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Primary Health Care That Works:
The Costa Rican Experience

ABSTRACT Long considered a paragon among low- and middle-income
countries in its provision of primary health care, Costa Rica reformed its
primary health care system in 1994 using a model that, despite its
success, has been generally understudied: basic integrated health care
teams. This case study provides a detailed description of Costa Rica’s
innovative implementation of four critical service delivery reforms and
explains how those reforms supported the provision of the four essential
functions of primary health care: first-contact access, coordination,
continuity, and comprehensiveness. As countries around the world pursue
high-quality universal health coverage to attain the Sustainable
Development Goals, Costa Rica’s experiences provide valuable lessons
about both the types of primary health care reforms needed and potential
mechanisms through which these reforms can be successfully

implemented.

he United Nations Sustainable De-
velopment Goals, adopted by coun-
tries around the world in 2015,
have established high-quality uni-
versal health coverage as a top pri-
ority in global health.! Achieving that coverage
effectively, equitably, and affordably will require
strong primary health care, and many countries
are undertaking reforms to strengthen their pri-
mary health care systems.? Shown to improve
specific outcomes such as infant mortality and
hospital admissions, primary care has also been
associated with improved overall population
health.>® Furthermore, evidence suggests that
countries can achieve equitable, high-quality pri-
mary care for a low per capita cost.”®
However, the vast majority of health systems—
in countries at all income levels—do not achieve
the potential benefits of primary health care.
Further impeding progress toward strengthen-
ing that care globally is the fact that most details
of successful design, implementation, and scal-
ing up of primary care in low- and middle-income
countries have been understudied. Thus, the les-

sons that have been learned are largely inacces-
sible to policy makers through the literature.
To address some of these gaps in the literature,
we present a detailed examination of Costa Rica’s
primary health care system, a well-recognized
“positive deviant.” A middle-income country
with a population of 4.8 million, Costa Rica
has the third-highest life expectancy in the west-
ern hemisphere (behind only Canada and Chile),
at seventy-nine years.”® Measures of maternal
mortality (25 per 100,000 live births), infant
mortality (8.5 per 1,000 live births), and un-
der-five mortality (9.7 per 1,000 live births)
are all low and have decreased consistently over
the past twenty-five years.”” Among low- and
middle-income countries, Costa Rica performs
in the top 10 percent on critical indicators of
effective primary health care coverage and high-
priority health outcomes, such as the proportion
of children who receive appropriate diarrheal
treatment and adult mortality from chronic dis-
eases."! Remarkably, Costa Rica achieves this
quality while spending less than the world
average for health care, both per capita (US
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$970) and as a share of gross domestic product
(9.3 percent).”

Foundational to Costa Rica’s primary health
care system is its Equipo Basico de Atencion
Integral de Salud (EBAIS, or basic integrated
health care team) model, which was initiated
in 1995. In the early 1990s Costa Rica’s primary
health care system was suffering: The global eco-
nomic downturn in the 1980s had drastically
increased Costa Rica’s debt, and austerity plans
cut funding to the country’s primary health care
programs—resulting in low public satisfaction
and quality of care.”*™

In response, Costa Rica undertook a major
reform of its health care system in 1994. The
reform emphasized creating a new, robust pri-
mary health care delivery model—multidisciplin-
ary EBAIS teams, each of which would serve a
geographically empaneled population—that
could provide the four critical functions of pri-
mary health care: first-contact access, compre-
hensiveness, continuity, and coordination.'®"”
The reform organized Costa Rica’s primary
health care system into seven health regions,
each of which contains approximately a dozen
health areas (geographically similar to coun-
ties). Within ten years, Costa Rica had not only
designed and implemented a new national pri-
mary health care system, but it had also seen real
results. In the first twelve years after the reforms,
the proportion of the population with access to
primary health care increased from 25 percent
to 93 percent,” and in the first seven years
after the reform, infant and adult mortality de-
clined significantly (by 8 percent and 2 percent,
respectively)."”

Despite these successes, the EBAIS model and
its integration into the primary health care sys-
tem have been underexamined in the literature.
When the model has been studied, scholars have
generally credited much of the success of Costa
Rica’s health system to the country’s unique con-
textual factors, such as its historical commit-
ment to universal health coverage, its specific
political environment, and particular health pol-
icies.? Indeed, since 1949 Costa Rica has enjoyed
a stable parliamentary democracy," maintained
no armed forces, and invested heavily in social
spending on health and education to promote
equity.” However, as demonstrated by the de-
clines in health system performance during
the economic downturn of the 1980s, these con-
textual factors alone cannot account for Costa
Rica’s remarkable success.

At a time when many countries with highly
varied policy and development contexts are
searching for ways to strengthen their primary
care systems, the particular service delivery re-
forms that drove Costa Rica’s achievements,
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and how the reforms were implemented and
strengthened over time, deserve further study.
In this case study, we examine generalizable les-
sons from Costa Rica’s EBAIS model. In particu-
lar, we describe the innovative implementation
and execution of four service delivery reforms
(Exhibit 1) that underlie Costa Rica’s success
and that, we posit, could be successfully adapted
and replicated in other contexts.

Study Data And Methods

To conduct this case study, we performed an in-
depth review of the English- and Spanish-
language literature, supplemented by a series of
interviews with key informants. We searched rel-
evant electronic databases—MEDLINE, LILACS
and Scielo, all of which contain Spanish-
language material; EBSCO; Global Health; and
Google Scholar—for all articles containing the
phrase Costa Rica. We considered articles rele-
vant if they addressed the structure, evolution,
or performance of Costa Rica’s health care sys-
tem. The MEDLINE search returned 3,970 ar-
ticles, of which 179 were relevant, and the LILACS
search returned 900 articles, of which 135 were
relevant. Collectively, the remaining databases
returned approximately a dozen relevant stud-
ies. After accounting for duplication, we ana-
lyzed the full text of 280 unique articles. In
addition, we identified and reviewed approxi-
mately two dozen other sources by examining
reference lists.

To supplement this literature review, we inter-
viewed corresponding authors who provided
e-mail addresses, and we used snowball sam-
pling to identify additional informants. In addi-
tion to this network of academic professionals,
we conducted interviews at five Costa Rican clin-
ics in two health regions: Pacifico Central and
Central Sur.While not statistically representative
of all seven health regions in Costa Rica, the
clinics were purposefully chosen to include rural
(Tarcoles EBAIS Clinic, in Tarcoles) and urban
(Hatillo EBAIS Clinic, in San Jose, and Jaco
EBAIS Clinic, in Jaco) areas that serve impover-
ished (Coopesiba EBAIS Clinic, in Barva) and
wealthy (Coopesana EBAIS Clinic, in Escazu)
populations. We interviewed a convenience sam-
ple of health care providers and administrators
at each clinic, based on their availability during
our visit.

In addition, we conducted follow-up online
interviews with Costa Rican contacts. In total,
we conducted twenty-eight interviews: nine with
academic authors and nineteen with health care
professionals in Costa Rica. Our analysis includ-
ed published and government outcomes where
available, butitwas limited by the lack of publicly
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EXHIBIT 1

Costa Rica’s critical reforms in health care delivery

Reform

Integration of public
health services
and primary health
care delivery

Multidisciplinary
teams

Geographic
empanelment

Measurement and
reliable data
feedback loops

Details

What: The reform transferred public health and primary care functions from the Ministry of Health to the CCSS, which already
was providing secondary and tertiary care, so that one agency was responsible for all aspects of health care provision. This
administrative integration of preventive and curative services facilitated the vertical and horizontal integration of care.

How: Personnel transfer and internal reorganization of the CCSS occurred in 1995.

What: Each EBAIS team is a single care delivery unit capable of providing comprehensive and coordinated primary health care.
Each team consists of a doctor, a nurse, a technical assistant (similar to a community health worker), a medical clerk, and a
pharmacist.

How: The formation of multidisciplinary teams has occurred iteratively since 1995 as new EBAIS clinics were established.

What: Based on where they live, all citizens are empaneled—that is, assigned to an EBAIS team. Each team has a panel of
approximately 4,500 patients. Empanelment promotes first-contact access and continuity of care over time.

How: As the first EBAIS teams were established, each was assigned a geographic area with approximately 4,500 patients. The
first teams were established in the most medically underserved areas, so formation of the teams generally moved from the
most rural parts of the country to the capital, thereby promoting equity.

What: EBAIS teams collect data from their empaneled populations. These data are then sent to the health area (equivalent to a
county) and then to the CCSS. The CCSS collates data and feeds that information back to the health areas and thence to the
EBAIS teams, so they can assess their performance against targets established through management contracts with the
CCSS. If a health area falls short of its goals, it creates an action plan to achieve its target the following year.

How: The path to the current measurement system was not linear. In 1998, three years after the first EBAIS team was
established, Costa Rica introduced management contracts, a modified pay-for-performance system. This system was

rejected by many physicians and did not fit the ethos of medicine in the country. In 2008 the CCSS eliminated the financial
incentives that had been tied to performance. Today EBAIS teams work to achieve their targets as part of their professional

responsibilities.

source Authors’ analysis. NoTes CCSS is Caja Costarricense de Seguro Social, the Costa Rican social security agency. EBAIS is Equipo Basico de Atencion Integral de

Salud, or basic integrated health care teams.

available or published patient experience data.

The Brown University Institutional Review
Board determined that this study did not meet
human subjects research criteria.

Study Results

INTEGRATION OF PUBLIC HEALTH SERVICES AND
PRIMARY CARE DELIVERY Before the 1994 re-
forms, responsibility for delivering health ser-
vices in Costa Rica was divided between the Min-
istry of Health and the Caja Costarricense de
Seguro Social (CCSS, or Costa Rican social secu-
rity agency). Founded in 1941 and charged with
“providing health and pension benefits” to en-
rolled workers,?? the CCSS focused on the provi-
sion of curative health services at all levels of the
health care system. The Ministry of Health,
founded in 1922, was primarily responsible
for public health functions and the provision
of some basic primary health care.?

The 1994 reforms transferred responsibility
for the provision of all public health, preventive,
and curative services from the Ministry of Health
to the CCSS.*® The transfer was hardly simple.
The CCSS gained 2,325 new staff members,
1,700 of whom came directly from the Ministry
of Health."® Ideological differences between
the two institutions persisted: The Ministry of
Health argued that prevention and community-

oriented public health—which had been its
priorities—were underrepresented, while the
CCSS generally continued to prioritize curative
services and specialized care (Jorine Muiser, as-
sociate researcher, University of Costa Rica, on-
line interview, February 2016).

Still, the presence of Ministry of Health “cham-
pions” of public health and preventive services
within the more curative care-oriented CCSS en-
sured that neither preventive nor curative ser-
vices overshadowed the other in the new EBAIS
model. Bureaucratic integration at the highest
levels of the health care system enabled the CCSS
to manage service delivery more efficiently and
ensured the vertical and horizontal integration
of public health, preventive care, and curative
care. Few countries have achieved this level of
integration at the national level. To begin to
match all of the functions of the CCSS, for exam-
ple, the United States would need to merge the
Centers for Disease Control with the Department
of Veterans Affairs and the Centers for Medicare
and Medicaid Services. The success of the bu-
reaucratic merger in Costa Rica allowed the
country to build its new primary health care
system.

MULTIDISCIPLINARY TEAMS The heart of that
system is the multidisciplinary EBAIS team, a
single care delivery unit capable of providing
comprehensive and coordinated primary care.
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Each team comprises a physician, a nurse, an
asistente técnico de atencién primaria (technical
assistant, similar to a community health work-
er), a registros y estadisticas de la salud (medical
clerk), and a pharmacist.

The physician is responsible for providing cu-
rative and preventive care, including the diagno-
sis, treatment, and management of acute and
chronic conditions (Carlos Monge, EBAIS phy-
sician, Tarcoles EBAIS Clinic, in-person inter-
view, January 2016; Karolina Sandi Rojas, head
nurse, Jaco health area, in-person interview,
January 2016). The nurse is generally responsi-
ble for basic clinical tasks and health counseling.
The technical assistant is responsible for health
promotion activities, disease prevention, epide-
miological data collection, basic sanitation activ-
ities, identification of disease risk factors, and
referrals to EBAIS physicians or hospitals. Addi-
tionally, while doctors and nurses typically see
individual patients and families in EBAIS clinics,
technical assistants conduct both individual
home visits and group visits in community set-
tings such as churches, schools, and town cen-
ters. The medical clerk is responsible for patient
intake, patient data collection and management,
and epidemiological population health surveil-
lance. Finally, the pharmacist is responsible for
dispensing prescribed medications.

This horizontal integration of public health,
preventive care, and curative care within EBAIS
teams results in primary care that is comprehen-
sive. Team members provide all but the most
specialized care to their patients, including
health education, medications for acute infec-
tions, and management of chronic diseases. Be-
cause of their comprehensive nature, in 2014
EBAIS teams provided three-quarters of all
medical consultations in Costa Rica and cared
for approximately 80 percent of Costa Ricans’
health needs.***

In addition, the teams enable effective care
coordination within primary health care
through frequent and detailed communication
with each other about specific care gaps and pa-
tient needs. For example, if a mother fails to
arrive at an EBAIS clinic for a scheduled visit,
the technical assistant can conduct a home visit
to follow up and assist in scheduling a new
appointment. When technical assistants make
home visits, they address hygienic concerns
and even some housing concerns, improving so-
cial determinants of health and helping over-
come barriers to care. This horizontal integra-
tion at the level of the EBAIS team is enabled by
the aforementioned integration at the bureau-
cratic level. If team members were paid and man-
aged by different organizations, they would not
be able to share responsibilities as effectively.
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The horizontal
integration of service
delivery at all
structural levels of
the health care
system helps drive
the success of primary
care in Costa Rica.

Similarly, if the responsibility for the teams lay
with an organization that primarily emphasized
curative care, preventive care would likely not
play an equal role. This horizontal integration
of service delivery at all structural levels of the
health care system helps drive the success of
primary care in Costa Rica.

GEOGRAPHIC EMPANELMENT Geographic em-
panelment, the process by which patients are
assigned to primary care providers or care teams,
is a critical mechanism for promoting first-
contact access and continuity of care. During
the 1994 reforms, Costa Rica pursued empanel-
ment by establishing health areas, the geograph-
ic unit by which primary health care is delivered.
Today there are 104 health areas in the country,
each of which contains 30,000-100,000 patients
and approximately ten EBAIS teams (Jorge Mora
Acuia, administrator, Hatillo Health Area, in-
person interview, January 2016).%>¢ All people
within a health area are assigned to an EBAIS
team based on where theylive. Costa Rica aims to
assign each team a population of 4,500 patients;
currently, each team manages an average of
4,549 patients.?>?>? Health areas are further
organized into seven health regions, with six to
thirty-two health areas per health region.*

Geographic empanelment helps individual pa-
tients achieve reliable first-contact access, in
which a member of the primary health care team
is the first health care professional to see pa-
tients for most nonemergency health-related is-
sues. By 2000 Costa Rica had established over
400 EBAIS clinics to serve its population.?® How-
ever, the physical clinic building is much less
crucial than the team itself. In urban areas like
the capital, San José, it is common for one build-
ing to house as many as six EBAIS teams. In the
most rural areas, a single team will travel outside
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Geographic
empanelment to
EBAIS teams is the
foundation for Costa
Rica’s use of
measurement for
improvement.

of the clinic weekly to provide first-contact ac-
cess for even the most remote populations
(Monge and Mora Acuiia interviews).

Empanelment also ensures a reasonable ratio
of patients to clinicians, and as a result, wait
times at EBAIS clinics are relatively low. Most
EBAIS teams are available for same-day appoint-
ments with sick patients and can make appoint-
ments for patients with chronic diseases in ad-
vance (Monge and Mora Acuiia interviews). The
community work of the technical assistants fur-
ther extends the accessibility of the EBAIS team
beyond the walls of its clinic. In 2012 the CCSS
reported 94 percent team coverage;* by 2015 the
CCCS had created twenty more teams.*

In addition, geographic empanelment pro-
vides patients with more continuous care. Each
EBAIS team is a stable team of providers who are
equipped and trained to provide primary care
across the patient’s lifespan, from prenatal to
geriatric care. The teams use different treatment
protocols for children, adolescents, adults, and
the elderly, further broken down by sex, incor-
porating important preventive measures for
each life stage and tracking within the clinical
record whether services are delivered effectively.
For example, the childhood protocol emphasizes
growth monitoring, while the adolescent proto-
col emphasizes the prevention of sexually
transmitted infections. By the time a clinician
needs to address potentially sensitive subjects,
longitudinal care has often enabled the team to
build a long-term, trusting relationship with the
patient.

MEASUREMENT AND RELIABLE DATA FEEDBACK
Loops Geographic empanelment to EBAIS teams
is the foundation for Costa Rica’s use of measure-
ment for improvement, as this geographic delin-
eation provides an underlying organizational
structure for data collection and use. In addition
to their community-based work, technical assis-

tants are data collectors, visiting homes of resi-
dents empaneled to their EBAIS team to create
a census of households (which, in turn, is used
to adjust the empanelment system) and to per-
form epidemiological surveillance. During home
visits, technical assistants take anthropometric
measurements, measure vital signs, review
home safety and sanitation, conduct health edu-
cation, identify familial behavioral and environ-
mental risk factors, vaccinate people, and refer
patients to EBAIS clinics or hospitals, as neces-
sary (Mora Acufa interview).**** They record
their data in a family file, including the risk score
for each household that they determine is
appropriate—a score used to determine the fre-
quency of future home visits (Monge, Mora
Acuiia, and Sandi Rojas interviews).?

Once a technical assistant collects these data,
the medical clerk is responsible for collating
and sending them—along with data derived
from his or her own clinical administrative
responsibilities—to the health area administra-
tion. The health area, in turn, aggregates the data
and sends them to the CCSS headquarters. This
“upward” cascade (from local to national levels)
ensures that national policy makers receive de-
tailed population health data on all Costa Ricans.

The cascade works in reverse as a data feed-
back mechanism via management contracts—
agreements negotiated yearly between each
health area and the CCSS to specify targets for
the following year. The CCSS uses EBAIS-
collected data to assess a health area’s perfor-
mance against its target measures and then
works with each health area to create an action
plan to improve that performance each year.
EBAIS teams execute the action plans created
by the health areas. Though the targets set in
management contracts are not tied to financial
incentives, the CCSS may take disciplinary action
if a health area fails to make adequate progress
onits action plan (Monge and Mora Acuifa inter-
views; Melvin Morera Salas, Office of Health
Services Purchasing, CCSS, in-person interview,
January 2016).

Early experience with the management
contracts—which were modeled on a pay-for-
performance strategy—showed mixed results
and acceptance by providers.*® However, since
2008 the CCSS has shifted away from a strict
pay-for-performance model (which emphasized
process measures, used financial rewards, and
could be gamed) toward an outcomes-based ap-
proach with feedback that targets systems im-
provement (Mora Acufia and Morera Salas inter-
views). While there is heterogeneity across
health regions, this new strategy appears to be
associated with greater provider acceptance of
management contracts. For example, previous
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measures for diabetes centered on processes of
care (such as retinopathy screening). In con-
trast, today there is a single measure for diabetes
care: the proportion of people diagnosed with
diabetes who have achieved control of their dia-
betes as measured by a hemoglobin Alc test
(Morera Salas interview).

This streamlined national measurement and
feedback loop enables the Costa Rican primary
health care system to proactively assess and ad-
dress high-priority health needs of nearly all
Costa Ricans, as opposed to only reacting to
the immediate needs of those who visit a clini-
cian. Such a population health approach under-
lies the horizontal integration of preventive,
curative, and public health services within each
EBAIS team. By knowing exactly who they must
care for, how well they are providing care to that
population, and what their plan is for improving
that care in the coming year, members of a team
can effectively direct their resources and efforts
to maximizing population health.

At the national level, the CCSS uses data col-
lected by each technical assistant and medical
clerk to identify at-risk areas and target resourc-
es to improve health equity. For example, the
poorest quintile of the population currently re-
ceives almost one-third of the health care dollars.
As a result, premature mortality (measured in
potential years of life lost) for this quintile de-
creased by 48 percent from 1980 to 2000, com-
pared to a 39 percent decrease for the richest
quintile in the same period.* In a 2009 analysis,
geographic region was not associated with any
increase in infant mortality, which suggests that
there was high regional equity. Our interviews
confirmed that the CCSS has prioritized reduc-
ing inequity in health throughout the country
(Morera Salas interview).*

Lessons Learned From The Costa
Rican Experience

The four service delivery reforms highlighted
here are not Costa Rican inventions. Indeed, at
various times all four have been tested or advo-
cated as strategies for creating high-quality pri-
mary health care around the globe.* Yet in most
low- and middle-income countries, these strate-
gies have not been well implemented or success-
fully scaled up to the national level, diminishing
their potential benefit. For example, family
health teams in Brazil are similar in some ways
to EBAIS teams, relying on community health
agents who carry out some tasks similar to those
of technical assistants.* However, compared to
Brazilian community health agents and commu-
nity health workers in many other models
around the world,* technical assistants are un-
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Geographic
empanelment to a
specified care team
encourages the
formation of
relationships that
continue over time.

usual in their level of professionalization, in-
depth training, responsibility for community
data collection, and degree of integration into
primary health care teams. Furthermore, few
primary health care multidisciplinary team
structures have been implemented at a national
scale, as is the case in Costa Rica. For example,
family health teams in Brazil were implemented
only in the most disadvantaged areas of the
country.

Other reforms such as geographic empanel-
ment have been tried in some countries. How-
ever, most countries have failed to move beyond
the simple assignment of patients to primary
health care providers to generate true popula-
tion health management with accountability
for patient outcomes. For example, Turkey has
successfully implemented basic geographic em-
panelment over the past two decades. But it has
not paired empanelment with formal data feed-
back loops, integrated curative and preventive
care, or multidisciplinary teams—all central ten-
ets of the EBAIS model.”

While the examples of Brazil and Turkey show
that some of the strategies implemented in Costa
Rica have the potential to be implemented in
other low- and middle-income countries, they
also underscore Costa Rica’s unique success in
combining and successfully implementing con-
current service delivery reforms. What is novel
about the Costa Rican case, therefore, is the im-
plementation of the four highlighted strategies
in a way that enabled them to be effectively, effi-
ciently, and reliably executed on a national scale.

We posit that the innovative way in which Cos-
ta Rica has implemented reforms of primary care
delivery has provided the four foundational
functions of strong primary health care: first-
contact access, comprehensiveness, continuity,
and coordination.” Multidisciplinary teams—
supported by bureaucratic integration—enable


TWetterman
Highlight

TWetterman
Highlight

TWetterman
Highlight

TWetterman
Highlight

TWetterman
Highlight

TWetterman
Highlight

TWetterman
Highlight

TWetterman
Highlight

TWetterman
Highlight


the provision of coordinated and comprehensive
care across public health, preventive, and cura-
tive services. Geographic empanelment to a spec-
ified care team provides patients with a first
point of contact for the majority of their health
needs and encourages the formation of relation-
ships that continue over time.

This case study has also highlighted how the
combination of bureaucratic integration, multi-
disciplinary teams, and geographic empanel-
ment enabled Costa Rica to establish robustlocal
measurement and multilevel feedback loops,
which make it possible to collect data for track-
ing progress toward targets, allocate resources to
areas most in need, and continually improve ser-
vice delivery and equity—activities shown in the
literature to be essential drivers of quality.*

Conclusion

By offering a detailed description of one coun-
try’s successful innovation to integrate and im-
plement service delivery reforms across its pop-
ulation and provide the four essential functions
of primary health care, we hope we have also
provided potential strategies that other coun-
tries can use to strengthen their own primary
health care systems. By adapting and adopting
the integrated set of service delivery reforms that
Costa Rica innovatively implemented, and by fo-
cusing on quality, equity, and measurement for
improvement, other countries can begin to build
primary health care systems that will facilitate
the achievement of health for all. m
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time and insights.

NOTES

1 World Bank. Universal health cov-
erage: overview [Internet]. Wash-
ington (DC): World Bank; [last up-
dated 2016 Oct 14; cited 2017 Jan
25]. Available from: http://www
.worldbank.org/en/topic/universal
healthcoverage/overview

2 Starfield B, Shi L, Macinko J. Con-
tribution of primary care to health
systems and health. Milbank Q.
2005;83(3):457-502.

3 Macinko J, Marinho de Souza M de
F, Guanais FC, da Silva Simoes CC.
Going to scale with community-
based primary care: an analysis of

better population health but also to
higher health spending. Health Aff
(Millwood). 2013;32(4):686-94.
Kruk ME, Porignon D, Rockers PC,
Van Lerberghe W. The contribution
of primary care to health and health
systems in low- and middle-income
countries: a critical review of major
primary care initiatives. Soc Sci Med.
2010;70(6):904-11.

Macinko J, Starfield B, Erinosho T.
The impact of primary healthcare on
population health in low- and mid-
dle-income countries. J Ambul Care
Manage. 2009;32(2):150-71.

16

[Internet]. Washington (DC): Cato
Institute; 2014 Jan 23 [cited 2017
Jan 25]. Available from: https://
www.cato.org/publications/
economic-development-bulletin/
growth-without-poverty-reduction-
case-costa-rica

World Bank. Staff appraisal report:
Costa Rica—health sector reform:
Social Security System Project [In-
ternet]. Washington (DC): World
Bank; 1993 Sep 20 [cited 2017
Jan 25]. (Report No. 11986-CR).
Available from: http://documents
.worldbank.org/curated/en/

the Family Health Program and in- 10 World Bank. Costa Rica [Internet]. 775141468245104258/pdf/multi0
fant mortality in Brazil, 1999-2004. Washington (DC): World Bank; ¢ page.pdf
Soc Sci Med. 2007;65(10):2070-80. 2016 [cited 2017 Jan 25]. Available 17 Starfield B. Is primary care essential?

4 Dourado I, Oliveira VB, Aquino R, from: http://data.worldbank.org/ Lancet. 1994;344(8930):1129-33.
Bonolo P, Lima-Costa MF, Medina country/costa-rica 18 Cercone J, Jiménez JP. Costa Rica:
MG, et al. Trends in primary health 1 Primary Health Care Performance “good practice” in expanding health
care-sensitive conditions in Brazil: Initiative. Costa Rica: universal care coverage. In: Gottret P, Schieber
the role of the Family Health Pro- health coverage and community- GJ, Waters HR, editors. Good prac-
gram (Project ICSAP-Brazil). Med based health teams create effective tices in health financing: lessons
Care. 2011;49(6):577-84. care [Internet]. Washington (DC): from reforms in low- and middle-

5 Macinko J, Dourado I, Aquino R, PHCPI; ¢ 2017 [cited 2017 Feb 7]. income countries. Washington (DC):
Bonolo P de F, Lima-Costa MF, Available from: http:// World Bank; 2008. p. 183-226
Medina MG, et al. Major expansion phcperformanceinitiative.org/ 19 Bixby LR. [Assessing the impact of
of primary care in Brazil linked to promising-practices/costa-rica health sector reform in Costa Rica
decline in unnecessary hospitaliza- 12 Lee T, McKee D. An empirical eval- through a quasi-experimental
tion. Health Aff (Millwood). 2010; uation of devolving administrative study]. Rev Panam Salud Publica.
29(12):2149-60. control to Costa Rican hospital and 2004;15(2):94-103. Spanish.

6 Macinko J, Starfield B, Shi L. The clinic directors. Int J Health Serv. 20 Unger JP, De Paepe P, Buitron R,
contribution of primary care systems 2015;45(2):378-97. Soors W. Costa Rica: achievements of
to health outcomes within Organi- 13 Morgan LM. Community participa- a heterodox health policy. Am J
zation for Economic Cooperation tion in health: the politics of primary Public Health. 2008;98(4):636-43.
and Development (OECD) countries, care in Costa Rica. New York (NY): 21 World Bank. Central America social
1970-1998. Health Serv Res. 2003; Cambridge University Press; 1993. expenditures and institutional re-
38(3):831-65. 14 Haub C, Adams J. Costa Rica. Spot- view: El Salvador [Internet]. Wash-

7 Kringos DS, Boerma W, van der Zee light. Popul Today. 1985;13(5):12. ington (DC): World Bank; 2015
J, Groenewegen P. Europe’s strong 15 Hidalgo JC. Growth without poverty Jun 29 [cited 2017 Jan 25]. (Report

primary care systems are linked to

reduction: the case of Costa Rica

No. 98796). Available from: http://

MARCH 2017 36:3 HEALTH AFFAIRS

537



GLOBAL HEALTH INNOVATION

538

22

23

24

25

26

27

HEALTH AFFAIRS

documents.worldbank.org/curated/
en/274061467993187319/pdf/
98796-WP-P146907-PUBLIC-
Box393182B.pdf

Vargas JR, Muiser J. Promoting
universal financial protection: a
policy analysis of universal health
coverage in Costa Rica (1940-2000).
Health Res Policy Syst. 2013;11:28.
Bender DE, Pitkin K. Bridging the
gap: the village health worker as the
cornerstone of the primary health
care model. Soc Sci Med. 1987;
24(6):515-28.

Montenegro Torres F. Costa Rica
case study: primary health care
achievements and challenges within
the framework of the social health
insurance [Internet]. Washington
(DC): World Bank; 2013 Jan [cited
2017 Jan 25]. (Report No. 74962).
Available from: https://open
knowledge.worldbank.org/
bitstream/handle/10986/13279/
74962.pdf

Caja Costarricense de Seguro Social.
Anuario estadistico 2014 [Internet].
San José: CCSS; 2015 Sep [cited 2017
Feb 7]. Available for download from:
https://www.ccss.sa.cr/est_salud
Caja Costarricense de Seguro Social.
Memoria institucional 2015 [Inter-
net]. San José: CCSS; [cited 2017
Feb 7]. Available for download from:
http://www.ccss.sa.cr/cultura
#memorias

Ministerio de Salud. Didlogo nacio-
nal para el fortalecimiento del se-
guro de salud costarricense en el
contexto de la salud publica [Inter-
net]. San José: Ministerio de Salud;
2014 [cited 2017 Jan 25]. Available
from: https://www
.ministeriodesalud.go.cr/index

MARCH 2017 36:3

28

29

30

3

et

32

.php/biblioteca-de-archivos/centro-
de-informacion/material-publicado/
dialogo-nacional/2354-dialogo-
nacional-para-el-fortalecimiento-del-
seguro-de-salud-costarricense-en-el-
contexto-de-la-salud-publica/file
Clark MA (Tulane University; New
Orleans, LA). Health sector reform
in Costa Rica: reinforcing a public
system [Internet]. Paper prepared
for: Woodrow Wilson Center Work-
shops on the Politics of Education
and Health Reforms; 2001 Apr 18-19
[cited 2017 Jan 25]; Washington
(DC). Available from: https://www
.wilsoncenter.org/sites/default/
files/Clark_Paper.pdf

Caja Costarricense de Seguro Social.
CCSS ofrece cobertura con EBAIS al
94% de la poblacién. CCSS Blog
[blog on the Internet]. 2012 Apr 17
[cited 2017 Jan 25]. Available from:
https://www.ccss.sa.cr/noticia?ccss-
ofrece-cobertura-con-ebais-al-94-de-
la-poblacion

Soors W, De Paepe P, Unger J-P.
Management commitments and pri-
mary care: another lesson from
Costa Rica for the world? Int J Health
Serv. 2014;44(2):337-53.

Morera Salas M. Distribucioén geo-
grafica del recurso humano en
atencién primaria en Costa Rica:
equidad y convergencia regional
[Geographic distribution of human
resources in primary care in Costa
Rica: equity and regional conver-
gence]. Revista Costarricense de
Salud Publica. 2009;18(2):66-71.
Bitton A, Pesec M, Benotti E,
Ratcliffe H, Lewis T, Hirschhorn L,
et al. Shaping tiered health care de-
livery system in accordance with
People-Centered Integrated Care

33

34

35

36

Model. In: China Joint Study Part-
nership, editor. Deepening health
reform in China: building high-
quality and value-based service de-
livery [Internet]. Washington (DC):
World Bank; 2016 [cited 2017

Jan 25]. Available from: http://
documents.worldbank.org/curated/
en/800911469159433307/pdf/
107176-REVISED-PUBLIC-ENGLISH-
Health-Reform-In-China-Policy-
Summary-Oct-reprint-ENG.pdf
Macinko J, Harris MJ. Brazil’s family
health strategy—delivering commu-
nity-based primary care in a univer-
sal health system. N Engl J Med.
2015;372(23):2177-81.

Perry H, Zulliger R, Scott K, Javadi
D, Gergen J. Case studies of large-
scale community health worker
programs: examples from Bangla-
desh, Brazil, Ethiopia, India, Iran,
Nepal, and Pakistan [Internet].
Washington (DC): US Agency for
International Development, Mater-
nal and Child Health Integrated
Program; 2013 Oct 28 [cited 2017
Feb 2]. Available from: http://
www.mchip.net/sites/default/files/
mchipfiles/17_AppB_CHW_Case
Studies.pdf

Baris E, Mollahaliloglu S, Aydin S.
Healthcare in Turkey: from laggard
to leader. BMJ. 2011;342:c7456.
Bloom N, Sadun R, Van Reenen J.
Does management matter in
healthcare? [Internet]. London:
London School of Economics; 2013
[cited 2017 Feb 2]. Working Paper.
Available from: https://people
.stanford.edu/nbloom/sites/
default/files/dmm_health.pdf





