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Introduction 

Guatemala is the most populous country in 

Central America, with more than 17 million 

people as of 2022. According to the World 

Bank, it is classified as an upper-middle-

income country and had the largest 

economy in the region as of 2018. In terms 

of macroeconomic rankings, its gross 

domestic product (GDP) was $9,931 in 

purchasing power parity by 2022, placing it 

within the upper-middle income category. 

Of the 192 countries listed, Guatemala´s 

GDP ranked 121st. 1-3. 

Despite its classification as an upper-

middle-income country, it faces significant 

challenges of poverty and inequality. This is 

illustrated by the fact that nearly half of the 

nation's population in 2014, lived below the 

poverty line, which means 7.8 million 

people. Of this number, 9% lived below the 

international poverty line, earning less than 

$1.90 per day in the same year. 4,5 

 

 

Moreover, the government's limited 

funding towards the health care sector has 

resulted in a deficient health care 

infrastructure, which has led to limited 

access to medical services for a considerable 

segment of the population. In addition, only 

a small fraction of citizens holds health 

insurance, which worsens the problem of 

unequal health services access.6  

The country's high poverty rate of 59% and 

extreme poverty rate of 23% are evident in 

considerable economic disparities, such as 

the Gini coefficient for income distribution 

of 0.59.7 

Government expenditure on health care 

remains low, with only 17.8% allocated to 

the sector in 2014, and the total per capita 

expenditure on health is correspondingly 

low at $476 in the same year.7 Indigenous 

Guatemalans face disproportionately high 

levels of poverty and limited access to 
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medical services compared with non-

indigenous individuals. Recent data shows 

that 79.2% of those living in poverty in 

Guatemala are indigenous [Figure 1]. 

Unfortunately, access to health care for this 

population remains limited. 8,9 

 

 

 

 

 

 

 

 

 

Health Care System Sectors of 

Guatemala 

Currently, three large sectors provide 

medical care to the people of Guatemala10,11: 

1. The private sector 

a. For-profit 

b. Non-profit 

2. The Guatemalan Social Security 

Institute (IGSS) 

3. The public sector 

1. The Private Sector 

The private health care sector in Guatemala 

is divided into for-profit and non-profit 

organizations.  

1a. For-profit facilities, which consist of 

private hospitals, clinics, pharmacies, and 

laboratories, provide a wide range of 

services that are comparable to those 

available in most industrialized nations. 

This sector has experienced significant 

growth over the last two decades, resulting 

in the establishment of approximately 400 

private hospitals and 4,000 private clinics, 

with the majority founded after 1996 and 

the implementation of neoliberal health 

reforms. The healthcare infrastructure 

provided by the public sector consisted of 

44 hospitals and 333 health centers that had 

a relatively equitable geographic 

distribution, however, most of these 

facilities were situated in urban regions. 

Conversely, private health care services 

were highly concentrated in metropolitan 

areas, resulting in a significant disparity in 

coverage between rural and urban areas.7 

During the period from 1995 to 2006, the 

private sector expanded considerably with 

the establishment of 292 new hospitals and 

2614 clinics, which provided health care 

services under both for-profit and non-

profit models. Despite the requirement for 

out-of-pocket payments to access private 

health services, a significant proportion of 

households relied on it. Results from 2000 

and 2006 indicated that most Guatemalans, 

irrespective of their income level, preferred 

to seek medical treatment at private clinics 

or pharmacies, with 37% and 41% of 

outpatient care recipients in 2000 and 

2006, respectively, opted for private clinics. 

In addition, as per data from 2001, less than 

5% of the population had access to private 

insurance coverage. 10,12  

In 2014, approximately 11% of Guatemala's 

population had access to private health care 

services. Despite the high cost of private 

health services, 26% of the individuals 

using private clinics were still considered 

poor. From 2000 to 2014, there was a 

decline in the percentage of the Guatemalan 

population who sought private health care 

services, dropping from 36.2% to 29.2%. 

Meanwhile, the usage of public health care 

Figure 1. Incidence of poverty by ethnicity in 

Guatemala.  Adapted from Instituto Nacional de 

Estadistica.9 
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centers and hospitals increased. By 2014, 

this had decreased significantly, with only 

1.4% of the population having access to 

private insurance [Figure 2].9  

 

 

 

This change in medical care-seeking 

behavior is thought to be attributed to two 

main reasons: people perceiving their 

illness as non-severe (44%) and financial 

constraints (37%). Specifically, the 

percentage of citizens who described 

financial hardship as the reason for not 

seeking medical attention increased from 

29% to 36% from 2000 to 2014. These data 

were taken from the Living Standard 

Measurement Survey distributed to 

Guatemalan citizens in the year 2014. 5,9 

1b. Non-profit: As of January 2020, the 

Public Information Office of the Ministry of 

Governance in Guatemala reported 1,394 

registered non-governmental organizations 

(NGOs), 12,601 civil associations, and 796 

foundations operating in the country. Most 

of the funding for the nonprofit sector 

comes from donations originating in the 

United States, and many organizations rely 

heavily on U.S. fiscal sponsors and 

philanthropic consulting services to tap into 

the philanthropic culture of the United 

States.13-15 

2. The Guatemalan Social Security Institute 

(IGSS) 

The Guatemalan Social Security Institute is 

a self-governing entity funded by 

mandatory contributions from workers and 

employers based on wages. It operates its 

own medical care network to provide a 

limited range of services to formally 

employed workers, who are primarily urban 

wage earners. In 2000, 8.2% of the 

population with health insurance was 

covered by IGSS, but by 2014, this coverage 

increased to 9.2% [Figure 3].9,10 

3.The Public Sector 

The Ministry of Public Health and Social 

Assistance (MSPAS) operates the public 

health care sector, which comprises 

government hospitals, health centers, and 

health posts. Although health care is a 

universal right for all citizens in Guatemala 

according to its constitution, limited 

resources make it challenging to implement 

this right effectively. Because of the 

increasing costs associated with private 

medical care, most of the people depend on 

public services. Between 2000 and 2014, 

there was an increase in the percentage of 

the population utilizing public health care 

centers (from 15% to 19%) and public 

hospitals (from 9% to 18%).  

Figure 2.  Proportion of the population under specific 

health care coverage in Guatemala in 2014, expressed as 

percentage. Adapted from Instituto Nacional de 

Estadistica.9 

Figure 3.  Proportion of the population under 

Instituto Guatemalteco de Seguridad Social (IGSS) 

access in 2014 in Guatemala, expressed as percentage. 

Adapted from Instituto Nacional de Estadistica.9 
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According to the 2014 Living Standard 

Measurement Survey, health posts (27%) 

were the most frequent locations for 

seeking medical care, followed by private 

clinics (22%), and public hospitals (18%). 

This distribution contrasts the patterns 

observed in 2000 and 2006. Also, 43% of 

the population had insurance under the 

public sector. 8-10,13 

One analysis of the Guatemalan Health 

Care System by the Pan American Health 

Organization indicates that the MSPAS is 

ineffective in ensuring the provision of 

medical care services, to the point that the 

population does not advocate for this right.  

As an example, in 2001, approximately 
18.8% of Guatemalans had no access to 
health care services.10 On the other hand, in 
2014, 89.2% of the population did not have 
any form of insurance [Figure 4].9 

As of March 2020, the MSPAS managed 46 
hospitals, roughly 1,200 health care posts 
and centers, and 232 clinics and care 
centers located throughout Guatemala, 
providing services to 75% of the population. 
According to a World Bank report in 2020, 
the number of hospital beds per 1,000 
inhabitants in the country was less than 
one, ranking it as one of the lowest in the 
region. This highlights the insufficiency of 
the government's investment in hospital 
and medical care infrastructure.16 

Closing the Health Care Gap in 

Guatemala in the 20th century: The 

Implementation of the Behrhorst and 

the Basic Services Coverage Extension 

Programs 

International initiatives have attempted to 

address challenges of  accessing quality 

health care for Guatemalans over the last 

six decades, with various development 

strategies implemented.10 Among them is 

The Behrhorst program in the department 

of Chimaltenango, a primary health care 

program (PHC) founded in 1962 by Dr. 

Carroll Behrhorst, who recognized the 

social causes contributing to the ill health of 

rural populations and aimed to provide 

basic medical services for impoverished 

rural communities.17-19 

The program aimed to provide inexpensive 

training by implementing health 

promoters, such as training the Kaqchikel 

Mayan population to serve as “mini 

doctors” who could treat the most common 

diseases. Dr. Behrhorst believed that 

agricultural extension work was an 

important part of health promotion and 

established a land loan program (ULEU) in 

1970 to provide loans to communities of 

Mayan farmers who wished to buy their 

own land.18 

The program additionally featured 

specialized training for experienced 

Kaqchikel women, encompassing a diverse 

range of topics such as household health, 

nutrition, hygiene, sewing, cultivation of 

home gardens, raising of chickens, and 

family planning sessions. 18 

Another persistent health hazard was the 

lack of potable water, so the program 

Figure 4.  Proportion of the population without any 

form of insurance in Guatemala in 2014, historic series 

from Living Standard Measurement Survey, expressed 

as percentage. Adapted from Instituto Nacional de 

Estadistica.9   
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implemented water programs such as 

Program for Rural Sanitation in 

Chimaltenango (SARUCH), in conjunction 

with the Guatemalan Ministry of Health 

and Agua del Pueblo, to obtain supplies of 

purified water. 17 

Dr. Behrhorst reinforced legal and 

organizational issues to ensure that the 

program was governed by a local board and 

administered by local staff on their own. 

Subsequently, it was catalogued as a private 

agency under Guatemalan law, with all 

policy matters on the land of local directors. 
17 

In 1976, an earthquake hit the nation, and 

the Dr. Behrhorst clinic, known as 

“Hospitalito del Gringo,” which was built in 

1962, collapsed. However, the clinic was 

rebuilt because of the overwhelming 

response of the donors.18 

He believed in new strategies such as 

dependence on local resources, both human 

and material, to achieve health services 

outside the concept of pills and injections. 

Community workers would create 

awareness among people of their situation 

and understanding of how to solve 

problems themselves. According to 

Heggenhougen, this change resulted in 

PHC workers becoming a creative force for 

radical structural changes that threatened 

the status quo. Development agencies used 

community participation as an organizing 

tool to further their reformist objectives, 

which included training community leaders 

to play an active role in demanding state 

social services. However, as popular 

participation in such efforts grew, 

organizing for any reason was defined as a 

threat to state rule.17-18 

The violence and oppression that occurred 

in Guatemala during the late 1970s and the 

early 1980s severely impacted the 

Behrhorst program. Many of its 

collaborators were killed or disappeared by 

gunmen, and the program was left in the 

shambles. The killing of PHC workers by the 

Guatemalan military demonstrated the 

risks posed by PHC to the government. The 

Behrhorst village-based health work 

continued to provide services to the 

community despite the volatile climate of 

violence.19 

The program was successful in improving 

health outcomes for rural communities, and 

it continues to operate today under the 

name of “Fundación Carroll Behrhorst” and 

“Advance Local Development through 

Empowerment and Action (ALDEA).”19 

The Basic Services Coverage Extension 
Program 

 

The Basic Services Coverage Extension 

Program (PEC) was introduced in 

Guatemala in 1997 as part of the 

government's public policies to rebuild the 

nation following the civil war. The program 

prioritized health care as a fundamental 

need and aimed to improve access to these 

services in underserved areas, particularly 

in rural regions where indigenous 

populations had limited access to MSPAS 

facilities. To address this, the 

Comprehensive Health Care System was 

established through partnerships with 

NGOs. 11,20 

 
The PEC program's expansion was made 

possible through contractual agreements 

between MSPAS and NGOs, which 

stipulated a standardized payment rate for 

every jurisdiction with a population of 

10,000 inhabitants, in exchange for 
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delivering a basic package of preventive 

services. The services were mainly 

preventive in nature, with ambulatory 

physicians or nurses making monthly visits 

to communities supplemented by local 

community volunteers. The care team 

comprised one paid worker for every nine 

volunteers and was responsible for disease 

monitoring and ensuring compliance with 

specific interventions.20 

 
Between 1999 and 2010, the PEC program's 

coverage expanded from 2.9 million people 

to 4.5 million people in remote rural areas 

through the signing of 144 agreements with 

approximately 90 NGOs. However, due to 

insufficient funding, NGOs contracted to 

provide medical care services often found 

themselves unable to cover their costs. 

Reports indicate that NGOs repeatedly 

failed to achieve their targets, with only 

39% or 11 out of 28 indicator targets being 

met for the entire program in 2011. Delayed 

payments from the government to NGOs, 

with delays lasting up to 12 months in some 

cases, were cited as one of the reasons for 

this shortfall. Furthermore, the targets were 

not coordinated with the NGOs and did not 

reflect the context of each jurisdiction, 

further contributing to the inability to meet 

targets.11,21-22  

One line of criticism of development 

programs, such as the Berhorst program, is 

their potential failure to address the 

fundamental origins of poverty, which is 

strongly correlated with poor health 

outcomes. Another critique is that these 

programs may inadvertently perpetuate 

corrupt practices within governmental 

structures and intensify the marginalization 

of economically disadvantaged 

communities that they aim to benefit.10  

Conclusion 

It is apparent from the data that a uniform 

epidemiological profile cannot be found for 

Guatemala, and instead, there exists a 

complex profile. Although the health care 

system of the country encounters 

numerous difficulties, there are chances for 

improvement by enhancing investment 

and cooperation.  

Initiatives such as The Behrhorst program 

and the Basic Services Coverage Extension 

Program have demonstrated the potential 

for success, and similar approaches could 

be scaled up to address other health care 

challenges. 

One possible proposal to improve equitable 

access to high-quality medical care for all 

citizens is to reinforce and coordinate the 

three primary health system sectors, with a 

particular emphasis on remote and rural 

regions. This approach could enhance 

health care delivery, which would provide 

better access to health services for all 

Guatemalans. 
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