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Abstract 

Background: Financing of surgical care in low- and middle-income countries 

remains challenging and poses challenges for implementation of Universal Health 

Coverage (UHC). This study is an exploration of financing of surgical care for children 

and alignment of surgical financing within UHC schemes in Guatemala. Our hypothesis 

is that current financing mechanisms do not address key barriers to provision of surgical 

care for children within current UHC schemes. Methods: We performed a qualitative 

analysis of the financing of surgical care for children in the public health system in 

Guatemala. We surveyed key informants (n=20) in medical, financial, and political 

sectors to assess mechanisms and operations of financing for pediatric surgical coverage. 

Qualitative results were triangulated with national financing data and health system 

reports, with a set of recommendations generated to improve financing of surgical care 

for children. Results: We found several macro-level challenges to financing for surgical 

care in Guatemala, including complex political contexts, health finance system 

fragmentation, and lack of earmarked funding for surgical care. Dominant micro-level 

challenges include lack of provider agency in financing and patients functioning as 

financing agents and beneficiaries. Although formal user fees are not used in Guatemala, 

informal fees for surgical services are common barriers to care. Conclusions: Pediatric 

surgical financing in Guatemala remains challenging, with little inclusion of surgical care 

within existing UHC schemes. Recommendations to improve surgical financing include 

evidence-based financing with provider technical input, strengthening organizational 
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structure for surgical financing, and quantification and reduction of informal user fees 

through resource pooling between health system actors. 
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1. Introduction  

Approximately 5 billion people lack access to safe and affordable surgical care in 

low- and middle-income countries (LMICs), with 33 million people risking catastrophic 

expenditure to obtain surgical care annually.1  The economic impact of unmet surgical 

needs is projected to result in a $12.3 trillion loss in global Gross Domestic Product 

(GDP) by 2030 if current trends of unmet surgical needs continue.2 The global burden of 

pediatric surgical disease is particularly large, with approximately 11-15% of children in 

LMICs requiring surgical care by 15 years of age.3–7 The cost effectiveness of pediatric 

surgical care is comparable to other common global health interventions, particularly for 

procedures such as inguinal hernia repair, orthopedic operations, cleft-lip and palate 

repair, trichiasis care, and male circumcision.8 Addressing the financial impact of surgical 

disease on families and economies around the world is increasingly recognized as a 

global health priority.9 

 Global health financing programs are increasingly applying Universal Health 

Coverage (UHC) frameworks to increase access to essential health care services to ensure 

equitable and quality healthcare with financial risk protection for all citizens. The Fifty-

eighth World Health Assembly’s Resolution 58.33 states that all members states should 

“ensure adequate and equitable distribution of good-quality health care infrastructures 

and human resources for health so that the insurees will receive equitable and good-

quality health services…avoiding catastrophic health-care expenditure and 

impoverishment of individuals.”10 The World Health Organization (WHO) and World 
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Bank have established a target of 80% coverage for essential healthcare services and 

100% protection from catastrophic and impoverishing health expenditures by 2030 to 

achieve Sustainable Development Goal (SDG) 3, and unmet surgical care is a barrier to 

achieving this goal.11 An improved understanding of the penetration of UHC coverage for 

surgical care is necessary to achieve a pro-poor pathway towards UHC. 

Guatemala has a fragmented and complex healthcare system. Addressing gaps in 

financing of pediatric surgical care in Guatemala is crucial to improving the health of 

children in Guatemala and attaining UHC. Action to improve surgical financing cannot 

be taken until measurements of the penetration of financing of surgical care within 

Guatemala’s UHC systems exist and the landscape for pediatric surgical financing in this 

context is better understood. The goal of our study is to explore the financing of surgical 

care for children and assess the alignment of surgical financing within UHC schemes in 

Guatemala. 

1.1 Background & Literature Review 

1.1.1 Surgical Care in UHC and LMICs  

 The WHO defines UHC as a process by which “all people receive the quality, 

essential health services they need, without being exposed to financial hardship.”12 UHC 

is primarily concerned with three dimensions: the population covered by a benefits 

package, the health services offered within a benefits package, and the proportion of costs 
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for services in the benefits package payed for by the coverage scheme.13,14 To strengthen 

health systems and reduce patient financial risks, this framework asks:  

1. How can the services in a program’s benefits package be expanded? 

2. How the proportion of the population that is covered by the program be 

 expanded? 

3. How can out-of-pocket (OOP) payments for services in the benefits 

 package be reduced and prepayment mechanisms for such services be 

 increased?13,14  

The inclusion of surgical care in UHC policies is critical to reducing global 

morbidity and mortality due to surgical disease.15 The burden of surgical conditions in 

children is large and represents a pressing global health crisis. The population of children 

is increasing in LMICs, with currently nearly a quarter of the global population 

(approximately 26%) being less than 15 years old.16 An estimated 11-15% of children in 

LMICs will require surgical treatment by 15 years of age.3–7 Current pediatric surgical 

disease burden estimates likely underestimate the true incidence and prevalence of many 

pediatric surgical conditions, and represent a large unmet need for pediatric surgical care.  

Surgical care financing is challenging at both macro- and micro-levels. Even if 

surgical care can be accessed, 33 million people in LMICs risk catastrophic health 

expenditures to pay for required surgical care, and 48 million people risk catastrophic 

expenditures due to indirect surgical costs annually.1 As such, there is a need for 
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improved financing of surgical care around the world if children are to be able to access 

safe and affordable surgical care. 

1.1.2 Financing for Global Surgery  

Financing for health care often relies on OOP such as user fees to offset resource 

limitations in LMICs.17 User fees include any fee that the patient or client is charged to 

access a health facility, provider, service, or product.18 There is mixed evidence regarding 

the benefits of user fee policies. UNICEF and the World Bank introduced user fees as a 

financing mechanism in the 1980s to provide additional required funds for essential 

health services and to increase access to healthcare.18 In many settings, user fees have 

been shown to increase facility and provider-level ability to purchase essential medical 

supplies and improve quality of care.19 Similarly, introduction of user fees has been 

shown to increase health service utilization, and removal of user fees can decrease the 

quality of healthcare.18,20,21 User fee implementation combined with health service quality 

improvement have been shown in select contexts to increase health service utilization, 

particularly among low socioeconomic groups.20 

However, user fees have been increasingly identified as regressive financing 

mechanisms that prevent members of low socioeconomic backgrounds from accessing 

healthcare and can lead to increased catastrophic health expenditure risk.17 Mechanisms 

to decrease OOP payments have been shown in many settings to protect the financial 

well-being of patients and reduce financial shocks from healthcare.17 A growing body of 

evidence suggests that user fee removal or reduction can increase health service 
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utilization in a variety of settings, particularly when combined with health service quality 

improvement.18,22,23 As such, user fee reduction and replacement with new financing 

instruments has become a key element of UHC advancement. 

Little evidence has examined the impact of user fee policy on surgical care in 

LMICs. However, studies in maternal health provide insights to some possible impacts of 

user fee removal on pediatric surgical care. This literature suggests that user fees 

particularly affect lower socioeconomic status population members and decrease access 

to maternal healthcare.24 Governance, price and quality of alternative services, and health 

facility accessibility also affect user-fee policy success.24 In maternal health, user fee 

elimination conducted with implementation of alternative financing mechanisms can 

compensate for revenue loss to avoid increased patient wait times, overcrowding, and 

lower quality and perceived quality of care.24 Importantly, the elimination of user fees 

must be conducted simultaneously with the implementation of alternative financing 

mechanisms to compensate for the loss of revenue from user fee removal.24 

Informal payments (IPs) are an important and often unrecognized OOP 

expenditure in financing streams for health. Such payments are a key component of 

informal health sector payments around the world, particularly for surgical care. IPs are 

“payments to individual and institutional providers, in kind or in cash, that are made 

outside official payment channels or are purchases meant to be covered by the health care 

system” and include “‘envelope’ payments to physicians and ‘contributions’ to hospitals 

as well as the value of medical supplies purchased by patents and drugs obtained from 
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private pharmacies.”25 Evidence of the impact of IPs in surgical care for children is 

limited, as such fees are difficult to measure and are not frequently reported.26 However, 

IPs remain a dominant healthcare financing mechanism in many LMICs.27 Current 

literature suggests that informal user fees occur more frequently in inpatient and surgical 

care settings, particularly among vulnerable populations with decreased healthcare 

access.25,26,28 Some researchers argue that IPs are important and beneficial to health 

worker salary.27 However, challenges with IPs include patient referral to private sectors, 

increased corruption, lack of health-system level benefits from payments, catastrophic 

health expenditure, and inequitable access to healthcare.25 

1.1.3 National Surgical, Obstetric, and Anesthesia Plans  

Currently a number of LMICs have created or planned a National Surgical, 

Obstetric and Anesthesia Plan (NSOAP) that outline comprehensive strategic plans to 

improve surgical delivery, including systems to improve financing of care.29 Financing 

streams in NSOAPs generally require both global and local financing mechanisms.29 

Truché et al. (2020) noted that there is a lack of evidence on which to base national 

surgical finance policy, and that both centralized and decentralized NSOAPs should be 

considered.29 International charitable financing is an important financing agent as 

described in NSOAPs, but largely focuses on elective surgeries, ophthalmologic 

procedures, and cleft-lip and palate-repair, leaving many pediatric surgical procedures 

uncovered.30  
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1.1.4 Challenges to Surgical Financing Evaluation  

Challenges to the financing for surgical care in LMICs are less well understood 

compared to other areas of health care financing. Global surgical research comprises only 

4.1% of global health research, and research on financing is a small fraction of this 

effort.31 Research on surgical financing is particularly limited in LMICs, as 85% of 

surgical research is focused in high-income countries.1 Accurate national-level data 

reporting on surgical financing is largely lacking around the world, with virtually no 

research on financing for pediatric surgical care in LMICs.32 Few LMICs report surgical 

expenditures in published National Health Plans (NHPs), and limited data on allocated 

and private funding of pediatric surgical care exist.32,33 

The misbelief that pediatric surgical care is too expensive remains a major barrier 

to achieving pediatric surgical goals within UHC frameworks.34 Current literature shows 

that pediatric surgical procedures (namely inguinal hernia repair, trichiasis surgery, 

congenital heart surgery, cleft lip and palate repair, and other procedures) are extremely 

cost-effective and critical to the survival and quality of life of children.8 Inadequate 

human resources is a barrier to pediatric surgical care in LMICs, and research on surgical 

care for children must address delayed care, ability to scale-up service models, and 

provision of equitable and high-quality care.35,36 

An essential package of pediatric surgical care is needed to define global pediatric 

surgical finance and infrastructure priorities within UHC frameworks. Essential benefits 

packages for UHC schemes are politically challenging to create, as it is difficult to 
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change what healthcare services are included in essential benefit packages.37 Defining 

what procedures are “valuable” and “cost-effective” and deciding what users will 

contribute is largely dependent on the amount of funding the government invests in 

benefits packages.38 However, a definition of an essential package of care is critical in 

ensuring patient access to services, allocating health services and funding to meet 

national health needs, and reducing OOP and informal payments for health care.38 

1.1.5 Drivers for Pediatric Surgical Funding 

Globally, low cost and cost-effectiveness of care are key drivers for health 

financing.34 Feasibility of surgical procedures and access to infrastructure and resources 

are important precursors for funding, particularly in low-resource settings.18,34 Increase in 

government health expenditure in middle-income countries, such as in Guatemala, is 

primarily driven by government spending, rather than development assistance.39 As such, 

the drivers for pediatric surgical funding are likely political. 

1.2 Guatemala’s National Public Health System  

 Guatemala is a Central American country of more than 15 million citizens.40 

Guatemala is an upper middle-income country and has a high poverty rate, with 59.3% of 

its citizens living in poverty (2014).41,42 The country has a high rate of income inequity, 

signaled by Guatemala’s high GINI index of 48.3 in 2014.43 The distribution of citizens 

living in rural settings was nearly equal to those living in urban settings in 2017.44 
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Guatemala’s youth population is large, with approximately 34.4% of Guatemala’s 

population age 14 years or younger (2018).44 

The Guatemalan health system is divided into public and private health sectors. 

The public sector has three providers: the Ministry of Public Health and Social 

Assistance (MSPAS), the Guatemalan Institute of Social Security (IGSS), and the 

Sanidad Militar (armed forces healthcare system). In total, the public health sector 

insures nearly 75% of Guatemala’s population.40 The MSPAS manages health care for 

the majority of Guatemala’s population through the national public health system. The 

Sanidad Militar covers approximately 0.5% of the population while IGSS covers 17.5% 

of the population, primarily for formal sector employees.40 The private sector is primarily 

financed through fee-based care, and covers approximately 5% of the country’s 

citizens.40 In addition to the traditional public and private sectors, 18% of the population 

receives some of its healthcare through non-governmental organizations (NGOs).40,45,46 

There is significant crossover between sectors. In one study, 44% of the population 

reported consulting a private health facility in the past 30 days, with 35% reporting 

having consulted a national health facility in the same time frame.47,48  

Despite the large proportion of the population receiving care in the public sector, 

financing of health care is disproportionally low in the MSPAS. The MSPAS receives 

40% of public health spending, IGSS receives 59%, and the Sanidad Militar receives 

1%.49  Guatemala’s health spending as a percentage of its Gross Domestic Product (GDP) 

is 5.8%, which is low compared to rest of Latin America, which has a mean health 
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spending as a percentage of national GDP of 8.59% (2016, excluding high income 

countries (HICs)).44 Guatemala’s overall health expenditures as a proportion of GDP is 

lower than many of its neighboring countries (Figure 1). 

 

Figure 1: Current National Health Expenditure as a Percentage of GDP (2016)44 

 In total, Guatemala’s GDP is $78.46 billion USD (2017), and the percent of the 

country’s GDP spent on health is small compared to private health expenditures.44 Private 

health expenditures comprised 61.9% of domestic health expenditures, or $149.30 USD 

per capita in 2016.44 However, the World Bank (2016) estimated that over half (53.3%) 

of health expenditures were OOP payments, or $128.70 USD per capita (Figure 2).44 
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Figure 2: Patterns of Health Spending as Percentage of National Health 
 Expenditures (2016)44,50 

 
The financing of health care within the public health system in Guatemala is 

highly fragmented, with each of the three public health system operating independently, 

leading to many health system financing challenges. Each financing stream exists as its 

own financing agent, with its own providers, services, and facilities that often address the 

same health issues (Figure 3).40,49,51 Such fragmentation leads to gaps in care and 

overlapping heath infrastructures within the same municipalities, and has been noted as a 

primary barrier to health system financing and UHC achievement.40 
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Source: Adapted from Becerill-Montekio and López-Dávila 2011 

Figure 3: Financing Streams for Health in Guatemala49 

 The 1996 Peace Accords were critical in building Guatemala’s healthcare system, 

as they led to MSPAS policy reform. The Guatemalan government started implementing 

the Integrated Health Care System (SIAS) in 1996 to expand primary healthcare access 

through private provider contracts.51,52 Additionally, the government began 

decentralization in 1996, leading to a decrease in public health spending and an increase 

in patient OOP spending for health.40,52 The 1997 Health Code prioritizes the right to 

health for all Guatemalan citizens.53 However, there appears to be a gap in declaring the 

right for health coverage as a fundamental part of UHC. 
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Guatemala’s 1985 Constitution mandates UHC, yet approximately 75% of the 

country’s population remains uninsured.40 Guatemala’s Universal Health Coverage 

Service Index (defined based on the country’s coverage of essential healthcare services as 

outlined in the SDGs, 2017) of 55.00 is lower than both the regional average (75.5 in the 

Latin American and Caribbean region (excluding HICs)), and its neighboring LMICs 

despite national legislation mandating healthcare provision for all citizens (see Figure 

4).40,44,54 

A portion of Guatemala’s health financing was directed through the Patronato, an 

informal religious-based trust that was run through hospitals to assist in paying for patient 

care. Historically, the Patronato (el Real Patronato) was a Spanish colonial economic 

funding system run by the Catholic church, with its beginnings dating to Constantine and 

the 6th century Saint Benedict.55 This social and economic organization was responsible 

for influencing many of Guatemala’s cultural and religious practices during 

colonization.55 
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Figure 4: UHC Service Coverage Index 201540,44,54 

Guatemala’s OOP health expenditure (2016) as a percent of overall health 

expenditures is 53%, which is the highest rate (excluding HICs) in the Latin America and 

Caribbean Region (Figure 5).44 Patient OOP spending is the primary financing agent of 

healthcare in the county.40 An estimated 90% of private health sector spending is OOP 

spending.51,56 The OOP spending is often on medications, supplies, and other informal 

fees to obtain care.40 In 1997, the Guatemalan government made the use of formal user 

fees for healthcare illegal. Until recent years, hospitals operated private trusts that 

charged informal user-fees. This practice was made illegal during Álvaro Colom 

Caballeros’ presidency in 2008.40 Although user-fees continue to be formally illegal, IPs 

remain high in the form of patients paying for medical supplies, particularly for surgical 

care. These informal user fees are hard to quantify, especially for surgical care. 
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Figure 5: Out-of-Pocket Expenditure in 201644 

In summary, the financing of surgical care in LMICs remains poorly understood. 

Financing barriers pose many challenges for implementation of Universal Health 

Coverage (UHC). The goal of our research is to explore the financing of surgical care for 

children and alignment of surgical financing within UHC schemes in Guatemala. To 

address this goal, we have four aims: define the drivers for pediatric surgical financing, 

identify the funding streams for surgical care, measure the practice of user fees for 

surgical care, and summarize challenges and recommendations for pediatric surgical 

financing in the national public health system. Our hypothesis is that current financing 

mechanisms do not address key barriers to provision of surgical care for children within 

current UHC schemes. 
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2. Methods 

2.1 Overview 

This study is an exploration of financing of surgical care for children and 

alignment of surgical financing within UHC schemes in Guatemala. To address this goal, 

we have four aims: to define the drivers for pediatric surgical financing, identify the 

funding streams for surgical care, measure the practice of user fees for surgical care, and 

summarize challenges and recommendations for pediatric surgical financing in the 

national public health system. 

We collected qualitative data from in-depth, semi-structured key informant 

interviews (n=20) of stakeholders across the Guatemalan health system, including 

subject-matter experts in health financing, policy, and clinical care. We discuss 

qualitative results in the context of secondary, quantitative data from national and 

international health and budget reports. 

A qualitative study design was the most appropriate method to understand 

complex financing mechanisms and to develop recommendations using data from key 

informant experiences. As quantitative financing data remain lacking in Guatemala at the 

national level, inclusion of qualitative data from key informant interviews is critical to 

assess the impact of UHC policies on surgical care provision in Guatemala. 

2.2 Conceptual Framework 

Our methods are similar to the qualitative framework used by Ramani et al. 

analysis of primary health care financing in India, in which key informant interviews are 
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analyzed to describe macro- and micro-level health system financing challenges.57 This 

approach offers guidance to assess each of our study’s four aims: define the drivers for 

pediatric surgical financing, identify the funding streams for surgical care, measure the 

practice of user fees for surgical care, and summarize challenges and recommendations 

for pediatric surgical financing in the national public health system. Macro-level contexts 

include national health system financing for pediatric surgical care (including national-

level policies, financing streams, challenges, and recommendations), and micro-level 

contexts include patient and staff-level financing for surgical care. 

We used the WHO and World Bank Group Monitoring Progress Towards 

Universal Health Coverage at Country and Global Levels framework to guide our 

analysis, as this framework has been used for studying UHC indicators in the World 

Bank Universal Health Coverage Study Series (Figure 6).11,58 This framework ensures 

that analysis includes assessment of all areas of finance, particularly financial protection 

in health insurance schemes.11 Furthermore, this framework ensures that our analysis 

includes all key components of UHC health service coverage and financial protection.11  

This WHO framework proposes measurement of UHC at all health systems 

levels.11 As such, we analyzed data from subject matter experts at the clinician, local 

government, and national government levels. Although this framework is focused on 

prevention and treatment, we modified the framework towards the provision of surgical 

care. We used the Monitoring Progress Towards Universal Health Coverage at Country 

and Global Levels framework to address financing for pediatric surgical care using a 
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health systems approach, recognizing that health financing is one of multiple health 

systems building blocks.11 Finally, this framework guides the application of unique, 

country-level health systems contexts to data anaylsis.11 As such, we used this theory to 

guide interpretation of study results within a UHC framework grounded in the context of 

Guatemala’s national health system.  
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Figure 6: Monitoring Progress Towards Universal Health Coverage at Country and 

Global Levels Framework: UHC Goals, Targets, and Indicators11 
  

Goal: Achieve UHC. All people obtain the good-quality essential health services that they need 
without enduring financial hardship. 

Targets

§By 2030, all populations, independent of household income, expenditure or wealth, place of residence 
or gender, have at least 80% essential health services coverage. 
§By 2030, everyone has 100% financial protection from out-of-pocket payments for health services.

Health services coverage

§1.1 Prevention
•1.1.1 Aggregate: coverage with a set of tracer interventions for prevention services. 
•1.1.2 Equity: a measure of prevention service coverage as described above, stratified by wealth 
quintile, place of residence and gender.

2. Financial protection coverage 

•2.1 Impoverishing expenditure 
•2.1.1 Aggregate: fraction of the population protected against impoverishment by out-of-pocket 
health expenditures, comprising two types of household: families already below the poverty line on 
the basis of their consumption and who incur out-of-pocket health expenditures that push them 
deeper into poverty; and families for which out-of-pocket spending pushes them below the poverty 
line. 

•2.1.2 Equity: fraction of households protected against impoverishment or further impoverishment by 
out-of- pocket health expenditures, stratified by wealth quintile, place of residence and gender. 

•2.2 Catastrophic expenditure 
•2.2.1 Aggregate: fraction of households protected from incurring catastrophic out-of-pocket health 
expenditure. 

•2.2.2 Equity: fraction of households protected from incurring catastrophic out-of-pocket health 
expenditure stratified by wealth quintile, place of residence and gender.

Adapted from Boerma et al. (2014) 
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2.3 Setting 

This study was conducted in Guatemala from June 30-July 31, 2019. We relied on 

our research group’s past partnerships to facilitate research networking and connections. 

The study was conducted in the nation’s capital, Guatemala City, where the country’s 

two national hospitals with pediatric surgical capacity (Hospital Roosevelt and San Juan 

de Dios) are located. As well, we conducted our analysis within a Spanish-speaking 

linguistic context, which is important as a cultural context for this study. We collected 

qualitative data in physician workplace locations and the work settings of other political 

and finance stakeholders. The lead researcher conducted some interviews in private 

physician offices and other physician office spaces, such as break rooms. Subsequent 

qualitative data analysis was conducted at Duke University in the United States. 

2.4 Participants 

We used purposive sampling to recruit Guatemalan experts in health financing, 

health policy, and pediatric surgery for qualitative data collection. Inclusion criteria 

included being a Guatemalan health official or worker with experience in health policy, 

financing, and/or pediatric surgical care, and being willing to participate in face-to-face, 

semi-structured, in-depth interviews. Purposive sampling was used to identify potential 

participants to interview via networking with known stakeholders and subject-matter 

experts. Participants were approached by introduction from other key informants, 

telephone, email, or WhatsApp messaging. This sampling method is necessary to access 
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appropriate stakeholders and is consistent with Guatemala’s health system context in 

which networking is important in finding and building rapport with interviewees. 

Sampling was designed to reach saturation, with a minimum sample size of n=12. 

We chose this sample size to reach an anticipated saturation level of 92% based on Guest 

et al.’s analysis and to be consistent with Marshall et al.’s 15 to 30 minimum 

recommended number of in-depth interviews.59,60 Namey et al.’s study provides further 

evidence that 16 interviews are required to meet 90% saturation with similar types of 

analyses.61 This study’s sample of n=20 met both sample size and saturation criteria, as 

interviews were completed when no new themes emerged. 

Key informant job examples include pediatric surgeons, hospital finance 

directors, national health economic experts, and national finance ministers and associates. 

Each key informant was assigned to their primary role, either a clinician, finance expert, 

or policy expert (Table 1). Some participants have multiple roles. For instance, clinicians 

may have national financial or policy responsibilities in addition to their clinical work. 

Respondents were assigned to their primary role. One participant included in the finance 

cohort is both a finance and policy expert and one participant in the finance cohort is both 

a clinician and finance expert. A thematic analysis stratified by role is beyond the scope 

of this report, as participant role overlap and limited representation from policy and 

finance experts precluded such analysis. One should also note that governmental finance, 

policy, and hospital director positions are highly political Guatemala and often include 

officials with no formal clinical or health administration training. 
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Table 1: Participant Cohorts 
Participant Cohort n (%) 

Finance Expert 5 (25.00) 
Clinician 13 (0.65) 

Policy Expert 2 (0.10) 
Total 20 

2.5 Procedures 

The lead researcher conducted all qualitative interviews simultaneously with 

secondary data collection. The qualitative interview process was followed by data coding 

and analysis. 

2.5.1 Key Informant Interviews  

Each participant agreed to a semi-structured, in-depth interview, varying in time 

(mean duration: 27 minutes). Time was a limiting factor in three interviews, as those 

participants were clinicians in emergency work settings. All participants answered the 

same series of general financing questions at the beginning of the interview, with the 

remaining questions focused on the participant’s area of expertise (i.e. economics, health 

policy, or clinical work) (Figure 7). 

 

Figure 7: In-Depth Interview Questions 

“What are primary barriers to sufficient financing of pediatric surgery in the Guatemalan 

public health system?” 

“Can you describe any informal fees (i.e. medications, supplies, etc.) that the patient must pay 

to access pediatric surgical care? How often do these fees exist?” 
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The lead researcher conducted all interviews to maintain consistency and validity 

across interviews. The lead researcher took note of how her presence could affect 

participant responses, specifically as being an American visiting Guatemala for a short 

period of time. The lead researcher also built rapport with participants through 

conversation with the participant about common networks and work prior to conducting 

the interview to minimize invalid and biased responses to politically challenging 

questions. The lead researcher conducted interviews in both English and Spanish, 

depending on the interviewee’s preference, with the majority of interviews conducted in 

Spanish. 

The Duke Health Institutional Review Board (IRB) determined the study exempt 

from IRB approval. Each participant granted verbal consent for the interview to be 

recorded, transcribed, and stored on a secure, IRB approved platform. Data were 

deidentified using unique identifiers that were available only to study personnel. Audio 

recordings were permanently deleted after transcription, translation, and participant de-

identification according to Duke Health IRB guidelines. There was no compensation for 

participation. All participants will receive all summary data, reports, and publications 

related to this study via e-mail. 

2.5.2 Interview Guide  

We developed a semi-structured interview guide (Appendix I) through review of 

current health financing reports in Guatemala (including national, World Bank, and 

USAID reports), the World Health Organization’s health systems building block 
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framework, and the World Bank Group’s Universal Health Coverage Study Series 

(UNICO) and its corresponding survey tool to ensure that questions addressed key UHC 

aims and were culturally appropriate.58,62 The lead researcher translated the interview tool 

from English to Spanish, and a third research team member assessed the guide for 

linguistic and cultural appropriateness. The interviewer iteratively adjusted the interview 

guide based on emerging themes to allow for these themes to be discussed in greater 

detail in subsequent interviews. The lead researcher kept an audit trail of all changes 

made to the interview guide. The semi-structured tool included questions for all 

participants to answer at the beginning of the interview and questions specific to the key 

informant’s area of expertise (clinical, financing, or policy) in the remainder of the 

interview. 

This methodology allowed for data to be coded thematically. This approach also 

allowed the interviewer to guide the direction of the interview to tailor it to the 

participant’s area of expertise, with open-ended and theory-driven interview questions 

with a given subject area, such as financing of pediatric surgical care.63 This 

methodology is appropriate for an inductive approach to explore challenges, 

recommendations, user fees, and financing streams for surgical care through subject 

matter expert experiences. 
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2.6 Data Analysis 

2.6.1 Key Informant Interviews 

 2.6.1.1 Coding. Coding was informed by applied thematic analysis, with data 

management and coding performed using NVivo 12.64,65 Interviews were first transcribed 

and translated, if needed, by the lead researcher and one additional research team 

member. The lead researcher assessed transcriptions and translations for accuracy and 

consistency in transcription and translation between the two team members. Next, the 

lead researcher coded interviews using a codebook within NVivo 12 (Appendix II). 

Structural codes were created and applied to all qualitative data based on study aims. 

Secondary codes were created and applied to emerging themes. Fifteen percent of the 

interviews were coded by a second study team member to assess the codebook’s validity 

and finalize the codebook. The study team met to adjudicate and finalize the codebook. 

The lead researcher coded all interviews with the final codebook, after which intercoder 

reliability was assessed for a minimum agreement of 0.80 (or, 80% agreement). Twenty 

percent of the interviews were assessed with one additional study team member to 

demonstrate validity of the coding process and the codebook. The lead researcher 

recorded an audit trail to document changes made to the codebook during this process.   

 2.6.1.2 Applied Thematic Analysis. We used thematic analysis approaches to 

assess key themes in interview data.65 First, the lead researcher ran queries and code 

reports for each structural code and secondary code. The researcher wrote analytic 
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memos from structural code reports for each study aim. Co-occurrence of structural and 

secondary codes was analyzed through queries and matrices. Additionally, the lead 

researcher ran queries and code reports assessing the co-occurrence of macro- and micro-

level codes with structural and secondary codes to inform analysis of data in both macro- 

and micro-level contexts. The researcher then ran queries to assess codes for frequency of 

occurrence between interviews in the sample. 

Matrices were used to assess frequency and cooccurrence of key themes or 

domains, such as challenges and recommendations for pediatric surgical financing in the 

country. Dominant (high frequency) themes were noted in analytic memos to inform 

discussion of key themes in study results. Representative quotes related to each study aim 

were identified and recorded in matrices and memos.  

2.7 Secondary Data 

Following qualitative data analysis, we merged the qualitative data with 

secondary quantitative data on Guatemala health financing. Secondary sources were 

obtained by a literature review using PubMed, Web of Science, and Embase and through 

in-country collaborators and include raw data on national-level financing (national health 

expenditure, national out-of-pocket expenditures, etc.), surgical catastrophic expenditure 

risk, and surgical capacity from the World Bank Health Nutrition and Population 

Statistics DataBank and the World Bank UNICO Series.44,58 We also collected national, 

publicly available budgetary data from the 2016 National Health Diagnostic, Ministry of 
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Health and Social Assistance Global Health Statistics Report, and Guatemala’s Ministry 

of Health and Social Assistance’s 2017 assigned and 2018 solicited budgets.66–69 

2.8 Triangulation of Qualitative and Quantitative Data 

We used Farmer et al.’s protocol (2006) to triangulate primary and secondary data 

sources.70 Triangulation was limited by availability of quantitative data but informed the 

interpretation of qualitative results in the context of Guatemalan national health 

financing. We first separated primary and secondary data sources, followed by a review 

of each source group for key themes. After reviewing secondary data sources and coding 

qualitative data separately, we identified convergence of key themes. We assessed how 

the data as a whole described the scope of the study’s aims to describe pediatric surgical 

financing streams, user fees, challenges, and recommendations in Guatemala’s national 

public health system. At least three researchers agreed upon all findings and 

interpretations to increase the validity of the results and decrease researcher bias. Finally, 

content experts reviewed findings to ensure validity of findings and appropriate cultural 

interpretation.70 

Specifically, we compared participant descriptions of funding streams for 

pediatric surgical financing in the public health system, with information from secondary 

quantitative data sources, including the World Bank and Guatemalan national reports. We 

then compared key informant answers regarding the presence of user fees for pediatric 

surgical care, presence of existing national policies on user fees, and World Bank 

statistics on OOP spending to describe the effect of Guatemalan user fee and UHC policy 
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on the presence of patient fees to obtain pediatric surgical care. Finally, we compared 

World Bank and USAID-identified challenges and recommendations for financing 

strategies for Guatemala’s public health system using key informant recommendations 

specifically for pediatric surgical care financing. Content experts reviewed findings to 

ensure validity of findings and appropriate cultural interpretation.70 



 

 

 29 

3. Results 

3.1 Overview 

The goal of this study was to explore the financing of surgical care for children 

and alignment of surgical financing within UHC schemes in Guatemala through four 

aims: describing financing streams for pediatric surgical care in Guatemala’s public 

health system, identifying drivers for decision-making in financing of pediatric surgical 

care, exploring the presence of formal and informal patient fees for pediatric surgical care 

in Guatemala’s public health system, and identifying challenges and recommendations 

for financing for pediatric surgical care. Overall, we found several macro-level 

challenges to national-level health system financing for pediatric surgical care and 

inclusion of surgical financing within UHC schemes, including national-level policies, 

financing streams, challenges, and recommendations. Micro-level challenges included 

patient and staff-level financing issues for pediatric surgical care. A thematic network 

(Figure 8) summarizes dominant themes of challenges to surgical financing for children. 
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Figure 8: Thematic Network: Pediatric Surgical Care Financing in Guatemala’s Public 
Health System 

3.2 Financing Streams for Pediatric Surgical Care 

Most participants (n=17) described challenges with defining and measuring 

financing streams for pediatric surgical care or financing streams in general, as budgets 

are not specialized for pediatric surgical care. Most participant responses indicate that 
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pediatric surgery does not have earmarked financing in Guatemala’s national public 

health system. 

Half of the participants (n=10) described top-down financing streams in which the 

Congress approves a general budget request made by the Ministry of Health. The 

Ministry of Health then provides a general budget to national hospitals, with Hospital 

Roosevelt and San Juan de Dios having the largest hospital budgets in the country. 

National hospital directors divide the hospital budget between services, such as pediatric 

surgery. One clinician described financing streams as being divided in “lines” of products 

or consumables rather than medical specialties.

 

Half of the participants (n=10) discussed bottom-up financing streams for 

pediatric surgical care. Respondents agreed that when lacking sufficient financing for a 

given surgical supply, the pediatric surgeon will speak with the social work department, 

followed by the department administrator (i.e. the Chief of Pediatric Surgery). If the 

request is relatively large (although no specific amount is proscribed), the department 

administrator will present the request to the hospital director. The hospital director will 

submit a budget request to the Ministry of Health, with major appropriations requiring 

“The budget is authorized, assigned by the Congress of the Republic based on a request made by the 
Ministry of Health, according to its projections…Then, each hospital has a budget allocation.” 

“The hospital is given a certain amount of money… and the medical director says how  much  there 
is for each… it is the executive, not the doctor, it is the executive the one  that  decides how 
much goes for each… here, they divide it by lines, there is a line for  equipment, there is a line for 
supplies, that is different…So, for example, if I need medicines and I do  not have money in 
medicines, but I do have money in equipment, that money cannot be used. I  mean, it is very closed 
[the way of doing it].” 
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separate approval by the Ministry of Finance.

 

In the middle of each fiscal year, each pediatric surgical department provides an 

estimated projection of its upcoming annual anticipated needs to the hospital director, 

who submits a hospital-level budget request to the Ministry of Health. The Congress and 

Ministry of Finance reviews the solicited budget and supply funding. If the allocated 

budget is not sufficient, the hospital’s finance director can request additional support 

through the Ministry of Finance.

 

3.2.1 Financing Stream Challenges 

Twelve respondents discussed challenges related to financing for pediatric 

surgical care. Current financing streams do not allow for full allocation of solicited 

budgets, as gaps between budgeted and allocated funds for hospitals almost always exist. 

A hospital finance director stated that “one has to do operations” to make the national 

budget for the participant’s hospital work. The process of requesting funds for pediatric 

“We go to…to the administrator…To the pediatric department administrator…There is an administrator 
and we go with him to try to get what we need…If there aren’t any, if there aren’t any funds, if there is 
no budget because we are at the end of the year…then, we go to management.” 

 

“In the middle of each year, each executive unit does a projection of its needs for the next year and based 
on this…both this unit like all units, any necessity in terms of budget, but they limit us. So, we say, for 
example, here, here is the central government. The central government,  well after, in between the other 
government entities, is the Congress.” 

“If we don't have the budget and we want to, and we ask for budget support, but  sometimes, because 
this is so bureaucratic, eh, it takes from here to here, from here to here from this unit to the ministry, to 
make a matter of those maybe 4 weeks go by. So, they come, the ministry [of health] comes and, they 
can't solve that, they go to finance [Ministry of Finance]. In [Ministry of] finance it takes another four 
weeks.” 
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surgical supplies is complex and time-consuming for providers.

 

 

3.2.2 Financing Agents  

Fifteen respondents discussed multiple and often conflicting financing agents for 

surgical care in Guatemala’s national public health system. Primary financing agents are 

the Ministry of Health, hospital directors, and patients. Hospital directors are key 

stakeholders in pediatric surgical financing.  

Patients and families function as primary financing agents as well as beneficiaries 

in the same financing stream, as surgeons ask patients or patient families to purchase 

medical supplies if the materials are not available at the hospital. Respondents reported 

social work departments as an intermediate financing agent, with family payment 

required when the social work department has insufficient funds to assist for surgical 

supplies. Participants recognized that some patients have the ability to finance a percent 

of healthcare, while others should not be asked to pay for care. 

“There are two more problems: one is that we [the hospital] don’t receive the budget, the Ministry of 
Health doesn’t receive the budget that they should and therefore the executing units do not have the 
budget; and the other challenge is that when the government's economic situation is not good, even though 
we [the hospital] have been budgeted 100% they do not give us the famous quota, they do not give us the 
cash. And  
even if we have it budgeted, obviously we can't pay…That's a vicious cycle and that's how it works. That's 
how the whole government works.” 

 “At the end of the year it is very difficult to be able to get some of the supplies because there is already 
no money for this in the budget for this…it can [take] a little more than a month.”  

“Department resources come directly from the hospital budget. So, you have to do management, you have 
to do a lot of complex procedures to get the necessary resources.”  
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3.2.3 Alternative Financing Agents 

Alternative financing agents to public health funding were a dominant theme. 

Eleven participants (55%) referred to alternative financing sources (social work, families, 

donations, and the Patronato), generally when discussing financing streams for pediatric 

surgical care. One source of alternative financing is donor support through providers or 

international workers donating essential surgical supplies (n=3, 15%).

 

Public-private partnership models, such as UNOP (la Unidad Nacional de 

Oncología Pediátria), UNICAR (la Unidad de Cirurgia Cardiovascular de Guatemala), 

FUNDANIER (la Fundación para el niño enefermo renal), and the National 

Ophthalmology Unit were identified as alternative financing agents to support pediatric 

surgical care. However, one finance expert believed that these funding models are neither 

“It's complex, let's say, because I would think that there are families that could contribute  something. In 
other words, social work could do a classification of patients…there will be patients who will be able to 
pay something and there will be others who will not.” 

“There is a social service in the hospital that should take care of that need…and uh, I mean they should 
be able to even go ahead and buy whatever is needed. If that doesn’t works then the family, if they have 
money, they will, they will buy some of that.” 

 “Many times, we [the pediatric surgeons] receive donations, from ourselves [hospital staff], to give them 
[patients], for a study or medication.”  

“And there are donations…donations that come from outside, of some type of medical material.”  

“For example, [we need] a special type of suture and there is no suture, we have to look for another one 
that can supply that material relatively well… from other people…usually foreigners. For example, from 
someone from another country who came, made a journey and left some equipment and left us some 
donation.”  
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efficient nor adequate to support most surgical care. One respondent mentioned the 

option of pooling IGSS and MSPAS sectors to improve financing for pediatric surgical 

care in the public health system. 

 

The Patronato was an unanticipated emergent and dominant theme discussed by 

three respondents as an alternative financing agent for pediatric surgical care. The 

Patronato was described as an unofficial financing agent to patients and providers 

including report by one respondent that the Patronato increased pediatric surgical 

capacity by nearly half in one national public health hospital.

 

 

One financing agent that is an outlier is Villa Nueva’s municipal health service, 

which funds and services gaps (not including pediatric surgery) in national public health 

“One of the models that is being done, even with pediatric care, is having a foundation that receives some 
public grants as a contribution, but they do their own fundraising. For instance, there is a pediatric unit of 
heart, heart care. It receives some grants every year from government…but they need to raise their own 
funding as well…So that could be, so this is a model but I don’t think it’s a model that you can upscale 
… and it only works for specific treatment, like, like a, like heartcare as we say, and some other cancers, 
there’s cancer unit, pediatric cancer unit… but yeah, I don’t think will work in [surgery].” 

“The future is maybe the combination of the public and the…Social Security system.” 

“[The Patronato] collects funds within the hospital with patients’ families. Or it also collects donations 
towards the departments…And then Patronato knows…what are the needs, let’s say in pediatric 
surgery…We even have, the whole pediatric operating rooms, we have six operating rooms. And we were 
able to work…with five of them when the Patronato was here…And when the Patronato left…we went 
back to three operating rooms…we will have lines of kids waiting for the surgery that will go for three 
months …just because we didn’t have enough operating rooms.” 

 

“If you went to the hospital and you were happy with the hospital, we asked them to give a, a 
donation…So, we put some prices for each service…we provide like 70 million Quetzales a year for the 
Hospital Roosevelt…they close all the foundations, all the ‘Patronatos’, and the, the Roosevelt was going 
downhill…Because they say that health has to be free.” 
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system medical care in the municipality. The municipality itself acts as a financing agent, 

alongside MSPAS and IGSS, for this population. 

3.2.4 Beneficiaries 

Thirteen participants identified the beneficiaries in the MSPAS financing stream 

for pediatric surgical care. One participant described how the few pediatric surgeons in 

the national public health hospitals provide up to 80% of the population’s surgical care, 

with beneficiaries primarily being citizens from lower socioeconomic status populations. 

Additionally, participants described urban populations as having increased access to 

pediatric surgical care compared to rural populations. As such, beneficiaries for pediatric 

surgical care in the MSPAS system are primarily urban residents from low 

socioeconomic status backgrounds.

 

 

 

“At the beginning we [the municipality] were providing health services that it’s not a, a official 
competence of the municipality…that means that we provide services for kids and they come a lot to us. 
We don’t charge for service.” 

“To what part of the population is it aimed at? Those who have less... Fewer resources and no private 
health insurance. It's 80% of the population…80%.” 

“The biggest inequality is access to health…if someone lives near Roosevelt Hospital, he/she has better 
access. And there are people who will have a very serious illness but don't have the access to come here. 
So…I think that access to health is the difference and the money that people can have to access health. 
Whoever has the money to pay for it will get care soon.”  

“Who are the ones who have difficulty accessing [health care]? The rural population more moving away 
from the urban centers.” 
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3.3 Drivers for Decision-Making for Pediatric Surgical Care Financing 

Nearly all participants (n=18) described some type of driver for pediatric surgical 

care financing at the national or hospital-level in Guatemala’s public health system. 

Drivers for funding were defined as national government motivations for and precursors 

to provision of funds for surgical care. Motivations for funding included political 

contexts, production (patient volume), and historical budget making rather than actuarial 

or needs-based studies. Clinicians frequently discussed having less knowledge of how 

budgets are decided compared to finance and policy experts. 

3.3.1 National-Level Drivers 

 Thirteen respondents (65%) described national-level drivers for funding. 

Motivation included political contexts, production (patient volume), projected needs, and 

historical budgets. Hospital Roosevelt and San Juan de Dios were cited as having the 

highest budgets due to having the highest patient volumes.

 

“I understand that the allocation again is based on previous budgets, whether or not Congress can assign 
more resources…But the distribution scheme I believe is still based on the demand…Not based on the 
real necessity…Not based on programs, because the problem is that specific programs don’t exist to 
define the needs.” 

“The budget is authorized, assigned by the Congress of the Republic based on a request made by the 
Ministry of Health, according to its projections. Generally, the Congress never authorizes the amount 
requested by the Ministry of Health.”  

  

“And as for the public hospitals, I believe that this is one of the privileged ones, that receives 
more…maybe because of the number of patients and the type of patients that they have.”  

 “They [the Ministry of Health and national government]…do it a little on the basis in between production 
and history, historical series.” 
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As well, a participant described finance stakeholders as being those people that 

aided in the election, rather than subject matter experts, while 4 informants (20%) 

described labor unions as influencing public health system financing.

 

 Two additional indicators were cited as influencing surgical budgets: if there is a 

surgical facility and if a surgeon is present in the facility. One respondent described a 

situation in which a municipality mayor advocated for coverage of the whole population 

and stated that, “He wanted to have an insurance scheme to try to involve all the 

population” but that experts “found it was not the best option.”

3.3.2 Hospital-Level Drivers 

Fourteen participants described hospital-level drivers for financing. Clinicians did 

not appear to understand what motivates stakeholders to provide funding to pediatric 

surgical, or other, areas of care. Finance experts noted that budget making is based on 

historical and political processes and is not needs-based.

“Who is taking the decisions? Well then you go back and you find out that effectively there is a committee. 
But not precisely, the committee is supposed to be composed by… So, then you find, who is this guy?... 
Well then you know he was helping the campaign of the, the guy running [for president].” 

“They [the Ministry of Health] create a pact with the, with the labor union, with the sindicatos medicos 
[medical unions]…so they increase the salaries of the, of the residents [physician]…this money came 
from functioning costs of the system. So now, the Ministry has less money to provide services and it 
created a more dependent financial structure to salaries of stagnant services.” 

“They’re…basing it on mainly just two indicators…if a surgeon is there and being paid, and there is a 
facility… or no money to the extent whether that surgeon has the input that he or she needs to, to 
deliver that, for instance…So that’s one of the major gaps, that they just look at: is the human resources 
there? Is there a facility to provide the service? Yes, but apart from that, that facility would need a lot 
more than just being there to be able to do the surgery.” 
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Clinicians have a limited understanding of what motivates their departments’ 

surgical budget and spending, and made statements such as, “what is assigned for each 

place, we do not know” or “frankly, I don't know because they don't ask us.” One 

participant described how, after asking for increased funding for pediatric surgical care, 

hospital directors responded: “there’s no motive for this, there’s no motive for this” 

despite the clinician not knowing what motivates funding allocation for the participant’s 

own pediatric surgical service. 

3.4 Formal and Informal Patient Fees 

Nearly all informants (n=16) discussed the use of informal user fees to access 

surgical care for children. Most respondents stated that formal patient user fees do not 

occur, as formal user fees are illegal. The presence of informal fees was a dominant 

theme described by 16 participants, and several respondents stated that families may be 

required to pay informal fees or payments to obtain surgical care. Patients may be asked 

to purchase and bring surgical supplies (mesh, sutures, blood, medications, etc.) to obtain 

surgical care. One participant explained how national public hospital clinicians do not 

charge patients for blood, but that patients are required to donate blood prior to surgery 

“It is not the best way, but it is what we have right now. We are implementing a theme of costs with each 
service unit, but it is hard…It [running the budget] is hard, the truth is it is hard…They do it on the basis 
of the, what the units do, they should do it on the basis of production, but they do it a little on the basis in 
between production and history, historical series.”  

 “It's very political. I think they make decisions based on what's going to be more popular…I think their 
motivations are very political…As if to go out and say that we did such a thing, but they are not such 
profound or planned decisions of one, of a well-established plan with times and everything. It's not like 
that, I feel.”  
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for themselves. Some respondents felt that patients often cannot afford informal user fees 

charged in public hospital settings, and noted a lack of financial and material resources as 

driving informal user fee practices for pediatric surgical care. 

 

3.4.1 Indirect Costs for Care 

 Not all insurance schemes include coverage of essential pediatric surgical care. 

Some patients with non-MSPAS insurance (i.e. social security (IGSS) or private health 

coverage) may incur OOP costs. A dominant theme with five respondents included 

indirect costs for care, such as transportation costs, productivity loss, and materials 

needed for special care due. An additional clinician and finance expert explained that 

UNOP has a sliding scale that provides patients with subsidized transportation, food, and 

housing funds. Decreased drop-out from care is an important effect of this subsidization 

system. 

“There are no formal fees but there are informal fees…quite a lot of them…You definitely pay, but it’s 
not for, it’s not legal right? You pay because we really don’t have money.”  

 “If there is something that a patient needs, a medication-or prosthesis or whatever that is needed, and the 
hospital doesn’t have it, maybe those cases if the family have money to buy it, they probably would buy 
it-on their own…It is very little what the patients can, can really pay for the [supplies] that aren’t there.”  

“We are not charging for the blood transfusions per se but they [the patients] have to help us get donors.”  

“The patients who come spend on their transport, spend on their stay here in the city…they stop working, 
maybe they do…it impoverishes them, but the hospital doesn't charge them anything.”  
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3.5 Pediatric Surgical Financing Challenges & Recommendations 

All participants discussed at least one challenge related to pediatric surgical care 

financing in Guatemala’s national public health system. Challenges and 

recommendations are discussed in macro- and micro-level contexts. 

3.5.1 Macro-Level Challenges 

Thirteen participants noted macro-level, or top-down challenges, to obtaining 

financing for pediatric surgical care. Participant identified challenges included the 

Ministry of Health not providing solicited hospital budgets in full and uncoordinated 

bottom-up pediatric surgical financing processes. 

 3.5.1.1 Financing and Health System Fragmentation and Lack of Resources. Five 

participants identified health system fragmentation as a barrier to obtaining adequate 

pediatric surgical care financing. 

“Not directly because no cost is transferred to the patient. Indirectly, yes…if it is the father, who produces 
the wealth at home, he stops working and therefore there is no economic contribution and that strongly 
hits the family's economy. If it is the lady who accompanies the child…they need to leave the rest of the 
family with another person who will incur expenses for it…procedures such as colostomies,  buying more 
diapers or incurring constant travel…leading to unbudgeted expenses in a badly hit economy. So, there 
is no such thing as direct payment because we don't charge a penny…but all these indirect costs in poverty 
and extreme poverty sure hits a population.” 

“But they have to pay for the transportation and everything but they get a social study and even in some 
cases, eh we subsidize transportation…depending on…on the social scale we also give them…a basic 
food basket for the month…Because 90% of our cases are very poor people…And if we give them 
transportation, food baskets, so they don’t have to worry about anything just…getting their kids here for 
treatment…the abandonment rate of kids with cancer in the public hospitals, San Juan de Dios and 
Roosevelt, between 1990 and 1995 was 42%...And only about 20% of the kids were alive three years 
after diagnosis…Now the abandonment rate is less than 1%” 
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Nearly all participants (n=18) described a lack of resources as barrier, which was 

cited as increasing the time it takes for the hospital to obtain financing for surgical care. 

Lack of monetary resources and surgical supplies were reported to result from lack of 

government funds, incomplete government allocation of solicited budgets, unorganized 

hospital budget spending, and lack of technical budget making. 

 

Key informants identified hospital-level challenges resulting from macro-level 

financing challenges. Clinicians cited a lack of funds, resulting in decreased accessibility 

to supplies.

“I believe that one of the large problems is a lack of coordination in all of the entities that work in favor 
of the improvement, eh, of health of children.”  

“We can call it fragmentation and segmentation…Because one way is this and it’s about the coordination 
from the institution and the other is around the groups of population that we are providing service to.”  

“I believe that it is a problem…is that, eh, the investment of gross domestic product that is dedicated the 
national health system in general is insufficient…a factor that has to do with the inefficiency of the 
administrative process and, eh, of adequate allocation of resources to increase the coverage for the 
children…That is look, again, in the public service part under the concept of universal care and free health 
care…This is the principle that governs…The problem is the insufficiency in resources to give the 
coverage.” 

“I believe that there is a great problem and it is, the problem again is, how Guatemala’s national general 
budget is structured. I believe that that budget, eh, has a technical analysis more not an analysis in which 
they prioritize the needs and therefore the allocation, again, I don’t believe it has, in my criteria, a 
profound level that responds to the specific needs, for example, of health, of the country.” 

“One is that we don’t receive the budget, the Ministry of Health doesn’t receives the budget that they 
should and therefore the executing units do not have the budget; and the other challenge is that when the 
government's economic situation is not good, even though we have been budgeted 100% they do not give 
us the famous quota.” 

“The problem is that although you might have this infrastructure, it’s not well financed, is not 
accessible…they really don't have, you know, resources to function not even optimally, sub-optimally.”  
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3.5.1.2 No Earmarked Funding for Surgical Care. Several participants (n=9) cited 

a lack of earmarked funding from the national government for surgical care as a barrier to 

care. Without specified budgets for surgical care, providers are unable to organize 

surgical spending and resource allocation. Participants cite the financing and surgical 

supply purchasing process as having “difficulties,” “processes,” “bureaucracy,” and 

inequalities in budget allocation. For instance, one clinician described how the budget is 

“is distributed into everything” (i.e. to all hospital departments).

 

As well, participants (n=5) often cited the time it takes for providers to obtain 

financing for essential pediatric surgical supplies as a barrier.

 

 “September, October, the budget runs out and the medicine runs out. And there is no more.”  

“If I want to do surgery for acute appendicitis, I only have one, two teams. The others will have to be 
open because there is no such resource. And the hospital already provided us with two sets of equipment, 
but since it can't provide us with 10…There are things that the hospital will no longer buy.” 

“We don't work the way you work, you know, that every department [US] has its budget. No, here there 
is a general budget. The first one that uses it, consumes it and grabs from the general [general budget]. 
And that's why we have problems.”  

 “I believe the main [barrier] we have is in not being able to distribute the budget well. There is not, not 
an equality, there is not equity in how they distribute the budget and to the administration the same.”  

“It takes a lot of time to be able to buy certain things…. The [Ministry of] Finance code takes a long time 
in being able to create it, it takes around six months, ten months, more or less. Then, if all that code 
creation could be expedited so the purchase of resources could be authorized, it would be fabulous.” 

 “They decide to buy chemotherapy, then the money is spent on that and a lot of the budget was spent on 
that, or on buying a CT scan and the rest is left uncovered. And the result is that there is no more money 
left, even for basic things. The antibiotic, amoxicillin, sometimes there is none, and a hospital should not 
lack of such a simple antibiotic, but there are times when very simple things are missing.”  
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3.5.1.3 Political Motivations and Contexts. Over half of participants (n=12) 

identified political contexts as a barrier to pediatric surgical financing. 

 

Participants discussed lack of alternative funding mechanisms, such as the 

Patronato, act as a barrier to financing for specialized medical care, as the country has a 

strong tendency towards OOP costs for healthcare. 

One participant stated challenges with informal user fees charged by the Patronato 

were abusive towards patients, specifically with corruption.

 

3.5.2 Micro-Level Effects of Financing Challenges 

 Most participants (n=15) described micro-level challenges in surgical financing, 

such as differences in surgical coverage between populations, increased patient wait time, 

and other individual-level challenges. Specifically, eight respondents discussed 

challenges related to patient fees for care. 

3.5.2.1 Lack of Provider Agency in Pediatric Surgical Financing. Lack of 

provider agency or ability to inform budget decision making was a dominant theme (n= 

“What happens is that, again, the type of governments that we have, eh, submit a lot to Congress’ 
decisions that don’t necessarily correspond with the country’s needs, rather they respond to political 
interests, right?”  

“So that was a main problem because - some them, some of the fees were coming very abusive towards 
people, it was a main barrier and it lasted like about 10 years - and about, about 15 years ago the 
government said we are going to get rid of this because is actually not helping, becoming a barrier and 
there wasn’t any good control about how the trust was using the money because it was private.” 

 “I believe that the biggest barriers have to do with the mind, with the ideological positions of public 
health because in Guatemala there is a strong tendency, very contrary to other countries in Latin America, 
that has to do with a, what is called ‘aportes contributivos’…the out-of-pocket cost is very strong in 
Guatemala.”  
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5). Clinicians reported not having decision-making authority over how national budgets, 

hospital budgets, and service-level health budgets are created and apportioned. One 

participant cited a barrier to financing for the participant’s pediatric surgical service in a 

national public hospital as not having any involvement in the amount of funding 

government or hospital administrations allocate to pediatric surgical care. 

 3.5.2.2 Lack of Participant Knowledge and Data for Pediatric Surgical Budgets. 

The lack of participant and provider understanding of how national budgets are operated 

is consistent with providers not having a voice in budget making or allocation. Four 

informants described a lack of knowledge or data over pediatric surgical budgets as a 

challenge for the public health system’s pediatric surgical financing mechanisms. 

 

3.5.2.3 Differences in Subpopulation Coverage. Gaps in beneficiaries in financing 

streams for pediatric surgical care include rural and low socioeconomic status 

populations. Many respondents stated that children in low socioeconomic status 

populations experience decreased access to surgical care, as surgical capacity is 

concentrated in the country’s capital, Guatemala City. Specifically, nine participants 

“We don’t, don’t have any, any at all, any decisions in how much the, what budget is gonna be or how 
much else we should be getting. I mean, we have no decision on that…Nothing at all.” 

“We are dependent on the will of the director in charge and the minister in charge, or on the people who 
see the administrative part in charge, whether they buy it from us or not. To give you an example, we 
have 30 years of not receiving new surgical instruments in San Juan de Dios. That is, we operate with 
tweezers that are 30 years old, with scissors that have 30 years of use that are used every day, many 
times.” 

“I don't know how they do it. Frankly, I don't know because they don't ask us.”  
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discussed disparities in subpopulation coverage for pediatric surgical care. 

 

Two participants reported that patients, particularly in the social security system, 

purchase additional private insurance to cover costs for emergency and specialized 

medical care. However, one participant contradicted these statements and stated that 

purchasing of additional insurance does not occur in the IGSS system. 

 

3.5.2.4 Staff and Provider Level Challenges. Respondents (n=6) stated that micro-

level financing challenges to surgical financing occur at the hospital staff and provider 

levels. One participant noted that staff often have to choose between patient well-being or 

“There are like problems in, in, in the access to health and the difference is that here [in the] capital, that 
there are more facilities…and there is more coverage.”  

“Multidisciplinary treatment for the pediatric patient outside the city [the capital] is very limited. That's 
why they have to refer the majority, if not 98%, of neonatal surgical patients, refer them here [referring 
to Roosevelt or San Juan de Dios hospitals]. But here it is so full that many of the patients cannot be 
assisted, and the result is not really the right one.”  

“The main barrier is that....because of a rural population, indigenous areas, they don’t even have facilities 
nearby so…First, they may not have any diagnosis at all. And secondly, if there’s a…need for urgent 
care, they would not have access to it… Rural areas, indigenous rural areas…which is about, easily about 
30% of the total population in the country.” 

RESP: “If you have a work, the government, the uhm, the business company takes some money from 
you and they have to pay money for you to the Social Security. But the system sometimes is no, well, 
an if you are in Petén [department] as example, the service of there is pretty bad, you prefer to pay and 
come and choose a private doctor… even if you pay the social security. 
MO: So, do patients mostly purchase that for more specialized care?  
RESP: Yes…But sometimes it's very expensive to have a premature, you know?...In the incubation and 
intensive care unit for maybe two, three months, that's really expensive in the private hospitals.” 

MO: “And in relation to social security, do patients frequently purchase additional health insurance 
coverage to pay for pediatric care or do they have to purchase additional coverage, or no?”  
RESP: “No.” 
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government penalties for provision of care, while another key informant referred to 

tension within hospital staff due to fragmented and unorganized budget allocation. 

 

3.5.2.5 Additional Challenges. Participants discussed several additional 

challenges, including lack of fiscal reform and taxation mechanisms, the need for 

improved UHC monitoring mechanisms, and surgery not being seen as a part of public 

health practice. Other patient-level effects of aforementioned financing challenges 

include patients having delayed release from the hospital and a reduced patient and 

surgical capacity.

 

“But many times we have to make the decision because if we don't have the medicine, they become 
involved, eh, let’s suppose a patient dies because of lack of attention or  medicine, the PGN 
[Procurement Office] comes involved, these other entities that exist, right? Of human rights and to the 
director and to the management… they can easily put us a penal denunciation of responsibility. So, we 
prefer a fine from the comptroller's office, which is the oversight body, rather than being taken to prison 
for, for letting the patient die…But sadly, that's how it works.” 

“People don't want to push forth the agenda of a health reform…But it requires uhm…a fiscal reform, to 
some extent it does.” 

 “The goal for UHC is to provide protection for children in the first two years of life…but it is not 
covering… emergency care… I see, that’s what I see…as a major limitation.” 

“Greater inequality in public health care and, let's not say, in surgery where…it is seen as, not as a health, 
part of public health but as an after-care.” 

“These patients could leave early, but because we know that they are not going to comply with their 
treatments or because they do not have money, then they stay longer than necessary in the hospital…it 
delays their discharge, it limits other patients who need to enter, the rotation of beds is obviously longer, 
[longer] the stay in the hospital. We do it for the benefit of one patient and then many times we sacrifice 
other many patients, which we cannot measure how many we miss.” 
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As well, one respondent linked the macro- and micro-level challenges between 

national financing processes and provision of surgical care for patients.

 

When asked about the largest inequalities in pediatric surgical financing, one 

participant established a connection between macro- and micro-level financing by stating: 

“It is not a financial cost but a human cost, which worries me the most. And I believe that 

the public health system fails in this analysis of costs, not economic but human.” 

3.6 Macro- and Micro-Level Recommendations 

Most participants (n=15) provided at least one recommendation of how to 

improve pediatric surgical financing. Participants recommended improving bottom-up 

process financing mechanisms for improving pediatric surgical care financing in 

Guatemala’s national public health system. Participants also recommended streamlining 

the extensive, bottom-up process of requesting funds for pediatric surgical supplies in the 

MSPAS system, increasing provider and departmental agency over budget making, and 

identifying alternative funding sources. 

 

“The corruption does not allow us to be good [at] everything because paying, they are going to pay the 
people that don’t do anything in the health system such as the ministers, vice ministers, advisors…But 
they don’t hire physicians for the towns, or for the vacant positions. And all of these people finish here. 
Spending and coming. Sometimes they pay up to double or triple the cost of surgery farther 
away…Because they cannot travel. And finally we find that they end up here because it got complicated.” 

“More than anything, to speed up the purchasing process. To streamline all that bureaucracy and the 
bunch of laps that you have to do to be able to authorize buying something.”  

 “I would tell you that the health system is an obsolete, collapsed system. It must be reinvented, 
reorganized. So, that's the problem, you have to sit at a multi-party table, not only at the act level but to 
listen to all the positions.” 
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3.6.1 Increased Provider and Departmental Agency in Surgical Financing 

Participants (n=5) recommended increased provider and departmental control 

over budgetary decisions to improve pediatric surgical financing in the MSPAS system. 

Specifically, a clinician described how participant’s lack of agency over budgeting is a 

challenge and can be improved with increased provider independence in budget 

allocation for the provider’s service. 

 

Four participants had recommendations regarding drivers for financing. 

Respondents reported that drivers should be related to technical analyses. Four 

participants had national-level driver recommendations, including having more technical 

budget decision-making. A unique recommendation from one respondent for hospital-

level drivers is to have a finance board of both administrators and providers. 

 

 

 

 

“I would like, would be to think that the department would have a certain budget that it could execute 
directly…That we had the ability to run it easily, without all the big process you have to do.” 

“My opinion might be that the more independent we could be…The better it would be…We can decide 
where the funds will go, where the money will go.”  

“They [the Ministry of Health and national government] should do it [the budget] on the basis of 
production”.  

“What I’m saying is that the board should be [composed] by the pediatric surgeon, by the internist, by the 
whatever and I believe that it should be at least two, at least two, or not say three, different specialists 
involved there.” 
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 3.6.2 Alternative Funding Sources 

Participants (n=5) suggested alternative financing mechanisms for pediatric 

surgical care, in addition to existing financing streams, as a way to improve financing.

 

Specifically, increased public-private partnerships based on existing models for 

specialized heart and pediatric cancer care in Guatemala (UNOP and UNICAR) may be 

useful financing models for pediatric surgical care.

 

Other proposed alternative funding mechanisms cited by respondents included 

pooling resources between MSPAS and IGSS and allowing providers to ask patients that 

can pay for a fraction of health expenses to provide some amount of payment.

 

 Although one finance expert disagreed that the Patronato would be a successful 

alternative funding source, the Patronato was a dominant recommendation for improving 

health financing. Participants (n=3) recommended reinstating the Patronato as a model 

“Right now, the finances come only from the government, from taxes. There is no other way of 
financing. It should, pediatrics should be some other ways [of financing].” 

“You have these models like, like AYUVI, UNOP… which is a private-public enterprise… And here we 
don’t have a political criteria…We don’t have unions uhm… We don’t stop, we work 24/7, all year-
round. I mean, it’s only dedicated to the care… And this same model exists in UNICAR… It’s not a 
matter of pouring money into the system, uhm it’s the way the system is designed that it doesn’t work.” 

“Maybe the insurance...there should be an agreement with the social security, the patient can come, but 
the social security contributes something economically to the system.”  

“If there's a patient who shouldn't contribute anything - and there are other patients who could contribute, 
right?... then there could be a resource.”  
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for financing for specialized care, such as pediatric surgery. 

 

3.6.3 Additional Recommendations 

One participant recommended decreasing health system fragmentation to improve 

pediatric surgical financing, with health system and finance system fragmentation cited as 

a barrier to pediatric surgical care.

 

Although nearly all of key informants described a lack of resources as a barrier to 

pediatric surgical financing, only five made explicit recommendations regarding 

increasing national resource allocation for pediatric surgical care.

 

Only four participants provided recommendations for how to improve the effect 

of political motivations on financing for surgical care, despite half of participants (n=10) 

citing political contexts as barriers to financing for pediatric surgical care. One national 

finance expert explained how major health reform is necessary to address current national 

disease priorities, and that political contexts are barriers to such reforms. However, this 

participant discussed the cost effectiveness of such reforms, which is traditionally seen as 

expensive. One other informant noted extended lengths of time as a barrier to financing 

“I believe, I believe that we need another financing source... I believe that we need like what we had 
before, we had a Patronato.”  

“Oh the best is to have a dialogue…between all the, all the, everything that has to be with health in 
Guatemala. Private foundations, “Patronatos”, the Government, Social Security. And, and coordinate. 
Because it’s a, I think doing together is a big potential. And we can solve the problems.”  

“One of the priorities that the country has is the formation or creation of a pediatric specialty hospital. 
This would really be a solution to the problem that we already have, of a very big child population, which 
is growing and lacks adequate resources to be able to develop.” 
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for pediatric surgical units and recommended streamlining such processes. Several 

informants (n=4) discussed the provision of earmarked funds for surgical care as a 

method of improving financing. 

Some participants (n=5) provided recommendations unrelated to previously 

discussed themes. One key informant described that increased knowledge of financing 

and increased technical analysis should be a government and provider-level priority.  

  

Finally, two participants recommended improved communication at the hospital 

and national health system levels.

 

 “Look, I think that for everything to be easier…each service, for example, we as pediatric anesthesia, 
should have certain amount of money and decide what to buy with that money.”  

“What we need is more…evidence and studies…‘look, this, this is the gap’…the only sort of indicator 
that is being used is about expanding the coverage of the care that the government decided…its just basic 
preventive care for children under two and that’s it…I think it will require lot of information, but 
educating the surgeons that, yes it is important to have data about where is the gap in your field.” 

“Better communication between the director or coordinator with the service or the chief of the service or 
the physicians to see what is lacking.” 

“The best is to have a dialogue…everything that has to be with health in Guatemala.” 
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4. Discussion 

Our analysis suggests that the financing of surgical care for children does not 

align with UHC schemes in Guatemala. Through describing financing streams for 

pediatric surgical care (Figure 9), identifying drivers for pediatric surgical finance 

decision-making, exploring formal and informal user fee presence, and identifying 

challenges and recommendations for pediatric surgical financing, this study provides an 

understanding of the current financing landscape for pediatric surgical care in 

Guatemala’s national health system. Pediatric surgical financing in Guatemala’s national 

public health system can be improved through evidence-based finance decision making, 

improved organizational infrastructure for surgical care, and reduction of informal 

payment mechanisms for care through pooling of alternative funding sources. These 

health financing challenges must be addressed within the national health framework if the 

Guatemalan government is to achieve its goal of achieving UHC by 2032 and provide 

accessible, timely, affordable, and quality surgical care for children.40  

Definition and quantification of the financing of essential pediatric surgical care, 

including accurate assessment of both formal and informal user fees, is necessary to 

understanding ways forward in improving access to surgical care for children. 

Additionally, organizing bottom-up financing processes should improve financing for 

life-saving surgical procedures. Alternative financing opportunities such as public-private 

partnerships, resource pooling between government health financing systems, and 

pooling government and donor support in the public health system should also be 
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considered. Importantly, additional financing opportunities should not include, and 

should replace, informal patient OOP payments. 

 
Source: Adapted from Becerill-Montekio and López-Dávila 2011. We adapted the financing 
stream model to match qualitative findings, namely related to informal fees assessed in Study Aim 
3. 

Figure 9: Financing Streams for Pediatric Surgical Care in Guatemala49 

4.1 Evidence-Based Financing and Organizational Infrastructure  

The first lesson of our analysis is that national and hospital-level financing should 

be evidence-based to align financing streams with the country’s surgical needs. Evidence-

based decision making to align health financing with evidenced-based high burden health 

needs is limited by a lack of data on national surgical conditions, resources, and 

expenditures in the country. Existing drivers for financing include national and hospital-

level political contexts, estimated production (i.e. anticipated patient volume), and 

historical budgets for pediatric surgical care rather than evidence-based and needs-based 

assessments, a finding consistent with existing literature.39 Our study suggests that cost-

effectiveness is not a current driver for funding in Guatemala’s health system.38,71 This 
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Contributions

Sanidad Militar 
(Military 
Health)

Military and 
police hospitals

Military 
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beneficiaries

Employer 
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IGSS 
(Guatemalan 
Institute of 

Social Security)

IGSS hospitals, 
clinics and 

health centers

IGSS members 
and 

beneficiaries

Informal

Informal Fees in 
Private Sector (e.g. 
patient purchasing 
diagnostic tests in 

private sector, such 
as MRI)

Patient Out-of-
Pocket Costs

Informal Fees in 
Public Sector (e.g. 

patient bringing 
own medications, 
supplies, etc. to 
public hospital)

Patient Out-of-
Pocket Costs 

Donations

International 
donors and 

health workers
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gap between technical analysis and needs assessments in national and local health system 

financing signals that the level of resources allotted to surgical care in Guatemala is not 

well-understood by key policymakers and clinical leaders. As a consequence, it is 

unknown if current financing strategies are cost-effective in this context or if they address 

actual population needs.  

Evidence-based policy making is critical to addressing population health needs, 

and lack of economic understanding of population needs is a barrier to creating effective, 

evidence-based policies for surgical care.72 As such, data-driven financing decisions 

based on population needs are necessary at the national and hospital levels to inform 

allocation of funding to surgical and more effectively meet the population’s surgical 

disease burden. Specifically, economic evaluation of costs and benefits of surgical 

interventions should be assessed using economic and decision analysis to appropriately 

manage the health financing system.73,74 Additionally, needs-based financing requires a 

bidirectional relationship between provider and state actors.75–77 Technical input from 

providers should be considered in economic policy decision making to increase 

accountability of policy makers and providers while informing needs-based decision 

making.75,78 

Financing hospital and national budgets based on population needs would also 

address provider challenges in obtaining financing for pediatric surgical needs. Many 

subject matter experts recommended increasing earmarked funding for pediatric surgical 

care in the national health system. Use of economic and needs-based analyses in pediatric 
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surgical financing would also address unorganized and generalized hospital budgets 

through systematic and accountable decision-making that quantifies opportunity costs, 

decreases uncertainty about financial risks at all health system levels, and efficiently 

allocates health system resources.79 This top-down health system financing approach 

follows the national government’s linear finance decision-making structure and could 

increase financing efficiency and funds available for surgical care.  

The second lesson from our study is that strengthening national and hospital-level 

surgical financing organizational infrastructure is necessary to address health system 

fragmentation and bottom-up financing barriers to pediatric surgical financing in 

Guatemala. A clearer, more linear, and more easily navigable finance stream with 

improved organizational infrastructure would benefit surgical care in Guatemala. 

Presently, bottom-up financing streams are resource and time-intensive processes that 

contribute to informal user fee practices and provider-level service delivery challenges. 

Streamlining and organizing the MSPAS bottom-up financing stream for pediatric 

surgical care is critical to improving affordable and timely access to surgical care for 

children.  

Specifically, there is a need to integrate evidence-based systems to support budget 

processes with organized health financing platforms, processes, and feedback 

mechanisms tracking surgical expenditures across all health system levels. Such systems 

require substantial organizational infrastructure, as provider and health official 

knowledge about financing streams does not always transfer to financing stream 
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accessibility. In other words, evidence-based allocation of finances based on quantified 

disease burdens requires streamlining and organizing health financing infrastructure at 

the national, hospital, and provider levels in Guatemala’s public health system. As a 

model, Argentina’s social security system has strong financing system organization and 

regulation that has increased health system performance and decreased health system 

costs, compared to its public health system that is similar to that of Guatemala.80 

Increasing health financing organization and efficiency also streamlines funds, resulting 

residual funds that could benefit pediatric surgical care.81 The key message: both 

evidence-based financing decision making and organization of such financing 

mechanisms are critical to strengthening Guatemala’s national surgical health system and 

increasing access to surgical care for children.82   

4.2 User Fees in Guatemala 

If lack of financial protection is analogous to a health system “disease”, OOP 

payments and IPs for surgical care in Guatemala are a symptom of a complicated health 

system condition.83 Our findings suggest that formal user fees to access surgical care 

have simply been replaced over recent years by informal user fees. These informal 

payment mechanisms play a critical role in financing essential surgical care for children, 

leading to decreased alignment with fundamental UHC concepts.40 Ironically, the poor 

capacity to measure informal user fees may result in falsely high UHC coverage indices 

(due to poor recognition of OOP expenditures). To guide policy development, improved 
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measurement of OOP fees is essential to understanding the current landscape for 

financing for pediatric surgical care in Guatemala.  

The final lesson: informal user fees for surgical care in Guatemala’s national 

public health system must be quantified and replaced by pooling alternative financing 

agent support for horizontal-based health system strengthening to reduce patient OOP 

expenditures for pediatric surgical care. We must first assess whether informal user fees 

provide a net-positive or net-negative benefit for surgical care in Guatemala. Informal 

user fees and payments are vital to the financing for surgical supplies in Guatemala’s 

public hospitals.  

Through one perspective of user fees, provision of timely and quality pediatric 

surgical care in Guatemala needs informal payments due to resource strains, lack of 

adequate health system financing, and unorganized emergency and bottom-up financing 

processes. This perspective sees IPs as necessary for provision of pediatric surgical care. 

On the other hand, user fees contribute to impoverishing and catastrophic health 

expenditures, undermining fundamental UHC goals and principles.11 Patients paying for 

care informally have no negotiation power nor an opportunity to finance surgical care 

over time at the point of needing treatment, further increasing financial risks and 

decreasing ability to pool risks.25,79,83  

These OOP payments are highly regressive financing mechanisms that result in 

impoverishing and catastrophic health expenditures. Charging a patient informal user fees 

to access surgical care at the time that his life depends on receiving treatment is like 
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kicking him when he is already down. Driving patients into or further into poverty by 

charging them impoverishing fees in a system in which they are entitled to care for free is 

catastrophic. Ultimately, the unregulated presence of informal user fees contributes to 

health inequities, with those patients who are able to pay for care having inequitable 

access to care compared to those with less financial resources and fewer economic 

assets.17,25 Additionally, patients under Guatemalan public health insurance also purchase 

private insurance, further risking financial health to pay for expensive, specialized 

medical care in a system in which they are entitled to free, national health care. These 

informal expenditures also have national economic consequences. At a broader level, 

increased OOP expenditures as a percentage of overall health system spending is 

associated with decreased national economic development.83  

If the goal of UHC is to provide accessible, affordable, and timely care for all 

citizens, health systems must protect the financial health of patients and families by 

reducing OOP expenditures. Informal user fees should be eliminated to reduce financial 

risk for surgical patients. Understanding who is paying, at what time point patients are 

paying, how much patients are paying, who receives payments, and what level of the 

health system benefit from IPs is critical to addressing user fee challenges in a multi-level 

health system framework.26,84,85 Removing IPs in the health system is necessary to 

providing affordable and equitable pediatric surgical care for patients. However, removal 

of informal fees cannot be done without replacement by an alternative financing sources 

to avoid gaps in provision of surgical care.86,87 Removal of IP practices without a 
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replacement source of financing would have a similar effect to removing formal user 

fees, causing a reduction in pediatric surgical capacities, increased financial risk for 

patients and families, increased resource strain on providers, and decreased volume and 

quality of care available to the population. 

So, we pose the question: what financing mechanism can replace informal user 

fees in a system in which directly charging patients for care is already illegal? In other 

words, how can surgical care be financed in a system in which patients are paying for 

care that they are entitled to for free? There are multiple potential alternative financing 

agents to make up for anticipated gaps in surgical financing in the absence of user fees. 

Fiscal reforms and taxation opportunities are important financing mechanisms for health 

systems. Taxation mechanisms through mobilizing domestic funds, such as earmarking a 

proportion of funds from sugar taxes for national surgical system strengthening, are 

opportunities to improve pediatric surgical financing.88,89 Our key informants indicate 

that development of tax-based financing mechanisms may be difficult given Guatemala’s 

current political context. 

As an alternative to taxation mechanisms, enhanced NGO support may offset 

resource limitations resulting from user fee removal. Approximately 18% of Guatemalan 

citizens already access healthcare through NGOs, despite being entitled to free healthcare 

in the public health system, and donor support given directly to pediatric surgical units, 

such as through hospital trusts, has been successful at increasing surgical capacity in 

Guatemalan national hospitals.40,45,46 Basket pooling this donor support with government 



 

 

 61 

resources may be an important mechanism to increase surgical budgets.87,90,91 Pooling 

donor and government capital for health would reduce health system fragmentation by 

cross-subsidizing prepayment for care and spreading financial risk across health system 

actors to reduce patient OOP expenditures and financial catastophes.92–94 Perhaps, rather 

than earmarked funding for pediatric surgical care alone, allocation of pooled donor and 

government capital to achieve broad surgical system goals could benefit pediatric 

surgical care at the health system, provider, and patient levels. As such, donor NGO 

support should be directed to broad-based, system-wide surgical system strengthening in 

a horizontal, rather than vertical or disease-specific fashion. Finally, tax-based MSPAS 

and contributory-based IGSS resources for surgical care could be pooled to streamline 

national health system revenues, with residual funds being earmarked for national 

surgical system strengthening.  

Simply put, we face an increasingly informalized economy for pediatric surgical 

care in Guatemala which threatens the financing health of a large segment of the 

population. We cannot turn a blind eye to the informal health economy and rely on this to 

support the formal, national health system. We cannot create policies making informal 

user fees and payments for healthcare illegal without implementing alternative financing 

agents to fund the resulting financing gaps. We cannot ask providers to reject informal 

payments in a health system in which they lack financing for the essential medical 

supplies, human resources, and supply chains needed to provide timely, quality, and 

affordable surgical care to all patients who need it.  
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Without adequate financing, providers must choose to perform open 

appendectomies (with higher risks of complications) over laparoscopic appendectomies 

or to delay care because they lack sufficient funds to purchase essential surgical supplies. 

Due to a lack of financing, surgeons are forced to use the same surgical instruments that 

they have used for 30 years, threatening patient health. Finance administrators are forced 

to choose between following national financing protocols to provide the essential 

supplies, the financing process taking too long, and losing the patient or working around 

protocol, saving the patient, and facing associated repercussions. Investment in strong 

surgical financing systems is a Global Public Good (GPG) for health and we must strive 

for health financing systems that protect patients from informalized financial shocks.  

4.3 Study Strengths and Limitations  

This study’s strengths include high validity due to the lead researcher conducting 

all in-depth interviews, increasing the consistency between interviews. The semi-

structured in-depth interview format allowed the researcher to probe and investigate 

emerging themes while eliciting key informant responses based on each participant’s 

unique subject matter expertise. The sample size (n=20) met sample size criteria and 

saturation of study topics for each study objective appears to be present. Additionally, the 

use of qualitative methods allowed for assessment of important financing themes in 

Guatemala, such as respondent view of informal fees for care and recommendations for 

improving pediatric surgical financing. 
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The study’s weaknesses include biases related to political contexts possibly 

having influenced key informant responses. As UHC topics, specifically related to user 

fees, are controversial in Guatemala’s political environment, participants may have been 

hesitant to respond to questions. However, participants engaged in discussion of the topic 

and the related political contexts. Our subject matter experts are not representative of the 

Guatemalan population, as they may differ according to socioeconomic status from the 

majority of Guatemala’s population. However, such experts are needed to provide the 

subject matter expertise needed to study UHC and pediatric surgical care in Guatemala. 

Finally, little to no accurate quantitative data currently exist on user fee presence, 

pediatric surgical costs, or pediatric surgical budgets in Guatemala. As such, this study 

adds critical and novel data to existing literature investigating both UHC and pediatric 

surgical care in Guatemala in efforts to increase pediatric surgical care coverage and 

access in the country’s national public health system. 
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5. Conclusion  
The financing of pediatric surgical care within Guatemala’s UHC framework is 

challenging and the burden of informal payments for surgical care is poorly understood. 

The goal of our study was to assess the penetration of Guatemala’s UHC schemes on 

pediatric surgical care coverage in the national public health system. We found several 

dominant macro-level challenges for pediatric surgical financing in Guatemala, including 

health system fragmentation, a lack of earmarked funding, and political contexts. 

Dominant micro-level challenges include a lack of clinician authority over financing and 

presence of informal user fees to access care. 

Our policy-specific recommendations for improving financing for surgical care 

for children in Guatemala’s national public health system are as follows: 

1. Finance decision-making at the national and hospital levels should be evidence-

 based to align adequate financing streams with evidenced population needs. 

2. Organizational infrastructure for surgical financing should be strengthened 

 through organization of platforms, processes, and feedback mechanisms tracking 

 surgical expenditures at the hospital and national levels. 

3. Informal user fees and payments for surgical care should be quantified, and 

 donor support should be pooled and directed toward horizontal-based health 

 system strengthening to replace patient OOP expenditures for pediatric surgical 

 care.  
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This study provides evidence of financing challenges that are not exclusively 

macro- nor micro-level issues. Rather, they are complex finance system challenges with 

provider and patient-level effects. Both macro- and micro-level challenges and effects 

must be considered in ways forward in achieving UHC for children. To summarize with a 

key informant statement, “It is not a financial cost but a human cost, which worries me 

the most.”  
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Appendix A: Example of Clinician Interview Guide 

Introducción  

La financiación de la atención quirúrgica pediátrica permanece siendo un desafío dentro 

de los esquemas de la cobertura públicos y de la salud universal, y hay una falta de investigación 

de nivel poblacional sobre el financiamiento de la atención quirúrgica pediátrica y esto crea una 

brecha en conocimiento muy importante. Este estudio de caso tiene como objetivo evaluar la 

penetración de los esquemas de la cobertura públicos y de la salud universal en la provisión de 

atención quirúrgica pediátrica. Estamos entrevistando a expertos para aprender más de las 

finanzas de la atención quirúrgica pediátrica en Guatemala. Ahora, tengo unas preguntas para una 

entrevista informal de este sujeto. ¿Tengo su permisión grabar esta entrevista informal, la 

entrevista va a ser anónimo, confidencial y guardado en una plataforma segura? Todos los 

resultados de este estudio de caso vamos a compartir con usted.  

 

 

1) In your public health system, where do you think that the greatest inequalities in 

financing for pediatric surgical coverage exist? 

 

¿En su sistema de salud pública, donde usted cree que existan las desigualdades 

más grandes en la cobertura financiera de la atención quirúrgica pediátrica?  
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2) What are primary barriers to sufficient financing of pediatric surgery in the 

Guatemalan public health system? 

¿Cuales son los desafíos más grandes en el financiamiento de la atención 

quirúrgica pediátrica en el sistema de salud pública en Guatemala? 

 

 

 

 

 

3) Where does the infrastructure for pediatric surgery, or pediatric healthcare in general, 

work? Where does it not? (i.e. human resources for health, governance, health finance, service 

delivery, health information systems, medical products & supply chain) 

 

¿Dónde funciona la infraestructura para la cirugía pediátrica, o el cuidado médico 

pediátrico en general? ¿Dónde no funciona? (Por ejemplo, los recursos humanos para la 

salud, la gobernanza, las finanzas de salud, prestación de servicio, productos médicos y 

cadena de suministro) 
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4) How much of pediatric surgical care is covered by public health insurance schemes 

and how much is purchased by household funds (estimate as a percent)?  

 

¿Cuánto de la atención quirúrgica pediátrica es comprado por esquemas de 

cobertura publicas y cuanto por fondos domésticos o del bolsillo (en una estimación de 

un porcentaje)?  

 

 

 

 

 

5) Who are the primary beneficiaries of pediatric surgical care coverage in the public 

health system? Does this include civil servants, private sector employees, members of differing 

socioeconomic levels or targeted age groups? 

 

¿Quiénes son los beneficiarios primarios de la atención quirúrgica pediátrica en 

el sistema de salud pública? ¿Incluye este grupo a funcionarios (o sea servidores 

públicos), empleados del sector privado, miembros de niveles socioeconómicos 

diferentes o un grupo de edad especifico? 
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6) Who pays for these pediatric surgical procedures in the public health system, or who is 

the primary financing agent of pediatric surgery in the country? (i.e. local government, central 

government, social security contributions, NGO contracts, etc.). 

 

¿Quién paga para estos procedimientos quirúrgicos pediátricos en el sistema de 

salud pública, o quien es el agente primario del financiamiento de la atención quirúrgica 

pediátrica en el país? (por ejemplo, el gobierno local, el gobierno central, contribuciones 

de seguridad social, contractos de ONG, etc.)? 

 

Clinician Specific Questions:  

 

1) Do the IGSS, MSPAS, and Armed Forces Health System benefit packages (i.e. public 

health system benefits packages) include pediatric surgical coverage? 

 

¿Estos esquemas de cobertura publicas de IGSS (el Instituto Guatemalteco de 

Seguridad Social), MSPAS (el Ministerio de Salud Pública) y el Sanidad Militar incluyen 

la atención quirúrgica pediátrica?   
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2) What is the estimated out-of-pocket cost for inguinal hernia repair, open fracture 

fixation, gastroschisis repair and male circumcision? 

 

¿Cuál es el gasto extra (o sea del bolsillo) estimado para reparación de hernia 

inguinal, fijación de fractura abierta, reparación de gastrosquisis y circuncisión 

masculina? 

 

 

 

 

 

3) What are the points of contact with the health system for a child that requires pediatric 

surgical care in the public health system (i.e. must they first pay to visit a primary level facility, 

then pay to access a more specialized facility, etc.)?  

 

¿Qué son los puntos de contacto con el sistema de salud para un niño o una niña 

que requiera el cuidado quirúrgico en el sistema público de salud (por ejemplo, tenga que 

pagar para visitar a un hospital del primer nivel, luego tenga que pagar para acceder a un 

hospital con más especialidad, etc.)? 
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4) Do pediatric surgical procedures require user-fees, copayments or cost-sharing by the 

user? If yes, can you estimate the percentage of the total cost of pediatric surgical procedures that 

these fees comprise?   

 

¿Requieren los procedimientos quirúrgicas pediátricas cuotas de usuarios, copago 

o reparto de costos por la persona que los usan? ¿Si las requieren, puede usted estimar al 

porcentaje del costo total de los procedimientos quirúrgicos pediátricos que es de estas 

cuotas?  

 

 

 

 

 

5) Can you describe any informal fees (i.e. medications, supplies, etc.) that the patient 

must pay to access pediatric surgical care? How often do these fees exist?  

 

¿Puede usted describir a los pagos informales (por ejemplo, los medicamentos, 

provisiones, etc.) que el paciente tiene que pagar para acceder la atención de la quirúrgica 

pediátrica? ¿Si existan, qué tan frecuentes son estos pagos informales? 
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6) How often, for example in the last month, have patients had to pay for or bring 

medical supplies for surgery? 

¿Con cuanta frecuencia, por ejemplo en el último mes, los pacientes han tenido 

que pagar para los suministros médicos para la cirugía?  

 

 

 How many of these patients return for surgery? 

 

 ¿Cuántos de estos pacientes regresan para su cirugía?  

 

 

 

 How many of these patients do not return for surgery? 

 

 ¿Cuántos de estos pacientes no regresan para su cirugía?  

  

 

 

 How many patients return much later with further complications?  

   

 ¿Cuántos de estos pacientes regresan mucho después con más 

 complicaciones?   
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7) How does stockout of surgical supplies affect patient fees for those requiring pediatric  

surgical procedures?  

 

¿Cómo se afecta la falta de suministros quirúrgicos las tarifas que pagan los 

pacientes que requieren la cirugía pediátrica?  

 

 

 

 

 

8) Briefly describe the public/private mix of pediatric surgical care financing in the 

public health system. 

 

¿Puede usted describir la mezcla de financiamiento de la atención quirúrgica 

pediátrica entre el sector privado y el sector público? 
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9) How frequently do you believe families are forced into impoverishing or catastrophic 

health expenditure to pay for pediatric surgical procedures?  

 

¿Con cuánto frecuencia cree usted que las familias son arrojadas o forzadas en la 

pobreza, o empobrecidos, por pagar para la atención quirúrgica pediátrica?  

 

 

 

 

10) How does lack of access to financing for health infrastructure and supplies, especially 

in rural areas, affect pediatric surgical coverage (ex. frequent medicine and supply stockouts, 

etc.)? 

 

¿Cómo afecta la falta del acceso a la financiación para la infraestructura de salud 

y las provisiones, especialmente en áreas rurales, la cobertura de la atención quirúrgica 

pediátrica (por ejemplo, falta de medicina y provisiones)? 

 

 

 

 

 

11) In regard to IGSS, many patients purchase additional insurance coverage. Do patients 

often purchase additional insurance coverage for pediatric surgery? Please explain. 
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Con relación a IGSS, muchos pacientes compran cobertura de salud adicional a 

lo que les da este programa. ¿Compran pacientes frecuentemente cobertura de salud 

adicional para la cirugía pediátrica? ¿Por favor, puede usted explicar más?  

 

 

 

 

 

12) Please describe the criteria and motivations for inclusion of pediatric surgical, or 

medical procedures in general, in the benefit package of public insurance schemes (ex. cost 

effectiveness, affordability, financial protection, political context etc.). 

 

¿Por favor, puede describir los criterios de la inclusión de la atención quirúrgica 

pediátrica, o cualquier forma del cuidado médico en general, en el paquete de beneficios 

bajo de los esquemas de la cobertura de salud en el país (por ejemplo, que tan rentables 

son, asequibilidad, protección financiera, el contexto político etc.)? 
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13) What stakeholders run the public pediatric surgical and pediatric healthcare plan? 

(e.g. who decides how much financing this specialty gets and what services are included?) 

 

¿Quiénes son los depositarios que operan el plan de cobertura pública de la 

atención quirúrgica pediátrica o lo del cuidado médico pediátrico más en general? (¿o 

sea, quien decide el presupuesto de esta especialidad y cuantos servicios van a ser 

incluidos en el paquete de beneficios?) 

 

 

 

 

 

14) Does pediatric surgical care in the public health system have earmarked funding from 

a central government source? If so, please describe. 

 

¿Tiene la cobertura de la quirúrgica pediátrica en el sistema de salud pública 

fondos destinados de una fuente del gobierno central? 
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15) Was the initial budget for pediatric surgery in the benefits package defined based on 

actuarial studies? Guesswork? Examples from previous programs? An amount the government 

was willing to spend? 

 

¿Sería el presupuesto original para la atención quirúrgica pediátrica en el paquete 

de beneficios basado en estudios actuariales, conjeturas, programas anteriores, la cantidad 

que el gobierno estaba dispuesto a gastar? 

 

 

 

 

 

16) What were the motivations, precursors, issues, domestic and political context, donor 

roles in the country when pediatric care was included in the benefits package? 

 

¿Cuáles fueron las motivaciones, precursores, problemas, contextos domésticos y 

políticos, y roles de donantes en el país cuando la atención de el cuidado medico 

pediátrico fue incluido en el paquete de beneficios?  
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17)  One of the noted health systems challenges is the change of administrations every 4 

years, often including high-level health sector officials. How does this affect hospital and patient 

fees? (e.g. hospital fees on a sliding scale before Colom was president, no longer exist now; e.g. 

changes in if there is a fixed budget for pediatric surgical care, etc.) 

 

Uno de los desafíos del sistema de salud que se observa es el cambio de 

administraciones cada cuatro años, a menudo incluyendo los oficiales de salud de alto 

nivel. ¿Cómo afecta esto a las cuotas del usuario o del paciente?  (Por ejemplo, había 

cuotas de usuario para acceder a la atención quirúrgica basadas en el estatus 

socioeconómico del paciente antes de El Presidente Colom que ya no existen ahora; Por 

ejemplo, cambios en si hay un presupuesto fijado para la atención quirúrgica pediátrica, 

etc.) 



 

 

 79 

Appendix B: Qualitative Analysis Codebook  
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Appendix C: Abbreviations 

FUNDANIER: la Fundación para el niño enfermo renal 

GDP: Gross Domestic Product 

GPG: Global Public Good 

HIC: High-income country 

IGSS: Guatemalan Institute of Social Security 

IP: Informal payment 

IRB: Institutional Review Board 

LMICs: Low- and middle-income countries 

MSPAS: Ministry of Public Health and Social Assistance 

NHP: National Health Plan 

NGO: Non-governmental organization 

NSOAP: National Surgical, Obstetric and Anesthesia Plan 

OOP: Out-of-pocket 

SDG: Sustainable Development Goal 

SIAS: Integrated Health Care System 

UHC: Universal Health Coverage 

WHO: World Health Organization 

UNICAR: la Unidad de Cirurgia Cardiovascular de Guatemala 

UNICO: Universal health Coverage Study 
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UNOP: la Unidad Nacional de Oncología Pediátrica 
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