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Investigation of the Relationship between Healthcare Access and Environmental Conditions in Guatemala 	Comment by Jassey B: Your title is too broad and vague.  Environmental conditions” is a very wide term. The study specifically focuses on air quality (CO exposure) and household fuel use, not all environmental conditions.	Comment by Jassey B: It reads like a report title rather than a scientific article. Lacks novelty or specificity. Please revise and provide a sharper, more engaging title that would highlight the health risk (respiratory health/household air pollution) and the barriers (healthcare access). 



ABSTRACT	Comment by Jassey B: The abstract is good. Please revise it to reduce redundancy. Minimise the use of AI in article writing and include statistical data in the abstract to make it more attractive to the reader.
In various low- and middle-income countries (LMICs), lack of access to quality healthcare remains a persistent challenge. For populations living in third-world countries, the Social Determinants of Health (SDOH) — including economic stability, access to and quality of education, access to and quality of healthcare, neighborhood and built environment, and social and community context —play a pivotal role in shaping health outcomes. While the relationship between economic factors and healthcare access has been well known and has been extensively studied, there is less research on environmental contributors, particularly air quality, and their impact on healthcare access of people who live in third-world countries. 	Comment by Jassey B:  Please add more feelings to what you are putting through, as the language here is too stiff.	Comment by Jassey B: You’re making repetition of “third-world countries”. I guess the terminology is outdated as well; probably should use LMIC (Low- and Middle-Income Countries) or whatever (bonus tip). 
This study examines the influence of environmental conditions, particularly air quality, on healthcare access and respiratory health in Guatemala. The study focuses on fuels, including exposure to Carbon Monoxide (CO), a prevalent pollutant. The data were collected through a CO-level logger and a structured survey of individuals visiting a temporary medical facility operated by a medical volunteer team. 	Comment by Jassey B: The method description for this abstract is too thin.  You made mention of the survey and CO logger, but do not specify the sample size or measurement duration, or how you came about it.
Findings reveal that a significant number of participants report symptoms caused by air pollution, such as coughing, headaches, dizziness, and fatigue, while exhibiting limited awareness of the relationship between household air pollution and health. More than half of the participants reported using firewood for cooking, indicating the significant burden of environmental and health effects. This paper highlights the need for public health strategies that address environmental exposures with health education and development in accessible resource settings.	Comment by Jassey B: The language is very vague, as some phrases are difficult to understand. Phrases like “significant number of participants” and “limited awareness” are not quantified; they lack specific percentages or key findings.  Consider adding percentage quantification	Comment by Jassey B: No clear statistics on health symptoms, firewood use, or healthcare visits (though these are in the results section). 	Comment by Jassey B: Your abstract conclusion is super weak. It ends with a generic call for “public health strategies” without highlighting concrete implications or recommendations 

INTRODUCTION	Comment by Jassey B: Long sentences and heavy wording make it harder to read; it could be more concise. For clarity purposes.	Comment by Jassey B: There are lots of redundancies. Several sentences repeat the same idea (healthcare access is limited in LMICs, and environments affect health). 
	The Social Determinants of Health (SDOH) are conditions that significantly impact people’s health, well-being, and health inequities [13]. These conditions encompass economic stability, education, social and community context, healthcare access and quality, and neighborhood and built environment. The reason SDOH is so crucial is that addressing it can improve health outcomes [2], reduce health disparities [13], and ultimately lead to long-term cost savings in healthcare [1]. Among these factors, access to healthcare is a fundamental context and a basic right that should be guaranteed to everyone, regardless of race, financial status, or educational level [10]. However, many people in third-world countries face various challenges in accessing healthcare services compared to those in developed countries. This can be attributed to a shortage of healthcare professionals [6], geographical inaccessibility, or financial constraints [11]. Although the World Health Organization (WHO) prioritizes improving healthcare access globally and working to ensure that all people can obtain the necessary health services without any barriers [12], the reality of living conditions in rural or suburban areas in third-world countries is that people are still struggling to access healthcare. In third-world countries, healthcare access, neighborhood, and built environment show a significant relationship, as their living environment affects the health of people who do not have access to proper medical services [4]. 	Comment by Jassey B: There is a weak linkage between paragraphs. The transition from general SDOH to Guatemala is abrupt; needs a smoother narrowing down. 	Comment by Jassey B: Overly broad, it's like you spend too much time describing SDOH generally rather than focusing on the specific research gap (air quality and healthcare access in Guatemala). 	Comment by Jassey B: Repeated use of “third-world countries”. Please see recommendation in the abstract
	Neighborhood and built environment contexts refer to environmental conditions, housing, and proximity to healthcare facilities [8]. People living in third-world countries are more prone to exposure to toxins, such as Carbon Monoxide (CO), due to their living styles and tend to travel farther than those in developed countries to visit a healthcare facility [3, 9]. Exposure and inhalation of carbon monoxide, a colorless and odorless gas, cause an oxygen shortage in individuals and eventually lead to persistent respiratory issues and migraines [7]. Due to their lifestyles at home, people in rural or suburban areas in third-world countries are more vulnerable than people in other developed countries [5]. 
	 This paper examines air quality in Guatemala, a third-world country, and the causes of poor air quality, as well as access to healthcare for people living in rural or suburban areas in Guatemala, which has a significant impact on chronic health issues. This research also suggests that individuals in certain regions are more vulnerable due to their neighborhoods and the built environment. Furthermore, it explores the practical lifestyle patterns of people in Guatemala. 	Comment by Jassey B: You’ve got a weak justification. The article does not clearly explain why Guatemala was chosen or why CO exposure is particularly important there. 

METHODOLOGY & DATA COLLECTION
A pre-made survey questionnaire was used to assess various aspects of the living conditions of people in Guatemala. The survey consisted of ten questions covering topics such as proximity to healthcare facilities, lifestyle habits, knowledge of local air quality and its relation to health, and the political context of the issue. A total of 50 participants completed the questionnaire. Each question was translated into Spanish to ensure better understanding, and an interpreter was present to provide additional support. The participants came from various villages in rural and suburban regions of Guatemala and were visiting a temporary medical volunteer facility. The surveyed location and population allowed for a simultaneous assessment of both living conditions and healthcare-related challenges.	Comment by Jassey B: No mention of how participants were recruited or whether they represent the population. As your sampling strategy is not clear	Comment by Jassey B: No info on whether the questionnaire was piloted or validated. Is the survey reliable or valid?	Comment by Jassey B: 50 participants is small; no explanation of why this number was chosen. Would you mind justifying why just 50 participants to support that amont	Comment by Jassey B: No mention of informed consent or ethical approval (missing). Also, the political context question, inclusion seems vague; not well-connected to the main objectives.
[image: ]
Fig 1. The Easy Log USB CO data logger used in the study
To assess the air quality of various regions in Guatemala, a machine, EasyLog USB was used, which allowed the research team to collect carbon monoxide (CO) levels. Along with the EasyLog USB, the research team logged their exposures, including locations, populations, the number of vehicles, and the presence of ventilation, to analyze and interrelate these factors with the level of CO. The machine shows CO levels in units of “ppm.” Data was gathered every 30 seconds for six days (June 18 to June 23), and levels were measured from around 8:00 AM to 10:00 PM. The research team predicted that people living in regions with higher levels of CO would be more exposed to toxins and experience more severe health issues.	Comment by Jassey B: Mentions EasyLog USB but does not state its accuracy, calibration, or detection limits (device details insufficient). 	Comment by Jassey B: Measured only during daytime (8 AM – 10 PM); excludes nighttime exposure, which is critical for indoor air pollution (I sense data collection inconsistency). Now, for the placement of the device, it is also unclear; I mean not explained whether logger was personal, household-based, or area-based.	Comment by Jassey B: Only 6 days of data; may not reflect seasonal or long-term exposure. In a nutshell, the duration is too short to reflect the exposure. Care to explain why just 6 days?	Comment by Jassey B: Carrying the device in different settings may distort exposure compared to household-based monitoring (talking from experience). Is there any potential bias in that setting? Explain
These two datasets enabled the research team to collect data on living conditions and healthcare access, linking environmental conditions—especially air quality—with the health status of individuals and the factors contributing to reduced access to healthcare for people living in rural or suburban areas in Guatemala.	Comment by Jassey B: You’ve got a weak description of analysis. States that survey and CO data were “linked” but does not explain how (statistical tests? correlation?).  Don’t use AI too much, please ‘_-	Comment by Jassey B: You do not mention anything about the software. I mean, it lacks details on the data analysis tools used.
Variables are also not clearly defined  (It is not clear how proximity to healthcare, CO levels, and health symptoms were operationalized for analysis). I hope you understand what I mean

RESULTS	Comment by Jassey B: Your results are written in a narrative style with long explanations; they should be more concise and focused on key findings. To avoid over description
Survey Findings	Comment by Jassey B: Some result descriptions sound more like discussion (e.g., “this shows the reality of healthcare access”) rather than objective reporting. 
	The survey was conducted among people in Guatemala using ten questions aimed at collecting detailed information on access to healthcare services, distance to healthcare facilities, fire usage, knowledge of air quality and its relation to health, and the political aspect of the issue. The survey was administered at multiple medical volunteer sites and was conducted in Spanish to enhance participants' understanding.

Access to the Health Care Services
[image: Points scored][image: Points scored]	Comment by Jassey B: Many figures are included, but the text repeats what is already shown instead of highlighting insights. 
   Fig 2. Result from Question 1                           Fig 3. Result from Question 2 
The figures represent the findings from the first two questions asked of participants. Question 1, “In the past 12 months, how many times have you visited a healthcare facility for yourself or a family member?” (¿Cuántas veces ha visitado un centro de salud en los últimos 12 meses?) and Question 2, “How far is the nearest health clinic or hospital from your home?” (¿Qué tan lejos está el centro de salud más cercano?), were designed to collect data on healthcare access for survey participants. The data shows that the majority of respondents—48.6%—reported never visiting any healthcare facility for themselves or a family member. The second-highest group, 40% of respondents, reported visiting only 1–3 times in the past 12 months. This means a total of 88.6% of participants rarely visited a healthcare facility within the last year. Furthermore, data from the second question suggests that the low number of visits may be due to the distance from healthcare facilities. Most respondents indicated that the nearest hospital is 15 to 30 minutes away by transportation, and 78.3% reported needing to take public transportation to reach it. These findings illustrate the reality of healthcare access in Guatemala: it is difficult to reach, resulting in minimal use of healthcare services.	Comment by Jassey B: Findings are presented as raw percentages or observations without statistical testing (no correlations, no significance levels). 	Comment by Jassey B: Consistency please

Exposure to Household Combustion and Air Pollution
[image: Points scored][image: Points scored]
    Fig 4. Result from Question 3                           Fig 5. Result from Question 4 
	The above charts show results from questions designed to gather data on participants’ lifestyles and combustion methods. The third question was, “Do you cook with firewood, charcoal, or gas inside your house?” (¿Con qué cocina en su casa?), and the fourth question was, “Home heating method (if any)” (¿Método de calefacción (si lo tiene)?). As shown in the charts, most respondents use firewood for both cooking and heating, which generates a significant amount of smoke and fumes. Since cooking is a daily activity, and 70% of respondents reported using firewood, it can be concluded that the majority of people are consistently exposed to smoke daily. Although the questions specifically asked about combustion methods, the data indicate that people are constantly exposed to air pollution and airborne toxins, which contribute to ongoing health issues.	Comment by Jassey B: Results are generalized from only 50 participants, yet the language suggests broad conclusions. 	Comment by Jassey B: Please be consistent

Awareness of Environmental Health Risks
[image: Points scored][image: Points scored]
 Fig 6. Result from Question 5                        Fig 7. Results from Question 6 
[image: Points scored]
Fig 8. Results from Question 7 
Figures illustrate the findings from the fifth, sixth, and seventh questions, which were asked of fifty participants. The questions were: “Do you believe that the environment around you (air, water, land) affects your health?” (¿Cree que el medio ambiente (aire, agua, tierra) afecta su salud?), “Have you or your family ever been told that air pollution or the environment caused a health problem?” (¿Alguna vez un médico le ha dicho que un problema de salud fue causado por el aire o el medio ambiente?), and “How would you rate the air quality in your residential area?” (¿Cómo calificaría la calidad del aire en su zona?). These questions were designed to gather information on participants’ awareness of their surrounding environment. As shown in Figure 6, 62.8% of participants acknowledged that the environment can affect their health. However, 62.5% reported that they had never been told by a medical professional that air pollution or environmental factors were the cause of any health issues. This result highlights a lack of education and awareness about environmental health risks among people in Guatemala. Furthermore, only 22% of respondents rated the air quality in their residential area as poor, while the rest considered it to be excellent or fair.

Health Symptoms Related to Poor Air Quality
[image: Points scored][image: Points scored]
 Fig 9. Result from Question 8                        Fig 10. Results from Question 9
	The figures above present responses to the eighth and ninth survey questions: “Have you or a family member experienced symptoms (e.g., breathing problems, headaches, fatigue) that you believe are related to poor air quality?” (¿Usted o alguien de su familia ha tenido síntomas como dificultad para respirar, dolor de cabeza o cansancio por mala calidad del aire?) and “How often do you or your family members experience symptoms like coughing, headaches, dizziness, or tiredness that you think might be due to environmental problems?” (¿Con qué frecuencia usted o su familia tienen tos, mareos, dolor de cabeza o cansancio por el ambiente?). These questions were designed to collect data on participants’ experiences with symptoms potentially linked to environmental conditions. As shown in Figure 9, nearly half of the respondents (48%) reported experiencing health symptoms, such as breathing difficulties, persistent headaches, and chronic fatigue, which they associated with poor air quality in their living environments. These symptoms are consistent with prolonged exposure to air pollutants, such as carbon monoxide, commonly emitted from fuel combustion used for cooking and heating. According to Figure 10, the frequency of these symptoms varied among participants: 41% reported experiencing symptoms often, 24.6% reported experiencing symptoms sometimes, 19.7% reported experiencing symptoms rarely, and 14.8% reported never experiencing symptoms. This data highlights a strong connection between air pollution and health issues within the surveyed population. The high prevalence and frequency of symptoms suggest chronic exposure to poor air quality, compounded by limited access to healthcare resources to address these environmentally driven conditions. These findings underscore the urgent need to increase awareness and expand treatment options for individuals experiencing pollution-related health issues in rural and suburban areas of Guatemala.	Comment by Jassey B: Some percentages are given, others are described vaguely (“nearly half,” “majority”).  Please be consistent in reporting

Perceptions of Government and Local Leadership
[image: Points scored]
Fig 11. Results from Question 10
The above chart shows participants’ perceptions regarding the role of government and local leaders in healthcare. They were asked, “Do you think the government or local leaders do enough to improve health or healthcare access in your community?” (¿Cree que el gobierno o los líderes locales hacen suficiente para mejorar la salud en su comunidad?). Half of the participants (50%) answered no, believing that their government or local leaders do not do enough to improve health or healthcare access. Only 29.7% of respondents believe their government is doing enough, while 20.3% said they were not sure.

Air Quality in Guatemala	Comment by Jassey B: Device spikes are sometimes attributed to events without strong evidence; risk of over-interpreting random fluctuations (I sense an issue in CO data interpretation). Also, there is an organization problem. I mean results mix survey data, CO monitoring data, and anecdotal observations, making it harder to follow.
	The research indicates that location and population density are the main factors influencing air pollution, with vehicles and kitchens requiring combustion identified as the leading causes of high carbon monoxide (CO) levels. The data shows a positive correlation between CO levels and areas with dense populations and heavy transportation. The device recorded increased CO levels when placed in public or densely populated locations with significant vehicle traffic. Conversely, the device showed low CO levels when located in enclosed spaces. Some errors in data collection caused random spikes in the measurements; for example, dropping the device during data collection led to unexpected spikes in the graphs. Additionally, the recorded times on the graphs display only hours and minutes, using Guatemala local time (which is two hours behind Eastern Standard Time, or EST).
[image: ]
Fig 12. The CO levels on June 18 
The graph above illustrates CO levels, measured in parts per million (ppm), recorded on Day 1. Several significant CO peaks were observed throughout the day at various locations. At 9:19 AM, a sharp spike reaching 28.5 ppm was recorded while the team was seated at JFK International Airport Terminal 5. Approximately 500 people were present, and poor ventilation likely contributed to elevated CO levels, possibly emitted by nearby aircraft or ground transportation. The highest level, 78.5 ppm, was recorded at 9:42 PM inside a meeting room where approximately 20 individuals were gathered. The combination of limited space, poor ventilation, high occupancy, and indoor cooking activities likely led to a significant buildup of CO in the enclosed area.	Comment by Jassey B: CO monitoring data and anecdotal observations seem to be mixed up, therefore making it harder to follow which one is being represented.
[image: ]
Fig 13. The CO levels on June 19
	Figure 12 is the second CO data graph, recorded on June 19, with multiple spikes in a rural region of Guatemala. With several significant spikes between 1:53 PM and 2:33 PM, the graph proves both the intensity of air toxin levels. It highlights the realities of poor air quality exposure of individuals in rural communities.  At 1:53 PM, the CO concentration peaked at 146.5 ppm, the highest level recorded. This spike occurred when the machine was moving along an unpaved dirt road that was dry and heavily trafficked by vehicles, which caused a significant amount of dust. Combined with emissions from the local village, this likely contributed to a sharp spike in CO levels. The second noticeable spike occurred at 2:31 PM (85.5 ppm) with recreational activity, playing soccer with local children on a dirt field. Physical activity on an unpaved field increased the amount of CO in the air. Through this finding, the research team found that the soil surface that people interact with daily also increases the air pollution risks. 
[image: ]
Fig 14. The CO levels on June 20
	Figure 12 shows the dataset collected from the evening of June 19 to June 20, which exhibits several peaks. The highest peak occurred at 9:28 PM at the hotel where the research team held daily meetings. The level was 36.5 ppm, likely caused by commercial gas spray, which releases volatile organic compounds outdoors with poor ventilation, and this might have increased CO levels in the surrounding area. The second pike was measured at 7:53 AM as the research team was passing vehicles and unpaved roads. This peak shows how walking on dirt roads can also cause a high level of air pollutants. Between approximately 2 PM and 6:30 PM, a constant fluctuation in CO concentration was recorded, which was attributed to traveling on a dusty road in a bus with open windows. The open window allowed smoke from various vehicles to enter the bus, and the combination of dust from the unpaved road affected the CO level, contributing to constant exposure. June 20th data show that simple daily activities, such as traveling to two places, using bug spray, or gathering, can lead individuals to a low to moderate level of CO. 
[image: ]
Fig 15. The CO levels on June 21
	On June 21, the research team moved to a different region via aircraft and needed to move early, which caused a peak at 3:28 AM. The first peak was recorded outside the hotel and resulted from fuel combustion emitted by the bus, which had little ventilation during pre-dawn hours. This finding reflects a common exposure case of Guatemalan people, that emission from motor vehicles contributes to poor air quality. The highest peak occurred at La Aurora International Airport with readinf og 34.0 ppm at 4:20 AM. This spike is most likely due to the combination of heavy traffic, a significant number of travelers, and poor ventilation. Additional spikes were recorded at 4:53 AM in the security check area and at 5:03 AM in the boarding gate area with 21.5 ppm and 11.5 ppm consecutively. These data were caused by a high population with limited air circulation. This dataset highlights that everyday settings, such as buses, airports, and roads, contribute to constant exposure of the Guatemalan population to environmental pollution.
[image: ]
Fig 16. The CO levels on June 22
	On June 22nd, several spikes were recorded from 9:41 AM to 10:24 AM. At this time period, the research team was walking around the facility and attending the Sunday mass, where around 200 people were gathered, causing increased CO levels. This data proves how crowded gatherings can raise exposure to air pollutants. More noticeable peaks were recorded throughout the day while the research team was doing physical activities in a local church with approximately 100 kids and walking around the crowded town, Anituga, where the public park and marketplace are located. The highest peak was at 7:48 PM, around 250 ppm, near a restaurant kitchen. The restaurant was small with minimal ventilation, which suggests that an indoor setting without proper ventilation can increase the air pollutant level and harm respiratory health. 

[image: ]
Fig 17. The CO levels on June 23
	The first notable spike occurred at 7:57 AM in a moving bus, and the high CO level most likely came from vehicle emissions nearby in heavy traffic. Similar spikes happened from 11:15 AM to 11:27 AM, also on the bus. The highest peak of the day was recorded at 10:54 AM due to the strong smell of manure. Although manure itself doesn't cause CO emissions, Guatemala’s agricultural lifestyle contributes to local air pollution and shows how daily life is related to people’s exposure to pollutants. Repeated peaks in the morning highlight Guatemala’s transportation issue, as buses and public transportation in Guatemala often lack proper air ventilation, which leads to pollutants building up indoors. 

DISCUSSION
The findings of this study provide information on the significant challenges faced by people in low- and middle-income countries (LMICs) with environmental and healthcare contexts, specifically focusing on air quality and healthcare access. The data from our survey and empirical data reveal several critical issues that require attention and intervention. 	Comment by Jassey B: Too repetitive of results; lacks deeper interpretation beyond what was already presented.
Very broad framing (“significant challenges faced by LMICs”) without tying findings specifically back to Guatemala. No reference to existing literature to compare or contrast findings.
The findings from the survey show the relationship between air quality and the health outcomes and healthcare access of people in Guatemala. The survey and carbon monoxide (CO) measurements highlight persistent health risks that are compounded by limited healthcare facilities and poor public awareness, reinforcing systemic vulnerability shaped by the Social Determinants of Health (SDOH). 	Comment by Jassey B: Overstates causal relationships;  survey and CO spikes suggest correlation, not causation. There is no statistical evidence presented to support statements like “constant symptoms are related to continuous exposure.” Uses vague phrasing (“majority,” “constant symptoms”) instead of clear quantified results. Environmental health literacy is mentioned but not critically analyzed or compared with studies from similar settings.
Over 70% of respondents use firewood for cooking and heating, which causes exposure to air pollution daily. This surveyed data matches the CO level graph by depicting spikes in poorly ventilated areas, such as kitchens and vehicles, where everyday life occurs and is overlooked in the air pollution context. Moreover, constant symptoms - chronic coughing, fatigue, headaches, and lightheadedness - are related to continuous exposure to CO. The majority of survey participants answered that they or their family members are experiencing those symptoms often, while showing limited awareness of the relationship between air quality and its impact on health. 62.8% recognized that the environment can impact health, 22% responded that their air quality is poor, and more than 60% said they had never been told that the environment causes health issues. These findings show people’s environmental health literacy. Furthermore, the CO data logger provides a practical concentration of air pollutants, and the relationship of exposure to CO varies based on time, activity, and location. High spikes were observed while traveling on a dusty and unpaved road on the bus with open windows; this observation highlights that even daily activities can impact the respiratory tract and health significantly. 	Comment by Jassey B: Oversimplifies complex issues, suggests government/local leaders are “not doing enough” without evidence or reference to policy analyses.
Reads more like opinion than discussion grounded in findings. 
There is no exploration of structural barriers (e.g., funding, infrastructure, political context) that might explain community perceptions.
The data gathered in this study also suggests the need for systematic support from the government, as half of the survey respondents answered that their local leaders were not doing enough to improve healthcare access. This result also emphasizes that the solution for these issues should handle both localized health education and broader governmental action to improve the healthcare system. 	Comment by Jassey B: Again, too broad, I mean here it talks generally about “structural and behavioral factors” without connecting tightly to study findings.
Does not sufficiently address limitations (small sample, short monitoring period, reliance on self-reported symptoms, potential measurement error).
Fails to situate results in the broader body of literature (regional or global studies on indoor air pollution and healthcare access).
Lacks forward-looking insights (there is no clear practical recommendations for health policy, interventions, or future research.)
Lastly, the study shows how air quality caused by structural and behavioral factors contributes to poor health outcomes in underserved areas. The compound of high CO exposure, lack of awareness, and limited access to healthcare facilities proves disadvantages for the Guatemalan population.

CONCLUSION	Comment by Jassey B: The conclusion makes broad claims about “various regions of Guatemala” and environmental exposure despite the small sample size (50 participants, 6 days of monitoring). It should be more cautious and reflect the study’s actual scope. (Overgeneralization sensed)	Comment by Jassey B: Your conclusion does not clearly tie back to the stated research aim (relationship between air quality/CO exposure and healthcare access), therefore creating a weak link to the research objectives. Care to address the issue?
This study investigates the relationship between environmental exposure, healthcare access, and health outcomes in various regions of Guatemala. The findings highlight a compounded vulnerability through frequent exposure to indoor air pollution, limited access to healthcare, and widespread gaps in environmental health literacy. Despite moderate awareness of environmental impacts, many individuals remain unaware of the direct connection between pollution and their health symptoms. The prevalence of firewood use in poorly ventilated homes, paired with limited health resources and perceived political inaction, underscores health disparities in these communities. Addressing these issues and pollution-related illness requires an interdisciplinary approach, such as health education, strict regulation on emissions, and accountable policy interventions strengthening healthcare delivery for Guatemala’s vulnerable populations.	Comment by Jassey B: The conclusion restates results in general terms (“interdisciplinary approach,” “policy interventions”) without offering concrete, context-specific recommendations or future research directions. 	Comment by Jassey B: No limitations are acknowledged (short monitoring period, self-reported survey data, device placement issues). Without this, the conclusion appears overstated. (it lacks critical reflections)



REFERENCES	Comment by Jassey B: Please add more references to at least 15.
Some of the references are not strong (websites, general reports) instead of peer-reviewed primary research. 
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Reliance on grey literature rather than peer-reviewed journal articles reduces credibility.
There are a few reference styles that are inconsistent 
some include full details (journal, volume, pages), while others are incomplete (URLs only).
Hyperlinks are embedded with tracking codes (e.g., #:~:text=) instead of clean citations.
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Do you believe that the environment around you (air, water, land)
affects your health issues?

Not sure

Strongly contributes

Does not contribute

Slightly contributes Somewhat contributes
11.9%
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Have you or your family ever been told that air pollution or the
environment caused a health problem?
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How would you rate the air quality in your residential area?

Very Poor

Excellent
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Do you or your family member have experienced symptoms (e.g., breathing
problems, headache, fatigue) that you believe are related to poor air quality?

48.4%





image10.png
How often do you or your family members experience symptoms like coughing,
headaches, dizziness, or tiredness that you think might be due to environmental
problems?

Sometimes
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Do you think the government or local leaders do enough to
improve health or healthcare access in your community?

Not sure
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