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Costa Rica has won an international reputation for its primary health care
programs, yet the government has not managed to involve local
communities in the planning and implementation of health care. This
book, written by a medical anthropologist, analyzes the obstacles to
‘““community participation in health’’. Combining a rich local eth-
nography with an analysis of national politics and the politics of foreign
aid, Lynn Morgan shows how community participation in Costa Rica fell
victim to national and international political conflicts.
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1 The political symbolism of health

Over the last century doctors and public health authorities have gradually
asserted their control over the domain of health and medicine in most of
the Western world. Since the mid-1970s and the advent of the primary
health care movement, however, health planners have ostensibly been
trying to reverse this trend, to give back to ordinary citizens some of the
responsibility for maintaining health. Promotion of community partici-
pation in health, one component of primary health care, has been
particularly important in this new strategy. Proponents of community
participation envisioned self-motivated rural communities working
together with the state to design their own programs to improve health
and development. This grand vision has proven difficult to achieve in
practice, however, particularly in countries and regions without an
existing tradition of joint community—government cooperation.

Costa Rica is a small, Central American country with an international
reputation for high standards of public health. In the 1970s, when the
Costa Rican government began an ambitious program to extend health
services to rural areas, many observers were optimistic about the
prospects. They felt that if primary health care and community
participation were going to succeed anywhere in Latin America, they
would succeed in Costa Rica because of the state’s democratic tradition
and history of commitment to health care. Community participation was
a key feature of the government’s primary health care programs between
1973 and 1985, when four different administrations tried, in varying
degrees, to promote participation in health. The program flourished,
briefly, between 1978 and 1982 under the administration of President
Rodrigo Carazo. But after nearly two decades of attention to rural health,
Costa Rican health officials agreed in the late 1980s that active, sustained
community participation had not been achieved, and some felt it was not
worth pursuing any further. The 1982-6 administration of President
Luis Alberto Monge cut the Ministry of Health’s participation budget
and moved its offices from the sunny top floor of the Ministry of Health
to a windowless, cinder block room in the basement. In 1985 the program
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was officially dismantled. While Costa Rica enjoys a well-deserved
international reputation for exemplary primary health care, by 1990 it
supported only the most cursory effort to enhance community partici-
pation in health. This was a disappointment to the optimistic observers
who had invested their hopes in Costa Rica. Why did the Costa Rican
state try so hard to promote participation before reversing its position?
Why did the concept acquire such currency in Costa Rican politics?
While many details of this tale are specific to Costa Rica, the lessons are
relevant to other countries where development strategies are designed
and financed by foreign aid agencies.

International health policy: a dialectical perspective

This book is a political-economic ethnography of health policy. I draw on
the theoretical tenets of critical medical anthropology (Baer 1982; Singer
1989) (alternatively termed the *political economy of medical anthro-
pology” [Morsy 1990]). This perspective emphasizes the social and
historical roots of disease and health care, with particular attention to the
existence of stratified social relations within a world economic system.
While my analysis situates Costa Rica squarely within the context of
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international economic dependency and global politics, I depart from the
more orthodox political economists of health (e.g., Doyal 1979; Elling
1981; Turshen 1984) who imply that foreign precepts were imposed
wholesale by omnipotent foreign (colonial or neocolonial) powers,
accepted uncritically by national elites, and implemented with apparently
no resistance from local citizens. While the political economists
emphasize the expansion and global penetration of capitalism, I argue
that international economic relations explain only one dimension of
Costa Rica’s experience with health care and community participation.
We must consider, in addition, the crucial role of the state in setting the
direction of social policy and the dynamic participation of subordinated
peoples in resisting domination and constructing social forms even under
conditions of dependency (Mintz 1977 ; Wolf 1982). Political economists
of health have too often neglected the dynamic interplay among these
different levels of analysis because they are committed to documenting
the adverse health consequences resulting from the introduction of
capitalist biomedicine into underdeveloped regions of the world (Ortner
1984 ; Morgan 1987a).

The international health literature contains numerous evaluations
of community participation programs, many of which center on the
administrative or cultural impediments to effective participation. Many
researchers have assumed that the biggest hurdles to participation can be
found at the community level, for example in the psychological
characteristics or charismatic appeal of individuals, the organizational or
leadership structure of specific communities, the existence or persistence
of traditional beliefs regarding disease etiology, or some other intra-
community variables (Parlato and Favin 1982; Martin 1983; Pan
American Health Organization 1984 ; Paul and Demarest 1984). But such
“micro,” community-focused studies invariably miss the larger context
which guides health policy decisions. Critical medical anthropologists
have long talked about the need to incorporate “macro”’ levels of analysis
into the study of medical systems, in part as a corrective to earlier,
community-based studies in medical anthropology (Janzen 1978; De-
Walt and Pelto 1985). Following in this tradition, I use the Costa Rican
case to show that the interactions among international, national, and
local-level forces are too interdependent to be reasonably separated from
one another, even for analytic purposes. Certain social classes and
interest groups at all levels will stand to benefit, both ideologically and
politically, by promoting particular models of health service provision,
but each group’s actions are invariably influenced and constrained by
competing voices. The thesis of this book, then, as demonstrated for the
Costa Rican case, is that health and development initiatives must be
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analyzed dialectically, as consequences of the relations among inter-
national, domestic, and local groups who act in response to changing
economic and political priorities.

This theoretical orientation affected my decisions about how to
conduct fieldwork, as well as the organization of this book. I suspected
that most of my questions about participation in health would be
answered in the capital, San José, by policymakers who plotted the
course of the program, so I deliberately began my fieldwork with a
“micro-level”” community study in the rural settlement of La Chira.
Later, I moved to the capital to investigate the national and international
contexts of participation in health. This book, however, proceeds in the
opposite order. It starts, as might be expected from a political-economic
ethnography, by describing the historic and international contexts of
rural health and participation. It moves then to the national context
where participacion was highly visible as a political symbol during the
1970s and 1980s, and ends in a banana town in the tropical Costa Rican
lowlands. In spite of the stepwise progression of the narrative, the local,
national, and international levels of action are, in fact, inseparable, so my
analysis shifts continually back and forth among them.

The concept of participation

The concept of participation is a socially constructed amalgam of ideas,
defined and refined through time. Its emergence as a relatively new
concept and its utilization in international development parlance thus
require explanation. When international development agencies packaged
and sold participation as a ““one size fits all” rural development panacea
in the 1970s, they did not consider the relevance of citizen—state relations
in a given country or its prior history of citizen participation. The
agencies pretended that history did not matter ; that primary health care
and participation would work as well in Guatemala, for example, with its
history of military rule, as in China, with its history of popularly based
revolutionary change. Yet history does matter, not just in terms of
identifying the factors which make participation more or less feasible in
particular countries, but as a way of analyzing changing international
health fads and fashions. Because international and bilateral health
programs have influenced the development of the Costa Rican health
system since the turn of the century, I will trace the history of health
participation both as an instrument of foreign policy and as a feature of
the Costa Rican state, in the context of the political and economic
conditions facing the country since the beginning of the twentieth
century.
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My approach differs from other evaluations of community partici-
pation which attempt to devise uniform measures of participation.
International health agencies have spent millions of dollars hiring
consultants to devise standardized measures of participation, identify its
correlates and determine how to make it more ““successful” (Agudelo
1983; Rifkin, Miller, and Bichmann 1988). Yet it is pointless to attempt
to identify the extent of participation without first spelling out the
political motivations and ideologies of those who design the programs
and conduct the evaluations. Is there any point in measuring degrees of
participation without specifying the ends it is to serve ? By whose criteria
will ““success” be judged? Can there be an objective measure of
participation, when the concept itself is so amorphous? Even con-
temporary evaluators who acknowledge the eminently political nature of
participation fail to explain how and why it plays such a vital, ever-
changing role in ongoing debates over the nature of society.

There are multiple definitions of participation, which range along a
continuum. At one end, participation can be initiated at the grassroots
level without professional sponsorship; at the other, it is imposed from
above, with the organizational components defined by professionals and
state authorities. A United Nations report on the subject (1981: 8)
contains a typology typical of those developed by other researchers:
“spontaneous participation” is “‘voluntary, base-up, without external
support.” This type is also referred to in the literature as informal
(Sherraden 1991), bottom-up, community supportive (Werner 1976),
social participation (Muller 1983), or wide participation (Rifkin, Muller,
and Bichmann 1988). It is not isolated in one ““sector’’ such as health or
education, but is part of a larger process of social development intended
to foster social equity. Spontaneous participation may be a deliberate
effort to protest or counteract state policies. Toward the other end of the
continuum, ‘“induced participation” is ‘“sponsored, mandated, and
officially endorsed > ; this type is *the most prevalent mode to be found
in developing countries.”” At the extreme end is ““ coerced participation,”
which is “ compulsory, manipulated, and contrived.” Induced or coerced
forms are also called formal, top-down, community oppressive (Werner
1976), direct participation (Muller 1983), or narrow participation
(Rifkin, Muller, and Bichmann 1988). Induced forms are not intended to
be intersectoral, nor to affect the basic character of state—citizen relations.

My use of the term follows Richard Adams, who wrote, ‘“ Participation
is merely another way of looking at power”” (1979: 13). Participation is
first and foremost a political symbol, by nature amorphous, flexible, and
adaptable. Unraveling what participation symbolizes to different people
and groups at various historical periods offers insights into the relations



6 Community participation in health

of domination and subordination operating within and between societies.
Like many international observers writing on the subject, I favor a
spontaneous, bottom-up, vision of participation. Oppressed peoples
have always tried, in varying degrees, to improve their standing in the
social hierarchy, just as reigning elites have tried, with varying degrees of
effectiveness, to stop them. Elites tend to support government-sponsored
community participation when they expect the policy to reinforce (or at
least not to challenge) their privileged status. According to this view,
state-sponsored community participation is an oxymoron, because state
sponsorship implies an inevitable degree of control and manipulation
(Lipsky and Lounds 1976; see also Midgiey 1986 for an outline of
controversies surrounding participation). But the mere fact that a state
would be willing to sponsor participatory initiatives, as the Costa Rican
state did, offers a window onto the dialectics of power within that
country.

When the extent of participation allowed by different countries is
assessed, it is tempting to speculate that the degree of participation will
depend on the nature of the regime and the strength and flexibility of the
state apparatus. Some writers have asserted, for example, that spon-
taneous participation is more acceptable to democratic or socialistic
states than to repressive regimes (see Bossert 1984; Rosenfield 1985;
Baer 1989). This is to some extent true, but the Costa Rican case dispels
the notion that there is a direct, linear relationship between the form of
government and the form of participation. Participation is always
constrained at the state level by partisanship, funding limitations, the
whims of international agencies, and the resistance of local and national
interest groups, including professionals and bureaucrats. And at the local
level, participation waxes and wanes with the felt needs of the populace
and the state’s ability to respond effectively to them.

Political symbolism: participation, democracy,
paternalism, and health

Costa Ricans commonly invoke four symbols when discussing govern-
ment-sponsored community participation programs : participation, demo-
cracy, paternalism, and health. Each term is ambiguous, multivocal, and
vaguely defined (Geertz 1973: 195); its meanings change depending on
who is using it and what interests they are promoting. The symbolic
complexity of the concepts is compounded when these keywords are
concatenated, as in ‘““participation in health.”” Looking at these terms as
political symbols enables us to ““unwrap >’ them, to reveal their ideological
foundations and their function in political strategizing and agenda
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setting. The political underpinnings of these symbols may not always be
readily obvious, however, because “many, indeed most, of the symbols
that are politically significant are overtly nonpolitical”’ (Cohen 1974 : 87).

The first catchword — participation — became central to Costa Rican
state politics during the 1970s. Yet many of the players refused publicly
to associate participation with politics ; they denied the political nature of
participation. The ostensibly nonpolitical, nonpartisan character of
participation obscured its use as a weapon in the struggle for power. Rival
political groups tried to claim the concept as their own, hoping to
monopolize and capitalize on its positive connotations. Participation was
adopted as the rallying cry of political parties and interest groups who
sought to influence the allocation and reallocation of public goods
(Seligson and Booth 1979: 4). Representatives of one party even hoped
that community participation in health would eventually transform the
entire political apparatus of the country. Participation was for them less
a clearly defined goal than a resource and object of political struggle.
Even in the late 1980s, when participatory programs were largely
defunct, the concept of community participation continued to be an
important political symbol as leaders used the rhetoric to convince
constituents of their good intentions and their commitment to a widely
valued principle. It did not matter if the goal was perennially out of reach
or not being pursued, as long as Costa Ricans could continue to believe
in participation as a national value. Invocation of “‘ participation,” then,
could legitimize the state by reinforcing its democratic image.

Democracy is the second pivotal keyword in Costa Rican political
culture. Costa Ricans openly and unabashedly prize their democratic
system, which they say sets them apart from the other Central American
countries. The Costa Rican state promotes its democratic self-image in
part by sponsoring programs such as citizen participation. ““Partici-
pation” is an important ideological element within the symbolic domain
of “democracy”; participation is not possible without an involved,
committed, and democratic government operating within a responsive,
reformist state apparatus. On the level of popular political culture,
participation is synonymous with democracy.

The presumed connection between democracy and participation is
frequently discussed in the development literature. A document pub-
lished by the United Nations Research Institute for Social Development
(UNRISD) stated, “The issue of popular participation is basically
identical with the issue of ‘democracy’ in its broadest sense” (Cohen
1980: 21). The synchrony between effective participation and democracy
is so widely accepted that development experts assumed that countries
most noted for democratic governments would most assiduously promote
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participation. A member of the UNRISD team, for example, recom-
mended in 1980 that a case study of participation in Costa Rica would
assess the ““potentials and constraints >’ of participation under a political
system which “enjoys a high status as being the preeminent form of
democracy >’ (Bergsma 1980: 71). Bergsma implies that gauging degrees
of participation in development projects will reflect the degree of
democracy present in a given country. But participation is not an
objective, quantifiable “thing.” It is a symbol used by competing
factions in the continual process of making, remaking, and restructuring
Costa Rica’s democracy.

The third symbolically laden term — paternalismo — has negative con-
notations, but its practical effects keep Costa Rican politicians in office.
Paternalism is frequently invoked in Costa Rica as a ubiquitous but
lamentable feature of the national character and a major barrier to
participatory democracy. Academics have analyzed paternalism as a
vestige of Latin American social relations during the colonial period,
when local political bosses (caciques or caudillos) controlled all political
favors in small communities. Community residents were forced to
develop strong patron—client relations with the caciques to acquire
political concessions. The notion of paternalism is different in Costa Rica
today, where the state has largely replaced the traditional cacigue as
the major power broker. Paternalismo now refers to relations between
the state and local citizens, whereby complacent citizens rely on state
largesse instead of their own initiative to acquire goods and services. The
Costa Rican welfare state fosters paternalism and dependence on the
state; in fact, paternalism could be cited as one of the reasons for the
regime’s continuing popularity. Nonetheless, politicians often blame
paternalism for impeding greater participation in the democratic process.
A similar refrain is heard in rural communities, where I listened to
citizens assail paternalism and the laziness and apathy of their neighbors
even as they awaited the arrival of a government truck bringing them free
powdered milk. Politicians try to escape the contradictions between
paternalism and participation by insisting that they abhor the former
and actively support the latter. Because participation is supposedly
a reflection of commitment to democratic principles, they insist, a
government that promotes participation ipso facto promotes democracy.

The fourth slogan — good health — is similarly related, on a political-
ideological level, to the benevolence of the Costa Rican state. The state
has proclaimed itself the legal guarantor of the public health, and set up
one of the most comprehensive public health and social security systems
in Latin America. Politicians take every opportunity to identify them-
selves with health issues, which may explain why they so eagerly adopt
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international slogans such as “Health for all by the year 2000.”” Health
becomes a symbol of the politician’s altruism in what otherwise might be
perceived as a selfish struggle for political power.

People on all sides of the political spectrum publicly corroborate the
assertion that health is of a higher moral order than politics. Health is
imbued with the highest moral connotations — altruism, purity, self-
control, charity, goodness — while politics is regarded as a necessary evil
characterized by deceit, corruption, avarice, and a lust for power. Costa
Ricans who openly use health issues to serve political ends will stress
that they are motivated by the desire to eradicate disease, not the desire
to maximize power. A well-known Costa Rican doctor who worked in
community health programs for 30 years told me, on one blustery
afternoon in 1985, that “Health is above politics.”” Half an hour later he
invited me to a political rally, where he said he would use his name and
reputation to lobby on behalf of a presidential candidate who had
promised to restore funding that had been cut from his clinic budget.
The doctor admitted he had a reputation for switching from one political
party to another but this was necessary, he said, to safeguard the health
of people in his district. He built his political clout on the battles he
fought in the name of public health.

Maintaining the moral imbalance between politics and health is useful
to politicians, who can inflate their own moral standing by professing
their concern for health. By reinforcing and reproducing the notion that
health is above (that is, both superior to and immune from) politics,
political interest groups can and do manipulate the myriad meanings of
health to their own perceived advantage. Alford makes a similar argument
in his study of health care politics in New York City, where he
demonstrates that health issues are often used to satisfy politicians’ goals
rather than community ends. He shows how health-related issues can
serve “‘simultaneously to provide tangible benefits to various elites and
symbolic benefits to mass publics, quieting potential unrest, deflecting
potential demands, and blurring the true allocation of rewards”’ (Alford
1975: x). Politicians create, or fabricate, health crises by calling urgent
attention to previously unproblematic features of health care systems.
This creates an opportunity for them to garner votes by ‘““solving”” each
crisis. People judge the politician’s success by looking at what programs
were initiated and what efforts were intended, rather than whether their
programs actually changed anything (Alford 1975: 12).

Similarly, a government which deliberately promotes health places
itself, by symbolic association, above the dirty business of politics. What
better combination of symbols than a government which stands for
participation in health? And what more effective way to criticize such a
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government than by asserting that it has politicized health ? Allegations
of politicization are particularly stinging in the Costa Rican context,
where many politicians are sincerely motivated to improve the public
health ; Costa Rica’s demonstrated ability to improve health standards is
testament to the positive results of governmental action. Yet politicians
may simultaneously use their concern for health to political advantage.
These issues will frame the debate over Costa Rica’s efforts to promote
community participation in health and help to explain why the program
became so important in Costa Rican political ideology.

The influence of international agencies

Costa Rica is known for its stable parliamentary democracy and
exemplary health programs, unique to Central America in the 1980s. Yet
the state’s commitment to health care, and the form that commitment
takes, are not determined solely by autonomous decisions made at the
national level. Developing countries are obliged to follow the public
health agendas set by international donors (Quimby 1971 ; Justice 1986;
Foster 1987). The international health mandates are received by and
filtered through the state, where domestic priorities and competing
political interests strongly affect implementation. This highly politicized
process of state mediation and negotiation results in national health
programs which may bear only a perfunctory resemblance to original
international formulations. National programs are interpreted and
refined yet again in the process of being implemented at the local level,
where another set of political considerations inevitably enters in. The
local manifestations of international health programs must therefore be
regarded as a consequence of the interactions among global, national, and
local forces.

International health agencies are composed of government representa-~
tives, usually ruling elites from the upper strata of society throughout the
developed and less-developed world. Policy edicts emanating from what
Navarro (1984) calls the *‘ development establishment” tend to reflect an
international political-ideological consensus about the proper relations
of government to governed: “Like any other international apparatus,
WHO is the synthesis of power relations (each with its own ideology,
discourse, and practice) in which one set of relations is dominant”
(Navarro 1984: 470). The WHO ideology presumes that democratic
governments will be able to withstand participation, indeed will
encourage and welcome it as a way to improve rural health indicators
without challenging basic political-economic structures. For the inter-
national agencies, community participation was the quintessential
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symbol of an elusive ideal: a democratic rural development process
which would be controlled by the state but built by local people using
their own resources.

The international arena is critical to the future of debt-ridden Latin
American nations like Costa Rica, which in the 1980s had the second
highest per-capita foreign debt in the world (Edelman 1983). Developing
countries compete in the international arena for grants, loans, and
favorable terms governing debt repayment. It is important, therefore,
for each country to comply with international mandates, to convey a good
impression to donors and multilateral lending agencies.

International agencies have influenced the development of Costa
Rican health care by providing scholarships to train doctors, sending
technical advisors to set up intervention programs, underwriting disease
control campaigns and sanitation projects, and determining health
priorities. Perhaps their most influential impact, though, has been the
least tangible: international agencies have paved the way for Western
biomedicine and public health models (which have dominated public
health thought and practice in the United States and Europe since the
late nineteenth century) to penetrate Costa Rican medicine and public
health, thus limiting Costa Ricans’ ability to forge their own responses to
public health problems. Consequently, Costa Rica is extremely de-
pendent on the United States and Western Europe for its health models
as well as medical materiel.

International health agencies and national health planners share a
tendency to minimize the agencies’ effect on national health policy.
National planners and politicians would prefer to claim personal credit
for health improvements, and donors themselves are reluctant to admit
the extent of their own power and authority, insisting instead that
successful public health programs result from the “political will” of
national governments. Few would deny that Costa Rica manifests a high
degree of “political will” concerning public health, yet other factors
account for the rise and demise of community participation in health in
Costa Rica (Morgan 1989). Most notably, analysts must consider the
state’s preoccupation with acquiring international prestige and financial
assistance. Debt, dependency, and the availability of international
assistance always form part of the tableau of national health policy, even
when most of the players deny this simple fact.

Community participation became a part of international health jargon
when the primary health care strategy began to generate enthusiasm, in
the mid-1970s. International agencies such as the World Health
Organization (WHO), UNICEF, the United States Agency for Inter-
national Development (AID), and the World Bank focused their
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attention on rural health at that time, acknowledging that existing
hospital-based, curative models of health care were not reducing
morbidity or mortality among the needy rural populations of less-
developed countries (Djukanovic and Mach 1975; Newell 1975). Their
proposal to reform health care was synthesized in the now-famous
WHO/UNICEF Alma Ata Declaration of 1978. The Declaration’s
central organizing principle, primary health care (PHC), was a low-cost
strategy utilizing paraprofessional health workers (modeled after China’s
barefoot doctors) to administer preventive and simple curative measures
in the countryside. This approach was intended to extend inexpensive
health coverage to rural areas, to promote community participation in
health, and to achieve no less ambitious a goal than ‘“health for all by the
year 2000.” The Alma Ata Declaration differed from previous in-
ternational efforts in two ways: it emphasized intersectoral involvement
(that is, the integration of health with other development targets such as
agriculture and education) ; and it focused on community participation in
health (Taylor 1979: 1). In a report on PHC issued jointly by WHO and
UNICEF, community participation was defined as a process whereby
individuals and families come to view health not only as a right, butas a
responsibility. The report encouraged active participation rather than
passive acceptance of community development programs, emphasizing
that participation should accompany every stage of the primary health
care process from needs assessment to implementation. Furthermore,
individuals were to assume ‘““a high degree of responsibility for their own
health care - for example, by adopting a healthy life style, by applying
principles of good nutrition and hygiene, or by making use of immuni-
zation services’’ (WHO and UNICEF 1978: 21). The report specified
that national governments should coordinate and implement partici-
pation programs, providing material, human, technical, and financial
resources. It viewed the community as an untapped reservoir of vast
potential, whose active cooperation could assist the government in its
efforts to improve rural standards of living. The Alma Ata Declaration
and accompanying documents presented community participation as a
technical, apolitical strategy for implementing primary health care
programs.

The phrases found in the Alma Ata Declaration continue to reverberate
across Latin America. Primary health care, community participation,
and “Health for all by the year 2000’ (abbreviated in English as “HFA
2000,” in Spanish as “SPT 2000°°) are slogans that synthesize and
reinforce values publicly championed by the government of nearly every
country. Politicians use the phrases in their campaign platforms to
capitalize on their symbolic associations: inclusion in the international
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endeavor to improve health, membership in the prestigious international
development community, and commitment to equality, social justice,
and participatory democracy. The phrases spelled out in the Alma Ata
Declaration have been incorporated into political discourse about health
in virtually every Latin American country regardless of political
orientation. Social democratic governments, military dictatorships, and
authoritarian regimes alike espouse commitment to the Alma Ata
principles. Beyond the uniform rhetoric, however, lie national differences
in how community participation programs were implemented and in the
symbols used to debate the value of participation.

In response to the WHO/UNICEF mandate, many countries set
up PHC programs (including community participation components)
primarily through their Ministries of Health. The programs looked
remarkably similar on paper, although the details of implementation
varied considerably from one country to another (see UNICEF 1988).
Several governments were initially enthusiastic about participation, but
became disillusioned as they realized that participation could not be
easily controlled or confined to the realm of health. Costa Rica’s
experience with community participation in health followed this general
pattern, although the program’s ultimate demise there was more
significant than in other, less democratic countries. International health
and development experts had been watching Costa Rica as a paradigmatic
example of whether community participation could transform or hasten
the pace of rural development. That it did not succeed (an opinion now
widely shared within Costa Rica) raises questions not only about the
viability of participation as a development strategy, but about the nature
of Costa Rica’s democracy.

A specific political vision was implicit in the WHO/UNICEF
mandate. The mandate presumed that central government knows what is
best for its citizens and that communities should acquiesce in government
plans. It assumed that “successful” participation would indicate a
certain degree of democracy, and that democracy would foster good
health. Participation was to be defined, labeled, and managed by states,
in accordance with guidelines set by international agencies. This
circumscribed vision of participation ruled out a range of autonomous or
informal community actions not condoned by government, including
everything from indigenous healing to confrontations and protests
against state policies.

Another view of participation holds that states promoted participation
as a smokescreen, using it to legitimize their own policies while
simultaneously pursuing other policies detrimental to the poor. Ugalde
(1985), for example, contends that community participation has been
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used as a mask, a fagade, to hide the exploitative motivations of national
elites. His analysis tends to overemphasize the conspiratorial aspects of
health service provision, but he does make a persuasive case showing the
political-ideological agenda implicit in the development establishment’s
promotion of community participation in health. His assertions are
strengthened by Foster’s report that WHO, for example, never offered
any empirical evidence to buttress its claim that increased community
participation would improve health indices (Foster 1987). The World
Health Organization, motivated by a political commitment to democracy
as the path to social equity, had decided a priori that community
participation would be a component of primary health care.

Participation, Tico-style

Costa Rica is the wealthiest, and not coincidentally the healthiest,
country in Central America. Its land mass (51,000 square Kilometers)
supports close to 3 million inhabitants. After the Spanish Conquest in
the early sixteenth century, Costa Rica never developed the same degree
of social stratification as Guatemala or El Salvador, mainly because there
were few commodities for the Spaniards to exploit and virtually no
indigenous labor force to work the land (MacLeod 1973 ; Gudmundson
1986). Since the late 1940s Costa Rica has remained a stable par-
liamentary democracy where the presidency has consistently changed
hands through peaceful elections.

The Costa Rican state has a long-standing commitment to social
welfare programs, spending one of the highest percentages of its GNP on
health in all of Latin America. Ticos (as the Costa Ricans affectionately
refer to themselves) have come to expect ever-greater state involvement
in the provision of health care. The trend started in 1941, when a social
security program began to provide health and disability coverage for all
salaried workers (Rosenberg 1981, 1983). This nationalized health
program grew gradually through a series of legislative reforms, to the
point where it covered approximately 85 percent of the population by
the late 1980s. The Caja Costarricense de Seguro Social (CCSS), as
the social security program is known, provides curative care based in
hospitals and clinics. In addition, the government began an ambitious
rural health program in the early 1970s (Villegas 1977), utilizing the
principles of PHC: building rural health posts in underserved areas of
the country and using village health workers to extend basic health
services to rural populations at low cost. Between 1980 and around 1985,
Costa Rica suffered a severe economic crisis which inevitably affected the
health system (Mesa-Lago 1985; Morgan 1987b). The social unrest and
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political upheaval surrounding the economic crisis, in turn, affected the
state’s commitment to community participation programs.

The demise of government-sponsored (“induced”) community
participation in Costa Rica is traced, in the final analysis, to several
intersecting factors. First, there was little historical precedent for citizen
involvement in rural health projects prior to the 1950s. Earlier attempts
to improve rural health were paternalistic endeavors designed to elicit
compliance. Health planners and providers disregarded local health
practices, nor were they concerned with public reactions to their
programs. In the Atlantic lowlands, rural health programs were spon-
sored not by the state, but by foreign agencies like the United Fruit
Company or the Institute for Inter-American Affairs (see Chapters 2 and
3). Second, rivalries between political parties in the 1970s and 1980s
resulted in the politicization of community participation in health (see
Chapter 5). Many Costa Ricans blame the demise of the program on
partisanism, but larger forces also militated against participation. The
third factor, the economic crisis of 1980, had immediate adverse effects
on the provision of rural health services but a longer-lasting impact on
the meaning of participation. Whereas participation had once been
conceived by some factions (in Costa Rica and in the international
agencies) as a mechanism for empowering rural communities, in the wake
of recession participation became more often viewed as a method for
getting rural communities to underwrite the costs of providing health
services. By convincing community residents that they must take greater
responsibility for their own health, as Sherraden notes in the rural
Mexican case, “many participation activities are aimed at minimizing the
need for costly public health infrastructure” (1991: 261). Fourth,
participation was the victim of changing fashions in international health.
The international agencies began to shift away from primary health care
and community participation in the early 1980s, in response to factors
such as the international debt crisis (which called into question the
economic sustainability of government-sponsored programs), the decline
of military dictatorships in Latin America, and the laissez-faire economic
philosophy dominating U.S. foreign policy. In addition, health planners
from several different countries told the representatives of international
agencies that state-sponsored participation programs were having a
destabilizing political impact by raising the expectations of citizens and
placing excessive demands on the state (United Nations Research
Institute for Social Development 1983: 36-7; United Nations 1987:
19-20). International heaith experts responded to these trends by
shifting the focus quietly away from community participation; by 1990
international health agendas were dominated by other concerns.
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Community participation in health was (and still remains) a vital
symbol in Costa Rican political ideology. It carries near-universal appeal
because it represents the unity of state and citizenry and perpetuates the
image of the state as guardian of a precious democracy. But community
participation in Costa Rica cannot be viewed solely as an instrument of
the state (although there are social control elements evident in the
structure of participation programs). Rather, disagreements over partici-
pation should be seen as manifestations of conflicting agendas concerning
the creation and re-creation of Costa Rica’s democracy. Debates over
participation are thus elements in the struggle over access to political
decision-making processes.



2 Banana medicine: the United Fruit
Company in Costa Rica

Behind every bunch of bananas stands a man, and that man cannot be
a sick man.
Wilson 1942: 274
Long before foreign organizations or the national state got involved in
doctoring, Costa Rica’s inhabitants managed their own health care. Prior
to the introduction of biomedicine, people relied on various sociocultural
adaptations, including personal hygiene and settlement patterns, to
prevent sickness. Indigenous and traditional healers practiced their craft
(Richardson and Bode 1971 ; Low 1985), while a rich herbal pharma-
copoeia provided the first line of attack against disease. Popular
classifications even today include a number of illnesses not recognized by
biomedically trained doctors (Simpson 1983). In these ways, community
involvement in health care is far from new. Communities have always
been active in safeguarding and attending to their own health and, in any
case, until very recently could not afford to wait for outside assistance.

The circumstances surrounding the settlement of Costa Rica’s Atlantic
coast in the late 1800s undermined community self-sufficiency. The
province of Limon, as the region along the Atlantic littoral was known,
had been sparsely inhabited until the rise of the banana industry in the
late nineteenth century created a demand for vast numbers of male
workers. The men who came to clear the land and plant bananas were
mainly transient laborers, uprooted from their families and in many cases
from their countries of origin. The new settlements that sprang up along
the coast were thus “artificial”’ communities. Because they lacked the
healing traditions of home, alternative strategies had to be devised for
protecting health and combating disease.

This chapter traces the history of international health assistance to
Costa Rica, focusing on the United Fruit Company and its negotiations
with the Costa Rican government over the provision of health care to the
residents of Limon province. United Fruit’s health programs were not
explicitly concerned with community participation, but a history of
health participation in Costa Rica must begin with United Fruit. The

17
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Company’s health programs created the context into which participatory
initiatives were later introduced, and in retrospect it is clear that
governmental conceptions of participation were influenced by United
Fruit’s health-related goals and methods. The antecedents of the
contemporary community participation in health can be found, then, in
banana medicine.

The United Fruit Company, incorporated in 1899 and with its
headquarters in Boston, had a direct interest in health and sanitation in
the regions of Central America conducive to the production of bananas.
The prime banana-growing land was located in inhospitable tropical
swamps, infested with mosquitoes which carried the dreaded “tropical
fevers.” This land needed to be cleaned up, ‘““sanitized,” and made
habitable before the business of exporting bananas could begin. United
Fruit’s Medical Department, created in 1905, undertook this formidable
task.

The Costa Rican government, which at that time virtually ignored the
entire Atlantic coast region, welcomed United Fruit’s medical efforts.
The state was glad to give the foreigners free reign over health programs
in Limdn, in part because there was no central Costa Rican authority to
coordinate or oversee health. Matters of ‘““public hygiene’’ were the
responsibility of the Secretariat of Interior and Police (Secretaria de
Gobernacion y Policia) until 1922, when the Sub-Secretariat of Hygiene
and Public Health was established (Ministerio de Salud, Memoria 1939:
33). But because Limdn was considered peripheral to the rest of the
nation, the state was concerned primarily with the ‘““public hygiene” of
citizens living in the central plateau. The state’s lack of attention to
Limoén enabled United Fruit to operate as the quintessential enclave
economy, with one major corporation, assisted by government con-
cessions, producing a single export crop. Workers in this enclave were
dependent on the Company for virtually everything, including schools,
churches, grocery stores, bakeries, cemeteries, and ambulances, dis-
pensaries, and hospitals.

The operations of another international agency involved in Costa
Rican health in the early years of the twentieth century were of greater
interest to the government. The Rockefeller Foundation —a private,
philanthropic organization with health programs in many foreign
countries — sponsored disease-specific control programs designed pri-
marily to eliminate hookworm in the coffee-growing regions of the
central plateau (Brown 1979). The efficient production of coffee was vital
to the livelihoods of Costa Rican politicians, who cooperated with
Rockefeller’s efforts to build a healthy labor force. Thus these two
wealthy and powerful U.S. organizations — the United Fruit Company
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and the Rockefeller Foundation — poured money, equipment, people,
and technical know-how into Costa Rica. In the process, they gradually
transformed the health infrastructure and dominant models of medical
care along the lines of the germ-theory model of disease etiology, using
disease-eradication techniques perfected during the Spanish-American
War.

While the Rockefeller Foundation was formulating a global vision of
improved health concomitant with the expansion of capitalism, United
Fruit was expressly motivated by the desire to maximize profits. Its
supporters made no secret of the fact that United Fruit considered
medical service sound business investment more than humanitarian
charity:

Good health is good business anywhere, but in the tropics good health has to be
bought. This investment in health is prerequisite to all other investments ... The
United Fruit Company does not conduct its medical department as a charity. On
the contrary, being the world’s largest banana company, it is interested in profits.
(Wilson 1942: 279)

United Fruit’s Medical Department always acted in the interests of the
Company’s bottom line. Their strategies for improving health between
1900 and 1940 were autocratic, indeed almost militaristic, based as they
were on the stringent measures used successfully by Colonel William
Gorgas to control tropical disease in Cuba during the Spanish—-American
War of 1898. The rural populace in the tropics was cajoled and coerced
into complying with mandatory health-related edicts passed down by
Company officials and municipal authorities. Popular cooperation was
elicited by threats of fines and jail sentences ; not until much later did the
authorities use the more subtle means of education to encourage
voluntary compliance with public health measures.

Labor scarcity had been a perennial problem in Costa Rica since the
colonial era, and was severe in the late nineteenth century as well. The
productivity of workers in the lowlands was hampered by endemic
disease. If malaria and yellow fever could be controlled, reasoned United
Fruit managers, then workers would be cheaper and more productive,
and business more profitable. The Company wanted to control disease to
improve economic opportunity, and their reports are filled with images
of “‘conquering the tropics” (Adams 1914; Black 1988) and making the
sparsely inhabited jungles fit for economic exploitation. Dr. William
Deeks, General Manager of the Medical Department, said:

Agricultural development and commercial activity on a large scale are impossible
until medical science brings tropical disease under control, and sanitation
transforms pestilential areas into health localities ... The commercial success of
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the company is largely due to its accomplishments in reducing the prevalence of
these diseases formerly responsible for an appalling morbidity and death rate.
(Quoted in Kepner and Soothill 1935: 111)

When the United Fruit Company began its operations, the coastal
regions of Central America were so unhealthy that few Central Americans
would contemplate living there. The United Fruit Company addressed
the problem by importing black laborers from the West Indies, Chinese,
Italians, unemployed adventurers from the United States, and, later, the
laid-off workers who had built the Panama Canal. It also instructed its
Medical Department to improve sanitation and hygiene and construct a
network of hospitals and dispensaries. Improving health indices was
United Fruit’s best hope for building a successful business enterprise.
Without dramatic reductions in malaria, the Company would not have
been able to sustain a large enough work force to produce and export
bananas. By 1912 the Company was operating five ‘“‘hospitals” in Costa
Rica — the United Fruit Company Hospital (in Puerto Limon), the
Northern Railway Company, Charity, Gudpiles, and Cartago (United
Fruit Company 1912) — although some of these were little more than
rustic dispensaries without doctors. By 1942 the Company managed a
total of fourteen hospitals and medical centers in Central America and
Cuba, including by then just three in Costa Rica (in Limon, Quepos, and
Golfito) (Wilson 1942: 280). The staff included physicians and nurses
from the United States and from Central America, as well as orderlies,
dispensers, and sanitary inspectors.

Community participation — in the sense of local support and assistance
for health care - never entered the minds of most North American
physicians and sanitary engineers sent to Central America to battle
against sprue and blackwater fever. Part of the reason was that United
Fruit’s health programs were targeted less to the concerns of local
residents than to the needs of United States citizens living in the zone.
United Fruit’s anti-malarial precautions are a good example. From 1914
to 1922, long after the vector of malaria had been identified as the
Anopheles mosquito, malaria remained the number one Killer in banana
territories, responsible for 14 percent of deaths on plantations and 40
percent of hospitalizations (United Fruit Company 1922: 77-8). In 1921,
a United Fruit Company Medical Department Annual Report stated :

In order to protect further our employees, we have provided wire-screened
houses, particularly for the better class of employees... Among the more
intelligent employees, who realize the importance of the protective measures
instituted, we usually get loyal support; but among the uneducated unintelligent
laborers, which class constitutes the great majority of our employees, close
cooperation is almost impossible. (United Fruit Company 1921: 6)
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The “better class of employees > were often North American citizens,
who were judged “more intelligent”” than local or imported laborers and
thus, presumably, more worthy of being protected against malaria. The
Medical Department Annual Reports contain endiess derogatory com-
ments about the native character. Banana laborers, in particular, were
portrayed as crude and unintelligent by nature:

Approximately 90 to 95 per cent of our employees in the tropical divisions are
laborers whose numbers include negroes, native Indians and mixtures of different
races absolutely unfamiliar with even the rudiments of sanitary regulations... If
it were possible to obtain that cooperation which can rightly be expected in an
educated community, and if each householder could be held responsible for the
sanitary conditions in the immediate vicinity of his dwelling, the problem of
disease-prevention would be greatly simplified. (United Fruit Company 1923:
47)

Even as late as 1958, analysts warned that health and sanitation
improvements could be wasted unless the Company educated its laborers
on the proper use of indoor plumbing (May and Plaza 1958: 198). The
medical Department reasoned that it was not worth spending money to
meet unappreciative workers’ health needs. Although United Fruit
deducted 2-3 percent from workers’ salaries for health coverage, its
policy was that medical services should primarily benefit the “better
class of employees,” who were best able to appreciate them. The
Company took every opportunity to remind the public of its largesse,
as when a pro-United Fruit newspaper announced the appointment of
Dr. Segreda as surgeon in charge of the “Old Line” division west of
Siquirres: ““His appointment by the Company will undoubtedly mean
that laborers working in that section will receive the benefit of immediate
medical attendance in case of sickness without the necessity for coming to
Limon. This action on the part of the Company is one more proof of the
care they evince on behalf of their employees” (Times of Limon, August
12, 1905, p. 5).

The same workers judged “ignorant’’ and ‘‘unappreciative’’ on one
hand were regarded as shrewd and conniving on the other, eager to take
advantage of United Fruit’s unique medical resources. Company doctors
constructed a vision of the medical opportunist to justify their efforts to
screen out the sickest employees. Workers imported from the West
Indies (primarily from Jamaica) to work on the plantations were given
physical examinations upon arrival and sent home if they were judged too
ill to work. In addition, workers who became chronically or terminally ill
while working on the plantations were repatriated to their home countries
without pension rather than be treated in United Fruit hospitals. One
United Fruit official explained:
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We operate in many locations where there are no hospitals except those under our
own administration, and a certain amount of charity work is therefore
compulsory. We believe, on the other hand, that there are many instances of
abuse. Chronic diseases that have developed in men before they entered our
service have been treated for long periods of time at the Company’s expense.
Many suffering from such troubles get themselves placed on our pay-roll, simply
to gain free hospital privileges, and with no intention of working for the
Company. (United Fruit Company 1926: 23)

When not blaming workers for their ignorance or abuse of the system,
United Fruit could blame their diseases and deaths on an insalubrious
environment. One year, a Medical Department official explained the
high rates of morbidity and mortality by noting that the Company had
that year planted 40,878 acres of virgin lands.  Such a program requires
a great many laborers working under conditions where necessarily no
preventive measures can be undertaken except by quinine prophylaxis >
(United Fruit Company 1923: 47). In his view, the environmental
conditions presented obstacles beyond the capacity of United Fruit’s
medical personnel to overcome. Similar rationalizations must have been
common during the early, land-clearing days of United Fruit’s opera-
tions: whereas the Company ““owned or leased”” 325,000 acres in 1899,
by 1922 it owned over 1-5 million acres (United Fruit Company 1922:
71-2). While some of the land was used to grow bananas, some was held
as security against competitors, and in 1922 the Company cultivated just
24 percent of the land it owned (United Fruit Company 1922: 72).
Rather than admitting the Company’s obligation to keep its workers alive
as they cleared and improved these lands, however, Medical Department
officials chose to portray their deaths as a regrettable but inevitable fact
of nature.

Their characterizations sound shocking today, but at the time educated
doctors commonly blamed banana workers for their pitiful living
conditions. In one of the more egregious examples published in United
Fruit’s Medical Department reports, a United Fruit doctor in Honduras
wrote about his Indian and mestizo patients:

There is an air of dreaminess about them that verges on apathy, as they lounge in
front of their camps... Their sense of responsibility is nil ; but we must remember
that their minds are as virgin as the primeval jungles which surround the
plantations. The future is something intangible and non-existent. Their
“mafiana” is only a convenient waste basket to which can be relegated all the
tasks that should be accomplished in the present — especially so if, in any way,
they would interfere with rest of soul and body. Their mental age is that of a
moron. (Ldpez 1930: 164)

When workers got sick, they were hospitalized at United Fruit expense
in racially segregated wings of the hospital. White workers were
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hospitalized at disproportionately high rates, although there is no
indication that they were sicker than the so-called “colored” em-
ployees. In 1917, for example, 24 percent of United Fruit employees in
the Costa Rica Division were white, yet 46 percent of employees treated
in Company hospitals were white (United Fruit Company 1917: 16).

The racist attitudes and employment strategies used by United Fruit
(see Bourgois 1989), combined with the sincere conviction that medical
personnel alone possessed the secrets to good health, reduced the
possibility that Medical Department employees would have considered
the potential the community had for becoming actively or constructively
involved in sanitation programs. Laborers had to be treated, and
disciplined, like children: ““ They are not bad ; they are only children who
have never grown up mentally, and their helplessness should always
stimulate us to give them our very best assistance” (Lépez 1930: 107).
This was an era when mandatory compliance, not voluntary cooperation,
was judged to be the most efficient way to bring health to illiterate
populations. Unlike contemporary visions of community participation
which render rural residents as partners in a unified governmental-local
effort to improve health, United Fruit managers saw the banana workers
of the early twentieth century as the very antithesis of healthful living.

Consequently, Company health programs emphasized strict com-
pliance with Company mandates and a preoccupation with profit rather
than humanitarian attention to the needs of the local populace. For
example, when laborers got sick their salaries were suspended, although
officials and clerical employees continued to be paid when ill (Wilson
1942: 146). This policy might help to explain the comments of Dr.
Decks, United Fruit’s Medical Director, when he boasted in 1922 that
United Fruit’s absenteeism rate due to illness and injury was 1-1 percent
on the plantations, compared to 2-5 per cent in U.S. factories (United
Fruit Company 1922: 80).

United Fruit policy sometimes coerced people into complying with
sanitation measures: in 1912 fines were levied against boarding-house
managers (the majority of laborers lived in the less-expensive boarding
houses rather than in Company housing) for failing to report to the
Company any illness among the lodgers (United Fruit Company 1912:
27); in 1929 a United Fruit anti-malarial expert noted that ‘“malaria
control methods have to almost be forced upon [the workers]”” (United
Fruit Company 1929: 94). Kepner and Soothill noted that in at least one
of the Company’s divisions pressure to comply with hygienic measures
“is brought to bear upon uncooperative workers by the withholding of
wages, and reproof is administered or fines are imposed upon careless
non-employees by local magistrates” (1935: 113). On the other hand,
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recognized sanitary benefits were sometimes withheld from the workers
because the Company anticipated non-compliance: “The transient
character of the labor procurable makes it impossible to enforce rigid
regulations that would permit of the satisfactory maintenance of screened
quarters” (United Fruit Company 1925: 309).

Yet another example of the Company’s self-interest is evident in its
treatment of non-employees (including dependents), who were charged
for use of the United Fruit hospital in Limoén when it opened to the
public in 1913:

[Private patients] are now admitted to the privileges of the U.F. Co’s Hospital
attention by paying two colones and fifty cents daily. By putting down two weeks
attendance in advance patients can obtain the attendance of these famous doctors
Lynn and Fest, one a first-class physician and the other an eminent surgeon. Mr.
Mullins must be congratulated for this sympathetic consideration to the public;
if he continues in these lines he will secure the goodwill of the community. (Times
of Limon, June 14, 1913, p. 1; see also Kepner and Soothill 1936: 122)

Apart from the deliberately self-serving dimensions of United Fruit’s
medical policies, the existence of the banana industry also had indirect
negative effects on health status. For example, the plantations created an
opportunity for short-term work for men only, which resulted ultimately
in the spread of disease when transient laborers contracted malaria and
sexually transmitted diseases on the plantations and then transported
them to other regions of Costa Rica or the Caribbean (see Kepner and
Soothill 1936: 123). The migration back and forth to the coast also
resulted in social dislocation because the majority of laborers were men
traveling without their families. For those who did bring their families,
living conditions were difficult at best. Malnutrition was a widespread
consequence of the poverty and uniformity of diet, exacerbated by the
synergistic effects of parasite loads and other diseases.

But the United Fruit Company also had positive effects on health.
While certain political economists have documented the deleterious
health effects of capitalist expansion (e.g., Doyal 1979), a more complete
account of United Fruit’s presence in Limon must also mention the
beneficial results of “ banana medicine.” Despite their customary severity
and rigidity, United Fruit’s health programs were remarkably successful
in controlling disease in the plantation regions. The Company’s record of
health improvement is acknowledged even by United Fruit’s harshest
early critics, who noted significant declines in the death rates of Limon
province from 1906 to 1929 (Kepner and Soothill 1935: 119). Kepner
and Soothill make the important point that United Fruit employed
healthy, young men, whose rates of death and disease were low compared
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to those in the population at large. Comparisons of death rates between
various provinces must take these underlying demographic differences
into account. Nonetheless, the Company did effect tremendous health
improvements as measured by changes occurring over time within
Limdn province. Much of their success can be attributed to an ambitious
program of malaria surveillance and control, which reduced the preva-
lence of malaria along the Atlantic coast from 29 percent in 1926 to 12
percent in 1929 (United Fruit Company 1929: 95). (Judging by the
following quotation, it is tempting to speculate that the high incidence of
malaria may have been superseded by a high incidence of alcoholism:
“T'o induce our laborers to take quinine, a liquid preparation with half an
ounce of rum to the dose is administered > [United Fruit Company 1922:
88].)

The Company’s sanitary programs also had beneficial consequences
by making possible the economic viability of Costa Rica’s only Atlantic
port, Puerto Limoén. The Company literally made the region habitable
for the first time since the Spanish colonizers introduced vector-borne
disease in the 1500s. As a result, the population of Limodn province rose
from 1,858 in 1883 10 7,484 in 1892 (three years after United Fruit was
incorporated), to 32,278 in 1927 (Casey 1979: 215). The Company also
provided the only biomedical services in the entire region, first in a
wooden hospital constructed in 1906, replaced in 1921 by a concrete
hospital which was, by United Fruit’s own estimation, ‘“one of the finest
buildings in Costa Rica” (United Fruit Company 1921: 13).

From banana medicine to state medicine

While United Fruit launched many beneficial health programs, the
company gradually managed to get the Costa Rican government to
underwrite many of its medical costs. For example, Company hospitali-
zation policy called for sick workers to be briefly hospitalized in Limén
and then sent, as soon as possible, to hospitals in San José where they
would be treated at public expense (Fournier Facio 1974). In addition,
the government financed half the construction costs for the 150-bed
hospital United Fruit built in Limén in 1921, even though the Company
did not treat private, non-employee patients there (Kepner and Soothill
1936: 122). Not until the early 1930s did the Costa Rican Legislative
Assembly begin to become involved in monitoring or questioning
Company health practices.

Why did Costa Rican officials wait so long before pressuring the
Company to assume greater responsibility for medical care? In Seligson’s
opinion:
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A conflict with the “Frutera” meant a confrontation with the economic,
political, and ultimately the military power of the United States — a confrontation
which Costa Rica was guaranteed to lose. It should be remembered that at this
time the United States was very actively pursuing its Big Stick policy in the
Caribbean, and Costa Rica had received more than one taste of it. (Seligson 1980:
58, citing examples from Monge Alfarao 1966: 277)

After 1933, however, U.S. President Roosevelt instituted the “ Good
Neighbor ** foreign policy toward Central America and the Caribbean.
The change tempered the blatant imperialism of U.S. military and
economic policies and opened the way for strengthening the state
apparatus. Furthermore, prior to the 1930s not many influential Costa
Ricans ever made their way to the coast to experience plantation living.
Most workers were English-speaking blacks from the West Indies, and
other foreigners; the few Costa Rican banana workers came from the
lowest economic echelons of society and were not likely to be heard by
policymakers. Several Costa Rican doctors were employed at various
points in their careers by the United Fruit Medical Department, but they
were not inclined to denounce the medical practices of their employer, at
least not in public. One doctor reportedly quit working for the Company
in Turrialba because he was given only two medicines to dispense:
quinine for those with malaria symptoms, and bicarbonate of soda for
those with stomach aches. Workers knew that if they had an accident or
got seriously ill they would be unable to get to a hospital, especially
because their salaries would not cover transportation costs and their
families would be left alone without a source of income (Fournier Facio
1974: 67).

The first public denunciations of Company health practices came in
1931, when a sanitary engineer from the Secretariat of Public Health filed
areport condemning the Company’s poor compliance with a government
agreement. The accord had specified that the Company would build an
emergency hospital in the banana zone of Siquirres and operate medical
dispensaries out of specially equipped railroad cars. The engineer’s
report appears in the archives of the Costa Rican Legislative Assembly:

We visited what they call the Siquirres Hospital, and saw that it was nothing of
the sort. It consists of an examining room without any hygienic precautions, with
three army cots; and in one dark room there are some medicines and a few
surgical instruments under the care of an untrained practitioner [empirico]. The
representative of the Company affirmed in writing on the 21st of February, 1931,
that this hospital was by then established in Siquirres, with a pharmacy staffed by
a pharmacist, an office with an operating table, complete with instruments, gases,
and medicines for first aid ; but there is no pharmacist there. The existence of an
operating table, and of surgical instruments and medicines is worth nothing
without the presence of a doctor in charge of this dispensary or hospital. When
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we questioned the person in charge whom we found there, he informed us that he
acted as doctor, surgeon, and pharmacist ; in other words, the Siquirres hospital
is a comic imitation of what it should have been. We did not succeed in finding
a single dispensary, even though we covered vast expanses of land within the
United plantations, yet they informed us that they did exist. We did visit the
Company camps in a section of Guécimo, and sorrowfully observed the miserable
state in which those poor peons live. Crowded into forty poorly-built huts, worse
than those the indigenous people lived in and with deplorable hygiene; there is
not one dispensary there, even though the area is malarious. Naturally, the
Company should be obligated to construct simple quarters surrounded by all the
hygienic precautions necessary to avoid the propagation of malaria. (Archivo
Nacional, Congreso 1932: 9561 ; emphasis in original)

With this report, national authorities were alerted to the abysmal living
conditions on the plantations.

Although the Legislative Assembly became aware of conditions on the
plantations in the early 1930s, an urgent impetus for change came when
the banana workers in Limén went on strike in 1934 (see Fallas 1978
[1941]). Banana production had fallen since 1925 due to two intractable
diseases, sigatoka and Panama disease (Seligson 1980: 67), and living
conditions on the plantations had been deteriorating steadily since the
Depression. As a result, many Atlantic coast laborers had lost their jobs.
The workers, organized by Carlos Luis Fallas of the recently formed
Costa Rican Communist Party, presented a list of demands to Congress
in an attempt to draw national attention to their plight. Improved health
was one of their top priorities: they wanted the Company to provide
quinine and snake antivenin and to pay them in cash rather than in scrip
(Seligson 1980: 71). In addition, they petitioned to have the Company
install medical dispensaries on every plantation with more than ten
employees, and to guarantee that sick workers would be transferred to
and treated in hospitals (Acufia Ortega 1984: 33). When their proposal
was rejected, the workers walked out. The strike lasted 19 days, until the
government interceded on the workers’ behalf: “the Company agreed to
increase the salary to 4.20 colones (20 centimos over the old wage),
eliminate scrip, make available free hospitalization, improve hygiene and
housing, provide some work tools, and recognize the union” (Seligson
1980: 72). When United Fruit refused to honor the state-mediated
accord, a second strike was called, but the Company never did grant any
concessions to the workers.

The strike did not bring the workers any personal or collective benefit,
yet it did show how potentially powerful they could be, and it also
““ demonstrated the Company’s capacity for deceit”” (Seligson 1980: 73).
The strikers’ plight evoked sympathy on the part of politicians, who
became less tolerant in the future of the Company’s attempts to shirk its
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medical responsibilities. In 1935, the Company refused to hospitalize
workers who became sick on the job. This was a violation of the law, since
the Company was deducting one U.S. cent per stem of bananas to cover
costs of hospitalization. The Company insisted it could not comply with
the law because the Executive branch of government had not yet supplied
the necessary protocol to govern hospitalization procedures, but the
government interpreted this as another abdication of responsibility by
the Company (Voz del Atldntico, February 2, 1935, February 16, 1935).

In fact, United Fruit had little incentive to settle with the strikers in
1934, because the Company was then making plans to abandon its
Atlantic coast operations. Company officials knew that the striking
laborers would be superfluous as soon as new banana plantations could
be established on Costa Rica’s Pacific coast, then still free from sigatoka
and Panama disease. It was in the Company’s interest, nonetheless, to
support a smear campaign against the Communist Party, because a
confrontative union would, in their view, eventually threaten the stability
of Pacific coast operations. When the Company finally did transfer its
operations to the Pacific coast in the late 1930s, it pulled out virtually all
the infrastructure it had built on the Atlantic coast: railroad lines,
schools, and clinics and dispensaries (Kepner and Soothill 1936: 90).
Only the central Limon hospital continued to function under United
Fruit direction. The entire province of Limon (with the exception of
downtown Puerto Limon) was left without medical services for nearly
30 years, since the national government did not have the resources or
motivation to provide medical services there.

The devastation left in the wake of United Fruit’s withdrawal from the
Atlantic coast points out how dependent the region was on the
Company’s largesse. In lowland areas all over Central America, United
Fruit was the only existing source of medical services, yet the Company
showed little regard for the well-being of local inhabitants. The
Company’s attitude toward community involvement has to be viewed
from an entrepreneur’s perspective. The Company needed a labor
supply large enough to work its vast Central American plantations.
Faced with rampant malaria and no coordinated state-run medical
programs, their own disease control efforts were the only guarantee that
the United States would have bananas and the stockholders would have
dividends. Their idea of community participation combined severity
with paternalism and entailed strict social control: health would be
subordinated to profits ; people did not have a “right” to health, so those
who were judged too sick were either not given employment or were
repatriated to their homelands at Company expense; all laborers
contributed an obligatory 2-3 percent of their wages to cover medical
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costs; all illness would be reported immediately to Company officials and
treated by Company doctors in Company hospitals. The imperialist
mentality is clear. Community members were expected to comply with
Company regulations and at the same time to thank the Company for its
munificence. Although United Fruit health efforts earned praise from
many corners, Company headquarters in Boston was interested in health
as a business investment. Profiting from concessionary business con-
tracts, from a healthy labor force, and from the good press that its health
programs earned, the United Fruit Company experience in Central
America gives new meaning to the expression “for-profit health care.”

The overt tension between United Fruit and the Costa Rican
government in the 1930s was the beginning of a trend toward reduced
corporate — and greater state — involvement in the provision of health
services. A number of factors made this change possible. By the 1950s,
international development agencies such as the Institute of Inter-
American Affairs and the Pan American Health Organization had begun
to provide significant health assistance to rural areas, relieving private
corporations of the necessity to doctor the agricultural proletariat on the
plantations. Malaria infection rates were dropping and yellow fever had
been eliminated even before the widespread use of DDT after the war. In
addition, the Costa Rican state was gradually forcing United Fruit to pay
higher taxes. President Rafael Angel Calderén Guardia (1940-4) set up
a national social security system, only one of several of his programs
which required ““increased state expenditure, particularly on social
infrastructure” (Bulmer-Thomas 1987: 122). Leaders recognized that
the country’s tax and tariff structure would have to be changed to obtain
the revenues necessary to finance the program. After the Costa Rican
civil war of 1948, José Figueres Ferrer, the emergent leader of the Social
Democratic movement, urged the Legislative Assembly to increase
United Fruit’s tax burden. By 1949 Costa Rica had imposed a 15 percent
profits tax on the Company. By 1954, “the tax had been raised to 30 9%
with UFCO also agreeing to hand over most of its schools, hospitals, etc.
in Costa Rica to the government”’ (Bulmer-Thomas 1987: 109).

In light of these changes, United Fruit was ready to get out of the
medical business by the early 1940s, but the Second World War and the
Costa Rican civil war of 1948 made change difficult. By the 1950s, U.S.
business analysts agreed that it was time for the Costa Rican state to
assume responsibility for providing social services to banana workers.
May and Plaza said that when social security systems ‘“become effective,
and are extended to workers on its installations, the United Fruit
Company will be relieved of the necessity of maintaining its own [health]
program?” (1958: 189). They added:
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There can be little doubt about the direction in which it is desirable to move to
free the company from the weight of paternalistic responsibilities. The evolution
will necessarily be gradual, but a clear policy leading to the transfer of more and
more of these nonbusiness activities to governments and communities will serve
the long-term interests of everyone. (1958: 199)

Finally in 1954, United Fruit signed a contract turning over its medical
responsibilities to the Costa Rican state (La Gaceta, December 28, 1954).
This was part of a larger Central American trend: in the wake of the
1954 U.S.-sponsored coup in Guatemala — prompted by the Arbenz
government’s threats to expropriate unproductive United Fruit lands
(Schlesinger and Kinzer 1983) — and a devastating strike the same year in
Honduras, the Company gradually lowered its political profile and began
to pay higher taxes to all Central American governments (Bulmer-
Thomas 1985: 109). Even after the 1954 contract was signed, however,
the hospitals were not actually turned over to the state until the 1960s
(Roemer 1963: 173). State-run health services continued to focus on the
central plateau and strategic rural areas (like the agricultural basin of
Turrialba) rather than on the banana plantations. The state’s neglect of
medical care in banana regions changed in the mid-1960s, when Standard
Fruit Company set up extensive plantations in areas of the Atlantic coast
previously abandoned by United Fruit. In order to make Standard’s
business investment more attractive, the state set up social security
dispensaries and hospitals in the banana-growing regions to care for the
influx of workers. The era of the enclave economy had ended.

United Fruit and its Costa Rican subsidiaries still do business in Costa
Rica, but the Company no longer offers medical services. It provides
potable water, drainage, housing, and garbage disposal services for
laborers who live on Company plantations, and the Company contributes
to Costa Rica’s nationalized health and social security fund by paying a
percentage of its payroll in mandatory taxes. In contrast to its great
power and autonomy in the first half of this century, however, the
Company is now integrated into the national economy.

Community participation revisited

The relative success of United Fruit’s disease control efforts raises a
question which will surface repeatedly as we trace the development of
health and participation in Costa Rica. Is community participation
essential to the improvement of health indices in rural areas of the
country? In the first decades of the twentieth century, the dominant
model of public health practice emphasized subordination of individual
interests to public authority. Individual citizens could no longer
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construct houses, businesses, or drainage ditches to their own specifi-
cations without the approval of sanitary engineers. Public health was
given priority over individual concerns. Costa Rica’s first Minister of
Health, Dr. Solon Nufiez (who had studied at Johns Hopkins University
under a grant from the Rockefeller Foundation), remarked in 1929 that
in times past

the attention of the State revolved around the individual and not the collectivity.
To go in search of the impoverished ill was yesterday’s principal preoccupation.
Today’s medicine is social medicine, is protection of the public health, is
prophylaxis, is hygiene. (Ministerio de Salud, Memoria 1929 xx)

Public health experts operating within this philosophical framework
were not likely to solicit the opinions of individual citizens about the
direction of public health policy. They had acquired their own specialized
knowledge at great expense and personal sacrifice, which made them
disinclined to share their decision-making prerogatives with uneducated
laborers or peasants. The newly consolidated Costa Rican medical
profession, encouraged by the Rockefeller Foundation and the successes
of tropical disease heroes like Walter Reed, William Gorgas, Carlos
Finlay, and the United Fruit Company, was determined to improve the
public health by enforcing sanitary legislation. Health professionals were
convinced that the benefits of their policies would soon become apparent
to people who adhered strictly to the law.

Community tactics for affecting health care have remained relatively
consistent over the years. Fifty years ago, banana workers and community
members sometimes organized to obtain better health, hygiene, and
hospitalization benefits. Then, as now, they evaluated their alternatives
and used the only means they had available. On occasion this meant they
would strike, if the Company was intransigent and the government
apathetic toward their plight. Styles of participation are conditioned by
the options available to community members, and when health com-
mittees do not function or professionals do not listen, participation can
take the form of strikes, protests, and open conflicts with authorities. Yet
when residents break the law or threaten established policy, few officials
will concede that they might be “participating” in health. (One 1975
editorial in the Costa Rican press was titled, ““Popular participation or
illegal pressures?”” [La Repuiblica, October 16, 1975].) The line between
“ participation’ and ‘““subversion”’ is sometimes quite fine. The United
Fruit Company, for its part, offered its laborers virtually no voice in
setting health policy. This left workers with three options: acquiesce,
organize, or die. The workers, by all accounts, did all three in great
numbers.



3 The international imperative: foreign aid for
health in Costa Rica

Costa Rica’s health system has long been influenced by foreign models of
health care. Thus it is essential to analyze the international as well as
national context of health service provision. In keeping with the macro-
analytic focus begun in the last chapter, I here explore the role of other
foreign agencies that influenced the direction of Costa Rican rural health
care after the Second World War: the Institute of Inter-American
Affairs, the United Nations community development movement, the
Inter-American Development Bank, and the United States Agency for
International Development’s Title IX program. Beginning in the 1940s,
these agencies presided over a change in the meaning of health in Latin
America, whereby health came to be used in campaigns to support a
specifically pro-United States political ideology. It also served as a way of
introducing U.S. personnel, technology, and values into the Latin
American countryside.

In defense of U.S. strategic interests: the Institute of
Inter-American Affairs

International development agencies began to expand their Latin Ameri-
can operations during and after the Second World War, in part to
promote hemispheric solidarity in the face of perceived German, Italian,
and Japanese threats. It was then that the Office of Inter-American
Affairs was established (later the Institute of Inter-American Affairs,
which subsequently became the model for the U.S. Agency for
Interna