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Healthcare Challenges in Ecuador: A narrative approach

INTRODUCTION:

My primary concerns as I boarded my five a.m. flight from Portland International Airport centered on the language barrier I was about to face. While I’d taken a few Spanish classes at Oregon State, I wondered whether they would truly be enough to “get by” in the city. Large class sizes had always limited in-class conversation practice, and while I was in tune to listening to and understanding Spanish, I doubted my ability to effectively hold a dialogue, especially in the medical setting. I’d been forewarned that few of the doctors that I would be working with would speak English. I knew my host family—Rosita and her two daughters, Priscilla and Ivonne—do speak English, but would not allow English in the house. 

Even before finding the Child Family Health International (CFHI) program, with which I would be working, I knew I wanted to spend a term abroad. I had caught the travel bug in high school when I’d spent time in China, Belize, and Ecuador, and was feeling the effects of cabin fever after three years in Corvallis. I was beginning to lose sight of bigger-picture issues, getting caught up in textbooks and memorization. I was also in the process of deciding whether or not to apply to medical school immediately after graduation, or whether I even wanted to enter the field of medicine. My grades weren’t as competitive as I would have liked, and I was worried about having to settle for a school that wasn’t among my top choices. 

Amidst this decision-making process, I was beginning to question my motivation for entering the field of medicine. Was I really ready to put in eighty-plus hour work weeks? Did I want to go through four more years of school, plus another three for residency? Would I even have what it would take to accomplish this? I felt like I was blindly following a track that established long ago. Furthermore, the atmosphere of the college town was making me less aware of population demographics in which the traditional student age wasn’t so overrepresented. While I was happy reigning in my comfort zone, I was eager to drive myself into a new location and learn how to adapt in a sink-or-swim situation. 


I had encountered the CFHI program online and was immediately drawn to its purpose of developing international health and relations and to teaching students. CFHI has programs in six countries: Ecuador, Nicaragua, Bolivia, Mexico, South Africa, and India. Its aim is to facilitate cross-cultural, service-based learning and foster efforts to improve international healthcare. Medical students and undergraduates interested in healthcare are encouraged to explore international systems and to broaden their perspectives in a cultural sense. CFHI encourages what they call “service-learning” in which students are able, with instruction, to gain experience and practice in the field of international medicine and to use reflection to explore their experiences. The organization outlines five distinct ways in which students can grow during the course of this program: cultural competency, clinical skills, broad public health knowledge, creativity and problem solving, and continued commitment to service. 

As a student interested in public health, I immediately began to recognize goals of my own within those established by CFHI. By exposing myself to a culture very unlike my own, I would be better able to serve patients of diverse backgrounds. I would expand my familiarity with tropical diseases and learn clinical skills useful in areas with limited equipment and definitive diagnostic tests. Additionally, I would finally be given a real opportunity to test my interest in the healthcare setting. As an added benefit, with the program in Ecuador, I would be living with a Spanish-speaking family and working in settings that would force me to expand my language skills. These aspects of the program could only help my goal of developing a greater proficiency with the language. 


I arrived in Quito, where I would pass my next four weeks, in the middle of the night. Despite the inauspicious beginning—speeding through red lights along the barricaded night streets of Quito in an unmarked taxi—I would come to truly find this place home, eating all meals with my home-stay family and returning to visit twice (after the program) between bouts of independent travel. Within a few days of my arrival, three other students participating in the January program arrived. They too were living at Rosita’s. Every morning we awoke to a breakfast of fruit and pancakes before leaving for work. Dinner was served promptly at seven, and we spent hours after dinner around Rosita’s giant table talking about unusual cases at the hospital, our friends and family at home, and Ecuadorian culture. Rosita regularly quizzed us on American celebrity culture and let us know who was pregnant or which couple was calling it quits. She did all the laundry, cooking, and cleaning for the students in her house, which could hold up to seven. Of the four, Daniel and I were the only two undergraduates in the Ecuador program. Lori was in her last few months of RN training, and David was in his final term of medical school. We would all be in Ecuador for three months.


Most of our medical rotations were independent, so I got to know the city and its people quickly, without the benefit of an English-speaking companion. On a typical day, I would take either the bus or trolley to work. Usually this was a crowded affair, and while I was repeatedly cautioned about the dangers of petty theft in these situations, I never encountered any firsthand. I would arrive at the clinic around eight in the morning and stay for the four hours that the doctor was available. The afternoons were usually filled with intensive one-on-one Spanish classes, also arranged through the CFHI program. 

We were given weekends free for travel or relaxation. David and I had common interests and goals, and ended up doing most of our weekend traveling together. During this time, we decided to do our last few rotations in Quito at the same hospital. The advantage of this was two-fold. First, David was eager and able to explain patient diagnoses and medical procedures. And I, in turn, had a stronger Spanish-speaking background and was able to translate a bit more and hold more solid conversations with Ecuadorian students and doctors in the hospital. 


Before moving to our second site in Puyo, David and I spent a week traveling and sight-seeing on the coast of Ecuador. In Puyo, we met up with a new student, Marcia, who was also in her final year of medical school. The three of us lived with Dr. Torres, a doctor who was now dedicating his time to healthcare promotion and administrative work. His house was immaculate and rather large compared to the average home in the city. He and his wife, Teresa, had two children, a three-year-old daughter and two-month-old son. Teresa’s sister was also living with them until she finished her University schooling. Though Puyo is a city nearing 30,000 people, most of its inhabitants live outside the downtown area. The city itself, then, is extremely small, and we walked to most of our clinical rotations. Additionally, because of the size, David, Marcia, and I did most of our rounds together. Again, the advantage of this was that I could learn terms and procedures in both English and Spanish. 

We passed our final days in Ecuador exploring the jungle lifestyle, particularly as it related to medicine and transportation. We lived and traveled with a young, tight-knit family and explored some of the common hardships of the remote rural areas. Most of our time was spent exploring pathless routes through the dense forest, talking with our host family in their cooking hut, and visiting the children of our neighbors—all 10 of them—near the river. 

Throughout my time abroad, I was able to experience a variety of hospitals and clinics, homes, and cultures. Among Ecuador’s many splendors, it takes pride in being a nation with over 20 independent native languages (the official language being Spanish). Its geography includes the rugged Andes with peaks exceeding 19,000 feet, sweltering coastal expanse, and thick jungle regions of the Amazon. With each area, I was able to explore a primary challenge that impeded the implementation of a solid and functional public healthcare system. The list of challenges was by no means exclusive or complete, but it allowed me the opportunity to both analyze these challenges and better come to terms with my experience.

The larger cities house a huge population and function on extremely limited resources. Doctors and nurses work in a system that provides free medical service, but does not provide funding for medications and simple procedural materials (gauze, etc.).  Smaller towns, especially those bordering jungle areas, face a number of tropical maladies not found throughout most of the world. Because communities are so small, they typically have a lighter patient flow than is seen in the more urban areas. For this reason, they occasionally feel the effects of under funding less than their urban counterparts. However, doctors here are often swamped with rare cases specific to the area, and are equally burdened with treating these diseases and having little background information and research. Within the jungle itself, transportation is almost an unimaginable luxury. Roads do not infiltrate the dense eastern areas of Ecuador, and the sick are often stuck without care or are forced to walk or ride many hours to a road accessible by bus.

Ultimately, I hope to shed some light on these challenges by investigating my experience in the series of narratives that follow. The intent of the narrative is not to quantify or pass judgment on the situations or healthcare system but rather to explore my perspective and present my observations. CFHI puts a significant emphasis on post-experience reflection, both for the benefit of the individual and the improvement of the program. My personal goal in framing a narrative chronologically around specific healthcare challenges was to both give myself a framework for reflection and to make the message of CFHI itself more broadly applicable. As a student, this project has helped me sort through some of the confusion I have faced over the direction in which I hope to take my formal education. As a potential healthcare professional, it has taught me number of more obscure lessons and skills that I might otherwise have not learned. As a person, it has helped me to grow in ways I never could have predicted.

CHAPTER 1:

The Public Healthcare System in Quito: A Lack of Resources


With a population of nearly two million, Quito has rapidly become a booming metropolis and, like many cities of its size, it is facing the challenges of maintaining financial stability in supporting itself. Public healthcare has been one of the systems hardest hit by financial instabilities and difficulties in the country. Of the gross national product, less than five percent is dedicated to healthcare, one of the lowest rates in the Americas (WHO). Though both social security and private healthcare systems exist in Ecuadorian healthcare, they are relatively expensive, especially considering that the country’s minimum wage is 125 U.S. dollars per month. Public healthcare is free, but all medications and supplies must be purchased by the patient prior to any procedure. Though these medications and supplies are considered relatively inexpensive by modern standards, the majority of people utilizing the public system are either unemployed, illegally employed (via verbal daily contracts with private employers), or working for minimum wage. Consequently, these small expenses can leave tragic dents in the fragile balance of a family budget. Additionally, patients frequently arrive without family members and care must be halted to search for a financially responsible party. This problem is particularly prevalent in work-related accidents.
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During my stay in Quito, I toured three public hospitals: the maternity ward at Maternidad Isidro Ayora, the emergency room at Eugenio Espejo, and a small pediatric clinic, Carcelen Bajo. At each, I dedicated special attention to recording the challenges that these hospitals and clinics faced in regard to their gross lack of resources. The ultimate effects felt by each site—in response to their lack of resources—were clearly distinct. In the larger hospitals, Maternidad and Espejo, the lack of resources was noticeable in every moment of patient care. Both facilities require a constant and heavy flow of materials and medications to treat the constant barrage of patients. Carcelen Bajo and smaller clinics see these effects over longer periods of time, as budget cuts force doctors away and limit hours and patient numbers. 
Maternidad Isidro Ayora
The most visually remarkable part of Quito’s primary maternity hospital is the continuous crowd of people around its locked doors. As I stand by the wrought-iron gate—ignoring persistent vendors, hawking everything from cough drops and Oreos to newspapers and pornography—I can’t help but wonder if I’m ready for this kind of exposure. I make my way through a sea of pregnant women and new mothers, some with their own mothers, and am vaguely aware of a conspicuous lack of father figures. The front doors give way to what looks like a waiting room, albeit without chairs, housing a sparse reception desk. Per instruction, I make my way through the room to a second set of doors. It is common practice in Quito to have one or more armed guards patrolling the doors to public hospitals, and La Maternidad is no exception. I flash my identification badge, and the man unravels thick chains to let me pass. Walking up the stairs, it is difficult to imagine this place as a hospital. Gone is the sterile “hospital” smell associated with facilities in the States. The stairwell is cramped and poorly lit. At the end of the hall on the second floor, a maze of opaque walls leads to the delivery area. I wait just outside for Dr. Molina. To my left is a large laundry container on wheels filled with blood-stained gowns, booties, and a few stray batteries and nails. Paint chips litter the floors and the walls are in desperate need of a fresh coat. The tiles on the floor may be newer, but they are definitely not clean. A young girl, no older than 16, paces the halls as I wait. She wears nothing but Christmas socks and the standard gown imprinted with the hospital’s logo and stained with blood. Later, I will learn that the blood is often not that of the wearer. A handful of nurses pass, but not one offers assistance or guidance. I am still too hesitant with my Spanish-speaking skills to approach her, and her sad eyes and blank stare are more intimidating than I’d like to admit.
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An hour and a half later than our agreed time, Dr. Molina walks through the staff entrance. Even “Ecuadorian time” permits only a half hour to forty-five minutes of tardiness, so he casually apologizes and introduces me to Marta, a fourth-year medical student. In Ecuador, as in most South American school systems, students begin medical school immediately after high school and study for six years. Marta, then, is probably my age but only a few steps away from being a full-fledged doctor. For this reason, in many of my clinical sites I will face doctors confused by my lack of medical knowledge. I change into scrubs and leave my bag in her locker to begin rounds. 


If the halls of the hospital lack the smell of sterility, it is nothing compared to the stench that haunts the rooms of the delivery area. The hallway leading to the left is littered with used bedpans filled with blood and urine. The room that follows houses between eight and ten women. Beds are barely shoulder-width apart, and there are no privacy curtains or walls. Even the women who are physically able to move are not permitted to walk around and, if they were, there would be nowhere for them to go. Most are self-consciously trying to pull the one thin blanket over their shivering bodies; there are no sheets on the plastic mattresses. Women are wheeled in and out with amazing frequency and are given little to no explanation as to why they are leaving or where they are going. Isidro Ayora is a teaching hospital, so doctors and students begin rounds in this room. Each patient is given a rapid pelvic exam by a different student and they are generally neither greeted nor spoken to during the ordeal.

An adjacent room houses six beds, most of which are full. Though we never visit this room—few employees do—I am told it is for women who have had spontaneous miscarriages. As with other rooms in Isidro Ayora, this completely lacks privacy, and women are often found curled tightly on the cold beds.

After rounds, we visit a third room that houses special emergency cases. This room is usually full of students practicing uncommon procedures or taking vitals on unusual cases. Though these situations are often more serious, the hospital lacks any kind of monitoring equipment and relies on the often late or ignored hourly checks done by students. Because nurses receive only two years of training after high school, the few wandering around are able perform only the most basic tasks, such as changing bedpans and delivering equipment to the appropriate doctor. Patients will frequently wait for hours—often crying silently in bed—for simple amenities such as a bedpan or blanket. Watching these women, I am torn. Stopping to help will mean being left behind by the other students, but ignoring their cries is all but impossible in my “patient comes first” trained mindset. Often I find myself pulling on gloves and leaving rounds, only to fall victim to icy stares from nurses and students alike. Possibly my intentions are seen as arrogant: I am the American who pays to pass time in a job that they toil in to pay the bills; I am the haughty student who (with no experience under her belt) judges their lack of bedside manner and attempts to intervene. And to a certain degree, they are right. But I will come to find later that the lack of resources and inadequate wages do not inevitably lead to this substandard level of patient care.

The first patient I see that requires more care than a quick exam (to measure cervical dilation) and a vital check had arrived late the night before showing more advanced stages of pre-eclampsia. A disease defined by its symptoms, pre-eclampsia is characterized by high blood pressure, swelling, and large amounts of protein in the urine. If left untreated, cases can progress to prolonged seizures in the mother and a lack of blood to the placenta. The only real cure is delivery of the baby, so close observation is required in such circumstances. This disease is the leading cause of maternal deaths in Ecuador. In the United States, proper prenatal care and monitoring eliminate most of the risk associated. 
The woman in question had luckily come into the hospital at the onset of serious symptoms, and labor was induced earlier in the morning. As I walk past her bed, she begins yelling frantically in slurred Spanish, little of which I understand. Though I immediately find a doctor, by the time he slowly makes his way to her bedside, the baby is already crowning. Her bed is rushed to one of the two dilapidated emergency rooms, neither of which has doors, and doctors begin to hastily scrub in (ignoring many breaks in the sterility of the process along the way). Marta, the student who I had shadowed earlier, suits up excitedly, which I assume means that she will have some kind of role in this birth. 
As I glance at the mother, two things catch my attention. First, not one doctor, student, or nurse has spoken a word to this woman throughout the impending birth or the process of changing rooms and moving her to a bed with stirrups. Second, the baby’s head has quickly passed the point of crowning, and not one of the doctors has yet noticed the birth which is quickly progressing unaided. I catch the attention of a young-faced sixth-year and watch in amazement as he nimbly turns and catches the baby mid-air, just seconds after the shoulders pass through the birthing canal. The neonatal pediatric student rolls the tiny creature—still a few weeks early—in a blanket of questionable cleanliness and races out of the room.
I never get the chance to visit the room of newborns, but I later learn that, because of this hasty delivery process, infants in Isidro Ayora are often mixed up and misidentified in this area. Mistakes of this nature are frequent, and here, as in many public hospitals, measures are not taken to fix the problem. A deep stigma still exists in Ecuador relating to social class and financial status and in some (but by no means all) areas, this stigma influences the level of health care. 


After the dramatic departure of the baby, efforts are taken to control bleeding in the mother. Epidurals, for the treatment of pain, are incredibly expensive and rarely used in public Ecuadorian hospitals. Though eliminated from practice completely in the United States, episiotomies are still performed in every non-cesarean-section birth in Ecuador. Suturing, then, is done at this point, though the woman is shaking so violently from the pain and cold that it takes Marta the better part of a half-hour to complete the relatively simple procedure. A nurse takes a few notes about the patient’s personal information. The woman is “del campo,” or from the downtrodden areas surrounding downtown Quito. These women often make huge financial sacrifices just to pay the cab fare getting to the hospital. Prenatal care is an unheard-of luxury. Often they speak one of Ecuador’s 20 indigenous tongues, able to understand only basic Spanish vocabulary. After a few prolonged minutes, care is left to the younger medical students, and the doctors reconvene at the nurse’s station. Though I leave a few minutes later, I will later hear that no further complications affect the woman.

I will watch a number of other births during my week at Isidro Ayora but it isn’t until my last day that I am truly shown the effects that can arise from a lack of financial resources. I begin morning rounds to find a group of first-year students arguing over a dosage calculation. More importantly, they are ignoring a woman screaming in pain behind them. Eventually someone takes the initiative and speaks with the woman, eventually determining that she is going into labor. Because she is only in her twenty-fifth week of pregnancy, this comes as a surprise to all, and she is quickly wheeled into the delivery room. All doctors are suddenly present and speaking in serious tones in a corner of the room while a student attends to the birth. The patient—who can’t be more than 16—is in obvious pain for no more than 20 minutes before a baby is delivered, still in the amniotic sac. Three students rush to the next room where the sac is put in a non-sterile sink and rinsed before they attempt to puncture it and remove the baby. They take the blue-grey body across the room to what serves as a dated incubator: a bare, open table with a heat lamp. The listless body could easily fit in one of my hands but is still holding on to the last threads of life. None of the doctors have shown any interest in tending to this infant; it will likely die within an hour. Within a few minutes, most students have lost interest and have wandered out of the room to tend to other patients. I linger for a few minutes before joining them with a newfound respect for the medical advantages that would have saved this baby back home.
Eugenio Espejo
Our next two weeks in urban Ecuador are spent facing the fast-paced challenges of an inner city emergency room. Located in East-Central Quito, just two blocks from the maternity hospital, Eugenio Espejo is a prime example of public Ecuadorian medical facilities. Though this tertiary care hospital has 700 beds and all medical specialties, its striking lack of resources renders much of its diversity useless. On my first day, I approach a tall white building behind a set of iron gates. Food vendors line the sidewalk. The entrance to the emergency room is a constant flurry of activity. Patients are lined up inside and out of the central holding area, a bare room inside the first doors, but outside of the actual hospital. We flash our white lab coats to the first guard, who lets us pass, expressionless. In the weeks to come, we will frequently see paper signs attached to this door reading, “Estamos Contaminado” (we are contaminated). Though no official precautions are taken within these doors, the signs typically indicate a patient with an extremely contagious medical condition such as bacterial meningitis or a particularly severe case of tuberculosis.

 The second two guards stand post behind doors closed with a chain, much like the maternity hospital. As soon as we enter, we are greeted by Dr. Vaca. After stashing backpacks in his locker, we rarely see him again. The long hall leading to the nurse’s station may have been white at some point, but the mix of chipped paint and the menagerie of stains have all but masked this. Dim lights flicker and the floor is coming up in areas.

Nervous, I spend my first day trailing David, another member of the CFHI program. Morning shifts typically start with rounds, and we fall into place with a mix of ten or so students in an open room adjacent to the nurse’s station. Privacy, as at the maternity hospital, is an unheard of luxury. Dr. Rivera leads rounds beginning here and works his way through the intensive care unit (ICU). Though this room has the advantage of three walls, it is filled with so many patients that I doubt they notice. Most of the patients here are simply awaiting treatment in other areas in the hospital. Many of them will still be here when I leave at the end of the week. 

After rounds, David and I shadow Dr. Leon, a sixth year student with a good bedside manner. He quizzes us periodically on signs and symptoms, treatments and medications. He works primarily in a small decrepit room with opaque, cracked windows and bloodstains on the floor. This is the primary destination of trauma injuries. Patients are typically rushed straight from the ambulance through crowds of people, all of whom are trying to fight their way in. The room itself holds, at most, five beds, but is often lined with people awaiting doctor referrals and test results. As I noted earlier, although actual service provided by doctors is free in this country, medications are not, and many seriously injured individuals wait hours for a family member to bring money or necessary drugs or to take blood samples down the street to be run for tests. Extra hands are always needed in this room, especially when severe cases roll through the doors, and I often find myself helping to carry patients, change IV bags and unroll the hasty bandages that have been administered en route. 

Down the hall, two additional rooms house emergency cases related to illness. Victims of poisoning, drug overdose, and severe illness frequent this area, which is typically much busier than the trauma area. Dr. Leon spends little time here, but often takes me over to practice basic procedures such as drawing blood and taking patient interviews. Two privacy curtains are available on wheels, but are only used in extreme cases. Both are heavily stained and smell of dried blood. Like the trauma room before them, they lack any kind of monitoring equipment. All tools typically used in emergency medicine are found down the hall in the disheveled nurse’s station. Both the distance and disorganization create a number of problems in providing rapid, effective care. Patients in this room in particular will wait hours for care, only to wait additional time for family members to arrive with essential medications.

The second day finds me knee-deep in bizarre illnesses and strange (often work-related) injuries. Our focus is centered on a man who had fallen a number of flights off the side of a building, and who had landed directly on his head. His helmet had been lost on the way down, and there was definitely evidence of severe brain swelling. Additionally, his ocular cavity was clearly disfigured, and he’d been unconscious for at least 40 minutes. So I hardly notice when two members of Quito’s Emergency Medical Services roll in a stretcher holding a motorcycle accident victim in his mid-twenties. The bandages around his abdomen are soaked with blood, but I quickly find my place at his head, hanging an IV bag. Daniel nudges my arm and gestures toward the man’s side, where the bandages have now been removed. In their place are over three feet of semi-coiled, exposed intestine spilling over the side of the backboard. His internal injuries are clearly severe (even excluding the open abdominal wound) and when the urinary catheter is fully inserted, a mixture of mostly blood pours into his bag. I take a few steps backward to acclimate myself to the sight, and to allow room for additional doctors and students, and bump into the foot of another patient. I briskly apologize in Spanish, and hear a student laughing to my left. “Don’t worry, he doesn’t mind… He’s dead!” The words startle me, but I am not entirely surprised. The deceased often wait hours before the morgue can pick them up. Though I turn back to the motorcycle accident victim, I now begin to worry about the patient with the ocular injury. He is clearly being ignored for this new, more serious, case. The worst news, however, is yet to come. The one surgery spot available for the afternoon has been bumped to this newer patient. In the days to come, I will hear through the grapevine that both died due to complications of their injuries.

By Thursday, I find myself much more comfortable in my settings. I am beginning to understand a wider range of Spanish accents and am no longer fazed by the frequently fatal injuries that pass through the doors. Looking for Dr. Leon, I wander past two medical students performing CPR on an unconscious man. Though the man is attached to an automated external defibrillator (AED), it does not appear to be monitoring his heart. Dr. Leon arrives by my side and explains that the AED hasn’t been working, and likely won’t provide the shock that may save this man’s life. I watch silently as one student stops chest compressions as the other slowly pulls out the endotracheal tube and detaches the machinery. 
The man lies exposed on a bed covered in excrement for many hours before the morgue is available to take him away. Though noticed by few, the sight is enough to draw my attention for several minutes. The man is young—no older than forty—and has obviously arrived directly from work. His family hasn’t been contacted, but it may be for the best given the circumstances of his appearance. Like most workers in Quito, he is likely an “illegal” contract. Instead of hiring a crew for most public construction projects, most employers post advertisements and hire workers on a verbal contract off the street. In many cases, on-the-job safety is lacking; in no case does  the employer hold financial responsibility in the case of injury or death. These instances are a common component of Ecuadorian healthcare, and we will witness any in the weeks to come. The added tragedy occurs, however, when these deaths are preventable with what would be seemingly simple medication or equipment. 

Carcelen Bajo
I meet Dr. Matilda Diaz outside the chain-link fence surrounding Carcelen Bajo, a small clinic in the heart of an extremely poor community to the North of downtown Quito. Dogs wander in and out of the overflowing waiting room. The clinic is primarily pediatric and constantly busy. While the doors open at eight in the morning, the clinic is first-come, first-serve and the lines begin well before seven. The waiting area is lined with posters listing warning signs of tuberculosis and advertising methods of contraception. Dr. Diaz is an avid advocator of reducing the average family size in Ecuador and is working to encourage women to postpone having children until later in life. There is still a strong native community influence, and she frequently sees young mothers of fourteen and fifteen. Traditionally, early marriage and birth are common in more indigenous communities. Over the last few years, however, this is becoming far less common, and in the city household sizes are typically the same as in the States. 
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As we walk to her office, we are greeted by a nurse with a long list of names of patients for the day and a stack of folders. Though under funded and over-stressed, this will be the only clinic I see that actually maintains patient records in an organized fashion. Dr. Diaz’s office is tidy and small, and the large shelf that takes up the back wall is filled with medications commonly used in pediatric sickness. Though medications typically are not paid for by the government, an exception exists for children under the age of sixteen, and every six months she receives a shipment of common medications for pediatrics, including antibiotics and vitamin supplements. The adjacent room is used to weigh and measure patients and is loud with the cries of sick children. Across the hall, a tall thin man in a lab coat reclines in his dentist chair and takes a long pull from the first of many cigarettes he will consume this morning. Because dental hygiene isn’t a prominent priority in the poorer areas of the city, he is often idle throughout the day. Unlike clinics in other parts of the world, patients here don’t wait in a room until the doctor arrives. Rather, they are called in one-by-one, creating a situation in which the doctor faces a constant flow of patients in and out of the one office. 

We settle behind Dr. Diaz’s desk just before nine and begin the process of calling in patients. This will continue for the next four to five hours without rest. The day is typically flooded with the common childhood ailments of Ecuador: respiratory and throat infections, colds, and parasites. Antibiotics here—and in most Ecuadorian clinics—are given for just about any potentially bacterial infection. Concern for antibiotic resistance is low, however. Considering the effort that goes into simply making it to the clinic, many patients feel cheated if they aren’t given some kind of medication as they leave.  Additionally, prescriptions aren’t required for any drugs that can be purchased at a pharmacy, so a large amount of self-medicating goes on before the patient even makes it to the clinic or hospital. Many, then, arrive for care that is long overdue, or complicated by incorrect drug therapy. 

One of our first patients of the morning comes in just after ten. The toddler is slightly older than two, though because of malnutrition, she looks well under. Her mother lifts the girl’s shirt to expose a series of rash-like bumps covering her lower abdomen and running to her knees. After a brief interview, Dr. Diaz takes the girl to the exam table. The girl, once in closer view, is notably covered in bruises and is quite pungent. Though her mother claims the rash is a recent development, the progressive spectrum of outbreak (from fresh to infected to scarred) speaks otherwise. It is established that the household has a number of pets, and this is pinpointed as the source of the rash. The doctor, however, is a bit more preoccupied with the girl’s living situation. She lectures the mother strictly on the importance of bathing her daughter daily (in hopes that it ends up happening at least every few) and of ridding the house of pets. The mother acknowledges the bathing but says that it will be impossible to part with the pets. 
As she leaves, I see a noticeable hostility in Dr. Diaz’s face for the first time. Typically an outgoing and friendly woman, she now looks sullen and disapproving. We head back to her desk to finish the chart, and she begins commenting on the situation. The mother, she says, is “mal-cuidado” (neglectful) and makes a note of the obvious abuse in the girl’s chart. There is no established system to monitor and punish child abuse cases, so Dr. Diaz tracks them herself and attempts to right the situations. Her next concern is the three other children at home, so notes are made for them as well. From my experience, this effort is exceptional. While it is easy for many doctors to be discouraged by the low pay and lack of resources, there are many that rise above and beyond and make a serious effort to bridge the quality of healthcare in the face of these lacks.

We meet another patient, later in the week who is no more than ten years old and cowers in the corner of the office like an abused animal. Her older sister arrives with one of the nurses and sits before Dr. Diaz’s desk. The younger of the two has been examined and told that she has contracted a sexually transmitted disease. It is only after this that her sister admits that the girl had been raped by a neighbor in the street many months earlier. They were both “del campo,” from the areas surrounding the city where living situations are almost unbearable and violent crimes occur with a much greater frequency. Part of the girl’s timidity likely stems from the fact that the man was never punished for his crime. Though the family is now more cautious about their daughter’s whereabouts, the danger still lurks close to home. 

The doctor orders up a series of tests to screen for other STD’s, including HIV. Additionally, she tells the nurse to screen the girl for pregnancy. She then sits with the girl’s sister and explains the gravity of the situation. The girl needs more security and assurance in the home. Though it will be hard to prove at this point, the police should be involved. The girl is still young enough to be covered for free medications, but this won’t last forever. She will likely receive no counseling for the trauma, and the amount of support from her household will probably not be sufficient to counter the pain of this situation. 

On our ride back to downtown Quito—she lives a few blocks from my host family—Dr. Diaz elaborates on the prevalence of sexual abuse cases in the area. These situations are most frequent in the “camps” outside the city. While she understands the high rates of theft-related crime (what do you do when your family can’t eat?), she shakes her head dismally at the increased instances of sexual crimes, especially toward girls so young. Families are generally not home during the day, and typically have little knowledge about the location of their children. Living conditions are extremely poor—without, generally, regular running water and power—and families are often hopeless victims of crime. The changing dynamics of crime are further evidence of widespread effects this kind of poverty can have on a community. It also points to future problems within the healthcare system, from an increase in violent trauma to rates of sexually transmitted disease.
CHAPTER 2: 

Bordering the Amazon: Tropical Disease


During our fifth week in Ecuador, we moved to Puyo, a smaller town bordering the jungle. There, we lived with Dr. Torres and his family while working at a variety of hospitals and clinics in and around the city. With around 30,000 people, Puyo is a relatively large Ecuadorian town, and it would be safe to say it shares the burden of limited public healthcare resources. The biggest challenge in this town and similar areas, however, is the constant barrage of unusual tropical diseases that healthcare professionals and hospitals are forced to diagnose and treat. The most common—and serious—tropical maladies faced by systems in this area are malaria, dengue fever (both common and hemorrhagic), and persistent infection by parasites. While we traveled through many clinical programs and hospitals during our time in this community, the theme of tropical medicine was confronted at all levels. And while the majority of doctors were obviously more accustomed to diagnosing and treating these diseases (than, for example, in the U.S.), they still present an added challenge to the treatment process. The majority of our clinical work was divided between two sites. Voz Andes is an American-run, non-profit hospital with modern equipment and a greater range of resources. The dispensario is a small community clinic that sees a considerable number of patients between one and five p.m. daily. Despite the discrepancies in resources between the two, the dramatic effects of tropical disease hit each clinic equally hard. 

El Dispensario (The Clinic)
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Doctor Jimenez arrives 45 minutes after his clinical hours were supposed to begin. El Dispensario is located in the left wing of Puyo’s central church, though the location is associated with space, not religion. Metal bars guard the outside windows and, save the patients surrounding the doors of the waiting room, I would have never guessed it to be a hospital. We wait in the courtyard amongst fountains and struggling plant life until his arrival. Like the smaller clinics in Quito, nurses arrive early to take patient names and create a “master list.” Here, however, the doctors leave precisely at five; no guarantee is placed on getting an appointment time. 


Both the small pharmacy and the reception desk are enclosed in metal bars. Although, in general, the community is overall much safer and less-guarded, this room looks cold and fortified. We step into Dr. Jimenez’s office. The room is bare—a desk, two chairs and a bed—and with him, two students, and a patient, movement is difficult. The day’s activities are conducted in a way similar to other clinics. Patients come in one at a time and are interviewed and examined. As students, we are often asked to perform patient exams and present our findings to the doctor, after which he repeats the process, as he would with any student. Though he is often a bit rushed (and perhaps less thorough than doctors in the other countries), he is a sincere man and treats his patients with the utmost respect. 


Occasionally, we follow Dr. Jimenez to his second job across town. Technically, it is classified as a social security hospital, but it faces many of the same challenges that plague the poorer hospitals of Puyo. The building itself is relatively new but is already showing severe signs of wear. There is no monitoring equipment, and the rooms are obviously overcrowded. Rounds in this hospital are similar to that in Eugenio Espejo, except, here, patient interaction and patient comfort are placed as a higher concern. Televisions are found in many of the group rooms, and blankets are in good stock. Because they are well-cared-for, the patients generally appear happier. Families are allowed to visit, which adds another positive element to the hospital itself and to patient recovery. 

We meet at the nurse’s station, which is at the crossroad between the emergency wing and the ICU. Rounds are conducted between three main rooms in the ICU. Patients lie eight or nine to a room with no privacy, but with basic amenities that make the experience seem less invasive. 


Our first patient comes into the Dispensario complaining of malnutrition and fatigue. According to his mother, he hasn’t eaten normally in several weeks and is quite apathetic. Upon examination, his stomach appears distended and firm. It stands in dramatic contrast to his thin body. Clinical tests are performed in private laboratories around the city, so the two leave for a brief period, perhaps an hour. Upon return, the doctor diagnoses at least three different types of parasites from the test results. This situation will arise with a number of patients from here out, though their condition is usually less extreme than this patient’s. Routine medication is handed out in most schools once every three months to treat parasites. In a town where the water isn’t potable even to locals and where street vendors sell food of questionable sanitation for the lowest price, parasites are the rule, not the exception. Even with the utmost precaution, exposure is inevitable. Without this precaution, though, cases are usually more severe. The doctor lectures the boy’s mother on the importance of medicating him at least once every three or four months and making him wear shoes outdoors.

While treatment for parasites becomes ingrained in the process of treating nearly all patients, a few diseases in the more rural settings of Ecuador are less frequent, but much more serious. A young woman arrives at the Social Security hospital late in the afternoon of our second day. She is presenting common symptoms of the flu—fever, nausea, and headache—and has been sick for the past few days. In most areas, these symptoms would be disregarded as a non-serious virus. Here, however, it is diagnosed as dengue fever. The disease is treatable, but the danger is twofold. First, a hemorrhagic form of the disease can result in an extremely rapid death. Second, the symptoms are often so unspecific that the disease is left untreated, which can result in death as well. She is hooked up to intravenous fluids and is stabilizing by the time we leave. 
One of the most serious complications that can arise from this condition, however, occurs when people take aspirin to alleviate the headache and fever. Because aspirin is used as a blood-thinner, when it is combined with the hemorrhagic dengue, it can result in uncontrollable bleeding in the brain. Dengue education programs are being established, especially on the coast, where the rate of occurrence is much higher. The key to stopping the rapid spread of dengue is education. Once people recognize early signs and symptoms, treatment can begin more rapidly, and rates of survival increase exponentially. This is a common theme in small town and rural healthcare in Ecuador, and part of this challenge is getting patients to the hospital before symptoms before disease becomes too advanced.
Voz Andes

The hospital system of Voz Andes (Voice of the Andes) has two locations: one in Quito and one in Puyo. Doctors are almost all from the United States, though they attempt to hire as many Ecuadorians as they can afford given their non-profit, donation-based funds. The hospital is primarily Christian-based, and all of the American doctors’ salaries are funded by friends and family back home. But they do not discriminate in the care they provide and treat all who come into the clinic, no matter what their religion. They offer basic appointments at a cost of five dollars, though they say that they don’t turn anyone away due to an inability to pay. They have a full-time social worker to evaluate cases and attempt to pull funds together to pay for expensive procedures. The immediate benefit of these costs is receiving among the best care possible in Ecuador. 


The aspect of the hospital that we first notice is its cleanliness. Gone are the milk jugs acting as sharps containers. There are no idle blood spills or pitifully stained sheets. Overall, the hospital is run much like any in the United States. Obviously, doctors and nurses in Voz Andes suffer a general lack of resources. When pills and equipment are in short supply in Ecuador, and especially in the small town of Puyo, Voz Andes is in short supply as well. Their resources obviously run out before they can offer assistance to many in need. Above all, they witness the special challenge of being three family practice doctors and a surgeon working in a facility where they need to provide nearly all specialties. Each has had to expand his knowledge of different areas of medicine and fill additional roles at the hospital.
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We begin early on Monday to attend a presentation done by one of Voz Andes’ American medical student on a particular parasite—Ascaris—which is most common in the area. The presentation is held in one of the housing units provided for medical staff and students working at Voz Andes. The room is plush by Ecuadorian standards. We watch the modern power point presentation from new couches. Dr. Wilson takes us through the hospital shortly after to get a feel for the layout and current patient cases. The halls are clean and smell of fresh disinfectant. Patients are spread out, and most have at least semi-private rooms. Personnel are constantly walking the floor, cleaning and organizing. All patients are constantly monitored, and hourly checks are actually performed in a timely manner. (Parts of these differences are, of course, a result of inherent cultural differences and standards. Other elements—such as hand washing practices, which could easily be improved with no increased cost—however, are in desperate need of improvement in Ecuadorian hospitals). We continue to the Emergency Room, literally a one-room holding area for any patients brought in by ambulance. The resources, though, are above-par for Puyo. We learn that the majority of medical supplies and equipment are donated. Our tour continues to the individual clinic offices, where we will continue the day, and the rest of our time at Voz Andes.


Dr. Wilson’s office is clean with bare walls and a shelf of medical books. Behind a floor-to-ceiling curtain is an examination table. All fabric around the room is in a matching plaid pattern. Unlike most other doctors in Ecuador, Dr. Wilson washes his hands between each patient exam and wears gloves for nearly all checks. The patients that visit him here are most often in for minor problems, such as respiratory infections and generalized sickness. He, too, calls the patients in one by one, but takes time between appointments to order tests and complete charts to standards upheld in the States. 
Our time is spent primarily in Dr. Wilson’s clinical office. On the morning of our third visit, he glances over his charts and informs me that our first patient has been in a number of times over the course of the past few months for regular post-treatment Tuberculosis (TB) check-ups. The boy is no older than 15 and had gone to the public hospital several months ago with a primary complaint of serious fatigue. Because he didn’t present with a cough, he was not tested for TB and was sent home after a few days of inconclusive analysis. Although his family does not live in the heart of the jungle, it is quite difficult for them to access healthcare, so they were quite frustrated when his symptoms did not improve after a few days. 
Over the course of the next few weeks, however, his fatigue actually worsened and he became very distant, even slipping in and out of consciousness at times. Eventually, he was brought to hospital Voz Andes in a semi-conscious state. Many tests were run to no avail. As the family’s frustration was at its maximum, an X-ray was conducted and revealed an extremely severe case of miliary TB. The disease itself usually remains dormant in healthy immune systems. In rare instances however, especially when an individual has a compromised immune function, TB can spread to other organs in the body. The X-ray revealed a number of granulated tumors throughout affected organs in his body. 


Within days of receiving treatment for TB, the boy began to sit up and eat on his own. By the third week, he was out of bed and walking around; he was soon able to go home. Daily drug treatment must continue for up to a year. In Ecuador, drug resistance to TB is fairly high, and each patient must be started on a regimen of three different antitubercular drugs. 


The boy sitting in the office is now almost fully recovered. He walks in with his mother, smiles, and speaks to us in very excited Spanish. It is hard to imagine him sliding in and out of consciousness and holding on to the final threads of life. The problem with effective healthcare in this country is confounded further with the difficulty in diagnosing unusual and particularly harmful diseases endemic to these areas.


When we have off-time, we typically spend it checking on patients in the inpatient ward. This serves mostly to demonstrate the spectrum of difficult medical cases the hospital receives in a typical week. During our time at the hospital, both the north- and southbound roads are closed due to a city-wide protest and an unrelated landslide. Consequently, the patient load is rather light. We spend a considerable amount of this off-time assessing a young boy with a severe snakebite. He is 15, but from the jungle and uncomfortable in his surroundings. We walk in to reassess the swelling and consider treatment for compartment syndrome, which occurs when pressure in muscle tissues rises to the point of cutting off nutrient and oxygen flow. His right ankle is seriously deformed and elevated above the rest of his leg. He is silent and staring out the window of his otherwise empty room. He barely responds when Dr. Wilson approaches, but this may be a result of a partial language barrier. Many patients from jungle areas speak little or no Spanish. The second the doctor touches his wound, however, he cries out in pain and begins to sob uncontrollably, despite the doctor’s best efforts to comfort him. 


One of the most difficult problems faced when confronted with injuries and illnesses in the jungle is dealing with the lack of access to healthcare. Many snakebites in the jungle demand immediate attention. This boy is lucky to have arrived and received an injection of antivenin—to counteract the venom—before the reaction progressed too far. The swelling, however, will need to be fixed before more serious problems arise. One of the medical students is called in to lance an abscess that has developed and is contributing to the swelling. Though the boy is extremely lucky to be at a hospital that carries and distributes pain medication for this kind of procedure, he understandably doesn’t recognize it at the moment. Without proper treatment, this swelling could result in amputation.

This scenario is all too common in hospitals bordering the dense Amazonian jungle. In addition to facing these unusual diseases and medical conditions, they see them for the first time in a state that is already significantly worse than when signs and symptoms were initially presented.
CHAPTER 3: 

Jungle Communities: Limited Access to Transportation and Healthcare


The landscape of Ecuador is, in and of itself, a transportation challenge. The jagged peaks of the Andes Mountains rise from the middle of the country, sloping into dense jungle to the east and flat, flood-prone lands to the west. In the middle Andes mountain region, Quito dominates with a population of nearly two million. Guayaquil, officially the largest city, stakes out the southern coastal area. Roads zigzag between the two, along the coast, and toward the east, curving in and out of the jagged mountains. The numerous communities within the Amazon rainforest regions, however, face the greatest challenge, lacking appropriate roads to and from civilization, and often facing eight or more hours by foot or horse through thick forest and potentially dangerous conditions. A distinct north-south line runs just east of Quito. Beyond this line, no roads exist for motor vehicle transportation. 
In areas where there are no roads, the government has made efforts to clear airplane strips, but the cost of a roundtrip flight is often well over two hundred dollars, and few doctors can sacrifice this amount to work in rural areas. Additionally, even though there are programs to fly sick patients into hospital care for free, the distance—even to airstrips—is often quite large and by the time the sick seek treatment, they are often too ill to travel these extremes. In the past few years, more programs have begun arising in jungle-border communities. Dr. Torres, our host in Puyo, manages one of these programs, the National Service for the Eradication of Malaria. Part of our time here is dedicated to working with this program. The nature of malaria is such that an infected individual may remain so for many weeks, months, or even years. Symptoms rise and fall, sometimes disappearing entirely. When the nearest clinic may be a significant distance away, these waning symptoms will often delay care for extended periods of time. 


We also worked repeatedly with a program aimed at providing basic initial healthcare in more rural areas. The “healthcare promoters” participate in monthly meetings to expand their basic knowledge of common complaints and situations. This project has made a genuine effort to counteract the effects of distance in the system.


Finally, we explored a tiny community in the heart of the jungle to witness firsthand the challenges presented when the nearest medical facility is literally hours away, by foot. With each of the areas explored, we broadened our sense of the truly dynamic problem presented by distance.
Servicio Nacional de Erradicacion de Malaria (National Service for the Eradication of Malaria)


One of our primary projects in the Puyo area is working with Dr. Torres in the Servicio Nacional de Erradicacion de Malaria (SNEM). This under-funded organization fields the responsibility of combating malaria in three of Ecuador’s larger provinces. We first visit the primary laboratory in Puyo, a small two-room concrete building with a corner sink and a few different chemicals in Coca-Cola bottles spread over a counter. This free clinic serves anyone in the area reporting symptoms as simple as a recurrent fever. Blood is taken and the patient waits while one of the few healthcare professionals stains the red blood cells and analyzes the results. We analyze a few samples and study the difference between several strains of malaria common in the area. The clinic isn’t particularly busy, so we only test actual samples of one woman during the shift. Her test results are negative, and though she is relieved, she is understandably frustrated that she must now travel to another clinic to diagnose her symptoms. 


The rest of our time working with SNEM is spent in a tiny town a two-hour bus ride from Puyo. We base our work in a small community clinic that doubles as a meeting point for local healthcare promoters. Dr. Vaquez meets us by the side of the road with his fumigating crew. Our agenda for the day: fumigate all houses within a cordoned area of the county. Our team meets us by the white pickup. It is filled with fumigating equipment, but we still manage to fit eleven people between the cab and truck bed. Our first stop is more than ten minutes off the last paved road. Three houses occupy a vast field divided by a small creek. This, as it turns out, is the town we were to visit. We greet the family living in the first house. A number of children from the “neighborhood” are running around the water; their distended bellies are a preview to the worms within. We sit and chat with the family, drinking Chi Cha (a traditional beverage of the Shuar community) and sharing stories. To begin with work directly would be against cultural norms and thus offensive. 
These men tour the houses once every three months to fumigate in a constant war against malaria-causing mosquito populations. When we finally get to work, the afternoon has grown late. Children run in and out of the house and around the fumigating equipment. The interior is bare with a dirt floor. A broken refrigerator sits, open and broken, in the corner. We learn to spray the walls up and down, moving throughout the kitchen and bedrooms. The intense exposure these families have to the fumes is worrisome, especially considering the heavy protection that we are wearing. However, with limited access to healthcare, it is assumed that the decreased risk of contraction of malaria or dengue outweighs the potentially negative effects of the pesticide.


The purpose of our next trip to this small community is to sit in on a talk on malaria prevention at the community level. We arrive to find a group of 20-25 healthcare promoters waiting for a presentation by Dr. Vaquez. He begins by pointing out the many potential mosquito habitats that are unwittingly created in the yards of members of the community. The idea behind this lecture is that the community needs to be taking proactive steps to eliminate these breeding grounds from their yards to combat the prevalence of malaria in the community. The underlying problem, however, is that this community is living in a tropical rainforest. It is essentially impossible to eliminate all areas that collect water. Even without man-made pools, there are semi- to fully permanent puddles that exist in roads, fields and forests. Palm fronds collect water that make the most common mosquito “nests,” and they are one of the more common plant species in the area. 
Members of the community are the first to point out these problems, with understandable frustration. In their eyes, the presentation has become an attack on their daily life. It is clear they understand the importance of not creating additional habitats, but in all reality, these changes aren’t going to cut down the overall population of mosquitoes or reduce the risk of contracting malaria. The speech is ineffective not because the community lacks the understanding, but because they feel attacked by the responsibility laid upon them. The rest of the day runs well, however we leave with skepticism over some of these practices and accusations. 
Shuar Community Center
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By bus, the Shuar Community Center is more than three hours away from Puyo. The building itself is run down, but fairly clean from the outside. Children run around the front and through the back garden; the school is on adjacent property. Inside, four small rooms house a dentist office, an obstetrics unit, and two general exam rooms. They are equipped with very little, and most of the equipment looks as if it hasn’t been used in many years, though the clinic is only closed for the weekend. 

We walk in during a community meeting for Pastaza’s healthcare promoters. These individuals are trained at a very basic level of medicine, essentially advanced first aid. Once a month, they walk or ride on horseback to attend this meeting, which can be up to an eight hour trip from their homes. This particular meeting is a three-day conference in which the promoters will learn basic pre-natal health precautions and some simple steps to take during and after childbirth to maximize potential of health for newborns. Although the majority speaks Spanish, it is usually broken and with a heavy accent. The native language in Pastaza is Shuar, one of 20 indigenous languages found in Ecuador. The meeting is held in Shuar to eliminate any difficulty in comprehension. For us, however, this guarantees a total lack of understanding. Our purpose here, however, is not to learn about the given weekend health topic. We have been sent to conduct individual interviews with participants; the purpose is to analyze the pros and cons of the overall program for health promoters. Dr. Torres is uncomfortable helping with these surveys himself (because he is the program director) and wishes to eliminate as much bias as possible. 


We spend the rest of the afternoon talking to the promoters, struggling through the difficulties of speaking broken “American” Spanish to speakers of broken “Indigenous” Spanish. I conduct my interviews in the obstetrics room at a slanted desk across from the old and barely functional exam bed. I can hear rats above in the rafters, and a pile of droppings have fallen from a hole in the ceiling. More than anything, the smell wafting around the room makes leaving an urgent goal. Soon, however, I become engrossed in the stories these promoters have to share, their complaints and frustrations. 
The most frequent complaint that each of us hears is over the lack of resources that they face when responding to community emergencies. They aren’t given medications (aside from parasite treatment and simple painkillers) but are often faced with very serious medical cases. The underlying problem is the desperate need for doctors in rural and jungle areas. As it stands, medical students are required to spend two years serving rural communities after graduation. However, many individuals live more than a five or ten hour walk away from the last road in these rural towns. There is no feasible way to train promoters in a few afternoon and weekend sessions everything they will need to know to treat the situations they may face. Additionally, there is no safe way to allow them to carry more medications when they lack the proper medical training. The frustration is two-fold, and while they are dedicating their time and efforts to a noble and reputable cause, more focus still needs to be brought to recruiting doctors for service. 

The Jungle

We catch the bus before dawn to allow ample time for hiking. Men wander through the station advertising their buses, “A Macas, a Macas,” (to Macas) and we board, though the sign could as easily read “end of the line.” The town we’re going to is less than four houses long with a few stray horses surrounding  deserted soccer field. Finding Ramon’s house is relatively simple, though the second our packs were tied on the horses—in preparation for our hike into the dense wilderness—a torrential downpour forces us back indoors. This is our first introduction to transportation within the jungle. It is the rainy season, but the second the rains begin, plans are forced indoors.

Ramon has an uncanny sense of when the dry breaks are long enough for travel, and we depart a few hours after arriving at his house. The horses lead the way with Ramon’s youngest grandson, Pichi, atop the smaller of the two. We follow Ramone’s daughter and son-in-law follow, and he brings up the back with his wife. We head due east, where there are literally no roads accessible by means other than foot or horse. Equipped with machetes (to clear the path) and a shotgun (in case dinner crosses our path), our tour guides march at a rapid pace in order to make it by sunset. Within the first hour of traveling, we hit the mud. Though our boots are knee-high, they are soon filled with the thick clay-based substance. I have fallen more times than I can count, and my hands and knees are covered in orange paste. Though in reasonably good shape, I find myself lagging as I pull the top edges of my boot to dislodge my lower leg from the mud. These conditions last for the next two hours. We are in secondary forest, which has felt the greater impact by humans and can no longer absorb the water or maintain the soil because much of the plant-life has been destroyed. By the time we reach primary (undisturbed) forest, exhaustion has set in. Though we have left the mud behind, we are now faced with unsteady ground and physical obstacles. We climb the thick logs of fallen trees and wade waist-deep through the river more than a few times.
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While we were told that we would be going to a jungle town, we arrive at a small clearing atop a hill with only two huts. The first, on the ground, is our kitchen. It contains a few logs, a fire pit, and a series of wooden shelves. The second, above the ground, is bare. Both are made of bamboo and palm fronds. The ten of us will share the upper sleeping quarters because, according to Ramon, big cats have been prowling the lower hut. This property is Ramon’s, and he and his family travel here to stay as much as possible to escape the busier life of the small community at the edge of the forest. Another family lives down the hill, but aside from them, the nearest home is an hour away by foot. Healthcare, then, is an impossible luxury, unless the injured or ill is able to travel nearly six hours by foot or horse. 

We walk down to the nearest running water—the river—to wash up for dinner. This is the water we will be drinking for the next few days, and though we brought a filter for our weak American stomachs, we will often drink the unfiltered water to avoid offending our hosts. As the sun goes down, we sit around the fire, listening to stories told in both Spanish and Shuar. 

We awake the next day to take a trip down to the “school.” This building serves only the family of Ramon’s neighbor, Natali, and houses one volunteer teacher who works year-round for the man’s 10 children. She is on vacation now, but we meet the children there to pass out medication to treat parasites. As Dr. Torres explained to us earlier, dealing with the instance of parasites—particularly Ascaris—isn’t a matter of prevention. Everyone in the jungle has parasites of one form or another, and the only solution is to provide treatment. This is done once every three months. Natali arrives shortly with his children, and we sit in a circle while they chat in Shuar. One of his sons sleeps, curled up in a corner, while the rest—eight girls and a second son—wander shyly through the room, peeking from behind chairs and asking timid questions in broken Spanish. Three of the youngest have grossly distended abdomen, and Natali admits they have not received parasite treatment for several months. Eventually, we are told in Spanish to begin passing out the pills. The two medical students are obviously a bit uncomfortable with the informality in passing out unmarked medication, but they proceed one-by-one until the children have been treated. Familiar with this process, the children grimace. The pills, intended to kill fierce living parasites in the digestive system, cause stomach cramping and nausea for a few hours or so. We accept a later invitation to dinner and make our way back up the hill for the remainder of the afternoon.

At dusk, we make our way back down to Natali’s house. Through open sections of his roof, we see the outline of thousands of spiders, which he jokes are his “mosquito nets,” but are likely as, if not more, effective. We sit on the floor around the perimeter of his living room as his daughter passes a cup of Chi Cha around, filling and refilling the cup until several of us are feeling the effects of its mild fermentation. Because we are with an organized program operating from the United States, many of the men in the room are under the impression that we have more influence on healthcare than is actually the case. They begin sharing stories demonstrating the difficulties that are faced constantly in a life without road access. Natali begins by talking about his brother who, at the age of fifteen, went “dynamite-fishing” with the family. The role that timing plays in this activity is understandably sensitive, and the boy held on a few brief seconds too long. The explosion effectively demolished his hands to the wrist, leaving the boy in critical condition and several hours—by foot—from the nearest road, and another three hours—by bus—to the nearest clinic. He spent three months in the hospital as a result of both the injury and the serious infection that followed. 

The effects of this distance are observable in all areas. During our time in the emergency room, we treated a young man who had ridden six hours on horseback after having been shot in the back of the leg with a shotgun. By the time he committed to making this trip, his calf was nearly absent, eaten away by the impact and a resulting bacterial infection. We did not see him to the end of his stay in the hospital, but—at best—he faced amputation above the knee. Though his injuries would have been serious if they’d occurred in the city, he definitely would not have faced the same dramatic consequences if he’d been in the hospital hours after the incident instead of days.

After a quick dinner of plantain bananas and wild boar, we walk home somberly in the eerie pitch dark that only the jungle can offer.  While the conversation had been interesting, it was a grim look into the reality of the isolated life here. The ten of us pile up into the lofted hut and enjoy a night filled with the sounds of an awakening jungle. 

CONCLUSION:

As I boarded my return flight to the United States, I was stricken with mixed emotions. I was, of course, incredibly excited to return to friends and family back home but was disappointed to be leaving after what felt like such a quick trip. I took this time to reflect both on my experience and the impact that I was sure that it would have on my future. 
My experience in Ecuador was one filled with situations that I had never before encountered. Both living abroad and working in healthcare were new to me and, while there, I spent considerable time deliberating these situations and experiences. Upon return, I found these notes invaluable in both personal reflection and the process of working on this project. In this conclusion, I hope to reflect on what I have learned, both about Ecuadorian healthcare and about myself in the process.
The healthcare challenges faced by the government and people of Ecuador are multifaceted and able to be simplified neither by personal experience nor simple scientific inquiry. Every government-run healthcare system in the world faces its own problems, but there are some that must overcome greater obstacles based solely on the nature of the country, its people, and geography. 

Ecuador’s financial challenges span more than just healthcare. Nearly every social program run by the government is overwhelmed by limited funds and resources. Change, then, will have to come from deep within the economic system of the country. Otherwise, any increase in healthcare expenditure will come at the expense of another limited program. One of the most heartbreaking aspects of working in Quito’s dense urban hospitals was witnessing the poverty that led to many of the medical problems faced by doctors. Pregnancies without prenatal care, untreated wounds, and workplace accidents were among the many examples of preventable situations. During my time in Quito, I began to fully appreciate healthcare in the United States. I did, however, witness more than once that poverty doesn’t have to equate to poor care. Quality healthcare providers like Dr. Leon, dedicated to working in the face of financial adversity, can still provide an atmosphere that encourages patient-centered care.

The prevalence of tropical diseases is something that can never be eliminated in this country. Prevention, education, and treatment are the most viable options in limiting their effects; however, in a nation with 20 different languages, these implementations are more easily spoken of than accomplished. Additionally, with already limited funds, Ecuador cannot afford the measures it will take to truly develop these programs. By working with some of the individuals trying to initiate this movement of change, it became clear that some effort was being made to reform the situation. Dr. Torres has spent years attempting to jump-start malaria awareness. My fear, however, is that programs like this are oversimplified and occasionally place responsibility on the individual and not the circumstance. While it is important for citizens in malaria-prone areas to take preventative measures—such as flipping containers over so that they don’t fill with rainwater and become mosquito breeding grounds—it is equally important that they don’t become so focused on these efforts that they lose sight of malaria recognition and treatment. 
Ecuador also houses a diverse landscape that plagues its transportation system. The problem, however, is not simply finding a way to overcome the challenges of the terrain, but which terrain should be developed. Implementing roads in the pristine Amazonian rainforest would further destroy the rapidly disappearing landscape. Furthermore, it would mutilate the isolated cultures that add to Ecuador’s rich heritage. Communities within these areas do not want these physical ties with modern culture. Ramon, though happy with his work in the community, relishes the times in which he is able to escape to his home in the jungle. He prefers the lifestyle, loves the work and his surroundings. Finding programs that can be implemented without ruining the culture and habitat of this region will be difficult, if not impossible. 

In the three months I spent in Ecuador, I was exposed to an assortment of situations that forced me to learn and grow, perhaps more so than in my previous three years at Oregon State. While I realize that many of the lessons learned in the classroom—chemical reaction formulas, biochemical pathways, and molecular structures, for example—could not have been acquired in this setting, it is powerful and humbling to reflect on how much I was influenced by the culture and people I was with. 


The first lessons I received from the second I stepped off the plane were largely related to life in a developing country. While my host-family was fairly well off, the majority of people in Ecuador definitely are not. On any given trip to work I would encounter hundreds of street vendors, some with three or four children working alongside them. Every bus ride was filled with children, some no older than five or six years, selling gum and candy, singing, or simply begging. The Mariscal district—known for its high density of tourists—was, at night, a hotspot for homeless children, who had learned the advantages of pick pocketing naïve, and usually intoxicated, foreigners. 


While there were few obviously homeless individuals within the city limits of Quito, I quickly learned that this was because they were restricted to large villages of poorly-constructed shelters outside the city limits. Though I was never able to visit these areas, as they were notoriously dangerous to those that did not live within their borders, many of our patients in smaller clinics were from such communities and faced daily the health effects of living in the elements without the advantages—running water, electricity, etc.—of modern society.

These lessons continued through the rest of my trip. In Puyo, stray dogs dominated every street, and we often found ourselves working as they ran in and out of the clinics. I became accustomed to the city shutting down during heavy rainfall and to doctors regularly showing up more than an hour late to their clinic hours. I learned to ignore frustration when the bus systems to and from the city would shut down entirely due to floods, landslides, political unrest, or a drivers’ strike. I was even able to put aside my usual need for a fast-paced, schedule-oriented lifestyle for the laid-back, casual days typical of a South American culture. 
More than anything, working and studying abroad taught me how to live in and interact with a culture that was completely unfamiliar to me. I spent weeks learning a new city, new work environments, and a new group of people without the benefit of my native language. In Quito, I was constantly faced with the dynamic challenges of poverty in the healthcare setting and was forced to adapt to the sights and situations in a medical setting driven almost into the ground by poor funding. In the jungle, I met people of indigenous Ecuadorian cultures and spoke in a common language that was native to none of us. Because I hope to enter the medical field, I see this experience as invaluable to my future goals. Any experience that allows me to broaden my cultural awareness and interact with individuals and settings that are unfamiliar to me can only heighten my empathy and communication skills with the varied patients I will someday see. 

In conjunction with this, I developed the ability to better hone in on and practice non-verbal communication with the patients. This type of communication is not only much more common in South America, but is essential when learning a language and working in a location where multiple languages are spoken. While developed nonverbal communication skills will serve as an attribute in any profession, their use is particularly helpful in the medical field. The ability to pick up on underlying anxiety or to convey a sense of empathy and understanding in the appropriate situation can mean the difference between doing a job and doing it well in the hospital setting. Having been immersed in such a situation, I feel more comfortable with the idea of developing my skills in this area.

In a strictly medical sense, I was also able to expand my clinical and public healthcare knowledge. Worldwide interest in international travel is on the rise, and even if I do not have the opportunity to practice medicine abroad, the ability to recognize tropical disease is an asset in any case of treating a patient that has been outside of the United States. Furthermore, in locations where diagnostic tools are limited commodities, more emphasis is placed on clinical diagnosis. Patient exams become a more critical tool, and I was given the opportunity to witness the special focus that is given to physical signs and symptoms as diagnostic tools rather than pricey tests and imaging. 

 
Traveling has always been an important part of my life, and one of my primary goals in entering the field of medicine was taking my training abroad to volunteer in underserved countries. Participating in the CFHI program has reaffirmed my goals of working and traveling abroad. The lessons I learned in Ecuador were by no means limited to a single trip. In the healthcare profession, continuing education is essential to staying up-to-date in the field; cultural and societal education should be no different.  
Ultimately, I feel I was given a new awareness of my own ability to be independent. While the past four years at Oregon State have been extremely influential in my development and growth, being completely displaced from this comfort zone allowed me to find out who I was without my normal social and lifestyle structure. It was during my rotations in the emergency room that I decided I definitely wanted to pursue a career in medicine. 

Before this trip, I had always harbored some fear of working in an emergency setting. Even after obtaining my Emergency Medical Technician (EMT) basic certification, I hesitated in actually entering the field. I wasn’t confident in my ability to work in the kinds of situations that EMTs face daily. In Espejo, however, I was repeatedly confronted with these situations. While it is impossible not to be affected by individuals, and particularly traumatic cases, I found that these factors did not affect my ability to work calmly in the situation. With this fear dispelled, I was able to enjoy working in the atmosphere of adrenaline-filled work. Not only did I leave the anxiety behind, but I gained a new interest in pursuing emergency medicine later in life.

With this confidence, I returned from my trip excited about medicine as a career. I was, however, still confident in my decision to postpone my medical school application a few years to pursue other interests. I was accepted to participate in Teach for America, a program geared at sending college graduates to teach in inner-city and under-funded school districts with the hope of eliminating educational inequalities across our nation. I anticipate that, during this time, I will continue to grow in my efforts to diversify my education and life experience. 
My time spent in Ecuador has also increased my confidence in entering this new situation. Along with the learning I did by simply being abroad, I was also given the opportunity to move to a new city and discover it on my own terms. I am fully convinced of my ability to transition to living and working in the Los Angeles school system, regardless of the challenges I may face. 
Overall, I left this experience having learned not only about the Ecuadorian healthcare system, but about myself in the process. Being in these situations allowed me the opportunity to live life in a developing nation and explore my reactions to this daily challenge. In the process, I was taught skills that will, I’m sure, prove invaluable to me both in the medical field and in daily life. 
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