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This review describes the advocacy efforts to mobilize resources for the campaign to vaccinate men and women
aged 9-39 years, with a goal of eliminating rubella and congenital rubella syndrome in Guatemala. The
country’s investment in health has been historically low (0.9% of gross domestic product), and there has been
a wide gap between the availability of economic resources and the need for economic resources for the
immunization campaign. The review contains a summary of the investment made, the results of advocacy and

resource mobilization, the vaccination coverage attained, and the campaign’s impact on the disease.

In light of the successful elimination of rubella in Cuba
(1983) and the English-speaking Caribbean countries
(1998), in 1997, the Pan American Health Organization
(PAHO) Technical Advisory Group (TAG) on Vaccine-
Preventable Diseases recommended the implementation
of a regional initiative for accelerated control of rubella
and congenital rubella syndrome (CRS) [1]. In Sep-
tember 2003, a report on the impact of the rubella
elimination initiative was submitted to the 44th Di-
recting Council, composed of the Ministers of Health of
the PAHO Member States, who unanimously accepted
the goal of eliminating rubella and CRS by the year 2010
in the Region of the Americas. By September 2006, 97%
of the countries and territories of the Americas had
implemented the recommended strategies and sub-
stantially reduced the incidence of rubella and CRS.
Despite major progress throughout the region, Guate-
mala’s inclusion as one of the countries implementing
the regional initiative was still pending in January 2007
[2] because of the lack of financing to support the
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vaccination of men and women aged 9-39 years (rep-
resenting 56% of the total country population) with
MR vaccine. However, thanks to the country’s resource
mobilization and advocacy efforts, Guatemala im-
plemented a national MR vaccination campaign from
13 April through 28 May 2007, successfully vaccinating
99% of the target population. After the campaign, results
from epidemiological surveillance revealed that the
country has been free of endemic rubella virus circula-
tion. This article outlines the advocacy efforts required
to mobilize sufficient resources to plan and implement
a successful national rubella vaccination campaign.

BACKGROUND

Integrated measles and rubella surveillance revealed
endemic circulation of the rubella virus (587 cases re-
ported during 1999-2006) [3]; the cyclical behavior of
the disease; the prevalence of cases among school chil-
dren, adolescents, and adults; and the ensuing exposure
of pregnant women.

In 2005, a retrospective study was conducted at 5
Guatemalan hospitals. A total of 210 suspected CRS
cases were identified during 2000-2004; 45 of these cases
were compatible with the clinical symptoms of CRS, and
5 were laboratory confirmed. The actual figure may be
higher because ~40% of the clinical records could not
be obtained [4]. Furthermore, 2 seroprevalence studies
yielded data similar to the data reported by developed
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countries in the prevaccination era [5, 6]. One study was con-
ducted among adolescent students, and results revealed that
15%-18% of the population who had samples obtained were
susceptible. The other study was conducted among persons
aged 10-39 years from 5 provinces. Results revealed that 34.2%
of persons aged 10-14 years, 18.2% of persons aged 15-19 years,
10.6% of persons aged 20-24 years, 11.2% of persons aged
25-29 years, 10.4% of persons aged 30-34 years, and 9.6% of
persons aged 35-39 years were susceptible.

In compliance with the measles elimination and accelerated
rubella control initiatives, the country implemented the first
MR follow-up campaign in 2002 (target population was children
<5 years of age). However, to attain the rubella elimination goal,
56% of the total country population had to be vaccinated; this
endeavor required an important investment that surpassed the
financing of the Ministry of Public Health and Social Welfare
(MSPAS). It should be taken into account that, historically, the
country invested little in health (0.9% of the gross domestic
product); therefore, a broad gap existed between the financial
resources that were required and that were available for the mass
vaccination campaign. Despite the financing limitations, there
was a clear political decision to implement the campaign, the
understanding that rubella and CRS were serious public health
problems in the country, the evidence of the cost effectiveness of
the intervention, and the opportunity to gain greater ground in
achieving the Millennium Development Goals and completing
the unfinished agenda of rubella elimination, and the MSPAS
requested technical support from the PAHO and World Health
Organization (WHO) for resource mobilization efforts.

METHODS

First, an economic analysis was conducted to evaluate the cost
effectiveness of the campaign. PAHO-WHO then began con-
tacting donors and agencies of the United Nations that have
traditionally supported vaccine-preventable disease initiatives. It
was suggested that the MSPAS convene the Interagency Co-
ordinating Committee and other governments and donors who
understood the importance of the campaign. In addition, it was
recommended that a technical commission to support resource
mobilization and advocacy efforts be established. In January
2007, the MSPAS issued a Ministerial Agreement declaring the
campaign a national priority and created the National Technical
Committee (NTC), which would be responsible for advocacy
and resource mobilization activities. This commission recom-
mended several activities for consideration by health authorities
from MSPAS, including the following: 1) create an advocacy
strategy; 2) identify potential donors; 3) work in partnership
with governmental and nongovernmental organizations, the
private sector, and the general public; 4) oversee negotiations;
and 5) disseminate announcement. Advocacy packets, which
included epidemiological data and the results from the

economic analysis, were created and disseminated to various
groups, including entrepreneurs working on social responsibility
projects, trade associations of the mass media, private founda-
tions, and nongovernmental organizations, in the hopes of
mobilizing additional resources for the campaign.

The NTC revitalized the advocacy process by engaging the
Legislative Assembly, the Office of the Defender of Human
Rights, private companies, churches, the media, scientific soci-
eties, and professional associations of physicians and nurses.
Special considerations were given to the following: (1) the pre-
vention of partisan politics from tainting the campaign (the
country was involved in a pre-election phase; to this end, the
NTC focused on the real benefits, including the prevention of
the reintroduction of measles and solidarity with the rest of the
countries of the Region in eliminating rubella); (2) support from
the United Nations agencies; (3) establishment of different
collaborative mechanisms to improve efforts for intersectorial
participation; and (4) involvement of the Guatemalan Social
Security Institute and other agencies that could compensate for
the limited infrastructure and lack of human resources for ex-
tramural work in health services networks. Advocacy efforts at
the subregional and local levels, emphasized by the NTC, in-
cluded activities that underscored the positive impact of the
campaign for all populations, the benefits to entrepreneurs, and
the economic and human development benefits for every family
and citizen. Several informative meetings were held to enlist the
participation of representatives from all sectors; each institution
and/or sector contributed to the campaign.

To document progress in resource mobilization activities,
a database was designed to register and classify contributing
donors and institutions into categories and to record the
amount of the donation by category or by technical component
of the campaign. Financing was divided into 2 categories: sup-
plies and operating expenses. Each category was further sub-
divided and analyzed by funding source.

During the vaccination campaign, a daily monitoring system
was established to document the number of vaccinated persons
per district. In addition, during and after the campaign, rapid
coverage monitoring activities were conducted to identify dis-
tricts that had not reached coverage =95%. Aligned with the
PAHO-WHO guidelines, epidemiological integrated measles
and rubella surveillance was established in 2007 and has been
maintained to present time.

RESULTS

Results of Economic Analysis

The total cost for treatment and rehabilitation for projected
cases was estimated at US $151 million. Compared with the
cost of the campaign (US $9.3 million), the study yielded a cost-
benefit ratio of 1:16 (ie, each dollar spent on the campaign would
imply a savings of US $16 in treatment and rehabilitation costs).
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Table 1. Advocacy Outcomes: Investment in Health

Category

Contribution, collaboration, and participation

Actors

1. Executive sector of the
government

2. Other government institutions

3. Other government sectors

4. Legislative sector

5. Municipalities

6. Multilateral agencies

7. Bilateral agencies and
governments

8. Private enterprise

9. Scientific and professional
associations

10. Media

11. Indigenous associations

12. Religious associations

13. National sports figures
14. Unions
15. Universities

16. Nongovernmental organizations

Facilitation of vaccination within institutions;
mass communication

Mobilization of resources, mass
communication, and delivery of guidelines

Endorsement and depoaliticization;
support for crisis management

Declaring it a priority and depoliticization
Participation as spokespersons,

vaccination of mayors with media coverage;
economic, logistical, and in- kind support

Advocacy. Endorsement. Depolitization;
mobilization of financial resources.

Mobilization of financial resources

Economic, logistical, or in-kind support.
Facilitating vaccination in companies
and in-service discount for final
waste disposal.

Endorsement, promotion, support
for crisis management

Opinion-shaping, raising the campaign
to the status of news, public expression
of support, and depoliticization

Supporting community awareness and
crisis solutions. Producing and broadcasting
radio messages in Spanish, Mayan, and Garifuna

Public statements supporting vaccination,
and support for social mobilization

Role of spokespersons, getting vaccinated
in the media spotlight to set an example
Support for social mobilization and
neutralizing threat of strikes. Endorsement

Endorsement, enlisting student participation,
and contributing human resources

Mobilization of resources; FUNDAL
participated in the testimonial video and
in raising awareness in general

Government cabinet, SOSEP,
Ministry of Education

IGSS, National Civil Police, Military Health,
Courts

Office of the Human Rights Defender, TSE

Congressional Health Commission
ANAM, mayors, deputy mayors

PAHO/WHO, UNFPA, UNICEF

CIDA/Canada, SIDA (Sweden), USAID
(Partnership and Quiality in Health),
Bolivarian Republic of Venezuela,
Finland, Taiwan

Entrepreneurs

Pediatric Association of Guatemala,
Guatemalan Infectious Disease Association,
Guatemalan Association of Gynecology
and Obstetrics, Medical School

Editors, journalists, presenters

FODIGUA Cooperative; ethnic groupings

National, local, and community
religious leaders; LDS with its network
of young people.

Presidents of sports and soccer clubs,
and athletes

Boards of Directors
Chancellors, deans, professors and students

Plan International, World Vision, Intervida,
Red Cross, Save the Children, CARE,
FUNDAL and health service providers

NOTE. ANAM, National Association of Municipalities; CIDA, Canadian International Development Agency; FODIGUA, Guatemalan Indigenous Development
Fund; FUNDAL, Foundation Alex; IGSS, Guatemalan Social Security Institute; LDS, Church of Jesus Christ of Latter-Day Saints; Partnership, Program of Corporate
Social Responsibility; SIDA, Swedish International Development Agency; SOSEP, Secretariat of Social Works of the First Lady; TSE, Supreme Electoral Tribunal;
UNFPA, United Nations Population Fund; UNICEF, United Nations Children’s Fund; USAID, Agency for International Development of the United States.

Results of Advocacy and Social Mobilization

All parties that agreed to support resource mobilization efforts
were divided into 16 categories (Table 1). The mobilization of
financial resources focused on external agencies and govern-
ments, which complemented MSPAS’s contribution. All actors
engaged in advocacy either at their institution, with their users
or clients, or among the general public. Municipalities, non-
governmental organizations, and universities contributed
humanresources (1748 volunteers total). A special contribution
was made by some professional, ethnic, religious, and com-
institutions, ~ which

munity-based  organizations and

participated in varying degrees with different but complemen-
tary focuses and in different geographical zones in the area of

crisis management.

Results of Financial Resource Mobilization

Financing was divided into 2 categories: supplies and oper-
ating expenses. Each category was further subdivided and an-
alyzed by funding source. National efforts mobilized 57.5%
(US $5.3 million) of the total investment (US $9.3 million), 90%
of which was allocated to purchasing supplies and paying taxes,
whereas 5% was earmarked for mass communication activities.
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The mobilization of external resources accounted for 42.5% of
the total investment, 66.7% of which was allocated to procuring
vaccines; 11.3% to mobilizing immunization brigades; 10.1% to
technical assistance, supervision, and rapid coverage monitoring
(RCM) for coverage certification; and 6.4% to mass communi-
cation.

Of the total investment in supplies, 64.7% came from na-
tional sources and 35.3% from external sources. The country
financed 56.2% of the 9 million doses of the MR vaccine; do-
nors funded the remaining 43.8% (Canadian International
Development Agency accounted for 25.6% of the total; the
Centers for Disease Control and Prevention and the Swedish
International Development Agency, 5% each; and the Boli-
varian Republic of Venezuela, 4.3%).

With regard to investments in operating expenses, external
sources predominated by funding 98% of technical assistance,
supervision, and RCM for the verification of coverage and the
certification of municipalities, and 77.9% of the mobilization of
vaccine brigades. Mass communication was similarly funded
by the 2 sources (Figure 1).

Impact of Vaccination Activities

From 13 April through 28 May 2007, 7 172 847 men and women
aged 9-39 years (99% of the target population) were vaccinated
[7]. Poor-performing municipalities that did not reach the
vaccination goal were identified, and the campaign was extended
to ensure high coverage. A total of 7270856 persons were vacci-
nated by the time the campaign ended. Since the campaign, no
confirmed measles or rubella cases have been reported in Gua-
temala.

DISCUSSION

Without significant efforts to mobilize resources through the
international community, Guatemala would not have obtained
the financing necessary to implement the campaign. However,
one limitation of the present report is that it does not include the
contributions of local health authorities, nongovernmental or-
ganizations, municipalities, and the private sector that contrib-
uted to operating expenses.

The Interagency Coordinating Committee was fundamental
for mobilizing the education sector, especially the universities
and local educational establishments, and the media and the
private sector. A registry documenting the outcome of resource
mobilization efforts was not available for the local level, as was
done in Paraguay, where 13% of the total cost and 64% of the
operational costs were covered by the communities and by re-
gional and local governments. The majority of countries that
implemented rubella elimination campaigns financed 90% of
regular campaign activities, with the exception of Haiti, Bolivia,
and Nicaragua (GAVI-eligible countries). In the case of Guate-
mala, external financing covered 42.5% of the total investment

Pacentage

Vaccine social Training HHRR M&E Operstions
mobilization
© National 58.6% 52.4% 0.0% 221% 1.8% 53.1%
& External 40.4% 47.6% 100.0% 779% 98.2% 46.8%

Figure 1. Source of financing by component, rubella elimination
campaign, Guatemala, July 2007.

and 35.3% of the provision of supplies. However, the country
financed almost all expenditures related to mass communication
and operation. The cost per vaccinated person was US $1.29,
which is greater than what was originally estimated but similar to
the costs from rubella elimination campaigns in other countries.

Political commitment for the campaign was apparent through
the creation of ministerial declarations and the involvement of
the high-level government officials, including the president of
the Republic. This positioned the campaign as a priority on the
political agenda, which attracted further cooperation and col-
laboration of governments and the private sector that translated
into financial or in-kind donations.

After understanding the country’s needs, the donors provided
sufficient funds to purchase the required quantity of vaccines.
Additional donors remained flexible and followed the PAHO-
WHO recommendation to allot funding to the key components
for a successful campaign. In this regard, the following processes
were prioritized: trainings for micro-planning and the identifi-
cation of effective vaccination tactics that were aligned with the
characteristics of the municipalities and communities they were
targeting; the implementation of supervisory activities before
and during the campaign; and the execution of rapid coverage
monitoring to confirm the high, homogeneous coverage in all
municipalities; timely laboratory support; and monitoring of the
women unknowingly pregnant at the time of vaccination.

Institutions were selected based on their primary function and
element of social responsibility and their field of expertise to take
advantage of their strength, the types of resources they could
contribute, and their sphere of influence. These details are de-
scribed in Table 1.

Among the lessons learned, one of the most prevalent was the
creation of an opportunity for negotiation and consensus
building through the work of the Interagency Coordination
Committee in external resource mobilization efforts with co-
operation agencies. Additional lessons include the achievement
of political commitment at the highest level as motivated
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through economic aspects (ie, evidence of cost-benefit and cost
effectiveness) and political aspects (ie, the magnitude of the
target population, the innovative strategy to vaccinate adults
who represent the electoral mass, and the prestige that accom-
panied the successful completion of the campaign); the dis-
semination of a social communication through personal
contacts with the private sector; the emphasis on economic as-
pects of the campaign, including results of the economic analysis
and the prevention of absenteeism in labor institutions; the
promotion of local initiatives in preparation for micro-planning
and related activities; the development of institutional, private
sector, and civil society initiatives; the involvement of local
governments that overlooked partisan differences to spin the
campaign as a national health policy; the recognition of partners
at all levels through the delivery of certificates to involved in-
stitutions and organizations and ceremonies to recognize may-
ors in municipalities that achieved high vaccination coverage;
and, finally, the fundamental role played by PAHO-WHO as
campaign sponsor, in light of cooperating parties and donors.
Intense advocacy efforts, namely, the launching of a multidi-
mensional social mobilization approach among the 16 key
players, allowed Guatemala to overcome funding gaps to sup-
port campaign implementation [8]. Contributions from in-
ternational corporations and governments were fundamental
to ensuring the availability of funds, which secured the pro-
curement of necessary vaccines, the mobilization of vaccination
brigades, and the implementation of rapid coverage monitoring
and the municipality high-coverage certification process. Overall
these efforts facilitated the success of the campaign, which re-
sulted in the interruption of endemic rubella virus circulation in
the country and included Guatemala in the group of countries

that achieved elimination. This model for advocacy and resource
mobilization can be adapted and applied to new challenges in
the control and prevention of vaccine-preventable diseases and
can serve as an example for other world regions that seek to
eliminate measles and rubella.
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