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EXECUTIVE SUMMARY
1. This final report presents the results of the impact evaluation study associated to the project
implemented by the Centro de Estudios para la Equidad y Gobernanza en los Sistemas de Salud
(CEGSS) in Guatemala, with the financial support from the Governance and Health Equity Unit
of the International Development Research Center (IDRC). This project was part of an
international collaboration that included CEGSS, as well as the Grupo de Analisis para el
Desarrollo (GRADE) from Lima, Peru, and the San Francisco University of Quito (USFQ), Ecuador.
2. However, the original research proposal had somewhat different questions in mind with respect
to the research project we were able to implement. GRADE’s previous research project had
provided evidence of the importance of health inequalities by ethnicity in Peru, and wanted to
continue disentangling the mechanisms at work. Considering that the nature of ethnicity in Peru
was somewhat similar to the one in Guatemala, the initial research question was to explore the
relevance of racial or ethnic discrimination by the health personnel in public health facilities in
rural municipalities of Guatemala, in the form of lack of respect, transparency or others, when
the individual attended the public health facilities. A second key research question was whether
we could reduce such discriminatory treatment by raising awareness and sensitivity about
interculturality with the health personnel, or by empowering the indigenous population about
their right to quality health care.
3. The original research proposal implied the use of innovative methods to establish discriminatory
patterns in the patient-health professional relationship at consultation, such the implicit
association test and the use of simulated patients to evaluate the nature of the consultations.
However, their proper implementation demanded a strong and formal institutional support
from the national and regional levels of the Ministry of Health (MoH), as we needed direct
involvement from health personnel. Our initial consultations during an early field visit showed
high interest for the original research proposal from local health authorities. At the same time,
though, we were warned that such a formal support from national health authorities was going
to be a challenge. More specifically, we were told of cases in which such authorizations took
upto two years to materialize. After entensive discussions, the PIs decided the risks were to high
for the project, so that we decided to adjust the original research proposal to reduce such risks.
4. The agreement after that visit was to further analyze the nature of the original CEGSS
intervention, to see if the theory of change behind it justified a experimental impact evaluation.
In January 2013, we organized a workshop in Guatemal City, with the participation of CEGSS,
GRADE and IDRC. From CEGSS, we had Walter Flores, PI of the CEGSS component of this project;
from GRADE, we had Martin Valdivia, PI of the impact evaluation component of this project,
plus Jorge Aguero, consultant for the same component. Finally, for the IDRC side, we had the
participation of Anna Dion, project officer for the GEH. After a thorough discussion of the CEGSS
intervention and its theory of change, we agreed that an experimental study evaluating the
impacts of such intervention would provide very relevant information to the literature that
analyzes interventions destined to empower poor citizens about their health rights,
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understanding that very few of such efforts have included a rigorous methodology to evaluate
their impacts.
5. These adjustments to the original research proposal unavoidably generated important delays in
the implementation of the project and the impact evaluation study. Not only the
implementation of the CEGSS intervention started late, but it required a larger period to
complete all components. Thus, the completion of the intervention took until December 2015,
about 15 months after the original plan. Thus, we postponed the follow up survey to july of
2016, about 18 months later than the original plan.
6. The original CEGSS intervention focused on community leaders, and included

supporting their activties via training, technical assistance and subsidies for transport,
materials, etc. for the supervision of health services of health facilities municipalities
and to lobby with local government and local authorities for improving the quality of
health services, sometimes in alliance with the local media. It was based on the working
hypothesis that traditional participatory spaces are not enough to promote citizen
participation, especially the poor, and that external support to community leaders can
help materialize the promises of participatory mechanisms. The design of the CEGSS
intervention focused initially on the Local Development Council (CDL), a key institution
that is part of the local government, as a key contact to start the diagnosis of the
situation of the municipalities.
7. The impact evaluation strategy used a randomized control trial that randomly selected
22 treatment municipalities and another 22 were assigned to the control group. Recall
the CEGSS intervention is based on identifying and supporting a group of community
leaders to identify problems in health services and seek alternatives within the local
power structure to push for a better performance of the health system. Then, the theory
of change identifies the most inmediate expected effect of the CEGSS intervention to be
the empowerment of trained leaders, who will put pressure on the quality of health
services in local establishments, by generating relevant information on the quality of
health care in local public health facilities, and compeling local health authorities and
practitioners to respond and react with quality improvements that could be achieved
without an increase in financial resources.
8. The more elaborate patterns of change include the increased awareness of their health
rights by the citizens themselves, and a perception of an improved service quality.
Another important dimension is that leaders and the population as a whole will improve
the quality of their relationship with the state, resulting in improved trust and increased
social capital, especially around health rights. The empirical evaluation of these
hypotheses was made with the help of a household survey, a community leaders’ survey
and a survey at health facilities.
9. Our preliminary results indicate that individuals in treated localities do perceive a better
quality health care in local facilities, which in turn leads to increased use of health
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services, at least for those low-complexity treatments. Although the information
collected by community leaders focused around the inadequate provision of health
infrastructure and inputs, including medicines, the quality improvements accrue around
treatment by health staff, mainly about the provision of adequate information and
respect for their privacy during the consultation. This result is quite consistent with the
results of Bjorkman, de Walque and Svensson (2017) in Uganda, in the sense that they
find that the participation-only treatment group focused on health issues that involved
third-party actions, mainly connected to increased financial support, and thus had no
significant health effects. In contrast, in the information+participation treatment group,
participants in their study focused almost exclusively on local problems associated to
staff performance, including absenteeism, waiting times and patient-health staff
interactions, and did show significant improvements in utilization of heatlh services and
child mortality. For this study, qualitative data collected by CEGSS also reports claims by
local authorities and health staff that most complaints collected by trained community
leaders refered to lack of medicines and equipment, but it seems that negotiations
between trained community leaders and health staff and local authorities were able to
find spaces in which they could generate improvements, such as those associated to the
patient-health staff interactions.
10. The other important result is that we do not find any effects of the patients’ perception
of their ability to complain for the deteriorated quality of the health care provided by
local health care facilities. Such result would suggest that the training to empower
community leaders have not yet led to empowered citizens, although they do seem to
enjoy the benefits of improved health care. It may be that it takes more time for the
trained community leader to transfer to their constitutency an improved awareness of
their rights to quality health care and the knowledge to enforce a positive reaction from
local authorities and health staff. However, if the transfer to citizens does not occur in
time, the question would be about the sustainability of the improvements we report
here.
11. Another possible implication of not yet reaching the citizens is that benefits may end up
excluding some of the most disadvantaged groups of the population. Indeed, we find
that the positive effects on perceived quality of the health care received accrue among
those that report no indigeneous background, while no effects are found for the
indigeneous.
12. These initial results are quite relevant for the understanding of the impacts of
transparency and accountability initiative, in the lines of what is suggested by Gaventa
and McGee (2013). For one thing, the CEGSS intervention shows that providing training
and technical assistance for community leaders to generate and use relevant
information about the quality of health care in local facilities can indeed generate
iii

quality improvements, even when not connected to explicit policies that connect
allocation of financial resources to performance.
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1.

Introduction

This final report presents the results of the impact evaluation study associated to the project
implemented by the Centro de Estudios para la Equidad y Gobernanza en los Sistemas de
Salud (CEGSS) in Guatemala, with the financial support from the Governance and Health
Equity Unit of the International Development Research Center (IDRC). This project was part
of an international collaboration that included CEGSS, as well as the Grupo de Analisis para
el Desarrollo (GRADE) from Lima, Peru, and the San Francisco University of Quito (USFQ),
Ecuador.
The key element of the project was the support to the intervention designed by
CEGSS to empower some key community leaders in traditionally marginalized areas of
Guatemala to promote effective community participation and contribute to improving the
quality of health services. However, the joint project aimed also at generating rigorous
evidence about the changes generated by the CEGSS intervention, understanding such
study could provide useful information about the way transparency and accountability
interventions could promote community empowerment and improve local governance in
poor regions of developing countries. GRADE was in charge of the impact evaluation study
which used a randomized control trial to help estimate causal relations and define a
relevant policy agenda for transparency and accountability policies in developing countries.
We report here the results of an experimental impact evaluation of the intervention
developed by CEGSS between 2013 and 2015 in 22 municipalities of Guatemala, combining
qualitative and quantitative methods. We initially identified 63 municipalities, and
randomly assigned them to treatment (22), control (22) and non-selected (19). We look at
several indicators coming from household surveys (one at baseline, before the start of the
intervention, and another a year after the end of the intervention) and administrative data
coming from CEGSS monitoring system. We look at several indicators of access to health
services by the population and their perceptions about its quality, and the way they
perceive their rights to quality health care. In addition, we asked those and other questions
to community leaders about their perception of health rights in their communities and ways
to solve problems with access to quality health care. Finally, we also look at the functioning
of the different components of the intervention (training of leaders, technical assistance,
use of app for complaints).
The results of this study provide at least suggestive evidence about key questions
regarding the impacts of transparency, accountability and social participation initiatives
around the governance of local health systems. CEGSS intervention focuses on the
monitoring of health services through the empowerment of key community leaders, which
work as intermediaries between the state and the citizens (CEGSS, 2015). That is, it does
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not promote direct mechanisms to provide key information to citizens, although community
leaders can indeed work on empowering individual citizens by sharing the information from
their monitoring and informing them about their health rights and the obligations of the
local and national states to provide a efficient health system. That is indeed one of the key
hypotheses behind the CEGSS intervention, behind the most direct one that asks whether
the training and support of key community leaders can indeed improve the quality of health
care services in treated municipalities despite the fact that the national state have not
connected this local monitoring to relevant public budgeting decisions2.
The rest of this document is organized in seven sections including this introduction.
The second one describes the process of adjustment the project experienced from the
proposal stage. The third one offers a more detailed description of CEGSS intervention with
some information about the way each component worked in practice, and a discussion of
how this intervention connects with previous efforts evaluated in the literature. The fourth
section follows with a description of the experiment and the key hypothesis behind it, while
the fifth section describe the statistical methods followed to estimate the key impact
parameters. Section six present the key results of the study while section seven closes with
a discussion of the results and policy implications3.
2.

The path from the research proposal to the research project implemented

The original research proposal had somewhat different questions in mind with respect to
the research project we were able to implement. GRADE’s previous research project had
provided evidence of the importance of health inequalities by ethnicity in Peru, and wanted
to continue disentangling the mechanisms at work. Potential barriers for the individual of
indigenous background include geographical barriers associated to the distance between
the public health facilities and the places where the indigenous population reside (rural
areas), but also some cultural differences that make them especially threatened and
insecure in their interaction with the health personnel, as well as more connected to
traditional local healers. Similarly, though, such cultural differences may generate a reaction
by the health personnel that could affect the quality of the relationship, by for instance,
restricting the information provided during consultation about the diagnosis, or the chance
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CEGSS’s approach assumes that the fight for the recognition of health rights provides a vehicle to
challenge the current distribution of power that systematically marginalizes poor populations,
especially those of indigenous origin. This is key to generate an adjustment in the provision of public
services, including health services. However, this impact evaluation study is not able to test a related
hypothesis.
3
We also include two key documents in the appendix: the questionaires of the surveys and the
baseline report.
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to choose between alternative treatments, etc. Considering that the nature of ethnicity in
Peru was somewhat similar to the one in Guatemala, the initial research question was to
explore the relevance of racial or ethnic discrimination by the health personnel in public
health facilities in rural municipalities of Guatemala, in the form of lack of respect,
transparency or others, when the individual attended the public health facilities. A second
key research question was whether we could reduce such discriminatory treatment by
raising awareness and sensitivity about interculturality with the health personnel, or by
empowering the indigenous population about their right to quality health care.
Key methodological features of the study included the use of implicit association
tests, and the training of simulated patients to evaluate actual treatment during
consultations. The implicit association test is one in which we ask several specific questions
with a positive and negative attitude, in connection to, in our case, images of people with
special markers of ethnic background (fenotype, clothing). The idea was to analyze whether
answers vary by individuals, in particular health professionals, depending on the ethnical
markers used by the individual that appears during the question4. In turn, the use of
simulated patients was proposed to see if such implicit discriminatory patterns imply
specific differences in the process of information transmission by health professionals on
the diagnosis and on decisions of the choice of treatment options, etc., while controlling for
other factors that are usually associated with the ethnic markers and also affect the
interactions between the patient and the health professional at consultation 5. Such
fieldwork would have allowed us to establish a baseline for the prevalence of discriminatory
treatments during health consultations in rural Guatemala. Next, we had planned to
incorporate training workshops for health personnel and indigenous population to see if
they alter the nature of the patient-health professional relationship during the consultation.
A randomized control trial was to be implemented to rigorously evaluate the relative
impacts of these treatments on the patient-health professional.
After the approval of the project, the co-directors Walter Flores (CEGSS) and the
team from GRADE, including Martin Valdivia and Jorge Aguero, started coordinating the
implementation of the joint project, first to validate the research proposal, and also to
define initial activities for the implementation by CEGSS and the study with GRADE6. In
August 2012, Walter Flores-principal researcher from CEGSS took advantage of a visit he
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For further information about the implicit association tests, see Greenwald, McGhee and Schwartz
(1998), or Krieger et. al. (2010) for ist use in health research.
5
The simulated patient approach was piloted by our research team under the previous research
grant, on a pilot basis. Results are reported in Reyes and Valdivia (2009).
6
These initial coordinations were reported in detail in the narrative report for the first year,
presented in August 2013.
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was doing to Peru and met-up with Martin Valdivia-principal researcher from GRADE.
During this meeting, the two researchers discussed the general characteristics of the
intervention and reviewed different literature on evaluation and impact evaluation of social
accountability and community empowerment projects. Both researchers also agreed on a
visit and workshop of GRADE researchers in Guatemala.
In the last quarter of 2012, Martin Valdivia and Jorge Aguero visited Guatemala to
explore the feasibility of the original research design, namely an impact evaluation with
emphasis on discriminatory treatment based on racial/ethnic traits. Both researchers met
with CEGSS staff and CEGSS also facilitated meetings with health authorities and other
research organizations in the country. CEGSS staff provided excellent support for meetings
with national and local health authorities in Guatemala. Such talks generated serious doubts
about the possibility to obtain institutional support from the MoH and the NIH for the
implementation of the implicit association tests and the simulated patient methodology.
The authorities showed strong initial interest in the research question and valued its
relevance for understanding health inequalities in Guatemala. However, the situation got
complicated when they all saw the need of a formal institutional support, and CEGSS and
NIH staff coincided that such agreement could take about a year, and maybe even more.
Thus, the recommendation was to adjust the study so that such inter-institutional
agreement was not necessary. On the other hand, the meetings with CEGSS staff made it
clear that there was still no clarity and agreement about the specific nature of the
intervention to be implemented by CEGSS. A third workshop was planned for January 2013.
In this third workshop, Anna Dion, project officer of IDRC participated, together with
CEGSS staff and both Martin Valdivia and Jorge Aguero from GRADE. The workshop lasted
three days, but from very early the CEGSS and GRADE staff had agreed about the
unfeasibility of the original research design, considering that the methodological approach
required for a formal agreement from the Guatemalan NIH, which could take years, and it
is not guaranteed until the end of the process. Thus, the focus of the workshop moved
towards understanding the characteristics of the CEGSS intervention, trying to identify the
hypothesis that could justify an experimental impact evaluation study. After a detailed
discussion of CEGSS intervention, GRADE presented the basis of an experimental design that
would be used for the impact evaluation, explaining the relevant questions, and also the
need to randomly define who is to be intervened, and the need to have a control group to
rigorously estimate the impacts of the CEGSS intervention on key relevant variables. The
details of the research design are included in section 4 of this document. In addition, both
teams, with the support of Anna Dion, agreed on the relevance of using a mixed methods
design and the usefulness of prospective ethnography to document CEGSS intervention
throughout the project. During the discussion, CEGSS also had the opportunity to clarify the
4

specific characteristics of the intervention and the basis of the specific “theory of change”
for the intervention was discussed.
This adjustments generated also a delay in the execution of the project. Initially the
project was going to start in the April 2012 and go for 36 months to close in march 2015.
However, the preparation of the intervention took CEGSS longer than expected, so that they
could start implementing it only by January 2014. The second thing was that the
implementation was not as smooth as initially planned. Originally, CEGSS estimated a full
implementation was going to take about 14 months, but later had to adjust it to about two
years. Thus, the closing of the intervention stage moved from September 2014 to December
2015 (see Figure 1). In turn, we considered the follow up survey needed to provide the
CEGSS intervention as much as possible, considering the support provided needed to
mature to, for instance, move from the direct beneficiaries, the recruited community
leaders, to the population as a whole. After coordination with IDRC officials, the agreement
was to implement the follow up survey by july 2016, about 18 months from the date
originally planned.7

Figure 1: Original and adjusted timeline of the project
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The CEGSS Intervention

By 2012, CEGSS had accumulated significant experience implementing efforts to empower
local leaders to fight for health rights by the national health system of Guatemala. Efforts
to empower local communities through transparency and accountability initiatives are not
new, but few of them have been rigorously evaluated until recently (Gaventa y McGee,
2013). The general hypothesis is that elections or intra-guvernmental controls are often
limited to promote citizen empowerment and an efficient provision of public services,
especially for the poor. Thus, we often need supplementary efforts by demand-driven
initiatives led by citizens and key social actors to trigger the democratic mechanisms behind
traditional supply-driven political institutions to promote efficient public provision of
services. The 2004 World Development Report was an early warning about the need to
improve accountability mechanisms by amplifying the voice of the users and increasing the
7

We negotiated with IDRC an amendment for the corresponding no extra cost extension of the
project, which set the completion date for September 30, 2016.
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transparency of the actions by service providers, that has generated large amounts of
subsequent work8. However, only recently, we see a systematic effort to generate reliable
evidence about the effectiveness and impact of transparency and accountability initiatives
throughout the world, while understanding the need to innovate in relevant indicators,
methodological approaches and theories of change. In what follows of this section, we
describe the design of the work organized by CEGSS to promote community participation
for health services in Guatemala.
The intervention, managed by CEGSS, aimed to implement a participatory approach
based on health rights for the empowerment of citizens to monitor public polices and health
services in Guatemala. The impact evaluation component was led by GRADE, through an
experimental design, it seeks to assess the impact of the intervention component on the
improvements in equity in access and full inclusion of indigenous groups in Guatemala.
Initially, the CEGSS arm of the project included a knowledge transfer component to be
implemented through a collaboration with USFQ. However, the complications described in
section 2, precluded us to implement this component.
The CEGSS intervention was originally inspired on the limitations found in Flores and
Gómez-Sanchez (2010) of the participatory approach promoted by the legal framework
defined in 2002, which had the Municipal Development Councils (MDCs) as a cornerstone
of the democratization of local governance in Guatemala. The authors argue that such
spaces for community participation are important, but are not easy to take advantage of in
the presence of power asymmetries, so that proactive action is needed to ameliorate such
asymetries at the local levels. Thus, the CEGSS intervention under this project included
supporting community leaders via training, technical assistance and subsidies for transport,
materials, etc. for the supervision of health services of health facilities municipalities and to
lobby with local government and local authorities for improving the quality of health
services, sometimes in alliance with the local media. The design of the CEGSS intervention
focused initially on the Local Development Council (CDL), a key institution that is part of the
local government, as a key contact to start the diagnosis of the situation of the
municipalities. The CDL has many members representing the central and local government
plus community representatives. Each community chooses a representative for the CDL.
More specifically, the CEGSS strategy was organized into 4 levels of action, which in total
have a duration of 14 to 18 months:
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At the same time, theres is an increasing concern about the de-politicisation of social
accountability, in favor of an efficiency paradigm, as a result of increased awareness that increasing
state accountability is about shifting the power balance between the state and citizens (Gaventa y
McGee, 2013).
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Phase 1: Organization
The first phase consists of an analysis of local conditions in relation to access to health
services, availability of basic resources in health institutions, power relations and key
characteristics of democratic governance (accountability, transparency, social
participation) , contact with local organizations and a rapid evaluation of them, knowledge
of the culture, forms and system of traditional authorities. This part of the study was
implemented in the 22 municipalities selected to treatment and was very important to
define the initial situation of the intervention, which allows community organizations to
identify where their efforts will have an impact (greater availability of basic medicines,
better treatment of families seeking health care, improved communication between
families and health care providers, etc.). It also seeks to strengthen existing organizations
or create a citizen's health council if necessary.
A key outcome of this phase was the identification of three municipalities that had
no favourable conditions for the implementation of the project (CEGSS, 2015)9. In some
cases, CEGSS identified high tension and conflict between communities in the municipality
due to border delimitations or the use of water resources, among others. In some other
cases, CEGSS identified key local leaders were negative towards the intervention as they
perceived it as socially destabilizing. Faced with this negative situation, CEGSS attempted
several strategies to engage authorities and community assemplies about the value of the
intervention, with no major success, thus they ended up dropping these municipalities from
the study.
Phase 2: Training
The training process in each municipality included two main activities: around seven oneday training workshops and a book compiling the most important laws study guides for
participants to study at home individually and in groups within their communities. The
workshops and study guides are based on popular education and adult learning techniques
and cover the following themes:






Legal framework for health and social participation in Guatemala.
Public polices and the role and responsibilities of different actors.
Participatory planning and monitoring.
Implementing participatory monitoring for accountability.
Strategies and activities to demand accountability of authorities and advocacy.
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They were the municipalities of Cajola, Concepcion Chiquirichapa y Palestina de los Altos, all in the
departament of Quetzaltenango.
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On average, CEGSS organized 8 workshops per municipality, with an average
attendance of 27 community leaders per workshop. The extra workshops were justified
given the difference in interest and previous knowledge, and also to differences in the initial
commitment of the community leaders initially recruited. In each training workshop, CEGSS
subsidized for transportation, food and lodging to community leaders. These were to
confront the opportunity cost and other barriers. Also, all the necessary material for the
training was given for free.
The capacity building workshops were designed to help community leaders learn
about the legal framework and a general understanding of how public policies and services
work and their relevance. Community leaders were also helped to develop skills to
implement the monitoring of public policies and services. They also learn and develop skills
to implement advocacy plans to tackle the problems that have been identified during the
monitoring.
Phase 3: Surveillance of health care services
This phase involved the implementation of a participatory system to monitor whether
public policies and health services in the municipality were addressing issues of access,
reduction of discrimination, improvement of resource allocation, transparency and
accountability. Monitoring was designed and coordinated by a surveillance steering
committee of seven community leaders in each municipality, selected from those that
participated in the training sessions of phase 2. However, many of the other leaders that
participated in the training workshops did collaborated with the data collection necessary
for the surveillance of local health systems.
The surveillance system included three sections: a) surveys in health care facilities
to assess the availability of basic medicines, medical equipment and human resources; b)
in-depth interviews with families that faced a health issue, went to a public health facility
but did not receive adequate care, which were indentified in community assemblies; and c)
public campaigns to collect complaints and audiovisual evidence to be reported through the
electronic platform developed by CEGSS.
For the health care facility survey, the surveillance steering committee selected a
sample of 5 to 10 health institutions for monitoring, explicitly considering the heterogeneity
in remoteness and urbanity of the population of reference. Assemblies were held in each
one to inquire about barriers to access to local health services and other complaints. In
some cases, leaders went by themselves to collect data, but in the most remote
communities the cost of transport being so high, required for CEGSS to provide transport
subsidies for these communities. Next, the community leaders proceed to have in-depth
8

interviews with individuals that were identified during th assembly as having received poor
health care in one of the local facilities, learning about the family’s expenditures in
medicines, transportation to the facility, as well as the number of working days lost by the
income earners. These cases were mixed with those collected in other special campaigns
sustained at health care facilities, gathering audiovisual evidence, that was then send to the
electronic platform via a SMS message. The SMS platform was designed by the project as
an attempt to reduce the transaction costs the leaders were facing by transfering to the
authorities the incidents included in the report10. Also, the figure of "community
ethnographers" was introduced, which consists of training 2 or 3 leaders per community to
learn about the use of tools that complement written reports such as photographs, videos
or voice recordings because authorities request evidence of the problems encountered.
Collected information was then analyzed by community leaders with the technical
assistance of CEGSS, and a report was produced with findings presented to health
authorities and municipal governments, including the Municipal Development Council
(COMUDE). CEGSS (2015) reports that the most reported complaints refer to lack of drugs,
followed by shortages of equipment and supplies. However, reports of different forms of
mistreatment of users were also numerous. The report was then use to request
adjustments and/or demand extra resources. CEGSS was in charge in keeping records of the
denounces and the situation of each case, as they were solved, or in the process to be
solved.
Phase 4: Strategic advocacy actions
As indicated above, the surveillance report was first used to generate or demand a meeting
with local authorities to revise and discuss the complaints most common in the report. Such
meetings were normally followed by meetings to plan adjustments in health services and
to define the monitoring the progress in the implementation of the action plan. Often times,
the subsequent meetings were triggered by the accumulation of denounces in the
electronic platform developed especially for the project. The platform was more powerful
when they started including audiovisual evidence of shortages and mistreatments, with the
help of trained community leaders.
A common issue raised by local authorities during these meetings was that they did
not have decision-making regarding allocation of resources for the procurement of
medicines, medical supplies and maintenance of ambulances, among other expenses. The
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See CEGSS (2015) for a more detailed description about the way the platform was designesof and
then used as a mechanism to mobilize authorities to improve the quality of health care in local
facilities.
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question is whether such fact means they cannot improve the availability of such key inputs,
or if the improved awareness of the importance of these shortages help reduce their
prevalence.
4.

Experimental design

This section details the experimental design of the impact evaluation. First, the research
questions of the study and the instruments to be used for the collection of information are
presented. Second, the strategy for selecting the control and treatment groups is described.
Third, the methodology of impact evaluation is detailed. Finally, the sample size and
statistical power of the study are explained.
Research Questions and Sources of Information
As described in the previous section, the intervention is based on identifying and supporting
a group of community leaders to identify problems in health services and seek alternatives
within the local power structure to push for a better performance of the health system.
Then, this intervention will have effects on the empowerment of trained leaders, who will
put pressure on the quality of health services in local establishments, by generating relevant
information on the quality of health care in local public health facilities, and compeling local
health authorities and practitioners to respond and react with quality improvements that
could be achieved without an increase in financial resources. The more elaborate patterns
of change include the increased awareness of their health rights by the citizens themselves,
and a perception of an improved service quality. Another important dimension is that
leaders and the population as a whole will improve the quality of their relationship with the
state, resulting in improved trust and increased social capital, especially around health
rights.
These expected effects result in the following specific research questions, which are
particularly relevant according to the recent literature:






Can an intervention that combines training with technical assistance and non-monetary
subsidies empower some communal leaders to improve their capacity to work within
the local power structure to improve the quality of health services in their
municipalities?
Does empowering the participation of local representatives in promoting equity in
health lead to changes in the health services offered so that the health of the population
also improves?
Can these interventions improve the quality of health services in terms of, for example,
increased availability of basic medicines, less absenteeism of health personnel, etc.?
10







Will the population be more aware of their health rights through their interaction with
trained community leaders?
Will the population's access to basic and prioritized health services improve?
Will the population quality of health services improve as a result of the increased
awareness of population complaints through surveillance reports generated by trained
community leaders?
Do these effects vary according to the initial characteristics of the intervened localities
or individuals?

Considering the questions asked, the impact evaluation carried out by GRADE will
be based on the collection of baseline and monitoring information through three types of
instruments:






Household surveys: household heads are asked about the health status and access to
health services of household members. It also includes some indicators of social capital,
including levels of confidence and perception of the system's capacity to meet its health
needs.
Community Leader surveys: This tool applies to CDL members assigned to social or
health issues and will be asked about their perception of the absolute and relative
quality of health services in local health facilities, as well as well as on how critical
problems are solved.
Health facilitators surveys: Health institution officials are asked about the problems they
face in providing quality health services to the local population.

Randomized sampling
The main objective of the impact evaluation is to measure the effects of an intervention on
the beneficiary population. For this, it is necessary to know what would be the situation of
the beneficiaries of the program if they had not received it, which in the literature of impact
evaluation is denominated counterfactual. However, this scenario is not observable since
the same individual can not be a beneficiary and not a beneficiary at a given moment in
time. Consequently, a reference or control group should be generated that approximates
the characteristics of the beneficiaries of the program but who have not received the
treatment of the program. For thisstudy, we do that by randomly allocating eligible
municipalities to treatment and control groups. Performed properly, random selection
allows balancing the variables of interest between the treatment and control groups,
allowing the comparison to give us an unbiased estimate of the impact of the intervention.
The first step was to establish the eligibility criteria, which in this case was defined
at the municipal level. To be eligible, CEGSS should consider that the municipality really
needs the intervention and that it is in the capacity to implement the program. Specifically,
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the idea was that CEGSS determine the objective territorial area, based on the needs of
municipalities but also considering logistical factors such as distance or the number of
native languages required to work effectively in those areas. Under this premise, GRADE
received a list of 63 eligible municipalities in June 2013. However, the strategy required only
44, so the municipalities were randomly assigned to three groups: treatment, control and
non-selected11. The randomization was stratified by department, and checked for balance
by type of health establishment existing in the community: with hospital, without hospital
but with health centre and without hospital or health centre. Thus, 100 random samples of
different combinations were generated. For each of these combinations, means tests were
performed between the groups and the first combination was chosen that balances the
variables of interest: poverty ratio and proportion of indigenous population. That is, the one
that satisfies that the means of the groups are statistically equal to a level of significance of
5% in the two variables.
Thus, there were 22 locations in the control group, 22 in the treatment group and
19 were excluded from the study. Based on this information, provided by GRADE, CEGSS
was able to start with the intervention in the 22 treatment municipalities. In turn, GRADE
applied first a baseline survey and then a follow up survey, about a year after the end of the
training component of the intervention. The sample size for the individual survey was 1,584
households that were applied by the Interdisciplinary Development Consultancy (CID
Gallup) for the baseline. We planned for 12 randomly selected surveys per locality in three
localities per municipality. By the follow up survey, however, we were able to recontact 88%
of the baseline sample. In addiition, we interviewed three community leaders per
municipality for a total of 132 surveys.
Empirical methods
With random selection and the experimental design, there are two moments of information
gathering: the baseline survey to establish the situation prior to the intervention of the
CEGSS and a follow-up to identify the changes generated by the program, which was applied
about a year after the end of the CEGSS intervention. From this, the basic estimator of the
impacts will be the intention-to-treat (IAT) estimator, using a typical ANCOVA formulation.
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Sample size was estimated to ensure that the expected effects of the program can be statistically
captured with a reasonable likelihood. We aimed to a statistical power of 80% and a level of
significance of 5%. A minimum detectable effect (EMD) of 0.25 standard deviations on the variables
of interest was established. With these parameters, it was established that the optimal number of
municipalities was 40. Considering risks of attrition and other problems, but also the possibilities of
implementation by CEGSS, it was decided to intervene in 44 municipalities. Likewise, we assumed
an intra-district correlation coefficient of 0.035 which, with the additional funding from the e-health
initiative, gave us a number of 12 health facilitators per municipality.
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The ITT estimator compares the differences between the treatment group and the control
group at the time of the exit survey, although controlling for the level of the variable of
interest at the time of the baseline survey. Econometrically, this estimator can be obtained
from the estimation of the following regression:
Yij1      T    Yij 0   j   ij1

(1)

where Yij1 denotes a variable of interest (for example, quality of health services) for the
household i in department j in period 1 (exit survey)12. T is a dichotomous variable that takes
the value one when the household belongs to a municipality assigned to the treatment
group. Thus, it is the effect of the intention-to-treat (IAT) with the program. Yij 0 is the value
of the dependent variable at the time of the baseline survey, and 𝛿𝑗 denotes the fixed
effects by department and 𝜀𝑖𝑗1 is the error term. It is assumed that errors are independent
between communities, but not within them, which demands the use of the Huber-White's
correction of the variance of errors.
If the idea is to analyse the heterogeneity of the effects, we use the following
expression:
Yij1   0  1  X ij 0  1  T   2  T  X ij 0    Yij 0   k   ij1

(2)

Where X ij 0 is a dichotomous variable that takes the value 1 if the home or locality has the
characteristic of interest and 0 otherwise. In this case, 1 represents the effect of the ITT
for those without the characteristic X, whereas (1   2 ) represents the effect of the ITT for
those with the characteristic X.
Through the methodology described, the impact evaluation of the intervention in
Guatemala seeks to respond mainly to the research questions raised in the previous subsection.
5.

Results

In this section we first analyzed whether the stratified randomization generated a balanced
sample in a selection of relevant observed socio-economic indicators, and then follows with
the analysis of the impacts of the intervention on indicators of health status, access and use
of health services and perceptions about the quality of the health care received.

12

Department fixed effects were included considering that randomization of municipalities was
stratified by department.
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Balanced sampling
We presented a baseline report in July 2015, and that document included a more detailed
analysis of the nature of the sample of the study, as well as an analysis of how treatment
and control groups compare in terms of a large set of variables, included basic
socioeconomic characteristics but also on their perception about the quality of the health
care received. As indicated in GRADE (2015), both samples appeared quite similar in most
variables, and the few statistically significant differences are rather small. However, here
we look at a few extra variables which are worth commenting.
Table 1 compares treatment and control household samples. We see that they are

very similar in household size (5 members), proportion of households with a female head
(49%), travel time from household to the capital of the municipality (25 minutes) and in
asset wealth. The only variable that shows a statistically significant difference is the selfreported ethnicity of the household head. In the control group, 84% of household heads
reported an indigenous ethnicity, while that proportion rose to 87% in the treatment group.
Table 1: Balanced sample – Key socio-economic characteristics at household level

Thus, the difference in ethnical background is indeed statistically significant,
although rather small. A similar situation occurs when we compare the samples with respect
to access to health care and their perception of the quality of the health care received (Table
2). First, about 37% of the individuals above 18 reported having been sick or had an accident
in the four weeks prior to the baseline survey, and 24% of them consulted a doctor or health
14

practititoner about such ailment. We found no differences between the treatment and
control group. Further, of those that went for a consultation, they had to wait about 28
minutes until receiving attention. We do find some minor differences in the way individuals
perceived the quality of the health care they received. In particular, the treatment group
were more prone to report that they received a proper explanation of the tests performed
during the consultation (80% vs 76% for the control group). On the other hand, the control
group was more prone to report to be satisfied with the way their privacy was respected
(94% vs 89% in the treatment group). Thus, again, differences are rather small, and not
always in the same direction.
Table 2: Balanced sample – Access and quality of health care services
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Impacts
The household and community leader surveys collect a large number of variables about a
random sample of individuals in treatment and control municipalities, but this report focus
of a few key variables13. We present the estimated average impacts in tables 3-4, which
present the average value of the variable of interest for the control group, and the
estimated impact under four econometric specifications that allow us to explore the
implications of the different assumptions considered in each one. In particular, the first
column presents the OLS estimated impacts, while the R1 column adds the controls at
baseline. In turn, R2 adds the value of the dependent variable at baseline. Finally R3, our
preferred specification, adds the departmental fixed effects.
First, we focus on the perceived quality of the health care in treatment and control
groups14. Table 3 shows that those individuals in treatment localities reported to be
relatively more satisfied with the current quality of health care services in their
municipalities than their counterparts in the control municipalities. The effect seems small
in absolute terms as the treatment increases the score individuals put to the local health
care system from 3.2 to 3.5 on a scale that goes from 1 to 7. However, if we look at the
standard deviation of such variable for the control group (0.067), we see that the 0.26 ITT
effect represents almost 4 standard deviations, which is a large effect considering the low
observed heterogeneity in the reports of satisfaction provided by the individuals
interviewed.
The next question is whether this improved satisfaction is connected to an improved
empowerment of the population with respect to their rights to health services and their
capacity to demand them effectively to the local or national government. First, recall that
the CEGSS intervention does not include a direct participation of the general population, as
it is the case for instance, for community-based monitoring interventions such as the one
analyzed for Bjorkman, de Walque and Svensson (2017) in Uganda, in which CBOs not only
promoted meetings between community leaders and staff from local health care facilities,
but also community meetings, in which CBOs representatives discussed the monitoring
information with a group of the population chosen to be representative of the different
sections of the locality. However, the theory of change of the CEGSS intervention do
contemplate the empowering of the general population through independent interactions
of trained community leaders with their population of reference. Thus, it is important to
explore such channel for the CEGSS intervention. The second row in Table 3 presents the
13

The questionnaire used at the follow up is included in the appendix. The questions included in this
report come from module 4 on the use of health services by all household members.
14
See questions 12-18 in module 4 of the questionnaire.
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estimated impact for a measure of the population empowerment on health rights: whether
they self-report to know they have the right to and how to complain. And we do not find
any significant effect. I interpret this result as an indication that the information generated
by the trained community leaders, and used to effectively bargain for an improved quality
health care at local facilities, was not as effectively used to empower the general
population.
Table 3: ITT effects – Level of satisfaction and quality of health care services

The second panel in Table 3 includes the impacts of the CEGSS intervention on more
specific measures of perceived health care quality provided by those that actually used the
system in the four weeks prior to the survey. We asked whether the doctor make you feel
in confidence during the consultation, if the individual perceived that the exams were
complete, if they felt they received an adequate explanation of the tests performed and the
results of the consultation, and if he felt his privacy was respected during the consultation
with the health physician, nurse or health technician. We not only analyzed the effect of the
treatment over these individual variables, but also construct an aggregate measure based
17

on a standardized index built upont the referred individual measures of the quality of health
care. As indicated by Duflo, Glennester and Kremer (2007), testing multiple outcomes as if
they were independently distributed increases the probability of rejecting a true null
hypothesis for at least one outcome above the significance level used for each test. We
need to adjust the estimated p-values if we want to test whether the CEGSS intervention
has an impact on the family of outcomes associated to health care quality. Alternatively, we
can construct a standardized measure that considers the heterogeneity of each variable for
the wights needed for the aggregate measure. We followed that approach,based on Kling,
Liebman and Katz (2007)15 and report the results in Table 3 as the index of quality of care.
We find no statistically significant effect of CEGSS treatment on waiting time for a
consultation nor on the six measures of perceived quality of health care, or the standardized
aggregate index. Most of the estimated individual impacts, however, are positive, and two
of them imply p-values close to the standard significance threshold. Indeed, the p-value for
the question about the completeness of the testing is 0.109 while the one about the
satisfaction with the level of explanation about the testing is 0.137, both rather close to
0.10. In that sense, it may be that we lack statistical power to capture these positive effects
that are indeed present. In any way, it is interesting to see that the quality measures that
seem to show improvement are more connected to the services by the staff rather than by
the increased availability of health infrastructure or services. We even see that the waiting
time for a consultation increases in treated localities in almost eight minutes, although such
effect is not statistically significant. Although, most of the complaints registered by CEGSS
referred to lack of medicines or equipment, the intervention is clearly restricted in its
capacity to bargain for increased resources as they work mostly at the local level while
resource decisions are made at the center. Actually, such was a common concern raised by
local authorities when confronted by our trained leaders around the problems found with
the local health facilities, that the issues we were raising were out of their hands. Thus, it
seems that although concrete complaints were about shortage of critical health inputs, the
importance of the space of negotiation generated by CEGSS-trained leaders with local
authorities adjusted awareness about the need to provide quality health services.
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We implement that by defining a summary measure
*

standardized outcomes of a family. That is, we get Y 


k

Y*

Yk*

as the unweighted average of all

k , where Yk*  Yk   k   k . Yk

denotes the outcome variables within each family and were re-defined in some cases so that a larger
value is always better for the business or household. Standardization is done using mean and
variance for the control group at baseline. Thus, the mean and standard deviation of  in (1) for

Y * allows us to test whether treatment had an overall positive effect on the corresponding family
of outcomes.
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The next question is whether these changes in the perception about the quality of
health care led to an increased use of health services in the treatment localities16. The
results in Table 4 confirm that is actually the case. First, we see that individuals in treated
localities are more likely to report having felt sick during the four weeks prior to the exit
survey. 39% of those in the control group report such health event, but that proportion rises
up in 9 percentage points in treatment localities. Although, these variable is often refered
to as a health indicator, it is already common knowledge that this indicator is very sensitive
to expansion of health infrastructure or quality of health care (see, for instance, Valdivia,
2002). That is, improved health care systems tend to make people more aware of their
ailments, and this result is consistent with such fact.
Table 4: ITT effects – Health status and access to health care services

Next, Table 4 also shows us that individuals in treated municipalities increased their
use of professional health care. 23% of those in the control group consulted for that ailment
with a doctor or health professional, while those in treated localities were 5.4 percentage
points more likely to search for such health services. Decomposing the type of care used,
we see that the positive effects on access to health care accrue among those using nurses
and health professional rather than a doctor, in public facilities rather than private ones,
and in low-complexity facilities rather than hospitals or clinics. This analysis confirms to us
16

See questions D2-D4 of module 4 of the questionnaire.
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that the increased use is associated to the improved quality of health care perceived by the
population in treated localities.
Table 5: ITT effects – Level of satisfaction and quality of health care services, by ethnicity
group

Another important hypothesis for this study is whether the CEGSS
intervention is more beneficial for those already better off before the intervention while
leaving behind those most disadvantaged to begin with. This is often true for programs
trying to improve public services for the poor, either because the less poor are more
accessible or easier to reach, or because they already have some resources or skills with
which take better advantage of the improved service (see, for instance, Galiani, Gertler and
Schargrodsky, 2008). In the case of the CEGSS intervention remoteness of the localities and
distance from health care facilities may play a role in excluding the least advantaged. Also,
cultural and language differences may play a role in explaining differentiated effects by
ethnicity, against those with indigenous background, if health professionals tend to come
20

from other localities or even departments. The differences by ethnicity are actually the ones
we explore in tables 5 and 6, using the self-reported ethnicity background reported by the
individuals surveyed at baseline.Table 5 presents the effects of the CEGSS intervention on
perceived quality of health care, differentiating by ethnicity17. The base category for our
measure of ethnicity (=0) is non-indigeneous, which means the individual self-reported as
“ladino” or “mestizo”, and becomes equal to one if the individual reported to belong to one
of the 13 ethnicities listed in most official Guatemalean surveys. The first column recalls the
average ITT effect reported the R3 column in Table 3. The second column reports the impact
of the CEGSS intervention on the non-indigenous, the base category, while the last column
reports the differentiated contribution for those that self-reported as indigeneous.
In sum, we find some significant differentiated effects suggesting the CEGSS
intervention benefitted more or exclusively the non-indigeneous. First, the increased
waiting time for a consultation was not significant on the average, but it is very large and
significant for the non-indigenous, while it is virtually zero for those reporting an
indigeneous background. Such feature of the effect on waiting time would be consistent
with the fact that the effects on perceived quality also accrue among the non-indigeneous.
And that is precisely what we find, as those variables for which the positive effects were
almost significant, are quite large and statistically significant only for that group. In the case
of the perception they received a full exam during the consultation, the individuals in
treated municipalities are 27 percentage points more likely to declare that. In turn, the fact
that the marginal contribution for the indigenous is negative and almost of the same size
suggest they did perceived such improvement. And an almost exact situation is observed
for the perception that they were adequately informed about the tests and results of the
consultation.
However, we do not find such bias against the indigeneous in the use of health services by
the population (see
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For a reference to the ethnicity question, see question C4 in module 3 of the questionnaire.
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Table 6). We find the effects on the use of health services to be larger among the
indigenous, but the differences across groups are not significant, again, porssibly as a result
of lack of statistical power to evaluate such differences.
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Table 6: ITT effects – Health status and access to health care services by ethnicity group

6.

Discussion

This report presents the results of an experimental impact evaluation study associated to
the intervention implemented by CEGSS to empower citizens to monitor public health
services in Guatemala18. The intervention designed by CEGSS was based on generating key
information about the quality of health services in local public health facilities, and training
key community leaders about the population health rights and to use collected information
for generating audiences with local authorities and health staff to promote the design and
implementation of strategies to improve the quality of local health services. Two key
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Both projects were funded by the GHE unit of IDRC.
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elements of the CEGSS strategy are particularly noteworthy. First, CEGSS intervention did
not involve direct work with the general population, but rather use commited and trained
community leaders as intermediaries. Second, their intervention was not attached to a
general public policy aimed at reallocating resources towards improving public health
services.
Our preliminary results indicate that individuals in treated localities do perceive a
better quality health care in local facilities, which in turn leads to increased use of health
services, at least for those low-complexity treatments. Although the information collected
by community leaders during their initial surveillance efforts focused around the
inadequate provision of health infrastructure and inputs, including medicines, the quality
improvements accrue around treatment by health staff, mainly about the provision of
adequate information and respect for their privacy during the consultation. This result is
quite consistent with the results of Bjorkman, de Walque and Svensson (2017) in Uganda,
in the sense that they find that the participation-only treatment group focused on health
issues that involved third-party actions, mainly connected to increased financial support,
and thus had no significant health effects. In contrast, in the information+participation
treatment group, participants focused almost exclusively on local problems associated to
staff performance, including absenteeism, waiting times and patient-health staff
interactions, and did show significant improvements in utilization of heatlh services and
child mortality. For this study, qualitative data collected by CEGSS also reports claims by
local authorities and health staff that most complaints collected by trained community
leaders refered to lack of medicines and equipment, but it seems that negotiations between
trained community leaders and health staff and local authorities were able to find spaces in
which they could generate improvements, such as those associated to the patient-health
staff interactions.
The other important result is that we do not find any effects of the patients’
perception of their ability to complain for the deteriorated quality of the health care
provided by local health care facilities. Such result would suggest that the training to
empower community leaders have not yet led to empowered citizens, although they do
seem to enjoy the benefits of improved health care. It may be that it takes more time for
the trained community leader to transfer to their constitutency an improved awareness of
their rights to quality health care and the knowledge to enforce a positive reaction from
local authorities and health staff. However, if the transfer to citizens does not occur in time,
the question would be about the sustainability of the improvements we report here.
Another possible implication of not yet reaching the citizens is that benefits may end
up excluding some of the most disadvantaged groups of the population. Indeed, we find
24

that the positive effects on perceived quality of the health care received accrue among
those that report no indigeneous background, while no effects are found for the
indigeneous.
These initial results are quite relevant for the understanding of the impacts of
transparency and accountability initiative, in the lines of what is suggested by Gaventa and
McGee (2013). For one thing, the CEGSS intervention shows that providing training and
technical assistance for community leaders to generate and use relevant information about
the quality of health care in local facilities can indeed generate quality improvements, even
when not connected to explicit policies that connect allocation of financial resources to
performance. However, there are still some extra angles to explore before we can attempt
to publish it as a journal article, which can confirm or modify the policy implications of the
results we are presenting in this report. For instance, we have yet to analyze the survey
applied to community leaders, which can provide us with relevant information about the
effectiveness of the training, even if the leader surveyed was not part of those trained by
CEGSS, including more detail about the use of the digital app developed to facilitate
complaints about the quality of health care in local facilities. We also need to analyze the
measures of use and quality of mother-child health. Finally, a key pending information is
the cost-effectiveness of this intervention compared to other transparency and
accountability initiatives that also include improved public health services as a key
objective.
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APPENDIX: QUESTIONNAIRE HOUSEHOLD SURVEY – FOLLOW UP

Código del Hogar _

__

Encuesta de Salida
SERVICIOS DE SALUD Y DERECHOS EN GUATEMALA

Encuestador, llene esta información antes de iniciar la encuesta
II. CÓDIGO DEL HOGAR

I. UBICACIÓN GEOGRÁFICA
1. DEPARTAMENTO

(Llenar en oficina )

III. UBICACIÓN MUESTRAL

2. DISTRITO
3. LUGAR POBLADO

4. ZONA Nº:

4. ÁREA

5. MANZANA Nº:

NUMERO DE SELECCIÓN DE LA VIVIENDA

6. VIVIENDA Nº:

7. DIRECCIÓN DE LA VIVIENDA (Indicaciones precisas, en caso que no haya dirección exacta)

Nombre de la Calle, Av., Jr., Carretera, etc.

No.

Int.

8. REFERENCIAS PARA LLEGAR A LA VIVIENDA

Piso/Dpto.

Mz.

Lote Gpo/Sector Km Km.

9. TIPO DE HOGAR (Circule la alternativa)
Tratamiento

1 Control

IV. DATOS DE LA ENTREVISTA
VISITAS

FECHA

DE

HORA

A

PRÓXIMA VISITA
FECHA
HORA

RESULTADO DE
LA VISITA (*)

PRIMERA
SEGUNDA
TERCERA
(*) CÓDIGOS
Completa .................................. 1
Encuestado ausente por:
Trabajo ……… ............ 2
De viaje ....................... 3
Se mudó ...................... 4

Otro ______________ 5
(Especifique)

Rechazada por el jefe ................ .6
Respondida parcialmente .......... 7
Otro _____________________ 8
(Especifique)

ENTREVISTADOR

SUPERVISOR DE CAMPO

CRÍTICA CODIFICADOR

DIGITADOR

Nombre:

Nombre:

Nombre:

Nombre:

Fecha

Fecha

Fecha

Fecha
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Código del Hogar _

__

Grupo de Análisis para el Desarrollo (GRADE)
Consentimiento Oral informado para Encuesta de Línea Base
Nombre de la Investigación: Servicios de Salud y Derechos en Guatemala
Patrocinadores: GRADE – CEGSS
PI: Martín Valdivia
Direcciones: Martin Valdivia, Ph.D. Investigador Senior, Grupo de Análisis para el Desarrollo
(GRADE) Avenida Almirante Grau 915, Barranco, Lima 4 | Apartado Postal 18-0572 Lima 18 T:
+511.247.9988 | F : +511.247.1854 | jvaldivi@grade.org.pe
Gracias por acceder a hablar conmigo. Mi nombre es ______________________. Trabajo como operador
de campo para la empresa de investigación CID Gallup en Guatemala. Le pedimos que participe en una
encuesta. Mientras leo la información de la encuesta, por favor dígame si hay algo que no entiende. Estamos
realizando un seguimiento para recopilar información que nos ayudará a entender las actitudes que tiene la
gente de varios municipios acerca de los servicios de salud y cómo se utilizan estos servicios en Guatemala.
Esperamos re-contactar con los habitantes de 1.500 hogares en 44 municipios de Guatemala con el objetivo
de lograr un entendimiento de las diversas experiencias que vive la gente del país en cuanto a los servicios
de salud.
Usted formó parte de una primera encuesta que se realizó en el 2013 y es por eso que ahora nos gustaría
entrevistarla nuevamente. Me gustaría hacerle algunas preguntas sobre usted, su hogar, su uso de los
servicios de salud y sus percepciones y actitudes acerca de los mismos servicios. La encuesta tomará
aproximadamente 60 minutos en ser completada y, tal como en la primera encuesta, su participación es
voluntaria. Registraré sus respuestas en el cuestionario a medida que avanzamos, y le pedimos que responda
honestamente y con el mayor detalle posible. Si acepta participar, puede optar por dejar de contestar en
cualquier momento o saltarse cualquier pregunta que no quiera contestar.
Al igual que en la encuesta anterior, sus respuestas no serán relacionadas con su nombre ni ninguna otra
información de identificación. Su nombre no será utilizado en ningún reporte, y sus respuestas no serán
entregadas a ninguna persona fuera del equipo a cargo del estudio. Usted no será compensado por su
participación, pero sus respuestas nos ayudarán entender cómo funcionan los servicios de salud en su lugar
y cómo la gente los utiliza. Si usted tiene alguna pregunta, puede preguntarme a mí o a otra persona dentro
de nuestro equipo de investigación. Si usted tiene cualquier problema o pregunta acerca de esta
investigación después de nuestra entrevista, por favor póngase en contacto con:
Martin Valdivia, Ph.D. Investigador Senior, Grupo de Análisis para el Desarrollo (GRADE) Avenida
Almirante Grau 915, Barranco, Lima 4 | Apartado Postal 18-0572 Lima 18 T: 511.247.9988 | F :
511.247.1854 | jvaldivi@grade.org.pe

Certifico que la naturaleza y el propósito asociados con la participación en esta investigación, han sido
explicados y que acepto participar en la presente encuesta.
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MÓDULO 1: LISTADO DEL HOGAR
ENCUESTA PARA EL JEFE DEL HOGAR O ENCARGADO DEL HOGAR
Recuerde que miembro del hogar se define como todas aquellas personas que ocupan en su totalidad o en parte una vivienda y comparten las
comidas en el hogar regularmente.
LEA EL SIGUIENTE TEXTO AL ENTREVISTADO:
Hola, mi nombre es [......................], y vengo por encargo del Centro de Estudios para la Equidad y Gobernanza en los Sistemas de Salud-CEGSS, en Guatemala. Junto a un grupo de
investigadores, estamos realizando un estudio con el objetivo de conocer la opinión de las personas acerca de los servicios de salud de Guatemala. Su participación en el estudio
es voluntaria. Usted puede dejar preguntas sin responder o terminar la entrevista en cualquier momento. Las respuestas que usted proporcione serán completamente confidenciales
y anónimas, no serán compartidas con ninguna institución del Estado ni agrupación política alguna. Usted no recibirá pago alguno por su participación, pero esta tampoco le
ocasionará gastos. Si tiene preguntas respecto al estudio, puede comunicarse con el Sr. *********, encargado del trabajo de campo, al teléfono *************.
ENCUESTADOR: Proceda con la entrevista solo si el entrevistado da su consentimiento. En caso contrario, retírese y pase a entrevistar al siguiente hogar
A2

A2.1

A3

A4

A5

Edad

Sexo

¿Cuántos años
cumplidos tiene?

¿Cuántos es el
sexo de (…)?

Años

1 = Mujer ; 2 =
Hombre

¿Cuál es la relación de parentesco que tiene (…)
con el jefe o jefa de éste hogar?
¿Cuál es el nombre y apellido de cada una de las personas que viven
permanentemente en este hogar y las que están alojadas aquí?
A1
CI

¿Fue parte del
hogar en la Línea
de Base?
(CONFIRMAR
CON TARJETA)

(Si la
respuesta es
Sí, pase B1)
Nombre/Apellido Paterno/Apellido Materno
01
02
03
04
05
06
07
08
09
10
11
12

1 = Si ; 2
= No

Código
en línea
de base

Jefe/Jefa ………………………………..…1
Cónyuge (esposo/a, conviviente)..........2
Hijo/a................................. …………….3
Yerno/Nuera ........................................ 4
Nieto/a................................................. 5
Padre / Madre ..................................... 6
Otro pariente ....................................... 7
Empleado/a doméstico/a ..................... 8
Pensionista ......................................... 9
Otra persona No pariente .................. 10
Código
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MÓDULO 2: CARACTERÍSTICAS DEL HOGAR
ENCUESTA PARA EL JEFE DEL HOGAR O ENCARGADO DEL HOGAR
B1

¿De dónde proviene principalmente el agua que utiliza en la vivienda?
(1. Chorro de uso exclusivo; 2. Chorro para varios hogares; 3. Chorro público;
4. Pozo protegido; 5. Pozo descubierto; 6. Camión o tonel; 7. Río, lago o
manantial; 8. Otro)

B2

¿Qué tipo de alumbrado eléctrico utilizan en el hogar?
(1. Electricidad; 2. Panel solar; 3. Gas corriente; 4. Candela; 5. Otro.)

B3

B4

B5

B6

B7

B8

Si otro, especificar:

Si otro, especificar:

¿De qué material es la mayor parte del piso de la casa donde vive
actualmente?
(1. Tierra; 2. Madera; 3. Ladrillo de barro; 4. Torta de Cemento; 5. Ladrillo
de cemento; 6. Mosaico, cerámica, granito; 7. Parquet; 8. Alfombra; 9. Otro)
¿Qué material predomina en las paredes exteriores de su vivienda?
(OBSERVACIÓN)
(1. Lepa, palo o caña; 2. Bajareque; 3. Adobe; 4. Madera; 5. Ladrillo; 6.
Block; 7. Concreto; 8. Lámina metálica; 8. No tiene pared; 9. Otro.)

Si otro, especificar:

Si otro, especificar:

Si otro, especificar:

¿Qué material predomina en los techos de su vivienda? (OBSERVACIÓN)
(1. Teja; 2. Paja, palma o similar; 3. Asbesto cemento 4. Lámina metálica; 5.
Concreto; 6. Otro)

¿Su hogar tiene…

a. teléfono fijo?
b. celular?
c. radio?
d. equipo de música?
e. televisión?
f. televisión por cable?
g. video/DVD?

¿Algún miembro de la familia tiene…

SI
1
1
1
1
1
1
1

NO
2
2
2
2
2
2
2

SI
1
1
1
1
1
1
1

h. cocina a gas?
i. cocina a kerosene?
j. horno microondas?
k. heladera?
l. computadora?
m. internet?
n. antena parabólica?

NO
2
2
2
2
2
2
2

a. bicicleta, triciclo?
b. motocicleta?
c. automóvil ó camión?
d. carreta?
e. bote a motor?

SI
1
1
1
1
1

NO
2
2
2
2
2

f. otro medio de transporte?

1

2

¿Cuál es el tiempo de viaje, en minutos, utilizando el medio de transporte
más común desde la vivienda hasta la municipalidad distrital? (999=NS/NR)

Minutos
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C1.2
(ESCRIBA
SU
CODIGO
SEGÚN
LA LINEA
DE BASE
SI FUE
ENCUEST
ADO
COMO EN
LA
PREGUN
TA A.2.1)

C2

MÓDULO 3: CARACTERÍSTICAS DE MIEMBROS DEL HOGAR
PARA TODOS LOS MIEMBROS DEL HOGAR
Informantes directos personas de 12 años y más de edad. Para información de menores de 12, entrevistar al jefe de hogar
C3

¿Nació
en esta
localidad
?
Sí……....1
No……..2
NS/NR...3

¿Desde
cuándo vive
en esta
localidad?

C1
CI

C4

C5

¿A qué
grupo
étnico
(pueblo
)
pertene
ce?

¿Cuál es su
lengua
materna, o el
primer idioma
que habló de
pequeño en su
casa?

(ESCRIB
A EL
CÓDIGO,
BASADO
EN LA
TARJET
A 1)

(Si tiene
código,
pase a
C7)
Código

01
02
03
04
05
06
07
08
09
10

P
A
R
A
P
E
R
S
O
N
A
S

(ESCRIBA EL
CÓDIGO,
BASADO EN LA
TARJETA 2)

C6

D
E

(mm/aa)

/
/
/
/
/
/
/
/
/
/

Código

Y
M
Á
S

C7

es

estudios
alto
aprobó?

C8

el
de
más
que

Ninguno………1
Preprimaria…..2
Primaria………3
Media…………4
Técnica
superior…..…..5
Superior
universitario….6
Otro………......7
NS/NR………..8

¿Cuál es
el último
año del
nivel de
estudios
más alto
que
aprobó?
(NS/NR=9)

7
A
Ñ
O
S

3
A
Ñ
O
S

P
A
R ¿Cuál
A nivel

P
E
R
¿Qué otros
S
idiomas o
lenguas habla? O
N
A
S

D
E

Código

__

C9

C10

¿Sabe
leer y
escribi
r?

¿Cuál es su actividad
diaria principal?
(Encuestador, lea las
alternativas)

Sí……..1
No…….2
NS/NR.
Trabajo…………….…1
3
No está trabajando en
este momento ………..2
Buscar trabajo
activamente……..…....3
Estudiar…………….…4
Quehaceres del hogar.5
Jubilada pensionada…6
Enfermo/discapacitado.
7
No trabaja y no está
buscando trabajo…..…8
NS/NR……………….…9

En su ocupación
principal usted
es… (Encuestador,
lea las alternativas)

Asalariado del
gobierno o empresa
estatal………..…....1
Asalariado en el
sector privado…….2
Patrón, empleador o
socio……………….3
Trabajador por
cuenta propia……..4
Trabajador no
remunerada o sin
pago……………….5
Empleado
doméstico………...6
NS/ NR……………7

Y
Código

Códigos

-

M
Á
S

P
A
R
A
Estado civil

P
E
R
S
O
N
A
S Conviviente..1
Casado…….2

D Viudo……....3
E Divorciado…4
1
2

Separado....5
Soltero……..6
NS/NR……..7

A
Ñ
O
S
Y

Código

Años

Código

Código

Código

M
Á
S

Código
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MÓDULO 4: UTILIZACIÓN DE SERVICIOS DE SALUD
PARA TODOS LOS MIEMBROS DEL HOGAR
Informantes directos personas de 12 años y más de edad. Para información de menores de 12,
entrevistar al jefe de hogar
D1

D2

¿Padece de alguna enfermedad o malestar crónico?
(Artritis, hipertensión, asma, reumatismo, diabetes, tuberculosis, VIH, colesterol, etc.)
(1. Sí; 2. No)

En las últimas 4 semanas ¿Presentó Ud.
algún…

Síntoma o malestar (tos, dolor de cabeza, fiebre,
nauseas?

1

Enfermedad (gripe, colitis, etc.)?

2

Recaída de enfermedad crónica?

3

Accidente?

4

No tuvo enfermedad, síntoma, recaída, accidente?

5

a

Médico/odontólogo/ginecólogo/psicólogo?
Enfermera/auxiliar de enfermería?
Promotor, vigilante o guardián de salud?
Curandero/hierbero/naturista?
Farmacéutico?
Familiares/miembros del hogar?
No hizo nada?
Otro, ¿cuál?

D3

Por el síntoma, enfermedad, recaída o
accidente ¿consultó a (…)?

D4

¿A dónde acudió para consultar por esta enfermedad, síntoma o malestar y/ó
accidente? (lea las opciones)…
(1.Centro Comunitario de Salud; 2. Puesto de Salud; 3. Centro de Salud; 4.
IGSS; 5. Hospital público; 6. Hospital privado; 7. Clínica Privada; 8. Otro; 9.
No buscó atención)

1
2
3
4
5
6
7
8

Si otro, especificar:

Si responde 9, pase D19

ENCUESTADOR, si una sola persona está contestando por parte del hogar (u otra persona) sólo haga D5 – D11
una vez para cada respuesta mencionado en D4.
D5

¿El establecimiento de salud donde se atendió se encuentra aproximadamente a
cuántos kilómetros de su hogar?

D6

¿El establecimiento de salud donde se atendió se encuentra
aproximadamente a cuántos minutos de su hogar?

D7

¿El establecimiento se encontraba limpio?. (1.Sí; 2. No; 3. NS/NR)

D8a

¿El horario de atención del establecimiento le parece conveniente? (1.Sí; 2.
No; 3. NS/NR)

D8b

Si es No, ¿qué horario sugiere? (hh/mm/am o pm)

D9

¿Le parecieron cómodos los ambientes del establecimiento?.

D10

D11

Km
Minutos

:

En el establecimiento de salud donde fue atendido, los medicamentos que le recetaron
los encontró: (lea las opciones)
(1. Todos?; 2. La mayoría?; 3. Muy pocos?; 4. Ninguno?; 5. No sabe)
¿Se solucionó el problema de salud por el cual buscó atención? (lea las
opciones)
Si otro, especificar:
(1. Sí, totalmente; 2. Sí, parcialmente; 3. No, porque no tuvo dinero para
medicamentos; 4.No, porque no siguió las indicaciones del médico; 5. No,
porque el tratamiento no es el adecuado; 6. Aún no concluye el tratamiento; 7.
Otro )
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ENCUESTADOR: Las preguntas en esta parte son solo para las personas que respondieron 1,2 o 3 en la pregunta D3.
Deberá repetir cada pregunta por cada uno de los tres tipos de profesional que le atendió (de ser el caso). Si no fue
atendido por alguno de ellos deje en blanco. Si ninguno de los tres le atendió, pase a la pregunta D19
Sólo debe hacer estas preguntas a las personas que recibieron atención médica o estaba presente en el momento que la
otra persona recibió la atención médica.

D12
D13
D14
D15
D16
D17
D18

A
Médico/
odontólogo/
ginecólogo/
psicólogo

B
Enfermera/
auxiliar de
enfermería

¿Cuántos minutos esperó para ser atendido por el/la (….)?
A continuación marque 1.Sí; 2. No; 3. NS/NR
¿El personal le brindó confianza para expresar su problema?

C
Promotor,
vigilante o
guardián
de salud

¿Considera que durante la consulta médica le hicieron un
examen completo?
¿ El personal que le atendió le explico sobre el examen que le
iba a realizar?.
¿El personal que le atendió le explicó con palabras fáciles de
entender cuál es su problema de salud o resultado de la
consulta?
¿Durante la consulta se respeto su privacidad?.
En términos generales ¿Ud. se siente satisfecho con la
atención recibida por el/la (…)?.
Pase a D20

D19

¿Cuáles son las razones por las que no acudió a un centro o establecimiento de
salud? (Acepte una o más alternativas)
(1. No tuvo dinero; 2. Se encuentra lejos: 3. Demoran mucho en atender; 4. No confía
en los médicos; 5. No fue grave/no fue necesario; 6. Prefiere curarse con remedios
caseros; 7. No tiene seguro; 8. Se auto recetó o repitió receta anterior; 9. Falta de
Si otro, especificar:
tiempo; 10. Por el maltrato del personal de salud; 11. Otro)

D20

En los últimos 12 meses ¿estuvo hospitalizado(a)?
(1. Sí; 2. No)

D21

¿Dónde estuvo hospitalizado(a)?
(Acepte una o más alternativas)
(1. Centro de Salud; 2. Hospital público; 3. Clínica particular; 4. Otro)

D22

El sistema de prestaciones de salud al cual Ud. está afiliado actualmente es:
(Acepte una o más alternativas)(1. Ministerio de Salud Pública y Asistencia Social
(MSPAS); 2. Sanidad Militar; 3. Instituto Guatemalteco del Seguro Social (IGSS); 4.
Seguros privados; 5. Otro; 6. No está afiliado)

D23

D24

Si responde Sí,
pase D12

Si otro, especificar:

Habiendo respondido las anteriores preguntas, ¿qué tan
satisfecho se siente con el servicio de salud? Marque del
1: Muy
2
3
4
insatisfecho
1 al 6, donde 6 indica que se encuentra muy satisfecho y
1 significa que se encuentra muy insatisfecho.
¿Si estuviera disconforme con algún servicio, sabe de qué manera se puede quejar?
(1. Sí; 2. No)

5

6: Muy
satisfecho
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El líder de la comunidad
Asociación religiosa

D25

Si es así, ¿cómo se quejaría?
A través de…

El alcalde o municipalidad
COCODE o COMUDE
Plataforma web
Otro (especificar)

__
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MÓDULO 5: REDES SOCIALES
PARA EL JEFE/LA JEFA DEL HOGAR O ENCARGADO DEL HOGAR
E1

¿Pertenece Ud. a un grupo o asociación? Estos pueden ser grupos organizados o
simplemente grupos de personas que se reúnen para hacer actividades o debatir.
(1. Sí; 2. No; 3. NS/NR)

E2

¿De qué grupo o asociación es miembro Ud.? (MARQUE
TODOS LOS CODIGOS QUE APLIQUEN, BASADO EN LA
TARJETA 2)

E3

E4

Si responde 2, pase
a E.6A.

Si otro, especifique:___________________

En principal grupo o asociación en el que participa, ¿participa Ud. como ...
(1. dirigente?; 2. miembro activo?; 3. miembro no activo?; 4. NS/NR)
a. ________________________________________________
¿Puede nombrarme a las cinco b. ________________________________________________
personas con las que conversa con más
frecuencia en esta localidad? (escribir c. ________________________________________________
nombre y apellidos)
d. ________________________________________________
e. ________________________________________________
Si otro especificar:

E5

¿Estas personas, son (1) miembros de su familia, (2) miembros de
su grupo de productores, (3) amigos del barrio, (4) Otro?
(Marque más de una opción, si fuera el caso)

a

___________________

b

___________________

c

___________________

d

___________________

e

___________________

LEA A LA ENCUESTADA: Ahora me gustaría que me diga si es que Ud. está: (1) Muy de acuerdo, (2) De acuerdo,
(3) En desacuerdo, o (4) Muy en desacuerdo con las siguientes afirmaciones:
E6

Me gusta ser diferente

E7

Pertenecer a un grupo es reconfortante

E8

Los desacuerdos me hacen sentir incómodo(a)

E9

En general, confío en lo que los demás me dicen, y sigo sus consejos

E10

En general, prefiero ceder un poco en una discusión para evitar conflictos en lugar de pelear
por mi posición

E11

Normalmente, tiendo a seguir a mi familia cuando se trata de hacer decisiones

E12

Básicamente, mis amigos son los que deciden qué hacer cuando estamos juntos

E13

Cuando tengo que tomar una decisión importante, la opinión de otras personas es muy
importante para mí
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MÓDULO 7: SALUD MATERNA E INFANTIL
PARA LA JEFA DEL HOGAR O LA ESPOSA DEL JEFE SIEMPRE QUE ELLA TENGA ENTRE 1549 AÑOS. SI NO, LA SIGUIENTE MUJER EN ESE RANGO DE EDAD.
G1

¿Ud tuvo uno o más nacimientos desde enero del 2011? (1.Sí; 2. No)
(Si contesta No, termine la encuesta)

G2

Último nacido vivo
Anote el nombre
y condición de
Nombre:
sobrevivencia
____________________
de los nacidos
desde enero de
Vivo
Muerto
2008

Penúltimo nacido vivo

Antepenúltimo nacido vivo

Nombre:
____________________

Nombre:
____________________

Vivo

Muerto

Vivo

Muerto

Las siguientes preguntas tratan del nacido más reciente. Si el nacido más reciente se murió durante los
últimos seis meses, termine la encuesta.

G3

Cuando Ud. estaba embarazada de (NOMBRE) ¿se hizo control
prenatal (se chequeó el embarazo alguna vez?
(1.Sí; 2. No; 3. NS/NR)

¿Dónde se controló?
G4

(1.Centro Comunitario de Salud; 2. Puesto de Salud; 3. Centro de
Salud; 4. Hospital público; 5. Hospital privado; 6. Clínica Privada; 7. Si otro, especifique:
Otro; 998. NS/NR)
_____________________

G5

¿Cuántos meses de embarazo tenía Ud. cuando se hizo su primer
control prenatal? (998. NS/NR.)

G6

¿Cuántos controles prenatales tuvo Ud. durante el embarazo de
(NOMBRE)? (998. NS/NR.)

G7

¿Cuántos meses de embarazo tenía la última vez que recibió control
prenatal? (998. NS/NR)

G8

Cuando estaba embarazada de (NOMBRE) ¿A usted le aplicaron
alguna vacuna en el brazo o la nalga para prevenir al bebe contra el
tétanos; es decir, convulsiones después del nacimiento?

G9

Durante el embarazo de (NOMBRE) ¿Cuántas veces (dosis) le
pusieron (de) esa vacuna?

G10

¿Quién atendió en el parto de (NOMBRE)?

a. Médico

e. Promotor de salud

b. Obstétrico/a

f. Comadrona/Partera

c. Enfermera

g. Otro

d. Técnico en
enfermería
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Si otro, especifique: _____________________

G11

G12
G13

G14

¿Dónde dió luz a (NOMBRE)?

a. Centro
Comunitario de
Salud

e. Hospital privado

b. Puesto de
Salud

f. Clínica Privada

c. IGSS

g. Hogar

d. Hospital
público

h. Otro

Si otro, especifique: _____________________
Durante el primer mes, después de haber dado luz a (NOMBRE) ¿Le
hicieron al bebé algún control o chequeo médico?
(1.Sí; 2. No; 3. NS/NR)
¿A las cuántas horas, días o semanas después de que (NOMBRE)
nació tuvo su primer control o chequeo médico?
H:
D:
S:
(1.Sí; 2. No; 3. NS/NR)

¿Quién le hizo el control?

a. Médico

e. Promotor de salud

b. Obstetriz

f. Comadrona/Partera

c. Enfermera

g. Otro

d. Técnico en
enfermería
Si otro, especifique: _____________________

G15

¿Dónde le hicieron el control a (NOMBRE)?

a. Centro
Comunitario de
Salud

d. Hospital
privado

b. Puesto de
Salud

d. Clínica Privada

c. Hospital
público

f. Hogar
h. Otro

Si otro, especifique: _____________________
¿Tiene usted la tarjeta
vacunación de (NOMBRE)?
G16

G17

G18

(carné)

de

¿Me permite verla por favor?

(Si contesta 2, termina la encuesta. Si contesta 3, pase a G18)
(1. Sí, vista; 2. Sí, no vista; 3. Sin tarjeta)
ENCUESTADOR anote el número de
Completa
Incompleta
vacunas para las cuales el niño recibió la
serie completa y las vacunas para las
cuales recibió sólo parte de la serie
(Termina la encuesta)
(incompleta).
¿Tuvo usted alguna vez la tarjeta (carné) de
vacunación de (NOMBRE)?
(1.Sí; 2. No; 3. NS/NR)
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G19

Habiendo
respondido
las
anteriores
preguntas, ¿qué tan satisfecho se siente con
el servicio de salud? Marque del 1 al 6,
donde 6 indica que se encuentra muy
satisfecho y 1 significa que se encuentra
muy insatisfecho.

G20

¿Si estuviera disconforme con algún
servicio, sabe de qué manera se puede
quejar?
(1. Sí; 2. No)

1: Muy
insatisfecho

El líder de la comunidad
Asociación religiosa

G21

Si es así, ¿cómo se
quejaría? A través de…

El alcalde o municipalidad
COCODE o COMUDE
Plataforma web
Otro (especificar)

Muchas gracias por su tiempo.

2

3

4

5

__

6: Muy
satisfecho

