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Chapter 8
ABSTRACT
Background
Dengue is a major public health problem in Venezuela. Timely health centre (HC) attendance
is crucial in reducing mortality and severity from dengue. The healthcare system in Venezuela
comprises a multifaceted public and private sector. We assessed the intended HC attendance and
perceived motivations/barriers for access to care in the case of fever and dengue in a high dengue
transmission urban area.
Methods
A cross-sectional household survey was performed in Maracay, Venezuela. Structured questionnaires
including open-ended questions were applied to 105 children’s carers (n=51) and adults (n=54).
Quantitative and qualitative analyses were done.
Results
In the case of an illness episode, individuals would decide to sequentially attend several different
HCs until their healthcare needs were met. The most frequent intended first and second HC choices
for fever (first 78.8%; second 38.5%) and dengue (first 80.8%; second 41.3%) were traditional
ambulatorios. Tertiary level HCs (private and public hospitals) were mentioned later in the pathways,
more often in the case of dengue. Individuals choosing a private HC had a higher education level
(fever/dengue: p=0.018/p=0.008). Qualitative data showed that logistic, economic and quality of
care aspects influenced the intended preferences: individuals preferred to first attend traditional
HCs as they trusted the care given there, but perceived barriers were long waiting times and the
lack of diagnostic and treatment supplies. The private care, which was considered to provide the
best care, was mainly accessible to those with a health insurance.
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Conclusion
Access to care in Venezuela is currently a complex situation where individuals need to juggle
between the different available public and private HCs in order to obtain proper and timely care
and medical supplies. Health centre capacity (treatment supplies and personnel) and barriers for
access to care should be addressed to reduce inequality in access to healthcare in Venezuela.
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BACKGROUND
Dengue is a rapidly spreading viral vector-borne disease currently present in 128 countries. An
estimated 3.97 billion people are at risk of becoming infected with dengue [1]. The virus is spread
by infected Aedes mosquitoes, principally by Ae. aegypti [2]. It is estimated that annually 390 million
people are infected with one of the four circulating dengue viruses [3], making dengue a global
health problem of great importance.
When symptomatic, dengue presents as a flu-like disease with a variety of nonspecific symptoms.
In a certain proportion, dengue develops into a severe form characterized by plasma leakage and
possibly shock, sometimes occuring within 3 days after fever onset [2,4,5]. If complicated disease
ensues, careful intravenous fluid resuscitation is essential for survival and recovery of the patient
[2]. Early healthcare attendance is thus critical in reducing both the rate of dengue severe disease
and the mortality of dengue patients [2,6]. Identifying reasons for delay in care seeking is therefore
essential [7]. Access to care depends on the affordability, physical accessibility and acceptability of
services and not just on the availability of sufficient supplies [8]. Understanding the behaviours,
motivation for choice and barriers from a bottom-up approach, addressing the broader sociopolitical context is important in developing successful health interventions [9].
Dengue transmission in Venezuela has become perennial and a major public health problem.
Epidemics of increasing magnitude regularly occur against a background of an established
endemic situation [10]. The first dengue haemorrhagic fever epidemic was reported in 1989-1990
[11], followed by several outbreaks in 2000-2010. The most recent epidemic, in 2010, accounted for
more than 120,000 cases of which almost 10,000 (8%) were severe [10].
The healthcare system in Venezuela comprises a public and a private sector under the umbrella
of the Ministry of Health [12]. The public sector was designed to offer medical care and most
medications free of charge. It has a network of urban and rural out-patient health centres (HCs)
at primary and secondary level named “Ambulatorios type I or type II”. Patients that cannot be
managed as outpatients, are referred to tertiary level HCs (hospitals). The private sector comprises
private practices and private hospitals where patients need to pay either via their health insurance
or directly. In 2003, the Venezuelan government launched the Mission Barrio Adentro (‘Barrio
Adentro’ means ‘inside the slum’) to improve access to care for people with limited resources and
income [13-15]. The Mission Barrio Adentro (MBA) was set up as a parallel healthcare system, based
on a cooperation between Venezuela and Cuba, where Venezuelan oil supplies were linked to the
establishment of HCs run by Cuban doctors [15,16].
Although aimed at improving the state of healthcare in the country, there are contradictory
opinions on its performance [13,15-20]. Research on HC attendance in relation to dengue remains
scarce, especially in the Americas. Literature on HC attendance in Venezuela focuses mainly on a
top-down approach, while the attitudes of the community towards the different HCs in Venezuela
are scarcely described. Therefore, the aim of this study was threefold: (1) to describe the healthcare
facility preferences of the community in the case of fever and dengue; (2) to understand why
people choose each particular HC and (3) to identify the barriers for access to care.
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METHODS
Study site
Aragua state witnessed the highest incidence of dengue in Venezuela in 2012, reaching nearly
7000 reported cases (~430 cases per 100.000 inhabitants) of which 2% were severe [10]. Maracay is
one of the largest cities of Venezuela and has dengue hyper-endemicity [21,22]. It is the capital of
Aragua state with an estimated 1.3 million inhabitants [23]. Within Maracay, three neighbourhoods
called Candelaria, Caña de Azúcar and Cooperativa were selected as our study sites owing to their
high dengue incidence [24]. All are served by public (traditional and parallel) and private HCs.
Patients that require further specialised treatment are referred to the main public tertiary level
hospital: Hospital Central de Maracay, or to private hospitals.
Study design
A cross-sectional study was carried out to gather quantitative and qualitative data on health
centre seeking intentions at community level of the general population exposed to dengue. This
study was performed within one of the annual surveys (September 2013 and February 2014) of a
running community-based prospective cohort study. A detailed description of the study set up
was published earlier [24]. Briefly, the cohort study was set up between August 2010 and January
2011, to assess epidemiological, behavioural, clinical and viral characteristics related with dengue
disease and transmission. A total of 2014 individuals aged 5-30 years old living in 840 households
within the three study neighbourhoods were enrolled in the cohort after written informed consent.
Individuals were followed weekly and through annual surveys [24].
Study population
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This research aimed to understand health seeking behaviour (HSB) [25] and HC choices of adults and
parents/guardians of children in Maracay, Venezuela. Assuming that around 80% of the individuals
would seek treatment at a traditional primary/secondary HC in the case of fever (based on data
from the cohort study and a previous study), with a sample error of 5% and a confidence level of
95%, a total of 245 participants will be required to estimate the prevalence of people visiting these
type of HCs. Anticipating on possible missing data, we aimed to enroll 260 individuals. In order
to interview one individual per household, a random sample of 260 households out of the 840
households belonging to the cohort study was selected. However, 105 interviewed participants
were finally interviewed because violence during anti-governmental protests in February and
March 2014 in the country [26-28] precluded the enrolment of further individuals. One individual
was interviewed in each household alternating adults and parents/guardians of children (<18 years
old) who were already participating in the cohort study. In the case of children, we interviewed
their parents or carers. Adults (≥18 years) were randomly chosen from all the adults included in the
cohort that were present at the moment the selected household was visited. Informed consent for
this study had already been obtained as part of the cohort study informed consent.
Data collection
A standardized questionnaire targeting community intended HSB and access to care, hereinafter
referred to as HSB-questionnaire, was developed [25], including pre-coded and open questions
on socio-demographic, knowledge on dengue, dengue risk perception, and pathways of health
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centre attendance in relation to presenting fever and suspicion of dengue infection. Finally,
individuals were asked to rank the quality of available health centres in their area. Adults were
interviewed about their own risk perception and healthcare attendance. For parents/guardians,
these questions were related to the child. From a second questionnaire, we recorded household
socio-economic variables. The questionnaires were prepared in English, translated to Spanish, pretested and adapted through a pilot study in Maracay. Interviews took place at the participants’
home and were performed by trained experienced local interviewers.
Socio-demographic, socio-economic characteristics and knowledge on dengue
From the HSB-questionnaire demographic characteristics of the interviewed person were
gathered: age, place of residence (neighbourhood), level of education, occupation and religion.
Additional socio-economic data was gathered with the household questionnaire. Socio-economic
data was used as proxy markers to estimate socio-economic status of the individuals [25]. Dengue
knowledge was assessed by open questions regarding dengue transmission and symptoms. The
knowledge score was derived from the sum of the correct answers on transmission routes (bite of
a mosquito) and symptoms (fever, headache, eye pain, body pain, face redness/rash, muscle pain,
abdominal pain, sore throat, vomiting, diarrhoea, malaise, nausea, bleeding, fainting, dizziness,
itching) in a scale of 0 to 17 [25].
Health centre preference pathways
Behavioural intentions in relation to the pathways people would choose when seeking to attend
a HC were assessed by the following sequential open questions: ‘what would you do if you/your
child had fever’; and ‘what would you do if you think that you/your child have/has dengue’. If ‘going
to the doctor or to a HC’ was mentioned, people were asked when and to which HC they would
firstly seek medical help. They were then asked, in the case they would not be satisfied with the
care in the firstly chosen HC, to cite the next HC options (if applicable) in order of preference up to
a maximum of four HC. HC choices were ranked in chronological order, resulting in a HC preference
pathway for each participant.
Logistics, affordability and quality of health centres
We asked interviewees to assess the quality of the medical care they would expect to
receive in each type of HC if they would present with a dengue episode. Individuals were also
asked whether or not they would attend each HC in case of a suspected dengue infection,
and to estimate the travel time and costs. From the household questionnaire, the means
of transport to HCs were obtained. The quality of dengue-related medical care (diagnostic
and treatment capacity) of each HC was assessed using a 5 point ‘Likert-item’ scale from 1 to
5, where 1 was defined as very poor, 3 as average and 5 as very good. The assessed HCs were:
1. The traditional public healthcare system: a) Ambulatorio, a public outpatient primary or secondary
level HC; b) Hospital, a tertiary level HC;
2. The parallel public healthcare system (‘Misión Barrio Adentro’): a) Barrio Adentro I, hereinafter
referred to as “MBAI”, a small public outpatient primary HC; b) Diagnostic centres or “Centros de
Diagnóstico Integral” (CDI), a public outpatient primary or secondary HC, usually equipped with
diagnostic facilities such as radiology and a laboratory;
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3. The private healthcare system: a) Private practice, a specialised primary
private outpatient surgery; b) Private hospital, a private tertiary level HC.
An overview of capabilities of the different local HCs is provided in S1 Table.
The health insurance system in Venezuela is a complex one. A large proportion of the population
does not have a health insurance (>68%), especially those having a ‘self-employed’ or informal
occupation (housewife, domestic or manual-worker, street vendors and the like) or are unemployed.
These individuals usually attend the public health system or pay out-of-the pocket for private care.
Individuals employed in governmental or private companies/institutions enjoy a collective health
insurance. Those with higher income take on private health insurance. However, given the rapid
inflation in the country, the maximum annual amount insured is rapidly reached when attending
private care and if needed, individuals may be referred to the public health system.
Qualitative data
During the interview, individuals gave spontaneous explanations and clarifications about the
reasons for their choices. In other occasions we asked the individual to explain the reasons for their
answer(s). Where possible, transcriptions were made in verbatim and in other situations detailed
notes were taken after the survey interview.
Data Analysis
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Information collected in the questionnaires was entered into a database using Epi Info (Epi InfoTM,
version 3.5.4). Data was checked for consistency and analysed anonymously. The association of
socio-demographic and socio-economic variables with the intended private versus public HC
attendance of individuals in the case of fever or suspected dengue was explored through univariate
analysis. Differences in proportions were analysed using a chi-square test or Fisher’s exact test when
applicable. Continuous variables were converted into ordered categorical variables when suitable.
The McNemar’s test was applied to paired nominal data when comparing health centre attendance
of fever and dengue. The Friedman test was used to analyse differences between >2 continuous
variables. A multivariate binary logistic regression was performed to describe characteristics of the
population visiting public and private HCs in the case of fever and suspected dengue. General
characteristics with a p-value ≤0.2 in the univariate analysis were included in a multivariate model
to test their influence on HC attendance. Variables with lowest significance were eliminated
backwards, until all variables in the model showed significance. Significance was determined at the
5% level. Quantitative data was analysed using SPSS (SPSS Inc., version 20.0, Chicago, Illinois) and
checked using STATA (Stata Statistical Software: Release 10. College Station, TX,) software.
Qualitative data (motives and barriers for accessing health centres) from the open questions in
the survey was analysed using Atlas.ti (Atlas.ti GmbH, Berlin parts copyright by Cincom Systems,
Inc: version 7.5.4), following the principles of the grounded theory [29]. Data was examined using
codes, which refer to an issue, topic, idea or opinion evident in the data [29]. In the first analytical
step, 70 codes were used. In the second step, 12 code families were used. Each of the six HCs were
analysed with two code families (adding up to a total of 12 code families): 1) motivations related
to the choice of HCs 2) barriers for accessing HCs. Reasons mentioned by five or more individuals
in relation to motives or barriers were marked as ‘most reported reasons’, reasons marked as ‘other
reasons’ were mentioned by up to four individuals. This ranking is not meant for representativeness
rather as a manner to group and differentiate the responses.
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Ethics statement
The study was approved by the Ethics Review Committee of the Biomedical Research Institute,
Carabobo University Maracay, Venezuela (Aval Bioetico #CBIIB(UC)-014); the Ethics, Bioethics
and Biodiversity Committee (CEBioBio) of the National Foundation for Science, Technology and
Innovation (FONACIT) of the Ministry of Science, Technology and Innovation, Caracas, Venezuela;
and by the Regional Health authorities of Aragua State (CORPOSALUD Aragua). The study was
conducted according to the principles expressed in the Declaration of Helsinki [30]. All adult
participants signed written informed consent.
RESULTS
General characteristics
In total, 105 individuals were interviewed with the HSB-questionnaire where 54 interviews referred
to adults and 51 to children. In addition, 92 household socio-economic questionnaires were
applied. Finally, 87 individuals provided information used for the qualitative data analysis. In Table
1 (total sample column) the general characteristics of the study population are shown. Interviewed
individuals had a median age of 36 years (range: 18–87 years; Q1-Q3: 25-53 years) and were mainly
women (Table 1). As in the rest of the country, the majority of the individuals professed a catholic
religion. The majority of the interviewed individuals (n=72; 68.6%) lived in Candelaria. We were
unable to complete the planned interviews in the other two neighbourhoods (Cooperativa and
Caña de Azúcar) because of violence during anti-governmental protests in February and March
2014 in the country [26-28]. Most interviewed individuals completed secondary school and most
were housewives, domestic or manual workers.
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Table 1. Univariate analysis of general characteristics by intended private versus public/no HC
attendance.

8

Legend table 1: na corresponds to the subjects of the total sample; nb corresponds to the sample used to
compare between the intention to attend a private HC or not in the case of fever or suspected dengue; c
p-value derived from the comparison between intending to visit a private health centre or not. dOnly one
person was illiterate; eOne person was a Jehovah’s witness; fMinimum wages at time of the study were
VEF 2703 - VEF 3270; gRange knowledge score: 1-9 correct answers; hFisher’s exact test.
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Health centre pathways
Nearly all individuals (n=103; 99%) would decide to seek medical help at some point during
their HSB sequence if they or their child(ren) had fever or a suspected dengue infection [25]. The
pathways of intended HC choices are summarized in Figure 1. The figure shows from left to right
the first, and if applicable the second, third and fourth sequential choices of HCs in case of fever
and dengue. Overall, HC preferences were similar for both fever and suspected dengue, although
various HC pathways were observed. As shown in Figure 1 the most frequent first choice of HC was
an ambulatorio, both in the case of fever (n=82; 78.8%; 95% CI=69.1%-86.2%) and dengue (n=84;
80.8%; 95% CI=71.5%-88.1%). These were followed, in order of preference, by a CDI (n=10; 9.6%)
a private practice (n=4; 3.8%), a MBAI (n=2; 1.9%), and a private hospital (n=1; 1.0%) in the case of
fever, while for dengue people chose a CDI (n=9; 8.7%), the public hospital (n=4; 3.8%), a private
hospital (n=3; 2.9%), a MBAI (n=2; 1.9%) and a private practice (n=1; 1.0%). The most frequently
mentioned second choice for HCs were again the ambulatorios, both for fever and dengue. Tertiary
level HCs (private and public hospitals) were mainly mentioned later in the pathways. Individuals
would go to the latter health centres at some point in their pathway more often in case of dengue
(n=61; 58.7%) than fever (n=46; 44.2%; p=0.001). There were no statistical significant differences
observed comparing children with adults for their preferred HCs choices

8
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Figure 1. Intended pathways of healthcare seeking in case of fever and suspected dengue. Legend
figure 1: The flowcharts in the figure show the health centre attendance pathways that people intended
to take in the case of fever (left column) or in the case of a suspected dengue infection (right column).
From left to right, the first to the fourth sequential HC choices are shown. ‘nfc’= no further choice; ‘Amb’=
Ambulatorio; ‘Hosp’= hospital; ‘MBAI’= Mission Barrio Adentro I; ‘CDI’=Centro de Diagnóstico Integral
(diagnostic center); ‘PPrac’= Private practice; ‘PHosp’= Private Hospital; NoHC= No attendance to a health
centre.
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Private healthcare vs. public healthcare/no HC attendance
The reported pathways indicate that some individuals would attend private HCs at a stage during
their HSB (fever: n=30; 28.8% vs. dengue: n=32; 30.8%; p=0.727), while others solely considered the
public HCs or would not go to any of the HCs (fever: n= 74; 71.2% vs. dengue: n=72; 69.2%). Univariate
analysis was performed to identify socio-demographic and socio-economic characteristics
possibly associated with the choice of private HC (Table 1). People with a higher education and
those with a non-labour occupation would be more likely to attend a private HC, both in the case
of fever (p=0.001; p=0.007, respectively) and in the case of suspected dengue (p=0.001; p=0.016,
respectively). There were no statistically significant differences observed in gender, age, place of
residence, religion, monthly income, socio-economic status, child vs. adult, knowledge on dengue,
reporting having had a dengue infection in the past, and dengue risk perception (Table 1). The
multivariate analysis is presented in Table 2 and shows that the variable those with a university
(polytechnic) level of education would visit private health care more often in the case of fever
(OR=5.60; p=0.018) and suspected dengue (OR=9.00; p=0.008) compared to those having had pre
or primary education or were illiterate. The latter group would visit public health centres in higher
proportions. The variable occupation was also analysed in the multivariate analysis, but kept out of
the final model because both in the case of fever and dengue the p-value was >0.05.
Table 2. Final model of factors independently associated with private versus public health centre
attendance in the case of fever and suspected dengue

OR (95% CI)

p-value

Fever
Education
Illiterate/ pre or primary school

1

Secondary school

0.96 (0.23 – 4.02)

0.949

University/university polytechnic

5.60 (1.35 – 23.23)

0.018
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Suspected dengue
Education
Illiterate/ pre or primary school

1

Secondary school

2.20 (0.44 – 10.98)

0.338

University/university polytechnic

9.00 (1.77 – 45.79)

0.008

Accessibility and quality of health centres
Table 3 shows the proportion of individuals that would consider attending each of the HC in case of
a dengue episode and the score given to the quality of care and the logistics involved in accessing
each HC. Individuals were first asked if they would attend each of the HC and their answers were
“yes, no or don’t know (DK)”. Most of the individuals would attend the public-traditional HCs, with
a similar choice for public-parallel and private HCs. The highest quality scores were given to private
practices (mean = 4.5) and private hospitals (mean = 4.2), followed by the main public hospital,
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ambulatorios and CDIs, and MBAIs which received the lowest score (p>0.001; Friedman test). With
respect to logistics related to access to care, the majority of individuals (n=70; 79.5%) reported
to walk to their preferred HCs as these were located in the vicinity of their homes. Other means
of transport were using their own car (n=14; 15.9%), by bus (n=6; 6.8%), by taxi (n=3; 3.4%) or
their own motorcycle (n=3; 3.4%). The mean expected costs for a return trip to the HC were zero
Venezuelan Bolívar (VEF)a when walking and 3 VEF when a car or motorcycle was utilised, while the
costs of using a bus (mean=26 VEF) or taxi (mean= 43 VEF) were reported to be higher.
Table 3. Perceived quality of dengue care and access to care logistics in relation to HCs

Legend Table 3: The first column shows whether or not people would visit a particular HC in the case of suspected
dengue (‘yes’, ‘no’ or ‘don’t know’(DK)). Mean and Inter Quartile Range (IQR) scores assigned to the expected medical
care for dengue disease (scale of 1(very poor) to 5(very good)) are presented under the heading “quality score dengue
care”. The columns under the headings ‘travel time’ and ‘travel costs’ (right) show the reported estimated travel time
in minutes and the estimated travel costs in the local currency Venezuelan Bolivar (VEF). DK= number of people that
answered ‘don’t know’.

Motivations and barriers for HC choice – qualitative aspects

8

Table 4 shows the motivations to present at a HC as reported by the interviewed
individuals when ranking the quality of care and/or deciding to attend a specific
HC or not (Table 3). The perceived barriers to attend a HC are shown in Table 5.

A positive previous experience was a common reason to attend any of the public healthcare
institutions (Table 4), while the expectation that a paid care would be better was one of the major
drives to attend private HCs. Even though the ambulatorios were the most frequently chosen HC
(Figure 1), their quality of care was not ranked higher than other public healthcare institutions
(Table 3). Among the reasons to seek medical care at an ambulatorio were the proximity to the
place of residence, the expectation of receiving a good treatment/medical care and the habit of
attending this traditional healthcare institution (Table 4). Most reported barriers against presenting
to an ambulatorio or that gave these HCs a lower score in the reported quality of care were i) the
previously experienced long waiting times to obtain medical care and ii) the current absence of
free medication/ infusions/ needles and other medical materials, which forced people to purchase
them in pharmacies or from local street vendors. Similar barriers to care were expressed with
respect to the public hospital, that is the absence of medical materials and the long waiting times,
including crowded emergency and triage departments as a third major barrier. It was mentioned
that the absence of medical material in the hospital lead to worse health outcomes of poor people,
because they could not afford buying medicines out of pocket.
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The absence of medical material was perceived to be less of a problem in the parallel public
system (MBAIs and CDIs), compared to the traditional HCs (ambulatorio and hospitals). However,
interviewees reported to distrust the medical and paramedical staff working at the parallel system
and the diagnosis and treatment obtained in these HCs. Individuals mainly attributed their distrust
to the fact that these HCs were primarily staffed with Cuban doctors. This was also reflected by a
preference of some individuals to first visit an ambulatorio to obtain a diagnosis of their ailments
from a Venezuelan doctor, followed by a visit to one of the parallel HCs to obtain the medical
supplies needed.
Most reported positive reasons to seek medical attention at the private healthcare system
(private practices and private hospitals) related to the good care expected at a paid institution which
should be properly staffed and supplied with medical materials. As stated by the interviewees:
“if one has to pay for a treatment, then the care given is probably better”. The quality of care of
private HCs was rated highest (Table 3). Another prominent reason to go to private practices was
the already present bond of trust with the doctors or because they knew the doctor for a very long
time. The barriers portrayed against seeking care at these HCs were mainly based on the high costs
incurred (Table 5). Individuals mentioned that the lack of a sufficiently high insurance policy or the
ability to pay further care was believed to lead to worse care or a refusal of further treatment. In
Venezuela, health insurance companies reimburse a fixed and maximum yearly amount for specific
medical costs. How much this is, depends on the premium that the person pays to the insurance
company. Those individuals who would attend the private system indicated that they had a health
insurance that could cover the medical expenses. However, some were unwilling to spend their
insurance on dengue treatment, but preferred to keep their insurance for ‘more severe diseases’
(Table 5).

8
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Legend Table 4: Motivations reported by the interviewed individuals when deciding to present to a specific HC and/or when ranking the quality of care. More common
topics, the topics mentioned by five or more people, are placed within the category ‘most reported reasons’, while less frequently mentioned topics, mentioned by up to
four people, were placed in the category ‘other reasons’. The topics within the ‘most reported reasons’ and ‘other reasons’ are shown randomly, without a specific order of
frequency. Explanations of some topics: a“Habit”: going to the HC is a habit, (‘I always go there….’); b“Capable of treating dengue’’: the HC staff has the knowledge and
means to treat dengue patients. c“Fast care’’: the HC provides fast care, waiting times are limited ; d“HC staff are acquaintances”: staff working at HC is known by the participant, either as a close relative or an acquaintance.

Table 4. Reported motivations to choose each HC

Chapter 8

Legend Table 5: Barriers for attending HCs are shown in topic lists for each different HC. More common topics, the topics mentioned by five or more people, are placed
within the category ‘most reported barriers’, while less frequently mentioned topics, mentioned by up to four people, were placed in the category ‘other barriers’. The
topics within the ‘most reported barriers’ and ‘other barriers’ are shown randomly, without a specific order of frequency. Expressions in italics are quotes from interviewees.
Explanations of some topics: a“Crowded’’: there are many people/patients at the HC which makes it crowded. b“Insurance: no need to go here’’,: an insurance makes it
possible to attend the better perceived private HC rather than public HC; c“bad doctors’’: in the HC work not knowledgeable doctors; d“No need for specialized care’’:
dengue can be easily treated by regular HCs, no specialized HCs need to be attended; e“To save insurance costs’’: the insurance has an annual reimbursement limit.
Individuals hesitate to spend the insurance on a disease that they may consider not serious (dengue), but rather save the insurance premium in the case of ‘more severe
diseases’.

Table 5. Perceived barriers for attending HCs.

Accessing Healthcare in Venezuela
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DISCUSSION
In this study, we aimed to identify the intended health centre preferences in relation to a possible
episode of fever or dengue, and understand the reasons and perceived barriers in the healthcare
seeking process of individuals exposed to hyperendemic dengue transmission. To this end, we
conducted a cross-sectional household study within the third annual survey of a dengue communitybased cohort study in three neighbourhoods in Maracay city, Venezuela [24]. We show that people
would sequentially visit several different HCs in order to satisfy their healthcare needs. Although
various HC pathways were observed, the majority of individuals showed similar HC preferences, i.e.
traditional ambulatorios were the first and second choices for most people. However, tertiary level
HCs (hospitals) were more often selected in the case of a suspected dengue episode. Several socioeconomic and quality (affordability, accessibility and acceptability) considerations influenced the
intended health centres choices.
Patients in Venezuela are currently confronted with an array of different HCs where to seek medical
help, from the private sector to the traditional and parallel public health systems [12]. Various HC
pathways were observed in our study showing that individuals would seek help in several different
HCs until appropriate diagnosis and treatment would be obtained. Similar to our findings, women
in Cambodia searched different means to find treatment for their dengue affected child shifting
from one sector to another, from public and private practices, to purchasing over the counter
medications and/or herbal remedies [7]. In Thailand, where a pluralistic medical system exists,
individuals switch between alternative treatment seeking pathways until they are satisfied [31].
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Despite the different pathways observed in our study and of the parallel health system being
created to improve access to care [17], most individuals would select as their first and second HC
option the traditional primary/secondary outpatient HC: the ambulatorio. This is in accordance
with a study in Thailand, where two major treatment seeking pathways were identified based on
the first treatment alternative [31]. There was also only little difference between the pathways for
a suspected dengue infection and fever, though in the case of dengue tertiary HCs were more
frequently chosen at some point during their care seeking process. Considering a previous study
within the same population, this may be linked to a higher perceived severity of dengue disease
compared to fever alone [25].
Participants of this study expressed different incentives (symptoms, duration and severity of fever)
to perceive a condition as severe, prompting them to visit a doctor. A suspected dengue infection
was perceived as a more serious event than ‘fever’, leading to immediate healthcare searching,
preferably on day one of onset of symptoms. Several determinants for choosing to directly visit
a doctor instead of first treating at home were identified in this population. These results are
described in an earlier published study, providing a basis to understand the HC preferences of the
study population [25].
An important reason to attend an ambulatorio was the trust in the staff and the medical care received
at these instances. However, barriers mentioned by the interviewees were the long waiting times to
be seen by a doctor, the shortage of medications, how crowded the healthcare institutions are and
themedical resources for treatment available in the ambulatorios. This obliged people to purchase
these from pharmacies or street vendors. The same barriers were reported with regard to the main
public hospital, based on experiences people had with the care received there. The Venezuelan
Ministry of Health is in charge of the infrastructure and provision of medical equipment and supplies
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of both the traditional and parallel health systems. However, a decreased budget and consequently
a shortage of medical supplies and equipment occurring in the traditional health system during the
past decade has been stated by health professionals and Venezuelan health policy makers [12,1719,26,27,32]. In 2007, the director of the “Coche Hospital” in Caracas, explained the following: ‘‘The
funds we receive for 1 year of medicines does not cover our costs for three months, and the rest of
the year we have to ask for loans and request help from the Ministry of Health’’. In the area covered
by that hospital, 90% of the budget for HCs and hospitals was spent paying the salaries of medical
staff, which left little to spend on medical supplies and infrastructure [17].
Interestingly, shortages of drugs and medical supplies in the MBAI and CDI were reported less
prominently. A possible explanation for this is that, in contrast to the financing of the traditional
public health system, the state budget and distribution of supplies of the parallel public health
system has been warranted by its linkage to the revenue of the national oil industry [14,15]. Still, in
our study, the better availability of medical material and medicines was not an incentive to primarily
choose to seek medical help at the parallel health system. The lower reported intended attendance
to the parallel system may be caused by the belief that it is meant for the poor [13], while our
study population originated not only from the poor class, but also from the low-middle and middle
classes. We could not entirely derive this explanation from our data, however, preferential targeting
of health services to disadvantaged groups has been previously described [33].
In our study, perceptions about the severity of the disease seemed to play a role as well. Some of the
interviewed individuals explained that they only visit the parallel system for ‘small pains’, but not to
be treated for a suspected dengue infection. Another important barrier to attend a parallel system
HC was the presence of Cuban medical staff who were not trusted by many of our interviewees.
Indeed, confidence in health care worker has been identified as an important determinant for
uptake of healthcare, e.g. in the case of malaria [34,35]. Contrary to our results, another study from
a community around Caracas, Venezuela’s capital city, reported a high confidence in Cuban doctors
based on the egalitarian physician- patient relationship they had achieved [13]. In the literature,
differing opinions about the quality of the academic preparation and care given by Cuban doctors
and Venezuelan “community medical doctors” trained at a short parallel medical program in
Venezuela are expressed [15, 17, 26]. Some say Cuban health professionals have greater experience
in primary care [15], others argue that only 10% of the Cuban doctors working in Venezuela
are properly qualified to practice medicine while the rest are trained as technicians [17]. Based
on the literature and on our study, different reasons for the distrust of the Venezuelan parallel
health system by a number of individuals may be considered: a) political reasons, b) perceptions
that Cuban doctors are not adequately trained [17], c) preferential targeting of health services to
disadvantaged groups [33]. However, it is important to state that no grounded conclusions can be
drawn about these opinions regarding Cuban doctors working in Venezuela. Consequently, we
recommend to put effort in investigating underlying believes leading to the decrease in access to
care for those distrusting the parallel system.
A previous study in Venezuela had associated a lower socio-economic status and living further
away from a health centre to delays in healthcare seeking [36]. In our study, those with a higher
education were independently associated with the intention to visit the private health system [46].
No univariate association was observed with monthly income and the socio-economic-score based
on possessions, while other studies describe that the private HCs are less accessible for the poorer
population in Venezuela unless they have a health insurance [16,33,37]. In our study, the private
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practices and private hospitals which cover the whole private system, were generally believed to
provide the highest quality of care in case of a dengue infection. Nevertheless, due to the lack of
a health insurance and a low budget, the vast majority did not consider visiting a private HC. This
left the public hospital as the only option for obtaining tertiary care for many participants despite
the problems described above. Financial barriers to obtain medical treatment are also likely to
reduce uptake of proper care in other health conditions, such as malaria [38,39], HIV/AIDS [40,41],
antenatal care [42,43] and acute and chronic cardiovascular disease [44,45].

8

In this study, a quantitative research design was complemented with a qualitative part. The
qualitative data explored the reasons and barriers behind the observed pathways to care
identified using a quantitative approach. This mix of study methods allowed us to obtain a deeper
understanding of the HC choices in the case of a fever or dengue infection at community level in
individuals exposed to hyperendemic dengue transmission. Another strength of this study is that
it was carried out in a well-characterised study population [24], and individuals were interviewed
at home providing a safe and confident environment. Because of the community-based nature
of the study, we were able to capture a broad scale of opinions including those from individuals
who may never visit a HC. A weakness of this study is that primarily women around the age of 40
were included and that the research was conducted mainly in one of the three neighbourhoods
restricting the originally calculated sample size. A smaller sample size may have decreased the
power of the quantitative study and should be taken into account. Given the smaller sample
size, the sample error of the proportion to be estimated was 8.3% (ambulatorio attendance for
fever) - 8.6% (ambulatorio attendance for dengue), instead of the 5% we estimated initially. Due
to the sample bias one should be cautious with generalizing these findings for all urban areas of
Venezuela. We expect that opinions expressed in this study are also representative for a significant
part of the poor, low-middle and middle class living in the urban areas of Venezuela. However,
research in other Venezuelan regions and settings should be performed to confirm this. For logistic
and ethical reasons, recording the conversations was not possible, therefore we had to write and
summarize patient’s opinions. This mode of data-collection may be less accurate and provide less
in-depth information than we could have obtained when recording and could be considered as
a weakness of this study. On the other hand, recording conversations could have also prevented
participants to talk freely on the politically loaded topic of this research.
CONCLUSIONS
Access to care in Venezuela is currently a complex situation where individuals need to juggle
between the different available public and private HCs in order to obtain proper and timely care and
medical supplies. The preference of most people to visit the traditional system in case of fever and
dengue points out the importance of improving and maintaining the quality of healthcare given
at these institutions. The parallel system was created out of the vision that there was a need for
healthcare transformation [15]. In our study, these HCs did not face the same problems described
for the traditional HCs. Still people often did not intend to visit the parallel HCs for various reasons.
Our study shows that higher educated individuals were more likely to attend the better qualityperceived healthcare (private healthcare) suggesting an inequity in access to care. Barriers in access
to health care included long waiting times, crowdedness, distrust in staff/diagnoses/treatment of
doctors having the Cuban nationality and high costs. Moreover, many participants pointed out
the lack of medical material in the free traditional healthcare system, which forced them to buy
these materials in pharmacies. Considering this, possibilities for treatment may be limited for those

200

Accessing Healthcare in Venezuela
who cannot buy these materials. To decrease inequality in access to health care, policymakers in
Venezuela should focus on improving health system performance in terms of acceptability of care
(provided by the parallel health system) and availability of care (presence of (free) medication,
reduction of waiting times and crowdedness). A study on out-of-pocket expenses in case of
dengue could give broader insights into the financial burden of dengue in Venezuela. Additional
research covering more diseases and carried out in other Venezuelan urban areas could broaden
the insights into the access to care in Venezuela.
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Endnotes
At the time of the study the official exchange rate was USD 1= VEF 6.30; however, a “parallel”
market system influenced the country’s economy whereby USD 1 was equivalent to approximately
VEF 50.
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S1 table: Overview of the characteristics of the different health centres in Venezuela. S1 table: Overview of the characteristics of the
different health centres in Venezuela. 124 hours / 7 days a week. 2Blood samples are taken on day 5 after symptoms onset and sent to the regional
epidemiological laboratory for diagnosis (serology). 3More recently (after the period of our study), venezuelan students have been trained as MIC.
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