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Introduction

In 2008, the World Health Organization (WHO)
called its member countries to review their

Background In 2008, the World Health Organization issued a
callback to the principles of primary health care, which renewed
interests in social participation in health. In Guatemala, social
participation has been the main policy for the decentralization
process since the late 1990s and the social development council
scheme has been the main means for participation for the country’s
population since 2002.

Aim The aim of this study was to explore the process of social
participation at a municipal-level health commission in the munici-
pality of Palencia, Guatemala.

Methods Analysis of legal and policy documents and in-depth
interviews with institutional and community-level stakeholders of
the commission.

Results The lack of clear guidelines and regulations means that the
stakeholders own motivations, agendas and power resources play an
important part in defining the roles of the participants. Institutional
stakeholders have the human and financial power to make policies.
The community-level stakeholders are token participants with little
power resources. Their main role is to identify the needs of their
communities and seek help from the authorities. Satisfaction and the
perceived benefits that the stakeholders obtain from the process play
an important part in maintaining the commission’s dynamic, which
is unlikely to change unless the stakeholders perceive that the benefit
they obtain does not outweigh the effort their role entails.

Conclusion Without more uniformed mechanisms and incentives for
municipalities to work towards the national goal of equitable
involvement in the development process, the achievements will be
fragmented and will depend on the individual stakeholder’s good will.

care approach (PHC). First implemented in the
late 1970s, through the Alma-Ata declaration,
PHC was a comprehensive strategy that
addressed broad determinants of health, such as

health policies in the light of the primary health-
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sanitation and education, as well as expanding
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the coverage levels and providing health-care
services to previously un-reachable popula-
tions.!? In 2008, the WHO added specific
reforms to improve health coverage, service
delivery, public policy and leadership within
health systems.® It was this ‘callback to Alma-
Ata’ that brought on a renewed sense of
importance to all of the components of PHC,
including social participation.

According to the PHC approach, people have
the right and the duty to participate collectively
and/or individually in planning and implement-
ing their own health care. Participation was
supposed to lead to an increase in the health
system’s responsiveness while providing a tool to
help balance out economic costs. At the same
time, it was meant to be an empowering process
that would allow local communities to make
decisions on the policies that directly affected
their own well-being.> However, very few states
were able to provide the context for this kind of
participation to happen and the original partici-
pation component of PHC changed to fit other
health-sector goals. The result was that obeying
one’s physician, volunteering as a community
health worker and taking part of decision-mak-
ing processes were all seen as a equally acceptable
forms of participating in the health system.'*¢

As with participation within the PHC
approach, decentralization processes use partici-
patory policies as a means to carry out the devo-
lution of power, resources and decision making to
local populations. Ideally, decentralization cre-
ates spaces for participation where local com-
munities and authorities can discuss, appraise,
plan and monitor institutions and organizations
as well as policies put forth by citizens or insti-
tutions.” The premise of this kind of participation
is that through involving authorities, institutions
and citizens, there can be a de-concentration of
responsibilities and resources from the central to
the local level, which could make the state appa-
ratus more responsive to previously ignored
needs.®? However, the state needs to keep a
strong role as a steward and provide technical,
financial and institutional support.®

Most countries in the Latin American region
recognize the importance of social policies in
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health as a means to identify their own popula-
tion’s needs, to include previously excluded
groups in decision-making processes, and to
achieve a more equitable access to health ser-
vices.'® 3273% However, different countries have
different schemes and regulations for social
participation in their health systems, which
affect participation in service design and deliv-
ery, and in the way health-care needs are dealt
with. While Brazil implemented a health council
scheme that has clear guidelines on how to
involve community-level representatives and
makes community participation mandatory to
receive federal funding for health services, other
countries like Colombia and Guatemala have
more ambiguous regulations.'®'* Social partic-
ipation is a key component of Guatemala’s
decentralization process and an essential part of
the country’s health system, which is based on
the PHC approach. Guatemala has a legal
framework that states that participation is
important for the health and general well-being
of the population, but there is lack of knowledge
about how the Guatemalan participation
scheme is carried out in municipal-level health
systems. Because of this, our goal was to explore
the way the social participation process works in
a municipal-level health commission.

Background

Social participation in health in Guatemala

Guatemala is a country that has 12.9 million
inhabitants, most of whom live in poverty (51%)
and/or in rural areas (54%). Poverty levels are
higher among the rural population, where two-
thirds of the population is poor'>'® and the
World Bank'” named it one of the most unequal
countries in the world in terms of income con-
centration and distribution.

The peace accords of 1996 ended a 35-year
internal armed conflict and provided the setting
for the Guatemalan state to recognize the
importance of equitable social and economic
development. To reach this goal, a decentral-
ization process that highlighted the need for the
Guatemalan citizens to be active participants in
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the planning and executing of public policy and
in controlling the national, provincial, and
municipal levels of government was set in
place.'®' To implement the decentralization
policy, the state emphasized the role that
municipal governments play in adjusting
national policies to local needs. The policy lets
each municipality decide when to start this
process and what should be incorporated in it.
This helps to tailor a national policy to specific
needs and lets each municipality decide when it
is competent enough to take on the added
responsibilities that come with decentraliza-
tion. 22!

Since 2002, Guatemala has a formal system of
participation based on social development
councils organized at the community, municipal,
provincial and national levels (Fig. 1). This
council system is a bottom-up structure with a
legal framework that supports its work in the
decision-making spaces that the decentralization
process created. However, the law does not
specify any mechanism to ensure the participa-
tion of any stakeholder at any level.'®

Each level of the council has specialized
commissions, one of which is the ‘health com-
mission’. Its goal is to bring the health sector
together with the council scheme and to provide
a space for social participation regarding specific
health issues.'®?*%* According to the legisla-
tion, municipal-level health commissions

[ National-level council ]

f

Provincial-level council ]

1

Municipal-level council

A

Structure of the council system

Community-level council

N

Figure 1 The Guatemalan social development council structure.
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(MHC) are in charge of tailoring national poli-
cies to municipal needs, implementing pro-
grammes and policies and should be the
coordinating body for all health-related work in
the municipality. Community-level health com-
missions (CHC) have the responsibility to keep
the community’s environment healthy, to pro-
vide information about disease outbreaks and to
establish emergency plans for transporting the
sick. Additionally, CHC must monitor health
policies and provide feedback to the MHC.'®*

Methods

The setting

Guatemala is divided into 22 provinces, each of
them divided into municipalities that act as the
political unit of the country. Palencia is one of
the municipalities in the same province as
Guatemala City, and it has a total population
of 55 410 people. Of them, 70.3% live in rural
areas and 38% of all the inhabitants are
poor.?> Of that total population, almost 99% is
non-indigenous and Spanish is the only lan-
guage spoken. In Palencia, 70% of the popu-
lation has regular access to drinking water and
electricity, while only 20% have access to san-
itation. Most of the population lives as sub-
sistence farmers. In the municipality’s social
development council scheme, there are 49

Health commission
Health commission

SuoISSIWWO) pazijedads




community-level councils and one municipal-
level 1.2 The municipal-level health
commission, a part of the municipal-level social
development council, has been meeting since
October of 2008.

For the Ministry of Health (MoH), Palencia is
one of the seven districts in the north-eastern
health area of the province of Guatemala. In
regard to infrastructure, the MoH has one
health centre, seven health posts and one oral
health clinic. The closest hospitals are the two
national referral hospitals located in Guatemala
City, about 30 km from the centre of Palencia.
The district also has one non-governmental
organization (NGO) that outsources care
through the ‘extension of care’ programme. They
have seventeen miniclinics to provide care
through local community health workers and
ambulatory staff that visits each post about once
a month. The municipal government funds one
medical and one dental health clinic, as well as
keeping a nutritionist on staff. There are also
two private laboratories and one private physi-
cian.

In 2009, the MHC worked on the implemen-
tation of a health promotion plan that aimed to
coordinate the work that the different institu-
tions that work in Palencia were carrying out.
The plan focused on reproductive health,
potable water projects and the prevention of
contagious diseases, and included a healthy

counci
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schools initiative. It was piloted in two com-
munities, which are the only two that are rou-
tinely invited to participate at the health
commission meetings.

A framework for understanding social
participation

The structure of this study comes from Rif-
kin’s’” work on community participation in
health programmes. The original framework
called for asking who, why and how participa-
tion took place, to which we decided to add
where it occurred and what participation meant
to each stakeholder in the MCH (Fig. 2). The
figure tries to represent the complexity of many
stakeholders participating at local-level health
systems. Each one might have its own partici-
pation agenda and expect specific results from
the process, but this will depend on their defi-
nition of the role of each participant and
expectations of who should do what.

Our framework proposes that the ‘who’, the
‘how’ and the ‘where’ are connected by the ‘why’
and the ‘what’ and that the relationship between
these questions shapes the health commission
and its work. There are many institutions and
stakeholders working in municipal-level health
systems. However, not all of them decide to be a
part of the MHC or are included in it. Identi-
fying ‘who’ is coming to the meetings, who is

Spaces to participate
(where)

Community
level HC

Why and what

Stakeholders

Municipal
level HC

Outreach
activities and
health
promotion

Why and what

Activities

(who)

Why and what

(how)

Figure 2 A framework for understanding social participation in local-level health systems in Guatemala.
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not, and ‘what’ they understand as social par-
ticipation provides a context to understanding
the next key question of ‘why’, which refers to
the specific reasons or motivations that each
stakeholder has for entering and staying in the
social participation process. Asking ‘how’ and
‘where’ each member of the health commission
participates refers to their role in the process. It
includes what others perceive of them and their
role and vice versa. Our theoretical framework
explains how all these questions are the separate
components of the same process. However, in
practice, it is difficult to break up the answers to
all of these questions. Because of this, we
decided to present our results by linking together
‘who’ and ‘why’, and ‘how’ and ‘where’.

Data collection and analysis

We applied a qualitative approach to explore the
process of participation in Palencia’s health
system. We used documentary analysis for the
Guatemalan legal framework on social partici-
pation, which provided the background for
identifying what the participatory structure
should look like at the municipal
level 18:20:21.23.24.2829 e then interviewed 16
members of the municipal-level health commis-
sion (Table 1) and used a semi-structured inter-
view guide with questions that reflected our
framework. The guides contained questions
regarding what social participation meant to the
members of the commission and included ques-
tions about the process, attendance, inclusion of
other stakeholders, the MHC as a space for
social participation and each stakeholder’s
role.?*3!

Permission was obtained to record and tran-
scribe fourteen of the sixteen interviews. With
the remaining two, we took notes and then uti-
lized the information in the same way as with the
transcriptions.

We analysed the information from the inter-
views and from the legal framework using role-
ordered matrixes that allowed us to explore each
stakeholders’ perspective from their own role in
the process of participation in the municipal-
level health commissions (HC).?%!

Ethical considerations

In Guatemala, researchers who are not conduct-
ing clinical trials or human testing do not need to
go through an cthical committee. However, we
procured ethical clearance with the local govern-
ment, the MoH, and the communities that par-
ticipated in our study by presenting our project
and our methodology to all the stakeholders. We
also obtained informed consent from interviewees
and informed them that they could withdraw at
any time without any consequences. We asked
permission to tape-record the interviews or to
take notes, guaranteed anonymity to all of the
participants, and later informed of the results of
the research to all of the informants.

When reporting the results, we felt that lim-
iting the identification of the interviewees was an
important component of the promise of ano-
nymity we issued during the data collection. As a
result, we only state to which of the groups the
stakeholder belongs, because there are so few
participants in the municipal-level HC that it
would be easy to discover the identity of the
person we interviewed.

Table 1 Distribution of the interviewees who participate in the municipal-level HC

Sex
Interviews Group M F Educational level
3 Provincial health authorities 1 2 Postgraduate degrees
4 Municipal authorities 2 2 Some university or university degree
6 District health authorities 3 3 Some university or university degree
3 Community HC representatives 3 0 Some primary school

HC, health commissions.
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Results

Who is in the municipal-level HC and why they
attend the meetings?

There are two types of members in Palencia’s
MHC: the ‘community stakeholders’ and the
‘institutional stakeholders’. The latter includes
all the participants that act as representatives
from the municipal government, NGOs, or
from the MoH (at the district or provincial
level). Most of these stakeholders have univer-
sity and graduate degrees either in social work
or in medicine. When asked for their motiva-
tion to participate, one stakeholder from the
health district stated that
financing that we get doesn’t meet the needs of
this district.
together with other institutions and gain support
from them so that they can help with health
promotion or financing projects’. For them, the
municipal health council is a space to work
with other institutions that have more funding
or that carry out the same kind of work. The
institutional stakeholders feel that using the
MHC and the health promotion plan, they can
improve the coordination levels of their work
and communication. In that sense, they think
of the MHC as a way to improve the health
indicators and the performance of the health
services. This plan is the tool they use to pro-
mote ‘the strengthening of this municipality’s
health status, but of an integral state of health
that provides more than curative services... and
that focuses on preventive health’ [Stakeholder
from the municipality].

The second type of stakeholder groups the
representatives from the CHC. They are com-
munity members with no formal education and
that balance their voluntary work at the CHC
and MHC with their jobs as subsistence farmers.
Their motivation is to find positive solutions to
their community’s health-related problems and
to find funding for specific projects they already
have underway. However, only the two CHCs
that are part of the pilot health promotion plan
get invitations to the meetings and the other 47
CHCs do not. According to the institutional

‘The unrealistic

What we have to do is to work
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stakeholders, there is no need for a personalized
invitation to each of them because there is
always an open, standing invitation issued out.
However, there is no way to ensure that stake-
holders know about this invitation, and the next
meeting time and place is decided at the end of
each meeting. As a result, 47 CHCs, two NGOs
and one governmental organization never
attend. Another argument for the lack of com-
munity-level participation, according to a
municipal stakeholder, was that ‘It is too
expensive... [to come to the meetings and]
community committees manage their projects -
and their costs’. The plan is to integrate more
representatives from the different communities
as the municipality expands the health promo-
tion plan, but it is not clear when more com-
munities will be included or how their
representatives will attend the meetings. Com-
munity-level stakeholders feel that more col-
laboration is needed, as one stakeholder from a
CHC pointed out that ‘in every single project and
plan that comes from the capital city and from the
government they need to involve the municipality,
who needs to work with the community leaders.
It’s the leaders that can fix problems because
people trust us, and by working with the munici-
pality [and the government] we can all move
Sforward .

When it comes to the responsibilities that the
members of the MHC have, the legislation only
mandates specific roles for the representatives
from the MoH and from the municipal govern-
ment, and there is no mechanism to ensure the
participation of other stakeholders, as well as no
set meeting times or frequencies.'®?*?> When
asked what could be done to improve partici-
pation, one stakeholder from the municipality
pointed out that ‘we are all committed to the
social development process... participation is a
professional and moral commitment that com-
munities need to have. Because of this, participa-
tion depends on the conviction of the institution’.
On the other hand, a stakeholder from the
health district recognized the shortcomings of
their system and stated ‘like everywhere, there
are some people that participate and some that do
not. What we need is more communication about

© 2011 John Wiley & Sons Ltd
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what we are doing, what we hope to do and what
we need to do it’.

How and where is social participation in the
health system taking place?

For the institutional stakeholders, the role they
play and the one that community stakeholders
have are very different. Institutional stakehold-
ers see themselves as ‘problem-solvers’ and
‘decision-makers’ that help to solve the needs
that communities identified. One stakeholder
from the municipality described the role that
institutional and community stakeholders have
like this: ‘[community members] play a very
important role because without them, we don’t
know what they need. We can’t help them or do
their paperwork for them. They are very impor-
tant in this whole process because they know their
needs, they tell them to us and then we can take
steps to fix their problems’. This stakeholder also
added that ‘communities shouldn’t participate in
creating programs or making decisions because
of their lack of knowledge... The community
may provide some ideas, but decisions have to
come from professionals’. In the context of the
MHC, this means that institutional stakeholders
design the policies and CHCs carry them out.
Community-level stakeholders agree with the
institutional stakeholders that their main role is
to identify the needs they have in their commu-
nities, prioritize them and then seek help with
the health district or municipal authorities.
However, they also recognize a need for them to
be involved in decision-making processes
because, as one community stakeholder stated,
‘you have to have a say. If you don’t, then you can
do nothing. If we don’t give our opinion, nothing
can be done’. Another community stakeholder
stated that ‘the community knows that they chose
a [community-level health] commission to get the
job done. That is what we do, identify a need and
look for a way to solve it. We weigh the pros and
cons, put it in writing and act on it. That is all we
can do’. To some extent, the institutional stake-
holders agree because as one stakeholder from
the health area put it, the goal of participation is
to ‘have the people be active agents of change. To

© 2011 John Wiley & Sons Ltd
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have them feel a need and look for alternatives
according to their own needs, as well as have them
work so that change comes from within their
community. To have them be part of the solution,
and not the problem’.

What is social participation in health?

For the stakeholders who represent the institu-
tions that work in health in Palencia, social
participation within the decentralization process
and in the health system is defined in different
ways. In the context of decentralization policies,
social participation is an empowering process
that improves the quality of life of community
members through the building of infrastructure,
implementation of programmes and policies and
building a better relationship between the state
and its inhabitants. Its main goal is to empower
local communities and individuals so that they
can take control of their lives and shape policies
according to their needs. It was described as ‘[a
process] where communities are active partici-
pants in their own development. [Participation is
getting everyone involved] in everything from the
planning to the execution of the needs they iden-
tified as most urgent... the municipality believes in
participatory processes that involves community
members and allows their views, priorities and
perspectives to be integrated into policies’
(stakeholder from the municipality). This way of
understanding participation is in line with what
the legal framework defines as participation,
which is ‘...a process where organized communi-
ties participate in the planning, execution and
integral control of the governments’ policies in
order to facilitate the process of decentralization
and their own social, economic and cultural
development’."®

However, when it comes to participating in
the health system, it is no longer a process where
institutions and communities work together. As
one stakeholder from the municipality described
it, [social participation is a way to]’... try to get
people to not be afraid of going to the doctor,
because even when institutions want to work with
the communities, our own idiosyncrasies and
culture restrict us in accepting care from the



physician. The first step in participating is to be
open to a medical examination... so that they are
aware of their needs’. Another representative
from the municipality also added that ‘social
participation in health will allow families to have
access to the health services that already exist in
Palencia’.

For community-level stakeholders, there is no
difference between social participation in the
social development process and in the health
system. For them, it is ‘grouping together and
supporting each other when it comes to health,
education, and community development. We all
have to work together as a team to know where
there are faults and what we could do to mend
that'. Specific participatory practices in health,
as reported by a member of a CHC, include
helping with community organization, with
emergency transport for people that are sick and
with taking care of the community’s children to
keep them healthy.

Discussion

The role that social participation plays in PHC
and in many health systems has been studied
broadly over the past 30 years.'*>'**” How-
ever, most of the focus of the research has been
on measuring and promoting participation, and
less attention has been paid to how the per-
spectives and personal motivations of the
stakeholders may shape a relatively new process
when there are no clear-cut guidelines or policies
that create a solid structure for participation.
Guatemala has a progressive legal framework
for social participation, one that aims to redis-
tribute power among the population through
decision-making spaces that tailor national pol-
icies to specific needs. The law states that all
stakeholders should have the same right for
equal participation in the open and democratic
spaces for decision making that the decentral-
ization process created.”’ However, the legisla-
tion only provides abstract guiding principles
and ideals and not specific instructions on how
to implement a fair and equal participation
process. The Brazilian case shows that having
clear regulations with outlined benefits and
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penalties and easy to follow structures and funds
to back up the participatory process can con-
tribute to creating a strong system where the
policies provide a way to balance out the per-
sonal interests or agendas of the stakehold-
ers.’>¥ This can result in achieving a social
participation process that is based on the rights
of citizens and not just on user expectation.
However, the Guatemalan legal framework
allows the stakeholders to interpret these policies
using their own abilities, agendas and the
available resources they have, which leads to
each municipality having their own version of
what participating in the health commission
means.

In Palencia, what social participation is
depends on who is participating. Institutional
stakeholders have the human, financial and
other power resources to make policies based on
consensus only between them. During its first
year of existence, the MHC has been successfully
used in coordinating institutional activities that
reflect social participation with a top-down per-
spective, and they approach the community-level
stakeholders with a paternalistic stance. Deci-
sions over municipal-level policies are made
among the stakeholders that have the resources
to back the policies up, which results in excluding
community-level stakeholders from making any
decisions at the municipal-level health council,
even if they are present and attending the meet-
ings. This is because institutional stakeholders
see their own role as ‘policy makers’.

In contrast, community-level stakeholders
have a broader perspective and understanding of
what participation in health is. For them, group
work, joint decision making and sharing infor-
mation are the key elements to improving their
communities’ well-being in regard to more than
just their health status. Social participation is
seen as a tool to improve the quality of life of all
of the community members and the way to
acquire social and economic development pro-
jects in place. However, community-level stake-
holders can only use the resources they have
(knowledge of their own needs, of the financial,
social and cultural situations of their commu-
nities, and their social capital) to provide input

© 2011 John Wiley & Sons Ltd
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for the institutional stakeholders to use in their
policies and later and to help in the implemen-
tation phase.

Despite the differences in their roles in the
health commission, our results show that all
stakeholders feel that they all have a significant
part to play in the social and economic devel-
opment process of their municipality. To
understand why the stakeholders report feeling
this way, we must look at both the external
differences between the stakeholders and how
they internalize and interpret the process and its
results. Both groups of stakeholders report
feeling that everyone is participating to the
extent of not only their abilities, but also of their
financial, social and time constraints. To
understand this, we must look at both groups’
motivations and roles separately. The institu-
tional stakeholder group has all the decision-
making power and chooses whom to include or
exclude from the meetings, which makes them
the key players in this process. For them, the
internal satisfaction comes from using the
municipal-level health council as a place where
they meet to optimize the use of their resources.
This results in them feeling like they can provide
better care for the population.

The community-level stakeholders are the
token participants of the municipal-level health
council because they lack the kind of resources
that allow them to bargain with the institutional
stakeholders.®® From the external perspective,
they cannot afford to attend all of the meetings,
and they lack the training and the same kind of
power resources to be treated as equals in the
MHC, so they are assigned a role that is not
related to policy-making. Internally, however,
they are satisfied with the process because of the
positive changes they see in their communities
and from the projects they help to bring in
through their own role in the process.

Despite the shortcomings of the process, both
groups of stakeholders seem to be comfortable
with their roles. There is a long way to go before
Palencia’s MHC can achieve the ‘empowerment’
expressed in the legal framework and the kind of
participation and community leadership that the
PHC approach calls for.

© 2011 John Wiley & Sons Ltd
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Palencia has a specific context, one that might
not apply to the majority of municipalities in
Guatemala. Additionally, because we only fol-
lowed the work of the MHC during its first year
of functioning, we do not know if the current
dynamic will be manifested over time or if it is a
reflection of it being in its initiation phase.

Conclusion

Guatemala’s progressive but abstract legal
framework on social participation created open
spaces for discussing, formulating and imple-
menting policies. At the same time, the decen-
tralization process and the social development
council scheme provided tools that municipal-
level stakeholders use to tailor national policies
to their own needs.

Palencia’s case demonstrates that the different
power resources that the stakeholders have
contribute to creating different but often com-
plementary roles within the participatory pro-
cess. By analysing these roles, we show that most
of the decisions on policy fall on the institutional
stakeholders and much of the implementation
activities for these policies fall on the commu-
nity-level stakeholders. As a result, the empow-
erment of community stakeholders and their
participation in policy-making and not just in
policy implementation remains limited. Because
the national policies are so abstract, each
municipality can interpret and adapt them to fit
the agenda of the stakeholders that have more
power.

The process of social participation in MHC
should be one that helps to increase the decision-
making capacity of the community stakeholders,
so that they can contribute to the reformulation
of national health policies to fit the municipal-
ity’s needs, priorities and resources. Clear-cut
guidelines and regulations on how to achieve
and maintain an equal and fair participatory
process for making decisions are required. In
addition to this, the implementation of a moni-
toring system that can reward participation by
assigning extra resources could be helpful in
maintaining the continuity of the process. As a
result of more uniformed mechanisms and
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incentives, the development process will be less
fragmented and not depend on each of the
individual stakeholders’ good will.
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