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EXECUTIVE SUHHARY 

Current (1986) health conditions in Guatemala provide dramatic 
evidence of resource shortages and of inperfect use of the scarce 
resources available. Key indicators of Guatemalan health show high 
infant mortality, low life expectancy, high incidence of communicable and 
chronic disease, malnutrition, and high fertility, than the same rates 

. recorded for Latin American countries. Accordingly, Guatemalans are 
deprived of one of their most basic human rights -- that of a reasonable 
standard of health. 

USAID/Guatemala, fully cognizant of these remediable shortcomings, 
engaged the Institute for Resource Development/Westinghouse to recruit an 
international team of experts to produce a health sector assessnent for 
Gcatemala. The team included a specialist in primary health care and 
family practice, an epidemiologist, a malariologist, a health economist, 
a medical logistician, and an anthropologist. The result of the tean's 
efforts is a truly joint report. 

The 1986 Guatemalan health sector assessment serves to update an 
earlier multi-volumc evaluation of health conditions performed in 1977. 
The decade following the 1977 assessment saw many changes in Guatemala. 
The country passed through a succession of military dictatorships and a 
spasm of violence during the early 1980s remarkable for its ferocity. 
Following a constitutional convention, in 1985 the military voluntarily 
ceded their authority to a democratically elected president (for the 
monent, a greater degree of civil tranquility and political democracy 
have returned to Guatemala). Thus Guate~~alans together with the 
international agencies dedicated to pronoting their welfare now find 
thexseives at a crucial juncture. 

The uniqueness of the present monent lends extra urgency to the 
conclusicns and recomendations of this assessment. Actions inpossible 
even in the recent past may now be possible. 

The present report consists of 16 chapters that deal with Guateralan 
health problems in a systematic and practical way. This Executive 
Summary includes only the most important recomendations for 
USAID/Guatenala action, that is, those to which first priority should be 
attached. Other re~om~endations about desirable activities with lower 
priority are not mentioned here but are reviewed in detail in their 
respective chapters in the text of the report. 

The first chapter begins with a consideration of the desirable policy 
dialogue in five areas. It recognizes that USAID's most influential role 
may lie in its leadership in sponsoring policy dialo~ue, rather than in 
brute force "move-the-money" efforts. 



Accordingly, the first chapter urges dialogue on the replacement of 
short-term objectives (specific diseases, big-push campaigns) with 
longer-tern goals. Sinilarly, imediate program needs must be subject to 
longer-tern health-system objectives, to p e m i t  global coordination to 
replace partial approaches. The USAID is urged to build on local 
strength rather than seeking to create institutions from the ground up. 
Urban and mral considerations are explicitly introduced as relevant to 
any Guatenalan policy dialogue. The health situations in peri-urban 
areas surrounding Guatemala City are exa~ined as a special problen case. 
Finally, the interactions between public providers of health care and the 
private sector are also reviewed. 

Problem specific to Guatemala are considered throughout the 
introductory chapter. Exa~.ples include oral rehydration therapy, 
im,unization, child survival more generally, the fiscal sustair~ability of 
health programs, the orgsnization and administration of the Ministry of 
Health, the extent of coverage of health prograxi and their uneven 
distribution, and the problems of coordination between public and private 
health providers -- all within a Guatenalan context. An active policy 
dialogue between USAID, the Guatemalan health authorities, and other 
national and international agencies is recornended as an integral part of 
any effective health strategy. 

The first chapter concludes by introducing basic policy 
recomendations in eight in?ortant areas -- areas whose detailed 
examination consunes the reminder of the report. 

Incentives. The first recomendations, again within a context 
specifically Guatexalan, urge the adoption of incentives in health 
planning and health delivery. Carefully crafted sets of incentives 
should a~ply bsth to providers and to ccnsu7,ers. These incentives may be 
monetary and non-monetary. A Guatemalan Health Zaintenance Organizaticn 
is noving toward paying its physicians based upon the numter cf plan 
members for whoa they assume responsibility -- a "wellness incentive", 
while providers in Hinistry of Health clinics ray be rewarded for data 
collection by prcnpt and accurate return of results. 

Patient incentives range fron a nonth's free membershi? in 
Salud Total for enrolling another nezber to a vaccination card for the 
mother of a child covered by an izz?~nizatior, ?ragra..., . 

Multi-institutional settinq. The G u a t e ~ a l z z  health system ccntaics a 
variety of institutions. Public sector provib2rs include most 
?rominently the Ministry of Health and the Guate~alan SocLal Security 
Izstitute. In the private sector, Zsospita:~, clinics, pharmacies, 
private nedical practices are presegt. T5ey are su?piesented by nore 
than 150 private vcluntary crganizaticns, Unitsd Nations dependencies, 



and other international agencies. The report recomLends that effective 
extension of health care exploit the possibilities for lcverage and 
coordination present in these diverse institutions -- institutions that 
at present operate independently of one another, with all the 
possibilities for gaps and duplication implied by such independence. The 
close connections between multi-institutional cooperation and the areas 
of important policy dialogue mentioned earlier ill the chapter now take on 
added significance. 

Comnity orientation. A third set of reconunendations, which like 
all the others, is explored in more detail in succeeding chapters, deals 
with the desirability in Guatemala of a community-oriented focus. Many 
of the problems of the present system appear to stem from a highly 
centralized, top-down administrative approach. Such an approach neglects 
or even suppresses the rich cultural diversity of the country. Processcs 
of goal-setting and health management are stripped away from the intended 
beneficiaries. The recommendations also explore preliminarily the issues 
of comaunity responsibility and community participation. 

Primary health care. The fourth family of recommendations deals with 
primary health care. Guatemala is far from unique in paying lip service 
to primary care at the sane time that it tilts its budgetary allocations 
toward tertiary care. A renewed focus on child survival is clearly an 
important element in Guatemala's primary care strategy. In addition, the 
assessnent emphasizes that strengthening primary care will occur only 
when midwives, volunteers and other para-medical personnel are 
incorporated more fully into the delivery system. 

Disease prevention. The fifth set of policy recommendations is 
concerned with disease prevention and health promotion. These concepts 
are fundamental to a country like Guatemala, with a high incidence of 
preventable diseases. Unfortunately, Guatemala at the present time 
invests only a small percentage of its total health resources in 
prevention. Approximately 80% of expenditures by the Xinistry of Health 
are for secondary and tertiary hospital care. Despite an active accident 
prevention program, the Social Security Institute (IGSS), has few 
prevention programs and has recently curtailed one of those. Some 
success may be noted in national imunization campaigns, although the 
last one, held in 1986, was flawed, perhaps due to a strike by health 
workers. The greatest need in Guatemala today is for effective and 
targeted programs in disease prevention for those diseases contributing 
most heavily to morbidity and mortality indices. 

Health infomation. The initial chapter continues by recommending 
inprovenents in Guatemala's health infomation network. Existing 
infomation gathering, processing, distribution, and evaluation are 
deficient. Thcse deficiencies, in turn, erect substantial barriers for 



rational and cost-effective approaches to inproving health care. Nore 
than the Ministry of Health is involved, although its position as the 
cornerstone of the health system leads the report to focus on its 
information problems. The biggest gap (and thus the clearest 
recornmendation for more infomation), however, lies in the private 
sector, comprising at least half of the Guatemalan health delivery system 

Human resources. Guatemalan hunan resource questions occupy a 
prominent part of the assessment. Both forinally trained medical 
personnel and traditional practitioners are reviewed. Strong 
recomendations deal with the training of paramedical personnel in 
selected categories (rural health technicians, midwives, auxiliary 
nurses). More effective use of medical students in their obligatory 
period of service and a plan to initiate a residency in family medicine 
have considerable attraction and deserve international support. 

Service delivery. The first chapter ccncludes with an eighth set of 
recomendations. These center around questions of Guatemalan service 
delivery. The report recognizes that good infomation, well-focused 
training, and the like are meaningful only if health services can be 
delivered in a timely and efficient fashion. But traditional service 
delivery has failed to concentrate on primary care or preventive medicine 
or paramedical personnel or usable infometion or most of the other 
subjects of the previous re~om~endations. The report includes a series 
of recorrmendations whose goal can be sumarized as a re-dedication ta the 
end product of medical care: inproved servdice delivery to all 
Guatemalans. 

The assessment's second chapter provides more detailed backgrounC on 
Guatemalan health conditions. The dezographic situation with its high 
fertility and infant aortality, the correspondi~g youthful age 
distribution of the po?ulation, the c3ief  causes of infant deaths 
(pre-natal mortality, respiratory diseases, digestive-system illnesses, 
and infectious and parasitic diseases), and the rural-urban distribution 
of thc population are reviewed. The chapter also exanlnes in detail the 
stated health priorities published in official docunents of the Ministry 
of Health, the Pan herican Health Crgar.ization, and the Kissinger 
Cormission. Supplementary interviews wich officials in the Guatemlan 
mission cf USAID provide additional detail on health goals and priorities 

In the third cha?ter, the present doc2rent pulls together briefly the 
rec~m~endations m d e  in t3e multi-volane 1977 hea:th sector assesment. 
It goes on to consider USXID's res23nss to those recomendations. It 
ccncludes that, for a srariety of re.-scns, U S A I D  and the government of 
Guatemala have not ir?.ppler,ented extensively the tecomendations from the 
1977 assessment. 



Chapter 4 describes the organization of the Guatemalan health 
sector. Extensive coverage is devoted to the Ministry of Health, the 
Social Security Institute (IGSS), health-related private voluntary 
organizations, and other private sector activities. Ths chapter 
clarifies the complexity of the organizations, their fields of operation, 
and their organizational and administrative problems. 

Major recommendations in Chapter 4 that emerge from a review of the 
health sector's organization urge USAID'S support for: 

Community-level primary and preventive care sponsored by the 
Ministry. A notable example, treated in detail in a later 
chapter, is the rural area of San Juan Sacatepequez. 

Reduction of mortality and morbidity in high-risk groups such as 
women of child bearing age and children under 5 years of age. 
Possible projects especially appropriate for Guatemalan 
circumstances include programs devoted to ORT, immunization as 
related to childhood communicable diseases, and infant nutrition 
more generally. In addition, active detection, surveilla.nce, 
and evaluation should f o m  an integral part of Guatemalan 
projects directed toward high-risk groups in poor populations, 
both urban and rural. 

Hulti-institutional health projects at the local level, 
especially incorporating efforts by government health agencies 
(including hospitals), public and private universities, the 
private sector (including PVOs). A notable example of such 
cooperation in the past Is Guatemala Sur with its El nilagro 
Health Center, reviewed as a detailed case study in a later 
chapter. 

Local-level cornunity and consumer direction and control of 
health services. In Guatemala, service delivery projects should 
be guided in part by local health advisory cornittees and 
combunity groups with budgetary and decision-making authority. 
Clearly such a recommendation will not be an easy one to carry 
out, since it requires decentralization of authority. 

Continuing in Chapter 4, the assessment reccmends that USAID avoid 
involvement in Guatemalan tertiary care projects, as well as projects 
that impose burdensome obligations to pay for continuing strears of 
current costs out of strained local budgets. 



In connection with the Social Sscurity Institute (IGSS), the report's 
principal recommendations urge that USAID support: 

Geographic extension of IGSS mtenial and child health program 
to more of the 22 departments than the 9 now covered. 

Inter-institutional goal setting and cooperation between the 
Ministry of Health and the IGSS. 

The 2ssessment recognizes the PVOs in Guatemala as useful and highly 
visible organizations. It recomends a continuing role for USAID with 
respect to these important organizations: 

Better coordinztion &:;lozg the nunerous PVOs should be sought 
through agreed-upon policy euidelines (recall the policy 
dialogues mentioned earlier) rather than through internediary 
funding agencies such as ASINDES. 

Potential support areas for PVCs include training rural health 
promoters, extension of fanily planning infomation, 
participation in ORT and innunization prograns, and distribution 
of surplus food cormodities, among others. 

To begin to comprehend the scope of activities and inter-~entions in 
the rest of Guatenala's private sector, the report recornends that USAID 
support systems for the private sector's re?orting of health data. 
Particular needs at present lie in the develop~~ent of a~propriate 
re2orting f o m s  and incentives to private heaith providers for timely and 
accurate reporting. 

Chapter 5 of the assessnent deals u i c h  socio-cultural factors in 
health care. The report recognizes the proSlens irnplicit in ixproving 
health in a couctry where the indigenous po~ulation is concentrated in 
rural areas, speaks a bewildering variety of non-European languages, and 
has established a characteristic set of foik beliefs about health and 
medicine. While anttropelogical stueies have confirmd the unexpected 
effectiveness of soac of these prscticos, they rmzin at the fringes of 
our comprehensicn. Yet the extension of health care to these notably 
under-served pc?ulations requires cor.s:derabie knowleege of their 
perceptions, beliefs, s ~ d  practices an? langgages. 

Thus the report recornends USAID su7port for studies leading to 
irc?roved ~o%~unlcation between providers tnd 7atients  fro^ varied 
cultural backgrounds. The role of traiitional 7ractitioners should be a 
key element in such studies. Ccr?n~nFty pzrticipation in the design, 
execution, and evaluatioz of this rcsearrh is reinfor~ed by this 
r2comrrLendation. 
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Chapter  6 o f  t h e  assessment  r ev i ews  b r i e f l y  t h e  r o l e  of i n t e r n a t i o n a l  
a g e n c i e s  i n  t h e  Guatemalan h e a l t h  s e c t o r .  It conc ludes  t h a t :  

U S A I D  should  r e c o g n i z e  t h e  c h a l l e n g e s  i m p l i c i t  i n  m l t i - s e c t o r a l  
p r o j e c t s  such  a s  t h o s e  combining h e a l t h  t reasures  w i t h ,  f o r  
example,  w a t e r  and s a n i t a t i o n .  Limited a d m i n i s t r a t i v e  and 
t e c h n i c a l  s u p p o r t  f o r  s u c h  p r o j e c t s  i n  t h e  p a s t  have reduced 
t h e i r  e f f e c t i v e n e s s .  

USAID should  j o i n  o t h e r  a g e n c i e s  i n  avo id ing  involvement i n  
h igh- technology  h o s p i t a l - b a s e d  programs.  C o n s t r u c t i o n  of new 
h e a l t h  f a c i l i t i e s  a t  a l l  l e v e l s  should  be d i s cou raged ,  a t  l e a s t  
u n t i l  e x i s t i n g  i n s t a l l a t i o n s  a r e  a d e q u a t e l y  s t a f f e d  and 
o p e r a t i n g  n e a r  c a p a c i t y .  

USAID shou ld  c o o r d i n a t e  more e f f e c t i v e l y  i t s  a c t i v i t i e s  w i t h  
t h o s e  of o t h e r  i n t e r n a t i o n a l  agenc i e s  such  a s  t h e  In te ra iner ican  
Development Bank and UNICEF. P a r t i c u l a r  a t t e n t i o n ,  once a g a i n ,  
shou ld  be p a i d  t o  Guatemala Sur  a s  a  p o s s i b l e  model f o r  f u t u r e  
m u l t i -  i n s t i t u t i o n a l  program development.  

Chapter  7 i s  t h e  f i r s t  i n  a sequence  of t h r e e  c h a p t e r s  d e a l i n g  w i t h  
s p e c i f i c  h e a l t h  c o n d i t i o n s .  It  r ev i ews  t h e  Guatemalan s i t u a t i o n  i n  
m a t e r n a l  and c h i l d  h e a l t h ,  f ami ly  p l a n n i n g ,  and n u t r i t i o n .  Chapte r  8 
c o n s i d e r s  c o m u n i c a b l e  d i s e a s e  c o n t r o l  and f e a t u r e s  s e c t i o n s  on d i a r r h e a l  
d i s e a s e s  , d i s e a s e s  p r even t ed  by i m . u n i z a t i o n ,  r e s p i r a t o r y  d i s e a s e s ,  
m a l a r i a ,  o n c h o c e r c i a s i s ,  and a  v a r i e t y  of o t h e r  c o m u n i c a S l e  d i s e a s e s .  
t h e  sequence conc ludes  w i t h  Chapte r  9 on w a t e r  and e n v i r o n ~ c n t a l  
s a n i t a t i o n .  

C l e a r l y  t h e s e  s u b j e c t s  a r e  c e n t r a l  t o  A I D ' S  h e a l t h  concerns .  A 
co r r e spond ing ly  impor t an t  s e t  of recommendations f o r  USAID a c t i o n  grows 
o u t  of t h e  a s s e s smen t .  

Chi ld  s u r v i v a l .  USAID shou ld  i n c r e a s e  i ts s u p p o r t  f o r  t h e  c h i l d  
s u r v i v a l  program conducted by t h e  Guatemalan M i n i s t r y  of 
Hea l t h .  U i t h i n  a n  o v e r a l l  c o n t e x t  of emphasis on p r i n a r y  and 
p r e v e n t i v e  cormnunity-based c a r e ,  s p e c i f i c  programs should 
i n c l u d e  ORT,  immunization and e a r l y  d i a g n o s i s  and t r e a tmen t  of 
Acute R e s p i r a t o r y  I n f e c t i o n s .  

Mate rna l  and C h i l d  H e a l t h .  USAID shou ld  s u p p o r t  more t r a i n i n g  
and s u p e r v i s i o n  of u n s k i l l e d  midwives t o  improve hygiene 
su r round ing  c h i l d  d e l i v e r y .  These a c t i v i t i e s  should be a  
cornpulscry t a s k  f o r  p h y s i c i a n s  and n u r s e s  working i n  r u r a l  a r e a s  
and f o r  a l l  h e a l t h  p r o f e s s i o n a l s  d u r i n g  t h e i r  supe rv i s ed  
p r o f e s s i o n a l  p r a c t i c e .  



Family planning. USAID should continue its support for family 
planning services, such as those provided by APROFAM. This is 
especially important for inaccessible rural areas. Educational 
program on contraception should play an increased role In 
f m,ily planning. 

Nutrition. Owing to the close relation between nutrition and 
health, USAID should continue its support for Guatemalan 
agricultural programs, especially those related to locally 
consumed crops. 

Selective immunization. USAID should emphasize more hi~hly 
focused immunization program ("channelization") in areas of 
Guatemala where the necessary health infrastructure exists. 
This should replace an exphasis oa mass national campaigns. 

Imunization products. USAID should make available a supply of 
immunization products, where and when needed. In Cuateaala this 
will require the provision of certain comodities such as 
vehicles and other components of the cold chain. 

Malaria. Because of the alarming cis2 in cases of malaria, 
USAID should support the Guatenalan mlaria control Trogram. 
This should include an emphasis or1 reducing household spraying 
of chemical insecticides, an lr,provenent of the surveillance 
network, technical assistance for increased knowledge about the 
ecology of the najor vectors, operational research on 
alternative means of vector control, and j.nprovement in the 
systen of anti-malarial drug distribution. 

Onchocerciasis. USAID should support a national cazpaign to 
eradicate onchocerciasis in Guatemala. The cznpaign should be 
based on the provision of Ivemectin for treatment arld reduction 
of disease potential. Focal control of vectors in well-defined 
areas of transnission should also be ezphasized. 

Water and environ~.ental sanitation. USAID should use its 
influence as a m j o r  donor to 5elp achieve better coordinatic? 
among the nunerous natiocal or~anizations engaged in water and 
sanitation projects. Of partlcvlar usefulness wouid be case 
studies of the quality of w a t e r  a?.:', sanitation syste:ns and the 
direct relationship of irnprcveaents in water for better health. 

Water in peri-urban areas. USALD should place more emphasis on 
the provision of water to peri-urban areas of Guatenala City and 
snalier cities in the country. 



In Chapters 10 and 11, the assessment eqlores economic and financial 
aspects of health care delivery. This exploration is reflected in many 
of the report's recommendations. The chapter includes a survey of 
sources and uses of funds by the Ministry of Health and the Social 
Security Institute (ICSS). An original estimate of the size of private 
sector spending within Guatemala appears. It has risen to nearly 40 
percent of total health expenditures. The chapter also includes a 
section on problems for providers and consumers alike which have stemmed 
from Guatemala's unanticipated inflation. 

The absolute and relative size of government financial support for 
health has fallen in the mid-1980s. This leads to a recommendation that 
USAID assist the Ministry of Health in returning to levels of real per 
capita expenditure on health no less than those achieved during the early 
1980s. 

I 

The surprising size of the Guatemalan private sector in health generates 
a recommendation that its magnitude be more carefully documented through 
studies of the size and economic implications of private hospitals, 
outpatient clinics, private physicans's offices, time studies of 
physicians' activities, and private pharmacies. 

Chapter 12 examines the administration of Guatemalan health care by 
the Hinistry of Health. Although a National Health Council has been 
established to coordinate all the activities of the health sector, it has 
never met. Thus the Uinistry must bear the brunt of coordination and 
planning in health. The assessment recornends U S A I D  support for the 
Hinistry in incorporating budgetary considerations and limitations into 
its national health plans. This would supplement the use of physical 
health indicators in the health planning process and rake the planning 
process more realistic. 

Chapter 13 explores the important area of human resources in 
Guatemalan health. The uses of doctors and other health personnel in the 
Ministry and the Social Security Institute ( I G S S ) ,  as well as their 
training, are central parts of the chapter. Recommendations that USAID 
should encourage certain programs and support them financially follow: 

Programs that integrate health educational experiences and 
health service opportunities. These program should bring 
together universities and public sector institutions. 5:xamples 
include the already mentioned programs in San Juan Sacat.epequez 
and Cuatemla Sur. 

Programs that put greater emphasis on the proven capabilities of 
rural health technicians and auxiliary nurses. 



Program by PVOs that train health promoters. 

Programs that attract existing health professionals to 
under-served areas, whether urban or rural. One Guatemalan 
e x q l e  is the proposal by Roosevelt Hospital for the 
establishment of a formal residency in family practice. 

Chapter 14 turns to an exploration of the sensitive problem of health 
logistics in Guatemala. The Ministry, the IGSS, and the private sector 
are all active in the production, importation, and physical distribution 
of medical supplies and equipment. First priority recofimendations for 
USAID support include the following: 

In collaboration with PAHO, an analysis of the basic list of 
drugs purchased Sy the Hinistry. The goal of the analysis would 
be a shorter list of drugs essential to primary care. The more 
selective list of drugs, in turn, could be more readily supplied 
to distant health posts throughout the country. 

Once the list of essential drugs is available, the USkID should 
assist the Ministry in exploring alternative modes OF delivery. 
These could involve the private sector. In any event they 
should provide incentives necessary to ensure timely and 
consistent product distribution. 

The assessnent's Chapter 15 inspects the Guatenalan health sector's 
nanagenent infomtion system. Ccnsiderable frustration has been 
expressed by all those closest to it. Accordingly, careful study led to 
a nunber of high priority recornendations for USAID support: 

Technical assistance for a study on re-structuring the health 
information systen. If other recornendations in this report are 
to be effective, more timely and reliable health infomtion is 
absolutely essential. 

Training technical personnel nee6ed to run and maintain a fully 
functioning health information systen. 

An evaluation sf t h e  need for co~lenentary com?uter 
faciliti~s. Given the current configuration of equipment, these 
could include zini-cca~uters coris;tible with the Ministry's 
present micro-cor,?uters, as well as cor.plemcntary software. 



Finally, the assessment concludes with a chapter that reviews 
principal conclusions and recommendations. In this summary, they have 
been stated above. The final chapter also examines four case studies -- 
two that might serve as models for implementation of the basic 
recomendations noted in Chapter 1. and two others that exemplify more 
prevalent and less promising ways to solve Guatemala's health problems. 

The two model case studies provide working examples of many 
recomendations found in the health sector assessment. Their existence 
shows that the recommendations are not idle. It is significant that of 
the two model case studies, one is rural and the other is urban. It is 
also significant that both are strongly multi-institutional in their 
approach, involving the public and private sectors, as well as 
universities and service agencies. 

The name of one of the model health centers, El Hilagro, provides the 
basis for the title of this report: "The Miracle" of Guatemala. As is 
noted in ths final chapter, the miracle of Guatemala is symbolized by a 
healthy child. This health sector assessment is dedicated to the 
proposition that implementation of its recommendations can assure "Health 
for All" in Guatemala. 
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YSAID/(;UATZT?ALA'S HEALTH SECTOR STRATEGY 

GENERAL CORCLUSIONS JWI RECOMKENDATIONS 

AID KEALTH STRATEGY 

This report constitutes an assessment of the health sector in 
Guatemala as of the end of 1986. It is a comprehensive review at all 
major institutional, programmatic, administrative and policy components 
of the health sector. It is both descriptive and prescriptive. That is, 
it not only presents a picture of the status of health and health care in 
Guatemala, it also includes specific recomendations for improving the 
health of all Guatemalans. 

The goal of this assessment is to provide A13 and the Government of 
Guatemala (GOG) guidelines for future policy fornulation and 9rogram 
direction. Objectives of the study are to: exmine objectively the 
major components of the health sector in the framework of existing AID 
health sector development policy and the priorities established by major 
international agencies, particularly the Pan American Health Organization 
(PAHO); gain an understanding of the major trends characterizing the 
dynamics of the sector; identify principal problems in current health 
care policies, programs, institutions and practices; and evaluate the 
compatibility of existing health policies with long-range U.S. foreign 
policy goals in the Central American Region. 

This assessment seeks to present to USAID/Guatenala a set of 
action-oriented recomendations to improve measurably the impact of 
present policies and programs, based on careful arid comprehensive 
analysis. It also recornends policy and progrm changes, where needed, 
in order to increase the quality of health and expand coverage, 
particularly in the field of Mate,-~lal and C'nild Zealth (MCH), in such a 
way as to maximize the financial eustainability of new and existing 
programs. 

Current overall AID health strategy has two main foci: child 
survival and fiscal sustainabllity. AID concentrstion on child survival 
results from n concern about how to obtain aa~lrnmn impact from resources 
invested over a short pericd of time. Seen as a key ingredient of the 
World Health Organization goal of "Bealth for All by the Pear 2000," the 
child survival strategy hopes substantially to reduce the infant 
mortality rate by the end of the century. 

The " W i n  Locomotivesu of child surtival,  fro^ AID'S perspective, are 
oral rehydration therapy (ORT) and imunizatlon, particularly the 
Expanded Program in 1mm:tation (EFI). Ynese two interventions 
constitute the base upon which all orher AID-sponsored health programs 



are to be built, including birth spacing, nutritional support, improved 
weaning practices and growth monitoring, among 0thers.l 

Child survival, of course, is not the only health program which AID 
will support. Nonetheless, it clearly has priority world-wide and, since 
Guatemala has been named a high-priority child survival country by USAID, 
it has particular importance in the context of Guatemala health planning. 

The second major thrust of AID funding is in the area of fiscal 
sustainability. This priority stems from prior experience in supporting 
projects which have failed through lack of continuing support, either 
government subsidization or private sector mobilization. Row, unless a 
project is judged to be potentially financially sustainable, AID has 
little or no interest in supporting it. 

Key problems in presently financing health projects include: 
1) inefficient use of existing health resources; 2) inadequate domestic 
resource mobilization; and 3) inequitable distribution of existing health 
res~urces.~ Any health planning related to AID must take these 
problems into account and suggest how they will be resolved. 

In part, this assessment represents a continuation of a similar, 
multi-volume study produced in 1977. Many of the policies and programs 
in the Guatemalan health sector are based on that earlier assessment. It 
is hoped that the present effort will provide an empirical base from 
which effective policies can be formulated and programs designed. 

1.2 Fture AID involvement in the Guatemalan Health Sector 

As noted, child survival is considered critical, especially as 
preventable morbidity and mortality is higher for children (a large 
percentage of LDC populations) than for any other age group. Similarly, 
key to any development project is its ability to outlast the resources 
provided by the donor. Otherwise, the project is likely to be brief in 
duration and of limited consequence. 

The organization of USAID is such that the opinion of the local 
mission is highly regarded in the identification and selection of country 
programs. Accordingly, the orientation of the local AID Mission Director 
is particularly important with respect to probable directions to be 
followed by the mission. The newly appointed AID Mission Director in 

McPherson, Peter M.: "The AID Chile Survival Strategy," AID, 
Washington, D.C. (no date). 

I 

Bart, Kenneth J. : "Agency Health Financing Guidelines ," USXID, 
Washington, D.C., July 30, 1986. 



Guatemala offered the folloving general observations, based on his 
ex9erience in other similar ~ettings:~ 

1. Haternal and child health remains a major problem, which should be 
addressed. The goal would be to reduce morbidisy and mortality in . 

children to more acceptable levels. 

2. Logistical support is a collticuing problem. AID should work to 
improve the delivery of medicine and other supplies to health centers. 

3. A preventive health emphasis i s  required. This should include 
attention to vaccination programs, improved environmental sanitation, 
and better health education. 

4. There needs to be improved coordination of health services. This 
should involve not only the public sector, as represented by the 
Ministry of Health, but the private sector and non-governmental 
organizations, as well. 

5 .  There should be increased reliance on local control of health 
services delivery. This includes involving people more in the 
organization and delivery cf their own health services (e.g. through 
cooperatives), while workiu in collaboration with the govement. 

The Program Officer for AID Guatema1.a added a a m b e r  of useful 
 insight^.^ Primary among then was to underline the four cornerstones 
of AID Mission activities world-wide. These are: 

1. Institutional strengthening; 
2. Appropriate technology; 
3. Private sector development; and 
4. Policy dialogue. 

Interview with Mr. Tong Cauterucci, Director, USAID, Guatenala, 
August 19, 1986. 

Interview with Mr. Tom K e l l e m a n ,  Program Officer, AID Guatemala, 
Bovember, 1986. 



Strengthening institutions is very much in keeping with the overall 
direction of the present report, in as much as it was determined that 
programs introduced outside of the institutional framework of Guatemala 
would not likely meet the test of sustainability. The focus on 
appropriate technology is consistent with the recommendations of this 
assessment, which emphasize primary health care, as opposed to the high 
technology associated with tertiary care medicine. The policy to promote 
greater private sector development reflects both the realities of 
Guatemala (with more than half of the physician population practicing 
privately and an increasing percentage of the health care budget moving 
from public to private) and a need to achieve greater multi-sectoral 
cooperation. This will help identify solutions to basic problems, 
particularly those affecting mothers and children. 

The fourth of these cornerstones, "policy dialogue," is a useful 
point of departure for much of what is to follow in this chapter. Before 
any specific project directions can be established, a policy dialogue 
between USAID and the leading actors in the health sector is essential. 
Only by this means can the needed consensus develop to support programs 
which can both accomplish their objectives and become institutionalized 
in the Guatemalan setting. Accordingly, the context within which all of 
the following program options will be discussed presumes a prior and 
continuing policy dialogue involving USAID, the government of Guatemala 
and other relevant participants. 

Most, if not all, of the recommendations made in the 1977 health 
sector assessment are extremely sound and continue to be relevant. 
Unfortunately, as is noted in Chapter 3, little evidence exists that 
these recommendations have been implemented, in whole or in part. This 
is true despite the fact that they were prepared by a joint policy team 
involving leaders in Guatemala, as well as experts from AID and 
elsewhere. A question arises as to whether more follow-up dialogue would 
have been helpful. In other words, the process of debating and 
identifying policy is almost more important than the policies 
themselves. Hence, the recommended policy alternatives in this report 
will only be as effective as the will and ability to implement then -- 
assuming, of course, that they are appropriate in the first place. 

1.3.1 Short-term vs. lonn-term objectives 

Mixing short- and long-range objectives in program development 
has many advantages. Short-range objectives are best served by high 
visibility programs which can produce measurable results in short 
order. 

1 

For example, the "twin locomotives'' of child survival, oral 
rehydration therapy and immunization campaigns are, at least in part, 



short-range objectives. Yet ORT is a classic example of a program 
intervention which saves a child from one fate, only to expose it to 
another. The reason is that the basic social and health support 
systems which are needed to support that child are not in place once 
the ORT therapy has been completed. Rmctionally, the result may be 
a displacement of mortality rates from the infant period to the one- 
to-four year period, but the child still dies. 

The matter is even more complex in dealing with immunization. 
Children may get long-lasting protection from immunizations and, 
indeed, survive through o period of childhood. Considerable evidence 
h the literature supports this position. However, the traditional 
method by which immunization campaigns for total populations have 
been carried out is incospatible with the current practice of 
channeling of services through established primary care centers, 
reaching out to selected groups of people in an organized fashion. 

Conventional natioaal imunization campaigns have been directed 
toward reaching as many people as possible in as short a period of 
time as possible. This displaces other resources and disrupts 
carefully constructed profiles of children's immunization status. In 
repeated examples, frustration and even anger were expressed by 
prograa managers vho had managed to organize their cornunities in 
ways by which they had howledge of immunization status. A national 
caslpaign intervened and left the health outreach workers with little 
idea of vho was protected frcm what disease. 

A better long-range strategy in immunization wouid develop a 
national policy to channelize and minimize national carcpaigns. This 
would enable local participants, who have attempted to develop 
working medical records, to build upon their recoids, rather than to 
set them aside "for the common good." 

The point to be stressed is that short-range and long-range 
goals can sometimes conflic:, resulting ia unintended and undesirable 
consequences. It is critical for agencies to coordinate their goals 
within the framework of natioxal policies, so that resources are 
mutually reinforcing. 

System orientation v s ,  pr3Rran orientation 

A corollary to short term vs. long term goals is the potential 
conflict between Bvstem objectives and needs, on the one hand, and 
immediate pronram needs which may conflict with the larger system 
priorities, on the other. 

An example is the need for more adequate control and treatnent 
of leishmaniasis. This deb5litatin.g tropical disease is a scourge 
for all those who are afflicted by it. Through vector controi it 



can, to a large degree, be prevented. While treatment extends over a 
period of time, individuals can be helped if they can afford the 
appropriate medication. 

Clearly, prevention and treatment of leishmaniasis would have to 
be called a long-range objective of any overall health plan for 
Guatemala. It also is a meritorious program and one which should be 
supported. However, in the context of the present discussion, the 
question is whether it is consistent with the existing national 
health policy and, if not, what should be done. 

It will be urged that USAID and the government of Guatemala, . 
acting in cooperation with private voluntary organizations and 
others, agree upon a system approach to resolving some of the 
principal health problems of Guatemala today. It will be further 
urged that those parties who agree to this approach support it over a 
period of time, presumably the next decade. In this manner, scarce 
resources may be rationally allocated to reflect agreed upon 
priorities. To do otherwise invites dilution of effort and impact. 

The pull both on the Government of Guatemala and USAID to 
support individual projects, as opposed to operating within a system 
or integrated national policy approach, will be very strong. 
Excellent proposals wili be put forward by other donor agencies and 
progrm abinistrators. Only if there is prior comitment to a 
particular system, or plan or policy can those proposals properly be 
evaluated and directed toward a commonly accepted approach. 

A n  example of a successful systems approach to health care, as 
opposed to ad hoc programming, is characterized by the "Bridge for 
Peace" program of the Pan American Health Organization. By 
developing consensus around seven priority health concerns of the 
region, receiving project proposals from member governments in these 
areas (only), and soliciting support from donor agencies for these 
same seven areas, PAHO has been extremely successful in raising 
funds. Perhaps this should offer hope to those who oppose a systems 
approach, fearing that it will reduce the resource base available to 
initiate new program activities. 

1.3.3 Buildinn on strength vs. weakness 

One of the principles of AID is to build on strength. AID 
believes it is better to invest in institutions which work and can be 
strengthened, th~? to maintain weak ones. In Guatemala, however, 
aone inherent conflicts appear in this AID strategy. The PlOH is a 
weak institution overall, but some units of the MOH are noticeably 
stronger t h m  others. However, these are primarily in the urban, 
tertiary care sector. Thus, AID's strategy of building on strength 
directly conflicts with its priorities to serve the poorest of the 
poor, extend primary health care, and reach out to underserved rural 
areas. 



"Building on strength" is apparently not a viable option vhen it 
comes to primary care. Yet a policy dialogue needs to occur, not 
only because PHC is a stated priority of AID, but because it is 
critical to improvement in Guatemala. 

Building on strength focuses policy dialogue on the geographic 
location of programs. The comitrnent of AID to serve the "poorest of 
the poor" has led it, in Guatemala, to concentrate on the highland 
areas and vork among indigenous peoples. However, there is a 
question whether programs begun in rgaote areas vithout strong 
linkages to functioning organizations can last past the time of donor 
assistance. 

Obviously, building on strength has broader iroplications than 
may have been considered. It may be that programs should and will 
begin in certain areas of the country because agencies exist there 
which can support and institutionalize them, allowing for eventila1 
expansion into other areas where institutional foundations may be 
weaker. It may even be prudent to build programs nearer to the urban 
centers first, extending them gradually to the countryside, instead 
of going immediately to the cour~tryside where the need is greater, 
but the institutional base weaker. 

An ideal alternative would be to identify strong institutions 
serving the countryside and build programs there. The point of this 
particular policy dialogue is not necessarily in which geographic 
regions programs should begin, but whether the principle of building 
upon strength has validity in this context, 

1.3.4 Urban vs, Rural 

Fundamental to understanding the implications of rural-urban 
issues is the extent of imigration to the cities over the past 
several years. Until the full consequences of this migration can be 
=derstood, together with its impact on social service delivery, 
there will be no real axswer to the ur3a-rural allocation question. 

Until now, most A I D  health assistace has been directed to rural 
areas at Guatemala. This reflects the fact that Guataala is the 
most rural country in Central America and Panama and vill remain so 
vell into the next centurj. It is possible to project that by the 
year 2010, one third of the population of Guatemala will still be 
what is currently defined as niral. l%e great migration of 
population to urban areas seen elsewhere in the world will continue 
and even accelerate in Guat~znala betveen a o w  and the end of the 
century. 

I 

It is not inconsequertial that city residents hovever far they 
may be from the center, theoretically have access to health 



services. This assumes transportation and an ability to pay for 
medicines or other services which the system generates. On the other 
hand, individuals living in remote rural areas may effectively be cut 
off from all medical care unless it is provided by the government , 

and/or donor agencies. In this sense, the two areas are not 
comparable. 

However, if one looks at income levels and aggregate social 
need, there are few settings more desperate than some of the 
peri-urban "colonias." The "poorest of the poor" are found here. A 
collective neurosis is said to affect this population because of 
urban congestion, lack of employment, and sheer inability to cope 
with urban life. 

Future policy dialogues will require the Government of 
Guatemala, AID, and other donors to look at the relative needs of 
urban and rural areas and to begin to allocate their resources 
accordingly, in addition to making allocation decisions based on the 
concept of building on strength. This may require greater attention 
to urban and peri-urban areas than is currently the case. 

Public vs. Private 

One of AID'S clearest policies seeks to promote greater 
participation by the private sector in the delivery of health 
services. This often runs counter to governmental directions in 
countries which feel that in their stage of development the private 
sector has little or no role in human services. This, however, is 
not the case in Guatemala. On the contrary, the Guatemalan private 
sector has a long and prominent role, when compared to other 
countries in its region. 

Guatemalan private medicine has a respected history and has 
grown rapidly in recent years. Data presented in this report show a 
substantial private sector which, in the case of physicians, 
represents more than half of the active practitioners. In short, the 
importance of private health care in Guatemala cannot be overlooked. 

In Guatemala City there are, in addition to those operated by 
the government, four private hospital-clinics of sufficient quality 
that they are recommended by the U.S. Embassy to its employees. A 
multitude of other, smaller establishments is also present. Two 
pre-paid health plans (reviewed in Chapter 4) are available, along 
vith an array of private insurance options. Private medical practice 
flourishes. 

Why, then, not rely heavily on the private sector in health, 
minimize support for the public sector, and in so doing "build on 
strength?" The answer is clear. The private sector is not deCicated 



to serving the majority of Guatemalans and, indeed, is quite 
exclusive about those it chooses to serve. To focus extensively on 
it would be to highlight the richest, not the poorest. The challenge 
in formulating an enlightened public policy i3 to show how the public 
sector, with its commitment to service, offset by its limited 
resources, can combine with a more affluent private sector to deliver 
adequate health care and to maximize the extent of coverage. 

An instructive example is the sometimes uneasy relationship 
between APROFAM and the Ministry of Health. APROFAM has proved more 
effective then the Ministry in family plarning education and the 
distribution of contracepti~es. In fact the Ministry has contracted 
APROFAM as a private organization to carry out family planning in a 
number of Guatemala's departments. 

Other cases of such collaboration deserve attention. AgroSalud 
and its relationship to the public sector, for example, suggests that 
the Social Security Institute (PGSS) could explore reimbursing 
AgroSalud for some of the health services that AgroSalud provides to 
plantation ("fincaw) workers (see Section 4.4). If the farm owner 
pays social security taxes and joins AgroSalud, he or she is 
essentially paying twice for health care for the workers. A 
reimbursement scheme could be more efficient than the present 
arrangement. 

AID must therefore debate the degree to which it will and should 
support the private sector in an effort to meet social needs. When a 
public agency wishes to carry out a progran and a private organization 
appears to be better suited for it, shouid AID favor the public 
agency or the private concern? Many factors will influence this 
difficult decision. Institutionalization and fiscal sustainability 
are among them, as is program quality. Again, the question of 
building on strength is also involved. 

More fundamentally, to what degrze should AID and other donor 
agencies try to effect a merger between public and private sectcr 
actions in health care? It nay not be realistic to think that the 
two sectors could work together for the good of all Guatemalans, 
however desirable such collaboration aight be. The separate roles of 
the tvo are clear and have been respected. Difficult questions face 
AID in entering into this policy dialogue, but an exchange with other 
participants is a necessary etep in develcping specific strategies to 
meet pressing health care needs. 

Eight Strategic Issues 

The conclusions and recommendations of this assessment can be 
conveniently grouped into eight basic ca~egories. Each deals concretely 
with specific Guatemalan problems in inprovir? and extending healt3 



care. Taken as a whole, they focus on m incentive-based and 
nrulti-institutional conwnity-oriented primary-care health ayatem for 
prevention, information, trainixq, and eervice delivery. 

Incentive-based health care 

Incentives form a major motivation for human behavior. Health 
is no different from other parts of society where incentives are used 
to condition behavior. In health, the motivation can be spurred in a 
variety of ways. Traditionally, health professionals like to think 
that their motivation is internal and self-generated. Professionals 
are motivated by the task at hand, rather than any external praise or 
criticism. Only through achievement of their tasks will 
professionals be satisfied. 

It i~ well h o r n ,  however, that professional satisfaction can be 
enhanced by a variety of material and non-material rewards. 
Increases in salary or bonuses are clear examples, but are 
expensive. Premia, plaques, and prizes for meritorious performance 
can also be effective at far lower cost. A sense of real 
participation in the on-going tasks of health promotion may be the 
most effective form of motivation. Whether incentives are material 
or non-material, the point is clear: incentives are as important to 
health professionals as to others. 

Incentive-based health services exist in Guatemala, although 
they are considerably less widespread than in the U.S. A notable 
example is Salud Total, a Guatemalan HMO, which reimburses its 
physicians in three ways. Some are paid salaries, others are paid by 
the number of patients seen and still others are paid according to 
the number of members for whom they are responsible ("capitation"). 
Salud Total also offers a month free of premiums to its present 
members for each new member they enroll. This is'financially 
equivalent to paying commissions to sales representatives. In short, 
a variety of incentives exist in the organization. 

Another area for incentives - positive and negative - for 
health care providers is the field of medical records. If adequate 
medical data are lacking, it is essential to fill the gap with 
cooperation from the providers. Qevards, again non-material, can 
take the form of accurate, timely, and useful data feedback to the 
provider of the basic information. Haterial rewards are also a 
possibility. 

The first reconnnaded strategy of the health sector assessment 
team is that sustainable incentives - material and non-material - 
be incorporated in any health care delivery system. 



In Guatemala, multi-institutional programs have more potential 
for changing health care delivery patterns s h m  those supported by a 
single institution. Concrete examples are found in San Juan 
SacatcpCquez and in the El Milagro Clinic or Guatemala Sur. Both 
examples are explored in detail in the final chapter of this report. 
Each program has been consciously developed using a multi- 
institutional approach, involving the collaboration of international 
agencies, hospitals, universities, and the Ministry of Health. The 
programs allow operation at local levels beyond the constraints of 
any single one of the participating institutions. 

In the context of the present report, multi-institutional refers 
to a collaborative effort by agencies with a common purpose (e.g., 
health) working in a comon area. The term "multi-sectoral" often is 
used to imply inter-ministerial cooperation at the nationel level. 
As such, it has become unpopular with the international community 
because the result is often inter-ministerial confusion, rivalrj and 
paralysis. 

What is then being suggested by the title of this report is that 
there be multi-institutional cooperation among agencies involved in 
health, but at the local level. This may lead to a coordinating 
directorate representing rhe various participating institutions, but 
a directorate that functions at the level of service delivery, rather 
than in the more dista~t bureaucracy that supports it. 

A multi-institutional approach always involves administrative 
problems, as a consequence of the need to coordinate the various 
supporting institutions. Nevertheless, the net result can be a 
progran that provides better services to a larger number of people. 

It is important to note that the tern "multi-institutional" 
includes non-governmental agencies as well as public sector 
dependencies. The participation of private voluntary organizations 
and other non-govementsl actors, including the private sector is 
desirable in ar~y multi-institutional coogeration. 

n e  second strategy recormended by this report ia that 
multi-institutional approaches should have priority in the 
development of a health sector strategy and in any subsequent funding 
decisions for individual projecto. Vultl-Ssstitutional" hplies 
inter-agency cooperation, both public and private, with a fovus on 
the local level. 

1.4.3 Com.tmitv oriented 
f 

Programs should be oriented tovard local connunities. 
Unfortunately, the historj of healt3 care and other social service 
delive,-y in Guatemala is not promising in tbis respect. 



Health care and other social service programs that are 
officially "community-based" in Guatemala often have only a local 
advisory committee or use local employees. There is seldom a local 
board of directors or patronato with decision-making authority or 
budgetary influence. The tradition of community involvement in 
Guatemala is weak. 

While formal community involvement has generally been lacking, 
some see the concept itself of politically radical. They interpret 
it to mean community control and to imply a rejection of institutions 
that represent the existing social order. This report documents how 
people have been caught in the conflict between community orientation, 
on the one hand, and institutional rigidity, on the other. 1:n its 
extreme form the conflict has had tragic consequences, including 
murders and kidnapping of large numbers of community health workers 
(p-) throughout the country. Indeed, some 
institutions that previously sponsored and trained promotors now 
refuse to continue for fear that the "night of terror" might return 
and reprisals be taken against community workers. 

The operational question focuses on the degree to which 
Guatemalan communities are prepared to assume responsibility for 
their own social services. Anthropological research generalizes that 
indigenous people are more accustomed to do so than are Jadhos. 
Exceptions and abuses do exist, however, especially in connection 
with agricultural cooperatives. The viability of health coo.peratives 
is therefore an unresolved issue, worthy of further consideration in 
the broad context of community involvement. 

Community orientation means more than community participation. 
It implies that health providers will be oriented toward the 
community and its individual members. Recognition and appreciation 
of community needs are therefore essential. Providers must visibly 
spend time in the community if they are to be effective. This 
implies the necessity of developing serious programs for outreach and 
extension of health vorkers. 

Community orientation also means being sensitive to the 
community's feelings and problems. It requires a knowledge of 
comunity organization and operation within those limits. One 
fundamental epidemiological precept involves comunity-oriented 
primary care (COPC). The concept emphasizes the denominator 
population with whom the providers work. The population is not 
simply the group that seeks service, but the one eligible for service 
from the available delivery system. 

The third recommended strategy of the health sector assessment 
is that community orientation be an integral part of any health 
strategy developed by USAID/Guatenala. This includes incorporating 
input frcrn health care consumers into the process of setting 
priorities and making decisions about the health care delivery 
Byatem. 



1.4.4 Primarv Realt3 Care 

Primary health care is the glue that binds together all the 
pieces of the health care system. This is particularly the case with 
respect to child survival, a principal health care goal of AID. 
Primary care meets and deals with patient problems at the level of 
first contact. It handles at least 80 percent, and probably 95 
percent, of most problems that patients bring to health 
practitioners. It is interdisciplinary and comprehensive. 

The concept of primary health care is far from new to 
Guatemala. It is what is provided by consc!ronas, sobadores, and 
other traditional healers. It is offered by general practitioners, 
auxiliary nurses and Rural Health Technicians. It is concerned with 
the whole person in the fmilg setting. It is preventive, as well as 
curative. 

Primary health care has increasingly been displaced by specialty 
health care. This report notes that the distribution of resources in 
Guatemala does not favor primary care. Yet, primary care is where 
the vast majority of Guatmalans contact the health care delivery 
systen. Thus, a reassessment of this allocation of priorities is in 
order. 

As noted above, community-oriented prinary care has developed 
momentm as a public health concept in recent years. As its name 
implies, it combines a coraunity orientation with primary care. 
Community oriented primary care defines health problems in a given 
area, intervenes to deal with identified problems, and evaluates the 
effectiveness of the intervention. 

Primary care can be practiced in a heelth post, a health center. 
or a hospital. It receives highest priority only in the smallest of 
these units. Primary care is the only serrice offered in health 
posts. In health cecters it may be the cnly option, although other 
services are sometimes present. IE hospitsls primary care often 
receives a low priority. Present health needs in Guatemala are not 
for more specialized care but rather for i~proved primary care. 

Emphasis on primary care will affect training, research, and 
service delivery, not to mention funding priorities. A comprehensive 
well-supported primary care system may be the most effective way to 
solve Guat~malan health problems, particularly child survival. 

The assessment's fourth recommended ntrategy is that AID give 
increases priority and resource eoma?ltment to primary health care. 
Child survival initiative should be eabedded in a larger grimarg care 
approach. I 



Prevention 

Prevention of disease is the only viable approach to achieving 
improved health indices in Guatemala. Its health problems are simply 
too extensive and its resources too limited for a curative approach 
to be effective. 

Disease prevention is most effective as a strategy in areas 
where communicable - or "immunopreventable" - diseases constitute a 
major portion of the morbidity and mortality spectrum. Such is the 
case in Guatemala. With measles and chickenpox among the top ten 
causes of infant mortality, innnunizations provide an effective 
control. Given the even greater extent of diarrheal and respiratory 
diseases in children, environmental improvement and health education 
are effective preventive measures. 

As will be seen in this report, Guatemala is not commited to 
disease prevention and its corollary - health promotion -- at this 
time, either fiscally or programmatically. Budgetary figures from 
the Ministry of Health indicate the 80 percent of its spending goes 
for hospital care. A prenatal program in the Social Security 
Institute (IGSS) has recently been eliminated as a coordinated 
national effort. Activities of both the Ministry and IGSS health 
posts and health centers are oriented more to curing disease then 
preventing it. 

A notable exception is the emphasis given by the Government of 
Guatemala to national immunization campaigns. These have been 
conducted as recently as 1986, although the third and final round of 
the last campaign was perceived by some to be a failure. National 
campaigns displace other health-related efforts when held. 

Failure to maintain an active preventive program in malaria 
control led to more than a fifteen-fold increase in the number of 
cases between 1974 and 1984. Onchocerciasis is subject to potential 
eradication, but continues as a troublesome health problem in 
Guatemala for lack of resource comitment to its control. 

New concepts in disease prevention and health promotion are being 
eaployed in Guatemala, but only in isolated settings. Joint efforts 
between Western medicine and traditional healers are teaching the 
advantages of aseptic techniques and early diagnosis. Collaborative 
programs between the universities and the Ministry use health science 
students as health educators of the public. Rural health providers are 
actively promoting health education, often under the sponsorship of 
private voluntary organizations. 

In short, prevention is practical in Guatemala. In many. cases 
it is effective. Lacking is a national commitment to prevention as a 
priority health concern. This should be one of the basic policy 
directions of future AID involvement in Guatemala. 



The assessment's fifth recornended atrategy is that disease 
prevention and health promotion should conatitate e rmch larger 
portion of the Guatemalan health program, and that future donor 
eupport should emphasize their inclusion. 

1.4.6 Jnformation 

One of the greatest weaknesses in the Ministry of Health is the 
lack of a credible, useful, modern information system. Where 
information is weak, the entire systera must suffer. Unless there is 
a strong base of knowledge on which to design health programs, they 
are likely to be ineffective. 

As detailed in Chapter IS, the health information systea in the 
Guatemalan Ministry of Health has changed little since its 
inception. Many calculations are done by hand. The results are 
often suspect. Forns are out of date. Methods of collecting and 
using data are inadequate. 

Problems relating to information are not limited to the Ministry 
of Health. Each public institution has its own information base. 
Many issue annual reports, of varying quality. Most health data are 
unreliable, failing to meet minimal requirenents for the multi- 
institutional approach to health services delivery suggested in this 
report. 

Absence of a comnon format, even within a given institution, is 
a major problem in reporting data. Year-to-year changes in formats 
also weakens the system. Satisfactory comparative and longitudinal 
analyses are consequently impossible to conduct. 

Health information goes well beyond data collection in the field 
and transmission to a central office. Eesearch results can be valid 
only if the data are reasonably tinely and reliable. Useful applied 
research, in turn, idectifies issues and aasvers questions; it c&r~ 
provide inportant guidance for future action. 

The fifth recommeaded strategy of t h e  health sector assessnent 
team is that the iafomation base far the Guatemalan health sector be 
improved to perait its incorporation h aaablc health management, 
planning, m d  appli5d research. 

An effective health care delivery system must have trained 
personnel. The report's chapter on hman resources focuses on 
physicians and other health care personnel, including those trained 
in facilities of the Ministry of Health. The latter includes 
graduate nurses, auxiliary ccrses, ar,d Rural Health Technicians, as 
well as the other technical personnel who help support the health 
care delivery system. 



In addition, the report's Chapter 5 deals vith traditional 
practitioners. They vork within the primary health care sector. In 
particular, the Ministry of Health has assumed responsibility for 
training midwives (comadronas). The training is important to an 
integrated health care delivery system. 

Physicians continue to be leaders of the health care team in 
Guatemala. Their education is thus important. Until recently, it 
was limited to the University of San Carlos, although the Medical 
School of the Universidad Francisco Harroquin has added an 
alternative source of medical education, currently graduating about 
10 percent of the doctors in the country. Neither university's 
curriculum is committed to the principles advocated in this report, 
such as primary care, community orientation, etc. Guatemalan medical 
education is thus traditional. Only limited clinical training exists 
in outreach sites. This kind of training should be strongly promoted 
and encouraged. 

Apart from the limited clinical training, there appears to be 
little multi-disciplinary training in Guatemala today. Yet for 
medical students, nursing students, and other health students, 
multi-discipli~ary exposure to other has future value. Because 
attitudes are important in welding together effective health care 
teams, a multi-disciplinary approach to training is recommended. 

More training should be conducted at the community level. Only 
when health science students train in a context of community problems 
and in association with community members will they fully appreciate 
community-oriented care. Similarly, only when they train in a 
primary care setting will they come to understand the values of 
primary health care. 

The assessment's seventh recommended strategy advocates 
training at the community level in primary care, preferably in a 
supervised, clinical, and mutlidieciplinary mode. 

1.4.8 Service Delivery 

Too many discussions of health sector strategies neglect service 
delivery. For example, it is said that service delivery is heavily 
dependent on resource expenditures for which host government are 
responsible. In this view, donor agencies and others can best 
fulfill their goals by helping to build a base on which services can 
more effectively be delivered. 

While the argument has some merit, it is easily distorted to 
overlook the justification for donors' and others' involvement in any 
country's health programs - namely, to provide a more comprehensive, 
accessible, and functional service delivery system. Unless a 
government can province quality health care to its people, the other 
issues raised here shrink into insignificance. 



In the past, AID and other donors have supported service 
delivery through construction of health posts and health centers. 
This kind of donor assistance has been helpful, but has often 
constructed ]physical capacity that outran the country's ability to 
operate the facilities. Thus, health posts, centers, and hospitals 
stand idle, while the unused construction depleted scarce resources 
that could have been used for more pressing needs. 

There is little doubt that the national health care system will 
find a way to maintain hospital services. These are usgally the 
first to come and the last to go in any national systen. When 
nothing else exists, there is hospital care. Technology may or may 
not be appropriate, but hospitals serve as visible symbols of a 
caring and concerned governmerit. They respond directly to perceived 
needs. 

If the overall strategy of the Guatemalan health system is to be 
community-oriented and centered on primary care, then service 
delivery must deviate from its traditional directions. If it is to 
be incentive-based and multi-institutional, it will contain elements 
not familiar to most conventional delivery systems. The form taken 
by the optimal system may be debated, but the need to deliver 
aervices remains unalterable. 

Delivery of adequate health care services to the maximum number 
of Guatemalans is the primary purpose of present health policy. 
Comunity-oriented primary health care is suggested by this 
assessment to be the most equitable and medically effective 
alternative. By the same token, examination of the health care 
aector indicates that t3e success of this strategy depends on 
improved information, a productive approach and incentive-based 
behavior for providers and consumers. Uulti-institutional 
participation and appropriate training are alao key elements in 
attaining effective service delivery. 

1.5 Contents of the reDort 

/this assessment reports on the health care sector in Guatemala. 
Chapter 2 provides a demogrephic and political background and describes 
the setting for service delivery and health priorities. Chapter 3 
reviews the 1977 Health Sector Assessnezt and notes t3e extent of 
progress in meeting its recomendations. 

Chapter 4 examines the Guatenalan health sector as it existed in 
1986, focusing specifically on the Ministry of Eealth, the Social 
Security Institute (IGSS), private voluntnrj organizations, and the 
private aector more generally. ckapter 5 revtews the socio-cultural 
background to Guatemalan beliefs ana practices in health. Chapter 6 
looks at donor participation in the health sector, outlining current 
goals, strategies, and leading issues. 



Chapters 7, 8, and 9 present a detailed analysis of maternal and 
child health, family planning, nutrition, diarrheal diseases, 
irnmunopreventable diseases, respiratory diseases, malaria and other 
vector-borne diseases, and water and environmental sanitation. 

They are followed by Chapters 10 and 11 which deal with economic 
and financial issues facing Guatemalan health care. Chapter 12 
reviews health care administration, concentrating on the Ministry of 
Health. Chapter 13 examines human resources development and its 
impact on improving health care delivery. Chapter 14 looks at the 
principal features of the health logistics system. Chapter 1.5 
reviews management information needs. 

Chapter 16 incorporates the major recommendations from 
report, and puts these in one context of the eight major policy 
recommendations of this chapter. Chapter 17 concludes the report 
with a set of cast studies, which demonstrate existing models for 
Guatemalan health care development. 



CHAPTER 2 

BACKCROWD 

2.1 Situation in Guatemala 

In order to put this health sector assessment into perspective, it is 
useful to review the present political situation in Guatemala, especially 
as it relates to health policies and initiatives. First, the country has 
just returned to a democratic government after many years of military 
government. This change in direction has led to a new sense of hope and 
a "once in a century" opportunity for economic and social developnent. 
Second, unique opportunities exist for creative and innovative 
participation of the private sector in meeting health care needs. Third, 
official public policy is strongly focused on a concern shared by AID -- 
namely, child survival. This confluence of interests and potentially 
available resources makes the Guatemalan opportunity particularly 
attractive .l/ 

Guatemala is currently the most populous country in Central 
America. It has an estimated 8 million plus inhabitants (Table 
2.1). Its population density of 201 persons per square mile is 
second only to El Salvador in Central A~erica and Panama. Guatemala 
is estimated to remain the most populous country in the region at 
least through the year 2,020. z/ 

1/ Interviews held in Washington, D.C., August5-6, 1986. - 
2 /  Diaz-Briquets, Setgio: Conflict in Central A~erica: The Demographic - 

Dimension, Population Reference Bureau, Inc., Number 10, February, 
1986, p. 5 .  



Demographic indicators, particularly those concerned with 
health, show Guatemala to be similar to the rest of Northern and 
Central America (Table 2.1). 

TABLE 2.J 

BASIC DEMOGRAPHIC INDICATORS OF CENTRAL AMERICA 

1985 - 

Popula- 
Popula- Crude Crude Rate of Total Infant Life tion Popu- 
tion birth death of natural fert. mort. expect- under lation 

In '000 rate rate increase rate rate anc y age 15 65+ 

Costa Rica 2,600 30.5 4.2 26.3 3.5 20 73.0 36.7 3.8 

El Salvador 5,552 40.2 8.1 32. I. 5.6 7 1 64.8 44.6 3.4 

Guatemala 8,403 38.4 9.3 29.1 5.2 6 8 60.7 43.1 3 .O 

Honduras 4,372 43.9 10.1 33.8 6.5 8 2 59.9 46.9 2.9 

Nicaragua 3,272 44.2 9.7 34.5 5.9 8 5 59.8 46.7 2.5 

Panama 2,180 28.0 5.4 22.6 3.5 2 6 71.0 37.5 4.5 

SOURCE: Diaz-Briquets, Sergio: Conflict in Central America: The Demgraphic 
Dimension, Population Reference Bureau, Inc., Number 10, February, 1986 



Unlike its neighbors, however, Guatemala is substantially more 
mral, in terms of overall population distribution, with the 
exception of Honduras. By the year 2020 it is projected that 
Guatemala will continue to be the most rural country in the region, 
although by then over two thirds of its population will live in urban 
areas (Table 2 . 2 ) .  

TABLE 2 . 2  

CHANGES IN PERCENTAGE OF URBAN AM) RURAL PQPULATIO'IJ 

Rural 
Urban 

SOURCE: "Guatemala: Recopilacion Y Ordenamiento de 
Infomacion para Diagnostic0 de la Situation de Salud 
Y su Relacion cone1 Desarrollo Economico," PAHO, 
Volume I of IV, 1985. 

The fact that almost 35 percent of the population lives in 
communities of less than 500 persons, is ircqortant in tents of 
health care delivery (Table 2 . 3 ) .  



TABLE 2.3 

DISTRIBUTION OF POPUI.AT1ON BY LOCATION SIZE 

Location Size 
(Population Size) % of Population 

Less than 500 
500 - 999 

1,000 - 1,999 
2,000 - 4,999 
5,000 - 9,999 

10,000 - 19,999 
20,000 and more 

SOURCE: "Guatemala: Recopilacion y Ordenamiento de Infonnacion para 
Diagnostico de la Situation de Salud y su Relacion con el 
Desarrollo Economico," PAHO, Volume I of IV, 1985. 

Because this report is concerned, in large part, with the health 
of children, it is important to know something of population 
distribution by age. Guatemala, not unlike other developing 
countries, has relatively high birth rates. Just under 50% of the 
population is under 15 years of age (Table 2.4). 

TABLE 2.4 

PERCENT OF POPULATION BY SEX AND AGE 
Guatemala 

% Over Population 
Age Groups Hen Women Total 

Less than 1 year old 4.1 4 .O 
From 1 to 4 years 13.9 13.8 
From 5 to 14 years 26.6 26.8 
From 15 to 24 years 19.2 19.2 
From 25 to 64 years 33.5 33.2 
65 years and older 2.7 3.0 

SOURCE: "Guatemala: Recopilacion y Ordenamiento de 
Infonnacion para Diagnostico de la Situation de Salud 
y su Relacion con el Desarrollo Economico," PAHO, 
Volume I of IV, 1985. 



It is projected that by the year 2000 the population under age 
15 will have been reduced to 39 percent in ~uatemala.2/ This is 
consistent with a steadily declining global fertility ratio, which 
dropped from 7.9 in the period 1950-55 to 6.13 in the period 
1980-85.51 

As may be seen in Table 2.5, over SOX of all deaths of children 
less than one year of age may be ascribed to the respiratory system, 
digestive system and infectious or parasitic diseases (Table 2.5). 

TABLE 2.5 

DZSTRIBUTIOB PERCZNTAGE OF DEATHS 
ZB LESS THAN 1 YEAR OLDS, AS PER CAUSE GROUPS 

Causes (CIE-9) Percentage 

1. Prenatal mortality (760-779) 
2. Respiratory system-reiated, 

polio not included (460-519; 
3. Digestive system-related, enter- 

itis and diarrhea included (008, 
009, 520-579) 

4. Infectious and parasitic diseases 
(000-007, 010-136) 

5. Tumors (140-239) 
6. All other diseases 

Morbidity condition, not well defined 
and unknown causes 13 .S 

Total 100.0 

SOURCE: PAHO Report, Volume I of IY. 

3/ Recopilacion y Ordena~iento de I n f o m c i c n  para Diagnostiso - 
de la Situation de Salud y su Relacion con el Desarrollo 
Econonico. Tomo I de IV, PAHO, 1985. 

4 /  Ibid. - 



In the one to four year old age group, these percentages increase 
dramatically to the point where nearly three quarters of all deaths 
are attributable to these three causes.l/ 

The very high percentage of homicides in the 15 to 44 year old 
age group should be noted. During 1981, 43.5% of the 15 to 44 year 
old group who died, were victims of either accidental or intentional 
wounds .k/ By 1983 this number had dropped to 21.1%. reflecting 
abatement of political violence. To add some perspective to these 
figures, the 1980 homicide rate er 100,000 population was three 7 / times that of the United States.- 

Guatemala is the largest country in the region, although small 
by world standards. It has the typical population profile of a 
developing country, with a history of gradual improvement in health 
and disease indices, at least until the early 1980s. With nearly 50% 
of its population under 15 years of age, particular attention needs 
to be focused on combating infectious diseases responsible for a high 
percentage of childhood mortality. 

2.1.2 Political Climate 

The most significant event in recent years in Guatemala has been 
the democratic election of Vinicio Cerezo as President on December 8, 
1985. Most observers of the electoral process deemed the election to 
be fair enough to provide a sufficient constituent basis for 
President Cerezo to establish a functioning presidency .8/ 

Questions remain concerning how much power the elected president 
will be pemitted to exercise by the military, and how effectively he 
will be able to use it. President Cerezo entered office with a 
strong mandate (68% in the 

5 Scientific Publication No. 247, OPS/OHS, 1982. - 
6 /  Recopilacion y Ordenaniento de Infomacion para Dia~nostico de la - 

Situation de Salud y su Relacion con el Desarrollo Economico. Tomo 
11 de IV, PAHO, 1985. 

7/ Scientific Publication 427, PAHO/WHO, 1982, Direction General de - 
Servicios de Salud. 



mnoff presidential election) that was broadly based throughout most 
constituency groups and geographic areas of the country. His 
Christian Democratic party also gained a majority in the Congress, 
creating to the potential for a productive executive-legislative 
relationship. 

The current political situation in Guatemala must be seen in an 
historical context. This is enormously complicated and beyond the 
scope of the present document. Suffice it to say that the Cerezo 
administration is the first legitimately democratic government to 
hold office since 1954. Even so, the widespread use of violence as 
an instrument of public policy has lead to considerable hesitancy on 
the part of the Guatemalan people to become involved in the pclitical 
process. Nevertheless, the timing is propitious for significant 
initiatives to promote social and economic development in Guatemala. 

2.1.3 New Directions in Health 

Guatemala has a stronger private sector than almost any country 
in the region. It is emerging as a viable alternate means of 
financing and organizing health care delivery. Perhaps the most 
nctable example of this is Salud Total, a pre-paid health care 
delivery organization (health maintenance organization) that is now 
two-and-one-half years old. It and a less expensive competitor,La 
Hedica Guatemalees, along with a widely proliferating program of 
private insurance, offer interesting clues concerning the possible 
direction of privat? sector health care financing. These 
developments are still quite limited in scope and tend to be focused 
on higher incame groups. 

Aside from private for-profit health care services, a small 
avalanche of foreign private voluntary organizations have been 
returning to the country. This too presents an opportunity for new 
resource generation and progran direction. It also creates confusion 
and competition. Between one hundred to two hundred PVOs have now 
been 

8/ "The 1985 Guatemalan Elections: Will the Xilitary Relinquish - 
Power?" Report of the delegation sponsored by the International 
Human Rights Law Group and the Uashington Office on Latin America. 
Washington, D.C., 1985. 



identified as working in Guatemala, many of them in health.?/,Lg/ 

2.1.4 Health Priorities in Guatemala 

Guatemalan health care goals and objectives have been 
articulated in the current National Development Plan (1987-1991)s/ 
and in a recent policy statement by the Xinistry of Health. 
The National Development Plan incorporates all sectors of society, 
not only health. It represents the first comprehensive statement of 
the current administration as it formulates a social-economic plan 
for Guatemala. As such, the comments of President Cerezo which 
introduced the plan are significant. 

"We ought to push development that is oriented toward improving 
the living conditions of the population and which satisfies 
these necessities with our own resources, giving full respect to 
the values and aspirations of the communities being served."x/ 

President Cerezo goes on to urge that development m s t  be carried out 
in a social. setting which respects human dignity and the individual's 
role in this setting. 

The plan outlines specific health and health-related "policies" 
which require brief review at this junction in order to understand 
the focus of Guatemalan health ,policies. 

These are as follows: 

91 Xinisterio de Salud: Entidades No Gubernamentales - Recopilado por - 
Unidad Coordinadora de Instituciones no Gubernamentales. 1/22/86. 

10/ Spangler, Lynn: Directorio de Recursors en Salud en Guatemala. - 
Peace Corps .  October 1 9 8 5 .  

111 "Plan Nacional de Desarrollo" (1987-1991): Volume I -- Policy - 
Orientation of the Plan (Preliminary Version), SEGEPLAN, 1986. 

121 "Current Goals of the Hinistry of Health," obtained in an interview - 
with Dr. Jorge Mario Izaguirre Estrada, Vice-Minister of Health (for 
Technical Affairs) in the Hinistry of Health. August 18, 1986. 

13/ Op. Cit. "Plan Nacional de Desarrollo." - 



2.1.4.1 Health Sector Policies 

e Increase of coverage and extension of health program and 
services -- The emphasis here is on the poorer segments of 
the population, particularly those in ~ r a l  areas, with a 
focus on primary health care. 

Institutional reform and administrative development of the 
health sector-- This calls for improved operational 
capacity, coupled with administrative decentralization and 
human resource development. 

Protection, preservation and improvement of environmental 
health--The emphasis here is on potable drinking water and 
basic sanitation, once again for mral areas. 

Maintenance and improvement of the physical infrastructure 
of the health sector--This looks toward improved 
maintenance of facilities, as well as replacement and 
remodeling of existing facilities. It also calls for 
avoiding construction of new facilities which cannot be 
maintained properly. 

Promotion and accessibility of generic medicines--his aims 
to reduce the cost of drugs through use of generic products 
which, presunably, can be prchased by state pharmacies at 
lower cost, with no loss of efficacy. 

Extension of social security coverage--Given that social 
security coverage currently reaches only a small percentage 
of the popclation and a geographically small percentage of 
the country, the expansion of this system is proposed. 

2.1.4.2 Social Advancement Recornendations 

In the field of social advancenent, there are six specific 
policies. Only those three relavent to this report will be 
mentioned here. 

Orftanization of selected social welfare services - This 
recornendation calls for the Xinistry of Social Welfare to 
coordinate various public health, social welfare and 
related activities in order to assure nore integrated 
efforts for target populations and to avoid duplication of 
costs and efforts. 



Extension of services to the rural areas--This 
recommendation is targeted to providing non-traditional, 
low-cost services to rural populations, with a particular 
emphasis on preventive programs for children and youth. 

Cormnity promotion and organization -- This calls for 
community organization through self-development, with a 
particular emphasis on education and training along with 
technical and financial assistance. 

2.1.4.3 Food and Nutrition Policies 

In the field of food and nutrition, there are 13 
policies. Only those eight pertaining to health will be 1.isted 
here, and these in sumnary form. 

Production and access to basic foods of mass consumpt,ion by 
the total population. 

Stocking and availability of foods in rural and urban areas. 

Initiation and support of methods to strengthen the demand 
for foods. 

Promotion of 
specific nutritional deficiencies. 

Discouraging use of foods that have a relatively h i ~ h  price 
and low food value. 

Improvin~ conditions which permit biolo~ically pure food to 
be produced. 

Prioritization of primary care in health on the part of 
state health institutions. 

Utilization and cooperation of specialized agencies. 

2.1.4.4 Current Goals of the Ministry of Health 

In addition to the goals articulated in the National 
Development Plan, the Ministry of Health recently fomlated its 
own set of goals. These are: 

"To reduce the morbidity and mortality rates, to develop 
the planning process, to carry out health programming and 
evaluation, to increase technical 



cooperation activities among the developing countries, and 
to establish mechanisms for more adequate coordination of 
services. "!A/ 

The HOH also spells out specific objectives. These 
include an increase in focus on primary medical care and 
improving sanitary conditions in the country. It also calls 
for improving the nutritional status of the population, while 
eradicating or controlling comnicable diseases. It asks that 
all Guatemalans have basic medications made available to them 
and calls for the cooperation of various international 
agencies, including the private voluntary organizations. 

Eight program areas for the implementation of the above 
general and specific objectives are identified: Health 
development; medical attention; epidemiological surveillance; 
nutrition and feeding; environmental health; development of 
human resources; commercial and productive sector health; and 
health education. h e  HOH affirms the importance of an 
intersectoral approach to health. 

Health Priorities of the Pan American Health Organization 

Essential to any health sector assessment for a Latin American 
country is the focus of the Pan American Health Organization, since it is 
both a representative body of the governments of the Americas and the 
regional office for the World Health Organization in Geneva. h i s  is 
particularly true at present, because an extensive process of 
consultation and negotiation over the past several years has resulted in 
a major hemispheric program called the "Bridge for Peace" or "Priority 
Health Needs in Central America and Panama. "a1 

In a document signed in San Jose, Costa Rica on Harch 16, 1984 by the 
Health Ministers of all the Central American countries and Panama, an 
agreement was reached to have a 

141 Op.  Cit., "Current Coals of the Ministry of Health." - 
151 "Priority Health bleeds in Central America and Panaxia," PAtlO, - 

Washington, D.C., 1984. 



concer ted  h e a l t h  p l an  f o r  t h e  r eg ion .  The purpose of t h i s  p l a n ,  t h e  
"Bridge f o r  Peace" program, was t o  f o m l a t e  both  r e g i o n a l  and n a t i o n a l  
p r i o r i t i e s  i n t o  an  i n t e g r a t e d ,  comprehensive program, and then  t o  s o l i c i t  
donor funds  t o  complement country r e s o u r c e s  committed t o  suppor t  t h e  
program. By developing a program i n  t h i s  way, it was f e l t  t h a t  
d u p l i c a t i o n  of e f f o r t  could be avoided,  p r i o r i t y  programs could be  
promoted and o u t s i d e  funds could be e f f e c t i v e l y  mobil ized.  

The i n t r o d u c t i o n  t o  " P r i o r i t y  Heal th  bleeds i n  C e n t r a l  America and 
Panama" s t a t e s  t h a t  t h i s  e f f o r t  is "an u r g e n t  and comprehensive p l a n  f o r  
j o i n t  h e a l t h  a c t i v i t i e s  agreed upon by t h e  Governments of C e n t r a l  America 
and Panama t o  s o l v e  common p r i o r i t y  h e a l t h  needs."16/ This  underscores 
t h e  f a c t  t h a t  t h e  p l an ,  while  produced by PAHO, has been approved i n  a l l  
i t s  a s p e c t s  by menber s t a t e  r e p r e s e n t a t i v e s .  

Noting t h a t  t h e  Cen t ra l  American r e g i o n  is conf ron t ing  t h e  most 
profound s o c i a l ,  economic and p o l i t i c a l  c r i s i s  i n  i ts  h i s t o r y ,  t h e  
document observes  t h a t  every e f f o r t  must be  taken j u s t  t o  ma in ta in  the  
c u r r e n t  l e v e l  of h e a l t h  s t a t u s .  Indeed,  f o r  almost t h e  f i r s t  t ime s ince  
they  have been k e p t ,  t h e  r e p o r t  n o t e s  t h a t  t h e  p o s i t i v e  d i r e c t i o n  of 
h e a l t h  and d i s e a s e  i n d i c e s  is now r e v e r s i n g .  

The document recognizes t h e  need t o  b r i n g  peace and economic 
development t o  t h e  reg ion  i f  t h e  r o o t  causes  of ill h e a l t h  a r e  t o  be 
overcome. k'hile a  v a r i e t y  of f a c t o r s ,  such a s  massive deb t  conbined with 
d e c l i n i n g  commodity p r i c e s ,  may account  f o r  t h e  econcmic d e c l i n e  of the 
r e g i o n ,  much of t h e  d e t e r i o r a t i o n  i n  C e n t r a l  America h a s  been due t o  
armed c o n f l i c t  -- and a subsequent d r a i n  on sca rce  economic r e sources .  

Pe r  c a p i t a  GDP i n  Guatemala, f o r  example, f e l l  12.9% between 1980 and 
1983. The a b s o l u t e  va lue  of expor t s  dropped 33% between 1979 and 1983, 
whi le  t h e  annual  percentage  change i n  t h e  r e a l  wage index has 
c o n s i s t e n t l y  dec l ined  (14.9% i n  1977 and another  6.4% i n  1983, t o  c i t e  
two r e c e n t  A s  h e a l t h  s t a t u s  is so  s t r o n g l y  c o r r e l a t e d  t o  
economic development, t h e  s i t u a t i o n  h a s  become i n c r e a s i n g l y  b l e a k .  

1 6 /  I b i d .  - -  
1 7  I W ,  I n t e r n a t i o n a l  F inanc ia l  S t a t i s t i c s ,  Monthly. - 



2.2.1 Priority Areas for Health 

As part of the "Bridge for Peace" initiative, Guatemala has 
adopted the seven basic priority areas established by the Pan 
American Health Organization. Individual country projects falling 
under the "Bridge for Peace" program m s t  be linked to one of the 
seven priority concerns .l8/ They are: 

Strengtheninx health services -- The purpose of this area is to 
develop health care systems that can provide effective and 
equitable health services for high-risk population groups and 
extend services to those individuals currently outside the 
system. It is estimated that this program will cost $64.5 
million to implement, of which over half must come from external 
sources. 

Human resources development -- The document points out that the 
distribution of human resources is unequal, with well over 50% 
concentrated in Guatemala City. (A m c h  higher percentage is to 
be found with respect to physician distribution.) Training 
programs will be needed to develop more skilled personnel, and 
strategies must be devised to direct them to currently 
underserved areas. The cost of this program is estimated to run 
over $12 million, with over $9 million needed from outside 
donors. 

Essential drufts -- Noting the many problems leading to an 
inadequate supply of drugs in health facilities, the priority 
calls for the development of strategies which will assure 
delivery of needed medications to patients, particularly those 
with low incomes. The lack of medicines undercuts other health 
care delivery efforts. The estiinated cost of this program is 
just under $12.5 million, with nearly $8 million required from 
outside sources. 

18/ PAHO: "Guatemala: Recopilacion y Ordenamiento de Infomcion para - 
Diagnostic0 de la Situacion de Salud y su Relacion con el Desarrollo 
Economico." Volume I1 of IV, 1985. 



Food and nutrition -- This priority calls for improved 
production and distribution of foods which will improve the 
protein and caloric nutritional status of the population, 
particularly those most vulnerable individuals in mral and 
marginal urban areas. Emphasis is on children under five years 
of age, together with pregnant and lactating women. The 
objective is to assure basic foodstuffs are made available to 
those individuals in the population with limited resources. The 
estimated cost of this program is over $ 4 . 5  million, with over 
$ 3 . 5  million required externally. 

Principal tropical diseases -- Under this area it is noted that 
malaria constitutes one of the most serious health problems in 
Guatemala, particularly affecting mral populations. 
Leishmaniasis, onchocerciasis and dengue are also mentioned. 
The goal of the program is to control or eradicate, where 
possible, these diseases. The estimated cost is over $30 
million, with over $21 million to come from outside sources. 

Water and sanitation -- This priority has special significance 
in Guatemala, where less than a quarter of the population have 
ready access to potable water and sanitary facilities in rural 
areas. This priority area requires facilities construction and 
a high degree of community participation to be successful. The 
projected cost is over $95 million, with over $64 million 
anticipated to be required from foreign sources. 

Infant--or child--survival -- This is fundamental to the health 
of Guatemala, where 46% of the children are under 15 years of 
age. The focus is on improving health services for mothers and 
children over a relatively short period of time, preferably 
using methods employing low cost and high impact. To carry out 
the many generally accepted strategies to achieve this goal in 
Guatemala, it is estimated that over $64 million will be 
required, of which over $37 million must come from outside 
sources. 



2.2.1.1 Child Survival 

Because of the priority placed by AID on child 
survival, and the particular needs of Guatemala, the seven 
specific objectives for child survival included in the PAX0 
program should be 1 i ~ t e d . g ~  

Reduce infant mortality to less than 50 per 1,000; 

Reduce the current mortality rate for children between the 
ages of 1 and 5 by 50%; 

Eliminate diarrheal diseases and acute respiratory 
infections as one of the ten principal causes of death 
among infants and pre-school age children; 

Eliminate mortality and reduce morbidity of the 
vaccine-preventable diseases; 

Reduce by 50% the rate of underweight newborns; 

Maintain breastfeeding levels in rural populations and 
increase breastfeeding levels in urban populations; 

Extend the use of a health control card to 70% of children 
under one year of age and 50% of children one to four years 
of age. 

In addition to ORT and i m ~ i z a t i o n s ,  the recommendations 
suggest development of self-sufficient primary health systems 
and a multi-sectoral and multi-institutional focus to achieve 
desired results. In addition, institutions are urged to reorder 
their budget priorities for a period of at least five years in 
order to support the primary health care system. 

19/ Dp. cit., "Priority Health Yeeds in Central America and Panama," - 
PAHO, 1984. 



2.3 Health Priorities of the United States for Central America 

Indeed, Guatemala finds itself among one of 22 countries worldwide 
selected by AID for a "Selected Country Focus" on child survival. This 
emphasis will last until the end of the current decade, assuring 
additional resources will be made available for acceptable Guatemalan 
child survival development projects .a/ 

2.3.1 Kissin~er Comission Report 

Current United States policy in Central America is framed in 
large measure by The Report of the President's National Bipartisan 
Comission on Central America, published in 1984. Clearly stimulated 
by the emergence of the Sandinista government in Nicaragua and the 
growing conflict in El Salvador--as well as the long-standing 
conflict in Guatemala--the Commission sought to achieve a delicate 
balance between concern for human rights, on the one hand, and what 
was perceived to be United States interests, on the other. The 
report represents a synthesis of these concepts on issues that range 
from democracy and economic prosperity to human development. It is 
in this latter area of human development, which include educational 
opportunities, housing, humanitarian relief and health, from which 
the following recormendat ions are taken .a/ 

The section on "A Region's Health" begins by quoting Benjamin 
Disraeli, who said that the "economic health of a nation depends 
first on the health of its people." It is in this context that the 
commissioners felt that health and economic recovery were vitally 
intertwined. 

Among other things, they note the resurgence of malaria in the 
region as a threat to economic development. In essence, the report 
calls for the development of a comprehensive program of primary 
health care that includes both preventive and curative medicine. 
Improved comunications and transportation capability are seen as an 
essential components of this strategy. 

20/ Op. cit., NcPherson, H. Peter: "The AID Child Survival Strategy." - 
AID, Washington, D.C. 

21/ The Report of the President's National Bipartisan Comission on - 
Central America, edited by Henry A .  Kissinger, Hcnillan Publishing 
Co., New York, 1984. 



Specific recommendations in the health sector are as follows: 

Existing technical assistance programs supported by AID should 
be expanded. 

Resumption of the AT@-sponsored proftram to eradicate 
vect3r-borne diseases such as malaria and dengue fever. 

The United States support an expansion of programs on oral 
rehydration and i m i z a t i o n .  

Continuation of the population and family plannin~ programs 
currently supported by A.. 

Central American educational institutions be encouraged to 
increase their concentration on the training of primary health 
care workers, nurses, dental assistants and personnel in the 
allied health skills. 

Central herican nations be ilr~ed to develop methods which would 
integrate public and private ftnancin~ of health services. 

In addition to these specific health recommendations, the 
Comission addresses such related areas as humanitarian relief, with 
a recornendation for increased support of programs dealing with 
displaced persons and refugees. The report concludes that "our task 
now is to transform the Central American crisis into an 
opportunity--to seize the moment and help our neighbors achieve their 
freedom free from aggression and in a positive economic 
environment. "221 

2.3 Conc lusions 

This section has provided background for the present health care 
sector assessment. It considers demographic, political and health 
factors in haterriala, while focusing on the health priorities as defined 
by the Government of hatenlala. The "Bridge for ?eacen subregional 
health program of the Pan Ancrican Health Organization has been reviewed, 
as has the position of the United States assistance through review of the 
Xissinger Commission Report. A11 of these recommendations are brought 
together in a matrix presentation. (Table 2 . 6 )  Here the major 
directions of the Guatemalan government are arrayed against the 
recomendations of both P W O  and the Kissinger Comission. 

a/ Ibid., p. 152. 



What has not  been included i n  t h i s  background statement is  a 
discussion of t he  1 9 7 7  AID-sponsored heal th  sector  assessment and i t s  
recomendations.  Since t h i s  represents  a majo9r re la ted  work pertaining 
t o  Guatemala, i t s  findings and reconunendations w i l l  be reviewed i n  the 
following chapter.  (Chapter 3) Of pa r t i cu l a r  i n t e r e s t  a r e  the  changes 
t h a t  have taken place s ince  1 9 7 7 .  



WU 2.6  

WIATm SLCIOI P L ~ A T I O I S  
WVEBITWYT 01 CUA7CIUI.A vr .  
KIssrrcw cmlssrou AID 

?N WJSICW W T H  OBCNIUTIOW 

* 7. kt ter  Coordirutioo 
F of Soc ia l  5.mic.s 

U. Diacourata Uaa of Hiah Coat I i i 

s 
L Junk load 



CHAPTER 3 

1977 HEALTH SECTOR ASSESSMENT 

3.1 Purpose 

The purpose of the 1977 health sector assessment was to provide a 
comprehensive overview of some selected aspects of the Guatemalan health 
sector. The authors were asked by the Health Unit of the National 
Economic Planning Council to organize their assessment so as to be 
consistent with the five major elements of the government's 5-Year 
National Health Plan. Thus, the document served a twofold purpose: to 
assist the Government of Guatemala in determining its progress in 
realizing planned objectives, and to satisfy AID requirements for a 
comprehensive review of the health status of the Guatemalan population. 

The five areas used at that time for the National Health Plan were as 
follows: 1) Extension of services, including family planning; 2) 
Increasing efficiency of the health sector, including maintenance of 
facilities and equipment; 3) Human resources; 4 )  Nutrition; and 5 )  
Environmental sanitation.&/ 

Since the effort in 1977 was clearly a collaborative effort with 
purposes to be served by both the Guatemalan government and U.S. AID, a 
binational coordinating cornittee was established to run the project. 
This consisted of Dr. E. Croft Long, then Health Sector Representative 
for AID Guatemala, Dr. Carlos Estrada Sandoval, from the National 
Economic Planning Council, and Dr. Alberto Viau Davila, from the 
Guatemalan Academy of Medical, Physical and Natural Sciences. It is of 
some interest that each one of these individuals was interviewed in some 
detail with reference to the present report. Also, a number of 
contributors to the 1977 report are still active in Guatemala and have 
been contacted for information with reference to the 1986 health sector 
assessment. Among those reviewing documents for the 1977 report was Dr. 
Alfredo Hendez, a aember of the current health sector assessment tern. 

It should be stressed that the 1977 report was prepared over a period 
of several months, involving a large number of contributors. As a 
result, it resulted in the publication of fifteen analytical reports, 
together with an executve surrnary. As the report itself noted, the annex 
section of the 1977 document was marked by "extraordinary length." This 
is to be distinguished froa the current health sector assessment, whose 
objective it is to be somewhat more succinct. 

1/ 1977 Health Sector Assessment. USAID Guatemala, November, 1977. - 



Finally, it is significant to note that one of the prime individuals 
with whom the report was noted to have been shared in 1977 is Dr. Jaime 
Solorzano, then Director of the Office of Programing in the Ministry of 
Health. As with Dr. Mendez, Dr. Solorzano provides continuity to the 
project by his involvement as a member of the current project team. 

3.2 Major Recommendations of the 1977 Report 

The major recommendations of the 1977 report were as follows: 

"Recomendation 4.1: Family Planning 

Recommendation 4.1.1.: The Govem~ent of Guatercala should 
establish a national population policy. 

Recommendation 4.1.2: Until the Govemrent of Guatemala 
inititates an active and effective family planning program, 
donors should continue interim support of the efforts of APROEAH 
to deliver family planning services thrcugh public health 
facilities to those Guatemalans who want them. 

Recomendation 4.1.3: Alternatives to clinic-based delivery 
systems for family planning services and education should be 
evlored and tested. 

Recornsendation 4.2: Nutrition 

Recomendation 4.2.1: The Government of Guatemala should 
formulate a national food and nutrition policy and design a plan 
of action including interventions from agriculture, health, 
education and other sectors, for its implementation. Resources 
should be earmarked in the national budget for carrying out this 
coordinated, nultisectoral nutrition 7rogram as part of the 
GOG's National Developnent Plan for 1975-1979 and incorporated 
into the new plan for 1980-1984. 

Recomendation 4.2.2: The Ministry of Health should address 
programtically the association between malnutrition and 
diarrheal disease in chiidren, which is Guatemala's prinary 
health problem. The progran shcule include the design of a 
nutrition surveillance systern within the MOH which will 
continuously monitor the level of xr.alnutrition at. the ~unicipal 
level. The surveillance shauld be syscsm-designed to support 
national food and nutrition prograizs. 



Recomendation 4.3: Health Services 

Recomendation 4.3.1: To achieve a more equitable distribution 
and more effectively provide public sector curative health 
services, the government should correct the budgetary imbalance 
that favors urban at the expense of rural areas and hospitals 
instead of ambulatory care centers. This imbalance is an 
indicator as well as a cause of lack of access to services in 
rural areas. To correct this imbalance the GOG should allocate 
a larger budgetary proportion to rural ambulatory care services. 

Recommendation 4.3.2: In order to impact more effectively on 
the health of the nation, the government should move towards 
correcting the imbalance between budget allocations for curative 
and preventive services by allocating more of the budget to 
preventive services. 

Recommendation 4.3.3: To maximize rural coverage at minimum 
cost, human resources planning and budgeting should be based on 
the concept of maximum use of medical auxiliaries and minimum 
use of physicians and other high-cost personnel. 

Recommendation 4.3.4.: Rural health programs of the HOH and 
other rxral health programs should have rraximum participation of 
local cornunities in local health program activities or 
mechanisms should be developed for identifying cornunity health 
problems and priorities, and organizing c o m n i t i e s  to address 
these problems. 

Recomendation 4.3.5: The GOG should make the extension of 
health services to fincas a high priority and enact legislation 
to ensure adequate health services to workers. Such service 
should emplasize preventive health education in nutrition and 
sanitation. and construction of 'latrines and provision of 
potable water supplies. 

Recormendation 4.3.6: The health planning capacity of the NOH 
must be strengthened at both the national and area level. 

Recomendation 4.3.7: By decision at the highest level, the two 
major public programs of health services, Ministry of Health 
(HOH) and Institute Guatemalteco de Seguridad Social (IGSS), 
should be integrated as soon as possible. 

Recom.endation 4.3.8: The Government of Guatemala should 
establish a national health facilities and equipment maintenance 
and engineering program based on the principle that all 
facilities and equipment are to be maintained in a manner that 
will maximize their useful life and that maintenance. sewice 
and logistical support shall be deployed so as to provide timely 
response to requests for assistance. 



Recommendation 4.3.9: Achievement of improvements planned by 
the HOH will in the long run require enlargement of the public 
sector health services, specifically in the area of training and 
drugs. Based upon historical trends a shortfall of financial 
requirements over resources for the entire HOH system could run 
as high as $35 million by 1980. 

Recomendation 4.3.10: The National Health Plan, 1974-1979, 
should be revised to be more comprehensive. Specifically it 
should include: (1) all major public and private institutions 
providing health care; (2) estimates of financial resources 
required to attain goals; (3) projection of resources available 
and their source; (4) definition of priorities; and (5) specific 
policies and projects to meet planned goals. 

Recomendation 4.4: Studies 

4.4.1 Studies and pilot programs should be carried out in 
order to identify how best to incorporate the 
appropriate elements of the traditional (indigenous) 
medical systen into the care provided by the public 
sector health system, especially in rural areas. 

4.4.2 The system of procurement, storing and distribution of 
drugs from the National Drug Warehouse to the health 
facilities throughout the country should be evaluated 
to include an assessment of the constraints to the 
flow of the drugs to the communities. 

4.4.3 A comprehensive study is needed of the HOH information 
system, includisg statistical needs, costs, and 
alternative methods of providing and processing needed 
information. 

4.4.4 Sample household surveys should be designed and tested 
in rural areas to determine the extent of health 
problems, health behavior, utilization, and 
expenditure patterns. 

4.4.5 A review should be conducted of em?loyment conditions 
of all health workers in the public sector, and should 
include re-evaluation of the appropriateness of 
existing job descriptions and the extent to which they 
realistically reflect the tasks performed. Pay 
scales, classifications, benefits, working hours, 
vacations, sick leave, as well as opportunities for 
career advancement and additional training, should be 
revised in tem.s of the existing economic situation 
and the demand of the new d at terns of health care 
delivery. 



4.4.6 A separate but related study should be made for 
improving the system of health manpower supervision 
and evaluation at all levels in the public health 
sector and should include a forecast of personnel 
needs, costs and methodologies for continous 
evaluation. 

4.4.7 A study should be undertaken to design a national 
maintenance program which would specify its functional 
responsibilities and the administrative and 
organizational configuration which best meets the 
Government of Guatemala's short and long term 
maintenance needs and financial capacity. 

4.4.8 A national anthropometric survey by region and by 
income group should be undertaken immediately as a 
basis for direction of COG intervention. 

4.4.9 Phase I1 of the Nutrition Assessment, i.e., the 
multisectoral aspects of the analysis outside the 
health sector, should be completed as originally 
planned to provide the basis for the national food and 
nutrition plan of action."Z/ 

3.2.1 Discussion 

A strclctural observation concerning the 1977 Health Sector 
Assessment is that its recomendations are directed to the Governinent 
of Guatemala, rather than to AID. It is not the intent of the 
current health sector assessment simply to look at health sector 
indices and problem in the Guatemalan health sector, but to 
formulate and direct both general and specific recornendations toward 
AID. Clearly, the assessment of 1977 had no such inhibitions and 
was, accordingly, titled "Hajor Recommendations for Improvements of 
Health in Guatemala" without specifying "Recommendations to AID." 

Some review of the specific recomendations is in order. First, 
with reference to family planning, it should be noted that the 
recornendation calls for the Government of Guatemala to adopt a 
"national population policy." This focus on population as the basis 
for family planning should be recognized as soaewhat different  fro^ 
the emphasis of the current report, which is directed nore toward the 
health of mothers and children. 

2 /  Ibid. 1977 Health Sector Assessment, pp. 31-39. - 



With reference to nutrition, the call was for a multi-sectoral 
nutrition program, together with a review of the association between 
malnutrition and diarrheal disease in children. The specific 
recommendation to establish a nutritional surveillance systen: within 
the Ministry of Health has yet to be achieved. 

A great many of the recornendations in the 1977 report pertain 
to health services. Tbere was a clear and precise call for a 
reversal of the budgetary imbalance between support for services 
directed toward urban and mral areas. The call was for an increased 
percentage of the budget to be directed toward mral ambulatory care 
services. This has also not been achieved. 

Similar calls were extended for changing budgetary imbalances 
between curative and preventive services, and use of medical 
auxiliaries as opposed to higher-cost medical personnel. Clearly, 
there has been little move toward preventive services in a relative 
sense, unless water projects are included as part of that equation. 
There has possibly been more movement in the better use of medical 
auxiliaries, although the future of the Rural Health Technician 
training program, a major effort in this direction. is now in doubt. 

Another clear call in the 1977 report is that the Ministry of 
Health and other rural health programs need to have maximum local 
participation. Organized health care systems, particularly those 
with rural health promoters, took a heavy toll in the recent 
conflict. Few are willing to get back into this area other than 
cautiously until the ~olitical future of Guatemala becomes more 
clear. At the present t h e ,  it can only be said that cornunity 
development has sufferec! a severe set-back in Guatemala. 

The extension of health services to plantations (fincas) has 
been accomplished to a degree, but this has largely been outside the 
Govorn~ent of Guatexala. Organizations such as AgroSalu% have, in s 
limited way, been effective in orga2izing kealth services for f a m  
workers. 

It would appear that the healt3 planning capacity of the 
Ministry of Health has, in fact, been strengthened and that the close 
working relationship that exists between health planning in the 
Ministry and other ninistries is a positive development for health in 
Guatemala. 

The call for integration of Social Security Institute and 
Ministry of Health activities represents a timely observation in 
1977, but one that would appear not likely of approval in 1986. 
Implementation of this recormendation never took place and is 
unlikely to happen in the near future. 



The effort to improve maintenance facilities for Uinistry of 
Health equipment has proved illusive. It remains a goal of 
present-day health planners and program managers. That is to say, it 
has not occurred to any great degree since 1977. 

While public health services have enlarged in an absolute sense 
since 1977, in constant quetzales they have actually decreased. (See 
Chapter 10.) The public sector is weak in Guatemala and the 
requested infusion of funds basically did not occur. 

The call for a more comprehensive national health plan, which 
would include private institutions, has proved unattainable to date. 
Also, the request that financial needs be included with goal 
statements has generally not occurred. The National Health Plan is 
regularly revised; it simply does not include many of the items 
called for in the 1977 report. 

Of the various studies identified in 1977 that needed to be 
done, it is possible that all have been carried out to one degree or 
another by one investigator or another. The fact is that no one 
knows. These studies are often diffuse and isolated in nature and 
are not brought to the attention of the COG or other concerned 
parties. Indeed, based on the information available to the present 
health sector assessment team, most of the studies called for in 1977 
would appear to be needed just as much in 1987 as in 1977. 

What, if anything, has come out of those studies which have been 
done that would directly influence the health of the Guatemalan 
people is unclear. Once again, a number of studies were recomended 
and may have been accomplished. There appears to be no systematic 
way of tracking the results of this recommendation. 

3.3 AID Response 

In view of the fact that the 1977 Health Sector Assessment was paid 
for by AID, it should be illuminating to see what AID'S response to the 
recommendations has been. Basically, AID has funded very few projects in 
the health sector since 1977. Indeed, if those projects limited to 
displaced persons resettlement and potable water and sanitation system 
development are not included, there have only been four projects begun 
since the 1977 health sector assessment that could be directly classed as 
health-related .2/ These are represented in Table 3.1. 

It is of some interest that the most recent projects have focused on 
potable water system installation and health education for health 
promoters. The latest project in this area (Project No. 520-0251) has 

a/ Op. cit. Interview with Mr. Larry Oddle, AID Guatemala. 



been wri t ten up as a case report  and is included a s  Appendix 3.1. 
Several AID informants describetl the project  a s  a f a i l u r e  because of i t s  
i n a b i l i t y  t o  meet t ra in ing  object ives  for  health promoters. A nar ra t ive  
account of health projects  exLendlng back to  the l a t e  19SOs, based on 
material  prepared by the A I D  Program Office, is lncludcd j n  Chapter 6. 

USAID - Assisted Ilealth Programs i n  Guatemala, 1978-1986 

Type of Amount of 
Assist.- Recipient of Assistance Year of 
ance Assistance ( in  U.S. $1 I n i t i a t i o n  

- Griint Guatemalan Move- US 420,000 1982 
520-0299 ment for  r u r a l  I'VO 502,000 

reconstruction 

Grant Salvation Army US 563,000 
520-0329 Assisted by PAVA 

ant1 Project  llope 

Loan and Moil 
Grant 
520-0251 

Loan: 
US 9,500,000 
COG 9,315,000 
Other 2,1.25,000 
Grnn t  : 
US 1,300,000 
COG 1,274,000 

Grant A ~ U G  del  Pueblo US 500,000 1484 
51.0-0298 PVO 1 ,037,000 

Othcr 321 ,000 

Grant Agua del  1'uebl.o 
520-0335 US 1,000,000 1985 

PVO 3,542,000 
Other 640,000 

Year of Purpose of 
Termlnat ion ~ s s i s t a n c e  

1985 Training fo r  ru r a l  develop- 
ment promoters. 

1985 Resettlement of displaced per- 
sons i n  four highland depart- 
ments. 

1988 Cornmunit y-based heal th  and nu- 
t r i t i o n  systems. Training, hou- 
s ing ,  and health post components 
were re-allocated or  de-obligated 
i n  1986. Environmental s an i t a t i on  
remaills the  sole  focus. 

1986 Rmal potable water and san i ta -  
t ion 

1.987 Rural potable water and sani ta-  
t ion I1 



USAID - Assisted llenlth Pronrams i n  Guatemala, 1978-1986 

(continued 

Assist- Recipient of Assistance Year of Year of Purpose of Assistance 
ance Assistance ( i n  u.s.$) I n i t i a t i o n  Termination 

Grant CARE US 500,000 Potable water ,  l a t r i n e s ,  h e a l t h  
520-0336 tSD Funds 500,000 1985 1988 extens ion workshops 

PVO and o the rs  1,451,000 

Loall Moll, US 3,400,000 1973 1979 Rural hea l th  s e r v i c e s ,  inc luding 
520-0218 SEGEPIAN GOG 1,600,000 t r a i n i n g  TSRs, const ruct ion of 

a n  a u x i l i a r y  nurs ing ~choo1,remo- 
d e l i n g  and equipping 8 reg iona l  
h o s p i t a l s .  

Loan 
520-L-021 MOH 

Loan CARE 
520-0231 

Grant Guatemalan 
520-0230 Academy of 

Sciences 

1972 1980 Renovation and equipping regional  
h o s p i t a l s ;  cons t ruc t ion  of a  nur- 
s i n g  school. 

1975 1978 Rural potable water and l a t r i n e  
cons t ruc t ion  

Evaluation of Rural Health Care 
Delivery System. Terminated a t  

1975 1979 request  of MOH and the  Academy 
of Sciences. 



Table 3.1 

USAID - Ass i s t ed  Populat ion Programs i n  Guatemala, 1970-1986 

-- - -- 
Type of Amount of  
Assist- Rec ip l en t  of Ass is tance  Year of  Year of Purpose of Ass is tance  

ance Ass is tance  - ( i n  u.s.$) I n i t i a t i o n  Termination -- 

Grant II'ROFA and US 8,586,000 1983 1987 Inc rease  a c c e s s  of poores t  major i  - 
520-0280 APKOFAM Ly t o  family planning s e r v i c e s  and 

in fo rma t ion ,  us ing  a PVO and a 
f o r - p r o f i t  s o c i a l  marketing agency 
and working i n  p a r t  tllrough a FP 
u n i t  i n  MOH. 

Grant APROFAM and US 2,376,000 1980 1984 Family p lanning  informat ion  and 
520-0263 MOH GOG 890,000 s e r v i c e s ,  cont inued and r e f i n e d  

i n  Grant No. 520-0288. 

Grcint APROFAM 
520-0237 

US 1,021,000 1977 1980 FP s e r v i c e s  and informat ion ,  
PVO 320,000 l e a d i n g  i n g  t o  Grant 520-0263 

a s  a  follow-up p r o j e c t .  



It is important to note that AID'S response is not only through AID 
Guatemala allocation of funds, but also through AID'S involvement as a 
participant in the PAHO regional program effort and through its Regional 
Office for Central American Programs (ROCAP). In this latter area, 
various nutrition problems have been addressed through contract with 
IICAP. 

In the last few years ROCAP has provided funding to INCAP for three 
projects in health and nutrition.Q/ These are as follows: 

Oral rehydration therapy, growth monitoring, and education 
(No. 596-0115)--This project, scheduled to expire November 30, 
1989, is for $8 million and has as its goal reduction of 
infant mortality and malnutrition in Guatemala and elsewhere 
in Central America. 

Food assistance (No. 596-0116)--This project, also funded 
through INCAP, is due to expire March 31, 1990 and is for $6.5 
million. Its purpose is to contribute to infant mortality 
reduction by improving the nutritional status of children in 
Central America and Panama. The project proposes to 
accomplish this by improving the administrative and 
distributional aspects of feeding programs through improved 
coordination at the national level. 

e Promotion of maternal nursing in Panama--This project, funded 
at under $1 million and due to expire in the present year, is 
only of concern to Panama and, therefore, will not be 
discussed in this report. 

The other way in which AID has been able to direct resources toward 
the recommendations of the 1977 report is through its funding of the 
"Bridge for Peace" project sponsored by PAHO. One such project concerned 
with "strengthening of maternal and child care in priority rural areas" 
has been funded at the level of $6.7 million, with an additional $7.8 
million being provided by the Italian government. This is now part of a 
larger project referenced as the "Integrated Project of Child Survival" 
for Central America and ~anama.l/ 

Uhereas AID has selectively sponsored health projects in Guatemala 
since the issuance of the 1977 sector assessment report, these have been 
fewer in number and smaller in scope than might have been anticipated at 

4 /  ROCAP, Oficina Regional para Centroamerica y Panam Agencia - 
Intenacional para El Desarrollo. htecedentes y Estrategia. 

5 "Priority Health Needs in Central America and Panama -- Republic of - 
Guatemala." The Madrid Conference, Uadrid, Spain, 25-27 November, 
1985. 



that time. Without doubt, one reason for the relatively small USAID 
presence in Guatemala during this period has been the political situation 
in the country and the reluctance of the United States Government to get 
heavily involved in the face of human rights abuses. On the other hand, 
the recornendations of the 1977 report were numerous and broad, requiring 
a heavy commitment of resources for their implementation. The lack of 
this resource commitment by USAlD and other potential funding sources may 
have something to do with the lack of implementation of the 
recomendations. 

In conclusion, we have reviewed the very extensive 1977 health 
assessment and the major recomendations flowing from that report. We 
have further critiqued the responsiveness of both the Guatemalan 
government and AID to these recomendations, noting that most have gone 
unfulfilled, either in whole or in part. A review of AID financial 
responsiveness during this period indicates some support of environmental 
health and health eduction type projects. Working through ROCAP,  AID has 
provided nutritional support. Finally, working through P M O ,  AID has 
made contributions toward child survival. Nonetheless, in part due to 
the political situation prevailing in Guatemala during the last decade, 
funding has been sparse and programs have been few. Many of the problems 
remain where they were in 1977--just as many of the 1977 recormendations 
remain viable (and unfulfilled) in 1986. 



CHAPTER 4 

THE GUATEMAUN HEALTH SECTOR 

One of the lessons learned in developing information for this health 
sector assessment is that the Guatemalan health sector is extremely 
complex, for at least three reasons. The primary reason cited is 
organizational in nature. Public structures are complex, in part due to 
a web of authorizing legislative decrees and regulations which have 
evolved in the course of Guatemalan political history. Given the low 
level of public spending in Guatemala (already referenced), the result 
has been that at least half of the health care delivery system in 
Guatemala lies outside the public subsector, and adds to its complexity. 
Surprisingly little is known about this subsector, given its importance, 
except that it has great influence on health care in Guatemala. 

A second reason for the complexity of the Guatemalan health care 
system is the recent re-emergence of multiple private voluntary 
organizations and donors on the Guatemalan health care scene. Host of 
these were either inactive or absent due to the conflict in Guatemla 
over the past decade. low, with the election of a democratic government 
and the cessation of most hostilities, they are returning to Guatemala in 
increasing numbers. Once again, they bring with them a large array of 
institutional and program names, which add to the complexity already 
inherent in national and regional program activities. 

The third reason is related to historical, locational, and population 
factors that have detemined a key role for Guateala in Central 
Ainerica. Eany international organizations serving various countries in 
the region are either headquartered in Guatemala City or have a presence 
there. Each of these, in turn, has a plethora of programs--often known 
by various initials and acronyms -- which they support. The result has 
been an overlay of regional organizational structures on an already 
complicatsd national system. 

Other factors that contribute to the complexity of the health sector 
in Guatemla include the large number of indigenous peoples with their 
traditional practitioners, the extremely diverse geographic and 
land-holding patterns present in Guaterula, (with the consequent 
alternative health delivery systems or lack thereof associated with these 
variations), and the very strong presence of professional societies, 
which exercise quasi-juridical functions under Guateralan law. 



The glcbal configuration of the health sector is a mixture of public 
and private resources channeled through the following institutions: 

Public Sector Private Subsector 

National Health Council PVO's/NGO's 
Ministry of Health Private Clinics and Hospitals 
Guatemalan Institute Pharmaceutical Industry 

of Social Security Private pharmacies 
Armed Forces 

In this section we will review a sampling of those agencies, 
organizations and groups that dominate, represent or influence the health 
sector in Guatemala. Two of these, the Ministry of Health (ROH)  and the 
Guatemalan Social Security Institute (IGSS) command the majority (90X) of 
sectoral resources. 

Table 4.1 

Health Sector Bud~et 
(In millions of Quetzaies) 

Institution - 1982 ?: - 

t!inis try of ~ e a l t - d /  128.2 94.8 99.0 55.7 

Guatemalaa Social Sccurity 
Institute (IGSS)&/ 59.2 47.6 59.0 33.2 

Other institutions - 
- Public sector&/ 13.9 10.7 9.5 5.3 

- Private ~ector2/ - 12.5 -- 11.5 10.2 - 5.8 

Health Sector ~otalP/ 13.8 164.6 177.7 100.0 

SOURCE: &/ Budget of the Institution 
21 Figures @stbated by the National Econoz.ic Planning Couxil - 
3 /  Income and E q e n s e  Budget of the Nation - 



Assuming t h e  p ropor t ion  of t h e  popu la t ion  served by each of t hese  
i n s t i t u t i o n s  remains more o r  less c o n s t a n t  (and t h a t  people ea rn ing  more 
than  $6000/year w i l l  u se  p r i v a t e  s e r v i c e s ) ,  t h e  fol lowing p r o j e c t i o n  of 
p o t e n t i a l  demand f o r  h e a l t h  c a r e  s e r v i c e s  was made i n  1985:L1 

T o t a l  popu la t ion  7,963,400 9,197,300 
A f f i l i a t e d  t o  IGSS 1,202,500 1,388,800 
P r i v a t e  S e r v i c e s  1,114,900 1,287,600 
P o t e n t i a l  Demand f o r  HOH 5,646,000 6,520,900 (71%) 
h e a l t h  c a r e  s e r v i c e s  

I f  t h e  l e v e l  of HOH h e a l t h  s e r v i c e s  i s  no t  i nc reased ,  t h e  popula t ian  
l e i  t wi thout  s e r v i c e s  by 1990 w i l l  be ove r  4,000,000.2/ 

Table  4.2 

Heath Sec to r  Phys ica l  Resources 

H o s p i t a l s  H .  Centers  H .  P o s t s  C l i n i c s  

No. - Beds - 
Minis t ry  of Hea l th  35 8506 212 577 - - 
IGSS 2  3  2366 2  2  24 - - 
Armed Forces 1 500 - - -- 45 
The Municipal Government - - -- - - 13 -- 

of Guatemala C i t y  
P r i v a t e  S e r v i c e s  - 59 - 1619 - * - R - * 

T o t a l  118 12,991 234 614 45 

* Equivalent  f i g u r e s  no t  a v a i l a b l e .  

Source: Resuqen de  l a  Situation d e l  P a i s  - 1984-OPS, Of ic ina  Regional 
0%. 

1/ U i n i s t e r i o  de Salud Pub l i ca  y  A s i s t e n c i a  S o c i a l ,  Sa lud ,  Poblacion y - 
Desar ro l lo :  Bases pa ra  l a  formation de " E t r a t e g i a s  y  P o l e t i c a s  de 
Salud de Hediano Plazo 1986. 

2 /  U i n i s t e r i o  de  Salud Publ ica  y  A s i s t e n c i a  S o c i a l .  Salud,  Poblacion y - 
Desar ro l lo :  Bases para  l a  f o m a c i o n  de E s t r a t e g i a s  y  P o l e t i c a s  de 
Salud de  Hediano Plazo 1986. 



4-4 

4.1 National Health Council 

On June 29, 1969, the Guatemalan Congress passed Decree Po. 31-69, 
, which defined the organizational structure of the Ministry of Health and 

established the National Health Council, under the chaimanship of the 
Minister of Health. 

The National Health Council consists of representatives from the 
University of San carios, IGSS, the Hinistry of National Defense, the 
Social Welfare Council, and other institutions or agencies the Minister 
of Health feels should be added. This coordinating body is responsible 
for (1) defining health policy for the Hinistry, (2) assuring 
coordination of activities in the health field, ( 3 )  reviewing agreements 
and international understandings, and (4) annual evaluation of policies 
implemented by the Ministry. However, the National Health Council is not 
active currently. 

As of August 24, 1984, a new law was passed authorizing the Ministry 
as the ultimate coordinating body for all health-related matters in the 
country, both public and private, but affirmed the role of the National 
Health Council in overseeing the Hinistry in this mission. Out of this 
process came the Ministry's responsibility to prepare a national health 
plan to be reviewed and approved by the National Health Council. The 
Council has yet to fulfill its role in this process. 

4.2 Uinistry of Public Health and Social Welfa~e 

4.2.1 Legal Basis 

The Hinistry of Public Health and Sccial Welfare has its legal 
basis in the Constitution and in Legislative Decree No. 93 of 
April 25, 1945, which prescribed the basic functions of the Hinistry 
as we now know it. 

There have been many other legal milestones in the history of 
the Ministry of Health in Guatemala. These include passage of 
Governmental Decree lo. 1977 in September, 1936, which established 
the Sanitary Code for the country. This authority was expanded in 
July, 1979, with Congressional Decree No. 45-79, by which the 
Ministry was given broad authority for coordinating and implementing 
basic sanitary neasures in the country. Numerous other laws and 
decrees could be cited, tut the foregoing provide sufficient basis 
for the Hinistry to carry out its activities as a mjor actor in the 
Guate~alan health sector. 
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Institutional Structure 

The most recent formal structure of the Uinistry of Health was 
approved August 24, 1984. As previously noted, this legislation 
establishes the role of the Ministry as the highest coordinating body 
for health in the country, and does provide some flexibility for the 
Ministry to change organizational relationships as needed to meet 
changing circumstances. 

4.2.2.1 Central Level 

The current administration of President Vinicio Cerezo has 
done just that. The Ministry of Health, acting with its first 
and second Vice-Ministers (one for administrative 'affairs and 
one for technical affairs) has established six divisions 
reporting to the Director General of Health (Figure'4.1). 

Among the divisions reporting to the Director General of 
Health is the Human Resources and Health Education Unit, which 
is A-esponsible for all educational and training activities 
needed to promote good health practices by both professionals 
and consumers. It will be discussed in more detail later in 
this report. 

A parallel, but very large division, is the Applied 
Program Unit. Here are to be found the Epidemiological 
Surveillance Unit, the Maternal and Child Health Unit, the 
Environmental Health Unit, the Food and Nutrition Unit, the 
Medical Care Unit, and others. These are referred to as 
"normative services", designed to assuze standards are met in 
defined fields. 

The Epidemiological Surveillance Section has the 
responsibility for assuring that infectious diseases are both 
reported and controlled. 

The Environmental Health Section is charged with improving 
sanitation in rural areas, but also has a surveillance function 
for maintenance of basic environmental health in the country. 

In a like manner, the Food and Zutrition Section has the 
task of assuring nutritional protection for the children and for 
the general population. The Medical Care Section of the Applied 
Services Division is responsibLe for maternal and child health, 
adult health, and various other special progrms. 



The next division, the Specific Programs Unit, groups 
malaria and tuberculosis control, along with mental and oral 
health. These programs are "top-down" activities which operate 
differently from the nonnative program management units. The 
best example is possibly the malaria control program, in which 
the program director has full authority over the most dispersed 
malaria collaborators (health promoters for malaria) in the 
field. 

The largest division in the Ministry is the Supervision and 
Evaluation Unit, includes a central level supervisory body, and 
the entire health infrastructure making up the 6 health region 
and the 24 health areas in the country. 

The Administrative Development Division of the Ministry, 
is concerned with structural and functional improvements in the 
Ministry. 

The Coordinating Unit for Bon-governmental Institutions 
operating in Guatemala, is functionally defined by its name. 
Profit and non-profit organizations are included in its mandate. 

Put in a larger perspective, the tiinistry may be seen to be 
operating on three different levels. The first is the higher 
political and administrative level, represented by the tiinister, 
the Vice-Uinisters and their staff divisions. The second is the 
technical services level, represented by the Director General 
for Health and all of the units which report to him. Finally, 
there is the direct service or operative level, also under the 
Director General of Health, which includes service units 
operating under regional and area administrative structures. 
From the perspective of most Guatemalans, this latter division 
is the Ministry of Health. - 

4 . 2 . 2 . 2  Operative Level 

Guatemalans live in population centers that vary 
considerably in terms of size and urbanization. At least four 
types of localities should be distinguished. The departmental 
capital is usually the greater and most urbanized center in the 
department. Each of the twenty-two departaents that conprise 
the country is divided into municipios or counties. Each county 
has a cabecera municipal or county seat which is usually the 
greater and most urbanized center in the county. The rest of 
the population usually lives in small villages, ha~lets or 
dispersed houses. The latter sharply contrasts with the 
metropolitan area of Guatemala City, with a population of close 
to 2,000,000. 



The quality and quantity of services offered by the MOH 
follow closely the classification of population centers. HOH 
direct service establishments include hospitals, drugstores, 
municipal posts for the sale of medications; nutritional, 
educational and recuperation services; and health centers and 
posts. Services are also provided by midwives, promoters, and 
volunteers. The distribution of these establishments and 
personnel summarizes the physical accessibility of modern health 
services to the rural and urban population, which can also be 
analyzed in terms of the major ethnic groups. 

The Ministry of Health operates thirty-five hospitals with 
a total of 7,838 beds. Seven of these hospitals with 46% of the 
beds are in the Department of Guatemala, which account for 36% 
of hospital expenses. The other 28 hospitals, with only six 
exceptions, are in departamental capitals. 

State pharmacies are also pretominantly located in 
departmental capitals, but the difference between the rural and 
urban areas is less pronounced than in the case of hospitals. 
In general, there is a trend to make state pharmacies more 
accessible to the less urban population. 

Table 4.3 

Number of State Phamacies by Departar~~entai Capital 
and Other Less Urban County Seats 

tJunber of State Phamcies 
Year Operation Initiated 

Population Center Before 1985 Planned Total 

Departmental capital 16 - 1 - 17 

Other county seats 8 10 16 3 4 

Poor districts in 
metropolitan areas 

Without infomat ion - - 1 - - 1 - 
TOTAL 

Source: Baset on: Red de Establecimientos de Salud Publica y Asistencia 
Social, Ministerio de Salud Publica y Asistencia Social, 
Direction General de Servicios de Salud, 1985. 



Municipal posts for the sale of medicines are usually 
located outside the departmental capitals, often in the county 
seats, or even in smaller population centers. 

The nutritional, educational and recuperational services 
are usually located in the county seats. 

Table 4 . 4  

Municival Posts for the Sale of Medicine by Departamental 
Capital and Other Less Urban County Seats 

Before 
Population Center 1985 1985 Planried Total 

Departmental capital 6 - - 6 
Other county seats 8 8 7 5 100 
Villages 2  0 10 4  3 4 
Poor district-metropolitan 

areas - 1 - 1 
Without information - 1 - - - - - 1 

TOTALS 115 18 9 142 

Source: Based on Redade Establecinientos de Salud Publica y Asistencia 
Social, Hinisterio de Salud Publica y Asistencia Social, 
Direction General de Servicios de Salud, 1985. 

4 . 2 . 2 . 3  Health Posts and Health Centers 

A health post or puesto de salud. is the simplest 
establishment that provides medical care. Posts are generally 
located in villages, hamlets and less important, snaller county 
seats. They are served by technical personnel: an auxiliary 
nurse (Auxiliar de Enferneria), and a rural health technician 
(Tecnico de Salud Rural). ~ccasionally, a medical student doing 
EPS (Ejercicio Profesional Supervisado) works at the health 
post. However, about 66% of all posts lack this or other direct 
professional medical supervision. 



4.2.2.4 Health Centers 

There are three types of health centers or centros de 
salud. Type * A *  centers are usually located in county seats of 
greatest importance. They have a maternal-child health program 
and up to twenty or thirty hospital beds. - Their personnel 
include one or more physicians, one or more nurses, a laboratory 
technician, several auxiliary nurses and a sanitatarg 
inspector. Some also have a social worker, in addition to 
administrative and maintenance personnel. In 1985, there were 
30 t m e  ' A *  centers in Guatemala. 

Type 'B* centers are usually located in the county seats. 
They are served by one physician, one nurse, and an 
environmental sanitatary inspector. Some of them also employ a 
social worker, a laboratory technician, auxiliary nbrses and 
statistical technicians. Integrated (Type B) centers often are 
located near a MOH hospital, pernitting supplementation of 
services. 

Table 4.5 shows the distribution of health centers and 
posts by department and by predominant cultural groups. 
Departments have been divided into those predominantly Ladino, 
those with an Indian component of nearly SO%, and those 
predominantly Indian. 



Table 4.5 

Health Centers and Posts in Guatemala 

Departments Health Centers Health Posts 

Predominantly Ladino: 
Guatemala 
Progreso 
Santa Rosa 
Pe ten 
Zacapa 
Ju tiapa 
Izabal 
Escuintla 
Retalhuleo 
Chiquimula 
Jalapa 

Subtotal 

Predominantly Indian: 
Chimaltenango 
Solola 
Baja Verapaz 
Quezaltenango 
Quichi 
Huehuetenango 
Totonicapan 
Alta Verapaz 

Subtotal 83 270 

nixed Pogulation: 
Sacatephquez 
Suchitepequez 
San Marcos 

Subtotal 

TOTALS 221 666 

Source: Based on: Red de Establecimientos del Ministerio de  Salud 
h b l i c a  y Asistencia Social. Hinisterio d e  Salud hblica y 
Asistencia Social, Direccion General de Servicios de Salgd. 



Analysis of population coverage of health posts and centers 
(Table 4.5) shows a marked difference between urban and rural 
aread. ,As might be expected, coverage ratios are more favorable 
for urban facilities. 

Cross-analysis with the cultural/ethi-ic distribution of 
health services (Table 4.6) suggests that only the m r a l  Indian 
population has significantly lower service coverage than other 
population groups. 

Table 4.6 

Urban and Rural Population Ccverage 
of Health Centers and Posts 

- Population Served 
Region Department Urban Rural 

Chimaltenango 7,879 
Central and Progreso 2,978 
Southeast Santa Rosa 4,351 

West 

Solola 8,063 
Totonicapan 3,010 
Quiche 3,142 
Huehuetenango 3,912 
San Xarcos 3,157 

Zacapa 
Chiquimula 

East Jalapa 
Jut iapa 

Alta Verapat 2,276 
Baja Verapaz 2,438 

North Peten 6,085 
Izabal 2,008 

Three D e ~ t s .  Sacatepequez 23,858 
with major Escuintla 8,648 
cities Quezaltenaiigo 8,407 

Source: Based on Hinisterio de Salud Publics y Asistencia Social, 
Direction General de Servicios de Salud: Red de 
Establecimientos del Ministerio de SaLud Publica Y 
Asistencia Social. 



Another level of service is provided by a large cadre of 
community-based, paid and volunteer individual health workers, 
more than 25,000 strong (Table 4.6). which include midwives, 
health promoters, and malaria volunteers, the bulk of whom serve 
communities having between 300 and 2000 inhabitants. 

4.2.3 Institutional policies 

Govemental Accord 741-84 vested in the Ministry of Health the 
responsibility "to define and dictate health policies for the 
country. "a/, while, at the same time, Governmental Accord No. 26-69 
establishes the National Council for Economic Planning as the 
ultimate body for overseeing policy in each of the governmental 
sectors, as represented by the respective ministry. 

Policies thus formulated are reflected in five year plans, which 
are reviewed annually, through an iterative planning process. The 
Planning Division of the Uinistry of Health, in consultation with 
other divisions of the Ministry, prepares a plan, routes it through 
the Office of the Minister for approval, and then forwards it to the 
National Economic Planning Council for review and final 
authorization. This procedure effectively assures a centralized 
economic control by a single government entity, while providing a 
large degree of p r o g r m t i c  autonomy to the individual ministries. 

During the period 1978 to 1982, healt3 policy, as expressed in 
annual Ministry plans, stressed the need for inproving the efficiency 
of services through inproved management and development of human 
resources. Since 1984, MOH policy has focused on extension of 
medical coverage, on environmental health, on food and nutrition, and 
coordination of economic growth. Thus, during the past quinquennium, 
health policy has shifted its emphases, but the Uinistry of Health 
has not changed its stated commitment to the following general 
objectives: 

"To raise the level of health for the population through 
improvements in the efficiency and efficacy of health services 
and the promotion of necessary intersectoral activities which 
make possible an improvement in the quality of life for the 
Guatemalan citizen." 

3 /  Analysis Institucional, Unidad Sectorial de Planificacion de la - 
Salud, Uinisterio de Salud Publica y Asistencia Social, NovemSer, 
1985, p. 60. 



Table 4.6 

Voluntary Pereonnel by Size of Population 

Population Size 
Voluntary 1000 - - - 
Personnel Total -50 50-99 100-399 200-299 300-499 500-999 1999 4999 9999 99999 

Active midwivea 5,594 55 I l l  362 500 971 1,520 1,445 983 363 385 

Trained promotera 6,646 32 142 , 459 646 1,141 1,663 1,334 938 153 138 

Active promotere 4,959 24 108 3 75 511 930 1,294 1,002 539 90 7 8 

TOTAL 25,300 111 361 1,196 1,657 3,042 4,477 3,7812,460 614 601 

Source: Red d e  F~tablecimlentoe de l  Hiniaterio de Salud Publica y Anistencia 
3ociaZ. M1 -- n i ~ t r y  of Public Ileolth and Social ba lo tance ,  Unidad de 
Prograsacion de l a  Dirkccion General de Servicios de  ~ o l u d ,  
Guatemala, 1985. 



Specific objectives include: 

"Reduction in the high incidence and prevalence of preventable 
illnesses and the mortality rate in general, with an emphasis on 
maternal and child health and rural populations;" and 

"Improvement of the efficiency and availability of medical 
services, as well as the prevention of illnesses, through the 
introduction of technical reforms and necessary administrative 
changes. "2/ 

In plans for the achievement of those goals, the Ministry has 
continued to focus on the following strategies: 

1) an emphasis on primary health care; 
2 )  strengthening intersectoral cooperation; 
3 )  institutionalization of basic services; 
4 )  administrative reform and reordering of services. 

Faithfully followed, these strategies should ensure 
implementation of plans proposed by the Ministry of Health and the 
National Economic Planning Council. 

It is evident that maternal, child health and rural health 
occupy the center stage in both MOH goals and strategies. 

Goals and objectives, general or specific, have tended to become 
repeated year after year in planning documents, thus the best measure 
of the seriousness with which goals and objectives have been taken is 
to look at the programs which flow from them, - even more importantly 
- at the budgetary figures attached to these programs, and the XOH 
comitment to evaluation of previous planning proposals. 

The goals and objectives of the Guatemalan Health Plan are 
meritorious. Certain programatic adaptations have been made to move 
toward their achievement. Further progress in this direction, 
through greater specificity in the future, including budgetary 
implication of recommendations, coupled with constructive criticism 
of past performnce, might make the plans more useful guides for the 
Rinistry, S E G E P W  and other interested parties. 

3 /  Ibid. - 



4 . 2 . 4  Programs 

Program management units located at various levels of the 
Ministry generally cross-cut direct service delivery locations and 
are designed to assure that specified services are rendered to 
designated population groups in certain ways, through 
technical/normative support and supervision. 

4.2.4.1 Program Structure 

As shown in the Ministry organic structure (Figure 4.1), 
the key programtic units include: 

Community Health 
Health Information and Documentation 
Continuing Education 
Education for Health 
Research 
Epidemiological Surveillance and Disease Control 
Medical Care 
- HCH care 
- Adult health care 
Environmental Health 
Food and Drug Control 
Engineering and Maintenance Support 
Halaria Control 
TB Control 
Oral Health 
Mental health 
Administrative Development 
Coordination of HGO's 

Service delivery programs dominate both preventive and 
curative health care activities of the Ministry. 

Thus, specific progra? activities of the Kinistry are of 
interest to potential donor grou?s, such as AID, which offer 
funding for selected programs. 

Programs of particular importance to the Furpose of this 
re?ort are those concerr.ec! with the H u x n  Resources and Health 
Education Unit. This division intevrets its programtic 
responsibilities quite broadly, looking to the need for 
education of the Guatemlan pecpie regarding their culture, 
history and options for a better future. Only when this is 
fully understood, will Guaterdlans be able to break out of their 
cycle of poverty and ill health.:' 

4 /  Interview with Dr. Roderico Monz n, Chief, Division of Human - 
Resources and Health Education, Hinistry of Health, Guatenala, 
September 4 ,  1986. 



National programmatic activities, will be studied in detail 
in other chapters of this report, with particular attention paid 
to: 1) maternal and child health; 2) family planning; 3) water 
and environmental sanitation; 4) nutrition; and 5) c o ~ n i c a b l e  
disease control. An entire chapter is devoted to the issue of 
human resources analysis, in which the programs of the human 
resources division will be discussed in more specific terms. 

The relative budget allocation by program (Table 4.7) 
reflects the true priority given to each Ministry program. For 
the majority of the Guatemalan people, the most valued program 
of the Ministry of Health are those relating to curative 
services, which are provided in Ministry-operated hospitals, 
health centers and health posts throughout the country. 
Significant sections of this report will be devoted to analyses 
of these programs, including socio-anthropological and 
functional aspects of access to health services. 

Table 4.7 

MINISTRY OF HEALTH BUDGET DISTRIBUTION BY P R O G W  
1980-1984 

Program 1980 1981 1982 1983 19e4 

Total (Q 000's) 48,184 

Administrative and 
Technical Services 15.1 

Epidemiology 9.2 
Health Services 3.9 
Medical Care 66.2 
Env. Sanitation 2.1 
MCH Care and Promotion 0.7 
School Education 1.6 
Superior School 

Education 1.1 



4.2.4.2 Services Coverage 

Activities of the programs described above have been 
channeled through the MOH health care network and their direct 
services (quantitied in Tables 4.8 - 4.12). 

Service statistics from 1984 show that true population 
coverage of HOH primary health care facilities was of the order 
of -% of the total population. 

Service 
Population Concentration 
Attended (Per User) 

(True Coverage) (Total Visits/First Visits) 

Health Posts 
Health Centers 

Type A 
Type B 

TOTAL 

Major activities of health promoters included ORT and EPIU 
promotion (Table 4.111, whereas traditional midwives focused 
mainly on pre- and postnatal control (Table 4.12). 



Table 4.8 

Avera~e Out-Patient Visits to Health Posts 
by Health Area. Guatemala, 1984 

- - 

Out-Patient Visits 
Health Area First Visit Subsequent Visit Total 

Jalapa 
Baja Verapaz 
Huehuetenango 
San Harcos 
Retalhuleu 
Quiche 
Amat it lan 
Chimaltenango 
Area Sur 
Chiquimula 
El Progreso 
Escuintla 
Sacatepequez 
Area Porte 
Santa Rosa 
Zacapa 
SuchitepCquez 
Izabal 
Alta Verapaz 
Quezaltenango 
Jutiapa 
Totonicapan 
El Peten 
Solola 

NATIONAL AVERAGE - 1,003 

Source: lfaldonado, 1985. 



Table 4.9a 

Type ' A '  Health Centers 
lumber of Visits to Out-Patient Clinic - 1984 

First Subsequent 
Departments Visit Visit Total 

San Juan conalapaZ/ 1,978 
Tecp5nZ/ 2,034 

Sub-total 4,007 

El Peten 

Playa ~tandez' 
sayaxche1/ 
Poptan 

Sub-total 

Livingston 
El Estor 
De Horales 

Sub-total 12,714 4,568 17,282 

Alta Verapaz 

Sn. Cbal. verapazL1 6,129 2,627 8,756 
Tucur 5,972 5,247 11,219 
La Tintall/ 1,198 3,209 4,407 
Senah 2,378 6,107 8,185 
San Pedro ~arch§l/ 5,294 2,861 8,155 
Cahabcn 5,190 1,852 7,042 
F. Bartolome d e  las 

 asa as&/ :,595 836 2,431 

Sub-total 27,456 22,739 50,195 



Table 4.9b 

Type ' A '  Health Centers 
Number of Visits to Out-Patient Clinic - 1984 

(Continued) 

First Subsequent 
Departments Visit Visit Total 

.ToyabajL/ 
Peba j 
~ s ~ a n t ~ n L /  

Sub-total 2,350 8,531 30,881 

Escuintla 

Pto. de San Josh 6,062 4,274 10.336 

Sub-total 6,062 4,274 10,336 

Santa Rosa 

San Rafael Las Flores 4,158 352 4,510 
Taxisco 3.775 4.3'15 8,090 

Sub-Total 7,933 4,667 12,600 

Sub-Total ' 4.315 3,361 7,676 

Zacapa 

Sub-To tal 12,441 4,844 17,285 



Table 4 . 9 ~  

Type ' A *  Health Centers 
Number of Visits to Out-Patient Clinic - 1984 

(Continued) 

First Subsequent 
Departments Visit Visit Total 

Asuncicn Uita 9,475 5,427 14,899 
Atescatempa 2,810 5 3 2.863 

Sub-To t a1 12,282 5,480 17,762 

Baja Verapaz 

Rabinal 1,776 1,429 3,203 

Sub-total 1.776 1,429 3,205 

Esquipulas 
Ipala 

Sub-total 21,252 3,739 24,991 

San Harcos 

nalaca t Sn 4.169 5,128 9,297 

Sub-totai 4,169 5,128 9,297 

TOTAL 153,503 79,516 233,019 

Built and equipped with sources from EID Loan No. 468/SF-GU. 

2/ Previous constructions were equipped wit3 sources fror. BID Loan 
YO. 468/SF-GU 

3/ Wit-hout inf omation. - 

Source: Haldonado, 1985 



Table 4.10 

Type 'B' Health Centers 

Number of Out-Patient Visits - 1984 

Department First Second Total 

hatitlsn 
Area Borte 
Jalapa 
Area Sur 
Chimaltenango 
Chiquimula 
Escuintla 
Sacatepequez 
Suchitepequez 
San Harcos 
Izabal 
Zacapa 
Peten 
Alta Verapaz 
Santa Rosa 
Jutiapa 
El Progreso 
Retalhuleu 
Quezaltenango 
Huehue tenango 
SololS 
TotonicapSn 
Baja Verapaz 
Quiche 

TOTAL 

NATIONAL AVERAGE 

Source: KacDonald, 1985 



Table 4.11 

Rural  Health Promoter A c t i v i t i e s  i n  t h e  Country 
bv Pouulat ion S ize  - l Y B J  

Populat ion S i z e  
1000- 2000 - 5000 - 00110 

A c t i v i t y  To ta l  -50 50-99 100-999 200-299 300-499 500-999 1999 4999 9999 99999 

Iioueing c o n t r o l  161,183 

House v i e i t s  309,520 811 4,149 20,173 31,758 53,085 77,095 67,282 33,307 9,954 1,906 

PAZ-promo t  ed 
housing 18,871 46 658 1,215 2,056 2,821 4,349 4,287 2,844 452 143 

Oral r ehydra t ion  
i n  c h i l d r e n  
under 6  51,007 216 1 ,775 7,199 8,345 5,735 10,756 9,771 4,541 2,478 191 

Famil ies  under  
b i r t h  c o n t r o l  1,632 3 11- 6 2 183 394 495 199 24 5  8 3 2 

Source: Red de Es tablec imientoe  d e l  Min ie t e r io  de Salud Publica y  A s i s t e n c i a  S o c i a l ,  M i n i e t e t i o  d e  Salud 
PGLIica y Aslst-cncin S o c i a l ,  Unidad rle Programacion d e  I n  l>ireccion Ceneral  de Se rv ic ioe  de  Salud,  
G u a t e m ~ l a ,  1985. 



Table 4 . 1 2  

Traditional Trade Midwives Activitv in the (;auntrv 
Rp~J.ztion Size - 1983 

- 
- Popl La t ion  Size 

1000- 2000- 5000- 10000 
Activity mta1 -50 50-99 100-999 200-299 300-499 500-999 1999 4999 9999 99994 

Prenatal care 88,034 328 1,116 3,148 5,049 . 9,802 19,294 20,942 14,394 6,071 6,890 
Prenatal con- 
trol 311,314 1,255 4,443 11,450 18,431 34,416 62,740 70,682 63,459 19,459 21,971 . 

Childbirth 
assistance 92,470 353 1,205 3,158 5,033 9,834 19,622 22,051 16,444 6,656 8;111 

Postnatal con- 
trol 332,351 ' 1,432 5,092 12,521 17,802 34,772 67,623 71,566 61,215 17,123 22,905 

Flewborn care 86,408 310 1,173 3,071 4,674 9,758 18,759 20,501 15,376 5,597 7,189 
N e w t o r n  oontrol 301,010 1,349 4,830 11,965 17,221 33,865 63,630 66,479 58,334 17,668 25,661 

Souroe: R d  d~ Fstableclrnicntos del Midsterio de Salud Rblica y Asistencia ,Sucial, Ministerio de Salud 
P 6 b l i ~ i  y ATI stencj a ,%ial, Unidad de ~ r q r a m c i b n  de la ~irccci6n rGmeral de Servicfcm de Slud, 

- .  (Xwtem3la, 13rr5. 



4.2.4.3  actors Inf luencinn Accessibility of Health Services 

In addition to physical considerations, the accessibility 
to health services in Guatemala is conditioned by social, 
cultural and economic factors. 

It is reasonable to suppose that the relative cost in 
money, time, physical effort and socio-cultural stress to obtain 
medical treatment is greater for the most rural people, living 
in remote villages and hamlets than for those in urban areas. 

The cases from Patzicia, Chimaltenango, presented in Table 
4.13, exemplify the costs of obtaining both Western and 
traditional health care (Table 4.141, but cannot be generalized 
to other communities. The fact that this locality is a county 
seat relatively close to Guateaala City, and relatively 
prosperous, suggests nore adverse conditions in great regions of 
the country. 

Table 4.13 

Examples of Monetary Cost to Obtain 
Western Health Care. Patzicea, Chimaltenan~o 

Consultation 
Case No. Charxe Medicine Transportat ion Totals 

1 Q.lO.00 - - Q.lO.00 
2 1st visit 4.15.00 Q. 3.00 Q. 3.00 4.59.00 

2nd visit Q.lO.OO Q.lO.00 Q. 3.00 

Q.lO.00 Q. 5.00 Q. 6.00 Q.21.00 
Q. 8.00 (included - Q. 8.00 

in physicians' 
charge) 

Q. 6.00 ( included Q. 2.00 Q. 8.00 
in physicians' 
charge) 

Q.lO.00 Q.15.CO Q.- 2.50 4.27.50 

Source: Based on interviews made in Patzicea for the present study, 
1986 

The previous figures contrast with the evenses 
resulting from being seen by local practitioners and using 
local medicines, with which patients are more likely to feel 
comfortable. Examples of this situation are shown in Table 
4.14. 



. , 
Table 4.14 

Examples of Monetary Costs  of T r a d i t i o n a l  Health Care 

- - 

Case Consul ta t ion  
Trans- 

Number P r a c t i t i o n e r  charge Medicine p o r t a t i o n  To ta l  

Healer  
Hidwif e  
Uidwif e  
Hidwif e  
Healer  
Healer  
Healer  
Healer  
Healer  
Healer  

Included 
Q. 1.95 
Q. 0.65 
Q. 0.30 - 
Q 2.00 
Q. 2.00 
Included 
Included 
Included 

Source: Based on in terv iews made i n  Patz icba  f o r  t h e  p r e s e n t  
s tudy ,  1986. 

Two repor t ed  cases  of v i s i t s  t o  t h e  h e a l t h  c e n t e r  shed 
a d d i t i o n a l  l i g h t  on t h e  problen of a c c e s s i b i l i t y  t o  a c t u a l  
t r ea tmen t  (Table 4.15). 

Table 4.15 

Consul ta t ion  Trans- 
c a s e  No. Heal th  Se rv ice  . charge p o r t a t i o n  Medicines 

1 Heal th  Center  Q. 0.25 - Mot a v a i l a b l e  
2 Heal th  Center  Q. 0.25 - Discontinued 

t rea tment  f o r  
l ack  of money 

Source: Based on in terv iews made i n  P a t z i c i a  f o r  t h e  p r e s e n t  s tudy ,  
1986 



In sunrmary, physical access to health services varies 
considerably from one department to another. There is a 
concentration of services in the department of Guatemala, which 
contrasts with that of remote regions such as Huehuetenango, 
Alta Verapaz, Chiquimula and Jalapa. The data does not provide 
evidence as to major differences between services offered to 
rural Indian and Ladino populations. 

However, there are significant differences in quality and 
quantity of services accessible to the most rural population. 
Fees for private physicians and prices of patent medicines are 
hindrances to the frequent, consistent and adequate use of the 
services offered. The physical presence of a center or a post 
means little when they are beyond the reach of the people for 
economic, cultural, linguistic, and social reasons. This is 
particularly so for the Indian ~opulation. 

4.2.5 Constraints and Issues 

Virtually every division of the Ministry of Health perceives 
that its ability to mount effective programs is severely constrained 
by the lack of adequate resources. Almost without exception, 
divisional budgets are largely given over to personnel salaries, with 
little money left for progrm. implementation. This is particularly 
significant when it comes to travel, supplies and equipment, all of 
which are severely limited. In some instances the result appears to 
be "office-bound" personnel who, as such, appear to be less than 
fully productive. 

A second constraint facing the Kinistry is the relative 
distribution of those resources that are available. As has been 
indicated, the vast preponderance of available resources goes to 
curative health care rather than to the preventive and normative 
activities traditionally associated with health departments. 
Repeated reconmendations have been ineffective in reversing this 
trend. Service delivery is politically ?opular and invariably 
overwhelm activities such ss health promotion and disease prevention 
in the budgetary allocation 3rocess. 

A third constraint in the Guatemalan Ministry of Health is 
related to efficiency in the adrcinistration of available resources, 
both in the preventive and curative sectors. Exqles include 
difficulties in the distribution of medications, even when they are 
available; the use of personnel, ranging frox Rural Health 
Technicians to public health physicians; an6 inadequate reporting and 
management of data. Any one of these exa~ples, which have been 
documented by the assessnent  tea^, all add up t c  a single 
observation: nore efficient use of availsble resources, however 
distributed, is required if Ministry goais are to be achieved. 



Resource limitations affecting the Ministry of Health will be 
discussed further in the chapters on health care financing. Suffice 
it to repeat here that, relative to many other countries, the public 
sector is relatively underfunded in Guatemala. In addition, the 
Uinistry of Health in recent years has experienced a relative 
decrease in its proportional budget allocation, both in real 
(adjusted) and relative terms, compared to other Government 
ministries. 

Issues facing the Ministry of Health at this time include: 

(1) how it is going to use the resources which it has; 
( 2 )  how successfully it can coordinate with other actors in the 

health field; 
( 3 )  what its relationship to the private sector will be. 

With reference to the first of these issues, the question is one 
of distribution of resources between preventive and curative care. 
Until some adjustment is made in the present ratio of over 80% of the 
budget going to hospital care vs. 20% going to primary care, little 
can be expected in outcome measurements. 

Efficient use of national resources demands collaboration and 
coordination among health providers in Guatemala. Prime attention 
must be given to collaboration between the Hinistry of Health, the 
Guatemalan Social Security Institute and the National University. 
This main thrust would be well directed if duplication of resources 
can be avoided. 

Finally, some attention must be paid to the public-private mix. 
Decisions are required on relationships in this direction. The 
base of the Hinistry of Iiealth may be too small to establish 
independent management and support systems sufficient to support 
every aspect of the Hinistry's mandate. 

Thus, should the Uinistry be able to work more efficiently 
through private sector contractors for either social services (e.g. 
rural services through Adro-Salud, distribution of contraceptives by 
APROFAH) or logistic support (e.g. delivery of medications by 
cormnercial vendors), such moves could be -considered. 

4.2.6 S u m r y ,  Conclusions and Recomsndations 

In summary, the Guatemalan Hinistry of Health is, by virtue of 
its legal mandate, the largest player on the health field in 
Guatemala. It has within its mandate a broad array of services, 
including both curative and preventive programs. While institutional 



p o l i c i e s ,  g o a l s  and o b j e c t i v e s  a l l  f a v o r  a more p reven t ive  
o r i e n t a t i o n ,  c u r r e n t  budgetary a l l o c a t i o n s  a r e  s t r o n g l y  o r i e n t e d  
toward c u r a t i v e  medicine.  

The programs of t h e  M i n i s t r y  a r e  wide and v a r i e d ,  bu t  tend t o  be 
marked by inadequate  r e s o u r c e s ,  which l i m i t s  t h e i r  emphasis and 
correspondence t o  MOH s t a t e d  p r i o r i t i e s .  This  resource  l i m i t a t i o n  i s  
a problem of b o t h  inadequate  a p p r o p r i a t i o n  and inappropr i a t e  
a l l o c a t i o n  of funds .  However, most of t h e  problems f ac ing  t h e  
H i n i s t r y  of Heal th  a r e  beyond t h e  a u t h o r i t y ,  competence and capac i ty  
of AID t o  c o r r e c t .  They can o n l y  be reso lved  i n  t h e  context  of t h e  
socio-economic and p o l i t i c a l  r e a l i t i e s  of Guatemala. Coordination 
between i n s t i t u t i o n s  i s  a key requirement  f o r  e f f i c i e n t  use  of t h e  
a v a i l a b l e  r e s o u r c e s .  D e f i n i t i o n  of p o l i c i e s  on t h e  r e l a t i o n s h i p  
between t h e  p r i v a t e  and p u b l i c  sub - sec to r  w i l l  a l s o  be c r i t i c a l  f o r  
t h e  f u t u r e  of t h e  H i n i s t r y  of Hea l th .  

A I D  may, however, s e l e c t i v e l y  focus  on suppor t ing  s p e c i f i c  
a c t i v i t i e s  addres s ing  p r o b l e n  a r e a s  t h e  X i n i s t r y  has  i d e n t i f i e d  a s  
r e spons ive  t o  ex t sm-a1  funding .  Th i s  may involve  s t r eng then ing  
c e r t a i n  a r e a s  of t h e  H i n i s t r y  ( e . g .  t hose  engaged i n  p reven t ive  
h e a l t h ,  pr imary  c a r e  o r  r e l a t e d  a c t i v i t i e s ) ,  o r  promoting p r o j e c t s  
which encourage i n t e g r a t i o n  of s e r v i c e s .  What would probably no t  be 
a p p r o p r i a t e  i n  t h e  p r e s e n t  e r a  i s  t h e  suppor t  of s p e c i a l i z e d  c u r a t i v e  
se rwices  o r  o t h e r  a c t i v i t i e s  which would u l t i m a t e l y  inc rease  the  
o p e r a t i o n a l  o b l i g a t i o n s  of t h e  M i n i s t r y ,  without  i d e n t i f y i n g  an  
o f f s e t t i n g  r e source  base .  

I n  t h i s  r e g a r d ,  i t  i s  recommended t h a t :  

4 . 2 . 6 . 1  AID suppor t  p r o i e c t s  re la tin^ t o  primary c a r e  and 
p t e v e n t i v e  s e r v i c e s  a t  t h e  community l e v e l ,  such a s  
t h e  program i n  San Juan Sacatepequez, and which a r e  
c a r r i e d  out  e i t h e r  i n  K i n i s t r y  of Heal th f a c i l i t i e s  o r  
i n  coopera t ion  wi th  H i n i s t r y  of Heal th  personnel .  

AID s e l e c t i v e l y  suppor t  p u b l i c  h e a l t h  p r o g r a m  with& 
t h e  Min i s t ry  3f Heal th  p a r t i c u l a r l y  d i r e c t e d  a t  
h i g h - r i s k  p o p u l a t i o n  Rrcups, p a r t i c u l a r l y  women and 
c h i l d r e n ,  w i t h  a goal  of reZuced morbidi ty and 
g o r t a l i t y .  P o s s i b l e  p r o j e c t s  m i ~ h t  inc lude  CRT acd 
i m , u n i z a t l o n ,  o r  r e l a t e d  t o  c o ~ . ~ n i c a b ? e  d i s e a s e s  a?d 
m a l n u t r i t i o n .  

4 . 2 . 6 . 3  AID encouraKe and support  the  develzpnent of 
m u l t i - i n s t i t u t i o n a l  h e a l t h  r r o j e c t s  a t  t h e  l o c a l  
l e v e l ,  p a r t i c u l a r l y  t h ~ s e  involving govern-nent h e a l t h  
~ e z c i e s ,  includine.  h o s p i t a l s ,  t h e  pub l i c  and p r i v a t e  
u n i v e r s i t i e s ,  and t h e  p r i v a t e  s e c t o r ,  inc luding  the  
p r i v a t e  vo lun ta ry  o r ~ a n i z a t i o n s ,  where a p r r o p r i a t e .  



4.2.6.4 AID not become involved in projects which will promote 
the further development of tertiary care medical 
practice in Guatemala or which will impose continuing 
operational obligations upon the Guatemala health care 
system that the COG will be unable to sustain without 
external assistance. 

4.3 Instituto Guatemalteco de Seguridad Social 

The Instituto Guatemalteco de Seguridad Social (IGSS) is, next to the 
Uinistry of Health, the largest participant in Guatemalan health care. 
In some respects, it is the larger of the two--even though the social 
security system covers less than 10% of the population. One aspect is 
the per capita resource allocation within the IGSS which is far greater 
than that in the Ministry of Health, and is discussed more extensively in 
the chapters on health care financing. 

4.3.1 Purpose and Function 

As in most Latin American countries, the social security system 
in Guatemala exists for the purpose of providing health and 
retirement benefits to public and private sector workers. Conplete 
services (Xaternal and Illness program; Accident program, Disability, 
Old Age and Survivor program; and Occupational Illness Program) are 
provided in nine of the country's 22 departments. In the remaining 
13, services are limited to accident coverage and disability, old age 
and survivor benefits (IVS). 

The social security system in Guatemala has its origins in a 
presentation made in 1944 by Dr. Cesar neza on "Guatemala and 
Obligatory Social Security." The concept was incorporated into the 
Constitution of the Republic in March of 1945 and written into the 
law through Decree No. 295 on October 30, 1946. The concept of a 
mandatory social security system was reincorporated in the 
Constitution of 1965 and, once again, in the Constitution of 1985. 

The 1946 law formally instituting the social security system in 
Guatemala provided for a unitary and obligatory system, but also rrade 
provision for the gradual expansion of the system as the social and 
economic order penaitted. While not generalized for everyone, 
benefits specified in the law included work accidents, occupational 
diseases, maternity, general illness, disability, old age and death, 
with specific benefits for orphans and widows. 



IGSS derives its operating budget from workers, employers, and 
the Government as follows: 

a) There is a contribution of 13% on all salaries, with 3% paid by 
the workers, 7% by their employers, and 3% paid by the 
Government. These funds are used to cover the costs of 
accidents, illnesses, and maternity expenses of the employees. . 

b) For disability, old age and death, employees pay 1.5% and their 
employer 3% of the salaries. An additional 25% of the annual 
payments made by IGSS for retirement benefits is paid by the 
Government. 

The ultimate goal cf the IGSS is to provide protection for the 
entire population of the country, using as an economic base for 
universal coverage, proportional contributions by workers and 
employers, with a matching contribution by the State. 1t' is tho, 
clear intention of the social security system to initially expand its 
coverage to all workers in the country, and then progressively to 
other segments of the population as feasibility allows.~/ 

4.3.2 Institutional Structure 

The ICSS is legally under the Hinistry of Labor, but does, in 
fact, possess a high degree of autonomy. It is run by a Board, which 
hires the director and sets policy for the institution. 

Under the Director are two sub-directors who are responsible for 
prograi/services and adzinistration/finance, respectively. The 
administration and finance area is responsible for all budgeting, 
purchasing and distribution of supplies and equipment. The 
PrograxUServices Section covers all medical care, as well as pensions 
and various subsidies. Finally, there are the staff functions which 
provide support in areas such as personnel and transport, all of 
which fall directly under the Director's office. 

One characteristic of the social security system is a high 
degree of centralization. 

The central office is functionally divided into units 
responsible for: 

1. Treatment of Comon Illnesses; 
2. Provision of Haterr,ity Services; 
3. Prevention and Working, Traffic and Other 

6 /  lnstituto Guatemalt-eco de Seguridad Social, part of "Analisis - 
lnstitucional del Sector Salud en Guatetrala," OPS, Guatemala, March, 
1984. 



3. Treatment of Accidents; 
4. I.V.S. (Disability, Old Age and Survivors) benefits; and 
5 .  Pediatric services. 

Pn addition, IGSS has a program (IRTRA) which provides 
recreational services to members upon request.&/ 

It was estimated in 1984 that 1.8 million persons constituted 
the economically active population of Guatemala. Health institutions 
associated with the working population, primarily the Instituto 
Guatemalteco de Seguridad Social (IGSS), were created for "the 
working class, especially those of greatest productive capacity, most 
of whom are in urban areas --- and, to protect those who incur costs 
or contingencies that diminish or terminate work done to factors 
associated with their health" .l/ 

As was indicated in the previous section, the social security 
system has been gradually expanding its service coverage for the 
insured population since it was started in 1947. At that time, it 
was designed to offer protection to workers from work accidents and 
professionally-related illnesses. In 1949 it was expanded to cover 
all accidents, and in 1967, all illnesses. 

In 1953 the IGSS added a maternal and child health program, 
initially limited to the Department of Guatemala. In 1378-79 this 
program was expanded to eight additional departments. During this 
period the age of children covered was expanded twice, once to two 
years of age and then to five years of age. A more complete suncnary 
of the geographic and service coverage of the social security system 
is included as Table 4.16. 

6 /  Interview with Dr. Roberto Rodriguez Montoya, General Director, IGSS, - 
September 5, 1986. 

7/ Analisis Institutional del Sector Salud en Guatemala Instituto - 
Guatemalteco de Seguridad Social. OPS, 1984 



Department 

Guatemala 
E l  Progreso  
Sacatepequez 
Chimal tenango 
E s c u i n t l a  
Santa  Rosa 
S o l o l a  
Totonicapan 
Quezaltenango 
Suchitepequez 
Reta lhuleu  
San Harcos 
Huehuetenango 
E l  Quiche 
Eaja  Verapaz 
A l t a  Verapaz 
E l  Pe ten  
I z a b a l  
Zacapa 
Chiquimula 
J a l a p a  
J u t i a p a  

Table  4 .16  

G e o ~ r a o h i c  C o v e r a ~ e  of t h e  IGSS by Proaram 

Accident 
P r o ~ r a m  

+ 
P a r t i a l  
+ 
+ 
+ 
P a r t i a l  
+ 
P a r t i a l  
+ 
+ 
+ 
P a r t i a l  
P a r t i a l  
+ 
P a r t i a l  
+ 

Mate rn i ty  & 
I l l n e s s  Progrm. IVS Program 

Source: IGSS, I n f o r n e  de Labores,  1984.  



Figure 4 . 2  

IGSS, 1985 Annual Peprt, p. 61 
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Of t h e  es t imated  (1984) work f o r c e  of 1 .8  m i l l i o n  persons ,  33% 
a r e  e n r o l l e d  by t h e i r  employers w i t h  IGSS. I n  a d d i t i o n ,  165,000 
wives and 71,000 c h i l d r e n  a r e  covered (1984); so  t h a t  t h e  t o t a l  
covered by IGSS r e p r e s e n t s  14.2% of t h e  n a t i o n a l  popula t ion .  

Over 22,000 employers have e n r o l l e d  t h e i r  workers wi th  IGSS. 
Occupat ional ly  t h e s e  a r e  d i s t r i b u t e d  by s e c t o r  a s  fol lows:  

a )  A g r i c u l t u r a l  (27%) 
b )  Indus t ry  (28%) 
C )  Se rv ice  Rela ted  (46%).  

This  a l s o  r e f l e c t s  a  b i a s  towarc? urban. r a t h e r  than r u r a l ,  
coverage. I n  g e n e r a l ,  a g r i c u l t u r a l  workers r e c e i v e  l e s s  coverage, a s  
IGSS f a c i l i t i e s  a r e  more f r e q u e n t l y  loca ted  i n  c i t i e s  and l a r g e r  
communities. 

Both i n  t e r n  of percentage  of t h e  t o t a l  pcpu la t ion  reached by 
IGSS and t h e  percentage  of t h e  a c t i v e  workforce covered,  t h e r e  was a  
d e c l i n e  i n  t h e  f i r s t  few yea r s  of t h e  p r e s e n t  decade. The percentage  
of t h e  t o t a l  popu la t ion  covered dropped from 14.8  i n  1979, t o  11.4 i n  
1982. The percentage  of t h e  a c t i v e  workforce covered by s o c i a l  
s e c u r i t y  f e l l  from 36.2 i n  1979 t o  26.7 i n  1982. m e n  coverage 
r a t i o s  a r e  reviewed f o r  i n d i v i d u a l  departments ,  t hey  f a l l  a s  low as  
3% o r  l e s s  i n  some a r e a s  ( e .  g . Quiche ~ e ~ a r t n e n t ) .  81 

However, t h e  a b s o l u t e  nuiibers of i n d i v i d u a l s  covered by t h e  
system and coverage (%I have been r i s i n g  f o r  t he  p a s t  two y e a r s .  
A f t e r  reaching  a  low, i n  terms of nunbers of workers covered 
(576,708).  i n  1983, t h e  program has  been growing s i n c e  then (Table 
4 . 3 ) .  I f  workers and t h e i r  e l i g i b l e  b e n e f i c i a r i e s  a r e  counted 
t o g e t h e r ,  r ep resen t ing  t h e  t o t a l  popula t ion  p r o t e c t e d  by IGSS, the  
number of insured  has  r i s e n  from a low of 927,452 i n  1981 t o  
1,025,572 i n  1 9 8 5 . 2 ~  

IGSS c u r r e n t  progran coverage is  provided through a network of 
23 h o s p i t a l s ,  22 h e a l t h  c e n t e r s ,  and 24 h e a l t h  p o s t s  (Table 4-17). 

8 /  Op. c i t . ,  Institute Gua te ra l t eco  de ~ e ~ u r i d a d  S o c i a l ,  p a r t  of an "An. - 
l i s i s  I n s t i t u c i o n a l  del Sec to r  Salud en Gua te ra l a , "  OPS, Guatemala, 
Itarch, 1984. 

9 1  Op. c i t . ,  IGSS 1984 and 1985 Annual Reyorts ,  p .  10 ( i984 and 1985 - 
f i g u r e s  f o r  t he  popula t ion  p r o t e c t e d  i r o n  1981-85 a r e  s u b s t a n t i a l l y  
a t  va r i ance .  For exazple ,  t h e  1984 r e p o r t  g ives  a  f i g u r e  of 807,450 
f o r  1981, a s  opposed t o  927,452 l i s t e d  i n  t h e  1985 r e p o r t  f o r  t h a t  
same y e a r . )  
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Table  4.18 

E ~ t i m a t e d  A F f i l i a t e d  Workers Coverage by Department - 1984 

Department 

T o t a l  

Guatemala 
FJ Progreso  
Saca tep6quee 
Chimaltenango 
Escuin t  l a  
Santa  Rosa 
Solo1 
Totonlcapnn 
Quezaltennngo 
Suchi t epcquez  
Reta lhu leu  
San h r c o s  
Huehuetenango 
El guich6 
Baja Verapaz 
A l t a  Verapaz 
El Pet6n 
Izaba l 
Zocapa 
Chiquimula 
J a l a p o  
J u t i ~ p a  

T o t a l  P r i v a t e  Employera- 1 / Budget S t a t u e  
Nurnbe r X Number % Number % 

P a y r o l l  S t a t u s  
Num be r % 

1/ F igu re s  a r e  s u h j e c t  t o  r e v i s i o n .  - 

Source : ICSS: Informe de h b o r e s ,  1984 



The three major health programs of social security are those 
related to accidents, maternal and child health, and general 
illness. Each will be considered in turn. 

4.3.4.1 Accidents 

The oldest program in the systen, the accident program, 
provides complete benefits for temporary disability related to 
covered accidents, including medical, surgical, hospital, and 
rehabilitation services (including prcstheses); financial 
indemnity proportional to the individual's salary; and 
educational activities for the prevention of occupational, 
traffic, and other (e.g., swimming, hone) accidents. 

For permanent disability, either partial or total, an 
actual determination of need is m d a  and a schedule of 
disability benefits is estabiished. In case of death, survivor 
benefits are provided to cover burial expenses and a pension for 
the spouse and/or dependent children, which is actustially 
determined. 

These services are funded through a 3% surcharge on 
salaries paid by the employer, a 1% surcharge paid by the 
employee and a 1 1/21, contribution by the State. 

The number of accidents covered by the social security 
system has remained fairly constant since the early 1970s. For 
most years this nunber has ranged between 130,000 and 145,000, 
with 127,290 accidents reported in 1985, 81,495 of which were 
work-related. The percentage of work-related and non-work 
related accidents has remained reasonably constant during this 
period, with approximately two thirds of all accidents occurring 
on the job.=/ 

Of the 2,222 accident cases that resulted in pemanent 
disability in 1984, 44% (983 cases) occurred in agriculture, as 
opposed to 28% in industry. 

Of some interest is the n ~ ~ b e r  of accidents related to 
insecticide application. In 1984, for ex~zple, there were 636 
individuals affected, of whom 34 were saiO to have suffered 
severe consequences and five to hzve died. The number of 
insecticide intoxications reached a peak in 1980, with 1,160 
cases and has been variably lover since that tine. 

101 Ibid. IGSS: 1985 Annual Ee~ort. - 



Prevent ion  and t rea tment  of work-related acc iden t s ,  a r e  of 
major concern t o  IGSS. I n  1984 t h e i r  s e r v i c e s  provided care  f o r  
134,820 a c c i d e n t s ,  63% of which were work-related. 

A s  a p a r t  of i ts e f f o r t s  toprevent  a c c i d e n t s ,  t h e  IGSS 
sponsored dur ing  1984 2,574 meetings i n  t h e  workplace, which 
were a t t ended  by 61,382 persons .  I n  a d d i t i o n ,  t h e r e  were 5,465 
workplace i n s p e c t i o n s  and 615 acc ident  i n v e s t i g a t i o n s  .GI 

h e  system is now looking toward g r e a t e r  r e l i a n c e  on 
prevent ion  a s  a  way of reducing both i l l n e s s  and i n j u r y . G f  
S p e c i f i c s  as t o  what t h i s  means i n  t e r m  of program and budget 
have n o t  y e t  been ope ra t iona l i zed .  

4 .3 .4 .2  Maternal and Child Health 

A program of p a r t i c u l a r  i n t e r e s t  t o  t h i s  r e p o r t  is  the  
maternal  and c h i l d  h e a l t h  program of t h e  S o c i a l  S e c u r i t y  system. 

This  program prov ides  f u l l  s e r v i c e s  f o r  pregnant women, 
inc lud ing  d e l i v e r y  and pos t -na ta l  care .  The s e r v i c e s  a r e  made 
a v a i l a b l e  t o  t h e  wi fe  o r  "companion" of t h e  insured member. 
There i s  a l s o  a  monetary subsidy pa id  dur ing  t h e  immediate 
p e r i o d  p r i o r  t o  and fo l lowing de l ive ry .  F i n a l l y ,  a s s i s t a n c e  is  
provided dur ing  t h e  nur s ing  pe r iod .  Should t h e r e  be a 
complicat ion of d e l i v e r y ,  c a r e  may be provided a s  i f  i t  were a 
common i l l n e s s .  

Support f o r  t h i s  s e r v i c e  i s  covered by a 4% surcharge on 
s a l a r i e s  which i s  p a i d  by t h e  employer ( inc lud ing  t h e  S t a t e ,  i f  
t h e  workers a r e  employed by t h e  s t a t e )  and a 2% surcharge paid 
by workers.  S ince  t h i s  s e r v i c e  is only provided i n  n ine  
departments ,  t h e  r e fe renced  charges a r e  n o t  made elsewhere i n  
t h e  count ry .  

The number of individuals covered under this program f e l l  
i n  1984 (from 1983) by 4.5% ( t o  22,2851, b u t  increased  by 10.8% 
i n  1985. There was an  inc rease  i n  t h e  number of maternal  
c o n s u l t a t i o n s  i n  1984 (151,013) compared t o  149,164 i n  1983),  
but  t h i s  f e l l  s l i g h t l y  i n  1985 (145,232). During t h e  period 
1984-85 t h e r e  was an i n c r e a s e  i n  gyriecological consu l t a t ions  of 
23.4% ( t o  19,3631, an i n c r e a s e  i n  b i r t h s  of 3.3% ( t o  16,996) and 
a dec rease  i n  abor t ions  of 12.1% ( t o  1 ,509)  .u/ 

111 Op. c i t . :  IGSS: 1984 Annual Report - 
1 2 1  In terv iew w i t h  D r .  Roberto Rodriguez Xontoya, General Di rec to r ,  IGSS, - 

Septersber 5 ,  1986. 
131 Op. c l t . ,  IGSS: 1984 and 1985 Annual Reports.  - 



In terms of preventive services, approximately 25% of all 
services provided through the program are for pre-natal visits, 
with an average number of 7-8 pre-natal consuPtations for each 
pregnancy in 1982 (depending upon the area served), and which 
has been rising slowly since 1978.14~ 

Despite this relatively good level of pre-natal care, it 
should be noted that only 5% to 6% of all deliveries in the 
country between 1971 and 1983 were covered within the social 
security system.=/ 

Table 4.19 

IGSS 
Pregnancies and Abortions Attended: 1981 - 1985 

% of 
Year Pre~nancies Abortions Abort ions 

SOURCE: Based on data obtained from 1984 and 1985 Arinual 
Reports, IGSS. 

The social security system has been operating a "School for 
Hothers" since 1970, to provide health education directed at 
avoiding complications of pregnancy and early child rearing. In 
1984 over 136,000 classroom visits were recorded for this 
program throughout the systen.E/ (According to the 1985 IGSS 

141 O p .  cit., Instituto Guaternalteco de Seguridad Social, part of an - 
"Analisis Institucional eel Sector Salud en Guatenala," OPS, 
Guatemala, March, 1984. 

15/ Solorzano, Jaime: Catacteristicas de Orzanizacion de la Atenci.cn - 
Pledica en Guateaala, Jan~ary, 1985. 

161 Op. cit., IGSS, 1984 Annual Report. - 



Annual Report "fonnal courses" were suspended in Hay, 1985 in 
favor of "individual and collective" instruction since that 
date--with a total number of classroom visits for the year at 
less than half the previous year.a/ 

4.3.4.3 Illness P r o w a m  

The illness program of the social security system covers 
all medical, surgical and hospital services for the insured 
population and their spouses. In addition, children under two 
years of age are covered in the metropolitan area and those 
under five years of age in the non-metropolitan area. This 
program is the center of the Social Security health care 
delivery system in Guatemala. It should be noted, as was the 
case for the maternal and child health program, that this 
coverage only extends to nine of the 22 departments in Guatemala. 

Despite the fact that there has been a drop in membership 
within IGSS since 1980, the number of consultations under the 
general illness program has been growing steadily since 1978, 
rising from a low of 620,541 in that year to a high of 897,672 
in 1984, but in 1985, dropped to 867,330 consultations, the 
first such drop since 1978 

In 1985 there were 15,149 hospitalizations in social 
security hospitals, 9,642 of which were for adults and 5,507 for 
children. These were distributed among the various hospitals 
operated by IGSS throughout the country, with the vast majority 
being attended in their Guatemala City General Hospital. The 
average length of stay was 8.4 days.2' 

These services were provided through the 21 hospitals (10 
of its own and 11 rented), eight out-patient departments ( 5  of 
its own and 3 rented) and 23 primary care posts (20 of its own 
and 3 rented) the IGSS maintains throughout the country. 

It is of interest that, despite the decrease in enrollment 
within the system, hospitalization figures have been growing 
from 2% to 3% per year, possibly related to increased 
perceptions of "rights" by the insured, which place an 
additional burden on IGSS resources. 

17/ Op. cit., IGSS: 1985 Annual Report. - 
18/ Ibid., IGSS: 1985 Annual Report - 
191 Ibid., IGSS: 1985 Annual Beport - -  



It h a s  been e s t i m a t e d  t h a t  j u s t  ove r  60% of t h e  p o t e n t i a l  
demand by t h o s e  e n r o l l e d  i n  t h e  s o c i a l  s e c u r i t y  system is  being 
met by t h a t  system.=/ Th i s  f i g u r e  compares f avo rab ly  wi th  
t h e  pe rcen tage  of denand met by H i n i s t r y  of Hea l th  f a c i l i t i e s  
th roughout  t h e  coun t ry ,  b u t  does i n d i c a t e  t h a t  a ve ry  
s i g n i f i c a n t  p r o p o r t i o n  of t h e  popu la t ion  is  seek ing  s e r v i c e s  
e l sewhere .  

It i s  g e n e r a l l y  recognized  t h a t  t h e  s o c i a l  s e c u r i t y  system 
h a s  t h e  most highly-developed s p e c i a l t y  sys tem i n  t h e  country.  
I n  1985, f o r  example, t h e r e  were 183,199 s p e c i a l t y  
c o n s u l t a t i o n s ,  which were b road ly  d i s t r i b u t e d  among 27 s p e c i a l t y  
groups .  Of t h e s e ,  ophthalmology, dermatology, otolaryngology 
and c a r d i o l o g y  each  accounted f o r  more than  10,000 c o n s u l t a t i o n s  

21/ d u r i n g  t h e  year.-  

P r e v e n t i v e  a c t i v i t i e s  have n o t  had a  h i g h  p r i o r i t y  w i t h i n  
t h e  IGSS, a s  might be expec ted  i n  an i n s t i t u t i o n  p r i m a r i l y  
d e d i c a t e d  t o  t h e r a p e u t i c  c a r e .  E f f o r t s  have been made t o  s t o p  
o u t b r e a k s  of v a r i o u s  i n f e c t i o u s  d i s e a s e s  i n  IGSS f a c i l i t i e s  and 
c a s e  c o n t a c t s  have been pursued o u t s i d e  t h e  h o s p i t a l  f o r  such 
i l l n e s s e s  a s  typhoid  f e v e r  and l e ? t o s p i r o s i s .  There has  a l s o  
been some l i m i t e d  u s e  of r a d i o  and small-group e d u c a t i o n a l  
programs t o  p rov ide  p r e v e n t i v e  messages t o  t a r g e t  popu la t ions ,  
b u t  a major  p r e v e n t i v e  e f f o r t  is l ack ing .  

4 . 3 . 4 . 4  Fu tu re  P l ans  

The M i n i s t r y  of H e a l t h ,  i n  conjunct ion  w i t h  IGSS, has 
p repa red  a  document ( A p r i l ,  19861 e n t i t l e d  "Bases Pa ra  l a  
Fonr.ulacion d e  un P r o g r a m  Bacional  de Salud Ocupacional en l a  
Republics de  Guakemala". Th i s  docunent p o i n t s  ou t  t h a t :  

1) Ava i l ab l e  i n fo rma t ion  is  inadequate  t o  make an  e x a c t  
d i a g n o s i s  of t h e  occupa t iona l  h e a l t h  problems of G u a t e m l a ;  

2 )  The importance of a  h e a l t h y  working popu la t ion  t o  n a t i o n a l  
p r o d u c t i v i t y  is fundamental ;  a9.d 

3 )  Problems ccn t inue  t o  e x i s t  i n  t!ie a r e a  of c h i l d  l a b o r ,  and 
among o t h e r  v u l n e r a b l e  groups of workers ,  i n  Guatemala. 

20/ Op. c i t . ,  So la rzano ,  J a i a e :  C a r a c t c r i s t i c a s  d e  Otganizacion de l a  - 
Atencion Mkdica en  Guatemala, January ,  1985. 

21/ Op. c i t . ,  IGSS: Annual Repor t ,  1934 - 



In this document both institutions call for the 
establishment of a "Comite Bacional de Coordination de la Salud 
Ocupacional," and present a series of steps (1986-1991) to be 
implemented for establishing a network of services in the area 
of occupational health, focusing on: 

- Proper information gathering, 
- Promotion of adequate policies for prevention of 

health risks in the workplace, 
- Legislation required, 
- Research on improvement of occupational health and 

productivity, appropriate to the country, 
- Training, 
- Development of adequate prevention technology. 

The document is a well designed policy paper, but details 
on the human and financial resources for implementation of its 
recommendations are lacking. 

Constraints and Issues 

It has been noted that the social security system in Guatemala 
has been slowly broadening its coverage, both geographically and 
throughout the population. Despite the fact that the system is now 
40 years old, there are still large gaps in coverage. This may 
constitute one of the greatest constraints to the system's 
effectiveness. Indeed, with only nine of 22 departments fully 
covered, IGSS still faces a real challenge in consolidating its final 
configuration as a national system. 

IGSS is about to receive a grant to carry out a study on the 
possible expansion of the program to new geographic areas. The area 
being studied at present is the Pacific coastal region. 

A second constraint facing the social security system is the 
limited number of Guatemalans which it is serving. Out of a 
population of over 8 million. the program serves approximately 10%. 
The fact that this proportion--and the actual number of those 
insured--declined in the early 1980s, is largely a reflection of a 
declining economy, which has weakened the financial base of the 
system. 

Yet another constraint of the system, only touched upon in this 
report, is its limited physical base. Despite the relative wealth of 
the system, when compared to the Hinistry ~f Health. its facilities 
are less numerous and less luxurious than night be expected. Chile 
the percentage of rented facilities is surprisingly high, this may 
represent an efficient use of available resources. While over half 



of all the hospital beds in the system are located in the Departhent 
of Guatemala, this roughly corresponds to the percentage of the 
insured population living in the capital district. System-wide, IGSS 
has 2.5 beds per thousand eligible ?cpulation.22/ 

The major issue facing social security systems in Latin America 
generally is their relationship to public health systems. Guatemala. 
is no exception. Because the budget for social security is always 
relatively much higher on a per capita basis than is the public 
health allocation, the issue becomes one of equity. Should the 
social security system have so many more resources available to it 
than the system which serves the public in large? 

In other countries this has led to a call for a unitary system 
of health care and, in the case of Costa Rica and Panama, has 
actually resulted in such a decision having been taken and 
implemented. In Guatemala, however, the issue is being posed 
differently at the present time, as a "single policy" regarding the 
use of both social security and public health facilities and programs. 

The latter orientation brings up the question of possible 
sharing of facilities and services. For example, the Ministry of 
Health has a number of new hospitals which have been built with 
international funding, but which it does not have the money to 
operate--or, in some cases, open. In addition, both social security 
and the Ministry have specialized clinics which they can share. 

Yet another issue is how the social security system can 
collaborate on a programatic level apart from shared facilities. For 
exavle, in San Juan Sacatepequez, there is collaboration =ong the 
Ministry of Health, hospitals, a medical school, municipal officials, 
a regional organization (INCAP) and private voluntary organizations. 
m a t  appears to be absent from this multi-institutional a?proach at 
the local level is the Instituto Guatemalteco de Seguridad Social 
(IGSS). One test of t>e potential effectiveness of IGSS in meeting 
community health needs of Guatemala may be its willingness and 
ability to participate in such joint endeavours. 

2 2 1  Op. cit., Instituto Guatemalteco de Seguridad Social, part of an "A? - 
lisis Institutional del Sector Salud en Cuater~la," OPS, Guatelmla, 
March 1984. 



Another approach would be  f o r  t h e  s o c i a l  s e c u r i t y  system t o  
expand i t s  coverage geograph ica l ly  and occupat ional ly  t o  previous ly  
unserved a r e a s  and p r e v i o u s l y  uninsured groups. Here we r e f e r  not  
only t o  i d e n t i f y i n g  new worker groups, but  moving i n t o  a r u r a l  
popu la t ion  of p o t e n t i a l l y  un insu reab le  ind iv idua l s  who a r e  n o t  now 
r e c e i v i n g  c a r e  from any organized  s e c t o r  of s o c i e t y .  

An example is IUSS COPLJMAR, a  spec ia l i zed  program of t h e  
I n s t i t u t o  Uexicano de  Seguro S o c i a l  (IHSS). Under p res su re  from t h e  
Uexican Government, t h e  Uexican s o c i a l  s e c u r i t y  system has ,  over t h e  
p a s t  decade,  made a s u b s t a n t i a l  e f f o r t  t o  cover p rev ious ly  uncovered 
r u r a l  r e s i d e n t s  i n  i ts  h e a l t h  c a r e  d e l i v e r y  system. Spec ia l  work 
c r e d i t s  and o t h e r  payment mechanisms a r e  worked o u t  f o r  i n d i v i d u a l s  
who would n o t  o therwise  be e l i g i b l e  f o r  membership i n  t h e  system. 

4.3.6 Sununary, Conclusions and Recommendations 

I n  conc lus ion ,  t h e  I n s t i t u t o  Guatemalteco de Seguridad Soc ia l  
(IGSS) consumes a  l a r g e  pe rcen tage  of t h e  a v a i l a b l e  resources  f o r  
h e a l t h  c a r e  i n  Guatemala, b u t  c a r e s  f o r  approximately 10% of t h e  
people.  It occupies  a  long-standing p o s i t i o n  of r e s p o n s i b i l i t y  and 
a u t h o r i t y  i n  t h e  count ry  and is  gene ra l ly  respected f o r  t h e  s e r v i c e s  
which i t  rende r s .  

Coverage is l i m i t e d  bo th  by geography and by s e r v i c e  o f fe red .  
There has  been a  g radua l  expansion of coverage s i n c e  the  s y s t e n  was 
s t a r t e d  more than  40 yea r s  ago. Nine departments of t he  country have 
a  f u l l  s e r v i c e  package, whereas t h e  remaining 13 have l i m i t e d  
s e r v i c e s .  

The t h r e e  major  h e a l t h  programs of s o c i a l  s e c u r i t y  have been 
reviewed. These a r e  t h e  a c c i d e n t  program, t h e  maternal  and c h i l d  
h e a l t h  progr&Q and t h e  g e n e r a l  i l l n e s s  program. These t h r e e  programs 
suppor t  a  system of h o s p i t a l s  and c l i n i c s  which span the  count ry ,  
a l though they  a r e  h e a v i l y  concent ra ted  i n  the  Department of 
Guatemala. I n  g e n e r a l ,  t h e  focus  of t h e  sys t en  is on c u r a t i v e  c a r e  
r a t h e r  t h a n  on p r e v e n t i v e  s e r v i c e s .  

A j o i n t  review by t h e  U i n i s t r y  of Health and t h e  IGSS c a l l s  f o r  
a Nat ional  Coordina t ing  Combi t t ee  f o r  occupat ional  Heal th.  

I t  i s  recommended t h a t :  

4.3.6.1 AID should encourage the  ~ e o g r a p h i c  e x t e n s i o n o f  
coveraKe o f f e r e d  by IGSS,  t o  the degree t h a t  i t  can - 
a s s i s t  i n  p r c m o t i n ~  s t u d i e s  o r  o t h e r  a c t i v i t i e s  which 
w i l l  demonstrate  t h e  f e a s i b i l i t y  of a more 
comprehensive system. 



4.3.6.2 AID support any joint efforts between the Hinistry of 
Health and IGSS. facilitating throu?,h studies or small 
grants in aid any steps to consolidate facilities and 
programs between these two organizations. 

4.3.6.3 AID encourage the participation of IGSS in 
multi-institutional cooperative activities at the 
comnity level. At a minimum, these collaborative 
efforts should include the Kinistry of Health, one or 
more universities, private voluntary organizations, 
the comunitv in question and IGSS. 

4.3.6.4 AID promote the contract utilization of private 
non-profit groups, such as Agro-Salud, by the IGSS for 
certain geographic areas and population groups not 
currently covered under the system. 

4.3.6.5 AID support any efforts by ICSS to emand its mission 
beyond the currently insured population to isolated 
rural cormunities, following the example of IHSS 
COPLAFLU. in Mexico. 

4.3.6.6 AID be su?portive of any ste?s 3 y  IGSS to redistribute 
resources toward preventive, as opposed to curative 
services. This should include reinstitution of 
forward pre-natal classes ("School for Mothers") and 
expansion of programs geared to accident prevention. 

4.4 Health-Related Private Voluntary Organizations 

4.4.1 Background 

As noted in Section 4.1, the number and types of private 
voluntary organizations (PVOs) working in Guatemala has been growing 
steadily over the past two years. It is reported that there were 
relatively few PVOs (or non-governmental organizations--NG3s) working 
in Guatemala prior to the 1976 earthquake. However, in responss to 
that tragedy, large numbers of these organizations came to the 
country. During the period of violence a-few stayed, but many others 
left, some of which are now returning. 

A nu~ber of lists exist giving the canes of private voluntary 
organizations currently at work in Guatexala. Perhaps the most 
official and conplete of these, the list published by the Ministry cf 
Health, (since every organization working in the country should be 
registered with the Hinistry if it is to be functioning in the field 
of health), includes 309 different entities, both national and 
foreign. It is quite precise, listing individual clinics, where they 
exist in different locations--even if under single agency sponsorshi?. 



Another list is published by ASINDES, about which more will be 
said later in this secti0n.2~ That list includes 179 different 
agencies, including such classic and recognized groups in Guatemala 
as the National League against Cancer, the Guatemalan League for 
Xental Health, Alcoholics Anonymous, Foster Parents Plan, and Habitat 
for Humanity. 

Both the Hinistry of Health and ASIBDES lists are simply 
listings of organizations by name. There is another listing of 
private voluntary organizations annotated by organizational function, 
prepared by the Peace Corps in October, 1985, and revised in nay, 
1986 .=/ Each organization is profiled according to its services 
and resources in a variety of different areas (Table 4.20). 

PVOs in Guatemala tend to operate very much alone and engage in 
little overt collaboration. An effort was made to deal with this 
situation in 1979, which resulted in the formation in 1981 of a 
coordinating organization, ASINDES, funded by AID with technical 
assistance from PACT. 

ASINDES has had a checkered career. In the first place, only 26 
of the many organizations previously mentioned are affiliated with 
ASINDES as members, including World Vision International, the 
Christian Children's Fund; the nenonite Central Cornittee, the 
Salvation Army; the Behrhorst Foundation and the Penny Foundation. 

The problems facing ASIHDES are not unlike those of the 
organizations it represents. That is to say, the Board is divided 
regarding policy, and questions what the relationship of the 
organization to donor agencies such as AID should be. At the present 
time AID is supporting ASINDES with a $1 million grant through PACT 
(a group dedicated to promoting PVO coordination in various 
countries). 

2 3 1  Directorio Organizaciones No Gubernamentales, ASINDES, 1986. - 
24/ Directorio de Recursos en Salud en Guatemala, edited by Lynn - 

Spangler, Cuerpo de Paz, Guatemala, nay, 1986. 
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The original goal of ASINDES was to unite PVOs for mutual 
defense in the face of the violence affecting them throughout the 
country. This has led to a certain cautious mentality which 

- expresses itself in various ways. Clearly, having undergone a long 
confrontation with terror, many of the PVOs are unwilling to be 
inordinately provocative at this point in time. 

It would appear that the violence against PVOs is not completely 
over. - 25/ It has been reported that the Haryknolls have recently 
lost some of their catechists in the Huehuetenango area. Even those 
PVOs that have not experienced recent violence are sufficiently 
traumatized by earlier experiences that they anticipate the 
possibility of a recurrence of the "night of terror" at any time. 

Basically, the strategy of PVOs in Guatemala has been to "do 
their own thing" with minimal contact outside their sphe're of 
influence. 

Certain Guatemalan private voluntary organizations enjoy alnost 
a para-statal status, receiving subsidies from the Ministry of Health 
(e.g., the Guatmalan Red Cross and the Boy Scoxts.) Others have deep 
roots in Guatemalan Society ( e . g .  Patronato contra la Diabetes and 
Liga contra las Enfermedades del Corazon). Few of the foreign 
private voluntary organizaticns seem to relate to these 
nationally-based private voluntary organizations. 

The strategy of the Ministry of Health at present is to try to 
achieve as much coordination as possible m o n g  these previously 
unrelated entities, while retaining their presence in Guatemala. It 
is generally agreed that groups such as those mentioned bring both 
resources and good will to Guatemala, and, with some exceptions, are 
useful partners in the casrrpaign for better health. Unfortunately, 
too often they either fail to reinforce or actually cancel out one 
another's efforts by failing coordinate activities. 

4.4.2 Representative Organizations 

In the previous section an overview of the range and scope of 
private voluntary organizations in Guatemala has been presented. 
This section will focus on selected specific international and 
national organizations, uith a view toward better understanding their 
purpose and functions. Ir, so doing, it is hoped that all of the 
organizations can be b e t ~ e r  appreciated and placed in their proper 
context of service to the pecple of Guatemla. 

2 5 /  Interview with Mr. Arthur Cist, Representative of PACT, September 2, - 
1986. 



The organizations selected for specific mention each offer 
specific services to children. One is cited because of its large 
size and overall importance (CARE), one because of its importance in 
the history of primary care and health promoter training (Pundacion 
Behrhorst), one because of its commitment to integrated rural 
development (Project Hope), one as a representative of a smaller PVO 
(Partners of the Americas) and one because it represents the 
religious community (Catholic Relief Se~ices). 

4.4.2.1 CARE 

CARE is a large international agency very actively involved 
in Guatemala. CARE began as a private undertaking to get 
rehabilitation underway in Europe after World War 11, and has 
developed a major interest in feeding and nutritional programs. 
These constitute the basis of CARE'S work in Guatemala. 

The total budget for Guatemala CARE is approximately $2.5 
million per year, plus whatever food assistance is rendered. 
This breaks down to approximately 12% from CARE U.S.A., 25% from 
CARE Canada, 18% from Washingfon/AID grants, 22% from 
Guatemala/AID grants, 8% from PL-480 funds, and 16% from the 
Government of Guatemala. If the value of the food donations 
were counted, this would probably add another $2.5 million. 

The Government of Guatemala's contribution ($500,000) goes 
primarily for transportation and operating costs related to 
getting the food from the port of entry to its destination. 
This year some $127,000 has been given by CARE as a matching 
grant to upgrade Title I1 (Feeding) Programs in Guatemala. This 
includes health activities. Health projects, including 
personnel, account for approximately 50% of the CARE Guatemala 
budget (not counting food). 

Three specific health and nutrition program are currently 
being carried out by CARE Guatemala. These are as follows: 

1. Uaternal and child feeding program. This 23 year old 
AID-sponsored project provides health education, growth 
monitoring, and supplemental f.eeding for 270,000 children 
and their mothers through most health centers. The 
Government of Guatemala is responsible for transporting the 
food from the port of entry to regional centers. The 
health centers, in turn, are responsible for distribution 
from the regional centers to the health centers. 



Enhanced feeding program. 5280,000 has recently been made 
available by AID to CARE for a three year program for 
monitoring and supervision of the maternal and child 
feeding program above mentioned. Seventeen field 
supervisors will be hired to work with health posts and 
health centers around the country, making frequent visits 
to these locations, as well as to homes. 

Priorities for this second program include: 

a) establishment of a monitoring systen; 
b) carrying out an *act evaluation; 
C) selective implementation of interventions. 

It is anticipated that this effort will lead to corrections 
in the amount of food distributed and in increased 
educational activities for the recipients. 

3. Village health outreach. This prograq includes the 
construction of health posts, 72'of which were constructed 
in 10 departments by July, 1982. One hundred more health 
posts, which are not currently being used, were constructed 
during the Rios Hontt administration. Hajor problems are 
lack of equipment and inadequate staffing. 

A second part of this program is to develop rural health 
promoters and "comadronas" through a ten-day course, which 
has been developed for this purpose. Each promoter is 
responsible for 50 families. The program currently lacks 
monitoring, evaluation and continuing education. 

CARE also has water development projects undeway which 
relate indirectly to health. Two of these are as follows: 

1. Water and Sanitary Education. This water project receives 
support fram AID/Guatemala, and is being carried out in 
conjunction with the Ministry of Developnent. This project 
which will fccus on sanitary education has still to get 
underway, and includes a women's developaent coiqonent. 

Water and Health Promotion. The second progrm is 
supported by CM,E Csr'ada and works through U N I P L ? ,  the 
water developaent agency for mediun s i z e  projects. 
Originally desig~ed to support 60 water system over three 
years, the new objective is to serve 47,000 people through 
60 water systems. This program involves health promoters 
and volunteer aides, trained by the Xinistry of 
Development, who work with comnities. 



In short, CARE is a major PVO in Guatemala, having a 
significant impact on the health of children and others through 
nutrition and water development projects. 

4.4.2.2 Behrhorst Foundation 

One of the best known smaller PVOs operating in Guatemala 
is the Behrhorst Foundation, mainly due to the promotion which 
it has been given in the United States by its founder, Dr. Carol 
Behrhorst. 

Dr. Behrhorst determined that it was not appropriate to 
bring the trappings of modern medicine to the Indians whom he 
was serving in Chimaltenango. Accordingly, he developed a 
hospital/clinic which was adapted to the needs of his clients. 
Specifically, the Behrhorst Hospital/Clinic is open 24 hours a 
day; families are allowed to stay with patients; staff dress 
like their patients, rather than the traditional white; staff 
speak the language of their patients and medicines are always 
available. In short, the Behrhorst Clinic is designed to meet 
the needs of the people that it serves. 

From the beginning, Dr. Behrhorst believed that outreach 
was the key to a successful health program. He progressively 
enployed promotional activities, as op~csed to relying on 
curative activities for his work. He soon also realized the 
close relationship between agriculture and health ant developed 
an active program of health promoters working in the 
agricultural environment of Chimaltenango. These came under the 
sponsorhip of the Behrhorst Foundation, established to generate 
funds for the program. 

A separate program, ULEU, was developed to promote land 
distribution through a grant from the Quakers to buy and sell 
land to peasants. The Director of ULEU who was kidnapped and 
never seen again, was an early victim of the violencs. ULEU has 
now abandoned the buying and selling of land, as this has proven 
too dangerous, even in the current enviroment. 

At its peak, the outreach program of the Behrhorst 
Foundation had some 45 health promoters in the field. During 
the "dark night" of violence between 1979 and 1983, 30 of these 
promoters were killed. The 15 rural health promoters who have 
survived are individually working on their own, but are not in 
any way related to the Behrhorst Foundation. 



C u r r e n t l y ,  t h e  Behrhors t  Foundation has  as i t s  out reach  
s t a f f  1 a g r i c u l t u r a l  ex tens ion  agent ,  2 educators  i n  
a g r i c u l t u r a l  ex tens ion ,  2  t e c h n i c i a n s  i n  water  development and 1 
eng inee r ;  and i s  involved  i n  t h e  development of 25 water  
p r o j e c t s  t o  s e r v e  30,000 peop le  i n  30 communities. 

The Behrhors t  Foundation 2x2s rece ived  support  a t  var ious  
t imes  from A I D  (Q400,OOO most r e c e n t l y )  and t h e  Inter-American 
foundat ion  (IAF) (Q600,OOO a t  p r e s e n t ) ,  p l u s  an e a r l i e r  g r a n t  
from t h e  IAF when eve ry th ing  e l s e  was unava i l ab le  due t o  t h e  
v io l ence .  

I n  s p i t e  of a l l  t h e  d i f f i c u l t i e s  which it has  faced ,  t h e  
o u t r e a c h  program of t h e  Behrhors t  Foundation con t inues ,  a i though 
d i f f e r e n t  i n  tone  and format from t h e  y a s t .  The h o s p i t a l  and 
c l i n i c  o p e r a t e  m c h  as they  d i d  before  t h e  # i n i s t r y . o f  Heal th 
h o s p i t a l  and c l i n i c  was b u i l t  i n  Chimaltenango s e v e r a l  yea r s  ago. 

Some of t h e  a l t e r n a t i v e  ways through which out reach  
programs cont inue  i s  r e f l e c t e d  i n  t h e  t r a i n i n g  t h a t  Fundacion 
Behrhors t  i s  o f f e r i n g  h e a l t h  promoters  a f f i l i a t e d  wi th  
Agrosalud,  a  coopera t ive  e n t e q r i s e  involv ing  f i n c a  owners who 
have banded t o g e t h e r  t o  purchase  h e a l t h  s e t v i c e s  f o r  t h e i r  
workers .  The h e a l t h  promoters  a t  t h e  h e a r t  of t h i s  progran  a r e  
t r a i n e d  by Fundacion Behrhors t .  

4 . 4 . 2 . 3  P r o j e c t  Hope 

O f f i c i a l l y  c a l l e d  t h e  Pecple-to-People Foundation, P r o j e c t  
Hope is a l a r g e  U.S. based PYO cha t  is w e l l  known i n  Guatenala 
and e lsewhere .  Working p r i m r i l y  i n  t h e  Ilepartment of San 
Harcos, and wi th  i t s  p r i n c i p a l  o f f i c e s  i n  Quetzal tenango,  
P r o j e c t  Hope is i n  t h e  beginning of a  t h ree - s t age  process  of 
b a s i c  co rnun i ty  development. 

P r e s e n t l y ,  Hope s t a f f  a r e  w o r k h g  i n  a a m b e r  of 
c o r n u n i t i e s  through p r o j e c t  trziined h e a l t h  promoters t o  
d e n o n s t r s t e  t h e  e f f e c t i v e n e s s  of joint cocnunity a c t i o n  through 
p r o g r a m  such a s  b u i l d i n g  cooking s tgves  (" iorena Stoves") and 
outdoor  ("corirpost") l a t r i n e s  t o  provide  f e r t i l i z e r s .  

The second s t a g e  invo lves  i n t e n s e  ccrrY":unity c r g a n i z a t i c n ,  
w i t h i n  which t h e  c o m n i t y  s e t s  i t s  p r i o r i t i e s  f o r  t h e  f u t u r e .  

Success fu l  l o c a l  c c m u n i t i e s  w i l l  move i n t o  t h e  t h i r d  
s t age - - the  i x p l e n e n t a t i o n  phase .  Here they w i l l  a c t u a l l y  c a r r y  
o u t  t h e  p r o j e c t s  which they  have ? r l o r i t i z e d  and Cesigned, w i t h  
t h e  a s s i s t a n c e  of P r o j e c t  Hope. It  i s  a n t i c i p a t e d  t h a t  n a j o r  
changes i n  h e a l t h  s t a t u s  w i l l  r e s u l t  from this appproach, which 
r e a l i y  r e f l e c t s  an i n t e g r a t e d  approach t o  r u r a l  development. 



4.4.2.4 Partners of the Americas 

The Partners of the Americas (or "Companeros de las 
Americas" in Guatemala) has been working in Guatemala for 8 
years related to the U.S. based organization of the same name. 
This group has worked for many years to promote improved 
relationships between states and comnities in the United 
States on the one hand, and Latin American nations, states and 
conmurnities on the other. 

Partners of the Americas works through U.S.-based 
multi-disciplinary partnership comittees, each adopting a 
national cornittee in a different country of the hemisphere. 
Guatemalan Partners, for example, have been related to Partners 
in Alabama. 

The basic philosophy of Guatemalan Partners is to work in 
cooperation with the Ministry of Health, but separately from 
it. Their preference is to work with local physicians in the 
private sector, rather than Ministry physicians, where possible. 

Approximately 75% of Guatemalan Partner's work is in the 
field of health, one of which is, their ESVO (Education, Salud, 
y Vocation) project, located in Escuintla. Presently this 
project focuses on diagnosing and treating parasitic infections 
in children. 

Another project in Teculutan, Zacapa, works with four mral 
schools on a nutrition and health program and involves 22 
volunteers. There are some 250 volunteers in all of Guatenala. 

Guatemalan Partners has a staff of only two paid personnel 
and a total administrative budget of $13,000 per year. Project 
budgets for the three programs run to about $14,000 from 
external sources, plus 412,000 in national funds. Partners of 
the Americas in the United States has contributed $200,030 for 
training programs, while USAID has awarded a $350,000 grant over 
two years, also for training. 

4.4.2.5 Catholic Relief Services. 

Catholic Relief Services (CRS) works in Guatemala through 
CARITAS, a counterpart agency operating under the Guatemalan 
Roman Catholic University. Emphasis of Catholic Relief Services 
(CARITAS) is in three basic areas: 

1) relief to those affected by violence; 
2) providing assistance to increase economic productivity; 
3) promoting hiproved health for the people. 



In health, there are three principal areas of activity, 
which are: 

1. Food aid; 
2. Portable water; and 
3. Health education. 

Food aid is primarily directed to mothers and children, 
through some 400 distribution centers around the country senring 
approximately 7,000 people. Many of the funds for this project 
come from PL-480 funds. Administration is through CABITAS of 
Guatemala. 

Potable water. CRS has been developing projects in Solola 
(in coo?eration with the Diocese of Spokane, Washington) and in 
Huehuetenango and Quiche (in collaboration with Agua del Pueblo, 
a private voluntary organization with a Guatemalan Board of 
Directors, working in small rural areas, mainly dealing with 
water projects of small to medium size). The latest project to 
be inaugurated by CRS and Agua del Pueblo working together has 
900 connections, the largest such project ever for either of the 
two organizations. 

Funding for water project development in over 2 dozen 
c o m n i t i e s  by CRS has been coming from AID for the last five 
years through a central grant from AID Washington to the CRS 
main office in Hew York and which ends in December, 1986. CRS 
is now looking to various European countries (with grain surplus 
accounts) for assistance. 

In the area of health education, CRS is training health 
promoters, as part of a typically grass-roots kind of effort on 
the part of the dozen or so dioceses in Guatemala. Training is 
provided by ASECSA, a private voluntary organization 
headquartered in Chimiltenango, and historically a derivative 
organization of the Behrhorst Foundation, which offers health 
promoter courses to local students at ths request of local 
agencies. (In addition to training health promoters, ASSCSA 
operates a low-cost pharmacy in Chimaltenango, where local 
clinics may come to buy drugs at low cost.) 

CRS also has programs in oral rehydration tkera~y (OXT) and 
has sponsored immunization programs in the past. 

Prior experimental work with ORT incluCes preparation of 
low cost oral rehydration salts. (Presently a fraction of the 
cost for comercial preparations) for distribution to private, 
non-profit clinics--most of which are church related. 

The annual budget of CBs for 1985 was $5,286,841, expended 
mainly for assistance, and cash grants. 



4.4.3 Constraints and Issues 

The major constraint perceived by most PVOs is lack of adequate 
financing. Many of the smaller PVOs find it difficult to raise 
adequate operating funds, and depend on donor agencies for 
assistance. USAID has had a major role in providing support for PVOs 
in Guatemala. 

Still another constraint facing the PVOs is their often limited 
mandate. Operating with specified funds, the PVO may be restricted 
in the areas it can undertake or explore. Overall organizational 
goals may not be consistent with the particular needs of Guatemala at 
any given point in time. Yet, the PVO must follow its organizational 
directives. 

A more significant constraint than either of the foregoing is 
the "isolation factor" facing PVOs. Typically, one PVO will not know 
what the other PVO is doing, even in the same community. Mot 
infrequently it takes an outsider to introduce the operating agents 
to one another and to e ~ l a i n  how their projects might, or might not, 
relate. Communication among PVOs remains a fundamental and central 
obstacle to their effective functioning. 

A derivative of inadequate comnication is inadequate 
coordination. This is a continuing problem that faces most PVOs in 
Guatemala and elsewhere. Their projects, while likely meritorious in 
therrselves, coordinate poorly with programs initiated both by the 
g c v e v e n t  and by other representatives of the private sector. The 
result is that projects sponsored by the PVOs often fail to survive 
the tenure of the PVOs. This is a major problem and a concern of the 
Guatemalan Government. 

Several outstanding issues are related to the foregoing 
constraints. A primary issue is the relationship of PVO's to the 
government. Should PVO1s be required to coordinate their activities 
with those of government agencies? If so, how should this be 
accomplished? Issues such as these must be dealt with if PVOs are to 
reriain welcome in the Guatemalan setting. 

Another critical issue is how PVOs can most effectively be 
coordinated. Unless they coordinate with one another, as has been 
noted, they run the risk of disjointed activity and ineffective 
programing. Groups such as ASIUDES exist for the puqose of 
promoting this coordination, yet ASINDES has only a handful of the 
many PVOs in Guatemala as members. 



4 . 4 . 4  Summary, Conclusions and Recommendations 

Llhatever one may think of private voluntary organizations and 
their role in a setting such as Guatemala, the fact is that they 
exist and are present in large nunbers. &i can be seen from the 
examples provided in this section, they also corrrmand significant 
amounts of money. Accordingly, they are participants in the health 
care scene of Guatemala who cannot be ignored. 

Various efforts have been made to promote coordination of PVO 
activities. One is the formation of U I N D Z S ,  a coordinating 
superagency for PVOs in Guatemala. This group has been stimulated by 
a $1 million two-year grant from USAID. Unfortunately, it has yet to 
find a clear direction and currently represents the same kinds of 
divisions which mark the PVOs themselves. 

At this time, it is recommended that: 

4 . 4 . 4 . 1  AID continue to work through and with PVOs when they 
can appropriately serve the interests of Guatemala 
with both efficacy and acceptability. Areas to be 
supported include trainin~ of rural health promoters, 
extension of family planning information, distribution 
of supplies, commodities, and participation in ORT and 
EPI programs, among others. 

4 . 4 . 4 . 2  AID should continue to work to achieve better 
coordination amcng exlstin~ PVOs in Guatemala, 
possibly lookinft toward cooperation thrcuzh anreed 
upon policy ~uidelines, rather than the development of 
an intermediary fundinq agency for pattici3ating PVCs 
(e.~., ASINDES). 

4.4.4.3 AID promote regular meetin~s and workshops amonR PVOs 
working in Guatemla, in order to facilitate exchange 
of ideas and infomatign. 

4 . 4 . 4 . 4  AID sponsor the regular oublication of an annotated 
directory of PVOs in Guaterala, workinq through 
ASISDES, the Peace Cons or other interested group. 

.5  Other Private Sector Activities 

4.5.1 Overview 

While the ~rivate vcluntary organizations ( P V 3 s )  described in 
the previous section ( 4 . 4 )  make up an iqortant ? a r t  of the 
maternalan health delivery system, other private sector entities and 
agencies are also proninent. 



~ l t h o u ~ h  the bulk of hospital care is provided by the public 
sector, private sector hospitals, especially in the capital city, 
demonstrate the use of advanced medical techniques in their 
day-to-day activities, and are meeting local demand for the highest 
quality medical care services, some of which would otherwise be 
deflected abroad. That is, by rendering their services, the private 
hospitals result in a savings of foreign exchange for the country as 
a whole. 

The hospitals are supplemented by a wide variety of out-patient 
clinics and laboratories, some of them of very high quality. It must 
be noted that many physicians combine part-time employment in the 
public sector with a private practice, while others are self-employed 
on a full-time basis. 

Indeed, even the casual observer has to be struck by the number 
of street-front "clinics" and physicians' offices even outside the 
metropolitan area. 

Private pharmacies, besides dispensing medicine on a timely 
basis to individual purchasers, also act as an important sources of 
primary health care. Local pharmacists find themselves on the front 
lines, frequently seeing sick people before they are seen by 
doctors. For poor people, the pharmacist's diagnoses and 
prescriptions are likely to be the only ones they get. Like other 
primary care providers, pharmacists also play an important role in 
referring patients to secondary and tertiary levels of health care. 

It would be imensely useful to be able to review accurate and 
timely summaries of the activities of the private sector providers -- 
key statistics on the numbers of private physicians, clinics, 
hopsitals, etc. and on all their services. Unfortunately, the 
information is not currently compiled in any surmnary £ o m .  Of 
course, physicians rrmst, as noted below, be members of their 
professional college, and hospitals must register with the Ministry 
of Health. 

We want to emphasize, however, that no health-related agency has 
collected these statistics for its own use. As will be pointed out 
in other chapters, the absence of quantitative descriptors for the 
health sector as a whole seriously impairs effective health planning 
for the provision of health care in the quantities and at the places 
such care is needed. 



4 . 5 . 2  Physicians 

Physicians a r e  organized i n  the  Guatemalan College of Physicians 
and Surgeons. Hembership is a l e g a l  p re requ is i t e  t o  p r ac t i s e  
medicine. The Colegio recognizes 32 spec i a l t i e s  through a s e r i e s  of 
a f f i l i a t e d  spec ia l i zed  assoc ia t ions .  In  general,  membership i n  a 
s p e c i a l i s t ' s  a ssoc ia t ion  comes only through prac t ice ;  qualifying 
examinations e x i s t  only f o r  p e d i a t r i c s  and radiology. 

According t o  D r .  Leon Arango P o r t i l l o ,  President of the Colegio, 
about 5,000 physicians a r e  cu r r en t l y  ac t ive  i n  Guatemala. of these,  
1,000 a r e  s p e c i a l i s t s  while t he  remaining 4,000 are  general 
p r a c t i t i o n e r s  ( G P ' s ) .  The c a p i t a l  c i t y  contains about one-quarter 9f 
t he  country 's  population,  about 80 percent of the  general 
p r a c t i t i o n e r s ,  and 90 percent of the  spec i a l i s t s .  

The s t r eng th  of t he  p r i v a t e  sec tor  is shown through the 
requirement t h a t  a l l  p r ac t i c ing  physicians maintain menbership i n  the 
Colegio. It is independent of t h e  government, a s  a re  the eleven 
o the r  profess ional  col leges  (engineers,  accountants, a r ch i t ec t s ,  
e t c . ) ,  which a c t  a s  t r ade  assoc ia t ions  f o r  t h e i r  members. Uhile not 
t i e d  t o  t he  government, the  Colegio is  represented on the Superior 
Universi ty Council, a s  wel l  a s  being represented i n  the  Social  
Secur i ty  I n s t i t u t e  (ICSS) and t he  Hinis t ry  of Health. 

The Colegio charges dues, and uses i ts  income f o r  administrat ive 
expenses, continuing medical education seminars, and heal th  insurance 
( t h e  "timbre rnkdico"). It 'maintains an e lected d i sc ip l inary  body, 
t he  "Tribunal de l  Honor," t n  dea l  with malpractice complaints. 
(Malpractice does not  ye t  e x i s t  a s  a l ega l  concept i n  courts  outside 
the  Colegio),  and can levy sanc t ions ,  including poss ible  suspension 
of the  r i g h t  t o  p r ac t i c e .  

4 .5 .3  Prepaid Health Plans i n  the  Pr iva te  Sector 

Three pre-paid hea l t h  systems and a number of heal th  insurance 
f i rms e x i s t  i n  the  p r i v a t e  s e c t o r  a s  a l t e rna t i ve s  t o  fee-for-service 
ca re .  Their  growth i n  recent  years  r e f l e c t s  the unresolved problem 
encountered by publ ic  s ec to r  providers  who, a t  l e a s t  i n  p r inc ip le ,  
a r e  charged with r e spons ib i l i t y  f o r  nat ional  heal th  care ,  and by 
individual  p r i va t e  providers who may have outpriced thenselves. 

4.5.3.1 xa_lud T o t a l  

The most expensive and ~ o s t  c o q l e t e  of these ~ r o g r m s  is  
Salud Tota l ,  a p r i va t e ly  owned for -prc f i t  heal th  aaintenance 
organizat ion ( H U O ) .  I ts operations a r e  confined t o  the cap i t a l  
and cen t e r  on t he  p r i v a t e  Hospital ,  Kerrera Llerandi. Founded 
i n  January, 1984, i t  has grown t o  4,000 senbers. 



A family with two adults and three children pays an annual 
fee of 950 quetzales (U.S. $320) and, according to the firm's 
advertising literature, may do so by credit card. At current 
free-market exchange rates, the annual charge is about $320. As 
with all pre-paid health plans, there are certain exclusions, 
the most notable of which are dental care, voluntary abortion, 
high-tech surgery (organ transplants, open heart surgery), and 
voluntary sterilization. Pre-existing conditions are not 
covered by the plan. 

In addition to sales to fanilies, Salud Total supports 
group affiliations, although again, it only accepts the healthy 
people in these groups. 

Members choose their health care providers from lists of 
physicians affiliated with the plan. Physicians are paid a 
monthly salary (for in-house staff) (with norms of five 
consultations per hour), a discounted fee-for-service per 
patient visit for out-patient consultations, or a capitation fec 
based on the number of menbers enrolled in the plan. The plan 
is currently moving toward greater reliance on the capitated or 
salaried approach, and away from fee-for-service reimburserent. 

At present, the plan is sold by insurance agents, who also 
sell other life and casualty policies, and who earn a cormnission 
of 15% on sales. As part of a member incentive experiment, 
menbers who recruit new menbers will be given an equivalent of 
ths sales cormnission as a rebate on their monthly membership 
prerniw. 

When economists refer to segmented markets, they might use 
Salud Total and La nedica Guatemalteca as exanples. The fomer 
has comparatively wide coverage, minirial co-payment for 
services, and is expensive. The latter has narrower coverzge, 
co-payments for most services, and is much cheaper. Associated 
with a 40-bed hospital, the physical amenities of "La Yedica" 
stand in sharp contrast to those of Salud Total. 

4.5.3.2 La Hedica Guatemalteca 

La Hedica was founded in 1967 .and indeed is Guatemala's 
pioneer HHO. It seeks to enroll both individuals and groups. 
As of 1986, it had affiliated 10,000 individual affiliates and 
16 companies with their employees. 

As a private ccnpany, La Hedica has 51 shareholders, most 
of whom are themselves physicians, but the majority of the 
shares, however, are on in the hands of these professionals. 



The Company's marketing is handled by a well-trained sales 
force of fifteen. Comissions consist of the initial monthly 
payment of the new member, and 40 percent of subsequent payments. 

As with other HHOs, La Medics seeks healthy people as 
affiliates, within age limits. It also does not cover 
pre-existing conditions, and imposes a year-long waiting period 
after initial enrollment before covering minor surgery. Major 
surgery is only covered after a two-year membership. 

The cowany uses tkee classes of physicians. Four 
full-time medical residents who work on fixed salaries, handle 
consultaticns in the downtown offices of La Mkdica. Part-time 
"General" physicians also serve the organization in its offices 
on an hourly basis, and are expected to handie five to six 
consultations per hour. -1 third class of physicians, outside 
consultants, handle referred cases. In return for La Uedica's 
volume of referrals, they discount their usual fees by more than 
50 percent. 

La Uhdica's plans fer the future include expanding its bed 
capacity from 40 to 50  at, its present site, and to improve their 
service quality to a competitive level. 

To expand its services, it has alsc fomed a private 
foundation to sponsor research on Central American health 
problems, as well as su?gort publicaticns and offer assistance 
to other hospitals and c l i a i c s .  It has also sought formally to 
handle part of the Social Security Institute's oaternity cases, 
but those proposals have been unsuccessful thus far. 

A third pre-paid program focusing exclusively on 
agricultural laborers is .%grosalud. Founded in 1978 by a 
Xaryknoll priest, it seeks to sene Gusteraian plantation 
("fincaw) workers. Ps a private f i n ,  it is organized on a 
non-profit, non-religious acd apolitical basis. 

The progran featur.2~ a variety of 3revsntive and curative 
services, including vaccination, beparasitization, fanily 
planning, provision of watar acd la:rincs, tuberculosis central, 
an onchocerciasis p t a g r a ? ,  sale of g e n s r i c  medicines, oral 
rehydration, prevention sf a ? e ~ i a ,  food ;up?lements, pediatric 
dentistry, and malaria cantral. 
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P l a n t a t i o n  owners purchase  t h e  s e r v i c e s  of Agrosalud f o r  
t h e i r  workers.  Two motives are p resen t  -- t h e  owners* 
s e l f - i n t e r e s t  and t h e i r  humanitar ian impulses. Heal th . 
economists and o t h e r s  a r e  convinced t h a t  w i th in  reasonable  
limits t h e  cost  of h e a l t h  care is  more than repa id  by h igher  
worker p r o d u c t i v i t y .  O f f i c i a l s  i n  Agrosalud a l s o  r e p o r t  t h a t  
owners f o r n e r l y  f e a r f u l  of s e t t i n g  f o o t  on t h e i r  own proper ty  
have enjoyed b e t t e r  ( s a f e r )  l a b o r  r e l a t i o n s  a f t e r  becoming 
a f f i l i a t e s  of t h e  program. 

A n  owner pays an  e n t r y  f e e  of about 42,000 t o  become a 
member. I n  r e t u r n ,  two o r  more h e a l t h  promoters a r e  t r a i n e d  t o  
work on t h e  owner's farm, a c l i n i c  e s t a b l i s h e d ,  equipped and 
s tocked,  medicines a r e  purchased,  ( f o r  a set-up charge of 
4700). Fixed monthly charges  range from Q275 f o r  farms wi th  
fewer t h a n  500 i n h a b i t a n t s  t o  4425 f o r  those  wi th  more than 500. 

A t  p r e s e n t ,  most of t h e  members of Agrosalud a r e  small  
f a n n e r s ,  b u t  Agrosalud does  s e r v e  fa= of cons iderably  
d i f f e r e n t  s i z e s ,  which has  l e d  t o  d i scuss ion  of t h e  appropr i a t e  
b a s i s  f o r  s e t t i n g  cha rges .  Given t h e  f i x e d  c o s t s  of beginning 
o p e r a t i o n s  on any g iven  farm, t h e  organiza t ion  has  decided 
a g a i n s t  charg ing  on a s t r i c t  p e r  c a p i t a  formula. 

Agrosalud 's  s t a f f  c o n s i s t s  of a coordina tor ,  a pharmacist ,  
a s e c r e t a r y ,  and f o u r  f i e l d  s u p e r v i s i o r s .  A l l  t h e  supe rv i so r s  
have had formal  t r a i n i n g  a s  Rural  Heal th Technicians;  a l l  l i v e  
i n  t h e  f i e l d  and spend one t o  two days p e r  week on each farm. 

The program main ta ins  con tac t  wi th  t h e  owner-cl ients  
through monthly r e p o r t s  on p rogres s  made toward pre-spec i f ied  
h e a l t h  g o a l s .  The r e p o r t s ,  i n  t u r n ,  a r e  based on information 
c o l l e c t e d  by t h e  h e a l t h  promoters ,  inc luding  family composition, 
housing type  and o t h e r  i tems gathered,  as b a s e l i n e  d a t a  f o r  
p e r i o d i c  assessment of program progress .  

A s  a m a t t e r  of p o l i c y ,  Agrosalud s e l l s  medicines t o  t h e  
workers a t  c o s t ,  r a t h e r  t han  g iv ing  them away. A revolving fund 
i s  thus  main ta ined ,  a l lowing renewal of t h e  i n i t i a l  inventory of 
drugs .  Rea l ly ,  no th ing  is  "f ree"  about t h e  program, s i n c e  t h e  
ovners  pay f o r  every s e r v i c e  provided. The cos t  of medicine, i s  
t h e  only d i r e c t  charge t o  t h e  workers. 

Hea l th  promoters who work f o r  Agrosalud a r e  employed on a 
f u l l - t i m e  b a s i s  and r e c e i v e  from 4120 t o  QZOO p e r  month. They 
a r e  r e c r u i t e d  from t h e  l o c a l  c o m n i t i e s  and a r e  expected t o  
ma in ta in  c l o s e  r e l a t i o n s  t o  t h e i r  farm's  workers. They must 



speak  t h e  predominant language ( o f t e n  an  Ind ian  language)  of t h e  
group w i t h  whom they  work, and are a l s o  expected t o  do home 
v i s i t s .  

T ra in ing  f o r  t h e  promoters  is provided by t h e  Behrhorst  
Foundat ion i n  Chimaltenango through a 6 week i n i t i a l  t r a i n i n g  
program and annua l  two-week r e f r e s h e r  course.  

Hea l th  educa t ion  i s  a = j o t  emphasis of t h e  program. Its 
h e a l t h  promoters  a s s i s t  t h e i r  fa rm's  workers i n  e s t a b l i s h i n g  
p o r t a b l e  water systems,  i n s t a l l i n g  l a t r i n e s ,  and improving 
hygiene  i n  g e n e r a l .  They are a l s o  r e spons ib le  f o r  ixmnfnization 
and c a r i n g  f o r  minor medical  problems, i nc lud ing  s u t u r i n g ,  when 
necessa ry .  

Agrosalud h a s  e s t a b l i s h e d  as p o l i c y  t h a t  a l l  eriployees on a 
farm f o r  s i x  months o r  more n u s t  be immunized. A reasonable  
degree  of s t a b i l i t y  i n  t h e  l a b o r  f o r c e  of farms served  by t h e  
program has  l e d  t o  success  i n  t h i s  e f f o r t .  The program c a r r i e s  
on a mini -vacc ina t ion  campaign every  t h r e e  months and main ta ins  
Sys tema t i c  medica l  r eco rds  documenting which workers a r e  t o  be 
i m n i z e d  and where they  l i v e .  

I n  some a r e a s ,  t h e  l a t r i n e  program has been s t r i k i n g l y  
s u c c e s s f u l ,  w i t h  a r a t i o  of one l a t r i n e  pe r  home. The farm 
owner i s  charged Q10 p e r  l a t r i n e  f o r  m a t e r i a l s ,  and t h e  worker 
must be  w i l l i n g  t o  b u i l d  t h e  s t r u c t u r e  i n  o rde r  t o  r e c e i v e  t h e  
m a t e r i a l s .  

Agrosalud is  a l s o  involved  i n  developing wa te r  p r o j e c t s .  
It i s  t h e  owner who dec ides  what kind of p r o j e c t  w i l l  be 
i n s t a l l e d ,  ranging  from communal wash bas ins  t o  piped wa te r  f o r  
i n d i v i d u a l  homes. A s  w i t h  t h e  l a t r i n e s ,  t h e  owner pays f o r  
m a t e r i a l s  wh i l e  t h e  workers supply t h e  necessary  l a b o r .  

S i n c e  i t  p rov ides  s e r v i c e s  i n  a r e a s  where IGSS o f f e r s  a t  
l e a s t  some b e n e f i t s ,  Agrosalud has  proposed t o  t h e  S o c i a l  
S e c u r i t y  I n s t i t u t e  (IGSS) t h a t  r e b a t e s  be made t o  farm owners 
who a r e  menbers, s i n c e  t h e y  a r e ,  i n  e f f e c t ,  paying twice  f o r  
s e r v i c e s .  I n  t r u t h ,  however, Agrosalud s e r v i c e s  a r e  n o t  
d u p l i c a t e d  by IGSS, y e t ,  as  of t h i s  p r e s e n t  d a t e ,  t h e  IGSS has 
n o t  responded f a v o r s 5 l y  t o  t h i s  p roposa l .  

P r i v a t e  Heal th  Insu rance  

H e a l t h  i n s u r a n c e ,  d iscussed  more f u l l y  i n  the  Chapter  on Heal th 
Care F inancing ,  is  e s s e n t i a l l y  group-cantered i n  Guatemala a t  t h i s  
t h e ,  a s  s a l e s  a r e  l i n i t e d  t o  organized groups of t e n  o r  more persons .  



This type of insurance coverage has grown rapidly, primarily in 
response to employers* desires to supplement IGSS benefits, to attain 
a coverage of some 17,000 mainly white-collar workers, distributed 
among 5  major insurance firms. Plantations have also been investing 
in health insurance for their pennanent employees. 

A key distinction between health insurance and the M O * s  
described is the lack of restrictions for affilifation (i.e., 
individual members of groups with pre-existing conditions are 
accepted). 

4 . 5 . 5  Surmnary. Conclusions and Recommendations 

It should be apparent from the foregoing that little organized 
information exists on private health sector activities in Guatemala, 
particulary as pertains to health providers and non-public 
institutions, in spite of requirements to register with professional 
colleges or the government. 

For the most part, there are no qualifying exams for medical 
specialties. Similarly, there are no certification requirements for 
private hospitals and clinics. Because of the heavily competitive 
nature of the latter industry, it can not agree upon a common data 
system. Indeed, there is not even an association of private 
hospitals or clinics for this same reason. 

In this section, three major examples of private organized 
health care systems in Guatemala have been cited. They are all 
prepaid health plans -- Salud Total, La Hedica Guatemlteca, and 
Agrosalud. All are efficient in what they do and each targets a 
different segment of the market. In total, they serve only a tiny 
fraction of Guatemala's population and are significant more for their 
pronise than for their current service base. FQre financing 
mechanisms (e.g., health insurance) are dealt with elsewhere in this 
report. 

4 . 5 . 5 . 1  AID encourage studies designed to demonstrate how 
prepaid health plans can broaden their coverage tc 
larger segments of the population, particularv the lcw 
to middle income ~opulation. 

4.5.5.2 In conjunction with the public sector. AID suvport 
systems desi~ned to assure reqular and accurate 
reporting of health data by the private sector in 
Guatemala. This should include deve?opmetn of: 
appropriate reportinp, forms, incentives to providers, 
the use of such forms, and mechanisms for tirnely and 
accurate data analysis and reporting. 



SOCTO-CULTURAL FACTORS IN HEAL'm CARE 

5.1 Medical Beliefs and Theories 

History and culture have forined a complex mosaic of medical beliefs 
and practices in Guatemala. Indian, Medieval Spanish and !nodern Uestern 
approaches to health c a r e  are all irtertwined to present unique 
challenges to the health cars professional, be he practitioner or 
policymaker. 

The najority of the populatien is either Indian or Ladino. The 
latter may be physical -- i.e., a cross between Indian and European -- 
or, as in most cases in Guatemala, cu1tural.l' 
As culture is learned, Indians can, and do, become Ladinos. 

Table 5.1 
Changes in the Absolute and Relative Numbers of the Tndian -- 

Population of Guatenala from 1893 to 1973 

Absolute Relative 
Year Numbers Nunbers 

(Percent) 

Saurce: Arias 9. Jorge: La Poblacion de Gcatemala. Institute 
Centroanericano de Investigation y Tecnologia 
Industrial .(ICAITI) y Universidad Cel Valle de 
Guatenala, Guatemala, 1986. 

1/ Tax, Sol: "The Hunicipios of the Mid-Western Highlands of - 
Guaterrala," Ar;',,erican Anthropolc~ist, July- Sept., 1937. 



The transition from Indian to Ladino is gradual. Complete Ladinoization 
usually takes several generations. The process involves evolutionary 
changes in general behavior,q/ in the way the world is structured in 
the min~.3/ There are no detailed studies on how medical belief 
systems gradually change with Ladinoization, but it is reasonable to 
expect a series of gradations parallel to those occurring in other 
aspects of culture, such as dress, language. and diet. 

The various beliefs and mixing of beliefs result in a very complex 
regional distribution. Eastern Guatemala has a small Indian population 
and a large Old Ladino population.?/ These Ladinos are cultural and 
biological descendants of the colonial Spaniards. Poor, and to a certain 
degree isolated, they have preserved a rich body of European medieval 
beliefs and practices with a veneer of m o d e m  Western elements. By 
contrast, in most of the rest of the republic. various Indian beliefs are 
abundantly mixed with old and new Western beliefs. In fonrtulating health 
policies and designing programs, it is vital to understand -- and factor 
in -- these different cultural practices and beliefs. 

A variety of beliefs in the etiology of the same name disease may be 
found moving from one geographical and cultural region to another. Some 
of these differences are as great as those separating the physician's 
conception of malaria from that of the peasant on the Pacific coast, who 
may attribute it to having gotten wet. Some examples will show these 
differences. 

"Hot blood" is strongly associated with evil eye in Patzun, 
chimaltenango .z/ A person coming in from the hot sun may be thought 
involuntarily to cause illness in a young child by transmiting the heat 
to him. Rubbing an egg, perceived as cool, over the child's body, cures 
him. The egg becomes cooked. In Uomostenango, Totonicapan, evil eye is 
nore strongly associated with spiritual cannibalism. The cure involves 
appeals such as: "go away to another place," "leave me alone," and "go 
home." The person responsible for the evil eye is often said to have 

21 Adams, Richard N: "La Ladinoizacion en Guatemala." In Integration - 
Social en Guatemala, 1956: 22-28; and Encuesta sobre la cultura de 
10s ladinos en Guatemala, 1964: 54-56. 

3 1  Uendez-Dominguez, Al-fredo: "Uental Configurations: An Approach to - 
Guatemalan Culture Change." In Psycholo~ical Anthropolo~y, 1975. 

4/ Adam, 1956: 138-142. - 
51 Hkndez-Dominguez, Alfredo: "Illness and Medical Theory among - 

Guatemalan Indians." In Heritage of Conquest Thirty Years Later, 
1983: 285. 



"bad blood." E v i l  eye i n  Totonicapan is n o t  a c a s u a l  i s s u e ,  s i n c e  men 
can be condemned f o r  " i n f l i c t i n g  damage" on o t h e r s  .6/ 

Lack of a p p e t i t e ,  genera l  apathy,  f e a r  and f e v e r  a r e  symptoms of a 
c h i l d  s u f f e r i n g  from magical f r i g h t  o r  s u s t o .  171;e c h i l d  s u f f e r s  an 
impression t h a t  h i s  h e a r t  ( a  p a r t  of h i s  s p i r i t u a l  be ing)  abandons him. 
One of t h e  cures  used i n  Chamelco, Alta Verapaz, is t o  "smoke" t h e  c h i l d  
by burning something a s soc ia t ed  wi th  t h e  cause  of t h e  f r i g h t . l l  9y 
t h i s  procedure,  t h e  image of t h e  event  t h a t  caused t h e  s u s t o  s t i c k s  t o  
t h e  smoke agent ,  l eaving  t h e  p a t i e n t ' s  i n s i d e s .  Eoth snoke and inage g e t  
l o s t  i n  t h e  e t h e r e a l  world. 

I n  Chanelco, t h e r e  a r e  o the r -p rocedures  t o  g e t  t h e  inage  o u t  of t h e  
p a t i e n t ' s  body, a s  t h e  following case  shows: 

"A g i r l  went t o  f e t c h  water and f e l l  i n t o  t h e  r i v e r .  
She got  f r igh tened .  A f i v e  c e n t i m e t e r - t a l l  c l a y  d o l l  
was made. T h i r t y  h a i r s  from t h e  top  of t h e  g i r l ' s  head,  
some of he r  eye la shes ,  n a i l s  and p i e c e s  of c l o t h  were 
s t u c k  on t h e  d o l l .  The d o l l  and t h e  g i r l  were t aken  t o  
t h e  p lace  where t h e  f r i g h t  had occurred .  The f a t h e r  
whipped h i s  daughter  hard t o  ob l ige  ' t h e  h e a r t  t h a t  
s c a r e s '  t o  leave  her  and s t i c k  t o  t h e  d o l l .  Then, t h e  
d o l l  was bur ied  t o  s e a l  t h e  a s s o c i a t i o n  of t h e  image and 
t h e  th ing- 'S tay  he re ,  t h i s  i s  your p l a c e '  . W E /  

Zn Patzun,  however, t h e  e m h a s i s  Is p laced  on t h e  
r e scu ing  of t h e  l o s t  s p i r i t ,  r a t h e r  than e x o r c i s i n g  t h e  -- 
image. Gihereas i n  Chamelco, a  c l ay  d o l l  embodying t h e  image 
t h a t  caused t h e  f r i g h t  may be buried i n  t h e  p l a c e  where i t  
occurred ,  i n  Patzun,  t he  s p i r i t  of t h e  p a t i e n t  is "brought 
back."  This  is  done by p lac ing  some c l a y  from t h e  p l a c e  
where t h e  f r i g h t  has  occurred on the  p a t i e n t ' s  forehead ,  a t  
t h e  same time c a l l i n g  the  s p i r i t  from t h e  p l a c e  where t h e  
f r i g h t  has  occurred back t o  t h e  p a t i e n t ' s  house ,  through t h e  
town's s t r e e t s .  

6 1  Hendez-Dominguez, 1983; Hurtado, Juan J o s e :  " E l  Ojo." - 
I n  Tradic iones  de Gua temla ,  1968. 

71 Hendez-Dominguez, 1983. - 
81 I b i d .  - 



Sone of t h e  most impor tan t  f o lk -med ica l  t h e o r i e s  in  Guatemala a r e  t h e  
following:!?/ 

- Supe rna tu r a l  Encounters :  P a t i e n t  c o n t a c t  w i t h  a  ma jo r  
s u p e r n a t u r a l  be ing  ( a  s o r t  of g o d ) ,  a minor  e n t i t y  ( s u c h  a s  
e l v e s ,  f a i r i e s  o r  g o b l i n s ) ,  o r  t h e  dead .  

- I n t e n s e  D e s i r e :  A s t r o n g  d e s i r e  on b e h a l f  o f  t h e  mother  o r  t h e  
f a t h e r  may l e ad  t o  t h e  i l l n e s s  o f  the  d e s i r i n g  pe r son  o r  t o  an  
unborn c h i l d .  

- Cannibalism: An i n d i v i d u a l  may become ill because  h e  is be ing  
magica l ly  e a t e n  by a n o t h e r  p e r s o n .  

- I n t e n s e  Emotion: Such f e e l i n g s  c a u s e  f r i g h t  o r  i m p r i n t  images 
on t h e  p a t i e n t  . 

- Fumes a n d v a p o r s :  I l l n e s s m a y r e s u l t f r o m c o m i n g i n t o  c o n t a c t  
w i t h  emanat ions  f rom an ima l s ,  s e x u a l  o r g a n s ,  o r  s e x u a l  
a c t i v i t i e s .  

These a r e  n o t  wel l -def ined  sys tems  of  b e l i e f s .  I n  any g i v e n  
c o r m n i t y ,  e l e n e n t s  of two o r  more of them may be  found .  But t h e r e  is 
evidence of r e g i o n a l  d i f f e r e n c e s  which a r e  n e i t h e r  a d e q u a t e l y  unde r s tood  
no r  p r o p e r l y  taken i n t o  c o n s i d e r a t i o n  i n  t h e  p l ann ing  and e x e c u t i o n  of 
h e a l t h  programs. 

I n  a d d i t i o n  t o  t h e  importance of u n d e r s t a n d i n g  t h e s e  under1yir.g 
medical  b e l i e f s ,  it i s  a l s o  impor t an t  t o  a r r i v e  a t  a  c l e a r  i d e a  of how 
s p e c i f i c  t r a d i t i o n a l  i l l n e s s e s  r e l a t e  t o  Wes te rn  concep t s  and how i n  t u r n  
t h i s  r e l a t e s  t o  t h e  c u r i n g  p r o c e s s .  

The conf luence  of  t r a d i t i o n a l  and Wes te rn  i d e a s  conce rn ing  i l l n e s s  
v a r i e s .  There a r e  i l l n e s s e s  recognized  by t h e  r u r a l  and t h e  p o o r  c i t y  
popu l a t i ons  that have no equivalent in  Western  medic ine .  n a g i c a l  f r i g h t ,  
e v i l  eye ,  " h i j i l l o , "  "akwas," and " l a e l e "  a r e  b u t  a few. Some of  the 
e t i o l o g i c a l ,  b u t . m o s t l y  symptomatic,  e l e m e n t s  of t h e s e  d i s e a s e s  a r e  
concep tua l ized  w i th ing  t h e  Western sy s t em u n d e r  o t h e r  i l l n e s s e s .  
Thus, some of t h e  syrr,ptorns of n a g i c a l  f r i g h t  m y  cor respond  t o  t h e  
I n f a n t i l e  P l u r i c a r e n t i a l  Syndrome caused by  p r o t e i n - c a l o r i e  
d e f i c i e n c i e s .  It can  a l s o  r e p r e s e n t  m a l n u t r i t i o n .  

9 /  Wisdom, Char les :  ''The S u p e r n a t u r a l  World and Cur ing . "  I n  H e r i t a g a  - 
of Conquest ,  1952: 129-32. 



Lack of congruence between the Western and traditional systems of 
beliefs may also be found at the level of what constitutes a symptom, a 
cause, or the illness itself. Chills, fevers, and stomach pains, which 
are considered to be symptoms in Western medicine, are often 
co~ceptualized by the rural Indian population as illness itself. In 
other cases, both systems recognize an event as a symptom, but see it as 
produced by a very different cause. Sunken fontanelle, a symptom of 
severe dehydration in the newborn, is believed to be a disease caused by 
a witch-like man who sucks the child's life at night in Sacapulas, 
Qtlich&.g/ Sunken fontanelle has also been reported not as a symptom 
but as a cause. It is said to produce a downward palate projection 
inhibiting the child's eating.U1 

Finally, there are folk illnesses identical to the Western ones in 
tern of name, symptoms, and, occasionally, cure, but are believed to 
have a different etiology. This is often the case of malaria in marly 
endemic zones, where the illness is easily diagnosed by the 
patient.$2/ However, prevention often becomes difficult because of its 
etiological association with "getting wet," "chilled" and other 
circumstances that do not take the disease-bearing vector into 
consideration. 

With regard to curing practices, it is useful to distinguish among 
those that focus on the agent, on the etiological chain, the patient, or 
on the symptom. Modern Western medicine focuses on how to inhibit, 
expel, or destroy the agent. Occasionally, it centers on the patient or 
on syrrptoms, but seldom if ever on the etiological chain. Traditional 
curing often, but not always, centers on etiology. 

In a medical system where etiology is the main consideration, curing 
can be accomplished by inverting the behavioral conponents (the actions), 
while keeping relatively constant the substantive elements (persons, 
animals, things) of an etiological chain. This produces a functional 
inversion. A second alternative is to keep behavioral components 
relatively stable while semantically inverting the substantive 
coqonents, This produces a nominal inversion. There are other 
alternatives of a higher degree of complexity. The following example 
will clarify how some of the Eechanisms operate: 

I n /  Cabrera, Leonel: tape collection 
1 ~ 1  ~ o o s ,  E.L.: The Health of i3egicmsvil;e, 1384; Zola, I . K . :  "ml:ure 

and Synptons -- An Analysis of Patients Presenting complaints." I n  
h.ericari Socioiogical Rev*, 1956. 

i'/ xende~-Dminguez and b e b u s > ,  I.: unpublished d a t a  



A man and a woman were having sexual intercourse. Suddenly, a 
child enters. Sexual intercourse is interrupted. The semen, that 
normally is introduced in the lower part of the woman's body, does 
not flow. Consequently, the nonral result, the swelling of the 
woman's lower part, does not occur. Instead, the man's face swells. 
The woman does not deliver, neither does the swelling of the man's 
face go down, and he becomes sick. To cure him, the woman prepares 
water with her pubic hair, a sort of feminine semen to produce an 
inverse reaction. She gives him this potion to drink, thus 
introducing it in the upper part of the body (mouth). The man's 
swelling disappears .MI 

The way societies conceptualize health is probably as important as 
the way they conceptualize sickness. Unfortunately, very little is known 
about this phenomenon in Guatemala. Of particular importance are those 
conditions that will make an individual believe he or she is healthy or 
sick. Populations living in poverty and in a constant poor state of 
health may accept a greater degree of discomfort and body damage before 
considering themselves to be sick and resorting to medical treatment. 
High costs of curing illnesses in advanced stages and the very limited 
success of preventive medicine are likely to be supported by such a 
concept of health. 

5.2 Health Seeking Behavior and the Traditional Practitioners 

Decision-naking models have attempted to link symptoms and costs, 
accessibility and perceived efficacy, to health-seeking behavior .z/ 
These models postulate stages in the decision to seek health care. The 
first stage involves the evaluation of symptoms (nature of the illness, 
persistence, apparent seriousness). The second stage involves making an 
action decision (whom to consult, with whom or where to go for 
treatment). In the third stage, the actions performed are evaluated and 
a new decision made. 

Studies conducted among Tarascans in Hexico ,=I who are not too 
different from Guatemalan Indians, have detected four major treatment 
alternatives: 1) Self-treatment, using traditional herbal cures 

13/ Hendez-Dominguez, 1983. - 
14/ Becker, H.H.: The Health Belief Hodel and Personal Health Behavior, - 

1974 
15/ Young, J.: "A Hodel of Illness Treatment Decisions in a Tarascan - 

Town." American Ethnologist , 1980 
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or locally-sold commercial remedies; 2) treatment by local folk curers 
involving herbal remedies; 3 )  treatment by a practitioner of modern 
medicine who is not a physician, but rather a nurse or a self-trained 
practitioner; and 4) treatment by a certified physician. Four 

determinants influence the choice of treatment: 1) severity of the 
illness; 2) knowledge or experience concerning the illness and the 
remedy; 3)  the costs and accessibility of treatment; and 4) the 
confidence the patient has in the effectiveness of folk treatment. There 
are no similar exhaustive studies about the health-decision process in 
Guatemala, but there is isolated evidence of similarities. 

In the case of other illnesses, the etiology is important in a 
generic way and its diagnosis is easy. Everybody recognizes the illness 
and knows its cause. Evil eye is an example. Then there are illnesses 
whose cure does require a knowledge of the ekiology, but this is not 
self-evident to the patient; fever and stor.ach ache are often classified 
in this group. Finally, the cure of some llinesses requires knowledge of 
the specific circumstances that caused them. This is the case in susto, 
witchcraft, akwas and many other diseases. 

In all cases, self-medications may be the first step, but thereafter 
different behavioral chains are established according to the nature of 
the disease. For example, when a broken bone is too serious to be 
handled by self-medication, a community specialist will be approached. 
The community has its own specialists, often referred to as sobadores. 
When the sobador intervenes, but no results are obtained, a visit to a 
physician or hospitalization follows if time and money allow. Treatment 
under a physician or hospitalization will be the first steps in case of 
great seriousness, hence bypassing the sobador. 

kihen the etiology is important, but known (evil-eye, for instance), 
the patient treats himself or is treated by relatives. The cure may 
consist of performing certain rites in addition to the use of herbal 
medicines. If the relatives feel they don't h o g  enough about the curing 
performances, they may seek the help of an adivino, rezador, or zaioren 
(banoy utzil, in Cackchiquel) to perform it. 

The banoy utzil is also usually consulted when the illness persists. 
He will make a new diagnosis ax! if witchcraf: -is found to be the cause, 
the perfomdnce of esoteric rites will follou. If the illness still 
persists, a physician is consulted. Mcst oiten in these cases, the 
patient then receives sirultaneous treat~ent f rm the bansv utzil and the 
medical doctor. 

Lhen etiology is important, but is not self-evident ( a  stomach ache, 
for instance), the patiefit n o m ~ l l y  consults a comadrona if the patient 
is a woman or a child. The tern comadro~a means midwife. Child delivery 



is only one of the many comnity services they perfom. In Patzicia 
these women are thought to have been born with supernatural gifts for 
curing. Were they not to attend this supernatural call, they themselves 
would become sick and die. The comadrona's diagnosis will determine the 
recommended curative actions according to whether the illness is of a 
supernatural or magical origin, or lends itself to treatment by herbal . 
medicine. Occasionally she uses very simple patent medicine. If the 
illness persists, the patient will visit the curandeto. 

The curandero is a sort of empirical doctor, a man who has some 
knowledge of Western medicine. He generally uses only comercial 
medicines and one of his most important abilities is to inject. If the 
cure is not achieved and if aoney is available, the patient will then 
search for the services of a private physician inside or outside the 
comunity. He may go to a hospital when the illness is so advanced that 
death may occur. Hospitals are usually considered as the waiting rooms 
for death. Few people attend the health center, when they believe the 
etiology of the illness is unimportant and the disease is not serious. 
Hinor wounds and cutaneous staphaloccoci infections, are examples of 
conunon cases in the Centros de Salud. 

If health is not secured from the health center, the private 
physician, or the hospital, the patient may consult again the banoy 
utzil, the comadrona or the curandero. This is important, since usually 
a unidirectional trajectory is assumed, beginning from cheap, easily 
available, but ineffective service, and going on to more eqensive, less 
available, and more effective medicine. Gften the patient is not cured 
by Western treatment for any one of a variety of reasons, just as the 
traditional practitioner does not fail in all cases. Simultaneous 
treatment by Western and traditional medicines and shifting from one 
system to the other with frequent returns at different points in the 
development of the disease is a more accurate reflection of what happens 
than is implied in a undirectional model. 

A study of 46 episodes of illness among Ladinos collected for this 
study in La Democracia, Escuintla, suggests substantial similarities with 
the Indians of Patzicia. Table 5.2 shows the importance of 
self-medication, the use of herbs, and the dependence on traditional 
practitioners. 



Table 5.2 

Use of Alternative Health Sources for 
Treatment in a Coastal Ladino Comnity, 

for Forty-Six Disease Episodes 

Type of Medication Frequency 

Self medication 

a)  Herbs: 

--Cut in own garden 
--Bought 

b) ' ~ e f  t-over Wedicines : 

--Originally bought in stoze 
--Originally bought in drugstore 
--Received as gifts 

c )  Medicine Bought f o r  Illness: 

--Bought in store 
--Bought in dmgstore 

By Consultation with Individual Spec i a  lists 

a )  Traditional Practitioners: 

--Sobador (massagist) 
--Healer 
--Er,pirical physician 
--Physician 

b) In State-S?onsored Centers: 

--Health Center 
--HeaLth Post 

TOTAL 

Source:  Based on Interviews Hade iz La Deinocraci3, Escuintla, for 
the present stuCy, 1986 



From the previous discussion it should be evident that the concept of 
illness deternines to a great degree the pattern of health seeking 
behavior and thus becomes a basic issue for the development of health 
strategies. As previously noted, malaria is an example. Endemic to the 
Pacific coast, it is easily diagnosed by the patients themselves and the 
etiology is conceived as being irrelevant to its cure. Consequently, 
patients do not seek treatment with curanderos, comadronas, and prayers, 
but often resort to self-medication (although often in inadequate doses) 
of Western medicine.S1 Also, since etiology is uninportant, 
preventive medicine becomes a difficult task. 

Ethnic groups seem to differ in the importance given to some types of 
practitioners and traditional p-ractices. Indians seem to depend more on 
the Rezador (prayer specialist) and religious rites, as opposed to a 
greater dependence on the curandero and patent medicine anong Ladinos. 
But the degree of Ladinoization and regional differences are important 
modifiers of this generalization. The following is an example of this 
principle. In 2aragoza,Z/ an Old Ladino town, there was a comadrona 
whose services included writing love letters, curing by herbs, selling 
herbal and patent medicine, delivering children and making esoteric rites 
based on counter-magic and, very likely, black magic as well. 

The relationship among those engaged in curing and providing medicine 
(including owners of stores and drugstores), is usually complex and 
involves competition. Any health intervention should take this into 
consideration. The opinion that people in Patzicia have about the 
various sources of treatment is given in the following sununary of answers 
about locally available health care. 

-- The comadrona does not cure serious illnesses; the health center 
does not do so either. 

- - The community specialist does not make people wait; the health 
center does. 

- - The comnity specialist gives medicine; the health center does 
not prouide it. 

- - The corrmwnity specialist mostly makes diagnoses; the center also 
cures. 

16/ Hendez-Dominguez; Ruebush, T.: unpublished data - 
17/ Hendez-Dominguez, Alfredo: "Zaragoza." In La estratificacion social - 

de una comnidad ladina ~uatemalteca, 1967. 



- - The conununity specialist cares; the health center does not. 

- - The community specialist pays attention to what people say they 
have; the health center pays no attention to what people say. 

- - The conunonity specialist treats people respectfully; the people 
of the center tend to admonish the patient. 

Within the Western services cffered, the cornmupity clearly favors the 
private physician over the services provided by the HOH. 

The following are some evaluative statements on private medical care 
as opposed to health center care. 

- - The physician treats us well because we pay him; the health 
center people do not treat us the same way. 

- - The physician receives us promptly; in the health center we have 
to wait a great deal. 

- - The physician gives medicine; the health center never has any. 

- - The physician gives "goo2" medicine; the health center does not. 

In conclusion, Western and traditional medical systems are thought of 
as complementary alternatives by rural Guatenalans. They are believed to 
offer important services at different stages of the health seeking chain 
of behavior. These chains of behavior are detemined to a great extent 
by the nature of the illness as defined by the patient or person who 
makes the diagnosis. Considerations of seriousness, or cost, expressed 
in both money and time, seen to Se important after this initial 
diagnosis. Little is known, however, about the relative weight of the 
various factors intervening in the health care sesking process. 

The faith which cornunities have in their traditional practitioners 
cannot be disregarded as mere consequences of ignorance, desperation anC 
inpotence. There is little doubt as to the contribution of these 
practitioners to the maintenance and restitution of health in their local 
c~m~unities, irrespective of the blunders they n.zy occasionally comit 
according to Western theories. Their function is of particular 
ix?ortance in the case of illness of both a minor and nedium degrees of 
seriousness and in ser-~ices such as child deliveries. The samc can be 
said of their medicines, principally herbs, which constitute an inportant 
Conponent of health care In the srrall community setting. 



5.3 Culture and Communication 

Guatemala has a rich mixture of languages as well as cultures. In 
addition to Spanish, about eighteen Indian languages are spoken, some of 
them with several dialects that number more than twenty in total.=/ 
There are four major languages accounting for 2,403,848 speakers. These 
are : 

-- Ham (including Tectiteco, Tacaneco, Ham occidental, Ham norte, Xam 
sur, and Uam de Todos Santos Cuchumatanes), in the extreme West, with 
about 688,500 speakers. 

- - Quiche (including Quiche central, Quiche de Joyabaj, Quiche de Chiul 
Cunen, Sacapulteco, Sipacapense, Ache de Cubulco, Rabinal Ache), in 
the West and North, with 949,349 speakers. 

- - Cackchiquel (including Cakchiquel Occidental, Central, 
Sur-occidental, SureBo, Sur-central, Oriental, NorteOo) in the 
central and western areas with, 405,000 speakers. 

- - Kekch in the North-eastern region, with 361,000 speakers. 

To a large degree, language diversity reflects cultural diversity. 
While the departmental division is very much an arbitrary political 
adninistrative unit, counties correspond to socio-cultural bcundaries in 
large sectors of the country. In some cases, counties are even 
linguistically independent communities~/ whose cultural unity is 
translated into such aspects of life as dress, economic specialization, 
and organization of religious life. The county is a sort of cultural 
motherland for the Indian. 

Such conditions make the application of unflexible unitary programs 
very difficult. What works in one region may fail elsewhere. To be 
effective the health personnel need to have an understanding of the local 
culture and society, and knowledge of the language. 

In addition to traditional land-bound societies, there is a growing 
Indian population with only weak ties to the land. They are found mostly 
in large cities and on the Pacific coast. They, as well as those living 
in local comunities, represent multiple gradations in the process of 
~adinization.g/ This adds new demands on the health personnel and 
limits the application of centrally designed programs. 

18/ Sheetz, Pamela and Echerd, Stephen: Biblio~rafia del Instit& - 
Linquistico de Verano de Centroamerica, 1982: 6-7 

19/ 1bid.L1 - 
20/ Ibid. 4/ - 



Condit ions i n  P a t z i c i a ,  which is  n e i t h e r  t o o  t r a d i t i o n a l  no r  t o o  
wes tern ized ,  i n d i c a t e ,  f o r  example, t h a t  t h e r e  a r e  mixed opin ions  on the  
adequacy of t h e  communication between t h e  personnel  and t h e  p a t i e n t s  of a  
h e a l t h  c e n t e r .  Seven o u t  of e i g h t  persons  who have a t tended t h e  c e n t e r  
r e c e n t l y  s a i d  they  unders tood we l l  what they  were t o l d .  The e i g h t h  
person  s a i d  she  understood only  a  l i t t l e .  Ghen asked whether they  
thought  t h e  personnel  of t h e  c e n t e r  had understood them, s i x  s a i d  they  
be l i eved  they had b u t  two s a i d  no. 

A p a r t i c u l a r  i n s t a n c e  of misunderstanding occur r ing  i n  Guatemala C i ty  
(Colonia Primero de  J u l i o )  i s  i n d i c a t i v e  of how c o m n i c a t i o n  e r r o r s  can 
e a s i l y  occur .  A doc to r  t o l d  a  n o t h e r  t h a t  h e r  c h i l d  was m i d r a t a d a  
(dehydra t ed ) .  When t h e  mother was asked what t h e  doc to r  s a i d ,  s h e  
answered t h a t  h e  had s a i d  t h e  c h i l d  was desg r i e t ada  ( t o t a l l y  
f i s s u r e d )  .a/ This  happened between Spanish speaking people ,  a l though 
of a  d i f f e r e n t  s o c i a l  c l a s s  image. The problem is m u l t i p l i e d  s e v e r a l  
t imes  between people  of d i f f e r e n t  languages and c u l t u r e s .  

Both Ind ian  and Ladino p a t i e n t s  a l s o  complain t h a t  t hey  a r e  n o t  given 
s u f f i c i e n t  exp lana t ions  n o r  an  o p p o r t u n i t y  t o  a sk  ques t ions  of h e a l t h  
c a r e  p r o f e s s i o n a l s  .a/ Impor tant  coinponents i n  t h e  c o m n i c a t i o n  
between p a t i e n t s  and pe r sonne l  a r e  t h e  a t t i t u d e s  which they  ha rbor  
toward each o t h e r .  I n  a h e a l t h  c e n t e r  (Primero de J u l i o )  s e r v i n g  a  
margina l  b a r r i o  i n  Guatemala c i t y , = /  it was observed t h a t  some of t h e  
personnel  t r e a t e d  t h e  p a t i e n t s  w i th  i n d i f f e r e n c e  and impo l i t eness .  Such 
behavior  is p recond i t ioned  by a t t i t u d e s  toward p a t i e n t s  t h a t :  

- - come l a t e  f o r  appointmerlt ass ignments  
- - a r e  deinanding and i n s u l t i n g  
-- d i r t y  t h e  c e n t e r  
- - do n o t  know how t o  u s e  a  r e s t  room. 

I n  s p i t e  of t h i s  behav io r ,  and t h e s e  b e l i e f s ,  t h e  personnel  a r e  convinced 
they t r e a t  p a t i e n t s  p r o p e r l y  and p o l i t e l y .  Not s u r p r i s i n g l y ,  p a t i e n t s  i n  
t h i s  c e n t e r  had some poor opin ions  of t h e  h e a l t h  can te r  personnel .  
Kowever, t h e  p a t i e n t s  d i d  s a y  they  were wel l  t r e a t e d .  

The t r ea tmen t  t h e  p a t i e n t s  r e c e i v e  i n  Brirnero de J u l i o  r e f l e c t s  an  
accepted n o m  of i n t e r a c t i o n  between i n d i v i d u a l s  belonging t o  d i f f e r e n t  
s o c i a l  s t r a t a .  I n  t h i s  i n s t a n c e ,  t h e  outcone had some p o s i t i v e  a s p e c t s ,  
bu t  I t  i s  easy  t o  inag ine  o t h e r  s i t u a t i o n s  i n  which t h e  oppos i t e  wouid 
e a s i l y  be the  c a s e .  

211 Elena Hurtado ( p e r s o n a l  c o m u n i c a t i o n )  - 
2 2 1  Hurtado,  Elena and Hernandez, B e a t r i z :  I n f o m e  f i n a l  d e l  e s t u d i o  d e l  - 

case d e l  Centro de Salud d e  l a  Colonia P r i ~ e ~ o  de J u l i o ,  1985.  
231 I 5 i d .  - -  



Community P a r t i c i p a t i o n  

The h i s t o r y  of h e a l t h  programs i n  Guatemala shows slow b u t  measurable 
e v o l u t i o n  toward meeting t h e  needs of r u r a l  people .  Remote h o s p i t a l s  
were t h e  on ly  p e m n e n t  h e a l t h  s e r v i c e  provided b e f o r e  1944 .  These were 
fol lowed by es tab l i shment  of h e a l t h  c e n t e r s  i n  t h e  county s e a t s  and 
h e a l t h  p o s t s  i n  v i l l a g e s .  IGSS s e r v i c e s  have even expanded, a l though t o  
a l e s s e r  degree (Table 4 . 2 ) .  With a l l  t h i s  a c t i v i t y ,  grew t h e  convic t ion  
of t h e  need t o  use l o c a l  personnel  i n  programs, t o  i n c o r p o r a t e  some of 
t h e  t r a d i t i o n a l  p r a c t i t i o n e r s  i n t o  t h e  system, and t o  s e c u r e  some degree 
of community p a r t i c i p a t i o n .  

Local midwives have now been educated i n  Western s a n i t a r y  methods f o r  
c h i l d  d e l i v e r y ;  h e a l t h  promoters have been t r a i n e d  and a  number of them 
employed; and a  n e t  of vo luntary  c o l l a b o r a t o r s  was formed by t h e  malar ia  
e r a d i c a t i o n  program. I n  t o t a l ,  t h e r e  a r e  now some 25,300 v o l u n t e e r  
c o l l a b o r a t o r s  ac t ing  i n  popula t ion  c e n t e r s  of a  v a r i e t y  of s i z e s  (Table 
5 . 3 ) .  

The comadrona program has  been one of t h e  most s u c c e s s f u l .  The lack 
of c o n t r o l  groups makes sys temat ic  e v a l u a t i o n s  of t h e  program d i f f i c u l t ,  
b u t  t h e  number of a c t i v i t i e s  t h e  comadronas p e r f o m  and t h e  t r a i n i n g  they 
r e c e i v e  a r e  sugges t ive  of an important  r o l e  i n  c h i l d  s u r v i v a l  (Table  5 . 4 ) .  

Host of t h e  a c t i v i t i e s  of t h e  h e a l t h  promoter d e a l  w i th  s a n i t a t i o n  
and h e a l t h  educat ion (Table 5 . 5 ) .  Recent ly ,  o r a l  r e h y d r a t i o n  h a s  been 
incorpora ted  i n t o  t h e i r  a c t i v i t i e s .  The vo lun ta ry  c o l l a b o r a t o r  program 
f o r  ma la r i a  con t ro l  i s  a  we l l  o rganized ,  r e l a t i v e l y  s u c c e s s f u l  and unique 
governmental p r o j e c t .  The vo lun ta ry  c o l l a b o r a t o r s  a r e  s e l e c t e d  from 
those  persons  who a r e  i n t e r e s t e d  i n  p a r t i c i p a t i n g ,  have t ime t o  do s o ,  
and enjoy t h e  p r e s t i g e ,  and, b e t t e r  y e t ,  i n f l u e n c e  t h e y  have i n  t h e i r  
community. A voluntary c o l l a b o r a t o r  is provided wi th  medicine 
( ch lo roqu in ine ) ,  a  r e g i s t r a t i o n  book which an  i l l i t e r a t e  can u s e ,  and i n  
t hose  a r e a s  where blood smears a r e  taken ,  t h e  proper  equipment.  I n  t h e  
c o l l a b o r a t o r ' s  house t h e r e  i s  u s u a l l y  ano the r  t r a i n e d  person ,  u s u a l l y  a  
r e l a t i v e ,  who can a s s i s t ,  t hus  e l imina t ing  e x c e s s i v e  wa i t i ng .  Hsdica t ion  
is  f r e e ,  and so a r e  t h e  l abo ra to ry  exams. Close t o  50% of a l l  c a s e s  of 
ma la r i a  a r e  bel ieved t o  be t r e a t e d  by t h e  m a l a r i a  v o l u n t e e r  
c o l l a b o r a t o r s  

Uore r e c e n t l y ,  a  growing need has  been f e l t  f o r  t h e  development of a  
new system i n  view of p a r t i a l  f a i l u r e  of t h e  h e a l t h  c e n t e r s  and p o s t s .  
Th i s  i n i t i a t i v e  has had major i npu t  from t h e  p r i v a t e  s e c t o r  and 
i n t e r n a t i o n a l  o rgan iza t ions .  The system i s  o f t e n  r e f e r r e d  t o  a s  
"channel ing."  knong i t s  d i s t i n g u i s h i n g  f e a t u r e s  a r e :  



- - A more active participation of health personnel. The system of 
health centers and posts relies heavily on delivery of service upon 
community demand. This is true even in the case of the voluntary 
collaborator in the malaria program. In the new system health 
personnel look for the patient by means of home visits. 

- - A greater reliance on trained local personnel, and maintenance of 
more distant supervision. 

-- The population targets are the mother and child. 

-- Both health-related and non-medical aspects of comnity service, 
usually considered as actions of independent services, are integrated 
into a single program. 

There is still no program that fully incoqorates all these features 
of community participation and focus, yet some existing programs display 
a distinct community orientation, and warrant brief examination. 

11 The fitst node1 is prcvided by APROPAH. The Unidad de 
Distribucicn Cornnitaria (Cormunity Distribution Unit) of 
APROFAH bases its activities on the distribution of 
contraceptives by a voluntary collaborator network. 

Each project is conducted by a program chief, who is in charge 
of six promoters. Each promoter is in charge of twenty 
com.unity distributors, making a total of approximately 1,500 
voluntary distributors. The distributors operate outside the 
medical system in areas where there are few or no physicians. 
The distribution includes selling of condom, creams, jellies 
and pills. Prices fluctuate between thirty and forty cents for 
a dozen condoms or a one month supply of birth control pills. 
Voluntary collaborators are selected in a preliminary visit to 
the community, which also has the purpose of detecting interests 
on the matter. Leaders receive a forty hour course followed by 
two refresher courses a year. They are also given a manual that 
indicates when contraceptives should not be used and tells t5e 
promoter to remind the patient to go to the medical doctor for 
an annual examination. 

Zn addition to the direct comnity participation base6 on 
individual collaSorators, APRCFAH operates through already 
existing groups. There is collaboration with the Ligas 
Canpesinas (Peasant Leagues) and agricultural cooperatives. 
Moreover, APROFM has founded 75 Clubes de Ha3res (Hothers' 
Clubs), each with about twenty rnenbers with various 



functions. They are part of the communitary distribution of 
contraceptives, but are also engaged in a more comprehensive and 
multi-sub-sectional program, which includes the social, economic 
and cultural promotion of women and of health in general. A n  
example of this nultisectional approach is a group in Zacapa, 
which has promoted pig raising with apparently good results. 

2) The Asociacion Guatemalteca de Educacion Sexual, AGES, 
represents a second model of operation at the conanunity level. 
It heavily relies on voluntary workers that make personal profit 
through the distribution of contraceptives. The AGES is a 
non-profit program which includes family planning activities for 
young people. It distributes condoms and vaginal tables in the 
marginal areas of Guatemala City. This is done through juvenile 
leaders (animadores juveniles), selected from national secondary 
schools and juvenile organizations. They receive a forty-hour 
course. They distribute thecontraceptives to friends and 
acquaintances. The association provides the materials free 
(about 84,000 condoms and 20,000 vaginal tablets a year). The 
leaders can sell them and keep the profit. The program is now 
being extended to Huehuetenango, San Marcos and Quetzaltenango, 
starting with preliminary sex educati~n activities. 

3 )  Athird model is represented by the com.unity health programs of 
the Francisco Harroquin University. The program has made 
arrangenents with the village government (alcaldia auxil.iar) to 
provide the health post with two rotating collaborators, known 
as vigilantes, who receive minimal payment from the university 
program. The collaborators are trained and assume an active 
role consisting of mapping the sector in which they live, 
reporting cases, and providing oral rehydration salts. The 
program also has support from local midwives. 

A comnon denominator of these three programs is the combination of 
vertical and horizontal elements. A plan of action is decided and 
conceived at a high bureaucratic level, the cornunity is then encouraged 
to organize groups, or to provide isolated individuals interested in 
participating. 

The apparent success of these privately supported cormunity health 
programs is partially due to the elimination of complex governmental 
bureaucracies. Nonetheless, there is a need for coordination among the 
private and public sectors if these efforts are to be extended to the 
rest of the country. Ideally, this can be accomplished with greater 
cormunity participation.than at present. 



5 . 5  S u m r y  and Conclusions 

. The understanding of how symptoms, causes and cures are interpreted 
and conceptualized is indispensable for the design of health strategies. 
This is true whether these strategies are oriented toward a utilization 
of the existing body of beliefs or toward their re-structure. Of 
particular importance is the need for adapting health actions to local 
and regional variations of beliefs and ethnomedical theories. 

All this requires a greater support for studies that aim at a 
comprehensive understanding of medical beliefs in different regions of 
the country. To gain a greater efficiency, these studies probably should 
keep a narrow focus on set priorities such as aother-child care and child 
surviva 1. 

Anthropological, sociological and psychological theories h'ave arrived 
at some generalities. However, little i.s known about the weight that 
factors such as seriousness of illness and cost in money, time and social 
stress have in the decision process, as well as the variation these 
weights may have by region, ethnic group and kind of illness. 

Sound planning and execution of programs becones most difficult and 
risky without more information on the socio-cultural area. For exanple, 
there should be a greater effort to understand and integrate traditional 
practitioners and traditional medicine into Wester-n health services. 
Further, detailed studies of the practitioners' role and of ways they 
could be integrated to the prevailing system are recomended. 

In addition, support should be given to sustantive and 
interdisciplinary studies (igcluding botanical, phamacological and 
anthropological research) of traditional medicine, principally herbs. 

There is an urgent need for a deep understanding of behavioral 
patterns related to health seeking behavior and the factors that 
determine them. The same pertains to delivery of health services. Basic 
social organizational research should precede the formation of voluntary 
associations, such as health cornittees and co~peratives. 

There is a need for new systems, based on personnel playing a nore 
active role in the identification of cases and in the creation of a 
demand for health services. Lt is doubtful thai the extension of 
services already offered by existi~g health pcsts to new areas will 
produce satisfactory results. 

Support should be given to testing in other regions of the couxtry 
novel f o m  of health delivery, such as those incorporating voluntary 
collaborators and are now operating in very limited areas. 



' Errors of the past, including inflexibility, should be avoided. The 
use of experimental design where possible would facilitate the evaluation 
of new programs and avoid their premature extension to large areas or 
other ethnic groups. 

Support for systematic experimentation should be a continual effort. 
The inclusion of multidisciplinary teams, composed of social and natural 
scientists, is unavoidable in such efforts. 

A sound knowledge of the local language and culture is indispensable 
for adequate service delivery. Relevant cultural training for health 
workers should be supported. Detailed studies of the comnication 
process with refined social science techniques would be most useful. 
Participation of local personnel in health services delivery, in order to 
minimize culture and language problems, is recommended and their 
education should be secured. 

Knowledge of language and culture does not guarantee a sound 
attitude. Health personnel should be made conscious of a proper attitude 
an6 what constitutes adequate treatment through exposure to basic social 
and cultural issues. Detailed studies are required to inprove the 
utilization of existing services through a detailed analysis of factors 
involved in under-utilization and rejection. 

5.6 Recornendations 

It is recornended that: 

5.6.1 US/AlD suuuort anthrouolo~ical and sociolo~ical research in 
health aand that implementation of this research s h U  be 
an integral part of health proRram design, execution and 
evaluation. Focus should be on improved comLunication 
between health care providers and their patients, drawn 
from different cultural backnrounds. -- 

5.6.2 where possible and practicable, USAID s~pport programs in 
language 2nd sass-cultural training for health care 
personnel, which will enhance connunication with and 
understanding of patient populations. Linguistics and 
culhral differences need to be incorporated or inte~ral - -- 
c_oqoo_nents into all relevant health care stratenies, 

5.6.3 AID condition support for programs incorporating new 
concepts in the delivery of services so that they are first 
tried and evaluated in limited areas, representing 
different cultural and ethnic groups, before being 
introduced nationally, 



CHAPTER 6 

INTERNATIONAL AGENCIES IN THE HEALTH SECTOR 

Official and bilateral U.S. assistance to the Guatemalan health 
sector has a long history, dating back at least to 1942 and the 
construction of the 600-bed Roosevelt Hospital, now one of two large 
general hospitals run by the Hinistry of Health in the capital city. 

AID's predecessor agencies focused on conventional health care when 
providing assistance to Guatemala. Health Advisory ~ervices'(~067). 
Health Cooperatives Services (0129). and Health and Sanitation Activities 
(029, 0085, 0132) aimed at introducing new technologies and increasing 
the administrative capacity of governmental organizations to deliver 
health care.l Assistance to malaria control began in 1958 (0095, 
B-003, and 011) and ended in 1969. 

USAID assisted in the rehabilitation of Roosevelt Hospital (0131) 
through a variety of technical assistance and training programs. In 
addition, in 1968 the Mission's Development Planning and Investment 
project was instrumental in establishing a planning unit (now the Unidad 
de Planificacion y Programacion) in the Ministry of Health. 

Lmprovenent of rural health became an active area for AID/G in 1962. 
A Mobile Rural Health Service Project (0163) served 60 rural 
comnities. A two-phase program began in 1971 to integrate the health 
care delivery system. Training para-medics, supervising sanitary 
standards, reporting health hazards, aiding in fanily planning education, 
nutrition, and sanitation, and equipping health posts were all parts of 
Project 0206 (Loan L-020). Renovating and eqiiipping hospitals, as well 
as establishing a training school for nurses, feli under Project 0218 
(Loan L-021). 

AID's loans in the recent past have sought to respond to primary 
health care needs by training health promoters and nidwives, providing 
potable water systems to largely unserved com,uni:ies, and introducing 
environmental sanitation projects through provision of latrines, health 
education, and municipal sanitatioz activities. 

Quantitative details and an evaluation of K C ' S  participation in 
health sector projects following the 1977 Xealth Sector Assessment were 
presented in Chapter 3 of this report. 

The following paragraphs are based in part on a s u m r y  of AZD health 
projects, written by Clara Carr, former Prograrr, Cfficer in the Fission. 



The Comnity-Based Health and Nutrition Systems Loan (Project 
520-0251, Loan 520-U-033) was intended to strengthen the institutional 
capacity of the Ministry of Health, particularly at the local level, and 
was directed toward an integrated m r a l  health delivery system in three 
non-metropolitan departments (provinces). A n  environmental sanitation 
component provided for construction of water systems, installation of 
latrines, and education in using and maintaining these systems, while 
primary health services at the local level supported community-based 
activities. 

Political instability during the inplementation phase, coupled with 
management problems in both the Ministry and the Mission did not allow 
this Project to achieve its goals, and led to a significant de-obligation 
of funds. In particular, the integrated nature of the project 
necessarily combined civil engineering functions with health education 
and promotion. That mixture of activities, each eminently desirable by 
itself, apparently stretched the administrative capacity of the involved 
agencies beyond their elastic limits. 

The practical lessons seem clear. A nnrlti-part project inevitably 
generates multi-part challenges -- challenges which the institutions 
involved may or may not be capable of meeting. 

Other m r a l  projects and loans included one in San Marcos ( 0 2 7 2 ) ,  a 
water-and-latrines project in Quiche (0231), and an Integrated Cormunity 
Development and Water Methodology Development Project (0244) that 
featured field-trained "para-engineers" and self-financed rural water 
systems. 

USAID is, of course, not alone in its concern for improving health in 
low-income countries. Other international agencies continue a long 
history of involvement with the sector, some of which antedate AID. 
Activities by international PVOs were reviewed in Chapter 4. In the 
following section. we look at major international agencies that also seek 
to make a difference in Guatemalan health. 

6.2 Inter-American Cevelopment Bank 

The Inter-American Development Bank (IADB) has been the major lender, 
combining concessional finance with technical assistance. Its activities 
in Guatemala have concentrated on water projects and hospital 
construction. The IADB's water projects, like those of any other 
organization, clearly have beneficial effects on health. Their primary 
purpose, however, has been infrastructural rather than aiming directly 
health improvement. 

In the recent past, the IADB has been associated with about 80 
percent of the total participation by international agencies in health 
assistance, narrowly defined. Its hospital construction loans, 
originally f o m l a t e d  before the earthquake of 1976, have continued to 



the present. However, a shift in the Bank's lending policies has 
occurred. It now places less emphasis on the construction of new 
hospitals, with their heavy recurrent cost burdens, and more on the 
rehabilitation of existing health facilities. 

In purely financial terms, other international agencies have played a 
considerably less active role. (Table 6.1)) accounting for only 13 
percent of external financial assistance. These data should be 
interpreted with care, however, as they represent a wide variety of 
projects -- some with long gestation periods, others with much shorter 
ones -- covering quite heterogeneous approaches to health-related matters. 

TABLE 6.1 

Participation by Intem,ational Agencies in On-Goinq 

Health Froiects, 1983 

(in millions of auetzales) 

Share of Total 
houn t s International 

Agency Total Loca 1 International Participation 

USAID 
IADB 
Canada 
UH F?A 
UNDP /PAEO 
UNICEF 
CARE 
Japan 
BCEI 

TOTALS Q 243.8 Q 70.9 9 172.9 

Notes: IADB= Inter-k~erican Development Bank 
BCEI= Bank for Central American Ecoaoaic Integration 

SOURCE: NOH, Unidad de Pl&niflcacion y Prczramacion, as quoted in OPS, 
Necesidades Prioritarias de S a l u d  en Centro Amkrica y panama, 
Val. 2, August 1985. 



Perhaps few UU agencies are better known worldwide than UNICEF. 
While often listed (erroneously) among PVOs working in Guatemala, the 
UUICEF office in Guatemala is a regional office for Central America and 
Panama, tied to the UPlICEF headquarters in blew York. Different from 
other U.N. agencies, UNICEF accepts individual contributions and draws 
upon volunteers for support of its work. The strategy of UNICEF in 
Guatemala focuses on child survival with emphasis on: 

1. Control of high-risk pregnancies 
2. Pre-natal care 
3. Control of preventable diseases through imnization 
4. Oral rehydration therapy 
5. Prevention and treatment of acute respiratory infections 
6. Child Growth and development 
7. Breastfeeding 

The foregoing are expected to reduce the current infant mortality 
rate of 79.8 per thousand live births in Guatemala. (This is a UNICEF 
figure, although both higher and lower figures have been used by others.) 

In carrying out these objectives, UNICEF has approved two more health 
projects for Guatemala this year. These are: 1) strengthening infra- 
structure development in the Hinistry of Health, and 2) organizing an 
imnizaticn campaign. 

The specific goals of these projects. which are centered in the 
Haternal and Child Health Division of the Ministry of Health, are as 
follows: 

1) Extension of Hinistry of Health coverage 

2) Improvement of the Ministry of Health organizational structure 

3) Inclusion of community participation in Ministry of Health 
activities 

4) Reduction of the infant mortality rate in Guatemala 

5) Improvement of intersectoral/interinstitutional coordination 

As noted, one WICEF project relates to imnization campaigns. 
These require maximum coordination among all potentially participating 
agencies, including non-governmental organizations. Campaigns have 
workedin some settings such as in El Salvador, where they are able to 
cross political boundaries. In Guatemala, however, immunization 
campaigns have been relatively less successful. 

I 



Immunization coverage through the Extended Program in Imnization 
(EPI) has reached approximately 2% of children under one year of age and 
'up to 38% of children less than 5 years of age. (These data are for all 
vaccines, with some programs more advanced than others. An example of a 
program that has been successful in reaching children under 5 years of 
age is the BCG immunization effort.) These data suggest that expanded 
immunization programs alone cannot assure full coverage. 

The point is that neither large national canpaigns nor EPI alone, as 
currently practiced, and organized, are working. More attention to 
planning promotions and staffing of these efforts are needed to 
supplement EPI. Problems with campaigns in Guatemala include the large 
number of children involved; the fact that. vaccines are not well 
maintained in the country; and the perceived failure of the.most recent 
effort (August 1986) to i m n i z e  the entire population. The strike of 
health workers had some impact on the failure of this particular 
undertaking. 

UNICEF has two basic kinds of funds. The first are "regular" funds 
which are UNICEF-generated. The others are "designated" funds by outside 
organizations for specific prrrposes. The total UNICEF child survival 
budget for Guatemala is $1.9 millicn. 

Infrastructure development and imnization activities may all be 
subsumed under the general heading of child survival. In addition to 
child survival, UNICEF has three more projects directly related to health 
in Guaterala and indirectly contriSuting to child survival. These are: 

6.3.1 "Guatemala Sur" 

This is a joint program initiated in 1984. It is also supported 
by PAHO and INCAP, and is carried out primarily by Roosevelt 
Hospital. The program is aimed at the southen half of the 
population of Guatemala City, and extends service coverage at the 
community level. 

The primary focus of "Guatemala Sur" is providing technical 
assistance and training program to health promoters and midwives 
(comadronas). The progran has recently Seen redefined and is 
focusing its attention on the peri-urban areas represented by the 
First of July and Xilagro clinics. Volunteer cornhittees are utilized 
in communities where the project is workizg, but there is no fomal 
c o m n i t y  organization per E. 

The project has an operating budget of approximately $80,000 per 
year for recurrent expenses. The Frogram proposes to involve the 
University of San Carlos through an inter-inst itut ional cornittee 
structure. 

1 



6.3.2 - UDRI ("Unidades de Desarrollo Rural Integrado") 

This project, located in blta Verapaz, seeks to establish 
integrated programs for rural areas. U N I C E F  is responsible for the 
health component of this large integrated program. 

The program is designed to train and supervise rural health 
promoters, who are responsible for defined population units. The 
project has also established a "rotating fund" to purchase (and sell) 
basic medicines. 

The U D R I  project addresses three of the primary problems in the 
health sector. These are an excessively low government budget for 
health, an orientation toward curative medicine, and a focus on urban 
areas. The 1986 budget for this project is $14,000. 

6.3.3 Lactation 

A breastfeeding program, in effect since 1982, is the third 
activity (other than child survival) sponsored by U N I C E F  in Guatemala 
at the present time. Its focus is nutrition. 

It provides training for government and non-governmental 
representatives to encourage mothers to breastfeed their children as 
long as possible. UNICEF provides educational materials, but does 
not pay for the "diffusion" of these materials. Radio, television 
and newspaper advertising must be funded from other sources. (In 
fact, many of these services have been donated to the project.) The 
1986 budget for this project is $42,000. 

6.3.4 Other Proj ects 

There are a total of 11 projects sponsored by U N I C E F  in 
Guatemala, of which only four have been mentioned. The other seven 
include projects directed at an enhanced role for women (through 
involvement in home textile production) and the development of 
potable water systems and latrines. 

6.4 Future Perspectives 

Ministry of Health expectations for the near future, as reflected in 
health sector projects to be included in the 1987-1991 National 
Development Plan, are associated with a reduced list of international 
agencies (Table 6.2). 



TABLE 6.2 

Involvement of International A~encif?~ in  Health Projects to 
be Included in the National Development Plan. 1987-1991 

Amounts 
Share of Total 
International 
Participation 

Agency Total Local International 

IADB 212.3 61.8 150.5 69.5% 

UNICEF 22 .O 8 .O 14 . O  6.5 

AID 74.7 25.5 49.2 22.9 

W D P  2.4 - - 2.4 - 1:1 - 
TOTALS 311.4 95.3 216.1 100.07. 

SOURCE: MOH, Unidad de Planificacion y Prograracion, unpublished 
Table, Oct. 1986. 

These figures show that the planners expect the IADB to continue its 
predominant role. The principal projects planned include hospital 
construction, rehabilitation, and equipment; construction of health 
posts, health centers, and ~eri-urban clinics; and a series of equipment 
maintenance centers. 

AID'S projects, as seen by the Guatenalan planners, will concentrate 
on family planning, child-centered imnization-and oral rehydratior,, and 
integrated com.unity systems of health and net-rition. 

Two other agencies are nentioned in the preliminary plan documents: 
UNLCEP, with p r o g r a n s  in child survival and rural vster supply, and the 
United Nations Development Program, with a project involving quaiity 
control of medicines and pharmaceutical products. 

6.5 Summary and Recommendations 

Shifts in the progran of the principal lender in health, the 
Inter-Aiierican Deveicpment Bank, reflect a lone series of negotiations 
and renegotiations with the Governnent of Guatemala. The Bank, now 
officially cognizant of the difficulties associated with a strict 



bricks-and-mortar approach, appears ready to enter a new era of funding 
priorities. 

A historical review provides a useful perspective from which to 
assess current directions of AID'S health programs. Over the years. 
changing emphasis in the Mission has followed the more general evolution 
of conventional wisdom in the field of public health. merging clearly 
from this review is the notable shift from urban curative hospital-based 
projects to ones spotlighting primary and preventive care. The focus has 
increasingly been on children and families, but with an emphasis on water 
and educational programs. 

Uhile other agencies have participated in health lending or donation, 
their contributions have all been quite small in comparison with the Bank 
and with AID. Furthennore, in so far as the Ministry's planners 
accurately anticipate future interest by the international cotmratnity in 
Guatemalan health, we conclude that the number of lenders is not likely 
to proliferate. 

UblICEF has, by its very name and purpose, focused on children's 
issues. More particularly, UNICEF in Guatemala has concentrated on child 
survival. Program emphases in support of this goal at present include 
strengthening Ministry of Health infrastructure, support of national 
imnization programs, water and sanitation, and prinary health care 
projects, which contribute significantly to child survival ("Guatemala 
Sur" and Alta Verapaz). The Guatemala Sur project is of particular 
importance, as it offers a partial model for the final recormendations of 
this report. 

It is recommended that: 

6.2.3.1 AID recognize the challenge of multi-sectoral projects, 
particularly when health concerns are combined with other 
(e.g.. water and sanitation) directions. This implies 
limiting health projects to health concerns or supplying 
the necessary administrative and technical support to 
assure the success of multi-sectoral approaches. 

6.2.3.2 AID join other donor agencies in avoiding involvements in 
high technolo~y, hospital-based programs. Constmction of 
new health facilities at any level is discouraged, at least 
until existing facilities are operating adequately and near 
capacity. 

6.2.3.3 Whenever AID does support water development or other 
environmental proRrams that these be couples with a health 
impact evaluation, both before and after the program: 
initiation and operation. t 



6.2.3.4 AID coordinate its program activities more effectively with 
other donor a~encies, such as the IDB and UNICEF. 
Particular attention should be paid to "Guatemala Sur" as a 
possible model for future multi-institutional program 
development. - -- 

6.5.1 AID and other donor a~encies continue to avoid involvement 
in high technology. hospital-based programs, as well as 
development of new health facilities at any level, but 
focus on the provrammatic ~uidelines outlined in Chapter 1. 

6.5.2 Wherever AID does su~zest water development or other 
environmental inprovement prosrams, that these be coupled - 
with a health inpact evaluation, both before and after the 
pro~rarns' initiation and operation. 

6.5.3 AID coordinate its program activities more effectively with 
other donor a~encies, such as the IDB and UNICEF, and that 
particular attention be paid to "Guatemala Sur" as a 
possible model for future program development. 



, 
CHAPTER 7  

Uaternal and Child Health 

7.1 Current Situation and Health Trends 

naternal and child health is a priority area, not only in Guatemala, 
but in all developing countries. National and international agencies 
are now focusing their attention on this issue in order to develop and 
support programs designed to cope with local needs. 

Uajor indicators of the levei of maternal and child health are 
unacceptably high in Guatemala, (Table 7.1.1). 

TABLE 7.1.1 

G U A T E U A U  HEALTH SECTOR 
HEALTH INDICATORS 

MINISTRY OF PUBLIC HEALTH 
1970 AND 1980-1983 

Mortality Rate per 
1,000 Inhabitants 14.0 10.1 10.5 9.7 9.6 

Maternal Mortality Rate 
per 1,000 Live Births 16 -48 9.63 10.69 12.62 11.74 

Infant Mortality per 
1,000 Live Births 8 4 . 7  76.45 54.4 60.1 64.08 

Neonatal nortality Rate 
per 1,000 Live Births 29.3 26 .O 17 -6 21.9 20.21 

Post Neonatal Mortality 
Rate per 1,000 Live Births 51.3 42.6 37.0 50.0 44.6 

Mortality 0 - 4  years 
per 1,000 Live Births 22.0 10.7 23.4 16.1 15.6 

Mortality Rates due to 
Diarrheal Diseases per 
10,COO Inhabitants 32.91 19.33 14.69 18.72 17.33 

Uortality Rates Due to 
Acute Respiratory Infec- 
t ions 13.8 3.49 3.58 2.1 1.8 

Source: Department of Statistics UOH. Taken fron World Bank data. - 



Child Heal th  

I n f a n t  m o r t a l i t y ,  i n  s p i t e  of a n e t  drop from 1970 t o  1985, 
increased  during t h e  l a s t  f i v e  y e a r s  by 31.2%, from 54 .4  t o  79.1 
(Table 7 . 1 . 1 ) .  These h igh  r a t e s  i n d i c a t e  i x r e a s i n g  u m e t  h e a l t h  
needs and unfavorable environmental f a c t o r s  such a s :  poor economic 
cond i t ions ,  m l n u t r i t i o n ,  low educa t ion ,  poor s a n i t a t i o n ,  and 
inadequate medical c a r e .  

F e t a l ,  neona ta l ,  and pos tneona ta l  c o r t a l i t y  r a t e s  have somewhat 
decreased i n  the  l a s t  16 y e a r s  (Table 7 . 1 . 1  and Figure  7 . 1 . 1 ) .  The 
f e t a l  m o r t a l i t y  r a t e  has decreased 50.5%; t h e  neona ta l  m o r t a l i t y  r a t e  
has decreased 45%; and rho pos tneona ta l  m c r t a l i t y  r a t e  has decreased  
13.7% However, s i n c e  1981 t h e r e  has been a  tendency f o r  a l l  t h e s e  
r a t e s  t o  inc rease .  This  in=rement may Se p a r t i a l l y  expla ined  by 
b e t t e r  r e g i s t r a t i o n  s i n c e  1982, when t h e  XOH s t a r t e d  new p a r a l l e l .  
systems of da ta  c o l l e c t i o n  and d a t a  a n a l y s i s  f o r  each  h e a l t h  
p r o g r m .  11 

The p r o b a b i l i t y  of dying i n  t h e  f i r s t  two yea r s  of l i f e  was 
c a l c u l a t e d  f o r  1970, 1975 and 1980. A decrease  of only 1 4 . 9 1  i n  t h e  
 roba ability of dying was found f o r  t h i s  age group from 1970 t o  
1980. 2 /  Mor ta l i t y  i n  e a r l y  l i f e  p r e s e n t s  an i n p o r t a n t  cha l l enge ,  
no t  only  t o  those programs r e l a t e d  t o  materna l  and c h i l d  h e a l t h ,  but 
a l s o  t o  t h o s e  concerned wi th  sene ra1  cornuni ty  h e a l t h .  Pos tneonata l  
m o r t a l i t y  i n d i c a t s s  t h a t  i n f e c t i o n s  a r e  s t i l l  a  major problem i n  
G u a t e m l a ,  wi th  a  decrease  of only 18.72.  Ueonatal m o r t a l i t y  
r e f l e c t s  f a c t o r s  such a s  p re i r a tu r i ty  and c c n g e n i t a l  d e f e c t s ,  i n  
a d d i t i o n  t o  problems a t  d e l i v e r y .  I n  t h i s  index an important  change 
can be seen ,  with a  45% decrease  i n  neona ta l  m o r t a l i t y  between 1960 
and 1983. However, t h e  neona ta l  a o r t a l i t y  r a t e  of 20 .3  p e r  1 ,000 
l i v e  b i r t h s  f o r  1983 r e m i n s  high.  

1/ - World Bank, Guatemala Xeal th Sec to r  Assessment, Se?tember,l935. 
2  / - Solorzano,  J .  Chief of t h e  P r o g r a m i c g  Uni t ,  HOH. Persona l  

Comunica t ion ,  September, 1386. 
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Enteritis and diarrheal diseases are the first cause of death in 
the age group under one year. For the year 1983 there was a 
mortality rate of 1,460 per 100,000, which constitutes a 
proportionate mortality ratio of 22.8% conpared with other causes of 
death for the same age group.2/ (Table 7.1.2) 

TABLE 7.1.2 

THE TEY PAJOR CAUSES OF INFANT MORTALITY 
GUATE?'-XA 1983 

Order 
No. C A U S E S  

1 Enteritis and Other 
Diarrheal Diseases 

No. of Proportion- Rate Per 
Deaths ate 100, OCO 

Mortality Live 
Ratio Births 

% 

2 Pneumonia 3,728 

3 Pyrexia of Unknown Origin 1,149 

4 Certain Infections 
Originated During the 
Prenatal Period 

5 Hypoxia, Asphyxia, and 
Other Respiratory Problems 
of the Newborn 835 

6 Slow Fetal Growth, Eal- 
nutrition and Iraature 
Fetal Status 

7 Chicken Pox 663 

9 Chronic Bronchitis, 
and Unspecified Eqhysem 
and Asthna 5 95 

10 Protein-Calorie Malnutrition 531 

Source: Guatemla: Recooilacion y Ordenaniento de Infornacion para 
Diagnostic0 de la Situaclon de Saiud y su Relacion ccn el 
Desarrollo Econorico. Volume I1 of I-;, PA??O, 1985. 



Little is known about this figure for 1984 and 1985, since the 
HOH has not yet published a complete health statistics report for 
these years; however, available data from the MOH for 1985 show that 
the second cause of morbidity for the total population in Guatemala 
is diseases related to the digestive system--with 79.7 cases treated 
per 10.000 population. For the same year (19851, the MOH reported 
these diseases to be the fourth cause of death for the total 
population, with a specific mortality rate of 98.0 per 100,000.~/ 

Results of a survey conducted by APROFAH on diarrhea show that 
nearly 26% of children less than five years of age living in the 
sample households were reported to have had diarrhea during the week 
prior to the interview (September-December). According to the 
authors of that study, this prevalence is relatively high for 
Guatemala, especially during a time of the year not generally 
considered to be the peak season for diarrhea.5' 

The HOH reported diseases related to the digestive system as the 
third cause of morbidity in 1983 for children under one year of age. 
with a rate of 3,784 per 100,000, and a proportionate morbidity ratio 
of 10.3% coqared with other causes reported by a physician in 
clinics or hospitals in ~uatema1a.h' (Table 7.1.3) 



TPBLE 7.1.3 

MAJOR CAUSES OF MORBIDITY IN CHILDREN LESS THAN ONE Y E A R  OF AGE: 
ATTENDED BY PHYSIC1A"IS IN OUT-PATIENT CONSULTATIONS 

Rate Per Proportionate 
C A U S E S  Number of Cases 100,000 Eorbidity Batio 

Infectious and 
Intestinal Diseases 

Respiratory Diseases 

Otber Intestinal 
Infections 

Skin and Osteo-Huscular 
System Diseases 

Nutrition Deficiencies 

Nervous Systen and Sense 
Organ Diseases 

Other Genito-Urinary 
System Diseases 

Other Digestive System 
Diseases 

All Other C a ~ s e s  

Total Cases 

Source: Unidad de InfomStica, Direccicn Gensc-a1 de Servicios de 
Salud. HSPAS. 



Results of a UOH surveyl/ show that 86% of children were 
treated for their most recent episode of diarrhea. Of the children 
treated, only 9% were treated with oral rehydration solutions made 

' from commercially prepared packages or from ingredients found at 
home. Nearly 75% of children were treated with a variety of popular 
pharmaceutical products, some of which are probably ineffective in , 

treating diarrhea 81. 

The data analyzed (Tables 7.1.2 - 7.1.6) also show the major 
inpact of respiratory infections on child mortality and morbidity in 
Guatemala. It is evident that measures to reduce the effects of this 
group of infections are a high priority, and that additional 
epidemiological information is needed to design appropriate 
interventions. A more detailed discussion has been included in a 
subsequent section of this chapter. 

3/  - Ibid., p. 5 " Uemoria de Labores, ABo 1985. USPAS, Guatemala, April, 1986. 
5' Rineda, M . A .  ; and Guerra, S .  : "Family Planning and Maternal Child 

Health Survey," APROFAH/CDC, ~uatemala, 1983. 
a/ - Ibid. 
L/ OP. Cit. I/. 



Table 7.1.4 

The Major Causes of Deaths from 1-4 years of Ane and 
Proportionate Mortality Ratios 

Cuatemla -- 1981-1983 - 

Percentage Over Total Causes fron 1-4 Years 
1981 - 1982 - 1983 - 

Causes Nur;,S e r X Yuabe r - Yumber % w 

Intestinal 
Infection 3,513 29.7 4,812 33.5 4,765 33.6 

Pneumonia 2 , 121 17.9 1,706 11.7 2,285 16.1 

Chicken Pox 11,60 9.8 1,783 12.5 1,252 8.8 

nalnutrition 569 4.8 791 5.5 838 5.9 

All Other 
Causes 4,473 37.8 5,282 36.8 5,037 35.6 

Total Causes 11,836 100. (2 14,374 100.0 14,177 100.0 

SOURCE: Unidad de Infomtlca, Llireccion General de Servicios 
de Salud, HCH 
PAHO: PAHO Report. Volume I, 1985. 



Table 7.1.5 

The Five Uajor Causes of Uortality Between 5-14 Years -- 1981-83 
Guatemala 1981-1983 

1983 1982 1981 
Correlative Correlative Correlative 

causes Order % Order % Order X 

Intestinal Infectious 
Diseases 1 25.8 1 23.4 1 22.2 

pneumonia, influenza 2 14.7 3 9.2 2. 14.3 

Heasles 3 7.0 - 4 5 - 3  3 8.8 

nalnutrition 4 6.7 2 12.3 5 4.8 

Homicides and 
Accidental or Inten- 
tional Injuries 

total other 
Causes 

SOURCE: PAHO: PAHO Report, Volume 11, 1985. Unidad Infomatica, 
Direction General de Servicios de Salud, HOH. 



Table 7 . 1 . 6  

The Ten Xajor Causes of Out Patient Consultation 
Rates ter 100,000 5-14 Years of Axe 

Guatemala, 1983 

Population of 5-14 Years: Total: 2,120,788 

Consultation of 5-14 Years: Total: 225,005 

T O T A L  
Principal Causes Correlative W ~ a b e r  of Percen- 

Order Cases Rate t axe 

All infectious and parasite 
diseases 1 30,871 1,145.6 13.72 

Other respiratory system 
problems 

Other digestive system 
problem 

Skin and osteornnscular system 
problem 5 11,936 562.8 5.30 

Other nervous system disorders 
and of the senses 6 11,730 533.1 5.21 

Other intestinal infectious 
diseases 7 10.310 486.1 4.58 

Anemia 8 7,856 370.4 3.49 

Fracture, luxaticns, and 
lacerations 

Nutriticnal deficiency 10 7,438 350.7 3.31 

Total other canses 11 81,469 3,841.4 36.22 

Signs, sym?toms and norbidity, 
con2itions not vell defined 

- 

SQURCE: P.4HO: PAHO Report Volume 11, 1935 



Diseases that can be prevented by immunization, such as measles, 
tetanus, poliomelitis, and diptheria, constitute a major 

public health problem in Guatemala. Children less than five years 
old and especially those less than 12 months are an easy target for 
these diseases when not properly i m n i z e d .  From 1975 to 1980 
diseases preventable by immunization were responsible for nearly half 
of all deaths in children below five years of age. However, after 
1980 a reduction of more than 70% of the deaths due to these causes 
was achieved. 

Results of the UOH survey regarding inununization coverage 
revealed low to moderate levels for primary immunization among 
children less than five years of age. Percentage coverage was found 
highest for BCG vaccination (58%) and lowest for poliomyelitis and 
DPT vaccination (33%). Imunization levels were similar for the 
Ladino population living in the Department of Guatemala and in other 
departments. Lowest levels were found among the indigenaus 
 population.^/ A more detailed discussion of the 
vaccine-preventable diseases is presented in Chapter 8. 

7.1.2 Maternal Health 

Another major indicator of health is the maternal mortality 
rate. Uaternal mortality in Guatemala has been high, ranging from 
16.5 per 1,000 live births for 1970 to 11.7 for 1983. (Table 7.1.1 
and Figure 7.1.2) These high rates indicate that complications due 
to pregnancy, childbirth and post-partum status are of significant 
importance. This is frequently due to poor health care during 
pregnancy and childbirth, as well as to the indeterminate number of 
induced abortions. Again, environmental factors such as those 
responsible for infant mortality, play an important role. 

The findings of a maternal and child health survey conducted in 
1983 by APROFAH 11' show low to moderate (18%) use of maternal and 
child health services in Guatemala. Data on child delivery practices 
show that 58% of women were assisted only by an unskilled midwife. 

9 /  ~ p .  Cit. 21. - 
101 Ibid. - - 
111 Ibid., p. 12. - -  





The use of maternal and child health services, according to 
the survey, was highest for women living in the Department of 
~uatemala and lowest among indigenous women, most of whom live in 
rural areas without easy access to services.11 

Abortion is another health problem that is obviously 
under-reported. In 1983 it was the second cause of maternal 
mortality in Guatemala. Abortion was reported as the cause of 
about half of the maternal deaths in the Health Sector Assessment 
carried out by USAID in 1977 .a/ 

During the 1983 APROFAM survey it was found that 13% 
of the women interviewed had experienced at least one spontaneous 
or induced abortion. This problem was more frequently found in 
women living in the Department of Guatemala (16%) than in Ladino 
women living elsewhere (14%), or in indigenous women (9%). 
However, these figures are low compared with what is known about 
abortion rates in other countries, as discussed in the report of 
the survey. The Guatemalan figures show that the number of 
abortions was only 6% of all reported pregnancies. This is 
somewhat low compared to estimates of pregnancies terminating in 
spontaneous abortion alone, which have been found to range from 10% 
to 25% in prospective studies elsewhere .GI Theref ore, 
under-reporting is the first explanation for such a difference. 

Yearly 75% of the women who had had an abortion required 
medical attention, and 40% of then were hospitalized according to 
the data from the survey 14'. Abcut 50% of the izdigenocs women 
were either treated in their homes or in the home of a midwife. 

11' Fasciculo, F. : Guatemala: Estimaciones y Proyecciones de 
Poblacicn, 1950 - 2025 CELADE. GUATE. 1, D.G.E, Enero, 1985. - 12/ ~ p .   it. 51. - 13/ Anderson, J.E. (1979). Quoted in Pineda, X.A., and Guerra, S. : 
"Family Planning aad Haternal/Child Health Survey," APROFAn and 
CDC, Guatemala, 1983. - l a /  ~ p .   it. 51. 



7.1.3 Delivery Care 

Data from the MOH for 1983 show that only 21% of births took 
place  in a hospital or in a health center (Figure 7.1.3). and that 

151 57% cf births were not assisted by a physician or midwife - . 
(Figure 7.1.4) Any interpretation of these figures should bear in 
mind the possible under-reporting of births and deaths in 
inaccessible rural areas. 

Fetal deaths constitute a m j o r  public health concern that is 
widely underestimated in nost csuntties of the world. This also 
seers to be true for Guatemala with reference to aborticns and 
maternal mortality. 







7 . 1 . 4  Overview of Activities of the HOH 

~elatively recent policies of the HOH (1982) include several 
objectives which are important if maternal child health indices are to be 
inproved. These include: increased coverage and accessibility of health 
services; improved quality of water and sanitation; intensified health 
,ducation; and improved prevention and treatment of disease.=/ 

rhe HOH has reinforced its long established core of basic material 
and child health services, as well as coverage in the rural areas of the 
country, and a child survival program has been started. This program is 
directed mainly at the improvement of child health care, focusing on 
nonitoring child growth and development; oral rehydration treatment for 
diarrhea; child feeding; imnization; prevention and control of 
respiratory infections; accessibility to potable water and sanitation; 
and- re-enforcement of health care for mothers and children in high-risk 
Broups. 22' 

Other institutions and agencies, such as U S A I D  and UNICEF, are 
collaborating technically and financially in this program. These 
agencies have also supported a number of related projects, including an 
oral rehydration project in collaboration with APROFAH. 

s/ fienoria de Labores, ABo 1983, MSPAS, Guatemala, 1985. 
1 C /  - CW. cit. ' 1 .  
2' Ibid. - 



7.1.5 Overview of Activities of the IGSS 

The IGSS has recently (1982) introduced several activities for 
iqrovernent of maternal and child health. These include: expanded 
immunization; better care of the newborn; supplementary feeding for 
children (with milk and INCLDARINA); improved prenatal and postnatal 
care; and health education. In 1984 a new exphasis on family 
planning services was added to this af fort. 18/, =/, 20') 

7.1.6 Constraints and Issues 

Eatemal and child health services are still net as accessible 
as needed in Guatenala, not only with regard to potential coverage, 
but also in relation to cultural barriers. Findings of a maternal 
and child health survey conducted in 1983 by APROFAM a/ show low 
to moderate use of maternal and child health services in Guatemala, 
the lowest being smong the indigenous population. 

It is very difficult to assess the current situation on maternal 
and child health in Guatenaia in the face of under-reporting, poor or 
delayed availability of the needed information and the lack of 
baseline data. This is particularly true in rural areas, where the 
problem seers to be greater. 

Vtry little is done with regard to disease prevention and health 
education unless the patient presents for health services at a health 
tenter or hospital.G/ Outreach for this and other puqoses froa 
hospitals and health centers is minimal. 

It is particularly difficult to cope with the health needs in 
high-risk groups, such as the indigenous population, primarily due to 
the shortage of equl~ment, personnel and budget, loading to low 
coverage for fanily planning services, imunization, oral 
rehydration, and medical care.=/ 

18' IGSS: Infome. de Labores. Guate~ala, 1382. 
19' IGGS: Informe de Labores. Guatemala, 1983. 
20/ IGSS: Infome de Labores. Cuzter.ala, 1984. 
z/ Q. Cit. Pineda, 1/. 
22' U N l C E F :  Child Survival Treject. 

Ibid. - 



The MOH is aware of these problems. An evaluation on the 
efficiency of the maternal and child health services carried out in 
198524' showed less than 60% efficiency in most activities at 
each level of the health csre system, according to the criteria 

- used. The administrative problems affecting the implementation of 
planned activities were identified as: 

1. Insufficiency of manpower and resources for manpower 
development; 

2. Obstacles to the appropriate planning, organization, and 
administration of the program; 

3. Poor supervision; and 

4. Insufficient facilities, equipment, materials, and budget. 

The following alternatives were suggested in the report 
25' to address these problems: 

1. Collaborative development of appropriate human resources. 

2. Administrative decentralization and inter-institutional 
collaboration 

3. Unification of medical records and health infomation 
systems. Provisions of technical assistance in 
administrative matters. All vertical programs should be 
incorporated into the structure of the UOH. 

4. Development of mechanisms for technical and 
administrative supervision. 

5. lrnplementation of a national patient reference system. 

- 2 4 /  "Eva?uacion de las Condiciones de Eficiencia de 10s Servicios de 
Salud Haterno Infantil," HOH, INCAE, OPS/OtlS and UNICEF: 
Guaterala. Julio - Agosto, 1985. - 2 5 /  Ibid, 



Maternal and child health is affected by a conbination of 
demographic, social, and economic problems, and not only by the 
heaith care delivery system. Accordingly, a multi-faceted approach 
must be taken to improve the life style of the target population in 
order to see important changes in their health status. biithout a 
proper assessment of the specific indicators for each component of 
this approach, it is difficult to assess which cmponents of a 
multiple program are producing the necessary changes. 
Mevertheless, assessment activities should not delay initiation of 
the most urgent interventions needed. 

Sum,,ary. Conc?usions and Recornendations 

S u m r y  and Conc-lus ions 

Maternal and child health is definitely a m j o r  priority in 
Guatemala. It is known that the use of maternal and child health 
services is low in Guateaala, particularly anong indigenous wonen. 
The indigenous population is located primarily in rural areas where 
health care coverage is limited and under-reporting of health data 
is frequent. Lack of prenatal, postnatal, and medical care at 
childbirth are also more inportant in rural areas in Guatemala. 
This interaction between inadequate coverage and insufficient 
infomation rakes it difficult to assess the true situation with 
regard to maternal and child health in Guatemala. 

Diarrhea, respiratory infections, and vaccine-preventable 
diseases are major causes of morbidity and mortality in children. 
Diarrhea and respiratory infections were the main causes of death 
during the first year of life in Guatenala during 1983. Little is 
known about the current situation, as there are few available data 
for the last two years. However, 1985 data show that the general 
category of diseases related to the digestive system are the second 
most frequent cause of morbidity and the fourth highest cause of 
mortality in :he total population. 

Major indicators of the level of rutemal and child health 
(i.e., infant and maternal mortality rates), are high in 
Guatemala. There has been an overall inctenent in infant 
mortality, neonatal mortality, fetal mortslity, and postneonatal 
mortality since 1981, reversing a langstanding doknward trend. 
Among 52 countries which reported mternal mortality (1977-781, 
Guatemala occupied the third place, preceded only by Paraguay and 
Barbados. However, only 0.62% of the budget for the UOH uas 
specifically allocated to maternal and child health protection from 
1980 to 1984. 



During the evaluation by the MOH of the maternal and child 
program in 1985 6 1 ,  no major provisions were made with regard to 
important issues, such as: improvement of the existing health 
inf onnation sys tem; increasing coverage; improvement of preventive 

and development of epidemiological evaluations. Even if 
necessary actions to overcome administrative problems, which 
contribute to inadequate health care, are carried out, they may not 
be sufficient to cause a major irepact on the maternal and child 
health in Guatemala. A multi-sectoral approach is required to 
improve living conditions of the population before important changes 
in health status can be seen. Unfortunately, the foregoing is 
expensive and time-consuming. 

One approach which may be carried out within Ministry of Health 
facilities, using a multi-institutional health sector model, is the 
development of child health units within primary care centers. A 
model child health unit is defined as a section of a health center 
devoted to maternal and child health that is as modern and 
professionally adequate as resources permit. It would have a clean 
and attractive interior, would maintain comprehensive medical 
records, would be staffed by well trained professionals and 
technicians, would contain necessary equipment and would maintain an 
aggressive outreach program. It would concentrate on the needs of 
high risk groups in its patient population. 

A follow-up surve using as baseline data results of the survey 
conducted by APROFAn d;, is necessary to learn more about the 
epidemiology of these high-risk groups, and to "fine-tgne" actions 
which need to be taken in Guatemala. 

Such a survey should attenpt to cover the sane individuals 
interviewed in the baseline as best as possible. In addition, pilot 
projects, such as cornunity trials, should be conducted to assess the 
inpact of each action on maternal and child health before 
irplernenting new approaches. 

Recornendations 

It is recommended that: 

USAID increase supvott of child survival proErars con2ucted 
by the Guatemalan UOH. Particular attention qiven ta 
activities aimed at izfrovin~ coverage of health services, 
developinp, hurtan resources, and imroving the health 
infomstion syster,. 

- 26/ Ibid. p 24 
2" O p . ~ i t .  51. 



7 . 1 . 7 . 2 . 2  U S A I D  c a r r y  ou t  a follow-UP f a m i l y  p l a n n i n g  survey, u s i n q  
as b a s e l i n e  d a t a  su rvey  r e s u l t s  o b t a i n e d  by  APR0F.U in  i t s  
1983 su rvey .  I n  a d d i t i o n ,  f u r t h e r  s t a t i s t i c a l  a n a l y s i s  of 
t h e  p r e v i o u s  s u r v e y ' s  d a t a  s h o u l d  be p e r f a r n e d .  

7 . 1 . 7 . 2 . 3  U S A I D  suppo r t  evidernio1op;ical s t u d i e s ,  such  a s  c o m n i t y  
t r i a l s ,  t h a t  l e ad  t o  s i g n f i c a n t  inprovement  i n  c h i l d  
h e a l t h .  These s t u d i e s  a s s e s s  t h e  e f f e c t i v e n e s s  and 
c o s t - b e n e f i t  f o r  each  a c t i ~ n  t h a t  is  beinx t a k e n  o r  i s  
proposed t o  be t a k e n .  

7 . 1 . 7 . 2 . 4  U S A I D  s u ~ p o r t  o r a l  r e h y d r a t i o n  t k e r a p y  and e w a n d e d  
i m . r ; n i z s t i on  p r o g r ; ~ n s  a s  a  c o o r d i n a t e d  and i n t e g r a l  p a r t  o f  
t h e  o v e r a l l  e m h a s i s  on c o m . u n i t y - o r i e n t e d  o r i s a r y  c a r e  i n  
Guatemala.  Such a c t i v i t i e s  cou ld  b e s t  b e  c a r r i e d  o u t  i n  
model c h i l d  h e a l t h  u n i t s ,  t o  b e  s i t u a t e d  i n  e x i s t i n g  
p r i n a r y  c a r e  h e a l t h  c e n t e r s .  



7.2 FAMILY PLANNING 

7.2.1 Status, Trends and Constraints 

It is impossible to separate the subjects of family planning and 
maternal child health (HCH), as family planning provides one of the 
most solid 'bases for reaching the goals of nCH programs. 
~ccessibility and use of family planning services (FPS) provide an 
effective way of reducing the incidence of high risk pregnancies, 
abortion, and perinatal mortality. 

7.2.1.1 Service Utilization and Acceptability 

As previously discussed in this chapter for prenatal, postnatal, 
and child delivery services, family planning services are not always 
available or accessible in Guatemala, particularly in rural areas. 
This situation must be carefully analyzed, however, since wide 
availability does not guarantee their use. Cultural, religious, and 
educational barriers are conunon obstacles to the acceptability of 
these services. 

Various studies have been conducted on the receptivity of 
potential FPS users. Unless specified otherwise, the date presented 
hereon is based on women 15-49 (as the denominator). In 1976 a 
Knowledge, Attitude and Practice Survey was conducted by APROFAM 
2 8 1 .  This study showed that, although 73.32 of the rural populaticn 
c r e  aware of family planning and 52.6% were in favor of farnily 
planning, only 7.2% were currently using some method of contracepticn. 

A repetition of the study. undertaken by APROFAH in 1978, has 
shown that 78.7% were aware of family planning, and 11.5% used farnily 
planning techniques. 20th Ladino and indigenous populations 
experienced favorable changes in attitude toward family planning 
during these two years. Ladino disapproval of family planning 
decreased from 25% to 20% and overall indigenous resistance to family 
planning dropped from 75% to 5 3 % . 2 /  

3 

2 9 1  - "Expansion of Fanily Planning Service$', USAID, Guaterala, 1982. 

29 / - Ibid. 



.The 1978 survey showed contraceptive user rates of 21% for the mral 
Ladino population and 4% for the Indigenous population. At that time 
18.2% of currently married women nationwide were using contraceptives 
(184,000 women) .=I In a later study conducted in 1983, about 25% of 
married women age 15-44 were using contraceptives. 2 This prevalence 
level is low in cornparison with some other countries in the area, such as 
Costa Rica, which in 1981 reported 65% of women in the country using 
contraceptive methods. (However, it nust be remembered that Costa Rica 
has a much higher educational level and markedly lower infant 
mortality.) In the 1983 survey, 90% of Ladino women knew of at least one 
effective method of contraception, as corxpared to 52% of indigenous 
women. The practical implication of these cultxral differences in 
attitudes and practice is the appropriate prioritization of pronotional 
activities, targeted at indigenous women. 

The most prevalent methcd of contraception found in the 1983 survey 
was female sterilization (10%). which together with male sterilization 
(vasectomy), accounted for about 45% of all f2mily planning 
intervention. While reasons for this high rate of sterilization has not 
been fully explored, it would appear that the limited availability of 
reversible methods in certain areas is cne of the contributing factors. 
The second most used method, oral contraceptives, had a relatively low 
prevalence ( 5 % ) .  followed by rhytb-7, intrauterine device (IUD), condo~s, 
and other nethods (e.g., injectable, intra-vaginal). 

The De?artnent of Guatemala had the highest prevalence rate for 
family planning practice, with alnost 50% of ~srried women being current 
users, compared with 29% for Laainc women elsewhere and less than 5% for 
the indigenous population not living in the Departnent of ~uatenala.X/ 

As expected, contraceptive use varied by age, reaching a peak among 
married wonen 30-39 years of age. Use was lowest for married women 
15-24, of whom a relatively large proportion were either currently 
pregnant or desiring to become pregnant. As age increased, sterilization 
accounted for an increasing proportion of total family planning 
practice. (Figures 7.2.1 and 7 . 2 . 2 )  These findings, indicate that a 
majority of wo>.en whc use fm.ily planning chose surgical sterilization to 
prevent births after the peak reproductive ages. These data also 
indicate that although the use of any method is poor among young married 
wcrr.en, survey results on contraceptive use according to the number of 
living children correlate with previous findings. Women with no living 
children or with one living child had lcwer levels of contraceptive use 
(12%) than wcr.en with 2 or more living children ( 2 5 2 ) .  

30/ - Ibid. 
31/ - Pineda, M . A . .  and Guerra, S.: "Panily Planning and 

tlaternal/Child Health Survey", A?RCFP,LI and CDC, Guatenala, 1983. 
3 2 / - Ibid. 
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Figure  7 . 2 . 2  
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The use of contraception was strongly related to education. 
women who had at least an elementary school education were about five 
times as, likely to use contraception than women with no formal 

- education and twice as likely as those who had an incomplete primary 
education (Figures 7.2.3 and 7.2.4). Women who had at least a 
primary education use reversible methods of contraception from 5 to 
17 times more than women with no fomal education and from 2 to 6 
times more often than women with less than a primary education. 
(Figures 7 . 2 . 5  and 7.2.6) Sterilization was also the most prevalent 
method among women with lower educational levels in Guatemala. 

Contraceptive use was higher for women who are gainfully 
employed outside the household (41%) than for women working out of 
their homes (33%) and for housewives (25%). (Figures 7.2.7 and 7.2.8) 

In general, contraceptive use increased with education wYLen data 
were controlled for age, working status, and number of living 
children. However, this relationship was weak for women with no 
living children, perhaps because of social pressure to have children 
soon after marriage, which appears to be independent of socioeconomic 
status. In addition, there was no 2pparent association between 
current use of contraceptives and working status, when data were 
controlled for age and number of children. 

When data were controlled for age, education, working status, or 
number of living children, the percentage of women using family 
planning techniques in the Department of Guatemala still was higher 
than that for wonen elsewhere. Only 5% of indigenous women whose 
last pregnancy was unwanted were using contraception, co~pared with 
42% of women living in the Department of Guatemala and 28% of the 
Ladino women living elsewhere. Only Z C X  of wonen whose last 
pregnancy was planned were using contraceptives. This finding 
indicates that use of contraceptives for the purpose of child s?acing 
is low in Guatemala. 
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Figure 7 .2 .4  
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Figure 7 .2 .5  
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figure 7.2 .6  
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Figure 7 .2 .7  
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Figure 7.2.8 
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Abortion is a health problem that is likely to be 
under-reported. In 1983 reported cases made it the second cause of 
maternal mortality in Guatemala. At that time a maternal mortality 
rate of 11.7 per 1,000 live births and a proportionate mortality of 
5% (for abortion) comared with other cases of maternal mortality 
was found.Z/ The main cause of maternal deaths during 1983 was 
due to covlications of birth at delivery, with a proportionate 
mortality ratio of 78.2% %I. However, abortion was reported as 
the cause of about half of the mternal deaths in the Health Sector 
Assessment carried out by USAID in 1977.35/ 

The 1983 APSGFAH survey ?6' revealed that 13% of the women 
interviewed had had at least one spontaneous or induced abortion. 
This finding was more frequently found in wosen living in the 
Department of Guatemala compared to the Ladino women living 
elsewhere, and to indigenous women. 

APROFXn data needs to be analyzed further, and there is a need 
to assess the program's impact on fertility. These answers can be 
obtained by measuring fertility levels before and after initiation of 
the progran in each community (or a sample of ~om~unities) where it 
is introduced and by using multivariate analysis techniques together 
with sample stratification. Such techniques can help to clarify the 
relation of relevant variables to fertility or acceptance and use of 
contraceptives by the populaticn. 

7.2.1.2 Fertility Trands 

Over the past three decades, the birth rate and fertility (TFR) 
decreased signficantly in Gcate.mla. (Table 7.2.1). 

3 3 /  - Eer.oria de Labores aBo 1953, XCH, Guatemala, 1985. 
34/ - Hernoria de Labores, ABo 1982, EOH, Guatemala, 1985. 
35 / - Wealth Sector Assessment, USAID, Guatenala, 1977. 
36 / - ~ p .   it. 51. 



Table 7.2.1 

Birth Rate Trend and Percentage Reduction 
Guatemala --I95343 

Average Birth Rate Percentage Reduction 
year Period Per 1,000 Live Births Between Year Periods 

Source: Guatemala: Recopilacicn y Ordenaniento de Informacicn para 
piagncstico de la Situacicn de Salud y su Relacicn con el Desarrollo 
Econ~mico. Volume I1 of IV, PAHO, 1985. 

I However, in 1982, the birth rate in Guatemala (38.2) was above the 
average rate for Central America for the same year (37.91, as well as 
for the rest of Latin America (37.9) for the preceding five-year 
period (1975-1980). A similar situation was found for fertility (TFR) 
trends for Guatemala, and in comparison to data (unweighted averages) 
fro; Central and all of Latin America. (Figures 7.2.9 and 7.2.10) 



Table 7 . 2 . 9  



I 

... *:., 
.(. .............. I

,
'
.
 
.
.
.
I
.
.
.
.
.
.
.
.
.
.
.
.
 

.
.

.
 

. 
. 

. 
"
 

. 
;
 . r

-
:
 . ; 

.,: 
-a

s
.-.: 

...-. 
A

*
.. 

.>
.I.L

. 
--.a 

. 
A
s 

.
 4

 

I - --- 
I 
#
>
a
 

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

-.--.. -
.
 

- - 
< 

. 
... 

1
1

3
 

.
a
+
-
 

.-..--...--..*--, 
- -
,-

-
. i - 

C
C

5
 

4
 

':-I 
1

.
3

 
8' 
C
)
 

1
'- -D 

' Y. 
C
3
 

L
-ia 

r
Y

 
C
A
 

- 
a - 

-
4
-
 

U
rn

 
4
P
 

. -0
 



Important information i n  t h i s  regard  was r e p o r t e d  by t h e  HOH i n  1982, 
when i t  was found t h a t  t h e  h ighes t  p ropor t ion  of b i r t h s  (29%) was f o r  
women with more than  5 l i v i n g  c h i l d r e n .  Moreover, 51 .4% of b i r t h s  i n  
women 25 years  of age and o l d e r  were t o  those  who a l r e a d y  had 5 o r  
more l i v i n g  c h i l d r e n  37'. 

3 / I  - nemoria de Labores,  A00 1 9 8 2 ,  HCH, Cuatenala ,  1983. 



In terms of fertility trends by age group, higher reductions were found 
for the age groups 45-49 (37% reduction); 15-19 (16.7% reduction), and 35-39 
(12.9% reduction). The rest of the age groups showed less than a 10% 
reduction.=/ (Table 7.2.2 and Figure 7.2.11). 

Table 7.2.2 

Fertility Rates* by Age -- Guatemala 1950-1980 
Number of Children per 1,000 Wonen 

Age 1950 1955 1960 1965 1970 1975 Percentage Reduction 
croup 1955 1960 1965 1970 1975 1980 From 1950 to 1980 

General 
Fert ality 
Bate* 7.9 6.93 6.85 6.60 6.45 6.40 9.7 

* Average number of children per women 15 - 49 years of age. 

Zource: Direccion General de Estadkstica y CELADE, 1983. 

W. Cit., I /  



F e r t i l i t y  ra te s  decreased f a s t e r  f o r  women l i v i n g  i n  the  Department 
of  Guatemala then f o r  wonen l i v i n g  elsewhere. 

Figure 7.2.11 

AGE GR311P 



Fertility rates 10 to 25% higher than in the Department of 
~uatemala have been observed i n  the Departments of El Progreso, San 
narcos, Huehuetenango, El Quiche, El Peten, Jalapa, and Jutiapa (2-3 
children (women 15-44) more than in the Department of Guatemala), 
which have higher concentrations of rural indigenous populations than 
the rest of the Departments in the country (1971-80).38/ 

A socioeconomic assessment of fertility (Table 7.2.3) for 1980 
showed that 85.8% of women in the country with a CFR of 6 came from 
the agricultural sector. Of this group (with 6 or more children) had 
a disproportionately high percentage (70.9%) of all live births among 
women in the 15-49 age range. Also, in this group 98.1% of women 
have less than 3 years of formal elementary school education (Figure 
7.2.12) .El These findings support the results of the APROFAH 
surveys. 

The MOH, APROFAM, IGSS and some other institutions have 
implemented a variety of programs for family planning. These 
prograxs provide relatively good coverage for urban and suburban 
areas. While MOH and ICSS coverage of rural areas is incomplete, 
these areas are being better covered by APROFAH. However, recent 
efforts by the tlOH and ICSS to improve coverage of health services 
have been somewhat effective in increasing family planning, although 
1ir.itations continue in a number of the more inaccesible areas. 

Table 7.2.3 
Fertility and Distribution of Fertile Woman by Socioeconor.ic 

Croup, ~ducational Level, and Geographical Location 

b Cr.-- n. S a i m r w r l c  Grow  re-l ~ z a t i c n  kra?Yica !  Laa t ims  - &rlmi-  fon *r~c-i- &T -3 4-6 7 p  ' ibibtai k a t s a : a  &?er 
t u a l  t ura 1 C i t y  L ' r b  R m l  7bml 
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7 . 2 . 2  Sum.ary, Conclusions and Recornendations 

~ u m a r y  and Conc lu s ions 

It is impossible to separate the subjects of family planning and 
maternal and child health (HCH), as fanily planning provides one of 
the more solid bases for reaching the goals of UCH programs. 
AccessiSility and use of family planning services (FPS) provide the 
nost cost-effective method for avoiding high risk pregnancy, abortion 
and perinatal nortality, and allow for an appropriate child 
spacing. Adequate prenatal, postnatal, and delivery care are often 
lacki~.g in rural areas in Guaterala, where FPS are not always eitker 
available or accessible. 

It is now widely accepted that family planning is an instrument 
for the prevention of avoidable deaths and disease, and for the 
promotion of health, thus development of FPS is a public health 
responsibility. 

Pror.oting the use of FPS appears to be less successful where 
availability of HCH service is poor, as there is an inportant 
correlation between coverage of UCH services and high fertility 
rates. These areas also have the highest nortality rates for 
fertile women and children. 

The problem of accessibility of FPS must be carefully analyzed, 
since wide availability does not guarantee their use. Cultural, 
religious, and educational barriers are comon obstacles. Guatemala 
has shown birth and fertility rates higher than the averages for 
Central and the rest of Latin Anerica. 

Various studies have been conductec! by A?ROF.W on the 
receptivity of potential FPS users. The lowest acceptance levels 
were found in rural areas and anozg indigenous women. Other 
im?ortant factors related both to high fertility and lower use of FPS 
were low educational level, younger ages, and the lack of gainful 
employnent outside the house. 

The use of oral contraceptives and other reversible methods of 
fanily planning is very low in general, but is ?referred among 
younger and mcre educated wonen. Female sterilization is the nost 
prevalent method used in Guate-mla and has been aost used by less 
educated women. 

Expansion of health education programs needs to be dev2loped 
sinultaneously with the increasing availability of PPS, especially in 
rural areas. 

3 a / - Ibid. 
39' Ibid. 



An assessment of socioeconomic factors and fertility conducted 
in 1980 showed that 85.5% of women in the country with completed 
fertility rates of 6 or more came from the agricultural sector. Of 
this group, which was responsible for 70.97. of all live births, 98.1% 
had less than 3 years of formal elementary school education, which is 
consistent with the results of APROFAH surveys. 

Abortion seems to be an important problem in Guatemala, and 
family planning appears to be the most feasble alternative. 

nany factors influence the fertility of women and populations. 
In Guatemala. fertility has been shown to be influenced by age, 
education, cultural and religious factors, work availability, level 
of living, and availability of family planning services ( F P S ) .  
Further studies on the impact on fertility and use of FPS 'for each 
factor in Guatenala are required. It appears that only intervention 
involving all these factors simultaneously can produce important 
changes in fertility. Special attention should be placed on the 25 
to 34 year age group from, as the lowest reduction in fertility 
between 1950 to 1980 was found in this age group. 

Changes in agricultural technology, expanded opportunities for 
ezplopent in rural areas, and availability of education have led to 
an improvement in the standard of living and to an associated drop in 
fertility. 

Educational level seems to be the most irnpcrtant factor relating 
to fertility and use of PPS. However, careful consideration should 
be given to interpreting this association. Educational level may be 
only an indicator of cultcral and/or socioeconomic status, and this 
association may be indirect. In other words, only increasing 
educational levels may be insufficient to reduce fertility. 

Contraceptive use for child spacing is low in Cuatenala. 
Educational programs on the importance of child spacing for health 
reasons and for inproving family structure, social relationships, and 
Standards of living should be instituted. Consideration should be 
given to different educational approaches responsive to the 
~ocioeconomical structure of each area of the country. 



It i s  recornmended t h a t :  

7 . 2 . 2 . 2 . 1  USAID con t i nue  t o  s u p p o r t  f a m i l y  p l a n n i n g  s e r v i c e s ,  
such  a s  t h e  one conducted by M R O F A M .  T h i s  i s  
e s p e c i s l l y  i r . ?or tan t  f c r  i n a c c e s s i b l e  m r a l  a r e a s  and 
f o r  e d u c a t i o n a l  u r o g r a 3 s  i n  u s e  of c o n t r a c e p t i v e s .  

7 . 2 . 2 . 2 . 2  USAiD develop and /o r  f ina r .ce  b a s i c  a s s e s s z e n t s  on 
changir,g f e r t i l i t y  p a t t e r n s ,  a t t i t u d e s  towards  FPS, 
and major YCH i n d i c a t o r s .  T h i s  shou ld  be done b e f o r e  
and a f t e r  l aunch ing  i n t e r v e n t i o n s  a t  t h e  cornunFty  
l e v e l  i n  o r h r  t o  p r o 2 e r l y  e v a l u a t e  t h e  p r o g r a z .  

7 . 2 . 2 . 2 . 3  USAID con t i nue  t o  s u p y o r t  a g r i c u l t u r a l  proKrams i n  
Guaterrala,  s i n c e  t h e s e  pr0grarr.s c o n t r i b u t e  t o  t h e  
i n c r e a s e  of job  o ~ p o r t u n i t i e s  i n  m r a l  a r e a s ,  and 
which f a c t o r  i s  a s s o c i a t e d  w i t h  r e d u c t i o n  of f e r t i l i t y  
r a t e s .  



7.3.1 Overview and Limitations 

Nutritional status is the basis for many pathological 
disorders. Consequences of nutritional deficiencies are 
interrelated, yet surprisingly different. 

Malnutrition is difficult to diagnose when the condition is 
mild, but severe stages of malnutrition such as kwashiorkor or 
marasmus are easily identified, not only by medical personnel, but by 
the parents and relatives of children who suffer from these advanced 
nutritional deficiencies. However, relatives of these children often 
do not associate the clinical picture with nutritional deficiencies, 
but with other preexisting diseases or culturally accepted 
conditions, such as "ma1 de ojo." (See Chapter 5 . )  

Chronic malnutrition in children is a result of the low 
purchasing power of families. 2/ and may be associated with 
inadequate access to and utilization of health and educational 
services, as well as poor sanitation. facilities. If malnutrition is 
to be effectively dealt with, the governnent should strengthen 
programs oriented toward significantly reducing the existing levels 
of poverty, and towards increasing availability of health and 
sanitation services. 3' 

In order to estirnate the expected nutritional effects of social 
and economic interventions by the govemient, one could examine data 
from coffee plantations in Western Guatemala. Families in these 
plantations were afforded a medical care program, an increase in 
minimum wages, and the distribution of a higher protein corn 
(Opaque-2 for 17 months s/ .  Weight retardation in children, which 
is an important and sensitive indicator of nutritional status, 
dropped from 32 .4% to 2 2 . 2 %  one year after a new wage scale was 
enacted. In communities receiving the high-protein corn, a medical 
care program, and an increase in wages, children's growth was better 
than in communities with only medical care and improvement in wages. 
5 / - 

I - / Fierro-Benitez, R; Ranirez, I., Estrella, E.; y Stanbury, J. 
8 . :  "The role of iodine in intellectual development in an area 
of endemic goiter." In Endemic Goiter and Cretinism: 
con ti nu in^ threats to World Health (J. T. Dun v G. S. 
Hedeircs-Neto eds.) Pan Aii.erican Health Organization (Scientific 
Publication No. 1931, Uashington, D.C. 1984. 
Joy, L.; Payne, P.R.: "Nutritional and national development 
Planning." Food Nutr. 1 (4):2-17-1975. 
Op. cit., A / ,  (Fierro-Benitex, R. et.al) 
Delgado, H.; Valverde, V.; Hurtado, E.: "Case studies on infant 
mortality, primary health care and nutrition in ~ r a l  
Guatemala." INCAP Guatemala INCAP, (rnineograph), 1983. 
Ibid. 



U e d i c a l  c a r e  a l o n e  was r e p o r t e d  t o  reduce  i n f a n t  m o r t a l i t y  and 
m o r t a l i t y  i n  c h i l d r e n  one t o  f o u r  y e a r s  of age ,  b u t  t h e  e f f e c t s  were 
n c t  i m e d i a t e l y  r e f l e c t e d  i n  c h i l d r e n ' s  growth. k/, I /  I n  s p i t e  
of d r ama t i c  d e c l i n e s  i n  i n f a n t  m o r t a l i t y  and n o r t a l i t y  i n  c h i l d r e n  
one t o  f o u r  y e a r s  of age i n  Western Guatemalan comnun i t i e s  i n c l u d e d  
i n  an e f f e c t i v e  b u t  s i n p l i f  i e d  med ica l  c a r e  program. 81, 9' no 
r e d u c t i o n s  were s e e n  a f t e r  t h r e e  y e a r s  i n  t h e  p e r c e n t a g e  of c h i l d r e n  
weighing l e s s  t h a n  75% of t h e  s t a n d a r d  weigh t  f o r  t h e  same a g e  group. 

S i n c e  t h e  1940s t h e  Guatemalan g o v e m q e n t  h a s  been working w i t 3  
n u t r i t i o n a l  programs th rough  t h e  HOH, and ,  n o t e  r e c e n t l y ,  t h r o u g h  
o t h e r  m i n i s t r i e s ,  a s  w e l l  a s  o t h e r  governmental  and p r i v a t e  
i n s t i t u t i o n s  @I. These e f f o r t s ,  however, have been  i ndependen t  
and uncoo rd ina t ed ,  a s  w e l l  a s  w i t h o u t  e f f e c t i v e  m u l t i s e c t o r i a l  
p a r t i c i p a t i o n ,  t h u s  l i m i t i n g  t h e i r  p o t e n t i a l  Lrnpact on t h e  
n u t r i t i o n a l  s t a t u s  of t h e  c o u n t r y .  I n  a d d i t i o n ,  t h e  p o l i t i c a l ,  
e conon i ca l  and s o c i a l  e v e n t s  of t h e  p a s t  20 y e a r s  have  had i m p o r t a n t  
r e p e r c u s s i o n s  on t h e  n u t r i t i o n a l  s t a t u s  of t h e  p o p u l a t i o n  GI. 

N u t r i t i o n a l  S i t u a t i o n  

The f o l l o w i n g  suxrmry of t h e  e p i d e z i o l o g i c a l  s i t u a t i o n  of 
n u t r i t i o n  f o r  1984 was adap ted  fron: a  sumnary p r e s e n t e d  i n  t h e  PAYO 
Report  on t h e  H e a l t h  S i t u a t i o n  i n  Guatemala a/, and d a t a  from t h e  
"Unidad d e  I n f o m t i c a ,  D.G.S.S., HOH =/, and i s  focused  on t h e  
major epidemiological d s t e r z i n a n t s  of n a l n u t r i t i o n ,  t h a t  i s ,  p e r s c n ,  
t ime ,  and space  ( i . e . ,  p l a c e ) .  

7 . 3 . 2 . 1  Pe r sons  

About h a l f  t h e  Guatemalan p o p u l a t i o n  i s  a f f e c t e d  by sone  d e g r e e  
of m a l n u t r i t i o n .  M a l n u t r i t i o n  i s  more f r e q u e n t l y  found i n  t h e  
ind igenous  p o p u l a t i o n  t han  i n  t h e  Ladino p o p u l a t i a n .  F u r t h e r ,  i t  is 
more ' f r e q u e n t l y  f0ur.d znong f a m i l i e s  of low income and w i t h  a low 
l e v e l  o f  e d u c a t i o n .  

-/ 6 1 n t e ~ r a d o s  de N u t r i c i o n  y  Atencion P r i m r i a  d e  S a l u d ,  
SINAPS", H i n i s t e r i o  de Sa lud  P u b l i c a  y  A s i s t e n c i a  
Soc i a l / I n s t i t u t o  de  N u t r i c i o n  Ce C e n t r o  Aner ica  y  Panana.  
Guatemala.  1983. 

7 / - Delgado H . ,  Va lverde  V . ,  Hur tado  E . :  "Case s t u d i e s  on i n f a n t  
n o r t a l i t y ,  p r ima ry  h e a l t h  c a r e  and n u t r i t i o n  i n  r u r a l  
Guatemala ."  INCAP Guatena la  (mineograph) .  1983.  

8 / - GQ. C i t .  e l .  
9 / - I b i d .  
10 / - Op. C i t .  I/. 
11 / - I b i d .  
12 /  - PAHO: PAHO Document. Volune 11. 1995. 
13/  - Unidad de  I n f o m t i c a :  Anuar io  E s t a d i s t i c o  1985. D .G .S .S . ,  

YOH., Guaterr-ala. 1486. 



Growth retardation and malnutrition are among the ten major 
causes of infant mortality in Guatemala. Available information for 
1983 shows that various conditions related to malnutrition were 
associated with 1,307 infant deaths (449 per 100,000 live births), 
which represented about 7% of all infant deaths for that year. In 
the one-to four-year-old age group, malnutrition was the fourth most 
trequent cause of death from 1981 to 1983, with a proportionate 
mortality ratio (PMR) of 4.8% for 1981 and 5.9% for 1983. 

During 1983, out of 35,100 out-patient consultations provided to 
patients with nutritional deficiencies, the highest percentage 
(41.9%) was for children under 5 (Table 7.3.1). 

Table 7.3.1 

Out Patient Consultations Due to Nutrition Deficiencies 
by Age Groups, Ministry of Health 

Guatemala, 1983 

- 

h No. of Out-Patient 
Age Consultations Percentage 

0 - 1  

1 - 4  

5 - 14 

15 - 44 

45 - 64 

65 and older 

(unknown) 

TOTAL 35,100 100.0 

SOVRCE:  Unidad de Infomatica, D.G.S.S. 
PAHO: PA!!O Report, Volume 111, 1985. 



In the 5 to 14 year age group, malnutrition was the fourth 
leading cause of death, with a PHR of 4.8% for 1981 and 6.7% for 
1983. For 65 years and older, protein-calorie malnutrition was also 
the fourth most frequent cause of mortality for 1983, with a death 
rate of 435 per 100,000 and a PHR of 7.8%. Table 7.3.2 summarizes 
data for ralnutrition-related mortality by age for 1983. 
Xalnutrition iqact on mortality, as expected, was more inportant 
below 5 years of age and above 6 5 .  

Table 7.3.2 

Mortality Caused by Kalnutrition by Age Group -- 1983 

Age Deaths Ratio Rate per Ratio 
x (1) 100,000 X (2) 

65 and olier 1,073 28.3 487.0 7.9 

unknown 14 0.3 - - 5.8 

TOTAL 3,797 100.0 47.9 5 .O 

(1) - Refers to 7. of deaths caused by malnutrition for all ages. 

(2) - Refers to the X of total deaths fcr each age group. 

SOURCE: Unidtd Ipfom.atica, D.C.S.S. 
?.WO: P.4HO Report, Voluxe 111, 1985. 



Pregnant and lactating women are also high-risk groups for 
-1nutrition. Prevalence of malnutrition is as high as 40% in rural 
and indigenous areas for these two groups, with obvious consequences 
for their offspring. 

Of people 6 0  years of age and older, 65.2% suffer from mild 
malnutrition (grades I and 11--Come2 Classification). This seems to 
be one of the contributing causes of the high mortality rates in the 
early stages of this age group. 

Time 

In the rural areas of Guatemala malnutrition often peaks during 
the months immediately preceding the harvest season. Malnutrition 
has also been part of the aftermath of natural disasters. * 

7.3.2.3 Place 

Malnutrition in Guatemala is a countrywide problem. However, it 
is more important in rural areas (75.8% of total prevalence) than in 
urban areas (24.2% of total prevalence). In urban areas malnutrition 
is more frequently found in the newer settlements on the periphery of 
urban areas ("cinturones de pobreza"), which are characterized by low 
income, undere~ployment, and poor sanitation. 

The prevalence of weight retardation in children is higher in 
those living in the East, West and Southern regions of the country 
coapared with those living in the Central Region and Metropolitan 
Area g', =/. 

- Ib '  Valverde V., Martorell R., Hej a-Pivaral v.., Delgado H., Lechting 
A . ,  Teller C., Klein R.E. Relationship between family land 
availability and nutritional status. Ecol. Food.  Mutt. 6:l-17. 
1977. 

? 5 /  - Secretaria General del Consejo Nacional de Planificacion 

Economica. Instituto de Hutricion de Centro Anerica y Panaxa. 
Infome Preliminar del Proyecto Regionalizaci n de la Problem tica 
nutritional en Guatemala y sus posibles soluciones. Guatemala, 
I N C A P .  1980. 



7.3.2 Specific Nutritional Deficiencies 

National nutrition surveys were conducted in 1965, 1976, and 
1978 L6/ L7/. They identified protein-calorie malnutrition, 
hypovitaminosis A, iodine eficiency, and iron and folate-related 
anenias as the nost serious nutritional problems affecting the 
population. Deficiencies in rivoflavin and thiamine were also 
identified. 

Infant and pre-schcol mortality and growth retardation, to a 
large extent, may reflect prevailing calorie and protein 
deficiencies . 18/ 19/. 

Table 7.3.3 shows the mortality due to the different nutritional 
deficiencies for 1983. Protein-calorie malnutrition--other than 
kwashiorkor and nutritional marasr.us was associated with 3,665 
deaths, which represents 96.52 of 311 nutrition-related deaths for 
that year. These figures support the thesis that nilder forms of 
nalnutrition and not the more severe stages represented by 
kwashiorkor or marasmus constitute the major nutritional problem in 
Guatemala. These conditions are easier to identify and are usually 
treated in local medical facilities. 

16 / - Evaluation Nutritional de la ToSlacion de Centro Ar.erica y 
Panama. Instituto de Xutrici n de Centro Amgrica y Panaza. 
(11JCA.P) /Of icina 

de Investigaciones lnternacionales de 10s Institutos Uacionales 
de Salud de 10s Estados Unidos de Uorte America. Guate~ala. 1969. 

Arroyave, G.; Aguilar, J.R.; Flores H.; Suznan H.A.: Evaluation 
of Sugar Fortification with Vitamin A at the gational Level. 
Pan American Health Organization Scientific Publication 384, 
Washington, D.C. 1979. 
~ p .  Cit. 141. 
9. Cit. 151. 



Table 7.3.3 

Mortality due to Nutritional Deficiencies 
Guatemala -- 1983 

Deaths 
Group Number % 

ruashiorkor (260) 83 2.2 

y~tritional marasmus 4 2 1.1 

other protein-calorie 
nalnutrition (262-263) 3,665 

TOTAL 3,797 100.0 

:oURCE: Unidad de Inform tica, D.C.S.S.. 
PAHO: PAHO Report. Volume 11, 1985. 

Figure 7.3.1 shows the proportionate prevalence of the different 
degrees of malnutrition in Guatemalan children 0 to 5 years of age 
for the years 1979-80. The highest proportion belongs to 
first-degree malnutrition, which is over 44%. both in urban and rurzl 
areas. A difference of only 14.1% in the prevalence of malnutrition 
was found between children below 5 years of age in urban (60.1%) and 
rural areas (74.2%). However, the proportionate (prevalence) of 
second-degree and third-degree malnutrition for this age group was 
about twice as high in the rural areas as in urban areas. 

Nutritional deficiencies were the sixth cause of nortality for 
1984 (PMR of 4.6%) and the fourth cause for 1985 (PXR of 4.4%). 



Figure 7.3.1 
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Specific nutrients, deficiencies such as iodine, iron, and 
vitamin A, have a direct impact on the health of the population. 

' 

Recent research has shown that effects of Vitamin A or iodine 
deficiencies on visual acuity defects. increased susceptibility to 
infectious diseases, and growth retardation are important. Vitamin A 
deficiency is highly correlated to an increased incidence of diarrhea 
and respiratory infections in preschool children 20/, 21/, as 
well as an increase in overall mortality, 

7.3.3.1 Vitamin A Deficiency 

In a 1965 nutritional survey a/, unacceptably low levels of 
serum retinol were found in children. In rural areas 50% of the 
families reported Vitamin A intake below 507. of dietetic 
recomnendations. For this reason, a short-term solution to the 
hypovitaminosis A problem was developed at INCAP in the early 1970s. 
231 In addition, the Guatemalan government passed laws in 1974 
requiring that all sugar for internal consumption be fortified with 
Vitamin A .  Surveys in 1965 a/, just before the fortification 
started, and on two occasions in 1977, two years after the 
fortification was initiated, showed a 50% reduction in the 
prevalence of retinol deficiency. (Figure 7.3.2) In the early 1980s 
the program was interrupted due to administrative and financial 
constraints, but, a recent PAHO report 26/ states that the 
fortification progran is still operating in Guatemala. 

A 1984 evaluation of ocular damage showed that 0.7% of children 
examined had corneal xerosis and 1.4% had scars, which is 28 times 
higher than the level (0.05%) established by PAHO to define ocular 
damage as a public health problem. a/ 

LU /  - Sorrmer, A.T.; Tarwotjo, G.; Hussaini y D. Susanto: "Increased 
Hortality in Children with nild Vitamin A Deficiency." Lancet 
2: 585 (1983). 

21/ - - Sorrner, A . ;  Katz, I., y Tarwotjo, T. "Increased Risk of 
Respiratory Disease and Diarrhea in ChilOren with Pre-existing 
Mild Vitanin A Deficiency." Am. J. Clin. Nutr. 40: 1090 (1984). 

2: / - 
+ - , .  ~ p .   it. 161. 
G I  Comite Nacional Pro-Ciegos y Sordoaudos de Guatemala/UNICEF. 

Infome de la jornada Oftalmologica-Nutricional, realizada en las 
Coxnidades Nuevas de Nebaj. Quiche del 16 a1 25 de nayo de 1 9 8 ~ .  
Cozite Nacional Pro-Ciegos y Scrdomudcs, Guate~ala, 1984. 

Q/ 
~ p .  Cit. 161. 

2 5 1  - . * lbid. 
d t  / - 
2L/ PAHO: PAHO Report, Volume 11, 1985. 

~ p .  Cit. 231. 
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7.3.3.1 Anemia 

An evaluation in 1965 found anemia prevalence rates of 30% to 
40%, of which 90% were due to iron deficiency. 281 No recent 
systematic compilation of data was identified by the assessment team 
concerning the current national situation with regard to anemia. 
Iiowever, the 1978 National Nutritional Survey did identify folate and 
iron deficiency anemia as serious public health problems. 

7.3.3.2 Iodine Deficiency 

A 387. prevalence of goiter was found in a survey conducted in 
1954. 29' In 1956 an iodine salt fortification progrk7 was 
started. A 5% prevalence of goiter was found in a second survey in 
1965. Salt fortification went into decline during the 1970s. and an 
evaluation carried out in 1979 found a goiter prevalence of 117". 

The Nutrition Department at the HOH estimates an increase of 
about 207. in goiter prevalence since the 1979 survey. a l ( ~ i g u r e  
7.3.31 

- 26 / Op. Cit. - .  20 / 
29/ - tlu os, J. Antonio; Perez, Carlos,; y Scri3shaw, Nevin S,: 

Distribution Ceografica del Bocio Endenico en Suatenala, Rev. 
Col. Pled. Guatemala, 6:36-43, 1955. 

301 - Quezada, Plarco htonio: Evaluation del Impacto del Prograiia de 

la Yodizacion de la Sal en Cuatecala, a traves de una Encuesta 
de Prevalencia de Bocio Endeaico en una Huestra de Escolares en 
la Republics de Guatemala. tlonografra (Eagister Scientificae), 
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7.3.3 Food Consumption 

The most important etiologic factors for malnutrition are those 
related to food consumption: dietetic habits such as use of 

foods, and accessibility to such foods. These factors, in 
turn, are related to family income and poverty, nutritional 

and cultural patterns of food consumption and food 
product ion. 22'. 12' 

During 1980, of the approximately seven million inhabitants in 
~uaternala, 32% lived in poverty, and their income was insufficient to 
cover their basic needs. About 40% of the population did not have 
sufficient income to cover the costs of the minimum food basket. 

In 1985, when the rate of inflation reached figures.above 
sOO%, the situation was considered alarming. In rural areas, 58% of 
total family income was allocated to food in 1966, vs. 667. in 1980. 
In urban areas, it was found that families allocated 33% of their 
total income to food in 1969 and 54% in 1980. 35/ Food consumption 
per person has decreased through the years. 36/ Family protein and 
energy intakes studied in national food consumption surveys in 
Guatemala from 1965 to 1976 showed that the mean intake per person 
was lower in the more recent survey. 38/ 

Proteins of animal origin are consumed regularly only by a small 
proportion of the population with the highest income. 391 Other 
sources of protein, such as grains and tone vegetables, are not 
always locally available, due to the lack of adequate agricultural 
technology and to poor food distribution. This is especially 
true in some rural areas of the country. 

321 - ~ p .   it. 11 
33/ - ~ p .   it. 1~;. 
34/ - The Crisis in Central America, its Origins, Scope and 

Consequences. Econornic Comission for Central America. Doc. 
E/CEOAL/G, 1261, p 16. 

35/ - Secretarea General del Consejo Eacional de Planificacion 

Economica, Ministerio de Salud Publica y Asistencia Social, 
Ministerio de Educacion Publica, Uinisterio de Agricultura y 
Alimentacion. Revision de 10s Avances en el Proceso de 
Planificacion Alimectario Uutricional. Presentado en el 
Se~~inario Aporte de 10s Censos de Talla de Escolares a 10s 
Sistemas de Vigilancia Alimentario Nutricional. Guatemiila, 
1984, (mimografiadc). 

36 / - ~ p .   it. 21. 
37/ - ~ p .   it. 141. 
3 8 /  - 
39/ 

~ p .  Cit. 15'. - 
4 0 / 

Op. Cit. g/. - Ibid. 



I n  t h e  c e n t r a l  urban a r e a  t h e  ene rgy  i n t a k e  i s  main ly  o b t a i n e d  
from c o r n ,  b r ead ,  and s u g a r ,  which a c c o u n t s  f o r  abou t  55% o f  t o t a l  
energy i n t a k e .  Fo r  t h e  remain ing  u r b a n  a r e a s  i n  t h e  c o u n t r y ,  co rn ,  
s u g a r ,  o i l s  and g r e a s e s  supply  62% of such  i n t a k e .  I n  r u r a l  a r e a s  

41/  corn ,  suga r  and beans  supply.69X of  t h e  t o t a l  ene rgy .  - 
2 
Y 

I n  r e p o r t s  on t h e  p a t t e r n s  of food  consumption i n  Guatemala,  Q 
%I, co rn ,  c o f f e e  and o i l  occupy f i r s t  p l a c e ,  w i t h  o v e r  507. of $ 
f a a i l i e s  consuaing such p r o d u c t s  r e g u l a r l y .  I n  c o n t r a s t ,  l e s s  t han  r 
35% of t h e  f a m i l i e s  consume d a i r y  p r o d u c t s .  P o u l t r y ,  p o r k ,  o r  beef I. 

7 
i s  consumed d a i l y  by l e s s  t h a n  38% of  f a n i l i e s .  F u r t h e r  i n f o r n a t i o n  < 

% 

on consumption p a t t e r n s  c an  be o b t a i n e d  f r o 3  t h e  "Departamento de 
A l i ~ ~ e n t a c i o n  y  Nutrition" (DL!), I N C A ?  and t h e  " S e c r e t a r i a  Genera l  de  
P l a n i f i c a c i o n  Econornica" (SEGEPM) .  

7 .3 .4  N u t r i t i o n a l  P r o ~ r a ~ s  

Nat iona l  n u t r i t i o n  programs i n  Guatemala a r e  conducted by and /or  
under  t h e  s u p e r v i s i o n  of t h e  XOH o r  o t h e r  g o v e m L e n t a l  i n s t i t u t i o n s  
such  a s  IGSS. 43' These programs can  be d i v i d e d  i n t o  s i x  
c a t e g o r i e s :  

Feeding f o r  s e l e c t e d  g roups ;  
Feeding f o r  p r e schoo l  and s c h o o l  c h i l d r e n ;  
Feeding s e r v i c e s  i n  i n s t i t u t i o n s ;  
Food f o r t i f i c a t i o n ;  
N u t r i t i o n  educa t i on  3rogrm.s  ; and 
P roduc t i on  and a v a i l a b i l i t y  of f ood .  

7 . 3 . 4 . 1  Feedine Programs f o r  S e l e c t e d  Groups 

Feeding prograi is  f o r  s e l e c t e d  g roups  have been o p e r a t i n g  i n  t h e  
count ry  f o r  more than 40 y e a r s ,  and a r e  u s u a l l y  funded i n  o a r t  by t h e  

4 5  / HOE, H i n i s t r y  of Educa t ion ,  and H i n i s t r y  of A g r i c u l t u r e .  - 
I n i t i a l l y  d i r e c t e d  a t  h i g h  r i s k  g r o u p s ,  such  a s  c h i l d r e n  unde r  f i v e ,  
and pregnant  and l a c t a t i n g  women, i n  1570, t h e s e  programs were 
inc lxded  a s  3 p a r t  of m u l t i f a c e t e d  developz.ent p r o g r a n s  and a s  a  p a r t  
of a i d  f o r  r e f u g e e  c z ~ p s .  46/ 

Op. C i t .  l/. 
4 5  / - O p .  C i t .  & / .  
4 6 /  - I b i d .  



I 

There are 15 different programs under this rubrique. The 
. **comite de Reconstruction National" was designated in 1984 as the 

responsible agency for the coordination of all nutritional programs 
in Guatemala. At the moment, food supplies for these programs come 
from the "Programa Hundial de Alimentos" and AID-PL 480. 
47/ G! fi! Z! a! =/ =/ 54/ 
- 9  9 - 
In addition, the government has a nationally financed feeding program 
for schoolchildren. g 1  All these programs include over one million 
people, of which 68% are preschool children and pregnant and 
lactating women. 

7.3.4.2 Feedin~ Re~imen for Children 

Feeding programs for preschool and school children are financed 
by the HOH, ICSS, and the "Secretaria de Bienestar Social de la 
Jef atura del Estado". 56' 

i r /  - PMA-GUAI784, Resunen del Proyecto "Desarrollo Rural y Obras 
Sanitarias Hediante Auto-Ayuda". Octubre, 1975. 

i 4B/ - PM-GUAl2587, Resumen del Proyecto "Production of Basic Food 

f Crops by Small Fanners". October, 1981. 
1 491 - PM-GUAI2547. Hinisterio de Agricultura y Ganaderea. Xanual de 

Nom,as y Procedimientos del Proyecto "Desarrollo Agrecola en la 
Franja Transversal del Norte". Octubre, 1983. 

:0/ - PMA-GUAl2581. Presidencia de la Republica, Direccion de 
Desarrollo de la Comunidad. Reglamento de la Unidad Ejecutora 
del Proyecto "Capacitacion Fexinina para el Desarrollo Comnal 
(CAFEDESCO)". Abril, 1983. 
PA%-GUAl2705. Peticicn de Asistencia a1 Programa Hunidal de 
Alimentos para el Proyecto "Programa de Alimentaci~n 
Suplementaria para Grupos Uaterno Infantil Desplazados". 1983. 
AID-GUA. Hernorandurn. PL-480 Title I1 Program Plan, CARE and 
CRS in Guate'mla. July, 1981. 
CARE. Contrato de Alimentos CA!!E-Gobierno de Guatemala. 
Agosto, 1977. 
Catholic Relief Services. Contrato entre el Gobierno de 
Guatemla y Catholic Relief Services - United States Catholic 
Conference. tlarzo, 1968. Decreto No. 1770 del Congreso de la 
Republica, 22 de Julio, 1968. 
Congreso de la Republica. Decreto del Congreso No. 13-71 sobre 
"Refacciones Escolares". Febrero 1971. 
~ p .  Cit. L/ .  



The HON operates 13 nutritional rehabilitation centers for 
preschool children with second and third degree malnutrition or belo2 
85% of their n o m l  weight, with a capacity of 75 children per 
year. The budget to operate these centers exceeds six and a half 
aillion dollars per year. In addition to,treating patients, these 
centers offer nutrition and health education to the mothers of the 
patients. 

The IGSS distributes food to affiliated children below two years 
of age, and has been offering nutrition education to pregnant and 
lactating women. Children less than six months of age receive five 
pounds of milk every month and, if signs of milnutrition are found, 
ten pounds of INCAPARINA are provided additionally every month until 
the child reaches twc years of age. 

The "Secretaria de Bienestar Social de la Jefatura del Estado" 
provides nutritional services to approximately 10,000 malnourished 
children in 45 centers located throughout the country, as well as 
surveillance for malnutrition, nutrition education, and provision of 
food to school children of low income fanilies. According to INC.W, 
the costs for each child attended ranges from Q0.56 to 41.61 pet day. 
58' These programs have been expensive for Guatemala, and the 
results have been poor. In addition, during 1985 activities were 
reduced due to budget insufficiency. a/ 
7.3.4.3 Feeding Re~imens in Health Institutions 

Feeding services in institutions are those offered to 
in-patients in hospitals, health centers acd nursing homes for the 
elderly. All belong to the MOH. The budget for purchasing the food 
needed for these services is over four nillion dollars per year. 
Again, these services have been deficient for the last two years, due 
to budgetary cuts. 60' 

37' - ~ p .   it. 21. 
5 8 / - Evaluation de 10s Servicios de Alimentacion de 10s Centros y 

Hogares de las Direcciones de Bienestar Infantil y Faniliar y de 
Asistencia Educativa Es?ecial de la Secretarea de Bienestar 
Social de la Tresidencia de Guatemala. Instituto de Yutricion 
de Centro herica y Panam. Guatemala, 1982. p 49-50 
(Documento de Distribution Linitada). 

59/ - O p .  CLt. L.1 
6 0 / - Ibid. 



7.3.4.4 Food Fortification Pro~rarrs - 
Private sector food fortification programs carried out have been 

. limited to iodine and Vitamin A fortification of salt and sugar, 
respectively. However, these activities were discontinued due to the 
impossibility of obtaining foreign currency for the importation of 
~etinol Palmitate and the equipment needed for quality control of 
nutrients added to these products. The approximate cost of iodine 
fortification per person per year is fourteen cents (U.S.). For 
1985, the only fortified salt available was inported and constituted 
about 20% of all salt consumed in Guatemala. At the moment, 
PAI1O/W)IO-UNICEF plan to assist in overcoming the problems mentioned 
above and to re-start these programs. 61/ 

7.3.4.5 Nutrition Education Pronrams 

The HOIi is the Guatemalan institution primarily responsible for 
carrying out nutrition education programs in all its health 
facilities, mainly through the use of health promotors. Other 
governmental institutions, including the IGSS, contribute as well. 
However, there is a lack of sufficient educational material and 
specific budgets to carry out such activities. 62' 

The only educational activity that is specifically funded and is 
somewhat organized at present is the "Cainpana de Lactancia Haterna," 
which is coordinated by a multi-institutional comissisn, and focuses 
on the study, survei.llance, and promotion of breast feeding. Its 
budget for 1985 was over 8.8 million dollars, with external financing 
iron UNICEF (75%) and PAHO (10%). 63' 

7.3.4.6 Pro~rans for Food Productions 

Programs for food production and availability are carried out by 
the Ministry of Agricultura, Ganaderia y Alimentacion, 64', and can 
be summarized as follows: 

a. Improvement of crops and development of appropriate 
technology for vegetable and fruit production. 

b. Technical assistance for famers to increase production, 
offered by the "Direccion General de Servicios Agrecolas" 
(DIGESA), and the "Direccion General de Servicios 
Pecuarios" (DIGESEPE). 

G /  
Plan de Necesidades Prioritarias de Salud de Centroamerica y 
Panma, Area: tlejoramiento de la Situacion Alimentaria y 
Nutritional. Organization Hundial para la Salud/Oficina 

g/ Sanitaria Panameticana. 1984. 
~ p .  Cit. 11. 
Lactancia Natural, Doc. presentado ante el Gabinete Social. 
Uimeografiado, Cornision Nacional de Promotion de la Lactancia 

@I 
Ratema. Guatemala, 1984 (Documento de Distribucion Limitada). 

Op. Cit. I/. 



c. Price regulation, distribution, and storage of food 
products, carried out by the "Instituto Nacional de 
Comercializacion Agrecola" (INDECA). 

d. Credit facilities for crop production through the "Banco 
Macicnal de Desarrollo Agrecola" (SANDESA). 

e. RedistriSution of land to sinall famers throughout the 
country by the "Instituto Nacional de Transfo~~acion 
Agraria" (IXTA). 

f. Control and surveillance of the quality of crops, plagues, 
and health of f a m  stock through vaccination programs 
conducted by DIGESA and DIGESEFE. 

Further infomation on this natter can be found in the "Plan de 
Desarrollo 1984-86 para el Sector Agricola." 65/ 

The Ministry of C o m n i t y  Developnent, which fornerly was part 
of the President's office, is developing activities to inprove the 
nutritional status of the population. 6b/ This Ministry offers 
technical assistance, including nutrition education to farmers, and 
promotes small cornunity enterprises to isprove the local economical 
situation in rural areas. The 1985 budget for these activities was 
$903,480 (U.S.). 

7.3.5 External Cooperation 

Economic and technical cooperation for programs in nutrition 
have been provided through several institutions as previously 
explained. Iiowever, such assistance has not been sufficient . 67' 
At present, the MOH is applying for nore assistance for its 
nutritional programs, which are prominently featured in the PAHO 
regional plan and in the Guatemalan govermnent's own National 
Development Plan. 68/ 

6 5 1  - Plan Nacional de Desarrollo 84-86. Plan Sectorial componente: 
Alimentacion y Nutrition. Secretarea General ds1 Consejo 
Nacional de Planificacion Eccncmica. Guatenala, 1983. 

6 6 / - 3 Anos de Labor Intensiva de la Direction de Desarrollo de la 
Comnidad de la Presidencia de la Republics. Direccion de 
Cesarrollo de la Conunidad, Presidencia de la Reupblica. 
Guate-=la. 1981. 

67/ Op. Cit. 1'. - 
68/ Op. Cit. a/. - 



S u m r y ,  Conclusions and Recornendations 

7.3.6.1 Sumary and Conclusions. 

Malnutrition is still an important cause of morbidity and 
mortality in Guatemala, although many efforts have been made over the 
last 40 years to cope with the nutritional needs of the population. 
However, many of these activities have been isolated, have lacked 
multisectoral participation, and have not made a real impact on the 
nutritional status of the population. 

Concurrent diseases in groups at risk of malnutrition (i.e., 
children and pregnant women), are contributing factors and may cause 
nutritional programs to fail. Low family income, low educational 
levels, and cultural patterns of food consumption may be the most 
important constraint for nutrition and health in Guatemala. 

Protein-calorie malnutrition is still the most important 
nutritional problem in Guatemala, especially among children and 
pregnant or lactating women. This problem appears to be worst in 
rural and periurban areas. Again, this type of malnutrition is 
associated with low income and low educational levels. 

Very little is known about the health and nutritional status of 
the population in isolated rural areas, since limited availability of 
health services and underreporting are the rule in these areas. 
Different sources of data often show different information, and data 
are not always presented using the same classifications or indices. 
This makes it practically inpossible to establish ccmparisons or to 
identify any trends of nutritional or health indicators over time. 
Improvement in the health information system is essential for an 
appropriate evaluation of the current situation. 

Little is known about the nutritional situation of peri-urban 
areas, thus masking the true situation in such areas has been 
masked. Statistics need t9 be separated out to detenzine the health 
and nutritional status of populations living in such areas 
(cinturones de pobreza). 

Specific nutritional problem such as Vitamin A ,  iodine, and 
iron and folate deficiencies are an increasing problen in Guatexala 
because it has not been possible to change the dietary patterns of 
the population. Program to fortify food with the first three of 
these nutriients have been abandoned for financial reasons, even when 
they have proved successful. As a result, ocular damage, gciter, and 
ane~ia are increasing. Additional techicai and financial support is 
urgently needed to overcome these problerrs. 



Production, distribution and availability of nutritious food is 
poor. Several plans have been formulated and carried out, but, very 
little has been achieved because of budgetary linitations. 

Specialized human resources are insufficient in the MOH to cope 
with the technical needs. Program evaluation is poor and is not a 
high priority. Thus, human resources developaent must be supported 
and cocrdinated with INCAP and other international institutions 
specialized in nutrition. External coLlaboration seems to be 
effective. but insufficient. 

It is recornended that: 

7.3.7.1. USAID review and use more fully existing data derived 
from surveys already carried out by INCAP and others 
before starking or supvorting any new program in this 
area. 

7.3.7.2. USAID continue suaporting a~ricultural programs and 
farming entevrises, especially those related to - 
locally ccnsuned crops because of the relationship of 
nutrition to  cod health. 

7.3.7.3. USAID support h m a n  resources developnent for the SOH 
In the field of nutrition and health in collaboration 
with INCA?, as well as in the field of agricultural 
engineer in^. - 



I 

8.0 ~ o m ~ u n i c a b l e  Disease 'Control 

8.0.1 Diarrheal Diseases 

Enteritis and other diarrheal diseases are the major cause of 
infant mortality in Guatemala (Chapter 7, Table 7.1.2) In 1983 the 
infant mortality rate due to diarrheal diseases was 1,460/100,000 
live births, and the proportionate mortality ratio for these diseases 
was 22.8%. During that same year physician diagnosed cases of 
diarrhea for children under one year of age was 3,784/100,000. 
Therefore, the probability of dying among diagnosed cases of these 
diseases was 39%. Inadequacy of these figures can be seen, in the 
fact that in 1983 only 32% of deaths were medically certified; this 
percentage is lower among young children and infants.&/ 

Sufficient data to determine the major causes of diarrhea 
(bacterial, viral, or parasitic) and the associated environmental 
factors does not exist. Therefore, in the short run, preventing death 
and illness due to diarrhea through programs addressing the causes 
may not be practical and is certainly not cost efficient. As a result 
emphasis should be placed on the prevention of moderate and severe 
dehydration through the use of Oral Rehydration Thera~y. 

Constraints 

In 1985, AID/Guatemala commissioned an analysis of the National 
ORT Program in Guatemala, and P M O  included a section in their broad 
rsview of health and economic development ?/. The observations made 
in the AID Analysis are particulariy pertinent. Thc major 
constraints included (among others): 

a) Lack of a national diarrheal disease control program. 
b) Lack of standardized norms. 
c) Inadequate training of health personnel. 
dl Resistance of physicians and pharmacists. 
el Lack of an adequate system for data collection and 

monitoring effective use. 
f) Other technical constraints. 

11 USAID "Technical Analysis, National ORT Program, Guatemala," 
Guatezala, December, 1985. 

21 P A ! :  "Recopilacion y Ordenmiento de Infomaci~r? para Diagnostic9 
de la Situation de Salud y su Relacion con el Cesarrcllo Econor,ico," 
Guatenala," IV Tomos, 1985. 



These rzjor limitations in administration of ORT are not 
unlike the problems that are faced in other sections of the 
health care system. If these cannot be improved at the 
management level, there are certain to be inadequacies at the 
field level. This seems t~ have been the cause of the 
termination of ORT activities of the SCISN program in 1984. 

There is an obvious need to coordinate anti-diarrheal 
measures in the country, but this cannot be done unless the 
peripheral units are strengthened both by training and higher 
administrative support. The general problens associated with the 
higher adninistrative support are discussed in Chapter 12: 
although Chapter 12 deals with the higher levels of 
adsinistration, the results are reflected in all of the health 
sections (e.g. diarrhczl diseases, EPI, nalaria control, water 
and sanitation, etc.) where overlap and/or lack of coordination. 
and even conpetition, exist. 



1 , 2  Diseases Prevented by Imunization 

8.2.1 Overwiew and Status 

Vaccine-preventable diseases discussed in this section are 
measles, pertussis (whooping cough), tetanus, paliomyelitis and 
diphtheria. Reports from 1983 indicate that these preventable 
diseases constituted the fourth cause of death for children less 
than five years of age, with a mortality rate of 250 per 100,000 
children of that age. 2' Guatemala showed the highest 
mortality rates in Latin America for almost all 
vaccine-preventable diseases reported in 1982. 3/ The 
mortality rates of measles and pertussis were over 28 times 
higher than those reported from other Latin American countries 
(Table 8.2.1). 

Table 8.2.1. 

MORTALITY DUE TO IKMVNOPREVENTABLE DISEASES DURING 1982 IN 
LATIN AMERICAN COUNTRIES 

RATE/100,000 

- 
Country Polio Tetanus Pertussis Measles 

Chile 

Cuba 

Guatemala 

Mexico 

Nicaragua 

Paraguay 

Rep blica 

Doininicana 

Uruguay 

Venezuela 

SOURCE: AID: Guate~~ala, Project Paper. Im,unization/Child 
Survival. AID/LAC/P-267. 1985. 

i/ PA310 Document, Vol 11,1985 
2/ K3H, Menoria de Labores, 1983. 
3/ AID: Guatemala. Project Paper. Imunization/Child Survival. 

AID/LAC/P-267. 1985 



8 . 2 . 2  Keas les 

From 1975 t o  1984 meas les  was r e p o r t e d  a s  one of t h e  t e n  major 
. s e s  of  m o r t a l i t y  i n  t h e  g e n e r a l  p o p u l a t i o n  of ~ u a t e n a l a . ~ ' ,  

Table  8 . 2 . 2  and F igu re  8 . 2 . 1  i l l u s t r a t e  t h e  m o r t a l i t y  t r e n d  of 
meas les  f o r  t h i s  t ime  p e r i o d .  An o v e r a l l  d e c r e a s e  i n  m o r t a l i t y  can  
be seen  from 1975 t o  1984. However, t h e  m o r t a l i t y  r a t e  i n c r e a s e d  
i n c r e n e n t l y  from 1980 t o  1984. The f i g u r e s  f o r  1979 show a  peak o: 
unknown o r i g i n .  which m y  r e p r e s e n t  a n  o u t b r e a k ,  o r  an a r t i f a c t  due 
t o  changes i n  r e p o r t i n g .  

As e q e c t e d ,  m o r t a l i t y  in Guatemala a s s o c i a t e d  w i t h  meas les  by 
age shows t h e  h i g h e s t  r a t e s  i n  c h i l d r e n  under  f i v e  y e a r s  of age ,  
e s p e c i a l l y  i n  i n f a n t s ,  w i t h  m o r t a l i t y  r a t e s  a s  h igh  a s  22 p e r  1000 
l i v e  b i r t h s .  I n  i n f a n t s  t h e  c o r t a l i t y  r a t e  was 1 . 4  t i m e s  h i g h e r  i n  
1983, t han  i n  1980 !Table 8 . 2 . 3 ) .  

MEASLES-RELATED MORTALITY IN G U A T E a L A  1975 - 1984 

No. of Ra te  p e r  
Year P l a c e  Cesths  100.000 P?!! 7. 

SOURCE: PPAO: PK-iO Document. Vclume XI. 1985. 
NOH: Nenoria  de Labcres .  1984.  

4 /  Op. C i t  A/ - 
5 /  HOH: Hernoria de Labores ,  1984. - 





Table 8.2.3 

MEASLES-RELATED MORTALITY BY ACE CROUP 
RATE PER 100,000 INHASITATITS BY AGE CROUP 

GUATEMALA 

1980 1981 1982 1983 
Age Deaths Xate Deaths ?ate Deaths Rate Deaths Rate 

0 - 1 year 462 161 629 206 796 2 2 0 663 220 
1 - 4  1,004 95 1,160 112 1,783 158 1.252 111 
5 - 14 24 5 10 328 16 548 2 7 325 15 
15 and + 55 1 9 7 2 130 3 100 2 

TOTAL 

NOTE: Rates are per 100,000 

SOURCE: Unidad de Lnfonnatiia. Direction General de Servicios de 
Salud. PAHO: PAHO Document. Volume 11. 

Geographical distribution of mortality associated with measles 
for 1981 (Table 8.2.4) showed higher rates for the departnents of 
Totonicapan (77.41, Kuehuetenango (56.0;, and San tlarcos (50.41, when 
the rate for the country was 25 per 100,000 inhabitants. During 
1985, meas!es associated zortality was considered among the ten major 
causes of death in the departnents of Chimaltenango, Totonica?an. 
Quetzaltenango, El Quiche, El Peten, and ~ a c a ~ a . 5 ~  However, 
measles was not found to be &Tong the ten ma'or causes of morbidity 9 / in any departnent of Guatemala during 1985. - 

As can be seen by the fact that the number of measles deaths 
recorded has been considerably larger than the nunber of cases 
(Tables 8.2.2 and 8.2.51, morbidity is under-reported for measles. 
This under-reporting is rrainly due to more accurate registration of 
deaths cofi.pared with cases of disease. However, in spite of the 
inconsistency in reporting, a decline can be seen i n  the number of 
cases and rates that sosewhat corrzlates with the mortality trend 
from 1975 to 1980 (Table 8.2.5). Measles as well as the other 
irm.uno-preventable diseases are considered compulsory re~orted 
diseases. 

61 HOli: Anuario Estadistico, 1985. - 
71 Op. Cit. 21. - 



T a b l e  8 . 2 . 4  

MEASLES AND PERTUSSIS MORTALITY BY DEPARTHENT AND POSITION 
AHONG THE 20 MAJOR CAUSES OF DEATI! 

GUATEHALA -- 1 9 8 1  

M E A S L E S  P E R T U S S I S  
~ e p a r t m e n t s  Dea ths  R a t e ( * )  P o s i t i o n  Deaths  R a t e ( * )  P o s i t i o n  

cuatemala 
chir ia l tenango 
~ s c u i n t  l a  
zacapa 
progreso 
chiquimula 
I z a b a l  
J u t i a p a  
J a l a p a  
Santa Rosa 
Suchi t e p e q u e z  
Re ta lhu leu  
Que tza l t enango  
Totonicapan 
So lo la  
E l  Quiche 
Huehue t enango  
San n a r c o s  
Alta Verapaz 
Baja Verapaz 
E l  P e t e n  

TOTAL 1 , 7 4 9  25.0  - 1 , 3 5 8  1 9 . 4  - 
( * I  Ra te  p e r  100 ,000  i n h a b i t a n t s  

SOURCE: Depar tamento d e  B i o e s t a d i s t i c a ,  Direction Genera l  d e  S e r v i c i o s  
d e  S a l u d .  P U O :  PAHO Document, Volume 11. 



Table 8 . 2 . 5  

CASES OF I?2fUNOPRS1JENTABLE DISEASES GUATEUXA -- 1971-1980 

MEASLES PERTUSSIS TETANUS POLIO 
Year Cases Bate(*)  Cases Rate(*)  Cases R a t e ( * )  Cases Rate(*)  

(*I  Rate p e r  100,000 i n h a b i t a n t s  
( -1  I n f o m a t i o n  no t  a v a i l a b l e  

SOURCE: Divis ion  d e  Epidemiologia,  3 i r e c c i o n  General de S e r v i c i o s  d e  
Sa lud .  PXiO: P.L!O Document, Volsr,e 11, 1985. 



8.2.3 Pertussis 

Whooping cough, like measles, is also associated with high 
mortality rates. It has been one of the ten major causes of deaths 
for a number of years in Guatemala. From 1950 to 1954 and from 1960 
to 1964 it was in the fourth place, during 1971 the seventh, and in 
1980 it was the tenth cause of death.8/ More important reductions 
on mortality have been achieved for pertussis than for measles.?/ 
From 1971 to 1983, a reduction of the death rate associated with 
pertussis was observed (Table 8.2.6). Not surprisingly, 
pertussis-associated mortality has been over four times higher in 
children below five years of age than in any other age group. 
However, reductions of about 30% in mortality related to pertussis 
were seen from 1980 to 1983, except in the age group 5 to 14 years. 
(Table 8.2.7). 

Important differences were found in geographical distribution. 
u/ Pertussis was considered one of the ten major causes of death 
for 1981 in the departments of Totonicapan, Huehuetenango, Alta 
Verapaz, Solola, Baja Verpaz and El Peten, with mortality rates 
ranging from 33.2 to 82.0 per 100.000 (Table 8.2.4). During 1985, 
mortality associated with pertussis was included as one of the ten 
causes of death in the departments of Totonicapan, Quetzaltenango, 
and Baja Verapaz. In 1985, however, pertussis was among the 
ten major causes of morbidity only in the department of Alta Verapaz. 
12/ - 

As with measles, underreporting for pertussis cases exists, as 
deaths are also more numerous than the number of cases (Tables 8.2.5 
and 8.2.6). However, there is an overall reduction in morbidity 
from 1971 to 1980 (27% reduction) that corresponds with the reduction 
in mortality .=I 

- 

21 w. 
7 .  Xbid. - 
121 Op. Cit. 4/ .  - 

m. 



Tab le  8 .2 .6  

MORTALITY ASSOCIATED WITH PERTUSSIS 
GUATEfiLA 1971 - 1983 

Year Deaths Rate p e r  100,000 

SOURCE: PAHO: PAHO Document. Volume 11, 1985. 

Table  8.2.7 

PERTUSSIS-ASSOCIATED DEATIiS MID KORTP-LITY UTES PER 100,000 BY AGE 
GUATEMaLA -- 1980-1983 

1980 - 1981 - 1983 - 
Age Deaths Rate  Pea th s  Rate Deaths Rate 

0 - 1 year 718 250 5 14 168 5 3 2 181 
1 - 4 671 5 9 4 4 3 4 3 436 3 9 
5 - 14 8 1 3.3 80 3.9 84 3 
15 and + 4 7 1.2 321 8.0 3 3 0.5 

SOURCE: Unidad de I n f o r m a t i c a ,  Direction Ger-eta1 d e  S e r v i c i o s  de  Sa lud .  
PAHO: PA!!O Document. Voluae 11. 1985. 



Tetanus 

Tetanus in the newborn (neonatal tetanus) is the most frequent 
form of the disease in the country. This is due to poor hygienic 
conditions during child delivery, as more than half of child births 
are assisted by unskilled midwives (see Maternal and Child Health 
section). The number of deaths being reported are low in comparison 
with those due to other immuno-preventable diseases. Therefore, 
tetanus has not been among the ten major causes of mortality for the 
total population or for any age group. E/ However, in 1982, 
Guatemala had the second highest mortality rate due to tetanus (3.0 
per 100,000) in comparison with other Latin American countries, 
preceded only by Paraguay (5.5 per 100,000) (Table 8.2.1). 

&n important reduction (71.8%) in mortality rates due to tetanus 
was observed from 1971 to 1980. However, mortality tripled, from 1.1 
in 1980 to 3.3 per 100.000 in 1983 (Table 8.2.8). This increment was 
particulaly important for infants, with a mortality rate of 50.5 per 
100,000 observed for 1983, representing a mortality rate 18 times 
higher than in 1980 (2.8 per 100,000) (Table 8.2.9). A potential 
explanation for the differences from 1980 to 1983 for these and any 
other diseases in Guatemala is the change in the reporting system 
instituted in 1982 (see Chapter 15). 

In addition, 133 neonatal deaths in 1983 represented 89.8% of 
the total infant deaths (148) due to tetanus. 2' These figures 
illustrate the impact of the psor child birth conditions that are 

, corrmon in Guatemala, as well as the low level of immunization 

coverage for pregnant women with tetanus toxoid. 

Again, tetanus cases are grossly underreported as can be seen 
when comparing the number of reported deaths to cases (i.e., in 
excess of 100%). Therefore, the only reliable figures are deaths. 

- 
1 4 1  @. Cit. L/. - 
1 5 1  Op.  Cit. L/.. - 



MORTALITY DUE T O  TETANIS 
GUATEM.4L.A -- 1971-1983 

Years Deaths Rate p e r  100,000 

SOURCE: P.HO: PAHO Docusent, Volume 11, 1985 
A I D :  Guatemala. P r o j e c t  Taper ,  I rrnunizat ion/Child Surv iva l .  

A I D / L A C / P - 2 6 7 .  1985. 

Table 8.2.9 

TETANUS KOBTALITY BY AGE 
GUATEPALA -- 1980 PN9 1983 

1980 - 1983 - 
Ap; e Deaths Rate(*)  Deaths Rate(*)  

0 - 1 year . 
1 - 4  
5 - 14 
15 and + 

TOTAL 8 7 1.1 2 6 6  3.3 

- -  - - - - -- 

SOURCE: P U 3 :  PAFiO Cocument 



8.2.5 Poliomyelitis 

Poliomyelitis is not usually a major contributing cause of 
mortality. In Guatemala low mortality rates for poliomyelitis have 
been registered for the last 15 years. A n  85.7% reduction in 
mortality rates from this cause was found between 1971 to 1977. 
However, mortality seemed to increase slightly fros 1978 to 1983, 
with the exception of 1982 when no deaths due to poliomyelitis were 
reported (Table 8.2.10). 

Mortality due to poliomyelitis is more frequently found in 
children under five years of age. During 1983, 732 of the deaths 
related to poliomyelitis were found in that age group, especially in 
children from 1 to 4 years of age. However, in 1971 and 1980 higher 
mortality was found in infants (Table 8.2.11). Important reductions 
were observed f torn 1971 to 1983 for infants (89%) and for- children 1 
to 4 years of age (52%). 16' 

Table 8.2.10 

POLIOMELITIS ASSOCIATED UORTALITY 
GUATEMALA -- 1971 - 1983 

Year Deaths Rate per 100,000 

SOURCE: FAHO: PAHO Document, volune 11, 1985. 



The main h e a l t h  problem a s s o c i a t e d  w i t h  p o l i o m y e l i t i s  i s  t h e  
s e q u e l a e  of t h e  p a r a l y t i c  form. Of a l l  c a s e s  i n f e c t e d  w i t h  t h e  
p o l i o v i r u s ,  o n l y  5% p r o g r e s s  t o  t h e  s t a g e  t h a t  c an  produce  tempora l  
a n d / o r  permanent handicap ,  and 5% deve loped  mi ld  symptonas n o t  
l e a d i n g  t o  p a r a l y s i s .  u/ Death is  r a r e  and is due t o  
comp l i ca t i ons  such  as s e v e r e  n e u r o l o g i c a l  danage ,  which i n  t u r n  may 
produce p a r a l y s i s  of v i t a l  musc les .  T h e r e f o r e ,  i n f o m a t i o n  about  
morb id i t y  f o r  p o l i o m y e l i t i s  on ly  r e p r e s e n t s  5% t o  10% of  a l l  i n f e c t e d  
c h i l d r e n  ( i f  r e g i s t r a t i o n  i s  a c c e p t a b l e ) .  

From 1971 through 1980,  t h e  n m b e r  of r e p o r t e d  c a s e s  of p o l i o  
d e c l i n e d  (63.5%).  However, d u r i n g  1980 and 1982 epidemic o u t b r e a k s  
i n  some r e g i o n s  of t h e  c o u n t r y  i n c r e a s e d  t h e  number of c a s e s  d u r i n g  
t h e s e  yea r s . 18 /  I n  1985, 35 c a s e s  were  r e p o r t e d . B /  T h i s  l a s t  
f i g u r e  is similar t o  t h o s e  r e p o r t e d  f rom 1974 t o  1979 ( T a b l e  8 . 2 . 5 ) .  

T a b l e  8 . 2 . 1 1  

UORTALITY ASSOCIATED WITH POLIOMYELITIS BY AGE 
G U A T E W  -- 1971,  1990 and 1983 

- 

1971 - - 1980 1983 
A?, e  Deaths  Ra te (*)  Dea ths  Ra te (*)  Deaths Ra t e (* )  

0  - 1 y e a r  19  9 .2  11 3 . 9  3  1 . 0  
1 - 4 4 0  5 . 2  1 4  1 . 3  3 0  2 .7  
5  - 14 - - 9 0 . 4  4  0 .2  
15 and + - - 3 0 . 1  4  0 . 1  

TOTAL 7 8  1 . 4  31 0 . 5  4  1 0 .5  

(*I Ra te  p e r  100,000 

SOURCE: PAHO: PAHO Volume 11, 1985 

1 7 /  I b i d .  - 
18/  I b i d .  - 
191 Op. C i t .  ?/. - 



Table 8.2.12 shows the percentage distribution of the types of 
paralysis in patients seen at the poliomelitis clinic of the 
"Instituto de Rehabilitacion" from 1974 to 1982. 20' Of 562 
patients, 85.1% were monoplegic and paraplegic. Legs were the most 
frequently affected parts of the body. Children less than three 
years of age represented 89.62, and children less than two years 
represented 74.1% of all cases. Distribution by sex showed a slight 
difference between males (52.4%) and females (47.6%). 21' The 
patients came from all departments of the country except from 
Totonicapan. Forty-seven percent of the patients were living in 
urban areas (mainly Guatemala City) and 53.2% in rural areas. ?2/ 

Table 8.2.12 

PERCENTAGE DISTRIBUTIOU OF 562 PATIENTS OF THE POLIOKYELITIS 
CLINIC BY TYPE OF PARALYSIS/ 

"INSTITUTO DE REHABILITACION" 
GUATEUALA 1974 - 1982 

Type of Paralysis Percentage 

nonoplegic 
Hemiplegic 
Paraplegic 
Triplegic 
Tetraplegic 
Other 

SOURCE: PAHO: PAHO Document Volume 11, 1985. 

During 1985, 35 cases of poliomyelitis were reported. 23' All 
35 patients were less than 14 years of age; 30 of then were less than 
five years old (85.7%). Only one nonparalytic case was reported 
(Table 8.2.13). 

221 @. Cit &/.  
211 Ibid - -. 
2.21 W. cit. &/.  
2/,W. cit. ?/. 



Table 8 .2 .13  

DISTRIBUTIOM OF CASES OF POLIOWELITIS BY AGE AND TYPE 
GUATEMALA -- 1985 

- - - 
Nurr.ber of Cases 

Age Group T o t a l  P a r a l y t i c  Mon-Paralytic Unknown 

TOTAL 3 5 8 1 2 6 

SOURCE: PAHO: PAHO Docunent, Volume 11, 1985. 

8 .2 .6  Diphtheria  

Morta l i ty  r a t e s  f o r  d i p t h e r i a  have been low i n  Guatemala. For a 
number of yea r s  no dea ths  due t o  d i p h t h e r i a  have been repor t ed .  I n  
1971, and 1983, the  number of d e a t h s  r epor t ed  r ep resen ted  a m o r t a l i t y  
r a t e  of 0.4 and 0 . 1  p e r  100,000, r e s p e c t i v e l y .  Chi ldren  below 
f i v e  years  of age a r e  t h e  most o f t e n  a f f e c t e d ,  e s p e c i a l l y  those  below 
one year  of age (Table 8 .2 .14) .  During 1985, e i g h t  cases  of 
d iph the r i a  were r epor t ed ,  s i x  of them i n  c h i l d r e n  l e s s  than f i v e  
yea r s  of age. 

2 4 /  Op. C i t .  &/. - 
2 5 /  Op. C i t .  ?/. - 



Table 8.2.14 

DIPHTHERIA MORTALITY BY AGE GROUP 
BATE PER 100.000 

GUATEMALA -- 1971. 1980 and 1983 

1971 1980 1983 
As e Deaths Rate Deaths Rate Deaths Rate 

0 - 1 year 5 2.4 0 0 4 
1- 4 10 1.3 0 0 3 
5 - 14 7 - 0 0 3 

TOTAL 2 2 0.4 0 0 10 0.1 

8.2.7 Levels of Immunization 

In 1972 annual national irmnunization campaigns were started, and 
later, in 1978, the activities of the "Program Ampliado de 
Imunizaciones" (PA11 were begun. To date, sufficient coverage has 
not been achieved. &/ 

A survey was conducted by APROFAn and CDC in 1983 to assess, 
among other endpoints, the irmnunization coverage of children less 

271 than 5 years of age. - 
The 19883 survey results 28' show that complete innunitation 

coverage ranged from 33% to 53% for poliomyelitis, DPT and measles. 
The lowest percentages of immunization were found in children less 
than two years of age for DPT and poliomyelitis, and in children less 
than one year of age for measles (Table 8.2.15). Indigenous children 
were the least likely to havc received ccmplete primary 
imunization. The imunization levels of Ladino children living in 
Guatemala City were higher than those of Indigenous children or 
Ladino children living in the interior, except for the levels of 
imnization against measles of Ladino children living in the 
interior (Table 8.2.16). The highest percentage of measles 

2 6 1  Op. Cit. I/. - 
261 APROFAWCDC: Guatemala Family Planning and Maternal and Child - 

Health Survey. 1983. 
27/ Ibid. - -  



Table 8 . 2 . 1 5  

PERCENTAGE OF CHILDREN LESS THAN 5 YEARS OF AGE WITH REPORTED 
COKPLETE POLIO. DPT. AND MEASLES IMWJNTZATIOB, BY AGE OF CHILD 

GUATEMALA -- 1983 

h e  of Child 
Imnization Total < 1 1 2 3  4  

Polio 33.4 5 . 3  2 8 . 0  4 3 . 2  4 8 . 3  43.5 
DPT 33.0  5 - 5  2 8 . 3  4 2 . 8  46.7  42 .9  
Measles 5 3 . 0  1 1 . 3  5 4 . 4  66 . O  6 9 . 0  65.7  
80. of children 
(unweighted) (4 ,185)  (837)  ( 8 4 6 )  (784)  (84 3  1 ( 8 7 . 5 )  

SOURCE: APROFAM/CDC: Guatemala Family Planning and Maternal and Child 
Health Survey. 1983. 

immunization in all age groups was found in Ladino children living 
outside the city of Guatemala. This suggests that, at least for 
measles, mass imnization campaigns in the interior were more 
effective in imnizing children than were campaigns and routine 
services were in the Department of Guatemala. 28/ 

8 . 2 . 8  Summary, Conclusions and Recommendations 

Imno-preventable diseases are a major public health problem in 
Guatemala. Throughout the 1970s, several of these diseases rated as 
one of the 10 major causes of death. In 1982, Guatemala had the 
highest mortality rates for measles, pertussis and tetanus, in Latin 
America. They remain a major cause of death only in some departments 
due to a significant reduction in morbidity in the last years. This 
is most probably due to the national imnization campaigns and 
activites of the PAI. However, coverage has been poor and mortality 
rates in Guatemala may still be among the highest not only in the 
Central ~merican region but in Latin America. This may be due to the 
lack of medical services, problems of compliance, and an insufficient 
cold chain for proper availability of immunization products at all 
times outside the urban areas of the country. Therefore, financial 
and technical support should be studied in order to inprove 
distribution and availability of such products in collaboration with 
APROFAM or other private organizations. 

28/  Op. Cit. =/. - 



Table 8.2.16 

PERCENTAGE OF CHILDREN Less THAN 5 YEARS OF AGE RECEIVING 
XEASLES, POLIO, AND DPT I ~ I Z A T I O N ,  BY RESIDENCE/ETHblIC 

GROUP. AND AGE (PERCENT DISTRIBUTION) 
GUATEMALA -- 1983 

- 

Xeasles Poliomyelitis DPT 
Percentage Percentage Percentage 

with complete with complete with complete 
Immunization* Immunization Imnization 

Total 
< 1 
1 
2-4 

Dept. of Guatemala - 48.8 
< 1 8.9 
1 47.4 
2-4 62.5 

Interior. Ladino 
< 1 
1 

2-4 

Interior, Indixenous - 45.8 
< 1 13.0 
1 49.0 
2-4 56.6 

* Three or more doses. 

SOURCE: APROFAWCDC: Guatemala Family Planning and Haternal and Child 
Health Survey. 1983. 



Geographica l ly ,  t h e  h i g h e s t  m o r t a l i t y  appears  t o  be i n  t h e  
r u r a l  a r e a s  and amongst t h e  predominantly I n d i a n  groups. This  
corresponds t o  vacc ina t ion  surveys t h a t  i n d i c a t e  coverage f o r  
t h e s e  5 d i s e a s e s  a l s o  is anongst t h e  indigenous popu la t ion  
l i v i n g  i n  r u r a l  a r e a s .  

In  1983, m o r t a l i t y  r a t e s  f o r  meas les ,  p e r t u s s i s  and 
t e t a n u s  were h i g h e s t  i n  c h i l d r e n  less than  1 year  of age.  
However, du r ing  t h a t  same yea r ,  imntunization coverage f o r  t h e s e  
t h r e e  d i s e a s e s  was lowest amongst c h i l d r e n  i n  t h i s  age group. 

While no f i g u r e s  were given f o r  complete t e t a n u s  t o x o i d  
amongst pregnant  wor.en and women of ch i ld -bea r ing  age,  it would 
appear  from t h e  h i g h  neona ta l  t e t a n u s  m o r t a l i t y  r a t e s  t h a t  
coverage i n  t h i s  group is a l s o  q u i t e  low. 

Ample t e c h n i c a l  and f i n a n c i a l  suppor t  should be  provided 
t o  c a r r y  o u t  n a t i o n a l  campaigns p r o p e r l y .  s u f f i c i e n t  
personnel ,  v e h i c l e s ,  m a t e r i a l s ,  and equipment must b e  a v a i l a b l e  
be fo re  implementing any campaign. Shor t - t e rn  e x p e r t  c o n s u l t a n t s  
and a  s u f f i c i e n t  number of well-paid s k i l l e d  t e c h n i c i a n s  must be 
included i n  t h e  planning and developing of such campaigns u n t i l  
t h e  MOH a t t a i n s  e s s e n t i a l  l o g i s t i c s  and t e c h n i c a l  s k i l l s  t o  
i n c r e a s e  the coverage t o  achieve he rd  immunity. Co l l abora t ion  
wi th  PAHO/WHO, t o g e t h e r  wi th  va r ious  l o c a l  and p r i v a t e  
o rgan iza t ions  rriust continue f o r  t h e s e  a c t i v i t i e s .  Voluntary  
c o l l a b o r a t i o n  should be  promoted f o r  medical  and paramedical  
s t u d e n t s  i n  o r d e r  t o  he lp  t h e  personnel  i n  charge of t h e  work. 
For i n a c c e s i b l e  o r  r e s t r i c t e d  r u r a l  a r e a s  a d d i t i o n a l  
c o l l a b o r a t i o n  wi th  t h e  Nat ional  Army t o  c a r r y  o u t  immunization 
a c t i v i t i e s  must be  explored.  P u b l i c i t y  by us ing  n a t i o n a l  and 
l o c a l  mass media i n  a l l  languages and d i a l e c t s  should b e  
encouraged, n o t  only  dur ing  n a t i o n a l  campaigns b u t  a t  a l l  t imes .  

I f  campaigns, PAI, o r  any o t h e r  s p e c i a l  a c t i o n s  t h a t  
decrease  morbid i ty  and mora l i ty  due t o  these  d i s e a s e s  a r e  t o  
have any e f f e c t ,  they must be  t a r g e t e d  toward t h e  a t - r i s k  
popula t ion  would appear t o  be  c h i l d r e n  under 1 2  months of  age 
l i v i n g  in. r u r a l  a r e a .  

Only 35% of a l l  c h i l d r e n  surveyed i n  1983, had vacc ina t ion  
ca rds .  h e  survy r e s u l t s  showed t h a t  c h i l d r e n  wi th  c e r t i f i c a t e s  
were from 1 . 6  t o  22 t i n e s  more l i k e l y  t o  have completed t h a t  
vacc ina t ion  s e r v i c e s  than those  wi thou t .  

Measles i s  t h e  number one k i l l e r  of t h e  i m n o - p r e v e n t a b l e  
d i s e a s e s ,  and immunization l e v e l s  t o  p r o t e c t  a g a i n s t  t h i s  
d i s e a s e  a r e  t h e  lowest i n  t h e  count ry .  



8 .2 .9 .5  USAID encouraEe p u b l i c i t y  i n  the  media. u t i l i z i n g  the  
major l i n ~ u i s t i c  xroups i n  Guatemala, and regardinq 
t h e  importance of i m n i z a t i o n s .  

8 . 2 . 9 . 6  USAID explore t h e  c o s t s  and f e a s i b i l i t y  of incentives 
d i rec ted  a t  both providers  and users  of hea l th  
s e rv i ce s ,  e spec i a l l y  during irmrmnization campaigns. 
Incent ives  could t ake  t h e  form of immunization 
c e r t i f i c a t e s  f o r  mothers, balloons f o r  children.  and 
spec i a l  uniforms f o r  providers.  

8 .2 .9 .7  USAID make ava i l ab l e  an adequate supply of vaccines 
and o ther  i m n i z a t i o n  products where and when they 
a r e  needed. I n  Guatemala t h i s  may require t he  
provis ion of c e r t a i n  major commodities. such a s  
vehic les  and o ther  components of the  cold chain.  



8.3. Respiratory Diseases 

8.3.1 Acute Respiratory Infections 

These diseases represent one of the most serious 
health problems in Guatemala. These and the diarrheal 
diseases generally rank as the two leading causes of 
mortality in the country. In 1983 the mortality rate due 
to respiratory illness was 165.3/100,000 and 17.2% of the 
general mortality. Of these illnesses, the two most 
conunon causes of death are influenza and pneumonia, 
jointly causing 83.9% of the deaths associated with the 
respiratory tract, and 14.5% of the total deaths in 1983 
(Table 8.3.1). 

Table 8.3.1 

Mortality Rate for Respiratory Diseases. 1983 

Disease 
Rate for 

Deaths % 100,000 

Upper Res~iratory Diseases 
Pneumonia 
Influenza 
Chronic and non-specific 
Bronchitis, emphysema 
and asthma 
TOTAL 

Source: Unidad de Informatics, IGSS. 



It is surprising that prevention of death due to 
respiratory illness in children does not receive, along 
with diarrhea and vaccine-preventable diseases, a greater 
role in AID'S strategy on child survival. In 1983, 22.1'2 
of all deaths among children less than 1 year of age and 
18.1% of those between 1-4 years, wers attributable to 
respiratory illnesses (Table 8.3.2.). Of all reported 
deaths associated with infections of the respiratory tract 
(11,038 in 1983). 62% occurred in children less than 5 
years of age. Considering that only 32% of deaths are 
medically certified by cause L/, one has to assume that 
there is considerable underreporting, perhaps greatest 
among the young in general and those in the rural areas in 
particular. Underreporting coupled with the lack of 
statistics for geographic and ecological conditions 
associated with case distribution prohibit a true 
understanding of the full impact of respiratory infections. 

For those who have access to medical services, 
children less than 5 years of age comprise 37.2% of the 
consultations for respiratory diseases, 14.8% being less 
than one year. By each year of age, the greatest number of 
consultations are required for children less than one, 
followed by the 1 - 4 age group (Table 8.3.2.) : Together 
these two groups also show the greatest mortality of those 
treated.(Table 8.3.3) 

Table 8.3.2. 

Morbidity for Respiratory Diseases by A R ~  Grouos, 1983 

Z of Consultations for 
AR e Respiratory Diseases 

< 1  . 
1-4 
5-14 
15-44 
45-64 
65 or older 
Unknown 

TOTAL 100.00 

Source: Unidad de Infomstica, IGSS. 

1/ USAID: "Technical Analysis, National ORT Program, Guatemla," - 
Guate~ala, December, 1985. 



Table 8 . 3 . 3  

Influenza and Pneumonia Mortality by Age Groups, 1983 

Rate for 
Deaths %(I) 100 , 000 %(2) 

c 1 year 
1-4 
5-14 
15-44 
45-64 
65 and older 
Unknown 
Total 

(1) Mortality for Influenza and Phemonia 
(2) General Mortality 

Source: Unidad de Informtica. 

Because of the paucity of microbiological laboratory 
facilities, the etiology of respiratory tract infections is 
poorly known, but it is esthted (PAHO) that 95% may be due to 
viral agents. 

It is difficult to m k e  general recornendations concerning 
the control of respiratory illness ant their consequences except 
to identify the great need for diagnosis and smtornatic 
treatment during the early stages. hihen a bacterial origin can 
be identified, antibiotics are required. 



Since Acute Resp i r a to ry  I n f e c t i o n s  a r e  s o  couunon amongst 
t h e  poor, both urban and m r a l ,  t h e  only populat ion-based remedy 
(without broad socio-economic improvement) is t h a t  of 
implementing t h e  'Xi0 p r e s c r i b e d  c a s e  management approach wi th in  
t h e  context  of t h e  PHC system. The magnitude of t h i s  problem 
and the  r e l a t i v e  success  of t h e  c a s e  managenent approach i n  
o t h e r  coun t r i e s  should p rov ide  a n  i n c e n t i v e  t o  USAID t o  inc-  & e a s e  
its e f f o r t s  i n  t h i s  a r e a .  

8 .3.2 Tuberculosis  

For t h e  p a s t  12 y e a r s  t u b e r c u l o s i s  h a s  no t  been l i s t e d  
among the  t e n  major causes  of m o r t a l i t y  i n  t h e  count ry .  I n  
1983, 951 dea ths  were recorded ,  having a f a t a l i t y  r a t e  of 
12.1/100,000 i n h a b i t a n t s  and 1.2% of t h e  t o t a l  m o r t a l i t y .  

The d i s t r i b u t i o n  of m o r t a l i t y  by age is p resen ted  i n  Table 
8.3.2.1, and t h e  age - spec i f i c  c a s e  r a t e  i n  Table 8 .3 .2 .2 .  It is  
notable  t h a t  i n  the  popu la t ion  group 20-39 y e a r s  of age ,  women 
a r e  most o f t e n  a f f e c t e d ,  whereas above 80 y e a r s  of age women a r e  
l e s s  l i k e l y  t o  be a f f e c t e d .  T h i s  group (20 -39 yea r s  of age) 
corresponds t o  the  c h i l d b e a r i n g  pe r iod .  The a r e a s  of 
indigeneous populat ions show lower r a t e s  of i n f e c t i o n ,  but  t h i s  
may r e f l e c t  of lack  of d i a g n o s t i c  s e r v i c e s .  

TABLE 8 . 3 . 2 . 1  

Di s t r ibu t ion  of M o r t a l i t y  from Tuberculos is  by A R ~  

& Ceaths % 11 Rate f o r  100 3 21 
100.000 inh .  

< 1 1 7  1 .8  0 .2  0 . 1  
1-4 3  3 3 .5  2 .9  0.2 
5-14 5 5 5 . 8  2.6 0 .8  
15-44 349 36.7 10.4 3 .2  
45-64 284 29 .8  34.6 3 .2  
65 and o lde r  213 - 22.4 - 96.7 1 . 6  - 
TOTAL 

1/ - Tota l  deaths by TBC. - 
2/  - Tota l  age group dea ths .  - 

Source: Tuberculosis  Division B u l l e t i n .  



TABLE 8.3.2.2 

National Proftram for Control of Tuberculosis 
Infection by Years and Age Indices 

Ages 4 5-9 10-14 15-24 25 & over Total 

Source: Tuberculosis Division Bulletin. 

The responsible agency is the National Program 
for Control of Tuberculosis and Acute Respiratory 
Illnesses of the UOH. The caqaign against tuberculosis 
began in 1955 as a vertical program but was transformed 
after 7 years to a horizontal program coordinating all 
activities within the HDH and elsewhere. The total nunber 
of health centers, posts, and hospitals integrated into 
the system was 856 in 1985 (Table 8.5.2.3). 

As of the 1985 review by PAHO, no studies had 
been carried out to identify the five epiderriological 
characteristics of TS in the country, such as sex,  age, 
geographic distribution, ethnic groups, socio-economic 
conditions, family group contacts, association with 
malnutrition, etc. These are clearly needed for planning 
further control work, as the observed attack rate in the 
general population has decreased. 



TABLE 8.3.2.3 

Total Number of Hospitals and Health Posts 
in the Country Integrated into the National Prograa 

for Control of Tuberculosis. 1984 

Non- 
Institutions Integrated % Integrated X Total 

Hospitals 2 7 77.1 8 22.8 35 
Health Centers 205 95.3 10 4.6 2 15 
Health Posts - 6 29 95.7 - - 4.3 - 2 8 652 - 
Total 856 94.9 46 6.1 902 

Source: Tuberculosis Divisicn Bulletin. 

Antituberculosis vaccination with BCG falls into 
four (4) subprograms: 

a) Vaccination of the newborn 
b) Vaccination in specialized centers. 
c) As part of the National Imiunization Plan 
d) Expanded Program for Immunization 

In 1984, 291,666 persons were vaccinated (the 
proportions by each of the subprograms in not given), as 
compared to 237,259 in 1983. In 1984 the Yational 
Immunization Plan vaccinated 139,305 children entering 
school and 11,254 infants less than one year old. That 
same year,the Eqanded Prograin on Imunizatio~z vaccinated 
110,705 children less than one year of age, but the figures 
were not integrated into the national statistical total 
(PAHO, 1985). 

The major limitations to the tuberculosis prograz 
appear to be: lack of active case detection and 
association of environmental or related factor to the 
distribution and intensity of tuberculosis in the country; 
and lack of coordination between the various agencies and 
programs providing BCG vaccination to children. 
Administrative assistance in coordination of the 
im-unization program(s) should provide greater effective 
results. 



8.4 Sexually Transmitted Diseases 

Available statistics would indicate that the prevalence,rates for 
syphilis and gonorrhea in Guatemala are the lowest in the hemisphere 
(Table 8.4.1). Within Guatemala the rate in the indigenous population is 
considerably Lower than in the general population. Nevertheless. 
Cuatemala has not escaped the upsurge of sexually transmitted diseases 
seen throughout the world, because of increased tourism, increased sexual 
activity among the youth, availability of oral contraceptives, and 
migration into the cities. It has been suggested that the 
underreporting nay be significant. 

Table 8.4.1 

Incidence of Gonorrhea and Syphilis 
1977-1980 American Continent 

I ~ F E C T I O N S  
AREAS Gonorrhea Syphilis 

197 7 1978 1979 1980 197 7 1978 1979 1980 

Guatemala 39.9 41.9 44.2 27.5 14.6 18.1 3.6 20.5 

North America 433.6 432.6 424.8 421.8 27.8 27.6 28.2 28.6 

neso Amhrica 87.9 75.4 86.5 60.8 48.0 42.6 39.9 34.2 

The Caribbean 176.0 137.9 154.2 137.3 101.4 87.2 92.7 91.0 

The Continent 61.8 55.6 67.2 39.5 32.3 28.5 24.8 18.8 

South America 118.0 108.1 76.6 93.4 68.6 65.5 44.8 42.9 

Tropical 149.4 131.9 83.9 89.5 78.9 67.5 39.0 40.8 

Source: ?XiO: "Guate~zale: Recopilacion y Ordena~ients de  Infomacion para 
Diagnostic0 de la Situation &e Salud y su Relacion con el Desarrollo 
Econcmico", Toso I11 Ge IV, 1935 

The UOIi is following PAliO guidelines in its prograin, including factors 
associated with newer sexual concepts, pre-an< extra-ratital relations, 
behavior and knowledge related to venereal diseases; ar.6 is developing a 
sex-education progran. 

11 Valdez, B . H . :  "Infomacion Basica Sobre las Enfemiedades Transmisibles," - 
1983. 



It is recommended that: 

8.4.1 AID assist in the control of sexually t r a n s m i t t e d  d i s e a s e s  i n  
Guatemala through: 1.) support of studies of factors 
associated with newer sexual concepts, ure- and extra-martial 
relations. behavior and knowledse related to venereal 
diseases; and 2.) development of programs in sex education for 
school age children and adults. 

8.5 Malaria 

During the 1940's and 1950's there were approximately 300,000 cases 
of malaria per year in Guatemala (1977 Guatemala Health Sector 
Assessment). With an intensified control program the number of cases 
diminished, so that from 1971 through 1976 the number of confirmed 
cases/year averaged fewer than 7000, with a low of 4030 cases in 1974. A 
dramatic increase followed, with 69,000 cases reported in 1979, and over 
77,000 confirmed cases in 1982 (Figure 8.5.1). 

Halaria continues to be the most c o m o n  transmissible disease 
reported in ~uaterna1a.l'. In 1983 the 63,024 cases confirmed 
parasitologically represented 43.4% of the morbidity due to communicable 
diseases (followed by influenza, with 16.7%). The number of cases 
dropped to 54,958 in 1985, and some reduction has been seen in the first 
six months of 1986 (37% lower than the corresponding months of 19851, 
possibly due to a cool spring and lack of rain. However, malaria 
transmission is highest during the rainy season (June-November) so the 
number of cases may still equal the 1985 total. 

These recent figures ray be misleading, however, as surveillants for 
malaria is based solely on passive case detection (i.e., people who 
experience chills and/or fevers and suspect malaria present themselves to 
voluntary collaborators, (details below) requesting anti-malaria drugs 
and allowing the collaborator to make a blood slide. Out of 441,757 
seeking treatment in 1985, 54,958 were subsequently diagnosed as positive 
by microscopic exmination of the blood samples. 

1/ Recopilacion Y Ordenamiento de I n f o m c i o n  para Dia~nostico de la - 
Situation de Salud Y su Relacion con el Desarrollo Economico, tcrno 
XI1 de IV (unpublished docu~ent), PAHO, 1985. 
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Nevertheless, in a recent evaluation of the efficiency of the passive 
case detection system in Guatemala 2' only 23.6% of a sample of h o r n  
positive cases had visited a volunteer collaborator, 59% had 
automedicated themselves with drugs purchased at local stores or 
pharmacies, and 13% had not sought treatment at all. Assuming that this 
approximately 25% coverage applies nationwide, the official count of 
54,958 malaria cases in 1985 would really represent a national case total 
of some 220,000 cases during 1985, only 25% of whom received treatment 
through the national service. (Table 8.5.1) 
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8.5.1 Geo~raphic Distribution of Malaria 

The Mational Malaria Erradication Service (SNEM) has estimated 
that a population of 3.2 million people live in nalarious areas. Of 
these, where cases are reported, 17% have been confirmed as 
positive. For the country as a whole (approxinately 8 million), the 
incidence rate is 3.25%. 

For both surveillance and control purposes, SNEH has divided the 
country into three zones: North, East-Central, and South (Pacific 
Coast) (Figure 8.5.2). Over the past 5 years (1981-85) the number of 
cases has increased in the.north (22 to 30 thousand cases); remained 
stable in the East-Central at about 13 thousand; and decreased in the 
South (from 31 to 14 thousand) (Figure 8.5.3). The percentage of 
confirmed cases of Plasmodium falciparurn from 1981-1985 has averaged 
7.9 (range 5.7 in 1985 - 9.6 in 1983) (Figure 8.5.4). Malaria is 
more frequent in the second six months of the year, except for 1985, 
during which the number of cases in the first semester was slightly 
higher (Figure 8.5.5). 

8.5.2 Age. Sex and Social Impact 

The only figures available are those resulting from the passive 
surveillance system, in which the age groupings of cases closely 
parallel the age distribution of the total population. Incidence is 
slightly higher (about 10%) in men and young boys than in women and 
girls. No studies have been carried out using active case detection 
laboratories or clinical techniques (e.g., spleen size) to determine 
whether the incidence among young children is higher than has been 
reported. It is not known if parents are less prone to have 
microscopic diagnosis (requiring a finger prick) of children, or if 
other cultural factors are involved. As 60% of medication is 
purchased through stores, precise treatment regimes used for children 
are unknown. This is an area that needs clarification, and active 
studies of age-specific rates in highly endemic areas are required. 

21 Ruebush, T.K., Godoy-Bonilla, H.A. and Klein, R.E.: 1985, World - 
Health Forum Vol. 6: pp 274-277. 



TABLE 8 . 5 . 2  

Variation in Sampling and Incidence of Ualaria in the Three 
Xalarious Ecological Zones of Guatemala 1985 

Zone - 

Northern 

Southern 

- 

a100e 
Population Samples 3 5 Cases/ 
in Malari- Taken Population Samples - 1000 
ous Zone (positive) Sampled Pcs i t ive Persons 

East-Central 1,172,669 

Source: Compiled by author from Hemorias de Labores, Division de Malaria. 
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Although mortality directly attributed to malaria has not been 
reported in recent years, the impact in relation to malnutrition and 
other conditions such as diarrhea cannot be overlooked as a major 
contributing factor to mortality, especially in the younger age 
groups. No studies have been carried out to determine the role 
malaria plays during pregnancy either as a factor in abortion or 
maternal health. 

SNM points out that about 60% (or 40,000) of the 67,100 
verified malaria cases/year occur in persons of working age, active 
in the agricultural and livestock industries. Loss of work is 
estimated at 15 days for each case of malaria, at an annual loss of 
600,000 person-days/year, or 2300 person-years. If the 
case-detection systes is only 25% accurate, the work loss would be 
proportionally (i.e., four times) greater (i.e., over 9000 
person-years). 

! 

8.5.3 Surveillance and Treatment 

Surveillance (and treatment) is based on passive case 
detection, using a network of 6,222 voluntary collaborators (1985). 
These volunteers are local residents who receive no remuneration and 
are selected by their neighbors. They are trained for two days (on 
the average) and receive recording forms, chloroquine tablets, and 
materials (slides, alcohol and lancets) for raking bloodsmears. 

People who suspect (based on chills and fever attacks) that 
they might have malaria, visit the collaborator, and, after having a 
blood slide made, receive two tablets (150 mg) of chloroquine (a 
presumptive treatment). The slides are sent to SNEn, where they are 
read by trained microscopists. Persons whose slides are positive are 
given radical (i.e. curative) treatment, consisting of chloroquine 
and primaquine. 

Uost malariologists recornend that radical treatment begin by 
7 (or at most 14) days after the blood film is made. In a sample of 
positive cases, the delay between the time the slide was taken and 
the date it was determined to be positive ranged from 0-93 days 
(average = 23 days); in 56% the delay was more than 15 days. Figures 
may vary by region (e.g., informal reports indicate delays in the 
south range about 15 days). 

Radical treatment was given to only 62% (34,124 patients) of 
those individuals whose blood slides were diagnosed as positive .&I 
Both of these exanples (delay and lack of fellow-up) indicate 

L/ Division of Malaria, Hernoria Anual 1985. 



that the system could be improved, and SNEM is attempting to improve 
the efficiency of the volunteer collaborator system. In conjunction 
with CDC and the Universidad del Valle, several studies are now under 
way. 

However, not many other sources of blood-slide exist. the 
SNEM volunteer collaboratocs collect 75% of all slides collected in 
the country. The renaining 252 ate collected in hospitals and health 
posts, and by doctors. The 75% of the cases confi-med as positive 
are from the slides collected by the collaborators. 

In addition to providing radical treatment for pcsitive cases, 
the surveillance system operates to indicate areas of active 
transmission where spraying can be directed as needed. Delays and 
low coverage of radical treatment indicate that emergency spraying is 
not being carried out promptly. At present (1986) this delay is 
compounded by the lack of insecticides, which keeps even routine 
spraying at a minimum. 

The MOH Division of Malaria is conducting a study on 
"Knowledge, Attitudes and Treatnent-Seeking Behavior for Malaria in 
Guatenala," ($68,100). and a second study entitled "Study of Drug 
Distribution and Sentinel Volunteer Collaborator Posts for Malaria 
Treatment and Surveillance in Guatemala," ($151,355 USD) both funded 
by the k?iO Special Progrme on Tropical Diseases (TDR). 

Also, a trial is under way in the South Zone, where volunteers 
in an area ace giving 3 days of treatment (chloroquine (150 mg) plus 
primquine 15 6 5 mg according to age) instead of blood sampling to 
see if the use of the service inproves. These trials will be 
subsequently evaluated by active case detection. 

As noted above, some 60% of the people in the evaluation study 
preferred purchasing their medication from local pharmacies and 
stores. As this figure is nuch greater than the 24% going to the 
volunteer col~aborators, a study involving on the private sector's 
role in both surveillance and treatment would seem appropriate. 

8.5.4 Vector Control 

a 1 Insecticides Although donations of insecticides have not been 
forthcocing, the Guateinalan government has consistently provided 
funds for their purchase, which mounted to an average annual 
expenditure of Q1.3 inillion. o r  36% of the annual budget of the 
Halaria Division, but which has dropped notably in 1985 to Q 0.5 
million. Five pertent of insecticides thus purchased are used to 
cover the Aedes ae~ypti control program. 



These financial limitations have had a drastic effect on spray 
coverage, which has dropped dramatically since 1980. The total 
number of reported cases of malaria (Figure 8.5.7) and the proportion 
of positive slides, however, have not increased yet, although there 
was a regional increase in the number of positive cases recorded in . 
the Northern Zone (Table 8.5.2). 

Approximately 1,500 localities were sprayed in 1984 and 2,000 
in 1985, representing 87% and 83% reductions. respectively, from the 
1980 level, due primarily to the lack of insecticides, vehicles and 
spraying equipment (both purchase of new items and spare parts for 
the old have been impossible due to lack of funds). 

Susceptibility trials conducted in 1985 showed that acceptable 
mortality (i.e., control) of the principal vector, Anopheles 
albimanus, is still feasable in some parts of the country (using most 
insecticides currently available). except, perhaps, for the southern 
coastal zone, given current fiscal resources. (Table 8.5.3) The 
pattern of insecticide usage from 1977-1985 is shown in Figure 8.5.8. 
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Table 8.5.3 

Mortalities (susceotibility obtained in trials 
with An. albimanus (1985) 

North East-Central South 

Deltaiethrin 

Cyf luthrin 

Bendiocarb 

Propoxur 

Fenitrothion 

*NT=Not tested 

Source: Kemoria Anual, 1985, Division de Malaria, HOH. 



b) Source Reduction There has been little systematic use of 
source reduction, because it was generally held to be expensive 
or ineffective in extensive breeding sites. However, source 
resolution should be tested in certain localities. For example, 
modest efforts could be effective in identifying small water 
management problems which may be producing vector mosquitos 
within flight range of m r a l  comnities. These breeding sites 
could be elininated by filling or drainage work provided by 
local labor as a form of community participation, under 
appropriate incentives, education and leadership. Plantation 
owners should also be encouraged to participate in such 
efforts. Larger scale source reduction may be used in certain 
situations where engineering skills are required - for example 
on the esteros (lagoons) of the Pacific coast, which are 
well-known anopheline breeding sites. Consideration should also 
be given to clearing clogged and overgrown irrigation and 
drainage ditches on the coast. 

Source reduction can also reduce the dependence on 
pesticides, which must be purchased abroad with foreign 
currency, a major constraint to the malaria program in Guatemala 
at this time. 

C) Other Means of Vector Control Biological control by means 
of predatory fish has a long history of use in Central America 
and may still be useful in certain, especially marinade, habitats. 

Larvicides in general have not been fully tested. In 
addition to chemical larvicides, the use of the microbials 
(Bacillus thurin~iensis H-14 and B, sphaericus) has had great 
success in certain areas. Their use is warranted where possible 
environmental contamination by chemicals may cause concern. New 
growth-regulating compounds have proved successful in other 
areas where larvicidal control is practical. 

Other means currently being considered in Central America 
include use of pemethrin (a synthetic pyrethroid insecticide), 
impregnated bed nets, and DEET repellent as means of personal 
protection. 

1. Operations Research: In general, operations research 
has not been adequately eqloyed for testing and iqroving 
methods of vector control, or for the surveillance system 
and coverage with therapeutic drugs, except as nentioned 
above. Despite restricted resources an emphasis on 
adequate operational research would provide not only new 



avenues for control but would also stimulate interest and 
morale. Efforts should be made to include the national 
universities (both faculty and staff) in such research. 

2. Stratification: At present the SNEH divides the 
country into three ecological zones (North, East-Central 
and South): data are collated by Departments as well and 
can therefore be superimposed on any analysis by region. 
The extensive networks collecting malaria information could 
also provide information on other factors influencing 
malaria transmission (e.g., socio-economic conditions, 
rainfall, temperature, and in selected areas, mosquito 
breeding and densities). Such data would allow for more 
specific stratification identifying areas of high risk, and 
would be consistent with recommendations made by PAHO 
(Program of Priority Ifealth bleeds in Central America and 
Panama (CAP), the PAHO-AID Agreement, Grant blo. 1.597-0136, 
Malaria Component.) 

3. Vector Ecology: There is a lack of information on the 
vetorial capcity of An-pseudopuncti~ennis and An-darlinq in 
Guatemala. In general, studies on vector ecology should 
lead to improvement in control and to determining the 
significance of relapses in case reporting. 

8.5.5 Resources of the Malaria Division 

The Division has received an average of approximately 43.5 
rr,illion/year from national funds for the last ten years. No outside 
funds have been received for pesticides, vehicles, or spraying 
equipment. A considerable nunber of grants for training abroad have 
been provided since 1977 by PAHO, and more recently (1986-to date) 
through PAHO/USAID assistance. 

The PAHO/USAID Agreement (Malaria Component), Grant No. 
1-597-0136 for 1986-1990 provides funding for research (although the 
national components of this research are poorly defined), training, 
coordination of epidemiology strategy, periodic meetings, etc. Funds 
for control operaticns are not available through this program.. 

The equipment of the Halaria Division (vehicles, boats and 
motors, and spraying equipment) are old and in need of replacement. 
Spare parts have been very difficult to obtain. 

An emergency request for funds (supplies and equipment) has 
recently been made to AID/Guatemala . Another request, in 
conjunction with other Central krnerican countries (El Salvador, 
Mexico, and Honduras), to the Interamerican Development Bank is 
pending. The application from Guatenala to IDB is for a 4 year, US$ 
15 nillion loan, for control of malaria and "other tropical 
diseases". The IDB is considering it at present for possible 
hplenentation in 1987 or 1988. If approved, it will be the first 
time IDB has funded a malaria project. 



Funding would cover vehicles, supplies and physical 
installations, and, in addition will consider special programs, such 
as source reduction through drainage, damming, and others. 

The evolution of the malaria problem(s) and the cost of 
traditional attack measures are forcing serious consideration of the 
redeployment of resources. 

Tbb prinary case against continued dependence on household 
spraying is the recurrent cost of insecticides, equipment, and 
labor. The development of insecticide resistance requires the 
substitution of newer and generally more expensive insecticides. 
Ultimately the cost of total coverage is not sustainable. On the 
other hand, spraying on a focal basis to control local outbreaks can 
be effective and cost-effective if a proper surveillance system is in 
place, and such a technical unit should be retained. It can also 
have other benefits, such as control of Aedes A e ~ ~ p t i  and 
onchocerciasis. 

8 .5 .6  Vertical Halaria Control Programs versus Control Through 
Primary Health Care 

Throughout the world there is conflict between the so-called 
"vertical" zalaria control program and the current emphasis on 
establishing pri.nary health care system which can incorporate some 
of the activities of malaria control. There has been a certain 
degree of resistance to the adoption of malaria control into PHC. 

At present, the approach most generally proposed is to integrate 
surveillance and distribution of antimalarial drugs into the PNC 
system when it is capable of carrying out this function, and 
retaining the technical spraying capability as a coordinated vertical 
unit responsive to local needs, and results of vector surveillance. 
It is not assumed that spraying activities can be safely carried out 
by PHC workers, as a central administrative unit is necessary for 
logistic support. The technical personnel in the malaria control 
unit could then expand operations on source reduction and other 
preventive measures, and concentrate on i,nproving this effectiveness 
through operational research projects. 

The development of such integration depends heavily on the 
capability of the PHC system to assume the functions mentioned above, 
on the collaboration of the malaria control authorities, and on thier 
willingness to move away from the complete dependence on 
intra-domiciliary spraying with residual insecticides. In5erent also 
is the need to stratify malaria control within the country and 
develop -roved methods of surveillance. 



The Guatemalan malaria controi program is efficiently tun, 
operating in a traditional manner largely dependent on household 
spraying, with surveillance and anti-malarial drug therapy centered 
on a system of volunteer collaborators. It has received consistent, 
if inadequate, funding from national resourc'es , which are now 
seriously threatened by the reduced buying power of the national 
currency. Insecticide supplies for future broad-scale spraying are 
inadequate, vehicles and equipment are old and need replacement. 

$ 
& 

Malaria has averaged 67,100 cases/year (7.9% g. falciparum) for 
5 years (1981-1965); there was a 26% reduction in the confirmed 
nunber of cases in 1985, and this observed reduction continues in the 
first 6 months of 1986. Spraying has been reduced continually since 
1980, because of diminishing resources. The reason for the reduction 
in the number of cases, especially on the Pacific coast, is not 
known, but a similar reduction is being observed in El Salvador in 
similar ecological settings. 

The reduction in the spraying operations over the past five 
years has not resulted in an increase in malaria throughout the 
country. This may indicate that a large number of the reported cases 
may be due to relapses, which are unaffected by spraying. Studies on 
the man-mosquito contact notes could clarify this. If true, malaria 
control may be achieved through improved distribution, which may 
involve shifting certain aspects of surveillance and drug 
distribution to alternate services, such as the PHC system(s). In 
either case, improved knowledge of the dpamics of transmission an6 
stratified surveilla~.ce are essential. 

Recommendations 

The malaria control program has reached what is viewed as a 
static operation. The limited financial resources available do not 
provide for replacement of old equipment or for purchase of 
insecticides to maintain coverage at past levels. However, the cost 
of insecticides, especially those needed to overcome the resistance 
which has developed to cheaper coqounds, is prohibitive as the sole 
long-tern solution to the mlaria problem. In view of the ecological 
~ 0 ~ p l e x i t y  of the malaria situation in Guatemia, the development of 
an integrated control progrm is both sensible and irperative. 
Therefcre, assistance provided to the uslaria control progranr should 
be accompanied by corresponding chznges in the control options 
enplcyed by the Civision of Malaria. 



Therefore, it is recommended that: 

8 . 5 . 8 . 1  USAID support the Guatemalan malaria control programs, 
emphasizing the need to reduce dependency of household 
spraying with chemical insecticides. Support should focus 
on improvement of the surveillance network, increased 
knowledge on the ecology of the major vectors, operational 
research on alternate means of vector control, and 
improvement in the system of anti-malarial drug 
distribution. 

8 . 5 . 8 . 2  USAID support multi-institutional (including universities1 
operational research on the various vectors involved in 
malaria transmission in order to develop new or mcre 
effective means of malaria control. Data on vector 
population densities. behavior, and relation to human 
activities should be considered and the results and data 
used in a stratification process. 

8 . 5 . 8 . 3  USAID reinforce the system of malaria surveillance and 
treatment throu~h volunteer collaborators. Especially 
important is the need to: a.) reduce the time between when 
slides are taken and follow-up (radical) treatment is 
administered; b.) increase the number and percent of 
persons receivin~ radical treatment; and, c.) identify and 
treat relapse cases, in the ebsence of vector control. 

8 . 5 . 8 . 4  USAID promote better collaboration of the malaria control 
program with the general health services and primary health 
care systems in the country, as well as PVOs and elements 
of the private sector (such as plantation owners, 
agricultural cooperatives, etc. 

8 . 5 . 8 . 5  USAID. in its technical assistance role, should place 
greater emphasis on stratification of malaria distribution, 
especially when the number of cases is reducad, so that 
more direct and focal action can be taken. This should 
include record in^ cases/unit of local population, vector 
distribution and density, breeding sites for source 
reduction, and socioeconomic measurements. 

8 . 5 . 8 . 6  USAID support computerization of the malaria surveillance, 
treatment, and vector control data in Guatemala. The 
establishment of such a system will require training and a 
trial period of supervised operation. 

8 . 5 . 8 . 7  USAID support educational efforts aimed at cornunity 
acceptance and participation in malacia programs and 
increased awareness concerning malaria and other . 
vector-borne diseases. 



8 . 5 . 8 . 8  USAID support, i n  view o f  the  eco log ica l  c o m l e x i t y  of the 
malaria s i t u a t i o n  i n  Guatemala, the  development of an 
integrated control  proeram. Such a program should be 
f l e x i b l e  enough t o  reduce general morbidity and respond t o  
epidemic s i t u a t i o n s .  whi le  r e d u c i n ~  recurrent c o s t s .  



8.6.0nchocerciasis - 1986 Status 
8.6.1 Background and Issues 

Due to recent advances in chemotherapy, accompanied by 
experience obtained in Guatemala and other countries, there exists a 
good opportunity for successful control and perhaps eradication of 
this disease in Guatemala. 

In the 1977 Guatemala Health Sector Assessment, limited 
statistics indicated that 100,000 people were infected. At that time 
no drug therapy was considered safe for mass treatment in field 
situations, and control of the black-fly vectors (Simuliua spp.) had 
not been attempted in Guatemala. Subsequently, the situation has 
been more clearly defined by a Japanese technical assistance program 
(completed in 1983). Suzuki and his co-workers in 1983 defined four 
zones of endemicity (Figure 8.6.1): 

1) Northwestern Zone, Department of Huehuetenango in two foci, 
Cuilco y la Providencia, with 729 Km2 and 60,000 
inhabitants; 

2) Central Zone I, including 10 municipalities of the 
Departments of Suchitepequez, Solola, and Chimltenango 
with a combined area of 1921 Kt and 155,000 inhabitants; 

3 Central Zone 11, including 6 municipaiities in the 
Departments of Guatemala and Escuintla with 1468 Km2 and 
165,000 inhabitants; 

4) Eastern Zone. Department of Santa Rosa, 3 affected 
municipalities with 590 Km2 and 62,000 inhabitants. 

The total endemic area totals 4,708 Kin2, with over 443,000 
inhabitants (1983 figures), some 30-40,000 are estimated to be 
infected, based on parasitological examination of skin sarcples 
("snips"). This examination has been found by several authors to 
underestimate the true prevalence by 40% to 60%, especially in 
mesoendemic and hypoendemic areas. Thus, potentially 60-80,000 
people may be infected in Guatemala. Detailed ophthalaological 
studies have not been done, but depending on the criteria erqloyed, 
blindness was estimated to range from 1% to 37. of those 
infected.&/ The endemic areas are situated between 500-1500 meters 
of altitude, and generally coincide with the areas of coffse 
cultivation, where both resident and seasonal workers are exposed and 
infected. The cultivation of coffee in areas of steep, shaded slopes 
with swiftly small streams provides an ideal habitat for the major 
black-fly vector, Simlium ochraceum. 

1/ Zea Flores, G., personal communication, 1986. - 
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Beginning in 1935, the Ministry of Health has conducted a 
systematic program of nodulactomy. From 1935-1980 over 1.5 million 
persons were examined, and nodules removed from 181,664 individuals 
1 1 % .  An average of 1.4 nodules per person were removed from 
positive individuals. Zea Flores (1983) reports that the reduction 
of the nodular index has been as follows: 

Due to the attention focused since 1975 on onchocerciasis in 
West ~fricaz' where the disease is highly prevalent and a major 
inhibiting factor to socioeconomic development due to the resulting 
blindness, considerable advances have been made that are applicable 
to Guatemala, where research on their use has already begun. Among 
these, two aspects are noteworthy: 

A. Chemotherapy - The drug Ivermectin (tradename of Uerck 6 Co.) 
has been demonstrated to be an efficient microfilaricide, 
reducing the number of microfilaria in infected individuals, 
reducing the disease symptoms and pathology, and potentially 
diminishing the potential for further transmission. In a 
preliminary unpublished study by Zea Flores, the density of 
microfilaria were reduced to 5% of their original level and 
remained at that low level for over 9 months after only one oral 
dose of Ivermectin. (Figure 8.6.2 shows the results after the 
first 3 months of observation). These results are similar to 
those obtained in West Africa. Further field trials are 
required before Ivermectin can be used on a broad scale. These 
will include: 

Analysis of the length of time that one dose of Ivemectin will 
control the level of microfilaria at low levels that will not 
produce further pathology and/or support further transmission. 
The effects of onchoceriasis is a dependent on the a c c ~ m l a t e d  
"wom'load" due to repeated human infections over a long period 
of time by multiple bites by infected black-flies which must 
themselves receive the infection from infected persons. 
Reduction of the parasitemia in infected persons should, 
therefore, reduce or completely interrupt the chain of 
transmission. This is especially true in Guate.mla. where the 

2/  The Onchocerciasis Control Programme (OCP) is jointly sponsored by - 
UblDP, World Bank, FAO, WHO and country donors including the United States 
(USAID). It now operates in 11 countries in West Africa. expanded from 
the original 7 countries: The OCP is scheduled for 20 years (until 1995) 
and has enjoyed considerable success. 
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principal vector Similium ochraceum is relatively 
"inefficient". Very few black flies biting infected persons 
become infective (the microfilaria must undergo further 
development within the black-fly before becoming infectious to 
man) and are able to pass the infection to further individuals. 
In contrast, the 2rincipal African vector, Simuliua damnosum, is 
highly "efficient", and between 35-502 of the flies biting man 
become infective. 

2 )  Although Ivemectin has not demonstrated any inrportant side 
effects that would limit its use in mass treatment, further 
trials are required, especially in children and pregnant 
women. 

B. Vector control: The black-fly vectors of onchocerciasis can be 
controlled by larviciding in the streams in which they breed. 
Insecticides are of little value (in Guatemala) for control of 
mature, biting flies. In the past, effective use of larvicides 
was of limited value due to the small size and the large number 
of such streams located in mountains covered by forests which 
Sinulium ochraceun favors for breeding. Therefore, the aerial 
spraying of larvicides, as used in W. Africa is hpossible. 

At present, however, there are well developed techniques 
for contral, utilizing both chemical and microbiological 
larvicides applied by hand in slow-release formulations that 
would be effective over a period of time. Both the 
organophosphate Abate :temephos) and the microbial Bacillus 
thuringiensis israeliensis (SH-14) have been demonstrated to be 
highly effective for black-fly control in both ternperate and 
tropical countries when employed in this manner. 

In 1979 a pilot project for vector control in the region of 
San Vicente Pacaya to test several techniques of application and 
different doses of the larvicide Temephos. Delivery was 
delivered by hand application to all black-fly breeding sites. 
After five years, in 1983, it was possible to decrease the 
vector annual biting rate to the provisional safe level planned 
from the beginning of the project (less than 8,000 total 
bites). At present, the controlled area has increased from 3 
Km2 to 108 Km2 (see Figure 8.6.3) using only 1500 Kg of 
larvicide per ~ e a r . 2 ~  However, Guatemala currently does not 
have the budget for larvicides to continue this 

As the purpose of larvicide is to reduce, not eliminate, 
black-fly populations, their use in conjunction with 
chemotherapy for infected persons should complement each other, 
especially in cases of poor treatnent corripliance. These actions 
can reduce both populations of the microfilarial parasites and 
the vectors to a point where the chain of transmission can be 
completely broken. 3' 



Comments 

The HOH Onchoceriasis Department has developed a plan of 
operations for further work on onchocerciasis in Guatemala, and some 
resources have been obtained from WHO for certain research elements 
of the program; others &re pending. 

Ivemectin has been provided at no cost by Herck and Company for 
the preliminary trials. 

This program could be very successful, eliminating over a 
comparatively short period of time, the need for the nodulectomy 
program that the government has operated for 50 as well as 
recurrent costs. At present, national policies of the Ministry of 
Health policies contemplate the continuation of the onchocerciasis 
control activities, including research on treatment and 
nodulectomies. Resources currently used for onchocerciasis control 
could be channeled to other tropical vector-borne diseases that 
currently receive little funding --such as Chagas' disease or 
leishmaniasis. As most of the affected people are workers on coffee 
plantations, there is an opportunity to include the private sector in 
the program, as well as to promote community participation through 
education and presunptive diagnosis. Both of these components have 
been included in the operational plan. 

Summary 

A total of 433,000 inhabitants live in onchocerciasis endemic 
areas of Guatemala, where 60-80,000 infected cases are estimated. 
Severe cases of blindness are estimated to be 1 to 3% of those 
infected. 

Recently, advances have been made in vector control techniques 
and treatment of the disease both in Guatemala and in West Africa. 
At present, there exists a good opportunity for conducting a 
successful control progran, and perhaps an eradication program in 
Guatemala. As the purpose of vector control operations is to reduce, 
not eliminate, black -fly populations, their use in ccnjuction with 
chenothera7y for infected persons should be complementary and can 
break the chain of tracs?.ission cozpletely. 

4/ Ibid. - 
I/ (Dietz, K. 1982. The population dynamics of onchocerciasis. pp. 

209-241. In: Population Dynamics of Infectious Diseases - Theory 
and Applications. Edited by R.H. Anderson. Chapman and Hall, 
London. ) 

6/ Op. ~it.L/ - 



8 . 6 . 4  Recornendations 

It is recommended that: 

8 . 6 . 4 . 1  USAID sugport: a . )  study on the length of the 
rnicrofilaricide action of one dose of Ivemectin as a means 
of reducing the potential for transmission of 
onchocerciasis, and; 5 . )  further evaluation of Ivemectin 
for potential side effects. 

8 . 6 . 4 . 2  USAID support vector-control studies to deternine the best 
methods of pesticide application, perhaps usinq 
slow-release larvicides, to control the numbers of black 
flies by continuing the project of San Vicente Pacaya. 

8 . 6 . 4 . 3  USAID support a national campaign to eradicate 
onchocerciasis in Guatemala. This should be based upon the 
provision of Ivermectin for treatment of the disease and a 
decrease in transmission potential, as well as focal 
control of the vectors in well defined areas of 
transmission. 

8 . 6 . 4 . 4  USAID support operational research on black-fly control and 
conduct further community trials testing the impact of 
chemotherapy on transmission of onchocerciasis. 
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Plan of Operations (cant') 
Onchocerciilsis Ikpartment , Division of Malaria 

(Courtesy of Dr. Guillermo Zca ~ l o r c s j  
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Dcpt. Onchocercosis Mv. of 
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Source: Zea FLores, G. ,  Personal Communication, 1986. 



8.7.1 Background and Issues 

a) Yellow Fever: At least 9 major epidemics of yellow fever 
occurred in Guatemala between 1860 and 1920, but no cases have been 
reported since 1921. It is not considered as a major threat to 
health at present, and the appropriate vector control operations are 
the same as for dengue fever (below), as both diseases share the same 
vector .l/ 

b) Dengue Fever: The last epidemic outbreak of dengue in 
Guatemala occurred in 1978 in the Department of Escuintla, following 
an epidemic of some 100,000 cases in San Pedro Sula (Honduras) which 
was considered the focus for outbreaks in other Central American 
countries. In 1981, a broad outbreak in the Caribbean included cases 
with a haenorrhagic syndrome (Dengue Haemorrhagic Fever or DHF), 
registering over 350,000 cases in Cuba with more than 150 deaths, j 

primarily in ~hildren.2~ 4' 

Although visitors to Guatemala very probably have carried the 
virus to the country, there have been no recently reported cases 
possibly due to the intensive control of the urban vector, Aedes 
aegypti throughout its range in ~uatemala.l/ 

Aedes aegnti has been found in 401 localities in Guatemala: of 
these, 359 localities had been positive for the two years preceeding 
1985, and the other 42 localities were recent infestations noted for 
the first tine in 1985. Localities positve for & a e ~ v p t i  
(1972-1985) are show. on Figure 8.7.1, 8.7.2. 

Control is based on surveillance of the vector's larval breeding 
sites in urban areas. These (tin cans, flowerpots, bottles, tires, 
or other such receptacles are then destroyed or treated with a 
larvicide (temephos=abate). Through community participation the 
local population is encouraged to practice sanitary measures by 
eliminating p.otentia1 breeding sites on a routine basis. In some 
cases, adult mosquito control, enploying Ultra low volume (ULV) 
treatment with either malathion and/or K-Othrine (a pyrethroid) is 
required. 

In the Guatemalan System treatment for mosquito control has been 
either: a) Suppressive - consisting of immediate treatrnent where 
larvae suspected to be &. aegypti have been found; or b) Integral - 
where larval populations of & aegypti have been verified. 
Quantities of pesticides used (1985) exceed 5 metric tons of 
larvicide (Temephos) and 2 metric tons of adulticides (Malathion, 
K-Othrine) .l' 

1/ Godoy, Hector. Division of Malaria personal cormnunication, 1986 - 
21 m. - 
3 /  (Memoria Anual, Division of Ualaria, 1985). - 
4/ ~ p .  ~it.l/ - 
5/ Ibid. - - 



8 . 7 . 2  Summary and Conclusions 

The t h r e a t  of dengue (and DHF) is  very r e a l  i n  a l l  of Cen t r a l  
America; Guatemala is  no excep t ion .  Su rve i l l ance  f o r ,  and c o n t r o l  
o f ,  urban Aedes s p .  is  c l e a r l y  t h e  most e f f e c t i v e  means of prevent ion  
and i s  t o  be  encouraged i n  a l l  c o u n t r i e s  a t  r i s k .  T h i s  yea r  (1986) 
CDC has  r e p o r t e d  c i r c u l a t i o n  of s e v e r a l  dengue s e r o t y p e s  i n  t h e  
Caribbean and South America ( p e r s o n a l  communication - t o  a) s o  t h a t  
a  DHE t h r e a t  e x i s t s .  A s e r i o u s  outbreak  of dengue would no t  on ly  
produce a  major  n a t i o n a l  h e a l t h  problem, w i t h  t h e  r i s k  of epidemic 
chi ldhood m o r t a l i t y ,  bu t  could have s e r i o u s  economic e f f e c t s  on t h e  
t o u r i s t  i n d u s t r y .  
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8 . 7 . 3  Recommendation 

I t  i s  recommended that:  

8 . 7 . 3 . 1  USXID support the Guatemalan Aedes control  program because 
of the  threat  of dengue and Dengue H e m o r r a ~ i c  Fever 
throughout Central ArrLerica. Control e m h a s i s  should remain 
on urban san i ta t ion  with i n s e c t i c i d a l  treatnent reserved 
f o r  epidemic s i t u a t i o n s .  



8.8 Cha~as' Disease 

8.8.1 Background 

Chagas' disease, or American Trypanosomiasis, was first studied 
in Guatemala in 1933 by Reichenov. His findings can be sumnarized as 
follows : 

1. Triatoma dimidiata was frequently found in the south of 
Guatemala, and from 29% to 35% of this vector species was found 
infected with the parasite Trypanosoma cruzi; 

2. Trmanosoma cruzi infection was found in 3 children and in 3 
dogs. 

Later, E. Blanco-Salgado found high-density infestations of the 
triatcmine Rhodnius prolixus in households of the eastem departments 
of Guatemala. He also found high percentages of infection in insects 
sampled (100% in Sanarate). 

Other studies in Guatemala have shown the presence of other 
potential vectors, human infection, and disease .l/ However, 
the importance of Chagas' disease as a public health problem in 
Guatemala is unclear due to a lack of epidemiological 
information. 

Mortality iron Chagas' disease is due to severe nyocarditis or 
meningoencephalitis. These deaths and cases of disease usually occur 
in rural areas where the disease is endemic, and rarely are 
serological or parasitological studies performed to make the 
diagnosis.a/ Mild cases of Chagas' disease are difficult to 
identify clinically. Thus, reliable morbidity data are not 
available, not only in Guatemala but in most Latin American countries 
where the disease is known to be endemic.l/ 

8.8.2 Activities Carried Out by the MOH 

The department of Parasitic ~iseashs of the UOH Applied 
Programmes Unit has carried out some epidemiological studies of this 
disease, including entomological studies, active case-finding, and 
research on diagnosis and treatnent.i/ In 1953 studies were 
initiated on the geographical distribution of potential vectors and 
human infection (by vector studies, in vitro culture, serological 
tests, xenodiagnosis, and assessaent of T. c m z i  infection indices in 

l/ PAHC Docu~ent 1985. - 
2/ Ibid. - - 
3/ Ibid. - - 
4 1  Ibid. - - 



all potential vectors.Z/ Results of these activities can be 
summarized as follows. k/ 

Of a total of 35,993 households surveyed from 1979 to 1982, 
about 50% were found infested with potential vectors, 24% of 
which were infected with unspecified trypanosomes. 

Active case-finding from 1977 to 1980 showed only 17 cases 
for 1978 (0.2 per 100,000), and 5 cases for 1980 (0.1 per 
100,000) through xenodiagnosis of 246 inhabitants of endemic 
areas. - 7/ However, V.D. Espana, using the direct 
hernoagglutination serological test, reported from 1979 to 1982 a 
prevalence rate of 27.6 % in a sample of 596 inhabitants of 
endemic areas in ~uatemala.g/ 

The population endemic areas of Guatemala, as reported by 
V.D. Espana (Figure 8.8.1) is about 1.5 million. By applying 
his results (27.6% prevalence), an estimated 14,000 people could 
be infe~ted.9~ However, about half of this population lives 
in urban or sub-urban areas, where it is very unlikely that 
housing facilities are favorable for the breeding of triatomines. 

5 /  Ibid. - 
6/ Espana, V.H.: Enfermedades Parasitarias en Guatemala, 1983 - 
7/ PAHO/WIiO: Scientific Publication Number 427, 1982. - 
8/ Espana, V.M.: Enfemedades parasitarias en Guatemala, 1983 - 
9/ Ibid. - 
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Through p a s s i v e  s u r v e i l l a n c e ,  2519 cases were i d e n t i f i e d  
between 1979 t o  1 9 8 2 , a '  i n  18 of the  22 departments of the  
country (Figure  8.8.2 and Table 8.8.1) .  

It has been specu la ted  t h a t  t h e  incidence of Chagas' 
d i s e a s e  may have decreased i n  ~ u a t e r r a l a u '  due t o  severa l  
f a c t o r s ,  including:  

I n s e c t i c i d e  use  by t h e  malaria program i n  a reas  where 
Chagas' d i s e a s e  is a l s o  endemic; 
housing improvements involving changing thatched roofs f o r  
s h e e t  metal  roofs ;  
f requent  use  of i n s e c t i c i d e s  by the  inhab i t an t s  of m r a l  
a r e a s  ; 
t h e u s e  of e l e c t r i c l i g h t i n g .  

However, t h e r e  a r e  no epidemiological  data t o  document t h i s  
hypothes is .  
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Department 

Peten 

Alta Verapaz 

Izabal 

Baja Verapaz 

Zacapa 

Chiquimula 

Progreso 

Jalapa 

Jutiapa 

Santa Rosa 

Guatemala 

Sacatepequez 

Escuint la 

Chimaltenango 

Suchitepequez 

San Uarcos 

Hue 

Table 8.8.1 

Cases of Chagas* Disease by Department 
Guatemala, 1979 - 1982 

Cases Annual rate per 100,000 



- .  
Presently, the activities of the Department of Parasitic Diseases 

related to Chagas* disease are very limited. These include: 
. ,  

1. Entomological surveys in households, when requested by any health or 
civil authority. 

2. Parasitological and serological diagnostic aid, when requested by 
hospitals or Health Centers. 

3 .  A drug study with "Lampit" (nitrophurane) which was suspended after 
studying ten cases, due to lack of funds. 

4. Epidemiological surveillance in school children in endemic areas, 
which has stopped due to the lack of funds. 

8.8.3 Comments and Recommendations 

Morbidity and mortality data due to Chagas' disease in Guatemala are 
not complete or reliable due to problems in the coverage of the medical 
care of XOIi, and difficulties in diagnosing mild cases of the disease 
without laboratory facilities. 

The reported index of households infested (50%) by potential vectors 
is high, as so is the trypanosome infection rate of 24% among 
triatomines. However, there are no data vector density per household, nor 
on the trypanosome species found in these vectors. These conplementary 
data are important in order to assess the risk of transmission (e.g., 
distinguish T. cruzi from T. ran~eli, which does not produce disease in 
humans . 

Xenodiagnosis is of little value as it is difficult to carry out 
properly when used in large surveys. The use of serological diagnosis 
such as direct hematoagglutination, which is a more appropriate and 
sensitive test, shows concordant results with the entomological findings. 
If the strain of T. cruzi is as pathogenic as in other countries (such as 
Venezuela), over 20% of the seropositive cases would be expected to show 
myocardial damage when electrocardiography is used in the diagnosis. 
There is no evidence that Chagas* disease in Guatemala produces pathology 
other than myocardial damage such as megacolon that is found in some parts 
of South America. 

Special training on the basic epideniology of the disease for medical 
and paramedical personnel to identify high risk groups is needed. 
Residence or traveling in endemic areas, housing conditions, and presence 
of vectors in the households will facilitate the identification of 
suspected cases. Potential cases should be screened using ecepted 
serological tests. 

10/ Ibid. - -  
111 ~ p .  ~it.B/ - 



No effective treatment has been found for Chagas' disease. The 
most effective preventive measures in the endemic areas are 
improvement of housing facilities and health education to improve 
hygiene. 

8 .8 .4  Recommendations 

It is recommended that: 

8.8.4.1 USAID support entomolo~ical and serolo%ical surveys, as 
needed, to sssess the epidemiological situation of Cha~as' 
disease in Guatemala and collaborate with the Department of 
Parasitic Diseases of the MOH in the study of patholo~y and 
clinical picture of the disease in Guaterrala. 



8.9 Leishmaniasis 

Leishmaniasis is a parasitic disease endemic in rural areas. In 
Guatemala it occurs in tropical areas where the vectors (Phlebotomus 
=) and other sand flies transmit the protozoan parasites Leishmania 
mexicana and Leishmania donovani. The first produces cutaneous or 
mcocutaneous leishmaniasis, and the latter visceral leishmaniasis. 

Leishmania mexicana is primarily a parasite of wild 
rodents, producing characteristic lesions in these animals. 
Leishmaniasis typically has a sylvabic cycle through the interaction 
of the vector, parasite and wild rodents: man is infected only when 
he is in the bush or in isolated rural settlements in the tropical 
areas. Person-to-person transmission is very unlikely to occur since 
only a very small number of parasites are found in the skin lesions, 
the only sources from which the vector is infected. 

In Guatemala only 6 cases of visceral leishmaniasis have been 
reported in the last 23 years: one in the Department of Santa Rosa. 
and the other 5 in the Department of El ~ r o ~ r e s o . l /  All of then 
were children who died as a result of the disease. Cutaneous 
leishmaniasis is more frequently encountered, as this disease only 
produces lesions in the skin and m c o u s  membranes. From 1979 to 
1982, 785 cases were reported from six Departments (Figure 8.9.1). 
An average of 75 cases are reported every year.l/ However, the 
incidence may increase due to migration and new settlements in the 
Oepartment of Peten, where the disease is most comon.2/ 

8.9.2 Activities Carried Out by the MOH 

The department of Parasitic Diseases of the Unit of Applied 
P r o g r m e s  of the HOli carries out very linited activities. It 
encourages notification by offering clinical and laboratory 
diagnostic aid, as well as treatment. However, there is no active 
case finding rogram or any ongoing epidemiological S / reasearch. 4/ ,- 

1/ Espana, V.D.: Enfermedades Parssitarias en Guaternalam 1983. - 
2 /  Ibid. - - 
3/ Ibid. - - 
4 1  Espana, V.D.: Enfermedades Parasitarias en Guatemla, 1983. - 
5/ PAHO Document, 1985. - 



8.9.3 Comments and Recomendations 

Very little is known about leishraniasis not only in Guatemala, 
but in nost Central American countries and Mexico. Further studies 
on the epidemiology of the disease are needed to l e a n  more about the 
difference in transmission of the infection in different ecological 
situations. Domestic and peridomestic potential reservoirs are not 
well known in Guatenala. At present, the reduced number of reported 
cases indicates that leishmaniasis may not be a major public health 
problen in Guatemala. However, the number of cases may increase due 
to recent internal migration, and new settlements in those areas 
where cases have been reported. Close surveillance in such 
settlements is recommended. 

Health education for medical and para~edical personnel, 
especially in endemic areas, is essential. 



8.10 Babies 

8.10.1 Background 

Babies is a zoonosis of public health and economic importance, 
as it is fatal in man and animals, and produces inportant losses in 
the livestock industry.&/ Children under 5 years of age are the 
most frequently exposed group to be at risk of being bitten by dogs 
or other infected animals .z/ 

The main source of infection to man are infected dogs: the 
estimated canine population in Guatemala (1985) was over one million 
(one dog for every 7 inhabitants), and only 13.7% of the dogs in the 
country are vaccinated.a/ 

At present, the goals of the Department of Zoonoses of the 
Direccion General de Salud are focused on the preventFon of human and 
animal cases. 4/ 

During 1985, 8,194 persons were bitten by domestic animals 
probably infected with rabies, and 1,391 persons were bitten by 
confirmed rabid domestic animals.5' The number of people bitten by 
rabid animals and cases of human rabies increased in the last year, 
probably due to the lack of funds to carry out the annual canine 
vaccination canpaign for 1984 in Guatemala City (Table 8.10.1). where 
74% of all cases of canine rabies were re?orted from 1979 to 1983, 
and where 20% of cases in buns from 1979 to 1985 were identified. 
6/,L/ . - 

11 PAHO Document, Volume 111, 1985 - 
21 Ibid. - 
31 Unidad de Planificacion y Programacion. M S . :  Plan Operative - 

National, 1985. 
4 /  Ibid. - 
5/ Unidad be Planificacion y Programacion. S . . :  K e m o r i a  de Labores - 

a o 1985. 
6 /  Ibid. - 
7/ PAliO Document, Volume 111, 1985. - 



Table 8.10.1 

Cases of Canine and Human Rabies in Guatemala 
1979-1985 

Year Canine Rabies Persons Bitten Human Rabies . 

BA: Data not available TOTAL 4 0 

Source: PAHO Document, Volume 111.85 
tlemoria de Labores. H.S.P. 1981- 1985 

Outside Guatemala City, the departments of Quetzaltenango, 
Chimaltenango, Suchitepequez, Sacate?equez, Escuintla, Solo1 , and 
Totonicap n show higher incidences of canine rabies than the other 
departments of the country. Cases of huinan rabies were also more 
frequently found in these departments between 1979 and 1983 (Table 
8.10.2). However, the department of San tlarcos reported 6 cases of 
human rabies and only 8 canine cases. 8 / , 9 /  

8/ Q . C i t . z /  - 
9 /  Department of Z~onosis, DCSS, unpublished data, 1986. - 



Table 8.10.2 

Guatemala 
Quetzaltenango 
Sacatepequez 
Suchitepequez 
Chimal tenango 
Solo1 
Totonicapin 
Escuintla 
All others * 

Cases of Human and Canine Babies 
Selected by Departments 

Guatemala 1979-1983 

Canine Babies 
Cases % 

Human Rabies 
Cases X 

* The Department of San Harcos reported 6 cases of human rabies and 
only 8 cases of canine. 

Source: PAIiO Document, Volme 111. 1985 
Department of Zoonoss, H.S.P. 
Unpublished data. 1986. 

Diagnostic facilities and vaccine for dogs are only found in 
Cuatemala City. Human vaccine is not always available in hospitals 
or health centers except for those located in major cities such as 
Guatemala City and Quetzaltenango, although the biological laboratory 
of the HOH produces both human and canine vaccines, and this 
laboratory has been recently designated as the Central American 
Regional Center for production of rabies vaccine.a/ 



CHAPTER 9 

WATER AND ENVIRONMEKTAL SANITATIOU 

9.1 Water and Basic Sanitation 

Nine (9) official national organizations are involved in this area, 
coordinated by a National Council (SEGEPLU:. These are: 

EHPAGUA (Enpresa Municipal de Agua de la Cioudad de Guatemala) 
INFOH (Insituto de Fomento Municipal) 
UNEPAR (Unidad Ejection del Program de Acceeducts Rurales) 
DSH/HSP (Civision de Saneamiento del Medio) 
ERIS (Escuela Regional de Ingenicna Sanitaria) 
HSPAS (Ministerio de Salud Publica y Asistencia Social) 
PSP (Hinisterio de Finanzas Publicas) 
INSVUUEIf (INstituto de Sisaologia, Vulcanologia, Uet'erologia e 
Hidrologia 
Corporacion Municipal y Conites Rurales de Agua Potable 

A summary of the services available and projected for urban and rural 
populations, shown as a percent of population served, is as follows: 

drink in^ Water Supply Sewera~e and Excreta Disposal 
Year Total Urban Rural Total Urban Rural - - -  

* Planned Goal 

In all categories of services, Guatenala ranks close to the median 
for the 26 countries in Latin America and the Caribbean listed by PAHO 
(Tables 7.3.3 and 7.3.4). 

Goals for the drinking water and sanitaticn decade in Guatemala focus 
on 6 basic categories of population concentration, and the c~rresponding 
coverage targets for 1990: 



Urban - 
drink in^ Water Waste D i sposa l  

Home Conn. P u b l i c  Tap Home Conn. L a t r i n e  
1985 1990 1985 1990 - - - -  - - - -  1985 1990 1985 1990 

Rura l  

Concen t r a t ed  37.7 48.0  9 . 4  12  . O  - 3 . O  31 .5  5 7 . 0  
D i spe r s e  - - 30.8 60 .0  - - 51 .2  60 .0  

A d d i t i o n a l  d e t a i l s  on coverage ,  p r o j e c t i o n s ,  p r o j e c t s ,  and c o s t s  a r e  
a v a i l a b l e  i n  EHPAGUA, INFOM, UNEPhR, DSM/MSP, and ~ ~ l i 0 ' r e p o r t s  on t h e  
Water and S a n i t a t i o n  Decade. 

Achiev ing  t h e  p r o j e c t e d  g o a l s  f o r  1990 w i l l  c o s t  an  e s t i m a t e d  USS158 
m i l l i o n  f o r  p o t a b l e  wa t e r  ($115 m i l l i o n  f o r  u rban  and $43 m i l l i o n  f o r  t h e  
r u r a l  a r e a s ) ,  and $87 m i l l i o n  f o r  s a n i t a t i o n  ($63 m i l l i o n  f o r  u rban  and 
$24 m i l l i o n  f o r  t h e  r u r a l  a r e a s ) .  Seven teen  (17 )  major  p r o j e c t s  have 
been de s igned  t o  meet t h e  p r o j e c t e d  1990 needs  a t  a n  e s t i m a t e d  c o s t  of 
US$196 m i l l i o n ,  of which $49 m i l l i o n  ( 2 5 % )  i s  t o  be  p rov ided  t h rough  
n a t i o n a l  f und ing .  

Al though a l l  p r o j e c t s  p r o v i d i n g  wate r  and s a n i t a t i o n  shou ld  be  
b e n e f i c i a l ,  ev idence  f o r  t h e  irnpact of w a t e r  q u a l i t y  on h e a l t h  is  weak. 
Three of t h e  1 7  p r o j e c t s  p lanned  a r e  of p a r t i c u l a r  i n t e r e s t ,  a s  65% of 
t h e  fund ing  w i l l  come th rough  t h e  MOH f o r  t h e s e  t h r e e  p r o j e c t s .  A sma l l  
p r o j e c t ,  f o r  s u r v e i l l a n c e  of p o t a b l e  wa t e r  q u a l i t y  is c u r r e n t l y  funded by 
USAID, and shou ld  be expanded t o  o t h e r  a r e a s  of t h e  c o u n t r y ,  i n c l u d i n g  
t h e  p e r i u r b a n  zones .  

The most s e r i o u s  c o n s t r a i n t s  i d e n t i f i e d  by Guatemalan a u t h o r i t i e s  
have been imbalance between c o s t s  and r e c o v e r y ,  l a c k  of c o n ~ u n i t y  
p a r t i c i p a t i o n ,  and l a c k  of e d u c a t i o n a l  a c t i v i t i e s  concern ing  s a n i t a t i o n .  

The l a c k  of c o o r d i n a t i o n  between t h e  n i n e  governmental  and t h r e e  
n o n - g o v e r n ~ e n t a l  o r g a n i z a t i o n s  invo lved  w i t h  p r o v i s i o n  of p o t o b l e  wate r  
and s a n i t a t i o n  s e r v i c e s  is  a l s o  a  proble?., as t h e  Na t i ona l  Cor:xXitt2s f o r  
P l ann ing  "does n o t  have t h e  a u t h o r i t y  t o  e s t a b l i s h  p r o g r a m  and t o  assig?. 

1 / r e s a u r c e s " .  (P-LYO 1986 Survey)  - 

1/ Salud k ~ b i e n t a l  e n  Recoo i l a c ion  y O r d e n a ~ i e n t o  de  I n f o m a c i o n  p a r a  - 
D ~ ~ R R O S ~ ~ C O  de l a  Situation de Salud v s u  Re l ac lon  con e l  O e s a r r o l l o  
E c o n o ~ i c o ,  PAHO, 1985. 



9.1.1 Surronary and Conclusions 

For this report, data on the status and proposals for 
development of both water and sanitation facilities have been 
assembled from several sources. It has not been possible to evaluate 
the physical condition of these facilities, nor to evaluate if the 
stated coverage of the populations served is correct. A particular 
case concerns the expanding periurban populations, i.e., the urban 
slums and the urban poor. It is certain that large sections of the 
periurban populations do not have the sate facilities as ray be found 
in the cities proper, and, the numbers of such unserved persons are 
not accurately known. It is questionable which national organization 
is responsible for planning and development of such facilities in 
areas that may lie outside of municipal boundaries, yet be populated 
by people who essentially belong to the urban cownity. 

The second observation concerns the apparent lack of 
coordination between the various national organizations in the 
planning process. This was evident in the interviews the team 
conducted, in the PAHO report quoted above, and in documents on water 
and sanitation prepared by national authorities. 

The third observation is that the only geographic area in which 
the quality of drinking water is tested is the capital (EYLPAGUA and 
Division de Sanemiento del Medio). Extension of these services 
throughout the country would be highly desirable. Because provision 
of water is important for prevention of illness (especially 
diarrhea), major expenditures on provision of water supplies without 
facilities for determining quality are not cost-effective. 
Similarly, projects associated with disposal of excreta should be 
evaluated, particularly in relation to the health of children in the 
populations served. 

The statistics for current and proposal services for potable 
water, sewerage and disposal of excreta are simplistic, essentially 
defining populations as urban or mral. In view of the influx of 
people into the urban areas, and the growth of periurban populations, 
planning for future services should be enhanced. Due to the often 
disproportionate growth of urban slu~.s it is possible that a far 
grezter percentage of the "urban" population lacks water and 
sanitation than is shown in go~ern~enta? statistics. Unless there is 
a better understaneing of ttle urbanizazicn phenor.enon there will nct 
be proper planning for such essential services. 



Although cornunity participation is often considered essential 
in developing water and sanitation projects, it cannot be expected 
without a basic level of understanding. Emphasis should be placed on 
the education of children through the schools, and on the women. 
This is an area where the PVO network can be particularly effective, 
given the resources. 

9.1.2 Recommendations 

It is recornended that: 

9.1.2.1 USAID use its influence as a major donor to help achieve 
better planning and coordination between the various 
national organizations enftaged in water and sanitation 
projects. Case studies of the quality of delivery systems 
and their relation to health would be appropriate. 

9.1.2.2 USAID, in the design and implementation of future water and 
sanitation projects, place more emphasis on the provision 
of water in periurban areas of the capital city and srnaller 
cities of the country. 

9.1.2.3 USAID suftgest studies in Guatemala City and one or more 
smaller cities to define what consitutes an urban 
population. 

9.1.2.4 USAID support efforts to prcvide education concerninq 
sanitation at the household level, focusing on education of 
children in the school systen and women . 

9.2 Public Health Aspects of Pesticide Usage 

Pesticides are used both in agriculture and public health. The small 
aiounts of pesticides used in public health (for control of malaria and 
urban mosquitoes, e.g., Aedes aegypti, the vector of dengue and yellow 
fevers) are applied by trained personnel of the Division of Malaria and 
are not considered a threat to human health. 

9.2.1 Pesticides in A~riculture 

The use of pesticides in agriculture, however, poses a 
consider~ble proble~. that has only recently been recognized. This 
problea is difficult to cope with, as it involves proCucticz, 
inportation, fomLulation, transportation, storage, and application a s  
well as detem.ination of food residues, etc. In adzition, there may 
be envirornentai conta?.ination of water and food su~plies due to 



accidents in transport and storage of pesticides. Recognizing this, 
Guatemala recently (1985) established a "Comision ~~teministerial de 
Plaguicidas," which includes representatives of the Ministry of 
Health, IGSS, and the Ministry of Agriculture, mong others. The 
purpose of the comnission is to regulate importation and formulation, 
provide for registration and proper labeling of products, and 
surveillance (by IGSS) of cases of intoxication and death caused by 
pesticides. 

A n~mber of factors make these tasks difficult: 

a) Very few health workers, including physicians, are trained in 
diagnosing and treating cases of chemical intoxication, 
especially in rural areas where the majority of cases occur, nor 
do they always have appropriate antidotes. 

b) Host agricultural workers are poorly educated and untrained 
concerning the hazards associated with pesticides, or chemicals 
in general. Labeling of pesticides is often not clear to 
laborers, if the containers they handle are labeled at all. 
Often, pesticides are repackaged several times with no labels 
attached to the smaller quantities. Hany pesticide products are 
sold under a variety of names and the quantity of active 
ingredient (i.e., the toxic conponent) in the formulation can 
differ greatly from product to product, increasing the hazard in 
handling. 

Another risk factor is the frequent re-use of containers in 
which pesticides are packaged. Often, the drums, tins, and even 
str~ng plastic bags have some value in rural communities where 
they may be used for storage--especially of water. There is 
generally a lack of infomation and training concerning the 
hazards involved, or the proper means to dispose of the used, 
contaminated containers. 

c )  The greatest risk to pesticide intoxication occurs in the 
cultivation of the so-called "industrial crops," especially 
cotton, which requires a great deai of protection against pests 
during various phases of the growing cycle. This extensive use 
of pesticides on cotton has also resulted in the devslopxent of 
insecticide resistance by the mosquito ve:tDrs of malaria or! the 
Pacific c ~ a s t  frc? southern. Xexico to Nicaragua. In principle, 
the op?crtunity for training workers ic p r o p e r  handling of 
ins~cticides shculd be greatest in the plantation syste3 
(cotton, coffee, sLgar cane, bananas, etc.) thtcugh invoivese2: 
of the private sector and plantation zznagement. 



The IGSS has provided the following data on diagnosed cases of 
pesticide intoxications: 

TABLE 9.2.1 

PESTICIDE INTOXICATION BY YEAR 
IGCS: G U A T E W  

1981-1985 

Year t of Cases 

N . B .  : These figures are only of those cases seen by IGSS. 
Source: IGSS 1985 Annual Report 

Most cases occur during the Hay-July period associated with 
agricultural activities. About half (49.5%) of the cases are 
associated with organophosphate compounds (e.g., ~alathion, 
fenitrotion, and many others); Carbanates (15.5Ya), and 
organochlorines (12%). and others account for the remainder. The 
crganochlorines (e.g. DDT, Dieldrin, etc.), once the most cor;mcnly 
used compounds, are not as widely used because the target 
agricultural pests have become resistant. 

An analysis of the 768 reported cases seen in 1983 was carried 
out by IGSS: the case incidence rate using the national rural 
population (c. 4 million) would be 20.25 per 100,000 people, but 
using the 800,000 people covered by IGSS as the denominator, the rate 
would be 96 per 100,000 persons. As mentioned above, few cases of 
pesticide intoxication are treated medically, so the true incidence 
could be considerably higher. 

The most effective means of reducing cases of pesticide 
intoxication is throug3 education. especially in the farrr.ing 
comur,ities. Additional training of health personnel is required for 
proper prevention, diagnosis and treatment, especially with the 
corr,r,,only used organophosphate C O ~ F O U ~ ~ S ,  which produce acute 
cholinenterase depression. Proper antidotes at rural health centers 
should be stocked, along with fanuals for diagnosis ane treatment 
that are available in Spanish through PAHO's Center for Huaan Ecology 
and Health in Mexico. 



Just as important is the enforcement of legislation concerning 
registration, labeling, storage, transportation and handling of 
pesticide products, the obligatory cleansing pr disposai of pesticide 
containers, and the proper use of protective clothing for those at 
high risk in formulation and transport activities. 

9.2.2 Residual Pesticides in Food Products 

Pesticide residues in food products in Guatemala have been 
measured for a number of years by the Laboratorio Unificado de 
Control de Alimentos y Hedicamentos (LUCAM) located at INCAP. 
Regular monthly samples of common foods are taken (tortillas, 
vegetables, meats, milk, fish, fruits, etc.) in t5e markets of 
Guatenala City and environs and tested for residues. Earlier in the 
1960 and 70's attention was paid to the organochlorine DDT and its 
metabolites (DDa and DDb, dieldrin and HCH), which are easily 
accumulated in fatty substances (meat and milk, for exa~ple). At 
present (1986) such compounds are generally found in low quantities 
(1 ppm to traces), as these compounds are not used as frequently in 
agriculture as before. Host results fall within acceptable tolerance 
limits, except for endrin. Residues of the less persistent, 
biodegradable compounds in com~on use (malathion, carba~ates, etc.) 
are being found more frequently. Such residues occur when crops are 
harvested too soon after spraying. Xt is generally recornended that 
crops renain in the field for a certain period after spraying 
(variable with the conpound used) and before harvesting for market. 

In one study on contanination of hunan breast milk with DDT, it 
was shown that residues had diminished in sazples taken between 1971 
and 1982, due to lowered use of DDT over this period. Seven 
localities were tested and the principal crops recorded: milk 
residues were highest in areas where cctton was grown. 

9.2.3 Recomendations: 

It is recorninended that: 

9.2.3.1 USAID support public instruction in the safe use of 
pesticides throueh the developnent of tezchin~, aids for the 
general public, as well as train in^ tY:r=c~h sc?ioo?s and 
health clinics. nsre ri~id training should be enfcrced in 
the industrial sectors dealirr with i.sectici?es, 
herbicides and mrcurocs seed Cressin~s. 



9.2.3.2 USAID subsidize efforts to inprove the training of.health 
personnel at all levels (physicians, nurses, auxiliaries, 
etc.) in the reco~nition and treatnent of pesticide 
poisoning. Proper supplies of pesticide antidotes should 
be made readily available. 

9.2.3.3 USAID encouraRe and assist appropriate Guatenalan 
authorities to enforce training on the safe use of 
pesticides in all of its a~ricultural projects. 



CHAPTER 10 

ECONOMIC AND FINANCIAL ANALYSIS OF THE GUATEKALAN HEALTH SECTOR 

10.1 Overview 

Much of this report deals with the benefits of improved health for 
individuals and families. Clearly a focus on human welfare is the 
ultimate purpose of any such exercise. At the same time, economic 
analysis opens the door to another point of view which addresses 
formation of human capital and permits conceptualization of spending on 
health as a potentially productive investment. 

Human capital theory suggests that present use of resources on 
health yields future possibilities for increased productivity, output, 
and income. In this way, of course, investment in human capital is 
conceptually analogous to investinent in more traditional forms of 
capital, in which sacrifices of current consunption lead to .returns in 
the future that are greater than the original expenditures. 

As usual, a group of implicit assumptions lies behind such a 
model. The most important and the most frequently overlooked assumption 
is the following: the expenditures on health, made as investments, will 
be appropriately planned and efficiently managed in order to produce the 
desired returns. Again, the analogy with other types of investments is 
exact. No investment, human or physical, will pay off if it is 
accompanied by inappropriate project design or wasteful management. 

It should be noted eqlicitly that expenditures for health are not 
the only form taken by investment in human capital. Spending on selected 
types of f o m l  and informal education is another cormon avenue for human 
capital fornation. In addition, both in theory and in practice, 
different categories of spending on health are associated with different 
rates of return. For exariiple, when the injured worker is promptly 
treated and goes back to work, his economic productivity recovers 
swiftly. By contrast, it is more difficult to justify large expenditures 
that retard the rate of decline of old people with chronic conditions, 
however attractive that spending may be in more basic h u m n  terns. 

Quantitative calculations of precise rates of return to different 
health expenditures require time and data far beyond the anounts 
allocated for this study. Nevertheless, the conceptual justification for 
health spending underlies the analysis containet in the following 
sections. 



10.2 Recent Trends in the Guatemalan Economy 

10.2.1 Recent Economic Decline 

A n  economy that prospers will permit more spending on health; 
an economy in decline will extend its austerity to most, if not all, 
of its constituent parts. Thus the problems of the Guatemalan 
economy since about 1980 are inevitably reflected in the country's 
capacity for and composition of health spending. 

The world recession of the early 1980s has hung on grimly in 
Guatemala. The country has not participated in the economic recovery 
enjoyed elsewhere. Internationally, Guatemala has faced decreases in 
the terms of trade, increasing protectionism with respect to 
potential industrial exports, capital flight, the retreat of foreign 
investment, and the familiar problem of servicing the foreign debt. 

Locally, a crisis in confidence by private investors was 
associated with politically inspired violence in the early 1980s, as 
well as with an absence of concensus at the highest levels about the 
desirable directions that the economy and society more generally 
should take. The violence in the countryside, appalling in its 
magnitude and ferocity, combined with the pfesence in the capital of 
no fewer than three military juntas during the four years preceding 
the election of the Cerezo government in late 1985. It is hardly 
sutprising that political disunity on that scale was accompanied by 
economic decline. 

The statistics are revealing. Average annual growth rates in 
overall GDP of 6.0 percent in 1965-73 fell to 3.1 percent in 
1973-84. The per capita rates are similarly configured: 3.2 percent 
per year in 1965-73 and 0.3 percent in 1973-84. While GDP in nominal 
terms did increase from year to year during the early 1980s, in real 
(inflation-adjusted) terms it has fallen from 1980 until the 
present. Although the data are not completely reliable, they show 
the economy has experienced a decline since 1980 of 8 percent in real 
terms. Later sections describe the results for health-related 
expenditures of the current economic malaise. 

10.2.2 Inflation 

Inflation can impair the delivery of health services. In 
addition, inflation in Guatemala has had special characteristics that 
also affect health. While many other countries have a long history 
of price and wage increases, the inflationary experience in Cuatemla 
has a much more recent origin. 



Until November 1984, the Guatemalan quetzal traded in 
international exchange markets at a par with the dollar. h i s  
reflected the historic influence of the U.S. economy and of U.S.-led 
central banking practices. Since for the most part Guatemala avoided 
serious disequilibria in its balance of payments, domestic inflation 
followed much the same pattern as did inflation in the U.S. In 
particular, in the decade before the first oil shock (1965-731, 
consumer prices rose at less than two percent per year, and even 
afterward, in the period from 1973-84, the inflation rate was held to 
less than ten percent per year. 

The country's well documented economic distress of the early 
1980's changed all that. The year-to-year differences shown in Table 
10.1 reveal inflation's acceleration after 1984. As the exchange 
rate deteriorated, a complex multiple exchange rate regime was 
substituted for the previous unitary rate, and in the free market, 
the quetzal depreciated as low as four to the U.S. dollar at one time 
during 1985. Economic measures have subsequently been adopted so 
that as of Septem5er 1986, the quetzal partially recovered and is now 
valued at about two-and-one-half to the dollar. Nevertheless, the 
longer term deterioration (from par to two-and-one-half) reflects a 
change in the Guatemalan economy whose importance for health care 
delivery can hardly be overstated. 

Table 10.1 

Guatemala: Price Indices. 1979-1985 

Consumer Wholesale 
Year Price Index Price index 

Annual Averages: 1980 100.0 100.0 

Source: International Monetary Fund, international Financial 
Statistics 



Inflation's Effects on Health 

10.3.1 W a ~ e  Costs of Health Care Providers 

As consumer prices rise, workers seek to defend their 
purchasing power by demanding higher wages. For the public sector as 
a whole, real wages had fallen by 1985 to 64 percent of their 1980 
level. Before September 1985, when an increase of 50 quetzales per 
month was awarded to all civil servants, even their average nominal 
wage was below the level it had reached in 1980 (See Table 10.2). If 
the workers are successful in pressing their wage demands, and if 
their pay hikes are not offset by productivity increases, both total 
and average costs of public sector health care rise. 

The tendency is always to try to maintain the number of 
ministerial employees for political reasons. Thus, when budgets are 
under pressure, this encourages the use of the lowest wage levels 
possible, with corresponding pressures to shift the composition of 
employment toward workers with low pay, low skills, and low 
productivity. 

The rigidity of the ministerial budget and of its hiring 
practices also creates incentives to bypass the civil service wage 
scale. In practice, this can be done if new workers (or even 
existing personnel) are placed on off-scale "professional services 
contracts." But quite apart iron the effects on immediate cash flow 
caused by the higher costs of the contracts, the invidious 
distinctions between employees on the regular payroll and those on 
professional services contracts are likely to result in a 
deterioration of morale and an increase in apathy, with corresponding 
downward pressures on workers* productivity. 



Table 1 0 . 2  

m a t e m a l a :  P u b l i c  S e c t o r  W a ~ e s ,  1980-1985 

Average Index of Index of Real 
non th ly  Nominal Wages Wages 

Year Wages a )  (1980=100) (1980=100) b )  

Notes: a) Average monthly wages i n  q u e t z a l e s  d e c l a r e d  by 
employers t o  IGSS 

b) Calcula ted  us ing  t h e  index  of nominal wages d e f l a t e d  
( a d j u s t e d )  by t h e  consumer p r i c e  index .  To t h e  e x t e n t  
t h a t  t h e  consuner p r i c e  index  u n d e r s t a t e s  a c t u a l  p r i c e  
i n c r e a s e s ,  t h i s  r e a l  wage index i s  correspondingly  
o v e r s t a t e d .  

C )  Excludes t h e  50 q u e t z a l  monthly bonus paid t o  p u b l i c  
employees a f t e r  Septeinber 1985. 

Source:  Derived from IGSS and IHF unpubl i shed  e s t i m a t e s  

1 0 . 3 . 2  Employee Performance 

The tendency of a l l  workers t o  defend any s t anda rd  of l i v i n g  
a l r e a d y  achieved involves  c t h e r  c o s t s  a s  we?:. Unexpected 
d e t e r i o r a t i o n  i n  r e a l  purchasing power a s s o c i a t e d  wi th  i n f l a t i o n  
d i s t r a c t s  employees from t h e i r  r e g u l a r  d u t i e s .  Fo rnu la t ing  new 
s t r a t e g i e s  t o  defend th2::selves occupies  t h e i r  working t i n e  and 
emotional  energy i n  ways t h a t  a r e  coun te rp roduc t ive  t o  t h e i r  
ass igned t a s k s .  The l abor  r e l a t i o n s  p rob leas  of t h e  HOH dur ing  
1986 exemplify t h e s e  l o s s e s  -- l c s s e s  i n  p r o d u c t i v i t y  and output  
which, i t  should be underscored ,  supplement and r e i n f o r c e  t h e  
i n c r e a s e s  i n  f i n a n c i a l  c o s t s  a l r e a d y  mentioned. The l a t t e r  can be 
r e a d i l y  measured, bu t  t h e  former,  wh i l e  cons ide rab ly  l e s s  amenable 
t o  easy  q u a n t i f i c a t i o n ,  m a y  i n  f a c t  be  more c o r r o s i v e  on t h e  
o v e r a l l  p rov i s ion  of h e a l t h  c a r e .  



10.3.3 Locally Purchased Materials 

When price inflation leads the prices of locally purchased 
materials to rise in ways not anticipated in the budget, expenditures 
-st rise if the originally contemplated i t e m  are bought. 
Alternatively, acquisition of the necessary supplies must be 
postponed or even deleted. 

10.3.4 Imported Uaterials 

h e  deleterious effects of rapid depreciation in the exchange 
rate are evident. In a system of multiple exchange rates, UOH 
imports rise in step with the less favorable rates of exchange. Thus 
prices of imported medicines, supplies, and equipment have at least 
tripled since 1984 for the Uinistry and indeed for-all other 
providers of health care. 

10.3.5 Demand for Health Services 

Unexpected inflation, by lowering real incomes, lowers the 
effective demand by the population for health care services. In 
particular, when families with low income no longer can afford even 
the modest fees of the most accessible providers of primary health 
care (for example, pharmacists, midwives), the state of their health 
inevitably declines. 

Operationally, of course, project officers in USAID and in the 
UOH are likely to feel that they cannot affect the rnacroeconornic 
policies surrounding the new inflation. At the same time, their 
accomplish~ents will be strongly influenced by the degree of success 
that the GOG, acting with its local and international advisers, has 
in weakening the price spiral. 

10.4 Receipts and Expenditures for the Health Sector as a Whole 

Previous sections of this report have described organizational 
details of the most important agencies providing health care in 
Guatemala. Estimates of spending by the Uinistry of Public Health and . 
Social Assistance (PIOH), the Guatemalan Social Security Institute (ICSS), 
and the private sector are aggregated and compared with national output 
as a whole in Table 10.3. Corresponding percentage distributions appear 
in Table 10.3a. 

These tables provide eloquent evidence about the composition of 
health sector spending. The progressive starvation of the XOH and the 
maintenance, at least in t e r m  of relative position, of the Social 



Security Institute were offset by growth in private sector spending. The 
Ministry, increasingly unable to comply with its official 
responsibilities for the provision of health care, found its place 
partially taken by expenditures for private care. 

Table 10.3 also shows the results of the public sectcr's austerity 
program that was officially started in 1962. While public sector 
provision of health care shrunk, that shrinkage was only partially offset 
by the increase in private sector expenditures. This is hardly 
surprising, since economic distress among the majority of the population 
prevented them from replacing out of their own pockets the full declines 
in public sector spending. 

It is useful to review the decline in expenditures for health, 
relative to the size of output as a whole, measured as a percentage of 
GDP. In 1981, 3.1 percent of output was devoted to health. In 1984 the 
proportion had fallen to 2.5 percent. While these changes may appear 
modest, it should be remembered that a fall from 3.1 to 2.5 percent is a 
decline of 19 percent in the proportion of output and income going to 
health. It is therefore not surprising that the country's admirable 
progress in the main indicators of health, w a s  arrested or even reversed 
during this period. 

In order to understand more fully the nature and potential 
shortcomings of the statistical data presented in Table 10.3, two 
methodological comments are warranted: 

1) The data do not include government spending by other 
ministries that have important effects on health. In 
particular, formal education has a demonstrable link with 
pronotion of good health and prevention of disease. It is 
clearly difficult, however, to separate public expenditures on 
health education from those in other categories, given that 
even unfocused training in literacy is likely to lead to 
better health. 

Similarly, spending on public works, primarly on water supply 
and sewerage, and secondarily on better roads, cornunity 
markets, etc. also iqroves health conditions as well as 
making life more generally a little easier. Once again, 
however, these expenditures have not been quantified or 
included in the figures presented above. 
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T a b l e  1 0 . 3 a  

Guatemala:  P e r c e n t a x e  Composi t ion of T o t a l  Hea l t h  
S e c t o r  Spending ,  1979 - 1982  

Soc i a  1 O t h e r  
Year HOH S e c u r i t y  P u b l i c  P r i v a t e  T o t a l  

Source :  Tab l e  1 0 . 3  

2 )  The f i g u r e s  on t o t a l  spend ing  t h a t  appea r  i n  Tab le  1 0 . 3  can on ly  
be  compared u s i n g  t h e  g r e a t e s t  c a ~ ~ t i o n  t o  t hose  of o t h e r  
n a t i o n s .  The most cus tomary  r a t i o  c a l c u l a t e s  spending by a 
m i n i s t r y  of h e a l t h  a s  a p r o p o r t i o n  of GDP.  The c a l c u l a t i o n  
shown i n  Tab l e  1 0 . 3 ,  however,  i n c l u d e s  c o n s i d e r a b l y  more t han  
t h e  H i n i s t r y  a l o n e .  The p e r c e n t a g e  f i g u r e s  a r e  t h u s  n o t  r e a d i l y  
comparable  t o  t h o s e  of  o t h e r  c o u n t r i e s .  

M i n i s t r y  of H e a l t h  

The p r i n c i p a l  i n s t i t u t i o n  a c t i v e  i n  Gua t eza l an  h e a l t h  i s  t h e  Min i s t r y  
of P u b l i c  H e a l t h .  The f i n a n c i a l  Cimensions of i t s  a c t i v i t i e s ,  even i n  
t h e  f ragmented f o m  i n  which t h e y  a r e  a v a i l a b l e ,  p r e s e n t  a f a s c i n a t i n g  
p i c t u r e  s u r p r i s i n g l y  c o n s i s t e n t  w i t h  more g e n e r a l  o b s e r v a t i o n s  a l r e a ? ~  
c i t e d .  



As a recipient of central government funding, the Ministry during the 
early 1980s cannot be described as a favored child. The government's 
austerity program of 1982 not only cut the Ministry's spending on current 
account by one-third in nominal terms, but also reduced its proportion of 
total public spending from 7.6 oercent to 6.1 percent (Table 10.4). That 
is, while public spending as a whole was shrinking, expenditures for 
health were falling even faster. 

The decline of health spending in absolute, relative, and real t e r n ,  
provides evidence about national political priorities during this 
period. While most people declare human life to be beyond price, the 
budgetary process and ultimately spending itself became distorted in ways 
that were clearly injurious to the Ministry. Meanwhile, no other public 

Table 10.4 

Guatemala: Comparison of Total Government Spending 
with HOH spending, 1981 - 1987, 

in millions of quetzales 

Central Ministry MOH as 
Government of Health % of 

Year Spending ( -a )  spend in^(-a) Total 

Year 

Central Minis try HOH as 
Government of Health % of 

spend in^ -b) Spending -b) Total 

(a)- Actual spending on current account only 

(b)- Budgeted spending on current and capital account 

Source: Ministry of Public Finance, Eresupuesto de la blacion, annual. 

, 



s e c t o r  i n s t i t u t i o n  was pumped up t o  o f f s e t  t h e s e  d e c l i n e s .  The f i n a n c i a l  
s t a t i s t i c s  t h u s  suppor t  t h e  conc lus ion  t h a t  t h e  p o l i t i c a l  cons t i t uency  
f o r  p u b l i c l y  provided h e a l t h  was n o t  s u f f i c i e n t l y  muscular  t o  avoid being 
elbowed o u t  i n  t h e  s t r v g g l e  f o r  government spending.  

The n a t u r e  of a v a i l a b l e  d a t a  makes r e c e n t  even t s  more d i f f i c u l t  t o  
i n t e r p r e t ,  b u t  one mst conclude t h a t  t h e  M i n i s t r y ' s  f o r t u n e s  have no t  
been r eve r sed .  The 1987 budget shows spending on c u r r e n t  and c a p i t a l  
i tems f o r  t h e  Min i s t ry  of Heal th  s e t  a t  p r o p o r t i o n s  n o t  s i g n i f i c a n t l y  
h i g h e r  than  budgeted l e v e l s  of p rev ious  y e a r s .  These f i g u r e s  a r e  s u b j e c t  
t o  f u r t h e r  s c r u t i n y  and mst t h e r e f o r e  be  fol lowed c l o s e l y ,  b u t  t hey  do 
n o t  appear  t o  i n d i c a t e  a marked improvement i n  t h e  p o l i t i c a l  d i s p o s i t i o n  
toward t h e  d e l i v e r y  of h e a l t h  c a r e  s e r v i c e s .  

1 0 . 5 . 1  Adjus t ing  f o r  I n f l a t i o n  

Meaningful a n a l y s i s  r e q u i r e s  t h a t  expend i tu re  d a t a  be  ad jus t ed  
f o r  i n f l a t i o n .  No o f f i c i a l  index  h a s  been c a l c u l a t e d  f o r  p r i c e  
i n c r e a s e s  i n  t h e  s p e c i f i c  b a s k e t  of goods and s e r v i c e s  purchased by 
t h e  M i n i s t r y  of Hea l th .  However, two g e n e r a l  p r i c e  i n d i c e s  a r e  
composed p e r i o d i c a l l y  by t h e  Na t iona l  S t a t i s t i c a l  I n s t i t u t e  (1NE)s a  
consumer p r i c e  index and a  producer  p r i c e  index .  The former i s  based 
on expend i tu re  s t u d i e s  of a  b a s k e t  of goods bought predominantly by 
f a m i l i e s  of low incomes. It may u n d e r s t a t e  t h e  s e v e r i t y  of 
i n f l a t i o n a r y  t endenc ie s  s i n c e  40 p e r c e n t  of t h e  index  i s  composed of 
goods whose pr ice ' s  a r e ,  i n  f a c t ,  o f f i c i a l l y  des igna ted  " n e c e s s i t i e s "  
and a s  such a r e  s u b j e c t  t o  p r i c e  c o n t r o l s .  

When t h e  M i n i s t r y ' s  e x p e n d i t u r e s  a r e  a d j u s t e d  f o r  i n f l a t i o n ,  
u s i n g  e i t h e r  of t h e  two i n d i c e s ,  t h e  e x t e n t  of i t s  asphyx ia t ion  
du r ing  t h e  f i r s t  h a l f  of t h e  1980s becomes unmistakably c l e a r .  ks 
Table  1 0 . 5  shows, no m a t t e r  which of t h e  two p r i c e  i n d i c e s  i s  used,  
t h e  r e a l  l e v e l  of expend i tu res  f e l l  a lmost  by h a l f  between 1982 and 
1985. Furthermore,  even t h e  o p t i m i s t i c  f i g u r e s  suggested by t h e  1986 
and 1987 spending p rcposa l s  do n o t  r e s u s c i t a t e  t h e  M i n i s t r y ' s  r e a l  
purchas ing  power t o  t h e  l e v e l  it enjoyed a s  r e c e n t l y  a s  1982. 

1 0 . 5 . 2  Absorpt ive Capaci ty  

The p r o s p e c t i v e  a b s c r p t i v e  c a p a c i t y  of a  g o v e m ~ e n t a l  e n t i t y  
i s  a c o n t i n u a l l y  r e c u r r i n g  theme i n  development f lnnnce .  Every 
o r g a n i z a t i o n ' s  c a p a b i l i t y  t o  abso rb  budget  i n c r e a s e s  and t o  spend 
them i n  an a p p r o p r i a t e  and t ime ly  f a s h i o n  i s  l i r i i t e d .  So t o o ,  
presumably, f o r  t h e  Guatemalan H i n i s t r y  of Heal th .  



Table  1 0 . 5  

Guatemala: HOH Budgets. Nominal and Real ( I n f l a t i o n  Adjusted1 
1982 - 1987. i n  m i l l i o n s  of que tza l e s  

In f l a t ion -ad jus t ed  budgeted 
expendi tures  i n  terms of 

Budgeted 1980 p r i c e s  
Expendi tures  Adjusted Adjusted 

YEAR (Nomina 1 by CPI by UP1 

a )  Ca lcu la t ed  u s i n g  estimates of t h e  r e s p e c t i v e  p r i c e  indexes 

Notes: CPI = Consumer P r i c e  Index 
WPI = Wholesale P r i c e  Index 

Budgeted e m e n d i t u r e s  inc lude  bo th  c u r r e n t  and c a p i t a l  budget 
items. 

Sources: HOH annual  r e p o r t s ;  IXF, I n t e r n a t i o n a l  F inanc ia l  S t a t i s t i c s .  

One imperfec t  bu t  widely used measure of abso rp t ive  capcc i ty  
is t h e  amount of an o r g a n i z a t i o n ' s  budget t h a t  it is a c t u a l l y  ab le  
t o  spend dur ing  t h e  yea r .  Actua l  spending w i l l  i n  roost cases  be 
l e s s  than  t h e  budgeted amounts. 



10-13 
The data on absorptive capacity (table 10.6). while revealing, 

show no observable trends. Nearly all amounts budgeted for the 
current account were actually spent. At the same time, something less 
than half, on average, of amounts planned for the capital account were 
spent in the year in which they were budgeted. 

Table 10.6 

Guatemala: Ministry of Health, Absorptive Capacity 
1979-1983 

'(millions of quetzales) 

Current account 
Approved budgets 
Actual expenditures 

Actual as % of 
approved 

Capital account 
Approved budget 19.7 39.0 40.7 38.8 17.3 
Actual expenditures 10.4 24.5 16.8 14.6 7.8 

Actual as % of 
approved 53% 63% 4 1% 38% 45% 

Totals 
Approved budget 
Actual expenditures 
Actual as % of 
approved 

Source: HOH, "Analisis Institutional", Nov. 1985 
and unpublished estimates by the HOH 

It is not instantly clear where the responsibility for this 
shortfall lies. Officials in the Ministry of Health mention 
procedural snd bureaucratic difficulties they encounter in the 
Hinistry of Public Finance in the execution of their projects. In 
addition, slow execution is sometimes used as a strategy of deficit 
reduction. It does seem clear, however, that the system as a whole 
is not articulated in ways that perr,it actual spending on capital 
account of amounts even roughly approximting those budgeted. 



# 

10.5.3 Program Bud~ets 

Under most circumstances, an examinaticn of an organization's 
program budget (Table 10.7) reveals its internal priorities. The 
Ministry of Health calculates its spending using what it calls a 
classificacion sectorial pro~ramatica. As can be seen, however, the 
Ministry's programs are not separated into these accounts; neither 
programs on a vertical basis (for example, imnization, OBT, health 
promotion) or on a horizontal basis (for example, m r a l  health, 
peri-urban health, urban health). On the one hand, programs such as 
environmental health and epidemiology are separated out. At the same 
time, a set of expenditures that comprise one-quarter or more of the 
total are lumped together under employees* fringe benefits (politicn 
laboral Y de prevision social). Because these are not allocated to 
any given program, program costs cannot readily be'calculated. 
Similarly, administrative expenses, technical services, and 
especially capital investment could (and indeed should) be allocated 
to specific programs. 

The only trend clearly apparent in the period covered by the 
data is the relative increase in spending for medical care. Since 
these figures are in nominal rather than real terms, the amount of 
the increase is overstated, but even in this period of fiscal 
austerity, medical care was able to maintain itself. Since 
presumably this category includes the operation of the Ministry's 
large hospitals, their life-saving needs apparently took precedence 
in a period when other activities suffered withdrawal of funds. 

10.5.4 Preventive vs. Curative Care 

The documents of the Ministry reveal its adherence to a 
philosophy that emphasizes primary and preventive care over curative 
activities. In so saying, the Ministry has declared itself at one 
with the prevailing doctrines of cornunity health. Thus it is 
revealing to examine, even fragmentarily, the division of the 
Ministry's funds between these two activities. 

Its publications dissaggregate its medical care budget and 
show that about five-sixths of that budget goes for hospital care 
rather than primary care (Table 10.8). Of course, hospital care is 
expensive, and primary care need not be. Nevertheless, both the size 
of the proportion dedicated to curative functions, as well as the 
absence of any trend during the short period of time for which data 
were available (1979-831, appear to contradict the policy 
declarations nade by the Ministry. 
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Table 10.8 

Guatemala: Medical Care Budgets, Ministry of Health 
by Type of Expenditures, 1979-85 

(Percentages) 

T n e  of Expenditure 1979 - 1980 - 1981 - 1982 - 1983 
Hospital Care 83.6% 82.8% 83.6% 83.3% 8 4 . 4 %  

Primary Care 

Total Medical Care 100.0 100.0 100.0 100.0 100.0 

Source: HOH, "Analisis Institutional", Nov. 1985 and 
unpublished figures from the MOH. 

10.6 Guatemalan Social Security Institue (IGSSL 

As a public and quasi-autonomous agency, the Social Security 
Institute conbines health and accident services with a state-sponsored 
pension and disability plan. In the analysis that follows, the health 
and accident activities of the Institute have been separated from pension 
and disability spending. 

The Social Security Institute has as its special focus the country's 
employed workers, private and public, who are employed by firms with more 
than five employees. Given the agrarian base of the economy and the 
predominance of small employers, the system covers about one-third of the 
labor force, and from 10 - 15 percent of the whole population. Coverage 
appears to have fallen through the early 1980s and risen slightly 
thereafter. 

Geographic coverage is not yet universal. The pension, disability, 
and accident programs are nationwide, but programs covering maternity and 
disease are present only in nine of the country's 22 departments. 

The program are financed through obligatory contributions by 
enployers and employees, and by transfer payments from the Cuatemlan 
govement. The government's payments are in arrears, owing to the 
current climate of fiscal stringency. Estimates of the size of the 
intra-agency debt vary, with some observers placing it at 300 rr,illion 
quetzales. In any case, its presence means that the private sector 
contributions are subsidizing the operation of the system as a whole. 
The size of the subsidy depends, of course, on the size of the central 
government's arrears to the Institute. 



At present, the payments by the three parties are established by law, 
as a proportion of workers' salaries, as follows: 

Employers Employees State 
Accidents, disease, 

and maternity 7% 3% 3% 

Old age pensions and 
disability 3% 

The expenditures on behalf of health supported by these 
contributions can be compared with those of the Ministry which 
acts as the other major governmental agency active in health. 
Note that estimates of health spending by the Social Security 
Institute are original ones made for this report and do not 
appear elsewhere. They include the Institute's prestaciones en 
servicio together with an appropriately pro-rated amount of the 
agency's administrative expenses. 

As the Ministry's budgets have come under increasing 
pressure, the Social Security Institute's spending has risen in 
relative importance. In 1979, for example, the Ministry's 
spending was 44 percent of the nation's total spending on 
health, while the Institute's was 24 percent. By 1984, the 
Xinistry had fallen dramatically to only 33 percent of total 
health spending, while the institute's expenditures had risen 
slightly as a proportion of the total to 25 percent. 

10.6.1 Adjustments for Inflation 

As with the Ministry of Health (see Table 10.51, in 
order to grasp the true nature of the trends of spending 
through time, the inflationary milieu in which the 
Institute has operated must be considered (Table 10.9). 
Uhile spending in nominal terms increased from 43 million 
quetzales in 1979 to 62 million in 1985, the adjustment for 
inflation reveals that expenditures in real tern actually 
fell between the late 1970s and the mid-1980s. 



Expendi tures  on h e a l t h  by t h e  Guatemalan 
S o c i a l  S e c u r i t y  I n s t i t u t e ,  Nominal and Real ( i n f l a t i o n - a d j u s t e d )  

1979 - 1985 
( I n  m i l l i o n s  of q u e t z a l e s )  

Inf la t ion-Adjus ted  
Expenditures  i n  Terms 

Expenditures  of  1980 p r i c e s  
f o r  Hea l th  Ad j . by Ad j . by 

Year (nomina 1 ) CPI W I  

Note: CPI: Consumer P r i c e  Index 
WPI: Wholesale P r i c e  Index 

Source: IGSS, I n f o m e s  Anuales; IXF, I n t e r n a t i o n a l  F inanc ia l  
S t a t i s t i c s .  

The d e c l i n e s  a r e  c o n s i s t e n t  w i th  p rev ious  obse rva t i cns  about 
t h e  n a t u r e  of t h e  economy i t s e l f .  The s i z e  of revenues and t h u s  of 
expend i tu res  by t h e  S o c i a l  S e c u r i t y  I n s t i t u t e  depend on empioynent 
and wage income wi th in  t h e  s o c i e t y .  I n  t h e  economic d i s t r e s s  of t h e  
e a r l y  1980s,  p r i v a t e  en tp lopen t  appears  t o  have con t rac t ed ,  a l though 
no r e l i a b l e  f i g u r e s  e x i s t  on t h e  magnitude of t h e  dec l ine .  i n  t h e  
p u b l i c  s e c t o r ,  s a l a r i e s  (on which t h e  c o n t r i b u t i o n s  a r e ,  a t  l e a s t  i n  
p r i n c i p l e ,  based)  were n o t  ad jus t ed  upward u n t i l  September 1985. 



Thus the Social Security Institute found itself starved for 
funds. The precise financial mechanism of revenue collection differs 
considerably from that of the Ministry. The Institute's income, as 
already noted, depends on employment and salaries, while the Ministry 
receives a share of overall tax collections from the state treasury. 
Nevertheless, taking a broader view, it is readily apparent that the 
economic environment in which these phenomena occurred were the same 
for both and affected both adversely. In turn, the difficulty 
encountered by the nation in improving the health of its people is 
directly associated with these national economic problems. 

10.6.2 Sources and Uses of Funds 

The payments to the Social Security Institute by its three 
main contributors, along with a small amount of other income, are 
noted in Table 10.10. Private employers have shouldered the 
principal burden, rising from 54 percent of total revenues in 1979 to 
66 percent in 1985. 

The health expenditures of the Institute include only its 
benefits in kind ("prestaciones en servicios") and a pro-rated 
portion of the administrative expenses. This spending consumed about 
three-quarters of the Institute's total e~enditures between 1979 and 
1985 (Table 10.10a). Despite the changes in the external economic 
environment, no significant trends in the overall composition of the 
Institute's spending can be ascertained. 

Private Sector 

As in other countries, private spending for medical services in 
Guatemala is even less adequately documented than the public sector's. A 
single study of consumer expenditures on health was carried out in 1981 
by the Ministry of Health. This study calculated consumer spending in a 
wide variety of private health care categories, by category and by size 
of family income. 

Private spending has been as large as the expenditures of the Social 
Security Institute, and preliminary estimates show it surpassing spending 
by the Ministry of Health in 1985. It should be noted that these 
estimates are based on the 1981 figures, together with changes in 
population and prices in the eccmomy. They therefore should be regarded 
with more than usual caution. 



Table 10.10 

Sources and Uses of Funds 
Guatemalan I n s t i t u t e  of Soc ia l  S e c u r i t y  (IGSS) 

19 79-1985 
( I n  m i l l i o n s  of q u e t z a l e s )  

1979 1980 1981 1982 1983 1984 1985 - - 
Sources of Income: 

1. Obl iga tory  cont r ibu-  
t i o n s  
a )  P r i v a t e  employers 38.6 
b )  Employees 21.3 
C )  S t a t e  a s  employer 7.8 

2 .  S t a t e  subs idy  2.5 

3. Other  income - 1.7 

T o t a l  Income 71.9 

Expendi tures  : 

1. D i r e c t  payments t o  
b e n e f i c i a r i e s  
a )  Temporary d i s -  10.0 

a b i l i t y  
b )  Survivors '  pens ions  3.7 
C )  Permanent d i s -  0.8 

a b i l i t y  
d )  Other  payments 0.2 

2. Expenditures  f o r  
h e a l t h  s e r v i c e s  
a )  Personal  s e r v i c e s  21.0 
b )  M a t e r i a l s  and sup- 10.5 

p l i e s  
C )  T r a n s f e r  p a p e n t s  3.3 
d l  Other  ope ra t ing  3.0 

expenses 
3 .  Adminis t ra t ive  - 7 -3 

c o s t s  

T o t a l  expendi tures  59.8 

Source: IGSS, Informes Anuales 



Table 10.10a 

Changes in Composition of Spending by 
the Guatemalan Social Security Institute 

JIGSS), 1979-1985 

Hea 1 th Total Health as 
Year Spending-a) Spending-b) X of Total 

a) "Prestaciones en servicios" plus a pro-rated amount of 
administrative expenses, in millions of quetzales. 

b) In millions of quetzales 

Source: Table 10.10 

In any event, the absolute size of private expenditures, 
rivaling as it does the spending by officially designated health 
providers in the public sector, merits attention. These estimates of 
private spending, while they are based on the Ministry's 1981 study, 
exceed by a factor of about five the private expenditures mentioned in 
some of the Ministry's own publications. Estimates by the team 
economist, with all their possible shortcomings, reflect more 
accurately the amount of private spending than do the data published 
in the Ministry's reports. 

10.7.1 Composition of Private Spending 

Not surprisingly, the 1981 study showed 84 percent of private 
spending was directed toward physicians' fees and medicines. Table 
10.11 shows the detailed breakdown of the composition of private 
spending. 



Table 10.11 

Guatemala: P r i v a t e  Medical Expenditures.  1981 

Expenditures percent  
(mi l l ions  of que tza le s )  of To ta l  

Hed ica l  Consu l t a t ions  
Surgery 
Dent i s t r y  
Other  phys ic i ans '  f e e s  
Accident and h e a l t h  insurance  
H o s p i t a l  s e r v i c e s  
Laboratory Analyses and X r a y s  
Other  medical  s e r v i c e s  
Medicines 
Orthopedic app l i ances  

T o t a l  6 7 . 5  100.0% 

Sub-Total: Fees  t o  Medical 
pe r sonne l  

Source: HOH, unpublished s tudy  of p r i v a t e  medical expendi tures ,  1983. 

Because t h e  s tudy  on p r i v a t e  spending has  no t  been repeated ,  
no d a t a  e x i s t  concerning p o s s i b l e  t r ends  i n  i t s  composition. 
Impressions sugges t  t h a t  p r i v a t e  spending f o r  h e a l t h  insurance and 
f o r  pre-paid medical  p l a n s  has  grown r a p i d l y  i n  r e c e n t  years .  

10.7.2 P r i v a t e  Spending by Low-Income Famil ies  

Host development e f f o r t s  appropr i a t e ly  seek t o  improve t h e  
s i t u a t i o n s  of t h e  poores t  members of s o c i e t y .  The d i f f e r e n c e s  
betveen t h e  composition of t h e i r  spending on h e a l t h  c a r e  and t h a t  of 
t h e  r i c h  i s  t h e r e f o r e  i n s t r u c t i v e .  Table 10.12 focuses  on t h e s e  
d i f f e r e n c e s .  

The poores t  f a m i l i e s ,  he re  defined a s  those  wi th  annual 
incomes of l e s s  than 1200 q u e t z a l e s  i n  1981, a l l o c a t e d  t h e  l a r g e s t  
p a r t  of t h e i r  spending on h e a l t h  ( 6 9  pe rcen t )  toward medicines. The 
h igh  p ropor t ion  r e f l e c t s  a t  l e a s t  two r e l a t e d  circumstances.  



Table 10.12 

Guatemala: Composition of Private Spending on 
Health Care by Families in the Richest and 

Poorest Income Classes, 1982 

Percentage of Total Family 
Spending on Health Care 
Poorest Richest 

Medical consultations 
Surgery 
Dentistry 
Other physicians' fees 
Accident and health insurance 
Hospital services 
Laboratory analyses and X-rays 
Other medical services 
Medicines 
Orthopedic appliances 

Total 

Sub-total: Fees to medical 
personnel 23% 

Notes: "Poorest" = Families with annual incomes of 0-1200 
quetzales in 1981. 

"Richest" = Families with annual incomes greater than 
60,000 quetzales. 

Source: HOH: unpublished study of private medical expenditures, 
1983. 



First, poor people are more likely than rich families to seek 
free medical services in the facilities of the Ministry or the Social 
Security Institute. They must pay, however, for the medicines 
prescribed by these doctors. It is not unusal for a patient to 
emerge from a simple office visit with three or four prescriptions. 
Indeed, some physicians told us that patients felt under-served if . 
they did not receive multiple prescriptions following a consultation. 

Second, poor people are more likely than the rich to engage in 
self-diagnosis and treatment of their ailments, further cutting the 
proportion of spending devoted to physicians* services. 

The composition of spending by the richest families, also 
shown in Table 10.12, is similarly instructive. Seventy percent goes 
for physicians* fees, including elevated proportions for surgical 
care and dentistry -- items that the poor would regard in most cases 
as luxuries rather than necessities. While the rich spend "only" 3 
percent of their total health budgets on medicines, the absolute 
amounts of such expenditures exceed those of the poor, owing 
precisely to differences in the absolute incomes of the two groups. 

10.8 Fiscal Capacity and Projections of Public Soending on Health 

Fiscal capacity of the government can be dealt with simply. As AID 
economic analyses clearly show, taxes paid by Guatemalans amount only to 
about five percent of GDP. This is the lowest proportion in Latin 
Anerica. Because other countries, including those with incomes 
considerably lower than in Guatemala, are currently able to extract a 
higher proportion of taxes from their citizens, and thus are capable in 
principle of spending relatively more for health, it is tempting to say 
that the Guatemalans should be able to do so as well. 

It falls well outside the scope of this report to analyze the 
extensive reasons behind the abnormally low proportion of taxes in 
national income. Suffice it to say that the historic distribution of 
income, the corresponding concentration of political power, and 
widespread disillusion with the effectiveness of public spending are 
among the explanations offered. While it is tempting to say that the 
govem,ent elected in 1985 may be able to alter these patterns, the 
outside observer notes that political instability has characterized 
Guatemala in recent decades. One cannot therefore assert with any 
certainty that overall fiscal constraints facing public spending are 
likely to be quickly overcome. 



10.9 Recommendations 
a 

It is recommended that: 

10.9.1 A I D  assist the HOH in reaching aggregate public health 
expenditure levels in real per capita terms no less than 
the levels achieved in the early 1980's. 

10.9.2 AID and other international donor agencies (PAHO, UNICEF,  
I D B ,  etc.) active in Guatemala organize an ongoing forum 
for sharing ideas and experiences in the country to 
facilitate collaboration. 



SECTION 11 

HEALTH CARE FINMlCIBG 

m e  ~revious chapter explored the dimensions of the health sector in 
economic and financial terms. This chapter deals with issues at once 

' 

,,, general and more institutional. Thus attention is given to 
costs, the fragmentation of the health system as it is now 

erdanized, insurance plans and HMOs, and the constraints associated with 
budget ceilings and limits of efficiency. 

11.2 Issues 

A number of issues surrounding health care finance deserve special 
attention here. While general in nature, Guatemala's special 
circumstances make them even more compelling. 

The Recurrent Cost Issue 

A basic principle of health finance observes that large new 
construction projects require correspondingly large increases in 
operating expenditures upon completion. It is far from hypothetical 
to suggest that when the capacity of a health management organization 
has been exceeded by the volume of new construction, the new 
facilities may remain idle or be hobbled by maintenance difficulties 
for years. 

Unfortunately more than one concrete example of these problems 
exists in Guatemala. A new regional hospital at Quetzaltenango has 
not been opened although it was completed three years ago. Four new 
equipment repair and maintenance stations, vital to the effective 
operation of the health care delivery system, have been turned over 
to the Ministry of Health, but have not yet been staffed and opened. 

Of course, when physical facilities stand completed but 
unopened, great preasures to put them in operation are exerted. To 
the extent that the authorities accede to the pressure, they nust 
either obtain increased operating funds for the new facilities or 
take funds away from present operations. The envirorment of fiscal 
stringency in Guatemala at present rakes the fcrrner difficult at 
best, while to re-allocate funds from present operations robs Peter 
to pay Paul. 

The research and interviews indicated that the international 
organization most prominently mentioned in this connection is the 
Inter-American Development Bank (IDB). Officials of the Bank as well 
as outsiders have been quick to recognize that the Bank's orientation 
to development lending has focused on  ricks and mortar -- the 
approach most likely to lead precisely to recurrent cost difficulties. 



A t  t h e  same t i m e ,  t h e  I D B ' s  emphasis is i n  f a c t  changing.  It 
has  been a c t i v e  i n  Guatemala i n  h o s p i t a l  c o n s t r u c t i o n  and i n  a wide 
v a r i e t y  of wa te r  p r o j e c t s .  It rega rds  t h e  former a s  "hea l th"  and t h e  
l a t t e r  a s  "engineering,"  a l though water  p r o j e c t s  a r e  c l e a r l y  r e l a t e d  
t o  improved h e a l t h  cond i t i ons .  

I n  any even t ,  t h e  I D B ' s  s i n g l e  "hea l th"  p r o j e c t  d u r i n g  t h e  
p a s t  decade o r i g i n a l l y  agreed t o  b u i l d  t h r e e  h o s p i t a l s ,  two new ones 
i n  Guatemala C i t y  of 400 beds each  and one renovated  one i n  Antigua 
of 200 beds.  The p r o j e c t  was subsequent ly  r e f o m l a t e d  and now 
c o n t a i n s  no new h o s p i t a l  c o n s t r u c t i o n .  I n s t e a d ,  f o u r  s m a l l e r  
r e g i o n a l  h o s p i t a l s  a r e  t a r g e t e d  f o r  r e - c o n s t r u c t i o n .  Tbe p r o j e c t  
i nc ludes  a s  w e l l  t h e  renovat ion  and re-equipping of 7 0  h e a l t h  p o s t s  
and t h e  c o n s t r u c t i o n  of 30 new ones.  F i n a l l y ,  t h e  p r o j e c t  a l s o  
i n c l u d e s  t h r e e  peri-urban c l i n i c s  i n  Guatemala C i t y .  

The p r o j e c t  r e f o m l a t i o n  has  c l e a r  e f f e c t s  on t h e  burden of 
new r e c u r r e n t  c o s t s  (See Table 11.1). Table  11.1 shows t h a t  t h e  
f i r s t  p r o j e c t  was a s soc i a t ed  w i t h  an i n c r e a s e  i n  r e c u r r e n t  c o s t s  of 
more than  $5 m i l l i o n  annual ly ,  whi le  t h e  r e fo rmula t ed  and on ly  
s l i g h t l y  s m a l l e r  p r o j e c t  had c u t  t h a t  i n c r e a s e  t o  s l i g h t l y  more than  
$2-1/2 m i l l i o n .  

The r easons  behind t h e  d e c l i n e  i n  r e c u r r e n t  c o s t s  a r e  c l e a r :  
renovated and re-equipped p r e n i s e s  d o n ' t  r e q u i r e  new s t a f f .  

New f a c i l i t i e s  -- and some new f a c i l i t i e s  do remain i n  t h e  r e fo rmula t ed  
p r o j e c t  -- r e q u i r e  new people  t o  be h i r e d .  And worse, when t h e  new 
f a c i l i t i e s  a r e  c u r a t i v e  h o s p i t a l s ,  t h e  p r o p o r t i o n  of h i g h l y  s k i l l e d  and 
t h u s  r e l a t i v e l y  w e l l  pa id  employees w i l l  be  g r e a t e r  t han  i f  more b a s i c  
pr imary c a r e  f a c i l i t i e s  a r e  b u i l t .  

I n  s h o r t ,  i n  s o  f a r  a s  t h e  re formula ted  p r o j e c t  can  be  t aken  
a s  a  r e l i a b l e  i n d i c a t o r  of t h e  I D B ' s  new p o l i c y  o r i e n t a t i o n ,  one can 
conclude t h a t  a t  l e a s t  some of t h e  c r i t i c i s m  of t h e  o l d  p o l i c y  can be 
muted. The p r o j e c t  docunent observes  t h a t  t h e  new r e q u i r e d  spending  
is  only a small percentage  of t h e  M i n i s t r y ' s  t o t a l  budget ,  and 
t h e r e f o r e  t h a t  i t  should be e a s i l y  absorbed.  To be s u r e ,  i n  1 9 8 4  
( t h e  d a t e  of t h e  r e fo rmula t ion ) ,  $2-1/2 m i l l i o n  was o n l y  abou t  4 
pe rcen t  of t h e  M i n i s t r y ' s  expendi tures  on c u r r e n t  account  i n  t h a t  
yea r .  Neve r the l e s s ,  t h e  a b s o l u t e  anount and even t h e  p r o p o r t i o n  were 
ha rd ly  t r i v i a l ,  owing t o  t h e  f i s c a l  c o n s t r a i n t s  which c o n t i n u e  t o  
a f f e c t  t h e  M i n i s t r y ' s  spending. 



Table 11.1 

Guatemala: Two Examples of the  Relation Between 
Capi ta l  Investment and Associated Recurrent Costs 

Capi ta l  Annual Recur- Recurrent Costs 
Investment r e n t  Costs as X of Capi ta l  

( i n  mi l l ions )  ( i n  mi l l ions)  Investment 

Example A (1980) $68.0 $5.23 7.7% 

Example B (1984) $57.3 $2.53 4.4% 

Dotes: Example A was a p ro j ec t  t o  bu i ld  two new hosp i t a l s  and 
recons t ruc t  an o lde r  one. 

Example B is  a p ro j ec t  t o  reconst ruct  four  o lde r  h o s p i t a l s ,  
t o  recons t ruc t  and re-equip 70 hea l t h  posts  and bu i ld  30 new 
ones,  and t o  bu i l d  t h r ee  new peri-urban hea l th  pos t s .  

Source: Inter-American Development Bank, "Refornnrlaci n d e l  Proyecto 
de Hejoramiento y Ampliaci n de 10s Servicios de Salud," 
1984. 



11-4 
. 11.2.2 Organizational Prag~~entation and Financial Coordination 

Existing factors and agencies active in Guatemala health 
care delivery are largely independent and thus financially and 
managerially uncoordinated. In the case of the 250 plus 
health-related PVOs working in the nation, the absence of 
coordination may be more irksome than substantive. But for the 
largest public sector institutions, the problem bites harder. 

h e  political process is oriented toward political 
survival. Thus the separate ministries are likely to think of 
their own interests rather than the national interest. When 
health-related activities are split among at least three 
ministries (Health, Education, and Public Works) and one 
para-statal firm (the Social Security Institute), no one is 
likely to be able to coordinate them effectively. These are, 
after all, impressively large organizations, each with its own 
bureaucracy and sets of vested interests. The ministries 
indirectly but intimately associated with hygiene, disease 
prevention, and health promotion (Education and Public Works) are 
not centrally concerned with health as such. The agencies 
focused on health, by contrast, are pushed by financial 
stringency into fighting merely to maintain their life-saving 
curative functions. As long as the administrative and. financial 
separation continues, effective coordination will be impossible. 

11.3 Private Health Insurance 

Private employers seeking to supplement the IGSS benefits workers 
are entitled to receive, have a variety of alternatives. They may, 
for exanple, maintain a -11 octpatient clinic at the workplace, 
staffed two or three days a week by a part-time physician who makes 
"visual diagnoses," that is, diagnoses without benefit of laboratory 
tests or x-rays. In bigger firms, these outpatient facilities 
sometimes extend to workers' dependents. hrrployers nay also, as noted 
above, buy group coverage in either of the HMOs. 

Another alternative is health insurance. At present, health 
insurance is necessarily grou2 health insurance, because it is sold 
only to groups larger than ten persons. The sales of health insurance 
have risen rapidly. Again, the rise in private initiative is a mirror 
of unresolved proSlems encountered by the public sector providers, 
even in periods when the tuatemlan private economy was not growing 
rapidly. 



Five  major  companies,  a11  w i t h  American connect ions ,  s e l l  h e a l t h  
p o l i c i e s  th rough independent  agen t s .  A t  p r e s e n t ,  t h e  p o l i c i e s  cover  
17,000 workers and their  f a m i l i e s .  The m a j o r i t y  of t h o s e  covered a r e  
site-collar employees.  

c u r r e n t  premiums a r e  about  two p e r c e n t  of s a l a r i e s .  R e c a l l  from 
t h e  previous  c h a p t e r  t h a t  t h e  premiums f o r  t h e  h e a l t h  s e r v i c e s  of t h e  
s o c i a l  S e c u r i t y  I n s t i t u t e ,  where a v a i l a b l e ,  are 13 p e r c e n t  of 
* a l a r i e s .  The two a r e  n o t  s t r i c t l y  comparable, s i n c e  t h e  I n s t i t u t e ' s  
coverage, a t  l e a s t  on p a p e r ,  is cons ide rab ly  broader .  P r i v a t e  
premiums f o r  a  f ami ly  w i t h  t h r e e  c h i l d r e n  a r e  now about  420-600 
que tza l e s  p e r  y e a r .  

Besides u rban  cus tomers ,  f i n c a s  have a l s o  begun t o  buy group 
h e a l t h  i n su rance  p o l i c i e s .  Coverage on t h e s e  l a r g e  farms is 
r e s t r i c t e d  t o  t h e  pennanent  s t a f f .  Typica l  customers have indluded 
s i x  l a r g e  s u g a r  p l a n t a t i o n s  i n  t h e  South. That  t h e s e  insured  forms 
a r e  n o t  t hose  a f f i l i a t e d  w i t h  the pre-paid r u r a l  h e a l t h  p l a n ,  
b r o s a l u d .  

Uhere p r i v a t e  h e a l t h  i n su rance  cove r s  l a r g e  groups,  a l l  members 
of t h e  group a r e  i nc luded ,  even t h o s e  wi th  p re -ex i s t i ng  c o n d i t i o n s .  
Mote t h e  c o n t r a s t  w i t h  Sa lud  T o t a l  where each  group member has  t o  
q u a l i f y  i n d i v i d u a l l y .  Also i n  c o n t r a s t ,  t h e  h e a l t h  i n su rance  
companies have n o t ,  t o  t h i s  p o i n t ,  s o l d  p o l i c i e s  t o  i n d i v i d u a l s ,  owing 
t o  t h e  s e l e c t i o n  b i a s  ("moral hazard") involved.  I n d i v i d u a l  
Guatemalans, acco rd ing  t o  one informant ,  a r e  n o t  f a m i l i a r  w i t h  o r  
or ien ted  t o  h e a l t h  i n su rance  and t h e r e f o r e  wouldn't  buy it t o  achieve  
peace of mind, b u t  on ly  i f  they  were s i c k .  

1 1 . 4  Pub l i c  and P r i v a t e  S e c t o r  Coordina t ion  

A l l  t h e  r e p r e s e n t a t i v e s  of HMOs and insurance  companies t h a t  we 
interviewed agreed  about  t h e  d e s i r a b i l i t y  of coo rd ina t ion  between t h e  
p r i v a t e  s e c t o r  and t h e  p u b l i c  s e c t o r  i n  h e a l t h .  They a l l  advocated 
the  i n i t i a t i o n  of c o n t r a c t s  between employers and t h e  S o c i a l  S e c u r i t y  
I n s t i t u t e  -- c o n t r a c t s  t h a t  would permi t  employers who bought p r i v a t e  
plans t o  pay l e s s  t o  t h e  I n s t i t u t e  f o r  i t s  p u b l i c  p l a n .  

A t  p r e s e n t ,  employers who buy p r i v a t e  h e a l t h  insurance  o r  who 
mnter t h e i r  workers  i n t o  HHOs a r e  convinced t h a t  they  a r e  paying twice  
f o r  t h e i r  s e r v i c e  -- t h a t  is ,  once t o  t h e  p r i v a t e  c a r r i e r  o r  p l a n  and 
Once t o  t h e  p u b l i c  S o c i a l  s e c u r i t y  I n s t i t u t e .  I n  a formal  s ense ,  o f  
course,  they  a r e  c o r r e c t ,  s i n c e  "rnenbership" i n  t h e  S o c i a l  s e c u r i t y  
I n s t i t u t e  i s  n o t  e l e c t i v e .  The b i g g e s t  b a r r i e r  t o  f u r t h e r  expansion 
of t h e  p r i v a t e  s y s t e m  is t h e  requirement  f o r  double payment. 



At the same time, nothing leads to optimism about the political 
possibilities of such a move. If discounts were offered on 
IGGS-related payroll taxes, the Institute's revenues would inevitably 
shrink. The amount of the shrinkage would, of course, be related to 
the size of the discount, but since no such operation is currently in 
force, it is impossible to estimate in advance the magnitude of the 
transfers from public Institute to private plan. Because the 
Institute's income would fall by an unknown amount, none of its 
employees are willing even to consider f o m l l y ,  m c h  less endorse, 
such a change. 

11.5 Constraints 

The operation of the health care system currently faces two basic 
constraints: the size of its budget and the efficiency of its 
operations. If either is held constant while the other improves, the 
service delivery capability of the sector as a whole would rise. 

Nearly all of the practical approaches to health improvement are 
directed toward improving efficiency. Improving efficiency, (that is, 
getting more out of existing resources), is likely to be related not 
simply to "everyone working harder", but rather to organizational 
changes whose details are presented elsewhere in this report. Those 
changes are therefore attractive for at least two reasons. First, 
they suggest alternatives that are attractive from medical and social 
points of view -- for example decentralizing operations, switching to 
c o m n i t y  based care, focusing on children with the expectation that 
adults would automatically become more involved with the system, and 
so on. Second, however, they are also attractive from an economic and 
financial viewpoint. Any alternative that raises the efficiency of 
system delivery effectively augments existing scarce resources. 

11.6 S u m r y ,  Conclusions and Recomendations 

In addition to the recomnendations presented elsewhere in this 
report, these sections on economic and financial problems suggest a 
series of recomendations. They are based upon the following 
observations: 

The private sector is important in Guatemalan health care 
delivery, but not m c h  is known about its size or 
components. Studies of this sector are needed, with the 
objective of quantifying in greater detail the role of the 
private sector, and thus to revealing ways in which it 
might be more effectively coordinated with public-sector 
health care delivery. 



At present, the Ministry of Health and the local Security 
Institute each has its own accounting system, covers 
different segments of the population, and uses different 
wage scales and procurement methods. Accordingly, each 
has its own set of vested interests, despite the 
similarity in goals. Uncoordinated competition between 
the two for expanded national coverage is not clearly in 
the economic interest of the nation. An effort is needed 
to quqntify the effects of greater coordination between 
the two major public-sector health providers. 

There is a need to stretch the minis try*^ scar5ce 
resources by permitting more useful analysis of current 
program budget categories. To cite only a single example, 
the Ministry's employee fringe benefits, which make up 
more than 30 percent of the expenditures in some years, 
are shown as a separate item in the current "program" 
budget, rather than being appropriately allocated to the 
programs with which the employees are associated. 

There is a further need to use the unique characteristics 
of the international agencies more effectively, 
particulary through use of technical assistance. Merely 
"moving funds" without providing technical assistance can 
as easily be done by comercial lenders. The comparative 
advantage of international agencies lies in their agility 
to uncover and engage the most appropriate technology 
(obviously, not necessarily the most advanced technology) 
and to transfer it successfully to a Guatemalan setting. 

I t  is recommended that AID: 

11.6.1 Support innovative and detailed studies of private sector 
health activities; in particular. s at her in^ data on the 
size and economic implications of the followinq 
activities: a. Private hospitals; b. Outpatient clinics; 
c. Private physicians* offices; d. Time studies of 
physicians* activities, since many of them hold multiple 
jobs: and e. Private pharmacies. 

11.6.2. Support detailed financial and actuarial studies 
of the problem and benefits associated with 
greater coordination the tw9 largest public-sector 
health care providers: the Ministry of Health and 
the Social Security Institute. 



1 1 . 6 . 3 .  Assist the Ministry of Health and other public health care 
providers explore the benefits of a more highly focused 
set of program budget categories. 

l r  . 6 . 4  And other internaticnally funded proftrams should contain 
reasonabiy large conponents of technical assistance. 



CHAPTER 12 

HEALTH SECTOR ADHINISTRATION AND PLANNING 

12.1 Introduction 

The Guatemalan health sector, taken as a whole, consists of all the 
,gencies and activities that work toward goals included in the sector's 
Development Plan: health promotion, disease preventicn, recovery from 
illness, and rehabilitation. 

Health care is furnished in Guatemala by a variety of institutions, 
which can be classified into two nuin subsectors: public and private. 
The public subsector consists of the central government's institutions, 
including its autonomous and semi-autonomous agencies. Clearly the 
Hinistry of Public Health and Social Welfare (HOH) and the Guatemalan 
social Security Institute (IGSS) and their dependencies are the principal 
constituents of the public sector. 

The private subsector consists of both for-profit and non-profit 
organizations. In all, there are more than 120 types of organizations in 
the health sector considered broadly. A n  idea of their variety can be 
gained from the organizational forms they take: associations, clubs, 
comittees, foundations, health care homes, institutes, missions, social 
welfare groups and aid societies, not to mention the numerous hospitals, 
clinics, sanatoria, and private practices. 

These highly diverse organizations all work, each in its owe. way, 
toward human betterment through health improvement. In principle, it 
would be desirable to coordinate their operations in order to use more 
effectively the country's limited resources. Coordination could achieve 
consistency among the dispersed activities, as well as avoiding 
duplication and gaps. 

12.2 The National Health Council: 

~h;s the Guatemalan Congress passed a decree (Number 31-69) in 1969 
that created a National Health Council (WHC) on which all the most 
inportant actors in the field would be represented. The Council would 
W e t  periodically, cooperate with the principal public sector agencies, 
Coo?dinate the others, and,publish an annual evaluation of health 
Policies. The existence of such a national coordinating body was so 
attractive that it was officially "ratified" again in August 1984 
(Govem~ent Decree 741-84). 

In fact, the ~ational Health council has never functicned. The 
are readily predictable. Coordination anong health organizations 



occurs  only  u n o f f i c i a l l y  and s p o r a d i c a l l y .  The most powerfu l  agencies  
have never  seen  it i n  t h e i r  own i n t e r e s t  t o  c o o r d i n a t e  t h e i r  a c t i v i t i e s  
v i t h  o t h e r s ,  however d e s i r a b l e  such c o o r d i n a t i o n  might b e  from a  g l o b a l  
s t andpo in t .  Given t h e  amount of t i m e  t h a t  has  passed s i n c e  t h e  Council  
was o f f i c i a l l y  c o n s t i t u t e d  (seventeen  y e a r s ,  a t  t h i s  w r i t i n g ) ,  it s e e m  
c l e a r  t h a t  t h e  p r i n c i p a l  h e a l t h  i n s t i t u t i o n s  w i l l  on ly  c o o r d i n a t e  t h e i r  
a c t i v i t i e s  i f  s t r o n g  i n c e n t i v e s  a r e  provided f o r  them t o  do  s o .  
Continuing good wishes a lone  a r e  u n l i k e l y  t o  inake i t  happen. 

12.3 A d n i n i s t r a t i o n  i n  t h e  Min i s t ry  of ~ e a l t h  

S ince  1969, l e g i s l a t i o n  has  s p e c i f i e d  aR a d m i n i s t r a t i v e  h i e r a r c h y  
of t h e  U i n i s t r y  of  Heal th .  Three l e v e l s  were o f f i c i a l l y  e s t a b l i s h e d :  

1. Cent ra l  o f f i c e s ,  t o  d e f i n e  p o l i c y  and c a r r y  o u t  f u n c t i o n s  of t o p  
management. Responsible  f o r  pr imary d e c i s i o n  making and t h e  
o v e r a l l  conduct of t h e  U i n i s t r y ' s  a f f a i r s .  

2 .  A General D i r e c t o r a t e  of Hea l th  S e r v i c e s  (DGSS), t o  i n t e r p r e t  
p o l i c i e s  e s t a b l i s h e d  a t  t h e  t o p  and t o  t r a n s l a t e  g e n e r a l  
o b j e c t i v e s  i n t o  s p e c i f i c  programs. S u r p e r v i s e s  and e v a l u a t e s  
t h e  n a t i o n a l  system of h e a l t h  s e r v i c e s .  S e t s  t e c h n i c a l  " 
s t anda rds  which i n  t u r n  i n f l u e n c e  t h e s e  a c t i v i t i e s '  budgets .  

3 .  Geographical ly d e c e n t r a l i z e d  h e a l t h  " regions" ,  a t  f i r s t  f i v e  i n  
number, t h e n  seven -- and now h e a l t h  "areas" ,  of which t h e r e  a r e  
24. Note p a r e n t h e t i c a l l y  t h a t  a  r e t u r n  t o  t h e  more i n c l u s i v e ,  
l e s s  d e c e n t r a l i z e d  r e g i o n a l  concept  is now i n  p r o g r e s s ,  w i th  s i x  
reg ions  proposed t o  r e g u l a t e  n o t  only  h e a l t h ,  b u t  indeed a l l  t h e  
a c t i v i t i e s  of t h e  p u b l i c  s e c t o r  i nc lud ing  a g r i c u l t u r e ,  p u b l i c  
works, educa t ion ,  and s o  f o r t h .  

I t  is u s u a l l y  agreed t h a t  t h e  upper  l e v e l s  of t h e  a d n i n i s t r a t i v e  
pyramid should c o n c e n t r a t e  on o v e r a l l  p o l i c y  d e f i n i t i o n  and d i r e c t i o n .  
Yet a t  p re sen t  t hey  con ta in  o p e r a t i o n a l  u n i t s  t h a t  d i s t r a c t  a t t e n t i o n  
from b a s i c  t e c h n i c a l  and r e g u l a t o r y  f u n c t i o n s .  A s  examples,  cons ide r  t h e  
Unidad de Acueductos Rurales  and t h e  Drogueria  National. 

The absence of e x p l i c i t  coord ina t ion  among p u b l i c  s e c t o r  e n t i t i e s  
is most apparent  when we examine t h e  budget  p rocesses  of t h e  Win i s t ry  and 
t h e  S o c i a l  S e c u r i t y  l n s t i t u t e  (IGSS). Ne i the r  t a k e s  i n t o  c o n s i d e r a t i o n  
t h e  proposed a c t i v i t i e s  of t h e  o t h e r ,  n o r  a r e  o t h e r  agenc ie s  involved.  
The most ev ident  problems of d u p l i c a t i o n  and gaps a r i s e  i n  w a t e r  and 
s a n i t a t i o n  (where twelve d i s t i n c t  o r g a n i z a t i o n s  a r e  a c t i v e ) ,  h e a l t h  
c e n t e r s  provided by bo th  t h e  Min i s t ry  and IGSS, procurement of medicines,  
and t h e  t r a i n i n g  of v o l u n t e e r s .  



coordination between the budgetary process end overall planning is 
further fragmented. The annual operational plan of the Ministry emerges 
from the submission of sub-sector budgets, not all of which are 
approved.  his bottom-up planning, while attractive is some ways, 

the interests of existing operating units rather than a 
=oordinated approach to centrally established priorities. 

On the other hand, the National Development Plan has never been 
associated with a budget. There is thus no necessary relation between 
the ministerial operating plans and the National Development Plan. 

within the Ministry, further disparities between plan and budget 
arise from different submission schedules (i.e., fiscal vs. calendar 
year). 

Another gap, painful from the standpoint of public administration, 
is the absence of built-in evaluative mechanisms. At present, health 
rector spending is not evaluated to determine the extent or the 
effectiveness with which it meets its own goals. Ideally, plan and 
budget should consider in a systematic fashion which projects and 
activities worked and which didn't. Again, the goal would be to maximize 
the effectiveness with which the sector's resource were spent. 

Relations between the Ministry of Health and other government 
bureaus have not always proceeded along operationally effective lines. 
The Ministry feels constrained in its independence when, for example, the 
Civil Service Department dictates manpower levels and handles personnel 
for it. Similarly when the central government's Budget Division 
independently makes decisions that affect health, the Ministry 
understandably feels that its scope of operations has been impaired. 

Analogous problems exist within the Ministry itself. klen the 
Hinistry's Personnel Department transfers employees arbitrarily or 
specifies hours of work ill suited to field conditions, the effectiveness 
of  activities will fall. Similarly, financial departments should avoid 
unauthorized inter-departmental transfers of funds; purchasing 
departments should interact closely with the departments on whose behalf 
t h e y  work; and internal auditors should avoid suspending the whole 
ninistry's cash payments when problems in a single department are 
uncovered. 

The absence of coordinating 6odies for the health sector has led to 
t h e  ccntinuing independence of the Ministry and the Social security 
Institute. Each institution has come to reflect a poverful set of well 
established interests. Growth in each now comes through adtition to 
a l r e a d y  existing activities. 



In each, the administrative stmcture is universally characterized 
as rigid, bureaucratic, and centralized. Accordingly, neither provides 
much opportunity for upward nobility for its technical and professional 
personnel. On the contrary, employees for high level posts are 
frequently recruited from outside the organization, leading to 
discouragement among those already at work. Lower productivity follows 
from the disgruntlement. khile officials at both institutions are awars 
of these problems, their capability of dealing directly with them has 
been limited in the past. 

12.4 Coordination of Private Or~anizations in Health 

Continuing frustration with the lack of coordination among health 
care providers has led to the recent establishment of an official 
Coordinating Group of Non-Government Institutions (Unidad de-Coordination 
de Instituciones no Gubernamentales) under the General Directorate of 
Health Services (Direction General de Servicios de Salud), and charged 
with the responsibility for coordinating the Ministry's activities with 
the non-governmental organizations. 

To complete this survey, we note that since 1958, another council, 
the Council on Social Welfare (Consejo de Bienestar Social), has acted on 
behalf of organizations involved in social improvezent. It includes 
about 250 entities, some health-related and some others (for example, 
home economics education, first aid, Red Cross, volunteer groups, and 
fund raisers). Because of its ability to attract fiscal support, it has 
managed to hold together a diverse group of organizations and interests. 
Nevertheless, it cannot be said that this Council p e r f o m  an excessive 
degree of centralization or coordination of these activities. 

12.5 Guatemalan Health Planning 

Guatemala has engaged in systematic health planning since the early 
1970s. The first health plans were drafted as background to the Bational 
Development- Plans of 1971-75 and 1975-79. They were, however, never 
implemented. 

The early planning exercises did have some benefits. They required 
a series of health standarts to be fomlated, compiled, analyzed, and 
up-dated . 

At the same tine, we also recognize that existing information gaps 
would be even greater if the first plans had not created an obligatory 
focus on quantifiable standards. For example, functions and activities 
of personnel in health posts were established in 1975. Similarly, in 



197g,  standards and procedures for health care (again, at posts and 
were published, as were the parameters surrounding medical care 

in hospitals. 

1 2 . 5 . 1  Decentralized Planning 

Supplementing these nationwide standards, programming at the 
local level has quantified geographically decentralized norms since 
1915.  The best planning combines energy and information flowing 
both from the bottom up and from the top down. In Guatemala, local 
initiative is guided by "divisiones thcnico-normativas", that is, 
by the centralized divisions assigned responsibility for maternal 
and child health, hospital care, epidemiology, malaria, oral 
health, and environmental sanitation, among others. 

.I 

In particular, each of the 24 "health areas" is asked for an 
assessment that compared its local health needs with locally 
available cpacity for delivery of health services. The resulting 
plan seeks, simply, to assess the size of the gaps between needs 
and availabilities and to seek the best ways to fill these gaps. 

The process of establishing norms and standards for health 
planning has not proceeded without problems. In particular, when 
more than one organizational level is involved in establishing 
standards, the results have not been entirely consistent between 
levels. One set of units might seek to define child health as 
affecting infants less than.~ne year old, while other might feel a 
five-year-old age cut off more appropriate. Similarly, demographic 
variables as basic as population size (by geographic health area) 
or the ages of potentially fertile women have not been the object 
of consensus among the various levels participating in the planning 
process. 

1 2 . 5 . 2  Efficiency and Rising Expectations 

Requiring participation of local health authorities has been a 
key element in the gap-filling strategy. It seeks a more efficient 
use of existing resources be made, and generates political 
pressures to increase available resources, once the gaps between 
needs and service capacity are well documented. 

In a world of continuing scarcity we cannot overemphasize the 
iqortance of using existing resources more efficiently. At the 
same time, we recognize that rising expectations will acconpany any 
social improvements. In effect, the health authorities find 
themelves in a race that they may not be able to win -- a race 
between their increasing ability to deliver health services and the 
public's expectations (esperanzas, in both senses of the word) that 
they are entitled to even more. 



12.5.3 The Double-Entry Matrix 

Another useful development was the refinement of a double 
entry matrix approach to assist the planning process. The columns 
consist of the services to be rendered at posts, centers, and 
hospitals in the 24 areas. The rows contain names of norms. For . 
example, one row night be the average number of consultations per 
inhabitant per year. Another might be the number of hospital 
stays, again, on average per inhabitant per year. 

The novel "double entry" nature of the matrix is associated 
with the division of each of the cells established by single row 
and a single colum into two parts: the desired goal (for example, 
three visits per year) and the existing capacity (for example, half 
a visit per person per year). The matrix reveals gaps, by 
geographic area and by service delivery standard. 

12.5.4 Criticisms of Health Planninq 

The matrix approach to health planning, in its exclusive focus 
on physical indicators such as visits per year, is incomplete in 
one major aspect. It doesn't include reference to budgetary 
considerations. Because the costs of providing services as listed 
in the matrix's rows are not stated, rational comparisons between 
alternative service improvements cannot be made. 

The use of this planning process has led the Ministry of 
Health's Unidad de Programacion to suggest other criticisms of it 
as well. With respect to standards, they note that some programs 
have too many standards, while other programs lack them. Standards 
are not routinely updated nor are they well known among potential 
users. Some nons may have been unrealistically established. 
Clearly a continuing evolution and refinement of the health 
standards used by t.he planneris desirable. 

Programs themselves sometimes lack goals and objectives. 
There is no programmatic monitoring. While an overwhelming 
requirement exists for information, as noted previously, the 
process by which it is collected, compiled, and published is 
deficient. 

For human resources there is no coherent training policy or 
training requireaents. Accordingly, human resources present an 
important bottle neck within the system. 

Finally, as noted above, there is a lack of interaction 
between planning and budgeting -- a gap which compromises seriously 
the effectiveness of the planning process. 



12.6 Recommendations 

The foregoing deficiencies in Guatemalan health planning are well 
)arown to planning authorities in the Ministry of Health. Thus a series 
of recornendations follow directly from the observations already made. 

It is recommended that AID : 

12.6.1 Improve the information system, principally by 
standardizing the criteria by which primary records are 
kept, and seeking a series of health indicators that are 
both simple and effective. 

12.6.2 Reconcile activities. norms, and procedures with the real 
capacity of the system for service delivery, in part by 
in corpora tin^ budgetary considerations--and limitations-- 
in the Ministry's national health plans. 

12.6.3 Identify a series of health indicators that are both 
simple and effective. 

12.6.4 Assure that plans can be readily understood by field 
personnel as well as by other institutions involved with 
health, and avoiding planning an expansion of activities 
that will exceed administrative caoacity. 

12.6.5 Plan activities compatible with administrative capacity. 

12.6.6 Incorporate budgetary considerations into plans. 



HUKAN RESOURCES IN GUATEHALA 

13.1 Overview 

~undamental to any health sector assessment is some understanding of 
human resources. Typically used to reference health manpower or health 
personnel, this term is inclusive of all health workers, paid or 

in a given country. 

Human resources in health are the building blocks on which the whole 
system rests. If the individuals concerned are not adequately trained, 
there will be a lack of quality; if insufficient in number or improperly 
distributed, there will be a lack of accessibility; if inadequately 
compensated and supported, there will be a lack of focus and enthusiasm 
for work. It is the health workers who consume virtually all of the 
budget of the health care system and it is the health workers who 
conceptualize and represent that systen to the public. 

The issue of human resources and health is complex. It involves 
nany governmental and nongovernmental agencies, together'with a large 
independent private sector. Any health sector assessment must take 
account of each of these parts of the health care delivery system. 

Traditional analyses of health manpower resources stress personnel 
needs over a period of time, utilizing accepted denominator population 
ratios. Further, they engage in some discussion of training programs as 
they exist and as they should be modified. Finally, they suggest the 
allocation of health personnel by profession, by specialty within 
profession and geographically in order to meet the health needs of the 
country. 

In this section we will focus on health personnel who can and do 
fill primry care roles, as opposed to more specialized individuals. The 
distribution of these personnel in primary care and other roles will be 
reviewed, as will training programs for health workers who are most 
likely to serve in medically needy areas. While consideration of medical 
Specialists is important, it cannot be a major emphasis of this report. 

Two reasons for ecphasizing hurr,an resources in health are provide:! 
through a preIir.inary announcerent at a meeting on primary care held by 
PAX0 in Santiago, Chile in late i985. In a statement that is generaliy 

Preliminary Report: Meeting on the Stratexy of Prinary Care in the 
Transfornation of the Health Services Systen: P L Y O ,  Santiago, 
Chile, October 20-26, 1985. 



true in Guatemala, as elsewhere, the attendees noted that human resources 
absorb between 80% and 90% of the designated health budgets in most 
countries. They further noted that it is health workers who define 
policies, establish principles, render assistance and make medical 
attention possible. 

A companion document, which is directed specifically to GuatemaLa, 
notes that there is a scarcity of human resources in Guatemala, in 
keeping with the Limited resources of the country. 2' This document 
goes on to point out that present activities in Guatemala are oriented to 
promote coordination in the planning, development and training of the 
human resource base, with the objective of solving priority health 
problems in the country. 

A useful breakdown of health personnel in Guatemala by profession 
and affiliation is included as Table 13.1. 

As may be seen from this table, approximately 60% of all physicians 
are associated with the private sub-sector, another 22% are with the 
Ministry of Health, and some 18% with Social Security. Table 13.1 also 
demonstrates that by far the largest number of health personnel employed 
in the public sector in Guatemala are nurse auxiliaries, who are three 
times as numerous as physicians in this category of employment. 

( 2 )  Primry Care, a document prepared for the "Meeting on the Strategy 
of Primary Care in the Transformation of the Health Services 
System," Ministry of Health, Guatemala, 1985. 



TABLE 13.1 

RESOURCES IN THE HEALTH SECTOR CT.ASSIFIED BY CATEGORY 
GUATEMALA 1984 

- 
PUBLIC SUBSECTOR 

HUM Ministry Social Private 
RESOURCES of Health Security Subsector Total 

physicians 1,315 9 1 2 ~  3,243 
~entists 118 5 7 
supervised Professional Service $19 
uurses 84 2 384 
yursing Auxiliaries 4,807 1,567 . 
sanitation Inspectors 292 
Social Workers 113 
Lob Technicians 395 14 1 
Yutritionists 2 4 
Pharmacists 10 
Pharmacist Auxiliaries 120 
Others* 4,952 4,059 

TOTAL 13,407 7,065 3,243 23,715 

Yo  categories specified 

Source: Necesidades Prioritarias de Salud en Centro America y Panan>, 
Harco General de Referencia, Ministry of Health, Guatemala, 
August 1985. 

Yet another interesting set of figures is that pertaining to 
voluntary health personnel in the country. Uhile some of these may be 

3' Infonne de Labores, IGSS, 1984, pp. 93. 



paid p r i v a t e l y  i n  a modest way f o r  t h e i r  s e r v i c e s ,  t hey  a r e  n o t  s a l a r i e d  
by any government s e c t o r ,  no r  do they  have a f i x e d  and formal p r a c t i c e  of 
charges.  Available e s t i n a t e s  regard ing  t h e i r  numbers i n  1985 a r e  shown 
i n  Table 13.2. 

TABLE 1 3 . 2  

VOLUNTARY HEALTH WORKERS I N  GUATEMALA 
1985 - 

- - - 

C l a s s i f i c a t i o n  of Personnel  Numbers i n  the  F i e l d  

Active Hidwives 6,695 

Active Health Proaoters  4,959 

. 
Malaria Volunteers 7,000 

Heal th  Volunteers 4,000 

Source: Primary At tent ion:  H e e t i n ~  of t h e  S t r a t e g y  of Primary Care 
i n  the Transformation of t h e  Hea l th  S e r v i c e s  System: PAHO, 
Santiago, Ch i l e ,  October 20-26, 1985. 

Guatemala, l i k e  many o t h e r  c o u n t r i e s ,  depends h e a v i l y  on vo lun tee r  
( o r  near-volunteer) h e a l t h  workers i n  o r d e r  t o  s e r v e  t h e  needs of i t s  
people. Huch of t h e  emphasis of t h e  Min i s t ry  of Hea l th ,  o f t e n  i n  
conjunct ion with p r i v a t e  voluntary  o r g a n i z a t i o n s ,  h a s  been i n  t h e  
t r a i n i n g  of these voluntary h e a l t h  workers s o  t h a t  t hey  may b e  more 
e f f i c i e n t  i n  what t hey  do. 

b%ere hea l th  workers choose t o  p r a c t i c e  is a s  important  a s  who they  
a r e  and how they a r e  pa id .  A u s e f u l  way of approaching t h e  i s s u e  of 
h e a l t h  manpowef d i s t r i b u t i o n  i s  t o  review t h e  d i s t r i b u t i o n  of h e a l t h  
personnel  within U i n i s t r y  of Heal th  i n s t i t u t i o n s  around t h e  coun t ry .  As 
i s  shorn i n  Table 13 .3 ,  over 70% of p h y s i c i a n s  work i n  h o s p i t a l s ,  wi th  
t h e  r e s t  i n  hea l th  c e n t e r s .  It i s  i n t e r e s t i n g  t o  n o t e  t h a t  n e a r l y  t h e  
same percentage of graduate and a u x i l i a r y  n u r s e s  work i n  h o s p i t a l s  a s  do 
phys ic ians .  Health cen te r s  appear  t o  be e s s e n t i a l l y  i n  t h e  hands of 
Rural Heal th Technicians. 

Anong the i s s u e s  t o  be considered i n  t h e  remainder of t h i s  s e c t i o n  
a r e  h e a l t h  manpower t r a i n i n g  programs and c r i t i c a l  d i s t r i b u t i o n a l  i s s u e s .  



TABLE 13.3 

F-*ER AND PERCENT OF HUHAN RESOURCES IN RELATION TO LEVELS OF ATTENTION BY D1SC1pl.t~~ - 
-.-- HEALTH HEALTH HEALTH POSTS 
C A T E G O R I E S  - HOSPITALS CENTERS POSTS TOTALS 

No. X Po. X No. X No. X 

r ,:rcianS 

0 s  
;-,:,ated Purse 

L, ; l i a r y  Purse 

: .:a1 Workers 

e. - 4  1 Health Technicians 

t .  . :ronmental Inspectors 
:*.'-,icians 

-8 - :  I L L S  

. 'a? Professionals 

4'-.r.istration 

b e e r a 1  Services 

; . t - E :  Unidad Sectorial de P1anif icac i ;n  de la Salud, taken from: Recursos 
Humanos, Analisis Institutional, by Dr. Danilo Barillas and Dr. Oscar 
Rafael Rodr guez. 

BESTAVAILABLE COPY 



13-6 
13.2 Ministry of Health 

13.2.1 Division of Human Resources 

As noted previously in this report, the Division of Human 
Resources falls within the Ministry of Health under the Director 
General for Health. In Guatemala, as in many other countries, the 
Division of Human Resources is concerned with the training of nurses 
and other non-physician personnel, 'the provision of continuing 
education to health professionals and the establishment of no- for 
all health professionals in-country coming within its jurisdiction. 

The normative role of the Human Resources Division involves 
review and approval of proposed continuing education courses offered 
by the MOH and other entities. The educational role of the Division 
takes it into the basic training of certain health professionals, 
including professional nurses, clinical laboratory technicians, 
physio-therapists, environmental health inspectors, nurse 
auxiliaries, diagnostic radiology technicians, and Rural Health 
Technicians. (Training in the latter category has been suspended 
until 1987.) 

Another function of the Human Resources Division is to 
anticipate personnel needs and to plan training programs around 
these needs. This involves keeping an inventory of all active 
practitioners in each field at all times. The Division also has the 
responsibility of assuring that its educational program is 
consistent with the objectives of the National Health Plan. 

The Division operates nine separate training centers, including 
the National School of Nursing and the Institute for Training Health 
Personnel (I.N.D.A.P.S.) located in Los Amates, Izabal. Specific 
schools, with their location and professional product are included 
in Tables 13.4 and 13.5. 

The largest number of health professionals in Guatemala are the 
auxiliary nurses, with nurses constituting a distant second, 
followed by Rural Health Technicians, which has been noted - the 
Ministry of Health has determined to suspend training until early 
1987. 
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TABLE 13.4 

EDUCATIONAL ESTABLISHMENTS THAT DEPEND UPON THE HUHAN RESOURCES 
AND HEALTH EDUCATION DIVISION OF THE MINISTRY OF HEALTH 

Institution Location 

1 National Nursing Schools Guatemala City 
2 Quetzaltenango 
3 Coban Alta Verapaz 
4 nazatenango 
5 Jutiapa 
....................................................................... 
6 Laboratory Technicians School Guatemala City 

7 Physiotherapy School Guatemala City 

g National School of 
Radiology for Technicians Quetzaltenango 

____-_------.----------------------------------------------------------- 
9 Institute for Human Resources- 

Development in Health (INDAPS) Quirirgua, Los Amates Izabal 

Source: General Report of the Division of Hunan Resources and Health 
. Education of the Ministry of Health. Provided by Dr. 

Roderico Honzon Arroyo, September 5, 1986. 



TABLE 13.5 

DEVELOPMENT OF Il'UMAN RESOURCES 

INSTITUTIONS HUMAN RESOURCE DEVELOPED 

1 Mational Nursing School 
in Guatemala City 

2 Mational Nursing School 
in Quetzaltenango 

3 National Nursing School 
in Coban Alta Verapaz 

4 National Nursing School 
in nazatenango 

5 National Nursing School 
in Jutiapa 

6 Laboratory Technicians 
School 

- Professional Nurses 
- Auxiliary Nurses 

- Professional Nursers 
- Auxiliary Nurses 
- Professional Nurses 
- Auxiliary Nurses 
- Auxiliary Nurses 

- Auxiliary Nurses 

- Laboratory Technicians 

7 Fhysiotherapy School - Physiotherapists 

8 National School for X-Ray 
Technicians - X-Ray Technicians 

9 Institute for Human Resources- - Bural Health Technicians * 
Development in Health (INDAPS) - Environmental Sanitation 

Inspectors 
- Nursing Assistants 
- Public Health Trainees 

* Temporarily suspended. 

Source: General Report of the Division of Human Resources and Health 
Education of the Ministry of Health. Provided by Dr. 
Roderico Honzon Arroyo, September 5, 1986. 



Close behind the Rural Health Technicians in terms of total 
numbers, come the sanitary inspectors and, next in order, clinical 
laboratory technicians. Finally, there are the physio-therapists 
and, least in number of all the identified categories, diagnostic 

technicians. 

Of the voluntary personnel collaborating with the health 
sector, there are a large nunber of diffuse "voluntary personnel" 
listed by the Ministry. Traditional midwives outnumber rural 
health promoters by approximately two to one. (Table 13.6) It is 
the responsibility of local health units to see that the midwives 
are identified and listed, as well as trained, whenever possibie. 
Many more traditional midwives and rural health promoters have been 
trained than are currently active. 

TABLE 13.6 

NUWBER OF PERSONNEL BY CATEGORY, TRAINED 
AND COORDTNATED BY THE HUHAN RESOURCES UNIT 

CATEGORIES TOTAL* 

Rural Health Promotors 
Traditional Hidwifes 
Volunteer personnel 

GRAND TOTAL 56,331 

S w r c e :  General Report of the Division of Human Resources and Health 
Education of the Ministry of Health. Provided by Dr. 
Roderico Honzon Arroyo, September 5, 1986. 



13.2.2 Distribution of Health Personnel 

The issue of health personnel distribution in Guatemala by 
institution (Table 13.1) and facilities (Table 13.3) have been 
considered. This has further been put into context by their 
distribution by facility. (Table 13.3) 'fiat remains to be done is 
to document the distribution of health personnel within the 
Ministry of Health itself, by level of the MOH system. (Table 13.7) 

TABLE 13.7 

GUATEMALAN HEALTH SECTOR ASSESSHEXT 
TOTAL H W  RESOURCES, MINISTRY OF HEALTH 1984 

CATEGORIES OF HEALTH TOTAL AT 
PERSONNEL AREAS THE HIGHER LEVEL TOTAL 

Physician 
Medical student 
Dentist 
Nurse 
Auxiliary nurse 
Technician 
Administrator 
General services 
Environmental 
Sanitation 

Social worker 
Rural Health 
Technician 

Others 

T O T A L  13,486 1,646 15,132 

Percentage 8 9% 11% 100% 

Source: Health Sector Assessment. Preliminary Report. World Bank, 
1985. (Based on data obtained from the Ministry of Health.) 

In reviewing this table, it is of interest that there are 
two categories which fail to provide any apparent possibility 
of advancement to the "higher level" of salary and 
responsibility. These are medical students and Rural Health 
Technicians (plus unspecified others). On the other hand, 
nearly as nany administrators are classified "at the higher 
level" as are regular eritployees in this srou?. This compares 
with an overall 11% "higher level" classification throughout 
the Winis try. 



Perhaps of greater interest is the distribution of health 
personnel within the Ministry of- Health in relation to presumed 
needs in Guatemala. This is a controversial area and any 
calculations are subject to considerable criticism. Suffice it to 
say that norms established by PAHO were used in 1983 to calculate 
population to provider ratios for different health professions as 
of that date. (Table 13.8) There were then only one quarter of 
needed physicians working in the Ministry and less than 3% of 
needed dentists. Indeed, the range ran from just over 1% of 
required nutritionists to a surplus (167%) of X-ray technicians. 

Using these Cata, the greatest needs within the Ministry 
nay be seen in the following order of priority: 

1. nutritionists; 
2. dentists; 
3. graduate nurses; 
4 .  physicians; 
5 .  Rural Health Technicians; 
6. anaesthesiology technicians; 
7. social workers; and, 
8. laboratory technicians. 

Sanitary inspectors and X-ray technicians are, as noted, 
actually in oversupply. 



TABLE 13.n 

N e c e s s a r y  k f  i c i c n c y  
Norm o r  P a r a m e t e r  No. A c c o r d i n g  A v a i l a b i l i t y  or E x c e s s  

t o  Norm No. No. 2 .I 

Pliys i c i a n s  and  E. P. S.  
k n t i s t s  
Gr; l t luate  N u r s e s  
Auxi 1 l a r y  N u r s e s  
Nut r L t i o n i s L s  
S o c i a l  Worke r s  

E n v i r o n m c n t a l  I n s p e c t o r s  

L a b o r a t o r y  ' r e c l ~ n i c i a n s  
X Rays  T e c l l r i i c i a n s  
A n e s t h e s i a  T e c h n i c i a n s  
R u r a l  t l e a l t h  T e c h n i c i a n s  
O L l i e r  P r o f e s s i o n a l s  
Admin i s  t r a t  i v c  
G e n e r a l  S e r v i c e s  

8X10,000 In l lab .  
5~10 ,000  Jnlkab. 
6 ~ 1 0 , 0 0 0  Inlinb. 
12x1  0 , 0 0 0  lnlti lb.  
1~10 ,000  In l inb .  
l x  C I S  Type  "A" 
2x ilosp. I l k p .  
1 x  Area  Ct i ie f  
2x  CIS I n t e g r a t e d  
l x  C I S  Type  "D" 
l x  Area  C h i e f  
2x CIS  Type "A" 
2x ~ o s p / l k p t .  
2x  I losp / l )ep t .  
1 ~ 5 , 0 0 0  I n h a b .  
NIA - 
N /  A - 
N I A  - 

* N/A - none  a v a i l a b l e .  

S o u r c e :  l i c c u r s o s  Ilumnnos. Dr. l h n i e l  Ko11riguc.z ant1 Ilr. R a f a e l  R o d r i g u e z ,  
I l l v i s i o n  of Iluman K c s o u r c c s ,  H i n i s ~ r y  of IlcalLIk. 



Once again, the "softness" of data structured in this way m s t  be 
,nphasiZed. Honetheless, it provides some parameter of need within 
cuatemala, giving an index of relative requirements by profession based 
upon presumed ideal distribution patterns. 

AS has been previously noted, geographic distribution of personnel 
in proportion to disttribution of the population is as important or more 
important than the adherence only to national provider to population 
ratios. If virtually all physicians are located in the urban areas or 
centered in hospitals, merely producing more physicians might do little 
t o  effect health service availability in Guatenala. By the same token, 
if it is known that virtually all Rural Health Technicians work in health 
centers or health posts, it may be more appropriate to focus on the 
training of these individuals--even if the shortage of physicians appears 
to be greater. The same may be said of auxiliary nurses, who have a 
realtively high penetration at the cormunity level. (Table 13.3) 

It may be noted that the Ministry of Health has the largest 
concentration of health personnel of any institution in Guatemala, 
exceeded only by the private sector in the case of physicians. Any 
significant alteration in the health care of Guatemalans must depend upon 
r comitment by the Hinistry of Health of its personnel pool. This 
serves as a guiding principle for much of the present report, including 
its emphasis on the Hinistry of Health as opposed to other institutions 
in the Guatemalan health care delivery system. 

13.3 Instituto Guatemalteco de Se~uridad Social 

As has been noted previously, the second largest institutional 
health system in Guatemala is the Instituto Guatemalteco de Seguridad 
Social (IGSS). The distribution of personnel according to IGSS, in 1985 
was as follows: 

TABLE 13.9 

NUMBER OF P E R S O W E L  BY CATEGORY 

Floating 
Total Re~ular Staff 

Total 7,355 7,010 

Medical 
Paranedical 
AOministrat ive 
Miscellaneous 

'02rce: Infome de Labores, IGSS, 1985, p. 89. 



As might be anticipated from the difference in mission between-the 
Ministry of Health and IGSS (which is not limited to health care), the 
relative proportion of "paramedics" to physicians is much lower in ICSS 
than in the Ministry, as is also the case for the relatively large number 
of adninistrative personnel (more than twice as many administrators as 
physicians) in the Guatemalan Social Security Institute. 

Relative salaries of physicians and other health personnel compare 
as shown in Figure 13.1. 

FIGURE 13.1 

SALARIES OF PHYSICIANS AND OTHER HEALTH PE9SONblEL - 

MEDIANAS DE SALARIOS E L  PERSONAL DE PLANTA 
EN EL MES DE DICIEMGRE M l98!5 

cicni04 dc 0.. 

Source: Infome de Labores, IGSS, 1985, p .  90. 



Bealizing that the exchange rate for the quetzal has been running between 
2 and 3 quetzales per dollar, a Salary of 600 quetzales in December, 1985 

translate to between $200 and $300 per month for physicians. just 
half of this amount is paid to medical auxiliaries and office 

*ersonnel. 

The social security system divides the country into five basic zones 
for  administrative purposes. These are shown in Table 11.11. Based on a 
ratio of number of professionals per 1,000 population, it m y  be seen 
that physicians and nurses are m c h  more abundant in the central zone 
(including Guatenala City) than any other area. Only in the case of 
auxiliary nurses is there a relatively more favorable distribution, on a 
per population basis, to other regions. 

TABLE 13.10 

RATIO OF HEALTH IWIPOWER TO POPU1,ATION 
SUBJECT TO SOCIAL SECURITY BY GEGGRAPHIC AREA 

PRCFESSIONALS/?OPULATION RATIO 
Medical Nurses Aux. Nurses 

- Region Population No. % No. % No. % 

Central 529,146 659 1.24 269 5.08 1,117 21.1 
Southern 199,017 61 0.30 2 6 1.30 180 9.04 
Northern 53,803 11 0.2 2 0.37 2 2 4.08 
Eastern 22,951 3 2 0.2 6 0.48 7 1 5.77 
Lies tern 73,565 4 6 0.6 14 1.90 106 14.40 

Source: Awlisis Institutional del Sector Salud en Guatemala, IGSS, 
Guatemala, March, 1984. 

In more general terns, IGSS is known to pay its physicians 
more and to provide generally better working conditions than do the 
Ministry of Health and other state-supported programs. As in other 
Latin American countries, this becomes a contentiocs issue when the 
subject of amalgamating social security and puklic health resources is 
c3nr idered . 

All data concerning the social security system m s t  be 
interpreted in the light of where social security resources are 
centered. As was noted in Chapter 4, the socia! security systen 
concentrates most resources in those nine departnents of the country 
in which it offers a full array of services. It would be reasonable 
t o  assume that a much higher personnel to popuiztion ratio would exist 
in these nine departments, as cocpared to departments where service 
Obligations are less. 



IGSS devotes considerable attention to training of health 
personnel. It operates residency training programs and accepts graduate 
students for their social service year (E.S.P.). As in the case of the 
Ministry of Health, the social security systern has its own school for 
training of nurses and other health personnel. 

13.4 Physician Training 

13.4.1 University of San Carlos 

Traditionally all physician training has been at the 
University of San Carlos. Long a major training center for 
Central knerica, the university receives a generous allocation 
(5% of the national budget by Constitutional requirement) from 
the State. As a result, it makes education virtually free 
(approximately Q60 per year) for its students. About 85% of 
total university support comes from the government. 

During the late 1970s and early 1980s, the University of 
San Carlos experienced much of the same difficulties better 
publicized in relation to the University of El Salvador. k%ile 
it has not been i m n e  from the peril of both kidnapping and 
murder, which have affected faculty and students alike, the 
University of San Carlos has been relatively calm in the last few 
years. 

Medical education at the University of San Carlos is in 
four phases, the first three of which are under-graduate and the 
last of which is post-graduate. Behavioral sciences represent a 
constant 20% of the curricular time throughout the six years of 
undergraduate training, whereas clinical sciences increase from 
approximately 10% to 70% and basic sciences decrease from 
approximately 70% to 10% in the six years. In the beginning, the 
design called for a focus on healthy individuals in the first 
phase, sick individuals in the second phase, and recovering 
individuals in the third phase. Now these emphasis areas are 
being integrated within each phase. Each phase has its own 
director. 

The medical school is currently graduating approximately 
250-300 students per year.l/ As may be seen from 

Table 13.11 represents the lowest figure in the period 
described. 

5 / - Interview with Dr. Hunberto Saachann, Dean of the Hedical 
Faculty, University of San Carlos, August 26, 1986. 



TABLE 13.11 

ANNUAL GRADUATION OF PHYSICIANS 
UNIVERSITY OF SAN CARLOS SCHOOL OF MEDICINE 

- 
1980 1981 1982 1983 

Number of Graduates 3 15 4 33 515 292 

Source: Guatemala Health Sector Assessment, World Bank (Draft Report). 

While the University of San Carlos follows a standard six year 
medical curriculum (post-secondary school), it bas decidedly 
pyramidal system. At any given time there are over 4,000 students 
in the medical school. 

The San Carlos University Medical School maintains a strong 
interest and relationship to the "hospital without walls" concept 
being developed at Roosevelt Hospital. The training opportunities 
offered by hospital-affiliated community clinics are viewed by 
faculty as good educational experiences for medical students. 

In practice, in addition to their required year of social 
service, third-year students are assigned a family and fourth-year 
students work in family clinics, where they focus on pregnant women 
and children. 

13.4.2 Francisco narroquin Medical School 

The only private medical school in the history of Guatemala 
opened in 1968, in association with the Herrera Llerandi Hospital, 
one of the foremost private hospitals in Guatemala City. The 
Medical school was established to offer a quality medical education 
to students primarily from Guatemla, although students from 
elsewhere in Latin America are adnitted. 

This medical school, unlike the University of San Carlos, has 
a seven-year curriculum which includes a social service year, much 
as in the case of San Carlos. The Francisco Harroquin school 
receives no funds fron the govern-nent: Eighty percent of its 
support comes from tuition and another 20% from a foundation 
started to support the school. Tuition runs 42,750 per year for 
Guatemalans, and approxinately 4500 per year in extra costs. 
(charges 1 



The Francisco  Marroquin cur r icu lum is d iv ided  i n t o  t h r e e  y e a r s  
of b a s i c  s c i e n c e s  and f o u r  y e a r s  of  c l i n i c a l  s c i e n c e s .  During i t s  
s i x t h  y e a r ,  t h e  school  works wi th  14 d i f f e r e n t  c l i n i c s ,  s i t u a t e d  i n  
r u r a l  a r e a s  and which p rov ide  c l i n i c a l  t r a i n i n g .  During t h e  seventh  
y e a r ,  t h e  s t u d e n t s  a r e  r e f e r r e d  t o  a s  in t e rns  and p rov ide  t h e i r  
r e g u l a r  EPS o r  pub l i c  s e r v i c e .  

The educa t iona l  program a t  Francisco  Marroquin i s  somewhat 
pyramidal,  a l though l e s s  s o  than  a t  t h e  Un ive r s i ty  of San Car los .  
They l o s e  approx ina te ly  40% of t h e i r  s t u d e n t s  i n  t h e  f i r s t  3 y e a r s ,  
admi t t ing  50 t o  70 s t u d e n t s  p e r  y e a r  and graduat ing  approximately 35. 

Resis tance  encountered i n i t i a l l y  from t h e  U n i v e r s i t y  of San 
Car los  and elsewhere has  aba ted ,  p a r t l y  due t o  t h e  f a c t  t h a t  
Francisco  Harroqu n  s t u d e n t s  do r e l a t i v e l y  w e l l  on p l acenen t  exams 
when compared t o  graduates  from o t h e r  u n i v e r s i t i e s  . I /  Since  
i n t e r n s  from Francisco  Harroqu n  a r e  n o t  from a  s t a t e  schoo l ,  t hey  
a r e  n o t  pa id  t h e  same Q150 p e r  month a s  a r e  i n t e r n s  who come from 
t h e  Un ive r s i ty  of San Car los .  

Although it would appear  t h a t  t h e  school  i s  f o r  r i c h  f a m i l i e s  
on ly ,  school  r e p r e s e n t a t i v e s  a s s e r t  t h a t  a t  l e a s t  40% of t h e  
s t u d e n t s  have some form of s c h o l a r s h i p  a s s i s t a n c e ,  on ly  a v a i l a b l e  
f o r  Guatemalans. Foreign s t u d e n t s  pay h ighe r  t u i t i o n  f e e s .  There 
a r e  c u r r e n t l y  t h r e e  o r  f o u r  North Americans among t h e  s t u d e n t  body. 
a l though it is t h e  p o l i c y  of t h e  school  n o t  t o  t ake  s i g n i f i c a n t  
numbers of s t u d e n t s  o u t s i d e  of L a t i n  America. 

I n  s h o r t ,  medical educa t ion  i n  Guatemala i s  o f f e r e d  by two 
i n s t i t u t i o n s ,  one pub l i c  and one p r i v a t e .  The c u r r i c u l a r  
o rgan iza t ion  a t  t h e  two schools  is n o t  t oo  d i s s i m i l a r ,  a l though t h e  
Francisco  Harroqu n school  t akes  one more y e a r  t o  complete .  Both 
a r e  pyramidal ,  a l though t h e  U n i v e r s i t y  of San Car los  more so  than  
the Francisco  Harroqu n .  Perhaps t h e  major d i f f e r e n c e  between t h e  
two schools  is  t h a t  one is  f r e e  and t h e  o t h e r  i s ,  by Guatemalan 
s t anda rds ,  q u i t e  expensive.  P o s s i b l y  t h e  most s i g n i f i c a n t  f a c t  of 
a l l  i s  t h a t  a  p r i v a t e  medical  school  has  emerged i n  Guatemala and 
appears  t o  have a  secu re  p o s i t i o n  i n  t h e  s t r u c t u r e  of medical  
educat ion  i n  t h e  count ry .  

13.5 C o n s t r a i n t s  and I s sues  

A s  was noted i n  t h e  beginning of t h i s  s e c t i o n ,  developing  c o u n t r i e s  
such a s  Guatemala f a c e  resource  c o n s t r a i n t s  when it comes t o  t h e  most 
expensive c o q o n e n t ,  by f a r ,  i n  any h e a l t h  s e c t o r  

7/ In terv iew wi th  D r .  Rodolfo Lorenzana, Chief of I n s t r u c t i o n ,  - 
Francisco  Harroqu n  Xedical  School ,  August 2 7 ,  1986. 



budget--hurnan resources. The training and support of health personnel is 
,-jar obstacle facing all governments, particulary those with limited 
resources. 

A further constraint in the case of Guatemala, but also an 
opportunity, is the relatively high percentage of physicians in the 
private sector. With over half of all physicians working at least part 
time outside the institutional or public sector, the Government is 
somewhat limited in its ability to influence their distribution either by 
specialty or by geographic placemeat. On the other hand, this heavy 
representation of the private sector presents options for alternative 
delivery systems to emerge and answer demonstrated health needs. 

A constraint and an issue is the distribution of health professions 
within the Guatemalan health care delivery system. Uhile certain 
voluntary health workers and nurse auxiliaries outnumber physicians, the 
relative percentage of physicians in the health personnel pool remains 
quite high in Guatemala. Any review of locational decisions by these 
physicians shows that they tend to prefer urban areas and hospital 
practices, whereas Rural Health Technicians an&, to a lessesr degree, 
auxiliary nurses tend to work at health centers and health posts. A 
reasonable question which this raises is whether the country should be 
training more of the lower-salaried Rural Health Technicians and nurse 
auxiliaries than physicians--or finding better means to redistribute 
physicians. 

An additional constraint and issue is the location of other health 
personnel. Graduate nurses and others who might n o m l l y  be considered 
to work in outlying areas or in an outreach capacity tend to concentrate 
the~~selves in the same areas preferred by physicians. These data suggest 
that the system needs either to restructure the way it defines, trains 
and distributes its personnel, or to find ways to redistribute those 
already trained. 

naldistribution is most evident with reference to urban vs. mral 
and hospital-based vs. comnity-based assignments. At the same time, 
it is not clear that urban residents living in marginal areas are well 
served, despite the relatively high percentage of health professionals in 
urban areas. This is a matter that deserves further stuby. 

A prominent issue in any analysis of health manpower must be the 
eddcational syster, which undergrids it. In the case of the Guaterralan 
health system, such an analysis m s t  take into account the Human 
ktsources and Health Education Division of the Finistry of Health, 
training programs in the Social Security systerr, and university-Sased 
educational programs, to name only a few. With rrany auziliary nurse and 



o t h e r  p ro fes s iona l  t r a i n i n g  programs l o c a t e d  i n  p r i v a t e  h o s p i t a l s ,  t h e r e  
is reason t o  b e l i e v e  t h a t  t h e  p r i v a t e  s e c t o r  may be making a s u b s t a n t i a l  
con t r ibu t ion  t o  t h e  educat ion  of h e a l t h  p r o f e s s i o n a l s  i n  Guatemala. 

13.6 Conclusions and Recotmendat i ons  

Despite G u a t e m l a ' s  long-standing requirement  f o r  mandatory s o c i a l  
s e r v i c e  (EPS) both  f o r  medical s t u d e n t s  and o t h e r s ,  i t  is  c l e a r  t h a t  
problems of s p e c i a l t y  and geographic m l d i s t r i b u t i o n  p e r s i s t .  Given t h e  
weak economic base of most w r a l  a r e a s  of t h e  count ry ,  a s  w e l l  a s  t h e  
marginal  urban a r e a s ,  i t  is u n l i k e l y  t h a t  market f o r c e s  w i l l  soon c o r r e c t  
t h e s e  condi t ions .  F u r t h e r ,  it w i l l  r e q u i r e  i n t e n t i o n a l  p lanning  and 
concre te  a c t i o n  on behal f  of t h e  M i n i s t r y  of  Heal th ,  t h e  S o c i a l  S e c u r i t y  
system, the  p r i v a t e  s e c t o r  and o t h e r s .  

A key t o  t h a t  p lanning  w i l l  be  a  r e e v a l u a t i o n  of t h e  e d u c a t i o n a l  
experience i n  r e l a t i o n  t o  se rv ice .  Whereas t r a i n i n g  o p p o r t u n i t i e s  and 
r equ i reeen t s  now e x i s t  f o r  h e a l t h  s c i e n c e  s t u d e n t s  t o  work i n  con junc t ion  
wi th  se rv ice  programs, t h i s  is sporad ic  and i n e f f e c t i v e  i n  terms of 
address ing  n a t i o n a l  needs.  Both f o r  t h e  purpose of a t t r a c t i n g  s t u d e n t s  
t o  l a t e r  p r a c t i c e  i n  needy a reas  and f o r  p rov id ing  supervised  s e r v i c e ,  
some augnented p recep to r sh ip  program should be  cons idered .  I n  a d d i t i o n ,  
a  t o t a l  r eeva lua t ion  of t h e  mandatory s e r v i c e  requirement (EPS) and i t s  
r e l a t e d  curr iculum is ind ica t ed .  T h i s  could be combined wi th  a  n a j o r  
t h m s t  by t h e  var ious  h e a l t h  s e r v i c e  i n s t i t u t i o n s  and t h e  u n i v e r s i t i e s  t o  
d e a l  with p rev ious ly  i n t r a c t a b l e  h e a l t h  c a r e  problems i n  Guatemala. 

Recommendations 

It is recommended t h a t :  

1 3 . 7 . 1  _AID support  profzrams designed t o  i n t e g r a t e  e d u c a t i o n a l  
exper iences  f o r  h e a l t h  s c i e n c e  s t u d e n t s  and s e r v i c e  
oppor tun i t i e s  by p lac ing  s t u d e n t s  i n  s e l e c t e d  h e a l t h  c a r e  
d e l i v e r y  s e t t i n g s ,  such a s  San Juan  Sacatepequez. Such 
p r o g r a m  should b r ing  t o g e t h e r  u n i v e r s i t i e s  and p u b l i c  s e c t o r  
i n s t i t u t i o n s  i n  a  com.on purpose.  

13 .7 .2  A I D  encourage proRrams designed t o  r e s t r u c t u r e  t h e  d i s t r i b u t i o n  
of h e a l t h  u r o f e s s i o n a l s  w i t h i n  t h e  human re sources  system, 
p u t t i n g  g r e a t e r  emphasis on t h o s e  p r o f e s s i o n a l s  such a s  Rural  
Hal th  Technicians and Aux i l i a ry  Nurses which have a  proven 
record of s e r v i c e  i n  ~ . e d i c a l l y  under-served a r e a s .  



1 3 , 7 . 3  A I D  suppor t  P r i v a t e  Voluntary O r ~ a n i z a t i o n s  engaged i n  t h e  
train in^ of h e a l t h  p r o n o t e r s ,  t o  t h e  degree t h a t  t h e s e  h e a l t h  
promoters a r e  i n t e ~ r a t e d  i n t o  a l a r g e r ,  coordina ted  h e a l t h  c a r e  
d e l i v e r y  system. 

1 3 . 7 . 4  It is recommendedthat  A I D s u p p o r t p r o ~ r a m s  designed t o a t t r a c t  
e x i s t i n g  h e a l t h  p r o f e s s i o n a l s  t o  medica l ly  under-served a r e a s ,  
be they  urban o r  r u r a l .  Every e f f o r t  should be made t o  
i n s t i t u t i o n a l i z e  such programs s o  t h a t  t hey  a r e  n o t  conducted 
on an i s o l a t e d  o r  spo rad ic  b a s i s .  

1 3 . 7 . 5  It is recornended t h a t  A I D  shou ld  suppor t  a  s tudy  of p r i v a t e  
s e c t o r  h e a l t h  manpower development,  p a r t i c u l a r l y  educa t iona l  
programs, w i th  a  view toward ana lys ing  i t s  impact on t h e  f u t u r e  
of h e a l t h  s e r v i c e s  d e l i v e r y  i n  Guatemala. 



CHAPTER 14 

HEALTH SECTOR LOGISTIC SYSTEM 

Guatemala has a territory of 108,889 km2, which is relatively well 
served by a good road system in most areas ; however, a large number of 
remote villages can only be reached by foot or horseback. This country 
is divided into 22 "departamentos" and these into 323 "mnicipios". The 
ninistry of Health has established 6 "Regiones de Salud" and 24 "Areas de 
solud." Sixty per cent of the population lives in rural areas. 

14.1 Ministry of Public Health and Social Welfare* 

The availability of functioning equipment, pharmaceutical products 
and other supplies in most health centers and health posts is clearly 
deficient. This deficiency is due mainly to limited budgets, a poorly 
coordinated distribution system, lack of maintenance facilities, and 
inadequate warehousing. Therefore, even when donations arrive, it is 
difficult to make them available to the remote health posts where they 
are most needed. 

14.1.1 Procurement of Pharmaceuticals 

Dtug procurement is based on three parallel but conplementary 
mechanisms. The first is through decentralized acquisitions by 
hospitals directly from distributors; the second involves the 
Purchasing Department of the Ministry which makes at least two large 
centralized purchases during the year: by means of an "Open 
Contract" and a "Public Tender"; and, the third, a less used means, 
is direct importation by the Ministry. 

In all 3 cases, deliveries are made directly to the hospitals; 
as the Ministry only distributes products intended for health posts, 
health centers, state pharmacies, and municipal shops, all of which 
are supplied through the Drogueria National. The products purchased 
centrally are rarely sufficient and the hospitals must also make 
additional purchases independently. Some 350 different products are 
obtaineC by these means. 

Under the "Open Contract", registered suppliers meeting a series 
of requirements are invited to bid on a list of products prepared by 
a specialized cornittee. They are expected to maintain prices 
quoted for one year, although the annual demand is supplied 

a The Ministry of Health is responsible for delivering neeica? 
services to the low-income sector of the population, which in 1985 
anounted to 5.6 million people. Medicines are obviously an 
iqortant part of these services. 



on a quarterly basis. This is the most cost-effective way of 
purchasing medicines, but given the inflation the country is facing, 
suppliers do not want to participate as they are not willing to 
commit themelves to a fixed price for a whole year. 

The "Public Tender," conducted once a year, is now preferred by. 
suppliers, as it calls for a larger number of products to be 
delivered over a fixed period of tine which, however, may take from 
seven months to one year. 

The Hinistry of Health can also import aedicines directly when 
they are not produced locally or if the quality of locally produced 
products is not satisfactory. However, such purchases are 
restricted to drugs priced at least 15% lower than similar ixported 
products offered by local distributors. 

14.1.2 Quality Control 

A $48,000 program financed by PAHO and UNDP was initiated in 
July 1983 for the quality control of medicines purchased by the 
HOH. Initial efforts focused on the organization of the 
administrative, technical, and legal structure of a specialized HOH 
official entity, the "Division de Control de Alimentos y 
Hedicamentos," to deal primarily with registration and quality 
control of drugs and food products. The "Laboratorio Unificado de 
Alimentos y Hedicamentos" (LUCAX), which reports to this Division, 
was reinforced to handle analyses of all products being considered 
for sanitary registration -- as well as those being purchased by the 
Hinistry. This project has been extended through 1988, to allow 
time for the system to begin actual operation. 

These two tasks have in fact already been undertaken by LUCL4, 
and it is assumed that within this 2-year pericd this unit will 
become financially self-sufficient .&I 

14.1.2.1 Laboratorio Unificado de Control de Alimentos y 
. Hedicarnentos (LUCAH) 

The laboratory (LUCAM) is located on the premises of INCA? 
(at a yearly rent of Q45,000), and is staffed by 13 
professionals (cheaists, pharnacists, and nicrobiologists), 2 
PAHO consultants, 4 secretaries, and 2 receptionists. The group 
of analysts seems to be sufficient for the present workload of 
the lab, but will have to be increased as other functions are 
added. 

1/ Hinisterio de Salud Publica y Asistencia Social, 1986. Desarrollo - 
del Plan de Necesidades Prioritarias de Salud, 1986. 



The main services offered by the laboratory are analyses of 
pharmaceuticals, cosmetics and foods applying for HOH 
registration, as well as household cleansing products. There is 
a section for control of pesticide residues on food products, 
both for local consumption and for export (mainly to the U.S.). 
For this purpose, the lab has been recognized by the Food and 
Drug Administration of the U.S. Public Health Service. 

In 1985, LUCAH was designated as a training center for 
professionals in the field of quality control. In April 1985, 
it initiated a five-year program sponsored by PAHO, which 
provides: (1) scholarships for a four-month course for local 
and foreign professionals; and ( 2 )  expenses incurred by LUCAH 
(reagents, educational materials, etc.). 

14.1.3 Official Production Units (Hospital-Based) 

Some of the large hospitals have established small manufacturing 
operations for products for their own use, including syrups, 
ointments, and antiseptic solutions. 

An important element is the production of parenteral solutions 
at the largest hospital in the country, "Hospital General San Juan 
de Dios" (built 3 1/2 years ago), which generates a significant 
deaand for bottled solutions. The 3-year-old production unit is 
very well kept and organized by its staff of 28 (including 2 
pharmacists), and during its short life, the quality of the 
production process has been substantially improved. However, a 
critical deficiency remains unresolved in the quality control area, 
which is still lacking the equipment for both sterility and pyrogen 
testing. Currently, finished products are not analyzed, and the 
production unit must rely on visual inspection and sporadic outside 
testing for quality control. 

The modern San Juan de Dios Hospital, in addition to the 
previously mentioned production unit, has its own internal central 
pharmacy with an emple warehouse and three smaller branch 
pharmacies, (one in the Intensive Care Unit, one in Maternity and 
one in Pediatrics), as well as a state pharnacy supplied by the 
-Drogueria National". 

The hospital makes its ow. purchases, based on an annual budget 
of  42,500,000 (1986). Due to budgetary linitations, the hcspital 
faces a significant deficit of drugs, which has also affected the 
Production of parenterals. 



14.1.4 Bi010~ical Production Laboratory 

The laboratory for biological production is part of the 
"Departamento de Laboratorios Centrales" of the "Division de 
Vigilancia y Control de Enfermedades", which belongs to the 
"Direction General de Servicios de Salud" of the Ministry of 
Health. The functions of the "Departamento de Laboratorios" include 
clinical diagnostic testing and the production and storage of 
vaccines, some of which are manufactured in this laboratory, as well 
as those that are imported by the Ministry of Health. 

Since all of the vaccines donated under the EPI Program 
(Extended Program of Immunizations) are delivered to this laboratory 
for storage and distribution, it also functions as the starting 
point of the Cold Chain. 

14.1.4.1 Vaccine Production 

The Biological Production Laboratory produces human and 
canine anti-rabies vaccinas and anti-typhoid vaccine. The 
production of these three different trpes of antigens takes 
place in an inadequate environment, with great risk of 
contamination, as manufacturing operations are carried out in 
open labs. The equipment in use is obsolete and needs urgent 
replacement 

Production capacity can be described as sufficient for the 
human anti-rabies and the anti-typhoid vaccines, but not for the 
canine anti-rabies vaccine. 

The laboratory performs its own quality control of the 
finished products, with the exception of pyrogen testing. There 
is a clear need for more attention to the production of vaccines 
and upgrading the entire operation. 

14.1.4.2 Vaccine Storage and Distribution 

As mentioned before, all vaccines donated under the EPI 
programs are brought into the production unit for storage. The 
storage space consists of one large freezer, two large 
refrigerator units, a small freezer and a snall refrigerator, 
which, due to space limitations, are scattered all over the 
building. 

Serious problems of the storage unit include the lack of 
good thermometers, and fluctuation in the electric power supply; 
even though there is a stand-by generator. No alarm system for 



electrical shutoffs is available. This is a particularly 
critical problem at night, when there are no reliable personnel 
to turn on the generator. 

The biological production laboratories have no distribution 
system of their own. Thus the vaccines are picked up directly . 
from the laboratories by the recipient institutions. During the 
vaccination campaigns, vehicles from various other sources offer 
transportation assistance. The vaccines (packed in cold boxes) 
are distributed to the 25 departmental health regions 
(vaccination campaign areas), which are fairly well equipped 
with cold storage equipment to receive the vaccines. However, 
at the peripheral level, only a few of the health centers and 
health posts have the capacity to properly store biological 
products. 

14.1.5 Dro~ueria Nacional 

The public sector logistic system for pharmaceuticals is 
centered on the "Drogueria Bacional," as it is the starting point of 
the distribution system. The Drogueria purchases medicines and 
other medical comodities to supply 234 Health Centers, 614 Health 
Posts, 53 state pharmacies and 142 municipal shops, and when 
availability permits, it also supplies some of the hospitals. As 
shown on the following map, in spite of its central location, the 
distances to be traversed in transporting supplies are significant. 

The Drogueria Nacional is divided into four sections, 
maintaining separate inventories which are physically divided 
according to the units served. These divisions are as follows: 

a) State pharmacies 
b) Municipal shops 
C) Health Centers and Health Posts 
d )  Medical Equipment 

The inventories maintained in each section are rather small, the 
facilities very poorly subdivited, and the products not stored nor 
handled properly. 

Under the new governient (1985) arid with P.4HO support, work to 
improve the operation has begun by acquiring more professionals in 
the pharmacy, a full-time PAIF10 consultant, and a business 
administrator. The goal is to centralize the purchase, storage. and 
distribution of medicines and hospital supplies of all health 
institutions in the Drogueria Nacional. A surplus of nontechnicai 
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employees is evident. Each of the units mentioned above has a 
minimum of five people on staff, (with a maximum of 12), for a total 
of 44 people running a very small operation. This situation is 
being carefully analyzed by the new administration. Another project 
under consideration would repackage bulk products into mall packets 
more suitable for many of the smaller health units. A step already 
taken in the reorganization process has been the move into a more 
adequate building (Government building which will save the Drogueria 
rental costs). 

The Drogueria Nacional has no independent distribution system. 
The state pharmacies and municipal shops pick up their own orders. 
The health posts and health centers are served by either APROFAH 
which distributes their products free of charge, or by private 
transportation for which they must pay. 

14.1.6 Family Plannin~ Unit 

With the various changes which have taken place with the new 
Government, the Family Planning Unit, which is partially funded by 
AID, is now under the direction of the MCH Departameat in the 
Ministry of Health. Its functions are to promote family planning, 
and to distribute contraceptives and educational materials. It has 
a good storage facility inside a large warehouse belonging to the 
"Direction de Servicios de Salud". The Family Planning Unit covers 
11 areas in the Southwest part of the country, which are not covered 
by APROFAH. These are: San Harcos, Quezaltenango, Huehuetenango, 
Totonicapan, Suchitepequez, Retalhuleu, Quiche, Solola, 
Chimaltenango, Sacatepequez and Peten. 

The distribution and ccntrol of contraceptives and educational 
materials is done by four supervisors (medical doctors) who visit 
all health centers and health posts located in these 11 areas every 
four months using a fleet of five pick-up trucks. Contraceptives 
are purchased directly by the health centers from APROFAH or 
obtained free from the official Family Planning Unit. 

One of the goals of this unit is to increase coverage step-wise 
in order to eventually be able to replace APROFA! in the areas they 
now serve. To acconplish this, it will be necessary to increase the 
number of supervisors and vehicles to at least ten of each. 

As a general rule, most of the areas covered are mral, and a 
few areas cannot be served because of guerilla activities (e.g., 
Peten, northern Quiche). 



IGSS purchases  a n n u a l l y  some Q8 m i l l i o n  i n  medic ines  and 43 m i l l i o n  
i n  o t h e r  medical  c o m o d i t i e s .  About 95% of t h e  medica l  p r o d u c t s  
purchased a r e  i r q o r t e d  d i r e c t l y  o r  t h rough  a l o c a l  r e p r e s e n t a t i v e .  Most 
r e c e n t  purchases  have been l o c a l  because  of  t h e  l a c k  of f o r e i g n  
cur rency .  The l i s t  of medic ines  c o n s i s t s  of abou t  380 p r o d u c t s ,  
i nc lud ing  c o n t r a c e p t i v e s ,  vacc ines ,  and a n t i - m a l a r i a l  d rugs .  Vaccines  
a r e  ob ta ined  through PAHO under  t h e  EPI program ( P r o g r a m  A q l i a d o  de 
Inmunizaciones) .  

The IGSS purchas ing  system is s i m i l a r  t o  t h a t  of t h e  M i n i s t r y  of 
Hea l th ,  and fo l lows  t h e  Governnent Pu rchas ing  Law (Ley de  Compras d e l  
Es t ado ) ,  which s t i p u l a t e s  t h a t  up t o  Q1,000 m;iy be  purchased through 
p e t t y  cash;  up t o  412,000 mst b e  handled  by P r i v a t e  Tender (open 
c o n t r a c t ) ,  w i t h  an Admin i s t r a t i ve  C o n t r a c t  approved by t h e  N a t i o n a l  
Coinptroller,  and f i n a l l y ,  t h e  P u b l i c  Tender ,  which is a  m c h  l o n g e r  
process  g e n e r a l l y  used f o r  l a r g e r  pu rchases .  

14 .2 .1  S torage  and D i s t r i b u t i o n  of Medicines (IGSS) 

Medicines purchased by IGSS a r e  s t o r e d  i n  a  warehouse d i v i d e d  
i n t o  two a r e a s ,  one f o r  bu lk  p r o d u c t s ,  and an o p e r a t i n g  warehouse 
f o r  d i s p a t c h .  The d i s t r i b u t i o n  t o  co r r e spond ing  h o s p i t a l s  and 
Heal th  Cen te r s  i s  done wi th  2 t r u c k s  and 3 pick-ups;  a l t hough  
o c c a s i o n a l l y  p r i v a t e  t r a n s p o r t a t i o n  i s  u s e d ,  e s p e c i a l l y  f o r  s m a l l  
u rgen t  o r d e r s  f o r  r u r a l  a r e a s .  

No system h a s  been e s t a b l i s h e d  f o r  checking t h e  q u a l i t y  of t h e  
products  r ece ived .  IGSS a s k s  t h e  s u p p l i e r  t o  p rov ide  a  c e r t i f i c a t e  
of a n a l y s i s  a s  proof  of t h e  q u a l i t y  of p roduc t s  d e l i v e r e d .  Because 
of t h e  t ime  r e q u i r e d  f o r  t h i s ,  on ly  i n  t h o s e  c a s e s  where t h e r e  a r e  
v i s i b l e  doubts  a re  s a n p l e s  r e t u r n e d  t o  LUCAH f o r  a n a l y s i s .  

For t h e  s t o r a g e  of v a c c i n e s ,  IGSS h a s  a  co ld  room, a  l a r g e  
r e f r i g e r a t o r ,  and two h o r i z o n t a l  f r e e z e r s ,  a s  t h e  main p a r t  of a  
we l l - e s t ab l i shed  co ld  cha in .  The main problem t h e y  f a c e  i n  t h e i r  
o p e r a t i o n  is t h e  l i m i t e d  c a p a b i l i t y  of pe r sonne l .  There i s  on ly  one 
pharmacis t ,  ( t h e  D i r e c t o r ) ,  and a  c l e a r  need e x i s t s  f o r  a  seccnd 
p r o f e s s i o n a l  t o  s u p e r v i s e  t h e  s t a f f  of 50 (on ly  10  t o  15  of whom a r e  
l i t e r a t e )  who work i n  t h e  hand l ing  and sh ipp ing  of p h a m a c e u t i c a l s .  
This  makes i t  ve ry  d i f f i c u l t  t o  a s s u r e  a  r e l i a b l e  o p e r a t i o n  of t h e  
warehouse. 

Record keeping i s  very  good,  a s  movement of p roduc t s  i s  
c o n t r o l l e d  w i th  a  Kardex sys tem,  and i n f o m a t i o n  i s  f e d  d a i l y  i n t o  a  
computer l oca t ed  a t  t h e  c e n t r a l  a d m i n i s t r a t i o n  b u i l d i n g .  
1nfom.at ion from t h e  f i e l d ,  such  a s  t h e  usage of p r o d u c t s ,  i s  a l s o  
r e l i a b l e  and r e a d i l y  a v a i l a b l e ,  a l l o w i n g  f o r  good p l ann ing  i n  
purchas ing .  Obsole te  p roduc t s  a r e  d e s t r o y e d  a f t e r  5  y e a r s ,  and 
v i s i b l y  d a x g e d  p r ~ d u c t s  a r e  d i sposeC of i m e d i a t e l y .  



Next to the IGSS warehouse, a small production unit is in 
operation (run by a pharmacist with two operators), which produces 
limited quantites of oral liquid preparations and ointments, for a 
total production of 400,000 units per year, which are moved into the 
inventory of the general warehouse as they are finished. Some 
finished products are tested at LAPROHED (Laboratorio de Productos 
nedicinales) in the School of Pharmacy. 

14.3 The Private Sector - Production and Distribution 
The pharmaceutical private sector in Guatemala is composed of 

private manufacturing companies, which import most of their raw 
materials. They produce a wide variety of finished pharmaceutical 
products, ranging from parenteral solutions to tablets, capsules, syrups 
and ointments. 

A total of sixty companies, including many multinational firms 
(e.g., Upjohn, Hoechst, Roussel, Uerck) operate phamaceutical plants in 
Guatemala. A distinct advantage is the access to the Central American 
Cormnon Market. 

The distribution of medicines in the private sector is done by 
pharmaceutical wholesalers (droguerias) (54 are registered) which in some 
cases are affiliated with the manufacturers. However, in most cases 
these are independent firms which distribute locally made as well as 
inported products. 

The distributors can be divided into two groups: those that have 
their own sales force to promote their products at the pharmacy level 
("droguerias eticas") and those who sell the products to independent 
vendors ("ruteros") who distribute their products throughout the country 
("droguerias populares"). The first group of distributors has a smaller 
coverage, since they visit mainly phamcies. The second group visits 
the "tiendas", or small shops widely spread throughout the country, and 
also offer many other items besides pharmaceuticals. 

The final outlet of the private distribution system is the private 
pharmacy. Approximately 56% of the country's 1,340 pharmacies are 
located in the Department of Guatemala, including 550 in the capital, and 
50 nore in the surrounding "munici~ios" of Mixco and Amakitlan. The 
remining 600 phamcies are spread among the other departments. As a 
result of the activity of the "droguerias pcpulares", many 
~harrnaceuticals are found on the stands of "tiendas" and supemrkets 
=king these stores a very iqortant part of the private distribution 
system. The private sector represents about 75% of the total. oarket of 
Phamaceuticals in Guatemala, which was calculated in 1985 at QlOO 
million. 



1 4 . 3 . 1  Asoc iac ion  P r o - B i e n e s t a r  d e  l a  F a m i l i a  (APROFAH) 

T h i s  n o n - p r o f i t  o r g a n i z a t i o n ,  funded  by A I D  and IPPF 
( I n t e r n a t i o n a l  P l a n n i n g  Parenthood F e d e r a t i o n ) ,  i s  d e d i c a t e d  m a i n l y  
t o  f a m i l y  p l a n n i n g  a c t i v i t i e s ,  i n c l u d i n g  t h e  e d u c a t i o n  and 
d i s t r i b u t i o n  of c o n t r a c e p t i v e s ,  d o n a t e d  by A I D  and IPPP, which  a r e  
s o l d  a t  a  v e r y  low p r i c e  d i r e c t l y  t o  consumers  t h r o u g h  v o l u n t a r y  
p romote rs  and o f f i c i a l  h e a l t h  u n i t s .  Of t h e  s a l e s  p r i c e ,  60% goes  
t o  APROFAH and 40% goes  t o  t h e  h e a l t h  u n i t  o r  prornotor o f  t h e  
p r o d u c t s .  The same p r c d u c t s  d i s t r i b u t e d  a r e  g i v e n  f r e e  t o  t h e  
consumers i n  t h e  APROFAH c l i n i c s .  

R e c e n t l y  ORS packs  ( O r a l  R e h y d r a t i o n  S a l t s )  and o t h e r  m e d i c i n e s  
( e . g . ,  s u l f a s ,  a n t i b i o t i c s  and a n t i - h e l m i n t h i c s )  have  b e e n  added t o  
t h e  l i s t  of p r o d u c t s  o f f e r e d  by APROFAH. These  m e d i c i n e s  a r e  
purchased from l o c a l  d i s t r i b u t o r s  and s o l d  a t  c o s t  o n l y  a t  APROFAH 
c l i n i c s .  Promoters  o n l y  h a n d l e  c o n t r a c e p t i v e s ,  ORS, and 
Hebendazol.  C o n t r a c e p t i v e s  a r e  t h e  o n l y  p r o d u c t s  o f f  e r e d  t o  t h e  
o f f i c i a l  h e a l t h  u n i t s .  AiJROFAH h a s  d e v e l o p e d  a  good s y s t e m  f o r  
c o n t r o l  o f  t h e  d i s t r i b u t i o n  o f  p r o d u c t s  d e l i v e r e d .  

Eleven c l i n i c s  a r e  v i s i t e d  a t  i n t e r v a l s  o f  1 5  d a y s ,  and 1400 
promote rs  a r e  v i s i t e d  ( o n  t h e  a v e r a g e )  e v e r y  3 months .  Two 
a d d i t i o n a l  r e p r e s e n t a t i v e s  have  t h e  r e s p o n s i b i l i t y  o f  v i s i t i n g  430 
o f f i c i a l  h e a l t h  u n i t s  f o r  c o n t r a c e p t i v e  d i s t r i b u t i o n .  

With r e g a r d  t o  e d u c a t i o n a l  p rograms ,  A?ROFIUI o f f e r s  p e r i o d i c  
t r a i n i n g  c o u r s e s  f o r  p r o a o t e r s .  I n  a d d i t i o n  t o  i n s t r u c t i o n  i n  
f a n i l y  p l a n n i n g ,  t h e  p r o n o t e r s  a r e  a l s o  t r a i n e d  t o  a s s i s t  t h e  
c o m n i t i e s  i n  s a n i t a t i o n  and a g r i c u l t u r e .  

APROFAH h a s  a  coverage  of 25% o f  a l l  f e r t i l e  women o v e r  18 y e a r s  
of a g e ,  f o r t y  n i n e  p e r c e n t  of whom a r e  l o c a t e d  i n  Guatemala  C i t y .  
APROFAH is a l s o  r e p r e s e n t e d  i n  1 7  m o s t l y  u r b a n  a r e a s  i n  the 
N o r t h e a s t  p a r t  of Guatemala.  

1 4 . 3 . 2  Inp 'o r tadores  d e  Produc tos  F a m a c e u t i c o s .  S . A .  (IPROFA,SA) 

IPROFA began o p e r a t i o n  i n  1984 u n d e r  a n  A I D  p r o j e c t  t o  
d i s t r i b u t e  i n e x p e n s i v e  o r a l  c o n t r a c e p t i v e s  t o  t h e  p r i v a t e  s e c t o r .  

I n  one and a  h a l f  y e a r s  of a c t u a l  o p e r a t i o n ,  IPROFA h a s  grown 
75%, a n d ,  a l t h o u g h  t h e  p r o j e c t  w i l l  end  i n  December 1 9 8 7 ,  i t  is  
expec ted  t o  be  ex tended .  



In 1985, IPROFA distribution outlets consisted of 378 
pharmacies, 5 motels and 9 wholesalers, for a total of 392. In 
June 1986 the number had increased to 631 pharmacies, 41 
miscellaneous outlets, and 16 wholesalers for a total of 688. bong 
the wholesalers, there are some popular distributors, who apparently 
are the ones offering the best sales support to the organization. 
IPROFA maintains a sales force of five people, each with his own 
vehicle. In addition to the wholesalers, they periodically visit 
the areas distributing and promoting their products. 

14.4 Conclusions and Constraints 

It is difficult to make an accurate assessment of the logistic 
system in Guatemala under the new Government, which is just beginning to 
implement new policies. However, thanks to the cooperation of.the people 
involved in the logistic system, who shared their plans and ideas, 
certain conclusions and recornendations can be made. 

In general, the official system is not integrated, that is, many 
health institutions participate separately in the purchasing and 
distribution of medicines. In some cases even the private sector 
collaborates in the distribution of medicines. There appears to be 
little coordination among the corresponding units; there is an excessive 
number of products in the basic list, but, most important, there is a 
very limited budget for the puchase of rr-edicines. For instance, the 
"Drogueria Nacional" for 1986 has budgeted Q413,200 for the purchase of 
medicines for health units. If only the 848 health centers and health 
posts are considered, each one will have assigned 440 a month for 
medicines. 

Such budgetary limitations account for the lack of medicines in the 
units and the individual purchases by hospitals and clinics, in 
contra-position to the law that created the "Drogueria Nacional." As a 
result of the inability of the Drogueria Hacional to store and supply 
medicines to all health institutions, other warehouses have been 
established to fulfill this need. 

The possibility of creating new distribution centers at the regional 
level has been suggested, but is not an ideal alternative, as it woulf 
only insert more personnel, adxinistrative expenses, an6 more storage and 
reqxirements into an already cverextended syster.. 

Centralization of all purchases will require the provision cf 
s~fficient funds to meet the needs of the health units as well as 
hospitals. m e n  the Drogueria Hacional has adequate warehcusing space 
and conditions, distribution could be handled as it is now. with perha~s 
some additional collaboration from the private sector, such as APEOFAM or 
a private distributor. 



14 .5  Recornendat ions  

It i s  recornended t h a t  USAID: 

1 4 . 5 . 1  I n  c o l l a b o r a t i o n  w i t h  PAHO. s u p p o r t  a  c o m l e t e  a n a l y s i s  of 
t h e  S a s i c  l i s t  of d r ~ ~ s  be inq  purchased  bv t h e  ? f i n i s t r y  of 
Hea l th .  i n  c o n s u l t a t i o n  w i t h  n e d i c a l  d o c t o r s  from m e d i c a l l y  
underse rved  urban and r u r a l  a r e a s ,  s o  t h a t  a  s m a l l e r  l i s t  
of p r i n a r y  c a r e  e s s e n t i a l  d ~ ~ g s  can 3 e  p r e p a r e d .  

14 .5 .2  Once a  List of e s s e n t i a l  p r ima ry  c 3 r e  C r ~ g s  i s  avai!aSle,  
a s s i s t  t h e  MOH i n  e m l o r i n g  a l t e r n a t i v e  d e l i v e r y  mechaniszs  
i nvo lv ing  t h e  p r i v a t e  s e c t o r  and p r o v i d i n ~  n e c e s s a r y  
i n c e n t i v e s  t o  a s s u r e  t i m e l y  and cons i s t e n t  p r o d u c t  
d i s t r i b u t i o n .  

1 4 . 5 . 3  Assist t h e  "Droguer ia  Naclonal"  i n  p r o v i d i n g  (1) an  
adequa te  space  and p r o p e r  c o n d i t i o n s  f o r  t h e  s t o r a g e  of 
meCicines and o t h e r  m d i c a l  c o r m o d i t i e s ;  ( 2 )  equ ipaen t  f o r  
warehouse work such  a s  r a c k s ,  l i f t e r s ,  e t c ;  ( 3 )  some 
c o o l i n ~  u n i t s  f o r  v a c c i n e s  and o t h e r  p r o d u c t s  r e s u i r i n q  
cold t e m . p e r a t u r e s :  and ( 4 )  t e c h n i c a l  a d v i s e  f o r  t h e  e n t i r e  
a d n i n i s t r a t i v e  o r ~ a n i z a t i o n .  

14 .5 .4  Support  t h e  i n c r e a s e d  p r o d o c t i o n  of p a r e n t e r a l  s o l u t i o n s  a t  
t h e  General  H o s p i t a l  San Juan  de Dios ,  s o  as t o  a s s u r e  a 
supply  f o r  o t h e r  h o s p i t a l s .  T e c h n i c a l  a s s i s t a n c e  should  be 
o f f e r e d  t o  a l l ow  t h e  u s e  of d i s p o s a b l e  p l a s t i c s  bags ,  
i n s t e a d  of r e c y c l e d   lass b o t t l e s ,  and a  s m a l l  inves tment  
should  be made i n  equipment  f o r  p r o d u c t i o n  and q u a l i t y  
c o n t r o l .  

1 4 . 5 . 5  Prov ide  t e c h n i c a l  a s s i s t a n c e  t o  t h e  B i o l o g i c a l  P roduc t i on  
Labora tory  f o r  t h e  p r o p e r  p r o d u c t i o n  of vacc ine s ,  
e s t a b l i s h i n g  good rr ,anufactur ing o r a c t i c e s  f o r  t h i s  t ype  of 
o ~ e r a t i o n ,  whi le  p r o v i d i n g  adequa t e  p h y s i c a l  f a c i l i t i e s  and 

- new equipment where v a c c i n e s  a r e  s t o r e d .  

14 .5 .6  Hake a v a i l a b l e  n e c e s s a r y  s u p p o r t  t o  t h e  " L a b o r a t o r i o  
Uni f icado  de C o n t r o l  d e  Al imentos  y Med icaaen to s , "  t h r o u ~ h  
t h e  p r o v i s i c n  of r e a q a n t s  and a d d i t i o n a l  p e r s o n n e l ,  so  t h a t  
t h e y  can ana lyze  a l l  p r o d u c t s  purchased  by  t h e  o f f i c i a l  
s e c t o r .  

1 4 . 5 . 7  Assist t h e  K i n i s t r y  of H e a l t h  i n  deve lop ing  an 
drvg C i s t r i b u t i o n  svstern  f o r  Guaternala. T h i s  shou ld  
i n c l u d e  u s e  of p r i v a t e  a ~ e n c i e s ,  such  a s  P2ROF.W. a s  w e l l  
a s  f o r  p r o f i t  b u s i n e s s e s ,  i n c l u d i n ~  t h e  a l c o h o l i c  beverage 
i n d x s t r y  . 



CHkDTER 15 

HanaRement Information System Analysis 

15.1 Overview 

15.1.1 Background 

Health statistics permit measurement of the status of 
health. Thcy provide the information by which policies are 
formulated and programs designed. The quality and comprehensiveness 
of health data are especially important as they furnish the empirical 
(though not necessarily political) base upon which critical resource 
allocation decisions are made. Generation, collection, and analysis 
of data also are an integral part of evaluating existing health care 
policies and programs and identifying needs. 

In 1957 the Guatemalan MOH developed a health statistics 
section in the Department of Epidemiology. The purpose of this 
section was to generate vital statistics at the national level, 
including births, deaths, causes of death and morbidity data from the 
health services units of the HOH.  

Data were processed using a semi-mechanical keystrokes 
system, including counting and sorting machines for cards with eighty 
colums of coded infomation. However, due to the lack of spare parts 
in 1982, these machines were replaced with a "mini" computer. The 
computer was used for processing new data needs related only to the 
assessnent cf hospital resources and expenditurss. The rsst of the 
data were processed by hand calculator. 

In 1982 the health statistics section became an Independent 
unit of the Direction General de Servicios de Salud (DGSS) under the 
name of Unidad 9 Infomatica (UI). At that tine new policies and 
activities of the HOH required more data support. Thus, new 
variables and health indicators were included in the information 
system in order to evaluate different health programs, allocation of 
resources, and assessment of selected activities of the HOE. 

However, since no major changes have been made in the structure cf 
the UI, it has been unable to keep up with a grcwing need for m ~ r e  
and better quality data, along with more powerful analysis. 
Ironically, the MOli has developed parallel and somewhat duplicatory 
infom,ation collection and analysis systems in order to cope with the 
new infomaticn needs, and the UI has been processing these data as  
well. 



I n  1985 t h e  min i  c o c p u t e r  t h e  U I  had been  u s i n g  s i n c e  1982 was 
r ep l aced  by microcomputers* dona ted  by PAHO, and v i t a l  s t a t i s t i c s  were 
inc luded  i n  t h i s  e l e c t r o n i c  d a t a  p r o c e s s i n g  sys tem.  P l a n s  f o r  i n c l u s i o n  
of m o r b i t i t y  d a t a  i n t o  t h e  sys tem have  been  deve loped  b u t  t h e i r  e x e c u t i o n  
delayed due t o  t h e  r e l a t i v e l y  r e c e n t  i n s t a l l a t i o n  of t h e  newer hardware.  

The d a t a  c o l l e c t i o n  and p r o c e s s i n g  s t r u c t u r e s  and f u n c t i o n s  
of t h e  UI nay be found i n  s u m a r y  fo rm i n  T a b l e  1 5 . 1 .  S p e c i f i c  s t e p s  
i n v o l y ~ e d ,  i n  o r d e r  of p r o c e d u r a l  s equence ,  a r e  l i s t e d  i m e d i a t e l y  
below. I t  is  i n p o r t a n t ,  i f  somewhat d i s c o u r a g i n g ,  t o  n o t e  t h a t  most 
d a t a  p roce s s ing  c o n t i n u e s  t o  be  c a r r i e d  o u t  manua l ly ,  a l t h o u g h  much 
g r e a t e r  coapu t e r  c a p a c i t y  now e x i s t s  i n  t h e  UI. 

Data a r e  c o l l e c t e d  a t  a l l  h e a l t h  p o s t s ,  h e a l t h  
c e n t e r s ,  h o s p i t a l s ,  and a l l  p a r t s  of t h e  h e a l t h  
s e c t o r ,  u s i n g  s t a n d a r d i z e d  d a t a  c o l l e c t i o n  f o m  
des igned  by t h e  UI. 

. Data c o l l e c t e d  a t  h e a l t h  p o s t s  a re  s e n t  t o  t h e  h e a l t h  
c e n t e r  of each  a r e a .  S i m i i a r l y ,  d a t a  c o l l e c t e d  a t  t h e  
h e a l t h  c e n t e r s  a r e  s e n t  t o  t h e  co r r e spond ing  h e a l t h  
s e c t o r .  A t  t h e  h e a l t h  s e c t o r s ,  h e a l t h  d a t a  ( i n c l u d i n g  
v i t a l  s t a t i s t i c s )  a r e  s e n t  t o  t h e  U1. 

A t  t h e  ! J I  t h e  d a t a  a r e  i n ? ~ ~ t t e d  i n t o  c o ~ ~ p u t e r s  f o r  
c o d i f i c a t i o n  o n l y .  A l l  o t h e r  d a t a  m a n i p u l a t i o n s ,  
i n c l u d i n g  a n a l y s i s ,  a r e  c a r r i e d  o u t  by hand.  

A t  t h e  l o c a l  l e v e l ,  t h e  h e a l t h  c e n t e r s  and s e c t o r s  
c a r r y  o u t  a  p r e l i m i n a r y  d a t a  p r o c e s s i n g  and a n a l y s i s .  
At t h i s  l e v e l ,  a  p a r a l l e l  d a t a  p r o c e s s i n g  sponsored by 
d i f f e r e n t  MOH h e a l t h  u n i t s  -- such  a s  t h e  p r o g r a m i n g  
u n i t  -- i s  c a r r i e d  o u t  i n  o r d e r  t o  g e t  f a s t e r  
i n fo rma t ion  from t h e  d i f f e r e n t  h e a l t h  programs i n  t h e  
!!OH. 

The pathway of d a t a  c o l l e c t i o n ,  d a t a  g a t h e r i n g ,  and t h e  
t ype  of d a t a  c o l l e c t e d  is i l l u s t r a t 3 d  i n  t a b l e  15.2. 

*As of  1986, t h e  UI has  an IEM-AT w i t h  30 megabytes of memory; 1 IEM PC 
wi th  RPH 564K and 2 d i s k  d t i l ~ e s ;  2 IBX PCs w i t h  RLY 564X and 1 d i s k  
d r i v e ;  1 T a l l  Grass  hard  d i s k  w i t h  35 megabytes and 70 i n t e r c h a n g e a b l e  
t ape  c a r t r i d g e s ;  1 OKIDATX M 93 p r i n t e r ;  1 PC Network. 



15.1.3 Data Generation and Analysis 

Data are generated at the health post, health center and 
hospital levels. As the data are generated from diagnoses, the least 
accurate information comes from health posts where there is rarely an 

TABLE 15.1 

STRUCTURE OF THE UNIDAD DE INFORMATICA OF THE UINISTRY OF HEALTH 
1986 - 

- 
- SECTION PERSONNEL ACTIVITIES 

nanagement and Administration 1 Chief Management 
2 Supervisors Superv&ion 

and Training 
2 Secretaries Typing Reports 

Manual Data Codification 

Computer Room 

Logistics 

Data Collection and 
Data Gathering 

9 Technicians Codification of 
Morbidity and 
Mortality Data 

5 Technicians Programing 
Data entering 
Data Processing 

4 Technicians Storage and 
Distribution of 
Working Materials 
Presentation of 
Findings 

Variable Number Data Collection 
of Technicians. and 
Nurse Auxiliaries, Data Gathering 
and Physicians In all Health 

Facilities 

SOURCE: Enriquez, U. Acting Chief of the UI. Fersmal Com,~:nication, 
August, 1986. 



TABLE 1 5 . 2  

PATWAY OF THE HEALTH DATA COLLECTION AND OATA GATHERING 
UNIDAD DE I??FORM.4TICA OF THE MINISTRY OF HEALTH 

1986 - 

HEALTH FACILITY DATA CCLLECTED DATA PROCESSING DATA SENT T O  

H e a l t h  P o s t  H e a l t h  c a r e  None 
A c t i v i t i e s  f o r  
e a c h  program. 
B i r t h s .  
Deaths .  
Cause of Death* 
U o r b i d i t y  Data* 
I m u n i z a t  i o n s .  
Not i f  i c a b l e  
Diseases*  

H e a l t h  C e n t e r  H e a l t h  Care  P r e l i m i n a r y  
(Type "A" and A c t i v i t i e s  f o r  A n a l y s i s  f o r  
Type "0" Each Program. L o c a l  H e a l t h  

B i r t h s .  S t a t i s t i c s  
Dea ths .  
Cause of Death 
M o r b i d i t y  Data .  
I n ~ ~ u n i z a t i o n s  . 
Not i f  i c a b l e  
D i s e a s e s  
H o s p i t a l i z a t i o n * *  
X Rays and 
Laboratory*** 

H e a l t h  C e n t e r  

H e a l t h  S e c t o r  

H e a l t h  S e c t o r  V i t a l  Data P r e l i m i n a r y  U I 
Data  Ga ther ing  A n a l y s i s  o f :  
f r o a  H e a l t h  V i t a l  Data  and 
C e n t e r s  A c t i v i t i e s  f o r  

Each Program 

H e a l t h  Care P r e l i m i 2 a r y  
A c t i v i t i e s  f o r  A n a l y s i s  o f :  
Each Program. H e a l t h  S t a t i s t i c s ,  
B i r t h s .  A c t i v i t i e s  f o r  
Dea ths .  Every P r o g r a n ,  and 
Cause of Death .  H o s p i t a l  E x p e n d i t u r e  
U o r b i d i t y  Data .  
I m u n i z a t i o n s .  



Continuation TABLE 15.2 

HEALTH FACILITY DATA COLLECTED DATA PROCESSING DATA SENT TO 

Notifiable 
Disease 
Hospitalization 
X Ray and Labora- 
tory Hospital 
Expenditure 

* Only when a physician is available 
** Only in some Type "B" health centers with beds for hospitalization 
*** Only when available in Type "B" health centers 

SOURCE: Enriquez, U., Acting Chief of the UI, UOH Personal 
Con-munication. August, 1986. 

attending physician. Conversely, hospital level data are the highest 
quality. m i l e  at all levels standarized data collection instruments are 
used, little trainicg is given to health post personnel, who turn over at 
high rates. In addition, they do not have International Classification 
of Medical Terms manuals and, instead, rely on lccal terms. Needless to 
s3y, this makes comprehensive data aggregation difficult if not 
impossibie. 

Compounding that problem is a tendency for data processors at the UI 
to aggregate data under different rubrics from year to year. This makes 
longitudinal analysis impossible. Thus health authorities cannot measure 
reliably what impacts, if any, particular policies and programs may be 
having in achieving specified goals. 

No system or procedures for sawling exist. This has obvious and 
costly llinitations for data generation and analysis. But given ths 
elenentary status of the UI data system, this is not surprising. 

Analytical techniques are predictably underdeveloped. Only no~.in&l 
level analysis is used, despite the existence of sufficient hardware t o  
run porgazs which the UI already has, including Dztabase 3, EPISTAT axd 
NxLb2r Cruncher. A najor part of the problee is that there is only a 
nurse trained in biostatistics along with a part-tine (less than 53 
Percent) systens engineer to supervise a staff of 3 pr;gramers and 2 
data entry specialists. 



1 5 . 1 . 4  Q u a l i t y  C o n t r o l  

With t h e  e x c e p t i o n  of machine v e r i f i c a t i o n  of d a t a  c o d i f i c a t i c n ,  
a l l  q u a l i t y  c o n t r o l  i s  c a r r i e d  o u t  by hand.  But p r o c e d u r e s  a r e  
underdeve loped  and make d a t a  r e l i a b i l i t y  q u e s t i o n a b l e .  While  t h e r e  
a p p e a r s  t o  b e  a  w i l l i n g n e s s  t o  l e a r n  more advanced and improved 
p r o c e d u r e s  f o r  c o l l e c t i n g ,  v e r i f y i n g  and a n a l y z i n g  d a t a ,  few 
r e s o u r c e s  a r e  a v i l a b l e  f o r  t r a i n i n g .  The consensus  i n  t h e  MOH is  
t h a t  d a t a  a r e  i n a c c u r a t e .  d e l a y s  i n  precessing i n f o m a t i o n  p e r s i s t ,  
and a  g e n e r a l  i n e f f i c i e n c y  c h a r a c t e r i z e s  rsansgenent of t h e  
i n f o r n a t i o n  sys tem.  

There  a r e  s e v e r a l  p r o b l e m  and l i m i t a t i o n s  w i t h  t h e  h e a l t h  
s t a t i s t i c s  sys tem of t h e  KOH. 

F i r s t ,  t h e  U I  l a c k s  c l e a r  o b j e c t i v e s  and t a s k s  needed i n  o r d e r  
t o  o r g a n i z e  i t s  a c t i v i t i e s .  P e r h a p s  t h i s  h e l p s  t h e  MOH e x p l a i n  why 
i t  h a s  n o t  produced o f f i c i a l  i n f o r m a t i o n  on t i m e  f o r  t h e  l a s t  f o u r  
y e a r s .  A s  of S e p t e E b e r ,  1986 t h e  U I  h a s  n o t  o f f i c i a l l y  r e p o r t e d  d a t a  
f o r  1984 and 1985. 

The U I  s y s t e 9  was d e s i g n e d  29  y e a r s  ago and h a s  n o t  e x p e r i e n c e d  
any major  change i n  i t s  s t r u c t u r e  s i n c e  t h s n .  However, i n f o r m a t i o n  
needs  have i n c r e a s e d  c o n s i d e r a b l y .  Thus ,  t h e  U I  i s  c o l l e c t i n g  and 
p r o c e s s i n g  l a r g e  a ~ . o u n t s  of i n f o r n a t i o n  w i t h o u t  any s u b s t a n t i a l  
i~~prover r . en t  i n  t h e  way t h e  d a t a  h a s  been a lways c o l l e c t e d  and 
p r o c e s s e d .  

A s  a  r e s u l t ,  t h e  XOH h a s  had t o  d e s i g n  p a r a l l e l  i n f o m a t i o n  
s y s t e n s  t o  o b t a i n  n e c e s s a r y  d a t a .  A t  t h e  same t i n e ,  t h e  U L  h a s  n o t  
been r e l e a s e d  f r o n  p r o c e s s i n g  t h e  same d a t a .  The r e s u l t  i s  w a s t e  
and c o n f u s i o n ,  w i t h  undue d e l a y s  t h e  r u l e  and i n a c u r a t e  d a t a  cox-only 
a p p e a r i n g  i n  U I  r e p o r t s .  

No p r o f e s s i o n a l  p e r s o n n e l  a r e  working i n  t h e  U I  e x c e p t  f o r  t h e  
Chief of t h e  u n i t ,  who i s  a  n u r s e  w i t h  t r a i n i n g  i n  h e a l t h  s t a t i s t i c s ,  
and a  s y s t e n s  e n g i n e e r  i z  c h a r g e  of t h e  cornputer room. 

No b i o s t a t i s t i c i a n  o r  h e a l t h  s t a t i s t i c i a n  works f o r  t h e  U I .  
Host of t h e  t e c h n i c i a n s  do n o t  have f o r m a l  t r a i n i n g  i n  h e a l t h  
s t a t i s t i c s .  Sone of t h e  t e c h n i c i a n s  working i n  h e a l t h  c e n t e r s  o r  
h o s p i t a l s  h a s  such  t r a i n i n g .  

S u p e r v i s i o n  o u t s i d e  U I  f a c i l i t i e s  i s  p o o r .  Only one s u p e r v i s o r  
v i s i t s  a l l  h e a l t h  f a c i l i t i e s  o f  t h e  c o u n t r y  t o  a d v i s e  and p r o v i d e  
o n - s i t e  t r a i n i n g  when n e c e s s a r y .  A s  a r e s u l t ,  t h e r e  is  no a c c e p t a b l ?  
q u a l i t y  c ~ n t r o l  f o r  t h e  d a t a  c o l l e c t i n g  p h a s e .  



Computer processing capabilities are limited, and only vital 
data are included. No data analysis is made in the computer. Manual 
data calculations using hand calculators are not only inadequate, but 
there are not enough calculators for all personnel. Upgrading the 
microcomputers' capacity seems to be insufficient to the need. 

There is little comunication between the UI as a provider of 
information and the users. Usually, the UI takes decisions on what 
information should be collected, in addition to how it is collected 
and processed. Therefore, available results seldom satisfy the 
users ' needs. 

15.3 Conclusions 

The present budget does not allow for majar modifications or 
improvenents. Thus, very little had been done to cope with the 
increasing amount of information to be processed. 

The UI is aware of these problems and limitations. Accordingly, 
the UI and the programLing unit have prepared two different proposals 
for improving the UI l, 2 .  However, very little has been carried 
out in this regard. 

At present, the structure of the UI has had no major 
changes since it was installed in 1958. A large proportion of the 
data processing is done by hand. Computer analysis is only carried 
out for vital statistics, due to the small capacity of the current 
conputer capacity. 

Part of any plan for improvement of the data system is the 
need to icprove com~unication between the UI and the users of the 
information. Currently available data seldom satisfy user needs for 
conplete, reliable and opportune information. 

Very few professional staff are working in the UI at 
present. No biostatistician or health statistician works for the 
UL. Most of the technicians have not had fomal training in health 
statistics, and none of the technicians working in health centers or 
hospitals has had such training. 

Solotzano, J.: "Analisis del Fortaleci~~iento del Sistera de 
1nfom.aci n del Kinisterio de Salud Publica", Unidad de 
Progra~acion, M. S .P., 1983 

Propuesta para el Desarrollo del Sisterha de 1r.fcmcion del 
Ministerio de Salud Publica. Unidad de Info~.atica, D.G.S.S., 
M.S.P. prese~tada en la reunicn de OPS en Aqtigua, Guatenala en 
Hayo de 1985. 



UI r e p o r t s  a r e  n o t  c o n s i s t e n t  u i t h  e ach  o t h e r  w i t h  r ega rd  
t o  t h e  s e l e c t i o n  of t h e  d a t a  t h a t  a r e  p r e s e n t e d .  These changes  make 
i t  imposs ib le  t o  f o l l o w  t h e  t r e n d s  of s e v e r a l  h e a l t h  i n d i c a t o r s .  

I t  should  be noted t h a t  t h e  UI and t h e  prograrmning u n i t  
have prepared  two d i f f e r e n t  p r o p o s a l s  f o r  improving t h e  U I .  However, 
ve ry  l i t t l e  has  been done by t h e  M i n i s t r y  t o  inp lement  t h e s e  
p r o p o s a l s .  Techn i ca l  and f i n a n c i a l  s u p p o r t  from donor  a g e n c i e s  nay 
be needeb. 

15 .4  Methods t o  I ap rove  Data G a t h e r i n g  

I n  a d d i t i o n  t o  a  complete  r e - s t r u c t u r i n g  of t h e  U I ,  t h e  f o l l o w i n g  
s t e p s  should be t aken .  

1. A rev iew of t h e  pathway f o r  d a t a  c o l l e c t i o n  and 
g a t h e r i n g  should  b e  c a r r i e d  o u t .  

2 .  P r o p o s a l s  should  b e  w r i t e n  t h a t  would f a c i l i t a t e  d a t a  
a n a l y s i s  (by hand)  a t  a l l  f a c i l i t i e s  a t  t h e  l o c a l  
l e v e l .  

3 .  New precoded d a t a  c o l l e c t i o n  fo rms ,  e s p e c i a l l y  
des igned  f o r  computer d a t a  p r o c e s s i n g ,  must be  
deve loped .  

4 .  Review and implementa t ion  of new a c t i v i t i e s  t o  be  
c a r r i e d  o u t  by p e r s o n n e l  who c l e a n  and p r e p a r e  t h e  
d a t a  f o r  p r o c e s s i n g  i n  t h e  computer i s  needed .  

5 .  It  i s  impor tan t  t o  have  a c c e s s  t o  c o m e r c i a l  cor ,pu te r  
prograins f o r  d a t a  e n t r y ,  d a t a  a n a l y s i s ,  word 
p r o c e s s i n g ,  and p r e s e n t a t i o n  of t h e  d a t a ,  i n c l u d i n g  
t a b l e s ,  g r aphs ,  and f i g u r e s .  

6 .  Re loca t i on  of some of t h e  t e c h n i c a l  p e r s o n n e l  
c u r r e n t l y  on t h e  U I  i n t o  o t h e r  u n i t s  of t h e  XOH, and 
h i r i n g  w e l l  t r a i n e d  p e r s o n n e l  a t  a l l  l e v e l s ,  must be 
cons ide r ed .  

7 .  D u p l i c a t i o n  o r  m u l t i p l i c a t i o n  of h e a l t h  i n £ o m a t i . c n  
systems a u s t  be avo ided .  

8 .  No a c t i o n  should  be t a k e n  on any d a t a  c o l l e c t i o n  
d e c i s s i o n  b e f o r e  a  c o n p i e t e  agreement i s  r eached  
between t h e  U I  and t h s  u s e r s  of i n f o m a t i o n .  

9 .  P roposa l s  should  be  w r i t t e n  f o r  a  sampling p r o c e s s  t o  
pe rmi t  d e t a i l e d  annua l  a s s e s s a e n t s  of t h e  n o r b i d i t y  
s i t u a t i o n .  



10. An effective quality control system for data 
collection must be designed and inplemented. 

11. Evaluate the actual health information system in order 
to determine capabilities, limitations, and needs. 

12. Define specific objectives for the UZ with regard to 
the information needs of various health programs, 
health services administration, and vital statistics. 

13. Conduct a sampling process as a baseline for 
periodical assessments of outpatient health care. 

14 Develop a plan for a more efficient data processing 
using appropriate computer facilities. 

15.5.0 Recommendations 

It is recommended that: 

15.4.1. USAID review the EOH proposals for improvenent of 
the health information sector. This should 
include training of technical personnel needed to 
implement and maintain a fully functionin? health 
information system. 

15.4.2. USAID sponser a study on how best to carry out 
the necessary re-structurin~ of the current 
health information system. 

15.4.3. USAID gake a careful evaluation for financing a 
study of the need for com~le~entary computer 
facilities, such as a "mini" computer compatible 
with the mictocomputers of the MOH, as well as 
any necessary software. 

15.4.4. USAID nake a careful evaluation for financin~ a 
study of the need for ccmplementary cornwter - 
facilities, such as a "mini" co-puter cc-~ztible 
with the micro-computers of t?,e MU!!, as WE:! as 
any necessary scftware. 



CHAPTER 16 

CONCLUSION 

16.1 Overall Reccmendations 

The conclusion of this health sector assessment will, in the 
minds of some, be found in its specific recomendations. These have 
appeared in the various chapters of this report. The recommendations 
found in this chapter are the ones deemed to be of highest priority. 
They as well as the others address specific problems that have been 
identified as the various components of the health sector in 
Guatemala have been analyzed. Detailed discussions leading to these 
recommendations appear in appropriate chapters of the report. 

In actuality, the conclusion of this report is much broader. 
Chapter 1 defines the parameters within which individual 
recormendations may be measured. Issues appropriate to a policy 
dialogue and a general strategic approach to health sector problem 
are included. In the absence of these guidelines and directions, 
individual recorrmendations have little meaning. 

The reports' recomendations have been directed toward the 
United States Agency for International Development and what it might 
do to assist the Governvent of Guatemala in addressing identified 
problems. Every atte:npt has been made to keep these suggestions 
consistent with the objectives of the Goverment of Guatenala, the 
Pan k~erican Health Organization, and the United States Government 
itself, as represented by the Kissinger Comission and USAID. 

Regardless of the irrportance of individual recomendations, the 
highest priority needs to be given to a systematic a?proach, as 
presented in Chapter 1. Iio individual recornendation, even if fully 
implemented, can have the inpact of a coordinated and integrated 
attack on the health problems of Guaterr.ala. It is for this reason 
that "an incentive-based and nulti-institutional cornunity oriented 
primary health care systen characterized by prevention, infomatior,, 
training and service delivery" h3s been prepared. Ghen this happens, 
the miracle of Guateaala  ill be realized. 



Priority Recom.endations 

The priority recornendations are grouped under the eight basic 
policy recommendations found in Chapter 1. Those listed in a 
particular group are not representative of all recommendations 
included in the report that fall within this group; nor are they 
illustrative of all that can be said about that particular policy 
issue. Rather, they represent the major specific suggestions of the 
health sector assessnent for Guatemala. 

Incentive-based. It is the thesis of this report that human 
behavior is motivated, at least in part, by appropriate 
incentives. These apply equally to providers and consumers of 
health care. As was noted in Chapter 1, providers may be 
induced to more efficient and appropriate behavior by economic 
and professional rewards. Likewise, experience with health 
maintenance organizations and health insurance in the United 
States and elsewhere has shown that consumers of health care can 
be directed toward the more appropriate use of health services 
with various incentives and disincentives. 

Examples of this are found in Guatemala where Salud Total, a 
health maintenance organization, is currently rewarding plan 
members with a free month of care for each new member they 
enroll. This same plan is moving torward reimbursement of 
physicians based upcn the number of menbers for whom they are 
responsible (capitaticn), providing a "wellness incentive" for 
the provider. 

Non-monetary incentives are equally if not more important. For 
a health care provider in the field, the accurate and prompt 
analysis and return of data from the central collecting source 
can be a positive incentive to continued cooperation in data 
gathering. In Guatemala and elsewhere there is wide acceptance 
and use by mothers of imnization cards for their children, an 
apparent incentive to regular participation in the program. 

Two priority reco~mendations in the report highlight the need 
for incentive-based behavior. One of these relates to improved 
efficiency of the existing health care delivery system; the 
other to methods of assuring a more successful outcome of a 
particular progran effort - immunization. 



1. It is recommended that USAID promote provider 
incentives to insure the more efficient use of 
existing health personnel in public facilities of 
Guatemala. This includes support of projects which 
maximize use of outpatient facilities through an 
increase in on-site provider t h e  and a greater nunber 
of patient contacts per unit or provider t h e  
available. 

2. It is recommended that USAID explore the costs and 
feasibility of incentives directed at both providers 
and users of health services, especially during 
immunization campaigns. Incentives could take the 
form of immunization certificates for mothers, gifts 
for children, and soecial u n i f o m  for providers. 

Multi-institutional. A fundamental concept of this report is 
that, where possible, a multi-institutional approach is more 
effective and enduring than an individual or isolated effort. 
This is to be distinguished fr0m.a "multi-sectoral" approach, a 
term com.only used among international donor agencies. 
"Eulti-institutional" is used to refer to prograrrcnatic 
collaboration at the local level by agencies with a comqon 
objective - e.g., health or health-related agencies. 
"Multi-sectoral" projects involve a tern which typically refers 
to programs that cross disciplinary lines and require 
collaboration at the ministry level. While affiming the 
desirability of multi-institutional linkages, one of the 
recornendations warns against the potential confusion generated 
by a multi-sectoral approach. Exanples frcm Guatemala include 
health projects which, when combined with water and sanitation 
projects, have not always been successful. 

In addition to promoting collabcration &Tong various government 
agencies, such as the Kinistry of Health and Social Security 
Institute, USAID should work to promote closer working 
relationships a m n g  other donors and private voluntary 
organizations workicg in-country. An exacple of where such 
assistance would be helpful is in water and sanitation projects, 
where a variety of funding agencies have been involved and 
greater c~ordination is needed. Stiil another exacFle is to be 
found in the malaria control prograr?.. Here the public and 
private sector m s t  work together, if effective control messztes 
are to be mounted. 



Seven priority recommendations are found in this most important 
area. As noted, they range from inter-agency collaboration at 
the government level to public/private collaboration. 

1. It is recomended that USAID coordinate its progran 
activities more effectively with other donor agencies, such 
as the IDB and UYICEF. Particular attention should be paid 
to "Guatemala Sur" as a possible model for future 
milti-instituticnal program development. 

2. It is recomended that USAID encourage the development of 
mlti-institutional health projects at the local level, 
particularly those which involve governinent health 
agencies, including hospitals, the public and private 
universities, and the private sector, including private 
voluntary organizations where appropriate. 

3. It is recommended that USAID support joint efforts between 
the Ministry of Health and Social Security Institute, 
facilitating any steps to consolidate facilities and 
programs between these two organizations. 

4. It is recomended that USAID use its influence as a major 
donor to help achieve better planning and coordination 
between the various national organizations engaged in water 
and sanitation projects. Case studies of the quality of 
delivery system and their relation to health would be 
appropriate and useful. 

5. It is recomended that USAID promote better collaboration 
of the malaria control program with the general health 
services and primary health care system in the country, as 
well as PVOs and elements of the private sector (such as 
plantation owners, agricultural cooperatives, etc.). 

6. It is recomended that USAID support multi-institutional 
(including universities) operational research on various 
vectors involved in malaria transmission in order to 
develop new or nore effective neans of malaria control. 
Data on vector population densities, behavior, and relation 
to human activities should be considered and the results 
and data used in a stratification process. 



7 .  It is recomended that USAID recognize the challenge of 
inulti-sectoral projects, particularly when health concerns 
are combined with other (e.g., water and sanitation) 
directions. This implies limiting health projects to 
health concerns or supplying the necessary administrative 
and technical support to assure the success of 
multi-sectoral approaches. 

• Comnunity-oriented. Historically, community participation has 
not been a prominent part of health care delivery system in 
Guatemala. At best, local advisory cornittees are formed to 
work with health care providers in government owned and operated 
facilities. The concept of the "patronato," cormnon in El 
Salvador, is virtually unknown in Guatemala. That is, there is 
no tradition of consumer groups with authority, however limited, 
over progran and budget decisions in health care settings. 

There is, however, some sensitivity to the problems of a 
multi-lingual and multi-cultural population in adapting to a 
western health care delivery system. However, this 
understanding is infrequently translated into action. 
Accordingly, certain reco~mendations have been made in this 
report to enhance comunication between provider and patient in 
the cross-cultural setting. 

In addition, the report addresses certain issues which relate 
cornunity orientation to agricultura? production and nutrition. 
In Guatenala, as elsewhere, cash crc?s have often replaced crops 
grown for local consumption. These local food crops have been 
shown to be closely related to the nutritional status of a 
population. 

Reco:nmendations in the health sector assessment speak to the 
need for greater comnunity involvement in health delivery systen 
management, for both a study of and action toward inproved 
provider-patient comunication, and greater awareness of the 
need to produce crops which are supportive of local health needs. 

1. It is recomended that USAID suppcrt ptograns designed to 
move the puSlically funded Guatemlan heaith care delivery 
systeo at the local level toward greater degrees of 
c o ~ u n i t y / c o n s ~ ~ e r  partici~ation end control. This may 
range fro= the use cf local health advisory cormittees to 
develcpxent of cozzxnity groups, such as coo~era:ives, with 
badgetaty and decision making authority. 



2. It is reconmended that USAID support anthropological and 
sociological research in health and that implementation of 
this research should be an integral part of health program 
design, execution and evaluation. Focus should be on 
improved comnication between health care providers and 
their patients, drawn from different cultural backgrounds. 

3. It is recommended that, where possible and practical, 
USAID support program in language and cross-cultural 
training for health care personnel which will enhance 
comnication with and understanding of patient 
populations. Linguistic and cultural differences need to 
be incorporated as integral coqonents into all relevant 
health care strategies. 

4. It is recommended that USAID continue supporting 
agricultural programs and farming enterprises, especially 
those related to locally consumed crops because of the 
relationship between such crop production to nutrition and 
good health. 

Primary health care. This health sector assessment begins and 
ends with concern for the health status of mothers and 
children. Child survival is a constant and recurring theme and 
is a priority of U S A I D .  Oral rehydration therapy and expanded 
immunization programs are means of promoting child survival. It 
is the contention of this report that child survival will best 
be served in the context of primary health care. 

The report concludes with case reports on two model primary care 
programs, one rural and one urban. Both have a strong emphasis 
on maternal and chiid health. They provide a basis for future 
funding by USAID. Even if total primary health care programs 
cannot be funded. it ,my be possible to support nodel child 
health units within existing primary care centers. A model 
child health unit within a larger primary care center could 
indirectly stimulate positive change throughout the center. 

A particular concern of the priaary health care delivery system 
in Guatemala is lack of essential drugs. Even when health care 
providers are available and write prescriptions, drugs are often 
unobtainable. This is both due to cost and unavailability. In 
late 1986 the Ministry of Health was experiencing a crisis of 
confidence because of its inability to make affordable drugs 
available throughout the country. 



It is the concern of the health sector assessment not only that 
greater attention be paid primary health care issues such as 
those mentioned, but that correspondingly less attention be paid 
to high technology, hospital-based and tertiary care programs. 
Only when scarce resources are transferred from these areas, 
will support be available for primary care. 

Specific recommendations call. for establishment of model child 
health units in primary care health centers as a basis for 
promoting child survival activities. Preventive health 
activities are encouraged, as is the development of both an 
essential primary care drug package and the means to deliver 
it. Finally, these recom~endations actively discourage the 
investment of scarce resources in secondary and tertiary care 
programs, as well as the constructon of new health care 
facilities at all levels. 

1. It is recommended that USAID support oral rehydration 
therapy and eqanded imnization programs as a coordinated 
and integral part of the overall q h a s i s  on 
community-oriented primary care in Guatemala. Such 
activities could best be carried out in model child health 
units, to be situated in existing primary health care 
centers. 

2. It is recommended that USAID support projects relating to 
primary care and preventive medicine at the community 
level, such as the program in San Juan Sacatepequez, and 
which are carried out either in Ministry of Health 
facilities or in cooperation with Ministry of Health 
personnel. 

3. It is recomended that USAID, in collaboration with the 
Pan American Health Organization, support a complete 
analysis of the basic list of drugs being purchased by the 
Ministry of Health, in consultation with medical doctors 
from medically underserved urban and rural areas, so that a 
smaller list of primary care essential drugs can be 
prepared. 

4. It is recomended that USAID, once a list of essential 
primary care drugs is available, assist the Ministry of 
Health in ewloring alternative delivery mechaniszs 
involving the ?rivate sector and providing necessary 
incentives to assure tiaely and consistent product 
distribution. 



5 .  It is recommended that USAID not become involved in 
projects which will promote the further development of 
tertiary care medical practice in Guatemala or which will 
impose continuing operational obligations upon the 
Guatemala health care system that the Government of 
Guatemala will be unable to sustain without external 
assistance. 

6. It is recornended that U S A I D  join other donor agencies in 
avoiding involvements in high technology and hospital-based 
programs. Construction of new health facilities at any 
level is discouraged, at least until existing facilities 
are operating adequately and near capacity. 

Disease prevention. In Guatemala, where preventable diseases 
are prominent among the top ten causes of morbidity and 
mortality, disease prevention has the highest priority. Measles 
and tetanus, for example, is among the principal causes of 
infant mortality and may be prevented with immunizations. 
Diarrhea and respiratory diseases, commonly associated with 
preventable environmental health hazards, are usually listed as 
the two major causes of morbidity and mortality among Guatemalan 
children. 

Where resources are lizited and disease rates are high, 
prevention becomes the only cost-effective mechanism of 
control. The cost of preventing a case of severe dehydration or 
malaria is a fraction of the cost of treating the diseases. 
Preventive techniques typically may be perfomed by less trained 
personnel than is the case for nedical care. An example is the 
malaria control program, which relies upon volunteers for case 
identification and control. 

Possibly the nost cost-effective preventive technique is 
irmunization. Use of a proven vaccine against a susceptible 
disease is the essence of primary prevention. The major 
questions being debated at present is the nost effective way to 
pursue an immunization strategy -- mass campaigns or a more 
targeted "channelization," utilizing existing health care 
delivery sites and outreach. Where the necessary infrastructure 
exists, the latter approach is generally favored over t3e fomer. 

Mass carr.paigns, coupled with diligent case findings, were 
responsible for the eradication of snallpox. Other diseases 
have been eliminated from certain countries, but not 
eradicated. The opportunity exists in Guatemala to eradicte a 
troublesone disease (onchocerciasis) long associated with the 
country and a frequent case of blindness. 



It is recommended that USAID support the Guatenalan 
rcalaria control program, emphasizing the need to reduce 
dependency on household spraying with chemical 
insecticides. Support should focus on improvement of the 
suweillance network, increased knowledge concerning the 
ecology of the major vectors, operational research on 
alternative means of vector control, and improvement in the 
system of antimalarial drug distribution. 

2. It is recomended that USAID, in collaboration with other 
donors, make available an adequate supply of vaccines and 
other immunization products when and where they are 
needed. In Guatemala this may require the provision of 
certain major comodities, such as vehicles. 
needle/syringes vaccines and other cowonents of the cold 
chain. 

3. It is recomended that USAID eniphasize more highly focused 
and age-targeted imnization programs ("channelization") 
in areas of Guatemala where the necessary health 
infrastructurs exists. This would replace an emphasis on 
mass national canpaigns. 

4. It is recornended that USAID support a national campaign 
to eradicate onchocerciasis in Guatemala. This should be 
based upon the provision of Ivermectin for treatcent of the 
disease and a decrease in transmission potential, as well 
as focal control of the vectors in well defined areas of 
transdssion. 

• Health infomation. Throughout this health sector assessnent, 
the need for more accurate, comprehensive and timely data has 
been a recurrent theae. Data in the public sector are generally 
available, but of questionable accuracy and often delayed. 
Infomation also tends to be limited in focus. 

Data fro3 the private sector are essentially unobtainable. What 
exists is proprietary information, of ten not shared &Tong 
sinilar providers or institutions. In the case of private 
hcspitals/c?inics, there is not even a trade association -- 
reputedly for lack of ccnfidence by these institutions in one 
ancther. Ksans need to be found to obtain ir.;rove$ dzta on the 
private sector. 

Health plar,riing is presur.ably based on health data. khere data 
are weak, health plans will be weak. The Guateralan health plarl 
suffers an~ther deficiency. It fails to inccqorate budgetary 
considerations. Data are required on the econsr.ics of health 
care in Guatexla. These figures, in turn. nee5 to be ' 

incorporated into the Guatecalan health plan. 



The recommendations of t h i s  s e c t i o n  c a l l  f o r  USAID t o  work wi th  
t h e  Ministry of Heal th i n  improving i t s  h e a l t h  p lanning  
c a p a b i l i t y ,  inc luding  t h e  coupl ing  of budgetary c o n s i d e r a t i o n s  
wi th  h e a l t h  p l ans .  Two a d d i t i o n a l  recommendations address  t h e  
need f o r  a  study of p r i v a t e  s e c t o r  d a t a  and means of ob ta in ing  
t h a t  d a t a  on a  r e g u l a r  b a s i s .  

1. It is recomended t h a t  USAID a s s i s t  t h e  X i n i s t r y  of Heal th  
i n  improving t h e  Guatemalan h e a l t h  i n f o r n a t i o n  system, 
p r i n c i p a l l y  through s t a n d a r d i z i n g  t h e  c r i t e r i a  by which 
primary records  a r e  kept .  and seeking a  s e r i e s  of h e a l t h  
i n d i c a t o r s  t h a t  a r e  bo th  s imple  and e f f e c t i v e .  

2 .  I t  is  recommended t h a t  USAID a s s i s t  t h e  Min i s t ry  of Heal th  
i n  r econc i l ing  a c t i v i t i e s ,  norms, and procedures wi th  t h e  
r e a l  capac i ty  of t h e  system f o r  s e r v i c e  d e l i v e r y ,  i n  p a r t  
by inco rpora t ing  budgetary c o n s i d e r a t i o n s  -- and 
l i m i t a t i o n s  -- i n  t h e  U i n i s t r y ' s  n a t i o n a l  h e a l t h  p l ans .  

3. I t  is recomended t h a t  USAID suppor t  ga the r ing  d a t a  on t h e  
s i z e  and economic i m p l i c a t i o n s  of t h e  fo l lowing p r i v a t e  
s e c t o r  a c t i v i t i e s :  a )  p r i v a t e  h o s p i t a l s ;  b )  o u t p a t i e n t  
c l i n i c s ;  c )  p r i v a t e  p h y s i c i a n s '  o f f i c e s ;  d )  t ime s t u d i e s  of 
phys ic i ans '  a c t i v i t i e s ,  s i n c e  many of them hold m u l t i p l e  
jobs,  and e )  p r i v a t e  p h a m c i e s .  

4 .  It i s  recormended t h a t  U S A I D ,  i n  conjunct ion  wi th  t h e  
pub l i c  s e c t o r ,  suppor t  systems designed t o  a s s u r e  r e g u l a r  
and accura t e  r e p o r t i n g  of h e a l t h  d a t a  by t h e  p r i v a t e  s e c t o r  
i n  Guatemala. Th i s  should inc lude  development o f :  a )  
appropr i a t e  r e p o r t i n g  forms; b )  i n c e n t i v e s  t o  p r o v i d e r s  f o r  
the  u s e  of such forms; and c )  t imely  and accura t e  d a t a  
a n a l y s i s  and r e p o r t i n g .  

Personnel t r a i n i n g .  Adequately t r a i n e d  h e a l t h  personnel  a r e  the 
backbone of any h e a l t h  c a r e  system. This  i s  p a r t i c u l a r l y  t r u e  
i n  Guatemala, which i s  undersuppl ied  i n  v i r t u a l l y  a l l  c a t e g o r i e s  
of hea l th  manpower. I n  p a r t i c u l a r l y  s h o r t  supply a r e  those  
h e a l t h  p ro fes s iona l s  who c o n t r i b u t e  most t o  s e r v i c e  i n  medical ly 
underserved r u r a l  and pe r iu rban  a r e a s .  These a r e  t h e  Rural 
: iea l th  Technicians and a u x i l i a r y  n u r s e s .  

A poss ib l e  reason t h a t  phys ic i ans .  nu r ses  and o t h e r  h e a l t h  
p ro fes s iona l s  a r e  not  b e t t e r  r ep resen ted  i n  the underserved 
a r e a s  i s  t h a t  much of t h e i r  t r a i n i n g  i s  i n  t h e  c i t i e s .  A 
dec i s ion  was made some yea r s  ago t o  t r a i n , R u r a l  Heal th 
Technicians and a u x i l i a r y  nu r ses  i n  a  remote r u r a l  s i t e .  This 
appears t o  have been e f f e c t i v e .  



There is evidence in the literature that physicians are most 
likely to return to the location of their last training site to 
practice. Further, if their training is in primary care, they 
are more likely to practice in a medically underserved area. 
This would speak for training upper-level undergraduate and 
postgraduate medical personnel in remote locations and stressing 
primary care disciplines. A further advantage of this approach 
is that is provides services to needy areas. 

In some cases professional personnel cannot be induced to work 
in medically underserved areas in sufficient nunbers to meet the 
need. In these settings, the use of health promoters and 
traditional practitioners may be required. Private voluntary 
organizations have been particularly active in training health 
promoters in Guatemala and the Hinistry of Health has had 
successful programs in the training of traditional midwives 
("comadronas") . 

Recormnendations in this section are targeted on the training of 
health personnel in medically underserved service settings, 
particularly those personnel most likely to return to these 
areas to work. Err.phasis is given to the need for nore health 
promoters, Rural Health Technicians, and nurse auxiliaries, as 
well as trained midwives. 

It is recomended that: 

1. It is recomended that USAID support programs designed to 
integrate educational experiences and service opportunities 
for health science students by placing students in selected 
health care delivery settings, such as San Juan 
Sacatepequez. Such programs should bring together 
universities and public sector institutions in a comon 
purpose. 

2. It is recommended that USAID encourage programs designed 
to restructure the distribution of health professionals 
within the human resources system, putting greater emphasis 
on training those professionals such as Rural Health 
Technicians and auxiliary nurses, which have a proven 
record of service in medically underserved areas. 

3. It is recommended that USAID support incentive prograns 
designed to attract existing health professionals to 
medically underserved areas, be they urban or r~ral. F~ery 
effort should be made to institutionalize such program so 
that they are not conducted on an isolated or sporadic 
basis. 



4. It is recomended that USAID promote and support more 
training and supervision of unskilled aidwives to improve 
hygiene for child delivery care. These activities should 
be carried out as a compulsory task for physicians and 
nurses working in rural areas and for all health 
professionals during their supervised professional practice 
(EPS) .  

5 .  It is recomended that USAID support private voluntary 
organizations engaged in the training of health promoters, 
to the degree that these health promoters are integrated 
into a larger, coordinated health care delivery system. 

Service delivery. The end point of the health care delivery 
systems and of these recomendations is servicve delivery. If 
incentives, multi-institutional arrangements, cornunity 
orientation, primary health care, disease prevention, health 
information, and personnel training fail to result in improved 
health services, then they have been for naught. To the degree 
that better health services are associated with better health, 
such improved services should be the goal of this assessnent. 

The need for health services to mothers and children has been 
stressed throughout this repcrt. While much of the attention 
has been on the Ministry, attention should also be paid to other 
public and private entities. Projects meriting special 
attention are those associated with child survival, family 
planning, and water and sanitation. Given the crisis with drug 
distribution, this must be a priority service delivery concern. 

A concern for limited resources dominates most discussions of 
service delivery in Guatemala. Real per capita expenditures by 
the Ministry of Health have steadily declined since the early 
1980s. Until this situation can be reversed, there will be a 
net reduction in available services. Resolution involves both 
the Guatemalan economy and the proportion of that economy 
directed toward health care. 

Many of the recomendations of this report could be included in 
the services delivery section. Eight of the most important have 
been selected for inclusion. They stress the need to address 
high risk groups, encourage service expansion by IGSS, promote 
child survival programs, facilitate family planning, develop 
periurban water supplies, improve drug distribution, and 
increase aggregate public health expenditures. 



1. It is recomended that USAID selectively support public 
health programs within the Clinist,ry of Health which are 
directed at high-risk population groups such as women and 
children, with a goal of reduced morbidity and mortality. 
Possible projects might include oral rehydration therapy 
and immunizations, as related to comnicable diseases and 
malnutrition. 

2. It is recomended that USAID increase support of child 
survival programs conducted by the Guatemalan Ministry of 
Health. Particular attention should be given to activities 
aimed at extending coverage of health services, Ceveloping 
human resources, and improving the health infomation 
system. 

3. It is recomended that USAID should encourage the 
geographic extension of coverage offered by the Social 
Security Institute, to the degree that it can assist in 
promoting studies or other activities which will 
demonstrate the feasbility of a more conqrehensive system. 

4 .  It is recommendec! that USAID continue to work through and 
with private voluntary organizations when they can 
appropriately serve national interests. Areas to be 
supported include training of rural health promoters, 
extension of fa~ily planning information, distribution of 
surplus comodities, and participation in oral rehydration 
therapy and eqanded immunization program, among others. 

5. It is recommended that USAID continue to support fanily 
planning services, such as the one conducted by APROFAH. 
This is especially important for inaccessible rural areas 
and for educational programs in the use of contraceptives. 

6. It is recommended that USAID, in the design and 
implementation of future water arrd sanitation projects, 
place more eqhasis on the provision of water in periurban 
areas of the capital city and smaller cities of the 
country. 

7 .  It is recomended that USAID assist the Kinistry of Health 
in developing an iieproved dnig  distribution system for 
Guaternzla. This should include use of private voluntary 
agencies, such as A.?ROFAH, as well as for profit 
businesses, such as the alcoholic beverage industry. 

In this section thirty-nine priority re~om~endcations flowing from 
the 1986 health sector assessment have been recorded and reviewed. They 
have been grouped according to the eight principal policy recom,endztions 
of the report. A much larger nuzber of specific recornendations have nct 
been repeated here, but may be fcund in their respective chapters. 



All recomendations found in this section should be attainable. 
Clearly, resources will be required. A n  inportant resource, not always 
seen as such, is human will. This is found in certain ongoing projects 
in Guatezala today. Their very existence validates the potential for the 
present recomendations. These "models" of health care delivery are to 
be found in the following section, or case study, including the Primero ' 

del Julio and El Milagro health centers. 



CHAPTER 1) 

CASE STUDIES 

Primero de Julio and El Hilanro 

This health sector assessment ends with the story of four clinics. 
TWO of these are urban and two are rural. One clinic in each pair may be 
considered a "model," based on current realities, and the other a more 
typical example of what occurs in Guatemala today. 

The purpose of ending in this way is to remind the reader why a 
health sector assessment has been conducted, which is to make realistic 
recomendations for health sector development in Guatemala. It has not 
been carried out simply to reiterate figures published elsewhere nor to 
discover new data and to report upon it. Neither has it been conducted 
solely to assess the problems of the health care system of Guatemala and 
make individual recomendations for their resolution. 

This health sector assessment has been conceptualized from the 
beginning as part of a totality, where parts are seen in relation to the 
whole. Only when soluticns are proposed in their totality will they 
begin to address the problems identified. Only when a system plan is in 
place will there be a basis for analyzing individual program proposals. 
This was the purpose of Chapter 1, with its nore global policy 
recommendations. 

Whatever the problems and whatever the solutions, it must never be 
forgotten that everything suggested in this repcrt is directed toward a 
single purpose. That is to improve the health of the people in 
Guatemala. The reaity of this process can only be appreciated in the 
context of real world clinical settings--settings within which preventive 
and curative medicine may be practiced; settings which recognize 
cornunity orientation and practice primary care; settings which are 
compatible with disease prevention, information gathering, personnel 
training and service delivery; settings which reward both provider and 
patient for appropriate behavior and involve multiple institutions in 
their planning and program iuiplemen tation. 

Thus, we conclude this report with a brief review of two rural and 
two urban health centers. In the case of the n r a l  settings, San Juan 
Sacatepequez is presented as a model clinic; In the case of the urban 
settings, the model is seen to be the El Uilagro clinic. They are 
contrasted with two other, more tmical clinics, the rural San tlartin 
Sacatepequez and the urban Primero de Julio Clinics. In the o~inlons cf 
the authors, the very existence of San Juan and El Uilagro validates the 
general recoznendations of this report. 



17.1.1 San Martin and San Juan 

San Martin Sacatepequez and San Juan Sacatepequez are in different 
parts of Guatemala. San Martin is in the department of Quezaltenango, 
site of the second largest city in Guatemala. The community is within 
one hour's driving time of the departmental capital. It has a health 
center operated by the Ministry of Health. 

San Juan ~acatepequez is in the Department of Guatemala. It is 
within one hour's driving time of the capital city. While on the 
periphery of Guatemala City, San Juan (like San Martin) is distinctly a 
rural comunity. Unlike San Martin, it is part of a multi-institutional, 
community-oriented, integrated primary health care delivery system. 

17.1.1.1 San Uartin Sacatepequez 

The health facility in San Martin Sacatepequez is technically a 
health center, although actually more the size of a health post. 
That is, it has a waiting room for about ten patients and three small 
offices, each no more than 40 square feet. One is for the doctor, 
one for the nurse, and one for administrative functions. There is 
also some limited storage and general work space. 

San Martin is a health center by definition, because it has a 
physician. This physician is in his fifth year of service, having 
originally been ?laced there as a social service obligation. The 
doctor lives in Quezaltenango anc! cormnutes daily to San Xartin on his 
motorcycle. A graduate nurse also comutes daily. In addition to 
the physician and graduate nurse, there is one health inspector, one 
janitor and one secretary. There is also a Rural Health Techiician, 
who has his office in a separate building several hundred yards from 
the clinic. The janitor is the only employee at the clinic to have 
worked there during the guerilla movement of the late 1970's and the 
early 1980's. Other staff have come since that time. 

The clinic contains a pemanent data book (dated 1982). which 
contains annualized diagnostic infomation. These figures, which 
appear to be representative of limited data kept by the clinic, are 
shown in Table 17.1. Daily records are kept in a continuous log and 
are not separated by the day on which the patient is seen. 

An unannounced site visit was made to San Xartin Sacatepequez on 
August 28, 1986. The clinic had a small working refrigerator, which 
was equipped with vaccines obtained from the recently concluded 
national immunization campaign. The janitor began sweeping the 
clinic shortly after the visitors arrived. No patients were present 
at the time of the site visit (late morning). 



TABLE 17-1 

Condition 

Diarrhea 

Consultations 

180 

Upper respiratory infections 136 

Parasitic infections 131 

Stomach disorders 128 

Adult diseases 9 1 

Bronchitis 90' 

Pregnancy 8 3 

Protein-calorie malnutrition in children 7 4 

Anemia 5 8 

Tonsilitis 5 8 

SOURCE : Annual Log Book, San Hartin Sacatepequez Clinic, 
Quezaltenango . 

MOTE: Each consultation represents a single diagnosis on an 
individual patient and does not include repeat visits 
for this condition. 

About one half block from the clinic is the office of the Rdral 
Health Technician. Various posters hang on the wall, many having to 
do with the imunization of childre>. lie states that he has no noney 
for gasoline in order to visit frequently outlying areas, but carries 
out some visitation an)way. 

Near the office of the Rural Health Technician is a 
"mini-phamacy," l~cking core like a hot-dog stand than a p h a m c y .  
A snall array of d r a g s  is ccntainec! on shelves icside a tiny wooden 
building with a single cwncer to the outside. The phamacy is 
independent of the health center and the Rural Heslth Techr.ician's 
off ice. 



17.1.1.2 San Juan Sacatepequez 

San Juan Sacatepequez represents a collaborative endeavor 
involving Roosevelt Hospital, multiple Ministry of Health primary 
care delivery sites and the Francisco Harroquin Medical School. The 
program is a coordinated system of health care, serving a geographic 
area, rather than a single village or aldea. There is an emphasis on 
teaching and research, as well as medical care. 

The health post of Sagacavilla (part of the San Juan 
Sacatepequez service area) is attended by two "vigilantes." These 
are similar to health promoters in function, except that vigilantes 
(by definition) live in the small communities which they serve---not 
necessarily the case for health promoters. Indeed, vigilantes appear 
to fill a role normally associated with health promoters. 

The health post is a simple building, with one large room 
divided by curtains. The room is lined with maps and charts 
demonstrating the health status of the comnity. A single map shows 
every home in the aldea. 

A planned site visit took place on August 29, 1986. Uhen asked 
by the visitors on this planned visit who inhabited a randomly 
identified home, remotely situated from all roads, the vigilantes 
consulted their files and found the answer immediately. Secondly, 
when asked what the denographic and imunization status of this 
faiily might be, the health visitors provided this information. 
Finally, when asked to produce a detaileC medical history on each 
fanily member, this was accomplished. 

The health post at Sagacavilla is supervised by a young woman 
physician on the staff with Francisco Harroquin Medical School. She 
has been with the project just under one year. She also visits 
weekly in the home of a local cornadrona--or village midwife--in order 
to consult with patients selected for her attention by the 
comadrona. When patients need to be referred to the hospital, they 
are sent to Roosevelt, often in the company of the comadrona, who is 
well known to hospital staff. 

The project involves a training progran for medical students 
from the university, who participate in all aspects of patient care 
and comnity health. This concludes with a monthly meeting with all 
comadronas in the area, of which there are approxinately 35 now 
active. The physician and the medical students visit various 
healthposts throughout the San Juan area in order to provide both 
preventive and curative services. 



There is participation by voluntary and regional entities in the 
program. An example is INCAP, which oversees growth monitoring of 
children. Committees from various local communities assure at least 
some degree of cornunity participation in the project. 

Records on both morbidity and mortality are extensive and 
detailed. In addition to having annual figures for all conditions 
treated, comparative records are maintained for departmental, country 
and, in some cases, international rates. For exanple, Table 17.2 
provides comparative mortality rates for San Juan, Guatemala and the 
United States of America. The accurate collection and recording of 
information is an important part of the San Juan program, of which 
Table 17.2 provides only a limited example. 

TABLE 17.2 

MORTALITY RATE PEE THOUSAND RESIDENTS 

Region Rates 

Guatemala* 10.0 
United States of America** 8.7 
San Juan Sacatepequez*** 17.9 

SOURCE: *Hernoria e Lahores del Ministerio de Salud Publica y 
Asistencia Social, 1983 
**Estado Hundial de la Infancia, UNICEF, 1985 
***Registro civil de la Hunicipalidad de San Juan 
Sacatepequez, 1983 

Pharmaceuticals at San Juan are made available at the clinics 
through a revolving fund established by the Francisco Harroquin 
Medical School. After an initial purchase of drugs, the school 
arranged for these medications to be sold at cost to the people 
attending clinics in the region. Payinents for nedicines are used to 
purchase more medicines--- thus the revolving fund. A small storage 
area for these drugs is maintained at the headquarters of the 
Francisco Yarroquin Medical Schocl, which is a separate building 
located in the region. Cral rehydration salts are prepared by an 
aide working in this facility and distributed throughout the regicn. 

Key to oversight of the entire rcgional proga?, is a physician an  
the staff of the Francisco Harroquin Hcdical Schcol. Hc lives at the 
central facility for the school, which also contains classroox space. 
in the San Juan area. Training is prcvidcd there for both health 
personnel in the region, as well as nedical students frou the medical 
school. 



In these two programs, San Martin Sacatepequez and San Juan 
Sacatepequez, two health care delivery system have been 
represented. Both communities are approxinately equidistant from the 
two major cities of Cuatenala and are in rural areas. Both are 
served by a combination of physicians and other health personnel 
trained by the country's medical schools and the Hinistry of Health 
to provide outreach semices to their respective areas. 

In the case of San Hartin Sacatepequez, personnel are 
well-intentioned and comnitted to service within resource 
limitations. The prograa appears to stand alone in terms of its 
relationship with organizations other than the Ministry of Health. 
Record keeping is mininal, outreach is restricted and drugs appear to 
be in short supply. 

In the case of San Juan Sacatepequez, there is an extensive 
support system built by collaboration among Roosevelt Hospital, 
Francisco Marroquin Medical School and the Ministry of Health, among 
others. Teaching and research play a prominent part in the health 
care delivery system, resulting in extensive records on both patients 
and comnities. Referral patterns exist between the clinics and the 
hospital and oversight is provided by university-based physicians. 

San Juan Sacatepequez provides a model rural health care 
delivery setting which, by its existence, validates many of the 
recornendations in this health sector assessment. It is 
multi-institutional, cornunity oriented and dedicated to prirrary 
health care. It practices prevention, excels at informaticn 
gathering, and is centered around health professional training. 
Incentives for both providers and consumers nay be somewhat subtle, 
but may be found in a quality health care delivery system, designed 
to promote both professional and patient satisfaction. Hopefully, 
such a model will provide a basis for the Agency for International 
Development to structure its future health-related activities in 
Guatemala. 

17.2.1 Prinero de Julio and ElMilaftro Clinics 

The Primero de Julio and El Hilagro Clinics are both peri-urban 
health centers. Both are located on the periphery of Guatemala City, the 
fomer being much larger and older than the latter. Both are operated by 
the Uinistry of Health, and both relate to Roosevelt Hospital. 

Unlike the two rural clinics previously cited, where one was part of 
an integrated health program and the other was not, both Prineo de Julio 
and El Eilagro health centers are part of a large urban health initiative 
sponsored by UNICEF. Nonetheless, as a description of each clinic will 
show, they are quite different in their operation and orientation. 



17.2.1.1 Primero de Julio 

The Primero de Julio (First of July) Health Center was built in 
1971 and financed by the Banco Nacional de la Vivienda (National 
Housing Bank). The building in which it is located is quite large, . 
containing a laboratory (which is limited to simple blood, urine and 
stool procedures), various examining room for physicians, a dental 
suite, a separate pediatrics section, a room for child stimulation, a 
storage area for supplemental room, adninictrative offices, etc. 
Indeed, the facility is of such a size that it has been designated by 
the Intera~erican Developnent Bank for reconstruction and expansion 
to a polyclinic--one of three scheduled to be built in Guatemala City. 

The staff is equally large. It consists of 5 physicians; 2 
graduate nurses; 11 auxiliary nurses; 1 social worker; 1 'laboratory 
technician; 3 office workers; 2 sanitary inspcctors; 2 janitors; 1 
watchman; 1 Rural Iiealth Technician; and 2 dentists. While the 
physicians are not all full time, the Health Center does have a 
permanent medical director. In short, the Primero de Julio Health 
Center consists of some 31 employees working in a very large building 
with limited equipment, medications and supplies. 

The clinic is typically open from 7 to 11 a.m. and from 1 to 3 
p.m. In the afternoon services are limited to obstetrics, dentistry 
and medical emergencies. In the morning there is general medical 
care. The average number of medical patients, including pediatrics, 
seen in a day, is "between 30 and 4 0 . "  In addition to this, some 
"30" dental patients are seen daily. 

Thc reason why so few patients are seen in such a large building 
with so many staff is a matter of some concern, in a country where 
services and resources arc scarce. Theoretically, this could related 
to the facility being poorly located, an unlikely conclusion if it 
has been designated as a site for one of three new polyclinics in 
Guatcriala City. 

The reason appears to lie, rather, in the method by which 
appointments are made. The experience at the Primero de Julio health 
center may be indicative of what is happening at rany other pcblic 
health facilities in Guatezala. The answer is to be found in a stgdy 
carried out by IECAP at both the Primero de JulLc and El Hilagro 
health centers. A portion of their fintings regarding PrL.cro de 
Juiio follows: 



"The patient observed arrived at 8 a.m. to request a number and 
was told: 'blow no, because it is too late to receive a number, 
come back tomorrow, but come earlier.' The same individual 
arrived at 6:25 a.m. (the next day) and they opened the doors at 
6:45 p.m. to give out numbers to people who had already formed a 
line and were waiting. In other occasions the observed noted 
that they attended to persons who arrived *latev and also 
attended to emergencies. It seemed that care was given on 
demand when the number of patients was low."l 

This report goes on to note that even if the patient has an 
appointment in the afternoon, it is necessary to come between 6 and 7 
o'clock in the morning in order to receive a number. It also seemed 
that each physician had his or her quota of patients and became upset 
if the number of patients exceeded this particular quota. 
Unfortunately, physicians often came late or, on occasion, did not 
show up at all. 

The average waiting time for patients at the Primero de Julio 
health center was noted to be 3 hours and 15 minutes, this being 
measured from time of arrival to discharge time. This particular 
waiting time did not count time waiting in line for a number. 
Neither did it include time needed to fill a prescription, if 
medicine could not be provided by the health center. 

In the INCAP study, it was noted that health sector staff were 
frustrated and unhappy by the lack of supplies, medicines and 
equipment available to them. In general, the investigators found 
enployees at the health center conplaining a great deal about their 
working conditions. 

Referral relationships with Rooscvelt Hospital were described as 
not good. A particular case was cited where a patient was referred 
to Roosevelt Hospital, treated discourteously, and given a 
prescription--not medication. This patient later required admission 
to the hospital for a serious medical condition, presumably related 
to the first consultation. According to the report, "there was 
observed some failure of coordination between hospital authorities 
and the director of the health center."2 

There was no evidence of any community organization at the 
health center. Treatnent of patients by physicians was felt to be 
aniable and courteous, although at times paternalistic. Other times, 
the observers felt that physicians did not adequately describe 
conditions to patients, nor explain what steps needed to 5e taken to 
correct them. 

Hurtado, E. and Hernandez, B.: "Inforne Final del Estudio de Caso del 
Centro de Salud de la Colonia Prinero de Julio," INCM, December 1985 
(unpublished document) 

2 Ibid. 



The Primero de Julio health center is part of the "Guatemala 
Sur" project supported by UNICEF in cooperation with Roosevelt 
Hospital and the Uinistry of Health. This health center has been 
repeatedly described as "traditional," when compared to the other 
major health center involved in this program.3 That center is El 
Flilagro. 

The El Milagro (The Miracle) health center serves a newer 
peri--urban population than does the Primero de Julio health center, 
but, in addition, also serves a surrounding rural area. The total 
population served is about 66,000, approxinately half of whom live in 
the imnediatc area where the health center is located. 

Because the colony is new, there is no running water-in El 
Milagro. Water is therefore trucked into the center and pumped into 
large barrels in front of homes in El Hilagro. As with water, the 
community has no sewage disposal system and raw sewage m n s  open in 
the streets. 

The El Hilagro health center is a much smaller building than the 
Primero dc Julio health center. It consists of a medium-size waiting 
room, with a small nucber of examining rooms, a room for child 
stimulation, and a larger room where two Rural Health Technicians and 
one social worker are headquartered. The total staff consists of 1 
physician, 1 graduate nurse, 4 auxiliary nurses, 1 sanitary 
technician, and the 3 Rural Health Technicians and 1 social worker 
already mentioned--for a total of 11 staff. 

The number of patients seen daily at El Milagro is equivalent to 
that seen at Primero de Julio. The clinic is often crowded with 
patients, at least throughout the morning. Because of the more 
cramped physical quarters, patients and staff mix more freely and 
frequently than is the case in Primero de Julio. 

The Rural Health Technicians keep complete records with naps on 
all families outside of the urban area. They have the capacity to 
identify a house by nuaber, find all of the occupants in that house 
on an appropriate reference card. and then to document the health 
status of each menbcr of the far.,ily--iccluding the preventive health 
status (e.g., irnunizaticns). Because of the con.?lexity of the urban 
zone immediately surrouneing the health center, si~.ilar detailed 
records are not kept on fanilies who live there. 

Beyond its own staff, the El Hilagro health center is atten6ed 
by a general physician who is on the staff at Roosevelt Hospital and 
pediatric residents from the hospital. These latter residents rotate 

Op. Cit. Daily Activity Report, Novenber 6, 1986 



on regular six neck intervals, assuring coverage by a pediatrician at 
all times. (A similar rotational arrangement is in effect at the 
Prinero de Julio Health Center.) There is an overall physician 
coordinator for the program based at Roosevelt Hospital, whose job it 
is to assure coordination with other agencies as well as between the 
hospital and the health center. 

Uniike the San Juan Sacatepequez clinic described in the 
previous section, several of the principal objectives of the 
"Guatemala Sur" program hav only been partially satisfied at El 
Fiilagro (and less well satisfied at Primero de Julio). Coordination 
of patient referrals to Roosevelt Hospital is not ideal. No one 
accompanies the patients to the hospital and the patient is not 
assured of coordinated care upon arrival. Likewise, participation by 
the University of San Carlos, although technically part of the 
program, is less than is the case of the Francisco Harroquin medical 
school in the case of San Juan Sacatepequez. San Carlos University 
does send its students doing mandatory (EPS) services to El Milagro, 
but has a training program of its own for preceptorship assig~nents 
in a nearby colony (Carolingia). 

UNICEF plays a prominent role in the "Guatemala Sur" project. 
It provides salaries for the Rural Health Technicians and the one 
Social Worker who attend to the El Uilagro clinic. They are paid at 
Uinistry of Health wage levels, with a comitrnent fron the Ministry 
to extend their positin after LYICEF support is transferred to a 
future site. In addition, UNICEF provides some medicines and 
supplies for the clinic. The total UNICEF budget for Guatemla Sur 
is less than $100,000 per year. 

17.2.1.3 Guatemala Sur 

The "Guatemala Sur" project of Roosevelt Hospital and the 
Uinistry of Health has been briefly described in the section on 
UNICEF. Involving primarily the Prinero de Julio and El Uilagro 
health centers, it is a much newer program than the San Juan 
Sacatepequez program described earlier in this chapter. A t  present, 
it has a number of deficiencies which need to be corrected. 

The most impressive finding in relation to these two clinics--El 
Hilagro, in particular--is that they represent a coordinated effort 
by the Hinistry of Health, including one of its major hospitals, and 
a donor organization to solve a major urban problem. That problem is 
health care for the increasingly large number of people moving to the 
areas surrounding Guatemala City. Nearly 50% of the city's residents 
are estimated to live in these  barrio^.^ 

'4 Daily Activity Report, November 6, 1986 



It is of particular interest to this study t3at the project has 
begun to deal with problems of children's health and to promote child 
survival. The planning document for El Plilagro and the surrounding 
areas states the following: 

"Recently the South Guatemala Health Area initiated the planning 
of a project planned to improve the health of a marginal urban 
population, with an emphasis on the mothers and children, 
utilizing services from the various sectors and a strategy of 
primary care to facilitate access from the narginal urban 
areas. " 5  

The significance of this quotation is that the "Guatemala Sur" 
project is designed as a primary care project in order to impact on 
the health of mcthers and children. 

In a larger document describing the overall project purpose, the 
authors define primary care as 

"essential care bsed on practical methods and technologies, 
scientifically founded and socially accepted; designed to reach 
all individuals and families in a coz.unity, through their full 
participation and at a cost which the cofirunity and the country 
are able to support, in every stage of its developnent, with a 
spirit of self-sufficiency and self -detem,ination. "6 

A number of more general strategies are defined for the 
project. These include cornunity participttion, training cf 
cormunity personnel, training of institutional personnel, extension 
of the hospital to more underserved areas, organization within the 
hospital to deal with patients from these areas, develcpnent of new 
norins and procedures for the project, inter-sectoral (or 
inter- institutional) coordination, assurance of long-term financing, 
and technical assistance. Basic to the Guatemala Sur project has 
been the devclopnent of baseline infomation, obtained with the 
cooperation of INCAP. This should make eventual evaluation of the 
program's impact more meaningful. 

5 Situation de Salud y Natricion en la Colonia El Hilagro y Areas AieCa 
as, unpublished docuccnt, Roosevclt Hospital, 1985 
*'Progra~.a dc coordination institutional, extension de cobertura en el 
area Guatemala Sur, ccn enfasis en atencion !raterno-infantil--c10deio 
operative de atencion de salud," unpublished document, Roosevelt 
Hospital, 1984 



"Guatemala Sur" is not, in itself, an answer to either the 
problems of the peri-urban areas of medically underserved areas in 
Guatemala, in general. It is a promising start in dealing with a 
difficult situation. The "marginal" areas surrounding Guatemala City 
have been defined as those that are only marginally related to the 
benefits, the national economy and the society of Guatemala. As 
with any "marginalized" population throughout the world, individuals 
in these settings often lack education and skills needed to support 
themselves and their families. 

The needs of the marginal areas around Guatemala City and 
elsewhere in the country are enormous, as are the needs in the zural 
areas. It is clear that the resources do not exist in any individual 
agencies, be they public, non-governmental or private, to arrive at 
satisfactory solutions. Only when all are working together and 
moving in the same direction are solutions likely to be found. When 
that happens, the overall condition of the "Guatemala Sur" project 
can be realized. That is, to draw upon the: 

"LIFE EXPERIENCE of many people, the STRENGTH and LESSONS of 
many national programs; ... to IHPROVE THE QUALITY OF LIFE at the 
international level, putting an emphasis on the MOTHER and 
CHILD. 

It is for the purpose of improving the life of members and 
children everywhere, but particularly in Guatemala, that this report 
has been written. Its realization on a large scale will s i q l y  
magnify what happens wherever the life of a mother or child is 
spared. When that person--or persons--is allowed to live and grow, a 
miracle has occurred; the Miracle of Guatemala. 

' Ibid. 
8 ISid. 
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