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X. PREFACE

The Ecuadorecan Ministry of Health is precpared to institute an innovative
integrated program which will demonstrate the feasibility of providing
accoptable and effective hecalth services to rural populations at a nationally
affordable cost. Efforts will focus on two critical groups, young children
and women of fertile age, with a goal of providing services to 66% of the
target groups in the selected area of southern Ecuador. Ovef eighty percent
of the pcople of Cahar Province, the initial project site, lack access to .
even minimal health services. Optimal combinations of preventive and cura-
tive services will be sought, with particular emphasis on three axeas of .
great importance to the health of the target groups: nutrition, family health
services, and family planning. The ultimate goal of the project is the hdop-
tion of this integrated approach to the delivery of health services throughout
rural Ecuador and elsewhere, following successful demonstration in the project

area,
Innovative aspects of the program include-active involvement of rural

communitioes ary the oxtencive woo of cpociallsy trained ruxel hoalsh w;:k:.:

selected by ard from their own rural communities and trained near them. Thesec

components of the program will bring acceptable services and information to

the people ia their own homes. These innévations and the need to minimize

costs necessicrte reaséignment of some tasks among the various categories.of

health workers, as well as certain reorganizations within the'MinisCry's

system of provincial and local health services. The reorganizations will be

necessary in order to train and provide supervision for the new health workers

and to integrate them and their efforts into the ovérall health sexvice program.
The plan for this program has been develnped by Ministry of Health personncl

and technical consultants from the University of California at Los Angcles; :

under the American Public Health Association's contract with the Agency for

International Development for the Development and Evaulation of Integrated

Delivery Systems in Health, Nutrition and Family Planning (DEIDS). The plan

1s based on Ecuador's expericnces with rural health problems and with the

difficultics cncountered in attempting to resolve them in normal Ministry of

Health Programs and in a numbor of special projects., The planncrs beneflited


http:necessicr.te

from the experiences and suggestions of professionals from the various
discipiines and agencies which must be involved in developing a workable _
integrated rural health program. Examinations of previous and current health
and health-related projects and studies in Ecuador, including several of very
direct relevance to the provision of rural services in health, nutrition and
family planning, indicate a high probability that this program, with adequate
support, will achieve the desired improvements in rural health and simul-
taneously answer a number of questions pertaining to rural health services,
Community input was obtained by means of meetings held in rural communities
with the people and their leaders. _

The DEIDS Project will provide assistance to the government of Ecuador in
implementing this program by providing consultative assistance, particularly
in training and evaluation. A key evaluative component will be cost analysis
to determine the economic feasibility of using similar programs to impraove
the health of the people of other areas of rural Ecuador, in keeping with the
strong commitment of the Ministry of Health to the betterment of rural health.
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This proposal for a‘DﬁIDS (Development and Evaluation of an Integrated
Health Delivery System) Project in Ecuador ‘was prepared‘as a result of acti-
vities during the Planning Phase. 'The'ﬁinister of Public Health of Eguador
set up a Planning Committea, which included all the Directors of the service
arms and othar senior officials of the Ministry at the.national and regional
levels. This Committee, with the advice of the Technical Council. of the
Ministry laid down the guldelines for the project in accordance with the ob-
jectives of the Five Year Health Plan of Ecuador. Consultants from the
University of Celifornia, Los Angeles joined this Committee in the planning
sessions, traveled widely in the couhtry and held extensive discussions with
Ministry officials at all levels, other health personnel in the'coudtry and
various community groups in the project area. The plan that emerged qnc‘
formulated in uCUddor and reptesents all these points of view.

A summary of the proposal follows.

The Rationale provides the background o Ecuador of general information,
health status and problems, the project's strategy for tackling the problems
tnd the course of action. However, more detailed bﬁckground information is
available in the appendices.

The Narrative Account is an elaboration of the Logical Framework Matrix
and the headings follow closely those in the matrix. fhere is also a section
on Evaluation of the Project. |

The following are the major factors affecting health problems which have

rendered ineffective previous attempts at health services delivery to the

rural areas:



(a) Lack of:

An adequate organization to administer an effective health
delivery system to the remote areas

Trained health personnel

Effective supervision at all levels of ﬁersonnel who render
sexvice

Health facilities to serve as a base for the services
Medicines and other materials

Preventive health services

Transport and communication facilities

Integration of health services into the culture
of the rural inhabitants

(b) Malnutrition due to lack of:-
Adequate éroductiqn of nutritious foods
" Food storage and distribution facilities
Economic resoutceé to purchase adequate nutriente
Liberal land tenurce practices

Nutrition education to teach'people to make the best use of
available foods.

(c) High Population Growth Rate. The annual rate of natural incr
of Ecuador is about 3.4% and the rate of economic growth cannot be expected to
match this rate of population growth. Therefore, at ‘the present rate of pop-
ulation growth, any gains that would have resulted from increased health
resources may be offset by the number of people to share them,

(d) Lack of En&ironmental Sanitation., Many of the causes of des
and illness are largely preventable by improvement in environmental and per~
sonal sanitation. However, they persist because of lack of:

Potable water
Adequate waste disposal facilities
Adequate housing and protection from the climate

Health education
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The Ministry of Public Health is comnitted to the'exteneion of health

servtces to the rural aceas. It has taken the following steﬁs in this regard:

(a) A separate Department of Rural Health was set up in the Ministry

«omanis r S— P o e @ . Wy @ 8 ® @ o

in 1969 and charged with the responsibility for the extension of health sex

A etts yr S © 4

vices to the rurel areas.

(b) The Ministry has embarked on a process of decentraliza:ion and

[ERSRSSIE S

regionalization of services aimed at more effective administratlon of the pro=

At e e o S 0 8GR TB 8 S S

e -

gram for delivery of eervices to the remote areas. Although this process still

LR L St

ﬁas a long way to go, the initial steps have been taken,
KeR» .
(c¢) A decree was promulgated in 1970 making it mandatory for all
graduating doctors and nurses to se}ve for one year in a rural health sub-

center. . .
- : N

(d) Incorporated into the current Five Year Health Plan the "Promotores

\

”~

de Salud" program, which has as its besls'the use of health workers to deliver |
gervices at the community level. ——

There have_heenﬂgeveral attempts mede":o_extend_heelqg_ge;xlcgewgghgbe
rural areas of Ecuador. These efforts relied mainly on auxiliary nugges .

delivering services in health subcenters, but in most cases the attempts were

on a limited scale and not sustalned. Furthermore, there are very few health
—

o om s me memm e et e s s
“o o

v
-

Y e m e

subcenters and no outreach services from those existing subcenters.

Family planning services in Ecuador were first get up under the auspices

of the International Planned Parenthood Federationm, but these ara still con~
fined to the main cities. The Ministry of Public Health has- established a
Department of Population with the assistance of USAID, which has as one of
1ts objectives the extension of family planning gervices to the ru;al areas.
The Department has supplied family planning materials to some rural clinlcs,

but the effectiveness of gervices has been hampered by:. the lack of a sarvice



;nfraetructure for delivery, inaduquacy of tcained personnel, lack of motivation ,
and education. |

There is a wide variety of attitudes about family planning programs in the
country. The government regards family planning as a component part of the
basic health services. The comrunity groups in the project area had little
difficulty with the integrated approach to family planning, The status of family

planning services was given in a report of a USAID-sponsored evaluation in

August 1973,

Nutrition activities in the rural areas have consisted mainly of sporadic

supplies of supplementary foods fram CARE for young children, regardless of thejr
nutritional status. The National Nutrition Institute in Quito has campiled'
food composition tables for mcst of the available foods, but has not been active
in the field of.applied nutrition. It is currently being re~organized and has
become involved in a pilot program of nutrition education by radio, employing
modern advertising techniques set up by Manoff, ‘Inc., urder a USAID-sponqored
contract. Furthermore, the Office of Nutrition, Techuaical Ascistance Bureau,
USAID, using Ecuador as a case study, published a document in Maxch, 1973 on
Planning Nutrition Programs. The report suggested an interministerial and inter~
disciplinary approach in.the formulation of a National.Food and Nutrition Policy,
Because of the interrelationship between health, nutrition and population, the
report advocates a coordinated approach both' in planning and execution of programs.
Due to the national focus on rural health and the necessity for integration
of health services, the Government of Ecuador expressed strong interest in the
DEIDS project, The site designated for the project is in the Southern Health
Region of the country, starting from Canar Province and extendiﬁg into Azuay and '
Loja Provinces. The three provinces have an area of 9,270 square.miles, a popu=~
lation of about 850,000 and is about 85% rural., The area is partly 1& the high-
land and partly in the coastal geographical bclt, and represents a cross~section

of the people and health conditions of Ecuador.
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The maln objective of the project is to develop an integrated infra-

structure that will effectively deliver health services, including matermal
and child heéltb, family planning, nutritioa and envi;onmental health serx-
vices, in a form tﬁat would be acceptable to at least 65-707% of mothers 'and
young children in the project area. .
In order to achieve this, the project will institute th; following
innovations: .
1. Encourage the setting up of community organizations.
2, Each communit§ of 1,000-1,500 inhabitants will be required to select
from amongst them a candidate for training as a community health woiker..
3. Four project training teams will Eimultaneously train 15 candidates
each in the locale where they will ultimately work. This tréining is .
envisaged to last ébout six monthQ. '
4, Each community will establish a health post fo? the copmunity health
worker in a building provided by the'community and initially the project
will assist in the provision ;f medicines and equipment,
5. The commnity health worker will be supervised by the health sub-
center staff.
6. The community health worker at the post and through home visits and
Mothers' Clubs wiil deliver to the mothers and young ch}ldren the fol-
lowing services:
(a) Maternal and Child Health Services

(1) Counselling on child health and child rearing

(1) Minor curative and first aid emergency services

(111) Icmunization

(iv) Prenatal and postnatal services
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(v) ! Midwifery services for the uncomplicated cases
(vi) General health'education
(vii) Registration of births and deaths
(viii) Referral to the health subcenters
(b) Family Planning services:
¢H) Family planning information and motivation

(11) Dispensing of the desired contraceptive method possible
in the home or health post

(i11) Referral to the health subcenter for the more complicated
procedures

(iv) Follow-up of acceptors
(v) Continuing review of the non-acceptors
(c) Nutrition services:
(1) Nutrition counselling and education
(11) Curative services for patients with malnutrition
(ii1) Monitoring of tne nutritional status of the "at-risk" groups,
| through weight charts
(iv) Promotion of breast feeding

(v) Counselling on infant weaning using low-cost locally
available high protein-calorie vegetable multimix

(vi) Influencing the agricultural practices of the community
through demonstration low-cost home gardens

(d) Environmental Health Services:

(1) Environmental sanitation information

(i1) ° Personal hygiene information

(141) Advice and assistance with latrine construction

(iv) Methods for rendering drinking water safe
7. ‘Reorganization of the Provincial Office and Health Subcgnter Systems,
retraining of personnel and reassignment of tasks, if indicated, in order
to carry out the project requirement.

8. Establishment of a standardized health information and vital events'

registration system.
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9, Establishment of an evaluation unit at the Provincial Health Office
level to monitor the health services and provide rapid‘feedback for

better management.

10. Evaluation of the total project and its integral parts to assess

cost-effectiveness and provide the basis for replication of the project

throughout the country. The results of the DEIDS Project ﬁay precluda
the need for the much more expeunsive health posts kPuestos minimos de
Salud), at a cost of about $15,000 each, now contemplated in the Five

. Year Health Plan.

The DEIDS Project plan aims at the following end of project status in

its area of operation:
1. More efficient Provincial Health System through the development of
administrative and managerial gkills in the Provincial Health Office:

(a) Establishment of a ﬁrogram for training and re-training of
personnel at all levels of service .

(b) 1Integration of all levels of personnel into planning and ﬁro- |
gramming _

(c) Establishment of an effective system of budgetary programming
and auditing

(d) Effective decentralization and regionalization of health
services

(e) Establishment of effective persoanel administration and supar-
vision at all levels

(f)' Cooperation and coordination with other health providers, in-
cluding traditional health practitioners

(8) Integration of the communities in the process of health planning

programming and evaluation

2, Establishment of an effective evaluation unit in the Provincial health

'system by developing:
(a) Trained evaluation staff

(b) A uniform health information system for data collection in the
subcenters and community health posts
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(c) Rapid data processing facilities and provision of feedback - -
information for planning and management
3. Reorganization of the rural health subcenter to achieve ﬁore effective
and efficient services:

(a) Provision of job descriptions and training and re-~training
programs in order to improve the standards of services offerea

(b) Establishment of adequate supervision of communi ty health
workers by the staff of the health subcenter

(c) Provision of referral services for the community health
workers

(d) Coordination of medicines and supplies for the community
health workers

(e) Greater emphasis on preventivﬁ and promotive health servicg:

(f) Increase in the scope of services at the health subcenter to
include family planning, nutrition and enviromnmental health
services '

4. Through the establishment of a network of about 720 community health
workers operating in health posts and by home visits, workers reach 65- .
' 70% of the mothers and young.children of a population of about 850,000
with the following services: .

(a) t'ounselling on child health and child rearing

(b) Prenatal, postnatal, and midwifery services

{c) Family planning information, motivation and services, including
follow-up

(d) COunselling on nutrition, infant feeding, weaning practices and
curative services

(e) Advice and assistance with environmental health activities,
including latrine construction

(£) Minor curative and first aid emergency treatment

(g) Referral to health subcenters for problems
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IV RATIONALE

A; General Information

Ecuador, with an area of 104,506 square miles and a population of
6.5 million, is the second smallest republic in South America. It is sit-
uated in the northwestern part of the continent, bounded.on the west by the
Pacific Ocean, on the north by Colombia and on tﬁe east and south by Peru. ,

The lofty Andes traverse the country from north to south, providing a spec-
tacular galaxy of snow capped peaks right on the Equator,
Ecuador has four main contrasting geographical -regions:
1) The Coast (coastal plain) stretches from the

Pacific Ocean to éhe Andes. Most of the countrj'e

export crops are grown in this rich, humid tropical

agricultural belt. The region contains one-quarter

of the country's areé, but almost one-half of the "

total population.

2) The Sierra (highlands) lies between the two ranges of th

Andes, the Wesktarn and Easkorn Oowdillaman, Tha fnbam.

montane plateau, 8,000 Eo 10,000 feet above sea level,
and about 400 miles long by 5 to 8 miles wide, is in=-
habited by clusters of people, who, apart from the
urban concentrations of population, are largely isolated
by the difficult terrain and lack of communication facil
ties, Nearly one-half of the country's inhabitants live
in the Sierra. The altitude tempers the climate, so’
that temperatures range from about 45° F to 70° F.

3) The Oriente (easterr jungle), comprising about half of
the country, slopes gently east of the indes. There are
dense tropical jungles and flat valleys along the trib-
utaries of the upper Amazon basin. The area ié verv
sparsely populated and largely inaccessible, although the
recent discovery of petroleum deposits in this area will
undoubtedly change the picture.
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4) The Archipiélago de Colon (Galdpagos Islands), situated
in the Pacific Ocean 600 miles off shore, have an area
of about 3,000 square miles. These islands contain
many unusual animals, including the almost prehistoric
giant tortoises, The islands are fast becoming a
strong tourist attvaction, but have few inhabitants,
The coastal waters of Ecuador are rich in & variety of
fish of great commercial value.

The striking contrasts between the two main populated areas, the coast
and the Slerra, are clearly shown in the chart on the following page,

The area selected for the DEIDS project (shown on the map) consists of
three adjacent rural provinces in the southern region, basically in the Sierra,
but extending also into the wcoast,

Communications between regions were very poorly developed until.recentn
ly. Railroads connect Guayaquil, Quito and San Lorenzo on the northern coast.
Highways run from the Sierra to several places on the coast, and only to a few
places in the Oriente. These places represeat the main centers of population.
The smaller settlements are only accessible in the Sierra by horse trails and
in the Oriente and Costa by pack trails on foot and in some cases by light

aircraft.
, In 1971, the population of Ecuador was estimated as 6,500,000, with an
average of 57 persons per square mile. About 50% of the population is Indian,
107 "white," 107% Negro or mulatto, the remainder mestizo (mixed). The Indians
live primarily in the Sierra, "whites" in the provincial capitals, almost all
Negroes and mulatto; on the coast, About 65% of the population live in rural

areas,
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Contrasts between the Coast and the Sierra

Characteristic

Racial Cumposition

Sierra

Mostly Indian, with
some Whites and
mestizos in
provincial capitals

Coast

Little Indian and signif-
icant Black strains added
to Whites and mestizos

Language

A significant portion
speaks only Quechua

Almost all speak Spanish

Social Structure

Rigid class lines

Much more mobility

Silile Tradiiivual, laud- Busineossweu, capus’eLs,
holding bankers, richer than in
. Sierra
Religions Catholic stronghold | Much less religilous
Economy Mostly subsistence Mostly export agriculture
agricultuge . _
Politics Conservative Liberal, anticlerical
Climate Mountains, temperate Lowlands, tropical




The official language of Ecuador is Spanish. Many people are bi-
lingual, speaking Quechua, the language of the Inca Empire, as well. A
significant minority especially in the Sierra, speaks Quechua exclusively. ’

Ecuador has a predominantly agricultural economy. The crops are very
diverse. The Sierra produces grains, root crops and livestock for internal
consumption. The Coast prodv-es tropical cash crops for export - bananas,
cacao and coffee. Efforts are under way to liberalxze the neax-feudal system
of land holding by a series of ‘agrarian reforms.

Economically and socially, Ecuador is one of the lesser developed countries
of latin America. The Gross National Product per capita in 1970 was estimated
at $240., The total foreign exchange earnings of the country are about $240
million but the expanding petroleum industry will substantially increase this,
~ The average per capita income in 1970 was estimated at $278, but in many
rural areas it is less than $80. About 33% of the population is gainfully
employed. About 537 of the population is under 12 years producing a very bigh
dependency ratio of over 1.0,

More than half of the country's people lack the basic econcmic goods and
social services.

The annual population growth rate of 3.4% is one of the highest in th:
world., At the present rate, the population size is expected to double in about
20 years. The economic growth rate cannot be expected to keep pace with this
high rate of natural increase; and thus the results of the efforts made to
improve the health service and other services are being diluted,

The illiteracy rate in the country is about 68%. Although much effort
is directed towards education, which is compulsery between the ages of 6 and
12 years, attendance is affected by availability of schools and teachers and
by a high drop-out rate. Effective education reaches only about 577 of the
children nationwide, even less in rural areas. Public schools are free and
there are seven universities, four with medical schools. At present, radio is

the most effective channel of information.
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The Catholic Church holds an eminent position in the Sierra in the
gocial and economic life of the people, It also has some political strength,
because the parish priest is often seen as the temporal as well as spiritual
leader in the remote rural areas. The influence of the Church on the Coast ia
not as strong. ' .

For administrative purposes, the country is divided into nineteen provinces,
each subdivided into a number of cantones (counties), and these are in turn
divided into parishes. The, Galapagos Islands, regarded as the twentieth
province, are administered as a separate entity by the Ministry of Defense.
Each province is headed by a nominated Governor and an elected Prefect.

The country has had a checkered political history, sometimes character-
ized by frequent changes in government, with accompanying changes of civil
" servants. in all sectors. Personalism and regionalism, with long-standing
rivalries between the traditional elite of Quito and the moneyed elite of
Guayaquil, have contributed to instability. Many feel that the military can
transcend these disruptive factors.

After mora than two decades of ralarive political'stanility in Ecuador,

a military junca of four men assumed power in 1963, It ruled By decree with-
in the framework of the Constitution of 1946. In 1967 a new constitution was
drafted and presidential and congressional elections were held in June 1968.

The elected president, due to internal problems, again set up dictatorigl

rule in 1970 and in 1972 was ousted from the presidency by the military, which
is now running the country. A four-man board, composed of the chiefs of the
Army, Navy and Air Force and headed by a President, is the executive body.
Military rule in Ecuador historically has been relatively mild and has actually
brought about several social reforms, such as the agrarian reform law of 1964
B, Health Status and Problems

Public health efforts in Ecuador have made remarkable progress through
national efforts and international cooperation. Among the major achievements
were the eradication early in the 20th Century of yellow fever and the later

eradication of yaws and smallpox. Considerable progress has been made in con-
trolling malaria which caused 25% of all deaths as late as 1942, 'Public
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‘health measures have been instituted to control tuberculosis, venereall
disease, typhus and plague. In spite of these importan* accomplishments,
muny serious health problems remain unresolved, particularly in the xural
areas where most of the people live,

Tﬁe health situation in rural areas is, in general, worse than in the
cities. The highest infant, child and maternal mortality rates, forx exampie,
are found in the Sierra.

1. Principai Causes of Mortglity and Morbidity
Ecuador has high infant, young child and maternal mortality rates, as

shown in the table below:

Official Health Statistics for Ecuador, 1969*
General mortality..cecececesceccsccsocsaaneseass10,9/1,000 population
Maternal mortality..ceeecessecscccccocscedocances 2.3/1,000 1ive births
Perinatal mortalitye.eceeeseesssosesnseosesssssss29.3/1,000 1ive births
Infant mOrtality.ecesacsesvssvesseccecsscceseesssdl,0/1,000 live births
1 - 4 age group mortality..ccececevevvcceecsesss.16.6/1,000 in age group
' Under 5 age group4mortality....;................L30.7/I,000 in age group
Percentage of total deaths in the under five age

BEOUPscesessesscsccscsnssssossnseanssnssssscsncss52:.7%
Pexcentage of deaths due to infectious diseases..48.21%
‘Percentage of deaths due to ill=defined causes

and senilityeeesceccscccsnccssscssscsoscsnscscnee2leld?
Percentage of deaths without medical certi-

fication.........0....‘.......0.0l..........Q..OOS7Q98./¢

Some progress has been made in the reduction of mortality rates through
various general public health measures and through the establishment of some
maternity hospitals and child health clinics in Guayaquil, Quito and a few
of the larger towns. However, the only practical responses to these problems
must focus on their prevention, which requires bringing information and ser-
vices to the people who nead them in a way which will'lead to their acceptance.

The causes of these appalling health problems are tq a great ektent
remediable or reducible. Parasitism and diarrhreal diseases (such as gastro-

enteritis), as well as malnutrition and anaemia, are given as the leading

*Source: Ministerio de Salud Publica, Proyecciones Cuadrienales,
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causes of death. Respiratory diseases, communicable and infectious
diseases, complications of pregnancy and delivery, and'high fextility are
. 1isted as leading causes of morbidity.
2, Major Factors Responsible for Rural Health Problems

The major factors responsible for the health problems of the rural

éreas are malnutrition, the absence of environmental sanitation, the lac
or inadequacy of health services, and the high population. growth rate.
a. Lack of health services '
The inadequate coverage, both in quantity and quality, with

health services of the rural areas is due mainly to deficiencies
in:
1) Administrative infrastructure designed to deliver health
services to the remote areas.
2) Trained health personnel to deliver the health services.
3) Adequate dnd effective supervision of health services
at all levels. ‘
&) Health faciliiies, where health activities will be basad.
5) Medicines, equipment and other materials for'health
services,
6) Emphasis on preventive health ativities.
7) Communication and transportation facilities to the
remote areas.
8) 1Integration of health services into the culture of thé
rural inhabitants in order to in¢rease the chances of acceptance.

b. Malnutrition '
Although Ecuador is blessed with rich agricultural land capable of

an immense variety of produce, malnutrition is rampant. The diet of
the majority of the population is not only deficient in proteins,
vitamins and minerals, but also low in calories. Over one-half of the
population has a daily caloric intake of less than one-half the recom-
mended minimum. The typical diet of Indiang is high in carbohydrates,
low in fats, proteins and some minerals, with certain vitamins

virtually absent. In national nutrition surﬁeys, ovef one~third of thi



children have been found to be malnourished. A 1969-1970 survey
found that goiter affected almost 30% of the 5 - 14 age group in

the

Sierra.
The lack of roads to open up new food-producing areas, the low

level of education, bad food habits and low standard of sanitation
contribute to malnutrition.

c.

Some of the factors responsible for the widespread-mainutrition
deficiencies in:

1) Adequate production of nutritious foods,

2) Storage and distribution facilities

3) Sufficient economic resources at the peasant-farmer level
to purchase adequate nutrients.

4) Liberal land tenure practiceé.

5) Nutrition education to teach people how best to use
available foods, especially for the Qenefit of the groups

at greatest risk, such as young children during and after
weani.g., '

6) Education to circumvent cultural factors, such as food
habits and taboos. ,

7) Etvironmental sanitation, to reduce the synergistic
effects of infectious and parasitic diseases.

Lack of Envirommental Sanitétion

Many of the causes of death and illness are largely preventable

by improved environmental and personal sanitation, but they persist

Auna

tn lacg of:

\\\\\\ .

Potable water (less than 8% of all rural dwellers have house
lections or easy access to potable water.)
<) Adequate waste disposal facilities (less than 1% of all
xural dwellers have homes sewage connections or latrines,)
3) Adequate housing and protaction from the climate, which is
quite scvere at higher altitudes,
4) Health education on personal hygiene and environmental

sanitation,



- 22 -

d. High Population Growth Rate
The annual rate of natural increase of 3.4% cannot be matched

by the current and expected rates of economic growth. Therefore, at
the present rate of natural increase any gains that would have ac-
crued from increased health resources and activities will be more
than offset by the increased number of people sharing them.

Rapid population growth also aggravates the already-critical
‘national nutritional situation. Similarly, it compounds the problems
of supplying environmental-sanitaﬁion and further overburxdens the
educational system. Furthermore, the negative health effects of a
- rapild succession of births upon the infant, its siblings, and the
mother is well known,

Health Services
1, Formal Health Personnel: Numbers, Distribution and Training

Shortages and maldistribution of health personnel are among the
conditions contributing directly to the low levels of health in
Ecuador, especially in rural areas. In 1970, only 7.9% of the
country's phyéicians resided in rural areas, an extreme example
of maldistribution. There i§ a severe shortage of graduate nurses,

Numbers of personnel and degrees of urban concentration for
_various categories of health workers are presented below in tabulor

form.,



Tabla 5: Personnel in the Health Sector, 1963 or 1970
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1969 % in Quito Numbex/
Category and Year Number md Guayaquil 10,000
Physicians (1970) 2,089 61.77 3.36
Dentists (1970)* 253 66.17 0.40
Pharmacists (1970) 4L6 ? 0.07
Lab technicians (1970) 186 70.0% 0.30
Hospital nurses (1970) 432 ? 0.69
Health inspectors (1970) 161 47,27 0.26
Nursing personnel (1970) (90% in urban areas)

Nurses (1/6 graduate) 601 ) 0.97
Aides (55% without Formal training)
3,119 5.2

Social workers (1970) 109 0.17
Sanitary encineers (1969) 32 100.07% 0.05
Veterinarians (1969) 240 58 3% 0.40
Nutritionists (1969) 12 75.0% 0.02
Midwives (1969) 300 7¢.06% 0.50
Health educators (1969) 0
All type dental aides (1969) O :
Physical therapists (1969) 18 100.07% 0.03

*0n page 16, the health plan states that there are 0.4 dentists/10 000
population. On page 86 of the same document, states that there are 1.0
dentists/10,000 population in the country and 0.15 dentists/10, 000

in rural areas
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(a) Physicians .
There are about 2,000 physicians in Ecuador, a ratio of 3.3/10,000

population, the greatest concentration being in Quito and Guayquil. In
localities of less than 100,000 inhabitants, the physician/population
ratio falls to 1.6/10,000. There are only 150 physicigg; in all rural arks
and most of these are the recent graduates doing their compulsory year of
rural practice. There is a significant brain-drain of phygiciaﬁs from

Ecuador to other Latin American countries and to the U. S.
The three oldest medical schools of Ecuador, in Quito, Guayaquil and
Cuenca, graduate about 120 physicians a year. A fourth school, in Loja,
has not yet graduated its first class. The curriculum is over seven years,
including a compulsory year of ruvral medicine in a health subcenter. These
'recent graduates are largely reSponsibleOfor running the health subcenrar;.
The Association of Ecuadorian Medical Schools (AFEME) has a very active
interest in rural health and has sought, through studies, meetings and
publications, to find methods of improving the health of rural people.
(b) Obstetrices (Midwives) ‘ '
There are ghree schools to train these high-level midwives, one in each

of the univerrities in Quito, Guayaquil and Cuenca. The course is five
~years, including a compulsory year of rural practice. About 30-35 obstet-
rices are graduated each year, but ghey prefer to practice in the cities, '
where the demand is greater and the remuneration better, '
(c) Nurses ' '
| There are about 520 nurses in Ecuador, a ratio of 0.9/10,000 inhabitants.
In localities under 100,000 there are only 141 nurses, a ratio of 0.3/10,000.
This shortage of nurses is one of the most severe anywhere in the world, and -
poses one of the most serious difficulties to the DEIDS project, particularly
in respect to supervision of rural health services.

There are five nursing schools in Ecuador training baccalaureate nurses,
but they graduate only about 45 nurses a year. The course is three years
long, plus one compulsory year of rural practice. There are plans for a

two year non-degree nurse training program.
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(d) Nursing Auxiliaries
Auxiliary nurses total about 2,500 in the country, of which only

about 1,100 are trained. This represents a ratio of 4.1/10,000 inhabitants,
Auxiliary nurses are trained in several hospitals, mainly in thé

citles., Some of the training courses have recently run into financial
difficulties and have been suspended. Courses are also offered at these
hospitals for X-ray technicians, laboratory technicians, sanitary inspec~
tors and home economics technicians.

(e) Health Promoters (Promotoras)

An innovative small pilot training program for voluntary health
promoters (Promotores de Salud) has been active in Ecuador for a few years,
conducted through the Ministry of Public Health, assisted by training
personnel from the U.S. Peace Corps. The first course was in Puyo, Pasta

Province, in the Oriente. More recent courses have been held in Deleg,
Canar Province, and in Jima, Azuay Province. The candidates are selected
by the cpmmunity from the community and trained in the health subcenter -
of the area where they will be working. The course lasts 4-5 months and
includes basic concepts of arithmetic and bookkeeping, anatomy and physio-
logy, nutrition, hygiene, and the recognition and treatment of common minc
illnesses. After training, each.promotora operates out of a small phérmat
(bbtegufn) set up and equipped with drugs. They also engage in some pre=
ventive services in the community. The Ministry plans to incorporate thet
'new health workers into its health service structure in order to extend
health services and basic health education efforts to the smaller and more
isolated communities. ' '

2, Traditional Health Practitioners

| Traditional cures and curers (curanderos, parteras, comadronas,

brujos) exist among all segments of the Ecuadorean population, but in
the rural areas the traditional healers are the main deliverers of
primary health care. Folk medicine employs herbs, incantations, cere-

monies, physical therapy, and sacrifices to rid. an ill persoﬁ's body



of the disease-causing agent. An unknown number of persons is engaged
in the full or part time practice of traditional curing.

Traditional cureés divide disease etiologies into two categories:
mechanical and psychological. To a certain extent, their treatments,
are related to the presumed 'cause' of the disease.

To a certain extent, the population’s acceptancé of folk beliefs
is based on a rational, empirical approach, and some of their expian-
ations of diseases diréctly parallel more modern ones., Modern cura-
tive techniques are accepted rather readily if they have immediate
effectiveness; an example was the treatment of yaws by penicillin in-
jections. Preventive measures, on the other hand, are less readily
accepted, since the population's action depends upon the theoretical
acceptance of modern theories of disease.

The folk beliefs regarding health are deeply ingrained and unlikel:
to change rapidly. Rather than attempt to fight both the ideas and the’
practitioners, it might be well to study the ideas. to use them in
introducing modern health practices, and to enlist the aid and collabor-
ation of traditional practiéioners.. For instance, modern aseptic tech-
niques might be usable by tréditional midwives without serious modi~
fications of their present practices. Some traditional practitioners
will undoubtedly welcome the opportunity to train as auxiliary personne
of the "promotora" type. In any case, in communities where folk healer:
hold central socio-religious positions, their opposition could prove a
serious obstacle 'to modern public health efforts.

Health Care Facilities '

The table below, indicates the urban-rural distribution of inpatient '
health care facilities. In view of the effective isolation of rural
dwellers by poor roads and difficult terrain, it is clear that inpatient

treatment is essentially unavailable to most of them.
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Table 2: Urban-Rural Distribution of Heélth Care Facilities, 1971

Size of localities  No. of Establishments No. of Beds Percentage of

Population (1962)

Over 100,000 21 5,596 19.37%
20,000 - 99;9?9 : 148 6,320 8.27
2,000 - 19,999 8 591 10. 27
Less than 2,000 0 0 61.87%

Source: Ministerio de Salud Publica, Provecciones Cuairienales, 59,158.

Approximately 807% of Ecuador's hospitéls were built in the last century.
In recent years the ratio of hospital beds to population was actually de-
‘creasing, although new construction may change this trend. In some hospitals
low occupancy rates produce very high costs per patient-day. The Ministry
of Health has control of over 55% of the total number of hospital beds,
~ most of which were under the Ministry of Social Welfare and other agencies

prior to the 1972 reorganization.
Other treatment facilities include health centers in the larger parishes

and health subcenters in small parishes, - The functions and staffing of
these will be discussed in a later section. Currently there are only 151

"health subcenters with physicians in the country.
"Minimal health posts" have been proposed for rural communities, but to

date none have been built. The estimated costs ($15,000) of constructing
these posts appear to make their use on a wide scale unlikely.

4, Organization of Health Services
Until rather recently, health care in Ecuador was provided by a multi-

tude of uncoordinated and underfinanced agencies and organizations, working |

almost exclusively in urban areas and generally disregarding prevention.

The Ministry of Health, created in 1967, was unable to effectively coordinate
public health programs until April 1972, when the military government gavae

it that responsibility and simultaneously decreed the abolition of certain
health organizations and the absorption of others into the Ministry. At



the same time, the country was divided into four health Regions,

with the intention of decentralizing the execution of centrally

made policy decisions and general plans.,,

The agencies and organizations most important in rural healtl

gservices arc discussed in the following pages.
a) Official Organizations '
1. Ministry of Public Health

The Ministry of Public Health, created in 1967, coordinates and intends
to integrate all health activities as part of one of the objectives of the .
General Development Plan. The seventh and current minister came into office

with the present regime in February 1972,

The Health Sector (Sector de Salud) under the Ministry of Public Health
is understood as the sum of public and private entities which carry out health
activities, be it as service providers, a product of basic social capital,
or collaborators with the national health authorities. The basic problems
‘facad hy tha Miniatry include ennvmoua haalth neada, limited funde, duplicdtisn
of services given by personnel and facillties in various autonomous non-MS?
governmental agencies which now provide health services. These agencies are
being gradually integrated into the Ministry of Public Health:
the Antituberculosis League (LEA), for instance, became part of the Minierr in
Deceriber 1973. '

The Ministry has now assumed control of about 55% of all hospital
beds. Furthermore, the Ministry has published an ambitious National Five-Year
Health Plan (1973-1977). The Minister is assisted in formulating these plans
by a formal intraministerial Technical Council, composed of the General Director
of Health, the National Program Directors and the Program Division Chicfs.

The functioning chain of command at the national level goes from the
Minister through the sub-Secretary of Health (Vice Minister) to the Director
General of Public Health, who has immediate responsibility for all MSP programs,
There are three program arcas: The National Directorate of Technical Sexvices,
with subsidiary Divisions of Health Promotion (including MCI and a special
Department of Population), Epidemiology, Nutrition, Environmental Sanitation,



Deﬁtistry, Rural Health, Genaral Services (llursirg, Social Worx, Statis-
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tics, Health Education) and Medical Care (hospital system); the National
Directorate of Administrative Services includes the Divisions of Finance,

Personnel and Supplies; and the National Directorate of Local Services has

the function of supervising and evaluating programs at the Regional, Provin-
cial, ‘Cantonal, Parish and Community levels. This structure is shown

graphically in the following chart
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The Ministry is committed to a process of decentralization and region=-
alization. TFour hcalth regions (Central, Coast, South and Manabf), gco-
graphically cutting the nation across the traditional regions, were created
ag the principal subdivisiuvus of the Ministry. The reorganization aimed for -
centralized planning and technical standards with decentralized execution.
Separate rcgional plans are to be closcly coordinated by the ministry, as afc
various programs involving other health agencies and other ministries. Accord-
ing to Decree No. 232 issued in April 1972, cach of the four health regions
was empowered to: (a) study and evaluate regional health needs; (b) plan the
coordination of arca-wide health programs; ic) provide adequate technical
services to provincial health offices; and (d) evaluate program results,

Regions and provinces have similar structures to those of the National
level, but understandably are not as adequately staffed.

The Regional Director has responsibilities for planning, supervisimu and
evaluation of health activities, but no executive control. Tha lack of a
'czear chain or command rrom tne national through the regional to the provincial
level creates ifiustration and friction, particularly at the reg{onal level.
The regional directors have supervisory responsibilities for unequal numbers
of provinces zivl cantones, and the regions vary in the accessibility of the
facilities and communities, as well as in the concentration of populations,
ethnic groups, etc. The lack of travel funds and transportation facilities
has precluded adequate supervision of health activities.

Each provincial Health Officer has under him a chief of medical care,
an epidemiologist and the directors of health centers., The chicf of medical
care is in charge of the provincial hospital; which provides: 1) adult medical
care, 2) obstetrics, 3) pediatrics and 4) general surgery.

Further opcrational levels supervised by provincial directorates are the
cantonal hospitals, of which there are 32 (24 of which are necaring completion),
health centers and sub-centers. lealth centers offer the following scrvices;
1) maternal and child health activities (including Family Planning), 2) dental
care to pregnant women and pree-school children, 3) imﬁhnizaciona, and 4)

environmental sanitation. Idcally, cach subcenter would*be staffed by a



physician, an auxiliacy nurse and a sanitary inspector. Health posts, if
they are funded and coastructed and become operational, would ideally be
staffed by an auxiliary nurse and a sanitary inspector. Simple community-
provided facilities from which the health promoters operate are most accessible
to the rural people near them and offer a-rclativcly inexnensive means of
increasing the population covered by basic health serv{cas.

The Ministry of Fublic Health is attempting to integrate the inpatfent
and ambulatory health facilities into vhat is generally visualized as a

pyramidal structure, as diagrammed below.

ceeseses Univeraliy Houspitel

PR R IR B R B

Provings N....ec.eerecedsacessss Geoneral Hospital

[ 4 \\
Canton Canton Neceeesvccacncess lealth Conter-Haspital
Large Rarishef T TR Health Centers
Sm!ll ’arirhe- eeeNrsnssses  Sub-gcontcrs
Rur%l Co=snritios ' j§&, tiralth Pasts

WMilla this model {s obvirusly an oversimplification, ft constitutas
an {doalized ropional health scheme towvard which Ecuador is striving.
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To illustrate the lack of personnel with which the Ministry must contend
in-staffing all of the facilities in this pyramidal structurc, the following
table presents personnel figzuves for 1972,
It should be noted that many of these personnel work only :art-time Far

the Ministry.
Porsonnel of the Ministrv of Public Health, 1972

Catcgory Number Cateaorv Number
Phygicians 465 Technicians: '
Dentists 79 laboratorv 1
Intcrns 2% X-rav 3
Obstetrices 64 Aldes:

Nurses 171 . nursing 414
Health insnoctors 201 dental 0
Sceial workers 48 X-ray 22
Nutritionists 2 laboratory 62
Dieticians 1 osvchological 47
Health cducators 12 pharmacvy 110
Chemists-pharmnzists 1l Civil cnzincers 7
Phvsical theraoists 2 Architects 2
Psvchologists 1 Agg}ggggg?tive 305

Sources: Ministcrio de Salud Publica, 1672, 16. 17: Minisrario da Qal..2
ruolxca, Proavacciones Cuzdricaales, 113,

By recent government regulation, the Ministry of Health has establisher,

a National Committee on Rural Health, Subcormittees have becn established .n
two of the four health regions. These are cxpected to improve the coordination
and'implementation.of health programs in rural arecas.

The Malaria Eradication Program (SNEM), until 1969 a separate program
under the MSP, has been integrated into the MSP structurc as ona of the programs
within the Division of Epidemiology of the Directorate of Technical Services.
The Dircctor of SNIM is responsible to the Southern Regional Director. _ SNEM
has donc a commendable job in combatting malaria, in many parts of the malaria
zones., The program functions throupgh the use of voluntary collaborators, onec
for every GO0 people in malarial arcas, under the supervision of a fullltimc
paid auxiliary. The collaborators were chosen by the spraying tcams as they made



their rounds during the attack phase. They would ask in each home which person
in the village would be the best onc with whom to lcave medicines and slidas
for the collection of blood. At the end of the cycle of spraying the nomi-
nations were tabulated and the most popular pcrson‘was approached to be the
collaborator. .

The SNEM collaborator has two main functions, to make blood slides of all
people who cdmc'éown with fever and to give them presumptive maldria treatment.
The slides are then sent into the zonal headquartérs for examinaéion, and if a
slide turns out to be positive, the person is followed up by the auxiliary, the
full-time paid SNEM worker of that area. The auxiliary visits all of the volun
tary.collaboratou;every month. le also visits homes in specified arcas to
determine if all patients with fever have gone to the collaborator for blood
test and treatment. The auxiliary also visits schools for health education.
The auxiliaries are supervised by sector chiefs and there is an overall super-
visor for each five or six sectors., Above the supervisor is the chief of the
zone, which may contain as many as fiftcen to twenty sectors. The organiza-
tion has very carefully mapped its arca of operation and has impressive denn-
graphic and health &ata on the population it serves.

The Ministry of Public Health has a project in which voluntary SNEM
collaborators are used for the disscmination of family planning information.

2, Social Sccurity (Instituto Ecuatoriano de Seguridad Social, IESS)

Ecuador has a social sccurity program providing for health and maternity
benefits, compensation for workmen injured during the course of their cmploy-
ment, ‘and old-age pensions. Some Social Security hcalth services overlap and
compete with thosc of the Ministry of Public Health, and the Social Sccurity
System has a much larger budget than the Ministry, as is common in many countries.
Social Sccurity opecrates four large hospitals of 1,200 beds (with the possi-
bility of expansion by 450 morc), 8 small hospitals and 35 dispensaries, for its
330,000 insured members. The system's chief drawback has been that it has pro-

vided no coverage for dependents other than maternity care. The new poliey



of the IESS, upon rcquest from the government, is that social sccurity
should be progressively extended to cover all the working pobulation in
both the urban and rural arcas and shou%gfgivc services to the entire family
rather than to only the insured worker".! It is planncd that within the nex
scven years, care will Exccnd to all motﬁ;;s and to children up to the age ;E
1?;] It is also planned that the IESS will cooperate with the MSP by paying
" for the usc of Ministry facilities in arcas where IESS has none. IESS is
also contemplating payment to the MSP for preventive services, such as
immunizations, malaria protection, and floyridation of water, which are not
now provided to insured persons.

Some rural pilot health care projects have been startcd;.but it rcmains
to be seen how quickly the policy will be carried out and how it will cooperate
with MSP actiities. DEIDS planners were involved in discussions with Social

Security staff cor:erning collaborative efforts,

3, The Armed Forces Medical Division
Another major hecalth delivery svstem is that of the Armed Fawraa Madisal

Division. It does not actually duplicate MSP services, inasmuch as its only
clientele are the active and inactive military members of the armed services
and their families., There are now approximatc’y 12,000 men in active service
and for each such person there are 4-5 inaétive persons with families, The
program does represent a "competing" service, in that'priorities are estab-
lished independently and funds and facilities are administered autonomously,
thus causing a dispersion of scarce national budgetary resources. The Ministe
of.Public Hedlth would like to integrate the military system into the MSP, but
acknowledges that under the present circumstances increcased coordination is a
more practical goal., Results of this ecffort can be secen, particularly in the
ficld of family planning, where the military's nine centers and nincteen sub-
centers for family planning are providing services to the civilian population.
The Air Forcc scrves inaccessible rural civilian arcas by cvacﬁnting cmergency

cascs and offering dental care.,
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4) The Andcan Mission (Misidn Andina)

The Andcan Mission (Mision Andina) started as a U.N, supported organ=
ization in 1954 to try to intecgrate the Indian peoples of Ecuador, Bolivia
and Pcru into the dominant cultures of their }cspcccivc countries. The
plan was to achicve this integration through bcttermént of housing, roa&sL
food, cducation and health, Ecuador nationalized the Andean Missiohij
functions in 1960, and in 1970 it became an integral part of the Ministry
of Social Welfare, but now it is based in the Ministry of Agriculture.
During its carlicst stages the staff consisted chiefly of doctors and
paramedical staff since hecalth was stressed. Later, engineers, agronomistn,
' agriculturists and educators were also brought in. The health services
are integrated with cooperativés and with fishing ard wild life activities,
In each of seven zones, one of which is in parts of the DEIDS projecct arca, a
medical team led by an itinerant doctor provides vaccinations, maternal and
child care, and cnvironmental sanitation.

The Mission first started in small communities of 300 - 1,200 parsons,
but ﬁhey are now working in larger ones comprising 10,600-15,000 perscns in
which health services are integrated with cooperatives and with fish and
wildlife activities. In each of their seven zones, there is one docto-,
one nurse, one sanitary inspector, one dentist, and a variable number of
auxiliarics. The auxiliaries live in the areas, while the professionals
usually live in the main city of the province, periodically visiting the
rural.villagcs. The medical program provides vaccinations (diptherig%
whooping cough, tctanus, and at times, polio), maternal and child care, a
environmental sanitation (latrines, scptic tanks, and wells). The Ministry
of Public llcalth makes vaccines available., There has been some talk of
integrating this scrvice into the Ministry of llecalth., Symbolic of begin-
ning intcgration i{s the fact that training of staff i{s now being donc in

Quito and Cucnca by the Ministry staff.
Socio-Anthropological studics carried out by Andean Mission personnal
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provide a rich source of information as to the attitudes and practicos
of rural Indians. This information will be used in developing specifi
DEIDS project training and service plans.

b) Voluntary Organizations

1. The IPPF affiliate in Ecuador (APROFE) has four clinies in operation in
Quito, Cuayaquil,.nnd Cucnca. This organization has tryincd large numbers of _
profossionnls.nnd paramedicals in activities related to family planning for its
own program, for the MSP program, and for private services. It has been a
major force in family planning information programs to the public through the

press, radio and movies.

2, CARE and Catholic Relicf Services (CARITAS) are integrating their child
feeding programs into a nutrition project under the National Nutrition Instituta,
which intends to coordinate the work of all related agencies to bring about
adequate nutrition for ﬁre-school children. CARE, CARITAS, and the Brethren
Church are carrying out small projects in rural areas to promote training of
community leaders, to intesrate peasant youth into the process of socio-
economic development, and to encourage the communities to make improvement3s by
their own efforts. The Voice of the Andes, a Protestant missionary group, has
bgen carrying out rural health and family planning activities. The Minigtrj

of Public Health has used some religious groups in training auxiliary workays.
3. Two voluntary organizations supported almost completely by government

funds are the Red Cross, and the League Against Cancer (SOLCA). There is
general agreement that the funds could be better utilized if they were spent
throdgh the national health delivery system. One successful project of SOLCA
has been the assumption of responsibility for the examination of all
Papanicolaou smecars taken during cxaminations rclated to family planning ser-
vices in thc government health centers. AID had made long-term technicul assisgte
ance available to train nccessary technical personnel for this project. The
Tuberculosis League (LEA), formerly a government supported voluntary agency, was
integrated into thie MSP by decrce in lecember 1973,



37 -

4. The National Children's Trust (Patronato Nacional del Nio) performs
social work with orphans, beggars and poor children. It also conducts
nutrition and health education campaigns for poor mothérs. Approximately
nine rural extension organizations are concerned with rural health, with
recent government attempts to coordinate and consolidate their efforts.
c) Multilateral External Assistance
The -Pan Amcrican llealth Organization (PAHO) has a number of technical
personnel stationed in Ecuador, The Country. Represcntative has been working
with the MSP in the development of its Five~Year Plan, which has as a major
goal the cxtension of health services to rural areas. A Regional MCH/Population

Advisor has been involved in the Ecuador Five-Year Plan for family planning
activities. PAIIO also has malaria advisors in the country and is planning to
éssist in improving epidemiological capabiiitics relative to eradication of
malaria. ,

The United Nations Fund for Population Activities (UNFPA) is supporting
.the Ministry of Defense family planning projccé which has been receiving funds
since its inception from USAID. The Fund s now negotiating support for the
population activities of the Ministry of Public Health. .

The United Jations Development Proéram (UNDP), through the Food and Agri~
culture Organiz..tion (FAO), is supporting a four-year program to strengthen
the National Agricultural Extension Service. The UNDP has also been cooper-~
ating through technical assistance in' the control and eradication of hoof-and-
mouth disease,

The Inter-American Development Bank (ID3) has made technical assistance
available for agrarian reform programs of lands owned by the Roman Catholic
Church. To date Ecuador has obtained from the IDB over $28,000,000 for supply-
ing potable water and improvement of sanitation. A large investment has also
been made with IDB funds for the rcorganization of the administration and curric-'
ulum in institutions of higher education and for expanding their facilities,
Technical assistance has becn made available for improvement of technical

training.
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The World Bank (IDRD) has made large loans for road construction in tha -
southern region, which will facilitate extension of hecalth services to more
remote arcas, '

d) Bilateral External Assistance
The United States, through the Agency for International Development, has
,made major inputs into the Ecuador programs for family planning, nutrition and

malaria control, |
~ USAID support of malaria eradication activities through loans terminated

at the end of 1972, except for the new project designed to utilize SNEM infra-

structure for family planning education and promotion, )

USAID is now supporting a project to improve the nutrition of pre-school .
children with the expectation that children free from debilitating disease and
malnutrition will encourage families to plan fewer children. Current AID
strategy for planning nutritional components of nafional health programs wag
~ based partly upon work done in Ecuador, and tbe nation i{s used as a cage study
ia expiicatiung this approach.

USAID has also been supporting a program with the Ministry of Social Welfare
in which social workers in 81 communities are -iotivating rural couples to go to
rural health centers, including those of the ..ndean Mission, for sexvices.

USAID began its support for a project on responsible ‘parenthood in 1966, collab-
orating with both the Ministry of Public Health and the Armed Forces Medical
- Department. This helped to develop the Ministry's Population Department, to 1n;
crease the number of health centers offering family planning services, to train
large numbers of doctors, nurses, social workers, and auxiliaries, to develop
progfams for audio-visual input, to install an evaluation system and to include
population content in the training of primary and sccondary school teachers,

Another project provides for the costs of including population dynamics
and family planning in the curricula of the threce medical schools.

A great deal of short-term training will be going on in Ecuador during the
Rext two years to better qualify staff of different ministriecs to carry out
family planning programs. Personnel of the following institutions will be ine
volved: Ministry of Social Welfare, Andean.ﬂissyon, Rural Mcedicine Program,
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. Health Center Direcctors, Doctors and Nurses of the Ministry of Public Health,
School of Nursing, School of Midwifery, Doctors of the National Police, Social
Security Institute, League Against Cancer, Ministry of Education, Ministry of
Defcnse, Ministry of Agriculture, Obstetrics/Gynecology Societics of Quito and ,
Guayaquil. Fifty-nine courscs are planned for about 2,500 participants,

There will also be 80 participants receiving longer-term (up to two years)
training in other Latin Americdn countries or 'in the United States, All of this
training is supported by USAID.

Bilateral assistance has also been provided by several other countries:
Great Britain has assisted with the training of health personnel and the develop~
ment of potable water systems. France has worked in the areas of hospital con-
struction and potable water supplies. Hungary has provided hoépital equipment
and assisted in its installation., Italy has sponsored a Superior Health
Institute and rural health projects. Swiss bilateral aid has focused on human
and animal nutrition. Germany has been carrying out a technical assistance
prbjecc ot agricultural develcpnient in one province. It has also given a large
loan for the utilication of'aubteg:anean water for irrigation and drinking and
has made investments in'tﬁé improvement and extension of primary and technical

education.
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D. The DEIDS Project Area: 'The Zona Austral

(Southern llealth Resfon) and Carlar Province

The area selected for the DEIDS Projecc‘includes three provinces of the five
which together constitute the Southern Health Region. The three provinces,
Caﬂhr, Azuay, and Loja, are overwhelmingly rural and, even by rural Ecuadorean
standards, are very poor, Most of the nearly 850,000 inhabitants are Quechua-
speaking rural Indians engaged in subsistence agricultuxe and living in isoldted
small villages with nonexistent or very poor roads and transportation to even
the larger villages. The area is mainly in the Sierra, but some portion of
eacﬁ province extends into the coastal zone.

According to the 1972 census survey the provincial populations were:

Province Area Population % Rural
Azuay 3,211 320,200 75
Cafiar 1,614 138,000 87
wja e BLS agg ana A3
TOTAL 9,270 847,100

A reasonably good road connects the largest city in the area, Cueﬁca, in
Azuay province, to the smaller cities (Caﬁar and Azogues in Céxar province; loja
in Loja province)., There are airports in the cities of Cuenca and Loja.
Travelling. from Cuenca to Quito requires 50 minu;es by air or 12 hours by road,
Trangportation to the larger villages is by poor, sometimes 1mpassab1e'roads
ana by trails., Access to the smaller villages is by horse or mule trails only.
The World Bank (IBRD) has made large loans for road construction, which will
somewhat improve transportation in the Southcrn.Regign.'

The city of Cuenca is the site of the Regional llcalth ogfice and céntnins
many othier governmental, marketing and health resources, which serve the entire
region, Medical schools are located in Cuenca and Loja. The Univeisity of
Cuenca Medlcal School has cooperated with the Ministry of Health in carrying
out several rueal health field studfes, The Rural lealth Subcormittee for thé
Southern Reglon acts in an advisory capacity tor rural hiealth activitles. Seu

Appendix number tor Lts componition, Studies of rural health have also been carefod
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out by the Andean Mission and the 3n1nr£a Eradication Program (SNEM), each of
which is active in parts of the region; their findings and cxperiences will be
used in the DEIDS -Project activities. .
The Province of Canar has been selected for initial implementation of the
DEIDSvprojects with later expansion to cover the other two provinces. &his.
_decision probides for an orderly stepwise increase in the population served.
Caiar province is very rﬁral: about 87% of the people live outside of the
provincial capital, Azogues, and are therefore considered rural by one defini=-
tion common in Ecuador.
The population of Cagar Province in 1972 was 138,400, divided among three

cantons, which are, in turn, subdivided into 28 parishes (paroquias), as follows:

Canton. _ Parishes Population
Cafiar | 13 67,030
Azogues 11 45,170
Bihiian | 4 14.900

The capital city of the province is the city or azogues ir the canton of
the same name; the second largest urban cén:cr is the city of Cafiar in the
canton of that name, (Thus Caffar is the name of a province, a canton, and a
city -- not to be confused with each other.)

| The small proportion of this population reached by scientific health ser-
vices 1s reflected by the fact, for example, that in 1965 among the 1664 deaths
occurring, 85.5 percent were not attended by-a doctor even in the final illncss
this comparcd with no medical attendance of 60.6 percent of deaths in Ecuador
as a whole. Among the 19 provinces in the whole nation, by this particular
health service indicator; Caflar Province was the second from the bottom.

The most widespread health service resources of the Province of .Cafiar are
the local, traditfonal healers (curanderos) and midwives (parteras) who live
in the villages or “communcs" or "parcialidades." Considering "weaternized"
health scrvicae, the major resources ate those provided by the Ministry of Publi

Health, These facititfen consist of hospitals, health centers, and small heatt
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subcenters. The office of the Provincial Health Officer is located in the
provincial capital city, Azogues, | ‘

The current Provincial Health Officer i; a private practitioner who is aﬂla
to use only part of his time on administrative duties., Ile is assisted by a,
recently appointed érovincial Epidemiologist -~ just returned from a year's.
M.P.H, training at the Uhiveraity of Puerto Rico.

The Ministry of Health's medical care facilities in the province are dia-

grommed in the "pyramid" below:

2 Hospitals '
(Cahiar & Azogues)

2 Health Centers
(Azogues & Biblian)

6 Health Subcenters
(Suscal, Deleg, Pindilig,
Gualleturo, E1 Tambo
p ' Manuel T (alla) : \

£

There is a gereral hospital of 120 beds ‘at Azogues, which theoretically

serves the entire province, and a cantonal hospital of 60 beds in the city af
Canar., The bed-population ratio, therefore, is about 1.2 per 1,000, Both of
these institutions are old, with large wards, limited equipment, and small
- gtaffs, The expenditure for all services is said to be about 60 sucres.(sz.SO)
per patient-day. Each of these hospitals has an out-patient department and
emergency room. Ultimate control over the hospitals is retained by the cencrai
Ministry of Health, in Quito, which pays salaries of all personnel dircctly
and must give final approval to all appointments. (The hospital budget allotted
to provincial authorities is limited to purchase of supplies, transportation,
and related non-manpower cxpenscs.)

The two health centers offer the following services:

1. Maternal and child health activitles

2, Dental care to pregnant women and pre=achool chitldren



3. Immunizations

4. Environmental sanitation

The staff of a health subcenter consists typically of a doctor, an auxiliary
nurse, and a sanitary inspector. Vacancies are relatively common., While the
doctors are theoretically "fulle-time" this means 33 hours per week, and it
appears that most of them engage also in some private practice. The doctors
in the subcenters are recent graduates putting in their one year of obligatory
rural service,

Ambulatory health care facilities are located in 7 of the province's 28
parishes, as follows:

Parish Population
(Canton of Canar)
El Tambo
Suscal '
Suelleturo 14,635
Miwnuel J. Calle

(Cantun of Azogues)

Frindilig 2,260
Deleg ' 6,200

(Canton'of Biblian)
Biblian .2,275

Thus, a total of 25,370 people live in parishes served by Ministry units for
ambulatory health care, or about 18 percent of the provincial population. If one
eadds the population of the cities (or towns) served by the out-patient departments
of the two hospitals, the proportion (according to the Regional llealth Officer)

cores to about 26 percent. Since a great portion of the population, cven in

parishes containing subcenters, are hardly accessible to them, hovever, one may

estimate conservatively that about 80 percent of the population are without

formal hicalth services (a fiygure quite close to the non-medically attended



- deaths of 85 percent in 1965),

The functions carrled out at both the subcenter and the new "pramotox"
stations are overwhelmingly curative medicine, There appears to be little,
if any, systematic provision of preventive health service to mothers end
childrén or to others. The principal exception is a program of vaccinationsg
against smallpox, measles, and some other communicable diseases conducted, not
from the subcenters, but from the Provincial Health Office, by a Chief Vac~
cinator and his four assisCant;. These men go throughout the province from
house-to-house (in the manner of DDT-spray teams in malaria control programs)
vaccinating children, when tﬁey can.persuadé the families,

Since May 1973, the population Qf one parish, Deleg (6,200) has been aerve&
by a new type of resource; health promotors ("fromotoras de salud"), housed in’
small one-room structures or "botiquines'. These are typically young women
with elementary elucations (4th to 6th grada) | from the villszcs, who have
received a 4-moni}). training course in limited health care by a reéistered nurse
(R.N.) from the U S. Peace Corps. There ére.B small communities in the parish
of Deleg served b these "promotores", who are in turn supervised by a docto}
and a graduate nurse stationed at the Deleg subcenter. The iacter young woman is
a recent graduate of the University of Cuenca School of Nursing, who is curtehtly
putting in her one year of rural service (mandated by a national law for all
university trained ourses and doctors since 1970). It should be noted that, at
this time, none of the other six parishes with subcenters are served by
"promotores" -- nor, of course, are any of the.remaining 21 parishes in the
province,

At the subcenters and at the newly established "botiquines" {in Deleg parish,
there arc supplies of drugs for treatment of common {llncsses, but the inventory
of drugs could be improved, both {n torms of cffectivenoss and cconomy. Patfonts
are charged fees for drugs at both these ambulatory units and the hospital out-

patient departments,
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Other orgunized health care resources in the Province of Canar are two
small dispensaries of the Social Security health system, one each in the cities
of Azogues and Canar. The I.E.S.S. progran covers only insured industrial or
commercial workers (not agricultural) and in 1971 there were 3,570 such insured
persons in the province. Hospitalization of'these persond is provided in a
relatively modern I.E.S.S. hospital of 60 beds located in nearby Cuenca. The
I1.E,.5.S., has recently inaugurated new programs for coveraga of related small rural
communitics but none of these are. currently located in the Province of Canar.

A few small private pharmécies are found in the main towns of the province,
The énly private medical care is by doctors' facilities. At a few towng, dentigts
come in from Cuenca for private service one day a week., There are also various
other resources in Cuenca, including the University Hospital, the Social Security

Hospital, and several small "clinicas privadas" that to some small extent serve

Traditional health practi}ioners such as herbalists, faith healers and mid-
wives play a major and influential role in the primary health care of the nui:-al
population. (At preasent, it is illegal to be identified as a traditional k:alch
practiﬁioner in Ecuador, therefore, it is very difficult to assess the number and
scope of their activities.) The project will make every effort to identify and
win the confidence of the traditional health practitioners. A working relation-
ship will be established between the trained comnunity health workers and the
traditional health practitioners in such a way tha:'rivalry will be minimized,
The possibility of giving formal training to the traditional ﬁoaICh practitionars

will be explored.



. BE. ‘Strategv

The concepts oF thOIDEIDS,(ngplopment and Evaluatioﬁ of Integrated Delivery
Systems) projcci are highly sui:ﬁblé Eor'tackling the health problems of rural
;cqador;innd specifiqaily'SE Canar Erovince. The project calls for a léw-co?t
.heglth delivery system, integrating nealéﬁ, Family Planning and Nutrition Ser-
viéeb'in:n;forﬁ ;hat;ﬁili be accessible and acceptable to the total population
and able to reach 667 of the young children and women of fértile Qge by the end |
of'the project period. |

The stratégy proposed is ;o provide integrated Health Services, empnasizing
maternal and child health in the widest sense, and including applied nutrition,
family planning and environmental health. This strategy is based on the premise
that there are mutual benefits to the integration of‘nutrition, environmental
health, and family planning in the delivery of health information and healtp
services,

These various components of family health services will be offered as an
integrated whole, not only because they are inseparably related by nature but
also because that stra:égy conforms with the policy of the Government of Ecuador,
An alternative strategy that was considered and abandoned was the provision
of matermal and child health, nutrition, family planning and environmental
sanitation as separate services. This would not only have been more expensive,
with duplication of facilities and personnel, but also would not have been
acceptable to the Government of Ecuador,

The planned health delivery system will be based in the community, and the
primary hcalth care deliverers will be selcéted by and from the community, They
will then undergo training by the DEIDS project tecam in the particular locale in

which they will be working., After training they will beo based in a community

health poust, the building provided by the community but initiallv cqulpped with
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basic materials and medicines by the project., They will become part of the
Ministry of Health service structure paid by the Ministry, and will function.

as community health workers under the supervision and control of the doctor in
charge of the local health subcenter. Their exact title has yet to be docided,
but they will be essentially similar to the present promotoras with appropriate
modifications. Their functions will be primarily preventive, but they will also
undertake minor curative and first aid procedures both in the health poits and
through home visits, '

There are well-demonstrated synergistic interactions between malnutrition
and infections in producing high infant and child morcélity and in causing
growth retardation. The immunization activities, carried out with the assistance
of the provincial Chief Vaccinator and his teams, are therefore expected to be
of even added benefit when offered with nutrition and environmental sanitation
;cc1v1c1es than they wouid usuaily ve,

The community health workers will introduce their conmunities to the basic
ideas of environiental sanitation, stressiﬁg the importange of water sﬁpplies
and waste dispoeal, with emphasis upon practical measures. The communi ty
orgaéizations,formed as part of the DEIDS progran, will be active in organizing
and carrying out water supply and sanitation projects, with increasing activity,
as financial and technical assistance becomes availagle from the government for
such projects,

Guidance it "these matters will be provided by sanitary inspectors retrained
under another national program, as well as by other goveimment workers in thae
field of Environmental Health.

The hcalth of mothers, infants and voung siblings {s adversacly affected by the
common rural pattern of frequent repeated pregnancies and’ births., Some of theseo
effects will be ameliorated by the other components of the program, but a reduc-

tion in the frequency of births would provide direct health benefits to both



target groups, Family planning information and services inCeéraced with pregnancy
and delivery care and with other services, will make this possible. ' The family
planning activities of the community health workers will be an integral part of
their services and will be coordinated with the activities of other vqluntary |
and government agencies. The Ministry's Depérhnenc of Population has expressed
strong interest in thc use of these community health workers as providers of
basic family planning information and services to the rural population. In
designing the family planning aspects of the community health workers curriculum -
and activities, full advantage will be taken of the experiences gained in using
malaria eradication personnel and other gimilar workers in family planning programs.
Use will also be made of materials developed for use in the dissemination of
family planning and health information by radio during_the last four years,

Emphasis in the DEIDS project is on broadening and strengthening the base
or cthe heaith care pyramid by increasing the number of persons in rural aréas
who have basic healfh services available to them, However, the functions of the:
community health workers must be integrated with the rest of the system, thruugh
the health subcenter, in such a way as to maximize the health efficiency of all
pérta.of the system. v

Thus, the project plan will tackle the two main barriers to health services
delive}y {n the rural areas, namely lack of a service infrastructure and lack
of integration of the main components of health services.

Another aspect of the project's strategy whidh.deserves special mention is
the flexibility envisaged to allow for changes and use of new approaches in rg-
sponse to fcedback from the concurrent evaluation of the operation. Some of the
project innovations to the present health services in Ecuador are: °*

1. The cxtensive use of community health workers a3 the primary deliverers
of health care. The present pilot promotoras project has trained only about

twenty workers who have not yct become part of the Ministry's health servicos
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structure. The vastly increased number of this cadre of personnel will ba fully
integrated into the Ministry of Public Health.

2. The active involvement and participation of the communities in health
services delivery, to be accomplished through health céuncils and agricultugal
cooperatives,is new to the country, The communities will be organized and
‘motivated to select and suppert their health workers, and will provide the
physical facilities for the health posts.

3. The utilization of parish priests, school teachers and local government
leaders in the organization and delivery of health services. .

4. The establishment of a working relationship between the community health
worker and the local traditional health practitioners, for example, some of these
practitioners may be selected by the communities for training as community health
workers, |

5. 7The deveiOpment of methods and materiuls appropriate for training indivié
duals with as little as 2-4 years of formal education to f&nction as health
workers, and the evaluation of the training pyngranm,

6, The concept of taking health services to rural comnunities and homes
instead of waiting for clients to come to health facilities,

7. The extension of the scope of rural health services, with emphasis on
prevention, through the integration of maternal and child health, nutrition,
family planning and onvironmentgl health, and with evnludtion of the inteorated
services,

8. The reorganization of services and retraining of health workaers including
reassignment of tasks to various lovels of health personnel in keeping wich the
realicies of rural health care and the philosophy of the project,

9. Institution of close and cffeccive syparvision of health activities at

all 1lovels,
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10. Establishment of standardized health information and vital events
registration systems.

11. Establishment of an evaluation unit at the Provincial Health Offic
level to monitor tﬁe health services and provide rapid feedback for battar
management,

12. Evaluatfion of the total project and its intcgral parts to assess cost-
effectiveness, and provide tha basis for replication of the projectAchrdughout
the country. The results of the DEIDS Proje;t may preclude the need for the
much more expensive health posts (Puéstoa Minimos de Salud) now contemplated

in the Five Year Health Plan,
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F. Course of Aztion

The course of action and the time phasing is shown in the accompanying chaxt,
Many of the activities, for example baseline data collection and inftial KAP
studies, extend over periods of 4 to 5 years but in differeat parts of the pr;jecc
area, This is because the project will be starting in an area of Caghr Province
and progressively extend to other paéts of the Province and then to Azuay and
Loja Province;. Before each area is added to the Proje;t theée activities (e.g.
baseline data collection) will bé carried out until the entire project area 1is
covered, Furthermore, many of the activities will be carried out "pari passu'.

Also included in a PERT network presenting in graphic form the plan of imple~
mentation of the project. .

At the beginning of the project, several activities will be started:

1. Baseline Data Collection and Analysis, comprising:

a) Mapping of project area '
b) Population census and demographic analysis
c) Physical, economic, social and other characteristics
d) Registration of births and deaths
. ef Initial KAP surveys on health, family planning and nutrition
£) Environmental health facilities and practices

2, Functional and Task Analyses leading to job descriptions for the Varioua
personnel categories.

7. Training curricular design based on job descriptions.

e Development of training methods and materials,

e Preparation of the Training Manual.

6. Reorganization and.standardization of health records systems at the pro-
vincial health office, healt:: subcenters and community health posts, These will

be designed to provide information on:

a) Health service statistics on matornal ca.c, child care, immunizations,



b) ‘?&mllv planning scAtistics including record of edch peraon accopting
contrnception, amounts of family planning supplies providod, classi-
7.Eied by method, parity, age, education and interval since previous
‘jpregnnncy.
'¢) Nutrition Statistics, WniCn WLLL INCIUGE WELSHG GHALLS, MHWekLLLUHEs
a:atua, infant feeding methods, wenning practices.
. d) Covernge atatistics, which will 1nc1ude the number of the targat
population reached in an area, and the total number of the targaet 74

population'derived fram the census.

A network of about 720 community health posts will ba established. Each
health post will be dlrected by a community health worker who will pay home visi
and is trained by the DEIDS Project training team to serve 1,00051,500 1pbab1-
‘tants. 'I‘ha‘y will dalivar the follouwing services hoth in the health pnnf‘:n'and i‘(n
homes, and throuph Mocﬁets' Clubs organized in the communi&y:

1. Maternat and Child Health Services consisting of:

(a) Ccuiselling on child care and child rearing
(b) Minor curative and fits;-aid emergency services
(c) Referral to the health center for more difficult problems.
(d) Immunization services
(e) Prenatal and postnatal services
(£) Midwifery services for the uncomplicated cases
~ (g) GCeneral health education

2. Familv Planning Services

The network of comnunity health workcrs‘wlll provide the needed infrastructur
and the vehicle for the dalivery of family planning services not oni& to tho health
. subcenters but also to the homes in the rural areas, conaist!ﬁé of:
(a) TFanlly planning information and morivation.

(b) ULispenaing of the desired contraceptive methods cthat could‘bughc-

corplighed {n the hase or the comrunity health post,



‘(c)

(d)
(e)

.53
Referral to the health subcenter for the more complicated contra~

ceptive procedures,
Follow-up of the acceptors

Continuing review of the non-acceptors.

3. Nutrition Services

The DEIDS Project through the network of about 720 community health workers

will provide the vehicle for autrition services consisting of:

(a)
(b)
(c)

(d)
(a)

(£)

Nutrition counselling and education

Curative aerﬁices for patients with malnutrition

Monitoring of the nutritional status of the "at-risk" groups, through
weight charés

P?omotfon of breast feeding

Counsgelling - on infant weaning using lowfcosc locally available high
protein-calorie vegetable multimixes

Influencing the agricultural practices of the community through

demonstration low-cost home gardens, growing the more desirﬁble

nutritious food crops.

4; Environmental Health Services

The community health workers, assisted by the sanitary inspectors at the

health subceﬁtéra, will provide the following services:

()

(b)
(c)

(d) -

Environmental health information

Personal hygiene information

Advice and agsistance with latrine construction
h ’ - R )
Methods for rendering drinking water safe, e.g., boiling.
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- It is very E.mportant: that regular project review sessions be scheduled
as an integral part of the project's course of action. Such sessions should
l;e held every six months for the first three years of thé project and annually
thereafter, with representatives attending from all the institutions partici-
pating in the project. Most of these sessions should be held in Ecuador, but.
it would be most desirable for two of the sessions to be held on the UCLA .
campus during thé project's duration, partly to broaden the understanding of
the Ecuadorian part:ic:l.pa.nté of the support activities going on at UCLA.

Annually, the Ministry of Public Health wi..ll convene meetings at which

. the activities, progress, and problems of DEIDS will be discussed, These meet-
ings will have in attendance MOH personnel from 'other provinces and regions,
Ecuadoreans outside the Ministry and representatiyes of neighboring countries
as ‘deemed é.ppropria.te, as well as APHA and AID staff involved in DEIDS. Such

meetings will also serve for on=sight observation of the activities in progress,



COURSE OF ACTION

Baseline Data Collection and Analysis

Initial KAP Studies '

Functional and Task Analysis and Job Description
Curriculum Design

Training Methods and Materials Development
Selection and Training of Trainers )
_Training Manual Preparation

Operational IManuals Preparation

Community Organization

Selection and Training of Community Health Workers
Establishment of Community Health Posts
Organization of Specific Service Programs
Standardization of Health Records

Vital Events Reyistration Procedure

deorganization of Health Subcenters and Personne! Retraining
Reorganization of Prov, Health Office and Personnel Retraining
Subsequent Health and Family Planning Re-surveys
Subsequent KAP Re-surveys

Special Studies

Data Processing

Interpretation of Results

Adoption of Project by Ministry of Public Health
Replication
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QUILCEIVELY VERIFIABLE NMCATORS

Gl

S bptoye the gencrsld level of
ko absh bs rural arcas of Ceusdor,
voretially tog sothers and young
v b

Indicators ¢f Coal Achicvemont:

In the Projset arcas

Vo % Pataar . Mortality decreared

2. L Materal Maibidity deereased

3 b latunt 5 young chitd Mariality deereased

4.\ iufant and young child barblidity deervased ) B

S, M hidity and bortatlity due to Infections, comwunicalile and othep preventable
discavis decreased .

6. % Mortul, 1y and Habidity related to malnutrition decreased

7. % Apeespadiic fertility rate drcreased

8, Latcr arxz at figat pregnancy achieved

9. Intervals betucen births prulonged

e ¢
v, o4
Piprses

Prt st an eflcctive health delivery
f7 b tint will Jocrosse the scressie
hegbey ond sccoprabitity of hoalth
toavheed, bnctndirg 0, wutrition aml
§oaly plimnieg servioes in rursl arcas
of 1 ardr, primrily fur mothers and
yuang childien within the resvuccus of
the vountry, 80 ‘thut it can be rephl-
cated visewhaic in Leuador,

End of Proje:t Status:
.
J. The Provirclal Mealth Offices in the Projuct aros effectively planning, programuing
and Jiresting developient of hualth oerdvitiee in thelv arcas of jurisdiction thrcugh,
8) An evr:alished progran for training and retralning of personnel
b) ANl 1o a8 of health pereonrel integrated into planning and progromming
€} An etizitive system of buldnetary prograrming and auditing
d) An cfszctive administrationslthin ald levels of the Hinistry of Public Health,
(i.e. tie national, vegicna), provincial, cantonal, parochial and cosaunal)
¥elats o to the project azea
e) An cft:-tive and functional system of persannol udninistration and supervision
at all 'cvels .
£) Coordir:tion with othor heaith providers and related institutions
g) Cr-ewe, ted Integratid into the processes of health planning, proyrassing and
eyt don and participiting fn tho delivery s)stems

2. An cffcctive evaluation unit §n tho MOPH evaluating the health delivery syscem ancludl

#) Traimed staff

b) A lkealty Inforration Systea {nr dats collection
€) Adeyuat s health secerds, kot in 91 subcenters and health pwsts
d) Rapid Jdsta processing and provision of feednack information

3. Rural MM sul cunters (in the froject area)
) Froviding cdequate superviscry assistance for cormunity health worlors
b) Acting as referral centers
¢) Coordinatirg supplies of medicine and other materials to the community nesstn vorsa
d) Paying grciter attenticn to preventive services
¢) Incrcasing services in MCH, Nutrition, F.P., and Environmsental Sanitation
f) Providirg 1cgular doctor visits to the health posts for supcrvision and consultatisn

4. A nctwork of rural cormunity health workers in cormunity health posts

integrated into the regular 1011 Health Systea, and reaching 60-70% of the targse

population ot 310,000 with access to health sarvices f

0) 720 cor-unities with cquippad tHealth Posts

b) An udequatels trained rural comwinity health worker Sn each past .

€) Nunber of jwople reachud with health services and through hese visits and fusetionls
Mothers' Clubs, delivering the following services

d) MCH counscll ng and curative services

¢) Nutrition c» nsclling and curative services

f) F.P. tnforrainn, rotivation and services

g) Environmentdl ligadth information

h) Minor curat;vc ond cmcrgency first sid treatment

i) Refcreal to hoalth subcenter and regular doctor

§) Nealth tducation ’

Outjutss
3. BSaseline Data éolluuon

2, fnlblng sethods and materials
doveloped

3. Pessenne) traingd. .

Output Indlcators:

1. 8) Mapping of project area
b) Population census of comaunitics completed, including ago, scx, ste, by howsrheld
¢) Educational scatus of coraunitios (including languiges spoken) deturmined
d) Fasily ivccre and occupation status, including land use, collocted
¢) Fornunity o:igonizaticns fdentiflcd and commnity heslth councils dersloped
£) Moreality surpuy corpleted
g) Mosbidity suivay ccapleted
h) Mealth Letiefs, practiccs an
medicine prartitioners
) Jemanlzation status deteralned
)} Food habits zud tabuus Jdetersined
) Farlly ) 1anning and fertilits Liscline data collected
1) Covlgon. catal sanftation sit-ation and pecessitios detersined

1 scurces of health care dcurilm-‘. including $7edit tenal

2. 8) Perionncl furetions, tasks, nnd job descriptivn defined
b) Curriculum v igned
¢) Audinevis 1) aids and games duveloped
d) Other trai-ing matcrials lereloed

) Taaining ~on ) developed
) Operatici.i rasuals daveloned for Wealth Subcentors ond Aselid Postt

3.. .8) Tesinine ntalf selecred
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6) Community Mealth Workers seleated snd Srained

4. Cosmunity Health posts established 4. 8) Comsun.ties motlvated to support and participate in the prograa
and squipped b) Commun.ty organtzation formel

€) Hoalth facilaties dullt

d} lealey fucllities cquipped and modicines in place .

@) Workin: velations!iup cstablishod batween Corsunity Health Siurhers am tzadi
healih paaceitioners

. Specifis servicos program organized o The follning +vrvicss civiating:
it nbsenteys sud health posgs -, 8) Mateonnt and il Besith (Figluding mldwitery)
: o b) Natriciun ,
€) Faaily Plannin,
d) Imuun.tation i
0) Envireacscntal Sanitation
€) Nomeopaking aid ikcae teconomics

w

6+ Provinciel Noaleh Offico and Subcenter | 6. &) Tashs scassiyncd and new job description doveloped
‘systea voorganized and personnel b; Staft actrained and sntcgrated into planning and cvalustion of prograns
rotrained ’ ¢) Persomcl adrinlstration and supervision oporational ‘Procedures davelopad er
S approved by the Ministry
d) Contents and nothsdulogy of health education defined for
i) heatth servizes porsonnel
1) the comaunitics
¢) Outreach and follow-up health scrvices program developed
f) Budgctary prograzzing and suditing system duvoluped

7, Cost Analysls system developed 7. 8) Dovelepment costs dezerzined
: ' b) Training staff 1ad training costs idontified
€) Start up costs of project scparated from continuing costs
d) Data collection, ovaluation snd anslysis conploted .
¢) Componsnt parts of projoct re-designed to Smprovo cosc-effactivensss ratio
and miko more agplicable tho expansion of the project

8, Rusults evalusted ' 8. 1) Standardized hoaith inforsation systom sot up

b) Vital rogistration systes sstublished

¢€) Periodic sanple surveys co=olered

d) Data processcd .

8) Rosults interproted )

) Rocoamandations from project resulted in o chango in the Five Year liealth P

m
' i

Inputs * lnm\ Catcpories

UL ILS PRAJECT : . .

V. Cost of Froject 1. Total Aanual Cost (in US$0LU)

2. Manpower 2. 8) Academic (»an-months)

b) Hon-Aeudemic  (asn-months)
. ¢) Consuitants (aan-zcnths)
3. svaining courses ond Seminars 3, a) New Heulth Workers (nuaber of months)
b) Retraining of old staff  (nuzbor of wonths)
€) Special courses - ~ativational training (nusber of weeks)
4, Participant tralning 4, 8) Long Turm (-an-sunths)
b) Shopt~Tlivvn {zan-renths)

§, Cemmdities S, 8).Progvam suppirt katerials ' (U3S$000) por snnum)
b) Training Materials ard Scevices (US$000) per annua)
€) Evaluation Matcrisls and Scrvices  (US$000) per annuga)
d) fquipwont and Medicines for Hoalth

Subecnters (supplementary) ond .
tied)th l'osts (Us§000) por annum)
e) Travel (US§V00) per snnum)
L]

&, Other Direct Cos'ts US$OU0 per snnua

LOIFH NL 1E K1 AR

A, Mialstry of Public Iiealth

b. Cust of Protane §. Tutd) Annual Cost N
2. Manpover 2, l; staft for Project (mn-unthn)‘ " 134000)
b) Commmity itealth naykers

(120 new ond 22 01)
’) Nuaber
§1) Remmuneration (Cast in 1:£$000)

3. Training’ 3. a) Fatllities an the #.10th Subcenters (ninbdor)
) Fucilities in the 1 resaeals (nusber)
€} Supervisory Staff crin lioaleh Suhcentors (ranswceks)
1. Cornydities 4, 8) Project Offsz2c (2 y:°23) r Cuence - space and telephone (eost LRI M)
b) Provinclal Healt* 25fice siace and telepline cost “im Us1(00)
R L |
Fo lnaty dorps
te Minpower « Training 8) Niriy {rurkur)
b)) Noatth Educaters {r'her)
e) Ruteltionists (rasder)

i d) Awdio-Visual spe:itlst

al S2.ttantnlans® va sl ..

(rorter)
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support the Project with
manpower for training



ECUADOR DFEIDS PROJFCT
IT. NARRATIVE ACCOUNT
SECTION A: GOAL

Sub-Section Al: Gpal

The Development and Evaluation of Integrated Delivery Health'’
Systems (DEIDS) Project has as its goal:

To improve the general level of health in rural areas of

Ecuador, especially for¥ mothers and young children.

" This goal adheres to the national health policy and Five-
Year Health Plan of the Government of Ecuador. Having recog-
nized the lack of health services and medical care- systems, and
the scarcity of human and economic resources, in the rural areas,
which contain more than 60% of the country's namnlation, the
Government of Ecuador has as one of its priorities the creation
and organization of health systems which will distribute the ra-
sources and extend services to the rural areas of the country.
Ecuador's priority areas include:
(a) & reduction of deaths due to preventable causes
(b) nutrition programs for vulnerable groups
(c) basic sanitation programs in the rural areas |
(d) extension of services network for ‘maternal and child care.
(e) developﬁent of statistical information systems needed for
planning, evaluation and decision-making
The stated goal of the DEIDS project is consistent with the national -
goals with emphasis on maternal & child health, nutrition & Eamily |

planning.
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5e-Sub-section A2: Indicetors of goal achievment

The project's goals will be realized when the following is

achieved'in.the project area:

(1) Decrease in matermal mortality rate.

The maternal mortality rate in Ecuador, which is currently
‘running at 2.3 per thousand is amongst the highest in Latin .
| America. This 1s mainly due to the fact that the vast majority :
of births (nearly 100% in rural areas) are unattended by traired
personnel, Improvement of pre-natal, post-natal and nidwifery
services will help to lower this appalling mortality rate.

(2) Decrease in maternal morbidity rate.

As a resulo of a lack of supervision in pregnancey and de-~
livery there are many preventable conditions which take a toll
of the wolthier. These iuciude Luxemia of preguangy, snemia of
pregnancy, and a generally poor state of nutrition all of which
have a deleterious effect on pregnancy and its outcome. Pro- -
vision of basic care and health servi.es for these women will
rednce the morbidity rate. |

(3) Decrease in infant and young child mortality rate.

The main causes of death are parasistic infestation, diarrheas
and other gastro-intestinal diseases,,malnutrition anemias, res-
piratony'diseases, (including pneumonia and tuberculosis) and -
other communicable and infectious diseases. Many of these con-

ditions are preventable. ‘By reducing the prevalence of these
conditions, the mortality rate of infants and young children

will be lowered.
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(4) Decrease in infant and young child morbidity rate.

| The principal causes of mbrbidity in infants and young child-
ren parallel those oE’ertality. Reduction of the prevalence

of these disorders is an expected result.

(5) Decrease ih fertility
The annual population growth rate of Ecuador is currently about

3.47%, and is among the higest in the world. The population will
double itself within twenty years, and it is doubtful that eco~
nomic growth will keep pace with this rapid growth in population.
The family planning component of the project will be directed
toward

(a) reduction of specific fertility rate,

(b) having first pregnancy at later age, and

(c) prolongation of intervals between births.

Sub-gsection A3: 'Goal Targets

The targets set are:
(a) a reduction of 15% in the matermal mortality and moxr-
bidity rates at the end of the project.

(b) a reduction of 24% of infant and young child mortality
and morbidity rates at the end of the project.
(c) a reduction of 35% of morbidity and mortality due to

infections, communicable and other preventable diseases at

the end of the project.
(d) other indicators
There were no projections available for mortality and morbidity

related to malnutrition, age specific fertility rates or any of



the other family plaraing indicators. These will be formulated

‘early in the operational phase.

~Sub-section A4: Means of verification

Verification will be achieved through the continual project

evaluation & review of the records and reports of the projact-

SECTION B: PURPOSE

Sub~segtion Bl: Purpose .

The stated purpose of the project is:
To develop an effective health delivery system that will
Increase the accessibility and acceptability of the health
services, including maternal and child healﬁh, nutrition anc
family planning services in rural areas of Ecuador within |
the resources of the country, so that they can be replicated'

elsewhere in Ecuador.

The plan for achiéving this purpose {3 to develop a multi-
-purpose health delivery system, whiéh will provide an infrastruc-
ture ‘for the health services. This will entail the reorganiza-
tion of the Provincial Health Office and the Rural Health Sub-
centres in'the project area and the hevelopment of adnministrative
and managerial skills in these institutions to support the services.

The health delivery system will be used as a vehicle for deliv-
eéing the component parts of the integrated health services. It is
proposed that a network of rural community health workers (Promoto~

res de Salud-like individuals) will be established. They will be
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chosen from the copmpnity by‘the comunity and trained in the local
health subcentre by the DEIDS project téaining team. After the .
training, the cemmunity health worker will be based in a health post
in the community, the building provided by the community but the
basic equipment by the Project.

Sub-section B2: End of project status

(1) An' effective Provincial Health urrice in tne project area
In accordance with the plans of the Ministry the project will
asegist in the development of capabilities for planning, pro-
grammir ;7 and directing the development of health activities
under the juriédiction of the Provincial Health Office in
the ﬁroject area. The following steps will be taken in this
regard:
(a) Establishment of a program for training and retraining
of personnel. Apart from the professiohal staff, very
little formal training is given to the personnel in the
Provincial Health Office. Even professionals are trained .
in separate unrelated institutions without much considera-
tion to subsequent roles they will be fulfilling. The pro-
Ject will establish training and retraining programs which -
are job-oriented and which foste:s a team approach. (Each
tndividuél member of the tean knows what the other members
are doing and co is in a position to refer or defer respon-

sibility to the appropriate member of the team). This would
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be accomplished by the relevant training of new personnel
faﬁd‘setcihg uo regular in-service wbtkahsps'and seminars
ffor’éxibting staff,

‘(b). Incegracipn of all levels of health personnel into
~planning and programming. }Working on the premise that if
st&ff are invofyed in planning and programming, their co-t
operétion and commitment to the implementation will be
more readily available. . |

'(c). Establishment of an effective system qf bu@getary
programming and auditing. Setting up of programs in keep-
ing with the budgetary restraints will bring such programs
closer to reality and the process of auditing will guard
against prevéntable losses and promote maximum output of
the pfograms.'

(d) Enhancing the effectiveness of administration within
all levels of the Ministry of l'ublic Health. As stated
above, the Ministry of Public iecalth is committed to the
process of decentralization. However, the extent and the
exact mechanism for the attainment of fhis goal is still
In the process of being forﬁulated. In the project area,
areas of responsibility and the chain of command will be
clearly established from the national level through the
regional, provincial, cantonal, parochial and communal

levels.
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‘(e) Establishment of effective and functional system

of personnel administ: ‘lon and supervision at all levels.
As needed new job descriptidns will be written for per-
sonnel in the project area. Supervision will ensure tha;
minimum standards of performance are maintained. ,

(£) Cooperation with other health providers, includiﬁg
‘traditional he&lth praétitioners (midwives, curénderos,
druggists, herb doctors, etc.) and western-oriented pfac-
titioners to try to integrate'them into the delivery
system. Every effort will be made to win the confidence

of the traditional health practitioners. A working re-
lationship would be established between the community
health workers and the traditioﬁal health practitioners

in such a way that rivalry will be‘minimized. ‘- The pos=
sibility of giving formal training to the traditional health
practitioners will be exploréd.

(g)’To achieve coordination and cooperation with other
agencies and institutions which are wofking in the health
family planning and nutrition field -in the same area, the
Provincial Health Office will identify all health agencies
and institutions and an effort made to coordinate health
activities of the project and other activities in the Pro-
vince.

(h) Community involvement in the process of heath plan-

ning, prograrming and evaluation. A health delivery system



which.attcmpts to affectively serve the community must
have participatibn.by the community for success. Com-
munity involvement and participation will be fostered anc
encouraged.

‘(b) An effective evaluatiop unit in the Provincial Health
Office.._At present, evaluation of programs and services |
at the provincial levei is non-existent. The DEIDS project
could ﬁake a much neede& contribution be establishing this
‘capability. Among other things, it would give direction

to the programming and planning for health services. An
evaluation component is nseded to enable correction and ad-
justments in programs on a dynamic basis. This unit will
be responsible for data collection, processing and evaluatis
of programs.. The establishment of an evaluation unit will
involve the following:

(a) Trained Staff
At present there is no personnel with the knowledge

or skill in evaluating programs. Candidates within the
Ministry will receive the requisite training in the con~

cept and skill evaluation.

(b) System for health data colleFtion.
- At ﬁresent there 1s no systematic method of éollectiﬁg'
health data. A standardized sysctem for the colleccisn of
health information will be established by the project.
"This system will involve compatible data collection in
health centcfc, health subcenters and health posts, al-

though modified according to the kind and level of scrvtcch
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offered. Pre-coded forms will be used as much as poésible :
so that they can be subjected to automated data processing.
The forms will be consistent to those used at the national
levels, |

Training of health personnel will include record keep-
ing. Supervision will be maintained to ensure that records
are kept up to date in all health facilities.
(c) Rapid data processing and provision of feedback in-

formation
The evaluation unit will collect and analyze the data -

and provide rapid feedback information for planning and

management.
(3) Reorganization of rural health subcenters in the project
area. The rural subcenters are inadeduate in terms of both
numbers, and scope of sérvicés.provided. The project will
reorganize the subcenters and retrain the pexrsonnel in order
" to 1mpfove the quality and, quantity of services offered. The
current Five-Year Health Plan mentions proposed building of
Minimal Health Posts ("Puegtos Minimos-de Salud") which will

be smaller editions of Health Subcenters (''Subcentros de Sa~

lud") designed for the smaller parroquias. Where these exi:

in the project area, their functions would be regarded as
similar to the subcenters and their reorganization will be

along the same lines. ilowvover, the establishment of the Com-~

munity hecalth worker category functioning in the health post.
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furnished by the cormunity may preclude the need for large-
scale construction of the Miqimal Health Posts and training
personnel to make them. This activity would be very expen-
sive. Reorganization will include the followirg:

(a) Adequate supervision for the community health workers

The subcenters will serve as the support base for health
workers. It is ffom the subcenter that adequate provision
will be made for the supervision of community health worker
activities. This requires tréining of supervisorv staff,
transportation, and other facilities. It is proposed that
part of the stipulated duties 6f the doctor and nurse oper-
ating at the subcenters will be to make regular supervisory
visits to the community health'posté.

(b) Referral center for the communitv_health ﬁorkers.

The community health workers, the primary health care
providers, require readily avallable referral centers for
their patients' problems: The subcenters will fulfill
this function.

(c) Supplies for the compunicy health workers.

The subcenters will ser&e as a center for the distri-
bution of medicines and supplies to the community health
workers. The community health workers will account for
for the medicines and supplies which they ucge.

(d) Emphasis on preventative services:

The present activities in the subcenters are largely
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curative. Greater emphasis will be glven to preventive
service, counselling and healtl: education activities,

(e) Increascd scope of services

Added services will include mch, family planning,
nutrition and environmental components, Pre-natal and
post-natal care-and midvifery services for the uncomplicated
cases as well as counselling, inmunization and curative
services will be included.

At present, in the rural subcenters, family planning
services are practically non-existent. ~As part of the 1
tegrated health system of the project, family planning
'counselling and services would be made available not
only to post partum or post-abortal women but also on
& voluntary basis to all users of the heglth subcenter.

Nutrition counselling will be among the activities
of the subcenters, with specia’ attention to the needs
of children at the time of weening. Food donated by CAR
and similar organizations will be distributed more discr
inately, the malnourished children having the highest
priority. 1In areas where malnutrition is prevalent, nu-
trition rehabilitation centers, (out patient and/or res-
idential types), should be set up in connection with the

health subcenters.

Environmental health information would also be pro=-

vided at the health subcenters, including demonstrations



on latrine construction and maintaining safe supplies

of water |
(4) Establishment of a network of commuﬁity health posts,
manned by a trained rural community health worker.

The most practicable means of taking health services to
the majority of the rural population is through the estab-
lishmeﬁt of a netwofk of rural community health posts mgnned'
by trained community health (out;each) workers integrated
into the regular Ministry of Public Health system. The :»
following steps are proposed:

(a) About 720 communities will be equipped with health

posts. This number has been derived from a formula provided
by the Ministry of Public Health, which stipulated that a
health worker would serve a population of aboﬁt 1,000 or
on the average there would be five health workers per

parroquia

(b) A trained rural commmity health worker

will directeach communitv health post. (These community

health workers will be selected from the community by

the community. It is hoped that by sc doing the workers
are more likely to stay in the community and be accepted
and respected by its members. Training would be conducted
"at the local health subcenter rather than in the city in

order to avoid the high staff turnover created by the lure
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of the city life and to help make training more relevant
to rural nceds).

(c¢) Functions will include home visits and the organization

of Mothers' Clubs as a means of performing health coun-
séfling and heélth.education. The community health workers
will deliver theé following services: 4
_1. Maternal and child health counselling and curative
ﬂéégvices which would include pre-natal, post-natal
' care and midwifery services (for the uncomplicated
 bases.)
2. 'Child'health counselling.
3. Immunizations. '
4. Nutfitibd counselling snd curative services.
5. Faﬁily planning information, motivation and ser-
vices. '
.6. Environmental health iunformation.
7. Miﬁbr curative and first aid'emergency treatment
_8. Referral to health subcenters and to the regular
doctors of the patients:

9. General health education.

Sub-section B3: Perxformance targets

(1) Within three years of Project initiation in each province,
The Provincial Health Office will be reorganized, functioning,

and providing many of the aforementioned services through



its subcenters and communitylhealth posts. This should
take place in Canar province by the fiscal year 1977 and
in Azuay and Ldja provinces by 1979,

(2) An effective evaluation unit in the Provincial Health
Office will be operational in each province in the project
area by the end of the project. -
(3) The rural health subcenters reorganization in the pro-
ject area will be completed within three years of the ini-
tiation of the DEIDS project in ‘each of the provinces.
(4) Rural community health workers will be progressively'
added to community health posts:

The first six months of the Project's efforts will be
directed to preparation of curricula, recruiting staff and
equipping health posts. Actual training of the communicy
health workers will begin the second half of the year. Four
simultancnus training courses lasting six months are planned,
with 15 students in each course, producing sixty community
health workers during the first year of the project. In sub-
sequent years, when training could be conducted throughout
the ye ar, the number would be 120'annua11y, with 720 cdmmunity
health workers having been trained by the end o the project.

The number of people served by health posts is calculated
on the basis on onc health worker per 1,000 population .
Assuming that the health worker reaches 66% of the target

population, it is estimated that at least 480,000 pcople

will be reached,
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3) The economy remains stable and there is no severe inflation

or depression.

4) The Health Subcenter Committee for the DEIDS Project has

on its membership the health subcenter staff (nu&se and/or
auxiliary nurse; sanitary inspecton, representatives of community
organizations (mothers' clubs, etc.), community health workers,
as well as the Project Coordinator and Project Chief of Party.
Thus, the directors, purveyors of services and recipients of
services will all be brought £ogether in the development and
.functioning of the delivery system. It is hoped this active
involvement on the part of the community will assure acceptance

of the services given and of changes that might be indicated.



Sub-section B4: Means of verificatio

(1) The Provincial Health Office
(a) Observation visits
(b) ‘Inspection of office activities
(¢) Review of office records and repo%ts
(2) Evaluation unit '
(Q) Review of evaluation staff operations
(b) Inspection of health records,
(c) Records and reports of the evaluation unit.
3) Health subcenter activities
(a) Field visits
(b) Observation of health center activities
(c) Inspection of records
(d) Review of reports’
%) Communit} Health Posts
(a) Field visits
(b) Observation of activities in the communities
(c) Inspection of records |

(d) Review of reports

Sub-section B5: Assumptions

For linkage of the purpose to the achievement of the goa
the following are essential: |

(1) Rural health services continue to be a priority of

the Covernment of Ecuador.

(2) There is a relatively stable political situation,
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SECTION C: PROJECT OUTPUTS

Sub-section Cl: Outputs

The major kinds of results which can be expected from

project inputs include:
(1) Baseline data collected.
(2) Training methods and materials developed.
(3) Personnel trained.
(4) Community health posts established and eqhipped.
- (5) Specific service programs organized in community health
posts, .
(6) Provincial Health Office and subcenter systems reorganized
and nevennnel ratrained. |
(7) Cost analysis systems develop:d,
(8) Results evaluated.
Sub-section C2: Output Indicators - Magnitude of Qutput
'(1) Baseline data collected |

Health information presently available in Ecuador consists
almost entirely of data taken from huspital records and, in
some cases, health subcenters. The records reflect the prin-
cipal causes of death and illness in the hospital and elinic
populations. There are no records for non-clinic population
of the rural areas and those are the principal target for the

DEIDS Project. It is therefore necessary under the project
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to collect careful and extensive baseline data'aéainst
‘which project accomplishments can be measured. After each
community is identified as a site for the health post and

. training of the community health worker, a team of field

" workers will be sent to collect data. The following include
some of'the'areas to be covered:

(a) Mapping of project area.

There is no accurate information currently avail-
able about either the number of the communities, or
the number of inhabitants in many rural areas of Ecua-
dor. The only exception to this is the area covered
by the Malaria Eradication Program (SNEM) whose area
of cperation covers only the extreme westernm tip of
the project area bo;dering on the coastal geograph-
ical belt. It is therefore imperative that the project
are: he mapped.

(t) Population census.

The first national census of Ecuador was taken in
1950 and recorded a population of 3,202,757. The 1962
sensus showed 4,476,007, and the 1971 estlmate was

6,384,200, excluding nomadic Indians. The coastal
region contained about 46% of the population, the Sierra
about 51% and the Oriente about 2%. The remainder
(about 0.5%) lived on the Galapagos .Islands,



(e) Educational status of the communities

It 1s necessary to have information on the educa-

" tional and liter#cy levels of the communities in the
Project area including the proportions of the popula-
tion who speak Spanish or Quechua or are bilingual.
This information would affect the preparation of health
.education and family planning materials for use in the
health subcentres and the health posts. It would also |
affect the actual training program fér community health
workers. If the community is largely Quechua-speaking
the selected coﬁmunity heaith worker will have to be
bilingual in order to undertake the tral ning program.
in Spanish and yet will have to communicate with his

or her people in Quechua. |

(d) Family income and occupational .status, including

land use.

This information would be used to assess the eco-
nomic status of the various communities which in turr
would influence the structure of the health services
established. Following the collection of demographic
information detailed above, the project evaluation unit

will undertake a more detailed study of the following:

(e) Communitv organizations and community heal th coun-
cils,’
The proposed health delivery system is community

based and therefore requires adequate community organiza-
tion to support its operation. Each cormunity's organ-

izational structure will be studied and leaders or potential
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leéderSridentifted. Leaders could be found either throug

- the Padre of the Teniente Polftico or from some other -

source‘in'thc dommunity. It will be necessary to as-
certain whether the existing community organizaﬁion will
”bé.a suitable base for healtn activities. If there i;
no community organization in existcnce.or tne existing
~one is unsuitable for this purpose, it will be'necéssary
tb encoﬁrage the developmen: of the comnmunity health
councils, This health council should not only be given
the respcnsibility, but also some measure of authority
for operating the hea}th system in the community. |

(f) Mortality and morbidity survey.

The main causes of death & illness in the communiéy
wil) be determined at least on a sample hasig.
(g8) Eech community's health beliefs, practices and at-
titules to ill health and sources of health care will be
detormined,

(h) Immunization status.

The immunization status will be determined.

(1) Food habits and taboos.

The factors that infuence nutrition will be studied.,

()) Family planning and fertilitv haseline data,

Informaticn will be gathered ahout knowledge, nttitudeb,g

and practices (KAP).

(k) Envivonmental statua

Information will be gathered about potable wator,

latrines and methods of waste disposal,



(2)

Development of training methods and materials.

This would be done in several stages:

3

(a) The proposed functions of all levels of personnel,
including those of the community health workers will
be clearly defined and followed by analysis of their
normal functions and their tasks iﬁ order to formulate
a job description for each category of personnel.

(b) A relevant training cuériculum, based on these
functions, will be designed.

(¢) Training techniques, audio visual aids, educational
games and other training materials will be developed.
(d) A training manual will be prepared, to ensure
standardized training for all .of the training teams in
the prujeci.

(e) An operational manual will be developed.for per~
sonn:l in the health subcenters and in the community
healch posts, which will lay down guidelines for their
activities,

Training

(a) The training staff will be seiected.

There will be four training tcams at the beginning
of the project, each consisting of the following: 1 Ecua-
dorian nurse who will be a field professor from the School
of Nursing; 2 nurses from the Peace Corps; 1 health ed-

ucator or nutritionist from the Pcace Corps; and 1 Ecua-

dorinn community development worker. The tecams will be
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supported by the other project staff.
(b) Trainers selected and trained.

There will be a onc week orientation and training
course for the trainers to enable them to understand
the concept of the project and their dﬁcies. Tﬁis
course will be organiéed with assistance from CEMA
(Centro de Evaluacion, Motivacion y A;esoria), which
has a great deal df experience and success in motivation
and fostering the team spirit.

(c) Community health workers selected and trained.

Health workers will be selected from the commnnity
by the community. The duration of the training program
will be based on the curriculum that is yet to be de-
veloped. However, it is estimated that it would také
a period of about 6 months to provide adequate training
in all of the various project compcnents.

-(4) Establishment of the cormunity health posts.

(a) A community organization, if it is not already in
existence, will be formed and its attention brought to
health matters. |

(b) The physical facilities for the health posts will
be identificd or, if ncccssary; built by the community.
(c) The hecalth facilitles will be equipped with éupplics

and medicinres.,
(d) Working rclationship will be established between the

Conmunity llealth Workers and the traditional health prac-

titioners,
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(5) The following specific service programs will be organized
in subcenters and health posts:
(a) Maternal health, including prenatal, postnatal and_
midwifery services.
(b) Child health services
(c) Family planning information, motivation and sexvices
(d) Inmunization services
(e) Nutrition coﬁﬁselling and curative services.
(£) Environmental health information.
(g) Home-making and home economics.
(6) Reorganization in the Provincial Health Cffice and
subcenters. ' |
‘ (a) Job descriptioné will be developed and necessary
tasks reassigned to achiieve the objectives of the DEILS
project.
(b) Staff will be retrained and integrated into planaing
and evaluation of programs.
*(c) Personnel administration and supervision. Operation-
al procedures will be developed by the project and approved
by the Ministry.
(d) The contents and methodology in teaching health ed-
ucation will be defined for (1) hecalth services personnel
and (ii) the communities.
(e) Community outreach and follow-up health scrvices
programs will be developed.

(f) Budgetary programming and auditing systems will be

developed., -



(7) ‘Cost analysis system developed in the following stages:
(a) The development costs will be determined
(b) The cost of training the staff will be identified
(c) The start-up cost for tbe projéct will be separate«
from the continuing costs.
| (d) Data collection, evaluation and analysis will be
undertaken.
(e) The component parts of the project will be re-
designed to include the cost effectiveness ratio and
tﬁereby make the expansion of the project in other part:
of the country more feasible.
(8) Results evaluated.
| Results of the project will be evaluated using the
following:
(a) Staﬁdardized health information system.
(b) Vital registration system
(c) Six-monthly sample surveys
(9) Data processing
(e) Results interpreted
(f) Recommendations from project results in a change in
the Five Year Health Plan

Sections 7 and 8 will be further elaborated in the section

on evaluation.
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Sub-section C3: Output Target
(1) Collection of baseline data.

Paralleling the targets of health post establishment,
sixty community interviews will be doﬁé in the first year of
the project and 720 communities at the end.'

- (2) The compilation of training methods aqd materials will b
done in.the first few months of the project.

(3) Selection of the tiaining staff and their instruction
‘will be completed during the first six months of the project.
Community health worker training will commence at the begin-
ning of the project's second six months. .

(4) Community Health Posts wiii be established and equipped
(sixty in the first year and 720 by the end of the project),.
(5) Initiation of specific service programs in the subcentnrs
and the community health posts will keep pace with the estah-
lishment of the posts and the training of the health workets., .
(6) 1In each of the provinces, Provincial Health Office and
subcenter reorganization will be completed within three years
of project initiution.

(7) and (8) The evaluation activitles will %2 completed by
the end of the project.

Sub-scction C4: Mecans of verification

(1) Baseline data
(a) Bascline study records

(b) Revlew of reports



(2) 'Dovelopmcnt of training methods and materials
"(a) Rgview of training records
(b) Inspection of training records
(é) Review of training reports
(d) Review of training and operational manual
(3) to (6) Reorganization of the subcenters, .Provincial Office.
training and setting up of services in the health posts.
(a) Field visits
(b) Review and analysis of administrative policies and
procedures in the provincial health office, health sub-
ceﬁters; health posts and the communit&.
(¢) Inspection of records in the subcenters and health
posts.
(d) Review of reports
(7) and (8). Evaluation
(a) Review and analysis of lLizalth records in the health
subcenters and the community.
(b) Review and analysis of routine statistical reports.
(¢) Review and analysis of reports of sample surveys and

other special studies,

Sub-section C-B5: Assumptions

The following must be assumed if the outouts are to lead to
fulfillment of the purpose of the project.
(1) There is cooperation and collaboration of the communities

in the projcct.
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(2) The Government of Ecuador has modified its rural health
service delivery system in accordance with those findings of
the project which prove to be more cost-effective than pre-
sent operations.

(3) The Government of Ecuador continues its present policy’
of offering family planning as an integral part of general
health services.

(4) The Ministry of.Public Health doctors, nurses and other
'professionals accept the usefulness of paramedical personnel

in providing basic health services.

SECTION D: INPUTS

The Inputs Section will be divided into three main groups
of donors:
' (1) DELLS Project

(11) Government of Ecuador

(111) oOther Agencies

Subsection D1: Inputs, D2: Input Categories, D3: Budget and
mplementation Schedule ] T

DEIDS Project
(1) Cost of Project

The total annual cost to DEIDS Project will be about
$500,000, which includes limited evaluation as indicated
in the Section on Evaluation.
(2) Manpower
(a) UCLA- Initially, it is estimatcg that there will
be abrut 57 man-months cormitted to the.projccc..malnly

in Ecuador. This includes the UCLA personnel resident
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in Ecuador, which will consist of a Chief of Party
(physician), a Public Health Nurse-Midwifé and a
Training and Evaluation Officer.

(b) Ecuador- The initial estimate is that about 405
man-months will be committed. This will include offic
administrative and support staff, and field staff for
training, supervision, evaluation and, other project
activities. .

(c) Consultants- will be required mainly from UCLA, to
work in Ecuador and advise onlparticular aspecté of the
projects. This inpué has been initially estimated at about
12 man - months. It is proposed to use both Senior

and Junior Consultants, depending on project requirements

» Training Courses and Seminars

(a) The Community Health Workers- Training will be done

- 8imultaneously by four project training teams in different

locations. This activity will be carried out continuocus-
ly, 1.e. 12 months a  year. Although the duration of the
.course still has to be determined, it is estimated at
about 6 months. There will be four courses the first year
and 8 separate courses a year thgreafter with about 15
students per course.

(b) Re-training of 0ld Staff. Special courses and sem-
inars will be held for the existing staff of each Pfo-

vincial Health Office and each health subcentre. The

length of the seminars will vary, but for the subcenters



it 1s estimated at one month. Bricf refresher courses
will also be held every 6 months for éach-group of trained
community health workers.
(c) Special Motivational Courses. It had been foﬁnd bery
useful to hold a special course in motivation and group
 dynamics at the beginning of each training course given
relative to the pilot Promotores program. This practice
will be adopted by the DEIDS project. The course lasts
one week and CEMA (Centro de Motivacién y Asesorfa) has
made a very good job of it.
(4) Participant Training
The project will need a substantial number of Ecuadorian
key personnel to operate it and concinue the concents of the
project after its termination, and 1lso for the replication of'
the project activities. This type ~f personnel is in very
short supply at present. Therefore, it is essential that
suitable Ecuadofian candidates be given Eraining in Public
Health and other special arecas throughout the life of the proj-
ect. The training facilities for these are not available in
Ecuador at present. They will have to be sent to other countrié
in Latin Amecrica or the U.S. for fratning. It 1s estimated
that long-term training (more than 6 months) will require 36
man-months and short-térm train%nq (6 months or less) will neced
24 man-months at a cost of about $32,000 annually,
" No budgetary provislon has been made in the DEIDS project,

because of limitations. However, training funds will be sought
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from other sources,

(5) Commodities
(a) Program support materials include office equipment,
transportation costs relative to training and evaluaciop
activities and other items required for the project, es-
timated at $52,800. ‘
(b) Training Materials and Sexvices include classroom
materials, teaching materials and aids, living quérters,
food and costs for the trainees, estimated at $37,700.
(c) Evaluation Materials and Services include IBM plhtes,
cards and fees, computer reﬁtal, keypunching, programming,
etc. estimated at $12,500.
(d) Equipment and Medicines include supplementation for
the bealth subcentras and the materlals needed to equip
the community health posts, estimated at $14,200. Once
the h:2alth delivery system Qnder DEIDS is shown to be de-
sirable and replicable, those costs can easily be assure«
by the Ministry of Health.
(e) Travel includes costs of travel project staff and
consultants, It is estimated at $24,000

(6) Other Direct Costs include communication, mailing, office

supplies, conference costs, office equipment maintenance and

shipping of equipment, estimated at $51,000.
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Government of Ecuador

The main source from the Government of Ecuador is the Min-

istry of Public Health.
(1) As seen on page 96, it has been estimated that the

Ministry of Public Health will be expending at least
$233,700 for DEIDS in its first year. This will not
mean the addition of new personnel, thereby burdening
the Ministry with unexpected costs, but rather the utiliza-
tion of personnel already on duty in the region for the
DEIDS activities. Only the DEIDS Project Coordinator is
@8 nowly created post, but this man will be mobile as
DEIDS extends. The others will remain in Canar Province
after DEIDS extends to other provinces.

This estimate does not include the costs related to
the service facilities which will continue and increase from
year to year. It also does not include the inputs by the
local communities each of which will be donating an existing
building or constructing a new one for the use of the com-
munity health workers, as well as giving their time to serve
on committees, in mothers' clubs, etc.

The Minister of Health early in DEIDS discussions
expressed his willingness to raise the projected budgets for
the DEIDS arca for any one year to the total projected prior
to DEIDS for that same arza in the subsequent year. TRis
would allow a small cushion for extraordinary oxpenses.

All expenses assuned for Year I by the Ministry would
certainly be continued in ensuinz years since the personnel are

rozulur civil service employees now in situ. This is oxactly

in line with the DEIDI concept.
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(2) Manpower
(a) Staff for Project. The Ministry has made a committ-
ment for 96 man-months to administrative asPecES of the
project. The categories of personnel are Projeét Co-'_'
ordinator (physician, full-time on the project), a se-
cretary, and a chauffeur. Inlinewith the expectations
of the DEIDS Project, that the personnel already in the
experimental region be utilized, the services of the
following employees of the Provincial Health Office are
also assigned to the program by the Ministry: nurse, social
worker, statistical assistant and health educator.
(b) Community Health Workers. The Ministry has indicated
thaé it will officially fully integrate this cadre of
workers into its health services structure, and assume
responsibility for them in terms of salaties and other
costs. It was strongly argued that, judging from exper-.
ience in the pilot Promotores project, unless these health
workers were paid a salary, it would be impossible to mo-
tivate them to work full time and to feel responsible to
the Ministry of Health requirements. The Ministry is now

considering how much to pay them eand the mechanism for the



payment. The number of such workers would be 20 Erdm;
the Promotorcs pilot project and an Addiciond1 12di |
rach year, with a total of about 720 ak;the end OE the .
sroject. N
(3) Training
(a) Ninistrylof Health
The Ministry will make available for the training
courses, the facilitles in the health subcentrgs and
hospitals. In addition, it will provide supervisory
staff from the health subcentes. However, as already
stated, this would be difficult to arrange, iu view of
. the severe shortages of trained staff at the subcentres,
(b) Peace Corps
The main donor at present in this categorvy is the

U,S. Pcace Corps. They will pcrovide the majority of

the. skilled personnel for traiiing. It should be stressed
that the training progrim is cependent upon this contribu-
tionf It is expected that as Ecuadérian nationals are
trained to carry out the needed functions, the involvement
of the Peace Corps will be diminished. The Peace Corps has
promised 8 Nurses (RN) preferably with Public Health train-
Ing, 2 Health Educators, 2 Nnatritionists, 1 Audio-Visual
Specialist and 1 Statistician.
(4) Conmodities. ,
The commoditics provided by the Ministry include Office
Space with telephone installed in Cuenca and at the respective

Provincial licalth Office.
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s'Sﬁbéeccion D4: Mecans of Verification

These inputs will be verified from:
(1) DEIDS Project Documentation
'(2) Project Vouchers
(3) Project Records
%) Projecc Reports

Subsection DrCS: Assumptions

The Outputs will be produéed when the following assumptions
are realized' |

(1) Re-organization and training of personnel is done,

(2) The Government of Ecuador meets its comittmgnts to the

Project.

(3) Thé.U.S. Peace Corps continues to support the Project

with ﬁanpower.for‘training until nationals are trained to

take over; or failing that, alternative source of support

could be found.



SECTION E: EVALUATION

Introduction

The nature of the DEIDS program is one of dynanmic planning
based on educated decision, with pragmatic trial and error as a
working methodology. It is not bzsed on a series of controlled
experiments. Thus, the evaluation aspect of the program is one of

J
"process more than of "outcome' r.easurement.

Major $ssues to be explored v the limited evaluation system

(1) Levels of health and nutrition services actually delivered
by the program.

(2) Reduction in matermal and infant mortality.

(3) Levels of acceptance-and continued use of family planning
achieved by the program. | |

(4) Characteristics (age, parity, method) of the acceptors

and continuing users. |

(5)_ Child spacing achievesments.

(6) Reasons for use or non-:s5z of the service.

(7) Overall cost of‘organi {23 and maincaining the program.
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Evaluation Activities

(1) Collection of Baseline Data

It is proposed that collection of detailed baseline data
of the project area take place, to support whatever depth of
. evaluation is eventually undertaken. The following is an out-
line of the areas to pe covered.

(a) Mapping of project area

(b) Population census and demographic analysis

(c) Physical, economic, social and other characteristics

(d) Registration of births: and deaths

(e) Initial KAP surveys on héalth

(£) 1Initial KAP surveys on family planning.

(ﬂ) In"h"—l'l AD ocirwvvarrg An
o - B CN wm and ww - - - - - -

oo~ )

nutrition

(h) Environmental health facilities and practices

These. will be done by ﬁhé Project Evaluation Unit, assisted
by mapper:, census takers gnd interviewers; employed for the
purpose.

(2) Service Statistics

These are records of the day-to-day activities occﬁring.
in the service delivery qutlets anid provided by the health |
personnel on client records férm, register and monthly reports.

(a) Health statistics, comprising

| (i) Matemmal care forms
(1i)lPregnancy reporting
(1i1) Child care forms



(b) Family planning statistics
(¢) Nutrition statistics

(d) Coverage statistics

(3) Processing Health Statistics and -Family Planning Data

Summary tables will be produced from the monthly reports,

on such items as characteristics of acceptors of maternal and

child cdre services and family planning. This activity will

be undertaken by the Provincial Office Evaluation Unit in

collaboration with the Project Evaluation Unit.
The Project Evaluation Unit will also address itself to

the major issues listed at the beginning of the section, and

carry out the documentation evaluation of the areas ment:ioned.
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‘Budget Estimates for 1st Five Yearsw

o 1st period '
Description same as de- 2nd Year 3rd Year 4th ‘Year Sth Year
tailed budgat
PERSONNEL
In Ecuador -
UCLA 71,500 76,890 82,720 88,924 95,593
Ecuadorean 45,900 45,900 49,342 53,042 57,020
In U.5.A, .
Academic ),100 44,720 47,988 51,587 55,456
Non-academic 3,600 48,131 51,742 55,622 59,793
Fringe Benefits },282 37,787 40,617 43,662 46,937
Allowances 23,265 36,327 39,681 43,337 47,336
EQUIPMENT 79,694 78,783 59,964 65,960 72,556
TRAVEL 24,045 27,020 29,696 32,665 35,951
OTHER DIRECT COSTS _68.700 67,240 85,340 03,874 103,261
TOTAL DIRECT COSTS 422,086 462,798 487,090 528,673 573,883
INDIRECT COSTS 78,074 88,099 97,938 107,731 118,504
GRAND TOTAL 500,160 550,897 585,028 636,404 692,387
TOTAL FOR THE FIRST FIVE-YEAR PERIOD . $2,964,876.00

* ?he'yearly increments reflect normal increases in the cost of living.
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EXPENDITURES OF MINISTRY OF PUBLIC FEALTH RELATIVE TO DEIDS*

(Estimates for lst Year of Project)

Annual (9)
Personnel
a) Project Coordinator (MD) 4,000
b) Nurse . 2,400
c¢) Social worker 1,800
d) Statistical assistant 1,500
e) Secretary ' 1,200
£) Chauffeur ' 1,200
g) Health educator 1,800
h) Auditor 1,800
120 Community health workers
- remmuneration @ $40/month 57,600
Training
a) Facilities in the health subcenters
b) Facilities in the hospitals 106,500
c) Supervisory staff from health subcenters
Commodities
a) Project office in Cuenca - space
and telephone installation 2,400
b) Provincial Health Office - space
and telephone installation 1,500
¢) Construction of five new Health
Subcenters 50,000
~ TOTAL $233,700

*this does not include costs related to service facilities nor

the costs of inputs by the local communities.
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PEACE CORPS

Training Personnel

8 nurses

2 health educators

2 nutritionists

1 audio-visﬁal specialist

1 statistician/systems analyst

NOTE:
These have been discussed and agreement secured from Mr.
Edmund de Jarnette, the Peace Corps Director in Ecuador. He has

already started recruiting to meet this commitment. .Should it
turn out that this commitment cannot be met, it will be necessary
to seek traininé personnel from other sources through the DEIDS

project.
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V. APPILNDICES

A. DEIDS Project Organlzation

Beginning during the reconnalssance phase of DEIDS in Ecuador, the Ministry
of Public Health demonstrated great interest. This was manifested in the high
level of Ministry staff who met with the reconnaissance team members and who
continued their interest throughout Phase II. As the planning evolved appropriate
committees were formed so that the necessary decision-making and advisory elements
are in force for Pﬁase 111 development activities.

The Minister of Public Health, Dr. Radl Maldonado Mejfh, met with our Recon-
naissance Team on a number of occasions, with the pre-Phase II Team and with the
Phase I1 Plunning Gruup. il wda kept-abreast of developments by the APHA
visiting staff and.by UCLA consultants all along the way and his approval was

sought by his staff before crucial decisions were made.
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Ecuadorean Cormtttees Involved fa DIINS

1. Ministry of Publlc Health - TECIDICAL COUNCIL

Chairman:

Members :

Function:

Dr. Ren& Calle, Director of Technical Services

Dr. Jos& Alvarcz, Director General of Public Health

Dr. Julio Larrea, Director of Local Services

Dr. Sixto Valdéz, Director of Administrative and Acting Sub-
secretary of Health Services

Dr. Joaquin Purcallas, Country Representative of Pan Americaa
Health Organization .

Dr. Oswaldo Egns, Chicf of Health Planning Division

Dr, Gustavo Martin»z, Chief of Epidemiology Division

Dr. César Troncoso, Chief of Nutrition Division

Dr. Hugo Corral, Chief of Population Division

Dr. Luis Camache, Chief of Development and Health Division,
Ministry of Public Health and Head, Department of
Preventive Medicine, Social Security

ledo, José Péfez, Sanitary Engineer, Chief of Environmental -
Health DL»151on

Dr. Walter Fortln, Rural Health Advisor, Pan American Health
Organization

Maria Baragin, Chief of Nursing Division

The Technical Councll, composed of the Director Ceneral of the
National Health Services, the Directors of the three Services
-'.ch'.-‘” e ieg 90 MR oo " ~ .0 [} - . . 'Y

- LAYy WHMNLA SAkiy UUW LG WIIAGCAL VA LG uldJUl. MAVADLVMAD UMUGL

the Services, is the overall policy group of the Ministry in
reiation to DEIDS.

2. Ministry of Public Health - PLANNING COMMITTEE

Chairman:

Members ¢

Function:

Dr. Julio Larrea

Dr. Jose Alvarez, Director General of Public lealth

Dr. René Calle, Director of Technical Services

Dr., Oswaldo Egas, Chief of Health Planning

Dr. Walter Forcun Rural Healch Advisor, Pan American Health
Organization

Dr. Vicente Ruilova, Chief Health Officer of Southern Region -

Dr. Bolfvar Salinas, Chief Health Officer of Canar Proviace

The Chicfs of the various Departments of the Ministry participated

in the planning sessions reclative to their respective arcas of
responsibility,
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3. )!Lulstrj« of Mublie Health = NATIOUAL COITTCE FOR RURMAL HEALTU
Chairman: Dirgctbr Ceneral aof Public Héalth

Members ¢ Director of Local Services
Chief, pivision of Rural Healch
Chief, bursing Division
Chief llealth CLficer of each Health Region
Representative, Association of the Faculty of Medical Schools
Representative of each Medical School in Ecuador

Function: This Cermittee, established by Legal Decree, is 1nvolved with
Rural lealth Policy within the } inistry,

4, SOUTIERN REGIONAL SUBCOMMITTEE FOR RURAL HEALTH
Chairman: Chief, Regional Health Office

Members : Regional Chiefs of -~ Epidemiology Division
Development and lealth Division

(including MCH, FP and Nutrition)
Health Education Division
Environmental Sanitation Division
Nursing Division
Representative of - Medical Faculty
Medical School
NUrsLNg Scnool
School of Obstetrices
Rural Medical Officers
Rural Nursing Officers
Representative of zach Provincial Health Office.

Function: This committee serves as a fcwum for needs in rural health in the
Southern Region (where the DEIDS Project is to be implemented).
It serves in an advisory role and can make suggestions to the

Miaistry.
5. DEIDS PROJECT COMMITTEE OF CANAR PROVINCE
Chairman: Chief Provincial Health Officer for Cafar

Members : Project Coordinator

Project Chief of Party

Provincial Chiefs of = Epidemiology Division
Development and licalth Division
(including MCH, FP and Nutrition)
hursing Division
Environmental Health Division

Health Subcentadr Medical Officers

Function: This Committee scrves as an adainistrative coordlnating group
in the acctunl work situacion,
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HEALTH SUBCENTER COMMITTEE FOR DEIDS PROJECT
Chairman: uénlth Subcenter Medical Officer

Members ¢ Project Coordinator
Project Chief of Party
Health Subcenter Staff - Nurse and/or Auxiliary Nurse
Sanitary Inspector
Representatives, Community Organizations
Representatives, Community llealth Workers

Function: This Committee brings together the directors, purvevors of
services and recipicents of services (in the form of representa-

tives of the community organizations),

Chronological Account of DEIDS in Ecuador’

October 24 ~ November 2, 1972

DEIDS Reconnaissance Visit to Ecuador. Team composed of:
Dr. Renato M. Royo, Dean of Studies, School of Public llealth, Puerto
Rico; Mr. David E. Wilson, International Management Consultant; Dr.
Donald T. Rice, Associate Director, DEIDS, APIL\, and Dr. lierbert T.
Dalmat, Assistant Director, DEIDS, APiiA. During this visit, the
consdultants and AT Vioiluwo weiw uwcumpuiicd Ly widdolay i tuLale
Health key s.aff to health facilities in two of the four Health Regions
of the country. ?»eetings held with Ministry of Public Mealth, tech-

nical Advisory Committee and many other government agencies.

December 12, 1972

APHA, together with consultants who accompanied our staff on
site visits to Panama, llonduras, Ecuador, Nicaragua, chose Ecuador as
the most appropriate country for DLEIDS among those we considered from
Latin America.

January 7, 1973

AID/W was formally advised of APl\'s declsfon and it was requested
that USAID/Ecuador be advised. Request was also sought through AID
channels for concurrence of the MOIl for Phase 1I of DEIDS ~ Planuing of

the Project.

February 13, 1973

Received formal awrcement from ALD/W for APIL\ to carry out Phase II
in both Ecuador and Panama,

March 1979

A1D/W notified USAID/Ecuador that that country was choscn‘for DEIDS.
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April 1R, 1973

‘ Officlal notiffication that the MOIl of Ecuador was anxious to have
Phase II 'go ahcad in his country. Minister wrote official letter to this

effoct,

May 18, 1973

School of Public Health of UCLA.chosen to supply necessary consultants
for Phase II Planning. '

June 6-14, 1973

Pre-Phase II Planning Visit to Ecuador. Tedm composed of: Dr. Elwin
Svenson, Assistant Chancellor UCLA and Execcutive Officer, Committee on
International and Comparative Studies; Dr. Aaron Ifekwunigwe, Assistant
Professor of Public lealth and Pediatries, UCLA, and Dr. Eugene Boostrom,
Community Medicine, School of Public MHealth, UCLA; APHA staff consisting of
Drs,Hood, Rice, and Dalmat. This visit was carried out to determine if the
University and the Ministry of Public llealth of Ecuador were satisfied to

work together.

July 17, 1973

Dr. Ifekwunigwe, UCLA staff member responsible for Phase II (Planning),
prepared a written proposal for the plaaning phase,

VesTee NF A™
ol hn #

Dr. Merrill and Dr. Dalmat, APH\ staff, met with staff of UCLA to
discuss proposed '"plan for planning'. :

Aucust 2&, 1973 ~ December 20, 1973 (except for 3 weeks during this per. od)

. Dr. Ifekwunigwe and his consultants (for varying time periods) from
the University of California worked on Ecuador Plan for DEIDS with Ecuadoreans
assigned by the Minister of Health. (Vr. Dalmat in Ecuador for the preparation
and initiation of this activity, August 16-28,)
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1. GEOGRAPHY

Ecuador, the sccdnd smallest indcpendent state in South Amaeriea (nex!
to Utugunf), 1svboundcd on the west by the Pacific Ocean, on the north by
Colombia and on the cast and south by Peru;-'ccographicnlly, Ecuador 18 ¢
region of great contrust. It has semi-desert lands and steaming tropical
Jungles, loéylying coastal belts and Amazonian plains separnced by mighty
ranges 6f the Andes which provide a galaxy of snow-capped peaks within a
few miles of the equator. It has an area of 104,506 square miles.

" Ecuador is divided into four main geographic regions: the Sierra Region,
or Highlands, the Coastal Region, ihe Oriente Region, and the Galdpagos
Islands.

0f Ecuador's four geographic regions the area of chief commercial pro-
duction is the coastal area. It is occupicd by peonle who taka rhetr pntj-
tics seriously and includes Ecuador'; largest city, Guayaquil. The Andean
highlands, in the Sierra region are occupied mostly by people of pure or
nearly pure Indian ancestry. The highland population is groups in about
ten intermontane basins, each more or less isolated. It is iIn the midst
of this high country that Ecuador has its capital, Quito, The third
physcial division of the country, the Oriente, is very thinly inhabited
and‘lnrgely inaccessible. The discovery of oil deposits in the area will
undaubtedly change this patterm.

1. The liighlands - The highland rogion is made up of'a serics of more

or less scpnrntc clusters of pnoplc cach located in and around the marglns
of one of thc intermontaine basins, These basins are between the two

cordilleras of the Andes at eclevations between 7,000 and over 9,006 foot,



Outside of Quito and Cuunca, the second and third cities of Ecuador in tcrms.
of size, the population is predominantly Indian, In Quito and Cucnca axve
concentrated the relatively small proportion of people of Spanish ancestry,
Among these pcople are the owners of large tracts of land in the high basing,
usually the most productive parts of these basins. The pure-blooded Indians
.are conéenirated on the poorer lands or may work as tenants or as wage

" laborers on the large ﬁrop;rtics. The poorer lands that are left to the
Indians are the more porous soils and the drier arcas of the basins, and the
steep slopes of the bordering mountains. '

Land use throughout the highland region depends to a great extent on
altitude, In the.deeply cut valleys that lie well below the general level
of the baéiné th;re are plantations of sugar cane. The best lands of the
basinsg, however, are dsed for the growing of maize and the pasture of dairy
sastle, This sombinaticn of malzc productica and Caliy paaluse Lo Luuud -all
the way from the basin of Ibarra in the north to.Loja in - the south. The -
greatest concentration of dairying is in the basin of Quito and the basin
of Cuenca, Still higher and on the poorer lunds left to the Indians the
chief crops are potatoes and barley, which the Indians use for their own
food supply. So great is the pressure of people on the land that these
crops are érown high above the basins on the stcep slopes of the bordering
mountains. On the slopes of Mt. Pichincha Qest of Quito, Indian subsistence
£érmef; occupy every availaﬁle bit of land nbové the Quito basin up to
elevations of necarly 12,000 ft, Potatoes can be grown to an average
elevation of 10,500 ft, and to an extreme eclevation of 11,800 ft. Still
higher, the grags-covered slopes below the snow line are used for the pastur
vof sheep, The high basins are ticd together by a'railrond, all~weathor

automobile highways and airplane scrvice.



2, The Coastal Recfon = The scecond of the two major regions into

~which Ecuador may be divided is the coastal region, which lics bctwaén th&

- western base of the Anddé'nnd the Paciftc Ocean, Within this xegion there
are two major subrcgtona and. two smaller subregions. The largest concen=~
tration of pecople, and the area in which.nost oé Ecuador's export products:
originate, 1s in the lowland of the Cuayas and along the eastern side of

the Gulf of'Cuayaquil; This recglon centres on Ecuador's largest city, Cuayaquil,
The population of this area 1s.prcdominant1y mestizo, a mixture of Spanish
and Indian., Production comes chicfly from large escates.oﬁ which there are
tenant farmers or on which workers are paid wages. The wet lowland upstream
from Gﬁéyaquil, drained by the four tributaries of the Rio Guayas, has long
been used for the production of cocoa. In fact this is one of the best

| places in the world fof the growth of the cocoa tree. But long use of

inadequate methods of cultivation and resulting high costs'of production

make it difficult. for Ecuadér to comécte with the cocoa arealaf Africa aud

Brazil, Although it is still one of the cocoa~-producing areas of the worid,

it 1is no longer a major one.

The crop that brought speculative prosperity to Ecuador after 1940 was

the banara. Banana plantations invaded the cocoa area and extended south-

'ward along the western piledmont of the Andes, east of the Gulf of Guayaquil,

3. Oriente Region - The third maﬁpr physicn} division of Bcuadqf is
Oriente, the part that lics cast of the Aﬁdcs.. Oxicnte is a little-known
arca, difficult of access from either west or cast. Compared with thé country
farther cast in Peru, this Andean piledmont is somewhat high fn clevation.
Along the castern base of the mountains there is a zone of upended‘strata
forning cucstus (stcep ridges facing the Andes), and in the midst of the

dense tropfcal rain forusts vast of the cuesta belt there are isolated



mesas, The tropical jungles and flat valleys are along tributaries of the

upper Amazon basin.

&4, The Archipidlaco de Colon (Calapagos Islands). -~ The Galapagos form

an archipelago officially known as the Archipidlago de Coldn. It is m;de up
of five larger and nine smaller islands of volcanic origin covering a total
area of almost 3,000 squarc'hilcs. They are sparsely inhabited and do not
form an essential part in the 1life of Equador, The waters around thea have
provided some financial benefit in the form of fishing rights by'fcrcign

companies.

II. HISTORY

There are three distinct periods in the history of Ecuador; pre~Colonial,

Colonial and Republican.

1. Pre-Colonial Period - The prosent Eciadorian territory was not

associated with any of the great aboriginal cultures. It'lay on the out~
skirts, a land of passage, batween the Caribhean and Colombian cultures to
the porth and the Inca: Empire to the south, o major remains have been

found of relatively advanced aboriginal civilizntions,.evcn though there

wag gold in the rivers and mountains, the }and was much more fertile than that
of Peru, and the coast was less impenetrable than the jungles and marshland
of Columbia. In three places én the coast archeologists have discovered
small objects of clay and gold, in one of them carved stone seats as well,
but there is not cnouglh ovidenc; that great aboriginul cultures flourished in
this rcéion. In the Sicrra, close to the present frontier with Columbia,
pottcré has been found, and sonic more objects were discovered in the south,

but apart from these, there is little else.



CHART 1

Area and Population of Ecuador

Population (1962 census) . R
Political divisions and Area i ' Populatior
capital cities¥ ‘ (Sq. Mi.) | Urban % J Rural | Total | Density i (1971 est.)
of tota per sq.w: o
Regions
Provinces _
CG3TA (Coast) .
El Oro (Machala, 32,770; 63,000) ceeececcncse 3,053} 67,455 42.0 33,195 {160,650 52.6 251,299
Zsmeraldas (Esmeraldas, 33,555; 62,900)..... 5,640} 39,619 31.7 85,262 ]124,881 22.0 184,359
Guayas (Guayaquil, 515,489; 835,800) veceecees 7,3081574,197 58.6 405,026 {379,223 132.9 1,4€4,9230
Los Riea (8ababoyo, 21,3143 23,200) eeeeeaces 3,006} 51,288 20.5 198,774 1250,062 81.3 379,330
Manubi (Portovicjo, 38,2265 49,700) «eeeeec.. 7,6021124,974 | 20,4 |487,568 |u12,5421  80.6 43,140
CRIENTE (Eagu)*+ -
Mor~na-5antiano (Macas, 1795; 2,200) veeeeces cee. 4,442 17.4 21,061 | 25,503 ceee 42,500
Napu (Tena, 3,430; 1,600) cecncecovnccocccnsne cee. 1,809 - 7.5 22,444 | 24,253 csaa -40,40G0
Pastaza (Puyo, 3,723; 3,700) ceeeceoccvcccase cee 2,290 16.7 11,403 13,693 ceve 22,500
Zansra<Chinchipe (Zamora, 1,352; 1,700) ..... ces 1,885 16.4 9,579 | 11,464 ceas 19,929
SIER®A (Mountain) ) )
Azuay (Cuenca, 74,7655 79,100) eeueeeennnnnns 3,2.1] 69,722 | 25.4 |204,920 [274,642 85.5 320,200
Bolivar (Guaranda, 14,635; 11,900) c.veccvnas 1,2331 15,422 11.7 116,229 [131,651 102.2 123,399
Canar (Azozues, 9,731; 9,300) ceeercesccancan 1,6.41 14,801 13.1 97,932 {112,733 69.8 138,620
Carchi (Tulcan, 21,9380; 23,200) .cccecccocass - 1,531 27,260 23.8 67,339 {1 24,649 59.9 122,302
Chizborazo (Riobamba, 61,411; 55,200) cvvecnee 2,312} 59,878 21.6 216,730 226,668 119.2 t 384,099
Cotopa:i (Latacunge, 24,400; 17,500) eecce... 2,241 | 24,294 15.7 130,677 {154,971 63.2 241,520 -
Imhabura (Ibarra, 35,187; 33,500) ceececanan. 3,458 1 47,538 27.3 i26,501 174,039 50.3 217,729
Loja (Loja, 30,409; 39,900) ccvesencecccncnes 4,495 1 48,75 17.1 236,697 [285,448 64,2 323,52
Pichincha (Quito, 362,111; 551,200) coeceaes. 5,976 {374,308 63.7 213,527 p387,835 93.4 - 876,202
Tunrurahua (Ambato, 53,372; 78,000)......... 1,356 | 62,413 | 34.9 [116,296 178,709 | 136.8 263,000
#:CHIPIELASO DE COLGH
Territory
Archipiflazo de Coldn (Galﬁbagos Islands).,.. -
(5an Cristobal, 336;...) 3,051 .... cese 2,391 ] 2,391 0.8 - 3,890
Teral weve e e e e oo 109,433 612,346 ). 36,0 bB63, 6610476007 | 40.9 |6 ,384.200
]

#+Cor caplital cities, first population figure 16 1962 :xensus, second is 1971 estimate. :
it ge total arca of Oriente Reglon 1s 52,129 sq. mi., ‘he average.density at the 1962 census was 1.4 per <=q. mile;
forovince breakdown 1s not available, .-
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Numerous Indian tribes -« some historians list ncarly r£ifty -=- settlcd
along the coast, in the Sierra and the Azazonian hinterland, Each had customs
and beliefs differing from those of its ncighbors, and these are noticeable
even today. In none of the historical periods from the earliest timas was
unity achicved among these Indians, the deepest cleavage always existing
between the tribes of the coast and those of the mountains.

During the first thousand years of the Christian era.dozens of minor
tribes kept up a continuous warfare. Accordirg to the Ecuadorian historian
Oscar Efreén Reyes, two families seem finally to have emerged in a more

doninant position:

"that of the Duchicelas, among the Puruhaes Indians, and that of
the Shyris, among the Quitus: family governments, as it seems,
hereditary and almost strictly decorative, with military leader-
ship in times of war, but without any initiative or influence

over the social, economic and religious life of the tribes which

composed the 'kingdom'",

The Incas did not push northward until the second hglf of the fifteenth
century, the time, that is, when Christopher Colombus was already born and
the end of all Indian kingdoms was approachiig.

After long struégles, the Inca Tupac Yupanqui succeeded in conquering
the southem provinces of present-day Ecuador some time around 1480. His son
Huaina-Capac in crucl battles reached farther north and sealed his conquest
by the old expédlent of marrying the daughter of the vanquished king, in
this case Paccha, che‘Shyri princess.

gome of the outlying tribes, however, especially those of tho lowlunds,
were ncver subjugated. As to the rest, less than fifty years of Inca rule
were hardly.sufficicnc to inposc on thcm‘thc unifying influence of the
roligion, language, and the highly planned social and economic system §£ tho

Inca conquerors. In a deeper sense, present-day Ecuador was never properly

tncorpnfntud {ato the Tahuantinsuyo, the Inca "Four Parts of the Barch',



According to trndl:ion, Huain?fCap?:JU"“hia deathfin 1526 dtvidcd hia
Empiro, leaving the northern kingdom oE Qui:o’:o his and Paccha 8 son,
Atahuallpa, and Cuzco and tho nouth to his aon nuascar, offspriug of a
previous marriage to an Inca princess. These two, soon after :heir fathcr 's
death, went tos war, each to defend his claims as sole ruler._ It wns
Atahuallpa who proved victorious. Ecuadorians find in :hls fnct ane o£ the
first powerful affirmntions of thcir nationality against the nlways rencwed
pretensions of Peru) and celcbthce in Atahuallpa :he first grenc Ecuadorian
Thg historical writer Pfo Jaramillo Alvarado called Atahual}pa the "Creator
of the Quitonian nationallty",‘reﬁerring to the kingdom, not the city of
Quito. And as the historian and jqu:nalis: Barrera said, 'the Shyris, or
simply the Ecuadorians, not only kneﬁ ﬁow to regsist the Incéé; but they"
absorbed the conquerors and turned them iﬁto rulers Eo their own benéfit".
He said that "Quito stands up o ¢cnfrqnt Cuzeeo, and it ig this rivalry,
which will continﬁously reveal itself throughout the centuries and which
determines the real reason for the frontier diséute".

While the two Inca brothers were still fighting, the first Spaniard:
had alre?dy carried out explorations on the Ecuadorian coast, 1n.1527, but
it was only five yeﬁrs later that the conquest bcgaq. By then Atahuallpni
had.bcen proclaimed sole ruler of the Tahuantinsuyo. No time was ..eft him
to enjoy his power. HNe was betrayed to the Spaniards and strangled.

2. The Colonial Period - The various Ecuadorian tribes were again

conquered only after long and bitter warfare. Scbastidn de Bonalcﬁ:nr,‘
from Lxtremadura, one of Francisco Pizarro's brilliant licutecnants, was
the fivst to set foot in the town of Quito, left in ruins and asheg by'thc
retrcating Indi.ns under thelr great leader Ruminahef, On the site of thé
ancient town, Benaledzar founded the "Villa de San Francisco de Quito" on

Decerber 6, 1534, A year later he founded Cuavaquil, on the coast, but
H o 1



twlco chc town wan dcstrnscd by, chc Indlans. Francisco dc Orcllann, annthcr_
'of Pizarro s cnvoys, rcbuilt it tho thtrd and last timc on thc p*cscnc al:o.‘
Other Spnniards camc :o rcplace the founders, and with thcn monks, pricats,,
Eand nuns who nrrivcd to scay in; Quito nnd cho half-dozon towns which wurc }
"escablished before thc 16th Contury had drawn to an eud. In the capital
chay buil: .the mosc sump:uous of churches and so many monastcriea and conv;nts ;
that these grndunlly occupiqd the greacer parc of the center and made Quito -
“the 010£scers of Amgrica" and "che Sanctuary=of Colonial Art",

Agcording to.the’Ecuadorian hisﬁorian Alfredo Parejalniez-Canscco,'

"it was the Cathoiic clergy‘who founded the first esﬁnblishmenCs fbr primary
education and the teaching of arts and crafts, who orgapized.the geminaries
where the hu&nnities were taught, who crgated the universities, brought the
first p?inting presses.and published the first books, looked after the
1ibraries anﬁ the archives and made the first‘NUsical iﬁstrumen:s.Q.for the
churches",

Quito and the other Sierré towns progréssed more easily than the Coast,
because the climét§ was more favoraﬂle and tﬁ: Indians more docile. As far
back as 1463 Quito‘haa'bgen made the seat of a Royal Audiencia. Its ime
‘portance lay primarily in agriculture. Land was distributed in husé'granca
';hoae Sﬁaninrds, among others the Jesuit priests, whom the Crown wished to
distinguish. Yet it was not so much the land that was the measure of value,
but the‘nﬁmbor of'Inﬁinns who went with it, " Their caro.nnd Catholic instruec
:ion.wéa supposed to be pious duty of the Spaniard cacomendero, the big lnﬁd.
owner, in exchange for whose paternal services the Indians were obliged to
cultivﬁtc ﬁia land, render personal scrviécs in his country ~nd tmem ;~F~—?;
andeork in his ﬁcx:ilc mills and mines.

The Spaniards brought new agricultural pfoducta to Ecuador. A

Franciscan monk, Fray Jodvco Ricke, planted the {irst wheat, Sheep were



soon so numerous that the Ecuadorian wool industry prospcruq and Ecuadorlian -
cloth was exported in great quantitics, apart from supplying the home market.
| For centurius nhe Indians of the Sierra submitted without protest to |
t"‘their conquerors. Only the.jungle Indians‘of the Oriente fought ficrecely -
.:ﬁaéa;nsc the white man who, ofcen‘unden'thailnadorship of prfests, trlzd to
’f;nn:nblinh small towns at the cdge of the jungle. The'InAinns of the coast
~'d1d not show willingness to be subjugn:ed by and work for the white man either.
i,Negro slaves had to be brought to work on the few plantations. |

‘ In Quito there was brief trouble only in 1592 and the following year
in connection with some taxes, but afterwatds peace reigned for nearly two
”Lcanturies, until in 1765 the benple rose once more on geveral occasions,
mainly for economtc reasons, and few Indians were involved. Four Indian’k
.peasant risings of major 1mportance took place, however, be:ween 1770 and
the end of the eighteenth century in other parts of the Ecuadorian Sierra,

Abou: 1781 anuther greac Ccuadorian, always mentioned next to

Atahuallpa, rose to prominence: Francisco Eugenio de Santa Cruz y Espejo,
- borm in Quito in 1747, of an Indian father and a mulatto wmother. Accordingy
to Ogéar Efrdn Reyes, "Espejo was considered a real scholar for his time,
He vns a ngdical doctor who introduced new methods and was an enemy of
quackery. He was also the first American journalist axd writer of fame,
His nolicicnl idcas, for which hc‘was persecuted, imprisoned, and exiled,
and for which he died in a dungeon were not wrlttnn down., Espejo advocated
the following: complccc‘cmancipntion from Spaini autonomous government for
each colony, republican and democratic in character; and nacionalizntinn of
the clergy." Although he did not live to take part in the War of Inde-

pendence, he stands at its thrushold, Spanish domination had entered its

final phase when he died.



Less than thlrcy years after 1cs founda:ion in 1563 Quito wns elava:cd

to the scnt of a Royal Audiencia, with jurlsdictton OVur wha: is more or

less thc present Fcuador, nnd 1ncluding the territories of :ha Orlento whlch
‘might still be discovercd beyond the regions of La Canela and Quijos. Thta |
Royal Audiencia was twice abolished, twice restored. Until 1739 ie was' \‘7i?
incorporated in the Vicgroydlty of New Cascille (Perd), oxcept for a brief
period of twelve years (1710,22) when it was incorporated. into the noréhean
Viéeroyal:y of New Granada (Columbia). In 1739 jurisdiction over the Royal
Audiencia of Quito was again shifted north to New Granada. Thus things
remained until the War of Independence, in the third decade of the nineféeﬂth‘

éentuty, freed all these countries from Séain and established Ecuador as an

independent State.

3 " The R_Qpblicnn Period - Rebellion had been in .the air all over the

Andes for year: , expressed in a series of isolated uprisings and stimulated b
events from abroad: North American independence, the French Revolution, the
‘invasion of Spiin by Napoleon, and the general influence of new scientific
and political ideas. At first the intention was to establish the colonics
as provinces under the Spanish Crown, but later developments, and especially
the brutal methods of suppression used by the Spaniards made the different
colonies in northern South America combine their forces under Simdn Bolfﬁnr, _
the Libecrator, to achieve complete indbpcndcncc. For Ecuador, the &ccisiva
battle took place on May 24, 1822, on the sloﬁcs of Mt, Pichincha.

 For eight ycars after finally obtaining its freedom, the former Audinncia _
of Quito joined its two northern neighbors, Columbia and Venezucla, in thc
Confcdurntion of Cran COImeia, which owed its existence to the gcniua and

vioionary falth of Bolivar., But thc thrcc countriecs did not wait for thc |
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leboracor :o die bcforo thuy dlssolVLd thcit unioq. Flrst VCnuzuoln. ther
i cundox (1830) scccdcd and cstablishcd thcnsclVes as. scpara:c rupublics.

Tho choicu ol Ecuador as the name for the new country rave risa to
 pro:escs later on. Thus a distinguished historical writer, P{o Jaramillo
Alvarado affirmed:

Not to call "Republic of Quito" the country which through

centuries of its existence was known as Kingdom of Quito,

State of Indcpendent Quito, and to call.it falsely Repub- .

lic of Ecuador, was a mistake.

The man who should have been Ecuador'svﬁirsh Presidch:, Field-ﬁarahnll
-‘An?onio Josd de Sucre, the venerated victor of the Battle of Pichincha, was
assassinated. His place was taken by anotﬁer.Venezuelan general, Juan Jbsé
Flores, a rough audacious man whom many accused of being responsible for
Sucre's mucder, Iis regime was a military dictatorship with no program hut

~e

that Ul stayiug In powsr. OIL aind o, szos doodngted =tz

poiitiéal scene ior fiftcen years.. The next fifteen saw five Ptesidents

come and go and the breakdown of any semblance of a national éovérnment.

During most of this period the endeavor was to replace foreign militaris

by a‘néttve type. The Jesuits, among;the richest of the landowncrs,Awere
expelled, ncarly a century after the Spanish Crowm had £irst done ad.' In
 1852 slavery was abolished, but‘1£ affectea only thc'numcrically 1imited

negfo population.

The next fiftecen ycara;weib agaln doninated by a single man 2 Cabriel
Carc{a Moreno, a Conservative and the first oucstanding'scatosmnn Ecuador
produced. .Dgeply aware of:tho chaotic state of his country, he attempted
above all to unify it. Nationalism might have surved the purpose, but ic
would Eirst have to be created, and Carc{a Moreno could not wait, So he madq

use of an fdea which alrcady existed: Catholiciem. An austere man himself,
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‘hélsaQ Lnicsth611CL§m d‘dLéchlluaiy £orc§ which might'hulpité c}qpc¢ n ¢hr;ﬁg
unicud Ecu#do;. lle 1dvitqd the 3esuics to return, and leaned on the Church |
-and cﬁc landowners for support against the militarists. Garcfa Morecno remaing
‘the most cbntroveraial figure in Ecuadorian nat19nal life. He is gencrally
regatdédlas 6nenof the two grcatast presidents in the history of the
~re§§b;1c. and considofcd the outstanding representative of the Conservative
Pa:ty; |

 Between 1859 and 1875, Ecuadorian politics had meaning only as it related -
to Carcf{a Moreno. Early in the 1860's he undertook the reformation of tﬁn
Church in the couhgry. His inﬁense Catholicism led him to seek an extension
of rigid hierarchy to the socié} o;der and his concept of the state was
essentially authoritarian. For him such concepts as liberty and equality
'wera synonyms for anarchy, and were evils Lu be avoided at any cost. During
his ;ime_religiouq"iptnlcranrn'hnfamn Vaw in Eguador, Chuszh and Ctate were
reunited, and only practici;g Roman Catholics were permtcted.co be citizens.
His conservatiye dictatorship marked the apogee of the politicai pover of the
Chuxch.in the history of the country.

"In 1875 Gabriel Garc{a Moreno was struck down by the assassin Faustino
Lemus Rayo. The enéuing twenty vecars were marked by excessive political
instability and frequent dictatorship. During this pcriod Ecuador had two
constitutions, onc written in 1878, the other in 1883, Ihnso relaxed the
theocratic authoritarianism of the preceding cra, although the Church
remained the dominant political force in national 1ffe.

A new cpoch came into being with the Radical=Liberal revolution of 1895,
led by General Eloy Alfaro., During the Radical-Liberal period, which endured
until 1944, steps were taken to reduce the politlcal power of the Church.

Roligfous ordurs were banned in the country, and relfglous qualificationa for,
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tho cxcrclsc OL pnlittcnl nnd clvll rlghts ucru tcrmlnntud.’ Althoubh Romnn

on'y nntivo-born clorgy

' Catholiclsmjrc nincd tho solc pcrmittod rcllgion,

werc_allowod :o ooerato ln *he rcpublic._ Durlng thc hadical-Liboral era. v;
v,-o-callcd "revolutions" occurred with decreaslng froquoncy, but tho closing
ycnrs oE the pcriod werc marked by n sharp dctcrioratlon in the intcgrity oJ
thc electornl process. In tho contemporary pcriod. the inflnoncu oE cho
‘traditlonal political partlos hns dcclincd since 1944» and thc Church has
vregained a portion of its £ormer power.f-f
The years following 1925 belong to the most agitated of the country 8

history. From nmidst the confusion, three men stand out: Jose Harfo vclnsc‘
’Ibarra, arloa Arroyo dcl R;o, and Galo Plaza. ‘José Maria Velasco lbarra
vas born in 1893. ‘He rose to political proninence in the National Congress
of 1933 as Prcsidcnt of tho Chamber of Dcputics. He was known as the
.caudlllo of Ecuador for several decades. He became Prcsidcnt of the countr;
five times between 1933 and 1972. An Ecuadorian journalist has describeu
him as "lean and ascetic, influmed by vchoncnco...Dr. Vblasco 13 doubtlesst
the man nearest the masses. Like them, he acts emotionally, in fits aud
atorts.b'Thls'is tho secret of his auccess, apart from his extraordinary
pcrsonal'magnctism. On.two occasions he has beecn the Man of Providence for
“thc-country. Both tinec he’fallod...caught in the net of hisfown contrn-v
'dlctions." Ho was a mnn of appnrontly inexhaustiblo energy who trnvcllcd t
. tho forthcst corners oE tho country, built a school hcrc, a bridgo therc,
,convinccd the pcoplo of his pcrsonal honesty and dcscribcd to thcn in pns-'
}alonoto spcochcs the man) ills from which the country was suffcrin&.

'd'v Dr. Carlos Arrnyo dol Rio, a wealthy conpany-lnwyor fran Gunynquil, is
considered nnothor ruproscntntlvc of the constnl "plutocracy.” He bocnmo 3

the President of Fcundor in 1960. Thu follouing ycnr thc Pcruvinua invndcd

the southorn conutal provtncun on: chu 9rtt4/L of thu ccntury.old dlnputu. }


http:vehemence...Dr

- 13 -

An offcr made to the Presidcnc by all politicnl parties for coopc*acion in ab
natlonnl covetnment to present a united front to the cncmy was rcjectcd by .
Arroyo del-Rfo. _Ecuador was defeated as a rcsulc, and made to sign a Protocol
of chcé thfaugh which the country lost her rights to vast regions of tha |
"Oriéhte; When he tried to 1npose a completely impossible Liberal as COvcr;m§ntq
- bncked candidntc for the next Presidential election, the people rcbelled.
Velasco Ibarrn was broughc back from exiln.

~A sories of interregaums followed until clections were held In 1948,
and Galo Plaza, the candidate of an ad hog group composed of people f£rom many
parties, was elected. As his political crced President Plaza reaffirmed, in
his farcwell speech to Congress in 1952, that he was happy to have praved
"that it was possiblg to‘govern Ecuador through the (constitutional)
institutions, freely, and democratically." Galo Plaza had firmly resolved -

. trom the outset tnar ne wouia rinisn nis term and ne did., riany of luis cricics
held that to this end he subordinated most other considcrations; His successor
was agin, José Mar{a Velasco Ibarra.

Dr. Velasco owed his victory to two main factors: the dissolution of.;hc
trahitional political parties, and the fact that the Conservative candidate
finally presented,reminded the majority of the clcccorace by his belligcrcnt
Catholicism,too much of Carcia Moreno. Ecuador i{s a Catholic country, but -
half a,écntury‘of Liberalism has had a profound effect, Velasco Ibarra's '
sdppbrt at this timc came from a Falangist-inspirc§ organization'known as
Ame, which arésn spontancously wherever he went; and indirectly, from the
| many who were waiting for what was going to happen. o

The resumption of Conservative power came in conscquence of the ptcul-.
dential clection of 1956, Camilo Ponce Enrfqucg defeated his ad hoc opposi~
tion and was named President for the four-ycar perlod oﬁding in 1960, The

Ponze adminlsteatlion wan reétatively peaceful. Once notye, with ad hoe support



;lasco lbarra was ru-eluctud Ln 1900. Deserccd lacur by hls nd hoc orgnnL-_‘
|cion, hc dcfied and baitcd the hostlle political parttes.. nis opponcnts,
th thc ald of :hu newly poltcicizcd atr Eorcc, stagcd a gggn_gg_gggs :

lich ovcrthtcw hls govcrnment in 1961, Vice-President Carlos Julio Aroscmcna
;sumed chc presidential officc.

7  Presidcnt Arosemena, the son of the Guayaquil banker and philantropisc
o had served briefly as 1ncer1m president in 1947-1948, also depcndcd upon

| hoc organizations for his political supporc. His backing was moderate in
Lture, but it also drew from rightist and Iefcist sectors, thus rendering

le government s‘policies difficult, Om the one hand his administrntion
1sigted tax reforms and leaned heavily upon the conservative ajxr force; on

e other, under his rule Ecuador was among the few Latin American,governﬁent:

|ampioning a conciliatory inter-American attitude towaxd the Castro regime ir

o - - .
wd U ovoiiment~had tv wuedily buih of -

iba., Under prés:u:; Soom Vet

1ese policies, embarking on a modest program of tax reform and aevering

rlations vwith Cuba under military pressurg. He was finslly overthrown by -

military cour in July, 1963,

" The coup had the support pf the' top leadership of all three servic__,

\ﬁ‘the military junta which assumed the executive fuhctions was headed by
a naval captain, Ramdn Castro Jijdn.. The junta pledgod to draw up a new
gundamental law and return the country to civilian rule. However, the armcd
k'fofces, split ond'split again over what dpcisions to make with regard to the
problems that confronted the militar& govcrnmcnc, sﬁcﬁ as how to draft a
constitution that would guarantee thac Vclasco Ibarra could not return to |
power. They drifted without -a cloar policy. Aftcr mere chnn two years in.

office, the members of the junta yiclded to popular sonnimgut nnd £1cdf:o .

asylunm {n foreign countries,
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After the short interio Presidency of.Clcmcﬁtc Yucovl'lndabufU'(ﬁarch-xva;
1966), nnd the two-yuar term of Otto Aroseménu Cdmuez, Velasco Ibarra Qns
elected once more in 1968, defeating both Conscrvacivc and Liberal candldacos,
but this time by the norrowest of margins, and it sccmcd clear that the
‘fifth term of Velasco, then in his late 70's would be his last.

In June 1970, Velasco Ibarra assumed dictatorial powers and cancelled
the 1967 Constitution in favor of the 1947 Constitution, which providcd for
a strong executive. In-July.1971 the government annoﬁnced that presidential
and congressional eléctions would be held ip June, 1972, But before this,
President Velasco Ibarra was ousted in a military coup, Brig. Genaeral .
Guillermo Rodr(quez Lara assumed the presidency February 16, 1972 as head of
a "nationalist.and revolutionary govérnment,; cancelling the presidential
elections scheduled for June 4, 1972,

Tha cnnréquornry Fenadarian srena axhihite n nuvmbor of rharnornrinr{on,‘__
This 1s the time of pronounced'economic development in the counirf. Although
Ecuador's stand.rd of living is still among the lowest in the Western Hcmi-
sphere, ‘the grewth rate of the national economy is accelerating. sharply, and
the symptoms of developmant have been much in evidence in the last two decades.
The production_of bananas_grew from virtually nothing to become Ecuador's
leadiﬁg export activit&. U.S.~owned fruit companies led the way by transferring
their activities to the Ecuadorian coast as a consequence of the losses |
suffercd in their Central Amcricnn operations from banana diseases. The foreign
companies limited their own activitics, preferring to concentrate on shippinn "
and markcttng tho stems, most of which are bought frqn small local growers.

P-f{ncipal Ecuador Export Commoditics: 1971
‘Bananas « « o 0 o s o« . 51,07
Coffeee o o s o 4 o o o o 15,37
Cocoa’s v s o 0 o o o o o 10,77

: Ollwrh....,. ) e« o o 23,00
(Sourc«: lllA. Stntlut(rul Aheracet ot Latin Amuertea, 1971 )
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f'c‘uu.os ARRO\O DEL mo. Aug. 17, 1940 - May 30. 1944

1944 an 29: Prcsidunt Carlos Arro\o del Fio resigns in the. fnco of milltarv op-'
‘ position. Jese Maria Velasco Ibarra gained the prcsidency and called for an
~election on June 15. Velasco Tharra is elected.

JOSE MARTA VELASCO IDARRA, May 31, 1944 = Aug. 23, 1947

1947 August 23: Velasco Ibarra is rcmoved by a military cobp led by Defense Minig-
. ter Col, Carlos Mancheno C., who proclaims himself president on August 24.

COL, CARLOS MANCHENO C., Aug. 24, 1947 = Scpt. 3, 1947

September 2: Col Mancheno is removed by a militnry-civilinn'coup.
MARLANO SUARLZ VIENTIMILLA, Acting Prcsidcnﬁ, Sep. 3, 1947 « Sep. 15, 1947,
CARLOS JULIO AROSEMENA TOLA, Acting President, Sep. 15,.1947 - Aug. 31, 1948

1948 June 6: Preéideﬂtial election, Galo Plaza Lasso, Movimiento Civico Demoeratico
-Nacional (MCDN), and M. Sotomayor Luna, Partido Conservadox (PC), are e1ected
President and Vice-President respectively.

GALO PLAZA LASSO. Seo. 1. 1948 - Aug. 31, 1950
1950 June 6: Chamber of Deputies election. NMCIN- loses majority.

1952 June 2: Presidential election. Velasco Tbarra, Federacion Nacional Velasquista
(FNV), is returned to power. Oppositior candidate, Ruperto Alarcon Falconi.
PC, contests the election.

JOSE MARIA VELASCO IBARRA, Sep. 1, 1952 - Aug., 31, 1956.

1954 June 1: Congressional elcction. Partido Liberal and Partido Consorvador
increase their strength in the legislature; Partido Liberal Radical loses

plurality.

1956 June 3: CGCencral election., Closc totals lead to 30-day blackout of all elecction
reports. Canilo Ponce Enriquez, Alianza Popular a coalition of Partido
Conscrvador and Movimiento Social Cristiano, is clected by a small plurality.
Rual Clemente lHuerta, I'rente Democratico Nacional (comprised of Partido
Liberal and Partido Socialista) charses fraud. Congress supports the Supreme
Electoral Tribunal ruling and declares Ponce Enriquez President.

CAMILO PONCE ENRIQUEZ, Sep. 1, 1956 - Auz, 31, 1960

1958 June 3: Chamber of Deputles election. Alianza Popular rotaina'pluralfty wlch
Concentracion de Fuerzas Populares sccond,



1960 June h: Ceneral electi{oa, Former President Velasco Tharra, FNV, is elected
~ for the rourth time, deteating ex-Presldent Calo Plaza Lasso, Frente Duno=
cratico Naclonal; Gonzalo Cordera Crespo, Partido Conservador, and Antonio
Parra, Union Democratico Nacional (a. coalition ol lettist parties). FNV
wins plurality in both houses, '

JOSE MARIA VELASUY IBA%RA, Sep. 1, 1960 - Nov, 7, 196U

1961 November 7: Velasco Ibarra resigns in the face of growing opposition from the
Armed Forces. Mis Vice-President, Carlos Julio Aroscmena Monroy, ia proclaimed
President by the Congress.

CARLOS JULIO AROSEMENA MONROY, Acting President, NoQ. 8, 1961 ~ July 11, 1963

1962 June 4: Charber of Deputies election, Frente Democratico Nacional wins
plurality. '

1963 July 11: President Arosemena is ousted by military coup. Four-man milita:
junta tokes power, The Congress is dissolved; the 1964 presidential elcct
is cancelled; and the Communist party is outlawed. . :

MILITARY JUNTA:
CAPT. RAMON CASTRO JIJON (NAVY), COL. LUIS CAHERA SEVILLA (ARMY), LT. COL. MANUEL
FREILE (AIR FORCE) AND COL. MARCOS GANDORA (NATIONAL DEFENSE COUNCIL), July il,

1963 - Mar, 31, 1966.

1966 March 29: The Junta is replaced as mili:éry high command restores grcntcf

civilian conticl. . Clements Yeozowi Indabure iz nomed dntaorim Pragidont hy

the major yolitical parties. Congress is restored.
CLEMENTE YEROVI INDABURU Intecrim President, Mar. 31, 1966 - Nov. 16, 1966

October 12&: cOngréssional election., Partido Conservador wins majority.
November 13: Congress elects Otto Arosemena Gomez Provisional President.

OTTO AROSEMENA COMEZ, Nov. 17, 1966 -~ Sept. 1, 1968
1967 May 25: A ncw Constitution is promulgated.

1963 June 2: Presidential election.. Former Prcsideh:, Jose Maria Velasco Ibarra,
Movimiento Frente ropular Velasquista, 1is elected. '

JOSE MARIA VELASCO IBARRA, Sept.1l, 1968 - Feb. 16, 1971

1970 June 22: Velasco Ibarra assumes dictatorial powers and cancels the 1967
Constitution in favor of the 1947 Constitution, which provides for a strong

exccutive.

1971 July: The povernment announces that presidential and congressional clections
will be held on June 4, 1972, with the new President to assume office on

August 31, 1972,

1972 February 16: Prestdent Velasco Ibarra is ousted in a military coup. Brig.
Cen, Culllermo Podrigquez Larn assurmes the presidency as head of a "natfonalist
and revolutioaary’ poverasent and cancels the presidential clections -
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. scheduled for June 4, 1972,

* BRIG. GIN, GUILLERMO RODRIGVEZ LARA, Feb, 16, 1972 = Prasent.

‘Source: UCLA, Supplemont to the Statistical Abstract for Latin Amarica,
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The oil boom is changing the economic nature of the country, thuﬁ oi’
will probably soon surpass all other expovés cormodities,

The Eraditional export-oriented agriculture in ;he Coast -has been
characterized by Qmall and medium 'holdings, together with efficiently~farmed
" larger scale properties. In the Sierra the dominaat holding is still the
traditional estate which produces principally basic food crops for its own
and for local consumption by centuries-old methods used by an Indian wéxk
force. .

Government activity stresses the importance of long-tern coordinated
development plans in order to provide continuity, a2s expressed in the goals

of the national 5-year plan: Plan Integrai de Transformacion y Desérrollo,

1973-77. Development is considered by the Government as:

a process implying deep structural transformation destined to
modify th: traditional behavior of the national economv and
gociety...olleving the peimduenlly celégaced groups a iuigier
degree of participation in the elaboration and executioa of
the decisions which affect them...Towards the attainment of '
these goals, a series of concrete policies and projects are
included “n the programs of education, health care, potable
water and sewage disposal, housing and human resources. Thus,
for example, as far as health is concerned, we aspire, by 1977,
to be able to provide medical coverage to 1,473,000 Ecuadorians,
in relation to 738,000 who are covered in the present.

4. literature and Art - During the Colonial Era, "The School of Quico-

was making the country famous all over the Pacific side of the continent, ‘It
‘centered almost exclusively in the religious institutions. Until the middle
of the last century, a deep Catholic mysticism dominated 1ife and society in
Ecuador, with the Church as the center of thought all over éhe Sicrra in
particular. Whereas in towns like Lima people of wealth lived in luxury, °
Quito was extremely fnigal, but spent fortunes on religlon. Churches and

monasteries were covered with gold and works of art. Indizas, westizos and

criollos (persons born in the New World of Spanish parents) worked on tla
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buildings nnd their decotation, guided gnd inspired.by foreign monks. Quito's
éloistera are in fact museums of fine‘art.

As raeligious fervor cooled or was left to the masses, .the mystic "School
of Quitb" disappeared, Modern Ecuadorian art goes hand in hand with the
 1iterary movement and reached its peak in the work of Oswaldo Guayaaa&in.'

» Like other contempoivury Ecuadorian artists, he passed throﬁgh a phase known
as feismo (uglicism), a stfongly expressionist manner exaggerating the phys:
cal shortcomings of the Indian, wiﬁh an {mplied revolutionary message. Later,
his range both artistically And in content becamé much broader.’ |

Modern Ecuadorian literature is well know even beyond.thg Spani gh~
s;eaking world. Qf numerous writers and poets, the first of real importance
was Eugenio Espejo (1747-1796), In the nineteenth century Juan Méncalvo was
perhaps the most outséanding, a liberal who wrote 'in the classical style of
Spain. buc whu 4iso u.sad his pen as a weapon in tie iong war he wazed azainsc
dictator-President Garc{a Moreno. But literatur; on the whole was then sﬁill

rather academic, and the first novels were ititations even when they used an

apparently Ecuadorian background. Later th: costumbristas began describing
th; customs of the man in the street and the peasant, more often than not as
something rather funny.

After World War I, something almost amounting to a revolution took place
in the fleld of literature, wﬁich,reached its height between 1930 and 1935.
Like the radical political mov;ment, it started on the coast. Angel F, Rojac
who belongs both to the new literary and political movements, says in respect
to the Ecuadorian novel:

"Ihe coatemporary fictional production of Ecuador has a mainly

social content, It prefers as a subject the Indian and the
montuvio, in the sense of muss-man rather than as a individual.
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 Even though all the novelists among us belong to the middle
class, thoy have not chosen this class as the principal theme."
" The Indian novel developed from poetic to political romanticism, from
crude realism,to a more balanced and artistic treatment of men and facts,
At first, autﬁgrs from the Sierra followed Zola., After the First World Var,
Russia gava the impetus. In 1934 Jorge Icaza published Huasipungo, which ?as
sinc§ been translated into all the major and some of ch; miror languages of |
the‘world, and in éhe opinion of unéiased experts, is the bgst novel to come
out of Ecuador. It describes the events that incite a group of Indian
peasants to rebellion against éhe estate owner and the authorities, to defend
.their rights to the land.
On the coast, three young men became prominent when they published

together a collection of short stories under the title of Los que se van

(Those who go away). They were Joaquin Gallégos, Enrique Gil Gibexﬁ, aﬁd
Demetrio Aguilera Malta, Although each of taem later made a name for him-.
self, together with Alfredo Pareja, 3054 de la Cuadra, and Angel F. Rojas
(a native of Loja), they worked as a group which became known as the "Scheol
of Guayaquil',

Not all contemporary writers have been left wing. The "Grupo.Améiicﬁ"
wasa kind of Ecuadorien P.E.N. Club founded in 1931. It was a slightly
academic, socially influential organization of extremely respectable poets,
essaylsts, novelist, journalists of democratic, somewhat conservative con-
victions. Their greatest merit became their unéiring work for internationa
collaboration, which made them act as hosts to intellectuals from all parts

of the world.

In the past, necviv all icportant books by Ecuadorian authors had to be
publishcd abroad. With the establishnent of the Casa de la Cultura Ecuatoriana

in 1945 the sltuatlion changed, since the House of Culture is devoted to the -



‘ brqﬁches'ofvEéuadorian literature. Apart from literary
accivitiés. the’Hbusé bfzéditﬁié also organizeé concabts, iedb@fes;‘ait ‘ '
exhib;tions, atc., to which the public is admitted frae of charge. It has

an important branﬁﬁ {n Guayaquil and smaller branches in several provincial

capitals.
III. FEOPLE .

1. Distribution - The estimated 800,000 Indiang living in Ecuador when
the Spaniards arrived were, like all other Amarican Indians, mehbers of the
Mongoloid stock. The Spanish conquest saw the introduction of two new récial
elements: the Caucasian Spaniards and African Negroes who were brought in as
slavas. The non-Indians in the country are still a minoxity. The white éop-
ulation of Ecuador has been estimated at between 8% and 27%, with the lower
figure probably being more nearly correct. Tne Sbaniafds and Negroes first
settled on the coast, displacing ﬁany Ind%ans who moved to the highlanas.
Unlike the Spat iards, the Negroes remained almost entirely on the coast, .
Those who escaped from slavery eithe; formed small communities of their oﬁn
or intermarried with the local Indian population. By mid-20th century the
proportion of the coaaFal population having Negro blood was estimated to be
as high as 45%. Besides pureblood Negroes ;nd mulattoes, there are also
montuvios, who are persons of Negro~Irdian ancestry. Tne Indians of the c;ast
are much reduced in number and racially mixed. All have lost.cheir tribal
ideatity except for the Cayapa and Colorado, who togeéher nunber no more than
2,000. |

The composition of the highland population is estimated at 287 white,
307, pureblood Indian and 40% mestlzo. Many so-called mestizos are probably
pure Indlans physically because the word mestizo {s cormonly used to refer to

a persoa of mixed Indian and iispani:z culture, regardless of his race. The
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Oriente is'peopled almost exclusively by full-blooded Indians,:
Sevaral families of languages Qere spoken in coastal and highland -

Ecuador before the arrival of the Incas. But, except for Chibchan, which
was spoken by séveral tribes in the north, it has not been possible to |

ideutify any of these early languages with certainty. After the Inca coqqneat,
Quechua, the language of ghe empire, was introduced and became well eséablished.
The Spaniards found Quechua useful for administrative purposes andlpromoted |
its spread at the expense of the surviving native languages. By the end oi
the 18th century Quechua was universally spoken in the highlands. While
Spanish is the official laﬁguage of modern Ecuador, Quechua is spoken by the

greatest number of people,

2. Religion - Roman Catholicism is the traditional religion of Ecuadox,
having been established with the Spanish conquest, For a time after the middle
of the 150G ceﬁ:ﬁzy, fhe gch;nﬁﬁnL was 80 ¢losel; tiled t3 the chureh that caly
practicing Roman Catholics were recognized as Ecuadotian.citizens.

Since the advent of the Liberals to FSumr in 1895, church and state have.
begn gseparate, Education has been secularized, though the church has been
granted the right to conduct schools; church property has been confiscated;
and freedom of religion is guaranteed by, the constitution. Extremely frieadly
. relations, however, continued to exist batween church and state, and Roman
cgtholic‘religious orders have been particulariy activé 1n’Ecuador.' Quito,
the seat of the archbishopric, has often been cited for its numerous churches,
with their treasures of art and sculpture. Protestants first went to Ecuador
after 1895, and they achieved some succc;s in Cuayaquil, Both Catholic and

Protestant missionaries hiave been active among the Indians of Oriénte.
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3. -Population and Census Facts - The first national census of Ecuador

‘7was\taken in 1950 and recorded a population of 3’202'757'. fhe 1962 census '
ihowed 4,476,007 and the 1971 estimate was 6,384,200, excluding nomadic
Indians, The coastal region contained about 467 of the population, the
Sierra about 51% and the Oriente about 2%. The.remainder (about 035?}.11v¢d
“on the Galdpagos Islands. | .

| Although the people of Ecuador are frequently referred to, in popular'

- parlance, as belonginé to different '"races", it is mor; accurate to describe
their social groups as classes. The distinctions among them are based on the
languages‘they speak, the éulgures in which they participate, their gtyles of
dress, whether they live in éural or urban areas, and, to a certain extent, the
region in wﬂich they live., The "whites" are people who, regardless of their
skin color, speak Spanish, participate in the Spaqish rather than the Indian
culture,'and usually live in the cities. Mertizos participate in both
cultures. Indians speak indigenous language; rather fhaq Spanish and tend to
be rural rather than urban dwellers. Thus defined, Indians account for abtout
60% of the population, mestizos 25% to 307%, «nd "whites" at most 15%.

+ Inmigration staéistics indicate that, since th; achievement of its
national independence in 1830, Ecuador h;s not attracted significant numbers
of European immigrants, although the country has on occasion made official -
attempts to draw new citizens from Europe. During World War II war refugees
were 1nvice4 to settle in the country; and, throughout the period of Hitler's
rule in Germany (1933-45), about 1,000 Europeans, many of them Jews, came to
Ecuador as immigrants. All £n all, however, there waa'probably less emi-
gration into Ecuador after independence than into any other country of

South America.



| - 4, Education - Though primary education is free and compulsory for
‘children from 6 to 12 years of age, opportunities for school attendance are
limited by the shortage of schools and of teachers, especially in rural
areas, In 1955 a sizeable.cchool construction program was initiated, and
the need for increased aid to education was reflected in the national
- ‘budget. Approximately 107% of the national budget is alloted to educatior.
. The illiteracy rate in Ecuador is about 68%. To help improve this

situatioh, the government oféanized a national’literacy training program
in 1967, At present, radio is the most effective channel of information. )
Although the press is a responsible one (a.leading daily newspapers) the im-
pact it can make on the country as a whole has been limited by illiteracy -
and poorly developed transport end communic;tions systems.

Educatign is theoretically compulsory between the ages of 6 and 12
vears, hut steendence gé offantad hy swatlohla nlarae and » high dranmt
| rate, Public schools are free; private religious schools play.an importaﬁﬁ
part in provid;ng places. There are seven universities.

Ecuador's seven uﬁiversities are autonomous. The most important aré
Central Univefsity of Ecuador (1796) #t Quito and Guayaquil University
(1867). The universities of Cuenca ,(1868) and of'Loja (1896) serve the
southern sections of the Sierra. A-Catholic Univetgity, headed by Jesuits,
was opened in Quito in 1946, There are polytechnic schools at Quito (1869).
. andfﬁuayaqu11'(1959).

The key element to the quality of the output of the Ecqadorean educatior
sy;tem is the primary school system. As long as it reaches only 57% of all
children, and gives them less than acceptable levels of education, the gecondary

technical, normal,and college level schools can make small headuway toward

preparing the citizenry for the task of development,
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: .,,.‘\'Ivf."’f ECONONY

Economic development in Ecuador hee been regionel and often Iocel tethcr'
';than netional in scale. Contrasts ere especielly epparent between the Sierre‘
;,iend the coaot.' The Sierra leeks the egrioulturel lend needed for expanded
»@;ptoduction end suffers from a surplus of unskilled labor. The coest, on the |
'”f'other hand, has an abundance of land but lacks the labor force needed for its
”'efficient utilizetlon._ The Sierre produces mostly grains, fruits, and
‘.vegetebles,,chiefly fo: dooestic consumption, whereas coastel agriculture is

commerclelized and enters eitenslvely into international trade exporting
;lbenenes, cocoe, coffee, and rice. - | |
Although only about 5% of the land is under cultivation, Ecuador 13 pre=~
" dominantly agricultural. About one-half of the economically active people
are employed in agriculture; with the next largest group (one-fourth) employed
in handlcrefts and manufacturing industries. Cultivated lend is about equelly
divided between the sderte and the coest.n lhe‘SLe:re; however, contains s -
larger percentage of lendfunsulted‘for cultivation beceuse of cold, ruggednegs
and .aridity. o .
The* principel staple foodstuffs grown ln the Sierre are maize (corn),
potetoes, barley, wheat, and beans. Meize, which along with barley constitutes.
-the besic diet of the Sierran.wotking populatlon, is the most extensively
planted crop, though it is exceeded by potatoes 'in quantity of production.
It 13 also a prlncipel stnple foodstuff grown in the coastel region, elong with
benenes, rice, sugar and sweet potatoes. Fiftecn percent of all land under
cultivation is devoted to maize and barley. Barley grows at elevations up to:
11,500 £t,, as do potatoes. ‘Wheat production is concentrated 1nlthe zone
fron‘7,000 to 10,050 ft, Wheat yields are extremely low 28 a result of

irefficient mothods, luck of fertilizavs, Lrregularity of rainfall and other -
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fadtarg. In facc,:yields of nearly ail Sierra créés are low. The_mg,t v
pfoduccive intet-Aﬁdean basins are those around Ibarra, Quito, Ambato
and Cuenca, SOQe irrigation systems have been built to modify problems
of water supply and porous volcanic soils,

Although bananas had been exported from Ecuador from the 1920's, largg-
scale commercial production did not take place until after 1945, stimulated
by high prices and produgtion decreases in Caribbean countries caused by
plant diseasés, hurricﬁnes, and labor trouble., The construction of new io;ds
in the Pacific coastal region' aided the industry greatly. Ecuador became
the world's principal exporter of bénanas, maintaining this position even
though reductions in shipment occurred in the 1960's, principally to the
United States., |

Beginning about i870, Ecuador produced significant quantities of the

1
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on until the 10900,
In the peak year of 1916 nearly 50,000 metric tons were produced. Serious
outbreaks of Monilia disease in 1916 and‘of vitches' broom disease in 1922,
howaver, caused tﬁa abandonment of many of t.e huge plantations in the
Gua&aa lowland.

The 1§rgest coffee-producing areas of Ecuador ar; the hilly sections
near the coast northwest of Guayaquil ané fhe flanks of the Andes to about
5,000 ft. elevation southeast and east of Guayaquil. In contrast with
cocoa, coffea trees are planﬁed usually in small plots rather than on Iargd
plantations. ‘Production more than doubled during the two decades preceediné
the mid-1950's especially in respunee to the sharp rise in world market
prices after 1945 and had doubled again by the 1960's,

Rice, a staple food in the coastal region and also much in demand in the

Sierra, fluctuated greatly as an expert crop. 1t figured sigaificaatly in thef‘

natfonal wcouuvny when cocon failed, though Lts value wus srratic.



-Industrial development in Ecuador has been conzinea LargeLy co tne
‘manufacture of consumer gonds for a relatively small doweqtic market. |
Manufacturing embraces principally the preparation of foodstuffs, textiles,
shoes, fdrnitura and small wares destined for local markets. Bcuador, like
many other Latin American nations, is essentially an exporter of raw materiala
}'chiefly agricultural, and an importer of manufactured goods,

j Mining has not played aa important a role in Ecuador's economy as ;t has
~in the other Andean countries. The nmost egtensive mineral exploratioo hgs'f
been done in Oriente, where potentialities of petroleum deposits were con-
aioared favorable, Between 1937 and 1949.two.companies worked together in t
Amazon basin, but withdrew because their fiadinga did not warrant the con=-

struction of costly pipelines to transport oil from that 1a01ated region,
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Colombian border in Napo province, and‘eastern Ecuador witnessed a great
increase in tte exploitation and development of its petroleum resources,
Petroleima deposita also hava been exploited in the coastal region,
Petroleun was discovered bafora World War I on the arid Santa Elena peninsula,
}north of the Gulf of Guayaquil, British and Canadian oil companies started
work after 1918 and ore of the British companies alao had little success ang
its concessiona were taken up in 1951 by a United States company, which
opened a small rcfineryyin 1953, fhis, in turn, was soid to Ecuadorian in~
terest in 1962. Several Ecuadorian oil companies have also been active,
. An 11-nile pipeline from Ancon to the port of La Libertad, constructed by
& British concern, linked the Pacific coast deposits, The deposits of tha
Oriente are being developed and have been linked with the Pacific port of

Esnercldas,
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During the 1970's forecasts of Ecuador becoming anothar Venezuela f«
were strengthened by the fact that most najor oil companies. displayed great
interest in oil discovery, taking concessions or signing "associate" drilling
contracts with the state.. Texaco, which leads the consortium of companies,
fo:ecasts a daily production of 250,000 barrels. This would be enough to
increase by half Ecuador's current annual foreigﬁ exchange earnings of roughl
© $240 million, assuming the government retains 60% of the profits. (One
government economist has said that the regime is planning to invest the bulk
of its oil revenues in agriculture and industries that could compete with

those of neighboring countries) and to develop its social struccure.

V. GOVERNMENT STRUCTURE

Ecuador, the smallest and weakest of the states formed from the breakup
of Gran Colombia, during its turbulent political history as a constitutional
republic developed a conservative centralized government giving considerable
power to the president. The history of the country has been marked by the
conflict of Conservatives and Liberals, represented in large part by
gectional differences that exist between the Sierra énd the coast, and the
| conflict of the state with the strong temporal power of the Roman Catholic.

Church.

1. Constitution - The constitution of Ecuador adopted_in 1946 was

largely the work of Conservatives, though it maintained all of the basic
Liberal principlés and social goais, A new constitution adopted in 1967
;alled for a uﬁitary republic with the usual legislative, executive, and
judicial branches. It also called for a wide range of rights, duties Qnd
guarantces, including traditional persanal, political and property rights,

as wall as guarontees of cducatlon, labor, and social security, Other

provisions werae agrarian refoim duties end the rosponsibility of the stata
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{n planning the orderly and continuing development of the economy.

According to the 1967.Consti£uC1on; the,senace and the ‘chomber of deputies
comprise the congress. Sonacors, :otalins 54, are elected for four years,
The 19 main ptovlnoeo elect two genators each and the Galépagos Islands
?(Archipiélago de Colon) one; and in addition 15 “functional" senators are
 elected by spacial economic or cultural groups, repregenting education,
agriculture, business, industry, labor, the armed forces, civil polﬁoe,
journalism and learned sooietleo. Deputies are elected for two yeara. |
' The provinces elect a minimum of two deputies each -- one deputy for each.
80,000 inhabitants and fraction in excess of 40,000; the Galépagos Iglands
elect one. The president and vice president are elected foo four years and
are not elegible gor {mmediate reelection, All candidates for national offices
must be Ecuadorian-born citizens; the minimm age qualifications are 25 years
for deputies, 35 years lor genators and 40 years for the president and vice
'presidont. All.a:a elected by direct, zecre* vote. Suffraga f{s grozteld ta

men and women over 18; voting is compulsoxy.

2., Local Government ~ In 1960 Ehere ware 19 provinces and the terrxitory

of Galapagos Islands. The provinces were divided into 108 cantones, which,
~ 4n turn were divided into 893 parroquias ("parishes”) -~ 192 urban and 701
rural, Eacﬁ province is ruled by a'éovernor, each canton by a jefe policico

and each parish by a teniente politico.

Tﬁe Galdpagos Islands are administered through the Minigtry of National
Defense and are, technically, a naval command, Ten of the provinces belonged
essentially to the Sierra and five to the coast. The larges; in area are
Napo, Pastaza, Moroma-Santiago and Zanora-Chinchipe, the four sparsely pop-~

ulated Oriente provinces, and Guayas and Manab{ in the Pacific coastal regfon,
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Thg largest Sierra provinces are Pichincha, which includes considerable
Pacific low-land area, and Loja. The largest in terms of population were
Guayas (979,223), with Guayaquil; Menabi (612,542); and Pichincha (587,835),
with Quito.

. The continental territory of Ecuador is divided into nineteen provincas
Each of these is administered by a governor who is appointed by the Preaiuent
of the Republic and represents national rather than provincial interesca.
Each governor is aided by a popularly elected provinciai council, which
protects regional and local, rather than national, concerns and is
presided over by a popularly elected "prefect"., For its internal governmeat,
each province is divided into a number of cantons, each canton heing headed
by a political chief appointed by the national president on the recommendation
of the appropriate proﬁincial governor., Cantones are in turn divided into
' parishes. each governed by a politigal lieutenant, also appointed by the
ﬁresident‘with the collaboration of the appropriate governor and political
chief. Elected councils also exist at the cantonal and parochial levels,
The national government's control of the provinces and their subdivisions ..
fairly complete, being administered through the Ministry of the Interior.

Municipalities haQe been established in cantoas which contain urban
communities. Every municipality which is not a Sierra or Coastal provincial
capital has an elected seven-man municipal council functioning without a
mayor, the ceremonial head of the municipality being the presiding officer of
the council, 1In éwelve of the fifteen Sierra and Coastal provincial capitals
there arc nine-man councils and separately elected mayors (alcaldes) who are
not members of the councils., Each of the three largest cities of the Repub~
lic - Cuayaquil, the nation's chicf port; Quito, the national capital; and
Cuenca, 'the Athens of the Souch' - has an cleven-rian council and a

separately elected ﬁayor who may not participate or vote in meectings of the
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council, The members of all municipal councils are populaxly qlected'by a
Qariation of the list system of proportional representation for two-year
'terms. The fifteen mayors have two-year terms and are populagly elected
at the same time as the councils, | ‘ A

The constitutional and political position of the Ecuadorean municipality
is anomalous, In the unitary organization of the Republic the municipalicy 4:
i8s a sense an agent or tool of the national government; yet a considerabla.
degree of augonomy rests with the municipality. Municipal autonomy is en
" Ecuadorean rpality. its roots ;re deeply embedded in the history of the

country and have become interwoven with problems of regionalism and parti.

cularisn,

VI, pEALTH

1. ‘Status and Troblews - Ecuador's public health program has made
remarkable improveﬁent through national efforts and international cooperation.
The eradication early in the 20th century of yellow fever, which had retar led
the Fevelopment of Guayaquil, was the beginning of progress in improving
health conditions. Considerable progress also has been made in combating
mala;ia and tuberculosis. In cooperation with the United States Institute
of Inter-American Affairs, Ecuador virtually eliminated malaria as a cause of
death (ﬁs late as 1942 nearly 25% of all deaths were caused by that disease),
In cooperation with the World Health Organization, the country also 1n§roduéed
programs to prevent and coatrol tuberculosis, which in recent’ times caused
one-fifth of all deaths. Public health nmeasures were algo instituted to
| control venereal diseases, small pox, typhuc and plague. The increased

availability of potable water has contributed spprecicbly to the health of

the republic,
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Ecuador has a high rate of fnfant morta ty. It has been estimated |
that about 140 out of each 1,000 infants die in their first yvear and that only
about 40 of gvery 100 children born survive the age of five. Some progress
was mada in the réduction of infant mortality, however, through various general
public health measures and through the establishment of a few maternity
hospitals and child-health clinics in Guayaquil, Quico and some of the larxger
towns,

Malnutrition is also prevalent in Ecuador. The diet of the vast majority
is not only deficient in proteins, vitamins and minerals, but the total intake
of food is extremely low. A great majority of the inhabitants can afford only
| about one-half the daily intake of calories considered necessary by health
suthorities. The lack of roads to open up new food-producing areas, the
relatively low literacy rate and poor habits of hygiene contribute to male
nutrition in a.country appafently well suited to support a relatively high
level of health. Such foods as milk, eggs, cnd vegetables are luxuries f;r

the people who produce them.

2, Morbidity and Mortality inm Ecuador - Taking. the official reported

’

figures on morbidity and mortality only as relative indicators of reality,
they say the following: that respiratory fnd other infectious and parasitic
diseas?s are responsible for half of the deaths in the country; whooping
cough, measles and tetanus still claim an inexcusable number of lives, and
poor nutrition, lack of environmental sanitation, and inaccessibility of the '
modern health care system to most of the population are among the highest
determinants of morbidity and mortality in the nation.

Public health efforts in Ecuedor have had significant successe;: the
death rate has been halved in the past several decades. Smallpox, yellow

fever and yaws campaigus achieved the eradication or control of these diseasas.
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But basically, the causes of morbidity and mortality have changeq little in
. decades and the principal causes of death today are casily‘pfeventible,by .

public health efforts in programs of .vaccination, environmental aanitgcion,

nutrition, MCH, and Family Planning.

Official Health Statistics for Ecuador, 1969

General mOrulity- e o o 2 0 6 0 o 8 & b 0 e o . 10.9/1,000 population

Maternal mortality « « « « « ¢ ¢ ¢ ¢ ¢ ¢ o o & o 2,3/1,000 live births"
Perinatal mortality. « « ¢ o o e ® o s 0 v st o 29.3/1,000 live births
Infant mortality ¢« 4 ¢ 0 & 2 ¢ o 6 6 9 s s 0 8 91.0/1,000 live births
1 -4 age group mortality, « « « o o« o o o« « « o 16.6/1,000 in age group
Under 5 age group mortality. . . . . 30.7/1,000 in age grou

Percentage of deaths due to ill-defined causes
andsenility.......-.........21.3'/.
Percentage of deaths without medical
certification................57.98%
Percentage of deaths due to infectious disease , 48.21%
Percentage of total deaths in the under-five
agegrOUp.......-....--....52.79’4

Source: Ministerio de Salud Publica, Provsecicncs Cuzdriansles, 8h, Z2uz,

The genera”. mortality rate of 10.9 is quite low, only slightly higher
than that of th> Unfted States, As shown in the demography data, such a low
current rate i{s the result of a 1ong'fall which has halved the rate sinca
1930. As expected, a bruakdown of crude death and infant mortality rates
by region shows the Sierra rogion to. have the higheét rates. These measure~
ments have improved for the two most populated regions from 1962 to 1966,

Mortality and Infant Mortalitv Rates, By Region,
1962 and 1956

Mortalitv Rates/1,000 pcpulation Infant Mortality Rates/

Region 1962 1966 1962 1966
National total 12.9 11.2 95.9 90.4
Sievra 15.1 13.7 109.6 100.8
Coast 10,5 - 8.6 83.2 80.3
Oriente 9.1 9.3 54.7 56.7
Archipelago 1.2 6.5 153.8 25,0

Sourca: Sveretar{a GConeral de Plancacion, book 1T, vol. ITI, p. B2,


http:preventable.by

» 32 -

Ecuador's maternal mortali:y rate fell from 2.6/1,000 live birthsg in
i963 to 2.3 in 1969. In most of these years, Ecuador's was the second or
third highest in the Americas. Only about 20% of births in Ecuador in
these years had professional attention. The infant mértality rate of
91/1,000 live births also shows the result of a very long decline from around
160 in 1930 to about 100 in 19&0. The percentages of deaths caused by non=
specific causes and without medical certification reflect both the incompletu-
ness of statistics and the léck of medical care. Tﬁe over 497 of deaths
resulting from fnfectious diseases indicate'the dearth of preventive medicine
and the fact that Ecuador still suffers more from traditional than modern
causas of death. The over 507 of deaths in the under-five age group reflect
the poor medical care, nutrition, and sanitakion among this group. It also
indicates an obvious area of concentration for present public health programs.

In 1940, malaria and tuberculosis were said to be the leading causes of

death. Today they remain important causes.


http:mortali.ty

133 -

3, The Miniétgx of Public Health (Ministerio de=Sa1udi?ub11ca) ‘

Since 1963 there has been a concentrated effort beth in éﬁe bubligvand private
sectors to find a solution.to the proble: of Public Health in Ecuador., Intex-
national advice has been soughé and received on several occasions. Finally,
the Ministry of Public Health Qas created in 1967, It coordinates and inten’-
to integrate all health activities as part of one of the objectives of the
General Development Plan. The Ministry is in charge of thé problems of
nutrition and other services relating to health promotion, protection and

care of all its citizens. Chart #2 shows the structural division of the

Ministry. . . | '

Four health regions (Central, éoast, South and Manab{), geographically
cutting the nation across the traditional regions were created as the prin-.

- eipal subdivisions of the Ministry. The reorg;nization aimed for centralized
planning and te‘hnical standards with decentralized execution. ‘Separate
regional plans ire to be closely coordihated by the Ministry, as well as
various progrars involving other health agencies and ministriea.

‘ The Health Sector (sector de salid) under the Ministry of Health is
understood as the sum of public and private entities which carry out health
activities, be it as service providers, a product of basic socifal capital,
or collaborators with the National Health authorities. o

The Ministerio de Salud Piblica (MSP) is a relatively young institutio
in the process of consolidating recent activities (for example, it has in-
creaéed its share of the nation's hospital beds from 37 to ébproximately
50% by taking over the responsibility from the Ministzry of Social Welfare
in December 1973 the Ministry incorporated the anti-~TB league under its

jurisdiction as well as completing a national Five~Year Health Plnn;-
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Recent efforts have been made to decentralize administrative functions. Ac-
cording to Decree No, 232 issued in April 1972, each of the four health regions i
was empowered to: (a) study and evaluate regional health need#: (b) plan the
coordination of ;red~w1de health programs; (c) provide adequate technical
services to provincial health offices; and (d) evaluate program results,.

The Austral Regilonal Health Office, together with the University of Cuenca
Medical Faculty, has underteken several in~the-field investigations.

The functional chain of command at the national level goes from the
Minister through the Sub-Secretary of Health (vice-minister) to the ﬁirector
General of Public Health who has immediate responsibility for all MSP programs.
There are tﬁ;ee program areas: The National Directorate of Technical Services,
with susidiary Divisions of Health, Promotion (including MCH and a special
Department of Populaticn), Epidemiology, Nutrition, Environmental Sanitation,
Rural Health Services, Dentistry, General Ser'ices (Nursing, Social WOrk;'
Statistics, Health Education), and Medical cere (hcspital systems); the
National Directorate of Administrative Servizes includes the Divisions of
Finance, Personnel and éupplies; and the ﬁatinnal Directorate of Local
Services has the function of supervising and evaluaéing programs at the
Regional, ProQincial, Cantonal, Parish and Community levels. This strueﬁure

is shown grhpbically in the following simplified chart.
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Char:_II

- Ministry of Public Health
| |
Sub=Secretary of Public Health

Director General National Health Services
. i

. ' '
Director of ‘ Direeéor of Director of
Technical Sexvices . Local Services Administrative

(Evaluaticn and Services

Supervision of pro-
vincial, cantonal,
parish and co::unity

progracs,)
Personnal Supﬁlies Fineecee
T ' ; g T T -1
Promotion Epidemiology Nutrition Sanitation General Services Medical Care
of Health - .(1ncluding a, Health Educ, (Hosp. system)
a. Popul, SNEM) b. Nursing
Dept. c. Statistics
b. MC Health. d. Social Work
C. Mental Health -€. Bural Health Service
g rnvo‘ ﬂnn—nnh .
Health “ ' Dentistry

On a countiy wide basis there are four adminietrative regions (Centrat,
Souﬁhern, Coastal and Manabi) encompassing a total of nineteen provinces, Regions
and provinees have similar structures to those of the national level, and al-
:hough there is discernible thinning out of personnel as the level decreases, |
functional responsiblities are duplicated as well. The Director of SNEM
.(National Malaria Exadication Service) is responsible to the Southern Reglonal
Director. |

The regional directors have supervisory responsibilit._. ... s A
numbers of provinces and cantons which vary in the accessibility of éhe
facilities and commnitics, as well as in the concentration of pbpulationa,‘
ethnic groups, etc. The lack of travel fuads and transportation facilitics

have precluded adequate supervision,



The provincial chiefs have’gh@et them a chief of medical care, an epi-
demiologist and cﬁe'dLrecto:s'OE'heaIth‘cehtétd.

Further operatidné1 1§veIé superviaed‘by provincial directorates are the
cantonal hospitals of whiéh ghere are 32 (24 of which are neaiing completion), *

parish sub-centers, health posts and dispensaris.

4. Budget for Health .
A, Current budget ‘of GOE = $240,000,000

B. Appropriation for Health = 24,000,000
C. Percentage of gdcal budget dgdicated to Health = 10%
The Govérnment of Ecuador has.been going through a reoréénization process
tobintesrate the activities of many of the ministries in temms of an overall
plan for economic aad sécialvdevelopment, including the areas of education;

housing, and health, A five-year plan for health has supposedly been approved

- @

5. Social Security (IESS)

Whila the MSP has fully inteérated tte medical care facilities,
formegly under the Ministry of Social Welfare, with its preventive services,
some of its services overlap and compete with the vastly more wealthy Social
Security system (IESS). The latter operates four large hospitals of 1,260 beds
(with the possibility of expansion by 450 more), 8 small hospitals and 35
dispensaries for its 330,000 insured members. The system's chief drawback hag
been that it provides no health coverage for dependents except maternity .
benefits. Social Sggurity also gives workm?n's coempensation as a result of
employment~related injuries, and old-age pensions. The new poiicy uf'tha IESS

is that the 'social security should he progressively extended to cover all the .
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kworking pepuletion in both the urban and rural areas and . should glve services to
the entire family rather than to only the insu:ed worker". lt is planned thet .
within the next seven years, cere will extend te all methers and to children e
up to the age of 18. It is eleo planned thet the IESS will cooperete with the
- MSP by peying for the use of Ministry facilities in ereas where IESS hes nene.
IESS is elso eontemplating payment to the MSP for preventive services, sued ee
immunizations, malaria protection, and flouridation ef water which ie not new o
provided to insured persons.
6. Armed Forces
Another major health delivery system is that. of the Axmed Forcee (Mb).

It doee not actually duplicate MSP services, inesmuch as its only clientele

are the aetive and’ Ingctive military members of the armed services and their
families, There are now approximately 12,000 men in-ective service and for

each such person there are 4-5 inactive persors with families. Nonetheless, the
program does represent a "competing'" service, in that priorities are established
independently and funds and facilities are adwinistered autonomously, thus cauging
a dispersion of scarce national budgetary'reaaurces. The Minister of Public
Health would like to integrete the military system into the MSP, ‘but acknow-
ledges that under the present circumstances increased coordination is a more
practical geal. Results of this effort can be seen, particularly in the field
- of family planning, where the military's nine centers and nineteen sub-centers
for fanily planning are'providing services te the civilien populetion. The :

Air Force serves inaccessible rural civilian areas by evacuating emergency

cages end offering dental care.

7. Andean Mission

The Andecan Mission (Mision Andina) started as a U.N, eupported‘cr-
ganization in 1954 to try to intearate the Indinn pcoples of Ecuador, Bolivia -

and Peru into the dominant culture of their respective countriecs. The plan
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was to a{:hieve this 'ini:cgra'cion through bettemment of housing, roads, food,
~ducation and health, Ecuador nationalized the Andean Mission functions in
1960, and in 1970 it became an integral part 'of the Ministry of Social Welfa;:e
and now it 1is based iﬁ the Ministry of Agriculture., During its earliest
stages the st’aff cbt;s'ist:ed éhiefly of doctoxrs and paramedical staff since
health was stressed., Later, engineers, agronomists, agricultui:ists and
educators were also brought in,

The Mission Eirst started in small comz.mi.ties of 300 -~ 1,200 perso.ns,
bu: they are now working in larger ones comprising 10,000 - 15,000 persons in
which health services are integrated with cooperatives and with £ish and
w:lldl.ife activities. In each of their seven zones, there is one doctor, o;zle
nurse, one sanitary inspector, one dentist, 'ar'ul a variable number of auxiliarigs.
The auxiliaries live in tﬁe areas while the professionals usually live in the |
mg:ln city of th.e province, The medical program provides vaccinations (diptheria,
whooping cougﬁ, cetanus, and at times, polio), maternal and child, care, and
environmental saﬁitation.(latrines, ‘septic t.:anks, and wellg). The Ministry
of Public Healti: makes vaccines avaiiable. 'I"hefe has been some talk of inte-~ .
gr.:atir)g this service into the MSP. Syn_iboli.c of beginning integration is the

fact that training of staff is now being done in Quicé and Cuenca by the MSP,

8. National Malaria Eradication-Service (SNEM)

This was a separate program under the MSP until 1969 when it was
lt;tegratﬁd into the MSP structure as one of the programs within the Division
of Epidemiology of the Directorate of Technical Services. W:Lt:b na]:aria going
from about 1,350 cases in 1968 to 50,000 cases in 1969 as a result of monetary
difficulties and concurrent relaxing of activities, the Governzeat of’ Ecu:ﬁdor
quickly made funds available and restructured the SNEY org‘antzati.on. The .
number of cases has now been reduced to about 10,000, USAID extended its |

loan, covering parts of SNEM operations uncil tiic end of 1972 and 1is currently

assisting the .\ISP'in utilizing the existing infrastructure of the malaria



‘Aersdisacion'prsgrqm for dissemination of family planning information in<rurn1
“,sress. ':‘
In the malaria zones of Ecuador, Sz has one voluntary collaborator for
 3evsry six hundrcd people. Thsss collaborators were chosen by the spraying
teams as they made their rounds during the attack phase. They would ask in
'}each home which person in the village would be the best one with whom to .
.leave medicines and slides for the collection of blood. At the end of the cyciq
of spraying the nominations were tabulated and the most popular person was
approached to be the collaborator., The collaborator. has two main functions, to
make blood slides of all people who come dowvn with fever and to give them
presumptive malaria treatment. The slides.are then sent to the zonal headquarters
for examination and if a slide surns out to be positive, the person is £ollowqa
up by the auxiliary, the full time paid SNEX! worker of that area.

The auxiliary visits all of the voluntary collaborators every month,
He also visits homes in specified areas to determine if all patients with fever
have gone to the‘collnborstor for slood test and treatment, The auxiliary |
also visits schcols for health education. The auxiliaries are supervised by
sector chiefs and there is an overall, supervisor for each five or six sectors.

Above the supervisor is the chief of the zone, which may contain as many as

fifteen to twenty sectors.

9. Family Planning
A, Family Planning Activities - There is a Department of Population

1n shs Ministry of Public Health, charged with the responasiblity for family
planning activities, Through it, about 113 urban and rural centers have been -
equipped with family planning materials up to May 1972

It has also been engaged in training of the health personnel to'provide
. family planning services, The departnent plans to further extend its services.
and to reach the rural areas, but the bizzest problcm'is the lack of infra- -

structure for delivery of scrvices,



There areba'wide variety of feelings and atcicuaes about family plqnning
programs and services in the country. From iﬁitial discussions it is probably
_safe to say that shere is no one church, political, university, agency, 1nd1vidﬁa1,
or any other point of view regarding fanily planning services, but that these '
are varied even within different formal and informal parts of society and th?
couﬁtry. For example, the Mother Superior in one hospital in Canar Province
stated that they had done 39 tubal ligations in post partum patients since the
beginning of the year and appeared Eo be pleased, or at least not displeased
with that . fact. The Madre of the other hospital in the area disappraved.

. It appears tﬁat';efvices were more available in urban areas than in
~ rural areas. In the coast, there are reports of self-induced or illegally
induced.abortions.‘.Hbspital records do not indicate thg manner of a septic
abortion, ‘ |

T+ daea not annear that in Canar Pravinrg it wounld ha anv mare A1 FFL ey
than expected to include family planning serviies along with other maternal
and child health services, as long as such services are given on a voluntary
basis.: Currently, in the Southern Region ghe ‘argest family planning service
operation is the University Hospital in Cuenca and is operated under the

auspices of Planned Parenthood.

B. History of Sexrvice - 1966-1972 IPPE vwas vanguard in family plan~
ning in Ecuador. There are 2 clinics in Guayaquil, 1 in cﬁenca and 1 in Quito,
In i968 the Ministry of Defense became interested in family planning and
1mp1emeﬁted sexrvices ;n health centers, hospital and rural hreas. Services are
pfovided to both military and civilian personnel. UNFPA recently began |

financing a portion of the program. In 1973 there were 23 service f;cilities

with 4 mobile units functioning in Ecuador.’' In 1974 there will be 29 service

facilitics functioning i{n the country.
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- In 1968 the MSP had 133 service facilities operating in the country.
By 1972, 113 of chesc wcro offering fanmily planning services. The Andean
: Mission has 5 service facilittes opetating in the country. The Women's Medical
Association (having few doctors only) ope:ates 2 clinics in Quito and 1 in
" Santo Domingo. It is currently financed by Family Planning International As-
sistance. The Midwife Association has 1 clinic in the Maternity Hospital in,
Guayaquil. The National Family Planning Evaluation Unit in Quito is funded
by AID.

Five thousand health peop;e have received.aomavtraining (4~5 days) in
family'planning. Otberp have received training for longey periods. In Quito
aﬁd Guayaquil, post-partum facilities will be useﬁ as training éités.

Three of 23 facilities (MS) allow midwivgs to do examinations. Method
ratios in Ecuador: IUD 70%, oral 20%, other 10%; Hospital septic abortion
statistics do not distinguish between miscarriages and induced abortion,

woiiualed {luw) in Ecuador in i57i.

c. Vbluntary Organizatioﬁs « The, IPFF affiliéte in Ecuador (APROFE)

' ha; four clinics in operation in Quito, Guay;quil, and Cuenca. This organi-~
gation has trained large numbers of professionals and paramedicals in activities
related to family planning for its own program, for the MSP program, and for

| private services. It has been a major force in family planning information

programs to fhe public through the press, radio and movies.

10. CARE and CRS are integrating their child feeding programs into a

nut:ition{project under the National Nutrition Institute, to coordinate the

| work of all related agencies to bring about adequate nutrition for pre-school
children. CARE, CARITAS, and the Brethren Church are carwvying out s;all
projects in rural areas to promote training of community lecaders, to inte-

grate peasant youth to the process of socio-cconomic develnpment, and to

encourage the cormunities to make improvecments by thoir own efforts.



- 42 -

11. LEA, Red Cross, SOLCA - Three voluntary oiganizacions supported
almost completely by government funds are the Tuberculosis League (LEA), the
Red Cross, and the League Against Cancer (SOLCA). Although the activities
of these organizations were not discussed in detail, there seened to be
general agreement tﬁat the funds could be better utilized if they were spent.
through the qgtional health delivery systen. In this regard, the Tuberculosis
League (LEA) was integrated into the MSP by decree in December 1973. One
succeasfﬁl project of the SOLCA has been the assumption of responsibility
for the examination of all Papanicolaou smears taken during éxamingtiona
related to family planning services in the government health centers. AID

had made long-term‘'technical assistance available to train necessary tech=-

nical personnel for. this project.

12. External Assiétance/Multilateral ~ The Pan American Health Organization (PAH:

- Noeow -
has 2 -::b:: o2 tochalsal pacpls statisancd in Dewadss, The Csuntzy Regw

has been working with the MSP in the development. of its Five-Year Plan which
will have as a major goal the extension of healhh services to rural areas. A
Regional MCH/Populat;on.Advisor has been involved in the Ecuador Five-Year Plan
for fémily planning activities. PAHO also has malaria advisors in the country -
and 1s planning to assist in improving the epidemiologiéal capebilities relative
to eradication of malaria, .
_The United Nations Fund for Population Activities \uncra, 15 giving

support to the Ministry of Defense for its family planning program, which until
recently, had been receiving.hélp from the U,S, AID Mission in Ecuador. The

UNFPA is now negotiating with the Ministry 6f Public Health for support of its

family planning program,
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The Uhited Nations Development Program (UNDP), through the.Foodﬁgnd Agr1~;
culture Organization (FAO), is supporting a four-year program to strengthén the
National Agricultural Extznsion Servicae. The UNDP has ‘also been cooperating’
through technical assistance in thé control of eradiciation of hoof-and-mouth
diseasa.

The Inter~American Development Bank (IDB) has m;de technical assistance
‘available for agrarian reform programs of lands owned by the Roman Catholic
Church, To date Ecuador has obtained from the IDB over $28,000,000 for supplying

' potable water and improvement of sanitation in urban areas. A large investment
has also been made with IDB funds for the reorganization of the administrgtion
and curriculum in institutions of higher e%ucation and for expanding their
f;cilities. Technical assistance ﬁas been made available for improvement of
technical training. .

The World Bank (IBRD) has made large loans for road construction in the
gouthern region, which will facilitate extension of health servites to more
remote areas.

Bilateral - United States-USAID has m;de major inputs into the Ecuador prograﬁs
for family planning, nutrition and malaria control. USAID began its support for a
ptoject on responsible parenthood in 1966, collaborating with both the MSP and
the MD, This helped to_develop the MSP Population Department, to increase the
number of health centers giving FP services, to train large numbers of doctors

~ nurges, social workers, and auxiliaries, to develop programs for audio-visual .
input, to install an evaluation system and include population content in training
of primary and secondary school teachers. )

USAID support of malaria eradication activities through loans has termi-
nated recently although it is expected that additional supplies of DDT will be

made available to the progrum. There is also a USAID-supported project designed

to utilize SNIOM infrastructure for family planning education and promotion.



‘ USAID is now sipporting a pr&jecc to improve the nutrition of pre~school
children with the expectation that children free from debilitating diaen;n and
malnutrition will encourage families to plan fewer children.

Another project provides for the costs of including population dynamics
and family planning in the curricula of the three medical schools.

USAID has also been supporting a progr;m with the Ministry of Social
Welfare in which gociai workers in 81 communities are motivating xural couples
to go to.tural'healﬁh centers, including, those of the'Anhean Mission,.fo:
aervié;s.

. Germany has baeﬁ'carry;ug out & technical assistance project of agricultural
development in one proyipce;‘ It has also given a large loan for the utilization
of subterranean water for irrigation and drinking. It has also made investments

in the improvement and extension of primary and technical education.

13, Iezlth Mampower and Usmanpowir
| A, Medical Schools - The three oldest medical schaols of Ecuador,

in Quito, Guayaquil, and Cuenca, graduate about 120 physicians a year., A
fourth school, in Loja, is in its third year and therefore has not yet hﬁé 2
graduétion. The cuféiculum extends over seven years, which include one year of
intemship ;n a provincial hospital and a second year in a health sub-center.,

| B. School for Obstetrices (Mid-wives)- There are three schools to
prepare these high-level mid-wives, one in each of the universities at Quito,
Cuayaquil, and Cuenca. The curriculum is five years long, including one year
of rural practicc. About 30-35 obstetrices are graduated each year. These

professionals prefer to remain in the cities where there is a demand for them

and vhere they caﬁ command a better salary.
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€. Nursiag Schools - There are five nursing schools in Ecuador that -
graduate only about 45 nurses a year. The course 15 three years in length

plus one year of rural service.

D. Auxiliary Training - Auxiliary nurses are trained in the urban,
  vareas. Preferred candidates are those from.the areas wheFe the courses are.
'_ of£ered. Courses are also given for x-ray technicians, laboratory technicians, -
s;nitary 1nsy§ctors, and home economics technicians., _

- There are approximately 2,900 physicians in Ecuador, a ratid of 3.3/10,000
population, the éreatest céncentration being in Quito and Guayaquil, In locdli~.
ties of less than 100,000 inhabitants, the phygician/population ratio is 1,6/
10,000, There are only 150 physiciéns in all rural areas.

There are approximately 520 nurses in Ecuador, a ratio of 0.9/10,600
inhabitants. In localities under 100,000 there are only 14i nurgeg, a ratria
of 0.3/10.000.

Auxiliaries total 2,500 for the country, of which 1;100 are trained,

This represents 4,1/10,000 inhabitants.

A great deal of in-country short-tern training will be going on in iruador
during the next two years to better qualify staff of different ministries to
_carry out fﬁmily planning programs. Personnel of the following governmental
institutions will be involved: Ministry of Social Welfare, Andean Mission,
Rural Medicine Program, Health Center Directors, Doctors and Nurses of the MSP,
School of Nursing, School of Midwifery, Doctors 6f.the National Police, Social
Security Institute, League Against Cancer, Ministry of EducatiQn, Ministry of
Defense, Ministry of Agriculture, Obstetrics/Gynecology Societies of.Quiﬁo
and Guayaquil., Fifty-nine courses are planned for about 2,500 participants,
There will also be 80 participants receiving longer-term training (up to two
years) in other Latin American countrics or in the United States. All of this

training {3 cupported by USAID,



VIII. HEALTH IN RURAL ECUADOR (Site for DEIDS)

Rather than discuss rural health in general throughout Ecuador, the situ-
ation, in somewhat more depth, is described below for Canar ﬁrovince, the
initial site in the Southem Reglon (Zona Austral) where the DEIDS Project will
be developed: It represents an interesting initial demonstration area as it
lies geographically both in the Sierras and in the Costa. Thus Cenar represents
both similar and different kinds of problems including topography, transportae
tion, economy, health, etc.

Canar Province is one of five provinces (Azuay, Morona Santiaga, %mora,
Joja and Canar) in the Southern Region (Zona Austral) of Ecuador =~ which in
turn, 18 one of four administrative regions in this country. It is one of the
poorest and most rural provinces in a country which, as a whole, is among the
least developed and leust induetrieiized of the 20 Letin American republics,

The relative poverty and rurality of Caner Province is reflected by the
fact, for example, that in 1965 among the 1664 deaths occuring, 85.5 percent
were not attended by a doctor even in the final illness; this coapared with
no medical attendance of 60.6 percent of deaths in Ecuador as a whole, Among
the 19 provinces in the whole nation, by this particular health service ;n-
dicator, Canar Province was the second from the botton.

The population of Canar Province in 1972 was 138,400, divided among three

cantons, which are, in turn, subdivided into 28 parishes (paroquias), as follows:

Canton Parishes Population
Catar 13 67,030

" Azoques 1 45,170
Biblian b 14,000

The capital city of the province is the city of AzéXhes in the canton of
the same namo; the sacond largest urban center is the city of Canar in the

canton of that name. (Thus C~nar is the aame of a province, a canton, and a
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city - not to be confﬁsed with each other.) A much larger ciﬁj,.Cuenca, is
Just € féw miies south of the province of Canar in the adjoihing province of
Azhay;: Cuenca is the capital of the entire Southern Region and contains many’
government, marxketing, and health resources which serve the poﬁulatioﬁ of the.
Proviﬁca of Canar., A reasonably good road connects the cities of Cuenca,
Azogues, and Canar (in that order from south to north).

The Canar province population is overwhelmingly rural and of low ;qéome;
engaged predominantly in agriculture. There are varying definftions of "rural”
In Ecuador; one of these defines rural as all population outside of provincial
:aptialicities. Since the city of Azogues has about 30,000 population, by
this definition,.the province would be about 97 percent rural. A majority of
:he population lives in parishes not connected by paved roads to any urban
renter,

i. Leading causas of morbidity - Parasitism and diarrheal diseases (such
\s gastro-enteritls) as well as malnutrition and agemia are the two leading
nd most prevalea: causes of diseases. ﬁespiratory diseases, commnicable
ind infectious diseases, and complications of birth and pregnanéy and high °
lertility are also ranked as leading causes of morbidity. The following t#ble
tilizes the best available data which sumarizes morbidity facfors.at two

hospitals and two health centers with the best and most complete record systems.



PRINCIPAL CAUSES OF MORBIDITY

% Cases :
Parasitism % Cases % Caseas % Cases
Total Cases Enteritis Avitaminoses Respiratory % Cases _Problems
) January - Other Diar=- Malnutrition TB, Bronchial Communicable Cnildbirth % Cases
Health Institution June 19731 heal Diseases Anemia Pneumonia Infectious Pregnancy All Others
Azogues Hospitalz 3 4
Hospitalized 1,311 27 3 10 7 - | 53
Outpatient 1,170 38 2 9 11 4 26
Canar Hospital
Hospitalized - 1,254 41 9 20 - - 30
Outpatient 2,940 38 7 18 17 6 14
Health Center,s ' 6
Azogues o 557 49 1 6 33 - 11
Center, Biblian
Adult 1,405 25 3 8 3 8 53
chi 1d’ 1,238 59 6 13 5 - 7

In most cases, and unless otherwise indicated, cata are from actual records cumulated

for the first six munths of 1973.
Estimated data based on 1972 rccords for same period.

Data do not include 249 live births and 12 neonatal deaths.

Nearly one-fourth of this category were injuries of a traumatic nature

. (fractures, accidents, etc.)

> Nearly all outpatients were children, but no figures as to the percentage

are available.

6 Most were cases of influenza, but the exact nusber remains unknown.
7 Refers to children of primary school age and ycunger,



. 2, Leading causes of mortality - The causes of death parallel those of
mofbidiﬁy. Because only 11.87% of deaths were medically certified in 1972 (and
;dvan those are diagnostically suspect), it is difficult to.assess the relatiéc
vimporcance of mortality rates, vThere is a high percentage of Liifant deaths -
most of which are due to malnutrition, dehydration’ from parasitism, and respira-
tory problems, In most‘wealthier countries, over 707 of éhe registered deaths
© occur among the population age 50 yeaés and over., The opposite ratio prevai'-
'1n Ecuador, no.doubt reflecting the relatively high number of infant deaths.
According to the medically certified deaths registered in the hospital of
Azogues, the leading causes of non-fetal deaths were: dehydration from para-
sitism or gastro-intestinal disorders (20%); meningitis (14%); enteritis (107%);
pulmonary TB (10%.); coronary failure (10%); cerebral damage (8%); others (28%);

| Professional judgement has coincided with the analysis of available data
with one exception: the ranking of malnutrition and anemia. The physiclans,
however, said there was no real conflié: as malnutrition is so endemic that
unless an individual's well-being is seriously aggravated with another disea.e,
that person receives no diagnoses and treatment. As a medical reality, however,
mainutrition is closely linked with all principal morbidity rates.. In fact, the
inter-related aspect of the major disease categories should be stressed in the
following listing which ranks the most important health problems in rural Canar:

A. Primary: i) Parasitism, enteritis, and other diarrheal
diseases

2) Avitaminoses, other nutritional deficiencien,
anemia,

B Secondary 3) Respiratory (broachitis, pneumonia, TB,
' other pulnonat')
4) Complications of childbirth and pregnancy.
5) Conmunicable and infectious diseases,

13Q":Mdjbf doterninants of health problens

A. Lack of environmental sanizizinn, No potahle water,

A matority of tho ectev af Ars~ine and thn toune af Rthlian am
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23,000). Howavef; cbefe is no potable water in the entive province of Cd;ar;
The number of water purips in Che}province totals 120 (37 in Canar canton, 67
in Azogues canﬁon and 18 in Biblian canton). Except‘for 21 other small come
munities (anejos) with piped water, the majority oflthe population (in nearly
'200 anejos) depends on rivers, springs, creeks, or water pumps (wells) for

water,

No adequate human waste disposal. The three principal towns of Canar

Province have some sewage disposal (which 48 untreated and runs into nearby
rivers). An estimated 20,000 people benefit from this service. The remaining
population must resort to the use of 116 latrines scattered throughout the |
provinca, a goodly percentage (about 377%) of which are limited to school usage,
The control of human wastes, therefore, Is a critical problem.

Ecological and climatic conditions. Poor housing (and a high ratio of

perséns per dwelling) does not permit adequate protection from the environment
fus Lhe uvewwieining wajority of the popuiatior in rural Canar. This undoubtedly
éon;x;nutes signifiéantly to.the high incidence of respiratory disease as well

as communicable and infectious diseases.

- Lack of education. Perhaps this is the single most important factor,

Without knowledge and understan&ing of preventive health measures, a recognition
of community health problems and services, and the adoption of sanitary practices,
any effort is doomed to failure.

4., Malnutrition

A. Lack of nutrients. Scarce productfon of nutritious foods, despite

an adequate natural resource base, hinders prcper food consumption,
These nutritional deficiencies play a major role in the etiology of

many of their health problems.

Beate Salz hae summarized the findings of several reports on tha dlet of

the Sicrrh Indlans:



-so-<

"SCapla 1:ems, roughl} in order of 1mportance 1h the daily fare, are

maize, barley, potatoes, quinoa, othar native cereals, and :ubers, whea:, a ”’ ‘
 number of bean varieties, various gourds and ‘squashes, ;Sme vegetablea such as
~ cabbage, onions and wild herbs, and always ajil (a pepper). Meat'is ‘universally .
rare,.mostly a dish for festive occasions, and ordinarily one of.the few items:
that ii.bougﬁg w;ch the exception of cuv (guinea-pig), which is kept in all
‘Indian homés. Other food items that are bought‘afe salt, sugar (unrefined,
| in the form of brown cakes, panela), and'fats. Milk is hardly-ever.drunk fresh
veven wﬁere'it is available, although many diary articles, 1nc1uding fluid milk;
are handled and actually produced by the Indians, milk may be, used occastonally
in cooking or made into cheese".

One of the latest activities being undertaken by the National Institute
of Nutrition is thé use of modern broadcasting and advertising techniques adapted
to Ecuadorean cultﬁral pattems in order to eduqate ;he people on good health
habits and practices., They are especially interested in thg creation and p;o-
duction at low cost, of a nationally or reglonally processed high protein-
caloric multimix of weaning food formula to supplement the diet of the under-
nourished population - éspecially women and children -= based on acceptable
and palataﬁle native foods of high protein and caloric value, such as quinoa,

B. Poor economic cdddiffoné. The availability of proper foods is one

prﬁblem. A:corolla;y 1s the economic inability to produce or purchase for cone
sumption the proper foodstuffs, The typical farmer, whose family lacks the
proper proteins, raises a few chickens, lowever, he is forced economically to
sell t'.is product rather than consume it. Often he is unable to raise domeg=
ticated animals or grow adequate fordstuffs because he has no credic; 1icttle
good land, or poor farming te:hniques,

C. Cultural factors. Even if tha supbly of nutritional foods were

available (from a supply ard "demand" point of view), the rural person is
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often prevented from benefiting by cultural constraints. (Traditional food
preparatioﬁ which does not take full advantage of the nutritional potential
of foods, and resistance to non-traditional foods are examples of such
constraints).

5, Lack of medical attention,
A: Improper diagnosis. A review of morbidity and mortality rate
i{ndicates a high percentage of cases in which symptoms, not causes, are
delineated., No x=-ray equipmenﬁ, a minioun of .laboratory tests, and no medi~

cal referral system bespeak the poor diagnostic quality available.

B, Ineffective medical care. Hention has been made of the lack of

medical centers in the province. There is both a great misallocation of
resources (personal and material) and an inefficient utilization of personnel.

C. Lack of medicines and othér regsources., The distribution and

stocking of necessary drugs is pitifully 1nadeq;ate. For example, the principal
need for drugs ia rural health posts is for anti-pa;asitic and anti-diarrheal |
medicines. Almost none are available. Requests for resupply are on the avarage
8 months in arreacs. New shipments are rareiy completed according to order.

Also.'écveral physicians questioned the quality of drugs received.

"6 Health Services.

The health ser@ices in Canar Province, the site for the initiation

of DEIDS, are being described as an exacple of rural health sexvices in genefhl.

A. Ministrv of Public Health, The health delivery system, as per-
ceived by the MSP is pyramidal in form, with MSP service centers occupying dif=-

ferent blocks in tha pyramid. It appears as follows:



2 Hqspiéals (Canar)

2 Centros -de Saiud o
(Azogues and %“iblian)

6 Sub-Centros de Salud
(Suscal, Deleg, Pindilig
Gualleturo, E1 Tambo,
Manuel J. Calle)

Puestos Minimos de Salud
operated by MSP?

New type of peréon in Botiquin
(Approx. 10 promotoras in Deleg)

Sub=Ceatro - 1deally has 1 MD, auxiliary nurse and 1 sanitary inspector

Puestos Minimos de Salud - ideally has 1 auxiliary nurse and 1 sanitary
inspector -

Promotora - Quasi-MSP related

There is & general hospital of'120 beds ut Azogues, which theoreticall
serves the entire province, and a cantonal hotpital of 60 beds in the city of
Caﬁlr. The bed population ratio,'therefore,'za about 1,2 per 1, 000' Bo:h
-of thelu ‘{nstitutions ars old, with large wards, limited equipment, and small
1lta££s. The expenditure for all services ‘s said to be about 60 sucres ($2.50)
per patiént-day .Each of these hospitals has an out-patient department and
emergency room, Ultimate conttol over the hospitals is retained by the cenctral
Ministry of Health, in Quito, which pays salaries of all personnel directly
and rust give final approval to all appointaments. (The hocpital budget alloted‘
to regional authorities is limited to purchase of supplic?, transportation,
and related non-manpower expenses),

Health centers offer the following services: 1) maternal and child health
activities (including Family Planning), 2) dental care to pregnant women and
pre-school children, 2) immunizaticns, and 3) environmental sanitation., The

chicf of nedical care is {n charge of the provincial hospftal which provides:


http:Centros.de
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1) adult medical care, 2) obstetrics, 3) pediatrics and 4) general surgary,
The health sub-centers for ambulatory care are located in seven of the

provinces' 28 parishes, as follows:

Parish Population
(Canton of Caﬁar)
El Tambo
Suscal
Gualleturo 14,635

Manuel J, Calle
(danton of Azogues)

Pindilig ' 2,260

Deleg 6,200
(Canﬁon of Biblian)

Biblian 2,275

Thus, a total of 25,370 people live in parishes served by Ministry units for
ambulatory health care or about 18Y% of the provincial populatioa. If 6ne adds
the population of the cities (or towns) served.by the out-patient departments
of the two hospl-:als, the proportion (according to’the Regional Health Officer)
comes to about 247. Since a great portion.of the population, even in parishes
containing health sub-centers, are hardly aécessible to them, however, one may
estimate conservatively that about 807 of the population are without f&rmal
health services (a figure quite close to the non-medically attended deaths of
857% in 1965).

The staff of a health sub-center consists typically of a doctor, an
auxiliary nurse, and a sanitary inspector. Vacancies are relatively cbmmon.
While the doctors are theoretically "full-time", this means 33 hours per
week, it appears that all or most of then engage also in soﬁe‘privace practica,
The subcenters' doctors are all receat medical school graduates who are sat{s~
fying their mandatory year of rural pudolic health practice, Until recently
the Provincial Health Officer, located at the provincial cap’tal city of
Azogues, {s a private practiftonor (surzeon) who puts parr time {nto his ad-

ministrative duties. Heo ir assisced by a recently appointed provincial
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Ep;demiologist e jdsc returned from a year's MPH training at the University of

" puerto Rico.

The functions carried out at the health subecenters are overwhelmingly
éurativaumediciﬁe. There appears to be little systematic provision of preventive
| ﬁqalth garvice to mothers and children’ or to others. The prihcipal exception.h
is a program of vaccinations against smallp;x, measles, and some other com= .'
municable diseases conducted, not from the sub-centers, but from ﬁhe Provincial
Health Office; by a Chief Vaccinator and his four assistants. These men go |
throughout the province house~to-house (in the manner of DDT-spray teams in
malaria control programs) vaccinating childrea, when they can persuade the
 families. |

At the sub-centers there is a supply of drugs for treatment ofAcommon
f1lnesses. Superficial inspection suggests that the inventory of drugs éould
be much imprqved, both in terms of effectiveness and economy. Patients are

o

charged fees for these drugs, both at the ambulatory units and the hospital ’

OPD's.

B. Promotores de Salud, a New CatexzorVv of Rural Health Worker, -

. Since May 1973, the population of one parish, Deleg (6,200) has been

served by a new type of resource: health pro-otoras ("promotoras de s;lud")
housed in small one-room structures or 'botiquines'. These are typicglly |

. young women, with elementary educations (4-6 gcad;) from the villages who have
rgceived a 4-month training course in licited health care by a team of volune
teers including a ;egistered nurge (PX) from the U.S. Peace Corps. In the
"potiquines', as in the sub-centers, services are primarily curative in‘natu:a
and the drugs available are for treatment of only common illnesses,

" There are 8 small communities in the parish of Deleg served by these "promo=-

toras", who are in turn supervised by u zraduate nurse at the Deleg health

.lub-centor. The latter young woman is & recunt graduate of the Univorsity o!
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Cuenca Sclicol of Nursing, who is currently putting in her one vear of rural
service (mandated by a national. law for all university traired nurses and
doctors since 1970). It should be noted that, at this tinme, none of the
other six parishes with health sub-centsrs are served by "promotoras" ==
nor, of course, any of the remaining 21 parishes in the province.

C. Social Security - Other organized health care resources in the ?:évinc
of Canar are two small dispensaries of the Ecuadorian Institute of Sacial
Security ("Instituto Ecuatoriano de Seguridad Social" - I,E.S.S,), one each
in the cities of Azogues and Canar. The I.E:S.S. program covers only insured
industrial or commercial workers (not agricultural) and in 1971 there were
3,570 such insured persons in the province. Hospitalization of these persons
is prévided in a relatively modern IESS hospital of 60 beds located in nearby
Cuenca. The IESS has recently inaugurated a new program for coverage of re-
lated small rural communities but none of these is currently located in the
frov1nca of Cancr, -

D. Private Sector - The remaining health service resources in the pro-,
vinc; are gmall jrivate pharmacies, found in the main towns, and private
phys}cians. There were estimated to be 10 to 20 of the latter, all iu the
main towns. In a few towns, dentists.evidently come in from Cuenca for
private service one day a week. There are also various resources in Cuenca,
including the Universit& Hospital, thé Sociai Security Hospital, and sevaral
_small "clinicas privadas' that to some small extent gerve the people of ;
Canar Province.

The most widespread health service resources of the Province of Canar

are probably the local "curanderos" and midwives "parteras" who live in the

villages or "communes" or "parcialidades",
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