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Preface

Ecuador is in the process of improving the quality of the universities. It is also 
reconsidering the health system and primary health care. When starting this thesis, 
there was not much evidence on the match between the needs of population and 
the medical curriculum. So, it was unclear to what extent medical schools through 
their medical undergraduate curriculum responded efficiently to the demands and 
needs of society.  

From my background as a primary care physician and a teacher in the undergraduate 
curriculum, my interest was on the obstetrical domain and perinatal care. I observed 
the mismatch and decide to work on this topic. This thesis therefore investigates 
the undergraduate curriculum and the obstetrical skills in particular, and explores 
difficulties that recent graduates face during the rural year related with obstetrical 
skills. 

I hope this work will be a stimulus for other family doctors of Ecuador to do research. 
And that students improve their participation in the learning process. 
  
Let this grain multiply and let the competent authorities, teachers and students 
improve medical undergraduate education in Ecuador.
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Chapter 1 : 

GENERAL INTRODUCTION

This thesis reports a bilateral project of the Universidad Técnica Particular de Loja 
and University of Antwerp through the VLIR-UOS funding. In this project, the main 
aims were to identify the obstetrical skills needed in the rural areas and to improve 
undergraduate skills training.  In this thesis, we will concentrate on an important part 
of the project focusing on training of obstetrical skills of senior medical students in 
Ecuador. Understanding the importance and reality of this issue is fundamental to 
reach educational goals and improve medical training.  This chapter presents a brief 
introduction outlining the health system, medical education and the compulsory 
rural year in Ecuador. Some basic epidemiologic data of perinatal mortality and 
medical workforce are included to provide context. Then we show the aim of the 
thesis and research questions. Finally, we give a brief outline of this thesis.

The health system of Ecuador

Ecuador is located on the northwestern part of South America, in the Andean 
Region, and has a surface area of 256,370 km2. Geographically, the country is 
divided into four natural regions: coastal, mountain (sierra), amazon, and the 
Galápagos Islands, while politically, it is composed of 7 regions of 24 provinces with 
two metropolitan districts. The provinces are further divided into 269 cantons; the 
latter are subdivided into parishes.(1)(2)(3) The population surpasses 16 million 
inhabitants of which one third (36%) lives in rural areas. The economy has been 
recovering since 2010, with strong growth in 2011 including a 7.4% increase in gross 
domestic product (GDP), and 3.8% projected growth for 2013. The expenditure for 
health care grew from 5.8% of the GDP in 2008 to about 7.3% in 2013.(4)(5)

The Health System in Ecuador has two sectors: public and private.  The provision 
of health services by the public sector includes those from the Ministerio de Salud 
Pública (Ministry of Health - MoH), the Instituto Ecuatoriano de Seguridad Social, 
IESS (Ecuadorian Social Security Institute), the Armed Forces and Police Health 
Services. In addition, there are some health services for certain municipalities. The 
public sector represents 85% of the country´s health services while the private 
sector represents 15% of the country’s health facilities.(2)

The MoH performs the functions of guiding, supervising and controlling the health 
system and provides health services located in all the regions of the country 
following its geopolitical organization. 19.2% of the population has social health 
insurance by the IESS divided into two groups: workers in public and private sectors 
(10%) and farmers and their families, in rural areas (9.2%).  
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However not all the people cover by the IESS attend those services. Private 
insurances cover 3% of the middle and upper income population most of whom live 
in urban areas.(2)(6)

Most of the health services are organized according to level of complexity. In the 
public sector, the MoH at level I (basic complexity) has 434 health posts, 1,122 
sub centers (774 rural and 348 urban), and 153 health centers located throughout 
the country.  The sub centers offer daytime care for all the persons that need 
attention, and in women at labor and emergencies. It is the place designated for 
rural doctors. At level II (intermediate complexity) there are 90 basic hospitals and 
23 general hospitals.  At level III (high complexity) there are 14 specialty hospitals 
and one reference hospital.  The IESS has 348 rural social security dispensaries, 
42 ambulatory units and 25 ambulatory centers at level I (basic complexity). Some 
ambulatory centers have more complexity with facilities such as surgery, laboratory 
and subspecialties. At level II (intermediate complexity), IESS has five “level I” and 
ten “level II” hospitals.  At level III (high complexity) they have three hospitals.  
Most private sector practitioners have level I and II offices and clinics.(2)  Patients 
are free to choose the place of service and provider; currently the Government is 
improving and strengthening the Primary Health Care strategy with the training of 
family physicians.

Basic epidemiological data of perinatal mortality

To govern the health system, MSP needs objective and reliable information about 
the health status of the people living in rural places. It showed that in 2001, there 
was a gross underreporting for diseases that require mandatory notification as 
dengue, tuberculosis, HIV, and maternal mortality causes among others.  To resolve 
this problem, the use of surveillance systems with explicit standardized coding (ICD 
10) was developed in the private and public sector. As a result, there is multiple and 
parallel information which limits a clear epidemiological overview. There are still 
problems in data collection from many public and private institutions and those 
in rural areas.  This hampers analyzing and using information for management, 
prioritizing goals and evaluating public health policy.(2)(7)

Data obtained during patient care can be made usable to prioritize goals and 
evaluate public health policy.(7)(8)  The clinical information is an essential resource 
for governance future clinical decision support, management, audit, research, 
education, and training.

The Ministerio Coordinador de Desarrollo Social (Coordinating Ministry for Social 
Development) developed a list of the top five principal mortality causes based on 
ICD-10 chapters with data collected in 2007. As in many countries, the principal 
causes of death were circulatory system diseases (I00-I99). This document also 
shows that the leading cause of hospital admission for women is related to 
Pregnancy, childbirth and the puerperium (O00-O99).(9)
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In 2010, obstetrical complications account for the high maternal mortality rate 
(MMR) around 90 per 100.000 live births(10). Compared to Chile MMR is 25, in USA 
21 and in Belgium 8, using data from 2010(11).  The MSP tries to address maternal 
mortality by continuing medical education courses in the provinces with higher 
MMR incidence and put penalties to practitioners as economic ones. Since 2005, 
the leading preventable cause of maternal mortality is postpartum hemorrhage, 
although the MSP provides protocols based on high quality evidence and 
implementing hands-on teaching programs like Advance Life Support in Obstetrics.
(12)  For 2014 the MMR in Ecuador stabilize around 49 per 100.000 live births. See 
Figure 1.(5)

Figure 1 Maternal mortality rates 2007 - 2014 in Ecuador.  
Source: Indicadores básicos de Salud 2008, 2009, 2010, 2011 and 2012.(5,10,13–15); Anuario de 
estadísticas vitales: Nacimientos y defunciones 2013 and 2014. INEC(16)

http://www.ecuadorencifras.gob.ec/vdatos/

Maternal mortality rate clarification

The explanation for the peak of maternal mortality rate in 2009 and 2010 could be 
variations in the calculation methodology of the Maternal Mortality Ratio for those 
years.  Lack of precision in determining the numerator, generally by sub-registration 
of maternal deaths. In the denominator, some reports used the number of newborns 
registered in the same year, in other newborns corrected according to a late 
enrollment coefficient, and on other occasions newborns enrolled in the reference 
year plus those registered late the following year give these variations presented in 
the thesis. Otherwise, since 2010 there are a unique methodology that is applied 
from the govern offices and is mandatory for public and private services.(17) 

Medical Workforce

In 2011, for every 10,000 population there were 16.52 physicians, 8.30 nurses, 2.74
dentists and 0.37 psychologists.  
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In addition, there were 1.37 midwifes and 11.05 nursing assistants. The physicians and 
dentists tended to be concentrated in urban areas while nurses and midwifes were 
more in rural areas.(18) In the year 2014 it is estimated 20.35 physicians per 10,000 
inhabitants.(5)

Since 2011, the Government has striven to strengthen its Primary Health Care strategy 
through the formation of 2000 family medicine doctors in three-year period.  Eight 
universities used a common curriculum from the profile developed by the Sociedad 
Ecuatoriana de Medicina Familiar (Ecuadorian Family Medicine Society). The profile 
includes the essential roles and key competences for the specialty and served for the 
recognition by the government.(19) The program began on 2013. 

Medical Education in Ecuador

Medical education in Ecuador, as in the rest of Latin American countries, has been 
influenced by Flexner’s pedagogical principles. These principles originated in the 
United States and encompass undergraduate teaching of basic sciences and lecture-
based clinical training in urban teaching hospitals. Modern educational approaches 
that are more focusing on practical competences such as problem-oriented education 
and community-oriented programs are outside of Flexner’s principles.(20)(21)(22)

Since the ratification of the 2008 Constitution of Ecuador the normative frameworks 
has become increasingly explicit in acknowledging social and economic rights for all 
citizens. Apart from constitutional entitlements, the supportive legislation clarifies the 
role of all respective stakeholders.(23)  Under the new constitution of 2008, a process 
of change began in the Ecuadorian higher educational system. The existence of many 
public and private universities that do not achieve the standards for college education 
was detected.  A constitutional mandate began the evaluation of the higher education 
system, and after a period of four years, universities that did not improve and did 
not meet the minimum quality standards were closed. An analysis was made of the 
medical schools in Ecuador showing 19 medical schools, all of which offer the required 
education needed to obtain the title of Physician. Twelve schools offer postgraduate 
clinical training.  Nine medical schools are public, five are private and self-financed, 
and five are private and co-financed. The governmental control agency (Consejo de 
Evaluación, Acreditación y Aseguramiento de la Calidad de la Educación Superior - 
CEAACES) monitors and evaluates the medicine career and curriculum in 2014 under 
seven criteria.(Table 1)(24)  Twenty two curricula given by twenty one universities 
were evaluated.  Of these, ten were accredited and twelve had one year to improve.
(25)(26) A subsequent assessment saw the improvements made and all the faculties 
are working. 
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Medical training in Ecuador as in most of Latin America is provided in large cities by 
public and private universities. Students have little or no contact with rural areas until 
their sixth and final year.(27) The under-graduate medical curriculum comprises three 
years of instruction in pre-clinical subjects followed by two years of clinical education 
in teaching hospitals. The sixth year is an internship program divided in five rotation 
areas: clinical, surgery, emergency, gynecology and obstetrics, and pre-rural.(28)(29)

There is no clear profile of the recent graduate medical doctor at the national level. The 
need for a common, comprehensive doctor profile that addresses health needs and 
clinical competences in line with real settings encountered after graduation requires a 
continuous updating of university curriculum.(27)(30)(31)

Aware of the current problems of medical education a committee of academic leaders 
from various countries took the initiative to review the current status and propose 
a strategy for training future health professionals.  They concluded that the new 
generation of doctors needs knowledge of health systems and, competences and skills 
that match specific contexts in a globalized world.(32)

Assesment undergraduate medical students in Ecuador

To evaluate undergrad medical students during the first 3 years the use of regular 
coursework and written examinations are used. During the clinical rotations students 
are evaluated based on their performance on these rotations by their attending 
physicians, clinical case testing and written examinations, which tend to be a 
combination of essay and multiple-choice based questions. (33) There is no clear 
assessment framework at the medicine faculties.

                                          Chapter 1  
Table 1. Domains used by the CEAACES to review the quality of the undergraduate medicine curriculum. 
Source: CEAACES. Modelo para la evaluación de las carreras de medicina. Árbol (25)
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Ideally, medical assessment must focus on competence (the ability to do by the 
student or physician). This assessment has to provide insight into actual performance, 
capacity to adapt to change, find and generate new knowledge, and improve overall 
performance.  Competence is contextual, reflecting the relationship between a 
person’s abilities and the tasks required to perform in a particular situation in the real 
world. Common contextual factors include the practice setting, the local prevalence 
of disease, the nature of the patient’s presenting symptoms, the patient’s educational 
level, and other demographic characteristics of the patient and of the physician.(34)

Miller outlines four levels at which a learner can be assessed: knows, knows how, 
shows how and does. The two first levels are related to cognitive issues and it can be 
evaluate by multiple choice questions, essay type and oral tests. The next two levels 
are related to behavior. It can be assessed the competence by OSCEs, simulations and 
portfolio. For assessment of performance direct observations and mini CEX can be 
used.(35)

The recent graduate in the compulsory rural year and perinatal care

In 1970, the Decreto Supremo No. 44 established the obligation that recent graduates 
serve one year in work inherent to the National Rural Health Plan as a prerequisite to 
the registration of titles and practice in Ecuador and has not been changed since. The 
decree applied to graduates in medicine, dentistry, midwifery and nursing.(33)  This 
plan was designated to serve the most vulnerable populations and to enhance rural 
coverage, thereby providing rural population with the necessary resources to improve 
the quality of life. This year is not considered as part of their medical education.

This year is called “medicatura rural” and the new graduates are called “médico rural” 
and we will refer to these as rural doctors in this thesis. The recent graduates are paid 
a salary based upon remoteness.

Quotas per geographical region are determined by the MoH according political division. 
Places are filled by lottery two times each year; remote places are less attractive; first 
choice is for the best students, then for pregnant young physicians, and lastly single 
women and men. The work is done in a range of facilities, from little to large ones, 
depending on needs of each province.  There is no monitoring or academic program 
for the professionals working in rural practices.(37)(38)

The National Rural Health Plan was designed to serve populations most vulnerable, and 
to enhance the quality of life for rural citizens, facilitating their performance in the en-
vironment they live.  In a study of the World Health Organization in 2010, no studies 
were found on the actual impact of this rural program over the last several decades.(39) 
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A study of 1998 showed that most of the recent graduates feel that the program 
does not meet its goal to improve the health status of rural communities, even 
though the experience seemed to be professionally and personally rewarding.(40)

Marked differences exist among the rural and urban populations in disease 
presentation (osteoarthritis, diabetes, hypertension, obesity, etc.), dietary habits 
and physical exercise.(41) A large proportion of the work in rural areas seems to be 
related to pregnancy and obstetrical work. Any unresolved obstetric complication 
must be transferred to the nearest hospital, most of which are on average two 
hours away from the sub centers, despite improvement and recovery of local roads 
in recent years. Rural areas always have important demographic and geographic 
differences compared with large cities, but Ecuadorian medical schools do not 
integrate a specific part related to the “rural” problems in their curriculum.

Rural practitioners are more likely to provide obstetric care and to perform more 
procedures than their urban counterparts most of the time due to a lack of specialists 
in rural communities.(42)(43)(44)(45) Thus rural practitioners require perinatal 
skills like care for pregnant women, including deliveries, postpartum checks, 
complications and emergencies during labor and the care of the newborn.(46) One 
part of the observed high mortality rate may be due to the way the graduates were 
trained in the preceding medical education.

Most of the time, assistant nurses with minimal training and who are paid by the 
community are in charge or rural facilities. This reality decreased the quality of the 
health services and goes against the access to quality health services as rural health 
priority.(47)

At present, we are largely unaware how the students learn clinical obstetrical skills 
during their training. Our focus on obstetrical skills may contribute to know if the 
training that medical students receive at the universities meets the needs for the 
compulsory rural year.

Changing parts of the undergraduate curriculum in low and mid income countries: 
no readily adapted assessment instruments for measuring impact

As we saw earlier, the undergraduate medical education curricula in Ecuador show 
room for an update. The peer reviewed literature about quality improvement of 
medical education is scarce. Combining a search string in Pubmed (“Education, 
Medical, Undergraduate”[Mesh] AND “Latin America”[Mesh] ) only yielded one 
paper of interest.(48) Therefore, to show if an intervention would work we would 
need to take into account instruments that were developed elsewhere. We would 
also need to evaluate the lack of capacity of skilled teaching staff in such a country 
and therefore assessing the value of an intervention would likely be a simple 
process. Among others, Van der Vleuten suggested that the utility of any test 
to assess student ability would be a function of: (34)(49)(50)(51)
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 1. The cost. An extensive test would hamper the use in a small-scale 
 project. The number of stations is generally related to the number of 
 students examined and the availability of faculty.

 2. The validity. Whether the assessment measures what it claims to 
 measure. To assess the validity, it is of paramount importance to see if
 a test measures what it intends to do.

 3. The reliability. The degree to which the measurement is accurate 
 and reproducible.

 4. Impact on future learning and practice. Does the assessment drive the  
 learning processes of students? If, for example, an assessment would drive  
 student` learning to a desired level, this is an added value of this method.  
 For example, a written test of skills might correlate with performance but  
 only assessing students with such a test would not directly increase the   
 student willingness to train hands-on skills.

Aim of the thesis

The aim of this thesis was to report our efforts of a quality improvement program 
in one university in Southeastern Ecuador, an upper middle-income country, which 
was funded by a VLIR-UOS fund. We decided to gain further insight into two major 
issues that may help to understand the process and the evaluation of the project 
and to help future developments in this country.

Firstly, we wanted to identify the essential hands-on obstetrical skills that are needed 
in the rural areas of Ecuador and how they perceive themselves as competent.   

Secondly, we sought to improve the performance and self-confidence of obstetrical 
skills through an educational intervention for final-year medical students.

To accomplish this, we formulated three research questions:

 1. What are the perceived needs of the students and teachers about  
  the hands-on skills necessary for rural practice year in 
  Southeastern Ecuador?
 2. Are the rural doctors prepared with the necessary obstetrical   
  skills to practice in rural areas?  Do they have the opportunity  to  
  learn and practice?  
 3. Can we improve the obstetrical skills needed to practice in rural   
  areas in final year students?

This bilateral project was a new way to explore, in a country with very little experience 
in introducing new educational concepts, how bilateral collaboration can 
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help to improve the medical undergraduate curriculum.  Therefore, we will also 
analyze the strengths and weaknesses of this project in one chapter. This will inform 
future bilateral projects between Belgium and Ecuador and elsewhere.

How to read this thesis

This thesis is reported in chapters of which most are published in or will be presented 
to international journals.

In chapter 2 it is argued why we need to improve the undergraduate medical 
education and competences of undergraduate medical students in Ecuador.  
We will introduce a number of arguments why the medical education in Ecuador is 
sub-optimal.

In chapter 3 we examine if the undergraduate curriculum matches the needs of 
recent graduates during the rural year. We examine the importance of the obstetric 
skills as perceived by rural doctors.

We measured the self-reported experience with training and performing skills 
through a survey. Three areas were measured: obstetrical skills, birth delivery skills 
and obstetrical complications skills. We compared clerkship experience and skills of 
importance in the rural places. For this we were informed by previous research and 
used elements of the curriculum experience questionnaire used by Peeraer.(52) 

Chapter 4 is a qualitative study among rural doctors. The objective is to get more 
insight in the gaps in their training that recent graduates face in acquiring skills 
during the undergraduate clerkship learning experiences. For this study focus 
groups were used as instrument to derive qualitative data from the consumer’s 
point of view, in this case from the basic doctors in their rural compulsory year.

In chapter 5 we used the Objective Structured Clinical Evaluations (OSCEs) to assess 
the proficiency of obstetrical skills in final year medical students.  An OSCE consist of 
a series of timed “stations,” where each student is asked to perform a defined task. 
A standardized marking scheme specific for each case is used.(34) We show the 
need to incorporate a skills lab into the medical curriculum as one way to improve 
skills in the recent graduates. We used OSCEs because this is a feasible approach to 
the assessment of clinical competence for use in different cultural and geographical 
contexts and to assess students curriculum with an educational intervention.(53) 
Furthermore, the introduction of the OSCE is expected to change students` learning 
behavior and might also stimulate thinking about innovative teaching practices 
among the clinical teachers. 

In chapter 6 we present a critical review of the international collaboration experience 
between the Universidad Técnica Particular de Loja and University of Antwerp 
through the VLIR-UOS funding in which this thesis was embedded. 
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Reflecting on the processes and outcomes might help the project in Loja, Ecuador 
but also will help to understand the advantages and the pitfalls of such international 
collaborations.

In chapter 7, a brief overview of the research is presented and some avenues for 
further work are elaborated.

The hasty reader may find an executive summary of the thesis in English, Spanish, 
Dutch and German in chapter 8.

 In the annexes, the instruments and important supplementary information of the 
studies are presented.
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We need better medical undergraduate education in Ecuador. The case of perinatal 
mortality.

Necesitamos una mejor educación médica de pregrado en el Ecuador. El caso de la 
mortalidad perinatal.
Dear Editor,

Ecuador a mid-income country has more  than  15  million inhabitants with one third 
(36%) living in rural areas and 17.6 physicians per 10 000 inhabitants, mostly working 
in urban areas.1 Obstetrical complications account for the high maternal mortality 
rate of 87 per 100.000 live births.2

Medical undergraduate training in Ecuador is provided in the large cities by public and 
private universities. Students have little or no contact with rural areas until their sixth 
and final year of general medical education. The under-graduate medical curriculum 
comprises three years of instruction in pre-clinical subjects followed by two years of 
clinical education in teaching hospitals. The sixth year is an internship program divided 
in five rotation areas: clinical, surgery, emergency, gynecology and obstetrics, and pre-
rural.3

The recent graduates doing their compulsory rural year are called ‘‘rural doctors’’. 
Health services in rural areas are different from those in urban settings. They are very 
likely to provide obstetric care and to perform more procedures than their urban 
counterparts due to a lack of specialists in rural communities.4

A recent quantitative study showed that the skills needed in rural areas were not 
trained in the final undergraduate years. We assessed the possible mismatch  of
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obstetrical skills between the training offered in Ecuadorian medical schools 
and the tasks required for compulsory rural service. Many perinatal skills were 
found to be important by the rural doctors, but they were not trained during the 
undergraduate curriculum (episiotomy and repair, umbilical vein catheterization, 
speculum examination, evaluation of cervical dilation during active labor, neonatal 
resuscitation and the more advanced skill vacuum-assisted vaginal delivery). The 
simple skill episiotomy and repair was seen as important to all respondents, but 
during the undergraduate curriculum only 39% of rural doctors performed the task 
three times and 8% even only once during the internship, similar pattern is seen in 
the others.5

A subsequent qualitative study confirms the main findings, i.e. the lack of teaching 
at the medical schools does not meet the needs of the rural doctors.
We do not know what share the observed high mortality rate may be due to the way 
the graduates were trained in the preceding medical education. But from the public 
health point of view innovative teaching of students is needed. The magnitude 
of the mismatch between training in the medical schools and medical practice in 
rural areas needs to be addressed. Although in 2008, fourteen universities were 
closed down by the government.6 One of the biggest reasons of the observed 
translation on poor training of the graduates may be that the faculty is very volatile 
and the teaching methods are not meeting modern standards.3 There is no clear 
profile of the recent graduate medical doctor at the national level. The need for a 
common, comprehensive doctor profile that addresses health needs and clinical 
competences in line with real settings encountered after graduation requires a 
continuous updating of university curriculum.

Important issues to address include: What are the skills that young doctors need 
in rural areas? How well are they prepared to use them? How can we best train 
them and monitor the quality of their clinical work? Answering these questions 
like this could be a powerful first step in improving medical education nationwide. 
In the two universities we have knowledge of, senior faculty changes vary rapidly. 
For instance, at one University the Deans staff changed three times over the last 5 
years, leaving partly finished innovative curriculum changes. The medical schools 
of Ecuador deserve more and more managerial stability and a clear vision of their 
essential tasks which is to provide competent young doctors.

Funding

The study is part of the VLIR-UOS Project ZEIN2010PR377 ‘‘Improving and 
strengthening quality for Family Medicine training in Ecuador, using distant learning 
and capacity building’’ developed in collaboration between the University of 
Antwerp and the Universidad Técnica Particular de Loja.

Conflicts of interest

The authors report no conflict of interest.

                                          Chapter 2  

31



References

1. Instituto Nacional de Estadísticas y Censos. Recursos médicos en salud   
 [Internet]; 2013 [cited 2015 Oct 31]. Available from: http://www.  
 ecuadorencifras.gob.ec/documentos/web-inec/ Infografias/InfoMedico.  
 pdf

2. The World Bank. World Development Indicators Database [Inter- net];   
 2015 [cited 2015 Oct 31]. Available from: http://data. worldbank.  
 org//indicator/

3. Carrillo J, Delgado  B,  Kosik  RO,  Huang  L,  Zhao  X,  Su  T-P, et al. Medical  
 education in Ecuador. Med Teacher [Internet]. 2013;35:979---84. 
 Available from: http://www.tandfonline.com/ doi/full/10.3109/014215  
 9X.2013.826789

4. Gaus D, Herrera D, Heisler M, Cline BL, Richmond J. Making secondary
  care a primary concern: the rural hospital in Ecuador. Rev Panam Salud   
 Públ [Internet]. 2008;23:212---7. Available from: http://www.scielosp.org/ 
 scielo.php?script=sci arttext&pid= S1020-49892008000300013

5. Sánchez Del Hierro G, Remmen R, Verhoeven V, Van Royen P, Hendrickx K.  
 Are recent graduates enough prepared to perform obstetric skills in their  
 rural and compulsory year? A study from Ecuador. BMJ Open [Internet].   
 2014;4:e005759. Available from: http://bmjopen.bmj.com/cgi/content/  
 long/4/7/e005759

6. CEAACES. Suspendida por falta de calidad. El cierre de catorce universi  
 dades en Ecuador [Internet]; 2013. Available from: http://online.fliphtml5. 
 com/dcup/tbcd/#p=4

Galo Sánchez Del Hierro a,b ,* , Roy Remmen b, Kristin Hendrickx b ,

a Universidad Técnica Particular de Loja, Departamento de Ciencias de la   
Salud, San Cayetano Alto, 110111 Loja, Ecuador
b University of Antwerp, Faculty of Medicine and Health Sciences, 
Department of Primary and Interdisciplinary Care, Campus ‘‘Drie Eiken’’,    
Universiteitsplein 1, B-2610 Wilrijk, Belgium

* Corresponding author.
E-mail addresses: Galo.Sanchez@uantwerpen.be, gsanchezmd@gmail.com   
(G. Sánchez Del Hierro).

                                          Chapter 2  

32



htp://dx.doi.org/10.1016/j.aprim.2015.11.009 0212-6567/

© 2016 Elsevier España, S.L.U. This is an open access article under the CC
BY-NC-ND license (htp://creatvecommons.org/licenses/ by-nc-nd/4.0/).

                                          Chapter 2  

33



Galo Sánchez del Hierro, Roy Remmen, Veronique Verhoeven, Paul Van 
Royen, Kristin Hendrickx.

This chapter was published article as: 

Sánchez del Hierro G, Remmen R, Verhoeven V, et al. Are recent grad-
uates enough prepared to perform obstetric skills in their rural and 
compulsory year? A study from Ecuador. BMJ Open 2014;4:e005759. 
doi:10.1136/bmjopen-2014- 005759

Are recent graduates enough prepared to perform 
obstetric skills in their rural and compulsory year? 

A study from Ecuador
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Galo Sánchez del Hierro,1,2 Roy Remmen,2 Veronique Verhoeven,2 Paul Van 
Royen,2 Kristin Hendrickx2 

Abstract

Objectives: The aim of this study was to assess the possible mismatch of obstetrical 
skills between the training offered in Ecuadorian medical schools and the tasks 
required for compulsory rural service.

Setting: Primary care, rural health centers in Southern Ecuador. 

Participants: A total of 92 recent graduated medical doctors during their compulsory 
rural year

Primary and secondary outcomes measures: 

A web based survey was developed with twenty one obstetrical skills.  The 
questionnaire was sent to all rural doctors who work in Loja province, Southern 
Ecuador, at the Ministry of Health (n=92). 

We measured two categories: “importance of skills in rural practice” with a five 
point Likert-type scale (1= strongly disagree; 5= strongly agree); and “clerkship 
experience” using a nominal scale divided in five levels: level 1 (not seen, not 
performed) to level 5 (performed 10 times or more).  Spearman’s rank correlation 
coefficient (r) was used to observe associations.

Results

A negative correlation was found in the skills: “episiotomy and repair”, “umbilical vein 
catheterization”, “speculum examination”, “evaluation of cervical dilatation during 
active labor”, “neonatal resuscitation” and “vacuum assisted vaginal delivery”.
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For instance “Episiotomy and repair” is important (strongly agree and agree) to 
100% of respondents, but in practice, only 38.9% of rural doctors performed the 
task three times and 8.3% only once during the internship, similar pattern is seen 
in the others.

Conclusion

In this study we have noted the gap between the medical needs of populations 
in rural areas and training provided during the clerkship experiences of physicians 
during their rural service year. It is imperative to ensure that rural doctors are ap-
propriately trained and skilled in the performance of routine obstetrical duties. This 
will help to decrease perinatal morbidity and mortality in rural Ecuador.

Strengths and limitations of this study

           • This study is the first that assess the perception of obstetrical skills train   
               ing in recent graduates doing a compulsory rural year in Ecuador. 
           • Possible effects of memory recall of the clerkships experience affects the   
               results even the recent graduates are now facing the problems of doing 
               rural service.

INTRODUCTION

Generally, it is assumed that physicians acquire relevant knowledge, skills and 
attitudes in medical school. After the undergraduate level, graduates must be 
prepared to work as trainees in a specialty. Some countries include compulsory 
programs of various lengths to perform medical services outside of the medical 
campus or hospitals.[1]

In Ecuador recent graduates are required to work for the public health system in 
order to help distribute the medical workforce to rural communities.  The rural 
health facilities are located between 30 minutes to two hours from the capital of 
each province. They vary in size but the majorities are small. They are open 5 days 
a week and should serve as referral link to the hospitals.[2] The recent graduate 
médico básico serves one year in a rural health center to obtain the license to 
practice and to apply for further residency training.[3][4] This compulsory year 
exposes them to the realities of providing rural health services and should improve 
their skills.[5] 

As in most other Latin American countries, in Ecuador, undergraduate medical 
training is provided in large cities by public and private universities.[6] Medical 
education is still based on Flexner´s pedagogical principles where the hospitals are 
the foundation of medical teaching and learning during clinical training. This focus 
on hospital diseases often excludes the common health problems of the general 
population.[6][7]
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The 6-year undergraduate curriculum comprises of two years of mainly lecture-
based basic science courses, and four years of clinical education, consisting of 
clerkship rotations, most in hospital settings, between one to three months of length. 
During their final year or internship,  medical students practice in five rotations in 
training hospitals in the following areas: internal medicine, surgery, obstetrics and 
gynecology, pediatrics, and pre-rural.[8][9]  The traditional teaching of procedural 
skills is described as “see one, do one, teach one”.  Tutors teach residents and 
students according to their own personal experiences.[10]

After graduation and the lottery for the rural year, all new rural doctors receive a 
five day course to prepare them for the rural service experience.  In this training 
they learn the Ministry of Health administrative process and clinical guidelines.[11]

Recent data show that in these rural areas, the medical needs of the population are 
often unmet. For instance, in Ecuador the maternal mortality rate increased from 
52.5 in 2007 to 92.6 maternal deaths per 100.000 live births in 2010. Postpartum 
hemorrhage remains the leading preventable cause of maternal death.[12][13] 
One explanation could be that young, rural doctors are not trained according to 
the tasks they must perform in those areas, and may pose a potential risk for their 
patients.[14][15]

This study was performed to examine if rural doctors are adequately prepared to 
perform well in rural settings. The purpose is to assess the possible mismatch of 
obstetrical skills between the training offered in Ecuadorian medical schools and 
the tasks required of rural service physicians.

METHODOLOGY

Instrument and Participants

A web based survey was developed using the procedures of two medical school’s 
curricula: Universidad Técnica Particular de Loja – UTPL and Pontificia Universidad 
Católica del Ecuador – PUCE. We focused on twenty one obstetrical skills divided into 
three groups: basic obstetrical skills, delivery skills and complication management 
skills. (Table 1) The questionnaire was sent to recent graduated medical doctors 
during their compulsory rural year listed at the Ministry of Health (n=92). They 
had been working in the rural placement at least 5 months in Loja province, in the 
Southern Ecuador. Two reminders in a period of two months were sent to non-
responders. The results were anonymous, but IP addresses were checked to exclude 
possible redundancy.

Two categories were measured. Firstly, the “importance of skills in rural practice” 
was assessed on a five point Likert-type scale (1= strongly disagree; 5= strongly 
agree).  Secondly, participants were asked to reflect on their former “clerkship 
experience” by using a nominal scale used in research by Peeraer G, et al. The scale 
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is divided in five levels: level 1 (not seen, not performed), level 2 (demonstrated, 
but not performed), level 3 (performed one time), level 4 (performed approximately 
three times) and level 5 (performed 10 times or more).  The questionnaire was pilot 
tested prior to administration for comprehensibility and clarity.

Data was collected using a free online survey tool (KwikSurveys, http://www.
kwiksurveys.com/) that allowed checking submissions by IP address.

Ethical issues 

The Universidad Técnica Particular de Loja and the research committee of Pontificia 
Universidad Católica de Ecuador approved the study protocol and the questionnaire.  
The Chief of the Dirección Provincial de Salud de Loja authorized sending the 
questionnaire to the rural doctors. In the survey an Informed Consent form was 
included to allow the participants to accept or decline participation.    

Statistical Analysis

Descriptive statistics were performed using SPSS software (version 20.0.0).  
Spearman’s rank correlation coefficient (r) was used to observe associations. The 
significance level was set at 0.05 for all items.

RESULTS

Ninety rural doctors completed the questionnaire (26 men, 64 women), two 
respondents did not answer. (Table 1)  
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Table 1 Correlation between previous clerkship experience and obstetrical skills importance 
perceptions by rural doctors in Southern Ecuador.

(a) 1=not seen, not performed; 2=demonstrated, but not performed; 3=performed once;   
 4=performed 3 times; 5=performed + 10 times                   
(b) 1=strongly disagree; 2=disagree; 3=Neither agree nor disagree; 4=agree; 5=strongly agree

The correlation of perceptions between skill importance in rural areas and clerkship 
experience of obstetrical skills are summarized in Table 2.
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Table 2 Correlation between previous clerkship experience and obstetrical skills importance 
perceptions by rural doctors in Southern Ecuador.

(a) 1=not seen, not performed; 2=demonstrated, but not performed; 3=performed once;   
 4=performed 3 times; 5=performed + 10 times                   
(b) 1=strongly disagree; 2=disagree; 3=Neither agree nor disagree; 4=agree; 5=strongly agree                  
*correlation is significant

A positive correlation means if the perception of importance in the internship 
increases, the internship experience also increases.  The data shows correlation 
levels between the perceptions. They can be divided into very high positive 
correlation (r = .9 to 1), high positive correlation (r = .7 to .9), moderate positive 
correlation (r = .5 to .7) and low positive correlation (r = .3 to .5).  

The negative correlation means that one variable increase as another decrease.  
We found only a level of low negative correlation (r = -.3 to -.5).  The negligible 
correlation means that there is no relationship between the two variables.  It can 
be positive or negative correlation (r = .0 to .3 or .0 to -.3)
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We found six skills with negligible or negative correlation. In those, we show 
the differences in the associations between the skill importance and clerkship 
experience in figure 1.

Figure 1. Differences in the relationship between the perceptions of clerkship experience and skills 
importance of obstetrical skills in rural doctors with negligible or negative correlations (r= .0 to .3 or 
-0 to - .3 or r= - .3 to - .5)

As the data obtained shows the skill “Episiotomy and repair” is important (strongly 
agree and agree) to 100% of respondents. However in practice, only 38.9% of rural 
doctors performed the task three times and 8.3% only once during the internship. 
For “umbilical vein catheterization” is important in 98.9% of respondents and 30.0% 
have practiced once, 41.1% have seen and 28.8% have not seen nor practice at all 
during the internship.

The skill “speculum examination during pregnancy” is important to 98.8 % of rural 
doctors; during the internship only 8.3% of rural doctors performed the task three 
times and 25% only once. The “evaluation of cervical dilatation during active labor” 
is important for 100 % of respondents, 86% have practiced the skills more than 
10 times, 5.6% at least 3 times, 2.8% once and 5.6% had not seen nor performed 
during the clerkships.  The “neonatal resuscitation” skill is important for 98.8% of 
respondents, 26.7% have performed more than 10 times, 55.6%  three times and 
15.5% have practiced once during the clerkships.  The skill “vacuum assisted vaginal 
delivery” is important for 31.8% of rural doctors, 22% have practiced more than 10 
times, 5,6% three times, 27.8% only once and 44.4% only seen nor practiced during 
the internship.
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DISCUSSION

This study shows that six skills are appropriately practiced in the internships while 
six other skills may not have been adequately learned.  Skills rated important for 
rural practice have not been seen nor practiced by 6 to 45% of respondents while 
others skills, between 8 to 14%, have been practiced only once during the internship.  
The results indicate lack of practice for several of the most frequent and important 
obstetrical skills in undergraduate curriculum in Ecuador.

We did not ask the rural doctors to reflect back on their responses, although this 
it could diminish the subjectivity of the results. The variable perceptions could be 
determined by the experiences in different clerkships. This can be a reason why 
many respondents interpreted most of the skills as ‘important’.[16]

The data suggest the partial mismatch in Ecuadorian undergraduate curricula with 
the skills required of rural service physicians.  Other studies have identified such 
mismatch.[17][18][19][20][21]  In Ecuador because of the use of young graduates 
in rural areas, these mismatches directly influence epidemiological data and may 
increase morbidity and even maternal or neonatal mortality.

Medical competence may be defined as the integration of knowledge, skills and 
attitudes to enable proper management of health problems.[22][23][24]  However, 
of the skills included in this study, the minimum number of procedures that needs 
to be performed in the undergraduate curriculum to ensure competency and 
adequate performance in the subsequent rural year is unknown.  We found that 
the basic doctors did not have the possibility of training during the undergraduate 
period. Therefore they may be not entirely safe in their work.

Competency is influenced by learner’s proficiency, learning capacity, number 
practice opportunities in the clerkship and the interest to perform a skill.[25][26]  
The skill “Episiotomy and repair” is frequently required in rural practice. However, 
39% of survey respondents practiced it three times and 8% only once during their 
internship.  These figures seem inappropriate to safely manage this obstetrical 
problem.

Some studies attribute the lack of opportunities to practice clinical skills during 
the internship due to factors such as: the increasing number of students posted in 
training hospitals, without a proportionate increase in the practice opportunities;[18] 
difficulty in training during internships; [17][27] and inadequate and inappropriate 
supervision, feedback and assessment.[22]  These result in an inconsistent level of 
student exposure to the skills that they need to competently perform as practicing 
medical doctors[15].

Family medicine residency programs have been developed tiers of preparation for 
maternity care.[28] In Ecuador the recent graduates may have to face the three tiers 
proposed depending on the site assigned.  
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The questions arise as Bridge proposes: 1) what do we want the new graduate to 
do? And, 2) how we want them to act in real life situations? [7] Improvements in 
the training programs are required.  Beyond faculty development more emphasis 
should be given to those obstetrical skills important for practice in rural areas. Skills 
Labs should be incorporated as a new learning strategy for their acquisition and 
practice. 

Methodological considerations

This study is limited to rural doctors from one province in Southern Ecuador. The 
inherent bias of participant’s selection and the high response rate due to a pressure 
to fill the survey are acknowledged.   Possible effects of memory recall of the 
clerkships experience in the obstetrical skills should be taken into account. In the 
other side rural doctors are facing the real needs of its population.

The study only accounted for subjective opinions of survey respondents, and the 
actual dexterity of performing the skills was not assessed. At the participating 
Universities, we have introduced skill lab training focusing on the perinatal skills. 
Therefore, future research on this topic can measure knowledge, skills and behaviors 
with objective structured clinical examinations (OSCE) prior and after the internship.

The present study only investigates the perceptions of the important skills in rural 
areas and clerkship experiences.  Other aspects such as the way that perinatal care 
is taught in the medical schools remains not investigated. Despite recent reforms 
in higher education in Ecuador, the availability of well-trained faculty at medical 
schools remains unstable, and there are few mechanisms currently in place to 
ensure quality and supply of teaching staff.[6]

We are showing evidence among recent graduated medical doctors doing their 
rural service who are not in training but have an important duty in the Ecuadorian 
health system. The recent graduate medical doctor or basic doctor does not have 
the training as general practitioner or family doctor.  We used some literature in 
postgraduate training to face the limitations of these rural doctors. [29] We did not 
analyze internship experiences in function of the University the students graduated 
from.

In Ecuador, the use of a standard medical curriculum is problematic. In 2008 a 
constitutional mandate began the evaluation of the higher education system.  Those 
universities that did not improve and did not meet the minimum quality standards 
were closed in 2012.  The governmental control agency continues monitoring and 
evaluating colleges and careers to improve higher education in Ecuador. The last 
assessment conducted was in 2013.[30]
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Implications for Ecuadorian medical training

Although the effectiveness of self-assessment on identification of learner needs 
and learner activity may have limitations, the gap between the perceptions of skills 
needed and actual practice has been demonstrated. Extending the study using 
other sources of feedback and assessment could provide a more complete appraisal 
of competence in obstetrical skills required for the rural year.[31]

A collaborative approach between the faculty, the Ministry of Health and rural doctors 
is proposed with the objective to improve the undergraduate curriculum and better 
meet the needs of the recent graduates entering into rural service. [16][21][32]One 
option would be to offer more exposure to rural communities in the undergraduate 
curriculum.[33][34][35] This can be supplemented with virtual monitoring and 
materials for online or continuing medical education. The implementation of skills 
laboratory training can better prepare students for clerkships.[36]

These results also raise several questions regarding current training for the recent 
graduates and the improvement of rural medical care: Should all basic doctors 
be trained to perform a core set of obstetrical procedures, or should students be 
trained with a focus towards the location of the rural year? What skills are then 
really needed? Taking into account that after the rural year these doctors choose 
their specialty, not necessarily related to obstetrics, is it necessary to teach those 
skills?  If in Ecuador we use recent graduates to cover the service: should we prepare 
the basic doctors in advance procedures in obstetrics and emergencies? Or, do we 
improve the rural placements for specialists in family medicine with these training?   
From the public health perspective, future work is needed to study the training of 
nurses and midwifes and the collaboration with the rural doctors.

Conclusion

In this study we have noted the gap between the medical needs of populations 
in rural areas and training provided during the clerkship experiences of physicians 
during their rural service year.
The universities have to check their curriculum to meet the needs of rural doctors 
and improve their skills.  

It is imperative to ensure that rural doctors are appropriately trained and skilled in 
the performance of routine obstetrical duties. This will help to decrease perinatal 
morbidity and mortality in rural Ecuador. 
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Why does the undergraduate education in Ecuador fall short to train skills for 
rural health? A qualitative study.

ABSTRACT
Background and Objectives
Since 1970, Ecuador establishes mandatory rural health service as a requirement 
for licensing work. Medical education is based in the hospital with little contact 
with rural areas. There is little information on the training and skills needs of recent 
graduated doctors. The research focuses on the perceptions of rural doctors on 
obstetric skills needed in rural areas. The aim of our study was to describe how the 
basic doctor in rural areas addresses training and teaching in obstetric skills needed 
in rural areas during undergraduate medical education. 

Methods 
A qualitative research project was performed using focus group discussions involving 
23 rural doctors who work in rural and marginal urban areas in Southern Ecuador.  
We identified themes that came from the data collected in the focus group and 
we selected those which are of interest for the readers in a detailed analysis. Rural 
doctors responded the following question: How do you feel with obstetric skills 
training at the University where you studied?  

Results
The majority of participants describe two predominant themes: the undergraduate 
theoretical teaching process of obstetrical skills and the practice experiences during 
the clinical attachment. Not all required skills are taught and internalize during 
undergraduate rotations including internship.
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Discussion
There is no definition of the recent graduate profile that determines a standard for 
medical education. Rural doctors expressed lack of knowledge and practice for the 
obstetrical skills that they were required to perform. There is an urgent need to 
identify a baseline undergraduate curriculum that meets the country needs.

KEY WORDS: Clinical Competence, Medical Education, Obstetrics, Rural Health 
Services, Undergraduate.
 
Why does the undergraduate education in Ecuador fall short to train skills for rural 
health? A qualitative study

Introduction

Since 1970, Ecuadorian graduates in medicine, dentistry, midwifery and nursing are 
required to serve one year in rural areas as a requisite to register their degrees and 
obtain a license to practice in the health system.  This license from the Ministry 
of Public Health is also needed to participate in a specialist training program. (1) 
These recent medical graduates are called “rural doctors” (RDs). This initiative aims 
to provide medical care to Ecuador’s most vulnerable populations, who have little 
or no access to public health services. RDs argued that the project does not meet 
its established objectives although the experience seems gratifying professionally 
and personally.(2) RDs provide services across all fields. Especially in obstetrical 
work seems important due primarily to the lack of specialists like gynecologists in 
rural communities.(3)(4)(5)(6)  At present, there is no academic program to monitor 
these young professionals.

RDs are allocated to health centers according to some rules. The best students are 
the first to be assigned, followed by married students and finally single students.(7)
(8) The rural practice is carried out in different types of health centers, ranging from 
the simplest to the most complex levels, and from marginalized urban areas to rural 
areas. Doctors receive a salary based on geographical access to their designated 
post, with a bonus for more remote areas.(9)

During the undergraduate medical curriculum, students have little contact with 
rural areas until their final year, when they have a two-month rotation known as 
the “pre-rural”. This is because medical education in Ecuador shows a predominant 
orientation towards hospital training.(10)(11)(12)  A recent study by our team 
indicated that regarding obstetrical and gynecological skills a large gap exists 
between the skills that are  important for a RD in the rural year and the former 
training in the undergraduate curriculum.  Skills rated important for rural practice, 
like ‘episiotomy and repair’ or ‘speculum examination during pregnancy’, have not 
been seen nor practiced by up to 45% of respondents.(13)

The aim of our study was to describe how the basic doctor in rural areas addresses 
training in obstetric skills during undergraduate medical education.
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Methodology

A qualitative research project was performed using focus group discussions. A 
thematic approach was used to identify themes that came from the data collected 
in the focus group.  We selected the themes which are of interest for the readers in 
a detailed analysis from an interpretivist paradigm.(14) 

Recent medical graduates who were in their rural practice year (2012-2013) were 
invited by the Chief of the Provincial Health Department of Loja (Dirección Provincial 
de Salud) to participate.  Ninety RDs are divided in three local departments 
(jefaturas de area) and meet once in a month in each town to submit reports and 
receive feedback on programs of the Ministry of Public Health. They only meet once 
a month because their rural practices are far away and the routes are difficult. This 
made it difficult to recruit more participants in the focus groups.  Two focus groups 
were conducted finally for the reasons mentioned before.

The group discussions were held on-site at the local places to gain interaction 
between RD that become from different universities. One group was among 11 
rural doctors working in marginalized urban areas of Loja city, a small industrial 
town located in Southern Ecuador with 170.000 inhabitants. A second was with 12 
doctors working in the rural area of Saraguro district, with around 30.000 inhabitants 
most of them indigenous Kechua speaking people.  

Participants received an informed consent form to record their participation and 
ensure the confidentiality of their opinions and personal information. Spanish was 
the communication language.

The researcher guided the focus groups with the presence of two observers who 
recorded relevant information.  The researcher knew the results from the previous 
research and did not have any relation with the participants.   Before each focus 
group session the participants were informed about the goal of the study, objectives 
and the importance of their contribution in the discussion.  Respect, participation 
and tolerance were the rules explicated to them and that information would be 
handled in a confident manner.

An ice-breaker question was used to start the discussion.  After that RDs responded 
the following question: How do you feel with obstetric skills training at the University 
where you studied? Clarifications were sought if the responses were very general 
with two questions: Did you perform any obstetric skills during your rural service?  
And, were there a specific skill that you could not perform due to lack of knowledge 
or practice?

The focus groups lasted two hours each.  The recordings from the sessions and 
observational notes were transcribed. The researcher and another member verify 
the data integrity.  The text was analyzed independently by two researchers. Manual 
coding was used in the word processor after several lectures by the authors. 
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Those codes were categorized according the themes of interest. For the analysis 
they use an interpretative level based on realistic approach, that permits to identify 
the underlying ideas, assumptions and conceptualizations from the data.(14)
(15)  Since almost no new information was revealed in the second focus group, 
researches consider to have reached saturation of data.

The recent created ethical and research committee from the Universidad Técnica 
Particular de Loja approved the study protocol.  The Chief of the Dirección Provincial 
de Salud de Loja authorized the focus group after the RDs monthly meetings that 
usually have.

Results
The 23 participants in the focus groups came from six universities. Nine women and 
two men participated in the first group, and six women and six men participated in 
the second group. The average age of the participants was 25 years.  They worked 
in the provinces of Loja, Zamora Chinchipe and Azuay. (Table 1)
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Table 1. Characteristics of the participants in the two focus groups

The majority of participants describe two predominant themes that come from the 
interaction of the two focus groups about the training in obstetrical skills during 
undergraduate medical education: the undergraduate theoretical teaching process 
of obstetrical skills and the practice experiences during the clinical attachment.

A. Undergraduate theoretical teaching process

A.1) Differences in the method to teach

Teaching according the experience of the tutor

 “Each doctor explains according to his experience and says that’s 
 how you have to do! ... Another comes and says ... That is bad ... it is 
 not ...!” (Group  1 Rural Doctor number 3: G1RD#3)
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 “The doctor explains different about what the book said...” (G1RD#5)

 “You have to learn what the doctor tell you for the doctor, and what the   
 book said for the university assessment.” (G2RD#3) 

There were no clear strategies to transfer knowledge.  Participants reported that 
professors used audiovisual materials to teach, and the methodology consisted of 
watching the video and observing the professor demonstrate on a model. Students 
practiced on models with little or no supervision. In some cases, students learned 
only through observation, and had no opportunity of any kind to practice medical 
skills. 

 “... just saw how the teacher use the models, but we did not 
 have any experience with the model ...” (G1RD#3)

 “Our practices were to watch ... but never deliver the baby, only to   
 watch” (G2RD#4)

They were forced to attend patients without the relevant knowledge and skills.

 “The books say wonders but the reality is different” (G2R#4)

 “... in the practice we have to take care, get to do something!” (G1R#8) 

 “The teaching doctors leave you alone in the internship, sometimes 
 you do not know what you have to do it” (G1R#4)

Students indicated that they preferred learning by practice rather than through 
theory, even without tutorship.

 “I’d rather practice than theory.” (G2RD#7)

 “... that formed in the classroom is for notebook ...” (G1RD#6)

 “... the theory in college, the practice in the hospital ...” (G2RD#7)

 “..when you practice alone you lose their fear, the nerves” (G2RD#8)

A.2) The curriculum does not respond to educational requirements 

They received insufficient preparation for their rural practice. They were unfamiliar 
with the Ministry of Health’s treatment protocols

 “We never received a formal orientation for the rural year by the 
 University ....” (G2R#2)

                                          Chapter 4  
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 “.. in the University we never review the protocols from the Ministry …”   
 (G1R#3)

 “... in the Ministry of Health we have a lot of health programs and
  those we did not see at the University” (G2R#5)

 “The programs of the Ministry are not included in the college, for example  
 the attention of bleeding at 12 weeks gestation” (G2R#2)

In addition, there was a lack of communication between the university, the faculty, 
and students in terms of activities during the internship. Doctors mentioned that 
their hospital rotations had no relation to their university teaching.

 “College does not affect what hospitals teach” (G1R#1)

 “The University has nothing to do with the internship” (G2R#10)

B. Practice experiences during the clinical attachment

B.1) Limited knowledge and practice in undergraduate training:

The majority of participants had no opportunity to practice the skills they learned 
through the undergraduate curriculum.  They felt unprepared to perform skills in a 
clinical setting. 

 “We are not trained to midwifery” (G1R#3)

 “... we cannot take care of a breech delivery.” (G1R#2) 

B.2) Assistant role in the hospitals instead of medical students:

Participants indicated that hospitals rotations were not properly implemented and 
interns were considered administrative assistants in the hospitals. 

 “…Is only dedicated to filling records and paper.” (G2R#1)

 “…the intern is the end, is a messenger.” (G1R#7) 

B.3) Poor organization of the rotations:

Participants noted an inadequate distribution of rotations among the different 
medical departments during the internship at different hospitals. Rotations were 
not structured for medical training either before or after the internship.

 “All of us rotated through different places and not necessarily all the same  
   places, so, few acquired some skills and others could not.” (G1R#4)
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 “... too many students and we rotated once in obstetrics and gynecology   
during hospital practices” (G1R#5)

Medical services did not correspond to specific learning objectives for rotations.

 “I think the disorganization is the central part, there should be a 
 little more order, do not expect us to be more organized” (G2R#6)

Discussion

The research show a mix of many unstructured educational events and the students 
look for opportunities to learn. Rural doctors view their training in obstetrical skills 
insufficient for their rural year. The themes that come out from the interaction of 
each focus group of rural doctors are problems with undergraduate teaching and 
practice experiences.  

They reported important deficiencies in teaching and training obstetrical skills at 
the university level and during the subsequent hospital rotations.  This information 
complements and underlines a previous study that acknowledged often poor 
preparation in the recent graduates in Ecuador.(13) It calls the attention that they 
became from different universities and show similarity in the problems.

As the insufficiently trained RDs are responsible in the rural areas for a large part of 
the obstetrical work, this may explain partly the high perinatal mortality figures in 
the country.   Other authors have described the lack of skills training and practice 
during undergraduate training.  Remmen found that not all skills included in the 
curriculum are practiced during rotations.(16) Hannon describes that this limited 
practice is due to inadequate supervision and training during internships.(17) The 
reality of medical education in Ecuador excludes students from being properly 
trained for their compulsory rural year. The lack of access to specialist care and the 
low standards for training in undergraduate medical education may explain partly 
the very high perinatal mortality rate in the country that by the year 2010 was in 
92,6 x 100.000 newborns, and for 2014 was 49,16. (18)

Worldwide, a trend can be observed to structure the undergraduate medical 
education curriculum towards clear objectives. The result of the undergraduate 
education should be real, observable and recognizable competencies for medical 
students upon graduation, not only for the knowledge acquired, but also their effort 
in training activities.(19)

The Royal College of Physicians and Surgeons of Canada, for example, has created 
basic, generic competencies for medical graduates known as “CanMEDS”.(20)  
These competencies are used worldwide, and have been tailored for specialists, in 
particular family medicine doctors that will work in rural areas and attend to the 
needs of these communities.(21) In Ecuador, a middle ground between general 
competencies for recent medical graduates and the competencies for RDs based on 
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their clinical reality should be sought.(22) 

The limited supervision during internship rotations and disorganization that was 
reported by the respondent’s results in the observed mismatch of what is needed 
in practice and what is trained in the undergraduate curriculum. Not all tutors give 
feedback in the practical environment. As also happens in developed countries 
the knowledge heterogeneity does not allow effective learning.(23)(24)  Using 
direct observation during training is related to improved compliance with clinical 
guidelines and health facility norms. However, there remains a wide gap between 
research evidence and the reality of applying this method into medical training.(25)

The lack of definition of training of obstetrical skills both in the undergraduate 
curriculum and during the pre-rural in the hospital creates friction between health 
professionals. The work carried out by senior students in the clinical year seems 
to depend on the degree of control that a university has in the clinical setting and 
the requirements of each hospital.  The lack of human resources in the hospitals, 
especially nurses, in some units, forces students to do administrative tasks.  Some 
studies elsewhere show that during the internship, there is an increase in student 
workload, little time to study, and an insufficient and variable collaborative learning 
environment, all aspects that influence the education of future doctors.(26)(27)

In the future it is essential to have professional guidelines that provide orientation 
to, and monitoring and evaluation of teaching, in accordance with the level of 
training, and these should be well-articulated between the university and the 
hospitals where medical student internship rotations are carried out.

Some limitations of this study need attention.

RDs came from a number of universities from different accreditation levels.  
The sample of this project does not permit to identify differences between the 
universities. 

Although the study focused on obstetric skills, other knowledge and skills required 
for the rural service year were sometimes discussed in the focus groups. Caution 
should be taken in generalizing the results; the data reflect the reality of rural 
doctors in Southern Ecuador, but results mirror the situation for the rest of recent 
medical graduates serving their rural year in the rest of the country.
 
Conclusions

The overall picture of this research is that the undergraduate curriculum in Ecuador 
is a mix of many unstructured educational events and the final result depends on 
the opportunities of each medical student.
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Rural doctors expressed lack of knowledge and practice for the obstetrical skills 
that they were required to perform. In Ecuador, there is no agreed upon definition 
of the recent medical graduate among academic institutions and the government, 
impeding the creation of standards for medical education. There is an urgent need 
to identify a baseline undergraduate curriculum that meets the country needs.’

The way to go is to recognize the problem at each university, to work together for 
the improvement of the teaching strategies, and to enhance the training of the 
students in order to become capable basic doctors.

Recommendations

A number of practical recommendations can be made. In Ecuador the role and 
functions of the senior medical students in the hospitals should be clearly defined in 
order to provide optimal education and training. A participative discussion between 
universities and the Ministry of Health to define competencies and the profile of 
medical professionals needed in Ecuador is proposed. The professional profile could 
be based on the CanMEDS competencies.

In addition, more studies could pilot the pertinence of the obligatory rural practice 
year as a rotation in the undergraduate curriculum. This practice should have shared 
supervision an interaction in-between Ministry of Health and universities to obtain 
a capable basic doctor. 

Skills training in the undergraduate curriculum can assist the accomplishment 
of adequate levels of competence regarding obstetrical skills. At present, in one 
University, a skills laboratory center was established.(28) Students are trained and 
directly observed. This center may improve awareness of the faculty in modern 
teaching techniques for hands on skills.

The rural medical practice year should also become subject to an academic program. 
Public health policies should aim to recruit doctors with specific competencies to 
guarantee long-term presence in rural areas, and contribute to improving health 
indicators. This will also help to reduce obstetrical and infant mortality in the rural 
areas.
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An improvement in medical undergraduate education in Ecuador through 
hands-on training in perinatal skills.

ABSTRACT

INTRODUCTION

In Ecuador, newly medical doctors are obliged to do a compulsory rural year to 
provide services in all medical fields, with a strong emphasis in obstetrics.  Maternal 
mortality ratio has been stabilized around 50 per 100,000 live births, with postpartum 
hemorrhage as the main cause. Although skills laboratories are now widely used 
and recommended for undergraduate clinical skills education, medical curricula 
in Ecuador have little experience using them.  As a response to the high perinatal 
mortality in the country, the Universidad Técnica Particular de Loja (UTPL), in the 
southeastern part of Ecuador, started a project implementing skills lab training.

The objective of the study was to assess the improvement of the performance in 
perinatal skills needed in the rural area in final year students after a short educational 
intervention based on skills lab training.

METHODS

Two subsequent groups of fifth year students were assessed and compared during 
an Objective Structured Clinical Examination (OSCE).  Group 1 consisted of 39 
students and Group 2 consisted of 43 students. Both groups received perinatal 
lessons in regular master classes, the group 2 additionally received training in six 
perinatal skills in small groups during the semester in the skills lab. 

Univariate statistics (independent student’s t-test or chi square test) was performed 
to compare basic characteristics in the two groups and to compare final grades after 
the intervention.  A p-value <0.05 was considered statistically significant. 
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RESULTS

Passing students in the total OSCE rises from 11.1% to 42.7% (p<0.05) between 
the first and the second group. The three stations with “no passing participants” 
in the first group are: pelvic examination, episiotomy and repair, and postpartum 
hemorrhage management.  The global score for each skill showed an improvement 
except for Neonatal resuscitation.  

CONCLUSIONS

The implementation of skills lab training facilitates the acquisition and maintenance 
of perinatal skills. Curriculum changes are needed to improve the student’s 
competence. A skills laboratory provides a space to develop their skills and to 
receive an objective assessment. 

Keywords: clinical skills, Perinatal, Ecuador, medical education, primary care, rural 
health services.

INTRODUCTION

In Ecuador, after their graduation, newly medical doctors are obliged to do a 
compulsory rural year to obtain their license to practice or to go into a postgraduate 
training.[1] They have to serve in different health care facilities across the country 
and also provide services in all medical fields, with a strong emphasis in perinatal 
care, due to the lack of specialists in rural communities, especially in family medicine 
and obstetrics.[2][3][4] During this compulsory rural year as “médico rural” (rural 
doctor), they are exposed to the reality of providing rural health services, including 
the delivering of more procedures into the obstetrical care area. The transition from 
medical student to basic doctor in rural place is challenging.

A previous study assessed the self-reported mismatch of obstetrical skills training 
before graduation in Ecuadorian medical schools and the related tasks required 
for the compulsory rural year. This research found a gap between the needs of 
respondents and the training they received.[5] 

During the last undergraduate year, medicine students receive practical training in 
the teaching hospitals in five medical services: internal medicine, surgery, obstetrics 
& gynecology, pediatrics, and pre-rural. During this year they are called “internos 
rotativos”, and this is the last stage for them to learn and practice under supervision. 
It is assumed that if the students spend time in these rotations they will acquire the 
knowledge and the skills they will need it.[6][7][8][9]

In recent years some universities from United States of America, have been 
implementing checklists to facilitate the documentation of clinical experiences of 
students during their rotations as well as to research in skills development during 
medical training, in rural areas rotations or in junior doctors.[10][11] Even though 
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such improvements are in place, there is little information about the best way 
to train students to work as rural doctor with focus on perinatal skills during the 
undergraduate clinical attachments in Ecuador.[12][13]

Skills laboratories are now widely used and recommended for undergraduate 
clinical skills education. Their value for improving the systematic approach, the 
completeness and proficiency of basic clinical skills has often been demonstrated.
[14][15][16][17] Medical education in Ecuador has little experience using skills 
laboratories for undergraduate medical training as other developing countries as 
Vietnam or Pakistan.[18][19]  Therefore in 2012, the Faculty of Medicine of the 
Universidad Técnica Particular de Loja (UTPL), in the southeastern part of Ecuador, 
started a project to investigate the added value of a skills laboratory in their 
curriculum. In this project a specific strategy was designed for obstetrical skills as 
a response to the high perinatal mortality in this country that has been stabilized 
around 50 per 100,000 live births.[20]

The aim of the study was to know the effect of a short educational intervention, 
including skills lab training on the performance in perinatal skills of undergraduate 
medical students.

METHODOLOGY

Subjects

In this study design two subsequent promotions of fifth year students were assessed 
during two days; one of them had training in a recently set up skills laboratory.  An 
Objective Structured Clinical Examination (OSCE), a validated tool to objectively 
assess a range of clinical skills under similar circumstances through various stations 
was used.[21] [22]

Group 1 consisted of 39 students (of 41 from a fifth year students´ class of 2013) who 
received obstetrics in regular master classes without any formal practice and who 
graduated in 2013. The students were assessed during their final month before the 
end of the year period.  Prior to the assessment, they received verbal instructions 
on the OSCE organization because they were not familiar with it. 

Group 2 consisted of 43 students, one year later (of 46 from a fifth year students´ 
graduated in 2014). They also received obstetrics in regular master classes and 
additionally they received training in the skills lab, in six obstetrical skills in small 
groups during the semester. The first training group was three months before 
the evaluation and the last group was three weeks before the OSCE. The brief 
intervention consisted of six sessions, each one of two hours of duration with eight 
tutors.

In both groups the scores of the OSCE were not taken into account in their regular 
assessment to avoid tension and fear in the students.
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Proceedings of the OSCE development

The design of the OSCE comprised stations to evaluate medical students´ perinatal 
clinical skills. The development of the stations was preceded by debates with UTPL 
faculty of Obstetrics and Gynecology.  The blueprint of the OSCE was framed with 
respect to the learning objectives of the basic doctor to work in rural places and 
the maternal mortality causes in the country.  All scripts passed a revision process. 
In total, six scenarios were written and these covered the content of the training 
sessions in the skills lab.  The UTPL faculty of Obstetrics and Gynecology approved 
the scenarios, the organization of the OSCE and the checklists for assessment.

The six OSCE stations were: taking blood pressure; pelvic examination with cytology 
test smear; labor delivery control and partogram use; episiotomy and repair; 
postpartum hemorrhage management; and, new born resuscitation.

The necessary materials were provided for every action in the stations, including 
an artificial manikin; only the blood pressure station used simulated patients.  Each 
station had duration of 12 minutes. One minute was given to facilitate switching 
between stations. The scenarios of the stations were exactly the same for every 
student from each group. All students completed the circuit over an 80 minutes 
period.

The OSCE checklists had two parts: the first one adopted a simple “yes” or 
“no” recording scheme with each checklist item, representing one or no points 
respectively. The checklists contained 19 to 28 items per station including 
communication, knowledge and procedural skills.  The second part used three 
global scores for completeness, systematic approach and proficiency, based on 
literature. Completeness was defined as completed all the statements; systematic 
approach as methodical in procedure; and, proficiency as advancement in skill. [17]
[23] These scores were given on a five-point scale representing bad, regular, good, 
very good and excellent respectively.

To pass a station, a cut off score of at least 70% of correct checklist items was used 
conform the university rules on assessment.  For the stations “taking blood pressure” 
and “postpartum hemorrhage” it was necessary to have at least eighteen correct 
items, for “pelvic examination” nineteen; for “labor delivery control” twenty; for 
“episiotomy and repair” fifteen; and for “new born resuscitation” fourteen. A score 
was calculated for systematic approach, completeness, and proficiency for each 
station.

The observers were different from the ones who trained the students in the skills 
labs.  They received training to observe and to fill out the checklists in each one of 
the stations one day before the OSCE. The observers assigned checks to the student 
for each correct item in the score list and used the three global scores at the end 
of each assessment. They were also trained to award a global rating for systematic 
approach, completeness and proficiency.
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All the instructions were described in the “instructions for observers” booklet. 
During the first OSCE (group 1) four of the examiners were family physicians and 
three were basic doctors with experience in teaching at the UTPL.  In the second 
OSCE (group 2) the observers were two surgeons, and four basic doctors with 
experience in teaching at UTPL.

Statistical analysis

SPSS (V.20.0.0) was used for statistical analysis. Univariate statistics (independent 
student’s t-test or chi square test) was performed to compare basic characteristics in 
the two groups and to compare final grades after the intervention. A z-test was used 
to compare two sample proportions. A p-value <0.05 was considered statistically 
significant. 

RESULTS

Both groups were comparable for their basic characteristics, such as age, gender 
and grades (table 1). They were all Ecuadorian students in the UTPL.

Scores of the items that were tested are provided in table 2. On average, the amount 
of passing students in the total OSCE rises from 11.1% to 42.7% between the first 
and the second group. The three stations with “no passing participants” in the first 
group are: pelvic examination, episiotomy and repair, and postpartum hemorrhage 
management.
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Table 3 shows the scores on completeness, systematic approach and proficiency per 
skill. The global score for each skill showed an improvement except for Neonatal 
resuscitation. 

Table 4 and table 5 shows the subgroup analysis of students by grade of complete the fifth year, 
the weakest group (70-85% of points) and the strongest group (86-100%).  In a post-hoc subgroup 
analysis, the amount of passing students rises from 8,3% to 38,5% weakest students; in the strongest 
students there is a similar increase from 13,3% to 47,1%.
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DISCUSSION
This is the first study in Ecuador to test a brief educational intervention in 
undergraduate students to improve the performance of perinatal skills which are 
important to practice in rural Ecuador. It is also the first time that educational 
benefits of a skills laboratory were evaluated in this country. The results show that 
the first cohort without skills laboratory training scored significantly less (11%) 
than the second group with skill laboratory training (43%). A significant increase 
was observed for the item scores and for the global scores. The main conclusion 
therefore is that the performance of these skills can be significantly better when 
using training sessions in the skills laboratory, compared to giving only master 
classes. This positive effect of skills lab training was identified in other studies in 
undergraduate and postgraduate students.[17][18][24][25][26][27]

It is obvious that the students have to be familiar with these perinatal skills previous 
to the internship and rural compulsory year. In the traditional curriculum without 
the skills lab, the students are not exposed to these skills during the clinical 
attachments. [28][29]  

The implementation of skills lab training facilitates the acquisition and maintenance 
of obstetrical skills that are needed in the rural year.[18][30] The students can 
practice skills repetitively with no inconvenience to patients or risk to their safety.
[14][29][26] It allows last year students to face the patient with certainty and 
confidence in the real context of rural medicine practice.[31][32] [33][34] 

In Ecuador there are only a few experiences using manikins in interactive workshop 
and skills training in obstetrics. One of these is the Advance Life Support in Obstetrics 
– ALSO® Course implanted in Ecuador since 2003.[35] In the faculty, the results of 
this study support  the need to have a broader spectrum of training and assessment 
methods in the curriculum, specially in reference to judgment of professional 
services done by a successful physician.[36]  Curriculum changes have to be made 
to improve the student’s competence. 
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This emphasizes in make explicit the clinical skills curriculum to provide the
opportunity for the student to master it. [9] Training needs should be related to
country morbidity and mortality causes, and the required standard practice for
graduates focused on outcomes.[18][37][38][39] Faculty staff and officials may
be urged to chance old curricular habits using objective findings about their
students.[15][16][40] The review of group performances in an OSCE is helpful in
demonstrating to the faculty the areas of weakness in the educational program.[32]

There is no significant difference between the results of the OSCE evaluation and 
the promotion grade of the students. The effect of the intervention seems to be 
greater  in the weakest group, but  the power is too low to compare both groups 
statistically. It is known that the best predictor of effectiveness  is  the  mental ability 
and that clinical performance is not generally predicted by academic scores.  We 
did not  research on  the  empathy  and  motivation  to  be  a  doctor as  factors 
that  predict clinical and academic success.[41]  Learned  information  is  quickly  
lost  down  without practice. The courses given do not follow the same curricula in 
the traditonal classes.[42] It could be another factor. Future research is needed to 
evaluate the impact of this course on successful and unsuccessful students.

Further  research  is  necessary to evaluate students’ perceptions of this kind of 
training and evaluation. During the fnal meeting some students gave feedback and
they are satisfied with the OSCE. As mentioned by others, the students felt that they 
need more skills training to function beter in the rural areas.[30] It is well known 
that the OSCE examinaton results in improved feedback to students and staff.[31] 
Also is necessary to evaluate the retention of the skills improvement in a period of 
time  and  another  aspects as  the  correct  documentation  afer  the  event, team 
working, communicaton, interdisciplinary relatonships.[26][38]

The improvement of these skills may help to reduce Ecuador´s maternal mortality 
ratio that has been stabilized around 50 per 100,000 live births and it´s first cause 
of maternal  mortality:  postpartum  hemorrhage,   which   is  in  the  8th  position  
compared with Latin American countries (from less to more) and more than 10 
times as frequent as compared to European countries like Belgium.[20][43]

Limitatons of the study

A limited number of skills were tested using an OSCE. This is still not an “in the 
feld” situation and the real effect of the use of obstetrical skills during the rural 
years of the graduates needs to be assessed in the rural practices themselves.
It is unlikely that informaton was shared between the subsequent groups
students, or, even if it was, that it had no signifcant effect on scores during the
two days evaluation.[32] It was the first time that the observers were scoring an
OSCE, although they were trained before, this could lead to a bias in the students’
evaluaton. Also the observers were different in the two groups. However, other
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studies show that senior clinicians and faculty are reliable for the evaluation of 
clinical competences.[17] The use of fixed scoring lists and the standardisation of 
the OSCE stations have limited the possible bias.  

Implications for other medical schools in mid income countries

The results of this study are from a private University located in the southeastern 
part of Ecuador with a limited number of medical students. In this university, the 
skills lab was established successfully based on the findings of this report. More 
studies and also incentives are needed to implement skills lab training in other 
universities. 

Tran mentioned that to improve the skills lab it is necessary to integrate it into 
the existing curriculum, to increase time allocated for training certain skills, to 
ensure models/manikins are appropriate for the training, and to reconsider the 
requirements of students for each skill in the OSCE.[18]

A possible problem when other faculties want to implement a skills lab are, among 
other, personal commitment of one or two faculty members that engage in the 
project, available faculty time and allocation of premises.[32] However, worldwide 
innovative teaching methods are being implemented and medical school in these 
countries should be aware of this. [44][45]

In South Africa the Health Department is trying to train in-service the existing health 
workers to equip them with skills to render the required service needs. It remains 
the question for the recent graduates, what their outcomes should be? [46]

It is necessary to take into account that the undergraduate students still need regular 
training after their graduation to maintain the obstetrical skills competences, more 
if they will work in rural places. [26] 

Conclusion

Introducing perinatal skills training resulted in an important increase of skills in the 
students, compared to the basis master classes only.[25] The training in the skill 
laboratory and OSCE evaluation is a favorable area for the development of medical 
education in Ecuador and other mid-income countries. A skills laboratory proposes 
a space for students to develop their skills and to receive an objective assessment.
[18]

The culture in our faculty towards more hands on training increases. Perinatal skills 
are only one part of skills needed in the rural practice. The challenge is to implement 
clinical skills of other domains in a skills laboratory setting. 
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Bilateral scientific collaboration Belgium-Ecuador in the health area. 
Loja experience, a critical review

The aim of this chapter is to help the reader to understand the context of the research 
that was performed in the VLIR-UOS TEAM project between Universidad Técnica 
Particular de Loja and University of Antwerp.  Firstly, we will review the collaboration 
of the Flemish Interuniversity Council with Ecuador and the universities of Loja and 
Antwerp.  Then the project aims, and the process will be outlined.  The strengths 
and weaknesses of this challenging project will be discussed. Finally, we will offer a 
discussion of the outcomes, and efforts needed to achieve them.

Ecuador
Ecuador, South-American country with 16.5 million inhabitants in an area about nine 
times the size of Belgium, had by 2008 around 46% of people living under the National 
Poverty Line.  Since 2007, President Rafael Correa has introduced an ambitious state 
reform, including a new constitution that aims to progress towards a ‘universal 
social security system’.(1)  Since 2008, the Ministry of Health (MoH) has supported 
the implementation of a new Model of Family and Community Health Care and the 
creation of Basic Healthcare Teams (EBAS in Spanish).  The EBAS strategic document 
was published in 2012. The proper functioning of the model and the effectiveness 
of the work of EBAS depend heavily on the incorporation of highly trained human 
resources for Primary Health Care, including the role of medical specialists in family 
medicine.(2)  Family medicine is a specialty with three years training that has been 
offered in Ecuador since 1987. By 2008, the number of family medicine specialists was 
about 150.(3)

The collaboration of the Flemish Interuniversity Council (VLIR-UOS) with Ecuador. 
VLIR-UOS is a public utility institution founded by the Flemish Interuniversity Council 
(VLIR), an overarching consultative organization between the Flemish universities and 
the Belgian government. In 1998, the VLIR gained responsibility for the federal funds 
for university development cooperation of the Flemish universities and founded VLIR-
UOS as the VLIR-secretariat for university development cooperation. Ecuador is one of 
the 20 partner countries in Africa, Asia and Latin America in which VLIR –UOS funds 
university cooperation projects.  By 2012, a Country Strategy paper was elaborated 
served as reference framework for programming for calls and selections.(4) 

Each call has two types of interventions. TEAM is the name giving to departmental 
level cooperation projects of 4 years focusing on specific developmental themes. A 
South Initiatives funds small scale projects with a limited budget with a duration of 
two years. South initiatives can also be particularly interesting for young academics to
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get acquainted with higher education cooperation for development.(4)

The projects are initiated by Flemish academics and researchers, in cooperation with 
colleagues from universities or university colleges or research institutions in one of the 
partner countries.(4)

The cooperation project discussed here was developed before the Country Strategy 
paper of 2012. A proposal was presented in the 2010 VLIR call titled “Improving 
and strengthening quality for Family Medicine training in Ecuador, using capacity 
building and distance learning” with the two partners: University of Antwerp - UA 
and Universidad Técnica Particular de Loja - UTPL. The project aim was to improve 
Primary Health Care and Family Medicine (PHC/FM) in Ecuador. In the project, three 
PhD candidates were to initiate and evaluate the effects on the undergraduate medical 
curriculum reform on different aspects.  Candidates would be trained and incorporated 
as teachers and researchers in health care areas, strengthening the research capacity 
at the local and national levels.(5)  The proposal was developed based on previous 
work the “Salud de Altura” project of the Belgian Technical Cooperation. The proposal 
was developed based on previous work the “Salud de Altura” project of the Belgian 
Technical Cooperation. The objective of the project was to assist the improvement of 
the quality of health services and promote a public health insurance system in the 
Metropolitan District of Quito. Since the beginning in 2005, the project published 
manuals grouped in a series called ‘quality tools’ and in 2008, it established a strategic 
alliance with UTPL to implement a diploma course about ‘Quality and Management of 
Health Services’, starting in November 2009.

Two partners in the TEAM project: UTPL and University of Antwerp

The Universidad Técnica Particular de Loja, founded in 1976, is one of the larger 
universities in the country. It offers a wide range of courses: technical (engineering, 
architecture), social humanistic (education, psychology, sociology), administrative- 
financial and bio-medical.  It is a private institute mainly financed by student fees. 
Each year, about 18000 students participate in the distance education program and 
4000 students participate in courses at the campus. Although situated in the south of 
Ecuador, the university has expanded its coverage through a distance-learning network 
that now reaches the whole country. It has a remarkable expertise in distance-learning 
technology, infrastructure and know-how, combined with a social projection. In fact, 
many poor and middle-class people have access to further education through the 
distance learning methodology offered by UTPL, which allows the combination of work 
and study.(6)

UTPL has a dynamic and creative experience in teaching and training of doctors with 
some orientation towards Primary Health Care, but a limited experience in curriculum 
development, teaching tools, lab skills management, research and publications.(6)

The number of medical students at the Faculty of Medicine is high with an average 
between 500 to 600 students of the 18.000 students. Around 40 medical doctors 
graduate each year. 
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The basic doctors perform their obligatory rural year of medicine mainly in the 
provinces of Loja and Zamora Chinchipe (a remote Amazon area), with the help of an 
innovating project of telemedicine and on-line web support. This was in line with the 
distance education activities which are now the core of UTPL activities. 

The University of Antwerp participated in the proposal through its Department of 
Primary and Interdisciplinary Care.  The main research topics of this department at that 
time were: research on innovation in medical education, diabetes mellitus, respiratory 
tract infections, palliative care, sexual health, primary health care organization, inter-
professional collaboration, medical decision making, and evidence based medicine. 
With the proposed project, the Department aimed to facilitate family medicine training 
in Ecuador.(7)

In the project, a set of collaborative efforts between UA and UTPL were developed to 
improve medical education at the UTPL and within Ecuador.

The projects, objectives and processes

The TEAM  project “Improving and strengthening quality for Family Medicine training 
in Ecuador, using capacity building and distance learning” was carried out between 
June 2010 and June 2013, with a one-year extension until June 2014.(5) It had three 
main objectives: 

 1. Improvement of quality of health care in Ecuador through the 
                    identification of gaps and strengths in quality indicators in primary 
                    health care, family practice and medical education in the country. 
                    (RESEARCH) 
                     
 2. Better training of future and current family doctors, linked to local   
      needs and experiences; including changes in the core curriculum   
     (undergraduate, postgraduate and continuing medical education) and its   
                    assessment. (CAPACITY BUILDING), 
    
 3. Development and strengthening academic departments of Primary   
     Health Care and Family Medicine within medical faculties/universities,  
     so that they can develop and assure better training in undergraduate
     and postgraduate in the coming years and show the results to the
     scientific community (EXTENSION).

The South Initiative project, a subsequent extension, “To strengthen and build on 
medical curriculum reform at the UTPL, with emphasis on distance education and 
modern concepts of learning” began in November 2013, and ran until December 2015 
inclusive.  In addition to building on the progress and activities of the initial VLIR project, 
this project aimed to support undergraduate medical curriculum reform at the UTPL, 
with emphasis on modern concepts of teaching, and to extend this reform to other 
universities, which was in line with the current MoH strategy. 
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Main planned activities included development of modules for distance learning, 
capacity building for professors and networking and sharing of tools with other 
Ecuadorian universities with Family Medicine programs.(8)

In the budget of the TEAM project three PhD candidates could be paid during a three 
year period as toping up on their regular wages and income. One PhD candidate 
developed a project about obstetric skills needed in rural areas and this thesis 
describes the scientific outcomes. Other candidates resigned from the program for 
reasons mentioned below.

Key Results of the Project

The project achieved various results.  The most important results are: one PhD 
candidate finalizing the program being reported in this thesis, the incorporation of 
skills lab with changes in undergraduate curriculum, development of documents for 
the new curriculum at UTPL, networking and regional capacity building, educational 
website, and, academic exchange visits between the two partners UA and UTPL.

Completion of the PhD Program

The VLIR project provided for support to three PhD candidates. These were selected 
during the beginning of the project at UTPL. Two candidates were from Quito and 
other from Loja. Due to factors discussed below, only one candidate could complete 
the research and present a thesis.

A proposal titled `Improving obstetrical skills needed to practice in rural areas in 
Ecuador’ was developed by one PhD candidate (Galo Sánchez). Its aims were to 
find the skills that rural doctors need to practice in south eastern Ecuador, and to 
improve the performance and self-confidence of obstetrical providers through an 
educational intervention for students in their final year. The candidate will defend 
the thesis. 

The second candidate proposal was ‘Teaching shared decision-making by distance 
learning and teleconsultations’, with reference to the decision-making process in 
sexual and reproductive health topics, such as the choice of contraceptive methods. 
The first year focused on learning a software to code and evaluate the doctor-
patient interactions, and the second year was dedicated to a literature review 
of different databases to find relevant articles, translation and of a participatory 
decision-making scale and, training students to use a software program. After the 
recruitment and training of medical students of the UTPL for the focus groups and 
performance evaluation studies the research was abandoned without any reason 
and communication.

A third PhD student was recruited but, due to personal reasons (moving to another 
city, not speaking English sufficiently well) left the program after 6 months.
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Topping-up the wages of the PhD candidates was foreseen part of the project to 
allow time to dedicate for their research.  However, they needed to do many other
tasks like teaching at other universities or perform clinical work. This resulted in 
fragmented attention to the two PhD trajectories. Long distances and lack of local 
PhD supervision added to the difficulties of the two candidates that left the program.

Changes in undergraduate curriculum incorporate the skills lab

For the curriculum reform, the gradual approach to introduce new elements in the 
existing UTPL medical curriculum was continued.  During July and August 2011, an 
inventory of the few mannequins and materials available within the skills teaching 
was done. At the same time, the design for the skills lab teaching was initiated. 
The first draft describing the theoretical background, structure and content of the 
new skills lab was ready at the end of October. The draft content was based on the 
organization of the skills lab at UA.  

UTPL prepared a specific space for the skills lab until the renovation of the rooms take 
place with project funding.  However, doubts arose about the possibility to use VLIR 
funds for this purpose, and finally, the UTPL decided to finance the infrastructure 
works with its own means. In the meantime, the new semester started in the month 
of April and the infrastructure reforms took place during the summer holidays (July-
August 2012).

At the same time, the specific contents of the workshops were in the preparatory 
phase, to be implemented the skills lab, from September 2012 onwards. The skills 
lab was structured to address the different skills, according to the semester of the 
curriculum. For the first 5 semesters, the skills included nursing skills and cardio 
respiratory resuscitation. In the fifth semester, basic semiology was taught, while 
advanced semiology was in the seventh semester; gyneco-obstetric and other skills 
were part of ninth semester.

The decision was made to involve students in their seventh semester and onwards 
in the preparation of the skills lab for the first semesters, while gyneco-obstetric 
skills development formed part of this PhD thesis. Three students were assigned to 
prepare a specific workshop, a total of 30 students for 10 different workshops. Each 
workshop consisted of 20 minutes of explanation of the theoretical background and 
a video or a live demonstration of the new skill, followed by practical exercises during 
an hour and a quarter and an Objective Standardized Clinical Evaluation(OSCE) test 
at the end.

In addition, the three students who developed each session performed a specific 
investigation to evaluate the effect of the workshop, measured with the OSCE.  The 
first student compared the performance of the students at the end of the workshop 
and at the end of the semester. 
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A second student compared these results with the performance of students who 
never participated in this kind of workshop, and a third student compared the 
satisfaction of both teachers and students who participated in this new methodology. 
These investigations are part of the requirements of students to obtain their final 
diploma as graduated medical doctors, which should guarantee that all students 
fulfil the requirements.

Ten workshops for the third and fifth semesters have been completed, including the 
presentations, the videos, the methodology to use during the workshop and the 
OSCES, and their implementation started from September 2012 onwards. Modules 
that were introduced in the first year of the project (introductory course in semester 
one, doctor-patient relationship, BLS, CPR, Family Medicine) are part of the regular 
curriculum now.

The research results of the involvement of the students are quiet promising: students 
have created the workshops, feel the challenges of the new teaching methodologies 
and be apprentices as part of the process at the same time. They reported that the 
new methodologies will already benefit them, generating new dynamics within the 
faculty.  Also, they developed research skills during the process.

During the South Initiative project, pilot modules for Sexual and Reproductive 
Health were developed with innovative teaching methods and the competences 
defined by the MoH strategy.  Each module has a videoconference, a manual, a 
clinical case and a distance coaching with portfolio for each student. In total, 36 
internship students from 3 universities received this capacity building with good 
comments. All the material is still used and online at the website of the medicine 
school. 
(http://opencampus.utpl.edu.ec/courses/course-v1:UTPL+SARH+2017_OCT/
about)

The curriculum and methodology of teaching reform is still ongoing. Curriculum 
development in UTPL is continuing based on the consolidation of teaching staff and 
on the national obligatory accreditation process, in which all Medical Schools in 
Ecuador with their undergraduate medical students are involved. The main goal is 
to reinforce the competencies of the recent medical graduates. 

The skills lab development and implementation are still at the core of the curriculum 
changes, together with the problem-based learning, e-coaching, portfolio and 
different assessment methodologies.  Skills lab workshops and clinical cases in 
obstetrics were developed with the support of distance learning modules and 
e-coaching targeting sixth year students during their medical internship.  The way 
in which these modules have been developed and implemented was participatory 
between the staff and the students.  The experiences had been much appreciated 
and highly positive for both, and began an ongoing process for laboratory skills as 
an integral part for the undergraduate medical degree.
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The new curriculum

Different documents have been created as part of the changes in the curriculum. All 
processes started with a detailed analysis of the UTPL situation in comparison with 
UA. The main reference document is called ‘competencies to be achieved during 
the career’, and it shows the main objectives to be achieved in each semester in the 
transversal areas during all 6 years in research, clinical competences, clinical skills, 
communication skills and ethics. Another document, more extensive one, shows 
the details of the changes in each semester in relation with the general curriculum 
of the university and the changes in relation with the former curriculum. It shows 
for example, the number of hours given to each assignment, and the detail of each 
of the changes.

Although the UTPL has opted for a gradual change in the curriculum reorientation 
since the start of the project, this document reflects the profound changes that are 
happening, both in its focus as in its content.

Networking and regional capacity building

During the month of December 2011, a two-day workshop was organized for 
teachers and students to teach how to design educational videos. Topics included: 
basic principles for video production, composition of images, movements of the 
camera, script writing, development of a small project, edition and evaluation of 
the videos. Those who assisted to the workshop were involved in the development 
of educational materials for the website. A video camera, a microscope with digital 
imaging and a photo camera were purchased as part of a strategy to develop 
educational materials in house, and as support for the teaching faculty.

In March 2012, faculty had the opportunity to assist to a series of workshops, 
spread over a two-week period, to improve essential competences for teaching and 
research. The covered topics during the workshops were:

1. Skills needed for investigation and research:
 a. Search of biomedical information through internet
 b. Bibliography organization with Mendeley (free reference manager and  
      an academic social network)
 c. Scientific presentations and research protocols
2. Curriculum development:
 a. Competence based curriculum
 b. Teaching strategies for small and big student groups
 c. Assessment tools 

More than 30 faculty members assisted to the workshops, with the continuous 
and ongoing task to implement these strategies for the teaching preparation and 
implementation.  Further the spirit of group work, oriented towards a common strategy
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as a Faculty, was reinforced. In addition to an excellent evaluation by those who 
were part of the workshop, this workshop provided a strong impulse for the contin-
uous innovation of curriculum and teaching methodologies.

As part of the TEAM project, the UTPL hosted the “Congreso Ecuatoriano de Educación 
Médica”, in Loja from March 7th – 9th, 2013.  The focus of the educational medical 
congress was to show the academic challenges and innovation in the medicine 
undergraduate study plan.  During this event, representatives from Ecuadorian, 
Belgian and Chilean Universities reviewed and discussed undergraduate medical 
education reform and new tools for teaching through three topics: professional 
profile focus on Family Medicine versus future specialists, clear objectives of 
training; national and international context of the process of accreditation of 
medical careers; and, simulation and new learning tools: innovation in the process 
of quality training in basic sciences, preclinical and clinical.

Educational website

As part of the objective of improving communication about health issues and 
academic resources for students, teachers and the public a website was developed. 
(http://esalud.utpl.edu.ec/ ).  Students created materials under the supervision of 
a tutor and the lab coordinator. In total, 28 students, 7 tutors and the skills lab 
coordinator were chosen to create the didactic materials and implemented the 
workshops with the other students. The 14 Obstetric-Gynecological workshops 
organized in 5 general themes were completed by ninth year medical students from 
the UTPL.

Faculty exchanges between Antwerp and Loja

As part of the two projects, the UTPL received technical advisory visits by senior 
medical professors of the UA and other Belgian medical schools. During visits 
and throughout the projects, these professors assisted the UTPL to evaluate its 
curriculum and propose capacity building and changes to align undergraduate 
medical curriculum with international stands and modern teaching methods. In 
addition, the Director of the UTPL Health Sciences Department and several UTPL 
faculty were given scholarship visits to the UA, where they could participate in 
trainings and observe the Belgian Primary Care medical education system. During 
these visits, medical faculty from both institutions worked together to further 
revise the UTPL curriculum and integrate new teaching methods and tools. These 
exchanges permitted to develop writing and presentation skills, and to share 
research experiences.

The former dean of the faculty of Medicine, visited University of Antwerp in May 
2012, to better understand the practical implementation of a competence based 
and Family Medicine oriented curriculum, the skills lab, and the interaction between 
health services and university. This visit strengthened the interaction between both 
universities and the transfer of know-how. For this purpose, a formal and long term 
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interinstitutional agreement between the Faculty of Medicine in UA and the School 
of Medicine of the UTPL was developed.  This agreement includes the exchange of 
teachers and students, of knowledge and methodologies. A similar agreement was 
signed between the UTPL and the Universidad Católica de Chile.

The faculty from UA visited the UTPL several times to teach some courses as 
assessment tools, evidence based medicine; and to share experiences with the local 
faculty. Also, they spent time with the PhD candidates to support this process.

The advances of the obstetric skills research were presented at the European Gen-
eral Practice Research Network (EGPRN) meetings in Antwerp, Belgium (2012) and 
in Attard, Malta (2013) during the research stays at UA.

What the project accomplished

Based on respect, patience, consistent effort and open bilateral communication the 
projects achieved the results planned: 
 - The up to date curriculum at UTPL with the insertion of skills lab and
     other teaching and assessment methods. 
 - The implementation of the skills lab. 
 - The finalization of one PhD candidate  

What was not achieved, but was part of the plans

The project did not accomplish these plans:
 - Distance learning platform.  Although there is a website, the resources to  
    develop a platform were insufficient: human resources (faculty,
    technicians) and financial.
 - Family Practice: after the changes due to regulatory rules the Family 
                practice center in Loja has been closed.  Political internal issues not   
                 permit the development of a family practice specialty during the project
 - Two PhD left the program as discussed above. 

Strengths and weakness of the projects

The PhD candidates had to employ time to work and do the study activities required.  
They did not have half time or full time to do the PhD trajectory. The support from 
the project helps in the international internships and some in the national studies.  
It is necessary that the national universities prepare the time and organization to 
the teachers that need or wanted to become PhD candidate.

In conclusion, due to these projects, the UTPL improved its core medical curriculum. 
Important was the introduction of some aspects of competency-based training 
regarding clinical skills. A skills lab was set up and continues to function. 
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Furthermore, completion of one PhD candidate as part of the project shows that 
capacity building at the research level is possible.

A brief analysis using the points of attention grids for bilateral projects  

Global collaborations are not always easy, and implementation can be limited 
by many potential barriers, some of which may be unique to the countries and 
institutions that are involved. Some of the barriers encountered during these 
projects were related to lack of cooperation and administrative issues at the local 
university.(9) De Grijs argues that successful modern research collaborations may 
have ten points of attention to accomplish. We retrospectively analyzed the level of 
accomplishment using this grid of points of attention in Table 1.(10) 

Table 1. Points of attention in bilateral projects and some critical remarks regarding 
the VLIR-UOS cooperation projects. 
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Source: Adapted from de Grijs R. Ten Simple Rules for Establishing International Research Collabora-
tions. (10)

Capacity building in the Projects

According to Potter and Brough, capacity building must meet a series of hierarchical 
needs in a logical order to accomplish the results. Some dimensions are “easier” 
and more technically complex, such as tools elaborated; and others “harder” 
and more socio-cultural complex, such as structures, systems and roles.  Capacity 
building is more than providing training courses, giving equipment or constructing 
buildings. It has to address the real needs of the institution that will receive it.(11) 
Personal capacity and governances remains critical in the capacity-building pyramid. 
Personal capacity refers to be confident with their knowledge and skills as technical, 
interpersonal or specific role related, and their motivation to be trained and open 
mind to new knowledge.  The governance refers to the structure and systems that 
allow the flow of information, money and managerial decisions in function of the 
projects.(11)(12) 

Cash-Gibson et al propose high priority capacity building areas as a sustainable 
process of creation of action-oriented products and activities. A briefly review of 
the results of the VLIR collaboration meet this areas:(13)

1) Research skills and training/networks 

Most institutions depend on individual leadership capacity without skills to 
negotiate and influence medical education decisions to improve health care within 
the country.(12) Conducting research projects, making joint publications and 
increasing the levels of conference attendance permits to develop, conduct, and 
provide leadership.(9)(14) 

The ability of the PhD candidate to conduct research in the home country, and the 
visits to the supporting institution (UA),successfully established the professional
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relationships and will facilitate future collaboration.(13)(14) 

2) Institutional and national research infrastructure; 

Capacity to conduct scientific research in low and middle income countries are often 
limited by insufficient research training, scarce financial and material resources, 
inadequate research output, and the emigration of researchers.(13)  The projects 
achieved some research training at local university thanks to financial and material 
resources.

It is important for Ecuador to establish policies for the adoption of a brain gain 
approach.  It will develop continuing yielding benefits without losing their 
professional positions and the access to their expatriates and their professional 
network.(14) Regulatory hurdles that need to be resolved are the paperwork 
burden and additional training for sites and investigators.(9)

The health sector in Ecuador is characterized by fragmentation and segmentation, 
and by a chronic instability.(15) The fragmentation is also seen at university level, 
with about 22 faculties of medicine country-wide for a population of 16 million Ec-
uadorians. Teamwork is not encouraged, and nor is an interdisciplinary approach.  
The government start to standardize the minimal requirements and competencies 
for the basic doctors at all the faculties, facing some barriers based on this lack of 
collaboration and knowledge.  

3) Research implementation and system performance; 

To overcome limited national resources, it is necessary to build a sustainable re-
search capacity to conduct locally-relevant, high priority research. The implemen-
tation of research priorities should be systematic and focus on the most relevant 
challenges to most efficiently use resources.  The counterpart has to provide the 
opportunity to use the skills taught.(13)  The collaboration permits the local team 
and the partners to growth.(16)

Other countries and regions have initiated national and international collaboration 
policies. For example some universities in China have established program alliances 
for scientific success.(17)

4) Social appropriation of knowledge

The best partnerships are rooted in trust, humility, cooperation, diversity of thought, 
and bilateral engagement. These partnerships are grounded on the principle that 
cross-cultural experiences are enriching and that each partner involved experiences 
mutual benefits.(18)(19)

UTPL across the projects develop the tools for the skills lab training based on the 
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knowledge of UA and the results of the PhD research in basic skills and Gynecology 
and obstetrics ones. 

A SWOT analysis of bilateral collaboration. 

A SWOT analysis to find strengths and weaknesses, and the opportunities and threats 
is a simple and visible way to look at our bilateral project.  It permits reflection and 
helps identify accomplishments and difficulties in the projects. 

                                          Chapter 6  

The main strengths were the trust of coincidence on the objectives to accomplish 
and the most important financial issues even the threats were change of authorities 
with local management related with needs of the university.  Only one PhD candidate 
had the empowerment to get the finish line even that the research environment 
was not favorable.

Conclusions and Recommendations. 

To answer the question ‘Was what worth the effort?’ many of the above should 
be considered and it is difficult to answer with yes or no. Certainly, a number 
of sustainable changes were implemented like the attention that is paid to 
competencies instead of knowledge in the undergraduate medical curriculum.  

Some things have not been addressed (lie distant learning and the family medicine 
training practice) or only have been temporarily in place like the student portfolio 
and 360 degrees evaluation.
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Strengths Opportunities
• Trust between individuals
• Mutually aligned needs (UA wanted to share 
and UTPL wanted to receive the knowledge)
• Financing as VLIR-UOS provided adequate 
means)
• Capacity at UA
• PhD is an individual growth into the academics. 

• Communication using skype, face 
to face, WhatsApp, etc..
• Eagerness of Ecuadorian faculty 
to learn
• Faculty of various universities 
want to collaborate

Weakness Threats
• Supportive environment for research in Loja and 
Ecuador is still lacking
• PhD Candidates’ Empowerment had many com-
peting tasks 
• Choice of PhD candidates could be more strict
• Language and communication problems
• PhD is not a life changer for Ecuadorian academ-
ics, it depends in each university.
• Number of goals in the project too high to 
accomplish

• Deans and local management in 
Ecuador have very short life cycles
• Politics and laws from the central 
government that affect the Univer-
sities. 
• Local investments in improvement 
of Ecuadorian universities may be 
sub optimal



Although not all the goals were met, it can be argued the total budget was well spend, 
starting with the deep changes in the curriculum (contents and methodology), the 
skills lab functioning, the increase of training capacity, the experiences and visit 
exchanges of the academic staff and this PhD thesis. More careful selection of the 
PhD candidates and closer supervision would certainly be an asset in future projects.

                                          Chapter 6  

102



                                          Chapter 6  

References

1.  Constitucion de la República del Ecuador. Ecuador; 2008. 

2.  Modelo de Atención Integral del Sistema Nacional de Salud. Ministerio de  
 Salud Pública del Ecuador; 2012. 

3.  Romero N, Díaz R, Tinoco E, Valle M. La medicina familiar en Ecuador.   
 Atención Primaria. 2006 Nov;38(9):515–6. 

4.  VLIR-UOS sharing minds, changing lives [Internet]. [cited 2016 Oct 1].   
 Available from: http://www.vliruos.be/en/

5.  Universidad Técnica Particular de Loja, University of Antwerpen.
  “Improving and strengthening quality for Family Medicine training in 
 Ecuador, using capacity building and distance learning.” Project - ZEIN  
 2010PR377; 2010. 

6.  UTPL - Universidad Técnica Particular de Loja [Internet]. 2017.
  Available from: http://www.utpl.edu.ec/

7.  University of Antwerp [Internet]. [2017.
 Available from: https://www.uantwerpen.be

8.  Universidad Técnica Particular de Loja, University of Antwerpen. 
 To strengthen and build on medical curriculum reform at the UTPL, 
 with emphasis on distance education and modern concepts of learning.   
 Agreement - ZEIN2013Z139; 2013. 

9.  Valdivieso M, Corn BW, Dancey JE, Wickerham DL, Horvath LE, Perez EA, 
 et al. The globalization of cooperative groups. Seminars in Oncology.   
 2015;42(5):693–712. 

10.  de Grijs R. Ten Simple Rules for Establishing International Research Collab 
 orations. PLoS Computational Biology. 2015;11(10):1–7. 

11.  Potter C, Brough R. Systemic capacity building: a hierarchy of needs.   
 Health policy and planning. 2004 Sep 1;19(5):336–45. 

12.  Nakanjako D, Namagala E, Semeere A, Kigozi J, Sempa J, Ddamulira JB,
  et al. Global health leadership training in resource-limited settings: a   
    

103



 
 
 collaborative approach by academic institutions and local health care 
 programs in Uganda. Human resources for health. 2015;13(1):87. 

13.  Cash-Gibson L, Guerra G, Salgado-de-Snyder VN. SDH-NET: a South–North- 
 South collaboration to build sustainable research capacities on social 
 determinants of health in low- and middle-income countries. Health 
 Research Policy and Systems. 2015;13(1):45. 

14.  Aceituno-Aceituno P, Romero-Martínez SJ, Victor-Ponce P, García-Núñez J.  
 An analysis of national collaboration with Spanish researchers abroad 
 in the health sciences. Health Research Policy and Systems. 
 2015 Dec 7;13(1):67. 

15.  Lucio R, Villacrés N, Henríquez R. Sistema de salud de Ecuador. Salud 
 Pública de México. 2011;53(1):177–87. 

16.  Mataya AA. Editorial – The 2015 African Journal Partnership Project
  Meeting in Malawi : Continental progress via continental breakfasts 
 and intercontinental collaboration. Malawi medical journal : the journal of  
 Medical Association of Malawi. 2015;27(2):40. 

17.  Jia H. Alliances for scientific success. Nature. 2015;528(7582):S187–9. 

18.  Tupe DA, Kern SB, Salvant S, Talero P. Building International Sustainable   
 Partnerships in Occupational Therapy: A Case Study. Occupational 
 Therapy International. 2015;22(3, SI):131–40. 

19.  Witchger Hansen AM. Crossing Borders: A Qualitative Study of How 
 Occupational Therapy Educators and Scholars Develop and Sustain Global  
 Partnerships. Occupational therapy international. 2015 Sep;22(3):152–62. 

20.  Instituto Nacional de Estadísticas y Censos. Ecuador en Cifras [Internet].   
 2015. Available from: http://www.ecuadorencifras.gob.ec/

21.  Barrientos M, Soria C. Index Mundi [Internet]. 2013. 
 Available from: www.indexmundi.com

22.  Anderson JM, Etches D. Prevention and management of postpartum
 hemorrhage. American family physician. 2007;75(6):875–82. 

                                          Chapter 6  

104





General Discussion

CHAPTER 7





Chapter 7: 

General Discussion

General Discussion

This thesis focuses on a bilateral project between the Universidad Técnica Particular 
de Loja (Ecuador) and the University of Antwerp (Belgium). The focus was to improve 
the proficiency of obstetrical skills needed to work as rural doctor during the 
compulsory year in Ecuador. This is an important topic as these young doctors are 
often working in isolated areas with no supervision. Using different study designs we 
gathered new insights in the gaps on their prior training in obstetrical skills during 
the undergraduate curriculum and the work they are doing one year later during 
the rural year.  Furthermore, we tried to learn from this bilateral cooperation.   

A brief introduction

Ecuador, a northwestern country of South America, has over 15 million inhabitants 
of which one third (36%) lives in rural areas.(1)  Ecuador´s maternal mortality ratio 
stabilized around 92 per 100,000 live births and the first cause of maternal mortality 
is postpartum hemorrhage. This is more than 10 times as frequent as compared to 
European countries like Belgium.(2)(3) In the health system of Ecuador, the public 
sector represents 85% of the country´s health services while the private sector 
represents the remaining 15%.(4) Patients are free to choose the place of service 
and provider.(5)

Undergraduate medical education in Ecuador has been influenced by Flexner’s 
pedagogical principles.(6) The under-graduate medical curriculum comprises 
three years of instruction in pre-clinical subjects followed by three years of 
clinical education in teaching hospitals.(7)  The preclinical phase is received in 
big auditoriums with lectures and reading material. The clinical phase is mostly 
constructed around lecture-based clinical training in urban teaching hospitals as 
the optimal way to learn and practice skills.(6)(8)  Medical training is provided in 
large cities by public and private universities. Students have little or no contact 
with rural areas until their sixth and final year.(9) The sixth year is an internship 
program divided in five rotation areas: clinical, surgery, emergency, gynecology and 
obstetrics, and pre-rural.(10)(11)

All basic doctors who finish their training are required to serve one year in rural 
areas to obtain their license to practice and they are called rural doctors.(12) Some 
information suggested that these rural year does not meet its proposed objectives.
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Although the experience seems gratifying professionally and personally the 
provision of medical care to Ecuador’s most vulnerable populations remains sub 
optimal.(13)(14) (15)

Indeed, these rural doctors have to resolve many obstetrical and gynecologic 
problems because of the absence of medical specialists.(16)(17)(18)(19)  Thus, 
the rural doctors require perinatal skills like care for pregnant women, including 
deliveries, postpartum checks, complications and emergencies during labor and the 
care of the newborn.(20)

The rural doctor´s education may play an important role in the observed 
phenomenon of high perinatal and maternal complications. However, at the start 
of this thesis, no data was available on the quality of the education of these rural 
doctors that proceeded the period of taking the responsibilities in the rural setting.

The aim of this thesis was therefore to gain further insight into two major issues.  
Firstly, it was important to identify the essential hands-on obstetrical skills that are 
needed in the rural areas of Ecuador and how rural doctors perceive themselves as 
competent.   Second, we aimed to improve the performance and self-confidence of 
the rural doctors in obstetrical skills through an educational intervention for final-
year medical students in Southeastern Ecuador.

Among the reasons to start this thesis was the changing landscape in higher 
education in Ecuador through the implementation of a curriculum evaluation by 
government offices,(21) the  wish by the UTPL to implement a skills laboratory, and; 
the availability of the funding of VLIR – UOS project.

In this general discussion, we summarize the research findings and make some policy 
recommendations that offer possibilities to improve obstetrical skills in undergrad 
students to them to be prepared for the rural year.  Finally, some interesting topics 
for future collaboration and research are suggested.

Summary of findings

In chapter two, we express the need for research in the skills needed by a recent 
graduate in a rural area and how they were trained.  The need is described for 
a common, comprehensive profile that addresses health needs and clinical 
competences in line with real settings encountered after graduation and this 
requires a continuous updating of university curriculum.(9)(22)(23)  Little was known 
about the competencies of recent graduates in rural areas regarding maternal and 
obstetrical care. The magnitude of the mismatch between training in the medical 
schools and medical practice in rural areas was felt as a major issue to address in the 
subsequent part of the work of this thesis.
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In chapter three, we investigated if the recent graduates are enough prepared 
to perform obstetric skills in their rural compulsory year.  This observational 
analysis through a web based survey found a gap between the medical needs of 
population in rural areas and training provided during the clerkship experiences of 
physicians during their rural service year. Skills rated important for rural practice, 
like ‘episiotomy and repair’ or ‘speculum examination during pregnancy’, were not 
seen nor practiced by up to 45% of respondents. It is imperative to ensure that 
rural doctors are appropriately trained and skilled in the performance of routine 
obstetrical duties. This will help to decrease perinatal morbidity and mortality in 
rural Ecuador.(24)

In chapter four, we researched rural doctors’ attitudes of training of obstetrical 
skills during the preceding period of the undergraduate training. Focus groups were 
conducted among 23 rural doctors who work in marginalized urban and rural areas 
in Loja province. Rural doctors answered the following questions: What did you 
think of the obstetric training you received at the university where you completed 
your medical training? Were you required to perform any obstetric skills during your 
rural service?  If there was a specific skill that you could not perform due to lack of 
knowledge or practice, how did you resolve the related obstetric problems?(25)

The participants described two predominant themes: 1) the undergraduate 
theoretical teaching process of obstetrical skills and 2) the practice experiences 
during the clinical attachment.  Not all required skills are taught and internalized 
during undergraduate rotations including internship. There is no definition of the 
recent graduate profile that determines a standard for medical undergraduate 
education. Rural doctors expressed lack of knowledge and practice for the obstetrical 
skills that they were required to perform. There is an urgent need to identify a 
baseline undergraduate curriculum that meets the country needs.(25)

These research findings enable us to recommend the authorities to find a profile 
for the recent graduate basic doctor and implement changes into the curriculum to 
include rural practices and to create and improve the skills lab.

In  chapter five, we measured the effect of a brief educational intervention to improve 
the performance of obstetrical skills in two subsequent groups of fifth year students 
thought an Objective Structured Clinical Examination (OSCE). The blueprint of the 
OSCE was framed with respect to the learning objectives of the basic doctor to work 
in rural places and addresses some of the root elements of the maternal mortality 
causes in the country.  In 2012, the Faculty of Medicine of the UTPL started a project 
to investigate the added value of a skills laboratory in their curriculum. Therefore, 
the obstetrical training modules encompassed six skills related with the care of the 
pregnant women: 1. Taking blood pressure, 2. Pelvic examination, 3. Labor delivery 
control and use of partogram, 4. Episiotomy and repair, 5. Postpartum hemorrhage 
management and 6. New born resuscitation.
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It was the first time that educational benefits of a skills laboratory were evaluated in 
this country. The results show that the first cohort without skills laboratory training 
scored significantly less than the second group with skill laboratory training. A 
significant increase was observed in the item scores and in the global scores. The 
global score for each skill showed an improvement except for Neonatal resuscitation. 
The main conclusion therefore is that the performance of these skills using training 
sessions in the skills laboratory can actually be improved.(26)

The Chapter 6, aims to help the reader of this thesis to understand the context of 
the research that was performed in the VLIR-UOS TEAM project of the two partners 
UTPL and University of Antwerp. We developed an analysis of the strengths and 
weaknesses of this challenging project and the answer to the question: was it 
all worth the effort?  The effort to develop the project with all the strengths and 
weakness give some important results like the implementation of the skills lab at 
UTPL and the capacity to develop new modules focusing on competencies rather 
than on knowledge using the skills labs.  Using colloquia in Ecuador both local 
(for trainers at the UTPL) and regional (so open for other universities) and visits 
of Ecuadorean staff to Antwerp knowledge and skills were shared so enhancing 
educational capacity use of some modern insights. Finally, this thesis adds to the 
increase of research capacity of Ecuador.

The constant changes in the UTPL university (like changing deans and the researchers 
that were engaged in our project) were unforeseen and possibly one of the weakest 
points of this bilateral collaboration.  However, the commitment of individuals that 
participates, mutual trust and the support each other added to results of this work.  
The retrospective analysis of rules to successful modern research collaborations is 
a point to start for future works.

Limitations of the thesis

Loja is a southern province in Ecuador with a population of around 450.000 
inhabitants. The findings in this thesis need careful appreciation because of the 
selection of students and rural doctors that took part in the research.  It must be 
cautious in generalizing the results of the thesis.   Most of the students in the studies 
that are reported in this thesis come from a private university Universidad Técnica 
Particular de Loja, in Loja, that received about 90 students per year and about 40 
to 60% eventually graduate. The only data achieved from the public university is 
that 600 students begin in the first year and 250 finished. However, since 2016 the 
government took control over the public university system there is an allowance of 
only 80 students.  

The research did not analyze internship experiences in function of the University 
students graduated from.  In the absence of a basic curriculum and common profile 
for Ecuador the recent graduates’ basic doctors have differences in their knowledge, 
skills and attitudes.
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The results show a lack of practical skills of obstetric medical students of the private 
university and how they improve with a short intervention by laboratory skills at this 
University. Rural doctors who collaborate in the survey study (chapter 3) and come 
from other universities indicate that they have not received these skills during their 
training.  So maybe students from other universities do not acquire those skills in 
their universities either.  It is important to mention that possible effects of memory 
recall of the clerkships experience affected the results even the recent graduates 
are now facing the problems of doing rural service.

We did not study the difference of gender in the chapter 3 and 4.  Some studies have 
shown that men may have performed more procedures than their female colleagues 
in the last years of their career.(30) And, female gender was a strong predictor of 
achieving competence (28) and there is no gender differences in the perceptions of 
attitudes and skills of cultural competences.(29) Gender differences may therefore 
be one point of interest in further work and when design the curriculum we need 
to attentive to this issue.

It is necessary to acknowledge that the research did not study actual behavior at the 
rural places and only have gathered indirect evidence. This problem has been tackled 
by Rethans et all who made a distinction between competence and performance.
(27) There may be a mismatch between subjective and recall data (chapter four) 
and the observational studies in in-vitro settings like skills lab with actual rural 
practice (chapter five). Other authors used similar data collection methods with 
the aim to improve the medical education from this general statements about the 
undergraduate education.(31)(32)(33)(34)

There is a possibility of confounding in the assessment of students of the two groups.
(chapter 5) Different observers could put a high or low grade in those students that 
they know even the instructions given for assessment. As mentioned in limitations 
of the study it could be a bias in the student`s evaluation. We try to diminish the 
potential confounding effect by choosing senior clinicians faculty for the evaluation 
of clinical competences.  The use of fixed scoring lists and the standardization of the 
OSCE stations have limited the possible bias.(26)(35)

The research focused in the domain of obstetrical skills, and we did not study 
competences of students in relation to other areas of medicine like, among 
others, important skills related to chronic diseases as hypertension, diabetes, 
chronic obstructive pulmonary disease, or other problems.  In the light of changing 
demographics, these domains also need urgent attention for both research and 
improvement.

Suggestions for undergraduate education and research

With the results obtained from this research in obstetric skills we have gained 
knowledge of the gap between the teaching and the practice needs for rural areas. 
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One of the most important issues for future work encompasses the need to ensure 
quality of medical health care in the country. This will be difficult exercise because 
the lack of stability of some authorities and a charge of administrative issues at the 
universities. We formulate some suggestions for future work in the next paragraphs. 

a) New competences for the basic doctor

It is necessary to have standardization in medical curriculum and competences 
in the country. We observed that in Ecuador, there is no standard undergraduate 
medical curriculum. We did not focus on chronic diseases which will become more 
and more important also in Ecuador.(36)

We have some international examples of competences as CanMEDs and ACGME that 
some universities around the world have taken it in account with their adjustments 
and cultural issues.(37) 

The CanMEDS is the competency framework for medical education developed by 
the Royal College of Physicians and Surgeons of Canada. It was a collaborative effort 
from Royal College Fellows and staff, family physicians and other medical educators, 
to enhance physician competence, professional practice and patient care. The seven 
CanMEDS Roles are medical expert, communicator, collaborator, manager, health 
advocate, scholar and professional. This initiative has defined a contemporary 
framework of medical competencies aligned with the needs of today’s society.(37)

The Accreditation Council for Graduate Medical Education (ACGME) and American 
Board of Medical Specialties (ABMS) jointly identified six domains of general 
competencies that reliably and accurately depicts residents’ ability to care for 
patients and to work effectively in healthcare delivery systems. They are patient 
care, medical knowledge, practice-based learning and improvement, interpersonal 
and communication skills, professionalism and systems-based practice. (38) 

Therefore, we suggest the following points to recommend to the authorities:

 - adopt one of the model and adjust into the country needs with the 
                 participation of the university leaders and the government.
 - compare competency framework of each university with international   
    frameworks.  
 - compare the competences delivered by the universities using innovative  
    methods like OSCEs, portfolio and direct observations in practice.

b) How to meet real skills need in rural practice into the curriculum?

We found a gap between the teaching and the practice needs in rural areas. 
Therefore, future research on this topic can measure knowledge, skills and behaviors 
with objective structured clinical examinations prior and after the internship or 
rural compulsory year. 

                                          Chapter 7  

113



Maybe we found this problem in urban areas or in other areas of medicine as chron-
ic diseases, traumatology problems, communication among others.  Also, the pecu-
liarities of the health system need to be considered, perhaps this basic doctor do 
not know how the system works.   In this thesis, we highlight the obstetrical skills 
needs. The changes in the curriculum should be based in this type of research. Oth-
er lines to investigate should be: Improvement of skills in communication, in chronic 
diseases, in tropical diseases, etc. 

c) Assessment of undergraduate competences

Extending the study using other sources of feedback and assessment could provide 
a more complete appraisal of competence in obstetrical skills required for the 
rural year. The assessment in the country focuses in “knows” and “knows how” 
into the Miller Pyramid related to knowledge and competence and using multiple 
choice question to evaluate. They need to evaluate “shows how” level by OSCEs for 
example and integrate the use of portfolio.(39)  Some personal experiences view 
the use of portfolio as log book and this need to be changed. The ideas are: 

 - develop obstetrics skills modules with its OSCE´s (Objective 
   Structured Clinical Examination);
 - review the assessment methods for a skills laboratory; 
 - develop assessment methods for the internship year that measure all the  
    competences needed, not only professional;
 - introduce portfolio assessment, formative and summative, in the under  
    graduate curricula;
 - improve the quality of the experiences during clerkships and internship;

d) One-year compulsory rural year

At present the compulsory rural year is an essential step in the training of medical 
doctors. But some questions need to be answered: Does the compulsory rural 
health service accomplish their commitment in Ecuador? Do we need to change to 
optative rural year or we should enforce with a continuous medical education? May 
the residents have spent some part of the time in those rural areas.

e) Health workforce development in Ecuador 

Research is needed to know how to achieve policies focus on the development of 
human resources for health competent and committed over an extended period? 
Interventions need to develop a workforce to strengthen the health system as a 
whole.  Evidence shows that competence can be assured through initial education 
along with continuous professional development.
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How to develop a long-term capacity building within national and community health 
systems is another area to do research. The development of health workforce for 
horizontal health strategies leaving aside vertical ones, and what working conditions 
permit to maintain their competence.

f) Interuniversity research and assessment 

The universities in Ecuador must develop interuniversity relationships to increase 
exchange and research. A common research collaboration agenda, for instance in 
the field of medical undergraduate education may help in this respect.

g Suggestions for future billateral collabpration 

Based on the review of what was (not) achieved in chapter 6, the framework planed 
from De Grijs that argues that successful modern research collaborations may 
should use. It has ten points to accomplish.  (40)

Rule
1: Clarify Why You Might Want to Start an International Research Collaboration
2: Consider the Characteristics Your International Collaborator Must Have
3: Consider Practical Approaches to Establishing the Relationship
4: Define the Type of Collaboration You Want to Pursue
5: Clearly Define the Main Goals and Expected Outcomes
6: Be Aware of the Most Important Obstacles to Establishing the Relationship
7: Discuss Dissemination Policies as well as Intellectual Property Rights at an Early Stage
8: Consider and Clarify the Extent to Which You Are Prepared to Share Resources
9: Avoid Conflicts of Interest
10: Be Aware of Potential Funding Opportunities

For the case of Ecuador, it is especially important to select the best PhD candidates 
and make sure they can spend enough time on the work. Also, be aware of frequent 
changes of professionals and get the new leaders on board.
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In conclusion 

This thesis shows that the competence of basic doctors regarding obstetrical skills 
needed in rural areas need to improve. We suggest improving the skills lab training 
in Loja and introduce skill lab training in other universities. Skill lab training needs 
also be expanded to other areas like chronic diseases and other skills. More work 
is needed to explore teaching opportunities in the real-life settings during the 
rural years. This may help to improve patient care by the young medical doctors of 
Ecuador.

Our international collaboration serves as an example of overcoming to the people 
involved in the project.  In addition to the technical part we build friendship bonds 
to continue building bridges and start new projects. To this end, future bilateral 
collaboration and the recently started project in Loja about intercultural topic 
should be alert in the steps on effective collaboration.
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Chapter 8: 

Summary

Understanding the importance and reality of the obstetrical skills of senior medical 
students in Ecuador is fundamental to reach educational goals and improve medical 
training.  The Health System in Ecuador, a south American country with more than 
16 million inhabitants(1), has two sectors: public and private.  The public sector 
represents 85% of the country´s health services while the private sector represents 
15%.(2) Most of the services are organized according to level of complexity. Private 
insurances cover 3% of the middle and upper income population most of whom live 
in urban areas.(2)(3) Patients are free to choose the place of service and provider.

For 2014, obstetrical complications account for maternal mortality rate (MMR) 
around 49 per 100.000 live births.(1) The leading preventable cause of maternal 
mortality is postpartum hemorrhage, although the MSP provides protocols based 
on high quality evidence and implementing hands-on teaching programs like 
Advance Life  Support in Obstetrics.(4)

In the year 2014 it is estimated 20.35 physicians per 10,000 inhabitants. (1) Medical 
education in Ecuador, as in the rest of Latin American countries, has been influenced 
by Flexner’s pedagogical principles based on teaching hospitals.  (5) Students have 
little or no contact with rural areas until their  sixth and final year.(6) The sixth year 
is an internship program divided in five rotation areas: clinical, surgery, emergency, 
gynecology and obstetrics, and pre-rural. (7)(8) There is no clear profile of the 
recent graduate medical doctor at the national level.

After an evaluation of the higher education system obliged by a constitutional 
mandate only 19 medical schools offer the required education needed to obtain 
the title of Physician.(9)

All the graduates in medicine, dentistry, midwifery and nursing have to serve one 
year in work inherent to the National Rural Health Plan as a prerequisite to the 
registration of titles and practice in Ecuador.  This year is called “medicatura rural” 
and the new graduates are called “medico rural”.  A large proportion of the work in 
rural areas seems to be related to pregnancy and obstetrical work.  

Any unresolved obstetric complication has to be transferred to the nearest hospital, 
most of which are on average two hours away from the sub centers, despite 
improvement and recovery of local roads in recent years. Rural areas always have 
important demographic and geographic differences compared with large cities but 
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Ecuadorian medical schools do not integrate a specific part related to the “rural” 
problems in their curriculum. Rural practitioners are more likely to provide obstetric 
care and to perform more procedures than their urban counterparts most of the 
time due to a lack of specialists in rural communities(10)(11)(12)(13). Thus rural 
practitioners require perinatal skills like care for pregnant women, including 
deliveries, postpartum checks, complications and emergencies during labor and the 
care of the newborn(14). At present we are largely unaware how the students learn 
clinical obstetrical skills during their training. Our focus on obstetrical skills may 
contribute to know if the training that medical students receive at the universities 
meets theneeds for the compulsory rural year.

The current doctoral thesis aims to gain further insight into two major issues: 

 1. To identify the essential hands-on obstetrical skills that are needed 
 in the rural areas of Ecuador and how they perceive themselves as 
 competent.   
 2. To improve the performance and self-confidence of obstetrical skills   
 through an educational intervention for final-year medical students in 
 Southeastern Ecuador.

To accomplish this we formulated three research questions:

 1. What are the perceived needs of the students and teachers about the   
 hands-on skills necessary for rural practice year in Southeastern Ecuador?
 2. Are the rural doctors prepared with the necessary obstetrical skills to   
 practice in rural areas?  Do they have the opportunity to learn and practice?  
 3. Can we improve the obstetrical skills needed to practice in rural areas in  
 final year students?

In chapter 2 it is argued why we need more research in medical education and 
competences in Ecuador. We introduce some arguments of medical education in 
Ecuador describe below and we explore the possible solutions to improve research 
about it. The magnitude of the mismatch between training in the medical schools 
and medical practice in rural areas need to be addressed.  Aware of the current 
problems of medical education a committee concluded that the new generation of 
doctors needs knowledge of health systems and, competences and skills that match 
specific contexts in a globalized world.(15) Carrillo et al. showed the rapid growth 
of the medical education system in this country.  One of the biggest reasons of the 
observed translation on poor training of the graduates may be that the faculty is 
very volatile and the teaching methods are not meeting modern standards.(16)

In chapter 3 we examine if the undergraduate curriculum matches the needs of 
recent graduates during the rural year. We examine the importance of the obstetric 
skills as perceived by final year students, internship, rural doctors and faculty, the 
learning experience of each and the mismatch of the training. In this study we have 
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noted the gap between the medical needs of populations in rural areas and training 
provided during the clerkship experiences of physicians during their rural service 
year. It is imperative to ensure that rural doctors are appropriately trained and 
skilled in the performance of routine obstetrical duties. This will help to decrease 
perinatal morbidity and mortality in rural Ecuador.(17)

Chapter 4 is a qualitative study among rural doctors. The objective is to present the 
gaps in their training related to the problems faced by recent graduates in acquiring 
skills and clerkship learning experiences. The majority of participants describe two 
predominant themes: the undergraduate theoretical teaching process of obstetrical 
skills and the practice experiences during the clinical attachment.  Not all required 
skills are taught and internalize during undergraduate rotations including internship. 
There is no definition of the recent graduate profile that determines a standard for 
medical education. Rural doctors expressed lack of knowledge and practice for the 
obstetrical skills that they were required to perform. There is an urgent need to 
identify a baseline undergraduate curriculum that meets the country needs. (18)

In chapter 5 we used the Objective Structured Clinical Evaluations (OSCEs) to assess 
the proficiency of obstetrical skills in final year medical students.  We show the need 
to incorporate a skills lab into the medical curriculum as one way to improve skills 
in the recent graduates. The main conclusion therefore is that the performance 
of these skills can be significantly better when using training sessions in the skills 
laboratory, compared to giving only master classes. (19)

In chapter 6 we present a critical review of the international collaboration 
experience between the Universidad Técnica Particular de Loja and University of 
Antwerp through the VLIR-UOS funding. The effort to develop the project with all 
the strengths and weakness give results in the improvement of Family medicine and 
capacity building with the consecution of one doctorate and the incorporation of 
new assessment methods.

Some avenues for further work were elaborated in the big themes as: Competences 
for the basic doctor; How to meet the real skills need in rural practice into the 
curriculum?; assessment of undergraduate competences; One year compulsory 
rural year; and, Interuniversity research and assessment.
 

                                          Chapter 8  

126



Hoofdstuk 8: 

Samenvatting

                                       Hoofdstuk 8  

127

Het gezondheidssysteem in Ecuador, een Zuid_Amerikaans land met meer dan 16 
miljoen inwoners (1) heeft 2 sectoren: de publieke en de private. De publieke sector 
vertegenwoordigt 85% van de zorgvoorzieningen, terwijl de private sector 15% 
voor zich neemt.  (2) Private verzekeringen verzorgen 3% van de middel en hogere 
inkomensgroepen, die meestal  in stedelijke omgeving wonen. (2)(3) Patiënten 
kiezen vrij hun medische diensten en voorzieningen.

In 2014 waren verloskundige complicaties verantwoordelijk voor moederlijke 
sterfte in 49 per 100.000 geboorten. (1) De grootste (te voorkomen) oorzaak hierbij 
is post partum bloeding. Nochthans vorziet de overheid in hoge kwaliteitsprotocols 
en training programmas voor Advance Life Support in verloskunde. (4)

In 2014 waren er 20.35 artsen per 10.000 inwoners. (1) De Medische opleiding in 
Ecuador, is zoals in de meeste Latijs Amerikaanse landen, gebaseerd op Flexner’s 
pedagogische principes : namelijk onderwijs in het hospitaal. (5) Studenten hebben 
weinig of geen contact met patiënten in rurale gebieden tenzij op het einde van hun 
zesde en laatste jaar. (6) Dit zesde jaar in een stagejaar verdeeld in vijf onderdelen: 
interne geneeskunde, chirurgie, spoedgeneeskunde, gynaecologie en verloskunde 
en “pre-rural” (7) (8). Er is geen duidelijk profile voor de recent afgestudeerde 
arts op nationaal niveau. Na een centraal georganiseerde evaluatie van het hoger 
onderwijs systeem, zijn er slechts 19 medische scholen die de vereiste accreditering 
halen voor de opleiding tot arts (9).

Alle afgestudeerde artsen, tandartsen, verpleegsters en vroedvrouwen zijn 
verplicht om 1 jaar te werken in rurale gebieden, end it is een vereiste om hun 
diploma te kunnen registreren. Dit jaar wordt “medicatura rural” genoemd en de 
nieuwe afgestudeerden worden “medico rural” genoemd. Een groot aandeel van 
het werk tijdens dit rural jaar is gerelateerd aan zwangerschap en bevalling. Elke 
onopgeloste obstetrische complicatie moet worden getransfereerd naar het dichts 
bijzijnde hospitaal. De meeste hospitalen zijn twee uur verwijderd van de rurale 
regio’s, niettegenstaande de recente verbetering van de wegen. Er is een groot 
demografisch en geografisch verschil tussen deze landelijke regio’s en de steden, 
maar in de medische opleiding is er geen specifike aandact voor de problematieken 
verbonden aan deze regio’s. 

Artsen in de landelijke regio’s worden meer verondersteld om obstetrische zorg te 
verlenen en om verloskundige procedures uit te voeren, ook al om dat er meestal 
geen specialisten voorhanden zijn in deze landelijke gemeenschappen.(10-11-12-
13).
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Dus artsen in deze landelijke regio’s, hebben vaardigheden nodig zoals zorg voor de 
zwangere vrouw, met inbegrip van bevallingen, postpartum opvolging, complicaties 
en urgenties tijdens arbeid en bevalling, en de zorg voor de pasgeborene (14).

Onze focus op verloskundige vaardigheden in deze thesis hoopt bij te dragen tot de 
kennis of de opleiding die studenten krijgen op de universiteit voldoende is om aan 
de slag te kunnen gaan in deze landelijke regio’s.

Volgende twee belangrijke topics worden onderzocht in deze thesis:

 1. Wat zijn de essentiële verloskundige vaardigheden die nodig 
 zijn in de rurale regio’s in Ecuador? En wanneer ben je competent?

 2. Hoe kunnen we de performantie en de zelfzekerheid op gebied van 
 verloskundige vaardigheden verbeteren bij laatste jaars medische 
 studenten in Zuid-Oost Ecuador.

Volgende onderzoeksvragen worden gesteld:

 1. Wat zijn de noden van studenten en opleiders aan klinische 
 vaardigheden, nodig voor het werken in landelijke regio’s in 
 Zuid – Oost Ecuador?

 2. Zijn deze “rural” artsen voorbereid en hebben ze de nodige 
 verloskundige vaardigheden om te werken in deze regio’s. Hebben ze 
 de mogelijkheid om deze vaardigheden aan te leren en in te oefenen

 3. Kunnen we de nodige verloskundige vaardigheden verbeteren bij de 
 laatste jaars studenten?

Hoofdstuk 2 beschrijft waarom we meer onderzoek nodig hebben in medisch 
onderwijs in Ecuador. Er is een duidelijke mismatch tussen de opleiding in de 
medische scholen, en de nodige competenties op het werkveld. De toekomstige 
artsen hebben nood aan kennis en competenties en vaardigheden die ze in staat 
stellen om te werken in een geglobaliseerde wereld. Carillo et al. toonde de zeer 
snelle groei aan van het medisch onderwijs in dit land. (15). Belangrijke redenen van 
de minder accurate medische opleiding kunnen zijn dat de faculteitsorganene erg 
wisselen, en dat de onderwijs methoden niet voldoen aan moderne standaarden. 
(16)

In hoofdstuk 3 onderzoeken we of de basisopleiding voldoende tegemoet komt aan 
de noden van pas afgestudeerde artsen die in rurale regio’s werken. End it vooral op 
gebeid van verloskundige vaardigheden. Er is duidelijk een verschil tussen de kennis 
die in het basiscurriculum en op stage wordt aangeleerd en de noden van de rurale 
bevolking.  Het is van groot belang dat rurale  artsen voldoende zijn opgeleid in deze 
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verloskundige vaardigheden. Dit kan helpen om de maternele sterfte in rural 
Ecuador terug te dringen. (1)

Hoofdstuk 4 is een kwalitatieve studie bij rural dokters. Het objectief is om leemtes 
te ontdekken in de opleiding, met betrekking tot de problemen die ze ervaren 
op het werkveld. De meeste deelnemers beschrijven twee dominante thema’s: 
de theoretische benadering van verloskundige onderwerpen, en het gebrek aan 
klinische training tijdens de stages. (18)

In hoofdstuk 5 is er een OSCE (Objective Structured Clinical Evaluations) gebruikt 
om de verloskudige vaardigheden te meten bij laatstejaars studenten. De nood aan 
een vaardighedenlabo wordt geïllustreerd om deze vaardigheden aan te leren. De 
hoofdconclusie is dat de performantie van verloskundige vaardigheden verbetert 
wanneer deze aangeleerd worden tijdens de opleiding in een vaardighedenlabo in 
plaats van in theoretische lessen. (19)

Hoofdstuk 6 is een kritische bespreking van de internationale samenwerking tussen 
Universidad Técnica Particular de Loja en de universiteit van Antwerpen in een VLIR-
UOS  project.

 



Capítulo 8: 

Comprender la importancia del estudio sobre las destrezas obstétricas de los 
estudiantes de los últimos años de medicina en Ecuador es fundamental para lograr 
los objetivos académicos y mejorar la formación médica. El Sistema de Salud en 
Ecuador, un país sudamericano con más de 16 millones de habitantes en el año 
2017,(1) tiene dos sectores: público y privado. El sector público representa el 85% 
de los servicios de salud del país, mientras que el sector privado representa el 
15%.(2) La mayoría de los servicios están organizados de acuerdo con el nivel de 
complejidad. Los seguros privados cubren el 3% de la población de ingresos medio 
y alto, la mayoría de los cuales viven en áreas urbanas. (2)(3)  Los pacientes pueden 
elegir libremente el lugar de servicio y el proveedor.

En el año 2014, la tasa de mortalidad materna (MMR) estaba alrededor de 49 por 
cada 100.000 nacidos vivos.(1) La principal causa prevenible de mortalidad materna 
sigue siendo la hemorragia posparto, a `pesar de que el MSP ha proporcionado 
protocolos basados en evidencia de alta calidad e implementa programas de 
enseñanza práctica como Advance Life Support en Obstetrics.(4)

En el año 2014 había 20,35 médicos por cada 10,000 habitantes. (1) La educación 
médica en Ecuador, como en el resto de los países latinoamericanos, ha sido 
influenciada por los principios pedagógicos de Flexner basados en hospitales 
docentes. (5) Los estudiantes tienen poco o ningún contacto con las áreas rurales 
hasta su sexto y último año. (6) El sexto año es un programa de internado dividido 
en cinco áreas de rotación: clínica, cirugía, emergencia, ginecología y obstetricia, 
y prerural. (7)(8)  No hay un perfil definido del médico recién graduado a  nivel 
nacional.

Después de una evaluación del sistema de educación superior obligada por un 
mandato constitucional, se encontró que solo 19 escuelas de medicina cumplían 
con la educación requerida para obtener el título de Médico.(9)

Todos los graduados en medicina, odontología, obstetricia y enfermería deben 
cumplir un año de trabajo inherente al Plan Nacional de Salud Rural como requisito 
previo para el registro de títulos y la práctica profesional en Ecuador. Este año 
se llama “medicina rural” y a los nuevos graduados se los llaman “médico rural”. 
Una gran proporción del trabajo en las áreas rurales parece estar relacionada con 
el embarazo y el parto. Cualquier complicación obstétrica no resuelta debe ser 
transferida al hospital más cercano, la mayoría de los cuales están en promedio a 
dos horas de distancia de los subcentros, a pesar de la mejora y la recuperación de 
las carreteras locales en los últimos años. 

Resumen
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Las áreas rurales siempre tienen importantes diferencias demográficas y geográficas 
en comparación con las grandes ciudades, pero las escuelas de medicina ecuatorianas 
no integran en el currículo los problemas “rurales” en su plan de estudios.

Los médicos rurales brindan más atención obstétrica y realizan más procedimientos 
debido a falta de especialistas en comunidades rurales; no así sus contrapartes 
urbanas.(10)(11)(12)(13)  Por lo tanto, los profesionales rurales requieren 
habilidades perinatales como la atención a las mujeres embarazadas, incluidos 
partos, controles de posparto, complicaciones y emergencias durante el trabajo de 
parto y el cuidado del recién nacido.(14)  En la actualidad, se desconoce en gran 
medida cómo los estudiantes aprenden habilidades obstétricas clínicas durante su 
entrenamiento. Este enfoque en las habilidades obstétricas puede contribuir para 
conocer si la formación que los estudiantes de medicina reciben en las universidades 
cumple con las necesidades del año rural obligatorio.

Esta tesis doctoral tiene como objetivo obtener una mayor comprensión de dos 
cuestiones principales:

 1. Identificar las habilidades obstétricas esenciales que se necesitan
  en las áreas rurales de Ecuador y cómo se perciben los médicos rurales a 
 sí mismos como competentes.
 
 2. Mejorar el rendimiento y la autoconfianza de las habilidades obstétricas  
 a través de una intervención educativa para estudiantes de medicina de   
 último año en el sureste de Ecuador.

Con la finalidad de alcanzar este objetivo, se formularon tres preguntas de 
investigación:

 1. ¿Cuáles son las necesidades percibidas de los estudiantes y 
 maestros     sobre las habilidades prácticas necesarias para el año de 
 práctica rural en el sureste de Ecuador?

 2.¿Los médicos rurales están preparados con las habilidades 
 obstétricas necesarias para ejercer en las zonas rurales? ¿Tienen 
 la oportunidad de aprender y practicar?

 3. ¿Se pueden mejorar las habilidades obstétricas necesarias 
 para practicar en áreas rurales en estudiantes de último año?

En el capítulo 2 se argumenta por qué se necesita más investigación en educación 
médica y competencias en Ecuador.  Se presentan algunos argumentos de la 
educación médica en Ecuador y se describen y exploran las posibles soluciones 
para mejorar la investigación al respecto. Además se aborda la magnitud de la falta 
de correspondencia entre la formación en las facultades de medicina y la práctica 
médica en las zonas rurales.
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Consciente de los problemas actuales de la educación médica, un comité concluyó 
que la nueva generación de médicos necesita conocimiento de los sistemas de salud 
y de las competencias y habilidades que coinciden con contextos específicos en un 
mundo globalizado. (15)  Carrillo et al. mostró el rápido crecimiento del sistema 
de educación médica en este país. Una de las principales razones observada de la 
mala formación de los graduados puede ser que los docentes son muy volátiles 
y los métodos de enseñanza no cumplen con los estándares modernos. (16)

En el capítulo 3 se examina si el plan de estudios de pregrado coincide con 
las necesidades de los recién graduados durante el año rural. Se estudia la 
importancia de las habilidades obstétricas tal como las perciben los médicos 
rurales, la experiencia de aprendizaje de cada uno y la falta de coincidencia de la 
formación. En este estudio, sobresalió la brecha existente entre las necesidades 
médicas de las poblaciones en áreas rurales y la formación brindada durante 
las experiencias de pasantías de los médicos durante su año de servicio rural. 
Por ello es imperativo garantizar que los médicos rurales estén debidamente 
capacitados en el desempeño de las destrezas obstétricas de rutina. Esto 
ayudará a disminuir la morbilidad y mortalidad perinatal en el Ecuador rural.(17)

El Capítulo 4 es un estudio cualitativo de los médicos rurales. El objetivo es 
presentar las brechas en su formación relacionadas con los problemas que 
enfrentan los recién graduados en la adquisición de habilidades y experiencias de 
aprendizaje. La mayoría de los participantes describen dos temas predominantes: 
el proceso de enseñanza teórica de pregrado de habilidades obstétricas y las 
experiencias de práctica durante las rotaciones clínicas. No todas las habilidades 
requeridas se enseñan e internalizan durante las rotaciones de pregrado, 
incluido el internado. No existe una definición del perfil del recién graduado que 
determine un estándar para la educación médica. Los médicos rurales expresaron 
falta de conocimiento y práctica sobre las habilidades obstétricas que debían 
realizar. En este sentido es claro que existe una necesidad urgente de identificar 
un currículo básico de pregrado que satisfaga las necesidades del país. (18)

En el capítulo 5, se utilizan las Evaluaciones Clínicas Objetivas Estructuradas (OSCE, 
por sus siglas en inglés) para evaluar la competencia de las habilidades obstétricas 
en los estudiantes de medicina de último año. Se demuestra la necesidad de 
incorporar un laboratorio de habilidades en el plan de estudios de medicina 
como una forma de mejorar las habilidades de los recién graduados. Por lo tanto, 
la conclusión principal es que el rendimiento de estas habilidades puede ser 
significativamente mejor cuando se utilizan sesiones de formación en el laboratorio 
de destrezas, en comparación con la impartición de clases magistrales.(19)

En el capítulo 6 se presenta una revisión crítica de la experiencia de colaboración 
internacional entre la Universidad Técnica Particular de Loja y la Universidad 
de Amberes a través de la financiación de VLIR-UOS. El esfuerzo por desarrollar 
el proyecto con todas sus fortalezas y debilidades trajo como resultado el 
mejoramiento de la medicina familiar y el desarrollo de capacidades con la
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consecución de un doctorado y la incorporación de nuevos métodos de evaluación.

Algunas sugerencias para estudios de investigaciones posteriores se pueden 
resumir en los siguientes grandes temas: competencias del médico básico; 
¿cómo satisfacer las habilidades reales necesarias en la práctica rural 
en el plan de estudios ?; evaluación de las competencias de pregrado; 
año rural obligatorio; e, investigación y evaluación interuniversitaria
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Kapitel 8: 

Es ist von grundlegender Bedeutung die Realität und die Tragweite der Qualifikation 
der Geburtshilfen von Post-Medizinstudenten in Ecuador zu verstehen, um dessen 
Bildungsziele zu erreichen und die medizinische Ausbildung zu verbessern.  Das 
Gesundheitssystem in Ecuador, einem südamerikanisches Land mit mehr als 16 
Millionen Einwohnern(1), besteht aus zwei Bereichen: dem öffentlichen und dem 
privaten Sektor.  Der öffentliche Sektor stellt 85% der Gesundheitsdienstleistungen 
des Landes dar, während der private Sektor 15% ausmacht(2). Die meisten 
Dienstleistungen sind nach dem Grad der Komplexität gegliedert. Private 
Versicherungen decken 3% der Bevölkerung mit mittlerem und gehobenem 
Einkommen ab, von denen die meisten in städtischen Gebieten leben(2)(3). Diese 
Patienten können den Ort der Dienstleistung und des Anbieters frei auswählen.

Im Jahr 2014 liegt die Anzahl von Komplikationen bei den Geburtshilflichen bei etwa 
49 von 100.000 Lebendgeburten, die für die die Müttersterblichkeitsrate (MMR) 
verantwortlich sind(1). Die häufigste vermeidbare Ursache für die Müttersterblichkeit 
ist die postpartale Blutung, obwohl das ecuadorianische Gesundheitsministerium 
(MSP) Protokolle entwickelt hat, die auf qualitativ hochwertigen Beweisen beruhen 
und praktische Lehrprogramme wie das „Advance Life Support in Obstetrics“(4) 
implementiert hat.

Im Jahr 2014 gab es schätzungsweise 20,35 Ärzte pro 10.000 Einwohner (1). Die 
medizinische Ausbildung in Ecuador, wie auch in den anderen lateinamerikanischen 
Ländern, wurde von Flexners pädagogischen Prinzipien beeinflusst, die auf den 
Universitätsklinikum basieren (6). Das sechste Jahr ist ein Praktikumsprogramm, das 
in fünf Rotationsbereiche unterteilt ist: Klinik, Chirurgie, Notfallmedizin, Gynäkologie 
und Geburtshilfe, und dem sog. Pre-rural. (7)(8) Es gibt auf nationaler Ebene kein 
klares Profil eines Arztes, welcher kürzlich seine Ausbildung abgeschlossen hat.

Nach einer verfassungsrechtlich vorgeschriebenen Evaluierung des Hochschulsystems 
bieten nur 19 medizinische Fakultäten die notwendige Ausbildung für den Erwerb 
des Arzttitels an(9).

Alle Absolventen der Fachrichtungen Medizin, Zahnmedizin, Geburtshilfe und 
Krankenpflege müssen ein Jahr lang im Rahmen des nationalen Gesundheitsplans 
in den ländlichen Raum arbeiten, um ihren Abschluss registrieren zu können und 
somit arbeiten zu dürfen.  Dieses Jahr heißt “medicatura rural” und die neuen 
Absolventen heißen “medico rural”.  Ein großer Teil der Arbeit in ländlichen Gebieten 
scheint mit Schwangerschaften und Geburtshilfen zu tun zu haben.  Jede ungeklärte 
Komplikation in der Geburtshilfe muss in das nächstgelegene Krankenhaus verlegt 
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werden, von dem die meisten im Durchschnitt zwei Stunden von den 
Gesundheitsunterzentren entfernt sind, trotz der Verbesserung und 
Wiederherstellung der örtlichen Straßen in den letzten Jahren. Ländliche Gebiete 
weisen im Vergleich zu Großstädten immer große demographische und geographische 
Unterschiede auf, aber die ecuadorianischen Ausbildungsstätten für Medizin 
integrieren keinen spezifischen Teil der “ländlichen” Probleme in ihren Lehrplan.

Die medicos rurales sind aufgrund des Mangels an Fachkräften in ländlichen 
Gemeinden (10)(11)(12)(12)(13) eher in der Situation, geburtshilfliche Hilfe zu leisten 
und mehr Behandlungen durchzuführen als ihre städtischen Kollegen. Aus diesem 
Grund benötigen sie perinatale Fähigkeiten wie die Betreuung schwangerer Frauen, 
einschließlich Entbindungen, postpartale Kontrollen, Komplikationen und Notfälle 
während der Geburt und der Pflege des Neugeborenen(14). Derzeit ist es weitgehend 
unbekannt, wie die Studenten während ihrer Ausbildung klinische Fähigkeiten in der 
Geburtenhilfe erlernen. Der Fokus auf geburtshilfliche Fähigkeiten will herausfinden, 
ob die Ausbildung, die die Medizinstudenten an den Universitäten erhalten, den 
Bedürfnissen des obligatorischen Praxisjahres im ländlichen Raum entspricht.

In diesem Kontext zielt diese Dissertation auf folgendes ab:

 1. Identifizierung der wesentlichen  geburtshilflichen Fähigkeiten, die
  in den  ländlichen Gebieten Ecuadors benötigt werden, und der Art und 
 Weise, wie die Landärzte sich selbst als kompetent empfinden.   

 2. Verbesserung der Leistung und des Selbstbewusstsein der    
 Fähigkeiten in der Geburtenhilfe durch eine pädagogische Intervention für  
 Medizinstudenten im letzten Studienjahr im Südosten Ecuadors.

Um dies zu erreichen, wurden drei Forschungsfragen formuliert: 

 1. Welche Bedürfnisse haben die Auszubildenden und die Ausbilder   
 bezüglich der praktischen Fähigkeiten, die für das ländliche Praxisjahr in   
 Südost-Ecuador notwendig sind?

 2. Sind die Landärzte mit den notwendigen Fähigkeiten für die 
 Geburtshilfe vorbereitet, um im ländlichen Raum zu praktizieren? 
 Haben sie die Möglichkeit zu lernen und zu üben?  

 3. Können die Fähigkeiten in der Geburtshilfe verbessert werden, die für 
 die Praxis im ländlichen Gebieten im letzten Studienjahr erforderlich sind?

In Kapitel 2 wird argumentiert, warum mehr Forschung  und Kompetenzen in der 
medizinischen Ausbildung in Ecuador gebraucht wird. Einige Argumente der mediz-
inischen Ausbildung in Ecuador werden vorgestellt und die möglichen Lösungen 
erforscht.
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Das Ausmaß des Missverhältnisses zwischen der Ausbildung an den medizinischen 
Fakultäten und der medizinischen Praxis in ländlichen Gebieten muss angegangen 
werden.  Auf der Grundlage der aktuellen Probleme der medizinischen Ausbildung 
kam ein Komitee zu dem Schluss, dass die neue Generation von Ärzten Kenntnisse 
über die Gesundheitssysteme,  sowie passende Kompetenzen und Fähigkeiten 
benötigen. (15) Carrillo et al. zeigten das rasante Wachstum des medizinischen 
Bildungssystems in diesem Land.  Einer der Hauptgründe für die schlechte 
Ausbildung der Absolventen kann darin liegen, dass die Fakultät sehr volatil 
ist und die Lehrmethoden nicht den modernen Standards entsprechen(16).

In Kapitel 3 wird untersucht, ob der Lehrplan des Bachelor-Studiengangs den 
Bedürfnissen der Absolventen während des ländlichen Jahres entspricht. Weiterhin 
wird die Bedeutung der Fähigkeiten in der Geburtenhilfe analysiert, wie diese 
Fähigkeiten von Studenten des letzten Studienjahres, Praktikanten, Landärzten und 
Lehrkräften wahrgenommen werden und die Lernerfahrungen jedes Einzelnen, 
sowie das Missverhältnis der Ausbildung werden dargestellt.  In dieser Studie 
wurde die Kluft zwischen dem medizinischen Bedarf der Bevölkerung in ländlichen 
Gebieten und der Ausbildung von Absolventen während ihres Dienstjahres 
festgestellt. In diesem Sinne muss unbedingt sichergestellt werden, dass die 
Landärzte angemessen ausgebildet und qualifiziert sind, um die routinemäßigen 
Aufgaben in der Geburtenhilfe zu erfüllen. Dies wird dazu beitragen, die perinatale 
Morbidität und Mortalität im ländlichen Gebiet Ecuadors zu verringern(17). 

Kapitel 4 ist eine qualitative Studie über Landärzten. Das Ziel besteht darin, 
die Lücken in ihrer Ausbildung im Zusammenhang mit den Problemen der 
Absolventen der letzten Jahre beim Erwerb von Qualifikationen und bei der 
Erlangung von Praktikumserfahrungen aufzuzeigen. Die Mehrheit der Teilnehmer 
beschrieb zwei überwiegende Problematiken: den theoretischen Lehrprozess 
der geburtshilflichen Fähigkeiten und die Praxiserfahrungen während des 
klinischen Attachments.  Nicht alle erforderlichen Fähigkeiten werden während 
des Studiums vermittelt und verinnerlicht, einschließlich des Praktikums. Es gibt 
keine Definition des aktuellen Absolventenprofils, das einen Standard für die 
medizinische Ausbildung festlegt. Landärzte äußerten einen Mangel an Wissen 
und an Praxiserfahrung  in der Geburtenhilfe, die sie ausführen mussten. Es 
besteht die dringende Notwendigkeit, einen Basislehrplan für den Bachelor-
Studiengang zu finden, der den Bedürfnissen des Landes entspricht.(18)

In Kapitel 5 wurde die Objective Structured Clinical Evaluations (OSCEs) 
verwendet, um die Kompetenz der Geburtshilfe von Medizinstudenten im 
letzten Studienjahr zu beurteilen.  Es wurde die Notwendigkeit festgestellt, ein 
Skills Lab in den medizinischen Lehrplan zu integrieren, zur Verbesserung der 
Fähigkeiten der Absolventen. Daher ist die wichtigste Schlussfolgerung, dass die 
Leistung dieser Fertigkeiten bei der Nutzung von Trainingseinheiten im Skills-
Labor deutlich besser sein kann als bei der Durchführung von Meisterkursen.(19)
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In Kapitel 6 wird ein kritischer Überblick über die Erfahrungen der internationalen 
Zusammenarbeit zwischen der Universidad Técnica Particular de Loja und der 
Universität Antwerpen im Rahmen der VLIR-UOS-Förderung vorgestellt. Das 
Bestreben, das Projekt mit allen Stärken und Schwächen weiterzuentwickeln, 
führt zur Verbesserung der Familienmedizin und zum Kapazitätsaufbau mit der 
Einreichung einer Dissertation und der Einführung neuer Bewertungsmethoden.

Einige Ansatzpunkte für die weitere Arbeit wurden in den großen 
Themenbereichen wie: Kompetenzen für den Basisarzt; Wie kann man 
den tatsächlichen Bedarf an Fertigkeiten in der ländlichen Praxis in den 
Lehrplan aufnehmen? Bewertung der Kompetenzen von Studenten; ein 
obligatorisches ländliches Jahr; und, Interuniversitäre Forschung und Bewertung.
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Consentimiento Informado para Participantes de Investigación 

El propósito de este consentimiento es proveer a los participantes en esta investigación 
con una clara explicación de la naturaleza de la misma, así como de su rol en ella como 
participantes.

La presente investigación es conducida por el Dr. Galo Sánchez del Hierro de la Universidad 
Técnica Particular de Loja en base a un Convenio UTPL- Universidad de Amberes -VLIR.   El 
objetivo de esta investigación es identificar las destrezas prácticas en obstetricia que los 
estudiantes de medicina necesitan para realizar su año de medicina rural y su experiencia 
de aprendizaje en la Escuela de Medicina.

Si usted accede a participar en este estudio, se le pedirá responder este cuestionario que 
tomará aproximadamente 10 minutos de su tiempo. 

La participación en este estudio es estrictamente voluntaria. La información que se recoja 
será confidencial y no se usará para ningún otro propósito fuera de los de esta investigación. 
Sus respuestas al cuestionario serán anónimas. 

Si tiene alguna duda sobre este proyecto, puede contactarse con el investigador mediante 
correo electrónico  gsanchez@utpl.edu.ec   Igualmente, puede negarse en participar del 
proyecto sin que eso lo perjudique en ninguna forma. 

Desde ya le agradecemos su participación. 

AUTORIZACION. 

He sido informado que la presente investigación es conducida por el Dr. Galo Sánchez del 
Hierro de la Universidad Técnica Particular de Loja en base al Convenio UTPL- Universidad 
de Amberes -VLIR.   El objetivo de esta investigación es identificar las destrezas prácticas en 
obstetricia que los estudiantes de medicina necesitan para realizar su año de medicina rural 
y su experiencia de aprendizaje en la Escuela de Medicina.

Declaro que me han indicado que tendré que responder el cuestionario en un tiempo 
aproximado de 10 minutos, que la información que se recoja será confidencial y no se usará 
para ningún otro propósito fuera de los de este estudio sin mi consentimiento.

Reconozco que mi participación es estrictamente voluntaria y que puedo negarme a 
participar sin que eso me perjudique en ninguna forma. Y, de tener alguna duda sobre este 
proyecto, puedo contactarme con el investigador mediante el siguiente correo electrónico 
gsanchez@utpl.edu.ec .

SI ACEPTO participar   NO ACEPTO participar

Favor colocar su firma sobre la decisión que ha tomado.
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Destrezas necesarias para resolver problemas obstétricos durante el año de prác-
tica rural
Este cuestionario pretende conocer cuales son las destrezas necesarias para resolver prob-
lemas obstetricos durante el año de medicina rural en Ecuador y cuál ha sido su experien-
cia de aprendizaje en la Escuela de Medicina. 

La encuesta toma un tiempo de 10 minutos.

Esta encuesta es parte de una investigación para mejorar las competencias de los estudi-
antes de medicina y los médicos en su año de medicina rural.

Le agradecemos por su colaboración y ayuda. 

Galo Sánchez del Hierro
Especialista en Medicina Familiar
* En que universidad estudia, trabaja (profesores) o se graduó (rurales): 

  Escuela Superior Politécnica del Chimboraz   
  Pontificia Universidad Católica del Ecuador
  Universidad Católica de Cuenca
  Universidad Católica de Santiago de Guayaquil
  Universidad Central del Ecuador
  Universidad Cristiana Latinoamericana
  Universidad Especialidades Espíritu Santo   
  Universidad Internacional del Ecuador
  Universidad Laica Eloy Alfaro de Manabí   
  Universidad Laica Vicente Rocafuerte de Guayaquil
  Universidad Nacional de Chimborazo   
  Universidad Nacional de Loja
  Universidad Regional Autónoma de los Andes   
  Universidad San Francisco de Quito
  Universidad Tecnológica Equinoccial   
  Universidad Técnica Particular de Loja
  Universidad Técnica de Ambato
  Universidad Técnica de Babahoyo
  Universidad Técnica de Machala
  Universidad Técnica de Manabí
  Universidad de Cuenca
  Universidad de Guayaquil
  Universidad de las Americas
  Universidad del Azuay

  Si no esta en la lista, favor indique los datos aqui 
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* Usted es:   Estudiante de año o semestre inferior  
  Estudiante 5to año (9no y 10mo semestre)  Internado Rotativo   Profesor   
  Medico Rural   Residente de Postgrado Medicina Familiar 
  Residente de Postgrado Emergencias Residente de Postgrado de Gineco-obstetricia

* Al momento Usted estudia o trabaja en: (escoja la provincia)
  Azuay  El Oro  Los Ríos  Pichincha   Bolívar   
  Esmeraldas Manabí   Santa Elena Cañar  Galápagos  
  Carchi   Morona-Santiago Guayas  Napo  Sucumbíos 
  Chimborazo   Imbabura Orellana  Tungurahua Cotopaxi
  Loja  Pastaza  Zamora-Chinchipe      Santo Domingo de los Tsáchilas
  
* Sexo y Edad * EDAD  * SEXO (F ó M)  

* ¿Cuál de las siguientes destrezas generales, usted cree que los médicos recién graduados 
deberían realizar para resolver problemas obstétricos?

muy en 
desac-
uerdo

en 
desac-
uerdo

indeci-
so 

de acu-
erdo 

muy 
de ac-
uerdo

NA

Reanimación cardiopulmonar básica

Reanimación cardiopulmonar avanzada

Reanimación de recién nacido

Toma de la presión arterial

Medir la glucosa en sangre capilar

Insertar un catéter transuretral (foley)

Realizar examen microscópico de orina

Administración de medicamentos IV- IM

Colocar una vía central

Colocar una vía periférica

Realizar gota gruesa y fina en placa para 
malaria
Realizar test rápido de VIH

Realizar cateterización de vena/arteria 
umbilical
Tomar una muestra de sangre venosa

Colocar un implante de hormonas

Colocar un DIU

Examen microscópico de descarga vag-
inal
Toma de muestra para papanicolao

Realizar dilatación y curetaje

Alguna destreza que desee agregar
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* ¿Cuantas veces ha practicado en clase estas destrezas generales?
No ha 
recibi-
do ni 
practi-
cado

Ha re-
cibido, 
no ha 
practi-
cado

Prac-
ticado 
una 
vez

Prac-
ticado 
tres 
veces 

Prac-
ticado 
10 
veces 
o mas

NA

Reanimación cardiopulmonar básica

Reanimación cardiopulmonar avanzada

Reanimación de recién nacido

Toma de la presión arterial

Medir la glucosa en sangre capilar

Insertar un catéter transuretral (foley)

Realizar examen microscópico de orina

Administración de medicamentos IV- IM

Colocar una vía central

Colocar una vía periférica

Realizar gota gruesa y fina en placa para 
malaria
Realizar test rápido de VIH

Realizar cateterización de vena/arteria 
umbilical
Tomar una muestra de sangre venosa

Colocar un implante de hormonas

Colocar un DIU

Examen microscópico de descarga vag-
inal
Toma de muestra para papanicolao

Realizar dilatación y curetaje

Alguna destreza que desee agregar
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* ¿Cuál de las siguientes destrezas específicas, usted cree que los médicos recién gradua-
dos deberían realizar para resolver problemas obstetricos en zona rural?

muy en 
desac-
uerdo

en 
desac-
uerdo

indeci-
so 

de acu-
erdo 

muy 
de ac-
uerdo

NA

Analgesia de la labor con bloqueo depu-
dendo
Aplicar e interpretar cardiotocografo

Atención del parto normal

Examen con espéculo durante el em-
barazo
Extracción manual de la placenta

Manejo de la hemorragia postparto

Parto vaginal asistido con forceps

Parto vaginal asistido con vacuum

Realizar amniocentesis

Realizar cerclaje cervical

Realizar cesarea de emergencia

Realizar eco obstetrico

Realizar episiotomia y sutura

Realizar test de embarazo

Realizar versión cefálica externa

Reconocer la dilatación cervical

Reparar un desgarro de vagina

Vigilar el progreso de la labor y uso de 
partograma
Alguna destreza que desee agregar
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* ¿Cuantas veces ha practicado en clase estas destrezas específicas?
No ha 
recibi-
do ni 
practi-
cado

Ha re-
cibido, 
no ha 
practi-
cado

Prac-
ticado 
una 
vez

Prac-
ticado 
tres 
veces 

Prac-
ticado 
10 
veces 
o mas

NA

Analgesia de la labor con bloqueo depu-
dendo
Aplicar e interpretar cardiotocografo

Atención del parto normal

Examen con espéculo durante el em-
barazo
Extracción manual de la placenta

Manejo de la hemorragia postparto

Parto vaginal asistido con forceps

Parto vaginal asistido con vacuum

Realizar amniocentesis

Realizar cerclaje cervical

Realizar cesarea de emergencia

Realizar eco obstetrico

Realizar episiotomia y sutura

Realizar test de embarazo

Realizar versión cefálica externa

Reconocer la dilatación cervical

Reparar un desgarro de vagina

Vigilar el progreso de la labor y uso de 
partograma
Alguna destreza que desee agregar

Muchas gracias por su tiempo.
* Solicitamos su correo para enviar información de los resultados obtenidos.
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LISTA DE VERIFICACION GRUPO FOCAL
 DESCRIPCION
 Convocatoria - Lugar de reunión 
 Lista de registro de participantes 
 Stickers 
 Grabadora 
 Computadora con micrófono para grabar 
 Papelotes 
 Sala preparada en U 
 Lugar adecuado 

INVESTIGADOR - MODERADOR

1. Apertura
1.1.  Presentación del moderador y equipo
La presente investigación es conducida por el Dr. Galo Sánchez del Hierro de la Universidad 
Técnica Particular de Loja en base a un Convenio UTPL- Universidad de Amberes -VLIR.  El 
equipo esta conformado por los doctores Francisca Sánchez, abogada, master en Derechos 
Humanos, experta en grupos focales; doctor Juan Herteleer, médico familiar y salubrista. 
1.2. Bienvenida y agradecimiento
1.3. Objetivo del estudio:
El objetivo de esta investigación es conocer si los médicos rurales están preparados en 
destrezas obstétricas para su práctica en la rural y su oportunidad de aprendizaje y entre-
namiento en terreno. 
1.4. Importancia de su participación
- Recién graduados y con 2 meses de experiencia en zona rural
- Atención en zonas rurales o urbano-marginales

1.5. Reglas del grupo: 
RESPETO: Todas las opiniones cuentan y son respetables.
PARTICIPACION: Todos queremos aprender unos de otros. Todas las respuestas son buenas 
respuestas.
SERIEDAD: Trabajamos con adultos responsables de sus criterios.
1.6. Consentimiento informado para grabar (no decir cosas que no quisieran que se 
dijeran afuera del grupo)
Dinámica de presentación entre ellos: nombre, cual es su hobby, que desearían ser a futu-
ro
- Colocarse stickers con el nombre en el pecho.

2. Monitoreo
Preguntas: 20 minutos x pregunta.  Ver que la mayoría participe con su opinión.  Se usa 
preguntas abiertas de lo mas general a lo mas específico.  Se puede complementar con 
otras preguntas relacionadas si el grupo no las menciona.

Recordar:  Antes usted dijo “x” y ahora usted dice “y”
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¿Cómo se sienten con el entrenamiento de destrezas obstétricas en la Universidad donde 
se formaron? 
- Cuales destrezas obstétricas aprendieron, cuales faltan.
¿Han necesitado realizar alguna destreza obstétrica en el área rural?
- Practicaron estas destrezas en la universidad
¿Si no podían realizar cierta destreza por desconocimiento o falta de práctica como re-
solverían estos problemas?

3. Cierre
Resumir las conclusiones del grupo para permitir a los participantes intercambiar y aclarar 
sus opiniones o agregar comentarios nuevos. 
Explicar que la reunión ha terminado y pedir a los participantes que piensen un momento 
sobre lo que han discutido y preguntarle a cada uno si tiene algún otro comentario.
Agradecer a los participantes su colaboración y enfatizar que sus ideas han sido valiosas y 
van a servir para el programa.

REUNION CON OBSERVADORES 
- Discutir impresiones del grupo. 
- Cambio en la guía de discusión de ser necesario.
- Recolectar las observaciones de los observadores.

MODERADOR INVESTIGADOR

1. Indagar para iluminar las respuestas de los participantes. Las técnicas para indagar 
incluyen: quedarse callado, repetir en otras palabras los comentarios de los participantes 
y confrontar a las personas para clarificar su opinión, por ejemplo, “Antes usted dijo [x] y 
ahora dice [y]”.
2. Integrar información provista en distintos momentos de la discusión. Esto ayudar a hac-
er transiciones entre temas.
3. Vincular comentarios ofrecidos por diferentes miembros del grupo.
4. Ser flexible en incluir temas que sean relevantes a la investigación que no se hayan 
incluido en la guía.
5. Facilitar a los miembros a hablar entre ellos, no necesariamente al moderador.
6. Indagar sin inducir respuestas.
7. Animar desacuerdo entre participantes, no insistir en concenso.

1. Un moderador NUNCA muestra acuerdo o desacuerdo con las opiniones de los partici-
pantes.
2. Un moderador NO induce a los participantes a decir ciertas cosas.
3. También:
4. El grupo focal NO es como un texto - no existen respuestas correctas.
5. El grupo focal NO es una oportunidad de orientar.
6. El grupo focal NO es una oportunidad de persuadir.
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Técnicas
1. Clarificación: Después de que una pregunta haya sido contestada por un partici-
pante, se puede repetir dicha respuesta a fin de profundizar más en ella. (Ej. “me puedes 
explicar más sobre…?. O “¿a qué se refiere cuando dice que…?”).
2. Sustitución: Es un cambio en la presentación de la pregunta, usando algunas pal-
abras diferentes, pero sin variar el sentido original de la misma.
3. Reorientación: Esta técnica ayuda a animar la discusión entre todos los partici-
pantes. Una vez que una persona haya respondido a una pregunta, se puede aprovechar 
su intervención y rehacer la pregunta a otra persona. (Ej. “Antonio, me dijo que las ratas se 
comen el maíz que guarda en su troja, y usted Jorge, ha tenido problemas con las ratas?”). 
Esta técnica nos permite:
 1) Buscar opiniones entre todos los participantes y no solamente de uno dos que hablan 
“por el grupo”.
 2) Cambiar la interacción del grupo de una relación facilitador-entrevistado a una inter-
acción intra-grupal, ya que el grupo comenzará así a comunicarse entre sí y se olvidarán 
temporalmente del moderador.
4. El experto: Es preferible que personas “especializadas” tales como el promotor 
de salud, el representante agrícola o alguien con autoridad, como el alcalde, no asistan a 
las reuniones, a menos de que se trate de un grupo focal específicamente formado con el 
propósito de incluir su participación. Sin embargo, si estuvieren presentes, es conveniente 
que, antes de la reunión, se les explique la idea del grupo focal y que la mejor forma en 
que pueden colaborar es escuchando la discusión para que después puedan brindar sus 
opiniones y sugerencias al moderador.
5. Participante dominante: Cuando hay un participante que domina el grupo, el 
moderador debe tratar de solicitar comentarios de los demás. Dos opciones para el mod-
erador son evadir el contacto visual con esta persona o cambiar el tema. Si no sirven estas 
técnicas el moderador puede pedir de una manera cordial al participante dominante que 
deje a los demás expresar sus opiniones.
6. El que no participa: Para animar a un participante tímido el moderador puede 
dirigir una pregunta directamente a esta persona y pedir su opinión. También puede ani-
marlo con el contacto visual o pedir a tal persona que comente sobre la respuesta de otro 
participante o que resuma lo que el grupo haya expresado sobre un determinado tema.
7. Participante demasiado positivo: Siempre contesta en forma positiva. El o ella qui-
ere complacer dar la respuesta que creen el moderador quiere. Recordarle de lo que dijo 
durante la presentación: que le interesa respuestas positivas y negativas. Ser el abogado 
diablo (“yo he escuchado que algunos dicen lo contrario”). Intentar poner las preguntas en 
tercera persona (“qué piensa usted de otras personas que conoce opinan acerca de…”).
8. Participante negativo: Esta persona solo da respuestas negativas. Está 
aprovechando la entrevista para expresar años de frustración. Tener cuidado y evitar ser 
defensivo. Reconocer su negativismo (“parece estar muy enojado acerca de esto, está 
bien, porque quiero saber cómo se siente usted”).
9. Participante distractor: El interfiere con la discusión -tal vez criticando las ideas de 
otros miembros del grupo o las preguntas del moderador. Pedir que los otros participantes 
comenten sobre lo que dijo. Presentar un punto de vista alternativa, “Qué interesante, 
pero ho he escuchado que…”.
10. Participante preguntón: Esta persona sigue preguntando al moderador su opinión. 
El moderador puede decir que no tiene experiencia o conocimientos sobre el tema. Si esto 
no es apropiado, reconocer que: (“Como todos ustedes, yo tengo mi propia opinión pero 
nuestro propósito hoy es conocer las opiniones de ustedes”). Si es necesario, ofrecer dar 
sus opiniones después de la reunión.
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11. Pérdida de control del grupo: Un moderador con experiencia y habilidad, rara vez 
pierde el control del grupo, sin embargo, un moderador sin mucha experiencia puede estar 
temeroso de que esto le pase y ese temor se puede manifestar durante la moderación del 
grupo focal mediante distintas formas. El moderador debe reconocer lo que está pasando 
y si no puede controlarlo puede pedir apoyo del observador o hacer una pausa dependien-
do la delicadeza de la situación. Algunas de estas formas son:
a. Hacer preguntas que den la impresión de que el moderador ya conoce la respues-
ta.
b. Hacer dos o más preguntas sin darle a la persona la oportunidad de contestar la 
primera.
c. Interrumpir a los participantes cuando no es necesario.
d. Dar consejos a un participante.
e. Cambiar temas demasiado rápido, sin permitir a los participantes completar sus 
pensamientos acerca de un tema antes de pasar a otro.
Otras técnicas para obtener mejor participación del grupo:
12. Fingir no saber algo para que el participante sea más explícito. Hacer a lo largo 
de la reunión alusiones a su inexperiencia personal en el tema y la necesidad que tiene de 
recoger las opiniones de todos para aprender más. Pocas veces falla esta postura si se sabe 
presentar adecuadamente; los participantes tenderán a ayudar al moderador y se sentirán 
complacidos de poder hacerlo y de que se les reconozca el valor de su experiencia.
13. Se puede utilizar fotos o dibujos para estimular la discusión.
14. Ser escéptico - pero no demasiado.
15. Personalizar la pregunta

OBSERVADOR 

Toma notas tanto de lo dicho, como del lenguaje no verbal utilizado por el grupo
Analiza los relatos, actitudes y opiniones que aparecen reiteradamente o comentarios 
sorpresivos, conceptos o vocablos que generaron algunas reacciones positivas o negativas 
de los participantes
Identificar el rol de cada uno de los participantes.
Identificar los criterios que causen conflicto o mas relevantes.
Debe anotar: 
1. La fecha de la reunión y la hora en que empezó y terminó.
2. El nombre de la comunidad y una breve descripción de la misma en la cual se lleva a 
cabo la discusión.
3. El lugar específico donde se desarrolla el grupo focal.
4. El número de participantes y algunas características de los mismos como grupo étnico, 
idioma (habilidad para hablar español), sexo, edad y otra información importante para el 
estudio (en el caso de que se les diera un cuestionario primero, el punto puede ser ignora-
do).
5. Una descripción general de la dinámica del grupo incluyendo todas las manifestaciones 
no verbales de los participantes, el nivel de participación, la existencia de participantes 
dominantes, el nivel de interés del grupo, etc.
6. Las interrupciones o distracciones durante la reunión.
7. El éxito o falta de éxito del moderador en animar al grupo. ¿Qué les hace reír y qué les 
hace callar?.
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8. Las opiniones de los participantes, haciendo notar el sentido del grupo, utilizando frases 
como éstas: “La mayoría del grupo opinó que…pero Juanito dijo que…el grupo se dividió 
en dos: unos opinaron que…pero otros dijero que…”. El observador debe escribir entre 
comillas las palabras textuales de los participantes. Sus opiniones y observaciones deben 
anotarse entre paréntesis. La grabación de la reunión le ayudará al observador a ampliar 
las notas tomadas durante la sesión.
9. El vocabulario general de los participantes. El observador debe hacer un esfuerzo para 
registrar las mismas palabras de los participantes, ya que un propósito de los grupos fo-
cales es aprender todas las expresiones locales posibles.

Aunque es la responsabilidad del moderador dirigir la discusión, el redactor puede partici-
par discretamente, especialmente en las siguientes situaciones:

1. Si el observador escucha un comentario que no parece haber escuchado el modera-
dor porque otra persona estaba hablando o por otra razón. En ese caso puede decir algo 
como: “Don Juan mencionó algo que talvez no escuchamos. ¿Podría repetirnos lo que dijo 
Usted?.

2. Para sugerir un tema o una pregunta nueva relevante para el estudio.

3. Si nota que al moderador se le olvidó una pregunta de la guía (tanto el moderador como 
el redactor deben tener una copia de la guía de las preguntas en discusión).

4. Si nota que al moderador se le olvidó una pregunta de la guía (tanto el moderador como 
el redactor deben tener una copia de la guía de las preguntas en discusión).

5. Si nota que el moderador ha perdido el control del grupo.

6. Si se le ocurre una forma de profundizar más en la discusión.

7. Puede ayudar al moderador a resolver un conflicto interno en el grupo.
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Consentimiento Informado para Participantes de Investigación 

El propósito de este consentimiento es proveer a los participantes en esta investigación con 
una clara explicación de la naturaleza de la misma, así como de su rol en ella como partici-
pantes.

La presente investigación es conducida por el Dr. Galo Sánchez del Hierro de la Universidad 
Técnica Particular de Loja en base a un Convenio UTPL- Universidad de Amberes -VLIR.   El 
objetivo de esta investigación es conocer si los médicos rurales están preparados en de-
strezas obstétricas para su práctica en la rural y su oportunidad de aprendizaje y entre-
namiento en terreno. 

Si usted accede a participar en este estudio, se le pedirá responder preguntas en una entrev-
ista en grupo.  Esto tomará aproximadamente 120 minutos de su tiempo.  Lo que converse-
mos durante esta sesión se grabará, de modo que el investigador pueda transcribir las ideas 
que usted haya expresado.  

La participación en este estudio es estrictamente voluntaria. La información que se recoja 
será confidencial y no se usará para ningún otro propósito fuera de los de esta investigación.  
La entrevista será codificada usando un número de identificación y por tanto serán anóni-
mas.  Una vez transcritas las entrevistas, las grabaciones se destruirán. 

Si tiene alguna duda sobre este proyecto, puede contactarse con el investigador mediante 
correo electrónico  gsanchez@utpl.edu.ec   Igualmente, puede negarse en participar del 
proyecto sin que eso lo perjudique en ninguna forma. 

Desde ya le agradecemos su participación. 

AUTORIZACION. 

Acepto participar voluntariamente en esta investigación conducida por el Dr. Galo Sánchez 
del Hierro de la Universidad Técnica Particular de Loja en base al Convenio UTPL- Universi-
dad de Amberes -VLIR.   He sido informado que el objetivo de esta investigación es conocer 
si los médicos rurales están preparados en destrezas obstétricas para su práctica en la rural 
y su oportunidad de aprendizaje y entrenamiento en terreno. 

Declaro que me han indicado que tendré que participar de la entrevista en grupo por un 
tiempo aproximado de 120 minutos, que la información que se recoja será confidencial y no 
se usará para ningún otro propósito fuera de los de este estudio sin mi consentimiento; y 
una vez transcritas las entrevistas, las grabaciones se destruirán. 

Reconozco que mi participación es estrictamente voluntaria y que puedo negarme a partic-
ipar sin que eso me perjudique en ninguna forma. Entiendo que una copia de esta ficha de 
consentimiento me será entregada, y que puedo pedir información sobre los resultados de 
este estudio cuando éste haya concluido.  Para esto, puedo contactarme con el investigador 
mediante el siguiente correo electrónico gsanchez@utpl.edu.ec  

Nombre del participante   Firma      Fecha
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Caso toma de presión arterial en la mujer embarazada.
Llega una paciente embarazada a su consultorio en la rural para 
el control.  Usted le tiene que tomar la presión arterial.  Usted se 
encuentra en un cuarto tranquilo, con una temperatura ambiente 
confortable. Describa todos los pasos que debe realizar y los detalles 
en los cuales se va a fijar. Continue. 
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Caso examen ginecológico de la mujer embarazada
Lourdes de 22 años de edad con su primer embarazo de 12 semanas 
acude a su 2da cita de control para una evaluación ginecológica 
programada en la anterior visita. Nunca se ha realizado una citología. 
No refiere molestias ginecológicas.
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Caso manejo de labor de parto
Usted se encuentra atendiendo a Juana Vallejo, de 33 años con su tercer 
embarazo.  Ingresa con dolores de parto.
Por favor realice el tacto al primer maniquí.  
Cuando este listo pregunte datos adicionales: las membranas se encuentran 
íntegras, esta en 2do plano de Hodge ó estación -2 de De Lee.   Las 
contracciones son fuertes, de localizacion suprapúbica, duran 30 segundos 
y son 2 en 10 minutos.  Juana esta caminando.  Su pulso de 70x´,  TA 100/60,  
FCF 140x´
Llene la historia clinica del parto. 
Luego de indicar el tiempo de la curva de alerta indicar: En una hora los datos 
de signos vitales no han variado.
Cuando haya terminado, solicite realizar el siguiente tacto. 
Información para el siguiente tacto.
A las 2 horas refiere que le esta saliendo líquido, realiza el tacto y estan 
membranas rotas, se encuentra 3er plano, las contracciones son fuertes cada 
3 minutos, de localización sacra, Juana esta recostada.  Los signos no han 
variado. 
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Caso episiotomía y episiorrafia
Usted se encuentra atendiendo un parto.  Juana es una primípara 
que se encuentra 2 horas 30 minutos en segundo estadío con una 
dilatación 9-10. Usted se encuentra con guantes estériles y tiene a 
disposición el equipo necesario. 
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Caso hemorragia postparto
Usted se encuentra llegando al Centro de Salud, en ese momento la enfermera 
le indica que en la emergencia se encuentra la Señora María Sol, quien hace 
unos 20 minutos tuvo un parto y esta sangrando.
Usted llega para brindar atención y se coloca los guantes. 
¿Cuáles preguntas tiene?
¿Qué acciones realizaría?
Por favor pregunte y explique cada paso que se encuentra realizando como si 
fuera un caso de la vida real.  
AL FINAL.
Usted con las medidas que ha realizado ha salvado la paciente. Un equipo de 
apoyo esta en camino para ayudarle. 
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Caso reanimación recién nacido 
Usted se encuentra en la rural atendiendo un parto solo.  Recibe un Recién 
nacido deprimido. No hay meconio pesado. 
Comente todos los pasos en los que se fija y las acciones a realizar.
Siga la evaluación como si estuviera en un caso real.  Yo respondere a las 
preguntas que Usted me realice referente al caso.
AL FINAL
Usted con todas estas medidas salvo al bebé.
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