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PUBLIC HEALTH POLICY AMD MORTALITJT IN L./VTIN AMERICA:
THE CASE OF ECUADOR

By

Jorge Enrique Uquillas Rodas

December 1976

Chairman: Herndn Vera Godoy
Major Department: Sociology

Public health policy in Ecuador has evolved from the traditional

concepts of Christian charity and public beneficence for indigent people

afflicted by disease to its present recognition as a basic human right.

The government is now obliged by law to provide medical and health care

services to the entire population.

After many years of much rhetoric but practical neglect^ there has

been a dramatic increase in the programming and implementation of public

health policy in the country^ particularly since the early lj6o's. How-

ever^ public health has not been one of the main priorities of the govern-

ment. The percentage of the central government's budget allocated to

public health agencies re^nalns relatively low.

Tne preventive and curative health services available are concentra-

ted in urban eireas^ particularly in Quito and Guayaquil^ the two largest

cities; very few services are provided for the rural population^ which

represents nearly two-thirds of the nation's total. A substantial pro-

portion of the presently available health resources serve only a limited

vi



clientele, representing primarily middle and upper class groups, e.g.

the medical care services of the Ecuadorian Social Security Institute,

which are virtually restricted to its mostly urban based, white collar

and skilled blue collar affiliates (about six percent of the total popu-

lation of the country).

Tiie research shows that, although mortality as a whole has declined,

deaths of children under five years of age still account for about half

of all deaths. For the total population, the main causes of death are

infectious and parasitic diseases and diseases of the respiratory sys-

tem.

The statistical analysis of the data indicates that most of the

variations in mortality are attributable to ujaexplained factors. From

1962 to 197^^ variations in mortality rates among Ecuador's provinces

were only slightly correlated with either public health policy implementa-

tion or socioeconomic development, Tfiese findings are probably affected

by the nature of the data and the use of aggregate indices. Furtlier

analysis indicates that lower mortality in 1;'.62 and 197^ is niainly asso-

ciated with increased literacy, greater provision of sewage services, and

more doctors per population. Contrary to expectations, the 'nortality

decline occurring in the I962 to 197^ period is negatively associated

with decreasing agrariauiism (i.e., the proportion of the labor force

engaged in agriculture and related activities) and with the provision of

hospital beds, but, on the other hand, as expected, mortality decline is

also positively related with the provision of sewage service and with

increasing number of doctors' per population.

Therefore, the prevalent theory that mortality decline in post -1930

Latin America is determined mainly by the utilization of modern medical

. vii



and health care techniques is only partly sapported. by the data on Ecua-

dor, Mortality decline is related to the provision of public health ser-

vices, more than to socioeconomic development but, in general, it is still

mostly unexplained.



CHAPTER I

INTRODUCTION

Tl:e Importance of Public Health Policy to Morbidity and Mortal ity

Tne reduction of the morbidity and mortality of the population is a

concern of most modern governments. In contrast to the case of fertility

control vhich has encountered strong opposition in some countries, there

has been almost no opposition to governmental projects designed to con-

trol mortality and to improve health conditions.

Direct government action plays a large role in the reduction of mor-

tality. As Johnson (1965) points out, the accomplishments of nations in

the area of mortality control are related to the execution of development

plans as veil as to plans for better provision of health services. T.ie

provision of medical and health services is of particular importance since

their main function is precisely the reduction of morbidity and mortality.

Public health-related decisions determine to a large degree the popula-

tion's level of exposure to disease as well as its differential access

to available health services.

Following Berelson (l97l)_, public health policy — which can also

be interpreted as mortality policy — is defined as governmental actions

that are designed to alter the population's mortality or that actually

do alter it. Therefore, this study takes into account not only explicit

health related pronouncements of the govei-nment but also what is impli-

cit in other areas such as budget allocations, trends of expenditures and.

programs (executed or in operation) and their achievements. Health policy

outcomes or implementation are thus reflected in the qualitative and quant i-



tative distribution of medical and sanitation services around the country.

Trie Substantive Context

Oliere is a substantial body of literature dealing with the deter-

minants of mortality decline in both the economically adveinced nations

of the world and in the economically less advanced ones (Arriaga and Davis,

1969; Helleiner, 1957; Kusukawa, I965; McKeown and Brown, I965; McKeown

and fiecord, 1962; Matras, 1975; Stolnitz, 1955; Vallin, 1968).

¥nile the literature on public policy relevant to population matters

is becoming abundant (e.g. Berelson/ 1971; Ohlin, 197^; Sauvy, 1969;

Vickers, 197^), it tends to focus primarily on the United States and much

less on other areas of the world. In terms of demographic aspects con-

sidered, the available literature leans heavily in favor of public poli-

cies on either fertility control (Berelson, 1973b; Brackett, 1962; Barch,

197^) :or its urban growth correlates (Antoninl, 1972; Miller and Gaken-

heimer, 1971). Mortality relevant policies have not received much at-

tention from demographers or public policy analysts. Tnis occurs despite

the fact that population policies to reduce mortality have been found to

be more effective than policies to affect, for instance, fertility (Berel-

son, 1971:17^).

Tnere are, however, some authors who" deal with the subject of public

policy and health. Kitagawa (1972), for instance, has written about dif-

ferential mortality in the United States and tried, if unsuccessfully, to

analyze its implications for public policy.. A less explicit work but

still relevant to the subject is that ofNoonan et al. (l9T2), in which

the authors indicate, first, that the United States' food distribution

programs, originally conceived to assist farmers, have evolved into pro-

grams strengthening the health of children and the poor, and second, that



all laws promoting health, save those directed to the care of persons

past reproductive age, lead to increased population growth, not only

because they decrease mortality but also because they benefit reproduc-

tion.

Important theoretical contributions have also been made by Ugalde

( 1972a,. 1972b, 1973) and Navarro (l97^). Ugalde 's work is concerned

mainly with the politico -sociological aspects of public health policy

' rather than with its demographic dimensions. Among the author's main

contributions are the concept and model "series of decisions," Series

of decisions is defined as the total number of decisions made in the

attainment of a goal. According to the series of decisions model, there

are four basic types of decisions: l) input decisions, which ma.rk the

beginning of series, 2) programming decisions, which are made in the px-o-

cess of preparing a program, 3) formal decisions, which accept a program,

and 4) implementation decisions, which are made in the process of imple-

menting a formal decision. In addition, the author provides an inventory

of factors influencing decisions which can be of great value for a de-

tailed study of the decision making process in a nation (see Ugalde, 1973)

Navarro places the matters of both public health policy and distri-

bution of health resources in a wider structural context and states that

"the distribution of human health resources follows and parallels the

distribution of most of the resources in underdeveloped countries" (197^:

6). Tiie author further argues that the maldistribution of health re-

sources in Latin America is determined by the same factors that cause

underdevelopment in the continent, namely its economic and cultural de-

pendency and the fact that certain social classes control the mechanisms

of control and distribution of resources in general, including health



resoarces. Thus, he says: "paxallel to what occurs in the overall

economy, the same social groups that determine the patterns of production

and consuiTiption in the primary and secondary sectors also shape patterns

of production and consumption in the health sector. And it can be posited

that these are patterns that do not benefit the majority of the popula-

tion" (Navarro, 197^:14)

.

Using the Republic of Colombia as a case in point, Navarro continues:

"If ve look at the type of morbidity prevalent in the s^urveyed population

(i.e. infectious diseases and malnutrition) and the comparative effective-

ness of the different health activities for combating this morbidity, it

would seem that environmental health services and preventive personal

health services should be given far higher priority than curative servi-

ces, ajid particularly the hospital services" (19T4:17).

The literature dealing with population and health policy in Ecuador

is scarce. Waile mortality and, to a lesser extent, the health system

in Ecuador have been studied previously (Ecuador, Junta Nacional de Plani-

ficacidn y Coordinacidn /jEPCj, Centro de Analisis Demogrdfico /Cj^dJ, 19lh;'

Ministerio de Salud Publica /msp7. Division Nacional de. Planificacidn

£mP7, 197^, 1975; 1976; Favin, 1973; Linden, I967), the role of public

policy in relation to demographic variables has been practically neglected.

Sanders (1972) lOoints out several cases which illustrate a conscious govern-

mental policy designed to introduce fertility reduction programs in the

country. Vega (1964), on the other hand, indicates some mortality rele-

vant policies when he states that the provision of public services -- in-

cluding, of course, health services -- is one of the basic functions of

the state. Recent Ecuadorian government pu'blications have also expressed

the intent to improve health and sanitation conditions of the population



and to farther reduce general mortality^ particularly infant moi-tality

which is rather high (JNPC, 19T2a, 1972b), Public policies affecting

,
demographic variables, aoiong them mortality also have been discussed

by this author (Uquillas 1973)-

An Analytical Framework

Existing knowledge indicates that mortality reduction in Latin

America is related to the provision of sanitation and medical services

(see, for instance, Arriaga and Davis, 1969). In Ecuador, the mortality

rate decline from an estimated 28.9 per thousand in 1920 to 12.4 in 1965

has been attributed to the improvement of health and sanitation services

through the post-1930 campaigns against cholera, malaria, yellow fever,

smallpox, and other diseases (Sanders, 1972).

After providing the necessary background information on public

health policy making and on mortality change in Ecuador, with particular

emphasis on the 196O-75 period, this study attempts to find whether there

is a relationship between (a) mortality and socioeconomic development and

(b) mortality and what is referred to here as public health policy iin-

plementation or, simply, public health. The data analysis involves two

time-related approaches: l) a synchronic or cross-sectional approach

and 2) a diachronic or longitudinal approach. Using data for two fixed

points in time, circa 1962 and circa 197^, the synchronic approach tests

the main nypothesis that, in Ecuador's provinces, the greater the public

health policy implementation in a given year (1962 or 197^), the less the

mortality of the population in the same year. In contrast,- using data

on the change occurring between circa 1962 and circa 197^, the diachronic

analysis tests the main hypothesis that, in Ecuador's provinces, the

greater the public health policy implementation during the 12-year period,



the greater the mortality decline of the popiolation d^xring the same period.

One basic assumption under which this analysis operates is that, although

the actual data on socioeconomic development and public health policy

implementation may be concurrent to those of mortality, they represent

phenomena prior in time to mortality. Tliis assumption is necessary be-

cause the most reliable and readily available data are either those col-

lected by the national census or those vhich can be used in conjunction

with the census reports.

Methodology

Data Collection

Tne basic so'urces of data for this work are: l) the national cen-

suses of 1950, 1962, and 197^; 2) the vital statistics reports published

by the Ecuadorian Civil Register ( Anuarios de Estadisticas Vitales ); 3).

additional demographic data and health statistics published oy the National

Statistical Institute ( Anuarios de Estadist ica) as well as by international

organizations, such as the United Nations (Demographic Yearboo'v , Population

and Vital Statistics Report ), the InterAmerican Statistical Institute

(America en Cifras ), the Pan American Health Organization, etc; h) official

documents and publications (among them those of the Official Register, the

Ministry of Health and the National Planning Board); and 5) data obtained

from open-ended intei-views with selected decision makers and others with

imowledge in the area of public health.

Ecuador's census data have been reported as being fairly reliable

(Saunders, 1959; Merlo, I969); however, data on vital events, specifically

on deaths, seem to be incomplete mainly due to underregistration. Tiiere-

fore, the author has made a special effort to select those figures of



greater dependability and^ when necessary, to identify the shortcomings

of the data.

Tne data collection phase consisted primarily of the acquisition and

borrowing for consultation of census materials and vital statistics as

well as several other forms of official records and documents (which were

summarized in the previous section). To a lesser extent, data for the

study of public health policy were collected in open-ended interviews

with officials of the Ecuadorian government. Ttiese interviews tried to

elicit information on public policy and its implementation, information

which often is not available in written form.

. The collection of most of the data was carried out from June to

November, 1975- A great deal of time was invested in locating officials

who were knowledgeable about particular aspects of health and requesting

authorization to review official documents. In some cases, the unique-

ness of a given document or the lack of cooperation of an official re-

quired the researcher to examine and take notes on the docujfient while in

one particular office. Sometimes officials allowed the researcher to take

out documents for xeroxing; and occasionally, some government employees

were kind enough to provide extra copies of them.

Interviewing was a particularly hard task. Miile there were some

officials who v7ere glad to give part of their time to answer questions

and talk about their work, a significan'c number of them were ha-^d to find

because their work included frequent travel to provinces. A few high of-

ficials were reluctant to be interviewed personally and designated a

subordinate to do the. talking. Frequently, this was beneficial since

career employees, in positions of lesser political significance, had

longer acquaintance and better luiowledge of the activities of a given



office.

Tie officials interviewed were either chiefs of Division ( a sab-

classification of the Ministry of Health), vho ranked next to the Minister

and his undersecretary, or their delegated subordinates. Tne Divisions

they represented -were: Planning, Technical Services, Finances, Develop-

ment of Health, Epidemiology, Nutrition, and Odontology.

Some public officials working in other government agencies were also

interviewed, particularly employees of the National Planning Board (Social

Affairs Section) and the Medical Department of the Ecuadorian Social Se-

curity Institute.

As the questionnaire was open-ended, the interviews varied in format

and length. In general, officials were asked questions about basic health

policies of the Ministry section in which they worked and were encouraged

to elaborate on their objectives, mode of operation, specific plans or

programs, their financing, methods of implementation, and duration in

time. The need for information on officially adopted programs and their

financing was particularly stressed.

The officials ' reaction to being interviewed varied greatly. Some

were disposed to elaborate at length on the subject matter while others

were very incommunicative.*

Public officials do not always think in terms of "public policy,

"

"norms," "guidelines," or "implementation." A circuitous manner of ap-

proaching the subject was required in many cases. Ttierefore, when a

given official was uncertain about the health policies of his subdivi-

* An extre.me example of the latter is given by a Chief of Division
who basically said "policy is money" and when queried about the meaning of
his statement, he replied that no matter what is stated as policy, its im-
plementation is possible only wlien money is allocated.



sion, he was requested to answer questions such as: vhat does. your office

do? what are its functions within the Ministry of Health? and what work

does it do at the local or national levels?

Data Analysis

For the data analysis phase ^ the author used such procedures as

assembling, summarization, and interpretation of the censuses and other

demographic and statistical data. In the study of mortality there was

sin extensive reliance on several basic techniques which are widely used

in the field of demography, among them the crude death rate and the in-

fant mortality rate (see Elizaga, 1969; Barclay, 1970; Smith and Zopf,

1970, UN, 1967). The study of factors related to mortality decline

was performed partly using a social typology constructed according to

Mattelart and Garretdn's (1965) method and partly using statistical mea-

sures appropriate for interval scale variables, primarily simple and par-

tial correlations

,

Outline of the Study

Following this introductory chapter, some backgro'und information

about Ecuador in general and about its public health history in particu-

lar is provided in chapter II. Some characteristics about the country

and its people are briefly outlined in order to provide a specific frame

of reference and to present some of the terms used in the rest of the

study. Also, an abbreviated history of public health and of the develop-

ment of public health policy is presented beginning with the nineteenth

century. Some specific dates and eveniis are taken as representative of

a period in public health history and as stepping stones leading to an

understanding of present public health policies. For each period con-
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sidered, an effort is made to describe prevalent ideas about health, some

problems and solutions, including actions taken by the government.

Chapter III deals vith public health policy since i960 to the present.

It is primarily concerned with the series of decisions defined as pro-

gramming, i.e., the elaboration of health plans and programs as veil as

the creation of institutions of public health

.

Chapter IV covers implementation decisions as reflected in their

outcomes. Trie analysis of public health policy implementation includes

data vhich range from national budget allocations for public health to

the final regional and provincial distribution of public health services

in the nation. Ttie differential distribution of services, until about

i960 and from i960 to 197^; is particularly studied in order to find vhat

sectors of the population are better served than others.

Chapter V looks into the mortality conditions of the country. Re-

gional eind provincial differences are analyzed according to various fac-

tors such as age, sex, and residence. This chapter includes a section on

the main causes of death in relatively recent time periods

.

In chapter VI the case of Ecuador is used to test two main hyptheses

of mortality change: l) that which posits that mortality change is rela-

ted to socioeconomic development and 2) that which affirms that mortality

change is primarily associated with the development of modern techniques

of health care, Tnere is also a brief discussion of the relationship be-

tween mortality and particular aspects within public health policy imple-

mentation.

Finally, chapter VII presents some concluding comirients
,
particularly

in regards to the model tested in chapter VI and alternative ways of using

the data available in order to obtain a better explanation of mortality.
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It should be pointed out that chapters II to IV, which represent a

large portion of this study, deal mainly with background information.

This relatively large treatment of institutional developments, plans and

programs, and the distribution of health services does not make very

interesting reading. Yet, it is of great importance not only for area

specialists but also for people concerned with the study and Improvement

of health conditions in Ecuador. Tliis is probably the first comprehen-

sive effort of this type, and is the result of much effort, particularly

that of connecting .disjointed pieces of data.



CHAPTER II
TIE DBVELOPMEN'I OF PUBLIC HEALTH POLICY IN BJJADOR

The Country: Selected Characteristics

Geographical Setting

Tl'ie Republic of Ecuador at the present time occupies an area of ap-

proximately 271,000 square kilometers. Its territory is located on the

northeastern part of South America, bordering Colombia on the north, Peru

on the south and east^ and the Pacific Ocean on the west. Ttie Andes

mountain range crosses the country from north to south creating a con-

tinental area of three contrasting regions: l) the Sierra (literally

the Highlands) or the territory occupied by the Andes; 2) the Costa

(literally the Coast) or western lovlands^ and 3) the Oriente (literal-

ly the Orient) or eastern lowlands . Tlie Galdpagos Islands, located over

five h'ondred miles off the coast, have been traditionally considered a

fourth natural region, Tlie Oriente has about half the country's total

surface, the Sierra and the Costa share the other half.

Demographic Contrasts

Ecuador is a country of sharp contrasts. One of them concerns the

way in which the population is distributed. From the data presented in

Table 1 and Figure 1, it can be observed that, in 197^, 97 percent of the

population lived in the highland and coastal regions, where densities

ranged from 13.5 innabitants per square kilometer in Esmeraldas to 7^.6

in Guayas, On the other hand, less than three percent of the population

lived in the eastern region and the Galdpagos Islaxids; their densities

12
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Table 1. Popalatlon of Ecuador, Wtunber aiid Percent, by Region and Province
1962 and 197ij-.

'



Ik



15

vere belov two inna'bitants per squai-e kilonietei-.

Administration and Politics

A unitary State, Ecuador currently divides its territory, for poli-

tico -administrative purposes, into 20 provinces. Each province is ruled

by an appointed governor, vho represents the executive "branch of govern-

ment. Provinces in turn are subdivided into cantons. There are ll4

cantons in the country; each of them is ruled by an alcalde (mayor), who,,

by law, is supposed to be elected to the post but when a de facto govern-

ment is in power, is often appointed. Cantons are subdivided into parishes,

which are the smallest politico-administrative units. There are 917 pa-

rishes, 203 urban and Tl^i- rural; each of them is ruled' by a political

lieutenant, who. is also appointed by. the executive branch.

One of the main characteristics of. the political system of Ecuador

is the instability of national governments. Tiie country's history records

a long succession of constitutions, elections, coups d'etat, and short-lived

regimes. Since 183O to the present, there have been 16 different consti-

tutions, an average of one per each nine year period. Only three times --

from 19''+8 to i960 -- have elected presidents finished their terms in of-

fice. All other elected governments have been cut short by coups d'etat.

In fact coups d'etat are the usual means of reaching power in the nation.

Regardless of the way in which they acquired power, Ecuadorian presi-

dential regimes have been short-lived. This has been mostly due to the

conflicting interests of the country's oligarquia (oligarchy) or ruling

elite. Tlie political instability, typical of Ecuador as well as of . other

Latin American nations, is vividly illustrated by the events of the last,

decade. In I966, a Military Junta was deposed after three years of de

facto rule. It was soon followed by the interim government of President
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Yerovi IndabuLi-a and the election of a Constitational Assembly. Tiiis

Assembly selected a new president^ Otto Arosemena Gomez, vrote a new con-

stitution, and called for national elections. In I968, Jos^. Maria Velasco

roarra was elected president; he declared himself dictator in 1970, doing

away vith the latest constitution, the congress, and many other elected

officials. Within two years, in February 1972, Velasco was overthrown

by the Military. Tlie new dictatorship was at first led by General Guil-

lermo Rodriguez. Lara a.nd, since ealy 1976, has been headed by a three-

man Junta.

Also, Ecuador's political system has traditionally been characterized

by decentralization of decision-making. Tuus, the power of formulating

public policy often has been relegated to autonomous institutions. To a

large extent, decentralization has been due to the existence of regionalism

in the co^ontry's politics and to the lack of adequate means of communica-

tion among the different regions and provinces. Trie Sierra and the Costa

often have followed different political co'urses, as illustrated by the

turn of the century split between the p.redominantly Conservative high-

lands region and the predominantly Liberal coastal region. In regard

to the lack of communieation, before the 1920 's, the only effective means

of transport between the Sierra and the Costa was the Quito -Guayaquil

railroad and, at the present time, altho:jg;i the situation has impi'oved

with the opening of several roads across the nation, there are still

large areas isolated from the rest of the country, i.e., the Oriente

provinces.

In addition to decentralization and instability, some of the factors

affecting policy-making in Latin America -- mentioned by Anderson (1967:

II5-I37) -- are also applicable to the Ecuadorian case, particularly the

following: l) the government's limited knowledge of the co^untry's needs.
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due to lack of capa"ble personnel and lack of accurate statistical informa-

tion; 2) the low degree of the citizenry's concern and participation in

the political process (usually less than 15 percent of Ecuador's total popu-

lation participates in the electoral process); and 3) the role of special

interest groups in the making of public policy.' (For further details on

Ecuadorian politics^ see Martz, 1972.)

Social and Economic Aspects

By most social and economic indicators^ Ecuador belongs to the so-

called underdeveloped or Tliird World nations. Traditionally, it has been

one of the poorest nations of Latin Ai-nerica, with no major industries, and

dependent to a large degree on income derived from export of 3gricultu.^al

products such as bananas, cocoa, and coffee. In the last four years,

thanks to the discovery and subsequent exploitation of oil in. the Oriente,

Ecuador has been able to increase its national revenue and has invested

some of it in national social and economic development programs. Its gross

domestic product grew from US $8iil million in 19^0, to US $1676 in 1970

and US $3^75 in 197^; while it took ten years to double the i960 figure,

it took only four years to double the 1970 figu;re. Its mean annual per

capita income has gone from US $195 in i960 to US $275 in 1970 and US $500

in 197^. The budget expenditures of the Central Government have also in-

creased from US $69 million in i960 to US $l48 in 1970 and US $kk'( in

197^ (Ecuador, Banco Central, 1975).

Tlie apparent improvement in socioeconomic conditions, however, does

not mean- that social conditions have improved at the same time. The in-

creased benefits the state receives are only partially transmitted to the

masses of .people. The degree and speed to which this distribution occurs

depends heavily on whether social welfare is among the priorities of the
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national government. At this point in time it is not possible to evalu-

ate properly the effects that recent events such as the exploitation of

oil and the military rule since 1972 will have on the social configura-

tion of the country.

Recent evidence indicates that the 'population of Ecuador is still

predominantly rural; in 197^-; over ^8 percent of all inhabitants lived

in rural areas. The national census (OCIT, 1975) defines as 'Orban the

population of provincial capitals and canton seats (vhen the latter are

in concentrated nuclei). The percentage of economically active popula-

tion (aged 12 and over) engaged in agricultural and related activities is

very high, although it has decreased from about 6h- percent in 1962 to 56

percent In 197^- Moreover, at a time when many modern states of the world

have practically eliminated illiteracy, over a quarter of the population

(26 percent in 197^) is still unable to read and vrite a simple paragraph.

Finally, according to sample results of the 197^ national census (OCN, 1975),

over 61 percent of the total number of existing dwellings lacked the mini-

mal services of potable water, electricity, toilet, and sewerage connec-

tion. The majority of dwellings consisted of no more than two rooms and

gave shelter to an average of five persons per dwelling.

A Brief History of Public Plealth

Tiie history of public health and of medicine in a nation cannot be

segregated from other historical facts and the sequence of events to which

they belong. As a specialized history of Ecuador is beyond the limits of

the present endeavor,, the author has opted for the presentation of a brief

sketch of health and health policies taking 1895 and i960 as major turning

points. The year I895 i^a-rks the advent of Liberal governments and a new

conception of the State in relation to Public Health. Tne year i960 marks
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the beginning of a period of increased avareness of the need for change^

the adoption of planning at the national level^ and the creation of im-

portant public health institutions,

Tlie Pre -National Period

Before 153^, the year in vhich the Spaniards consolidated their con-

trol of the northern part of the Inca Erapire by taking over Quito and

"fo'unding" . it vith the name of "Villa Real de San Francisco de Quito^" the

territory of the present Republic of Ecuador was occupied by innumerable

Indian tribes, some of which formed loose confederations in the hoyas or

intermo'untain valleys of the Andes. Of these confederations, the "Quitu"

or "Shiry" vas the most influential in the period preceding the conquest.

Tills confederation, also known as the "Kingdom of Quito," vas integrated

into the Inca Empire vhen the Spanish military arrived In America. According

to Phelan (1967:^^) the most accurate estimates of the pre -conquest popu-

lation of the Kingdom of Quito are those 'which have placed the figure not

beyond the T80,000 to 1,000,000 mark,

Tae Spanish conquest radically altered the demographic structure of

the Inca Empire. It provoked a great reduction in the number of inhabi-

tants due to the vars of conquest and the introduction of diseases vhich,

in the form of sweeping epidemics, decimated the Indian population (vho

had not developed any immunity to these new types of virus strains).

During the colonial period, thousands of Indians were killed by succes-

sive epidemics of smallpox and measles, as well as other diseases. In

1589, 30,000 people died in the city of Quito as a consequence of unidenti-

fied epidemics (CAD, 1975:6); about a centiury later, in 168O, smallpox

alone caused the deaths of more than 6o,000 people in the territory of the

old Kingdom of Quito (Dobyns, I963).
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Regarding the number of inhabitants of the Kingdorn of Quito during

the sixteenth and seventeenth cent'uries^ there are estimates of about

half a million before 160O (Phelan, 1967:^9) and 580 thousand in 165O

(Debuyst, 196l:l6o).
,

Ilie illnesses -which the Spaniards communicated to the indigenous in-

habitants constituted true bacteriological •weapons •which facilitated the

conquest and subsequent long-lasting domination of the latter people. To

state that the Indians had no defenses against those diseases does not

mean that they did not have some knowledge of medicine and public health

care. In fact, long before the Spaniards came, the native Americans had

already a vast knowledge of the medical properties of many plants and herbs

and had even performed . more complex healing proceduires, such as the brain

su-rgery the Incas apparently used to extirpate tumors. Moreover, they had

knowledge of preventive hygienic measures, which perhaps were incorpora-

ted in their religion and lore (see Paredes, 1963).

Tills folk medicine and traditional loiovledge, accumulated by trial

and error for many centuries, came to represent the main medical resource

of the people of Ecuador. Even today, it is difficult to say what is the

impact of folk medicine and its contribution to public health. However,

its impotence in the face of epidemics, a commonplace occurrence in Ecuador

until as recently as the 1930 's, is beyond doubt. Tlie present historical

sketch does not deal with folk medicine and its contribution to public

health. It is not because it may be considered unimportant. Rather, it

is suspected to be crucial in the general welfare of the population, and

particularly, in that of the less privileged segments of Ecuadorian peo-

ple. Its neglect is due to the fact that this dissertation is focused on

public health policy, i.e., governmental actions designed to alter the

population's health conditions.
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Tiie First Decades of National Life: 183O to l89p

The population of Ecuador at the time of its sepai-atLon from the

Gran Colombia in 183O -- eight years after gaining independence from Spain

-- is estimated at aro'ond 8OO thousand inliabitants. Daring that period in

history the population must have increased very slowly because by 1861 a

census of the Sierra and Costa co'unted approximately 839 thousand inliabi-

tants. About 9h percent of the people enumerated lived in the Sierra.

Quito had about 35 thousajid people and Guayaquil over 15 thousand (Paredes,

1963, Vol. II).

According to the limited information available (Paredes, 1963i Madero,

1955; CAD^ 1975), the population of Quito grev? from about 30 thousand in

the 1830 's to 45 thousand in the l890's. Tne population of Guayaquil grew

from about 10 thousand in the 1830's to somewhere between 30 anfi ^-5 thou-

sand in the 1890 ' s

.

During the nineteenth century, several diseases periodically assumed

epidemic proportions and caused great loss of life. Among these were

yellow fever, smallpox, malaria, dysentery, measles, tuberculosis, syphilis,

leprosy, tetanus, and w.hooping cough. An l8'-i-0 yellow fever epidemic, for

example, caused the death of ^,550 people in areas ijhich are now the Pi'o-

vinces of Guayas and El Oro (Madero, 1955 :206).

Preventive service s

Tiie few preventive services available In the early years of the

Republic were provided by the Juntas de Sanldad (sanitary boards), some

of which predated Independence, while others were created by Simon Boli-

var when he was president of Gran Colombia. Quito and Guayaquil (perhaps

also Cuenca, Loja, and Rlobamba) had s/anitary boards during most of the

nineteenth century.



22

By the l860's, the main function of the Juntas de Sanidad vas to ob-

tain and preserve the smallpox vaccine, and sometimes also the yellow fever

vaccine -- both of which were already available in Eu:rope, and Worth America

-- for use in the frequent epidemic outbreaks. Tlie customary response to

an outbreak of smallpox was mass immunization of the population.

Also considered as a preventive service, and as a forerunner of

sew^age services, is the enterprise of the abrdmicos which was started in

Guayaquil in 1862. People known as abrdmicos obtained their name from the

containers in which they collected human refuse for cosequent disposal

outside the city limits. It was a private enterprise and users had to

pay for the service.

Ecuador's first piped water system was installed in Guayaquil in 189I.

Quito at that time was supplied with fresh water by means of open canals

which brought it from a nearby snowcapped volcano, the Pichincha. Tciis

canal system had been In use since before the arrival of the Spaniards

in 153^.

Carative services

Traditionally, from colonial times through the early republican period,

wealthy people received medical -- mostly curative -- care from the few

persons who had some training in medicine such as the protomedicos of the

ealy iSOO's. The protom^dicos were people with at least some theoretical

training in the schools existing at that time. They differed from other

medical practitioners such as the sangradores (bleeders) who had almost

exclusively practical training. In later years, wealthy people either

had the services of private physicians or, if needed, were interned in

private clinics.

The majority of the people, primarily Indians and some whites and
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mestizos, could not afford the services of private physicians. If they

received any medical care at all, it would have been from the curanderos

(folk medicine people) or from the church in the name of charity.

Tlie cities of Quito, Guayaquil, Cuenca, Riobamba, and Loja had hospi-

tals. Paredes (1963) reports that by the turn of the nineteenth century

there were five hospitals in Ecuador and that the number increased to 17

by 1892. Other hospitals, such as military ones, did not operate perma-

nently because they vere created or dismantled according to the needs of

the moment such as the vars of the I85O-60 period or the Liberal insur-

gencj*- of the iBBO's and early l890's. Sometimes military hospitals vere

no more than wings of an already existing hospital, reserved for military

purposes,.

Ihe concept of charity predominated in most early nineteenth century

thinking about public health, ITiis type of thin.cing vas a worldwide (or

at least European and American) phenomenon, not limited to Ecuador or

South America. A clear illustration of this is given by the names of the

two oldest hospitals in Ecuador: that of Quito was called ."Hospital de

la Misericordia" (Hospital of Mercy), that of Guayaquil, "Hospital de la

Caridad" (Hospital of Charity)

.

Ttie hospitals of the time were mainly built to serve the most import-

ant health needs of the populace, i.e., the Indians and other poor people

that lived in the main cities or fairly close to them. But that majority

of the population that lived in rural areas of the. co'untry had no other

recourse but its folk medicine and whatever hygienic norms it learned

through the influcence of the Catholic Church.

Human health resources

In 185^ there were between 50 and 60 physicians in the nation. The
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Sierra had. ko (25 in Quito ^ three each in Cuenca^ lf'>jo, and Rioharaba^ tvo

in Latacunga) and. the Costa had only l^l- (ll in Guayaquil, tvo in Manabl

Province and one in Baule). Besides doctors^ the only health personnel

available in hospitals before 1869 were the barchilones who ac;ted as kinds

of nursing assistants. In I869, the Sisters of Charity arrived in Ecuador

and were the first nurses to work in the country (Paredes, 1963^ Vol. II;

Madero^ 1955). These nuns came after the National Convention of 1869 re-

quested their services on the suggestion of the delegate Gabriel Garcia

T'breno. Garcia Moreno^ who later became President of Ecuador^ is one of

the best known political figures of the country, famous for his religious

zeal as well as his ruthless use of power.

From Christian Charity to State Welfare, l895 to I96O

In 1895., Liberal forces led by General Eloy Alfaro defeated in the

battlefield the Conservative forces at that time in power and took over

the reins of government. A detailed description of what distinguished

liberals from conservatives in Ecuador is beyond tlie purposes of this

study. Yet, it is necessary to point out that there were some basic

ideological, political, economic, and regional differences between both

groups.

Liberals represented the possibility of radical change at the time.

Tiieir ideological influences could at least partially be traced as far

back as the Enlightenment and the French Revolution in Europe .and, in the

American continent, the principles embodied in the United States Consti-

tution at that time. To a large extent, Liberals in Ecuador were also .

influenced by ideological currents operating in Latin America since be.fore

Independence. Tiie writings of Narino and Espejo alone, in what a.re now

Colombia and Ecuador, are examp.le3 of ideals and principles later espoused
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and developed by Liberal thinkers. In more pragmatic terms, Ecuadorian

Liberals found their main support among British cooiraercial interests

(vhich at that time had a powerful influence in world affairs), among the

increasingly powerful merchant class of the Costa, and among people who

were just fed up with the abuses and corruption of Conservative regimes.

Conservatives represented the maintenance of old political and eco-

nomic structures in the nation. Their ideological influences derived

mainly from the Roman Catholic Church. They had controlled the govern-

ment for many years; for almost 15 years, from about i860 to l875, Gabriel

Garcia Moreno was the almost undisputed strongman of Ecuador and, obviously,

the main defender of Conservatism. . For additional support, the Conserva-

tives relied heavily on the Church hierarchy and on the common people in-

fluenced by the Church to the point. of fanaticism as well as on the tra-

ditional rich families and landowners of the Sierra,

The ascendancy of Liberals over Conservatives, to a large extent,

meant that of merchants over landowners and of coastal interests over

highland interests. Liberalism reduced the influence of the Catholic

Church in most aspects of secular life and, at the same time, gave way

to a greater participation of the state in providing public services.

In contrast to previous years in which health care services for indi-

gents were provided out of Christian piety or charity and on a very limited

scale, with the advent of Liberal governments after l895 the idea that it

is the state's obligation to maintain health and to make available services

to the largest number of people possible started to take hold. The words

beneficencia (beneficence or welfare) and asistenc ia (assistance) replaced

misericordia (mercy) and caridad (charity) in the official lingo. A most

insightful comment on the Latin American conception of public health in the
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1930 's is given by a publication of the Pan American Health Organization.

According to it, the provision of health services was stil], doininated by

the paternalistic attitude of people in power, and health services to the

very poor were still "regarded as a matter of gracious charity, not as a

human right," and, in addition, "much tinie was to pass before it was under-

stood that this 'charity, ' in the way it was dispensed through the welfare

organizations, was really financed by the recipients themselves" (Pan

American Health Organization /PAHC7, 1973 :l8).

The antecessors of some of the largest present-day public healtli

institutions were created in the last years of the nineteenth century.

The Ministerio de Instruccidn Publica, Justicia, Estadistica y Beneficen-

cia (Ministry of Public Instruction, Justice, Statistics and Welfare) was

created in l884. The Junta Wacional de Asistencia Social y Beneficencia

Publica (National Board of Social Assistance and Public Welfare) was crea-

ted around I896 as a "decentralized" or "autonomous" institution.* Its

main function was to coordinate the work of welfare boards being set up

aro'und the country, especially the Welfare Board of Guayaquil and Social

Assistance Board of Quito, both of which were also autonomous institutions.

At the time, the main responsibility of these welfare boards was to ad-

minister public facilities such as hospitals, asylums (institutions for

the mentally ill), and cemeteries.

In 1925, the Ministerio de Provisidn Publica, Asistencia Social y

Trabajo (Ministry of Public Welfare, Social Assistance and Labor) was

* Decentralized institutions in Ecuador have different degrees of
autonomy. Tliey respond directly to the executive branch of government
and are sometimes under the. nominal control of a ministry. Tiieir budgets
are usually not included in the total national budget and, more often
than not, special legislation has provided them with their own sources
of revenue. The .Tennessee Valley Authority in the United States I'e-

sembles some Ecuadorian autonomous institutions.
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created.* Among the, multiple functions of this ministry was that of pub-

lic health care. ; Only in 1926^ after three decades of Liberalism, was

the state's obligation to provide medical and health services to the popu-

lation made into law (Erickson et al., 1966:48).

An overview of health conditions

By 1906 the population of Ecuador had grown to an estimated 1.4 mil-

lion innabitants, almost doubling the 1861 number of 839 thousand. The

city of Guayaquil had approximately 82 thousand inhabitants, having in-

creased about 57 thousand since 186I; in contrast, Quito, the nation's

capital, had only 52 thousand, just about 17 thousand more than in 1861.

Migrations from the Sierra to the Costa were partly responsible for the

faster growth of Guayaquil as compared to Quito. The scarcity of arable

land in the Sierra and both the increment of trade and of agricultural pro-

duction on the Costa were- some of the determinaxits of such population move-

ments . .

During the first half of the twentieth century, the population of

Ecuador increased rather slowly. Although reliable data are not available,

it appears that it took the country over hO years to double its estimated

1906 size. The main determinant of such slow growth was undoubtedly the

extremely high incidence of mortality, which is indicated by the scattered

pieces of information available. For instance, the country's crude death

rate in 1920 is estimated at 28.9 per thousand (Sanders, 1972:2).

Low levels of health were, in turn, a dramatic manifestation of the

low standard of living of the large majority of the people. Scattered

reports show an awareness that factors associated with. poverty were re-

lated to numerous illnesses which produced much loss of life, especially

* Its name was changed to Ministerio de Previsidn Social y Trabajo
(Ministry of Social Welfare and Labor) in 19^0.
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among children. In the early 19^0 's^ for instance, the greatest health

problems faced by public health institutions in Ecuador were the preva-

lence of tuberculosis, malaria, and anitilostomiasis. Tuberculosis vas

particularly prevalent among ill fed. individuals, affecting huge segments

of the population (Ecuador, Ministerio de Pi'evisidn Social y Trabajo

[jTQjl , 19^3). Similarly, there vere repeated outbreaks of exanthematic

typhus, a disease that thrives in cold leather and in conditions where

poverty and crowding prevail.

Before the 1930 's, vhen systematic campaigns to eradicate various

diseases started, severe epidemics of smallpox, yellow fever, and cliolera

were frequent, some of them yearly, throughout all of Ecuador.

Tlie governinent 's limi ted knowledge of social conditions

One of the foremost limitations of the period was the lac': of accurate

data on the social conditions which a health policy would need to consider

as its base. That disease was everyi-;here appeared obvious, however, there

was very little accurate information on incidence, causes, fatalities pro-

duced, and so on. In t!ie absence of reliable statistics, the problem; of

iiealth was usually described in very general terms in governmental reports.

As 3 consequence, proper planning was mads impossible. Yet, a growing

awareness of a serious "health problem" is present since the 1920 's.

The system of data collection, some of them relevant to healtli, im-

proved significantly by mid-centu;ry. Tiie first vital statistics reports

covering the whole nation were published in the late 19'jO's. T;vo local

censuses, one in Quito and another in Guayaquil were conducted in 194'i'

and 19^3. The first national population census was taken in 1^50. Trie

census, since then taken evevj 12 years, yields data whose knowledge is

crucial for the appraisal of health conditions, planning, and the making
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of policy decisions concerning health.

Preventive care: institutions and activities

Some Important developments occurred in the first decades of the

twentieth century: l) the creation of sanitation and hygiene institutes

in Quito and Guayaquil, starting in 1903^ and the setting up of sanitary

boards in other provincial capitals; 2) the 1908 unification of the Sani-

tary Service vith headquarters in Guayaquil, followed by the l^'lU creation

of a subdirectorate in Quito, and 3) the post-19l8 work of tiie First Yel-

low Fever Commission, sent by the Rockefeller Institute, which had re-

markable effects in reducing the incidence of yellow fever in the country.

These developments indicate a growth of consciousness regarding public

health. Tiiey also represent the typical legalistic approach to national

problems by which an institutional administrative apparatus is set up at

the outset, even when adequate financing and human resources are slow to

come

.

There is very little documented information .on public health activi-

ties before 19^+0. This could indicate a relative lack of those activities,

but certainly it demonstrates a lack of the need for public accountability

and planning. Wotwithsta.nding, one important health institution, the

Direccidn Nacional de Sanidad e Higiene (National Sanitation Directorate)

was created around 1930. This large autonomous institution, under the

supervision of the Ministry of Social Welfare, had its headquarters in

Guayaquil and had jurisdiction over the whole country. In 19'^i-'-i-, however,

it was decentralized somewhat by the creation of two Inspectoriac Tecni-

cas (Technical Supervision Offices) one in charge of a cluster of northern

and central provinces and the other of several southern provinces. Also,

the National Sanitation Directorate was expanded through the creation of

Provincial Sanitation Boards.
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At first^ the National Sanitation Directorate i/as primarily responsi-

ble for controlling the spread of epidemic diseases either throagli en-

vironment sanitation or mass immunization campaigns. In later years and

before the creation of the Ministry of Public Healthy, the National Sani-

tation Directorate served as a Secretariat. of Health vithin the Ministry

of Social Welfare. It theoretically coordinated the vork of about 50

agencies of the ministry vhich vorked in the health field.

After 19^0, documentation regarding public health activities mounts

dramatically^ indicating perhaps a need to respond to domestic and inter-

national pressures for more acco'untability and, more important, a grovth

in actual number of public health related institutions. The creation of

more public institutions and corresponding grovth of official bureaucracy

in Ecuador could be interpreted as reflecting greater permanent concern

for the health needs of the majority of the people. Yet^ it could also

be seen as a political phenomenon with little relevance to public liealth

care. It is very likely that -- as Jaguaribe (1969) points out in his

study of the Brazilian political process -- the creation of white collar

jobs in Ecuador was a strategy of the national government designed to

benefit its largel;/" unemployed middle class clientele in exch.ange for the

latter 's political support rather than a measui-e to improve the administra-

tion and provision of publich health services.

Tlie main public health institutions created after 19'+0 are described

below.

The Institute Nacional de Higiene (National Institute of Hygiene)

"Leopoldo Izquieta Perez" started its operations in the early l,;'+0 ' s

(fo'unded in 19^1). Its main functions were "the sanitary and quality

control of foods, drugs, and cosmetics, the production and storage of

vaccines, and performing many types of laboratory exauiinat ions" (Fa /in,
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1973:l8ii).

The Institute SFacional de Nutricidn (National Institute of Nutrition)

was created in 19^8 vith the principal objective of carrying out research

in the area of nutrition, training specialized personnel, and preparing

nutrition education materials for use in schools around the country. One

of the immediate practical objectives of the Institute, according to a

Legislative decree of 19^9; ^"ss to launch a campaign against endemic goi-

ter. Yet a quarter of a century later, little had been done in this area;

this despite the fact that the National Institute of Nutrition started its

work in 1950 with excellent prospects: it received significant contribu-

tions from the Pan American Health Organization, the Kellogg Foundation,

as well as the public sector in Ecuador.

In keeping with the national tendency to create autonomous organiza-,

tions under the National Sanitation Directorate, several other institu-

tions were created for the purpose of combating specific epidemic diseases,

among them: the Ecuadorian Antituberculosis league, the National Service

for the Eradication of Malaria, and the Yellow Fever Institute.

Outstanding among the above mentioned institutions, particularly

because the incidence of tuberculosis was vevj high in those years, "^^ was

the Liga Ecuatoriana .Atrtituberculosa {LEA, Ecuadorian. Mtituberculosis

League) crea.ted in 19^2. Tlie National Congress provided it with its own

sources of revenue, consisting primarily of taxes on itaports and exports.

Its main functions were curative. The preventive aspect was apparently

in the charge of a related institution, the National Antituberculosis

Service. In fact, however, the main organization fighting this disease

* For instance, by 1950, Ecuador had abo-ut three thousand deathr

annually attributed to tuberculosis.
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was the Ajititaberculosis League. By 1951; it had under its control three

isolation hospitals^ three sanetori urns, 17 dispensarier; , and two survey

centers, as well as especially assigned roo:ns in hospitals run by the

Public Assistance in some areas, a total of 1200 "beds {i^S, 1951).

During the 1950-53 period, the National Directorate of Health started

a campaign to vaccinate people against various infecto -contagious diseases,

especially against typhoid fever, measles, whooping cougli, and diphtlieria

(MPS, 1953:153). Also in 1952-53, many small scale campaigns to fight

epidemic diseases were carried out mainly in Quito.

Several international organizations became active in the provision

of health services in Ecuador, among them the Pan American Health Organi-

zation, the International Labor Office, the InterAmerican Cooperative

Service of Public Health, and the United Nations International Children's

Emergency Fund (UI'IICEF).

Tiie Andean- Mission was created in 195'+ '"'Jy tlie International Labor

Office. Its pu:,-po3e was the "integration of highland Indians into na-

tional life." Among the worlds it performed was minor health care, teaching

better liygienic habits such as latrine construction, trash burning and

b'ui-ying, DDT spraying, and so on (Favin, 1973:183). The health functions

of the Andean Mission, however, were stripped away in the 1970 ' s after

the creation of the Ministry of Public Health.

The InterAmerican Cooperative Public Health Service, a United States

organization, started operations in Ecuador after the two governments signed

a ig'-i-S Basic Agreement. According to the agreement, the Service was

responsible for the execution and maintenance of specific public health

projects previously subscribed by it and the Government of Ecuador. The

original agreement lasted only a couple of years but was successfully re-
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neved up to the early 1960's. Tliis institution operated vith funds from

"both the United States and Ecuadorian governments and, to a lesser extent,

from some municipal governments and welfare institutions of Ecuador. For

example, in the 195^-55 operation year, the Services' budget included

8,o4o,000 sucres from the Ecuadorian Government and about h million sucres

(200,000 U.S. dollars) from the United States Governmexnt (MPS, 19^1 :8l;

1955:285).. The Service vorked in several areas of health, sometimes co-

operating with national agencies, and sometimes independently. Among

them were the following: l) campaigns to eradicate infectious diseases;

2) pi-ovision of drinking water systems and sewerage facilities to several

cities; 3) construction and equipment of various hospitals; ^i-) other

health r-elated activities such as contributions for health education. It

supported the National Nursing School in Quito.

UNICEF's active participation in Ecuador started in 19'l-9 when it co-

operated with relief efforts for the victims of a severe earthquake which

hit several central provinces. UI'JICEF's efforts were aimed primarily at

children affected by the catastrophe. After 19^9 the Ministry of Social.

Welfare, in collaboration with UNICEF, extended children's health coverage

to most of the nation's provinces. Their work concentrated on four main

aspects of children's health and welfare : l) improving diets; 2) provi-

sio.n of medical equipment and supplies to nursing homes and children's

hospitals (six in total); 3) vaccination against tuberculosis;* -'-l). de-

velopment of a tuberculosis laboratory for a Diagnostic Center in Guaya-

quil.

* As part of a worldwide campaign against tuberculosis, TOIICSF

oegan vaccinating Ecuadorian children in July of 1950- Ecuador's Anti-

tuberculosis League collaborated in the campaign. It was the first i.aass

immunization in Ecuador using the vaccine, B.C .G. (MPS, 1951 :ll''--ll6)

.



Curative care: institutions and activities

A tuj.-ning point in the participation of the state in providin;.^; pre-

dominantly curative health services came in I908 ivhen the extensive prop-

erties of the Catiiolic Churchy particularly landholdings, vere expropria-

ted and put under control of the National Board of Social Assistance and

Public Welfare. Tcius the government directed the revenues of such land-

holdings to programs of public service. Since most expropriations viere

made in the Sierra^ the provincial social assistance boards formed in

tiiat region consequently tended to have more income than those provinces

of the Costa.

By i960, the Board of Social Assistance operated 12 hospitals, four

urban fnedical. dispensaries^ and six rural health centers. In addition,

and despite its lack of sufficient funds in later years, it contributed

substantially to the support of other organizations working in the field

of health, among them the Red Cross, the Blood Bank, and the National

School of Nuirsing (MPS, 1962:ll8).

Under the Ministry of Social Welfare, an autonomous institution called

the Instituto de Previsidn (institute of Prevision) vas created in 1935-

Tlie Institute of Prevision was in turn subdivided into the Coja de Pre-

visidn (vhite collar social security) and the Caja del Seguro (blue collar

social seciurity). One of the main responsibilities of both social securi-

ty institutions i-zas to provide medical services to tiieir affiliates. Tiie

Medical Department of the Ecuadorian Social Security, created in lyjo,

started as a subsidiary of the blue collar hranch of the Institute of

Prevision but, in 19^^!-, its coverage vas extended to include also the

vhite collar branch, and in 1951, besides covering active members, health

care services were also provided to retired affiliates..
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Tile government^ by a lav decree of July l6 , 1^)58, made the Medical

Department an autonomoas institution^ with its own legal representation

and proper status a.nd regulation. At the top of this health organization

were two Directorates^ one in Quito and the other in Guayaquil. Each of

these was under the supervision of a Medico -Administrative National Coun-

cil, made up of representatives of the Ministry of Social Welfa.re, the

Institute of Prevision, and Social Security (Ecuador, Instituto Ecua-

toriano de Seguridad Social /^lESS/",. .1975)

.

Trie Medical Department of Social Secu;L-ity played an important role

in the provision of health services, primarily curative care, to a small

but influential sector of the population. Its services reached almost

exclusively urban white collar workers as well as some blue collar workers.

By i960, for example, only 3-6 percent of the total population were af-

filiated with the national social security system and entitled to its

medical care services.

Tae importance of the Medical Departiaent was therefore not so "lacii

due to the proportion of people it covered but rather to its economic

power since it was financed by public, private, and individual member

contributions. The Medical Department, unlike other national health

institutions, was usually able to implement its programs, uniiindered by

financial problems. It directly operated a laxge network of hospitals

and other health care facilities and also provided services througii

surrogate facilities to its affiliates.

Evaluation of Fre-1960 Public Health Policy

Tae development of public health policy up to I96O has, of necessity,

been only briefly sketched and mainly concerned with the organizational

parameters being set up in this work. Besides being concerned with an
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extremely long period of time, it is limited by plain la-k of available

data.

Achievements

Tiie state's concern with public health in Ecuador, for all practical

purposes, started after 1895, "with the coming to power of. various Liberal

regimes. Tliey adopted the principle that the state is obligated to pro-

vide for the health needs of the population, especially of the large pro-

portion of poor who could not afford the cost of private medical care.

The/ also provided sources of revenue for institutions such as those under

the National Board of Social Assistance and Public Welfare, which had an

important role in restoring health to those afflicted by illnesses.

After the 1930 's, regimes which were not necessarily Liberal but

rather of varied political tendencies, became increasingly concerned with

public health matters and created numerous institutions to deal with par-

ticular problems at the national level.

A rough idea of how the public health institutions 'under the Ministry

of Social Welfare were related to each other by the late 1950 's is' given

in Figure 2. Solid lines suggest various degrees of actual control

while broken ones indicate a mostly nominal relationship.

Deficiencies

Despite the progress made, there were a series of deficiencies in

public health policy making in the period under consideration. Some of

the main deficiencies were: l) lack of planning and coordination, 2) pref-

erence for curative over preventive health care, 3) lack of adequate funds

and personnel, and 4) concentration of services in urban areas.

Lack of planning and coordination

As seen in Figure 2, the health functions of the Ministry of Public
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Welfare vere distributed aiiong many institutions/ some of them decentral-

ized or autonomous, without effective channels of comm'xaication.

Although the National Sanitation Directorate supposedly was intended

to coordinate health (mainly sanitation or preventive) policy, very little

coordination actually occurred. Each health agency constituted a world

in itself. Tiiey seldom cooperated with one another and often there was.

duplication of effort (i.e., Servicio Nacional Antituberculoso and Liga

Ecuatoriana Antituberculosa)

.

Campaigns to eradicate epidemics were sporadic affairs. One year

the campaign was carried out in one area, another year in another area.

It was usually triggered by an outbreak of a particular disease. There

was no systematic follow-up. For example, in 195''^ there was an outbreak

of yellow fever in the towns of Santo Domingo, Quininde, and Esmeraldas,

even though the Yellow Fever Service had declared it eradicated from

those areas.

The National Board of Social Assistance and Public Vfelfare was simi-

larly incapable of coordinating the curative efforts of the provincial

welfare boards. And thus, the two strongest institutions, the Social

Assistance Board of Quito and the Welfare Board of Guayag^uil, worked in-

dependently in their particular domains.

Wo general health plan was yet envisaged. Diseases were attacked

individually as if health were the product of unrelated factors. Tne

approach to some health problems was not holistic but atomistic. Tnus,

one witnesses the creation of autonoiaous. agencies to control particular

diseases such as malaria, yellow fever, tuberculosis, etc.

Preference for curative over preventive health care

Among the first health organizations to be created were the boards
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of social assistance vhich vere in charge of running welfare centers and

hospitals. Tliese boards had a more secure financial basis, than most of

the other health agencies created thereafter, particularly those vhose

function vas to prevent the appearance of epide:nics. Even some institu-

tions such as the LEA. vhich was partly responsible for the prevention of

tuberculosis, at the outset dedicated large portions of its budget to cura-

tive aspects, mainly, building hospitals for treatment and isolation of

tuberculosis patients, equipping laboratories, etc.

Lack of adequate funds and trained personnel

Next, and perhaps one of the most important problems affecting

health action before 19^0, vas the lack of funds and trained personnel.

The lack of adequate finajicing for the fev health programs in existence

vas officially pointed out as far back as 19^3 vhen it vas reported that

there vere not enough funds for the campaigns to eradicate contagious

diseases (MPS, 19^3:27). By 19^8, another official report (MPS, 19-+8)

indicated the many problems affecting the population's health services:

lack of money, lov salaries, lack of communication and transport, lack of

specialized personnel, etc. Most of these problems are summarized as

lack of money ajid lack of personnel. Certain health agencies such as the

boards of social assistance vere relatively self-financing; they had

revenues from the exploitation of landholdings. For example, the Central

Board of Social Assistance of Quito received about 6,l80 million sucres

(roughly over US $300^000) in 19^9 from either direct exploitation or

rent from its landholdings (l^S, 19^9). In many cases, hovever, the in-

come of the social assistance boards did not match their expenses and thus,

required special budget allocations.

One of the agencies vhich did not suffer as much from lack of funds
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vas the LEA because its income vas derived from a congressionally legis-

lated tax on imports and exports. By 19^3^ the LEA had received about

tvo million sucres since its creation in 19^2.

The situation of other health agencies^ vhich depended directly on

annual budget allocations vas much vorse. The national budget was con-

tinually in deficit, and social services such as health vere often the

first ones to suffer cuts. The lack of funds is dramatized in a report

vhich states that many provincial health (or sanitation) inspection cen-

ters vere so broke that they could not even mail their usual report to

the Ministry: (MPS, 195^:159-l6o)

.

The lack of skilled personnel is illustrated in the following case.

In 1950, the National Yellov Fever Service vas assigned 300,000 sucres

(about US $15,000) for a campaign against yellov fever. Tlie money, at

first, vas not used because there vere no trained personnel to carry out

the campaign. A Brazilian inspector arrived in Ecuador to help in the

training of personnel, yet no real vork vas done because he did not speak

Spanish. Part of the money (70,000 sucres) vas then used for otiier pur-

poses such as paying salaries, for a vehicle, and' for supplies (MPS,

1951:121).

Concentration of services in urban areas

Health services vere almost exclusively concentrated in the tvo

largest cities -- Quito and Guayaquil -- and in a fev other provincial

capitals. The curative services such as hospitals and immunization cen-

ters v;ere invariably located in urban areas. Also, most of the campaigns

to eradicate contagious diseases vere carried out in urban areas, unless

there vas an epidemic outbreak. Tiien the affected area vould be the

focus of attention. In 1950, for example, the National Sanitation Direc-
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torate, the overall health agency, reported that the fight against yellow

fever in urban areas vas progressing very well, that the disease had

completely disappeared in Gaayaqail and that by the end of the year its

incidence in the country would be practically nil.

Meanwhile, it also reported cases where sanitary campaigns went to

certain rural areas. to control outbreaks which had already occurred but

not to carry on the preventive work (MPS, 1950:38-39).

Tiie Director of the Board of Public Assistance of the Coast reitera-

ted frequent complaints of his institution about the lack of attention

of the central government to the health needs of the peasant and rural

populations of the coastal region. He indicated that the rural popula-

tion lacked both medical attention and medicines, and that with a few

notable exceptions, the canton governments (m'unicipios) were not con-

cerned with the life conditions of their inhabitants (MPS, 1955:323).

By the end of 19^9? there was an important plan to reorganize and

give new impetus to health work in Ecuador, particularly its sanitation

and preventive aspect. Tnis was called the "Plan of Transformation."

Dr. Alfonso Campuzano, one of the health officials who proposed the

plan, in a later report to the nation stated that the then existing Pro-

vincial Sanitary Boards did not meet the hygienic, sanitary, and educa-

tional objectives they were supposed to meet. And then, in a sort of

summary of the health system's drawbacks worth quoting extensively, he

stated:

I have seen that the major obstacle to reach those objectives
is the impossibility of finding professionals (physicians)
whose point of view corresponded with that of the social ser-
vices called 'sanitary units, ' oriented specifically to give
hygienic education, preventive medicine, health and hygiene.
Almost all physicians working in the provinces have a definite
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leaning tovards curative medicine, setting aside completely the
hygienic and sanitary social problems that they should face as
Provincial Sanitary chiefs. On the other hand, the lack of.
registered nurses and nurses specializing in Public Health make
the situation even more difficult. They are usually recruited
from the group of relatives and friends of the health officials,
not taking into account at least the fact that they could be
trained. The sanitary inspectors vith wrong attitudes do not
perform. but a police function not being able to intervene other-
wise for lack of programs and practical preparation, despite the
fact that some, of them had gone through, the courses for sanitary^,
inspectors which have taken place in Quito. The physical plants
destined to these services have been chosen among the most in-
adequate ones and this is another reason for their lack of results,
Tlie equipment is the most deficient and is in absolute deteriora-
tion in almost all zones (MPS, 1951:l4'+).*

The "Plan of Transformation" had intended to create "sanitary units"

at the provincial seat level, canton seat level, and mobile units to

serve the rural areas. Each unit was to be staffed by skilled medical

personnel, those at the provincial level were to be the better staffed,

with two physicians, two dentists, two sanitary inspectors, two obste-

tricians, two social workers, and two nurses; the rural mobile units, the

least staffed, would have had one representative of the above-named pro-

fessions. In other words, the idea was to have fairly complete teams of

health workers serving areas of the nation. The urban areas were given

preference but the rural ones were also expected to benefit from it. This

plan, while certainly idealistic (for where was Ecuador going to find

enough health personnel to staff all the one hundred or so cantons, let

alone rural units to serve the larger and more dispersed rural population?),

envisioned a radical and much needed organization to face the health needs

of the nation. Tnese ideas could have been set into operation gradually,

starting perhaps at the level of the more populated cantons to then reach

other areas. However, this ambitious plan (partly described in MPS, 1950:

* Translated from the Spanish by the author.
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120) vas scratched because the National Congress eliminated this item

from the national budget! (see MES, 1951:15).

The Ecuadorian Sanitation Directorate vas, in the words of a health

official, like a fire station vithout equipment: "It is called to fight

fires but to its great shame, it goes to fight them without water, without

ladders, without water hoses" (MPS, 1955:2^6).

Besides plain scarcity, then, public health policy in Ecuador before

i960 suffered from serious misplacement of priorities. This is further

illustrated by another official report which indicates that by the early

1950 's, infant mortality in the capital of the country was "shameful,"

being perhaps one of the highest among countries. Yet, instead of openly

facing this problem, the government had been planning to spend millions

of sucres in the creation of an organization to fight cancer. The main

causes of death in Ecuador were diseases of the respiratory system, on

the one hand, and diseases of the digestive tract on the other. Both groups

of diseases took a great toll on children's lives. By 1953, the death

rate due to diseases of the respiratory system (excluding tuberculosis)

was 289.74 per thousand; that due to diseases of the digestive tract was

265.^1 per thousand, meanwhile the death rate due to cancer and other

tumors was only 75-52 (MPS, 1953:190-191).



CHAPTER III
PUBLIC HEALTH POLICY PROGRAMMING SINCE I960

The present chapter deals primarily with the elaboration of national

health plans as well as the creation of institutions of public health.

Both of these governmental actions are here defined as programming. Tliis

definition follovs Ugalde's (l9T3) typology in which the series of deci-

sions which are made for the attainment of a goal can be classified into

two types of decisions: (l) programming and (2) implementation.

Programming decisions are those made during the process of converting

policy goals into programs while implementation refers to decisions made

daring the implementation of the programs.

A Period of Reforms

At the turn of the 1960's Latin America became involved in talk of

change and reform. The Cuban Revolution sent waves across the continent

with a clear message of basic structural change as a solution to the

great problems affecting that part of the world. The United States'

program for controlled, non-violent reform, the Alliance for Progress,

was officially adopted by the majority of Latin American nations at the

Punta del Este Conference in I961. This was the continental response to

the questions posed by the Cuban events. Playing up the reform theme,

the Punta del Este Charter tended to raise expectations for a new kind

of life, with less backwardness and higher standards, among the Latin

American nations.

The principles adopted at Punta del Este had special significance
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for public policy. They not only enco'oraged the utilization of research

(to gather reliable information on each country's conditions) and general

economic planning but, in addition, stated the need to incorporate the

social sectors into development planning. And this latter decision -was

of great importance to public health (see PAHO, 1973:22).

Ecuador was no exception to the new feelings of change. In i960,

President Jos^ Maria Velasco Ibarra was elected by a large majority of

votes after a campaign in which he stressed a program of territorial

restoration and basic social change. After 15 months in power, Velasco

was replaced by his Vice-President, Carlos Julio Arosemena Monroy. Aro-

semena increased the people's expectation for radical reforms through his

insistence that the archaic structures of the nation should be altered.

But like his predecessor, he only remained in power for less than two

years. In March I963 he was overthrown by a Military Junta that committed

itself to carry out the reforms contained in the Alliance for Progress

program.

All three governments espoused one or another form of programs of

social and economic change. The emphasis was on economic matters yet

social aspects, such as improving health care, were also considered as

essential for overall development.

As noted in the previous chapter, for many years there had been a

clamor for a reorganization of public health services as well as for giving

them greater national priority. Health officials, legislators, medical

professionals, and, in general, people who realized the low levels of

health in the nation, pressed for change. Lack of sanitation facilities

was perhaps the most serious problem at the time. A I962 official report,

for instance, indicates that in the previous year Ecuador's population at
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large did not have pare drinking vater in sufficient quantities. Tliis

lack contributed to the maintenance of enteric diseases and other epi-

demics. In addition, only a fev cities had adequate systems of sevage

disposal; some provincial capitals and cities of over 20 thousand inhabi-

tants had sewerage systems vhich did not meet the required minimum stan-

dards. Tlie rest of the nation, from some provincial seats to canton

seats and other localities, had practically, no facilities to eliminate

vaste. The absence of sewerage services provided fertile ground for the

spread of typhoid fever, intestinal parasites, and enteric diseases in

general (MPS, 1962:ix).

Reforms in the public health sector were slow to come, but some im-

portant steps in that direction were taken in this period. In i960 the

anti -malarial campaign was entrusted to the InterAmerican Cooperative

Public Health Service. It had been faltering under the direction of the

National Service for the Eradication of Malaria (SWEM), therefore, the

government, on the recommendation of several public health agencies, made

an agreement with the InterAmerican Cooperative Public Health Service by

which the latter absorbed the SNEM and took over its basic functions (MPS,

1961:171-175, 282).

The fight against epidemic diseases in general was centralized in

1961 under the direction of the National Department of Epidemiology.

This institution absorbed several zonal offices and autonomous agencies

previously in charge of combating contagious and epidemic illnesses. It

was created as part of the National Sanitary Service and had three sub-

divisions, corresponding to the Central, Literal, and Southern Zones.

(MPS, 1961:109-110),

All the developmental and reformist ideas of the early i960' s began
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to materialize into specific plans and programs for public health. Public

health planning received a lift vith the I962 creation of the Junta de

Programaci6n de Salad Publica (Public Health Prograiiirnini;; Board). In addi-

tion, planning was facilitated by the findings of the 1962 national popu-

lation a:nd housing census.

In 196h, the Junta Wacional de Planificacidn y Coordinacidn Econdtnica

(National Planning Board) formulated Ecuador's first National Davelopment

Plan. The general purpose of this plan vas to set the country on a route

of social and economic progress through a series of basic structural

changes such as an agrarian reform, tsoc reform, and educational reform.

Tiie 196k National Plan of Public Health

Conceived as part of the National Development Plan of 196k, the Pub-

lic Health Plan began with a diagnosis of the prevailing medical and sani-

tary conditions in the nation. Among other things, it pointed out: (a)

the lack of preventive health work, (b) the extremely high rates of in-

fant mortality, (c) the need to control diseases of early infancy and

childhood, (d) the inefficiency and unequal distribution of the sanitary

and assistential medical services, and (e) the scarcity of personnel,

equipment, and funds for the majority of existing services. It also

stated that national problems received little help from the multiplicity

of institutions and public health sponsoring agencies, which added to-

gether, numbered more than 50. The privilege of autonomy that many of

them enjoyed was seen as an obstacle to efficient health service.

Tne Public Health Plan set as major goals several improvements in the

fields of health and sanitation: (l) to reduce morbidity and mortality,

particularly among the infant population; (2) to increase health care

coverage in order to achieve within a decade a ratio of seven physicians
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per 10^000 population and 3.6 beds per 1,000 population as veil as. the

creation of health centers in all cantons, medical dispensaries in all

parishes, and health posts in parishes and other small population centers;

(3) to improve rural health conditions through environmental sanitation

and campaigns against communicable and infectious diseases; (k) to estab-

lish programs favoring the integration of medical services, and (5) to

prepare skilled health personnel.

In' addition, the Public Health Plan had several organizational ob-

jectives, among them, (a) the creation of the Ministry of Public Health,

(b) the coordination of all health services until the creation of the

National Health Service, (c) the unification of the, Medical Department

of the lESS vith the National Sanitation Directorate, and (d) the con-

tinuation of public health planning (JNPC, I968).

Being the first of its kind in Ecuador, the Public Health Plan had

some shortcomings, perhaps because of the relative lack of experience of

the people involved in its formulation. It established ambitious goals

but lacked details on programs and the means of implementation. For the

most part, it vas too general. Nevertheless, it represented an important

step forward and set the basis for future endeavors in the field of

planning. '

•

The Institute of Sanitary Works

One of the first achievements of the Public Health Plan was the iy65

creation of the Instituto Ecuatoriano de Obras Sanitarias (lEOS, Insti-

tute of Sanitary Works), attached to the Ministry of Social Welfare. The

lEOS succeeded the InterAmerican Cooperative Service of Public Health which

for over 20 years (19V2 to 196^1) had operated in Ecuador.

The main functions of the lEOS were, first, to elaborate and execute
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programs for the short and long terms in order to solve problems related

to the provision of potable water and severage in the cantons and parishes

of the Republic; this was to be done in collaboration with the municipali-

ties* and other entities in charge of the provision of such' services^ thus

avoiding the scattering of resources; second, to supervise the work being

done by other institutions in order to evaluate the progress of the Na-

tional Plan of Potable Water and Sewerage.

The Water and Sewerage Plan, included in the 1964 National Develop-

ment Plein, set as main objectives the provision of potable water services

to 39 percent of the population and sewerage to 3^ percent in a ten year

period. Tiiese objectives were rather ambitious in view of the fact that,

according to a 1961 Sanitary Survey, only about 19.5 and 1^.3 percent of

the population surveyed (a total of 655 localities between canton and

parish seats) had satisfactory water and sewerage systems. By 1964, it

was estimated that the percentage of population properly served. with

potable water and sewage disposal were 20 and ik-.J respectively (Montalvo,

1972:21).

In terras of residential distribution, most work promoted by the lEOS

was to be concentrated in urban areas as this was economically more con-

venient, however, it also tried to meet the needs of the rural inhabitants

that made up more than half the total population (Bahamonde, 1972:7).

The new emphasis on environmental sanitation by sewerage systems

construction and the provision of pure drinking water was bound to have

a very significant effect on the levels of nealth of the population.

* Ecuadorian legislation states that certain municipal revenues
must be used exclusively for the provision of potable water and sewerage
systems. However, those laws were seldom complied, with and funds were
spent for other purposes.
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According to lEOS estimates^ the above-named services alone could reduce

the number of deaths due to transmissible diseases from one to two per

thousand annually (MSP, 1969:115).

Throughout the existence of the lEOS, the central government has

stressed its priority status regarding budget allocations. For example^

in 1972, it decreed that the amount of money designated in the national

budget for the lEOS not only be disbursed in full but also increased both

in 1972 and 1973 (MSP, 1973:29). Nevertheless, when actual disbursements

had to be made, it was not unusual to find that the amounts given were

below those originally assigned in the budget. Thus, in 19^7 and I968

the. lEOS was supposed to receive a budget allocation of 20,000,000 sucres

(about US $1,000,000) each year. This amount was agreed under the law

which created the lEOS. However, in I967 the allocation was reduced to

11,000,000 sucres and at the end it only received 7,^50,000 sucres. In

1968, again the allocation was reduced to 11,000,000 sucres. The figures

for the actual amount received are not available (see MPS, 1968:81, 8k).

In 1973;, it was estimated that satisfactory services of water and

sewerage were provided to 31-^ and 23.6 percent respectively of the

country's population, with the exception of the cities of Quito and

Guayaquil* (MPS, 1973:29-30).

The importance of lEOS functions and its recognition by the public

sector was stressed again in 1973 'when an executive decree guaranteed

its economic solvency in the future by establishing adequate revenues

both from utilities derived from oil exploitation as well as from other

* Quito, Guayaquil, and a few other cities have their own water
and sewerage systems which operate under municipal boards.
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direct fiscal allocations. Tae decree also created a "rotating fond" to

tie used for credit grants to urban communities in good financial standing

as well as for the execution of programs in rural areas.

The Divisidn Nacional de Sanidad del IVfedio Ambiente (Division of .

Environmental Sanitation), created in 1972, had functions fairly simi-

lar to those of the IBDS. This agency was directly under the Ministry

and was apparently brought to life in an effort to centralize decision-

making in sanitation matters. Its basic mission was to solve in an over-

all, massive way the sanitary problems of the country in cooperation with

the different institutions working in the field (R3P, 1973:25; 1975:15).

Tlie Division was subdivided into 25 executive offices: one working

on the national level, four on the regional level, and 20 on the provin-

cial level.

The purpose for the creation of the Division of Environmental Sani-

tation was to have an institution directly under the Ministry in charge

of coordinating overall sanitation policies. Yet, in fact, this dupli-

cated effort and the relative weakness of the Division as compared to

the lEOS did not really bring about the desired centralization. The lEOS

continued operating as an organization with a large degree of autonomy

which had a dynamism of its own, hardly matched by any other institution

in the field of sanitation.

The Ministry of Public Health

A landmark of public health policy-making in Ecuador was the crea-

tion of the Ministry of Public Health by the . Assemblea Constituyente

(Constitutional Assembly) on June 6, I967. This was the first step. toward

a much needed reorganization of the health delivery system of the nation.

The law regulating the Ministry of Public Health's structure and
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functions gave it numerous .responsibilities. Tne Ministry vas supposed

to vork for the promotion^ reparation, and rehabilitation of individual

and collective health; it vas charged vith dealing with problems of nutri-

tion,, housing, alcoholism, and drug addiction. It vas also to carry out

programs of social assistance, sanitation, and hygiene.

Although the Ministry of Public Health vas given a wide range of

functions, from the time of its creation to 1972, it did not have the

necessary authority to direct the activities of the many institutions

which, with varied degrees of autonomy, operated in the area of public

health. The central and provincial boards of social assistance, for

instance, acted as sorts of small ministries, capable of setting dif-

ferent policies, independent of any national norm. Before the Ministry

could direct or at least coordinate the activities of the autonomous insti-

tutions, there had to be changes in national legislation, as each institu-

tion was backed by specific laws (MSP, I968, 1973).

In his 1969 Annual Report to the Nation, Francisco Parra Gil, Minister

of Public Health, pointed out the lack of proper structural organization

of the public health sector, its unequal coverage of the population's

health needs, and the insufficient use of the resources available at

the urban level. He insisted that in order to solve these problems it

was necessary to start integrating those agencies previously under the

nominal control of the Ministry and to establish a better coordination

with those autonomous institutions in charge of health. At the same time,

it was necessary to improve the access to health services for the people

who so far had remained marginated from them, namely the inhabitants of

the rural areas and small towns. The above policy, the report continued,

was deemed even more important in light of the deterioration of the popu-
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lation's health as indicated by increasing rates of mortality due to

"reducible damage" or diseases which could be controlled by public health

measures. In effect^ the rates of general mortality had exhibited an

annual decline of 2.5 percent^ but while mortality due to non-reducible

damages had decreased to about 3-32 percent annually, mortality due to

reducible damages had increased about ,96 percent. Tliis rather para-

doxical fact was explained by the virtual abajidonment of preventive healt/i

services on the one hand and by the technological improvements adopted

for the curative-assist iv e medical services. Mortality rates were

still largely due to infant and maternal mortality. These were good in-

dicators of the poor levels of health of the population at large. The

high infant and maternal mortality rates were attributed to the lac;-: of

professional attention daring gestation, pregnancy, and early childhood.

Only about 20 percent of all births occurred with professional attention..

Moreover^ in Pichincha and Guayas (provinces with the two largest cities),

the percentage of births with medical attention was over ^0, but in the

rest of the provinces it did not surpass 12 (MSP, 1969:11,12).

Under the principle that health is a right that should be enjoyed

by all Ecuadorians wherever they live, in I969, the Minister of Public

Health stated as main objectives of his administration the following:

(1) the study and preparation of the organic law of the Ministry and its

regulations, aiming at the integration of the Sanitation and Social As-

sistance institutions under the Ministry as well as the coordination of

their services with those of the autonomous public health organizations,

and the execution and supervision of programs; (2) the study and prepara-

tion of a health code; (3) the formulation of a law for the obligatory

iodization of salt for hiuman consumption, in. order to eradicate endemic.
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goiter^ and (k) the formulation of a national health plan and the approval

of the Raral Medicine Plan (MSP, 1969:12,13).

The Rural Medicine Plan

Throughout national life, the public sector had generally neglected

the health needs of rural inhabitants despite the fact that they repre-

sented the majority of the country's population. In 1962, for example,

according to the national census, the population living in rural areas

represented about 75 percent of the total.

Permanent health services vere completely absent in the rural areas

of the country. With the few exceptions of communities reached by the

medical services of the Andean Mission and the scattered activities of

the so-called "Vertical or Central Command Campaigns," whose purpose was'

to combat outbreaks of epidemic diseases, modern preventive and/or cura-

tive health services were unknown among rural inhabitants (MSP, 1968:15).

In order to extend public health action to the rural areas and to

promote community development, in 19^9^ "bhe Ministry formulated the Plan

of Ru.ral Medicine as part of a more general National Health Plan. The

main objectives of the Plan of Rural Medicine were two: a) to provide

complete health services to all 63 canton seats of the Republic (improving

some, creating others); and b) to create a health infrastructure in all

parish seats. The first step was to provide "health subcenters" with a

physician on the staff, to 300 parish seats in the I969-T2 period (MSP,

1969:1^, 15).

Since attracting professional medical persontEl to work in the rural

areas had' always been a problem in Ecuador, as in other nations of the

world, the Government decided to create special legislation requiring

all newly graduated professionals from health related centers of higher
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education to serve a year of rural practice before they could obtain an .

officially registered degree. The Lav, decreed on July 8, 1970, affected

graduates of medical, dental, obstetrics, and nursing schools.

In 1973; three years after the Law vas formulated, there were 172

physicians, 82 dentists, 71 nurses, and l6 obstetricians fulfilling their

duties in the rural areas of. the country. There were also some 132

nursing assistants and 73 sanitary inspectors.

The Plan of Rural Medicine was carried out mainly by the Ministry

of Public Health, but the Medical Department of the lESS, the Armed Forces,

some municipalities and other institutions also cooperated with it (MSP,

•

1973).

The Health Code

The Health Code, one of the principal objectives of the Ministry from

its- creation, was published in June 1971- According to its own definition,

the Health Code constituted a detailed record of the rights, duties, and

norms relative to the protection, development, reparation, and rehabilita-

tion of individual and collective health (Ecuador, Registro Oficial, 1971).

This was a very significant event in the history of policy-making in Ecua-

dor. For the first time there was a body of principles dealing with medi-

cal care, sanitation, and related matters at the national level. Before

the Health Code there had been a sanitary code but it was antiquated and

its subject matter coverage was limited.

The 1972 Reorganization

Tlie national Health Directorate

Several years after its I967 creation, the Ministry of Health was

still a handicapped structure. It did not have sufficient authority and
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pover of policy implementation due to its poor degree of organization

and^ more importantly, because it controlled a very small percentage of

the total health resources available to the country. In this context,

it has been pointed oat that:

Ttie Ministry of Health itself characterized the Ecuadorian
health organizations as having no planning or organizational
efficiency, as financing simple incremental budgets by defi-
cit spending, and as being staffed by fev technically trained
personnel and by many incompetent people (Favin, 1973:178).

The Ministry's pover expanded significantly after a number of changes

were introduced by the military government that took control in February

1972. Of foremost importance vas the April 1972 Government decree abol-

ishing some autonomous public health bodies, incorporating their services

under the control of a nev Direccidn Nacional de Salud (National Direc-

torate of Health) and integrating other health institutions into the

Ministry. This decision gave the Ministry some real coordinating ability

and eliminated what up to that point together constituted the largest

public health organization in the nation -- and thu3 the greatest obsta-

cle to a unified health structure — the boards of social assistance. In

April 1972, the central and provincial boards of social assistance ceased

to exist. Their bureaucracies, resources, and services vere transferred

to the Ministry of Health. Tlirough the same decree, the Ministry obtained

control of previously independent local health -integrating boards (such

as those of Canar and Santo Domingo de los Colorados).

Tlie nevly formed National Directorate of Health vas subdivided into

four health regions (Central, Coast, South, and Manabi) and several tech-

ni CO -administrative divisions. While planning and the setting of techni-

cal standards vere centralized, the actual execution of health care pro-
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grams vere decentralized (Registro Oficia]., No. k8 of April 25^ 1972;

Favin, 1973:179). The organization of the Ministry of Pablic Health at

the beginning of the year 1973 is shown in Figure 3.

Further centralization occurred vhen an executive decree of December

1973 ordered the abolition of the Ecuadorian Antituberculosis League and

incorporated its services and facilities into the Ministry of Public

Health. Only then did the Ministry achieve control of over 50 percent of

all hospital beds in the country. The Ministry's direct control of the

hospital beds available in the country vent from three percent before

April 1972, to k8 percent after April 1972 and to 56 percent in December

1973.

Institutional Changes in Sanitation

In order to reduce duplication of efforts^ to reinforce the existing

technico -administrative mechanisms, and to accelerate programs of hospi-

tal construction and environmental sanitation,, in May 197^1, it was offi-

cially decreed that both the Ministry's Division of Environment Sanita-

tion and the lEOS be restructured.

The lEOS was given additional functions and^ to carry them out, re-

ceived, the transfer of human and material resources belonging to the

Ministry's Division of Sanitation. The expanded functions of the lEOS

included constructing water and sewerage systems as well as designing and

building medical and other health care facilities such as hospitals and

medical dispensaries (Registro Oficial, No. 55^ of May 16, 1974).

Tne incorporation of the Division of Sanitation into the IBOS had

the purpose of eliminating alternate structures which vere doing basically

the. same job. By joining a weak structure to a stronger one, the coordi-

nation and actual execution of sanitary programs was facilitated. However,
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it constituted an act of decentralization contrary to the trend begun

vith the creation of the Ministry and which essentially aimed at the

unification of all public health. services under the control of the Min-

istry of Public Health.

About a year later, in an apparent effort to return, its decision-

making functions in sanitary affairs to the Ministry of Health, an execu-

tive decree of April 3, 1975, created the Undersecretary of Kavironinent

Sanitation and Sanitary Works as a dependency of the Ministry (Registro

Oficial, No. TT8 of April 9, 1975).

The National Medico -Social Directorate of the Social Security Institute

From 1958 to 1970, the Medical Department operated as an autonomous

entity under the nominal control of the Social Security and vas super-

vised by the Medico -Administrative Council. In 1970, when the social

security system was reorganized, the Medical Department maintained its

autonomy, but was tied to the nev/ly created Institute Ecuatoriano de

Seguridad Social (Social Security Institute, lESS) and was supervised

instead by the Superior Co'oncil of | this new organization.

An executive decree of November 197^ stripped the old Medical Depart-

ment of its autonomy and put it directly under the authority of the lESS.

It then became the Direccidn Nacional Medico-Social (Medico -Social Direc-

torate) and was subdivided. into national and regional offices with head-

quarters in Quito and Guayaquil respectively (lESS, 1975:3)-

By 197^, the Medico-Social Directorate of the IE3S had 67 health

care facilities under its direct control (including fo'ur hospitals, eight

clinics, and a variety of health dispensaries) and offered medical care

services through 302 other surrogate facilities (ranging from hospitals

to out-patient clinics). Tlie population entitled to its services repre-
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sented six percent of the national total (lESS, 1975). In 1976, the health

care services of the Medico -Social Directorate vere also expected to bene-

fit, in addition to active and retired mernbers, the immediate relatives

of the members: parents and children.

The National Health Flan, 1973-77

Tne military government that came to pover in February 1972 defined

itself as "nationalistic" and "revolutionary." In its publication Filo So -

fia y Plan de Accion. . . (JNPC, 1972a), the government explained its

position, pledging to bring about some substantial structural changes to

the nation. .Within a year, through its National Planning Board, the

government published the Integral Plan of Transformation and Development

1973-77, in which it provided a fairly detailed account of the policies

to be followed during a five-year period'. The Plan touched almost all

areas of life in Ecuador, from finances to the rural structare, education

and health. In its prologue, it indicated that, considering both the

historical process of internal domination and the external factors which

have conditioned Ecuador's present state of underdevelopment, it became

indispensable to create, first, a decision-making power which considers

structural transformation as a requisite to achieve authentic development,

and, second, a structure of political power in which there is greater

active participation of groups which had been marginal to the political

system (JNPC, 1972b :x).

Tne Plan contained two specific sections pertinent to public health:

the program of potable water and sewerage and the program of health.

Tlie Program of Potable Water and Sewerage

Tlie Program of Potable Water and Sewerage, briefly summarized, attempted
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to maintain public health by means of l) the provision of water and sewer-

age services to the majority of the country's population, and 2) to pre-

serve vater resources by controlling pollution of rivers and the ocean.

The basic goals for the 1972-77 period -were to provide satisfactory vater

and severage services to 50 and hO percent of the population respectively.

Disaggregated in terras of residence, the aim was to provide the popula-

tion of urban areas with 80 and I'o percent of water and sewerage services

respectively and the population rural areas with 2k and 1^ percent of

water and sewerage services respectively.

As noted above, the goals for rural areas were lower than those for

the urban areas. This, the Program noted, was due to the fact that the

construction of integral sanitary systems is technically and economically

feasible only in concentrated nuclei of population. The lEOS was en-

trusted with the function of coordinating the development of the Water

and Sewerage Program.

Tiie estimated investment necessary for the five year program

amounted to 2,153 million sucres (about US $86,l40 million at 1972 values),

65 percent to be used for potable water and 35 percent for. sewerage sys-

tems (JNPC, 1972b: 337-3^1).

Ttie Health Program

Tiie Health Program, whose execution was entrusted to the Ministry

of Public Health, aimed primarily at the study and solution of national

health problems. Its main purposes were l) to create an agile, modern,

and efficient health system, to be achieved after a process of reorganiza-

tion of the techni CO -administrative structures already in existence; 2) to

organize a health system with a criterion of integrality (wholeness), and

3) to establish a National Health Service by 1977-



Tlie Health Program additionally listed a series of objectives, among

which the most important vere : to improve health levels of the popula-

tion (reducing, infant axid maternal mortality, increasing general life

expectancy), to increase health care coverage at all levels and espe-

cially in the rural areas, to improve the performance of available ser-

vices, and to seek a greater participation of the medical-related pro-

fessions in the public health programs being carried out (JNPC, 1972b:

381-388).

Besides the programs formulated as part of the Plan of Transforma-

tion and Development, the military government, still in pover in 1975^

made some other pronouncements of significance for public health. It

officially recognized the right to health as one of the main rights of

Ecuadorian citizens. It further developed the concept of integral health

and pointed out that it constituted the basis of a public health policy

designed to provide services to the individual from birth to death,

Avhether he (or she) is health or ill, and vherever he (or she) resides.

Health vas to be given priority as a fundamental factor of development

(MSP, 1973).

Short and Medium Term Programs

Since the Health Plan for the 1973-77 period outlines only the main

points of the ne-v7 public health policy, the Ministry of Public Health

decided to formulate the Plan PAIS 197^-77-

Tne Plan PAIS vas made up of a series of specific programs for opera-

tion daring both short and .medium terms. The several Divisions of the

Ministry were ordered to elaborate programs of action at the provincial

level as veil as at the level of operational units (i.e. health centers).

These programs, together with different technical and administrative
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norms formulated by the Ministry were expected to contribute directly to

the organization and execution of the National Health Plan.

Among the norms adopted by the Ministry was that of requiring the

use of a Historia Clinica Unica (Clinical History File) in health estab-

lishments having a hundred beds or more. Tlie Clinical History File aimed

at the elimination of confusing practices which up until then tended to

maintain more than one file for the same patient. This practice, along

with other improvements in the collection of dat^ was to lead to far

better health statistics and therefore improved bases for decision, evalu-

ation, and control (MSP, 1975:1, 2).

Conclusion

Many of the general observations made in reference to pre -i960 pub-

lic health policy are also pertinent to the post-1960 period. After all,

no radical change occurred at the turn of the decade. The year i960 has

been used as a dividing line only for pui-poses of this study. Tiie amount

of information available for the latter period is much greater than for

the earlier years and programming decisions are much more frequent.

Achievements

Post-1960 public health policy programming indicates that very basic

and significant steps have been taken by the government toward solving

the serious health problems affecting the population and toward creating

a permanent and responsive structure which contributes to the maintenance

of . better health conditions in Ecuador.

First, in terms of official public statements, after i960, there was

increasing talk about basic reforms in the public health structure. The

points most frequently emphasized have been the need for both greater

coordination among institutions working in the field and greater atten-
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tion to the health problems affecting the raral popalation, which makes

up 07er 50 percent of the nation's total. In the last few years^ and

particularly since 1972^ the government has reiterated that public health

is a national priority, that it constitutes a basic right for all Ecua-

dorians, and that it is officially seen as an integral process involving

not only curing illness but also its prevention in order to allow people

to live healthier and longer.

Second, regarding public health data, the post-1960 period witnesses

a marked official interest for finding out about the life conditions and

characteristics of the co^untry's inhabitants. There have been two national

population and housing censuses, one in I962 and ajiother in 197^^ both of

which provide a wealth of information relevant to public health. In addi-

tion, there have been several surveys designed to tap specific health

aspects, among them, the 1961 sanitation survey, a mid-1960's endemic

goiter survey, and several annual health resources and activities surveys.

Tne improved work of the National Statistics Institute undoubtedly has

also contributed to better knowledge of public health matters

.

Tnird, partly due to a post-1960 trend which stressed the importance

of planning for socio-economic development and partly due. also to better

national statistics, official plans and programs multiplied. Tliere were

two national public health plans, the first of this kind ever, one in

196k and another in 1973- In addition, specific health programs were

elaborated, i.e. of rural medicine, of potable water and sewerage, and

namerous small and medium term programs for the activities of the various

departments of ^he Ministry of Public Health.

Fourth, in terms of the organization of public health structures, the

most outstanding post-1960 developments are the 1965 creation of the Insti-



t ate of Sanitary Works, the I967 creation of the Ministry of Public Health,

and the abolition of important previously autonomous institutions such as

the Ecuadorian Antituberculosis League and the Boards of Social Assistance,

vhose resources and functions came under the Ministry of Health's control.

This period was one in which some degree of coordination in health policy-

making was achieved and, especially after 1972, when the Ministry gained

ascendancy over other public health Institutions. A farther factor indi-

cating better structural organization after 1972 was the fact that, con-

trary to the five previous years when there were about a half dozen mini-

sters, from 1972 to 1975; only one person held the post, Radl Maldonado

Mejia.

Df3ficiencies

Much needed progress occurred from I960 to the mid-1970's, but majiy

of the problems and shortcomings which characterized the pre -19^0 era

were still at work. 5br one thing, there was a clear lack of coordina-

tion of public health policy in Ecuador. Important medical caj-e ajid

sanitary institutions such as the Medico-Social Directorate of the Ecua-

dorian Social Security Institute, the Welfare Board of Guayaquil, the

National Hygiene Institute, and the Institute of Sanitary Works continued

operating as autonomous agencies, outside the direct control of a central

structure of health decision making. Tlie lack of cooperation was so

strong in some cases that even the collection of statistical data wag

made difficult by the lack of unified reporting practices.

Reorganization for some public health institutions meajit disorganiza-

tion to the point of inactivity. For instance, the National Institute of

Nutrition, after being partially incorporated into the Division of Nutri-

tion and the Ministry of Health, lost control of its budget and lacked
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proper direction. Wnen queried about the activities of his institution,

one public official declared that the IWNE "ha tenido casi dos anos da

receso" (has been inactive for almost two years).*

Tiie programs elaborated since i960 have been carried out only par-

tially. In only very rare instances have they achieved the goals they

initially set forth. One of the most poignant illustrations is the pro-

gram of iodization of salt. In 19^8, the government directed the iodiza-

tion of salt for human consumption as a measure to fight endemic goiter

(and its sequel, cretinism). Yet by the end of 1975 "the law was still

not fully implemented. Tlie prevalence of goiter in large areas of the

country continued unabated.

One of the key public health programs of the period, that of rural

medicine, vas being carried out only in a very limited way. There was

lack of funds, lack of facilities, lack of personnel, and most of all,

lack of vision. l-Jhere a national crusade was needed, there were only

poorly implemented programs. Where full official commitment was essen-

tial, there was only rhetorical interest but practical neglect.

"Hie neglect of rural areas by decision-makers in Ecuador can be ex-

plained at three different levels: l) Because of its limited available

resources, the country has given priority to investment for social de-

velopment in urb^an areas, where the populations are concentrated, and

therefore can be easily served, and where usually there already exist

some works of infrastructure which are necessary for the creation of

services such as hospitals and clinics. Rural areas, whose populations

are relatively dispersed and where there are almost no previous infra-

* Personal communication of Dr. Ribadeneira, official of IITME.
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stractural works, are therefore deprived of public investment. 2) At

the level of political action, rural inhabitants -- made up mainly of

peasant agriculturalists of Indian descent, living in extremely lov so-

cial and economic conditions -- have tended to be relatively unable to

articulate their demands and to organize into effective px-essure groups.

Tnis inability is partly the consequences of factors such as distance

vhich makes communication among rural communities very difficult. But

most of all, it is a consequence of centuries of domination of the pre-

dominantly Indian rural people by the predominantly vhite and mestizo

urban people. Ti.ius, 3) at the level of the structure of society in

Ecuador, rural areas have been neglected because that is the logical

consequence of the prevailing conditions of internal colonialism (for

details on the concept of internal colonialism, see Gonzdles -Casanova,

1969; Stavenhagen, 1969). Urban areas represent the dominant metropoles

w!iich exploit their counterparts, the dependent, colonial rural areas.

Urban areas therefore are the main beneficiaries of the social services,

including public health care, provided by the state; ixi contrast, rural

areas are either forgotten or given a lov second priority.



CHAPTER IV
PUBLIC HEALTH POLICY IMPLEMENTATION: THE DIFFERETJTIAL

DISTRIBUTION OF HEALTH SERVICES

Tills chapter studies Ecuador's public health policy in terms of Its

implementation. After the previous analysis which stressed public health

programming from 1960 to the early 1970 's^ the present emphasis is on

national budget allocations for public health as well as the regional and

provincial distribution of public health services such as water, sewerage,

hospitals, and clinics.

Expenditures on Public Health

Ecuador's expenditures on public health have traditionally been very

small. This is largely due to the fact that the country is poor. Its

poverty or low level of economic development was particularly acute before

the oil boom, when the gross domestic product ranged from only US $8^1

million in 1960 to US $l8l6 million in 1972. As a consequence of the post-

1972 exploitation of newly discovered oil which coincided with the rise

in the world prices of the commodity, Ecuador's economic situation began

to improve. Its gross domestic product increased sharply, reaching US

$2498 million in 1973 and US $3^75 million in 197^ (Banco Central, 1975).

Yet, as the figures indicate the country is still economically underde-

veloped.

Lack of resources is only one of the reasons why Ecuador's expendi-

tures on public health have been small. Another very important reason is

the low priority which public health has been given by past national gov-

ernments. Public health budget expenditures have usually represented less
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In 1972, for instance (see Figure k) , Ecuador's budget expenditures on

public health represented only 2.U percent of the total; in contrast,

other Latin American countries selected for comparison had budget expendi-

tures on public health ranging from 3-5 percent of the total in Argentina

to 12.^ percent in Venezuela.

Since most of the study of Ecuador's budget expenditures* is' based

on initial budget figures rather than on those revised at the end of each

fiscal year, it is necessary to include a vord of caution before proceeding

further: there are no data available on the exact amount of money spent

on public health during a given year, l) Initial budget allocations to

public health are only an approximation of what actual expenditures would

be; particularly before 1972, they were usually only statements of aspira-

tions because the central government vas seldom able to deliver the amounts

indicated in the budget law. 2) Tae publication of annual budget alloca-

tions seldom includes those made to the different autonomous and serai-

autonomous institutions operating in the health field.**

Erpenditures of the Central Government

Ecuador's government expenditures on public health (Table 2) increased

* Tne Presupuesto Wacional del Estado ... (National Budget of the
State . .

.

) is usually published before the beginning of each fiscal year.

** A rare tidbit of information on the matter as given by an offi-
cial report which indicates that the I962 net expenditures on health were
nearly 319 million sucres, of which 2h.'J million corresponded to the cen-
tral government, 55-7 to the municipalities, and 239-2 to other entities
(JNPC, 196^:105). Tnis information is significant also in that, it illus-
trates discrepancies between officially reported figures. The 1962 central
government expenditiures on public health previously mentioned are only
about 25 million sucres, in contrast with those reported by the Inter-
American Statistical Institute (see Table 2) which are 65 million.
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Table 2. Central Government's Annual Budget Expenditures on Public
Health;, Number and Percent, Ecuador, 196O-1975

Expenditures on. Public Health
(in Millions)

Year . Sucre s U.S

i960 55
1961 52
1962 65

•

1963 85
196^ 83

1965 157
1966 95
1967 96 .

1968 99
1969 91
1970 1^9
1971 166
1972 155
1973 785
197^ 822

1975 805

Source: Organizaci(5n de Estados Americanos (OEA), Institute Inter-
Americano de Estadistica' (lIE), 19^8, 197^; InterAmerican Development
Bank (IDB), 197^; El Mundo , Octubre 1975; Banco Central, 1973; Registro
Oficial, 1962-68; Ecuador, Ministerio de Finajizas (I'lF), Oficina Wacional
del Presupuesto (OWP), 1970-75.

a) Ercpenditures correspond to fiscal year (January - December) plus
a complementary period of three months.

b) From July ik, 1961 to August 16, 1970, the official rate of ex-
change -vias 18 sucres per US $1.00; since August 16, 1970, the rate has

,

been .-25 sucres per US $1.00.

. Dollars^
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from about 50 million sucres (US $7-8 million) in i960 to over 800 million

sucres (US $32 million) in 1975- The greatest jump occurred from 1^72 to

1973 vhen it went from 155 to 785 million sucres or from US $6.2 to 3l.k

million. Undoubtedly, the priority given to public health by. the mili-

tary government under President Rodriguez Lara (that reorganized the Min-

istry of Public Health in April 1972) and the new oil revenues of 1973 are'

the main factors contributing to this drastic increase.

In relative terms, the data in Table 2 indicate that public health

expenditures ranged from 2 percent of the total budget in I969 to

about 8.U percent in 1973- Public health's proportional share of the

national budget reached its highest levels in 1965, 1973, 197^ and 1975

(vith 5-0, Q.k, 5.1, and 5-^ percent respectively). Apparently, these

increases occurred vhile military dictatorships ruled the nation and

around the time vhen national health plans had been elaborated. Military

Juntas took power from civilian governments in I963 and 1972; the national

health plans of lS)6k and 1973 were elaborated shortly after each year.

Contrary to expectations, the creation of the Ministry of Health in I967

did not bring about any substantial increase in public health expenditures.

Rather, there was a relative decrease from 3-2 percent in 1967 to 2.h in

1968 and down to 2.0 in

Expenditures of Autonomous Health Institutions

Tlie health boards (ex -boards of social assistance)

The health boards, now under the direct control of the Ministry of

Health, are analyzed together with other autonomous health institutions

because they succeeded the central and provincial boards of social assis

tance which operated in an autonomous way for over half a century until
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April 1972. -x-

The annual budget expenditures of the provincial health "boards in-

creased from about 25 million sucr.es (US $1.4 million) in 1^62 to over

27^ million (US $11 million) in 1972 and 721 million sucres (US $28.8

million) in 1975 (see Table 3). Before 1970, the highest figure corres-

ponds to 1966 (U8.62 million sucres), representing about 51 percent or

half of the total amount reported that year as the government's expendi-

ture on public health. The budget expenditures for the 1970-72 period

are much higher than those reported for previous years and, when compared

to government expenditures on public health, appear to surpass the latter

by over 60 percent each year.

Tlie lEOS, Institute of Sanitary Works

The lEOS, one of the most important autonomous institutions in the

nation, has had relatively large amounts of annual budget expenditures

since its creation in I965. From an estimated 92 million sucres (US $5.1

million) in I966, its expenditures increased to about 1,077 million (US

$43-1 million) in 1975- In tvo years, 1967 and 1975:, they surpassed those

of the central government by 26 and 3^ percent respectively.

The National Medico-Social Directorate (ex -Medical Department) of the lESS

Also shown in Table 3 are the annual budgets of the National Medico-

Social Directorate of the lESS. For several years, and particularly from

1965 to 1972, this institution appears to have outspent the central govern

-

.

* Wien they were known as boards of social assistance, these pub-
lic health institutions derived their income from ordinary and special
central government budget accounts as well as from their participation in
specific tax revenues and from profits from their capital holdings (such
as landholdings and shares, in LIFE, a pharmaceutical company).
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Table 3. Annual Budget Expenditures of Selected Autonomous Institutions
of Public Health, Number and Percent of Total Government Health
Expenditures, Ecuador, 196O-I975

Expenditures
(Million Sucres)
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ment on health care. Tlie contrast becomes greater \ihen. one considers the

fact that the ex -Medical Department vas serving only its members -- a popu-

lation representing six percent or less of the national total -- while the

central government vas supposed to be serving all the country's iniiabitants

]

Regional and Provincial Differences

Tliere are very few data 3.vailable on public health expenditures for

subdivisions of the country. However, some comparisons among provinces

and regions are possible through the use of data on budget expenditures

of the public health boards and investments of the lEOS. As observed in

Table h, from 1962 to 197^^ the budget expenditures of the health boards

increased from 25 million (US $1.4 million) to about 5^0 million sucres

(us $21.6 million). In terms of per capita expenditures, the health

boards' figure in I962 was 5-6 sucres per capita (US $.30) and, in 191^,

82.9 sucres per capita (US $3-30)

•

Tiie 1962 expenditures of the health boards of the highland provinces

reached 16 million sucres (7.^ sucres or US $.U0 per capita) in contrast

to those of the coastal provinces, which were seven million (3.5 sucres

or US $.20 per capita) and the eastern provinces, which were two million

(18 sucres or US $.10 per capita). Individually, Galapagos and Zamora

Chinchipe were the provinces with the highest health boards' per capita

expenditures (165 and U3.6 sucres or US $9.20 and 2.^0 per capita respec-

tively). Despite the fact that the Province of Guayas had over one fifth

of the country's population in 1962 (see Table l), its health boards' ex-

penditures in 1962 were very low (a total of 1.4 million sucres or US $.01

million, corresponding to 1.4 sucres or US $.01 per capita). It should

be pointed out, however, that in, Guayas there is a very strong autonomous

institution working in the public health field, the Vfelfare Board of Guaya-



76

Table h. Ibtal and Per Capita Budget Expenditures of the Pub].ic Health
Boards, 1962 and 191^, and Investments of the lEOS by I'Tfk
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qull, vhich controls most of the health resources and facilities in the

province. Tae majority of the other provinces, in contrast, depend pri-

marily on the health boards and their resources.
,

Tiie 197^+ budget expenditures of the health boards of the highland

provinces represented 63 percent of the national total, those of the

coastal provinces 33 percent, and those of the eastern provinces only

about three percent. As shown in Table h, the provinces with the largest

per capita health boaxds ' expenditures were Galdpagos (with an all time

high of 1050 sucres or US $42 per capita), Pichincha (with 155.6 sucres

or US $6,2:0 and Zaraora Chinchipe (with I30.3 sucres or US $5.2C). Manabi,

the third most populous province in the nation, had a small amount of

health board expenditures, representing only 30.4 sucres or US $1.2 per

capita.

The lEOS data (also shown in Table k) refer only to investments re-

ported i-mtil 1974 and not to the total annual budget expenditures of the

institution, which were 538 million sucres (US $21.5 million) in 1974.

Of the total lEOS investment until 1974, the Costa received the largest

amount, 82 million sucres (26.9 sucres or US $1.10 per capita); most of

this investment went to Manabi, about 54 million (US $2.2 million) {66.6

sucres or US $2.70 per capita). The rest of the regions received rela-

tively small investments.

The data available indicate that the per capita expenditures of the

public health boards were the highest in Galapagos, followed in descending

order by the Oriente and Sierra provinces and with the Costa provinces

at the bottom. In contrast, the per capita investment of the lEOS was

higher in the Costa provinces than in either the Sierra or Oriente provin-

ces. Galapagos, which figared very high in public health boards ' per



capita expenditures, had no investment reported by 197^. Tais province

is an exceptional case because it has a very small population (about

four thousand in 197^) and conseq.uently small expenditures or investments

can be translated into high ratios per capita.

Distribution of Public Health Services

Preventive Services

One of the best vays of maintaining high levels of nealth among the

population of a given area is through prevention of disease and perhaps

the most
. important measures of disease prevention are the provision of

piped vater supply and sewerage systems as well as spraying and immuniza-

tions. The lack of some of these basic services greatly increases the

population's exposure to illness.

The serious health problems created by deficiencies in water
supply and sewerage systems are evident from analysis of
morbidity and mortality data, particularly of young children.
Tiie group, gastritis, enteritis, etc., appears as one of the
principal causes of deaths_ among yoUng children of 1-4 years
of age in every country /of the American continent/ for which
data were available .

.~

Other diseases which are water borne or spread because of an
insufficient supply of water and lack of cleanliness include
typhoid fever and dysenteries (PAHO, 1970:162).

In Latin America there are wide differences in regards to the pro-

portion of each country's population served by piped water and sewerage

systems. Tfie data for selected countries presented in Figure 5, indi-

cate that Ecuador ranked fairly low in the provision of both public ser-

vices. In 1973^ about 32 percent of -Ecuador's population had piped water

services, in contrast to about 70 percent in Chile, Colombia and Vene-

zuela, and over 50 percent in Cuba and Argentina. Similarly, 2k percent
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of Ecuador's population had severage services, in contrast to over 50 per-

cent in Colombia and about 30 percent in Chile,. Peru and Venezuela.

Ecuadorian census data on coverage of piped water and severage services

(Table 5) do not refer directly to the population with access to such fa-

cilities but rather to the number of dwellings with house connections or

easy access to them. Nevertheless, the data are useful for comparisons

among regions and provinces and can serve as the basis for inferences

about approximate populations served.

Piped water

Tlie nation's proportion of dwellings with piped water services in-

creased from 37-5 percent in 19^2 to 4l.8 in 197^+. It can be inferred

therefore that in 12 years the proportion of people exposed to diseases

associated with the consumption of water from other sources (wells, rivers,

lakes, and so on) had a corresponding decrease..

In 1962, the Sierra's proportion of dwellings with piped water (37-7

percent) was. greater than those of the Costa (28.8) and the Oriente (l2.4).

Pichincha and Guayas were the only provinces having over 60 percent of

their dwellings with piped water services. Of the rest of the provinces,

only El Oro and Galdpagos approached 50 percent.

In 197^^ both the Sierra and the Costa had roughly similar propor-

tions of their dwellings with piped water (37.5 and 35-1 percent respec-

tively). Pichincha and Galdpagos reached 73.7 and 82.6 percent respec-

tively; Guayas, El Oro, Chimborazo, and Imbabura had about 50 percent,

and the rest of the provinces had lower proportions.

Sewerage

At the national level, the proportion of dwellings with sewage dis-

posal systems (also shown in Table 5) increased from 32.5 percent in 1962
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Talile 5. Fater and Severage Services, Percent of Dwellings Served, by
Province, Ecuador, 1962 and 197^
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to 40.'" in 197^.

In l-jCr.:, the Costa had almost twice the proportion of dwellings with

sewerage as did the Sierra (33-^ and 17-^ respectively). Galapagos and

the Oriente followed with 27-3 and 10.8 percent. Only Pichincha and Guayas

had over 50 percent of their dwellings with sewage disposal systems. The

rest of the provinces had proportions which fluctuated widely, from 3.9

percent in Zaraora Chinchipe to 26.5 in Tungurahua.

In 197^, the coastal region (with about hO percent of dwellings with

sewerage) continued surpassing the highlands region (whose proportion was

about 27 percent) but the gap appeared smaller than in I962. Both the

Oriente and Galapagos increased their proportions to 15-3 and 53 percent

respectively. • Pichincha and Guayas had over 60 percent of their dwellings

with such services; of the other provinces, only El Oro and Galapagos had

increased to about 50 percent of dwellings with sewerage.

Immunizations

Traditionally, infectious and communicable diseases have taken a

great toll of life in Ecuador. The health history of the country is full

of episodes of dreadful epidemics which caused many fatalities among the

population, young and old. Immunizing the people, particularly children

who tend to be more susceptible to certain communicable' diseases such as

smallpox and poliomielitis, is one of the most significant preventive

health activities which can be carried on.

The immunizations or vaccinations given for a selected number of

diseases in two periods about a decade apart are presented in Tables 6a

and 6b. Note that the data refer to vaccinations given, not to nur.ber

of persons vaccinated. Tiie number of persons immunized would tend to be

equal to the number of vaccinations when the vaccine is given in only one



Table 6a. Immunizations Given for Selected Diseases, by Province,
Ecuador, 1963-65
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Table 6b. Immunizations Given for Selected. Diseases, by Province
Ecuador, 1972-73



dose. However, vhen more than one dose is required, as is the case with

DPT and Polio, the number of persons immunized would tend to be smaller

than the total number of vaccinations given.

As can be observed in Tables 6a and 6b, the number of reported vac-

cinations had increased in most cases from the 1963-65 period to 1972-73.

In the first three year period there are no data available on vaccinations

against tetanus, yellow fever, and measles at the provincial level. Even

in 1972-73 vaccinations against these diseases were relatively few and

restricted to a few provinces of the coastal and eastern lowlands.

In the 1963-65 period the highest mean annual number of vaccinations

(about 920 thousand) was against smallpox.-^ In contrast, in the 1972-73

period, the highest number of vaccinations (about ij-93 thousand) was for

poliomielitis, with smallpox vaccinations occupying a second place (about

3'j-5 thousand).

In general, the data presented in Tables 6a and 6b indicate that in

1963-65 more immunizations were given in the highland region than in any

of the other regions of the country. The coastal lowlands were usually

in second place of priorities, while the Oriente and Galapagos received

very little attention. The only exceptions to the above statements were

vaccinations against typhus and whooping cough. In the first case, the

Costa had more mean annual vaccinations than the Sierra (32.3 and 10.

7

thousand respectively) and in the second case their total numbers were

very similar (9.U thousand for the Sierra and 8.9 for the Costa). Guayas

* Smallpox is a disease with no known cure and the best way to
avoid its fatal affects is by vaccination. Traditionally, countries
immunized as many of their inhabitants as possible; in the 1970's,
several countries around the world started using a different approach
in which vaccinations were given only in the immediate areas where a
case or cases and their possible contacts were fo'jnd.



86

and Pichincha appeared to receive the largest share of some vaccinations,

particularly of smallpox, DPT, and polio.

As for the 1972-73 period, the Sierra's predominance in immuniza-

tions administered was restricted to smallpox and -DPT. Hie Costa sur-

passed all other regions in number of polio, BCG, typhus, tetanus, and

measles immunizations and the.Oriente had practically all yellov fever

doses given. Although there vere some variations by type of vaccine ad-

ministered, the tendency for Pichincha and Guayas to benefit vith the

largest amounts of vaccinations continued. Substantial numbers of vac-

cinations of most types were also given to Azuay, Chimborazo^ and Mana-

bi.
,

Curative Services

Most of the work of hospitals and clinics is geared to providing

assistive and curative health services to people already afflicted

with disease. Although health establishments such as health centers,

health posts,. and medical dispensaries carry on some important preventive

functions such as immunizations and medical checkups, their main work is

on the curative side as they serve ill people and either provide treat-

ment or referrals to hospitals or clinics.

Wnile the degree of a population's exposure to disease can be ascer-

tained by the availability of preventive health services, i.e. sanitary

works, immunizations, etc.,, the degree of a population's access to medi-

cal technology can be ascertained by the availability of curative health,

services, among them hospitals and clinics, health centers, number of

beds, and medical personnel.

An illustration of- the wide differences found in Latin America and

the relative position of Ecuador is' given in Figure 6, vhich presents
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bed/population and physician/population ratios for selected coimtries in

1968. In both cases. Argentina tops the list vith over six beds per

1,000 population and about 19 physicians per 10,000 population. Several

countries have between three and five beds per 1,-000 population and be-

tween four and nine physicians per 10,000 population. Ecuador, along

with Bolivia, occupies the bottom of the list with only about 2.2 beds

per 1,000 population and 3,5 physicians per 10,000 population.

Hospitals, clinics, and health establishments

Medical care provided in hospitals and in outpatient services
consumes the greatest part of the health budget of most coun-
tries of the Americas. Tiie demand for medical care varies with
the health problems of the population as well as with its aware-
ness of the needs and benefits of receiving medical attention.
Tne level of demand is also influenced by the availability of
resources of institutions and health personnel, their geogra-
phic distribution and the education and cultural characteristics
of the population (PAHO, 1970:148),

Tiie medical care facilities considered in this study are divided

into two classes: first, hospitals and clinics, whose primary function .

is to provide medical care to hospitalized patients, and second, health

establishments, i.e. health centers, health posts, medical dispensaries,

ets. whose primary function is to provide medical care to out-patients

with few or no in-patient services

Data referring to number of hospitals and clinics, their bed capa-

city in relation to the population, and a meas'ure of their utilization

are presented in Tables 7a and 7b. As observed, Ecuador increased the

number of hospitals and clinics from 127 in 1965 to 221 in 1973. In the

same approximate period, the number of beds per 1,000 population decreased

from 2. 3. to 2.0 while the number of hospit'al discharges per 1,000 popula-



Table Ta. Indicators of Accessibility to Medical and Health Care, by
Province, Ecuador, c. 1965
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Table Tb. Indicators of Accessibility to Medical and Health Care, by-

Province, Ecuador J c. 1973



tion increased from about 39 to ^3.* The decrease in bed/population ratio

^

despite a greater noinber of hospitals and clinics, means basically, that

the country has not even been able to match the increase in namber of beds

to population grovth during the period considered, much less to improve

the bed/population ratio

.

Regarding health establishments, Tables Ta^ and To indicate that Ecua-

dor increased their number almost three -fold, from 222 in 1965 to 602 in

1973- Aro'jnd 1965^ the Sierra had more hospitals and clinics, health

establishments, and hospital beds than either of the other regions of Ecua-

dor. Both the Costa and Oriente, however, surpassed the sierra in

number of hospital discharges per 1,000 population.

The ratio of beds per 1,000 inhabitants is a very important measure

of the availability of medical care services in an area for it avoids the

problems inherent in simpler measures such as nutnber of hospitals and

clinics or number of hospital beds. In the first case, the fact that one

province has only one hospital or clinic and another has four or seven

does not mean much unless more is knovn about the bed capacity and, in

general, the quality and quajitity of both material and human resources.

Second, the number of hospital beds alone is not adeiuate because any

meaningful comparison among provinces must take into consideration their

population also.

Across the nation, the number of hospital beds per 1,000 population

in 1965 vas very lov. Some provinces such as Zamora Chinchipe, and Gald-

pagos did not have hospital beds at all! Most other provinces fluctuated

* According to the Pan American Health Organization (PAHO, 1970:

153) hospital discharges for 1,000 population would probably have to be
at least 100 to meet the need for medical attention in countries of
Latin America.



betveen one and two beds per 1,000 popalation. Tlie highest ratios belonged

to Pichlncha (4.5), Gaayas (3.8), and Pastaza (2.8).

Aro'jjid 1973;. the Sierra still had nore hospitals and clinics, health

establishments, and hospital beds than the other regions of the cO'jntc/.

In terms of hospital discharges per 1,000 popalation, the Sierra had the

lowest ratio (39-9), 'followed by the Costa (44.5), the Oriente (75-0),

and Galapagos (96.6), Tiie 1973 ratio of beds per 1,000 popalation (2.0)

was smaller than that of 1965 (2.3). Tne bailding of hospitals and clinics

daring the period had not been able to keep up with the growth of Ecaador's

popalation and, contrary to expectations, the sitaation worsened. Tiiere

were, nevertheless, some positive aspects in 1973- First, some provinces

which had no hospital beds nine years earlier in 1973 -lad among the high-

est bed/'popalation ratios of the nation. Galdpagos had 10.7, Zamora Chin-

chipe, 3-6, and Napo, 4.7. Second, the greatest redactions in the bed/

popalation ratio occorred in Pichincha and Gaayas and this meant that

daring the 1965-73 period there had been a tendency to distribate resoarces

more evenly among all provinces, instead of the asaal preference for these

two provinces.

Haman Health Resoarce s

A key element in the provision of medical and health care service to

the popalation is the availability of well -trained personnel, safficient

in namber and adeqaately distribated aroand a nation. Health personnel

consists not only of professional, technical, and administrative staff

bat also of aaxiliary workers. In addition to the large namber of doc-

tors, narses, and dentists reqaired to staff hospitals and other health

units, health work depends on the active participation of aoi-cLliary workers

and paramedical personnel, inclading sanitary engineers, veterinarians.
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health educators, x-ray technicians, nutritionists, and so on (PAHO, 1970).

Public health systems have such complexity that adequate co'-uitry to

country comparisons cannot be made. Yet for illustrative purposes it is'

vorth malting comparisons of personnel Indicators such as physiciaxis per

population. As observed in Figure 6, Latin American countries exhibit

vide differences in regards to physician/population ratios. While Argen-

tina in 1968 had about 19 physicians per 10,000 inhabitants, several other

countries had from four to nine, and Ecuador was at the bottom of the

list -with only 3.5.

Of the 1^,892 health personnel working in either hospitals, clinics,

health centers, or other health establishments of Ecuador in 1972 (Table

8), about 83 percent did so full time and the rest (l7 percent) only

worked part-time. Physicians made up over 16 percent of all health per-

sonnel while other professionals such as dentists, obstetricians, nurses,

made up over ten percent and student interns -three percent. The largest

numbers were among aurciliary, administrative, and clerical and service

workers. Professional personnel not only represented. less than 30 percent

of total health staff but also a good proportion of them worked only part-

time in health establishments; only 23 percent of all physicians and

70 percent of other professionals worked full time in health establish-

ments .

Regional and provincial comparisons of human resources available in

the field of health are restricted to number of physicians per popula-

tion ratios at two points in time. Other comparisons are net possible

due to lack of data disaggregated oy province for the early 1960's.

At the national level there were about 1,000 more physicians in

1972 than in 1962 (see Table 9). Tiie ratio of physicians per 10,000 in-
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Table 8. Health Personnel vorking either Full or Part Time in Health
Establishments, by Occupation, Ecuador, 1972

Type of
Occuoation

Percent working in health establishments
Total Percent Full time Part time*

All Types

Physicians

Other Profes-
sionals^

Student
Interns

Technical
Services,
Auxiliaries

Admini stration
and Clerical

Service Person-
nel and other^

14,892

2,ij-27

1,5^7

472

5,753

1,328

3,365

100.0

16.3

10.4

3.2

38.6

8.9

22.6

82.8

23.2

70.3

66.9

98.3

99.4

17



Table 9. Number of Physicians and Physicians per 10,000 Population,
by Province, Ecuador, 1962 and 1972

Region
Province
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habitants increased from 2.7 at the earlier date to 3-5 at the later one.

At the tvo points in time there vere more doctors in the Sierra than either

in the Costa or in the other tvo regions. Both in 1962 and 1972 Pichincha

and Gaayas had more physicians than all the other provinces combined. In

1962^ Pichincha had 6.5 physicians per 10,000 population and was at the

top of the list. Guayas followed vith 4.5j seven other provinces had be-

tween two and four, and the rest, less than two. In 1972, the province

of Galdpagos had the highest physician per population ratio (lO.O);* Pi-

chincha followed with 9-2. Six provinces had between two and five and

the rest, less than two.

Because of the very small doctor per population ratios in the ma-

jority of Ecuadoriaii provinces one can safely state that they have sub-

stantial shortages in health personnel, yet what a PAHO report states in

regards to co'untries should also be applicable to their subdivisions.

It says

:

No single ratio can express the adequacy of number of
available physicians. Tlie number needed varies with the
structure of the medical care system, . . .health prob-
lems and . . .demand for services (PAHO, 1966:120).

Differential Distribution

Urban-rural difference;

A comparison of urban-rural differences in the provision of public

health services is essential because it contributes to the knowledge of

whether or not public health policy is made to serve equally the needs

* Note that as indicated in Table 1, Galdpagos in 197^ had only
about hjOOO inliabitants. A ratio of ten physicians per 10,000 popula-
tion would indicate that there were about four doctors on the islands,
or about one doctor per 1,000 population.
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of all inhabitants regardless of place of residence. It has heen foiond

that Pichincha and Gaayas are the prosrinces ^^ith the greatest concentra-

tion of preventive axid curative services as veil as those human health

resources for which data are available. Their iniiabitants are therefore

better cared for than those of the rest of the provinces in the co'untry.

If ve consider also the fact that both in I962 and in 197^)- a large pro-

portion of the
.
population of these tvo provinces was urban {aJoo'at 6k and

59 percent respectively), then, it is apparent that, in Ecuador, priority

in the distribution of public health resources and services has been

given to predominantly urban provinces.

Except for proportion of small health establishments (see Table 10)

there are great contrasts regarding the urban-rural distribution of

selected health indicators. Around I962, areas defined as urban had 36

percent of the total population and areas defined as rural had 6k percent

of the total population; about 68 percent of all health centers, health

posts, and other health establishments were in urban areas while 32 per-

cent were in rural ones. Urban areas had almost all the hospitals and

clinics, hospital beds, and doctors; about 87 and 79 percent of urban

dwellings had piped water supply and sewerage systems respectively in .

contrast to only about 12 and nine percent of rural dwellings with such

services in the same order.

Aro!und 197^^ the urban-rural proportions chajiged with respect to

1962 and the distribution of selected health indicators was slightly less

biased against rural aj-eas. Urban areas in, 197^ had about kl percent of

the total population ajid rural areas had close to 59 percent; kQ.'J percent

of all health establishments were in urban areas while 51.3 were in rural

ones; as before, urban areas had the large majority (well over '>'0 percent)
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of all hospitals and clinics, hospital beds and doctors. Oat of the

573 dentists counted in I968, over 93 percent resided and probably, vorked

in urban areas, in contrast to less than seven percent in rural areas.

Regarding piped i^ater and sewerage systems, urban areas in 197^ had about

83 percent of their dwellings with both services while ru;ral areas had

only about 13 percent of their dwellings with piped water and 11 percent

with sewerage systems.

Tlie above findings indicate clearly that l) the rural population is

more exposed to disease than its urban counterpart because it practically

lacks piped water supply and sewerage systems, and 2) the rural popula-

tion's access to medical technology is practically nil as most specialized

medical services, i.e. hospitals and clinics, physicians and dentists, are

concentrated in urban areas.

Social class differences

The analysis of the differential distribution of nealth services in

terms of how it affects various social classes in Ecuador is of necessity

only brief and tentative. Tlie basic questions addressed are who owns or

controls most medical care facilities in the country and, what social

classes or social groups have access to those facilities and their ser-

vices?

Social class is a term used here very loosely, and does not correspond

either to the Marxist definition which involves .position in regard to

ownership of the m.eans of production or to common American Interpretations

of the term as involving occupation, education, and income factors. In

general,, social class is used almost as a synonym for broad occupational

groups.

As observed, in Table 11, out of the total of 823 medical care facili-
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Table 11. Medical Care Facilities by Class and Institutions to vhich
they belong^ Ecuador, 1973

Institutions
Total Hospitals & Health Establishments

Facilities Clinics (Centers, Dispensaries, etc .

)

Total Nation 823 221 602

Public Sector



101

ties reported in 1973, 702 or about 85 percent belonged to the public

sector while 15 percent did to the private sector. The public sector had

a smaller number of hospitals and clinics than did the private sector

(109 as compared to 112) but had almost all the health establishments in

the nation ('593 out. of 602).

With the exception of 19 hospitals and clinics run oy religious groups

or charitable organizations^ most of these private facilities are profit-

making institutions and therefore access to them is restricted to those

who can afford to pay their prices. In other words, access to private

hospitals and clinics is restricted almost exclusively to urban upper

and middle class groups.

Some of the public sector facilities have also a limited clientele.

The 12 hospitals and 133 health establishments of the Social Security

Institute^ lESS, are only for the utilization by the approximately six

percent of the total population who are affiliated with the institution

and a restricted nutfoer of their imjiiediate family. Most JESS membership

is made up of urban white collar and skilled blue collar workers. A large

proportion of the urban working class, from skilled workers (such as car-

penters, shoemakers, and painters) to people engaged in menial work,

domestic service, and street vending do not belong to the lESS and can-

not benefit from the services of its medical facilities. Only in the

last few years have efforts been made to incorporate large occupational

groups such as domestic service workers under the Social Security; suc-

cess has so far been very limited.

Recent attempts to bring peassuit farmers into the social security

system have been even less successful and for all practical purposes, it

can be stated that the rural population, which represents over half the
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national total, is not significantly represented in the lESS.

The medical care facilities Iselonging to the Armed Forces and Police

are otviously also restricted to their menibers vho. probably do not repre-

sent even two percent of the total popalation of Ecuador.

What is left of the public sector, i.e. the medical care facilities

of the Ministry of Health (vhich nov includes the facilities of the ex-

aocial assistance boards, the ex -Ecuadorian Antituberculosis League, etc.),

those of the Welfare Board of Guayaquil, and a few others are supposed to

serve the health needs of all the rest of the population that is not

covered by the other institutions previously mentioned. The matter be-

comes more complicated when one considers that the Welfare Board of Guaya-

quil works almost exclusively in the Province of Guayas.

Roughly speaking then, the medical care facilities of the Ministry

of Public Health (84 hospitals and clinics and 3^7 health establishments)

are expected to be available to large proportions of the urban population

as well as to almost all the rural population.

In actual practice, public health services are not really accessible

to rural inhabitants, excepting those who have some resources to make the

trip to the city and/or can be assisted by contacts in the urban ai'eas.

Time, distance, and cultural barriers further conspire against people

from the countryside so that it is not infrequent to find that they arrive

at some urban health center or at a hospital only to die because their

disease, or other health problem is already in the advanced stage.

Tlie maldistribution of health care services prevails in Ecuador be-

cause, as mentioned previously, national governments have tended to favor

investment in urban rather than in rural areas . Urban populations have

been given priority for the provision of maiiy basic public services --



103

including potable water^ se'rferage systems, and hospital care -- not only

because they are concentrated in a vay that facilitates their servicing

but also because they have usually been able to articulate their demands

and to exert effective pressure on the national government. Since the

oligarchy or ruling elite of Ecuador is mostly urban oriented, it has

procured the development of urban areas at the expense of the rural ones.

And, althoijgh the large majority of the people residing in urban areas are

not to be considered as part of the national elite, it is obvious that it

has benefitted from the official discrimination against the peasantry,

albeit in a limited vay. Finally, paraphrasing Navarro (l97^:l^) it can

be stated that the maldistribution of health services follovs and parallels

the distribution of most of the resources of the nation: as the patterns

of production and consumption in the overall economy are determined by

particular, mostly. urban based, social classes, so are the patterns of

production and consumption in the health sector.



CHAPTER V
MORTALITY CONDITIONS

. After a brief comparison of mortality "between Latin Anerica and

other areas of the world, this chapter studies mortality conditions in

Ecuador using the crude death rate and the infant mortality rate. Tnen

it cinalyzes mortality differences according to age^ sex^ and residence.

Finally, it deals briefly with the main causes of death in the country.

Latin America and Other Areas Compared

According to the United Nations Demographic Yearbook for^ 1970 , the

death rate for Latin Anerica as a whole is very similar to those of the

most industrially developed areas of the world by contrast to those of

other developing areas. For instance, as shown in Table 12, in the I965

to 1970 period, Latin America had a death rate of ten per thousand which

was similar, to Europe's (ten) and slightly higher than North America's

(nine). Meanwhile, Africa and South Asia had very high rates of 20 and

16 per thousand respectively.

Tnis is the result of a substantial decrease of mortality in Latin

Anerica. Although data for the beginning of the century are hardly re-

liable^ it seems that the Latin American countries had high mortality

rates, ranging from 25 to 30 per 1,000. In some countries mortality rates

might have declined over 50 percent from 190O to i960 (Mird, 1966:68).

Although Eatin ATiertca, like Asia and Africa, has a high birth rate

of about ho per thousand, its death rate is two -thirds as high as that

of Asia and half that of Africa. Ttiis unique combination :nakes the popu-

lOU
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Table 12. Crude Death Rates of Major World Areas,, 1965-1970

World Area Crude Death Ratea

Ifcrld Total 14

Africa 20

Northern America 9

Latin America 10

East Asia 13

South Asia 16

Europe 10

Oceania 10

U.S.S.R. 8

Source: United Nations (Ul^), Statistical Office, 1971:105.

a) Deaths
^ ^

Population •'
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lation of Latin Merica the fastest gro'wing in the world. The low death

rate of the Latin Americaji continent does not preclude the fact that some

countries still have extremely high death rates. As illustrated in

Figure J, Venezuela, during the period I965 to 197O reported a death rate

of only about eiglit per thousand, while Bolivia during the same period re-

ported a death rate of 19 per thousand.

With regard to other indexes of mortality, while in Worth America

only seven percent of deaths occur among children under five years of age,

the figure for Latin America is ^2 percent, varying from 13 to 58 percent

(Horwitz and Burke, 1966:15^). On the other hand, according to Somoza

(1971:^90), the estimated level of mortality expressed as the expectation

of life at hirth is 57 -61 years in Latin America. However, this measure

ranges from hi to h'^ years for males and females respectively in Haiti

to 65 and 71 in Uruguay.

Differential Mortality in Ecuad.or

Provincial Differences

Crude death rates

The crude death rate, or general death rate, is a ratio of the total

number of deaths during a year to the total mid -year population, multi-

plied by 1,000.

Tnere has been a rapid decline of the death, rate in E:;uador during

the last 50 years. From an estimated 28.1 per thousand in 1925 it de-

clined to 17.3 in 1950 (Merlo, 1969:17) ajid to 9-9 in 197^ (DlIP, 1976:15).

Tne 1925 figiure thus has been reduced by about two thirds. Ttiis sharp

decline, however, has not affected the different regions of the country

equally. Ecuador 's' death rates for 196^ and 197'i- (see Table 13) show
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10 15 20

Bolivia, 1965-70

Ecuador, 1965-70

Pera, 1965-7O

Colombia, I965-7O

Brazil, 1965-70

Argentina, 1965-7O

Ctiile, 1971

Venezuela, 1965-70

19,1



Table 13. Reported Death Rates, Absolute and Percent Change, by
Provinces, Ecuador, 196^ to 197^
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broad differences among the various provinces. Tiiu;:;, for instance, in

1964, while Galdpagos had a death rate of only 3.I per thousand. Imbabura

and Cotopaxi had rates of over 19 per thousand. Similarly, in I97J+, all

the provinces of the Costa and Oriente had death rates belov ten per thou-

sand while the Sierra provinces, with the exception of Pichincha and Loja,

had death rates ranging from 10. 5 to as high as 20.0 per thousand.

Even though the data in Table 13 should not be seen as. reliable in

all cases,* the following points should be noticed: l) In ten years, the

absolute change in the crude death rate of Ecuador was equal to 1.6; this

is equivalent to a l^l- percent decline. Tiie mortality rates of the Costa's

provinces declined more rapidly than those of the Sierra's. 2) Trie highest

decline in the Costa occurred in the province of Los Rios; from 1964 to

1974, its death rate decreased by about ko percent. Ttie highest decline

in the Sierra on the other hand, occurred in Pichincha and Carchi, which

had 21 and 30 percent decreases respectively.

Infant Jfcrtality Rate

Tiie crude death rate is relatively easy to compute and it is help-
'

ful for comparative purposes; however, it is not a satisfactory Index of

mortality as it does not aeco'unt for some important differentials, mainly

age and sex. Tiie use of crude death rates for comparative purposes in

certain cases can be very misleading, as the following paj^agraph illustrates:

If we examine crude death rates (number of deaths per
thousand population) some overall mortality convergence
may be obsex-ved by the late 1960's. Countries with very

* According to Saunders (1961:57), "It is likely that the most
accurate as well as the lowest death rates in Ecuador are those for the
provinces of Pichincha, which contains the capital city, ajid Guayas,
location of Guayaquil."
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different levels of economic development had very low crude
death rates. For example ;, among the forty countries with
crude death rates of 10 per 1,000 or less in the late 196o's
are the United States^ Canada, Japan, Chile, Mexico, Barba-
dos, South Yemen, eind others. But among those countries
with low crude death rates, six had infant mortality rates
over 70 per 1,000 live births while nine had infant mortality
rates below 20 (Goldscheider, I971:ll8).

The infant mortality rate has been given a great deal of attention,

largely due to the eloquence with which the uselessness of lives lost

appears. Thus, the infant mortality rate can be regarded as an indirect

measure of the levels of health and of socio-economic conditions in a

nation. Moreover, in contrast to crude death rates, it seems that only

countries which have achieved a combination of better health and improved

socio-economic conditions have been able to reduce infant mortality rates.

Tnis idea is best illustrated in the expression: "Civilizations are

mirrored in their causes of death" (Davis, 1970:^30). Most of the de-

veloping coijntries have high rates of infant mortality. For instance,

in the late 1960's the Andean countries had infant mortality rates ranging

from 50 per thousand (Colombia, 1966) to 108 per thousand (Bolivia, 1970)

while the corresponding rate for the United States was only 2k. ^ (1963).

Tae infant mortality rate is computed by dividing the nuinber of

registered deaths of children under one year of age by the number of

registered births, multiplied by a constant (l.OOO).

In the 1960's over 30 percent of all reported deaths in Ecuador oc-

curred among children under one year of age. In I967, for instance, the

percentage was 33-3 (OEA, HE, 1970:1^7). Tnis proportion is not reached

at any other age and could be even higher because deaths of infants are

underreported to a greater extent than those of older persons (DNP, 197^:

1, 2).
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The infant mortality rate in Ecuador has declined from an estimated

110 per thousand annaally during the 195^-1956 period to approximately

70 in the year 197^ (JNPC, 1971:32; DNP, 1976:26). With the precau-

tionary note that the data for some provinces are unreliable "because of

probable underregistration of births and deaths of infants, a breakdown

of the infant mortality rates and their change by various subdivisions of

the cocintry is presented in Table 1^. In 1965, the provinces with the

most complete registration of deaths, Pichincha and Guayas, had infant

mortality rates of 93-3 and 100. 9 respectively. If one considers the ad-

ditional fact that Pichincha, Guayas, and Galdpagos have better health

services than the rest of the nation then one could logically expect higher

rates of infant mortality in all the rest of the provinces, and consequent-

ly in the nation as a whole.

However, the data in Table l4 do not indicate so. Instead, there are

a few provinces with very low figui-es, such as Loja with 5^.2, Manabi,

62.9^ and Mapo, 28.6. Because of the underregistration that these figiures

probably represent, the infant mortality rate for the nation as a whole

appears below that of Pichincha and Guayas. Tae data for 197^ are more

consistent and probably more accurate than that for the earlier year.

However, there are still relatively low rates of infant mortality that can

be explained only by underregistration, for example, those of toja (^5-^)

and Wapo (43.3).

In 197^, the provinces of Pichincha and Guayas had infajit mortality

rates of 75-0 and 71-5 respectively. Interestingly, the highland provin-

ces bordering Pichincha on the Worth and South, Imbab'ura and Cotopaxi, had

two of the highest registered infant mortality rates of the country, 100.4

and 122.0 respectively. Tne figures representing absolute change in the
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Ta"ble l^J-. Reported Infant Mortality Rates, Absolute and Percent Ciiange,
by Provinces, Ecuador, 19^5 to 197^
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infant mortality rates are extremely varied. Tney range from an increase

of 28.2 for Galdpagos, vhich should be interpreted partly as an improve-

ment of registration rather than only as an increase in actual deaths, to

the fairly high 32.5 decline for Imbabura. In very rough terms, the data

in Table 1^ show that, from I965 to 197^, the Costa experienced a greater

decline in infant mortality than the Sierra. Tiiis assertion is strengthened

by the fact that. Guayas (the largest province on the Costa) had an absolute

reduction of 29.4 while Pichincha (the largest province in the Sierra) had

a corresponding decrease of only 18.3 per thousand. The decline in the

infant mortality rate for the whole nation, measured as relative change,

was greater than the decline of . the crude death rate . Wnile there was a

25 percent reduction in the infant mortality rate in nine years, there was

a ik pex'cent reduction in the crude death rate in ten years.

Tiie fact that Pichincha and Guayas (provinces v/hich raniv high in terms

of public health services per population), in I965 and 1974, had infant

mortality rates above those of the nation as a whole needs further explana-

tion. It is likely that, as previously suggested, the infant mortality

rates of these two provinces reflect fairly accurate statistics and tliat,

in contrast, the data for the rest of the nation are affected by underregis-

tration of infaint deaths; therefore, the infant mortality rates for the

nation as a whole should be higher than reported. But, in addition, there

are two other possible explanations. First, Pichincha and Guayas may be

registering not only the deaths of infants belonging to their resident

populations but also those of infants whose parents reside in other areas

of the nation yet bring their offspring to receive medical and health

care -- and so often to die -- in these two provinces. Second, the infant

mortality rates of Pichincha and Guayas may actually be higher than those
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of the nation as a whole iDecause, althougli the/ have more and better medi-

cal and health care services, the majority of their populations have only

a very limited access to t;iera. As noted in the previous chapter, most

public health services are located in urban areas. Mareover, a signifi-

cant proportion of all health care facilities, such as those belonging to

the lESS and the Armed Forces and Police, provide services only to their

members.

Age Specific Death Rate s

Since crude death rates do not tate into account the age structiare

of the population and its effect upon mortality, ajid the infant mortality

rate' deals vith different kinds of data, namely deaths of children under

•age one per thousand live births. Table 15 has been constructed in order

to contrast two populations vith fairly similar crude' rates but different

age structures. It shows the distribution of deaths by age in Ecuador,

and at the same time, compares it with the corresponding distribution of.

a more developed country, the United States.

In the first place, it is significant to note that in Ecuador the age

specific death rates corresponding to children under five are almost three

times as high (30.9 per thousand) as the rate for all ages (10.8). More-

over, with the exception of the age groups above 59;, the death rates after

age five drop substantially, and remain relatively low ranging from l.k

per thoiusand for persons aged ten to 19 to 9-3 for those aged 50 to 59-

The lowest death rate occurs in the ten to 19 age group.

More than half (5^ percent) of the deaths in Ecuador occur among the

population under five years of age. The number of deaths among children

zero years old represents 31 percent of all deaths occuring in the country

and 58 percent of the deaths occarring in the age group zero to four. Aftei
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Table 15. Age Specific Death Rates, and Percent of Total Deaths, Ecua-
dor and the United States, 1968^
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the first five years of life there is no age group reaching the same pro-

portion. Tlius, the percentage of deaths occurring among the age groups

f:rom five to 69 ranges from 3.2 (ten-19) to 6.2 (60.-69). Tae rather high

percentage of deaths occurring among the population aged 70 and over is

partly explained by the large interval of age in this category. On the

other hand, it is completely normal to find patterns of high mortality among

the aged peoples of all countries.

¥nen all ages are considered, the death rates of the populations of

Ecuador and the United States do not differ greatly. Hovever, their age

specific death rates offer very sharp contrasts Thus, tha age specific

death rates of Ecuador, vithout exception, are higher than their counter-

parts in the United States. Wnat is even more outstanding in the com-

parison between these tvo countries is the proportional distribution of

deaths in the various age groups. Deaths of children age zero represe.nt

31. U percent of all deaths in Ecuador; in contrast, they represent only

3.9 percent in the United States, lyfore than half of all deaths in Ecua-

dor occur among people under five years of age; in contrast, a similar

proportion of deaths in the United States occurs among people over 70 years

of age.

Expectation of life: The life table

Departing from the knowledge of age specific death rates, the expecta-

tions of life at different ages can be calculated using life table tech-

niques. Tlie life table is defined as the "life history of a hypothetical

group, or cohort, of people, as it is diminished gradually by deaths"

(Barclay, 1970:93).

Tne most recent life tables of the population of Ecuador by sex are

shown in Tables 16 and 17 below. In 197^, the expectations of life, given

by the ex column, was higher for females in all age groups than for males.
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Males born in l^'jk had a life expectancy of. 59.5 years; in contrast^ females

born the same year had a life expectancy of 61.8 years. Tiie highest life

expectancy for both sexes co.rresponds to the groups between ages one to

four, "Which is 63.3 years for males and 65 A years for females.

Sex Differences

Miile there are sex differentials in mortality^ they are not as sharp

as those found with regard to age. An analysis of the relative numbers

of death by sex in Ecuador for the year 197^ (see Table, 18) indicates that^

in general^ male mortality is slightly higher than female mortality. Tlie

data indicate that only in the age groups one to four and 80 and over does

the namber of female deaths surpass the number of male deaths. The larger

number of female deaths at ages over 80 may be explained by the fact that

females outnumber males at older ages^ therefore^ a larger number of them

are exposed to the risk of death.* Waile sound for older people, the

argument caxinot be used to explain the higher female than male mortality

at ages one to four. Then, one of the areas to explore would be wliether

in Ecuador, an essentially male -dominated society, male infants are better

cared for than female infants. Tiiis is a possible explanation. Unfor-

tunately, the limitations of this work do not allow a further elaboration

on the subject.

Residential Differe.nces

The fact that urban areas, particularly the largest cities of Latin

Ajnerica, have a high concentration of the available health and sanitation

facilities and services has frequently been used to support the idea that

* In fact, the specific death rate for females aged 75 and over

(102.0 per thousand) is below that of males in the same age bracket (109.7).
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Table l8. Wamber of Deaths by Age Group and Sex^ Ecuador,, 197^



121

mortality should 'oe lower In urban than in rural areas. Accoi'dlng to

Leonard Linden ( 19.67) the expected differentials in mortality have not been

satisfactorily confirmed in the case of Ecuador. Linden^ vho has dealt

vith this topic at some length in his doctoral dissertation entitled "An

Appraisal of Mortality from the Nations of South America/' indicates that

there are some observable differences in mortality between the urban and

rural areas of Chile^ Colombia, and Ecuador, yet, he also points out that:

Differences in diagnostic and certification accuracy may
have influenced the observed differentials.' It is known that
a larger percentage of the deaths in u:"ban areas are certified
by physicians than in rural. Only in the published data for
Ecuador is it possible to control for differences in adequacy
of diagnosis in order to determine if the observed rural-urban
differentials are genuine.

Ercaraination of the statistics for the urbanized provinces'
Guayas and Pichincha compared to the rest of the country re-
veals that, when only medically certified deaths are considered,
there is no significant difference between the two areas. Tae
percentage of deaths due to causes reflecting the level of medi-
cal attention is 69.? in the most urban provinces and 68.7 in
the remainder of the country (Linden, L967:98-99).

Additional insight into this subject is furnished by Saunders (196I:

57-60), who after evaluating Ecuadorian data pointed out not only that

"...registration of deaths tends to be less complete for children th^an

adults," but also that the underregistration of infant deaths is greater

in the rural than in the urban areas. Tne ambiguity of rural-urban dif-

ferentials in mortality is illustrated in Table 19 which gives data on

the number of infant deaths, by residence. Thus, in 1966, of all, deaths

of children 'under one, more occurred among the rural population, 53-7

percent, than among the urban population, 46.3 percent. Can one conclude

then that infant mortality is higher in rural areas than in urban areas?

There is not sufficient evidence to do so. Furthermore^ since the pro-
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Table 19. Number and Percent of Deaths A'aong the Population, Under One
Year of Age, by Residence, Ecuajdor, 1966.
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Causes of Death

The periodically reported data on the causes of death provide useful

sources not only for the study of mortality per se but also for the study

of the related fields of morbidity and health in general. Ihe frequency

vith vhich certain diseases take the lives of the members of a given popu-

lation is indicative of the state of health of that population. Ecuador's

data on the causes of death have tvo main shortcomings. First, not all

of the registered deaths include a specification of their respective causes.

According to Saimders (l96l:6o) in 1955 only TS percent of all registered

deaths included a statement about their causes. Second, the cause of death

is not alvays certified by a qualified person. In 19^5, only about ^^0 per-

cent of all reported deaths were certified by a physician. Regarding the

latter point. Linden has stated:

...The diagnosis of a physician, vho is of necessity trained

in diagnostic techniques, has greater validity than that of

a laym.an with relatively limited diagnostic knoi^ledge . Most

laymen personally are unfamiliar with any more than a dozen

disease entities, vhile the physician must be aware of a

multitude of death-causing diseases (Linden, 19^7:55).

Some of the important causes of death in several different years are

presented in Table 20. There ai^e extremely high rates of deaths caused by

infections of ihe newborn; for instance, in the 19^5 -6T period, this

category accounted for 551.1 deaths per 100,000 live births. Between the

1957-58 and 1965-67 periods the deaths caused by typhoid fever and malaria

were reduced by 91.5 and 8U.8 percent respectively. "Hie lethal effects of

other maladies such as tuberculosis, whooping cough, measles, and neo-

plasms have also been reduced, however, these and other infections still

take a great toll of life in Ecuador's population every yeai-.
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Table 20. Selected Causes of Death in Ecuador, 1957-1958 and I965-I967
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Although the data' do not correspond to the time period which is the

main focus of .this study, the selected causes of death in Chile, Colombia,

and Ecuador in the late 1950 's are px-esented in Table 21 primarily for

comparative purposes. In broad terras, the data observed indicate that (vith

the exceptions of senility, ill -defined and lunknown causes), in all three

countries one of the two main causes of death were diseases of the respira-

tory system (brochitis, pneumonia, etc.); the second main cause of death

varied in each country. In Chile, it was diseases of early infancy; in

Colombia, diseases of the digestive system, and in Ecuador, infective and

parasitic diseases. Tiie percentage of deaths caused by infective aiad para-

sitic diseases was substantially higher in Ecuador (19-9) than in either

Chile (7.7) or Colombia (10.8).

Tne completeness of the data should be kept in mind while interpreting

the figures in Table 21. Tlie percentage of deaths attributed to the cate-

gory "senility, ill-defined and unknown causes" represents a sort of indi-

cator of the completeness of the data. Note, for instance, that Ctiile had

only 8.8 percent of its 1957 deaths in this category, in contrast to 19-5

for Colombia in 1958, and 21.7 for Ecuador in the same year. Had these

deaths been properly classified according to their causes, the number and

proportions of the other categories would undoubtedly have increased.

Summary and" Conclusion

Although in Ecuador there are problems related to the registration of

deaths, affecting the accuracy of this study, the data available indicate

that in the last few decades there has been a substantial reduction of

mortality in the country. The crude death rate has declined fairly con-

stantly and by 197^ was around ten per thousand. Trie infant mortality
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rate has also decreased and at a faster pace than the crude death rate

.

Today Ecuador still has very high rates of Infant mortality^ about TO

per thousand live births. More than 50 percent of all deaths occur among

the population under five years of age . Taere are some indications that

mortality is higher in rural than in urban areas. And finally, the main

causes of death are infective and parasitic diseases as veil as certain

diseases of the respiratory system, such as bronchitis and pneumonia.
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CHAPTER VI

FACTORS RELATED TO MORTALITY DB:LINE

Tlie age-old demographic debate on vhether mortality decline is pri-

marily due to social and economic development or to improvements in medi-

cal technology still continues. The evidence so far presented seems to

indicate that mortality decline in countries of European settlement was

primarily determined by socioeconomic development (McKeown and Brown,

1955; McKeovn and Record, I962) . It has been suggested also that the early

introduction of modern methods of disease control might have helped to

prolong life in such countries (Stolnitz, 1955:28-29). Tlie mortality

decline of Tnird Vforld co'ontries, demographers tend to agree, should rather

be mainly attributed to improvements in health care and to the introduction

of modern medical techniques (Stolnitz, I965; Matras, 1973; Kusukawa, I965).

The mortality decline experienced by most Latin American nations in

the present century, according to Arriaga and Davis (1969), should be

examined in two periods: l) until about 1930 in which the decline was ap-

parently related to improving economic conditions, and 2) after 1930 in

which it was due to the application of preventive medicine and public

health care measures imported from the developed countries.

Tlie Case of Ecuador

Tlie previous chapter has presented the evidence of mortality decline

in Ecuador, This chapter researches the question of whether this decline

can be attributed to economic development or to the implementation of

health care measures in the 1960-197^ period. Are improvements in public

129
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health care the main factor in mortality decline in Ecuador or, is socio-

economic development the main factor? Is it, rather, necessary to have

"both factors occurring concomitantly in order to achieve a reduction of

mortality? All these questions are of crucial importance, not only in

terras of what their answers would contribute to the previously mentioned

demographic debate, but also in terms of their import to policy formula-

tion in those countries which, like Ecuador, are undergoing economic de-

velopment and are committed to bring about mortality decline through the

improvement of public health care. Politicians and decision makers need

to know specifically, what type of public investment yields the best re-

turns. Should budget allocations give priority to the improvement of pub-

lic health and medical care, or rather, should the priority be given to

investments in the infrastructure of socioeconomic development? In the

following pages these questions are addressed. In addition we ask the

question of whether it is more effective to invest in preventive health

care services or in curative health care services. In other words, this

chapter tries to establish whether -- in the case of Ecuador -- the im-

plementation of policies to improve the conditions in which people live

(reducing their exposure to disease) or the implementation of policies

to increase their access to medical technology is more effective in the

reduction of mortality.

Methodology

Basic model tested

Using the province as the unit of analysis, this chapter tests whe-

ther there is a relationship between socioeconomic development and mor-

tality and/or between public health policy implementation (referred to

from now on also as public health) and mortality. Socioeconomic develop-
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ment and public health are the Independent variables Xi and X2. Mortali-

ty is the dependent variable, and is in tvo forms: Yi, general death,

and Y2, infant mortality,

A graphical representation of the model to be tested is the following:

XL

X2

Socioeconomic
Development

Public
Health

Yl

Statistical methods

Tlie statistical methods used for analysis include Pearson's correla-

tion coefficient (r) and partial correlation.

1) Tlie correlation coefficient , r, is a measure of the direction

(negative or positive) and of the strength of a linear relationship be-

tween two interval scale variables x and y. It is based on the assump-

tion of a. linear relationship between the variables; r = means no

linear relationship but, obviously, a non-linear relationship between

the variables is possible. The square of r (r2) gives a measure of the

strength of the linear relationship,

2) Tne partial correlation is a measure of association which describe;

the relationship between two variables adjusting for the effects of one

or more additional variables.

Synchronic versus diachronic analyses .

Tliis study involves two approaches: l) a synchronic or cross-sec-
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tional approach and 2) a diachronic or longitudinal approach. The syn-

chronic analysis studies the variation of data on the provinces of Ecua-

dor at two different points in time, circa 1962 and circa 197^. Since the

data. on mortality^ development, and public health correspond to approxi-

mately the same time period, in order to make causal-type statements, it

is necessary to assume that socioeconomic development and public health

policy implementation occurred prior to mortality, . Other assumptions

essential for this study are that the independent variables vary concomi-

tantly and are not significantly related to each other, and that there are

no alternative explanations of mortality,

Tlie data for the diachronic ajnalysis shov the change that dependent

and independent variables experienced between 1962 and 197^ in each of the

provinces. In contrast to the synchronic approach, which gives a picture

of the conditions characterizing the country at two fixed, points in time

approximately 12 years apart, this approach deals with an ongoing process.

It addresses the degree to which conditions have improved or deteriorated

from one date to another and their effect on mortality. The assumption

that both socioeconomic development and public health policy implementa-

tion antedate mortality is still required in this approach.

The variables and the ir indicators .

Tlie dependent variables are general death,' Yi, measured by the crude

death rate (CDR), and infant mortality, Y2, measured by the infant mortali-

ty rate (IMR). In the synchronic analysis, the dependent variables are

measured by the raw values of the CDR and IMR; in the diachronic analysis,

the difference obtained by subtracting the 197^ values from the 1962

values was standardized using Mattelart and Garretdn's (1965) procedure,

described later in this chapter, by which higher scores represent more

favorable conditions and lower scores, less favorable conditions.
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Socioeconomic development, X2_, is measured by an index composed of

three different indicators: l) urbanization, or the percentage of popu-

lation living in provincial capitals and/or cities of 20 thousand inhabi-

tants or more*; 2) illiteracy, or the percentage of illiterates among the

population aged six and over**; and 3) agrarianisra, or the percentage of

economically active population (aged 12 and over) engaged in agriculture

and related activities, including hunting and fishing. Public health

policy implementation, X2, is a composite of tvo variables: l) the living

conditions index, vhose indicators are (a) vater, or the percentage of

dwellings with potable water systems and (b) sewage, or the percentage of

dwellings with sewage services; and 2) the access to medical technology

index, whose indicators are (c) hospital beds, or the number of hospital

beds per 1,000 population and (d) doctors, or the number of doctors per

10,000 population.

The selection of the CDR as an indicator of mortality does not need

much explanation as it is a measure frequently used in studies of mortali-

ty involving interval scale variables. The If-CR, although partially re-
,

fleeted in the CDR, has been included as a separate measure because an

unusually large percentage of deaths in Ecuador occu.rs among children

aged one or younger and therefore, there is a need to determine what fac-

tors are m.ost effective in its reduction. Tlie use of the indicator life

* Tliis measure of urbanization was preferred over that provided by

the national census because the latter classifies as urban not only pro-

vincial capitals but also canton seats, some of which have population well

below a thousand inhabitants (one extreme case, Sucumbios, was in 1962 a

canton seat with only 132 inliabitants) . The measure used in this study is

deemed by the author to be a more sensitive one because it combines two of

the most commonly used criteria of urbanization: population size and poli-

tico-administrative organization.

** In 197^, aged ten and over.
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expectancy at birth was considered as a possible indicator of mortality,

however, the limitations of data (census results by provinces were not

available by mid-1976) made their use impossible in this study,

Tne indicators for the independent variables were selected on a com-

bined criteria of availability for the time periods with which the study

deals, their reliability relative to other alternate indicators, their

estimated relevance to the dimensions being studied, and their utilization

in other studies. Indicators which did not meet these criteria were re-

jected. For instance, the indicator number of immunizations, although

potentially useful for tapping public health policy implementation, was

left out because it was not properly disaggregated by province at the

earlier date considered (circa I960) and its figures were not found re-

liable enough; they differed from one official report to another. Simi-

larly, the indicator percentage of illiterates was preferred over the

indicator percentage of population with at least one year of secondary

school because it has been more frequently used in studies of social and

economic development and because the, secondary school depends on the num-

ber of years in primary school, which in Ecuador in thie- past was not uni-

form in all areas of the country.

The mode of index construction

The indexes socioeconomic development and public health policy im-

plementation were constructed using a method formulated by Mattelart and

Garreton (1965) in a study of social regionalization in Chile, -*^

Tiie first important characteristic of this method is that it enables

* Factor analysis is an alternative method considered but it was

not utilized because of two considerations: l) the total number of indi-

cators available was relatively small (about ten) and 2) .rather than clas-

sifying Ecuador's provinces in a continuum --as factor analysis does --

it was deemed more appropriate to ran-v them in a number of "types" as it

was done in the case of Chile.
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the standardization of values of the different indicators. This stan-

dardization, in turn, facilitates the interpretation, of data in at least

two ways: l) It avoids the confusion usually associated with comparisons

of data whose units of measurement differ from one to another.. For in-

stance, the indicators presently used to construct the public health poli-

cy implementation variable are given variously in terms of percentages of

population, percentages of dwellings, or ratios of services per 1,000 and

10,000 inhabitants. 2) It provides positive values, comparable from one

indicator to another. In all cases, a high standardized value indicates

more favorable conditions while a low standardized value indicates less

favorable ones

.

Mattelart and Garretdn's method of index construction also leads to

the elaboration of a final social typology -- as well as several subty-

pologies -- in which the provinces of Ecuador are rank ordered according

to the social conditions prevalent in them at a given time period. Prov-

inces with the most favorable social conditions occupy top positions in

the final typology or in the subtypelogies; in contrast, provinces with

the least favorable social conditions occupy bottom positions. This ranking

method is very helpful for the qualitative analysis of social conditions.

The final typology is a sort of summary statement of what the data for

each province indicate. Most of the applications of this method in the

past have been guided by the conceptual framework of integration and mar-

ginality (see Mattelart, 1965; Mattelart and Garreton, 19^5) and have been

oriented to purely descriptive endeavors.

The construction of the indexes and formulation of the final typolo-

gy require the following steps: _ l) Starting with the raw values of the

indicators (see Tables 22 and 23 and 2k, with data for 1962 and 197^ and
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for the change occurring in betveen these dates )^ a logarithmic scale for

each indicator is constructed by (a) calculating the logarithms of the

extreme values of each indicator, (b) dividing the difference betveen both

logarithms by ten — this difference fixes the limits between the resul-

tant ten types, (c) adding the difference to the inferior value successive-

ly to obtain the limits of the type, and (d) calculating the number cor-

responding to, each logarithm; The provinces whose values represent the

most favorable conditions at the fixed points in time or the most favor-

able change, be it lower mortality, greater number of hospital beds, or

smaller percentage of illiterates, are classified in the higher ranks

starting from type I and descending to type X, which represents the least

favorable conditions or the least favorable change. 2) Once each provin-

ce's indicator is placed in one of the types, its value is standardized

using a conversion table (see Mattelart and Garretdn, 1965:167) which

contains the ten types subdivided further in ten subtypes, each with its

higher limit (the standardized values for 1;;62 and l-;?^ and for the I962

to 1974 change are presented in Tables 25, 26, and 27). 3) Tlie subtypolo-

gies (i.e., the indexes used for this chapter) are obtained by calcula-

ting the means of the standardized indicators in each group, h) Ttie

final typology is obtained by calculating the mean of the subtypologies

and indicators which represent variables and whose values have been

standardized. 5) The place of the indexes of the final typology in the

conversion table gives the final types.

Synchronic Analysi s

Social typology of the province s

The social typologies of the provinces of Ecuador, developed using

cross-sectional data for 1962 and 197^, are presented in Tables 28 and
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29^ respectively. In addition to an overall final typology, there are

four subtypologies for each year.

In 1962 (see Table 28) none of Ecuador's provinces met the conditions

required for classification in the first two types of the final typolo-

gy. Dividing the ten types into tvo groups, the upper five representing

more favorable conditions and the lower five representing less favorable .

conditions
_,

it can be observed that only six provinces of Ecuador had

overall more favorable social conditions; in contrast, the majority of

provinces had relatively less favorable social conditions in 1962. The

province with the best overall social conditions is Pichincha, where the

capital of the nation is located; it occupies rank eight out of type I.

Next, in descending order are Galdpagos, Guayas, and Napo (in ranks two,

three, and eight of type IV, respectively). The least favorable social

conditions correspond to Cotopaxi and Bolivar, both of v;hich are in rank

two of type VIII. Looking at the subtypelogies and again dichotoaiizing

each of them into upper - more favorable, and lower - less favorable halves,

a very significant fact appears: there is very little correspondence be-

tween the provinces' location in the first two typologies and their loca-

tion in the last, two typologies. Most provinces had less favorable mor-

tality ( subtypelogies I and II); in contrast, half of them had more fa-

vorable public health (subtypelogy III), and seven provinces had more fa-

vorable socioeconomic development (subtypology IV). Contrary to expecta-

tions, the provinces with the lowest general death (Oaldpagos, in rank one

of type l) and the lowest infant mortality (Napo, in rank- one of type I

and Loja, in rank one of type V) are not at the top of the public healtli

and socioeconomic development typologies. As a matter of fact, Napo and

Loja are not even within the upper five types, representing more favorable

public health and socioeconomic development. Thus, no clear relationship
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tetween either public health and mortality or socioeconomic development

and mortality are evident in 1962 at this analytical stage.

In 197^ (see Table 29), again no province appears in type I of the

final typology. There are eight provinces in the upper five types repre-

senting more favorable social conditions, and 12 in the less favorable,

lower five types. The politico -administrative subdivision with the most

favorable overall social conditions is Galdpagos, which occupies rank one

of type II. Next in descending order are Pichincha and El Oro, in ranks

six and ten of type III. The least favorable conditions belong to Coto-

paxi, which is in rank one of type IX at the bottom. Comparing the sub-

typologies of Tables 28 and 29, the greater heterogeneity and contrasting

conditions of Ecuador's provinces in 197^ became very obvious, as they are

more scattered than in I962. Tliere is a substantial correspondence between

some provinces' location in the first and second subtypologies; thus, Ga-

lapagos, Manabi, Loja and El Oro not only have high ranks -- translated

as lower mortality -- in terms of general death but also in terms of in-

feint mortality. Similarly, there is correspondence between some provin-

ces' location in the third and fourth subtypologies; Galdpagos, Pichincha

and El Oro place high both in terms of public health and of socioeconomic

development.

In 197^ there is some consistency with regards to the relatively more

favorable or less favorable conditions of the provinces, indicated by

whether they are within the upper or the lower five types, respectively

in each subtypology; for instance, Bolivar and Cotopaxi are consistently

at the lowest ranks in the different columns of Table 29. Yet, there is

not sufficient evidence to assert a definite correspondence between either

the provinces ' public health and mortality or their socioeconomic develop-
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inent and mortality. It is very important to note that, in 197^, Pichincha

and Guayas, the largest provinces of the country, had very favorable pub-

lic health and socioeconomic conditions, yet they vere far from having the

most favorable (i.e., the lowest) general death and infant mortality.

Stati stical analysis

Using correlation analysis as a first step in the analysis of c. 1962

data, the following correlation matrix (Table 30 ) is derived:

Table 30. Correlation Matrix, c. 1962 Data (l) .

Zero -Order Correlations Partial Correlations

Xi X2 Xi X2

Socioeconomic Public (controlling (controlling

Development Health by X2) by X]_)

Yi General Death . .09 .02 -.33 -32

Y2 Infant Mortality .25 .20 .18 -.10

The first significant observation from Table 30 is that all the zero-

order correlation coefficients are positive and very small. The rela-

tionships of each of the independent variables socioeconomic development

(X2_) and public health (X2) with infant mortality (Y2) are greater than

their relationships with general death (Yi). At this stage of the analy-

sis, it appears that socioeconomic development has a slightly higher re-

lationship with infant mortality than does public health. But the partial

correlations, in contrast, indicate that l) adjusting for the effects of

public health, socioeconomic development is negatively related to general

death and positively related to infant mortality; 2) adjusting for the

effects of socioeconomic development, public health is positively related

to general death and negatively related to infant mortality. Socioeco-
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nomic development and public health individually explain. about 11 (,r^ -

,108) ajid ten (r^ = .100) percent of the variation in general death and

only about three (r2 = .033) and one (r^ = .009) percent of the varia-

. tion in infant mortality.

It should be noted at this point that no mention is made of signi-

ficance levels . The reason is that significance levels are applicable to

sample data, from -which one wants to infer to the whole population. In

the present study the data refer to the population itself, therefore, in

theory, all relationships are significant and thus the present emphasis

on -direction and strength of relationships.

The analysis of data for about 1962 indicates that the main factors

accounting for the variations in both mortality variables general death

and infant mortality are unknown; ' apparently, this analysis is excluding

more relevant variables. Of the variables used, the greater association

belongs to socioeconomic development. But, it ssems that mortality can-

not simply be explained by parallel increases or decreases of both socio-

economic development and public health policy implementation but rather

by particular combinations of both variables. Thus for instance, according

to the present findings, greater socioeconomic development and lower pub-

lic health are related to lower general death and, similarly, lower socio-

economic development and greater public health, are related to lower in-

fant mortality.

Besides the fact that the independent variables explain only

small percentages of the variations in the dependent variables, the rela-

tionships indicated by the previous partial correlations are affected by

the problem of multicollinearity, i.e., there is a high correlation ('r =

.94) between the independent variables. About 88 percent (r2 - ,877) of.

the variation in one variable is attributable to the other, Tiie small
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degrees of association and problem of raulticollinearity would seem to

suggest that the present analysis does not benefit much from the use of

partial correlation. On that basis, perhaps the analysis should have

been restricted to simple correlations. This alternative was considered

but bypassed because, although partial correlations are relatively invali-

dated when the independent variables are higlily correlated, this method

of analysis adds information not provided by zero-order correlations; in

a few cases, they indicate changes in the direction of the relationships

between the variables. In 19^2, the zero-order correlation indicated a

negligible positive relationship between socioeconomic development and

general mortality; in contrast, the partial correlation indicated a modest

negative relationship between these variables.*

Tiiere seems to be a certain parallel betvjeen the social conditions

in Ecuador in about 1962 and those of Latin America in general in the

years before 1930- Similar to what .'Vrriaga and Davis (1969) foiund for

Latin American countries using pre-1930 data, in the provinces of Ecua-

dor around 19^2, socioeconomic development was the main factor associa-

ted to mortality, Tnis is indicated by the lower mortality of those

provinces with higher socioeconomic development and, conversely, the

higher mortality of those provinces with lower socioeconomic development.

The role of public health policy implementation is significant but its

direction is ambiguous as it appears positively related to general death

* Although multiple regression analysis performs functions some-

what similar to those of partial correlation, this method was used also be-
cause it gives the joint predictive power of both independent variables
on the dependent one. In 1962, socioeconomic development and public health
jointly explain about 11 percent (r^ = .108) of the variation in general
death and about seven percent (r2 = .073) of the variation in infant mor-

tality



150

and negatively related to infant mortality. The rather small number of

cases used is probably one of the main reasons for the ambiguity of the

findings

.

Although public health does not appear highly related to mortality,

it contributes to the latter 's explanation. Tlierefore, it is of interest

for the purposes of this study to find out which of the subvariables making

up the public health index (living conditions and access to medical tech-

nology) is more important in accounting for mortality.

Table . 3 1 . Corre lation Matrix, c. 1962 Data (2 )

Zero -Order Correlations Partial Correlations

X2a X2b ^2a .
^2b

Living Access to (controlling (controlling

Conditions Medical by X2b) ""o/ X2a)
Technology

Yi General Death .00 .OU .0^ .05
.

Y2 Infant Mortality .35 .0^ .53 -.^2

As observed in Table 31, all zero-order correlations are positive

though most of them are extremely small. The highest coefficient (r =

,35) corresponds to the relationship between living conditions (X2a) and

infant mortality (Yi) . About 13 percent (r2 = .125) of the variation

in infeint mortality is attributable to variation in living conditions.

Since the relationship is positive, it appears that the higher the living

conditions, the higher the infant mortality; however, the coefficient is

so low that it could practically be neglected. But because this finding

is puzzling as it goes against most commonly held expectations, it is

necessary to turn to the results provided by partial correlation. Par-
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tlal correlation analysis shows a draiiatic change in the relationship be-

tween the independent variable X2b aJ^d the dependent variable Y2. What

in zero-order correlation was a low positive coefficient (r = .Ok) , in

partial correlation becomes a relatively high negative coefficient (r =

-.^2). It appears that l) adjusting for the effects of access to medical

technology^ living conditions is positively related to infant mortality^

and 2) adjusting for the effects of living conditions, access to medical

technology is negatively related to infant mortality. While living condi-

tions explains about 28 percent (r2 = .277) of the variation in infant

mortality, access to medical technology explains about 17 percent (r2 =

.175) of such variation.

In summary, the findings for circa I962 differ according to the type

of analysis used. Bivariate analysis, using zero-order correlation co-

efficients, gives results which, contrast sharply with some of those pro-

vided by multivariate analysis techniques. Tae partial correlation findings

indicate that the independent variables used explain only a small percent-

age of the variation in the dependent variables; socioeconomic develop-

ment's relationship to mortality is greater than public health policy im-

plementation's relationship to mortality. More specifically, socioeco-

nomic development is negatively related to general death and positively

related to infajit mortality. Even though public health seems to be less

importajit than socioeconomic development, it is a factor associated with

mortality, particularly infant mortality. The only aspect of public health

policy implementation related to mortality in accord with logical expec-

tations is access to medical technology, controlling for living conditions.

Analysis of the data corresponding to about 197^ yields the following

partial results:
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Table 32. Correlation Matrix, c. 197^ Data (l)
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for variations in both mortality variables are uBloiown; the variables,

as constructed, are not the most relevant. Of the variables used, the

greater association belongs to public health. In contrast to the case,

for about I962, the present findings indicate that greater public. health,

rather than greater socioeconomic development, is related to lower general

death and. both greater public health and lover socioeconomic development

are related to lower infant mortality.

It should be pointed out again that the relationships Indicated by

partial correlation are affected by the problem of multicollinearity:

the correlation between the independent variables (r = .89) is very high;

about 79 percent (r2 = .788) of the variation in one variable is attri-

butable to the other.

Once the significance of public health in its association to mortali-

ty in Ecuador by 197^ has been established, the role played by each of

its subvariables can be ascertained. As observed in Table 33 below, most

zero-order correlation coefficients are negative and small.

Table 33. Correlation Matrix, c. 197^ Data [2]

Zero -Order Correlations

X2a X2b
Living Access to

Conditions Medical
Technology

Yi- General Death

Y2 Infant Mortality

.23 -.36

-.22

Partial Correlations

^2a ^2b
(controlling (controlling
by X2b) by X^q)

-.01

.28

.28

.35
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Trie zero-order correlations indicate that each public health sub-

variable, living conditions (X2a) snd access to medical technology (X2b)

has a negative relationship vith general death (Yi). In contrast, living

conditions has a positive but very low relationship, vith infant mortality

(Yg) vhile access to medical technology has a higher negative relation-

ship with it. The use of partial correlation analysis provides a some-

what different picture of the relationships between the independent varia-

bles and mortality: l) adjusting for the effects of access to medical

technology, living conditions Is negatively but only slightly related to

general death and positively related to infant mortality; 2) adjusting

for the effects of living conditions, access to medical technology is

negatively related to both general death and infant mortality, ¥nile

living conditions explains practically none of the variation in general

death (r2 z .000) and about eight percent (r^ z .079) of the variation in

infant mortality, access to medical technology explains about eight per-

cent (r2 = .078) of the variation of general death and 12 percent (r2 =

.120) of the variation in infant mortality.

Arriaga and Davis' theory of mortality decline for Latin America

after 1930 is barely supported with 197^ data on Ecuador. Mortality varia-

tions are due to the effect of unexplained variables. In the present

model, lower mortality is primarily associated to greater public health.

The aspect of public health policy implementation more consistently and

strongly related to mortality is access to medical technology. In con-

trast, living conditions is only slightly related to mortality.

To 3 certain point, Ecuador, in 1962 and 197*+, seems to have repli-

cated the conditions prevalent in Latin America as a whole before 1930

and after 1930, respectively. In about 1962 Ecuador, as in pre-1930
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Latin America, lo-wer mortality vas mainly associated to. higher socio-

economic development vhlle, in 197^ Ecuador, as in post-1930 Latin Ameri-

ca, lo-wer mortality was mainly associated to higher public health care.

Tae statistical analysis performed so far has serious shortcomings.

It has not contributed much to the knovledge of factors associated with

mortality in 1962 and 1974 Ecuador. Tae social typologies had already

indicated the apparent lack of correspondence between the provinces'

mortality and their public health and socioeconomic conditions. The

statistical findings indicate that the assumption of no relationship

between the independent variables is erroneous. Public health policy

implementation and socioeconomic development are highly related in the

years 1962 and 197^; their mutual correlations are far greater than their

individual correlations with the dependent variables.

Diachronic Analysis

Since this study stresses concepts denoting processes rather thaji

structure or stationary conditions, — mortality decline , socioeconomic

development
,
public health policy implementation -- the analysis of dia-

chronic or Imgitudinal data may be more adequate than the previous analy-

sis of synchronic or cross-sectional data, Tnerefore, instead of dealing

with conditions measured at fixed points in time, this section deals with

the change occurring from the earlier to the later date. Tiie measure of

change for each variable was obtained by subtracting each 197^ value from

its corresponding 1962 value. (The variables, their indicators, and the

mode of index construction were described at the beginning of this, chap-

ter.)

Social change typology of the provinces

During the 1962 to 197^ period, practically all of the Ecuadorian
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provinces experienced relatively more favorable social change. As ob-

served in the final typology of Table 3^'+:, most of them occupy the more

favorable upper five types; only one province is located vithin the lass

favorable lover five types. The most favorable change in overall social

conditions occurred in Galapagos and Cnimborazo^ both of vhich occupy

rank nine of type II. In contrast, the least favorable change occurred

in Zamora Chinchipe^ vhich is at the bottom in rank ten of type VII.

Establishing a dichotomy between the more favorable upper five types

and the less favorable lower five types in each of the subtypologies, it

can be seen that the majority of provinces are located in the upper five

types across the table. Tiie majority of Ecuador's provinces experienced

the most favorable change in general death, followed in descending order

hy favorable change in infant mortality, public health, and socioeconomic

development.

Tne fact that at least 12 provinces are located in the more favorable

upper five types of each subt.ypology is indication of some correspondence

between changes in one phenomenon and changes in another, and, particularly

between changes in mortality and changes in either public health or socio-

economic development. Yet, some apparent contradictions persist. For

example, Galdpagos, during the 1962 to 197^ period, experienced the most

favorable change in public health and in infant mortality (the highest

decline) but, in contrast, it experienced the least favorable change

(the lowest decline) in general death. Tais case, however, cannot be

used for generalizations because, as pointed out in previous occasions,

Galapagos is an atypical province for it has an extremely small popula-

tion.

A much more important fact observed in the social change typology
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of Table 3^ is that Plchincha and Guayas — the provinces which in 1962

and 197^ (see Tables 28 and 29) ranged high in terras of public health

policy implementation and socioeconomic development -- did not experience

the most favorable social chainge in the I962 to 197^ period. They clas-

sified in the more favorable upper five types of typologies III and IV

but in relatively low positions, Tliis is significant because it indicates

a clear trend towards redressing the imbalance between the social condi-

tions existing in Pichincha and Guayas and those existing in the rest of

the country. Tlius^ the period under consideration was characterized by

substantial changes in public health policy implementation and socio-

economic development in many provinces : their changes were often greater

than those corresponding to Pichincha and Guayas,

Statistical analysis

Analysis of the change occurring from about 1962 to 197^ gives the

following results:

Table 3?- Correlation Matrix, Data on 1962-7^4- Change (l)

Zero -Order Correlations Partial Correlations

X;l X2 Xj_ Xo
Socioeconomic Public (controlling (controlling
Development Health by X2) by Xl)

Yi General Death -.3'+ -.33 -.22 -,21

Y2 Infant Mortality -.08 .27 -.2U .35

The zero -order correlation coefficients of Table 35 are quite modest; they

indicate that the independent variables, socioeconomic development (X]_)

and public health (X2), are negatively related to general death decline

(Y2_). The relationship of economic development with infant mortality da-
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cline (ip) is also negative but ins ignificant _, and^ in contrast, the rela-

tionship of public health vith infant mortality decline, though also lov

is positive. At this point, it appears that greater general death decline

is associated vith lover socioeconomic development and lover public health,

but, in contrast, greater infaxit mortality decline is associated only vith

greater public health.

After introducing controls (see partial correlation coefficients in

Table 35)/ it is found that l) adjusting for the effects of public health,

socioeconomic development is still negatively related to both general

death decline and infant mortality decline, and 2) adjusting for the ef-

fects of socioeconomic development, public health is negatively related

to general death decline but positively related to infant mortality de-

cline. Socioeconomic development and public health individually explain

less than five percent (r^ = .0^8 and.O^^ respectively) of the variation

in general death decline and about six (r^ = ,058) and 12 percent (r2 =

.122) of the variation in infant mortality decline.*

In contrast to vhat occurs in the statistical analysis of synchronic

data, the relationship betveen the independent variables representing I962

and 197^ change is relatively lov. The correlations betveen public health

and socioeconomic development is .U6,. indicating that about 21 percent

(r2 : .212) of the variation in one variable is attributable to the other.

Wotvithstanding this lov correlation, the problem of multicollinearity

persists in the model because the independent variables are more related

to each other than individually to the dependent variables.

* Multiple regression analysis indicates that, betveen 1962 and 197^^

socioeconomic development and public health jointly explain about 11 per-

cent (r2 = ,115) of the variation in general death and about 13 percent

(r2 = .127) of the variation in infant mortality.
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Summing up, the analysis of data on the process of change occarring

in the provinces of Ecuador from about 1962 to 197^ indicates the contra-

dictory role of public health: on the one hand, it is negatively related

to general death decline and, on the other, it is positively related to

infant mortality decline.

In order to achieve further insight regarding the determinants of

mortality change, public health has again been subdivided into two varia-

bles, living conditions and access to medical technology. Their particu-

lar correlations with the mortality variables are shown in Table 36.

Table 36. Correlation Matrix, Data on 1962-7^ Change (2)

Zero -Order Correlations Partial Correlations
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2) adjusting for the effect of living conditions, access to medical tech-

nology is negatively and relatively highly related to general death de-

cline but positively related to infant mortality decline. While improving

living conditions explains about two percent (r2 = .019) of the variation

in general death decline and less than one percent (r^ = .00^4-) of the

variation in infant mortality decline^ increased access to medical tech-,

nology expla.ins 27 percent (r2 = .27) of the variation in general death

decline and about seven percent (r2 = .072) of the variation in infant

mortality decline

.

In opposition to Arriaga and Davis' theory of post 1930 mortality

decline in Latin America, the mortality decline of the population of Ecua-

dor's provinces during the 1962 to 197^ period is mostly unexplained; it

appears only slightly associated with lower socioeconomic development.

Public health's role in mortality decline apparently varies depending on

whether the mortality change variable considered is general death decline

or infant mortality decline. Greater public health is associated with

the lower decline of general death in the provinces of Ecuador, hov/ever,

greater public health is associated with the greater decline in infant

mortality. Wliile general death declined less with improvements in socio-
.

economic conditions and in public health policy implementation, infant

mortality declined less with socioeconomic improvements, and more, with

greater public health policy implementation.
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CONCLUSIONS

In order to a-^roid repeating comments already included at the end of

chapters II to V, the present chapter explores the ramifications of the

study of the factors related to mortality decline in Ecuador. It points

out the most ohvious shortcomings of the model used in chapter VI and

analyzes the best predictors of mortality^ aiming at the improvement of

similar types of endeavors. Finally, it outlines briefly some of the

theoretical and practical implications of the present work's findings.

Shortcomings of the Model Used for the Present Study

No definitive statements can be made in this study regarding the re-

lationships between the independent variables, on one hand, and the depen-

dent variables, on the other. First, most of the correlation coefficients

obtained are below 50, generally between 20 and 30, which means that the

independent variables seldom explain over ten percent of the variations

in the dependent ones. Second, the direction of several relationships

is in opposition to certain established facts. Tlie decline of mortality

in the nation as a whole and in the majority of provinces has been docu-

mented for the 1962 to 191k period; similarly, most of the data on socio-

economic development and public health indicate that conditions improved

from 1962 to 197^; yet the results of the statistical analysis in some
.

cases cannot be interpreted unless one is willing to assume either that

no improvement occurred in public health or that there was no real socio-

economic progress during the period studied.

Tlie low degree of significance and ambiguity of the statistical

162 .
.
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analysis' results are probatly related to one or more of the following

problems: l) Tlie number of cases is very small -- the province is the

unit of analysis and there are only 20 provinces in Ecuador -- therefore^

great distortions in the final results can. occur due to the influence of

a case with atypical characteristics (i.e., the case of Galdpagos, vhose

scores on several vsiriables are extremely abnormal). 2) Some assumptions

made in the model do not hold against the facts; for instance, it is as-

sumed that the independent variables are Lmrelated., yet the data indi-

cate their mutual relationship is often greater than their separate re-

lationship vith the dependent variables. 3) The Indicators used to con-

struct the independent variables are either inadequate or the indexes

should be constructed combining indicators in a different vay.

The Best Predictors of Mortality in Ecuador

Tiie problem of vhat indicators, among the available data, are the most

appropriate for the study of the determinants of mortality decline is ana-

lyzed for the implication it may have on further research, Tnis section

tries to, find the best predictors of both general death and. infant mor-

tality, using first the synchronic data for 1962 and 197^ (Tables 22 and

23) and, second, the diachronic data for the 1962 to 197^ period (Table 27).

A multiple regression program was utilized in order to obtain the best

predictors of mortality. Tlie multiple regression model gives a measure

of the average change in the dependent variable (Y) when one of the in-

dependent variables (x) is increased by one unit and all other indepen-

dent variables are kept constant. Regression analysis serves to indi-

cate the power of prediction of the independent variables, Ttie dependent

variables are. the same as before, general death, Yi, and infant mortality.
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Y2. Tne independent variables are what previously vere referred to as

indicators, vhose values were used for index construction, (see description

of indicators in pa,ge 132 and 133 of 'the previous chapter); they are

water (zi), sewage (22), hospital beds (23), doctors {zi^) , urbanization

(25), illiteracy (25), and agrarianism (2^). Tne variables used in the

synchronic, analysis are measured by the raw values of the indicators; in

contrast, the variables used in the diachronic analysis are measured by

the standardized values of the indicators of change; these change values

were obtained by subtracting the 197^ values of each indicator froii their

corresponding I962 values; since in each variable, high scores mean more

favorable change (mortality decline, less illiteracy,, more doctors, etc.),

it is necessary to redefine the variables to denote positive change; thus,

the variables in the diachronic ana.lysis are: general death decline (Yi_-),

infant mortality decline (1,2), provision of water (z^), provision of sew-

age (22); increasing number of hospital beds (Z3), increasing number of

doctors (z);), urbanization (z^), increasing literacy (zg), and decreasing

agrarianism (zy)

.

The regression equatios obtained using cross-sectional data on Ecua-

dor's provinces .for circa I962 are the following:

1) Yi = M - .27zi - .I9Z2 - .2i^z6

Tne best predictors of general death (Yi) in 1962, are water (z]_), sewage

(22), and illiteracy (zg). Tne R^s or multiple correlation coefficients

indicate that water alone explains five percent of the variation in

general death; water and sewage explain 30 percent, and all three varia-

bles explain about U6 percent. But analyzing the zero -order correlations

among these three variables it is found that water is higlily correlated
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with sevage (r = .75) aJ^>3. vith illiteracy (r = - .6j) , while illiteracy

and sewage have a lower correlation (r = -.5^). Tnerefore^ it seems ad-

visable to use only the least correlated pair (illiteracy and sewage)

as the "best predictors of general death in 1962, thus avoiding at least

inpart^ the problem of raulticollinearity,

2) ^2 = -•3-23 - 1.95Z]_ - l.lhze - ll.Tlzi^

Tlie best predictors of infant mortality (Y2) in I962 are water (zi)

,

Illiteracy (zg)^ and doctors (zlj.) . Water alone explains 18 percent of

the variation in infajit mortality, water axid illiteracy explain 33 per-

cent, and all three variables explain about k-T percent. Triis time, among

the three best predictors of infant mortality are two variables (water

and doctors) previously used as part of the public health index and one

variable denoting socioeconomic development. Yet, as pointed out in the

previous paragraph, water and illiteracy are highly correlated. Tiie zero-

order correlation between water and doctors is similarly high (r = .60),

but the correlation between illiteracy and doctors is very low (r :: -.21),

Therefore, the problem of multicollinearity in the regression model can

be largely avoided using only illiteracy and doctors as the best predic-

tion of infant mortality in 1962.

In other words, controlling for the effects of other independent

variables (partial regression) in Ecuador's provinces, the less the il-

literacy in 1962, the less the mortality (both general death and infant

mortality); the greater the availability of sewage in 1962, the less the

general death; and the greater the availability of doctors per popula-

tion, the less the infant mortality.

Tne regression equations obtained using data for circa 197^ are the
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folloving

:

1) Y^ = U.T7 - .l8z5 - .25z;l - -2^22

Tiie "best predictors of general death (Y]_) in 197^ are illiteracy (zg),

vater (zi) . and sewage (z2). Illiteracy explains 19 percent of the varia-

tion in general death; illiteracy and water explain 28 percent
;,
and all

three independent variables explain about 5^ percent. Although their

relative power of prediction varies from one date to another, the same

variables are the three best predictors of general death in I962 and

197^.

2) Y2 = 28.79 - l.^Ozi - 1.09Z6 - .91^2

The best predictors of infant mortality (Y2) in 197^ are water (zi),

illiteracy (zg), and sewage (Z2). Water explains 11 percent of the varia-

tion in infant mortality; water and illiteracy explain 32 percent, and all

three variables explain about 42 percent. Since sewage is highly cor-

related with water (r = .87) and with illiteracy (r = -.55), while water

and illiteracy have a lower correlation (r - - .h3) , it seems convenient

to use only water and illiteracy as the best predictors of general death

and of infant mortality in 197^.

In tlie regression equations for 197^ synchronic data, water and il-

literacy are two of the three best predictors of mortality. Trieir signs,

however, are positive. Tliis indicates that a separate unit increase in

each variable, controlling for the effects of other independent variables
j,

will be accompanied by corresponding increases in the dependent variable,

and vice versa .

Tnas, controlling for the effects o? other independent variables in
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each case, in Ecuador's provinces, the less the availability of water in

197^, the less the mortality (both general death and infant mortality);

the less the illiteracy (i.e., greater literacy) in 19lh. the less the

mortality (again, both general death and infajit mortality) . The first

relationship does not agree with normal expectations that tend to asso-

ciate lower mortality with greater, rather than lower, availability of

potable water; in contrast, the second relationship falls in line with

previous experience around the world, in which lower mortality is indeed

associated to greater literacy.

The regression equations for the chamges occurring in the provinces

of Ecuador from I962 to 197^ are the following:

1) Yj_ = 104.35 - 2.OIZ3 - .5OZY - .22Z2

The best predictors of general death decline (Yi) during the 1962 to

1974 period are the provision of hospital beds (23), decreasing agrarian-

ism (27), and the provision of sewage (22)- '^^'^^ provision of hospital

beds explains hi percent of the variation in general death decline; pro-

vision of nospital beds and decreasing .agrarianism explain 50 percent,

and all three variables explain 53 percent. The relatively high correla-

tion between the independent variables provision of hospital beds and

decreasing agrarianism (r = .57), which surpasses that of provision of

hospital beds and provision of sewage (r = .33) indicates that problems

of multicollinearity can be reduced by dropping decreasing agrarianism

from the list of oest predictors of general death decline in 197^.

2) Y2 = ^3-38 - 1.8323 - .22zy - Mzi^

Tlie best predictors of infant mortality decline (Yg) are the provision
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of hospital beds (23)^ decreasing agrarianism (zj) , and increasing nora-

ber of doctors per population {zk) . Trie provision of hospital beds ex-

plains 55 percent of the variation in infant mortality decline; provi-

sion of hospital beds and decreasing agrajrianisra explain 58 percent,

and all three change variables explain about 60 percent. However^ in-

creasing number of doctors per population has high correlations with pro-

vision of hospital beds (r = .87) and with decreasing agrarianism (r =

.64), sind the latter two variables have also a relatively high correla-

tion (r = .57). This represents a serious problem of multicollinearity.

The solution tO' the problem would be either to work with only one varia-

ble or to use them to construct an index which could be called develop-

ment or modernization.

Regression analysis using diachronic or longitudinal data thus

indicates that two public health related variables (provision of hospi-

tal beds and provision of sewage services) along with a development rela-

ted variable (decreasing agrarianism) play an important role in the ex-

planation of mortality decline in Ecuador from 1962 to 197^. Looiiing at

the signs of the two regression eq.uation3_, which indicate the direction

of each relationship between dependent and independent variables, several

associations can be mentioned. Controlling for the effects of other in-

dependent variables in each equation, in Ecuador's provinces, the greater

the provision of hospital beds diiring the I962 to 197^ period, the less

the decline in mortality. (Tlius mortality decline does not necessarily

accelerate in association with greater provision of hospital beds.)

Similarly, the greater the decrease in agrarianism during the 1962 to 197^

period, the less the decline in mortality. But, in contrast, the greater

the provision of sewage services during the 1962 to 197^ period, . the
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greater the decline in mortality.

Theoretical a nd Practical Implications

One of the most significative findings of the synchronic analysis is

that, in Ecuador's provinces, in 1962 and in 197^, lover mortality is pri-

marily and consistently explained by the greater literacy of their popula-

tions. Regardless of other factors, some basic education seems to be

necessary for maintaining relatively higher levels of health. Perhaps

literate populations have higher standards of living and better hygienic

and dietary habits than their illiterate counterparts. They may have not

only a better knowledge of the availability of public health care services

but also a certain basic trust in the latter 's ability to combat disease.

More importantly, they are probably more inclined to use whatever public

health services that are available, even if it requires making long trips

and using some of their scarce resources. At the same time, the opposite

may hold true for illiterate populations. Tliey may not only lack some

essential hygienic and dietary habits but also ignore, both the availability

of public health care services and. the benefit the. latter can provide in

terms of preventing and curing illnesses. Their lack of education may also

be associated with distrust of modern medical techniques and with the per-

petuation of their traditional commitment to folk medicine which, if cer-

tainly helpful, does not match the efficiency of modern medical technology,

Diachronic analysis, on the other hand, shows that, in Ecuador's

provinces, between 1962 and 197^, greater mortality decline is primarily

explained by the provision of sewage services to their populations. Tae

study of mortality conditions in Ecuador (see chapter V) already pointed

out that infectious and parasitic diseases were among the principal causes ,

of death in the country. Tlius, it is not surprising that mortality would
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sho¥ a -narked redaction vith the increment of sevage systems. Their p^xr-

pose is precisely to clean the human environment and to control the spread

of disease "by eliminating hanan and industrial refuse in a sanitary way.

But^ diachronic analysis also shovs that, during the I962 to 197^ period,

more hospital beds per population and greater decrease in agrarianism

(i.e., greater transfer of labor out of the agricultural sector) are asso-

ciated -with a slower, rather than faster, decline in mortality. It is

paradoxical that the creation of clinics and hospitals would be related

to lower mortality decline. In chapter IV, the explanation of this rela-

tionship has already been suggested in the context of the analysis of the

differential distribution of the health resources available in the nation.

With regard to the distribution of hospital beds in Ecuador's provinces,

two explanations are suggested: l) Mortality declines slowly despite the

greater number of hospital beds per population probably due to public

health resources being diverted from other more essential health activities,

such as the provision of sewage. 2) The population at large does not have

real access to the hospitals and clinics existing in each province. As

pointed out previously, these institutions serve mainly upper and middle

class urban minority groups. People belonging to these groups are able

to afford the cost of specialized medical attention and of medicines; and,

more often than not, they are "entitled" to the health care services avail-

able because of membership in institutions such as the Armed Forces and

the Social Security. In contrast, the majority of the population made up

of rural inhabitants and lower class urban majorities rely primarily on

their folk medicine and have little contact with hospitals and clinics.

The beds they use when sick are those of the dwellings in which they re-

side .
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It is similarly puzairg that the transfer of labor force from agri-

culture to other economic activities -would be related to lover mortality

decline^ since it is generally believed that this phenomenon is usually

related to processes of industrialization and economic development, Thus^

in a vay, it would seem that increasing economic, development is related

not to faster but to lower decline in mortality. Wiat has become apparent
.

from the previous analysis as well as from the results obtained in the

preceding chapter is that the relationship between socioeconomic develop-

ment and mortality decline is not as clear cut as theories would lead one

to expect. Ecuador seems to be at a stage of its socioeconomic develop-

ment which brings about a reduction in mortality at the aggregate level

and, at the same time, slower decreases and even increases in mortality

among some sectors of its population. This phenomenon is not without pre-

cedents. In Europe, socioeconomic development was followed by an overall

mortality decline but one of the first consequences of the Industrial

Revolution was an increase in mortality among the working class. This

phenomenon was attributed mainly to the infamous conditions in which men,

women; and children had to wor:,, for long hours every day. Notwithstanding

the fact that the European experience is hardly comparable to Ecuador's --

given that the incipient industrialization and socioeconomic development

in general are taking place in a radically different world context and in

conditions where there already exist some protective national legislation

for work.ers -- some of the conditions fo'ond in Ecuador resemble those that

were characteristic of Europe at a previous time.

Besides the effects that industrialization may have on the health levels

of the po.pulation/ the case of Ecuador should be seen in the proper per-

spective. Ecuador's development is dependent on the international economic
,
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situation, whe.v: a fev large countries dominate many smaller ones. At the

same time, the country is characterized by internal relationships of domina-

tion and exploitation, previously referred to as internal colonialism. De-

pendent development has been accompanied by increasing polarization and

inequality. In Ecuador, there exists a small privileged class that has

a virtual monopoly of economic and political pover and enjoys standards

of living comparable to those of any developed country. At the same time,

there also exists an increasingly large majority of people practically

devoid of economic and political power, whose standards of living are among

the lowest in the world.

With specific reference to the displacement of the labor force

from agriculture to other activities and its relation to lower mortality

decline, the following explanations are suggested: l) Ecuador's incipient

industrialization is able to absorb only a small percentage of the labor

force previously dedicated to agricultural activities, i.e., industrializa-

tion is not labor intensive. Thus, former agricultural workers end up

either unemployed or holding menial jobs in the cities. Their mortality

increase is not due so much to working conditions but rather to their in-

ability to make a living and to provide for the sustenance of their families,

2) Along with incipient industrialization in Ecuador there has been a trend

towards reduced agricultural production because of (a) the general public

neglect of the agricultural sector and (b) the increasing use of available

land either for the production of export crops (cocoa, bananas, coffee) or

for pastures. The result of these practices is that more foodstuffs for

the middle and upper class consumers are produced, namely meat and dairy

products, while there are less of the poor people's staples, such as beans,

corn, wheat, and barley. Decreasing agricultural production naturally leads

to scarcity of food items and higher prices. This in turn represents lower
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consumption patterns for the lover classes and therefore greater nialnutri-

tlon and susceptibility to illness. 3) Finally, incipient industrializa-

tion tends to be .associated with rapid urbanization. Uncontrolled urbani-

zation, especially if it occurs without a corresponding increase in the

provision of housing and the whole complex of public services (water,

sewage, health, education, etc.) can also create living conditions where

there is a decrease in the levels of health of the population and a cor-

responding increase in mortality. Tn us, mortality tends to increase in

situations of sluin living, where there is crowding, uncleanliness, in

general, widespread poverty. Another factor worth noting in the ease of

Ecuador is that, as people abandon farm work and migrate to the cities,

they tend to rely more and more on unprocessed food sold in neighborhood

stores and processed food sold in the streets, both of which are commonly

kept and sold in very anti-hygienic conditions.

The data analyzed in the present chapter tend to support the theory

that public health policy is associated with mortality decline in Ecuador,

This is particularly evident in the diachronic study. From I962 to 191'h-

when (as shown in the preceding chapters) the level of activity in the

public health sector increased dramatically as compared to previous years,

with an improvement evident in both public health planning and implementa-

tion -- i.e., w}ien there was not only a jMinistry of Public Health but also

other strong public health institutions; when national health plans were

formulated and there were higher absolute and relative budget allocations

to public health as well as more px-eventive and curative services around

the nation -- then mortality decline was associated primarily with public

health factors, particularly with the provision of sewage and, to a lesser

extent, with the provision of hospital beds. But mere availability of ,:



health services is a variable less important than the actual distritution

and access to them. The predictive value of literacy Mattresses this con-

clusion. Tue actual access to medical technology is a function of educa-

tion as -well as of the infrastructure of economic development such as roads

and increased mobility through motorized vehicles, increased mass communi-

cations, etc. It is also a function of the social distances and class

structure of the nation and of the prevailing economic, political and

cultural conditions. Public health policy implementation in countries

•which, like Ecuador, are characterized by a structure of privileges and

sharp social inequalities needs to establish means of aggressively making

public services like potable vater, sewage systems, and health care, ac-

tually accessible to the most deprived segments of their populations. For.

instance, this can be achieved by providing potable water and sewage sys-

tems to small towns which do not have these services, by extending health

care services of institutions like the Social Security to people in all

occupations, particularly to groups such as rural agricultural workers

and their families, domestic servants, street vendors, and construction

workers. Similarly, greater coverage can be provided by sending mobile

medical units to the rural areas and to slum areas in the cities, to-

gether with adequate equipment and medicines and creating permanent health

centers in those same areas so that there is continuity in the health care

provided

,

In order to achieve further reductions of mortality in general, pub-

lic health policy must continue to improve in both its programming and

implementation aspects. Punllc health should become a higher priority

of the central government than it actually is, so that, as a consequence,

a greater proportion of national resources are dedicated to increasing
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the quantity and quality of public health services. Apparently^ the

acceleration of mortality decline goes hand in hand vith the provision

of sewage services and the increase of number of hospital beds per popu-

lation in the provinces of Ecuador. Since both variables are components

of vhat this study defined as public health policy implementation^ it

can be concluded that the experience of Ecuador during the 1962 to 197^

period tends to support Arriaga and Davis' theory of mortality change

in post-1930 Latin America. Tlie main factor associated with mortality

decline in Ecuador is improving public health care.
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