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INTRODUCTION

This reconnaissance visit to Panama representgd the
first to a Latin American country by a DEIDS team. We
were particularly fortunate in that the Minister of Health,
pr. José Renin Esquivel, wés personally'iﬁvolved iﬁ evéfy_
aspect of our visit. -He arranged to have us see exampleé.
of what was being done to extend health services to all
citizens, with sbecial emphasis on thé rural communities; .
in the four Héalth Regions of the country. Ministry of
Health personnel of the central staff, in the régions, in
rural areas, and in the metropolitan area, were all most
cooperative. The USAID Health and Population Advisor,

Dr. Ernest Feigenbaunm, supplied‘thqrough background'infor~
mation on health in Panama and his excellent relatiégéhip |

with the Minister of Health was clearly indicatedithrough—

out our visit.



I. Summary and Recommendation

A. Points Favoring DEIDS Involvement

l. There is an active interest on the part of
the Ministry of Health (MS) in participating in a DEIDS
program.

2, - This is concurred with by AID/Panamé and Wash-
ington and by PAHO/Washington.

3. The provision of MS family planning and nutri-
tion services is being actively pursued and positive programs

have been initiated.

4, The organizational structure from the Ministry
down to the villages is sufficiently developed so a DEIDS
project could very expeditidusly be developed by grafting
onto an already existing framework.

5. The pattern of community involveﬁent and parti-
'cipaﬁioh is planned and already beginning.

6. A training program for village healtﬁ workers
and parémediéal personnel is already developing and has
great potential.

7. There is potential for a demonstration area in

the Central or the Western Region to serve as a Country~-wide

model.



8. While the country is somewhat ahead of most of
the Latin American countries in the planning.and implementation
of a DEIDS~-like approach, this may be a distinct advantage as
leésons learned and techniques and approaches developed heré

may more expeditiously be applied to other countries.

B. Questions Regarding DEIDS Involvement
'1. Although the Mihister of Health clearly stated
tﬁat he would not be interested in a totgl DEIDS project,
Panama affords the opportunity for a role in evaluating the
validity of the Ministry's approach. The Ministry of Health
is well on the way to developing an integrated health delivery
system with several impressive innovations. However, there i
no well developed evaluation system built into its plan. The
fact that the extension of services in both preveﬁtive and
pgrsohal health is on its way shoﬁldihot preclude the possi-
bility of a DEIDS projeét, which goulé make a significant con-
tribution in the following areas: |
ai .Systems analysis, management practices, .
evaluaﬁion and cost accountingi
5) development of an adaptive responsive
capacity to be able to adjust activities;
‘c) measurement of the critical factors of

health affected by the system;



4) URNring a Lalzmen lesteeed birth and

death Controy,

2. The requirement shae a pEIDS project cover an
area that is primarilYIIUral ma; 5;; pe met; One question:
that needs to be resolved is in regard to the cut-off number
distinguishing rural angd urban‘po§uldtion'grcups. The census
for Panama classified 42% of the population as urban, using
..1,500 as the line. This is certainly too low. There a;éfburteep
“urban localities” with a population between 1,500 and 10,000
and eighé of over 10,000.

Once the definition is agreed upon, we could deter-
mine thé.propoftion of rural to urban inhabitants there are in
the Central and in the Western Regions, which are~COnsidered
possible locations for the demonstratibn{

3. The other basic population question is théﬁ of
total population benefiting from a. DEIDS project. In Panama
there are only one and a half million people, one half million
of whom 1live in the two 1arge.éities. Therefore, the potential
beneficiaries in Panama are no more than one million. On the

other hand, Panama's influence on other countries may more

than compensate for this relatively small local potential.



c. Recommendation

That DEIDS give serious consideration to providing
the evaluation input requested by the Ministex of Health,
but that the fiﬁal decision await the xeports and analyses

of reconnaissance visits to other Latin American countries.



II. General
A. Geography and Climate

The Republic of Panama is situated on a narxow isthmus
which connects Colombia, South America, and Cogta Ricé,
Central America. On the north, the Republic is bounded by
the Caribbean Sea and on the south by the Pacific.0ceén.
The Panama Canai bisects the country. The total land areé
is 28,575 square miles, approximately the size of West
Virginia. The mountain chain, which Fraverses the countxy
longitudinally, approaches the Caribbean Coast. Because of
the humidity, jungles and other unfavorable conditions, this
area hés'been sparsely populated. The most important central
.part of the country from'fhe standpoint of economic productiyity
is'locaﬁed on the Paéific slopes and coast (the metropolitan
area and the agricultural zones of Chirigui and the Central
Provinces)i The major.part of the population is located iﬁ
this sector. There is little economic development in the
eastern part of the country which is also only sparsely
populated.

In Panama tropical climate predominat?s with consis~

tently high temperatures throughout the year, averaging 77° F.
In the mountainous zones the temperatures are a little lower,
but it still cannot be considered cold. Due to the differences
in the rain pattecrns, there aré regional differences in

climate. Tn the majority of the country the ecarly months



of the year are dry with rains from May to November oxr
December, more intense toward the end of the period. In the
central 1owiands the dry season is more accentuated, the
annual precipitation flgctuating between 40 inches and 60
inches. In certain areas of the Caribbean slopes, due to

the mountain rains, the rainfall is heavy (120 to 160 inches)

and there is virtually no dry season.

B. Administration and Politics

The National Guard of Panama (the country's'only
militia) is the keeper of.tﬁe peace, and its head, Briéadiér—
General Omar Torrijos Herrera, is the sfrong—mah at whose
pleasuré'the civilian Provisional Board of Government éerves.
The Board, which has nominal legislative and executive powers,
consists of hand-picked President Demetrio B. Lakas and
Member Arturo Sucre P. Comprising the Cabinet are the Board
and ten ministers who are charged with the responsibility of
implementing policy and administering State programs.

General Torr%jos celebrated October 11, 1972 as the
fourth anniversary of the military coup that brought him
to power. On that date, the regime assumed a-ngw legitimacy
as it began a six-year "constitutional"'term authorized by

the 505-member Consultative Assembly, elected on August G, 1972.



Despite the absence of an actual Constitution; Gen. ‘Torrijos
has consisfently promised a gradual return to that basis of
government without specifying a timetable.

Regaréless of the apparent similarities between
this and ofher military regimes, e.g., controlled elections,
‘press censorship, and little or no opposition, t£is uniquely
téilored~for—Pahama style of "democracy“ deparés from tradi-~
tional molds iﬁ that its benevolent nature and sogially
ofiented programs respond to real Panamanian needs. Repeated
indicati&ns of the éonsequent popular support achieved by
the regime were observed by the reconnaissance team. The
Administration has developed a remarkable degree of stability,'
which must be considered in comparing Panama with other Latin
American countries in terms of éhoosing the.site for a DE;DS
project.

The country is broken down politically{into nine
provinces among which are a total of 64 disfricts. The
districts, which correspond to the territorial limits of

the municipalities, are divided into counties (corregimientos),

C. Demographic and Statistical Data
The Panamanian population is composed of various

racial groups and mixtures. There arce the Guaymi, Cuna and



Choco Indians, blacks descended from the Cimarrones " (who
originally came from Jamaica to help build the Canal),
Chinese, East Ipdians, whites of Spanish ancestry, and a
large number (about 72% of the population) who are "mestizo"
(a blend). The total population of approximatelé 1;5 ﬁiilion
is among the smallest in Latin America. - There is a 3.3 percent
annual natural growth rate (Appendix C, Table 1).

The urban population has risen’f;om 41.5% of the
total population in 1960 to an estimated 48% in 1970,'and is
expected to be 59% of the tétal by 1980. However, the.cenéus
defines "urban" as any settlement of 1,500 feopie or more
with cérkain facilities available (electricity; water supply,
school, etc.). Only five of 21 urban settlements had popula~-
tioné of 10, 060 or over. The_sméller urban areééihave the
tradltlonal rural cultural pattern. ‘One-third of the'totai
populatlon is located in the two 1arge Cltleo on elther enc
.of the Panama Canal, COlon and Panama Clty. panéma City,
the capital of the Republic, alone contaihs over one-quarter
of the country's population and has been grow1ng at a rate
well above the national average. The'number of people below,
15 years of age represents 44% of the population and those

above 65 represent about 3.5% of the total.



D. Economics

Compared to other Latin American countries, Panama
is relatively high on a scale of economic and social develop-
ment, measured by such simple indices as $624 per capita GNP,
78% literacy rate, and a 1/1800 physician/population ratio.
Average statistics for the country, however, hide the great
differences betﬁeen urban and the rural areas..

It is interesting to note that there was a, tendency
for the per capita income in Panama to increase up to year 1970,
amounting to 468 balboas (=$468) per person in 1965 and |
reaching 476 in 1970. From there on the projection indicates
diminighing per capita income, from 471 in 1975 to 456 in 1980.
This is coﬁsidered to be caused by the increase in the popula-
tion growth, which, after 1970, is supposed to cause an im-
balance with the annual increment of the gross natioﬁal product,

Non-official figures, obtai;ed from a special studyl
indicate that although the per capita income in the whole coun- |
try was 637 balboas in 1967 (note difference from official
statistics in preceding paragraph), in the urban commercial-
"industrial areas (cities like Pahéma, Colon and their environs)

it was actually 1,125 balboas while in the interior of the

Republic it was 239 balboas.

1Graduate thesis of Edilma Lopez, Faculty of DPublic Xdministration
and Commerce, University of Panama, 1969.
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Eighty percent of Panama's Gross DomestiE'Product
is generated in the cities. The largest eumber of urban workers
are in service occupations. Industry, commerce, and construc-
fion activitiee have all expanded greatly in recent years. .
Panama has alwaYs been an important commercial center and’
1ncreasxng empha51s is belng glven to commercmal expan81on.
Wages are hlgher in the cltles than in the rural areas.
Unemployment has been a relatiVely low and stable 6-7% annually,
and'inflatioh has not been a major preblep.

Potable water-supplies are available to most of the
urban population. A>1esser butlstill high percentage ¢f the
re51dents have some means of waste disposal available. A sig-
nificant amount of develoPment ass1stance has been allocated
to expansion and.improvement of urban housing and water and
sewerage systems to meet the demands created by increasing
~urbanization.

On the other hand, urban living conditions are peer
.foE'Ehe 1arge bulk of the populatien. A small'uﬁber class ahd
a growing middle"class live in relative luxury. Heusing for
the poor consists of either wooden tenements or‘pf the."casas
' brujas," shacks constructedAliterally overnight.by those who -
cannot afford to rent the tenements.

Despite this urbanization and modernization, agricul-

ture still employs a very substantial number of people. Bananas,
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the country's chief export, are grown in Chiriqui P#ovince by
a subsidiary of United Fruit Company. However, other large~
scale agricultural operations are rare, important segments of
those being in the production of rice, beef and shrimp. Most
of the farming is QQne‘pn individual farms by traditional
methods.

A recurring problem in Panama/United States relations
is the sovereignity over the Panama Cana} and Canal Zone,
currently owned and operated by the U.S. Both economic and
social factbrs relating to the Canal have been sources of
conflict. The Canal and the Zone have been of primary impor-
tance in.developing Panama's economy, parﬁicularly the
commercial and industrial sectors. Although an estimated 5%
of the Panamanian labor force worké in the Zone while living
in the'Republic, revenues relating to goods and services
provided to the Zone account for app;oximatély 20% of the
Gross National Product.

Panama has méde a national commitment to accelerate
economic and social devélopment és manifested by improvements
in health, education, housing and economic reform. This .
commithent was demonstrated by its pérticipatioﬁras a.signatory
of the Charter of Punta del Este, which set forth specific goals
for the decade 1961-1970, including economic growth, elimination

of adult illiteracy, and increase in life expectancy.
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E. Education

Under thg Constitution of 1904, education is free
for all children from the ages of 7 to 15 and compulsory until
the child has either completed six grades or reached the age
of 16. Primary school is a 6 year program emphasizing aca-
demic subjects such as Spanish, math, social studies, and religion.
Criticism of this emphasis has led to the inclusion of "prac-
tical" subjects such as agriculture, science and hygiene,
manual arts, and.home economics. English is taught in the
fifth ané sixth gradeé.

Secondary school is divided into two cycles of three
years each. The first cycle is intended to continue the general
background of academic subjects, Those who do not wish this
program may také the Sewing Program (3 years plus an optional
year), the nautical training program (1 year), or the
Vocational program (3 years, terminal). Sﬁudents who have

éompleted the first academic cycle may follow a three year academic

program leading to the bachillerato, three year programs in
Agricﬁltural, COmmerciél, Vocational and Normal (teaching)
sfudies,_a two year program in Home Economics, of an Industrial
program offering classes in special skills..

The University of Panama in Panama City was founded
in 1935 as the final step of the public system. 1In addition

to the public systom, there arc a number of private schools
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and one private university, Santa Maria la Antigua-in Panama

city, founded in 1965. The traditional practice of studying

abroad continues, particularly on the university and graduate
levels.

The educational system still does not reach all the
children, even. those in the compulsory schooling-age group.
-ﬁeas§nable estimates of enrollment and completioﬁ are ﬁhat
of those entering primary school, 44% complete 6th grade; 30%
enter secondary school, and 22% complete the first cycle;

14% enter the second cycle and 9%'completé it; 6% enter the

University and 0.7% complete it (367 g%aduates in 1967).

F. Religions, Cultures, and EBthnic Groups, Including Health
Beliefs and Systems

Most of the population belongs to an originally
Spanish cultural group. Some indigenous groups which were not
cplonized éxis£ in the west and in the east. Some zones of
the Caribbean coast and of Dérien are ﬁbpulpted with hegrbes,
descendents‘of slaves and free negroes of the colonial pefiod
who speak Spanish, but expresé‘the artistic manifestations of
their African heritage. In the main cities (Panama City and
Colon) there afo colonieé of negroes who arrived from Jamaica

and Antilles Menores for the construction of the canal.
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Spanish is the official language spoken by the majority
of the popu%ation, with variations in accent and pronunciation
in each province. Some indigenous groups speak their own
languages and somevof‘the negroes speak a peculiar version
of English.
~ In many fundqmental aspects, the fqlklé;evis per-

ceived to have an African influence.

G. Policies and Laws Concerning Family Planning

Panama's interest{in population programs was initiated
in 1966 when the Panamanian Association for Family Planning
(APLAFA) opened a pilot clinic in Panamaicity, and in
succeediﬁg years opened five more.‘ This private organization
is an affiliate of the International Planned Parenthood
Federation.

By 1968 the Ministry of Health (MS) began developing
a nationwide family planning program. A National Committee
for Demographic Pollcy (APLAFA) was esLabllshed to coordlnate
the program, a director was appointed, and APLAFA began to
turn over its clinics £o Government management.

APLAFA continues to maintain aﬁ.active role in infoxr-
mation and education. Activities have included local training
courses; distribution of literature; promotion‘of family
planning through press, radio, and TV; and motivational work

among many groups.
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Population/family planning policy has become clearly
favorable in Panama. The MS is sponsoring wide TV, radio,
and newspaper .promotion, as well as billboard advertising and
other activitieé, encouraging famiiy planning participétion.

The Family Planning Program of the MS, which last
year offered services in over 46 clinics; is addiﬁg'ls more
clinics this year. Nine one-week courses in family planhing
have been given in recent months to 400 health center, health
committee, and Social Security representatives. A total-of
1,600 citizens have attended community conférences on population
and family planning. Four hundred primary school leaders have
attendea'seminars on improving hygiene and sex education
instruction in the country's school systems.

All the health facilities visited, including hospitals
and health cen?grs, are conducting MCH programs with Family
Planﬁing activities including education and services. 1In
general, the patients prefer the "pill" rather than any mechanical
cqntfaceptive devices, since there has been a lot of misinfor-
mation and erroneous ideas about the use of the I.U.S. Theré
is a mass educatioﬁal campaign throughout the countfy via bill~
board, radio, and television fradio spots about family planning

were constantly heard over the radio).



IIT. Health Administration, Responsibility and Activities

A. Official
The present "Revolutionary" Government lost no
time in confronting the health problems of decades: limited
funds and duplication of services, personnel and facilities.
Three_months é%ter coming to power, the Government assigned
the newly-created Ministry of Health (MS),which had previously
been combined with Labor and Social Welfére, the task éf
devising and implementing a pational health plan to integrate
governmental, semi-autonomous and autonomous systems and to
mobilize private and public resources fo; its support (Appendix C).
The Minister of Health bésed his pianning on the
following principles:
-~ directing all health activities toward the achieve-
ment of é higher level of health for all the people:
- effective community parﬁicipation in the.solution of
its own health problems through an intense educative
process which stimulates its organization;
- definition of an organized work plan to translate
the above concepts into action;
- restructgring of the technical and administrative
organization of the MS and consolidation of

activities into four basic programs;
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- incorporation into the body of MS, technicians,
advisors from allied fields such as ecology,
geography, demography, agronomy, sociology and
anthropology in order to achieve greater understanding
of communities' socio-economic factors;

- streamlining and forﬁifying administrative and legal
supbort functions;

- increasing patient coverage through decentralization;

- improving personnel qualifications and selection
procedures, and intensification of training programs
at all levels;

- revision and implementation of more efficient utili-
zation of physical facilities;

- to underscore the goal of reaching all the people,
the renaming of the MS Department of Health Planning
as the Department of Population and Health Planning.

Under the devised plan, the Ministry of Health has |

four basic health programs:
Maternal-child (prenatal; partum; postpartum; fertility
regulation; cancer detection; gynecology and family
planniﬁg; nutrition; immunizations)
- Adult Health (food-handlers control; venereal

diseases; cancer control; cardiovascular diseases;
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accident prevention; mental health; tuberculosis)

- Enviropmental Sanitation imalaria eradication; pilk
pasteurization; community construc?ion of water -
systems, latrines, sewerage systems) -

- Administration (community organization and cooxrdi-
nation with the other three basic heélth programs;
MS printing aﬁd binding; audits; accounting; training)

The following administrative structure has been

devised to implement the plgn. The national level in Panama
City inciudes the Minister, the Dirécéor General Of ﬁeélth.(the
chief executive officer), his assistant, four basic program
directors, subsidiary program staff, technicians, and admin-
jstrative and other support personnel (Appendix C, Table 2).
Following the structure to the reéionai leﬁel, the
Regional Director (M.D.) reports through the Director General
to the Minister. Budgets are p¥epared by each feéioh and
approved by the MS, while final decisions regarding hiriné,
firing and inter-regional transfers are made by the MS, aftgr.
considering the regional director's recommendations. Salaries
are paid directly by the MS. Regional hospitals serve as
compilation points for monthly statistical repoéts from sub-~centers,
centers and sanitary areas. Regional hospitals also serve as

referral centers for patients needing special attention, as well
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as serving as home bases for mobile medical ?eams comprised of
doctors, dentists, nutritionists, family planning educators, etc.

Each sanitary area includes several integrated ned-
ical centers (IMC) which'consist of a small hospital with OPD “
and health center facilities. Under each IMC there are several
healtﬁ centers and sub-centers, staffed with éuxiliary personnel
(Appendix C, Table 3).

For example, health facilities for the 415,000
people in the Central Region now include 9 hospitals and 20
health centers, some of whiéh are in the process of being
converted to.integrated medical centers; In addition there are
55 sub~center§ and 155 points which are regularly visited by
medical teams. Of the latter, 130 have already organized health
committees,

The Integrated Health Plan depends on the develop-
ment of organizational capability in each community. 1In
December 1970, deernment Decree No, 401 created Health
Committees as legal entities, whose functions were to undertake
the responsibility for developing local health priorities, rosoﬁrces
and programs. (Appendix E) The number of such_committees'haé
grown from 40 in 1970 fo nore than 500 in mid-1972. fThe target
is to have 1,500 Health Committces functioning by the end of
1974. PEBach sanitary area has a Federation of Health Commi.ttee

Presidents and at the regionul leve). there are Confederations,
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The Community Health Program is divi@ed into three
basic components: (a) health services, (Db) nutrition, and
(¢) water supply. In component (a) teams of MS technicians
will work with the CHC's in providing immunizatidns,'hééith
education, maternal/child care, adult medicine, family planning,
and improving sanitation. Component (b), nutrition, is designgd
to combat wide—spread malnutrition by educating the cémmunities"
in the importance of a balanced diet and teaching them how to
grow greater quantities of more nutripious foods. Equipment,
fertilizer, insecticides and seeds will be éupplied in conjunc-~
tion with training to establish community gardens. The additional
food pfoduced will be for those who participate and provide a
demonstration of the benefits of modern agricultural practices
to the entire community.. Compopént (c), Water supply, will
assist communities to build 200 rural aqueducts and install
1200 hand éperated wells in those communities willing to
provide the 1aﬁor and able to pay the cost of maintaining the
system, |

It is the responsibility of each community through
its elected Health Committee to identify and to assist-in
solving its health problems, drawing on the expertise of the
technical team provided by the MS. Specifically,~communities
must resolve their problems of malnutrition, lack of potable

water, and disease prevention, while groups of communities’ must
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coordinate the solutions to problems of housing, el?ctricity,
roads, trash disposal and sewerage. Finally, each Sanitary
Area Federation organizes resources relétive to specialized
services, the cost of medicines, hospitalizations, equipment,
etc. Thus tﬁe central focus is cn self-help to modify
disease inducing conditions.

The reconnaissance team had the opportunity to observe
an organizational meeting in a semi-rural area called Tocumen.
The health seminar's purpose was to report the results of a
house-to-house sample survey carried out previously by the-
healfh committee with the guidance of the technical team and
local heglth center personnel. Impressive charts and graphs
had been prepared by the specialists and were interpreted in
layman's terms to the more than 150 conmunity members partici-
pating. Excellently organized and conducted, the meeting began
by distributiné agenda. The gathering was divideé into four
.discussion groﬁps in separate rooﬁs which‘elected their own
presiding officer and a secretary. For example; after presen-
tation of facts from the survey, the health educator retired to
allow the group to reach a solution on its own., Specific
discussion topics included potable water, nutrition, and envir-
onmental sanitation. Later; all participants reassembled and‘

cach group's secrctary read their recommendations on each point

and impromptu comments were encouraged. The Minister of Health
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closed the meeting by making it perfectly clear that the MS
was not there to do anything for the community; it was; however,
willing to work with it to help overcome the problems. The
next step, we were informed later by thg MS, was to compile
the recommendations anq to convene a subsequent community |
meeting to map out specific courses of action. fhe openness
of cpmmunicatidn and active participation of so ﬁany residents
were exciting to watch, and the Ministrx's’staff did a superb
job. |

The Ministry of Health does not pretend to have solved
all its problems. The constraints of difficult access to
remote areas, shortage of doctors, dentists and nurses, dupli-
cation of services and facilities remain. Finally, the MS
acknowledges~that.it haé not ye£ built in an effective eval-
uvation/analysis instrument to determine the precise social and
health impact 6f its program. It is in this evaluation of pro-
gram elements that DEIDS might make its best contribution.

With all the problems he still faces, The Minister
has taken steps toward closing the gap between what he calls
"the normal curve of life" and Panama's., He is, in fact, "getting
the doctorsléut of the hospitals to where the pioblems exisﬁ.;

In addition to the delivery of health serviées through

the Ministry of Health route, medical care is provided by the '



Social Security Agency through the various hospitals and
clinics it operates and through contract services in brivate
facilities. The Social Security offers ho organized programs
for preventive medicine or for the community. The'amalgama~
tion of the SOéial Security health services into the Health
Ministry's plan, already approved by the Government's Consul-
tative Assembly, is now in the process of execution.

A large portion of curative care is provided by
privafe physicians, some of whom wofk part~time for the Govern-
ment, Mds# of this care is on an OPD basis, as there are only’

250 private hospital beds in the country.

B. Extéfnél Assistance

Assistance has been given to Panama by various bilateral
and multilateral organizations. (See Table 5)

l. Bilateral - AID, CARE, Great Britain

'2. Multilateral - PAHO/WHO, IDB, UNICEF, IPPF

3. Voluntary Organizations - Catholic Relief

Services, Rockefeller Foundation, etc.

This assistance has been given gé shown in Table 5,

which is divided by type of programs suppérted.__Récent

support, present support, and some still forthcoming are in-

cluded. The sums of money are only approximate since negotiations
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are still underway in some cases and the actual expenditures
were not avgilable.

A-U.S Government (AID) Health Sector loan has
just been authorlzed and is under flnal negotlatlons with
the Government of Panama. It totals $3, 800 000 of whlch
$100,000 is earmarked for technical studies and gvaluation.
This 1oan représenﬁs an investment in the expahsiqn of the
present activities of the Ministry of Heaith for providing
more effective health services and for reaching forﬁerly
inaccessible members of the population by decentraiizing iés
activities and transferriﬁg pe:sonnel ;nd resources into the
rural areas. The proposed loan will provide resources to the
MS integrated community healfh program both for potable water
and community garden plot segments. ‘The loan funds will‘aiso
provide some transportation in support of basic health.éfforta

in maternal/child Care)'adﬁlt'health.and health education.

C. The manpower and womanpower-situation relatiyg to physi-~
cians, nurses, auxiliary/nurses and dentists was as follows:
.5.4.physicians/10,000 populatién
- 7.6 nurses/10,000 population
- 12 nurse auxiliariés/lo,ooo popuiation-
0.9 dentists/10,000 population

Two 1968 studies estimated that 700 physicians were
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approximatel§ 5;4 pﬁysicians per 10,000 people in the nation.
This ratio is roughly.one—half of the U.S. ratio and far
surpasses the WHO éinimum of one doctor per 10,000 people.

Approximately 70% of all physicians are located in
Panamé éity which means that Panama City has more than double
the national physician/population ratio. The cohcentration of
physicians in the city of COlO; also exceeds the national
. ratio., The province of Veraguas suffered a steady loss of
physicians over the last five years, while the province of
Darien had no in;rease. (Appendix C, Table 4)

At the present time the medical school of the Univer-
sity of Panama graduates 20 to 30 physicians a year. It con-
tinues to be customary for many students to attend medical
school in other countries, primarily in Mexico and Brazil.
All students must spend their first year of internship in
one of the largér hospitals and their second year in a rural
health situation. The same requirement applies to nurses and
denﬁists.

- It has been the hope of the Minister that a number
of the persqnnel, after working in a rural setting, might
choose t;.remain there. However, this has not been realized
to any measurable extent. A nunber of doctors who originally

came from rural areas, primarily with interests in pediatrics

and public health, have chosen to remain in rural health
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services. However, a large number of doctors, with whom our
team had the opportunity of discussing future aspirations,
planned on specializing in the United States or Brazil and
practicing in an urban setting. The Minister of Health
believes the only way to counteract this tendency is to change
the form of medical education so that community health, in the
t;rms he defineé it, will be the basis. He does not plan on
waiting too long before attempting this major alteration in
the present curriculum,

A 1968 WHO survey listed 968 "fully gqualified nurses,"
24 assistant nurses and 1,397 auxiliary nurses. This means
that thé'rétio of fully qualified nurses to practicing doctors
is 1.3 to 1, less than the WHO minimum standard of 2 nurses
for every physician. The distribution of nurses is essentially
-the same as thﬁt 6f physicians, with 70% located in the pro-
.vince of Panama, 5% in Colon, and surprisingly an additional
10% in Chiriqui. (Appendix C, Table 5)

In a country with limited health resources and per-
sonnel, nuréés could be more widely and economically used for
'primary medical care:; however, because of the relative shortage,
this is not really possible. The conversion of the nursing
education program to a degree program at the University of
Panama may improve the quality but limit the quantity of

trained nurses from that source.
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The recent inauguration by the Minister Q? Health of

a two-year school for nurses is one approach'to relieve this
problem. Tﬁe present class (first) has 70 students and the
subsequent ones are expected to have 200 per class. The
Ministry realizes that the graduates will not have complete
training, but they w111 be sufficiently trained for rural
areas. Later, if assuming specialized or administrative
duties, they will be sent for additional training. There

was apparently a very high morale, with real pride on the
part of the staff and students. The texts and references

used indicate a heavy emphasis on family planning.

D. Budget

Approximately 17.5 % of the current governmental
budget goes to tne Ministry of Health. Because health care
is delivered th;ough several mechanisms (See III, A), it is
difficult to determine the totél amount spent for care, fhe
present government recognizes health as an integral part of
sécio;économic'development, and has regularly increased the
Ministry.of Health 5udget, absolutely and relatively.

The gdvefnmcnt is currently spending substantial
additional amounts on medical care through the Social Security
Agency. It also provides a liberal budget to an autonomous

agency called tho National Water and Sewerage Authority.
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IV. DEIDS -~ Special Considerations and Criteria

A. Attitudes of USAID and MS of Panama'

There can be no doubt as to the desire of USAID/
Panama to have a DEIDS prdject underx way‘in that countfy.
The Health and Population Advisor of the Mission, the Mission
Director and Assistant Director all expressed very strong
support. They see DEIDS as introducing an important planning
and evaluation activity into an evolving health delivery system,
which is .not differept from DEIDS in general concept.

if the Minister of Health were not extremely inter-
ested ip DEIDS, our invitation would not have been forthcoming.
The Miniéter oriented us to his coﬁcepts for almost three hours
at our first meeting and actually was present at many of the
sites we visited in other parts of the country. He showed
his intense interest in and appreciation for our visit by
‘arranging a breakfast meeting with the President of the

Republic. This would indicate more than the usual commitment.

B. AID/W and PAHO (WHO) Opinions
The Ilealth Office of AID's technical Assistance
Bureau, thq-Latin America Bureau of AID, and the Panama Desk

were all positive in their support of our reconnaissance



visit. One reservation was regarding the relatively small
population of Panama.

PAHO also supported our visit to Panama, distributing
the APHA brochure on DEIDS to the Panamanian MS through its

Representative.

C. Previous ﬁéalth Innovations

1. The newly developing health @elivery system of
the present government is innovative, since it places the
responsibility for its development and execution with the
communities which are to be‘served.

2. The establishment of a two-year nurses' training
program is designed to produce as quickly as possible the
nursing staff necessary for the extension of rural health
services.

3. The Ministry has recently established three
separate training schools for nurse auxiliaries in different
parts of the country.

4. During 1971 the Ministry of Health conducted 45
courses for the training of personnel at all levels: physicians,
nurses, auxiliary nurses, laboratory techniéians, sanitary
inspectore., Orientation to health problemé for non-technical
personnel of the Ministry of Health and other Ministries and

State Agencies has also been offered.
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5. fThe Ministry of Health has pexsiuaded the
Ministry of Agriculture to collaborate in the imaginative
approach to malnutrition which promotes.community gardens
(tended by an average of 20 families), production of fish and’
livestock (chickens, rabbits, pigs), and .practical demonstra-
tions by nutritionists, health educators and agronomists
at the commﬁnity level.

6. R special health center has been established in
the central market of Panama City for the purpose of educating
consumers in applied nutrition. The directress, a retired.
domestic science teacher with formal training from the University
of Kansas, teaches housewives with limited economic resources
the most thrifty ways to select and prepare nutritious foods.
The experiences obtained in the pilot center will allow an
expansion of these activities to other urban centers.

7. The system'for funding local health ceﬁters
appears unique and functional. All health centers charge a
cgrtain amount for their services and for drugs with only a
10% markup over cost. All monies are administered by the
local health committee through an employee of the health
center, whose salary is also paid by the committee. The money
taken in by the centers also pays for much of the equipment

of the center and for some construction and repairs. At some
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of the health centers high school students are useé'on a
voluntary basis in outreach activities. In one center visited,
students with p;evious drug problems were being effectively
ﬁséd as volunﬁeers.

8. Although various types of indigenogs health
practitioners;"including unschooled midwives, herbologists,
and witch-doctors can be found and are delivering services,
they are not organized groups. Where Miniétry services are
introduced there is apparently an easy substitution of the

allopathic~based system.

D. Read@ness of Ministry of Health for DEIDS

Minister Esquivel has himself evolved a unique
DEIDS-like project as previously indicated. Thus, the
Ministry can be said to be "more than ready". 1In speaking
with Dr. Esquiéel, he said he is firm in his rationale for
the extension of health services to all parts of Panama,
especially the rural regions, through community-based control
and activity. He sees no reason to change this approach, but
realizes that therc has been tremendous ferment and activity
throughout the country in this regand without the benefit of
well-organized evaluation. He said a DEIDS program would be
welcome in Panama, cspecially in helping to evolve a good

evaluative mechanism that would improve tha health delivery
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system. Any changes in the system shown to pe advisable
could then be implemented. In this regard it was felt by

our group that, even if Panama were not chosen as the Latin
American site for DEIDS, it would be well if arrangements
could be made for the APHA to serve Panama for a period of
6-12 months to help develop an adequate evaluation and
analysis system; This might help to make Panama's proéram'
relevant and adaptable to other small countries. The Ministry
developed a "Geographic Medical Atlas" in 1970 which might
serve as an excellent baseliﬁe on which to build an evéluation

and analysis system,

E. The potential for involvement of other government depart-
ments and agencies has already been demonstrated by joinﬁ :

efforts with the Ministry pf Agriculture to increase the pro-
duction of vegelables and livestock aimed at improvement of .

family nutrition.

F. Institutional and Budgetary Support

It was evident that, if a DEIDS project were to be
established in Panama, it would have its institutional base”
within the Ministry structure. The MS is definitely interested
in developing the capability of its ovn staff in health planning
and cevaluation. Budgcetary support would probably be available he-
yond the present investment in a region where a DEIDS project

might ba developed.



Appendix A

ITINERARY

September 23, 1972 (Saturday)

All team membe>s arrived in Panama on the same plane,

reaching the hotel at about 6:30 p.m.

September 24, 1972 (Sunday)

Two team members attended an all-day organizational

-

"Seminar on Health and the Community" in a semi-rural

area called Tocumen,

September 25, 1972 (Monday)

Thfee hours were spent with the Minister of Health,
one of his staff, and the USAID/Panama Health and
Population Officer., The remainder of the day was
spent in v}siting the Emiliano Ponce and San Felipe
Health Centers of the Metropolitan Region as well as
-a health center in the central market that special-
izes in nutrition education. At night we attended

a dinner given by the Minister of Health at the
dnion Club, where we met with central staff of the

Ministry as well as with some visiting health digni-

tarics.
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September 26, 1972 (Tuesday)

The team members breakfasted with the President of
panama, His Excellency Seflor Demetrio Lakas. Then

we viéited one other health center in the Metropolitan
Region as well as the La Chorrera Health Center in the
Eastern Region of Panama and the Nicolas Sbléné
HOSpital,éf that same region. We also visitgd the
Cerro Cama Community Gardens in the northern part of
that region. In the late afternoon we had a briefing

with Mr. George Rublee, Assistant Director, USAID/Panama.

September 27, 1972 (Wednesday)

We visited the Aquilino Tejera and Cecillio A Castilleno
Health Centers of the Central Region of Panama, as well
as the Reg?onal Hospital Los Santos located in Chitre.
We had the opportunity of visiting the new two-year
School of Nursing established here. Also included in
our visits was the Caflaveral Women's Garden, another

6ommuhity garden, and the rabbit raising program.

September 28, 1972 (Thursday)

We visited Health Centers 1, 2, 3 and 4 in the David
Sanitary Arca of the Western Region as well as the

Western Regional Hospital José Domingo de Obaldia and
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its Regional Health Office. We also visited the
Health.Center of Boquete, with its attached Maternity
Station (maternity beds and pre- and post-natal atten-~
tion), and that of Dolega, both in the highlands

north of David. We saw the beginnings of a fish

culture program,

In the late afternoon we attended a Seminar of Health
Educators who came from various areas of Panama. We
then went to a meeting'of the Federation of Health
Committees of the David Health Areé, and finally to
thé'graduation exercises of the Course for Auxiliary
Nurses that has its base in the David Regional Hospital.
We had a final discussion with the Minister of Health
concerning our activities during the week. He was

attending the same afternoon and evening events in David.

September 29, 1972 (Friday)

We returned to Panama City and had debriefing with
the USAID Director and with the Health and Population

Advisor;
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Contact List

José Reﬁﬁn Esquivel, M.D. - Minister of Health
Esteven Ldpez, M.D. - Director General of Health

Edilberto Morales, M.D.. - Ministry of Health Program
pevelopment Advisor and Chief of Epidemiology in MOH

Julio Sandoval, M.D. - Chief of the Metropolitan Health
Region : , ‘

Adolfo O. Arias P., M.D. - Director of Adult Health Program
Ernesto Rothery, M.D. - Chief of Eastern.Health Region
Antonio Aversa, M.D. - Chief of the Sanitary Area'La Chorrera
Ernesto Echevers T., M.D. - Chief of Cén;ral.Health Region
Olmedo Novoa, M.D., Chief of Eastern Health Region

JuliZn Fernandez, M.D. - Chief of Sanitary Area of David

Moreno, M.D. = Chief of Hospital of Los Santos and of
Ios Santos Santos Sanitary Area -

Eduviges Arauz - President of the rederation of Health
committees of the David Sanitary Area ' '

Luis Carlos Rabelo, M.D. - Director of Health Center of David
Alexander Firfer -~ USAID Director
George Rublee - USAID Assistant Director

Ernest Feigenbaum, M.D. - Health and population Advisor, USAID

(Note: Above list includes only the principals in each
Tormmimatian and not the staff members with whom we spoke)
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43 17

L Salvador

15 350
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2.9
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43 10
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380

3.3 48 18
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2.9

46 17

2.2
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fcaragua
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660

b4 L 30

41

24

anama

Source:

1972 World Population Data Sheet ~ Population

Inc.

Reference Bureau,

1, = Est;mated to be less than 5%
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TABLE 4

T PARAMA:  PRACTICING PEYSICIANS BY PROVINCE AND FOR TEE CITIES OF PANAMA AND CCI.O}'I, 1964 - 1968

|

1965

1967

o 1966 1968 (pzov.)
cizy Tozzl  Rete/10,000 Totel Rate/10,000 Totzl Rate/10,009 Total Rate/10,000 Total Rate/
POpu(lla)tiqn Popullatioa * Popu(llts:ion ) Popu(liz;tlou Po’;;?g?;?:gon
Tozzl 53% 4.6 585 5.0 &9 5.2 844 .1 | 182 54
3ccas del Toro 8 3.4 7 2.8 7 2.7 ° 3.4 9 "3.2
Cocle 19 1.8 32 2.1 27 2.5 22 2.0 22 1.3
Colon (2) 37 4.0 38 4.0 40 4.1 35 3.6 42 4.2
Colea City 3 - 4.0 37 5.9 39 6.1 25 5.4 42 6.5
Catztqut s5 2.5 50 . 2.5 65 3.2 62 2.9 58 2.6
Dartea 3 1.9 3 19 2 1.2 2 1.2 2 1.1
Hezrasa 17 2.5 19 2.8 19 ‘2.7 21 . 2.9 22 3.0
Los Saatos 16 2.1 15 2.0 16 2,0° (I 2.0 23 2.8
Penaza (2) 359 8.3 415 9.1 645 9.3 462 9.3 512 9.9
Paze=e City 343 10.8 392 11.9 422 12,3 442 12.3 491 13.2
Veragues ' 20 1.4 17 1.2 18 1.2 15 " 1.0 12 0.8
(1) Rates based upon midycar population esticates for cach Tespective year excludes "{ndigenous™
pepulation *
(2) TFiguzes include respective city
SOURCE: PANAMA EN CIFRAS, 1959

'y - o) x‘gpuaddv.



TABLE 5

oyt

FANMAG , PRACTICLS AURS2S DY TROVIITE AFD FOR THE CITIES OF PANAMA AXD COLCY, 1964 = 1943

Appendix C

provincs 1Y) 1963 1966 16 1983 (prov)
and
iy e gstieen |t im0 e [ S
— {1 [ (U] L [U) [}
Total Jsa, AL a1, %W AL, 2.0, Sl Jad. S98. QA
Pocas dot Tovo 11 a0 13 5.9 1 PR 1 3.2 1. 5.7
cocle n 2.1 29 2. 26 2.4 » 2.0 n 29
cotoa () 34 s |9 5.6 | 58 5.8 0 65 T
Colea City 3% 8.6 52 2.3 35 8.7 6 1.8 3] 2.1
Otetgutl (2] 39 36 2.8 [ 4,1 1.1 38 2.9 110. 3.0
Dactea 4 .3 s 31 & 2.4 6 3.5 s 1.8
Horvars 23 3.4 12 32 13 2.3 22 2.0 2 2.4
Los Seator 1% 1.8 1 1.6 16 2.0 21 2.6 16 12
Penam (2) ses 1.5 33h LR 613 13.1 652 13,3 695 1.4
Ponrma Clty 44 my s 168 | se2 16.9 6 17,4 " 6se 1.8
Versguas 14 1.0 | 16 1.1 20 1.4 21 1.6 2% 1.4
(1) Respective widyesr population estinates excludes “iodigenous® population
(1) 3Includes the respective etty .
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FAXANAT DPFRACTICIIG DLNTISTS BY PROVINCE AND FOR THE CITIES OF PANAMA AND cout, 1956% - 1958
mm« v 195° 1956 1967 1368 (prov.}
cler Totsl Pate/30,000 Total * Pate/10,02) Totsl Rate/17,000  Total Rate/10,020  Total PatesIN, 7N
Population .Populatlon populacton . Pepulation Population
) () M) () A
Totsl Jo4 22 A 23 AL Y W 51 B .6 KV R %3
Boces del Toro 1 a3 ! 41 ! 3.9 1 st 3.3
Cocte — 3.9 . st 4 3.2 $ 4.3 ? 61
Coles (2) 9 9.7 1n 1.6 ) 9.3 10 10,2 ¢ b0
Colon City 9 14,9 1 1.8 $ 16,2 10 13.6 s 12.3
Chiriqut 1° 6 1 8.6 v 6.4 15 2.1 1 6.4
Datien 0 0 0 0 1 6.0 ) 3.0 3 5.6
Herress ¢ 8.9 6 8.7 6 8.8 7 1.1 6 %4
Los Santos ‘ 5.3 4 3.2 4 $.1 s 6.3 s f"
Pantss (2) ¢ 15.2 ¢ 1.3 @, 1 " Ry o 154
Penaer Clty (3 19.9 “ 19,6 [N 1.6 0 18,7 n e
Veraguss A 1.9 s 23 s “ ¢ ° 40 - LI
(1) Pespective widyear papulation estivates o excludes “indigvrous” peputstion
(2)  Iueludes the ctospective city
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Appendix D

Organization of Health Services

Law (1) Cabinet Decree No. 1 ~ January 15, 1969,
creating the Ministry of Health, pages 1-19.
(2) Decrece No. 75 of February 27, 1969, establlshes

the Organizational Status of the Ministry of Hgalth, pages 21-60.

Related to the Health Regions
Article 38: "The promotion, protection, restoration and
rehabilitation of the health of the.population on a national
level will be conducted through a decentralized system of |
operation to the periphery. Executi§e Services:'Mediéal~'
Saniﬁéry Areas, Centers and Sub-Centers of Health, and
lHospitals and SpeCldllzcd Institutions under the direction,.
regulation, coordination, supervision and cvaluatlon of the
Regional Dlrcctorv of Health that constitute the superior
authority in the COchspondlng jurlSdJCLlon 'page 45,
Article 39: "The Regional Chiefs on the Health Reglons
-are the rcsponsmble parties for coordination, consultatlon,
supervision, control and evaluation of the serv1ccs Lhat are
given in the Region," page a5,
Article 40: "The chiondi Chicfs have the autonomy
for the operation of thc human and material resources", pagc:AG.
Article 42: “"The Regional Chief should be a Public Hecalth
ppecialist with a minimum of 5 yecars expericnce in his specialty’

page 46.
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Definitions

1.* Region
The execution of the health programs is the respon-
sibility of the four regions into which the country is' divided.
They have the following characteristics:
a) Their base is a regional'medical_center
and a series of safellite.health institu-
tions grouped to form a health sanitary area
b) The Region adminiéters and supervises tﬂe
exqution of the health programs in its
jurisdiction |
c) It.coordinates the funcfions of the health-
sanitary areas themselves and also of the
health activities of auwtonomous and private
organizations
d) The Region will be divided according to the
, size of the pOpulatién and the size of the
area into heaith-sanitary'areas.
2. Sanitary Arcas
For health purposes the Country (Panama) has been
divided into 18 health areas, having the following charactex-
istics:
a) A geographical arca which might include one
or two political units called districts, with
a minimal population of 20,000
b) Must have a health institution offering

integrated scrvicosn
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c) There must be a net of communication betwee
the location of the health institution and
the largest number of towns which will be
justified to have a heaith inétitution.

3. Institution
The institutions in the Ministry of Health had
been classified in five categories: |

a) Integrated ﬁédiqal center (Centro Medico
Integrado)

1. Regional Integrated Medical Cenfer.
2. Urban Integrated Medical Centef
3. Rural Integrated Medical Center

b) Maternal Sta£ion (C.S.A.M.) Health Center
Maternal Station

¢) Pediatric Station (C.S.E.P.)Health Center

Pediatric Station

dJ Health Center

e) Sub-Center of Health

£) Mobile Unit

Pxograms:’Articlc 64 - The formulation and study of
the health programs should be initiated at a local level and it

is the responsibility of the Chief of the Medical Sanitary Areca.
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HEALTH COMMITTEES

Cabinet Decree No. 401 of 19’10l created llealth Committées
as legal entities intended to assume the responsibility for
determining the health needs of their respective communities
and for satisfying these through apprdpriate méans. They
are lcgallyconstltuted of a General Asscmbly of the members of
a community and they meet Lo elect their Board . The’ Commlttoc
of Health must be legally registered in its corresponding
community. A series of By-laws deterﬁines the activitics,
functions, and responsibilities toward the communities and the
Ministry of Health. The Health Committees consist ofs

a) A General Asscombly
'b) A Board of Directors
c) Working Committees

The Health Committees have the responsibility for theilr
own auditing systoms and their members have a civil responsibility
.and can be prosccuted by the misuse of the Committee fund,.

’ Article 16 of the Decree mentiorns: "phe Committees of
llealth within a Sanitary Arca can form a Federaltion without
losing their autonomy." This is alrecady ﬁeing donc (See Aattach-
ment "II Seminario de Medicina Comunitarca" éf'fhc Federation
of Health Committces of the David Area). |

Phe following are criteria for communities in promoting,

and stimulating the formation of health committees:

Ipoiitica y Programas dao Medicina Comunitaria en Panamn 1968~1.971,
necember 1971, pages 6h-73,


http:Comunit:a.ia
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1) Completely rural commhnities,.with population
fluctuating between 200 aﬁd 500 inhabitants

2) Large percentage of illiteracy

'3) Lacking or deficient in an active social
structural organization intended to solve
their problems relating to the social and econ-
omic development of the community.

4) The health indicators indicate a high index of
morbidity and mortality of preventable diseases
and also a severe degree of undgrnoufishment
of its pobulation

5) Lacking an adequate system of water-supply
and of sewage and garbage disposal -

6) A deficit in the availability of food necessary
for adequate nutrition of the population and lack
of food production. '

7) Inadequate levels of protection (vaccination) of
the usual communicable discases

8) Problcms of land~tenure’

IL is required that all communities setting up a health
-committoe undergo a health diagnosis including thc following:

1) pemographic aspects '

2) Lconomic structure - social and cultural characte:.
istics .

3) llealth indicators

4) Agricultural and Fish Production

) Nutritional habits



Appendix E -~ 3 -

6) Information in regard to the history of the
community
7) General information in regard to programs of
official and private agencies
The Committee of Health is responsible for the devel-
opment of activities in certain basic programs. Thére are
standards developed for the following healtﬁnp;ogramsl:.
1) Maternai.Health Program
2) Infant and Pre-School Childrem Program
3) $chooi Health Program
4) Environmental Health
a) Water sSupply
b) Sewage disposal
¢c) Carbage disposal
d) Food c¢ontrol
e) Watcr disposal
f) Housing
g) School environment
h) Veterinary health activities
i) Malaria eradication |
j) Drugs, pharmaccutical products, food control
5) Adult Hecalth
a) Food handlers
b) rost-natal program
c) Seclected adult groups 40 years or over not
incorporated to Social Security

d) Cancey, T control
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6) Screening Activities for

a)
b)
c)
d)
e)

£)

Hypertension
Diabetes ‘
Papanicolau for Ca. of the Cervié
Glaucoma
Skin and oral cancer
Epidemiological Surveys

-~ Accidents ,

~ Heart Diséases

~ Nutritional Diseases

7) Program for the Organization and Health Activities

of the Community

a)
b)
c)

d)

Community organization activities

Health Education Activitdies

Activities in relation to the food consumption
Activities in relation to the availability

and production of food



