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Abstract
In 2008, the newly written Ecuadorian Constitution guaranteed access to healthcare for all citizens.
Consequently, a vast amount of resources have been directed toward rebuilding the public
healthcare system, which was in shambles due to the effects of neoliberalism. Although national
healthcare studies show positive outcomes, community-based research studies from an impoverished rural barrio in southern Ecuador indicate that the public healthcare system has been unable to address a health epidemic. Based on several years of fieldwork, we argue that the failure
originates from the continued functioning of the biomedical model of healthcare as the dominant
health discourse in Ecuador. The ensuing result has been the construction of health system governed by an “administrative state” that enforces health policies from the top-down and delivers
“episodic” emergency-style care. Accordingly, we maintain that the Ministry of Health (MOH)
should create a nationwide community-based health promoter program guided by the principles
of health promotion.
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1. Introduction
Since winning the presidency in 2006, President Correa and his political allies have been at the forefront of a
so-called “citizens’ revolution” in Ecuador. The ultimate objective of the movement is to develop a society
where all citizens can live the “good life” through unimpeded access to important institutions such as the economy and healthcare [1] [2]. Consequently, one of the main foci of the Correa-led revolution is to create a
healthcare system that will provide access to high quality services at no cost to not only Ecuadorians but anyone
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who steps foot in the country regardless of citizenship status. To accomplish this objective, the State Constitution was rewritten in 2008 to provide the government with the necessary legal authority to reinvent key institutions including the healthcare system [3]. However, President Correa and his political allies have faced a monumental task as they inherited a weak and ineffective healthcare system due to the failure of the neoliberal
movement in Ecuador [4] [5]. To correct the free-market catastrophe, the Ecuadorian government has taken
control of the healthcare sphere and the Ministry of Health (MOH) is now one of the primary entities responsible for developing a universal public healthcare system.
Over the past several years, the MOH has been quite busy increasing the public health presence throughout
Ecuador via the expansion of infrastructure and personnel along with developing state-led intervention programs
to address serious healthcare problems. The initial results, at the national level, are nothing short of spectacular.
Access to healthcare for the general population has increased considerably and intervention programs have had
high levels of success even in the poorest regions of the country [6]-[8]. Beyond these national figures few studies examine the healthcare system at other levels, particularly the community level. In order to fill that gap, the
authors teamed up with the residents of Las Mercedes, which is a rural and poverty-stricken barrio located on
the coast of southern Ecuador, to assess the state of health in the community in both 2009 and, once again, in
May of 2013. The results revealed that the services provided by the public health system are of low-quality.
Furthermore, the system is unable to curtail the spread of infectious diseases such as malaria and dengue fever in
Las Mercedes.
Drawing on fieldwork, we argue that the problems with the public health system can be traced to the continued functioning of the biomedical model of healthcare as the prevailing health narrative in Ecuador. Despite
government efforts to include health promotion and prevention as part of the national plan, the unrelenting dominance of the biomedical framework has resulted in the building of a public health system that is governed by
an authoritarian administration whose primary focus is to provide “episodic” emergency-style care. Accordingly,
we maintain that the Ecuadorian healthcare system should implement a nationwide community-based health
promoter program based on the principles of health promotion and preventive care in order to build a healthcare
system that is able to effectively address infectious diseases at the community level while simultaneously providing high quality health services.

2. The Ecuadorian Public Healthcare System
Ecuadorian President Rafael Correa has embarked on a mission to build a country where all citizens are able to
experience “buen vivir”—living well [2]. A major element to providing the “good life” is to deliver free, high
quality, public healthcare for all citizens as mandated by the 2008 Constitution [9]. Reaching that goal has been
exceptionally difficult due to the unraveling of the healthcare system over the previous decades. The destruction
of Ecuador’s healthcare system began in the early 1980’s when Ecuadorian leaders bought into the ideas of neoliberalism being pushed by the Washington consensus in an attempt to reverse their failing economy. As part of
the neoliberal reforms, government funding for the public healthcare system was slashed in order to rely on the
“free market” to bring low-cost, efficient, and quality health care to everyone [10]. As dictated by the tenets of
neoliberalism, the government’s role was reduced significantly and funds from the public coffers were largely
directed toward increasing the efficiency of clinical services in hospitals and other facilities [5]. What followed
was years of disinvestment in the public healthcare system on behalf of the government, and by 2005, spending
in Ecuador was one of the lowest in Latin America [11].
The privatization movement also provided fertile ground for the entrenchment of the biomedical model as the
dominant mode of intervention to address health problems in Ecuador, particularly in the coastal region of the
country where opposition to neoliberal policies was much less extensive than in the Highlands where indigenous
uprisings were quite common [12]-[14]. The biomedical model posits that disease originates from “cellular abnormalities” due to individual pathology [15]. Healthcare systems that operate under this assumption, such as
the neoliberal dominated one in Ecuador, rely heavily on highly trained physicians armed with an array of medications to cure individual patients. Health interventions and programs designed to promote good health and
prevent disease, particularly ones that are community-based and led by non-medical professionals, are simply
seen as unnecessary [14]. As Navarro [16] astutely points out, the biomedical framework is a perfect fit for privatized healthcare systems since it provides the opportunity for private physicians, hospitals, and clinics along
with pharmaceutical corporations to turn enormous profits as they take the lead role in addressing all healthcare
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related issues. Although profit-oriented businesses might have benefitted from this approach to healthcare, Ecuadorians suffered immensely as the neoliberal experiment was a miserable failure. With privatization and the
biomedical model as the foundation, not only was the public system in Ecuador in complete ruin but private
healthcare was incredibly fragmented, pricey, and inaccessible for the majority of the population by the time
Correa won the presidency in 2006 [4] [17]. Ecuadorians, as well, were suffering from a variety of health epidemics including over 100,000 cases of malaria in the 1990’s [18].
To rebuild the healthcare system, the Ecuadorian government eliminated neoliberal policies and designated
the Ministry of Health (MOH) as the primary entity responsible for reshaping the field. Public funding for the
MOH has increased significantly since 2006 including a hefty $1.6 billion USD in 2011. A large portion of
those monies have been dedicated to expanding infrastructure in order to increase access to health services by
purchasing private facilities, building public hospitals, and recruiting physicians who left the country due to the
miserable state of the system [19]. Funding is only one aspect of the significant changes that are taking place.
The return of healthcare to the public sphere has also resulted in a fundamental shift in the manner in which
health problems are being addressed. The general approach of the government and the MOH is based on the tenets of “social medicine”, which moves beyond the limited scope of the biomedical model and posits that social,
economic, and political conditions are important contributing factors to widespread disease. For the past several
years, the MOH has attempted to implement a multi-faceted model to resolving healthcare issues by not only
recognizing the importance of the biomedical model in the form of medicine, science, and research, but also by
putting substantial emphasis on addressing the negative environmental conditions are linked to the presence of
disease and illness. For instance, the Ecuadorian government has installed sewage systems across the country
with the aim of reducing the spread of communicable diseases [20]. The MOH has also developed a number of
state-led intervention programs in high-risk, poverty-stricken communities to confront a variety of health related
problems including teen pregnancy and tobacco use.
The increased funding along with an emphasis on addressing the social determinants of disease has resulted in
remarkable achievements at the national level. First and foremost, access to health services has increased dramatically. A recent study revealed that 38 million patients received medical treatment in 2012, compared to only
16 million in 2006—the year that Correa won his first presidential election [8]. This high level of production
resulted in Ecuador being named as the 20th most efficient healthcare system in the world ranking higher than
fellow socialist countries Venezuela and Cuba [21]. Other statistics released by the national government are also
promising including a sharp reduction in the infant mortality rate and a staggering twenty-one percent reduction
in the rate of anemia for children under the age of five in just one single year—2010-11 [6].

3. A Community-Based Response to a Healthcare Crisis
Beyond the national level, few research studies have analyzed healthcare at the community level in Ecuador.
The purpose of this manuscript is to fill that gap in the literature by providing a community-level analysis based
on fieldwork and research carried out in the rural community of Las Mercedes, which is located on the outskirts
of the City of Huaquillas on the coast of southern Ecuador. Las Mercedes originated as an “invasion” barrio as
squatters moved to the area in order to work in the garbage dump located in the northeast corner of the impoverished town. In 1992, the city government recognized Las Mercedes as an official community; however, very
few of the approximately 400 families that reside in the barrio possess the legal title to their land. Of particular
importance, the vast majority of persons who live in Las Mercedes and in the City of Huaquillas, identify as
“mestizo,” which indicates that they are racially and culturally “mixed” with usually a combination of European
and indigenous heritage. Although indigenous traditions are still practiced in various forms, few indigenous approaches are used in the realm of healthcare. Western-style medicine that emphasizes the “expertise” of medical
professionals and the use of drug regiments to cure disease is preferred by the vast majority of persons in Las
Mercedes and the surrounding areas [12].
In 2009, a community-based needs assessment was completed in Las Mercedes. Participatory Action Research (PAR) was employed to insure that community members were in control of the research process from
start to finish. PAR differs from traditional positivist-oriented research methods since it requires researchers to
act as facilitators to community members who are working collaboratively “to understand and improve the
world by changing it” [22]. The research participants included the first author, a youth group with approximately
15 members from Las Mercedes, and several representatives from a national non-governmental organization
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(NGO) that operated in the City of Huaquillas. The goal of the assessment was to collect and analyze data in order to identify problems in the community and develop a community-led project to solve the most pressing social issue.
In order to capture the varying views and perspectives of residents, the participating groups developed a set of
interview questions over several meetings and discussions. After an interview guide was finalized, the first author trained the youth group members to conduct door-to-door interviews. Over the course of several months,
the youth group, under the guidance of the first author, completed over 100 interviews with heads of households
in Las Mercedes. To insure a fair representation of the community every 4th house was selected to participate in
the research study. If no one was home, the team returned to the house at a later date to complete the interview.
If the house was vacant, they simply moved to the next occupied house. Interviews were carried out in teams of
2 - 3 youth group members with one member designated as the “scribe” in order to annotate responses. The interviews lasted anywhere between 20 - 45 minutes.
The interviews focused on several important problem areas such as the economy, education, and health care.
Healthcare related inquiries included questions about the quality of healthcare services, the heath needs of each
households, and the self-reporting of disease and illness. The data from the interviews was compiled and analyzed by the youth group with the first author acting as a facilitator in an ongoing process that involved discussion and dialogue. Much of the analysis revolved around the findings related to the health of the community as
youth group members were shocked by the data in this area. A crucial finding was that 56% of families
self-reported that a family member suffered from an infectious disease including malaria and dengue within the
past year. In the end, the group identified healthcare as the most pressing problem in Las Mercedes and everyone agreed that the community must take action in order to resolve the problem.
Based on the ideas that emerged from the assessment, adult residents created a community-based disease prevention program in the spring of 2010 with community members volunteering to work as health promoters. The
objective of the health promotion program was simple: to work collaboratively with the MOH to carry out prevention efforts in order to reduce the rate of infectious diseases such as malaria and dengue fever in Las Mercedes. To begin the program, volunteers participated in a year-long training course that was led by local doctors
from the government. Since the MOH has no procedures in place to train community members, the physicians
worked outside of the bounds of the system and participated on a voluntary basis. The curriculum of the training
course was driven by the healthcare needs identified in 2009 community-based survey as well as based on an
ongoing dialogue between the doctors and the community trainees. The training preparation encompassed a variety of themes including the prevention of dengue and malaria at the community level.
To finalize the program, the trainees completed an extensive community-based health research study in 2011
by surveying 244 families. The future health promoters gathered data on a variety of health related topics including hygiene habits, living conditions, and the overall state of health. The data was analyzed and used to develop a community disease prevention plan that included a variety of activities such as door-to-door malaria
testing, educational workshops, and organizing work parties to clean public spaces of debris and standing water.
For approximately one year activities were carried out by the health promoters, however, the program ultimately
failed. Much of this failure has been attributed to the lack of governmental support after the doctors who led the
program were transferred to another region. Since the program was outside of the normal bounds of the public
healthcare system, the lack of access to medical resources, local doctors, and other materials, led to the program
being considered unsustainable by participants in summer of 2012.

4. Reassessing Healthcare in Las Mercedes
One year after the demise of the program, May of 2013, a community-based survey using PAR was completed
by a team of local residents—approximately 15 adult men and women—in Las Mercedes to reassess the state of
healthcare in their community. The general aim of the survey was to gauge the level of access to quality health
services as well as the prevalence of infectious diseases in the community. The research team decided that the
most effective way to gather data would be through the application of a door-to-door survey questionnaire. The
questions for the survey were developed through a number of discussions facilitated by the authors. After creating the survey, the research team received training from the authors on how to conduct survey questionnaire interviews. The team proceeded to apply the survey questionnaire via door-to-door interviews working in pairs in
order to provide support and assistance to one another. Every fourth house was selected to participate in the
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survey resulting in 108 heads of households (approximately 27.8% of all households in Las Mercedes) participating in the study. To analyze the data, several meetings were conducted in the community center with the interview team in order to review surveys, identify patterns, and discuss the most prevalent problems. The meetings were facilitated by the authors and normally lasted anywhere between two to three hours. In addition to the
general discussions, basic descriptive statistics were tabulated for relevant questions and to paint an overall picture of the situation.

5. Results
According to the analysis carried out by residents and facilitated by the authors, the survey data revealed three
important patterns. First, the vast majority of residents, 92.6%, utilize the public healthcare system as their primary provider. This finding is not surprising considering that the poverty-stricken state of the community as
families are all but forced to use the public healthcare system due to an inability to pay for a private doctor.
Second, although the majority of residents utilize the public healthcare system, only 11% of heads of households
responded positively when asked about the quality of services rendered. 38% of responses were categorized as
negative with common adjectives being used such as “terrible” and “bad” to describe the public healthcare services. When prodded to elaborate by survey interviewers, respondents cited a laundry list of problems including
long lines, a lack of medicine, and poor attention from medical personnel. Third, infectious diseases continue to
be prevalent in the community. Of the 108 households surveyed, there were 26 cases of dengue fever and 27
cases of malaria self-reported in the past year.

6. The Biomedical Model and the Failing Ecuadorian Health System
The results from the community of Las Mercedes reveal a much different picture of the healthcare system than
the rosy one painted by national figures. As indicated by the residents, the quality of healthcare services being
provided by the public health system is abysmal. Even more alarming, infectious diseases such as malaria and
dengue fever continue to run rampant in the community. One might immediately assume that the public healthcare system is lacking funding, but as previously discussed this is not the case as billions of dollars are being
spent annually by the well-intended government. Our fieldwork reveals that the failure of the public healthcare
system is not a matter of money, but the fact that the biomedical model continues to function as the dominant
health discourse within the healthcare realm, particularly in areas with a small indigenous population such as
Las Mercedes.
The biomedical model of healthcare is “characterized by scientific medicine employing clinical diagnostic
and treatment processes within the context of the physician-patient relationship” [23] [25]. Essentially, the focus
of attention is on treatment and repair of the individual rather than understanding the origination of the disease
in its totality and using models that aim to prevent disease [15]. With the biomedical model as the philosophical
foundation, the public health system in Ecuador has become engrossed in providing “episodic” care to curtail
healthcare crises across the country such as the one in Las Mercedes. Episodic care is similar to medical attention provided in an emergency room where patients are treated by medical professionals for a particular problem
in order to save lives and ease suffering as quickly as possible. With episodic care as the primary focus, the
MOH concentrates principally on increasing the productivity and efficiency of the system. Commonly referred
to as “throughput” in the field of healthcare, the idea is to use resources and various techniques to maximize
proficiency in order to increase patient numbers, minimize wait times, and reduce overcrowding. The approach
has been incredibly successful for Ecuador in terms of increased access to the healthcare system as evidenced by
the 38 million patients who received medical attention in 2012 [8]. However, the increased efficiency has not
resulted in high quality services being provided or a reduction in infectious diseases in Las Mercedes as shown
by the research in this manuscript.
In most cases, reliance on the biomedical model and episodic care also results in a lack of resources directed
toward preventive efforts since the holistic nature of disease and illness is ignored. In accordance with their mission and vision that relies on the basic tenets of social medicine, the MOH has developed a number of programs
and projects to address the social, economic, and cultural influences that cause disease and illness. In contrast to
the reactive character of the biomedical model, these state-led programs aim to prevent chronic disease. For
example, in Ecuador 22 out of 100 children under the age of five suffer from chronic malnutrition. To address
this health problem, the MOH developed “Acción Nutrición: Hacia La Desnutrición Cero” (Nutrition Action:
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Toward Zero Malnutrition), which is an intervention to reduce child malnutrition and anemia. The program includes house visits from child development specialists and doctors, and the distribution of various snacks that
are fortified with essential vitamins and minerals. National figures have shown impressive results from the intervention program including a 10% reduction in the rate of malnutrition in Manabí, one of the poorest regions
on the coast of Ecuador [6].
The results from the state-led prevention programs are remarkable. Nevertheless, these programs also fall
prey to the limits of the biomedical model. Interventions are developed, administered, and overseen by MOH
administrators as dictated by the biomedical paradigm, which posits that only physicians, researchers, and other
experts possess the training and know-how to solve health problems. As health interventions are carried out in
communities such as Las Mercedes by “outside experts”, the importance of the medical professional is reinforced and reproduced. Communities are simultaneously disempowered since they are unable to make any meaningful contributions to address health problems in their own community. The manner in which these interventions are carried out is a mere representation of the regular institutional practices of the MOH that cement the
idea that residents are not a part of the solution but the source of the problem. Ultimately, the MOH can be characterized as an “administrative state,” which is an organization that develops and enforces policies from the
top-down and is hierarchically governed by a vast number of highly trained and appointed, not elected, officials
[25] [26]. The administrative state is undemocratic and authoritarian as decision-making processes involve only
the “expert” administrators and no channels or avenues exist for citizen participation. Consequently, as our
fieldwork in Las Mercedes indicates, community-based programs that involve extensive participation on behalf
of residents find it difficult to operate and survive in a field where the most powerful organization is governed in
this top-down manner. The lack of government support is detrimental to these community-based programs as
residents are left alone on an island struggling to pull together the small amount of resources available in the
community.
In 2010, the Director of the MOH, Dr. David Chiriboga, was blamed for the continued failure of Ecuador’s
health system and ultimately replaced. However, our analysis suggests that the failure of the MOH to deliver
quality healthcare, address ongoing health epidemics, and prevent future outbreaks extends well beyond one
single individual and is profoundly connected to the biomedical model functioning as the dominant narrative
within the system [24]. Despite the increased funding and vision of the Ministry of Health, the supremacy of the
biomedical framework has resulted in the development of a powerful administrative state that delivers episodic
care to a population that has become increasingly dependent on Western-style solutions to healthcare problems
carried out by the government. Furthermore, intervention programs that aim to solve key healthcare problems
are not community-oriented but directed from above resulting in a lack of meaningful participation by local residents. The outcome has been disastrous for communities confronting a health crisis such as the one in Las
Mercedes. In the end, residents simply wait idly by for medical professionals from the MOH to address the
health epidemic in their community. Unfortunately, although outcomes at the national level are positive, communities such as Las Mercedes are continuing to suffer due to this approach.

7. A National Supported Community-Based Health Promoter Program
The World Health Organization (WHO) defines health promotion as “the process of enabling people to increase
control over their health and its determinants, and thereby improve their health” [27]. The model as a mode of
health intervention necessitates extensive participation on behalf of community members in order to put into action locally run programs that address health problems such as the threat of malaria and dengue fever in Las
Mercedes. With community members intimately involved in developing and executing health interventions, the
model is in direct opposition to the biomedical framework, which relies solely on medical professionals. The
health promotion model allows residents to work together in a collaborative fashion with other organizations,
which can include the local government, health ministries, and other entities, to resolve health issues in their
communities. Furthermore, the health promotion model doesn’t rely on the magic of medicine, but moves toward the principles of social medicine by recognizing that environmental factors such as the living conditions,
political atmosphere, and culture of a community play an important role in causing disease and illness. Ultimately, this orientation requires that intervention programs address health problems on a number of different levels through a collaborative process that involves widespread participation by community members. The general
idea, contrary to the reactive nature of the biomedical model, is to prevent disease and illness through coordi-
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nated and collaborative efforts in support of building a healthy community.
Although health promotion is not anything novel in the field of healthcare, the popularity of the model has
risen considerably in the past few years. Indeed, the most prominent healthcare institution in the world, the
WHO, directs an international program to encourage the spread of the health promotion framework across the
globe. The increased use of health promotion stems from the extensive amount of research that has revealed its
effectiveness in preventing disease and building healthy communities, particularly in so-called “third world”
countries due to the cost-effective nature of the model [28]. Kumar and Preetha [29] argue that “health issues
can be effectively addressed by adopting a holistic approach by empowering individuals and communities to
take action for their health, fostering leadership for public health, promoting intersectoral action to build healthy
public policies in all sectors and creating sustainable health systems”. In particular, community-based intervention programs aimed at reducing communicable diseases such as HIV, malaria, and dengue have been highly
successful in developing countries [29] [30].
As we have discussed, the general philosophy of the MOH is geared toward social medicine, health promotion, and prevention; however, implementation of this approach has been overshadowed and guided by the biomedical framework. The result is the development of a system unable to resolve problems in poverty-stricken
communities such as Las Mercedes. For these reasons, we maintain that the Ecuadorian MOH should develop a
nation-wide community-based health promoter program that not only stresses health promotion and prevention,
but also the importance of community participation. Instead of disempowering communities similar to current
interventions, the program would allow the government to work collaboratively with local residents in communities throughout Ecuador in order to understand, address, and solve health problems at the community level. Indeed, collaborative programs rooted in health promotion and disease prevention have been shown to be highly
productive in addressing health problems such as the ones faced in Las Mercedes [31]. In a practical sense, the
program can operate similar to the previous one in Las Mercedes with the MOH recruiting and training residents
to serve as health promoters in their own communities. Training programs would be led by local doctors from
the MOH, but each course of study should be tailored to the needs of the community itself and the initial group
of volunteer trainees should identify the most pressing needs in order to develop the training agenda. The inclusion of a health-based needs assessment as the final phase of the training program is also crucial for developing
a strategy for the team of health promoters that will work collaboratively with fellow residents and their local
public health officials. As revealed by our fieldwork in Las Mercedes, government support and collaboration is
absolutely crucial to the sustainability and success of community-led programs. Therefore, the health promoters
would need to receive continual training, support, and supplies from the MOH. However, to insure sustainability
and community control, reliance on the government should be slowly minimized as the community builds its
capacity to take greater responsibility and action carrying out healthcare plans [32].
Within each community, health posts should be established and directed by health promoters and provide a
base to maintain files, equipment, and basic medicine. Although undertakings will vary from community to
community based on need, health promoters can carry out a wide variety of disease prevention activities. For
example, health promoters can conduct regular house visits in a door-to-door fashion in order to monitor the
conditions and health of the community as well as at-risk groups such as senior citizens. Contrary to the episodic
care provided by the biomedical model, house visits allow for the building of strong relationships between the
residents and the health promoters, which will likely increase the quality of health services provided within the
community. Furthermore, this approach allows the MOH to be continually informed on the state of the community to include assessing risk in order to prevent possible future epidemics [33]. Health Promoters can also be
the base for organizing community-wide work parties to remove standing water during rainy season to reduce
the prevalence of mosquitoes and prevent outbreaks of malaria and dengue fever.
Perhaps most important, the community health promoters should also be intimately involved in the planning,
implementation, and execution of local, regional, and national healthcare plans. Since the health promoters will
live in the communities in which they work, their insight into the conditions of the community, as well as the
culture of the people, is crucial to developing, implementing, and continually refining plans to solve healthcare
problems and provide quality services. Although a lack of participation on behalf of citizens might be a concern;
providing a basic salary ($400 - 500) for part-time work would result in many persons desiring to earn the position of health promoter in communities such as Las Mercedes where the average family income is only around
$200. The involvement of residents will result in the empowerment of communities as the role of the administrative state will be reduced in this “horizontal” approach to healthcare.
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Ultimately, the creation and implementation of a community-based health promoter program can chip away at
the dominance of the biomedical model in several important ways. First, the healthcare system can move away
from an “expert-led” approach as dictated by the biomedical model to one that is participatory in nature as local
communities will generate and legitimize the system rather than “government ministries or external agencies”
[30]. Second, the community-based program can be a major step toward empowering communities to solve their
own health problems while simultaneously reducing their reliance on government, NGO’s, and other organizations that aim to intervene on their behalf. The role of the state and other organizations should not be to define
the healthcare system and enforce policies and regulations, but to provide support and guidance to communities
in order to develop locally-driven healthcare programs that meet the needs of individual communities. Additionally, through direct participation residents will begin to view themselves as part of the solution instead of the
source of the problem. Third, the focus on health promotion and disease prevention will challenge the “popular
imagination of medicine as the key to quick physical fixes and ever-extending longevity” that is pushed by the
biomedical model [14]. Overall, the health promoter program can be a key element to creating a healthcare system that is proactive, responsive, and flexible in order to reduce health inequities by addressing the health the
needs and problems of each individual community [34].

8. Concluding Remarks
The Ecuadorian government has made significant gains in the past few years in the field of healthcare. Access
has been greatly increased through an expansion of infrastructure and newly designed intervention programs
have drastically reduced the rate of childhood anemia and other typical diseases in Ecuador. However, the continued entrenchment of the biomedical model as the dominant narrative within healthcare is problematic. The
result has been the construction of an administrative state that delivers episodic care while also developing and
enforcing health policies and programs from the top-down. Although this approach has been successful at the
national level, our research and fieldwork revealed major problems at the community level. Accordingly, we are
calling for a state supported community-based health promoter program that would be implemented in communities such as Las Mercedes across the country. Based on the principles of health promotion, community residents
would develop and execute local healthcare plans to provide quality service and prevent diseases such as malaria
and dengue fever. This type of institutional arrangement will assure that practices are cemented within the regular workings of the healthcare system that not only encourage participation but require active involvement with
citizens defining the direction of healthcare. If implemented, the program would not only challenge the dominance of the biomedical model, but it will also be a major step toward building a healthcare system that can deliver high quality healthcare services and address health epidemics such as the one described in Las Mercedes.
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