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ABSTRACT

Family and Community Medicine was introduced to Costa Rica through the McGilI 

CENDEISSS Project of 1989 - 1994. The development of this new speciality is

interpreted as a "professionalization" drive, which, while appropriating the discourse of

the international primary health care movement, in fact places more importance, as a

social movement, on negotiating for and expanding its own jurisdietional space. Two

bodies of literature are called upon to provide theoretical guidance, namely, writing on

'''professionalization'' and ethnographie interpretations of"development" in the so-called

Third World. The phenomenon of Family and Community Medicine in Costa Rica is

described as an international, national, and local movement. The town of Puerto Viejo de

Sarapiqui is the focus of an ethnographie description of the speciality' s local-ievei

implementation.

SOMMAIRE

La médecine familiale et communautaire a été introduite au Costa Rica grâce au

programme McGiIl - CENDEISSS, 1989 - 1994. Le développement de cette nouvelle

spécialité médicale est interprétée comme une tendance vers la "spécialisation". Tout en

s'appropriant le discours du mouvement intemational des soins de santé primaires, cette

tendance vers la spécialisation, en tant que mouvement social, vise d'abord et avant tout a

établir son propre espace juridictionnel. Le cadre théorique est fourni par deux courants

doctrinaires, d'un côté les écrits portant sur la "professionnalisation" et de l'autre

l'interprétation ethnographique du "developpemnt" au "Tiers Monde". Le phénomène de

la médecine familiale et communautaire est décrit comme un mouvement international,

national et local. La ville de Puerto Viejo de Sarapiqui sert de point de mire a une

description ethnographique de l'implémentation de cette spécialité à l'echelle locale.
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INTRODUCTION

In September 1994, a five-year collaboration between McGilI University's

Department of Family Medicine and Costa Rica's CENDEISSS, 1 the National Centre for

Strategic Development and Information in Health and Social Security, officially came to

an end. The McGill-CENDEISSS Training Project in Family and Community Medicine,

a development initiative funded by CID~ the Canadian International Development

Agency had, according to McGill Family Medicine officiaIs, been successful in

establishing an autonomous department of Family and Community Medicine in Costa

Rica.

As a student of Medical Saciology, trus project interested me for a number of

reasons: first, the discipline of Family Medicine appealed to my sensibilities because it

represented a movement within the medical paradigm that challenged the traditional,

biologistic, mechanistic madel, and thus merited a look from a sociological perspective~

second, it was a project conceived as a "development" effort in Central America, a therne

and a region that are at once dear and challenging to me.

When Professor Uli Locher of McGilI's department ofSociology introduced this

project to me in the FaIl of 1993 as a possible area of research for my Master' s thesis, 1

immediately felt a strong pull to the topic. 1 contacted Dr. Liliane Filion-Laporte at

rv1cGill's department of Family Medicine, and told her ofrny interest. She kindly

provided logistical support, and assisted me in securing funds to cover the period of my

tieldwork. In February of 1994, 1 took an initial one-week trip to Costa Rica ta meet with

people involved in the project there, to carry out preliminary interviews, and to determine

a site for my community study. By June, 1 was back in Costa Rica, as prepared as

possible for the three months offieldwork 1 was about ta carry out. From my own

'CENDEISSS is the Centro Nacional de DesarroUo Estratégico e Informacion en Salud y Seguridad
Social This institution is in charge of specialty training tor aIl post-graduate health professionals and tech
nicians in Costa Rica.
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process of discovery, and the large body of data that grew from it. came what is

synthesized, in what 1 hope is a coherent manner, in the following pages.

This thesis presents an ethnographie, qualitative analysis of the development of

family and eommunity medicine in Costa Rica. This topic was chosen in part beeause.

from a Medical Sociology point ofview, the development of medical specialties and

professions is a central issue, as shown by the large body of literature on the proeesses of

··professionalization." The thesis also deals with the institution of medicine in the '"Third

World," and raises questions surrounding "development" and the transfer of medical

practices from "developed" to "developing" countrÏes. The originality of the present

work lies, therefore, in its attempt ta connect two distinct trends in the literature, namely

"professionalization" and "development."

What follows in the next chapters is, tirst, an overview of sorne of the important

secondary literature on "professionalization" and on "development," along with

suggestions on how the two topies can be connected. Chapter 2 presents an overview of

the situation ofhealth care in Costa Rica and introduces the McGilUCENDEISSS project

for training in family and community medicine, within the Costa Rican conteX!. Chapter

3 approaches the development of family and community medicine in Costa Rica from a

macro perspective, looking at the specialty as a national movement, but aIso painting out

international pressures and constraints. Chapter 4 provides an integrated ethnographic

view on the practice of family and community medieine. More specificaIly, it looks at

the practice of rural heaIth care at the local leveI, with the intention of connecting themes

elaborated in the macro section to the local-Ievel practices of graduates of the Training

Program in Family and Community Medicine. Finally, chapter 5 presents a selection of

themes that run through the discourse and the practice of family and community medicine

at the local, national, and international levels, and that complement the analytical

frameworks estabIished. A concluding section makes suggestions for further research.

2



CHAPTER ONE - THEORETICAL PERSPECTIVES

The development of Family and Community Medicine as a distinct approach to health

care delivery, and thus as a new medical specialty, as weIl as an emerging profession in

Costa Rica will be analyzed in this thesis from two perspectives. 1will examine the

development of the discipline in Costa Rica from a "professionalization" perspective,

using analytical frameworks put forward by Abbott (1988), Freidson (1970, 1973, 1986),

and Bucher and Strauss (1961). These provide useful insights into the dynamic processes

ofjurisdiction-building, segmentation, and power accumulation, as weil as the discursive

strategies that inform the processes that are taking place in the course of the establishment

of the Farnily and Community Medicine model in Costa Rica.

One drawback to this literature, however, is that it examines professionalization only

in the "developed" world, principally in the US and UK. The link between

"professionalization" and "development" has been left virtually untouched. It becomes

the task of this thesis, therefore, to examine and attempt to elaborate upon this unexplored

domain. To this end, a critical examination of the official discourse of Family and

Community Medicine, the health reform movement in general, and the concepts of

··community participation," "political will," and "integration" in particular, can be

juxtaposed with evidence of local-Ievel dynamics in order to illustrate the gap between

what Family and Community Medicine and Primary Health Care theory say, and what its

practitioners actually do _ Morgan's (1993) investigation into the political economy of

"community participation'1 in heaIth in Costa Rica provides an important background

against which our analysis will be developed. Ferguson's (1994) study ofwhat he calls

the "development machine" provides useful insights into the gap between the discourse of

development and its impact at the locallevel. As 1can assume that the literature on

development is weil known, a generaI literature review will not be undertaken. Rather, 1

will focus more narrowly on issues of development in Costa Rica, using Morgan as our

principal source, and borrowing from Ferguson to complement myanalysis.
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PROFESSIONALIZATION

Freidson and Abbott have written extensively on the processes of professionalization

in North America and the UK. AIthough they have not examined professions in the

developing world, sorne of the notions they put forward can tentatively be applied to the

case offamily and community medicine in Costa Rica.

Freidson was instrumental in deepening the discussion on professionalization to factor

the actual work of professions into the equation. Previously, most writers in the field

tended to view professionalization structurally, as a linear, somewhat generalizable

process that had more to do with the creation of mIes, reguIations, and jurisdictionaI

space than the establishment ofwork patterns that defined power differentiaIs. For

Freidson (1986), profession is the human link between knowledge and power, and any

analysis of professionalization must have its terms of reference grounded in human

activities, or work. Freidson distinguishes between formaI knowledge (i.e., the official

discourse of the professions, including academic and bureaucratic-institutional vOlces)

and work, and seeks to describe the interface of the two as the domain of the professional

practitioner. For Freidson, it is up to the professlonal to translate knowledge into action,

and thus to use formaI knowledge as power over his or her clients.

Abbott' s approach to professionalization is a more comprehensive one; his "system

mode!" has three fundamental postulates: "( 1) that the essence of a profession is its work

not its organization; (2) that many variables affect the content and control of that work;

and (3) that professions eXist in an interrelated system. Change in professions can

therefore be analyzed by specifying forces that affect the content and control ofwork and

by investigating how disturbances in that content and control propagate through the

system of professions and jurisdictions. The proper unit of analysis is the jurisdiction, or

more generally, the larger task area" (1988: 112).

This jurisdiction, for Abbott, is the Iink between a profession and its work. "To

anaIyze professional development is to anaIyze how trus link is created in work, how it is

anchored by formaI and informaI social structure, and how the interplay ofjurisdictional

links between professions determines the history of the individuaI professions
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themselves" (1988: 20). The development of any one profession or specialty must

therefore be examined historically and contextually, bearing in rnind political, economic,

social, and cultural influences on the processes ofjurisdictional daims.

[n Abbott's analysis, these daims play themselves out in three arenas: the legal

syste~ public opinion, and the workplace. The legal system is loosely perceived as the

set of institutions that can confer formai control of work to the professions (the

legislature, courts, and the administrative or planning structure)~ public opinion is, in the

USA at least, the primary audience for professional jurisdictional daims, and public

jurisdiction is "a daim ofboth social and cultural authority" (1988: 60); in the workplace,

"jurisdiction is a simple daim to control certain kinds ofwork" (1988: 64). In the case of

Costa Rica, and of developing countries in general, one could add a fourth, international,

arena in which jurisdictional daims are made: international organizations such as the

World Bank and the World Health Organization as weil as aid agencies in so-called

developed countries play not only an important administrative and financial role in the

development of new programs in developing countries, but are also a critical audience to

which professionaI movements such as family and community medicine must make

overtures.

Family and community medicine can be seen as an emerging profession, or specialty

within a profession, that is attempting to gain power through the invocation of special

skills and formaI knowledge. We can take family and community physicians as an

emerging force in what Ehrenreich and Ehrenreich (1977) caIl the "Professional

Managerial Class," or Gouldner's "New Class" of intellectuals and technicai

intelligentsia (Freidson 1970, 1973, 1986). Occupations in trus cIass are "organized as

professions that daim commitment to public service and the possession of an esoteric

body of specialized formaI knowledge and that seek freedom from evaluation and control

by others" (Freidson 1970: 46). These professions, in order to survive and thrive, must

develop a "coherent organization that effectively undertakes a •market project' that

succeeds in carving out a labor-market shelter, a social closure, or a sinecure for its

members in the labor market" (Freidson: 1986, 59).
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Granted~ professions tend ta belong ta a similar "c1ass," yet this class is far from

monolithic; indeed~ Bucher and Strauss (1961) noted a certain segmentation within élite

occupations such as medicine. They "emphasized-in contrast to sociological

perspectives that stressed a homogeneous professional 'community'-that occupations

like medicine could be thought of as a coalition of interest-groups and speciaIisms. Each

segment identified itself, in contradistinction to other segments, in terms of its distinctive

mission~ its knowledge-base and its characteristic approach to work" (Atkinson 1995:

88).

Freidson~ on the other hand~ indicates that medicine comes very close to complete

social closure~ certainJy, from an "outsider' s" perspective, it does. However, l agree with

Bucher and Strauss, and suggest that there is significant segmentation within the

profession itself Indeed, if we look at professions as processes, then one of the

mechanisms that maintains professionallife is segmentation. Familyand community

medicine can be seen as just one segment within the profession of medicine. For

analytical purposes~ we can interpret the institution of medicine as being composed of a

number ofestablished and emergent specialties that act very much as independent

professions~ each vying for its own institutionaI space. Thus, in keeping with Freidson~ l

will be examining the specialty of family and community medicine as an emerging

profession unto itself, with a distinct mission, knowledge base, and work orientation.

will also describe the specialty in terms of the inner work of medicine, as a continually

evolving "segment" or "social movement" within what Bucher and Strauss calI the "body

professional" (1961: 332):

Abbott suggests that, "in c1aiming jurisdiction~ a profession asks society to recognize

its cognitive structure through exclusive rights~ jurisdiction has not only a culture, but

also a social structure. . .. To understand the actuaI claims, then, it is less important to

analyze their particular content than their locatio~ their general fonn, and the social

structure of the daiming professions themselves" (1988: 59). l would suggest that, to

make a strict distinction between "content" and "location" would not be a straightforward

exercise: one inevitably overlaps and meshes with the other. Accordingly, it is at this

vague and indeterminate juncture, where jurisdictional daims meet the structure and

6



embeddedness of work and institutional culture, hierarchies and social worlds, that we

can introduce the notion of"boundary work" (Gieryn 1995, Star 1989). To paraphrase

Gieryn, in the present case boundary \vork will be defined as a process whereby certain

characteristics are attributed to an institution, to its practitioners, values, methods, and

work organization, in order to construct social boundaries that distinguish the institution

or specialty from other specialties, or, in fact, trom other forms of health care provision.

For Gieryn, boundary-work "occurs as people contend for, legitimate, or challenge

the cognitive authority of science-and the credibility, prestige, power, and material

resources that attend such a privileged position" (1995: 405). In our case, we can

substitute "primary health care" or "public health" for "science," focusing on a extended

version of Abbott' s "arenas" in which jurisdictional contests are fought.

To summarize, the professionalizing jurisdictional claims of family and community

medicine in Costa Rica, and indeed, beyond this countryts borders, can be perceived as a

clear example of ·'boundary-work." This work and the daims made in carrying it out can

also be interpreted from a "developmenf' analytical framework, where the key dependent

variables are not necessarily the existence or the growth of a profession, but the social

distribution of resources, and, in this case, the equitable provision of health care services.

WHERE PROFESSIONALIZATION rvlEETS DEVELOPMENT

Morgan (1993) engages in what she caUs a "political-economic ethnography ofhealth

policYt" emphasizing "the 'social and historical roots of disease and health care, with

particular attention to the existence of stratified social relations within a \vorld economic

system" (1993: 2). She suggests that political economic analyses of international heaIth

have focused on the "global penetration of capitalism" to the detriment of a consideration

for "the crucial role of the state" in directing social policy as weIl as "the dynamic

participation of subordinated peoples in resisting domination" (1993: 3). Her view of

development in health is succinct and challenging to aIl stakeholders in the health

development trade: "For those who view health as more than the absence of disease, who

believe that health is the outcome not just ofuniversal access to medicine but of adequate
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sanitation~ access to gainfui employment. positive working conditions, and freedom from

institutionalized injustice, then the heaith of the poor improves as people resist the forces

that perpetuate inequalityn (1993: 166). The interaction among the various forces that

resist and perpetuate inequality in health takes place in a context that is defined by

interrelated institutional and symbolic processes. Already, we have pointed to

professionalization as the institutionai process on which this thesis will focus. As far as

symbolic processes are concemed, Morgan identifies a number of"political symbols" of

health in Costa Rica, including "political will" and "community participation." Over the

course of my fieldwork, these tenns-to which l wouid add another important rhetoricai

daim, namely "integration"-emerged time and again as central rhetoricaI features of the

primary heaith care movement, which have aiso been appropriated by family and

community medicine.

"Participation," for Morgan~ is a "socially constructed amalgam of ideas, defined and

refined through time" (1993: 4). For example, CUITent World Bank rhetoric caUs the

'"essence" of participation 4'exercising voice and choice" (Narayan 1995: 7). A relatively

new concept in international development, it was sold by development agencies as a

panacea for rural projects in the 1970s, yet, according to Morgan, without considering

'"the relevance of citizen-state relations in a given country or its prior history of citizen

participation" (1993: 4). Morgan sees much of the international health literature on

"community participation" as ahistorical~ assuming that mast impediments to

participation are to be found at the community level, "for example in the psychological

characteristics or charismatic appeaI of individuals, the organizational or leadership

structure of specific communities, the existence or persistence of traditional beliefs

regarding disease etiology, or sorne other intra-community variables" (1993: 3).

Morgan's response to these assumptions is to assert a need to analyze development

initiatives "diaiectically, as consequences of the relations among international, domestic,

and local groups \vho act in response to changing economic and politicaI priorities"

(1993: 4). In her broad-ranging analysis, she acknowiedges a United Nations typology of
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participation as either "spontaneous," "induced," or ··coerced.',l Ultimately, however, she

prefers not to follow these categories, instead interpreting participation as

a political S}mbol, by nature amorphous, tlexible, and adaptable. Unraveling what participation

~1mbolizes to ditTerent people and groups at various historical periods otfers insights into the

relations of domination and subordination operating within and between societies.... Participation

îs ah'iays constrained at the state level by partisanship, funding limitations, the whims of

international agencies, and the resistance of local and national interest groups, including

prott.--ssionals and bureaucrats. And at the local level. participation wa.xes and wanes with the fdt

needs of the populace and the state' s ab ility to respond etfectively to them. (1 993: 5-6)

Morgan gives the reader an important critique of the official discourse (akin to

Freidson's "formal knowledge") that surrounds participation, interpreting it as more a

strategy of social control than a genuinely fundamental value of Costa Ricans.3 Morgan

sees a deep-rooted tradition of state paternalism in trus country, and despite official

slogans equating participation with democracy, participation (in healt~ politics, or

"development") nonetheless has not occurred spontaneously at the community level in

general. Instead, the state, as a "benevolent" giver ofgood health, has had to create or

"induce" participation of the poor and the marginalized.

International agencies such as the World Heaith Organization (and its subsidiary, the

Pan-American Health Organization), the World Bank, and others, have incorporated the

jargon of participation and democratization into their official mandates, and in the

process have made compliance at the nationallevel a prerequisite for receiving technical

or financial assistance. According to Morg~ these mandates are filtered through the

1"Spontaneous" participation is ·'voluntary. base-up, without external support," or "Ïntonnal, boltom-up.
community supportive". "Induced" participation is "sponsorecl mandated, and officially endorsed"~ the
"co~rced" form is "compulsary, manipulated, and contrivoo" (Morgan 1993: 5).

JAbbott discusses jurisdictional daims in tenns of social and cultural controL "The cultural control
arises in work with the task and is legitirnated by fonnal knowledge that is rocted in fundamental values.
The social control arises in active daims put forth in the public, legal, and wod..-place arenas" (1988: 83).
We would argue that participation is put forth as a fonn of social, not cultural control by the health authori
ties, since pnrticipaùon as such is not, accorumg to Morgan. a fundamental value in "Tico" (i.e., Costa Ri
can) society.
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state~ down through various levels ofgovernment~ in a highly politicized process of

mediation and negotiation. "The local manifestations of international heaIth programs

must therefore be regarded as a consequence of the interactions among global, national,

and local forces" (1993: 10). Such an interpretation is not dissimilar to Abbott's cali for

popular~ juridical, and political levels of analysis..J

In the end, for Morga~ "community participation" is a component of international

healthjargon, a strategy for jurisdiction-building and the manipulation ofresources at a

number of locations: from grant proposal-writing in the international forum~ ta policy

dictates at the nationallevel, to the allocation of funding and professional positions at the

local level. Whether "community participation" actually takes place in community heaith

initiatives~ or further, whether "community participation" can be defined in any generic

way, is another issue altogether. A central organizing principle of Primary Health Care,

itself a low-cost health strategy, "community participation" is a process whereby

individuals and families are meant to come to view health not only as a right but aiso a

responsibility~ however, missing is the principle that the right to heaith should be

guaranteed by the state.

James Ferguson (1994), in a poignant analysis of"development discourse," points out

the incongruity between bureaucratie "development" knowledge and local "aboriginal"

(as weil as academic) knowledge and the effects the production and application of the

former can have on structural (i.e., socioeconomic) change. In a manner similar to

Abbott' s interpretation of the role of knowiedge daims in professional jurisdiction

building, Ferguson' s "vivisection of a conceptual apparatus" (1994: xvi) looks at the

generation, the application, and the practical consequences of specifie, bureaucratie, ideas

about development. His analysis is anthropological, thus "'decentered", and locates "the

intelligibility of a series ofevents and transformations not in the intentions guiding the

actions of one or more animating subjects, but in the systematic nature of the social

reality which results from these actions" (1994: 18). Thus, in eomparison with Abbott,

~For an interesting case study of heallb development institutions and processes in Nepal, lbeir interac
tions at lbe local, national, and intemationallevels, and lbeir relationship to culture, sec Justice ( 1986).
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who analyzes knowledge daims as a "process" (here called "professionalization"),

Ferguson goes further, focusing on the "results" of knowledge daims, or the "conceptuaI

apparatus" called "development."

According to Ferguson~ the development trade seeks technical solutions for what it

perceives to be technical problems. He argues that these "problems" are not technical at

aIl, but political, social, and cultural. In rus Lesotho case study,

isolation. lack of mark~ts. lack of credit,.... lack of ~ucation, ... are exaggeratl.:d or inventt:d to

take the place ofthings like unemplo}men~ low wages.. _ , politicaI subJugation . _. and

entrenched bureaucratie dites~ then an institutional apparatus is unleashed to combat these lurgely

illusory technical problems ([ 994: 8ï-88).

To fol1ow bis argument, one could point out a number of similar "problems," such as a

lack of education and a lack of community participation, that have been identified in

Costa Rica by health planners, bureaucrats, and practitioners.

1 would disagree with Ferguson. however, and contend that the development trade

does indeed perceive the political nature of structural "problems" such as poverty and

oppression, and that plans are made in cognizance of these. It must be remembered that

the net "result" of development initiatives rarely, if ever, point to an eradication of

inequality or disenfranchisement, and will virtually ahvays "fail," when compared to

planned-for outcomes. It must also be noted that the terms he uses, such as

"unemployment" and "low wages," are constructs of political economy, just as are "lack

of markets" and "lack of credit," the "technical" terms he criticizes.

What is useful about Ferguson is that he points out convincingly that notions such as

"development" must not be taken for granted. Whether his Foucauldian analysis is in fact

"correct," and whether development projects indeed do consistently "fail" ta meet

planned outcomes, is not the point. "Success" and "failure" are relative concepts that

mean different trungs to different people. Rather, bis insight cornes in rus suggestion that

what needs to be studied is not the people, but the apparatus, or the institutions, that do

the developing.
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In order ta decipher why the "development" discourse takes the fonn it does.

Ferguson tells us it is necessary to "uncover the institutional and ideological constraints

and imperatives that structure the discourse" (1994: 28). By contrasting "development"

discourse with "academic discourse", he attempts to prove their mutual incompatibility.

He deconstructs a World Bank teX! and shows most of its daims ta be either false or

fraught with ideological assumptions couched in neutraI terms, thereby ilIustrating the

institutionai character and thus the academic inadmissibility of the text. Again, whether

the World Bank is "right" or "wrong" is not the point here~ what is interesting for us is

that many notions of development, such as "community participation" and "integration"

are indeed bureaucratie constructs, and it is these concepts that are borrowed by family

and community medicine in their professionalization drive.

Ferguson' s characterization of"development" as a "machine" that tends to

standardize development interventions, discourse, and program elements, and to

homogenize "expertise," makes the important point that there is very little overall

instrumentality involved in the process. In other words, there is not any kind of

conspiracy on behalf of a state, an international organization, or a "ruling class" that

"possesses" power. Rather, Ferguson daims, a state, a development agency, a "machine"

should be looked at as points of"coordination and multiplication of power relations, ... ,

a kind ofknotting or congealing ofpower" (l994: 272-273). One couId extend this view,

and apply it to the domain of professionalization.

Ferguson then poses an important question: given that "development" outcomes are

rarely congruent with plan"s, what is their relationship? His complex, or confusing,

answer is really but a simple metaphor: that we must see the "structured discourse of

planning ... ooly as part of a larger 'machine,' an anonymous set of interrelations that

only ends up having a kind of retrospective coherence.... Planners' conceptions are not

the blueprint for the machine; they are parIs of the machine" (1994: 275-276). Thus.

plans tend ta "fail" ta change the world according to their prescriptions. Similarly, the

discourse of family and community medicine, seen as "plans," will likely fail to change

the world. However, they will serve in the discipline's struggle for legitimacy and social

space.
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SYNTHESIS

The people who daim to take responsibility for the health development of poor Costa

Ricans also believe in the need to establish themselves as professionals. On the one hand,

they espouse an inclusionary discourse. On the other hand~ they engage in the

exclusionary erection ofjurisdictional walls. Although this might seem contradictory, it

is in fact a strategy inherent to the process of professionalization. As Freidson (1970)

points out~ "the profession's service orientation is a public imputation it has successfully

won in a process by which its leaders have persuaded society to grant and support its

autonomy" (1970: 82). Thus, "service" to communities and to development cornes on the

condition that a certain social space be guaranteed by "society," which, following Abbott,

l have broken down into "arenas"-the international heaIth institutions, the legaI system,

public opinion, and the workplace. The mechanisms by which these guarantees are

sought by the profession in question indude rhetorical strategies that invoke political

symbols such as "integration," "community participation," and "political will," as pointed

out by Morgan. These symbols are emergent components ofFerguson's development

··machine" that~ in our discussio~ become instrumental in the negotiation of power

relations.

Two distinct sets of literature have been drawn upon ta forro a theoretical basis for

this thesis. Although theory surrounding "professionaIization" and that on

"development" might seem at tirst to have little in common, in fact, they complement one

another and have commori points that are useful for our analysis. Bath sets of sources

take official "discourses" (i.e., "jurisdictional daims," "development plans," "community

participation") and subject them to scrutiny, distinguishing and elaborating upon what is

"'said" and what "gets done."

Together, these approaches inform the present analysis on the process of the

development of a new profession, family and community medicine. At the same time,

they will he used to explain the relationship between trus new profession and

socioeconomic development in health in Costa Rica.
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METHODOLOGY

Research was carried out in two phases, which 1will caU "pre-departure" and

"fieldwork." The tirst phase consisted in establishing contact with the Department of

Family Medicine at McGill University in Montreal, collecting and analyzing the available

documentation on the McGill-CE1'\'DEISSS project, interviewing a numher ofkey actors

involved in the projeet, and reviewing literature on health, development,

professionalization, ethnographie methodology. and Costa Rica. 1made an initial one

week trip to Costa Rica in February, 1994, in order to meet with key informants and

collaborators, to investigate potential field sites, and to give myself a preliminary

exposure to the sociopolitical, cultural, and working contex1: offamily and community

physicians. Upon retum to Montreal from this brief visit, 1concentrated on developing a

methodological and conceptual plan ofaction for the second, ~'fieldwork" phase.

This phase, during which the empirical material at the core of the study was collected,

was undertaken between June and September 1994 in Costa Rica. During trus time, 1

used four different methodological strategies: 1 conducted interviews, collected and

analyzed documents, engaged in participant-observation, and designed and administered a

survey.

A) INTERVIEWS

1 interviewed health alithorities at the nationallevel, from the Ministry of Health

(Ministerio de Salud, or MS) and the Social Security Fund (Caja Costarricense de Seguro

Social, the cess or "Caja"), and at the regionallevel (Region Central Norte of the Caja,

and Heredia of the MS). 1 also interviewed representatives of the Pan-American Health

Organization, the National Centre for Strategie Development and Information in Health

and Social Security (Centro Nacional de DesarroUo Estratégico e Informaciôn en Salud y

Seguridad Social, CENDEISSS), and McGill University representatives in Costa Rica.

Of course, 1 interviewed, both formally and informally, graduates of the McGill

CENDEISSS training program in family and community medicine. 1 also conducted
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interviews with health workers and community members of Puerto Viejo de Sarapiqui

and outlying areas, where [traveled with the MS's Mobile Medical Unit. A significant

portion of my data was collected during impromptu discussions with health workers and

officiais, community members, and during conferences on family and community

medicine.

B) DOCillvŒNTS

1 was given unrestricted access to the National Library ofHealth and Social Security

(Biblioteca Nacional de Salud y Seguridad Social, BINASSS), the Pan-American Health

Organization's documentation centre, and to the libraries of the Universidad de Costa

Rica (UCR) and the Universidad de Heredia. Dr. William Vargas of the UCR's

department of Public Health arranged for my access to electronic mail and the Internet.

C) PARTICIPANT-OBSERVATION:

Puerto Viejo de Sarapiqui is a small town of6,500 inhabitants ( 1993 figures) in

Heredia Province, 80 km North-East of San José. It was chosen as the community to be

studied for several reasons. The first had to do with access: from my conversations with

the people involved in the McGill-CENDEISSS project, l decided that it would be

important ta study a c1inic that was "typical," which might be representative of the health

service delivery situation ih most of the country, and that had an "average" family and

community physician as its director. l could have studied the clinic in Barranca, \vhich

has become a model for the entire country, but the dinic and its charismatic director (a

young, extremely energetic family and community physician very keen on promoting the

family and community medicine "mode!") seemed too exceptional to be copied to any

extent elsewhere. lvID, one of the project participants, was of the opinion that the Puerto

Viejo clinic was not exceptional, and that its director, AC, would be willing to collaborate

with my project. Upon contacting him and explaining my intentions, AC agreed to take

part. Thus, nIY access was gained easily, and without undue loss of time.
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A second factor that influenced my choice of Puerto Viejo as a case study was its

location. It is in a part of the country that has undergone drastic demographic changes in

the last eight years. A tremendous in-migration of plantation workers has taken place, as

about twenty-five new banana fincas have come into production. Also, a highway, only

recently built, has reduced travel time to the capital from over eight hours to just under

one and a half hours. Thus, it remains a primarily rural area, yet not at a great distance

from San José. Logistically, trus was convenient for me, as 1 expected to be returning to

the capital on a regular basis. OnIy in San José would 1 have access ta libraries, public

officiais, and those people involved in family medicine.

A third factor was that the public health care system in Puerto Viejo was making

efforts not onIy ta accornmodate the demographic changes in the area, but also to reflect

the national reform underway in the government health sector. Since 1984 the

government has been in the process ofintegrating the two health bureaucracies in order to

streamIine and consolidate the structures. In Puerto Viejo, the two dinics were beginning

to merge administratively in 1994, and the construction of a new, "integrated" dinie was

begun in August 1994.

Over the course ofmy stay in Puerto Viejo, it became clear that in order ta understand

the conditions in isolated rural areas, 1 had to travel with the mobile medical unit on its

community rounds. 1 thus spent many days traveling by four wheel drive, by boat, and by

horse to the outlying cornmunities of Sarapiqui county, sometimes staying ovemight in

the heaIth posts. There, 1observed interactions between the health team and their

patients, and spoke at length with the team and with community members.

To summarize: Puerto Viejo was chosen for reasons of privileged, rapid access; its

location, wruch was both convenient and interesting; a manifestation of the national

reform process~ and because it was "typical" example of the challenges faced by family

and community physicians.

As a limited comparison to the clinics in Puerto Viejo, 1 spent one day at the Los

Sauces clinic close to Tres Rios, 15 km east of San José, and two days at the Clinica

Sotomayor in Barranca, Il km inland from Puntarenas, Costa Rica's major Pacifie eoastal

city. In order to understand the collegial dynamics of the family and community
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medicine movement, 1observed their goings-on as a delegate to two conferences on their

emerging specialty. The first, the "pre-Congreso," was held in June 1994. The second,

from September 1-3, 1994, was the three-day "First Annual Conference on Family and

Community Medicine."

D) SURVEY METHODS

As an observer in the two dînics (CCSS and Ministry ofHealth) in Puerto Viejo de

Sarapiqui, 1 devised a simple interview schedule to be administered to patients (see

Appendix) in arder to determine demographic trends and health care services use in

Puerto Viejo. With two assistants, Y and S, we interviewed a total of 758 patients that

generated a secondary sample of3,352. (Locher and Scyner).
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CHAPTER TWO - COSTA RICAN REALTH CARE: CONTEXTUALIZING THE

INTRODUCTION OF FAMILY AND COMMUNITY MEDICINE

In order to understand the developrnent offamily medicine in Costa Rica~ the

institutional context must be elaborated. AIthough health care eoverage is ··universal" in

Costa Ric~ the delivery of health eare is fragrnented among vanous institutions whieh

have been assigned distinct, yet overlapping responsibilities, and whieh have developed

their OViTl partieular bureaucratie cultures.

TECHNOCRACY VS. MYSTIQUE - THE TWO FACES OF THE COSTA RICAN

HEALTHBUREAUCRACY

The Ministry ofHealth was founded in the 1920s, after a senes ofgovernment offices

were put in charge of public health and the control of communicable diseases. Since

then, its functions have vaned; from being provider of ail curative care and administrator

of the country's hospitaIs, it has now been reduced (on paper, but so far not in practice) to

the role of"ente rectora," or rectory body. In the CUITent scheme, the Ministry ofHeaIth

is to give up its role as service-provider~ and remain only a policy-making institution.

The Costa Rican Security Fund (CCSS) is to be in charge of aIl health services rendered.

The cess, established in 194 l, began its operations in 1943 to provide sickness and

matemity coverage as weil as pensions for urban saiaried workers. lnitiaIly, it was

limited geographically to San José and the provincial capitals, and demographieally to the

insured and their dependent spouses and children, and pensioners. Coverage included

general and specialist care, surgery, maternity care, hospitalization, laboratory services,

dental care, Iimited optometry services, and medicine; sick-leave and matemity leave

\vere paid for. Heaith benefits were extensive, however, much of the population was left

uncovered.

In 196 l, the governrnent passed a law mandating the expansion of social insurance

coverage to the entire population within a ten-year period. However, due to a lack of

infrastructure, the implementation of the law was delayed almast a decade. In 1971, a
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new law ordered that the CCSS proceed with the ~universalization' of coverage. In 1973,

as a result, ail hospitals were transferred from the Ministry ofHealth to the cess (called

"el traspaso"), and the cess was charged with providing free health care to the poor.

The same law gave the responsibility for curative measures to the CCSS, while the

Ministry of Health was to focus on prevention. Mandatory coverage was extended to

"'dornestic servants and employees of micro enterprises and their dependent relatives," as

weil as to indigents and their dependent families. Voluntary coverage was offered to '''the

self-employed, unpaid farnily workers and employers, and their dependent families"

(Mesa-Lago 1992: 85).

The National Health Plan of the 1970s gave the Ministry of Health the responsibility

for extending Primary Health Care to ail rural populations and to the urban poor. Health

posts \-vere established in isolated rural "health areas" for every 3000 or so people.

Paramedical personnel (primary Health Care technicians, or TAPs - Técnicos de

Asistencia Primaria) would visit the population in their homes, recording health statistics.

giving primary care, and testing for malaria, dengue, and other communicable diseases.

"Mobile units," teams of physicians, dentists, and TAPs, would provide general rnedical

and dental care at health posts (or other non-residential buildings, where a health post did

not exist) in isolated communities, usually on a quarterly basis.

In 1976, the Ministry ofHealth's urban community program began, "geared to the

urban population in shantytowns, which basically consisted of rural migrants" (Mesa

Lago 1992: 85). Health posts and health centres, similar to those in rural areas, were

established.

The Ministry ofHealth's other functions were, previous to 1994, to provide '~general

service ta the entire population, such as epidemiological control, environmental

sanitation, immunizatio~ nutrition, heaIth education, and family planning" (Mesa-Lago

1992: 85). It also operated "education and nutrition centres" (CEN) and "integral care

centres" (CINAI). The former, similar to kindergartens, "provide milk and nutritional

supplements and education ta children and pregnant wornen"; the latter are "day-care

centers that supply three daily meals to children under the age of 6, as weil as other

services" (ibid). It is not unusual to see CEN/CINAI attached to a dinic.
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Two other public institutions provide sorne health care or parallel services. They are

the lnstitute ofWater Supply and Sewage (Instituto Costarricense de Acueductos y

AJcantarillados, or ICAA), which has ensured the provision of potable water supplies and

waste disposai to 93% and 97% ofthe population, respectively (1989 figures in Jaramillo

1993: 146); and the National lnstitute of lnsurances (Instituto Nacional de Seguros, or

fNS), which covers employment injury. Non-workers are excluded from INS coverage.

Much overiap was (and still is) occurring between the institutions. For example, in

every town or city, one is likely to find a cess c1înic, a Ministry of Health heaith centre,

and even an INS dînic, aU ofwhich offer outpatîent services to theoretically distinct

cIienteles: the "insured," or the majority, would go to the cess, the "uninsured" (for

example, the indigent and illegal immigrants) and those requiring "preventive measures"

(mostly pregnant women and babies) are seen at the Ministry ofHealth~ only those whose

complaints are work-related (and formally documented as such) can see an INS

physician. As a result of the fragmentation and overIap, in 1979 the concept ofa national

health system was introduced into law) accompanied by more c1early defined functions

for aIl three institutions. Yet, it was not for another decade that concrete action would be

taken on these measures. In the meantime, the 1982-1986 National Development Plan

and the 1983 National Health Plan were drawn up, that

launched advances in integration, prirnarily between cess and the Ministry. that included the

following: a National Health Council was established under the direction of the ~istry of Health

and charged with the development orthe National Health System~ functions were separatc:d and

coordination \Vas enhanced, as was unifonnity in terms ofhealth regl0ns: if ooly one institutIon

served a given location. it was determined that it would assume full responsibility for health cart::

and, in newly built facilities, ail programs were integrated and housed together (Mesa-Lago 1992:

86).

However, most ofthese plans have still to he carried out:

less than half of the health facilities have been integrated~ both institutions basically continue to

function \Vith their O\\<TI top authorities. bureaucracies, and budgets~ and most services are not

functionally unitied. Integration has been partly achieved at the local level, but not at the top, and
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problems of overlapping. inefficient use of resources. inadcquate coordination. and tlaws in the

quality of services persist (Mc..-sa-Lago 1992: 86).

Interviewees argued that one of the factors that blocked integration at the top level is

a very tangible institutional culture that has contributed ta very different mind-sets, and

thus ta resistance, amongst the powerfuI health bureaucrats. Ministry of Health officiaIs

spoke of the "mistic~" or the mystique of their organization. For example, the director of

health services for the Central Norte region commented:

We care for our population. and are willing to work hard, at lower pay. tor long-terrn goals.

Health educatio~ promotio~ and prevention don't give any tangible results. but that's our

mandate. and that's our mystique. The cess. on the other hand~ doesn 't have the same culture.

They are bureaucrats interested in results. now. without a real humanist vision of the future~ rather.

their vision is based on cost-benefit analyses. Many of them don't ever leave San José ta meet

with community members. to understand the human side to their abstract models. (interview. 94

08-30)

On the other hand, a middie-leveI planner at the CCSS remarked that people at the

Ministry are lazy, that "those people who work for the govemment have a very low level

of culture."

These post-hoc legitimations (or rhetoricaI strategies to maintain institutional or

professional jurisdiction or boundaries) reflect a certain uneasiness about the proposed

integration, and thus a res~stance to it. Afraid ofbeing gobbled up by the CCSS

technocracy, and thereby losing the "mystique," the Ministry of Health bureaucracy has

become further entrenched. Considering that the Ministry' s budget is much smaller than

that of the Caja, and that its workers and officiais earo substantially legs than their Caja

counterparts, it is perhaps not surprising that, combined with their preventive mandate,

Ministry personnel have developed such a "mystique." They must do more with less, and

carry out long-term projects that do not bear "tangible" or immediate ··results. t,

Another top official at the Ministry ofHeaIth, after being asked why there was such

resistance to integration, argued that "we are a democracy here. We cannot do things as
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brusqueIy as if we were in a military dictatorship. In a democracy, changes like these

must be dîscussed and agreed upon, and that takes time." It seemed that he was willing to

discuss the reform for as long as he had to.

SehematicaIly, we ean see the health care delivery system as a five-tiered pyramid.

The tirst, or primary level of care is provided by the Ministry of HeaIth's prevention and

Primary Health Care services to the entire population and ta targeted groups through

health posts (home visits, vaccinations, infant-maternaI health care, control of contagious

diseases), mobile units (medical and dental teams who diagnose and give tirst aid), dental

dinics, and the CEN-CINAI. The seeondary level combines preventive and curative

services provided at both Ministry health centres and rural assistance centres as weil as

CCSS dînies. The Ministry centres deal with prevention, outpatient consultation,

emergency, obstetrics, pediatries, and generaI medicine, aIong with hospitaIization for

ehild delivery; the CCSS dinies and hospitals provide more extensive outpatient services

as weIl as minor surgery (Mesa-Lago 1992: 86).

The third and fourth levels "are the curative services provided by CCSS peripherie,

regional, and national (specialized) hospitals" (ibid). Jararnillo (1993: 316-319) gives us

a similar schema, but with six levels: the home, the health post, heaIth centres and

outpatient c1inies, peripherie hospitaIs, regional hospitals, and, tinaIly, national teaching

hospitals. The hierarchical form of the health system is cIear, and the ostensible aim of

the new "reforma" is to flatten it.

Yet one of the functions of the "democratizing" or "egaIitarian" discourse - a

reflection of the rhetoric of international heaIth organizations - is not necessarily the

flattening ofhierarchies, but the creation and reinforcing of~'boundaries" that legitimize

and proteet the health institution. Claims to foster "community participation,"

"intersectoriality," and a "patient-centred," "bio-psycho-social" or "comprehensive"

approach to care are aimed principally at an audience far removed from the community

level. By espousing goals and using rhetoric similar to that of international health

organizations, officiais in Costa Rica make themselves attractive to national and

international health funding agencies. Morgan (1993) tells us that Costa Rica's health

care agenda is heavily influenced by international agencies and their ideologies, and that
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it depends on "developed" countries for health models and medical materiel. T0 be sure,

then, giving a good impression to donors, lending agencies, and other influential

international actors is seen as important, and Costa Rican health institutions see a need to

be perceived from the outside to be doing the "right thing." This implies that a specifie

political vision is shared by international and national officiais. However, it does not

ensure that the vision will be pursued outside these circles, for example, at the local level,

in spite of its being the aIleged target of these discourses.

THE "REFORMA" OF THE HEALTH SECTOR

Despite its bureaucratie complexities and the unnecessary duplication of many

services, Costa Rica still has one of the most comprehensive and inclusive national health

systems in the developing world. Coverage is almost universal, most citizens contribute

to its financing, and there is a reasonable degree of equity: only about 16 per cent of

health care visits are to private practitioners (World Bank Report 1993), and every

individual who seeks medical help has a right to treatment.

In the 1970s and 1980s, the Primary Health Care strategy, focusing on care based on

prevention, reducing risk factors, and extending coverage to rural and urban marginal

areas, succeeded in transforming the country' s health profile to resemble that of a

developed nation. "Salud sin riqueza," or "'health \vithout wealth," was a success, at least

in the eyes of international health experts (see Morgan 1989 for a discussion of Costa

Rica's "successes"). With the economic downturn of the 1980s, there was a need for

increased efficiency and efficacy of health programs, a reduction in the duplication of

services by the CCSS and Ministry of Health, and a re-thinking ofa model ofhealth care

that would reflect and accommodate the new economic and social realities of the end-of

century. Given the debt situatio~ and the need to comply with World Bank guidelines

for structural adjustment, new solutions had to be invented. State reform was needed,

increased efficiency, productivity, and competitivity of the public and private sectors was

being demanded, and a changing, aging, demographic structure required new and
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different health services. The '''modernizingn epidemiological profile, or a replacement of

acute parasitic and infectious diseases by chronic cardiovasular diseases, cancer, and

accidents as the principal causes of morbidity (Sâenz 1989: 1) required more expensive,

technology-intensive treatments, or better, more effective preventive and educationaI

measures.

To sum up, he history of health care reform in Costa Rica is extensive, from the

'''traspaso,n or transfer, of the hospitals trom the Ministry of HeaIth to the CCSS in 1973

(a process that took twelve years to complete) to the "Integracion de Servicios de Salud

en Costa Rican proposed by the Arias govemment in 1985, to the "Reforma Sector Salud"

proposed in 1993. The latter two reforms called for the integration of curative and

preventive services under the auspices of one government body, as opposed to the

provision ofboth services by distinct agencies. Previously, preventive heaith care had

been delegated to the Ministry of HeaIth, whereas the cess was charged with curative

services. In my research in Costa Ric~ l often found it difficult to distinguish clearly

between the two. In a typical example of the functioning of the system, a Ministry of

Health official explained to me that a physician from a Ministry ofHealth dinie would

follow a woman's pregnancy to term, and in so doing would provide aIl necessary

"preventive" measures; the process of childbirth, however, is under the Caja' s aegis.

Concordant with the "biomedical modeL" childbirth is classified as a heaIth "'problem"

that requires a "curative" intervention. Ifthere are complications, a cess physician

deals with them. If there are none, a Ministry of Health physician takes over the care of

the woman and the newbdrn. In theory, the "integration" of institutions would allow for a

continuity of care by providing one physician who would follow the woman' s entire

pregnancy process, thus eliminating the complexities and confusion that accompany the

fragmented approaeh. In reality, however, the "integration" of the two institutions has

ooly been carried forward to a minimal degree, and continuity of care seems to be a

reality ooly in private dinics where families can choose (and pay for) their own

physician.
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THE "NEW MODELn OF HEALTH CARE

As for the current (i.e., the one to be replaced) "mode!" of treatment, health

authorities believe that it is predominantly biologistic. "where disease has been the object

not only for the organization and delivery of services, but also for the development of

human resources and for budget allocations. We thus have a focus for care that is highly

specialized, organized in aIl its structure by disciplines" (proyecto Reforma Sector Salud

1993: Il, my translation).

This model, according to the document, does not take into account patients' family

and work context, or even their social-psychological perspective. [t is highly centralized,

tends to neglect local conditions or particularities, and has not considered the individuaI.

the family, and the community as the protagonists oftheir own health processes. Rather,

they are seen as passive actors. With a "new social dynamic, the model of attention does

not adequately respond to today' s health needs, and neither, we believe, will it respond to

future needs. In conclusion, it can be claimed that organizationaIly, functionally, and

conceptually, our medical model does not provide an adequate answer for the health

needs of the country" (ibid: Il, my translation).

The new model proposes to remedy these concems by introducing a

""biopsychosocial" approach to viewing the process of health and illness. This means

giving comprehensive. continuous care, focusing on the family, the community, and on

the environment. [n theory, planning will be based on local needs: health care teams will

be responsible for families, thus eliminating discontinuities and fragmentation of care~

and all training will be given based on the principles of Family and Community

Medicine.

Patients will be given more freedom to choose their General Practitioner or Family

Physician as weIl as specialists, and will even be given the choice of where to go for

health care services. "Community participation" is expected to enhance the model, and

vice versa, as "the new model will propitiate a change ofattitude in society, with respect

to health, where health is no longer an eminently individual problem, but instead becomes

a collective situation, with everybody becoming responsible for maintaining, preserving,
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and improving il" (Proyecto Reforma Sector Salud 1993: 15, my translation., italics

added).

The new model proposes that a quality control system be put into place. as weIl as an

improved health infonnation system~ the planning process will be participative. and

involve "aIl social actors and ail administrative levels" (ibid: (6). Of course, we are told.

planning must be flexible and adaptable to local conditions, thus an important

administrative decentralization will take place. Finally, twelve priority areas have been

identified (pregnancy and childbirth., acute respiratory infections., intestinal infections,

etc.), as weil as five special programs: comprehensive care of children., adolescents,

women., adults, and seniors (ibid: 18).

AJthough the new model is described in far greater detail than the above schema~ it is

still based on the same three basic principles (equity, solidarity. and universality) as the

old model. Furthennore, a number of changes being decreed at the policy level are just

that - policy. One might question how more efficiency is going to be eked out of a

system that is already strained financially. with a shortage of personnel, especially in

rural areas. Moreover, concepts such as 'community participation' are nebulous and

intangible, certainly difficult to plan for, and whose impact is even more difficult to

measure. Communities are to be "encouraged" to participate~ '"all significant social

actors" are to be involved in the decision-making process: and Family and Community

Physicians are expected to coordinate communities' iIlness and health-seeking processes.

[fthe rhetoric of the new Family and Community Physicians. in their quest for

legitimacy and institutional space at local., national, and international levels, has any

grounding in practice, they have taken upon a fonnidable task indeed. To "induce"

participation in health in communities where community dYnamics have never been

conducive to such participation~ to spare the time needed for veritable continuity of care:

ta integrate into communities isolated from San José; to understand the "bio-psycho

social" contextuality of fifty patients per day, ail seem to be exceptional goals. These

themes, and others, will be explored in the next chapters, in a look at the dynamics of this

emerging specialty in Costa Rica. First, however, a briefhistory of the introduction of

the family and community medicine model to Costa Rica would be in order.
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THE MCGILL/CENDEISS PROJECT: THE BIRTH OF F&AM!LY AND COMMUNITY

l\IŒDICINE IN COSTA RICA

The McGiIl/CENDEISSS Project, "Training in Family and Community Medicine",

began on July 1, 1989, the result ofa request by Costa Rican health authorities submitted

to McGiIl University's department of Family Medicine to help develop an academic

teaching program for the training of Family and Community Medicine physicians and

teachers. McGiIl Family Medicine agreed to collaborate on this project "because we felt

that McGiII had expertise in faculty development, and it was felt that it would be ofgreat

benefit to our department to collaborate with Costa Rica because of the need in our

country to explore ways and means to develop the community orientation of the practice

ofFamily Medicine" (McGiIl Final Project Report 1994: 1). According to the head of

Family and Community Medicine training in Costa Rica, McGill was the orny university

among about twenty approached in North America by CENDEISSS that showed an

interest in the proposed project. According to the final report, the project

was designed as one means of improving the delivery ofcommunity-oriented primary health care

(or COPC) to the population of Costa Rica. The principles of Family and Community Medicine

tonned the toundation tor the integration of preventive and curative care ddivered in the context

of an effective doctor-patient and doctor-community relationship. The general objectIve of the

project was to establish a sdf-sut1:icient academic department of Family and Conununity Medicine

within CENDElSSS (ibid.: 1).

As we have seen, it was in the context of the severe debt crisis of the early 1980s that

policy makers in Costa Rica decided to seek out cheaper and more comprehensive

approaches to health care delivery. [t was becoming c1ear that a health system based

increasingly upon tertiary care facilities and university teaching hospitals was not

meeting the needs of the general population. Physicians were specializing and sub

specializing, in accordance with their own ambitions, and mirroring existing patterns of

professionalization in North America. Yet in 50 doing, they created a need for expensive,

capital-intensive, technology-oriented tertiary care. Primary care, prevention, and health

education seemed to be of lesser importance in this climate. The economic downtum
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l
forced the government to adopt tight fiscal policies~ and thus to search out more cost

effective heaith measures. With international heaith agencies such as the World Health

Organization and the Pan-American Health Organization keen on "Primary Health Care"

after the Alma-Ata declaration of 1978,S the stage was set for the revamping of the

Primary Heaith Care system in Costa Rica. The stage was set aIso for the creation of a

new speciaIty, Familyand Community Medicine~ that would be a main player in the new

politics of Primary HeaIth Care. Without the credentials~ the recognition~ the "specialized

knowledge" and the status of"specialists," physicians, according to interview

respondents, would opt for the more traditional, lucrative specialties such as gynecology

or internaI medicine.

The creation of this new specialty that was to "improve" the health care delivery

system~ and hence the health profile of the population, can be characterized, in

sociologicai tenns, as a process of"professionalization" (see Freidson 1970, 1973, 1986.

and Abbott 1988). Indeed, the segmentation this might be perceived to create within the

profession of medicine itself is in fact, in Bucher and Strauss' s (1961) tenns, a standard

occurence. Specialism, then., is not an untypical component of the process of

professionalization, and attests to the dynamic form of professions.

Although Costa Rica had long been committed ta Primary Heaith Care as a national

policy, since the early 1980s the health system was uncoordinated and ill-structured to be

able to deliver comprehensive Primary Health Care to the entire population. As already

noted~ preventive and public health services were the responsibility of the Ministry of

Health~ curative services were otfered by the Caja Costarricense de Seguro Social (the

"Caja" or the CCSS). According to the McGill report, the division of service provision

along these institutional lines led ta "duplication of sorne services and inadequate

coverage ofothers, high referral rates to the secondary levels of care., and growing

dissatisfaction on ail fronts" (McGilI Final Report 1994: 2).

~The Alma Ata WHO/UNICEF swnmit in 1978 declared Health For Ali by the Vear 2000 (or HFA
2000) as a universally attainable goal, to be achieved through Primary Health Care. See beJow for a discus
SIOn.
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In 1985, the Arias government approved the policy document called "La Integraci6n

de Servicios de Salud en Costa Ric~n whic~ according to McGiIl documents, ··called for

the integration of curative and preventive services by professionaI and anciIIary health

personnel at the level of general primary care in community health dinics. This created a

needfor a medical professional who would role-model and coordinate the integration of

care" (ibid.: 2, italics added). From the Canadian family medicine perspective, a ""need,"

or a jurisdictional void, obviously existed, as the specialty, already weIl established in

North Americ~ simply did not exist in Costa Rica. A new, "integrated dinic" at

Coronado, a suburb of the capital, San José, was built as a prototype for the ··integrated

services", and an opening for Family and Community Medicine as a specialty was

created.

In 1986, CENDEISSS charged RCG with investigating Family and Community

Medicine as a "professional model" for the practice of integrated care.6 Although the

term "professional" is not defined in the McGiIl-CENDEISSS documents, it is imponant

to note that the need for such a model is clearly spelled out in the text. Relevant actors in

Canada and Costa Rica interpreted the model as one that prescribed that physicians (i. e.,

not ·'non-professionaIs" such as nurses or health promoters) be charged with the

""responsibility" for primary care, a position that would require severa! years' post

graduate training. RCG "found that the development ofFamily Medicine was an

important movement for the renewal and improvement of health care services in aIl

Central and South American countries, and that Costa Rica offered an appropriate

environment for its implementation" (ibid.: 2). He created a residency training program,

and had ten physicians ready to begin their training in February 1987. "[W]ith few

resources and no direct experience, collaboration with an experienced academic

institution was imperative" (ibid.: 2).

6RCG, a urologist, worked at the same teaching hospital as GM, the newly invested president of the
CCSS. GM appointed RCG to investigate the possibility of incorporating family medicine into Costa
Rica's ambulatory services. Both men were associated with the "left"-leaning PLN (Partido Libcracion
Nacional) that had won the elections in February, and that fonned the govemment in May of ]986. By luly
1986, RCG was researching family medicine in Brazil, and by February 1987, the residency was inaugu
ratoo. RCG was appointed the specialty' s first director.
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As previously mentioned, in February of 1987, CENDEISSS requested the

collaboration of McGiIl's Department of Family Medicine, after having approached a

number ofNorth American universities. The proposai consisted ofthree components: the

acceptance of Costa Rican medicaI residents in Family Medicine at McGill; the training

ofCosta Rican medical professors in Family Medicine in Canada; and consultations by

McGill Family Medicine professors in Costa Rica ta advise in the field ofFamily

Medicine (ibid.: 2).

On the Canadian side, McGiII Family Medicine decided that a joint project would be

ofbenefit to both partners, and that Costa Ricans could help Canadians learn to integrate

skills ofCommunity Medicine into the practice ofFamily Medicine. In particular,

McGill "believed that the expertise in faculty development present in our department and

our experience with the McGiIl Kellogg Center for Advanced Studies in Primary Care

would be a solid contribution to the training ofCosta Rican teachers and ta the

development of the Family and Community Medicine program in that country. The

Project was initiated in July 1989" (ibid: 3).

In 1990, a new government came into power, headed by Rafael Angel Calderon

Fournier and the PUSC,7 and concomitant changes were made in the top positions in the

health care bureaucracy. The new director ofCENDEISSS lent his support ta the

continued development of Family and Community Medicine, keeping in mind his top two

priorities: tirst, that ofdeveloping multidisciplinary teams, or EBAlS (Equipas Basicos

de Atenci6n Integral de Salud, consisting ofa nurse's aid, a social worker, a primary

health care technician or TAP, and, resources allowing, a general practitioner), as the

basic unit of care provision, and second, that of developing "the mechanism to involve

the community in the definition and analysis of health needs, and in the planning and

evaluation of services" (ibid.: 3). In short, then, the new model was to be teamwork

based and involve "community participation." There was to be more emphasis on

, The Partido Unidad Social Cristiana, or the Social Christian party is also known élS Unidad. or
"Calderonistas" after former presidents Rafael Angel Calderon Fournier and rus tàther RaJàd Angel
Caldt.'fon Guardia. the party's founder. The PUSC is the more "right" -leaning of the two major parties.
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developing "community-oriented skiIls" in the Family and Community Physicians who

each were to serve as coordinators ofup to 20 EBAIS.

This emphasis was accentuated in April 1993 by the proposed total reform ofthe

health care system.. in keeping with the guidelines exacted by the World Bank for

structural adjustment. "The objective of the reform was to enhance the efficiency and

effectiveness of existing health structures to respond to a new profile of pathologies

characterized by an increased prevalence of chronic ilInesses and social pathologies"

(ibid: 4.. italics added). Again.. the McGilI document does not specify what it means by

the "social pathologies'" family and community physicians are to be able to treat.

The proposed reform would not ooly integrate curative and preventive services under

the auspices of one institution., the cess.. but would amalgamate the personnel and

services of the Ministry of Health and the CCSS under a single CCSS administrative

structure. According to the World Bank.. which plays a key role in financing the reform

process.. significant decentralization of"management and operational, programming, and

blldgeting functions ta the regionallevel" (World Bank Report 1993: vi)g would take

place, and a "Redefined Primary Health Care Model" would be established and put into

practice. World Bank policy states that this new model, or "Nuevo Modelo de Atenci6n,"

would create a series of EBAIS within a "local systems framework." Each of the 700

EBAIS in 74 designated health areas wOllld provide comprehensive Primary Health Care

for approximately 3000 people. A coordinating team, with a Family and Community

Physician at its head, would be responsible for between 40,000 and 60,000 people, or 13

to 20 EBAIS. According to the World Bank.. "Integrated heaIth care delivery packages

would be introduced, including comprehensive preventive and curative care ta children.

adolescents, women and families. Featllres of this new model include continuity of

service providers (particularly of family doctors). epidemiological surveillance.

8This is a "StaffAppraisal Report," a restrieted docwnent that details the World Bank's evaluation orthe
Costa Riean health sector and its project and loan poliey. The '·Health Sector Refonn - Social Security
System Project" would provide a loan of$22 million to ··support the Govemment' s effort in the implemen
tation ofcritieal poliey, institutional and operational reforms which aim al improving effieiency, etfective
ness, and quality of the delivery ofCCSS health care services and upgrading the quality control and surveil
lance system in the health sector" (1993:v).

31



j

'-
delegation by cess of decision-making and budget control funetions to the regions,

introduction of incentives to enforce referraIs, encouragement of support from community

organizations and local users, and the rendering of more efficient services at lower levels"

(World Bank Report 1993: vi).

Two processes were at work here in tandem: the creation of a new specialty on the one hand. and the

n:structuring of the health institutions on the other. Pressun:s at the nationaJ and international Ievds

encouraged the creation ofnew bureaucratic structures. These pressures likely were aJso intlucntral ln

creating a "necd" or an opening tor importing Family Medicine to Costa Rica. Whether FamiJy Medicme

could have been created in the:: absence of the proposed and actuaJ (albeit at a :mail's pace) lnstitutional

retorm~ remains a hypothetical question.

It is one thing ta argue that govemment and World Bank poliey ereated an opening for FamiJy and

Community Medicine in the slowly reforming health system. It is another thing to detcrmine whether this

project will be sueccssful. According ta the specialty's proponents. il was. and remains. only a question of

time and of"political will" until the reform is put into practice and the specialty is given full institutionaJ

spacc. The most formidable obstacles ta change. they say. are bureaucratie inertia and institutional rigldily.

two aspects of the health care system that are Iikely not to disappt.:ar.
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CHAPTER THREE - FAMILY AND COMrvfUNITY MEDICINE IN THEORy AND rN

COSTA RICA

The family doctor is a leader in the community, notjust a kind ofhealth technician. And hc's not

just a public health official. He is a political aàvocate, and does a more crIcompassing job, that

takes in aIl aspects of the environrnenl, nol just public health per se. He has a vision, a vision of

community health and ofprimary care. He is a community leader. and a team leader. who can

keep a health care team motivated and enthusiastic about their work.

-WV. protèssor of Public Health. University of Costa Ric;l.

WV makes it clear that family and community medicine is not just a sub-specialty of

medicine. Rather, he shows that its proponents and practitioners see the discipline as an

essential and integral component of health care in Costa Rica, and indeed, in the world.

As such, we can interpret and analyze the specialty as a profession in process, and thus as

a social movement. This chapter will trace the theoretical and historical roots of trus

movement.

OVERVIEW

From the McGiII-CENDEISSS program's inception in 1989 to 1994, approximately

ten family and community physicians per year have graduated from the three-year

residency. Additional quantitative data for the full period are difficult to access. as they

are contained in confidentiaI documents not made available to the researcher. [n speaking

to project participants, exact figures couId not be ascertained.

McGill's involvement ended in the fall of 1994. at which time the McGill participants

considered that their goal. ta establish a self-sufficient academic department of Family

and Community Medicine within CENDEISSS, had been achieved. However, the

specialty was still struggling to create a social and professionai space for itself, and thus

not meeting the expectations of its Costa Rican proponents. The number of applicants

was down, and the program's participants seemed uncertain about their future. WV, the
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head of the department of Public Health at the University ofCosta Rica was of the

opinion that

the ideal numbcr of graduates would be 20 per year. but this year [ 1994). there are oruy SCVt.~ or

eight in the lirst year of the residency_ [would hope that that would increa&. but 1gd the t~ding

that we will have to wail for the Refonna to pass. Once we have our Reforma. the program will be

strengthenecl and we will be able to push forward \Vith a new vision of conununity health. What

the country reaIly needs are doctors with a real community vision.

The origins of this "comrnunity vision" lie in the ideaIs and principles of the

discipline of family and community rnedicine in Costa Rica, which, in turn, are based

primarily on the precepts ofFamily Medicine as it has evolved in North America.

FAMILY MEDICINE

As described by Ian McWhinney (1989), a renowned Canadian family medicine

scholar and professor at the University ofWestern Ontario, family medicine is a new

model of heaith care delivery, evolved from general practice, that is qualitatively distinct

from its predecessor, the "biomedical model." Treating illness as more than a disease

entity, the patient as more than an individual, biological "case," and causal entities as

more than just identifiable pathogens, Farnily Medicine, now in its twenty-seventh year as

a recognized specialty in the United States, is very much a product of the social and

intellectual trends of the second half of the twentieth century. "Contextuality," '''self

knowledge," a "patient-centered approach" are common refrains oftheorists~ "continuity

of care," "health education," and the patient' s "bio-psycho-social reality" those of

practitioners (BINASSS document 1993~ Geyman 1985~ McWhinney 1981, 1989~ Rakel

1977~ Slater 1989).

For McWhinney, it is important to rnake a distinction between family medicine and

family practice. The latter, he tells us, is what family physicians "do"; the former is the

"body of knowledge about the problems encountered by family physicians" (1989: 12).

McWhinney admits that this distinction is "tautological," yet, he daims, "so are the
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descriptions of aIl applied subjects." The principles-versus-practice debate in medicine,

and indeed in most of science, is a common one: what is theorized in principle is often

far different from what is carried out in practice. Yet as Mol and Berg ( 1994) point out,

there need not be a tension between these seemingly contradictory aspects of science. ln

fact, they rest on two or more "Iogics" that occupy different spaces, both literally and

figuratively, yet which refer to and reinforce one another.

In the present discussion on Farnily Medicine, two logics, the theoretical (or bio

psycho-social) and the praetical (or dinicaJ), are cIearly at play. The fonner is used by

teachers ta explain phenomena and describe the principles. The latter is used by

dinicians on a daily basis, and is informed not only by theory but by the symptoms and

complaints of patients. The logics are employed in different places literally (teaching

settings vs. the dinie), as weil as figuratively (theoreticallogic is supposed to tell the

~'truth" about an abject or category~ dinical logic is used to "'handle" it). The apparent

tension between principles and practice (which are often widely divergent) can thus he

seen as the interplay between logics, and that what often separates the logics can also

serve ta link them. 9 For now, we will briefly address the '~principles" that guide what

family practitioners ~'do."

THE PRINCIPLES OF FAMILY MEDICINE

McWhinney (1989: 12-16) has identified nine basic principles ofFamily Practice.

These are not necessarily exemplified by aU family practitioners, nor are they unique to

the discipline of Family Medicine. However, taken together, "they do represent a

distinctive world view-a system of values and an approach ta problems-that is

~ol and Berg argue that ..the logie ealled 'prineiples' is presented as llnder(ving what is dont: ln

·praetiee·. Medicine thus appears to be a solid whole. Not a heterogenous assemblage of bits and pieces
with frictions bet\veen them. but something with praetiees founded on principles. At the ::iame time, the
status orthe two logies is not symmetrica1. One logie. by calling it a principle. is granted the truth. The
other, hy being put into practiee. gains the world" (1994: 260).
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identifiably ditferent from that of other disciplines" (1989: 12). The principles are

summarized as follows.

First, daims McWhinney, the obligation of the Family Physician is more with the

person than with a body of organic knowledge, with a nosologjcal entity, or with a special

technique. In other words, the patient, and not the doetor, defines what the problem is,

and the physician's cornmitment is open-ended and long-te~ not limited to simply

curing the sickness, carrying through a treatment regime, or declaring the condition

incurable. The doctor-patient relationship, ideally, is to be a life-Iong one, and contact is

expected between the two on a regular basis.. whether the patient is in good or bad health.

"Ulnesses that have little intrinsic interest for a c1inician become interesting because they

are experienced by a person who is known" (1989: 13).

The Family Physician seeks to understand the "bio-psycho-social" context of the

iIlness. The physician, in addition to searching for diagnostic categories, contextualizes

the patient' s experience within bis or her biological, personal, family, and social

environments. McWhinney compares a patient's iIlness to a piece of a jigsaw puzzle:

"We often come across a piece whose pattern does not make sense, however we look at it.

Then we put it in its place - in the context of the whole picture - and immediately ilS

meaning becomes clear" (1989: 13).

The Family Physician keeps an ongoing relationship with the patient and the patient' s

family, and sees every contact with patients as an opportunity for prevention or heaIth

education. Family Physicians view their practice as treating a population at risk, thinking

of patients not only as individual entities, but also as population groups, and making a

commitment to maintain patients' heaIth whether or not they are attending the office.

To do this effectively, the Family Physician must be a resource-management

specialist who acts as part ofa community-wide network of supportive and heaith-care

agencies, and who mobilizes community resources, whether formai or informai, for the

benefit ofpatients. Furthermore, Family Physicians would ideally live in the community

where they work, to be visible, involved in and understanding of the neighbourhood, and

to he accessible to its residents.
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Accessibility implies that the Family Physician is willing to see patients at the office,

in their homes and in the hospita1. It is important that the Family Physician be able to

follow patients across boundaries and between contexts to create a continuity of care.

The Family Physician must be involved ~~intensely'~ in the patient's iIlness process, and

follow closely the patient' s progress. This often means giving credence to the '''subjective

aspects of medicine," being sensitive to patients' feelings and understanding oneself

"family physicians understand that their own values. attitudes. and feelings are important

determinants ofhow they praetice medicine" (McWhinney 1989: 14).

It must be remembered that these are theoretical principles. guidelines to the practice

of Family Medicine under ideal conditions. McWhinney's intention is not to describe

Family Medicine as it is practiced. but as it ought [0 he practiced. As such.. much of the

language he uses serves more of a rhetoricai or didactic than a descriptive function. For

example. in his puzzle anaIogy, he describes how a piece of the puzzle takes on meaning

when seen in the context of the ....whole pieture." Here. he seems to have comprehended

the need for a certain anthropologjcaI ~~contextuaIity~" yet he gives no hints as to how a

Family Physician is to go about comprehending the '''whole pieture." Certainly. the

representation of other contextuai variables as distinct entities. as pieces ofa puzzle. is

problematic. Inherent to the anaiogy is the notion that the variables in fact "fiC with one

another. and that an overail understanding, as a limited entity. can be developed about a

patient. a family. or a community. In facto severa! of the physicians 1 met in Costa Rica

were convinced that the ....entire" context could be elaborated. if oruy the panicular

variables could be measured or quantified. Although a desire to learn more about the

patients' context is manifested. there seem to be few concrete steps taken in the direction

of elaborating the nature and the mutability of the possible contextuai variables. T0 be

sure, many taik about understanding the "~big picture.·' yet few can aetually describe it. It

would seem. then, that this talk is an example of the '''boundary work" (Gieryn 1995) that

family and community physicians do to distinguish themselves from other specialists who

might see only a "'limited pieture."

Secondly, the notion of a wide-ranging "responsibility'~for a "population at risk" has

been discussed critically and at length by Armstrong (1984, 1987). In the post-WWII
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period, biomedicine has come to redefine patienthood as the person ~'at risk." As the use

of the epidemiological survey became more widespread, the old distinction between ill

and healthy bodies was replaced by the notion that ail people are potentially '~at risk_'~ and

thus ail people were potential patients, defined as members of ill or healthy populations.

The medicalization of the spaces between bodies (which contained vectors. or were

potential places for transmission of"at riskness") as weil as the definition ofillness along

a continuum (or as a behaviour pattern rather than a lesion), allowed medicine. especially

those disciplines focusing on the "bio-psycho-social" contextualities of patients. a new

fonn of social control over populations. One is reminded here of the "social pathologies"

that famiiy and community praetitioners are meant to treat~ as mentioned in the

previously cited McGill document (McGill Final Report 1994: 4). Implied in the new

definition of the "at risk" patient is the notion of the physician's '''responsibility'~ for the

"at riskness.~· Again, this rhetorical strategy serves to increase jurisdietional space for the

profession. and potentially to give the physician a heightened sense of social worth or

status in his or her community.

Similarly. the notion that family physicians are to be a "visible presence in the

neighborhood [and that] the fact that they often are not should be a source of concern"

(McWhinney 1989: 14) exemplifies biomedicine's extension ofits gaze into the spaces

between bodies. By "integrating" fully into the community. theory tells us that a FamiIy

Physician' s work will be more effective. as she will come to understand the community

and its members. and therefore their health needs and concerns, more fully. It is assumed

that. by being removed trom the community, the physician is also deprived of an

important source of contextuality, which, as we are told. is "necessary" for the gaod

praetice of Family Medicine. Certainly, this speaks to the sentimental notion of

community as Gemeinschaft (see Tônnies 1957), where human relationships are

"intimate" rather than "'cantractual." It also seems to indicate a romantic urge to regain

the '''community as a moral infrastructure" (Etzioni 1993: 142), yet in no way helps us

(whether famiIy physicians, sociologists, "community'~ leaders~ or whoever) ta determine

what this "community'~ in faet is. Hence the problem in determining what in fact would

be the process ofa physician integrating inta or being a part ofa "community.·'
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For McWhinney~ it is important that the Family Physician be able to follow patients

across boundaries and between contexts. This, according the literature and ta

practitioners, is integral ta our understanding of the principle of continuity of care. The

Family Physician must be involved "intensely" in the patient' s ilIness process, and

maintain an "unbroken responsibility to be available for any health problem through to

the end" (McGiIl Introduction to Clinical Medicine n.d.: 5). This precept seems to place

the family physician in a state ofuninterrupted availability to patients, as well as give him

or her responsibilities far beyond what is humanly achievable. The vague notion of

"continuity of care" once again serves more as a tool for "boundary work" than as a

practicable guideline for everyday action.

MCGlLL'S VERSION OF FAMILY MEDICINE

Costa Ricans were introduced to family medicine primarily by McGilI teachers and

practitioners. [t would be relevant, then, to ask to what extent McGilI's model reflects the

one described by McWhinney. In etfect, McGill Family Medicine documents and

principles are informed by McWhinney's model as weil as that of the College of Family

Physicians of Canada. which has four stated "integrated principles of family medicine.·'

These are tirst, that the patient-physician relationship is central to family medicine~

second, the family physician is a skilled clinician~ third, farnily medicine is community

based; and fourth, the family physician is a resource to a defined practice population

(McGilI Farnily Medicine: Introduction to Clinical Medicine n.d.: 2). The "mission

statement" defines the general goals of the Family Medicine training program in tenns of

four learning sources: patient encounters, curricular or theoretical material, supervisors,

and a research project. A variety ofdistinct skills are to be acquired from each of these.

Students on the two-year rotation receive training in "ail major sub-specialties," (namely,

general ward medicine, ruraI medicine, internai medicine, geriatrics / palliative care,

perinatology, psychiatry, paediatrics, surgery, and emergency).in addition to maintaining

"their own patients and their own practice. Residents retum to the Centre for educational

instruction, and for one to two half-days a week to see their patients, exclusive of block
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rotations in the Family Medicine Centre" (postgraduate Training Program in Family

Medicine n.d.: 7). The programs vary slightly between teaching centres. Students have

the option to work in a number of settings, urban and rural, in Quebec and in the

Northwest Territories.

Apart trom the program's goals, objectives, and theoretical stance, little has been

written on McGiIl' s approach to Family Medicine, and that of its teaching hospitals.

Learning and teaching of the specialty are practice-based and tailored to the needs and

circumstances of the teaching hospital or clinic. It was with a similar approach that

McGiIl teachers undertook to train family physicians in Costa Rica. As we 'Nill see

below, an important component to the Costa Rican aproach ta family medicine (aptly

renamed family and commullity medicine) that is less present in McGiIl's model is the

notion of Primary Health Care.

FAMILY MEDICINE AS A UNIVERSAL MODEL OF HEALTH CARE

Most proponents of the Family Medicine model daim that it is universaUy applicable.

For Stephen Spann, Director of Family Medicine at the University of Texas, Galveston,

"'Family Medicine is a universal movement, with universal principles that can be applied

locally~ l can work anywhere as a Family Physician - in Kenya, Uruguay, or Texas"

(presentation ta the First Annual Congress in Farnily and Community Medicine in Costa

Rica, San José, September 1, 1994). For McWhinney (1989: 25). if the elaborated

principles ofFamily Medicine

ha\'~ an enduring valu~. they should be applicable lo ail cultures and all social groups..

Elementary public health mensures are still the fIrst need in many societies. But IDey are nnl IDe

only need. Other problems will only yicld to IDe persona!. family-ccntered approach.... [ believ~

that these principles have universal application. How they are applied. however. will vary

according to the circumstances.

This argument reveals an epistemological tension between so-called "universal"

principles and their "context-specific" applicability. Yet, rather than being contradictory,
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these two aspects of the family medicine model are potentially mutually reinforcing~

indeed, McWhinneyand Spann seem to imply that this tension is almast constitutive of

the specialty. We would add that such tensions tend to be characteristic of professions in

general. Adapting Star and Griesemer's (1989) approach to professionalization, we can

look at family medicine's principles as "boundary objects" that are "simultaneously

concrete and abstract, specifie and general, conventionalized and customized"( 1989:

408). Boundary objects are

both plastic enough to adapt to local needs and the constraints of the severa! parties employing

thl.m. yet robust l.'Ilaugh ta maintain a common identity across sites. They are weakly structured

in comman use. and became strangly structured in individual-site use. These abjects may be

abstract or concrete. They have different meanings in different social worlds but their strucnn-e is

comman enaugh ta more than one world ta make them recagnizable. a means of translation. The

creation and management of boundary abjects is a key process in developing and maintaining

coherence acrass intersecting social warlds (1989: 393).

Thus family medicine, in Costa Rica and elsewhere, by creating and managing its

··principles," maintains its coherence and contends for a certain social space over which it

acquires "cognitive authority." This process Gieryn (1995: 405) calls ""boundary work," a

process that can be seen, in the Costa Rican case, as the attribution of certain

characteristics to the institution of Family and Community Medicine, to its practitioners.

values, methods, and work organization, in order ta construct social boundaries that

distinguish the specialty from other medical specialties, or, in fact, from other forros of

health care provision.

The universalizing "principles" and corollaries used by family and community

medicine in Costa Ric~ as weil as the practices and discourses of its teachers and

practitioners, constitute boundary abjects used ta justify and promote jurisdictional

expansion at bath local and "universaI." or international, sites. For example. the daim

that Family Medicine has universal applicability and recognition is used ta give the

specialty credence at the local level. Similarly, the notion promulgated in Costa Rica that

Family and Community Medicine is an ideal solution ta local-Ievel health problems lends
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favour to the specialty in the eyes of health planners at the national and international

levels.

To summarize, the daims to universality and contextuality as practical and

practicable "principles" can, and ought to, be refonnulated as boundary objects used by

the profession and directed at ministries of health, international health agencies, and the

World Bank ta create a social (as weil as economic, political, and cultural) space for a

new medical specialty. To be sure, if the importance of"contextuality" is in actuality

recognized by Family Medicine at the locallevel, then the modification ofits principles

to fit the context of non-western cultures would surely make the spe~ialty difficult ta

interpret trom "our" point of view. What is interesting about Costa Rica is that it is at

once quite "western" and "non-western" at the same time, considering its status as a

somewhat developed "developing" country.

Indeed, for the powerful actors at the national and internationallevels, the Costa

Rican setting seems to be fertile ground for the implantation of their "universal" model.

Costa Rica is a bridge between the "industrialized world" and the "Third World," a

modernizing country the vast majority of whose population is ofEuropean descent. \Vith

a burgeoning middle dass that keeps an envious eye on aIl things North American and

consumerist, and with a health profile resembling more North than Central America's, it

is the ideallaboratory for family medicine in the developing world. Certainly, Costa

Ricans daim to have adapted and shaped the discipline to their own needs and, in the

words of McWhinney and Spann, to their own context.

For example, Family Medicine and Community Medicine are two distinct specialties

in North America, but Costa Ricans have combined them into one. This amalgamation is

important, as it ties into the primary health care mandates and more general development

policies ofWHO and other international health organizations.

Another adaptation cornes in the Costa Rican version of a Canadian discourse on

family medicine. A Costa Rican document on the main principles of family and

community medicine is virtually a direct translation ofMcWhinney, but with a number of

additional stipulations. According to AIfaro (1994: 12), the Costa Rican family and

community physician must "introduce the patient to the national health system, yet his
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responsibility must not end once the patient has been referred to tertiary care. In fact,

once the patient has left hospitaI care, the Family Physician must maintain a close follow

up, and integrate the patient back into a productive role in the community." Alfaro

continues: the family and community physician must be available, on a constant basis, for

any and ail forrns ofhealth problems, regardless of the illness's causes, course, or

prognosis.

This image of the family physician might seem unrealistic. Yet, despite the

discipline' s insistence that the family physician is not to be a "heroic figure," it goes on to

portray the farnily physician in heroic tenns. In Costa Ric~ the family physician must be

"available 24 hours a day, 365 days a year, and a ready counselor to rus or her patients,

available at aH times" (BINASSS document 1993: 15. my translation). Yet in only a

small nurnber of cases, family physicians have become community activists, are available

on calI, and are willing to help their patients at virtually aIl hours~ these individuals,

however, are the exception and not the rule. Yet it is their comportment that is praised

and their behaviour that is given as an example for other family physicians to follow.

This is further reinforced by the view in Costa Rica that there are significant

differences between the farnily physician and the General Practitioner.

FAMILY rvŒDICINE AND GENERAL PRACTICE

For McWhinney, family medicine is the logical extension ot: or successor to, general

practice. The Farnily Physician has more training, and thus more "vision" and

"contextual skiIls," than does the General Practitioner.

A publication entitled "EI Medico Familiar y Comunitario en Costa Rica" (1993: 5),

contrasts the two physician-types in seven ways. They are the following: a) The General

Practitioner approaches problems with a curative intention. The Family and Community

Physician gives preventive, curative, rehabilitative, and health promotion services~ b) The

General Practitioner loses control of his patients, transferring responsibility to specialists,

due to the shortcomings of rus training. The Family and Community Physician is able to

resolve more than 80 per cent of problems presented and manages inter consultations and
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references~ but never lases respansibility for the case~ c) After medical schoal~ the

General Practitioner must become self-taught in order to keep up with new medical

knawledge. The Family and Community Physician participates in programs of

continuing education; d) The General Practitioner confronts psychological problems in

an empirical way, using common sense. The Farnily and Community Physician is trained

in the behavioral sciences~ e) The General Practitioner works on his or her own, without

supervision. The Family and Community Physician works in a team and serves as

coordinator for the different levels of care: t) Research foons a part of the Farnily and

Community Physician' s activities, as a means for improving the quality of care. For the

General Practitioner, trus is an unkno\VTl activity~ g) The General Practitioner usually has

his or her oruy training in medical school. The Family and Community Physician is

trained in a structured and rigorous three-year program ofpost-graduate university

studies, after which s/he obtains the title of specialist. These categories fonn a clear

example of the Hboundary work" that allows a profession or specialty to distinguish itself

from other specialties or professions. It must be remembered that many of the c1aims

presented above are based on the "'ideal-type" for farnily and community medicine. ln

practice, most farnily and community Physicians in Costa Rica do not have access to the

resources necessary to he able to conform to the above-mentioned categories. CertainJy.

in order ta give curative, rehabilitative~ and health promotion services~ a farnily physician

requires not only sufficient time for consultations with patients, but also a scheduling

capacity for follow-up, and sufficient resources and personnel to be able to c10sely follow

patients' progress.

One could argue, and indeed many actors in the Costa Rican health setting do argue.

that many perceptual and social skills (and thus insights into patients' contextuality) come

not with theoretical training in the behavioral sciences~ but rather with maturity,

openness, and a certain predisposition toward others and towards working for the

community.1O This retlects the struggle for cultural authority that occurs in the

IOfor exarnple, VC, the Ministry of Health official in charge ofhealth services for the Central Norte
rcgion believes that "ifs not because one is a Family Physician that one is going to change onc's \\iay of
thinking. 1believe that it's something that cornes in one' s life experiences ["formacion pre-expericncias.
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legitimation process of the profession, and a further tension between proponents of the

model and its eritics. These same eritics might imply that the relative allocation of work

within family and community medicine tilts in favour of professional development, to the

detriment ofactual health problem-solving at the ground levei. Yet to oppose

professional development to health problem-solving (actual or theoretical) would be to

engage in a kind ofdeconstruction work that misses the essential link between the two.

As Bourdieu (1975) pointed out in the case of the scientific field, techrùcal capacity and

social power, taken together, define scientific authority, as "a particular agent' s socially

recognized capacity to speak and aet legitimately (i.e., in an authorised and authoritative

way) in seientific matters" (Bourdieu 1975, quoted in Cambrosio and Keating 1983). (n

other words, strategies for developing a profession do not necessarily preclude getting the

job (in tms case, addressing and solving patients' complaints and families' and

communities' health probIems) done. Indeed, if we remember Abbott' s arenas where

jurisdictional daims play themselves out, we will also recognize that the struggle for

soeial power is conducted in the process ofwork as as well as in "higher" social spheres.

Thus, sorne instruments that Family and Community Physicians use ta diffe~entiate

themselves from General Practitioners may seem more "attitudinal" than "skill-based,"

yet bath seem to serve as tools for boundary work ta justify the specialty as weIl as to

intervene in community health issues. [n the sociological literature on the professions

and professionalization discussed in Chapter two, similar arguments are advanced by

professional groups in order to validate and maiotain their social position (see Abbott

1988, Foster 1987, Friedson 1970,1973,1986, Justice 1986, Star 1989, Stevens, 1971).

FundamentaIly, then., we can ioterpret the difference between General Practitioner and

Family Physician as one of status, or of standing in the relatively strict occupational (and

pre-edad"] that makes it such that a persan really has thesc aptitudes, these abilities for cornrnunity work..
for comprehensive care . . . University doesn't help ta open up the rnentality to the importance of working
tor the community, to the importance of prornoting health, ofdoing prevention. Thus sorne people might
intuil obtain, or learn trom a teacher who tells them, who rnotivates them, but the rest of the (rnedicall
training doesn't rnotivate towards that., but instead towards being the best cardiovascular surgeon, doing the
most sophisticated transplant., using the most high-tech mechanisms -- this is what it is to be a good doclor.
so that's also the way the trend goes. ,- (VC interview, 94-08-30).
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thus social) hierarchy established in the health professions. The General Practitioner is

just that~ a general practitioner~ an "undifferentiated physicia~" on the bottom rung of

doctors. The Family Physician~ on the other hand~ somehow has superior endowments.

S/he is a specialist (and ironically, a specialist ofgenerality!) - one to rival specialists in

other fields, to compete with them for recognition~ status~ and~ of course~ money. A

Family and Community Physician.. specialist in Primary Health Care delivery~ family and

community health management, panicipatory decision-making, a new, ~'holistic" or

"comprehensive" (as opposed to biologistic or reductionist) diagnostic capacity, becomes

indispensable to the country' s health needs~ a General Practitioner does not. This is not

to say that aIl Family Physicians maintain this attitude~ however, the institutional

framework at the national and international levels encourages it.

PRIMARY CARE AND THE FAMILY PHYSICIAN'S ROLE

The movement to a new paradigm of Primary Health Care has taken on new force in

the world, and especially in Latin America since the deep economic crisis of the early

1980s. The goal set out in the 1978 WHO/UNICEF Alma Ata conference, of"Health for

Ali by the Year 2000" (HFA 2000),11 has required a new and specific "universal" health

care strategy, distinct from previous strategies. This strategy has been called Primary

Health Care (or PHC), and must not be confused with the primary level ofcare, or with

basic health services. The latter can be considered to be the lowest rung or the entry point

into the health care hierarchy, at which point problems are generally referred to and

solved by biomedical specialists, without the input of individuals or communities. PHC,

lIThe WHO has defmed nhealthnas na state of complete physical, mental. and social wdl-being, and not
just the absence ofdisease" (from Jaramillo Antill6n 1993: 26). HFA 2000 is dctined ideally as a minimal
level ofhealth that pennits a1l citizens of the world to work productively and to participate activdy in the
sociallife of their community, and pragmatically as a series of quantifiable goals. For the Americas, tht:
minimum health goals established by the WHO and PAHO are the following: Life expectancy of at least 70
years~ intànt mortality at less than 30 per thousand~chiId mortality (1-4 years) at lcss than 2.4 pcr thousand:
vaccination services to 100 per cent ofchildren under the age ofone, and to 100 per cent ofpregnant
women~ drinking water and human waste disposaI coverage at 100 per cent: and health services coverage of
100 per cent of the population (Kroeger and Luna 1992: 6).
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on the other hand, is an approach that attempts to solve or prevent most health problems

at a locallevel, while involving the community in its own health processes.

Primary Health Care, the new panacea that promises ta help achieve HFA 2000, has

been defined as "essential health services, based in practical methods and technologies,

scientifically based and socially acceptable, put within the reach of aIl individuals and

families of the community, engagjng their participation, and at a cost that the community

and the country can support during each and every stage of its development, with a spirit

of responsibility and self-determination" (Kroeger and Luna 1992: 5, my translation).

Primary Health Care is conceptualized as the nucleus of national health care systems, as

weIl as an important component of community social and economic development. It is

the first level ofcontact between individuals, families, and communities with the national

health system, and brings health care as close as possible to homes and to the workplace.

The important elements are universal access, health promotion and prevention,

combined with adequate treatment and rehabilitation, universality, equity, and continuity~

satisfaction of priority health needs such as mother-child health, and vaccinations~ and, of

course, "community participation" (CP). As we have seen, CP is a concept fraught with

political and moral connotations, yet is used in a relatively neutral and positive way by

heaIth theorists.

Family Medicine and Primary Health Care are intimately related in Costa Rica and in

the developing world: in theory, the role of the Family Physician is to provide Primary

Health Care, either directly or indirectly, to his or her community. Where resources and

the supply ofFamily Physicians are limited, the Family Physician is expected to play a

coordinating role within the existing health care team, which likely consists of nurses,

social workers, psychologists, administrators, primary health care workers ("técnicos de

asistencia primaria," or TAPs), and CHVs (community health volunteers).

The Family Physician's role, thus, is that ofadministrator, teacher, provider ofhealth

care, and the locus around which revolves the delivery of aIl non-hospitai based and

"non-traditional" (in the sense that the "oId, biomedical model" is "traditionaI") health

services. He or she is the purveyor ofgood health ta the community, engaging the
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population in responsible and healthy activities, and acting as a key player in the social

and economic development of the community.

FAMILY AND COMMUNITY rvœOIClNE AS AN El\1ERGING MOVEMENT

In 1994, farnily and community medicine was attempting ta combine principles of

traditional curative biomedicine with those of traditionaI preventive public health, and to

embody those principles in the person of the family and community physician, at once a

health professionaI, a community leader, an expert on disease and cure, yet a practitioner

of prevention. As a movement, family and community medicine in Costa Rica was only

beginning to establish itself and its "esoteric" body of knowledge, and was relying

heavily on a certain "political will" in order to entrench itself institutionally. Although aIl

health institutions ostensibly endorsed the prerogative of family and community medicine

as the new community-based primary health care manager in the refonned system, it was

up to the senior health officiais to authorize the creation ofposts specifically for family

and community physicians. At the time of the study, trus did not seem to be happening~

rather, many newly trained farnily and community physicians were obliged to opt for

positions allocated to GPs. Hence, many family and community physicians feh that they

were qualified specialists, but unable to obtain work in their field.

The creation of a "Iabor-market shelter" (Freidson 1986: 59) was a slow and

frustrating process, and family and community physicians were feeling hampered in their

efforts to legitimate their profession. Not only officiai recognition of their training, but a

well-defined social and institutional space in which they were to work seemed to be the

most important requisites for family and community medicine to flourish in Costa Rica.

These notions were reinforced at the First AnnuaI Conference on Family and

Community Medicine, held Septernber 1-3, 1994, in San José, which was weil attended

not only by family and community practitioners, but aIso by other physicians and health

workers such as nurses, social workers, psychologists, and public health researchers and

professors. Notably, the three most important health officiais in Costa Rica (the Minister

ofHealth, the President of the CCSS, and the Pan-American Health Organization's
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mission chief) attended the opening ceremonies, and a letter from Costa Rica' s president

was read to the assembly. From this show of officialdo~ one could assume a wholesale

official support for the specialty from the government and its health representatives.

However, family and community physicians still perceived there to be a Jack of resources

and a Jack of real political commitment to their cause, and to be allowed to lead the health

teams, or EBAlS, that were planned for in the health care reform.

Indeed, at the "Jomadas Pre-Congreso," or pre-conference meetings, held at the club

of the College ofPhysicians and Surgeons ofCosta Rica on June 16-17, 1994, documents

were drawn up that identified the relevant actors (individuals and institutions) to the

processes of"developing the praetice offamily and community health" and of

"developing continuing education in family and community health." From the President

of the Republic, down through the health bureaucracies, universities. health workers'

unions and practitioners, the intentions, capacities, needs, alliances and contlicts of ail

actors deemed relevant to the family and community medicine project were identified.

For example, under the rubric of the "development of continued education in farnily and

community health," the University of Costa Rica's Department of Public Health was

deemed a strong ally, with a "major interest" in the project. In comparison, the Minister

of Health was identified as having a "formaI, political interest," the director of the Schoo1

ofMedicine had a "relative interest," and the director of the Puntarenas Health Centre

was "against" the project.

According to DM, familyand community medicine in Costa Rica was facing a

number of threats. These were lack of time for health planning: lack of impact

measurement: lack of family physicians and of resources~ lack of administrative

independence~ and difficulty in integrating community participation in health. These. he

juxtaposed with the "strengths" of the specialty, or rather, the potentiaI for strength: that

health planning can lead to measurable resuIts; impact measurement requires and

encourages democratization and participation~ an increase of preventive care would have

a significant impact and reduce the cost of health care; health education and continuity in

practice are important components of the specialty' s mandate. The "threats" seem to be
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tangible problems or fiustrations the speciaJty faces~ the "strengths" seem to be less

tangible, more of a wish list.

DM identified "politicaJ will" as the principal avenue for progress, to overcome the

frustrations, and to fulfill the wish list. As an example of"political will" he mentioned

the fact that GA, one ofthe first graduates of the specialty, was now a regional health

director. The insertion of colleagues into positions of power in the health bureaucracy

was perceived to be a sign of progress, and an indication of the presence of a "political

will" that would promote the cause of family and community medicine.

POLITICAL WILL, OR "VOLUNTAD POLITICA"

AlI interview respondents noted independently, and without prompting, that

institutional change and the Implementation of the "reforma" required a certain politicaI

will ("voluntad politica"). Yet this political will seemed ta come from somewhere

'''above,'' in a typically Costa Rican fashion. The patemalistic state is generally perceived

to provide resources, directives. and guidance to its subjects: this attitude is not absent

from the reaIm of health care. AC identified the minister ofhealth and the executive

president of the CCSS as the ultimate purveyors ofhealth policy, and those capable of

engendering and etfecting change. There was litde perception that change could occur

outside of official dictates from above.

For example, most family and community physicians claimed that the "real"

implementation of family and community medicine in Costa Rica depended, ultimately,

on the political will of the MS and the CCSS to recognize, fund, and make institutional

space for the specialty. Similarly, patients at the dinic in Puerto Viejo reco,gnized that

the quality of health services would not improve until there was the "political will" to

provide additionaI funds and staff

Representatives from "'above," however, seemed to he non-committal ta the family

medicine specialty. AIthough they made themselves present at the tirst annual conference

on family and community medicine, they made few promises of funding or institutional

aperture for the new specialists. Many family and community physicians were looking to
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ambitious colleagues who were fast c1imbing the bureaucratie ladder in the Caja or the

Ministry, to provide the necessary "politicaJ will," given their newly acquired

institutional c1out. Yet, for the specialty as a whole, there seemed not to be a concerted

strategy for cultivating trus political will. In the words of El, one of the first graduates of

the program and now a senior bureaucrat in the CCSS,

The problem with family physicians is that they have chosen respansibiliùes but they have not

demanded the "Iogistics:' as they cali it in war.... As the system didn't absorb the family

physician. each one has applied what rcalI the "la\\' of alleluia." Each persan to himseU·. And so.

there is no systematization. And it' a problem. . .. There are regians where a family physician has

conceptualized heaIth care in one \Vay. and others in another \Vay. And others ln yet another way.

. And tàrnily physicians don't know what to do. because they don't have a dear conception of

their raie within the health system. And thatts the threat.. . What we need are fCOs who ha\'e

the capacity to lead. ta be leaders.

FAMILY AND CO"MMUNITY fvŒDICINE AND SUSTAINABILITY

Understandably, many family and community physicians were frustrated at a

perceived lack of institutional space for them. The new specialty still was not popular

amongst recent medical graduates. and, despite the lip service paid to primary health care

and family medicine in official discourse, liule official. tangible support for the speciaIty

was evident. Yet, amongst the professional classes, change cornes but slowly. As

Freidson tells us, the major characteristic of the medical profession is a certain

preeminence of prestige and expert authority. Medicine requires a "general public belief

in the consulting occupation' s competence, in the value of its professed knowledge and

skill" (1970: 10-1 1). Furthermore, the professional group' s success is less dependent on

training than on "the evaluation of such involved observers as legislators, the public, and

representatives of other occupations ... , and the criteria used by each of these may differ

tram the other' s" (1 970: 80). Thus. a c1ear indication that a specialty is actually

"successful" cornes only once recognition is obtained in these fora. RCG, the tirst persan
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in charge of family and community medicine in Costa Ric~ stated to the first annuaI

conference:

Remember that we live in a political c:nvironment . _. as politics is so important in CR. we must

have al kast one foot in the politica! door. If our friends in high places ["compaiicros en la

politica.·' e.g. GAI keep to their principles. we can swdy have an impact. The model and Ils

resullS still cannot be measured. The impact will be tèlt ovcr the long teon. in ten years. But we

must keep applying ourselves. intiltrating the system. in order to maintain the changes. And up

until now, there have been big changes, although we haven 'l seen them directly. What we must do

is keep on with the residency. and to assure ourselves that the program doesn 't die. The health

administrative bodies talk about nothing else but the principles of family and community medicine.

even though they won't name it as such. or admit to il. Be optimists. but be patient YOuf biggest

work will be with the communities. The impact will be there. pennanently. even when the Caja

adrnmistration changes every four years.

It seems, then, that what family and community medicine was looking for. in addition

to its aItruistic goals of streamIining and improving the approach to health care, and. by

extension., the overall heaIth of Costa Ricans, was a certain institutional, political, and

popular recognition as the new, improved purveyor of"Health for AIL" [n particular,

there was a need to be recognized by other specialties, and thus to other audiences within

medicine., that often viewed family medicine as a glorified general medicine, a specialty

to which turned principally those physicians who were not "good enough" to get accepted

into specialties such as surgery, pediatries, and gynecology.

The practical reality for family and community medicine in Costa Rica was that it was

still but an emerging speciaIty, and it needed., in order for its practitioners to approach

their ideaI type, to assure for itself a certain position in the institutional hierarchy. This

meant assuring funding for family and community medicine programs and positions~

ensuring that there is political support amongst the important decision-makers to facilitate

the development and growth of the profession~ promoting the specialty as a viable one for

recently graduated GPs to enter into~ and lobbyjng in local, national, and international

communities to convince people involved in health care that the family and community
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medicine model is the best guarantee ofan efficient~ affordable~ and improved health care

for the future.

In discourse surraunding the family and community physician in Costa Rica., the

"ideal" version of the practitioner seems to dominate, and the "real life" version is

mentioned onJy in passing, often tinged with disappointment. For example, according to

AC~ the physician in Puerto Viejo de Sarapiqui, the role ofthe family and community

physician is ta

att~nd to. in a comprehensive manner. a population group. By attending to the group in all ils

aspl.'CLS. Not only in the curative ~1Jects. as is nonnal here, but also in matters of education.

prevention. rehabilitation. training ..., Also it is the physician's raIe to incorporate him or hersdf

into the community, in researching and dett.Tmining problems. by identitYing with the people' s

needs. and by collaborating in the mechanisms for solving problems in sanitation. or basic n~eds of

the population. Not necessarily medical services. üther services may also contributc to improving

hcalth: potable water. communications. transportation., roads: these also are matters that 1believe

the physician must deal with. and not only the direct attention of health problems as such . - .

Of course, he and mast other newly-trained family and community physicians in

Costa Rica cannot and do not live up to the expectations they set out for themselves. AC

was not able ta apply his perceived principles of family and community medicine. for a

number of reasons:

tor my particular situation as a director.. _. the real conditions are not given. due to the low supply

we have of services and the high dcmand for care, both curative and preventive. ln other words.

wc are limited and a grcat part of my time is not now oriented towards treating patients... [rather1

much time gocs to\Vards administration, which 1am in charge of . .. At this momen~ 1have not

dealt \Vith ramilies, and the situation is very difficult because of the lack ofpersonnel, and \....e have

a high demand for services, mostly curative ones ...

This contrasts with the image of Barranca painted by GA, the c1inic director there.

According ta him, he already had conducted community consultations, and came up with

and prioritized health concerns of community representatives. Il appeared, however, that

these consultations were done on his initiative~ by the end of the research period~ GA had
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been posted to the position of regional director of the CCSS, and was no longer in charge

of the c1inic.

DM, one of the more 4'successful" graduates of the family and community medicine

program, 12 identified by McGilI' s department of Family Medicine as a top performer,

perceived an institutional shortcoming in the provision ofhealth care:

ln Coronado. RB [an ambitious family physician] organized the EBAJS~ he's a great administrator.

and knows the principles of how ta makc it ail wark. But we haven't given enaugh wcight to the

implementation ofcommunity medicinc. For example. we could do work with schools or with

housewives. But up to now, wc onJy have promotional activities. without c1ear goals afwhat the

programs rcally want to accomplish. Wc still haven't thought how to evaluate these. Wc must

carry out this evaluation in a very scientific \Vay. not as we have done in the past. Up until now.

we secm to have becn just thinking up programs, carrying them ou~ and then that's il. Thcre 15 no

lollow-up at ail. We have no idea what kind of impact we're having. Which means that there IS

not much continuity of care.

His discourse seems to indicate that health problems and their alleviation simply

required better technical capacity on the institutions' behalf, and better tools to effect and

evaluate behavioural change in the community. However, DM was weil aware of

structural and social Hproblems," but did not have an adequate solution for them.

Similarly, AC noted: "'another problem is the low socioeconomic level, but what can we

do about it? Not much., 1 don't think." This comment speaks to macro political and

economic conditions that the "'mode!" does not or cannat challenge. Morgan and

Ferguson criticize international development agencies for precisely this: that they provide

"technical" solutions ta what they perceive ta be "lechnical" problems, without

addressing the structural causes ofinequality, subordination, and poverty.

'ZIn tenns of"professional achievcmen~"DM ranked among the highest of the specialty's graduates. ln
1994. he was a teacher of the family and community medicine in Coronado. In 1995, he was worJ.dng as a
consultant tor PAHO and the cess, where. he felt that "with the position that l have [i.e. not practicing
family mcdicine full-Lime]. l can develop as a complete professianal." DM's ambition is to bccome
Minister of Health.
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DM~ AC, and others wanted to see the "'impact" ofpreventive measures and

community interventions quantified~ and find that, given the less "technical" nature of the

work done by family physicians, it is more difficult to quantify their actions for purposes

of impact evaluation. The desire for "measurable results" are a principal theme that ran

through the discourse, that seemed essential to the legitimation of the work of the family

and community physicians. AC, however, had a clear understanding that this level of

discourse had to be espoused so that health planners would understand his needs and

those ofhis patient population:

[ bdi~v~ that we would ne~d to quantitY, in sorne form, the preventive work or the prcvt.-ntive

tasks that the family physicians carry out. Because in the present circumstances, in CUITent

statistics that are used by the Caja, titis cannat be quantitied. One cannat put a number on ho\\"

many preventive activities a physician has done: the statistics sh~ts that the Caja have are nothing

but how many patients have been seen. This is how th~y sec the yield ["rendimiento"J.... So, ifs

aIse n~ccssary ... ta give an importance to preventive activiti~s, quantil)° them, and rnake use of

statistics.

The target audience for this discourse clearly were the health institutions, where the

specialty perceived it had to apply pressure in arder to be able to grow. On the other

hand, family physicians appeared to be resigned to the notion that the impact of their

work at the local level was necessarily limited. An analytical description of the local

c1inical reality and health care conditions in one community follows in the neX! chapter.
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CHAPTER FOUR - MICRO STUDY: PUERTO VIEJO DE SARAPIQUI

INTRODUCTION

Puerto Viejo de Sarapiqui as a site for field research was at once exceptional and

typical. On the one hand, massive recent in-migration of banana plantation workers put

great strains on public services such as health care. On the other hand, conditions at the

cIinic there did not appear to differ to a great extent from those in other dinics across the

country. Although an extensive comparison with other towns or villages was not an

option for the researcher, it was apparent, through discussions with health care workers

from various locations, that Puerto Viejo was not untypical. Many health workers came

to the conclusion that publicly-funded health care in Costa Rica as a whole sutfered from

a lack of resources.

Data obtained in Puerto Viejo can by no means be said to be representative.

However, they are useful in illustrating not only the state of health care at the level of

service delivery, but aIso in ilIustrating the distance that separates theory from practice, as

weIl as the challenges that lay in front of the proponents of the new model of health care.

Tensions between professionalizing daims offamily and community physicians, on the

one hand, and local-Ievel needs and prerogatives, on the other. become evident from an

understanding of the conditions in Puerto Viejo de Sarapiqui.

This chapter will explore the local-Ievel health care dynamic in a descriptive fashion.

follawing the themes evaked in previaus chapters. Where possible, a comparative

approach will be used, taking examples from other communities and dinies visited during

the course of the research period, such as Barranea, Caronado, and Los Sauces. Barranca

is a poor urban community Il km inland from Puntarenas, Costa Rica' s major Pacifie

coastal city, which boasts one of the most "'successfu]" family and community medicine

programs; Coronado's new "integrated" dinic in a northem suburb of the capital San José

is a]so a teaching hospital for family and community physicians in training; Los Sauces is

a squatter settlement of 3200 residents outside the town of Tres Rios, about 15 km east of
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San José, whose community clinic is run by one of the tirst graduates of the family

medicine program.

DEMOGRAPHIeS

Puerto Viejo de Sarapiqui is essentially a frontier town, the main economic activities

ofwhich are the banana, timber, and cattle-raising industries. In the late 1980s, a number

ofbanana companies introduced operations ta the area, and proceeded, over subsequent

years, to buy up land from the govemment and from local landowners, to raze the existing

crops or forest, and ta replace them with huge plantations. A new highway had been

completed in 1990 that reduced the travel time to San José from seven hours to ninety

minutes. Although few data are available on the extent of the plantations, their impact on

local demographics and economics nonetheless has been significant. The massive in

migration of people seeking work is reflected in data we collected on patients at the

CCSS dinic, 28 per cent ofwhom had moved to the district in the previous two years.

Fully 55 per cent of respondents were not residents of Sarapiqui county in 1989.

Furthermore, 60 per cent of patients who worked outside the home were employed by

banana plantations (Locher and Seyner, 1994). t3

Figures from the Ministry of Economy, Industry, and Commerce put the county's

population at 26,432 in July 1993, whereas Ministry of Health figures were significantly

higher (VC, the head of medical services for the Ministry of Health in Heredia province,

claimed that the population had gone from 8000 in 1990 to 48,000 in 1994). H The

disparity between these figures is significant for projeeting health care needs for the

DThe results ofthis survey pertain only to patients of the cess c1inic. However. il can be assumed thal
tigun=s obtained at the c1inic are representative of the population as a whole. 60 per cent ofpalicnl'i
claimed to be ·'housewives.,.

I~JVP, in charge of the civil registry in Puerto Vicjo. cstimated the population at 25.000, not including
"immigrants" (Nicaraguans). His electorallist contained 9000 registered voters in 1990 and 13.000 in 1994.
60 per cent of Costa Rican migrant workers resident in the canton were not on his Iist, as they voted in
another district. (interview 94-07-0 1)
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population. Although at the time of the study, the construction of a new, larger,

integrated clinic was being planned, according to VC, the health demands of the

population already exceeded the projected supply. This was contradicted by MLP, a

CCSS official, who indicated that population growth was actuaJly slower than expected.

thus the new clioic could be smaller than what plans called for. 15

EconomicalIy, Puerto Viejo was better offin 1994 than it was prior to the arrivai of the banana

companies. According to JVP. the local civil registry official. ··thcre is work here lor everyone who wanl....

11. Nobody can say that they can't lind ajob'" Yel most of the work availablc was long and arduous. and

many residents. whose prirnary motive tor living in the county was to make moncy. St.-emed little interesteJ

in civic responsibilities. Macho plantation culture tostered alienation and violence. and any potential tor

change througb collective action \Vas mitigated by a rigid and hierarchical division of labour. Workcrs'

frustrations olten man.i1èsted in the tonn of violent assaults against tèllow workers or supervisors: machetc

wounds were a common sigbt at the clinic. and stories circulated about murders and disappearances. A

substantial number ofworkers were Nicas (Nicaraguans). who had tled a country where ci\;l war had made

collective or political action a perilous activity. Many Tico internai migrants would pret~r to be with their

tamilies "back home."' For HV. the head of the Pan-Arncrican Health Organization in Costa Rica. these

communities had a strong migratory movement, ... are recently constituted. 10. no more than

15 years ago basically from Nicaragua. And the individual and collective psychology of thosc

migratory individuals wherc there are very t~w unitYing factors _.. [makes itl such that each

individuallives in a rather isolated \Vay•... there is indifterence in the tàce of collective problems:

each person does his own thing, trying to earn a resource. money. to be able 10 relum to his rool,

Whether this observation has sociological or practical significance is difficult to say.

However, it is likely a fair characterization of the '"banana culture" of Puerto Viejo.

According to many longtime town residents, Puerto Viejo had undergone a radical

transformation since the banana companies had moved to the region. The impact of the

decisions of multinational conglomerates such as the United Fruit Company cannot be

I~Quick and abundant population grO\\th, and the changes it entails. were not Wlique lo Puerto Viejo.
The popoulation of Barranca, in comparison, \Vas 7. 056 in 1981. 15,882 in 1984. and 21.122 in IlJ93 tor a
growth of 200 per cent in 13 years (from Gonz~ilez Pantaleon 1995: 66).
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underestimated: the strain placed on heaJth services in the area by massive population

growth due to a demand for plantation workers has been significant.

SUPPLY AND DEMAND OF HEALTH SERVICES: PREVENTION VS. CURE, and

DO PATIENTS CARE ABOUT THE DIFFERENCE BETWEEN THE TWO?

Health care in Puerto Viejo de Sarapiqui in many ways retlects the broader, macro,

structural trends in Costa Rica, discussed in the previous chapter. At the time of this

study, health resources in Puerto Viejo included two publicly funded c1inics as weil as

two private practices. As in most of the rest of the country, "curative" care was provided

at the cess c1inic, and the Ministry health post, only a five-minute walk away, was in

charge of"preventive" services. On average, three physicians worked in the cess clinic.

two out of the ministry's health post (one ofwhom went on community visits). and two

worked privately, for a total of seven. During the course of the three months, however,

one private practitioner left, seeking greener pastures, and one of the physicians at the

Ministry health post finished his contract. One nurse worked at the CCSS c1inic, and

several TAPs and malaria prevention workers, as weil as a mobile dental team that did

school visits, were based at the Ministry health post. The town boasted one private

dentist' s office, two privately-run pharmacies, and the govemment-run pharmacy at the

CCSS c1inic, where prescriptions were filled free of charge for patients covered by social

security.

The distinction between "'curative" and "preventive" care is very important one in

Costa Rica~ health institutions and practitioners have traditionally divided up their work

along these two parameters. AJthough "cure" and "prevention" are difficult to separate in

practice, the institutions charged with their execution are quite distinct. Despite national

and international poliey eaIling for the integration of institutions and approaches to care, a

c1ear separation still existed at the local level.

The manifestation of the institutional division of labour in Puerto Viejo was easily

observed: the CCSS c1inic, in its role as "curer" of sickness, was normally full of patients

seeking medieal care. The Ministry health post, in its "preventive" capacity, ofien
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seemed idle, without patients. Of course, much of the Ministry' s work was done in the

communities by TAPs and the mobile medical unit, and as suc~ was not visible to the

observer in Puerto Viejo. However, the contrast between the levels of activity at both

c1inics was still striking. This was evident also in Barranca, where the cess dinic was

mostly teeming with patients, and the Ministry dinic in nearby Puntarenas appeared to

function weil below capacity. GA, the direetor of the Barranca dinic quipped, on an

impromptu visit to the Ministry cIinic in Puntarenas, "You'Illikely find the director in his

office reading the newspaper." As it turned out, the direetor was not to be found at all.

To Iink "prevention" to an "empty" cIînic, and thus to impIy that the Ministry was not

doing its job, would be problematic. Certainly, the image of the empty Ministry clînic

was a recurrent one during discussions with health officials, especially trom the cess.
Sorne even accused Ministry workers ofbeing lazy and uncultured. Yet in theory, if

prevention were effective, then there would be a reduced need for visits to the clinic.

Furtherrnore, demand for curative-type care is much higher and more visible than that for

prevention, hence the long queues outside cess clinics.

THE CCSS's "CURATIVE" CARE

The ecss dînic was located on the town's main street, enclosed in a fenced-off

compound that was kept locked at night. The buildings included the dinic itself. with a

smail area for a reception desk and patients' files, three examining rooms, a smaII office

for the administrator and the cIerk (whose roIe was to issue social security cards), a small

air-conditioned pharmacy, and a small waiting area with a capacity for seating no more

than twenty people. Adjoining the clînic were the offices of the "'sucursaL" or the fiscal

branch of the cess which collected social security fees, and three small housing units.

occupied by AC, GM, the young doctor on social service, as weIl as JM, the head of the

·'sucursaI." Ail three, and indeed, all physicians at the clinic had their permanent

residence elsewhere, for the most part in San José. AC was a fairly low key persan, who

made few excursions iota the community of Puerto Viejo. He spent his weekends and

sorne evenings at home in San José with his famiIy.
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Demand for "curative" health services in Puerto Viejo far outstripped supply, as

evidenced by long queues outside the cess clinic in the morning before opening time.

This is not unusual, however~ indeed it is commonplace at clioics across the country. The

waiting room in Barranca was usuaIly full~ in Coronado, most wickets giving

appointments with physicians were closed by noon. Patients in Puerto Viejo, and

elsewhere, were often tumed away from the clinic, as there was no time ta accommodate

them. In a given day, the limited number of appointments depended on the number (one

to three) and availability ofdoctors, as weIl as the number of patients they were able to

see. cess regulations stipulate a maximum of 35 patients per doctor per day, yet this

number could be as high as 50 or more. Patients were given a number when the doors

opened in the moming, then had to wait, sometimes hours, until their nurnber was caIled.

Often, patients would be turned away, or would be refused an appointment if they arrived

after the day' s quota was filled. This did not bode weil for people who had to travel a

significant distance (from a cornmunity downriver, for example), and whose oruy means

of transport would bring them to Puerto Viejo too late in the moming to be able to make

an appointment. This is not to say that emergency cases were not looked after: these

would generally be attended to, or sent by ambulance to a hospital in San José or

Guapiles.

Patients were weil aware of the limitations of the c1inic, and they often planned their

visits accordingly. If they lived in a distant community, they might, for example, do their

shopping while waiting for their appointment. Although many patients expressed

dissatisfaction with the services rendered, just as many claimed to be satisfied. 16 Patients

attributed their dissatisfaction not to a lack ofgoodwill on the physicians' part, but to a

shortage of personnel or resources. Furthermore, it seemed that those least likely to

display dissatisfaction were also those at the lower end of the socioeconomic scale.

10Although many patients might have had reservations about stating open critici~mof ilic clinic. a survcy
conducted in the c1inic found that 51 per cent ofrespondents thought the treaUTIent iliey n:ceived was
··good." 41 per cent indicated ·'regular." (translation: "OK" or "nol bad") and 7 per cent said "bad.··
Interestingly. 62 per cent of respondents who were foreign-bom (aU Nicaraguans), answercd "good."
compared to only 40 per cent ofrespondents born in Sarapiqui county.
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Discrimination against residents of isolated or distant communities. in terms of access

to "'curative" care, was a notable structural limitation of the dinie' s service delivery. The

rural charaeter of Sarapiqui county ensured that a large number of its residents had to

travel a signifieant distance and sacrifice valuable work time in order to reach the dinic.

In comparison., the small clinic at Los Sauces, a squatter settlement about 30 km east of

San José, served a distinct population who alllived in the community, a 10-minute walk

trom the dinic. According to GW, the director of the Los Sauces dinic, aecess to care

was easy, and patients could show up at virtually any time and receive treatment.

Similarly, in Barranca., a mostly urbanized community, service tended to be provided to

ail patients who came to the dinic. According to the dinic' s statistician, no patients were

tumed away: "Ifthere are patients at the end of the day. after 3 o'dock, the director [GA]

will always see them. The director will always see patients."

In terms of personnel, the supply of"curative" services in Puerto Viejo was often

sporadic. First., charaeteristic of the country' s overall shortage of nursing staff (due. in

AC's opinion, to unattractive salaries and schedules), there was only one nurse, despite

budget provisions for two. A lifetime resident of Puerto Viejo, the nurse, RA, had been

employed at the cess clinic for twelve years. and had no plans to leave.

[n theory, RA could not be replaced in the case of ilIness or accident. In practice,

ML, the dinic' s administrator, would take over nursing duties, such as taking patients'

signs or administering vaccines, in RA' s absence. This reflects a certain occupationaI

flexibility in practice, or, in Abbott' s terms, a blurring of disciplinary jurisdictionaI

boundaries. Although the division of labour in the dinic was strictly defined by rules of

professional jurisdiction., the "boundaries of actual professional jurisdiction changeed] to

accomodate organizational imperatives" (Abbott 1988: 65). Abbott daims that in

overworked worksites, these boundaries disappear, and a certain transfer of knowledge,

or "workplace assimilation" occurs. "Subordinates and others ... leam on the job a craft

version of given professions' knowledge systems" (1988: 66). Thus, the administrator

would give injections; the receptionist would fill prescriptions; the pharmacy technician

("técnico de farmacia") would give medical advice.
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This type ofassimilation was acknowledged, and in faet encouraged in Barranca.,

where the direetor GA and his staff took ··teamwork" seriously. While interviewing

candidates for pharmacy technicians' positions in Barranca., GA made clear to the

candidates that ··this clinic doesn't work like the rest. Forget what you leamed in your

traditional c1inics. We work as a team here. and team members go out oftheir way.

beyond their job description. to make sure the clinic works for the community.··

In Puerto Viejo. the physicians -those highest on the occupationaJ totem pole, and

thus with the most ta lose by taking on "subordinate" tasks - would tend neither ta

engage in extra-jurisdictionaJ activities. nor to aIlow others to engage in doctors'

activities. In this way. they made themselves indispensable to the delivery of medical

services, such that when no doctor was available, the clinic simply ceased to function.

This can be illustrated by fieldnotes 1 took on June 27, 1994:

1arnve at the clinic at noon. A persan is being taken out on a stretcher. to be dcli\"ered by

ambulance to the ho~-pitaI in Gmipiles. Already this moming. a 13-year-old grrl was rushed to the

Calderon Guardia hospÎtal in San José. to have her crushed arm arnputated. Her school bus lost as

brakes and pinned her arm against a \\;aIl. A third ambulance eXIt had to be made for a woman Ln

labour - she gave birth in transit.

The clinic is virtuaIly anpty. Ali appoinunents were cancdled today. due ta the

emergencies in the morning. Two orthe doctors had to leave in the ambulances. and the nurse lS

on holiday A replacement nurse hasn't ShO\\l1 up.

FG. the young doctora doing her year's social senice after medical school. Îs agitated.

She has just returned from accompanying the girl in the ambulance. and Îs shaken up. GM. the

other young GP doing social ~~'ice seems unperturbed.. saying the required "too bad". engrossed

in the newspaper.

Although the clay' s work is over by noon. everyone exclaims that there are not cr\ough

personnel to carry on the functions of a clinic here. Clearly. this is not a typical day. Howe\"er. If

the clinic has to shut dO\\l1 or turn away patients every time an ernergency comt.~ in. somethmg lS

amISS Staff claun also that to do the night slùft is virtually impossible. as there is no secunty

guard. and night-time cases tend to be dangerous drunks.

Doly days after this entry, AC decided to eliminate emergency night-time services for

'''security reasons." AC wanted more than just a doctor available after regular c10sing
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hours, considering that late-night patients were potentially inebriated or violent. He

wrote ta CCSS head office in San Carlos asking for funds ta caver wages for a nurse, a

pharmacy attendant, and a cleaner, ta accornpany the physician. In so doing, he seemed

to be demanding that his superiors grace his clinic with a certain "political will." In a

sense, AC was asserting his jurisdiction by defining the boundaries of the services his

clinic was going to provide. In practice, this created tension at the local level by putting

extra pressure on the Red Cross, which.. with two sparsely equipped vehicles manned by

volunteers, was in charge ofambulance and sorne first-aid services. Patients in need of

emergency care after 4:00 p.m. had ta go either to one of the two private practitioners. or

to the Red Cross for ambulance transport to the hospital in Guâpiles or San José. By the

end of the study, two months hence, emergency night-time services still had not been

restored.

"PREVENTlVE" CARE AT THE MINISTRY' S HEALTH POST

The situation was much different in the Ministry of Health clinic down the road.

Much of the time it laid empty, apart from a few workers hanging about. Most ofits

employees were on the road, on community visits. The four or five TAPs (técnicos de

atenci6n primari~ or primary care technicians) generally would leave by 7 a.m. on their

motorcycles to outlying communities, as would the mobile medical unit, comprised of

one doctor (JCC), a driver who doubled as a pharmacist (Benito), despite having no

training in pharmacy (another example of the blurring of occupational jurisdictions), and

a TAP, whose duties were not unlike those ofa prep nurse in North America. The

Mipjstry of Health also provided a malaria prevention unit, as weil as a mobile dental

service, cornprised ofa dentist, a TAP, and a driver, who would service schools in the

area.

Services provided by the Ministry ofHealth were ofa "preventive" nature, in theory.

Malaria workers would administer chIoroquine and primaquine tablets to residents of

homes within 200 m of a suspected (or real) malaria case, and would often fumigate

where malaria-carrying mosquitoes were believed to breed. In certain cases, they would
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show up at a suspeeted malaria site unannounced to community members (and hence

without community input into the decision-making), and proceed to carry out their

fumigation. Another "preventive" measure was milk distribution to poor mothers as

nutritional supplements for their babies. In theory. mothers could come to the Ministry of

Health on Fridays to pick up supplies. ln practice, however, sorne of the Ministry,s work.

such as milk distribution, could not aIways be carried out. t7 Thus, aIthough many

Ministry employees and officiaIs spoke of a hmistica," or mystique, their grand ideals

often did not translate into practice.

Another of the main functions of the Ministry of HeaIth post was to deliver care to

those who were not eligible for Caja coverage. One must be a saIaried worker or a

dependent thereof in order to be insured by Social Security and thus to have to right to

comprehensive health coverage trom the CCSS (Jaramillo 1993: 365). This implies that

indigent people. the unemployed, many self-employed people. and employees of

clandestine enterprises (who often ask employees to join the cess as ··self-employed." in

arder to avoid the employer' s contribution) are not necessarily covered under the national

heaIth insurance scheme. 18 The Ministry of Health preventive and primary health care

services usually would reach these non-insured individuals. who either come to the

Ministry of Heaith post for rnedical attention, or receive it if and when the mobile

medical unit passes through their community. Of course, there was not always a

physician on duty at the health post.

'-Such simple procedures as milk distribution at times tumed out to be somewhat complicated. On
Friday, luly 1, 1went to the MS heaith post at 7 a.m. to see how many women wouid be waiting for their
milk. Dnly three women, babies in tow, were there. Il tumed out that the persan in charge of the
distribution got called ta a meeting, and without notice, cancelled the milk distribution lor that week.
Nobody in the health post took over the task, and mothers went home ernpty·handed.

I~or example, 'Tonejo," a "peasant" landowner in the commwùty of La Aldea. a 5 hour, 180 km drive
trom Puerto Viejo (but 35 km as the crow flies), along a circuitous and treacherous route, claimed that he
gcnerally could not atford to pay bis "cotisaci6n" to the CCSS. Rather, he paid only when bis \Vife \Vas
pregnant and the children were srnall. in arder to receive CCSS coverage.
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THE MOBILE ~DICALUNIT

The Ministry ofHealth's "Unidad M6vil" serviced approximate]y thirty-two

communities within the Puerto Viejo catchment area. Typically, the mobile team would

leave Puerto Viejo between 7 and 8 o'cloc~ and would arrive in the community between

8 o'dock and noon. Transportation was either over land (in a Toyota four-wheel-drive

donated by the Government ofJapan) or by water (in an aIuminum outboard-powered

motorboat). Each community was scheduled for a visit once every five weeks or 50.

Sorne communities conducted the dinic in a schoolhouse or other public building, others

had a recently-built two-room health post, designed and put up by the United Nations'

High Commissioner for Refugees. 19 These buildings had modem wiring and plumbing,

however, most communities visited had no electricity, and water generally came from a

communal weil.

The medical team brought with them several large boxes of standard medications,

along with basic diagnostic and vaccination equipment. In general, following the

prescribed division of labour, the TAP would take down patients' vital signs and personal

information, the physician would then carry out an examination and make necessary

prescriptions or referrals, and the driver/pharmacist would fill the prescriptions. They

usually would see aIl the patients who showed up: on one occasion, the number was as

high as 85 ~ on another, only one.

AlI communities had either an individual or a health committee that publicized and

organized for the mobile unit's visits, and collected a standard 100 colones (about $1

CDN in 1994) contribution from each patient towards c1inic expenses and food for the

medical team. Two of the ten outlying communities visited during the study appeared to

have active health committees, however, the extent of their activities was difficult to

,qThe UNHCR had been active tor several years in northem Costa Rica with n:fugees tlecing fram civil
war in ncighbouring Nicaragua.
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determine. 20 Morgan (1989) has indicated that the creation of rural health committees

was carried out at the behest of the Ministry of Healt~ but suggests that these efforts

were "designed to benefit the state by shifting sorne of the costs of the program ta the

rural citizenry" (1989: 235). Certainly, a 100 colon contribution was not an insubstantial

fee, especially for individuals, such as subsistence farmers, who did not participate in the

cash economy.

For example, Finca 10, a well-organized, unionized, plantation-worker community of

about 1600, had a functionai health committee that met on Fridays, and, once a month,

carried out milk distribution. According to the woman in charge of the health post, the

committee was made up of nine people from two communities, Finca 10 and Colonia Los

Angeles. She indicated that a number of communities depend on the health post at Finca

la for medical attention when the mobile unit of the Ministry of Health cornes around

once a month. Considering that she lived "about an hour" away, the health post's

catchment area must have been fairly substantiai. Ironically, a relatively modem CCSS

c1inic (built with money from banana comparues), with laboratory facilities, a pharmacy,

at least four doctors, and birthing rooms, was located only 5 km away in Rio Frio.

However, in order to get an appointment there, one had to show up before 8:00 a.m., and

then spend much of the day waiting. Thus the Ministry personnel would travel more than

30 km over rough terrain from Puerto Viejo in order to give "preventive" care once a

month in a mn-down health post, while a modem CCSS clinic existed only 5 km from the

post itself As JCC, the mobile unit's physician, seemed to give traditionaL biomedical

~OThc Ministry of Health has promoted, to a varying degree under different politieal administrations, th~
tonnation of rural health committees. Community Participation in Health was one of the main politieal
plattorms of the Carazo (PUSC) regime from 1978-82. Considering the highJy partisan and politicized
nature of"commW1Ïty participation," Carazo's prograrn was dismantled by the Monge administration in
1985, and has not since been revitalized. Much rhetoric still sliITounds the notion of"community
participation in health." and the new Figueres administration seemed to want to promote more participation
in health at the rurallevel. However, at the time ofthis study, it was too saon in the PLN's mandatt: to
detennine to what extent community participation was to become an important component of their rural
health strategy. For further discussion on eonununity participation, sec Morgan (1989, (993).
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care and little or no preventive advice~21 1 was hard pressed to tell the difference between

the service he offered and that offered by the Caja. A convenient explanation for

patients' use of the Ministry setvices~ given the existence of the Rio Frio clinic, was that

they had not paid their "Seguros," or health insurance. One woman at the health post

commented "the government doesn't give social security_ Sa ifyou can't pay, ifyou

don't have ajob, then you don't get social security," and thus don't have access ta the

Caja clinic.

WHERE BUREAUCRATIC AND COrvnvruNlTY DECrSION-MAKING MEET

Although community members often expressed satisfaction with and respect for the

mobile team (as no other services were provided), visits by the unit were sometimes

unreliable, and were subject to last-minute cancellation by bureaucratie whim. For

example, the scheduled visit in June was cancelled at the last minute to Fatima, a

community of mostly Nicaraguans with no health committee. two hours downstream from

Puerto Viejo (which, in tum, is three hours upstream from Fâtima), across the San Juan

river from Nicaragua. Benito, the driver/pharmacist explained ta the residents during the

July visit that "Iast month, the doctors were doing sorne kind of population analysis, 50

they couldn't come to the consulta." La Aldea, a circuitous 180 km, 5-hour drive from

Puerto Viejo, also had its June visit cancelled, because, as JCC claimed, the health post

workers were busy doing their budget ("presupuesto") for the year, which took about two

weeks to complete.

Apparently, bureaucratie needs came before those of the community, as far as health

workers were concerned. Certainly, the Ministry's discourse on prevention, or rather, the

physician' s role in prevention, was ta be taken with a grain of salt. Interestingly, nobody

came ta the mobile unit' s clinic in the village of Chirripozito, either because nobody had

~I[ visited ten communities with the Ministry's mobile medicaJ unit. and observed JCC, ilie physician.
with thirty patients. Most ofhis remarks were cursory. and rarely did he ask questions that would [ead to an
understanding of patients' "bio-psycho-social" reality. His priority was to see aH the patients at the heaJth
post, which would often require that he restrict his time with each patient to a few short minutes_
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been informed of the visit, or because those who were informed forgot to let the rest of

the community know. Evidently, the health committee was either non-functional or non

existent. lCC suggested that 4'We're going to have ta send a TAP around to educate

them about their responsibilities," then exclaimed ta a villager, "the committee here is

shit! We've been up since five in the moming 50 we could get here early! And nobody

shows up! How difficult could it be to get the people to the health post?"

How difficult, indeed. As previously discussed. community participation is a concept

that is nebulous, certainJy contested, and far trom easy to describe in empirical terms.

Having become established in international health circles as a main pillar of the Primary

Health Care paradigm, one might expect that Costa Rican planners, highly influenced by

international health trends, would make ail efforts to promote participation at the village

level. Certainly, in its "induced" forro, participation by definition cannot remain

unaffected by the actions and attitudes ofgovernment representatives. Yet considering

the sporadic and somewhat perfunctory nature of the mobile unit's visits, its work seemed

not to be done with the goal of fostering community participation. Granted. much of its

work could be considered "preventive," in the absence of other forms of health care that

reach outlyjng communities. Yet the role of the physician, considered by the medicaI

establishment to be the key player in virtually aIl forms of care, was primarily a

"curative" and interventionist one. It seemed that the heaIth workers who were most

involved in community work, health education and prevention. and thus more easily

amenable to fostering participation and "Întegration" of health institutions and the people,

were the Primary Care Technicians (TAPs).

"TAP"PING RESOURCES, WAITING FOR POLITICAL WILL

According to CB, the TAP assigned to Finca 10, preventive, continuous care was

provided not by physicians, but by the rural health workers:

It has been we, the TAPs, who have becn rcsponsible for maintaining the healLh indicators low in

Costa Rica. Wc're the ones who do the work. but we don't get much recognition. The rural

workers do aIl the work, but get very little recognition. There are no incenlives, the govemment
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never tells us what a greatjob we're doing. There aœn't incentives. but yes. there are sanctions. l

am certain that the people who maintain the health indicators are us. We go house to house t:n..~·

day orthe year, We are the ones who maintain the contact with the people,

Yet~ as with many rural health workers, CS was frustrated at the lack of resources

available. Often, medications were in short supply or out of stock~ TAPs' motorcycles

were in bad condition and often in need of repair~ salaries were often paid late, and per

diems (or "viaticos" that TAPs are supposed to receive for their costs while in the field)

often did not get paid at aIl. The last rural health campaign CS had worked on left him

without pay or viaticos for six months, he c1aimed.

The biggest hurdle ta implementing the integrated model of health care, for ca, was

that health care in Costa Rica is fundamentally politicized: "Each time a new govemment

cornes in~ they make lots of promises. They want us to work hard~ but where are the

benefits for us? There is really very little recognition of the work that we actually do,"

Costa Rican political rhetoric places health in a moral sphere "abave" politics. Yet health

care, according to Morgan~ is highly contested politically by the two major parties, and is

subject to much partisan activity. Each new minister of health daims ta want ta end

political bickering over health~ and to come to a "permanent" consensus about models of

service delivery. Yet every new minister has a different agenda. This is weB

acknowledged by workers at the locallevel such as ca. As for his opinion on the

proposed "integration~""l'm not certain how far it's going to go: the Ministry and the

Caja want to integrate their services~ based on this new model of family medicine. They

talk sa much about integration: supposedly, we now belong ta the Caja~ but none of us

really knows how or why. 1 don't know just how far they'll motivate us: we just have to

wait~ wait for the government' s promises to be fulfilled~ for them ta come through on

their promises with respect to remuneration~ transport, equipment".

Given tbis attitude, which seemed to prevail among Ministry employees, there seemed

to be little ineentive to carry out community participatory measures, mandated by new

government poliey. Furthermore, until the two institutions were "integrated" under one
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roofin Puerto Viejo~ a tangible sense of rivalry (somewhat the opposite of"integration")

between employees of the CCSS and the Ministry was sure to remain.

lNSTITUTIONAL FUNCTIONAL DIFFERENTIATION: WHERE lNTEGRATION

MEETS BUREAUCRATIC RESISTANCE.

According to AC~ there was a difference in salaries between employees of the Caja

and those of the Ministry of Health. The Ministry of Health paid substantially less for

similar work. For AC, then, Ministry of Health physicians and other personnel harboured

a certain resentment towards Caja employees, and consequently a resistance to working to

their full capacity. "The biggest problem with the Ministry ofHealth doctors is that they

are underutilized... The doctors at the Ministry ofHealth are aIl doing their social

service, and most of them are working at about 10 or 25 per cent of capacity." In

contrast, physicians at the CCSS dinic were "overworked."

To add to the uneven workIoad of the staffat the CCSS and Ministry of Health

clinics, there was aise a certain duplication of services. AC remarked that ··for example,

a pregnant woman can go one day to get checked in the Ministry clinic, and the next day.

she'lI go to the Caja." Or, ifa persan were ta go to the Caja dinic with an expired

insurance eard, they would be referred to the Ministry of Health clinic. Thus, the

Ministry of Health had a mandate to eover those people who, for whatever reason, couId

not get attended to in the cess clinie. The overlap between the two services is reflected

in Mesa-Lago's statistic on coverage: in 1987, 137 per cent of Costa Ricans were covered

by national health care, this "overlap being a result of the different services provided by

each institution" (Mesa-Lago 1992: 87). One could easily interpret the overlap as a result

of similar services being offered by bath institutions.

In January of 1994~ AC assumed the directorship of the Ministry of Health clinic in

Puerto Viejo, eharged with its ··integration" with the cess clinic. He claimed that

doetors at the Ministry of Health post resisted his appointment, as they Hknow that things

work in the Caj~ and not neeessarily so in the Ministry." ln other words, claimed AC,

they saw the ··integraei6n" virtually as a hostile takeover of the Ministry of Health by the
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Caja. He continued~ "in the last six weeks~ l've been trying to assume the directorship of

the Ministry ofHealth post~ but, of course, l cao' t be in two places at once." AC was thus

faced with a daunting task: that of combining two bureaucracies and two very different

institutional cultures. An example of his troubles lay in lCC's (the Ministry,s mobile unit

doctor, on his year' s social service) resistance to take on any tasks outside his job

description. As the mobile doctor, JCC refused to work in the dinic, especially

considering that his salary was [ower than GM' s, the social service doctor contracted by

the Caja.

··INTEGRATIO~' AT THE LOCAL LEVEL: POLITICAL WILL VS. REALPOLITIK

In practical terms, the "integracién" consisted not only in cornbining services, but aiso

combining infrastructure. A new clinic was to be built that would combine both health

care agencies under one roof Earth moving began in August, 1994, and the construction

was to take approximately eight months. AC seemed to think that once the new dinic

was built, the "new model" ofhealth care, or Family and Comrnunity Medicine, would be

implemented. "Political will" seemed to be forthcoming: President José Maria Figueres

announced, on a visit to Puerto Viejo in August 1994, that a new "hospital matemo

infantil" (a small hospital with birthing rooms) was to be built on the site. However. AC

was quick to tell this researcher that there \vere no plans for a birthing unit in the new

clinic. He chalked the president's promise up to politicai rhetoric, and cast doubt over the

tangibility of the concept of"political will."

Meanwhile, "integrated care" (or "comprehensive care" in English) was not obviously

being practiced in Puerto Viejo at the time of the study. With sorne ofhis patients, AC

undertook to question them about matters extending beyond the nature of their complaint.

For example, while treating a plantation worker for a knife wound, AC asked him about

his marital status (he was single), whether he was sexually active, especially with

prostitutes (he seemed to be), and if he or his colleagues had "caught" anything (to which

there was mild acknowledgement). AC prescribed several boxes of condoms for the man
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to share with his co-workers, and encouraged him to "he careful" and to retum for more

when he ran out.

For the most part, however, neither AC nor the other two physicians (who had no

training in the principles of family medicine) had time to implement "atenci6n integraI."

AC identified the major barriers to the implementation of"integrated" care as a Jack of

personnel and a lack oftime to dedicate to patients. He commented:

1 think that ... th~ real conditions are not conduciv~ [ta tàmily and community medicin~] du~ ta

th~ limited servic~s we can otTer and th~ great demand for car~ plac~d upon us, hoth prev~ntiv~

and curative. That is ta say that W~ are limit~d. and a great part ofmy o\\n time is not at this

moment oriented towards direct patient car~. Much of it gœs towards administrative matters that 1

am currently in charge of .. ln oth~r words. in this case and at this time. 1haven' t been in charg~

of famili~s.and th~ situation hcre is very difficult due ta the Jack of pt.Tsonnd. and W~ have a high

d~mand for sc~rvic~s. mostly ofth~ curativ~ typ~.

He proposed that institutional change allow physicians a greater time flexibility:

As tor th~ doctar. h~ mustn .t b~ limited. or b~ ask~d ta SC~ a minimum numbcr of pati~nts. or a

minimum numb~r of mes ... At this tim~ it is p~rfectly detinro that. for example.... they ar~ live

patients pcr hour. This do~s not guarantee good care ... And there ar~ pati~nts who might n~d

more tim~. Thus the doctor knaws that he has many patients. and n~cessariJy he will hav~ ta do

things quickly in ord~r ta fultil the task set out for him.

AC maintained that the lack of personnel made it difficult to carry out preventive or

health education measures:

It is not possibl~, tor ~xarnple. ta have twa doctors with very larg~ pupulations. and who have to

b~ att~nding to everyon~. They [doctors] cannot dedicat~ th~msd\'~s ta b~ doing work of th~

pre\'entiv~and community type in th~ way they would lik~ because they must attend to morbidity.

AC gave an explicit critique of the curative orientation of the Caja, and proposed a

creative solution to this one-sided approach: that of quantifying preventive measures, in
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order to provide tangible "results" in a language policy-makers at the national and

international levels can understand:

1think thal il would he necessary to quantit)' in sorne manner the preventive work or the

preventive tasks the tàmily doctor does ... 10 give importance to preventive activities. quanti~·

them. use statistics. _.. Acute interventions ['''Consulta que lIega de choque"] and those that

pertain to institutional conditions are those that get quantitied. Thus there must be a rnoditicatlon

alsa with respect ta this. [think that if this can he tixed, much could be achie\'ed.

With these remarks, AC identified a paradox: in order for family and community

medicine to be implemented, the specialty and its practitioners must be made visible.

However, in order to be made visible, the specialty's principles must have been

successfully implemented. One got a sense that family and community physicians (as

exemplified by AC) were caught in a bind, needing, but lacking a visibility at both the

local and the national or international levels. AC's "quantifiable results" would make

him. as a family and community physician, visible to national and international health

authorities, and thus able to petition for more resources. Adequate time and personnel

resources would allow him to increase local visibility and legitimacy. and allow him to

adapt the "'unversal" principles offamily medicine as outlined by McWhinney.

Another "universal" variable that AC considered important, but lacking, and that

policy makers spoke extensively about but had few ideas on how to ·'measure." was the

concept of"'community participation."

CO~TY PARTICIPATION

Little "community participation" of the type advocated by international health

organizations was evident in government-provided health care. Puerto Viejo had no

health committee, and the cess clinic's outreach efforts ended when a social worker

who had been employed there left a year previous to the study, A meeting called in

Puerto Viejo at the Red Cross office by the Ministry of Health regional director, to which

school, health, agricultural, and community representatives were invited, managed to
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elicit the interest ofooly one cornmunity representative, from Arbolitos. an hour' s boat

ride downriver. The Ministry of Health's regional director, regional medical coordinator.

and regional nursing coordinator, along with the clinic~s young doctor on social service

duty were present, and clearly frustrated. VC, the regional director, claimed she was

there to "expIain to the community the process of integration of the Caja and the

Ministerio, and aIso to get ideas trom community members, associations, the Red Cross,

etc. and to discuss what is important for them in the health field. Ta discuss what are the

problems in the health services, and how ta resolve the problems together." An excerpt

from my fieldnotes reads as follows:

The mt.'eting is caIlcd to an end one hOUT ailer its scheduled start. ovcr the protests of the

representatîve from Arbolitos. He has what he percetves to be legitimate complaints about the

poor medical service given to the community. his community's lack oftinances to build a health

post or to buy a water pump. the failure of the doctor on community rounds to show up on the

prearranged day. and the inconvemence this causes patients who might have had to walk an t:ntire

day with a baby on their back to receive treatrnent. People often have to forego food for a day just

to be able to atford the expected donation to the clinic for its maintenance and upkt.~.

The health officiaIs reply: "Thcre is no participation of the people~ We \Vant the

community ta look tor ils 0\\11 solutions. \Vith the help of the national institutions. but they don't

eVt.'r1 do this!"

Alvaro. the Arbolitos representative. agrees: "in 8 years in this cOWlty. nobody has had

the vision to do an~thing in health ... wc must organize the people heœ.·· VC's reply~ ··yes. as

long as the people don't organize. there is not much that wc. as institutions. can do."

Clearly, then, community participation was problematic in Puerto Viejo. ifwe are ta

take at face value the definition of participation promoted by international

organizations. 22 Yet if our analysis goes beyond the walls of the meeting room, we will

discaver that while attempting to elicit community support and opinions, VC was in fact

::A World Bank docwnent on Community Participation in rural water supply projects detines
participation as "a voluntary process by which people. including the disadvantaged (in incom~. gender.
ethnicity. or education). influence or control the decisions that affect them. The essence of participation IS

exercising voice and choicc"(Narayan 1995: 7). This is not to argue that aIl international orgarnzations
espouse World Bank detinitions or policies. However. they cao be useful.
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catering to an audience that was not present at the meeting. By demonstrating that there

was no real will in the community to participate in heaith measures, VC corroborated

Morgan' s (1993) daim that national and international health institutions tend to perceive

the ··problem" as residing in the community itselt: thus diverting attention away from

important social forces at the national and international levels.

AC. the director of the cess and Ministry of HeaIth c1inics. saw the "problern" as

due to a lack ofgood planning and information sharing on the dinic' s behal( as weIl as

an absence ofcommunity organization.

1tèe! that one would have to give the most importance to educational and orgaruzational issues ...

1be!ieve that organization must begin by educating people. Education and infonnation. And as

weil the real integration of public services in generaL towards the population Education in the

homc, schools, high schools. with respect to health. Then therc's organization it's a question

of tinding. pl.-rhaps. people with the capacity to motivate or discuss or interest the people in thcU"

O\\TI problems. 1think sorne sort of course or orientation could be donc with people tdenlitied as

leaders. or potential community leaders to ïntonn thern or interest them m orgamzational Issues.

Of course, AC was speaking in hypothetical terms., and aiming rus discourse, indirectly. at

an institutional audience. Interestingly. AC did not envision planning or conducting such

a "course or orientation" in the forseeable future, however. There seemed to be too many

pressing issues to deal with in the here and now.

Given the lack of popular participation in heaIth, whether "spontaneous" or

Hinduced," can this be seen as problematic for the health institutions operating in Puerto

Viejo? The two public clinics were functioning independently of community input, and

liule effort was made to assess the dinics' functional utility or the benefit the population

derived from il. Standard epidemiological data such as birth and death rates, principal

causes of mortality and disease prevalence, were collected by the Ministry of HeaIth~ and

could be useful in determining and planning for generaI health (or disease / morbidity)

trends, yet, according to AC, neither the community' s perceived health needs nor the role

of heaith institutions in the lives of individuals had been assessed.

76



(
',,-

Without significant perceived or real institutional flexibility, family and community

medicine, especially in Puerto Viejo, was not going to be implemented. This "ideal"

approach to health care for ail Costa Ricans was to wait for "voluntad politica" in order to

come into being. New positions had to be created and financed, personnel had to be

recruited and given an incentive to stay in Puerto Viejo, and the construction of the new

integrated dinic had to be completed. Change, it seemed, was not going to be motivated

by movements or decisions at the grass-roots leveI. and the community would continue

with the "traditional" model of health care service delivery.

By means of a comparison~ the clinic in Barranca seemed to put into practice sorne of

the principles offamily and community medicine. Under the direction ofG~ one of the

tirst graduates of the McGill-CENDEISSS training program, this clinic purported to have

a farnily and community medicine program on its feet and running. In 1994, three family

and community physicians were 'Norking in Barranca, and GA was pressuring the local

health authority to find financing for six more positions. GA claimed to have consulted

with community leaders and had determined, with them, the community's health

priorities. Together, they had established a garbage collection project as part of the

dengue and malaria prevention program (stagnant water in bottles, tires, cans, and other

receptacles is an ideal breeding ground for mosquitoes that harbour the dengue virus and

malaria parasite).

GA had divided the community up into health districts, each to be serviced primarily

by a health post to which a family and community physician would travel once or several

times a week. Serious health cases would be referred to the clinic, and, if necessary, to

the hospital in Puntarenas. GA claimed to have decreased references to specialists to a

very low level, thus treating the vast majority of health cornplaints at the level of the

family physician. Furthermore, rus data revealed a decrease in the number of medications

prescribed ta patients, whic~ for him, signalled a rationalization of the prescription of

drugs, or restraint on behalf of physicians. The prevailing perception was of a certain

therapeutic value in the mere act of prescribing medications to patients. In the words of

JCC, the physician on the mobile unit in Puerto Viejo, "ifyou give them something [i.e.,

a prescription], they go away satisfied." The decrease in prescription rates in Barranca
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also refleeted an explicit policy directive by GA to bis medical team: less was better, and

it eut down on expenses. As prescriptions in Costa Rica can be filled free of charge by

individuals covered by social security at Caja pharmacies, patients often do not realize the

cost of their medications.

GA engaged in extensive promotion ofcommunity heaIth issues. Through the dinic,

he was selling T-shirts with the dinic's logo on the front that read "Clinica Dr. Roberto

Sotomayor G. [a prominent physician in the are~ after whom the dinic was named],

Programa de Medicina Familiar y Comunitaria, Atenci6n Integral de la Salud Barranca

Puntarenas." On the back was a representation of a rowboat on c1ean beach~ with seagulls

flying overhead. In in bold characters, were the words 4'Yo Cuido Mi Puerto. No Tiro

Basura. Y Usted ... T' ("1 take care ofmy port. 1don't throw out garbage. Do you ...

T'). He also had a weekly program on the local community radio that dealt with heaIth

issues such as nutrition, cholera, malari~ and proper waste disposaI. He had promoted a

community c1ean-up campaign in Barranca, and was aIso involved in facilitating the

development ofwomen's cooperatives. GA lived five minute walk from the dinic, and

was well known in Barranca, Puntarenas, and in other surrounding communities. His

high energy level and outgoing personality made him ideal leadership material, and he

was recognized by most people involved in the family medicine movement as an

important resource in their struggle for recognition and support.

It would be presumptuous to attribute the "success" of family and community

medicine in any community to a physician's personality. [t is notable, ho\vever, that GA

was making every attempt to implement the principles ofhis discipline in his community.

despite a lack of resources. His energy seemed to be a major contributing factor to the

perception., amongst health planners, officiais, and academics, that indeed Barranca was a

"4success." AC, on the other hand, was not spending energy promoting family medicine

in Puerto Viejo, and neither did he publicize the "successes" or "failures" of his c1inic to

heaIth officiais. He seemed, rather, to be waiting for the construction of the new,

""integrated" c1inic, and for those with "political will" to acknowledge the health resource

needs of the community.
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CHAPTER FlVE - CONCLUSION

This thesis has exarnined, in a qualitative manner, the process of the

professionalization of family and community medicine in Costa Rica, as weil as the

jurisdictional spaces at the local, national, and international levels in \vhich the

negotiation for the new profession 1 s legitimacy has taken., and is taking place.

Theoretical guidance has come trom two distinct sources: Iiterature on the sociology of

"'professionaIization" and a selection of ethnographic texts on "development." An

attempt has been made to synthesize the two approaches into a specific anaIysis of

"professional development" in the general context of"international development," and in

the local context ofone Costa Rican community.

In our discussion of the negotiation of social space, we have used the concept of

"boundary wor~" the attribution ofcertain characteristics to the profession of family and

community medicine in order to construct social boundaries that distinguish the specialty

from other specialties or forms of health care provision. In the course of rny research,

and through the pages of this thesis, three notable boundary thernes have emerged that

permeate the discourse and the strategies of family and community practitioners,

theorists, and planners, and that highIight the jurisdiction-building process of the

specialty. They do not detine family and community rnedicine per se as a scientitic

discipline. Rather, they characterize the strategy used by the specialty in its atternpt to

create social space for itself

These three thernes., to be discussed below, are "integration," "political will," and

"community participation." The tirst characterizes the process and the concept ofreforrn

in the heaIth sector, and in the health specialties~ the second is cited by rnany as a main

prerequisite for change, or as a means of externalizing loci of power, responsibility. and

control: the third is an analytical variable deerned important by virtually ail heaIth

workers and planners for the improvement and maintenance ofcommunities' heaIth.
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"INTEGRATIO~'

As we have seen, inherent to the discourse of family and community medicine and of

development in health in Costa Rica, from the level of international organizations straight

through to the locallevel, is the concept of"integration." In international (or "universal,"

"biomedical") health terms, "integration" indicates the embracing of the "bio-psycho

social" approach to medicine - taking into account not onJy biological, but a1so

psychological and social etiological factors of disease and illness. [t must be remembered

that the English term "comprehensive care" translates as "atenci6n integral" in Spanish.

"Integration" is also important trom the perspective of international health

organizations such as the WHO/PAHO, as it indicates a discursive commitment by the

professional c1ass to grass-roots development. In other words, family and community

physicians daim to dedicate themselves to the betterment of health conditions of the

poor. by engaging in a democratic and creative dialogue with the them in order to

determine their health needs, and also by becoming a part of the community through

participation. At the national policy level in Costa Rica, there has been talk of integrating

health bureaucracies since the early 1980s, following international trends put in motion

by the 1978 Alma Ata declaration of Health for Ali by the year 2000. The realization of

these plans has been taking place in the interim, albeit at a snail' s pace, and not without

significant resistance. For the most part, the two health bureaucracies still occupy distinct

spaces, in terms of institutional culture, work roles, and work sites. [n August of 1994.

Minister of Health Weinstock announced the transformation of the Ministry into a policy

making body, and the "integration" of ail health services under the Caja. The extent to

which this plan has been operationalized is unknown.

The discourse on public health in Costa Rica focuses on the "integration" ofhealth

care workers into teams, or EBAIS. Evidence from this study points to the consistent

struggles and barriers to such an integration. At the locallevel in Puerto Viejo, health

workers were not, at the time of the study, working in a "comprehensive" or a "team

oriented" fashion. Instead, they carried out their duties in the "traditional" manner.

There seemed to be too many structural, financial, and occupational impediments to the
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creation of an "integrated" health care unit or the practice of "integrated~"or

comprehensive care. Most of the physicians guarded their institutional and occupational

prerogatives~ they did not invest in the community or their position~ as aIl physicians

except AC were in Puerto Viejo fulfilling their "social service" by obligation~ not by

choice. They tended to retum home ta San José on weekends.

[nterestingly~ the other health workers practiced a version of"integration~" by

necessity rather than by institutional ediet. Indeed, by sharing tasks and knowledge, and

thus blurring jurisdictional boundaries~ the "subordinate" workers (those who were

willing to stay in Puerto Viejo) engaged in what Abbott (1988: 66) caUs "workplace

assimilation." Thus, a certain measure of the "teamwork" envisioned in the EBAIS

model was, informally at least, taking place. AC~ the highest-placed public health

authority in the town, foresaw the creation ofan EBAIS and the possibility of formally

practicing "integrated" care onIy in conjunction with the merging of Ministry and Caja

personnel and infrastructure under one roof, and with a significant injection of resources

and "political will."

In Barranca, GA was making every effort to establish a team-oriented work

environment. However~ it was not dear to what extent this was becoming

institutionalized. He had managed to negotiate positions for up to nine family and

community physicians in Barranca, but he was having trouble attracting them to his

community. lt seemed they resisted leaving San José. Furthermore, once GA was

promoted to regional health director, the clinic came out from under his direct tutelage.

We do not know what became of the clinic or ofits "integration."

Perhaps the most striking manifestation of the concept of"integration" at the local

level was not necessarily family medicine' s use of a bio-psycho-social approach to

solving patients' health problems (in any case, an analysis of the impact ofthis approach

as compared ta a "traditional" biomedical approach would be virtually impossible), but

the construction of new "integrated" dinics. Coronado~ just north of San José, had a new

integrated dinic, the size of a small hospital. Puerto Viejo was about to get one as weil,

to replace the two existing buildings occupied by the Ministry and by the Caja. ln theory,

combining bath cure- and prevention-oriented personnel under the same roof leads ta a
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sense of integrated care for the community. Whether this will work in practice remains to

be seen~ and will depend, according to many health practitioners and officiais, upon a

certain "political will."

POLITICAL WILL

Costa Rica is a country that stands out in international health literature. It has

managed not only to develop and prosper as a politically stable and democratic nation, in

contrast to its Central American neighbours, but also partially as a result of this, it has

demonstrated tremendous success in raising the health standards of its population to near

"First World" levels. Yet this has not been done in a vacuum. International health

agencies and their policies have played an important role in the Costa Rican health

landscape. Given the country' s 48-year tradition of stability and democracy, it is viewed

by international health organizations as having the "political will" necessary to etfect

positive health changes.

This "political will" is a concept that is used at aIl levels of health discourse in Costa

Rica, from the international health organizations to national health institutions ta clinics

and their patients at the local level. Minister ofHeaJth Weinstock claimed that what was

essential for the improved health of Costa Ricans was for the political parties to come to

an agreement on the fundamental elements in health, independently of who wins the

elections. Thus, a "political will" is needed to agree not to disagree over health. In this

sense, given political will, health is "above politics."

Yet the words afDr. Weinstack were no more than replays of old, and tired,

recordings: ail governments since 1950 have preached the "apolitical" nature ofhealth.

AH newly invested governments have gone against many of their predecessors' health

policies. Of course, a universal health program and participation in health are part of the

Costa Rican national myth, just as Medicare and other social prograrns are a part of the

Canadian identity. Each political party, however, has its own version of the practical

attainment of the myth.
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l
According to Morgan~ "Costa Rica is a country deeply influenced by international

health policies~ to the extent that the national health agenda may be held in abeyance

while particular faddish international initiatives run their course" (1989: 230). If

"political will" is seen as necessary to implement policies that determine what is "good"

for the people~ then ultimately~ this means compliance with the prerogatives of

international health agencies.

Yet this is not the only dimension to the concept: the mustering of""political will" is a

highJy contested process in Costa Ric~ given that the two main political parties

constantly jockey for power. Thus~ any one version of"'political wiIr' is contested and

resisted. Morgan wams against the assumption that ""health improvements depend simply

on commitment by national leaders~" stating that this diverts ""attention from global

relations of dependency and institutionalized inequality" (Morgan 1989: 233). We would

add that this assumption directs the focus away from local-level dynamics~ which ought

to be important in informing the health discourse and practices of health professionals~

yet~ unfortunately, tend not to be.

For AC in Puerto Viejo~ it was clear who made the decisions ofrelevance to health

care in his community: his bosses~ and their bosses. Negotiating and waiting for

'''political will" to approve AC's proposed budgets~ to assign new positions~ to build the

new "integrated" clinic~ seemed to take up much of AC's time.

For family and community medicine in Costa Rica~ "political will" seemed to be

essential to the specialty's cause: the Minister of Health and the President of the Caja

were being actively courted by the specialty's leading proponents. Furthermore, much

hope was being invested in G~ El, and DM, who were rising rapidly in the ranks of the

health care bureaucracy. It is to them that many family and community physicians turned

in the hopes ofcreating a greater social space for the specialty.
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COMMUNITY PARTICIPATION

Just as the full implementation of family and community medicine in Costa Rica

depends, according to its proponents, on "political will," so it does on the

institutionalization and the realization at the locallevel of"community participation."

....Community participation" was detennined by international health organizations after

Alma Ata in 1978 to be the panacea for improving rural health in the developing world.

Unfortunately, according to Morgan, the concept of"community participation" did not

take into account the politicaI and rustorical realities of citizen-state relations of most

developing societies. Thus most international health literature on "community

participation" has assumed an ahistorical approach to the concept, and has interpreted

onIy intra-community variables as impediments to participation, while virtually ignoring

macro, structural variables.

Morgan's interpretation of participation has been corroborated, in part, by the

findings of the present study: many important actors on the Costa Rican health scene

assume that a "Iack of participation" is Iargely due to a "Iack of education" and "'Iack of

leadership" in the community. For AC, the family and community physician in Puerto

Viejo, the main problems in the community with respect to heaIth are a "Iack of

community organization," and a "Iack of education on health issues." AC' s proposed

solution to these problems, and bis recipe for engendering participation would be tirs!, to

educate the people, and second, to proceed with a "real integration" of public services

towards the population. Interestingly, then, he acknowledged and emphasized the

importance of fostering an institutional culture that actually responded to the

community's "felt needs." Thus, the institution, in his view, was also part of the

·"problem." However, rus vague plans for working in collaboration with the community

in the "'medium term" did not appear to be convincing.

At the nationallevel, there was little evidence that "community participation" was a

priority in heaIth policy. Instead, the assumption in the wording of the "Reforma" plans

was that, by creating 700 or so EBAIS, institutionaI penetration into the population would

be enough to induce some form of participation. However, this was neither elaborated
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upon, nor necessarily hoped for by health officiaIs. Indeed~ Ministry ofHealth officiaIs,

whose "mystiqueHincluded an '~understandingH ofcommunities' needs, were left mostly

frustrated by the perceived lack of institutional commitrnent to "community

participation."

Family and Cammunity practitioners tended to acknowledge the importance of

"community participation~'~ but they were frustrated at what they perceived to be a

methodological weakness on their behalf They seemed not to have the ""tools" necessary

to determine the "'impact" of their interventions, or to understand the opinions and the felt

needs of communities and their members.

CONCLUSION

What we have attempted to describe is neither a "success story" nor a "failure" of

"development~"nor an evaluation of the "new model'~ ofhealth care brought to Costa

Rica via the McGiII-CENDEISSS project. Instead, we have sought to understand and to

describe the variables underlying~ guiding, and influencing the processes of

professionalization and development contextually, from local ta international levels.

"Integration," '''political will," and "'community participation" are thernes that run

deep in the discourse of family and community medicine, and of health and development

in Costa Rica. They have served to buttress institutional and professional daims as weIl

as to defend perceived weaknesses or failings. They both define and obscure what

"'development" really "is," and shape the plans, the practices, and the thoughts and

motivations ofactors and subjects of"development. H

Whether strategies of"development" in fact "work," be they promoted by

govemments, international agencies~ NGOs, or community organizations, is in part

determined by the rhetorical strategies used and the boundaries created by the important

actors involved. The "success" or "failure'~ of the McGilI-CENDEISSS project and of

family and community medicine in Costa Rica is yet to be determined; what is certain is

that the specialty has changed and will continue to change the political landscape of the
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health service sector in the country~ and, for good or for bad, the rhetoric ofhealth and

development. If one believes ·'development" in health to mean an increased and more

equitable access to services, both preventive and curative~ an improved quality of life for

the poor, and an increased community-Ievel input into institutional decision-making~ then

one can only wait and hope that the practice of family and community practitioners and

the institutions they represent come to ref1ect more dosely the ideals put forward in

theory.

FUTURE PROSPECTS

Numerous issues have been raised during the course ofmy research that have but

cursorily been touched upon~ if at all~ in this thesis, and which deserve further

investigation. For exarnple~ one could interpret the McGilI-CENDEISSS project as an

example of the transfer oftechnology or knowledge. Certainly, there is a large body of

literature on the topic of technology transfer, but this often deais with specifie techniques

or with general models. T0 my knowledge, there is no text focusing on the transfer of a

specialty or a discipline as a form oftechnology. Family and community medicine,

insofar as it embodies a set of techniques for handling patients, could serve as such a case

study.

Similarly, a cross-cultural comparison of the specialty offamily and community

medicine would be in order. Considering its universalizing discourse, and its daim to

adapt to local specificities~ an understanding of the processes of local adaptation, across

cultures~ would he useful.

In following more directly from the research of this thesis, we would suggest that an

in-depth~ longitudinal study of the "work" of family and community medicine in Costa

Rica~ their evolution as a "profession," and the "impact" they have on the Costa Rican

health scene at both the community and the institutional leveIs~ would be invaluable.

This could be carried out in both rural and urban settings, in "traditionalH and

Hintegrated" dinics, and would provide a sense of the reality of"integrated" or

"comprehensive" care, as well as the work, ambitions~ and lifestyles of practitioners in
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various settings. Comparisons oflevels of"community participation" could be carried

out ta determine if indeed there is a Iink between "participation" in health and the form of

health care delivery, or if indeed the concept of"participation" is no more than a

bureaucratie construct. Finally, over the long term, health data could be collected in areas

where the new model of family and community medicine has been introduced in order to

determine the "impact" of the specialty on the health of the population.. and indeed. the

contribution of the profession to increased accessibility, continuity, and equity in care.
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