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Las problemáticas de salud y las formas de enfrentarlas actualmente se
encuentran en un momento de transformación. Las visiones tradicionales
de la enfermedad y la salud se superponen a formas contemporáneas de
construir esos conceptos. También es evidente la urgencia de responder
tanto a los riesgos persistentes de epidemias, accidentes, vejez y muerte
como a una nueva generación de amenazas a la salud que vienen de las
actividades industriales, las nuevas tecnologías y la naturaleza en contex-
tos de globalización y modificación del entorno. 

Las experiencias organizativas de la solidaridad y la colectivización del
riesgo en estos nuevos escenarios han sido diversas y con resultados desi-
guales. En América Latina a partir de los años Noventa se introdujeron
algunas reformas tendientes a ampliar la cobertura, mejorar la calidad o la
eficiencia en la prestación de servicios de salud. Las respuestas concretas
iban desde el fortalecimiento de los servicios públicos nacionales, pasando
por la descentralización o municipalización, hasta la autonomía y la pri-
vatización. En algunos países, por ejemplo, persisten las prácticas de salud
tradicional, y su coexistencia con la medicina académica occidental
requiere complejizar los sistemas públicos. De la misma manera, la presen-
cia de prácticas de salud alternativa como la homeopatía, la acupuntura,
la bioenergética y otras es creciente y también debe incorporarse.

En este libro se presentan varias lecturas que realizan investigadores
interesados en diversos aspectos de la evolución de sistemas de salud en
América Latina, las mismas que fueron presentadas en el Congreso en
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Introduction

We review here the evidence base for the health care / disease control pol-
icy promoted by international agencies in developing countries. As an al-
ternative, we underline some of the President Correa Government’s
health policy features.

Worldwide, up to 50% of people are barred from access to care and
essential drugs. Despite an unprecedented increase in external financing,
disease control, the paradigm of international aid, is in total disarray in
low and middle-income countries. AIDS kills more than 8000 people
every day (of which more than 6000 in sub-Saharan Africa) and malaria,
up to 3 million every year (1 million twenty years ago). However, in
2004, 21% of all health aid was allocated to HIV (8% in 2000). Total
funding for HIV/AIDS programs in low and middle-income countries
reached 8.3 billion US$ during 2005. Realizing the extent of the waste,
the Financial Times requested that less money be spent on AIDS –
instead of proposing to correct the causes of program’s inefficiency (The
Financial Times, 2006).
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to 52 or 20 different managers. This is however the situation of these de-
veloping countries’ public services obliged to limit the activities of their
public services to disease control – at the exclusion of curative care, the
only activity truly responding to the demand of peoples and communi-
ties. 

However, many authors stressed the need to integrate programs into
local health facilities in order to achieve a reasonable prospect for success-
ful disease control. They also point to the merit of integrating curative
and preventive care. Examples include the potential for detecting a pa-
tient with tuberculosis amongst those with cough, or suggesting vaccina-
tion to a patient or to a population with whom the practitioner has estab-
lished trust. Such a scenario couldn’t succeed when patients are sent to
private practitioners while TB patients are expected to be detected and fo-
llowed by the public ones.

Public rather than private disease control: 
understandable caution 

In theory, both the public and the private sector can carry out disease
control activities, but historically the public sector has taken this respon-
sibility. Despite the widespread promotion of public-private partnerships,
international aid agencies have been cautious about contracting out disea-
se control to the private sector.

Instead, such agencies have promoted continued involvement of gov-
ernment facilities in disease control under the general label of ‘prioritiza-
tion’ of their interventions. Their caution is understandable. The results
of contracting out disease control to the private for-profit sector are not
promising, except for tuberculosis control under specific conditions in so-
me Asian settings. Furthermore, private providers may not oppose the
provision of disease control by the public sector, as they often work part-
time in public services providing the opportunity to refer the selected
patients to their own private consultation.
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One may ask if international aid policy, as defined for the health sec-
tor of low-income countries (LIC) and middle-income countries (MIC),
shares a responsibility for such failure.

International agencies do have a doctrine on aid and international aid
policies: whenever possible, these policies allocate disease control to the
public and curative health care to the private sector (De Paepe, Soors,
Unger, 2007: S273-S281).

Such policies are neoliberal in their promotion of commoditization
and privatization. Since a few years, World Health Organisation (WHO)
is also promoting private sector providers involvement in Tuberculosis
(TB) control, a component of the new Stop TB Strategy and the Global
Plan to stop TB (The Stop TB Partnership, 2006: 36).

Impact of orthodox international health policies 
on health care quality and accessibility

In this section, we outline the responsibility of neoliberal health policy for
the failure to control diseases in developing countries using a three-strand
hypothesis.

Integration: a key to success for disease control 

Disease control activities implemented by specialized organizational
structures, sometimes bringing together several disease control programs
(such as maternal and child health) are dubbed vertical programs. In spe-
cific cases vertical programs can be justified on technical grounds. Never-
theless, the number of diseases requiring clinical interventions makes it
impossible to consider vertical programs as the gold standard template for
disease control organization, even where these programs would be, alle-
gedly, closely co-coordinated amongst themselves. In Congo, for
instance, there are 52 such programs, and in Central African Republic,
more than 20. No one single private company would ever dare to adopt
an organigram whereby a worker or a professional would have to respond
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control interventions and ended up achieving substandard detection and
follow-up rates. This point has been mathematically demonstrated in a
recent paper (Unger, d’Alessandro,  De Paepe, Green: 2006: 314-322).
In order to assess the potential for integrating malaria control interven-
tions in underused health services, a Piot predictive model was used to
estimate malaria cure rates. Parameters from the best performing African
malaria programmes influencing treatment at home and in health facili-
ties were applied to a rural district in Mali, where access to care was very
limited. It was demonstrated that, with a low utilization rate, adequate
control combining home treatment and professional treatment was
impossible, even applying the best parameters from other countries. On
the contrary, cure rates with a higher utilization rate were 62% better.
Thus, if malaria patients are to be treated and followed up early, basic
health services need to deliver integrated care and be attended by an ade-
quate pool of users. Another example of failing disease control is
Colombia, where TB case finding decreased after neoliberal reform.

Furthermore, disease control programs strained first line public health
care delivery. This occurred through pressure exerted by disease control
managers, by multiplication of disease-specific divisions in (inter)nation-
al administrations, by ill-defined priority-setting and increasing opportu-
nity cost, unrealistic costing, inadequate budgets, and financial overruns,
failure to make clear the lines of command; tension between health care
professionals over income disparity, treatment discrepancies and opportu-
nity costs and problems with sustainability. Management by objective,
the philosophical cornerstone of such programmes transformed health
organizations into what Mintzberg classifies as mechanistic bureaucracies.

Impact of orthodox international health policies 
on health care quality and accessibility

International health policies recommend marketing of curative care
together with prioritization of disease control within the public sector (De
Paepe, Soors, Unger, 2007: S273-S281).General Agreement on Trade in
Services (GATS) article 1.3.c. makes this recommendation compulsory: “a
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Public disease control & private health care: a catch-22

While disease control remains public, aid agencies have been encouraging
a market approach to health care delivery in LIC for over a decade. The
transfer of ‘public’ care to the private for-profit sector is a core message of
their policy on the grounds of the supposed higher efficiency of the for-
profit sector and the poor responsiveness of the public one. Once predo-
minantly providers, governments now have new roles as ‘stewards’, steer-
ing care by regulation and supervision. In theory, such privatized care
could be funded publicly. Figure 1 indicates these roles of the public and
private sectors as promoted by neoliberal health policy.

This doctrine was introduced in LIC and MIC where the market was
seen as attractive, such as in parts of Asia and Latin America. It was seen
as less relevant in contexts where the market could not be developed
easily, as in many parts of Africa. It was also not promoted in countries
where geo-strategic considerations dictated an aid policy with clear social
goals, as is the case in Jordan, the Southern Philippines and those central
Asian republics close to Afghanistan. 

One outcome of this policy was a disease control focus to MoHs, with
less support for health care delivery. The continued concentration on ver-
tical disease control efforts by the international aid community is reflect-
ed in the efforts to set up and channel significant aid through the Global
Fund to Fight AIDS, Tuberculosis and Malaria and which has been crit-
icized strongly for ignoring the needs of, or even weakening, the wider
health system.

This aid and health policy precluded effective integration in the field
and led to a true catch-22; the pool of patients was cut off from disease
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• The poor were frequently unaware of their rights. They did not know
how to use their insurance card and continued to pay for the services
they received.

• Sometimes, they simply didn’t use the services because of a lack of psy-
chological, intra-institutional, financial (see below) or geographical
accessibility. 

Two data will enlighten the problem. Between 1997 and 2003, the insur-
ance coverage rate grew from 54% to 62% but at the same time, the con-
sultation rate dropped from 23.8% to 9.5% in outpatient (Acosta, Ramírez,
Carrión, 2004: 25). Furthermore, each year, 6.26% of the population suffer
catastrophic health expenditure. This is 52 times more than Costa Rica (Xu,
Evans, Kawabata, Zeramdini, Klavus, Murray, 2003:111-117).

Precisely, Costa Rica is a middle-income country with strong govern-
mental emphasis on human development. For more than half a century,
its health policies applied the principles of equity and solidarity to
strengthen access to care through public services and universal social
health insurance. It is featured with a unified public system allowing inte-
gration; publicly oriented services as dominant, though non monopoly,
delivery institutions of care; a system of contracting in but there is no real
purchaser-provider split, nor hospital managerial autonomy; ‘users and
communities’ participation in health services management (in contradic-
tion to what the private-for-profit sector permits); Government expendi-
ture represent the bulk of total expenditure; finally, there is a single, pub-
lic insurer (no private insurance).

In 2002, its health expenditure per capita was 5.9% of its Gross
Domestic Product (GDP) per capita (Purchasing Power Parity (PPP)
US$), while the USA health expenditure was 14.2% and while its GDP
per capita was 27.6% of the USA GDP. However, its life expectancy was
78 years against 77 in the USA, second only in the Americas after Canada
– and this outcome as well as others can be linked to the performance of
the health care system.

Finally, Chile’s health system is characterized by a private insurance mar-
ket (compulsory contribution to health care of those who voluntarily aban-
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service supplied in the exercise of governmental authority means any serv-
ice which is supplied neither on a commercial basis, nor in competition
with one or more service suppliers”. Subsidies to publicly oriented servic-
es owned by ministries of health, city councils, and non-governmental
organizations could be barred on the ground of GATS article 1.3.c.
Politicians who endorse it carry thus a heavy moral responsibility.

To assess the impact of these international health policies on access to
decent quality health care, we refer to an analysis of health policies of
three countries showing how health care privatization failed in Colombia
and Chile, and what an alternative health policy can achieve in Costa
Rica (Unger, De Paepe, Buitrón, Soors: 2007) and Chile. We conclude
that together with other factors, such as Structural Adjustment Programs
and World Trade Organisation –WTO- GATS negotiations (Unger,
Marchal, Green: 2003: S79-S88) orthodox policies are responsible for
poor access to care. 

The reform of the health sector in Colombia in 1993 was founded on
the internationally advocated paradigm of privatisation of health care
delivery. Taking into account the lack of empirical evidence for the appli-
cability of this concept in developing countries and documented experi-
ence of failures in other countries, Colombia tried to overcome these
problems by a theoretically sound, although complicated, model.

Some 14 years after the implementation of “Ley 100” revision of the
literature shows that the proposed goals of universal affiliation and equi-
table access to good quality care have not been reached. Despite an explo-
sion of costs and a considerable increase in public and private health
expenditure, more than 40% of the population is still not covered by a
health insurance securing access to a decent health care package, and
access to health care itself proves more and more difficult. 

What does ‘affiliation to a health insurance plan’ really mean?
Basically nothing more than people holding an insurance card. Indeed,
several obstacles keep cardholders from accessing health care services, e.g.

• Some insurance companies declared persons or families, especially the
poor, to be registered for their scheme without issuing an insurance
card, thus collecting premiums without providing service.
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doned the public health care sector.); the purchaser provider split in the
public health system, the Fondo nacional de salud (FONASA, National
Health Fund) to collect and distribute payroll taxes; a national health sys-
tem (e.g. 28 autonomous Health Services) decentralised during Pinochet
regime which managed to survive and municipalisation of Public Health
Care (PHC). The democracy did not bring pivotal change in dictatorship’s
policy design although it improved control (superintendencia) on and
reduced support to Institución de Salud Previsional (ISAPREs, private
insurance companies); improved public financing of health sector; devel-
oped family medicine in public first line services and set 56 priority diseases
(Plan Auge) mainly in hospital settings. Although first line health services’
utilization rates are good, accessibility to specialties may be deficient in
public services (waiting lists up to 4 years for some specialists, e.g. ophthal-
mologists). The ISAPREs administrative costs are four times those of
FONASA and they consume 43% of total health expenditure with only
16% of the population insured. In 2003, with demographical and epidemi-
ological indicators close to those of Costa Rica, the health expenditure per
capita was exceeding those of Costa Rica by 16%. 

As a conclusion, one may wonder why privatisation and related tech-
niques are so high on the agenda of international policies while in North
and Latin America the most efficient health systems evade the recom-
mendations of the Bretton Wood agencies. 

The new Ecuadorian integrated health policy

The backbone of the proposed policy, which remains to be implemented
and evaluated in the country, is a publicly-oriented health sector. Figure
2 visualizes it, as an alternative to the dominant neoliberal.
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Publicly-oriented, as opposed to private-for-profit, health care organiza-
tions are facilities and systems whose raison d’être is response to the
health demand and needs of the population. Publicly-oriented services
aim to balance the concerns of the patient, the community, the state and
professionals in care delivery and management. In contrast, private-for-
profit services focus primarily on financial profitability and treat corpo-
rate and health professionals’ income as an end in itself. This classifica-
tion enables the formulation of quality standards for publicly-oriented
health care delivery (Unger, Marchal, Green, 2003:S79-S88), which can
inform teaching, research, partner identification, contracting, manage-
ment, evaluation and health policy design. In the future, providers from
non-governmental including denominational organizations as well as
from community-owned or other social security facilities would belong to
this publicly-oriented health sector alongside government facilities
belonging to the MoH and city councils. Their social mission and man-
agement would be to balance the interests of individuals and society. Such
a broadened publicly-oriented sector will allow wide geographical cover-
age, integration of disease control in services in a manner that attracts
patients together with equitable access to quality health care.
Management contracts can be designed to secure a co-management of
publicly oriented facilities. It involves the participation of key stakehold-
ers including the community in all publicly-oriented facilities and the
delivery of health care responding to specific quality criteria to a defined
population. Such contracts could help to distinguish those with a social
mission from those with a commercial one. At operational level, mid level
managers from different publicly oriented institutions could work togeth-
er in the context of inter-institutional district executive teams. This
would help overcome the deep fragmentation of public services inherited

Figure 2
The new Ecuador health policy

New Ecuador Publicly oriented Private
health policy facilities facilities
Health care 3 3

Disease control 3
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• A program to improve clinical skills in publicly oriented health cen-
tres and hospitals.

• Improved conditions for health professionals working in the sector.

• Administrative integration of disease control programs at district level. 

Conclusion

Late WHO Director Lee advocated strengthening health systems while
controlling diseases in developing countries (Jong-Wook, 2003: 2083-
2088). However, directors of disease control programs across the world
could easily claim that this is precisely what they have been doing during
the last 15 years. Training MoH staff in seminars mobilizing them up to
50% of their time (and paying them to stop working instead of paying
them to work)? An investment to strengthen health systems. Providing
cars for parallel mobile teams? Another such investment. Multiplying
authority lines? A way to strengthen systems. Focusing skilled labour on
the control of 3 diseases, kindly requesting doctors to forget their med-
ical knowledge and training? A way to make them more effective. In
short, the concept of “systems strengthening” is so vague that virtually
any initiative can fall in this category. 

The new Ecuadorian Government initiative to promote health care
accessibility and the development of a wide non for profit health sector
paves the way for a new aid and international health policy.
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from the neoliberal era – while taking into account its field consequences. 
To implement such plan, there is a need to finance offer rather than

demand. Not only MoH facilities - but all socially motivated (non for
profit, non commercial) health facilities will need the public financing
and technical support.

To improve curative health care accessibility, acceptability and effec-
tiveness in not-for-profit (not commercial, socially motivated, publicly-
oriented) services, Ecuador has now initiated a series of horizontal pro-
grams. They can at the same time contribute to control diseases since
those clinical services in charge of disease control need patients for early
detection and continuous care. Some of the proposed strategies were test-
ed internationally, others in Ecuador. They are to be understood as action
hypotheses to be adapted locally. These programs are:

• The access to care program. Province and district supervisors will be
trained to use a frame designed to measure the accessibility to each
particular dispensary and hospital, understand their specific mix of
obstacles to access and improve it with tailor-made strategies.
Obstacles to be detected and assessed are: lack of drugs, high out-of-
pocket costs, recurrent absence of doctors, lack of technical credibili-
ty, long travel distance and lengthy queuing for patients. Tailor-made
strategies will combine relevant tools found in toolboxes defined in
advance and progressively enriched with relevant experiences. 

• An in-service initiative to disseminate patient centred care in first line
health services.

• Another to promote holistic nursing in hospitals.

• A modernization of the Bamako Initiative, conceived as a way to
endow public services with essential generic drugs managed by the
community, revolving funds, and payment per sickness episode.

• An initiative to develop local health systems around hospitals (micro-
redes).
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Salud familiar integral y
Asamblea Constituyente

Edgar Rodas Andrade*

Introducción

La expresión “salud familiar integral”, utilizada para describir un sistema
de atención de la salud, tiene un contenido y un alcance mucho más pro-
fundo que lo que generalmente se piensa. Creemos que es necesario refle-
xionar sobre cada uno de los términos que componen esta expresión para
entender a cabalidad su significado (Rodas, 2005: 61-75).

Salud: no significa solamente la ausencia de enfermedad, la Organiza-
ción Mundial de la Salud (OMS), la define como “el estado de completo
bienestar físico, mental y social”. Esta definición tan concisa, comprende,
no solamente al ser humano en su totalidad: cuerpo y mente, sino que in-
cluye sus relaciones con el ambiente que le rodea.

Nosotros debemos considerar, además, las definiciones andinas de sa-
lud. Nuestros pueblos aborígenes tienen sus propias definiciones. Los Si-
miatug de la provincia de Bolívar, definen la salud como “la convivencia
armónica del ser humano consigo mismo, con la madre tierra y con los
demás” y añaden, que esta convivencia armónica es “tendiente al desarro-
llo integral y a la paz espiritual individual y social” (Malo, 1995).

Los Cañaris la consideran como “un estado de equilibrio armónico
corporal y espiritual del ser humano,” y añaden luego, que este equilibrio,
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