved and more even
performance on the part of Guatemala's paraprofessionals. As one AID official put it,
"Supervision is a necessary condition, but one wonders if it is a sufficient condition to
improve the performance of the promoters."32 An extensive evaluation of the
promoters that INCAP has planned should shed light on this question, as should this
report (to a lesser extent, since it was prepared with less time and investment). At the
time this investigation started, there was little analysis or evaluation of Guatemala's
health paraprofessional experience. We will attempt to provide such knowledge in

sufficient detail to assist those interested in learning from that experience.

32N. Woodruff, AID/Guatemala, in private conversation.



CHAPTER II:
EXPERIENCE WITH RURAL HEALTH PARAPROFESSIONALS

Area Chosen for Field Study

In order to learn first hand ezhout the actual working of Guatemala's health
paraprofessionals, and to explore the propositions about paraprofessionals stated in the
Introduction, field work was undertaken in the area near the training institute for Rural
Health Technicians--INDAPS~-located at Quirigua. This is a hot, humid, rural area 200
kilometers east of Guatemala City, and lying clcse to the southern border of the
country.

Given the general consensus that the greatest problem confronting Guatemala's
health promoters is the lack of adequate supervision, and given the fact that efforts are
underway to increase the supervision of the health promoters, it was thought
appropriate to study promoters in an area where supervision of promoters was likely to
be more extensive than in some other areas. Many of the promoters that were
subsequently visited were, in fact, supervised by Rural Healtnh Technicians based at
INDAPS. However, promoters were also visited who lived quite a distance from
INDAPS and who either were supervised by Rural Health Technicians based elsewhere
than at INDAPS or who were not supervised at all.

Research Methods. Eight villages were visited. An effort was made to visit

villages in different parts of the area, so as to visit villages where the health promoters
had various problems as well as villages where the health promotcis were acknowledged
to be working fairly successfully. Only two of the eight villages visited were accessible
by motorcycle. The others were accessible only by foot or by horseback. Many of the
villages visited were a full day's walk or horseback ride from INDAPS. Even with horses
travel was difficult. The "roads" were often little more than cowpaths, and in some

places were so muddy that the mud would nearly reach the bellies of the horses. This is
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especially noteworthy since the villages were being visited during the "dry" season (the
difference between the dry and wet season is only that there is more rain in the wet
season).

Throughout my stay in the area I was accompanied by a Rural Health Technician
or a health promoter. The two Rural Health Technicians and the two health promoters
who alternately accompanied me served primarily as guides, but they were also
invaluable in gaining the trust of rural villagers. Without their warm introductions it
would have been necessary to spend much more time in the field to gain rapport with
the health promoters and other rural villagers.

A number of people--including some health promoters--suggested that health
promoters, and rural villagers in general, would feel more confident being interviewed
by an outsider if nothing was written down during the interview, and if the interview
was open-ended. Hence, although the questions asked in the interview were based on a
set of questionnaires and checklists that were prepared by our working group at Cornell,
no formal written questionnaire was utilized. Also, I refrained from taking any w