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1.Introduction 

1.1 Background

The social and economic progress of Guatemala has been badly hindered by the long and violent civil war that lasted almost thirty years, from the early seventies until 1996. As a result of this long period of violence and disorder, economic activity today is still plagued by low productivity and consequently low-income levels. Moreover, the population suffers due to the fact that the government is ill equipped to do its job:  poverty is widespread and the poor cannot even count on the most basic public services. Health services are particularly deficient. In many municipalities basic health care is not available, so that most patients resort to traditional healers as the only possible form of help. This results in adverse living conditions that directly reflect the high rates of infant mortality and female mortality at childbirth. 

In countries such as Guatemala, where poverty is widespread, it makes sense to focus social policy on the most basic need, i.e., providing conditions for survival, as well as targeting those that are the most vulnerable – poor women and their children below school age.

Also, where resources are barely enough to meet the many existing needs, it is essential to get people to help themselves. Health personnel are scarce and, even if this were not the case, there would still be insufficient financial resources to cover the cost of providing such services at market prices. Thus, it makes sense to promote basic training for volunteers so they can provide information and non-specialized health care for their communities.

The project submitted by Rxiin Tnamet to the IAF was thus especially suited to deal with the problems Guatemala faces today. It combined the focus on basic health care for mothers and small children with mobilization of communities around improving nutrition, giving attention to children and practicing preventive health care. Besides providing medical care, it promoted capacity building among volunteers so as to disseminate efficient practices that might improve the quality of life. Thus, it created a basis to get more out of the insufficient resources available.  

1.2 Rxiin Tnamet 

The Asociación de Salud y Desarrollo Rxiin Tnamet is a Guatemalan NGO founded in 1995. People who created this grassroots health-oriented organization came from a group that had been working in the municipality of Santiago, on the southwestern shores of Lake Atitlan, since the 80’s. Their initial basis was a small 15-bed hospital in the locality of Micatocla, created in 1975 with the support of Project Concern International (PCI) and of a Catholic group from Oklahoma City, USA. By 1980, the essential curative emphasis was broadened to cover preventive medicine and health education, as well as capacity building for midwives and male health promoters. Associated to the hospital, there were two nutritional recovering centers for children - one in downtown Santiago and the other in the rural area – as well as a clinic for kids under five years of age, their mothers, and pregnant women. 

According to Leticia Toj, the director of Rxiin since its creation, PCI could not find a group interested in taking over the hospital. So, PCI began a training program in management aimed at hospital personnel, who were able to keep the hospital going for a few more years. In 1990, at the height of the civil war, the hospital was closed down and never reopened. Some of the ex-employees at the hospital came together to form Rxiin in 1995. 

From the beginning, Rxiin decided to charge for services provided at the medical clinic, although at subsidized prices. In order to guarantee funds to cover part of its operational costs, Rxiin searched for sponsors. In 1996/97 it received funding from the Population Council for family planning activities (capacity building, information, medicine and services).
 By 1997 Rxiin had a first contact with the IAF that so far remains its most important sponsor.  

Although Rxiin began to cover part of the health needs in Santiago, the population of the area was clearly worse off without a hospital. Even today, the only hospital is in the State capital of Sololá, situated up-hill and across Lake Atitlan. It is a two-hour ride from any one of the villages on the opposite margin of the lake, such as Santiago or San Pedro, and a three to four-hour ride from the communities located up in the mountains such as San Juan, Santa Clara and Santa Maria de la Visitation (See Map). Despite the fact that there are local public clinics in each municipality, the services offered there are poor. They are supposed to open every day, but even when this happens, these clinics often open just for a few hours;
 also, they lack personnel, equipment and materials. Emergencies require patients be transferred to Solola, which is not only far away, but is also difficult to get to due to poor transportation. As a result, complications and deaths often occur despite the relative simplicity of some of the medical cases. 
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1.3 The Proposal 

Contacts between Rxiin and the IAF in 1997 and 1998 evolved to the presentation of a project proposal in May 1998. The document follows an outline proposed by the IAF. It states project aims under three main topics:

a) health care for children under four years of age; 

b) reproductive health attention for women; 

c) medical services for the population in general.

A two-page table relates each of these aims to the expected number of beneficiaries, to the indicators to be used for evaluation and to the source of data. The document also mentions a long series of “means” activities that may be summed up under the following headings: 

a) planning of activities – it included selection and training of personnel for specific chores related to the project, as well as the establishment of monitoring and evaluation systems. It involved cooperative actions with public health services. 

b) setting up of data records – to organize useful data from public sources (Ministry of Health, public health clinics), as well as to create new records on medical services provided within the scope of the project to beneficiaries. 

c) enhancing community participation through training volunteer health workers.

Finally the document lists ten indicators from the GDF that are to be used for monitoring and evaluation. It is noteworthy – and this is a very positive feature - that the tables using the GDF format present some data as baseline or goal, such as the number of beneficiaries or the number of jobs to be created.  The issues on the adequacy of the selected indicators, which were regularly reported until the termination of the project in mid 2003, will be discussed in section 3. 

The proposal has one basic shortcoming: it is vague when stating goals in terms of percentage improvement in health without making any reference to the baseline situation. For instance, it proposes a 50% increase in the number of child diarrhea cases being treated by using oral re-hydration therapy. However, since no information is given on the incidence of diarrhea or on the baseline use of the therapy, one cannot evaluate ahead of time the feasibility, nor the effort required, nor the costs involved.  Another one of the goals seems even less concrete when verbalized: to affect a 50% increase in the level of knowledge of mothers in relation to vaccination. 

Despite specific shortcomings, the Rxiin proposal, both with regard to its broad aims and to operational strategies, fitted in perfectly with the IAF grant policy. It evolved to become project GT-252 because it had several attractive features:

a) the grantee-to-be was a genuine grassroots organization with close links to beneficiaries.

b) the grantee-to-be was well experienced in doing what it proposed to do within the scope of the project .

c) the project goal corresponded to a basic need of beneficiaries, i.e., health care, in an area where public services are critically deficient, thus resulting in very adverse health indicators. 

d) the project goal of promoting Indigenous participation and citizenship, as well as of protecting Indigenous cultural heritage seemed genuine because it came from an Indigenous organization deeply rooted in local traditions.    

e) the project was closely involved with gender issues and would promote the well being of mothers and children, placing emphasis on preventive health care -  including reproductive issues -, and would provide capacity training for volunteers to improve health conditions in their communities. 

f) the project would target a particularly deprived area of Guatemala, where the population is practically 100% Indigenous, and the high percentage of women monolingual in Queche, Tzutuhil or Karchiquel, are illiterate as well. 

1.4 The Grant Agreement 

The grant agreement endorsed the proposal presented by Rxiin without making any changes so as to make goals more precise and to create a commitment in terms of a realistic, feasible and useful set of indicators for monitoring and evaluation purposes. The grant agreement document refers to the same numbers mentioned in the proposal, such as those for improving the health condition of 2,451 young children and 1,125 women. Although these numbers were derived from official population data, they were useless for control purposes. As a matter of fact, the beneficiary population should have been more narrowly defined according to the clientele to be assisted by the new services provided within the scope of the project. 

The grant document maintains the idea of Rxiin conducting systematic studies on community health conditions, even though the proposal had ill-defined this goal. Although a concrete basis for diagnostics is useful for the elaboration of the proposal, data is to be available prior to its being submitted. Since it is just an instrumental tool, data collection during the project should be limited to the needs associated to its established goals.  

Certainly Rxiin would have benefited from some technical assistance at this stage in order to refine the proposal, giving it clear-cut goals and correspondingly practical indicators. Nevertheless the proposal presented by the NGO initiated a new line of work for the IAF in Guatemala. Since previous projects were mostly centered in agricultural development and/or micro-credit, the LLSA, at the time headed by an agronomist, was not equipped to provide the support for this project, centered on health and demographic issues. 

The agreement for a US$ 207,000 grant was signed in August 1998. The project was to be executed in 3 years, until July 2001. Except for a small participation for acquisition of medical equipment (6.3%), IAF funds were aimed at operational expenses among which payment for personnel represented 46.3% and the rotating fund for the purchase of medication, 22.2%. As will be examined later on, the sale of medicine is a centerpiece of the Rxiin operation. It is noteworthy how realistic and careful the budget was, in which the Rxiin and the other contributions for the project were estimated on realistic and feasible basis, reflecting Rxiin’s previous operational experience and institutional arrangements.

	Table 1

	The IAF Budget for Project GT-252 (US$)

	Budget Items
	IAF
	RXIIN
	Others

	Wages and Salaries
	95,885
	20,470
	18,000

	   Doctor
	30,024
	-
	-

	   Nursing Aids
	18,000
	-
	-

	   Secretary (in Santiago)
	6,012
	-
	-

	   Health Educators
	18,036
	-
	18,000

	   Project Direction / Administration
	1,318
	7,748
	-

	   Benefits / Payroll Taxes
	17,217
	-
	-

	   Consultants
	2,278
	12,722
	-

	   Audits
	3,000
	-
	-

	Medical Equipment
	13,115
	26,885
	-

	Training
	19,000
	14,000
	-

	Operational Expenses
	33,000
	43,939
	14,400

	Medicine
	46,000
	34,000
	85,115

	    Total
	207,000
	139,294
	117,515

	Source: Annex to the Grant Document
	
	
	


The grant document failed to make the necessary adjustments in the proposal so as to create the basis for easing project operations, monitoring and evaluation.  It failed to advance towards a more operational solution, particularly with regard to Appendix D, which presents 11 selected indicators. The same indicators presented in the proposal were maintained, but the data originally included so as to represent project goals were suppressed, without further comments on concepts to be used or form of measurement. As a consequence, elaborating the intermediary reports later on was just a bureaucratic burden for the grantee. If an operational system of indicators had been conceived at the time of the proposal, it could have become a precious tool for management and adjustment of the project during execution, as well as for maintaining the new services on a sustainable basis after the IAF project came to a close.    

2. Project Implementation

2.1 The Establishment of the Two New Clinics 

The project was anchored round a very concrete and physical goal: broadening the Rxiin operational basis by creating the new Rxiin clinics in San Juan (pop. 8,269) and in Santa Clara (pop 5,184), both of them poor Mayan municipalities.
 They are located uphill from San Pedro, on the shores of Lake Atitlán, about an hour and a half away from Rxiin’s clinic and office headquarters in downtown Santiago.
 (See Map) 

The choice of the two locations had resulted from an informal agreement reached between Rxiin and each one of the two mayors, before the proposal was submitted to the IAF. They agreed that the municipalities would provide a location for the clinics and would pay the corresponding expenditures for public utilities. From the point of view of local governments, the arrangement must have seemed attractive: even though the Rxiin services would be paid for, they are reputed to be of good quality; the new clinics would represent a health care alternative that would contribute to reducing health deficits, thus benefiting the population. It is worthwhile to note that when the project was conceived, the municipal health clinic in San Juan was closed. 

Despite the commitment of these mayors, once the grant agreement was signed, Rxiin could not go on with the Santa Clara project. There was opposition from local Catholic nuns because of the well-known work Rxiin had formerly done with family planning and reproductive education.
 After much wrangling, the clinic was opened in a neighboring municipality instead, Santa Maria de la Visitation (pop. 2,000) (see Map), in October 1999, thus one year later than originally planned.
 Today the clinic is still being run from a well-located three-room municipal building very close to the Santa Clara border (See photo). 

In San Juan, the clinic was opened as planned in a municipal building in September 1998. Nevertheless, before three years had elapsed, the very same mayor who had agreed to cede the location of the clinic to Rxiin, demanded that it be given back to fulfill other uses. Rxiin was then forced to relocate the clinic to a precarious house, for which it pays rent and utility charges (See photo).   

Although the alliance between the local governments and Rxiin was one of the attractive features of the project, their working together has proved to be tricky. The main reason is that these local governments seem to be run essentially on political motivation. Leticia Toj, Rxiin’s Executive Director, although concerned about meeting her organizations goals, is a practical woman, not easily impressed by political power or easily attracted to political maneuvering. During the interview with us, the mayor of San Juan complained about the absence of Rxiin representatives at meetings held by the municipality. Privately, Leticia later told me she does not have personnel to attend endless meetings [image: image6.jpg]


that lead nowhere. 

Given the fragility of commitments undertaken by local governments, seeking careful formalization and safeguards may help to reduce the risks of a project that must rely on government resources and infrastructure.     

2.2 The Running of the Two Clinics 

The project aimed at creating the clinics as a basis for providing medical care (both preventive and curative) and medication, as well as for performing simple health procedures - such as vaccinations, lab exams, shots, and bandaging - which that can be provided by nursing aids. It would also be the center of educational activities on health, hygiene and nutrition, which have the potential to improve living conditions through the use of very limited resources.  Today, one and a half years since the closing of the project, they are still doing exactly what had been planned.   

2.2.1 Medical Care

Medical appointments are given on Mondays, Wednesdays and Fridays from 8 am to 5 pm in the San Juan clinic, and on Tuesdays and Thursdays in Santa Maria. The same doctor covers the entire schedule in both clinics. Although the budget foresaw another doctor as a part-time employee, the second doctor was never hired. 

The one doctor has been in both clinics since their opening. He gave us some clues on patient profiles and on the demand for services:

a) concerning the medical care or specialty required 

Although the reasons for seeking medical care changes throughout the year - for instance, there are more respiratory diseases among kids in wintertime -, an annual average may be estimated as follows: 55% of cases in pediatrics (up to 14 year olds), 35% in gynecology and the remaining 10% for all other cases.  Thus, women and kids almost form the totality of patients. Despite efforts made by Rxiin, patients come to the clinic mostly for curative care. In relation to kids, who comprise 55% of all appointments, only 10% come for preventive care, while the remaining 45% treat some current ailment. These ailments reflect adverse living conditions and inadequate diet since around 15% of the children present symptoms of undernourishment (See Table 2).

	Table 2

	Frequency of Ailments among Children

	who seek the Clinics for Curative Care

	Ailments
	%

	Respiratory 
	30

	Gastro-Entero   
	35

	Skin
	10

	Nutritional
	15

	Source: Informal estimation by Dr. Cornélio Sosa


As expected, preventive care is closely correlated to level of schooling. Since most women patients/mothers who seek the clinic present low level of schooling, preventive care is still marginal when considering the total number of medical appointments provided by both Rxiin clinics. Thus the data in Table 3 well reflect the poor living conditions in the area, as well as the difficulties in introducing new hygienic and health habits, no matter how simple they might be.        

	Table 3

	Distribution of Female Clients,

	according to Level of Schooling  

	Level of Education   
	% of Women Patients 

	no schooling
	40

	6 years
	50

	9 years
	15

	12 years
	5

	Source: Informal estimation by Dr. Cornélio Sosa


Despite the deficiencies in providing medical services and the consequent huge unmet health needs in both municipalities, the demand for appointments in the two clinics created within the scope of the project has been relatively weak. It would be realistic to expect that the doctor would provide at least 16 half-hour appointments a day, or around 320 a month. However, this has not been the case. As a matter of fact, in a “good year” such as 2004, the average both clinics have managed to maintain between them has been a total of 100 appointments per month, which implies a high rate of under-utilization of the doctor’s time.  

One may question if this low effective demand is derived from the fact that the population is too poor to pay for medical appointments, for which there are three possible fees at Rxiin: 10, 15 and 20 Quetzales. This does not seem to be the case: most patients pay the Q15 (approximately US$ 2.00), which may be considered low when compared to prevalent income levels and local living costs.
 Moreover, successive visits for preventive care, such as pre-natal appointments, or those made by very poor patients are charged the lower rate of Q10.     

As a result of the low demand, receipts from consulting fees do not cover expenditures with the doctor’s wages and corresponding labor costs. As a matter of fact, receipts from appointments equals only 25% of the doctor’s monthly wage of Q6,000 (approximately US$ 780 at the current exchange rate). Thus, contrary to the Santiago clinic, where the demand for appointments covers the costs of providing the services, the two new clinics seem far from obtaining similar results. 

Data on the number of appointments and corresponding receipts is not available since the opening of the first clinic in 1998, but only since 2001, which points to a major flaw as far as project monitoring is concerned (See Tables 4 and 5). The data for the 2001-2004 period show up and down movements, probably related to the functioning of public health services in the municipal Puestos de Salud. 

	Table 4

	Number of Medical Appointments 

	in the new Clinics – 2001-2004

	 
	2001
	2002
	2003
	2004

	Total
	1,490
	957
	823
	1,260

	   San Juan 
	735
	556
	446
	726

	   Santa Maria 
	755
	401
	377
	534

	
	
	
	
	

	Monthly Average 
	124.2
	79.8
	68.6
	105.0

	   San Juan 
	61.3
	46.3
	37.2
	60.5

	   Santa Maria 
	62.9
	33.4
	31.4
	44.5

	Source - Rxxin Tnamet (data obtained during the visit)
	


Also, there is a sociological explanation for the low demand: people simply do not use “modern” medical care, even when it is available. They would rather opt for the traditional healers and will go to the doctor only as a last resort, actually only when things get too complex for un-specialized care. This seems to happen even when there is a real concern by medical personnel to be close to local traditions and to be sympathetic towards their patients’ realities and needs. 

Dr. Cornélio Sosa  

Dr. Cornélio Sosa is the medical coordinator of the two new IAF-sponsored clinics. He is an experienced, soft-spoken and unassuming doctor who lives in Santa Clara, where he has a private clinic charging Q100 per appointment. He is fluent in the three most common Indigenous languages in the area (Tzutuhil, Queche and Kakchiquel). In his practice, he is concerned and attentive to patient’s possible worries and restrictions: a female nurse is always available to help during examinations, and comadronas are welcome during pre-natal visits.     

Probably, the low demand for medical services results from a combination of three determinants: cultural resistance; availability and quality of alternative public health services; and a strict economic factor, not related to the consultation fee, but to the cost of prescribed medicines to be bought at the Rxiin pharmacy and paid for together with the doctor’s fees.   

2.2.2 The Pharmacies 

Although Rxiin did not sell medicines at the beginning of its operations in 1995, it soon realized that this activity could be both helpful for the population, as well as an effective means of financing the NGO. In order to stock the pharmacy in the Santiago pharmacy, and, after 1998, also the pharmacies located in the two new clinics, Rxiin has been acquiring medicine at hospital prices, thus below the wholesale price charged to commercial pharmacies. This fact, as well as its low operating costs, enables Rxiin to sell medicine at lower prices, thus generating a competitive advantage. 

Reportedly, Rxiin practices an average 30% margin over the acquisition price. Despite operational limitations at the two new clinics, it is obvious that receipts from the pharmacy is what keeps activities going, if one is to overlook funds from sponsors.  In 2004, gross receipts from the pharmacy corresponded to 83% of the total revenue. Considering only net receipts under a presumed 30% margin, it still corresponded to 77 % of receipts (Table 5).
    

Each pharmacy is kept and run by a nursing aid.
 There, they not only sell medicine prescribed by the Rxiin doctor to patients at the clinic, but also sell medicine to the general public during the hours the clinic is open. In the smaller Santa Maria clinic, there are around 75 different commercial medicines available. There is anti-inflammatory medication, painkillers, antipyretics, contraceptives, vermifugals and vitamins, plus drugs for chronic diseases, such as anti-cholesteral drugs. Most drugs are available without prescription and the pharmacist, when asked, may recommend a specific drug for treatment.  

	Table 5

	Receipts from Services Provided by the Two New Clinics – 2001-2004

	(quetzals)

	Services
	Year

	
	2001
	2002
	2003
	2004

	
	Value (Q$)
	%
	Value (Q$)
	%
	Value (Q$)
	%
	Value (Q$)
	%

	Medicine
	122,784
	76.5
	147,893
	87.2
	138,119
	85.6
	165,983
	83.1

	Appointments 
	22,369
	13.9
	14,350
	8.5
	12,336
	7.6
	18,891
	9.5

	Dental clinic
	2,205
	1.4
	20
	0.0
	0
	0.0
	0
	0.0

	Emergencies
	188
	0.1
	788
	0.5
	20
	0.0
	630
	0.3

	Lab
	4,175
	2.6
	3,487
	2.1
	4,869
	3.0
	5,785
	2.9

	Surgical supplies
	4,904
	3.1
	1,759
	1.0
	4,829
	3.0
	6,354
	3.2

	Ultrasonography
	2,345
	1.5
	0
	0.0
	0
	0.0
	0
	0.0

	Other medical services
	1,596
	1.0
	1,285
	0.8
	1,272
	0.8
	2,176
	1.1

	Total
	160,566
	100
	169,582
	100
	161,445
	100
	199,819
	100

	Source: Rxiin Tnamet


When the Rxiin proposal was submitted to the IAF the pharmacy was already a key activity within the scope of Rxiin. In the proposal, a sale target was defined at US$ 45,000, which was supposed to correspond to three US$15,000 acquisitions of medicine a year, thus overlooking the 30% margin.
 The US$ 15,000 (Q115,500) revolving fund, in itself a significant amount given the value of sales in the two new pharmacies (see Table 5)  became  a  de  facto  US$ 45,000  expenditure  item  associated  to  the  acquisition  of 

	Table 6

	The Pharmacy in the Budgets

	Items
	Original
	%
	Amendment 4
	%
	Final
	%

	Wages and Salaries
	95,885
	46.3
	105,596
	49.4
	106,942
	50.4

	Medical Equipment
	13,115
	6.4
	8,896
	4.2
	8,806
	4.2

	Training
	19,000
	9.2
	9,724
	4.5
	9,371
	4.4

	Operational Expenses
	33,000
	15.9
	23,822
	11.2
	21,354
	10.1

	Medicine
	46,000
	22.2
	65,562
	30.7
	65,562
	30.9

	    Total
	207,000
	100
	213,600
	100
	212,035
	100

	Sources: Annex to the Grant Document; Amendment N.4 to the Grant Agreement; and Audit Report.


medicine. Amendment 2 changed the budget and the medicine item was further increased to US$ 65,000. Thus, the project execution brought about a higher concentration of expenditures in acquisition of medicine (Table 6). These generated income for Rxiin that were not taken into account in any of the reports. As a matter of fact, the budget line for medicine is treated throughout all reports and statements – even the auditor’s - as if the medicine were donated to users, and not sold at an average 30% profit margin.

If medicine stocks actually revolved three times a year, if the sales margin were 30% and if the three $15,000 acquisitions were made in the first year – following the parameters originally proposed by Rxiin –, then the value of the fund would have reached the handsome amount of US$1.07 million at the end of the five-year period of project execution (Table 7).

	Table 7

	Simulations on the Pharmacy Rotating Fund

	 for Successive Acquisitions of $ 15,000 during five years

	Simulations
	N. of Acquisitions in a year 
	Turnovers in a year
	Margin      (%)
	Final Value (US$)

	1*
	3
	3
	30
	1,072,608

	2
	2
	1
	30
	130,007

	3
	2
	1
	15
	78,962

	4
	1
	1
	30
	116,318

	5
	1
	1
	15
	74,052

	* This simulation reflects the parameters chosen by Rxiin. 
	


Results were certainly more modest. Rxiin did not use the triple US$ 15,000 allowance in the first year for the simple reason that it did not buy or sell medicine in quantities compatible with a US$ 46,000 revolving fund. Reportedly the medicine acquisitions during the five year project reached close to US$ 100,000 (Table 8), but this amount should be considered within the scope of the revolving fund, not as an expenditure item.  
The misunderstanding in what concerns the working of the pharmacies and the fund for the acquisition of medicine within the scope of the project is critical for two reasons. First, because it implies that the role of the pharmacy for the sustainability of the clinics had been overlooked. It is a serious flaw in understanding workings of Rxiin, since it seems obvious that it had been depending financially on the pharmacy in Santiago before the IAF project began. Second, because the pharmacy and whatever is charged for the medicines prescribed by the Rxiin doctor seems to be a key element in making appointments in the clinics more cost-attractive for consumers, thus reducing underutilization of medical services. 

It was argued in section 2.2.1 that medical appointments cost around US$ 2, which did not seem to be a deterrent to increasing the low demand for such appointments. Nevertheless, the total value to be paid to Rxiin – corresponding to the appointment plus the prescribed medicine – may well be. On average this total reaches Q100 (around US$ 13), but there is still the uncertainty as to the final value to be paid, which may keep many potential patients away. Thus, the reduction in the price of medicines, affecting the average value to be paid to Rxiin after each appointment, may be a potential means of increasing the demand for medical services. 

	Table 8

	Reported Acquisitions of Medicine (US$)

	Periods
	Original Budget
	Final Budget

	
	
	Simple
	Accumulated 

	August 98 - September 99
	46,000.00
	11,139.48
	11,139.48

	October 99 - September 00
	46,000.00
	11,018.59
	22,158.07

	October 00 - March 01
	46,000.00
	17,099.79
	39,257.86

	April 01 - September 01
	48,250.00
	29,098.19
	68,356.05

	October 01 - February 02
	65,562.00
	9,937.66
	78,293.71

	March 02 - August 02
	65,562.00
	18,359.01
	96,652.72

	September 02 - February 03
	65,562.00
	3,318.67
	99,971.39

	Source - Rxxin Tnamet (data obtained during the visit)
	


Theoretically, there are two key aspects to be considered. The first relates to a possible reduction in the profit margin of the pharmacy: a reduction, say, of 15%, would still generate a handsome profit. As a matter of fact, even using the most conservative parameters – just one acquisition of US$ 15,000 per year with a yearly turnover in stock and a margin of 15% - would result in the fund’s growing to US$ 74,000 after five years. In other words, it could well finance some of the other Rxiin activities (Simulation 5 in Table 7). Moreover, depending on the demand, it might well be that a decline in prices could result in increased receipts, both from medical services and from the sale of medicines. 

The second aspect refers to the introduction of a differentiated price policy for Rxiin patients. In this case, information on pharmacy sales distinguishing those to Rxiin patients and those to outside clients would be helpful when deciding whether the reduction or even the elimination of the margin – that is, the sale of medicine at cost – for Rxiin patients would be a feasible strategy. 

Considering that the demand for medical services has always been low in the two new clinics, Rxiin seems to have been too slow in responding to the problem in San Juan and Santa Maria.
 Although Rxiin may find sponsors to cover their costs, and even the Santiago clinic may well finance the other two, importance should be given to attaining the main goal of the project: to attract the population to the clinics so they can improve their health conditions. The idleness rate of the two new clinics is unacceptable given the critical health needs in Guatemala.  

2.3 Promotion of Health Education

The project intended to mobilize and train health volunteers, in order to guarantee a permanent link with the communities. Where the level of education is low, health initiatives have to be associated to educational measures in hygiene and preventive care. The volunteers were to become the multipliers of good practices concerning nutrition, pre-natal care, infant and childcare, disease control and reproductive health care. 

Two persons were hired as health educators during the course of the project.
 They were the ones to coordinate training and community activities conducted by the volunteers. These former grade school teachers were themselves trained on what type of health information was to be transmitted, as well as on the techniques for maintaining cohesion and stability among the groups of volunteers.  

Women seen to be active in the community and to have leadership skills were contacted so that they might become volunteers. They needed to demonstrate interest in learning about health and in transmitting this knowledge through visits to at least two households a month. 

According to Rxiin, 86 women composed the body of trained volunteers (the goal was to train 100 volunteers). The number of women trained does not seem relevant per se, since it involves informal training with no quality control. It would have been more useful for evaluation purposes to verify, during the project execution, to what extent the selection, training and activities undergone by the volunteers evolved to become a permanent network capable of reinforcing and multiplying the work performed in the clinics. 

New knowledge and ideas are important in themselves, since they will ultimately spread, thus improving living conditions. Nevertheless, in the short run, for evaluation purposes, the rhythm in which the change of mentality and the adoption of new and healthier habits occur is relevant, reflecting the efficiency of the work done. The lack of baseline information on specific goals – say, vaccination coverage or pre-natal care – for a given target population makes the evaluation of volunteer work precarious. It would be helpful at least to focus on a very limited and well-defined clientele, for instance, the volunteers and the families they assisted directly, thus composing at least 300 families, and then monitoring the changes in behavior of this group. 

The Community Botequines 

To six of the volunteers, Rxiin gave an additional responsibility: to be the keepers of the community micro-pharmacy of basic medicine in their own homes. The volunteers then sell the medicine provided by Rxiin on a commercial basis. The basic kit, kept in a small wooden and glass cabinet (see photo), includes painkillers, vitamins, antipyretics, cough syrup, and so on. The best selling of these medicines is the once-a-month contraceptive shot. 
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Although public health clinics provide contraceptives for free, they are often unavailable or insufficient to meet the demand. For the women, buying from Rxiin, means acquiring them for a much lower price (Q15) than the one in the commercial pharmacy (Q60). 

From the point of view of Rxiin, the community botequines help people get medicine through the volunteers at lower Rxiin prices without having to go to one of the Rxiin clinics far away. The volunteer we met was proud of this extra responsibility. 

For outsiders like me, concerned about the perverse effects of self-medication, this Rxiin program seems to have deviated somewhat from the basic health care and education mission it had proposed in the scope of the IAF project. Today, five botequines still remain.  


The volunteers we met seemed to be motivated and the fact that they are participating in the Rxiin group has positively affected their lives: most of them are better informed, more independent, more confident and more fearless from all points of view. Nevertheless, their link and allegiance is more to Rxiin than to the families in the community. Their low educational level seems to be a problem: most of them are unable to take notes or to keep records of their work. Also, they do not have the arguments to fight traditional and often perverse ways. In visiting the home of a volunteer, we realized she had not been successful in passing on to her own daughter the basics in terms of childcare and family planning. This case is especially meaningful because the volunteer is also a comadrona. (See photo). 

Comadronas continue to be very important in these poor Mayan communities, being the first to be contacted in cases of women and child healthcare needs, but also in the case of illness and health problems in general. Thus, both the local government and Rxiin recognize that it is strategic to count on them as allies to improve health conditions and detect cases that need to be referred to specialized medical care. Some of the Rxiin volunteers are comadronas. Nevertheless, their age and low level of education makes changing their ways and making them effective partners in health care a slow process.  Although Rxiin has had capacity building activities targeted at comadronas, these were not specified separately as project goals and there are no reported results. 

The Comadronas 

There are 8 active comadronas in San Juan, which, at any given time, have an average of three pregnant women each under their charge. Comadronas are mostly fifty years old or over and most do not have even primary schooling. The local government has not only attempted to train active comadronas, but has also encouraged some of the young women to become comadronas. In 2003, for instance, they were paid Q20 per day to attend a 20-day course. The handsome Q400 sum attracted the women to attend the course, but failed to create a permanent link between them and the official local health services. Without pay, most comadronas do not come to routine meetings called by the puesto de salud. Rxiin has met the same difficulty: without pay, no deal.      

The articulation of Rxiin’s volunteer work with the local municipal health committee, one of the project’s proposed strategies, never materialized. This is unfortunate since Rxiin had the medical and educational personnel to provide the basic training for this kind of program. However, it did not have the means, the coverage and the structure to push it to become an effective public health policy. 

Finally it is worth noting that the capacity building component lost ground during project execution, specifically in relation to the pharmacies and expenditures with wages (see Table 6). 

3. Reporting Indicators and Results  

The original Rxiin proposal, as well as the Grant Agreement, listed a series of indicators based on IAF technical documents. They were:

a) Improved Access to Basic Services (1.1)

b) Acquisition of Knowledge and Skills (2.1)

c) Application of New Knowledge and Skills (2.2)

d) Job Creation (3.1)

e) Role Changes (5.2)

f) Current Sales (10.3)

g) Resources Mobilized for the Project (11.1)

h) Coverage (12.1)

i) Linkages (12.2)

j) Relationship with Partner Organizations (12.3) 

k) Dissemination (19.2)

It is especially noteworthy that in the proposal Rxiin included for each indicator the expected results for the project. As a matter of fact, this “starting point” represented both the understanding Rxiin had of the meaning of each indicator as well as its commitment to the IAF. 

Although there are many shortcomings in the selection and definition of indicators, IAF missed the opportunity to adequate the set to the project design and to its perceived priorities in terms of monitoring and evaluation. Some observations on the selected indicators and on the way they were reported may help to clarify this point. 

Rxiin made estimations on the possible number of beneficiaries based on population data for the two municipalities.
 It considered that it would assist all 0-4 year old children (2,451), their mothers (1,000), plus 50% of pregnant women (125)
 and 100 volunteers, thus totaling 3,676.  These numbers also serve as basis for three other indicators that refer to the beneficiaries: Acquisition of Knowledge, Application of Knowledge and Change in Roles (all beneficiaries, except children, thus 1,225 beneficiaries).  These were probably supposed to be seen as yearly goals; so they can neither be compared to the results in the intermediary reports that refer to six-month periods, nor directly to the consolidated results relating to the five-year period the project lasted.     

Since the main activity of the project was to be the installation and running of the clinics, it would be more important to report services provided at the clinics, and, whenever possible, changes in health indicators for their patients. To a certain extent, Rxiin tries to do just that in reporting the results for the last six months of project execution (see Table 9). Nevertheless, defining the difference between number of beneficiaries and number of services provided would help to avoid double counting and clarify to what extent the desired routines have been established. In this sense, it is worth knowing not only how many pregnant women came for pre-natal care (reportedly 19), but also how often they came. Although most pregnant women do not come to pre-natal care at all - thus prompting Rxiin to set  the modest goal of two pre-natal visits -, it is  important  to have a separate follow-up indicator for the number of consultations. It would show how low-cost Rxiin services, as well as how health education activities conducted by volunteers and the staff at the clinic,  were able  to  affect the behavior  of women  in relation  to health  care during pregnancy. The same holds true for other indicators, such as vaccination and routine control of the physical development of children.      

Rxiin considered the effects of the project in terms of job creation to be the 7 new jobs that would guarantee the workings of the two new clinics. Although this is not a job- generating project so that this information is irrelevant for evaluation purposes, the indicator was maintained in the grant agreement. It was abandoned in the subsequent reports.  

Although listed among the original set of indicators, the value of sales was not reported regularly throughout the project. Furthermore, the choice of relevant indicators failed to consider the basic variables that would be necessary to keep track of the pharmacy activity: value of acquisition, value of sales (gross and net) and value of stocks of medicine. As a matter of fact, it would be useful to have a sustainability indicator so as to reflect to what extent the earnings from the pharmacy were sufficient to cover the entire costs of the new clinic. A more global sustainability indicator would include both the earnings from the pharmacy and those from medical services. It should be noted that this is actually a self-sustainability indicator that does not have the same purpose as those within the scope of the GDF, such as the indicators of Mobilization (8.1), Sustainability (8.2) and Mobilization of Resources (8.3).

	Table 9

	Number of Beneficiaries from April to July 2003

	as Reported by the Grantee

	Description
	N.

	Mujeres en control prenatal que visitaron en la clinica
	19

	Niños y Niñas tratados en las clinicas y en la comunidad
	137

	Niños y Niñas en control de peso para su crecimiento y desarrollo
	14

	Personas que llegaron a consulta externa y emergencia 
	186

	Personas  nuevas que llegaron a servicios varios
	77

	Mujeres embarazadas vacunadas 
	15

	Niños y Niñas vacunadas menores de 5 años 
	12

	Visitas a mujeres embarazadas en casa 
	344

	Madres de niños menores de 5 años que fueron visitados en casa 
	943

	Mujeres de otros grupos organizados
	368

	Mujeres voluntarias capacitadas 
	54

	Total
	2,169

	Source: Rxiin Tnamet, Informe de Cierre (Resumen).   
	


The grant agreement specifically mentioned that Rxiin would “conduct studies on community health conditions before and after the project to assess improvements and continuing health problems.” This responsibility seems to be well beyond the scope of Rxiin and beyond the goals of the project associated to the establishment of the two clinics. Nevertheless, in order to meet this obligation, Rxiin reported the data from two surveys it had done for other sponsors with other goals. Even if the two surveys had been comparable - and they were not – the timing and topics investigated were not relevant to the follow-up of the impact of the IAF project. 

Finally, it is worth mentioning that there were two extensions to the completion date of the agreement (amendments 2 and 3). These were to accommodate Rxiin’s financial flow along the years. As a matter of fact, Rxiin received both IAF and AID grants for the same original three-year period. The amendments allowed Rxiin to stretch IAF funds for five years, resulting in a longer lasting project with roughly the same amount of funds as originally planned.  

The two Rxiin clinics created with IAF funds are still open today and are running smoothly, though well below their full capacity. It is not clear if they are sustainable in themselves, because the amount of profits generated by the pharmacies has never been adequately reported.  Nevertheless, the Santiago clinic – considering the proceeds from the pharmacy and from medical services - certainly generates enough funds to cover its modest costs, as well as to finance other Rxiin programs. Anyway, Rxiin’s executive director is busy searching for new sponsors. In 2004 they got one-year financing from the “Servicio Judio Americano.” They will easily find sponsors, since there are many foreign organizations willing to finance de facto grassroots organizations with a solid service record.    

They may need outside help soon, though. In May 2005 the old Santiago hospital is scheduled to open after refurbishment work and there is much movement on the part of private American volunteers in the area. The hospital will possibly attract a part of the Rxiin clientele in Santiago, especially if medical services there are offered free of charge as they were in the past.     

4. Lessons learned  

4.1 The Difficulties in Changing Traditional Ways

Changing behavior in terms of health care is necessarily slow, given the low educational level in the project area, where the uneducated comadronas still have a strong grip despite their obvious shortcomings. To make the comadronas allies in public health issues, Rxiin should resort to its network of volunteers, creating permanent links between individual volunteers and each active comadrona. Existing family and neighborhood relationships should be used as a basis for this strategy.  

4.2 Health Care is a Priority in Very Poor Areas 

Where poverty is critical and widespread, providing basic health and sanitation services is the most effective and direct way of improving living conditions in its basic component: reducing mortality and morbidity rates.  The priority is to focus on the most vulnerable, i.e., mothers and pre-school age children. Given this framework, small-scale programs, such as those at Rxiin, should define their goals and activities within a narrow focus, since their impact might not be felt in the population as a whole. 

4.3 Combining Immediate Assistance and Capacity Building Programs 

The project had a clear and measurable goal of creating new clinics for providing medical assistance in areas where health conditions are critical, thus imparting immediate services to improve the living conditions of those assisted. In tandem, it focused on systematically providing basic information on health care and hygiene, directly to patients or indirectly through the volunteer network, so as to change inadequate habits and enhance preventive care.  The capacity building component has little effect in the short run, but it is a crucial strategy, having the potential to generate lasting and sustainable results using the few resources available. 

4.4 The Need to Assist the Grantee in Project Design and Operation

Aimed at establishing two new clinics in poor areas, Rxiin needed specialized orientation on how to make choices concerning operational parameters, such as the price to charge for appointments and other medical services, as well as the sales policy in the two annexed pharmacies. These were important tools to meet two basic goals: to provide services using the full capacity of the clinics and to guarantee their self-sustainability. Without assistance, Rxiin did not make the much-needed adjustments to attract more patients, so that the two new clinics have been working well below their capacity. This represents a waste of scarce resources that, on the contrary, could have been intensely used for the benefit of the population. Once the proposal is selected and before signing the grant agreement, the IAF should consider providing some specialized consultant’s guidance so as to have a well-designed project, as well as adequately defined monitoring and evaluation indicators. The need to provide this preliminary technical assistance is directly proportional to the grassroots characteristic of the grantee. 

4.5 The Difficulties in Understanding and Managing Financial Mechanisms 

There is no clear definition regarding the resources in the budget to be allocated for the acquisition of medicine. Although the idea of the revolving fund is clearly stated in the proposal, as well as in the budget in annex to the grant agreement, nowhere in the Rxiin reports nor in the auditor’s assessment is the US$ 46,000 amount treated as such.  This is a serious flaw, since it neglects the key importance of the pharmacy in attracting patients and guaranteeing the operational sustainability of Rxiin.  

As a matter of fact, financial mechanisms within the scope of grassroots social projects demand careful design and management to have any chance of working properly.  This is not only the case of Rxiin’s revolving fund for the acquisition of medicine, but also of other frequent components in IAF projects, such as savings funds and credit funds. 

4.6 The Need to Conceive Indicators to Reflect the Workings of the Project

The indicators selected prior to project execution have to be not only relevant in order to reflect the workings of the project, but also practical and feasible from both the conceptual and appraisal point of view. General indicators, referring to the total population of a municipality or province should be avoided, since small-scale projects generally fail to have measurable results at that level. Quite to the contrary, indicators should refer to the population directly affected by the project, such as the patients in the two new clinics or the health volunteers and their network. 

4.7 Risky Dependence on Public Sector Commitments

Joining the efforts of different agents that operate in a given sector and area is a desirable strategy to make the most of scarce resources and large unmet needs. Nevertheless, even when medical appointments take place in advance and there is an agreement on the measure of collaboration, this is no guarantee that commitments will be maintained during project execution. Partnerships are especially fragile when they involve elected public officials that are very prone to acting on day-to-day political injunctions. Rxiin suffered from broken commitments at least in two key project issues that could have led to failure were the grantee organization more fragile and un-experienced. Thus, when making alliances, the parties involved should adopt all possible formal safeguards, as well as consider an alternative plan in more extreme cases. 
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� Rxiin received US$ 50,000 from the Population Counsel for the two-year project. 


� The public health clinic in Santa Maria was closed the day we visited the municipality. In San Juan we met the doctor and the male nurse, who also plays the role of health clinic administrator, but the clinic was closed over the next two days. In Santiago, we could not find the doctor. Allegedly, he was out to see a patient and would not be back that same day.  


� Rxxin and the municipalities of San Juan and Santa Clara had each previously agreed to cede locations   for the two clinics. Also, Rxiin have been receiving vaccines from the Ministry of Health.  These items were included in the budget as contribution from others. In the proposal, Rxiin states that they did not have the counterpart resources of US$ 110,492, lower than the amount that appeared in the grant document, but that they were seeking other sponsors.     


� Demographic estimations refer to 1998. 


� There is a road around the lakefront that connects Santiago to San Pedro. It has, however, become so dangerous that ferrying across the lake is now the main means of transportation between the two towns.   


� The Rxiin project sponsored by Population Council in 1996/7 was specifically focused on reproductive issues.  


� This change was in the location of the clinic was the object of Amendment 1, of July 1999. 


� An unskilled rural worker earns from 38 to 47 Q per day.  The boat ride from Santiago to San Pedro costs 10 Q. 


� It is possible that the real figures are still higher. Monthly receipts for 2004 obtained from the San Juan clinic reached around Q 140,000 even with missing data for March and September. Thus, gross receipts from the pharmacies may be above the values reported in Table 5. This total may not include receipts from “domestic pharmacies,” dealt with later on in the report.  


� Nursing aids receive one year of specialized training after completion of nine years of basic schooling.   


� “...se realizarán tres lotes de compras de medicamentos al ano. Se calcula gastar $ 15,000 en cada lote, lo que representa que $15,000 dará vueltas tres veces al ano que hace un total de $45,000”. Rxiin, Solicitud de Donación, page 14. 


� Low demand for medical services does not seem to be a problem in Santiago (50,000 inhabitants): on a normal day during our visit, there were 13 appointments just in the morning hours (from 8 am to 1 pm). 


� After the project closed, only one of these educators has remained at Rxiin.  


� Numbers in parenthesis refer to the GDF code. 


� This indicator was the only one to be listed in the Agreement, but not in the Proposal. 


� The two municipalities were San Juan and Santa Clara. Santa Maria de la Visitation, which replaced Santa Clara, has a smaller population.  


� These beneficiaries were estimated as 50% of the probable number of women from 15 to 45 becoming pregnant  in a year (5%). 
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