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PREFACE  
 
‘The world…is not an inn, but a hospital’  said Sir Thomas Browne more than three and a 
half centuries ago. Even though this is very discouraging, Brown was not wrong with this 
statement. Even today - not just in Browne’s 17th century England - fatal diseases and 
illnesses are still very much prevalent in many poorer parts of the world. In fact Brown 
might have been rather optimistic in referring to a hospital: many of the people in these 
parts of the world who are suffering from disease or illness receive no treatment of any 
kind. Effective means of prevention is also limited or non-existant; millions of people 
have no access to primary healthcare. Faced with this harsh reality, people living in 
poverty often feel powerless and resign themselves to the fact that health services are too 
far away and cost too much. On top of this, those who are fortunate enough to have 
access to health services are often treated badly and therefore, sadly, choose to stay away 
from what help might be available. 
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EXECUTIVE SUMMARY  
 
 
1 - Bolivia has a population of approximately 8000m and. 63% of these people live in 
extreme poverty. This means that a large percentage of the population has extremely 
limited access to potable water, health services, education and adequate housing and 
nutrition. It is one of the poorest countries in South America with infant mortality rates 
among the highest in the world - 66 per 1000. The differences between socioeconomic 
groups and geographical areas are large. In urban areas it is estimated that 39% of the 
population live in poverty, and in rural areas this figure rises drastically to 90%. 
 
2 - Since the state has limited income it is not very productive and as a result is getting 
into debt with international financial institutions such as the International Monetary Fund 
(IMF), the World Bank, and the Inter-America Development Bank amongst others. 
Bolivia has accumulated more than $500m of debt. Today the country devotes a large 
percentage of its revenue to repay its external debts. Debt burdens remain very high 
regardless of debt relief initiated by the HIPIC. International debts led to cutting public 
spending on things such as education health. Global pressures are making it difficult for 
countries of low income levels e.g. Bolivia to achieve greater equity in health.  
 
 3 - The aim to achieve greater equity in health was first articulated by the World Health 
Organization in 1978. It was the first international conference to voice a global 
commitment to Primary Healthcare. To aim for equity in health means focusing on 
reducing avoidable disparities in wellbeing between groups of people with different 
levels of underlying social privilege i.e. wealth, power or prestige. 
 
4 - The biggest problem with regards to health in Bolivia is the absence of equity in 
health in terms of health status and access to health services. This is merely due to socio-
economic factors that have increased since the 1980s. Bolivia and the region of South 
America as a whole have been categorized as having the most unequal distribution of 
income in the world. 
 
5 - Bolivia has seven major health threats: malaria, tuberculosis, chagas, acute diarrhea 
diseases, acute respiratory system infections, vaccine-preventable diseases and 
malnutrition. 
 
6 - The health sector consists of the public health system, the social security health 
system, private health services and traditional medicine. The social security system is 
paid for by the formal sector and employees and also heavily subsidized by the state: it 
covers 22% of the Bolivian population. The remaining 78% of the population must rely 
on either the under-resourced public system or the private sector and cover the cost 
themselves. The social security system excludes the urban poor, including children, and 
rural societies, and is therefore very exclusionary and discriminatory. There is a lack of 
continuity and an urgent need for a single integrated health system that guarantees quality 
and accessible health services for the entire population. 



 8

7 - In rural areas the mortality rate is much higher than in urban areas. This is due to 
larger deficiencies in basic services in rural communities that increase the risk of 
diseases. In addition, primary healthcare services are less accessible to the rural poor.  

8 - Bolivia consists of 35 indigenous groups, of which a large majority belong to the 
Aymara (35%) and Quechua (50%) indigenous groups. Indigenous groups form the 
majority of the population, estimates ranging from 50% to 70%.  

9 - Infant mortality is higher among indigenous groups, and also accessibility to 
healthcare centers proved to be more difficult in comparison to non-indigenous groups. 
This is partly related to the fact that they reside in rural areas where the availability of 
health services is very limited and partly to their different cultural beliefs and customs. 
All this represents a serious problem in regards to health and equity as some ethic groups 
are more privileged than others in terms of their rights to health. 
 
10 - The Ministry of Health has implemented several strategies to reduce all these 
disparities in health. The Maternal and Child Insurance, known in Bolivia as the SUMI 
program, was introduced with its emphasis on reducing maternal and infant mortality. 
The program has to a large extent eliminated socio-economic barriers and out-of-pocket 
payments among the target groups. Even though the SUMI has led to improvements in 
accessing healthcare services, the poor now face inequality in levels of treatment. The 
rural population has not benefited much from this system due to the lack or even absence 
of human resources.  
 
11 - The same goes for most programs that the Ministry of Health offers to the poor 
population. The Free Medical Insurance for the Elderly has been promoted and 
implemented to reduce the socio-economic barriers to health among the population over 
65. As it has its infrastructure only in urban areas, the rural population remains excluded. 
In urban areas, however, the target group themselves only receive low quality treatment. 
 
12 - By law everybody is entitled to receive free treatment after contracting Tuberculosis, 
and this policy has been implemented in all hospitals and heath centers. But again, due to 
the distances to healthcare centres and costs of consultation this program has only been 
accessible for the urban population that can afford the consultation fees. The rest are 
excluded.    
 
13 - The strength of the National Vaccination Program lies in its equitable approach. The 
vast majority of children have had basic vaccinations. However, the small percentage that 
do not benefit from the program are children who reside on the rural outskirts of the 
country. 
 
14 - The EXTENSA program (extensive program) is a strategy that the Ministry of 
Health has implemented to reduce health and inequity in Bolivia. This program targets 
the most excluded, vulnerable and deprived sectors of society. They include all health 
programs covering intercultural aspects. They visit communities for a short periods bi- 
monthly, so in their absence the selected communities have no access to primary 
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healthcare. The program lays more emphasis on the promotion of health and prevention 
of disease. This strategy can be described as a path to equity in health as it offers free 
consultations, treatment and affordable medicine to the most isolated communities of 
Bolivia. Approximately 335’000 habitants in 200 communities have benefited directly 
from this program. 
 
15 - So far in Bolivia the difference between socio-economic groups and geographical 
areas have remained large, this leading to growing health inequity among poor, rural and 
marginalized communities. These groups have less likelihood of remaining healthy and 
less opportunities to access primary healthcare services, this symbolizing inequity in 
health in Bolivia. 
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Health and Equity in Bolivia 
 

Introduction  
 
Health for All was first articulated and promoted by the World Health Organization 
(WHO) at the Alma Ata conference in 1978, which was the first international conference 
to voice a global commitment to Primary Health Care. It was especially designed to 
achieve greater equity and overall progress in settings with severe resource constraints. It 
entails a commitment to universal coverage with at least the most effective health 
services that will benefit disadvantaged populations: clean water, basic sanitation and 
other living conditions fundamental to health1. This strategy is at least as relevant today 
as it was two decades ago, when there was an expectation of growing rather than 
shrinking resources for social investment. Today in an increasingly globalized world, 
economic inequalities are widening and generally accompanied by widening health 
inequalities. Related global economic trends, including pressures to cut social spending to 
better compete in global markets, are making it especially difficult for low-income 
countries such as Bolivia to implement and sustain equitable health policies.  
 
Bolivia lies at the heart of South America. It has a population of approximately 8 million 
and is one of the richest South American countries in terms of natural resources, 
particularly oil, natural gas, and agricultural and livestock farming. But 63 percent of the 
population still lives in extreme poverty2. Today Bolivia is subjective to an insulting level 
of poverty. This means that a large percentage of the population has extremely limited 
access to potable water, health services, education and adequate housing and nutrition. It 
is one of the poorest countries in South America with infant mortality rates among the 
highest in the world, 66 per 1000.3. The differences between socioeconomic groups and 
geographical areas are large. In urban areas it is estimated that 39 percent of the 
population live in poverty, and in rural areas this figure rises drastically to 90 percent. 
Since the state has limited income it is not very productive and as a result is getting into 
debt with international financial institutions such as the International Monetary Fund 
(IMF), the World Bank, and the Inter American Development Bank, amongst others. 
Bolivia has accumulated more than $500m of debt4. Undemocratic governments, without 
the approval of the Bolivian parliament, contracted a large part of this debt illegally. 
Today the country devotes a large percentage of its revenue to repay its external debts. 
Another large proportion goes to fund the political parties concerned with wealth and 
power, both of which are concentrated in few hands while millions of citizens are denied 
fundamental human rights. Bolivia pays out an average of $262m a year to fund external 
debts which mean each Bolivian citizen must pay about $30 a year towards the national 
debt while the Bolivian state spends just $12 per person per year on health. As a 
consequence 20.000 cases of Malaria and 9.000 cases of tuberculosis are reported each 
year. 4000 million people are at risk of getting Chagas disease, 28 per cent of the 

                                                 
1 P  Braveman and E Tarimo, (2002):1620.  
2  AIS (2004). 
3 United Nations, World Food Program, (2000):1 
4  AIS (2004). 
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population suffers from some degree of malnutrition and 39 per cent are without basic 
sanitation services5. This is unfortunate as basic sanitation services and good nutrition are 
fundamental to health.  
 
The goal of this study is to identify inequalities in access to healthcare services and 
facilities in Bolivia. It will mainly focus on different socioeconomic groups and different 
cultural groups. It will also examine rural and urban disparities in terms of their access to 
primary health care services. The objectives are to examine the accessibility of the health 
services and facilities to the poorest sectors of society and to analyze the relationship 
between the poor and the public health services in term of accessibility and utilization.  
 
This paper will be focusing on the national and local levels giving special attention to the 
poorest and most vulnerable and deprived sectors of society in terms of health and equity 
in Bolivia. It will state the problems and present assets of public health services in 
Bolivia in terms of accessibility, utilization, quality and distribution. The research 
objective has been divided into the following research questions: 
 

·  To what extent do the poor benefit from the public health system? 
·  How well are the public health services and facilities distributed? 
·  How accessible are the health services for the urban and rural poor communities? 

 
The thesis will consist of 6 chapters. The first chapter will provide the theoretical context 
about health and equity in developing countries. It will explain the impact globalization 
had on public health services in low-income countries. It will also state the elements that 
are fundamental to health and ask: what is health, what is equity in health and what is 
needed to achieve equity in health?  
 
The second chapter will describe the national context of the research. It will give a brief 
and general description of the political and economic situation in Bolivia. A description 
of the national health system including the existing facilities and geographical disparities 
will follow.  
 
The third chapter is dedicated to addressing and analyzing socioeconomic, cultural and 
regional disparities in health. It will analyze the inequalities in health among these 
different groups by defining the accessibility of primary health care services and 
facilities. It will articulate the barriers that prevent a nation from gaining an equitable 
health system.  
 
Chapter four aims to articulate the supply side of the national health system. It will 
analyze the programs and results from the Ministry of Health. It will state their actions 
and strategies in aiming for a more equitable health system. It will particularly pay 
attention to their initiatives in incorporating different ethnic and cultural groups.  

 

                                                 
5 Ibid. 
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Chapter five is about the demand side, focusing mainly on the poorest - i.e. most 
vulnerable and excluded - sector of society. It will state and analyze their viewpoint in 
regards to the public health services and facilities. The central question in this chapter 
will be: to what extent do the poor have faith in their public health services? Also: what is 
their perspective on the importance of health? Do they have easy access to health 
services? If so, do they make use of these services? And how well are they informed 
about their rights and about the programs that promote equity?  
 
Chapter six will summarize the positive and negative effects on the Bolivian national 
health system in respect of equity and accessibility. It will state the strengths and 
weaknesses, gearing the results to the theoretical thinking of the first chapter.   
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1-Theoretical Context 
 
This chapter aims to articulate the theoretical background of the study regarding health 
and equity in low-income countries in the area of globalization. The focus is on five main 
questions: What is health?  What is equity? What is equity in health? What are the 
essential components of a system which are necessary in order to achieve an equitable 
health system? What is globalization and what impact did it have on the health systems of 
developing nations.  
 

1.1 Definitions 
 
1.1.1 What is Health? 
 
The United Nations World Health Organization (WHO) defines health as a state of 
complete physical, mental and social wellbeing and not just the absence of disease or 
infirmity. Household living conditions, conditions in communities and workplaces, and 
health care, along with policies and programs are all important elements to health 
Therefore, health is not simply a biological norm but also the product of complex social 
and biological valuations. Neglecting either aspect of health will hinder the assessment of 
health equity. For example, social policies are relevant for health, as improvements in 
nutrition and living standards in the last three centuries have contributed to a great extent 
in improving population health6. Universal education is another factor that has 
contributed to better health, especially for women. The right to health can therefore not 
be separated from other rights such as the right to education and a decent standard of 
living, as well as to freedom from discrimination and the allowance to participate fully in 
ones society7 (see figure 1.1).  
 
 
 

                                                 
6 P Braveman and S Gruskin , (2003):254. 
7 Ibid, 255. 
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Figure1.1 Indicators of Health and Equity  

 
The elements above are important for achieving equity in health. Access to water  is 
essential as water plays a vital role in nearly every function of the body, protecting the 
immune system, the body’s natural defences and helping remove waste matter. Water is 
also essential for hygiene. Lack of safe water causes serious illnesses such as diarrhoea. 
Adequate nutr ition is of great importance as poor nutrition weakens the body’s defences 
against infections thus making the body more prone to suffering from common diseases 
like diarrhoea. Adequate housing protects from the transmitting vectors of diseases like 
malaria. Access to education and information are very important elements. The basic 
knowledge of child health and nutrition brings the advantages of safe breast-feeding, 
hygiene and environmental sanitation, which are key to the promotion of health. People 
can protect themselves from diarrhoeal diseases and other infections if the have the 
information they need. Healthcare services need to be accessible for everyone. 
Governments need to put in place the r ight policies that lead to available and accessible 
health care for all in the shortest possible time. Income generation opens the door to the 
strategies mentioned above. An absence of one of these elements causes inequity in 
health. Most public health programs in low-income countries (countries that have a GNP 
per capita of $635 or less) do not promote this concept of health. Instead they focus 
almost exclusively on strategies seeking to control and/or eliminate diseases. This is done 
because most people in low-income countries do not have access to the necessary 
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resources required to achieve anything approaching a state of complete physical, mental 
and social wellbeing. Many diseases in less developed countries such as diarrhoeal 
diseases are responsible for high mortality. In high-income countries this disease ought to 
be easy to cure8. 
 
1.1.2 What is Equity? 
 
Equity is another word for fairness or/and social justice; it is an ethical concept grounded 
in principles of distributive justice. The definition and understanding of fairness and 
social justice can be very subjective because it has different meanings to different people 
in different societies. For example, Blomm defines the concept of equity as a statement 
that certain differences in access to social benefits are morally and politically 
unacceptable9. It refers to the principle that everybody - regardless of their gender, socio-
economic position, ethnicity, racial, cultural and religious background - should have 
equal rights and equal opportunities. 
 
1.1.3 What is equity in health?  
 
Equity in health is also an ethical value whose ethnical principals lay in the distribution 
of justice in accordance with human rights principles. It can be defined as the absence of 
disparities in health, which means that all social groups should have a basic minimum 
level of well being and services. It is, however, difficult to define the meaning of a 
“minimum” level of health and healthcare, as there are many substantial disagreements 
over this concept. Nevertheless, there is the basic understanding that equity in health 
should promote the reduction of all the avoidable disparities which significantly shape 
opportunities to be healthy10. Equity implies consideration of need rather than social 
privilege in terms of resource allocation. In practical terms, aiming for equity in health 
means aiming to reduce avoidable disparities in wellbeing between groups of people with 
different levels of underlying social privilege, i.e. wealth, power, or prestige11. Whitehead 
explains that inequity does not refer to all inequalities, but to those inequalities that are 
considered unfair and avoidable12.   
 
Avoidable is another complex term in this context because if a distribution is not 
avoidable, it cannot be interpreted to be unfair in a social sense. It is important to look at 
if it is financially feasible to create a society that promotes equity in health. If we take the 
example of a country where economic resources exist at a macroeconomic level, then we 
can use the argument that health and equity could be potentially reached by increasing the 
fiscal base. Bambas and Casas proffered an interesting hypothesis where he described 
how inequalities of infant mortality rates, maternal mortality rates, and communicable 
diseases could be brought to “an acceptable range” by instituting tax rates of 90 per cent 
of income. However, the problem here is that personal freedoms would be compromised 

                                                 
8 M Parker and G Wilson ,(2000):75.  
9  D Bloom, (2003):298.  
10 Ibid: 256. 
11 P Braveman and  E Tarimo, (2002):1623. 
12  Whitehead cited by P Braveman and E Tarimo cite (1990): 1628. 
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to an extent that the social injustices created are greater than those that existed under 
conditions of larger health inequalities. Accomplishing the task by redirecting public 
spending to health activities by virtually eliminating other important national programs, 
for instance education and environmental protection etc. leads to greater injustices than 
health inequalities13. However, Whitehead explains that differences in age, gender, race 
and ethnicity and differences in health status exist independently of the socioeconomic 
differences. For example, the life-expectancy of women compared to men is higher, and 
elderly people generally have poorer health than younger people it is rooted in biological 
differences and can not be overcome: these are unavoidable14. Nevertheless there are 
many health inequalities that are avoidable and are related to social, political and 
economic factors, such as higher mortality rates in some ethnic groups compared to 
others or worse health among the poor compared to the rich, as well as worse health in 
rural communities than in urban communities15. Sen illustrates inequity in access to 
healthcare by giving an example of two persons, A and B, who have exactly the same 
health predispositions, including a shared proneness to a particular painful illness. 
However, person A is very rich and gets his ailment cured by some expensive medical 
treatment, whereas B can not afford such treatment and suffers badly from the disease. In 
this, we have a perfect example of health inequity16.  
 
Although many determinants to health inequalities lie outside the healthcare sector - in 
developing countries in particular - health systems can do much to reduce health 
inequalities: by removing financial barriers to health services for the poor, by pro-
actively focusing more on the health problems of those who are marginalized17 by 
promoting rural development, and through the general implementation of more pro-poor 
policies.  
 
All countries and societies have social groups who are disadvantaged not only because of 
their low economic resources, but also because of factors such as their gender, their 
geographical location, and their ethnic or religious differences. For example, in some 
societies poor women in ethnic minority groups are particularly disadvantaged with 
respect to opportunities to be healthy and in accessing health services. The fact that an 
avoidable health disparity unfavorably affects a social group already at an underlying 
social disadvantage makes that disparity even more unfair.  
 
In Nigeria, the average life expectancy at birth in the Borno region is only 40 years - 18 
years less than in the Bendel region. The infant mortality rate in some rural areas of Peru 
was estimated at 150 per 1000 live births, while in the capital city Lima it was 50 per 
100018. Also, in Venezuela infant mortality rates are three times higher in poorer 
municipalities than in other municipalities, whilst infant mortality rates in the poorest 
region of Brazil (the North–East) were more than twice as high than in the rest of the 
                                                 
13 A Bambas and A Casas (2000):16. 
14 Whitehead cited by Norman Daniels, Bruce Kennedy, Ichiro Kawachi (2004):1.  
15 A Bambas and P Braveman, (2003): 236. 
16 Amartya Sen (2002): 661. 
17 Fabienne Peter and Timothy Evans, (2003): 25. 
18 Pan American Sanitary Bureau/United Nations Economic Commission for Latin America and the 
Caribbean, (2002): 1623.  
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country 19 and in Peru more than 60 percent of the population needs to travel more than 
two hours in order to get access to primary health care as compared with 3 percent of the 
better off20. These represent urban-rural disparities in health. Large differentials in child 
mortality have been found due to socio-economic factors in Costa Rica, Honduras and 
Paraguay. Life expectancy for the lowest income groups in Mexico is 53 years, compared 
with 73 years for the the highest income groups. Racial/ethnic disparities in health also 
exist: in Guatemala malnutrition rates were 40 percent higher among indigenous people 
compared with non-indigenous people21. All these figures represent examples of 
inequities in health. Another important way to measure equity in health is the 
accessibility of healthcare. Healthcare in this context refers to all the major aspects of 
health services and facilities, including not only accessibility and utilization but also the 
quality, financing and allocation of resources22. Healthcare has to be accessible to 
everyone without discrimination, within the jurisdiction of the State party. Governments 
and public authorities need to put in place policies and action plans which lead to 
available and accessible health care for all in the shortest possible time. Healthcare must 
be within safe physical reach for all section of the population, especially vulnerable or 
marginalized groups, such as for example ethnic minorities and indigenous populations 
etc. The services must also be affordable for all. Accessibility thus has three 
dimensions23:  
 
·   Non-discrimination 
·   Physical accessibility 
·   Economic accessibility (affordability).  
 
In Latin American countries the bulk of the population does not have access to health 
services as only the ones with fixed income are covered by compulsory public health 
insurance. The mass of the population i.e. especially the poor, heavily depend on out-of-
pocket payments and on government services that in many cases are largely inaccessible 
to them24. The reality is that the poor lack access to basic healthcare treatment and very 
often receives low-quality services: this is a prime example of inequality in health.  
 

1. 2 Theoretical approaches  
 
Utilitarians focus more on maximizing the distribution-independent sum-total of utilities 
rather than on reducing inequality in utilities. There have been several disagreements on 
this response. The Rawlsian theory argued that the utilitarianism theory of distribution 
indifference does not take the distinction between persons seriously. If a person 
experiences a consistently painful illness, their suffering would not be obliterated simply 
by making someone else healthier25. Every individual deserves consideration as a person, 

                                                 
19 United Nations Development Program, Human Development Report 1991:14. 
20 World Bank (1993):4.   
21 Paula Braveman and Eleuther Tarimo, (2002):1623. 
22 Paula A Braveman, (2003):181. 
23 Dr. Gro Harlem Brundtland (2002):10 
24 World Bank (1993):5 
25 Amartya Sen, (2002):662 
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and this militates against a distribution-indifferent view. In the field of health particularly, 
there are some upper bounds to the extent to which a person can be made healthier26. In 
addition, the distribution-independent view does not take into account equity in terms of 
treating all individuals in the same way. In terms of ill health and reduction of illness, 
everyone must be considered and have the same priority regardless of their ethnicity, 
gender, language, income etc. The utilitarian theory on equity did not take the difference 
between people seriously enough. Alan Williams discussed the ‘ fair innings’  approach to 
equity in health. He argues that the best way to measure equity in health is through the 
use of the Quality Adjusted Life Year (QALY) thus we need to be sensitive to equity in 
general when measuring health equity. As discussed before, this means that health is 
produced not merely by having access to medical prevention and treatment, but also to a 
greater extent by the cumulative experience of social conditions over the course of ones 
life. For example, if a person has limited access to safe drinking water and adequate 
sanitation, adequate supply of safe food, adequate housing and access to health related 
education, then for this person medical care is, figuratively speaking “ the ambulance 
waiting at the bottom of the cliff” 27 
 
1. 2.1 Why is health impor tant for  development? 
 
Logically, good health is central for wellbeing. Good health contributes to economic 
growth by reducing production losses that are caused by worker illness. It also 
contributes to social development as, for instance, it increases enrolment rates of children 
into education and improves their ability to learn. The economic contribution is relatively 
greater for the poor people who are the most vulnerable group by ill health. The most 
obvious sources of gain by good health is fewer work days lost to illness, increased 
productivity and higher opportunities to access a workplace that offers better pay. It is 
quite simple: healthier workers always earn more because they are more productive28. For 
example, a study had been made of this issue in Cote d‘  Ivoire with the results that daily 
wage rates are estimate to be 19 percent lower on average among men who are likely to 
lose a day of work per month because of illness as opposed to healthier men. In many low 
and middle-income countries unemployment and disability insurance are unfortunately 
non-existent and healthier members of the household work longer and harder to make up 
for the lost income. A study was also done of 250 Sudanese households, where it was 
found that due to malaria, each of these households lost an average of forty working days 
per year. Sudan and Cote d’  Ivoire are just examples amongst many other findings which 
came up with similar results e.g. Paraguay and Columbia29.  
 

 
 
 

                                                 
26 Ibid. 
27 Norman Daniels, Bruce Kennedy and Ichiro Kawachi (2004): 1 
28 World Bank (1993):17 
29 Ibid. 
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1.3 Globalization and its impact on Health 
 
There have been many disputes about the exact definition of globalization since its 
inception, including fierce debates over its advantages and disadvantage. Overall, 
globalization can be defined as the process where people’s interactions are more and 
more being conducted and organized on the basis of global unity30. This can be done, for 
example, by reducing the obstacles to trade and the movement of people between 
countries. Cox explains:  
 

“ The characteristics of the globalization trend include the internationalizing of 
production, the new international division of labour, new migration movements from 

South to North, the new competitive environment that accelerates these processes, and 
the internationalizing of the state… making states into agencies of the globalizing 

world.31”  
 
Many argue that globalization stimulates the process of development whilst just as many 
state the opposite. The reality is that is good for profit, but bad for workers and local 
communities, as multinational corporations are pitting developing countries against each 
other to provide the most advantageous conditions for investment, and all of this with no 
regulations, no trade unions and often the turning a blind eye to human rights. The ideas 
of globalization may offer liberty, but not fraternity or equity32.  However, others argue 
that increased trade and foreign investment through liberalization can increase economic 
growth, and that such growth is essential because it supports investment in public goods, 
namely healthcare and education. In developing countries improved population health has 
been increasingly associated with improved economic growth33. Other evidence suggests 
that things are more complicated and that economic growth does not always contribute to 
better health. In the United States, it is in terms of economy the richest country in the 
world, and yet performs rather poorly on major health indicators. Costa Rica’s life-
expectancy exceeds that of the United States (76.6 to 76.4) even though the differences 
between their GDP per capita are enormous (about 21,000 dollars)34. This is because 
Costa Rica has a more equal income distribution than that of the United States. This is the 
same for Cuba and Iraq: in both countries GDP per capita is about 3,100 dollars, but life-
expectancy in Cuba is 17.2 years higher than that of Iraq35. By observing these examples 
it can be concluded that economic growth does not always necessarily improve the health 
of a population. There are other factors such as social organization and government 
policies that are equally important. Many countries have grown fast without a 
commensurate impact on living conditions, and more importantly, some countries have  
achieved high quality of life despite relatively moderate growth of GDP per head. 
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1.3.1 Structural Adjustment Programs (SAPS), Heavily Indebted Poor 
Countr ies initiative (HIPIC) and the Pover ty Reduction Strategy Papers 
(PRSP).  
 
Globally, the major process of globalization is the macroeconomic policies e.g. the 
Structural Adjustment Programs (SAPS) of the World Bank and International Monetary 
Fund (IMF). These were the forerunner to today’s ‘ free trade’  agendas. In the 1980s, 
economic globalization led to profound changes in many developing countries, including 
extensive social policy reforms that did have an effect on the public health sector. The 
IMF and the World Bank encouraged reductions in public spending, often tying this 
requirement to debt relief. In Latin America, budget cutbacks in the public sector have 
opened the door for increased private sector activity in health care. The provision of 
health care services has deteriorated all over Latin America as a result36. This has lead to 
many protests and strikes all over Latin America against health care privatization 
schemes. Slogans like: “ La salud no es negocio es un derecho humano”  (health is not a 
business but a human right) have been used in El Salvador to protest against the health 
care privatization scheme of President Francisco Flores. The Pro-right Coalition to the 
Health in El Salvador considers that the plan to privatize goes against the interests of the 
great majority37.  
 
By 1996, 27 countries had been approved for debt relief, 23 of them in Africa. This 
scheme was launched by the World Bank and IMF under the Heavily Indebted Poor 
Countries initiative (HIPIC). It was the first comprehensive international debt relief 
program. In principle its main objective was the reductions of debt owed by eligible 
countries to insure that no poor country faces a debt burden in cannot manage. In 1999 an 
‘ improved’  version of the HIPIC was implemented to ensure that debt relief was focused 
on the needs of the poor. Governments of low-income countries had to prepare Poverty 
Reduction Strategy Papers (PRPS) involving national stakeholders and external 
development partners including the World Bank and IMF. The involvement of the 
stakeholders in implementing PRSPs was done via national dialogues. The PRSPs were 
initiated by the IMF and World Bank and are comprehensive country-based strategies 
aiming to reduce poverty. Central to the new reforms was higher spending in all social 
sector programs such as education and basic health38. The IMF and World Bank predicted 
that the spending on public health and education will increase from an average of 6 
percent of GDP in 1999 to 9 percent in 2002, equivalent to an average increase of $830m 
a year39. Countries that received debt reduction have markedly increased their 
expenditures on health and education, and it has been estimated that such spending is 
now almost four times the amount of debt service payments40. The World Health 
Organization (WHO) argues that the rise on education and health could also be due to the 
commitment of donors and governments to achieving the Millennium Development 
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Goals41 - one of the aims of the PRSPs was that low-income countries needed to meet the 
United Nations ‘Millennium Development Goals’42. Debt burdens remain very high 
regardless of debt relief, however. HIPIC countries still have to pay a large amount of 
their debts - up to $2billion each year - to wealthy creditors mainly the IMF and the 
World Bank. This largely affects the public expenditure on health, undermining the 
potential to improve population health43.  
 

1.4 Conclusion 
 
The biggest threat to health equity is poverty, as decent standard of living conditions, 
education, nutrition, access to potable water and access to health services are key social 
determinants to health. Thus health equity is best seen as a multidimensional concept.  
 
Overall, socioeconomic equity is the best strategy in promoting health and equity. We 
can conclude using the above examples that many inequities in health are due to 
government policies and thus avoidable. With political will, improvements in health for 
privileged groups should suggest what could be possible for all. Poverty, the misuse and 
ineffective distribution of resources, and the gap between rich and the poor have sharply 
increased since the economic reforms of the late 1980s. Global pressures are making it 
difficult for countries of low income levels, e.g. Bolivia, to achieve greater equity in 
health.  
 
Socioeconomic inequalities are linked to the inequalities in accessing public health 
services and facilities. This thesis will primarily focus on the accessibility of healthcare 
services and on some of the governmental policies that, in theory, promote equitable 
health strategies. Conclusions will be drawn about rural and urban disparities (see 
conceptual framework).  
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42 Ibid. 
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This chapter aims to give some relevant background information to the national context 
of the research study. It will provide a brief and concise explanation of Bolivian’s recent 
economic and political development, as well as a depiction of the national health system 
and economic situation in terms of international debt. Consideration will be given to 
ethnic backgrounds and cultural disparities. In addition, it will give a concise description 
of its geographical context. I will begin by looking at recent historical development in 
Bolivia. 
 
 

2.1 History: Bolivia since 1952 
 
2.1.1 Revolution, Dictatorship, Democracy   
 
In April 1952, a bloody rebellion organized by peasants and miners led to what would 
later be known as the National Revolution. Until then, Bolivia was ruled by General 
Hugo Ballivian, head of a military junta. The revolution was instigated by the Nationalist 
Revolutionary Movement (MNR) who overthrew the junta on April 9th 1952. Bolivia has 
experienced numerous coups d‘etat before and since, but the upheaval of April 1952 was 
truly revolutionary with respect to its social, economic, and civic consequences44. Within 
twelve years the MNR conducted one of the most far-reaching social revolutions of the 
twentieth century: nationalizing the nation’s tin industry, introducing broad agrarian 
reform, and declaring universal suffrage45. In the process, thirty years of state led 
economic development began. In 1964 the Bolivian military overthrew the MNR, and for 
the next two decades military governments ruled the country46. In October 1982, power 
was transferred to the civilians by the military, thus marking the beginning of democracy 
in Bolivia. Since then elections have been held regularly and power has been shared 
mainly between three parties: the Nationalist Revolutionary Movement (NRM), the 
Nationalist Democratic Action (ADN) and the Movement of the Revolutionary Left 
(MIR).  
 
2.1.2 Economic changes   
 
In the 1960’s and 70’s, Bolivia underwent significant economic growth and consolidation 
of the reforms introduced by the revolution of 1952. Throughout this period - and as in 
many other Latin American countries - the prevailing ideology gave the State in Bolivia 
the role of administrating economic strategies, plus regulation of the mining and 
petroleum industries47. Social development was promoted, providing free education, 
health services and very low-cost water and sanitation services. Infant and child mortality 
has declined and life expectancy has experienced very rapid change48. 
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Due of to the mismanagement of scarce fiscal resources, ironically caused by a lack of 
relevant education and experience, public schools introduced an annual matriculation fee 
of $2. Similarly, the health services began charging a consultation fee between 20 cents 
and $249. Additional costs for food and medicine had to be covered by the patient. 
Several events in the early 1980s put Bolivia in an even worse position that before. These 
crises included the plummeting of international mineral prices, the rise in international 
interest rates, the rise of external debts, and the decline in the flow of international 
capital50.  
 
 
2.1.3 From Nationalization to Pr ivatization –the new economic reform 
 
Gonzales Sanches de Lozada, the leader of the MNR, came to power in 1993. He 
imposed an economic program which ended state capitalism by privatizing state firms 
and opening up the economy through its neo-liberal policies51. The World Bank and 
International Monetary Fund (IMF) imposed SAPs (Structural Adjustment Programs) - 
economic policies which countries must follow in order to qualify for new loans and help 
them make repayments on the initial debts. The guiding principle and feature of the SAPs 
is privatization. Since then, Bolivia has privatized all its main public enterprises including 
the petroleum and telecommunication industries, the railroads etc. They are now 
controlled by transnational corporations with little or no economic recompense for the 
state52. The Bolivian government hoped the economy would grow by 8 percent with this 
reform. However the implementation of neo-liberal policies did not lead to such 
economic growth. At the end of the twentieth century, the per capita Gross Domestic 
Product was more or less the same as it had been in 195053 (est.$22.33 Billion54). In 
addition, the SAPs demanded the reduction of government spending on services to the 
poor - including health and education services55. Today Bolivia is the poorest and least 
developed country in South America. Referring to poverty here means referring to more 
than half of the population (58.6%). These people live in poor household conditions, have 
very limited access to water and basic sanitation services, have little or no education, and 
suffer from restrictive access to primary health services56. In urban areas it is estimated 
that 39% of the population live in poverty, and in rural areas this figure rises drastically 
to 90%57. 

2.2 People and Population 
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2.2.1 Population  
 

 
Bolivia occupies an area of just over 
1m km² in Central South America. It 
has a - according to new data - 
population of approximately 9 
million. The pattern of human 
settlements shows high 
concentration in few main cities La 
Paz, Chochabamba and Santa Cruz - 
along with a huge dispersion in rural 
areas58. Urban refers to the capital 
cities of the 9 politically divided 
departments: LaPaz, Chochabamba, 
Santa Cruz, Beni, Pando, Potosi, 
Oruro, Chuquisaca and Tarija. All 
other regions are rural. 62% of its 
habitants live in urban areas and 
37% in rural areas. Bolivia is 
politically divided via the 9 
departments into 324 municipalities 
and 111 provinces. 
 

Figure 1  
Distr ibution of the population:  
Department  Population  
Beni 399.052 
Chuquisaca 591. 833 
Cochabamba *1.633.989 
La Paz *2.587.734 
Oruro  429.696 
Pando 63.839 
Potosi 763.399 
Santa Cruz *2.310.449 
Tar ija 446.508 
Source: Doctor  Perez, National System of Information of health, 2005,  
*  Most densely populated areas 
 
 
2.2.2 Cultural/ethnic groups 
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Source: CIA  2005 
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Bolivia is a country with a large ethnic diversity. There are 35 ethnic groups of which a 
large majority belongs to the Aymara (35%) and Quechua indigenous groups (50%). 
There are differing estimates of the exact proportion of ethnic groups, ranging from 51 to 
71%. This shows that indigenous people form the majority of the population, another 
small per cent being racially mixed. Nevertheless, Bolivia’s political and economic life 
has always been dominated by non-indigenous Spanish speaking groups who constitute 
less than 10% of the population. Racism and discrimination towards indigenous people 
are common features of the Bolivian society and have not yet been overcome. There will 
be more on this issue in the following chapter.  
 

2.3 Health system  
 
The health system in Bolivia is divided in four sectors; the public health system, the 
social security health system, private health services and traditional medicine. The social 
security system is paid for by the formal sector and employees and also heavily 
subsidized by the state: it covers 22 per cent of the Bolivian population. The remaining 
78% of the population must rely on either the under resourced public system or the 
private sector and cover the cost themselves. The Bolivian health services network has 
2,613 facilities consisting of 40 general hospitals, 30 specialized hospitals, 149 basic 
hospitals, 986 health centers, and 1,408 health posts.  
 
2.3.1 Health Expenditure   
 
The national health expenditure in 1998 was US$421.654.000. According to 
methodology used in “Health Sector Funding and Expenditures Accounts”  it represents 
5% of the total GDP59. Of the 5%, only 23.11% was spent for the public sector while 
42.47% goes to the social security system. Out-of-pocket expenditure reached 27.55% - 
2.85 for NGOs, and 4.03 was for the private sector60. The health budget has decreased 
over the years; in 2004 it was only 3.75 % of the total GDP, 35 dollars per capita61. This 
is relatively low compare to other countries of the region. Ecuador’s health budget is, for 
example, 4.8% of the total GDP, 5.8% in Chile, 4.4% in Peru and 8.4% in Paraguay62.  
 
2.3.2 Health Organizations 
 
Bolivia instituted an ambitious decentralization program in 1994 which transferred funds 
and new responsibilities to municipal governments. 314 municipalities were created 
under the Popular Participation Law (LPP). The infrastructures for education and health, 
plus the necessary equipment, were installed locally, and responsibilities transferred away 
from central government. The municipalities were in charge of running health 
institutions, drug distribution and other healthcare initiatives63.  

                                                 
59 A.I.S, WEMOS and other, (2003):24.  
60 Ibid. 
61 Pan American Health Organisation, (2004): 23. 
62 WHO, (2004). 
63 Panamerican Health Organization World health Organization, (2000):4 



 27

 
The Ministry of Health is the sector responsible for the national health system of Bolivia. 
It heads the public health sector, and is the most important institution in terms of 
promoting health. It implements health activities, health planning and all health policies 
through the Strategic Health Plan (PES) in cooperation with the Departmental Municipal 
Developments Plan (PDD) and in collaboration with the Local Participation Planning.  
 
The Ministry of Health’s most important program is “Seguro Universal Materno Infantil”  
(SUMI): Maternal and Child Insurance. Its objective is to protect mothers from 
confirmation of conception to six months after their child is born, and the children until 
the age of five. These groups represent the most vulnerable sector of society, with the 
mortality rates being the highest in the country. The program was developed jointly by 
the Ministry of Health and the municipalities. The overall objective is to make basic 
healthcare more accessible to the low-income population in both urban and in rural areas. 
Free medical insurance for the elderly “Seguro Medico Gratuito de Vejez”  is another 
program that in theory promotes equity for the population of over 60s.The national 
vaccination program, “Programa Ampliado de Immunizacion”  (PAI), aims to prevent 
diseases that can be stopped via vaccinations. It is another program with the objective of 
reducing the disparity in access to preventative medicine between rich and poor. All these 
three initiatives are free to their target groups amongst Bolivia’s poor. In chapter 4 I will 
take a closer look at how this translates to into practical benefits for the population at 
large. The Bolivian national health system consists of 28 programs that have a vertical 
approach among this the national program of control of tuberculosis, the national 
program of control of malaria and chagas and the SUMI, PAI, Seguro de Vejez ,etc.  
 
2.3.3 Health Services  
 
Within Bolivia’s health services, patient-treatment interaction is divided into three 
categories or levels: 
 
First level:  The first level of service focuses primarily on the promotion of health. This 
level of health attention consists of promoting traditional medicine, the mobile health 
brigades, health centres and health posts.  
Second level: The second level of service focuses on ‘ internal medicine’  i.e. surgery and 
the diagnosis and treatment of diseases. This level of treatment operates through 
Bolivia’s 133 basic hospitals.   
Third level: The third level of service is more specialists, dealing with more serious, 
complicated diseases where technologically advanced equipment is needed for effective 
treatment. This level of treatment operates through 58 hospitals, 26 general hospitals and 
32 specialist hospitals  
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Institutional framework of health and equity in Bolivia 
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2.3.4 Health problems 
 
There are seven major health problems in Bolivia: 
 
Malnutr ition: It is estimated that 28% of children under five are malnourished to some 
degree. One in five children in urban areas suffers from chronic malnutrition and this 
rises to one in three in rural areas. Poor nutrition weakens the body’s defenses against 
infections. Malnutrition is the principle cause associated with the death of Bolivian 
children.   
 
Acute diarrhea diseases:  Acute diarrhea diseases are caused by malnutrition. In the year 
1994 it was estimated that 7900 children under the age of five died of these diseases.  
 
Acute respiratory system infections:  In the year 2000 there were 1,502,221 recorded 
cases of acute respiratory system-linked death. Infant mortality continues to be caused by 
diarrhea and acute respiratory infections.  
 
Vaccine-preventable diseases: In 2000, 2567 cases of diseases that could have been 
prevented via vaccination were recorded. 
 
Tuberculosis:  In 1999 the National Tuberculosis Control Program reported 9272 cases 
of TB.  
 
Malar ia: 
From 1991 to 2000, the 
number of malaria cases 
rose from 19,031 to 
31,463. Half of the 
Bolivian population reside 
in malaria risk areas. This 
map is only intended as a 
guide and the areas shown 
may be not exact. Malaria 
risk areas are shaded in 
dark red, becoming lighter 
where the risk is minimal. 
 
 
 
 
 
 
 
 

                                                           Source: Fitfor travel:2005 



 30

 
Chagas: This is one of the country©s most pressing public health problems, with 60% of 
the nation’s inhabitants at risk. This disease can produce fatal inflammation of the brain 
and heart tissues and it accounts for 13% of all deaths in Bolivia64. It is caused by a tiny 
parasite and is transmitted primarily by bloodsucking insects called vinchucas, which find 
an ideal habitat in the many thatched houses still common in the Bolivian countryside. As 
a consequence of poverty a high percentage of the population live in poor household 
conditions thus increasing the risk of Chagas. It has been estimated that 700,000 Bolivian 
households are infected. Chagas, malaria, and TB constitute 40% of the diseases most 
prevalent in Bolivia65.  

 
  

2.4 Bolivia and its External Debts  
 
2.4.1 The Bolivian PRSP and the HIPIC initiative  
 
In the year 2000 the Catholic Church in Bolivia launched a campaign in order to persuade 
the rich countries to cancel parts of the external debts in the world’s most impoverished 
countries66. Bolivia belongs to this group of heavily-indebted poor countries; its external 
debt runs to $5000m67. The IMF and World Bank imposed the Poverty Reduction 
Strategy Paper (PRSP), after granting debt relief, to ensure that debt relief was focused on 
the needs of the poor. The objective of the PRSP in the health sector was to “ reduce 
maternal and infant mortality rates and to reduce the spread of the main endemic 
diseases” 68. A total of US$1573m of external debt was cancelled and repayments 
redirected to poverty reduction, over a period of 15 years starting in 200169. On average 
this would amount to $105m per year. Around 10% of this amount, approximately $7.8m, 
would go to improve health services. Funding, however, is not the only issue affecting 
the health sector – coordinating it better and ensuring that everybody benefits from it is 
always as crucial from the perspective of planning and sustainability. Although the PRSP 
is vital from the point of view of equitable health system development and increasing 
access for the poor and vulnerable to health services, the current failures of government 
performance with respect to the nation’s health system are as vital. 
 
In 1997, the first National Dialogue was launched to develop a plan for the use of dept 
relief from the initial HIPIC initiative. In 2000 a second National Dialogue was launched, 
seeking broad participation in the design of the PRSP of Bolivia. This was implemented 
via the “National Law Dialogue” in 2001. This established the “National Mechanism for 
Social Oversight”  (Mecanismo Nacional de Control Social de Bolivia). It gave free reign 
to civil society organizations to exercise the right to supervise decision-making processes 
and evaluate the results of public policies. There are currently 53 institutions that take 
                                                 
64 IDB America Campaign to control chagas (1999). 
65 Panamerican Health Organization World health Organization (2000): 3 
66 Politics and Poverty Reduction Strategies in Bolivia, Action Against (2004) 
67 A.I.S, WEMOS and others (2005):21  
68 Ibid. 
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part in the MNCS. The aim of the MNCS is to constructed national strategies to reduce 
poverty and to achieve productive social development. However, although the Dialogue 
is in theory a participatory process, in practice the influence of civil society organizations 
on allocation of resources in the health sector has been limited70.    

 

2.5 Conclusion 
  
In the case of Bolivia, HIPIC debt relief funds have certainly been used to fund health 
sector activities. However, given the delays in approving debt relief it would be too early 
to say whether increased health expenditure has resulted71. In addition, the Bolivian 
government is obtaining new loans, and creditors are charging the new obligations to the 
total amount due. It can be concluded from the above information that globalization did 
have a destructive impact on Bolivia’s economic and social development. The new 
economic reforms that were introduced in the 1990’s have not yet led to economic 
growth. At the end of the twentieth century, the per capita Gross Domestic Product was 
more or less the same as in 1950. Although HIPIC was first initiated for debt relief, it is 
still not the hoped-for economic panacea. The debt burden remains high, simultaneously 
diverting fiscal resources away from healthcare and education and slowing economic 
growth. Below is a poverty map of Bolivia. 

 
 

                                                 
70 Mike Rowson and Ellem Verheul, (2004): 14.  
71 Ibid. 

Pover ty Map of Bolivia  



 32

 

3 - Socio-economic, cultural and regional dispar ities in Health 

One of the biggest health related problems in South America is the inequity in health 
status and access/utilization of health services, primarily due to socio-economic factors 
that have continued to increase since 198072. It has been estimated that in some South 
American countries the wealthiest 10 per cent of the population receives 84 times the 
income received by the poorest 10 per cent73. The region of South America has been 
classified as having the most unequal distribution of income in the world. 

The Gini coefficient is used to measure uneven income distribution. It is a number 
between 0 and 1, where 0 corresponds with perfect equality and 1 corresponds with 
perfect inequality. The Gini coefficient for Latin America is estimated at 0.49 compared 
to 0.44 for Africa, 0.32 for East Asia and 0.31 for Southeast Asia74. The Gini coefficient 
rose for all South American countries during the 1980s, with the exception of Costa Rica. 
This is a problem as economic advantages are strongly related to health outcomes. Thus 
larger uneven income distribution leads to larger inequities in health. In Bolivia, poverty 
is the major reason for exclusion in health. However, there are other factors that also play 
a major role, like culture/ethnicity and geographical location. 

Therefore in this chapter an analysis will be made of the inequalities in health measured 
by income, spatial distributions and ethnicity.  It will do this by looking at disparities in 
health status and especially at access/utilization of health services between better- and 
worse off groups according to socio-economic, cultural and regional criteria. 

3.1 Inequalities between different Socio-economic groups  

Different socio-economic groups can be measured by the attempts to classify individuals, 
families, or households in terms of indicators such as occupation, income, and 
education75. However, the variable mostly used to measure inequality among different 
socio-economic groups is done by looking at income levels.  

In Bolivia the population who receive a fixed salary from formal employment are by law 
entitled to social security. The social security system, paid by the formal sector and 
employees and also heavily subsidized by the state, is the only health sector that offers 
security and protection for its people.  It only covers a small percentage of the Bolivian 
population: 22 per cent. The remaining 78% of the population are not secured and 
therefore must rely on either the under-resourced public system, or the private sector and 
cover the cost themselves. The social security system is exclusionary - it excludes the 
rural population as well as the majority of the urban population. It only covers the adult 
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population in formal employment, meaning that children are also excluded. It was 
estimated that the social security system only covered 13 % of the ill urban population in 
1998. These figures demonstrate the low coverage of the social security system76. In 
addition, the health services and hospitals available through social security are of much 
better quality - the equipment and technology tends to be more modern and advanced 
than that of the public health services and public hospitals77. This also demonstrates 
inequality between the different socio-economic groups, as those who have access only to 
public health services receive poorer quality of services compared to those who have 
social security protection. In addition, public health services are only available for those 
that have the financial resources; none of the public health services offer free treatment 
nor even free consultations - even though prices are low it is still not always accessible 
for the poorest sector of society. For example, it was estimated that the public health 
service only satisfies the need of only 30 to 40 per cent of the population78.  

One of the most vulnerable groups of society are mothers (from confirmation of 
conception to six months after their child is born), children until the age of five and the 
elderly. A higher frequency of illness was found mainly in children under the age of five 
(58%) and those over 65 years of age (47%)79. These groups are protected via the 
Maternal and Child Insurance program which in Bolivia is known as SUMI (Seguro 
Universal Materno Infantil) and the Free Medical Insurance for the Elderly (Seguro 
Medico Gratuito de Vejez). In theory they are the only groups that enjoy free access to all 
public health services and facilities in the country. The rest of the population is 
excluded80. However, even among these included demographic exclusions still exist. I 
will elaborate upon this in the following chapter.  The small fee for consultation is on 
average between 10 and 20 Bolivianos which is an equivalent of approximately 1.24 to 
2.24 dollars. This is only for the consultation - additional charges will be made for any 
specific treatment. In Bolivia 63% of the population earn less than two dollars a day, and 
35% of that 63% earn less than one dollar a day81. These figures already demonstrate that 
accessibility to health centers excludes the population with very low income. 

35 % of the Bolivian population can be classified as living below the indigent level and 
thus suffering from extreme poverty. This means that they can not pay for basic monthly 
food needs and also can not attend any public health services due to lack of income. They 
are completely excluded and do not receive any medical attention, this being one reason 
that leads to premature death82 of the most impoverished sector of society. This 
represents a prime example of inequity in health among the different socio-economic 
groups. However, the public sector does offer social service for those that can not afford 
treatment and consultation, but an intense social investigation is needed in order for the 
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poor to enjoy this specific benefit. The process takes a long time and hence enables 
people to have access to health services during the long period of investigation83.  

Poverty remains the largest barrier not only to access to health services but also to social 
status as whole. Populations that experience extreme poverty are deprived of their basic 
human rights meaning they suffer from malnutrition, have limited access to water and 
have poor quality housing. All these as mentioned in the previous chapter are important 
elements to health. For example, good quality houses play an extremely important and 
significant role in maintaining health. Houses need to be protected from the transmitting 
vectors of diseases like malaria and chagas which are one of the major health problems of 
Bolivia. This is only one example of the consequences of poverty that lead to poor health 
among the most impoverished people of society. But who are Bolivians poor and where 
do they live? We will address these questions in the forthcoming sections.   

3.2 Dispar ities among different Ethnic groups 

3.2.1 Definition and background information  

Ethnic groups means large groups of people classed according to common linguistic 
and/or cultural backgrounds. In Bolivia ‘ethnic’  generally means indigenous. The word 
indigenous is derived form the Latin word indigena which means native.  
 
Indigenous people in Bolivia have the tendency to preserve their cultural and social 
identities which are distinctive from the mainstream societies84. UN Special Reporter 
Jose Marines uses several points to describe indigenous identities: historical continuity 
with pre-colonial societies; strong links to territories; distinct social, economic or political 
systems; and distinct languages and cultural beliefs. In Bolivia the term indigenous may 
be referred also to as “campesinos”  which means farmers or “originarios” , depending on 
the region and situation. 
 
In Latin America, there are about 40 million indigenous people. Among these countries, 
Bolivia has the largest indigenous population.  Despite their increased political influence, 
they have made little economic and social progress in the last decade, and continue to 
suffer from higher poverty, lower education, and a greater incidence of disease and 
discrimination than other groups. They continue to have less access to basic health 
services due to social, cultural and economic barriers85. In Bolivia, more than half of the 
population is poor, but almost three-quarters of the indigenous population is poor86. 
Poverty and social inequalities are common features of Bolivian society, and racism and 
discrimination towards indigenous people have not been overcome. Institutional racism 
and widespread discrimination in Bolivia has led to some people rejecting their 
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indigenous identities: rejecting their own language and by changing their indigenous 
surnames87. 
 
As mentioned in the second chapter, Bolivia consists of 35 indigenous groups, of which a 
large majority belongs to the Aymara (35%) and Quechua indigenous groups (50%). The 
third largest groups is the Guaranies (15%). Indigenous groups in Bolivia form the 
majority of the population, estimates ranging from 50% to 70 %88.  
 
3.2.2 Situation of indigenous people in Bolivia  

There are large differences in the economic and social indicators between indigenous and 
non-indigenous groups. For example, the educational level of the indigenous population 
is much lower than that of the non-indigenous. Another example would be the large 
income differentials; indigenous peoples’  earnings are much lower. Aymara, Quechua or 
Guarani people receive between 15 per cent and 57 per cent less income than the non-
indigenous Spanish speaking individuals89. The main problem is that Bolivia has a very 
unequal society, with poverty concentrated amongst the 62�  of the population of 
indigenous descent90. Basic services, such as electricity, potable water, sanitation and 
good quality of housing tends to be more absent in the indigenous communities than in 
non-indigenous communities. These already represent large inequities between the 
different ethnic groups in terms of health, as poverty and access to the abovementioned 
services leads to much poorer health. In terms of access to health services, they also 
experience large disadvantages compared to the non-indigenous population. One survey 
has showed that out of 100 people who had not received any medical attention, 44 were 
non-indigenous people and 56 were indigenous91. The accessibility to health centers 
provided by social security affects what is available for the non-indigenous society: 79% 
of the people who use the services are non-indigenous and only 21% are indigenous92. 
Another survey was done to investigate the access of health facilities by pregnant women.  
Results showed that 86% of those who received childbirth attention were non-indigenous 
women and only 47% non-indigenous93.  Indigenous women have less access to suitable 
prenatal control than non-indigenous women. The above examples demonstrate inequity 
to access to health services among different ethnic groups. Infant mortality is also higher 
among natives than non-natives: 5% of the children who die before the age of one were 
Spanish-speaking children while 9% were of original language94.  

Quechuas are the most excluded from the health system - 81% are very poor, while 75% 
of the Aymaras live below the poverty line and 62 % of the Guaranies are poor. The less 
excluded from the public health system are the non-native Spanish-speaking society95. 
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Indigenous people are disproportionately represented among the poor and there is an 
implicit understanding that ‘ rural’  is generally synonymous with ‘ indigenous’ . One of the 
largest percentages of poverty is found in Chuquisaca and Potosi where the populations’  
main language is Quechau96.  

It is important to note that poverty is not always - though mostly - linked to exclusion 
from the health system. There are other barriers: for instance, cultural differences which 
also cause large difficulties when aiming to promote a more equitable health system. The 
public health services, for example, are not suitable for different cultures. One vast 
problem is the childbirth ritual: indigenous communities, mainly Aymara, Quechua and 
Guarani, have different customs in respect of giving birth. i.e. more private. Most doctors 
have not learned how to attend to childbirth for the indigenous majority of the country97. 
The lack of consideration towards the different ethnic customs is considered by the 
indigenous communities as a lack of respect and mistreatment. Thus a large percentage 
does not use the health services offered by the government. Another problem is the 
language barrier: many of the individuals from the Aymara and Chequa communities are 
monolingual98 and this causes communication problems between patients and doctors. 
Most indigenous people, due to the reason mentioned above and due to lack of financial 
resources, remain excluded from the public health services and thus - also due to tradition 
- rely more on traditional medicine. The government uses several strategies to incorporate 
them more in the health system - a deeper analysis on this will be made in the 
forthcoming chapter. 

3.3 Geographical compar isons 

3.3.1 rural versus urban dispar ities  

Urban refers to a city or densely populated area. Rural areas are sparsely settled places 
away from the influence of large cities and towns. Here urban refers to the 9 capital cities 
of the politically divided departments; La Paz, Santa Cruz, Beni, Pando, Chocabamaba, 
Tarija, Potosi, Chuquisaca and Oruro. The rest of the regions are classified as rural areas.   
62.4% of the Bolivian population resides in urban areas while 37.6% live in rural 
regions99.  
 
Urban bias is another significant problem in Bolivia - and Latin America as a whole - in 
terms of gaining equity in health. Most hospitals including health centers are likely to be 
situated in cities rather than in rural or geographically isolated areas. The urban 
population has greater access to medical services, to clean water and sanitation and to 
better educational opportunities, and generally higher incomes than the rural population. 
Access to health services also includes more socially embedded issues that are needed to 
access health resources such as support services, including transportation and 
infrastructure, which are more secured in urban areas than rural areas. For people who 
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live very disperse areas, traveling to the nearest health posts to see a medical assistant - 
not even a doctor - can take up to 8 hours100.  
 
The table below shows that more public health centers and public hospitals are located in 
cities. There are more health posts allocated in rural areas than in urban, but there are no 
Doctors nor the basic equipment that is needed to make diagnoses and offer treatments. 
 

Total 
population 
 

3rd level 
hospitals  

2nd level 
hospitals 

Health 
centres  

Health posts  Departments 

Capital Capital Rest Capital Rest Capital Rest Capital Rest 
Beni 399.052 1 0 9 1 53 25 2 67 
Chuquisaca 591.833 8 0 5 3 51 68 0 161 
Cochabamba 1.633.989 11 0 8 14 67 139 3 176 
La Paz 2.587.734 16 0 14 16 163 115 0 257 
Oruro 429.696 2 0 7 1 29 30 7 70 
Pendo 63.839 0 0 2 0 8 9 2 33 
Potosí 763.399 2 0 6 2 44 84 3 300 
Santa Cruz 2.310.449 8 1 16 27 88 108 3 191 
Tar ija 446.508 2 0 10 1 39 24 1 93 
Bolivia 9.226.500 50 1 77 65 542 602 21 1.348 
Source: Doctor Perez, National system of information on health 
 
Capital: urban 
Rest: rural  
 

      Total  
  population 
 

     Number   of  
       Doctors  

   Number   of  
      Nurses  

Number  of 
medical  assistants Departments 

Capital and rest  Capital Rest Capital Rest Capital Rest 
Beni 399.052 148 35 51 4 279 124 
Chuquisaca 591.833 352 118 307 53 183 263 
Cochabamba 1.633.989 186 173 70 46 169 273 
La Paz 2.587.734 972 208 479 58 1004 476 
Oruro 429.696 107 40 72 32 136 127 
Pendo 63.839 27 15 12 5 54 60 
Potosí 763.399 118 119 98 39 131 377 
Santa Cruz 2.310.449 300 115 99 29 417 327 
Tar ija 446.508 213 42 215 29 259 133 
Bolivia 9.226.500 2.423 865 1.403 295 2.632 2.160 
Source: Doctor Perez, National system of information on health  
 
From the above data we can see that human resources and health services are more 
concentrated in urban regions. The majority of municipalities count less then one doctor 
per 3000 habitants, which is a vast deficit in human resources101. More than half of the 
population who live in rural areas can only rely on medical assistance for their primary 
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healthcare. In rural areas only 10% of the population has had contact with a doctor102. 
Their rights to health have deteriorated, and if someone suffers from a serious life-
threatening disease, there will be no one to attend to them103. 
 
It is estimated that 90.8% of the rural population live in poverty while in urban areas the 
figure is much lower: 39%. A larger percentage of poverty is found in the rural areas of 
the departments of Beni (96 %), La Paz (95.5%), Potosi (95.4%), Chuquisaca (94.7%) 
and Oruro (94.3%)104. Looking from the perspective that poverty is the largest barrier to 
health, we can conclude that the most impoverished departments suffer from larger health 
problems. Much evidence shows that the rural population of Bolivia is more deprived in 
terms of their rights to health. 
 
The greater the level of poverty the larger the chance of suffering from chronic 
malnutrition; poor nutrition weakens the bodys’  defences against infections thus making 
the body more prone to suffer from common diarrhoeal diseases, triggered by poor 
sanitation and water supplies. Here the dilemma is that you are less privileged in terms of 
accessibility to health services because you live in rural surroundings. This represents the 
link between being poor and living in remote areas in terms of disadvantages in health 
status and access. In addition, the poorer population in general tends to have much more 
information about their rights and about how to prevent diseases.   

3.3.2 Facts and Figures 

Infant mortality is much higher in the rural areas of Chuquisaca and Potosi than the rest 
of the country as they are two of the most impoverished departments105. Overall, infant 
mortality is much lower in urban (8%) areas than rural (5%)106 with the exception of La 
Paz due to the high migration flux from the rural areas which increased poverty in La 
Paz107. One in three of children who live in rural areas suffer from chronic malnutrition 
while in urban areas it is ‘only’  one in five who suffer from chronic malnutrition. In the 
rural areas of Potosi life-expectancy is lowest (57.3 years for men and 60.5 for women) 
while in Santa Cruz it is the highest (66 years for men and 69.6 for women). The risk is 
higher in rural areas of getting chagas. Here 70 to 100% of the rural habitants are at risk 
in comparison to 20 to 40% in urban areas. The improvement in the quality of health has 
been highest in the urban city of Santa Cruz (13%) while the lowest improvement has 
been in the rural areas of Pando (2.2%)108. 
 
77% of the Bolivian population - predominantly those in rural regions - remain excluded 
from accessing primary healthcare. Less exclusion to healthcare facilities has been found 
in the urban departments of Santa Cruz and Beni, whilst widespread exclusion has been 
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identified in the rural communities of Potosi and Chuquisaca. This shows large inequality 
between different geographical areas109. 
 

3.4 Conclusion 

The analyses of inequity in health have lead to the following conclusion: 

The data showed that in rural areas the mortality rate is much higher than in urban areas. 
This is due to larger deficiencies in basic services in rural communities that increase the 
risk of diseases. In addition, primary healthcare services are less accessible to the rural 
poor. The social security system excludes the urban poor, children and rural societies and 
it therefore very exclusionary and discriminatory. There is a lack of continuity and an 
urgent need for a single integrated health system that guarantees quality and accessible 
health services for the entire population. 

It can be concluded that the four barriers to health and equity are: lack of economic 
resources, lack of education, cultural differences, and urban bias. These are the four 
barriers that demonstrate large inequity.  

“ They have no money, they are poor, they have no health service available which they 
can attend, and when managing to get access to them after large efforts they are treated 

badly.”  

These extremities are the causes of great inequities in health.110 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
109Organización Panamericana de la Salud, (2004): 87 
110 Quote: Doctor Burgoa Lagrava  



 40

 
 
 
 
 
 

4 - Public health system: programs and services  
 
After providing analyses of the different types of exclusion in accessing health services, I 
will now focus my attention on some of the national public health programs that aim 
towards a more equitable health system. These health systems and services primarily aim 
at contributing to the promotion and restoration of health status, as well as engaging in 
disease prevention and palliation for the whole population111.  
 
The Bolivian national health system consists of 28 programs that have a vertical 
approach, among these the National Program of TB Control, Maternal and Child 
Insurance (Seguro Universal Materno Infantil- SUMI), and free medical insurance for the 
elderly (Seguro de Vejez), to name but three. 
 
In theory, several of these programs promote vertical equity and some horizontal equity 
in terms of access to healthcare. Vertical equity means when it is assumed that different 
health needs must be treated differently, while horizontal equity means that people with 
equal needs ought to be treated equally, regardless of ability to pay or any other 
socioeconomic characteristic.112 For example, the national vaccination program is 
essential for all children - all children need it regardless of if they are poor or rich or live 
in the city or countryside.  The demand is the same. This is an example of horizontal 
equity. Vertical equity is the complete opposite. For example, we can assume that women 
who live in urban areas have more access to information about adequate nutrition than 
women who live in rural areas where the illiteracy rates are much higher. In turn, this 
assumption can lead a health system to provide a program that aims for vertical equity by 
providing a target group, in this case information on adequate nutrition for rural women. 
Thus vertical equity puts more emphasis on vulnerable groups where the demand and the 
need is much higher. The Maternal and Child Insurance (SUMI) program has a vertical 
approach to equity in health whilst the national vaccination program (PAI) represents 
horizontal equity in its’  objectives. 
 
This chapter will discuss to what extent the health programs; PAI, SUMI, Seguro de 
Vejez and the National Program of TB control, succeeded in their aim to promote 
(vertical and/or horizontal) equity in access to healthcare. It will also outline the 
intercultural programs of the Ministry of Health, including the Extensa program, which 
aims to promote equity in targeting the most marginalized groups of the population. 
Further analysis will be made by looking at different groups with vested interests and 
their strategies in promoting health and equity. 
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4.1 Different health programs  
 
4.1.1 Maternal and Child Insurance (SUMI)  
 
Maternal and Child Insurance, know in Bolivia as SUMI, was promulgated by the 
government of Gonzales Sanches de Lozada on the 21st of November 2002 with 
proclamation number 2426 and was put into force on the 1st of January 2003.113 The 
SUMI is an advanced version of the National Heath Insurance Policy (Seguro Basico de 
Salud) created in 1998 that put emphasis on reducing maternal and infant mortality. The 
SUMI targets the most vulnerable groups of society i.e. women from confirmation of 
conception to six months after their child is born, plus children until the age of five.  
 
To meet these objectives the program has facilitated accessibility to health services by 
eliminating socioeconomic barriers and out-of-pocket payments. All consultations, 
treatments, medication and hospitalization are free among these target groups. The 
program guarantees access to all three levels of health services, and by law it has to be 
applied to all sectors of the health system, namely the public sector, social security and, 
to some extent, the private sector.114 Thus all hospitals and health centres are obliged by 
law to offer this program to the target group. Several hospital directors claimed that the 
largest percentages of their patients are those who are covered by the SUMI policy.  
 
Doctor Joven Director of one of the social security hospitals in La Paz (hospital Materna 
Infantil) mentioned that out of 100 beds, 30 are occupied by SUMI patients.115 He further 
stated that everything is at no cost for this target group: food, bed, medical attention, 
treatment - even surgery if needed. This was also mentioned by other hospital directors 
from Hospital de la Mujer, Hospital Obrero, Hospital Juan XXIII and Hospital Boliviano 
Holandes,116 all located in La Paz. Nevertheless, the implementation of this program has 
caused some difficulties in some hospitals. For example, due to poverty and widespread 
malnutrition, many mothers gave birth to children with low birth weights, thus creating 
greater need for intense care treatment. The cost of caring for an underweight new born 
baby is very high. Director and Doctor Joven of the Hospital Materna Infantil said: 
  

“ A lot of our attention goes on mothers and their newborn children. This is a very 
expensive procedure - the government contributes very little. For example, the 

government pays 50 cents ($0.06) per consultation and only 170 Bolivianos ($21.06) for 
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childbirth to the hospital Materna Infantil. This has led to many complaints by the 
patients who pay social security.” 117 

 
This factor could have arguably led to large discrimination occurring toward SUMI 
patients. For example, it has been observed that patients covered by SUMI are given 
lower priority and less thorough treatment compared to those protected by social security.  
The social security is the part of the health system that only covers the formal sector and 
official employees which accounts, as discussed before, for the minority of the Bolivian 
population; 22%. The SUMI program is part of the under-resourced public health system 
that aims to cover and protect the poor in its target group.   
 
Another form of discrimination is that the health personnel use lower quality equipment 
for the patients covered by SUMI in order to reduce costs.118 This in itself represents 
inequity as not all patients enjoy equal medical treatment when accessing healthcare. 
Even though SUMI has led to improvement in accessing healthcare services, the poor 
now face inequality in level of treatment. The health personnel have not been able to 
provide adequate and quality health services for the poorer sectors of society.  
 
It is generally believed that due to social and racial discrimination many indigenous 
people avoid entering government establishments including health centres.119 Many, 
including Edwin Ramon, director of the SUMI program, argue that it is more the cultural 
differences that enable accessibility for the ethic groups120 rather then any apathy or 
prejudice they might encounter.  Here Ronald Lagrava Burgoa, highlights a similar issue 
by explaining that not respecting other cultures is viewed by the ethic groups as 
maltreatment.121 Doctor Coca said that his objective is to meet patients to dispel any 
doubts. There are specialist health commissioners who talk to many patients in order to 
find out if they have experienced maltreatment or discrimination of any kind. Such 
investigative groups work on behalf of the government visiting hospitals, health centres 
and ‘health posts’  in urban as well as rural areas. This is a basis for improving 
accessibility for the whole population.122 
 
Box 4.1 Education and information 
The biggest barrier to health and equity is lack of education and information. For 
example, not everybody knows about the SUMI policy: people are not aware of their 
rights. The Juan XXIII hospital’s investigations into health issues included many 
interviews including the ‘president’  of one large neighborhood, who was not even aware 
of the existance of the SUMI program himself; lack of information is an extremely 
serious issue.123 
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The SUMI program could arguably be described as a good policy as it at least protects all 
children, of who 75% are poor. However, whilst 59% of women of a fertile age are poor, 
not all of them have access to health services - only those who are pregnant, and even 
then only from conception until six months after the child is born. It therefore promotes - 
in theory - vertical equity, as the mortality rate is much higher among women during 
pregnancy (62%).124 It can be argued or assumed that due that the SUMI program is free 
it has eased the access to healthcare services in urban areas within its’  target group. 
However, it is now believed that further improvements need to be made with regard to 
equal treatment among different socioeconomic groups. In rural areas, due to shortages of 
human resources the implementation of SUMI policies has been much less successful.125 
Even though there are mobile healthcare groups they tend to pass through communities 
quite quickly. In their absence rural communities remain excluded from the SUMI 
program.126  
 
The SUMI policy had positive results in its aim to reduce children’s, infant and maternal 
mortality rates. For example, the mortality rate of children below the age of five was 131 
out of 1000 births in 1989, which decreased to 116 in 1993 and to 92 in 1998. In the year 
2000 this child mortality rate was estimated at 79 out of 1000 births.127 This had 
decreased to 66 by the year 2003.128 Similarly, the infant mortality rate was 
approximately 89 out of 1000 births between 1998 and 1990. It decreased to 75 in 1993 
then to 67 in 1998. In the year 2000 it was estimated that the infant mortality rate was at 
55 out of 1000 births.129  
 
Nevertheless, as discussed in the first chapter, a nation’s improvement in overall health 
doesn’ t tell us anything about equity in health. Equity means equal distribution in health, 
equal improvements and achievements. For example, the above data shows that infant 
and children mortality rates have decreased since the implementation of the SUMI 
policy.130 However, great disparities still remain among different regions and especially 
among rural and urban communities. For instance, it has been estimated that in urban 
areas the child mortality rate is 274 per 100.000 births whilst the figure is much higher in 
the rural areas of the country; 524 per 100.000. 
 
Similar results can be illustrated and further examples highlighted by looking at the infant 
mortality rates in specific parts of the country.  Here again, in most rural areas of the 
departments of Bolivia (except Tarija, Bendi and Pando) the infant mortality rate has 
been estimated to be around 80 per 1000 births in 1998. In the capital cities like 
Cochabamba the figures continues to be much lower (35 per 1000 births), with the 
exception of La Paz and its contiguous city of El Alto (110 per 1000 births), where rates 
are higher due to the high migration flux. In addition, according to a ENDSA-INE - 
National Institution of Statistics – survey in 1998, the maternal mortality rate corresponds 
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to 390 per 100,000 births. In the rural areas the maternal mortality rate is much higher 
according to UNICEF 131 and AIS even states that it is twice as high.132 In the rural areas 
of the highlands (altiplano) the maternal mortality rate reaches 602 per 100.000.133 All 
these examples represent inequity in health. For further information about geographical 
disparities in health refer to chapter 3.  
4.1.2 El Seguro Médico Gratuito de Vejez (SMGV) 
 
On the 24th May 1996, Supreme Decree 24448 created Medical Insurance for the Elderly 
(El Seguro Médico de Vejez). This program enabled people over the age of 60 to receive 
free medical attention in all healthcare centres. It was financially supported by the 
national lottery. Unfortunately, the resources of the national lottery were not predictable 
and thus put at risk the financing of the program. With the objective to resolve the 
financial deficit a new program was designed. Decree number 1886 created the new 
program “Free Medical Insurance for the Elderly”  (El Seguro Médico Gratuito de Vejez - 
SMGV) on 14th August 1998. The program aimed at increasing the access of health 
services among the elderly population who did not receive a pension.134 These objectives 
were to be met by eliminating socioeconomic barriers and out-of-pocket payments. All 
consultations, diagnosis, treatment, medication and surgery are free of charge for the 
target group.135 
 
                             Table 4.1 Bolivia Coverage of the SMGV   

 
 

Population % 

Population over  60 years 579.364 100% 
Population with formal 
pension 

164.086 28% 

Target group  415.278 72% 
Population affiliated with 
the SMGV  

143.560 35% 

Population with the 
potential to be affiliated  

271.718 65% 

                              Source: Pan American Health Organization 2004 
 
The figures in Table 4.1 show that the majority of the target group have not benefited 
from this program. The social system is now the only financial provider to this program, 
and because of this plus the small level of investment into the program as a whole, the 
elderly population who reside in rural areas is excluded. The social security system has 
its infrastructure almost exclusively in urban areas.136 In urban areas, however, the target 
groups themselves only receive low quality treatment. It has been observed that many 
elderly people that once use the health services do not wish to return due to absence of 
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good quality service and treatment. One of the major problems are the long queues - 
many elderly people need to be in queue by dawn to receive treatment the same day. A 
survey suggests that elderly patients believe that a prescription for pain relief medication 
is given to them in order to avoid making a proper diagnosis and finding out what 
diseases they have - thus creating an eventual demand for more expensive treatments.137  
 
 
4.1.3 The National Program of Control of Tuberculosis 
 
TB, highly contagious and more common in urban areas, is a lung disease caused by a 
bacterial infection. Bolivia is a high TB incidence country, occurring mostly (76%) in 
densely populated areas such as La Paz, Santa Cruz and Cochabamba. The National 
Program of Control of Tuberculosis is one of the oldest health programs in the country.138 
Director of the Ministry of Health argues that this program promotes equity as treatments 
are free for the entire population and thus represent equity. He further explains that the 
supply side does offer equity. However, due to the high demand it has not been able to 
put this equality into practice.139 
 
Even though the National Program of Control of Tuberculosis demonstrates equity in 
theory, in practice the criteria of equity have not been accomplished. The Director of the 
Tuberculosis Services from the Ministry of Health Mirtha Camacho explained that this is 
simply due to the very limited access to treatment: health services are only open from 
8am until 2pm. In the afternoon there are no healthcare services open in the entire 
country. Only the emergency departments of hospitals are open after 2pm, and they do 
not let people with minor symptoms like coughing – the major symptom of TB – see 
doctors. Not only do health centres always have very long queues, but a further very 
serious problem is that the distribution of health centres does not match the distribution of 
the population. Public transport timetables and travel distances are the two major reasons 
why this disease does not go adequately treated.140  
 
Public transportation systems are often overcrowded and timetables are very erratic. 
Microbuses (micros) operate primarily between cities and their suburbs. The roads are 
not well kept which makes matters worse. In Bolivia less than 5% of the roads are paved, 
leading to extremely hazardous conditions.141 All these conditions represent another 
barrier to access to ‘ free’  health services and program i.e. the National Program of 
Control of Tuberculosis. In addition, as discussed in the previous chapter, most health 
services and human resources are allocated in the cities, leaving the remote rural zones 
with fewer opportunities to access the public health services. The majority of the 
population that resides in rural regions can only count on a medical assistant which is not 
enough for curing serious diseases like tuberculosis.  
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 46

The treatment of TB is free for the whole population; it therefore could be argued that it 
offers horizontal equity in access to its treatment. Even so, the people do not have real 
access; the Director of the Tuberculosis Services further explained that this is also largely 
due to the fact that in the majority of cases a small consultation fee needs to be paid by 
every patient regardless of their income. The consultation price varies, from 5 Bolivianos 
($0.62) in rural areas and between 25 to 35 Bolivianos in urban areas ($3.10-$4.34). The 
use of certain medication for the treatment of TB can cause unpleasant side effects which 
in turn cause different types of further medical treatment to be required: these are not free 
of charge either. Doctor Mirtha Camacho, responsible for the National Tuberculosis 
Program, expresses her views on how to improve the situation: 
 
“ Our aim is to have a stronger alliance with the municipalities and to convince them to 
open more health centres and either reduce the price or make it free for the people who 

display TB symptoms” 142 
 
By law everybody is entitled to the receive treatment when having TB, and the policy has 
been implemented in all hospitals and heath centres, but due to the facts mentioned above 
proper accessibility has not been achieved. The reality has showed that only those that 
can afford consultation fees and can reach health centers in the first place really have 
access to this program.143 
 

 
La Tuberculosis es curable y su tratamiento gratuito (Tuberculosis is curable and its treatment is free) 

 
Many people have problems understanding the board as approximately 25-35% of the population 
is illiterate.144 
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4.1.4 The National Vaccination Program  
 
The objectives of The National Vaccination Program (Programa Ampliado de 
Immunization - PAI), is to eliminate vaccine-preventable diseases. It is a health program 
that guarantees control and prevention of diseases. Its vision is that the entire population 
is free of the risk in catching diseases than are preventable via vaccination. The 
vaccination that is offered by this program prevents many diseases such as the yellow 
fever, tetanus, measles, hepatitis, goiter, TB, rubella, meningitis, pneumonia, 
poliomyelitis and diphtheria.  The program offers good quality vaccination services, 
equity and social justice, in the words of the Director of the National Vaccination 
Program.145 It is one of the best programs by the Ministry of Health simply because it 
offers equity. For example, this program has succeeded in eradicating poliomyelitis: there 
has not been a confirmed case of this disease for 18 years. Similarly, there have not been 
any confirmed cases of measles for four years, again demonstrating equity146.All 
vaccinations are free and the program reaches all 324 municipalities including rural areas. 
In these rural areas all children receive vaccinations when attending health outposts, and 
sometimes also at ‘health fairs’ . Also in these areas nurses go door to door to give 
vaccinations when children for some reason do not go to the health posts. The PAI 
program collaborates with the mobile health care groups to include distant rural 
communities in this program. Mobile healthcare groups go to all areas where there is no 
health post. This way the program reaches all 324 municipalities according to Gladis  
Cresco director of the National Vaccination Program. Children receive several 
vaccinations at two, four, six and twelve months.147 Immunization coverage levels remain 
at above 85%148 throughout Bolivia, and thus the vast majority of children are being 
reached with the basic vaccination schedule. The strength of this program lies in its 
equitable approach to tackling important public health problems. It must be noted, 
however, that outside of the large percentage that does benefit from the program are 
children that reside in the rural very outskirts of the country.149 
 
Box 4.2 Food Law: Iodine &  Vitamin A 
By law all companies that produce oil need to implement vitamin A. This vitamin plays 
essential roles in vision, growth, and development. All oils in Bolivia have vitamin A, 
including the oils of poorer quality that are more economical. This demonstrates that 
vitamin A is reaching all sectors of society. This is another program that promotes equity, 
in theory - even though some oils have a very low price, there still are indigent people 
that cannot afford it. Similarly, by law all salt companies need to implement iodine. 
Severe maternal iodine deficiency retards fetal growth and brain development. The price 
of salt is so low everybody can afford salt.  This demonstrates equity150. 
 
Box 4.3 SESO: Seguro Escolar  de Salud Obligator io 
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The Dutch Bolivian Hospital offers the SESO program, which is a policy offering health 
insurance for schoolchildren. They only need to show their school certificate in order to 
receive free treatment and consultation. However, working children who are usually 
poorer are excluded. There is also geographical exclusion as it is only implemented in a 
few municipalities.151 The aim is to implement this strategy everywhere.152 
 

4.2 Intercultural initiatives  
 
As mentioned before, the lack of consideration towards different ethic customs has been 
one of the major factors that has led to the exclusion of the indigenous majority in 
accessing public healthcare services. The Ministry of Health has used several strategies to 
improve this social inequality. There are three main intercultural initiatives that have 
been introduced; intercultural adjustment, traditional medicine and health plans for the 
indigenous communities. 
 
Intercultural adjustment  
The Ministry of Health is incorporating the traditional medical practices of the 
indigenous communities into the public health services. This means the qualification of 
personnel to attend patients includes ability to do so in their own language with their own 
customs and their own medications. For example, the indigenous people do not like white 
clothes that doctors wear. The position during childbirth in public hospitals has always 
been more convenient for the doctor than for the patients: indigenous women have 
different customs in respect of giving birth. For example they use traditional childbirth 
practices including delivery in a squatting position (en cuclillas) and thus they favour to 
have childbirth in their domicile than in hospitals.153 There are now 120 heath centres that 
incorporate the traditional method of childbirth for indigenous women into the public 
health systems at the national level. The Ministry of Health is aiming to extend the 
number up to 350.154 
 
The intercultural program of the Ministry of Health involves collaborating with 
indigenous midwives (traditional midwives who have for centuries helped women to give 
birth in indigenous communities). Here collaboration and interchange of information 
have been implemented in order to improve the overall quality and accessibility. For 
example, in order to build trust a pregnant woman can be attended by the traditional 
midwife in health centers. This strategy can encourage many women to give birth in 
health centres rather then in their domicile. In addition, information is given to the 
midwife advising them on how to better control hygiene problems during childbirth. The 
government has had this project since 2004.155 
 
Traditional medicine  
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Traditional medicine here means natural medicine such as plants, herbs etc. The Ministry 
of Health has made several investigations into traditional medicine to prove and 
demonstrate its utility for the population at large.156 
 
 
 
 
Health plans for the indigenous communities 
The indigenous communities have their own organizations which are recognized by the 
government. The Ministry of Health collaborates with these organizations in order to 
execute collective health plans. The government provides technical and financial support 
for these activities. Each community has formed a popular health committee. This 
committee aims to improve the health condition of their community. The Ministry of 
Health collaborates with these committees, providing then with small pharmacies so they 
can have better control of their health problems. In cases of difficult childbirth the 
committees organize a self mechanism to react accordingly i.e. to take the mother to a 
health centre or hospital. In this way the community participates more in their having 
access to healthcare centers.157 All these three strategies - self-mechanism, the registry of 
the ethnic childbirth rituals and the use of traditional medicine - are free.158 
 
 
4.3 NGO’s on Health  
 
Doctor Caroline Sölle de Hillary, director of Save the Children in Bolivia explained:  
 
“ It is very difficult to implement and achieve equity in health for the government as well 

as for NGO’s on health”  159 
 
Several directors of NGO’s in health gave similar statements when being interviewed. 
Doctor Caroline Sölle de Hillary further explained that most NGO’s offer equity within a 
community but never generally. For example, their organization offer four health 
programs of which one is food security financed by USAID. This program is only 
implemented in Bolivia in two provinces - both in La Paz - seven municipalities, and 200 
communities. The USAID has a map of ‘ food insecurities.’  They carry out investigations 
and from the results they select the geographical areas where the need and demand is 
higher.160 The director of Save the Children suggested implementing the program in 
Oruro but this was rejected by USAID as it was not in their map of food insecurity. The 
program, therefore, offers equity within the selected communities but not in general.161 
Doctor Sölle de Hillary further explains: Equity in Bolivia is very difficult to implement 
simply because it is very expensive and time-consuming: there are many disperse 
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communities who have no roads which you need to walk at least five hours to get to.162 
Another NGO Procossi-red offers programs for the prevention of Chagas. This is done by 
primarily focusing on improving household conditions which are, as mentioned in the 
second chapter, an important element in preventing chagas. This program has only been 
fully implemented in the municipalities of Chuquisaca and Chocabamba as they are the 
zones with highest risk. In total it has only been at least partially implemented in ten 
municipalities - and Bolivia has 324 municipalities, thus there is no sign of medical 
equity here.163       
 
Box 4.4 health projects  
There are two hospital boats. One belongs to the State and one was donated by Japan. 
Both are administrated by the NGO Caritas. They hold one doctor, one nurse, a dentist 
and a laboratory assistant. They visit very disperse communities where it is only possible 
to go via river. These boats are the only healthcare services for the people of these 
regions. They cover 15 municipalities covering approximately 10’000 communities in the 
departments of Beni and Pando. All treatment takes place in the boat. This project does 
not only lay emphasis on treatment, it also places its focus on the prevention of diseases. 
This is done by providing education and adequate information.164. 
 
Accion Internacional Por La Salud (AIS), which stands for International Action for 
Health, is a NGO whose main objectives are to improve health and reduce poverty 
amongst the Bolivian population. AIS also has aims regarding the improvement in access 
to health services of the country i.e. equity and accessibility to healthcare services. 
However, more focus is given to promotion of health and prevention of diseases. Their 
activities are based upon the promotion of human rights, rights to food, rights to health 
and access to medicine. Strategies used are community orientation and communication 
via radio program nationwide. The radio programs elaborate information and education 
related to health. The NGO also seeks to influence the passage or change of legislation 
and policies representing more the vulnerable and excluded groups i.e. the poor.  
 
The representatives of AIS explained that equity in health and access to healthcare could 
be improved if not totally achieved. They refer to a lack of adequate planning, a lack of 
focus, and a lack of coordination between different actors involved in health issues, 
including deficiencie in human, financial and technical resources that cause a barrier to 
health and equity, Rodrigo Urquita from AIS explained. Further to this, the absence of 
specific policies to eliminate inequity in health is another mayor difficulty when aiming 
for social justice in health. Moreover, adequate distribution of resources is equally needed 
to meet the demand for medical necessities for the vulnerable groups. Rodrigo Urquite 
from AIS further explained that the absence of equity is related to bad distribution of 
resources: better redistribution is needed which is difficult to achieve but not impossible. 
Head Doctor Oscar Lanza of AIS elaborated in an interview when asked the following 
question: Do you believe that health and equity is achievable in Bolivia? 
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“ YES. It is achievable if we ensure adequate use of resources (Human resources, 
financial resources, material resources and logistical resources), in a manner that is 
reasonable, with orientation to the most deprived and vulnerable groups, And civil 
society should ensure social accountability on the health policies, strategies and 
activities, in order that they remain relevant to meeting people©s needs and with a 

genuine orientation towards the poor.”  
 
He further explained that social justice in health-equity can be achieved when using the 
following methods: 
 
“We need to define the model that we want to implement:”  
 
·  The National Health System with an orientation and emphasis on health promotion 

and  prevention, instead of just being confined to curative, reparative actions. 
·  Ensuring that crucial elements and basic services will be available for everybody 
      (access to pure water, sanitation, adequate nutrition, education and information) 
·  To bring together all the health providers into just one Health System 
·  Enhance the coverage of Social and Health Insurance (at the moment it©s 
      coverage is just 22% of the entire Bolivian population) 
·  Define characteristics of healthcare: Integrated, continuous, comprehensive 
·  Define characteristics of health services: Permanent, polyvalent, decentralized 
 
The threats are, according to Doctor Lanza’s view, the privatization of healthcare, a 
curative approach, and commercial interests due to trade agreements i.e. the risk of 
transformation of health, as a human right, into a commodity available just for those who 
can pay. The opportunities would be social changes to Civil Society demands. The CS 
need to demand more social accountability, openness, social responsibility, increasing 
awareness about the benefits of health promotion and prevention including practice of the 
patient rights. When talking about the primary healthcare services, Dr. Lanza further 
elaborated the issues affecting the national health system. He states: It has been observed 
many times that the services of health are insufficient and inadequately used. We, AIS, 
have represented and displayed basic criteria to organize better services, these criteria 
are: 
 
·  To facilitate the contact with health service in a case of disease.  
·  To respond in an efficient way to the problems of the ill patients.  
·  To help the patient that suffers from a chronic illness to continue to receive adequate 

treatments.  
·  To promote activities to prevent diseases and promote health.  
·  To stimulate the participation of the promotion of the health. 
 
The contact with the healthcare services should be easier in cases of diseases. 
Geographical accessibility need to be improved, there should be less 5km between 
people’s domiciles and the health establishments. Financial accessibility is equally 
important: a complete price for the consultation (including complementary examinations 
and essential medicines) in relation to the daily average wage should be implemented. 
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The cost should be reduced according to the daily average wage of the population. Also 
needing implementation are acceptable waiting times, more efficiency in the seeing of 
patients, buying more modern equipment, a system of regular schedules (daily 
consultations), and more confidence of the population in the health system. All the above 
are the suggested factors, according to AIS, for improving the primary healthcare services 
of Bolivia for the largest possible number of people.  
   
 

4.4 The EXTENSA Program: Mobile Health Care Groups 
 
The EXTENSA program is a strategy that the Ministry of Health has devised to promote 
the medical inclusion of numerous rural communities countrywide. It is implemented in 
all nine departments. The principle of this program is to improve equity in health, by 
focusing on the most excluded and remote communities, and also by implementing 
associated intercultural aspects.  
 
The communities are selected on four grounds; level of poverty, difficulties in accessing  
healthcare centres, a highly dispersed population, and their composition of indigenous 
majorities.165 Their activities offer all health services and programs like the SUMI, PAI, 
etc. They also lay emphasis on the promotion of health and the prevention of diseases. 
All treatments and consultations are free for all the selected communities, though a small 
fee is charged for medication (except for patients that are covered by the SUMI program), 
but the prices are very low and thus accessible and affordable for all. The EXTENSA 
program has appointed 59 mobile healthcare groups who use different transport methods; 
cars, trucks, boats, horses: even long distant walking. 
 
The EXTENSA program collaborates with 580 public health services; health centres, 
health posts and ‘second-level’  hospitals. This collaboration allows access to the mobile 
healthcare groups when confronted with a patient suffering from a serious disease or 
when lacking specific equipment. The program covers 2.615 communities of 200 
municipalities. Approximately 380’000 inhabitants have benefited directly from this 
program.166 
 
     Table of field intervention -2004 
 

DEPARTAMENT 
Mobile 
healthcare 
groups 

MUNICIPICIPALITIES COMMUNITIES POPULATION 

LA PAZ 13 55 513 83.972 

COCHABAMBA 8 25 289 44.738 

ORURO 5 26 288 30.489 

POTOSÍ 8 27 321 57.255 

Chuquisaca 6 22 185 44.914 

TARIJA 5 5 106 19.369 
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PANDO 4 11 236 7332 

BENI 5 9 187 18327 

SANTA CRUZ 5 20 208 28.802 

TOTAL 59 200 2.333 335.198 
        Source : National EXTENSA Program  May 2004 
 
 

Each mobile health care group - Brigadas de Salud - visit a large number of communities, 
each of around 100-200 inhabitants, bi-monthly. I will now focus on one of the mobile 
healthcare groups in the department of Cochabamba. 
 
The health brigades leave the city of Cochabamba on the 4th of each month and return on 
the 28th. Whilst in the field they visit one community per day, though in larger 
communities they might stay two days, depending on demand. When traveling via truck 
the mobile health care groups are accompanied by an experience driver. The roads that 
need to be used by the health brigades are in very bad condition, they are not paved and 
are generally extremely hazardous (see picture below). Note: the picture below is not a 
picture of the health brigades, neither is it in the department of Cochabamba: it is used 
only as an example of many roads of the rural remote areas of Bolivia including 
Cochambamba.  
 
 
 
 
 
 
 
 
 
 
 
                                           Source: Macalester  Education : 2005 1 
 
Driving hours are also very long - it can take up to 10 hours per stretch if not more. The 
selected communities have very dispersed populations in some regions: the health group 
needs to walk for hours before reaching a patients’  residence sometimes. In other regions 
they use small old buildings like churches and schools to attend patients. 
 
The communities in many ways prove to be very deprived. For example, most houses can 
be considered inadequate as they are made of stones and have an earth floor. All 
members of the family tend to share one room and in most cases they do not have a 
separate room for cooking. Water and sanitation services are inadequate as most residents 
do not have piped water and do not have sewage facilities. There is no electricity: people 
living in these communities still use firewood for cooking.  
 
The mobile healthcare groups start work at 7am and finish between 7-8 pm depending on 
demand that day. The numbers of patients a day varies depending on each community. 
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For example, in the Angusturia community the health brigades attended 40 patients in 
just one day. This is an extreme example but the demand is always high.  
 
The activities of the health personnel focus primarily on the prevention of diseases and 
overall promotion of health. This is done in several ways: for example they give oil that 
contains vitamin A to mothers who have underweight children, they give talks, 
vaccination to children, check children’s weight and height etc. 
4.4.1The first three days (out of 28 days) in the life of the Health Br igades 
 
·  First day:      Traveling and organizing 
·  Second day:  Independencia community  
·  Third day:     Angusturia community  
 
The mobile healthcare groups arrive in isolated communities, after many hours of driving 
and walking. They leave the city of Cochabamba between 12.00 and 14.00 for a long trip 
towards many different small communities.  In fact the first day the health group spent 
only on driving to the target location. They do not attend any patients: this shows the 
strenuous work in reaching the communities. Traveling to the communities is extremely 
time-consuming and it also elevates the demand for and cost of petroleum. Long driving 
hours continued the following day, followed by strenuous additional walking of 
approximately one hour where the health brigades carry heavy equipment (refer to fourth 
picture and tenth picture). After one and half days in aiming to reach the first targeted 
communities, they finally attend the first patients. This is in the independencia 
community whose population is much dispersed. In this particular community the health 
care groups have visited four different households of four to six people each. They go 
door to door and it can take up to one hour to walk from one household to another. 
Check-ups are held outside people’s residences. They have a list of families including 
numbers and names of all children and their ages. They keep data on the people that 
reside in the community and of whom they have already paid attention to. Most 
households seemed to be familiar with the mobile health personnel and this also goes for 
other communities. The mobile health groups tend to spent quality time with all 
households, paying particularly attention to children and babies. All children are weighed 
and have a general health check-up, conversations are held with mothers about the 
promotion of health. This is done in quechua which is the local language of many 
communities of Cochabamba. Vaccinations and in some cases medications are given to 
children too. Most attention is given in the promotion of health and prevention of 
diseases rather then curing. In cases of illness and or accidents people are mostly taken by 
the brigades to the nearest hospital or health centres. The weakness is that the health 
brigades spent only one day in this community - this is done to incorporate all 
communities in to their agenda. In their absence the small population has no access to 
health services and further health advice.  The can only rely on the healthcare groups that 
come every two months for a short period of time. 
 
This is the same for the community of Angusturia which was visited on the third day. 
Different methods were, however, used for this community. Here the health brigades do   
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not go door-to-door, instate they collaborate with the local community school and use 
their venues in their absence when attending patients. The health groups divide their work 
up. The medical health assistant has his own room where he first gives talks about the 
promotion of health and prevention of diseases to a small group of women and their 
children, followed by a medical check-up and vaccinations for children (refer to pictures 
23 to 26). This group receives further attention by the doctor and dentist in a separate 
room. Due to the large amount of patients here, the health brigades stay two days instead 
of one in this community. It has been observed that more focus and attention is given to 
children and their mothers. They tend to be, from my observation, the most focused-on 
groups. The health groups emphasize their attention on young children and their mothers, 
this can bee seen by observing the pictures that mainly show the doctor, dentist and 
medical assistant paying attention to mothers and children due to the SUMI and PAI 
program. This is not to say that other groups are ignored. Many of the patients are male 
and receive equal attention when needed, although it has been observed that they are less 
approached by the health brigades. This can arguably be interpreted as a weakness of the 
program depending on the angle of argument. As discussed several times before, the 
emphasis on children and mothers is due to their higher mortality rate which puts this 
category of people among the most vulnerable groups of the Bolivian society. Thus more 
emphasis, attention and focus has been devoted to these two groups.   
 
4.1.2 Strengths and weaknesses  
 
One of the main strengths of the program is that it proved to be very affective in 
addressing cultural issues (e.g. methods and techniques). The monitoring, evaluation and 
design of the program has been implemented at the national level covering all nine 
politically divided departments. When it comes to the prevention of diseases and 
promotion of health, the program has achieved developing actions for the implementation 
of the Safe Water Program, and oral health and nutrition in the communities where the 
health brigades visit. 

The supplying of Communal Pharmacies in 
coordination with the mobile healthcare 
groups and the Popular Health Committee has 
also been applied in each of the beneficiary 
communities. 
 
The fortification of the first and second level 
of attention has also taken place more and 
more through the delivery of equipment and 
instruments in the needed places. The 
strengths  here again lay in the incorporation 
of intercultural activities by, for example, 

collaborating traditional medicine and traditional midwifes.167 
 
The overall atmosphere and the relation between the patients and the brigades proves to 
be very harmonious. There is a general atmosphere of mutual trust and respect. All 
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members of the mobile healthcare units speak the local language, which in this case is 
quechau. They do not wear formal white clothes, as it has been proven that the 
communication technique is easier when wearing less formal clothes. For childbirth they 
use methods and techniques that are in accordance with the local customs. All this is done 
with the overall aim to improve the relation between the doctor, nurse, dentist, medical 
assistant and the patient.  
 
Nevertheless there are also some negative aspects or difficulties which need to be 
mentioned. One of them is the high rotation of human resources within the mobile 
healthcare groups which has caused great difficulties in the process of implementation 
and consolidation of the work of the mobile healthcare groups. The graph below shows 
that the staff turnover has been around 18.84%  between January and October 2004.168 
 

 
Source: National Extensa Program: May 2004 

 
Causes for this range from personal reasons e.g. family problems or discomfort towards 
the vicinity and environs of the work. The overall work including duties and obligations 
that the mobile healthcare groups have to follow represent other reasons for the 
resignation from their strenuous work.  
 
The high rotation of human resources in the health brigades has had a negative affect on 
the productivity of the brigades as it takes approximately ten days to incorporate the new 
health personnel in to the routines of the health brigades. Also, adequate personnel are 
not always instantly available causing a further deficit in human resources and another 
barrier to continued productivity. 
 
Another difficulty was found in the implementation of the chosen management model, 
which has limited greater coordinated operations at the local level. The instability of the 
local municipal governments and the ignorance, including lack of understanding of the 
effective norms and weaknesses in the representation of society, are the reasons for the 
lack of good sustainable and long term planning of their activities.169 
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The weakness of the unique national system has prevented greater cover. The lack of 
input and medicine in the establishments which patients interact daily has caused great 
difficulties in planning and maintaining of the health project.  
 
The difficulties of the topography of the Bolivian territory and the lack of small routes 
have exceeded the logistic capabilities of the EXTENSA program and other institutions 
that also participate in the strategy.  
 

4.5 Conclusion 
 
Many of the health programs have promoted – again, in theory - vertical equity. The 
Ministry of Health has put much of the emphasis in reducing infant and maternal 
mortality, whilst the SUMI policy has reduced the socioeconomic barriers in accessing 
healthcare. However, more emphasis still needs to be put on breaking down geographical 
barriers. In addition, improvements need to be made in terms of the quality of treatment 
in urban health centers - this is an aggravating factor affecting most of the health 
programs discussed in this chapter.  
 
The EXTENSA health programs are, on paper at least, potentially good initiatives and 
strategies as they include all health programs, covering intercultural aspects and targeting 
the most excluded, vulnerable, and deprived sectors of society. They nevertheless only 
visit communities for short periods, often bi-monthly, and in their absence the 
communities in question have no access to primary healthcare. Even so, the program still 
can be described as a path to equity in health as it offers free consultations, free treatment 
and affordable medicine to the most isolated communities in Bolivia. Yet despite this, it 
is not possible to leave out the negative aspects that have caused enormous difficulties in 
the implementation process and consolidation of the work of the mobile healthcare 
groups, among them the high rotation of human resources that constitute the health 
brigades. 
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5- Different viewpoints on rural public health services 
 
After paying much attention to the supply side I will now focus on the demand sector i.e. 
the poor, including their points of view. This chapter will outline different opinions with 
regard to the public health services. An analysis will be made of people’s perspectives on 
the importance of health, including the importance of opinions of accessing healthcare 
centers. The absence of physical accessibility is not the only reason why people do not 
make use of the health services that are provided by the government. There are many 
other motives that contribute to this factor, which will also be outlined in this chapter. 
The analysis is based on a survey done in three rural areas of the departments of La Paz: 
Achacachi, Llojeta and Sorata. Achacachi is a rural province of approximately 15.000 
habitants scattered in seven zones. The province is in whole of Aymara origin, this is the 
same for the little town Sorata which lies 55km north of Achacachi. The rural community 
Llojeta is also primarily inhabited by Aymara’s. The survey was done by approaching 
and interviewing a number of people, mainly on the street and in markets, via a 
questionnaire (see appendix 4) in the three rural areas mentioned. Interviews were 
conducted with the aim of gaining a general overview on peoples opinions of the public 
healthcare system, and this was done in order to analyze the accessibility to healthcare 
centres. As discussed in the first chapter, accessibility has three dimensions which are: 
non-discrimination, physical accessibility and economic accessibility (affordability). The 
survey is based on these findings.   
 
 

           
          Source: multimap.com 
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5.1 Reasons for  not using official healthcare centres 

 
The survey showed that approximately 52% of the people do not use formal health 
facilities and rely therefore on traditional medicine. More than half of the people who 
were interviewed explained that when experiencing discomfort they prefer to use their 
traditional healing techniques. Many explained that when they experience illness they 
choose to be treated outside the formal health sector and use medicines made from plants 
by traditional practitioners. Specific reasons for this varied from person to person, but 
overall three main causes can be identified; traditional medicine services are within 
physical reach, they are more affordable compared to the cost of using the formal sector, 
and traditional practitioners speak the same language, understand their needs, and respect 
their cultural practices and beliefs.  
 
According to the result of the survey, high costs plus a perceived lack of respect and 
alleged poor quality of treatment tended to be the main factors given, geographical 
distance being one of the reasons given less frequently. Approximately 70% of the people 
interviewed said their reluctance was due to a lack of quality and general absence of 
respect, an estimated 60% explained that it was the costs and around 50% stated that 
healthcare centres were too difficult to reach. Several people gave two reasons for not 
using the formal healthcare centres, these being that the healthcare facilities are too far 

away and also that bad treatment occurs 
towards the patients. In some occasions 
people gave all three reasons. The 
responses of those that have been asked 
have clearly shown that most people 
have at least experienced using the 
formal healthcare centres, but due to 
the reasons outlined above many 
decided not to return. For example, a 45 
year-old women and mother of four 
children from the rural region Llojeta 
expressed her opinion on this matter. 
She explained that she does not like to 
use public health services for several 

reasons, though the high costs and the constant demand for more sub-charges was the 
prime reason. Her income was approximately 400 Bolivianos a months which was around 
$50, this demonstrating that out-of-pocket payments are very difficult for her to make. A 
lack of economic accessibility therefore, removes her ability to make adequate use of the 
public health services. The long distances and discrimination proved to be another barrier 
to access to health centres with this particular person. Her personal statement: 
 
“ I have not used any public health facilities for seven years. The costs are too high: they 
always ask for money, money that I do not have. One time they diagnosed me with cancer 
and asked me for a lot of money. I got really scared and so decided not to return, plus the 

healthcare centre was too far, it took me more than five hours to get there.”  
 

Llojeta 
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The above example shows two 
dimensions of non-accessibility: the 
economic accessibility (affordability) 
and geographical accessibility. Similar 
results came out when interviewing a 
60 year-old woman from Achacachi. 
She explained that she only used a 
public healthcare center once and due 
the elevated cost of services and 
medication she did not return. The 
prices are too elevated for her as she 
has little monthly income available via 
her husband. Her husband was a 
constructor and only earns 

approximately 600 Bolivianos (approx $75) a month and this when he gets work - his 
employment is not fixed. Thus, she explained, it was more important to saves for the time 
when there is no work. This represents another example of the lack of economic 
accessibility for these people. In addition, she explained, the services and treatment were 
very poor, especially considering the high prices: 
 

“ I have not used a public healthcare center for ten years. Once I went to a general 
hospital because I had hemorrhoids. The treatment proved to be extremely expensive. 

They just want money, they do not care - in fact they were very rude. I never went back.”  
 
A young woman of 21 from the region of Sorate proved also to be disappointed when 
expressing her experience in using the primary healthcare centres of Sorata. The young 
women had a fixed income available of approximately 600 Bolivianos and thus had 
slightly more economic accessibility – affordability –when using the services, hence, she 
chose not to make use of the services because:  
 
“The healthcare centres are too far, plus the quality is very bad. There are no specialized 

doctors. They do not offer good quality attention.”  
 

 The above statement gives a clear example of the absence of physical accessibility and   
arguably existing discrimination towards the poor. A 39 year-old woman from Llojeta, a 
mother of six, can not use the health centres due to her limited financial availabilities; 
together with her husband they only have a monthly income available of only 200 
Bolivianos which is equivalent to approximately $25. 
 

“ I have not gone to see a doctor for more than eight years. I can only go to healthcare 
centres when the consultation and treatment is free. My husband and I together earn far 
too little money and thus it not possible for me and my children to make use of any of the 
health services. I only managed to use the health centre once and in my experience the 

quality of service was very bad too. My son had phlegm and the doctor said that the child 
was healthy. I then went to a NGO and they cured my son who almost died. I will never 

return to a public healthcare service. The professionalism including the treatment is very 

Sorata 
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bad. Plus I needed to walk three hours before getting there and wait two hours before 
receiving attention.”  

 
An elderly female person from the remote area of Achacachi seemed especially 
disillusioned due to similar views to those mentioned above:   
 

“ I do not go anywhere near hospitals and health centres. I’m not interested in public 
health centres. It is too expensive and too far. They should be for free and also within 

closer reach.”  
 

The cultural aspect (non- discrimination) proved to be also some barrier to health centres, 
several people in the town of Achacachi and Sorata expressed that they dislike health 
centres because the most doctors do not speak Aymara. Here one example given by a 45 
year old  man:   
 

“ I find the healthcare centres very discriminatory because non of the personnel speak 
Aymara. The doctors should speak the Aymara language. I therefore prefer to use 

medicinal plants and go to see traditional practitioners.”  
  
The above examples demonstrate that a lack of trust from the patients towards health 
personnel – plus high costs – proved to be the main reasons for not using the healthcare 
services. Most people who are dissatisfied with the public health system explained that it 

was primarily due to the high costs, 
made worse by the bad treatment and 
the poor quality of service, rather than 
the distance. Some said if the treatment 
would have been better and the costs 
lower they would have gone back, even 
though it takes them several hours to 
get there, often by foot. For example, 
one young woman from Achacachi said 
that the nearest health centre is three 
hours away by foot but nevertheless she 
goes there every two months. She feels 
well treated and is especially happy 
about the fact that the doctor speaks 

quechua. Also it is affordable for her - eight Bolivianos (approx. $1) per consultation. 
Only one person – another young women from Achacachi – indicated that the distance 
was the only factor why she does not attend any of the healthcare centres: 
 

“ I live in the countryside. All health centres and health posts are far away from my 
community and there are no buses, thus I could never go.”  

 
5.2 People’s viewpoints towards formal healthcare facilities 
 

Achacachi 
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Approximately 52% of the people questioned in the three rural areas of the department of 
La Paz do not take advantage of the government-provided healthcare centres. However, 
this does not indicate that those 48% that do make use of the health facilities are satisfied 
with the services. Although only a small percentage - 6% - there were some who use 
these services but share the views of those who avoided formal treatment, explaining that 
they only go if it is absolutely necessary i.e. when experiencing severe discomfort. Again, 
reasons varied from person to person. For example, one woman from Achacachi felt that 
there are not enough specialized doctors, another women, also from the Achacachi, was 
not satisfied with the services provided, one reason here being inadequate information 
given by doctors and health personnel. Another small percentage showed indifference in 
their attitude, and claimed that the quality of the services was average. A relatively large 
number, 21%, said they were satisfied with the public services of their rural regions and 
claimed that they have never experienced any bad treatment, nor had to wait a long time 
to receive attention. Most people of this category had proved to be people with slightly 
higher incomes, for example two young men from Achacachi claimed to earn 
approximately 750 Bolivianos a months (approx. $90). Another man from the same town 
said he earns 600 Bolivianos monthly (approx. $75). Similar findings about income were 
found when interviewing a middle age women in the rural town of Sorata, who explained 
that she earned between 700–800 Bolivianos a month (approx. $85-100). 
  
Economic accessibility or affordability seemed available in terms of paying to reach 
health centres. Nor did physical accessibility seem to be a barrier to accessing health 
centres for these interviewees. Noticeable was that all claimed to have easy physical 
access to healthcare centres - most of them lived close by and on average did not need to 
walk more than thirty minutes. Nevertheless, some discrimination towards fellow patients 
has been observed among this group. Half of the people here were satisfied with the 
health system and still believe that racial discrimination occurred in most public 
healthcare centres.  
 
The frequency of the utilization of formal healthcare services proved to be relatively 
limited. The response showed that the majority of those who do not reject the formal 
health sector still make little use of it. Only 8% use the services every two to three 
months, another 8% visit a healthcare centre on averages one a year, whilst 12% do so 
twice a year. Even though this sector is proved to be satisfied with the quality and 
treatment, its utilization of these services proved to be rather limited.  
 

5.3 Public awareness: PAI  and SUMI 
 
In Achacachi, as in with Sorata, several 
people were asked about their knowledge of 
ther rights concerning the SUMI and PAI 
programs. Thirty people from all categories - 
women, men, the young and the elderly - were 
asked this directly whilst filling in the 
questionnaire mainly on streets and markets. 
The results showed that only nine had heard 
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of the SUMI program. Twelve of the 24 people who had no knowledge of SUMI were 
mothers with at least two children. In contrast, the majority were aware of their rights 
with regard to free vaccinations for children. Out of thirty people questioned, six had 
never heard of the PAI program, whilst in contrast 24 people knew nothing about the 
SUMI policy.  
 
It was immediately apparent that in general people seemed to have more knowledge of 
the PAI program than SUMI. Also, the problem proved to be larger with reference to the 
SUMI program as many who were not aware of their rights were women with children, in 
contrast to the PAI program question where only three out of six were mothers with 
young children. 
 
Many of the population who did not trust in the formal healthcare sector were still willing 
to have their children vaccinated. They were aware that it was needed for preventative 
purposes. Nevertheless, three cases were found where mothers were not familiar with the 
free vaccination program and thus their children remained without this protection offered 
by the government. 
 
It was also observed that most people who regularly used health facilities and were 
satisfied with the services were unaware of the free vaccination program for children, 
although it should also be noted that amongst this group none had children. The general 
absence of relevant information again has proved to be a serious factor in terms of access 
to health. 
 
Table 5.3:  Awareness and public attitudes  
Content Not content No 

opinion   
Use 
traditional 
medicine   

Informed 
about        
PAI  

Informed 
about 
SUMI 

  21% 
    

      58 % 
      

    22 %     70% 
 

     96 %      33% 

  

5.4 Conclusion  
 
The responses have shown that the majority of the people that were interviewed in 
Llojeta, Achacachi and Sorata were disillusioned and had little or no faith in the national 
health system. There are three main factors that have led to this; the absence of physical 
accessibility, economic barriers, and the poor quality of treatment and service.  The lack 
of respect towards different cultural practices, beliefs and languages proved to be a 
serious problem, on top of the high cost and distance factors. For these reasons the large 
majority of the rural population depends on traditional medicine for their primary 
healthcare.  
 
Nevertheless, many mothers have - even though dissatisfied with the formal health 
facilities - vaccinated their children. The acknowledgment of the importance of 
vaccinations and their preventative importance proved to be present. Overall, from the 
research it can be concluded that a large majority are not informed about their rights 
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within certain programs that the government has offered them i.e. SUMI. The lack of 
information causes a great barrier to accessibility of free healthcare programs.  
 

Conclusion 

 
This conclusion will present a summary of the problematic nature of the Bolivian 
national health system. This will be done in two ways - first by measuring its equity in 
terms of health and second in terms of access to public healthcare services, gearing the 
results to the theoretical thinking of the first chapter. 
 
In Bolivia the difference between socio-economic groups and geographical areas are 
immense, and this has led growing health inequity among poor, rural and marginalized 
indigenous communities. These social groups are particularly disadvantaged not only 
because of their low economic resources, but also because of factors such as their 
geographical location and their ethnicity, including cultural differences. They have less 
likelihood of being healthy and in accessing primary healthcare services, these forms of 
disparities having being previously highlighted by Braveman, Whitehead, Sen and others. 
The additional problem here is often that those too poor to pay for proper healthcare are 
by default too poor to stop working when ill, thus often aggravating their illnesses and 
forming a vicious circle of poverty and poor health. 
 
Braveman argued that disparities in wellbeing between groups of people with different 
levels of underlying social privilege i.e. wealth are avoidable and therefore morally 
unfair. Whitehead argues simply that because this disparity is avoidable it represents 
inequity in health. Braveman and Whitehead define inequity as those inequities that are 
avoidable, meaning inequities that are related to social, economic and political factors. 
For example, mortality rates in some ethnic groups compared to others or worse health 
among the poor in comparison to the non-poor, and better health in rural sectors of a 
society than in urban sectors. 
 
Infant mortality is much higher in the rural areas of Chuquisaca and Potosi than the rest 
of the country, and overall infant mortality in general is always higher in rural 
communities than in urban communities. Life-expectancy is highest in the department of 
Santa Cruz and lowest in Potosi. In addition, the overall quality and improvement of 
health has been much higher in the city of Santa Cruz and lowest in the rural area of 
Pando. All these factors represent inequities in health which, referring to the analyses 
made by Whitehead and Braveman, are avoidable – it may be more difficult and/or 
expensive to provide health equality in rural areas, but it is by no means impossible and 
therefore avoidable. 
 
In Bolivia, as well as in many other Latin American countries, the poor and the rural 
inhabitants are deprived of their rights to health whilst rich people who tend to reside in 
the cities have the best quality access. This relates back to Sen’s earlier example where if 
someone suffers from a serious disease and cannot afford proper treatment whilst 
elsewhere another person can be healed from exactly the same problem due to better 
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(economic) accessibility, then a serious if not definitive example of inequity in health can 
be said to be present.   
 
Several health programs have been promoted by the Ministry of Health in order to 
attempt to reduce inequalities between privileged and less privileged social groups. 
Maternal and Child Insurance, the SUMI program, was initiated to reduce the economic 
barriers to health and inequity for mothers and their young children. This program 
promotes, in theory, vertical equity as it focuses on the most vulnerable sector of society. 
In practice, however, it has been estimated that it has primarily improved the accessibility 
of healthcare services for the urban poor, as discussed in chapter three: the allocation of 
human resources is defined by the distribution of health centres, and thus are primarily 
found in the urban regions. It should also be noted that equal treatment does not exist 
between the different socio-economic groups in urban communities either. Accessibility 
to healthcare services is not the only factor considered when measuring health and equity: 
quality of treatment and allocation of resources are regarded as equally important.  The 
shortage of human resources in the rural regions has contributed to the lesser 
improvement in health among this target group. The majority of the rural population 
remains excluded from the SUMI program. The policy has succeeded in its overall 
objective to reduce infant and maternal mortality rates among the Bolivian poor. 
However, a country reducing its mortality rate does not tell as anything about its equity in 
health - its distribution is more relevant when measuring its success in reducing 
inequalities.  
 
Insurance for the Elderly, in Bolivia el Seguro Medico Gratuito de Vejez (SMGV) has its 
infrastructure in the urban areas, thus here again the rural population remains excluded. 
In urban areas, however, the target group receives - in order to reduce costs - lower 
quality treatment in comparison to those protected by the social security. This again 
represents another form if inequity in health. 
 
The National Vaccination Program can be described as one of the best national health 
initiatives because it has been the most successful in terms making a tangible difference 
to health equity in Bolivia, reaching urban as well as rural communities in all 
municipalities, rural and urban. It has eliminated certain preventable diseases, principally 
poliomyelitis and measles. In the last years there has not been a single case of either of 
these diseases in the whole country. The majority of all children, 85%, have benefited 
from this free health program. Only a very small percentage of children from rural areas 
remain excluded from this free health program. Thus equity has not been fully achieved, 
although its approach has equitable strategies that could be said to have been extremely 
effective.  
 
In contrast, the National Program of TB Control has been more beneficial and accessible 
for the urban population only i.e. those who can afford the consultation fees (treatment is 
free), whilst the rest remain excluded from this program that in theory offers equity. 
 
In Bolivia the disparities in health remain largest primarily amongst rural and urban 
communities, then amongst different rural regions themselves. For the rural population, 
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physical accessibility, discrimination – real or perceived – and economic accessibility are 
the primary causes preventing equity in health. The urban poor experience other forms of 
inequity that are related to lower-quality services and treatment i.e. social discrimination 
and economic accessibility. In addition, the urban population does not experience 
problems in terms of physical accessibility in comparison to the majority of the rural 
inhabitants. 
 
The social security system only covers the urban population in formal employment, 
which is a small percentage of the Bolivian urban society. The rest are excluded and have 
to rely on an under-resourced public system. Here the problem is that the public health 
system does not offer services that are affordable to all. Thus here we have two types of 
inequity in health. First the lower quality of services between the sectors that are covered 
by the social security and public sector, and second the inequity in access - via  
affordability - to the healthcare facilities. Growing inequities in health remain large in 
Bolivia regardless of its overall improvement in health. A large percentage of the 
Bolivian population, 77%, remain excluded from the formal healthcare sector. One of the 
major problems is the insufficient and bad distribution of human resources, and because 
of this more than half of the population who live in rural areas can only rely on medical 
assistants for their primary healthcare. Because of this and the related factors - 
mistreatment, poor quality of service and lack of respect towards other cultural beliefs - 
most rural indigenous communities rely on traditional medicine for their primary 
healthcare and thus remain excluded from the formal healthcare sector offered to them by 
the government.  
 
Equity in health is difficult to implement not just for developing countries but also for 
countries that have higher economic growth. There is no country that has achieved equity 
in health regardless of its GDP. As stated in the first chapter, the United States is in terms 
of economy the richest country in the world, and yet it has not achieved equity in health. 
For a country like Bolivia, where the vast majority of the population are poor, it proves to 
be even more difficult.  It has remained difficult for the state to improve health and 
equity, firstly because of its high demand and second due to its own limited income, 
largely related to its international debt.  General equity remains difficult to promote not 
just for the Ministry of Health but also for stakeholders including Bolivian society’s 
healthcare organizations as a whole. A more realistic approach to health for all, social 
justice and fairness could be to some extent achieved when implementing health 
programs that promote vertical equity. This means targeting the most vulnerable groups.  
 
The EXTENSA public health program in Bolivia has implemented projects that put more 
emphasis on the promotion of health and prevention of diseases. The strengths of these 
programs are their equitable approach and a philosophy to health for all being achieved 
by specifically targeting the most excluded, vulnerable, deprived sectors of the Bolivian 
society, and by implementing intercultural aspects. They have so far not been able to 
cover all communities and municipalities, also they visit communities for a very short 
period and in their absence the selected communities remain excluded from public 
healthcare sectors. Yet despite this, the health project can be described as a path, as a start 
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to a more inclusive equitable health system in terms of promotion of health, prevention of 
diseases and curative effects.  
 
Governmental health initiatives like SUMI, PAI and VEJEZ have promoted equity in 
health among the specific target groups at least in theory. It can be argued that due to 
their free status they must have to some extent contributed to the reduction of the socio-
economic barriers to equal access to public healthcare services in urban areas. However, 
due to large deficiencies in human resources, the unequal distribution of those resources – 
in turn caused by the lack of health centres and facilities in the rural areas – the rural poor 
remain largely excluded and less privileged compared to the urban poor in Bolivia. This 
lack of physical and economic accessibility – both factors being heightened by 
widespread belief in discrimination towards the poor and indigenous societies – are the 
major factors that have caused, and continue to maintain, inequity in healthcare in 
Bolivia.   
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APPENDICES  
 
Appendix 1 – Methodology 
 
Different methods were employed for different research questions. Theoretical analysis 
appropriate to the forthcoming fieldwork was done first at Utrecht University. This was 
followed up with desk research at AIS in Bolivia where literature, data collection, and 
statistic gathering was done. Several interviews were held with experienced staff 
members of AIS in order to get a better understanding about the health system and health 
organizations. After several weeks of desk research many interviews were held with key 
persons including government officials from the Ministry of Health, hospital directors 
from La Paz and several other NGO’s working in health in order to gain a further and 
better understanding of the supply side of healthcare centers within the country. My 
interest was also to gain a feeling for the practical side of health in terms of planning and 
policy implementation, including people’s views on the public health services. Thus 
qualitative field work was done in the departments of Cochabamba and La Paz in two 
ways. Firstly by participating in the mobile healthcare groups of Cochabamba, which was 
selected using criteria for participating with the health brigades from their geographical 
position. This mobile healthcare group works in the poorest and most isolated 
communities of the department of Cochabamba. There, implementation of intercultural 
activities was also of a special interest for this research outcome, and several days were 
spent in the small communities of Independecia and Angusturia of Cochabamba 
department with this health brigade. Secondly, complimentary fieldwork was done by 
interviewing several people from the three poor rural remote regions of the department of 
La Paz; Achacachi, Llojeta and Sorata. The criteria for choosing these locations was also 
their geographical position, again incorporating the level of poverty there. People were 
systematically approached in several public locations with generally helpful responses, 
interviews taking about 10 to 20 minutes depending on the willingness of the person 
being interviewed to elaborate on their answers. Finally, a further interview was 
conducted with the person responsible for the health brigades of Bolivia in order to 
collect more written background and statistical data.  
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Appendix 2 – L ist of interviews  
 
Doctor Lanza, Accion International Por la Salud (AIS) 
 
Rodrigo Urquieta, Accion International Por la Salud (AIS) 
 
Doctor and Director of Juan XXIII Hospital 
 
Doctor Yecid Andrade Agramant Director of the Obrero Hospital 
 
Doctor Cristian Fuentes Guitierrez Director of Children’s Hospital 
 
Doctor Joven Director of Hospital Materna Infantil. 
 
Doctor Ortega Director of the Women’s Hospital 
 
Doctor David Antezana responsible for health projects, Catholic Church 
 
Doctor Alfredo Calvo, Pan-American Health Organization -World Health Organization-.  
 
Doctor Caroline Soelle de Hilary Director of Save the Children (NGO) 
 
Doctor Zulema Bautista Perez Coordinator of Integral Health, Procosi (NGO) 
 
Doctor Mirtha Camacho, President and Director of the National Tuberculosis Program of 
the Ministry of Health 
 
Doctor Coca responsible for health services the Ministry of Health 
 
Doctor Jaqueline Reyes Maldonado Director of development of health services of the 
Ministry of Health 
 
Doctor Perez Adviser of the National System of Information in Health of the Ministry of 
Health. 
 
Edwin Ramos Director of the Maternal and Child Insurance (Seguro Universal Materno 
Infantil-SUMI) of the Ministry of Health 
 
Eriko Loza Director of the Promotion of Health and Prevention of Diseases of the 
Ministry of Health, interviewed on the 24th of June 2005, La Paz, Bolivia. 
 
Gladis Cresco Director of the National Vaccination Program (Programa apilado de 
inmunizaciones: PAI), of the Ministry of Health  
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Miguel Angel Director of the Free Elderly Insurance Program’s (El Seguro Medico 
Gratuito de Vejez: SMGV) of the Ministry of Health,  
 
Ronald Lagrava Burgoa, Coordinator of the National Extensive Program (NAL. 
EXTENSA) of the Ministry of Health,  
 
Marcos Paz Coordinator of Health and Social Services of the Ministry of Health 
 
Rory Narvaez, (UDAPE)  
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Appendix  3  – Abbreviations 
 
 
AIS            -        Accion Internacional Por La Salud 
NDA          -        Nationalist Democratic Action 
GNP           -        Gross National Product  
GDP           -        Gross Domestic Product  
HIPIC        -         Heavily Indebted Poor Countries initiative  
IMF            -        International Monetary Fund 
LPP            -         Popular Participation Law  
MIR            -        Movement of the Revolutionary Left  
MNR          -         Nationalist Revolutionary Movement  
MNCS       -         Mecanismo Nacional de Control Social  
NGO          -         Non-Governmental Organization  
NRM          -         Nationalist Revolutionary Movement  
PAI            -          Programa Ampliado de Immunizacion  
PDD           -         Departmental Municipal Developments Plan  
PES            -         Strategic Health Plan  
PRSP          -         Poverty Reduction Strategy Papers  
QALY        -         Quality Adjusted Life Year 
SAPS          -        Structural Adjustment Programs  
SMGV     -           El Seguro Médico Gratuito de Vejez  
SESO         -         Seguro Escolar Salud Obligatorio  
SUMI         -         Seguro Universal Materno Infantil  
TB              -         Tuberculosis   
WHO         -         World Health Organization  
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Appendix 4 – Questionnaire (demand side)  
 

Encuestas dirigida a la  poblacion 
 
 

1. ¿Cual es su nombre y apellido ?  
......................................................... 

      Edad: .......... Años 
 

2. ¿Cuál es su lugar en la familia? Padre  Madre  Abuela  Otro 
 

 
 

3. ¿Cuantos personas forman parte de tu familia? 
 

Numero de hijos ......... 
Numero de hermanos ........ 
Otros ............................... 

 
4. ¿ Aproximadamente cuanto gasta al año para el cuidado de su salud 

incluido compra de medicamentos?  ......... 
 
5. Cada que tiempo va usted o visita al medico? 

 
6. Nos puede contar alguna mala experiencia que haya tenido en la 

atención de su salud, sea con  médicos o centros de salud.  
 

 
7. En su opinión como están los servicios de salud en Bolivia  

 
a. ¿Que dificultades o que limitaciones tienen estos servicios de 

salud? 
 
b. ¿Que ventajas o cosas positivas tiene los servicios de salud 

 
c. ¿Como califica el trato cuando va el servicios de salud? 
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8. ¿Cuánto tiempo  tiene que esperar para que le atiendan en el servicio 

de salud? 
 
9.  ¿Tiene alguna dificultad para llegar al servicio de salud mas 

próximo? 
 

10.  ¿Cuando va a el hospital considera UD que la tratan igual que a otras 
personas o se siente discriminada? 

 
11.   Por la experiencia que usted tiene que sugerencias podría hacer para             

mejorar los servicios de salud.  
 

12. ¿Cuál es su ingreso mensual aproximado? 
 

13.  ¿En orden de importancia como destruirá sus  recursos económicos? 
 

   
Alimentación  

 
 

Vestuario   
 

 

Diversión   
 

 

Educación   
 

 

Transporte   
 

 

Salud   
 

 

Vivienda   
 

 

   
 
 
14. ¿Ha conocido usted de alguna compañía de vacunación? ¿Ha 

participado de esa campaña, ha vacunado a sus niños? 
 
15. ¿Conocen el programa SUMI, Seguro universal materno infantil?  
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Ha sido atendido por este seguro/ programa? 
 

     16. ¿Tiene alguna dificultad para acceder(contar) al agua potable? 
 
Appendix 5 -   Questionnaire (Supply side)  

 
ENCUESTA DIRIGIDA AL MINISTERIO DE SALUD Y DEPORTES 

 
1. En su criterio: Cuáles son las manifestaciones de la inequidad en la prestación de 
servicios en el Sistema Nacional de Salud? 
 
2. ¿Cuáles son las principales barreras en el Sistema Nacional de Salud para lograr 
mayores niveles de equidad en los servicios de salud? 

 
3. ¿La asignación de recursos económicos al sector salud son suficientes para garantizar 
la prestación se servicios de salud en el marco de una aceptable distribución de equidad?. 
 
4. ¿En los últimos 5 años cuál es la distribución porcentual del Presupuesto Nacional de 
Salud entre acciones preventivo-promocionales y las acciones curatativo-reparativas de la 
salud  
 
5. ¿Cuál es la distribución del presupuesto de salud de acuerdo a niveles de atención? (1er 
nivel, 2do nivel y 3er nivel de atención) 
 
6. Tiene esta distribución presupuestaria correlación con la cobertura de la población 
asignada a cada uno de los niveles del Modelo de Atención en Salud? 
 
7. ¿Considera Usted que el presupuesto asignado al sector salud por parte del T.G.N. es 
suficiente para garantizar el cumplimiento de las Metas del Milenio hasta el año 2015? 
 
8. Dentro del subsector público de salud: ¿En qué proporción se distribuyen los recursos 
humanos en salud de acuerdo a los niveles de atención del Modelo de Atención vigente? 
 
 

Tipo del recurso 1er  nivel de 
atención 

2do nivel de 
atención 

3er  nivel de 
atención 

Totales 

Médicos 
    

L ic. En enfermería     
Aux. de enfermería     
Totales     
 
 9. ¿Cuál es la disponibilidad de recursos humanos en salud por 10.000 habitantes de 
acuerdo a niveles de atención? 
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Tipo del recurso 1er  Nivel 2do nivel 3er  nivel 

Médicos por 10.000 habitantes 
   

Enfermeras por  10.000 habitantes    
Auxiliares de enfermería por  10.000 habitantes    
  
 
10. En el Subsector Público de Salud, ¿Cuál es la proporción de recursos humanos 
asignados al área rural y a las capitales de departamento? 
 
 

Población 
total 

N° de medicos N° de L ic en 
enfermer ía 

N° de aux. de 
enfermer ía Departamento 

Capital Resto Capital Resto Capital Resto Capital Resto 
Beni        
Chuquisaca        
Cochabamba        
La Paz        
Oruro        
Pendo        
Potosí        
Santa Cruz        
Tar ija        
Bolivia        
 
 
11. ¿Cuál es la distribución de los establecimientos de salud del subsector público de 
acuerdo a departamentos y complejidad de los establecimientos? 
 
 

Población 
X 

Hospitales de 
3er  nivel 

Hospitales de 
2do nivel 

Centros de 
salud  

Puestos de 
salud 

Departamento 

Capital Resto Capital Resto Capital Resto Capital Resto Capital Resto 
Beni           
Chuquisaca           
Cochabamba           
La Paz           
Oruro           
Pendo           
Potosí           
Santa Cruz           
Tar ija           
Bolivia           
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12. ¿Cuál es la disponibilidad de camas en el subsector público de salud, según 
departamento, capital de departamento Vs. rural y  niveles de atención? 
 

Disponibilidad de camas 
según  capital y área rural 

Disponibilidad de camas según niveles de 
atención 

Depar tamento 

Capital Resto 3er  nivel 2do nivel 1er  nivel 
Beni      
Chuquisaca      
Cochabamba      
La Paz      
Oruro      
Pendo      
Potosí      
Santa Cruz      
Tar ija      
Bolivia      
 
13. ¿Cuáles son las acciones concretas que el Ministerio de Salud y Deportes viene 
realizando para una mayor equidad de los servicios de salud desde la perspectiva del 
respeto a la identidad cultural de los diferentes grupos étnicos del país? 
 
14. ¿Qué acciones se tienen previstas para contrarrestar el trato desigual y discriminatorio 
que se da a  pacientes beneficiarios del SUMI en los servicios del subsector de la 
seguridad social con relación a los paciente asegurados? 
 
15. ¿Cómo participa el Ministerio de Salud y Deportes en la plataforma de promoción de 
equidad en salud de la Organización Mundial de la Salud?   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


