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Abstract

ABSTRACT 

Background: By the turn of the new millennium 84% of families in rur-
al coastal Ecuador had difficulties to access health services. A health re-
form some years earlier to improve this situation had not been implemen-
ted. In 2001, the non-governmental organization (NGO) Foundation Hu-
man Nature together with a rural population established a primary health 
care center in North-Western Ecuador. A public private partnership with 
the Ministry of Public Health was formed. Services depended on out-of-
pocket payments, restricting the poor’s access to care. In order to increase 
access to primary and emergency care, Foundation Human Nature 
planned to establish a community-based health insurance. In the mean-
time, a major health reform was initiated by a new government in 2008. 
It aimed at universal health coverage, providing qualitative services for all 
based on primary health care, while ensuring protection from financial 
hardship. The aims of this thesis were to appraise the feasibility of com-
munity-based health insurance in Ecuador; to study how rural stakehold-
ers perceived the 2008 reform and its effects on rural health services; to 
explore the local population’s perception of the NGO in service delivery; 
and to measure the scope and describe the nature of perceived emergen-
cies, the related health care seeking behavior and health expenditure. 

Methods: Quantitative and qualitative methods were applied to tackle 
the research objectives. Data collection for the health insurance study and 
the study of perceived emergencies was carried out through cross-sec-
tional household surveys. For each of the studies 210 households were 
sampled with two-stage cluster sampling. Structured questionnaires were 
used with on the spot household interviews. Focus group discussions with 
local stakeholders were performed to explore their perceived effects of the 
2008 health reform. The population’s perception of the NGO was also 
studied through focus group discussions, which were complemented by 
key-informant interviews with local stakeholders. Inductive qualitative 
content analysis, focusing on the manifest content was applied. 

Results: 69% of interviewees were willing to join the presented com-
munity-based health insurance scheme for 30 US$ per household and 
year. Attitudes towards the scheme were positive and 92% of interviewees 
stated they would increase their health service utilization with affiliation. 
The implementation of the 2008 health reform was perceived as top-
down, lacking communication. However, the reform’s effects were mainly 
perceived as positive with free medical attendance and drugs. Increased 
service utilization was described as leading to a relative shortage of drugs 
and appointments. Access problems for remote dwellers were found, who 
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were described of having to seek private care, also in emergencies. The 
NGO and its services were perceived positively by the population due to 
health care improvements in the region. The structure of the public 
private partnership was unclear, leading to dissatisfaction. Community 
participation was found to be rather weak. Perceived emergencies oc-
curred to at least 90/1,000 inhabitants in the past year. Fever, traumatic 
injury and abdominal pain were the most frequent chief complaints. The 
first contacted providers in 57% of all cases were private for-profit pro-
viders, including traditional healers. Public health services treated one 
third of all cases. Health expenditure was found to be high and cata-
strophic health expenditure occurred in 24% of all cases. 

Conclusions: Prior to the 2008 reform community-based health insur-
ance was found to be feasible in the study region. This financing instru-
ment may have a role in the post-reform system, to cover services that the 
government does not yet sufficiently provide. The effects of the 2008 re-
form were mainly perceived positively, but an adjustment of the system is 
needed to improve the relative lack of drugs and appointments, especially 
for remote dwellers. Free health services may not be sufficient to reach 
universal health coverage for patients with perceived emergencies. 
Changes in public emergency departments and improved financial protec-
tion for emergency patients may improve the situation. The NGO’s role 
was perceived positively by the population. A lack of communication 
about the public private partnership and relatively weak community par-
ticipation restricted the NGO’s full potential and should be improved. 
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Svensk sammanfattning

SVENSK SAMMANFATTNING 

Bakgrund: Vid millennieskiftet hade 84% av hushållen i Ecuadors kust-
område svårigheter att få tillgång till sjukvård. En hälsoreform med syftet 
att förbättra situationen, vilken antogs några år tidigare, hade inte        
implementerats. År 2001 byggdes en vårdcentral i nordvästra Ecuador av 
den icke-statliga organisationen (NGO) Foundation Human Nature i sam-
arbete med den lokala befolkningen. Ett offentligt-privat samarbete i 
vilket Hälsoministeriet medverkade inleddes. De tjänster som erbjöds på 
vårdcentralen var avhängiga av patientavgifter, vilket dock begränsade de 
fattigas tillgång till sjukvård. För att öka tillgången till primär- och akut-
sjukvård, planerade Foundation Human Nature att införa en lokal 
hälsoförsäkring. Kort därefter, år 2008, initierade en ny regering en stor 
hälsoreform i Ecuador. Den syftade till att införa “universal health cover-
age” dvs en allmän hälso- och sjukvård. Den skulle erbjuda hälso- och 
sjukvård främst baserad på primärvård av hög kvalitet till alla invånare, 
oavsett deras ekonomiska resurser. Syftet med denna avhandling har varit 
att utforska möjligheten att införa en lokal hälso- och sjukvårdsförsäkring 
i ett land som Ecuador; att studera hur representanter från lokal-
befolkningen upplevde 2008 års hälsoreform och dess effekter på sjuk-
vårdstjänsterna på landsbygden. Vidare att utforska lokalbefolkningens 
uppfattning om hur NGOn tillhandahåller sjukvårdstjänster; samt att 
mäta omfattningen av hälsoproblem i befolkningen som upplevts vara 
akuta, beskriva dessa akuta fall, hur och var de sökt sjukvård och vilka 
kostnader dessa fall lett till. 

Metoder: Både kvantitativa och kvalitativa metoder har använts för att 
besvara forskningsfrågorna i delstudierna. Datainsamlingen för studien 
om hälsoförsäkring respektive studien om akutsituationer genomfördes 
som tvärsnittsstudier baserade på enkäter riktade till hushåll. För båda 
dessa delstudier bestod urvalet av 210 hushåll som utvaldes med hjälp av 
två-stegs klustersampling. Strukturerade frågeformulär användes vid    
intervjuerna som genomfördes i hemmen. Fokusgrupper med lokala      
aktörer genomfördes för att utforska deras uppfattning om 2008 års 
hälsoreform. Lokalbefolkningens uppfattning om NGOn studerades också 
med hjälp av diskussioner i fokusgrupper, som kompletterades med inter-
vjuer av lokala nyckelpersoner. Kvalitativa data analyserades med induk-
tiv kvalitativ innehållsanalys med fokus på det manifesta innehållet. 

Resultat: 69% av alla som intervjuades var beredda att delta i den 
föreslagna, lokalt baserade hälsoförsäkringen för en kostnad på 30 US 
Dollar per hushåll och år. Det framkom positiva attityder till förslaget om 
hälsoförsäkring och 92% av de som intervjuades hävdade att de skulle öka 
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sitt användande av hälsotjänsterna om de skulle teckna hälsoförsäk-
ringen. Införandet av 2008 års hälsoreform uppfattades som styrt ovan-
ifrån och dessutom bristfälligt kommunicerat. Emellertid uppfattades ef-
fekterna av reformen huvudsakligen positivt med fri tillgång till läkarbe-
handling och läkemedel. Ökad användning av hälsotjänster beskrevs leda 
till viss brist på läkemedel och läkartider, särskilt för invånarna i de mer 
avlägsna delarna av regionen. Det framkom att dessa individer tvingades 
söka privat sjukvård, även vid akuta situationer. NGOn och dess tjänster 
uppfattades som positiva av lokalbefolkningen, på grund av förbättringar 
i regionens sjukvård. Strukturen i det offentligt-privata samarbete var 
dock oklar, vilket ledde till missnöje. Lokalbefolkningens deltagande vis-
ade sig vara något svagt. Upplevda akuta vårdsituationer förekom för åt-
minstone 90/1,000 invånare under det sista året. Feber, traumatisk skada 
och buksmärta var de vanligaste sökorsakerna. I 57% av fallen var den 
första vårdgivaren som kontaktades en privat aktör med vinstintresse, 
inklusive folk- och alternativmedicin. Den allmänna sjukvården behand-
lade en tredjedel av fallen. Kostnaderna för hälsovården vara höga och 
katastrofala privata sjukvårdsutgifter drabbade 24% av alla hushåll som 
hade upplevt ett akut sjukdomsfall. 

Slutsatser: Innan 2008 års reform infördes, drogs slutsatsen att en 
lokalt baserad hälsoförsäkring var möjligt att implementera. En sådan 
hälsoförsäkring skulle även kunna ha betydelse i sjukvårdssystemet som 
följt efter reformen, bl a för att täcka tjänster som den offentliga statliga 
vården ännu inte tillhandahåller. Effekterna av reformen från 2008 upp-
fattades i huvudsak vara positiva av medborgarna. Men det framkom be-
hov för anpassning av systemet, för att förbättra den relativa bristen på 
läkemedel samt utökade tider för läkarkonsultationer, speciellt för invån-
arna i de mer avlägsna delarna av regionen. Kostnadsfri sjukvård är möj-
ligtvis otillräcklig för att uppnå en allmän hälso- och sjukvård för de pa-
tienter som upplever akuta sjukdomssituationer. Ändringar i de offentliga 
akutmottagningarna och förbättrat finansiellt skydd för akutpatienter 
skulle kunna förbättra situationen. Den roll som NGOn spelar, uppfatt-
ades som positiv av lokalbefolkningen. Bristande kommunikation beträf-
fande det offentligt-privata samarbetet samt relativt litet engagemang 
från befolkningen, begränsade NGOns fulla potential och borde förbätt-
ras.  
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Introduction

INTRODUCTION 

In 2001, I had the opportunity to initiate, plan, fundraise for and con-
struct a primary health care (PHC) center together with residents of a 
rural region in North-Western Ecuador. The region, locally known as ‘El 
Páramo’, had until this point not had any health care facility accessible for 
the general population. 

I had encountered the people one year earlier and noticed that they suffe-
red from a variety of communicable and non-communicable conditions 
like malaria, diarrhea, respiratory infections, gynecological problems, ac-
cidents and many more. Hygiene standards were low, family planning al-
most non-existent. At that time, the closest health facility accessible for 
the general population was located in the nearest town, which implied 
traveling up to ten hours away from their homes, over muddy trails and 
bumpy roads. Many families did not have the means to pay for travels and 
health care, thus many conditions were left untreated. Stories about 
children dying from preventable and treatable diseases made me, and the 
few other volunteers I had recruited, work even harder. They also made 
me question the biomedical model of health care, which merely focusses 
on underlying pathology, without regarding social and environmental in-
fluences. The PHC center in the village ‘La Y de la Laguna’ started to ope-
rate with international volunteers in late 2001, serving 30 villages with 
the explicit aim to provide health care for everyone in need.  

Those early efforts led to the creation of a local health committee and a 
small international non-governmental organization (NGO), called Foun-
dation Human Nature (FHN). Both organizations together developed the 
PHC center further. They started public health projects, such as training 
of community health workers (CHWs) and health outreach and education 
campaigns in the region. Together they managed to form a public private 
partnership (PPP) with the Ministry of Public Health (MPH), which star-
ted to send a nurse, a doctor and medicines to the center. In order to 
cover some costs and to not be entirely donor dependent, a small sum, af-
fordable to most, was charged per consultation. Patients also paid for me-
dicines and materials, except for antimalarials, which were financed by 
the national malaria eradication program (Krisher et al. 2016), and free 
drugs in the maternity and child care program, when they were available 
(Chiriboga 2009). Patients who could not pay received free treatment, fi-
nanced by donations. Those in need were identified by local personnel or 
health committee members, knowledgeable of the situation in most villa-
ges.  
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I remember sitting in a simple wooden school building in one of the re-
mote villages during an outreach campaign, with a mother and her four 
children opposite me. The entire family was unmistakably poor, dressed 
in old, partly broken clothes, and sick. The kids were slim and pale, likely 
due to intestinal worm infections. Some had skin problems. Their mother 
also had some health complaints. She looked at me and said “Five Dollars 
is all I have, how much help can we get for this?” This is called out-of-po-
cket (OOP) payment at the point of service. It is obviously inappropriate 
and thanks to international efforts it is gradually vanishing. Nevertheless, 
it still occurs. Having to decide what help to give and what not to give due 
to such financial constraints is hard. Luckily, my hands were not comple-
tely tied, as the NGO’s donations could be used. Obviously, this did not 
lead to financial sustainability and could in the long run endanger the ent-
ire project. Ideas about a prepaid, solidarity-based financing system 
emerged. However, no reports about community-based health insurance 
(CHI) in Ecuador could be found and it was unclear if such an instrument 
would be feasible. To study its feasibility, scientific methods were employ-
ed, which ultimately led to the present thesis. 

Health is a basic human right as first declared in the 1946 constitution of 
the World Health Organization (WHO) and two years later in the Univer-
sal Declaration of Human Rights (United Nations General Assembly 
1948; World Health Organization 1946). Concrete attempts to put this 
right in practice have been made for example by the WHO through to the 
initiative ‘Health for all by the year 2000’ (World Health Organization 
1987). The United Nations put forth the current global agenda, the 17 
Sustainable Development Goals (SDGs). The SDGs contain one goal on 
health, SDG 3: “Ensure healthy lives and promote well-being for all at all 
ages” (World Health Organization 2015, p. 8). An overarching target to 
achieve this goal is Universal Health Coverage (UHC): 

Ensuring that all people can use the promotive, preventive, curative, rehab-
ilitative and palliative health services they need, of sufficient quality to be 
effective, while also ensuring that the use of these services does not expose 
the user to financial hardship (World Health Organization 2015, p. 41). 

The latter is known as catastrophic health expenditure (CHE). It usually 
occurs due to OOP spending on health services (Brinda et al. 2015) and 
affects the poor and near poor significantly more than richer households 
(Su, Kouyaté & Flessa 2006; Xu et al. 2003). 

According to Olinto and colleagues (2013), nearly 80% of the worlds ex-
treme poor lived in rural areas of low- and middle-income countries 
(LMICs) by 2010. Ecuador was no exception, with 39.3% of its rural po-
pulation living below the national poverty line by 2014, compared to 
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16.4% of the urban population (Instituto Nacional de Estadística y Censos 
2017). 

In Ecuador the right to health was guaranteed in a new constitution in 
1998 (Pan American Health Organization 2007). However, due to various 
reasons the new policy was not implemented (Baeza & Packard 2006). As 
a consequence of this, as well as earlier deregulation of the health system, 
72% of Ecuadorean families had difficulties to access health services by 
the turn of the millennium. In rural coastal parts of the country these 
numbers were as high as 84% (Yépez et al. 2005, cited in De Paepe et al. 
2012, p. 221). 

These facts and numbers were unknown to me in the early years of my 
commitment in El Páramo. However, I had seen the consequences of a 
lack of access to health care and financial protection with my own eyes. 
After studying the feasibility of community-based health insurance, ano-
ther constitutional reform took place in 2008. It promised no less than 
free services of high quality for all Ecuadoreans (Asamblea Constituyente 
2008). Given the history of a basically unimplemented reform a decade 
earlier, I had my doubts about this new attempt. Being a clinician and 
self-made project manager, I had already started to move from pure ac-
tivism to a more scientific approach. Consequently, a study about the 
2008 health reform was planned.  

Through a mix of quantitative and qualitative studies I have tried to cap-
ture the complex reality of the rural population’s access to health care and 
possible improvements from different angles. All too often we merely rely 
on numbers and statistics, which are important but not enough if we want 
to better understand the needs, perspectives and rationales of the popula-
tions we study. By doing so, we risk to remain blind for important aspects 
that may give us valuable insights and tools to understand and improve 
their situation. 

The present research is intended to create knowledge to further improve 
health care for rural populations in North-Western Ecuador and similar 
settings elsewhere, for instance through information to policy makers, 
project managers, researchers and others. This work has been a long 
journey on many bumpy roads, in rural Ecuador, as well as in the figurati-
ve sense. I truly hope it can make a positive difference for those who are 
not privileged when it comes to access to primary and emergency care.  

!9



The bumpy road to universal health coverage

BACKGROUND 

Rurality in low- and middle-income coun-
tries and health
Rural areas and populations 
This thesis studied access to health care in rural North-Western Ecuador. 
In order to clarify the need for the performed studies, certain background 
information and definitions are necessary. Until recently, the greater part 
of mankind has lived in rural areas. In 2007, for the first time in history, 
this changed, with the number of urban dwellers outgrowing rural inhabi-
tants (United Nations 2014). This increase is continuing. In 2014, about 
3.4 billion people lived in rural areas around the globe. This number is 
estimated to be relatively stable until 2020 and is then expected to decline 
to 3.2 billion by 2050 (United Nations 2014). As will be shown here there 
is a strong relationship between living in rural areas of LMICs and health. 

The majority of the world’s rural population live in LMICs, the so called 
‘developing world’, foremost in Asia, followed by Africa. Latin America 
and the Caribbean (LAC) together with North America have the lowest le-
vels of rural dwellers at around 20% (United Nations 2014). However, se-
veral countries in the LAC region have considerably higher numbers, 
Ecuador being one of them. 

LMICs are a heterogeneous group of countries. In 2016, gross national in-
come per capita and year differed between <1,005 US$ in low income 
countries, 1,006-3,955 US$ in lower middle-income countries and 
3,956-12,235 US$ in higher middle-income countries (World Bank 
2018c). In addition to differences in income, LMICs tend to differ from 
high income countries (HICs) in demography (Sudharsanan & Bloom 
2018), epidemiology (World Health Organization 2014), the occurrence of 
violent conflicts (Roberts & Browne 2011; World Bank 2018a), labour 
markets and welfare systems (Berens 2013; Schneider, Buehn & Mon-
tenegro 2010) amongst others. Health systems in LMICs are often affec-
ted by limited human, infrastructural and financial resources and tend to 
lack coherence because of multiple actors with different agendas (Cabie-
ses & Bird 2014; Global Burden of Disease Health Financing Collaborator 
Network 2017).  

According to the United Nations Statistics Division (2017), there is no 
single definition of the term ‘rural area’ applicable to all countries. Tradi-
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tionally, rural areas have been described as generally having lower living 
standards in comparison to urban areas. In HICs this is no longer true. 
Details concerning the situation in LMICs are described in the following 
sections. Further distinguishing features between rural and urban areas 
are density of settlement, percentage of the economically active populati-
on employed in agriculture, general availability of electricity and/or piped 
water and accessibility to e.g. medical care and schools. Countries in 
world regions that are lacking recommendations of how to define ‘rural 
area’ have to develop their own definitions (United Nations Statistics Di-
vision 2017). This lack of a coherent definition has to be kept in mind 
when making international comparisons.  

The rural poor and declining poverty 
As mentioned above, by 2010 the majority of the world’s poor lived in 
rural areas of LMICs. Almost two thirds of them were working in small 
scale farming (Olinto et al. 2013). 

Being extremely poor is defined as living below the international poverty 
line of Int.$ 1.9 per person per day. The currency is the international dol-
lar, a hypothetical currency which is converted to national price levels 
using purchasing power parities (World Bank 2015). It is used to make 
cross-country comparisons more accurately, e.g. “that two people living in 
different countries but with the same real standard of living are treated 
the same way” (World Bank 2013, p. 637). The approach of setting the in-
ternational poverty line is a complex task which has sparked many me-
thodological disputes (Jolliffe & Prydz 2015). When a certain country is of 
interest and the aim is not to do cross-country comparisons, the national 
poverty line should be used. Its definition depends on the particular coun-
try’s social and economic situation (World Bank n.d.). 

Globally, the estimated number of people living in extreme poverty has 
fallen from 1.7 billion in 1999 to 767 million in 2013 (United Nations 
2017). Nevertheless, these numbers do not capture people who are slight-
ly better off. They are living with the risk to fall below the poverty line be-
cause of economic shocks to their households, for example due to the cost 
of illness (Xu et al. 2003). 

Rural health care between horizontal and vertical programs 
Inhabitants of rural areas in LMICs depend on rural health services, 
which are part of the district health system. A district is the most peri-
pheral governmental unit, its borders are clearly defined and its typical 
population size is between 50,000 and 300,000 inhabitants. The district 
health system, a part of the national health system, comprises govern-
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mental and non-governmental actors, such as private providers and 
NGOs. It is based on PHC, but includes all health care activities, from 
personal health practices to the first level of referral, the district hospital 
(Tarimo 1991). In the 1987 Harare Declaration, the WHO called for the 
strengthening of this system in order to achieve ‘Health for all by the year 
2000’ (World Health Organization 1987). 

During the first 15 years of the new millennium the Millennium Develop-
ment Goals (MDGs) shifted the focus from the horizontal ‘Health for all’ 
concept to vertical programs on specific diseases such as HIV and mala-
ria. The integration of the two approaches proved to be difficult to imple-
ment (Cobos Muñoz et al. 2017). An example of the vertical approach is 
the Ecuadorean malaria eradication program, as mentioned in the intro-
duction of this thesis. For patients who do not suffer from the specific di-
sease, a vertical program may appear unfair and lower their trust in the 
health system. Exceptions can be well designed vertical programs that 
lead to strengthening of the health system (Abejirinde et al. 2018). 

The MDG era ended in 2015. Despite impressive progress in health and 
other areas, many MDGs had not been achieved. Thus, there was a clear 
need for a post MDG agenda. This need was filled by the ambitious SDGs, 
which the international community wants to achieve by 2030 (Solberg 
2015; World Health Organization 2015). SDG 3, the goal for health, com-
prises 13 targets, e.g. to decrease premature mortality from noncommu-
nicable diseases by one third and to end preventable deaths of newborns 
and children under five years of age. Other SDGs and targets are linked 
directly or indirectly to the health goal, e.g. ending poverty and achieving 
universal access to drinking water (World Health Organization 2015). As 
will be shown below, the state of rural health and health services is lower, 
compared to the situation in urban areas. If the international community 
truly wants to achieve the health related SDG targets, special efforts will 
have to be made to improve the living situation of poor rural populations 
and the health systems they have at their disposal.  

Universal health coverage in rural households 
As shown on page eight, UHC is an important underlying prerequisite to 
reach all other health related targets of the SDGs. It is an important, but 
not a new concept. The idea of universal health coverage already emerged 
in health care reforms in 19th century Germany, later spreading to other 
parts of Europe (Abiiro & De Allegri 2015). 
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In scaling up UHC, three dimensions need to be considered as figure 1 
shows: the population covered, the types of services covered and the costs 
covered (World Health Organization 2015, p. 42). 

The protection from financial hardship, or catastrophic health expenditu-
re (CHE), is a central element of universal health coverage. CHE is usually 
caused by out-of-pocket spending on health services. In 2008, the 5.6 bil-
lion people living in LMICs had to pay at least half of their health expen-
diture out-of-pocket (World Health Organization 2008), which illustrates 
the need for financial risk protection.  

Different definitions of CHE have been proposed and used (Ruger 2012; 
Wagstaff & van Doorslaer 2003; Xu et al. 2003). A widely used definition 
is that a household incurs financial catastrophe when its health expen-
diture exceeds 40% of its ability to pay (ATP), which is the remaining in-
come after meeting basic subsistence needs (Xu et al. 2003; Su, Kouyaté 
& Flessa 2006). Using this threshold, a multi-country analysis found that 
every year around 150 million people suffer CHE around the globe (Xu et 
al. 2007). Several authors have found that poor rural households have a 
significantly higher prevalence of CHE compared to urban and/or richer 
households (Khan, Ahmed & Evans 2017; Knaul et al. 2011; Qin et al. 
2017; Sesma-Vázquez et al. 2005). An important point to keep in mind is 
that households whose members do not seek health care despite needing 
it, cannot incur CHE (Xu et al. 2007). However, they may face another ca-
tastrophe, due to unneccesary suffering, disability and/or death. 
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Health in rural areas and implications for health care 
According to the World Health Organization (1946, p. 1), health is “a state 
of complete physical, mental and social well-being and not merely the ab-
sence of disease or infirmity.” Even if health is a basic human right there 
are several differences between rural and urban populations. 

First of all, there are differences in how rural and urban populations view 
health. Gessert and colleagues (2015), in a literature review on the topic in 
HICs, found that rural populations place greater value on functional in-
dependence, their ability to work and to fulfill their social roles. Moreo-
ver, they have a higher acceptance of ill health than urban dwellers. 
However, evidence from LMICs is lacking (Gessert et al. 2015).  

Besides poverty being more widespread in rural compared to urban areas 
in LMICs, the health status and life expectancy of rural inhabitants has 
been found to be lower, compared to their urban peers (Strasser, Kam & 
Regalado 2016). This includes children’s physical growth (Paciorek et al. 
2013), under-five mortality (World Health Organization 2015), death ra-
tes from breast cancer (Leung et al. 2014) as well as disability and all-cau-
se mortality amongst older adults (Zhang et al. 2017). 

The same pattern can be seen concerning disease prevention. In regard to 
access to drinking water and improved sanitation facilities the rural poor 
are lacking significantly behind the urban population (World Health Or-
ganization and United Nations Children’s Fund 2015). Vaccination cover-
age (Al-Taiar et al. 2010) as well as supply and use of contraceptions 
(Papo et al. 2011) have also been found to be negatively associated with 
rurality. Fertility rates are higher in rural compared to urban areas (Popu-
lation Reference Bureau 2015). These facts imply that basic infrastructure 
as well as effective preventive and curative health services need to be 
strengthened in rural areas of LMICs. 

Nevertheless, technical standards of rural health services are often lower 
compared to those in urban areas (Cronk & Bartram 2018; Dalglish, Poul-
sen & Winch 2013). In addition, the health workforce is concentrated in 
urban areas (Targa, Couper & Worley 2014; World Health Organization 
2015). The inverse care law as described by Hart (1971, p. 412) seems to 
be at work here: “The availability of good medical care tends to vary in-
versely with the need for it in the population served.” 

Primary health care 
While health as a human right was established in the 1940s the idea of 
universally accessible PHC was formally outlined in the declaration of 
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Alma-Ata (World Health Organization 1978). PHC aims to address the 
main health problems in the community. According to the declaration, 
PHC should be governed by equity and community participation and 
work together with other sectors concerned with both national and com-
munity development. Primary health care should provide health educati-
on, advocacy of appropriate nutrition, immunizations, supply of safe wa-
ter and sanitation, prevention and control of communicable diseases, ma-
ternal and child care including family planning, treatment of common di-
seases and injuries and the provision of essential drugs (Tarimo 1991).  

Health systems that focus on PHC have proven to be more equitable, have 
higher quality of care, better population health and lower expenditures 
(Strasser, Kam & Regalado 2016). Some examples are Costa Rica and Bra-
zil, which, after creating universal access to PHC, experienced immense 
drops in infant mortality, even after controlling for all other determinants 
of health (Tejerina Silva et al. 2009). 

Medical emergencies in rural areas 
Medical emergencies can occur anywhere and anytime. On the global le-
vel, the mortality from pediatric, infectious and maternal conditions, as 
well as injuries is highest in LMICs. Many of those conditions can be ef-
fectively treated through urgent and low-cost interventions (Anderson et 
al. 2012; Krug, Sharma & Lozano 2000). In rural areas of many LMICs, 
prehospital care, such as ambulance services, is typically not available 
(Nielsen et al. 2012). Due to the structure of the health district, the geo-
graphically closest health care facilities for rural emergency patients are 
often PHC centers. Besides, in most LMICs, effective emergency medicine 
systems are often absent (Kobusingye et al. 2005; Obermeyer et al. 2015). 
This explains why emergencies get treated anywhere in the health system, 
including in the PHC setting (Hsia et al. 2010; Levine et al. 2007). Where 
referral is inappropriate, e.g. due to absence of financial, human and 
technical resources, bad roads, remoteness and/or weather conditions, 
PHC personnel need to carry out prolonged emergency care (Duke & 
Cheema 2016; Levine et al. 2007). Given those facts, in the present thesis  
medical emergencies in rural areas of LMICs get conceptually included 
into primary health care. 

In studies involving health professionals, the term ‘medical emergency’ 
needs to be defined according to professional criteria. The definition is 
usually based on altered physiology and threat for life, organs or limbs 
(Bustos-Córdova et al. 2005). Yet, this will not be helpful in population 
based studies, where a patient, or someone who takes care of a patient 
needs to decide if the current health problem is an emergency or not. 
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When medically untrained persons take such decisions, they tend to base 
their perceptions on the pattern of symptom onset, advice of laymen and 
psychosocial factors (Morgans & Burgess 2011). 

Access to health care
Defining access to health care 
Access to care is an important concept, as certain population groups (the 
poor, the most vulnerable, women etc.) frequently have less access to 
needed services compared to more advantaged groups. It is an important 
health policy goal in LMICs and HICs (McIntyre, Thiede & Birch 2009) 
and definitely in rural areas. Thus access to health care needs to be guided 
by equity, leading to “equal access to health care by those in equal 
need” (Oliver & Mossialos 2004, p. 655). Russel and colleagues (2013) 
add that access should finally bring equitable health outcomes. 

At a quick glance access to health care may appear as a quite straightfor-
ward term, but it has been frequently defined, modeled, debated and dis-
puted (Ricketts & Goldsmith 2005). It is a complex, multidimensional 
concept and despite the further development of definitions and models, it 
is not surprising that there is no single clear definition of the term.  

Nevertheless, a widely accepted underlying base for the concept of access 
is the timely use of services according to need (Campbell 2000) or as Rus-
sel and colleagues (2013, p. 62) put it “the potential ease with which con-
sumers can obtain health care at times of need.” This indicates that access 
to health care involves individuals with a (perceived) health care need - 
the demand side or patient perspective. Furthermore, it involves a service 
- the supply side or health service perspective. The interface between the 
two is the possibility to receive the service (Russel et al. 2013) or the actu-
al, time critical ‘use’ of health services (Campbell 2000). Both perspect-
ives are attended to in this thesis. 

Relevant models of access to health care 
There are many different models and frameworks of access to health care 
(Levesque, Harris & Russell 2013; Peters et al. 2008, Russel et al. 2013). 
As will be shown, the interpretation of access depends on the specific so-
cial, economic and cultural context, the health system context (Cabieses & 
Bird 2014) as well as the perspective and focus of those developing and 
applying the concept (Obrist et al. 2007). Here I will describe the devel-
opment of different models that have been useful to outline the research 
of this thesis and how they are connected. 
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Access as ‘degree of fit’ or as empowerment 
How well the health service meets the needs of the individual has been 
described by Penchansky and Thomas (1981) as the ‘degree of fit’. They 
introduce five dimensions of access: 1. Availability (services, resources, 
programs etc.); 2. accessibility (location of services and clients, including 
transportation resources, travel time etc.); 3. accommodation (organiza-
tion of services to receive clients); 4. affordability (ATP, health insurance, 
costs etc.) and 5. acceptability (clients’ attitudes about provider character-
istics and vice versa). This model has been developed further by McIntyre, 
Thiede and Birch (2009) who combine accessibility, accommodation and 
availability into one dimension. Their model contains underlying ‘root 
causes’, such as type of health staff, their training and power relations. 
Access gets described as empowerment to use health care. The authors 
emphasize that empowerment has to be considered in a broad framework 
and that all dimensions have to be addressed in order to achieve access. 

Access as health behavior 
A different approach has been developed by Aday and Andersen (1974), 
who focus on service utilization and consumer satisfaction. They describe 
the characteristics of the population at risk as predisposing factors (age, 
sex, religion, values concerning health and illness etc.), enabling factors 
(income, insurance, place of residence etc.) and need factors (illness level, 
perceived by the individual or professionally evaluated). Later, Andersen 
(1995) developed the model further and included factors regarding the 
health system as well as the physical, political and economical environ-
ment. He included feedback loops, meaning the influence of actual out-
comes such as perceived and evaluated health status and consumer satis-
faction on subsequent predisposing factors, perceived need and health 
behavior. He views it as a process of learning or adaptation of the indi-
vidual service user. 

Based on Andersen’s model Irfan, Irfan and Spiegel (2012) developed a 
healthcare barrier model, studying barriers to accessing surgical care in 
Pakistan. Besides patient level factors as described by Aday and Andersen 
(1974), they include factors concerning the environmental level (e.g. pub-
lic government and law), health systems level (governance, information, 
physical and human resources, financing and service delivery) and pro-
vider level factors (knowledge, skills, professionalism, traditional pro-
viders, financial considerations, communication and provider gender). 
Hence, this model has a much stronger and detailed focus on supply side 
factors and how they can be improved, something that will prove to be an 
important part of this thesis. 
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Access in the livelihood framework 
Focusing on poverty, vulnerability and access to health care, Obrist et al. 
(2007) introduce the concept of livelihoods, based on work by Chambers 
(1995) and others. Livelihoods are described as human, social, natural, 
physical and financial capital. Vulnerability means the absence of control 
over factors such as politics, the economy, technology, climate (including 
disasters), epidemics and conflicts. The model includes the five dimen-
sions of access as introduced above (Penchansky & Thomas 1981) as well 
as health services and the individual. It adds the ability to mobilize liveli-
hood assets in a context of vulnerability as a critical feature to gain access 
to health care. Furthermore, the authors highlight quality of care in order 
to achieve positive health outcomes (Obrist et al. 2007). In a setting such 
as the one studied in this thesis, the recognition of livelihoods and vulner-
ability are important elements in order to understand access to care. 

Access between supply and demand 
The models described above appear to be the most influential and widely 
used, especially concerning interventions and research in LMICs. They 
show how complex the concept of ‘access to health care’ is. In a recent 
publication Levesque, Harris and Russel (2013) tried to bring more clarity 
into the discussion. They developed previous models further and pro-
posed a patient-centered approach concerning access, including demand 
side and supply side factors. The access model used in the present thesis 
integrates the approach by Levesque et al. (2013) with elements from An-
dersen (1995) and Obrist et al. (2007). It is shown in figure 2. 

On the demand side, five abilities are necessary for access: 
• Ability to perceive: Relates to people’s health literacy and beliefs as 

well as trust and expectations in health services. 
• Ability to seek: Describes the autonomy of the individual to make a 

care seeking choice according to one’s own personal and social values, 
culture and gender. 

• Ability to reach: The mobility of the individual, but also the ability to 
get free time (e.g. from work) to seek care. 

• Ability to pay: The capability of the individual or household to genera-
te economic resources to purchase health services, without incurring 
catastrophic health expenditures.  

• Ability to engage: The motivation and participation of the individual 
in decisions related to her or his own health care or the care of depen-
dent individuals (e.g. children, elderly in need of support). 
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Those abilities are related to the five dimensions of access on the supply 
side: 

• Approachability: Is information about available services and outreach 
provided to the community in a transparent way? 

• Acceptability: Is the service in a socio-cultural way acceptable to all 
population groups? 

• Availability and accommodation: Does a productive health service ex-
ist and is it reachable in a timely manner and concerning the physical 
distance (sometimes called ‘accessibility’)? Are providers present and 
opening hours, contact and appointment procedures organized in a 
way that the service can be reached? 

• Affordability: Are direct, indirect and opportunity costs affordable to 
service users? 

• Appropriateness: Does the service fit to the users’ needs? Is it adequa-
te and how is the technical and interpersonal quality? Is there conti-
nuity of care? 
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Figure 2. Access model

Sources: Levesque et al. 2013; Obrist et al. 2007; Andersen 1995
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This complexity explains why studies concerned with access usually focus 
on some dimensions or aspects and never the entire picture. The model 
shown in figure 2 shows access to care in the wider and dynamic frame-
work between (health) policy, organizations etc. on one side (uppermost 
part of the model) and the population’s living situation on the other 
(lowermost part). Health care services are influenced by policies, organiz-
ations etc. and so is the living situation of the population, their context of 
vulnerability and livelihood assets. Access to care happens in this broader 
context and gets influenced by the above outlined dimensions from the 
supply side and the abilities of the demand side. The entire course of ac-
cess to care affects the patient’s or caretaker’s access in a subsequent 
episode through a learning process. Economical and health outcomes in-
fluence livelihood assets.  

Improving access to rural primary health care 
Figure 2 shows that there is a wide range of possible interventions and 
tools to improve access to rural health care. To describe all of them is 
beyond the scope of this thesis. However, essential measures that are rel-
evant to this research project are described in more detail below. 

National health reform 
National health reforms with a focus on primary health care are powerful 
tools to improve access to health care for the rural poor (World Health 
Organization 2008). Important prerequisites for such reforms are strong 
political will, good stewardship and societal support (Carrin et al. 2008). 
The World Health Report 2008 outlines four sets of reforms to improve 
PHC and the access to it: Universal coverage reforms, service delivery re-
forms, public policy reforms and leadership reforms (World Health Or-
ganization 2008): 

• Universal coverage reforms can pool funds via taxes, social health in-
surance or a combination of both. It is important to move away from 
user fees paid at the point of service and towards pre-paid contribu-
tions according to people’s ATP. Those reforms need to work on ex-
pansion of the three dimensions shown above in figure 1 (p. 13). Soci-
al health insurances pool funds from mandatory contributions of wa-
ges, usually from employers and employees. They exist as (semi-)au-
tonomous entities and give the insured population a clear set of bene-
fits. Tax-based systems cover in principle the entire population, but 
cannot always rely on a stable budget, as they compete with other 
sectors about the general budget (Gottret & Schieber 2006).  

• Service delivery reforms aim to put people and their health needs in 
the center of health care, which gets delivered in continuity and close 
to their homes. Primary care providers are supposed to serve a clearly 
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defined population and become the coordinators between clinical 
specialists and social services, while people are partners in managing 
their health and the health of their community. 

• Public policy reforms can be divided into three groups: health system 
policies - concerned with essential drugs and technology, human re-
sources, quality control and so forth; public health policies - concer-
ned with priority health problems, prevention, health promotion and 
rapid response capacity to fight outbreaks and disasters; and ‘health 
in all policies’ - meaning health related issues in other areas, such as 
education, labor, transport etc. Those are beyond the direct control of 
health policy makers, but can still be influenced via cross-sectoral ac-
tion in order to contribute to health. 

• Leadership reforms focus on finding the right balance between two 
extremes, ‘control and command’ on the one hand and ‘letting things 
take their own course’ on the other hand. They need to work towards 
a participatory policy dialogue for PHC reforms, involving a broad 
number of stakeholders such as professional and civil society organi-
zations, politicians, scientists and donor organizations.  

Such reforms are continuous processes which need careful monitoring 
and adjustments along the way. They take many years but are ultimately 
the most powerful way to respond to the rising demand by populations for 
equitable and effective health care (World Health Organization 2008).  

Ridde and Morestin (2011) reviewed 20 studies on health reforms aimed 
at the abolition of user fees in sub-Saharan African countries. They found 
positive effects on service utilization, but point out that preparation and 
implementation processes were deficient regarding information and par-
ticipation of stakeholders and communities (Ridde & Morestin 2011). 
Many LMICs have segmented health systems with social health insurance 
for the formally employed and their families and services from the Mi-
nistries of Health aimed at those who are not formally employed. 
Wagstaff and colleagues (2015) examined 20 Latin American countries 
and found that countries with a single integrated health system are closer 
to UHC than countries with semi-integrated systems or those that yet 
have to start the integration process.  

Community-based health insurance 
Where national health financing systems are still absent or not well func-
tioning, community-based health insurance (CHI) can be a possible solu-
tion in order to move away from out-of-pocket payments for health care, 
especially for the rural poor (Fadlallah et al. 2018; Ranson 2002). CHI 
schemes provide risk pooling of community resources, usually on a volun-
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tary basis. They are non-profit arrangements and work through prepay-
ment, on the individual or household level. In return, they pay for specific 
health services, called the benefit package (Fadlallah et al. 2018).  

There is a large body of scientific literature on CHI schemes, their impact 
and weaknesses. Two bigger review articles found evidence that CHI 
schemes can reduce OOP spending and increase health care utilization 
rates (Ekman 2004; Spaan et al. 2012). Spaan and colleagues (2012) re-
port furthermore that CHI can increase quality of care and lead to social 
inclusion of vulnerable groups. On the other hand, some researchers have 
found that CHI schemes have little impact on sustainable financing due to 
meager risk pools (Adebayo et al. 2015; Carrin, Waelkens & Criel 2005; 
Ekman 2004). Umeh and Feeley (2017), in a review of 49 schemes found 
that the poor lacked equitable access to health care and proposed meas-
ures to improve the situation, whereas Ekman (2004) points out that CHI 
schemes can lead to the exclusion of the poorest. Adebayo and colleagues 
(2015) reviewed 25 CHI schemes and state that benefit packages are often 
limited, which creates the risk for OOP expenditures for services that are 
not included. However, the authors conclude that if reasons for failing 
schemes are carefully addressed, CHI may help to cover large rural com-
munities on the way to universal health coverage (Adebayo et al. 2015), 
which gets supported by Carrin and colleagues (2008). The development 
of umbrella organizations for such schemes, national guidelines and ac-
creditation processes as well as partnerships with governments and aca-
demia may be helpful for the expansion of CHI (Ron 1999). 

Non-governmental organizations 
Globally, a huge number of national and international NGOs are working 
in the field of health and development in LMICs. They are moving billions 
of United States Dollars (US$) each year, yet exact figures are unknown 
(McCoy, Chand & Sridhar 2009). Those organizations assist people in 
need, where local government’s capacity is still too weak (Brown & Moore 
2001; Gellert 1996). International NGOs can be defined as organizations 
formed by members of the civil society of a relatively wealthy country, 
where they are typically incorporated; they usually work not-for-profit in 
at least one LMIC, independent from its government (Edwards 2000; 
NGO Code of Conduct for Health Systems Strengthening Initiative n.d.). 

NGOs working in health usually have one or more of the following func-
tions: health service delivery, capacity building, research, social welfare 
and influencing policy (Brown & Moore 2001; Gilson et al. 1994). Evi-
dence exists that NGOs can improve health care access and service quality 
for poor rural populations (Ahmed et al. 2006; Gilson et al. 1994; Levin & 
Kaddar 2011; Mercer et al. 2004). They tend to be flexible, cost-effective, 
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have focus on community participation and work close to the poor (Ejaz, 
Shaikh & Rizvi 2011; Lewis & Kanji 2009; Obiyan 2005). On the other 
hand, NGOs are often donor dependent and hence accountability may be 
shifted away from the population they serve. Institutional weakness and 
problems with sustainability are other issues that have been observed 
(Obiyan 2005; Stefanini 1995). Furthermore, NGO driven projects can 
lead to the fragmentation of PHC systems due to lack of coordination 
between NGOs and the government (Pfeiffer 2003).  

To overcome some of these issues, NGOs need to work in close relations-
hip with public services (Dickson 1997; Ejaz, Shaikh & Rizvi 2011; Pan 
American Health Organization 2006). Such cooperations are known as 
PPPs, public private partnerships (Whyle & Olivier 2016). ‘Private’ can 
stand for non-profit and for-profit entities. Kickbusch and Quick (1998, p. 
69), on behalf of the WHO, state that “partnerships for health bring to-
gether a set of actors for the common goal of improving the health of po-
pulations based on mutually agreed roles and principles.”  

The term, however, is used for a wide range of partnerships. These range  
from global PPPs for the delivery of vaccines and medicines, such as the 
Global Alliance for Vaccines and Immunizations (Buse & Harmer 2007), 
over hospital management (McIntosh et al. 2015) to pro-poor initiatives 
with a wide range of activities, such as income generation and access to 
safe drinking water (Khanom 2011). In a systematic review from Southern 
Africa, researchers found eight different types of such arrangements  
(Whyle & Olivier 2016). Hereinafter, the term PPP gets used only for pub-
lic health services involving government and NGOs. Successful examples 
of PPPs are governments contracting NGOs to deliver PHC services (Loe-
vinsohn & Harding 2005), which has been found to increase quality and 
to be cost-effective (Bishai et al. 2008). Nevertheless, broader evidence on 
such PPPs in the literature is scarce (Whyle & Olivier 2016). 

Ecuador
Country description 
Located in the North-Western part of South-America, Ecuador is the 
smallest of the Andean countries. Its land extension is 256,370 km2. It is 
bordering Colombia in the North, Peru in the South and East and the Pa-
cific Ocean in the West. The Andes stretch from North to South through 
the country and divide it into three zones, with the Amazon region in the 
east and the coastal lowlands in the West (map 1). The Galapagos islands, 
about 1,000 km off the cost, belong to Ecuador. 
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In 2016, this multi-ethnic country had 16 million inhabitants (World He-
alth Organization 2018a). In the 2010 census, about 72% of the popula-
tion identified themselves as Mestizos (mix of Indigenous and Caucasian 
origin), the remaining 28% were almost evenly spread between Indige-
nous (various ethnic groups), Montubios (inhabitants of the coastal 
areas), Afro-Ecuadoreans and Caucasians (Instituto Nacional de Esta-
dística y Censos n.d.). 

Recovering from periods of military dictatorship in earlier decades, Ecua-
dor, as many other Latin American countries, went through an economi-
cal crisis in the 1980’s, a period which later was called ‘the lost 
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Source: www.maphill.com                                  © Maphill 2011 / CC BY-ND

http://www.maphill.com


Background

decade’ (Fraga 2004). This led to the so called Washington Consensus, an 
initiative of macroeconomic reforms introduced by the International Mo-
netary Fund and the World Bank. Those reforms, often referred to as ‘ne-
oliberal’ (Rasch & Bywater 2014), generally aimed for a liberalization of 
trade and foreign investment, fiscal discipline and privatization (Council 
on Hemispheric Affairs 2005). They failed to reach their overall goals 
(Moreno-Brid, Pérez Caldentey & Ruíz Nápoles 2004). 

In combination with yet another major economic crisis in the 1990’s, 
Ecuador’s social inequality, exclusion and poverty had deepened at the 
beginning of the new millennium (Larrea 2004). In 2000, the govern-
ment adopted the US$ as the only national currency, a measure that so-
mewhat stabilized the situation, but in return created new economical 
challenges (Larrea 2004). Between 1992 and 2006, the country, which is 
a presidential republic, went through political instability. It had eight dif-
ferent governments, even more ministers of health and short periods of 
social unrest (De Paepe et al. 2012; Pan American Health Organization 
2008). After the election of a left-wing government in late 2006, Ecuador 
gave itself a new constitution in 2008, initiating major reforms in many 
public sectors (Asamblea Constituyente 2008). The era was called the ‘ci-
tizens’ revolution’ (Rasch & Bywater 2014). High oil prices between 2006 
and 2014 led to economic growth during this period (World Bank 2018b). 
Ecuador’s main exports are petroleum, bananas, cut flowers, shrimp, 
cacao, coffee, wood and fish (Central Intelligence Agency 2018).  

According to the World Bank income classification, Ecuador is a higher 
middle income country (World Health Organization 2018a). Its Human 
Development Index for 2015 was 0.739, placing it on rank 89 out of 188 
countries (the index is a summary of three indicators, measuring human 
development: life expectancy at birth; adult’s mean years of schooling and 
children’s expected years of schooling; and Gross National Income per 
capita [United Nations Development Programme 2016]). The inequality 
index (Gini coefficient), which measures the gaps in income equality 
(where 0 stands for absolute equality and 100 for absolute inequality) has 
been steadily declining since 1999. By then, it was 58.6 and fell to 45.0 in 
2016 (Federal Reserve Bank of St. Louis 2016). For comparison, in the 
2010-2015 period, South Africa had the highest income inequality with an 
index of 63.4 and Norway the lowest with 25.9. In the LAC region Peru 
had 44.1, Colombia 53.5 and Haiti 60.8 (United Nations Development 
Programme 2016). By 2017, 21.5% of the population lived under the na-
tional poverty line of 84.49 US$ (extreme poverty 47.62 US$) per person 
and month (Instituto Nacional de Estadística y Censos 2017). 
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Ecuador’s health profile 
Life expectancy at birth is 74 years for men and 79 years for women. The 
total fertility rate per woman 2.6. The leading causes of death are ischae-
mic heart disease, stroke, lower respiratory infections and road injuries. 
The burden of disease is highest for noncommunicable diseases including 
neuro-psychiatric conditions, followed by unintentional injuries. In-
fectious diseases including malaria, tuberculosis and HIV, contribute less 
to the total burden of disease, but still play an important role (World He-
alth Organization 2018a). Thus, as many other countries in demographic 
and socio-economic transition, Ecuador is suffering from a double burden 
of disease, putting pressure on its health system (Boutayeb 2006). 

During the MDG era, the country has made remarkable improvements 
concerning most goals. It has for example more than halved the propor-
tion of people living in extreme poverty. The under-five mortality rate has 
been reduced by almost two thirds and the maternal mortality ratio by 
half. The percentage of the population living without improved sanitation 
and access to safe drinking water has been more than halved. However, 
universal access to reproductive health and HIV/AIDS treatment has not 
been achieved. (United Nations 2015).  

Rural-urban differences 
The National Institute for Statistics and Census defines rural area as 
“human settlements with less than 2,000 inhabitants” (International La-
bour Organization n.d., p. 3; International Labour Organization 2016). In 
2013, 37% of the population lived in rural areas (World Health Organiza-
tion 2018a), clearly more than the average of 20% in the LAC region 
(United Nations 2014). Examining detailed indicators, it gets clear that 
Ecuador is no exception concerning the above outlined divide between 
urban and rural areas (Instituto Nacional de Estadística y Censos 2017). 
As mentioned above, catastrophic health expenditures are more prevalent 
among the rural population. A study comparing such expenditure 
between 12 Latin American countries found that Ecuador (together with 
Bolivia, Colombia, Mexico and Nicaragua) had the largest difference of 
CHE between rural and urban areas, with a two to four times higher pre-
valence in rural compared to urban households (Knaul et al. 2011). Im-
proved drinking water sources were used by 93% of the urban, but only 
76% of the rural population. Concerning the use of improved sanitation 
facilities the divide was lesser, with 87% of the urban and 81% of the rural 
population using such facilities (United Nations 2015). Access to repro-
ductive health services were lower for rural women compared to their 
urban peers (Goicolea, San Sebastián & Wulff 2008). A study comparing 
stunting in children (low length-for-age) between urban and rural areas in 
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the Ecuadorean highlands found an alarmingly high prevalence of 37.4% 
in the rural, compared to 17.7% in the urban setting (Ortiz et al. 2013). 

The Ecuadorean health system 
The Ecuadorean health system underwent major changes since 2008, 
when the newly elected government initiated a large-scale health reform 
(Asamblea Constituyente 2008; Malo-Serrano & Malo-Corral 2014). To 
put this reform into its context and to understand the health system dur-
ing the years of this research project, the pre-reform situation is explained 
below, followed by a description of the post-reform health system.  

Pre-reform situation 
In the 1990’s and early 2000’s Ecuador’s health system was widely dereg-
ulated. Many reform proposals had never been taken further due to un-
clear roles and conflicts between the involved institutions. The role of the 
Ministry of Public Health (MPH) was weak and the private sector was 
growing fast and benefitted economically. The constitutional mandates of 
the two main public providers, the MPH and the Social Security Institute 
(Instituto Ecuatoriano de Seguridad Social including the Farmer’s 
Health Insurance, Seguro Social Campesino, IESS-SSC) were widely 
overlapping (De Paepe et al. 2012). This had led to the creation of parallel 
systems (Pan American Health Organization 2008). Physicians in the 
public system had managed to reduce their working time to four hours 
per day, many provided private services on the side. Waiting times for 
public services were long and almost two thirds of the general population 
perceived their quality to be low (De Paepe et al. 2012). 

As briefly mentioned in the introduction (p. 9), the Ecuadorean constitu-
tion from 1998 stated that health is a right and that access to health care 
by people in need must be uninterrupted (Pan American Health Organiz-
ation 2007). However, this was policy on paper which was never imple-
mented (Baeza & Packard 2006). Thus, it is not surprising that the major-
ity of Ecuadoreans had difficulties to access health services (Yépez et al. 
2005, cited in De Paepe et al. 2012, p. 221). One exception was the free 
maternity and child care law. It led to the increase of utilization of such 
services and consecutively neonatal mortality decreased (Chiriboga 
2009). Examining national data from 2004, López-Cevallos and Chi 
(2010) found that poor and rural households had a lower likelihood to use 
curative and preventive services. In the same year, 64% of the entire 
health revenue was financed by OOP payments, one of the highest rates in 
the LAC region (World Health Organization 2018b). The poorest quintile 
had higher rates of such expenditure than the richer ones. In 2004, 11% of 
the non-poor population fell below the poverty line due to OOP payments 

!27



The bumpy road to universal health coverage

(Baeza & Packard 2006). This is not unexpected, given the fact that do-
mestic general government health expenditure (as percentage of the 
Gross Domestic Product [GDP]) declined from meager 1.3% in 1990 to 
0.8% in 2000 (World Bank 2005). In comparison, the Latin American av-
erage was 2.12% and 2.44% respectively (Martín-Mayoral & Sastre 2017). 

2008 health reform in Ecuador and post-reform situation 
The 2008 constitution abolished user fees for public health services on all 
levels of care (Asamblea Constituyente 2008). It guarantees all citizens 
“health promotion, prevention and comprehensive family and community 
care, based on primary healthcare; […] and promotes the complementar-
ity with ancient and alternative medicine” (Asamblea Constituyente 2008, 
p. 111). All health services are supposed to be equitable, safe and of high 
quality. The access to quality medicines is guaranteed and public re-
sources are supposed to be distributed according to health needs 
(Asamblea Constituyente 2008). 

In contrast to governmental inaction after the last reform ten years earli-
er, this time the State budget for public health was raised to two percent 
of the GDP and the budget of the MPH was almost doubled (De Paepe et 
al. 2012). Officials of the MPH and the Pan American Health Organization 
(PAHO) report a five times higher annual investment in health compared 
to the years prior to the reform (Espinosa et al. 2017). This was mainly 
used to raise salaries, increase drug supplies, build or repair hospitals and 
health centers and to substantially increase the health workforce (Es-
pinosa et al. 2017; Paepe et al. 2012). From 2000 to 2014, while the popu-
lation grew from 12.5 to 16 million, the number of physicians was tripled 
to 32,617 people. Two thirds worked in the public sector, about 11,000 in 
the private for-profit sector and around 1,000 in the non-profit sector. 
The number of all other health workers also increased, but to a lesser de-
gree (Instituto Nacional de Estadística y Censos 2014).  

As a result, according to MPH data, consultations in MPH facilities went 
up by around 50% between 2008 and 2012 (Guerra Villavicencio 2016). 
The system was not properly prepared for this increase and partly con-
tracted private providers to meet the demand (De Paepe et al. 2012). 
Both, government officials and academics state that the implementation 
of the integral health care model based on health promotion, prevention 
and primary health care, executed through local health teams, was more 
complicated than anticipated (Espinosa et al. 2017; Pan American Health 
Organization 2017; Torres & López-Cevallos 2017). In this regard Torres 
and López-Cevallos (2017) criticize that the infant malnutrition rate re-
mains high with over 25%. Several authors describe the post-reform sys-
tem still as vertical, with a focus on infrastructure and specialized hospital 
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services instead of preventive and promotive health services. The quality 
of the public health system is described as low or unclear (De Paepe et al. 
2012; Rasch & Bywater 2014; Torres & López-Cevallos 2017). The PAHO 
reports a geographically unequal distribution of specialist doctors, 29 per 
10,000 in urban areas, 5.4 in rural areas (Pan American Health Organiza-
tion 2017). Guerra Villavicencio found that poorer income quintiles finan-
cially benefitted from the reform, but that there were still substantial costs 
involved, mainly for the purchase of pharmaceuticals and private medical 
consultations. Participants of a focus group in an urban PHC center ex-
perienced for the most part good treatment, but criticized long waiting 
times, a lack of medicines and a time consuming health information sys-
tem (Guerra Villavicencio, 2016). According to Rasch and Bywater (2014), 
the new system has not been examined at the community level. 

Health system structure and financing 
The main structure of the public health system remained basically un-
changed compared to pre-reform times (De Paepe et al. 2012). Different 
actors operate under the stewardship of the MPH in partly overlapping 
and parallel systems. The public system is segmented and comprises the 
MPH and the IESS-SSC as the main providers of care, the health services 
of the armed forces, the police and some municipalities. The Society for 
the Fight Against Cancer, the Welfare Board of Guayaquil and the Red 
Cross of Ecuador are private organizations operating in the public system. 
Besides, the private for-profit and non-profit sector exist (Lucio, Villacrés 
& Henríquez 2011; Pan American Health Organization 2017). This implies 
a variety of health care options for patients, according to their place of 
residence, employment and financial resources, as outlined below.  

The MPH comprises three levels of care, which have subdivisions. Part of 
the PHC level are health posts, health sub-centers, health centers and 
mobile units. Basic dental and gynecological services are located on this 
level. On the second level of care, the specialist clinics, basic and general 
hospitals are located. Specialist centers and hospitals comprise the third 
level (Aldulaimi & Mora 2017). All levels of care are accessible for the en-
tire population, yet mainly aimed at the uninsured poor, among which we 
find the poor rural population. The few municipal health services are also 
aimed at the uninsured inhabitants. The IESS-SSC runs its own system of 
hospitals, health centers and health posts. Besides, it has contracted out 
large parts to private providers. The formally employed are entitled to be-
come a member of the IESS (De Paepe et al. 2012). In 2014, the IESS-SSC 
had around 3.1 million members (Instituto Ecuatoriano de Seguridad So-
cial 2018). Rural farmers and their families can affiliate themselves with 
the SSC through membership in a legally registered farmers’ organization. 
Members of the police and the armed forces as well as their families can 

!29



The bumpy road to universal health coverage

subscribe to their respective system (Lucio, Villacrés & Henríquez 2011; 
Pan American Health Organization 2017). 

Private health insurers and companies cover the richer three percent of 
the society (Pan American Health Organization 2017). Private or “volun-
tary” insurance contracts are offered to individuals, families or companies 
who are able and willing to pay. Fees are usually paid monthly and con-
tracts renewed yearly (Giedion, Villar & Ávila 2010). The insurance func-
tion is primary, i.e. it is the main source of health coverage for this popu-
lation (Gottret & Schieber 2006). The private for-profit sector further-
more comprises private doctor’s offices, hospitals, pharmacies and tradi-
tional healers (Pan American Health Organization 2017).  

The non-profit sector includes NGOs and church based organizations, 
amongst some other actors (De Paepe et al. 2012; Flores & Castillo 2012). 
International NGOs are in need to sign an agreement with the State to be 
able to work legally in the country. The official number of NGOs is 210, 
according to a governmental website (Ministerio de Relaciones Exteriores 
y Movilidad Humana 2018). However, it is not clear how many of them 
work in the health sector. The same applies to national NGOs who work in 
the field of health. A search on a website for jobs in NGOs and other pro-
jects reveals that 21 health related NGOs are currently active in Ecuador, 
certainly only a fraction of the real number (Action Without Borders 
2018). It is unclear if the health related national and international NGOs 
have some kind of cooperation. From the author’s own experience in the 
field and the few scientific articles available on NGO work in health in 
Ecuador, it appears that those initiatives only have limited interaction 
(Biermann et al. 2012; Gaus 2009; Rasch & Bywater 2014).  

The total number of non-hospital health facilities in 2014 was 3,397, the 
total number of hospitals 742. Of all non-hospital facilities, the MPH ran 
58.1%, the SSC 19.3%, followed by facilities affiliated with the IESS 6.7%, 
non-profit providers 3.5% and others. Regarding hospitals, 71.6% were 
run by for-profit providers, 17.1 by the MPH, 3.1% by non-profit pro-
viders, 3.0% by the IESS, followed by others (Instituto Nacional de Es-
tadística y Censos 2014).  

The initial plan after the launch of the 2008 constitution was to create a 
single tax-based health financing system (De Paepe et al. 2012). However, 
this has not been achieved yet. The public health sector is financed 
through the federal general budget, extra-budgetary funds, funds from in-
ternational agreements and other funds. The PAHO describes the pay-
ment system as an efficient network via an internet linkage between the 
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budgetary structure and an institutional management model (Pan Amer-
ican Health Organization 2017). The IESS receives individual member-
ship payments, contributions from employers and the State. The SSC re-
ceives subsidies from the IESS, contributions from other insurances, 
membership payments and State contributions. The health services of the 
police and the armed forces are financed via membership payments and 
contributions of the State (Lucio, Villacrés & Henríquez 2011). Wagstaff et 
al. (2015) found that health systems that are not integrated, such as the 
one in Ecuador are further away from universal health coverage, com-
pared to fully integrated systems, such as for example the one in Brazil.  

According to the National Health Accounts, the domestic general gov-
ernment health expenditure as percentage of the GDP had gone up from 
0.8% in 2000 to 4% in 2015. The current health expenditure as percent-
age of the GDP (level of resources channelled to health) was 9% in 2015 as  
compared to 3% in 2000. In monetary terms this was Int.$ 194 per capita 
in the year 2000 and Int.$ 980 per capita in 2015 (2011 purchasing power 
parity value revision; in comparison, the same indicator in Sweden in 
2015 was Int.$ 5,299 per capita). OOP expenditure as percentage of cur-
rent health expenditure had dropped from 64% in 2000 to 44% in 2015 
(in comparison, 15% in Sweden)[World Health Organization 2018b]. 

Traditional medicine challenges in Ecuador 
Several studies show that traditional medical believes, explanations of ill-
ness and practices exist in the various ethnic groups and geographical re-
gions of Ecuador (Andrade, Lucero Mosquera & Armijos 2017; Bussmann 
& Sharon 2006; Cavender & Albán 2009; Knipper 2001; Trostle et al. 
2010). According to the country’s present constitution, health care should 
be intercultural. Traditional medical practices are recognized and protec-
ted by the constitution (Asamblea Constituyente 2008), but in practice 
this is not always the case as research about traditional midwifes from the 
central Ecuadorean highlands shows. This study found that traditional 
birth attendants were met with intolerance and not allowed to enter pub-
lic health facilities (Gallegos, Waters & Sebert Kuhlmann 2017). This in-
dicates a discrepancy between policy and practice. 

Traditional practices are dynamic and change with the changing natural 
environment and society (Trostle et al. 2010). Traditional and allopathic 
(‘Western’) medicine are not exclusive choices for treatment, but rather 
different options which in many occasions get used complementary 
(Knipper 2001; Trostle et al. 2010). Treatments have to be paid OOP and 
can be expensive. The costs of 25 US$ for a cleansing ceremony, excluding 
materials, have been reported (Cavender & Albán 2009). The different 
types of traditional practitioners include traditional midwifes (parteras), 
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herbalists (hierbateros), healers (curanderos), bone healers (sobadores), 
visionaries (yachak) and market vendors selling medicinal herbs. Mem-
bers of the general population also have knowledge about traditional 
medicine and some practice it (Andrade, Lucero Mosquera & Armijos 
2017; Bussmann & Sharon 2006; Trostle et al. 2010). This is the case in 
rural North-Western Ecuador as well and population based studies need 
to be sensitive about practices of traditional medicine. 

This far, I have outlined the background on rurality in LMICs, concepts of 
access to health care and the Ecuadorean context. I will now move on to 
explain the need for further studies concerning access to primary and 
emergency care for poor, rural populations and the aim of the present 
thesis.  

!32



Rationale

RATIONALE 

As outlined in the background, access to comprehensive, well functioning 
and high quality rural health services is of utmost importance for the 
health of poor populations in every LMIC, including Ecuador. 

Governmental weakness or inaction to establish and maintain PHC ser-
vices for the rural poor may prompt national and/or international NGOs 
to take action (Gellert 1996). Thus, the creation of rural health services, as 
well as continuous adjustments to improve access to care, gets into the 
hands of a private actor. As NGOs are mainly non-profit oriented, they 
usually rely on (foreign) donations and are thus upward accountable to-
wards their donors (Brown & Moore 2001). To work non-profit for the 
poor may be regarded as a moral high ground (by a NGO itself, its donors, 
the public etc.), but does not release the organization from its downward 
accountability, the accountability towards their beneficiaries, the popula-
tion it serves (Cavill & Sohail 2007). 

The population’s perception of the NGO and its services, whether reflect-
ing the truth or not, are important, because they have implications for the 
acceptance of the organization and its work (Ahmed et al. 2006). When it 
comes to foreign NGOs, this is even more critical, due to intercultural dif-
ferences, where attitudes and interventions may send out the notion of 
foreign (or Western) supremacy (Haddad 2009). Perceptions are difficult 
to measure (Sofaer & Firminger 2005). They are influenced by a person’s 
education and culture and influence in turn the degree of health literacy, 
health seeking behavior and health status. However, the evidence on the 
extent of this is limited (Commission on Social Determinants of Health 
2007).  

If the poor do not have the ability to pay for health services, they face a 
barrier to access health care. As shown above, OOP payments at the point 
of service are the most regressive form of health financing (World Health 
Organization 2008). Even if all other dimensions of access are function-
ing, if services are not affordable, access as a whole is jeopardized (Ko-
busingye et al. 2005). Before national UHC is fully achieved for all citi-
zens, alternative financing mechanisms may bridge the gap. However, be-
fore planning and implementing such measures, their feasibility should 
be assessed (Dong et al. 2004). This is important in order to avoid raising 
unrealistic expectations, risking losing the population’s trust and waisting 
other valuable resources like working time and money. A part of this as-
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sessment should be to check the population’s understanding of such fi-
nancing mechanisms and to examine if they are acceptable to them. 

Reforms to achieve UHC are a central part to reach the SDG 3 (World 
Health Organization 2015). The Ecuadorean constitution from 1998 had 
already aimed at UHC, but due to a number of reasons policy implemen-
tation did not take place (Baeza & Packard 2006). This has certainly not 
passed the population unaware as health service coverage and quality has 
been deficient (Guerra Villavicencio 2016). In the light of this historical 
failure, new attempts toward UHC and its implementation have to be cri-
tically and independently examined (Torres & López-Cevallos 2017). As  
the World Health Organization and Gilson (2012) point out, this type of 
health policy research is important even in the periphery of the health 
system. It should involve patients, providers on the front line, the popula-
tion and managers. In the words of the WHO: 

Their actions and interactions represent the practices that are ultimately 
experienced not only as health policy but also as the health system […], and 
through which health improvement and wider social value is achieved 
(World Health Organization 2012, p. 31).  

In the case of post-reform Ecuador, the big increase in the utilization rate 
of MPH health services includes an increase in consultations for medical 
emergencies of an equal proportion (Guerra Villavicencio 2016). Never-
theless, this is national data and it remains unclear if the rural population 
is equally represented in those numbers. For example, López-Cevallos 
and Chi studied health care utilization in Ecuador using national data. 
They found that uninsured and rural inhabitants have significantly lower 
odds for using hospital services (López-Cevallos & Chi 2010). However, 
data on emergencies was not reported. Thus, the rural population’s access 
to emergency care remained unexplored. Investigating their health care 
seeking behavior in emergencies can add valuable information concerning 
the question if the new health policy has affected access to the public 
health system in such situations (World Health Organization 2012). 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AIM AND FRAMEWORK 

Aim
General aim 
The general aim of this thesis was to study factors and interventions de-
termining and influencing a rural population’s access to primary health 
care, including medical emergencies.  

Specific aims 
• To appraise the feasibility of community-based health insurance in 

the study region (paper I).  
• To study the perceived effects of the 2008 UHC health reform on ru-

ral PHC services and financial access of the rural poor (paper II).  
• To explore the target population’s perception of a NGO and its role in 

delivering health services (paper III).  
• To measure the scope and describe the nature of perceived emergen-

cies in the study region, the related health care seeking behavior and 
health expenditure under the new UHC policy in Ecuador (paper IV). 

Framework
Based on the above outlined access model, the four studies explored diffe-
rent aspects of access to health care as shown in figure 3. Study I was con-
cerned with financial issues regarding access to rural PHC, affordability of 
services and the population’s ATP. Willingness to join (WTJ) a theoretical 
CHI model for a set premium and factors influencing this willingness 
were studied. Furthermore, the study assessed the population’s un-
derstanding of a presented CHI scheme and attitudes towards it. Study II 
examined the new UHC health policy on the local PHC level, its imple-
mentation and perceived effects concerning access to care, including 
affordability. Study III explored health services provided by a NGO and its 
partnership with the MPH. It focussed on the perception of those services, 
in order to understand and reduce possible barriers concerning access to 
care. The research focus of study IV was former patients with perceived 
emergencies and their ‘access journey’ under the new UHC policy. The na-
ture of perceived emergencies, the related health care seeking behavior 
and outcomes of their treatment choices were studied, as well as the lear-
ning process concerning future events. In the following section, the appli-
ed methods are described in detail. 
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Figure 3. Research framework, based on the access model (p. 19)



Methods

METHODS 

Study setting
Geography and population of the study region 
The study region is a rural rainforest region in Ecuador’s North-Western 
province Esmeraldas as shown in map 2. It is locally known as El Páramo 
(a word that is usually used for Andean highland vegetation) due to its 
hilly structure. The biggest part belongs to the canton Quinindé (also 
known as Rosa Zarate). It is not an official administrative structure and 
its margins are not clearly defined. However, due to local geographical re-
asons (accessibility from the outside, connection of villages) the term gets 
widely used by the local population. Elevation is around 300 to 700 me-
ters above sea level. The rainy season lasts from December to May. 
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Map 2. Canton Quinindé, Esmeraldas (arrow: cantonal capital Rosa Za-
rate/Quinindé; dotted area: approximate location of El Páramo)

Source: www.maphill.com                                  © Maphill 2011 / CC BY-ND

http://www.maphill.com
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El Páramo consists of 30 villages which are connected by dirt roads and 
tracks (map 3). Traveling is usually done by foot or mule, some inhabi-
tants possess motorbikes, very few possess cars. During the rainy season 
travel conditions are arduous as roads and tracks become extremely 
muddy. Most villages consist of scattered households that are surrounded 
by fields and forests. Houses are typically wooden, with roofs made out of 
natural material or tin. Most are built on stilts in order to provide protec-
tion against flooding, snakes and spiders. 

About half of the settlements are illegal, as they are located in the Mache-
Chindul nature reserve (Muñoz Marcillo, Andrade Mecía & González Oso-
rio 2016), thus landownership for about half of the population is uncer-
tain. Official governance and law enforcement is weak as the area has 
been neglected by the government for decades (Ordoñez Llanos 2005). 
However some villages have self organized development and/or primary 
school committees. Village centers usually consist of a primary school and 
one or more simple shops. Some of the more accessible communities have 
recently been connected to the national electrical grid. 
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Map 3. Schematic map of the study region (official maps do not exist)
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The area’s population is around 5,000 in estimated 1,074 households. Of-
ficial census data exists only for some of the geographically more accessi-
ble communities, but no official census has ever covered the entire area. 
Most of the population settled in this area some 50 years ago after a 
drought in their area of origin. The majority identify themselves as Mesti-
zos, a few as Afro-Ecuadoreans. Poverty is widespread and most depend 
on subsistence farming. Their primary source of income is from cocoa 
farming and/or livestock breeding. 

Health services in El Páramo 
Until 2001, the general population of El Páramo did not have any health 
care facility at their disposal. The closest facilities accessible for the gene-
ral population were located in the cantonal capital Quinindé, which is lo-
cated about 45 km South-East of the area’s center. For the inhabitants li-
ving in the remote parts, this meant a two to eight hour journey by foot or 
mule to the area’s central village La Y de la Laguna, followed by a one to 
two hour ride in an open pick-up truck or lorry-bus to Quinindé. For pati-
ents and caretakers, such strenuous and time consuming journeys mostly 
implied costly overnight stays in Quinindé and many abstained from see-
king health care due to those geographical and financial access barriers. 
The spectrum of diseases ranged from malaria, dengue fever, cutaneous 
leishmaniasis, diarrhea, intestinal parasites, respiratory infections and 
sexual transmitted infections to genito-urinary problems, musculoskeletal 
disorders and accidents (Ordoñez Llanos 2005). 

In the year 2001, a PHC center was constructed according to MPH stan-
dards in the area’s central village La Y de la Laguna. This was done in a 
joint effort between the local population and international volunteers. A 
health committee, consisting of local volunteers was formed, registered 
with the Ministry of Social Affairs and became the official owner of the 
PHC center. The center was financed through donations and staffed with 
local employees (auxiliary nurse, laboratory technician, administrator, 
cleaner) and international medical volunteers. Those are recruited and 
send by the volunteer-run international non-governmental organization 
FHN (Foundation Human Nature n.d.). During the time of this research 
project, volunteer physicians and other overseas medical personnel were 
managed by FHN’s national counterpart, FHN Ecuador (even if the struc-
tures have changed since then). The PHC center offers outpatient consul-
tations for all ages, gynecological consultations, obstetric services and 
dentistry. It has a laboratory for basic tests, a pharmacy and a few beds 
for short term inpatients. Referrals get usually send to the basic hospital 
in Quinindé or more specialized hospitals further away.  
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Soon after the initiation of the PHC center, the local health committee 
and the NGO started to train volunteer community health workers from 
the surrounding villages who are involved in joint health outreach and 
education campaigns to the remotest communities. A year after the center 
started to operate, a public private partnership between the health com-
mittee, the MPH and the Ecuadorean NGO was established. Details about 
roles and responsibilities of this PPP are presented in paper III. The MPH 
began to send a first year physician, dentist and nurse on a yearly rotation 
program, whereby those young professionals get send to understaffed 
centers or areas (Cavender & Albán 1998). However, cooperation with the 
district health authorities was difficult, due to very frequent changes of 
officials. Consultations, medicines and materials had to be paid for OOP, 
except for services under the free maternity and child care law (Chiriboga 
2009) and the vertical malaria eradication program (Krisher et al. 2016). 
Those who could not pay received treatment as everyone else, but were 
asked to pay at a later point. In practice however, most were exempted 
from payments through NGO contributions. Since the 2008 health re-
form, OOP payments were suspended and more medicines were sent by 
the MPH. Since that time, the number of staff was also augmented by the 
MPH with a midwife and at times further nurses and physicians. This is 
partly related to readjustments of the PHC center’s catchment area by the 
MPH. Over the years, the disease spectrum has slowly shifted and nowa-
days includes more non-communicable diseases like diabetes mellitus 
and hypertension (Foundation Human Nature 2017). 

In two villages on the outskirts of the region, a MPH health post, staffed 
with an auxiliary nurse, and a SSC sub-center, with changing personnel, 
offer basic services. The latter can only be accessed by affiliated members 
(Lucio, Villacrés & Henríquez 2011). Traditional healers offer services in-
side and outside the region and many inhabitants themselves have know-
ledge of traditional medicine, which often gets used as a first line treat-
ment (Ordoñez Llanos 2005). The different health care options that inha-
bitants of El Páramo have at their disposal are displayed in figure 4. 

Study design
The present research project has been carried out using quantitative and 
qualitative methods, or fixed and flexible strategies according to Robson 
(Robson 2002, cited in World Health Organization 2012, p. 53). In study I 
and IV quantitative methods were applied, in study II and III qualitative 
methods were used. The design of each study was chosen in order to meet 
the study aim, with regard to the prerequisites of the study population.  
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Both fixed and flexible strategies can produce valuable results when stu-
dying health systems and access to care (Green et al. 2010; World Health 
Organization 2012). The design of this research project has evolved du-
ring its course. This is due to qualitative findings from studying the per-
ceived effects of the national health reform (paper II) which led to the de-
velopment of study IV. The two quantitative studies were carried out 
using a cross-sectional design. Figure 5 shows the timeline of the project, 
as well as important local and national events.  

Data collection
Overview 
For study I and IV, pre-existing questionnaires were not available, thus 
questionnaires had to be developed. They were translated into Spanish by 
bilingual speakers, pre-tested in the study region and then adjusted ac-
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Figure 4. Health care options in the study region and beyond

* accessible for farmers’ households enrolled in the SSC (a network exists in Herrera; regular meetings are mandatory) 
† including family members, friends and neighbors 
‡ SOLCA cancer facilities, military and police health facilities, church health facilities, other NGOs health facilities etc.
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cordingly. They are not included in this thesis because the final versions 
are in Spanish, but they can be obtained from the author upon request. 
For study II and III, question guides were developed, translated into Spa-
nish and adjusted. Regarding study II, this was done by a native speaker 
with knowledge about the local situation. In case of study III, minor ad-
justments were made after two pilot interviews. Those were included in 
the study.  

Focus group discussions (FGDs) were used in both qualitative studies, as 
issues such as health care are usually discussed collectively in the local so-
ciety. This method has been described as appropriate to discuss multiple 
views on an issue (Patton 2002). FGDs are culturally appropriate in socie-
ties with strong oral traditions, such as in El Páramo (Vissandjée, Abdol & 
Dupéré 2002). In study II four FGDs were carried out with different sta-
keholder groups, health committee board members, village leaders, 
health staff and community health workers (CHWs), aiming at triangula-
tion (Malterud 2001). Because of this, the issue of saturation did not app-
ly (Krueger & Casey 2009). In study III six FGDs were carried out with 
CHWs and the general population. Details are shown in table 1. Through 
this approach, the perceptions of the population were collected. Additio-
nally, in study III 14 semi-structured key-informant interviews were con-
ducted, complementary to the FGDs, in order to collect detailed informa-
tion from those closer involved with the NGO. Regarding saturation, 
FGDs and interviews were analyzed shortly after they took place and fur-
ther data collection was planned until no new patterns emerged in the 
data (Holloway & Galvin 2017).  

Study I 
In the first study, information on willingness to join a presented CHI mo-
del for a set premium was collected. The model was based on a similar 
one used in a feasibility study for CHI in Burkina Faso (Dong et al. 2003). 
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Figure 5. Project timeline, including critical national and local events
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The enrollment unit was chosen to be the household, in order to protect 
vulnerable individuals such as women and the elderly. The hypothetical 
benefit package included coverage of PHC services, including consultati-
ons, medicines, materials, laboratory diagnostics and inpatient stay at the 
local PHC center. Furthermore, basic coverage of emergencies on the next 
level of care was included. Based on research carried out by Dong et al. 
(2003), the take-it-or-leave-it approach for a set premium was chosen, a 
straightforward method of willingness to pay assessment. The hypotheti-
cal premium per household and year was set at 30 US$ in a discussion 
with the study region’s CHWs. As research on CHI in Latin America was 
scarce, the definition of feasibility was based on studies from Africa and 
Asia (Criel & Kegels 1997; Desmet, Chowdhury & Islam 1999; Dong et al. 
2004). Accordingly, feasibility of CHI was defined as more than 50% of 
household heads willing to join the presented CHI scheme. Additional 
collected data included background variables, variables related to the so-
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Table 1. Overview of papers, data collection and study population

Paper Data collection methods Study population and 
sample size Year

I: Feasibility of 
community-based 
health insurance 
in rural tropical 
Ecuador

Quantitative. Cross-sectional 
household survey. Interviews        
with household heads using             
a structured questionnaire.

General population (gen. 
pop.) on the household 
level. 210 households 
(30 clusters with 7 
households per cluster)

2006

II: Achieving uni-
versal health co-
verage in margi-
nalized populati-
ons: a qualitative 
study from rural 
Ecuador

Qualitative. 
4 FGDs with: 
- Health staff (MPH and NGO) from 

the 2 MPH health facilities 
- Members of the local health com-

mittee board 
- Village leaders 
- CHWs

Health staff, health 
committee board 
members, village 
leaders, CHWs

2010

III: Collaboration 
between non-go-
vernmental orga-
nizations and pu-
blic services in 
health - a qualita-
tive case study 
from rural Ecua-
dor

Qualitative. 
6 FGDs: 
- CHWs (mixed female and male) 
- CHWs (male) 
- Gen. pop. adult females 
- Gen. pop. adult males 
- Gen. pop. adolescent females 
- Gen. pop. adolescent males 
14 key-informant interviews with: 
- 6 local key persons 
- 6 staff members of the PHC center 
- 2 foreign volunteer health workers

General population, 
CHWs, national and  
foreign key-informants

2012

IV: Universal 
health coverage in 
rural Ecuador: a 
cross-sectional 
study of perceived 
emergencies

Quantitative. Cross-sectional 
household survey. Interviews with 
household heads using a structured 
questionnaire. Further interviews 
with former emergency patients or 
patient carers using a second struc-
tured questionnaire.

Gen. pop. on the 
household level. 210 
households (30 clusters 
with 7 households per 
cluster)

2012
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cio-economic status, vertical and horizontal trust (Zhang et al. 2006) and 
the perceived quality of care of the local health service. To get an insight 
into household’s possible ATP for CHI, information on the past illness 
episode and related health care expenditure was collected. Furthermore, 
the population’s understanding of CHI was assessed.  

Study II 
For study II, the question guide covered knowledge about the 2008 health 
reform prior to its implementation, local changes as a result of the reform, 
it included a concrete patient case as an example regarding consequences 
for access to care before and after the reform and ended with advice to a 
health policy maker. Details can be found in paper II.  

Study III 
The question guide for the FGDs in study III included changes in local 
health care over time, the first impression of a health outreach campaign, 
explaining health outreach and the NGO to someone else, satisfaction 
with health outreach and the PHC center, suggested improvements and 
possible personal involvement. For the key-informant interviews, the 
question guide differed. It covered topics such as the development of the 
NGO, the population’s perception of the roles of the NGO, the health out-
reach campaigns and the medical doctors (national and foreign), the po-
pulation’s satisfaction with the NGO, perception of community participa-
tion and suggested changes. Details are displayed in paper III.  

Study IV 
In study IV, information was collected with two questionnaires. The first 
one included background variables, household assets and expenditure, 
variables concerning the past illness episode and health expenditure. Mo-
reover, the definition of ‘perceived emergency’ was presented:  

A medical emergency exists, when a person has a health problem that you 
consider so urgent that you have to stop your current activity in order to 
seek help for this person (or yourself).  

In case that a member of the interviewee’s household had experienced at 
least one emergency event according to this definition during the past 12 
months, the second questionnaire collected additional information. This 
included the number of emergency events, the symptoms and further case 
description of the past emergency, variables concerning health care see-
king behavior and health expenditure. 

!44



Methods

Sample size
The study unit for the quantitative studies was the household. ‘House-
hold’ was defined as those people who live under the same roof during 
most of the time of the year. The general formula for sample size calcula-
tions is as follows: 

n = N * X / (X + N – 1) 

Sample size study I 
For this study, the used sample size were 210 households. At the time of 
the study in 2006 the estimated number of households in the study region 
was N = 829, thus more than one quarter of all households were sampled. 
Prior to the study, no further sample size calculation was performed. The 
sample size is discussed further in the discussion section.  

Sample size study IV 
For study IV, two sample sizes were calculated, one for the primary out-
come, the scope of perceived emergencies, and another for one of the se-
condary outcomes, the prevalence of catastrophic expenditures. In 2011, 
the average household size was 4.76 people (Foundation Human Nature 
2012). The estimated number of households in 2012 was N = 1,074, as 
shown under the following section, resulting in N = 5,112 people. Con-
cerning the scope of perceived emergencies, 10% were anticipated (p = 
0.1). This derives from the following data and estimations. Hospitalizati-
ons in Ecuador in 2004 had been a maximum of 3%, with lower odds in 
rural areas (López-Cevallos & Chi 2010). Those hospitalizations were 
most likely not all due to emergencies, thus the annual hospitalization 
rate for emergencies was estimated at maximum 2.5%. Not all emergency 
patients are hospitalized, but data on hospitalization rates of self reported 
emergencies in Ecuador was not available. A study from a regional hospi-

where:
n = sample size
N = population size

X =
Z2

1–α/2p(1–p) 
      MOE2

Z1-α/2 = critical value of the Normal distribution at 1-α/2 (e.g. for a 95% 
confidence level, α is 0.05 and Z1-α/2 is 1.96; for a 90% confi-
dence level, α is 0.1 and Z1-α/2 is 1.645)

p = the sample proportion
MOE = margin of error
The sample size formula contains a finite population correction because 
the samples were rather big in comparison with the population size 
(Daniel 1995).
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tal in Chile reported a rate of 6.1% (Andrés Alvo & Sabastían Aguirre 
2010), data from two studies in Mexico showed 11% and 35% respectively 
(Centeno Sánchez et al. 1998; Fajardo-Ortiz & Ramírez-Fernández 2000). 
For the El Páramo region with its difficult geographical access, a rather 
reluctant care seeking for urgent medical conditions was expected, lea-
ding to presentations of higher severity at health facilities. A 25% hospita-
lization rate was estimated. This yields an estimated annual risk of percei-
ved emergencies of 2.5% / 0.25 = 10%. With a 95% confidence level and a 
5% margin of error, calculations resulted in 135 persons to be interviewed, 
which corresponds to 28 households. The response rate in study I had 
been 73%. Assuming a similar response rate, sample size calculations for 
the primary outcome resulted in 38 households to be interviewed.  

Concerning the prevalence of catastrophic health expenditure for percei-
ved emergencies, calculation were as follows. The study unit was the hou-
sehold, because all household members usually depend on one economy. 
The average household has about five members. As shown above, each 
member has a 10% annual risk to experience an emergency, or a 90% risk 
of not experiencing such an event. Thus, the probability of a household to 
have at least one event per year is 1 – (0.95) = 0.409 (41%) equal to 440 
households in the region. The next step was to estimate the prevalence of 
catastrophic health expenditure for perceived emergencies. The literature 
states up to 10% of CHE in general in some Latin American countries 
(Wagstaff 2008). Given the nature of an emergency and the assumed lack 
of financial protection for the population in the study region, the preva-
lence of CHE was estimated at 25%. This results in 110 households, equal-
ling a sample proportion of 10% of all households in the region. Given a 
confidence level of 95%, these approximate calculations led to a sample 
size of 123 households, correction for a response rate of 73% gave 168.  

Sampling for study II and III 
For the qualitative studies, sampling was done purposively. For study II 
local stakeholder groups who were likely to have knowledge about the 
2008 health reform were included. In study III the population who had 
contact with the PHC center and CHWs were included in the FGDs. The 
key-informant interviews were held with persons who had special know-
ledge about the NGO and its services. New FGDs and key-informant in-
terviews were carried out until no new patterns emerged in the data, thus 
until saturation was reached (Holloway & Galvin 2017).  

!46



Methods

Selection of study participants
Quantitative studies 
For the quantitative studies (papers I and IV), a two-stage cluster sam-
pling technique with 30 clusters of seven households per cluster was app-
lied (Bennett et al. 1991). This method was chosen because of the absence 
of exact population data and its cost-effectiveness, in order to get as close 
as possible to a random sample (Hoshaw-Woodard & World Health Or-
ganization 2001). How the cluster sampling was performed is explained 
in the next two paragraphs, with the sampling of study IV as an example. 

The first of the two stages was based on the number of inhabitants in each 
community. Informal census data from the previous year existed for 16 of 
the 30 communities (Foundation Human Nature 2012). This was revised 
with key-informants with knowledge about local migration (community 
leaders and teachers). They provided updated estimates about the num-
ber of households in five of the 16 communities. The estimated number of 
households of the remaining 14 communities was also obtained from key-
informants. All communities were listed and the numbers of all estimated 
households added, which in this case gave 1,074 households. To find the 
place of the first cluster, 1,074 was divided by 30, the number of planned 
clusters, yielding 36 (rounded). A random number between one and 36 
was electronically generated, in this case 26. Beginning at the top of the 
list, the community in which the 26th household was located was the place 
of the first cluster. All other clusters were found by simply adding 36, un-
til the end of the list was reached. Thus, the probability for a community 
of being included in the study was proportional to its size (Bennett et al. 
1991), which the examples of Arenanga (small community, no cluster) and 
Herrera (big community, several clusters) in table 2 illustrate.  

The second stage took place in the villages which had been sampled. The 
seven households in each cluster were found by choosing a central star-
ting point in each community, usually the central place. In case of the 
community with more than one cluster, several geographically distinct 
starting points were chosen. This approach is suggested in the literature, 
in order to get as close as possible to a random sample. It reduces the un-
der-representation of the outer parts of the community (Bennett et al. 
1991). At each starting point, a random direction was chosen by spinning 
a bottle. The number of households between the central point and the 
edge of the community were listed and one household randomly selected 
as the first to be interviewed. The remaining six households in the cluster 
were found by asking at the first household which of the surrounding 
houses is the closest, seen from door to door. At this household the next 
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Table 2. First stage of the two-stage cluster sampling (study IV)

Community Data source Number of 
households

Cumulated 
households Count1 Number of 

cluster
24 de Mayo-Cube key-informant 32 32 26 1

Achicube census 2011 40 72 62 2

Aniceto key-informant 28 100 98 3

Arenanga key-informant 19 119

Colorado key-informant 20 139 134 4

Descanso census 2011 29 168

Dógola census 2011 15 183 170 5

El Caucho key-informant 25 208 206 6

El Limón census 2011 25 233

27 de Junio key-informant 32 265 242 7

Estero der Plátano census 2011 30 295 278 8

Herrera key-informant 250 545 314, 350, 386, 
422, 458, 494, 530

9, 10, 11, 12, 
13, 14, 15

La Laguna key-informant 24 569 566 16

La Y de la Laguna census 2011 40 609 602 17

La Yecita key-informant 25 634

Los Ángeles census 2011 30 664 638 18

Los Charcos key-informant 24 688 674 19

Nueva Esperanza key-informant 49 737 710 20

Nuevos Horizontes key-informant 30 767 746 21

Piedrita key-informant 32 799 782 22

Paraizo key-informant 12 811

Río Mono census 2011 9 820 818 23

Sabaleta en Medio key-informant 36 856 854 24

Sabaletita key-informant 36 892 890 25

Santa Isabel key-informant 36 928 926 26

Tahuales key-informant 36 964 962 27

Tiwintza key-informant 35 999 998 28

Viche-Caña Braval census 2011 45 1,044 1,034 29

Zancudo key-informant 15 1,059

Aguacatal key-informant 15 1,074 1,070 30

1 Random starting point: 26; adding 36 (1,074 households/30 clusters) repeatedly until the end of the list
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interview took place. This was continued until seven households were 
found. In the interviewee was absent for two days, the household was ex-
cluded and not replaced. The interviewee was the household head. In stu-
dy I this was defined as either the father or mother of the family (random-
ly assigned), in study IV the principal decision maker. The interview 
about the last emergency event was held with the former emergency pati-
ent if he or she at present was 15 years or older and remembered the 
event. If otherwise, the one who took care of the patient was interviewed. 
If this person was absent, the interview was held with the household head.  

Qualitative studies 
Concerning the qualitative studies (papers II and III), the participants of 
the FGDs and the key-informants were purposively sampled. For study II, 
the entire health staff of the PHC center and the MPH health post as well 
as all health committee board members were invited. Furthermore, villa-
ge leaders and CHWs were invited after a random selection of females 
and males from those living in communities close to the PHC center and 
those living in remote communities. In study III, CHWs were invited to 
participate in the FGDs when they were visiting the PHC center. The same 
was done with the general population. The latter were grouped according 
to gender and age. This was done with the intention to give everyone the 
chance to speak freely and not feel intimidated by, for example, older par-
ticipants or men. Furthermore, key-informants were purposively invited 
for the interviews. Fourteen key informants were interviewed in total. 
Those were six staff members of the PHC center (employees of the MPH 
as well as the NGO), two foreign volunteer health workers and six local 
key persons, including the NGO director, health committee leader, former 
PHC center administrator and leaders during the initiation of the PHC 
center and public private partnership. 

Data management and accuracy
Quantitative data 
For the household surveys, paper based questionnaires were used. Three 
CHWs were employed as interviewers for study I. For study IV, five CHWs 
were employed. They were thoroughly trained in a five day course, which 
included lectures, group discussions, role play and mock interviews. In-
terviewers were assigned to villages other than their own. Furthermore, 
they received constant feedback during the field research. The questionn-
aires were usually checked at the end of each working day. In the few ca-
ses when data was clearly erroneous or missing, the interviewer revisited 
the household as soon as possible. For study I data was entered into Epi 
Info (Centers for Disease Control and Prevention 2005) and double che-
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cked. In the case of study IV, data was entered into a digital spreadsheet, 
double checked by two researchers and transferred into IBM SPSS version 
23 (IBM Corp. 2015). 

Qualitative data 
In the qualitative studies, all FGDs and key-informant interviews were 
held in Spanish. All were digitally recorded and afterwards transcribed 
verbatim by research assistants who were native speakers. In order to in-
crease credibility (Holloway & Galvin 2017), the consistency of the data 
was double checked by listening to all recordings and comparing them 
with the transcripts. 

Data analysis
Quantitative analysis 
In study I, the data was analyzed with Epi Info (Centers for Disease Con-
trol and Prevention 2005), in study IV with IBM SPSS version 23 (IBM 
Corp. 2015). Descriptive statistics with frequency distributions, mean and 
median were used. The Confidence Interval (CI) was set at 95%. For paper 
I, the χ2-Test was applied in case of sufficiently large numbers. Where ob-
servations were too few, Fisher’s exact test was applied. The latter was 
used in study IV, both for 2x2 and 2x3 tables. Means of health expenditu-
res for private and public health care contacts were compared using inde-
pendent samples T-test. P values < 5% were considered significant.  

Qualitative content analysis 
The qualitative data in study II and III was analyzed using conventional 
qualitative content analysis as described by Hsieh and Shannon (2005). 
Categories were allowed to flow from the data without being preconcei-
ved. The unit of analysis was each transcribed FGD and key-informant in-
terview. Qualitative content analysis can focus on the manifest or the la-
tent content of the texts. Both are engaged with interpretation, but on dif-
ferent levels of abstraction and depth. Manifest content has been descri-
bed as the more obvious and visible content, whereas latent content is 
concerned with the underlying meaning (Graneheim & Lundman 2004). 
Both qualitative studies focussed on more concrete interpretations and 
descriptions of the examined subject and thus manifest content analysis 
was applied (Graneheim, Lindgren & Lundman 2017).  

After reading the texts several times, the analysis began by identifying 
meaning units, constellations of words or statements that relate to the 
same central meaning. Those were condensed and labelled with codes. In 
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an inductive way the codes were sorted into sub-categories and catego-
ries, which were grouped under emerging themes (Graneheim & Lund-
man 2004). Table 3 is an example from study II, in which all data has 
been translated. In the original analysis, meaning units and condensed 
meaning units were handled in Spanish. From codes onwards the data 
was analyzed in English. In study II, formal member validation was not 
performed, but preliminary results were presented to a bigger audience, 
in which present FGD participants had the chance to provide feedback. In 
study III member validation took place by presenting preliminary results 
to study participants (Holloway & Galvin 2017, Korstjens & Moser 2018).  
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Table 3. Example of the inductive, manifest qualitative content analysis 

Meaning unit Condensed 
meaning unit Code Sub-

category Category Theme

But these changes should have 
been done democratically, right, 
with decisions of various per-
sons, not only one person

Changes were 
not made demo-
cratically 

Lack of 
democracy

Involve-
ment in 
decision 
making 

Decision 
making

Reform 
process

Now it doesn’t depend on us, 
on our organization, the orga-
nization comes from the district, 
in the district they say it doesn’t 
depend on us, it comes from 
above, thus don’t feel guilty, we 
are not the one’s who are di-
rectly responsible

The organization 
doesn’t come 
from us, even 
the district says 
it comes from 
above

Lack of de-
cision ma-
king power 
on lower 
levels

The constitutional reform wasn’t 
clear until it afterwards ap-
peared, thus […] we have a 
surprise

The reform 
wasn’t clear until 
the end, it was a 
surprise

Lack of 
communi-
cation 

Commu-
nication 
problems 
and inte-
rest

Obstacles

We almost don’t have know-
ledge about what are the citi-
zen’s rights as Ecuadoreans 
because we don’t know much 
about the laws, thus we don’t 
immerse ourselves deep in the 
laws and we always leave it to 
the others, thus, this is the dis-
information

We don’t have 
much knowledge 
about our rights, 
we don’t know 
much about the 
laws

Lack of 
knowledge 
about rights

Another problem was genera-
ted, which the government pro-
bably not foresaw, which is the 
demand of the patients

High demand of 
patients maybe 
not foreseen by 
government

High de-
mand not 
anticipated

Poor 
planning 
and im-
plementa-
tion

The whole work is not done 
because there are some irres-
ponsible people, there is de-
pendency, there is negligence, 
now the president is not to bla-
me, it’s the fault of the functio-
naries who are in dependency

The whole work 
is not done be-
cause there are 
irresponsible 
people, there is 
negligence

Unfinished 
business 
due to irre-
sponsibility 
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Ethical considerations
This research project involved primarily the general population of the 
study region, including village leaders, CHWs, health committee board 
members and health staff. Other involved individuals were two foreign 
volunteers and the NGO director. No invasive techniques were used, all 
data was collected through interviews or FGDs. Patients were not directly 
involved, with an exception in study IV as explained below. However, tho-
se who in the past had been patients contributed with their experience, 
perceptions and knowledge in all four studies. Study IV in particular 
sought to interview former emergency patients and included even those 
who had ongoing emergencies.  

Participation in all studies was voluntary. Written informed consent was 
obtained before all interviews and FGDs, understanding was checked for 
and clarifications made when needed. In case of illiteracy in study I, II 
and IV, the consent form was read to the interviewee in the presence of a 
witness and signed by fingerprint. In such cases in study III, verbal in-
formed consent was obtained. The interviews and FGDs could be inter-
rupted anytime without negative consequences for the respondent. All 
data was handled confidentially and stored in a safe place. In the quanti-
tative studies all data was anonymized from the point of entry into the da-
tabase. In the analysis of the qualitative studies, initials were used. In the 
presentation of the FGD results, all identifiers were removed, except for 
the category of respondents. The same was done with the key-informants.  

For study I, ethical approval was obtained from the Ecuadorean Society 
for Bioethics (Oficio 052-SEB-2006). For the remaining studies, which 
took place after the 2008 health reform, this Society was no longer res-
ponsible. The new National Commission of Bioethics in Health was not 
functioning yet (UNESCO 2015), when the ethical approvals for those 
studies were sought (Pan American Health Organization 2011). After 
many attempts to identify a responsible official body, the Bioethics Com-
mittee of the Pontificia Universidad Católica del Ecuador assumed res-
ponsibility for this issue. Ethical approval was initially granted orally pri-
or to the studies and was later received in writing (Oficio-CBE-001-2013). 
Furthermore, the Farmers’ Health Committee for the El Páramo Region 
and the NGO Foundation Human Nature Ecuador granted written appro-
val of the studies.  
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Main results

MAIN RESULTS 

Paper I
The response rate was 72.9%. Demographic characteristics are shown in 
the paper and in paper IV. 

Willingness to join community-based health insurance 
The primary outcome, willingness to join the presented CHI scheme for 
30 US$ per household and year was 69.3% (95% CI 61.3%-76.5%). With 
affiliation, 92.2% stated they would use the PHC center more frequently. 

Socio-economic status and trust indices 
For the classification of the socio-economic status, a composite index was 
constructed (Howe et al. 2012). First, the social and the economic status 
were computed independently. In each, relative weights were assigned to 
the variables. For example, the construction material of the family’s own 
house was assigned a weight of 5 if it was of the most expensive type (ce-
ment for walls/floor, zinc for the roof) and a weight of 1, if it was of the 
cheapest type (bamboo for walls/floor, leaves for the roof). The other ma-
terials were sorted between those extremes, according to their value. Ano-
ther example is the existence of a TV (weight of 1 if existent, 0 if non-exis-
tent). Other typical assets (DVD, electricity source, existence of a vehicle, 
number of cattle and horses [both grouped]), productivity (hectares of co-
coa, grouped) and labor were combined. The social status included varia-
bles about occupation of husband and wife, family integrity and the inter-
viewee’s years of schooling. Finally, both the social and the economic sta-
tus were combined and ranked in quintiles. Vertical and horizontal trust 
indices were created in the same way. Vertical trust included trust in lea-
ders and confidence in the PHC center. Horizontal trust combined mem-
bership in a community organization, trust in neighbors, willingness to 
lend money to neighbors and the number of people who would lend mo-
ney to the interviewee (Zhang et al. 2006). 

Determinants of willingness to join 
Of the background variables, shorter education (≤6 years) was found to be 
positively associated with higher WTJ the CHI (72.7%, p = 0.039). None 
of the other background variables, SES, vertical trust, horizontal trust and 
the perceived quality of care at the PHC center showed a statistically si-
gnificant association with willingness to join. A trend was found con-
cerning a higher number of contacts with the local PHC center in the past 
six months and higher WTJ. 
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Health care seeking behavior and ability to pay 
Of all interviewees, 57.5% reported at least one ordinary illness episode in 
their household in the past three months. The first actions that were ta-
ken are shown in figure 6. Expenditure was assessed in ranges, due to the 
relatively long recall period (0; 0.01-3; 3-5.99; 6-9.99; 10-14.99; 10-15; 
>15 US$). Expenditure for health services, excluding non-medical costs 
(for transport, accommodation, food etc.) was found to be >15 US$ in 
36.4%, 6-15 US$ in 22.7%, >0-5.99 US$ in 20.4% and 0 US$ in 17.1% of 
all cases, the remaining 3.4% did not remember (n = 88). The total ex-
penditure for the illness episode, including non-medical costs, was calcu-
lated by adding the range averages. Results are shown in table 4. 

Primary health care utilization and perceived quality 
About 70% of all interviewees had utilized the local PHC center before, for 
services other than vaccinations. Concerning service quality they were gi-
ven five options from ‘very good’ to ‘very bad’. Their answers were ‘very 
good’ 21.5%, ‘good’ 54.2%, ‘average’ 22.4%, bad 1.9%, very bad 0%. 

Understanding the community-based health insurance concept 
Asked about their understanding of the CHI concept, 78.4% of all inter-
viewees claimed to fully understand the concept. A control question was 
used, which revealed that actually 58.2% of all interviewees seemed to 
understand the concept, 8.5% did clearly not understand it. Concerning 
all others it remained unclear if they understood the CHI or not. 
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Figure 6. Past ordinary illness, types of action taken (first action; n = 88)

Table 4. Total average expenditure for past illness (n = 88)
Average amount (US$) 0 >0-30 >30-60 >60-90 Total

# of households 13 48 25 2 88

Proportion 14.8% 54.5% 28.4 2.3% 100%



Main results

Paper II
In total, 28 persons participated in the four FGDs, with a minimum of five 
(health committee board) and a maximum of nine (CHWs). Women and 
men were represented in all groups. Villages leaders and CHWs from both 
nearby and distant communities took part in the respective FGDs. The fo-
cus group discussions lasted between 101 and 140 minutes. Table 5 shows 
themes, categories and sub-categories that emerged in the analysis. 

Pre-reform situation 
The situation of the health system before the 2008 reform was described 
as difficult in terms of access and quality. The absence of financial protec-
tion was criticized and human resources in the public system were descri-
bed as scarce. The free maternity and child care program was lamented to 
be understocked. No one favored the old system. In the local PHC center, 
the presence of volunteer doctors was valued. Due to the presence of the 
NGO, the local services were described as follows. 

[…] telling him that he had to pay afterwards, taking the risk that he 
wouldn’t, but alright, but because of humanism he was given the medical 
attention, only the medicines maybe […] he would have had to buy, but the 
medical attention from the personnel always was given. (FGD health staff) 
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Table 5. Themes, categories and sub-categories (paper II)

Themes Categories Sub-categories

Pre-reform situation - Access and quality

Reform process Decision making Involvement in decision making

Obstacles Communication problems and interest

Poor planning and implementation

Effects of the reform Supply and demand Patient load

Mismatch of supply and demand

Staff related factors

Access to drugs and materials

System factors Medical attendance

Documentation

Satisfaction Patient satisfaction

Staff satisfaction

Financial effects Free or charged services

Socio-economic effects
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Reform process 
Poor reform implementation and a top-down approach were perceived by 
local health staff, leading to misunderstandings and conflicts. Contrasting 
views about information and communication from the government were 
expressed. 

Thanks to god, this government is distributing more knowledge, passed on 
in the public media, in any case we know some things. (FGD village leaders) 

[…] in health we didn’t know which were the changes that would come […] 
worse [for] the people around that are on the outside, that don’t have any-
thing to do with health [services]. (FGD health staff) 

However, also a lack of interest in the reform by the population was felt. 
Parts of the population were reported to lack knowledge about the new 
system. In consequence, they were said to abstain from seeking free go-
vernmental health care. Village leaders believed that irresponsible offici-
als hindered the full implementation of the health reform. 

Effects of the reform 
As achievements of the new health policy FGD participants described and 
valued free attendance and drugs, increased availability of health person-
nel and medicines, more preventive services, supervision of health per-
sonnel and the possibility of home visits to patients. Concerning financial 
accessibility, village leaders stated in their FGD that 

[…] sometimes one has little financial resources and sometimes does not 
have [anything] and has 4-5 children, now he/she is not going to make it, 
when all are sick, and when things have to be purchased he/she won’t have 
enough to purchase for all of them and now we have the opportunity that 
things are being given for free […] and will not continue to be sick […]. 

Simultaneously, health committee board members discussed that the 
availability of free medicines or materials incentivized people to approach 
health services, even without a clear need. Overcrowding was perceived to 
be a serious problem, especially for those living in remote villages. This 
led to patients not being attended to and could have financial consequen-
ces. 

The people who come from afar go looking for a private doctor, when they 
didn’t receive medical assistance here they had to look for a private doctor  
[…] when it’s an emergency […] quick to the private doctor. (FGD CHWs) 

In addition, in all FGDs the new health information system was criticized 
as being very time consuming, shifting working time from patient work to 
paper work, leading to dissatisfaction of patients and staff.  
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Paper III
In total, 35 persons took part in the six FGDs with a minimum of five and 
a maximum of seven in each. In all focus groups people from commu-
nities close and distant to the central village were present. The FGDs las-
ted between 30 and 60 minutes. Fourteen key-informant interviews were 
carried out, lasting on average 30 minutes. Further details are presented 
in table 1 (p. 43). In the analysis three themes emerged, which are presen-
ted below with their corresponding categories.  

The public private partnership 

Services 
The existence of the PHC center and its services was appreciated. CHWs 
expressed their hope that the NGO would maintain its role in the future 
concerning financial and material support. In a FGD with members of the 
general population, a partial lack of drugs was complained about, some-
thing that others had not experienced. The lack of a permanent doctor in 
the PHC center was lamented. 

A: [It would be good] if there was a doctor permanently. Sometimes one, or 
some person from the community, could suffer from something serious, 
and being able to go the health center and be sure that the doctor will be 
there […].      
B (nods): The most desirable would be to have a permanent doctor because 
sometimes I feel fine and healthy, and after a little while this can change 
[…]. Once, a woman, after some four, five years of good health, changed, 
and she almost died. And like around 10 pm, there was no doctor here [at 
the health center] to attend [her]. (FGD CHWs male) 

Strengths and weaknesses 
On the one hand key-informants valued that a PPP contract and a long 
term collaboration existed, on the other hand distrust, distinct interests 
and conflicts between the different parties were perceived as being pro-
blematic. Key-informants described that the majority of the population 
did not understand the particular roles in the PPP.  

The non-governmental organization and its services 

Volunteer doctors 
The presence of foreign volunteer doctors was mainly perceived positive-
ly. They were overall described as caring, professional and motivated and 
increasing the capacity of patient care in the PHC center. Female patients 
preferred to meet the female volunteer doctor, when present (Ecuadorean 
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doctors in the PHC center were mostly male). Language barriers and a 
lack of knowledge about local diseases and the health system were percei-
ved as downsides. One key-informant described foreign volunteers taking 
advantage of the local population instead of helping them. 

Health outreach campaigns 
Perception of outreach campaigns was generally positive, they were de-
scribed as increasing access to health care for those living in remote parts. 
A partial lack of drugs was complained about. 

It is very important because [...] machismo still exists. So, the wives and 
children don’t leave [the village] because it’s like this. So, it’s good that the 
brigades [outreach campaigns] come to help them. (Key-informant inter-
view) 

Community participation 

Development 
During the launch of the PHC center community participation was per-
ceived as energetic. Later, a change into passivity and dependence on the 
NGO was described. For sustainability, active community involvement 
was believed to be crucial.  

We have to help the health center so that it moves forward. […] It’s for the 
good of all, for our grandchildren. (FGD CHWs mixed female and male) 

Community health workers 
In general, the population appreciated their CHWs and valued their ser-
vices. 

Yes, there is even a person that takes care of the community, the com-
munity health worker knows how to capacitate the family or the community 
[…]. (FGD general population adult females) 

An occasional lack of appreciation for CHWs in their communities as well 
as communication problems between the communities and their CHW 
were reported. The need for stronger leadership by CHWs was expressed. 
Incentives for CHWs were proposed. Some believed that CHWs received a 
salary. 

Participation on the individual level 
On the individual level, passivity and individualism was perceived as 
obstacles to more participation in the health projects. A key-informant 
expressed that participation is an important element to grow as a person, 
but also as a community. 
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Main results

Paper IV
The response rate of this study was 85.2%. 179 respondents were inter-
viewed with the first questionnaire, which included background data and 
data concerning the past ordinary illness. Complete information about 
travel times to the closest MPH health center and hospital could be collec-
ted from 168 interviewees. Those are displayed in table 6. Forty percent of 
all households reported an illness episode within the past seven weeks. 
Types of actions taken are shown in figure 7. 

Perceived emergencies 
The definition of perceived emergency was read to the interviewee: 

A medical emergency exists, when a person has a health problem that you 
consider so urgent that you have to stop your current activity in order to 
seek help for this person (or yourself). 

In 55 households at least one such event in the past year was identified. In 
total, 74 events were reported (41.3%, 95% CI 34.0-49.0%). Those house-
holds were interviewed further with the second questionnaire. 
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Figure 7. Past ordinary illness, types of action taken (first action; n = 72)

Table 6. Travel times to the closest MPH health facilities (n = 168)
MPH health facility MPH hospital

dry season rainy season dry season rainy season

Mean all 
households 1 hr. 32 min. 2 hrs. 49 min. 2 hrs. 37 min. 4 hrs. 5 min.

Median 1 hr. 2 hrs. 2 hrs. 3 hrs.

Min. - max. 3 min. - 8 hrs. 5 min. - 10 hrs. 0.5 hr. - 12 hrs. 0.5 hr. - 12 hrs.
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Case descriptions 
One of the 55 households was excluded because the adult who suffered 
the emergency died shortly after sudden onset of chest pain, before help 
could be sought. The past emergency event in the remaining 54 house-
holds was analyzed further, starting with the reported symptoms. Those 
were sorted into chief complaints, adapted to the rural Ecuadorean con-
text (Johnson, Gaus & Herrera 2016). The main chief complaint was fe-
ver, followed by traumatic injuries, abdominal pain, obstetrical com-
plaints and chest pain. Other complaints were rarer and varied widely. 
Twenty percent perceived their emergency to be ‘life threatening’, 56% as 
‘very serious’ and 22% as ‘not very serious’, one case was missing. Hospi-
tal admissions occurred in 29.6% of all cases.  

Health care seeking behavior in perceived emergencies 
The first contacted health care provider is displayed in figure 8. In 57.4% 
of all cases private for-profit providers were contacted, including tradi-
tional healers (95% CI 44.0-71.0%). The mean number of contacted 
providers to treat a case was 1.5 (95% CI 1.3-1.7). Of all cases, 33.3% were 
treated within the public system, all others contacted at least one private 
for-profit provider. Of those who had an SSC insurance 41.6% sought care 
at an IESS-SSC facility, all others contacted a private for-profit provider. 
Those who initially chose a private provider explained their choice. The 
most frequent explanation was the difficulty to get seen by a public 
provider (including long waiting times), followed by belief/trust in tradi-
tional medicine, quick attention and trust in the private provider. 
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Figure 8. First contacted health care provider (n = 54)
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Health expenditure 
Mean health expenditure (including non-medical costs) for the past ordi-
nary illnesses was 135.8 US$ (median 13 US$, ranging from 0-7,000 US
$). In comparison, mean health expenditure for the perceived emergen-
cies was 305.3 US$ (median 88 US$, ranging from 0-6,000 US$).  

Catastrophic health expenditure could be analyzed for 41 households, the 
remaining 13 chose to not give a full report of household expenditure data 
during the past month. The mean was found to be 285.5 US$ (95% CI 
204-366 US$; median 213.5 US$). At the 40% ability to pay cut-off level, 
24.4% of households were found to incur catastrophic health expenditure. 
In all households, except one, which suffered financial catastrophe, the 
patient’s first contact was with a private for-profit provider. 

How did households cover the costs for these emergencies? Five could pay 
them from their current income, 14 used savings, 17 borrowed money 
from relatives or friends, three sold animals or crops, one household took 
a bank credit and one reduced spending on food; 10 households had to 
use multiple of those sources in order to pay their bills; one did not incur 
costs, the other two did not provide this information (n = 54).  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DISCUSSION 

General overview
The overall aim of this research project has been to study factors and in-
terventions determining and influencing a rural population’s access to 
primary health care, including medical emergencies. As shown earlier in 
this thesis, access to health care is a complex concept and choices had to 
be made about which features to focus on. This overview goes back to the 
research framework in figure 3 (p. 36). The design of this explorative pro-
ject has evolved during its course, which was influenced to a great extent 
by the 2008 health reform, but also by findings from the first of the quali-
tative studies. 

At the outset of this thesis stood the regressive health financing system in 
MPH services in the study region and the rest of the country, namely OOP 
payments at the point of service. In 2006, the NGO had plans to remove 
this access barrier in the region by implementing an alternative financing 
instrument. Thus, on the supply side the dimension of affordability and 
on the demand side ATP were to be influenced. In study I, CHI was found 
to be feasible, with certain drawbacks and remaining questions as discus-
sed below. Consequently, the NGO’s plan was to move further towards 
CHI implementation and to follow its development scientifically. 

However, national events in 2008 changed those plans, as a newly elected 
government brought a major reform initiative under way: universal health 
coverage, abolishment of user fees and the guarantee of equitable and 
quality health services for everyone, based on PHC. This was good news. 
Nevertheless, with the history of a mainly unimplemented health reform 
in 1998 (Baeza & Packard 2006), the implementation and effects of this 
actual reform had to be critically examined, which was done in study II. 
Well known implementation errors were found, but the effects of the re-
form were generally perceived as positive, improving several dimensions 
of access to rural PHC on both the demand and the supply side. Neverthe-
less, study participants reported remaining problems of access to the pu-
blic system, amongst them difficulties related to emergencies.  

This triggered the development of study IV, to examine medical emergen-
cies in the region, the related health care seeking behavior and expenditu-
re. Regarding the access concept, the patient’s ‘journey of access’ from 
need to outcome was in focus (figure 2, p. 19). Perceived emergencies 
were identified to be a frequent problem, occurring to at least 90/1,000 
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inhabitants in the past 12 months. In about half of all cases help was 
sought from private for-profit providers, despite the existence of the pu-
blic UHC system. Financial hardship for many households was found. 

Ultimately, to get a clearer picture of the supply side of health services in 
the region, the NGO as a stakeholder working for the population’s access 
to care remained to be studied (paper III). In general, service provision in 
the region was perceived positively. Yet, those who were not closely invol-
ved during the initiation of the PHC center or working as CHWs had an 
unclear picture of the NGO and its role, especially in the PPP. For the po-
pulation it mattered most that PHC services were functioning, not what 
kind of responsibilities the different partners had. Communication and 
community participation were two critical issues that were identified. 

Discussion of main results
Pre 2008 health reform 

Access barriers 
Prior to the reform financial access barriers to health services were high 
for the rural poor. Qualitative findings from study II document dire situa-
tions, where receiving care could depend on mere luck or charity. It can 
be argued that even higher barriers had existed prior to the establishment 
of the PHC center, the creation of the CHW network and outreach cam-
paigns by the NGO. However valued these achievements were by the po-
pulation (study III), barriers to access remained. This shows that single 
elements in the complex and interwoven notion of access can impede or 
at least seriously challenge the poor’s access to effective health services. 
Informal exemptions were offered to those who could not pay. A further, 
albeit indirect indicator of this situation was the result from study I where 
70% were willing to join a proposed CHI scheme, designed to improve af-
fordability of quality PHC services. 

Feasibility of CHI 
Based on the study’s definition that WTJ of at least 50% would prove CHI 
to be feasible, the proposed scheme appeared to be a viable option to in-
crease financial access to PHC and emergency services. However, WTJ is 
only a proxy for future enrollment, which may as well have lower rates in 
reality as several reviews across the globe have found (Adebayo et al. 
2015; Ekman 2004; Fadlallah 2018). As study I did not exhaustively as-
sess all prerequisites for a future scheme, its results should be seen as a 
first step. In addition to the individual’s understanding of the insurance 
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concept, positive attitude towards it, a generally good perception of local 
PHC services and a certain willingness and ability to pay for it, CHI suc-
cess and sustainability also depend on other factors. These factors are the 
managerial capacity on the community level, community involvement, 
promotion of the CHI scheme, exact payment arrangements, government 
support and more (Fadlallah 2018). They would need further attention if 
CHI were to be implemented.  

Another issue is the economical base for CHI. It must be argued that a 
premium of 30 US$ per year and household for the proposed benefit pa-
ckage is most likely too low in order for a CHI scheme to be financially 
sustainable. The proposed premium of 30 US$ was set together with the 
region’s CHWs, who stated that it would be affordable to most house-
holds. Affordability is an important prerequisite for CHI. Willingness to 
pay higher premiums for the majority was doubtful, at least when discus-
sed with CHWs prior to field research. It can be argued that health ex-
penditure for the past illness episode in around half of all cases was alrea-
dy in the range of 50% of the proposed premium. Thus, further illness 
episodes in the households during the same year would have caused 
health expenditure to increase to amounts that could have been used to 
pay for CHI. However, study I did not perform an assessment of house-
holds’ ATP. Findings from study IV suggest that there is ATP for higher 
premiums. However, willingness to pay for CHI in post-reform times 
would need a careful assessment.  

Sound data on health care costs and expenditures, service utilization and 
morbidity can be helpful when planning for CHI. Nevertheless, setting a 
premium based on such data is no guarantee for success as Ron (1999) 
found in Guatemala. Evidence from the Philippines shows that even ad 
hoc implementation of CHI can work, with the right political backup and 
careful adjustments along the way. In this example the CHI aimed at 
3,000 families, supported by a NGO. Initial financial losses were covered 
by donors (Ron 1999). In this respect, the study region had similar prere-
quisites. The necessity for a financial safety net, for instance through a 
NGO is further illustrated by the fact that the poorest usually need special 
financial protection through e.g. fee exemptions or subsidies in order to 
prevent exclusion from CHI (Fadlallah 2018). However, a big drawback 
for many CHIs are often the meager risk pools (Adebayo et al. 2015; Ek-
man 2004). In El Páramo with around 1,000 households this would cer-
tainly be the case. In order to decrease NGO dependence, CHI schemes 
can get re-insurance, merge with other schemes, aim at bigger populati-
ons from the start or try to get government support (Carrin 2003). 
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Most of the examined variables in study I did not show a significant asso-
ciation with WTJ. This may be due to small sub-groups. However, one 
striking finding was that shorter formal education was associated with a 
significantly higher WTJ. This is in contrast to other studies (Adebayo et 
al. 2015; Dong et al. 2003). A possible explanation might be that higher 
education increases awareness and efforts of prevention and thus decrea-
ses the need for a benefit package which is heavily focussed on PHC.  

Experience from other CHI schemes show that health care utilization in-
creases after implementation (Ekman 2004). Study I found such indicati-
ons as well as 92% of interviewees stated that they would visit the local 
PHC center more often if they were affiliated. On the one hand, this is a 
desired effect, as previously unmet need would finally be met (Hsiao 
2001). On the other hand, when the behavior change of the insured sur-
passes their actual need, overconsumption of services takes place, so cal-
led ‘ex post moral hazard’ (Sapelli & Vial 2003). This carries several risks, 
such as queues, over prescription of drugs, depletion of the financial base 
of the insurance etc. It can be partly controlled by carefully set co-pay-
ments at the point of service (Islam, Igarashi & Kawabuchi 2012). Moral 
hazard also exists as an ‘ex ante’ problem, meaning that the insured take 
higher health risks, which as a consequence can also lead to higher service 
utilization (Yilma, van Kempen & de Hoop 2012). Another risk for CHI 
was found in study I. Those who had a higher number of PHC center con-
tacts in the past six months showed a higher tendency to join the propo-
sed scheme. This is known as adverse selection, meaning that subscripti-
ons are skewed towards relatively unhealthy households, which can lead 
to insufficient risk pooling (Zhang & Want 2008). 

Implementation of the 2008 health reform 
Regarding the implementation of the reform, study II found indications 
that the reform process had received less attention than desirable. In ti-
mes of profound political changes, the quick achievement of promised re-
sults seemed to have been more important. Locally, the reform was per-
ceived to be pushed through in a top-down manner. This has also been 
reported from reforms elsewhere (Ridde & Morestin 2011). In this regard, 
the World Health Report 2008 highlights the importance of understan-
ding health workers’ resistance to change (World Health Organization 
2008). The inclusion of all stakeholders in reform initiatives is vital, also 
to prevent a demotivated health workforce (Ridde & Morestin 2011). Evi-
dence concerning the reform implementation from other parts of Ecuador 
is scarce. Guerrero Gavilanes (2009) points out that prolonged conflicts 
occurred on the ministerial level prior to the reform and states that Ecua-
dor’s implementation capacity had been rather weak during those years.  
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Communication was also found to be deficient as qualitative results show. 
Parts of the rural population were reported to not have received sufficient 
information about the new UHC system (study II). This is not unprece-
dented in Ecuador as Chiriboga (2009) points out that only 30% of the 
population were aware of the free maternity and child care law after its 
implementation. Regarding the access model (figure 2, p. 19), approacha-
bility thus was insufficient, resulting in hindered access. This barrier was 
also reported by James and colleagues (2006) in a review of studies on 
user fee removal in Africa and Asia. 

Post 2008 health reform 

Health care seeking and health care utilization 
That increased affordability would likely lead to higher service utilization 
has been discussed above. How utilization changed in reality after remo-
ving OOP payments was illustrated by findings from study II. Utilization 
of services was reported to rise to a great extend, meeting previously un-
met need as FGD participants described in various examples. This is sup-
ported by national data (Guerra Villavicencio 2016). It was also stated 
that healthy people approached services because they might get some-
thing for free (study II). Thus, the crowding of services, which resulted in 
long waiting times (study II and IV) may partly be attributed to ex post 
moral hazard. 

Medical attendance in MPH health centers was described to be provided 
on a ‘first come, first serve’ basis. High demand led to competition bet-
ween patients of whom not all could receive care. Thus, accommodation 
was insufficient. Those who did not get an appointment and had no other 
options, due to the lack of SSC insurance or money to seek private care 
either did not meet a provider at all or were forced to come back another 
day (study II). How difficult this might be is illustrated by travel times of 
up to ten hours (study IV). To protect this group, mechanisms need to be 
put in place to increase their chance of receiving necessary care at the first 
point of contact (Ridde & Diarra 2009). The presence of volunteer doctors 
has likely mitigated an even bigger deficiency of appointments (study III), 
which can be assumed in regions where NGOs are not active. 

Concerning health care seeking behavior during the past ordinary illness, 
data from study I and IV show that the majority approached public health 
services or chose home treatment as opposed to utilization of private ser-
vices. This pattern has not changed between pre-reform (study I, 2006) 
and post-reform times (study IV, 2012). What is striking is that private 
for-profit health care was utilized to a significantly greater extend when 
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people perceived an emergency. As results show, those patients or decisi-
on makers who chose a private provider were unwilling to accept long 
waiting times in the public system, again a question of accommodation. 
Others mentioned trust in the chosen provider as their reason. In these 
vulnerable moments, unknowing if the health problem was a threat to life 
or not, they opted for providers that were more easily accessible, with 
shorter waiting times, known to them and thus accepted higher health ex-
penditure. Another interesting finding in this regard is that only around 
40% of those with an IESS-SSC insurance went to such a facility. All 
others approached private providers. MPH facilities, which they could 
have been utilizing as well were no alternative to anyone with an IESS-
SSC insurance. This illustrates a statement in a recent Lancet paper, that 
Latin American countries where social insurance and other public health 
services are still segregated, the extension of the latter has been done to 
cover the poor (Cotlear et al. 2015). Thus, did IESS-SSC subscribers not 
want to utilize MPH services meant for the poor, especially in a vulnerable 
situation? With the existing data, one can only speculate.  

The fraction of emergency patients or decision makers that chose a tradi-
tional healer believed in this type of medicine and/or trusted the provider. 
Such choices need to be respected by practitioners of allopathic medicine, 
as the country’s constitution clearly protects it (Asamblea Constituyente 
2008). However, besides mere acceptance (Trostle et al. 2010) active co-
operation between traditional and modern medical providers is desirable 
and has been shown to work (Calvet-Mir, Reyes-García & Tanner 2008). 
Regarding emergencies, such co-operation could for example result in 
mutual decisions concerning which conditions are safe to treat with tradi-
tional medicine and which should be seen by an allopath.  

The NGO’s changing role 
The NGO together with the local population had more than a decade prior 
to study III set out in an energetic way to create local health services. The 
visible results of these common efforts were a functioning PHC center, the 
presence of volunteer doctors and outreach campaigns. This easily identi-
fiable availability of health services was appreciated by the population, li-
kely increasing the NGOs acceptance (Ahmed et al. 2006; Haddad 2009). 
Other measures, such as the existence of materials or money for certain 
activities were much more difficult to attribute to the responsibility of a 
certain stakeholder. As long as services were functioning smoothly, res-
ponsibilities of the different partners in the PPP were not of high import-
ance to the public, why would they? When problems arose, it became cle-
ar that the PPP was not perceived as a co-operation between different sta-
keholders, but that “the service” was seen as one entity. The access di-
mension of approachability had clear weaknesses. The inadequate co-ope-
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ration within the PPP and communication of its roles and responsibilities 
affected downward accountability (Cavill & Sohail 2007; Whyle & Olivier 
2016). How much the other partners expected and relied upon the NGO 
to step in and ‘fill the gaps’ is unclear, but as ‘filling gaps’ was the outset of 
the organization it may as well have had this role all the time. 

How and why did things change? At the outset of its work, the NGO had a 
clear role to create and provide services. Throughout the years, this role 
has shifted more towards capacity building. The population’s perception 
appears to not have been shifted accordingly (Brown & Moore 2001), thus 
their perception of the NGO’s role became much more blurred. Since the 
involvement of the MPH, the NGO could theoretically have been pulling 
itself out of the PHC center, focusing on and strengthening its other ac-
tivities. At the same time members of the organization could observe how 
fragile and sometimes random the population’s access to care was. Con-
sequently, the NGO continued its activities in the PHC center, providing 
services that the MPH did not provide fully. By ‘filling the gaps’ through 
the provision of materials, financing certain activities and posting of vol-
unteer doctors whenever possible, the NGO tried to maintain quality and 
continuity of care (Stefanini 1995). What suffered was the clear communi-
cation of these efforts to the target population (Gilson et al. 1994). The 
NGO did not prioritize this task and none of the other partners in the PPP 
had strong incentives to provide such information, as services were run-
ning relatively smoothly. In conclusion, if a PPP of the kind examined in 
this thesis is to function properly, all partners have to fulfill their respon-
sibilities and maintain clear and continuous communication about them 
with the target population. 

A big challenge in increasing commitment and resources for PHC is im-
plementation with community participation (Walley et al. 2008). This 
was confirmed in study III. An exception was the continuous efforts of the 
CHWs. However, their role was partly described as weak and incentives 
have been proposed. In other contexts, incentives or payments have been 
shown to be beneficial and they should be considered in rural Ecuador as 
well (Alfaro-Trujillo, Valles-Medina & Vargas-Ojeda 2012; Schneider, 
Hlophe & van Rensburg 2008). The challenge of increasing and sustai-
ning community participation could become the new ‘raison d’être’ for the 
organization in the region. Its initial purpose of service creation, or the 
substitution of State functions (Stefanini 1995), has basically been fulfil-
led. To create a long term positive impact, the NGO could direct its focus 
on the development of a sustainable system of community participation in 
rural PHC, in the El Páramo region and beyond. This should include out-
reach campaigns as they have been found to increase access to care for 
vulnerable groups. Its relatively isolated work so far could be carefully re-
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placed by co-operating with other NGOs - local, national and internatio-
nal and the cantonal health authorities, keeping constraints of sustainabi-
lity and donor dependence in mind (Obiyan 2005).  

Satisfaction and trust 
Trust and satisfaction are important prerequisites for access to health 
care, as displayed in figure 2 (p. 19). Findings from the qualitative studies 
show that patients were mainly satisfied with the post-reform system con-
cerning most access dimensions. Trust in the public health system retur-
ned. This has also been found after other fee abolition reforms (Ridde & 
Morestin, 2011). Dissatisfaction arose when drugs were not available, 
when the new health information system took a lot of time away from the 
medical attendance and when people could not get an appointment. Con-
cerning the latter, inhabitants from the remotest villages were reported to 
be most affected. 

Trust in the chosen private provider played an important role concerning 
health care seeking in perceived emergencies, as discussed in the next sec-
tion. The finding that membership in a community organization was si-
gnificantly associated with seeking public care, likely indicates trust in 
public organizations. Regarding study I, it was surprising to find that the 
trust indices did not show an association with willingness to join CHI as 
could have been expected (Zhang et al. 2006). This cannot be explained 
with the existing data, but may be due to small sub-groups.  

Comparing staff satisfaction after health reforms internationally, a quali-
tative multi-country study reports increased workload, low salaries and 
low job satisfaction (Guevara & Mendias 2002). Findings from study II 
are in line with this. However, according to Espinosa and colleagues 
(2017) salaries and understaffing have subsequently been tackled. The 
lack of material in the system has persisted as results from study III, pa-
per IV and personal communication with the NGOs project manager do-
cument. Nevertheless, PHC center staff were in favor of the health re-
form’s general achievements. According to the WHO, job dissatisfaction, 
low wages and remoteness of a workplace can lead to staff absenteeism. 
Such absenteeism had been reported to be high in pre-reform Ecuador 
(World Health Organization 2006). At the studied PHC center unlawful 
absenteeism was not reported. The presence of the NGO and the public 
private partnership might have had a positive influence on staff presence. 

Health expenditure 
Regarding universal health coverage (figure 1, p. 13), the reform appears 
to have extended UHC’s three dimensions in the study region. However, 
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as this research project did not include a quantitative assessment, this has 
to be seen with caution. Qualitative data suggests that the previously non-
covered population has been covered, cost sharing has been reduced, fees 
removed and further services included. Doubt about a fully functioning 
and accessible UHC system for the rural poor arises when analyzing their 
OOP expenditure related to perceived emergencies and the high preva-
lence of catastrophic health expenditure. Also the partly very high expen-
ditures related to the past ordinary illness are worrying. However, the 
number of examined cases was small, indicating the need for larger stu-
dies. While the health system is still being improved (Espinosa et al. 
2017), it should be monitored that OOP health expenditure is decreasing.  

In emergencies, catastrophic health expenditure was found to be related 
to seeking private for-profit care. It could be argued that decision makers 
had a free choice to opt for a public provider, but a relative lack of trust 
and difficulties to (quickly) get seen by a public provider led them to see-
king private care. Even if the first contacted provider was public, subse-
quent contacts could involve a private provider, for example a pharmacy, 
increasing expenditure. If the government wants to protect its rural citi-
zens from the costs of acute illness, barriers to accessing public health 
services should be removed and service quality further improved. Availa-
bility of medical personnel, early triage at public PHC and hospital facili-
ties for patients with perceived emergencies as well as a full stock of drugs 
and materials at all times can increase trust in the public system (Shayo et 
al. 2016). 

In the meantime, could community financing mechanisms provide pro-
tection against high health expenditure? Community loan funds for 
transportation have been shown to be useful in emergencies (Kobusingye 
et al. 2005). As non-medical expenditure was found to be high in study 
IV, this could be a feasible option. Even CHI could be considered. But as 
conditions have changed after the 2008 reform, a careful examination of 
its prerequisites on the political level would need to be undertaken, which 
has also been proposed in other LMICs working towards UHC (Fadlallah 
et al. 2018). The Ecuadorean health financing system is far from integra-
ted, with pre-paid mechanisms existing in a mix as shown above (back-
ground on Ecuador). CHI could function as yet another component in or-
der to decrease the rural poor’s OOP expenditure at the point of service 
until financial protection is fully functioning for all (Abiiro & De Allegri 
2015). In the current situation, the rural population would need to decide 
if CHI could be an option for them and if so, what kind of services (PHC, 
emergencies, secondary care etc.) should be included. Thus, CHI would 
not necessarily have to function exclusively, but could be supportive to the 
existing system (Bennett, Creese & Monasch 1998). 
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Methodological considerations
Study design 
Two studies used a flexible research strategy (qualitative) and two applied 
a fixed strategy (quantitative). Depending on the research questions, a 
combination of both strategies can be valuable (Russel 2005; World 
Health Organization 2012). The typical questions in quantitative inquiry 
are ‘how often’ and ‘how much’, whereas qualitative research aims to in-
crease the understanding about social phenomena as perceived by indivi-
duals or groups (Holloway & Galvin 2017), or as Clancy (2002) puts it 
‘what is going on?’ Several reasons for the combination of methods exis-
ted. At the start of this research project stood the main objective to mea-
sure household head’s willingness to join CHI. To tackle this objective, a 
quantitative cross-sectional approach came natural. After the completion 
of the study, the health reform shifted the focus. In order to approach the 
phenomenon of health reform, its implementation and effects on access 
without preconceived ideas and let local stakeholders narrate their per-
ceptions, study II employed qualitative methods. Possible alternatives, 
e.g. a mixed-method approach (O’Cathain, Murphy & Nicholl 2008) were 
hindered by resource constraints. Study 4 was developed based on quali-
tative findings from study II, moving onward to measure the scope of 
emergencies and related variables. What remained unclear was the popu-
lation’s perception of the NGO as a provider, possibly hindering its full 
potential. This was the reason to use a qualitative design. Although none 
of the studies used mixed methods, a form of mixed method occurs at the 
point of joint interpretation of the findings (Yardley & Bishop 2015). 

Quantitative methods 

Household surveys 
Surveys are basic tools in public health research (Bowling 2002). They 
can provide information about overall utilization of care (O’Donnell et al. 
2008), which was made use of in study I and IV. Surveys can measure di-
sease prevalence, but can even be useful in estimating incidence (Petridou 
et al. 2004). This was aimed for in study IV, however not concerning a 
specific disease, but a situation that was perceived as urgent. A drawback 
of surveys is that data usually is reported, not observed (Bowling 2002). 

Validity and reliability 
Internal validity is concerned with whether a study was able to measure 
what it intended to measure (Bowling 2002). In order to assure internal 
validity the questionnaires in study I and IV were in parts based on pre-
existing, validated questionnaires (Dong et al. 2003; World Health Orga-
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nization 2002; Zhang et al. 2006). In addition, several researchers parti-
cipated in their development, they were pre-tested and adjusted. Thus 
content and face validity were likely to be high. Construct validity existed 
for some items, as several questions addressed the same topics. Internal 
validity is a prerequisite for external validity, concerned with the genera-
lizability of results. To increase external validity, representative samples 
need to be examined. Reliability refers to whether an instrument can re-
produce findings over time (Bowling 2002). As mentioned, parts of the 
questionnaires came from pre-existing one’s, which had been tested con-
cerning reliability. However, the questionnaires have not been assessed 
concerning test-retest and inter-rater reliability, thus decreasing reliabili-
ty somewhat. Other threats to reliability and validity are discussed below. 

Interviewer bias 
A risk exists that interviewers consciously or subconsciously influence in-
terviewees to respond in a certain way (Bowling 2002). This could have 
been an issue concerning willingness to join CHI and questions related to 
traditional providers. The risk of such bias can be diminished by working 
with interviewers who have a similar social background, culture and lan-
guage as the respondents. In addition, thorough training and regular su-
pervision are vital (Ross & Vaughan 1986). These principles were employ-
ed. A one week long structured training was done in both studies and in-
terviewers were assigned to villages other than their own. Furthermore, in 
study IV observers were present at around 40% of all interviews, mostly 
in the beginning of the study to give immediate feedback about errors 
(Ross & Vaughan 1986). The author gave constant feedback during field 
research, usually in the evenings, when the completed questionnaires 
were reviewed.  

Recall bias 
Recall bias happens due selective memory concerning past events (Bow-
ling 2002). The length of the period in question and case severity influ-
ence recall. For common illnesses usually up to four weeks get used, de-
pending on the condition and research question, but longer periods have 
been applied (Coppo, Pisani & Keita 1992; O’Donnell et al. 2007). Six to 
12 months have been used for injuries reported by proxy respondents 
(Cummings et al. 2005; Harel et al. 1994), for hospital admissions up to 
12 months (Ross & Vaughan 1986). An advantage of a 12 months period is 
that seasonal variations of disease or injury occurrence will not play a 
role. To diminish the ‘telescoping effect’, a tendency to remember an 
event as closer to the present as it really was, collection of dates are re-
commended (Harel et al. 1994). Concerning ordinary illnesses in study I 
and IV specific recall periods were not asked for, as the past episode in the 
household was of concern. Underreporting of lighter cases is possible. The 
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difference in recall periods between study I and IV (three months versus 
seven weeks) is due to different assessments of the date. Concerning 
emergencies, an underreporting of less severe cases cannot be ruled out. 
Telescoping is unlikely, as dates were recorded. Proxy respondents were 
tried to keep to a minimum (Ross & Vaughan 1986). They had to be used 
for patients <15 years, those who did not remember the event or if the 
former patient was unavailable. 33% of interviews were held with former 
emergency patients and 52% with those who had taken care of the patient, 
thus only 15% of interviewees had not been directly involved in the case. 

Information bias 
The perceived emergencies in study IV were classified according to chief 
complaints. Those classifications were based on reported symptoms and 
may thus be subject to information bias. As the sorting into chief com-
plaints was done by three physicians independently, the risk of bias at 
that stage is believed to be small. There was no intention to come up with 
final diagnoses, which gets supported by work on emergency care in 
LMICs (Mowafi et al. 2013). Findings of the most frequent chief com-
plaints are in line with data from a rural emergency department nearby, 
thus likely representing the local pattern of emergency presentations 
(Johnson, Gaus & Herrera 2016). Also reported outcome might have been 
subject to information bias, as no clinical data was collected.  

Selection bias 
When characteristics of the sample differ from the population of interest 
selection bias might present (Bowling 2002). Thus samples as random as 
possible and high response rates should minimize the risk. Especially in 
study IV the response rate was high. It may be argued that the employed 
cluster sampling did not lead to a random sample. With the available re-
sources and the lack of complete census data, the method was found to be 
the most practicable. Possible bias has been shown to be small (Hoshaw-
Woodard & World Health Organization 2001). Response bias was mini-
mized by matching interviewers with respondents from villages other 
than their own. A risk for selection bias exists in study I, where three enti-
re communities (with the exception of one household) abstained from 
participating. Reasons for non-participation were the reported lack of 
confidentiality in a previous survey, with the underlying problem of un-
certainty of landownership in this community. Another community was in 
a conflict with others. Reasons in the third one were unclear.  

Sample size 
The sample size for study I was chosen to include at least one quarter of 
all households in the region, but no sample size calculation was perfor-
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med. Checking this unsophisticated approach with the formula in the me-
thods section (and ignoring actual findings), certain assumptions have to 
be made. Based on evidence from the literature, feasibility was defined as 
50% WTJ. A sample size calculation, assuming 60% willingness to join (p 
= 0.6), with a margin of error of 7% (MOE = 0.07) and a confidence level 
of 90% gives 115 households. Hence, if the true value of WTJ would be 
50% or more, this sample size would produce a true result with a high le-
vel of confidence. With a response rate of e.g. 60%, 191 households would 
have had to be sampled. Thus, the chosen sample size was big enough to 
detect the true value. In both studies, many sub-group analyses had small 
sizes, reducing the chance to detect statistically significant differences.  

SES, wealth and household’s ATP 
Estimating socio-economic position in LMICs is a difficult task and no 
gold standard exists (Howe et al. 2012). The composite index used in stu-
dy I included relative price information, which made it somewhat arbitra-
ry. In study IV a different approach was applied by calculating a wealth 
index using reciprocal proportions (existence of eight typical items in the 
household: TV, DVD player, cellphone, fridge, motorbike, car, radio, 
sound system). The downsides are that quality of housing and ownership 
of land were left out (Morris et al. 2000). Both indices are displaying rela-
tive measures of wealth. Comparison with studies using other approaches 
cannot be done. Some evidence exists that a wealth index is a more stable 
measure of socio-economic position than income or expenditure data, due 
to the latter’s fluctuations over time (Liverpool & Winter-Nelson 2010). 

In study IV, reported household expenditure during the past month was 
used as a proxy for household’s ATP, after the deduction of expenditure 
for food (Wagstaff & Doorslaer 2003). As mentioned above, fluctuations 
over time exist and are difficult to measure if not a longitudinal assess-
ment, for example through diaries, is used. A further limitation is that an 
interviewee might be unaware of other household members’ expenditures. 
However, fluctuations can be even greater when trying to measure inco-
me, e.g. due to seasonal variations from cash crop production. In such ca-
ses consumption data is more stable over time (Howe et al. 2012). 

Willingness to pay 
Willingness to pay can be assessed using different methods. The chosen 
method of willingness to join CHI for a fixed premium is the take-it-or-
leave-it approach. Other possible approaches are the bidding game tech-
nique (Dong et al. 2003) and the payment card (Ryan, Scott & Donaldson 
2004). The latter requires literacy and could thus not be used because illi-
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teracy is common in El Páramo. The bidding game can elicit the highest 
price a consumer is willing to pay and could have been an alternative. 

Catastrophic health expenditure 
The chosen approach of assessing CHE has been criticized as it likely un-
derestimates adverse effects due to lacking financial protection in health 
(Ruger 2012). Besides ignoring lost income, the approach in study IV may 
be too narrow to fully capture health costs and effects on poor house-
holds. Households might get into debt spirals, affecting subsequent health 
events. A glimpse of this has been captured by assessing how households 
covered the costs for their emergencies. 

Qualitative methods 

Trustworthiness 
In order to achieve trustworthiness in the qualitative studies, certain steps 
have been taken which are explained in more detail below. Quality criteria 
are dependability, credibility, transferability and confirmability (Lincoln 
& Guba 1985). Reflexivity, the critical self reflection as a researcher is part 
of this (Korstjens & Moser 2018). Also shortcomings and possible alterna-
tive approaches are discussed. 

Dependability and confirmability 
Dependability can be compared to reliability in quantitative research, 
confirmability to objectivity (Holloway & Galvin 2017). However, as the 
researcher is the main research instrument, qualitative studies will never 
be fully replicable, but they can be repeated. Accepted standards for quali-
tative research were followed as described in the methods section. All re-
cords were kept. By displaying all steps taken throughout the research 
process and the detailed description of the setting, dependability and con-
firmability were increased (Korstjens & Moser 2018). 

Concerning the latter, I need to disclose that I had my doubts about the 
2008 health reform’s achievements prior to the study. They arose through 
my earlier, mainly complicated and disillusioning experience with MPH 
health services and authorities. Yet, as I was aware of this, had a clear 
question guide and co-researchers in data analysis and interpretation, 
confirmability has likely not been jeopardized. In both studies, field rese-
arch was carried out by foreigners with a different background in culture 
and language. This might have caused bias, by participants giving answers 
that they believed to be socially desirable. However, the fact that partici-
pants of both, FGDs and key-informant interviews criticized certain NGO 
services indicates that such bias is likely to be small. 
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In study II, formal member validation was not performed, but prelimina-
ry results were presented to a bigger audience, with participants of the 
FGDs being present. Member validation could have been carried out in a 
more formal way, earlier on in the field research. In study III, member va-
lidation was performed as outlined in the methods section. Concerning 
the presented findings, participants did not bring forth any objections in 
either of the occasions. 

Credibility 
The ensure credibility, comparable to internal validity in quantitative stu-
dies, several methods were employed. In study II prolonged engagement 
was used in the FGDs and the derived data, which is partly reflected in the 
length of the FGDs. However, further insights could have been gained by 
incorporating a FGD with recent patients. Long lasting engagement in the 
field was given, by my familiarity with the setting and prior longstanding 
work in the region. This was also a base for trust from the FGD partici-
pants, many of whom I had known for years. Yet, as I was not involved 
with the health reform in the region and no longer engaged as a project 
manager, the risk for bias was believed to not be high. Access to the study 
population could have been difficult without the personal link to the regi-
on’s inhabitants. Distrust in outsiders, national as well as international is 
widespread in the region due to uncertainty of landownership and the 
marginalization of the population. In study III, another researcher carried 
out the data collection after approval of the NGO and the local health 
committee. She spent nearly two months in the region, getting familiar 
with the setting and building trust. The data collection could impossibly 
have been carried out by myself, as I am known in the region as the initia-
tor of the PHC center and the co-founder of the NGO. Carrying out data 
collection myself would have led to extremely biased results. 

In both studies persistent observation took place by reading the transcri-
bed texts several time, identifying meaning units, condensing and coding 
them, letting (sub-)categories and ultimately themes emerge by moving 
back and forth in the data and discussing the findings repeatedly with the 
co-researchers until consensus was reached. 

Triangulation. Investigator triangulation was applied with two (study 
II), respectively three researchers (study III) being engaged in coding, 
analysis and interpretation. In study II, data triangulation was perfor-
med by incorporating one FGD with a group of health professionals, who 
contributed with insights from a different angle. They had acquired know-
ledge about the reform in their professional role. The other FGDs were 
held with participants who had gained knowledge about the reform due to 
their role in their communities and/or the health projects. Some had ex-
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perienced the new system themselves as patients. In study III, data tri-
angulation was achieved by combining the local population’s views and 
perceptions from FGDs with data gathered from key-informant interviews 
with national and international staff members, a NGO representative and 
local key persons. This shows also method triangulation, as FGDs and 
key-informant interviews are different methods of data collection. 

Transferability 
The judgement about transferability has to be made by the reader (Korst-
jens & Moser 2018). By describing the research setting, context and parti-
cipants in detail as well as giving an in-depth account of the data, it was 
aimed for a ‘thick description’. This could have been hampered by langua-
ge constraints, as neither Spanish nor English are the mother tongues of 
the involved researchers. Regarding study II, it has to be kept in mind 
that the presence of volunteer doctors could have mitigated a more severe 
lack of time for patient care than reported in the results. The readers have 
to judge if the presented findings are transferable to their specific set-
tings. 
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CONCLUSIONS, 
RECOMMENDATIONS AND FUTURE 

RESEARCH 

Conclusions
This thesis has contributed to knowledge about factors and interventions 
determining and influencing a rural Ecuadorean population’s access to 
primary health care and emergency care. The following conclusions can 
be drawn from papers I-IV: 

• Prior to the 2008 health reform indications were found that commu-
nity-based health insurance was a feasible alternative to the out-of-
pocket payment system in public health services. 

• After well known implementation errors, the 2008 health reform has 
increased access to rural primary health care by the provision of free 
drugs and medical attendance. The reform’s results were mainly per-
ceived positively by local stakeholders. A lack of drugs and appoint-
ments, especially for remote dwellers and a time consuming health 
information system have been found. 

• The NGO’s role was generally perceived positively due to health care 
improvement in the region. A lack of clarity and communication 
about the public private partnership has led to dissatisfaction. Com-
munity participation was found to be a weakness. 

• Perceived emergencies were found to be a frequent problem in the 
population, with health care seeking shifted towards private providers 
when compared to ordinary illnesses. High health expenditure and 
catastrophic health expenditure were found. 

Recommendations
In order to further improve access to primary and emergency care in rural 
Ecuador, the following recommendations should be considered:  

• Community-based health insurance could have a role in the public 
health system, to cover services that the Ministry of Public Health 
does not yet sufficiently provide. A careful assessment of its prerequi-
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sites on the political and managerial level, sound economical calcula-
tions and involvement of the population in defining the benefit pack-
age would need to be undertaken prior to establishing CHI.  

• The relative lack of drugs and appointments in the present public he-
alth system, especially for remote dwellers, as well as the time consu-
ming health information system should be corrected. 

• The NGO should, together with its partners, work towards improved 
communication about the public private partnership to the target po-
pulation. Community participation should be strengthened. 

• Changes in the organization of public emergency departments, for ex-
ample through timely triage, and improved financial protection for 
emergency patients, may increase access to public emergency care 
and protect patients from catastrophic health expenditure. 

Suggestions for future research
The prevalence of catastrophic health expenditure related to perceived 
emergencies should be studied on a larger scale, in order to confirm the 
findings from study IV. Barriers to access of public emergency depart-
ments and the reduction of those barriers should be studied in order to 
increase the timely provision of emergency care. Moreover, more know-
ledge is needed about different options for increased financial protection 
for patients with perceived emergencies. In this regard, the feasibility of 
community-based health insurance for wider rural areas should be app-
raised, including the managerial and the political dimensions.  

While the health system in Ecuador is still being adjusted, the develop-
ment of out-of-pocket health expenditure should be monitored, to study if 
financial protection for vulnerable groups is increasing. 

How community participation in rural health service development can be 
increased in a sustainable way is another area for future research. In addi-
tion, further knowledge is needed about how effective public private part-
nerships between governments and NGOs can be established and main-
tained. This should include communication within those partnerships and 
with the population. 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